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nU  things  cnnsutered 

in  Considering  the  pattern  of  mixed  bacteria,  localized  or  diffuse  in- 

volvement, potential  underlying  disease,  and  the  need  to  allay  symptoms  and  ease  respira- 
tory/cardiac function ...  physicians  often  include  DECLOMYCIN  in  the  course  of  therapy. 

DECLOMYCIN  produces  activity  levels  higher  than  those  of  other  tetracyclines ...  at  lower 
dosage... and  maintains  them  during  the  entire  course  of  treatment  without  significant 
fluctuation. 


e 


This  activity  is  prolonged  24  to  48  hours  after  the  last  dose,  helping  to  protect  against 
relapse. 

Over  the  wide  range  of  everyday  infections— respiratory,  urinary  and  most  others— 
in  the  young  and  the  aged— the  acutely  or  chronically  afllicted- DECLOMYCIN  provides 
the  “extra  dimension”  in  broad  spectrum  control. 

For  adults:  Capsules,  150  mg.  and  75  mg.  For  children:  cherry-flavored  Pediatric  Drops,  60  mg./cc., 
and  cherry-flavored  Syrup,  75  mg./5  cc.  Request  complete  information  on  indications,  dosage,  precau- 
tions and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 


A 


CLOMYCIN 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


-EDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY*  Pearl  River,  N.Y. 
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In  colds 
and 

sinusitis 

unsurpassed 

in  providing 

drainage 

space 

without 

chemical 

harm 


The  clogged  sinus 
In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 
Magnified  anatomy  of 
a portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


NEO-SYNEPHRINE 

brand  of  phenylephrine  hydrochloride  hydrochloride 

NASAL  SPRAYS  AND  SOLUTIONS 

When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.’"®  Repeated  applica- 
tions do  not  lessen  effectiveness. 


LABORATORIES 
New  York  18,  N.Y. 


Available  in  plastic  nasal  sprays  for  adults  (V2%)  and  children 
(V4%),  in  dropper  bottles  of  Ve,  V4  or  1 per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  & Surg. 
42:121,  March,  1935.  2.  Putney,  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 
(Ed.):  Current  Therapy  1952,  Philadeiphia,  W.  B.  Saunders  Company, 
1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,  Dec.,  1959. 


5 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Contents 


CONTINUED 


Clinicopathologic  Conference 

124  Pulmonary  Infiltrate  and  Massive  Hemoptysis 
Knickerbocker  Hospital 

Accidental  Chemical  Poisonings 

132  Dextro  Amphetamine  Sulfate  Poisoning 

Harold  Jacobziner,  M.D.,  and  Harry  W.  Raybin,  M.S. 


Case  Reports 

133  Fibrous  Mesothelioma  of  the  Plema 

Luis  G.  Krause,  M.D.,  and  Charles  A.  Ross,  M.D. 

140  Therapy  of  Scleroderma  and  Dermatomyositis 

William  J.  Grace,  M.D.,  Richard  J.  Kennedy,  M.D.,  and  Anthony  Formato,  M.D. 

145  Reticulum  CeU  Sarcoma 

Kenneth  A.  Altman,  M.D.,  and  William  G.  Atwood,  M.D. 


Editorials 

27 

Masthead 

153 

Medical  Meetings 

28 

An  elder  passes 

155 

Necrology 

28 

The  Brookhaven  National  Labora- 

158 

Abstracts 

tory 

160 

Abstracts  in  Interlingua 

29 

One  who  also  served 

162 

Books  Received 

30 

President’s  Page 

164 

Letters  to  the  Editor 

General 

168 

Coimty  Society  Officers 

8 

State  Society  Officers 

Index  to  Advertising 

149 

BiUsbord 

22 

Index  to  Advertisers 

151 

Medical  News 

163 

Index  to  Products 

6 New  York  State  Journal  of  Medicine  / January  1,  1963 


60  DELICIOUS  FOODS  THAT  CUT  CALORIES,  FAT  AND  CARBOHYDRATES! 


How  often  do  you  sit  across  the  desk  from  a 
patient  whose  problem  is  overweight,  and 
wonder  whether  the  directions  you  give  for 
diet  will  be  followed  accurately  — or  at  all? 

A pleasant  and  efficient  solution  to  this  prob- 
lem is  to  recommend  the  new  Mott’s  Figure 
Control  Foods.  This  line  of  over  60  differ- 
ent items  has  been  developed  through  the 
latest  scientific  knowledge  in  the  field  of  nu- 
trition—and  provides  foods  lower  in  calories 
by  an  average  of  50% . Figure  Control  Foods 
take  the  guesswork  out  of  menu-planning. 
Calorie  cutting  can  be  made  pleasant  and 
accurate,  while  eating  normal-size  portions 
of  the  kinds  of  food  people  enjoy  every  day. 

Low  carbohydrate,  low  fat:  Meat  products 
have  most  of  the  hard  fats  removed  (these 


are  the  saturated  type)  in  a way  that  cannot 
be  done  at  home.  Sauces  and  dressings  are 
prepared  with  a high  proportion  of  non-fat 
milk  solids,  vegetable  colloids;  all  are  deli- 
cious and  appetizing.  Fruits,  juices,  desserts 
and  sauces  are  prepared  with  non-caloric 
sweetener  — natural  fruit  values  are  intact. 
The  carbohydrate,  protein  and  fat  content 
appears  on  each  label,  along  with  calorie 
counts.  Useful  for  diabetics,  too. 

Easy  medical  tool  for  doctors:  No  possible 
dangerous  side  effects,  not  even  temporary 
dislocation  of  meal  patterns.  Figure  Control 
Foods  in  supermarkets  include;  Soups, 
Meats,  Poultry,  Sauces,  Salad  Dressings, 
Preserves,  Syrup,  Fruits,  Drinks,  Desserts, 
Sweeteners. 


New  Mott’s  Figure  Control®  Foods  offer  Good  Eating  at  Half  the  Usual  Calories 


Apple-Grape  Drink 

Quantity 
V2  cup 

Figure 

Control 

Calories 

20 

''Regular” 

Food 

Calories 

52 

Five-Fruit  Juice 
Breakfast  Drink 

V2  cup 

20 

52 

Braised  Beef  and  Vegetables  6V2  oz. 

184 

380 

Meat  Balls  in  Brown  Gravy 

31/2  02. 

84 

280 

Chopped  Chicken  Livers 

1 oz. 

31 

100 

Chicken  a la  King 

3 oz. 

72 

230 

French  Style  Dressing 

1 tbsp. 

IOV2 

60 

Brown  Gravy 

1 tbsp. 

7 

21 

Quantity 

Figure 

Control 

Calories 

''Regular' 

Food 

Calories 

Applesauce 

Vz  cup 

48 

90 

Fruit  Cocktail 

V2  cup 

44 

90 

Cherry  Pie  Filling 

1 oz. 

20 

60 

Chocolate  Topping 

1 tbsp. 

8 

63 

Preserves  (Peach, 
Strawberry) 
“Maplette”  Syrup 

1 tbsp. 

9 

55 

1 tbsp. 

9 

55 

Liquid  or  Powder  Sweetener 

(to  equal  1 

tbsp.  sugar)  0 

16 

Complete  menus,  recipes,  calorie  chart  available  for  profes- 
sional distribution,  with  weight  control  guides  you  can  distrib- 
ute with  confidence:  all  menus  meet  N.R.C.  Recommended 
Daily  Allowances.  Use  this  handy  order  form: 

i 

FIGURE  CONTROL  FOODS 
Ouffy-Mott  Company 
370  Lexington  Avenue 
New  York  17,  New  York 


Please  send- 


-free  copies  of  YOUR  WEIGHT 


CONTROL  PLAN  for  use  with  patients. 

Dr 

Address: 

City: 


-Zone:. 


-State:- 


7 


Medical  Society  of 
the  State  of  New  York 

750  THIRD  AVENUE,  NEW  YORK  17,  NEW  YORK 

YUKON  6-5757 


Officers 


Joseph  A.  Lane,  M.D.,  Monroe 
John  M.  Galbraith,  M.D.,  Nassau 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
John  F.  Kelley,  M.D.,  Oneida 
Waring  Willis,  M.D.,  Westchester 
Ezra  A.  Wolff,  M.D.,  Queens 
Maurice  J.  Dattelbaum,  M.D.,  Kings 
Samuel  Z.  Freedman,  M.D.,  New  York 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
E.  Dean  Babbage,  M.D.,  Erie 


President 
Past- President 
President-Elect 
V ice-  Pres  ident 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Council 


THE  ABOVE  OFFICERS 

Chairman,  Board  of  Trustees Frederic  W.  Holcomb,  M.D.,  Ulster 

AND 


Term  Expires  1963 

Gerald  D.  Dorman,  M.D. 
New  York 

Edward  C.  Hughes,  M.D. 
Onondaga 

Alfred  P.  Ingegno,  M.D. 
Kings 

Raymond  S.  McKeeby,  M.D. 
Broome 


COUNCILLORS 
Term  Expires  1964 

Harold  F.  Brown,  M.D. 
Erie 

George  A.  Burgin,  M.D. 
Herkimer 

John  C.  McClintock,  M.D. 
Albany 

Joseph  G.  Zimring,  M.D. 
Nassau 


Term  Expires  1965 

James  M.  Blake,  M.D. 
Schenectady 

William  T.  Boland,  M.D. 
Chemung 

Charles  M.  Brane,  M.D. 
Westchester 

George  J.  Lawrence,  Jr.,  M.D 
Queens 


Trustees 

Chairman Frederic  W.  Holcomb,  M.D.,  Ulster 

J.  Stanley  Kenney,  M.D.  . . . New  York  Norman  S.  Moore,  M.D Tompkins 

Leo  E.  Gibson,  M.D Onondaga  Renato  J.  Azzari Bronx 

John  M.  Galbraith,  M.D Nassau  John  J.  Masterson,  M.D Kings 


{See  page  10  for  additional  Society  officers) 


8 


inusitis 


Effectively 

Relieved... 


IODO^^IACIN  ,2 

“*^<9.-, W.Tf. 


In  a clinical  study  of  sinusitis,'  the  use  of  lodo-Niacin 
tablets  provided  a significant  relief.  The  principal 
symptoms  were  pain,  headaches,  nasal  congestion, 
postnasal  drip,  tinnitus  and  vertigo. 

lodo-Niacin  tablets  contain  potassium  iodide  135  mg. 
and  niacinamide  hydroiodide  25  mg.  The  usual  dose 
is  2 tablets  three  times  a day,  followed  I)y  a full  glass 
of  water. 

Niacinamide  hydroiodide  has  been  shown  to  prevent 
the  occurrence  of  iodisni.  Hence  lodo-Niacin  may  be 
administered  in  full  dosage  for  a year  or  longer  with- 
out iodism." 

lodo-Niacin  loosens  the  secretion  of  mucus  in  the 
sinuses  and  promotes  freer  drainage  and  aeration.  Best 
results  were  observed  in  severe  infected  cases  of  sinus- 
itis. It  may  he  used  in  conjunction  with  penicillin  or 
other  antibiotics. 

Other  important  indications  for  lodo-Niacin  include 
chronic  bronchitis,  bronchial  asthma,  otitis  media, 
simple  colloid  goiter,  arteriosclerosis,  retinal  and  vitre- 
ous hemorrhages,  and  vitreous  floaters. 


lODO-NIACIN 


Positive  Results  Without  Iodism 


1.  Adams,  J.N.,  lodo-Niacin  in 
treatment  of  sinusitis,  bron- 
chitis and  otitis,  Southwestern 
Med.  40:120,  1959. 

2.  Feinblatt,  T.M.,  Feinblatt, 
H.M.;  and  Ferguson,  E.A., 
Jr.,  Treatment  of  arterioscler- 
osis and  vague  abdominal  dis- 
tress with  niacinamide  hydro- 
iodide  (without  side-effects). 
Am. /.Digest.  Dis.  22:5,  1955. 


*U.S.  Patent  Pending 


r' 


■n 


CHEMICAL  COMPANY 


COLE  CHEMICAL  COMPANY  NYS-1 

3721-27  Laclede  Avenue 
St.  Louis  8,  Missouri 

Gentlemen:  Please  send  me  professional  sample  of  lodo-Niacin  and  reprint 
of  article  entiled  lodo-Niacin  in  Treatment  of  Sinusitis,  Bronchitis  and  Otitis. 


M.D.* 

......Street 


City. 


.Zone. 


.State.. 
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Legal  Department 
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Robert  J.  Bell,  Esq. 
Telephone:  OXford  7-3122 


Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Ave.,  New  York  16.  Telephone:  MUrray  Hill  4-3211 
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Relieves  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record  of 
safety  with  which  Miltown  relieves  anxiety  and 
anxious  depression  — the  type  of  depression  in 
which  either  tension  or  nervousness  or 
insomnia  is  a prominent  symptom  — has  been 
clinically  authenticated  time  and  again  during 
the  past  seven  years.  This,  undoubtedly,  is  one 
reason  why  physicians  still  prescribe  meproba- 
mate more  often  than  any  other  tranquilizer 
in  the  world. 


Miltowir 

meprobamate  (Wallace) 

Usuo/  dosage:  Orte  or  two  400  mg.  tablets  t.i.d. 
Supp/ied:  400  mg.  scored  toblets,  200  mg.  sugar- 
coated  tablets;  bottles  of  50.  Also  os 
MEPROTABS®—400  mg.  unmariced.  coated  tablets; 
and  in  s us  t o i n e d- r e / e o s e capsules  as 
MEPROSPAN®-400  and  MEPROSPAN®-200  (con- 
taining  respectively  400  mg.  and  200  mg. 
meprobamate  1 . 

#.  WALLACE  LABORATORIES  / Cranbury,  N.  J. 


Clinically  proven 
in  over  750 
published  studies 


IActs  dependably  — 
without  causing 
ataxia  or  altering 
sexual  function 


2 


Does  not  produce 
Parkinson-like 
symptoms  or 
liver  damage 


3 


Does  not  muddle 
the  mind  or  impair 
physical  activity 
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in  is  a new,  potent,  fast-acting,  oral  skeletal  muscle  relaxant 
cally  recommended  for  the  initial  phase  of  therapy  in  acute 
; spasm  associated  with  sprains  and  strains,  fractures,  dis- 
ins,  and  other  acute  conditions. 

in  acts  promptly— often  within  a few  hours.  It  has  shown  out- 
ng  effectiveness— in  595  patients  with  acute  disorders,  a 
ble  clinical  response  was  observed  in  85%  (see  chart  below), 
(in  blocks  reflex  spasm  and  spasticity  by  suppressing  nerve 
ses  in  polysynaptic  pathways,  primarily  in  the  spinal  cord  and 
esser  degree  at  supraspinal  levels.  It  helps  restore  normal 
e tone  without  altering  posture  or  gait  and  without  producing 
ive,  hypnotic,  or  tranquilizing  side  effects. 

I vite  you  to  try  Skelaxin  in  your  practice  and  discover  firsthand 
t can  help  you  “wrap  up"  acute  sprains  and  strains  fast. 


A favorable 
clinical  response 
in  85% 

of  595  patients 
with 

acute  disorders 


In  studies  in  595  patients  with  acute  conditions,  a favorable  re- 
sponse was  noted  in  507,  or  85%. 

Some  patients  reported  a considerable  lessening  of  pain  and  spasm 
within  20  to  30  minutes  after  administration. 


number 

of 

patients 

results 

excellent 

good 

fair 

poor 

A.  Muscle  spasm 
associated  with: 

1.  Acute  muscular 
strains  and  sprains 

311 

135 

81 

57 

38 

2.  Strain  and  trauma  to 
tendons  and  ligaments 

87 

25 

40 

9 

13 

3.  Fractures  and 
dislocations 

50 

9 

20 

16 

5 

B.  Myalgia 

147 

39 

53 

23 

32 

totals 

595 

208 

194 

105 

88 

Average  recovery  time  of  good-or-excellent-response  patients 


skelaxin 

Brand  of  metaxalene,  400  mg.  tablets— U.S.  Pat.  No.  3.062,827 


(among  those  in  whom  this  time  was  noted)  was  just  over  three  days. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND  20.  VIRGINIA 


1963  PDR  pg.  825,  package  Insert  and  other  literature  for  full  prescribing  Information) 


Here’s  a penicillin  that  gives  you... 


PATIENT  ECONOMY 
WHEN  YOU  WANT  IT 


125  mg. 

(200,000  units) 


Caution:  Federal  law  ^ 

prohibits  dispensing  t 

wvithniit  nrocrrintinn 


Consider  milder  bacterial  infections  i 

An  example  might  be  a respiratory  infection. 
Here  economy  could  be  a definite  factor  in 
your  thinking.  In  the  chart  above,  you’ll  see 
that  200,000  units  (125  mg.)  of  Compocillin  VK 
produces  blood  levels  at  least  equal  to  those 
obtained  with  400,000  units  of  oral  penicillin  G 
potassium.  This  means  that  in  less  severe  infec- 
tions, Compocillin-VK  may  be  given  at  half  the 
dosage  needed  with  oral  penicillin  G — with  no 
sacrifice  in  blood  levels.  In  these  cases,  the  cost 
of  Compocillin-VK  therapy  will  be  no  more — 
and  often  will  be  less — than  treatment  with  oral 
penicillin  G. 
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Compocillin-VK— the  original  potassium  penicillin  V • In  Filmtab 
(125  and  250  mg.)  and  cherry-flavored  Granules  for  Oral  Suspension 
Filmtab- Film-sealed  tablets.  Abbott:  U.S.  Pat.  No.  2.881.085 


PEAK  EFFICIENCY 
WHEN  YOU  NEED  IT 


Potassium  Penicillin 
V,  Abbott. 


250  mg. 

(400,000  units) 

Caution:  Federal  law 
prohibits  dispensing 
without  prescription. 


Then,  for  severe  infections... 

. . . where  your  primary  concern  is  high  peak 
serum  concentrations,  you  can  prescribe  Com- 
pocillin-VK  at  full  therapeutic  dosage  and  get  the 
maximum  antibacterial  activity  possible  with 
an  oral  penicillin.  The  chart  above  shows  the 
rapid  peak  blood  levels  obtained  with  400,000 
units  (250  mg.)  of  Compocillin-VK.  Actually, 
these  peaks  occur  faster — and  are  higher — than 
those  obtained  with  intramuscular  penicillin  G. 
Indeed,  Compocillin-VK  has  been  used  in  cases 
previously  reserved  for  parenteral  treatment. 
The  safety  advantage  (oral  vs.  injectable)  goes 
without  saying. 

*Chart  data  from  two  separate  studies  completed  by  the  Micro- 
biologic and  Medical  Departments  of  Abbott  Laboratories. 


ABBOTT  LABORATORIES  NORTH  CHICAGO.  ILLINOIS 
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If  you  have  a friend  practicing  in  Hohokus  or 
Muskogee,  why  not  send  him  a gift  subscription  to 
the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE? 

Gift  subscriptions  are:  $5.00  for  the  first  year,  $7.50  thereafter 

You’re  not  limited  to  a single  gift  subscription.  You  can,  as  a matter 
of  fact,  make  use  of  this  offer  to  give  two  or  three  old  school  friends  a 
chance  to  read  your  Journal — no  matter  where  they  are.* 


* Friends  in  such  places  as  Tierra  del  Feugo  or  Timbuktu 
will  require  added  foreign  postal  charges  of  $1.50  a 
year. 


P.S.  If  you  don’t  happen  to  be  one  of  our  fortunate  members,  you  can 
also  treat  yourself  to  the  same  special  introductory  subscription  rate. 
Mail  your  order  to:  New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  1 7,  N.  Y. 


PLEASE  SEND  A SPECIAL-RATE  INTRODUCTORY  SUBSCRIPTION  TO: 

Name 

Address 


City  & State. 


Name 


Address. 


City  & State. 
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I I Enclosed  is  $5.00  tor  the  first  year  (Regularly  $7.50) 

I I Enclosed  is  $18.00  for  the  first  three  years  (Regularly  $22.50) 
I I Plus  $1.50  for  foreign  addressee. 


for 

provides  fast  and 
long-lasting  cough  control 

relieves  cough  in  15-20  minutes  • 
lasts  6 hours  or  longer  • promotes 
expectoration  and  decongestion  of 
air  passages  • rarely  constipates 
• agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine  Syrup 


contains: 

Hycodan® 6.5  mg. 

Dihydrocodeinone  Bitartrate 5 mg. 

(Warning:  May  be  habit-forming) 

Homatropine  Methylbromide  ...  1.5  mg. 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate 85  mg. 


Average  adult  dose:  One  teaspoonful  after  meals 
and  at  bedtime.  May  be  habit-forming.  On  oral 
prescription  where  state  laws  permit.  U.S.  Pat. 
2,630,400. 

Literature  on  request 


ENDO  LABORATORIES 
Richmond  Hill  18,  New  York 


Conclusions  of  Nationwide  Survey:  Report  I 


!♦  Even  after  five  years  of  general  use,  Tao,  of 
the  antibiotics  tested,  demonstrated  greatest  ac- 
tivity against  respiratory  streptococci  and  staphy- 
lococci (3,332  cultures). 

2.  Overall  results  showed  a higher  percentage 
of  susceptibility  among  these  common  pathogens 
to  Tao  than  to  the  other  antibiotics.  Susceptibility 
to  Tao  was  greatest,  not  only  in  respiratory  strep- 
tococci and  staphylococci,  but  also  in  these  organ- 
isms isolated  from  skin  and  soft  tissue  (3,423  cul- 
tures), genitourinary  and  gastrointestinal  tracts 
and  other  sources  (2,458  cultures).  Susceptibility 
was  equal  to  all  antibiotics  tested  in  pneumococci 
from  unspecified  sources  (463  cultures),  and  less 


to  Tao  in  H.  influenzae  from  unspecified  sources 
(196  cultures). 


3.  Tao  has  been  used  for  five  years  without 
development  of  predictable  cross  resistance. 
In  1958  and  1961,  approximately  73%  and  70%, 
respeetively,  of  erythromycin-resistant  problem 
staphylococei  showed  susceptibility  to  Tao.*’*  The 
present  study  confirms  the  continuing  high  degree 
of  Tao  activity  even  against  these  pathogens.  Of 
1,592  cultures  of  erythromycin-resistant  staphy- 
lococci, 68%  were  susceptible  to  Tao,  while  in  the 
reverse  situation,  only  33%  of  768  Tao-resistant 
staphylococci  were  susceptible  to  erythromycin. 


J 


Report  II 

Specific  analysis  of  3,332  cultures  of  streptococci  and  staphylococci 
isolated  from  the  ear,  nose,  throat,  and  lower  respiratory  tracts 


Report  I demonstrated  the  susceptibility  of  9,872  cultures  of  common  pathogens  to  five  antibiotics 
(chloramphenicol,  erythromycin,  penicillin,  tetracycline,  Tao).  The  report  concluded  that  Tao 
showed  the  greatest  overall  in  vitro  effectiveness  against  these  bacteria  isolated  from  patients.' 


Results  of 
Bacterial  Susceptibility  in 


3,33 


athogens 
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If  you  would  like  a report  of  the 
entire  susceptibility  study,  wTite 
Medical  Department,  J.  B.  Roerig 
and  Company,  235  E.  42nd  St., 
New  York  17,  N.Y. 


Capsules  • Ready-Mixed  Oral  Suspension  • 
Pediatric  Drops  • Parenteral  (.soieandomycm  phosphate) 


You  couldn’t  purchase 
freedom  for  her  at  any 
price.  But  you  can  help 
Uncle  Sam  protect  it  by 
putting  your  dollars  into 
Savings  Bonds. 


What’s  nice  to  have,  hard  to  save 
and  essential  to  your  future  ? 

( besides  money) 


Ask  a responsible  American  what 
he’d  include  on  a list  of  necessities 
for  his  family’s  future,  and  he’d  prob- 
ably rate  money  pretty  high. 

Yet  there’s  something  else  that’s 
just  as  essential.  Just  as  nice  to  have 
and  hard  to  save  too,  and  that’s 
freedom. 

When  you  buy  U.S.  Savings  Bonds 
you  invest  in  both.  Your  dollars 
grow  steadily  larger,  and  at  the  same 
time,  are  used  by  the  Government 


to  help  freedom  thrive  in  this  coun- 
try, and  take  root  wherever  possible 
in  the  world. 

Without  freedom,  money  would 
be  worth  precious  little.  Many  of  the 
things  we’ve  planned  for  our  future 
— education,  travel,  retirement — 
wouldn’t  be  worth  saving  for. 

Start  saving  U.S.  Savings  Bonds 
for  your  future  today.  You’ll  not 
only  become  33J^%  richer — but 
you’ll  be  100%  prouder. 


Keep  freedom  in  your  future  with 

U.S.  SAVINGS  BONDS 


^*<^^**’  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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WILLIAM  B.  TERHUNE,  M.D. 

and 

THE  SILVER  HILL  FOUNDATION 
announce: 

Appointments  available  for  Residents  and  Associates  in  the  training  and  active 
practice  of  psychosomatic  medicine  as  applied  specifically  to  the  treatment  of  the 
psychoneuroses. 

Generous  compensation  and  opportunity  for  permanent  staff  appointment. 

The  Silver  Hill  Foundation  is  a psychotherapeutic  unit  for  the  treatment  of  the 
functional  nervous  disorders  (the  psychoneuroses,  psychosomatic  disturbances  and  social 
psychiatric  disorders).  The  setting  is  that  of  a comfortable  country  home  devoid  of 
sanatorium  atmosphere  where  a limited  number  of  patients  are  under  intensive,  re- 
educational  treatment  for  a peroid  of  several  weeks. 

Only  applicants  with  excellent  educational  background  will  be  considered. 

APPLY  TO:  William  B.  Terluiiie,  M.D.,  Medical  Director,  IVew  Canaan,  Connecticut. 

Associates:  Marvin  G.  Pearce,  M.U.  William  D.  Wheat,  M.l). 

Robert  B.  Hiden,  M.D.  Warren  .4.  Mann,  M.D. 

William  M.  White,  M.D.  Morgan  F.  IMoore,  IM.D. 
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Free  to  Physicians 

Send  for  Your  Copy  of 

West-ward’s 
"Physician’s  Index  to 
Generic  Name  Prescribing’’ 

New  edition  now  avai  lable 


West-ward,  Inc  745  Eagle  Ave.,  New  York  56,  N.Y. 

Please  forward  my  free  copy  of  West-ward’s 
“Physicians’  Index  to  Generic  Name  Prescribing" 

name MD 

address 

city state 
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Vital  facts  you  should  know 
about  fluoride  use 


3 THE  NECESSITY 
OF  SAFETY 
■ FOR  CHILDREN 

Authorities  generally  agree  that  fluoride  for  systemic  use  in  caries  control  should  not  be 
in  fixed  combinations  with  other  therapeutic  agents,  such  as  vitamins.’'*  And  another 
important  consideration  in  its  use  is  safety.  Karidium's  unique  safety  factor  is  one  of  the 
reasons  for  its  widespread  acceptance.  With  Karidium,  you  can  concentrate  on  the 
protective  aspects  of  fluoride  therapy  without  concern  over  undesirable  results  from 
accidental  overdosage. 

BUILT-IN  SAFETY  FACTOR 

Karidium  is  the  only  systemic  fluoride  preparation  containing  sodium  chloride  as  a 
built-in  emetic.  If  carelessness  at  home  allows  Karidium  to  fall  into  little  hands,  this 
inherent  safety  control  factor  is  provided  to  induce  vomiting.  Karidium  Tablets’  unique, 
patented  formula*  protects  your  child  patients  from  serious  consequences.  When  you 
prescribe  Karidium,  you  can  be  confident  of  its  effectiveness ..  .and  of  its  safety  factor. 

TRUE  FLEXIBILITY  OF  DOSAGE  IN  CARIES  PREVENTION 
Karidium  also  gives  you  the  dosage  flexibility  you  need  to  prescribe  for  each  child 
according  to  age,  taking  into  consideration  any  amount  of  fluoride  that  may  already  be 
present  in  the  drinking  water.  It  contains  pure  sodium  fluoride  as  its  only  active  thera- 
peutic agent.  Karidium  dissolves  rapidly  and  disperses  readily  in  all  liquids.  Karidium  has 
just  one  therapeutic  purpose . . .to  increase  the  child's  resistance  to  dental  caries. 

1.  J.A.D.A.  62:466  (April)  1961.  2.  J.A.M.A.  160:94  (April  7)  1962. 

specify  KARIDIUM .. .the  only  single-entity  fluoride  tablet  with  inherent  safety  control 


I#  iin|f\|||  lyi®  available  in  two  dosage  forms 
■VnlBlUIUIffl  for  easy  administration  to  children  of  all  ages 


KARIDIUM  Tablets— Each  tablet  contains:  2.21  mg.  sodium  fluoride;  94.49  mg. 
sodium  chloride;  0.50  mg.  disintegrant.  (Each  tablet  yields  1 mg.  fluoride  ion.) 
Supplied  in  bottles  of  180  and  1,000. 

KARIDIUM  Liquid— Each  eight  drops  (0.5cc.)  contain:  2.21  mg.  sodium  fluoride; 
10.0  mg.  sodium  chloride;  Q.S.  distilled  water.  (Each  eight  drops  yield  1 mg. 
fluoride  ion.) 

Supplied  in  2 oz.  unbreakable,  spillproof  polyethylene  bottles  with  built-in  dropper. 


THE  LORVIC  CORPORATION  • St.  Louis  12,  Missouri  •u.s.pat. no. 2967131 ; Canadian Pat. no. 542305 
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Your  first  source  for  professional 
information 


The  more  than  31,900  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 

• Certification  by  American  Boards  and 
International  Boards  in  Medical  Spe- 
cialties and  by  National  Board  of 
Medical  Examiners. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies,  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 


To  answer  many  in- 

quiries;  the  1961 

Medical  Directory  is 

still  available. 

The  next  edition 

will  not  be  pub- 

lished  until  late  in 

1963. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government  hos- 
pitals in  New  York  State  (official 
titles). 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a eolleague’s  address  or  office  hours,  as  well  as  informa- 
tion about  their  State  Soeiety.  You,  too,  will  find  your  Directory  a valu- 
able source  of  information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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Your  State  Society  Malpractice  Insurance  Program 

gives  you 

STABILITY.  . . 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  over  forty 
years. 

SUPERVISION  . . . 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  State  Society. 

SERVICE  . . . 

by  the  Society's  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

James  M.  Arnold 

Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.  16,  N.  Y. 

Murray  Hill  4-3211 

YOU  CAN  LOOK  FORWARD  TO 

MAY  13-17 

ANNUAL  CONVENTION  OF  THE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

THE  STATLER  HILTON,  NEW  YORK  CITY 

Exciting  new  developments  will  be  discussed  in: 

Electronics 
Radiation  Hazards 
Safe  Procedures  in  Radiation 
Advances  in  Medicine  with  Atomic  Energy 
The  Role  of  the  Physician  in  the  Support  of  Manned  Space  Flight 

A MAJOR  FEATURE 

ENTIRE  MANAGEMENT  OF  HEART  DISEASE  FROM 
ONSET  TO  REHABILITATION  INCLUDING  CONTROL 
OF  THE  HYPERTENSIVE  ASPECTS. 

See  a bright  new  array  of  exhibits  including 
the  free-form  displays  in  the  Grand  Ballroom. 
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Cleanliness  is  more  than  a virtue  at  Lilly; 
it  is  a routine.  It  starts  with  vacuum- 
cleaning the  drums  filled  with  raw  mate- 
rial even  before  they  enter  a Lilly  ware- 
house. It  is  the  first  of  an  endless  list  of 


rules  that  have  become  a way  of  life  I 
for  Lilly  employees.  Although  meticulous  | I 
housekeeping  has  little  to  do  with  tech-  i' 
nical  know-how,  it  adds  immeasurably  ij 
to  the  quality  of  the  finished  product.  L 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Information  for  Authors 

Original  papers  will  be  considered  for  publica- 
tion with  the  understanding  that  they  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
750  Third  Avenue,  New  York  17,  New  York. 

Preparation  of  Manuscript:  Manuscripts 

should  be  face  copy  typed  double-spaced  with 
adequate  meu^gins  on  firm  paper.  Carbon  copy 
flimsy  can  not  be  used.  The  first  page  should 
list  the  title,  the  name  of  the  author  (or  authors) , 
degrees,  and  any  institutional  or  other  credits. 
Pages  should  be  numbered  consecutively. 
Tables  should  be  typed  and  numbered  and 
should  have  a brief  descriptive  title.  Quota- 
tions must  include  full  credit  to  both  author  and 
source.  Periodical  references  should  include  in 
order:  author’s  name  with  initials,  title,  peri- 

odical abbreviation,  volume,  pages,  and  year. 
References  should  be  numbered  consecutively 
in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs 
should  be  submitted.  Illustrations  should  be 
numbered  consecutively  and  indicated  in  the 


text.  The  number,  indication  of  the  top,  and 
the  author’s  name  should  be  attached  to  the  back 
of  each  illustration.  Legend  should  he  typed, 
numbered,  and  attached  to  each  illustration. 
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should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks 
is  required  to  efiFect  a change  of  address. 
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Editorials 


An  elder  passes 

On  the  eve- 
ning of  Novem- 
ber 19,  1962, 

after  having  just 
been  awarded  a 
citation  for  dis- 
tinguished serv- 
ice by  the  New 
York  Roentgen 
Society,  John 
Joseph  Master- 
son,  M.D.,  was 
called  suddenly 
from  us  at  the 
age  of  eighty- 
one. 

Born  in  Brook- 
lyn the  second  oldest  of  a family  of  twelve. 
Dr.  Masterson  received  his  medical  education 
at  Long  Island  Medical  College  and  prac- 
ticed in  Kings  County  throughout  his  entire 
professional  life. 

John  Masterson  well  earned  the  position  of 
elder  of  the  medical  profession  in  this  State. 


Through  many  years  of  enterprising  lead- 
ership and  wise  counsel  he  strove  vahantly  to 
further  the  progress  of  medicine.  He  served 
as  president  of  the  Medicsd  Society  of  the 
State  of  New  York  from  1949  to  1950.  Ever 
mindful  of  the  economic  necessities  of  the 
practice  of  medicine,  he  helped  to  organize 
both  Blue  Cross  and  Blue  Shield. 

The  Journal  was  particularly  close  to 
this  great  man’s  heart.  He  served  as  chair- 
man of  the  PubUcation  Committee  from 
1952  to  1958  and  was  adviser  to  the  Pub- 
lication Committee  until  the  time  of  his 
death. 

We  who  worked  so  closely  with  him  re- 
spected and  loved  him.  He  was  as  equally 
interested  in  the  high  pohcy  of  the  Journal 
as  he  was  in  the  family  health  problems  of  the 
newest  member  of  the  Journal  staff. 

John  Masterson  always  looked  for  the  best 
in  others  and  gave  to  them  the  best  he  had. 
His  like  is  hard  to  replace.  We  can  but 
hope  that  somewhere  amongst  us  there  is 
such  another. 


The  Brookhaven  National  Laboratory 


Far  out  on  the  pampas  of  Long  Island  in 
the  area  of  World  War  I Camp  Yaphank,  a 
most  important  and  imusual  institution 
known  as  the  Brookhaven  National  Lab- 
oratory has  grown  up. 

Sixteen  years  ago  the  Atomic  Energy 
Commission,  in  order  to  widen  the  usefulness 
of  its  technology,  conceived  the  idea  of  pro- 
viding the  physical  facilities  of  this  nuclear 
center  for  the  use  of  scientists  drawn  from 
eastern  universities.  In  consequence  a 
private  institution  known  as  Associated 
Universities  Incorporated  was  established 
to  form  the  operating  arm  of  the  Brookhaven 
Laboratory.  The  directors  consist  of  one 
administrator  and  one  scientist  drawn  from 
each  of  nine  participating  universities: 
Columbia,  Cornell,  Harvard,  Johns  Hopkins, 
Massachusetts  Institute  of  Technology, 


Princeton,  University  of  Pennsylvania, 
University  of  Rochester,  and  Y ale. 

The  research  is  centered  around  four 
nuclear  reactors  of  varying  size  and  in- 
tensity, from  a small  reactor  of  low  intensity 
for  medical  research  to  a recently  completed 
high  energy  Alternating  Gradient  Synchro- 
tron for  high  energy  physics  research. 

The  scientific  work  is  carried  on  by  seven 
departments;  Physics,  Chemistry,  Biology, 
Medical,  and  Nuclear  Engineering  Depart- 
ments, which  conduct  research  and  develop- 
ment in  their  respective  fields;  the  Ac- 
celerator Department,  which  designs,  con- 
structs, and  operates  the  large  accelerators; 
the  Instrumentation  and  Health  Physics 
Department,  which  develops,  constructs, 
and  services  monitoring  instruments  and  is 
responsible  for  radiation  protection  and 
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safety  throughout  the  Laboratory;  and 
three  divisions;  the  Reactor  Division  which 
operates  the  research  reactors,  the  Applied 
Mathematics  Division,  and  the  Mechanical 
Engineering  Division. 

The  various  scientists  wait  their  turn  to 
get  on  the  reactors  with  their  experiments, 
and  the  accuracy  of  scheduling  approximates 
the  traffic  management  in  Grand  Central 
Station.  If  for  any  reason  a reactor  must 
be  shut  down  problems  in  priority  arise  but 
are  settled  in  true  scientific  spirit. 

The  medical  research  component  at  Brook- 
haven  consists  of  five  interrelated  sectors. 
They  include  a research  laboratory  with 
flexible  divisions  for  biochemistry,  physiol- 
ogy, microbiology,  and  pathology;  animal 
quarters;  a research  hospital  with  four 
12-bed  units,  which  radiate  from  a central 
nurses  station;  a completely  isolated  reac- 
tor; an  outpatient  clinic  for  all  employes 
of  the  institution. 

Because  of  the  relatively  long  average 
stay  of  patients  imder  study,  provision  is 
made  for  occupational  and  physical  therapy 
and  rehabilitation. 

The  work  under  way  at  the  medical  re- 
search center  encompasses  the  use  of  isotopes 
for  tracer  technics,  therapy  with  shortlived 
radioisotopes,  study  of  radiation  effects,  and 
neutron  capture  therapy. 

The  following  experiment  using 
labelled  gamma  globulin  shows  the  avenues 
for  research  opened  up  at  Brookhaven. 

a positron  emitter,  was  produced  at 
the  cyclotron  by  bombarding  an  antimony 
target  with  alpha  particles.  The  I^^''  was 
then  separated  in  the  Hot  Laboratory. 
Successful  iodination  of  gamma  globulin 

One  who  also  served 

Miss  Anne-Marie  Fanshaw  of  the  Journal 
staff  died  on  November  28,  1962,  at  the  early 
age  of  thirty-three.  Miss  Fanshaw  joined 
the  Journal  in  1957.  She  had  complete 
responsibility  for  selecting  and  grouping  the 
news  items  in  the  Journal.  Many  readers 
commented  on  how  weU  this  job  was  done. 
Miss  Fanshaw  frequently  represented  the 
Journal  at  press  conferences  throughout  the 
city.  Her  reports  were  clear  and  perceptive 
and  of  great  help  in  determining  the  news 
value  of  these  functions.  Cheerful,  sensi- 
tive, unselfish,  and  competent,  she  literally 


was  then  achieved.  The  first  patient  to 
whom  the  labelled  globulin  was  admin- 
istered had  a primary  brain  tumor  and  the 
use  of  the  positron  scanner  showed  that  a 
greater  concentration  of  the  globulin  was 
located  in  the  neoplasm  than  in  the  rest  of 
the  brain.  The  diagnostic  possibilities  of 
this  technic  wiU  be  explored  not  only  in  the 
brain  but  in  other  sites. 

Another  experiment  is  concerned  with 
embryonic  growth  by  exposing  the  develop- 
ing mouse  embryo  to  tritiated  thymidine. 
The  objective  is  to  study  the  growth  rate  of 
different  tissues  in  the  growing  embryo  at 
different  stages  of  development.  Thus  far 
the  degree  of  incorporation  into  the  embryo, 
uterus,  and  placenta  has  been  determined. 
The  decidual  cells  of  the  placenta  showed 
active  uptake  at  the  beginning  and  the 
greatest  degree  of  uptake  was  seen  in  the 
endothelial  cells.  Embryonic  tissue  did  not 
show  noticeable  uptake  until  the  ninth  day 
and  then  only  in  the  outer  membrane  tissues 
of  the  trophoblast  cells.  On  the  tenth  day 
incorporation  occurred  mainly  in  the  blood 
and  mesenchyme  system  cells.  On  succeed- 
ing days  more  incorporation  was  found 
in  other  embryonic  tissues.  The  nervous 
system  did  not  incorporate  thymidine  until 
the  fourteenth  day.  These  different  time 
periods  in  the  labelling  of  cells  and  tissues 
may  lead  to  further  studies  to  determine 
the  nature  of  congenital  deformities,  in- 
formation that  is  urgently  needed  at  the 
present  time. 

A visit  to  the  Brookhaven  Laboratories 
is  an  awesome  trip  into  the  future  where  one 
is  stirred  by  the  calm  logic  of  science  and  the 
company  of  dedicated  men  venturing  there. 


lent  a hemd  to  everyone.  We  shall  miss  her 
bright,  quick,  agile  presence. 

It  seems  fitting  to  close  this  salute  to 
Anne-Marie  with  a measure  from  Shelley’s 
great  Ode: 

Hail  to  thee,  blithe  spirit! 

In  the  golden  light’ning 
Of  the  sunken  sun. 

O’er  which  clouds  are  bright’ning 
Thou  dost  float  and  rim. 

Like  an  unbodied  joy  whose  race  is  just 
begun. 
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President's  Page 


It  has  occurred  to  me  that  the  president-elect,  William  L. 
Wheeler,  Jr.,  M.D.,  soon  wiU  be  faced  with  the  very  difficult, 
and  sometimes  frustrating,  task  of  appointing  committees  for 
the  coming  year  and  that  any  help  that  individual  members 
and,  particularly,  county  society  secretaries  could  give  him 
would  be  appreciated  greatly. 

This  matter  was  forcibly  brought  to  my  mind  recently  by 
the  comments  of  a representative  of  one  of  our  county  societies 
who  was  unhappy  about  appointments  in  his  area. 

In  view  of  my  experience  over  the  years — as  Speaker  of  the 
House  of  Delegates  and  in  the  past  year  in  attempting  to  make 
appointments  in  keeping  with  the  revision  of  the  size  of 
committees,  geographic  distribution,  specialty  representation 
and  so  forth — I have  been  appreciative  of  recommendations 
made  by  individuals  or  county  society  representatives.  To 
my  mind  no  one  knows  the  interests  and  abilities  of  individuals 
better  than  those  at  the  county-society  level.  The  extent 
of  this  knowledge  applies  both  to  new  people  coming  up  and  to  those  who  have  served  on 
committees  for  some  time  and,  for  a variety  of  reasons,  have  lost  their  interests  and  should 
be  replaced. 

In  view  of  my  own  experience,  therefore,  I would  ask  yom-  keen  interest  in  helping  the 
president-elect  who  wiU  be  faced  with  this  problem  very  soon.  Transmit  this  information 
to  him  at  your  earliest  convenience. 

At  this  time  I wish  to  extend  my  personal  greetings  to  aU  the  members  of  the  State  Society, 
to  the  staff  in  the  State  Society  office,  and  to  aU  those  in  our  district  and  coimty  society  offices 
for  a happy  New  Year,  which  hopefully  will  be  blessed  with  peace  throughout  the  world. 


JOSEPH  A.  LANE,  M.D. 


Joseph  A.  Lane,  M.D.,  President 
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PRO-BANTHINE* 


brand  of  propantheline  bromide 


I • peptic  ulcer 
in  "S  • gastritis 

biliary  dyskinesia 

Prompt,  positive  control  of  excess  gastroin- 
testinal acidity  and  motility  has  earned  for 
Pro-BanthIne  the  widest  acceptance  as  the 
standard  anticholinergic  medication. 

Authorities  in  pharmacology  and  therapeu- 
tics recognize  the  beneficial  actions  of  Pro- 
BanthIne.  Clinicians  prescribe  it  more  often 
than  any  other  drug  of  its  class. 

In  patients  with  peptic  ulcer  or  other  con- 
ditions characterized  by  hyperfunction  of  the 
enteric  tract,  Pro-BanthIne  relieves  pain, 
suppresses  excessive  secretion  and  motility, 
prolongs  the  neutralizing  property  of  antac- 
ids and  hastens  resolution  of  the  disorder. 

The  books  say  “Pro-BanthIne”  when  anti- 
cholinergic medication  is  indicated. 


• spastic  colon 

• pylorospasm 

• functional  gastrointestinal  disorders 

Pro-BanthIne  is  suppUed  in  seven  forms 
and  combinations  for  every  clinical  need. 

Pro-Banthine  Tablets  of  15  mg. 

Pro-Banthine  Ampuls  of  30  mg. 

Pro-Banthine  p.a.®  (Prolonged  Acting)  Tablets  of 
30  mg. 

Pro-Banthine  (Half  Strength)  Tablets  of  7.5  mg. 

Pro-Banthine®  with  Dartai.®  Tablets,  contain- 
ing 15  mg.  of  Pro-Banthine  and  5 mg.  of  Dartai 
(brand  of  thiopropazate  dihydrochloride). 

Pro-Banthine  with  Phenoearhital  Tablets,  con- 
taining 15  mg.  of  Pro-Banthine  and  15  mg.  of  pheno- 
barbital. 

Probitaltm  Tablets,  containing  7.5  mg.  of  Pro- 
Banthine  and  15  mg.  of  phenobarbital. 

G.D.  SEARLE  & CO. 
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Balance... 


is  what  makes  this  party  trick  work 


BALANCE  makes  Caroid  & Bile  Salts  Tablets  an  effective,  gentle  laxative  just 
as  BALANCE  keeps  this  glass  of  water  tilted  on  the  side  of  a coin. 

The  balanced  combination  of  five  agents  in  Caroid  & Bile  Salts  Tablets  improves 
normal  digestion  of  proteins.. .increases  flow  of  bile  from  the  liver... gently  stimu- 
lates peristalsis  and  encourages  a regular  and  normal  elimination  pattern. 

Each  Caroid  & Bile  Salts  Tablet  contains  Caroid  (brand  of  digestive  ferment  from  Carica 
Papaya)  1%  gr. ; capsicum  Vio  gr-i  phenolphthalein  gr. ; bile  salts  as  in  gr.  desiccated 
whole  bile;  and  extract  of  cascara  sagrada  % gr. 


CAROID®&  BILE  SALTS  TABLETS 


American  Ferment  Division, 

Breon  Laboratories  Inc.,  New  York  18,  N.  Y.,  Subsidiary  of  Sterling  Drug  Inc. 
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Introduction 


MAXWELL  SPRING,  M.D.,  F.A.C.P. 

The  Bronx,  New  York 


T HE  PRESENT  SYMPOSIUM  was  conceived 
because  it  was  felt  that  a dynamic  organ 
such  as  the  thyroid  gland  was  to  a large 
extent  the  domain  of  the  chemist  and  the 
physiologist.  To  translate  their  findings 
and  bring  them  up  to  date  would  help  the 
clinician  immeasurably  in  the  proper  di- 
agnosis and  treatment  of  disorders  of  this 
gland  which  depend  in  such  large  measure 
on  an  tmderstanding  of  the  metabolism  of 
iodine  and  the  products  of  such  metabolism 
on  the  body  as  a whole. 

Presented  at  the  Third  Annual  Internists’  Day  of  the 
New  York  State  Society  of  Internal  Medicine,  New  Yc.  k 
City,  March  3,  1962. 

The  symposium  was  made  possible  hy  grants-in-aid  from 
the  educational  funds  of  Wallace  Laboratories,  Cranbury 
New  Jersey;  E.  R.  Squibb  & Sons,  New  York  City;  and 
Smith,  Kline  & French  Laboratories,  Philadelphia,  Pennsyl- 
vania. 


Physiology 

With  the  isolation  of  thyroxine  by 
Kendall*  and  Harington'*  and  its  synthesis 
by  Harington  and  Barger,^  the  first  break- 
through in  the  understanding  of  the  physi- 
ology of  this  gland  was  achieved.  Further 
elucidation  of  its  function  was  made  possible 
by  the  isolation  by  Gross  and  Pitt-Rivers''  of 
triiodothyronine,  the  other  natural  hormone 
of  the  th5rroid.  Rosalind  Pitt-Rivers, 
F.R.S.,  is  with  us  and  will  discuss  the  bio- 
chemistry and  physiology  of  the  thyroid 
hormones.  She  points  out  that  there  is  no 
reason  to  suppose  that  either  thyroxine  or 
triiodothyronine  must  be  converted  to  any- 
thing else  to  manifest  its  physiologic  activity. 
Both  compounds  are  active.  The  only  differ- 
ences in  their  action  are  of  a quantitative 
nature.  At  the  ceU  the  effect  of  the  thyroid 
hormones  on  the  basal  metabolic  rate  is  not 
" direct  one  but  is  secondary  to  the  stimula- 
^ ri  of  a number  of  processes  in  the  cell.  The 
i-lationship  of  thyroid  to  the  pituitary  and 
the  role  played  by  the  thyroid-stimulating 
hormone,  or  TSH,  will  be  stressed  and 
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brought  up  to  date  by  T.  S.  Danowski, 
M.D. 

Values  of  isotopes 

The  introduction  of  isotopes  for  medical 
use,  as  with  radioactive  iodine,  made 
possible  a better  understanding  of  the 
metabolism  of  iodine  in  the  thyroid  gland. 
This  area  will  be  discussed  by  Solomon 
Berson,  M.D.  The  use  of  radioactive 
iodine  resulted  in  the  development  of  many 
tests  of  thyroid  function  which  can  aid  the 
physician  in  the  diagnosis  of  diseases  of 
this  gland.  Both  A.  Stone  Freedberg,  M.D., 
and  Solomon  Silver,  M.D.,  will  discuss 
diagnostic  methods.  They  point  out  the 
pitfalls  and  limitations  of  each  test  de- 
scribed. Dr.  Freedberg  also  reviews  the 
experience  his  group  has  had  with  the  red- 
ceU  uptake  of  the  triiodoth5nronine  test. 
Its  usefulness  in  the  evaluation  of  thyroid 
function  in  children  and  in  patients  in 
whom  exogenous  iodine  has  been  ad- 
ministered previously  is  pointed  out. 

The  value  of  th3Toid  scintigrams  and 
their  interpretation  based  on  thyroid  gland 
tissue  uptake  of  radioactive  isotopic  iodine 
will  be  illustrated  and  discussed  by  MiUard 
CroU,  M.D.  Autoimmime  antibodies  to 
thyroid  tissue  can  be  produced  in  animals. 
Similar  antibodies  were  found  by  Ernest 
Witebsky,  M.D.,  primarily  in  Hashimoto’s 
thyroiditis  and  to  a lesser  extent  in  nodular 
goiter,  and  so  on.  He  feels  that  chronic 
thyroiditis  in  man  is  an  example  of  auto- 
sensitization to  thyroid  tissue.  He  will 
bring  us  the  latest  developments  in  this 
fascinating  field.  The  relationship  of  the 
thyroid  hormone  to  muscle  metabolism  and 
the  clinical  effects  of  such  relationships 
will  be  related  by  David  Grob,  M.D. 
Nothing  is  known  of  the  mechanism  by 
which  thyroid  hormone  affects  muscle 
strength  and  bulk.  The  fimctional  defect 
is  probably  in  the  muscle  fiber  rather 
than  in  the  neuromuscular  junction,  but  the 
nature  of  the  defect  is  not  known. 


Concepts 

The  concept  that  TSH  dominance  pro- 
duces thyroid  nodules  and  even  cancer  will 
be  emphasized  by  Martin  Perlmutter,  M.D., 
and  George  Crile,  M.D.,  in  their  respective 
presentations  on  nontoxic  nodular  goiter 
and  thyroid  cancer.  Suppressing  TSH  by 
thyroid  extract  can  hold  in  abeyance  or 
regress  the  growth  of  endocrine-dependent 
cancers,  according  to  Dr.  Crile.  However, 
in  the  older-age  group  thyroid  extract  has 
very  little  effect  on  thyroid  cancer.  Dr. 
Perlmutter  stresses  the  high  incidence  of 
thyroid  cancer  in  nonfunctioning  and  poorly 
functioning  thyroid  nodules  as  demonstrated 
by  either  thyroid  coUimation  or  scintigram 
and  urges  their  surgical  removal. 

The  autoimmune  antibody  concept  of  the 
production  of  Hashimoto’s  thyroiditis  will 
be  challenged  by  Penn  C.  SkUlern,  M.D., 
in  his  presentation  on  the  basis  of  new 
experimental  evidence.  This  showed  that 
Hashimoto’s  serum  contains  a heat-labile 
substance  which  can  destroy  normal  th3rroid 
cell  cultures.  The  th3rroglobulin  antibody 
is  heat  stable.  He  feels  that  further 
studies  are  needed  to  substantiate  the 
thesis  that  Hashimoto’s  thyroiditis  is  due  to 
autoimmunization.  Finally,  the  effect  of 
the  lack  or  absence  of  thyroid  hormone  on 
the  various  endocrine  organs  and  its  cor- 
rection wiU  be  discussed  by  Jacob  Lerman, 
M.D.  The  major  effects  of  a lack  of 
thyroid  hormone  are  on  the  pituitary 
adrenals  and  gonads. 

800  Grand  Concourse 
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Iodine  Metabolism 
and  the  Thyroid  Gland 


SOLOMON  A.  BERSON,  M.D. 
Roslyn  Heights,  New  York 
ROSALYN  S.  YALOW,  PH.D. 
The  Bronx,  New  York 

From  the  Radioisotope  Service, 
Veterans  Administration  Hospital,  The  Bronx 


T HIS  PRESENTATION  deals  mainly  with  the 
rates  of  movement  of  iodine  from  one 
physiologic  or  anatomic  compartment  of  the 
body  to  another  and  with  the  quantities  of 
iodine  held  within  these  compartments, 
information  which  has  been  accumulated 
largely  with  the  aid  of  radioactive  iodine 
during  the  past  two  decades.  It  must 
be  emphasized  that  measurements  of 
radioactive  iodine  alone  are  of  relatively 
limited  usefulness,  as  is  true  also  in  other 
tracer  studies;  a consideration  of  the 
quantities  of  unlabeled  material  involved  in 
the  processes  under  study  is  essential  to  a 
meaningful  interpretation  of  isotopic  data. 

In  the  brief  space  available  for  this 
discussion  we  can  hope  only  to  provide  an 
outline  of  the  main  pathways  of  iodine 
metabolism  to  serve  as  an  introduction  to 
the  other  papers  in  this  symposium.  The 
excellent  book  by  Pitt-Rivers  and  Tata^ 
provides  a complete  review  and  an  intense 
analysis.  Also  a recent  book  translated 
from  the  Russian  shows  a remarkably 
thorough  knowledge  and  appreciation,  if 
not  always  a keen  interpretation,  of  Western 
literature  in  this  field.  * 

A bird’s-eye  view  of  the  iodine  cycle,  as 
schematized  in  Figure  1,  reveals  that 
iodide  extracted  from  the  blood  by  the 
thyroid  is  first  concentrated  in  the  “iodide 
trap”  and  then  oxidized  to  a form  suitable 
for  substitution  onto  tyrosine  or  onto 
tyrosyl  residues  in  peptide  linkage.®  The 
condensation  of  iodotyrosyl  residues  results 
in  the  formation  of  the  metabolically  active 
thyroid  hormones,  thyroxine  and  triiodo- 
thyronine, which  are  stored  in  the  large 


POOL 


FIGURE  1.  Iodine  cycle.  (Reproduced  by  per- 
mission of  Berson,  S.  A.:  Am  J.  Med.  20: 653  (1956).®) 


protein  molecule,  thyroglobulin  (molecular 
weight  about  700,000),  that  occupies  the 
lumen  of  the  thyroid  follicles.  When  pro- 
teolytic degradation  of  thyroglobulin  results 
from  enzymatic  action,  a process  which  is 
under  some  control  of  the  pituitary,  the 
hormonally  active  iodinated  amino  acids 
which  are  freed  from  the  protein  are  able  to 
gain  access  to  the  blood,  where  they  circulate 
more  or  less  loosely  bound  to  plasma  proteins 
in  a form  suitable  for  distribution  to  the 
tissues.  The  metabolic  degradation  of  thy- 
roid hormones  in  the  tissues  eventually 
releases  iodine  for  its  return  to  the  iodide 
pool,  and  the  cycle  is  repeated. 

Iodide  pool 

We  can  now  focus  down  to  trace  out  in 
greater  detail  some  of  the  wanderings  of  the 
iodine  atom  aroimd  this  cycle.  Our  earlier 
starting  point,  the  iodide  pool,  is  seen  from 
Figure  1 to  include  not  only  blood  and 
extracellular  space  but  also  certain  glands, 
derived  from  the  primitive  gastrointestinal 
tract,  that  have  the  capacity  to  concentrate 
iodide,  in  their  secretions,  some  20-  to 
40-fold  above  the  level  of  the  plasma  iodide 
concentration.  Figure  2 emphasizes  that 
the  inorganic  iodide  pool  of  the  body  is 
derived  from  both  exogenous  (food  and 
water)  and  endogenous  (thyroid  hormone) 
sources.  Removal  from  the  iodide  pool  is 
virtually  exclusively  by  way  of  renal  ex- 
cretion or  thyroid  accumulation;  there- 
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FIGURE  2.  Schematic  representation  of  extra- 
thyroidal  iodide  pool.  The  volume  of  distribution, 
25  L,  is  an  "apparent  volume,”  or  the  volume  re- 
quired to  contain  body  iodide  at  the  same  concen- 
tration as  in  the  plasma.  This  volume  is  signifi- 
cantly in  excess  of  the  volume  of  extracellular  fluid 
because  of  selective  20-  to  40-fold  concentration  in 
salivary,  gastric,  mammary,  and  other  glands. 


fore,  1 administered  as  iodide  is  competed 
for  solely  by  the  thyroid  and  kidneys,  so 
that  the  default  of  one  must  perforce  lead  to 
an  eventual  accumulation  by  the  other  of  a 
greater  fraction  of  the  administered  dose. 
Thus,  in  cases  of  renal  failure,  thyroidal 
uptake  may  account  for  almost  the  entire 
administered  dose  of 

The  distribution  equilibriiun  of  which 
is  admitted  to  the  iodide  pool  by  intravenous 
injection  or  by  oral  administration  is 
accomplished  within  a few  hours®  ® and 
is  half  complete  within  a matter  of 
five  minutes.®  In  normal  subjects  the 
kidneys  clear  iodide  from  this  pool  at  a 
rate  of  about  2 L.  per  hour,®~®  and  the 
thyroid  clears  about  1 L.  per  hour.®’^-®-*® 
From  the  results  of  various  studies  the 
plasma  iodide  concentration  that  is  averaged 
throughout  the  day  may  be  taken  to  be 
about  3 to  5 micrograms  per  L.  except  in 
regions  where  an  endemic  iodine  deficiency 
exists”'^'*;  the  clearance  values  then  indi- 
cate a thyroid  accumulation  of  about  70  to 
120  micrograms  of  iodine  per  day. 


Thyroidal  uptake  of  iodine 

The  thyroidal  accumulation  of  iodine 
can  be  represented  as  a two-step  process, 
in  the  first  of  which  plasma  iodide  is  con- 
centrated as  such  by  a mechanism  which, 
to  date,  has  defied  elucidation.  In  the 
second  step,  thyroidal  iodide  is  oxidized 
enzymatically,  probably  by  a peroxidase, 
and  in  the  oxidized  state  is  substituted  onto 
tyrosyl  residues  to  form  monoiodotyrosine 
in  the  first  of  a series  of  reactions  leading  to 
the  synthesis  of  thyroid  hormones.  The 


two  steps — (1)  iodide  concentration,  referred 
to  as  “iodide  trapping”  or  “iodide  trans- 
port,” and  (2)  conversion  of  iodide  to  organic 
form,  referred  to  as  “organic  binding” — 
are  readily  dissociated  by  means  of  certain 
antithyroid  agents  such  as  the  thiouracils 
and  mercapto-imidazoles.  Following  the 
administration  of  these  substances,  iodide 
accumulates  in  the  thyroid  gland*  to  the 
limit  of  the  concentration  gradient  which 
can  be  achieved,  since  “binding”  of  the 
“trapped”  iodide  is  blocked  by  the  anti- 
thyroid drugs,  presinnably  because  of  the 
inhibition  of  iodide  oxidation.  In  the 
normal  subject,  the  concentration  gradient 
(expressed  by  the  ratio,  thyroidal  iodide 
concentration;  plasma  iodide  concentration) 
does  not  generally  exceed  a value  of  about 
30:1.  On  the  other  hand,  in  Graves 
disease  or  in  hyperplasia  of  the  thyroid 
that  is  induced  by  long-standing  treatment 
with  drugs  that  block  binding,  the  ratio 
may  be  as  high  as  500:1.  Iodide  concen- 
trated by  the  thyroid  “trap”  exists  in 
reversible  equihbriiun  with  plasma  iodide 
and,  in  the  presence  of  blocking  agents,  is 
eventually  lost  completely  through  renal 
excretion.  Trapped  iodide,  in  contrast  to 
organically  bound  iodine,  is  readily  dis- 
charged from  the  gland  within  a few  minutes 
by  thiocyanate, '®~'®  perchlorate,  and  certain 
other  anions.'®  Thiocyanate  inhibits  the 
concentration  of  iodide'®  and  also  increases 
the  outflux  of  trapped  iodide  from  the 
thyroid  gland.'®  These  findings  can  best 
be  interpreted  by  postulating  that  thio- 
cyanate prevents  both  further  entry  of 
iodide  from  plasma  into  the  trap  and  re- 
entry into  the  trap  of  iodide  in  intra- 
thyroidal  diffusion  spaces,  while  at  the 
same  time  it  does  not  inhibit  the  outflux 
from  the  trap  to  the  plasma.  Thiocyanate- 
induced  myxedema  can  be  overcome  by  the 
concurrent  administration  of  large  doses  of 
iodide  which,  even  in  the  absence  of  a 
concentration  gradient,  will  provide  suf- 
ficient iodine  to  the  thyroid  gland  by  simple 
diffusion. 

The  kinetics  of  iodide  trapping  have  been 
studied  by  Hahni,®'  WoUman  and  Reed,®®  ®® 
Ingbar,  ®'  and  the  present  authors. '®  Hahni®® 
has  recently  provided  a most  penetrating 
and  thorough  review  of  this  field. 

* Although  “trapped”  iodide  occupies  the  follicular 
lumen,  the  site  at  which  iodide  concentration  is  effected 
is  not  known. 
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An  example  of  the  natural  occurrence  of  a 
defect  in  iodide  concentration  has  been 
reported  by  Stanbury  and  Chapman.*® 
A fifteen-year-old  boy  with  goiter  and 
hypothyroidism  was  imable  to  concentrate 
iodide  in  his  salivary  glands  and  gastric 
mucosa  and  showed  a low  thyroidal  uptake 
of  I*®*.  The  clinical  picture  was  reversed 
completely  and  the  goiter  caused  to  regress 
with  the  administration  of  3 mg.  of  iodide 
daily. 

In  contrast,  iodide,  in  large  doses,  is  not 
effective  in  overcoming  the  block  of  organic 
binding  induced  by  methimazole  (Tapazole) 
and  similar  agents  and  is  itself  capable  of 
inducing  a transient  “binding  block” 
which,  in  rare  cases,  persists  and  leads  to 
hypothyroidism. Radiation  that  is  pro- 
duced by  therapy  not  infrequently 

induces  a transient  dissociation  of  the 
iodide  trapping  and  binding  functions  of  the 
thyroid.*®  ®®  For  several  months  after  the 
I*®*  treatment  of  Graves  disease,  the  thyroid 
may  continue  to  trap  iodide  at  an  abnorm- 
ally high  rate  but  fails  to  bind  all  into 
organic  form.  Rarely,  this  dissociation 
may  persist  for  years.  ®® 

A dissociation  of  iodide  concentration  and 
organification  appears  to  be  a characteristic 
of  the  early  embryo  thyroid,®®  the  former 
function  being  acquired  first,  and  also 
finds  spontaneous  expression  in  a form  of 
familial  goitrous  cretinism  that  was  studied 
by  Stanbury  and  Hedge.®®  In  this  condi- 
tion iodide  concentration  is  imimpaired, 
but  organic  binding  is  defective  as  is 
confirmed  by  biochemical  studies  in  vitro  ;^® 
thiocyanate  causes  a brisk  discharge  of 
accumulated  I*®',  ®®  ''®  and  in  all  respects  the 
pattern  of  iodine  kinetics  resembles  that 
produced  by  methimazole. '**  A similar  pic- 
ture is  observed  in  iodine-induced  hypothy- 
roidism®® and  in  Hashimoto’s  disease. 

In  normal  subjects  and  in  those  with 
Graves  disease  as  weU,  trapped  iodide  is 
converted  to  monoiodotyrosine  with  great 
rapidity.  From  an  analysis  of  thyroidal 
iodine  kinetics  in  man  it  was  concluded  that 
the  rate  of  binding  of  trapped  iodide  is  of 
the  order  of  50  per  cent  per  minute  or 
greater.*®  The  rapidity  of  this  process  is 
evidenced  by  the  inability  of  thiocyanate  to 
discharge  significant  amounts  of  I*®*  which 
are  accumulated  by  the  normal  or  toxic 
gland  a few  minutes  earlier.*®’^®  For  prac- 
tical purposes,  therefore,  the  rate  of  thy- 


roidal clearance  of  plasma  iodide*®*  may  be 
taken  as  equivalent  to  the  rate  of  organic 
binding  of  plasma  iodide.  It  appears  hkely 
that  90  per  cent  or  more  of  plasma  iodide 
concentrated  by  the  thyroid  trap  normally 
becomes  organically  bound.  In  Graves 
disease,  the  thyroid  clearance  exceeds  mark- 
edly the  normal  rate  of  17  ml.  per  minute 
and  may  reach  values  as  high  as  1 to  l*/2  L. 
per  minute  or  greater.®  * In  general  the 
determination  of  thyroid  clearance  provides 
a far  better  evaluation  of  the  iodine- 
accumulating  capacity  of  the  thyroid  than  is 
possible  from  twenty-four-hour  uptake  meas- 
urements and  in  our  opinion  remains  the 
best  of  the  routine  diagnostic  tests  for 
thyroid  dysfimction.®’  ‘*® 

Intrathyroidal  organic  iodine  metabolism 

The  sequence  of  thyroid  hormonogenesis 
involves  the  further  iodination  of  mono- 
iodotyrosine to  duodotyrosine  and  the  coupl- 
ing of  two  molecules  of  diiodotyrosine,  with 
the  extrusion  of  one  alanine  side  chain, 
to  form  thyroxine.  Whether  triiodothyro- 
nine is  formed  by  the  deiodination  of  thy- 
roxine or  directly  by  the  coupling  of  mono- 
iodotyrosine and  diiodotyrosine  is  not  es- 
tablished. In  any  case  these  processes 
appear  to  take  place  within  the  thyro- 
globulin  molecule  rather  than  among  the 
free  amino  acids.  Although  it  has  not  been 
unequivocally  excluded  that  iodotyrosines 
can  be  produced  within  the  thyroid  cells 
and  secreted  into  the  follicles,  there  to  be 
incorporated  into  thyroglobulin,  it  is  certain 
that  all  but  a minute  fraction  of  thyroidal 
organic  iodine  is  protein-bound  and  can  be 
released  from  the  thyroid  only  after  the 
proteolysis  of  thyroglobulin.  At  least  two 
thirds,  if  not  more,  of  thyroidal  iodine  is 
in  the  form  of  diiodotyrosine  and  mono- 
iodotyrosine. It  is  therefore  important  that 
these  amino  acids  not  be  released  into  the 
blood  stream,  since  they  are  inactive 
hormonally  and  are  rapidly  deiodinated  with 
a consequent  loss  of  their  iodine  content 
into  the  urine.  To  prevent  this  loss, 
nature  has  provided  the  thyroid  with  an 
enzyme,  dehalogenase, ‘*®  which  removes  io- 
dine from  the  free  iodotyrosines  but  is  sup- 
posed to  spare  thyroxine  and  triiodothyro- 
nine as  well  as  the  protein-bound  iodotyro- 
sines. The  iodotyrosines  thus  represent 
thyroidal  storage  forms  for  iodine  which  is 
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thereby  conserved  by  means  of  the  intra- 
th3Toidal  cycUng  mechanism  that  removes 
iodine  enzymatically  from  free  iodotyrosines 
and  returns  it,  after  reoxidation,  to  thyro- 
globulin.  It  remains  to  be  determined 
whether  or  not  iodine  released  from  iodo- 
tyrosines by  dehalogenase  is  in  ready 
exchange  with  iodide  in  the  iodide  trap, 
discussed  earlier. 

Again,  we  are  indebted  to  Stanbury, 
Kassenaar,  and  Meijer^’  for  the  elucidation 
of  two  more  spontaneous  defects  that 
illustrate  the  importance  of  these  pathways 
in  thyroid  hormone  formation.  A defect 
in  the  coupling  reaction  appears  to  have 
been  the  cause  of  goitrous  hypothyroidism  in 
2 sisters  studied  by  Stanbury,  Ohela,  and 
Pitt-Rivers.^i  The  thyroid  of  one  of  the 
sisters  was  removed  at  operation  and 
showed  that  iodotyrosines  were  present 
in  abimdance  but  thyroxine  was  scarcely 
detectable.  The  other  abnormality  is  not 
associated  with  a demonstrable  interruption 
in  the  synthetic  pathway  but  is  postulated 
to  be  a dehalogenase  deficiency.^’  Several 
families  of  goitrous  subjects  with  hypo- 
thyroidism presumed  to  be  due  to  this 
defect  have  been  studied.^’  '**  Not  only 
is  the  thyroid  enzyme  demonstrably  lacking 
but  also  there  is  supposed  to  be  a ubiquitous 
congenital  deficiency  in  tissue  dehalogenases 
so  that  mono-  and  diiodotyrosine,  which 
leak  from  the  thyroid  in  large  amoimts, 
escape  diodination  by  the  peripheral  tissues 
as  well  and  are  excreted  imchanged  in  the 
urine.  The  marked  loss  of  iodine  from 
the  thyroid  is  thought  to  create  a condition 
of  iodine  deficiency.  However,  since  even 
marked  exogenous  iodine  deficiency  does 
not  lead  to  cretinism,  the  possibility  of 
another  defect  should  not  be  excluded. 
It  has  recently  been  reported  that  thyroid 
uptake  and  retention  of  I^®’  and  serum 
PBI,  or  protein-bound  iodine,  become  and 
remain  normal  for  about  six  weeks  after 
long-term  therapy  with  thyroid.^®  How- 
ever the  suggestion  that  the  iodine  content 
of  the  administered  thyroid  overcame  a 
state  of  iodine  deficiency  appears  to  us 
quite  imjustified. 

Thyroidal  organic  iodine  pool  and 
thyroid  secretion 

The  heterogeneity  of  thyroidal  iodine  and 
the  inability  to  distinguish  the  chemical 


form  of  organic  I’®!  in  the  thyroid  by  means 
of  in  vivo  observations  have  precluded  the 
procurement  of  data  on  the  rates  of  intra- 
thyroidal  iodine  transfers  in  man.  How- 
ever, on  the  basis  of  measurements  of  specific 
activity  of  circulating  thyroid  hormone  and 
of  thyroidal  radioactivity,  it  has  been  pos- 
sible to  estimate  roughly  the  exchangeable 
organic  iodine  content  of  the  thyroid  and 
the  rate  of  thyroidal  secretion  of  organic  io- 
dine. ' * By  these  methods  the  normal  thyroid 
is  found  to  contain  about  10,000  to  20,000 
micrograms  of  organic  iodine,  which  is  in 
reasonable  agreement  with  direct  chemical 
analysis,*®'®’  and  to  secrete  about  100 
micrograms  per  day,  most  of  which  is 
presumably  in  the  form  of  thyroxine.  This 
daily  secretory  rate  amoimts  to  about 
0.5  to  1 per  cent  of  the  gland  content 
of  iodine.  The  iodine  content  of  the  toxic 
thyroid  is  not  significantly  different  from 
the  normal,”'*’  but  the  rate  of  secretion 
may  reach  1,000  micrograms  per  day’* 
or  about  5 to  10  per  cent  of  the  total  thy- 
roidal iodine.  After  Graves  disease  has  been 
treated  with  I’*’,  surgery,  or  antithyroid 
agents,  thyroidal  iodine  may  be  much 
reduced  to  values  as  low  as  1,200  micrograms 
and  yet  permit  a normal  secretion  of 
thyroid  hormone.’*  Since  the  normal  thy- 
roid secretes  only  0.5  to  1 per  cent  per  day 
of  its  iodine  stores,  it  is  not  surprising  that 
even  completely  blocking  doses  of  anti- 
thyroid drugs  may  require  many  months  to 
effect  a depletion  of  thyroidal  iodine  stores 
and  to  induce  hypothyroidism.  In  the 
hyperplastic  gland,  however,  the  fractional 
rate  of  secretion  is  generally  much  in- 
creased, and  a relatively  short  time  suffices 
to  decrease  significantly  the  iodine  content 
of  the  thyroid  and  to  bring  about  a remis- 
sion of  the  symptoms  of  hyperthyroidism. 
Thus,  the  most  severely  toxic  patients  not 
infrequently  show  the  quickest  responses  to 
antithyroid  drug  therapy  simply  because 
their  glands  empty  out  very  quickly  once 
further  organic  iodine  accumulation  is 
blocked.  These  considerations  of  thyroidal 
iodine  pool  size  and  fractional  rates  of 
secretion  help  to  elucidate  certain  apparent 
discrepancies  in  the  plasma  concentrations 
of  PBI’*’  which  are  observed  in  subjects 
who  are  treated  for  hyperthyroidism.  In 
1953,  Blom  and  Terpstra**  reported  high 
plasma  PBI’*’  concentrations  in  post- 
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FIGURE  3.  Influence  of  thyroidal  organic  iodine  pool  size  on  plasma  FBI ‘5* concentration.  No  account  is 
taken  of  the  metabolism  of  peripheral  FBI  which  is  at  a rate  of  about  10  percent  per  day  in  euthyroid  sub- 
jects and  at  a higher  rate  in  hyperthyroid  subjects.  Also,  no  account  is  taken  of  inhomogeneities  of  mixing 
of  F”  in  the  thyroid  pool.  However,  intrathyroidal  conversion  of  to  thyroxine  appears  to  be  extraordi- 
narily rapid. 


thyroidectomy  myxedema  and  attributed 
this  finding  to  a small  thyroidal  pool  of 
iodine.  It  has  since  been  observed  fre- 
quently^*-that  a high  plasma 
concentration  is  not  of  diagnostic  significance 
in  the  evaluation  of  hyperthyroidism  in  a 
relapse  following  any  therapy  that  may 
have  reduced  the  thyroid  pool  size.  Paley, 
Sobel,  and  Yalow^^  found  that  euthyroid 
subjects  previously  treated  for  Graves 
disease  frequently  exhibited  higher  plasma 
PBI**i  concentrations  than  untreated  toxic 
patients.  The  quantitative  aspects  of 
plasma  PBI‘*i  concentration  relative  to 
thyroid  pool  size  and  secretion  rate  are 
illustrated  in  Figure  3,  which  emphasizes 
that,  as  in  aU  tracer  studies,  fractional  turn- 
over rates  must  be  correlated  with  pool 
sizes  since  a high  fractional  turnover  rate 
may  be  associated  with  normal  turnover 
in  a small  pool  and,  conversely,  a normal 
fractional  turnover  rate  may  be  the  result 
of  increased  turnover  of  an  enlarged  pool. 

Presently  held  concepts  of  intrathyroidal 
iodine  metabolism  have  been  reviewed. 
However,  there  is  evidence  that  this  picture 
is  grossly  incomplete.  From  the  gradually 
decreasing  rate  at  which  labeled  thyroxine 


appears  in  the  plasma  after  the  administra- 
tion of  1131^1*  it  can  be  argued  that  the 
specific  activity  of  intrathyroidal  thyroxine 
is  at  its  peak  within  a day  or  so  following 
peak  thyroidal  accumulation  and  therefore 
that  at  least  50  per  cent  of  thyroidal  mono- 
iodotyrosine  and  diiodotyrosine  are  being 
converted  daily  to  thyroxine,  unless  there  is 
present  a preferential  short  circuit  for  the 
conversion  of  newly  accumulated  thyroidal 
iodine  into  thyroxine,  for  which  there  is  no 
evidence.  This  conclusion  is  also  derivable 
from  specific  activity  measurements  of  the 
iodinated  amino  acids  in  the  rat  thyroid. 
Now,  if  as  much  as  one  half  of  thyroidal 
iodotyrosines  are  converted  daily  to  thy- 
roxine, the  turnover  of  an  equal  amount  of 
thyroxine  must  be  accounted  for  in  the  sum 
of  thyroxine  secretion  and  intrathyroidal 
thyroxine  “metabolism.”  The  daily  thy- 
roxine secretion  rate  can  account  for  at  most 
only  a small  fraction  of  the  daily  conversion 
of  iodot5/rosines  to  th5nroxine.  Therefore  we 
remain  with  the  conclusion  that  there  must 
be  a significant  intrathyroidal  turnover  of 
thyroxine.  This  turnover  need  not  involve 
a deiodinating  pathway,  which  although  not 
demonstrated  in  some  species  has  been  re- 
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ported  in  the  hog  thyroid,*  but  could,  for 
example,  involve  a direct  or  indirect  return  to 
diiodotyrosine  without  deiodination.  To 
our  knowledge  such  a pathway  has  not 
previously  been  postulated,  but  the  unre- 
solved facts  regarding  the  quantitative 
aspects  of  intrathyroidal  iodine  metabolism 
suggest  that  it  not  be  excluded  as  a possibil- 
ity unless  a more  universal  intrathyroidal 
deiodination  of  thyroxine  can  be  demon- 
strated. 

Thyroid  hormone  in  plasma  and 
its  metabolism 

Except  in  such  rare  cases  as  the  de- 
halogenase  defect  that  was  discussed  earher, 
most  of  the  organic  iodine  in  the  plasma  is 
in  the  form  of  thyroxine  boimd  to  a serum 
protein  which  migrates  on  electrophoresis 
between  alphai  and  alphas  globulins.®^"” 
The  binding  of  thyroxine  (T4)  to  “inter- 
alpha protein”  (P)  may  be  pictured  as  a 

reversible  reaction,  T4  -1-  P < > T4  — P,  in 

which,  at  physiologic  concentrations,  the 
equilibrium  position  is  far  to  the  right. 
Because  there  are  competing  reactions 
(serum  albumin  also  binds  thyroxine  but 
with  less  energy  than  interalpha  protein), 
because  the  specific  interalpha  protein  is 
not  available  in  pure  form,  and  because  it  is 
not  easy  to  determine  precisely  free  and 
boimd  thyroxine,  the  kinetics  of  the  specific 
reaction  have  not  yet  been  worked  out. 
From  analysis  by  “reverse  flow  electro- 
phoresis,” Robbins  and  Rail®*  have  estimated 
a ratio  of  greater  than  1,000:1  in  favor  of 
the  bound  form  at  normal  PBI  concen- 
trations, with  lower  ratios  obtaining  at 
higher  concentrations.  The  physiologically 
important  point  involved  here  is  that  only 
the  relatively  small  fraction  of  unbound 
thyroxine  is  free  to  pass  quickly  through  the 
capillary  waU  and  probably  also  to  enter 
tissue  cells.  The  rate  at  which  thyroxine 
can  leave  the  blood  stream  is  therefore 
limited  by  the  rate  at  which  the  thyroxine- 
protein  complex  can  dissociate,  of  which 
there  is  as  yet  little  quantitative  information. 
The  rate  of  dissociation  of  complexes  in 
extra  vascular  spaces  must  also  determine, 
at  least  in  part,  the  rate  at  which  thyroxine 
can  be  presented  to  the  cells.  Finally,  the 

* Tata  has  reported  that  pig  thyroid  dehalogenase  de- 
iodinates  thyroxine  readily  if  it  is  freed  from  blood  proteins 
(p.  23).» 


rate  at  which  thyroxine  is  utilized  or 
metabohzed  will  depend  not  only  on  the 
rates  of  these  processes  and  on  the  concen- 
tration of  free  thyroxine  in  extracellular 
space  but  also  on  the  rates  at  which  thy- 
roxine can  penetrate  into  the  various  types 
of  cells  involved.  The  net  effect  of  the 
sum  of  these  processes  is  such  that  the  half- 
life  of  exogenously  administered  labeled 
thyroxine  in  the  normal  subject  is  about  six 
or  seven  days.®*  Triiodothyronine  has  a 
significantly  shorter  half-life,®*  probably  due 
to  the  fact  that  it  is  not  so  strongly  bound  to 
plasma  proteins.  Endogenously  synthesized 
PBI^®!  is  metabolized  shghtly  more  rapidly 
than  exogenous  labeled  thyroxine,®  perhaps 
because  it  contains  slight  amounts  of 
triiodothyronine.  The  fractional  rate  of 
degradation  of  endogenously  synthesized 
PBP®i  is  higher  in  hyperthyroidism  and 
lower  in  hypothyroidism  than  in  the  euthy- 
roid state.  Since  the  actual  turnover  of 
thyroid  hormone  is  a function  of  the  product 
of  the  fractional  rate  of  turnover  and  the 
plasma  concentration  of  hormone,  the  in- 
crease in  hormonal  turnover  in  hyper- 
thyroidism is  greater  than  the  increase  in 
either  concentration  or  fractional  rate  alone. 
Riggs”  calculated  the  daily  thyroid  hor- 
mone utilization  rate  from  data  on  the  se- 
rum protein-bound  iodine  concentrations 
achieved  at  various  daily  dose  levels  of 
desiccated  thyroid.  Berson  and  Yalow” 
determined  the  rate  of  metabolism  of 
endogenously  synthesized  PBI”*.  From 
these  two  completely  different  lines  of 
approach,  these  workers  were  in  agreement 
that  the  amount  of  hormonal  iodine  me- 
tabohzed daily  in  man  is  approximately  ex- 
pressed by  the  formula:  D = 3 (PBI)®, 
where  D is  micrograms  of  iodine  released 
daily  from  degraded  thyroid  hormone  and 
(PBI)  is  micrograms  of  protein-bound 
iodine  per  100  ml.  of  plasma.  The  increase 
in  fractional  rate  of  degradation  D with 

(PBI) 

plasma  PBI  concentration  may  be  related 
to  two  factors:  (1)  Metabohe  rate  constants 
for  all  biochemical  processes  are  probably 
determined  in  part  by  the  concentration  of 
thyroid  hormone  and  the  rate  constant  for 
thyroid  hormone  degradation  should  be  no 
exception;  and  (2)  as  noted  earher,  the 
equihbrium  ratio,  bound  thyroxine,  should 
free  thyroxine 
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decrease  with  an  increase  in  the  concen- 
tration of  thyroid  hormone,  thus  causing  the 
concentration  of  free  thyroxine  to  increase 
more  rapidly  than  the  concentration  of  total 
(bound  plus  free)  thyroxine.  Since  it  is 
probably  only  the  free  thyroxine  which  is 
available  to  cells  either  for  hormonal 
action  or  for  metabolic  degradation,  Robbins 
and  Rall^*  have  related  the  daily  hormonal 
metabolic  degradation  rate  directly  to  the 
calculated  concentration  of  free  thyroxine 
and  showed  a linear  relationship.  In  any 
case,  the  relationship  between  hormone 
degradation  and  plasma  PBI  concentration 
serves  to  protect  the  patient  against  exces- 
sive concentrations  of  plasma  thyroxine  by 
providing  for  a progressively  increasing 
rate  of  removal  as  the  hormone  concen- 
tration rises.  The  relationship  which  has 
been  discussed  does  not  hold  in  cases  where 
the  concentration  of  thyroxine-binding  pro- 
tein is  increased,  for  here  the  increased 
number  of  binding  sites  shifts  the  reaction 
between  thyroxine  and  binding  protein 
further  to  the  right.  Beierwaltes  and  Rob- 
bins®® have  described  a family  in  which 
PBI  concentrations  are  elevated  significantly 
in  the  presence  of  a normal  metabolic  state 
and  normal  thyroid  fimction.  The  total 
thyroxine-binding  capacity  of  the  inter- 
alpha protein  was  found  to  be  increased. 
In  this  situation  a higher  than  normal 
plasma  PBI  is  needed  to  maintain  a normal 
free  thyroxine  concentration  in  accord  with 
the  law  of  mass  action  as  applied  to  the 
reversible  reaction  between  thyroxine  and 
thyroxine-binding  protein. 

A small  fraction  of  plasma  PBI  is  excreted 
with  the  bile  into  the  gastrointestinal  tract 
(Fig.  1).  That  which  escapes  reabsorption 
is  lost  in  the  stool.  In  man  the  fecal  loss 
£imounts  only  to  about  10  to  20  per  cent  of 
that  degraded,  so  that  the  enterohepatic 
circulation  is  not  quantitatively  very  impor- 
tant in  the  loss  of  hormonal  iodine.  The 
urinary  loss  of  unmetabolized  thyroid  hor- 
mone is  normally  negligible.  Thus  the 
ultimate  fate  of  most  of  the  hormonal 
iodine  is  decided  by  its  disposition  from  the 
iodide  pool  after  hormone  degradation. 
The  iodine  cycle  is  thus  completed. 
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Our  knowledge  of  the  nature,  biosyn- 
thesis, transport,  and  metabolism  of  the 
thyroid  hormones  has  progressed  rapidly 
since  the  radioisotopes  of  iodine,  notably 
have  become  available  and  the  dis- 
covery of  chromatographic  analysis.  This 
has  allowed  workers  to  detect  compounds 
present  in  biologic  material  in  very  small 
amounts  and  to  foUow  the  hormones,  their 
precursors,  and  metabolites  in  the  body. 
Further,  the  discovery  of  two  types  of  anti- 
thyroid drugs,  thiocyanate  and  perchlorate 
on  the  one  hand  and  the  derivatives  of 
thiourea  on  the  other,  have  enabled  us  to 
study  the  processes  of  iodide  concentration 
or  trapping  separately  from  those  of  hormone 
biosynthesis. 

Iodide-concentrating  mechanism 
of  the  thyroid 

The  thyroid  gland  possesses,  in  common 
with  certain  other  organs  such  as  kidney, 
stomach,  mammary,  and  salivary  glands, 
the  ability  to  concentrate  iodide  from  the 
blood.  The  blood  supply  to  the  th50-oid  is 
greater  than  that  to  any  other  organ  except 
the  lung,  and  it  has  been  estimated  that  the 
normal  gland  extracts  almost  one  fifth  of  the 
iodine  from  the  blood  that  flows  through  it. 

The  most  important  physiologic  regulator 
of  the  iodide  trap  is  the  thyrotropic  hormone 
or  the  TSH  of  the  anterior  pituitary.  The 
administration  of  exogenous  TSH  to  man 
and  to  other  animals  stimulates  the 
uptake  by  the  gland.  In  the  chronically 
stimulated  animal  that  is  treated  with 
propylthiouracil  the  thyroidal  uptake 
may  increase  tenfold.  Conversely,  hypo- 


physectomy  decreases  uptake  to  a 

fraction  of  the  normal  value. 

Whether  the  iodide  trap  is  controlled  by 
other  endogenous  factors  is  not  clear.  The 
administration  of  adrenal  cortical  hormones 
and  ACTH  decreases  the  thyroidal 
uptake,  as  do  a number  of  states  of  stress. 
These  effects  may,  however,  be  of  a pharma- 
cologic or  pathologic  nature. 

Drugs  such  as  thiocyanate  and  perchlorate 
and  certain  other  anions  depress  or  com- 
pletely abolish  the  concentration  of  iodide  by 
the  thyroid.  The  natirre  of  this  inhibition 
is  not  known,  although  it  has  been  suggested 
that  it  results  from  a competition  of  the 
drugs  for  the  sites  responsible  for  iodide 
transport.  * 

Biosynthesis  of  the  thyroid  hormones 

The  process  of  the  conversion  of  iodide  to 
hormonal  iodine  in  the  th3rroid  is  now  en- 
visaged as  occurring  in  the  following  steps: 
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1.  Iodide  is  enzymically  oxidized,  giving 
rise  to  monoiodotyrosine  and  diiodotyrosine. 

2.  Two  molecules  of  diiodotyrosine  are 
coupled  by  some  oxidative  mechanism  to 
yield  the  principal  thyroid  hormone,  thy- 
roxine, that  was  first  isolated  by  Kendall® 
and  characterized  and  synthesized  by  Har- 
ington.^  3,5,3 '-Triiodothyronine,  the  sec- 
ond thyroid  hormone,  probably  arises  in  the 
gland  by  a similar  mechanism,  from  one 
molecule  each  of  mono-  and  diiodotyrosine. 
It  was  at  one  time  suggested  that  triiodo- 
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thyronine  might  be  formed  in  the  gland  by 
partial  deiodination  of  thyroxine,  but  this  is 
no  longer  considered  possible,  since  thyroid 
tissue  does  not  deiodinate  thyroxine. 

Two  other  iodinated  thyronines,  the 
3,3'-diiodo  and  3,3',5'-triiodo  derivatives, 
have  been  detected  in  biologic  material; 
however,  since  they  are  virtually  devoid  of 
biologic  activity,  they  cannot  be  regarded  as 
hormones. 

Quantitatively,  diiodotyrosine  is  the  most 
prevalent  iodoamino  acid  in  thyroglobulin. 
In  that  most-studied  animal,  the  rat,  it 
represents  about  half  the  thyroidal  iodine. 
Monoiodotyrosine  and  thyroxine  each  ac- 
count for  about  15  per  cent  of  thyroidal 
iodine  while  triiodothyronine  accoimts  for 
only  3 per  cent.  A few  quantitative 
studies  in  other  mammals  have  revealed  a 
similar  distribution. 

The  enzymes  responsible  for  thyroid 
hormone  synthesis  are  not  yet  fully  char- 
acterized, but  the  gland  has  been  shown  both 
histochemicaUy*  and  by  isolation®  to  contain 
a peroxidase  that  can  effect  the  organification 
of  iodine.  Until  recently,  thyroid  prepara- 
tions such  as  homogenates,  cells,  and  sub- 
ceUular  fractions  had  not  been  shown  satis- 
factorily to  achieve  hormone  synthesis  or 
indeed  to  convert  monoiodotyrosine  to  di- 
iodotyrosine with  any  degree  of  efficiency. 
However,  recently  DeGroot  and  Davis 
have  prepared  a soluble  enzyme  from 
thyroid  which  converts  monoiodotyrosine 
to  diiodotyrosine,  and  Tong,  Kerkof,  and 
Chaikoff”  have  demonstrated  the  formation 
of  hormonal  from  iodide by  isolated 
thyroid  cells. 

It  is  generally  thought  that  thyroid 
hormone  synthesis  occurs  within  the  thyro- 
globulin molecule,  but  so  far  no  evidence  has 
been  produced  to  support  this  hypothesis, 
and  whether  free  or  bound  iodotyrosines  are 
the  precursors  of  the  hormones  stored 
in  thyroglobulin  remains  finally  to  be 
established. 

Thyroglobulin  is  probably  synthesized  in 
the  thyroid  ceU,  but  the  site  of  iodination  is 
not  yet  certain.  The  autoradiographic 
studies  by  WoUman  and  Wodinsky^®  have 
shown  that  at  short  time  intervals  after  the 
intravenous  injection  of  I^®^  in  the  mouse, 
aU  detectable  radioactivity  is  located  within 
the  liunen  of  the  follicle;  none  can  be  seen  in 
the  cells.  Nevertheless,  studies  of  I^”  in- 
corporation into  disorganized  thyroid  tissue 


indicate  that  a degree  of  structural  integrity 
is  needed  for  full  efficiency  of  this  process. 

Before  the  thyroid  hormones  can  be 
secreted  into  the  circulation,  they  must  be 
released  from  peptide  linkage;  thyroglobulin 
itself  is  not  found  in  the  blood  except  in 
abnormal  conditions.  The  thyroid  protease, 
first  detected  by  De  Robertis'^  and  now 
partially  purified  by  McQuiUan,  Stanley, 
and  Trikojus“  and  by  Haddad  and  RaU,*® 
effects  this  release.  The  iodotyrosines  do 
not  normally  leave  the  gland,  at  least  this  is 
the  general  view,  although  evidence  to  the 
contrary  has  been  put  forward.  These  iodo- 
amino acids,  as  shown  by  Roche  et  are 
deiodinated  by  the  thyroidal  deiodinase; 
this  gives  rise  to  an  intrathyroidaUy  derived 
iodide  pool  which  presumably  in  part  re- 
enters the  biosynthetic  cycle  and  in  part 
leaves  the  gland.  It  has  been  suggested 
that  this  second  iodide  pool  represents  an 
important  factor  of  iodine  economy  in  the 
body.’-^®~®^ 

Factors  that  affect  thyroid 
hormone  synthesis 

The  most  important  regulators  of  iodine 
metabolism  in  the  thyroid  is  the  anterior 
pituitary  hormone  thyrotropin.  As  we 
have  said,  this  controls  the  uptake  of  iodide 
from  the  blood;  it  also  controls  the  for- 
mation of  the  iodotyrosines,  their  conversion 
to  the  hormones,  and  the  rate  of  secretion  of 
the  latter  from  the  gland.®®-®® 

The  secretion  of  TSH  from  the  pituitary 
is  under  hypothalamic  control,  but  this 
mechanism  is  not  yet  fully  elucidated. 
However,  a number  of  workers  have  shown 
that  hypothalamic  stimulation  or  damage 
result  in  a corresponding  increase  or  de- 
crease of  thyroid  function.®^ 

The  adrenal  cortical  hormones  and  ACTH, 
when  they  are  administered  in  large  doses, 
exert  a depressant  action  on  the  thyroid; 
this  may  be  owing  partly  to  an  increased 
renal  excretion  of  iodide  and  consequently  a 
diminished  source  of  iodide  to  the  thyroid; 
it  may  also  result  from  a direct  suppression 
of  TSH  secretion.  Conditions  of  stress 
produced  by  burns,  shock,  starvation,  and 
so  on,  also  result  in  the  depression  of  thyroid 
function,  resulting  from  adrenal  stimulation. 

The  administration  of  the  adrenal  medul- 
lary hormones  to  laboratory  animals  may 
also  depress  thyroidal  I^®®  uptake  because  of 
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a fall  in  blood  flow  through  the  gland  and  a 
secondary  effect  mediated  via  the  adrenal 
cortex;  however,  these  effects  have  not  been 
observed  in  man  after  infusions  of  epi- 
nephrine or  norepinephrine. 

I Paramount  among  the  dietary  factors 
i that  affect  thyroid  function  is  the  level  of 
iodine  intake.  The  human  thyroid  is  able 
j to  adapt  itself  to  enormous  variations  in 
I dietary  iodine;  this  is  shown  by  man’s 
ability  to  remain  in  a euthyroid  state  even  in 
regions  of  severe  iodine  deficiency.  Other 
I dietary  factors  that  may  influence  the 
! thyroid  are  a high  cadcium  intake  and 
naturally  occurring  goitrogens  related  chem- 
ically both  to  thiocyanate  and  the  thio- 
j carbamides  that  have  been  found  in  certain 
foodstuffs,  notably  the  brassicae. 
j Drugs  that  can  induce  goiter  are,  as  al- 
ready mentioned,  thiocyanate  and  the  thio- 
ureas and  certain  sulfonamides.  Iodide  it- 
self can  produce  goiter,  but  the  human 
thyroid  must  be  relatively  insensitive  to 
this  drug,  when  one  considers  the  few  cases 
reported  in  relation  to  the  large  numbers 
of  patients  taking  iodide  for  various 
disorders. 

Transport  of  thyroid  hormones 

The  binding  of  thyroxine  by  serum  pro- 
teins was  first  shown  by  Trevorrow  in  1939,®* 

I using  coprecipitation  methods;  since  then 
this  protein  binding  of  thyroid  hormones  has 
been  confirmed  in  a large  number  of  electro- 
phoretic studies,  mainly  in  America  and  in 
England.  The  principal  binding  serum  pro- 
tein is  represented  by  an  alpha-globulin 
fraction  known  as  thyroxine-binding  glob- 
ulin or  TBG.  A small  contribution  to 
thyroxine  binding  is  probably  made  by 
another  protein,  prealbumifi.  Triiodothy- 
ronine is  boimd  to  TBG,  but  to  a lesser  ex- 
tent. Thyroxine-binding  protein  levels  vary 
in  different  physiologic  and  pathologic  con- 
ditions: For  instance,  in  pregnancy,  when 
the  PBI  is  elevated,  it  has  been  shown  that 
serum  TBG  is  also  elevated;  in  nephrosis, 
which  may  be  accompanied  by  hypothy- 
roidism, PBI  and  TBG  levels  are  both 
lowered.  In  such  patients,  there  have  been 
reports  of  a loss  of  hormonal  iodine  in  the 
urine  and  a lowered  biologic  half-hfe  of 
thyroxine. 

It  is  considered  that  the  thyroxine- 
binding proteins  of  the  blood  represent  a 


transport  mechanism  for  the  thyroid  hor- 
mones between  the  gland  and  their  target 
organs  and  regulate  their  rate  of  delivery  by 
a competition  between  the  binding  proper- 
ties of  the  serum  and  tissue  proteins. 

Distribution  and  metabolism  of 
thyroid  hormones 

Nearly  aU  the  studies  on  the  distribution 
of  thyroid  hormones  in  the  body  have  been 
made  on  experimental  animals.  After  the 
hormones  leave  the  thyroid,  they  are  con- 
centrated principally  by  the  liver  and 
kidney.  They  are  also  found  in  the  pitui- 
tary, intestine,  adrenal,  skin,  and  skeletal 
muscle,  but  in  a lower  concentration  than 
that  of  the  serum.  Skeletal  muscle,  be- 
cause of  its  mass  (about  half  the  body 
weight),  accounts  for  most  of  the  extra- 
vascular  hormone.  In  the  rat  and  mouse 
thyroxine  is  also  found  to  a considerable 
extent  in  the  feces. 

Several  metabolic  pathways  of  thyroid 
hormones  have  been  described.  These  are: 
(1)  deiodination,  (2)  conjugation  of  the 
phenolic  groups  of  the  thyroxine  nucleus  as 
glucuronides  and  sulfate  esters,  and  (3) 
oxidative  deamination  and  decarboxylation 
of  the  alanine  side  chain  leading  to  the  for- 
mation of  the  acetic  acid  analogues  of  the 
hormones  via  the  keto  acid  analogues: 

R CH2.CH(NH2)  .C00H 

i 

RCH2.CO.COOH 

R CH2.COOH 

where  R = thyronine  nucleus. 

Other  mechanisms  have  been  put  forward, 
such  as  decarboxylation  to  the  amines, 
thyroxamine  and  triiodothyronamine: 

RCH2.CH2.NH2; 

phenolic  oxidation  and  hydroxylation  and 
scission  of  the  diphenylether  linkage.  These 
pathways  have  not  been  demonstrated  un- 
equivocally in  mammalian  tissue. 

In  man,  the  deiodination  of  thyroid  hor- 
mones is  the  principal  metabolic  pathway, 
and  urinary  iodide  represents  over  80  per 
cent  of  the  radioactivity  after  the  injection 
of  I*®i-labeled  thyroxine.  Only  about  15 
per  cent  is  excreted  in  the  feces  in  organic 
combination.  In  the  rabbit,  urinary  iodide 
is  almost  the  only  detectable  metabolite  of 
labeled  thyroid  hormone.  The  situation  is 
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different  in  the  rat  and  mouse.  These 
animals  have  an  important  enterohepatic 
circulation  of  thyroid  hormones;  these  are 
conjugated  in  the  liver,  principally  as 
glucuronides,  and  secreted  into  the  bile. 
Later  the  conjugates  are  for  the  most  part 
hydrolysed  in  the  intestine  and  excreted  as 
unconjugated  hormones  in  the  feces.  This 
pathway  predominates  in  the  rat,  repre- 
senting about  60  per  cent  of  the  excretion 
products. 

The  keto  and  acetic  acid  analogues  have 
been  found  in  the  kidneys  and  liver  of 
rodents  after  the  injection  of  or 
labeled  hormones,  but  only  in  minute 
amoimts;  this  pathway  is  quantitatively  of 
minor  importance. 

Physiologic  actions  of  the 
thyroid  hormones 

The  th3rroid  hormones  are  of  paramount 
importance  in  the  development  of  the  young 
animal.  In  the  absence  of  the  th3o:oid, 
growth,  maturation,  and  differentiation  of 
tissues  are  all  retarded.  These  effects  have 
been  observed  in  bone,  teeth,  hair,  and  skin; 
in  the  fleece  of  sheep;  and  in  feathers. 
Protein  synthesis  is  also  stimulated  by 
thyroid  hormone.  During  amphibian 
metamorphosis,  this  is  reflected  in  the  ap- 
pearance of  new  limbs  and  of  serum  albumin, 
a protein  which  is  absent  in  the  tadpole,  as 
weU  as  an  enhanced  S3mthesis  of  a number  of 
tissue  enz3mies.^^’^®  In  Amphibia  thyroid- 
ectomy results  in  a failure  of  the  larvae  to 
undergo  metamorphosis. 

In  the  adult  animal,  thyroid  hormones  are 
essential  for  the  proper  regulation  of  body 
temperature  and  calorigenic  action,  which  is 
generally  measured  as  the  metabolic  rate. 
The  basal  metabolic  rate  is  ideally  that  of 
the  animal  in  a relaxed  physical  and  mental 
state;  it  is  the  most  commonly  used  index  of 
th3rroid  function  in  man. 

Thyroid  hormones  have  also  been  shown 
to  control  nitrogen,  hpid  and  calcium 
metabolism,  the  excretion  of  water  and 
electrolytes,  and  the  development  of  the 
central  nervous  system.  While  thyroid 
hormone  cannot  be  considered  essential  for 
life,  it  is  essential  for  the  development  and 
health  of  aU  mammals  and  most  vertebrates. 

There  are  certain  quantitative  differences 
in  the  actions  of  thyroid  hormones.  It  has 
long  been  known  that  the  administration  of 


thyroxine  to  the  hypothyroid  animal  is  not 
followed  by  an  immediate  response.  This 
delayed  action  or  latent  period  of  action  is 
also  exhibited  by  triiodothyronine,  but  its 
duration  is  much  shorter  than  that  of 
thyroxine  in  man.  The  onset  of  action  of 
triiodothyronine  occurs  within  a few  hoinrs 
after  its  administration  to  the  hypoth5rroid 
subject,  and  the  maximal  response  occurs 
within  one  and  two  days.  After  the  admin- 
istration of  thyroxine,  the  initial  and  maxi- 
mal responses  do  not  occur  much  before  two 
days  and  two  weeks  respectively.  However, 
the  duration  of  action  of  triiodothyronine  is 
short  and  has  disappeared  before  an  equiv- 
alent dose  of  thyroxine  would  have  had  its 
maximal  effect. 

Other  quantitative  differences  between  the 
actions  of  thyroxine  and  triiodoth5rronine 
have  been  observed:  Triiodothyronine  is 

more  active  than  thyroxine  in  stimulating 
differentiation  in  Amphibia,  in  preventing 
thiouracil-induced  goiter  in  rats,  and  in 
shortening  the  life  of  anoxic  mice.  Al- 
though the  over-aU  stimulation  of  the  basal 
metabolic  rate  of  single  equivalent  doses  of 
the  two  hormones  does  not  differ  greatly  in 
man,  the  maintenance  dose  of  triiodothy- 
ronine in  the  myxedematous  patient  is  only 
about  one-third  that  of  thyroxine.  Smaller 
doses  of  triiodoth5oronine  than  of  thyroxine 
are  required  to  affect  lipid  metabolism 
(serum  cholesterol  and  lipoproteins). 

The  quicker  and  more  potent  action  of 
triiodoth3Tronine  has  led  to  the  suggestion 
that  there  may  be  a differential  action  of  the 
thyroid  hormones.  This  theory  has  re- 
ceived encouragement  from  reports  that 
certain  derivatives  of  the  thyroid  hormones, 
notably  the  acetic  acid  analogue  of  tri- 
iodothyronine, triac,  and  the  dextro  isomer 
of  thyroxine  can  lower  and  maintain  at  low 
levels  the  elevated  sermn  cholesterol  that  is 
foimd  in  a number  of  pathologic  conditions, 
when  they  are  given  in  doses  that  do  not 
exhibit  an  over-aU  metabolic  response. 
However,  this  dissociation  of  action  of 
different  thyroid  hormone  derivatives  is 
probably  more  apparent  than  real.  Doniach 
et  al.*^  showed  that  if  the  doses  of  triiodo- 
thyronine and  triac  were  adjusted  suitably, 
the  serum  cholesterol  levels  could  be  lowered 
by  both  treatments  without  any  concomitant 
rise  of  the  basal  metabolic  rate.  In  most 
studies  in  which  the  metabolically  active 
thyroid  hormone  analogues  have  been  com- 
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pared  with  the  less  active  ones,  the  dose 
levels  of  the  former  have  generally  been  too 
high;  if  they  were  lowered,  it  is  probable 
that  an  apparent  dissociation  of  metabolic 
effect  and  lowering  of  serum  lipids  could  be 
detected  with  even  the  most  active  hormone 
derivatives. « i . so . 6 1 

What  are  the  thyroid  hormones? 

There  is  now  no  doubt  that  the  only 
hormones  secreted  by  the  thyroid  gland  are 
thyroxine®*  and  to  a lesser  extent  triiodo- 
thyronine.®* 

In  recent  years,  however,  there  has  been 
much  speculation  about  the  nature  of  the 
compounds  that  act  at  the  periphery.  The 
shorter  latent  period  of  action  of  triiodo- 
th30*onine  and  its  relatively  high  activity  in 
many  methods  of  assay  led  to  the  suggestion 
that  thyroxine  itself  was  physiologically 
inert  and  had  to  be  converted  to  triiodo- 
thyronine before  it  could  manifest  its  char- 
acteristic hormonal  actions.  There  are  now 
overwhelming  objections  to  this  hypothesis: 
(1)  Triiodoth5n*onine  has  not  been  un- 
equivocally detected  in  the  ath3rrotic  animal 
after  the  administration  of  th5rroxine;  (2) 
triiodothyronine  is  deiodinated  in  the  body 
much  more  rapidly  than  is  thyroxine;  (3) 
the  demonstration  of  the  secretion  of  con- 
siderable amounts  of  triiodothyronine,  at 
least  by  the  rat  thyroid,®^  makes  it  unneces- 
sary to  postulate  a conversion  of  thyroxine 
to  triiodothyronine  at  the  periphery. 

The  finding  by  Thibault  and  Pitt-Rivers®® 
that  the  acetic  acid  analogue  of  triiodo- 
thyronine, triac,  had  an  immediate  action 
on  the  respiration  of  tissues  in  vitro,  which 
could  not  be  foimd  with  the  th5n:oid  hor- 
mones themselves,  prompted  these  authors 
to  suggest  that  the  acetic  acid  analogues 
were  the  active  forms  of  the  hormones  at 
their  targets.  The  immediate  action  of 
triac  on  isolated  tissues  has  not,  however, 
been  confirmed;  moreover,  the  acetic  acid 
analogues  are  rapidly  deiodinated  in  vivo. 
Further,  the  latent  period  of  action  of  triac 
is  the  same  as  that  of  triiodothyronine  in  the 
hypothyroid  patient;  yet  both  tetrac  and 
triac  are  detectable  in  tissues  very  soon 
after  the  administration  of  the  corresponding 
iodoth3nronines  in  vivo. 

There  seems  no  good  reason  to  consider 
that  the  conversion  of  the  hormones  to  their 
conjugates  represents  anything  more  than  a 


detoxification  process  normally  imdergone  by 
phenols  in  the  liver. 

At  present  there  is  no  evidence  supporting 
the  idea  that  either  thyroxine  or  triiodo- 
thyronine must  be  converted  to  anything 
else  to  manifest  physiologic  activity.  Both 
compoimds  are  active;  the  only  differences 
in  their  action  are  of  a quantitative  nature. 

Mode  of  action  of  thyroid  hormones 

In  spite  of  the  large  amount  of  work  that 
has  been  directed  toward  an  imderstanding 
of  the  mode  of  action  of  thyroid  hormones, 
no  satisfactory  explanation  of  this  problem 
has  been  foimd.  Since  the  thyroid  is  one  of 
the  principal  regulators  of  metabolism  in  the 
body,  it  is  imderstandable  that  efforts 
should  have  been  directed  toward  the  effects 
of  thyroid  hormones  on  isolated  tissues  and 
enzyme  systems.  Nearly  forty  years  ago, 
Rohrer®®  showed  that  the  respiration  of  tis- 
sues excised  from  rats  and  mice  was  de- 
pressed by  thyroidectomy  and  stimulated  by 
feeding  on  desiccated  thyroid.  Since  then  it 
has  been  shown  repeatedly  that  the  admin- 
istration of  thyroid  hormone  in  vivo  results 
in  an  enhancement  of  the  metabolic  rate  of 
tissues  or  enzymes  in  vitro.  The  enz3nme 
systems  studied  are  very  numerous  and  have 
been  the  subject  of  several  reviews  to  which 
the  reader  is  referred  for  detailed  informa- 
tion.®* 

Another  line  of  attack  on  the  problem  has 
been  on  the  effects  of  th30‘oid  hormone  on 
oxidations  at  a subceUular  level;  these  oxi- 
dations are  known  to  be  coupled  with  the 
formation  of  high-energy  phosphate  com- 
pounds which  represent  a source  of  stored 
energy  that  can  be  released  for  demands 
such  as  musculsu*  work  and  protein  synthesis. 
This  approach  stems  from  the  observation 
of  Loomis  and  Lipmann®*  that  dinitrophenol 
uncouples  oxidation  and  phosphorylation  in 
kidney  homogenates.  These  workers  were 
unable  at  first  to  demonstrate  uncoupling  by 
thyroxine,  but  since  then  the  uncoupling 
action  of  thyroid  hormones  and  many  of 
their  derivatives  has  been  shown  repeatedly. 
This  uncoupling  action  has  been  considered 
as  a regulator  of  respiration  by  controlling 
the  balance  between  oxidation  and  syn- 
thesis of  high-energy  phosphate  compounds. 

Other  mechanisms  proposed  for  thyroid 
hormone  action  involve  the  swelling  of 
mitochondria,  the  permeability  of  mem- 
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branes,  and  interaction  with  metal  ions  such 
as  magnesium,  manganese,  and  iron  which 
are  known  to  be  necessary  for  the  oxidative 
reactions  of  a number  of  enzymes. 

Several  criticisms  have  been  raised  against 
these  suggestions.  With  regard  to  a direct 
action  of  thyroid  hormones  on  enzymes  the 
principal  objections  are;  (1)  the  very  high, 
indeed  toxic  doses  that  have  to  be  used  to 
detect  an  effect,  (2)  the  lack  of  correlation 
between  the  effects  observed  in  vivo  and 
in  vitro,  (3)  contradictory  evidence  that  has 
appeared  on  the  nature  of  thyroid  hormone 
action  on  enzymes,  and  (4)  the  lack  of 
specificity  of  thyroid  hormones  and  deriva- 
tives on  in  vitro  systems.  This  is  strikingly 
shown  in  the  identity  of  response  obtained 
with  the  uncoupling  of  oxidative  phosphory- 
lation to  the  natural  hormone,  1-thyroxine, 
and  its  inactive  isomer,  d-thyroxine.  It 
appears  that  we  must  look  elsewhere  for  a 
solution  of  this  problem. 

A new  approach  has  been  made  very 
recently  by  Tata,  Emster,  emd  Lindberg.^* 
These  authors  have  studied  the  respiration 
of  fiver  and  muscle  mitochondria  and 
microsomes  in  rats  that  have  been  made 
chronically  hypothyroid  or  hyperthyroid, 
and  they  have  found  that  both  the  respi- 
ration and  the  phosphorylation  of  the  mito- 
chondria paralleled  the  basal  metabolism 
rate  of  tbe  animals  in  tbe  different  thyroid 
states.  They  also  examined  various  param- 
eters of  enzyme  activity  in  animals  made 
acutely  hyperthyroid  and  found  a very  rapid 
response  to  hormone  stimulation.  These 
manifestations  of  cellular  activity  included 
the  oxidation  of  a large  number  of  sub- 
strates; tbey  also  found  increased  synthesis 
of  microsomal  ribonucleic  acid  and  mem- 
brane-linked microsomal  enzymes.  An  in- 
creased incorporation  of  C* ‘‘-labeled  leucine 
and  isoleucine  into  the  protein  of  fiver 
microsomes  was  demonstrated.  All  these 
changes  occurred  before  there  was  any  de- 
tectable rise  in  tbe  basal  metabolism  rate, 
and  the  earliest  stimulation  by  thyroid 
hormone  was  that  of  protein  synthesis. 
There  was  relatively  little  change  in  the 
activity  of  the  enzymes  of  the  cell  sap  after 
the  administration  of  thyroid  hormones. 

The  authors  conclude  that  the  effect  of 
thyroid  hormones  on  basal  metabolism  is  not 
a direct  one  but  is  secondary  to  the  stimu- 
lation of  a number  of  processes  in  tbe  cell. 
The  enzymes  primarily  affected  are  those 


whose  action  depends  on  the  structural 
integrity  of  the  cell  particles.  The  very 
rapid  response  of  the  enzymes  involved  in 
protein  synthesis  as  demonstrated  by  Tata 
and  his  colleagues®*  is  of  particular  interest 
and  importance  when  we  consider  the  part 
played  by  thyroid  hormones  during  growth, 
maturation,  and  differentiation.**  '*'*’^*  ®'’-®^ 
No  attempt  has  been  made  to  quote  an 
extensive  bibliography.  It  is  hoped  that 
the  references  to  reviews  and  books  will 
enable  tbe  reader  to  delve  more  deeply  into 
the  literature. 

Mill  Hill,  London  N.  W.  7 
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X HE  POSSIBILITY  of  a functional  relation- 
ship between  the  thyroid  and  the  pituitary 
was  raised  at  least  seventy  years  ago  when 
Rogowitsch^  noted  an  increase  in  the  size 
and  the  ceUularity  of  the  adenohypophysis 
after  thyroidectomy  in  animals  and  Niepce^ 
described  enlargement  of  the  anterior  pitui- 
tary in  patients  with  goiter  or  cretinism. 

Early  studies  of  thyrotropin- 
thyroid  relationships 

Approximately  three  decades  later  it  was 
generally  recognized  that  hypophysectomy 
resulted  in  atrophy  of  the  thyroid,  that  this 
could  be  prevented  by  pituitary  extracts,  and 
that  such  extracts  increased  the  size  of  the 
intact  thyroid,  produced  vacuolization  of 
and  decreases  in  its  coUoid,  and  increased 
the  height  and  mitotic  activity  of  the 
epithelium. 

Other  studies  demonstrated  clearly  that 
hypophysectomy  lowered  the  circulating 
iodine.  Conversely,  injections  of  active 
pituitary  extracts  depleted  the  thyroid  of 
iodine  and  raised  the  levels  of  iodine  in 
blood  plasma. 

During  this  period  the  essential  role  of  the 
thyroid  in  the  decreases  and  increases  in 
oxygen  consumption  which  followed  hypo- 
physectomy and  injections  of  pituitary  ex- 
tracts, respectively,  was  established. 

Information  acquired  with 
newer  technics 

The  rates  at  which  processes  in  the 
thyroid  occur  are  under  the  influence  of 
thyrotropin,  the  secretion  of  which  is  in  turn 
controlled  by  higher  centers  operating 
within  a feed-back  system.  Evaluations 


with  radioactive  isotopes  have  revealed  that 
in  experimental  animals  and  in  man  the 
destruction  of  the  hypophysis  reduces  the 
net  iodide  concentrating  abUity  of  the  gland 
to  one  sixth  or  one  eighth  of  normal; 
diminishes  the  rate  of  conversion  of  inorganic 
iodide  to  mono-  and  diiodotyrosine,  to  tri- 
iodothyronine, and  to  thyroxine;  and  slows 
the  rate  of  release  of  stored  hormones.  * 

Conversely,  the  injection  of  thyrotropin 
enhances,  at  least  for  awhile,  aU  facets  of 
thyroid  function,  such  as  the  uptake  of 
iodide,  the  formation  of  organic  iodine  com- 
poimds,  and  the  release  of  thyroxine,  and  in 
much  smaller  quantities,  if  at  aU,  triiodo- 
thyronine.^ 

In  animals  a release  of  preformed  hormone 
as  well  as  inorganic  is  apparently  the 
first  event.  This  becomes  evident  after  a 
lag  of  from  fifteen  minutes  to  several  hours, 
as  judged  by  the  discharge  of  thyroidal 
or  by  the  rise  in  seriun  and  is  then 

followed  by  increased  uptake. * The 

data  BoreU®  obtained  in  animal  studies  sug- 
gest that  increases  in  oxygen  consumption 
are  among  the  first  of  the  detectable  extra- 
iodine effects  of  TSH.  At  about  the  same 
time  vacuolization  of  the  colloid  is  noted. 
By  the  sixth  hour  the  mean  acinar  ceU 
height  has  increased,  phosphorus  accumu- 
lates in  the  gland,  and  the  wet  and  dry 
weights  of  the  thyroid  rise. 

The  administration  of  TSH  to  normal 
human  subjects  will  also  produce  evidences 
of  increased  thyroidal  activity,  such  as  a 
rise  in  oxygen  consmnption,  in  the  levels  of 
circulating  iodine,  and  the  excretion  of 
urinary  nitrogen.  The  sequence  is  also  the 
same:  loss  of  thyroid  iodine  or  hormone,  in- 
creased ceU  height,  gain  in  thyroid  weight, 
and  greater  uptake  of  1 131,4.7  These  effects 
can  be  elicited  only  during  a brief  span  of 
days  even  with  the  most  highly  purified 
preparations  of  animal  origin  currently 
available.®* 

Cerebral  control  of  TSH  by  centers 
other  than  the  pituitary 

Although  intraocular  implants  of  the 
anterior  pituitary  are  stiU  capable  of  stimu- 
lating thyroid  function,  there  is  evidence 
that  higher  centers  control  the  rate  at 
which  this  occurs.®  Interestingly  enough, 
such  implants  appear  to  be  capable  of 
varying  their  activity  even  in  the  absence  of 
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the  pituitary.*® 

In  earlier  studies  Houssay,  Biasotti,  and 
Sammartino**  noted  that  in  toads  lesions  of 
the  infundibulotuberal  region  of  the  hypo- 
thalamus were  associated  with  a decrease  in 
the  size  of  the  thyroid  epithelium.  Also, 
the  finding  that  in  animals  stimuli  such  as 
ultrasonic  vibration  or  electric  shock  directed 
to  localized  areas  of  the  central  nervous 
system  produce  a release  of  points 

to  a higher  center  controlling  TSH  secretion. 
Uotila*^  showed  that  the  anterior  pituitary 
must  be  connected  to  the  higher  centers  if 
exposure  to  cold  is  to  lead  to  the  usual 
stimulation  of  the  thyroid.  The  demon- 
stration by  Brolin*®  that  cutting  the  pitui- 
tary stalk  diminishes  the  changes  in  the 
pituitary  which  follow  thyroidectomy  sug- 
gests that  these  also  have  a suprah5rpo- 
physeal  component.  Also,  the  experiments 
of  Shibusawa  et  al.^^  have  revealed  a de- 
crease in  thyroid  weight  and  I*®*  uptake 
following  the  sectioning  of  the  stalk  with  a 
cancellation  of  these  changes  following  the 
injection  of  extracts  of  the  hypothalamus. 
Others  have  also  reported  the  isolation  of  a 
TSH  releasor  from  the  hypothalamus.  *’ 

However,  it  would  appear  that  in  some 
species  the  presence  of  centers  other  than 
the  hypothalamus  is  not  required  for  the 
adequate  function  of  the  anterior  pituitary. 
This  seems  to  be  true  of  the  TSH  responses 
to  heat  and  to  cold  in  the  cat.**  Bard  and 
Woods**  have  established  that  in  the  cat  the 
hypothalamus  is  the  sole  segment  of  the 
brain  that  is  necessary  for  the  changes  in 
TSH  output  in  response  to  environmental 
temperatures.  In  their  studies  decerebrate 
cats  were  prepared  by  suctioning  out  all  but 
the  paleocortex  and  allowing  from  four  to  six 
weeks  for  degeneration  and  healing.  Such 
animals  survived  for  periods  up  to  four 
months.  Using  as  an  index  the  rate  of  re- 
lease of  PBI***  from  the  gland,  these 
workers  showed  that  the  decreases  and  in- 
creases in  the  PBI***  secretion  in  response  to 
heat  and  to  cold,  respectively,  were  the 
same  as  in  control  animals.  This  work 
does  not  exclude,  of  course,  the  possibility  of 
higher  centers  which  modify  TSH  release  or 
establish  that  the  findings  in  the  cat  apply  to 
other  animals  and  to  human  beings.  Thus 
Barmett  and  Creep*®  have  offered  evidence 
that  in  some  species  even  the  hypothalamus 
may  not  be  necessary  for  an  increased  out- 
put of  TSH  in  response  to  cold. 


Finally,  although  the  removal  of  the 
neocortex  does  not  interfere  significantly 
with  the  goitrogenic  response  to  propyl- 
thiouracil,** Greer**  had  demonstrated  that 
bilateral  cautery  of  the  hypothalamus  does 
prevent  the  goitrogenic  response  of  the  rat 
to  propylthiouracil.  In  a follow-up  of  his 
earlier  work  this  investigator  showed  that 
amphenone-induced  hypertrophy  of  the 
thyroid  is  also  prevented  by  discrete  hypo- 
thalamic lesions,  although  the  adrenocortical 
hypertrophy  is  not.**  This  work  points  to 
separate  regulatory  centers  for  TSH  and 
adrenocorticotrophic  hormone  (ACTH). 
More  precise  localization  of  the  lesions  indi- 
cate that  the  center  for  TSH  regulation  is 
located  in  the  anterior  hypothalamus 
whereas  that  for  ACTH  is  in  the  area  of  the 
median  eminence.**  The  studies  of  others 
are  consonant  with  these  findings.*® 

In  keeping  with  the  existence  of  a feed- 
back system  Schittenhehn  and  Eisler*®  and 
others**  have  found  a localization  of  labeled 
thyroxine  in  the  midbrain  after  injection. 
A similar  concentration  of  radioactivity  of 
inorganic  iodide  and  labeled  thyroxine  and 
triiodothyronine  has  been  observed  in  the 
anterior  pituitary  and  other  cerebral  areas.** 

It  would  appear  from  these  and  other 
data  that  there  are  at  least  two  separate 
receptor  areas  that  are  sensitive  to  thyroid 
hormones  and  other  agents  which  regulate 
the  output  of  TSH.  One  of  these  is  in  the 
hypothalamus,  and  the  other  is  in  the 
anterior  pituitary.*®  However,  the  impor- 
tance and  indeed  the  existence  of  the  former 
have  been  questioned.*®-** 

Variables  affecting  TSH  release, 
activity,  or  effects 

In  addition  to  obvious  lesions  of  the 
anterior  pituitary  such  as  tumors,  infarction, 
abscess  formation,  surgical  extirpation,  and 
irradiation  which  can  decrease  the  TSH  out- 
put, a number  of  other  variables  may  aug- 
ment or  diminish  it.  These  include  con- 
ditioned reflexes,  starvation,  changes  in  en- 
vironmental temperature,  increases  in  body 
temperature  by  means  of  dinitrophenol, 
hypometabolism  resulting  from  primary 
myxedema,  administration  of  thyroidal  hor- 
mones, ingestion  of  iodides,  injection  of 
elemental  iodine,  thyroidectomy,  and  main- 
tenance on  thyroid  blocking  agents.  The 
evidence  for  such  relationships  is  not 
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definitive  because  of  the  inability  to  measure 
TSH  precisely. 

It  should  also  be  pointed  out  that  TSH  is 
not  the  sole  determinant  of  the  appearance 
and  function  of  the  thyroid  gland.  Gold- 
berg, Greep,  and  Nay®*  have  shown,  for 
example,  that  in  hypophysectomized  rats  in 
which,  therefore,  thyroidal  changes  cannot 
be  ascribed  to  TSH  increases,  an  iodine- 
deficient  diet  increases  the  ability  of  the 
gland  to  trap  iodide  and  perhaps  even  in- 
creases the  mean  acinar  cell  height. 

TSH  CHANGES  IN  RESPONSE  TO  ALTER- 
ATIONS IN  THYROID  FUNCTION  OR  IN  SUP- 
PLIES OF  THYROIDAL  HORMONES.  The  evi- 
dence that  the  thyroid  operates  within  a 
cybernetic  mechanism  directly  or  indirectly 
dependent  on  the  levels  of  circulating  hor- 
mone is  convincing.®®  Recently  the  likeli- 
hood that  it  is  free  thyroxine  rather  than 
total  thyroxine  that  represents  feedback  has 
been  emphasized.  ®‘‘  Leaving  out  for  the 
moment  the  question  of  whether  the  de- 
tector is  located  in  an  anterior  pituitary, 
the  hypothalamus,  or  elsewhere  and  whether 
the  hormones  or  their  effects  represent  the 
input,  any  interference  with  the  supplies  of 
hormone  elicits  an  increased  secretion  of 
TSH.®®  Such  a response  may  be  absent  in 
grossly  hypometabolic  thyroid  deficiency 
which  lowers  pituitary  activity,  as  in  fuUy 
developed  primary  myxedema.  Also,  the 
ingestion  of  desiccated  thyroid,  thyroxine, 
triiodothyronine,  or  similar  hormonally  ac- 
tive products  reduces  the  secretion  of 
thyrotropin.  ®® 

Goitrogenesis  as  evidence  of  thyro- 
tropin ACTION.  Astwood  et  have 

demonstrated  clearly  that  the  feeding  of 
thiourea  to  rats  blocks  the  conversion  of 
inorganic  iodide  and  iodine  to  thyroxine  and 
is  followed  promptly  by  a loss  of  previously 
formed  hormonal  iodine  and  by  goiter  for- 
mation. Hypophysectomy  prevents  such 
goiters,  indicating  that  the  pituitary  plays 
an  essential  role  in  goitrogenesis.  This  is 
supported  by  the  demonstration  that  desic- 
cated thyroid,  thyroxine,  and  congeners  of 
thyroxine,  despite  the  presence  of  an  intact 
pituitary,  also  prevent  such  goiters.  On  the 
other  hand,  the  partial  suppression  of  goiter 
formation  by  inorganic  iodide  or  iodine 
probably  results  from  a direct  inactivation  of 
thyrotropin  or  from  interference  with  its 
action  on  the  gland. 


Origins  of  hyperthyroidism 

Today,  more  than  a century  after  the 
original  reports,  the  pathogenesis  of  spon- 
taneous hyperthyroidism  remains  obscure. 
As  has  already  been  indicated,  patients  with 
hyperthyroidism  and  definite  eye  signs  such 
as  exophthalmos,  periorbital  edema,  and 
weakness  of  the  extraocular  muscles  and 
those  patients  who  are  said  to  be  examples  of 
so-called  classic  Graves  disease,  tend  to 
have  glands  that  appear  to  be  smooth  and 
without  nodules.  Although  the  evidence  is 
by  no  means  decisive,  it  is  generally  felt  that 
this  symmetrical  hypertrophy  and  hyper- 
plasia result  from  excesses  of  pituitary 
thyroid-stimulating  hormone  (TSH) . It  has 
also  been  stated,  however,  that  this  entity  is 
a primary  disorder  of  the  thyroid  stemming 
perhaps  from  a disordered  S3mthesis  of 
thyroidal  hormone  or  that  both  pituitary  and 
thyroidal  forms  exist.  In  any  event,  it  is 
felt  that  such  cases  are  to  be  differentiated 
from  those  with  obvious  nodularity. 

Evidence  that  hyperthyroidism  may 
BE  OF  PITUITARY  ORIGIN.  Evidence  com- 
patible with  a pituitary  origin  for  at  least 
some  forms  of  hyperthyroidism  includes: 
(1)  the  general  (although  not  always) 
smooth,  symmetrical  enlargement  of  the 
th3rroid,  suggesting  a response  to  a stimulus 
such  as  thyrotropin;  (2)  the  demonstration 
of  increased  amounts  of  thyrotropin  in  some 
cases®®;  (3)  the  presence  of  exophthalmic 
properties  in  various  preparations  of  pitui- 
tary thyrotropin;  (4)  the  response  of  some 
cases  of  exophthalmos  to  treatment  with 
desiccated  thyroid  or  inorganic  iodide, 
agents  known  to  suppress  the  output  or  can- 
cel the  effectiveness  of  thyrotropin;  and 
finally,  (5)  the  effectiveness  of  pituitary 
irradiation  in  producing  an  arrest  or  a re- 
mission in  the  exophthalmos  and  even  in  the 
hyperthyroidism.  ®*' 

On  the  other  hand,  hyperthyroidism  has 
occurred  in  the  presence  of  anterior  pituitary 
insufficiency  and  has  developed  in  hypo- 
physectomized or  pituitary  stalk  sectioned 
patients,  indicating  that  the  pituitary  need 
not  play  a role  in  its  genesis.  Also, 
hypophysectomy  in  2 patients  with  clinical 
thyrotoxicosis  has  failed  to  induce  the  ex- 
pected decrease  in  P®^  trapping  and  serum 
FBI  levels. ‘‘® 

Findings  suggesting  a possible  pri- 
mary THYROID  ORIGIN  OF  SO-CALLED  GRAVES 


52  New  York  State  Journal  of  Medicine  / January  1,  1963 


TABLE  I.  Pituitary  histology  and  assays  for  pitu- 
itary TSH  in  diffuse  toxic  goiter  and  toxic  adenomas 

References  Indexes 

I Kraus Pituitary  weight  de- 
< Hawking®'  creased  and  fibrous 

vKraus  and  Anderson®^  tissue  increased  in  dif- 
fuse toxic  goiter; 
therefore  decreased 
pituitary  activity. 

Russfield®®>'^  Per  cent  of  ampho- 

phils  (equal  gamma 
cells  of  Ezrin®®)  in- 
creased in  hyperthy- 
roidism and  myxe- 
dema; therefore  pitui- 
tary overactive  in 
both. 

Bakke  and  Lawrence  Very  high  TSH  titer 
in  1 case  of  un- 
treated hyperthyroid- 
ism. 

Ezrin  et  In  1 case  of  toxic 

nodular  goiter  gamma 
cells  (source  of  TSH) 
increased  without  ve- 
siculation;  in  another 
virtually  no  gamma 
cells. 


DISEASE.  Werner  and  his  colleagues'*^  have 
concluded  that  in  hyperthyroidism  of  the  so- 
called  Graves  disease  type  the  capacity  of 
the  gland  to  respond  to  exogenous  thyro- 
tropin by  a further  rise  in  the  serum  PBI 
(protein-bound  iodine)  and  the  failure  of 
desiccated  thyroid  or  other  hormones  to 
suppress  P”  uptake  by  such  a gland  indi- 
cate, respectively,  that  the  gland  is  not 
hyperfunctioning  secondary  to  excessive 
stimulation  by  the  pituitary  but  is  actually 
operating  in  part  or  in  toto  outside  the 
homeostatic  system.  Although  this  is  an 
ingenious  concept  and  may  weU  be  valid,  it 
is  stiU  possible  that  excesses  of  pituitary 
TSH  can  cause  hyperthyroidism  without 
evoking  a maximal  response.  Also,  partial 
suppression  following  thyroid  hormone  ther- 
apy does  occur  and  supports  the  presence  of 
a feed-back  mechanism.^® 

More  recently  the  idea  expressed  by 
Plummer'*®  and  by  Mayo  and  Plummer  in 
1926^^  that  in  hyperthyroidism  there  is  an 
abnormal  thyroid  hormone-plasma  protein 
complex  has  been  re-examined.^®  The  evi- 
dence consists  of  the  demonstration  that  in 
hyperthyroidism,  treated  or  not  treated 
with  I*®*,  triiodothyronine  is  present  in  the 
plasma  in  measurable  or  increased  quantities 
far  more  often  than  in  the  euthyroid  state. 


This  appears,  however,  to  be  only  a quanti- 
tative difference.  The  origins  of  the  in- 
crease in  circulating  triiodothyronine  have 
not  been  identified. 

It  is  of  interest  in  this  regard  that  the 
degradation  of  triiodothyronine  is  decreased 
rather  than  increased  in  active  thyro- 
toxicosis. 

Origins  of  toxic  adenoma  and  multi- 
nodular TOXIC  GOITER.  It  is  generally  im- 
plied that  nodularity  of  the  thyroid  repre- 
sents hyperfunctioning  adenomas  or  an  iso- 
lated nodule  present  as  fetal  rests  in  which 
hyperactivity  arises  sui  generis  without  the 
intervention  of  the  pituitary.  The  absence 
of  major  eye  signs  in  this  group  of  patients  is 
then  taken  as  further  support  for  a separate 
category  of  hyperthyroidism  that  is  desig- 
nated as  toxic  nodular  goiter,  toxic  adenoma, 
or  Plummer’s  disease.®*  Actually,  toxic 
adenomas  have  been  observed  to  develop  in 
hypophysectomized  patients.®*  This  does 
not  exclude,  of  course,  the  participation  of 
higher  centers. 

Also,  clinical  experience  is  often  conso- 
nant with  these  hypotheses.  However,  mor- 
phologic studies  of  thyroid  glands  and 
animal  experimentation  suggest  that  these 
correlations  may  be  more  apparent  than 
real.  Thus,  a careful  examination  of  thy- 
roid glands  from  apparently  euthyroid 
patients  reveals  an  extremely  high  incidence, 
ranging  up  to  50  per  cent  or  more,  of  multiple 
nodules  whose  existence  was  never  suspected 
clinically  or  indeed  even  at  a surface  exami- 
nation of  the  excised  specimen.  ®^  ~®®  Second, 
animal  studies  indicate  clearly  that  sym- 
metrical and  smooth  enleirgement  of  the 
thyroid  is  a feature  of  only  the  early  phases 
of  thyrotropic  stimulation  and  response  and 
that  as  such  stimulation  continues  nodu- 
lation  occurs.®’ 

In  view  of  these  facts  it  may  well  be  that 
the  clinical  distinctions  between  the  so- 
caUed  pituitary  and  the  primary  forms  of 
hyperthyroidism  are  based  on  degrees  of 
morphologic  change  rather  than  on  funda- 
mental differences  and  that  both  can 
actually  have  a common  origin  either  in  a 
disorder  of  the  pituitary  or  of  the  thyroid. 
It  is  possible  that  the  greater  nodularity  of 
toxic  nodular  goiter  is  merely  a function  of  a 
longer  duration  and  that  this  in  turn  re- 
flects delays  in  diagnosis  in  the  absence  of 
eye  signs  which  would  arouse  the  patient’s 
concern.  Such  a view  does  not  exclude,  of 
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course,  the  existence  of  a true  solitary  hyper- 
functioning adenoma  analogous  to  those  en- 
countered in  the  parathyroids,  the  pancreatic 
islets,  and  so  on. 

^ Information  from  studies  of  pitui- 
TARIES.  Ezrin  et  have  approached 

the  problem  of  pituitary  participation  in 
thyroid  disorders  through  studies  of  the 
adenohypophyseal  cells.  In  untreated 
myxedema  they  have  found  an  increase  in 
gamma  cells  which  they  inferred  were  the 
site  of  TSH  production.  In  patients  with 
untreated  hyperthyroidism  there  was  no 
consistent  cellular  pattern.  This  was  true 
of  pituitaries  from  patients  with  diffuse 
thyroid  hyperplasia  as  weU  as  those  from 
cases  of  toxic  nodular  goiter.  It  is  of  interest 
on  the  other  hand  that  assays  of  human 
pituitaries  for  TSH  activity  have  yielded 
high  values  in  thyrotoxic  as  weU  as  myx- 
edematous subjects,  but  this  has  by  no 
means  been  a uniform  finding  (Table  I). 
Finally,  it  should  be  kept  in  mind  that  a high 
value  could  mean  either  increased  production 
or  decreased  release  and  that  low  values 
might  be  compatible  with  hyperactivity  of 
the  pituitary. 

Summary 

The  thyrotropic  principle  of  the  anterior 
pituitary  is  a key  factor  in  determining  the 
level  of  thyroid  function.  It  determines  the 
rate  of  iodide  uptake,  the  formation  of 
thyroid  hormones,  and  its  storage  and 
release.  The  anterior  pituitary  is  in  turn 
under  the  regulation  of  the  hypothalamus 
or  even  higher  centers.  The  prevention  of 
experimental  goitrogenesis  by  locahzed  cau- 
tery of  the  hypothalamus  suggests  that  at 
least  some  of  the  nuclei  operative  in  this 
control  of  the  pituitary  are  in  the  anterior 
portion  of  the  hypothalamus.  These  hypo- 
thalamic cells  (as  weU  as  the  anterior  pitui- 
tary) concentrate  radioactive  thyroxine,  sug- 
gesting that  they  may  detect  feedback  in  a 
homeostatic  system  whose  elements  include 
the  hypothalamus,  the  adenohypophysis,  the 
thyroid,  the  thyroidal  hormones,  and  the 
level  of  metabolism. 

From  the  clinical  viewpoint  evidence  has 
accumulated  indicating  that  thyrotoxicosis 
that  is  independent  of  or  is  found  in  the 
absence  of  the  anterior  pituitary  can  exist 
and,  indeed,  develop.  There  is  at  present 
less  definitive  support  for  the  existence  of  a 


form  of  thyrotoxicosis  which  originates  in 
the  anterior  pituitary  but  some  does  exist. 
It  should  be  pointed  out,  however,  that  the 
shortage  of  definitive  information  is  largely 
related  to  a lack  of  technics  for  determining 
the  character,  the  rate  of  secretion,  the 
pituitary  content,  the  distribution,  the 
effects,  and  the  metabohsm  of  thyrotropin. 
Comparable  limitations,  although  of  greater 
degree,  certainly  apply  to  current  knowledge 
concerning  suprahypophyseal  regulators  of 
thyrotropin. 
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In  1900,  Ehrlich  and  Morgenroth^  reported 
some  experiments  in  which  they  injected 
goats  with  blood  cells  of  other  goats.  They 
observed  the  appearance  of  isoantibodies, 
that  is,  antibodies  directed  against  the  blood 
cells  of  different  individuals  of  the  same 
species.  They  never  detected  autoanti- 
bodies against  the  blood  cells  of  the  anti- 
body-producing goat  itself.  They  con- 
cluded, therefore,  that  imder  these  con- 
ditions of  immunization  isoantibodies  can 
be  produced  but  not  autoantibodies.  At 
the  same  time  Landsteiner^  found  essentially 
the  same  thing  in  connection  with  human 
blood  groups.  There  always  is  an  antibody 
in  the  serum  against  those  blood  group 
substances  A and  B which  are  absent  from  a 
person  but  never  against  the  antigen  he 
possesses  in  his  own  body.  When  the  idea 
that  certain  diseases  are  due  to  autoimmime 
mechanisms  was  formulated,  a good  many 
doubts  arose  in  our  minds.  We  therefore 
tried  to  investigate  and  to  challenge  the 
concept  experimentally. 

We  refer  to  an  antigen  occurring  in  the 
same  organ  of  different  species  as  an  organ- 
specific  antigen.  The  brain  is  a good  source 
of  such  an  antigen.  Brain-specific  antisera 
react  with  the  brain  extract  of  all  vertebrate 
species,  even  fish  and  birds.  A very  in- 
teresting organ-specific  protein,  thyro- 
globulin,  was  described  by  Hektoen.^ 
Hektoen  injected  thyroglobulin  isolated 
from  different  species  into  rabbits.  He  was 

* Supported  in  part  by  U.  S.  Public  Health  Service  Re- 
search Grant  C-2357  of  the  National  Institutes  of  Health, 
Bethesda,  Maryland. 


able  to  elicit  antibodies  that  precipitated 
thyroglobulins  of  many  species  but  not 
globulins  of  other  organs.  We  selected 
thyroglobulin  many  years  ago  as  the  main 
topic  of  our  investigations  of  organ  speci- 
ficity. We  then  turned  to  the  question  of 
whether  thyroglobulin  could  be  an  auto- 
antigen. 

Method 

First  we  injected  rabbits  intravenously 
with  thyroglobulin  isolated  from  rabbits,  but 
found  nothing.  When  we  incorporated 
rabbit  thyroglobulin  into  Freund  adjuvant, 
a cocktail  consisting  of  mineral  oil  and 
mycobacteria,  and  injected  the  mixture 
into  rabbits,  an  entirely  different  picture 
was  obtained.^  These  rabbits  indeed  formed 
antibodies  directed  against  thyroglobulin. 
They  proved  to  be  completely  specific 
autoantibodies  that  did  not  react  with  an 
extract  of  any  other  organ  of  the  rabbit. 
The  antibodies  even  reacted  with  thyroid 
extract  of  the  same  animal  that  produced 
them.  In  addition  they  gave  some  cross 
reaction  with  the  thyroglobulins  of  different 
species. 

For  the  demonstration  of  these  antibodies 
we  used  complement  fixation  and  precipita- 
tion. In  addition,  one  of  the  most  sensitive 
newer  technics  at  the  disposal  of  the  im- 
munologist, the  tanned-ceU  hemagglutina- 
tion test  originally  described  by  Boy  den,® 
was  applied.  This  method  consists  es- 
sentially of  altering  the  surface  of  red  blood 
cells  with  tannic  acid  so  that  they  absorb 
protein  antigens.  The  antigen-coated  cells 
are  then  added  to  serial  dilutions  of  the 
antisera,  and  the  agglutination  is  measured. 

We  then  decided  to  look  at  the  thyroid 
glands  of  those  rabbits  that  produced  thyro- 
globulin antibodies.  The  thyroid  follicles 
and  interstitial  tissues  were  invaded  by 
inflammatory  cells.  Sometimes  the  colloid 
had  virtually  disappeared.  After  studying 
them  for  a while  we  showed  the  sections  to 
one  of  our  colleagues,  Douglas  Riggs,  M.D. 
He  told  us,  “that  looks  like  Hashimoto’s 
disease.” 

By  examining  the  sera  of  some  patients 
who  were  suffering  from  chronic  thyroiditis 
or  Hashimoto’s  disease,  we  found  that  then- 
sera  gave  exactly  the  same  sort  of  reaction 
as  the  sera  of  rabbits  immunized  with  rabbit 
thyroid  extract.  They  precipitated  human 
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TABLE  I.  The  tanned-cell  hemagglutination  test  reactions  in  chronic  thyroiditis  and  other  diseases 


Range  of  Titers ■ Posi- 

1,000  tive 


Condition 

Negative 

1 to 
10 

10  to 
100 

100  to 
1,000 

to  10,- 

10,000  000 -f 

Total 

Posi- 

tive 

(Per 

Cent) 

Thyroiditis 

Hashimoto’s  disease 

22 

0 

3 

1 

6 

0 

32 

10 

31 

Chronic  nonspecific 

23 

10 

10 

20 

24 

8 

95 

72 

76 

Reidel’s  struma 

3 

0 

1 

1 

1 

0 

6 

3 

50 

DeQuervain’s  type 

13 

1 

2 

2 

2 

0 

20 

7 

35 

Acute  thyroiditis 

6 

0 

1 

1 

0 

0 

8 

2 

25 

Other  thyroid  diseases 

Hyperplastic  goiters 

70 

3 

4 

5 

3 

0 

85 

15 

18 

Colloid  goiters 

183 

3 

3 

6 

2 

1 

198 

15 

3 

Thyroid  carcinoma 

13 

0 

2 

1 

0 

0 

16 

3 

19 

Clinical  diagnoses 

Clinical  thyroiditis 

93 

11 

17 

12 

7 

4 

144 

51 

35 

Hyperthyroidism 

108 

12 

25 

27 

8 

1 

181 

73 

40 

Hypothyroidism 

9 

5 

3 

7 

3 

5 

32 

23 

72 

Other  diseases 

1,360 

17 

26 

24 

4 

1 

1,432 

72 

5 

thyroid  extract  or  purified  thyroglobulin  and 
agglutinated  red  blood  cells  coated  with 
human  thyroid  extract.® 

Results 

In  Table  I are  presented  some  of  the 
current  statistics  obtained  by  testing  the 
sera  of  large  numbers  of  human  patients  in 
the  tanned-ceU  hemagglutination  test.  In 
the  first  portion  of  the  table  are  groups  of 
patients  with  various  forms  of  thyroiditis. 
All  of  these  diagnoses  are  based  on  pathologic 
examinations  carried  out  by  our  colleague. 
Kernel  Terplan,  M.D.’ 

The  distinction  between  true  Hashimoto’s 
disease  and  nonspecific  chronic  thyroiditis 
is  made  by  Dr.  Terplan  mainly  on  the  nature 
of  the  cellular  infiltrates.  Many  clinicians 
and  pathologists  do  not  recognize  this  dis- 
tinction and  would  prefer  to  bracket  these 
two  headings  together.  In  any  case,  at 
least  two  thirds  of  these  people  give  positive 
reactions.  Frequently  the  titers  are  quite 
high.  About  half  of  the  patients  with 
positive  reactions  have  titers  of  1,000  or 
more. 

On  the  other  hand,  not  aU  sera  are  posi- 
tive. As  serologists,  this  finding  does  not 
surprise  us.  We  know  that  not  all  patients 
with  typhoid  fever  give  a positive  Widal  test 
at  every  stage  of  the  disease.  Sometimes  the 
serum  is  examined  too  early  or  too  late  to 
catch  antibody  in  the  serum.  Sometimes 
treatment  effectively  puts  a stop  to  antibody 
formation.  In  the  case  of  thyroiditis,  our 


experience  suggests  that  steroids  may  have 
just  this  effect.  Finally  there  are  indi- 
viduals who  just  don’t  seem  to  produce 
significant  amoimts  of  circulating  antibody. 
Perhaps  they  react  with  some  other  im- 
mimologic  expression.  As  biologists  we  must 
recognize  and  face  this  variability. 

The  other  forms  of  thyroiditis  listed  on 
the  table  are  also  associated  with  antibody 
production.  However,  the  number  of  cases 
in  our  series  is  too  small  to  draw  any  definite 
conclusions  about  its  incidence. 

The  next  group  of  cases,  consisting  of 
patients  with  other  thyroid  diseases,  is 
again  based  on  pathologic  diagnoses.  In 
these  diseases,  antibodies  are  found  in  lower 
incidence  than  in  thyroiditis  and  usually  in 
lower  titer.  Particular  attention  should  be 
drawn  to  the  16  patients  with  carcinoma  of 
the  thyroid.  Three  of  them  showed  cir- 
culating antibody.  Actually,  this  finding  is 
not  completely  imexpected,  since  patholo- 
gists not  infrequently  find  areas  of  thyroiditis 
associated  with  malignant  conditions. 
Nevertheless,  we  must  emphasize  that  the 
demonstration  of  thyroid  antibodies  does 
not  exclude  the  existence  of  cancer  or  other 
changes  of  the  thyroid  gland.  Unfortu- 
nately, nature  does  not  give  us  an  antibody 
simply  for  diagnostic  purposes.  It  repre- 
sents a biologic  reaction  and  must  be  in- 
terpreted as  such. 

The  final  groups  of  patients  are  those  with 
only  clinical  diagnoses.  No  tissue  was  avail- 
able to  submit  to  the  pathologist.  The 
lower  incidence  of  antibodies  in  the  thy- 
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TABLE  II.  Control  sera  reactions 


Sex 

Total 

Positive 

Per  Cent 

Males 

395 

13 

3.2 

Females 

704 

47 

6.7 

Total 

1,099 

60 

5.4 

roiditis  group 

reflects. 

we  feel. 

the  uncer- 

tainty  of  clinical  diagnosis  in  this  difficult 
area.  A certain  percentage  of  patients  with 
hyperthyroidism  also  show  positive  results, 
hut  in  most  cases  the  titers  are  low.  A 
contrast  is  provided  by  hypothyroidism. 
In  this  category  are  mainly  adults  with 
primary  myxedema.  Quite  a large  propor- 
tion have  circulatory  antibody,  frequently  in 
high  titer.  As  a matter  of  fact,  from  the 
strictly  serologic  point  of  view,  myxedema 
seems  to  be  related  closely  to  chronic  thy- 
roiditis. 

Under  the  heading  “other  diseases”  are 
contained  the  results  of  testing  over  1,000 
sera  submitted  to  our  Wassermann  labo- 
ratory. It  represents  a good  cross  section  of 
a general  hospital  population.  Of  these 
sera,  5 per  cent  gave  positive  reactions. 
How  can  one  interpret  this  finding?  We 
have  tried  to  examine  the  records  of  these 
patients  to  see  if  any  evidence  of  thyroid 
disease  could  be  uncovered.  In  one  third 
of  the  cases  there  was  at  least  a strong  sug- 
gestion of  past  or  present  thyroid  disease. 
Occasionally,  we  found  evidence  of  thyroid 
disease  in  other  members  of  the  same  family. 

Table  II  contains  an  additional  piece  of 
information  about  these  “control  sera.” 
We  see  that  females  outmunber  males  about 
2 to  1.  Since  thyroiditis  itself  is  encountered 
much  more  often  in  women,  this  difference 
supports  the  notion  that  some  of  the  “nor- 
mals” may  actually  have  subclinical  thyroid 
disease.  On  the  basis  of  this  experience,  we 
feel  that  each  positive  reaction  should  be 
investigated  carefully  for  the  possibility  of 
covert  as  well  as  of  overt  disturbance  of  the 
thyroid. 

Comment 

The  tanned-ceU  hemagglutination  test  has 
proved  to  be  a most  sensitive  and  specific 
test  for  detecting  autoantibodies  to  thyro- 
globulin  both  in  the  human  being  and  in 
experimentally  immunized  animals.  How- 
ever, it  requires  considerable  care  in  execu- 


TABLE  III.  Tanned-cell  hemagglutination  and 
latex  fixation  slide  test  results* 


Number  of 
Patients 

Hemagglutina- 

tion 

TA 

21 

-b. 

+ 

92 

— 

— 

23 

-f 

— 

4t 

- 

-f 

* TA  test,  Hyland  Laboratories,  Los  Angeles,  California, 
t 1 patient  with  hypopituitarism,  1 with  adenocarcinoma 
of  thyroid,  and  2 with  hyperthyroidism. 


tion  and  should  be  attempted  only  in 
laboratories  with  adequate  faciUties  and 
extensive  immunologic  experience.  The 
same  antibodies  can  be  demonstrated  by 
other  means;  for  example,  by  passive 
cutaneous  anaphylaxis  and  the  fiuorescent 
antibody  method.  These  technics  also 
require  considerable  experience.  With  sera 
containing  adequate  amounts  of  antibody, 
specific  precipitation  will  occur  when  thyro- 
globulin  is  added  directly.  The  test  can  be 
done  in  the  usual  fluid  medium  or  in  an  agar 
gel. 

Hoping  to  find  a short-cut  procedure,  we 
and  other  investigators  have  tried  other 
ways  of  demonstrating  autoantibodies  to 
thyroglobulin.  One  such  method  is  latex 
fixation,  a modification  of  the  precipitin 
test.  An  already  prepared  reagent  for  this 
type  has  appeared  on  the  commercial  mar- 
ket. We  felt  that  it  might  be  of  interest  to 
compare  it  with  our  standard  hemagglutina- 
tion method.  A summary  of  the  results  is 
given  in  Table  HI. 

Although  the  two  test  procedures  agree  in 
strongly  positive-reactive  cases,  23  patients 
with  positive  hemagglutination  reactions 
gave  negative  results  in  the  TA  (thyroglob- 
ulin autoprecipitin)  test.  Since  this  figure 
represents  about  half  the  total  number  of 
positive  reactors,  it  is  obvious  that  this 
“quick  and  easy”  latex  method  involves  a 
significant  loss  of  sensitivity. 

Of  equal  interest  is  the  observation  of  4 
patients  who  gave  negative  reactions  to 
hemagglutination  but  gave  a positive  latex 
reaction.  Since  both  tests  are  designed  to 
demonstrate  antibodies  to  thyroglobulin,  it 
is  difficult  to  account  for  this  difference. 
We  might  have  to  assume  that  certain  serum 
factors  react  in  the  latex  fixation  procedure, 
but  not  by  hemagglutination.  At  this 
moment,  the  question  is  unresolved. 

The  discovery  of  additional  autoanti- 
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TABLE  IV.  Comparison  of  hemagglutination  and 
complement  fixation  test  results 


Number  of 
Patients 

Hemagglutina- 

tion 

Complement 

Fixation 

103 

-b 

+ 

99 

4- 

— 

76 

— 

-H 

1,046 

1,324 

bodies  in  thyroid  disease  is  closely  related  to 
the  results  of  the  complement  fixation  test. 
In  our  first  experience  with  thyroid  auto- 
antibodies of  human  origin,  we  were  quite 
surprised  to  find  that  little  or  no  fixation  of 
complement  could  be  detected  when  these 
antisera  were  mixed  with  thyroglobulin. 
The  findings  were  even  more  unexpected 
because  rabbit  thyroid  autoantibodies  fix 
complement  in  quite  the  usual  manner. 
The  mystery  was  further  intensified  when 
Trotter  and  Belyavin*  discovered  that  cer- 
tain thyroiditis  sera  react  by  complement 
fixation  with  a particular  component  of 
hyperplastic  human  thyroid  glands.  Roitt 
and  Doniach®  have  elaborated  this  system 
considerably  and  have  identified  the  antigen 
with  the  microsomal  fraction.  It  seems  to  be 
distinct  from  thyroglobulin  and  has  no 
analogy  in  experimentally  produced  thy- 
roiditis. The  same  antigen  apparently  can 
be  localized  by  the  fluorescent  antibody 
method  in  the  cytoplasm  of  the  follicular 
cells  of  the  thyroid. 

Table  IV  compares  the  results  of  com- 
plement fixation  with  hemagglutination  on  a 
number  of  sera  from  patients  with  various 
thyroid  diseases.  The  two  tests  diverge  in 
about  10  per  cent  of  the  cases  with  about  as 
many  positive  reactions  in  one  test  as  the 
other.  We  also  determined  that  2 of  the  4 
sera  listed  in  Table  III  as  having  positive 
latex  fixation  test  and  negative  hemag- 
glutination did  give  positive  complement 
fixation  reactions. 

Summary 

It  is  apparently  possible  in  experimental 
animals,  such  as  rabbits,  dogs,  guinea  pigs. 


rats,  and  mice,  to  produce  thyroiditis  by 
active  immunization  with  thyroid  extracts 
of  the  same  species  or  even  of  the  same  in- 
dividual. To  what  extent  can  we  learn  from 
the  experimental  animal  as  far  as  human 
disease  is  concerned?  Histologic  pictures, 
very  much  resembling  those  in  human 
thyroiditis,  are  foimd  in  the  experimental 
immunized  animal.  We  can  hardly  expect 
an  identical  picture  to  appear  among  dif- 
ferent species.  We  also  find,  in  many  in- 
stances of  human  thyroiditis,  autoanti- 
bodies, sometimes  of  enormous  titer,  similar 
to  those  produced  in  the  rabbit  by  auto- 
immunization. 

There  remains  the  major  problem  of  find- 
ing out  what  serves  the  role  of  adjuvant 
in  human  thyroiditis.  At  the  present  time, 
one  may  suppose  that  virus  infections  of 
some  kind  may  take  the  place  of  Freimd 
adjuvant.  We  would  feel  that  chronic 
thyroiditis  in  man  is  an  example  of  auto- 
sensitization, but  many  questions  of  its 
origin  and  mechanism  still  remain  to  be 
solved. 
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Significant  advances  in  our  understand- 
ing of  thyroid  physiology  and  biochemistry, 
which  are  summarized  in  this  symposium 
and  elsewhere,' have  resulted  in  the  de- 
velopment of  a large  number  of  laboratory 
tests  of  thyroid  function.  As  with  other 
laboratory  tests,  the  physician  must,  if  he 
is  to  decide  which  of  the  many  thyroid  tests 
now  available  to  employ,  come  to  understand 
their  bases;  and  since  each  test  measures 
one  or  more  functions  of  the  thyroid  gland, 
understanding  has  to  be  reached  of  the 
complexities  which  natirre  has  created  in 
the  thyroid  gland  to  manufacture  and  release 
the  thyroid  hormones  and  to  conserve  iodide. 
These  and  other  aspects  of  thyroid  hormone 
metabohsm  are  included  in  this  symposium. 

This  presentation  is  concerned  with  four 
thyroid  function  tests;  the  basal  metabolic 
rate,  serum  protein-bound  iodine,  thyroid 
I '3'  uptake,  and  the  recently  described  test 
developed  in  our  laboratories,  namely  the 
red-cell  uptake  of  triiodothyronine. 

Brief  comment  will  be  made  on  several  other 
tests,  and  an  attempt  wiU  be  made  to  answer 
the  following  questions: 

1.  What  does  the  test  measure? 

2.  What  is  its  accuracy  or  reproducibility? 

3.  What  is  the  frequency  of  positive  cor- 
relation and  of  false  negative  results  in 
known  states  of  thyroid  function?  Here  it 
should  be  remembered  that  the  diagnosis 
of  thyroid  status  begins  and  ends  with  a 
clinical  evaluation.  In  many  articles  evalu- 
ating thyroid  function  tests,  a small  number 
of  classical  examples  are  compared  with 
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from  the  National  Institute  of  Arthritis  and  Metabolic 
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grant  AT-(30-l)-916  from  the  U.  S.  Atomic  Energy  Com- 
mission. 


individuals  who  do  not  have  the  condition 
under  discussion,  usually  normal  individuals. 
Data  obtained  from  such  studies  are  not 
necessarily  generally  applicable  to  the  many 
patients  seen  in  whom  the  condition  is  not 
classical  or  where  the  chnical  symptoms  and 
other  findings  are  indeed  borderline  or 
atypical. 

4.  What  is  the  frequency  of  false  positive 
results?  That  is,  how  often  do  other  con- 
ditions presenting  some  of  the  symptoms, 
physical  findings,  or  other  data  simulating 
altered  thyroid  function  give  a false  positive 
result  with  the  test  under  question?  It  is  of 
obvious  importance  in  these  latter  instances 
to  know  the  relative  frequency  of  the  two 
conditions  in  hospital  or  office  practice. 

5.  What  is  the  role  of  the  laboratory  test 
in  following  the  results  of  therapy? 

Basal  metabolic  rate 

The  basal  metabolic  rate  evaluates  the 
over-all  energy  exchange  of  the  tissues  and 
is  based  on  the  relation  of  the  oxygen  con- 
sumption measured  imder  standardized  con- 
ditions to  normal  standards.  It  is  the  only 
generally  used  test  of  thyroid  function  which 
evaluates  the  effects  of  the  thyroid  hormone 
on  the  tissues.  Other  such  tests  including 
the  velocity  of  blood  flow,  sleeping  pulse 
rate,  measurement  of  serum  cholesterol,  or 
creatinuria  are  less  specific  indicators  of 
altered  thyroid  function.  While  no  absolute 
correlation  exists,  basal  metabolic  rate  data 
are  useful  in  evaluating  the  severity  of  the  | 
alteration  in  thyroid  state.  The  factors 
commonly  acting  as  sources  of  error  in  such 
determinations  have  been  reviewed  recently  ' 
by  Perkoff.^  These  include:  (1)  the  lack  of  a | 
basal  state;  (2)  technical  errors  such  as  ' 
incomplete  absorption  of  carbon  dioxide  or  ^ 
leaks  due  to  a poorly  fitting  mouthpiece  or 
nose  clip.  Occasionally,  the  nose  clip  is 
placed  too  tightly  and  the  patient  suffers 
pain;  and  (3)  changes  in  the  volume  of  gas 
in  the  lung  due  to  an  unconscious  change  in  ] 
the  depth  of  respiration  altering  the  cal-  1 
culated  oxygen  consumption  by  changing  ! 
the  slope  of  the  curve.  It  is  recommended 
that  if  the  curve  shows  a marked  variation 
of  the  base  line,  the  patient  should  be  in- 
structed to  take  several  deep  breaths  during 
the  seven  to  eight  minutes  of  the  test.  The 
oxygen  consumption  can  be  calculated  from 
the  slope  of  the  inspiratory  peaks. 
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In  most  patients  basal  metabolic  rate 
determinations  have  a high  order  of  re- 
producibility. In  some  many  tests  have  to 
be  done  to  obtain  a base  line.  The  use  of 
intravenous  or  oral  sedation  has  heen  ad- 
vocated in  the  tense,  anxious  patient  to 
reduce  the  nonthyrogenic  increase  in  basal 
metabolic  rate.  We  have  not  found  it 
necessary  to  adopt  this  procedure. 

Normal  values  for  the  basal  metabolic  rate 
in  published  reports  vary  from  minus  20  to 
plus  20  per  cent  with  most  reports  indicating 
a narrower  range  of  minus  10  to  plus  10 
per  cent,  with  only  a small  percentage  of 
values  outside  this  range  occurring  in  in- 
dividuals who  are  characterized  as  having 
euthyroid  hypermetabolism  or  hypometabo- 
lism.  A positive  correlation  of  basal  meta- 
bolic data  with  altered  thyroid  status  occurs 
in  approximately  90  per  cent  of  cases. 

Since  many  factors  other  than  thyroid 
status  affect  the  hasal  oxygen  consumption, 
the  test  is  not  highly  specific.  The  following 
lists  some  of  the  nonthyroid  conditions  with 
basal  metabolic  rates  in  the  range  observed 
in  hypothyroidism  or  hyperthyroidism. 

Nonthyroid  hypermetabolism.  Non- 
thyroid hypermetabolism  is  found  in  (a) 
anxiety  states;  (b)  congestive  heart  failure, 
hypertension,  cardiac  enlargement,  aortic 
stenosis,  arteriovenous  aneurysms,  and  col- 
lagen disease;  (c)  various  neuromuscular 
disorders,  particularly  Parkinson’s  disease 
and  amyotrophic  lateral  sclerosis;  (d)  blood 
disorders,  anemia,  leukemia,  and  poly- 
cythemia; (e)  Paget’s  disease  of  bone;  (/) 
pregnancy;  (g)  hyperpituitarism  and  ad- 
renal cortical  or  medullary  hyperfunction; 
(h)  malignant  disease;  (i)  fever;  and  (j) 
with  the  use  of  drugs  such  as  epinephrine, 
thyroxine,  and  triiodothyronine. 

Nonthyroid  hypometabolism.  Nonthy- 
roid hypometabolism  appears  in  (a)  hypo- 
gonadal  states;  (6)  Addison’s  disease;  (c) 
nephrosis;  (d)  hypotension  (idiopathic  or 
postsympathectomy);  (e)  inactivity  and 
malnutrition;  and  (/)  euthyroid  hypo- 
metabolism. 

These  conditions  are  seen  frequently  in 
hospital  or  ofiice  practice,  and  if  hasal  de- 
terminations were  done,  false  positives  would 
be  common.  On  the  other  hand,  false 
negatives,  that  is,  rates  below  plus  10  per  cent 
in  hyperthyroidism  or  above  minus  10  per 
cent  in  hypothyroidism  are  unusual. 

Thus,  basal  metabolism  rate  values  in  this 


range  are  helpful  in  excluding  an  altered 
thyroid  state.  In  absolute  terms,  however, 
it  must  be  remembered  that  such  values  are 
obtained:  For  example,  the  hypertensive 

hypothyroid  patient  may  have  a basal 
metabolic  rate  of  ±0,  and  instances  of 
hyperthyroidism  have  been  reported  with 
basal  metabolic  rates  at  this  level.  Oc- 
casionally, moreover,  a hypothyroid  patient 
is  seen  who  is  so  tense  and  so  uncomfortable 
from  hypothyroidism  that  initial  basal 
metabolic  rate  determinations  are  high  and 
fall  as  thyroid  medication  is  administered 
and  the  patient’s  symptoms  begin  to  dis- 
appear. 

The  basal  rate  is  “particularly  useful  when 
combined  with  the  very  helpful,  but  often 
neglected  therapeutic  trial.”  ^ Thus,  a 
distinct  drop  in  the  level  after  from  ten  to 
fourteen  days  of  stable  iodide  (Lugol’s  solu- 
tion or  potassium  iodide)  or  a distinct  rise 
after  0.06  to  0.12  Gm.  (1  or  2 grains)  of 
desiccated  thyroid  daily  for  two  to  three 
weeks,  constitutes  a helpful  adjunct  to  diag- 
nosis in  the  suspected  hyperthyroid  or  hypo- 
thyroid subject,  respectively. 

It  is  a meaningful  gauge  of  the  response  to 
various  therapies  (such  as  iodine,  thyroid,  and 
radioactive  iodine)  that,  in  themselves,  they 
may  preclude  the  use  of  more  refined  tech- 
nics, such  as  the  serum  protein-bound  iodine 
level  or  the  uptake  of  radioactive  iodine. 

The  serum  protein-  precipitable 
iodine  test  (PBI) 

The  serum  protein-precipitable  iodine 
test  measures  the  balance  between  thyroid 
output  of  thyroxine  and  triiodothyronine 
and  the  tissue  uptake  and  metaholism  of 
these  compoimds. 

The  amoimt  of  iodine  precipitated  with 
the  serum  proteins  is  measured  in  this  test. 
The  method  of  carrying  out  the  chemical 
analysis  varies,  but  as  generally  employed, 
the  iodine  is  measured  by  determining  its 
catalytic  effect  on  the  reaction  between 
ceric  sulfate  and  arsenous  acid.  While  the 
thyroactive  compounds  in  the  serum,  chiefly 
thyroxine  and  triiodothyronine,  are  meas- 
ured, it  should  be  remembered  that  other 
iodinated  compounds,  if  present,  are  also 
measured.  Small  amounts  of  other  thyro- 
nines are  found  in  serum,  and  the  data  are 
conflicting  concerning  the  amoimt  of  iodo- 
tyrosines  and  other  iodinated  amino  acids  in 
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the  blood.  Replicability  is  within  ±0.5 
microgram  per  100  ml.,  with  values  in 
euthyroid  individuals  varying  between  4 and 
8 micrograms  per  100  ml.  If  the  limits  are 
lowered,  as  some  reports  indicate,  to  3.5  to 
7.5  micrograms,  a higher  percentage  of 
euthyroid  individuals  will  have  values  in  the 
hypothyroid  and  hyperthyroid  range.  From 
85  to  95  per  cent  of  hyperthyroid  and  un- 
treated hypothyroid  individuals  have  values 
above  7.5  micrograms  and  below  3 micro- 
grams per  100  ml.,  respectively. 

Recent  modifications  of  the  test  include 
the  measurement  of  butanol-extractable  and 
total  iodine.®  The  former  modification  is 
useful  since  it  eliminates  certain  iodinated 
amino  acids  and,  therefore,  there  is  a more 
selective  measurement  of  thyroxine  and  tri- 
iodothyronine. However,  other  organic 
iodine-containing  compounds  are  not  com- 
pletely eliminated,  and,  therefore,  the  fre- 
quency of  spurious  elevations  is  not  reduced 
significantly.  By  the  same  token,  a normal 
PBI  may  be  obtained  in  a hypothyroid  indi- 
vidual receiving  iodine-containing  medica- 
tion or  having  recently  undergone  an  x-ray 
procedure  in  which  an  organic  iodine  com- 
pound was  used  as  the  contrast  medium. 
The  measurement  of  total  seriun  iodide  is  of 
help  in  this  connection.  If  the  normal  differ- 
ence between  PBI  or  BE  I (butanol-extract- 
able  iodine)  and  total  serum  iodide  of  1 to  2 
micrograms  per  100  ml.  is  exceeded  signifi- 
cantly, the  physician  should  be  alerted  to 
the  possibility  that  the  elevated  BPI  may 
not  be  related  to  altered  thyroid  activity. 

The  determination  of  butanol-extractable 
iodine  is  technically  more  involved  than 
protein-bound  iodine  and,  therefore,  has  not 
been  generally  adopted.  The  following  lists 
the  factors  which  may  result  in  spurious 
levels  of  serum  PBI.  First  is  adequate  tech- 
nical performance  of  the  test;  obviously  a 
reliable  laboratory  is  essential. 

Factors  causing  a low  PBI  level  in  the 
range  seen  in  hypothyroidism  include: 
(a)  the  administration  of  a mercury -con- 
taining compound  within  twenty-four  to 
forty-eight  horns  of  drawing  the  blood 
sample;  (6)  certain  cases  of  marked  malnu- 
trition, severe  liver  disease,  dysproteinemias, 
and  nephrosis;  (c)  the  administration  of  tri- 
iodothyronine, ACTH,  cortisone,  testoster- 
one, and  large  doses  of  salicylates;  and  (d) 
rare  idiopathic  cases  of  abnormally  low  levels 
of  the  plasma  thyroxine-binding  protein.^-* 


Factors  causing  an  elevated  PBI  level  in 
the  range  seen  in  hyperthyroidism  include 
(a)  the  administration  of  iodine-containing 
compounds,  such  as  vitamins,  cough  syrups, 
gargles,  tincture  of  iodine,  radiopaque  media 
for  pyelography,  bronchography,  myelog- 
raphy, cholecystography,  and  so  on;  (b) 
bromine,  which  may  contribute  to  the  cata- 
lytic reaction.  It  has,  therefore,  been  sug- 
gested that  some  hours  elapse  after  Brom- 
sulphalein  (sulfobromophthalein  sodium)  is 
administered  before  drawing  blood  samples 
for  PBI  determinations.  It  should  be  noted 
that  increasing  use  is  being  made  of  iodide 
salts  to  confer  desirable  properties  of  solu- 
bility on  drugs.  The  incidence  of  errone- 
ously high  PBI  from  these  various  causes  is 
not  established.  Over  10  per  cent  of  cases 
coming  to  our  laboratory  for  an  evaluation 
of  thyroid  function  are  complicated  by  the 
recent  use  of  large  doses  of  iodine-containing 
compounds.  On  the  other  hand,  the  inges- 
tion of  iodized  salt  would  not  alter,  in  aU  \ 
probability,  the  serum  PBI  levels.  A recent  | 
report  by  Friend®  shows  that  the  administra-  | 
tion  of  organic-boimd  iodine  by  mouth  in 
doses  of  125  mg.  per  day  for  ten  days  results 
in  an  elevation  of  the  serum  protein-bound 
iodine  of  only  approximately  1 microgram 
per  100  ml.  This  confirms  the  early  observa- 
tions of  Danowski  et  in  which  similar 
quantities  of  administered  inorganic  iodine 
did  not  alter  the  serum  protein-bound  iodine 
level;  (c)  pregnancy  and  estrogen  adminis- 
tration; {d)  certain  cases  of  liver  disease 
with  hepatitis;  (e)  thyroiditis;  (/)  ingestion 
of  thyroxine  or  desiccated  thyroid;  {g) 
certain  cases  of  cretinism;  and  {h)  rare 
famihal  cases  of  increased  plasma  thyroxine- 
binding  protein.  “ 

Thyroid  uptake  tests 

The  availability  of  various  radioactive 
isotopes  of  iodine,  for  example,  I‘®‘,  P®®,  and 
I*®®,  has  made  it  possible  to  follow  the 
metabolism  of  iodine  in  vivo  in  man.  The 
radioactive  isotope  is  administered  by  mouth 
or  intravenously,  and  at  various  time  in- 
tervals thereafter  the  radioactivity  in  the 
thyroid  area  is  measured  as  a per  cent  of 
the  dose  administered.  Many  modifications 
have  been  published  and  are  considered  ' 
elsewhere,  In  most  laboratories,  as 

in  ours,  the  twenty-four-hour  thyroid  uptake 
is  measured.  It  is  the  net  resultant  of 
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FIGURE  1.  tracer  uptakes  in  euthyroid,  hyper- 
thyroid, and  hypothyroid  patients.  (Reproduced 
by  permission  of  Freedberg,  A.  S.,  Chamovitz,  D.  L., 
and  Kurland,  G.  S.:  Metabolism  1: 26  (1952).)'’ 

thyroidal  uptake  of  iodide,  conversion  to  a 
hormonal  form,  and  release  of  hormone. 
All  of  these  are  influenced  by  thyrotropic 
hormone  which  is  released  by  the  pituitary 
and  is  under  the  control  of  the  serum  level  of 
thyroid  hormone  in  a feed-back  mechanism. 
Iodide  metabolism  has  been  reviewed  in 
other  parts  of  this  symposium  and  will  not 
be  discussed  here.  It  is  pertinent  to  point 
out,  however,  that  the  thyroid  content  of  the 
radioactive  isotope  of  iodine  and  the  stable 
isotope  is  governed  by  the  renal  clearance  of 
iodide  and  the  pool  of  iodide  into  which  the 
radioactive  substance  is  diluted.  The  latter 
is  of  significance  in  view  of  the  widespread 
use  of  iodide  in  various  diagnostic  and 
therapeutic  measiu’es  which  have  been 
mentioned  under  the  discussion  of  the  PBI. 
Twenty-four-hour  thyroid  I*’'  uptake  in  a 
large  series  of  euthyroid  subjects  in  our 
clinic  averages  30  per  cent,  with  a standard 
deviation  of  ± 5 per  cent.  Mean  twenty- 
four-hour  uptakes  in  a large  group  of  hyper- 
tnyroid  and  hypothyroid  individuals  are 
70  per  cent  (standard  deviation  ± 14  per 
cent)  and  10  per  cent,  respectively.  The 
scatter  diagram  shown  in  Figure  1 demon- 
strates that  a considerable  percentage  of 
euthyroid  patients  have  twenty-four-hour 
uptakes  in  the  hypothyroid  or  hyperthyroid 
range  and  that  a significant  percentage  (20 
per  cent)  of  hyperthyroid  persons  have 
uptakes  in  the  high  euthyroid  range.'’  A 


small  number  of  hyperthyroid  patients  have 
twenty-fomr-hour  values  of  25  to  30  per  cent; 
in  these  patients,  peak  uptakes  occur  very 
early,  from  one  to  three  hours  after  the 
administration  of  the  isotope,  and  there  is  a 
rapid  loss  from  the  gland. 

To  evaluate  the  significance  of  the  twenty- 
four-hour  uptake,  the  conditions  lowering 
or  raising  the  uptake  must  be  known.  The 
factors  lowering  the  twenty-four-hour  thy- 
roid I'’'  uptake  are:  (a)  primary  or  second- 
ary (to  hypopituitarism)  hypothyroidism; 
(b)  exogenous  iodide,  for  example  in  drugs, 
vitamin  mixtures,  thyroxine,  triiodothy- 
ronine, desiccated  thyroid,  and  organic 
iodine-containing  compounds  used  in  radio- 
graphic  examinations;  (c)  various  anions 
such  as  perchlorate  or  thiocyanate  and  other 
drugs  such  as  the  antithyroid  goitrogens, 
cobaltous  chloride,  amphenone,  phenyl- 
butazone, ACTH,  and  corticosteroids;  and 
(d)  certain  disease  states  such  as  renal  failure 
and  congestive  heart  failure. 

Factors  raising  the  twenty-four-hour  I'’' 
uptake  are:  (a)  hyperthyroidism;  (b)  iodine 
deficiency;  (c)  endemic  goiters  and  con- 
genital goiter  (enzymatic  defects  leading  to 
impaired  iodide  organification  or  deiodina- 
tion  or  to  a lack  of  coupling  of  iodotyrosines) ; 
(d)  certain  cases  of  renal  or  liver  disease  or 
congestive  heart  failure;  (e)  rebound  after 
cessation  of  goitrogen  therapy,  usually  in  the 
first  week;  (/)  nontoxic  nodular  goiter;  (g) 
certain  relatives  of  hyperthyroid  patients; 
and  (h)  certain  patients  who  are  euthyroid 
after  I'®',  goitrogens,  or  sxnrgical  therapy  of 
hyperthyroidism. 

While  some  of  these  factors  reduce  the 
diagnostic  accuracy  of  the  twenty-four-hour 
I*’'  uptake  measurements  and  while  various 
modifications  have  been  proposed,  none 
have  been  generally  adopted. 

Some  investigators  limit  I'’'  tests  of  thy- 
roid function  to  the  following  circumstances: 

1.  When  a question  of  nodularity  exists 
and  scanning  of  the  thyroid  is  intended,  as 
will  be  discussed  in  the  following  report. 

2.  When  I'®'  is  intended  as  therapy  in  the 
event  that  the  patient  is  hyperthyroid  or 
has  thyroid  carcinoma  or  when  I'’'  is  to  be 
used  to  induce  hypothyroidism  in  euthyroid 
cardiac  patients,  that  is,  when  the  twenty- 
fomr-hour  uptake  is  used  to  estimate  the 
therapeutic  dose  of  I'’'. 

3.  To  distinguish  between  primary  hypo- 
thyroidism and  hypothyroidism  secondary 


January  1,  1963  / New  York  State  Journal  of  Medicine  63 


to  pituitary  failure.  Under  these  circum- 
stances, an  twenty-four-hour  uptake  test 
is  done,  then  10  to  30  mg.  of  thyrotropin 
(thyroid-stimulating  hormone  or  TSH)  is 
administered,  and  if  the  twenty-four-hour 
uptake  goes  up  (and  assuming  that  the 
TSH  is  active),  primary  hypothyroidism 
can  be  excluded. 

4.  When  it  is  proposed  to  use  thyrotropin 

to  evaluate  the  possibility  of  a low  thyroid 
reserve,  occurring  after  therapy  or 

thyroidectomy  or  thyroiditis  or  after  the 
omission  of  desiccated  thyroid.  The  patient 
may  have  symptoms  of  hypothyroidism  but 
have  a normal  PBI  and  uptake.  If  no 
increase  in  thyroid  uptake  occurs  after  TSH, 
such  data  would  be  consistent  with  a small 
remaining  thyroid  functioning  maximally. 

5.  In  patients  known  to  have  received 
thyroxine  or  desiccated  thyroid,  where  I^^^ 
uptake  is  low.  If  TSH  is  given  and  the 
uptake  increased,  primary  myxedema  can 
be  ruled  out.  If  there  is  no  increase  after 
TSH,  it  is  probable  that  the  hypothyroid 
state  is  complete  and  therapy  with  exogenous 
thyroactive  compounds  wiU  be  required 
permanently. 

6.  When  it  is  proposed  to  use  thyroxine 
or  triiodothyronine  to  determine  whether 
or  not  a thyroid  nodule  or  other  thyroid 
functioning  tissue  is  under  TSH  control. 
If  such  tissue  is  under  TSH  control,  the 
administration  of  adequate  doses  of  thy- 
roxine or  triiodothyronine  would  lower  the 
twenty-four-hour  uptake.  If  thyroidal  up- 
take is  not  lowered,  hyperthyroidism  is 
probable.  Approximately  half  of  nontoxic 
nodular  goiters  with  fimctioning  nodules  do 
not  suppress,  however. 

7.  It  has  also  been  suggested  that  I’^^ 
uptake  tests  are  useful  to  judge  whether  or 
not  a hyperthyroid  patient  who  has  been  on 
a goitrogen  for  a long  time  is  hkely  to  have  a 
recurrence  when  the  goitrogen  is  removed. 
If  such  patients  show  suppressed  thyroid 
function  after  a period  of  thyroid  hormone 
therapy,  the  likelihood  is  that  the  goitrogen 
can  be  omitted  without  occasioning  an 
exacerbation  of  hyperthyroidism. 

Other  tests  of  thyroid  function  using 
radioactive  iodine  isotopes  which  have  been 
discussed  in  this  symposium  and  elsewhere 
are  thyroid  clearance  of  iodide,  the  measure- 
ment of  serum  protein  precipitable  I*®^  as  a 
per  cent  of  the  dose  administered,  and  the 
conversion  ratio,  that  is  the  per  cent  of 


total  plasma  I”‘  which  is  protein  pre- 
cipitable, and  salivary  excretion. 

While  these  tests  assess  several  fimctions, 
such  as  clearance  from  blood,  thyroid  up- 
take, and  per  cent  conversion  to  hormone 
and  release,  the  larger  dose  of  radioactive 
isotope  required  has  been  considered  a 
significant  deterrent  by  some,  and  their  use 
is  limited  to  diagnostic  problems  in  most 
laboratories. 

Red-cell  uptake  of  1*^' 
triiodothyronine 

In  the  course  of  studies  of  the  nature  of  the 
plasma  proteins  binding  thyroid  hormonal 
components  and  the  tissue  uptake  of  such 
thyroidal  components  from  the  blood,  we  in- 
vestigated the  in  vitro  uptake  of  I^^^  thy-  j 
ronine  and  I^^^  triiodothyronine  by  human  I 
erythrocytes  and  leukocytes.  We  have  re-  j 
ported  elsewhere  our  initial  observations, 
measuring  the  in  vitro  incorporation  of  I^’* 
triodoth3rronine  by  erythrocytes  and  its 
relation  to  thyroid  function  in  man.^'*’i^  We 
have  made  over  10,000  such  determinations 
during  the  past  seven  years.  The  deter- 
mination is  carried  out  on  whole  blood  using 
0.1  ml.  of  20  per  cent  potassium  oxalate 
(or  citrate  or  heparin)  per  10  ml.  of  blood 
as  the  anticoagulant.  In  blood  which  is 
transported  large  distances  or  which  may  be 
subjected  to  being  shaken,  it  is  important 
to  fiU  the  tube  with  blood  to  minimize 
hemolysis. 

After  a determination  of  the  hematocrit, 
and  if  it  is  outside  the  range  of  35  to  50  per 
cent  corrected  by  removal  or  addition  of 
plasma,  3 ml.  of  whole  blood  are  pipetted 
into  a 10-ml.  Erlenmeyer  flask,  and  0.1  ml. 
of  I '-labeled  triiodothyronine  (20-  to  30,000 
counts  per  minute  per  miUiliter  of  blood  in  a 
well-type  scintillation  counter),  approxi- 
mately 10  to  120  X 10“"*  micrograms,  are 
added.  The  flask  is  stoppered  and  incubated 
at  37  C.  for  two  hours  with  constant  shaking. 
One-ml.  aliquots  are  pipetted  into  two 
counting  tubes  and  the  radioactivity  meas- 
ured. The  whole  blood  is  then  washed  five 
times  with  10  volumes  of  0.89  per  cent 
sodium  chloride.  The  first  two  times  the 
supernatant  is  carefuUy  taken  off,  0.5  ml.  of 
isotonic  saline  is  added,  and  the  blood-saline 
mixture  is  stirred  thoroughly  using  a vi- 
brating machine  or  by  inversion  30  times,  j 
The  tube  is  then  filled  with  saline,  the  sample  i 
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FIGURE2.  Bar  graph  summary  of  two-hour  in  vitro  red  blood  cell  uptakeof  I triiodothyronine.  Height  of 
each  bar  represents  percentage  of  patients  in  that  group  (hypothyroid,  euthyroid,  or  hyperthyroid),  with 
uptakes  within  the  range  indicated  at  the  base  of  the  bar.  (A)  In  female  subjects.  (B)  In  male  subjects. 
(Reproduced  by  permission  of  Hamolsky,  M.  W.,  Golodetz,  A.,  and  Freedberg,  A.  S.:  J.  Clin.  Endocrinol.  19: 
103  (Jan.)  1959.)'^ 


allowed  to  settle  for  four  minutes,  and  then 
spun  for  eight  minutes  at  1,500  r.p.m.  For 
the  last  three  washings,  1 ml.  of  supernatant 
is  left,  the  red  cells  are  mixed  thoroughly  for 
one  minute,  the  tube  is  filled  with  isotonic 
saline  and  allowed  to  stand  for  four  minutes, 
and  then  it  is  spim  for  eight  minutes  at 
1,500  r.p.m.  After  the  final  wash,  the 
supernatant  is  removed  and  the  radioactivity 
remaining  in  the  erythrocytes  is  determined. 

The  per  cent  uptake  is  calculated  by  the 
formula:  net  counts  in  red  cells  X 100. 

net  counts  ml.  of  whole  blood 
The  percentage  uptake  is  corrected  to  100 
hematocrit  for  comparative  purposes.  The 
uptakes  are  expressed  as  an  average  of  the 
duphcate  determinations.  The  differences 
between  duplicate  determinations  range 
from  0 to  1.6  per  cent,  averaging  0.5  per  cent, 
with  a standard  deviation  of  ±0.3  per  cent. 
In  10  series  involving  8 to  16  determinations 
each,  similar  results  were  obtained. 

The  distribution  of  thyroid  hormones 
between  plasma  and  red  cells  is  dependent 
on  the  relative  binding  capacities  for  thyroid 
hormone  by  the  serum  proteins,  mainly  the 
thyroxine-binding  globulin,  and  some  bind- 
ing factor,  probably  protein  in  the  cell. 
Criss-cross  experiments  in  which  the  plasma 
of  a hyperthyroid  patient  is  incubated  with 
compatible  euthyroid  red  cells  and  the 
hyperthyroid  red  cells  incubated  with  the 
euthyroid  plasma  demonstrate  that  the 
plasma-binding  capacity  is  the  major  factor 


controlling  red-cell  uptake.  It  has  also 
been  suggested  that  the  red-cell  uptake  of 
I*^'  triiodothyronine  measures  free  thyroxine 
or  triiodothyronine  in  the  plasma. 

Results.  Scatter  diagrams  of  the  red- 
cell  uptake  in  relation  to  thyroid  function 
in  the  first  2,500  patients  are  shown  in 
Figure  2.'®  The  red-ceU  uptake  of  I‘^' 
triiodothyronine  in  euthyroid  subjects  aver- 
ages 14.5  per  cent,  and  only  5 per  cent  of 
over  3,000  euthyroid  individuals  had  red-ceU 
triiodothyronine  uptakes  over  18  per  cent, 
and  less  than  1 per  cent  were  below  11  per 
cent.  We  have  previously  noted  and  the 
present  enlarged  series  confirms  the  shghtly 
lower  uptake  in  euthyroid  females,  averaging 
14  per  cent,  than  in  euthyroid  males,  aver- 
aging 15  per  cent.  Our  euthyroid  series 
included  subjects  and  patients  with  no 
known  abnormality;  patients  with  non- 
toxic nodular  goiter,  coUoid  goiter,  and 
thyroid  carcinoma;  patients  with  various 
nonthyroid  conditions  such  as  diabetes 
mellitus,  Addison’s  disease,  hypertension, 
cardiac  hypertrophy,  valvular  disease,  and 
chronic  congestive  heart  failure,  including 
many  cases  treated  with  mercurials;  severe 
anxiety  states,  hemoglobinopathy,  and  poly- 
cythemia vera;  a variety  of  neurologic 
disorders,  including  brain  neoplasms,  cere- 
bral arteriosclerosis,  Parkinson’s  disease,  and 
Wilson’s  disease;  and  malnutrition,  various 
types  of  infections  with  fever,  and  obesity. 

Red-ceU  uptake  in  over  400  untreated 
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hyperthyroid  individuals  averaged  22.5  per 
cent;  approximately  2.5  per  cent  of  hyper- 
thyroid patients  had  an  uptake  lower  than 
18  per  cent.  Over  250  untreated  hypo- 
thyroid patients  had  an  average  uptake  of 
9.5  per  cent;  and  approximately  2 per  cent 
had  red-cell  uptakes  above  the  lower  euthy- 
roid levels.  Diagnostically  low  values  were 
obtained  in  spontaneous  myxedema,  pan- 
hypopituitarism, and  cretinism.  In  some 
euthyroid  patients  in  whom  myxedema  was 
being  induced  purposefully,  by  the  adminis- 
tration of  for  therapy  of  severe  angina 
pectoris  or  congestive  heart  failure,  there 
was  a time  lag  with  red-ceU  uptakes  remain- 
ing in  the  low  euthyroid  range  at  a time  when 
the  patients  exhibited  suggestive  or  definite 
clinical  and  other  laboratory  evidence  of  an 
incipient  hypothyroid  state.  On  continued 
observation,  the  red-ceU  uptakes  ultimately 
fell  to  lower  levels. 

The  red-ceU  uptake  of  triiodothy- 
ronine is  particularly  valuable  in  the  evalua- 
tion of  thyroid  function  in  children.  Crigler, 
Hertz,  and  Hamolsky^’  reported  the  first 
630  of  over  1,000  determinations  carried  out 
in  our  laboratories  in  infants  and  children 
with  or  without  thyroid  dysfunction.  Values 
similar  to  those  obtained  in  adults  were 
obtained.  In  euthyroid  children,  the  up- 
takes ranged  from  10.7  to  17  per  cent; 
in  hypothyroid  children  from  6 to  9.8  per 
cent,  and  in  hyperthyroidism  the  uptake 
ranged  from  15.8  to  27  per  cent. 

The  test  is  particularly  useful  in  patients 
to  whom  exogenous  iodine  has  been  ad- 
ministered previously.  Determinations  have 
been  made  in  over  400  cases  in  which  evalua- 
tion was  complicated  by  the  known  or 
assumed  use  of  some  form  of  organic  iodine. 
Five  patients  were  clinically  hyperthyroid, 
and  the  red-cell  uptake  was  in  the  hyper- 
thyroid range:  from  22  to  25  per  cent.  Two 
hypothyroid  patients  with  serum  protein 
precipitable  iodine  levels  over  20  gamma 
per  100  ml.,  secondary  to  radiographic  ex- 
aminations with  organic  iodide  compoimds, 
had  repeated  red-ceU  uptakes  of  9.6  to 
10.2  per  cent.  In  the  remaining  patients, 
all  thought  to  be  euthyroid,  red-ceU  uptakes 
were  normal  in  all  but  2,  and  these  2 were 
22.4  and  24  per  cent.  Reported  observa- 
tions by  others  confirm  these  results.*® 

Various  factors  have  been  observed  by  us 
or  have  been  reported  by  others  to  increase 
or  decrease  red-cell  uptake.  Bishydroxy- 


coumarin  (Dicumarol),  heparin,  or  ethyl 
biscoumacetate  (Tromexan)  increased  up- 
take in  approximately  60  of  80  patients. 
Levels  rose  from  euthyroid  values  to  the 
hyperthyroid  range  as  early  as  twenty-four 
to  forty -eight  hours  after  the  administration 
of  200  to  300  mg.  of  bishydroxycoumarin  at 
a time  when  prothrombic  activity  was  es- 
sentially imchanged.  Once  increased,  the 
levels  remained  essentially  the  same  through- 
out the  period  of  therapy.  The  in  vitro 
addition  of  heparin  or  warfarin  has  no  effect 
on  red-cell  uptake.  Red-cell  uptake  has 
been  found  to  be  consistently  increased  in 
nephrosis,  terminal  hepatic  failure  related  to 
viral  hepatitis  and/or  marked  cirrhosis,  and 
widespread  metastatic  malignancy.  Friis,*® 
on  the  other  hand,  using  a modified  method, 
has  noted  a decreased  red-ceU  uptake 
in  some  cases  of  viral  hepatitis. 

Red-ceU  uptakes  are  increased  in  patients 
with  paroxysmal  atrial  arrhythmias.*® 
Twenty-seven  of  48  patients  with  parox- 
ysmal atrial  fibriUation  had  high  red-ceU 
uptakes,  while  only  4 of  14  patients  with 
paroxysmal  atrial  tachycardia  had  a high 
uptake. 

Forty-two  determinations  of  red-ceU  up- 
take have  been  carried  out  in  30  consecutive 
patients  with  carbon  dioxide  retention  due  to 
chronic  pulmonary  emphysema,  kypho- 
scoliosis, or  marked  hypoventilation  foUow- 
ing  cerebrovascular  accidents.  A marked 
elevation  has  been  observed  in  41.16-20 
The  correlation  between  carbon  dioxide 
pressure  and  red-ceU  uptake  was  calculated 
and  an  r value  of  0.92  obtained.  Normal 
uptakes  were  observed  in  8 patients  with 
severe  cardiopulmonary  insufficiency  with 
pulmonary  emphysema  but  with  normal 
carbon  dioxide  tension.  Patients  in  whom 
previously  elevated  values  were  noted 
showed  a fall  in  uptake  to  normal  as  the 
carbon  dioxide  pressure  feU  in  response  to 
therapy. 

Other  conditions  in  which  high  red-ceU 
uptakes  have  been  reported  include  mon- 
golism, diabetic  or  uremic  acidosis,  acute 
leukemia,  hemolytic  anemia,  and  idiopathic 
or  familial  decrease  of  serum  thyroxine- 
binding proteins.  Insufficient  data  are  at 
hand  to  evaluate  the  frequency  of  such 
elevations  in  these  categories  of  patients. 
Om-  own  data  in  a small  group  of  mongoloid 
patients^*  are  consistent  with  that  reported 
by  Jackim,  Workis,  and  Adesman.-® 
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Pregnancy  is  one  of  the  few  conditions 
which  are  found  to  lower  red-ceU  uptake  to 
the  level  found  in  hypothyroidism.  Over 
1,000  determinations  have  been  carried  out 
and  a consistent  decrease  in  the  red  blood 
cell  uptake  of  triiodothyronine  has  been 
found  during  normal  pregnancy.  Uptakes  in 
normal  pregnancy  average  approximately 
7 per  cent,  ranging  from  4.5  to  11.8  per  cent. 
WhUe  the  time  of  onset  of  this  decrease  has 
not  been  defined  precisely,  we  have  observed 
2 patients  with  repeated  low  red  blood  ceU 
uptakes  at  a time  when  the  Aschheim- 
Zondek  test  result  was  still  negative.  Up- 
takes in  each  subject  remain  about  the  same 
throughout  pregnancy,  without  significant 
differences  between  the  average  values  for 
each  trimester.  Eighteen  pregnant  patients 
with  normal  red-cell  uptakes  have  been 
studied.  In  11  of  the  18  the  pregnancy 
terminated  subsequently  in  miscarriage. 
The  remaining  7 patients  had  hyperthy- 
roidism, and  in  each  instance  the  red-cell 
uptake  was  in  the  normal  range,  averaging 
approximately  15  per  cent.  On  propyl- 
thiouracil or  methimazole  therapy  the  values 
fell  promptly  to  the  levels  observed  in 
normal  pregnancy. 

The  administration  of  estrogens  to  male 
and  female  subjects,  whether  given  alone  or 
together  with  androgen,  decreases  the  red- 
ceU  uptake.  Cortisone,  chorionic  gonado- 
tropin, and  testosterone  alone  have  not  been 
shown  to  affect  the  red-ceU  uptake.  Two 
patients  given  the  new  progestational  com- 
poimds,  together  with  estrogen,  have  been 
studied.  In  1 patient,  the  red-ceU  uptake 
was  below  10  per  cent  on  the  drug,  and  when 
it  was  stopped  the  red-ceU  uptake  promptly 
rose  to  normal.  In  the  other  patient  no 
significant  effect  was  observed  on  the  red- 
ceU  uptake  which  remained  in  a normal 
range.  Finally,  instances  of  a familial  in- 
crease in  serum  thyroxine-binding  protein 
have  also  been  reported.  “ Such  patients 
would  have  a low  red-cell  uptake. 

The  red-ceU  uptake  of  I**‘  triiodothy- 
ronine is  also  useful  in  following  the  results  of 
therapy  of  hyperthyroidism  and  hypo- 
thyroidism.Red-cell  uptake  measure- 
ments proved  as  reliable  as  the  PBI  in 
following  the  therapeutic  course  of  hyper- 
thyroid children  receiving  antithyroid  drugs. 
Failure  of  the  red  blood  ceU  uptake  to 
decrease  within  one  week  presaged  poor 
clinical  response,  necessitating  increased 


dosage.  Similarly,  failure  of  an  increased 
red  blood  ceU  uptake  to  reach  normal  levels 
within  two  to  three  months  foUowing  surgery 
or  the  administration  of  I^^^  was  correlated 
in  the  vast  majority  of  instances  with  the 
ultimate  diagnosis  of  persistent  hyper- 
thyroidism. A decrease  of  uptake  to  hypo- 
thyroid levels  was  an  early  and  rehable  index 
of  overtreatment. 

Repeated  observations  have  been  carried 
out  during  the  treatment  of  adult  hypo- 
thyroid or  euthyroid  individuals  with  desic- 
cated thyroid,  1-thyroxine,  1-triiodo  thy- 
ronine, or  various  combinations  thereof. 
The  over-aU  correlation  of  thyroid  status 
and  red-ceU  uptake  was  good.  When  thyroid 
therapy  has  been  begim  in  cardiac  patients 
in  whom  hypothyroidism  has  been  recently 
induced  by  I'®*,  red-ceU  uptakes  often  would 
rise  to  the  low  euthyroid  range  on  smaU 
doses  of  desiccated  th5rroid  or  thyroxine. 
These  patients  were  cUnicaUy  hypothyroid, 
basal  metaboUc  values  were  minus  20  per 
cent  or  lower,  and  serum  protein  precipitable 
iodine  was  low,  2 to  2.5  gamma  per  100  ml. 

In  hypothyroid  children  receiving  desic- 
cated thyroid  and  1-thyroxine,  the  red  blood 
ceU  uptakes  proved  as  satisfactory  as  the 
serum  protein  precipitable  iodine  in  foUow- 
ing the  therapeutic  course. In  patients 
receiving  1-triiodothyronine  where  the  PBI 
seldom  exceeded  2 micrograms  per  100  ml., 
the  red-ceU  uptake  proved  as  imsatisfactory 
as  the  PBI  as  an  objective  measure  of 
thyroid  fvmction.  However,  50  per  cent  of 
the  red-ceU  uptakes  obtained  during  tri- 
iodothyronine therapy  in  chUdren  were 
within  normal  limits.  Low  red-ceU  uptake 
values  occurred  at  doses  of  1-triiodothy- 
ronine from  50  to  188  micrograms  per  day, 
amounts  restoring  the  chUdren  clinicaUy  to 
normal  or  increased  metaboUc  states. 

Conclusion.  Our  continuing  clinical  ex- 
perience and  that  reported  by  others  in- 
dicates that  the  in  vitro  red-ceU  uptake  of 
1 triiodothyronine  is  a meaningful  ad- 
ditional tool  for  the  diagnosis,  therapy,  and 
investigation  of  thyroid  physiology  and 
disease.  1®  The  method  is  simple  and  rapid, 
and  it  avoids  the  administration  of  radioac- 
tivity to  the  patient;  it  is,  therefore,  par- 
ticularly appUcable  to  the  evaluation  of 
thyroid  fimction  in  children.  Its  diagnostic 
accuracy  compares  favorably  with  that  of 
other  currently  used  methods.  We  have 
found  it  very  useful  as  a rapid  screening 


January  1,  1963  / New  York  State  Journal  of  Medicine  67 


method.  It  permits  the  assessment  of  thy- 
roid function  imder  circumstances  in  which 
other  standard  methods  may  not  be  ap- 
plicable. In  particular,  it  is  xmaffected  by 
prior  organic  iodide  administration  and  is, 
therefore,  of  great  value  in  the  assessment 
of  thyroid  function  in  many  patients  in 
whom  I'^‘  tests  or  serum  protein-boimd 
iodine  determination  would  not  be  useful. 

Other  methods  which  are  still  in  the  stage 
of  exploration  with  relatively  little  reported 
experience  include  the  use  of  resin  uptake  of 
1*^1  triiodothyronine  or  I'^'  thyroxine,  the 
estimation  of  saturation  of  the  plasma 
thyroxine-binding  protein,  and  the  measure- 
ment of  thyroxine  turnover  and  thyroxine 
degradation. 

Summary 

The  evaluation  of  thyroid  function  tests  in 
the  final  analysis  depends  on  the  physician 
whose  main  aids  in  diagnosis  stem  from  his 
awareness  of  the  clinical  picture  of  altered 
thyroid  function,  corroborated  by  careful 
history  and  physical  examination  and  by  the 
results  of  appropriate  therapy.  Laboratory 
tests  do  not  diagnose  the  clinical  state  of 
thyroid  function.  The  selection  of  labora- 
tory tests  will  depend  to  some  extent  on 
those  which  are  available  and  should  depend 
on  the  physician’s  knowledge  of  the  test,  its 
methodology,  accuracy,  and  significance. 

Four  laboratory  tests  of  thyroid  func- 
tion— the  basal  metabolic  rate,  twenty-four- 
hour  I‘^i  thyroid  uptake,  serum  protein- 
precipitable  iodine,  and  the  red-cell  uptake 
of  Ii®‘  triiodothyronine — were  discussed. 

330  Brookline  Avenue 
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The  Anti-Coronary  Club 

The  First  Four  Years* 


A STUDY  OF  the  primary  prevention  of 
coronary  heart  disease  by  dietary  means  was 
undertaken.  The  Prudent  Diet,  which  lowers 
the  serum  cholesterol  significantly  regardless 
of  the  initial  level,  was  shown  to  be  acceptable 
to  the  study  subjects.  By  the  fourth  year  of 
the  study  989  men  aged  twenty  to  fifty-nine 
years  had  been  processed,  of  whom  525  had 
followed  the  diet  for  more  than  one  year. 
Of  the  latter  group  432  were  normal  subjects, 
and  95  had  coronary  heart  disease.  A much 
greater  proportion  of  the  drop-outs  were 
obese  than  those  who  remained  active  in  the 
study,  but  the  presence  of  hypertension  or 
hypercholesterolemia  had  no  discernible  effect 
on  the  drop-out  rate.  In  the  men  aged  forty 
to  fifty-nine  years  with  no  coronary  heart 
disease  on  entrance  to  the  study,  3 acute  myo- 
cardial infarctions  and  2 sudden  deaths 
occurred.  There  were  18  recurrent  cardiac 
events  in  the  forty-  to  fifty-nine-year-old  pa- 
tients who  entered  the  study  with  known 
coronary  heart  disease;  7 were  fatal,  and  11 
sustained  acute  myocardial  infarcts  from 
which  they  recovered.  Comparisons  with 
the  Framingham  experience  suggest  that  the 
hypothesis  that  diet  may  be  influential  in 
controlling  the  frequency  of  coronary  heart 
disease  is  worth  pursuing  definitively. 


NORMAN  JOLLIFFE,  M.D.f 
LEONA  BAUMGARTNER,  M.D. 
SEYMOUR  H.  RINZLER,  M.D. 
MORTON  ARCHER,  M.S.** 
JAMES  H.  STEPHENSON,  M.D.** 
GEORGE  J.  CHRISTAKIS,  M.D.** 
New  York  City 

From  the  Bureau  of  Nutrition, 
The  City  of  New  York  Department  of  Health 


On  October  15,  1956,  the  late  Norman 
JoUilfe,  M.D.,  Director  of  the  Bureau  of 
Nutrition,  submitted  to  Leona  Baumgartner, 
M.D.,  Commissioner  of  Health  of  the  City 
of  New  York,  a proposal  for  a study  on  the 
prevention  of  coronary  artery  disease.  This 
proposal  had  been  drawn  up  after  a careful 
consideration  of  the  scientific  evidence  which 
was  available  at  the  time  and  had  been 
derived  from  the  findings  of  epidemiologic 
and  metabolic  studies.  Although  such  ac- 
tion appeared  premature  to  many.  Dr. 
JoUiffe*~^  believed  that  the  time  was  ripe  for 
a public  health  test  of  the  “quality-of-fat” 
hypothesis  concerning  the  etiology  of  coro- 
nary artery  disease. 

The  major  goals  of  the  project  were;  (1) 
to  develop  palatable,  nutritionally  adequate 
diets  capable  of  lowering  serum  cholesterol 
levels;  (2)  to  induce  middle-aged  men  to 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Preventive  Medicine  and  Public  Health,  May  16,  1962. 

* The  major  support  for  these  studies  was  obtained  by 
the  Department  of  Health  from  an  appropriation  made  by 
the  Board  of  Estimate  of  the  City  of  New  York.  Grants- 
in-aid  were  received  from  the  Milbank  Memorial  Fund, 
the  New  York  Heart  Association,  the  Nutrition  Clinics 
Fund,  the  Williams-Waterman  Fund  of  The  Research 
Corporation,  and  the  Nutrition  Foundation,  Inc. 

t Deceased  August  1,  1961. 

**  By  invitation. 


adhere  to  these  diets  for  long  periods  of  time; 
and  (3)  to  determine  if  the  changes  in  the 
serum  cholesterol-lipoprotein  system  pro- 
duced by  such  diets  were  associated  with 
favorable  changes  in  the  morbidity  and 
mortality  from  coronary  heart  disease. 

The  achievement  of  the  first  two  goals 
did  not  depend  on  setting  up  a properly 
controlled  experiment,  since  it  was  only  with 
respect  to  the  third  that  a differential  or 
treatment  effect  was  to  be  demonstrated. 
Nevertheless,  the  first  two  goals  did  affect 
the  temporal  considerations  since  the  prob- 
lem would  not  become  acute  until  goals  1 
and  2 had  been  achieved  and  might  even 
be  answered  partially  in  the  course  of  at- 
taining goal  2.  This  might  occur  because 
if,  as  initially  believed,  the  drop-out  rate 
ran  as  high  as  50  per  cent,  half  of  the  sub- 
jects would  become  available  as  one  type  of 
control  group.  Although  it  had  not  been 
selected  randomly,  this  group  would  have 
the  same  direction  of  health  consciousness 
as  the  experimental  group.  The  subsequent 
wide  acceptance  of  the  Prudent  Diet  served 
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to  deprive  the  study  of  adequate  numbers  of 
this  type  of  control. 

Planning  phase 

In  the  initial  concept  of  the  study,  the 
experimental  group  was  to  consist  of  some 
well-defined  population,  for  example,  the 
Department  of  Health  employes,  the  labor 
force  of  some  large  industrial  firm,  or  the 
inmates  of  some  institution,  and  each  group 
would  be  spht  into  experimental  and  control 
groups  on  some  random  basis. 

Concurrently  with  the  preceding  discus- 
sions concerning  the  makeup  of  the  experi- 
mental and  control  groups,  it  was  decided 
that  a preliminary  or  pilot  study  should 
precede  the  main  study.  This  pilot  study 
was  to  last  about  one  year,  encompass  about 
200  male  subjects  from  fifty  to  fifty -nine 
years  old,  and  would  have  the  following 
objectives:  (1)  to  evolve  administrative 

procedures;  (2)  to  tool  up  clinical  and  labo- 
ratory facilities;  (3)  to  evaluate  the  efficacy 
of  various  dietary  means  of  lowering  serum 
cholesterol;  (4)  to  determine  the  usual  range 
of  fluctuation  in  the  serum  cholesterol  of 
free-living  individuals  to  evaluate  better  the 
changes  due  to  dietary  manipulation;  (5) 
to  gain  some  idea  of  drop-out  rates  to  esti- 
mate better  the  initial  number  of  subjects 
needed  for  the  main  study;  and  (6)  to 
determine  whether  or  not  adherence  to  the 
diet  could  be  measured  in  terms  of  changes 
in  weight,  serum  cholesterol,  and  other  blood 
values  and/or  interview  results. 

For  this  pilot  study,  the  participants  were 
to  be  drawn  from  lists  of  self-applicants  who 
wrote  or  called  in  response  to  one  newspaper 
release  and  one  radio  annoimcement  stating 
that  the  study  was  to  be  made  and  that 
volunteers  were  sought.  It  should  be  men- 
tioned that  since  that  time,  no  further  call 
for  volunteers  for  the  study  has  been  neces- 
sary since  over  1,000  men  already  have  been 
processed  and  many  more  names  are  still 
available  for  call. 

Thus,  just  as  goal  3 of  the  study  (the 
effect  of  dietary  change  on  the  morbidity 
and  mortality  from  coronary  heart  disease) 
was  subordinated  temporarily  to  goals  1 and 
2 (the  development  of  a hypocholesterolemic 
diet  and  the  adherence  to  it  by  a large  group 
of  men),  so  was  the  final  choice  of  a test 
group  postponed  temporarily  to  await  the 
results  of  the  pilot  study.  The  results  of 


the  pilot  study  showing  the  drop-out  rates, 
the  measures  of  adherence,  and  the  efficacy 
of  the  diet  would  be  invaluable  in  shaping 
the  procedures  of  the  main  study  as  weU  as 
in  affecting  the  study  design. 

The  bias  inherent  in  groups  of  self-ap- 
plicants was  not  a cause  of  concern  in  this 
pilot  phase.  It  was  felt  that  the  one  per- 
tinent factor  which  these  subjects  had  in 
conunon  was  the  strong  motivation  to  take 
part  in  the  study  and,  if  this  group  could 
not  be  induced  to  follow  the  diet  or,  more- 
over, having  followed  the  diet,  showed  no 
lowering  in  serum  cholesterol  levels,  then  the 
continuation  of  the  project  would  be  point- 
less since  a further  application  of  the  meth- 
ods used  would  be  foredoomed  to  failure. 

The  Diet  and  Coronary  Heart  Disease 
Study  Project  (more  usually  known  as  the 
Anti-Coronary  Club)  was  finally  activated  in 
February,  1957,  by  an  executive  order  of 
the  Commissioner  of  Health. 

First  year 

The  first  group  of  subjects  was  received 
into  the  pilot  study  on  June  3,  1957,  and 
within  five  months  the  original  goal  of  200 
men  had  been  reached.  The  criteria  for  the 
selection  of  the  participants  in  the  study 
were  that  they  be  (1)  residents  of  New  York 
City,  (2)  from  fifty  to  fifty-nine  years  of 
age,  (3)  male,  (4)  free  of  serious  disease 
which  might  terminate  life  shortly,  and  (5) 
physically  capable  and  with  time  available 
during  normal  working  hours  to  attend  the 
study  facilities.  At  the  end  of  the  five 
months  however,  the  advisory  group  to  the 
study  which  had  been  appointed  by  the 
Commissioner  agreed  to  the  extension  of  the 
study  size  to  350  subjects  which  were  to 
include  a small  number  of  men  from  twenty 
to  forty -nine  years  old.  Although  the 
majority  of  these  350  subjects  had  no 
pre-existing  coronary  heart  disease,  a pre- 
vious history  of  this  or  of  obesity,  gout, 
diabetes,  or  hypertension  did  not  exclude  a 
volunteer.  From  time  to  time,  acceptable 
subjects  were  invited  to  an  orientation 
lecture  at  which  the  purpose  and  functions 
of  the  Anti-Coronary  Club  were  explained. 
For  example,  they  were  told  that  we  were  a 
research  unit  and  not  a service  chnic,  that 
they  would  remain  imder  the  care  of  their 
private  physician,  and  that  the  clinic  and 
their  physician  would  cooperate  and  ex- 
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change  records.  It  should  be  mentioned 
that  there  has  been  remarkable  cooperation 
through  the  years. 

The  subjects  were  therefore  admitted  ad 
seriatim.  The  work-up  consisted  of  a 
thorough  medical  and  socioeconomic  his- 
tory, a physical  examination,  and  an  electro- 
1 cardiogram  (repeated  yearly  or  more  often 
if  necessary);  roentgenograms  of  the  heart, 
abdominal  aorta,  and  iliac  and  tibial  arteries 
(repeated  every  other  year);  a glucose 
tolerance  test;  a urinalysis;  and  determina- 
tion of  the  sedimentation  rate,  hematocrit, 
hemoglobin,  protein-boimd  iodine,  and 
I serum  cholesterol  levels.  During  the  control 
period  while  the  work-up  was  in  progress, 
the  serum  cholesterol  levels  were  taken  at 
biweekly  intervals  during  a period  of  from 
one  to  three  months  while  the  patient  fol- 
lowed his  usual  diet.  The  determination 
was  done  in  duplicate  by  the  Anderson-Keys^ 
modification  of  the  method  of  Abel  et  alJ' 
The  average  of  these  cholesterol  determina- 
tions was  called  the  bench-mark  level. 

Our  laboratory  determinations  of  serum 
cholesterol  levels  are  highly  reproducible;* 
that  is,  a duplicate  reading  on  a sample 
would  come  within  a relatively  few  milli- 
grams per  100  ml.  of  the  first  reading  in  a 
very  high  proportion  of  such  determinations. 
A change  of  10  per  cent  in  an  individual 
subject  was  statistically  significant  at  the 
0.0025  level.  The  elucidation  of  the  high 
precision  of  our  laboratory  was  important 
because  of  the  widespread  belief  that  serum 
cholesterol  determinations  fluctuated  widely 
and  were  therefore  inaccurate. 

Also  during  the  control  period  an  evalua- 
tion was  made  of  the  subject’s  diet  before  the 
start  of  the  study.  The  method  for  record- 
ing the  amount  and  the  kind  of  food  and 
beverage  consumed  for  a week  was  explained 
in  detail  by  the  nutritionist  at  the  orienta- 
tion lecture.  There  were  two  parts  to  our 
dietary  evaluation.  First,  a written  seven- 
day  diet  record  was  obtained  from  each 
patient  for  the  week  preceding  a diet  con- 

* The  technical  error  of  measurement  is  o-e  = VSd*/2K, 
that  is,  the  square  root  of  the  sum  of  the  squared  differences 
of  duplicates  divided  by  twice  the  number  of  pairs. 

The  technical  error  of  our  laboratory  determination  of 
cholesterol  levels  on  the  basis  of  100  blind  duplicate  samples 
during  the  first  year  was  8.3  mg.  per  100  ml.  This  rep- 
resented a technical  error  of  3.3  per  cent.  Therefore  a 
change  of  10  per  cent,  three  times  the  technical  error  in  the 
individual  subject,  was  considered  significant.  By  the 
fourth  year,  a series  of  201  blind  duplicate  determinations 
showed  a technical  error  of  2.9  per  cent,  and  over  the  last 
third  of  the  series  (66  specimens)  the  technical  error  was  only 
1.9  per  cent. 


ference  with  the  nutritionist.  Second,  a 
recall  diet,  which  represented  an  average 
week  as  far  back  as  the  subject’s  memory 
served  him,  was  elicited  from  the  subject  in 
the  presence  and  with  the  assistance  of  his 
wife.  At  the  diet  conference  with  the 
nutritionist,  the  written  record  was  reviewed 
with  the  patient  and  his  wife,  and  food 
models  of  known  quantities  were  used  to 
help  gauge  amounts.  Recipes  were  recon- 
structed with  the  wife  since  necessary  details 
were  often  omitted,  for  example,  the  sugar 
and  milk  in  coffee  and  the  fats  used  in  food 
preparation.  Both  the  recall  and  the  record 
diets  were  calculated  in  terms  of  calories  and 
the  approximate  composition  of  protein, 
carbohydrate,  fat,  and  various  essential 
minerals  and  vitamins  and  were  checked  for 
reasonableness,  at  least  in  terms  of  calorie 
adequacy,  hy  comparing  the  history  results 
with  the  individual’s  caloric  needs  as  deter- 
mined from  the  Boothby  and  Berkson  Food 
Nomogram. 

When  the  diet  record  and  medical  work-up 
were  completed  and  the  subject’s  bench- 
mark serum  cholesterol  determined,  he  was 
seen  by  a panel  of  physicians  consisting  of 
the  senior  physicians  and  at  least  one  of  the 
examining  physicians.  The  subject  attended 
one  of  these  panel  discussions  every  ten 
weeks.  This  system  of  a panel  discussion 
has  proved  to  be  more  satisfactory  in  rein- 
forcing motivation  than  having  the  subject 
seen  by  only  a single  physician.  At  this 
panel  discussion,  the  findings  pertinent  to 
the  subject  were  discussed,  the  subject  was 
classified  as  of  normal  weight  or  overweight, 
and  the  appropriate  type  of  diet  pattern  was 
prescribed.  Metropolitan  Life  Insurance 
Company  tables  of  the  average  weight  for  a 
given  height,  sex,  and  frame  at  age  twenty- 
five  to  twenty -nine  years  are  considered 
optimal  for  the  later  ages.  These  tables  plus 
skin  caliper  measurement,  the  ruler  test,  and 
general  appearance  were  used  as  criteria  for 
determining  the  weight  status.  In  general, 
subjects  who  were  15  per  cent  or  more  above 
their  desirable  weight  were  placed  on  a 
reducing  regimen,  although  exceptions  in 
both  directions  were  common. 

The  Prudent  Dietf 

The  Prudent  Diet  was  the  experimental 

t A pamphlet.  How  to  Follow  the  Prudent  Diet^  may  be 
obtained  by  writing  to  the  Department  of  Health,  Bureau 
of  Nutrition,  93  Worth  Street,  New  York  13,  New  York. 
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TABLE  I.  Approximate  composition  of  the  Prudent  and  the  Reducing  Diets 


. Reducing  Dietf 

Gm.  Per  Cent 

Nutrient 

Gm. 

Per  Cent 

Protein 

130  to  150 

110 

Carbohydrate 

225  to  280 

180 

Fat 

66  to  97 

30  to  33 

33.5 

19 

Saturated  fatty  acids 

19  to  21 

7 to  8 

13.8 

7.8 

Monounsaturated  fatty 

acids 

25  to  26 

8 to  9 

11.4 

6.5 

Polyunsaturated  fatty 

acids 

20  to  23 

9 to  11 

8.3 

4.7 

P/'S  ratio 

1 . 25  to  1 . 50 

0.6 

* 2,000  to  2,700  calories, 
t 1,600  calories. 

diet  for  the  normal-weight  person  and  was 
constructed  so  that  foods  with  predomi- 
nantly saturated  fatty  acids  (butter,  whole- 
milk  cheeses,  ordinary  margarines,  hy- 
drogenated margarines,  and  hydrogenated 
shortenings)  and  foods  containing  them  in 
significant  amounts  (beef,  pork,  lamb,  and 
eggs)  were  eliminated  or  reduced  in  quantity. 
These  foods  were  replaced  by  those  with 
predominantly  unsaturated  types  of  fatty 
acids  (corn  oil,  fish,  most  nuts,  and  grains) 
and  with  leaner  meats  such  as  poultry  and 
veal.  This  diet  contained  about  30  to  33 
per  cent  of  the  total  calories  as  fat  and  had  a 
ratio  of  polyimsaturated  fatty  acids  to 
saturated  fatty  acids  (P/S  ratio)  of  1.25  to 
1.50  (Table  I).  Isomers,  conjugates,  and 
transforms  of  the  polyunsaturated  fatty 
acids  were  treated  as  monounsaturated  and 
did  not  enter  into  the  calculation  of  the 
P S ratio. 

The  overweight  subject  was  placed  on  a 
diet  averaging  1,600  calories  and  containing 
19  per  cent  of  the  calories  as  fat.  When 
weight  reduction  was  completed,  this  diet 
was  transformed  into  the  Prudent  Diet  by 
the  addition  of  1 ounce  or  more  of  corn 
oil,  plus  additional  calories  when  needed 
from  bread,  nuts,  fruit,  and  vegetables. 

This  specific  type  of  reducing  diet,  as  well 
as  the  Prudent  Diet,  was  devised  to  meet  the 
specifications  of  the  National  Research 
Council,  except  for  calories,  and  also  reduced 
the  serum  cholesterol.  We  were  cognizant 
of  the  fact  that  reducing  diets  of  the  high- 
protein  type,  in  which  most  of  the  protein 
foods  were  derived  from  ruminant  animal 
sources,  had  irregular  effects  on  the  serum 
cholesterol. 

The  instructions  for  the  Prudent  Diet 
were  as  follows: 

Consume  adequate  amounts  of  high-grade 


protein  foods  at  each  meal.  The  sources 
for  these  include  cottage  cheese,  fat-free 
milk,  chicken,  turkey,  veal,  leaner  cuts  of 
beef,  mutton,  lamb,  pork,  fish,  sea  food,  and 
egg  whites.  All  visible  fat  should  be  re- 
moved from  the  meats  and  poultry. 

Remember,  there  are  21  meals  each  week. 
Therefore,  from  this  list,  include  fresh  or 
canned  fish  or  sea  food  in  at  least  five  meals 
each  week . Lunch  is  a good  meal  for  this.  Do 
not  be  limited  to  the  leaner  fish;  include 
fat  fish  as  well  as  they  are  good  sources 
of  polyunsaturated  fatty  acids.  Bake,  roast, 
broil,  or  boil  meats  and  poultry.  Fish  may 
be  fried  in  a high  P S ratio  vegetable  oil 
(corn,  cottonseed,  safflower,  soybean,  or  sun- 
flower). Use  veal  or  poultry  in  four  meals 
each  week  or  more  often.  Use  four  3-  to 
4-ounce  servings  of  beef,  lamb,  mutton, 
or  pork,  not  exceeding  a total  of  16  ounces 
each  week.  For  the  other  eight  meals  each 
week  use  cottage  cheese  or  egg  whites,  an 
occasional  serving  of  liver,  or  additional 
servings  of  fish,  sea  food,  or  poultry.  Unless 
instructed  otherwise,  you  may  use  up  to  4 
whole  eggs  each  week. 

You  may  use  whole  mUk  for  coffee,  but 
otherwise  restrict  the  use  of  mUk  to  nonfat 
varieties  such  as  fresh  or  reconstituted  skim 
milk,  fat-free  buttermilk,  or  evaporated 
skim  milk. 

In  addition  to  the  V2  ounce  of  high  P/S 
ratio  vegetable  oil  used  in  food  preparation, 
consume  a minimum  of  1 ounce  of  oil  at  the 
table  each  day.  This  may  be  used  in  salad 
dressings  and  on  vegetables,  emulsified  in 
milk,  or  added  to  cereals  or  desserts.  All 
commercially  available  mayonnaise  and  salad 
dressings  may  also  be  used  since  they  are 
made  with  liquid  salad  oils  that  are  high  in 
linoleic  acid  and  low  in  saturated  fatty  acid 
content.  In  addition,  you  may  use  a 10-Gm. 
pat  of  a high  P/S  ratio  margarine  daily  as  a 
table  spread.  When  a solid  fat  is  preferred 
in  cooking  or  baking,  use  a high  P S ratio 
margarine  or  cooking  fat,  preferably  one  with 
a P/S  ratio  of  about  1.5.  Never  use  the 
conventional,  partially  hydrogenated  types 
of  margarines,  cooking  fats,  or  butter. 

Do  not  eat  butter;  conventional,  partially 
hydrogenated  margarine,  and  shortening;  or 
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lard  or  cream  or  foods  containing  them  in 
large  amounts  such  as  most  cakes  and 
pastries.  In  place  of  butter  or  ordinary 
or  partially  hydrogenated  margarine  use  a 
high  P/S  ratio  margarine;  in  place  of  short- 
ening use  a high  P/S  ratio  vegetable  oil  or 
a high  P/S  ratio  margarine;  and  in  place 
of  cream  use  an  emulsion  of  a high  P/S  ratio 
oil. 

By  the  end  of  the  first  year  of  the  pilot 
study,  many  things  had  been  accomplished. 
Appointment,  examination,  and  instruction 
procedures  had  been  evolved  and  a per- 
manent staff  trained  in  these  methods  to 
yield  a smoothly  functioning  organization. 
The  entire  operation  stressed  a subject- 
centered  relationship  which  was  based 
primarily  on  an  individual  appointment 
system  which  has  done  much  to  maintain 
contact  with  the  participants  in  the  study 
and  to  reduce  the  rate  of  drop-out.  Of 
even  greater  importance  was  the  insight 
gained  into  the  nature  of  an  experiment 
involving  a test  group  composed  of  free- 
living,  sentient  human  beings. 

When  the  time  allotted  to  the  pilot  study 
had  run  out,  the  decision  had  to  be  made  as 
to  how  best  to  continue  with  the  main  study. 
The  final  decision  on  the  composition  of  the 
experimental  group  was  powerfully  affected 
by  the  following  consideration:  The  par- 
ticipants in  the  pilot  study  group  had  be- 
come one  of  the  most  esoteric  groups  in  the 
world  with  respect  to  the  relation  of  diet 
to  coronary  heart  disease,  partly  because 
of  their  own  interest  in  the  subject  and  partly 
because  of  the  study  policy  of  keeping  the 
participants  informed  about  aU  developments 
in  the  field  of  which  we  were  aware.  The  crux 
of  the  situation  arose  in  the  reahzation  that 
even  in  this  group  of  highly  motivated  and 
well-informed  individuals,  there  were  some 
who  eventually  gave  up  the  Prudent  Diet, 
and  in  many  others  constant  vigil  and  in- 
struction by  the  nutritionists  were  necessary 
to  maintain  the  study  standards. 

This  led  to  the  recognition  of  the  fact 
that  if  the  methods  of  the  study  were  im- 
posed on  a randomly  selected  study  group 
(supposedly  nonbiased  by  the  process  of 
self-selection),  the  hardships  imposed  by 
this  change  in  a set  way  of  life  would  quickly 
eliminate  the  marginal  participants,  leaving 
behind  those  who  were  more  health-con- 
scious and  thus  more  motivated.  But  this 
group  would  be  essentially  of  similar  char- 
acter to  those  already  under  study  in  the 


pilot  phase  of  the  experiment.  Thus,  in  the 
final  analysis,  it  was  decided  to  expand  the 
numbers  and  experience  of  the  pilot  study 
to  accomplish  the  final  goal. 

Second  year 

The  bench-mark  cholesterol  for  the  first 
400  men  to  enter  the  study  in  the  age  group 
from  fifty  to  fifty-nine  years  averaged  259.9 
mg.  per  100  ml.,  with  19.5  per  cent  under 
220  mg.  per  100  ml.  and  7.7  per  cent  under 
200  mg.  per  100  ml.  For  the  purpose  of 
analysis  the  distribution  of  cholesterol  values 
was  divided  into  thirds  with  the  cutting 
points  falling  at  230  and  270  mg.  per  100 
ml.  The  course  of  the  serum  cholesterol  of 
97  men  of  normal  weight,  aged  fifty  to  fifty- 
nine  years,  during  the  bench-mark  period 
and  at  the  end  of  six  months  on  the  diet, 
was  marked  by  a fall  in  cholesterol  from 
the  bench-mark  level  of  253  mg.  per  100  ml. 
to  224  mg.  per  100  ml.  after  six  months  (t  = 
5.16,  significant  beyond  the  1 per  cent  level). 
In  the  highest  third,  34  men  showed  a drop 
from  298  to  253  mg.  per  100  ml.;  in  the 
middle  third,  32  men  showed  a fall  from  249 
to  224  mg.  per  100  ml.;  and  in  the  lowest 
third,  31  men  showed  a drop  from  207  to 
191  mg.  per  100  ml.  after  six  months  on  the 
Prudent  Diet.  The  fall  in  each  third  was 
statistically  significant  beyond  the  1 per 
cent  level.  Those  subjects  who  entered  the 
study  with  a diagnosis  of  coronary  artery 
disease  in  this  group  responded  the  same  as 
those  with  no  clinical  evidence  of  coronary 
artery  disease  but  with  similar  bench-mark 
levels.  It  was  noted  that  while  25  per  cent 
of  the  group  had  a serum  cholesterol  under 
220  mg.  per  100  ml.  during  the  control 
period,  this  figure  rose  to  50  per  cent  after 
six  months  on  the  diet.  The  level  of  220 
mg.  per  100  ml.  serum  cholesterol  was 
chosen  because  of  the  report  by  Keys’  that 
population  groups  whose  middle-aged  men 
have  an  average  serum  cholesterol  above 
this  level  also  have  relatively  high  coronary 
heart  disease  death  rates. 

Fifty-four  men  of  the  97  in  the  fifty-  to 
fifty-nine-year  age  group  had  completed  one 
year  of  adherence  to  the  diet.  The  two 
highest  groups  showed  a maintenance  at  the 
cholesterol  level  attained  at  the  end  of  six 
months,  while  the  lowest  group  showed  a 
small  rise  in  the  cholesterol  level  which  was 
not  statistically  significant. 
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The  Prudent  Diet  was  eifective  in  lowering 
the  serum  cholesterol  in  about  80  per  cent 
of  subjects  with  control  levels  in  the  upper 
third,  in  60  per  cent  of  those  in  the  middle 
third,  and  in  30  per  cent  of  those  in  the  lower 
third.* 

While  the  concept  of  the  experimental 
group  had  been  crystallized  as  described 
previously,  the  search  for  an  adequate  con- 
temporaneous control  group  continued.  Fi- 
nally, in  September,  1959,  the  advisory 
group  approved  the  suggestion  that  the 
control  group  be  drawn  from  the  males  from 
forty  to  fifty-nine  years  of  age  who  come  to 
the  Cancer  Detection  Clinics  of  the  Depart- 
ment of  Health.  The  advantage  of  work- 
ing with  this  group  is  that  these  men  are 
also  health-conscious  to  a greater  degree 
than  the  general  public,  although  in  a 
direction  different  from  that  of  our  experi- 
mental group.  Thus,  whatever  bias  might 
exist  as  a result  of  this  factor  would  be 
corrected  at  least  partially.  Based  on  the 
first  120  men  in  the  control  group,  the  follow- 
ing parameters  are  comparable  with  the 
experimental  group:  occupation,  religion, 

marital  status,  country  of  birth,  color, 
bench-mark  cholesterol,  height,  weight,  and 
blood  pressure. 

At  this  writing,  400  men,  from  forty  to 
fifty-nine  years  old,  have  been  recruited 
from  those  applying  to  the  Cancer  Detection 
Clinics  and  have  received  comparable  physi- 
cal examinations.  However,  no  dietary 
histories  have  been  taken  from  this  group,  no 
dietary  advice  is  given,  and  there  is  no 
indication  that  diet  is  a factor  of  prominent 
interest.  The  device  used  to  attract  these 
men  into  the  study  is  the  offer  of  a free 
cardiovascular  examination,  including  an 
electrocardiogram,  and  a serum  cholesterol 
determination. 


Third  year 

Of  the  first  400  men,  from  fifty  to  fifty- 
nine  years  old,  to  enter  the  study,  211  were 
obese**' of  these.  111  (52.6  per  cent) 
adhered  so  rigidly  to  the  prescribed  reducing 
diet  as  to  achieve  a Performance  Index  of 
85  or  better  during  the  first  ten  weeks  of 
observation.  (The  Performance  Index  is  the 
ratio  of  the  actual  to  the  predicted  weight 
loss.)  Their  average  serum  cholesterol 
dropped  from  261  to  225  mg.  per  100  ml.  by 


the  end  of  six  weeks  and  remained  level 
thereafter  (t  = 6.78,  highly  significant).  Of 
the  111  men,  97  reduced  to  desirable  levels; 
75  of  these  were  maintained  thereafter  on 
the  Prudent  Diet  for  at  least  six  months,  and 
56  of  these  were  maintained  for  at  least  one 
year,  with  the  average  serum  cholesterol 
remaining  level.  With  respect  to  the  effect 
on  serum  cholesterol,  strict  adherence  to  the 
prescribed  reducing  diet  yielded  results  in 
overweight  men  remarkably  similar  to  those 
obtained  by  the  use  of  the  Prudent  Diet  in 
men  of  normal  weight.  Further,  the  main- 
tenance of  weight  after  successful  weight 
reduction  by  the  use  of  the  Prudent  Diet 
served  to  maintain  the  lowered  serum 
cholesterol  level  and  prevented  the  rebound 
which  is  experienced  in  the  more  usual  types 
of  reducing  and  maintenance  diets. 

By  thirds  also,  the  results  in  the  over- 
weight men  were  similar  to  those  obtained 
by  the  use  of  the  Prudent  Diet  among  men 
of  normal  weight.  In  the  upper  third,  the 
average  serum  cholesterol  level  of  307  mg. 
per  100  ml.  fell  to  260  mg.  per  100  ml.; 
in  the  middle  third,  a level  of  257  mg.  per 
100  ml.  fell  to  220  mg.  per  100  ml.;  and  the 
level  of  207  mg.  per  100  ml.  in  the  lower 
third  feU  to  189  mg.  per  100  ml.  The  lower 
limit  reached  by  each  third  corresponded 
very  closely  to  its  counterpart  in  the  men  of 
normal  weight.  The  major  point  of  dif- 
ference was  in  the  time  necessary  to  achieve 
the  low  average  value.  Six  weeks  were  re- 
quired on  the  reducing  diet  compared  with 
five  to  six  months  on  the  Prudent  Diet. 
It  was  noted  that  only  21  per  cent  of  the 
overweight  group  had  seriun  cholesterol 
below  220  mg.  per  100  ml.  during  the  control 
period;  after  ten  weeks  on  the  prescribed 
reducing  diet,  this  figure  had  doubled  to  42 
per  cent.  Thus  both  the  Prudent  Diet  and 
the  prudent  reducing  diet  doubled  the  nmn- 
ber  of  men  with  serum  cholesterol  levels 
below  this  critical  value. 

After  an  experience  of  three  years,  we 
found  that  more  than  600  men  participating 
in  this  study  had  encountered  the  following 
difficulties  in  adhering  to  the  Prudent  Diet: 

1.  The  giving  up  of  pastries  made  with 
highly  saturated  fat,  such  as  Danish  pastry, 
coffee  cake,  pound  cake,  “plain”  cake, 
cookies,  and  pies,  seemed  to  be  a real  depriva- 
tion for  many  people  and  caused  the  most 
frequent  difficulty.  These  products  need 
not  have  been  prohibited  for  the  person 
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whose  wife  was  willing  to  make  them  with 
vegetable  oil  or  a linoleate-rich  (high  P/S 
ratio)  margarine.  However,  since  most 
modern  housewives  did  not  or  would  not 
bake  their  own  pastry,  the  subjects  were 
limited  to  angel  cake,  sponge  cake,  Holland 
honey  cake,  almond  macaroons,  and  a few 
other  low-fat,  locally  available  baked  goods. 

2.  Limiting  the  size  of  the  portion  and 
the  frequency  of  the  serving  of  meats  con- 
taining high  proportions  of  saturated  types 
of  fats,  such  as  beef,  mutton,  and  pork, 
also  was  difficult.  It  seemed  that  many 
men  in  our  affluent  society  had  become 
accustomed  to  consuming  8-,  10-,  or  12- 
ounce  portions  of  these  products. 

3.  The  prohibition  of  ice  cream  was  a 
deprivation  for  many  persons  although  this 
ranked  weU  below  the  first  two  complaints 
listed.  Here,  water  ices,  with  a very  oc- 
casional sherbet,  were  the  best  substitutes. 

4.  Restaurant  meals  presented  difficulty 
for  some  people,  but  this  difficulty  was  more 
apparent  than  real.  If  a person  could  afford 
to  eat  at  restaurants  where  the  food  was 
prepared  to  order,  no  problem  existed.  In 
restaurants  and  cafeterias  where  the  food 
was  prepared  on  a large  scale,  the  problem 
was  much  greater.  In  the  latter  case,  the 
entree  which  was  suggested  was  fish,  sea 
food,  or  poultry,  boiled,  broiled,  or  baked. 
The  dessert  was  limited  to  fruit. 

5.  Hard  cheeses  of  all  varieties  presented 
a minor  difficulty  for  a few  people.  For 
those  who  must  have  hard  cheese,  1 ounce 
could  be  substituted  occasionally  for  half 
of  the  beef,  mutton,  or  pork  allowance,  or 
this  entire  allowance  could  be  replaced  by 
2 ounces  of  cheese. 

The  prohibition  of  butter  and  whole  milk 
presented  no  difficulties.  Butter  was  one 
of  the  easiest  foods  to  replace  in  the  diet 
since  so  many  substitutes  were  available, 
for  example,  proper  margarine,  mayonnaise, 
cottage  cheese  spreads  moistened  with  skim 
milk,  or  skim  milk  mixed  with  vegetable  oil. 

The  socioeconomic  characteristics  of  the 
308  men  in  our  experimental  group  aged 
fifty  to  fifty-nine  years  for  whom  aU  factors 
were  available  were  examined  during  this 
year.  This  analysis  showed  that  our  study, 
for  the  most  part,  apparently  was  operating 
with  a single  phenomenon:  a somewhat 

homogeneous  cohort  of  Jewish,  well-edu- 
cated men  in  the  upper  professional  and 
managerial  occupations  who  were  more 


health-conscious  than  the  general  popula- 
tion. 

Fourth  year 

Adipose  aspiration.  By  the  fourth  year 
the  development  of  the  adipose  aspiration 
technic  by  Hirsch  and  his  colleagues 
offered  us  the  promise  of  an  objective  measure 
of  adherence  to  the  Prudent  Diet  by  the 
analysis  of  the  fatty  acid  components  of  the 
subcutaneous  fat  of  our  subjects.  We  have 
begun  to  compare  the  fatty  acid  composition 
in  a total  of  200  subjects,  some  of  whom 
were  tested  before  the  start  of  the  diet  and 
others  who  will  have  been  on  the  diet  for 
six  months  or  one,  two,  or  three  years. 
Other  characteristics  which  are  controlled 
are  age,  initial  cholesterol  level,  coronary 
condition,  and  the  presence  or  absence  of 
obesity.  We  are  comparing  these  data  as  a 
measure  of  adherence  with  those  obtained 
from  dietary  history,  from  the  change  in 
levels  of  serum  cholesterol,  and  from  the 
subjective  impressions  of  the  panel  physi- 
cians obtained  during  the  panel  interview. 

Drop-out  characteristics.  A special 
study  is  being  conducted  to  analyze  the 
characteristics  of  those  subjects  who  have 
dropped  out  of  active  participation  in  the 
study  and  to  compare  them  with  those  who 
have  remained.  These  characteristics  will 
fall  into  the  general  categories  of  (1)  socio- 
economic, (2)  physical,  (3)  biochemical,  (4) 
environmental,  and  (5)  psychologic.  It 
may  be  possible,  as  a result  of  these  analyses, 
to  gain  some  insight  into  the  type  of  in- 
dividual who  is  most  likely  to  maintain 
membership  in  a long-range  study  of  chronic 
disease.  These  results  may  have  important 
implications  with  the  increasing  use  of  this 
type  of  study. 

Current  situation.  By  the  fourth  year, 
989  men  aged  twenty  to  fifty-nine  years  had 
been  processed  by  us,  of  whom  525  had 
followed  the  diet  for  more  than  one  year. 
Table  II  lists  the  munber  of  men  according 
to  the  presence  or  absence  of  coronary 
disease  and  according  to  the  presence  at  the 
time  of  entry  into  the  study  of  none,  one, 
or  at  least  two  of  the  parameters  associated 
with  a high  risk  of  development  of  ischemic 
heart  disease.  These  factors  have  been 
gathered  from  the  prospective  study  of  the 
United  States  Public  Health  Service  in 
Framingham,  Massachusetts,  and  in- 
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TABLE  II.  Total  number  of  men  and  number  of 
risk  factors  and  coronary  condition,  age,  and 
activity  status 

—High-Risk  Factors — . 

Mul- 


Category 

Totals 

None 

One 

tiple 

Cardiac  status 

No  coronary 

833 

147 

357 

329 

Coronary 

156 

66 

40 

50 

Age  (Years) 

20  to  39 

109 

23 

57 

29 

40  to  49 

174 

33 

68 

73 

50  to  59 

706 

157 

272 

277 

Active 

626 

158 

244 

224 

Inactive 

363 

55 

153 

155 

Totals 

989 

213 

397 

379 

clude  a serum  cholesterol  level  over  260 
mg.  per  100  ml.,  obesity,  and  a diastolic  blood 
pressure  of  95  mm.  Hg  or  higher. 

Findings.  Of  the  989  men,  156  had  a 
history  of  overt  coronary  disease  at  the  time 
of  their  entry  into  the  study.  The  833  men 
with  no  such  history  consisted  of  147  men 
with  none  of  the  risk  parameters,  357  with 
one,  and  329  with  multiple  risk  factors;  for 
the  coronary  heart  disease  patients  the 
figures  were  66,  40,  and  50  men  respectively. 
If  we  include  only  those  men  who  had  fol- 
lowed the  Prudent  Diet  for  at  least  one  year 
(Table  III),  the  total  number  for  normal  sub- 
jects is  432  men  and  for  those  with  coronary 
heart  disease  on  entrance  to  the  study,  95 
men.  The  number  of  men  according  to  risk 
factors  is  also  fisted  in  Table  III.  These 
tables  are  further  subdivided  to  include  three 
age  categories:  twenty  to  thirty-nine  years, 
forty  to  forty-nine  years,  and  fifty  to  fifty- 
nine  years  and  to  include  the  number  of 
active  and  inactive  men  (626  and  363, 
respectively).  The  inactive  cases  include 
those  who  were  lost  to  the  study  for  reasons 
of  disinterest,  change  of  address,  or  inability 
to  foUow  the  diet  and  also  those  who  for 
reasons  of  available  time  would  not  appear 
for  diet  guidance,  serum  cholesterol  deter- 
minations, or  panel  visits  as  set  up  in  our 
protocol  but  who  would  appear  at  longer 
intervals,  usually  annually. 

For  aU  the  men  from  the  time  of  their 
entry  into  the  study,  a much  greater  propor- 
tion of  the  drop-outs  were  obese  tban  those 
who  remained  active  in  the  study.  In  the 
age  group  of  forty  to  fifty-nine  years,  46.7 
per  cent  of  the  men  who  stayed  with  the 
study  were  obese  at  time  of  entry  as  com- 
pared with  66  per  cent  of  those  who  dropped 


TABLE  III.  Number  of  men  on  prudent  diet  for 
more  than  one  year  by  number  of  risk  factors  and 
coronary  condition,  age,  and  activity  status 

— High-Risk  Factors — 
Mul- 


Category 

Totals 

None 

One 

tiple 

Coronary  status 

No  coronary 

432 

96 

172 

164 

Coronary 

95 

51 

19 

25 

Age  (Years) 

20  to  39 

45 

14 

23 

8 

40  to  49 

90 

24 

31 

35 

50  to  59 

392 

109 

137 

146 

Active 

470 

131 

172 

167 

Inactive 

57 

16 

19 

22 

Totals 

527 

147 

191 

189 

out.  This  shows  the  much  greater  impact 
on  the  drop-out  rate  of  the  deprivation  of 
calories  as  compared  with  substitution. 
However,  after  the  effects  of  the  weight- 
reducing  diet  had  taken  their  toU,  a prior 
condition  of  obesity  no  longer  affected  tbe 
drop-out  rate.  For  example,  641  men, 
from  forty  to  fifty-nine  years  old,  completed 
at  least  one  year  on  the  Prudent  Diet,  300 
of  whom  had  been  obese  at  the  time  of  entry 
into  the  study  and  subsequently  had  at- 
tained successfully  a normal  weight.  Of 
these  300  formerly  obese  men,  8.6  per  cent 
dropped  out  after  one  year  on  the  Prudent 
Diet  as  compared  with  8.2  per  cent  of  the 
341  such  men  who  had  been  of  normal  weight 
at  the  time  of  entry. 

The  presence  of  hypertension  or  hyper- 
cholesterolemia had  no  discernible  effect  on 
the  drop-out  rate:  Of  those  remaining  in  the 
study  26.9  per  cent  were  hypertensive  as 
compared  with  29.4  per  cent  of  those  who 
dropped  out;  42.5  per  cent  of  the  active 
subjects  were  hypercholesterolemic  as  com- 
pared with  40.9  per  cent  of  the  drop-outs. 
Viewed  from  another  aspect,  76.3  per  cent 
of  all  subjects  with  no  Framingham  stig- 
mata'®~i*  remained  in  the  study.  If  the 
effects  of  obesity  are  eliminated,  that  is, 
considering  only  the  cases  with  hypertension 
or  hypercholesterolemia,  78.2  per  cent  of 
those  with  hypertension  and  73.5  per  cent 
of  those  with  hypercholesterolemia  remained 
in  the  study.  By  the  different  risk  factors, 
there  is  little  difference  in  the  average  length 
of  time  which  those  who  finally  dropped  out 
remained  in  the  study.  The  average  number 
of  months  contributed  to  the  total  study 
experience  according  to  the  presence  or 


76  New  York  State  Journal  of  Medicine  / January  1,  1963 


TABLE  IV.  Total  person-years  of  experience  by  numbers  of  risk  factors  and  coronary  condition,  age,  and 

activity  status 


High-Risk  Factors 


Category 

Totals 

None 

One 

Multiple 

Coronary  status 

No  coronary 

1,638.1 

318.4 

691.9 

627.8 

Coronary 

368,3 

197.0 

71.3 

100.0 

Age  (Years) 

20  to  39 

176.0 

41.4 

86.4 

48.2 

40  to  49 

346.6 

77.1 

137.6 

131.9 

50  to  59 

1,483.8 

396.9 

539.2 

547.7 

Active 

1,685.8 

467.0 

630,0 

588.8 

Inactive 

320,6 

48.4 

133.2 

139.0 

Totals 

2,006.4 

515.4 

763.2 

727.8 

TABLE  V.  Person-years  of  experience  after  one  year  on  the  prudent  diet  by  number  of  risk  factors  and 

coronary  condition,  age,  and  activity  status 

Category 

Totals 

None 

1.  XlgiX~J- V191V  X'  CtXJ  O 

One 

Multiple 

Coronary  status 

No  coronary 

1,306.0 

287.1 

525.8 

493.1 

Coronary 

317,6 

186.6 

57.5 

73.5 

Age  (Years) 

20  to  39 

132.2 

37.9 

70.6 

23.7 

40  to  49 

277.4 

71.7 

93.5 

112.2 

50  to  59 

1,214.0 

364.1 

419.2 

430.7 

Active 

1,518.3 

444.9 

548.4 

525.0 

Inactive 

105.3 

28.8 

34.9 

41.6 

Totals 

1,623.6 

473.7 

583.3 

566.6  • 

absence  of  stigmata  was  as  follows:  no 

stigmata,  11.4;  obesity,  11.2;  hypertension, 
11.5;  and  hypercholesterolemia,  10.9. 

We  have  accumulated  about  2,000  person- 
years  of  experience  (Table  IV),  of  which 
1,623  (Table  V)  are  derived  from  men  who 
have  followed  the  diet  for  more  than  one 
year.  Most  of  this  experience  has  been  in  the 
normal  subjects  (1,638  person-years)  and  in 
those  with  at  least  one  of  the  high-risk 
factors  on  entrance  to  the  study. 

In  those  men,  aged  forty  to  fifty-nine 
years,  with  no  coronary  heart  disease  on 
entrance  to  the  study,  5 clinical  events  have 
occurred.  Of  these,  3 were  acute  myo- 
cardial infarctions,  and  2 were  sudden  deaths 
(Table  VI).  Both  fatalities  and  1 of  the 
infarcts  occurred  during  the  first  year  on  the 
Prudent  Diet.  The  fatalities  occurred  in  2 
subjects  each  exhibiting  one  high-risk  factor; 
the  infarcts  occurred  one  each  in  subjects 
with  none,  one,  and  multiple-risk  factors. 
There  were  18  recurrent  cardiac  events  in 
our  forty-  to  fifty-nine-year-old  patients  who 
entered  the  study  with  known  coronary 


heart  disease.  Of  these  7 were  fatal,  and  11 
sustained  acute  myocardial  infarcts  from 
which  they  recovered.  Five  of  the  fatal  and 
7 of  the  nonfatal  events  occurred  during  the 
first  year  on  the  Prudent  Diet. 

Comparison  with  Framingham  study. 
The  best  available  prospective  data  in  rela- 
tion to  new  events  and  risk  factors  in  a 
normal  population  is  contained  in  the  reports 
from  the  Framingham  study. Table 
VII  compares  the  incidence  rates  per  1,000 
men  by  the  number  of  stigmata  for  the  new 
events  in  normal  subjects  shown  in  Table 
VI  with  the  rates  for  these  categories  from 
the  Framingham  study.  In  the  second  part 
of  Table  VII  we  have  presented  the  number 
of  new  events  and  the  number  of  person 
years  on  which  the  rates  in  oiu*  study  were 
based  and  have  compared  these  with  the 
expected  number  of  such  events,  were  the 
Framingham  rates  applied  to  the  experience 
in  our  study.  In  the  total  experience  the 
rate  of  new  events  per  thousand  men  in  New 
York  was  3.4  as  against  14.5  per  1,000  in 
Framingham.  The  multiple-risk  category 
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TABLE  VI.  Number  of  events  in  men  forty  to 
fifty-nine  years  old  by  number  of  risk  factors 


Events 

Totals 

. — High-Risk  Factors—^ 
Mul- 

None  One  tiple 

New 

5 

1 

3 

1 

Fatal 

2 

0 

2 

0 

Nonfatal 

3 

1 

1 

1 

Recurrent 

18 

5 

5 

8 

Fatal 

7 

2 

1 

4 

Nonfatal 

11 

3 

4 

4 

showed  an  incidence  of  35.75  per  1,000  men 
in  Framingham  as  against  1.7  in  New  York. 
As  indicated  in  Table  VII,  we  should  have 
expected  a total  of  23.75  events  and  had  5; 
we  should  have  expected  16.17  events  in 
the  multiple-risk  category  and  had  1.  The 
differences  between  the  two  groups 
(Framingham  and  New  York)  are  great, 
particularly  in  the  group  with  single  and 
multiple  Framingham  stigmata. 

Certain  precautions  concerning  the  com- 
parability of  data  from  the  New  York  and 
Framingham  studies  must  be  listed; 

1.  There  is  a difference  in  the  definition 
of  obesity  which  precludes  an  exact  com- 
parison of  these  groups.  Our  subjects  are 
evaluated  individually  on  the  basis  of  meas- 
urements and  opinions  by  physicians.  The 
Framingham  population  was  judged  obese 
if  an  individual  was  20  per  cent  or  more 
above  the  median  weight  for  his  height. 
This  does  not  allow  for  such  factors  as  body 
frame  and  degree  of  musculature. 

2.  There  is  a small  difference  in  age 
groupings  to  which  the  incidence  rates  apply. 
The  rates  for  Framingham  are  for  men  from 
forty -two  to  sixty-two  years  old;  those  for 
New  York  are  for  men  from  forty  to  fifty - 
nine  years  old.  However,  this  difference  has 
been  compensated  at  least  partially  because 
the  New  York  group  has  aged  several  years 
since  the  beginning  of  the  study. 

3.  The  rates  for  the  Framingham  popula- 
tion are  presented  in  their  report  as  four- 
year  rates  per  1,000.  In  the  present  report, 
they  are  shown  as  the  annual  average  of 
these  rates  and  are  therefore  apphcable 
only  for  rough  comparison. 

4.  Our  experimental  group  is  more 
health-conscious  as  a unit  than  the  Framing- 
ham population,  and  some  of  the  differences 
observed  may  be  ascribed  to  this  char- 
acteristic. One  manifestation  of  this  is  the 


TABLE  VII.  Comparison  of  incidence  rates  per 
1,000  by  number  of  risk  factors  in  Framingham  and 
present  study 

Number 

Rate  per  1,000  of  Events, 
High-  Fra-  .—New  York — . 

Risk  ming-  New  Ac- 


F actors 

ham 

York 

tual 

Expected 

None 

2.50 

3.55 

1 

0.80 

Single 

19.75 

4.96 

3 

13.67 

Multiple 

35.75 

1.70 

1 

16.17 

Totals 

14.50 

3.40 

5 

23.75 

finding  that  the  proportion  of  the  New 
York  group  who  has  never  smoked  cigarets  is 
about  twice  that  found  by  other  studies. 
On  the  other  hand,  about  50  to  55  per  cent 
of  the  New  York  experimental  group  was 
overweight  to  the  extent  of  requiring  weight 
reduction. 

5.  There  are  almost  certainly  geographic, 
sociologic,  ethnic,  and  other  differences 
between  our  study  group  and  that  at 
Framingham.  In  particular  the  difference  in 
distribution  of  religion  should  be  large.  It 
is  impossible  to  evaluate  how  significant 
these  differences  are  in  the  present  context. 

6.  A strict  theoretical  comparison  of  the 
New  York  incidence  rates  with  those  of 
Framingham  must  take  into  account  the 
manner  in  which  the  person-years  of  ex- 
perience were  acciunulated.  In  New  York 
the  accumulation  of  second,  third,  and  so 
forth  years  of  experience  are  dependent, 
for  each  individual,  on  his  successful  survival 
of  a first,  second,  and  so  forth  year  without 
an  event.  This  is  a little  different  from  the 
concept  of  a four-year  rate  as  presented  in 
the  Framingham  report.  However,  the 
small  number  of  events  with  which  we  are 
concerned  in  the  present  instance  indicates 
that  no  serious  bias  is  introduced  by  the  use 
of  this  concept,  at  least  for  a rough  evalua- 
tion of  the  study  status. 

We  are  awaiting  the  accumulation  of 
sufficient  experience  in  our  contemporaneous 
control  group  to  enable  a valid  comparison 
with  the  incidence  rates  experienced  in  our 
experimental  group.  While  the  comparison 
with  Framingham  presented  previously  is  by 
no  means  definitive,  it  does  encourage  us  to 
go  ahead  with  our  plans  for  comparison  with 
a contemporary  control  group.  There  does 
seem  to  be  reasonable  grounds  to  entertain 
the  hypothesis  that  the  Prudent  Diet  may 
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represent  a feasible  approach  to  the  solution 
of  the  public  health  problem  posed  by 
coronary  heart  disease. 

Summary 

The  protocol  and  data  from  a study  of  the 
primary  prevention  of  coronary  heart  disease 
by  dietary  means  has  been  presented.  The 
Prudent  Diet  has  been  shown  to  be  palatable 
and  acceptable  to  oiu*  study  subjects.  It  will 
lower  the  serum  cholesterol  significantly 
regardless  of  the  initial  level.  Comparisons 
with  the  Framingham  experience,  while  by 
no  means  proving  that  the  decrease  in  serum 
cholesterol  will  lower  the  incidence  of  clinical 
coronary  heart  disease,  encouraged  us  to  go 
ahead  with  plans  for  comparison  with  a 
suitable  control  and  suggest  that  the  hy- 
pothesis that  diet  may  be  influential  in  con- 
trolling the  frequency  of  coronary  heart 
disease  is  worth  pursuing  definitively. 
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False  vocal  cords 
can  cause  hoarseness 
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the  voice  much  lower  than  normal  with  a small 
range  of  pitch.  Dr.  Fred  wrote  in  the  October 
issue  of  the  A.M.A.  Archives  of  Internal  Med- 
icine. 

In  typical  cases,  hoarseness  varies  in  severity 
and  often  is  worse  at  the  end  of  the  day.  In- 
termittent loss  of  voice,  voice-cracking,  a 
feeling  of  tiredness  in  the  throat,  fear  of  speak- 
ing, and  persistent  attempts  to  clear  the  throat 
are  other  frequent  symptoms. 

Psychological  stress,  abuse  of  the  voice, 
and  disease  of  the  larynx  are  possible  causes. 
Speech  therapy  is  useful  and  helps  some 
patients,  but  others  do  not  respond  to  any 
form  of  treatment. 


January  1,  1963  / New  York  State  Journal  of  Medicine  79 


Nutritional  and 
Metabolic  Effects  of 
Some  Newer  Steroids 

II.  4-OH  MT 

ANTHONY  A.  ALBANESE,  PH.D. 

White  Plains,  New  York 
EDWARD  J.  LORENZE,  M.D. 
White  Plains,  New  York 
LOUISE  A.  ORTO,  B.A. 
White  Plains,  New  York 

From  the  Nutrition  and  Metabolic  Research  Division, 
The  Burke  Foundation  Rehabilitation  Center 


T HE  CLINICAL  MANAGEMENT  of  chronically 
ill,  elderly  patients  presents  a number  of 
special  metabolic  problems.  The  process  of 
aging  is  associated  with  a decbne  in  endog- 
enous anabolic  steroid  production,^  as  well 
as  a decrease  in  appetite,  loss  of  weight,  and 
lack  of  energy.  These  processes  are  ac- 
centuated greatly  when  elderly  patients  are 
suffering  from  physically  disabling  episodes 
which  necessitate  prolonged  confinement  and 
bed  rest.  As  early  as  1935,  the  growth- 
promoting  effects  of  the  androgenic  steroids 
were  recognized,  and  clinical  use  was 
promptly  made  of  these  properties.  The 
reduction  of  nitrogen  loss  and,  especially, 
the  promotion  of  muscle  protein  synthesis 
were  particularly  useful  applications.  How- 
ever, the  undesirable  androgenic  effects  of 

This  investigation  was  supported  in  part  by  a grant-in-aid 
from  A.  H.  Robins  Company,  Inc.,  Richmond,  Virginia. 


these  hormones  were  pronounced  and  led  to 
an  intensive  search  for  anaboHc  agents  of 
improved  metaboUc  specificity.  As  the 
result  of  systematic  examinations  by  many 
laboratories,  numerous  experimental  com- 
poimds  exhibiting  not  only  growth-pro- 
moting properties  with  a favorable  in- 
fluence on  nitrogen  balance,  but  also  a 
marked  reduction  or  absence  of  androgenic 
side-effects  in  animals  have  been  foimd.^ 
Unfortunately,  animal  studies  can  give  only 
a partial,  and  sometimes  misleading,  picture 
of  the  biologic  activity  in  man.  Camerino 
and  Sala^  stress  that  the  only  clinically 
useful  way  to  assess  the  therapeutic  anabolic 
value  of  steroids  in  human  beings  is  by  the 
nitrogen  balance  method.  These  investiga- 
tors have  reviewed  the  chemical  and  physio- 
logic properties  of  43  newer  emabolic  steroids, 
and  the  compoimd  4-OH  MT  (4-hydroxy- 
17a-methyltestosterone)  was  found  to  be 
one  of  the  most  promising  anabolic  agents. 
Assays  were  done  in  38  patients  suffering 
from  malnutrition  arising  from  a defect  in 
anabolism  or  an  excessive  protein  catabo- 
lism, with  daily  oral  doses  of  4-OH  MT 
varying  from  20  to  80  mg.  per  day  for  periods 
of  from  ten  to  thirty  days.'*  Significant 
gains  in  body  weight  were  noted  within  ten 
to  twenty  days  in  14  patients  who  received 
daily  30  mg.  or  more  of  4-OH  MT.  The 
nitrogen  balance  data  are  recorded  for  3 
patients  and  indicate  that  4-OH  MT  is  an 
effective  anabolic  agent  in  senile  osteoporosis 
and  under  conditions  of  protein  catabolism 
induced  by  dexamethasone  or  triamcinolone. 

These  observations,  although  promising 
and  valuable,  did  not  permit  an  evaluation 
of  the  relative  protein  anabolic  properties  of 
4-OH  MT  in  terms  of  the  SPAI  (steroid 
protein  activity  index)  previously  reported 
by  us.®'  ® As  part  of  a long-range  research 
program  in  this  area,  assays  were  under- 
taken with  4-OH  MT  to  obtain  sufficient 
data  for  the  determination  of  this  index. 
The  results  are  reported  here. 

Procedures  and  methods 

The  12  patients  included  in  this  study  were 
adult  males  and  females  ranging  in  age  from 
twenty-one  to  eighty  years.  For  the  most 
part,  they  were  in  the  recovery  phase  of 
medical  or  surgical  diseases  causing  limited 
mobility  (Table  I).  If  circumstances  per- 
mitted, the  activities  of  the  patients  were 


80  New  York  State  Journal  of  Medicine  / January  1,  1963 


regulated  carefully  by  a comprehensive 
program  of  progressive  physical  rehabilita- 
tion. The  metabolic  studies  were  initiated 
only  after  the  patients  had  become  well 
adjusted  to  their  environment  and  activities, 
usually  within  two  or  three  weeks  of  their 
admission  to  this  hospital.  The  gross 
nutritional  status  of  all  the  subjects  was 
estimated  from  tables  of  the  Metropolitan 
Life  Insurance  Company.''  Deviations  of 
the  observed  weight  from  the  desirable 
weight  indicated  by  these  tables  are  reported 
as  per  cent  of  standard  weight  (per  cent  S) 
in  reference  to  the  age-height-weight  param- 
eter. 

Meals  at  this  institution  are  prepared  to 
provide  an  approximate  calorie  distribution 
of:  protein,  15  per  cent,  carbohydrate,  50 
per  cent,  and  fat,  35  per  cent.  Tabular 
measxrrements  of  the  food  intake  of  the 
patients  showed  an  over-aU  average  daily 
caloric  intake  of  1,976,  with  86  Gm.  of 
protein.  On  an  average  body  weight  basis, 
this  represents  34  calories  and  1.48  Gm.  of 
protein  per  kilogram  of  body  weight.  This 
range  is  in  good  agreement  with  recom- 
mended dietary  allowances.®  The  regimen 
could  be  expected  to  provide  adequate 
amounts  of  critical  vitamins  and  minerals; 
however,  a vitamin-mineral  supplement  of 
recognized  p>otency  was  given  daily  on  a 
prophylactic  basis. 


METABOLIC  STUDIES  were  undertaken  with 
4-OH  MT  {4-hydroxy-17a-methyltestoster- 
one)  in  12  patients,  aged  twenty-one  to  eighty 
years,  suffering  from  mobility-limiting  epi- 
sodes. This  agent  was  shown  to  have  a clin- 
ically useful  anabolic  activity,  as  measured 
by  the  SPAI  (steroid  protein  activity  index), 
at  a dose  of  30  mg.  per  day.  The  administra- 
tion of  the  steroid  was  not  associated  with: 
untoward  effects  on  the  potassium,  sodium, 
and  chloride  balance  of  the  blood;  nor  by  any 
changes  in  liver  function  as  measured  by  the 
thymol  turbidity  and  bilirubin  tests;  or  any 
clinically  or  biochemically  detectable  adverse 
effects. 


Following  the  period  of  adjustment  to  the 
hospital  environment,  assays  were  initiated 
consisting  of  successive  pre-  and  postcontrol 
and  test  periods  of  two  weeks  duration  each. 
The  steroid  was  given  orally  in  the  daily 
dosage  ranges  indicated  by  prior  experience.  ■* 
During  each  week  of  the  test,  twenty-four- 
hour  urine  collections  and  corresponding 
diet  records  were  obtained  for  three  or  four 
consecutive  days.  Fasting  blood  samples 
were  obtained  on  the  third  or  fourth  day  of 
each  week  of  the  study.  When  repeat  or 
multiple  tests  were  done  on  a patient,  the 


TABLE  I.  Nitrogen  balance  studies  with  4-OH  MT*  (all  results  given  as  daily  averages  of  each  study 

period) 

Initial  — Control  Period — ^ — Steroid  Period — ^Change  in  Steroid 


Age 

Patient  (Years) 

Sex 

Body 

^Weight — • 

Per 

Kg.  Cent  S Diagnosis 

Daily 

Dose 

(Mg.) 

Cal- 

orie 

In- 

take 

Nitro- 

gen 

Intake 

(Gm.) 

Cal- 

orie 

In- 

take 

Nitro- 

gen 

Intake 

(Gm.) 

Nitrogen 
Reten- 
tion t 
(Gm.) 

Protein 

Activity 

Index 

(SPAI) 

1 

80 

M 

62.8 

87 

Fracture  left  hip;  nailed 

15 

2,244 

15.3 

2,410 

15.1 

-4.7 

-28 

1 

80 

M 

62.8 

87 

Fracture  left  hip;  nailed 

15 

2,689 

16.6 

2,799 

15.9 

-3.3 

-21 

2 

72 

F 

70.5 

98 

Right  hemiplegia 

15 

1,153 

09.4 

1,121 

08.8 

-2.0 

-20 

3 

76 

F 

39.6 

58 

Right  hemiplegia 

15 

1,506 

10.9 

1,354 

10.3 

-0.8 

- 5 

4 

71 

M 

62.2 

99 

Left  hemiplegia 

15 

2,420 

18.3 

2,431 

18.2 

-1-4.2 

-f-16 

5 

65 

M 

65.5 

92 

Left  hemiplegia;  aortic 

15 

1,363 

10.6 

1,473 

11.1 

-1-2.0 

-H7 

5 

65 

M 

65.5 

92 

stenosis  cardiovascular 
disease 

30 

1,564 

11.3 

1,636 

12.9 

-f5.2 

-1-40 

6 

61 

M 

51.4 

65 

Right  hemiplegia  with 
aphasia 

30 

1,705 

14.3 

1,777 

15.7 

-1-10.1 

-f62 

7 

21 

M 

56.0 

78 

Quadriplegia  due  to  cervi- 
cal fracture 

30 

1,380 

09.1 

1,455 

10.9 

-1-4.4 

4-32 

8 

57 

M 

41.8 

66 

Bilateral  cerebrovascular 
accident;  fracture  of 
right  humerus 

30 

2,637 

16.7 

2,562 

17.6 

-1-4.2 

4-22 

9 

65 

M 

71.0 

99 

Right  hemiplegia 

30 

2,056 

13.9 

2,297 

15.3 

-fl.8 

4-10 

10 

25 

M 

65.5 

96 

Diastematomyelia ; 
epidermoid  tumor; 
intraspinal 

30 

2,096 

18.7 

2,408 

18.0 

-0.6 

- 1 

11 

65 

M 

Craniotomy 

45 

2,255 

15.1 

2,539 

15.0 

-f2.3 

4-15 

12 

68 

F 

62.2 

87 

Fracture  neck  of  right 
femur;  nailed 

45 

2,329 

14.5 

1,986 

14.3 

-hi  3 

4-10 

* Available  as  Oranabol  (Farmitalia). 

t Change  in  nitrogen  retention  = nitrogen  balance  Gm.  per  day  in  steroid  period  minus  nitrogen  balance  Gm.  per  day  in 
control  period. 
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balance  periods  were  separated  by  a mini- 
mum of  two  weeks. 

The  daily  nitrogen  output  was  determined 
by  Kjeldahl  analysis,®  and  creatinine  by  the 
Jaffe  reaction.  “ The  blood  derived  from 
weekly  collections  was  analyzed  for  hemo- 
globin, “ hematocrit,*®  sodium  and  potas- 
sium,*® chlorides,*^  thymol  turbidity,*®  bili- 
rubin, *®  plasma  amino  nitrogen,  *®  and  plasma 
aminograms.  ** 

The  average  nitrogen  balance  changes  for 
each  period  were  determined  from  sum- 
mations of  the  daily  nitrogen  intake  as 
derived  from  the  tables  of  Bowes  and 
Church,*®  the  total  daily  urinary  nitrogen 
output  determined  by  the  Kjeldahl  method, 
and  10  per  cent  of  the  urinary  nitrogen  as  an 
estimate  of  fecal  nitrogen.  Frequent  spot 
checks  of  the  estimated  dietary  and  fecal 
nitrogen  by  Kjeldahl  analysis  have  shown 
uniform  agreement  within  ±5  per  cent. 
This  simplification  has  become  possible 
because  of  an  existing  body  of  evidence 
which  indicates  that  nitrogen  balance  values 
derived  from  observed  and  calculated  fecal 
nitrogen  differ  by  less  than  ±10  per  cent, 
a difference  which  would  rarely  affect  the 
interpretation  of  the  results  of  metabolic 
studies.®® 


Hemoglobjn  - gin.% 
HematocMt  - 
Sodium,  mEq/L 
Potassium,  mEq/L 
Chlorides . mCq/  L 
Thymol  Turbidity  - units 
Bilirubin  - mg . r 
t’nnorv  N/Cr.  atininc 

14.9 

39.0 

142.0 

5.0 
B9.6 

1.0 
0.6 
6.6 

15.0 

41.0 
138.0 

4.4 
92.3 

0.4 

0.4 

8.4 

14.4 
39.2 
134.0 
3.8 
90. 1 
0.6 
0.6 

8.3  1 

♦ 10 

NITROGEN  BAUNCE 
Grams/Duy 

0 

- 

SPAI  = ♦ 40 

Rx;  Product 

CONTROL 

4-OH  MT 

CONTROL 

Dosage 

None 

10  mg.  7ID 

None 

Average  Nitrogen  Intake 

gms/day 

U.3 

12.9 

13.4 

Average  Daily  Caloric 

Iniaki- 

1564 

1636 

1562 

FIGURE  1.  Over-all  experimental  plan  and  a typ- 
ical result  of  our  assays  with  4-OH  MT. 


in  the  course  of  the  study.  In  this  frame  of 
reference,  the  administration  of  steroids 
having  anabolic  activity  will  result  in  an 
SPAI  of  positive  value,  and  the  magnitude 
wiU  be  proportional  to  the  metabolic  activity 
of  the  test  steroid.  Conversely,  the  adminis- 
tration of  corticosteroids  may  result  in  an 
SPAI  of  proportionately  negative  value. 


Scoring  method 


Results 


As  discussed  in  a previous  report,®  an 
examination  of  the  theory  of  nitrogen 
balance  as  presented  by  earlier  investigators 
disclosed  that  the  effect  of  various  agents  on 
protein  metabolism  could  be  compared  more 
systematically  in  terms  of  nitrogen  balance 
to  nitrogen  intake  ratios  than  in  terms  of 
nitrogen  output  or  balance  per  se.®*~®®  This 
relationship,  which  we  have  designated  as 
the  SPAI,  is  obtained  from  the  equation: 


SPAI 


NBSP 

NISP 


NBCP 

NICP 


X 100 


where: 

NBSP  = Nitrogen  balance  in  steroid  period. 
NISP  = Nitrogen  intake  in  steroid  period. 
NBCP  = Nitrogen  balance  in  control  period. 
NICP  = Nitrogen  intake  in  control  period. 


The  ratios  NBSP  and  NBCP  indicate  the 
NISP  NICP 

fraction  of  dietary  protein  retained  by  the 
body.  This  treatment  of  the  data  has  the 
practical  advantage  of  compensating  for  the 
changes  in  nitrogen  intake  which  may  occur 


The  over-all  experimental  plan  and  a 
typical  result  of  our  assays  with  4-OH  MT 
are  shown  graphically  in  Figme  1.  It  wiU 
be  noted  that  the  administration  of  30  mg. 
per  day  of  4-OH  MT  for  one  week  was  as- 
sociated with  an  average  increase  in  nitrogen 
retention  of  5.2  Gm.  per  day.  During  this 
period  the  average  daily  nitrogen  intake 
increased  1.6  Gm.  above  the  precontrol  level. 
However,  this  additional  intake,  if  com- 
pletely utilized,  would  represent  but  30 
per  cent  of  the  observed  increase  in  nitrogen 
stored  (5.2  Gm.  per  day)  by  the  body. 
However,  this  and  other  anabolic  steroids  are 
known  to  improve  the  appetite,  so  that  the 
increase  in  the  food  intake  also  constitutes  a 
physiologic  effect  of  4-OH  MT.*  ®^  Atten- 
tion is  also  called  to  the  fact  that  in  the 
postcontrol  period  a lag  effect  of  the  ana- 
bolic steroid  is  suggested  by  a nitrogen 
retention  greater  than  that  of  the  precontrol 
period  but  lower  than  that  found  in  the 
test  period. 

To  establish  the  minimum  effective  dosage 
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TABLE  II.  Effects  of  4-OH  MT  on  some  constituents  of  blood  and  urine  (results  represent  the  average  of 

14  assays) 


Constituent 

Control 

(a) 

Test 

(b) 

(b-a) 

Blood 

Hemoglobin  (Gm.  per  100  ml.) 

13.9 

13.8 

-0.1 

Hematocrit  (mm.) 

39.8 

39.5 

-0.3 

Sodium  (mEq.  per  liter) 

141.0 

141.0 

0 

Potassium  (mEq.  per  liter) 

4.4 

4.3 

-0.1 

Chlorides  (mEq.  per  liter) 

93.0 

92.0 

-1.0 

Thymol  turbidity  (units) 

0.9 

0.8 

-0.1 

Bdirubin  (mg.  per  100  ml.) 

0.5 

0.5 

0 

Urine 

Total  nitrogen-creatinine  ratio 

10.6 

9.4 

-1.2 

of  4-OH  MT,  trials  with  5,  10,  and  15  mg. 
doses  given  by  mouth  three  times  daily 
were  conducted.  Pertinent  details  regarding 
the  patients,  their  food  intake,  the  nitrogen 
retention,  and  the  SPAI  values  obtedned 
with  the  different  doses  of  the  steroid  are 
recorded  in  Table  I.  In  the  six  assays  with 
15  mg.  (5  mg.  three  times  daily)  of  4-OH 
MT  per  day,  only  patients  4 and  5 showed 
significant  increases  in  nitrogen  retention. 
However,  the  nitrogen  balance  of  patient 
5 was  improved  markedly  when  the  dose 
of  4-OH  MT  was  raised  to  30  mg.  per  day 
(Fig.  1).  Patients  6 through  9 also  showed 
good  improvement  in  nitrogen  storage 
during  the  administration  of  30  mg.  per  day 
of  the  steroid.  Patient  10,  who  was  in  high 
positive  nitrogen  balance  (5  Gm.  per  day) 
in  the  precontrol  period,  and  therefore  in  a 
highly  anabolic  state,  proved  to  be  the 
exception.  The  results  with  45  mg.  of 
4-OH  MT  per  day  (patients  11  and  12)  were 
not  significantly  better  than  those  obtained 
with  30  mg.  per  day  of  the  steroid.  An 
examination  of  the  last  colmnn  in  Table  I 
discloses  that  the  SPAI  obtained  in  all  of 
the  assays  bears  a linear  relation  to  the 
changes  in  the  nitrogen  retention.  As  might 
be  expected  from  the  calculation,  this  rela- 
tionship indicates  that  the  SPAI  provides  a 
measure  not  only  of  anabolic  potency,  but 
also  of  an  effective  dosage  of  the  test 
steroid. 

The  findings  on  some  clinically  significant 
metabolites  are  summarized  in  Table  II. 
It  would  appear  that  the  administration  of 
the  test  steroid  for  the  period  of  assay  (seven 
days)  was  not  associated  with  any  meas- 
urable hematologic  or  hepatic  effects  or 
appreciable  alterations  of  the  sodium,  potas- 
sium, or  chloride  levels.  It  should  be  noted. 


however,  that  Sala,  Cesara,  and  Fedriga‘‘ 
found  an  inconstant  but  nevertheless  sig- 
nificant retention  of  potassium  in  the  absence 
of  sodium  retention  when  40  mg.  of  4-OH 
MT  per  day  were  given  for  thirteen  days  or 
more.  These  investigators  also  observed 
substantial  increases  (from  7 to  15  per  cent) 
in  calcium  retention  in  5 patients  suffering 
from  senile  osteoporosis.  In  the  present 
investigation  the  effects  of  4-OH  MT  on 
calciiun  metabohsm  were  not  studied.  The 
decrease  in  the  total  urinary  nitrogen  ratio, 
although  small  ( — 1.2),  correlates  with  the 
anabolic  activity  of  the  steroid.  However, 
the  magnitude  of  this  change  is  too  small  to 
allow  its  use  as  a criterion  of  the  nutritional 
effects  of  4-OH  MT.^* 

It  is  of  interest  to  note  here  that  extensive 
toxicology  studies  have  shown  that  4-OH 
MT  has  a very  low  acute  and  subacute 
toxicity  in  experimental  animals.®  Chronic 
toxicity  has  been  determined  orally  in  the 
rat  at  a dose  of  2 mg.  per  kilogram  for  forty 
days,  followed  by  5 mg.  per  kilogram  for 
twenty  days  more.  The  body  weight  in- 
creased normally  during  the  administration 
of  the  steroid.  At  autopsy  no  macroscopic 
changes  of  the  parenchymal  organs  or  sig- 
nificant differences  in  weight  from  the  con- 
trols were  noted.  On  the  sixtieth  day  no 
changes  of  electrolytes  and  nonprotein 
nitrogen  of  the  serum  were  observed. 
Chronic  toxicity  studies  in  dogs  receiving 
2 mg.  per  kilogram  for  forty  days  showed 
negative  findings.  The  steroid  is  lacking  in 
progestational  properties,  while  anti- 
estrogenic and  antigonadotrophic  activities 
are  stiU  present.  Assays  in  man  with  doses 
of  from  40  to  80  mg.  per  day  for  periods  of 
up  to  thirty  days  produced  no  untoward 
effects  in  the  measurable  biochemical  and 
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TABLE  III.  Comparison  of  protein  activity  index  of  some  steroids  in  adults 


Number  Dosage  Steroid  Protein  Activity 

of  Range  Index  (SPAI) . 

Steroid  Assays  (mg.  per  day)  Range  Average  Relative 


Testosterone  propionate 

12 

10  to  25 

0 to  -1-16 

+ 6 

1.0 

19-nor- testosterone 

14 

25  to  75 

-|-4  to  -|-25 

+ 9 

1.5 

N orethandrolone 

10 

30  to  60 

-|-  3 to  “t-  28 

+ 8 

1.4 

Oxandrolone 

10 

10  to  30 

-hio  to  +25 

+ 17 

2.8 

Prednisone 

4 

30 

-23  to  -49 

-38 

Prednisolone 

7 

30 

-11  to  -48 

-22 

Triamcinolone 

8 

12  to  24 

-t-4  to  -36 

-17 

4-OH  MT 

14 

15  to  45 

-28  to  -1-62 

+ 11 

1.8 

clinical  criteria.^  In  the  present  investiga- 
tion no  clinically  or  biochemically  detectable 
adverse  effects  were  noted  in  any  of  the 
patients  receiving  4-OH  MT  under  the  con- 
ditions of  this  study. 

Comment 

Since  the  primary  purpose  of  anabolic 
steroid  therapy  is  to  improve  the  protein 
utilization,  a failure  to  consider  variations 
in  protein  intake  can  be  expected  to  lead  to 
serious  errors  in  the  interpretation  of  the 
effect  of  test  steroids  on  the  nitrogen  balance. 
In  an  effort  to  resolve  this  problem,  we  have 
suggested  the  use  of  the  SPAI  as  a measure 
of  metabolic  effect  which,  as  previously 
discussed,  compensates  for  differences  in 
nitrogen  intake  occurring  during  the  assay. 
As  shown  in  Table  III,  the  application  of 
this  scoring  method  to  the  available  data 
and  the  assignment  of  a value  of  unity  to  the 
SPAI  of  testosterone  propionate,  has  per- 
mitted a determination  of  the  relative 
nutritional  effects  of  various  anabolic  and 
catabolic  steroids.®  When  the  SPAI  of  aU 
assays  with  4-OH  MT  are  averaged,  regard- 
less of  the  dosage  levels,  a value  of  -|-11  is 
obtained.  This  yields  a relative  SPAI  of  1.8 
for  4-OH  MT,  which  is  about  20  per  cent 
greater  than  that  found  for  norethandrol- 
one.  However,  if  only  the  assays  with 
dosages  (30  and  45  mg..  Table  I)  which  fall 
in  the  range  tested  by  Sala,  Cesara,  and 
Fedriga^  are  considered,  the  average  SPAI 
becomes  -f24  and  the  relative  SPAI  ap- 
proximately 4.  Considering  the  differences 
in  assay  procedures,  this  latter  value  is  in 
fair  agreement  with  the  relative  therapeutic 
index  of  6.6  (17a-methyltestosterone  = 1) 
found  for  4-OH  MT  by  Sala^®  in  experiments 
with  castrated  rats. 


The  anabolic  efficacy  of  this  new  steroid, 
when  challenged  by  protein-catabolism- 
inducing  corticosteroids,  remains  to  be 
studied  in  detail. 

Summary 

Metabolic  studies  with  4-OH  MT  (4- 
hydroxy-17a-methyltestosterone)  done  in  12 
patients  suffering  from  mobility-limiting 
episodes  showed  this  agent  to  have  a clini- 
cally useful  anabolic  activity  at  a dose  of  30 
mg.  per  day.  The  nutritionally  beneficial 
properties  were  found  to  be  free  of  imtoward 
effects  on  the  potassium,  sodium,  and  chlo- 
ride balance  of  the  blood.  The  administra- 
tion of  the  steroid  was  not  accompanied  by 
any  changes  in  the  Uver  function  as  measured 
by  the  thymol  turbidity  and  bilirubin  tests. 
No  clinically  or  biochemically  detectable 
adverse  effects  were  noted  in  any  of  the 
patients  who  received  4-OH  MT  under  the 
conditions  of  this  study.  Previous  in- 
vestigators'* have  reported  that  the  protein 
anabolic  action  of  this  steroid  is  associated 
with  appreciable  calcium  retention  in  pa- 
tients suffering  from  senile  osteoporosis. 
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T HE  SURGICAL  THERAPY  of  affectations  of 
the  cervical  spine  has  been  altered  radically 
by  the  introduction  of  the  anterior  oper- 
ative approach  by  Dere3rmaeker  and 
Mulier,  ^ Cloward,  ^ and  Smith  and  Robinson. ^ 
This  has  led  to  changing  concepts  in  the 
etiology  of  neck  pain  and  has  excited  new 
interest  in  the  treatment  of  fracture-disloca- 
tions in  this  region  of  the  spine.  It  has  also 
led  to  protracted  and  bitter  argument  as  to 
which  operation  for  herniated  cervical  inter- 
vertebral disks  is  better:  namely,  the  pos- 
terior or  the  anterior  approach. 

A recent  article  by  Stewart^  reviewed  the 
literature  on  the  subject  of  the  anterior 
approach  to  the  cervical  spine,  and  a repeti- 
tion of  this  would  be  superfluous  in  the  pres- 
ent report.  Stewart  reviewed  briefly  20 
cases  operated  on  by  Harmon  and  Stead- 
man. The  diagnoses  were  not  hsted,  but 
apparently  all  the  patients  did  well. 

Cloward*  reported  on  the  treatment  of 
fracture-dislocations  of  the  cervical  spine  by 
anterior  interbody  fusion  in  11  patients. 
Subsequently  he  has  added  to  this  series 
and  has  modified  the  technic.®  Cloward’ 


also  indicated  that  the  cause  of  neck  and 
arm  pain  in  patients  with  lesions  of  the 
cervical  intervertebral  disk  is  the  disk  it- 
self and  its  surrounding  ligaments.  He  also 
proposed  that  diskography  was  the  diag- 
nostic procedure  of  choice  in  disease  of  the 
cervical  spine.*  Its  value  has  been  verified 
by  others,  but  it  is  a painful,  trying  pro- 
cedure to  the  patient.  Walker  indicated 
that  he  did  the  procedure  under  anesthesia 
at  the  time  of  definitive  surgery.’ 

The  purpose  of  this  report  is  to  present 
the  personal  experience  of  a neurologic  sur- 
geon with  the  Cloward  type  of  operation. 
It  is  conceded  that  the  foUow-up  period  is 
short,  ranging  from  eight  to  twenty-one 
months,  and  an  ultimate  evaluation  rests  on 
longterm  study.  However,  even  consider- 
ing the  brevity  of  the  period  of  postoperative 
observation,  the  results  of  treatment  in  aU  the 
cases  has  been  so  gratifying  that  the  author 
wishes  to  share  his  experience  with  others 
and  encourage  them  to  pursue  this  issue 
further,  so  that  in  time  an  adequate  evalua- 
tion of  the  operation  can  be  made.  It  is 
not  the  purpose  of  the  author  to  enter  the 
argument  as  to  which  operation  is  better. 
The  obvious  is  all  too  true:  Some  surgeons 
wiU  continue  to  treat  herniated  cervical 
intervertebral  disks  safely  and  with  facility 
by  partial  laminectomy,  and  others  will 
find  the  Cloward  operation  to  their  liking. 
In  time,  as  experience  accrues,  each  opera- 
tion wiU  assume  its  proper  place  in  the  ar- 
mamentarium of  the  neurosurgeon.  One 
must  emphasize,  however,  the  role  of  anterior 
interbody  fusion  in  acute  trauma  of  the 
cervical  spine. 

A serious  disadvantage  of  the  anterior 
approach  in  the  treatment  of  herniated 
cervical  intervertebral  disks  is  the  failure 
to  visualize  the  entire  pathologic  process, 
namely,  a nerve  root  being  compressed  by  a 
disk  hernia.  This  disadvantage  has  led 
some  to  condemn  the  operation  and  compare 
it  to  blind  piano  playing.  It  has  led  others 
to  discover  “new  things”  in  multiple  x-ray 
films  of  the  cervical  spine  taken  in  various 
positions.  These  new  things  have  been 
used  to  explain  various  complaints  refer- 
able to  the  neck.  It  has  resulted  also  in 
multiple  disk  excisions  with  multiple  level 
fusions,  possibly  because  of  uncertainty  as 
to  where  the  trouble  lay.  It  is  the  author’s 
opinion  that  the  former  objection  is  a valid 
one.  One  simply  does  not  see  a nerve  root 
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THE  CLOWARD  ANTERIOR  REMOVAL  of  the 
cervical  intervertebral  disk  with  interbody 
fusion  was  performed  in  13  cases:  4 osteo- 
phytes, 3 herniated  cervical  intervertebral 
disks,  and  2 degenerated  cervical  intervertebral 
disks  were  removed;  2 fractures  of  the  cervical 
spine  were  stabilized;  and  2 fracture-dis- 
locations of  the  cervical  spine  were  reduced 
and  fused.  Neck  and  arm  pain  was  re- 
lieved completely  in  7 patients  and  improved 
markedly  in  2.  A progressive  neurologic 
deficit  was  arrested  in  1 patient  with  cervical 
spondylosis  at  a single  level.  One  patient 
with  quadriplegia  as  a result  of  a fracture- 
dislocation  had  no  significant  improvement 
after  operation. 


compressed,  nor  does  one  even  see  the  root 
in  most  cases.  As  always,  an  accurate  pre- 
operative diagnosis  must  be  made.  The 
neurologic  level  of  the  lesion  and  the  myelo- 
graphic  and  radiographic  evidence  must  be 
definite  before  an  anterior  operation  is  per- 
formed. Even  more  important,  if  there  is 
myelographic  evidence  of  an  intraspinal 
mass,  which  the  surgeon  interprets  as  a disk, 
then  before  excising  that  disk,  a diskogram 
must  be  performed  to  verify  the  nature  of 
the  pathologic  condition.  Whether  this 
procedure  is  performed  percutaneously  pre- 
operatively  or  during  the  operation  itself 
is  immaterial.  This  precaution  wiU  make 
the  possibility  of  missing  a spinal  cord  tumor 
unlikely. 

Operation 

The  operation  was  performed  in  13  patients 
ranging  in  age  from  fourteen  through  sixty 
years.  Four  osteophytes,  3 herniated 
cervical  intervertebral  disks,  2 degenerated 
cervical  intervertebral  disks,  and  4 fractures 
or  fracture-dislocations  of  the  cervical  spine 
represent  the  basis  of  this  report.  The 
distribution  of  cases  is  shown  in  Table  I. 
AU  of  the  cases  except  the  fracture-disloca- 
tions or  fractures  had  been  treated  conserv- 
atively using  bed  rest,  physiotherapy,  cer- 
V ical  traction,  and  cervical  collars . N eedless 
to  say,  conservative  therapy  had  been  judged 
a failure  by  the  patient,  his  attending  phy- 
sician, and  the  author.  Myelography  was 
the  only  diagnostic  procedure  in  2 cases. 
It  was  used  in  conjunction  with  diskography 
in  2 cases.  Diskography  alone  was  per- 
formed in  4 cases. 

The  operation  was  performed  by  one 
surgeon,  the  author,  with  no  division  of 
surgical  responsibihty  between  a neuro- 
surgeon and  an  orthopedic  or  general  sur- 
geon. The  technic  used  was  that  described 
by  Cloward,®  with  no  modification  necessary, 
and  the  instrumentation  follows  his  de- 
scription. AU  procedures  were  performed 
under  general  anesthesia  using  halothane 
(Fluothane)  as  the  principle  agent.  Au- 
togenous bone  for  the  graft  was  used  in  all 
cases  and  was  removed  at  the  time  of  opera- 
tion. The  blood  loss  was  minimal,  and  a 
transfusion  was  not  necessary  in  any  of  the 
cases.  The  operating  time  varied  from  two 
to  two  and  a half  hours.  Postoperative 
analgesia  was  required  for  pain  at  the  donor 


site;  no  patient  complained  of  more  than 
minimal  neck  discomfort. 

In  patients  2 through  9,  in  whom  neck  and 
arm  pain  was  a predominant  symptom,  there 
was  dramatic  reUef  on  awakening  from 
anesthesia.  In  patients  in  whom  paresis  of 
an  extremity  was  present  preoperatively,  it 
improved  at  varying  rates  postopera tively, 
but  the  maximum  improvement  was  ap- 
parent within  several  weeks.  Sensory 
deficits  were  the  most  persistent,  2 patients 
having  subjective,  but  not  objective,  sensory 
deficits  for  three  to  four  months  after  surgery. 
Dysarthria  and  dysphagia  were  present  in  all 
cases  and  cleared  up  within  forty -eight  hours 
except  in  Case  13  with  a fracture  of  the 
second  cervical  vertebra,  in  whom  it  per- 
sisted for  five  days.  Bony  fusion  of  the 
dowel  was  evident  within  six  to  eight  weeks 
in  all  cases  as  evidenced  by  stabiUty  of  the 
cervical  spine  in  lateral  x-ray  films  taken 
in  positions  of  extreme  flexion  and  extension. 
The  dowel  remained  in  place  in  all  cases. 
Two  patients  developed  wound  infections 
at  the  donor  site,  and  1 of  these  had  per- 
sistent discomfort  at  this  area. 

Fractures  and  fracture-dislocations 

Case  10.  This  patient  sustained  a fracture- 
dislocation  of  the  fourth  cervical  vertebra  on  the 
fifth  cervical  vertebra  with  locked  facets  and  im- 
mediate quadriplegia.  She  was  treated  by  im- 
mediate anterior  reduction  of  the  fracture-dis- 
location with  interbody  fusion.  No  significant 
neurologic  recovery  ensued  in  this  patient. 

Case  11.  A twenty-one-year-old,  right- 
handed,  white  male  was  injured  in  a motor  ve- 
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TABLE  I.  Anterior  removal  of  cervical  intervertebral  disk  \with  interbody  fusion  in  13  cases 
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* T.J.  =tricepts  reflex;  B.J.  = biceps  reflex;  + = Procedure  done,  positive  results;  — = procedure  done,  negative  results;  and  0 = procedure  not  done. 


FIGURE  1.  Case  6.  (A)  Interoperative  diskogram  s 
tebrae.  (B)  X-ray  film  eight  weeks  postoperatively. 


hide  accident  when  the  car  which  he  was  driving 
turned  over  and  he  flexed  his  head  on  his  chest. 
He  had  immediate  severe  neck  pain  radiating 
into  both  upper  extremities  with  paralysis  of 
both  upper  extremities. 

The  initial  neurologic  examination  demon- 
strated a zone  of  hypalgesia  and  hypesthesia 
from  the  fourth  through  the  sixth  thoracic  verte- 
brae dermatomes  bilaterally,  with  markedly 
hyperactive  reflexes  throughout  except  for  bi- 
laterally absent  triceps  reflexes.  His  motor 
power  was  normal  in  the  lower  extremities. 
There  was  paralysis  of  both  triceps  muscles  and 
the  intrinsic  and  extrinsic  muscles  of  the  hands. 
There  was  no  Babinski  toe  sign. 

The  patient  was  placed  in  a cervical  halter  in 
the  community  hospital  to  which  he  was  taken 
immediately  after  his  injury.  He  was  then  trans- 
ferred to  Vassar  Brothers  Hospital  where  x-ray 
films  demonstrated  a linear  fracture  through  the 
body  of  the  fifth  cervical  vertebra.  A cervical 
diskogram  was  performed  and  demonstrated  a 
herniation  of  the  disk  at  the  fifth  to  sixth  cervical 
vertebrae.  Crutchfield  tong  traction  was  ap- 
plied with  8 pounds  of  weight.  An  immediate 
surgical  attack  was  deferred  because  of  a local 
skin  infection  about  the  neck. 

The  patient  was  kept  in  tong  traction  for  nine 
days,  showing  no  neurologic  improvement,  and 
was  then  operated  on.  At  operation  the  linear 
fracture  of  the  fifth  cervical  vertebra  was  veri- 
fied, and  there  was  a rupture  of  the  posterior 


herniated  disk  at  fourth  and  fifth  cervical  ver- 


longitudinal  ligament  with  a large  fragment  of 
herniated  disk  material  that  was  compressing 
the  cervical  cord.  This  fragment  of  disk  re- 
sembled the  material  which  usually  is  encoun- 
tered in  ruptured  lumbar  disks. 

Postoperatively  there  was  complete  relief  of 
all  radicular  pain.  The  Crutchfield  tongs  were 
removed  on  the  second  postoperative  day,  and 
the  patient  was  ambulated  on  the  third  post- 
operative day.  There  was  a rapid  return  of 
motor  power  in  the  upper  extremities  so  that  by 
the  time  of  discharge  on  the  eleventh  postopera- 
tive day  the  patient  could  grasp  the  examiner’s 
hands.  The  hyperactive  reflexes  gradually  re- 
solved, and  a neurologic  examination  three 
months  postoperatively  showed  entirely  normal 
findings.  X-ray  films  of  the  cervical  spine  taken 
six  weeks  postoperatively  demonstrated  ky- 
photic angulation  of  the  spine,  and  films  in  ex- 
treme flexion  and  extension  demonstrated  sta- 
bility between  the  fifth  and  sixth  cervical  verte- 
brae. 

Cloward®  now  uses  a larger  dowel  graft  to 
prevent  kyphotic  angulation  and  also  im- 
mobilizes all  patients  with  fractures  in  a 
four-poster  brace  postoperatively.  Subse- 
quent personal  cases  were  kept  in  Crutchfield 
tongs  five  days  postoperatively  and  then 
placed  in  a four-poster  neck  brace  until  there 
was  radiographic  evidence  of  fusion. 
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FIGURE  2.  Cases.  (A)  Preoperative  x-ray  film;  note  spur.  (B)  X-ray  film  six  weeks  postoperatively;  note 
smooth  posterior  borders  of  fifth  and  sixth  cervical  vertebrae. 


Case  12.  In  Case  12,  a slight  loss  of  reduction 
occurred,  but  this  was  asymptomatic,  and  the 
patient  was  able  to  return  to  his  usual  occupa- 
tion within  three  months  of  injury.  The  brace 
was  also  employed  in  Case  13,  a fracture  of  the 
posterior  elements  of  the  second  cervical  verte- 
bra with  anterior  dislocation  of  the  second  cervi- 
cal vertebra  on  the  third.  In  this  patient,  no 
loss  of  reduction  occurred.  He,  too,  returned  to 
full  activity  within  three  months  of  injury. 

Degenerative  cervical 
intervertebral  disks 

In  all  cases  of  degenerative  cervical  disk 
disease  the  material  that  was  removed  at 
operation  was  gritty  and  dry.  The  diag- 
nosis was  made  by  diskography.  In  these 
cases  a tear  was  visualized  in  the  posterior 
longitudinal  ligament.  Cases  8 and  9 did 
well  following  surgical  therapy. 

Herniated  cervical  intervertebral  disks 

In  Cases  5 and  6 with  herniated  cervical 
intervertebral  disks,  prompt  recovery  post- 
operatively ensued,  and  in  Case  7 three 
weeks  was  required  for  the  patient  to  state 


that  he  felt  entirely  well.  Case  7 had  a 
severe  kyphotic  deformity  of  the  spine  pre- 
operatively  which  did  not  return  to  normal 
until  approximately  four  weeks  after  surgery. 
No  detectable  muscle  weakness  was  present 
four  weeks  postoperatively  in  all  cases. 
Preoperative  reflex  changes  were  not  reversed 
in  any  case  (Fig.  1). 

Cervical  osteophytes 

Case  1.  In  Case  1 the  osteophyte  was  mid- 
line, and  the  patient  had  progressive  quadripa- 
resis  and  spasticity.  Bilateral  long  tract  signs 
were  present.  This  patient  did  not  complain  of 
neck  pain  or  discomfort.  After  removing  the 
osteophyte  there  was  a definite  improvement  in 
the  motor  power  of  the  lower  extremities,  and 
there  was  no  progression  of  the  neurologic  deficit 
over  a fifteen-month  foUow-up  period. 

Case  3.  Case  3 had  an  osteophyte  at  the 
level  of  the  sixth  and  seventh  cervical  vertebrae 
which  was  treated  previously  by  laminectomy 
and  section  of  the  dentate  ligaments  (Fig.  2). 
This  patient  had  persistent  brachialgia  and  pro- 
gressive weakness  and  atrophy  of  the  right  upper 
extremity.  After  the  removal  of  the  osteophyte 
this  patient  had  immediate  and  complete  relief 
of  cervical  radicular  pain  with  a steady  improve- 
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merit  in  the  motor  power  of  the  right  upper  ex- 
tremity. 

Cases  2 and  4.  Cases  2 and  4 had  been 
symptomatic  for  many  years  with  neck  and  arm 
pain.  Multiple  osteophytes  were  present  in 
each  patient.  A preoperative  work-up  localized 
the  level  of  the  lesion,  and  the  appropriate  level 
was  operated  on.  Both  patients  did  well  post- 
opera tively.  No  patient  with  multiple  cervical 
osteophytes  was  treated  with  multiple  disk  ex- 
cisions and  multiple  level  fusions.  The  author 
questions  such  extensive  procedures,  despite  his 
lack  of  experience  with  them. 

Comment 

It  would  appear  that  one  of  the  most 
significant  contributions  of  anterior  cervical 
spine  surgery  is  in  the  treatment  of  acute 
traumatic  insults  to  the  cervical  spine. 
There  is  no  question  that  patients  without  a 
neurologic  deficit,  so  treated,  can  be  dis- 
charged quickly  from  the  hospital  and  resume 
their  usual  activities  within  a short  period 
of  time.  The  necessity  for  prolonged 
skeletal  traction  is  eliminated.  In  patients 
with  a profound  neurologic  deficit,  such  as 
paraplegia  or  quadriplegia,  an  early  transfer 
to  rehabilitation  centers  may  be  effected 
quickly  with  a stable  spine,  so  that  at  least 
six  to  ten  weeks  of  general  hospital  care  are 
eliminated.  Patients  with  herniated  or 
degenerated  cervical  intervertebral  disks 
treated  with  the  anterior  operation  have 
had  rapid  and  significant  improvement  in 
their  preoperative  signs  and  symptoms  and 
have  returned  to  their  usual  occupations 
with  a minimal  period  of  disability  after 
surgery.  Cervical  osteophytes  may  be  com- 
pletely removed  anteriorly  with  little  or  no 
hazard  to  the  cervical  spinal  cord  and  with 
a significant  degree  of  improvement  in  the 
preoperative  complaints  expected. 

It  is  urged  that  patients  subjected  to 
anterior  surgical  procedures  in  the  cervical 
spine  have  a careful  neurologic  evaluation 
preoperatively  and  complete  x-ray  films 
of  the  cervical  spine  and  that  myelographic 
abnormalities  should  be  verified  by  disk- 
ography  before  any  cervical  disks  are  re- 
moved. Diskography  alone  may  demon- 
strate degenerated  cervical  disk  disease 
which  would  not  be  disclosed  by  routine 
myelography. 


Summary 

Thirteen  cases  are  reported  in  which  the 
Cloward  anterior  removal  of  the  cervical 
intervertebral  disk  with  interbody  fusion  was 
performed.  Four  had  osteophytes  removed; 
3 had  herniated  cervical  intervertebral  disks 
removed;  2 had  degenerated  cervical  inter- 
vertebral disks  removed;  2 had  fractures  of 
the  cervical  spine  stabilized,  in  1 of  whom  a 
herniated  cervical  disk  was  removed;  and  2 
had  fracture-dislocations  of  the  cervical  spine 
reduced  and  fused.  Neck  and  arm  pain 
which  was  present  in  9 patients  was  relieved 
completely  in  7 and  improved  markedly  in  2. 
A progressive  neurologic  deficit  was  arrested 
in  1 patient  with  cervical  spondylosis  at  a 
single  level.  One  patient  with  quadriplegia 
as  a result  of  a fracture-dislocation  had  no 
significant  neurologic  improvement  after  her 
operation. 

127  Fulton  Avenue 


Addendum 

Since  this  article  was  submitted,  8 more 
patients  have  been  operated  on.  Three 
fracture  dislocations,  4 herniated  cervical 
intervertebral  disks,  and  1 osteoarthritis 
spur  have  been  treated,  with  similar  results. 

Anterior  angulation  of  the  spine  in  1 of 
the  fractures  occurred  despite  bracing.  A 
preoperative  Brown-Sequard  syndrome  in 
this  patient  improved  markedly  postoper- 
atively. 
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X he  incidence  of  carcinoma  of  the  lung 
has  been  on  the  increase.  Vast  literature  is 
available  on  the  relationship  between  cigaret 
smoking  and  cancer  of  the  lung.  The 
statistical  evidence  is  certainly  in  favor  of  a 
direct  relationship  between  squamous  cell 
carcinoma  of  the  lung  and  cigaret  smoking, 
although  the  exact  etiologic  agent  in  the 
tobacco  smoke  has  not  been  demonstrated. 
However,  there  is  very  httle  literature 
available  on  the  relationship  of  noxious 
fumes  to  carcinoma  of  the  lung.  Kaplan* 
found  no  relationship  between  a constant 
exposure  to  noxious  fumes  in  railroad  work- 
ers and  the  incidence  of  lung  cancer. 

The  purpose  of  this  investigation  was  to 
determine  whether  or  not  there  is  any 
relationship  between  cancer  of  the  limg  and 
an  exposure  to  noxious  fumes,  as  experienced 
by  firemen  in  the  City  of  New  York  Fire 
Department.  The  smoking  habits  were  also 
correlated  with  the  incidence  of  carcinoma  of 
the  lung.  The  cause  of  death  in  this  select 
group  was  readily  available,  and  com- 
parative figures  were  employed  to  see 
whether  or  not  there  was  an  increase  in  the 
percentage  of  deaths  from  carcinoma  of  the 
lung  in  these  men  who  were  exposed  to 
noxious  fumes. 

* With  permission  of  Edward  Thompson,  Commissioner. 


FIGURE  1.  Questionnaire 

1.  Name  of  deceased:  

2.  Rank  of  deceased: 

3.  Age  at  death:  

4.  How  many  years  in  Fire  Department?  

5.  Cause  of  death  

If  unknown,  request  same  from  family 
physician. 

6.  Did  deceased  smoke  cigarets?  — 

7.  If  yes,  about  how  many  years  did  he 

smoke?  

8.  About  how  many  each  day? 


The  families  of  all  members  of  the  City  of 
New  York  Fire  Department  who  had  died 
during  1959  to  1961  were  contacted.  A 
questionnaire  was  sent  out  to  751  families 
(Fig.  1). 

Results  of  questionnaire 

The  total  number  of  cases  heard  from  was 
637.  Of  this  number,  610  died  of  causes 
other  than  carcinoma  of  the  lung,  leaving 
27  who  died  from  primary  lung  carcinoma. 
This  gave  a 4.2  percentage  of  deaths  from 
carcinoma  of  the  lung  which  is  comparable 
to  the  percentages  reported  by  the  American 
Cancer  Society  for  the  United  States  in 
1959  and  by  New  York  State  in  1958.** 
Of  the  637  persons  that  were  heard  from, 
there  were  382  men  who  had  smoked.  In 
this  latter  series  there  were  25  cases  of 
carcinoma  of  the  lung,  giving  a percentage  of 
6.5  per  cent.  In  the  remaining  255  members 
who  had  not  smoked  there  were  2 cases  of 
carcinoma  of  the  lung,  giving  a percentage 
of  0.8  per  cent.  Again,  these  figures  are  in 
accord  with  the  figures  of  the  American 
Cancer  Society.  Thus,  the  over-aU  per- 
centage of  carcinoma  of  the  lung  in  firemen 
was  the  same  as  that  foimd  in  the  general 
population,  and,  therefore,  it  was  not 
seemingly  related  to  their  occupation.  The 
high  percentage  of  carcinoma  of  the  lung 
found  in  the  smokers  seems  to  point  to  a 
relationship  of  carcinoma  of  the  lung  to 
smoking. 

Table  I shows  the  cause  of  death  other 
than  carcinoma  of  the  lung  in  610  men  who 
are  subdivided  into  smokers  and  non- 
smokers.  Tables  II  and  III  analyze  the 
smoking  habits  of  all  637  men.  Of  all  these 
individuals,  255  did  not  smoke  and  382 
men  did  smoke.  In  the  latter  group  there 
were  25  cases  of  carcinoma  of  the  lung. 
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TABLE  I.  Cause  of  death  other  than  cancer  of  lung 


Causes  of  Death 

Smokers 

Nonsmokers 

Myocardial  infarction, 
heart  disease,  and 

hypertension 

193 

108 

Accidental 

8 

9 

Cerebrovascular  acci- 

dent 

24 

30 

Pneumonia 

13 

11 

Emphysema  lung 

11 

2 

Cancer  other  than  lung 

43 

37 

Natural  causes 

27 

17 

Abdominal  conditions 

20 

19 

Diabetes 

5 

3 

Prostatic  disease 

1 

5 

Neurologic  disease 

2 

2 

Renal 

13 

3 

Tetanus 

1 

Unknown 

1 

2 

Totals 

361 

249 

TABLE  II. 

Smoking  habits  found  in  637  men* 

Number  of 
Smokers 

Smoking  Habits 

24 

Quantity  unknown 

9 

Pipes 

15 

Cigars 

74 

One-half  package  per  day 

194 

One  package  per  day 

66 

More  than  one  package  per  day 

* Smokers,  382;  nonsmokers,  255. 


Eighteen  of  these  25  members  smoked  a 
package  or  more  a day,  giving  a percentage 
of  72.  Out  of  the  357  individuals  who 
smoked  and  did  not  have  cancer  of  the 
lung,  242  smoked  one  package  or  more  per 
day,  giving  a percentage  of  68.  It  would 
seem  that  the  quantity  of  cigarets  was  not  a 
determining  factor  in  the  relationship  of 
carcinoma  of  the  limg. 


A STUDY  OF  637  deaths  among  New  York 
City  firemen  showed  that  4.2  per  cent  died 
of  carcinoma  of  the  lung,  which  is  comparable 
to  the  average  for  the  general  population. 
The  incidence  was  not  related  to  exposure  to 
noxious  fumes  and  fire-fighting  hazards, 
but  there  was  a definite  correlation  with  cig- 
aret  smoking:  0.8  per  cent  of  the  noncigaret 
smokers  died  of  carcinoma  of  the  lung  as 
compared  with  6.5  per  cent  of  the  cigaret 
smokers. 


TABLE  III. 

Smoking  habits  of  27  cases  of 
carcinoma  of  lung* 

Number  of 
Smokers 

Smoking  Habits 

3 

Pipe 

4 

One-half  package  per  day 

14 

One  package  per  day 

4 

More  than  one  package  per  day 

* Smokers,  25;  nonsmokers,  2. 


Table  IV  illustrates  the  incidence  of 
cancer  in  the  various  age  groups  of  decades 
and  shows  that  the  carcinoma  death  rate 
was  highest  in  the  smoker  groups^ — from 
forty  to  forty-nine  years  and  from  fifty  to 
fifty-nine  years.  Table  V shows  the  rela- 
tionship of  the  length  of  service  in  the  City 
of  New  York  Fire  Department  to  carcinoma 
of  the  lung.  It  reveals  that  most  of  the 
cases  of  carcinoma  of  the  limg  occurred  in 
individuals  who  had  served  at  least  twenty 
years  and  corresponds  to  men  over  forty 
years  of  age.  The  figures  show  that  the 
majority  of  firemen  in  both  carcinoma  of  the 
lung  and  noncarcinoma  groups  had  served 


TABLE  IV.  Comparison  of  per  cent  of  lung  cancer  of  total  deaths  in  New  York  City  firemen  (by  10-year 

age  groups)* 

. Totals Nonsmokers ■ . Cigaret  Smokers 


Age  Groups 
(Years) 

Deaths 

Number 
with  Lung 
Cancer 

Per  Cent 
with  Lung 
Cancer 

Total 

Deaths 

Number 
with  Lung 
Cancer 

Per  Cent 
with  Lung 
Cancer 

Total 

Deaths 

Number 
with  Lung 
Cancer 

Per  Cent 
with  Lung 
Cancer 

20  to  29 

3 

0 

0 

1 

0 

0 

2 

0 

0 

30  to  39 

2 

0 

0 

0 

0 

0 

2 

0 

0 

40  to  49 

36 

3 

8.3 

12 

0 

0 

24 

3 

12.5 

50  to  59 

85 

7 

8.2 

21 

0 

0 

64 

7 

10.9 

60  to  69 

216 

10 

4.6 

75 

1 

13 

141 

9 

6.4 

70  to  79 

227 

7 

3.0 

107 

1 

0.9 

120 

6 

5.0 

80  to  90 

66 

0 

0 

38 

0 

0 

28 

0 

0 

90  to  100 

2 

0 

0 

1 

0 

0 

1 

0 

0 

Totals 

637 

27 

4.2 

255 

2 

0.8 

382 

25 

6.5 

* In  the  50  to  59  and  60  to  69  age  groups,  there  was  1 pipe  smoker  and  7 pipe-cigar  smokers.  In  the  70  to  79  age  group  there 
were  5 pipe  smokers.  In  the  80  to  90  age  group  there  was  1 cigar  smoker. 
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TABLE  V.  Relationship  of  length  of  service  in  City  of  New  York  Fire  Department  to  lung  cancer 


Length  of 
Service 
(Years) 

Patients 
with  Lung 
Cancer 

Per  Cent 
of  Total 

No  Patients 
with  Lung 
Cancer 

Per  Cent 
of  Total 

Up  to  5 

0 

3 

0.004 

5 to  9 

0 

8 

0.013 

10  to  15 

0 

11 

0.02 

15  to  20 

0 

78 

0.13 

20  to  30 

22 

0.81 

360 

0.59 

30  to  40 

4 

0.15 

101 

0.16 

Over  40 

1 

0.04 

47 

0.08 

Unknown 

0 

2 

0.003 

Totals 

27 

100 

610 

100 

twenty  or  more  years.  Thus,  the  length  of 
service  and  exposure  to  the  hazards  of  fire 
fighting  are  not  factors  in  the  causation  of 
lung  cancer. 

It  is  of  interest  to  compare  the  lung 
carcinoma  incidence  in  smokers  and  non- 
smokers  in  firemen  and  the  general  popula- 
tion. The  American  Cancer  Society  figures 
of  carcinoma  of  the  lung  in  noncigaret 
smokers  are  from  0.3  to  1.1  per  cent,  while 
those  of  the  City  of  New  York  Fire  Depart- 
ment are  0.8  per  cent.  In  the  smoker  group 
the  figures  of  the  American  Cancer  Society 
are  from  4.3  to  6.9  per  cent,  while  those  of 
the  City  of  New  York  Fire  Department 
are  6.5  per  cent.  All  the  firemen  were  ex- 
posed to  noxious  fumes,  and,  as  can  he  seen 
from  Table  V,  in  most  instances  they  were 
exposed  for  more  than  twenty  years.  How- 
ever, the  over-all  incidence  of  carcinoma  of 
the  limg  in  the  firemen  was  no  higher  than 
the  average  population.  In  the  cigaret 
smokers,  however,  the  incidence  of  car- 
cinoma of  the  lung  was  6.5  as  compared 
with  0.8  in  the  nonsmokers.  Since  the  two 
groups  were  comparable  in  numbers  (255 
and  382),  the  length  of  service,  and  exposure 
to  noxious  fumes,  the  only  variable  was  the 
smoking  habit. 

Five  cases  in  which  the  microscopic  reports 
were  available  revealed  1 epidermoid,  1 


infiltrating  epidermoid,  1 undifferentiated 
small  ceU,  and  2 anaplastic  (1  oat-ceU) 
lesions. 

Summary 

1.  A survey  of  637  deaths  among  New 
York  City  firemen  revealed  a 4.2  per  cent 
incidence  of  deaths  from  carcinoma  of  the 
limg  which  is  about  the  average  for  the 
general  population. 

2.  The  incidence  of  carcinoma  of  the 
lung  was  not  related  to  exposure  to  noxious 
fumes  and  fire-fighting  hazards. 

3.  In  the  noncigaret  smokers  0.8  per 
cent  died  of  carcinoma  of  the  lung,  whereas 
6.5  per  cent  of  the  cigaret  smokers  suc- 
cumbed to  this  disease. 

4.  Carcinoma  of  the  lung  in  firemen,  as 
in  the  general  public,  occurs  more  often 
among  cigaret  smokers. 

5.  Microscopic  studies  in  5 cases  showed 
no  instance  of  adenocarcinoma. 
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Cancer  Often 
Strikes  Twice 

JOHN  W.  PICKREN,  M.D. 
Buffalo,  New  York 

From  the  Department  of  Pathology,  Roswell 
Park  Memorial  Institute,  Buffalo 


How  OFTEN  DO  patients  have  more  than 
one  cancer?  How  often  is  the  diagnosis  of 
a second  cancer  overlooked?  How  often 
does  a patient  die  from  an  imdiagnosed 
second  cancer  when  the  first  cancer  has  been 
cured?  These  are  questions  that  are  diffi- 
cult to  answer,  but  they  are  important 
because  the  action  of  the  patient  and  the 
physician  depends  on  their  answers.  A 
diagnosis  of  cancer  is  not  a sentence  of 
death,  and  neither  patient  nor  doctor  should 
assume  that  later  evidence  of  tumor  neces- 
sarily implies  incurable  metastasis. 

Various  opinions  have  been  given  as  to 
whether  multiple  cancers  occur  more  often, 
as  often,  or  less  often  than  chance  alone 
would  allow.  Warren  and  Ehrenreichi  cal- 
culated that  multiple  malignant  tumors 
occur  eleven  times  more  frequently  than 
could  be  expected  by  chance  alone.  PeUer,^ 
however,  wrote  that  cured  cancer  conferred 
some  protection  against  the  appearance  of  a 
second  malignant  tumor.  Watson,^  on  the 
other  hand,  decided  that  the  incidence  of 
true  multiple  cancers,  that  is,  tumors  involv- 
ing separate  organs,  does  not  differ  from 
that  expected  by  chance  alone.  Although 
it  is  important  to  know  which  of  these 
authors  is  correct,  it  is  more  important  to 

Presented  at  the  155th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Rochester,  New  York, 
Section  on  Pathology,  Clinical  Pathology,  and  Blood  Bank- 
ing, May  10,  1961. 


IN  2,094  CONSECUTIVE  AUTOPSIES  per- 
formed on  patients  who  had  cancer  sometime 
during  life,  11  per  cent  had  multiple  ma- 
lignant tumors;  if  occult  carcinomas  were 
excluded,  the  incidence  was  7.7  per  cent. 
Sixty-three  per  cent  of  the  multiple  tumors 
occurred  in  males  and  37  per  cent  in  females; 
if  occult  carcinomas  are  excluded  the  cor- 
responding figures  are  59  per  cent  and  41 
per  cent.  When  occult  carcinomas  are 
excluded  38  per  cent  of  the  patients  had 
synchronous  tumors  {defined  as  those  in 
which  the  interval  of  time  between  their 
diagnoses  was  less  than  one  year) ; the 
second  tumor  was  the  most  common  cause 
of  death;  and  most  of  the  cancers  were  di- 
agnosed before  death,  although  26  per  cent 
of  the  patients  had  a second  cancer  that  was 
not  diagnosed  clinically. 


realize  that  a patient  who  has  been  treated 
for  one  cancer  may  develop  a second  pri- 
mary neoplasm.  Appropriate  action  should 
be  taken  to  diagnose  and  treat  this  second 
cancer  before  it  becomes  incurable. 

This  study  was  made  to  determine  the 
incidence  of  multiple  cancers,  to  obtain 
information  on  how  often  a second  cancer 
is  overlooked,  and  to  see  how  the  tumors 
contributed  to  the  patient’s  death. 

Materials 

Data  for  this  study  were  gathered  from 
the  charts  of  patients  who  had  had  cancer 
sometime  during  life,  had  died,  and  had  been 
studied  by  autopsy  at  RosweU  Park  Memo- 
rial Institute.  These  examinations  were 
performed  between  May,  1956,  and  January, 
1961.  The  autopsy  included  gross  and 
microscopic  examination  of  the  brain, 
tongue,  neck  organs,  genitalia,  and  viscera. 
The  skin  and  mammary  glands  were  exam- 
ined in  situ,  and  representative  sections 
were  prepared  when  indicated.  The  spinal 
cord  was  removed  only  when  clinical  evalua- 
tion indicated  that  a lesion  was  present. 
The  age,  sex,  locations  of  the  cancers,  dura- 
tion of  life  after  clinical  diagnosis,  and  cause 
of  death  were  recorded  and  analyzed. 

Criteria  for  diagnosis 

It  is  generally  agreed  that  the  criteria  for 
multiple  malignant  tumors  as  defined  by 
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TABLE  I.  Number  of  cancers  among  2,094  cancer  patients  examined  at  autopsy 
Diagnosed  Clinically 


and/or  at  Autopsy^ Clinical  Cancers 


Number  of 
Cancers 

Number  of 
Patients 

Percentage 
of  Patients 

Number  of 
Patients 

Percentage 
of  Patients 

One 

1,862 

89 

1,936 

92.3 

Multiple 

232 

11 

158 

7.7 

Two 

212 

146* 

Three 

17 

9 

Four 

3 

3 

Totals 

2,094 

100 

2,094 

100.0 

* Includes  patients  with  2 clinical  cancers  and  1 

or  more  occult  cancers. 

These  patients  are  excluded  from  the  remaining 

analysis. 


Warren  and  Gates^  are  practical  and  real- 
istic. They  are  as  follows:  (1)  Each  of  the 
tumors  must  present  a definite  picture  of 
mahgnant  disease;  (2)  each  must  be  distinct; 
and  (3)  the  probability  of  one’s  being  a 
metastasis  of  the  other  must  be  excluded. 
Since  these  criteria  require  interpretation, 
variations  in  the  reported  incidence  may 
appear.  However,  if  one  adhered  rigidly  to 
histologic  proof  of  each  malignant  condition, 
no  false  high  incidence  rates  would  result. 
In  the  present  study  this  type  of  proof  was 
obtained  for  each  tumor. 

One  additional  requirement  was  made  in 
regard  to  skin  cancer.  It  is  generally  known 
that  these  tumors  are  frequently  multiple. 
Therefore,  any  case  involving  the  skin  alone 
was  disregarded.  However,  if  the  skin 
cancer  was  associated  with  internal  malig- 
nant disease,  then  the  patient  was  consid- 
ered to  have  two  or  more  tumors.  Occult 
carcinomas  were  counted  as  separate  tumors, 
but  data  excluding  these  tumors  will  also 
be  presented. 

Findings 

The  records  of  2,094  consecutive  autopsies 
performed  on  patients  who  had  cancer 
sometime  during  life  were  studied.  It 
was  found  that  232,  or  11  per  cent,  had  mul- 
tiple malignant  tumors.  If  the  occult 
carcinomas  are  excluded,  the  incidence  of 
multiple  malignant  tumors  is  7.7  per  cent. 
In  most  instances  of  multiplicity,  two  lesions 
were  present,  but  three  and  four  primary 
lesions  were  found  in  several  instances 
(Table  I).  Patients  with  three  or  more  pri- 
mary tumors  are  excluded  from  Table  I 
and  all  subsequent  tables.  Sixty -seven 
per  cent  (141)  of  the  patients  had  two  clin- 


TABLE  II.  Sites  of  malignant  tumors  diagnosed 
only  at  autopsy 


Site 

Number 

of 

Tumors 

Percentage  of 
All  Occult 
Tumors 

Prostate 

37 

52 

Thyroid 

10 

14 

Kidney 

4 

6 

Lung 

4 

6 

Mammary  gland 

3 

4 

All  other  sites* 

13 

18 

Total 

71 

100 

* These  include  the  liver,  pancreas,  colon,  and 
esophagus  (3  per  cent  each);  the  appendix, 
uterus  fundus,  uterus  cervix,  larynx,  and  small 
intestine  (1  per  cent  each.) 


icaUy  evident  cancers,  and  33  per  cent  (71) 
had  one  clinically  detected  and  the  other 
occult.  ChnicaUy  evident  cancers  are  de- 
fined as  those  that  had  been  diagnosed  before 
death  or  those  that  were  diagnosed  after 
death  but  were  of  sufficient  size  to  cause 
clinical  symptoms  and  signs.  Occult  car- 
cinomas are  defined  as  lesions  not  found 
before  death  which  were  too  small  to  be 
detected  by  history,  physical  examination, 
or  the  usual  laboratory  procedures.  Table 
II  lists  the  sites  of  occult  carcinoma.  The 
most  common  was  in  the  prostate. 

Table  HI  gives  the  number  of  cases  of 
multiple  tumors  occurring  in  representative 
decades.  The  oldest  patient  was  ninety- 
two,  the  youngest  was  five,  and  the  average 
age  was  57.2  years.  As  expected,  the  vast 
majority  of  multiple  tumors  occurred  in  the 
older-age  groups.  When  compared  with 
all  the  autopsied  cancer  patients,  the  age 
distribution  of  the  patients  with  multiple 
tumors  is  deviated  toward  the  older  groups. 
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TABLE  III.  Age  at  death  of  patients  with  multiple 
tumors 


Diagnosed  Clinically 
and/or  at  Autopsy 
Age  Group  Number  Per  Cent 

Clinical  Cancers 
Number  Per  Cent 

39  and  under 

9 

4 

4 

2 

40  to  49 

19 

9 

12 

9 

50  to  59 

42 

20 

34 

24 

60  to  69 

57 

27 

37 

26 

70  to  79 

60 

28 

36 

26 

80  and  over 

25 

12 

18 

13 

Totals 

212 

100 

141 

100 

If  the  occult  carcinomas  are  excluded, 
this  difference  is  less  striking. 

Sixty -three  per  cent  of  the  multiple  tumors 
occxirred  in  males  and  37  per  cent  in  females, 
or  in  ratio  of  5 to  3.  This  preponderance 
of  males  is  maintained  when  this  ratio  is 
corrected  for  the  male-female  ratio  in  the 
total  group  of  autopsied  cases.  If  the 
occult  carcinomas  are  excluded,  59  per  cent 
occurred  in  males  and  41  per  cent  occurred 
in  females,  and  the  ratio  of  male  to  female 
drops  to  4 to  3. 

The  time  intervals  between  the  first  and 
second  cancers  are  shown  in  Table  IV.  The 
longest  interval  was  twenty-nine  years. 
Synchronous  tumors  were  observed,  which 
for  practical  purposes  are  defined  as  those 
in  which  the  interval  of  time  between  their 
diagnoses  was  less  than  one  year.  Meta- 
chronous tumors,  on  the  other  hand,  are 
defined  as  those  in  which  this  interval  was 
one  year  or  more.  When  occult  carcinomas 
are  included,  44  per  cent  of  the  patients  had 
synchronous  tumors,  but  wben  the  occult 
tumors  are  excluded,  only  38  per  cent  had 
synchronous  tumors  (Table  IV).  This  dif- 
ference of  5 per  cent  is  not  statistically 
significant,  at  least  with  this  number  of 
cases.  If  this  difference  should  persist  in  a 
larger  series,  a possible  explanation  could  be 
that  occult  carcinomas  were  present  in  a 
high  proportion  of  patients  at  the  time  the 
first  diagnosis  was  established,  but  that  as 
time  passed,  these  tumors  grew  and  became 
clinically  detectable  cancers. 

To  test  this  postulate,  those  patients 
whose  second  cancer  was  occult  were  divided 
into  three  groups;  those  in  whom  the  diag- 
nosis was  established  (1)  in  less  than  one 
year,  (2)  in  one  to  five  years,  and  (3)  in  five 
or  more  years.  Their  proportion  among 
all  the  patients  in  each  of  these  categories 
was  calculated.  It  was  found  that  they 


TABLE  IV.  Time  interval  between  first  and 
second  malignant  tumor 


Diagnosed  Clinically 

and/or  at  Autopsy  Clinical  Cancers 


Time 

Interval 

(Months) 

Number 

of 

Patients 

Percent- 
age of 
Patients 

Number 

of 

Patients 

Percent- 
age of 
Patients 

11  and  under 

93 

44 

53 

38 

12  to  23 

33 

16 

20 

14 

24  to  35 

17 

8 

10 

7 

36  to  47 

16 

7 

14 

10 

48  to  59 

7 

3 

5 

3 

60  and  over 

46 

22 

39 

28 

Totals 

212 

100 

141 

100 

constituted  43  per  cent  of  cases  in  the  first 
group,  33  per  cent  of  the  second  group,  and 
15  per  cent  of  the  third  group.  Therefore, 
there  was  a gradual  reduction  in  the  propor- 
tion of  patients  with  occult  cancers  as  the 
time  interval  increased.  Does  it  mean  that 
the  occult  cancers  may  have  grown  and  be- 
come clinically  detectable  ones  as  the  inter- 
val is  lengthened? 

Table  V indicates  wbetber  no  tumors  or 
one  or  two  tumors  were  present  at  death. 
Both  tumors  were  present  at  autopsy  in  a 
majority  of  cases  when  the  occult  carcinomas 
are  included.  When  they  are  excluded, 
the  second  cancer  was  the  one  that  persisted 
most  frequently  alone.  In  this  group  the 
first  cancer  must  be  presumed  to  have  been 
cured.  These  data  are  supplemented  by  an 
analysis  to  determine  which  tumor  caused 
death.  When  the  occult  cancers  are  ex- 
cluded from  the  study,  the  second  tumor  is 
the  most  frequent  cause  of  death  (Table  VI). 
Those  patients  surviving  less  than  one 
year  most  often  died  of  their  first  cancer, 
while  those  surviving  five  or  more  years 
died  because  of  the  second  cancer.  A 
greater  proportion  of  patients  surviving 
between  one  and  five  years  died  of  the  second 
cancer  than  of  the  first. 

Excluding  occult  cancers,  as  defined, 
most  of  the  cancers  were  diagnosed  before 
death,  but  37  patients  (26  per  cent)  had  a 
second  cancer  that  was  not  diagnosed 
clinically. 

Comment 

The  incidence  of  multiple  malignant 
tumors  in  autopsies  has  varied  considerably 
in  the  reported  literature.  Kirshbaum  and 
Sbively’s^  series,  with  1.8  per  cent  of  aU  the 
cancer  patients  they  examined  having  multi- 
ple tumors,  stands  at  one  extreme  of  the 
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TABLE  V.  Malignant  tumors  present  at  death  in 
patients  with  two  cancers 


Diagnosed  Clinically 

Tumors 

and/or  at  Autopsy 

CUnical  Cancers 

Present 

Number 

Percent- 

Number 

Percent- 

at 

of 

age  of 

of 

age  of 

Autopsy 

Patients 

Patients 

Patients 

Patients 

Neither 

11 

5 

11 

8 

First  only 

19 

9 

19 

13 

Second  only 

75 

35 

62 

44 

Both 

107 

51 

49 

35 

T0TA1.S 

212 

100 

141 

100 

scale,  and  Burke’s®  series,  with  7.8  per  cent, 
stands  at  the  other.  In  both  these  series  the 
number  of  autopsies  was  over  500,  so  that 
the  possibiUty  of  variation  from  small 
samples  can  be  disregarded.  However, 
there  are  other  possible  factors  to  explain 
these  differences;  a variation  in  the  criteria 
used,  the  extent  of  the  gross  autopsy,  the 
number  of  microscopic  slides  evaluated,  and 
the  degree  of  effort  expended  in  deterniining 
clinically  which  cancers  had  been  cured. 
It  is  felt  that  the  incidence  of  multiple 
tumors  in  the  present  study  is  higher  than 
most  because;  (1)  These  patients’  histories 
were  carefully  investigated  for  prior  cancer 
at  the  time  of  their  original  admission  (in 
those  having  previous  operations  or  biopsies 
the  tissue  shdes  were  requested  from  the 
respective  hospital  or  laboratory  for  review); 
(2)  meticulous  autopsies  were  performed, 
and  nearly  aU  the  organs  were  examined 
both  grossly  and  microscopically.  Our  pro- 
portion of  7.7  per  cent  when  occult  car- 
cinomas are  excluded  is  comparable  to  that 
of  Burke  who  did  not  include  occult 
carcinomas. 

However,  it  is  interesting  to  note  that 
most  of  the  reports  from  autopsy  series 
show  a higher  incidence  of  multiple  mahg- 
nant  tumors  than  those  clinical  studies 
incorporating  a few  autopsied  cases  with  a 
majority  of  patients  who  did  not  come  to 
autopsy.  It  is  obvious  that  the  two  types 


of  studies  are  not  similar.  For  example, 
if  at  the  time  of  the  clinical  study  the  patient 
was  stiU  alive,  a second  cancer  might  develop 
at  a later  date.  Furthermore,  if  the  patient 
was  dead,  but  no  autopsy  was  performed, 
the  presence  of  an  occult  carcinoma  as  de- 
fined would  have  been  missed.  Moertel, 
Dockerty,  and  Baggenstoss^  foimd  that 
incidental  cancers  were  found  in  39  per  cent 
of  patients  with  multiple  malignant  disease, 
compared  to  the  33  per  cent  observed  in 
patients  in  the  current  series.  Nonetheless, 
even  excluding  the  occult  carcinomas  and 
taking  into  consideration  the  possible  devel- 
opment of  a second  cancer  in  the  living 
person,  the  incidence  of  multiple  malignant 
tumors  in  autopsy  series  is  stiU  higher 
than  the  incidence  in  studies  that  are  pri- 
marily clinical.  One  wonders  whether  or 
not  other  cancers  were  undiagnosed  or  mis- 
diagnosed in  those  clinical  studies,  but  data 
on  this  question  are  not  available. 

In  the  present  study  the  second  cancer, 
exclusive  of  the  occult  carcinomas,  was  not 
diagnosed  chnicaUy  in  37  instances.  In  28 
of  these  patients  the  first  cancer  persisted 
and  at  autopsy  was  found  in  association  with 
the  second  cancer,  but  the  chnical  symptoms 
and  signs  of  the  second  tumor  had  been 
masked  by  metastases  from  the  first  cancer. 
Nevertheless,  in  9 of  the  37  patients  the 
first  cancer  had  been  cured  and  the  undiag- 
nosed second  cancer  was  the  only  one  present 
at  autopsy.  In  3 of  these  9 patients  the 
first  lesion  was  a malignancy  of  the  pharyn- 
geal-oral area.  AU  of  these  patients  devel- 
oped dysphagia  several  months  or  years 
after  the  initial  treatment  and  were  con- 
sidered to  have  recurrent  tumor.  However, 
a second  primary  esophageal  cancer  was 
discovered  post  mortem.  Evidence  that 
these  esophageal  lesions  were  not  metastases 
from  the  first  is  the  presence  of  intramucosal 
cancer  with  transition  both  to  normal  cells 
and  to  invasive  cancer.  It  should  be 


TABLE  VI.  Time  interval  between  diagnosis  of  tumors  in  relation  to  tumor  causing  death  (excluding 

occult  carcinoma) 


Time  Interval  Between 
Diagnosis  of  Tumors 

er  of  P 
Both 

Tumor  Causing  Death 

Lage  of  Patients— 
Both  Neither 

First 

Second 

Neither 

Total 

First 

Second 

Total 

Less  than  1 year 

27 

12 

11 

3 

53 

19 

9 

8 

2 

38 

1 to  4 years 

17 

26 

5 

1 

49 

12 

18 

4 

0.7 

35 

5 years  or  more 

2 

31 

2 

4 

39 

1 

22 

1 

3 

27 

Total,  excluding  occult  carcinomas 

46 

69 

18 

8 

141 

32 

49 

13 

6 

100 

All  patients  (including  occult  carcinomas) 

112 

69 

18 

13 

212 

53 

33 

8 

6 

100 
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pointed  out  that  other  investigators  have 
noted  a high  incidence  of  second  primary 
tumor  developing  in  the  esophagus  following 
lesion  in  the  proximal  digestive  system.® 
There  is  reason  to  assume  that  the  same 
carcinogenic  factor  which  caused  the  first 
cancer  probably  also  caused  the  second 
cancer. 

In  3 of  the  9 patients  the  second  primary 
tumor  developed  in  areas  that  had  been 
previously  irradiated.  Two  of  these  second 
lesions  were  sarcoma  of  the  soft  tissue,  and 
one  was  a squamous  ceU  carcinoma  of  the 
skin.  In  a single  case,  bone  metastases  of 
the  usual  breast  cancer  distribution  were 
interpreted  as  such,  but  actually  these  foci 
were  from  a small  primary  tumor  in  the 
limg.  In  a single  case,  metastases  in  the 
liver  were  considered  to  be  from  a colon 
cancer,  while  in  reality  a large  kidney  tumor 
was  the  culprit.  AU  of  these  cases  with 
undiagnosed  second  cancers  support  the 
idea  that  a patient  who  has  had  a treated 
cancer  should  not  be  given  a sentence  of 
death  when  evidence  of  a tumor  occurs 
later.  Instead,  every  possible  effort  should 
be  made  to  determine  whether  this  evidence 
indicates  a second,  and  curable,  cancer. 

Summary  and  Conclusions 

A study  of  2,094  autopsies,  supplemented 
by  material  from  the  patients’  charts,  has 
shown  that  the  incidence  of  multiple  malig- 
nant tumors  (total  cases,  11  per  cent;  cases 
exclusive  of  occult  cancer,  7.7  per  cent)  is 
of  sufficient  magnitude  to  assure  that  most 
physicians  will  encounter  the  problem.  The 
question  of  how  often  a second  cancer  is 
undiagnosed  by  clinical  methods  is  answered. 
It  occurred  in  one-  fourth  of  patients  with 


multiple  malignant  lesions,  but  usually  in 
patients  who  had  metastases  from  the  first 
cancer  which  masked  the  second.  This 
difficulty  occurs  often  enough  so  that  every 
physician  should  be  alert,  realistic,  and 
aggressive  in  his  approach  to  the  problem. 
Any  later  evidence  of  tumor  in  a patient 
who  has  been  treated  for  cancer  should 
demand  an  evaluation  and  an  exploration, 
if  necessary,  to  exclude  the  possibility  of  a 
second  and  curable  cancer.  It  was  shown 
in  this  study  that  in  those  cases  (exclusive 
of  occult  cancer)  with  multiple  tumors, 
the  second  was  more  commonly  responsible 
for  death  than  the  first.  To  cure  the  first 
cancer  and  to  allow  the  second  to  become 
incurable  while  the  patient  is  imder  observa- 
tion is  both  embarrassing  and  tragic  and 
must  be  prevented.  This  means  that  the 
physician  must  have  an  optimistic  attitude 
toward  the  first  tumor  and  a positive  ap- 
proach should  there  be  evidence  of  a second 
tumor. 
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DAVID  L.  POUSHTER,  M.D. 
Syracuse,  New  York 

From  the  Department  of  Otolaryngology, 
State  University  of  New  York  Upstate  Medical  Center 


X he  problems  associated  with  patients 
who  present  symptoms  of  facial  pain  can 
be  almost  unlimited.  The  otolaryngologist 
is  relieved  to  find  on  examination  that 
the  maxillary  sinus  does  not  transiUuminate 
and  that  antral  irrigation  produces  a thick 
creamy  pus.  But  what  about  the  large 
number  of  patients  who  present  symptoms 
of  facial  pain  who  do  not  have  an  acute 
empyema  of  one  of  the  paranasal  sinuses 
or  any  other  obvious  cause  of  their  pain? 

Review  of  literature 

To  evaluate  this  subject  in  a useful 
manner,  I have  reviewed  many  of  the 
so-caUed  classics  written  during  the  past 
one  himdred  years.  They  start  with  the 
work  of  Hilton  1 which  includes  a course 
of  lectures  on  the  influence  of  mechanical 
and  physiologic  rest  in  the  treatment  of 
accidents  and  surgical  diseases  and  the 
diagnostic  value  of  pain,  delivered  in  the 
years  1860,  1861,  and  1862.  Finally,  I 
will  review  some  of  the  newer  drugs  and 
therapeutic  regimens  that  are  useful  in 
the  relief  of  facial  pain. 

Hilton.  The  work  of  Hilton ‘ makes 
interesting  reading.  One  must  remember 
that  it  was  written  prior  to  the  advent  of 
practically  all  of  our  present-day  drugs. 
Hilton  states  that  for  pains  around  the 

Presented  at  the  155th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Rochester,  New  York, 
Section  on  Otolaryngology,  May  12,  1961. 


head  he  places  the  patient  in  a plaster 
cast  to  insure  rest  for  weeks  at  a time 
and  thereby  cures  various  conditions  that 
produce  the  pain. 

Sluder.  The  next  work  that  comes 
to  our  attention  is  the  famous  text  of 
Sluder.^  Let  me  state  that  in  no  way  am  I 
trying  to  belittle  these  early  authors  and 
their  most  heroic  attempts  to  explain  some 
of  the  difficult  facial  pains,  nor,  however, 
am  I attempting  to  restimulate  our  interest 
in  their  work. 

Sluder’s  book  is  divided  primarily  into 
four  sections.  Section  one  is  on  vacuum 
frontal  headache,  section  two  is  on  sphe- 
nopalatine neuralgia,  section  three  is  on 
hyperplastic  sphenoiditis,  and  section  four 
is  related  to  case  reports. 

The  following  is  a quotation  from  the 
first  section  on  frontal  headaches  due  to 
a vacuum  frontal  sinusitis: 

A low  grade  unending  headache  is  established 
by  closure  of  the  frontal  sinus  without  nasal 
symptoms  or  signs,  that  is  obstruction  of 
secretion,  and  is  made  worse  by  the  use  of  the 
eyes.  These  patients  have  occular  symptoms 
only.  The  air  is  partly  absorbed  in  the  sinus 
and  a negative  pressure  makes  the  wall  sensi- 
tive. The  floor  of  the  sinus  is  its  thinnest 
wall  and  has  attached  to  it  the  pulley  of  the 
superior  oblique  muscle.  The  sensitive  floor 
is  pulled  by  use  of  the  eyes.  I once  (1900) 
felt  that  a closure  of  the  sinus  was  an  accident 
of  the  anatomy.  I now  believe  that  this  is 
rare  although  possible.  The  mechanism 
by  which  closure  is  produced  is  a combination 
of  unfavorable  anatomical  settings  such  as 
narrow  bones  present,  plus  hyperplastic 
changes  in  the  soft  part  and  the  bone.  This 
class  of  cases  never  has  pus  in  the  nose,  never 
has  the  severe  pain  produced  by  suppurative 
sinusitis  and  never  is  complicated  by  blind- 
ness or  changes  within  the  globe.  The  eye 
disturbance  is  of  the  nature  of  asthenopia. 
Occasionally  it  is  the  anterior  ethmoidal 
labyrinth  that  has  become  closed.  I have 
not  been  able  to  determine  that  contacts  of 
one  part  of  the  lateral  wall  with  the  septum 
are  ever  responsible  for  similar  symptoms. 
(This  opinion  is  contrary  to  the  statement  of 
some  writers.) 

Sluder^  then  quotes  Ewing  and  states 
that  Ewing  was  the  first  to  recognize  these 
cases  and  to  describe  the  symptoms  which, 
briefly,  constitute  the  inability  to  use  the 
eyes  for  close  work  because  of  the  headache 
which  is  produced  therewith  and  which 
is  not  relieved  by  glasses  or  eye  treatment. 
The  headache  is  accompanied  by  a tender 
point  in  the  upper  inner  angle  of  the  orbit. 
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FACIAL  PAIN  in  patients  who  do  not  have  an 
acute  empyema  of  one  of  the  paranasal 
sinuses  or  any  other  obvious  cause  of  their 
pain  has  two  aspects,  physiologic  and  psy- 
chologic. Drugs  which  may  be  used  include 
those  which  make  the  nerve  endings  less 
sensitive;  salicylates  and  cortisone  acetate 
to  decrease  inflammation  with  swelling; 
muscle  relaxants;  local  anesthetics  to  block 
nerve  pathways;  and  narcotic  drugs  to  de- 
crease or  abolish  the  central  response  to  pain. 
The  personal  influence  of  the  physician  is 
most  important  in  the  effectiveness  of  the 
drugs. 


in  the  early  twentieth  century  before  many 
of  our  now  very  useful  drugs  were  available. 
Sluder^  states  the  following; 


FIGURE  1.  Ewing’s  sign  depicted  by  needle 
passed  from  frontal  sinus  at  point  back  of  attach- 
ment of  pulley  of  superior  oblique.  (Permission 
Sluder,  G.:  Concerning  Some  Headaches  and  Eye 
Disorders  of  Nasal  Origin,  St.  Louis,  The  C.  V. 
Mosby  Co.) 


It  suggests  itself,  in  logical  sequence,  that 
anything  that  may  diminish  swelling  of  the 
soft  tissues,  which  close  the  inlet  to  the 
sinus,  will  be  of  service,  and  to  this  end  I 
have  employed  various  astringents  in  com- 
mon-place usage,  with  satisfactory  results 
for  a very  great  number  of  cases,  the  applica- 
tions being  made  in  and  about  the  middle 


This  is  the  so-called  Ewing’s  sign  (Fig.  1). 

Sluder’  then  goes  on  with  a long  dis- 
sertation about  Ewing’s  sign  in  which 
apparently  he  had  great  faith,  and  he  states 
further  that  the  only  time  Ewing’s  sign 
is  absent  is  when  the  floor  of  the  frontal 
sinus  is  very  thick.  Sluder  also  states  that 
after  the  nasal  frontal  duct  is  obstructed, 
the  oxygen  is  absorbed  and  then  some 
congestion  of  the  membrane  occurs.  He 
felt  it  was  not  the  congestion  of  the  lining 
membrane  but  the  vacuum  in  the  sinus 
itself  which  accounts  for  the  pain.  He 
felt  that  this  condition  can  account  for 
99  per  cent  of  pain  of  this  nature.  He 
stated  further  in  his  text  that  he  had  580 
such  cases  under  his  care. 

I must  say  that  the  early  otolaryngologists 
were  tremendous  anatomists.  They  must 
have  spent  weeks,  months,  and  years  in 
their  laboratories,  and  Sluder’s  volume  is 
filled  with  excellent  anatomic  descriptions 
of  the  various  slight  variations  and  anom- 
alies that  can  occur  to  the  nasal  frontal 
duct  and  the  surrounding  structures. 

In  describing  Sluder’s  treatment,  I must 
emphasize  that  we  are  discussing  treatment 


FIGURE  2.  Sphenopalatine  foramen  with  1 
bounded  above  by  sphenoidal  sinus  3 and  bounded 
in  front  by  ethmoidal  cells  2 and  4.  Sphenopala- 
tine foramen  is  in  inner  limit  of  sphenomaxillary 
fossa.  (Permission  Sluder,  G.:  Concerning  Some 
Headaches  and  Eye  Disorders  of  Nasal  Origin,  St. 
Louis,  The  C.  V.  Mosby  Co.) 
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FIGURE  3.  Vidian  exposed  in  R sphenoid  sinus, 
with  cross  section  through  pterygoid  processes. 
1 = left  sphenoid  cell;  2 = Vidian  canal;  3 = ptery- 
goid process;  4 = right  sphenoid  cell;  and 
6 = groove  marking  Vidian  canal.  Upper  partis 
missing.  (Permission  Sluder,  G.:  Concerning 

Some  Headaches  and  Eye  Disorders  of  Nasal 
Origin,  St.  Louis,  The  C.  V.  Mosby  Co.) 


meatus.  My  method  of  procedure  is  to 
try  these  applications  in  all  cases.  After  a 
trial  of  two  weeks,  if  there  has  been  no 
response,  a more  radical  measure  may  be 
resorted  to. 

I have  tried  to  determine  what  Sluder  ^ 
meant  by  astringents  and  apparently  he 
refers  to  2 per  cent  solution  of  silver  nitrate. 
The  more  radical  treatment  for  this  con- 
dition is  the  opening  of  the  inlet  of  the 
frontal  sinus  which  usually  is  accomplished 
by  the  removal  of  the  middle  turbinate. 
Apparently  he  did  an  intranasal  eth- 
moidectomy  and  turbinectomy.  He  felt 
thereby  he  was  relieving  the  congestion 
and  blockage  of  the  nasal  frontal  duct. 

The  second  part  of  his  text  deals  with 
the  syndrome  of  nasal  (sphenopalatine 
Meckel’s)  ganglion  neurosis.  The  first 
sentence  states,  “In  1908  I called  attention 
to  a set  of  neuralgic  phenomena  that  in 
my  opinion  were  produced  by  lesions 
affecting  the  nasal  ganglion.”  Sluder^  refers 
to  the  nasal  ganglion  as  the  sphenopalatine 
ganglion,  and  I wiU  not  describe  its  location 
and  its  connection  with  other  nerve  roots. 
Figure  2 shows  the  sphenopalatine  foramen. 
You  can  see  above  the  sphenoidal  sinus,  in 
front  the  ethmoidal  cells  and  also  some 
ethmoidal  cells  above.  Sluder  then  goes 
on  to  state  that  the  close  relationship  of 
the  nasal  ganglion  to  the  nose  and  paranasal 


FIGURE  4.  Points  stimulated  on  septum  shown  by 
crosses  and  on  lateral  wall  of  maxillary  sinus  by 
crosshatched  circles.  Areas  in  which  pain  of  1 plus 
to  2 plus  intensity  was  felt  indicated  by  crosses 
within  outline  on  small  head.  Note  that  widely 
separated  stimuli  cause  pain  to  be  felt  in  same 
areas.  (Permission  Wolff,  H.  G.:  Headache  and 
Other  Head  Pain,  2nd  ed..  New  York  City,  Oxford 
University  Press.) 


sinuses  can  very  well  account  for  the  fact  ‘j 
that  people  who  have  nasal  and  sinus  1 
disease  can  have  far-related  pain  through  * 
this  ganglion.  Let  me  now  again  quote  J 
from  Sluder’s  definition  of  the  neuralgic  ' 
syndrome  due  to  sphenopalatine  neuralgia. 

A patient  will  tell  of  a coryza  of  lesser  or  1 
greater  severity.  A short  time  later  a pain  J 
begins  at  the  root  of  the  nose,  in  and  I 
about  the  eyes,  the  upper  jaw  and  teeth,  I 
sometimes  about  the  lower  jaw  and  teeth  5 
also  and  extending  backward  to  the  temple  1 
and  about  the  zygoma  to  the  ear  making  the  I 
ear  ache,  emphasized  at  the  mastoid,  but  r 
always  severest  at  a point  5 cm.  back  of  ■ 
that;  thence  reaching  backward  by  way  of  ! 
the  occiput  and  neck,  it  may  extend  to  the 
shoulder  blade  and  shoulder  (less  often  to 
the  axilla  and  breast),  and  in  severe  attacks 
to  the  arm,  forearm,  hand  and  even  the 
finger  tips.  This  is  the  most  frequent  pic- 
ture, but  at  times  there  may  be  also  a sense 
of  stiff  or  aching  throat;  or  pain  in  the 
hard  palate. 

Sluder'*  goes  on  to  describe  cases  which 
I would  place  in  the  category  of  allergic 
rhinitis  that  he  feels  may  be  a cause  of 
this  sphenopalatine  neuralgia.  Then  he 
states  further  that  he  can  create  a relief 
of  the  symptoms  of  this  condition  first 
by  the  cocainization  of  the  area  of  the 
ganglion.  If  this  fails,  he  uses  his  2 per 
cent  solution  of  silver  nitrate.  If  this 
does  not  give  relief,  he  uses  a 0.4  per  cent 
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FIGURE  5.  Points  stimulated  on  turbinates  indicated  by  crosses  from  which  lines  lead  to  indicated  areas 
in  which  pain  of  4 plus  to  6 intensity  was  felt.  (Permission  Wolff,  H.  G.:  Headache  and  Other  Head  Pain, 
2nd  ed..  New  York  City,  Oxford  University  Press.) 


solution  of  gaseous  formaldehyde,  then 
a 0.5  per  cent  solution  of  phenol  with  a 
0.1  per  cent  solution  of  iodine  as  a wash. 
In  the  more  severe  and  stubborn  cases 
injections  of  phenol  alcohol  were  used, 
and  in  the  worst  cases  the  patients  were 
operated  on  intranasaUy  with  the  intention 
of  removing  the  ganglion.  Again  Sluder’s 
illustrations  are  excellent,  and  he  describes 
very  carefully  the  instruments  and  technic 
of  applying  medication  to  this  area  and 
of  a surgical  removal  of  this  area. 

Sluder’s*  third  section  deals  with  sphe- 
noidal disease,  and  the  complete  title  of 
the  chapter  is  “Hyperplastic  sphenoiditis 
and  its  clinical  relations  to  the  environing 
nerves,  to  wit;  N.  Opticus,  N.  Occulomo- 
torius,  N.  Trochelaris,  N.  Trigeminus,  N. 
Abducens  and  N.  Canalis  Pterygoidei  and 
(VIDII)  nasal  ganglion.”  Again  he  de- 
scribes very  painstakingly  the  normal  and 
anomalous  sphenoid  sinus  (Fig.  3)  and 
then  goes  on  to  account  for  many  symptoms 


around  the  nose,  eyes,  forehead,  and  neck 
due  to  chronic  hyperplastic  sphenoid  disease. 
Then  he  has  a long  section  on  surgical 
removal  of  the  sphenoid. 

Comment.  A great  deal  of  scientific 
investigation  has  been  undertaken  since 
the  previously  mentioned  works  in  an 
attempt  to  understand  pain  better.  Let 
us  review  some  of  the  basic  concepts. 

Pain  is  of  the  utmost  importance  to 
the  organism.  In  those  rare  individuals 
who  lack  perception  of  it  or  when  this 
perception  is  lost  in  disease,  repeated  insults 
to  the  body  will  occur  and  destruction  will 
result.  It  is  believed  that  pain  receptors 
are  everywhere.  There  is  no  evidence 
that  pain  is  perceived  by  any  receptor  except 
the  naked  nerve  endings. 

It  is  quite  well  established  that  at  least 
two  types  of  fibers  carry  pain  along  afferent 
paths  into  the  central  nervous  system: 
(1)  the  so-caUed  A delta  fibers,  about  2 
to  4 microns  in  diameter  which  conduct 
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FIGURE  6.  Large  crosses  indicate  stimulation  of  ostium  of  maxillary  sinus.  Lines  lead  to  areas,  indicated 
by  small  crosses  in  which  pain  of  6 plus  to  9 plus  intensity  was  felt.  Dotted  circle  over  zygoma  indicates 
area  of  erythema  and  hyperalgesia  that  long  outlasted  stimulation  of  ostium.  (Permission  Wolff,  H.  G.: 
Headache  and  Other  Head  Pain,  2nd  ed..  New  York  City,  Oxford  University  Press.) 


pain  at  a speed  of  15  to  20  M.  per  second, 
and  (2)  the  C fibers  which  are  very  thin, 
unmedullated  fibers  about  1 micron  in 
diameter  and  which  have  a conduction  of 
1 to  2 M.  per  second. 

Pain  messages  now  enter  the  spinal 
column.  The  two  systems  of  afferent  fibers 
remain  distinct  and  can  be  traced  into 
the  midbrain.  The  A delta  system  has 
been  called  the  epicritic  system,  producing 
a clear  awareness  of  pain  (pricking,  cutting), 
but  it  does  not  lead  to  great  suffering. 
Conversely,  when  the  C system  is  activated, 
it  leads  to  all  the  suffering  aspect  of  pain. 

Regarding  the  psychologic  aspect  of  pain 
and  suffering,  four  distinct  points  can  be 
made:  (1)  Certain  aspects  of  personality 

and  perceptual  style  determine  the  tolerance 
for  pain.  (2)  These  differences  of  tolerance 
to  pain  are  paralleled  by  other  striking 
differences  in  the  subjective  perceived  in- 
tensity of  sensations  other  than  pain. 
(3)  There  seems  to  be  a sex  difference  in 


this  tendency  to  reduce  the  subjectively 
perceived  intensity  of  sensation  and  thereby 
establish  greater  tolerance  for  pain.  (4) 
There  is  no  relation  between  the  ability 
to  perceive  pain  and  the  tolerance  of  pain. 

SzASZ.  Szasz^  describes  the  symbolic 
meaning  of  pain.  He  states  that  the 
presence  of  pain  makes  one  conscious  of 
the  body  or  ego,  and  at  the  same  time  the 
ego  asks  for  help  from  a second  party. 
Szasz  places  great  emphasis  on  the  use 
of  the  complaint  of  pain  as  a method  of 
communication.  He  describes  the  patient 
who  is  uncomplaining  while  in  the  hospital, 
but  who,  during  the  weekend  away  from 
the  hospital,  complains  constantly  to  his 
spouse  of  his  many  aches  and  pains.  In 
addition,  he  describes  pain,  especially  in 
the  hypochondriacal  body  preoccupational 
type,  as:  (1)  a warning:  “I  might  lose 

this  or  that  part  of  my  body  . . . ,”  and 
its  corollary:  (2)  a reassurance:  “I  feel 

this  or  that  part  of  my  body;  therefore. 
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FIGURE  7.  Lines  lead  from  points  stimulated  in  nasofrontal  duct  to  areas  in  which  pain  of  5 plus  to  7 plus 
intensity  was  felt.  On  stimulation  of  inner  wall  of  frontal  sinus  minimal  pain  of  no  more  than  V2  plus  inten- 
: sity  was  felt  only  in  area  indicated  directly  over  sinus.  (Permission  Wolff,  H.  G.:  Headache  and  Other 

I Head  Pain,  2nd  ed..  New  York  City,  Oxford  University  Press.) 


I it  cannot  be  lost.”  Szasz^  elaborates  greatly 
j on  these  premises  and  the  modern  analytic 
I approach  to  these  problems. 

Wolff.  The  next  work  to  be  reviewed 
i is  that  of  Wolff.  ^ He  placed  irritants, 

i electrodes,  and  stimulants  of  one  kind 
I and  another  into  and  about  the  various 
structures  of  the  head  and  neck  and  plotted 
‘ the  pain  that  would  be  produced  thereby. 
The  subjects  were  usually  medical  students 
or  technicians  and  they  were  asked  to 
state  the  intensity  of  their  pain  from  1 
to  10  (1  being  quite  shght  and  10  very 
severe).  In  addition,  Wolff  studied  some 
; patients  with  known  sinus  diseases. 


Figure  4 shows  you  Wolff’s  illustration 
of  pain  when  the  area  on  the  septum  shown 
by  the  crosses  was  stimulated  and  also 
when  an  area  on  the  lateral  wall  of  the 
maxillary  sinus  was  stimulated.  Figure  5 
shows  where  the  pain  is  locahzed  by  stimula- 
tion of  various  areas  on  the  turbinates. 
Interestingly  enough,  the  subjects  felt  the 
pain  was  plus  4 to  plus  6 when  the  turbinate 
was  stimulated,  while  it  was  only  plus  1 
to  plus  2 when  the  septum  was  stimulated. 
Now  when  the  ostea  of  the  maxiUary  sinus 
was  stimulated,  the  pain  was  a plus  6 to 
plus  9.  The  localization  of  the  pain  can 
be  seen  in  Figure  6.  When  the  area  of 
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FIGURE  8.  Thin  rubber  balloon  shown  in  maxillary  sinus.  Areas  are  indicated  in  which  pain  was  felt  when 
positive  pressure  was  applied  to  walls  of  sinus  for  prolonged  periods.  (Permission  Wolff,  H.  G.;  Headache 
and  Other  Head  Pain,  2nd  ed..  New  York  City,  Oxford  University  Press.) 


the  nasal  frontal  duct  was  stimulated,  again 
tha  pain  was  plus  5 to  plus  7.  Attempts 
then  were  made  to  stimulate  the  sinus  itself, 
and  one  can  see  in  Figure  7 the  area  of 
pain  by  stimulating  the  sinuses.  I think 
that  the  observer  can  see  that  this  certainly 
is  a true  scientific  approach  to  the  problem, 
and  although  it  may  not  be  100  per  cent 
applicable  clinically,  it  certainly  can  show 
us  the  way  in  which  a scientific  approach 
to  the  problem  must  be  undertaken. 

Now  let  me  summarize  briefly  some  of 
the  conclusions  and  comments  made  by 
Wolff.'*  One  of  the  points  I thought  in- 
teresting was  the  fact  that  sustained  in- 
creased intramural  pressure  within  the 
antrum  may  not  be  associated  with  pain 
unless  such  a condition  evokes  engorgement 
of  the  turbinate  (Fig.  8).  It  is  the  reflex 
engorgement  of  the  nasal  structures  that 
is  responsible  for  most  of  the  pain,  since 
procainization  of  the  inferior  and  middle 


turbinate  reduces  markedly  the  intensity 
of  pain  produced  by  pressure  within  the 
sinus,  although  the  pressure  is  maintained. 
An  attempt  was  also  made  to  produce  a 
vacuum  within  the  sinuses.  He  states 
that  although  the  effect  of  negative  pressure 
was  not  as  intensely  explored  as  that  of 
positive  pressure,  the  available  evidence 
made  it  seem  likely  that  most  of  the  pain 
that  resulted  was  secondary  to  the  stimula- 
tion of  the  nasal  structures.  Wolff'*  showed 
further  that  the  intensity  of  headache 
associated  with  the  disease  of  the  nasal 
and  paranasal  sinuses  was  increased  by 
shaking  the  head,  but  this  increased  pain 
resulted  from  the  sudden  displacement  of 
swollen,  inflamed  structures  within  the 
nose.  He  stated  further  that  it  was  evident 
from  these  studies  that  the  lining  of  the 
sinuses  is  relatively  insensitive  as  com- 
pared with  their  extremely  sensitive  ducts 
and  ostea  and  the  turbinates  (Fig.  9). 
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FIGURE  9.  Area  indicated  in  which  pain  of  1 plus 
to  2 plus  intensity  was  felt  on  faradic  stimulation  of 
mucosal  lining  of  sphenoid  sinus  by  Bronson  Ray, 
M.D.  (Permission  Wolff,  H.  G.;  Headache  and 
Other  Head  Pain,  2nd  ed..  New  York  City,  Oxford 
University  Press.) 


Although  with  inflammation  the  threshold 
for  pain  within  the  sinuses  is  lowered  so 
that  they  become  more  sensitive  to  pain, 
the  situation  is  altered  relatively  little, 
since  with  inflammation  the  ostea  and  ducts 
and  turbinates  also  become  more  sensitive 
to  pain.  Wolffs  states  further,  and  you 
may  want  to  disagree  with  him,  that  it 
is  inferred  that  the  site  of  the  headache 
is  related  chiefly  to  the  region  of  the  nose 
that  is  most  diseased  and  not  to  the  sinuses. 
A disease  of  the  superior  nasal  structures 
causes  headache  primarily  in  the  front 
and  top  of  the  head  and  in  and  between 
the  eyes  (Fig.  10).  Disease  of  the  middle 
and  inferior  nasal  structures  causes  headache 
primarily  over  the  zygoma  and  temples 
and  in  the  teeth  and  jaws.  Wolff  states 
further  that  it  has  not  been  proved  that 
the  diseases  of  the  paranasal  sinuses  under- 
lying these  areas  of  headache  make  im- 
portant contributions  to  the  intensity  of 
the  pain.  Let  me  repeat  his  statement 
that  inflammation  and  engorgement  of 
the  turbinates,  ostea,  nasal  frontal  ducts, 
and  superior  nasal  spaces  are  responsible 


FIGURE  10.  Crosses  indicate  points  of  pressure  against  walls  of  superior  nasal  cavity  in  region  of  sphenoid 
and  ethmoid  sinuses,  with  indicated  areas  in  which  pain  of  5 plus  to  6 plus  intensity  was  felt.  (Permission 
Wolff,  H.  G.;  Headache  and  Other  Head  Pain,  2nd  ed..  New  York  City,  Oxford  University  Press.) 
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for  most  of  the  pain  emanating  from  the 
nasal  and  paranasal  structures. 

Wolff'*  states  further  that  if  a headache 
is  not  associated  with  turbinate  engorgement 
and  inflammation,  it  is  in  all  probability 
not  the  result  of  disease  of  the  nasal  or 
paranasal  structures,  with  the  rare  excep- 
tion of  headache  due  to  a neoplastic  in- 
vasion of  paranasal  structures  and  to  antral 
infections  through  the  dental  root.  In 
addition,  if  a zygomatic,  frontal,  temporal, 
or  vertex  headache  is  not  reduced  greatly 
in  intensity  or  is  not  eliminated  by  shrinking 
or  by  a local  anesthetization  of  the  nasal 
structures,  it  is,  in  all  probability,  not  due 
to  disease  of  the  nasal  or  paranasal  struc- 
tures. Furthermore,  pain  in  the  back  of 
the  head  or  neck  never  resulted  directly 
from  the  stimulation  of  the  mucosa  of 
any  of  the  nasal  or  paranasal  structinres. 
Such  pain  was  due  to  the  secondary  effect 
of  prolonged  contraction  of  the  cervical  and 
head  muscles. 

Modalities  for  relief  of  pain 

The  final  portion  of  this  report  will 
be  concerned  with  the  use  of  various  modern 
modalities  for  the  relief  of  pain.  No  at- 
tempt has  been  made  to  describe  the  specific 
disease  that  produces  facial  pain  and  the 
specific  treatment  of  it.  Instead,  I want 
to  discuss  a logical  approach  to  the  relief 
of  the  pain  and  suffering,  no  matter  what 
the  cause. 

It  must  be  realized  that  there  are  indeed 
few  things  harder  to  ascertain  than  the 
degree  of  pain  a patient  has  and  the  amount 
of  relief  of  such  pain  that  he  receives  from 
a medication.  Lasagna®  states  that  a 
new  drug  alleged  to  have  pain-relieving 
properties  deserves  to  be  studied  under 
controlled  conditions  in  a variety  of  types 
of  pain.  Without  controls  reports  on 
analgesic  efficacy  amount  to  little  more 
than  testimonials.  It  is  one  thing  to  say 
that  a drug  has  some  analgesic  effect;  it 
is  quite  another  to  say  that  it  is  an  improve- 
ment over  previously  available  agents. 
No  single  negative  or  positive  report  on 
a new  drug,  no  matter  how  well  controlled 
the  experiment,  should  be  accepted  as  the 
final  work  on  the  efficacy  or  potency  of  a 
drug. 

It  can  be  realized  readily  that  the  relief 
of  pain  can  originate  at  various  levels. 


The  nerve  endings  can  be  made  less  sensitive, 
so  that  the  patient  no  longer  has  the  pain. 
A given  agent  may  decrease  the  peripheral 
excitation  and  thus  the  afferent  pain  im- 
pulse. Where  inflammation  with  swelling 
is  involved,  drugs  such  as  the  salicylates 
and  cortisone  acetate  may  decrease  the 
size  of  the  lesion  and  thereby  decrease 
the  pain.  I wiU  occasionally  use  cortisone 
acetate  orally  for  a painful  external  otitis. 
I have  not  found  streptokinase-strepto- 
dornase  useful  in  the  relief  of  pain.  Where 
muscle  spasm  is  the  pain  generator,  es- 
pecially if  the  skeletal  system  is  involved, 
a muscle  relaxant  can  help;  mephenesin 
and  carisoprodol  may  contribute  such  action. 
These  drugs  are  useful  in  the  various  con- 
ditions which  present  symptoms  of  pain 
in  the  back  of  the  head  and  neck. 

The  afferent  pathways  to  the  brain  could 
be  severed  or  the  nerve  could  be  made 
less  apt  to  carry  stimuli.  The  use  of  local 
anesthetics  to  block  nerve  pathways  is 
such  an  example.  The  work  of  Perl  and 
Ecker®  on  the  direct  installation  of  alcohol 
for  the  relief  of  the  pain  of  tic  douloureux 
also  falls  into  this  category.  Surgical 
sectioning  of  nerve  pathways  is  being  done. 

Last,  the  central  response  to  pain  could 
be  decreased  or  abolished.  The  narcotic 
drugs  are  such  an  example.  The  use  of 
tranquilizers  also  falls  into  this  category. 
The  new  Darvon  compounds  probably  act 
in  this  manner.^  A combination  of  these 
various  agents  proves  very  useful  in  my 
hands. 

Finally,  as  stated  by  Friedman,®  the 
physician  must  recognize  the  fact  that 
pain,  particularly  when  related  to  the  head, 
has  two  aspects,  physiologic  and  psy- 
chologic. The  personal  influence  of  the 
physician  is  most  important  in  the  effective- 
ness of  the  drugs.  The  majority  of  patients 
can  be  helped  if  there  is  a good  patient- 
physician  relationship  and  a flexible  ap- 
proach to  the  treatment. 

Summary 

A review  has  been  made  of  some  of  the 
pertinent  literature  on  facial  pain  over  the 
past  one  hundred  years.  An  attempt 
has  been  made  to  choose  those  volumes  that 
are  classic,  but  obviously  only  a few  of  the 
outstanding  works  could  be  included.  Fi- 
nally, a systematic  approach  to  the  use 
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of  the  popular  available  modalities  for  the 
relief  of  pain  has  been  presented. 
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Historically  the  usefulness  of  iodine  as  a 
topical  antiseptic  has  been  limited  by  pain 
on  application,  local  irritation  or  burns, 
and  occasional  severe  systemic  toxicity. 
Concentrations  which  were  low  enough  to 
avoid  these  hazards  lost  their  antimicrobial 
properties,  and  the  instability  of  iodine 
solutions  represented  another  disadvantage. 

With  the  development  during  the  past 
decade  and  a half  of  newer  germicidal  agents 
and  the  widespread  use  of  antibiotics,  iodine 
was  relegated  to  an  infrequent  role  as  a 
sin*gical  antiseptic.  That  these  apparent 
advances  should  be  regarded  with  some 
reservation  became  evident  with  the  increase 
in  resistant  bacteria,  particularly  staphylo- 
cocci, and  a number  of  serious  hospital 
epidemics.  One  of  the  results  of  the  ensu- 
ing critical  appraisal  of  hygienic  procedmes 
was  a revival  of  interest  in  iodine. 

Chemical  research  led  to  new  antiseptic 
iodine  solutions  which  utilized  polyvinyl- 
pyrrolidone,*’^ alkyl  aryl  polyether  alcohol 
ester,  ^ and  nonylphenoxy  polyoxyethylene 
ethanol,  ■*  the  last  being  the  subject  of  this 
report.  In  general  it  may  be  said  that  these 

* This  investigation  was  supported  in  part  by  a grant  from 
Johnson  & Johnson,  New  Brunswick,  New  Jersey.  The 
iodophor  used  was  loprep. 


iodophors  possess  high  microbicidal  proper- 
ties against  a wide  range  of  organisms  and 
have  a low  incidence  of  side-reactions  in 
clinical  use. 

We  undertook  laboratory  and  animal 
experiments,  as  well  as  extensive  clinical 
trials,  to  evaluate  the  acceptability  and 
efficiency  of  an  iodophor  designed  for  pre- 
surgical  skin  antisepsis.*  This  preparation 
consists  of  a 5 per  cent  concentration  of  a 
complex  of  iodine  and  a nonionic  surface 
active  agent,  nonylphenoxypolyoxyethylene 
alcohol,  dissolved  in  water,  which  endows 
the  preparation  with  a 1 per  cent  concentra- 
tion of  available  iodine  or  I;.  In  addition, 
the  preparation  contains  a 5 per  cent  concen- 
tration of  another  nonionic  polyether  surface 
active  agent  which  stabilizes  the  formula- 
tion. 

Animal  experiments 

In  a preliminary  study,  paired  9-cm.  inci- 
sions were  made  on  the  backs  of  5 anes- 
thetized rabbits.  The  incisions  were  made 
into  the  subcutaneous  tissue  and  remained 
open.  The  incision  on  the  left  of  the  back  of 
each  rabbit  remained  untreated,  while  the 
right  side  was  swabbed  daily  with  the 
iodophor.  Both  sides  were  healed  by  the  j 
twenty-first  day.  There  was  neither  gross 
nor  histologic  evidence  of  interference  with 
wound  healing  in  a comparison  of  the  iodo- 
phor-treated  side  with  the  untreated  side. 

Utilizing  a second  group  of  5 rabbits, 
paired  lesions  were  made  as  in  the  previous 
experiment.  The  right  side  was  left  un- 
treated, no  medication  being  applied,  and 
for  three  days  the  incision  was  swabbed 
daily  with  a twenty-four-hour  culture  of  a 
freshly  isolated  strain  of  hemolytic  Staphylo- 
coccus aureus  coagulase-positive.  The  inci- 
sion on  the  left  side  was  also  contaminated 
daily  with  the  staphylococcal  culture,  but 
two  days  later  the  wound  was  swabbed  With 
the  iodophor.  In  4 of  the  5 rabbits,  on  the 
third  day  the  lesion  on  the  right  side  showed 
evidence  of  infection  characterized  by 
redness,  swelling,  and  exudation.  From 
cultures  of  the  exudate,  strains  of  the  con- 
taminating bacteria  were  recovered  readily. 

No  evidence  of  infection  developed  in  the 
lesions  on  the  left  backs  of  the  5 rabbits 
where  the  iodophor  had  been  applied.  This 
experiment  was  terminated  on  the  fourth 
day,  and  penicillin  was  administered  to  the 
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TABLE  I.  Phenol  coefficient*  of  iodophor 


Dilutions 

Five 

Min- 

utes 

Ten 

Min- 

utes 

Fifteen 

Min- 

utes 

M.  pyogenes  var. 
aureus 

1:0 

— 

— 

— 

1:10 

— 

— 

— 

1:50 

— 

— 

— 

1:80 

— 

— 

— 

1:100 

— 

— 

— 

1:160 

-h 

— 

— 

1:200 

-1- 

-H 

+ 

1:260 

-h 

-h 

-E 

1:300 

+ 

+ 

-h 

Phenol 

1:50 

— 

— 

— 

1:60 

— 

— 

— 

1:80 

+ 

— 

— 

1:90 

-t- 

-f- 

- 

* 160  = 2. 


80 

rabbits.  Thereafter  the  inflammation  in 
the  infected  wounds  subsided,  and  both 
sides  were  healed  completely  by  the  twenty- 
first  day. 

Laboratory  studies 

The  phenol  coefficient  and  the  use-dilution 
test  were  employed  to  estimate  the  bacteri- 
cidal activity  of  the  iodophor. 

Phenol  coefficient.  To  determine  the 
phenol  coefficient  of  the  iodophor,  we  modi- 
fied the  standard  Association  of  Official 
Agricultural  Chemists  method^  as  follows: 

The  test  was  conducted  with  a mixture 
of  10  different  strains  of  Micrococcus  pyo- 
genes var.  aureus  that  were  fresh  isolates 
from  patients  suffering  from  infected  woimds 
or  abscesses.  These  were  “street  strains” 
as  contrasted  with  the  laboratory-fixed 
strains  which  are  usually  employed  (M. 
pyogenes  var.  aureus  FDA  209  ATCC  6538). 
All  the  organisms  which  were  used  produced 
beta  hemolysis  in  human  blood  agar  and 
were  coagulase-positive.  The  phage  type 
was  not  ascertained. 

The  phenol  coefficient  of  2 was  deter- 
mined, as  recorded  in  Table  I. 

Use-dilution  test.  The  second  labo- 
ratory test  which  was  performed  with  the 
iodophor  was  the  standard  use-dilution 
method.® 

The  iodophor  compound  was  diluted  to  20 
times  its  phenol  coefficient.  The  test  was 


IN  ANIMAL  STUDIES  with  noTiylphenoxy- 
polyoxyethylene  ethanol- iodine  complex,  there 
was  no  interference  with  healing,  and  the 
iodophor  prevented  infection  in  experimental 
lesions  contaminated  with  hemolytic  Staphy- 
lococcus aureus  coagulase-positive.  A high 
germicidal  value  was  indicated  by  the  use 
test  and  confirmed  by  skin  cultures  made 
before  and  after  application  of  the  antiseptic 
in  100  patients.  In  250  cases  of  contam- 
inated open  wounds,  no  pain  on  application 
was  reported  by  the  patients,  no  infection 
developed,  and  healing  was  prompt.  In  128 
major  operations  in  which  the  iodophor  was 
used  for  presurgical  preparation  of  the  skin, 
all  wounds,  with  one  exception,  healed  per 
primam.  In  10  cases  of  grossly  infected 
lacerations  the  iodophor  suppressed  but  did 
not  eliminate  the  bacteria. 


conducted  with  10  separate  cups  in  10  sepa- 
rate tubes.  Stainless  steel  cups  of  the  type 
employed  for  the  cup  plate  method  of  anti- 
biotic assay  were  immersed  in  a forty-eight- 
hour  culture  of  Salmonella  choleraesuis  and 
dried  for  twenty  minutes  at  37  C.  These 
cups  were  then  dropped  in  the  test  dilution 
of  the  compound  and  allowed  a contact 
period  of  ten  minutes.  Each  was  trans- 
ferred to  a test  tube  containing  10  ml.  of 
brain-heart  infusion  broth  and  then  incu- 
bated for  twenty-four  hours.  The  results 
were  recorded  as  positive  for  bacterial 
growth  and  negative  for  no  growth.  If  any 
subculture  tube  shows  growth  of  the  organ- 
ism, the  material  under  study  is  said  to  fail 
the  test  at  the  recommended  concentration. 

No  bacterial  growth  was  demonstrated 
in  any  of  the  subculture  tubes  in  our  experi- 
ment with  the  iodophor,  reflecting  its  effec- 
tiveness as  an  antiseptic  for  contaminated 
surfaces.  The  high  level  of  microbicidal 
activity  led  to  the  investigation  of  the  iodo- 
phor under  clinical  conditions. 

Clinical  studies 

To  determine  the  clinical  potential  of  the 
iodophor,  similar  experiments  were  per- 
formed with  different  groups  of  patients  in 
which  bacterial  cultures  were  made  from 
skin  sites  before  and  five  minutes  after  the 
application  of  the  antiseptic.  For  this 
study  a total  of  488  patients  were  employed. 
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TABLE  II.  Microorganisms  recovered  from  cultures  before  and  after  application  of  iodophor 


Number 

of 

Patients 

Category 

Before 

Treatment 

X .11X1^  X/X  X^vXXbLXXCr 

After 

Treatment 

Completion 
of  Surgery 
or  After 
Suture 

100 

Hospitalized  patients  on  intact  skin 

1 

X 10** 

7.1  X 10 

Not  done 

250 

Emergency  ward  patients  on  contam- 
inated lacerations 

1. 

81  X 10“ 

0 

0 

128 

Hospitalized  patients  for  preparation 
of  operative  site 

1, 

17  X 10« 

0 

0 

10 

Outpatient  clinic  for  infected  lacera- 
tions 

7, 

12  X 10* 

6.7  X 10* 

Not  done 

TABLE  III.  Microorganisms  cultured  from  skin  of 
hospitalized  patients  prior  to  application  of 
iodophor 


M icroorganism 

Number 

of 

Strains 

M.  pyogenes  var.  albus 

68 

Escherichia  coli  (nonhemolytic) 
Streptococci  (alpha  and  nonhemo- 

47 

lytic) 

31 

Bacillus  subtilis 

27 

M.  pyogenes  var.  aureus 

18 

B.  mycoides 

12 

Diphtheroids 

12 

Aerobacter  aerogenes 

12 

Enterococci 

7 

Pseudomonas  species 

7 

E.  coli  (hemolytic) 

6 

Serratia 

5 

Proteus  species 

4 

Neisseria  (catarrhalis) 

3 

A.  faecalis 

Nonidentified  bacteria 

2 

Gram-positive 

23 

Gram-negativ  e 

17 

Nonidentified  yeasts 

13 

Nonidentified  fungi 

9 

The  types  of  cases  and  purpose  of  the  experi- 
ment, as  well  as  the  microbiologic  assess- 
ment, are  summarized  in  Table  II. 

The  first  experiment  involved  100  hospi- 
talized surgical  patients,  the  sampling  being 
done  in  random  fashion  to  be  of  statistical 
significance  and  to  account  for  differences 
in  the  skin  in  various  body  regions.  The 
experiment  was  conducted  according  to  the 
following  protocol; 

A 1 -square-inch  area  of  skin  was  selected 
and  rubbed  thoroughly  with  a sterile  swab 
moistened  in  sterile  physiologic  normal 
saline.  The  swabs  were  preserved  in  sterile 
20-  by  100-mm.  tubes,  which  contained 
approximately  2 ml.  of  saline,  until  they 
were  used  for  the  inoculation  of  the  media. 


The  iodophor,  undiluted  as  it  came  from 
the  bottle,  was  applied  to  the  site  and 
allowed  to  dry  for  five  minutes.  A second 
bacterial  sample  was  then  obtained,  employ- 
ing the  same  technic. 

Plates  of  brain-heart  infusion  agar,  eosin 
methylene  blue  agar,  and  human  blood 
agar  were  inoculated  with  a 1:10  dilution  in 
nutrient  broth  of  the  saline  in  which  the 
culture  swabs  were  immersed.  The  plates 
were  incubated  at  37  C.  for  a period  of 
twenty-four  hours,  at  the  end  of  which  the 
bacterial  population  was  estimated  with  a ‘ 
colony  counter.  The  organisms  and  number  | 
of  strains  found  in  cultures  from  the  body  1 
surfaces  of  these  patients  are  listed  in  Table 
III.  Of  the  100  subjects  from  whom  cul- 
tures were  made  before  and  after  treatment 
with  the  iodophor,  the  post-treatment  cul- 
tures showed  bacterial  survival  in  only  7 
patients.  As  shown  in  Table  II,  the  pre- 
treatment cultures  yielded  an  estimated 
1 times  10**  microorganisms,  while  only 
7.1  times  10  survived  the  use  of  the  anti- 
septic. 

In  Figure  lA  we  demonstrate  a culture 
of  mixed  organisms  recovered  from  the  skin 
of  a patient  and  in  Figure  IB  the  culture 
from  the  same  site  after  the  application  of 
the  iodophor. 

Other  experiments  were  performed  to 
determine  the  acceptability  and  to  define 
the  clinical  applicability  of  the  iodophor. 
The  compound  was  tested  as  an  antiseptic 
in  the  following  manners:  (1)  prior  to  the 
suture  of  fresh,  contaminated  lacerations; 

(2)  for  the  preparation  of  body  surfaces  for 
surgery;  and  (3)  for  the  treatment  of  obvi- 
ously infected  lacerations. 

In  the  first  category,  the  iodophor  was 
used  prior  to  the  suture  of  lacerations  in  250 
patients  who  were  treated  in  the  emergency 
ward.  Although  these  were  all  fresh  open 
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FIGURE  1.  (A)  Culture  of  mixed  organisms  from  skin  of  hospitalized  patient  prior  to  application  of  germi- 
cide. (B)  Negative  culture  from  same  site  after  application  of  nonylphenoxypolyoxyethylene  ethanol- 
iodine  complex. 


I 
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j 
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wounds,  the  patients  did  not  complain  of 
discomfort  on  contact  with  the  antiseptic. 
No  other  preparation  was  employed  locally, 
and  no  systemic  antibacterial  medication 
was  administered.  The  lacerations  were 
sutured,  and  the  patients  reported  to  the 
clinic  for  follow-up  care.  All  the  wounds 
healed  promptly  without  infection. 

Cultures  were  made  according  to  the 
previously  noted  procedure,  before  and  five 
minutes  after  the  application  of  the  iodo- 
phor.  The  pretreatment  cultures  showed 
growth  in  all  cases,  whereas  from  those 
cultures  which  were  taken  five  minutes 
after  treatment,  no  microorganisms  were 
recovered. 

For  further  exploration  of  its  microbicidal 
potential,  the  iodophor  was  used  on  body 
surfaces  being  prepared  for  surgery.  Shav- 
ing and  cleansing  technics  which  are  followed 
routinely  at  this  hospital  preceded  the  apph- 
cation  of  the  antiseptic.  Cultures  were 
made  from  the  skin  prior  to  the  application 
of  the  iodophor,  five  minutes  after,  and  at 
the  conclusion  of  the  operation.  The  128 
operations  fisted  in  Table  IV  represent  a 
variety  of  surgical  procedures  and  involve 
many  body  regions.  In  the  majority, 
traumatic  injury  or  rupture  and  or  infection 


of  abdominal  viscera  resulted  in  contami- 
nated operative  fields.  The  operative  time 
ranged  from  forty-five  minutes  to  three 
hours. 

A wide  range  of  microorganisms  were 
recovered  in  the  pretreatment  cultures, 
and  none  were  present  either  five  minutes 
after  the  application  of  the  iodophor  or 
after  the  conclusion  of  surgery.  This  indi- 
cates that  the  iodophor  not  only  will  decon- 
taminate the  body  surface,  but  also  will 
prevent  recontamination  up  to  the  maximum 
period  of  surgery,  which  was  three  hours  in 
this  series  of  cases. 

The  wounds  healed  per  primam  in  125 
cases.  Three  patients  died  in  the  postoper- 
ative course.  In  2,  the  abdominal  wounds 
were  healing  normally,  and  death  was  due  to 
an  irreversible  pathologic  condition  which 
antedated  surgery.  In  the  third  fatality, 
the  operation  was  performed  for  the  drainage 
of  a subhepatic,  subdiaphragmatic,  and 
intra-abdominal  abscess,  and  the  over- 
whelming infection  contaminated  the  ab- 
dominal wound. 

In  the  final  category,  the  iodophor  was 
employed  for  obviously  infected  lacerations 
in  10  patients  who  reported  to  the  outpatient 
clinic  for  treatment.  Cultures  were  made 
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TABLE  IV.  Surgical  procedures  in  which  iodophor 
was  employed  for  preparation  of  operative  site 

Number 


of 

Procedure  Cases 


Exploratory  laparotomy  for  stab 

wounds  25 

Herniorrhaphy  25 

Appendectomy  (acute  appendici- 
tis) 20 

Exploratory  laparotomy  for  ad- 
hesions 7 

Subtotal  gastrectomy  for  per- 
forated ulcer  6 

Skin  grafting  (donor  and  recipient 

sites)  6 

Cholecystitis-cholelithiasis  5 

Incarcerated  hernia  with  bowel 

resection  4 

Transverse  colostomy  for  ruptured 

sigmoid  diverticulitis  4 

Closure  of  colostomy  4 

Segmental  resection  of  the  sigmoid  4 

Amputations  3 

Ramstedt  operation  for  hyper- 
trophic pyloric  stenosis  2 

Exploratory  laparotomy  for  intra- 
abdominal abscess  2 

Incarcerated  epigastric  hernia  2 

Volvulus  of  sigmoid  2 

Stab  wound  of  heart  2 

Stab  wound  of  thorax  and  ab- 
domen 1 

Repair  of  omphalocele  1 

Volvulus  of  cecum  1 

Exploratory  laparotomy  for  rup- 
tured urethra,  crush  injury  1 

Plastic  cross  finger  fiap  1 


Total  128 


before  and  five  minutes  after  the  iodophor 
was  apphed.  While  there  was  a consider- 
able decrease  in  the  number  of  microorgan- 
isms in  the  post-treatment  culture,  some 
bacteria  survived  in  all  10  cases,  and  the 
physician  resorted  to  other  measm-es  to 
promote  complete  woimd  heahng. 

Summary 

In  preliminary  animal  studies  with  non- 
ylphenoxypolyoxyethylene  ethanol-iodine 


complex,  there  was  no  interference  with 
heahng,  and  the  iodophor  prevented  infec- 
tion in  experimental  lesions  which  were 
contaminated  with  hemolytic  Staph,  aureus 
coagulase-positive. 

The  phenol  coefficient  of  the  iodophor 
was  found  to  be  2,  and  the  use  test  indicated 
a high  germicidal  value  which  was  confirmed 
in  100  patients  when  skin  cultures  were 
made  before  and  after  the  antiseptic  was 
apphed. 

In  250  cases  of  contaminated  open  wounds, 
no  pain  on  apphcation  was  reported  by  the 
patients,  no  infection  developed,  and  heahng 
was  prompt. 

When  the  iodophor  was  used  for  the  pre- 
surgical  preparation  of  the  skin  in  128  major 
operations,  many  involving  gross  contamina- 
tion, ah  wounds  healed  per  primam  with 
the  single  exception  of  an  incision  in  which 
infection  was  due  to  the  invasion  of  the 
abdominal  waU  from  an  intra-abdominal 
abscess. 

In  10  cases  of  grossly  infected  lacerations 
which  were  treated  in  the  outpatient  chnic, 
the  iodophor  suppressed  but  did  not  elimi- 
nate the  bacteria  which  were  isolated  initiaUy 
from  the  wounds 

Conclusion 

The  iodophor,  nonylphenoxypolyoxy ethyl- 
ene ethanol-iodine  complex,  is  an  excehent 
and  safe  antiseptic  for  the  preparation  of 
skin  surfaces  for  surgery. 
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Introduction 

Mortimer  W.  Rodgers,  M.D.:  Theoreti- 
cally, I am  here  to  welcome  the  visiting 
gynecologists  of  The  Long  Island  Chapter 
of  The  American  College  of  Surgeons. 
Having  already  addressed  you  gentlemen  in 
the  operating  room,  having  acted  as  your 
guide  through  our  facilities,  (in  addition  to 
having  rim  the  elevator),  I think  I have  done 
my  duty. 

When  our  medical  board  was  told  of  your 
desire  to  be  the  guests  of  our  institution, 
we  were  highly  flattered.  We  consider  it  a 
great  honor  that  you  chose  to  come  to  us. 

In  our  discussions  regarding  a choice  of  a 
topic  that  would  be  of  interest  to  you,  we 
fuUy  realized  that  your  knowledge  is  as 
extensive  as  ours,  and  perhaps  even  exceeds 
it. 

Our  purpose,  therefore,  is  not  to  teach 
you  anything  new.  Our  efforts  will  be 
directed  at  presenting  our  ideas  regarding 
the  treatment  of  uterine  prolapse,  illustrat- 
ing some  of  the  methods  we  have  adopted, 
and  finally,  presenting  our  results  and  con- 
clusions. 

We  have  chosen  to  do  this  by  means  of  a 

Presented  at  the  Lenox  Hill  Hospital,  November  29, 1961, 
before  the  Long  Island  Chapter  of  the  American  College  of 
Surgeons. 


panel  discussion;  this  type  of  presentation 
permits  the  audience  to  participate.  If 
anything  is  said  that  any  of  you  gentlemen 
feels  should  be  contradicted,  we  have  no 
objection  to  your  interrupting  the  speaker 
and  expressing  your  opinion.  Frankly,  we 
hope  that  our  staff  wiU  leave  here  this  after- 
noon having  learned  more  from  you  than 
you  have  from  us! 

Edward  Graber,  M.D.,  wiU  act  as  modera- 
tor. Each  panel  member  will  speak  for  ten 
minutes,  and  an  open  discussion  from  the 
floor  will  foUow.  Dr.  Graber. 

Philosophic  aspects  of  gynecologic 
service 

Edward  A.  Graber,  M.D.:  Before  go- 

ing into  the  topic  of  the  day,  I would  hke  to 
discuss  some  of  the  philosophic  concepts  of 
the  gynecologic  service  at  Lenox  Hill 
Hospital. 

We  believe  that  the  viability  of  any  serv- 
ice depends  on  a periodic  reappraisal  of  its 
work,  so  that  if  changes  are  necessary,  they 
can  be  instituted.  Change,  per  se,  does  not 
always  indicate  improvement.  Our  hos- 
pital, with  its  one-hundred-year  history,  is 
rich  in  medical  patrimony.  We  have  learned 
that  one  should  never  relegate  into  oblivion 
that  which  is  tried  and  true,  but  responsible 
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adjustment  must  be  made  if  normal  progress 
is  to  be  achieved. 

We  at  Lenox  HiU  always  have  refused  to 
concede  that  medicine  has  become  a tech- 
nology. We  do  not  detract  from  the  im- 
portance of  research  in  the  basic  sciences, 
but  in  oin*  estimation  the  bedside  evaluation 
of  a patient  is  still  the  cornerstone  of  good 
medical  practice.  It  is  here  that  the  art  of 
medicine  and  the  objectivity  of  science  blend 
in  their  proper  proportions. 

The  subject  to  be  discussed  by  our  panel 
is  “Management  of  Uterine  Prolapse.” 
This  topic  was  chosen  because  of  the  wide 
diversity  of  opinion  among  gynecologists  re- 
garding the  factors  concerned  in  its  cause 
and  the  choice  of  treatment. 

A review  of  some  of  the  basic  concepts 
regarding  the  physiopathologic  background 
of  this  condition  seems  pertinent  before 
presenting  our  speakers.  Even  this  is  sub- 
ject to  some  controversy,  some  maintaining 
that  a defective  Mackenrodt’s  ligament  is 
the  culprit,  while  others  feel  that  the  basic 
pathologic  condition  lies  in  a defective 
levator  ani  muscle  mechanism. 

As  is  true  in  most  instances  where  there 
are  extremes  of  opinion,  there  is  probably 
merit  in  each  argument,  and  a compatible 
union  may  result  if  there  is  more  light  and 
less  heat  generated. 

The  levator  and  coccygeus  muscles  are 
indeed  the  primary  support  of  the  abdominal 
contents.  These  important  striated  muscles 
take  the  brunt  of  the  visceral  thrust  that 
results  from  straining,  defecating,  coughing, 
respiration,  exercise,  and  so  forth.  Its 
opening,  normally  2 by  4 cm.  in  size,  con- 
tracts when  it  is  necessary  to  absorb  the 
added  stress. 

The  undamaged  levator  plate  lies  hori- 
zontally and  is  perforated  by  the  vagina, 
rectum,  and  urethra.  These  structures  pass 
through  the  muscle  in  an  oblique  direction. 
Increased  pressure  from  above  increases  the 
obliquity. 

With  damage  to  the  levator  plate,  three 
results  are  seen; 

1.  The  striated  muscle  loses  its  ability 
to  contract,  so  the  opening  cannot  he  closed 
to  counteract  thrust. 

2.  There  is  a downward  inclination  and 
angulation  of  the  levator  plate  from  the 
horizontal,  resulting  in  an  increase  in  the 
anteroposterior  diameter  of  the  levator  open- 
ing. Trauma  also  increases  the  transverse 


opening.  The  resulting  increased  size  of  the 
aperture  creates  a hernial  opening  through 
which  the  viscera  may  now  descend  gradu- 
ally over  a period  of  years. 

3.  The  obliquity  of  the  organs  perforat- 
ing the  plate  is  lost,  due  to  a change  of  the 
levator  angulation,  and  now  intra-abdominal 
pressure  permits  the  organs  to  thrust  directly 
to  the  outside. 

The  cardinal  ligaments  also  play  an  im- 
portant part  in  the  mechanism  of  uterine 
prolapse.  They  fix  the  cervix  to  the  poste- 
rior pelvis  and  hold  it  posteriorly  so  that  it 
does  not  push  down  and  into  the  vaginal 
canal.  They  also  help  to  maintain  the  ob- 
liquity of  the  upper  portion  of  the  vagina. 

When  Mackenrodt’s  ligaments  are  dam- 
aged at  birth  along  with  damage  to  the 
levator  plate,  these  supports  are  stretched 
and  permit  the  cervix  to  move  forward  and 
downward.  Over  the  years  the  cervix  be- 
comes elongated  because  of  lymph  stasis. 
With  prolonged  visceral  thrust,  it  becomes 
an  ideal  dilating  wedge  and  keeps  pushing 
downward  and  outward,  further  stretching 
the  cardinal  ligaments.  If  the  cervix  comes 
down  far  enough,  it  acts  to  puU  the  cul-de- 
sac,  rectum,  and  bladder  downward  with  it. 

The  degree  of  prolapse  wiU  depend  on  the 
extent  of  the  trauma  to  the  levators  and 
cardinal  ligaments,  the  size  of  the  hernial 
opening,  and  the  force  and  frequency  of  the 
visceral  thrust. 

If  the  prolapse  is  to  be  repaired,  certain 
fundamental  concepts  must  be  applied: 

1.  One  must  shorten  the  cardinal  liga- 
ments and  so  reattach  them  that  they  again 
hold  the  cervix  or  the  vaginal  vault  in  the 
posterior  pelvis  in  its  original  position. 
This  also  diminishes  the  size  of  the  hernial 
aperature. 

2.  Any  descensus  of  the  cul-de-sac  with 
a resulting  enterocele  must  be  corrected  at 
the  time  of  the  original  prolapse  repair. 

3.  The  levators  must  be  approximated  so 
that  they  support  the  structures  that  have 
been  elevated  and  again  restore  the  obliquity 
of  the  perforating  organs. 

4.  The  repair  of  the  concomitant  cysto- 
rectocele  must  be  performed  so  that  the 
bladder  and  rectum  are  replaced  to  their 
normal  position.  This  also  strengthens  and 
narrows  the  vagina  so  that  inversion  is  less 
apt  to  occur. 

At  our  hospital  we  have  adopted  two  basic 
operations  in  the  repair  of  uterine  prolapse. 
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These  are  vaginal  hysterectomy  and  the 
Manchester  - Fothergill  operation.  We 
occasionally  use  the  Spaulding-Richardson 
I or  the  Le  Fort  procedures,  but  this  is  rela- 
' tively  infrequent. 

Our  choice  of  operation  depends  on  many 
factors,  chief  of  which  are  the  medical  condi- 
tion of  our  patient,  the  degree  of  prolapse, 
parity,  size  of  the  uterus,  endometriosis, 
previous  pelvic  surgery,  age,  desire  for  more 
I children,  and  so  forth. 

I The  panel  discussing  this  topic  are  George 
L.  Bowen,  M.D.,  Leon  S.  Loizeaux,  M.D., 

I and  Dean  J.  Grandin,  M.D.  Our  first 
speaker  will  be  Dr.  Bowen. 

Vaginal  hysterectomy 
as  treatment  for  prolapse 

George  L.  Bowen,  M.D.:  When  the 

I cervix  uteri  and  body  of  the  uterus  descend 
through  the  vaginal  introitus  in  varying 
amounts,  we  speak  of  first-,  second-,  and 
third-degree  prolapse,  depending  on  whether 
the  cervix  comes  to  the  introitus,  outside,  or 
completely  protrudes.  The  complete  pro- 
lapse of  the  uterus  with  the  vagina  often  is 
labeled  procidentia.  One  must  distinguish 
between  the  descensus  of  the  cervix  and 
uterus  and  a pathologically  elongated  cervix 
which  may  be  present  at  the  introitus  with 
the  uterus  in  a good  position  and  fairly  well 
supported. 

Anatomic  support  of  the  uterus. 
The  uterus  is  supported  by  multiple  liga- 
ments. The  round  ligaments,  or  guy  ropes, 
of  the  uterus  run  from  the  cornua  to  the 
symphysis  through  the  inguinal  canal  to  their 
termination  in  the  labia  majora  and  puU  the 
uterus  forward. 

The  uterosacral  ligaments  lie  just  beneath 
the  rectouterine  folds  of  the  peritoneum  and 
run  from  the  posterior  lateral  aspect  of  the 
cervix  to  the  anterior  surface  of  the  sacrum. 
They  pull  the  cervix  backward,  promoting  a 
normal  anteversion  of  the  fundus  of  the 
uterus. 

The  broad  ligaments  run  laterally  from 
the  cervix  to  the  pelvic  wall  on  either  side. 
They  are  thick,  mesentery-Uke  folds  of 
tissue.  They  separate  the  pelvis  into  an- 
• terior  and  posterior  compartments,  with  the 
ij  bladder  lying  in  front  and  the  rectum  behind 
il  them. 

1,  The  vessels  with  nerves  occupy  the  lower 
fe  half  of  the  broad  ligament.  Here  they  are 


called  the  cardinal  or  transverse  cervical 
ligaments  or  Mackenrodts.  These  latter 
constitute  the  bases  of  the  broad  ligaments 
and  are  the  chief  supports  of  the  uterus  and 
upper  part  of  the  vagina.  Anatomists  do 
not  agree  on  the  structure  of  these  so-called 
ligaments.  They  are  composed  of  connec- 
tive tissue  and  muscle  fibers,  together  with 
the  structures  they  encase.  The  main  sup- 
port of  these  tissues  is  the  urogenital  dia- 
phragm and  the  levator  ani  muscles. 

Causes  of  prolapse.  The  causes  of 
prolapse  include: 

1.  Congenital  defects  in  those  patients 
who  never  have  been  pregnant  and  have  no 
other  recognizable  pelvic  pathologic  condi- 
tion. 

2.  Inherent  weakness  plus  superimposed 
factors,  such  as  a large  cervical  fibroma  or 
large  uterine  tumors. 

3.  Patients  with  childbirth  injuries.  The 
most  common  are  trauma  of  the  cervix  from 
prolonged  labors  with  posterior  positions  or 
brow  presentations,  precipitate  labors,  and 
mid-forceps  deliveries. 

4.  Injury  to  pelvic  tissues  from  deliveries 
of  babies.  With  weak  or  poor  tissues  this 
may  happen  with  a 4-pound  as  well  as  a 
10-pound  baby. 

5.  Prolapse  of  the  cervical  stump  and 
vagina  following  abdominal  hysterectomy 
or  prolapse  of  the  vault  following  total 
vaginal  hysterectomy. 

Phaneuf ^ reviewed  5,554  gynecologic  oper- 
ations and  had  38  prolapses,  or  0.7  per  cent 
after  hysterectomy.  There  was  a prolapse 
of  the  cervical  stump  in  31,  prolapse  of  the 
vaginal  vault  in  7,  32  prolapses  after  ab- 
dominal hysterectomy,  and  6 after  vaginal 
hysterectomy. 

At  the  Mayo  Clinic  there  were  69  cases  of 
vaginal  prolapse  in  15,157  cases  (32  abdom- 
inal and  37  vaginal  hysterectomies),  or  0.05 
per  cent.  ^ 

Patients  may  have  recurrent  cystocele, 
rectocele,  and  enterocele,  the  latter  more 
frequently.  The  hysterectomy  may  not  have 
been  done  properly  or  the  condition  may  not 
have  been  recognized  at  the  time  of  surgery. 

Treatment.  The  first  vaginal  hysterec- 
tomy was  done  by  Samuel  Choppin  of 
Baton  Rouge,  Louisiana,  in  1861. 

Methods  of  treating  prolapse  other  than 
by  vaginal  hysterectomy  are: 

1.  Colpectomy,  first  described  in  1825. 

2.  The  Le  Fort  operation,  first  described 
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in  1876. 

3.  The  Manchester  operation  first  done 
by  Donald  in  1888  at  Manchester,  England. 

4.  The  Watkins  or  interposition  opera- 
tion, first  done  by  Watkins  in  Chicago  in  1898. 

5.  The  Spaulding-Richardson  composite 
technic  from  Johns  Hopkins  in  the  past 
twenty -five  years. 

6.  Uteroabdominal  fixation. 

A review  of  the  literature  would  indicate 
that  in  the  United  States  a vaginal  hyster- 
ectomy is  the  procedure  of  choice  for  a 
prolapse,  although  the  English  stiU  prefer 
the  Manchester  procedure. 

An  abdominal  hysterectomy  should  not 
be  done  to  correct  prolapse.  If  tumors  are 
too  large  to  remove  vaginaUy,  or  if  other 
pathologic  conditions  exist  which  require  an 
abdominal  approach,  a vaginal  repair  should 
be  done  at  the  same  time  as  abdominal  sur- 
gery. The  uterosacral  ligaments  should  be 
approximated,  an  enterocele  should  be 
eliminated,  and  possibly  a V-shaped  triangle 
should  be  taken  from  the  postvaginal  waU. 

The  contraindications  to  a vaginal  hyster- 
ectomy are  prior  fixation  of  the  fimdus,  large 
tumors,  and  fixed  adnexal  masses.  After 
performing  a vaginal  hysterectomy,  one 
should  always  investigate  the  cul-de-sac, 
dissect  out  the  redimdant  peritoneum,  cut 
off  the  excess  tissue,  and  approximate  the 
uterosacral  ligaments. 

After  repairing  a cystocele  the  pillars  of 
the  bladder  should  be  sutirred  to  the 
Mackenrodt  ligaments. 

In  doing  a repair  of  the  rectocele  the  post- 
vaginal  waU  should  be  dissected  free  and 
incised  up  to  the  distal  end  of  the  vagina. 
A purse-string  suture  to  invert  the  rectal 
wall  is  of  questionable  value.  What  is  im- 
portant is  to  dissect  out  the  pararectal  area, 
place  sutures  in  the  pubococcygeus  muscles 
of  the  levator  high  in  the  vagina,  suture  the 
uppermost  ends  to  the  Mackenrodt  liga- 
ments, and  then  continue  with  a number  1 
chromic  catgut  suture  to  approximate  the 
pubococcygeus  muscles  down  to  the  perineal 
area.  This  gives  excellent  support  and 
eliminates  the  rectocele,  precludes  any 
possibility  of  prolapse,  and  builds  up  a good 
perineum,  although  care  must  be  taken  not 
to  over-constrict  or  shorten  the  vagina. 
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Dr.  Graber:  Dr.  Bowen  again  has 

emphasized  that  which  we  know  to  be  so 
important.  When  doing  a vaginal  hyster- 
ectomy, one  must  not  only  shorten  the 
cardinal  ligaments  and  secure  both  these  and 
the  uterosacral  ligaments  to  the  vault,  but 
also  the  surgeon  must  shorten  the  cul-de-sac 
to  prevent  subsequent  enterocele.  Finally, 
unless  the  levators  are  repaired  and  approxi- 
mated, the  incidence  of  failure  at  some  time 
in  the  future  is  inordinately  high. 

Personally,  I am  extremely  partial  to  the 
Manchester  operation  in  the  treatment  of 
uterine  prolapse.  Our  experience  at  Lenox 
Hill  Hospital  seems  to  verify  my  predilection 
for  this  operation.  In  my  hands,  at  least, 
the  rate  of  recurrence  and  operative  compli- 
cations has  been  much  less  than  with  vaginal 
hysterectomy. 

Our  next  speaker,  Leon  S.  Loizeaux,  Jr., 
M.D.,  win  tell  you  about  the  experience  with 
this  operation  at  our  hospital  during  the 
years  1955  to  1960. 

Experience  with  Manchester 
operation  from  1955  to  1960 

Leon  S.  Loizeaux,  Jr.,  M.D.:  The  Man- 
chester operation,  that  of  amputating  the 
cervix  and  repairing  the  cystocele  and 
rectocele  associated  with  prolapse  of  the 
uterus,  had  its  origin  in  1888,  and  is  credited 
to  Donald.  Fothergill  and  Shaw,  also  of 
Manchester,  further  popularized  it.  In 
Manchester,  the  operation  has  been  per- 
formed on  “all  patients  with  prolapsus  uteri 
irrespective  of  age,  social  position,  or 
parity.”  In  this  country  we  do  not  aU 
agree  that  the  operation  is  indicated  in  all 
prolapsus  cases.  Some  surgeons  prefer  to 
limit  the  operation  to  first-degree  prolapse 
with  cystocele,  others  use  it  in  complete 
procidentia,  and  others  believe  it  is  an  out- 
moded operation.  Even  the  English  are 
performing  more  vaginal  hysterectomies. 
Hawksworth,  of  United  Oxford  Hospitals  in 
Oxford,  this  year  stated  that  the  vaginal 
hysterectomy  was  superseding  the  Man- 
chester operation  for  a prolapsed  uterus 
except  for  younger  women  of  childbearing 
years. 

The  operation  itself  varies  as  to  details, 
some  surgeons  believing  that  the  amputation 
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of  the  cervix  is  unnecessary.  The  best 
suggestion  I have  heard  is  to  call  it  a com- 
plete Manchester  if  the  amputation  of  the 
I cervix  and  posterior  colporrhaphy  is  com- 
bined with  bringing  the  cardinal  ligaments  in 
I front  of  the  cervix  or  fixing  them  to  the 
cervix. 

' An  incomplete  operation  would  be  one  in 
I which  either  the  amputation  or  the  posterior 
I colporrhaphy  is  omitted.  Frank,  of  The 
! Mount  Sinai  Hospital,  included  the  cardinal 
I ligaments  in  the  lateral  Sturmdorf  sutures 
I and  labeled  the  operation  as  parametrial 
I fixation. 

The  good  results  of  the  operation  depend 
on  aseptic  cellulitis  resulting  from  the 
surgical  trauma  inflicted.  Although  it  is 
not  to  be  recommended,  some  of  the  best 
results  were  achieved  by  the  less  meticulous 
surgeons  and  in  cases  complicated  by  hema- 
I toma  or  mild  infection.  More  scarring  and 
I more  fixation  were  produced. 

I Preparation.  Over  the  past  five  years 
we  have  performed  48  Manchester  opera- 
tions. The  operators  included  both  attend- 
ings  and  residents,  and  no  one  surgeon  used 
it  exclusively  for  aU  prolapsus  cases.  The 
chief  complaint  of  the  patients  ranges  from 
backache  to  being  “too  large  for  my  hus- 
band.” The  great  majority  complained  of 
prolapse,  pressure,  and  urinary  sjnnptoms. 
Of  the  48  cases,  2 were  nuUiparous,  11  had 
1 child,  17  had  2,  and  18  had  3 or  more. 
As  to  age,  10  were  under  forty,  1 imder 
thirty,  32  between  forty  and  seventy,  and 
4 over  seventy. 

Aside  from  the  usual  routine  preoperative 
care  given  to  any  surgical  case,  we  tried  to 
include  a Papanicolaou  smear  and  urologic 
consultation  for  those  patients  with  severe 
urologic  complaints.  Most  of  these  pa- 
tients had  a cystoscopic  examination  and 
I had  an  intravenous  pyelogram  taken. 

Those  patients  with  stress  incontinence 
were  given  the  MarshaU-Marchetti  test. 
While  some  surgeons  think  estrogenic  ther- 
I apy  before  surgery  promotes  primary  heal- 
ing, others  think  it  causes  congestion,  more 
. bleeding,  and  some  ascent  of  the  uterus, 
thus  making  the  operation  more  difficult. 
I use  it  with  bed  rest  to  speed  up  the  healing 
i of  mucosal  ulcers  of  the  prolapsed  vagina. 
» Adequate  blood  must  be  on  hand,  since  blood 
► loss  in  any  vaginal  surgery  is  apt  to  be  more 
■ than  is  realized.  We  have  not  used  the 
penicillin  or  nitrofurazone  (Furacin)  sup- 


positories except  on  rare  occasions.  Every 
new  resident  listens  to  some  detail  man  and 
tries  something,  but  I have  seen  nothing 
startling  in  the  results. 

Surital  sodium  and  gas,  oxygen,  and  ether 
were  used  in  all  cases  but  1,  in  which  Fluo- 
thane  was  used.  Several  of  us  agree  with 
Gray  when  he  states,  “Local  anesthesia  re- 
quires more  time,  causes  more  edema  of  tis- 
sues, and  produces  some  distortion  of  anat- 
omy.” Saline  may  be  used  under  general  an- 
esthesia for  the  dissection  of  planes  and  may 
include  Adrenalin  or  Pitressin.  The  adher- 
ents of  local  anesthesia  are  present  in  every 
field  of  surgery.  It  requires  an  enthusiasm  and 
study  and  persistence  that  must  be  admired. 

The  straight  lithotomy  position  is  the 
preferred  position  except  for  a mild  Tren- 
delenberg  position  when  placing  sutures 
imder  the  bladder  neck.  We  prefer  an 
empty  bladder.  A Foley  catheter  is  usually 
inserted,  especially  if  we  plan  to  use  the 
Kelly  type  of  stitch.  A vaginal  examination 
is  performed  to  rule  out  any  pathologic  con- 
dition that  we  may  have  missed  in  the  pel- 
vis. What  Allen,  of  Chicago,  has  said  for  a 
vaginal  hysterectomy  is  also  true  for  the 
Manchester  operation.  That  is,  the  final 
results  of  the  operation  are  determined  by  a 
preoperative  diagnosis,  preparation,  techni- 
cal skill,  postoperative  care,  trained  assist- 
ance, adequate  lighting,  minimal  anesthesia, 
and  adequate  hemostasis. 

Advantages.  The  advantages  of  the 
Manchester  operation  may  be  listed  as 
follows  and  may  be  debated  by  the  adherents 
of  a vaginal  hysterectomy: 

1.  It  is  easier  in  patients  who  have  had 
previous  pelvic  surgery. 

2.  It  leaves  the  uterus  in,  especially  if 
the  patient  so  desires. 

3.  It  is  useful  in  pseudodescensus  with  a 
long  cervix. 

4.  It  produces  less  shock  and  requires 
less  anesthesia.  One  half  of  our  operations 
were  completed  in  under  one  and  one-half 
hours.  The  shortest  was  fifty-seven  min- 
utes; the  longest  was  two  hours  and 
twenty-five  minutes.  One  operation  was 
performed  in  two  stages.  In  this,  the 
posterior  colporrhaphy  was  performed  a 
week  after  the  amputation  because  of  severe 
bleeding  and  shock  accompanying  the 
latter. 

5.  There  is  less  chance  of  enterocele. 

6.  There  is  no  prolapse  of  the  tube. 
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7.  There  is  less  chance  of  peritonitis  and 
large  hematomas.  The  average  postopera- 
tive hospital  stay  was  eleven  and  one-half 
days  in  the  nonmorbid  and  twelve  and  one- 
half  in  the  morbid  cases.  We  had  11  morbid 
cases,  mainly  because  the  thermometer  read 
100.4  F.  on  two  occasions  following  the 
first  twenty-four  hours.  The  worst  was  a 
case  of  pneumonitis.  A few  of  the  longer 
hospital  stays  were  because  of  difficulty  in 
voiding. 

8.  It  is  better  in  the  poor-risk  patient. 

9.  There  are  fewer  urologic  complica- 
tions. 

10.  There  is  less  chance  of  prolapse  of  the 
vault. 

1 1 . Patients  may  have  future  pregnancies 
or  the  tubes  may  be  ligated  at  some  time. 

12.  There  is  less  psychologic  change. 

Disadvantages.  The  main  disadvan- 
tage is  leaving  behind  a uterus  that  may  be- 
come the  seat  of  malignancy,  fibroids,  or 
other  conditions  requiring  another  opera- 
tion. 

Procedure.  As  for  the  operation  itself, 
8 of  our  operations  were  incomplete.  That 
is,  the  patients  did  not  have  amputation  of 
the  cervix.  No  indications  of  malignancy 
were  foimd  in  the  curettings  or  in  the  ampu- 
tated cervix.  Most  of  us  utilized  the  in- 
verted T incision  in  the  anterior  vaginal  waU 
and  encircled  the  cervix,  making  a large 
enough  cuff  posteriorly  to  cover  the  posterior 
portion  of  the  cervical  stump.  The  mucosa 
is  separated  laterally  and  from  the  bladder, 
which  is  pushed  upward  after  cutting  the 
bladder  pillars.  The  bases  of  the  broad 
ligaments  are  either  ligated  and  cut  or  they 
are  clamped,  cut,  and  the  suture  is  ligated. 
Sutures  are  placed  laterally  on  either  side  of 
the  cervix  to  sever  further  the  cervical  blood 
supply.  The  cervix  is  amputated  below  the 
sutures. 

The  cardinal  ligaments,  the  bases  of  the 
broad  ligaments,  are  then  brought  in  front 
of  the  cervix  and  anchored  to  it  and  to  each 
other  if  possible.  At  other  times  no  at- 
tempts are  made  to  bring  them  anteriorly. 
These  ligaments  may  be  included  in  the 
lateral  Sturmdorf  sutures  if  so  desired.  The 
posterior  Sturmdorf  suture  is  placed.  The 
so-called  pubocervical  fascia  is  approximated 
under  the  urethra  and  under  the  base  of  the 
bladder  and  lower  uterus,  into  which  a 
couple  of  bites  are  made  to  help  anteflex  the 
uterus  and  to  keep  the  bladder  from  slipping 


down.  To  prevent  stress  incontinence  from 
developing,  the  vesicourethral  angle  should 
be  angulated,  and  the  urethral  lumen  should 
be  narrowed. 

The  excess  vaginal  mucosa,  but  not  too 
much,  is  excised,  and  the  cut  edge  is  approxi- 
mated with  interrupted  sutures.  I feel  that 
a running  suture,  especially  if  it  is  tight, 
tends  to  shorten  the  anterior  vaginal  wall. 
An  anterior  Sturmdorf  suture  is  then  placed, 
and  two  lateral  ones  or  a few  anteroposterior 
sutures  are  used  to  cover  the  cervical  stump. 
A posterior  colporrhaphy  is  then  performed. 

Postoperatively,  all  the  patients  had 
Foley  catheters  inserted.  Packing  was 
used  in  29  cases,  petroleum  jelly  (Vaseline) 
gauze  in  14,  and  no  packing  in  5.  Most  of 
us  use  packing  for  hemostasis  and  for  “hold- 
ing up”  the  operative  site  for  awhile  until 
the  aseptic  cellulitis  wiU  maintain  it  in  this 
position  and  shrinkage  of  elastic  tissue  and 
scarring  takes  place.  Some  surgeons  be- 
lieve that  too-tight  packing  will  cause  necro- 
sis of  the  suture  line,  and  they  use  petroleum 
jeUy  gauze  to  keep  the  adhesions  from  form- 
ing between  the  anterior  and  posterior 
vaginal  walls.  Occasionally  a petroleum 
jeUy  gauze  wick  was  inserted  into  the  re- 
maining cervical  canal.  The  vaginal  pack- 
ing was  left  in  in  most  instances  for  two  or 
three  days  and  the  Foley  catheter  for  five 
days.  A sulfonamide  (Gantrisin)  cream  or 
nitrofurazone  suppositories  were  used  to 
keep  down  infection.  A digital  examination 
should  be  performed  occasionally  to  break 
up  any  adhesions  forming  between  the  vag- 
inal wall.  Sitz  baths  may  be  used  after  a 
few  days.  The  hemoglobin  and  hematocrit 
should  be  checked.  The  residual  urine  is 
checked  twice  a day  until  the  residual  is 
under  100  cc.  The  Foley  catheter  should 
be  replaced  if  the  residual  urine  is  not 
obtained. 

We  do  not  use  prophylactic  antibiotics 
but  use  sulfonamide  cream  1 Gm.  four  times 
a day  while  the  patient  needs  catheteriza- 
tion. The  patient  is  out  of  bed  the  first  day. 
After  going  home,  she  is  put  on  sitz  baths 
and  vinegair  douches.  If  she  is  past  the 
menopause,  estrogenic  therapy  is  advised. 

As  you  may  have  concluded,  we  do  not 
use  this  operation  excessively  but  have 
excellent  results,  especially  in  the  younger 
patient  and  in  the  high-risk  patient. 

Dr.  Graber;  There  is  some  controversy 
regarding  whether  or  not  the  Manchester 
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operation  should  be  performed  in  the 
presence  of  a third  degree  prolapse.  It  has 
been  our  experience  that  the  results  are 
equally  gratifying  in  first-,  second-,  and  third- 
degree  uterine  prolapse. 

Our  next  speaker  will  be  Dean  Grandin, 
M.D.,  who  will  discuss  the  routine  post- 
operative care  plus  the  postoperative  com- 
plications we  encountered  during  the  last 
five  years  in  our  surgery  on  uterine  prolapse. 

Care  and  complications 
in  uterine  surgery 

Dean  J.  Grandin,  M.D.:  I have  re- 

viewed the  complications  of  the  vaginal 
hysterectomy  and  Manchester  procedures 
performed  at  Lenox  Hill  Hospital  from  1955 
through  1960  and  have  compared  the  two. 

Vaginal  hysterectomy.  We  had  121 
vaginal  hysterectomies,  and  aU  but  5 of  these 
had  accompanying  plastic  procedures.  The 
group  was  composed  of  30  ward  and  91 
private  patients. 

There  were  47  Manchester  procedures, 
composed  of  7 ward  and  40  private  patients. 
The  ratio  of  ward  to  private  patients  in  the 
vaginal  hysterectomy  group  is  1 to  3 and 
1 to  6 in  the  Manchester  group. 

Twenty -five  per  cent  of  the  vaginal  hyster- 
ectomy patients  were  less  than  fifty  years  of 
age.  In  the  Manchester  patients  22,  or 
approximately  50  per  cent,  were  less  than 
fifty  years  of  age. 

There  were  88  complications  in  the  vaginal 
hysterectomy  group,  a complication  rate  of 
73  per  cent.  The  ward  rate  was  80  per  cent 
and  the  private  rate  70  per  cent.  I do  not 
believe  that  that  difference  is  significant. 

Manchester  procedure.  In  the  Man- 
chester procedure,  complications  occurred  in 
20  out  of  47  cases,  a 43  per  cent  rate.  The 
ward  rate  was  14  per  cent,  and  the  private 
rate  was  48  per  cent. 

Seven  patients  in  the  vaginal  hysterec- 
tomy group  and  1 patient  in  the  Manchester 
group  were  considered  poor  operative  risks. 

Foley  catheters  were  used  postoperatively 
in  aU  the  vaginal  hysterectomies  and  Man- 
chester procedures  with  one  exception,  a 
vaginal  hysterectomy. 

Prophylactic  chemotherapy  was  used  fre- 
quently. The  drugs  used  were  usually  sul- 
fonamide or  Combiotic,  a combination  of 
penicillin  and  streptomycin.  Of  94  vaginal 
hysterectomy  patients  treated  with  pro- 


phylactic chemotherapy,  71  (75  per  cent) 
had  complications.  Twenty-seven  vaginal 
hysterectomy  patients  did  not  have  any 
prophylactic  medication,  and  17  (63  per 
cent)  had  complications.  There  was  not 
much  difference  whether  or  not  prophylactic 
chemotherapy  was  used.  In  fact,  in  the  1 
case  in  which  no  Foley  catheter  or  chemo- 
therapy was  used,  there  also  was  no  com- 
plication. 

Of  40  patients  on  whom  a Manchester 
procedure  was  done  who  were  treated  with 
prophylactic  chemotherapy,  16  (40  per  cent) 
had  complications,  and  of  7 without  prophy- 
lactic chemotherapy  4 (58  per  cent)  had  com- 
plications. 

Morbidity  was  assessed  on  the  basis  of  a 
temperature  of  100.4  F.  on  any  two  days 
beginning  the  second  day  postoperatively. 
In  the  vaginal  hysterectomy  group,  71  pa- 
tients (58  per  cent)  had  morbid  symptoms. 
Twenty  of  the  latter  occurred  without  any 
obvious  cause,  such  as  cystitis,  parametritis, 
abscess,  and  so  forth.  In  the  Manchester 
group  13  (28  per  cent)  had  morbid  symptoms 
with  4 of  the  13  without  any  obvious 
cause. 

The  more  specific  complications  and  then- 
incidence  in  the  two  operative  procedures  are 
listed  in  Table  I.  In  some  instances  more 
than  one  complication  occurred  in  the  same 
patient.  The  complication  rate  was  gener- 
ally higher  in  the  vaginal  hysterectomy 
group,  especially  as  regards  the  urinary  tract, 
other  infections,  and  prolonged  hospital 
stay.  There  were  no  deaths. 

In  the  vaginal  hysterectomy  group  there 
were  some  miscellaneous  complications: 
one  pelvic  peritonitis,  one  ileovaginal  fistula 
requiring  subsequent  repair,  one  subhepatic 
abscess,  and  one  large  granuloma  of  the 
vault  requiring  excision  in  the  operating 
room.  The  Manchester  group  had  1 case 
of  postoperative  pneumonia. 

The  treatments  used  for  the  complica- 
tions were  chemotherapy  for  cystitis,  re- 
placement of  the  Foley  catheter  for  persist- 
ent urinary  retention  (there  were  several 
patients  sent  home  with  a catheter),  packing 
or  ligature  for  postoperative  bleeding,  and 
conservative  treatment  of  the  hematomas 
that  occurred.  The  other  diverse  complica- 
tions were  treated  in  a standard  fashion. 

Conclusion.  I would  say  that  the 
complications  in  this  S3ries  are  about  the 
same  as  have  occinrred  in  other  reported 
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TABLE  I.  Specific  complications  of  vaginal 
hysterectomy  and  Manchester  operation 


Complication 

Vaginal 
Hysterectomy 
Num-  Per 
ber  Cent 

Manchester 
Operation 
Num-  Per 
ber  Cent 

Cystitis 

Urinary  retention 
beyond  eight 

39 

32 

6 

13 

days 

21 

17 

2 

4 

Abscesses 

10 

9 

0 

0 

Infections  of  vault 
Postoperative 

5 

4 

3 

6 

anemia 
Hematoma  of 

8 

6 

2 

4 

vault 

Operative  hemor- 

6 

5 

0 

0 

rhage 

Prolonged  hospital 
stay — more  than 

5 

4 

1 

2 

twenty-one  days 
Postoperative 

5 

4 

0 

0 

bleeding 

3 

2.5 

1 

2 

Thrombophlebitis 
Pulmonary  em- 

2 

2 

0 

0 

holism 

3 

2.5 

1 

2 

Death 

0 

0 

0 

0 

series.  Although  we  had  no  deaths,  the 
complication  rate  after  vaginal  hysterectomy 
is  considerably  greater  than  after  the 
Manchester  operation. 

In  the  aged  and  debilitated  patients,  at 
any  rate,  the  more  frequent  utilization  of 
the  Manchester  procedure  would  seem  to 
be  preferable.  The  value  of  prophylactic 
chemotherapy  postoperatively  would  seem 
to  be  of  questionable  value. 

Dr.  Graber:  Those  of  us  who  are  dis- 

ciples of  the  Manchester  group  seem  to  be 
in  less  trouble,  as  a rule,  than  our  vaginal 
hysterectomy-minded  surgeons.  We  see  less 
recurrent  vault  prolapse,  do  not  see  pro- 
lapsed fallopian  tubes  through  the  vault, 
have  very  little  trouble  with  granulation 
tissue,  have  less  prolonged  urinary  retention, 
have  fewer  hematomas,  no  pelvic  abscesses, 
and  much  less  shock  and  hemorrhage.  The 
picture  is  not  black  and  white,  however — we 
do  have  our  grey  moments.  The  amputated 
cervix  does  bleed  occasionally,  and  fibroids 
or  malignancy  may  develop  in  the  uterine 
fimdus.  An  abdominal  hysterectomy  may 
be  necessary  at  some  time  in  the  future,  but 
this  complication  is  rare  indeed. 

Before  calling  for  discussion  from  the 
floor,  I would  like  to  quote  an  old  proverb, 
“By  his  work  ye  shall  know  the  workman!” 


I think  that  our  panel  has  presented  its  views 
in  a most  competent  fashion,  and  I wish  to 
express  my  sincere  appreciation  for  their 
efforts  in  the  organization  and  presentation 
of  their  material.  Their  papers  represent 
many  hours  of  painstaking  review  of  many 
charts. 

The  panel  will  be  happy  to  answer  any 
questions  that  any  member  of  the  audience 
may  wish  to  ask.  If  there  are  any  com- 
ments that  our  guests  would  care  to  make, 
we  aU  would  be  delighted  to  hear  them.  We 
certainly  would  like  to  hear  about  your 
experiences  in  the  management  of  this 
common  and  at  times  irritating  condition. 

Question  and  answer  period 

Doctor  in  audience;  I would  like  to 
address  my  comments  to  Dr.  Bowen.  I 
became  interested  in  enterocele  a few  years 
ago  when  I became  certain  that  its  incidence 
was  higher  postoperatively  than  we  really 
knew.  When  our  patients  develop  an 
enterocele  after  a vaginal  hysterectomy, 
they  probably  go  elsewhere  because  they 
have  lost  confidence  in  the  original  operator. 
I am  certain  that  the  incidence  of  post- 
hysterectomy enterocele  exceeds  15  per 
cent. 

I personally  find  that  when  one  uses  the 
technic  of  removing  a V-shaped  triangle 
from  the  posterior  vagina,  as  has  been 
advocated  to  prevent  enterocele,  that  this 
leads  to  excessive  constriction  and  shortening 
of  the  vagina. 

A few  years  ago,  I read  about  the  crochet- 
ing culdoplasty  technic  advocated  by  Milton 
McCall,  M.D.  This  seems  to  have  solved 
our  problems.  First,  it  increased  the  depth 
of  the  vagina,  and  second,  it  corrected  the 
actual  or  potential  enterocele.  We  presiune 
that  every  uterine  prolapse  is  accompanied 
by  an  enterocele,  and  we  attempt  to  expose 
it  at  the  time  of  the  original  operation.  Mc- 
Call uses  nonabsorbable  suture,  and  in  a 
personal  communication  he  tells  me  that  in 
over  100  cases  he  has  had  excellent  results. 

Dr.  Bowen:  I agree  that  the  elimination 

of  the  enterocele  at  the  time  of  the  original 
operation  is  most  important.  Most  post- 
operative recurrences  of  enterocele  occur 
because  the  original  enterocele  was  not 
recognized  at  the  time  of  the  primary 
hysterectomy.  Nothing  is  done  about  it, 
and  it  just  becomes  more  apparent  later. 
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I know  that  there  is  danger  of  shortening 
the  vagina  unless  one  is  careful  about 
this. 

Doctor  in  audience:  I think  I am  going 

to  add  a new  type  of  terminology  to  the 
classification  of  enterocele.  I think  it  is  a 
sliding  hernia  into  which  the  rectum  pro- 
lapses. You  cannot  peel  the  peritoneum  off 
the  rectum,  which  forms  one  side  of  the 
hernia.  Trying  to  excise  the  peritoneum 
in  this  area  is  most  diflicult  and  almost  im- 
possible. The  best  method  of  doing  it  is  to 
crochet  the  peritoneum  together  because  you 
just  cannot  excise  it. 

Dr.  Graber:  One  man’s  honest  convic- 

tion is  another  man’s  reasonable  doubt,  and 
I am  certain  that  some  of  you  do  not  agree 
with  some  of  the  concepts  expressed  by  the 
members  of  our  panel.  Would  any  of  our 
guests  wish  to  express  any  dissenting 
opinions? 

Doctor  in  audience;  I would  like  to 
bring  up  a point  that  is  frequently  discussed 
either  in  meetings  of  this  sort  or  privately  in 
the  hospital  corridor.  There  always  seems 
to  be  a wide  divergence  of  opinion  as  to  how 
long  a catheter  should  be  left  in  the  bladder 
postoperatively.  I would  like  to  have  some 
comment  on  this. 

I also  would  like  to  know  your  experience 
after  the  catheter  is  removed.  How  fre- 
quently do  you  catheterize  for  retention  or 
residual  urine?  How  often  do  you  have  to 
reinsert  a catheter  for  the  continued  reten- 
tion of  urine? 

Then,  last  but  not  least,  I would  like  to 
hear  some  comment  on  those  patients  who 
do  not  have  stress  incontinence  before 
the  operation  for  prolapse  and  have  stress 
incontinence  afterward. 

Dr.  Grandin:  We  routinely  insert  a 
Foley  catheter  postoperatively  after  a 
vaginal  hysterectomy  or  Manchester  pro- 
cedure. This  remains  in  situ  for  four  or  five 
days.  When  it  is  removed,  our  patients 
are  catheterized  every  six  to  eight  hours  if 
they  cannot  void.  If  they  do  void,  they  are 
catheterized  every  eight  hours  posturination 
imtU  their  residual  urine  is  less  than  100  cc. 
on  two  successive  occasions. 

If  the  patient’s  bladder  does  not  function 
adequately  after  twenty-four  hours,  a cathe- 
ter is  reinserted  for  three  more  days,  and 
the  entire  procedure  is  repeated.  Seven  per 
cent  of  our  vaginal  hysterectomy  patients 
and  4 per  cent  of  the  Manchester  operation 


patients  went  eight  days  or  beyond  on 
catheter  drainage. 

Dr.  Graber:  When  one  traumatizes  the 

nerve  supply  to  the  bladder,  as  we  must  do 
in  operations  for  prolapse,  cystometric  stud- 
ies show  that  bladder  tone  and  efficiency  do 
not  return  to  their  normal  preoperative 
values  until  the  fourth  or  fifth  postoperative 
day.  The  more  extensive  the  surgery,  the 
longer  it  takes  the  bladder  to  contract  force- 
fully and  efficiently.  After  a radical  hyster- 
ectomy and  wide  pelvic  resection  for  pelvic 
cancer,  it  is  not  unusual  for  postoperative 
urinary  retention  to  persist  for  some  weeks. 

In  answer  to  the  second  question  regard- 
ing postoperative  urinary  incontinence  after 
prolapse  repair,  I think  this  is  due  to 
the  fact  that  there  is  an  exaggeration  of  the 
vesicourethral  angle  accompanying  prolapse, 
so  the  patient  is  continent.  In  the  repair, 
if  the  angle  is  not  corrected  adequately  by 
bringing  the  urethra  up  behind  the  sym- 
physis, the  surgeon  creates  a straight  line  at 
the  urethrovesical  junction,  and  a perfect 
situation  for  stress  incontinence  exists. 

The  patient  with  ordinary  stress  inconti- 
nence usually  has  a relatively  atonic  bladder. 
Many  patients  with  prolapse  have  a hyper- 
tonic bladder  with  a diminished  capacity 
and  chronic  cystitis.  These  bladders  cannot 
hold  as  much  urine,  and  urgency  inconti- 
nence is  quite  common.  It  must  be  differ- 
entiated from  stress  incontinence.  Many 
cases  of  postoperative  incontinence  after 
these  operations  are  in  the  urgency  category. 

Dr.  Bowen:  Incontinence  after  a vag- 

inal hysterectomy  is  a most  disconcerting 
complication  that  we  all  see.  Many  of 
these  people  say  they  cannot  get  out  of 
bed  fast  enough  to  get  to  the  bathroom  with- 
out an  accident.  I wish  to  emphasize  Dr. 
Graber’s  point  that  these  people  do  not 
have  stress  incontinence,  but  urgency  incon- 
tinence. It  may  take  a number  of  months, 
but  most  of  these  correct  themselves  spon- 
taneously with  the  passage  of  time. 

Doctor  in  audience:  Could  I ask  what 

suture  material  you  use  for  Kelly  stitches? 
Are  they  absorbable  or  nonabsorbable? 

Dr.  Loizeaux:  I personally  use  absorb- 

able, but  many  of  the  men  on  our  staff  use 
nonabsorbable  sutures. 

Dr.  Graber:  According  to  reports  in 

the  literature,  the  long-term  results  are 
superior  if  nonabsorable  suture  material  is 
used. 
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Pulmonary  Infiltrate 
and  Massive  Hemoptysis 


Case  history 

Jerome  Kamlet,  M.D.:  A sixty-one- 

year-old  white  male  of  Greek  descent  was 
admitted  to  the  hospital  in  1947  for  severe 
epigastric  pain  radiating  to  the  back  for  a 
three-month  period.  An  upper  gastroin- 
testinal series  showed  a questionable  filling 
defect  in  the  duodenum.  This  procedure 
was  repeated  with  negative  results.  A 
barium  enema  showed  ptosis  of  the  trans- 
verse colon.  A chest  x-ray  film  showed  a 
hyposthenic,  slightly  asymmetric,  and  em- 
physematous thorax.  Except  for  an  old 
calcium  deposit  in  the  midlateral  field  of 
the  left  lung,  the  lungs  were  clear.  The 
heart  was  small.  The  aorta  was  tortuous 
and  calcified. 

A physical  examination  was  unreveahng 
except  for  external  and  internal  hemorrhoids. 
Several  urinalyses  showed  a specific  gravity 
ranging  from  1.012  to  1.014,  a sUght  trace 
of  albumin,  and  occasional  red  and  white 
blood  cells  in  the  sediment  but  no  casts. 
The  hemoglobin  was  12.5  Gm.  per  100  ml. 
The  white  cell  count  was  9,400  with  68 
per  cent  polymorphonuclear  leukocytes  and 
32  per  cent  lymphocytes.  The  serologic 
findings  were  negative.  The  fasting  blood 
sugar  was  80  mg.  and  nonprotein  nitrogen 
35  mg.  per  100  ml.,  acid  phosphatase  0.5  and 
alkaline  phosphatase  3.7  Bodansky  units, 
and  total  protein  7.6  Gm.  per  100  ml.  with 
4.4  Gm.  albumin  and  3.2  Gm.  globulin. 
The  serum  amylase  was  40  Wohlgemuth 
units,  and  the  stool  showed  no  increased  fat 
content. 


He  was  treated  symptomatically  and  was 
discharged  improved  on  the  fourteenth  day. 

Three  years  later  he  was  admitted  follow- 
ing an  episode  of  severe,  sudden  abdominal 
pain  and  vomiting.  During  the  interval 
between  the  admissions  he  had  had  occa- 
sional epigastric  pain,  generally  postprandial, 
occurring  about  once  a month,  and  reheved 
by  alkali.  On  the  day  of  admission  he  had 
experienced  sudden,  prostrating  pain  in  the 
upper  portion  of  the  abdomen.  The  ab- 
domen was  exquisitely  tender  and  rigid. 
An  x-ray  film  of  the  abdomen  showed  free 
air  under  the  diaphragmatic  leaflets.  An 
exploration  revealed  a perforated  duodenal 
ulcer  which  was  repaired.  The  postopera- 
tive course  was  complicated  by  wound 
dehiscence  and  by  atelectasis  of  the  lower 
and  middle  lobes  of  the  right  lung.  He  was 
discharged  improved  after  one  month. 

In  1953  he  was  admitted  with  fever  and 
cough  of  two  days  duration  followed  by  the 
sudden  onset  of  pain  in  the  left  side  of  the 
chest  and  dyspnea.  He  had  undergone  a 
subtotal  gastrectomy  at  another  hospital 
about  eighteen  months  previously.  The 
positive  physical  findings  were  limited  to 
the  chest,  which  was  barrel-shaped  with  an 
increased  anteroposterior  diameter.  Per- 
cussion revealed  an  increased  resonance  over 
the  entire  left  hemithorax.  Auscultation 
revealed  diminished  to  absent  breath  sounds 
in  the  lower  field  of  the  left  lung  and  some 
moist  rales  in  a narrow  zone  above  this. 

The  temperature  was  101  F.,  pulse  70. 
respirations  30,  and  blood  pressure  130  60. 
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A chest  x-ray  film  showed  a left  pneumo- 
thorax with  the  left  limg  collapsed  about  one- 
third  and  with  regional  atelectasis  of  the 
lower  portion  of  the  collapsed  left  lung. 
There  was  no  change  in  the  old  calcific  de- 
posit, but  there  was  a streaky  density  cross- 
ing the  right  infraclavicular  region  which 
was  interpreted  as  the  residuum  of  an  old 
minimal  tuberculous  process.  The  heart  and 
mediastinum  were  in  the  midline,  and  the 
heart  and  aorta  appeared  normal. 

A urinalysis  revealed  a specific  gravity  of 
1.023,  no  albumin,  1 plus  sugar,  and  2 to  4 
red  blood  cells  per  high  power  field  in  the 
sediment.  The  hemoglobin  was  14.5  Gm. 
per  100  ml.  The  white  cell  coimt  was  10,700 
with  66  per  cent  polymorphonuclear  leuko- 
cytes, 28  per  cent  lymphocytes,  and  6 per 
cent  monocytes.  The  sedimentation  rate 
was  12  mm.  per  hour.  The  VDRL  test 
result  was  3 plus,  and  the  Kohner  test  gave 
weakly  positive  results.  Bacillus  pyo- 
cyaneus  was  recovered  from  the  sputum. 
Air  was  aspirated  from  the  left  side  of  the 
chest,  and  the  left  lung  re-expanded  over  a 
three-week  period.  He  was  given  intensive 
penicillin  therapy  for  sixteen  days.  At  the 
end  of  this  period  the  white  cell  count  was 
14,400  with  64  per  cent  polymorphonuclear 
leukocytes,  24  per  cent  lymphocytes,  6 per 
cent  monocytes,  and  6 per  cent  eosinophils. 
The  VDRL  reaction  remained  at  3 plus. 
He  was  discharged  a few  days  later  improved. 

He  was  readmitted  in  January,  1962,  for  a 
single  episode  of  hematuria  which  had  oc- 
curred a week  previously.  He  also  had  de- 
veloped nocturia,  but  there  was  no  frequency 
or  dysuria.  He  also  had  developed  mod- 
erate shortness  of  breath  and  a productive 
cough.  There  were  no  gastrointestinal  com- 
plaints. 

He  was  well  developed  but  poorly  nour- 
ished. A physical  examination  revealed  no 
significant  changes  from  those  described  pre- 
viously. Specifically,  there  was  no  flank 
tenderness,  and  the  prostate  was  small  and 
not  nodular. 

A urinalysis  revealed  a specific  gravity 
of  1.012,  a trace  of  albumin,  and  4 to  6 red 
cells  per  high-power  field.  The  hemoglobin 
was  15.1  Gm.  per  100  ml.  The  white  cell 
count  was  11,300  with  83  per  cent  poly- 
morphonuclear leukocytes,  14  per  cent 
lymphocytes,  2 per  cent  monocytes,  and  1 
per  cent  eosinophils.  The  VDRL  result 
was  weakly  positive.  The  fasting  blood 


sugar  was  103  mg.  and  the  nonprotein 
nitrogen  40  mg.  per  100  ml.  The  alkaline 
phosphatase  was  4.3  and  the  acid  phos- 
phatase 1.8  Bodansky  units.  The  total 
protein  was  5 Gm.  per  100  ml.  with  3 Gm. 
albumin  and  2 Gm.  globulin.  Aerobacter 
aerogenes  and  nonhemolytic  Staphylococcus 
aureus  were  recovered  from  the  urine.  A 
variety  of  examinations  for  acid-fast  bacteria 
in  the  urine  gave  negative  results.  An 
electrocardiogram  showed  an  atrioventricular 
nodal  rhythm  with  a small  R wave  in  V3, 
suggestive  but  not  diagnostic  of  a healed 
anteroseptal  infarction. 

A chest  x-ray  film  showed  a mild  prom- 
inence of  the  pulmonary  markings  and  a 
suggestion  of  emphysematous  bullae.  An 
old  calcific  density  was  present  as  before  in 
the  midfield  of  the  left  lung,  and  several 
minor  densities  were  present  in  the  left 
infraclavicular  area.  There  was  marked 
demineralization  of  the  lumbosacral  spine 
but  no  evidence  of  bone  destruction.  An 
intravenous  pyelogram  failed  to  demonstrate 
abnormalities. 

A cystoscopy  was  performed,  and  a 2 by  3 
cm.  papillary  growth  was  seen  in  the  right 
side  of  the  bladder  and  a diverticulum  in  the 
dome.  The  papillary  lesion  was  treated  by 
fulguration.  The  patient  was  discharged 
three  days  later. 

He  was  admitted  for  the  last  time  in 
March,  1962,  complaining  of  a cough  pro- 
ductive of  bloody  sputum  of  a few  hoxirs  du- 
ration. He  had  noticed  weakness  and  chilly 
sensations  for  the  two  days  before  his  entry 
into  the  hospital. 

The  temperature  was  100.2  F.,  pulse  80, 
respirations  30,  and  blood  pressure  110/40. 
The  neck  veins  were  slightly  distended.  The 
limgs  were  hyperresonant  but  clear.  The 
heart  was  not  enlarged;  the  rhythm  was 
regular,  and  there  were  no  murmurs.  An 
abdominal  examination  disclosed  only  evi- 
dence of  previous  surgery.  No  masses  or 
organs  were  felt.  There  was  no  costo- 
vertebral angle  tenderness. 

The  urine  had  a specific  gravity  of  1.014,  1 
plus  albumin,  no  sugar,  and  a clear  sediment. 
The  hemoglobin  was  10.6  Gm.  per  100  ml. 
The  white  cell  coimt  was  12,500  with  82 
per  cent  polymorphonuclear  leukocytes,  16 
per  cent  lymphocytes,  1 per  cent  eosinophils, 
and  1 per  cent  monocytes.  A gram  stain 
of  the  sputum  revealed  gram-negative 
bacilli,  gram-positive  cocci  in  pairs  and  short 
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chains,  occasional  yeast  cells,  and  a few 
gram-positive  baciUi.  A Kinyoim  stain  re- 
vealed no  acid-fast  baciUi. 

A chest  x-ray  film  showed  a large  irregular 
infiltrate  throughout  the  entire  left  limg. 
The  right  lung  was  clear,  and  the  heart  was 
not  unusual. 

Achromycin  250  mg.  four  times  daily  was 
administered.  The  following  morning  he 
had  a massive  hemoptysis  and  expired. 

Discussion 

Furman  M.  Jones,  Jr.,  M.D.;*  In  sum- 
mary, this  patient  was  a man  of  Greek  ex- 
traction who  was  first  admitted  fifteen  years 
ago,  was  a patient  here  five  times,  and  who 
finally  died  at  the  age  of  seventy-six  after  a 
brief  illness.  His  first  two  admissions  in 
1947  and  1950  seem  to  have  been  related  to 
a peptic  ulcer  which  perforated  and  which 
was  closed.  Even  at  that  time  he  was  foimd 
to  have  radiologicaUy  demonstrable  pul- 
monary emphysema.  Since  minor  degrees 
of  emphysema  are  not  easily  detected  on 
chest  x-ray  films,  I would  infer  that  he  had 
had  pulmonary  emphysema  for  some  years. 
It  would  not  be  unreasonable  to  infer  that 
by  the  time  he  died  he  had  had  significant 
pulmonary  emphysema  for  about  twenty 
years.  I would  like  to  know  two  things: 
First,  what  was  his  occupation;  second,  was 
he  disabled  by  his  respiratory  problem? 

Dr.  Kamlet:  He  was  a waiter,  and  he 

continued  working  intermittently  until  about 
the  age  of  sixty-eight  or  seventy.  In  his 
latter  years  he  was  an  old-age  pensioner.  He 
did  not  really  have  much  shortness  of  breath 
until  the  last  year  of  his  life,  and  we  would 
have  to  say  that  his  emphysema  was  not 
disabling  until  he  was  seventy -five  years  old. 

Dr.  Jones:  I gather,  then,  that  his  acute 

episode  of  pneumothorax  in  1953  was  prob- 
ably due  to  the  rupture  of  an  emphysema- 
tous bulla  and  that  he  suffered  no  permanent 
ill  effects  from  it.  There  are  some  curious 
features  about  this  admission.  With  his 
pneumothorax  he  ran  a fever  of  101  F.,  but 
his  pulse  was  only  70,  and  his  sedimentation 
rate  was  only  12  mm.  His  VDRL  gave  3 
plus  and  the  Kolmer  test  gave  weakly  posi- 
tive results.  He  was  given  a course  of  peni- 
cillin therapy,  but  whether  this  was  for  a sus- 
pected respiratory  infection  which  might 
have  precipitated  the  rupture  of  a bulla  or  for 

* Assistant  Attending  Physician,  Knickerbocker  Hospital. 


his  positive  serologic  findings  is  hard  to  de- 
termine from  the  record.  One  wonders 
whether  he  might  not  have  had  viral  pneu- 
monitis at  the  time  which  might  account  for 
the  sudden  acquisition  of  positive  serologic 
findings  at  the  age  of  sixty -seven.  However, 
the  penicillin  apparently  was  good  for  both 
conditions,  and  he  responded  nicely. 

He  was  next  admitted  in  January,  1962, 
because  of  hematuria,  and  a papillary  bladder 
tumor  was  treated  by  fulguration.  At  this 
time  he  did  complain  of  a cough  and  short- 
ness of  breath,  but  there  is  no  mention  of 
any  therapy  for  these  symptoms,  and  I would 
infer  that  these  symptoms  were  not  really 
that  troublesome  in  a man  of  seventy-five 
with  known  emphysema.  The  VDRL  test 
result  was  weakly  positive.  The  chest 
x-ray  film  showed  emphysema,  as  one  would 
expect,  but  not  much  else.  Yet,  about  two 
months  later  he  was  readmitted  with  a 
terminal  iUness  that  lasted  for  about  two 
days. 

I gather  that  my  task  is  to  elucidate  the 
nature  of  this  brief  illness  and  to  see  which 
elements  in  the  previous  history  are  relevant 
and  which  are  not. 

The  terminal  event  was  heralded  by  the 
onset  of  hemoptysis  and  cough  accompanied 
by  weakness  and  chilly  sensations.  The 
physical  examination  was  not  very  helpful. 
The  blood  pressure  was  110/40;  the  last 
previous  figure  was  130/60.  A slight  disten- 
tion of  the  neck  veins  was  observed.  Possi- 
bly there  was  some  degree  of  cardiac  dilata- 
tion or  mild  or  incipient  congestive  failure, 
but  this  is  not  what  caused  his  death.  A 
chest  x-ray  fihn  showed  an  extensive  infil- 
trate in  the  lower  field  of  the  left  limg,  and 
in  a moment  I shall  ask  Dr.  Moynahan  to 
discuss  it.  The  following  morning  the  patient 
died  imexpectedly  from  massive  hemoptysis. 
Let  us  see  what  light  the  x-ray  films  can  shed 
on  the  cause  of  the  hemoptysis. 

Joseph  M.  Moynahan,  M.D.:  The  films 
from  the  first  three  admissions  could  not  be 
located.  A chest  film  taken  in  January, 
1962,  shows  pulmonary  emphysema.  The 
ribs  are  widely  separated  and  the  diaphragms 
are  flat.  The  pulmonary  markings  are 
separated  widely,  and  there  is  relative  radio- 
lucency.  There  is  no  hilar  enlargement  and 
no  parench3mial  infiltrate.  The  foci  of 
calcifications  seems  quite  ancient.  The 
heart  is  not  enlarged.  The  aorta  is  rather 
sclerotic  and  tortuous.  One  can  see  the 
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increased  radiodensity  of  the  aortic  shadow 
behind  the  cardiac  shadow,  and  just  above 
the  left  hemidiaphragm  there  is  a bulge  which 
is  consistent  with  marked  tortuosity. 

Dr.  Jones;  Do  you  think  it  is  an 
aneurysm? 

Dr.  Moynahan:  It  is  difficult  to  be  cer- 

tain from  just  a single  anteroposterior  pro- 
jection. It  might  be  an  aneurysmal  bulge, 
but  it  might  equally  well  be  evidence  of 
aortic  arteriosclerosis  and  increased  tor- 
tuosity. Certainly  the  aortic  shadow  is  no 
denser  in  the  supradiaphragmatic  area  than 
at  the  knob.  To  evaluate  it  properly  one 
should  have  a lateral  film  and  a left  lateral 
oblique  film. 

Other  films  from  the  same  admission  show 
considerable  demineralization  of  the  verte- 
brae. There  is  a severe  scoliosis  with  osteo- 
arthritic  changes.  An  intravenous  pyelo- 
gram  shows  good  excretion  bilaterally. 

Now  here  is  the  chest  film  from  the  last 
admission  (Fig.  1).  As  you  can  see,  the 
emphysema  is  quite  noticeable  in  the  right 
lung.  There  is  a very  diffuse  infiltrate  in  the 
left  limg,  chiefly  in  the  lower  lobe.  The 
cardiac  silhouette  is  not  abnormal  except 
for  a prominent  knob. 

Dr.  Jones:  What  is  that  crescent-shaped 

area  just  beyond  the  left  cardiac  border? 

Dr.  Moynahan;  Probably  just  an  area 
of  increased  infiltration. 

Dr.  Jones:  Are  there  any  helpful  fea- 

tures about  the  character  of  the  infiltrate? 

Dr.  Moynahan;  No,  it’s  not  a very  spe- 
cific picture. 

Dr.  Jones:  I find  it  very  difficult  to 

reconcile  this  x-ray  picture  with  negative 
findings  on  an  examination  of  the  chest. 
Given  this  film  one  would  expect  some  differ- 
ence in  the  percussion  note  between  the  left 
and  right  sides  of  the  chest  and  certainly 
something  in  the  way  of  rales  or  some  ab- 
normal sound.  However,  whatever  the 
infiltrate  is,  it  is  certainly  related  to  the 
massive  hemoptysis  that  caused  this  patient’s 
death.  Let  us  analyze  hemoptysis  sys- 
tematically and  see  where  it  leads  us. 

First,  let  us  exclude  hemoptysis  due  to  a 
general  or  systemic  disease,  such  as  purpura, 
hemophilia,  leukemia,  granulocytopenia,  an- 
ticoagulant therapy,  or  vicarious  menstrua- 
tion, none  of  which  is  applicable.  Second, 
let  us  exclude  nonpuhnonary  causes  of 
hemoptysis,  such  as  hematemesis  masquerad- 
ing as  hemoptysis  or  bleeding  from  the  upper 


FIGURE  1.  Chest  roentgenogram  at  the  time  of  the 
last  admission  showing  the  pulmonary  infiltrate  in 
the  lower  lobe  of  the  left  lung  as  well  as  emphysema 
of  long  duration. 

portion  of  the  respiratory  tract.  Granted 
that  there  is  a history  of  perforated  peptic 
ulcer  and  subtotal  gastrectomy,  there  was  a 
ten-year  symptom-free  interval  and  no 
recurrent  or  chronic  gastric  symptomatology 
to  suggest  sudden  bleeding  from  a stomal 
ulcer.  Besides,  in  the  presence  of  an  overt 
pulmonary  infiltrate,  one  would  be  unwise 
to  suspect  the  abdomen  as  a possible  source 
of  hemoptysis.  Similar  reasoning  appHes 
to  bleeding  from  the  upper  part  of  the 
respiratory  tract.  Even  though  this  can  be 
mistaken  for  true  hemoptysis,  it  is  rarely 
massive  enough  to  be  fatal.  I think  that  the 
hemoptysis  in  this  patient  is  due  either  to 
intrinsic  pulmonary  disease  or  to  cardio- 
vascular disease. 

I am  going  to  offer  as  a general  proposition 
that  although  hemoptysis  is  one  of  the  most 
common  symptoms  of  primary  disease  in  the 
lungs,  it  is  only  very  rarely  fatal  except  in 
chronic  pulmonary  tuberculosis  or  as  the 
terminal  event  in  a limg  tumor  of  long  stand- 
ing. In  both  of  these  entities  one  can  have  a 
slow  progression  with  the  ultimate  erosion  of 
a major  branch  of  the  pulmonary  artery,  but 
there  is  no  evidence  of  long-standing  pul- 
monary disease  in  this  patient.  As  a matter 
of  fact,  I shall  eliminate  both  tuberculosis 
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and  bronchogenic  carcinoma  on  the  basis  of 
the  short  history  and  the  absence  of  positive 
evidence  to  implicate  either. 

Lothar  Scheidenfreude,  M.D.:  Could 

not  the  foci  of  calcification  be  tuberculous 
and  the  terminal  picture  the  result  of 
reactivation  with  diffuse  intrapulmonic 
spread? 

Dr.  Jones;  In  theory  this  is  possible. 
But  the  terminal  illness  lasted  for  only  two 
days  at  the  most,  and  that  would  be  a rather 
rapid  progression  for  tuberculous  pneumonia. 
Besides,  the  absence  of  acid-fast  bacilli  in  the 
sputum  is  against  it. 

Continuing  to  excogitate  intrapuknonic 
causes  for  hemoptysis,  we  come  to  the 
constellation  of  pulmonary  emphysema  and 
fibrosis,  which  he  certainly  had,  complicated 
by  “chronic  bronchitis”  and  bronchiectasis. 
Blood-streaked  sputum,  and  even  hemoptysis 
up  to  a cupful,  is  common  is  this  disease, 
but  fatal  hemoptysis  would  be  extremely 
rare.  Besides,  there  is  no  history  to  support 
the  usual  course  of  symptomatic  bronchiec- 
tasis with  repeated  bouts  of  pneumonitis, 
healing,  relapse,  and  so  on  imtil  some  disaster 
overtakes  the  patient.  This  isn’t  the  prob- 
lem here. 

We  have  no  trouble  ruling  out  such  un- 
usual causes  of  hemoptysis  as  traumatic 
injmy  to  the  chest  wall,  a foreign  body,  and 
familial  telangiectasia.  I also  feel  that  there 
is  no  evidence  for  fungus  disease.  The  only 
uncommon  pulmonary  lesion  that  I can 
think  of  that  would  give  severe  hemoptysis 
is  a bronchial  adenoma.  This  patient 
is  a bit  old  for  that  tumor.  Moreover,  there 
was  no  wheezing,  as  one  might  expect  with  a 
mass  bulging  into  and  obstructing  the  bron- 
chus. Admittedly,  these  are  negative  rea- 
sons, but  we  have  no  positive  reasons  to 
consider  bronchial  adenoma  either. 

The  chest  x-ray  film  is  strongly  suggestive 
of  a pneumonic  infiltrate.  Could  this  be 
bronchopneumonia  in  an  old  man  with 
chronic  emphysema  who  was  at  the  end  of 
the  road  and  who  had  no  resistance?  Many 
such  debilitated  patients  have  minimal 
symptoms  from  the  pneumonia  that  carried 
them  off.  However,  a temperature  of  100.2 
F.,  which  is  a degree  and  a half  of  fever, 
and  a pulse  of  80  do  not  suggest  pneumonia. 
In  fact,  if  there  were  pulmonary  infection, 
the  white  count  of  12,500  with  82  per  cent 
neutrophils  would  indicate  some  degree  of 
resistance  on  the  part  of  the  patient.  I am 


reluctant  to  make  a diagnosis  of  pulmonary 
infection  of  any  type. 

This  leaves  me  to  consider  cardiac  and 
cardiovascular  causes  for  hemoptysis.  Prob- 
ably the  most  significant  item  of  the  labora- 
tory data  that  we  are  given  is  the  hemo- 
globin. It  had  been  as  high  as  15.1  Gm. 
two  months  previously,  and  indeed  it  had 
always  been  somewhat  higher  than  the 
average  for  our  clinic  patients,  probably 
because  of  his  chronic  emphysema.  At 
the  time  of  his  last  admission  the  hemoglobin 
had  fallen  to  10.6  Gm.,  a very  significant 
drop.  In  the  absence  of  any  evidence  of 
hemolysis  this  can  mean  only  one  thing: 
blood  loss. 

There  are  three  lesions  I would  like  to 
consider  that  might  give  this  picture; 
mitral  stenosis,  pulmonary  infarct,  and 
aneurysm.  I feel  reasonably  safe  in  ex- 
cluding hemoptysis  secondary  to  pulmonary 
vascular  changes  in  mitral  stenosis.  There 
were  no  murmurs,  and  the  left  auricle 
was  not  distended.  Also,  there  was  no 
history  of  rheumatic  fever,  rheumatic  heart 
disease,  or  previous  hemoptysis,  and  the 
patient  was  seventy-six  years  old. 

The  possibility  of  a pulmonary  infarct 
needs  to  be  excluded  more  rigorously. 
One  could  make  out  a case  for  it.  The 
patient  was  admitted  with  a history  of 
cough  and  blood-tinged  sputum.  His  neck 
veins  were  distended,  and  he  could  have 
been  in  mild  congestive  failure.  He  died 
suddenly  the  next  day.  However,  against 
the  diagnosis  of  pulmonary  infarct  are 
the  following  observations;  He  was  not 
reaUy  in  congestive  failure,  the  chest  x-ray 
film  did  not  show  a congestive  pattern 
to  the  lungs,  and  there  was  not  even  a 
small  amount  of  fluid  at  the  costophrenic 
angles.  Also,  the  heart  was  not  roent- 
genographically  dilated.  It  was  just  the 
same  size  as  it  had  been  two  months  pre- 
viously. There  was  no  obvious  source 
for  peripheral  thromboembolism,  not  that 
this  is  helpful  one  way  or  the  other.  The 
real  reason  I don’t  think  this  patient  died 
of  a massive  pulmonary  infarct  is  that 
he  died  of  hemoptysis.  Although  an  in- 
farction can  lead  to  severe  hemoptysis, 
and  we  have  seen  patients  with  frequent 
hemoptysis,  even  daily,  who  lost  a great 
deal  of  blood,  I don’t  recall  having  seen  one 
exsanguinate. 

Fatal  hemoptysis  implies  inevitably  the 
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rupture  of  a large  blood  vessel.  I see  no 
evidence  of  an  aneurysm  of  the  pulmonary 
artery,  either  a saccular  one  or  an  arterio- 
venous shimt  type  of  aneurysm,  so  I am 
left  to  consider  an  aortic  aneurysm.  The 
bulge  of  the  thoracic  aorta  on  the  chest 
film  taken  two  months  previously  is  sug- 
gestive but  nothing  more.  I cannot  defiune 
an  aneurysm  in  the  x-ray  film  taken  the 
day  before  the  patient’s  death.  However, 
the  x-ray  examination  of  the  chest  was 
not  really  complete,  and  the  x-ray  evidence 
neither  makes  nor  excludes  the  diagnosis. 
However,  one  thing  is  clear:  If  this  patient 
had  an  aortic  aneurysm,  it  was  not  a very 
large  one,  and  it  was  concealed  essentially 
behind  the  cardiac  silhouette.  In  favor 
of  the  diagnosis  is  the  history  of  positive 
serologic  findings  nine  years  previously. 
This  is  a reasonable  incubation  time  for 
the  effects  of  tertiary  lues  to  develop. 

Dr.  Scheidenfreude:  He  received  ade- 
quate penicillin  therapy  in  1953. 

Dr.  Jones:  Yes,  and  the  VDRL  result 
fell  from  3 plus  to  weakly  positive.  One 
never  knows  whether  this  represents  minimal 
persistent  active  disease  or  just  serologic 
irreversibility.  Indeed,  as  I pointed  out 
earlier,  the  positive  serologic  findings  in 
1953  conceivably  could  have  been  biologic 
false  positive  results.  However,  a man  of 
seventy-six  with  a history  of  positive 
serologic  findings  is  a slightly  better  candi- 
date for  an  aneurysm  than  a man  of  the 
same  age  who  merely  has  the  same  degree  of 
arteriosclerosis.  It  is  just  one  added  element 
of  risk. 

If  he  did  have  an  aortic  aneurysm,  I 
shall  have  to  postulate  that  it  leaked  a 
bit  into  the  lung,  hence  his  symptoms 
on  admission,  and  that  it  finally  burst, 
accoimting  for  the  final  episode.  Dr. 
Moynahan,  is  the  pulmonary  infiltrate 
consistent  with  intrapuhnonic  hemorrhage? 

Dr.  Moynahan:  It  could  represent  blood 
in  the  respiratory  tree. 

Michael  S.  Bruno,  M.D.:  If  you  postu- 
late a leaking  thoracic  aneurysm,  doesn’t 
the  absence  of  mediastinal  widening  due 
to  leakage  into  the  soft  tissue  bother  you? 

Dr.  Jones:  No,  it  could  have  perforated 
into  the  limg  only.  When  aneurysms  of 
the  abdominal  aorta  perforate  into  the 
small  bowel,  usually  the  duodenum,  as 
they  occasionally  do,  there  isn’t  much  blood 
in  the  retroperitoneal  space  as  a rule. 


Dr.  Bruno:  Just  where  on  the  aorta 
would  you  locate  this  aneurysm? 

Dr.  Jones:  Certainly  not  on  the  as- 

cending limb  or  the  arch;  it  would  cast 
a shadow  on  the  x-ray  film.  I am  tempted 
to  locate  it  fairly  low  down  on  the  descending 
limb,  and  I would  like  to  relate  it  to  the 
ambiguous  bulge  seen  on  the  film  two 
months  before  the  patient’s  death. 

Dr.  Scheidenfreude:  Do  you  think 

it  would  be  a luetic  aneurysm  or  an  ar- 
teriosclerotic one? 

Dr.  Jones:  I’m  not  sure.  It  is  very 
difficult  to  tell  whether  an  aortic  aneurysm 
in  an  arteriosclerotic  old  man  with  a history 
of  lues — even  frank  lues,  chancre  and  all, 
not  just  positive  serologic  findings  at  the 
age  of  sixty-seven — is  luetic  or  arterio- 
sclerotic. Many  of  the  case  reports  in  the 
older  literature  were  just  that — arterio- 
sclerotic aneurysms  in  men  with  syphilis. 
If  there  had  been  some  evidence  of  an 
aortic  disease,  such  as  a regurgitating 
murmur  or  a wide  pulse  pressure,  I would 
be  firm  and  say  it  was  a luetic  aneurysm. 
As  it  is,  I shall  have  to  just  guess  that  it 
might  have  been. 

Perry  Berg,  M.D.:  Were  the  serologic 
findings  positive  during  his  first  two  ad- 
missions in  1947  and  1950? 

Dr.  Kamlet:  They  were  negative  on 

both  occasions. 

Dr.  Berg:  Then  this  man  acquired 

positive  serologic  findings  between  1950 
and  1953.  If  this  truly  indicates  lues, 
he  had  adequate  antiluetic  therapy  in 
1953,  with  his  syphilis  being  an  infection 
of  no  more  than  three  years  duration. 
In  theory,  adequate  therapy  at  this  stage 
should  protect  against  the  development 
of  irreversible  aortic  disease.  Therefore, 
I am  inclined  to  think  that  the  aneurysm  was 
arteriosclerotic. 

Fritz  Einstein,  M.D.:  That  is  not 

always  the  case.  I have  seen  a patient 
who  developed  luetic  aortitis  and  an  an- 
eurysm only  two  years  after  a primary 
chancre  was  acquired. 

Clinical  diagnoses 

1.  Massive  hemoptysis,  probably  due 
to  ruptured  aneurysm 

2.  ? Bronchopneumonia 

3.  ? Pulmonary  tuberculosis 

4.  Pulmonary  emphysema 
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FIGURE  2.  The  aorta  contains  a saccular 
aneurysm  4 cm.  in  diameter  in  the  descending 
thoracic  portion.  The  wall  of  the  aneurysm  is 
perforated. 


Dr.  Jones’s  diagnoses 

1.  Aortic  aneurysm,  descending  limb, 
? luetic,  with  rupture  into  left  lung  with 
exsanguinating  hemorrhage 

2.  Pulmonary  emphysema  and  fibrosis 
with  bullae 

3.  Pulmonary  tuberculosis,  upper  lobe 
of  left  lung,  inactive 

Pathologic  report 

William  B.  Ober,  M.D.;  There  was 
a saccular  aneurysm  of  the  descending 
aorta  arising  a few  centimeters  above  the 
diaphragm  (Fig.  2).  It  measured  about 
4 cm.  in  diameter.  It  was  adherent  to 
the  lower  lobe  of  the  left  lung  and  had 
ruptured  into  it,  inundating  the  tracheo- 
bronchial tree  of  the  entire  lobe  (Fig.  3). 
The  bronchioles  and  alveoli  were  stuffed 


FIGURE  3.  View  of  the  lower  lobe  of  the  left  lung 
showing  the  bed  of  the  aneurysm  where  it  ruptured 
into  the  lung. 

with  red  blood  cells,  satisfying  the  etiologic 
criterion  for  acute  infarction.  The  upper 
lobe  and  the  entire  right  lung  showed 
severe  emphysema  with  several  medium- 
sized bullae.  The  calcified  plaque  in  the 
upper  lobe  of  the  left  lung  was  consistent 
with  an  old  tuberculous  process. 

A few  minor  findings  also  were  present. 
There  was  a fresh  splenic  infarct,  the 
gallbladder  contained  many  stones,  and 
there  was  a diverticulum  of  the  urinary 
bladder.  The  gastrojejunostomy  was  in 
good  order.  There  was  a severe  degree 
of  arteriosclerosis  in  the  aorta  and  in  its 
major  branches,  there  was  considerable 
calcification  in  the  mesenteric  supply,  the 
renal  arteries  were  moderately  narrowed, 
and  nephrosclerosis  was  conspicuous.  Par- 
enthetically, the  lesion  removed  by  fulgura- 
tion  from  the  bladder  two  months  previously 
proved  to  be  an  innocuous  papilloma. 

Despite  the  presence  of  considerable 
linear  wrinkhng  of  the  aortic  intima,  I 
was  unable  to  find  histopathologic  evidence 
of  syphihtic  destruction  in  the  media. 
There  were  no  collarettes  around  the  vasa 
vasorum.  A minimal,  nonspecific  inflam- 
matory reaction  was  present  where  the 
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aneurysm  sac  abutted  the  lung  and  had 
compressed  it. 

Anatomic  diagnoses 

1.  Saccular  aneurysm,  arteriosclerotic  type, 
descending  limb  of  thoracic  aorta,  with  rupture 
into  lower  lobe  of  left  lung,  and  acute  pul- 
monary infarction 

2.  Pulmonary  emphysema  and  fibrosis, 
severe,  bullous 


Physician's,  businessman's 
health  compared 


The  average  physician’s  health  record  is 
generally  on  a level  with  that  of  the  business- 
man, a study  has  indicated.  The  conclusion, 
reported  in  the  October  20  Journal  of  the  Ameri- 
can Medical  Association,  was  based  on  a com- 
parison of  periodic  health  examinations  given  a 
professional  group  of  68  persons,  61  physicians 
and  7 dentists,  and  identical  examinations 
given  500  business  executives.  Both  groups 
were  ostensibly  well  and  middle-aged,  although 
the  executives  were  somewhat  older. 

The  study  revealed  no  significant  difference 
between  the  two  groups  in  either  incidence  of 
major,  unknown  disease  detected  by  the  exami- 


3. Pulmonary  calcification,  upper  lobe 
of  left  lung,  consistent  with  healed  tuberculosis 

4.  Acute  splenic  infarct 

5.  Chronic  cholecystitis  and  cholelithiasis 

6.  Generalized  arteriosclerosis,  severe,  with 
calcification 

7.  Nephrosclerosis,  pronounced 

8.  Status  postfulguration  of  papilloma, 
urinary  bladder 

9.  Status  postsubtotal  gastrectomy  and 
gastrojejunostomy,  remote 


nations  or  per  cent  of  individuals  in  which  these 
diseases  were  found. 

Previously  unsuspected  and  significant  dis- 
eases were  found  in  45.5  per  cent  of  the  physician 
group  and  in  43.7  per  cent  of  the  executive 
group.  Of  all  diseases  found  in  the  physician 
group,  14.6  per  cent  were  significant  compared 
with  13.4  per  cent  in  the  executive  group. 
Diseases  were  considered  significant  if  they 
could  interfere  with  the  individual’s  health  or 
shorten  his  life. 

Comparison  of  the  two  groups  also  showed  a 
slightly  higher  incidence  of  heart  disease  and 
peptic  ulcer  among  the  physicians.  However, 
the  researchers  said,  there  was  no  conclusive 
proof  that  physicians  had  any  occupational 
disease. 

The  Journal  report  also  pointed  out  that  one 
third  of  all  important  new  diseases  found  among 
physicians  were  detected  by  x-ray  examination. 
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Dextro  Amphetamine 
Sulfate  Poisoning 


A REQUEST  FOR  INFORMATION  On  this  poi- 
soiling  was  received  from  the  Southampton 
Hospital  on  Long  Island. 

Sherburne  C.  Brown,  M.D.,  the  physician 
who  treated  the  child,  sent  the  following 
detailed  report  on  this  episode; 

This  two  and  one-half-year-old  white  boy 
was  seen  by  me  approximately  two  hours 
after  the  ingestion  of  dextro  amphetamine 
sulfate.  The  parents  stated  that  a new 
bottle  of  the  medication  containing  30 
tablets  of  5 mg.  each  had  been  left  on  a 
table  in  the  living  room.  After  dinner 
their  son  came  in  stating  that  he  had  chewed 
the  material  in  the  bottle.  I was  notified 
approximately  one  hour  later,  and  the  child 
was  seen  by  me  in  the  hospital  dispensary 
approximately  two  hours  after  the  ingestion 
of  the  material.  The  parents  were  unable  to 
find  any  of  the  30  tablets  anywhere  about 
the  table,  the  floor,  or  the  remainder  of  the 
house.  Therefore,  it  was  believed  that  the 
child  probably  consumed  150  mg.  of  dextro 
amphetamine  sulfate.  This  was  a new  bottle, 
a prescription  just  obtained  on  the  day  of 
ingestion  which  was  May  12.  The  mother 
had  not  taken  any  of  the  pills,  which  had  been 
prescribed  for  her  as  an  adjunct  to  weight 
loss. 

On  his  admission  to  the  dispensary  the 
child  was  seen  to  be  a well-developed,  well- 
nourished  white  boy  in  no  acute  distress. 
There  was  no  flushing  and  no  color  change. 
He  was  alert  and  very  active.  The  pulse 
was  110,  respirations  28,  and  the  blood 
pressure  105/75.  He  was  afebrile.  A gas- 
tric lavage  with  normal  saline  was  under- 
taken immediately.  The  child  vomited  sev- 
eral times,  and  the  gastric  fluid  obtained 


showed  much  undigested  dinner.  However, 
I was  unable  to  find  any  semblance  of  the 
orange  dextro  amphetamine  sulfate  tablets 
or  their  color  contents  in  any  of  the  fluid 
that  was  either  lavaged  or  vomited. 

The  child  was  taken  to  the  children’s  ward 
of  the  hospital  where  he  was  observed  con- 
stantly. At  no  time  did  the  child’s  pulse 
rate  go  above  160.  The  blood  pressure  and 
respirations  remained  normal.  The  child 
was  extremely  agitated,  never  stopped  talk- 
ing, and  constantly  moved  his  arms  about. 
His  eyes  were  almost  “pop-eyed,”  wide  open, 
and  gaping.  He  was  constantly  moving  his 
head  about  and  thrashing.  He  was  re- 
strained, and  his  mother  stayed  at  the  bedside 
to  soothe  him  for  the  rest  of  the  night.  He 
sipped  clear  juices,  and  there  was  no  further 
vomiting. 

His  blood  count,  including  a differential 
and  a urinalysis,  was  normal  on  admission 
and  on  discharge.  The  white  blood  cell 
count  was  10,500  with  a normal  differential 
both  times.  Twenty-four  hours  after  ad- 
mission the  child  finally  dropped  off  to 
sleep.  This  was  only  for  one  or  two  hours 
intermittently  for  the  next  twenty- four 
hours.  His  pulse  and  respirations  all  re- 
mained normal  on  the  second  day  of  hospital- 
ization. He  was  on  a general  diet  and 
tolerating  it  well. 

No  medications  of  any  kind  were  given  to 
the  child.  I cannot  conceive  of  this  child 
consuming  150  mg.  of  dextro  amphetamine 
sulfate,  although  the  history  is  fairly  accurate, 
and  I do  believe  that  the  parents  were  unable 
to  find  any  of  the  tablets  in  the  house. 
My  guess  would  have  been  that  the  child 
had  consumed  5 or  10  mg.  of  the  medication. 
However,  we  shall  never  know  the  answer 
to  the  riddle  and  I thank  you  gentlemen  at 
the  Poison  Control  Center  for  all  of  your  help 
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Incidents  reported  to  the  Poison  Control  Center  during  a recent  weekend 


Age  Age 

Type  of  Poisoning  (Years)  Sex  Type  of  Poisoning  (Years)  Sex 


Alcohol,  rubbing 

Adult 

M 

Alcohol,  rubbing 

Adult 

F 

Ammonia 

IV2 

M 

Ant  trap 

Aqualina  bleach  in 

1 

F 

eye 

28 

F 

Aspirin 

4 

F 

Aspirin 

2 

F 

Aspirin 

4 

M 

Assorted  drugs 

34 

M 

Black  checker 

IV4 

M 

Black  Flag 

2 'A 

F 

C.  N.  Plus 

2 

M 

Bromides 

34 

F 

Calomine  lotion 

IV2 

M 

Cleanser 

3 

F 

Clorox 

2 

M 

Clorox 

2 

M 

Clorox 

Adult 

Unknown 

Clorox 

2 ‘A 

M 

Clorox 

Corn  seeds  treated 

3>A 

M 

with  Captan 

DA 

M 

Deodorant 

1 

F 

Dermasage 

Adult 

M 

Ice  (Sketch) 

9 

M 

Ink 

DA 

F 

Insect  repellent 

6 ‘A 

F 

Insecticide 

2 ‘A 

F 

Iron  pills  (15) 

3 

M 

Iron  elixir 

26 

F 

Librium 

45 

F 

Lipstick 

2‘A 

F 

Lotion 

2V2 

F 

Lotion,  baby 

1 

F 

Sulfonamide 

3 ‘A 

M 

Moth  ball 

2 

F 

Moth  balls 

DA 

M 

Moth  ball 

DA 

F 

Moth  ball 

2 

F 

Naphthalene 

3 

F 

Paint  from  dominoes 

IV2 

M 

Paint  remover 

2 

F 

Paint  remover 

1 

F 

Paint  color 

2 

F 

Paint 

5 

M 

Paint,  water 

1 

M 

Paint,  porcelain 

2 

M 

Paradichlorobenzene 

Unknown 

Unknown 

Para  deodorant 

3 

F 

Paradichlorobenzene 

DA 

M 

Paradichlorobenzene 

3 

F 

Perchlorane  granules 

Child 

Unknown 

Petrolatum 

DA 

M 

Polish,  furniture 

3 

M 

Polish,  Gorham  silver 

'A 

F 

Vitamins 

3 

M 

Potassium 

permanganate 

3 

F 

Powder,  baby 

2 

M 

Spray,  roach 

IV2 

M 

Stilbesterol  (14) 

3 

F 

Tame 

2 

F 

Antihistamine 

spansule 

2 

F 

Thyroxin 

DA 

F 

Imipramine  hydro- 
chloride 

2 

M 

Toilet  water 

2 

F 

Hair  dye 

2 

M 

Vythene-trichlorthy- 

lene 

50 

M 

Wax  remover 

3 

M 

Winstrol 

5 

M 

Zonite 

2 

F 

Unknown 

22 

F 

Unknown 

4 and  2 

M 

Symptoms 

Each  tablet  of  dextro  amphetamine  sul- 
fate contains  5 mg.,  and  the  drug  is  used 
widely  to  control  the  appetite  in  cases  of 
obesity,  as  a “mood  lifter”  in  depressive 
states,  in  the  treatment  of  alcoholism,  and 
for  other  related  conditions. 

In  dextro  amphetamine  sulfate  poisoning 
the  following  symptoms  may  become  mani- 
fest; restlessness,  dizziness,  headache, 
excitability,  euphoria,  increased  motor  ac- 
tivity, dry  mouth,  insomnia,  tremors,  appre- 
hension, chilliness,  excessive  perspiration, 
flushing  or  pallor,  palpitation,  tachycardia, 
arrhythmias,  anginal  pains,  weakness,  hy- 
perreflexia,  and  hypertension.  There  also 


may  be  a depression  of  the  senses  of  taste 
and  smell.  In  very  severe  poisoning,  circu- 
latory coUapse  and  syncope  cerebral  hemor- 
rhage also  may  occm. 

Absorption 

The  drug  is  absorbed  from  the  upper  por- 
tion of  the  gastrointestinal  tract.  It  is 
excreted  in  the  urine  within  three  hours 
following  its  ingestion  or  administration. 
About  40  to  50  per  cent  is  recoverable  in  an 
unchanged  form  in  forty-eight  hours. 

The  drug  is  claimed  to  be  not  habit- 
forming. 

Because  of  the  hypertensive  properties. 
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the  drug  should  not  be  used  in  cases  of 
pregnancy. 

Treatment 

The  treatment  is  essentially  symptomatic 
and  supportive.  A gastric  lavage  and/or 
emesis  may  be  helpful  if  it  is  done  soon 
following  the  ingestion.  This  should  be 
followed  by  catharsis. 

Small  doses  of  chlorpromazine  hydro- 


chloride, about  15  mg.  intramuscularly  for 
children,  is  said  to  be  effective  in  alleviating 
the  central  excitatory  effects.  Artificial 
respiration  may  be  necessary  if  respiration  is 
impaired. 

Physicians  prescribing  these  drugs  for 
adults  should  caution  them  about  the  poten- 
tial hazards  associated  with  these  drugs  and 
on  the  need  to  keep  all  amphetamine  prepa- 
rations, including  nasal  inhalers,  away  from 
the  reach  of  children. 


Number  one  hundred  five  in  a series  of  Accidental  Chemical  Poisonings 


Hormone  relieves 
infant  spasms 

Hormone  therapy  reduced  the  frequency  of 
seizures  in  52  per  cent  of  21  children  suffering  a 
type  of  epilepsy  associated  with  physical  and 
mental  retardation.  The  patients  were  given 
corticotropin,  cortisone,  or  both.  The  results 
of  the  study  were  published  in  the  November 
3 Journal  of  the  American  Medical  Association. 

At  the  time  treatment  was  begun,  the  patients 
ranged  in  age  from  one-half  month  to  five  years. 
Fourteen  were  mentally  retarded.  Fifteen  of 
the  children  were  treated  with  corticotropin 
alone,  2 with  cortisone  alone,  and  4 with  both. 
Seizures  were  reduced  in  frequency  in  11  of 
the  21. 

The  study  showed  that  the  response  of  those 


who  received  corticotropin  was  related  signifi- 
cantly to  the  age  of  the  patient  at  the  time 
treatment  began.  In  the  19  who  received 
corticotropin,  seizures  were  controlled  in  8 of 
10  infants  less  than  one  year  of  age  but  in  only 
2 of  9 children  over  one  year.  The  beneficial 
effects  of  hormone  therapy  appear  to  be  “real” 
because  of  a relatively  rapid  response  and  be- 
cause previously  administered  anticonvulsant 
drugs  were  ineffective. 

The  mechanism  of  the  anticonvulsant  action 
of  corticotropin  is  unknown.  However,  it  is 
possible  that  the  basic  cause  of  the  seizure  dis- 
order is  a biochemical  abnormality  of  genetic  or 
acquired  origin  and  a failure  of  certain  enzymes 
to  mature.  Control  of  the  spasms  by  corti- 
cotropin might  be  due  to  the  stimulating  effect 
on  the  biochemical  maturation  of  the  brain  and 
on  the  development  of  enzyme  systems  that 
inhibit  the  seizures. 
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T HE  CLINICAL  and  pathologic  entity  of 
fibrous  mesothelioma  of  the  pleura  is  now 
clearly  established.  As  late  as  thirty  years 
ago,  however,  the  confusion  had  reached  a 
point  where  more  than  30  different  names 
were  used  to  describe  the  same  entity. 
Some  of  these  were  fibroma,  fibromyxoma, 
mesenchymoma,  endothelioma,  and  myx- 
oma. 

Willis’ 1 theory,  proposing  that  pleural 
tumors  always  were  metastatic  from  known 
or  unknown  primary  sources,  is  untenable 
at  present.  Also,  the  suggestion  of  Klem- 
perer and  Rabin,  ^ that  the  localized  type 
developed  from  subpleural  connective  tissue 
and  the  diffuse  type  from  the  surface  cells, 
is  no  longer  generally  accepted.  The  dual 
origin  theory  has  been  discarded  since  the 
multipotentiahty  of  the  mesothehal  cells 
has  been  recognized. 

I The  work  of  Stout  and  Murray  in  1942’ 
1 demonstrated  the  mesothehal  origin  of 
I these  tumors.  Using  tissue  culture  technics, 
I they  demonstrated  that  coelomic  epithehum 
I can  be  the  origin  of  glandhke  structures  as 
i weU  as  serosal  covering  cells  and  that 
« mesothehal  cehs  can  assume  the  character- 
istics of  fibrous  tissue.  When  a tissue  cul- 
1 ture  is  carried  out  along  with  histologic 
) studies,  the  identity  of  the  tissue  in  question 


can  be  established  more  easily  and  firmly 
than  by  using  either  one  alone. 

According  to  Sano,  Weiss,  and  Gault,’ 
mesothehal  ceUs  can  grow  in  sheets  or,  if 
under  abnormal  conditions,  such  as  mechan- 
ical or  chemical  irritation,  can  acquire  a 
more  epithehal-hke  appearance.  If  inflam- 
mation is  present,  they  resemble  fibroblasts, 
becoming  elongated  and  spindle-shaped. 
Therefore,  it  is  possible  that  tumors  arising 
from  mesothehal  cells  may  grow  in  different 
patterns.  This  multipotentiahty  is  not 
found  in  metastatic  carcinoma,  which  is  the 
entity  that  has  been  confused  most  often  in 
the  past  with  authentic  primary  mesothehal 
neoplasms. 

The  plevual  mesothehomas  usuahy  are 
divided  into  locahzed  and  diffuse  types. 
The  locahzed  type  is  considered  benign, 
while  the  diffuse  type  is  mahgnant.  The 
locahzed  type,  however,  is  not  always  benign. 
There  are  several  cases  reported  in  the  htera- 
ture  in  which  there  has  been  a marked  tend- 
ency for  the  mesothehoma  to  recur  locaUy. 

One  of  the  most  important  points  in 
making  the  differential  diagnosis  between 
benign  and  mahgnant  mesothehomas  is 
the  fibrosarcomatous  appearance  and  the 
presence  of  epithehal-hke  cells  in  the  mahg- 
nant form.  The  benign  form  does  not  show 
the  epithehal-hke  component.  Sano,  Weiss, 
and  Gault’  also  found  that  tissue  culture  in 
autogenous  plasma  helps  in  the  detection 
of  the  mesothehal  character  of  the  cehs  and 
that  when  tissue  cultures  in  chicken  plasma 
are  carried  out,  the  potential  epithehal-hke 
ceU  can  be  found  more  easily.  A further 
aid  in  making  the  differential  diagnosis  be- 
tween mesothehoma,  especiaUy  the  type  with 
epithehal-hke  components,  and  metastatic 
carcinoma  in  the  pleura,  is  afforded  by  the 
use  of  the  PAS  (periodic  acid-Schiff)  reagent. 
Using  this  technic,  Fisher  and  Hehstrom’ 
described  the  presence  of  sparse,  fine,  posi- 
tive PAS  granules  in  epithehal-hke  cehs  of 
mesothehal  origin.  They  also  examined  20 
specimens  of  carcinoma  simulating  morpho- 
logicaUy  the  epithehal-hke  type  of  meso- 
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thelioma,  and  the  granules  observed  were 
unlike  their  counterparts  in  mesothehal 
tissues. 

According  to  Saccone  and  Coblenz,®  in 
a series  of  45,000  autopsies,  pleural  meso- 
thelioma had  an  incidence  of  1.1  per  1,000 
autopsies.  There  is  no  statistical  evidence 
of  sex  preference  in  pleural  mesotheliomas. 
They  are  more  common  in  the  sixth  and 
seventh  decades  of  life. 

Fisher  and  HeUstrom®  used  the  following 
classification  in  their  18  cases  of  locahzed 
mesotheliomas  of  the  pleura  recently  re- 
ported: (1)  purely  fibrous,  (2)  purely 

epithehal,  and  (3)  mixed  fibrous  and 
epithelial. 

About  two  thirds  of  fibrous  mesotheliomas 
develop  from  the  parietal  pleura  and  one- 
third  from  the  visceral  pleura.  Of  the  latter 
group,  about  60  per  cent  are  dangling  in 
the  pleural  cavity  attached  to  the  pleura 
by  a stalk.  Twenty-five  per  cent  of  them 
are  bulging  beneath  the  pleura  and  have  no 
stalk,  while  the  remainder  are  within  the 
limg  parenchyma. 

Ehrenhaft,  Sensenig,  and  Lawrence’  be- 
lieve that  the  presence  of  malignant  epithe- 
lial cells  in  conjunction  with  mahgnant 
connective  tissue  makes  the  prognosis  very 
poor. 

A number  of  signs  and  symptoms  may 
accompany  fibrous  mesotheliomas,  and  in 
some  instances  it  is  through  them  that  the 
neoplastic  condition  is  first  suspected. 
These  signs  include  arthralgia,  bone  pain, 
clubbing  of  the  fingers,  fever,  and  hypo- 
glycemia. In  most  instances  the  tumor  is 
present  strictly  without  symptoms  and  is 
discovered  by  a routine  chest  x-ray  examina- 
tion. Very  rarely  does  a patient  have  aU 
the  previously  named  symptoms. 

Clagett,  McDonald,  and  Schmidt’s®  clas- 
sical description  of  the  benign  fibrous  meso- 
thelioma of  the  pleura  is  one  of  an  encapsu- 
lated tumor,  often  lobulated,  which  exhibits 
collagen  fibers  and  spindle  cells.  Some  of 
these  tumors  resemble  the  thecal  ceU  tumor 
of  the  ovary.®  There  are  focal  accumula- 
tions of  cells  that  give  the  aspect  of  a malig- 
nant condition,  and  within  them  there  are 
spaces  or  glandlike  structures. 

The  number  of  localized  fibrous  meso- 
theliomas of  the  pleura  reported  up  to  1961 
is  around  100,  a few  cases  being  in  question 
because  of  the  rather  confusing  terminology 
that  was  used  in  earlier  days.*® 


FIGURE  1.  Case  1.  Posteroanterior  x-ray  film  of 
chest.  Note  fissure  crossing  the  lesion. 


In  the  Roswell  Park  Memorial  Institute 
we  have  had  2 cases  of  localized  fibrous 
mesothelioma  of  the  pleiua.  Both  cases 
were  on  the  right  side  and  arose  from  the 
minor  interlobar  fissure.  The  problem  of 
differentiating  between  a primary  pulmonary 
lesion  and  a pleural  lesion  is  enhanced  when 
the  mesothelioma  arises  from  the  fissure. 

Case  reports 

Case  1.  A sixty-three-year-old  white 
female  patient  was  admitted  on  December 
6,  1956,  with  a past  history  of  dyspnea  on 
exertion  and  hypertensive  cardiovascular 
disease.  She  had  been  taking  digitalis  for 
several  months.  A chest  x-ray  film  taken 
one  year  prior  to  her  admission  revealed  a 
mass  in  the  middle  field  of  the  right  lung. 
There  were  no  associated  symptoms.  A 
physical  examination  showed  no  remarkable 
findings.  A chest  x-ray  film  showed  a mass 
3 cm.  in  diameter  in  the  middle  field  of  the 
right  lung  located  at  the  level  of  the  third 
intercostal  space  anteriorly  (Fig.  1).  A 
sputum  examination  showed  no  malignant 
cells  or  acid-fast  bacilli. 

On  January  17,  1957,  a right  thoracotomy 
with  a rib  resection  was  carried  out,  the 
preoperative  diagnosis  being  bronchogenic 
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FIGURE  2.  Case  2.  (A)  Posteroanterior  x-ray  film  of  chest.  (B)  Posteroanterior  x-ray  film  of  chest  with 
patient  in  the  Trendelenburg  position  after  artificial  pneumothorax.  Note  change  in  position  of  lesion  and 
how  it  is  independent  of  the  pulmonary  parenchyma  and  the  chest  wall. 


carcinoma.  The  tumor  mass  was  found  to 
be  attached  to  the  pleura  of  the  anterior 
segment  of  the  upper  lobe  of  the  right  limg 
in  the  minor  fissure.  Since  the  tumor  was 
extrapulmonary,  it  was  excised  locally. 
The  patient  had  an  uneventful  postopera- 
tive recovery,  and  when  she  was  seen  last 
on  May  20,  1961,  there  was  no  evidence  of  a 
recimrence. 

The  pathologic  report  was  of  a solitary 
fibrous  mesothelioma  of  the  pleura.  The 
lesion  measured  2 cm.  in  diameter. 

Case  2.  A thirty-eight-year-old  white 
female  patient  was  referred  to  the  clinic 
on  Janueuy  26,  1961,  because  of  findings  on 
a routine  pre-employment  physical  examina- 
tion. The  chest  x-ray  film  revealed  a mass 
in  the  lower  field  of  the  right  limg.  A 
previous  chest  x-ray  examination  in  1950 
showed  findings  within  normal  limits. 

She  was  asymptomatic.  The  physical 
examination  produced  no  remarkable  find- 
ings. The  laboratory  work-up  showed  find- 
ings within  normal  limits. 

A chest  x-ray  film  taken  on  January  26, 
1961,  showed  a soft  tissue  density  7 cm.  in 
its  greatest  diameter  in  the  lower  field  of  the 
right  lung  near  the  cardiophrenic  angle  but 
not  obscuring  the  right  cardiac  border 


(Fig.  2A).  The  lateral  projection  showed 
the  tumor  to  be  located  anteriorly  with  its 
base  against  the  anterior  chest  wall.  Since 
a chest  waU  lesion  was  suspected,  an  artificial 
pneumothorax  was  induced.  The  mass  was 
shown  to  be  independent  of  the  pulmonary 
parenchyma  as  weU  as  of  the  chest  waU 
(Fig.  2B).  Because  of  its  change  in  location 
with  various  positions  of  the  patient,  it  was 
obviously  pedunculated. 

On  March  2,  1961,  a right  anterior  tho- 
racotomy without  a rib  resection  was  carried 
out.  The  tumor  was  a hard,  shiny,  irregular 
mass,  dangling  freely  in  the  pleural  cavity 
and  attached  by  a long  and  narrow  pedicle 
to  the  pleura  of  the  anterior  segment  of  the 
upper  lobe  of  the  right  lung  in  the  minor 
fissure. 

Grossly  the  tumor  was  encapsulated, 
measuring  7.5  by  6 by  5 cm.  with  a 1.5  cm. 
pedicle  attached  to  it.  It  showed  shiny 
areas  with  the  consistency  of  cartilage  and 
small  hemorrhagic  areas.  Microscopically 
the  tumor  was  composed  of  spindle-shaped 
cells,  collagen,  and  abundant  blood  vessels 
which  grew  without  a definite  pattern  (Fig. 
3).  A delicate  fibrous  capsule  was  present. 

The  patient  had  an  uneventful  postopera- 
tive recovery  and  was  last  seen  on  April  6, 
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FIGURE  3.  Case  2.  (A  and  B)  Photomicrographs  showing  variation  in  the  microscopic  picture  in  different 
areas  of  the  tumor. 


1961,  at  which  time  she  had  no  evidence  of 
a recurrence. 

Comment 

Benign  fibrous  mesotheliomas  may  arise 
from  any  part  of  the  parietal  or  visceral 
pleura  including  the  pleura  of  the  fissures. 
The  2 cases  presented  here  both  arose  from 
the  visceral  pleura  in  a fissure  and  were 
mistaken  initially  for  pulmonary  paren- 
chymal lesions.  In  the  first  case,  the  diag- 
nosis was  made  only  after  a thoracotomy. 
However,  in  the  second  case  it  was  possible 
to  establish  the  diagnosis  of  a pedunculated, 
nonpuhnonary  lesion  by  the  use  of  an  artifi- 
cial pneumothorax.  It  was  thus  possible 
to  modify  the  surgical  approach  and  to 
carry  out  a more  limited  procedure  success- 
fully. The  authors*^  have  used  an  artificial 
pneumothorax  in  other  cases,  such  as 
hpomas,  where  the  lesion  has  been  sus- 
pected of  being  extrapuhnonary  in  origin. 
It  is  felt  that  this  procedure  is  very  useful  in 
differentiating  between  intra-  and  extra- 
pulmonary  lesions.  There  has  been  no 
morbidity  associated  with  the  use  of  a 
pneumothorax,  and  the  accuracy  of  deter- 
mining the  site  of  origin  of  the  lesion  has 
been  excellent. 


Summary 

The  natural  history  of  fibrous  mesothe- 
lioma of  the  pleura  is  reviewed  briefly.  Two 
new  cases  are  reported. 

The  usefulness  of  a preoperative  diag- 
nostic pneumothorax  is  emphasized. 
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"Wrinkle remover" 
of  unproved  value 


There  is  no  scientific  evidence  that  products 
containing  placenta  extract  are  potent  agents 
for  removing  wrinkles  from  the  skin,  according 
to  a statement  in  the  November  10, 1962,  Journal 
of  the  American  Medical  Association. 

In  answer  to  a question  submitted  to  the 
Journal  on  a new  placenta  extract  jeUy,  Re- 
deema,  Joseph  B.  Jerome,  Ph.D.,  secretary  of 
the  A.M.A.  Committee  on  Cosmetics,  said 
that  “On  the  evidence  available,  this  product  is 
not  considered  to  be  more  effective  than  any 
good  quality  emollient  cold  cream.” 

Redeema  was  introduced  in  major  cities  in 
October  and  in  an  article  in  a national  magazine 
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studies  were  cited  indicating  that  the  prepara- 
tion was  an  effective  wrinkle  remover.  Dr. 
Jerome  said  these  tests  lacked  controls,  ob- 
jective measurement,  and  extended  use. 

In  one  study  lasting  fourteen  days  and  in- 
volving 25  women,  all  the  subjects  applied  a 
lubricating  cold  cream  following  use  of  Redeema. 
No  group  using  cold  cream  alone  was  included 
in  the  study  for  comparison  purposes,  and  the 
small  degree  of  improvement  claimed  could 
have  been  produced  by  the  use  of  cold  cream 
alone. 

Redeema  is  a jeUy-like,  greaseless  substance 
containing  10  per  cent  cattle  placenta  extract. 
Commenting  on  the  magazine’s  statement  that 
the  placenta  contained  “biogenic  stimulants,” 
Dr.  Jerome  said  the  fact  that  scientists  have 
failed  to  isolate  any  such  active  ingredients 
from  placenta  “casts  serious  doubts  as  to  their 
existence.” 
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Scleroderma  and  dermatomyositis  are 
rare  diseases,  but  they  generally  are  en- 
countered more  than  once  in  the  lifetime  of 
most  physicians.  Their  therapy  and  man- 
agement has  been  unsatisfactory.  Re- 
cently we  have  seen  a dramatic  improvement 
in  2 patients  with  scleroderma  and  in  2 pa- 
tients with  dermatomyositis  who  were 
treated  with  KPAB  (potassium  para -amino- 
benzoate,  Potaba).  The  2 patients  with 
dermatomyositis  and  1 with  scleroderma  had 
had  long  courses  of  steroid  therapy  pre- 
viously with  only  shght  benefit. 

The  usefulness  of  KPAB  in  scleroderma 
and  dermatomyositis  is  not  generally  ap- 
preciated. For  example,  a recent  publica- 
tion from  a large  institution  did  not  mention 
it.i  Because  these  illnesses  are  rare  and 
treatment  is  not  dehneated  clearly,  it  is  felt 
worth  while  to  report  the  following  cases. 

Case  reports 

Case  1.  This  patient  is  a thirty-five- 
year-old,  married  school  teacher  who  first 
began  to  notice  muscular  weakness  in  1955. 
It  slowly  involved  the  arms  and  legs  and 
inexorably  worsened  until  in  1959  the  patient 
was  unable  to  get  out  of  bed  imassisted  and 
was  baifely  able  to  walk  unaided.  During 


the  same  length  of  time  she  had  irregular 
episodes  of  sweUing  of  the  face,  arms,  and 
legs.  The  areas  of  swelling  were  large, 
sharply  circumscribed,  red,  and  indurated. 
They  generally  subsided  within  a week.  She 
noted  that  her  muscles  not  only  were  weak 
but  that  they  were  hkewise  becoming  hard. 

A muscle  biopsy  was  done  in  1959.  The 
report  is  as  follows:  “The  striated  muscle 
has  zones  of  degeneration  and  areas  of  in- 
filtration by  lymphocytes  and  mononuclear 
ceUs.” 

In  October,  1959,  the  patient  was  placed 
on  prednisone,  beginning  with  60  mg.  per 
day,  and  an  intensive  course  of  physiotherapy 
and  rehabilitation  was  begim.  With  the 
treatment  she  improved  slightly  and  was 
able  to  get  up  out  of  a chair  and  to  get  about 
her  apartment  by  groping  from  chair  to 
chair.  On  physical  examination  at  thus  time 
the  muscles  of  the  neck,  arms,  and  legs  were 
ropehke  in  consistency.  The  skin  was  nor- 
mal. The  remainder  of  the  general  physical 
examination  produced  negative  findings. 
Prednisone  was  continued,  and  a slight  im- 
provement in  the  muscle  function  was  noted. 
However,  she  was  stiU  greatly  incapacitated 
and  was  imable  to  do  any  housework  or  to 
assume  any  responsibihty  for  her  two  small 
children.  In  August,  1960,  the  patient 
reported  that  for  one  month  she  had  noted  a 
marked  thickening  of  the  skin  aroimd  the 
neck,  elbows,  and  arms.  A physical 
examination  at  this  time  again  demon- 
strated profoimd  muscular  weakness  and 
hardened  muscles.  The  skin  in  the 
areas  mentioned  showed  plaquehke  linear 
thickening.  In  the  areas  about  the  joints 
the  skin  was  so  thick  that  it  was  difficult  to 
move  the  joint.  The  patient  was  then  tak- 
ing 20  mg.  of  prednisone  which  was  con- 
tinued. 

In  October,  1960,  there  was  no  change  in 
the  skin,  but  there  was  some  very  slight  im- 
provement in  the  muscle  function.  She  was 
then  started  on  KPAB  in  a dose  of  20  Gm. 
per  day.  One  month  after  beginning  the 
medication  she  demonstrated  marked  im- 
provement. She  was  able  to  walk  up  a 
flight  of  stairs,  could  get  out  of  a chair  un- 
assisted, and  was  able  to  rise  from  a kneeUng 
position.  The  KPAB  was  continued,  but 
the  prednisone  was  reduced  to  15  mg. 

From  November,  1960,  to  March,  1961,  ^ 
the  KPAB  was  continued,  and  the  prednisone 
was  withdrawn  gradually.  By  December, 
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1960,  the  muscle  power  had  unproved  fur- 
ther, the  skin  had  returned  almost  to  a nor- 
mal appearance,  and  she  was  able  to  go  out- 
doors, do  her  own  shopping,  and  take  care  of 
her  children.  By  February,  1961,  the 
patient  was  doing  her  own  housework  and 
was  able  to  come  to  the  cUnic  on  the  bus  and 
bring  her  small  children  with  her.  In  March, 

1961,  a physical  examination  revealed  nor- 
mal skin  and  soft  and  pliable  muscles,  and 
she  could  get  up  and  down  off  the  examining 
table  with  only  minimal  difficulty.  She  was 
able  to  do  a knee  bend.  At  this  time  the 
dose  of  KPAB  was  decreased  to  15  Gm.  per 
day.  The  patient  experienced  mild  nausea 
on  occasion.  This  was  never  serious  enough 
to  require  changing  the  medication  and  never 
interfered  with  her  eating  habits.  An  im- 
provement in  the  muscular  fimction  and  the 
skin  continued,  and  the  patient  was  last  seen 
in  April,  1962,  eighteen  months  after  starting 
the  treatment. 

Summary.  This  is  a patient  with  ad- 
vanced progressive  dermatomyositis  who, 
after  five  years  of  illness,  was  bedridden. 
The  skin  lesions  appeared  while  the  patient 
was  taking  prednisone.  One  month  after 
beginning  KPAB  there  was  a dramatic  im- 
provement, and  five  months  later  she  was 
able  to  do  housework,  climb  stairs,  and  ride 
on  the  bus  and  subway,  and  the  skin  lesions 
had  disappeared.  The  improvement  has  been 
sustained  for  seventeen  months  to  the 
present  writing. 

Case  2.  This  patient  is  a forty -five-year- 
old  housewife  who  was  in  excellent  health 
imtil  1950,  at  which  time  she  noted  the  onset 
of  a rather  classical  Raynaud’s  phenomenon 
of  increasing  severity.  One  year  later  ul- 
cerations appeared  on  the  tips  of  the  fingers, 
and  in  1954  the  skin  of  the  hands  and  face 
was  tight,  shiny,  stiff,  and  easily  trau- 
matized. On  the  basis  of  these  findings  a 
diagnosis  of  scleroderma  was  made,  and  in 
1954  she  had  a bilateral  thoracic  sympa- 
thectomy. The  symptoms  of  Raynaud’s 
disease,  as  well  as  the  skin  lesions  of  sclero- 
derma, continued  and  progressed.  The 
patient  had  taken  a great  variety  of  medic- 
aments, largely  hormonal  in  nature,  but  had 
never  received  adrenal  corticosteroid  ther- 
apy. When  she  was  first  seen  by  us  in  1960, 
a physical  examination  showed  the  skin  of 
the  face  to  be  very  tight,  thickened,  and  cool. 
The  skin  over  the  neck  likewise  was  hard- 


ened. There  was  a marked  limitation  of  the 
extension  of  the  neck.  Over  the  hands  and 
forearms  and  out  to  the  fingertips  the  skin 
was  hard,  smooth,  and  shiny,  and  the  tips  of 
the  fingers  were  reddened.  She  had  the 
typical  “pinched”  facies  of  scleroderma, 
could  barely  open  her  mouth,  and  was  xmable 
to  make  a fist  or  completely  open  her  hand. 
X-ray  films  of  the  esophagus  revealed  a 
stenotic  lesion  at  the  level  of  the  diaphragm; 
however,  the  patient  had  no  complaints 
referable  to  this.  A biopsy  of  this  area 
showed  a normal  mucosa.  An  electrocardio- 
gram showed  normal  findings.  A general 
physical  examination  showed  otherwise 
negative  findings.  A vigorous  course  of 
physiotherapy  was  instituted  to  increase  the 
motion  of  the  joints  of  the  hands,  but  after 
one  month  no  benefit  was  obtained. 

The  patient  was  started  on  KPAB  on 
December  28,  1960.  She  began  taking  20 
Gm.  per  day,  and  by  February  3,  1961,  she 
was  able  to  make  a complete  fist  with  both 
hands  and  the  skin  over  the  neck  and  the 
face  was  considerably  softer  and  in  the 
patient’s  words  “felt  more  like  a chicken’s 
neck.”  When  last  seen  in  April,  1962,  the 
patient  was  able  to  close  her  hands  even 
more,  the  skin  of  the  face  was  softer,  and 
she  was  able  to  open  her  mouth  to  a much 
greater  extent  than  before.  The  dose  of 
KPAB  was  then  reduced  to  15  Gm.  per  day 
to  be  continued  indefinitely. 

Summary.  This  forty-five-year-old  wom- 
an had  progressive  scleroderma  for  ten  years. 
She  had  had  most  of  the  accepted  therapies 
and  had  had  a thoracic  sympathectomy. 
Despite  these,  the  illness  progressed.  After 
she  began  KPAB  therapy  she  noted  a soften- 
ing of  the  skin  and  a wider  range  of  motion  in 
the  joints.  This  was  the  only  time  in  the  ten 
years  of  her  illness  that  the  disorder  had 
changed  for  the  better. 

Case  3.  This  patient  is  a fifty-three- 
year-old  female  who  was  admitted  to  this 
hospital  on  December  15,  1958,  with  com- 
plaints of  stiffness  of  the  neck;  puffiness  of 
the  eyes,  arms,  and  hands;  fatigue;  ano- 
rexia; and  a 10-poimd  weight  loss  over  a 
six-month  period. 

The  patient  was  well  until  six  months  be- 
fore her  admission  when  she  noted  the  onset 
of  fatigue,  loss  of  appetite,  nervousness,  and 
stiffness  and  swelling  of  the  neck  anteriorly 
and  laterally  below  the  mandible.  The 
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swelling  was  slightly  tender,  and  the  skin 
was  tight  and  darker  than  it  had  been  pre- 
viously. Anorexia  was  marked,  but  there 
was  no  difficulty  in  swallowing.  There  was 
no  history  of  Raynaud’s  phenomenon.  A 
week  before  her  admission  puffiness  about 
the  eyes,  which  was  more  marked  in  the 
morning,  had  appeared. 

The  past  history  included  hyperthyroidism 
in  1951  which  had  been  treated  with  ora 
medication. 

A physical  examination  revealed  a temper- 
ature of  100  F.,  pulse  68  per  minute,  respira- 
tions 20  per  minute,  and  blood  pressure 
180  90  mm.  Hg.  The  skin  over  the  anterior 
and  lateral  portions  of  the  neck,  extending 
over  the  clavicles,  was  thick  and  tight  and 
could  not  be  picked  up  in  folds.  Over  the 
upper  anterior  portion  of  the  chest  there  was 
an  erythematous  macular  rash.  There  was 
thickening  and  tautness  of  the  skin  of  the 
breasts  and  upper  parts  of  the  arms.  The 
lower  eyelids  were  puffy.  The  fundi  showed 
marked  engorgement  of  the  venules.  The 
arterioles  were  narrowed  and  tortuous  with 
an  increased  light  reflex.  There  were  no 
hemorrhages  or  exudates.  The  extremities 
showed  thickening  and  tightness  of  the  skin 
over  the  deltoid  regions.  There  was  no 
limitation  of  motion  of  the  joints.  The 
remainder  of  the  general  physical  examina- 
tion produced  findings  within  normal  limits. 
A chest  x-ray  film  revealed  diffuse  fibrosis  of 
both  limgs  and  pulmonary  emphysema.  No 
cardiac  enlargement  was  noted.  Roentgen- 
ograms of  the  esophagus  showed  no  disturb- 
ance of  the  peristalsis.  There  was  a flat- 
tening of  the  posterior  aspect  of  the  esoph- 
agus at  the  first  thoracic  level.  The  elec- 
trocardiogram showed  normal  findings,  as 
did  a routine  urinalysis  and  a complete  blood 
coimt. 

A biopsy  of  the  skin  of  the  neck  revealed 
that  the  epidermis  was  atrophic  and  the 
dermis  was  thickened  with  marked  hyaliniza- 
tion  of  the  coarse  collagen  fibers.  Occasional 
lymphocytes  and  mononuclear  cells  were 
present  in  the  upper  portion  of  the  dermis. 
Perivascular  aggregations  of  l3miphocytes 
and  mononuclear  cells  were  present  in  the 
deeper  layers.  The  sweat  glands  were  rela- 
tively inconspicuous  and  were  surrounded  by 
coarse  collagen.  The  striate  muscles  showed 
an  irregular  loss  of  striation  and  hyaliniza- 
tion.  Special  connective  tissue  stains  showed 
the  elastic  fibers  to  be  atrophic  and  scanty. 


The  patient  was  started  on  methylpred- 
nisolone  16  mg.  four  times  per  day  and  was 
discharged  from  the  hospital  on  December 
30,  1958.  The  steroids  were  continued  for 
two  months  without  any  improvement  in  the 
condition  of  the  skin.  The  thickening  and 
tightness  spread  to  involve  the  cheeks,  per- 
ioral region,  and  forehead.  The  steroid  was 
withdrawn  gradually,  and  KPAB  was  started 
in  doses  of  12  Gm.  daily  in  March,  1959. 
There  was  a gradual  increase  in  the  appetite. 
Within  three  months  there  was  a definite 
improvement  in  the  skin  in  that  it  was  looser 
and  could  be  picked  up  in  folds.  There  was 
no  change  in  the  pigmentation.  The  patient 
has  now  taken  KPAB  for  two  years.  She 
has  gained  16  pounds.  Her  energy  has 
improved.  The  skin  is  definitely  more 
elastic.  There  has  been  no  difficulty  in 
swallowing.  At  times  she  notes  some  stiff- 
ness in  the  fingers  and  hands,  but  there  is  no 
limitation  of  motion. 

Summary.  This  fifty  - three  - year  - old 
woman  had  progressive  scleroderma  for  six 
months.  Steroid  therapy  and  physiother- 
apy were  of  no  help  to  her.  There  was  an 
improvement  over  a two-year  period  while 
she  was  taking  KPAB. 

Case  4.  This  patient  is  a nine-year-old 
Puerto  Rican  boy  who  was  admitted  to  St. 
Vincent’s  Hospital  for  the  first  time  on  July 
24,  1959,  with  a chief  complaint  of  weakness. 
Two  months  prior  to  his  admission  he  had  a 
sudden  onset  of  fever  associated  with  puf- 
finess of  the  eyes  and  hands  and  generalized 
erythema.  The  acute  phase  lasted  for  five 
days  and  was  followed  by  progressive  mus- 
cular weakness  characterized  by  a shuffling 
gait,  the  inabihty  to  ascend  stairs,  repeated 
falling,  and  an  inability  to  feed  or  dress  him- 
self. 

On  physical  examination  the  boy  was 
foimd  to  be  lying  limply  in  bed.  His  speech 
was  slurred  and  indistinct.  The  skin  was 
most  interesting:  There  was  a heliotropic 
hue  to  the  periorbital  region,  brawny  edema 
of  the  hands,  alopecia,  spotty  pigmentary 
and  depigmentary  changes,  and  confluent 
erythematous  vesicles  with  desquamation. 
He  also  had  flexion  contractures  of  the 
ankles,  knees,  and  elbows.  The  skin  and 
muscles  in  these  areas  felt  ligneous.  He  was 
unable  to  raise  his  arms  above  his  head  or  to 
dress  himself. 

The  pertinent  laboratory  data  were  as 
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follows;  There  was  a total  eosinophil  count 
of  2,024  per  cubic  millimeter,  a sedimentation 
rate  of  53  mm.  per  hour,  and  a urine  creati- 
j nine  of  400  mg.  per  twenty -four  hours.  The 
II  Kahn  and  lupus  preparations  gave  negative 
I results.  A muscle  biopsy  showed  changes 
consistent  with  the  diagnosis  of  dermato- 
myositis. 

The  patient  was  started  on  prednisone  40 
mg.  per  day  on  August  24,  1959,  with  a sub- 
stantial improvement  in  his  clinical  status. 
This  dosage  was  reduced  gradually  to  15  mg. 

I per  day  and  was  continued  imtil  the  present 
time.  He  progressed  from  being  a bedridden 
patient  to  one  who  was  able  to  move  about 
and  care  for  himself  to  a limited  extent. 
However,  the  flexion  contractures,  especially 
of  the  arms  and  fingers,  became  more  pro- 
nounced, and  trophic  ulcers  appeared  at  the 
elbows  and  over  the  metacarpal  and  inter- 
phalangeal  joints.  The  skin  over  the  biceps 
and  fingers  became  increasingly  more  in- 
elastic and  boardlike. 

Beginning  on  January  19,  1961,  6 Gm.  of 
KPAB  were  given  per  day.  One  and  one- 
half  months  later  the  boy’s  condition  was 
re-evaluated.  At  that  time  the  skin  and 
muscles  were  more  pliable.  There  was  a 
decrease  in  the  flexion  contractures.  The 
healing  of  the  trophic  ulcers  was  marked. 
Also  noted  were  a marked  improvement  of 
his  gait  and  better  articulation  of  his  speech. 
More  dramatic  was  his  ability  to  raise  his 
arms  above  his  head  and  to  clothe  himself. 
The  improvement  continues,  and  the  patient 
was  last  seen  in  April,  1962. 

Summary.  This  nine-year-old  boy  was 
bedridden  with  dermatomyositis.  After 
therapy  with  steroids  he  improved  so  that 
he  could  get  out  of  bed.  Evidences  of  ad- 
vancing disease,  such  as  the  flexion  contrac- 
tures and  the  trophic  ulcers,  continued  in 
spite  of  the  therapy.  After  beginning  the 
treatment  with  KPAB,  there  was  a dramatic 
improvement.  He  was  then  able  to  clothe 
himself  and  to  be  up  and  about  freely.  There 
I was  a marked  decrease  in  the  flexion  contrac- 
i tures  and  an  improvement  in  the  healing  of 
i the  trophic  ulcers. 

5 Comment 

Many  modes  of  treatment  of  diffuse  sclero- 
derma and  dermatomyositis  have  been  used 
over  the  years.  These  include  sympathec- 
tomy, parathyroidectomy,  testosterone,  pe- 


ripheral vasodilators,  antibiotics,  tocopherols, 
disodium  versenate,  and  adrenal  corticoster- 
oids. None  of  them  have  been  predictably 
useful,  although  one  or  the  other  has  pro- 
duced an  improvement  in  an  occasional 
patient.  The  treatment  has  been  reviewed 
extensively  by  Evans,  Rubitsky,  and  Perry  ^ 
and  later  by  Winkehnann.* 

The  usefulness  of  KPAB  has  been  studied 
by  Zarafonetis^  who  reports  excellent 
results.  The  findings  reported  herein  are 
confirmatory  of  his  observations.  PABA 
(para-aminobenzoic  acid)  was  used  by  Evans, 
Rubitsky,  and  Perry ^ with  diappointing  re- 
sults. However,  the  acid  compoimd,  or 
PABA,  is  far  more  difficult  for  patients  to 
take,  as  indicated  by  the  fact  that  one  half 
of  the  patients  in  that  study  could  not 
tolerate  the  medication  and  therefore  were 
unable  to  remain  on  treatment  long  enough 
to  achieve  any  benefit. 

KPAB  administered  in  doses  of  15  to  20 
Gm.  per  day  is  well  tolerated,  and  our  pa- 
tients were  able  to  take  these  doses  easily. 
In  over  500  patients  KPAB  has  produced  no 
significant  side-effects.  ^ Hence,  any  patient 
with  scleroderma  is  suitable  for  this  type  of 
therapy,  and  none  need  to  be  excluded. 

The  mechanism  of  the  action  of  KPAB  is 
not  clear.  It  is  postulated  that  the  fibrotic 
changes  of  these  disorders  result  from  a de- 
rangement of  the  serotoiun  monoamine 
oxidase  mechanism.  Monoamine  oxidase 
requires  adequate  oxygen  to  function  prop- 
erly. Tissue  anoxia  depresses  the  mono- 
amine oxidase  activity  and  allows  fibrosis  to 
progress.  KPAB  increases  the  tissue  oxy- 
genation. The.  subject  has  been  reviewed 
by  Zarafonetis.'*’® 

Summary 

Two  patients  with  scleroderma  and  2 
patients  with  dermatomyositis  have  been 
treated  with  KPAB  (potassium  para-amino- 
benzoate).  There  has  been  a striking  clinical 
improvement  in  each  patient. 

Addendum 

Since  this  article  was  submitted  for  publi- 
cation, the  patients  reported  on  have  main- 
tained their  state  of  improvement.  Three 
additional  cases  with  scleroderma  have  been 
treated.  Significant  improvement  in  the 
skin  and  the  disappearance  of  fingertip 
ulceration  have  been  noted. 
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General  anesthesia  was  undesirable  because  of 
the  need  to  monitor  the  electrical  activity  of  the 
brain  during  the  procedure,  they  said,  and  with 
local  anesthesia  the  patient’s  disposition  might 
have  proved  to  be  a problem.  Therefore, 
hypnosis  was  chosen.  The  patient  was  hypno- 
tized the  night  before  the  operation  to  provide 
sound  sleep  and  relieve  anxiety,  then  rehypno- 
tized before  the  operation  with  a suggestion  of 
deep  anesthesia  of  the  head  region. 

During  the  four  and  one-half  hour  procedure 
only  small  amounts  of  a local  anesthetic  and  a 
pain-killing  drug  were  needed.  Hypnosis  pro- 
vided “the  best  surgical  conditions”  for  this  type 
of  operation,  the  physicians  said,  and  perhaps 
the  most  important  advantage  was  the  relaxa- 
tion, cahn,  and  cooperation  evidenced  by  a pre- 
viously difficult  patient  throughout  a long  and 
anxiety-provoking  brain  operation  in  the  wake 
state. 
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T HE  COMBINED  RARITY  of  a primary  reticu- 
lum cell  sarcoma  of  the  bone^  first  appearing 
in  the  sternum  prompted  this  report  of  such 
a case  in  a young  woman. 

Case  report 

First  admission.  A twenty-eight-year- 
old  Puerto  Rican  woman  entered  Roosevelt 
Hospital  in  September,  1960,  because  of 
increasing  pain  and  swelling  over  the 
sternal  area  of  about  two  months  duration. 
She  dated  the  onset  of  her  symptoms  to  a 
fall  in  which  she  struck  the  area  of  her  chest 
where  she  subsequently  developed  symp- 
toms. She  also  complained  of  anorexia  and 
a 25-pound  weight  loss  during  this  time. 
Her  history  was  unremarkable  except  for  a 
spontaneous  abortion  at  three  months  of 
pregnancy  in  the  year  before  admission. 
The  family  and  social  history  were  non- 
contributory. 

Physical  findings.  A physical  exam- 
ination revealed  a well-developed,  weU- 
nourished  person  in  moderate  distress,  com- 
plaining  of  pain  in  the  chest.  Her  tem- 
( perature  was  101.2  F.;  blood  pressure, 
I 110/75.  mm.  Hg;  respiration,  18  per  minute; 
I pulse,  84  per  minute  and  regular.  Pertinent 
* physical  findings  were  limited  to  the  an- 
!i  terior  chest  wall,  which  revealed  a swelling 
» over  the  manubrium,  approximately  12  by 
I 7 cm.,  with  indistinct  borders.  The  swelling 
' was  markedly  tender  and  warm,  with  some 
redness  of  the  overlying  skin.  The  mass 


was  firm  but  not  hard,  and  marked  pain  was 
elicited  on  pressure  over  the  upper  ribs 
bilaterally.  Neither  hepatosplenomegaly 
nor  lymphadenopathy  was  noted.  The 
th5rroid  gland  was  not  enlarged. 

Laboratory  data.  The  hemoglobin  was 
10.9  Gm.  per  100  ml.;  white  blood  cell 
count,  9,750;  differential  count,  normal; 
and  erythrocyte  sedimentation  rate,  36 
mm.  per  hour.  The  urine  showed  2 plus 
albumin,  1 to  2 red  blood  cells  and  1 to  2 
white  blood  cells  per  high-powered  field. 
The  calcium  was  10.3  mg.  per  100  ml.; 
phosphorus  3.4  mg.  per  100  ml.;  alkaline 
phosphatase,  3.2  Bodansky  units;  total 
protein,  7.2  Gm.  per  100  ml.  (albumin,  49 
per  cent;  alphaj,  4.1  per  cent;  alpha2,  11.6 
per  cent;  beta,  14.1  per  cent;  gamma,  21.2 
percent);  VDRL  test  result,  negative;  and 
uric  acid,  2.5  mg.  per  100  ml.  A culture  of 
biopsy  material  from  the  sternal  mass  was 
sterile. 

A chest  film  showed  no  abnormalities. 
Tomograms  of  the  sternum  revealed  bone 
destruction  in  the  upper  portion  of  the 
manubrium,  especially  of  the  anterior  cor- 
tex, and  an  overlying  soft-tissue  swelling. 
These  findings  were  interpreted  as  consistent 
either  with  an  osteomyelitis  or  neoplastic 
involvement.  An  intravenous  pyelogram, 
skeletal  survey,  and  gastrointestinal  and 
small  bowel  series  showed  no  abnormalities. 
Old  tuberculin  was  positive  at  1 : 10,000. 

Hospital  course.  Because  of  the  initial 
impression  of  osteomyelitis,  a course  of 
antibiotic  drug  therapy  was  instituted. 
This  was  followed  by  some  decrease  in  swell- 
ing. An  open  sternal  biopsy  revealed 
a reticulum  ceU  sarcoma.  Except  for  a rise 
in  temperature  on  the  day  of  admission  and 
the  day  following  the  bone  biopsy,  the 
patient  was  afebrile  throughout  her  hospital 
stay.  A few  pea-sized  left  axillary  and 
bilateral  supraclavicular  nodes  were  noted 
subsequently.  The  largest  of  these  was 
biopsied  and  revealed  chronic  lymphadenitis. 
Since  an  extensive  search  did  not  reveal  other 
sites  of  involvement,  it  was  decided  to  treat 
the  mass  locally  with  radiotherapy,  and  a 
dose  of  3,994  r,  in  20  treatments,  was  given. 
Following  therapy,  there  was  complete  re- 
gression of  the  mass. 

Second  admission.  A month  later,  when 
the  patient  came  to  the  outpatient  depart- 
ment, a 1-cm.  firm  nodule  was  noted  in  the 
left  breast.  Subsequently,  bilateral  “wal- 
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nut-sized”  masses  appeared  in  the  breasts, 
plus  four  to  five  discrete,  slightly  tender 
nodes  in  the  left  supraclavicular  area.  Be- 
cause of  these  findings,  the  patient  was  re- 
admitted to  the  hospital  in  January,  1961, 
for  evaluation  and  therapy.  In  addition  to 
the  findings  noted  in  the  clinic,  examination 
at  this  time  revealed  soft  3-  by  3-  cm.  non- 
tender nodes  deep  in  the  axiUas  and  a 
3-  by  4-cm.  mass  below  and  a 1.5-cm.  mass 
above  the  left  clavicle.  The  liver  was  pal- 
pated 3 fijigerbreadths  below  the  costal 
margin. 

Laboratory  data.  The  hemoglobin  was 
12  Gm.  per  100  ml.;  hematocrit,  37;  white 
blood  cell  count,  4,100,  with  a differential 
of  48  polymorphonuclear  leukocytes,  13 
eosinophils,  34  lymphocytes,  1 monocyte, 
and  1 basophil;  erythrocyte  sedimentation 
rate,  26  mm.  per  hour.  Liver  function 
studies  showed  normal  findings.  The  cal- 
cium was  10.1  mg.  per  100  ml.;  phosphorus, 
4.9  mg.  per  100  ml.;  alkahne  phosphatase, 
4.7  Bodansky  units;  and  uric  acid,  3.9  mg. 
per  100  ml.  X-ray  films  of  the  chest  and 
clavicles  showed  no  abnormalities. 

Hospital  course.  On  the  third  hospital 
day,  HN2  (nitrogen  mustard),  0.4  mg.  per 
kilogram,  was  given,  with  subsequent 
marked  diminution  in  the  size  of  the  masses 
and  the  development  of  a transient  leuko- 
penia. During  this  hospitalization  the  pa- 
tient lost  an  additional  6 pounds  of  weight. 
Within  twelve  days  following  her  discharge, 
there  was  a reappearance  of  all  masses.  A 
therapeutic  trial  of  steroids  effected  an  in- 
creased sense  of  well-being.  The  masses 
continued  to  enlarge,  however,  and  right 
anterior  cervical  adenopathy  and  masses  in 
the  left  chest  wall  and  periumbilical  regions 
developed.  The  patient  complained  of  in- 
creasing weakness,  chills,  diaphoresis,  pain, 
and  paresthesias  in  the  left  shoulder  and 
arm. 

Third  admission.  The  patient  was  ad- 
mitted for  the  third  time  in  April,  1961,  for 
another  course  of  nitrogen  mustard  therapy. 
The  liver  was  not  palpable  at  this  time,  and 
her  weight  had  remained  stable.  Labora- 
tory findings  were  essentially  the  same  as  on 
the  previous  admissions. 

Hospital  course.  The  patient  was  again 
given  0.4  mg.  per  kilogram  of  HN2.  A 
reduction  in  pain  and  in  the  size  of  the  masses 
was  again  promptly  effected.  Biopsy  of 
other  breast  masses  once  again  revealed 


reticulum  cell  sarcoma.  The  patient  was 
discharged  after  ten  days  of  hospitalization. 

Fourth  admission.  One  month  later 
(May  20,  1961)  the  patient  was  readmitted 
because  of  anterior  chest  pain  and  an  in- 
crease in  the  size  of  the  masses,  with  as- 
sociated marked  tenderness.  A tempera- 
ture of  101.6  F.  was  noted.  The  physical 
examination  was  essentially  as  it  had  been 
before,  with  nodes  and  masses  noted  in  the 
anterior  and  posterior  cervical  regions, 
breasts,  axiUas,  and  supraclavicular  regions. 
Laboratory  data  were  again  essentially 
unchanged.  Chest  x-ray  films  over  the 
next  few  months  revealed  a right  pleural 
effusion  and  destructive  lesions  involving 
the  left  third,  fourth,  fifth,  and  sixth  ribs. 

Hospital  course.  The  patient  was  treated 
with  chlorambucil,  with  a poor  response,  and 
it  was  decided  to  give  her  x-ray  therapy 
again.  A total  dose  of  2,500  r was  delivered 
to  the  supraclavicular  and  breast  masses. 
This  was  followed  by  slight  improvement, 
but  within  ten  days  there  was  a recurrence 
of  pain,  marked  tenderness,  and  increase  in 
size  of  the  masses.  The  patient’s  course 
then  began  to  go  downhill  rather  rapidly. 
She  required  frequent  thoracentesis  and 
medication  for  pain  and  felt  extremely 
uncomfortable  when  supplementary  oxygen 
was  taken  away  from  her.  A trial  of  Velban 
was  without  real  effect,  and  the  patient 
continued  to  decline.  She  died  on  October 
18,  1961,  eleven  months  after  her  initial 
admission. 

Comment 

This  patient  probably  represents  a case 
of  primary  reticulum  cell  sarcoma  of  the 
sternum.  It  is  noted  that  she  fulfills  aU 
the  criteria  for  this  diagnosis  as  outlined  by 
Schobinger  von  Schowingen  in  1957,*  as 
follows; 

1.  The  primary  focus  should  originate  in 
a single  bone. 

2.  The  malignant  character  of  the  lesion 
must  be  established  by  a biopsy  specimen 
from  the  bone  lesion  itself  and  not  from 
lymph  nodes  or  other  metastatic  areas. 

3.  The  pattern  should  be  histologically 
similar  to  reticulum  cell  sarcoma  arising  in 
other  tissues. 

4.  A long  natural  history  of  the  disease 
should  exist,  during  which  time  general 
symptoms  such  as  debility,  weight  loss,  and 
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the  like  are  rarely  observed. 

5.  Metastatic  lesions,  if  present  on  ad- 
mission, should  be  strictly  limited  to  the 
regional  lymph  nodes,  or  their  appearance 
should  follow  the  primary  lesion  by  not  less 
than  six  months. 

6.  The  neoplasm  should  be  highly  radio- 
sensitive. 

The  term  reticulosarcoma  was  first  in- 
troduced by  Oberling  in  1928.^  In  1939, 
Parker  and  Jackson'*  discussed  primary 
reticulum  cell  sarcoma  of  the  bone  as  an 
entity. 

It  is  a disease  primarily  of  yoimg  people 
with  one-half  to  three-fourths  of  the  re- 
ported cases  occurring  xmder  the  age  of 
forty.®'®  Thirty-five  per  cent  of  the  patients 
in  one  series  were  stated  to  be  under  twenty 
years  of  age.^  The  majority  of  cases  occur 
in  males  in  a ratio  of  approximately  2 or 
3 to  1.2  6.7.8  Over  one-half  the  lesions  are 
found  in  the  pelvis  and  lower  extremities  and 
about  70  per  cent  in  long  bones.®  The 
vertebrae  and  skull  are  less  frequently 
involved  by  the  primary  form,  although  they 
are  the  most  common  sites  of  metastases  in 
the  generalized  form.  * 

In  the  overwhelming  majority  of  cases, 
pain  and  swelling  are  the  initial  manifesta- 
tions (in  up  to  100  per  cent,  for  the  former 
and  85  to  89  per  cent  for  the  latter). 
Local  heat,  redness,  and  tenderness  are 
much  less  common  unless  the  lesion  is 
rapidly  growing.®  A noteworthy  feature  is 
the  comparative  well-being  of  the  patient  in 
the  presence  of  relatively  large  bone  lesions. 
This  is  in  contrast  to  the  chronic  low-grade 
fever,  fatigability,  and  loss  of  weight 
characteristic  of  many  other  malignant  bone 
tumors  and  the  generalized  form  of  reticulum 
cell  sarcoma. ‘‘•® 

There  are  no  absolutely  diagnostic  radio- 
graphic  findings.  The  early  lesion,  however, 
generally  has  an  irregular,  patchy,  mottled 
appearance  characterized  by  more  evidence 
of  bone  destruction  than  proliferation. 
The  tumor  is  medullary  in  origin,  producing 
a widening  of  the  shaft  with  fragmentation 
and  destruction  of  the  cortex  which  varies 
from  small  irregular  areas  to  confluent  areas 
of  erosion.  A periosteal  reaction  may 
occiu*  but  is  not  a prominent  feature.^  ®-’ 
Up  to  75  per  cent  of  the  lesions  have  been 
reported  to  have  soft- tissue  involvement.® 
Calcifications  are  present  in  as  many  as  20 
per  cent  of  the  soft-tissue  masses.^  Patho- 


logic fractures  occur  in  approximately  25 
per  cent  of  cases.®'’  Because  of  this  mode 
of  presentation  of  some  cases,  trauma  has 
been  implicated  as  an  etiologic  factor,  but 
there  is  no  evidence  that  it  has  any  causative 
role.^  Since  there  are  no  radiographically 
distinguishing  characteristics  of  reticulum 
cell  sarcoma,  other  conditions  which  must 
be  considered  in  its  differential  diagnosis 
include  Ewing’s  sarcoma,  osteogenic  sar- 
coma, eosinophilic  granuloma,  and  chronic 
osteomyelitis.’ 

The  histopathologic  appearance  of 
reticulum  cell  sarcoma  of  the  bone  is 
indistinguishable  from  that  of  the  general- 
ized form  of  the  disease.®  The  pathologic 
cell  is  about  twice  the  size  of  the  lymphocyte, 
with  an  indented  or  lobulated  nucleus  and 
variable  degrees  of  hyperchromatism.® 
These  may  be  fovmd  as  isolated  cells  or 
clumps  (with  a tendency  to  alveolar  ar- 
rangement) scattered  throughout  a reticu- 
lum network.®'®  A large  number  of  lympho- 
cytes are  often  present  along  with  the 
reticulum  cells,  producing  a picture  which 
must  be  differentiated  from  chronic  in- 
flammation. Spread  is  by  local  invasion  of 
muscle,  small  veins,  and  lymphatics.^  Me- 
tastases are  most  frequently  found  in 
regional  l3rmph  nodes,  with  distant  metasta- 
ses foimd  in  the  flat  bones,  subcutaneous 
tissue,  lungs,  and  brain,  in  that  order  of 
frequency.® 

Because  of  the  extreme  radiosensitivity  of 
reticulum  cell  sarcoma  of  the  bone,  the 
results  of  treatment  with  radiotherapy  have 
been  foimd  to  equal  those  of  surgery,  that  is, 
wide  excision  or,  where  feasible,  amputa- 
tion.’ Chemotherapy  has  also  been  used, 
especially  in  cases  of  widespread  metastases. 
The  prognosis  of  reticulum  cell  sarcoma  of 
the  bone  is  better  than  that  of  most  other 
primary  malignant  bone  tumors.®  At  least 
one  instance  of  spontaneous  regression,  in  a 
documented  case  of  the  former,  has  been 
reported.’®  The  five-year  survival  rate 
ranges  from  35  to  50  per  cent.®  ®"®'”  Ten- 
year  survival  rates  have  been  quoted  in 
the  range  of  33  to  38  per  cent.®'®'®  Metasta- 
ses, however,  may  occur  even  after  ten  years.  ® 

Autopsy  findings 

The  final  anatomic  diagnosis  in  this  case 
was  reticulum  ceU  sarcoma  of  the  sternum, 
with  involvement  of  multiple  lymph  node 
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groups,  the  chest  wall,  pleural  surfaces,  left 
lung,  spleen,  left  and  right  breasts,  and  the 
skin  over  the  sternum.  There  were  bilateral 
pleural  effusions  with  1,200  cc.  of  fluid  in 
the  right  lung  and  1,000  cc.  in  the  left.  The 
lungs  and  liver  were  congested,  and  there 
was  mild  radiation  fibrosis  in  the  limgs.  A 
granuloma  was  found  in  the  liver,  but  the 
cause  of  this  was  unknown. 

The  pathologist  felt  that  on  the  basis  of 
the  clinical  history  this  was  a case  of  primary 
reticulum  ceU  sarcoma  of  the  sternum  with 
secondary  development  in  the  other  sites, 
since  at  the  time  of  the  original  biopsy  of  the 
mass  in  the  sternum,  no  other  tumors  were 
noted  clinically;  nor,  in  a scalene  lymph 
node  biopsy  done  shortly  after  the  diagnosis, 
were  tumor  cells  found  in  the  lymph  nodes. 

The  pathologist  stated  that  cases  of  pri- 
mary reticulum  ceU  carcinoma  of  the  bone 
were  reported  with  primary  location  in  the 
long  tubular  bones,  innominate  bones, 
scapula,  ribs  or  vertebral  column.  The 
report  concluded  as  follows;  “Reticulum 
ceU  sarcoma,  primary  in  the  sternum,  must 
be  an  extremely  rare  entity.” 

Summary 

A case  of  primary  reticulum  cell  sarcoma 
occurring  in  the  sternum  of  a twenty-eight- 


year-old  Puerto  Rican  woman  has  been 
reported.  A brief  review  of  the  clinical, 
radiographic,  and  histologic  characteristics 
of  the  disease  has  been  presented.  The 
usual  favorable  prognosis  in  patients  with 
this  tumor  as  compared  to  that  in  patients 
with  other  primary  malignant  bone  tumors 
is  again  emphasized. 
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AnnOUnCGmSnt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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December — a month  of  magic — whenGimbel’s 
speaks  to  Macy’s — when  Peace  is  heard  outside 
the  Iron  Curtain.  A month  of  memories — per- 
sonal and  historical.  Visions  of  home  and 
family — thoughts  of  homeland — the  landing  of 
the  Pilgrims — the  crossing  of  the  Delaware. 
A month  for  tales  by  the  fireside  (nonpolitical) 
of  when  you  were  young — and  of  when  our 
country  was  young.  You  have  a favorite? 
Mine  is  the  Battle  of  the  Kegs. 

David  Bushnell,  a genius,  far  ahead  of  his 
time,  was  yet  doomed  to  failure  by  circumstance. 
Devoted  to  the  cause  of  Liberty  for  the  Ameri- 
can colonies,  he  set  his  inventive  ability  to  the 
task  of  producing  weapons  for  the  undermanned, 
poorly  supplied  Continental  Army,  engaged  in 
war  with  the  best  troops  of  Europe.  Yet  his 
very  devotion  and  loyalty  precipitated  trials 
without  detailed  and  meticulous  preparation; 
his  anxiety  to  strike  a blow  forced  him  to  hasty 
decisions  and  failures  through  miscalculation. 
He  invented  the  American  torpedo  and  other 
ingenious  submarine  prototypes,  with  which  he 
planned  to  destroy  ships  at  anchor.  He  first 
tried  it  in  New  York  Harbor;  here,  when  the 
time  of  trial  approached,  his  brother  trained 
as  the  operator  became  ill.  Rather  than  delay, 
he  accepted  an  untrained  substitute.  The 
attempt  on  the  British  vessel  the  “Eagle” 
failed  because  of  the  operator’s  inexperience. 
Although  he  got  to  the  ship  he  was  unable 
to  attach  the  torpedo,  and  then  as  he  returned 
undetected  he  became  panicky  and  jettisoned 
the  mine,  only  to  have  it  explode,  causing  con- 
siderable amazement  but  no  actual  damage  to 
the  English  fleet.  Later  at  New  London,  he 
tried  a floating  mine  using  the  tide;  but  it  was 
fouled  by  fishing  lines  and  brought  on  deck 
where  it  exploded,  destroying  the  fishing  trawler. 

In  December,  1777,  he  conceived  the  idea  of 
filling  a number  of  kegs  with  explosives,  so  they 
would  explode  on  contact;  and  he  set  them 
adrift  to  float  down  the  Delaware  River,  so 
they  would  be  aided  by  the  ebb  tide  and  reach 
the  English  shipping  at  anchor  under  cover  of 
night.  Because  of  miscalculation  as  to  distance, 
they  were  set  adrift  too  far  upstream.  As  a 
result  they  didn’t  reach  the  area  where  the 
ships  rode  at  anchor  until  daylight.  Also  they 
were  prevented  by  ice  from  reaching  many  of 
the  vessels,  one  was  blown  out  of  the  water; 
and  the  exploding  kegs  as  they  struck  ice  floes 
caused  considerable  consternation  among  the 
fleet  and  the  army  wintering  in  Philadelphia. 
Manning  the  wharves  and  decks  of  the  men- 
of-war,  the  men  discharged  small  arms  and  can- 
non at  this  invading  armada,  adding  to  the  din 


and  general  apprehension.  Quoting  from  the 
military  journal  of  James  Thacher,  M.D  , 
surgeon  of  the  Continental  Army: 

This  incident  has  received  the  name  of 
“Battle  of  the  Kegs,”  and  furnished  a subject 
for  an  excellent  and  humorous  song,  by  the 
Hon.  Francis  Hopkinson,  which  has  been,  and 
ever  will  be,  celebrated  for  the  brilliancy  of 
its  wit  and  humor. 

The  Battle  of  the  Kegs — A Song 
Tune — Moggy  Lawder 

Gallants,  attend,  and  hear  a friend 
Thrill  forth  harmonious  ditty; 

Strange  things  I’ll  tell,  which  late  befell 
In  Philadelphia  city. 

’Twas  early  day,  as  poets  say. 

Just  when  the  sun  was  rising, 

A soldier  stood  on  log  of  wood. 

And  saw  a sight  surprising. 

As  in  a maze  he  stood  to  gaze. 

The  truth  can’t  be  denied.  Sir, 

He  spied  a score  of  kegs  or  more. 

Come  floating  down  the  tide.  Sir. 

A sailor,  too,  in  jerkin  blue. 

The  strange  appearance  viewing. 

First  damn’d  his  eyes,  in  great  surprise. 

Then  said,  “some  mischief’s  brewing. 
“These  kegs  now  hold  the  rebels  bold, 
“Pack’d  up  like  pickled  herring: 

“And  they’re  come  down,  t’attack  the  town 
“In  this  new  way  of  ferrying.” 

The  soldier  flew;  the  sailor  too: 

And  scar’d  almost  to  death.  Sir, 

Wore  out  their  shoes  to  spread  the  news, 

And  ran  till  out  of  breath.  Sir. 

Now  up  and  down,  throughout  the  town, 
Most  frantic  scenes  were  acted; 

And  some  ran  here,  and  some  ran  there. 

Like  men  almost  distracted. 

Some  fire  cried,  which  some  denied. 

But  said  the  earth  had  quaked; 

And  girls  and  boys,  with  hideous  noise. 

Ran  through  the  town  half  naked. 

Sir  William  he,  snug  as  a flea. 

Lay  all  this  time  a snoring; 

Nor  dreamt  of  harm,  as  he  lay  warm 
In  bed  with  Mrs.  Loring. 

Now  in  a fright,  he  starts  upright, 

Awak’d  by  such  a clatter. 

He  rubs  both  eyes,  and  boldly  cries, 

“For  God’s  sake,  what’s  the  matter?” 

At  his  bedside  he  then  espied 
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Sir  Erskine  at  command,  Sir, 

Upon  one  foot  he  had  one  boot. 

And  t’other  in  his  hand.  Sir. 

“Arise!  arise!”  Sir  Erskine  cries; 

“The  rebels — more’s  the  pity — 
“Without  a boat,  are  all  on  float, 
“And  rang’d  before  the  city. 

“The  motley  crew  in  vessels  new, 
“With  Satan  for  their  guide.  Sir, 
“Pack’d  up  in  bags,  or  wooden  kegs, 
“Come  driving  down  the  tide.  Sir: 
“Therefore  prepare  for  bloody  war; 

“These  kegs  must  all  be  routed, 

“Or  surely  we  despis’d  shall  be, 

“And  British  courage  doubted.” 
The  royal  band  now  ready  stand. 

All  rang’d  in  dread  array.  Sir, 

With  stomachs  stout,  to  see  it  out. 
And  make  a bloody  day.  Sir. 

The  cannons  roar  from  shore  to  shore. 
The  small  arms  make  a rattle: 

Since  wars  began,  I’m  sure  no  man 
E’er  saw  so  strange  a battle. 

The  rebel  vales,  the  rebel  dales. 


With  rebel  trees  surrounded. 

The  distant  woods,  the  hills  and  floods. 

With  rebel  echoes  sounded. 

The  fish  below  swam  to  and  fro. 

Attack’d  from  ev’ry  quarter; 

“Why  sure,”  thought  they,  “the  devil’s  to  pay 
“ ’Mongst  folks  above  the  water.” 

The  kegs,  ’tis  said,  though  strongly  made 
Of  rebel  staves  and  hoops.  Sir, 

Could  not  oppose  their  pow’rful  foes. 

The  conq’ring  British  troops.  Sir. 

From  morn  to  night  these  men  of  might 
Display’d  amazing  courage: 

And  when  the  sun  was  fairly  down. 

Retir’d  to  sup  their  porridge. 

A hundred  men,  with  each  a pen. 

Or  more,  upon  my  word.  Sir, 

It  is  most  true,  would  be  too  few 
Their  valor  to  record.  Sir. 

Such  feats  did  they  perform  that  day. 

Upon  these  wicked  kegs.  Sir, 

That  years  to  come,  if  they  get  home. 

They’ll  make  their  boasts  and  brags.  Sir. 

WRC 


Ophthalmic  disorders,  low 
birth  weight  related 


Cerebral  palsy,  convulsions,  mental  retarda- 
tion, severe  visual  defects,  and  perceptive 
deafness  seem  to  occur  more  often  than  average 
in  children  of  very  low  birth  weight,  according 
to  A.  D.  McDonald,  M.D.,  writing  in  the  March 
31,  1962,  issue  of  the  British  Medical  Journal. 
McDonald  surveyed  1,081  children  aged  six 
to  eight  years  whose  birth  weight  was  not  more 
than  4 pounds  and  found  evidence  of  neurologic 
or  ophthalmic  disorder  in  244,  or  22.6  per  cent. 


Seventy-one  (6.6  per  cent)  had  cerebral 
palsy,  29  (2.7  per  cent)  were  mentally  retarded 
(I.Q.  not  more  than  50),  102  (9.4  per  cent)  had  a 
history  of  one  or  more  convulsions,  24  (2.2  per 
cent)  had  a variety  of  other  neurologic  disorders, 
40  (3.7  per  cent)  had  some  severe  visual  im- 
pairment after  retrolental  fibroplasia  (20  were 
virtually  blind),  15  (1.4  per  cent)  had  other 
severe  visual  defects,  and  19  (1.8  per  cent)  were 
moderately  or  severely  deaf. 

Contrary  to  reports  of  other  investigators,  no 
association  between  cerebral  palsy  and  ret- 
rolental fibroplasia  was  observed.  Of  the 
71  patients  with  cerebral  palsy,  48  (68  per  cent) 
had  spastic  diplegia,  a condition  “known  to  be 
associated  with  very  low  birth  weight.” 
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Trainees  sought  for  field  of  biomedical 
communication 

The  Institute  for  Advancement  of  Medical 
Communication  is  reviewing  candidates  for  its 
program  to  train  workers  for  research  and 
development  in  the  field  of  biomedical  com- 
munication. Applicants  for  traineeships  should 
have  a substantive  educational  background  in 
the  biologic,  physical,  or  sociad  sciences  or 
extensive  experience  with  information  services 
for  scientists  or  physicians.  A Ph.D.  or  M.D. 
degree  and  research  experience  are  desirable 
but  not  essential.  Training  stipends  are 
flexible. 

Inquiries  should  be  addressed  to:  Richard  H. 
Orr,  M.D.,  Director,  Institute  for  Advance- 
ment of  Medical  Communication,  9650  Wis- 
consin Avenue,  Bethesda  14,  Maryland. 

Invitation  to  field  of  health  physics 

The  United  States  Atomic  Energy  Com- 
mission is  inviting  graduate  science  students 
to  enter  the  field  of  health  physics.  Through 
the  Oak  Ridge  Institute  of  Nuclear  Studies — 
a nonprofit  educational  corporation  of  39 
universities  and  colleges,  operating  under 
contract  with  the  Commission — the  A.E.C. 
is  offering  fellowships  that  enable  graduate 
students  to  work  for  their  master’s  and  doctor’s 
degrees  in  this  relatively  new  field  of  research 
and  development. 

Health  physics  is  concerned  with  the  study, 
evaluation,  and  control  of  radiation  hazards. 
It  has  common  interests  with  many  other 
fields  of  specialization  including  physics,  elec- 
tronics, biophysics,  chemistry,  biochemistry, 
biology,  physiology,  genetics,  toxicology,  and 
ecology. 

Complete  information  about  the  program 
may  be  obtained  from:  Health  Physics  Fellow- 
ship OflSce,  Oak  Ridge  Institute  of  Nuclear 
Studies,  P.O.  Box  117,  Oak  Ridge,  Tennessee. 

Narcotic  enforcement  association  changes 
name 

The  National  Narcotic  Enforcement  Officers 
Association,  with  headquarters  at  84  Holland 
Avenue,  Albany,  New  York,  announces  that 
due  to  widespread  international  interest  and 
recognition  it  will  hereafter  operate  under  the 
title  of  the  “International  Narcotic  Enforce- 
ment Officers  Association.’’ 

The  purposes  of  the  association  are  to  foster 
cooperation  among  agencies  concerned  with 
the  enforcement  of  narcotic  laws  and  those 
interested  in  the  treatment  of  narcotic  addicts, 


provide  for  a medium  of  exchange  of  informa- 
tion and  ideas  through  seminars  and  confer- 
ences, and  conduct  research  into  educational 
methods  of  narcotic  control. 

Incorporated  in  New  York  State  three  years 
ago,  the  group  now  has  a membership  of  over 
400  representing  aU  levels  of  government  from 
throughout  the  nation  and  other  countries, 
including  Hawaii,  Puerto  Rico,  Virgin  Islands, 
Philippines,  Canada,  Italy,  Switzerland,  Turkey, 
and  Bagdad. 

Postgraduate  programs  to  be  televised 

For  the  first  time  in  a large  urban  area, 
broadcast  television  is  to  be  employed  in  New 
York  as  a medium  of  continuation  medical 
education  for  practicing  physicians  and  physi- 
cians in  training.  Beginning  January  8,  the 
weekly  Correlated  Clinical  Science  Course 
of  The  New  York  Academy  of  Medicine  wUl 
be  broadcast  over  WNYC-TV,  UHF  Channel 
31,  it  has  been  announced  by  Howard  Reid 
Craig,  M.D.,  director  of  the  Academy,  and 
Seymour  N.  Siegel,  director  of  radio  communica- 
tions of  the  New  York  City  Municipal  Broad- 
casting System. 

The  series  will  make  the  well  known  post- 
graduate course  available  in  their  own  homes 
and  in  hospitals  to  thousands  of  physicians  in 
the  Greater  New  York  Metropolitan  area. 
It  is  estimated  that  more  than  25,000  physicians 
can  be  reached  in  New  York  City,  Nassau, 
Rockland,  and  Westchester  Counties,  and  in 
Northern  New  Jersey,  including  more  than 
17,000  general  practitioners. 

The  course  is  designed  to  provide  a basic 
review  of  selected  aspects  of  the  several  human 
organ  systems,  with  particular  emphasis  on 
their  physiology,  pharmacology,  and  bio- 
chemistry as  related  to  the  understanding  and 
management  of  clinical  illness.  It  will  be 
broadcast  between  9:00  and  10:00  p.m.  on 
Tuesday  evenings  from  January  8 through 
April  30.  The  time  has  been  chosen  to  avoid 
conflict  with  evening  office  hours. 

Radiation  monitoring  kits  distributed 

A total  of  102  radiation  monitoring  kits 
have  been  distributed  by  the  New  York  State 
Department  of  Health  to  local  health  depart- 
ments and  selected  water  plant  operators  to 
check  radioactivity  of  water  supplies  and  the 
environment  following  a nuclear  attack  or 
accident,  according  to  Herman  E.  Hilleboe, 
M.D.,  State  Health  Commissioner. 

Training  courses  in  the  operation  of  the 
monitoring  equipment  are  being  given  by  the 
Health  Department  for  personnel  of  the  local 
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health  units  and  water  plants  to  which  the 
radiation  detection  kits  have  been  issued. 
Training  sessions  have  been  conducted  in 
Albany,  White  Plains,  and  Batavia,  and 
representatives  from  more  than  half  of  the 
local  health  units  have  been  trained.  Addi- 
tional training  sessions  are  scheduled  in  West- 
chester, Albany,  Syracuse,  Rochester,  and 
Buffalo. 

The  selection  of  water  plant  operators  to 
check  the  relative  radioactivity  of  water 
supplies  is  based  on  several  factors,  including 
geographic  location,  size  of  plant,  and  avail- 
ability of  telephone  communication. 

American  Board  of  Obstetrics 
and  Gynecology 

The  next  scheduled  examination  (Part  II), 
oral  and  clinical,  will  be  conducted  for  all 
candidates  at  the  Edgewater  Beach  Hotel, 
Chicago,  Illinois,  by  the  entire  Board,  April  29 
through  May  4.  Formal  notice  of  the  exact 
time  of  each  candidate’s  examination  will  be 
sent  him  in  advance  of  the  examination  dates. 

Candidates  who  have  participated  in  the 
Part  I examination  will  be  notified  of  their 
eligibility  for  the  Part  II  examination  as  soon 
as  possible. 

Current  Bulletins  of  the  American  Board  of 
Obstetrics  and  Gynecology  outlining  the  re- 
quirements for  application  may  be  obtained  by 
writing  to  the  secretary,  Robert  L.  Faulkner, 
M.D.,  2105  Adelbert  Road,  Cleveland  6, 

Ohio. 

Summer  school  of  alcohol  studies 

The  1963  summer  school  of  alcohol  studies 
will  be  held  June  30  through  July  25  for  physi- 
cians, nurses,  social  workers,  psychologists, 
educators,  clergy,  public  health  personnel, 
administrators,  and  board  members  of  in- 
stitutional and  community  programs.  En- 
rollment is  limited  to  250  students. 

For  information  and  prospectus  write:  Direc- 
tor, Summer  School  of  Alcohol  Studies,  Rutgers 
— The  State  University,  35  College  Avenue, 
New  Brunswick,  New  Jersey. 

Clinical  center  opened 

The  Mount  Sinai  Hospital,  New  York  City, 
formally  opened  its  new  Esther  and  Joseph 
Klingenstein  Clinical  Center  in  ceremonies 
held  November  14,  1962.  The  nine-story, 
$15,000,000  facility  houses  an  Institute  of 
Psychiatry  and  a medical  pavilion. 

The  Institute  of  Psychiatry,  occupying  five 
floors  of  the  Center,  will  contain  13  beds  and 
a comprehensive  network  of  specialized  divi- 
sions and  clinics.  It  is  the  largest  psychiatric 
facility  in  any  voluntary,  general  hospital 
in  the  country,  with  the  largest  voluntary  staff 
of  any  general  hospital  in  the  world. 

Special  areas  of  the  Institute  will  include 
a 15-bed  unit  for  children;  an  after-care  clinic 


for  follow-up  and  continued  treatment  of  for 
mer  inpatients;  an  emergency  twenty-four  hour 
clinic;  a low-cost  consultation  clinic  for  pa- 
tients referred  by  outside  physicians;  and  a 
20-bed  day  and  night  center  for  patients  who 
receive  daytime  treatment,  returning  home  at 
night,  or  receive  treatment  at  night  and  spend 
the  day  at  home  or  business. 

Four  floors  of  the  Center  will  accommodate  the 
hospital’s  ward  and  semiprivate  medical  pa- 
tients. Completely  replacing  the  old  multibed 
wards,  this  area  will  be  made  up  of  single-bed, 
two-bed  and  four-bed  units,  with  a capacity  of 
332  patients. 

Main  speaker  at  the  ceremonies,  which  also 
marked  the  hospital’s  110th  anniversary,  was 
Herman  E.  Hilleboe,  M.D.,  New  York  State 
Commissioner  of  Health. 

New  booklets  available 

Two  new  booklets,  “What  You  Should 
Know  About  Syphilis’’  and  “What  You  Should 
Know  About  Gonorrhea,’’  have  been  prepared 
by  the  New  York  State  Department  of  Health 
and  are  available  without  cost  to  residents  of 
New  York  State. 

The  booklets  explain  the  nature  of  syphilis 
and  gonorrhea,  the  manner  in  which  they  are 
spread,  their  symptoms,  and  what  should  be 
done  if  the  symptoms  exist.  The  booklets  are 
in  color  and  are  written  in  an  easily  understood 
style. 

Copies  of  either  or  both  booklets  are  avail- 
able from  the  Office  of  Public  Health  Educa- 
tion, New  York  State  Department  of  Health, 
84  Holland  Avenue,  Albany  8,  New  York. 
Copies  are  also  available  from  county,  city, 
and  district  health  offices. 

Multiple  sclerosis  pamphlet 

An  explanation  of  multiple  sclerosis,  a 
summary  of  where  research  is  headed,  and  a 
description  of  what  kind  of  care  is  provided 
are  offered  in  the  new  Public  Affairs  pamphlet, 
“Multiple  Sclerosis — New  Hope  in  an  Old 
Mystery,”  by  Jules  Saltman.  The  pamphlet 
sells  for  25  cents  a copy  and  is  available  from 
the  Public  Affairs  Committee,  22  East  38th 
Street,  New  York  16,  New  York. 

Personalities 

Awarded.  Edmund  Prince  Fowler,  M.D., 
New  York  City,  the  National  Distinguished 
Service  Award  by  the  American  Hearing 
Society  for  “a  lifetime  of  dedicated  service  to 
his  fellow  man  . . . and  for  his  continuous  con- 
tributions in  the  areas  of  otologic  research  and 
public  education  . . . John  H.  Garlock,  M.D., 
New  York  City,  the  Townsend  Harris  Medal 
by  the  College  of  the  City  of  New  York  for 
“distinguished  postgraduate  achievements.” 

Speakers.  Gotthard  Booth,  M.D.,  New  York 
City,  on  November  19  at  a special  conference 
on  psychological  research  sponsored  by  the 
Lutheran  Church  in  America’s  Board  of  Theo- 
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logical  Education ...  A.  David  Gurewitsch, 
M.D.,  New  York  City,  before  the  women’s 
division  of  the  Federation  of  Jewish  Philan- 
thropies on  November  20  . . . Charles  E.  Koss- 
man,  M.D..,  president  of  the  New  York  Heart 
Association,  before  the  Manhattan  Women’s 
Division  of  the  New  York  Heart  Association  on 
November  28  . . . James  H.  Sterner,  M.D., 
Rochester,  on  December  10  in  Washington, 
D.  C.,  at  a national  conference  on  air  pollution 
on  the  subject  “Air  Pollution,  Morbidity  and 
Mortality.’’ 


Elected.  Edward  Cudgel,  M.D.,  Tonawanda, 
president;  John  Crissey,  M.D.,  Buffalo,  vice- 
president;  and  Hans  F.  Kipping,  M.D., 
Snyder,  secretary-treasurer  of  the  Buffalo- 
Rochester  Dermatological  Society  . . . Milton 
J.  Matzner,  M.D.,  Brooklyn,  vice-president; 
William  C.  Jacobson,  M.D.,  New  York  City, 
treasurer;  Libby  Pulsifer,  M.D.,  Rochester, 
trustee;  David  A.  Dreiling,  M.D.,  New  York 
City,  re-elected  trustee;  and  John  W.  Colgan, 
M.D.,  Rochester,  a governor  of  the  American 
College  of  Gastroenterology. 


Medical  Meetings 


Occupational  medicine 

The  Section  of  Occupational  Medicine  of  the 
New  York  Academy  of  Medicine,  in  a joint 
meeting  with  The  New  York  State  Society  of 
Industrial  Medicine,  Inc.,  will  present  a program 
on  January  23  at  5:00  p.m.  at  the  New  York 
Academy  of  Medicine,  2 East  103rd  Street, 
New  York  29,  New  York. 

Further  information  may  be  obtained  from 
the  Society  at  30  Rockefeller  Plaza,  Room  2400, 
New  York  20,  New  York. 

Association  for  the  Advancement  of 
Psychoanalysis 

The  Association  for  the  Advancement  of 
Psychoanalysis  will  present  a discussion  of 
“The  Meaning  of  Homosexual  Trends  in 
Therapy’’  by  a panel  of  psychiatrists  and 
psychoanalysts  on  January  23  at  8:30  p.m.  at 
the  Academy  of  Medicine,  Fifth  Avenue  and 
103rd  Street,  New  York  City. 

The  dynamics  of  the  subject  matter  will  be 
discussed  from  the  viewpoint  that  homosexual 
trends  are  symptomatic  of  underlying  neurotic 
personality  difficulties. 


Members  of  the  panel  include  Irving  Bieber, 
M.D.,  Associate  Professor  of  Psychiatry,  New 
York  Medical  College,  New  York  City;  Harry 
Gershman,  M.D.,  Assistant  Visiting  Attending, 
Psychiatric  Service,  Bellevue  Hospital,  New 
York  City;  Lionel  Ovesey,  M.D.,  Associate 
Professor  of  Psychiatry,  Columbia  University, 
New  York  City;  and  Frederick  A.  Weiss, 
M.D.,  former  president  of  the  Association  for 
the  Advancement  of  Psychoanalysis. 

American  Group  Psychotherapy 
Association,  Inc. 

The  American  Group  Psychotherapy  Associa- 
tion, Inc.,  will  hold  its  seventh  annual  institute 
on  January  23  and  24  and  its  twentieth  annual 
conference  on  January  24  through  26  at  the 
Mayflower  Hotel,  Connecticut  Avenue  at 
DeSales,  Washington  6,  D.C. 

Theme  of  the  institute  will  be  “The  Influence 
of  the  Setting  on  the  Dynamics  and  Techniques 
of  Group  Psychotherapy,”  and  the  theme  of  the 
conference  will  be  “Group  Therapy  in  Action 
for  Mental  Health.” 

Further  information  or  applications  for 
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membership  may  be  had  by  writing  to  the 
American  Group  Psychotherapy  Association, 
Room  516,  1790  Broadway,  New  York  19, 
New  York. 

Pan  American  Medical  Association 

The  38th  anniversary  congress  of  the  Pan 
American  Medical  Association  will  be  held  on  a 
fourteen-day  cruise  aboard  the  SS  Independence, 
departing  from  New  York  on  Tuesday,  February 
26  and  returning  Tuesday,  March  12.  Techni- 
cal exhibits  will  be  displayed. 

Ports  to  be  visited  include  St.  Thomas, 
Virgin  Islands;  Fort  de  France,  Martinique; 
Curacao,  Netherland  West  Indies;  and  King- 
ston, Jamaica.  Thos.  Cook  & Son  is  the 
official  travel  agent  for  this  Congress  and  has 
planned  interesting  side  trips.  Entertainment 
and  special  events  have  been  arranged. 

Those  wishing  to  take  part,  either  as  an 
attending  member  or  to  read  a paper  in  the 
scientific  program,  contact  the  Pan  American 
Medical  Association,  Inc.,  745  Fifth  Avenue, 
New  York  22,  New  York. 

A.M.A.  medicolegal  conference 

The  American  Medical  Association  will  hold  a 
medicolegal  symposium  at  the  Americana 
Hotel  in  Miami  Beach,  Florida,  March  8 and  9. 
Both  physicians  and  lawyers  are  invited  to 
attend. 

The  meeting  is  sponsored  by  the  American 
Medical  Association’s  Legal  and  Socio-Economic 
Division.  Among  the  features  of  the  meeting 
will  be  three  mock  trials  based  on  medicolegal 
cases. 

The  main  topics  for  discussion  will  be: 
“Medicolegal  Aspects  of  Encephalography,” 
“Medicolegal  Implications  of  Hypnosis,”  and 
“Medicolegal  Aspects  of  Cancer  and  Cigaret 
Smoking.” 

For  information  write  to:  C.  Joseph  Stetler, 
Director,  Legal  and  Socio-Economic  Division, 
American  Medical  Association,  535  North 
Dearborn  Street,  Chicago  10,  Illinois. 


Gill  Memorial  Eye,  Ear  and 
Throat  Hospital 

The  GiU  Memorial  Eye,  Ear  and  Throat 
Hospital  will  hold  its  thirty-sixth  annual  spring 
congress  in  ophthalmology  and  otolaryngology, 
April  1 through  5.  Guest  of  honor  wfil  be  Dr. 
Rudolf  Witmer,  director  of  the  famous  Zurich, 
Switzerland,  clinic. 

For  further  information  write  to:  Super- 

intendent, Gill  Memorial  Eye,  Ear  and  Throat 
Hospital,  P.O.  Box  1789,  Roanoke,  Virginia. 

American  Association  for  the  Study  of 
Headache 

The  American  Association  for  the  Study  of 
Headache  will  meet  at  the  Claridge  Hotel, 
Atlantic  City,  New  Jersey,  on  June  15. 

Further  information  may  be  obtained  from 
the  chairman,  Leonard  L.  Lovshin,  M.D., 
2020  East  93rd  Street,  Cleveland  6,  Ohio. 

Ophthalmology  and  otolaryngology 

The  section  of  ophthalmology  and  otolaryn- 
gology of  the  Southern  Medical  Association 
wiU  hold  its  next  meeting  in  New  Orleans, 
Louisiana,  November  18  through  21. 

Papers  will  be  accepted  for  consideration 
until  May  15.  A title  and  brief  abstract  of  75 
words  or  less  should  be  sent  to  the  secretary, 
Albert  C.  Esposito,  M.D.,  1212  First  National 
Bank  Building,  Huntington,  West  Virginia. 

Central  American  conference 

The  tenth  Central  American  Medical  Con- 
gress will  be  held  in  San  Salvador,  El  Salvador, 
Central  America,  December  4 through  8.  The 
fourth  Latin  American  Congress  of  Pathologic 
Anatomy  will  be  held  December  1 through  6. 

Further  information  may  be  obtained  from 
the  Colegio  Medico  de  El  Salvador,  25A  Calle 
Poniente  10-25,  San  Salvador,  El  Salvador, 
Central  America. 
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Necrology 


Ralph  L.  Barrett,  M.D.,  of  New  York  City, 
died  on  November  12,  1962,  at  the  age  of 
seventy.  Dr.  Barrett  graduated  in  1919  from 
the  University  of  Pennsylvania  School  of 
Medicine.  He  was  a consulting  gynecologist 
and  obstetrician  at  St.  Luke’s  Woman’s  Hospital 
Division,  Sydenham,  Grand  Central,  and  St. 
Luke’s  (Newburgh)  Hospitals.  For  twenty- 
five  years  he  was  chairman  of  the  New  York 
County  Medical  Society  committee  on  maternal 
mortality,  was  a former  president  of  the  New 
York  Obstetrical  Society,  and  chairman  of  the 
maternal  welfare  committee  of  the  New  York 
Academy  of  Medicine.  Dr.  Barrett  was  a 
Diplomats  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists, 
and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  Obstetrical  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

David  Wiltsie  Beard,  M.D.,  of  Cobleskill, 
died  on  October  29,  1962,  at  the  age  of  sixty- 
one.  Dr.  Beard  graduated  in  1914  from  Albany 
Medical  College.  An  honorary  member  of  the 
medical  staff  of  Community  Hospital  of  Scho- 
harie County,  he  had  served  as  health  officer 
for  the  towns  of  Cobleskill  and  Seward  until 
the  Schoharie  County  Health  Department  was 
organized  and  had  served  also  as  school  phy- 
sician. Dr.  Beard  was  a member  of  the 
Schoharie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Fenwick  Beekman,  M.D.,  of  New  York 
City,  died  on  November  17,  1962,  at  the  age  of 
eighty.  Dr.  Beekman  graduated  in  1907  from 
the  University  of  Pennsylvania  School  of 
Medicine.  He  was  a consulting  surgeon  at 
Lincoln  Hospital,  Community  Hospital  at 
Glen  Cove,  Bellevue  Hospital,  and  Hospital 
for  Special  Surgery,  and  consultant  in  pediatric 
surgery  at  Midtown  Hospital.  Retired,  he  was 
a founding  member  of  the  American  Board  of 
Surgery  of  which  he  was  a Diplomate,  a found- 
ing member  and  a Diplomate  of  the  American 
Board  of  Plastic  Surgery,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the 
American  Association  of  Plastic  Surgeons,  the 
New  York  Academy  of  Medicine,  the  New  York 
Surgical  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 


Leslie  Brown,  M.D.,  of  New  York  City, 
died  on  November  16,  1962,  at  the  age  of 
seventy-four.  Dr.  Brown  graduated  in  1912 
from  New  York  University  and  Bellevue 
Hospital  Medical  School.  He  had  been  civilian 
medical  officer  at  the  New  York  Naval  Shipyard 
in  Brooklyn  and  an  assistant  medical  director 
of  the  Equitable  Life  Assurance  Society.  Dr. 
Brown  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Phebe  Lott  Du  Bois,  M.D.,  of  New  York 
City,  who  had  been  missing  since  October  10, 
1962,  was  found  dead  on  November  12,  1962, 
near  Boonton  Reservoir,  Morris  County,  New 
Jersey.  Dr.  Du  Bois  was  seventy-nine.  Re- 
tired, she  graduated  in  1908  from  Cornell 
University  Medical  College.  Dr.  Du  Bois 
was  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Milton  S.  Fine,  M.D,,  of  New  York  City, 
died  on  November  13,  1962,  at  the  age  of 
seventy.  Dr.  Fine  graduated  in  1916  from 
Long  Island  College  Hospital  Medical  School. 
He  was  a member  of  the  American  Academy 
of  General  Practice,  the  American  Geriatrics 
Society,  the  American  Urological  Association, 
the  New  York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New  York. 

Irene  Gates,  M.D.,  of  Mount  Kisco,  died 
on  November  12,  1962,  at  the  age  of  sixty-one. 
Dr.  Gates  graduated  in  1927  from  Woman’s 
Medical  College  of  Pennsylvania.  She  was  an 
active  worker  for  the  Moral  Rearmament 
movement  and  a member  of  the  American 
Medical  Women’s  Association. 

Abraham  Jason  Ginsberg,  M.D.,  of  New 
York  City,  died  on  November  13,  1962,  at  the 
age  of  seventy-three.  Retired,  Dr.  Ginsberg 
graduated  in  1920  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Jacob  Norton  Levenson,  M.D,,  of  Brooklyn, 
died  on  July  20,  1962,  at  the  age  of  fifty-six. 
Dr.  Levenson  received  his  medical  degree 
from  the  University  of  Bern  in  1938.  He  was 
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an  assistant  attending  physician  at  Coney 
Island  Hospital.  Dr.  Levenson  was  a member 
of  the  Medical  Society  of  the  County  of  Kings 
and  the  Medical  Society  of  the  State  of  New 
York. 


John  Joseph  Masterson,  M.D.,  of  Brooklyn, 
died  on  November  19,  1962,  at  the  age  of 
eighty-one.  Dr.  Masterson  graduated  in  1908 
from  Long  Island  College  Hospital  Medical 
School.  He  was  a consulting  roentgenologist 
at  Lutheran  Medical  Center  and  Victory  Me- 
morial Hospital.  In  1951  he  was  named  Catholic 
Physician  of  the  Year  by  the  National  Federa- 
tion of  Catholic  Physicians  Guilds  and  at  his 
death  was  returning  from  a dinner  at  which 
he  had  received  a certificate  in  recognition  of  his 
service  as  a former  president  of  the  New  York 
Roentgen  Ray  Society.  He  was  a past-presi- 
dent of  the  National  Federation  of  Catholic 
Physicians,  the  Medical  Society  of  the  County 
of  Kings,  the  Bay  Ridge  Medical  Society,  the 
Brooklyn  Academy  of  Medicine,  the  Medical 
Society  of  the  State  of  New  York,  and  since 
1935  had  been  a member  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State 
of  New  York  and  the  American  Medical  As- 
sociation. For  many  years  he  was  chairman  of 
the  Publication  Committee  of  the  Medical 
Society  of  the  State  of  New  York,  publishers 
of  the  New  York  State  Journal  of  Medicine. 
Dr.  Masterson  was  a Diplomats  of  the  American 
Board  of  Radiology  (Roentgenology),  a Fellow 
of  the  American  College  of  Radiology,  and  a 
member  of  the  Pan-American  Medical  Society, 
the  Radiological  Society  of  North  America, 
Inc.,  the  New  York  Roentgen  Society,  the 
Brooklyn  Radiological  Society,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Rudolf  M.  Paltauf,  M.D.,  of  New  York 
City,  died  on  November  11,  1962,  at  the  age  of 
fifty-six.  Dr.  Paltauf  received  his  medical 
degree  from  the  University  of  Vienna  in  1932. 
He  was  an  attending  pathologist  at  Lenox 
Hill  Hospital  and  director  of  laboratories  and  a 
consulting  pathologist  at  the  New  York  Found- 
ling Hospital.  Dr.  Paltauf  was  a Diplomats  of 
the  American  Board  of  Pathology  (Pathologic 
Anatomy),  a Fellow  of  the  College  of  American 
Pathologists,  and  a member  of  the  International 
Academy  of  Pathology,  the  American  Society 
of  Clinical  Pathologists,  the  Society  of  Medical 
Jurisprudence  of  New  York  City,  the  New  York 
Academy  of  Medicine,  the  New  York  State 
Society  of  Pathologists,  the  New  York  Path- 
ological Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Frederick  John  Pfisterer,  M.D.,  of  Dunkirk, 
died  on  October  2,  1962,  at  the  age  of  seventy- 
four.  Dr.  Pfisterer  graduated  in  1913  from  the 


University  of  Buffalo  School  of  Medicine.  A 
former  treasurer  of  the  Chautauqua  County 
Medical  Society,  he  was  a member  also  of  the 
Medical  Society  of  the  State  of  New  York. 

Silik  H.  Polayes,  M.D.,  of  Brooklyn,  died 
on  August  25,  1962,  at  the  age  of  sixty-three. 
Dr.  Polayes  graduated  in  1924  from  Yale 
University  School  of  Medicine.  He  was  hema- 
tologist and  director  of  pathology  at  Prospect 
Heights  and  Cumberland  Hospitals,  a consulting 
pathologist  at  Veterans  Administration  Hos- 
pital, a consulting  hematologist  at  Manhasset 
Medical  Center  Hospital,  and  consulting  hema- 
tologist and  pathologist  at  Kings  Highway 
Hospital.  He  was  the  first  to  perform  ex- 
change blood  transfusions  which  led  to  the 
discovery  of  the  RH  factor.  Dr.  Polayes  was  a 
Diploma te  of  the  American  Board  of  Pathology, 
a Fellow  of  the  College  of  American  Pathologists, 
a Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  American  Association  of 
Pathologists  and  Bacteriologists,  the  American 
Society  of  Clinical  Pathologists,  the  Inter- 
national Society  of  Hematology,  the  New  York 
State  Society  of  Pathologists,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Carl  Rausch,  M.D.,  of  Albany, 
died  on  October  24,  1962,  at  the  age  of  seventy- 
one.  Dr.  Rausch  graduated  in  1913  from 
Albany  Medical  College.  He  was  a member 
of  the  Academy  of  General  Practice,  the  New 
York  Society  of  Industrial  Medicine,  the  Albany 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  B.  Rearden,  M.D.,  of  New  York  City 
and  the  Bronx,  died  on  November  12,  1962, 
at  the  age  of  sixty.  Dr.  Rearden  graduated  in 
1928  from  McGill  University  Faculty  of  Medi- 
cine. He  was  an  assisting  attending  obste- 
trician and  gynecologist  at  Presbyterian  Hos- 
pital, an  associate-in-obstetrics  and  gynecology 
at  Lenox  Hill  Hospital,  and  a consulting  ob- 
stetrician and  gynecologist  at  Phelps  Memorial 
Association,  North  Tarrytown.  Dr.  Rearden 
was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecol- 
ogists, and  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Rudolf  A.  Stern,  M.D.,  of  New  York  City, 
died  on  November  9,  1962,  at  the  age  of  sixty- 
seven.  Dr.  Stern  received  his  medical  degree 
from  the  University  of  Breslau  in  1921.  He 
was  an  associate  attending  physician  at  Metro- 
politan Hospital.  Dr.  Stern  was  a member  of 
the  New  York  Academy  of  Medicine,  the  New 
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York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Vejvoda,  M.D.,  of  New  York  City, 
died  on  November  21,  1962,  at  the  age  of  sixty- 
seven.  Dr.  Vejvoda  graduated  in  1916  from 
New  York  University  and  Bellevue  Hospital 
Medical  School.  He  was  an  attending  surgeon 
at  Morrisania  Hospital  and  a consulting  surgeon 
at  St.  Francis  Hospital.  Dr.  Vejvoda  was  a 
Fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

William  Crawford  White,  M.D.,  of  New 
York  City,  died  on  November  22,  1962,  at  the 
age  of  seventy-six.  Dr.  White  graduated  in 
1912  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting 
surgeon  at  Roosevelt,  St.  Luke’s,  Lincoln,  and 
Vassar  Brothers  (Poughkeepsie)  Hospitals  and 


Catastrophic 
accidents  increase 


Catastrophic  accidents — those  in  which  five 
or  more  persons  were  killed — took  nearly  650 
lives  in  the  continental  United  States  during 
the  first  half  of  1962,  it  is  reported  by  statis- 
ticians of  Metropolitan  Life  Insurance  Com- 
pany. 

The  toll  for  1962  was  somewhat  higher  than 
that  of  the  first  six  months  of  1961,  but  was 
well  below  that  of  the  corresponding  period  of 
most  other  recent  years. 

During  the  first  half  of  1962,  there  were  three 
catastrophes — two  of  them  involving  scheduled 
airliners — which  killed  more  than  25  persons. 


an  honorary  surgeon  at  Tuxedo  Memorial 
Hospitel.  Retired  in  1960,  he  had  served  as  a 
clinical  professor  of  surgery  at  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  from 
1942  to  1952.  A founder  of  the  American 
Board  of  Surgery,  of  which  he  was  a Diploma te. 
Dr.  White  was  also  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Ameri- 
can Surgical  Association,  the  New  York  Surgical 
Society  and  former  president,  the  New  York 
Cancer  Society,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical 
Society  (of  which  he  was  a former  president), 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

James  Stanley  Woolley,  M.D.,  of  Middle- 
town,  died  on  November  14,  1962,  at  the  age 
of  eighty-three.  Dr.  Woolley  graduated  in 
1906  from  Denver  and  Gross  College  of  Medi- 
cine. Retired,  he  was  a member  of  the  Ameri- 
can Thoracic  Society,  the  Sullivan  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


On  March  1,  a plane  taking  off  from  Idlewild 
International  Airport  in  New  York  City  crashed 
into  Jamaica  Bay,  killing  95  persons;  this  was 
the  nation’s  heaviest  loss  of  life  in  an  accident 
involving  a single  commercial  airplane.  An- 
other scheduled  plane  exploded  and  crashed 
north  of  Unionville,  Missouri,  on  May  22,  taking 
45  lives.  The  third  major  catastrophe  of  the 
period  was  the  result  of  a storm  which  battered 
the  Atlantic  Coast  states  in  early  March,  causing 
about  35  deaths. 

Natural  catastrophes  accounted  for  a little 
higher  death  toll  in  the  first  half  of  1962  as 
compared  with  1961.  There  was  little  change 
in  the  number  of  fatalities  in  motor  vehicle  ac- 
cidents, while  the  record  for  catastrophic  fires  in 
dwellings  and  apartments  showed  some  improve- 
ment. Accidents  involving  military  aircraft 
also  took  fewer  lives. 
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Abstracts 


Jolliffe,  N.,  Baumgartner,  L.,  Rinzler,  S.  H., 
Archer,  M.,  Stephenson,  J.  H.,  and  Chris- 
takis,  G.  J.:  The  Anticoronary  Club;  the 

first  four  years,  New  York  State  J.  Med. 
63:  69  (Jan.  1)  1963. 

A study  of  the  primary  prevention  of  coronary 
heart  disease  by  dietary  means  was  undertaken. 
The  Prudent  Diet,  which  lowers  the  serum 
cholesterol  significantly  regardless  of  the  initial 
level,  was  shown  to  be  acceptable  to  the  study 
subjects.  By  the  fourth  year  of  the  study  989 
men  aged  twenty  to  fifty-nine  years  had  been 
processed,  of  whom  525  had  followed  the  diet 
for  more  than  one  year.  Of  the  latter  group 
432  were  normal  subjects,  and  95  had  coronary 
heart  disease.  A much  greater  proportion  of 
the  drop-outs  were  obese  than  those  who  re- 
mained active  in  the  study,  but  the  presence 
of  hypertension  or  hypercholesterolemia  had  no 
discernible  effect  on  the  drop-out  rate.  In 
the  men  aged  forty  to  fifty-nine  years  with  no 
coronary  heart  disease  on  entrance  to  the  study, 
3 acute  myocardial  infarctions  and  2 sudden 
deaths  occurred.  There  were  18  recurrent 
cardiac  events  in  the  forty-  to  fifty-nine-year- 
old  patients  who  entered  the  study  with  known 
coronary  heart  disease;  7 were  fatal,  and  11 
sustained  acute  myocardial  infarcts  from  which 
they  recovered.  Comparisons  with  the  Fra- 
mingham experience  suggest  that  the  hypothesis 
that  diet  may  be  influential  in  controlling  the 
frequency  of  coronary  heart  disease  is  worth 
pursuing  definitively. 

Albanese,  A.  A.,  Lorenze,  E.  J.,  and  Orto, 
L.  A.:  Nutritional  and  metabolic  effects 

of  some  newer  steroids.  II.  4-OH  MT,  New 
York  State  J.  Med.  63:  80  (Jan.  1)  1963. 

Metabolic  studies  were  undertaken  with 
4-OH  MT  (4-hydroxy-17a-methyltestosterone) 
in  12  patients,  aged  twenty-one  to  eighty  years, 
suffering  from  mobility-limiting  episodes.  This 
agent  was  shown  to  have  a clinically  useful  ana- 
bolic activity,  as  measured  by  the  SPAI  (steroid 
protein  activity  index),  at  a dose  of  30  mg.  per 
day.  The  administration  of  the  steroid  was  not 
associated  with:  untoward  effects  on  the  potas- 
sium, sodium,  and  chloride  balance  of  the  blood; 
any  changes  in  liver  function  as  measured  by 
the  thymol  turbidity  and  bilirubin  tests;  or 
any  clinically  or  biochemically  detectable 
adverse  effects. 

Weiss,  R.  M,:  Anterior  removal  of  cervical 

intervertebral  disk  with  interbody  fusion.  New 
York  State  J.  Med.  63:  86  (Jan.  1)  1963. 

The  Cloward  anterior  removal  of  the  cervical 


intervertebral  disk  with  interbody  fusion  was 
performed  in  13  cases:  4 osteophytes,  3 herni- 
ated cervical  intervertebral  disks,  and  2 de- 
generated cervical  intervertebral  disks  were 
removed;  2 fractures  of  the  cervical  spine  were 
stabilized;  and  2 fracture-dislocations  of  the 
cervical  spine  were  reduced  and  fused.  Neck 
and  arm  pain  was  relieved  completely  in  7 
patients  and  improved  markedly  in  2.  A pro- 
gressive neurologic  deficit  was  arrested  in  1 
patient  with  cervical  spondylosis  at  a single 
level.  One  patient  with  quadriplegia  as  a 
result  of  a fracture-dislocation  had  no  significant 
improvement  after  operation. 

Saland,  G.,  and  Seley,  G.  P.:  Lung  cancer 

in  New  York  City  firemen.  New  York  State 
J.  Med.  63:  92  (Jan.  1)  1963. 

A study  of  637  deaths  among  New  York 
City  firemen  showed  that  4.2  per  cent  died 
of  carcinoma  of  the  lung,  which  is  comparable 
to  the  average  for  the  general  population.  The 
incidence  was  not  related  to  exposure  to  noxious 
fumes  and  fire-fighting  hazards,  but  there  was  a 
definite  correlation  with  cigaret  smoking:  0.8 
per  cent  of  the  noncigaret  smokers  died  of 
carcinoma  of  the  lung  as  compared  with  6.5 
per  cent  of  the  cigaret  smokers. 

Pickren,  J.  W.:  Cancer  often  strikes  twice. 

New  York  State  J.  Med.  63:  95  (Jan.  1)  1963. 

In  2,094  consecutive  autopsies  performed 
on  patients  who  had  cancer  sometime  during 
life,  11  per  cent  had  multiple  malignant  tumors; 
if  occult  carcinomas  were  excluded,  the  in- 
cidence was  7.7  per  cent.  Sixty-three  per  cent 
of  the  multiple  tumors  occurred  in  males  and 
37  per  cent  in  females;  if  occult  carcinomas 
are  excluded  the  corresponding  figures  are  59 
per  cent  and  41  per  cent.  When  occult  car- 
cinomas are  excluded,  38  per  cent  of  the  patients 
had  sjmchronous  tumors  (defined  as  those  in 
which  the  interval  of  time  between  their  di- 
agnoses was  less  than  one  year);  the  second 
tumor  was  the  most  common  cause  of  death; 
and  most  of  the  cancers  were  diagnosed  before 
death,  although  26  per  cent  of  the  patients 
had  a second  cancer  that  was  not  diagnosed 
clinically. 

Poushter,  D.  L.:  Facial  pain.  New  York 

State  J.  Med.  63:  100  (Jan.  1)  1963. 

Facial  pain  in  patients  who  do  not  have  an 
acute  empyema  of  one  of  the  paranasal  sinuses 
or  any  other  obvious  cause  of  their  pain  has 
two  aspects,  physiologic  and  psychologic. 
Drugs  which  may  be  used  include  those  which 
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make  the  nerve  endings  less  sensitive;  salicyl- 
ates and  cortisone  acetate  to  decrease  inflamma- 
tion with  swelling;  muscle  relaxants;  local 
anesthetics  to  block  nerve  pathways;  and 
narcotic  drugs  to  decrease  or  abolish  the  central 
response  to  pain.  The  personal  influence 
of  the  physician  is  most  important  in  the 
effectiveness  of  the  drugs. 


Prigot,  A.,  Medine,  A.,  and  Brown,  C.  D.: 

New  iodophor  for  topical  antisepsis,  New  York 
State  J.  Med.  63:  110  (Jan.  1)  1963. 

In  animal  studies  with  nonylphenoxypoly- 
oxyethylene  ethanol-iodine  complex,  there  was 


Approved  medical  schools 
now  number  87 


Two  medical  schools  were  added  to  the  list  of 
accredited  institutions  during  the  past  year, 
bringing  the  total  to  87,  the  annual  report  on 
medical  education  of  the  American  Medical 
Association  shows. 

The  new  additions  are  the  University  of 
Kentucky  College  of  Medicine,  Lexington,  and 
the  CEdifornia  College  of  Medicine,  Los  Angeles, 
formerly  the  College  of  Osteopathic  Physicians 
and  Surgeons.  Approval  is  granted  by  the 
A.M.A.  and  the  Association  of  American 
Medical  Colleges.  There  are  now  no  unap- 
proved medical  schools  in  the  nation.  The 
1961-62  report,  prepared  by  the  A.M.A. 
Council  on  Medical  Education  and  Hospitals, 


no  interference  with  healing,  and  the  iodophor 
prevented  infection  in  experimental  lesions 
contaminated  with  hemolytic  Staphylococcus 
aureus  coagulase-positive.  A high  germicidal 
value  was  indicated  by  the  use  test  and  con- 
firmed by  skin  cultures  made  before  and  after 
application  of  the  antiseptic  in  100  patients. 
In  250  cases  of  contaminated  open  wounds, 
no  pain  on  application  was  reported  by  the 
patients,  no  infection  developed,  and  healing 
was  prompt.  In  128  major  operations  in  which 
the  iodophor  was  used  for  presinrgical  preparation 
of  the  skin,  all  wounds,  with  one  exception, 
healed  per  primam.  In  10  cases  of  grossly 
infected  lacerations  the  iodophor  suppressed 
but  did  not  eliminate  the  bacteria. 


said  that  10  or  12  new  medical  schools  are  cur- 
rently being  plaimed. 

Reporting  on  the  number  of  apphcants  to 
mediced  schools,  the  council  said  a decline  was 
recorded  for  the  fifth  straight  year.  “The 
decrease  amounted,  however,  to  only  16 
students,  hardly  a significant  number,  and  it 
now  seems  probable  that  the  formerly  pro- 
gressive decline  has  been  checked,”  it  said. 
“Based  upon  estimates  of  applications  for  the 
1962-63  class  and  increased  enrollments  in 
undergraduate  colleges,  the  expectation  is  that 
the  number  of  applicants  will  be  shown  to  have 
increased  for  1962-63  and  will  continue  to  in- 
crease for  several  years.” 

The  total  number  of  students  enrolled  in  medi- 
cal schools  for  1961-62  was  31,078,  which 
represents  an  increase  of  790  students  over  the 
previous  year,  largest  increase  for  any  one  year 
since  1951,  the  report  showed.  Approval  of  the 
California  College  of  Medicine  accounted  for 
355  of  the  790  additional  students. 
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Abstracts  in  Interlingua 


JollifTe,  N.,  Baumgartner,  L.,  Rinzler, 
S.  H.,  Archer,  M.,  Stephenson,  J.  H.,  e 
Christakis,  G.  J.:  Le  Club  Anti  Morbo 

Coronari;  le  prime  quatro  annos  (anglese). 
New  York  State  J.  Med.  63:  69  (1  de  januario) 
1963. 

Esseva  interprendite  un  studio  in  re  le 
prevention  primari  de  morbo  coronari  per 
medios  dietari.  Esseva  trovate  que  le  “Dieta 
Prudente,”  que  reduce  le  nivellos  de  cholesterol 
serai  significativemente  (sin  reguarda  al  nivello 
initial),  esseva  acceptabUe  pro  le  subjectos 
del  studio.  Quando  le  studio  esseva  in  pro- 
gresso  depost  quatro  annos,  989  homines  de 
etates  de  inter  vinti  e cinquanta-novem  annos 
habeva  essite  includite  in  su  casuistica.  In 
525  del  casos,  le  dieta  habeva  essite  observate 
durante  periodos  de  plus  que  un  anno.  In  le 
gruppo  de  525  casos  justo  mentionate,  432 
esseva  subjectos  normal,  e 95  habeva  morbo 
cardiac  coronari.  Inter  le  “desertores”  le 
proportion  del  subjectos  obese  esseva  multo 
plus  alte  que  inter  le  subjectos  qui  remaneva 
active  participantes  in  le  programma,  sed  le 
presentia  de  hypertension  o hypercholesterole- 
mia habeva  nulle  discernibile  effecto  super  le 
procentage  de  “desertores.”  In  le  gruppo  de 
homines  de  etates  de  inter  quaranta  e cinquanta- 
novem  annos  sin  morbo  cardiac  coronari  al 
tempore  de  lor  initiation  in  le  programma,  3 
casos  de  acute  infarcimento  cardiac  occurreva 
e 2 mortes  subitanee.  Esseva  contate  18 
recurrente  accidentes  cardiac  in  patientes  de 
etates  de  inter  quaranta  e cinquanta-novem 
annos  qui  esseva  initiate  in  le  programma  con 
cognoscite  morbo  cardiac  coronari.  Septe  de 
iste  accidentes  esseva  mortal.  In  11  del  casos 
il  se  tractava  de  acute  infarcimento  cardiac 
con  restablimento  del  patiente.  Comparationes 
con  le  experientias  del  studio  Framingham 
suggere  que  le  hypothese  de  un  rolo  del  dieta 
in  combatter  morbo  cardiac  coronari  merita 
definitivemente  esser  persequite. 

Albanese,  A.  A.,  Lorenze,  E.  J,,  e Orto, 
L.  A.:  Effectos  nutritional  e metabolic  de 

certe  steroides  de  recente  disponibilitate.  II. 
4-OH  MT  {anglese).  New  York  State  J. 
Med.  63:  80  (1  de  januario)  1963. 

Esseva  interprendite  studios  metabolic  con 
4-OH  MT  f4-hydroxy-17a-methyltestosterona) 
in  12  patientes  de  etates  de  inter  vinti-un  e 
octanta  annos  suffrente  de  episodios  de  re- 
stringite  motilitate.  Esseva  constatate  que 
iste  agente  possede  un  clinicamente  utile 
activitate  anabolic  in  doses  diurne  de  30  mg, 
secundo  determinationes  del  indice  de  activitate 
de  proteina  steroidic.  Le  administration  del 


steroide  esseva  associate  con  nulle  effecto 
adverse  in  le  balancia  sanguinee  de  kalium, 
natrium,  e chloruro,  nulle  alterationes  func- 
tional del  hepate  secundo  observationes  per 
le  test  de  turbiditate  a thymol  e de  bUirubina,  e 
nulle  effectos  adverse  de  detectibilitate  clinic  o 
biochimic. 

Weiss,  R.  M.:  Excision  anterior  de  cervical 
disco  intervertebral  con  fusion  intercorporee 
{anglese).  New  York  State  J.  Med.  63:  86 
(1  de  januario)  1963. 

Le  excision  anterior  de  cervical  disco  inter- 
vertebral con  fusion  intercorporee  esseva  ef- 
fectuate secundo  Cloward  in  13  casos.  Esseva 
excidite  4 osteophytos,  3 herniate  cervical 
discos  intervertebral,  e 2 degenerate  cervical 
discos  intervertebral;  2 fracturas  del  rhachide 
cervical  esseva  stabilisate;  e 2 fracturas  con 
dislocation  in  le  rhachide  cervical  esseva  reducite 
e fusionate.  Dolores  in  coUo  e brachio  esseva 
alleviate  completemente  in  7 patientes  e 
meliorate  marcatemente  in  2.  Un  progressive 
deficit  neurologic  esseva  arrestate  in  1 patiente 
con  spondylosis  cervical  a un  sol  nivello.  Un 
patiente  con  quadriplegia  como  resultato  de 
un  fractura  con  dislocation  habeva  nulle 
significative  melioration  post  le  intervention 
chirurgic. 

Saland,  G.,  e Seley,  G.  P.:  Cancere  pulmonar 
in  pumperos  del  Citate  de  New  York  {anglese). 
New  York  State  J.  Med.  63:  92  (1  de  januario) 
1963. 

Un  studio  de  637  mortes  in  pumperos  del 
Citate  de  New  York  monstrava  que  4,2  pro 
cento  moriva  ab  carcinoma  del  pulmones. 
Isto  es  comparabile  con  le  procentage  medie 
in  le  population  general.  Le  incidentia  non 
esseva  relationate  con  le  exposition  a noxie 
fumos  e le  riscos  del  combattimento  de  incendios. 
Del  altere  latere,  un  definite  correlation  esseva 
constatate  con  le  fumar  de  cigarrettas;  0,8 
pro  cento  del  non-fumatores  de  cigarrettas 
moriva  de  carcinoma  del  pulmon  in  comparation 
con  6,5  pro  cento  del  fuma tores  de  cigarrettas. 

Pickren,  J.  W.:  Cancere  frappa  frequente- 

mente  un  secunde  vice  {anglese).  New  York 
State  J.  Med.  63:  95  (1  de  januario)  1963, 

In  2.094  necropsias  consecutive  in  patientes 
con  cancere  al  un  o al  altere  tempore  durante 
lor  vitas,  11  pro  cento  monstrava  multiple 
tumores  maligne;  si  nos  exclude  carcinomas 
occulte,  le  incidentia  es  7,7  pro  cento.  Sexanta- 
tres  pro  cento  del  multiple  tumores  esseva  tro- 
vate in  masculos  e 37  pro  cento  in  femininas;  si 
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nos  exclude  carcinomas  occulte,  le  incidentia 
es  59  e 41  pro  cento,  respectivemente.  Si  nos 
exclude  carcinomas  occulte,  nos  trova  que  38 
pro  cento  del  patientes  habeva  tumores  in 
synchronia.  (Tumores  in  synchronia  es  hie 
definite  como  tumores  con  diagnoses  separate 
per  minus  que  un  anno.)  Le  secunde  tumor 
esseva  le  causa  de  morte  le  plus  commun.  Le 
majoritate  del  canceres  esseva  diagnosticate 
ante  le  morte  del  patiente,  sed  in  26  pro  cento 
del  casos  un  secunde  cancere  esseva  presente 
le  qual  non  habeva  essite  diagnosticate  clinica- 
mente. 

Poushter,  D.  L.:  Dolores  facial  (anglese). 

New  York  State  J.  Med.  63:  100  (1  de  januario) 
1963. 

Dolores  facial  in  patientes  sin  empyema 
acute  de  un  del  sinos  paranasal  e sin  uUe  altere 
obvie  causa  de  file  dolores  ha  un  aspecto  psy- 
chologic e un  aspecto  physiologic.  Le  drogas 
que  pote  esser  usate  include  illos  que  rende  le 
terminos  del  nervos  minus  sensibfie;  salicylatos 
e acetato  de  cortisona  pro  reducer  inflammation 
con  tumescentia;  relaxantes  muscular;  anes- 
theticos  local  pro  blocar  le  circuitos  nerval; 
e drogas  narcotic  pro  reducer  o abolir  le 
responsa  central  al  dolores.  Le  influentia 


Asian  flu 
epidemic  predicted 


Indications  are  that  an  epidemic  of  Asian  flu 
will  occur  in  the  United  States  in  the  winter  of 
1962-63.  A large  number  of  cases  of  the  disease 
appeared  in  Asia  last  January  and  the  disease 
has  been  slowly  making  its  way  around  the 
globe. 

No  one  can  predict  the  seriousness  of  the 
outbreak,  but  physicians  have  been  alerted, 
public  health  programs  have  been  outlined,  and 
stocks  of  anti-influenza  vaccine  have  been 
built  up.  Because  of  the  vaccine,  American 


personal  del  medico  es  del  plus  grande  im- 
portantia  pro  le  eflicacia  del  drogas. 


Prigot,  A.,  Medine,  A.,  e Brown,  C.  D.: 
Un  nove  iodophoro  pro  le  antisepse  topic 
{anglese).  New  York  State  J.  Med.  63:  110 
(1  de  januario)  1963. 

In  studios  con  animales,  complexo  de  nonyl- 
phenox5rpolyoxyethyleno-ethanol  e iodo  non 
interfereva  in  le  processo  guaritori,  e le  iodo- 
phoro preveniva  le  infection  de  lesiones  ex- 
perimental que  habeva  essite  contaminate  con 
coagifiase-positive  hemolytic  Staphylococcus 
aureus.  Un  alte  valor  germicidal  esseva  in- 
dicate in  essayos  practic  e confirmate  per  cul- 
turationes  cutanee  prendite  ante  e post  le 
application  del  antiseptico  in  100  patientes.  In 
250  casos  de  contaminate  vifineres  aperte,  nuUe 
dolor  esseva  reportate  per  le  patiente  in  le 
application,  nuUe  infection  se  disveloppava,  e le 
guarition  esseva  prompte.  In  128  major 
opera tiones  in  que  le  iodophoro  esseva  usate  in  le 
preparation  prechirurgic  del  peUe,  omne  le 
vifineres  (con  un  exception)  se  guariva  per 
prime  intention.  In  10  casos  de  grossiermente 
inficite  lacerationes,  le  iodophoro  supprimeva 
sed  non  eliminava  le  bacterios. 


Medical  Association  leaders  think  the  disease 
may  not  be  as  widespread  or  devastating  this 
winter  as  was  the  epidemic  of  1957-58. 

Persons  with  diabetes  and  chronic  heart, 
circulatory,  and  kidney  diseases  are  particularly 
vulnerable.  More  than  half  the  deaths  in 
previous  epidemics  were  in  people  with  these 
conditions.  Those  with  pulmonary  tubercu- 
losis, chronic  asthma,  chronic  bronchitis,  and 
other  ailments  of  the  lungs  and  air  passages  also 
are  endangered  by  Asian  flu.  Everyone  over 
the  age  of  forty-five  years  needs  the  vaccine, 
and  particularly  those  over  sixty-five. 

Physicians  are  urged  to  alert  their  patients  in 
these  categories  to  the  importance  of  the  flu 
shots  in  preventing  the  disease  and  its  weaken- 
ing effects. 
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Books  Received 


The  following  books  were  received  during  the  month  of  October,  1962* 


Trauma  to  Nerves  in  Limbs.  By  James  E. 
Bateman,  M.D.  Octavo  of  453  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Company, 
1962.  Cloth,  $14. 

Bray’s  Clinical  Laboratory  Methods.  Re- 
vised by  John  D.  Bauer,  M.D.,  Gelson  Toro, 
Ph.D.,  and  Philip  G.  Ackermann,  Ph.D.  Sixth 
edition.  Quarto  of  594  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1962. 
Cloth,  $10.50. 

The  Year  Book  of  Medicine.  1962-1963 
Year  Book  Series.  Edited  by  Paul  B.  Beeson, 
M.D.,  Carl  Muschenheim,  M.D.,  William  B. 
Castle,  M.D.,  Tinsley  R.  Harrison,  M.D., 
Franz  J.  Ingelfinger,  M.D.,  and  Philip  K. 
Bondy,  M.D.  Duodecimo  of  735  pages,  il- 
lustrated. Chicago,  Year  Book  Medical  Pub- 
lishers, 1962.  Cloth,  $8.00. 

Formulaire  Therapeutique  de  Reeducation 
Fonctionnelle.  By  Marcel  Bienfait.  Octavo 
of  420  pages,  illustrated.  Paris,  Librairie 

Maloine  S.  A.,  1962.  Cloth,  40  NF. 

Todd -Sanford  Clinical  Diagnosis  by  Lab- 
oratory Methods.  Edited  by  Israel  David- 
sohn,  M.D.,  and  Benjamin  B.  Wells,  M.D. 
Thirteenth  edition.  Quarto  of  2,010  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1962.  Cloth,  $16.50. 

Modern  Radiology  in  Historical  Perspec- 
tive. By  Stephen  B.  Dewing,  M.D.  Octavo 
of  189  pages,  illustrated.  Springfield,  lU., 
Charles  C Thomas,  Publisher,  1962.  Cloth, 
$5.75. 

Synopsis  of  Neurology.  By  Francis  M. 
Forster,  M.D.  Duodecimo  of  223  pages.  St. 
Louis,  The  C.  V.  Mosby  Company,  1962. 
Cloth,  $6.75. 

Heart-Lung  Bypass,  Principles  and  Tech- 
niques of  Extracorporeal  Circulation.  By 
Pierre  M.  Galletti,  M.D.,  and  Gerhard  A. 
Brecher , M.D.  Quarto  of  39 1 pages,  illustrated . 
New  York,  Grune  & Stratton,  1962.  Cloth, 
$14.50. 

Examination  and  Diagnosis  of  the  Spine 
and  Extremities.  By  Beckett  Howorth,  M.D. 
Octavo  of  178  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  Publisher,  1962.  Cloth, 
$10.50. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Fundamentals  of  Voluntary  Health  Care. 
Edited  by  George  B.  de  Huszar.  Octavo  of 
457  pages,  illustrated.  Caldwell,  Idaho,  The 
Caxton  Printers,  Ltd.,  1962.  Cloth,  $6.00. 

Erythropoiesis.  Edited  by  Leon  O.  Jacobson, 
M.D.,  and  Margot  Doyle,  Ph.D.  Quarto  of 
399  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1962.  Cloth,  $6.75. 

Contraception  Orale  ou  Locale.  By  La- 
groua  Weill-Halle.  Octavo  of  213  pages, 
Ulustrated.  Paris,  Librairie  Maloine  S.  A., 
1962.  Paper,  18  NF. 

Surgical  Practice  of  the  Lahey  Clinic.  By 
Members  of  the  Staff  of  the  Lahey  Clinic, 
Boston.  Octavo  of  872  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1962. 
Cloth,  $17. 

A Manual  for  Psychiatric  Case  Study.  By 
Karl  A.  Menninger,  M.D.,  with  Martin  May- 
man,  Ph.D.,  and  Paul  W.  Pruyser,  Ph.D. 
Second  edition.  Octavo  of  189  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1962. 
Cloth,  $5.50.  (The  Menninger  Clinic  Mono- 
graph Series  No.  8). 

Mental  Illness  and  Due  Process.  By  the 
Special  Committee  to  Study  Commitment 
Procedures  of  the  Association  of  the  Bar  of  the 
City  of  New  York  in  cooperation  with  The 
Cornell  Law  School.  Octavo  of  303  pages, 
illustrated.  Ithaca,  N.  Y.,  Cornell  University 
Press,  1962.  Cloth,  $5.00. 

Gymnastique,  Therapeutique  et  Prophy- 
lactique  Cinesiologie.  By  A.  L.  Pecunia. 
Second  edition.  Octavo  of  343  pages,  illus- 
trated. Paris,  Librairie  Maloine  S.  A.,  1962. 
Cloth,  32  NF. 

Ciba  Foundation  Symposium  on  Pul- 
monary Structure  and  Function.  Editors 
for  the  Ciba  Foundation,  A.  V.  S.  de  Reuck, 
D.I.C.,  and  Maeve  O’Connor,  B.A.  With 
101  illustrations.  Octavo  of  403  pages.  Bos- 
ton, Little,  Brown  and  Company,  1962.  Cloth, 
$11.50. 

Stereoencephalotomy.  Part  II — Clinical 
and  Physiological  Applications.  By  E.  A. 
Spiegel,  M.D.,  and  H.  T.  Wycis,  M.D.  Quarto 
of  504  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1962.  Cloth,  $27.  (Monographs  in 
Biology  and  Medicine.  Volume  II). 

Plastic  Surgery.  By  Richard  B.  Stark,  M.D. 
Quarto  of  718  pages,  illustrated.  New  York, 
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NO,  HE  CAN’T  PLAY 
CANASTA  TONIGHT 

He’s  Reading  The 

NEW  YORK  STATE  JOURNAL 
OF  MEDICINE 

New  subscribers  are  invited  to  join  the 
thousands  of  doctors  who  regularly  read  the 
Journal — with  relaxed,  purposeful  pleasure. 

Write  for  our  special  introductory  offer  to 
non-member  subscribers  . . . 

The  New  York  State  Journal  of  Medicine 
750  Third  Avenue,  New  York  1 7,  N.  Y. 


AVAILABLE! 

1961  Edition  of  the  "BLUE  BOOK” 

THE  MEDICAL  DIRECTORY 
OF 

NEW  YORK  STATE 

NON-MEMBERS  OF  THE  MEDICAL  SOCIETY 
ORDER  YOUR  COPY  FROM; 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue,  New  York,  New  York 

($20.00  per  volume  plus  3%  sales  tax  in  New  York  City) 

To  avoid  duplication  of  orders,  please  state 
when  ordering  for  hospitals,  societies,  com- 
panies, etc. 


Index  to  Advertised  Products 


Antibiotics 


Compocillin-VK  (Abbott  Laboratories) 14-15 

Declomycin 
(Lederle  Laboratories, 

Div.  Amer.  Cyanamid  Co.) 2-3 

Tao  (J.  B.  Roerig  & Company) '..'.!i8-19 


Anticares 

Karidium  (Lorvic  Corporation) 23 

Anti  hypertensives 
Rautrax-N 

(E.  R.  Squibb  & Sons, 

Div.  Mathieson  Chemical  Corp.) 2nd  cover 

Antitussives 

Emprazil-C  (Burroughs  Wellcome  & Company,  Inc.)  1 

Bronchopulmonary 

Hycomine  (Endo  Laboratories) 17 

Digestant  laxatives 

Caroid  & Bile  Salts  (American  Ferment  Division) 32 

Digestive  relaxants 

Decholin-BB  (Ames Company,  Inc.) 3rdcover 

Foods 

Figure  Control  Foods  (Duffy-Mott  Company) 7 

Gastrointestinal 

Pro-Banthine  (G.  D.  Searle &Company) 31 

Nasal  decongestants 

Neo-Synephrine  (Winthrop  Laboratories) 5 

Respiratory  liquifacients 

lodo-Niacin  (Cole  Chemical  Company) 9 

Skeletal  muscle  relaxants 

Skelaxin  (A.  H.  RobinsCompany,  Inc.) 13 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  Laboratories) 4th  cover 

Tranquilizers 

Miltown  (Wallace  Laboratories) 11 
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Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1962.  Cloth,  $28.50. 

Doctor  and  Patient  and  the  Law.  By  C. 
Joseph  Stetler,  LL.M.,  and  Alan  R.  Moritz, 
M.D.  Fourth  edition.  Octavo  of  529  pages, 
illustrated.  St.  Louis,  the  C.  V.  Mosby 
Company,  1962.  Cloth,  $14.75. 

A History  of  Colonial  Medical  Education: 
in  the  Province  of  New  York,  with  its 
subsequent  development  (1767-1830).  By 
Byron  Stookey,  M.D.  Octavo  of  286  pages, 
illustrated.  Springfield,  111.,  Charles  C Thomas, 
Pubhsher,  1962.  Cloth,  $10.50. 

Research  Approaches  to  Psychiatric  Prob- 
lems: A Symposium.  Edited  by  Thomas 

T.  Tourlentes,  M.D.,  Seymour  L.  Pollack, 
M.D.,  and  Harold  E.  Himwich,  M.D.  Octavo 
of  238  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1962.  Cloth,  $5.50. 


Behavioral  Changes  in  Patients  Following 
Strokes.  By  Montague  Ullman,  M.D. 
Octavo  of  103  pages.  Springfield,  111.,  Charles 
C Thomas,  Publisher,  1962.  Cloth,  $5.25. 
(American  Lecture  Series  No.  474). 

Ciba  Foundation  Colloquia  on  Endocrinol- 
ogy. Volume  14.  Immunoassay  of  Hor- 
mones. Editors  for  the  Ciba  Foundation, 
G.  E.  W.  Wolstenholme,  M.B.,  and  Margaret 
P.  Cameron,  M.A.  With  85  illustrations. 
Octavo  of  419  pages.  Boston,  Little,  Brown 
and  Company,  1962.  Cloth,  $10.75. 

Proceedings  of  the  Third  Meeting  of  the 
European  Clinical  Section  of  the  Inter- 
national Association  of  Gerontology.  The 
Hague  (Netherlands),  September  13th- 
16th,  1961.  Edited  by  E.  Woodford-Williams 
and  A.  N.  Exton-Smith.  Octavo  of  244  pages, 
illustrated.  Basel,  S.  Karger  (White  Plains, 
N.  Y.,  Albert  J.  Phiebig),  1962.  Paper,  $20.20. 


Letters  to  the  Editor 


If  grandmother  knew  her  mushrooms, 
shouldn’t  we? 

To  the  Editor:  Your  editorial  in  the  October  1, 
1962,  issue  seems  to  me  to  belong  to  some 
woman’s  magazine,  not  a scientific  journal. 

Instead  of  crusading  to  have  doctors  become 
acquainted  with  mushrooms  and  to  learn  to 
differentiate  between  edible  and  poisonous 
mushrooms,  you  decided  aU  mushrooms  must 
be  avoided.  Here  in  Schenectady  there  are 
several  physicians,  born  and  educated  in  Europe, 
who  try  very  successfully  to  teach  American- 
born  colleagues  to  know  their  mushrooms, 
which  are  plentiful  in  surrounding  forests.  Up 
to  now,  although  mushroom  hunting  has  become 
quite  popular  among  our  physicians,  we  have 
not  had  one  troublesome  case.  Being  physicians 
and  trained  to  recognize  biologic  characteristics 
in  men,  animals,  and  plants  it  is  not  difficult  for 
us  to  know  certain  criteria  of  stem,  head,  and 
mycelium  which  tell  us  what  is  good  and  what 
is  not. 

If  our  grandmothers  were  able  to  differentiate 
between  poisonous  and  nonpoisonous  mush- 


rooms it  would  be  tragic  if  their  learned  grand- 
sons were  not  able  to  do  likewise. 

The  advantages  of  mushroom  hunting,  such 
as  pleasant  walks  through  the  woods  and  ob- 
servation of  unspoiled  nature,  should  not  be 
overlooked.  Also,  the  taste  of  wild  mushrooms 
as  opposed  to  hothouse  mushrooms  is  like  com- 
paring the  taste  of  wild  pheasant  to  the  taste  of 
plain  chicken. 

Of  course,  mushroom  hunting  has  certain 
dangers  too:  You  can  be  stung  by  bees;  you 
can  meet  bears  and  snakes  (we  never  did); 
and  you  can  be  shot  at  by  amateur  hunters. 
However,  the  satisfaction  of  knowing  your 
mushrooms,  finding  them,  and  eating  them, 
either  fresh,  pickled,  or  dried,  repays  for  all  these 
dangers. 

Rudolph  Deutl,  M.D. 

John  Steeper,  M.D. 

Dominick  De  Lisa,  M.D. 

Kamil  Neuman,  M.D. 

Karel  Polesny,  M.D. 

Schenectady 


164  New  York  State  Journal  of  Medicine  / January  1,  1963 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Hishlartd  Avenue,  Ossinins,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D..,  Director 


HOLBROOK  MANOR 

Fiv«  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarien,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK.  L.  1.  N.  Y.  Office;  TRafalyar  7-2666 


PINEWOOD 


W«lt«r  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
(JH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 


WEST  HEEL 

West  252nd  St.  and  Fieldston  Road 
Riverdaie-on-the-IIudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientihcally  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

MRS.  HENRY  W.  LLOYD,  R.N.,  Administrator 
Telephone:  Kingsbridge  9-8440 


CLASSIFIED  RATES 

Effective  July  1 , 1 962 


1 time 11.50  per  line  per  insertion 

3 Consecutive  times.  1 .30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 .00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

.ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


UROLOGIST,  AGE  31,  BOARD  ELIGIBLE,  DESIRES 
association  leading  to  partnership  or  individual  practice  in 
desirable  hospital.  Family.  Box  636,  % N.  Y.  St.  Jr. 
Med. 


RADIOLOGIST,  EXPERIENCED,  VERY  WELL 
qualified,  early  40’s.  desires  association.  Box  641,  % N.  Y. 
St.  Jr.  Med. 


BOARD  CERTIFIED  PATHOLOGIST,  AGE  52,  WITH 
broad  hospital  and  research  background,  seeks  change  of 
position.  Box  653,  % N,  Y.  St.  Jr.  Med. 


INTERNIST:  BD.  ELIGIBLE,  AGE  30.  MILITARY 
service  completed.  Seeks  association  with  established 
internist  or  group  in  N.Y.C.  or  suburbs.  AS  4-1901  or 
Box  659,  % N.  Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  LICENSED  IN  NEW  YORK 
State,  desires  position.  Box  657,  % N.  Y.  St.  Jr.  Med. 


SURGEON— BOARD  QUALIFIED,  THOROUGH  UNI- 
versity  training,  interested  in  good  association.  Box  661, 
%N.  Y.St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  assures  good  results.  Free 
Service  first  18  days — rates  after  Free  Service  30%  on  ac- 
counts less  than  6 months  past  due;  33V»%  less  than  a 
year;  35%  less  than  3 years  and,  50%  on  accounts  over  3 
years  old,  accounts  recovered  by  attorneys  and  on  the  first 
ten  dollars,  regardless  of  the  age  of  the  account.  Write  for 
listing  forms — Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y. 
36. 


TRY  OUR  RAPID  SERVICE  DEPARTMENT  FOR 
PHYSICIANS’  PRINTED  SUPPLIES— Medico*  sani- 
tary dispensing  envelopes  (*Reg.  U.  S.  Pat.  Office),  gummed 
flap  dispensing  envelopes,  gummed  bottle  labels,  etc.  Mail 
sample  of  item  you  are  in  need  of  in  a hurry,  we  will  quote 
by  return  maU.  A complete  service  for  the  physician.  Es- 
tablished 1938.  Prices  and  samples  mailed  on  request. 
Write  The  Medico  Press,  Millerstown,  Pa. 


PRACTICAL  HYPNOSIS  TAUGHT— VOICE-SPEECH 
defects  corrected.  M.D.’s-D.D.S.,  only.  John  Levbarg, 
M.D.  211-02  Union  Tpke  Flushing  64,  N.  Y.  HO  4-1100. 
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PHYSICIANS  WANTED 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
be  Board  eligible.  Write  Box  581,  N.  Y.  St.  Jr.  Med. 


PSYCHIATRIC  RESIDENTS— NYC:  1ST.  2ND,  3RD 

yr.  positions  available  (flexible  starting  date)  in  newly  es- 
tablished, 3 yr.  training  program  at  Harlem  Hospital  under 
auspices  of  Columbia  U.  Opportunity  to  gain  broad  range 
of  knowledge  and  experience.  Supervision  by  analytically 
trained  psychiatrists.  Salaries  $3800  to  $4220  plus  hving 
out  allowance  $820.  E.  B.  Davis,  M.D.,  Director,  Dept,  of 
Psychiatry,  Harlem  Hospital,  530  Lenox  Ave.,  N.  Y.  37, 
N.  Y. 


NORTHERN  WESTCHESTER  HOSPITAL.  LOCATED 
in  Mount  Kisco,  New  York,  is  a 240  bed  community  hospi- 
tal with  a high  caliber  and  well  organized  teaching  program 
and  a progressive  philosophy  regarding  internship  training 
We  are  accepting  applications  for  July  of  1963  and  invite 
your  inquiries.  Address:  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New  York. 


GENERAL  PRACTITIONER  WANTED  TO  JOIN  A 
medical  group  of  three  General  Practitioners.  Partnership 
at  the  end  of  one  year.  Physician  must  be  under  40  years 
old.  Medical  group  is  in  New  York  State.  Please  forward 
resume  of  personal  and  medical  background.  Box  639, 
% N.  Y.  St.  Jr.  Med. 


WANTED  GENERAL  PRACTITIONER— CLYDE,  N.  Y. 
Small  but  active  Upstate  New  York  community  located  in 
Finger  Lakes  region.  Area  population  7500.  Two  30  bed 
hospitals  within  seven  miles.  Unusual  opportunity  for  es- 
tablishing an  excellent  General  Practice.  Write:  Chamber 
of  Commerce,  Clyde,  N.  Y. 


INTERNISTS,  GENERAL  PRACTITIONERS.  EXCEL- 
lent  opi»rtunities  in  growing  Medical  Group  representing 
all  specialties.  Complete  laboratory,  x-ray  and  consulta- 
tion facilities.  No  initial  investment.  Minimum  salary 
$13,700;  higher  depending  on  oualiflcations.  Suburb  of 
New  York  City.  Please  send  full  qualifications  in  first  let- 
ter. Box  645,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER,  TO  JOIN  A FIVE  MAN 
group  in  fine  Southshore  Long  Island  residential,  resort 
community.  12,000/yr.  starting  salary  with  additions 
benefits.  Partnership  opportunity  after  two  years.  Per 
sonal  interview  required.  Box  652,  % N.  Y.  St.  Jr.  Med. 


WARD  PHYSICIANS  — JULY  1,  1963;  ACUTE 

Medical  Service,  municipal  hospital.  Active  educational 
program.  ECFMG  or  license  and  Medical  Residency  re- 
quired. $7,800-$12,000  depending  on  qualifications. 
Apply  Administrator,  Lincoln  Hospital,  New  York  54, 
N.  Y. 


YOUNG  PHYSICIAN  WANTED  AS  ASSOCIATE  BY 
Manhattan  GP-Surgeon.  $12,000  minimum.  Excellent 
prospects.  Box  650,  % N.  Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST— TO  DIRECT  AND  TAKE 

charge  of  Anesthesia  Department  in  150  bed  general  hospi- 
tal with  approximately  2900  major  and  minor  surgical  op- 
erations per  year.  Wonderful  opportunity  to  develop  and 
enlarge  anesthesia  service.  Financial  arrangements — fee 
for  service  plus  guaranteed  minimum.  Contact — Adminis- 
trator, Columbia  Memorial  Hospital,  Hudson,  N.  Y. 


PHYSICIANS  WANTED:  ENT— HOUSE  STAFF. 

Small  Bronx  hospital.  State  particulars.  Box  655,  % 
N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


WANTED:  PSYCHIATRIST  TO  BE  DIRECTOR  OF 

Tri-Discipline  Psychiatric  Out-Patient  Clinic  and  Execu- 
tive Director  of  County  Mental  Health  Board,  under  New 
York  State  Community  Mental  Health  Services  Propam, 
in  a city  of  25,000  in  upstate  New  York;  Board-eu^ble 
plus  2 years  experience  in  out-patient  mental  health  clinic; 
salary  beginning  at  $17,000.  Contact  Jolm  Godfrey, 
M.D.,  Chairman  of  Cattaraugus  County  Mental  Health 
Board,  201  S.  Union  St.,  Olean,  New  York. 


UNIQUE  OPPORTUNITY  FOR  PHYSICIAN  SEEKING 
salaried  position.  Would  be  associated  with  exceptional 
staff  in  new  well-equipped  300  bed  general  hospital. 
Salary  and  benefits  liberi.  New  York  license  preferred. 
F.  W.  Furth,  M.D.,  Director  of  Medical  Services,  Com- 
munity Hospital,  Syracuse  15,  New  York. 


ASSOCIATE  WANTED,  IMMEDIATELY,  BY  BOARD 
certified  allergist.  Active  allergy  practice  in  the  New 
York-New  Jersev  area.  Salary  or  percentage.  Box  656, 
%N.  Y.St.  Jr.  Med. 


FULL  TIME  POSITION  IMMEDIATELY  AVAILABLE 
for  clinical  neurologist  in  active  V.A.  neurolopc  center 
located  40  miles  west  of  Philadelphia.  University  afiilia- 
tion.  Prefer  person  with  additional  background  in  E.E.G. 
Must  be  U.S.  citizen  and  licensed  in  any  of  the  United 
States.  $11,150  if  Board  eligible  to  $15,000  if  certified 
depending  on  further  qualifications.  Residency  in  neu- 
rology also  available.  Write  J.  A.  Doering,  M.D., 
Hospital  Director,  or  John  F.  Kurtzke,  M.D.,  Chief, 
Neurology  Service,  Veterans  Administration  Hospital, 
CoatesviUe,  Pennsylvania. 


INTERESTED  BOX  617,  KINDLY  FORWARD 
training,  etc.  to  Box  662,  % N.  Y.  St.  Jr.  Med. 


NORTHERN  NEW  YORK  COMMUNITY  NEEDS 
general  practitioner.  Industrial,  farm,  vacation  area  of 
3,000.  Nearest  physician  13  miles.  Nursing  home,  good 
schools,  local  pharmacy;  hospitals  nearby.  Good  home, 
complete  ofiice  suite  available.  Gross  $40,000.  Write 
Citizens  Committee,  Box  6,  Antwerp,  N.Y. 


RESIDENCIES— RADIOLOGY,  PATHOLOGY,  ANES- 
thesiology — Maimonides  Hospital  of  Brooklyn.  522  beds, 
expanding  to  576  beds.  Hospital  primary  affiliate  of  State 
University  of  New  York,  Downstate  Medical  Center. 
Radiology  residencies:  3 year  approved  program,  stipend 

$4,000-$5,500.  Pathology  residencies:  4 year  approved 

program,  stipend  $4,000-$5,500.  Anesthesiology  resi- 
dencies: 2 year  approved  program,  stipend  $4,500.  Write 
Irvin  J.  Cohen,  M.D.,  Executive  Vice-President,  for  further 
information.  (4802  Tenth  Ave.,  Brooklyn  19,  N.Y.) 


HELP  WANTED 


LABORATORY  TECHNICIAN— MAINLY  HEMATOL- 
OGY, COAGULATION  techniques;  state  experience  and 
recommendations.  5 day  week,  many  incentives,  salary 
open.  (N.Y.C.)  P.  O.  Box  1065,  Church  St.  Annex,  N.  Y. 
8,  N.Y. 


PRACTICES  WANTED 


WILL  PURCHASE  ESTABLISHED  GENERAL 
Practice  in  Home-office,  suburban  New  York.  Box  632, 
% N.  Y.  St.  Jr.  Med. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


COMMACK  MEDICAL  ARTS 
160  COMMACK  ROAD,  COMMACK,  L.I.,  N.Y. 
FOR  RENT:  MEDICAL  SUITES  AVAILABLE  IN 

modern  air-conditioned  building  with  own  parking  facili- 
ties. Suites  occupied  include  established  medical  practices. 
Tel.  FOrest  8-1636. 


SPACE  TO  RENT:  SHARE  SUITE  IN  NEW  MEDICAL 

building  near  Central  General  Hospital,  Plainview,  L.I. 
Call  GE  3-7171  before  9 P.M. 


COMPLETELY  EQUIPPED  4 ROOM  BRONX  OFFICE 
for  rent,  five  days  a week  (no  Mondays  or  Wednesdays)  to 
one  or  more  physicians.  100  M.A.P.  X-ray  available. 
Off  lobby.  167th  St.  & Concourse.  Doorman  service.  $110 
per  month.  Lease  allows  transfer  or  sub-lease.  Phone 
TEaneck  6-6066,  New  Jersey. 


SUBTENANT  WANTED  TO  SHARE  INTERNIST’S 
office.  Fully  equipped,  centrally  air-conditioned,  five  room 
suite.  Centrally  located  on  Union  Turnpike,  Queens. 
Call  OLympia  8-0770. 


FOR  SALE:  DECEASED  DOCTOR’S  MODERN 

home-oflfice  combination  (Phillips  X-Ray)  in  growing  com- 
munity in  Putnam  County.  $16,000.  Phone  EN  2-6015, 
New  York  City,  or  write  Box  646,  % N.  Y.  St.  Jr.  Med. 


RIVERDALE  PROFESSIONAL  BUILDING  (2365 
Johnson  Avenue,  West  235  Street,  Bronx,  N.  Y,).  In  the 
heart  of  shopping  center  with  population  of  70,000  and 
growing  daily.  Occupancy  January  1963.  Ancott  As- 
sociates, 60  East  42  Street,  New  York  17.  TN  7-0290. 


AMITYVILLE,  N.  Y.  DOCTOR’S  SPACIOUS  OFFICES; 
4 large,  3 smaller  rooms,  3 lavatories.  Excellent  location  for 
doctor,  dentist,  etc.;  subdivide.  Near  schools,  hospitals. 
AM  4-1611. 


RENT:  DECEASED  DOCTOR’S  OFFICE,  WAITING 
room  and  garage.  10  years  active  practice;  hospitals 
nearby.  Write  Mrs.  L.  Blaustein,  252  Main  Street,  Goshen, 
N.  Y. 


HEWLE'TT  MEDICAL  & PROFESSIONAL  CENTER— 
Doctor  needed.  Suite — three  front  offices.  Air  condi- 
tioned. Near  railroad  station.  Prestige  building.  Reas- 
onable. WOrth  6-2750. 


HUNTINGTON  STATION,  L.I.— SUITE  AVAILABLE 
in  new  air-conditioned  professional  building.  Ample  on  site 
parking.  Custom  finishing  to  meet  individual  need.  Call 
Marsul  Realty  516  AR  1-3380. 


WHITE  PLAINS:  INTERNIST  RETIRING  BECAUSE 
of  illness.  Willing  to  rent  fully  equipped  office.  Choice 
location.  Box  654,  % N.  Y.  St.  Jr.  Med. 


li  FOR  RENT;  SUITE  IN  NEW  PROFESSIONAL  BUILD- 
* ing;  one  floor,  air  conditioned,  parking.  Thriving  com- 
4 munity  of  15,000  in  Hudson  Valley  is  in  dire  need  of  a 
I physician.  Write  R.  J.  Messina,  D.D.S.,  260  Main  Street, 
f Saugerties,  New  York. 


HOLLIS  HILLS— CORNER,  EXCL.,  PROF.  LOCAT.  NR. 
transport;  brick  4 bdrm,  c.h.  ranch  and  md’s.  rm.,  Idry., 
fin.  basement,  extras.  A bargain  at  $41,000.  HO  5-2671. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


FOR  SALE;  SEVEN  ROOM  OFFICE  IN  FASTEST 
growing  community  in  Orange  County.  General  prac- 
titioner, or  two,  or  almost  any  specialty  would  do  well  here. 
Excellent  location.  Present  owner  is  moving  to  Southwest 
after  20  years  large  general  practice.  Fully  equipped,  in- 
cluding X-Ray,  if  purchased  before  mid-January,  or  leased 
with  option  to  buy.  Otherwise,  building  only.  Reason- 
ably priced,  reasonable  terms.  Anxious  to  sell  to  doctor 
rather  than  as  a business  property.  Apt.  above  office 
easily  rented.  J.  Russell  Moser,  D.O.,  127  Stage  Road, 
Monroe,  N.  Y.,  or  Arons  Real  Estate,  Monroe. 


PRACTICES  FOR  SALE  OR  RENT 


UPS'TATE,  N.  Y.— LOVELY  HOME  ON  l»/4  ACRES; 
active,  lucrative  general  practice;  equipment  and  files — 
in  delightful  Adirondack  lake  resort  area.  Health  officer  for 
4 towns,  school  physician.  Leaving  area  to  specialize. 
Advantageous  opportunity  to  “make  good  in  practice.’’ 
Price  $30,000 — terms  to  suit.  Box  618,  % N.  Y.  St.  Jr. 
Med. 


GENERAL  PRACTICE— ESTABLISHED  15  YEARS, 
equipment,  excellent  lease.  Bellerose,  L.  I.,  New  York. 
Box  563,  % N.  Y.  St.  Jr.  Med. 


LONG  ISLAND,  25  MILES  FROM  NEW  YORK. 
Active  medical  practice  with  exceptional  custom  modern 
ranch  home-office  (equipped,  in  separate  win^  fully  air- 
conditioned.  Priced  to  sell.  Will  introduce.  Box  625,  % 
H.  Y.  St.  Jr.  Med. 


ULSTER  CO.— GENERAL  PRACTICE,  GROSS  $40,000; 
home-office  combination,  fully  quipped,  for  sale  at  real 
estate  value.  Price  $27,000  with  small  down  payment. 
Box  622,  % N.  Y.  St.  Jr.  Med. 


BRONX,  NEW  YORK.  RECENTLY  DECEASED 
doctor’s  general  practice  for  sale;  established  over  35  years. 
First  floor,  nice  residential  section  near  subways  and  hospi- 
tals. Newly  remodeled  house  eventually  for  sale.  By  ap- 
pointment. Phone  212  OL  2-6996. 


GENERAL  PRACTICE— CENTRAL  N.  Y.  STATE; 
established  15  years.  New  solo  office  building.  Privileges, 
modern  accredited  hospital.  Terms:  reasonable.  Box 

648,  % N.  Y.  St.  Jr.  Med. 


BROOKLYN,  N.Y.— FAST  GROWING  CANARSIE 
Area,  active  30  year  practice,  well  established,  fully 
equipped  office  (including  100  M.A.  Picker  Century 
X-Ray);  living  quarters  available.  Doctor  retiring; 
will  introduce;  no  money  required.  Box  660,  % N.  Y.  St. 
Jr.  Med. 


EQUIPMENT  FOR  SALE 


FOR  SALE;  USED  200  M.A.  100  K.V.  RADIOGRAPHIC- 
Fluoroscopic  combination  with  motor-driven  tilt  table,  floor 
to  ceiling  tube  stand,  spot  film  device.  Box  647,  % N.  Y. 
St.  Jr.  Med. 


FOR  SALE;  OFFICE  EQUIPMENT,  FURNITURE  AND 
library  of  the  late  D.  W.  Beard,  M.D.,  Cobleskill,  New 
York.  Same  office  space  available.  Call  Cobleskill 
AF  4-2577. 


ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  165 
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Officers /County  Medical  Societies/ 1963 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


County 


President 


Secretary 


Albany 

G.  Rehmi  Denton.. . . 

Albany 

Allegany 

George  E.  Taylor,  Jr. . 

Cuba 

Bronx 

Walter  Einhorn 

Bronx 

Broome 

Judson  S.  Griffin 

. Binghamton 

Cattaraugus . 

Leo  John  Murphy.  . . 

Olean 

Cayuga 

Frank  E.  Barnes.  . . . 

Auburn 

Chautauqua. 

Ernest  Homokay 

, .Silver  Creek 

Chemung. . . . 

Frank  V.  Hertzog.  . . . 

Chenango. . . . 

Paul  MacLeod 

Norwich 

Clinton 

John  Menustik,  Jr.. . . 

. . Plattsburgh 

Columbia. . . . 

Roger  C.  Bliss 

Hudson 

Cortland 

William  J.  McAuliffe. 

Delaware .... 

Clarence  E.  Dungan  . 

. . . . Hancock 

Dutchess  .... 

Sidney  N.  MiUer .... 

. Poughkeepsie 

Erie 

Clarence  A.  Straubinger ....  Buffalo 

Essex 

Onslow  A.  Gordon . . . 

....  Westport 

Franklin 

C.  Bradley  Sageman . 

Saranac  Lake 

Fulton 

Armand  J.  D’Errico. . 

. . GloversviUe 

Genesee 

David  B.  Johnson. . . . 

Greene 

Edmund  Frede 

Athens 

Herkimer.  . . . 

Arthur  H.  Mulligan. . 

. . . .Herkimer 

Jefferson 

Lawrence  Withington 

. . . Watertown 

Kings 

Leo  S.  Drexler 

. . . .Brooklyn 

Lewis 

Louis  A.  Avallone.  . . 

Lowville 

Livingston . . . 

Richard  J.  Collins... 

Madison 

William  A.  Bramley. . 

Oneida 

Monroe 

Lynn  R.  Callin 

. . . .Rochester 

Montgomery. 

David  W.  Childs 

. .Amsterdam 

Nassau 

Wendell  L.  Hughes.  . . 

. .Hempstead 

New  York. . . . 

Milton  Helpern 

. . . New  York 

Niagara 

William  H.  Vickers,  Jr.Niagara  Falls 

Oneida 

Vincent  J.  deLalla^  Jr. 

Onondaga . . . 

Alfred  W.  Doust .... 

Syracuse 

Ontario 

Glerm  J.  Copeland . . Clifton  Springs 

Orange 

Charles  J.  Bivona . . . . 

. . .Newburgh 

Orleans 

Harvey  J.  Blanchet,  Jr Medina 

Oswego 

John  B.  Riley 

Otsego 

Hans  E.  WUk 

Oneonta 

Putnam 

S.  Bernard  Ross  .... 

Queens 

Kurt  Rosenberg. . .Long  Island  City 

Rensselaer.  . . 

John  J.  Noonan 

Troy 

Richmond . . . 

Robert  E.  Wolkwitz. 

.Staten  Island 

Rockland .... 

J.  A.  Cohen 

Spring  Valley 

St.  Lawrence. 

Richard  Hatch 

Saratoga 

Geo.  D.  Anderson  . Saratoga  Springs 

Schenectady . 

Joseph  B.  Cortesi . . . . 

.Schenectady 

Schoharie .... 

Robert  Greenwald.  . . 

. . . . Cobieskill 

Schuyler 

Fritz  Landsberg 

Watkins  Glen 

Seneca 

Paul  C.  Jenks 

Steuben 

John  S.  Wolff 

Corning 

Suffolk 

L.  B.  Davis.  . . Westhampton  Beach 

Sullivan 

Sirkka  E.  Vuornos.  . . 

Liberty 

Tioga 

Philip  Nichols 

Owego 

Tompkins.  . . 

Herbert  K.  Ensworth 

Ithaca 

Ulster 

Alfred  M.  Feldshuh. . 

. . Kcrhonkson 

Warren 

Dominic  A.  Zurlo.  . . 

. . . Glens  Falls 

Washington . 

Robert  Homer 

.Hudson  Falls 

Wayne 

Myron  E.  Carmer. . . 

Westchester . 

Thomas  C.  Jaleski . . . 

New  Rochelle 

Wyoming .... 

G.  Stanley  Baker . . . . 

Castile 

Yates 

Robert  McLaughlin . . 

. . . . Penn  Yan 

John  J.  Phelan,  Jr Albany 

Edward  W.  Briggs,  Jr Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Olean 

Henry  J.  Romano Auburn 

Joseph  V.  Karnes Dunkirk 

F.  W.  Chamberlain Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  E.  Gioia Poughkeepsie 

K.  Elizabeth  P.  Olmsted ....  Bufifalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Samuel  Schoenberg ....  Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falls 

James  L.  Harrington ....  Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

FeUx  Ottaviano Oneida 

Maurice  M.  Maltinsky . . . Rochester 
Helen  M.  Blanchard. . . .Amsterdam 

Louis  Bush Beddwin 

William  L.  Wheeler,  Jr. .New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

John  del  Campo Carmel 

Frank  W.  FarreU Flushing 

Thomas  R.  Engster Troy 

Edwan.  E.  Malarkey. Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  Dewell ....  CobleskiU 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer . . Waterloo 

Milton  TuUy HorneU 

Milton  Gordon Huntington 

Alan  R.  Fried. . . .Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

James  Q.  Haralambie . . . Larchmont 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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Treasurer 


Salvatore  Tabacco Albany 

Frederick  H.  McCarty . . . Wellsville 
Francis  J.  Loperfido Bronx 

F.  Maurice  Breed Johnson  City 

Duncan  C.  Wormer Portville 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

J.  George  Gladston Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond . . . Johnstown 

Emil  Kimaid LeRoy 

Mahlon  A.  Atkinson Catskill 

Timothy  J.  Howard Newport 

James  L.  Harrington. . . .Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falla 

G.  Emerson  Learn . . . Mount  Morris 

Robert  F.  Schramm Cazenovia 

Charles  D.  Sherman,  Jr..  .Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr. .Niagara  Falla 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Nathan  Sharove ....  Lake  Mahopac 

Victor  S.  Lait Flushing 

John  J.  Pohl Troy 

J.  J.  Silverman Staten  Island 

John  C.  Cardona Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 
Kurt  H.  Meyerhoff.  . . .Schenectady 

Duncan  L.  Best Middlebmg 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer . . Waterloo 

Milton  Tully HorneU 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried. . . .Livingston  Manor 

Paul  Zoltowski Waverly 

R.  WendeU  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  WoodhiU Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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Tetracycline  Lederle 
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E 


ACHROMYCIN  Nasal  Suspension  sup- 
plies highly  concentrated  broad-range 
activity  at  the  site  of  infection,  with  mini- 
mal occurrence  of  patient  intolerance  or 
tissue  toxicity.  In  addition,  ACHROMYCIN 
Nasal  Suspension  provides  desirable  de- 
congestant and  anti-inflammatory  relief. 

ACHROMYCIN  Nasal  Suspension  (3.75  mg./cc.)  with 
Hydrocortisone  Acetate  (0.2  mg./cc.)  and  Phenyle- 
phrine HCI  (0.125%). 


When  oral  therapy  is  indicated 

AGHROMYCINV 

Tetracycline  HCI  with  Citric  Acid  Lederle 
Capsules-260  mg.,  100  mg. 


Request  complete  information  on  indications, 
dosage,  precautions  and  contraindications  from 


your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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....the  first  choice  of  many  physicians 
to  relieve  aches,  pains,  fever,  and 
general  malaise  of  colds  and  flu. 


Symptomatic  and  supportive  treatment  of  patients  with  upper  respiratory  infections  still 
consists  largely  of  rest,  analgesics,  fluids  and  nasal  decongestants.  During  the  fateful 
influenza  epidemic  of  1918,  ‘Empirin’  Compound  was  widely  used  and  became  well 
known  as  a well  tolerated  and  reliable  analgesic  combination.  It  was  one  of  the  few  avail- 
able analgesic  products  effective  in  simultaneously  reducing  fever  and  relieving  the  general 
malaise  which  often  accompany  the  flu. 

Later,  ‘Empirin’  Compound  with  Codeine  took  its  place  with  the  widely  used  ‘Empirin’ 
Compound,  as  a product  useful  when  increased  analgesia  or  antitussive  action  was  desired. 
Today,  ‘Empirin’  Compound  with  Codeine  is  one  of  the  most  widely  prescribed  drugs  in 
medicine,  providing  physicians  with  a dependable  analgesic,  especially  useful  in  relieving 
the  symptoms  of  colds  and  flu.  We  believe  you  will  also  find  ‘Empirin’  Compound  with 
Codeine  Phosphate  gr.  14  (16  mg.)  or  gr.  Vi  (32  mg.)  particularly  useful  in  treating  the 
troublesome  cough  that  is  often  part  of  the  influenza  symptom  complex. 


‘EMPIRIN’  COMPOUND  with  CODEINE  PHOSPHATE  * 


gr.  '/s 


gr.  Vi 


gr.  '/2 


gr.  1 


joo  ■ 

_ TABLOID-.S.  P 

\ -’Em pi 
^ Compound 

r Codeine  Plio^plMtc,  No.  I 


* Available  on  oral  prescription  where  State  law  permits.  Subject  to  Federal  Narcotic  Regulations. 

E BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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your  patient  becomes 


effective  tranquifizer  and  skefetaf  muscle  relaxant 

THE  TRUE"TRANQUILAXANT” 

FOR  A RELAXED  MIND  IN  A RELAXED  BODY 


■ quiets  the  anxiety  of  the  tense  patient 

■ eases  tense  muscles,  relaxes  the  patient 

■ reported  side  effects  are  rare  and  usually  mild. 


AVAILABLE;  200  mg.  Caplets*  (green  colored,  scored),  100  mg.  Caplets 
(peach  colored,  scored),  each  in  bottles  of  100. 

DOSAGE:  Adults,  1 Caplet  (200  mg.)  three  or  four  times  daily;  children 
(5  to  12  years),  from  50  to  100  mg.  three  or  four  times  daily. 

Before  prescribing,  consult  Winthrop’s  literature  for  addi- 
tional information  about  dosage,  possible  side  effects  and 
contraindications. 
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on  a fee  basis. 


Direct  inquiries  to 
Investment  Advisory 
Department 
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GLICKMAN-BARBANEL  COMPANIES 

30  E.  42nd  St.  N.Y.C. 


VIRTUALLY  NO  CARBONIC 
ANHYDRASE  INHIBITION 


LESS  POTASSIUM  LOSS 


In  addition  to  inhibition  of  sodium  and  chloride  resorption,  chloro- 
thiazide and  hydrochlorothiazide  inhibit  carbonic  anhydrase.  Carbonic 
anhydrase  inhibition  is  implicated  in  increased  potassium  loss. 

Naturetin,  on  the  other  hand,  is  a single-action  diuretic,  acting  solely 
on  tubular  reabsorption ; it  has  virtually  no  carbonic  anhydrase  activ- 
ity. This  single  action  may  explain  the  fact  that  Naturetin  produces 
less  potassium  loss  than  other  benzothiadiazines  and  is  therefore  of 
particular  value  in  patients  prone  to  hypokalemia  or  those  on  digitalis. 

AVAILABLE:  Naturetin  5 mg.  and  2.5  mg.  tablets.  ALSO  AVAILABLE:  Naturetin  E K (Squibb  Ben- 
droilumethiazide  6 mg.  and  2.5  mg.  capsule-shaped  tablets,  each  with  500  mg.  Potassium 
Chloride),  for  use  when  disease  or  concomitant  therapy  increases  the  risk  of  hypokalemia. 
For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 
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MORE  URINE 


INCREASED  WEIGHT  LOSS 


Naturetin  has  greater  diuretic  action^-®  than  either  chlorothiazide  or 
hydrochlorothiazide.  A trial  with  Naturetin  demonstrates  the  increased 
urine  volume  and  the  greater  weight  loss  it  provides. 

Moreover,  the  diuretic  effect  of  Naturetin  is  controlled,  sustained  and 
gradual,  a sharp  contrast  to  the  distressingly  abrupt  initial  diuresis 
characteristic  of  shorter  acting  diuretics.  Naturetin  maintains  a favor- 
able urinary  sodium-potassium  excretion  ratio.^ 

AVAILABLE:  Naturetin  5 mg.  and  2.5  mg.  tablets.  ALSO  AVAILABLE:  Naturetin  c K (Squibb  Ben- 
droflumethiazide  6 mg.  and  2.5  mg.  capsule-shaped  tablets,  each  with  500  mg.  Potassium 
Chloride),  for  use  when  disease  or  concomitant  therapy  increases  the  risk  of  hypokalemia. 
For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 

1.  Ford,  R.  V.:  Clin.  Res.  Notes  2:1  (Dec.)  1959.  2.  Ford,  R.  V.:  Cur.  Therap.  Res.  2:92  (Mar.)  1960. 
3.  Elliott,  J,  P.,  Jr.,  and  Goldman,  A.  M.:  South.  M.J.  54:794  (July)  1961. 

Naturetin  —the  diuretic  with  specific  difference 
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"It  seems  ridiculous  to  waste  twelve-year-old  imported  Scotch  on  a ‘common  cold' I 


177 


Medical  Society  of  the  State  of  New  York  continued 


First  District 

Walter  T.  Heldmann,  M.D.,  Richmond 


Presidents,  District  Branches 

Fifth  District 


W.  R.  Carson,  M.D.,  St.  Lawrence 


Second  District 

Charles  W.  Shlimbaum,  M.D.,  Suffolk 


Sixth  District 

George  F.  Nevin,  M.D.,  Cortland 


Third  District 

Eugene  F.  Galvin,  M.D.,  Ulster 
Fourth  District 

Milton  J.  Greenberg,  M.D.,  Washington 


Seventh  District 

Charles  M.  Smith,  M.D.,  Seneca 
Eighth  District 

Irwin  Felsen,  M.D.,  Allegany 


Ninth  District — Maxwell  Gosse,  M.D.,  Dutchess 


Executive  Vice-President 

Henry  I.  Fineberg,  M.D.,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 

Assistant  to  the  Executive  Vice-President 

George  W.  Forrest,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 

Executive  Assistant 

Doris  K.  Dougherty,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 

Business  Division 

750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 
John  K.  Pardee,  Director 

Charles  L.  Baldwin,  Advertising  and  Sales  Director 

Division  of  Scientific  Publications 

New  York  State  Journal  of  Medicine 
750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 
William  Hammond,  M.D.,  Director  and  Editor 
Alvina  Rich  Lewis,  Managing  Editor 

Division  of  Scientific  Activities 

James  Greenough,  M.D.,  Director,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 

Division  of  Industrial  Health  and  Workmen’s  Compensation 

Robert  Katz,  M.D.,  Director,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 

Division  of  Medical  Care  Insurance 

George  P.  Farrell,  Director,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 

Division  of  Communications 

John  K.  Pardee,  Director,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 

Legal  Department 

Counsel  Attorney 

William  F.  Martin,  Esq.  Robert  J.  Bell,  Esq. 

355  Lexington  Avenue,  New  York  17  Telephone:  OXford  7-3122 


178 


Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Ave.,  New  York  16.  Telephone:  MUrray  Hill  4-3211 
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MAY  13-17 

ANNUAL  CONVENTION  OF  THE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

THE  STATLER  HILTON,  NEW  YORK  CITY 

Exciting  new  developments  will  be  discussed  in: 

Electronics 
Radiation  Hazards 
Safe  Procedures  in  Radiation 
Advances  in  Medicine  with  Atomic  Energy 
The  Role  of  the  Physician  in  the  Support  of  Manned  Space  Flight 

A MAJOR  FEATURE 

ENTIRE  MANAGEMENT  OF  HEART  DISEASE  FROM 
ONSET  TO  REHABILITATION  INCLUDING  CONTROL 
OF  THE  HYPERTENSIVE  ASPECTS. 

See  a bright  new  array  of  exhibits  including 
the  free-form  displays  in  the  Grand  Ballroom. 


LESS  BICARBONATE  LOSS 


LESS  ALTERATION 
IN  URINARY  pH 


Unlike  chlorothiazide  or  hydrochlorothiazide,  Naturetin  has  virtually 
no  carbonic  anhydrase  activity.  Thus,  Naturetin  causes  less  bicarbon- 
ate loss  and  less  alteration  in  urinary  pH  than  these  other  agents.  This 
helps  maintain  a more  favorable  acid-base  balance,  and  the  less  alka- 
line urine  reduces  the  risk  of  existing  urinary  infection  becoming 
resistant  to  therapy.  Further,  since  Naturetin  has  less  influence  than 
the  other  thiazides  on  normal  uric  acid  excretion,  it  is  considered  the 
thiazide  of  choice  in  patients  with  a tendency  to  hyperuricemia  or 

gOUt.1'2 

AVAILABLE:  Naturetin  5 mg.  and  2.5  mg.  tablets.  ALSO  AVAILABLE:  Naturetin  o'  K (Squibb  Ben- 
droflumethiazide  6 mg.  and  2.6  mg.  capsule-shaped  tablets,  each  with  500  mg.  Potassium 
Chloride),  for  use  when  disease  or  concomitant  therapy  increases  the  risk  of  hypokalemia. 
For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 

1.  Cohen,  B.  M.:  M.  Times  88:855  (July)  1960.  2.  Cohen,  B.  M.:  Med.  et  Hyg.  (Gendve)  #494.  p.  210 
(Mar.  15)  1961. 
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60  DELICIOUS  FOODS  THAT  CUT  CALORIES,  FAT  AND  CARBOHYDRATES! 


How  often  do  you  sit  across  the  desk  from  a 
patient  whose  problem  is  overweight,  and 
wonder  whether  the  directions  you  give  for 
diet  will  be  followed  accurately— or  at  all? 

A pleasant  and  efficient  solution  to  this  prob- 
lem is  to  recommend  the  new  Mott’s  Figure 
Control  Foods.  This  line  of  over  60  differ- 
ent items  has  been  developed  through  the 
latest  scientific  knowledge  in  the  field  of  nu- 
trition—and  provides  foods  lower  in  calories 
by  an  average  of  50% . Figure  Control  Foods 
take  the  guesswork  out  of  menu-planning. 
Calorie  cutting  can  be  made  pleasant  and 
accurate,  while  eating  normal-size  portions 
of  the  kinds  of  food  people  enjoy  every  day. 

Low  carbohydrate,  low  fat:  Meat  products 
have  most  of  the  hard  fats  removed  (these 


are  the  saturated  type)  in  a way  that  cannot 
be  done  at  home.  Sauces  and  dressings  are 
prepared  with  a high  proportion  of  non-fat 
milk  solids,  vegetable  colloids;  all  are  deli- 
cious and  appetizing.  Fruits,  juices,  desserts 
and  sauces  are  prepare^d  with  non-caloric 
sweetener  — natural  fruit  values  are  intact. 
The  carbohydrate,  protein  and  fat  content 
appears  on  each  label,  along  with  calorie 
counts.  Useful  for  diabetics,  too. 

Easy  medical  tool  for  doctors:  No  possible 
dangerous  side  effects,  not  even  temporary 
dislocation  of  meal  patterns.  Figure  Control 
Foods  in  supermarkets  include:  Soups, 
Meats,  Poultry,  Sauces,  Salad  Dressings, 
Preserves,  Syrup,  Fruits,  Drinks,  Desserts, 
Sweeteners. 


New  Mott’s  Figure  Control®  Foods  offer  Good  Eating  at  Half  the  Usual  Calories 


Apple-Grape  Drink 

fiuantity 

1/2  cup 

Figure 

Control 

Calories 

20 

"Regular" 

Food 

Calories 

52 

Five-Fruit  Juice 
Breakfast  Drink 

1/2  cup 

20 

52 

Braised  Beef  and  Vegetables  6V2  oz. 

184 

380 

Meat  Balls  in  Brown  Gravy 

31/2  oz. 

84 

280 

Chopped  Chicken  Livers 

1 oz. 

31 

100 

Chicken  a la  King 

3 oz. 

72 

230 

French  Style  Dressing 

1 tbsp. 

101/2 

60 

Brown  Gravy 

1 tbsp. 

7 

21 

Applesauce 

Quantity 
1/2  cup 

Figure 

Controi 

Calories 

48 

"Regular" 

Food 

Calories 

90 

Fruit  Cocktail 

1/2  cup 

44 

90 

Cherry  Pie  Filling 

1 oz. 

20 

60 

Chocolate  Topping 

1 tbsp. 

8 

63 

Preserves (Peach, 
Strawberry) 
"Maplette”  Syrup 

1 tbsp. 

9 

55 

1 tbsp. 

9 

55 

Liquid  or  Powder  Sweetener 

(to  equal  1 
tbsp.  sugar)  0 

16 

Complete  menus,  recipes,  calorie  chart  available  for  profes- 
sional distribution,  with  weight  control  guides  you  can  distrib- 
ute with  confidence:  all  menus  meet  N.R.C.  Recommended 
Daily  Allowances.  Use  this  handy  order  form: 

I 1 

FIGURE  CONTROL  FOODS  I 

I Duffy-Mott  Company  I 

I 370  Lexington  Avenue  ■ 

I New  York  17,  New  York  I 

I Please  send free  copies  of  YOUR  WEIGHT  ■ 

ij  CONTROL  PLAN  for  use  with  patients.  I 


Address; 

City; Zone: State:. 
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the  night  owl 


...and  the  father 


both 

victims  of 

’’communicable”* 

ANXIETY 

both 

responsive  to 

ilTTI  R7IX 


widely  favored 
for  the 
anxious  child 

71T7I  R7IX  syrup 

because  of  its  efficacy,  outstanding  record 
of  safety... and  its  excellent  flavor  which  makes 
administration  a pleasure  instead  of  a project 


equally  effective 
for 

grownups 

niA  R7IX  tablets 

and  equally  well  tolerated  by  patients  of  any 
age ...  no  dulling  of  mental  acuity  to  interfere 
with  normal  activities  of  busy  adults 

R3R  COMPLETE  PRESCRIPTION  INFORMATION,  CONSULT  PRODUCT  BROCHURE. 

♦ Literally,  of  course,  anxiety  is  not  "communicable"  as  the  word  is 
commonly  used,  but  you  probably  see  many  patients  whose 
emotional  disturbances  are  transmitted  to  and  reflected  in  the 
people  who  are  closest  to  them. 


For  a' high-potency  vitamin  B complex  formula  with  C, 
recommend  ASF®  (Anti-Stress  Formula). 


New  York,  N.  Y.,  Division,  Chos.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
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The  good  life-just  what  the  doctor  ordered 


Sea  and  sun  are  both  in  his  doctor’s  orders  — so  is  that 
grapefruit  he’s  eating  with  such  gusto.  Citrus  fruit  is  a 
wonderful  way  for  this  patient  or  any  patient  to  get  his 
daily  quota  of  vitamin  C ...  to  enjoy  something  good  to 
eat,  tasty  and  satisfying  but  not  rich. 

Not  all  patients  are  so  lucky  as  to  have  retired  to 
Florida,  where  they  can  pick  citrus  fruit  off  their  own 
trees.  But  any  patient  anywhere  can  get  the  same  benefits 
of  the  natural  vitamin  C in  Florida  oranges,  grapefruit, 
and  tangerines  . . . thanks  to  modern  methods  of  process- 
ing fresh  fruit.  Whether  it  is  frozen,  canned,  or  in  cartons, 
98%  of  the  vitamin  C content  of  the  fruit  is  preserved. 


Grapefruit  and  other  citrus  fruits  filled  with  vitamin  C 
are  valuable  in  the  nutrition  of  every  age  group.  Among 
the  teen-agers,  vitamin  C is  one  of  the  two  nutrients  most 
often  low  in  the  diet.  Infants,  too,  need  generous  amounts 
of  vitamin  C;  and  they  will  take  it  readily  when  it  comes 
to  them  in  the  form  of  delicious  orange  juice. 

When  your  patient  chooses  Florida  citrus,  he  can  be 
sure  of  getting  fruit  filled  with  natural  goodness  and  of 
just  the  right  sweetness.  Florida  citrus  is  unexcelled  be- 
cause a State  commission  watches  over  the  entire  Florida 
citrus  crop  to  see  that  it  meets  the  world’s  highest  stand- 
ards for  fresh,  frozen,  canned,  or  cartoned  citrus  fruit. 


© Florida  Citrus  Commission,  Lakeland,  Florida 
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M ore  and  more  physicians  are  switching,-  from  phenobarbital 
to  BARBA-NIACIN  (phenobarbital-niacin  tablets). 

Here  ore  the  outstanding  advantages  of  BARBA-NIACIN: 

1.  Full  therapeutic  action  of  phenobarbital. 

2.  Greatly  reduced  side  effects  of  phenobarbital. 

3.  Safety  for  use  by  patients  who  have  an  inherent  sensi- 
tivity or  acquired  idiosyncrasy  to  phenobarbital. 


. , jrt  ' r-'t--. . li. . ^ - 

. vw-**  • --r*  %.>*  ■. 

_ ,, ..  >■•.<  vrA  t i : 


SUPERSEDES 


ISTia^in -i^.'the.H5rotective  factor;’’'  ‘BA-RBA-N^^^ 
tablets  contain  phenobarbital  gr.  and  fila^iAJ'.gr .‘'-Dosage'. 
1 tablet  up  to  4 times  daily  as  a sedative  forl-^^-bf  .nervous-, 
ness,  anxiety,  hyperthyroidism,  angina  peoiE^ris,'  essen-lial, 
hypertension,  peptic  ulcer,  acute  maniacaf  states  and  deliripm 
tremens.  Also  indicated  for  epilepsy.  • „ , ; - , J 

* ' ,1 
Niacin-protected  phenobarbital  is  also  available  as  BARBA- 

NIACIN  FORTE  scored  tablets  containing  phenobarbital 
11^  gr.  and  niacin  % gr.  Dosage  1 tablet  on  retiring  as  a 
hypnotic  for  relief  of  insomnia. 

Supplied  in  bottles  of  lOO's. 


Chemical  Company 
St.  Louis  8,  Mo. 


♦Feinblatt,  T.  M..  and  Ferguson, 
E.  A.,  J r.,  Phenobarbital  idio- 
syncrasy, avoidance  by  use  of 
phenobarbital-niacin,  Ncic  York 
Statr  J.  Med.  Vol.  62:  221-22.S, 
1962. 


- NYS-1 

Cole  Chemical  Company 
3715-31  Laclede  Avenue 
St.  Louis  8,  Mo. 

Gentlemen:  Please  send  me  clinical  sample,  reprint  and 
professional  literature. 
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Mom  A NAtiONl^ife^’ ' 

SMVEY  OF  9,872  CULTF^S 
jOP  COMMON  PATHOGENS' 


Conclusions  of  Nationwide  Survey:  Report  I 


1.  Even  after  five  years  of  general  use,  Tao,  of 
the  antibiotics  tested,  demonstrated  greatest  ac- 
tivity against  respiratory  streptococci  and  staphy- 
lococci (3,332  cultures). 

2.  Overall  results  showed  a higher  percentage 
of  suseeptihility  among  these  common  pathogens 
to  Tao  than  to  the  other  antibiotics.  Susceptibility 
to  Tao  was  greatest,  not  only  in  respiratory  strep- 
tococci and  staphylococci,  hut  also  in  these  organ- 
isms isolated  from  skin  and  soft  tissue  (3,423  cul- 
tures), genitourinary  and  gastrointestinal  tracts 
and  other  sources  (2,458  cultures).  Susceptibility 
was  etpial  to  all  antibiotics  tested  in  pneumococci 
from  unspecified  sources  (463  cultures),  and  less 


to  Tao  in  H.  influenzae  from  unspecified  sources 
(196  cultures). 

3.  Tao  has  been  used  for  five  years  without 
development  of  predictable  cross  resistance. 
In  1958  and  1961,  approximately  73%  and  70%, 
respectively,  of  erythromycin-resistant  problem 
staphylococci  showed  susceptibility  to  Tao.®’*  The 
present  study  confirms  the  continuing  high  degree 
of  Tao  activity  even  against  these  pathogens.  Of 
1,592  cultures  of  erythromycin-resistant  staphy- 
lococci, 68%  were  susceptible  to  Tao,  while  in  the 
reverse  situation,  only  33%  of  768  Tao-resistant 
staphylococci  were  susceptible  to  erythromycin. 


Report  II 


Specific  analysis  of  3,332  cultures  of  streptococci  and  staphylococci 
isolated  from  the  ear,  nose,  throat,  and  lower  respiratory  tracts 


R 

Bact^ial 

3,33^ 
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Respiratory 


usceptiJ 
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If  you  would  like  a report  of  the 
entire  susceptibility  study,  write 
Medical  Department,  J.  B.  Roerig 
and  Company,  235  E.  42nd  St., 
New  York  17,  N.Y. 


Capsules  • Ready-Mixed  Oral  Suspension  • 

Pediatric  Drops  • Parenteral  (aeoleandomycin  phosphate) 


And  even  these  were  the  fortunate  ones,  despite 
the  fact  that  they  were  to  carry  a disfigurement  for 
life.  Many  died.  Particularly  if  meningitis 
had  set  in  before  surgery . . . 

You  see  very  few  mastoid  scars  around  today  — and, 
under  20  years  of  age,  they  are  almost  nonexistent. 

But,  not  so  many  years  ago  (1934)  it  was  a 
different  story : 

”No  case  of  acute  mastoiditis  should  he  accepted 
for  insurance  unless  the  ear  has  healed  up  after 
operation  and  has  remained  so  for  at  least 
six  months.’’* 

From  insurance  risk  to  a practically  unknown 
entity  in  medicine  is  quite  a record  for  the  relatively 
few  intervening  years  between  then  and  now.  The 
reasons  are  not  hard  to  come  by.  Diagnostic  techniques 


have  improved  enormously,  as  has  the  quality  of 
medical  education.  And,  we  submit,  so  has  the  qualit 
of  the  medicines  which  have  become  available. 

Yet,  the  value  of  independent  drug  research  has 
been  seriously  challenged  — research  which  has 
produced  the  chemotherapeutic  compounds  which 
make  the  cure  of  mastoiditis  practically  a 
routine,  not  even  a worrisome,  procedure.  True, 
the  cost  may  run  as  high  as  $15.00.  Yet,  ask  the 
man  who  paid  $1,000.00  for  his  mastoid  scar  which 
he  would  have  preferred  — if  he  had  had  the  choice. 

•Asherson,  N.,  “Acute  Otitis  and  Mastoiditis  in  General  Practice/* 

H.  K.  Lewis  & Co.,  Ltd.,  London,  1934. 

This  message  is  brought  to  you  on  behalf  of  the 
producers  of  prescription  products.  A display  card 
this  ad  for  your  waiting  room  is  available.  Write : I 


PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


GRAVIDA  3 

when  abortion 
threatens,  habitually.., 


fetal  salvage  is 
significantly  improved 
by  Delalutin 

MRA1 


SUPPLY:  Vials  of  5 cc.,  each  cc.  supplying  250  mg.  hydroxy- 
progesterone  caproate.  Vials  of  2 and  10  cc.,  each  cc.  sup- 
plying 125  mg.  hydroxyprogesterone  caproate. 

Forfull  information,  see  your  Squibb  Product  Reference  or 
Product  Brief. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


SQUIBB  DIVISION 


Clin 


Delalutin®  is  a Squibb  trademark 


189 


POWDER  OF  ELEGANCE 

Soothing  • Cleansing 
Deodorizing 
Non-irritating 

The  feminine  hygiene  that  appeals. 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


Free  to  Physicians 

Send  for  Your  Copy  of 

West-ward’s 
"Physician’s  Index  to 
Generic  Name  Prescribing’’ 

New  edition  now  avai  Idble 


I West-ward,  Inc  745  Eagle  Ave.,  New  York  56,  N.Y. 

I Please  forward  my  free  copy  of  West-ward’s 
"Physicians’  Index  to  Generic  Name  Prescribing” 

I name MD 

I address 

I city state 

I NVS1-15 
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“Sounds  like 
a case  for 


Protamide, 

Jim...” 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 


Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early*’**  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.^ 


references:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:691  (May)  1960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  52:381  (Sept.)  1959. 


PROTAMIDE® 


—an  exclusive  colloidal  solution  of 
processed  and  denatured  enzyme— 
is  not  foreign  protein  therapy. 


Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


Detroit  11,  Michigan 


If  you  have  a friend  practicing  in  Hohokus  or 
Muskogee,  why  not  send  him  a gift  subscription  to 
the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE? 

Gift  subscriptions  are:  $5.00  for  the  first  year,  $7.50  thereafter 

You’re  not  limited  to  a single  gift  subscription.  You  can,  as  a matter 
of  fact,  make  use  of  this  offer  to  give  two  or  three  old  school  friends  a 
chance  to  read  your  Journal — no  matter  where  they  are.* 


* Friends  in  such  places  as  Tierra  del  Feugo  or  Timbuktu 
will  require  added  foreign  postal  charges  of  $1.50  a 
year. 


P.S.  If  you  don’t  happen  to  be  one  of  our  fortunate  members,  you  can 
also  treat  yourself  to  the  same  special  introductory  subscription  rate. 
Mail  your  order  to:  New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  1 7,  N.  Y. 


PLEASE  SEND  A SPECIAL-RATE  INTRODUCTORY  SUBSCRIPTION  TO: 

Name 

Address 


City  & State. 


Name 


Address. 


City  & State. 
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I I Enclosed  is  $5.00  for  the  first  year  (Regularly  $7.50) 

I I Enclosed  is  $18.00  for  the  first  three  years  (Regularly  $22.50) 
I I Plus  $1.50  for  foreign  addressee. 


LIFTS 

DEPRESSION 
...AS  IT 
CALMS 
ANXIETY 


I feel  like  my  old  self  again!”  Balanced  Deprol  therapy  has  helped  relieve 
her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have  returned. 


Brightens  mood... relaxes  tension 


Energizers 
relieve  depression 


Deprol  both  lifts  depression  and  calms  anxiety 


Tranquilizers 
reduce  anxiety 


CO-739y 


Dosage:  Usual  starting  dase  is  1 tablet 
q.i.d.  When  necessary,  this  may  be  in- 
creased gradually  up  to  3 tablets  q.i.d. 

With  establishment  ot  relief,  the  dose 
may  be  reduced  gradually  to  mainte- 
nance levels. 

Composition:  1 mg.  2-diethylaminoethyl 
benzilate  hydrochloride  (benactyzine 
HCI)  and  400  mg.  meprobamate. 

Supplied:  Bottles  of  50  light-pink,  scored 
tablets. 

Write  for  literature  and  samples. 

^Deprol^^ 

» WALLACE  LABORATORIES 
\Af»  Cranbury,  N.  J. 


/ 


k3dllIU 

1 in  the  bath 
^"soothed  the  skin 

• 

! diminished  itch 
i decreased  . 
inflammation”  ; 
in  drv,  pruritic  | 
skin  disorders  1 

^ 1 

: SENILE  DERMATOSES  I 
1 ATOPIC  DERMATITIS  1 
J PSORIASIS  ! 

STASIS  DERMATITIS  ' 
CONTACT  DERMATITIS  1? 
LOCALIZED  ii, 

NEURODERMATITIS  | 

Ij 


i 


BENEFICIAL  RESULTS  were  obtained  with  SARDO  in  the  bath  in  122  of  135  patients  (90%) 
with  dry,  itchy  skin  conditions,  in  most  cases  with  beneficial  effect  "after  the  first  bath.” 
Dryness  was  allayed  in  all  cases,  and  associated  itching  "either  completely  relieved  or 
greatiy  improved.”  No  irritation  or  sensitization  was  observed. 


This  new  study  corroborated  others^'"^  showing  that  SARDO  helps  re-establish  the  normal 
physiologic  lipid-aqueous  skin  balance. 

Pleasant,  easy-to-use  SARDO  releases  millions  of  microfine  water-dispersible  globules*  in 
the  bath.  Bottles  of  4,  8 and  16  OZ.  *Patent  Pending  T.M.  ©1963  by  Sardeau,  Inc. 


SAMPLES  and  literature  available  from.. 

SARDEAU,  INC. 

76  East  66th  Street,  New  York  22,  N.  Y. 


1.  Borota,  A.,  and  Grinell,  R.N.: 

J.  Amer.  Geriatrics  Soc.,  10:413,  1962. 

2.  Spoor,  H.  J.:  N.  Y.  State  J.  M.  68:3292, 1958. 

3.  Lubowe,  I.  I.:  Western  Med.  1:45, 1960. 

4.  Welssberg,  G.:  Clin.  Med.  7:1161, 1960. 
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for  over  12  years  dependably  effective 


a family  of  products 

for  family  cold  needs 

® 


for  colds 


A 

CORICIDIN,  brand  of  antihistamine-analgesic-antipyretic  compound. 
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asthma  attack  averted 

...  in  minutes 


patient  protected 

. . . for  hours 


. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenalin  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HCl,  10  rag. 
air  for  hours — through  theophylline,  2 gr.;  ephedrine,  % gr.;  phenobarbital.  Vs  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours’  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Teeming  & Co.,  Inc.,  New  York  17,  N.Y. 
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SUPPLIED 

Milpath-4^)0  (yellow  scored  tablets) 


Miltown  (meprobamate,  Wallace) . . . 400  mg. 

tridihexethyl  chloride 25  mg, 

Milpath-,200  (yellow  coated  tablets) 

Miltown  (meprobamate,  Wallace).  . .200  mg. 

tridihexethyl  chloride 25  mg. 

Both  in  bottles  of  50. 


DOSAGE  AND  ADMINISTRATION 

1 Milpath-400,  or  1 or  2 Milpath-200,  3 times 
a day  and  at  bedtime, 

WALLACE  LABORATORIES 

Cranbury,  N.  J. 

PHOTO  COURTESY  OF  PAN  AMERICAN  WORLD  AIRWAYS 


from  Oroya  fever  in  Peru 


:o  lobar  pneumonia  in  New  York 


Whether  treating  Oroya  fever  or  a host  of  other  infections,  physicians  throughout 
the  world  continue  to  rely  on  Terramycin  for  its  outstanding  safety,  effectiveness 
and  excellent  tolerability.  Not  a single  case  of  phototoxic  reaction,  blood  dyscrasia 
or  neurologic  disturbance  directly  attributable  to  Terramycin  has  been  reported  in 
more  than  3,000  clinical  papers  in  the  last  12  years.  In  your  practice,  the  next  infec- 
tion you  see  will  very  likely  be  “Terra-responsive.” 

Oroya  fever  (Carrion’s  disease),  prevalent  only  in  certain  valleys  of  the  Andes,  is  charac- 
terized by  a rapidly  evolving,  febrile  pernicious  anemia.  The  infecting  organism  is  Bartonella 
bacilliformis,  a gram-negative,  flagellated  organism,  transmitted  by  night  bites  of  the 
phlebotomus,  or  sand  fly.  The  organism  is  unmistakably  identifiable  in  blood  films— no  other 
human  pathogen  even  slightly  resembles  it.  The  mortality  rate  of  untreated  Oroya  fever 
can  be  as  high  as  40  per  cent  (in  all  probability,  this  was  the  disease  which  decimated 
Pizarro’s  army  in  the  16th  century).  Treatment  with  Terramycin  produces  dramatic 
reduction  of  fever  and  a stabilized  blood  count  in  48  hours  or  less. 


IN  BRIEp\The  dependability  of  Terramycin  in  daily  practice  is  based  on  its  broad  range 
of  antimicrobial  effectiveness,  excellent  toleration,  and  low  toxicity.  As  with  other  broad- 
spectrum  antibiotics,  overgrowth  of  nonsusceptible  organisms  may  develop.  If  this  occurs, 
discontinue  the  medication  and  institute  appropriate  specific  therapy  as  indicated  by 
susceptibility  testing.  Glossitis  and  allergic  reactions  to  Terramycin  are  rare.  For  complete 
information  on  Terramycin  dosage,  administration,  and  precautions,  consult  package 
insert  before  using.  More  detailed  professional  information  available  on  request. 


Science  for  the  world’s  well-being® 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  New  York 


Robitussin 

glyceryl  guaiacolate 

For  the  special  care  that  winter  coughs  demand,  both  Robitussin  formulas  contain  glyceryl 
guaiacolate  which  enhances  the  flow  of  Respiratory  Tract  Fluid  (RTF)  almost  200%. 

Of  practically  all  drugs  now  used  clinically  as  expectorants,  glyceryl  guaiacolate  exerts  the  most 
intense  and  prolonged  action. 

Increased  RTF  promotes  bronchial  drainage  by  liquefying  tenacious  sputum  and  exerts  a 
soothing,  demulcent  effect  on  irritated  bronchial  mucosa  that  helps  reduce  the  frequency  of 
dry,  tickling,  unproductive  coughs. 

Robitussin  A C also  contains  pheniramine  maleate  to  control  associated  allergic  manifestations 
and  codeine  phosphate  to  suppress  persistent,  unproductive  coughs. 

Formulas— Robitussin;  Glyceryl  guaiacolate  100  mg.  per  5 cc.  Robitussin  A-C:  Glyceryl  guaia- 
colate  100  mg.,  Pheniramine  maleate  7.5  mg..  Codeine  phosphate  10  mg.  per  5 cc. 

A.  H.  Robins  Co.,  Inc.,  Richmond  20,  Virginia 


j 


I 


this  can 
ontained  an 
'effective  help 
foi^  infant  diarrhea; 
c^iac  syndrome; 
fat  intolerance— 
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li-Pro  contains  Protein  41%; 
at  14%:  Lactose 35%. Avail- 
ble  in  1-lb.  and  2 */2'lb.  cans. 


AND  IT’S  FREE 

I SEND  ME  MY  FREE  SAMPLE  OF  HI-PRO,  2 OZ.  SIZE  ~| 

I Mail  to:  Jackson-Mitchell  Pharmaceuticals,  Inc.  ■ 

I 10401  Virginia  Ave.,  Culver  City,  California  ! 

I Babying  Americans  since  1934  | 
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gratifying  relief  fo 


Gainful  joints 


With  ARISTOCORT,  patients 
with  painful,  arthritic  joints 
obtain  rapid  reduction  of  pain 
and  inflammation,  as  well  as 
substantial  improvement  in  joint 
mobility.  Many  patients  who 
might  otherwise  be  confined 
in  a state  of  invalidism  have  been 
able— with  ARISTOCORT—  to 


continue  their  customary 
livelihoods  or  go  about 


their  regular  household 
activities.  Yet  this  gratifying 
symptomatic  relief  may  not  be 
accompanied  by  severe 
hormonal  collateral  effects, 
such  as  sodium  retention, 
edema,  emotional  disturbance, 
insomnia  or  voracious 
appetite— that  may  prevent 
patients  from  obtaining 
corticosteroid  benefits. 


unsurpassed  for  total  patient  benefits 


Triamcinolone  Lederle 


i 

1 


t' 


Supplied:  Scored  tablets  (three  strengths),  syrup,  parenteral  and  various  topical  forms. 
Request  complete  information  on  Indications,  dosage,  precautions  and  contraindications 
from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 


Cleanliness  is  more  than  a virtue  at  Lilly; 
it  is  a routine.  It  starts  with  vacuum- 
cleaning the  drums  filled  with  raw  mate- 
rial even  before  they  enter  a Lilly  ware- 
house. It  is  the  first  of  an  endless  list  of 


rules  that  have  become  a way  of  life  I’ 
for  Lilly  employees.  Although  meticulous ' 
housekeeping  has  little  to  do  with  tech-  ^ 
nical  know-how,  it  adds  immeasurably  ( 
to  the  quality  of  the  finished  product.  * 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


On  with  the  new  year 


* The  Journal  is  a year  older  and  we  hope 
a year  wiser.  Dedicated  to  the  continuing 
education  of  physicians,  it  constantly  seeks 
to  broaden  its  usefulness  to  its  readers. 

One  of  the  chief  functions  of  an  editor 
and  an  editorial  board  is  to  furnish  quality 
control.  Looking  back  over  the  year  just 
passed  we  compile  a long  list  of  people  in 
addition  to  a devoted  Associate  Editorial 
Board  who  have  lent  authority  to  our  deci- 
sions. They  had  no  responsibility  to  the 
Journal  but  nevertheless  responded  whole- 
heartedly to  our  requests.  These  we  thank 
giost  warmly: 

J.  A.  Abildskov,  M.D.,  Syracuse 
Robert  M.  Albrecht,  M.D.,  Albany 
Ruth  Bakwin,  M.D.,  New  York  City 
Alvan  L.  Barach,  M.D.,  New  York  City 
Richard  H.  Barnes,  Ph.D.,  Ithaca 
Leona  Baumgartner,  M.D.,  Washington, 

D.C. 

Robert  J.  Benford,  M.D.,  Washington,  D.C. 
Charles  A.  Bertrand,  M.D.,  White  Plains 
Marvin  A.  Block,  M.D.,  Buffalo 
John  J.  Bourke,  M.D.,  Albany 

I.  Jay  Brightman,  M.D.,  Albany 
Richard  D.  Brasfield,  M.D.,  New  York  City 

J.  Richard  Burns,  Esq.,  New  York  City 
Francis  S.  Caliva,  M.D.,  Syracuse 
Benjamin  Ciliberti,  M.D.,  Yonkers 
Edward  F.  Delagi,  M.D.,  New  York  City 
Erwin  Di  Cyan,  Ph.D.,  New  York  City 
Vincent  P.  Dole,  M.D.,  New  York  City 
Arthur  H.  Dube,  M.D.,  Syracuse 

Vincent  Du  Vignaud,  Ph.D.,  New  York  City 
Robert  H.  Eich,  M.D.,  Syracuse 
Max  Ellenberg,  M.D.,  New  York  City 
William  W.  Faloon,  M.D.,  Syracuse 
George  P.  Farrell,  New  York  City 
Nathaniel  Finby,  M.D.,  New  York  City 
Morris  Fishbein,  M.D.,  Chicago 
Andrew  C.  Fleck,  M.D.,  Albany 


Julia  L.  Freitag,  M.D.,  Albany 
Harold  T.  Fuerst,  M.D.,  New  York  City 
Frank  W.  Furth,  M.D.,  Syracuse 
Morris  Gordon,  M.D.,  Yonkers 
Vincent  H.  Handy,  M.D.,  Albany 
Milton  Helpern,  M.D.,  New  York  City 
Robert  W.  Hillman,  M.D.,  Garden  City 
James  F.  Holland,  M.D.,  Buffalo 
John  E.  Hotchin,  M.D.,  Albany 
Robert  Katz,  M.D.,  New  York  City 
Robert  F.  Korns,  M.D.,  Albany 
Herbert  T.  Kupperman,  M.D.,  New  York 
City 

Warren  Lafkin,  White  Plains 
Edward  J.  Lorenze,  M.D.,  White  Plains 
William  M.  Martin,  Esq.,  New  York  City 
John  K.  Miller,  M.D.,  Albany 
Walter  Modell,  M.D.,  New  York  City 
Norman  S.  Moore,  M.D.,  Ithaca 
Eugene  Moskowitz,  M.D.,  Mount  Vernon 
William  B.  Ober,  M.D.,  New  York  City 
John  O’Brien,  M.D.,  Syracuse 
Hildegarde  Plager,  M.D.,  Albany 
Leonard  J.  Raider,  M.D.,  New  York  City 
Daphne  Roe,  M.D.,  Ithaca 
Avery  A.  Sandberg,  M.D.,  Buffalo 
Glenn  Seaborg,  Ph.D.,  Washington,  D.C. 
Edward  R.  Schlesinger,  M.D.,  Albany 
Jerome  M.  Schneck,  M.D.,  New  York  City 
Bruce  J.  Sobol,  M.D.,  Valhalla 
Joseph  E.  Sok^,  M.D.,  Buffalo 
Leon  Stutzman,  M.D.,  Buffalo 
Victor  N.  Tompkins,  M.D.,  Albany 
George  Tritsch,  M.D.,  Buffalo 
George  S.  Watson,  M.D.,  Valhalla 
M.  Henry  Wilhams,  M.D.,  New  York  City 
Lenore  R.  Zohman,  M.D.,  Valhalla 

The  Scotch  have  a New  Year’s  custom 
called  the  “foot-in.”  The  first  one  with  his 
foot  in  the  door  on  the  year’s  first  day  gets 
an  extra  dollop  of  moimtain  dew. 

A very  happy  New  Year  to  all  our  “foot- 
in’’ friends. 
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Medical  legion  of  honor 

We  are  in  receipt  of  a letter  from  Archi- 
bald O.  M.  Wood,  M.D.,  president  of  the 
Fifty  Year  Club  of  American  Medicine, 
asking  that  this  organization  be  brought  to 
the  attention  of  our  readers. 

Nothing  affords  us  greater  pleasure.  The 
practice  of  medicine  takes  measurable  phys- 
ical and  mental  toU  of  its  members;  the 
measure  is  often  found  in  the  obituary 
columns.  That  there  are  five  himdred 
members  of  this  club  and  that  they  hope  to 
reach  an  additional  five  hundred  in  the  near 


Date  of  disablement 

A very  recent  decision  of  the  New  York 
Court  of  Appeals,  it  appears,  at  last  lays  at 
rest  the  crucial  question  of  when  under 
Workmen’s  Compensation  the  “day  of  dis- 
ablement” begins. 

The  question  before  the  Court  was: 
“may  the  Workmen’s  Compensation  Board 
fix  as  the  ‘date  of  disablement’  for  an  occupa- 
tional disease  the  date  when  he  first  re- 
ceived medical  treatment  and  thus  impose 
liability  on  the  carrier  for  the  cost  of  medical 
treatment  after  that  date  even  when  there 
is  no  loss  of  earnings,  or  must  the  ‘date  of 
disablement’  for  such  purposes  be  deferred 
until  the  workman  actually  loses  time  from 
work?” 

The  Workmen’s  Compensation  referee 
emd  board  held  in  favor  of  the  workman  but 
the  Appellate  Division,  Third  Department, 
reversed  so  much  of  the  board’s  order  as 
directed  payment  of  medical  expenses  in- 
curred prior  to  the  date  when  losses  of 
wages  began. 

The  workman  contracted  an  occupational 
dermatitis  while  working  and  received  his 
first  medical  treatment  therefor  on  February 
23,  1959,  but  continued  to  work  until 
October,  1959.  The  board  (confirming  its 
referee)  fixed  the  date  of  disablement  as 
February  23,  1959.  The  Appellate  Division 


future  is  a matter  for  rejoicing.  We  can 
think  of  nothing  finer  than  to  work  as  a 
doctor  for  fifty  years;  it  is  a privilege  that 
we  hope  many  will  have. 

The  club  dues  are  minimal — ^three  dollars 
per  year^ — ^and  should  be  sent  with  creden- 
tials to:  J.  H.  McCurry,  M.D.,  Secretary, 
Fifty  Year  Club  of  American  Medicine, 
Cash,  Arkansas. 

Send  the  cash  to  Cash  and  swell  the  ranks 
of  this  honor  league.  The  club  wiU  meet  in 
June  at  the  A.M.A.  in  Atlantic  City. 


said  that  under  the  Workmen’s  Compen- 
sation Law  no  liability  for  medical  expenses 
accrued  imtil  there  had  been  disablement  from 
earning  wages. 

The  Workmen’s  Compensation  Board 
argued  that  this  ruling  offends  against  justice 
and  is  against  the  public  interest  since  it 
compels  an  occupational  disease  sufferer  who 
wishes  to  keep  on  working  to  quit  work 
{and  collect  more  compensation)  in  order  to 
get  his  medical  bills  paid. 

The  Appellate  Division,  according  to  the 
Court  of  Appeals,  admitted  the  injustice 
involved  but  thought  that  the  remedy  lay 
with  the  Legislature,  although  this  conclu- 
sion seemed  to  be  at  variance  with  earlier 
holdings  of  the  Appellate  Division. 

The  Court  of  Appeals  set  aside  this  ruling 
and  held  “as  to  an  occupational  disease 
claim  that  the  employee’s'right  to  compensa- 
tion and  the  employer’s  corresponding  li- 
ability accrue  no  later  than  the  date  when 
the  illness  requires  medical  attention.” 

It  went  on  to  say  (quoting  from  an  earlier 
case)  that  “in  a true  ‘accident’  situation 
physical  or  medical  impairment  ‘reflected 
in  medical  care  required’  is  a ‘disability’  in 
itself  regardless  of  financial  impairment.” 
{Ryciak  v.  Eastern  Precision  Resistor,  et  al.. 
Court  of  Appeals,  November  1,  1962.) 
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“Have  you  ever  had  trouble  with  wax  in  your  ears  beforeT’ 
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The  results  of  seven  years  of  wide  clinical  experience  among  more 
than  one  million  users  of  Enovid  are  reported  in  Physicians’  Product 
Brochure  No.  67  and  in  Searle’s  “Drug  Caution”  letter  of  August  7, 
1962,  extra  copies  of  which  are  available  on  request. 

1.  Rubin,  A.:  New  Progestcronic  Hormones  in  ihe  Control  of  Fertility,  Penn.  Med.  J.  65:581-583 
(May)  1962.  2.  Andrews,  W.C.,  and  Andrews,  M.C.:  The  Use  of  Progestins  for  Oral  Contraception, 
Southern  Med.  J.  55:454-456  (May)  1962. 


Research  in  the  Seiuice  of  Medicine 


SEARLE 


ENOVID 

(brand  of  norelhynodrel  wirh  elhynylestrodiol  S meihyl  ether)  tablets  of  5 mg.  and  of  10  mg. 


Enovid  is  an  exclusive  product  of  Searle  Research.  It  is  not  available  under  any  other  name. 


Norethynodrel,  a steroid  molecule  displaying  both  progestational  and 
estrogenic  properties,  “appears  to  be  completely  free*  of  any  andro- 
genic or  antiestrogenic  activity.”  Thus,  apart  from  its  thoroughly 
established  efficacy  in  ovulation  inhibition,  Enovid  is  physiologically 
appropriate  for  feminine  use. 


Also  appropriate  to  feminine  physiology  are  certain  effects  noted 
clinically  in  women  taking  Enovid  for  long-term  suspension  of  fer- 
tility. Characteristically,  cyclic  regularity  is  achieved,  the  duration  of 
menstrual  flow  is  shortened  and  its  volume  lessened.  According  to 
Andrews  and  Andrews**:  “In  95.2%  of  patients  on  this  cyclical  manage- 
ment the  volume  of  menstrual  flow  has  been  decreased  and  this  has 
been  of  help  in  those  having  menorrhagia.  Dysmenorrhea  has  been 
eliminated  or  significantly  improved  in  87.5%  of  patients  where  this 
has  been  present.  Relief  of  premenstrual  tension  has  frequently  been 
noted.”  Of  particular  significance,  “The  general  acceptance-  by 
women  of  this  regimen  has  been  excellent.  Many  have  commented  on 
a feeling  of  well  being  and  freedom  from  fear  of  pregnancy.” 
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in  severe  respiratory  infections  refractory  to  other  measures... 


CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 

for  established  clinical  efficacy  against 
susceptible  organisms' ' 

In  Friedlander’s  Pneumonia' ''  • In  Hemophilus  Influenzse  Pneumonia'’"’' 

• In  Staphylococcal  Pneumonia’  • In  Acute  Epiglottitis"’””  • In  Pneumonias  Due  to 
Gram-negative  Bacilli'  • In  Staphylococcal  Empyema’' 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg,,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious 
infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other 
less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect 
early  peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 
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1959.  (6)  Wolfsohn,  A.  W.-.  Connecticut  Med. 
22:769,  1958.  (7)  Caivy,  G.  L.:  New  England  J. 
Med.  259:532,  1958.  (8)  Hendren,  W.  H„  HI,  & 
Haggerty,  R.  J.:  J.A.M.A.  168:6,  1958.  (9)  Cutts. 
M.:  Rhode  Island  M.  J.  43:388,  1960.  (10) 
Berman,  W.  E.,  & Holtzman,  A.  E,:  California 
Med.  92:339,  1960.  (11)  Vetto,  R.  R.:  J.A.M.A. 
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centration  and  deposition  of  this  material 
within  the  gland.  The  ratio  between  the 
specific  activity  found  in  the  organ  and  the 
specific  activity  found  in  other  portions  of 
the  body  has  led  to  the  development  of  the 
thyroid  uptake  study.  This  study  effec- 
tively measures  the  function  of  the  th3rroid 
gland.  It  does  not,  however,  yield  anatomic 
information  concerning  the  gland,  and  these 
morphologic  data  may  be  of  as  great  poten- 
tial use  as  the  functional  information 
derived.  The  in  vivo  examination  of  a 
radioactive  deposit  within  an  organ  and  the 
subsequent  graphic  recording  of  this  exam- 
ination may  be  termed  medical  scintillation 
scanning. 

Medical  scintillation  scanning  in  this 
coimtry  began  in  1950  with  the  development 
by  Cassen,  Curtis,  emd  Reed^  of  an  instru- 
ment capable  of  measuring  the  spacial  dis- 
tribution of  radioactive  iodine  in  the 
human  thyroid  gland.  This  instrument  was 
the  first  to  scan  a region  of  the  body  in  an 
attempt  to  determine  how  an  internally 
administered  radioisotope  is  distributed  in  a 
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FIGURE  1.  The  basic  components  of  scintiscanner 
consist  of  detector,  photorecorder,  stylus  "dot” 
recorder,  and  spectrometer  for  selecting  radiation 
photons  to  be  recorded. 

specific  organ.  This  technic  is  called  “area 
scanning.”  Given  an  organ,  such  as  the 
th5rroid,  which  wUl  concentrate  radioiodine 
selectively,  one  can  determine  most  morpho- 
logic abnormalities  within  the  gland. 

The  tremendous  progress  in  scintillation 
scanning  during  the  past  ten  years  has  been 
due  primarily  to  advances  in  instrmnen- 
tation.  It  is  only  within  the  past  year  that 
an  additional  radioisotope,  has  become 
available  as  well  as  practical  for  use  in  the 
thyroid  gland.  The  basic  instriunentation 
required  can  be  seen  in  Figure  1.  It  re- 
quires a radiation  detector  in  synchroni- 
zation with  a recording  mechanism. 

Radiation  detector 

The  detector  consists  of  a scintillation 
crystal.  The  photons  from  the  source  of 
radiation  produce  weak  light  pulses  within 
the  crystal.  These  are  amplified  by  a 
photomultiplier  imit.  The  crystal  must  be 
adequately  shielded  with  lead  and  steel  to 
prevent  scatter  radiation  from  affecting  it. 
The  face  of  the  crystal  must  be  shielded  or 
collimated  so  that  it  “sees”  only  the  radi- 
ation which  comes  from  a very  small  area 
directly  beneath  the  detector.  The  theory 
and  practice  of  detector  coUimation  is 
intricate  and  controversial,  but  essentially 
the  collimator  is  similar  to  the  lens  of  a 
camera.  Its  job  is  to  focus  the  radiation 
from  a small  area  in  the  body  on  a receiving 
crystal  and  at  the  same  time  exclude  radi- 
ation from  outside  the  area  of  interest.  At 
the  present  time,  the  most  satisfactory 
device  is  a so-called  “focusing  collimator”  as 
seen  in  Figure  2.  This  consists  of  a series  of 
holes  drilled  at  an  angle  in  a block  of  lead 
and  so  constructed  that  their  axes  intersect 
at  a point  some  distance  beyond  the  face  of 
the  collimator.  This  means  that  the  col- 


FIGURE  2.  "Focusing  collimator”  illustrated  in 
cross  section.  Axes  of  drilled  holes  in  lead  block 
are  at  angle  designed  to  focus  on  point  A at  depth 
within  volume  being  scanned. 

limator  has  its  point  of  maximum  sensi- 
tivity several  inches  in  front  of  its  face.  It 
is  then  possible  to  adjust  the  detector  so  that 
the  thyroid  gland  lies  within  this  zone  of 
sensitivity. 

The  detector  is  connected  to  a transport 
mechanism  designed  to  move  it  auto- 
matically over  the  preset  area  in  a parallel 
fashion  in  synchronization  with  the  recording 
imit.  The  data-recording  mechanism  origi- 
nally consisted  of  a solenoid  which  caused  a 
stylus  to  tap  sharply  against  a piece  of 
paper,  relating  the  marks  or  dots  with  the 
pulses  coming  from  the  detector  unit.  The 
greater  the  amoimt  of  radioactivity  under 
the  detector,  the  more  pulses  reached  the 
recorder  and  the  greater  the  number  of  dots 
made  on  the  paper.  This  system  of  re- 
cording was  considered  the  weakest  link  in 
the  mechanism  and  has  now  been  sup- 
planted, for  the  most  part,  by  a system  of 
photographic  recording.  The  nucleus  of 
the  photorecording  system  is  a small 
cathode  ray  tube  that  is  synchronized  with 
the  movement  of  the  detector  (Fig.  3). 
Light  from  the  cathode  ray  tube  is  col- 
limated so  as  to  produce  a round  spot  which 
is  projected  onto  a film  held  in  a suitable 
cassette.  Each  radioactive  disintegration 
detected  by  the  scintillation  probe  causes 
the  electron  beam  to  flash  for  a preset 
length  of  time.  The  intensity  of  the  beam, 
and  thus  the  light  flash,  varies  with  respect 
to  the  count  rate. 
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FIGURE  3.  Block  diagram  of  photorecording  system  for  scintiscanner. 


The  photons  striking  the  scintillation 
crystal  cause  it  to  glow,  and  the  light 
flashes  are  converted  into  electrical  energy 
by  the  photomultiplying  system.  The 
pulses  will  have  varying  degrees  of  energy 
depending  on  the  characteristic  gamma  ray 
emissions  of  the  isotope.  The  pulses  are  fed 
into  a spectrometer  which  is  a gatelike 
mechanism  that  will  pass  only  those  pulses 
having  values  corresponding  to  previously 
set  limits.  This  makes  it  possible  to  reject 
backgroimd  radioactivity  by  selecting  only 
the  components  of  the  materied  desired. 
The  pulse  height  analysis  is  essential  in  the 
scanning  technic.  It  makes  it  possible  to 
discard  the  scattered  photons  which  have 
lost  part  of  their  energy  and  to  record  on  the 
scan  only  the  primary  energy  from  the 
localized  isotope.  It  is  obvious  that  the 
final  scan  and  its  proper  clinical  interpre- 
tation will  depend  not  only  on  the  inter- 
preter’s knowledge  of  the  patient,  but  also  on 
his  knowledge  of  the  maimer  in  which  the 
scan  was  performed.  Improper  setting  of 
the  multitude  of  controls  can  yield  mis- 
leading information. 


Interpretation 

In  the  past,  it  has  usually  been  the 
clinician  who  has  observed  an  enlarging  mass 
or  a clinical  state  which  might  be  related  to 
abnormal  thyroid  physiology.  The  early 
scintiscans  were  used  largely  as  tools  for  pro- 
viding information  regarding  a known 
situation.  With  the  great  improvement 
made  in  instrumentation  over  the  past 
years,  it  is  now  possible  to  define  and  char- 
acterize lesions  and  abnormalities  which 
could  not  be  felt  on  palpation  or  detected  by 
other  means. 

A scan  of  a normal  thyroid  gland  gives  the 
appearance  of  two  converging  rectangles  or 
lobes  connected  by  an  irregular  bridge  or 
isthmus  (Fig.  4).  One  lobe  may  be  larger  or 
smaller  without  indicating  abnormality  as 
long  as  the  outline  is  regular.  The  upper 
poles  may  be  somewhat  pointed,  but  the 
distribution  of  activity  is  reasonably  homo- 
geneous. Many  normal  anatomic  variants 
may  be  seen,  such  as  the  absence  of  the 
isthmus.  Also,  the  gland  may  be  in  a 
lower  position  in  the  adult  than  that  in  a 
child. 
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FIGURE  4.  Photoscan  of  normal  thyroid  gland. 


There  are  three  major  aspects  of  thyroid 
abnor^B^dity  which  are  demonstrable  by 
scannmg.  The  first  of  these  concerns  the 
size  of  the  gland.  Diffuse  hyperplasia  of  the 
th3rroid  as  one  sees  in  Graves  disease  is 
noted  in  Figure  5.  The  suprasternal  notch, 
the  sides  of  the  neck,  and  usually  the  chin 
are  indicated  as  anatomic  landmarks  on  a 
scan  so  that  an  estimation  of  the  size  can  be 
more  accurately  determined.  It  should  be 
emphasized  that  the  interpretation  of  the 
scan  must  always  be  made  by  simultaneous 
examination  of  the  patient.  A correlation 
of  the  clinical  history,  palpable  findings,  and 
scintiscanning  findings  will  yield  the  highest 
degree  of  diagnostic  accuracy.  Hyperplasia 
of  one  lobe  of  the  gland  may  occur  as  in 


V/ 

FIGURE  5.  Diffuse  hyperplasia  of  thyroid  gland 
in  patient  with  Graves  disease. 

Figure  6A.  The  postoperative  appearance 
following  hemithyroidectomy  may  be  as  in 
Figure  6B. 

The  second  area  of  interpretation  involves 
the  position  of  the  gland.  It  is  obvious  that 
an  improper  scamning  technic  can  alter  the 
position  of  the  gland  markedly  by  a partial 
rotation  of  the  neck,  hyperextension,  or  by 
undue  swallowing  during  the  procedure. 
These  factors  must  be  known  to  the  inter- 
preter for  proper  evaluation.  The  presence 
of  aberrant  th3nroid  tissue  also  may  be  de- 
termined (Fig.  7).  This  scan  demonstrates 


FIGURE6.  (A)  Hyperplasia  of  right  lobe  in  hyperthyroidism.  (B)  Dot  scan  showing  appearance  of  right 
thyroid  lobe  following  left  thyroid  lobectomy. 
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FIGURE  7.  Dot  scan  in  anteroposterior  and  lateral  projections  in  sixteen-year-old  girl  with  lingual  thyroid- 


a lingual  thyroid  in  a sixteen-year-old  girl. 
Substernal  extension  of  the  normal  function- 
ing thyroid  or  substernal  goiter  can  be 
readily  diagnosed  by  means  of  the  scintiscan 
as  noted  in  Figure  8.  Nonfunctioning  sub- 
stemal  thyroid  tissue  is  more  difficult  to 
demonstrate.  Usually  the  lower  border  of 
such  glands  will  be  irregular,  suggesting  the 
presence  of  substernal  extensions  of  cystic 
colloid  tissue. 

Third,  the  area  of  greatest  value  of  the 
scintiscan  is  in  determining  the  presence  or 
absence  of  hyperfunctioning  or  hypofimc- 
tioning  thyroid  nodules  and  as  an  aid  in  the 
estimation  of  the  clinical  potentialities  of 
these  nodules.  A nodule  within  the  thyroid 
gland,  whether  palpable  or  not,  may  appear 
as  a dense  or  hyperfunctioning  area  or  as  a 
rarified  or  hypofunctioning  area.  The  hy- 
perfimctioning  nodules  have  become  known 
as  “hot  nodules”  and  for  all  practical  pur- 
poses are  essentially  benign  (Fig.  9).  These 
nodules  characteristically  concentrate  radio- 
activity to  a greater  degree  than  the  adjacent 
siu'rounding  thyroid  tissue.  They  are  vis- 
ible on  the  scan  only  because  there  is  a 
significant  difference  in  their  ability  to  con- 
centrate radioiodine.  If  a palpable  nodule 
has  the  same  degree  of  function  as  the  sur- 
rounding tissue  it  will  not  be  visualized  on 
the  scan.  A “hot  nodule”  may  be  present 
even  though  the  over-all  uptake  of  the 
thyroid  gland  is  in  the  euthyroid  range. 
These  nodules  are  obviously  clinically  im- 
portant because  they  sometimes  produce 
thyrotoxic  symptoms  in  spite  of  an  ap- 
parently normal  total  output  of  thyroxine. 
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FIGURE  8.  Photoscan  showing  example  of 
substernal  goiter. 


This  may  be  based  on  the  theory  that  other 
more  active  “hormones”  are  produced  in 
such  areas  and  is  somewhat  confirmed  by  the 
isolation  of  “nonthyroxine  bodies.”  Hyper- 
functioning nodules  may  be  single  or 
multiple.  Apparent  nodules  on  the  scan 
may  be  due  to  irregularities  in  the  thickness 
of  the  gland.  A correlation  with  palpable 
findings  will  often  clarify  the  interpretation. 

If  a palpable  nodule  is  hypofunctioning  or 
shows  no  evidence  of  activity  or  if  there  is  an 
area  of  lesser  density,  it  may  indicate  that 
the  gland  at  this  point  is  thinner,  that  the 
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FIGURE  9.  Photoscans  reveal  localized  areas  of  hyperactivity  in  2 patients.  (A)  Demonstrates  hyper- 
active area  in  left  lobe  and  (B)hyperactive  area  in  right  lobe. 


tissue  has  been  removed  surgically,  or  that 
the  area  is  occupied  by  noniodine-accumu- 
lating tissue.  Palpation  wiU  reveal  the  first 
and  second  possibilities,  and  it  is  the  third 
that  is  of  concern.  An  area  of  the  gland 
which  concentrates  the  radioiodine  to  a 
lesser  degree  than  the  surrounding  tissue  has 
been  referred  to  as  a “cold  nodule.”  Such 
an  area  may  be  due  to  hemorrhage  into  a 
nodule,  to  a nonfunctioning  adenoma,  to 
cystic  changes,  to  inactive  colloid  goiter,  to 
degenerated  thyroid  tissue,  to  surgical 
excision,  or  to  carcinoma.  It  is  the  last  of 
these  possibilities  that  is  the  most  serious. 

Since  the  onset  of  scanning  some  ten 
years  ago,  statistics  have  been  accumulated 
to  indicate  the  proportion  of  “cold  nodules” 
that  proved  malignant.  The  early  studies 
reported  that  about  20  per  cent  of  cold 
nodules  were  malignant.®-®  The  most  re- 
cent report  of  Meadows^  indicates  that  58 
per  cent  of  nonfimctional  solitary  th3Toid 
nodules  submitted  to  operation  were  foimd 
to  be  malignant.  It  should  be  noted  that 
this  refers  to  nodules  showing  no  evidence  of 
iodine  accumulation.  It  does  not  include 
those  which  may  show  partial  activity  and 
be  termed  “hypofunctioning.”  If  the  hypo- 
functioning and  nonfunctioning  nodules  are 
grouped  together,  the  incidence  of  malig- 
nant conditions  becomes  24  per  cent.^ 

Figure  10  demonstrates  the  scintiscan  of  a 
sixteen-year-old  girl  who  was  referred  be- 
cause of  a palpable  nodule  in  the  right  lobe  of 
the  thyroid.  The  scan  demonstrates  a well- 
defined  “cold  nodule”  in  the  midportion  of 
the  right  lobe.  At  operation,  this  was 
found  to  be  a papillary  adenocarcinoma  of 


FIGURE  10.  Dot  scan  of  thyroid  demonstrates 
"cold  nodule”  in  midportion  of  right  lobe  of  six- 
teen-year-old girl  with  proved  adenocarcinoma  in 
the  “cold  nodule." 


the  thyroid,  and  a right  hemithyroidectomy 
and  a right  radical  neck  dissection  were  per- 
formed. Figure  11  shows  the  scan  of  a 
fifty-three-year-old  white  male  whose  com- 
plaint was  a “lump”  in  the  neck  for  a period 
of  five  months.  The  scan  demonstrates  a 
large  “cold  nodule”  in  the  midportion  of  the 
right  lobe  which  conforms  to  the  palpable 
mass  as  well  as  several  areas  of  decreased 
activity  in  the  left  lobe.  A total  thyroid- 
ectomy revealed  anaplastic  carcinoma. 

Because  of  the  significant  incidence  of 
carcinoma  in  these  glands,  the  policy  of 
recommending  surgical  intervention  for  a 
patient  with  a “cold  nodule”  is  followed  un- 
less a definite  cause  other  than  malignancy 
can  be  determined. 

Because  a malignant  condition  is  in  no  way 
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FIGURE  11.  Photoscan  of  thyroid  defines  "cold 
nodule”  in  midportion  of  right  lobe  conforming  to 
palpable  right  neck  mass  as  well  as  several  areas 
of  decreased  activity  in  left  lobe.  Thyroidectomy 
established  diagnosis  of  anaplastic  carcinoma  in 
areas  of  nonfunction. 


related  to  nodule  size,  every  effort  is  made  to 
develop  instrumentation  and  methods  which 
will  define  the  smallest  possible  tumor  ac- 
curately, before  metastases  have  occurred. 
If  metastases  have  developed,  scintiscanning 
can  play  a valuable  role  in  the  definition  of 


functioning  metastatic  lesions.  It  is  es- 
sential, of  course,  to  excise  or  ablate  any 
remnant  of  thynroid  tissue  in  the  neck  before 
scanning  of  extrathyroidal  metastases  can  be 
fully  effective.  The  use  of  thyroid-stimu- 
lating hormones  and  other  pharmaceutical 
modalities  can  enhance  the  metastatic 
pick-up  of  the  radioiodine.  It  is  in  this 
field  that  the  role  of  scintiscanning  is 
unique. 

Summary 

1.  The  localization  of  radioiodine  in  the 
thyrroid  gland  by  modern  scanning  technic 
is  a valuable  adjunct  to  the  diagnosis  of 
thyroid  disease. 

2.  Scintiscanning  will  detect  irregularities 
in  the  size  and  position  of  the  gland,  esti- 
mate the  clinical  potentialities  of  a thyroid 
nodule,  and  demonstrate  areas  of  metastases 
from  primary  thyroid  carcinoma. 

3.  The  final  interpretation  of  the  scan  is 
dependent  on  the  total  clinical  and  labo- 
ratory findings,  as  well  as  the  experience  of 
the  interpreter. 
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Skeletal  muscle  requires  a normal  state 
of  thyroid  function  for  the  preservation  of 
normal  function  and  hulk.  When  thyroid 
hyperfunction  is  present,  the  majority  of 
patients  develop  weakness  and  decreased 
muscle  hulk,  while  in  thyroid  hypofunction 
the  majority  develop  a mild  degree  of  weak- 
ness, accompanied  by  an  abnormal  slowness 
of  muscle  contraction  and  relaxation  and  by 
some  increase  in  muscle  bulk. 

Hyperthyroidism 

Approximately  70  per  cent  of  patients 
with  hyperthyroidism  have  mild  to  moderate 
muscular  weakness,  with  easy  fatigability 
and  a varying  degree  of  muscle  wasting  and 
weight  loss.  Weakness  is  usually  most 
prominent  in  the  muscles  of  the  pelvic 
girdle  and  upper  legs,  with  difficulty  in 
climbing  stairs,  and  less  often  in  the  shoulder 
girdle  and  upper  arms,  with  difficulty  in 
elevating  the  arms.  The  proximal  muscles 
eu'e  affected  to  a greater  degree  than  are  the 
distal,  and  the  muscles  of  the  face,  tongue, 
and  pharynx  are  seldom  sufficiently  affected 
to  produce  symptoms.  Muscle  wasting 
tends  to  be  more  generalized,  involving 
distal  as  well  as  proximal  muscles,  but  the 
quadriceps  and  temporal  muscles  are  often 
involved  to  a greater  degree  than  others. 
The  tendon  reflexes  tend  to  be  preserved 
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even  in  the  presence  of  considerable  weak- 
ness and  are  usually  brisk.  The  rate  of 
muscle  contraction  and  relaxation  is  normal 
or  faster  than  normal. 

While  the  majority  of  patients  with 
hyperth5n*oidism  have  mild  to  moderate 
muscular  weakness  and  wasting,  a smaller 
proportion  may  have  more  pronounced 
evidence  of  a disturbance  of  muscle  fimction. 
The  commonest  generaUzed  myopathy  is  the 
gradual  development  of  a pronounced  degree 
of  muscle  weakness  and  wasting,  to  which 
the  term  chronic  thyrotoxic  myopathy  has 
been  applied.  The  commonest  localized 
myopathy  is  weakness  of  one  or  more  of  the 
extraocular  muscles,  usually  accompanied  by 
exophthalmos  and  in  its  most  severe  form 
manifested  as  exophthalmic  ophthalmoplegia. 
Much  less  common  is  the  acute  onset  in  pa- 
tients with  fulminating  hyperth3rroidism  of 
severe  weakness,  usually  accompanied  by 
evidence  of  central  nervous  system  dysfunc- 
tion and  termed  acute  thyrotoxic  myopathy 
or  encephalomyopathy.  Occasionally,  hy- 
perthyroidism occurs  in  association  with 
myasthenia  gravis,  or,  more  rarely,  with 
hypokalemic  periodic  paralysis. 

Chronic  thyrotoxic  myopathy.  In 
chronic  thyrotoxic  myopathy  there  is  more 
marked  weakness  and  symmetrical  muscle 
wasting  than  occurs  in  the  great  majority  of 
patients  with  uncomplicated  hyperthyroid- 
ism. There  are  no  accurate  figures  on  how 
often  chronic  myopathy  complicates  thy- 
rotoxicosis because  there  is  no  sharp  di- 
viding fine  from  uncomplicated  thyrotoxico- 
sis. Chronic  thyrotoxic  myopathy  has  a 
higher  incidence  in  males  than  in  females 
(with  a ratio  of  60  to  40)  in  contrast  with  the 
much  higher  incidence  of  uncomplicated 
thyrotoxicosis  in  females  (4.5  to  1).'  The 
average  age  of  onset  is  slightly  higher  than 
in  complicated  th5o*otoxicosis  (forty-seven 
years  compared  with  forty  years).  How- 
ever, the  range  of  onset  is  quite  wide  (from 
eighteen  to  sixty-nine  years).*  Thyrotoxic 
myopathy  is  usually  a complication  of  severe 
th5o-otoxicosis  and  seldom  occurs  in  patients 
with  milder  degrees  of  increased  thyroid 
activity.  However,  most  patients  with 
chronic  myopathy  differ  in  some  ways  from 
those  with  uncomplicated  hyperthyroidism. 
In  patients  with  thyrotoxic  myopathy, 
exophthalmos  is  usually  not  prominent,  the 
thyroid  gland  may  or  may  not  be  grossly 
enlarged,  and  the  usual  manifestations  of 
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FIGURE  1.  Thyrotoxic  myopathy  and  postoperative  hypothyroidism.  (A)  Patient  at  age  of  thirty-nine,  when 
he  was  in  good  health,  at  normal  strength,  and  weighed  155  pounds.  (B)  Patient  at  age  of  forty-eight,  fol- 
lowing appearance  of  hyperthyroidism,  with  marked  muscular  wasting  and  weakness,  jitteriness,  exophthal- 
mos, and  decline  in  weight  to  100  pounds.  (C)  Patient  at  age  of  forty-nine,  ten  months  after  thyroidectomy 
which  had  resulted  in  correction  of  the  manifestations  of  hyperthyroidism,  followed  by  development  of 
hypothyroidism,  with  lethargy,  dry  thickened  skin,  increase  in  muscle  bulk  and  tone,  muscle  cramps,  easy 
fatigability,  and  weight  gain  to  163  pounds.®^ 


hyperthyroidism  such  as  tachycardia,  sweat- 
! ing,  heat  intolerance,  tremor,  and  hyper- 
i kinesia  may  or  may  not  be  noted  or  may  be 
overshadowed  by  the  mairked  weakness, 
muscle  wasting,  and  weight  loss  which  are 
usually  the  principal  symptoms.^"''  Some 
patients  may  actually  be  depressed  and 
anorectic  and  may  be  said  to  have  “masked” 
or  “apathetic”  hyperthyroidism.  Patients 
■ with  marked  muscle  wasting  who  do  not 

] have  other  signs  of  hyperthyroidism  may  be 

j suspected  of  having  polymyositis  or  cachexia 

due  to  neoplastic  disease,  and  those  with 
i muscular  fasciculations  may  be  thought  to 
have  progressive  muscular  atrophy. 

The  distribution  of  muscular  weakness  and 
wasting  is  very  constant.  Weakness  of  the 
pelvic  girdle  and  legs  is  usually  the  initial 
manifestation,  with  difficulty  in  walking, 

I climbing  stairs,  getting  up  from  a kneeling 

I position,  or  getting  out  of  a chair.*-*  Weak- 

[ ness  and  wasting  of  the  pelvic  and  shoulder 

I girdles,  quadriceps,  temporalis,  and  muscles 

of  the  upper  arms  and  hands  are  the  main 
I feature  (Fig.  1),  while  weakness  of  the  neck 
I and  of  trunk  flexion  is  usually  inconspicu- 
: ous.  The  facial  muscles  may  be  affected, 

; but  rarely  are  the  bulbar  and  ocular  muscles 
involved.  The  tendon  reflexes  are  usually 
normal,  but  may  be  brisker  than  normal  or 
occasionally  diminished.  There  is  no  sen- 
sory loss.  Muscle  fasciculations  occasion- 
ally occur  and  may  be  pronounced.  Most 
patients  remain  ambulatory,  but  in  a few 


patients  the  weakness  may  be  so  severe  as 
to  render  the  patient  bedridden,  and  in  rare 
instances  death  has  been  attributed  to  fail- 
ure of  the  muscles  of  respiration. 

The  serum  cholesterol  level  is  usually 
within  normal  limits,  although  sometimes  it 
is  low.  There  is  usually  decreased  tolerance 
to  ingested  creatine,  but  creatinuria  is  not 
constant  and  may  even  be  absent.  *•'* 
Creatine  is  synthesized  in  the  liver  from 
glycine  and  other  amino  acids,  and  95  per 
cent  of  the  total  body  creatine  is  normally 
present  as  phosphocreatine  in  muscle  cells.** 
It  is  required  for  muscle  contraction,  and 
when  so  used  is  converted  into  creatinine, 
which  is  excreted  in  the  urine.  Normally, 
no  creatine  is  excreted  in  the  urine,  except  in 
children  and  in  women  during  menstruation. 
Creatinuria  does  occur  in  most  wasting  dis- 
eases and  particularly  in  thyrotoxicosis  and 
muscular  dystrophy.**  Creatinuria  appears 
to  be  due  mainly  to  decreased  storage  of 
this  compound  and  decreased  conversion 
to  creatinine  in  wasted  muscles,  but  high 
levels  of  creatinuria  may  be  found  in  thyro- 
toxicosis without  evident  myopathy.  It  is 
not  clear  why  creatinuria  is  usually  less 
marked  in  patients  with  thyrotoxic  myopathy 
than  in  those  with  uncomplicated  hyperthy- 
roidism and  may  even  be  absent  in  the  former. 
It  has  been  suggested  that  there  may  be  de- 
creased synthesis  of  creatine  in  the  face  of 
abnormal  metabolic  demands.*"*  A histo- 
logic examination  of  the  muscle  in  thyrotoxic 
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myopathy  usually  shows  atrophy  of  the 
muscle  fibers,  some  degeneration  of  fibers, 
and  infiltration  with  fat  and  with  collections 
of  mononuclear  ceUs  called  lymphorrhages.® 
However,  the  muscle  sometimes  appears 
normal  histologically,  even  in  patients  with 
pronounced  weakness  and  wasting. 

Treatment  of  the  thyrotoxicosis  by  any 
means,  whether  surgically  or  with  radio- 
active iodine  or  drugs  of  the  thiouracil  type, 
results  in  progressive  improvement  in  the 
myopathy  once  normal  thyroid  function  has 
been  restored.  Within  a few  months  all 
muscle  weakness  and  wasting  disappear. 
This  is  in  contrast  to  ophthalmoplegia,  which 
usually  does  not  improve  with  the  resto- 
ration of  normal  th3u*oid  function,  or  to  con- 
comitant myasthenia  gravis,  which  responds 
much  less  well  to  restoration  of  normal  thy- 
roid fimction. 

The  mechanism  by  which  thyroid  disease 
affects  muscle  strength  and  bulk  is  not 
known.  It  is  generally  believed  that  this  is 
mediated  by  th3rroid  hormone,  but  the  role 
of  th3oroid  hormone,  thyrotropic  hormone, 
and  other  anterior  pituitary  secretions  is 
not  clear.  Lesions  of  skeletal  muscle 
have  been  produced  in  experimental  animals 
both  by  the  administration  of  thyroxine, 
with  hyperthyroidism,  and  by  the  ad- 
ministration of  thyrotropic  hormone 
following  thyroidectomy.  The  func- 
tional defect  is  probably  in  the  muscle  fiber 
rather  than  in  the  nexrromuscular  junc- 
tion, but  the  nature  of  the  defect  is  not 
known. 

The  muscle  of  all  hyperthyroid  patients 
shows  increased  oxygen  uptake  of  the 
same  order  as  in  the  intact  patient,  in- 
creased protein  metabolism  with  the  char- 
acteristic negative  nitrogen  balance,  de- 
creased creatine  phosphokinase  and  creatine 
transphosphorylase  activity  which  is  attrib- 
uted by  some  to  chelation  of  magnesium,  and 
decreased  efficacy  of  conversion  of  potential 
energy  into  muscular  work.'®  There  is  said 
to  be  an  increase  in  the  requirement  for  and 
the  secretion  of  adrenal  cortical  hormones.'® 
Muscle  contraction  and  relaxation,  particu- 
larly the  former,  are  usually  faster  than 
normal,  and  contraction  fatigues  more 
rapidly  than  normal.'®  The  fusion  of  mus- 
cle tension  at  high  frequencies  of  nerve 
stimulation  is  less  complete  than  in  normal 
subjects,  owing  to  the  shortening  of  the  time 
of  contraction. 


It  may  be  of  interest,  and  perhaps  more 
than  a coincidence,  that  the  muscle  wasting 
and  weakness  that  occur  in  patients  with 
Cushing’s  disease  or  following  the  prolonged 
administration  of  adrenal  cortical  steroids 
resembles  to  some  extent  that  seen  in 
thyrotoxic  myopathy,  with  the  weakness 
and  wasting  most  pronoimced  in  the  pelvic 
girdle  muscles  and  quadriceps.  In  steroid 
myopathy  there  is  increased  creatinuria  and 
no  improvement  following  potassium  admin- 
istration, but  treatment  of  the  hyper- 
adrenocorticism  or  discontinuation  of 
steroid  hormone  is  followed  by  a return  to 
normal.'*  Steroid  myopathy  is  believed  to 
be  due  to  increased  protein  catabolism,  but 
the  mechanism  is  not  clear.  It  is  possible 
that  there  may  be  a link  between  the  two 
conditions. 

Acute  thyrotoxic  myopathy.  Acute 
thyrotoxic  myopathy  is  a rare  complication 
of  hyperthyroidism,  characterized  by  the 
acute  development  of  severe  weakness, 
dysphagia,  and  dysarthria  occurring  simul- 
taneously with  all  the  nervous  disturbances 
of  thyroid  “storm”  or  “crisis,”  such  as  an 
impairment  of  consciousness  and  accom- 
panying abnormalities  of  movement  and 
posture.*'®'*'*®  There  is  a rapid  progression 
of  weakness  of  muscles  innervated  by  the 
cranial  nerves,  with  bulbar  paralysis  and 
weakness  of  the  limbs  and  trunk.  There 
may  be  marked  tremor,  agitation  or  depres- 
sion, psychosis,  delirium,  and  semicoma  or 
coma.  This  disorder  is  more  properly 
termed  “acute  th5U*otoxic  encephalopathy” 
or  “encephalomyopathy”  rather  than  my- 
opathy, since  it  is  probably  due  mainly  to 
central  neural  dysfunction,  although  some 
patients  described  with  bulbar  paralysis  may 
have  had  imdetected  fulminating  myas- 
thenia gravis  appearing  as  a complication  of 
hyperthyroidism.®  The  management  of 
thyroid  “storm,”  with  or  without  encephalo- 
myopathy, relies  on  the  rapid  institution  of 
antithyroid  treatment  with  potassium  iodide 
and  propylthiouracil  or  methimazole,  sup- 
plemented by  reserpine  and  adrenal  cortical 
steroid.  In  the  absence  of  treatment  most 
patients  with  encephalomyopathy  have  died 
within  one  to  two  weeks  after  its  onset, 
although  a subacute  form,  intermediate 
between  the  acute  and  chronic  forms  of 
thyrotoxic  myopathy,  has  been  described. 

Muscle  rigidity  and  spasm.  Hyper- 
thyroidism is,  on  rare  occasions,  associated 
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FIGURE  2.  Early  thyrotoxic  ocular  myopathy.  (A)  Slight  periorbital  edema,  exophthalmos,  and  thickening 
of  eyelids  of  forty-year-old  hyperthyroid  patient.  Thickened  lids  give  appearance  of  ptosis,  but  there  is  no 
weakness  of  levators,  asshown  in  (B).  (B)  Weakness  of  upward  deviation  of  eyes,  demonstrated  by  effort 
of  patient  to  look  up. 


with  extensive  muscle  rigidity  and  spasms, 
which  may  be  myoclonic.  In  some  pa- 
tients this  has  occurred  in  association  with 
chronic  myopathy,  acute  or  chronic  en- 
cephalomyopathy,  choreiform  movements,  or 
Parkinsonism.^^  In  one  patient  the  muscu- 
lar rigidity  and  painful  spasms  were  so 
severe  as  to  resemble  the  “stiff-man” 
syndrome.  They  were  ameliorated  to  some 
extent  following  treatment  of  the  hyper- 
thyroidism. While  other  patients  described 
with  the  “stiff-man”  syndrome  have  not  had 
clinical  evidence  of  hyperth3rroidism,  it  has 
been  suggested  that  this  be  excluded  in  each 
instance  by  appropriate  tests. 

Ocular  myopathy.  Ocular  myopathy 
is  the  commonest  myopathy  associated 
with  thyroid  disease.  The  relationship  to 
thyroid  function  is  probably  indirect,  since 
the  muscular  symptoms  may  develop  with 
or  without  thyrotoxicosis  and  have  been 
ascribed  to  increased  activity  of  the  th3Toid- 
stimulating  hormone  (TSH)  or,  more  likely, 
of  some  other  secretion  of  the  anterior 
pituitary  gland. Eye  signs  may  de- 
velop before  there  is  evidence  of  hyper- 
thyroidism, may  be  severe  when  there  is 
minimal  thyrotoxicosis,  or  may  progress 
after  amelioration  of  thyrotoxicosis.  The 
most  severe  instances  of  exophthalmic  oph- 
thalmoplegia develop  in  older  patients  fol- 
lowing the  relief  of  hyperth3o:oidism  by 
thyroidectomy. 

In  the  milder  ophthahnyopathy,  there 
may  occur  weakness  of  convergence,  infre- 


quent blinking,  tremor  of  closed  Uds, 
difficulty  in  inverting  the  upper  lid,  absence 
of  forehead  wrinkling  on  upward  gaze,  palsy 
of  one  or  more  extraocular  muscles,  Ud  re- 
traction with  stare,  and  lid  lag.^*  Al- 
though some  impairment  of  ocular  motihty 
may  be  present  in  as  many  as  20  per  cent  of 
patients  with  hyperthyroidism,^^  ophthal- 
moplegia of  a significant  degree  occurs  in  less 
than  0.5  per  cent.*  In  the  more  severe  in- 
filtrative ophthahnyopathy  the  fids  become 
tense,  bulging,  and  edematous,  with  con- 
junctival injection  and  edema;  diplopia  is 
common,  often  with  an  inability  to  elevate 
the  eyes;  and  retrobulbar  resistance  becomes 
increased,  with  exophthalmos.  Ptosis  does 
not  occur,  although  edema  of  the  fids  may 
give  the  appearance  of  ptosis  (Fig.  2).  Lim- 
itation of  ocular  movement  may  become 
evident  in  one  or  both  eyes  and  in  one  or 
more  directions,  usually  resulting  in  diplopia, 
which  is  a particularly  significant  indication 
of  ophthalmyopathy.  Limitation  of  eleva- 
tion characteristically  appears  first  (Fig. 
2),  followed  by  decrease  in  lateral  move- 
ment, while  downward  movement  is  infre- 
quently impaired.  There  is  no  relation- 
ship between  the  degree  of  ophthalmoplegia 
and  the  severity  of  weakness  elsewhere  in 
the  body.*  Weakness  of  the  ocular  muscles 
usually  occurs  in  the  presence  of  exophthal- 
mos but  occasionally  develops  in  its  absence 
or  with  minimal  degrees  of  proptosis.  It  is 
only  with  extreme  degrees  of  orbital  pressure 
that  all  movements  may  be  more  or  less  uni- 
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formly  restricted,  in  which  case  the  eyes  are 
usually  fixed  in  depression.  Marked  exo- 
phthalmos may  result  in  such  an  increase  in 
venous  pressure  as  to  cause  edema  of  the 
optic  nerve  head  and  loss  of  visual  acuity. 
Ulceration  of  the  cornea  may  also  impair 
visual  acuity.  The  severe  eye  changes  may 
be  accompanied  by  localized  pretibial  myx- 
edema and,  more  rarely,  hypertrophic  pul- 
monary osteoarthropathy. 

Impairment  of  extraocular  movement  re- 
sults from  fatty,  mucopolysaccharide,  and 
cellular  infiltration  of  the  ocular  muscles, 
with  “half-moon”  compression,  and  from 
displacement  of  the  globe  by  retro-orbital 
fat. 25, 26  Exophthalmos  appears  to  be  due 
to  an  increase  in  the  volume  of  orbital  fat 
behind  the  globe  and  infiltration  of  the  fat 
with  lymphocytes  and  macrophages.  The 
increase  in  orbital  pressure  and  impairment 
of  venous  drainage  results  in  chemosis, 
edema  of  the  eyelids,  and  even  papilledema. 

There  is  no  uniform  treatment  for  the 
ocular  myopathy  associated  with  thyroid 
disease,  and  the  value  of  many  therapeutic 
procedures  is  stiU  unproved.  Relatively 
few  patients  develop  severe  changes,  and  the 
disorder  usually  subsides  spontaneously, 
within  months  to  three  or  four  years,  so  that 
the  evaluation  of  therapeutic  procedures  is 
difficult.  Treatment  with  th3o-oid  hormone 
given  as  thyroid  extract,  thyroxine,  or  tri- 
iodothyronine is  frequently  employed,  pre- 
sumably to  suppress  pituitary  secretion  of 
thyrotropic  hormone;  but  it  has  not  been 
proved  that  this  form  of  treatment  is 
effective,  unless  there  is  concomitant  hypo- 
thyroidism. Since  there  is  some  evidence 
that  the  rapid  induction  of  hypothyroidism 
may  aggravate  eye  changes,  it  has  been 
recommended  that  the  circulating  level  of 
thyroid  hormone  be  maintained  at  the  upper 
hmits  of  normal,  either  by  the  use  of  smaller 
doses  of  antithyroid  drug  or  by  the  adminis- 
tration of  supplemental  thyroid  hormone. 
However,  the  efficacy  of  this  procedure  in 
preventing  the  progression  of  eye  changes  is 
not  proved. 

The  administration  of  adrenal  cortical 
hormone,  usually  in  a dose  of  30  mg.  of 
prednisone  a day  or  less,  or  occasionally  in 
doses  up  to  100  mg.  a day,  usually  alleviates 
the  ocular  manifestations  to  some  degree, 
presumably  as  a result  of  a decrease  in 
mucopolysaccharide  deposition  or  an  in- 
crease in  the  removal  rate  of  this  substance 


or  possibly  as  a result  of  direct  suppressive 
action  on  the  pituitary.  The  concurrent 
use  of  a diuretic  agent  may  also  be  of  help.^* 

Hypophysectomy  has  been  performed  for 
the  therapy  of  severe  eye  changes,  either 
surgically^®  or  by  the  implantation  in  the 
pituitary  of  radioactive  yttrium.®®  The  re- 
sulting hypopituitarism  must  of  course  be 
managed  by  replacement  therapy.  It  is  not 
certain  that  the  results  of  pituitary  de- 
struction are  any  better  than  those  of 
steroid  and  diuretic  administration  and 
orbital  decompression.  X-ray  therapy  to 
the  pituitary,  or  directly  to  the  globes  to 
lessen  inflammatory  response,  had  some 
favorable  reports,  but  has  largely  fallen  out 
of  favor.®®  Mechanical  decompression  to 
relieve  intraorbital  pressure  is  employed  as  a 
last  resort  but  is  rarely  necessary.®® 

Thyrotoxicosis  and  concomitant  myas- 
thenia GRAVIS.  Approximately  1 per  cent 
of  thyrotoxic  patients  have  myasthenia 
gravis  at  some  time  in  the  com*se  of  their 
disease.®  Between  3 and  5 per  cent  of 
patients  with  myasthenia  gravis  have  or 
develop  associated  hyperthyroidism,  and  2 
per  cent  have  exophthalmos  in  the  absence 
of  thyroid  disease.®®”®®  The  incidence  of 
these  associations  is  higher  than  would 
occur  by  chance.  In  slightly  over  half  the 
patients  with  both  diseases  the  hyper- 
thyroidism appears  first,  while  in  slightly 
under  half  myasthenia  gravis  occurs  first. 
Only  occasionally  (9  per  cent)  do  the  two 
diseases  have  a simultaneous  onset. 

The  manifestations  of  myasthenia  gravis 
occurring  in  the  presence  of  thyrotoxicosis 
do  not  differ  from  those  which  occur  in 
euthyroid  patients.  Myasthenia  gravis  is 
defined  as  a defect  in  neuromuscular  trans- 
mission which  causes  transient  or  persistent 
weakness  and  abnormal  fatigability  and 
which  is  improved  to  a varying  degree 
following  the  administration  of  an  anti- 
cholinesterase compound,  such  as  neostig- 
mine (Prostigmin),  or  a direct-acting  cho- 
linergic compound,  such  as  edrophonium 
(Tensilon).  The  weakness  of  thyrotoxicosis 
does  not  respond  to  the  administration  of 
these  drugs. 

The  initial  manifestations  of  myasthenia 
gravis  are  most  commonly  referable  to  the 
extraocular  muscles.  The  initial  symptom 
is  ptosis  in  approximately  one  fourth  of 
patients;  diplopia  in  one  fourth;  blurring  of 
vision  in  3 per  cent;  weakness  of  legs  in  13 
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FIGURE  3.  (A)  Hyperthyroidism  and  myasthenia  gravis.  Sixty-five-year-old  man  with  untreated  hyper- 
thyroidism of  several  years  duration  who  developed  ptosis  and  marked  aggravation  of  generalized  weak- 
ness, with  inability  to  elevate  arms.  (B)  Complete  paresis  of  extraocular  movement,  with  patient  attempt- 
ing to  look  up.  Improvement  in  strength,  ptosis,  and  extraocular  movement  occurred  following  neostigmine 
I administration,  confirming  presence  of  myasthenia  gravis. 


per  cent;  generalized  fatigue  in  6 per  cent; 
difficulty  in  swallowing  in  6 per  cent; 

I slurred  and  nasal  speech  in  5 per  cent; 
difficulty  in  chewing  in  4 per  cent;  weakness 
of  arms,  hands,  neck  or  face  in  each  of  3 per 
' cent;  and  weakness  of  trunk  or  shortness  of 
' breath  in  1 per  cent.^^  ®^  The  extraoculsu" 
muscles  are  affected  some  time  in  the 
course  of  the  disease  in  almost  every  patient 
‘ with  myasthenia  gravis.  As  in  ophthal- 
' moplegia  due  to  thyrotoxicosis,  upward 
: deviation  of  the  eyes  is  usually  first  and 
I most  affected  and  downward  deviation 
I least  affected.  There  may  be  a complete 
limitation  of  extraocular  movement.  When 
I the  extraocular  muscles  are  affected,  the 
I orbicularis  ocuh  is  usually  also  involved, 
resulting  in  weakness  of  closure  of  the  hds. 
t In  20  per  cent  of  patients  with  myasthenia 
j'  gravis  the  disease  remains  localized  to  the 
extraocular  muscles,  except  for  concomitant 
< involvement  of  the  orbicularis  oculi,  while  in 
I 80  per  cent  the  disease  progresses  to  involve 
1 numerous  other  muscles  and  usually  becomes 
i generalized  within  two  years  after  onset.” 
The  commonest  sequence  is:  muscles  of  the 
I eyes,  face,  swallowing,  speech,  jaw,  tongue, 

' neck,  shoulders,  arms,  hands,  hips,  upper 
legs,  trunk,  and  respiration. 

In  hyperth5n-oidism  uncomplicated  by 
myasthenia  gravis,  there  is  no  ptosis,  the 
orbicularis  oculi  are  usually  fairly  strong, 
j and  complete  paralysis  of  extraocular  move- 
I ment  is  unusual  unless  tbe  globes  are  fixed 
I in  a downward  position  by  severe  proptosis. 


The  occurrence  in  a patient  with  thyroid 
disease,  or  a history  of  thyroid  disease,  of 
ptosis,  weakness  of  the  orbicularis  oculi,  or 
complete  limitation  of  extraocular  movement 
in  the  absence  of  severe  proptosis  is  strongly 
suggestive  of  the  presence  of  concomitant 
myasthenia  gravis  (Fig.  3).  The  presence 
of  myasthenia  gravis  is  confirmed  by  the 
response  to  neostigmine  or  edropho- 
nium. 

Wffiile  the  relationship  between  the  state 
of  thyroid  function  and  the  severity  of  con- 
comitant myasthenia  gravis  has  not  been 
consistent,  most  clinical  evidence  indicates 
that  hyper-  or  hypofunction  of  the  thyroid, 
particularly  the  former,  may  aggravate 
myasthenia  gravis.  In  the  majority  of 
patients  who  have  developed  both  diseases, 
the  onset  or  aggravation  of  thyrotoxicosis 
has  been  associated  with  a worsening  of 
myasthenia  gravis,  and  in  a somewhat 
smaller  proportion  the  treatment  of  thy- 
rotoxicosis has  been  followed  by  an  ameho- 
ration  of  myasthenia.  Myasthenia  gra- 

vis has  occasionally  appeared,  or  been  ag- 
gravated, following  the  administration  of 
thyroid  extract  to  euthyroid  individuals  for 
the  purpose  of  weight  reduction  or  to 
euthyroid  or  hyperth3n'oid  patients  for  the 
treatment  of  post-th3n*oidectomy  exophthal- 
mos.^® The  experimental  induction  of  hy- 
permetabolism by  either  1-triiodothyronine 
or  thyrotropin  resulted  in  an  aggravation  of 
myasthenia  gravis.  The  effect  of  thy- 

rotropin was  thought  to  be  mediated  via  the 
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th3n:oid  gland,  since  in  the  absence  of  hyper- 
metabolism neither  suppression  nor  increase 
in  thyrotropin  had  any  adverse  elfect  on  the 
myasthenia.®^  The  induction  of  hypothy- 
roidism in  an  athyrotic  patient  by  with- 
holding th5Toid  hormone  was  followed  by  an 
aggravation  of  the  myasthenia  gravis,®^  but 
a lesser  degree  of  hypometabolism  induced 
by  the  administration  of  antithyroid  medi- 
cation to  a euthyroid  patient  was  followed 
by  some  improvement.®^ 

In  contrast  to  these  observations  which 
suggest  that  increased  thyroid  function  may 
be  deleterious  to  myasthenia  gravis  are  a 
number  of  clinical  reports  of  patients  whose 
myasthenia  gravis  appeared  or  was  ag- 
gravated following  the  amelioration  of 
th3n*otoxicosis,  when  the  patients  had  be- 
come euthyroid,  a so-called  reciprocal  or 
“see-saw”  relationship.  ®^~®®  It  is  evident 
that  the  relationship  between  the  two 
diseases,  which  are  separate  disorders,  is 
poorly  understood.  There  is  no  doubt, 
however,  that  they  are  associated  more  fre- 
quently than  would  occur  as  a result  of 
chance,  and  that  an  abnormality  of  thyroid 
function  may  affect  the  course  of  myasthenia 
gravis.  It  is  likely  that  some  instances  of 
association  of  the  two  diseases  are  over- 
looked, since  either  thyrotoxicosis  or  myas- 
thenia may  produce  weakness,  particularly  of 
the  extraocular  muscles.  In  the  present 
state  of  our  knowledge  it  would  appear 
advisable  to  avoid  administering  thyroid 
hormone  to  patients  with  myasthenia  gravis, 
unless  it  is  needed  for  the  control  of  hypo- 
th3Toidism,  with  which  myasthenia  is  rarely 
associated.®®  In  patients  with  the  more 
frequent  association  of  hyperthyroidism  and 
myasthenia  gravis,  the  hyperthyroidism 
should  be  treated  in  the  usual  maimer,  but 
it  may  be  advisable  to  avoid  too  rapid  re- 
duction in  thyroid  function  or  the  induction 
of  severe  hypothyroidism. 

Thyrotoxicosis  and  concomitant  hy- 
POPOTASSEMIC  PERIODIC  PARALYSIS.  Hypo- 
potassemic  periodic  paralysis  is  a rare  dis- 
order, which  is  usually  familial  and  which  is 
characterized  by  the  onset  during  puberty  of 
attacks  of  weakness  occurring  during  sleep 
from  four  to  nine  hours  after  supper,  par- 
ticularly after  a meal  which  is  high  in  carbo- 
hydrate. The  weakness  is  attributable  to 
the  movement  of  potassium  into  muscle. ‘‘® 
While  only  a small  proportion  of  patients 
with  periodic  paralysis  have  hyperthyroid- 


ism, the  association  is  more  frequent  than 
would  be  expected  from  chance  association. 
In  one  large  group  of  hyperth30"oid  patients 
studied  in  Japan,  2 per  cent  had  attacks  of 
periodic  paralysis. This  was  much  more 
frequent  in  males  (8  per  cent)  than  in  females 
(0.4  per  cent).  The  explanation  for  the 
high  incidence  of  association  of  these 
diseases  in  Japan  is  not  apparent. 

Periodic  paralysis  occurring  in  conjimc- 
tion  with  hyperthyroidism  has  differed  from 
the  uncomplicated  disease  in  only  two  re- 
spects: The  patients  have  been  older  at  the 
time  of  onset  of  attacks  of  paralysis,  and  a 
family  history  of  the  disease  has  usually  been 
absent.'*®^''®  In  one  fourth  of  the  patients 
who  had  both  diseases  the  periodic  paralysis 
began  before  the  onset  of  thyrotoxic  symp- 
toms. The  relief  of  th3Totoxicosis  has 
usually  been  followed  by  a subsidence  of 
periodic  attacks,  but  in  some  patients 
there  has  been  only  a decrease  in  their  fre- 
quency. 

Most  investigators  believe  that  the  two 
disorders  are  separate  diseases,  but  it  has 
been  speculated  that  an  excess  of  thyroid 
hormone  may  make  muscle  more  susceptible 
to  periodic  paralysis  and  that  the  serum 
concentration  of  potassium  may  fall  more 
readily  in  patients  with  th50'otoxic  periodic 
paralysis  than  in  those  with  periodic  pa- 
ralysis alone. 

Hypothyroidism 

The  slowing  of  physical  activity  that 
characterizes  both  juvenile  and  adult  hypo- 
thyroidism is  due  not  only  to  the  lethargy 
and  mental  sluggishness  that  characterize 
this  disease,  but  also  to  alterations  in 
skeletal  muscle. 

Hypothyroid  myopathy.  Almost  all  hy- 
pothyroid patients  complain  of  subjective 
weakness,  usually  of  mild  degree,  and 
nearly  one-third  have  objective  weakness, 
primarily  of  the  proximal  muscles  of  the 
shoulder  girdle  and  hips.^®  The  weakness  is 
usually  not  marked.  There  also  commonly 
occurs  slowness  of  movement,  which  is  due 
in  part  to  retarded  mental  activity  and  also 
to  an  actual  slowness  of  muscular  con- 
traction and  relaxation.  Hypoth3n*oid  pa- 
tients often  complain  of  muscular  stiffness 
and  occasionally  have  aching  muscles, 
spasms,  and  even  painful  cramps,  especially 
in  the  calves  and  low  back. 
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FIGURE  4.  Mounding  of  biceps  of  hypothyroid 
patient,  lasting  several  seconds  after  percussion 
of  muscle  with  reflex  hammer. 


The  slowness  of  muscle  movement  that 
occurs  in  most  hypothyroid  patients  is  well 
seen  in  the  characteristic  retardation  of  the 
response  to  the  tendon  reflex,  particularly  of 
the  relaxation  phase.”  In  three  fourths  of 
the  patients  the  relaxation  phase  is  visibly 
prolonged,  and  the  degree  of  change  usually 
parallels  the  severity  of  the  hypothjrroidism. 
This  easily  elicited  change  is  of  considerable 
use  as  a diagnostic  aid  and  in  following  the 
effect  of  replacement  therapy.  The  con- 
traction phase  is  prolonged  in  only  half  the 
patients  and  to  a lesser  degree.  The 
changes  are  best  seen  after  percussion  of  the 


AchiUes  tendon  and  usually  of  other  tendons 
as  well;  occasionally  they  may  be  elicited 
only  in  the  lower  or  upper  extremities.  In 
most  patients  there  is  also  a visible  delay  in 
contraction,  and  to  a greater  degree  in  re- 
laxation, following  direct  percussion  of  the 
muscle  with  a reflex  hammer  or  occasionally 
after  pinching  the  muscle.  This  has  been 
termed  the  “moimding  phenomenon”  (Fig. 
4)  or,  less  accurately,  myedema.  It  too  is  a 
useful  diagnostic  sign  and  an  aid  in  evalu- 
ating the  effect  of  therapy.  The  delayed 
responses  to  percussion  of  the  muscle  and  of 
its  tendon  are  due  to  the  prolongation  of 
muscular  contraction  and  relaxation.  The 
prolongation  is  not  due  to  repetitive  firing 
of  the  muscle  fibers  and  is  hence  not  true 
myotonia  of  the  type  seen  in  congenital 
myotonia  or  myotonic  dystrophy.  The  elec- 
tromyogram in  hypothyroid  patients  does 
not  show  evidence  of  increased  electrical 
activity  of  muscle  but  may  reveal  instead  a 
decrease  in  the  size  and  duration  of  indi- 
vidual action  potentials  and  an  increased 
proportion  of  polyphasic  potentials,  which 
occur  in  many  types  of  myopathy.  Patients 
with  myotonic  dystrophy  often  have  a basal 
metabolic  rate  that  is  below  normal,  prob- 
ably owing  to  decreased  metabolism  of  the 
diseased  muscle,  and  they  have  an  incidence 
of  goiter  that  is  above  normal;  but  they 
have  normal  serum  protein-bound  iodine 
concentration  and  radioactive  iodine  uptake 
and  no  improvement  in  myotonia  or  strength 


FIGURE  5.  Increase  in  muscle  bulk  especially  of  hand  muscles,  in  forty-eight-year-old  man  with  untreated 
hypothyroidism  of  several  years  duration.  Main  complaints  were  “slowing  down,”  hoarseness,  and 
weight  gain. 
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FIGURE6.  (A)  Muscular  hypertrophy  in  thirty-year-old  man  with  untreated  hypothyroidism.  He  complained 
of  muscle  stiffness  and  weakness,  and  his  strength  was  below  normal.  (B)  Enlargement  of  muscles  of 
right  leg  more  pronounced  than  of  left,  and  there  was  slight  pretibial  edema. 


following  the  administration  of  thyroid  hor- 
mone. 

In  contrast  to  the  muscular  wasting  that 
occurs  in  hyperthyroidism,  hypothyroid 
patients  have  either  normal  or  increased 
muscle  bulk  (Figs.  1 and  5).  The  increase 
in  bulk  is  seen  most  easily  in  the  hand,  neck, 
and  tongue.  The  patient  may  notice  diffi- 
culty in  closing  the  fist,  an  increase  in  neck 
size,  and  difficulty  in  articulating,  with  slow, 
thick  speech,  which  may  also  be  hoarse 
owing  to  thickening  of  the  vocal  cords. 
Enlargement  of  the  calves  may  also  be 
noted.  The  combination  of  muscle  enlarge- 
ment, slowness,  and  weakness  has  been 
called  “Hoffman’s  syndrome.”  Occasion- 
ally the  muscle  hypertrophy  may  be  marked 
and  generalized,  a condition  that  has  been 
termed  “hypertrophia  musculorum  vera” 
(Fig.  6).®“  The  hypertrophied  muscles  are 
firmer  than  normal  and  may  become  even 
harder  and  more  swollen  after  exercise,  with 
aching  and  local  tightening.  The  hyper- 
trophied muscles  are  either  of  normal 
strength  or  are  slightly  to  moderately  weak. 
They  are  never  of  increased  strength. 

The  muscles  of  hypothyroid  patients  may 
appear  normal  on  histologic  examination  or 
they  may  show  abnormal  variation  in  fiber 
diameter,  metachromasia  and  basophilism 
of  sarcoplasm,  increase  and  central  invasion 
of  sarcolemmal  nuclei,  segmental  degener- 
ation, phagocytosis,  and  collections  of  lym- 
phocytes.In  some  patients  there  may  be 


extracellular  “mucinous”  material  composed 
of  acid  polysaccharides,  chondroitin  sulfuric 
acid,  and  hyaluronic  acid,  similar  to  that 
found  in  other  tissues  of  m5rxedematous 
patients. 

Central  nervous  system  effects.  Al- 
terations in  central  neural  function  of  hypo- 
thyroid patients  are  responsible  for  the 
mental  and  psychomotor  sluggishness  that 
are  characteristic  of  the  disease  and  probably 
for  the  chronic,  recurring  headaches  that 
occasionally  occur.  Over  three  fourths  of 
the  patients  studied  have  had  elevation  of 
spinal  fluid  protein,  due  to  increased  per- 
meability of  the  blood-cerebrospinal  fluid 
barrier.  52, 53  ^ fgw  instances  of  cerebellar 

ataxia  have  been  reported. 5“  In  patients  with 
severe  and  protracted  hypothyroidism  coma 
may  occur,  accompanied  by  hypothermia 
and  marked  slowing  of  respiration  and,  in 
one  fourth,  by  convulsions. Artificial 
respiration  may  be  required  to  prevent  car- 
bon dioxide  narcosis.  The  mortality  rate  of 
patients  with  myxedema  coma  is  extremely 
high. 55  The  prompt  administration  of  tri- 
iodothyronine is  essential,  with  judicious 
adjustment  of  dosage  to  prevent  the  de- 
velopment of  coronary  insufficiency. 

Cranial  and  peripheral  nerve  effects. 
Most  myxedematous  patients  complain  of 
paresthesias  that  are  attributable  to  the 
accumulation  of  mucinous  material  about 
nerves  or  sensory  nerve  endings.^^  ^?  Ob- 
jective sensory  deficits  are  less  common  and 
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motor  deficits  rare.  Sensory  impairment  of 
cranial  nerves  occasionally  occurs,  with  re- 
duction in  smell,  taste,  or  hearing.  The 
latter  may  be  accompanied  by  tinnitus  or 
rarely  vertigo. 

Summary 

Skeletal  muscle  requires  a normal  state  of 
thyroid  function  for  the  preservation  of 
normal  function  and  bulk.  When  thyroid 
hyperfunction  is  present,  the  majority  of 
patients  develop  weakness  and  decreased 
muscle  bulk,  which,  in  a smaller  proportion, 
becomes  so  pronounced  that  the  term 
chronic  thyrotoxic  myopathy  is  applied. 
The  weakness  and  wasting  are  probably  due 
to  the  excess  of  thyroid  hormone,  which  ap- 
pears to  cause  a disturbance  of  muscle  con- 
tractility, characterized  by  increased  speed 
and  decreased  duration  of  contraction  and 
relaxation,  with  decreased  endirrance.  The 
commonest  localized  myopathy  of  hyper- 
thyroid patients  is  a disturbance  of  ocular 
movement,  which  may  be  due  to  mucinous 
and  cellular  infiltration  of  the  eye  muscles 
caused  by  the  hypersecretion  of  anterior 
pituitary  hormone.  Rarely,  severe  hyper- 
thyroidism may  also  produce  weakness  and 
disorders  of  movement  as  a result  of  central 
nervous  system  changes  accompanying  thy- 
roid “crisis”  or  “storm”  (th5nrotoxic  en- 
cephalomyopathy).  Finally  hyperthyroid- 
ism is  associated  more  frequently  than 
chance  alone  would  dictate  with  myasthenia 
gravis  and  with  hypokalemic  periodic 
paralysis. 

When  thyroid  hypofimction  is  present,  the 
majority  of  patients  develop  we'akness, 
usually  of  a mild  degree,  increased  muscle 
bulk,  and  abnormal  slowness  of  movement. 
This  is  accompanied  by  a disturbance  in 
muscle  contractility  that  is  characterized  by 
decreased  speed  and  increased  duration 
of  contraction  and  relaxation.  Psychomotor 
activity  is  also  retarded  as  a result  of  the 
central  nervous  system  effects  of  thyroid 
deficiency,  which,  in  its  most  severe  form,  is 
manifested  as  myxedema  coma. 
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Physiologic  Basis  of 
Thyroid  Function  Tests 

SOLOMON  SILVER,  M.D. 

New  York  City 

From  the  Thyroid  Clinic,  The  Mount  Sinai  Hospital 


As  I LOOKED  at  the  program  and  noted  that 
there  were  to  be  discussions  on  iodine  metab- 
olism by  Berson,  chemistry  and  physiology 
of  the  thyroid  hormones  by  Pitt-Rivers,  the 
thyroid -pituitary  relationship  by  Danowski, 
autoimmunity  by  Witebsky,  and  diagnostic 
methods  by  Freedberg,  I was  reminded  of 
an  old  story  about  three  old  sailors  and  a 
cabin  boy  who  were  shipwrecked  and  afloat 
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in  a small  boat.  One  sailor  said,  “I  wish  I 
had  aU  the  tobacco  in  the  world.”  The 
second  said,  “I  wish  I had  aU  the  women  in 
the  world,”  and  the  third  said,  “I  wish  I had 
aU  the  whiskey  in  the  world.”-  After 
which,  the  little  lad  started  to  cry  and  said, 
“You’ve  taken  everything.  There’s  nothing 
left  for  me!” 

It  was  apparent  to  me  that  speakers  of 
such  high  caliber  would  not  discuss,  in  fact, 
could  not  discuss  their  subjects  without 
getting  involved  in  a presentation  of  the 
physiologic  problems  involved.  Yet,  I am 
listed  to  discuss  physiologic  concepts  in 
diagnosis  and  therapy  of  hyperth5Toidism ! 

Basal  metabolic  rate 

Historically,  laboratory  confirmation  of 
the  clinical  diagnosis  of  th3rroid  disorders 
had  to  wait  almost  seventy-five  years  after 
Graves  until  Magnus-Levy>  first  demon- 
strated increased  oxygen  consumption  in 
hyperthyroidism  and  the  reverse  in  myxe- 
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dema.  Although  this  determination  has 
fallen  into  desuetude  and  even  disrepute 
lately,  it  remedns  a very  valuable  test  and 
is,  in  fact,  the  only  method  of  measuring 
the  effect  of  the  thyroid  hormone  at  the 
cellular  level.  There  are  some  problems 
involved  with  this  test.  The  spread  of 
normal  values  is  wide  particularly  on  the 
low  side,  and  there  is  a significant  number 
of  disorders  characterized  by  a hypermeta- 
bolic  state  without  a disturbance  of  thyroid 
fimction.  This  is  the  sjmdrome  of  non- 
th3o:ogenous  hypermetabolism  and  is  ex- 
emplified by  such  disorders  as  the  malignant 
lymphomas,  pheochromocytoma,  some  cases 
of  hypertension,  and  other  conditions.  ^ 

Blood  cholesterol  level 

The  first  attempt  to  correlate  serum 
cholesterol  levels  and  th5Toid  fimction  was 
made  by  Epstein  and  Lande  in  1922.^  Very 
little  has  been  added  since  that  time.  It 
is  recognized  that,  in  general,  a reciprocal 
relation  exists  between  them.  However, 
there  are  so  many  nonthyroidal  factors 
that  influence  serum  cholesterol  levels  that 
they  are  of  limited  diagnostic  use.  The 
most  that  can  be  said  is  that  cholesterol 
levels  are  generally  normal  or  low  in  hyper- 
thyroidism and  elevated  in  myxedema.  In 
pituitary  m5rxedema  the  level  does  not  tend 
to  rise  as  high  as  in  primary  myxedema. 

Protein-bound  and 
butanol-extractable  iodine 

Although  it  had  been  determined  as  early 
as  1900  by  Gley  and  Bourcet  that  the  level 
of  the  serum  iodine  could  be  determined  and 
that  it  was  bound  by  protein,  it  was  not  until 
1925  that  Veil  and  Sturm"'  could  demonstrate 
the  relation  between  the  level  of  thyroid 
function  and  the  protein-bound  iodine  of  the 
serum.  Methodologic  improvements  by 
Matthews,®  Chaney,®  and  later  Barker, 
Humphrey,  and  Soley’  have  raised  this  de- 
termination to  that  of  a routine  examination. 
Because  the  serum  PBI  is  a reasonably  good 
index  of  the  circulating  thyroxine  concen- 
tration, it  is  one  of  the  best  indicators  of  the 
level  of  th3Toid  function.  It  has  been  sug- 
gested, particularly  by  Man,  Kydd,  and 
Peters,*  that  the  butanol-extractable  frac- 
tion (BE I)  may  be  a better  index  than  the 
PBI,  which  may  include  significant  amounts 


of  non  thyroxine  iodine.  This  situation 
certainly  exists  in  Hashimoto’s  disease  and 
some  congenital  thyroid  disorders.  Nor- 
mally, some  90  per  cent  of  the  PBI  is  BEI. 
Unfortunately,  contamination  with  pharma- 
cologic iodine  gives  false  high  PBI’s  which 
are  not  correctable  by  butanol  extraction. 
The  PBI  is  also  of  no  use  in  studying  the 
level  of  thyroid  function  if  triiodoth5rronine 
is  used  as  replacement  therapy.  The  PBI 
is  elevated  in  a normal  pregnancy  and  in  the 
neonatal  period. 

Use  of  radioactive  iodine 

Iodide  phase.  The  iodine  cycle  has  been 
discussed  in  detail  by  Dr.  Berson.  I 
merely  wish  to  point  out  that  aU  tests  of 
thyroid  function  and  therapy  using  radio- 
active isotopes  of  iodine  depend  on  the  fact 
that  the  thyroid  is  the  only  organ  in  the 
body  that  can  concentrate  and  retain  iodine 
selectively.  The  administered  isotope  is 
first  uniformly  dispersed  in  the  body  iodide 
stores  and  follows  their  metabolic  pathways. 
For  our  purposes  we  can  consider  the  two 
major  intrath5n"oidal  processes  separately; 
namely  the  trapping  of  inorganic  iodine  and 
organification  of  the  trapped  iodine  and  the 
release  of  the  tagged  hormone. 

Innumerable  technics  have  been  proposed 
to  study  the  iodide  phase,  but  aU  have  as 
their  basis  the  rate  at  which  tracer  iodide 
is  removed  from  the  iodide  pool  by  the  thy- 
roid. This  can  be  measured  as  the  per  cent 
of  the  administered  dose  collected  by  the 
thyroid  in  a fixed  amoimt  of  time.  This  has 
been  varied  by  individual  observers  from 
ten  minutes  to  forty-eight  hours.  The  most 
common  time  is  probably  twenty-four  hours, 
but  this  is  not  necessarily  the  best.  In 
some  conditions,  including  hyperthyroidism, 
significant  release  of  trapped  iodide  has 
occurred  at  twenty-four  hours  so  that  the 
twenty-four-hour  level  is  below  the  peak 
uptake.  Therefore,  shorter  periods  such 
as  four-  or  sbc-hour  uptakes  have  been 
suggested.  Very  short  time  intervals,  less 
than  four  hours,  require  the  intravenous 
administration  of  the  isotope  to  avoid  errors 
due  to  an  erratic  absorption  of  the  oral 
dose. 

Urinary  excretion  and  thyroid  uptake. 
Urinary  excretion  can  be  used  because, 
normally,  over  90  per  cent  of  the  admin- 
istered tracer  can  be  accoimted  for  in  the 
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thyroid  and  the  urine  in  twenty-four  hours. 
Therefore,  the  urinary  excretion  of  is 
related  reciprocally  to  thyroid  function. 
The  test  is  of  limited  value  because  of  the 
difficulty  of  quantitative  urinary  collection 
and  fallacious  low  urinary  excretion  due  to 
decreased  renal  function. 

Thyroid  clearance.  Thyroidal  iodide  clear- 
ance as  measured  by  the  technics  of  Pochin'* 
or  Person  et  is  a superior  method  that 
corrects  for  the  defects  due  to  renal  function 
but  is  rather  difficult  to  carry  out  if  a large 
number  of  patients  must  be  processed. 

The  accumulation  gradient  is  a graphic 
representation  of  thyroid  accumulation  of 
and  has  no  special  virtues  for  diagnostic 
studies. 

Neck-thigh  ratio.  The  neck-thigh  ratio 
of  the  British  workers  is  reaUy  a simplified 
method  of  performing  clearance  studies 
but  does  not  correct  for  the  “renal  error.” 

Salivary  I mention  salivary 

only  to  be  complete.  So  far  as  I am  con- 
cerned it  adds  nothing  to  our  diagnostic 
approach. 

Organic  phase  and  hormone  release. 
The  methods  based  on  the  organic  phase 
and  hormone  release  study  the  rate  of  ap- 
pearance of  hormonal  or  protein-bound 
in  the  serum  after  the  tracer  dose.  Under 
normal  conditions  they  are  a good  index  of 
the  dynamics  of  hormone  secretion,  and  high 
levels  and  high  conversion  ratios  are 
found  in  hyperthyroidism.  The  former  is 
usually  determined  at  about  seventy-two 
hours  after  the  tracer  and  the  latter  at 
twenty-four  hours.  PBU^i  levels  of  over 
0.3  per  cent  of  the  administered  dose  per 
liter  of  plasma  and  conversion  ratios  of  over 
50  per  cent  are  consistent  with  a hyperthy- 
roid state. 

At  this  point  I should  like  to  introduce  the 
concept  of  pool  size  and  its  effect  on  the  in- 
terpretation of  tracer  studies  (Fig.  1). 
One  must  conceive  of  the  tracer  iodide  as 
being  uniformly  dispersed  through  the  stable 
iodide  pool.  When  the  thyroid  traps  its 
usual  quota  of  stable  iodide,  it  cannot  but 
trap  a corresponding  proportion  of  the 
tracer,  and  we  call  this  a normal  uptake. 
However,  this  situation  is  so  only  if  the  size 
of  the  iodide  pool  is  reasonably  normal.  If 
the  pool  is  markedly  expanded,  as  after 
administered  iodide,  the  tracer  is  markedly 
diluted  in  the  stable  iodide.  Or,  as  we 
choose  to  say,  the  specific  activity  of  the 
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FIGURE  1.  Schematic  representation  of  variations 
in  twenty-four-hour  thyroidal  uptake  and  PBI“* 
after  the  same  tracer  dose  due  to  alterations  in 
size  of  involved  pools.  Each  square  represents 
daily  uptake  of  stable  iodine  or  daily  secretion  of 
stable  hormone.  Dots  represent  tracer  uni- 
formly dispersed  throughout  the  respective  pools. 
In  uptake  studies  the  iodide  pool  is  involved  while 
in  PBI“>  studies  it  is  the  intrathyroidal  hormonal 
pool.  The  clinical  state  of  the  patient  is  the  same 
in  all  instances. 


pool  is  reduced.  Therefore,  even  though 
the  thyroid  continues  to  trap  the  same 
amoimt  of  stable  iodide,  the  trapping  of  the 
tracer  may  approach  zero.  The  reverse 
situation  occurs  in  iodine  depletion  when 
high  uptakes  occur  even  though  the 
stable  iodine  trapped  is  normal  or  even 
reduced,  and  this  accounts  for  the  high 
uptakes  found  in  areas  of  endemic  goiter. 

Similarly,  in  PBU^^  studies  a decreased 
intrathyroidal  hormonal  pool  will  become 
highly  tagged  after  a tracer  and  high  covmts 
will  be  delivered  to  the  plasma  by  the  thy- 
roid even  though  the  gravimetric  amount  of 
hormone  is  normal  or  even  reduced.  This 
accounts  for  the  high  PBU^'  values  often 
found  after  the  successful  treatment  of 
hyperthyroidism,  because  the  lowest  hor- 
monal pools  are  found  in  this  situation. 

So  you  see,  there  is  a simple  explanation 
for  false  high  and  low  uptakes  and  for 
false  low  and  high  PBU'*^  serum  values  when 
alterations  in  the  corresponding  pools  are 
present,  and  these  may  be  unknown  to  the 
observer. 
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Thyroid-pituitary  axis 

Suppression  by  thyroid  extracts.  In 
diagnosis  use  is  made  of  the  feed-back 
mechanism  that  normally  regulates  thyroid 
function.  Under  normal  conditions  the 
administration  of  a thyroid  preparation 
inhibits  the  TSH  production  and  results  in 
a suppression  of  thyroid  function.  False 
high  thyroidal  uptakes  can  be  depressed 
to  normal  values  using  thyroid  extract, 
thyroxine,  or  triiodothyronine,  as  has  been 
shown  by  Greer  and  Smith  “ and  Werner  and 
Spooner.**  In  true  hyperthyroidism  this 
feed-back  control  fails  to  function,  and  the 
uptake  remains  high  even  after  suppressive 
doses  of  triiodothyronine  or  thyroxine. 

Thyroid-stimulating  hormones.  Sim- 
ilarly, TSH  can  be  used  to  separate  primary 
from  secondary  myxedema.  In  primary 
myxedema,  because  the  end  organ  is  dis- 
eased, congenitally  absent,  or  has  been 
removed,  there  can  be  no  significant  response 
to  the  TSH.  If,  however,  the  thyroid  is 
basically  normal  but  is  dormant  owing  to 
lack  of  thyrotropic  stimulation,  the  thyroid 
will  respond  to  exogenous  TSH.  The 
response  can  be  measured  by  an  increase  in 

II*®*  uptake,  in  the  stable  PBI,  or  the  PBI*®* 
in  the  serum. 

Myxedema.  In  rare  cases  of  secondary 
myxedema  of  long  standing,  the  disease 
atrophy  may  have  proceeded  to  such  a 
degree  that  irreversible  atrophy  has  occurred 
and  there  may  be  no  response  to  TSH  as  in 
primary  myxedema. 

Hashimoto’s  disease  and  low  thyroid  re- 
serve. In  some  cases  of  Hashimoto’s  disease 
and  other  conditions  where  the  thyroid 
remnant  is  already  working  at  maximum 
capacity,  no  response  to  TSH  may  be  found. 
These  are  the  syndromes  of  low  thyroid 
reserve  in  euthyroid  subjects. 

Reactions 

Rebound  phenomena.  I have  time  only 
to  mention  the  fact  that  when  thyroid 
function  has  been  suppressed,  it  often  reacts 
with  a hypernormal  response  when  the  sup- 
pressive agent  is  removed.  This  occurs 
after  iodides,  thyroid  extract,  antithyroid 
drugs,  and  the  acute  phase  of  thjrroiditis, 
to  mention  a few  examples. 

Factitious  hyperthyroidism.  Facti- 
tious hyperthyroidism,  which  may  be  con- 


fused with  Graves  disease,  is  always  asso- 
ciated with  an  extremely  low  thyroidal 
I*®*  uptake.  The  PBI  is  elevated  if  thyroid 
extract  or  thyroxine  is  used  but  may  be 
normal  or  low  if  triiodothyronine  is  used. 

Congenital  defects  and  goiter.  The 
various  genetically  conditioned  defects  of 
thyroid  function  can  be  differentiated  by  I*®* 
studies.  In  fact,  every  step  outlined  in  the 
chart  of  the  iodine  cycle  has  now  been 
identified  as  a naturally  occurring  block  to 
hormone  synthesis  on  a genetic  basis  result- 
ing in  goiter  and  hypothyroidism.  The 
goiter  is  the  response  to  TSH  stimulation 
that  is  ineffective  at  the  end  organ  level  and 
therefore  persists. 

In  vitro  studies 

Labeled  triiodothyronine  and  thyrox- 
ine. We  are  indebted  to  Hamolsky,  Stein, 
and  Freedberg*®  for  the  stimulus  they  gave 
to  the  important  addition  of  in  vitro  studies 
to  our  diagnostic  armamentarium.  Using 
labeled  triiodothyronine  and  thyroxine  has 
the  obvious  advantage  that  no  ionizing 
radiation  is  dehvered  to  the  patient  and 
apparently  he  is  not  affected  by  pharmaco- 
logic iodine-containing  compounds,  a great 
advantage  in  these  days  of  the  ubiquitous 
and  ever-increasing  exposure  of  the  popula- 
tion to  these  substances  which  may  ulti- 
mately render  the  standard  tests  useless. 
The  studies  probably  measure  the  binding 
sites  for  thyroxine  which  are  not  already 
occupied  by  circulating  thyroxine.  Tagged 
triiodothyronine  is  added  to  the  serum,  and 
an  acceptor  such  as  the  red  cells  or  a properly 
selected  resin  then  is  able  to  adsorb  the  resid- 
ual unbound  triiodothyronine.  As  these 
sites  are  highly  saturated  by  the  high  th3n*ox- 
ine  levels  in  hyperthyroidism,  more  of  the 
triiodothyronine  is  available  for  fixation 
by  the  acceptor,  and  the  reverse  is  true  in 
myxedema.  We  are  now  using  the  modifica- 
tion proposed  by  Sterling  and  Tabachnick** 
employing  adenylic  acid -400  resin  in  the  for- 
mate cycle  and  are  highly  pleased  with  the 
results. 

In  pregnancy  the  values  are  in  the  myxe- 
dema range  because  the  normally  occurring 
increase  in  the  th3oroxine-binding  globulin 
which  occurs  in  the  pregnant  state  provides 
extra  unfilled  binding  sites,  even  though 
the  absolute  level  of  the  PBI  may  be  ele- 
vated. 
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The  test  can,  of  course,  be  modified  to 
measure  the  triiodoth3u-onine  that  is  not 
absorbed  either  by  the  serum  or  the  accep- 
tor, and  this  might  be  technically  simpler. 

Radioactive  chromic  phosphate  up- 
take AND  RELEASE  BY  RED  BLOOD  CELLS. 
Advantages  similar  to  the  triiodothyronine- 
1131  jn  vitro  test  have  been  claimed  for  a 
test  that  measures  the  rate  of  incorporation 
of  or  radioactive  chromic  phosphate  as 
phosphate  in  vitro.  Venous  blood  is  incu- 
bated with  phosphate.  In  hyperthy- 
roidism larger  amounts  of  the  substance  are 
incorporated  into  the  red  cells  than  in  nor- 
mal patients  and  less  in  m30cedema.  False 
high  values  occur  after  corticosteroids  and 
false  low  values  in  cardiac  patients.  Fur- 
ther study  wiU  be  necessary  before  this  test 
can  be  evaluated. 

A somewhat  different  approach  but  one 
that  requires  the  administration  of  the  P^^  to 
the  patient  has  been  proposed  by  Ermans.^^ 
He  studied  the  rate  at  which  in  vitro  P^^- 
labeled  red  blood  cells  left  the  red  cells 
when  they  were  reinjected  into  the  donor. 
Studies  were  made  at  from  fifteen  to  fifty- 
five  hours  post  injection.  There  was  a 
rapid  loss  of  P®^  from  the  er5rthroc5rtes  in 
hyperth3rroidism  and  a slow  loss  in  myxe- 
dema. This  test  also  gave  erroneous  re- 
sults in  cardiac  patients.  The  dose  of  P^* 
injected  averaged  30  microcuries.  No  eval- 
uation of  the  usefulness  of  this  procedure  is 
possible  at  this  time. 

In  vitro  uptake  of  radioactive  potas- 
sium BY  RED  BLOOD  CELLS.  Recently  Aw- 
wad  and  Gooldeni®  have  reported  that  the 
uptake  of  or  radioactive  potassium  (with 
a half-Ufe  of  22.4  hours)  by  the  red  cells  of 
heparinized  blood  in  vitro  is  lower  in  hyper- 
thyroid than  in  normal  subjects.  They 
incubate  0.5  microcurie  of  with  20  ml. 
of  blood,  and  samples  are  withdrawn  at 
intervals  for  six  hours.  The  coimts  in  the 


plasma  decrease  logarithmically.  As  the 
red  cells  accumulate,  the  at  a slower 
rate  in  Graves  disease,  the  plasma  counts 
decrease  less  rapidly  than  in  normal  sub- 
jects. The  test  was  of  no  use  in  myxedema. 
At  present  there  is  no  explanation  for  this 
phenomenon,  and  more  work  will  have  to 
be  done  before  it  can  be  recommended  as  a 
diagnostic  procedure. 
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X HE  TREATMENT  of  a patient  with  nontoxic 
nodular  goiter  is  dependent  on  the  ability 
to  determine,  without  recourse  to  surgery 
and  histologic  examination,  which  of  the 
following  pathologic  states  is  present:  (1) 

intermittent  hyperplasia  and  regression  lead- 
ing to  hemorrhage  and  necrosis,  (2)  subacute 
th5rroiditis,  (3)  Hashimoto’s  th5rroiditis, 
(4)  primary  thyroid  cancer,  or  (5)  metastatic 
cancer  spread  to  the  thyroid  gland. 

A physiologic  rather  than  a histologic 
approach  to  the  pathogenesis  of  both  non- 
toxic nodular  goiter  and  primary  thyroid 
cancer  will  lead  to  an  understanding  of  the 
basic  cause  of  these  tumors,  means  of  pre- 
venting their  genesis  and  spread,  and  finally 
to  a practical  nonsurgical  approach  to  the 
differential  diagnosis  between  nontoxic  nod- 
ular goiter  and  th3rroid  cancer. 

To  understand  the  evolution  of  both 
nodular  goiter  and  thyroid  cancer  it  would 
be  helpful  to  review;  the  biochemistry  of 
thyroxine  formation,  the  physiologic  factors 
controlling  the  function  and  interrelationship 
of  the  thyroid  and  the  pituitary  glands,  the 
pathophysiology  of  the  development  of 
nodulsu"  goiter,  and  the  pathophysiology  of 
the  genesis  of  malignant  invasive  thyroid 
cancer. 

Biochemistry  of  thyroxine  formation 

Table  I shows  the  steps  in  the  production, 
storage,  and  secretion  of  the  thyroid  hor- 
mones triiodothyronine  and  thyroxine.  The 
steps  in  hormone  synthesis,  the  nature  of 
the  rate-limiting  enzymes,  and  the  sites 


TABLE  I.  Formation,  storage,  and  secretion  of 
thyroxine  and  triiodothyronine 

Mechanism 

of  Reaction  How  Affected 

Trapping  of  inorganic 
iodide 

Oxidation  of  iodide  to 
iodine 

lodination  of  tyrosine 
to  monoiodotyrosine 

lodination  of  monoio- 
dotyrosine to  diio- 
dotyrosine 

Deiodination  of  excess 
monoiodotyrosine 
and  diiodotyrosine 

Coupling  of  monoiodo- 
tyrosine and  diiodo- 
tyrosine to  triiodo- 
thyronine and  thy- 
roxine 

Storage  of  triiodothy- 
ronine and  thy- 
roxine as  thyroglobu- 
lin 

Secretion  of  triiodo- 
thyroxine  and  thy- 
roxine from  the  thy- 
roid 


of  action  of  interfering  chemical  substances 
have  been  in  part  defined  by  the  detailed 
studies  of  Stanbury  and  his  numerous 
collaborators. A block  in  any  step  re- 
sults in  excessive  amounts  of  the  precursor 
and  insufficient  amounts  of  the  product. 
Complete  or  nearly  complete  absence  of 
various  enzymes  has  been  shown  to  interrupt 
the  synthesis  of  thyroxine  in  the  thyroid  of 
goitrous  cretins.  Stanbury  and  Chapman^ 
reported  that  most  of  the  iodine  in  the  gland 
of  a goitrous  cretin  was  present  as  monoio- 
dotyrosine with  minimal  amounts  of  diiodo- 
tyrosine and  virtually  no  thyroxine.  This 
indicates  a block  in  the  iodination  of  mono- 
iodotyrosine. 

In  euthyroid  patients  with  nontoxic 
nodular  goiter,  a less  complete  block  in  the 
s3mthesis  of  thyroxine  may  result  in  a milder 
form  of  the  same  abnormal  pathophysiologic 
state.  Cavett,  Rice,  and  McClendon^  as 
weU  as  Leblond  and  his  associates^  have 
demonstrated  that  the  content  of  total 
iodide  and  thyroxine  of  nodular  goiters  is 
10  to  20  per  cent  that  of  normal  thyroid 
glands.  Pitt-Rivers,  Hubble,  and  Hoather® 
have  shown  that  the  ratio  of  monoiodotyro- 


Blocked  by  sodium 
thiocyanate  and  po- 
tassium perchlorate 
Blocked  by  thioureas 
and  excess  iodide 
Blocked  by  thioureas 
and  excess  iodide 
Blocked  by  thioureas 
and  excess  iodide 

Speeded  by  tyrosinase 

Speeded  by  “coupling” 
enzyme 


Speeded  by  iodide 


Speeded  by  thyrotropin 
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sine  to  diiodotyrosine  is  much  higher  and 
the  content  of  thyroxine  is  much  less  in  the 
nodular  than  in  the  normal  thyroid  gland. 
They  suggest  that  the  enzyme  which  regu- 
lates the  iodination  of  monoiodotyrosine  is 
markedly  decreased  in  these  patients  They 
conclude  that  nodular  goiters  result  from  the 
inability  of  the  thyroid  tissue  of  these  pa- 
tients to  synthesize  adequate  amoimts  of 
thyroxine  for  normal  body  needs  and  storage 
in  the  gland.  Floyd  et  aU  noted  that  the 
thyroid  glands  of  patients  with  nodular 
goiters  discharge  more  radioiodine  after 
the  ingestion  of  potassium  thiocyanate 
(KSCN)  than  do  the  thyroid  glands  of 
normal  subjects.  This  is  additional  evi- 
dence that  there  is  defective  binding  of 
iodide  to  protein  in  the  nodular  goiter. 

Physiology  of  the  pituitary-thyroid 
interrelationship 

Pituitary  thyrotropin  stimulates  the  thy- 
roid gland,  resulting  in  increased  formation 
and  secretion  of  thyroid  hormone  and  en- 
largement of  the  gland.  The  level  of  the 
free  thyroxine  in  the  blood  controls  the  rate 
of  secretion  of  thyrotropin.  In  the  normal 
state,  homeostasis  is  maintained  by  recipro- 
cal changes  in  the  rates  of  secretion  of  either 
thyrotropin  or  thyroxine.  A decrease  in 
the  level  of  free  circulating  thyroxine 
results  in  the  increase  in  secretion  of  thyro- 
tropin, with  a resultant  hyperfunction  and 
hyperplasia  of  the  thyroid  gland.  Thus 
conditions  leading  to  decrease  in  thyroxine 
formation  result  in  hyperplasia  of  the  thy- 
roid gland.  The  factors  which  indirectly 
may  cause  thyroid  hyperplasia  are;  inade- 
quate iodide  in  the  diet;  the  ingestion  of 
foods  or  drugs  which  block  thyroxine  syn- 
thesis or  secretion;  inborn  defects  in  thy- 
roidal enzymes  which  control  thyroxine  syn- 
thesis; and  puberty,  a phase  of  the  men- 
strual cycle,  and  pregnancy  (inconclusive 
data). 

Pathophysiology  of  the  development  of 
nodular  goiter 

Taylor'*  observed  that  the  thyroid  glands 
of  rats  that  were  fed  an  iodine-deficient  diet 
rapidly  picked  up  and  equally  rapidly  dis- 
charged tracer  doses  of  radioactive  iodine. 
This  finding  is  compatible  with  the  thesis 
that  a deficiency  of  iodine  results  in  inade- 


quate thyroxine  production  which  in  turn 
stimulates  the  secretion  of  thyrotropin. 
The  administration  of  thyrotropin  results 
in  the  rapid  uptake  and  discharge  of  iodide 
by  the  thyroid  gland.  Stanbury  et  alA 
observed  a similar  rapid  turnover  of  tracer 
doses  of  radioactive  iodine  by  the  thyroids 
of  the  mountaineers  of  Argentina,  whose 
diet  is  deficient  in  iodine.  The  results  of 
radioautographic  studies  of  various  types  of 
nontoxic  nodular  goiter  (Table  II)  led 
Taylor**  to  conclude  that  there  is  a well- 
defined  evolution  from  the  diffusely  hyper- 
plastic thyroid  to  the  relatively  inactive 
multinodular  gland  and  that  this  process 
depends  on  increased  and  intermittent 
stimulation  of  the  th3rroid  gland  by  thyro- 
tropin. 

A synthesis  of  the  biochemical  data  of 
Stanbury**  and  Pitt-Rivers®  and  the  physio- 
logic and  radioautographic  data  of  Taylor® 
led  to  the  basic  hypothesis  that  multinodulair 
goiter  is  the  result  of  excessive  and  prolonged 
stimulation  of  the  thyroid  gland  and  that 
this  excess  thyrotropin  secretion  is  the 
result  of  inadequate  th3Toxine  formation. 
The  latter  deficit  in  thyroxine  production  is 
due  to  iodine  lack,  goitrogenic  foods  or 
drugs,  and/or  an  intrinsic  defect  in  the 
enzymes  of  the  thyroid  gland. 

Effect  of  ingested  thyroid  hormone  on 
nodular  goiter 

Greer®  demonstrated  that  the  thyroidal 
uptake  of  radioiodine  was  reduced  to  very 
low  levels  after  the  ingestion  of  desiccated 
thyroid.  He  concluded  that  this  effect  was 
due  to  the  thyroid  hormone  and  could  not 
be  duplicated  by  the  ingestion  of  the  small 
amounts  of  iodide  present  in  the  prepara- 
tion. Perhnutter  et  al.  demonstrated  that 
the  normal  thyroid  gland’s  responsiveness 
to  exogenously  administered  thyrotropin 
was  not  decreased  by  the  ingestion  of  desic- 
cated thyroid.  They  concluded  that  the 
ingested  hormone  inhibited  the  secretion 
and  production  of  thyrotropin.  They  also 
postulated  that  the  prolonged  inhibition 
of  the  pituitary  secretion  of  thyrotropin 
might  lead  to  a disuse  atrophy  of  the  thyroid 
gland  similar  to  that  of  panhypopituitarism. 

In  1894,  Reinhold  reported  that  the  non- 
toxic goiters  of  5 of  6 patients  disappeared 
almost  completely  after  the  ingestion  of 
thyroid  gland.  Reinhoff*^  noted  that  the 
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Table  II.  Evolution  of  nodular  goiter 


Stages 

Radioautographs 

Total  11®' 
Uptake 

Scan  of  Nodule 

Simple  diffuse  enlargement 

Evenly  distributed 

High  or  high 
normal 

Evenly  distributed 

Localized  hyperfunction  in 

Many  small  areas  of  in- 

High  or  high 

Evenly  distributed 

diffuse  enlargement 

creased  activity 

normal 

(probably) 

Solitary  hyperactive  nodule 
in  inactive  gland 

Hyperactive  nodule  with 
inactive  perinodular  tis- 

High  normal 

Hyperactive  nodule 

Hemorrhage  or  necrosis  in 
active  nodule 

Ring  of  activity  around  in- 
active core 

Normal 

Hyperactive  nodule  that 
suddenly  is  inactive 

Inactive  nodule  in  active 
multinodular  goiter 

Inacti\  e nodule  among 
active  nodules 

Normal 

Inactive  nodule  among 
hyperactive  nodules 

Multinodular  goiter  with 
many  inactive  nodules 

Many  inactive  nodules 

Low  or  low 
normal 

Mostly  inactive  nodules 

oral  administration  of  desiccated  thyroid 
caused  a decrease  in  the  size  of  simple 
goiters.  Perlmutter'^  confirmed  this  and 
reported  that  the  prolonged  ingestion  of 
desiccated  thyroid  produced  a marked  de- 
crease both  in  the  uptake  of  radioiodine 
and  in  the  size  of  the  nodules  of  1 patient 
with  multinodular  goiter  and  of  a second 
patient  with  a functioning  uninodular  goiter. 
Greer  and  Astwood^®  reported  that  87  per 
cent  of  23  diffuse  goiters  and  67  per  cent  of 
the  single  thyroid  nodules  decreased  in  size 
after  the  ingestion  of  thyroid  hormone. 
Similarly,  Cope^^  reported  that  25  per  cent 
of  diffusely  nodular  goiters,  50  per  cent  of 
small  diffuse  goiters,  and  50  per  cent  of 
postoperative  recurrent  goiters  are  greatly 
decreased  in  size  by  the  prolonged  ingestion 
of  thyroid  substance.  Crile^®  noted  that 
only  1 of  300  patients  with  nodular  goiter 
who  were  treated  with  desiccated  th5rroid 
had  an  increase  in  the  size  of  the  goiter. 
This  enlarging  mass  was  found  to  be  a 
simple  cyst  of  the  thyroid.  The  ingestion 
of  triiodothyronine  has  also  been  effective  in 
reducing  the  size  of  goiters.  Zondek'®  found 
that  triiodothjn’onine  ingestion  resulted  in 
a decrease  in  the  size  of  the  goiters  of  a 
family  of  goitrous  cretins.  Starr”  reported 
that  the  goiters  of  36  patients  shrank  after 
triiodothyronine  therapy. 

In  1960  Astwood,  Cassidy,  and  Aurbach'® 
reported  their  follow-up  on  230  patients  with 
goiter  treated  with  desiccated  thyroid. 
One  third  of  the  goiters  had  disappeared 
completely,  and  another  third  showed  a 
significant  decrease  in  size.  They  indicated 
the  need  for  prolonged  therapy  even  after 
the  goiter  has  disappeared.  Thirteen  of  22 
patients  who  had  complete  regression  of  the 


goiter  while  taking  thyroid  hormone  therapy 
had  a recurrence  of  the  goiter  after  the 
cessation  of  therapy. 

It  would  thus  appear  that  the  therapy  for 
nodular  goiter,  if  based  on  these  biochemical, 
physiologic,  and  pharmacologic  data,  should 
logically  be  the  ingestion  of  thyroid  hormone. 
The  surgical  removal  of  these  nodules, 
especially  of  physiologically  active  nodules, 
is  physiologically  unsound  since  the  extirpa- 
tion of  the  gland  removes  the  source  of 
endogenous  thyroxine  and  results  in  excess 
secretion  of  thyrotropin.  The  excess  thyro- 
tropin stimulates  the  thyroid  remnant  and 
results  in  a recurrence  of  the  nodular  goiter. 

Pathogenesis  and  pathophysiology 
of  thyroid  cancer 

Thyroid  cancer  has  been  produced  experi- 
mentally in  mice  and  rats  by  prolonged 
feeding  of  goitrogens  such  as  thiouracil,'® 
by  doses  of  radioactive  iodine  small  enough 
to  permit  the  survival  of  some  thyroid  acini 
but  large  enough  to  reduce  the  production 
of  thyroxine,^®  or  by  prolonged  exposure 
to  thyrotropin  or  thyrotropin-producing 
pituitary  tumors.'”  Some  of  these  thyroid 
cancers  can  survive  only  in  hypothjrroid 
hosts.  Excessive  and  prolonged  stimulation 
of  the  thyroid  gland  by  thyrotropin  is  the 
one  common  factor  in  the  experimental 
conditions  described.  The  thyroid  tumors 
produced  by  prolonged  thyrotropin  stimula- 
tion eventually  become  autonomous  of 
thyrotropin  stimulation  or  thyroxine  sup- 
pression and  then  metastasize  widely.^' 

Prolonged  and  excessive  thyrotropin  stim- 
ulation may  also  be  carcinogenic  in  the 
human  being.  There  is  a higher  incidence  of 
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TABLE  III.  Physiologic  activity  and  malignancy  of  thyroid  nodules 


Author 

- — Hyperactive — ^ 
Total  Malignant 

Total 

Total 

Malignant 

Total 

Malignant 

Johnson® 

2 

0 

10 

1 

32 

10 

44 

Perlmutter^i 

41 

1 

99 

23 

140 

Greene®  2 

93 

0 



— 

109 

22 

202 

Serber®® 

7 

1 

29 

4 

26 

14 

62 

Mack®^ 

54 

6 

41 

4 

95 

Groesbeck®® 

13 

0 

80 

3 

121 

20 

214 

Galvao-Lolo®® 

5 

0 

17 

3 

22 

Horst  ®^ 

11 

0 

67 

1 

154 

41 

232 

Attie®® 

16 

2 

28 

1 

63 

15 

107 

Germann®® 

21 

0 

85 

15 

106 

BurkeU^® 

26 

0 

12 

0 

29 

6 

67 

Meadows^' 

21 

1 

15 

1 

67* 

16 

103 

Hintze'*® 

13 

0 

6 

1 

21 

3 

45 

Totals 

243 

5 (2  per 

327 

18  (5  per 

864 

192  (22  per  1,439 

cent) 

cent) 

cent) 

* Of  the  67,  43  were  hypoactive,  and  2 of  the  43,  or  5 per  cent,  were  cancerous;  but  14  of  24  very  inactive  nodules,  or  58  per 

cent,  were  cancerous. 

thyroid  cancer 

in  the  thyroid  renmant 

the  removal  of  active  nodular 

goiters  is 

following  an  operation  for  benign  nodular 

the  physiologic  means  of  preventing  th5U-oid 

goiter.®®  Goitrogen  or  thyrotropin  adminis- 

cancer. 

tration  results  in 

the  growth  and  spread  of 

Despite 

the  thesis  that  both  nodular 

thyroid  cancer. 

The  ingestion  of 

triiodo- 

goiter  and  thyroid 

cancer  are  produced  by 

thyronine  or  thyroxine  has  been  followed  by 
a decrease  in  the  size  and  invasiveness  of 
some  th5rroid  cancers.  DunhiU^*  observed 
that  the  ingestion  of  desiccated  thyroid 
caused  a decrease  in  the  size  of  a papillary 
thyroid  cancer  which  had  already  spread  to 
the  lungs.  After  twenty  years  of  such 
hormone  therapy,  2 subjects  were  clinically 
and  radiographically  free  of  their  papillary 
cancer  locally  and  in  the  lung.  Thomas^^ 
reviewed  the  data  indicating  that  human 
thyroid  cancers  of  the  papillary  and  alveolar 
types  respond  to  thyroxine  ingestion.  Crile^® 
reported  that  the  hypothyroid  state  stimu- 
lates the  growth  and  spread  of  th3rroid 
cancer. 

It  is  not  rational  to  perform  a subtotal 
thyroidectomy  to  remove  a nodular  goiter 
to  prevent  the  development  of  cancer. 
The  nodular  goiter  is  a compensatory  reac- 
tion to  a partial  failure  of  thyroid  function. 
The  removal  of  the  nodule  and  surrounding 
thyroid  tissue  may  increase  the  physiologic 
decompensation,  decrease  available  thyrox- 
ine, and  thereby  increase  the  thyrotropin 
secretion.  As  has  already  been  mentioned, 
the  increase  in  thyrotropin  stimulation 
may  lead  to  an  increase  in  goitrogenesis 
and  carcinogenesis.  Thus  the  ingestion  of 
triiodoth5nronme  or  thyroxine  rather  than 


excess  thyrotropin  and  prevented  by  thyrox- 
ine administration,  it  is  almost  imiversally 
held  that  a th3T*oid  cancer  itself  should  be 
eradicated  surgically  if  possible.  Therefore 
it  would  seem  desirable  to  be  able  to  differen- 
tiate between  benign  nodular  goiter  and 
th3rroid  cancer  without  resorting  to  surgery. 
No  symptom,  sign,  or  test  is  completely 
reliable  in  this  differential  diagnosis.  How- 
ever, the  decreased  avidity  of  th3rroid  cancer 
for  radioactive  iodine  has  been  studied 
extensively  in  an  attempt  to  differentiate 
preoperatively  between  benign  and  malig- 
nant thyroid  nodules. 


Avidity  of  thyroid  cancer  for 
radioactive  iodine 

Radioautographic  technics  have  demon- 
strated that  th5rroid  cancer  accumulates 
about  one-fiftieth  as  much  radioactive  io- 
dine as  normal  pericancerous  tissue.^®  These 
data  led  Dobyns,  Skanse,  and  Maloof^'  to 
compare,  in  vivo,  the  relative  avidity  for 
I^^^  of  cancerous  thyroid  nodules  with  that 
of  neighboring  normal  thyroid  gland.  After 
the  ingestion  of  radioactive  iodine,  the 
radioactive  content  of  various  parts  of  the 
th5n"oid  gland  was  determined  either  by 
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manual  spotting  or  by  an  automatic  scemner. 
The  following  terminology  is  used  in  this 
presentation:  A hyperactive  nodule  is  one 
which  contains  more  radioactivity  than  any 
other  part  of  the  gland,  an  active  nodule 
has  the  same  amoimt  as  the  rest  of  the 
gland,  and  an  inactive  nodule  has  less  than 
other  areas. 

It  is  important  to  point  out  the  potential 
errors  of  such  a test.  Very  small  nodules 
cannot  be  delineated  because  of  the  limited 
resolving  power  of  the  instruments.  How- 
ever, the  detection  of  a definitely  increased 
uptake  of  was  more  reliable  than  the 
detection  of  decreased  uptake  in  these  small 
nodules.  The  superimposition  of  normal 
thyroid  tissue  in  front  of  or  in  back  of  an 
inactive  nodule  may  give  the  false  impres- 
sion that  the  nodule  does  emit  radioactivity. 
Theoretically,  such  an  error  should  result  in 
calling  an  inactive  nodule  active  rather  than 
hyperactive.  A hyperfunctioning  nodule 
and  an  inactive  malignant  lesion  in  close 
approximation  would  be  detected  as  a simple 
hyperactive  nodule,  and  cancer  would  be 
overlooked.  When  an  automatic  scanner 
is  used,  the  position  of  the  nodule  has  to  be 
meirked  on  the  paper  while  the  patient  is  in 
the  position  of  scanning,  otherwise  the  area 
of  the  nodule  may  not  be  superimposed  on 
its  radiation  pattern.  It  is  also  important 
to  be  certain  that  the  right  and  left  sides 
are  properly  labeled.  Manual  spotting 
should  be  performed  only  by  an  experienced 
observer  since  minor  changes  in  the  position 
of  the  detector  may  lead  to  a false  inter- 
pretation. 

It  is  also  important  to  have  a clear  defini- 
tion of  the  criteria  for  a malignant  condition 
in  a thyroid  tumor.  A lesion  is  considered 
malignant  only  if  there  is  local  invasion  of 
the  capsule  and  neighboring  tissue  or  it  has 
spread  to  lymph  nodes,  bone,  or  other 
organs.  Blood  vessel  invasion  by  itself 
is  not  accepted  as  a sufficient  criterion  for 
the  existence  of  a malignant  condition. 
Dobyns,  Skanse,  and  Maloof^^  reported  that 
cancerous  nodules  were  inactive  with  the 
exception  of  two  tumors  with  mature  differ- 
entiated cells  (benign  metastasizing  struma) 
which  had  spread  to  the  bone.  Means^* 
stated  that  he  had  never  found  a hyperactive 
nodule  which  had  shown  histologic  evidence 
of  being  malignant.  Perhnutter,  Slater,  and 
Attie^®  in  a preliminary  report  in  1954,  noted 
that  none  of  24  hyperactive  nodules  were 


malignant  but  that  32  per  cent  of  inactive 
nodules  were  pathologically  malignant.  The 
avidity  for  radioactive  iodine  of  the  nodular 
goiters  of  1,439  patients  has  been  studied 
by  the  preceding  in  vivo  technics  by  13 
groups  of  investigators  (Table  III).  There 
were  243  hyperactive,  327  active,  and  864 
inactive  nodules  in  these  studies. 

Five  of  the  243  hyperactive  nodules  were 
reported  as  malignant.  However  one  of 
these  was  a papiUeury  adenoma  without 
invasion  of  the  capsule  or  distant  metas- 
tases.^*  In  addition  to  the  remaining  4 
cases,  there  are  6 instances  in  which  a hyper- 
active nodule  and  a cancer  coexisted.  Thus 
a malignant  condition  was  found  in  or  adja- 
cent to  a hyperactive  nodule  in  10  patients. 
The  cancer  in  4 of  these  cases  consisted  of 
small  foci  of  papillary  cancer  adjacent  to 
hyperfunctioning  adenoma. Three  pa- 
tients had  hyperfunctioning  adenomata 
which  metastasized,  the  so-called  benign 
metastasizing  struma.  One  hyperactive 
nodule  was  a metastatic  cancer  in  a local 
lymph  node  which  occurred  after  a total 
thyroidectomy  had  been  performed  for 
thyroid  cancer.  The  remaining  2 cases 
are  hard  to  evaluate.  In  one  hyperactive 
nodule  of  a papillary  adenocarcinoma  there 
were  very  few  acini,  and  most  of  the  tissue 
consisted  of  tubules  of  cells  with  coUapsed 
lumina.  The  tumor  did  invade  the  fibrous 
capsule  and  surrounding  normal  th3oroid 
tissue.  All  lymph  nodes  and  perithyroid 
tissue  removed  at  a ‘radical’  neck  dissection 
were  free  of  cancer.  The  patient  is  free  of 
known  recurrence  five  years  after  thyroid- 
ectomy.^* The  detailed  pathologic  findings 
of  the  last  hyperactive  nodule  are  not  avail- 
able'*^;  it  is  reported  as  a papillary  adenocar- 
cinoma. 

Plan  of  treatment  of  thyroid  nodules 

The  present  concept  of  the  therapy  of 
nodular  goiter  is  based  on  the  following 
premises:  (1)  Excessive  and  prolonged 

secretion  of  pituitary  thyrotropin  is  impor- 
tant in  the  genesis  and  maintenance  of  both 
benign  nodular  goiter  and  thyroid  cancer. 
(2)  The  ingestion  of  thyroid  hormone,  in 
decreasing  the  secretion  of  thyrotropin, 
prevents  and  retards  the  development  of 
both  benign  and  nodular  goiter  and  thyroid 
cancer.  (3)  About  2 per  cent  of  hyperactive, 
5 per  cent  of  active,  and  22  per  cent  of 
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inactive  nodules  are  pathologically  malig- 
nant. (4)  In  addition  to  the  physiologic 
activity  of  the  nodule,  the  following  factors 
should  be  considered  in  deciding  whether 
the  nodule  should  be  surgically  removed  or 
not:  the  age  and  physical  status  of  the 
patient,  symptoms  of  pressin*e  of  the  goiter 
on  the  trachea,  firmness  or  irregularity  of 
the  nodule  or  evidence  of  its  attachment  to 
surrounding  tissue,  the  presence  of  local 
lymphadenopathy  or  distant  metastases, 
the  mental  attitude  of  the  patient,  and 
finally  the  availability  of  competent  sur- 
geons. 

Hyperactive  nodules  are  treated  medically 
with  thyroid  hormone  ingestion  imless:  (1) 
a hard  irregular  nodule  is  present  in  a youth 
who  has  not  attained  full  maturity,  because 
50  per  cent  of  nodular  goiters  in  children  are 
cancerous;  (2)  the  removal  of  a lymph  node 
reveals  thyroid  carcinoma;  (3)  a distant 
metastasis  either  concentrates  radioactive 
iodine  or  is  a “benign  metastasizing  struma”; 
(4)  the  nodule  increases  in  size  despite  doses 
of  thyroid  hormone  adequate  to  suppress 
thyroid  function;  (5)  the  patient  has  an 
inordinate  fear  of  cancer  despite  attempts 
at  reassurance.  This  fear  is  almost  always 
iatrogenic;  or  (6)  there  is  tracheal  compres- 
sion and  stridor.  It  is  worthy  of  note  that 
Horst,  Jores,  and  Schneider^®  report  that 
72  of  75  patients,  who  had  compression  of 
the  trachea  and  /or  of  the  superior  vena  cava 
by  nontoxic  nodular  goiters,  obtained  good 
results  after  radioactive  iodine  therapy. 
Fomleen  of  15  patients  were  relieved  of 
symptoms  and  signs  of  superior  vena  caval 
obstruction. 

Inactive  nodules  are  removed  surgically 
unless:  (1)  the  patient  is  elderly  or  a poor 
operative  risk;  (2)  a recently  hyperactive 
nodule  suddenly  becomes  inactive  and  is 
also  tender  and  painful.  This  indicates 
that  there  has  been  hemorrhage  into  a hyper- 
plastic nodule;  (3)  the  thyroid  is  tender  and 
the  uptake  of  radioactive  iodine  is  very  low. 
This  indicates  the  presence  of  either  subacute 
thyroiditis  or  metastatic  cancer  especially 
from  the  lung;  or  (4)  there  are  many  active 
nodules  and  a few  inactive  nodules.  These 
are  treated  with  thyroid  hormone  and  ob- 
served periodically  for  enlargement. 

We  are  less  certain  about  the  proper 
therapy  of  active  nodules.  At  present,  they 
are  treated  in  a manner  similar  to  that  de- 
scribed for  the  therapy  of  hyperactive 


nodules.  However,  a re-examination  of  the 
patient  approximately  every  three  months 
is  advised.  If  any  features  suggesting  a 
malignant  condition  develop  or  if  the  nodule 
increases  in  size  despite  adequate  suppres- 
sion of  thyroid  function,  the  removal  of 
the  mass  is  necessary.  Two  malignant 
conditions  have  been  discovered  in  over  200 
patients  with  active  nodules  who  have  been 
treated  in  this  way  during  the  past  ten 
years.  The  nodule  of  1 patient  was  removed 
after  six  months  of  therapy  because  it  had 
not  decreased  in  size  and  because  the  patient 
was  concerned  about  cancer.  A papillary 
cancer  was  removed  but  the  patient  died 
of  cardiac  standstill  during  the  operation. 
The  second  patient’s  goiter  increased  in  size 
despite  one  year  of  ingestion  of  desiccated 
thyroid.  A carcinoma  invading  the  trachea 
was  removed,  and  the  patient  continued  to 
ingest  thyroid  hormone.  Two  years  later 
a partial  removal  of  the  trachea  was  per- 
formed to  remove  recurrent  cancer.  Fif- 
teen other  patients  were  operated  on  for 
various  reasons;  aU  had  benign  hyperplastic 
thyroid  nodules. 

Summary 

The  basic  biochemical  defects  in  the  for- 
mation of  thyroxine,  the  resultant  increase  in 
secretion  of  pituitary  thyrotropin,  and  the 
hyperplasia  of  the  overstimulated  thyroid 
gland  are  reviewed. 

The  evidence  that  both  nodular  goiter 
and  thyroid  cancer  may  result  from  an  over- 
stimulated  thyroid  gland  is  presented.  The 
literature  indicating  that  the  ingestion  of 
th3U'oxine  reduces  thyrotropin  production 
and  results  in  a decrease  in  the  size  of  a 
nodular  goiter  is  reviewed. 

The  avidity  of  nodules  of  hyperplastic 
tissue  and  of  thyroid  cancer  for  radioiodine 
is  described.  The  incidence  of  cancer  in 
1,439  nodular  goiters  is  calculated  from  13 
reports:  2 per  cent  of  hyperactive,  5 per  cent 
of  active,  and  22  per  cent  of  inactive  nodules 
are  mahgnant. 

A plan  of  treatment  of  nodular  goiter  is 
presented  which  is  based  on  the  physiologic 
activity  of  the  nodule  and  on  pertinent 
clinical  features  such  as  the  age  and  physical 
status  of  the  patient,  the  palpatory  charac- 
teristics of  the  nodule,  the  presence  of  pres- 
sure symptoms,  and  the  presence  of  metas- 
tases. 
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Laboratory  studies,  done  largely  on  rats, 
suggest  that  it  is  impossible  to  induce  car- 
cinoma of  the  thyroid  in  the  absence  of 
thyrotropic  or  thyroid-stimulating  hormone 
(TSH).  Prolonged  exposure  of  the  rat’s 
th3Toid  to  excessive  amounts  of  TSH  can  in- 
duce malignant  tumors  in  the  thyroid  of  the 
rats,  and  these  tumors  for  a time  at  least  are 
endocrine-dependent  in  that  they  stop 
growing  or  regress  when  the  output  of 
TSH  is  suppressed. 

Therapy 

In  man  too  there  are  many  thyroid 
tumors  that  are  endocrine-dependent  and 
which  do  not  grow  in  the  absence  of  TSH. 
The  majority  of  the  papillary  carcinomas 
which  occur  between  puberty  and  forty-five 
years  of  age  are  endocrine-dependent  and 
either  regress  or  at  least  stop  growing  if  the 
output  of  TSH  is  suppressed  by  thyroid 
feeding.  A few  thyroid  tumors  of  a higher 
degree  of  malignancy  than  the  papillary 
carcinoma  likewise  regress  when  the  TSH  is 
suppressed,  but  the  highly  malignant  tumors 
do  not  respond  to  this  therapy. 

The  majority  of  th3T"oid  tumors  that  are 
thyroid-like  in  their  behavior  to  the  extent 
that  they  wiU  take  up  and  concentrate 
radioactive  iodine  are  also  thyroid-like  in 
their  behavior  in  that  they  wiU  not  grow  if 
desiccated  thyroid  is  given  in  doses  which 
are  sufficient  to  suppress  the  output  of 
TSH.  In  addition  a number  of  instances 
have  been  reported  in  the  literature,  and  we 
have  seen  several  ourselves,  in  which  after 
exposure  to  radiation  a well-differentiated 
papillary  carcinoma  of  the  thyroid,  which 


had  shown  little  or  no  growth  energy  for 
many  years,  suddenly  underwent  a trans- 
formation and  became  a highly  malignant 
anaplastic  cancer  that  kiUed  the  patient  in 
a few  months.  Since  the  h3rpothyroidism 
required  to  force  the  thyroid  ceU  to  take  up 
radioactive  iodine  also  stimulates  the  growth 
and  reproduction  of  the  thyroid  cell,  and 
since  in  this  active  mitotic  cycle  the  patient 
is  treated  with  radiation,  it  is  not  surprising 
that  this  transformation  occasionally  occurs 
when  patients  with  differentiated  cancers  of 
the  thyroid  are  treated  in  this  way.  In 
addition  many  of  the  differentiated  tumors 
that  do  not  take  up  radioactive  iodine  in 
doses  sufficient  to  destroy  themselves  are 
stimulated  to  growth  by  the  myxedema  that 
is  induced,  and  the  clinical  course  of  the 
disease  is  thereby  quickened. 

For  these  reasons  we  do  not  employ  radio- 
active iodine  as  the  initial  treatment  of 
patients  with  surgically  imcontroUable  thy- 
roid carcinoma  but  first  try  thyroid  feeding 
in  doses  sufficient  to  suppress  any  uptake  of 
radioactive  iodine  by  the  thyroid,  usually  3 
grains  of  U.S.P.  thyroid  daily. 

Comment 

For  many  years  I believed  that  it  would  be 
quite  impossible  for  a differentiated  tumor 
under  treatment  with  full  doses  of  desiccated 
thyroid  to  change  into  an  anaplastic  cancer, 
but  in  the  past  two  yeeirs  I have  seen  2 
patients  with  inoperable  papillary  cancer 
who,  after  five  to  ten  years  of  treatment 
with  desiccated  thyroid,  during  which  time 
all  of  the  metastases  had  either  regressed  or 
ceased  growing,  experienced  a sudden  and 
rapid  growth  of  one  of  the  metastases  which 
on  biopsy  now  proved  to  be  anaplastic 
cancer.  It  is  thus  clear  that  a change  to 
anaplastic  cancer  can  occasionally  occur 
even  in  the  absence  of  stimulation  by  TSH, 
and  for  this  reason  it  is  urged  that  as  much 
as  possible  of  the  bulk  of  operable  thyroid 
cancers  be  removed  even  if  subsequently 
they  are  to  be  treated  by  th3rroid  feeding. 

These  observations  leave  the  basic  cause 
of  cancer  of  the  thyroid  as  much  of  a mystery 
as  those  of  any  other  cancers,  but  there  is  one 
dominant  feature  on  a cUnical  level  that 
indicates  the  prognosis  in  the  individual  case. 
This  is  the  age  of  the  patient.  Yoimg 
people  with  thyroid  cancers  usually  do 
extremely  well  on  thyroid  feeding,  except 
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possibly  some  of  the  prepubertal  children  in 
whom  the  disease  appears  to  be  imusually 
virulent.  In  the  aged,  however,  thyroid 
cancer,  even  when  histologically  it  is  of  a 
typical,  weU-differentiated  papillary  variety, 
carries  a very  poor  prognosis.  Age,  there- 
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T HE  WORD  THYROIDITIS  is  now  generally 
interpreted  to  have  a more  widespread 
meaning  than  inflammation  of  the  thyroid 
gland.  As  it  is  currently  used,  the  term  in- 
cludes not  only  diseases  of  the  thyroid  gland 
known  to  be  caused  by  specific  infectious 
agents,  trauma,  and  radiation,  but  £llso  more 
diseases  of  unknown  etiopathogenesis  such 
as  subacute  granulomatous  thyroiditis,  Ha- 
shimoto’s  thjrroiditis,  and  fibrous  invasive 
struma.  In  this  report  only  the  etiopatho- 
genesis and  management  of  the  latter  three 
types  of  thyroiditis  will  be  discussed. 

Hashimoto’s  thyroiditis 

Etiopathogenesis.  The  cause  of  Ha- 
shimoto’s th3Toiditis,  which  is  also  termed 
struma  lymphomatosa  and  more  recently 
auto-immune  thyroiditis  and  was  first  de- 
scribed by  Hashimoto  in  1912,*  is  stiU  not 

* Reproduced  by  permission  of  Butterworth’s,  from  Pitt- 
Rivers,  R.^  and  Trotter,  R.,  Eds.;  The  Thyroid  Gland, 
London,  Butterworth’s,  chap.  21,  in  press. 


fore,  appears  to  be  a conditioning  factor 
which  makes  thyroid  tiunors  more  malignant 
when  they  develop  at  an  older  age  or  may 
even  transform  cancers  that  previously  were 
of  low  malignancy  into  anaplastic  tumors 
that  prove  rapidly  fatal. 


known.  Whether  this  is  simply  an  idio- 
pathic primary  feulure  of  enzyme  systems  in 
the  thyroid  cells,  or  whether  the  thyroid  ceU 
failure  is  secondary  to  a cytotoxic  effect  of 
auto-immune  antibodies  or  other  unknown 
factors  remains  to  be  settled.  There  is 
increasing  evidence  that  Hashimoto’s  thy- 
roiditis and  primary  hypothyroidism  without 
goiter  are  clinical  variants  of  the  same  dis- 
ease and  that  in  Hashimoto’s  thyroiditis 
there  is  thyroid  ceU  failure  with  compensa- 
tory goiter. 

HaU,  Owen,  and  Smart*  have  suggested 
that  a genetic  predisposition  may  be  a 
factor  in  causing  the  disease.  These  in- 
vestigators reported  that  22  of  39  relatives 
of  patients  with  Hashimoto’s  thyroiditis 
had  elevated  tanned  red-ceU  (TRC)  thyro- 
globulin  and  or  microsomal  complement- 
fixation  titers.  Smart  and  Owen*  have 
suggested  that  their  results  are  consistent 
with  a dominant  Mendelian  tranmission. 
Dunning*  has  reported  the  occurrence  of 
Hashimoto’s  th5nroiditis  in  2 sisters  and  1 
cousin  in  the  same  family.  Irvine  and  his 
associates*  recently  reported  the  occurrence 
of  Hashimoto’s  disease  in  two  pairs  of 
imiovular  twins. 

Initially,  the  studies  of  Witebsky  et  al.^ 
and  of  Roitt  and  his  associates*  demon- 
strated the  presence  of  agglutinating  and 
precipitating  antibodies  to  thyroglobulin. 
Doniach  and  Roitt*  suggested  that  the 
antibodies  produced  by  a leakage  of  thy- 
roglobulin from  the  thyroid  follicles  may 
result  in  secondary  damage  to  the  thyroid 
cells.  Evidence  for  this  occurring  clinically 
has  been  presented  by  Blizzard  et  al.  ® These 
investigators  showed  that  following  the  ad- 
ministration of  large  doses  of  cortisone  to 
young  patients  with  Hashimoto’s  thyroidi- 
tis, the  PBI  and  BEI  values  increased  while 
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the  antibody  titers  decreased.  When  ther- 
apy with  cortisone  was  stopped,  these  find- 
ings were  reversed.  Belyavin  and  Trotter'” 
and  Anderson,  Goudie,  and  Gray"  reported 
the  occirrrence  of  complement-fixation  anti- 
body to  microsomal  antigen  in  the  cyto- 
plasm of  thyroid  cells  and  suggested  that 
this  antibody  may  be  of  more  importance 
in  the  pathogenesis  of  Hashimoto’s  thyroid- 
itis. Pulvertaft  et  al.^^  showed  that  normal 
thyroid  cultures  in  Hashimoto  serum  showed 
few  or  no  surviving  th3rroid  cells  at  eighteen 
hours.  This  effect  could  be  destroyed 
by  heating  the  sera  to  56  C.  Rose  and 
Witebsky'”  reported  changes  in  the  thyroid 
glands  of  rabbits  after  they  received  active 
immunization  with  rabbit  thyroid  extracts. 
These  changes  described  and  illustrated  by 
published  photomicrographs  are  different  in 
many  respects  from  those  that  we  and  others 
have  observed  in  the  Hashimoto  goiters  of 
human  patients.  Therefore,  while  there  is 
evidence  to  suggest  that  auto-immunization 
may  play  a role  in  accelerating  progressive 
thyroid  failm'e,  further  studies  wiU  be  neces- 
sary to  show  that  this  is  the  primary  etiologic 
factor  rather  than  a secondary  one. 

Regardless  of  the  cause  of  Hashimoto’s 
thyroiditis,  a failure  of  the  thyroid  cells 
occurs,  resulting  initially  in  asymptomatic 
th3rroxine  deficiency  in  aU  patients.  This 
decrease  in  the  serum  thyroxine  level  has 
been  substantiated  by  reports  of  low  or 
low-normal  values  of  butanol-extractable 
iodine  (BEI  ) despite  the  presence  of  normal 
protein-bound  iodine  (PBI)  values  in  asymp- 
tomatic patients. The  increased  dis- 
parity between  the  PBI  and  the  BEI  values 
which  is  reported  to  occur  in  many  euthy- 
roid patients  with  Hashimoto’s  thyroid- 
itis'”"" is  due  to  the  release  into  the  plasma 
of  less  calorigenicaUy  active  thyro  globulin 
(perhaps  less  active  because  of  inactivation 
by  auto-antibody)*  which  is  insoluble  in 
butanol  alcohol.'”  The  thyroglobulin  is 
believed  to  leak  out  of  the  cells  because  of  an 
increased  permeability.*  Stuart  and  AUan'* 
have  reported  diffuse  basement-membrane 
abnormalities  between  the  thyroid  follicles 
and  capillary  vessels,  which  may  result  in 
this  leakage  of  thyroglobulin.  This  work 
needs  further  confirmation  to  be  sure  that 
the  changes  are  not  due  to  artifacts.  Fur- 
ther evidence  that  a lower  than  normal 
serum  thyroxine  (BEI)  level  is  present  is 
evidenced  by  the  decrease  in  the  size  of  the 


goiter  when  the  BEI  value  in  the  serum  is 
increased  by  the  administration  of  desiccated 
thyroid  or  levo-thyroxine.'*' 

Pathologically,  the  thyroid  cell  failure 
may  be  demonstrated  in  most  patients  by 
various  degrees  of  pink-staining  cytoplasm 
in  the  thyroid  cells,  which  have  been  called 
Askanazy  or  oxyphilic  changes.  In  a few 
patients  these  changes  have  not  been 
present  initially  but  have  been  reported  to 
occur  later  in  the  course  of  the  disease.'^' 
The  hyperplasia  of  the  thyroid  follicles  and 
the  hypertrophy  of  the  thyroid  cells  are 
additional  pathologic  indications  of  a thy- 
roxine deficiency  occurring  in  a euthyroid 
patient.  This  hypertrophy  and  hyperplasia 
of  the  thyroid  cells  is  believed  to  be  due  to 
an  increase  in  the  production  of  thyrotropic 
hormone  (TSH)  from  the  anterior  lobe  of 
the  pituitary  gland  which  is  secondary  to  the 
thyroxine  deficiency.'’’  Because  of  the 
insensitivity  of  present  methods  for  measur- 
ing TSH  in  the  blood,  no  direct  measure- 
ment of  increased  TSH  production  has  yet 
been  reported  in  euthyroid  patients  with 
Hashimoto’s  disease.  However,  the  in- 
direct evidence  of  increased  TSH  production 
is  impressive.  The  pathologic  changes  of 
hyperplasia  and  hypertrophy  of  the  thyroid 
cells,  which  result  in  compensatory  thyroid 
enlargement  or  goiter,  are  in  themselves 
significant.  These  changes  are  similar  to 
those  seen  in  other  types  of  goiter,  such  as 
congenital  goiter  and  goiter  due  to  the  ad- 
ministration of  antithyroid  drugs  and  iodine 
in  which  a decreased  blood  thyroxine  con- 
centration is  present. 

In  the  absence  of  significant  fibrosis,  the 
decrease  in  the  size  of  the  goiter  after 
thyroxine  or  desiccated  thyroid  has  been 
administered  is  believed  to  be  due  to  the 
suppression  of  increased  production  of  TSH 
by  the  anterior  pituitary  gland  and  in  itself 
is  further  evidence  of  increased  TSH  release. 

As  the  degree  of  thyroid  cell  failm-e 
increases,  or  when  the  degree  of  thyroid 
cell  failure  proceeds  most  rapidly  in  the 
beginning,  the  degree  of  Askanazy  change 
becomes  more  intense  and  the  numbers  of 
thyroid  follicles  and  cells  decrease.  Then 
the  characteristic  symptoms,  signs,  and 
laboratory  test  evidence  of  thyroid  cell 
failure  become  increasingly  evident.  Both 
the  BEI  and  PBI  values  fall  to  low  amounts 
(0  to  2 micrograms),  and  the  increased 
disparity  disappears  because  th3Toglobulin 
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is  no  longer  being  formed  or  released  into  the 
blood.'®  The  amount  of  stored  th5nroglobu- 
lin  or  coUoid  in  the  follicles  can  also  be 
shown  by  microscopic  examination  to  de- 
crease in  proportion  to  the  increase  in  ceU 
failure.  However,  the  thyroid  cells  that 
remain  are  usually  hypertrophic  in  contrast 
to  the  atrophic  cells  of  primary  hypothy- 
roidism without  goiter. 

In  the  early  stages  of  thyroid  ceU  failure  in 
Hashimoto’s  thyroiditis  the  radioiodine  up- 
take may  be  high.'’-  This  is  beUeved 

to  result  from  the  increased  TSH  stimula- 
tion of  the  thyroid  ceUs,  particularly  since 
these  high  values  can  be  decreased  to  low 
values  by  a sufficient  amount  of  desiccated 
thyroid.'®'  As  the  ability  of  the  thyroid 
cells  to  trap  iodine  wanes,  the  radioiodine 
uptake  value  faUs  to  normal  or  low  levels 
despite  increased  TSH  stimulation.  The 
failure  of  smaU  doses  of  exogenous  TSH  to 
increase  radioiodine  uptake  values  in  most 
patients  with  Hashimoto’s  thyroiditis”’ 
further  suggests  increased  endogenous  TSH 
production.  It  is  important  to  stress  that  in 
Hashimoto’s  thyroiditis,  as  in  congenital 
goiter,  the  degree  of  failure  of  thyroxine 
production  does  not  necessarily  paraUel  the 
degree  of  failure  of  the  ability  of  the  thyroid 
ceUs  to  trap  iodine.  That  the  failure  of 
thyroxine  production  by  the  thyroid  ceUs 
usuaUy  precedes  that  of  iodine  trapping  is 
evidenced  by  the  occurrence  of  normal  or 
even  occasionally  high  radio-iodine  uptake 
values  in  the  presence  of  clinical  hypo- 
thyroidism in  patients  with  Hashimoto’s 
thyroiditis.”'  Also,  in  patients  with 

primary  hypothyroidism  without  goiter, 
normal  radioiodine  uptake  values  have  been 
reported  in  a significant  number  of  pa- 
tients.®' 

A significant  impairment  in  the  ability 
of  the  th3rroid  cells  to  convert  trapped 
inorganic  iodine  into  organic  iodine  has  been 
demonstrated  in  patients  with  Hashimoto’s 
th5rroiditis  by  the  discharge  of  a significant 
amount  of  trapped  radioiodine  from  the 
thyroid  gland  after  potassium  perchlorate 
has  been  administered,  as  reported  by 
Morgans  and  Trotter®®  and  substantiated  by 
others.®®'  ®®'  ®®  Paris  and  his  associates®® 
demonstrated  this  abnormality  further  by 
producing  a more  notable  decrease  in  radio- 
iodine uptake  after  they  administered  2,000 
micrograms  of  stable  iodide  than  occurred 
in  the  normal  th5n:oid  gland. 


The  amoimt  of  intrath5rroidal  exchange- 
able iodine  in  almost  all  cases  of  Hashimoto’s 
th5o-oiditis  is  abnormally  low  as  measured 
by  Buchanan  et  These  observations 

are  consistent  with  the  decrease  in  biologic 
half-life  of  radioiodine  reported  by  Doniach 
and  Hudson.  ®®  Buchanan  and  his  associates®® 
pointed  out  that  because  of  the  decrease 
in  the  size  of  the  pool  of  intrathyroidal 
exchangeable  iodine  in  Hashimoto’s  thy- 
roiditis, a rapid  turnover  of  radioiodine  may 
occur,  resulting  in  the  high  PBI'®'  content  or 
high  conversion  ratio  in  many  patients 
that  has  been  reported  previously  by 
others.'®’  ®®'  ®®  As  suggested  by  these  in- 
vestigators, this  rapid  turnover  of  radio- 
iodine by  the  thyroid  gland  is  further  evi- 
dence of  increased  TSH  production.®® 

Thyroglobuhn  normally  is  stored  within 
the  thyroid  follicles.  When  it  is  released 
into  the  blood,  as  happens  in  Hashimoto’s 
th3rroiditis,  it  becomes  foreign  protein  and 
stimulates  the  production  of  thyroglobuhn 
antibodies,  as  described  previously.  Ac- 
cording to  Roitt,  Campbell,  and  Doniach®® 
these  antibodies  to  thyroglobuhn  in  part  at 
least  explain  the  increased  serum  gamma 
globuhn  values  observed  in  many  patients 
with  Hashimoto’s  thyroiditis.  These  thy- 
roglobuhn antibodies  are  probably  formed 
by  the  plasma  ceUs  in  particular  and  to  a 
lesser  extent  perhaps  by  l3miphocytes  that 
are  attracted  to  the  site  locaUy  in  the  goiter 
where  antigen  is  formed  and  is  released.' 
Thus,  these  cells  can  be  seen  not  only  in  the 
goiter  itself,  but  often  during  surgical 
intervention  the  surgeon  may  observe  sig- 
nificant enlargement  of  many  lymph  nodes 
adjacent  to  the  goiter.  In  advanced  stages 
of  Hashimoto’s  thyroiditis,  characterized  by 
a significant  decrease  in  the  number  of 
thyroid  folhcles,  the  plasma  cehs  and 
lymphocytes  become  predominant.  This 
ceUular  infiltrate  as  well  as  the  prominent 
epithehal  changes  tend  to  obscure  the  mild 
degree  of  loosely  arranged  fibrosis  present  in 
almost  all  patients  with  Hashimoto’s  thy- 
roiditis.®' As  the  fibrosis  increases,  it 
becomes  more  dense  and  thus  more  ap- 
parent,®'’ ®®  and  when  it  is  so  prominent  it 
has  been  termed  the  fibrous  variant  of 
Hashimoto’s  thyroiditis.®'  Hazard®'  has 
pointed  out  that  large  mononuclear  cells  and 
occasionally  foreign-body  giant  cells  may 
be  found  in  follicular  lumens.  By  using 
vital  signs,  Chesky,  Dreese,  and  HeUwig®® 
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have  identified  these  cells  as  microphages 
rather  than  as  castoff  thyroid  epithelial 
cells. 

Our  own  group,  and  Doniach  and  Roitt* 
suggested  that  primary  hypothyroidism 
without  goiter  and  Hashimoto’s  thyroiditis 
or  primary  hypothyroidism  with  compensa- 
tory goiter  are  probably  clinical  variants 
of  the  same  disease.  There  are  many 
clinical  and  pathologic  data  which  support 
this  thesis,  as  has  been  described.  Their 
occurrence  predominantly  in  women,  the 
presence  of  oxyphilic  cells,  l3rmphocytic 
and  plasma  cell  infiltration  and  fibrosis,  the 
spontaneous  occurrence  of  thyroid  failure 
with  much  similarity  in  clinical  and  labora- 
tory findings,  and  the  presence  of  thyro- 
globulin  and  microsomal  antibodies  are 
common  features  to  both  conditions.  The 
apparent  differences  between  these  two 
variants  could  be  explained  by  the  degree  of 
failure  or  dysfunction  initially  in  the  thyroid 
cells.  If  the  degree  of  thyroid  cell  failure 
with  decreased  thyroxine  production  initially 
is  mild  enough,  then  the  thyroid  cells  could 
be  expected  still  to  be  able  to  undergo  both 
compensatory  hyperplasia  and  hypertrophy 
secondary  to  increased  TSH  stimulation,  as 
has  been  previously  described;  this  does 
occur  in  Hashimoto’s  thjoroiditis  and  thus, 
the  goiter.  Likewise,  such  thyroid  cells  are 
able  to  trap  a sufficient  amount  of  iodine, 
manufacture  a sufficient  amount  of  thyroxine, 
and  store  a sufficient  amoimt  of  thyroglobu- 
lin  to  keep  the  patient  clinically  euthyroid 
for  a variable  duration  of  time.  If  the 
initial  degree  of  thyroid  cell  failure  is  more 
severe  or  more  rapidly  developing,  then  it 
would  be  unlikely  that  the  thyroid  cells 
would  be  able  to  undergo  hyperplasia  and 
hypertrophy  despite  an  increased  TSH 
stimulation;  thus,  the  absence  of  goiter  and 
the  presence  of  atrophic  thyroid  cells  with 
intense  Askanazy  change.  Likewise,  such 
atrophic  thyroid  cells  would  function  much 
less  efficiently,  if  at  all,  to  manufacture 
thyroxine,  trap  iodine,  and  store  thyro- 
globulin. 

Thus,  if  one  understands  the  pathologic 
differences  in  the  thyroid  epithelium  be- 
tween these  two  variants,  then  certain  differ- 
ences in  the  clinical  and  laboratory  findings 
which  have  been  described  previously  can 
be  explained  on  the  basis  of  the  degree  of 
thyroid  cell  failure.  As  the  number  of 
thyroid  follicles  decreases  and  the  degree  of 


Askanazy  changes  becomes  more  advanced, 
the  clinical  and  laboratory  findings  of  symp- 
tomatic thyroid  failure  in  the  patient  with 
Hashimoto’s  thyroiditis  become  identical  to 
those  observed  in  primary  hypoth3uoidism 
without  goiter. 

Management.  Since  the  goiter  in  Hashi- 
moto’s thyroiditis  appears  to  be  mostly  a 
compensatory  enlargement  secondary  to 
various  degrees  of  failvue  of  thyroid  cells, 
the  treatment  of  choice  as  first  suggested  by 
Crile,®''  after  proving  the  diagnosis  by  needle 
biopsy,  if  possible,  is  replacement  therapy 
with  desiccated  thyroid.  We  have  ad- 
ministered a reliable  potent  U.S.P.  brand* 
of  uncoated  desiccated  thjo"oid  for  approx- 
imately fifteen  years  smd  have  found  it  nO' 
less  effective  than  the  more  expensive  potent, 
levo-thyroxine  or  triiodoth5rronine  hormones. 
A recent  report  by  Catz,  Ginsburg,  and 
Salenger^®  indicates  that  some  U.S.P.  des- 
iccated thyroid  preparations  may  be  in- 
effective but  not  the  U.S.P.  desiccated 
thyroid  preparation  used  by  us.  In  the 
absence  of  heart  disease  or  other  contrain- 
dications, we  have  started  our  patients  under 
the  age  of  fifty  years  on  3 grains  of  desic- 
cated thyroid,  particularly  if  a maximum 
shrinkage  of  the  goiter  is  desirable.  If  the 
goiter  is  so  small  that  the  enlargement  is  of 
no  concern,  then  an  initial  dose  of  2 grains  of 
desiccated  thyroid  should  be  sufficient.  A 
recent  report  by  Stumick  and  Losses^®  has 
shown  that  3-,  2-,  or  1-grain  doses  of 
desiccated  thyroid  will  raise  the  PBI  values, 
to  5.8,  5,  and  4.3  micrograms  respectively. 
Our  experience  indicates  that  the  greater 
the  degree  of  fibrosis  present  in  the  goiter 
the  less  will  the  goiter  decrease  after  desic- 
cated thyroid  therapy.  When  a patient  has 
a hard  Hashimoto’s  goiter  with  hypothy- 
roidism, then  no  shrinkage  of  the  goiter 
can  be  expected,  and  a 1-  or  2-grain  dose 
of  desiccated  thyroid  is  sufficient.  In  pa- 
tients older  than  fifty  years,  even  in  the 
absence  of  known  heart  disease,  we  have  pre- 
ferred to  use  an  initial  dose  of  2 grains  of 
desiccated  thyroid.  When  the  size  of  the 
goiter  does  not  decrease  satisfactorily  after 
one  month  of  treatment,  then  the  dose  may 
be  increased  to  3 grains.  We  have  seen  heart 
failure  produced  occasionally  in  elderly  pa- 
tients who  received  3 grains  of  desiccated 
thyroid.  If  the  Hashimoto’s  goiter  is  small 
or  hard  in  older  patients,  a 1-grain  dose  of 

* Armour  Pharmaceutical  Company,  Kankakee.  Illinois. 
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desiccated  thyroid  may  be  sufficient.  In 
each  patient  the  presence  or  absence  of  an- 
gina pectoris  or  previous  congestive  failure 
should  be  established.  Using  such  a precau- 
tion, we  have  encountered  no  difficulty  in 
using  desiccated  thyroid  as  described  and 
see  little  value  in  starting  with  a smaller 
graduated  dosage.  Therapy  with  desiccated 
thyroid  should  be  maintained  permanently. 
When  the  goiter  has  shrunk  in  size  after 
therapy  with  desiccated  thyroid,  the  cessa- 
tion of  therapy  wiU  result  in  recurrent 
enlargement  due  to  the  increased  TSH 
production. 

The  association  of  Hashimoto’s  thyroiditis 
and  cancer  of  the  thyroid  has  aroused 
considerable  interest  because  of  the  recent 
trend  to  treat  Hashimoto’s  thyroiditis 
medically  instead  of  surgically.  Crile®^  has 
observed  119  patients  with  Hashimoto’s 
thyroiditis  that  was  proved  with  needle 
biopsy,  who  were  treated  with  desiccated 
thyroid  and  followed  more  than  one  thousand 
patient-years,  and  in  none  has  clinical 
evidence  of  papillary  carcinoma  developed. 
We  have  observed  only  1 patient  in  whom 
the  initial  needle  biopsy  specimen  showed 
only  Hashimoto’s  th5rroiditis  but  whose 
thyroid  gland  continued  to  enlarge  during 
the  next  two  months  despite  therapy  with 
desiccated  thyroid.  This  suggested  that  a 
neoplasm  was  present,  which  proved  to  be 
a reticulum  ceU  sarcoma.  The  presence  of  a 
small  hard  nodule  in  one  of  the  lateral  lobes 
I of  the  Hashimoto’s  goiter  should  be  re- 
garded as  papillary  carcinoma  and  treated 
! surgically. 

I 

I Subacute  granulomatous 
j|  thyroiditis 

) Etiopathogenesis.  The  cause  of  suba- 
I cute  granulomatous  th3rroiditis,  which  has 
i been  described  in  detail  by  De  Quervain,^* 
is  unknown.  Clinically,  this  disease  is  the 
' only  one  of  the  thyroiditis  group  with  an 
undetermined  origin  in  which  the  characteris- 
tic clinical  and  pathologic  picture  of  inflam- 
< mation  is  present.  It  is  generally  believed 
i that  the  disease  is  caused  by  a virus,  but  no 
» specific  virus  has  been  cultured  and  identified . 

; A recent  report  suggested  that  the  mumps 
virus  may  be  the  causative  agent  in  some 
patients.^®  However,  the  lack  of  common 
occurrence  of  subacute  granulomatous  thy- 
roiditis in  association  with  either  adult  or 


childhood  mumps  is  counter  to  this  thesis. 
The  occurrence  of  this  disease,  often  in  the 
wake  of  an  upper-respiratory  infection, 
further  implicates  a virus,  but  Taylor^" 
suggested  that  this  may  be  due  to  a localized 
hypersensitivity  to  toxins,  probably  those  of 
a streptococcus.  Auto-immune  mechanisms 
do  not  seem  to  be  a likely  etiologic  factor. 

Whatever  the  cause,  the  basic  lesion  is  an 
acute  or  subacute  injury  to  the  thyroid  cells. 
Part  of  one  lobe,  one  entire  lobe,  or  both 
lobes  of  the  thyroid  may  be  involved. 
Despite  acute  and  subacute  microscopic 
evidence  of  thyroid  epithelial  cell  disintegra- 
tion, the  histologic  feature  that  characterizes 
the  lesion  as  granulomatous  is  the  focal 
collections  of  histiocytes  and  foreign-body 
giant  ceils  throughout  the  involved  re- 
gion.®'- ®®-  " Excess  numbers  of  polymor- 
phonuclear cells  usually  are  present  also. 

When  the  pathologic  process  is  sufficiently 
acute  and  is  extensive  enough  to  destroy  a 
significant  number  of  thjrroid  follicles,  an 
excess  of  thyroid  hormone  will  be  released 
into  the  blood,  resulting  in  an  elevated 
PBI  value  and  symptoms  simulating  hyper- 
th3rroidism.  However,  we  have  observed 
this  to  occur  in  only  a few  patients.  Be- 
cause thyroglobulin  is  released  into  the 
blood,  in  some  patients  an  increased  PBI- 
BEI  difference  may  occur,  and  thyro- 
globulin antibodies  usually  in  low  titer  are 
often  found.  ^®  Either  because  of  the  de- 
struction of  aU  the  thyroid  epithelium  or 
of  the  suppression  of  uninvolved  thyroid 
epitheliiun  because  of  released  thyroid 
hormone  affecting  the  TSH  release,  the 
radioiodine  uptake  value  is  almost  always 
low.  As  this  disease  progresses  the  PBI 
value  may  fall  temporarily  to  low-normal 
or  low  levels  and  then  later  return  to  normal. 
As  the  thyroid  epitheUiun  regenerates,  the 
radioiodine  uptake  value  may  increase  to  a 
high  level,  secondary  to  increased  TSH 
production,  and  then  later  return  to  normal. 
The  th5o-oglobulin  antibody  titer,  if  present, 
usually  disappears  within  a few  weeks.®® 
Many  years  later  a pathologic  examination 
usually  shows  only  residual  fibrosis.  Only 
rarely  is  all  of  the  th5n’oid  epithelium  per- 
manently destroyed  by  this  disease,  in  the 
absence  of  partial  thyroidectomy  or  roentgen 
therapy.  . 

Management.  We  have  preferred  the 
use  of  prednisone  for  the  therapy  of  most 
patients  with  subacute  thyroiditis.  Predni- 
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sone  has  the  advantage  of  being  the  least 
expensive  of  the  various  corticosteroid 
preparations  and,  in  contrast  to  cortisone, 
has  not  caused  edema  in  the  dosage  pre- 
scribed by  us.  The  advantage  of  corticos- 
teroid therapy  over  roentgen-ray  therapy 
or  antithyroid  drugs  is  that  a more  prompt 
and  consistently  effective  therapeutic  re- 
sponse cem  be  obtained.  Several  groups 
of  investigators  have  observed  previously 
that  it  takes  about  two  weeks  before 
roentgen  therapy  produces  a relief  of  symp- 
toms, and  a significant  relapse  rate  occurs. 
Furthermore,  the  use  of  roentgen-ray  treat- 
ment for  most  patients  with  a benign  self- 
limited disease  has  a theoretic  risk  of  radia- 
tion damage.  Clark,  Nelsen,  and  Raiman'*'’ 
pointed  out  other  disadvantages  of  roentgen- 
ray  therapy,  including  the  high  cost  and  the 
necessity  of  several  trips  to  the  therapist. 
Another  advantage  of  therapy  with  predni- 
sone is  its  usefulness  as  a diagnostic  aid 
when  it  is  used  in  a therapeutic  trial.  The 
prompt  relief  of  s3unptoms  and  signs  of  the 
disease  within  twenty-four  to  forty-eight 
hours  and  the  eventual  disappearance  of  the 
tender  nodule,  tender  enlarged  lobe,  or 
tender  diffuse  goiter,  is  a most  important  and 
useful  diagnostic  aid,  particularly  in  those 
patients  with  the  more  frequently  occurring 
atypical  clinical  course. 

The  dose  of  prednisone  for  an  acutely  iU 
patient  should  be  10  mg.  three  times  daily 
for  three  days.  However,  since  most  pa- 
tients with  subacute  thyroiditis  are  not 
acutely  ill,  we  have  used  an  initial  dose  of  5 
mg.  four  times  a day  for  three  days.  During 
the  next  four  days,  the  dosage  is  reduced  to  5 
mg.  three  times  a day,  and  then  to  5 mg. 
two  times  a day  for  the  next  three  weeks. 
Then  the  medication  is  stopped  after  a 
total  of  one  month’s  treatment.  When  the 
symptoms  and  signs  of  the  disease  recur, 
then  the  prednisone  should  be  restarted 
immediately  in  a dosage  of  5 mg.  two  times  a 
day  for  another  four  weeks,  and  so  on.  In 
a few  cases  we  have  to  maintain  the  patient 
on  5 mg.  three  times  a day.  When  a patient 
has  a known  history  of  peptic  ulcer,  we 
prefer  to  use  a strict  ulcer  program  and 
prednisone,  instead  of  resorting  to  roentgen- 
ray  therapy.  Likewise,  when  the  patient 
has  diabetes,  we  prefer  to  change  to  insulin 
or  to  increase  the  insulin  dose  as  needed. 

In  a series  of  32  patients  with  subacute 
thyroiditis  reported  previously , who  were 


treated  with  prednisone  in  the  dosage 
described  previously,  the  results  of  foUow-up 
showed  no  recurrence  after  treatment  for  one 
month  in  12  patients,  after  two  months  in 
11,  after  three  months  in  3,  after  four 
months  in  2,  after  five  months  in  3,  and  after 
six  and  eight  months  in  the  last  2 patients. 
It  is  our  belief  that  subacute  thyroiditis  is  a 
self-fimited  disease  and  that  therapy  with 
prednisone  does  not  shorten  the  coiurse  of  the 
disease.  Thus,  a prolonged  course  of  the 
disease  is  more  apt  to  occur  when  the  disease 
starts  in  one  lobe  and  later  affects  the  other 
lobe.  No  complications  due  to  prednisone 
were  encountered,  probably  because  rela- 
tively small  doses  were  used. 

Another  method  of  treatment  for  subacute 
thyroiditis  is  the  administration  of  anti- 
thyroid drugs,  the  results  of  which  were 
recently  reviewed  by  Bergen. He  pointed 
out  that  too  few  cases  have  been  reported 
for  one  to  reach  any  conclusions  as  to  their 
effectiveness,  but  that  the  results  suggest 
that  the  antithyroid  drugs  may  be  useful. 
However,  there  is  a seven-  to  ten-day  delay 
in  the  response. 

Invasive  fibrous  thyroiditis 

Etiopathogenesis.  Invasive  fibrous 
thyroiditis  (Riedel’s  struma)  is  an  ex- 
tremely rare  clinicopathologic  entity,  the 
cause  of  which  is  not  known.  This  disease 
was  described  by  Riedel  in  1896.^*  The 
reirity  has  been  substantiated  by  Woolner. 
McConahey,  and  Beahrs^®  who  observed  only 
20  cases  in  42,000  thyroidectomies  during 
thirty-six  years.  As  they  reported  it,  this 
could  represent  an  incidence  of  1 in  2,000 
thyroidectomies  (0.05  per  cent).  Lindsay 
and  his  associates^'^  reported  only  2 such 
cases  in  6,571  thyroidectomies  during  thirty 
years.  Thus,  the  disease  is  so  rare  that 
it  can  be  put  last  on  the  list  of  differential 
diagnoses  for  thyroid  disease. 

In  the  Woolner,  McConahey,  and 
Beahrs^®  series,  16  of  the  20  patients  with 
this  disease  were  women  and  4 were  men. 
The  ages  ranged  from  thirty  to  sixty-seven 
years. 

The  most  important  pathologic  charac- 
teristic of  Riedel’s  struma  is  the  extension 
of  a diffuse  fibrosis  beyond  the  thyroid 
capsule,  which  may  involve  adjacent  struc- 
tures.^' ''**“*'’  In  15  of  the  20  cases 
described  by  Woolner  and  his  associates'* 
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both  lobes  were  involved.  Graham/"  Haz- 
ard/‘  and  Woolner’s  group^"  have  stressed 
that  the  disease  has  no  relationship  to 
Hashimoto’s  thyroiditis  or  subacute  granu- 
lomatous thyroiditis.  These  diseases  do 
not  extend  beyond  the  capsule.  Also,  as  em- 
phasized by  Hazard,"^  there  is  no  extensive 
giant-cell  reaction  in  Riedel’s  struma  such 
as  is  found  in  the  goiter  due  to  subacute 
thyroiditis.  In  addition  to  loss  of  the  thy- 
roid capsule,  Riedel’s  struma  may  be 
differentiated  from  the  fibrous  variant 
of  Hashimoto’s  thyroiditis  by  the  absence  of 
oxyphilic  epithelium  and  significant  lym- 
phocytic infiltration. 

Management.  As  stated  previously  by 
Riedel,  Hazard, and  Woolner,  McConahey, 
and  Beahrs,^"  a wedge  resection  of  the  isth- 
mus and  medial  portions  of  both  lobes  in  the 
bilateral  form  is  sufficient  to  free  the  trachea 
and  protects  against  subsequent  symptoms 
of  obstruction.  For  the  treatment  of  uni- 
lateral disease,  Woolner  and  his  associates'*" 
reported  that  subtotal  resection  of  the  in- 
volved lobe  is  sufficient.  The  process  is  self- 
limited and  benign;  the  prognosis  is  good. 
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Hypothyroidism: 
Physiology  and  Treatment 

JACOB  LERMAN,  M.D. 

Boston,  Massachusetts 

From  the  Thyroid  Clinic, 
Massachusetts  General  Hospital 

T HE  PROBLEM  OF  HYPOTHYROIDISM  may 
be  divided  into  two  categories:  primary 

hypothyroidism  due  to  thyroid  failure  and 
secondary  hypothyroidism  due  to  a failure 
of  pituitary  thyrrotropic  hormone  (TSH). 
Here  we  shall  limit  ourselves  to  primary 
hypothyroidism.  This  category  includes 
primary  myxedema,  juvenile  myxedema, 
and  endemic  and  sporadic  cretinism.  There 
is  a group  of  patients  with  partial  hypo- 
thyrroidism,  the  majority  of  whom  are 
associated  with  some  goitrous  change  or 
destructive  process  of  the  thyroid,  such  as 
inflammation,  surgery,  or  radiation.  The 
thyroid  is  working  overtime  to  compensate 
for  this  deficiency.  If  it  succeeds,  these 
patients  become  euthyroid;  if  it  fails,  they 
become  myxedematous  in  the  course  of 
time.  A certain  number  remain  partially 
hypothyroid  for  many  years. 

Hypothyroidism  may  develop  from  surgi- 
cal or  radiation  ablation,  from  destruction 
by  acute  inflammation  (subacute  thyroiditis) 
or  by  chronic  inflammation  (Hashimoto’s 
struma),  as  an  end  stage  in  the  evolution 
of  Graves  disease,  or  from  the  ingestion  of 
food  substances  or  drugs  which  interfere 
with  the  manufacture  of  thyroid  hormone. 
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In  the  latter  category  may  be  included  the 
various  goitrogens  (thiouria,  sulfonamides, 
and  thiocyanates),  iodine  ingested  by  goi- 
trous or  nongoitrous  patients  over  a long  pe- 
riod of  time,  cobalt,  potassium  chloride,  para- 
aminosalicylic  acid,  resorcinol,  and  tolbu- 
tamide. In  most  patients  with  spontaneous 
myxedema,  adult  or  juvenile,  there  is 
atrophy  and  fihrosis  of  the  th5rroid  and  focal 
round-cell  infiltration,  cause  unknown.  A 
large  number  of  patients  with  primary 
m3Txedema  (approximately  20  per  cent) 
possess  a goiter,  usually  due  to  chronic 
thyroiditis.  Studies  of  antithyroid  anti- 
bodies have  implicated  the  presence  of  these 
antibodies  in  the  etiology  of  Hashimoto’s 
thyroiditis.  ‘ Further  studies  have  shown 
that  antibodies  to  thyroglobulin  are  as 
common  in  m5Gcedema  as  in  Hashimoto’s 
disease  but  in  a lower  concentration.* 
Consequently,  it  is  possible  that  primary 
hypothyroidism  and  Hashimoto’s  disease 
are  variants  of  the  same  pathologic  process. 

When  the  thyroid  is  destroyed  or  its 
function  blocked,  the  formation  of  thyroid 
hormone  as  measured  by  the  uptake  of 
radioactive  iodine  becomes  rul;  the  basal 
metabolism  rate  drops  to  a level  of  minus 
40  in  from  sixty  to  ninety  days,  and  the 
circulating  protein-bound  iodine  reaches  a 
level  close  to  zero  in  a somewhat  shorter 
time.  Thereafter,  the  structural  changes  of 
myxedema  develop  progressively  and  with 
increasing  intensity. 

Although  there  is  disagreement  as  to  the 
actual  cause  of  endemic  cretinism,  it  is  a 
fact  that  whenever  endemic  goiter  is  eradi- 
cated by  iodine  prophylaxis,  endemic  cretin- 
ism is  likewise  eradicated.  The  cause  of 
sporadic  cretinism  is  generally  unknown. 
The  thyroid  is  usually  atrophic  and  without 
function.  A few  patients,  such  as  those 
described  by  McGirr  and  Hutchison,’ 
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FIGURE  1.  Some  known  facts  regarding  enzyme 
systems  involved  in  iodine  metabolism  by  thyroid. 


possess  small  remnants  of  th5n*oid  tissue 
at  the  base  of  the  tongue.  These  are 
hyperplastic  and  accumulate  and  discharge 
iodine  at  a rapid  rate  but  inadequate  in 
amount.  Some  of  the  sporadic  cretins  pos- 
sess a goiter.  The  early  studies  of  Hamilton 
et  al.*  and  Lerman,  Jones,  and  Calkins’' 
demonstrated  that  these  goiters  have  a low 
iodine  content  and  are  avid  for  iodine,  but 
the  blood  hormone  levels  are  low.  Subse- 
quent studies  by  Stanbury  et  al.^  and  others 
showed  that  most  of  these  goiters  result 
from  an  inborn  error  of  metabolism  in  which 
one  enzyme  in  the  iodine  cycle  is  deficient. 
Figure  1 depicts  some  of  the  known  facts 
regarding  the  enzyme  systems  involved  in 
the  iodine  metabolism  by  the  thyroid. 
By  appropriate  studies  in  a given  case,  one 
can  determine  which  enzyme  is  deficient. 
The  deficiency  may  be  in  the  iodide-con- 
centrating mechanism,  the  conversion  of  in- 
organic iodide  to  organic  iodine,  the  coupling 
of  t3Tosine  moieties  to  form  thyronine 
moieties,  the  deiodination  of  mono-  and 
diiodot5nrosine  which  leads  to  relative  iodine 
lack,  and  the  excretion  of  an  abnormal 
thyroglobulin  which  is  inactive  or  the 
excretion  of  partially  hydrolyzed  thyro- 
globulin which  is  also  inactive. 

Physiology  of  hypothyroidism 

Hypoth3rroidism  in  animals  and  man  pro- 
duces widespread  changes  in  the  structure 
and  function  of  all  tissues.  For  our  pur- 
poses I shall  limit  myself  to  the  effect  of 


hypothyroidism  on  the  other  endocrine 
systems. 

Pituitary.  It  is  well  established  that 
thyrotropic  hormone  (TSH)  of  the  anterior 
pituitary  controls  the  function  of  the  thyroid ; 
similarly,  thyroid  hormone  depresses  the 
production  and  release  of  TSH.  Various 
studies  have  indicated  that  the  level  of  TSH 
in  the  serum  of  patients  with  hypothyroidism 
is  higher  than  normal.  In  Graves  disease 
the  serum  also  contains  a thyroid-stimulat- 
ing substance  in  high  concentration,  but 
according  to  McKenzie’  this  material  is 
different  from  TSH.  It  produces  a delayed 
response  when  it  is  injected  into  animals 
and  has  been  called  the  “thyroid  activator.” 
McKenzie  cites  suggestive  evidence  that  it  is 
not  produced  by  the  pituitary.  It  is  not 
abolished  by  pituitary  stalk  section  or  by 
ablation  of  the  pituitary.  In  one  instance, 
the  pituitary  that  was  removed  from  a patient 
with  Graves  disease  contained  only  TSH. 

In  patients  with  severe  myxedema  of 
long  standing,  the  pituitary  itself  may 
become  myxedematous.  This  may  result 
in  a diminution  of  TSH  production  as  well  as 
depression  of  aU  other  tropic  hormones 
produced  by  the  pituitary.  Under  these 
conditions  it  becomes  difficult  to  differentiate 
primary  myxedema  from  pituitary  myxe- 
dema. 

Very  little  is  known  of  the  relationship 
between  the  thyroid  and  the  posterior  lobe 
of  the  pituitary.  In  some  experimental 
animals  the  hormones  of  the  posterior  lobe 
affect  the  release  of  TSH;  in  others  they 
have  no  effect  on  TSH.  In  the  human 
being  Moses  et  al*  found  that  injections  of 
vasopressin  or  oxytocin  failed  to  increase 
plasma  PBU^’  or  alter  thyroidal  radio- 
activity. What  effect  hypothyroidism  has 
on  the  Jjormones  of  the  posterior  lobe  is 
unknown. 

Adrenals.  The  myxedematous  state 
does  not  produce  any  drastic  structural 
changes  in  the  adrenals.  Patients  with 
myxedema  coming  to  autopsy  at  the 
Massachusetts  General  Hospital  show  no 
histologic  abnormalities  in  either  the  medulla 
or  the  cortex  of  the  adrenals,  providing  the 
pituitary  is  intact.  The  metabolic  and 
cardiovascular  stimulation  produced  by 
epinephrine  is  considerably  less  in  the 
patient  with  hypothyroidism  than  in  the 
patient  with  hyperthyroidism.  The  plasma 
level  of  epinephrine  in  hyperthyroidism  is 
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TABLE  I.  Tests  of  adrenocortical  function  in  43 
patients  with  myxedema 


Function 

Number  of  Patients 
Normal  Low 

17-Ketosteroids 

4 

34 

Serum  electrolytes 

20 

1 

11-Oxycorticosteroids 

2 

3 

Insulin  tolerance  test 

0 

11 

higher  than  normal,  without  any  change 
in  the  norepinephrine  level.®  Similarly,  the 
excretion  of  epinephrine  is  increased  in 
hyperthyroidism,  hut  that  of  norepi- 
nephrine is  normal.^®  Very  few  data  are 
available  regarding  the  metabolism  of  epi- 
nephrine and  norepinephrine  in  hypothy- 
roidism. 

Evidence  has  been  accumulated  that 
ACTH  and  cortisone  will  elevate  the  metab- 
olism of  patients  with  myxedema  without 
altering  the  structural  changes  or  elevating 
the  serum  PBI.  The  apparent  antagonism 
between  the  adrenal  cortex  and  the  thyroid 
is  quite  evident  in  the  th3rroidless  individual. 
Thyroidectomized  animals  survive  total 
adrenalectomy  longer  than  euthyroid  ani- 
mals; patients  with  myxedema  suffering  from 
adrenocortical  insufficiency  are  extremely 
sensitive  to  thyroid.  There  is  a good  deal 
of  evidence  that  myxedema  produces  or 
results  in  depression  of  adrenocortical  func- 
tion. Statland  and  Lerman“  determined 
the  functional  state  of  the  adrenals  in  37 
females  and  6 males  with  myxedema. 
As  is  shown  in  Table  I the  excretion  of  17- 
ketosteroids  in  the  urine  was  reduced  in  all 
but  4 of  38  patients  tested.  The  serum 
electrolytes  were  normal  in  all  but  1 patient; 
the  excretion  of  11-oxycorticosteroids  was 
low  in  3 of  5 patients  tested,  and  the  insulin 
tolerance  test  reaction  was  low  in  all  11 
patients  tested.  It  is  interesting  that 
adrenal  function,  as  measured  by  the  excre- 
tion of  17-ketosteroids,  is  also  reduced  in 
hyperthyroidism. 


More  extensive  studies  by  various  groups 
of  workers, as  summarized  in  Table  II, 
have  shown  that  the  plasma  levels  of  17- 
hydroxycorticosteroids  are  normal  both  in 
hyper-  and  in  hypothyroidism  but  the  ex- 
cretion of  17-hydroxycorticosteriods  is  higher 
than  normal  in  hyperthyroidism  and  lower 
than  normal  in  hypothyroidism.  The  ad- 
renal response  to  ACTH,  as  measured  by 
plasma  levels,  is  also  proportional  to  thyroid 
activity,  but  the  free  steroids  rise  to  higher 
levels  in  hypothyroidism  than  in  hyper- 
thyroidism, whereas  the  reverse  is  true 
for  the  conjugated  steroids.^®  Similarly, 
the  utilization  of  injected  corticosteroids  is 
accelerated  in  patients  with  hyperthyroidism 
and  decreased  in  patients  with  hypothy- 
roidism. Therefore,  it  can  be  concluded  that 
the  production  of  corticosteroids  by  the 
adrenals  is  increased  in  hyperthyroidism 
and  decreased  in  hypothyroidism.  The 
work  of  Felber  et  al. confirms  the  fact  that 
the  cortisone-producing  portion  of  the  adre- 
nals in  hyper-  and  hypothyroidism  respond 
quite  adequately  to  the  infusion  of  ACTH 
as  measured  by  the  excretion  of  17-hydroxy- 
corticosteroids  in  the  urine,  but  the  andro- 
gen-producing portion  responds  poorly  in 
both  conditions  as  measured  by  the  excretion 
of  17-ketosteroids  in  the  urine.  Occasionally 
the  response  to  stress,  as  measured  by  the 
total  effect  of  ACTH,  is  delayed  or  poor  in 
a patient  from  either  group.  Such  a patient 
borders  on  adrenal  failure  and  may  need 
corticoids  for  supportive  therapy. 

The  interesting  results  of  HeUman  et 
may  throw  some  light  on  the  mechanism 
of  these  variations.  They  point  out  that 
excess  thyroid  hormone  enhances  the  forma- 
tion of  metabolites  which  are  oxidized  at 
C-11,  whereas  a deficiency  of  thyroid  hor- 
mone favors  the  formation  of  metabolites 
that  are  reduced  at  C-11.  Since  the  11- 
ketonic  metabolites  are  relatively  inert, 
their  predominance  in  hyperthyroidism  re- 
sults in  the  stimulation  of  ACTH  and  there- 


TABLE  II.  Adrenocortical  function  in  hyper-  and  hypothyroidism 


Function 

Hy  perthy  roidism 

Hypothyroidism 

1 7-Hydroxycorticosteroids 

Serum  levels 

Normal 

Normal 

Urinary  excretion 

Above  normal 

Below  normal 

Response  to  ACTH 

Normal  or  above 

Normal  or  below 

Utilization  of  injected 

corticosteroids 

Above  normal 

Below  normal 

Production  of  corticosteroids 

Above  normal 

Below  normal 
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TABLE  III.  Ovarian  function  in  10  patients  with 
myxedema 


Function 

Number 

of 

Patients 

Type  of  menstrual  cycle 

Normal 

2 

-Amenorrhea 

1 

Metropathia  haemorrhagica 

7 

Endometrium 

Proliferative 

8 

Secretory 

1 

Urine  pregnanediol 

Absent 

4 

Low 

2 

Normal 

1 

fore  increased  production  of  cortisone.  The 
hydroxy  derivatives  of  hydrocortisone,  char- 
acteristic of  hypothyroidism,  are  relatively 
more  active  and  will  therefore  suppress 
ACTH  and  diminish  the  production  of 
cortisone  by  the  adrenals. 

Very  little  is  known  about  the  production 
and  role  of  aldosterone  in  various  endocrine 
conditions.  The  excretion  of  aldosterone 
is  normal  both  in  hypo-  and  in  hyperthy- 
roidism. The  administration  of  ACTH 
does  not  affect  the  excretion  of  aldosterone  in 
hypothyroid  patients,  as  is  the  case  in  normal 
persons. 

Gonads.  There  has  been  a good  deal  of 
experimental  work  on  the  relationship 
between  the  thyroid  and  gonads  in  animals. 
A good  deal  of  it  is  controversial.  The 
function  of  the  thyroid  is  markedly  influ- 
enced by  gonadal  hormone.  In  pregnancy 
there  is  an  increase  in  FBI,  basal  metabolic 
rate,  radioactive  iodine  uptake,  and  thyrox- 
ine-binding protein.  Therefore,  one 

must  conclude  that  the  production  and 
utilization  of  thyroxine  is  increased.  Estro- 
gens in  large  doses  also  increase  thyroxine- 
binding protein  and  FBI  but  not  the  basal 
metabolic  rate,  radioactive  iodine  uptake, 
or  incorporation  of  iodine.^'*  Since  estro- 
gens induce  a rise  in  FBI  in  hypothyroidism 
maintained  on  thyroid,  the  increase  in  FBI 
must  be  due  to  a slowing  of  the  fractional 
rate  of  thyroxine  turnover  rather  than  to 
an  increased  production  of  hormone.^®~^^ 

The  male  hormone  also  affects  thyroidal 
economy  but  in  the  opposite  direction  from 
that  of  the  female  hormone.  Testosterone 
decreases  the  levels  of  thyroxine-binding 
protein  and  BBL^e 


The  experiments  of  Chu  and  You^^  in 
rabbits  bave  clinical  interest:  Thyroidec- 
tomy in  the  rabbit  causes  foUicular  hyper- 
trophy and  prevents  postcoital  ovulation; 
the  pituitary  of  thyroidectomized  rabbits 
contedns  excessive  amounts  of  follicle-stim- 
ulating hormone  but  no  luteinizing  hormone; 
and  finally  thyroid  feeding  to  thyroidecto- 
mized rabbits  depresses  the  overgrowth  of 
ovarian  follicles  and  restores  luteinizing 
hormone  in  the  pituitary. 

In  the  hiunan  being  hypothyroidism  pro- 
duces marked  changes  in  gonadal  function. 
In  cretinism  and  in  juvenile  myxedema 
there  may  be  complete  or  partial  inhibition 
of  sexual  maturation.  When  thyroid  is 
administered,  sexual  development  progresses 
normally.  In  adult  hypothyroidism  libido 
is  diminished  and  sterility  is  the  rule. 
Nevertheless,  repeated  pregnancies  can  occur 
in  untreated  myxedematous  patients.  The 
studies  of  Statland  and  Lerman”  showed 
that  the  excretion  of  foUicle-stimulating 
hormone  in  the  urine  is  usually  normal  or 
somewhat  decreased;  the  excretion  of  17- 
ketosteroids  in  the  urine  is  decreased  in 
males  as  weU  as  in  females,  indicating  that 
the  production  of  androgens  is  decreased 
both  in  the  adrenals  smd  in  the  gonads. 
The  work  of  Goldsmith  et  as  summa- 
rized in  Table  III,  indicated  that  in  hypothy- 
roidism the  common  menstrual  pattern  is 
metropathia  haemorrhagica  which  manifests 
itself  either  as  menorrhagia  or  amenorrhea. 
The  endometrium  which  is  formed  is  usually 
proliferative,  and  there  is  no  pregnanediol 
in  the  irrine.  Later  experiments  demon- 
strated that  injections  of  gonadotropic 
hormone  in  such  patients  will  cause  the 
elaboration  of  progesterone  and  the  forma- 
tion of  a secretory  endometrium.  It  there- 
fore seems  likely  that  the  defect  in  hypothy- 
roidism is  in  the  production  of  luteinizing 
hormone  by  the  cells  of  the  anterior  pitui- 
tary. The  administration  of  thyroid  re- 
stores the  menstrual  abnormalities  to  nor- 
mal. 

A gonadal  defect  in  the  male  has  been 
described  by  De  la  Baize  et  al.^^  based  on 
histologic  changes  in  the  testes  of  hypothy- 
roid patients.  It  is  characteristic  of  partial 
hypogonadism,  most  marked  in  juvenile 
hypothyroidism. 

Recent  work  by  HeUman  et  al.^^  bas  indi- 
cated that  the  metabolism  of  androgens  is 
conditioned  by  the  state  of  thyroid  function. 
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TABLE  IV.  Galactorrhea  in  hypothyroidism 


Case 

Age  at 
Onset 
(Years) 

Number 

of 

Preg’ 

nan- 

cies 

Catamenia 

Endometrium 

Pregnanediol 

Chloasma 

1 

27 

5 

Irregular 

Below  normal 

Below  normal 

0 

2 

20 

2 

Normal 

Below  normal 

0 

Above  normal 

3 

22 

5 

Normal 

Proliferative 

0 

Above  normal 

They  found  that  of  the  two  major  end 
products  of  androgen  metabolism,  namely 
androsterone  and  etiocholanolone,  very  little 
androsterone  is  formed  in  patients  with 
myxedema  as  compared  with  normal  and 
hyperth3rroid  patients.  When  testosterone 
is  administered,  the  patients  with  myxedema 
convert  only  2 to  10  per  cent  to  androsterone 
whereas  the  hyperthyroid  patients  convert 
some  57  per  cent  to  androsterone.  In 
addition  to  this  qualitative  difference,  the 
total  metabolites  excreted  in  the  urine  are 
considerably  decreased  in  myxedema.  Al- 
though androsterone  has  only  a slight  effect 
on  oxygen  consumption,  intramuscular  in- 
jections cause  a marked  drop  in  cholesterol 
level  in  the  blood  of  these  patients.  They 
ascribe  a ‘Thyrornimetric”  action  to  andros- 
terone, suggesting  that  thyroid  hormone 
reduces  serum  cholesterol  via  its  effect  in 
increasing  the  production  of  androsterone. 
However,  Cohen  et  confirming  the 

hypocholesteremic  effect  of  androsterone, 
are  reluctant  to  accept  this  explanation. 
If  androsterone  has  a thyroxine-like  prop- 
erty, it  should  be  able  to  suppress  TSH, 
thereby  leading  to  a decreased  synthesis  of 
thyroxine: 

However,  in  the  6 patients  they  tested, 
the  PBI  was  unaltered  after  the  prolonged 
administration  of  androsterone. 

Over  the  years  we  have  observed  an  unu- 
sual occurrence  of  persistent  lactation  follow- 
ing pregnancy  in  patients  with  myxedema 
(Table  IV).  The  first  patient,  age  thirty- 
four  years,  developed  myxedema  after  her 
third  pregnancy.  In  spite  of  irregular 
menstrual  flow  and  periods  of  amenorrhea, 
she  subsequently  had  two  pregnancies. 
Her  lactation  was  profuse  after  each  and 
persisted  for  eight  months  after  the  last 
pregnancy.  The  second  patient,  age  twen- 
ty-five, had  two  children  while  she  was 
myxedematous.  Chloasma  as  well  as  en- 
gorgement of  the  breasts  and  lactation 
persisted  for  two  years  after  the  last  preg- 


nancy. Her  catamenia  and  pelvic  organs 
were  normal.  The  excretion  of  pregnanediol 
in  the  urine  was  zero.  The  third  patient, 
age  twenty-nine,  became  myxedematous 
after  the  third  pregnancy,  but  subsequently 
had  two  children.  Her  lactation  and  a 
pigmentation  of  the  face  persisted  to  the 
time  of  observation.  Her  catamenia  and 
pelvic  organs  were  normal;  pregnanediol 
was  absent,  and  a biopsy  done  two  days 
before  the  period  showed  proliferative  endo- 
metrium. None  of  the  mothers  nursed  their 
children. 

In  each  case  the  administration  of  thyroid 
resulted  in  a gradual  subsidence  of  conges- 
tion and  lactation  of  the  breasts  and  in 
the  disappearance  of  the  facial  pigmentation. 
The  mechanism  for  this  bizarre  manifesta- 
tion is  not  clear.  It  is  conceivable  that  the 
low  or  absent  levels  of  progesterone  in 
myxedema  cause  persistent  lactogenic  hor- 
mone production. 

Pancreas.  It  is  not  known  what  effect 
hypothyroidism  has  on  the  production  of 
insulin  by  the  islet  cells.  When  hypothy- 
roidism develops  in  a patient  with  diabetes, 
the  diabetes  ameliorates;  when  thyroid  is 
administered,  the  severity  of  the  diabetes 
increases.  The  mechanism  for  the  improve- 
ment in  diabetes  could  be  due  either  to  a 
reduction  in  total  metabolism  or  to  an 
increased  sensitivity  to  endogenous  and 
exogenous  insulin. 

Parathyroids.  Parathyroid  function  is 
not  too  closely  related  to  thyroid  function 
in  spite  of  the  close  anatomic  proximity 
of  the  glands.  Occasionally  one  finds  pa- 
tients with  hyperparath3u-oidism  in  associa- 
tion with  hyperthyroidism.  However,  di- 
minished thyroid  function  will  increase 
the  symptoms  of  hypoparathyroidism.  Sim- 
ilarly, hypoparathyroidism  can  be  improved 
considerably  by  the  administration  of  thy- 
roid, probably  because  thyroid  increases 
the  turnover  of  calcium  or  increases  the 
fraction  of  ionized  calcium. 
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Treatment 

Primary  myxedema.  The  prophylactic 
treatment  of  primary  adult  myxedema  is 
nonexistent  except  when  the  condition  is 
due  to  the  ingestion  of  goitrogens,  food  or 
chemical.  In  such  a case  the  simple 
omission  of  the  offending  substance  results 
in  the  disappearance  of  the  myxedema  as 
well  as  the  goiter  which  accompanies  it. 
In  aU  other  types  of  primary  myxedema, 
the  treatment  is  simply  thyroid  hormone. 
In  a rare  situation  where  the  myxedema  is 
associated  with  chronic  thyroiditis,  the  goiter 
may  require  surgical  removal  after  the  pa- 
tient has  reached  a euthyroid  state,  because 
of  associated  pressure  symptoms. 

The  object  in  the  treatment  of  myxedema 
with  thyroid  hormone  is  to  obtain  the 
maximum  improvement  in  the  symptoms 
with  a minimum  amoimt  of  hormone. 
Desiccated  thyroid  or  thyroglobulin  ex- 
tracted from  thyroid  tissue  is  most  suitable 
for  ordinary  management.  The  active  prin- 
ciple is  probably  the  1-thyroxine  and  a small 
amount  of  1-triiodothyronine  contained 
therein.  In  young  people  free  from  heart 
disease  or  other  complications,  the  initial 
dose  of  thyroid  may  be  0.1  to  0.2  Gm.  daily. 
In  older  patients  and  in  those  with  cardiac 
symptoms,  the  initial  daily  dose  should 
be  0.015  to  0.045  Gm. 

There  are  several  principles  in  therapy 
worth  mentioning.  The  action  of  thyroid 
is  slow  and  cumulative.  It  takes  several 
weeks  for  any  given  dose  level  to  reach 
a state  of  equilibrium.  Consequently, 
changes  in  dosage  should  be  made  at  rather 
infrequent  intervals.  The  smaller  the  dose, 
the  longer  it  takes  for  equilibrium  to  be 
established  at  that  dose  level.  Another 
principle  in  therapy  is  the  fact  that  the  more 
profound  the  myxedema,  the  more  effective 
is  a given  dose  of  thyroid,  that  is,  a small 
dose  of  thyroid  is  much  more  effective  at  a 
basal  metabolic  level  of  minus  40  than  the 
same  dose  at  a basal  level  of  minus  20. 
Finally,  the  response  of  patients  with  pri- 
mary myxedema  to  a given  dose  of  thyroid 
is  relatively  uniform  as  compared  with  the 
response  of  patients  with  pituitary  myxe- 
dema or  euthyroid  patients. 

In  addition  to  the  desiccated  thyroid  and 
thyroglobulin  available  for  oral  treatment, 
thyroxine  may  also  be  used  in  the  manage- 
ment of  hypothyroidism.  Thyroxine  itself 


is  irregularly  absorbed  and  is  of  little  value 
when  it  is  given  orally.  It  is  most  useful 
when  the  intravenous  route  of  administra- 
tion is  required.  The  sodium  salt  of  1-thy- 
roxine  can  be  used  orally  and  is  absorbed  to 
the  extent  of  about  80  per  cent.  In  gen- 
eral, the  activity  of  0.1  mg.  of  l-th3TOxine 
intravenously  is  equivalent  to  0.12  mg.  of 
sodium  1-thyroxine  and  60  mg.  of  th3U‘oid 
hormone  given  orally. 

The  compound  1-triiodothyronine  can 
also  be  used  in  the  treatment  of  hypothy- 
roidism, both  orally  and  intravenously.  This 
compound  is  four  to  five  times  as  active  as 
1-thyroxine.  Its  onset  of  action  is  earlier 
than  thyroxine,  and  it  acts  more  rapidly. 
The  effect  that  is  produced  wears  off  more 
rapidly  than  the  effect  of  thyroxine. 
Thus  the  half-life  of  thyroxine  is  from  six 
to  nine  days  and  of  triiodothyronine  two 
or  three  days  when  they  are  tested  in  euthy- 
roid patients.  It  is  one  or  two  days  longer 
in  patients  with  myxedema.  Theoretically, 
triiodothyronine  should  be  useful  under 
conditions  where  a quick  and  rapid  improve- 
ment in  myxedema  is  desirable. 

For  many  years  biochemists  have  been 
searching  for  a compound  which  would 
alleviate  the  symptoms  of  myxedema  but 
produce  little  or  no  calorigenic  effect.  The 
acetic  acid  and  propionic  acid  derivatives  of 
thyroxine  and  of  triiodothyronine  as  well 
as  the  dextro  isomers  may  fulfill  these 
criteria.  Of  these  compounds,  we  have 
tested  triiodothyroacetic  acid  (triac)  exten- 
sively. It  acts  in  a matter  of  hours  and 
the  effects  wear  off  in  a matter  of  hours. 
It  has  a half-life  of  less  than  one  day  and  is 
bound  to  thyroxine-binding  prealbumin  and 
not  to  thyroxine-binding  globulin.  Con- 
sequently, small  daily  doses  (1.5  mg.  or  less) 
cause  little  change  in  the  basal  metabolic 
rate  but  considerable  change  in  other  aspects 
of  myxedema.  Because  of  the  rapid  action 
and  the  dissociation  of  effects,  this  group  of 
compounds  may  have  great  utility  in  the 
management  of  the  complications  of  myxe- 
dema. 

Although  the  administration  of  thyroid 
hormone  in  adequate  dosage  produces  a 
most  desirable  change  in  patients  with 
myxedema,  occasionally  untoward  symp- 
toms develop.  These  may  take  the  form 
of  precordial  pain  or  true  angina  pectoris, 
with  or  without  palpitation,  muscle  pains 
and  muscle  cramps  which  may  become  very 
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uncomfortable,  and,  rarely,  psychotic  symp- 
toms. These  reactions  are  more  likely  to 
occur  with  large  doses  than  with  small 
doses  of  thyroid.  If  such  symptoms  super- 
vene, thyroid  should  be  stopped  for  several 
days  and  then  resumed  at  a smaller  dose 
level,  probably  at  one-half  the  original 
dose. 

In  general,  medication  other  than  thyroid 
should  be  avoided.  Morphine  and  seda- 
tives are  poorly  tolerated  by  patients  with 
myxedema.  They  seldom  need  digitalis, 
and  they  tolerate  it  poorly.  If  it  is  neces- 
sary to  use  digitalis  in  the  presence  of  con- 
gestive failure,  the  digitalizing  and  mainte- 
nance dose  should  be  about  one-half  the 
average  dose. 

There  are  a variety  of  conditions  or  com- 
plications associated  with  myxedema  which 
require  special  attention.  The  most  im- 
portant are  the  cardiac  manifestations. 
These  include  dilatation  of  the  heart,  peri- 
cardial effusion,  diminished  cardiac  output, 
diminished  blood  flow,  electrocardiographic 
abnormalities,  angina  pectoris,  and  athero- 
sclerosis. About  25  per  cent  of  patients, 
when  they  are  first  seen,  have  anginoid  pains 
or  true  angina.  In  these  patients,  more 
so  than  in  patients  without  angina,  vigorous 
treatment  with  thyroid  may  aggravate  the 
angina  and  lead  to  coronary  thrombosis. 
It  is,  therefore,  safer  to  start  with  a smaller 
dose  of  thyroid,  such  as  15  mg.  daily,  and 
increase  by  increments  of  8 mg.  until  a level 
of  hormone  is  reached  where  the  undesir- 
able symptoms  of  myxedema  are  minimal 
and  the  degree  of  angina  is  not  troublesome. 
The  maintenance  dose  of  such  patients  fre- 
quently is  from  30  to  60  mg.  daily.  Occa- 
sionally, after  prolonged  treatment,  the 
angina  may  actually  diminish,  and  the  dose 
of  thyroid  can  be  increased. 

In  our  own  experience,  many  patients 
with  angina,  when  they  axe  treated  in  such 
fashion,  actually  become  free  of  angina  as 
the  metaholism  rises.  This  suggests  that 
stroke  volume  and  consequently  filling  of 
the  coronary  arteries  may  increase  faster 
than  the  increase  in  work  load  of  the  heart. 
If  the  dose  of  thyroid  is  raised  above  45  to 
60  mg.,  one  might  expect  a recurrence  of 
anginal  symptoms. 

Recently  we  have  treated  several  patients 
with  myxedema  complicated  by  angina 
pectoris  with  triac  in  doses  varying  from 
0.5  to  2 mg.  daily.  Although  the  basal 


metabolic  rate  did  not  change  much,  the 
cholesterol  dropped  about  40  per  cent  from 
the  pretreatment  level,  the  gross  evidence 
of  myxedema  disappeared,  and  there  was 
considerable  amelioration  of  the  angina. 
Starr  has  reported  a similar  experience  in 
this  type  of  case  with  the  use  of  sodium 
d-thyroxine.  It  is  not  clear  why  these  acetic 
acid  and  dextro  isomers  fail  to  stimulate  the 
cardiovascular  system  appropriately.  It 
may  be  owing  to  a lesser  effect  on  oxygen 
consumption  as  compared  with  their  effect 
on  other  aspects  of  the  clinical  picture,  or 
to  a lower  potentiation  of  the  endogenous 
catechol  amines  as  compared  with  1-thy- 
roxine. 

In  this  connection  it  is  well  to  point  out 
that  the  administration  of  triiodothyronine 
to  hypothyroid  patients  with  cardiac  symp- 
toms is  fraught  with  danger.  Patients  with 
angina  pectoris  or  congestive  failure,  made 
myxedematous  by  radioactive  iodine,  have 
reacted  poorly  from  a cardiac  standpoint  to 
the  administration  of  triiodothyronine  in 
doses  equivalent  to  the  whole  thyroid  cus- 
tomarily employed  in  the  treatment  of  such 
patients. 

Diabetes  meUitus  in  the  presence  of  myxe- 
dema is  usually  mild.  However,  as  the 
metabolism  rises  with  thyroid  substitution, 
carbohydrate  tolerance  diminishes,  and  the 
insulin  requirement  increases.  Here  also 
one  has  to  find  a level  of  medication  which 
will  rid  the  patient  of  myxedema  and  at 
the  same  time  not  increase  the  severity  of 
diabetes  too  much. 

Metropathia  haemorrhagica,  as  has  been 
indicated,  is  characteristic  of  myxedema. 
This  does  not  require  any  special  endocrine 
or  surgical  measure.  The  administration 
of  thyroid  hormone  causes  the  ovarian 
function  to  return  to  normal. 

Addison’s  disease  occasionally  complicates 
myxedema.  In  such  patients  thyroid  may 
precipitate  adrenocortical  failure.  There- 
fore, they  should  be  protected  by  the  admin- 
istration of  extra  salt  and  small  amounts  of 
cortisone  while  thyroid  is  being  given. 

Psychoses  may  occur  in  myxedema,  both 
in  untreated  patients  and  after  the  institu- 
tion of  therapy.  The  psychoses  of  myxe- 
dema have  long  been  recognized  and  are 
relieved  dramatically  by  the  administration 
of  thyroid.  The  occurrence  of  psychotic 
episodes  during  treatment  is  a major  prob- 
lem in  juvenile  myxedema. 
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Longstanding,  untreated  myxedema  will 
eventually  result  in  the  patient  going  into 
myxedematous  coma.  This  is  a most  pre- 
carious state  with  a high  mortality  rate. 
We  have  used  various  forms  of  thyroid 
hormone,  orally  and  intravenously,  without 
too  much  success.  The  administration  of 
triiodothyronine  has  been  reported  as  suc- 
cessful in  saving  these  patients.  Similarly, 
the  management  of  myxedema  with  severe 
complications  such  as  pulmonary  or  renal 
infections,  cellulitis,  and  liver  disease  is 
very  difficult.  These  patients  are  extremely 
ill  and  may  rapidly  go  into  coma  and  die. 
It  becomes  necessary  to  rid  the  patient  of 
myxedema  as  quickly  as  possible.  A dose  of 
triiodothyronine,  from  25  to  50  micrograms 
for  the  first  three  or  four  days,  tp  obtain  a 
quick  effect,  or  a smaller  dose  if  there  is 
a history  of  coronary  disease,  and  0.065  to 
0.1  Gm.  of  thyroid  daily  to  maintain  the 
effect,  seems  reasonable.  At  the  end  of  a 
week  or  ten  days  it  may  be  necessary  to 
increase  the  dose  of  thyroid  to  0.12  to  0.15 
Gm.  daily.  Supportive  therapy  with  corti- 
sone may  also  be  indicated.  It  should  be 
noted  that  the  diminished  blood  volume 
characteristic  of  myxedema  protects  the 
heart  against  congestive  failure.  Therefore, 
a rapid  increase  of  blood  volume  by  intra- 
venous fluid  should  be  avoided  in  such  sick 
patients.  As  in  the  case  of  myxedematous 
i patients  with  heart  disease,  the  rapid  action 
of  triiodothyroacetic  acid  and  the  relatively 
slight  effect  of  this  compound  on  the  basal 
metabolism  may  be  desirable  in  these 
I cases.  We  hope  to  use  it  in  the  future  as 
the  opportunity  presents  itself. 

Ulcerations  of  the  extremities  or  of  other 
parts  of  the  body  sometimes  complicate 
myxedema.  Ulcerations  of  the  lower  ex- 
tremities associated  with  varicose  veins  or 
with  arterial  insufficiency  fail  to  heal  until 
thyroid  is  administered.  Similarly,  ulcera- 
tions of  other  parts  of  the  body,  resulting 
from  the  removal  of  tumors  or  other  lesions, 
fail  to  heal  until  the  myxedema  is  relieved. 

Juvenile  myxedema.  The  treatment  of 
juvenile  myxedema  is  essentially  the  same 
as  that  of  adult  myxedema.  The  results 
of  treatment  are  extremely  satisfactory 
except  in  those  patients  developing  myxe- 
dema in  early  childhood.  In  such  cases 
growth  and  mental  development  may  be 
somewhat  retarded.  Because  of  the  marked 
tendency  of  patients  with  juvenile  myxe- 


dema to  develop  psychoses  during  the 
initial  phase  of  treatment,  medication  should 
be  administered  cautiously.  The  initial 
dose  is  usually  8 mg.  increased  by  incre- 
ments of  8 mg.  every  seven  to  ten  days 
until  the  desired  dose  level  is  reached.  In 
general,  the  optimum  maintenance  dose  in 
juvenile  myxedema  should  be  greater  than 
the  corresponding  dose  for  adult  patients, 
because  one  wishes  to  promote  maximum 
growth  and  development,  as  well  as  to  relieve 
symptoms.  It  is  more  desirable  to  over- 
treat than  to  undertreat  young  people. 

Cretinism.  Since  small  amounts  of  ma- 
ternal thyroxine  cross  the  placental  barrier 
the  diagnosis  of  cretinism  is  seldom  made 
before  four  to  six  weeks  after  birth.  As  in 
the  case  of  adult  and  juvenile  myxedema, 
the  various  parameters  of  thyroid  function 
are  of  considerable  help.  Since  the  basal 
metabolic  rate  in  infants  is  difficult  to  obtain, 
one  depends  more  on  the  radioactive  iodine 
uptake,  the  protein-bound  iodine,  the  serum 
cholesterol,  delayed  bony  development, 
speed  of  contraction  and  relaxation  of  the 
reflexes,  and  mental  retardation.  The 
earlier  the  diagnosis  of  cretinism  is  made  the 
more  successful  will  be  the  treatment. 
The  dosage  of  thyroid  hormone  must  be 
adequate  and  maintained  constantly.  As 
in  the  case  of  juvenile  myxedema,  the  object 
of  treatment  is  not  just  to  relieve  symptoms, 
but  also  to  permit  maximum  growth  and 
development.  Consequently,  the  dose  of 
thyroid  should  be  pushed  close  to  the  toxic 
level.  Starting  with  6 mg.  at  two  months, 
the  dose  should  be  increased  by  6 mg.  every 
six  to  eight  weeks,  until  a level  of  18  to  30 
mg.  is  reached  by  the  end  of  a year,  30  to  60 
mg.-  by  the  end  of  two  years,  60  to  100  mg. 
by  the  end  of  four  years,  and  100  to  200  mg. 
by  the  end  of  twelve  years.  Constant 
supervision  and  explanation  of  the  problem 
to  the  mother  is  essential. 

Although  the  maximum  benefit  is  ob- 
tained when  treatment  is  started  early, 
some  benefit,  particularly  in  growth,  is 
obtained  at  any  age.  Unfortunately,  thy- 
roid hormone  fails  to  increase  the  intelh- 
gence  of  some  of  the  older  cretins  to  any 
appreciable  degree.  .Consequently  they  may 
become  irritable  and  unmanageable.  If 
this  occurs  it  is  best  to  manage  them  with- 
out the  use  of  thyroid.  Mental  improve- 
ment may  occur  at  any  age  but  it  is  difficult 
to  predict  this. 
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Endemic  cretinism  and  sporadic  cretinism 
with  goiter  (congenital  goiter)  are  treated 
in  the  same  manner  as  sporadic  cretinism 
without  goiter.  Usually  thyroid  hormone 
relieves  the  hypothyroidism  hut  fails  to 
shrink  the  goiter,  in  which  case  surgical 
intervention  is  necessary.  In  some  cases 
thyroid  not  only  relieves  the  symptoms  of 
hypothyroidism  but  also  causes  the  goiter 
to  disappear.  Endemic  cretinism  can  also 
be  treated  with  iodine.  In  some  instances, 
when  enough  iodine  is  administered,  the 
gland  is  able  to  make  the  proper  amount  of 
thyroid  hormone  to  restore  the  patient  to 
a euthyroid  state.  As  in  the  treatment 
of  endemic  goiter  with  iodine  there  is,  how- 
ever, the  same  danger  here  of  producing 
“iodine  hyperthyroidism”  (“jod  Basedow”). 
A case  in  point  is  cited  by  Stanbury  et  al. 

The  group  of  congenital  cretinism  result- 
ing from  the  absence  of  the  iodide-concen- 
trating mechanism  (iodide  pump)  may  also 
be  treated  with  iodine  instead  of  thyroid. 
This  results  in  the  accumulation  of  enough 
iodide  in  the  thyroid  to  promote  the  forma- 
tion of  sufficient  thyronine  compounds  to 
cure  the  hypothyroidism  and  shrink  the 
goiter  as  well. 
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X HE  PURPOSE  of  this  paper  is  to  stress  the 
importance  of  the  early  diagnosis  of  heart 
failure  in  infants.  The  recognition  of  heart 
failure  is  more  difficult  and  the  course  fre- 
quently is  more  fulminating  in  the  infant 
than  it  is  in  the  older  child  or  adult.  Con- 
genital heart  disease  is  by  feu  the  most  im- 
portant cause  of  heart  failure  in  infancy. 
Fortunately,  most  of  the  common  congenital 
malformations  of  the  heart  now  are  poten- 
tially correctable  by  surgery.  The  prognosis 
for  infants  with  heart  failure  due  to  the  com- 
mon acyanotic  malformations  is  improving 
steadily. 

Much  progress,  however,  stiU  remains  to 
be  made  in  the  treatment  of  the  cyanotic 
malformations.  The  outlook  for  the  future 
appears  even  more  hopeful  as  further  im- 
provements in  diagnosis  and  management 
can  be  expected  and  a better  understanding 
of  the  etiologic  factors  develops. 
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THE  COEXISTENCE  of  tachypnea  and  hepa- 
tomegaly in  an  infant  with  cardiac  enlarge- 
ment is  diagnostic  of  heart  failure,  of  which  the 
most  common  cause  is  congenital  heart 
disease.  Tachycardia  is  usually  present, 
facial  edema  is  common,  but  peripheral  edema 
is  rarely  found.  Rales  in  the  lungs  usually 
occur  late  in  the  course  of  heart  failure.  The 
treatment  should  be  directed  to  the  underlying 
cause.  In  some  cases  intensive  medical 
therapy,  consisting  of  rest,  oxygen,  digitalis, 
morphine,  diuretics,  and  a low-salt  diet,  may 
suffice.  In  others,  surgical  therapy  is  the 
treatment  of  choice.  However,  results  of 
treatment  are  still  uniformly  poor  in  a signifi- 
cant minority  of  infants  with  complex  con- 
genital malformations. 


Clinical  features  of  heart  failure 

The  onset  of  heart  failure  in  infancy 
often  is  insidious.'  The  earliest  and  most 
important  sign  is  tachypnea.  The  respira- 
tory rate  usually  exceeds  60  per  minute  and 
may  rise  to  120  or  even  higher.  Unless  the 
respiratory  rate  is  counted  carefuUy,  tach- 
ypnea may  be  missed.  Respirations  often 
are  labored,  as  evidenced  by  the  dilation  of 
the  alae  nasi  and  subcostal  and  suprasternal 
retractions.  An  expiratory  grimt  may  be 
present.  A chronic  cough  due  to  pul- 
monary congestion  also  may  be  present. 
Rales  in  the  lungs  occur  late  in  the 
course  of  heart  failure  and  frequently 
are  due  to  associated  respiratory  infections. 

Cardiac  enlargement  is  a constant  finding 
in  congestive  heart  failure.  In  fact,  heart 
failure  rarely  should  be  diagnosed  in  the 
absence  of  cardiomegaly  unless  the  patient 
has  total  anomalous  pulmonary  venous 
retin*n  with  pulmonary  venous  obstruction, 
congenital  mitral  valve  disease,  myocarditis, 
or  is  in  the  first  day  or  two  of  an  attack  of 
paroxysmal  tachycardia.'  The  recognition 
of  this  fact  will  avoid  the  erroneous  diagnosis 
of  heart  failure  in  infants  who  do  not  have 
heart  failure  but  have  other  problems,  such 
as  anoxic  speUs  or  a respiratory  disease. 

Tachycardia  is  almost  always  present  un- 
less the  patient  has  a heart  block.  The 
heart  rates  in  failure  usually  exceed  150  per 
minute  and  may  go  up  to  200  or  higher. 
Rates  in  excess  of  250  suggest  paroxysmal 
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supraventricular  tachycardia.  A triple 
rhythm  frequently  is  present  in  infants  with 
rapid  heart  rates,  and  its  presence  does  not 
necessarily  signify  heart  failure. 

The  enlargement  of  the  liver  is  a most 
important  sign  of  congestive  heart  failure. 
The  liver  edge  may  extend  down  to  the  um- 
bilicus or  even  lower;  tenderness,  however, 
is  not  common.  Hepatic  pulsations  almost 
always  are  indicative  of  congestive  heart 
failure.  The  hver  may  decrease  rapidly  in 
size  following  an  improvement  in  the  heart 
failure. 

Puffiness  of  the  face  and  periorbital  edema 
are  quite  common  in  infants  with  congestive 
heart  failure,  but  dependent  pitting  edema 
and  ascites  are  seen  rarely.  The  engorge- 
ment of  the  neck  veins  is  not  usually  a use- 
ful sign  of  failure  in  infants  because  the  veins 
are  short  and  frequently  distended  from 
other  causes,  such  as  crying.  ^ 

Cyanosis  is  not  a good  indication  of  the 
presence  of  heart  failure.  When  it  is  present, 
it  may  be  due  to  several  causes  individually 
or  in  combination.  It  may  be  peripheral, 
caused  by  a low  cardiac  output,  or  it  may 
be  central  because  of  a right-to-left  intracar- 
diac shunt.  It  also  may  result  from  pulmo- 
nary congestion  or  respiratory  infection. 

Infants  in  chronic  congestive  failure  mani- 
fest a retardation  of  their  growth  and  de- 
velopment. Feeding  difficulties  due  to 
exhaustion  during  feeding  and  exacerbation 
of  dyspnea  and  tachypnea  are  common. 
If  heeu-t  failure  occurs  suddenly,  the  nutri- 
tional state  of  the  infant  is  usually  normal. 
A sudden  weight  gain  in  an  infant  whose 
weight  has  remained  stationary  may  be  due 
to  the  development  of  edema.*  While  the 
onset  of  heart  failure  may  be  insidious, 
gasping  respirations  and  circulatory  col- 
lapse may  develop  suddenly  in  viral  myo- 
carditis. 

The  diagnosis  of  heart  failure  in  an  in- 
fant with  congenital  heart  disease  and  a 
respiratory  infection  may  present  some  dif- 
ficulty. If  the  heart  and  fiver  are  enlarged, 
heart  failure  is  almost  certainly  present  too. 
If  the  heart  is  not  enlarged,  we  usually  can 
assume  that  heart  failure  is  not  present. 
The  same  diagnostic  criteria  may  be  applied 
to  the  infant  with  pneumonia,  bronchopneu- 
monia, or  bronchiolitis  who  is  suspected 
of  having  heart  failure  in  the  absence  of  any 
murmurs  or  evidence  of  congenital  heart 
disease. 


Very  frequently,  patients  with  a ventric- 
ular septal  defect,  atrioventricularis  com- 
munis, or  patent  ductus  arteriosus  first  show 
signs  of  infection  in  the  upper  portion  of  the 
respiratory  tract  or  pneumonia  complicated 
by  heart  failure.  Infants  with  coarctation 
who  develop  signs  of  heart  failirre  in  the 
first  month  of  fife  often  have  a preductal 
coarctation,  whereas  failure  developing  after 
three  months  is  usually  due  to  a postductal 
coarctation  and  carries  a better  prognosis. 
The  diagnosis  of  coarctation  is  made  easily 
by  the  palpation  of  the  femoral  pulses.  The 
blood  pressure  may  be  surprisingly  high  in 
the  arms  (150  to  200  systolic)  and  may  rise 
still  higher  as  signs  of  failure  improve. 

Infants  with  transposition  of  the  great 
vessels  commonly  are  cyanotic  from  birth. 
Those  without  adequate  conrununications 
between  the  pulmonary  and  systemic  cir- 
culation develop  trouble  early.  This  type 
of  case  is  characterized  by  cyanosis,  pro- 
gressive cardiac  enlargement,  and  heart 
failirre  without  murmurs. 

The  sudden  onset  of  respiratory  distress 
and  congestive  heart  failirre  in  an  infant 
under  one  week  of  age  should  suggest  the 
diagnosis  of  aortic  atresia.*  The  infant 
with  heart  failure  due  to  total  anomalous 
pulmonary  venous  drainage  without  pul- 
monary venous  obstruction  usually  is  mark- 
edly underdeveloped  and  tachypneic.  There 
may  be  little  or  no  cyanosis  except  termi- 
nally. The  first  and  second  heart  sounds 
usually  are  extremely  loud.  Infants  with 
acyanotic  tetralogy  of  FaUot  and  large  left- 
to-right  shunts  may  develop  heart  failure. 
On  the  other  hand,  infants  with  cyanotic 
tetralogy  of  Fallot  rarely  develop  heart  fail- 
me,  although  anoxic  spells  which  may  be 
confused  with  heart  failure  are  quite 
common. 

Paroxysmal  supraventricular  tachycardia 
is  not  uncommon  and  may  occur  in  the  new- 
born period.  The  heart  rate  is  usually  about 
240  to  300  per  minute.  If  the  condition  is 
unrecognized  for  more  than  twenty-four  or 
forty-eight  hours,  heart  failure  frequently 
supervenes,  especially  in  infants  under  four 
months  of  age.  Frequently,  attacks  are 
associated  with  or  precipitated  by  infections, 
especially  pneumonia.  The  underlying  cause 
may  be  a Wolff-Parkinson- White  syndrome. 

Myocarditis  due  to  Coxsackie  B virus  in- 
fection should  always  be  remembered  as  a 
possible  cause  of  sudden  heart  failure,  espe- 
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daily  in  the  newborn  period.  Excessive 
amounts  of  intravenous  fluids  may  precipi- 
tate heart  failure  quite  rapidly  in  small  in- 
fants. This  complication  is  prone  to  occur 
in  the  summer  when  large  numbers  of  small 
infants  are  treated  for  vomiting  and  diarrhea. 

Management 

The  best  treatment  for  congestive  heart 
failure  must  be  directed  to  the  treatment  of 
the  underlying  cause.  For  that  reason  a 
precise  diagnosis  is  of  paramount  impor- 
tance. Thus,  heart  failure  due  to  severe 
pulmonary  valvular  stenosis  is  best  treated 
by  relieving  the  obstruction.  In  such  a case 
medical  therapy  is  only  of  help  in  preparing 
the  patient  for  surgery,  but  it  cannot  replace 
surgery. 

Medical  therapy 

The  principles  of  medical  therapy  for 
congestive  heart  failure  are  the  same  for  in- 
fants as  for  adults.  Rest,  oxygen,  digitalis, 
morphine,  diuretics,  and  a low-salt  diet 
constitute  the  pillars  of  medical  treatment. 
Infants,  like  older  children  and  adults, 
frequently  are  much  more  comfortable 
propped  up  in  the  orthopneic  position.  A 
special  cardiac  bed  for  infants  may  be  ob- 
tained which  can  fit  easily  into  an  oxygen 
tent."*  In  the  more  serious  cases  where  oxy- 
gen is  required,  the  oxygen  saturation  in 
incubators  or  tents  should  be  increased  to 
about  50  per  cent.  This  may  require  flows  of 
4 to  5 L.  per  minute  in  incubators  and  8 to 
10  L.  per  minute  in  tents.  Very  high  con- 
centrations of  oxygen  are  irritating  and  in- 
crease respiratory  mucus.  ^ 

Digitalis  is  the  most  important  drug  in 
the  management  of  heart  failure  because  it 
improves  myocardial  contractility  and  car- 
diac efficiency.  Several  good  preparations 
are  available,  and  it  is  advisable  to  become 
familiar  with  one  of  these.  We  have  been 
using  digoxin  because  it  is  excreted  more 
rapidly  than  digitoxin.  Toxic  effects,  if  they 
appear,  are  of  much  shorter  duration.  This 
quality  gives  one  more  security  in  pushing 
the  dosage  and  therefore  arriving  at  the 
proper  digitalizing  and  maintenance  dose.® 
It  cannot  be  overemphasized  that  the  dosage 
for  each  patient  must  be  individualized  and 
that  an  “average”  digitalis  dosage  schedule 
should  not  be  followed  slavishly  in  every  pa- 


tient. An  electrocardiogram  should  be  ob- 
tained in  every  patient  prior  to  digital- 
ization. 

Digitalization  can  be  performed  with  oral 
medication  in  a dosage  of  0.03  to  0.04 
mg.  per  pound  of  body  weight  in  twenty -four 
hours  given  in  three  divided  doses.'*  If  an 
adequate  clinical  response  has  not  been  ob- 
tained and  there  are  no  signs  of  toxicity,  0.01 
mg.  of  digoxin  per  pound  should  be  continued 
every  six  to  eight  hours  until  the  chnical 
response  is  adequate  or  signs  of  toxicity 
appear.’  The  daily  maintenance  dose  is 
usually  about  one  third  of  the  total  digital- 
izing dose  given  in  two  divided  doses  at 
twelve-hour  intervals. 

Rapid  digitalization  is  indicated  in  cases 
of  severe  congestive  heart  failure.  Digoxin 
0.018  mg.  per  pound  is  given  intravenously 
under  electrocardiographic  control,  followed 
by  0.009  mg.  per  pound  at  six  and  twelve 
hours,  providing  no  signs  of  toxicity  have 
appeared.  If  the  infant’s  condition  has  im- 
proved markedly  after  the  first  dose,  further 
medication  may  be  given  orally.  Fre- 
quently, the  oral  route  cannot  be  relied  on 
in  very  sick  infants;  in  such  cases  the  drug 
is  best  given  intramuscularly.  We  have 
used  the  oral  and  intramuscular  dosage 
interchangeably. 

The  most  important  signs  of  effective 
digitalization  consist  of  a slowing  of  the 
heart  and  respiratory  rates,  a decrease  in 
the  liver  size,  and  an  improvement  in  the 
patient’s  general  condition.  The  heart  size 
also  may  decrease,  and  aU  signs  of  failure 
disappear  in  the  most  favorable  cases. 
Acyanotic  malformations  usually  respond 
better  than  cyanotic  malformations.  Supra- 
ventricular tachycardias  respond  best  of  all.’ 

When  congestive  failure  persists  despite 
therapy,  the  possibility  of  inadequate  digital- 
ization must  be  considered  and  additional 
amounts  administered  until  full  digitaliza- 
tion is  achieved.  It  is  also  wise  to  review  the 
dosage  and  redigitalize  infants  who  have 
been  on  the  drug  for  a long  time  to  keep  up 
with  the  increased  requirement  due  to 
growth.  Generally  the  best  method  of  doing 
this  is  by  the  addition  of  small  increments 
to  the  maintenance  dose. 

Digitalis  causes  a slowing  of  the  heart  rate, 
a prolongation  of  the  P-R  interval,  a de- 
crease in  the  Q-T  interval,  and  changes  in 
the  S-T  segments  and  T waves.  Despite 
popular  opinion,  the  presence  of  S-T 
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segment  changes  is  not  indicative  of  ade- 
quate digitalization  or  toxic  effect.  The 
most  reliable  method  of  detecting  toxic 
changes  is  by  electrocardiography.  A 
marked  slowing  of  the  heart  rate  and  ar- 
ry  thmias  of  various  kinds,  such  as  second  de- 
gree heart  block,  atrial  tachycardia  with 
block,  and  ectopic  beats,  are  quite  com- 
mon. Vomiting  and  anorexia  may  occur  as 
important  manifestations  of  digitalis  intoxi- 
cation prior  to  the  appearance  of  electro- 
graphic changes.  Digitalis  intoxication  may 
result  in  an  exacerbation  of  the  heart 
failure.*  Patients  with  myocardial  diseases, 
such  as  myocarditis  or  idiopathic  cardiac 
hypertrophy  with  fibroelastosis,  may  de- 
velop toxic  manifestations  with  average 
doses,  and  digitalization  should  be  per- 
formed with  much  greater  caution  in  these 
patients. 

Diuretics  are  very  useful  in  the  more 
severe  cases  of  heart  failure.  Under  one 
month,  a dose  of  0.1  to  0.25  ml.  of  a mercurial 
diuretic  given  intramuscularly  is  effective; 
between  one  month  and  two  years  0.2  to  0.5 
ml.  may  be  used.  These  diuretics  are  useful 
as  a temporary  measure  during  acute  epi- 
sodes of  heart  failure  and  are  rarely  used  for 
long-term  therapy  in  infancy.  Oral  diu- 
retics, such  as  chlorothiazide  or  hydrochloro- 
thiazide also  are  useful  for  short  periods  of 
time.  The  recommended  dosage  is  25  mg. 
per  kilogram  of  body  weight  for  chlorothia- 
zide. One  should  watch  for  electrolyte  dis- 
turbances, especially  hypokalemia. 

A milk  with  a low  sodium  content  may  be 
useful  during  the  acute  phase.  It  probably 
is  safer  not  to  use  diuretics  and  a low-sodium 
milk  concurrently  because  of  the  danger  of 
hyponatremia. 

Morphine  is  very  valuable  for  reducing 
restlessness  and  anxiety.  Doses  of  0.1  mg. 
per  kilogram  of  body  weight  are  usually 
effective.  If  the  infant  has  associated  pul- 
monary disease,  morphine  should  not  be 
used  because  of  its  depressant  effect  on  the 
respiration. 

Infants  with  heart  failure  are  very  suscep- 
tible to  the  development  of  respiratory  in- 
fections, and  respiratory  infections  com- 
monly precipitate  or  aggravate  heart  failure 
in  infants  with  various  types  of  heart 
disease.  It  is  therefore  of  the  utmost  im- 
portance to  prevent  contact  with  anyone 
with  a respiratory  infection  and  to  treat  any 
respiratory  infections  intensively. 


Anemia  may  precipitate  or  aggravate 
heart  failure  and  should  be  corrected  with 
small,  slow  transfusions  of  packed  red  cells, 
10  cc.  per  kilogram  of  body  weight  and  half 
that  amount  if  heart  failure  is  present. 
Transfusions  may  be  repeated  to  bring  the 
hemoglobin  up  to  the  required  level. 

Diagnosis 

A precise  diagnosis  is  the  keystone  to 
effective  therapy.  Usually  a correct  diag- 
nosis can  be  made  clinically.  But  the 
diagnosis  should  be  confirmed  by  cardiac 
catheterization  and  angiocardiography  if 
surgical  therapy  is  contemplated.  Diag- 
nostic tests,  such  as  cardiac  catheterization 
or  angiocardiography,  frequently  have  to  be 
performed  on  sick  infants  and  should  not  be 
postponed  unnecessarily  in  the  hope  for 
improvement.  Intensive  treatment  for  heart 
failure,  especially  rapid  digitalization,  should 
be  instituted  in  sick  infants  as  quickly  as 
possible.  Remarkable  improvement  may 
occur  and  considerably  reduce  the  risk  of 
diagnostic  studies. 

Treatment  of  the  underlying  cause 

Fortunately  the  majority  of  infants  with 
congestive  heart  failure  due  to  congenital 
heart  disease  have  surgically  correctable 
lesions.  Infants  with  heart  failure  due  to 
uncomplicated  patent  ductus  arteriosus 
should  be  treated  surgically  after  adequate 
medical  preparation.  It  is  worth  emphasiz- 
ing that  prolonged  medical  therapy  in  such 
cases  jeopardizes  the  patient’s  life.  Most 
infants  with  heart  failure  due  to  uncompli- 
cated ventricular  septal  defects  improve  with 
intensive  medical  therapy.*  Rarely  the 
response  is  poor,  and  the  infant’s  condition 
deteriorates;  then  banding  the  pulmonary 
artery  to  reduce  the  pulmonary  blood  flow  is 
recommended.  The  closure  of  the  defect  is 
preferable  if  this  can  be  accomplished  with 
a lower  mortality  than  with  the  banding 
procedure.’®  However,  this  is  not  usually 
possible  under  six  months  of  age  when  the 
problem  is  most  frequently  encountered. 
Infants  with  heart  failure  due  to  coarctation 
of  the  aorta  should  receive  intensive  medical 
therapy.  If  they  do  not  respond  adequately 
within  about  twenty-four  to  forty-eight 
hours,  surgery  should  be  recommended.  In 
infants  with  severe  isolated  pulmonary 
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valvular  stenosis,  heart  failure  may  develop 
very  rapidly,  especially  in  the  newborn  pe- 
riod. If  this  is  not  recognized  and  operated 
on  in  time,  the  infant’s  life  may  be  jeop- 
ardized. Severe  aortic  stenosis  also  may 
result  in  heart  failure  and  can  be  treated 
successfully  by  surgery.  From  time  to  time 
cyanotic  dyspneic  infants  with  severe  tetral- 
ogy of  Fallot  are  seen  in  whom  heart  failure 
is  suspected. 

These  patients  frequently  have  a relative 
degree  of  anemia  and  may  be  improved 
markedly  with  small  transfusions  of  packed 
red  cells. 

Infants  with  a complete  transposition  of 
the  great  vessels  without  an  adequate  com- 
munication between  the  systemic  and  pul- 
monary circulation  usually  develop  severe 
progressive  heart  failure.  These  patients 
almost  invariably  die  imless  they  are  oper- 
ated on.  At  present  the  Blalock-Hanlon“ 
or  the  Baffes***  procediu'e  are  the  procedures 
of  choice.  Infants  with  heart  failin*e  due  to 
a slow  heart  rate  secondary  to  congenital 
heart  block  should  be  treated  by  increasing 
their  heart  rate  to  an  adequate  level  by  the 
use  of  a pacemaker.  At  present  there  is  no 
surgical  treatment  for  mitral  or  aortic  atre- 
sia, and  the  treatment  for  certain  other  com- 
plex malformations,  such  as  truncus  com- 
munis and  a single  ventricle,  is  not  satisfac- 
tory. 

Infants  with  paroxysmal  supraventricular 
tachycardia  usually  respond  extremely  well 
to  digitalis.  Infants  with  heart  failure  due 
to  severe  anemia  are  treated  best  with  small 
transfusions  of  packed  red  cells.  Acute 
purulent  pericarditis  is  a serious  but  for- 
tunately rare  complication  of  pneumonia  and 
bacteremia  which  may  lead  to  cardiac 
tamponade  and  manifestations  of  congestive 
heart  failure. 

Intensive  antibiotic  therapy  and  the  sur- 
gical evacuation  of  the  pus  is  the  treatment 
of  choice. 

Iatrogenic  heart  failure  due  to  excessively 
large  infusions  of  intravenous  fluids  usually 
can  be  prevented  by  a careful  technic  and 
is  best  treated  cautiously  by  the  temporary 
reduction  of  the  fluid  intake  and  the  ad- 
ministration of  digoxin.  Mercurial  and 
other  diuretics  should  be  avoided,  especially 
where  electrolytes  are  deranged,  as  in 
diarrheal  states.  The  addition  of  a diuretic 
may  compound  the  disturbance  and  result 
in  a fatal  ending. 


Summary 

The  diagnosis  of  heart  failure  in  infancy  is 
usually  easy  and  depends  on  the  coexistence 
of  tachypnea  and  hepatomegaly  in  an  infant 
with  cardiac  enlargement.  Tachycardia  is 
almost  invariably  present,  facial  edema 
is  common,  but  peripheral  edema  is  rarely 
foimd.  Rales  in  the  limgs  usually  occur  late 
in  the  course  of  heart  failure.  The  most 
conamon  cause  of  heart  failure  in  infancy  is 
congenital  heart  disease.  The  treatment 
should  be  directed  to  the  underlying  cause; 
therefore,  an  accurate  diagnosis,  frequently 
involving  cardiac  catheterization  and  angio- 
cardiographic procedures,  may  be  necessary. 
In  some  cases  intensive  medical  therapy, 
the  details  of  which  are  discussed,  is  all  that 
is  required.  In  others,  surgical  therapy  is 
the  treatment  of  choice.  The  best  results 
are  obtained  by  a combination  of  an  early 
diagnosis  and  good  management.  However, 
the  results  of  treatment  are  stiU  uniformly 
poor  in  a significant  minority  of  infants 
with  complex  congenital  malformations. 
The  solution  of  this  vexing  problem  must 
await  a new  approach. 
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Discussion 

Eugenie  F.  Doyle,  M.D.,  New  York  City. 
Dr.  Lynfield,  in  a very  succinct  presentation. 
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has  covered  all  the  important  aspects  of 
heart  failure  in  infancy.  There  are  a 
few  points  I would  like  to  consider  further 
for  emphasis. 

We  fully  agree  that  digoxin  is  the  digitalis 
preparation  of  choice.  The  judicious  use 
of  this  agent  can  be  life-saving  in  the  treat- 
ment of  even  tiny  premature  infants. 
Digoxin  is  quite  a safe  agent  if  clinical  and 
electrocardiographic  monitoring  are  uti- 
lized properly.  A preliminary  base-line  elec- 
trocardiogram always  should  be  obtained  if 
possible  before  digitalization  is  instituted. 
The  dosage  should  be  pushed  until  the 
desired  therapeutic  effect  or  toxicity  is 
achieved.  If  toxicity  does  occur,  and  it 
well  may,  especially  in  the  infant  who  may 
have  hypokalemia  from  diuretic  administra- 
tion, the  drug  should  be  withdrawn  tem- 
porarily, potassium  chloride  should  be 
administered  orally  or  intravenously  if 
necessary,  and  the  rapid  excretion  of  the 
digoxin  will  effect  the  prompt  disappearance 
of  the  toxic  manifestations. 

In  our  experience  the  infants  with  en- 
docardial fibroelastosis  and  paroxysmal  atrial 
tachycardia  are  variable  in  their  responses 
to  digoxin  and  sometimes  require  very  high 
doses  up  to  0.05  mg.  per  pound  of  body 
weight  before  a therapeutic  effect  is  achieved. 


In  addition  to  intramuscular  mercurials, 
we  have  found  oral  hydrochlorothiazide 
is  highly  efficacious  when  digoxin  alone  is 
not  adequate  to  control  failure.  Supple- 
ments of  orange  juice  and  grape  juice  or 
oral  liquid  potassium  salts  should  be  given 
to  assure  adequate  potassium  intake  when 
hydrochlorothiazide  is  used.  Also,  the  dis- 
continuation of  the  medication  for  one  or 
two  days  weekly  may  be  helpful  in  pre- 
venting hypokalemia. 

A clinical  improvement  in  the  child  with 
congestive  heart  failure  should  not  cause 
unboimded  optimism  and  the  cancellation 
of  definitive  diagnostic  studies.  Now  that 
infants  can  be  studied  with  low  risk  in  the 
good  diagnostic  laboratories,  the  clinical 
improvement  effected  by  anticongestive 
failure  measures  should  be  used  as  a signal 
that  the  patient  is  ready  for  study.  It 
should  not  lead  the  physician  to  advise  the 
postponement  of  studies  because  the  infant 
who  goes  into  failure  obviously  has  a 
lesion  causing  a severe  hemodynamic  bur- 
den which  may  be  relieved  only  temporarily 
with  medical  measures.  As  Dr.  Lynfield 
has  stated,  the  best  treatment  of  congestive 
heart  failure  must  be  directed  to  the  under- 
lying cause,  and  therefore,  a precise  diagnosis 
is  of  the  utmost  importance. 


AnnOUnC6m6nt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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Maternal  and  Fetal 
Blood  Levels  After 
Administration  of 


A GROUP  OF  128  patients  admitted  in  labor 
were  given  on  entry  500  mg.  of  oxytetracycline 
dissolved  in  250  ml.  of  5 per  cent  glucose  in 
water,  administered  intravenously  over  twenty 
to  thirty  minutes.  A comparison  with  a con- 
trol group  showed  no  differerwe  in  incidence 
of  infection,  complications,  duration  of 
hospital  stay,  or  adverse  drug  effects.  The 
fetal  levels  ranged  from  1.5  to  4 micrograms 
per  milliliter,  with  the  majority  falling  in  the 
2.5  to  3 micrograms  per  milliliter  range.  It 
is  suggested  that  prophylaxis  be  given  to  all 
patients  with  premature  rupture  of  the  mem- 
branes if  labor  has  not  ensued  in  five  hours 
and  in  all  cases  with  clinical  signs  of  maternal 
pyrexia  and  fetal  tachycardia. 


Oxytetracycline 

Early  Prophylaxis  in  Premature 
Rupture  of  Membranes 

JOHN  A.  MONFORT,  M.D. 
ISRAEL  DIAMOND,  M.D. 
ARTHUR  MACGREGOR,  M.D. 
JOSEPH  PELUSO,  M.D. 
Brooklyn,  New  York 

From  the  Department  of  Pediatrics,  Pathology,  and 
Obstetrics,  The  Lutheran  Medical  Center 


P ERiNATAL  DEATHS  in  New  York  City 
increased  by  9 per  cent  from  1956  to  1961.* 
The  increase  is  believed  due  to  a population 
shift,  increasing  the  number  of  inhabitants 
in  the  lower  socioeconomic  levels  and  in- 
creasing the  incidence  of  prematurity  and 
premature  rupture  of  membranes.  Infec- 
tion accoimts  for  a significant  portion 
of  perinatal  deaths.  **  A recent  study  of 
1,500  consecutive  imselected  deliveries  re- 
veals that  intra-uterine  inflammation  occurs 
in  11  per  cent,  a figure  greater  than  the 
incidence  of  clinically  evident  neonatal 
infection.®'^  It  is  possible  that  some  intra- 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Pediatrics,  May  15,  1962. 


uterine  inflammation  is  due  to  hypoxia 
rather  than  to  infection,^  but  the  role  of 
bacterial  infection  seems  well  established. 
Significant  further  reduction  in  mortality 
may  be  obtained  by  prophylaxis  rather 
than  by  direct  therapy  for  established 
infection.  This  study  was  prompted  by 
a desire  to  standardize  indications  for 
treatment  in  cases  of  premature  rupture 
of  membranes  in  our  hospital,  as  weU  as 
by  our  interest  in  using  an  effective  agent. 

Attempts  to  prevent  fetal  infection  have 
been  carried  out  with  a variety  of  drugs, 
administered  by  different  routes  and  sched- 
ules. Some  have  produced  fetal  toxicity.® 
Prophylactic  treatment  has  been  empirical 
in  most  instances;  but  Smith,  Jennison, 
and  Langley'*  have  suggested  that  maternal 
pyrexia  of  any  degree  and  fetal  tachycardia 
are  evidence  of  fetal  infection.  These 
authors,  using  intramuscular  streptomycin 
and  oral  oxytetracychne,  obtained  a signifi- 
cant reduction  of  fetal  mortality  in  patients 
treated  for  more  than  forty-eight  hours. 
A similar  view  regarding  prophylaxis  is 
expressed  by  Harnaes  and  Torp.® 

Oxytetracychne  has  been  used  extensively 
in  the  newborn,  and  the  only  possible 
untoward  effects  reported  to  date  are 
concerned  with  the  deposition  of  the  drug 
in  the  bones  and  teeth.  Changes  in  these 
tissues  have  been  observed  only  after 
prolonged  and  intensive  administration.® 
Oxytetracychne,  given  orahy  to  mothers,  has 
yielded  significant  therapeutic  levels  in 
the  fetus.’®"*®  Reports  of  maternal  in- 
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Time  in  hours  after  intravenous  administration 

FIGURE  1.  Maternal  and  infant  oxytetracycline  levels  after  maternal  intravenous  administration. 


travenous  administration  encompass  rel- 
atively few  cases.  One  report  describing 
impressive  fetal  levels  does  not  state  the 
time  interval  after  maternal  intravenous 
administration.  Decio  and  Alamanni*^  have 
suggested  that  optimal  results  are  to  be 
obtained  with  an  initial  priming  intravenous 
dose  of  0.5  Gm.,  followed  by  oral  doses 
at  four-hour  intervals.  Fetal  drug  levels 
ranging  from  2.5  to  5 micrograms  per 
milhliter  were  obtained  eleven  and  one- 
half  to  thirteen  hours  later.  Their  observa- 
tions on  cord  blood  fifteen  and  thirty 
minutes  after  maternal  administration 
yielded  levels  below  1 microgram.  In  a 
subsequent  report  Decio  demonstrated 
that  twenty-four  hoinrs  after  a single  0.5 
Gm.  intravenous  dose  of  oxytetracychne, 
fetal  levels  of  0.8  to  1 microgram  per  mil- 
liliter are  obtainable.  He  also  showed  that 
significant  amounts  of  antibiotic  are  present 
in  the  amniotic  fluid  fifty-four  hours  after  the 
infusion. 

Our  report  describes  the  results  of  the 
maternal  intravenous  administration  of  oxy- 
tetracycline* in  128  cases,  with  alternate 
admissions  as  untreated  controls.  The 
treated  cases  were  admitted  in  labor  and 
were  given  on  entry  500  mg.  of  oxytetra- 
cycline dissolved  in  250  ml.  of  5 per  cent 


glucose  in  water,  administered  intravenously 
over  twenty  to  thirty  minutes.  Immediately 
after  delivery,  a sample  of  cord  blood  was 
collected,  with  precautions  to  prevent  con- 
tamination by  maternal  blood.  A sample 
of  maternal  blood  was  drawn  from  the 
antecubital  vein.  The  sera  were  separated, 
frozen,  and  subsequently  assayed*  by  the 
plate  diffusion  method,  using  Bacillus  cereus 
var.  mycoides  as  the  test  organism. 

Results 

A comparison  of  the  two  groups  of  mothers 
and  their  respective  offspring  revealed 
no  difference  in  the  incidence  of  infection, 
complications,  duration  of  hospital  stay, 
or  adverse  drug  effects.  Of  particular 
interest  was  the  complete  absence  of 
monilial  infection  in  both  groups.  The 
serum  assays  revealed  the  following;  Cord 
blood  drawn  within  twenty  minutes  after 
maternal  administration  yielded  fetal  levels 
of  1.8  to  6.4  micrograms  per  milliliter. 
Cord  bloods  taken  thirty  minutes  after 
injection  yielded  levels  of  2.3  to  3.8  micro- 

* The  preparation  used  in  this  study  was  Terramycin.  It 
was  supplied,  and  the  blood  levels  were  determined,  through 
the  cooperation  and  kindness  of  Chas.  Pfizer  & Co.,  Brooklyn, 
New  York. 
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FETAL  LEVELS  AS  PER  CENT  CONCENTRATIONS  OF  MATERNAL  LEVEL 


FIGURE  2.  Number  of  cases  in  which  fetal  blood 
levels  of  oxytetracycline  were  at  various  percent- 
ages of  maternal  concentration. 

grams  per  milliliter.  The  majority  of 
the  cord  blood  levels  were  obtained  from 
deliveries  occurring  one  to  four  and  one- 
half  hours  after  the  intravenous  administra- 
tion. The  fetal  levels  ranged  from  1.5 
to  4 micrograms  per  milliliter,  with  the 
majority  falling  in  the  2.5  to  3 micrograms 
per  milliliter  range.  In  only  four  instances 
was  a level  of  less  than  1.5  micrograms 
per  millimeter  recorded.  In  the  few  cases 
where  delivery  was  delayed,  levels  ranging 
from  1.5  to  2.5  micrograms  per  miUiliter 
were  obtained  after  thirteen  or  more  horn’s. 
Maternal  serum  levels  ranged  from  5.5  to 
2 micrograms  per  milliliter  in  the  first  four 
hours.  After  that  time  they  were  mainly 
between  3 and  2 micrograms  per  milliliter 
(Fig.  1).  In  terms  of  percentage  of  maternal 
concentration,  most  of  the  cord  levels 
(in  98,  or  77  per  cent,  of  the  cases)  ranged 
from  50  to  100  per  cent  (Fig.  2).  The  re- 
sults indicate  that  effective  levels  are  ob- 
tained within  minutes  after  maternal  ad- 
ministration, and  that  significant  amounts 
of  the  drug  persist  for  long  periods. 

Comment 

While  there  may  be  little  or  no  disagree- 
ment concerning  the  theoretical  value  of 
prophylaxis,  in  practice  there  is  a frequent 
disparity  in  attitude  and  method  of  attack 
where  membranes  have  ruptured  prema- 
turely. It  is  believed  by  some  that  uterine 
infection  occurs  after  rupture  of  the  mem- 
branes, only  with  the  onset  of  labor  or 
after  a variable  period  of  time.  Some 
physicians  allow  seventy-two  hours  to 
elapse  before  giving  treatment.  Others 

advise  therapy  after  twelve  hours.  Smith, 


Jennison,  and  Langley’  demonstrated  that 
deaths  from  neonatal  infection,  particularly 
from  pneumonia,  were  significantly  re- 
duced when  maternal  antibiotic  therapy 
was  given  for  more  than  forty-eight  hours 
before  delivery.  Certain  points  appear 
beyond  debate. 

1.  The  signs  of  neonatal  infection  may 
be  subtle  and  frequently  are  manifest  only 
when  death  is  imminent. 

2.  The  ascending  route  of  infection  in 
premature  rupture  of  the  membranes  is 
well  established. 

3.  An  infected  newborn  infant  requires 
active  early  treatment  postnatally. 

4.  Bacterial  infections  in  the  newborn 
are  an  important  cause  of  death,  and  cases 
of  pneumonia  causing  death  within  the 
first  three  days  of  life  are  usually  contracted 
in  utero. 

5.  Successful  prophylaxis  dictates  treat- 
ment before  organisms  have  gained  a 
significant  foothold  in  fetal  tissues. 

Blanc’s  studies  on  the  infected  amniotic 
syndrome’®  showed  a 35  per  cent  incidence 
of  ruptured  membranes  with  no  evidence 
of  placental  inflammation,  and  the  mean 
time  elapsed  after  membranes  were  ruptured 
was  five  hours  and  forty  minutes.  There 
was  50  per  cent  incidence  of  premature 
rupture  of  membranes  in  patients  with 
inflamed  placentas,  and  the  mean  time  that 
had  elapsed  after  rupture  of  the  membranes 
was  twelve  hours  and  fifteen  minutes. 
These  observations  suggest  that  waiting 
twelve  or  more  hours  before  instituting 
treatment  may  be  too  long.  How  much 
time  should  elapse  is  an  open  question,  since 
a great  many  women  will  go  into  labor 
very  shortly  after  rupturing  membranes. 
Prophylaxis  is  not  meant  to  imply  universal 
treatment.  We  suggest  the  following: 

1.  Prophylaxis  should  be  given  to  all 
patients  with  premature  rupture  of  mem- 
branes if  labor  has  not  ensued  in  five  hours. 

2.  The  clinical  signs  of  maternal  pyrexia 
and  fetal  tachycardia  are  indications  for 
prophylaxis  at  any  time,  with  or  without 
rupture  of  membranes. 

3.  Efficient  prophylaxis  will  be  obtained 
by  intravenous  oxytetracycline,  500  mg. 
in  250  cc.  of  5 per  cent  glucose  in  water, 
given  every  twenty-four  hours. 

4.  Rapid  microscopic  examination  of 
the  cord  and  placenta  should  be  performed 
in  all  cases  of  premature  rupture  of  mem- 
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branes.  Where  delivery  has  occurred  in 
less  than  five  hours,  the  presence  of  in- 
flammation is  an  indication  for  antibiotic 
therapy. 

5.  Babies  of  mothers  receiving  pro- 
phylaxis should  continue  to  receive  antibiotic 
therapy. 
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Medicine,  engineering 
merge  in  new  science 

Medicine  and  engineering,  once  poles  apart, 
have  merged  to  form  a new  science,  biomedical 
engineering,  according  to  J.  Harold  Upton 
Brown,  Ph.D.,  chief,  special  research  re- 
sources branch.  National  Institutes  of  Health, 
Bethesda,  Maryland,  writing  in  the  November 
17,  1962,  Journal  of  the  American  Medical 
Association. 

Dr.  Brown  states  that  a new  science  is  arising 
which  bridges  the  gap  between  the  physical  and 
the  life  sciences,  drawing  on  each  of  them  for 
knowledge.  For  example,  the  new  ideas  of 
control  theory  can  be  applied  to  an  understand- 
ing of  the  regulation  of  bodily  processes.  The 
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computer  can  be  arranged  to  simulate  the  living 
system  by  means  of  mathematical  models, 
providing  a new  insight  into  the  operation  of 
many  biologic  systems.  These  studies  require 
not  only  a considerable  skill  in  engineering  but 
also  a thorough  understanding  of  the  biologic 
process  to  be  investigated. 

There  are  very  few  individuals  well  trained  in 
both  medicine  and  engineering,  Dr.  Brown  said. 
“It  is  estimated  that  several  hundred  such 
trained  scientists  will  be  needed  by  1970  in 
medical  schools,  graduate  schools,  engineering 
schools,  government  and  private  research 
laboratories,  and  in  other  as  yet  unforeseen 
positions.”  At  present,  he  said,  there  are  about 
eight  such  “hybrid  individuals”  being  trained 
a year,  most  of  the  programs  being  offered  in 
schools  of  engineering  with  a few  in  medical 
schools. 
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Carcinoma 
of  the  Esophagus 
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A SERIES  OF  335  cases  of  carcinoma  of  the 
esophagus  treated  up  to  five  years  ago  is  the 
basis  for  this  report.  Reference  will  be 
made,  however,  to  more  recent  experience  to 
reflect  the  changing  concepts  in  the  manage- 
ment of  the  disease  more  accurately. 

In  1953  a group  of  161  cases  was  reported.  ^ 
Since  that  time  and  up  to  five  years  ago,  we 
have  had  the  opportimity  to  observe  and 
treat  an  additional  174  patients  who  had 
this  disease.*  We  do  not  wish  at  this  time 
to  review  this  total  experience  but  rather 
to  pay  particular  attention  to  the  group  that 
was  given  2-million-volt  therapy  at  the 
Massachusetts  Institute  of  Technology,  in 
addition  to  surgery. 

It  cannot  be  denied  that  there  is  today 
a noticeable  feeling  of  discouragement  with 
the  therapy  of  cancer  of  the  esophagus.  It 
is  widely  felt  and  commonly  stated  that 
surgery  is  of  almost  no  avail.  We,  too,  have 
been  deeply  concerned  with  the  low  salvage 
rate,  but  we  will  try  to  establish  the  fact 
that  there  is  some  basis  for  hope  in  the  newer 
methods  of  treatment,  with  special  reference 
to  combined  surgery  and  radiotherapy. 

Presented  at  the  I56th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Chest  Diseases,  May  16,  1962. 

* By  invitation. 


OF  174  PATIENTS  With  corcinoma  of  the 
esophagus,  27  were  referred  specifically  for 
high-voltage  therapy.  Of  the  remaining  147, 
95  were  deemed  operable.  This  relatively 
high  resection  rate  (64.6  per  cent)  is  explained 
by  the  increasing  use  of  palliative  resection 
(23  per  cent) . A careful  preoperative  evalua- 
tion, with  special  reference  to  the  cardiovascu- 
lar, renal,  and  pulmonary  systems  and  the 
correction  of  obvious  disturbances,  reduces 
the  risk  to  the  minimum.  An  operation  is 
indicated  for  any  lesion  which  is  considered 
mobile  by  a skilled  endoscopist  and  for  lesions 
situated  in  the  lower  half  of  the  esophagus. 
The  operation  of  choice  depends  on  the  in- 
dividual case.  Up  to  1958,  17  patients  em- 
barked on  a course  of  combined  surgery  and 
radiotherapy,  and  13  completed  the  course  of 
radiotherapy.  Three  of  the  latter  group 
lived  for  five  years  or  longer,  which  gives 
reason  to  believe  that  combined  therapy  yields 
a worth-while  salvage. 


This  report  will  emphasize,  in  addition, 
three  recent  advances  in  therapy:  (1)  the 

preparation  of  patients  for  surgery,  (2)  the 
evolution  of  current  technics,  and  (3)  the 
development  of  effective  radiation  therapy  in 
association  with  surgery. 

Of  the  174  cases  mentioned  here,  27  were 
referred  specifically  for  high-voltage  therapy. 
The  remaining  147  will  serve  as  a basis  for  a 
preliminary  report  on  the  use  of  surgery 
combined  with  supervoltage  radiation  in 
this  disease  (Table  I). 

The  salvage  from  carcinoma  of  the 
middle  and  upper  thirds  of  the  esophagus 
in  the  past  has  been  almost  zero  regardless  of 
the  treatment  employed. 

In  the  second  group  of  147  cases,  95 
cases  were  deemed  operable.  This  represents 
a relatively  high  resection  rate  (64.6  per 
cent)  and  is  explained  by  the  increasing  use 
of  palliative  resection  (23  per  cent.  Table  II). 
This,  in  turn,  is  justified  by  the  abihty  of 
these  patients  to  swallow  after  the  operation 
and  by  the  fact  that  it  is  part  of  a program 
of  evaluating  combined  surgery  and  super- 
voltage therapy. 

Of  great  interest  today  is  the  investiga- 
tion of  the  cause  of  malignant  disease  in 
various  organs.  It  cannot  be  stated  with 
assurance  that  any  specific  factor  has  been 
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TABLE  I.  Carcinoma  of  esophagus  and  cardioesophagus  treated  with  2-million-volt  radiation'(resected 

and  nonresected  cases) 


Type  of  Carcinoma 


Number 

of 

Patients 


Number 

Com- 

pleting 

Therapy 


Average  Survival  from  Date  of  Operation  or 

Biopsy — — — — . 

Living— ^ — — , — Dead — 

Number  Number 

of  Months  of  Months 

Patients  Surviving  Patients  Surviving 


Carcinoma  of  esophagus 

Not  resected,  all  levels 

35 

25 

1 

58 

34 

6.5 

Upper 

12 

7 

1 

58 

11 

5.9 

Middle 

20 

16 

0 

0 

20 

7 

Lower 

3 

2 

0 

0 

3 

4.3 

Resected,  all  levels 

17 

13 

3 

50 

14 

8.7 

Upper 

3 

2 

1 

43 

2 

4 

Middle 

12 

9 

2 

54.5 

10 

13.7 

Lower 

2 

2 

0 

0 

2 

6 

Cardioesophageal  carcinoma 

Not  resected 

4 

2 

0 

0 

4 

5.2 

Resected 

12 

10 

5 

54.2 

7 

18.4 

TABLE  II. 

Operability  of  147  cases 

Procedure 

Number 

Per  Cent 

Inoperable  at  original  examination 

23 

15.6 

Explored,  total 

124 

84.4 

Explored,  no  resection  (inoperable) 

29 

19.8 

Resected 

95 

64.6 

Curative 

61 

41.5 

Palliative 

34 

23.1 

incriminated  in  carcinoma  of  the  esophagus. 
Nevertheless,  the  suggestion  has  heen  made 
repeatedly  that  irritation  in  the  form  of 
heat  is  a factor;  supporting  this,  we  have 
the  statistical  study  of  Kwan^  on  esophageal 
cancer  in  China.  In  that  country,  where 
the  use  of  heated  wine  is  common,  esophageal 
cancer  has  a high  incidence.  Similarly,  the 
studies  by  Hartz^  in  Curacao  in  the  West 
Indies  indicate  that  cancer  of  the  esophagus 
is  an  extremely  common  neoplasm  in  as- 
sociation with  the  use  of  hot  liqueurs. 
Finally,  the  association  of  cancer  with 
certain  benign  diseases  is  worthy  of  mention. 
Thus,  carcinoma  has  been  found  in  associa- 
tion with  the  Plummer- Vinson  syndrome, 
with  corrosive  strictures,  and  with  esophagi- 
tis. More  recently,  alcohol  has  been  im- 
plicated in  the  etiologic  factors  of  this 
disease. 

Carcinoma  of  the  esophagus  does  not 
seem  to  be  increasing  in  frequency;  however, 
it  may  not  be  so  rare  as  is  sometimes  thought. 
In  1948  esophageal  cancer  accounted  for 
3,700  deaths  in  this  country  out  of  a total 
cancer  mortality  of  200,000.  This  is  an 
incidence  of  just  under  2 per  cent.  The 


number  of  men  exceeded  the  number  of 
women  with  this  disease  except  for  cancer 
of  the  hypopharynx.  The  paucity  of  re- 
ports in  the  literature  suggests  that  rela- 
tively few  surgeons  have  become  sufficiently 
interested  in  this  subject  to  treat  it  actively. 
Perhaps  this  may  be  explained  by  the 
variety  and  the  seriousness  of  the  problems 
involved  but  even  more  by  the  discouraging 
aspects  of  the  problem. 

Pathology 

Most  carcinomas  of  the  esophagus  are 
epidermoid  in  origin  but  frequently  are 
classified  by  the  pathologist  as  undif- 
ferentiated. Occasionally,  a more  mature 
type  of  epidermoid  lesion  is  found,  but  this 
is  exceptional.  An  adenocarcinoma  some- 
times may  be  found  in  the  midesophagus. 

The  tumors  which  occur  at  the  lower  end 
of  the  esophagus  are  adenocarcinomas  and 
are  essentiaUy  similar  to  gastric  cancers. 
The  lesions  above  the  pyriform  sinus  are 
transitional  cell  carcinomas,  or  lympho- 
epitheUomas,  and  are  not  primarily  of  sur- 
gical interest. 
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Carcinomas  of  the  esophagus  usually  are 
of  an  ulcerating  type  which  rapidly  involves 
all  the  layers  and  becomes  fixed  to  the 
surrounding  tissues.  Metastases  to  regional 
lymph  nodes  are  common,  although  it  may 
be  that  the  dissemination  of  the  disease  oc- 
curs relatively  late.  Sbcty-eight  per  cent  of 
our  cases  have  shown  either  local  extension 
or  regional  lymph  node  metastases.  The 
precepts  on  which  our  philosophy  of  therapy 
is  based  are  related  to  the  relatively  late 
dissemination  of  this  disease.  This  is  in 
contradistinction  to  the  behavior  of 
carcinoma  of  the  limg,  in  which  dissemina- 
tion occurs  early  as  well  as  frequently, 
and  this  is  important  in  establishing  the 
feasibility  of  combined  surgery  and  radia- 
tion. 

It  has  been  noted  repeatedly  that  car- 
cinoma of  the  esophagus  spreads  along  and 
under  the  mucosa.  This  unfortimate  fact 
has  resulted  in  many  inadequate  resections 
and  local  recurrences. 

Diagnosis 

The  diagnosis  of  cancer  of  the  esophagus 
should  be  easy.  Judging  by  the  lateness 
of  the  state  of  the  disease  when  it  is  seen 
in  most  cases,  this  apparently  is  not  so. 
Almost  all  of  the  patients  with  cancer  of  the 
esophagus  have  dysphagia.  The  common- 
est cause  of  dysphagia  probably  is  anxi- 
ety, but  this  is  the  last  diagnosis 
which  the  clinician  should  make.  The 
process  of  ruling  out  such  sources  of  error 
as  hiatus  hernia,  esophagitis,  stricture, 
benign  tumor,  external  pressure,  and  achala- 
sia do  not  involve  any  special  difficulties. 
A barium  swallow  followed  by  an  esoph- 
agoscopy  and  a biopsy  should  be  done  in 
aU  doubtful  cases.  It  should  be  remembered 
that  esophagitis  frequently  exists  in  associa- 
tion with  cancer  and  that  cancer  may  exist 
in  association  with  other  benign  diseases, 
such  as  diverticulum  or  achalasia. 

The  important  consideration  is  that  every 
patient  with  dysphagia  should  be  studied 
thoroughly  and  persistently  imtil  a diagnosis 
is  established. 

Preoperative  preparation 

Some  recent  advances  have  been  made 
in  preoperative  preparation.  Many  of  these 
patients  are  elderly,  and  the  evaluation 


and  care  of  the  geriatric  patient  have 
improved  greatly  in  recent  years,  as  has  the 
conduct  of  his  surgery.  Careful  preopera- 
tive study,  with  special  reference  to  the 
cardiovascular,  renal,  and  pulmonary  sys- 
tems and  the  correction  of  obvious  dis- 
turbances, reduces  the  risk  to  the  minimum. 
These  older  patients  must  be  kept  active 
in  the  period  before  surgery  and  must  be 
indoctrinated  thoroughly  in  leg  and  arm 
movements  and  in  the  mechanics  of  deep 
breathing  and  coughing. 

Preoperative  studies  on  blood  volume, 
weight  loss,  and  plasma  proteins  have 
assumed  increasing  importance.  This  is 
particularly  true  in  patients  who  have 
obstructing  lesions  of  the  gastrointestinal 
tract.  It  has  been  determined  that  large 
amounts  of  calories  may  be  given  intra- 
venously, even  when  an  obstruction  is 
present.  One  L.  of  intravenous  fluid  con- 
taining fructose,  alcohol,  and  protein  hy- 
drolysate wiU  deliver  800  calories  and  over  30 
Gm.  of  protein  which  is  calorically  available. 
Thus,  2,000  to  3,000  calories  may  be  ad- 
ministered intravenously  in  twenty-four 
hours.  In  addition,  intravenous  fat  in  the 
form  of  15  per  cent  cottonseed  oil  may  be 
given  daily  for  short  periods,  if  necessary. 
However,  an  overdosage  of  this  agent  may 
result  in  temporary  hver  damage  and  coagula- 
tion defects,  the  so-called  fat-overload 
syndrome.  Not  more  than  ten  daily  in- 
fusions should  be  given.  ^ 

Somewhat  more  controversial  is  the  ques- 
tion of  the  restoration  of  the  blood  volume 
in  depleted  patients.  It  has  been  em- 
phasized that  patients  with  a normal  or 
supernormal  plasma  volume  may  be  rendered 
hypervolemic  by  the  addition  of  whole  blood 
or  even  plasma  in  the  preoperative  period 
unless  careful  blood  volume  studies  show 
that  an  actual  deficit  exists.  A jejimostomy 
is  rarely  required  in  this  disease  if  the 
preceding  measures  are  carried  out. 

Of  great  importance  today  is  the  re- 
appearance of  serious  postoperative  pul- 
monary complications  in  surgical  patients, 
particularly  after  intrathoracic  procedures. 
Thus,  serious  pneumonia  and  even  gangrene 
of  the  lung  and  multiple  abscesses  are 
encountered  occasionally,  as  they  were  in 
the  earlier  period  of  thoracic  surgery. 
Therefore,  the  preoperative  elimination  of 
the  foci  of  infection,  especially  in  the 
tracheobronchial  tree,  is  important. 
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Treatment 

Before  discussing  treatment,  perhaps  we 
should  indicate  when  an  esophageal  carci- 
noma is  inoperable.  It  would  appear  ob- 
vious that  the  widespread  dissemination 
of  disease  precludes  surgery  of  any  sort 
except  to  obtain  tissue  for  a histologic 
study.  Likewise,  the  presence  of  positive 
findings  in  the  nodes  in  the  axilla  or  neck, 
and  of  an  enlarged,  nodular  fiver  yielding 
positive  biopsy  findings  would  suggest 
a terminal  case.  The  presence  of  an 
esophagotracheal  fistula  also  indicates  in- 
operability. The  only  exception  to  this 
group  which  is  worthy  of  consideration 
is  the  patient  who  has  had  an  especially 
long  history  of  disease  before  the  treatment 
was  begun.  Although  such  cases  apparently 
are  inoperable,  if  the  lesion  is  of  low  biologic 
activity,  a palliative  procedure  may  reason- 
ably be  offered. 

The  place  of  gastrostomy  in  the  routine 
management  of  inoperable  cancer  of  the 
esophagus  is  controversial.  We  have  pre- 
ferred not  to  use  it  as  a rule,  although  oc- 
casionally it  is  employed  when  palliative 
x-ray  therapy  is  being  given  for  inoperable 
cancer. 

The  place  of  radiation  in  cases  of  in- 
operable cancer  is  not  universally  agreed  on. 
X-ray  therapy  may  be  useful  when  pain 
is  a problem  or  in  instances  in  which  relief 
in  swallowing  might  give  comfort  for  a 
reasonable  period  of  time.  Long  courses 
of  high  voltage  therapy  or  cobalt  would  not 
seem  justified  in  disseminated  disease. 

In  short,  we  believe  that  an  operation 
is  indicated  for  any  lesion  which  is  con- 
sidered mobile  by  a skilled  endoscopist  and 
for  lesions  situated  in  the  lower  half  of  the 
esophagus.  When  they  are  located  in  the 
upper  half  of  the  esophagus,  mobile  lesions 
probably  also  should  be  explored,  but 
tumors  rigidly  fixed  in  the  upper  half  and 
particularly  in  the  upper  third  of  the  esopha- 
gus are  best  treated  by  palliative  radiation. 

The  Wookey'’’  operation  has  a place  in  the 
management  of  esophageal  cancer.  How- 
ever, malignant  lesions  of  the  high  cervical 
esophagus  frequently  are  accompanied  by 
lymph  node  metastases.  If  such  metastases 
are  localized,  radical  neck  dissection  may 
be  combined  with  the  Wookey  procedure. 
Although  in  our  experience  most  lesions  in 
this  area  have  been  inoperable,  an  occasional 


patient  has  survived  for  many  years  after 
such  treatment. 

Lesions  of  the  center  portion  of  the  esopha- 
gus are  explored  best  if  there  seems  to  be  a 
reasonable  expectation  that  they  may  be 
excised.  Indeed,  even  the  partial  removal 
of  such  lesions,  followed  by  the  restoration 
of  esophagogastric  continuity,  results  in 
palliation  and  makes  the  delivery  of  massive 
high-voltage  therapy  to  the  mediastinum 
much  safer.  From  the  technical  standpoint 
we  prefer  the  procedure  which  has  evolved 
gradually  from  the  early  days  of  thoracic 
surgery,  namely,  the  excision  of  the  esopha- 
gus through  the  right  side  of  the  chest. 
This  has  been  developed  in  recent  years  by 
Lewis’  in  England,  by  Pack*  in  this  country, 
and  by  others.  It  is  conceded  that  a 
separate  mobilization  of  the  stomach  through 
the  abdomen  is  required,  but  the  ease  of  the 
excision  of  esophageal  cancers  through  the 
right  side  of  the  chest  appears  to  compensate 
for  this  shortcoming.  We  prefer  this  pro- 
cedure to  the  left-sided  approach  for  cancers 
of  the  upper  portion  of  the  esophagus  which 
was  popularized  by  Sweet®  and  by  Garlock 
and  Klein. 

Lesions  of  the  lower  half  of  the  esophagus 
tend  to  spread  early  to  the  retrogastric 
lymph  nodes.  Accordingly,  a radical  re- 
section of  the  area  of  the  cardia  is  required, 
and  this  can  be  done  only  through  the  left 
side  of  the  chest.  The  sacrifice  of  the 
function  of  the  left  half  of  the  diaphragm 
is  required,  which  is  a disadvantage,  but  the 
satisfactory  type  of  radical  operation  which 
is  possible  through  this  approach  would  seem 
much  more  likely  to  eradicate  the  disease. 

Under  the  heading  of  recent  advances  in 
esophageal  cancer  we  would  include  the  use 
of  various  organs  as  a substitute  for  the 
esophagus.  The  use  of  the  jejunum  and 
the  right  portion  of  the  colon  has  been  espe- 
cially popular.  We  never  have  seen  any 
reason  for  not  using  the  stomach,  when  it 
was  available — that  is,  when  it  was  not 
previously  operated  on  or  injured  with 
caustic.  Nevertheless,  a small  experience 
with  the  retrosternal  transplantation  of  the 
right  side  of  the  colon  indicates  that  this 
operation  can  be  done  safely  and  gives 
excellent  palliation  in  inoperable  cases. 
Fistulas  frequently  form  in  the  neck  where 
the  esophagus  is  joined  to  the  cecum  or  to  the 
terminal  ileum,  but  in  our  experience  these 
heal  spontaneously.  Unfortunately,  the  re- 
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TABLE  III.  Operative  mortality  and  anatomic  site  of  124  explored  cases 


Procedure 

Number  of 
Cases 

. — Postoperative  Deaths — , 
Number  Per  Cent 

Exploration 

No  resection  (inoperable) 

29 

0 

0.0 

Resection 

95 

25 

26.3 

Above  arch  of  aorta 

41 

16 

39.0 

Below  arch  of  aorta 

54 

9 

16.7 

Total  resections 

124 

25 

20.2 

turn  of  the  appetite  and  a weight  gain  are 
not  the  rule  after  a colon  transplant. 

We  have  had  no  experience  whatever  with 
the  various  tubes,  such  as  the  Souttar  tube, 
the  Berman  tube,  and  the  Mackler  tube,  that 
have  been  suggested  for  the  inoperable 
obstructed  esophagus. 

Results  of  treatment 

Before  considering  the  results  of  the 
treatment  of  cancer  of  the  esophagus, 
we  might  consider  why  they  have  been  so 
poor.  We  have  suggested  previously,  as 
have  Mustard  and  Ibberson,"  that  the 
surgeon’s  attitude  toward  this  disease  has 
changed  in  recent  years.  In  the  early 
period  of  esophageal  surgery  the  operation 
of  esophagectomy  was  of  such  magnitude 
that  its  actual  accomplishment  was  grounds 
for  satisfaction.  This  satisfaction  has  de- 
clined gradually  as  the  shortcomings  of 
radical  surgery  have  been  reahzed.  This 
knowledge  has  been  followed  by  disappoint- 
ment and,  finally,  by  discouragement.  As 
indicated  at  the  beginning  of  this  report, 
this  tone  of  discouragement  is  obvious  in 
the  current  literature  on  the  subject  of 
cancer  of  the  esophagus  and  is  obstructive 
to  progress  in  the  treatment  of  the  disease. 

The  results  of  the  treatment  of  cancer  of 
the  esophagus  are  poor  because  of  the  high 
degree  of  malignancy  of  the  tumor.  Al- 
though dissemination  occurs  relatively  late, 
the  anatomy  of  the  esophagus  is  such  that 
tumors  rapidly  involve  the  surroimding 
structures  which  cannot  be  spared.  Fur- 
thermore, the  musculature  of  the  esophagus 
tends  to  retract  longitudinally;  it  has  no 
serosa,  and  the  muscle  is  loosely  knit  so  that 
it  does  not  hold  sutures  well.  Finally,  the 
age  of  these  patients  and  their  markedly 
impaired  physical  condition  are  formid- 
able barriers  to  overcome.  The  presence 


TABLE  IV.  Survival  rates  in  resected  cases 

Survival  in 
. — -Percentages — . 
Average  Two  Three  Five 


Months 

Years 

Years 

Years 

All  resected  cases 
Palliative 

15.9 

17.5 

13.4 

8.2 

resections 
Positive  nodes 

11.4 

11.8 

8.8 

2.9 

(46.4  per  cent) 
M icroscopically 

15.0 

17.8 

11.1 

6.7 

close  to  resec- 
tion margin 

11,4 

9.5 

4.8 

4.8 

of  coronary  disease  and  of  pulmonary 
emphysema  is  almost  universal. 

It  will  be  seen  from  Table  III  that  124 
patients  were  treated  in  the  five-year  period 
from  1950  to  1955  inclusive.  During  that 
period  the  mortality  for  lesions  above  the 
aortic  arch  was  39  per  cent,  and  for  tumors 
below  the  arch  it  was  16.7  per  cent.  Only 
8.2  per  cent  of  the  patients  (Table  IV) 
survived  for  five  years.  Because  of  these 
tragic  figures,  we  were  pleased  to  add  super- 
voltage radiation  to  our  armamentarium. 

Table  I shows  our  results  with  this  form 
of  therapy  up  to  1958.  Attention  is  called 
to  the  patients  who  were  given  the  combined 
treatment.  Up  to  that  time  17  patients 
embarked  on  this  course,  and  13  completed 
the  course  of  radiotherapy.  Three  of  the 
latter  group  hved  for  five  years  or  longer. 
This  series,  of  course,  is  much  too  small  to 
have  statistical  significance,  but  it  does 
suggest  that  a greater  salvage  may  be 
obtained  by  this  combined  therapy  than 
has  been  available  by  any  other  means. 

A more  recent  series  of  patients  treated 
since  1958  is  now  under  study,  and  we  have 
reason  to  beheve  that  this  combined  therapy 
does,  indeed,  yield  a worth-while  salvage. 

It  may  be  asked  reasonably  why  surgery 
is  included  at  aU  if  radiation  is  effective  in 
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destroying  esophageal  cancer.  We  have 
attempted  to  cure  esophageal  lesions  with 
radiation  alone.  None  of  these  were  early 
cases  in  which  there  was  a reasonable  chance 
of  cm-e  by  surgery.  It  is  possible  that  the 
lesions  in  this  category  could  be  cured  with 
radiation.  Those  that  we  have  treated 
with  massive  high-voltage  radiotherapy 
have  been  very  large  lesions  which  had 
destroyed  the  entire  waU  of  the  esophagus 
and  had  come  to  involve  the  surrounding 
structures.  The  results  of  high-voltage 
therapy  of  such  a tumor  is  the  total  destruc- 
tion of  the  esophagus  with,  in  some  cases, 
massive  hemorrhage  from  the  aorta,  a 
fistula  into  the  bronchus,  or  a mediastinal 
abscess.  For  this  reason  we  have  urged  that 
an  exploratory  operation  be  performed  on  aU 
patients  who  do  not  have  gross  evidence  of 
dissemination.  At  the  time  of  the  explora- 
tion the  tumor  should  be  removed  if  possible, 
even  when  tumor  tissue  must  be  left  behind, 
followed  by  at  least  6,000  r of  high-voltage 
therapy. 

Conclusion 

An  attempt  has  been  made  to  review  a 
series  of  cases  of  cancer  of  the  esophagus 
in  the  light  of  the  changing  modes  of  pre- 
operative preparation  and  surgical  and 


Health  and  safety 
travel  tips 

Physicians  may  wish  to  apprise  patients  who 
are  planning  winter  vacations  of  some  pre- 
cautions to  make  the  trip  more  pleasant. 

Those  who  wear  glasses  should  take  along 
their  lens  prescription  so  that  a broken  lens 
can  be  replaced. 

Diabetic  patients  should  make  sure  of  a 
source  of  supply  of  insulin  abroad.  A tag  or 
pocket  card  indicating  the  patient’s  condition 
is  a must. 

In  most  large  European  cities,  tap  water  is 
perfectly  safe  to  drink.  This  is  not  the  case 


radiation  therapy. 

It  is  suggested  that  the  use  of  2-million- 
volt  therapy  combined  with  surgery  repre- 
sents the  best  available  therapy  for  this 
disease.  The  value  of  this  combination 
can  be  settled  only  after  a long  period  of 
time  with  a large  series  of  cases,  but  the 
preliminary  experience  is  encouraging. 
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in  many  areas  of  the  world,  however,  and  it  is 
wise  to  make  sure  of  the  purity  of  the  water. 
When  there  is  doubt,  bottled  water  should  be 
ordered. 

Ice  in  soft  drinks  and  highballs  is  no  safer 
than  the  water  from  which  it  is  made.  When 
the  water’s  purity  is  in  doubt,  drinks  should 
be  consumed  continental  fashion — without  ice. 

Canned  or  evaporated  milk  is  safer  than 
fresh  milk  in  most  parts  of  the  world.  Travelers 
should  exercise  caution  about  eating  raw 
fruits  and  vegetables. 

Travel  agents  or  air  or  ship  ticket  offices 
should  be  contacted  regarding  vaccination 
requirements  in  foreign  countries.  The  United 
States  requires  a recent  smallpox  vaccination 
certificate  for  re-entry. 


272  New  York  State  Journal  of  Medicine  / January  15,  1963 


Public  Health  Aspects 
of  Alcoholism 

MARVIN  A.  BLOCK,  M.D.* 
Buffalo,  New  York 

From  the  University  of  Buffalo  Wledical  School 


Any  disease  process  at  its  very  inception 
is  difficult  to  differentiate  from  what  is  con- 
sidered normal  health.  The  earliest  stage 
of  any  iUness  must  represent  but  a slight 
variation  from  what  was  up  to  then  con- 
sidered the  normal  healthy  state.  Often, 
the  variation  from  so-called  normal  health 
is  a generalized  transition  with  no  definite 
indications  as  to  which  course  the  disease 
may  take.  Not  until  definite  pathways  of 
symptomatology  develop  can  a direction  be 
recognized.  Not  until  there  is  a focusing  of 
the  signs  and  symptoms  can  a diagnosis  be 
made. 

The  experienced  mind  is  continually  alert 
to  early  signs  and  symptoms  of  deviation 
from  the  normal.  In  addition  to  recognizing 
and  labeling  a disease  process,  a compara- 
tively new  area  associated  with  public 
health,  the  behavioral  sciences,  has  focused 
much  attention  on  a number  of  chronic  dis- 
eases which  are  influenced  profoundly  by 
social  phenomena  which  have  hitherto  been 
considered  nonmedical.*  Such  phenomena 
as  social  pressures,  patterns  of  group  be- 
havior, occupation,  education,  and  recreation 
influence  to  a great  extent  the  epidemiology 
and  progress  of  this  group  of  chronic  diseases. 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Preventive  Medicine  and  Public  Health,  May  16,  1962. 

* Chairman,  Committee  on  Alcoholism,  American  Medical 
Association,  and  Chairman,  Subcommittee  on  Addiction  to 
Alcohol  and  Narcotics,  Medical  Society  of  the  State  of  New 
York. 


Because  of  the  vast  variety  of  patterns  in 
so-called  normal  behavior  and  the  compara- 
tively slight  variation  from  this  so-caUed 
normal  in  the  early  stages  of  any  of  these 
illnesses,  prompt  recognition  becomes  ex- 
tremely difficult.  When,  in  addition,  there 
is  a stigma  attached  to  any  of  these  illnesses, 
the  difficulty  of  diagnosis  is  increased  be- 
cause the  symptoms  are  denied  by  the 
individuals  involved,  and  those  most  closely 
associated  with  the  patient  refuse  to  ac- 
knowledge the  existence  of  the  stigmatized 
condition. 

The  term  “alcoholism”  is  a general  one, 
describing  several  species  of  social  behavior 
and  conduct  associated  with  the  excessive 
ingestion  of  alcohol.  There  are  many  types 
of  alcoholic  persons,  perhaps  as  many  types 
as  there  are  different  types  of  people.  All, 
however,  have  one  characteristic  in  common 
— excessive  drinking.  In  evaluating  this 
condition,  which  is  fairly  xmiversal,  we  see 
that  practically  every  country  in  the  world 
has  its  own  predominant  type  of  alcohohc 
patient.  Differences  often  are  the  conse- 
quence of  the  drinking  customs  of  the 
particular  country.  In  our  country,  many 
cases  of  alcoholism  are  recognized  less 
readily  because  they  do  not  fit  into  the 
observer’s  preconceived  image  of  the  disease. 
The  variations  in  the  patterns  of  drinking 
are  tremendous.  Excessive  drinking  may  be 
daily  or  it  may  be  only  periodic.  This  de- 
pends on  the  needs  of  the  individual  in- 
volved. However,  the  epidemiology  of  the 
disease  becomes  more  difficult  to  determine 
because  of  the  inability  to  pinpoint  the 
various  patterns.  It  can  be  established  only 
after  sufficient  studies  of  normal  drinking 
and  other  behavioral  patterns  in  the  general 
population,  as  well  as  in  particular  areas, 
have  been  made.  Here  is  a field  which 
cries  for  considerable  further  exploration. 

Broadly  speaking,  alcoholism  might  be 
considered  as  the  use  of  alcoholic  beverages 
to  an  extent  that  causes  any  damage  to  the 
individual  or  society  or  both.  The  disease 
represents  but  one  segment  of  a tremendous 
mental  health  problem.  Alcohol  itself  is 
but  the  agent  through  which  the  disease 
process  manifests  itself.  Without  it,  there 
would  be  no  alcoholism.  The  same  etiologic 
factors  might  produce  many  other  behavioral 
problems. 

For  those  who  resort  to  alcohol  as  a drug 
to  meet  their  particular  needs,  these  etiologic 
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factors  manifest  themselves  in  excessive 
drinking  and  eventual  addiction,  commonly 
known  as  alcoholism.  In  our  country,  the 
prevalent  type  of  alcoholism  is  that  in  which 
there  is  an  attempt  to  escape  the  realities 
and  problems  of  hving  by  the  excessive  use 
of  alcohol.  The  criteria  by  which  the 
species  of  alcoholism  are  differentiated  are: 
the  presence  or  absence  of  psychologic 
dependence,  control,  and  progression  and 
a combination  of  tissue  tolerance  and  phys- 
iologic dependence,  characterized  by  symp- 
toms of  withdrawal.^  The  form  most 
prevalent  in  the  United  States  demonstrates 
an  acquired  tissue  tolerance  to  alcohol, 
adaptive  cell  metabolism,  withdrawal  symp- 
toms or  physical  dependence,  and  loss  of 
control.  From  the  point  of  view  of  public 
health,  therefore,  efforts  should  be  made 
to  help  those  individuals  suffering  from  this 
illness  to  meet  the  realities  of  living  through 
education,  example,  and  support.  A general- 
ized program  must  be  pointed  at  the  futility 
of  attempting  to  escape  from  these  realities 
and  avoiding  responsibilities  through  a 
readily  available  and  socially  acceptable 
drug. 

It  is  estimated  that  there  are  about  5 
milhon  people  in  the  United  States  who 
suffer  from  alcoholism.  About  one  tenth  of 
these  individuals  reside  in  the  State  of  New 
York.  Generally  speaking,  this  means  that 
about  6 per  cent  of  our  adult  population, 
or  1 out  of  every  15,  are  afflicted  with  this 
illness.  Numerically,  there  are  few  public 
health  problems  which  match  this  in  impor- 
tance. As  with  any  other  illness,  the  earlier 
it  can  be  detected  and  treatment  instituted, 
the  sooner  recovery  can  be  accomplished. 
Obvious,  then,  is  the  tremendous  necessity 
that  everyone  be  acquainted  with  the  early 
signs  and  symptoms  of  this  illness.  Even 
more  important  is  the  necessity  for  impress- 
ing the  general  public  with  the  fact  that  it  is  a 
prevalent  illness,  a serious  and  progressive 
disease  which  requires  help  for  its  victims  at 
its  very  earliest  manifestation. 

Early  signs  and  symptoms 

For  purposes  of  early  diagnosis,  it  is 
necessary  that  the  various  early  signs  or 
even  suspicions  be  accepted  as  criteria  if 
we  are  going  to  meet  this  illness  as  a public 
health  problem.  Strictly  from  a public 
health  viewpoint,  a comparative  disregard 


for  the  present  alcoholic  population  would 
be  justified,  and  efforts  could  be  directed 
totally  toward  the  prevention  of  future 
alcoholism.  The  present  generation  of  alco- 
holic persons  will  disappear  eventually  with 
time,  with  or  without  treatment,  and 
whether  they  recover  or  not.  We  have  a 
responsibility  to  try  to  alleviate  their 
suffering,  correct  their  condition,  and,  to  as 
great  a degree  as  possible,  return  them  to 
normal  health.  However,  if  we  do  not 
take  the  necessary  steps  to  prevent  a future 
generation  of  such  ill  people  from  taking 
their  place,  we  have  gained  nothing  in  the 
over-all  public  health  picture.  Prevention, 
then,  as  with  any  other  health  problem,  is 
the  objective  to  be  achieved. 

The  slightest  difficulty  with  alcohol  con- 
sistent with  drinking  and  occurring  at  any 
time  should  be  considered  a problem  for  the 
person  who  is  so  affected.  The  term 
“alcoholism”  conjures  up  in  the  mind  of 
most  people  the  skid  row  bum.  This  small 
percentage  of  the  alcoholic  population  can 
hardly  be  considered  typical  of  alcoholism 
in  the  light  of  our  present  knowledge. 
In  its  early  stages,  often  called  problem 
drinking,  alcoholism  may  be  recognized 
only  by  the  adverse  effects  on  the  drinker 
which  are  present  consistently  when  he 
drinks.  The  fact  that  he  does  not  correspond 
to  the  image  of  the  alcoholic  person  in 
another  individual’s  mind  does  not  mean  he 
is  not  alcoholic.  It  can  mean  that  he  is  in 
the  early  stages  of  a progressive  disease 
which  may  be  as  yet  unrecognized.  Cer- 
tainly, then,  the  average  layman  cannot  be 
relied  on  to  make  a diagnosis,  since  he  does 
not  know  the  necessary  criteria.  The 
patient  himself  cannot  judge  accurately 
because  the  very  illness  itself  modifies  his 
judgment  adversely.  Add  to  this  the  fact 
that  the  stigma  stiU  attached  to  the  term 
“alcoholism”  encourages  denial  on  the  part 
of  the  patient.  This  same  stigma  will 
often  affect  the  judgment  of  the  people  who 
are  interested  in  the  patient,  family  and 
friends,  who  would  rather  deny  than  apply 
a term  of  opprobrium  to  one  they  love. 

Although  there  is  no  indisputable  proof 
that  high-fat  foods  cause  high  cholesteremia 
or  atherosclerosis,  there  seems  to  be  no 
criticism  attached  to  the  individual  who 
refuses  to  eat  such  high-fat  foods.  Rather, 
he  is  regarded  as  a wise  person  who  takes  no 
risks  with  his  health.  Even  if  his  actions 
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are  based  only  on  what  may  be  regarded  as 
a theory,  this  same  result  could  be  obtained 
with  proper  education  regarding  alcohol. 
Certainly  everyone  who  eats  excessive 
amounts  of  fat  will  not  necessarily  suffer 
from  atherosclerosis,  but  the  precaution  can 
be  respected  and  not  ridiculed.  And  I 
need  not  add  that  there  are  many  who  enjoy 
the  high-cholesterol  foods.  The  same  theory 
might  be  applied  to  alcohol  and  its  use. 

Prevention 

How,  then,  can  we  meet  so  prevalent  and 
serious  a problem?  Alcoholism  represents 
but  one  of  a serious  group  of  iUnesses 
affecting  the  behavior  of  individuals.  Its 
recognition  depends  not  only  on  the  physical 
or  mental  states  of  the  individual,  but  also 
on  the  mores  and  behavioral  patterns 
of  the  culture  in  which  he  lives.  The  social 
pressures  and  customs  of  a people  determine 
what  constitute  average  reactions,  and  in 
this  area  there  is  a dire  need  for  further 
exploration,  research,  and  education.  One 
thing  we  must  acknowledge,  however,  is 
that  where  an  individual  or  his  family 
or  society  as  a whole  suffers  as  the  result  of 
I a given  type  of  behavior,  it  constitutes  a 
problem  which  must  be  corrected. 

In  approaching  the  mental  health  aspects 
of  alcoholism  as  a disease  and  its  prevention, 

; it  is  essential  that  a broad  educational 
program  be  directed  at  improving  mental 
attitudes  toward  life  generally.  This  should 
' be  conducted  on  all  planes,  starting  from 
I early  youth  up  through  adulthood  in  all 
I formal  educational  spheres.  This  should 
! include  the  primary  as  well  as  the  secondary 
schools  and  the  colleges  and  graduate 
I schools.  It  is  essential  that  young  people  be 
' taught  to  live  in  a world  which  is  real  and 
not  always  pleasant,  that  problems  are  part 
of  living  and  must  be  contended  with  to  the 
best  of  one’s  ability. 

Prevention  must  be  on  many  levels. 
It  must  include  both  theory  and  meth- 
odology in  community  mental  health  ap- 
proaches. The  objective  is  to  reduce  the 
impact  of  stress  on  individuals  where  possible 
and  to  increase  the  ability  of  individuals  to 
cope  with  stress.  It  must  include  education 
on  alcoholism  itself  as  an  illness  and  patterns 
of  behavior  and  attitudes  of  groups  toward 
drinking  generally.  Not  only  must  the 
teaching  be  done  by  formal  methods,  but 


also  informally  by  family  members,  clergy- 
men, police,  and  court  personnel,  as  well  as 
by  those  persons  involved  in  the  so-called 
caretaker  disciplines. 

We  live  in  a complex  and  troubled  world. 
Tensions  must  be  accepted  as  part  of  daily 
living  and  should  be  considered  part  of  normal 
life.  Frustrations  must  not  always  be  unex- 
pected, and  the  ability  to  accept  such  situa- 
tions should  be  part  of  every  individual’s  train- 
ing. When  some  adverse  situations  become 
overwhelming,  there  is  a desire  on  the  part 
of  all  human  beings  to  retreat.  Such  a 
retreat  can  be  done  knowingly  and  with  the 
express  consciousness  of  the  reasons  for  such 
a retreat.  To  attempt  any  escape  into 
complete  unreality,  however,  or  obhvion 
itself  is  an  abnormal  response.  Under 
exceptional  circumstances,  such  as  over- 
whelming grief  or  tragedy,  a period  of 
temporary  oblivion  through  drugs  might  be 
justified,  but  to  resort  to  drugs  on  the  slight- 
est frustration  or  tension  promotes  a 
diminution  in  the  resistance  so  necessary 
to  overcome  the  problems  of  living.  Alcohol 
is  one  of  these  drugs  which,  because  of  its 
ready  availability  and  its  social  acceptance, 
has  been  used  far  too  often  for  this  purpose.  ^ 
We  must  recognize  that  it  is  but  the  agent, 
while  the  actual  etiologic  factors  still  reside 
within  the  individual  using  it. 

Communicability 

In  addition  to  this  aspect  of  the  alcoholism 
program,  there  is  another  which  even  more 
intensely  requires  the  attention  of  public 
health  agencies.  I refer  to  the  commimica- 
bility  of  the  illness.  There  is  no  direct  evi- 
dence that  alcoholism  is  inherited  as  such, 
but  it  has  been  demonstrated  that  in  the 
families  where  a member  is  alcoholic,  the 
environment  and  circumstances  are  so 
affected  that  they  become  conducive  to  the 
production  of  the  same  problem  in  other 
members  of  the  family.  As  a method  of 
escaping  realities,  children  have  a tendency 
to  imitate  their  parents,  even  when  there 
is  objection  to  the  method  used.  It  is  im- 
portant, then,  that  education  on  alcoholism 
be  intensified,  particularly  for  those  exposed 
to  such  communicability. 

To  accomplish  these  results,  basic  pat- 
terns must  be  changed.  Just  as  Prohibition 
engendered  a disregard  for  law  and  order, 
and  it  became  smart  to  circumvent  the  law. 
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by  proper  mass  education  we  can  change 
attitudes.  In  those  cultures  where  ex- 
cessive drinking  is  not  tolerated  and  social 
ostracism  is  the  penalty  for  violation,  very 
httle  excessive  drinking  is  seen.  By  teach- 
ing parents  that  their  own  behavior  is  of 
extreme  importance  in  determining  the 
future  of  their  children,  we  might  be  able  to 
convince  them  that  the  true  sophisticate,  if 
he  drinks,  never  does  so  to  excess;  and  so,  if 
he  cannot  control  his  drinking,  he  must  not 
even  start.  To  recognize  early  the  signs 
which  may  be  indicative  of  problem  drinking 
and  to  speak  freely  about  them  without 
prejudice  would  remove  the  stigma  from 
those  for  whom  it  would  be  wiser  to  abstain. 

Comment 

There  is  nothing  here  that  should  be 
construed  as  antialcohol.  As  with  many 
things  in  life,  there  are  some  who  become 
afflicted  with  certain  illnesses  for  no  ap- 
parent reason.  With  some,  we  can  eventu- 
ally accoimt  for  the  reason.  With  others, 
we  cannot.  From  a public  health  view- 
point, it  is  imperative,  therefore,  that  we 
take  every  reasonable  avenue  to  learn  as 
much  as  we  can  about  the  etiology  and 
treatment  of  alcoholism.  Until  we  can 
pinpoint  the  exact  cause,  however,  it  is 
essential  that  we  take  whatever  measures 
we  do  know  will  help  to  recognize  this 
problem  early  and  treat  those  who  suffer 
from  it.  Beyond  that,  it  is  essential  that  we 
institute  the  proper  measures  to  prevent  an 
iUness  which,  without  a doubt,  can  be 
prevented. 

When,  through  some  circumstance  or 
another,  the  illness  does  strike,  we  must  be 
alerted  to  the  early  finding  of  cases.  Many 
persons  in  the  public  health  fields  are  in 
unique  positions  to  serve  in  this  capacity. 
Physicians,  nurses,  visiting  nm-ses,  public 
health  officers,  and  all  technical  personnel 
must  be  trained  in  the  early  signs  of  problem 
drinking  or  alcoholism.  Those  in  public 
welfare  departments  and  other  social  welfare 
groups  also  must  be  alerted  to  the  possibility 
of  this  illness  in  their  clients.  Industry 
must  cooperate  in  finding  and  rehabilitating 
those  in  their  sphere  who  are  suffering 
from  this  disease.  The  government  has  its 
responsibility  in  providing  the  necessary 
facilities  for  treatment  for  those  who  cannot 


afford  private  care.  Alcoholism  has  medical, 
psychiatric,  sociologic,  and  economic  aspects, 
all  of  which  must  be  considered  in  attacking 
the  problem.  More  than  any  other  agency, 
the  government  is  equipped  to  provide  and 
coordinate  activities  in  these  areas. 

Frequent  drinking  sprees,  drinking  the 
first  thing  in  the  morning,  time  lost  from 
work  or  duties,  the  necessity  for  drinking  at 
definite  periods  of  the  day,  drinking  to  gain 
courage,  blackouts  or  periods  of  amnesia, 
and  criticism  of  the  individual  by  his  rela- 
tives or  friends  all  constitute  early  signs  j 
of  alcoholism.  Whenever  alcohol  is  used  as  j 
a drug  to  produce  certain  effects  at  certain 
times  rather  than  as  a beverage  in  its  social 
sense,  then  the  beginning  of  problem  drink- 
ing is  evident.  Get  the  patient  at  this 
stage  of  the  illness,  and  he  can  be  saved  a ' 
great  deal  of  trouble.  He  must  be  influenced 
to  seek  treatment  at  this  time  from  any  of 
the  available  public  or  private  resources 
which  stand  ready  to  help  him.  The 
tendency  on  the  part  of  the  patient  to  deny 
that  his  drinking  is  excessive  or  beyond  his 
control,  or  even  interfering  with  his  life, 
must  be  overcome  not  by  scolding  or 
criticism,  but  by  education  as  to  what 
constitutes  alcoholism  and  how  at  its  very 
inception  the  signs  are  not  too  different  from 
those  of  heavy  social  drinking. 

Once  having  diagnosed  the  disease,  treat- 
ment facilities  must  be  made  available  to 
the  individual  requiring  those  facilities. 
Hospital  inpatient  departments,  outpatient 
clinics,  half-way  houses,  rehabihtation  cen- 
ters, foster  homes,  and  employment  op- 
portunities must  aU  be  made  available 
to  the  individual  who  is  to  be  rehabilitated. 
This  should  be  part  of  any  public  health 
program.  When  all  of  these  facilities  are 
made  available,  and  when  a complete 
program  for  the  prevention  of  the  disease  is 
instituted  on  a broad  level,  then  we  can  say 
that  the  approach  to  the  public  health 
aspects  of  alcoholism  have  been  attempted. 
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Case  history 

Annelies  Zachary,  M.D.:  The  patient 
was  twenty -five  years  old,  0-positive,  and 
para  l-l-O-O-l.  A serologic  test  for  syphilis 
gave  negative  results;  her  last  menstrual 
period  had  been  July  28,  1960;  and  her 
expected  date  of  confinement  was  May  4, 
1961.  She  was  admitted  at  thirty-one  weeks 
of  gestation.  On  the  morning  of  admission 
she  had  fainted;  later  she  noted  a gush  of 
blood,  the  beginning  of  uterine  contractions, 
and  back  pain.  When  she  was  admitted  to 
the  hospital  one  hour  later,  the  patient  had 
no  particular  tenderness  over  the  abdomen; 
however,  she  complained  of  severe  back  pain. 
The  size  of  the  uterus  was  in  accordance  with 
the  length  of  gestation.  The  uterus  was 
progressively  tighter  during  contractions.  A 
pelvic  examination  showed  a closed,  nonef- 
faced  cervix.  The  fetal  heart  was  regular 
and  strong.  The  hematocrit  was  27.5.  The 
patient  was  started  on  two  units  of  whole 
blood  and  was  posted  for  an  emergency 

Transcript  of  a conference  held  April  25,  1961.  The  path- 
ologic report  is  based  on  work  done  under  grants  from  the 
United  Cerebral  Palsy  Research  and  Educational  Foundation 
and  the  Association  for  the  Aid  of  Crippled  Children  to  Dr. 
Gruenwald. 


cesarean  section.  One  hour  and  twenty-two 
minutes  after  her  adnaission,  a premature 
male  infant  was  delivered  by  low  cervical 
cesarean  section  under  cyclopropane  an- 
esthesia. The  child  breathed  and  cried 
immediately.  When  the  uterus  was  opened, 
the  placenta  was  found  completely  detached 
from  the  uterine  wall.  It  was  removed  to- 
gether with  about  1,000  to  1,500  cc.  of  blood 
clots.  The  uterus  was  closed  in  a routine 
fashion.  The  patient  withstood  the  pro- 
cedure weU,  and  the  postpartum  course  was 
uneventful. 

IsADORE  A.  Siegel,  M.D.:  Where  was  the 
placenta  attached  posteriorly  or  anteriorly 
when  you  opened  the  uterus? 

Dr.  Zachary:  It  was  floating  on  a blood 

clot. 

Dr.  Siegel:  It  was  floating,  but  was  it 
anterior  or  posterior  to  the  fetus?  I ask  that 
question  because  the  patient  had  all  of  her 
pain  in  the  back.  That  suggests  that  the 
placenta  might  have  been  implanted 
posteriorly  and  that  this  is  why  there  was  no 
real  tenderness  anteriorly.  I just  wanted 
that  confirmation,  if  you  had  it. 

Dr.  Zachary:  As  far  as  I remember,  when 
we  opened  the  uterus,  we  got  the  placenta 
out  of  the  blood  clot  and  then  got  the  baby. 

Dr.  Siegel:  You  removed  the  placenta 

and  all  and  looked  into  the  uterus? 

Dr.  Zachary:  I do  not  think  this  was 

possible.  It  was  a low  cervical  cesarean 
section. 

Dr.  Siegel:  That  could  very  well  be. 

May  we  hear  the  infant’s  history? 

Boris  O’Mansky,  M.D.:  The  infant  was 
born  at  10:30  a.m.  on  March  6,  1961.  It 
breathed  and  cried  spontaneously  and 
voided.  No  abnormalities  were  noted.  The 
lungs  were  fairly  weU  aerated.  There  were 
no  rales.  Moderate  subcostal  retractions 
were  noted.  The  Apgar  score  was  8 at  one 
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minute.  The  pulse  rate  was  140  and  regular, 
the  respiratory  rate  60.  The  color  was  good. 
There  was  no  molding  of  the  head  or  over- 
riding of  the  sutures.  The  eyelids  were 
edematous.  There  was  a bilateral  good 
light  reflex.  No  masses  were  palpable;  the 
chest  was  symmetrical.  There  was  no 
cardiomegaly.  The  liver  edge  was  barely 
palpable  below  the  right  costal  margin. 
The  spleen  was  not  felt.  The  right  testicle 
was  in  the  scrotum;  the  left  was  at  the 
border  of  the  canal.  The  extremities  were 
normal.  A neurologic  examination  showed: 
the  Moro  reflex,  good;  grasp,  good;  suck, 
poor;  and  tone,  good.  All  extremities  moved 
well.  The  birth  weight  was  1,750  Gm. 

The  patient  was  placed  in  an  Isolette  with 
full  humidity  and  heat  to  30  to  31  C.  No 
feeding  was  to  be  given  for  twenty-four 
hours;  oxygen  was  given  as  needed.  The 
pulse  and  respiration  were  examined  at  one- 
hour  intervals.  There  were  two  episodes  of 
cyanosis  during  the  afternoon  at  ap- 
proximately 2:00  to  3:00  p.m.  The  child 
responded  only  to  a high  concentration  of 
oxygen.  There  were  retractions,  and  they 
began  to  increase  and  there  was  grunting. 
The  respiratory  rate  varied  between  50  and 
70.  There  was  poor  peripheral  aeration  of 
the  lungs.  The  hematocrit  was  58.  At 
7 : 00  P.M.,  the  infant  was  still  in  high  oxygen. 
The  skin  was  pink  and  the  respirations  30  to 
40,  but  irregular  and  with  grunting.  The 
chest  moved  somewhat  asymmetrically,  the 
left  chest  dipping  in  more  deeply  than  the 
right.  The  breath  sounds  were  poor 
throughout.  A chest  film  revealed  a patchy 
infiltration  of  the  upper  and  lower  lobes 
of  the  right  lung.  An  electrocardiogram 
showed  flat  and  negative  T waves  throughout 
most  of  the  leads.  The  patient  was  given 
penicillin  and  streptomycin. 

At  12:55  A.M.  there  were  prolonged  epi- 
sodes of  apnea.  The  respirations  were  4 per 
minute  with  deep  gasps.  The  right  side  of 
the  chest  was  entirely  solid  and  dull  to  per- 
cussion throughout;  the  left  side  was  slightly 
more  resonant.  The  heart  rate  decreased 
rapidly  from  110  to  40  and  then  to  10.  The 
quality  of  the  sounds  was  poor.  There  was 
generalized  cyanosis  and  complete  flac- 
cidity.  Thirty  to  40  cc.  of  5 per  cent  dex- 
trose in  water  and  0.3  cc.  of  adrenahn  were 
given  intravenously  during  a fifteen-minute 
period.  The  respirations  increased  to  10 
gasps  per  minute,  the  heart  rate  returned 


to  120,  color  improved  slightly,  and  the  tone 
remained  poor.  The  heart  rate  and  respira- 
tions soon  fell  again  and  remained  at  4 to  5 
respirations  per  minute  and  a heart  rate  of 
40  to  60.  At  3:45  a.m.,  respiration  ceased, 
and  no  cardiac  action  was  heard.  The 
infant  was  pronounced  dead. 

The  cerebrospinal  fluid  obtained  post 
mortem  was  xanthochromic.  An  antero- 
posterior and  lateral  view  of  the  entire  body, 
taken  post  mortem,  revealed  normal  bony 
skeleton  and  no  air  within  the  lungs.  The 
total  white  ceU  count  on  March  6 was  10,- 
600.  Blood  cultures  taken  at  the  same  time 
revealed  no  growth.  A nasopharyngeal 
culture  on  March  6 and  a blood  culture  on 
March  7 showed  no  growth. 

Eugene  Kaplan,  M.D.:  Were  the  mother 
and  the  child  both  given  vitamin  K? 

Dr.  Siegel:  It  is  routine  for  aU  mothers 
on  admission  to  receive  vitamin  K,  and  it  is 
usually  routine  for  all  babies,  especially 
premature  ones. 

Dr.  Zachary:  The  mother  received 

vitamin  K at  9:15  a.m.,  and  the  baby  was 
born  at  10 : 22  a.m. 

Dr.  O’Mansky:  The  baby  also  received 
2.5  mg.  vitamin  K at  birth. 

Dr.  Siegel:  Dr.  Hecker,  wiU  you  dis- 
cuss the  obstetric  aspects  of  this  case? 

Obstetric  considerations 

Erwin  Hecker,  M.D.:  This  seems  to  be 
an  out-and-out  case  of  abruptio  placentae. 
When  the  patient  was  admitted,  there  was 
not  much  question  about  the  diagnosis. 
The  examination  revealed  that  the  cervix 
was  long  and  closed,  and  the  decision  to  be 
made  involved  whether  the  mother  or  the 
baby  was  to  be  considered  first.  Here  we  are 
dealing  with  a thirty-one-week  gestation. 
We  did  not  quite  know  how  large  this  baby 
was;  I imagine  it  would  not  have  been  too 
easy  to  evaluate  its  weight.  We  were 
concerned  about  the  mother;  the  mem- 
branes were  apparently  intact,  there  was 
some  external  bleeding,  but  she  had  a lot  of 
backache.  We  were  thinking  in  terms  of  an 
infusion  of  thromboplastin  and  loss  of  fibrin- 
ogen in  the  mother’s  circulation,  with  an 
increased  bleeding  tendency.  And  so  we 
were  confronted  here  with  the  need  to  empty 
the  uterus  and  possibly  to  get  the  baby  out 
alive.  The  fetal  heart  was  good.  We  did 
not  want  to  write  the  baby  off,  but  I would 
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certainly  think  of  the  mother  first  and  the 
baby  second. 

In  the  morning  when  the  operating  sched- 
ule is  heavy,  it  takes  longer  to  get  an  operat- 
ing room  than  it  does  at  night.  Now,  this, 
of  course,  depends  on  the  situation,  but  a 
long  time  elapsed  here;  one  hour  and  twenty- 
two  minutes.  I think  a delivery  room  suite 
should  be  prepared  to  save  babies  with 
abruptio  placentae  by  making  it  possible  to 
do  a section  within  fifteen  minutes.  This 
patient’s  emergency  treatment  was  good. 
She  received  transfusions,  and  a low  cervical 
section  was  done.  There  are  stiU  some  in- 
dications for  doing  classic  cesarean  sections: 
when  it  is  urgent  to  deliver  a baby  with  a 
prolapsed  cord  or  when  one  is  dealing  with 
abruptio  placentae.  However,  this  woman 
had  a low  cervical  section.  We  do  not  know 
where  the  placenta  was  implanted,  but  I 
certainly  agree  that,  because  she  had  pain 
referred  posteriorly,  the  chances  are  that 
she  had  some  bleeding  into  the  posterior 
wall  of  the  uterus.  This  baby  was  a prime 
candidate,  from  the  obstetrician’s  point  of 
view,  for  the  syndrome  that  we  used  to  call 
hyaline  membrane  and  which  is  now  called 
respiratory  distress  syndrome.  Every- 
thing was  present:  prematurity  and  blood 
in  the  uterus  and  apparently  some  distress. 
Other  than  that  I have  nothing  to  add. 

Sidney  Linas,  M.D.:  I would  like  to  ask 
about  the  mother’s  clotting  time;  there  has 
been  no  mention  in  the  history. 

Dr.  Zachary:  We  drew  blood  and  the 
clot  was  retracting  properly. 

Dr.  Linas:  And  what  did  the  uterus 
look  like? 

Dr.  Zachary:  It  was  tense.  There  was 
no  discoloration,  no  mottling. 

Dr.  Siegel:  Any  other  questions?  If 
not.  Dr.  Nitowsky  wiU  discuss  the  pediatric 
aspects. 

Pediatric  aspects 

Harold  M.  Nitowsky,  M.D.:  In  view  of 
the  history  of  the  delivery,  this  premature 
baby  was  in  a remarkably  good  condition  at 
the  time  of  birth.  There  was  no  obvious 
evidence  of  any  intrauterine  fetal  distress, 
no  irregular  or  slow  fetal  heart  rate,  and  at 
birth  this  infant  had  an  Apgar  score  of  8. 
However,  there  was  some  abnormality,  and 
this  had  to  do  with  his  respiration.  He  had 
a respiratory  rate  of  60  and  retractions.  I 


think  one  frequently  sees  the  latter  in  prema- 
ture babies  of  this  size,  but  in  this  case  the 
respirations  were  somewhat  rapid.  There- 
after, the  infant  showed  no  difficulty  until 
about  four  hoinrs  of  age,  at  which  time  some 
episodes  of  cyanosis  occurred.  He  did  re- 
spond to  the  administration  of  oxygen  at 
this  time.  However,  the  retractions  in- 
creased and  were  associated  with  grimting, 
and  here  we  have  a clinical  picture  charac- 
teristic of  the  respiratory  distress  syndrome, 
formerly  termed  hyaline  membrane  syn- 
drome. 

This  baby  was  premature,  he  was  de- 
livered by  cesarean  section,  and  there  was 
intrapartum  bleeding.  All  these  are  factors 
which  we  associate  with  the  development  of 
the  respiratory  distress  syndrome.  How- 
ever, there  are  certain  features  in  the 
infant’s  subsequent  course  which  seem 
to  indicate  that  there  might  be  other  factors 
operating.  For  one  thing,  the  baby  was 
apneic  at  about  fifteen  horns  of  age  with 
gasping  respirations  of  only  4 per  minute, 
and  he  was  described  as  being  flaccid.  In 
view  of  the  history  of  abruptio  placentae,  I 
think  it  would  be  very  likely  that  this  in- 
fant sustained  some  degree  of  hypoxia  in 
utero  associated  with  cerebral  damage,  and 
one  must  include  this  in  the  diagnostic  pos- 
sibilities. 

Another  peculiar  finding,  and  one  which 
I find  hard  to  explain  simply  on  the  basis  of 
the  respiratory  distress  syndrome,  is  the 
fact  that  the  baby’s  respirations  at  the  age 
of  eight  and  a half  hours  were  described  as 
asymmetrical:  There  was  more  movement  in 
the  left  chest  than  in  the  right.  However, 
the  breath  sounds  were  poor  throughout. 
The  x-ray  film  taken  at  that  time  revealed 
patchy  infiltrations  of  the  upper  and  lower 
lobes  of  the  right  lung.  This  is  not  the  char- 
acteristic radiologic  picture  that  we  expect 
in  the  respiratory  distress  syndrome,  where 
one  ordinarily  finds  a diffuse  granuloreticular 
appearance  in  both  lung  fields.  The  find- 
ings in  the  present  infant  suggest  the  pos- 
sibility that  we  are  dealing  with  pneumonia, 
or  possibly  a lobar  or  segmental  atelectasis 
of  the  right  lung  on  the  basis  of  a mucous 
plug  or  aspiration  of  bloody  amniotic  fluid. 
In  terms  of  the  possibility  of  cerebral  hem- 
orrhage, there  are  no  neurologic  findings 
aside  from  the  flaccidity  and  the  prolonged 
episodes  of  apnea.  The  spinal  fluid  at 
autopsy  was  xanthochromic.  We  fre- 


January  15,  1963  / New  York  State  Journal  of  Medicine  279 


quently  encounter  this  in  newborn  infants 
£ind  particularly  in  premature  babies. 

The  anterior  fontanel  was  described  as 
being  flat,  and  this  also  is  not  in  support  of  a 
subarachnoid  hemorrhage,  although,  of 
course,  it  does  not  exclude  the  possibility. 
I think  the  features  and  the  course  of  this 
infant  would  suggest  the  diagnosis  of 
the  respiratory  distress  syndrome.  How- 
ever, there  is  very  likely  an  added  feature  of 
some  intracranial  bleeding  secondary  to 
intrauterine  hypoxia.  There  might  also 
be  some  abnormality  involving  the  right 
lung,  which  led  to  poor  aeration  on  that 
side  in  comparison  with  the  left,  and  this 
might  be  in  the  form  of  a plug  leading  to 
more  severe  atelectasis  on  the  right.  The 
possibility  that  this  clinical  picture  might 
be  explained  on  the  basis  of  infection  was 
considered;  actually  there  was  nothing  to 
support  this.  There  were  no  findings  as- 
sociated with  delivery  which  might  indicate 
intrapartum  or  antepartum  infection.  I 
think  the  final  diagnosis  is  respiratory  dis- 
tress syndrome  associated  with  intracranial 
bleeding  on  the  basis  of  anoxia.  This  might 
be  related  to  the  anoxia  existing  in  utero  as 
well  as  the  superimposed  anoxia  secondary 
to  the  respiratory  distress  syndrome. 

Eugene  Kaplan,  M.D.:  I am  surprised 
by  the  negative  findings;  the  fetal  heart 
rate  showed  no  evidence  of  distress,  there 
was  no  meconium  staining  of  the  amniotic 
fluid,  and  the  baby  was  born  with  an  Apgar 
score  of  8.  Here  we  have  the  most  dis- 
astrous intrauterine  accident  imaginable  in 
the  absence  of  clinical  signs  of  fetal  distress. 

Dr.  Siegel:  I would  like  to  bear  out  what 
Dr.  Hecker  said.  This  patient  was  treated, 
we  might  say,  radically  by  cesarean  section 
primarily  for  the  sake  of  the  mother.  I am 
sure  the  obstetrician  realized  that  the  baby 
was  very  premature  and  its  chances  were 
not  so  very  good.  In  view  of  a long,  closed 
cervix,  any  chance  of  the  patient  going  into 
labor  very  soon  and  very  rapidly  was  in  the 
far  distance.  It  was  mandatory  to  enter 
the  uterus  to  save  the  mother’s  Ufe;  if  at 
the  same  time  we  could  have  obtained  a 
good  baby,  it  would  just  have  been  an  added 
bonus.  This  is  one  case  where  you  could 
not  delay.  The  amount  of  hemorrhage  and 
the  symptoms  which  she  had  along  with  the 
condition  of  her  cervix  meant  that  delay 
might  have  been  disastrous  to  the  mother  as 
well  as  to  the  baby.  Dr.  Gruenwald,  would 


you  like  to  discuss  the  pathology? 

Pathologic  report 

Peter  Gruenwald,  M.D.:  Before  dis- 
cussing the  pathology,  I would  like  to  ask 
just  one  question.  We  heard  that  one  hour 
and  twenty -two  minutes  elapsed  from  admis- 
sion to  the  time  the  baby  was  delivered. 
What  is  the  time  between  the  moment  it 
was  decided  to  do  the  section  and  the  time 
the  baby  was  out?  This  is  really  what 
counts  when  we  talk  about  the  efficiency  of 
getting  a section  done. 

Dr.  Zachary:  Twenty -two  minutes. 

Dr.  Gruenwald:  Well,  that  sounds 

very  much  better. 

Let  me  first  describe  the  pathology  and 
then  discuss  some  aspects  in  general  terms. 

At  autopsy  this  baby  weighed  1,780  Gm., 
and  there  was  really  nothing  very  remark-  ^ 
able  except  that  the  limgs  were  heavy,  dark 
red,  and  firm  and  did  not  float  in  water;  < 
in  other  words  they  had  the  appearance  | 
which  we  expect  to  find  in  atelectasis  with  J 
hyaline  membranes.  I might  say  that  one 
should  use  the  term  respiratory  distress 
syndrome  as  a clinical  diagnosis  and  the 
term  atelectasis  of  prematurity  with  hyaline 
membranes  (or  whatever  part  of  it  applies) 
as  a pathologic  diagnosis,  knowing  that  the 
latter  is  usually  the  basis  of  the  former. 
There  was  moderate  subarachnoid  hemor- 
rhage over  the  cerebellum;  otherwise  the 
brain  showed  no  abnormality;  neither  did 
any  of  the  other  viscera. 

We  can  proceed  to  the  microscopic  find- 
ings. In  a section  of  lung  (Fig.  lA)  you 
can  see  a layer  of  eosin-stained  material 
lining  many  of  the  respiratory  bronchioles. 

It  is  quite  important  to  identify  them: 
These  are  not  broncliioles  because  they  do 
not  have  a lining  of  columnar  epithelium 
that  we  expect  in  the  bronchial  tree,  and 
they  are  certainly  not  terminal  air  spaces 
because  they  are  elongated,  branched  ducts. 
Hyaline  membranes  in  premature  infants 
are  located  characteristically  in  the  respira- 
tory bronchioles  which  are  open  and  contain 
fluid,  whereas  the  terminal  air  spaces  are 
completely  coUapsed.  All  the  solid  tissue 
that  you  see  surrounding  the  respiratory 
bronchioles  consists  of  alveolar  walls  in  ap- 
position. Atelectasis  and  hyaline  mem- 
branes are  seen  in  this  particular  distribu- 
tion in  the  specific  condition  affecting  prema- 
tirre  infants.  We  aU  know  that  hyaline 
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FIGURE  1.  (A)  Section  of  lung.  Only  the  respiratory  bronchioles  are  open  and  filled  with  fluid.  (Par- 
allel lines  in  some  spaces  are  artifacts  due  to  shredding  of  coagulated  material  on  sectioning.)  Most  of 
these  spaces  are  lined  by  hyaline  membranes.  Intervening  solid  tissue  consists  mostly  of  alveolar  walls 
in  apposition.  (B)  Section  of  adrenal.  There  are  disintegrating  cortical  cells  involving  the  zona  fas- 
ciculata  (upper  part  of  figure)  and  nearby  fetal  cortex  (lower  part).  (C)  Section  of  hilus  of  testis,  with  se- 
vere venous  congestion  and  hemorrhage. 

membranes  can  occur  with  a variety  of  the  premature  infant  or  of  the  newborn 

disease  conditions  at  any  time  of  life.  The  infant.  What  is  characteristic  is  this  par- 

hyaline  membrane  is  not  characteristic  of  ticular  form  of  atelectasis  with  hyaline  mem- 
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branes  in  the  respiratory  bronchioles.  It  is 
important  to  realize  this  because  people 
who  have  produced  hyaline  membranes 
artificially  in  guinea  pigs  and  other  animals 
have  done  just  that,  but  they  have  not  re- 
produced the  characteristic  condition  of  the 
premature  infant. 

Here  is  a section  of  an  adrenal  (Fig.  IB) 
with  focal  necrosis  of  the  cortical  cells  that  is 
present  partly  in  the  permanent  cortex; 
There  are  spaces  in  the  zona  fasciculata 
which  obviously  were  occupied  by  cells  but 
which  at  this  point  contain  only  debris. 
One  has  to  be  careful  in  interpreting  this 
because,  as  everyone  knows,  a large  portion 
of  the  adrenal  degenerates  shortly  after 
birth — the  so-called  fetal  cortex  which  is 
located  central  to  the  relatively  narrow  per- 
manent zona  fasciculata.  Normal  degenera- 
tion should,  of  course,  not  be  confused 
with  pathologic  changes.  However,  this 
change  extends  far  enough  toward  the 
periphery  so  that  we  can  recognize  it  as 
pathologic  necrosis  in  the  adrenal  cortex, 
and  I suppose  the  best  explanation  is  that 
it  is  a response  to  stress  due  to  a severe 
stimulation  of  the  adrenal  cortex.  We 
find  this  fairly  commonly  in  newborn  in- 
fants. Another  finding  that  is  also  quite 
common  in  newborn  infants  under  severe 
stress  is  congestion  and  hemorrhage  in 
the  testes,  in  this  case  at  the  hilus  and 
epididymis,  extending  in  streaks  into  the 
testis  itself  (Fig.  1C).  We  do  not  quite 
know  the  significance  of  this  finding;  it  is  so 
frequent  that  it  is  unlikely  to  produce 
severe  permanent  damage,  otherwise  we 
would  see  many  more  damaged  testes. 
Before  we  discuss  the  modern  concept  of  the 
respiratory  distress  syndrome,  I should 
like  to  invite  questions  about  the  patho- 
logic findings. 

Dr.  Nitowsky:  Was  there  any  dif- 

ference in  the  degree  of  involvement  be- 
tween the  left  lung  and  the  right  lung? 

Dr.  Gruenwald:  There  was  none. 

Dr.  Kaplan:  Was  the  subarachnoid 

hemorrhage  of  great  severity?  Was  it 
larger  than  what  is  commonly  seen  in 
perinatal  pathologic  conditions? 

Dr.  Gruenwald:  There  was  suba- 

rachnoid hemorrhage  over  the  hemispheres 
of  the  cerebellum  only.  It  was  not  very 
severe.  If  we  see  this,  we  always  suspect 
that  it  may  have  come  out  of  the  fourth 
ventricle  as  a result  of  intraventricular 


hemorrhage,  but  this  was  not  the  case  here. 
I would  say  that  it  was  not  a very  grave 
condition. 

Dr.  Siegel;  Did  you  section  the  brain 
to  see  if  there  were  any  other  lesions? 

Dr.  Gruenwald:  The  brain  has  been 

sectioned  grossly,  there  are  also  some  micro- 
scopic sections  available,  and  nothing  of 
importance  was  found. 

Dr.  Siegel:  Were  there  any  focal  hemor- 
rhages? 

Dr.  Gruenwald:  No.  If  there  are  no 
further  questions,  I’d  like  to  discuss  some 
basic  points  pertinent  to  this  case. 

Discussion 

The  respiratory  distress  syndrome,  or 
atelectasis  with  hyaline  membranes  has 
puzzled  people  for  a long  time.  There  was 
a time  when  everybody  was  fascinated  by 
the  hyaline  membranes  and  thought  these 
membranes  the  evil  force  which  on  a me- 
chanical basis  prevent  the  lungs  from  ex- 
panding; this  was  thought  to  be  the  cause 
of  the  disease.  The  reason  why  this  can- 
not be  so  is  very  simple:  In  a large  number 
of  cases  one  can  find  hyaline  membranes  in 
some  areas  and  not  in  others,  and  yet  the 
atelectasis  is  quite  widespread  and  is  the 
same  aU  over.  For  this  reason,  I went  on 
record  a number  of  years  ago  calling  the 
hyaline  membranes  an  eosinophilic  herring.^ 
Some  years  later,  a group  in  Boston  showed 
that  the  essential  constituent  of  the  hyaline 
membrane  is  fibrin. ^ I am  saying  the  es- 
sential constituent  because  there  may  be 
other  materials  in  addition,  but  what  makes 
aU  this  form  a membrane  is  apparently 
fibrin.  Now,  fibrin  cannot  be  there  unless 
there  was  first  some  transudation  or  exuda- 
tion; in  other  words,  the  presence  of  hya- 
line membranes  in  the  lung  is  secondary  to 
some  other  pulmonary  disease.  I have 
thought  for  a long  time  that  we  would  learn 
much  more  about  this  condition  if  we  forgot 
about  the  hyaline  membranes,  except  perhaps 
as  a diagnostic  tool.  We  know  that  the  limgs 
of  premature  infants  have  peculiar  ways  of 
expanding;  if  air  is  introduced  at  a moderate 
pressure,  the  respiratory  bronchioles  will 
distend  and  even  overdistend  with  air,  and 
yet  the  alveoli  will  remain  closed.  This 
atelectasis  of  prematurity  can  be  overcome 
by  high  transpulmonary  pressure;  it  is  a 
peculiarity  of  premature  infants’  lungs. 
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FIGURE  2.  Static  pressure-volume  curves  of  two 
lung  specimens,  illustrating  type  of  deflation  char- 
acteristic of  good  and  poor  stability  of  expansion. 
Shaded  areas  are  basis  for  calculating  the  stability 
index  (in  relation  to  the  maximum  volume). 

not  only  of  those  with  hyaline  membranes.^ 
The  condition  may  he  due  to  the  fact  that 
the  radii  of  the  terminal  air  spaces  are 
smaller  than  those  of  the  respiratory  bron- 
chioles. We  know  that  when  surface  ten- 
sion is  involved,  as  it  is  here  where  an  inter- 
face between  air  and  a moist  surface  is 
created,  the  force  needed  to  open  up  a 
space  with  a small  radius  is  much  greater 
than  that  required  to  aerate  a space  with  a 
larger  radius.  If  the  radii  of  the  terminal 
air  spaces  were  in  fact  considerably  smaller 
than  those  of  the  respiratory  bronchioles, 
that  would  explain  the  peculiar  pattern  of 
expansion.  I say  would  because  we  do  not 
have  really  good  information  on  this  point. 

Superimposed  on  this  are  other  factors. 
Several  groups  of  workers  have  postulated, 
and  later  proved,  that  there  is  a peculiar 
surface  active  material  lining  the  air  spaces 
of  normal  limgs.  This  material  is  unique 
in  that  it  becomes  very  highly  surface 
active  and  thus  reduces  surface  tension  to 
very  low  values  when  the  area  lined  by  it 
is  diiriinished,  as  happens  on  expiration. 
When  the  surface  area  increases  again  dur- 
ing inspiration,  the  material  loses  much  of 
its  surface  activity,  and  surface  tension 


rises.  This  accounts  for  the  difference  in 
behavior  of  lungs  during  inspirations  and 
expirations;  on  deflation,  the  pressure- 
volume  curve  does  not  retrace  its  steps, 
but  loss  of  air  occurs  at  much  lower  pres- 
sures than  did  intake.  This  is  known  as 
hysteresis,  and  it  counteracts  collapse  of  the 
lung  on  expiration.  The  substance  re- 
sponsible for  hysteresis  has  therefore  been 
called  an  antiatelectasis  factor.  Recently 
this  field  has  been  covered  by  Mead"*  in  an 
excellent  review.  We  know  that  both  the 
surface  activity  of  this  substance  and 
hysteresis  are  greatly  diminished  in  lungs 
with  hyaline  membranes.^-® 

The  points  of  interest  to  us  are  demon- 
strated by  pressure-volume  curves  (Fig. 
2)  of  lung  specimens  of  2 infants  with 
contrasting  deflation  characteristics.  The 
one  marked  “good  stability”  has  great  hys- 
teresis; there  is  a wide  discrepancy  be- 
tween inflation  and  deflation.  This  lung 
opened  at  the  first  experimental  expansion 
at  20  to  25  cm.  of  pressure,  but  on  deflation 
to  5 cm.  it  still  contained  more  than  three 
quarters  of  the  volume  that  had  entered  at 
pressures  up  to  50  cm.  In  contrast,  the 
curve  marked  “poor  stability,”  derived 
from  a lung  with  hyaline  membranes,  shows 
little  hysteresis;  the  deflation  curve  is 
much  nearer  the  inflation  curve,  and  on 
deflation  to  5 cm.  of  pressure,  only 
one  fourteenth  of  the  air  that  had  entered 
at  40  cm.  was  stiU  contained  in  the  limg. 
This  property  has  been  expressed  by  a 
lung  stability  index  which  is  a measure  of 
the  areas  below  the  deflation  curve  between 
10  and  0 cm.  (shaded  in  Fig.  2)  in  relation  to 
the  maximum  volume.^  Before  this  index 
was  put  to  use,  I wondered  where  to  place 
an  arbitrary  border  line  between  good  and 
poor  stability.  This  turned  out  to  be  no 
problem  because  there  is  one  range  con- 
taining practically  no  observed  values; 
this  provides  a natural  border  line  between 
good  and  poor  stabihty.  Table  I shows  this 
from  my  data  on  liveborn  infants  surviving 
less  than  one  day.  The  figures  in  paren- 
theses indicate  cases  with  hyaline  mem- 
branes. Except  for  1 case,  which  is  just 
above  the  border  line,  all  those  with  hyaline 
membranes  are  in  the  poor  stability  group. 
Specifically,  of  46  infants  weighing  between 
750  and  2,500  Gm.,  34  had  poor  stability 
and  23  of  these  had  hyaline  membranes; 
of  the  remaining  12  with  good  stability. 
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TABLE  I.  Lung  stability  index  of  liveborn  infants  dying  on  first  day  of  life* 
Body  Weight  (Gm.) 


Lung 

301 

501 

751 

1,001 

1,501 

2,001 

2,501 

Stability 

to 

to 

to 

to 

to 

to 

to 

over 

Index 

500 

750 

1,000 

1,500 

2,000 

2,500 

3,000 

3,000 

Good 

1.01  to  1.50 

1 

1 

1 

4 

3 

1 

1 

0.81  to  1.00 

2 

1 (1) 

2 

1 

3 

1 

Borderline 

0.71  to  0.80 

Poor 

0.51  to  0.70 

1 

2 (1) 

4 (4) 

1 (1) 

0 . 31  to  0 . 50 

1 

1 

2 (2) 

8 (4) 

8 (6) 

1 

1 

0 . 00  to  0 . 30 

4 

3 

2 (1) 

4 (3) 

2 (1) 

* Total  cases;  i 

those  with  hyaline  membranes  are  in 

parentheses. 

only  1 had  membranes. 

In  infants  who 

If  we  assume 

tbat  the 

absence 

of  the 

survived  longer  than  one 

day,  this  relation- 

peculiar  surface 

activity. 

and  with 

it  the 

ship  no  longer  prevails; 

some  of  the  lungs 

poor  stability  of  lung  expansion,  is  a prom- 

with  hyaline 

membranes  have 

good  sta- 

inent 

factor  in 

the  pathogenesis 

of  the 

bility.^  I suspect  that  this  means  that  the 
hegirming  of  recovery  of  the  pulmonary 
abnormality  occurs  too  late  to  save  these 
particular  infants. 

It  is  interesting  from  the  point  of  view 
of  the  obstetrician  that  some  stillborn 
infants  who  have  never  even  tried  to  take  a 
breath  also  have  poor  stability  of  their 
lung  expansion.*  It  is  reasonable  to  suspect 
that  similar  infants  who  are  born  alive  with 
poor  stability  are  candidates  for  the  res- 
piratory distress  syndrome.  This  brings  me 
to  a very  important  point,  namely,  that  the 
ground  for  the  respiratory  distress  syndrome 
may  be  laid  before  birth.  The  mechanism 
is  entirely  unknown,  but  there  are  reasons 
to  believe  that  some  form  of  stress  of  the 
fetus  is  involved.  The  mere  fact  that  a good 
number  of  infants  with  poor  stability  are 
stillborn,  when  the  pulmonary  abnormality 
cannot  have  been  the  cause  of  death,  speaks 
for  this.  Cohen,  Weintraub,  and  Lilienfeld® 
came  to  similar  conclusions  after  a statistical 
study  of  the  circumstances  associated  with 
the  birth  of  infants  who  died  later  with 
hyaline  membranes.  As  Dr.  Hecker  has 
mentioned,  these  circumstances  include, 
most  prominently,  prematurity  and  intra- 
partum hemorrhage.  The  case  presented 
today  is  therefore  a typical  example  in  aU 
respects:  There  was  abruptio  placentae, 

prematurity,  and  onset  of  signs  of  pulmonary 
disease  shortly  after  birth.  I believe  it  is 
now  generally  agreed  that  the  notion  of  a 
few  years  ago,  that  these  infants  are  in  good 
health  for  a few  hours  after  birth,  is  in- 
correct. 


respiratory  distress  syndrome,  we  may 
envisage  the  course  of  events  as  follows. 
As  a result  of  some  event  in  utero,  perhaps 
some  form  of  stress  to  the  fetus,  the  lining 
layer  of  the  pulmonary  respiratory  surfaces 
does  not  have  normal  surface  activity, 
which  would  provide  stability  of  aeration. 
At  birth,  the  initiation  of  respiration  and  the 
first  breath  are  unaffected.  Subsequently, 
the  lungs  coUapse  extensively  or  completely 
at  every  expiration.  The  infant  must 
therefore  reopen  its  alveoli  on  every  inspira- 
tion. This  requires  somewhat  less  effort 
than  the  very  first  breath,  but  much  more 
work  than  normal  inspiration.  A vicious 
cycle  develops  gradually  during  the  first 
few  hours  after  birth  as  the  infant’s  oxygen 
requirement  increases  and  fatigue  super- 
venes. This  is  complicated  by  the  tendency 
to  atelectasis  of  prematurity  which  limits 
aeration  to  the  respiratory  bronchioles, 
since  the  alveoli  cannot  remain  open  through 
expiration.  It  is  true  that  even  premature 
infants  can  produce  an  intrathoracic  pres- 
sure gradient  of  60  cm.  and  more,  which 
would  be  sufficient  to  overcome  atelectasis 
of  prematurity;  however,  this  cannot  be 
repeated  at  every  inspiration  for  hours. 
The  infant  will  therefore  breathe  only  with 
its  respiratory  bronchioles  which  provide  an 
insufficient  area  for  exchange,  and  even 
this  occurs  at  the  expense  of  an  imduly 
great  muscular  effort. 

It  is  not  surprising  that  under  these 
circumstances  various  circulatory  and  meta- 
bolic alterations  have  been  found  in  infants, 
with  the  respiratory  distress  syndrome;  I 
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hope  Dr.  Nitowsky  will  have  something 
to  say  about  this  subject.  I personally 
feel  that  these  changes  are  secondary  to  the 
pulmonary  disease  which  I have  outlined; 
but  I am  perhaps  too  deeply  involved  in 
studying  the  lungs  and  too  much  limited 
to  autopsy  material  to  be  a competent 
judge. 

We  have  all  been  puzzled  by  the  com- 
pletely airless  state  that  is  seen  at  autopsy 
in  lungs  of  infants  with  respiratory  distress 
syndrome.  It  is  clear  from  clinical  observa- 
tion that  these  lungs  were  fairly  well  aerated 
at  one  time.  We  now  appreciate  that  what- 
ever air  these  lungs  may  have  contained 
would  surely  be  expelled  after  death  because 
of  the  poor  stability  of  expansion,  as  in  one 
of  the  curves  in  Figure  2. 

The  prevention  of  the  respiratory  distress 
syndrome  wiU,  of  course,  depend  on  our 
knowledge  of  the  causative  factors,  which 
are  probably  operating  during  fetal  life. 
We  have  not  even  begun  to  imderstand 
these.  In  the  future,  treatment  may  be 
directed  toward  the  restoration  of  normal 
surface  activity  in  the  pulmonary  alveoli. 
Please  note  that  throughout  this  discussion, 
I have  always  referred  to  the  presence  or 
absence  of  activity,  not  of  a substance.  If 
activity  is  deficient,  this  may  be  because  the 
surface  active  material  is  either  absent  or 
inactive;  we  don’t  know  which  is  the 
case.  We  may  one  day  have  the  surface 
active  material  available,  perhaps  from 
cattle  or  pig  lungs  from  the  slaughterhouse. 
Yet,  if  the  conditions  within  the  infant’s 
limg  are  unfavorable  for  the  formation  of 
an  active  surface  layer,  it  might  be  useless 
to  apply  the  substance.  We  must  learn 
not  only  what  the  substance  is  and  how 
to  obtain  it,  but  even  more  important, 
what  the  conditions  are  under  which  it 
can  be  active  on  a surface. 

Another  quite  reasonable  approach  is 
being  tried  out  by  Avery.  The  idea  is 
not  to  permit  these  infants  to  come  back 
to  zero  pressure  on  expiration  and  therefore 
not  to  permit  their  lungs  to  coUapse  com- 
pletely. Dr.  Avery  has  enclosed  the  bodies 
of  these  infants,  but  not  their  heads,  in  a 
space  with  a constant  negative  pressure 
of  5 cm.  In  other  words,  their  pressure- 
voliune  curve  is  shifted  to  a more  favorable 
range.  This  might  certainly  be  tried  while 
we  are  not  yet  able  to  influence  surface 
tension. 


Dr.  Siegel;  Dr.  Gruenwald,  you  made  a 
statement  that  although  some  of  these 
babies  are  liveborn,  they  probably  have 
some  inherent  causative  factors  even  before 
the  s5mdrome  is  apparent.  Would  that 
accoimt  for  the  appearance  of  the  respiratory 
distress  syndrome  in  babies  delivered  by 
elective  cesarean  section  at  thirty-eight 
weeks? 

Dr.  Gruenwald:  This  is,  at  least  in 
part,  a myth.  In  their  statistical  work, 
Cohen,  Weintraub,  and  Lilienfeld*  have  gone 
into  the  connection  between  cesarean  section 
and  hyaline  membranes  and  found  that  the 
increased  incidence  of  hyaline  membranes 
in  cesarean  sections  is  entirely  in  the  group 
in  which  there  was  maternal  hemorrhage; 
in  other  words,  these  are  indicated  cesaregm 
sections.  In  cesarean  sections  without 
such  indications,  they  were  unable  to 
demonstrate  any  increase  in  the  incidence 
of  hyaline  membranes.  Such  a case  may 
occasionally  occur,  but  there  is  no  good 
statistical  evidence  that  cesarean  section 
per  se  increases  to  a significant  degree  the 
incidence  of  atelectasis  with  hyaline  mem- 
branes or  the  incidence  of  the  respiratory 
distress  syndrome.  I know  that  many 
people  have  that  impression,  but  statistical 
work  has  so  far  not  substantiated  this. 

Dr.  Siegel;  What  about  Smith’s^^*  work 
which  shows  that  infants  delivered  by 
elective  cesarean  section  have  a higher 
neonatal  death  rate? 

Dr.  Gruenwald:  I am  not  denying  that 
cesarean  section  may  have  an  adverse 
effect  on  survival;  aU  I am  saying  is  that 
statistical  work  has  so  fgu*  failed  to  show  a 
significant  increase  in  the  incidence  of  the 
respiratory  distress  syndrome,  or  I should 
say  of  hyaline  membranes,  in  truly  elective 
cesarean  sections  over  what  you  would 
expect  in  vaginal  delivery.  More  than  that, 
Hess^^  has  foimd  that  there  is  not  even  an 
increased  over-aU  perinatal  mortality  as- 
sociated with  truly  elective  cesarean  section. 

Comment 

Dr.  Nitowsky:  It  may  be  of  interest 
to  review  briefly  some  of  the  recent  findings 
relating  to  certain  physiologic  and  bio- 
chemical alterations  in  infants  with  the 
respiratory  distress  syndrome.  On  x-ray 
examination,  the  heart  sometimes  appears 
larger  than  normal,  and  prolonged  patency 


January  15,  1963  / New  York  State  Journal  of  Medicine  285 


of  the  ductus  arteriosus  with  a tendency 
to  a left-to-right  shunt  through  the  ductus 
has  heen  described.  The  significance  of 
these  findings  remains  to  he  elucidated. 

As  far  as  biochemical  alterations  are 
concerned,  besides  the  changes  of  decreased 
oxygen  pressure  and  increased  carbon  di- 
oxide pressure  associated  with  respiratory 
failure,  Usher  has  recently  reported  evi- 
dence suggesting  hyperkalemia  and  azotemia 
in  these  infants,  which  usually  appear 
after  twelve  hours  of  fife  and  which  ap- 
parently are  secondary  to  the  catabolism 
of  body  tissues.  Other  studies  have  in- 
dicated that  infants  with  respiratory  distress 
tend  to  have  a larger  than  normal  weight 
loss  after  birth,  even  though  during  this 
time,  edema  of  the  distal  portions  of  the 
extremities  is  a common  clinical  finding. 
The  excessive  water  loss  may  be  related  to 
the  increased  insensible  water  losses  during 
hyperventilation,  or  to  the  prolonged  water 
deprivation  during  the  period  of  respiratory 
difficulty. 

These  findings  are  of  interest  in  the  light 
of  their  possible  relationship  to  the  outcome 
of  the  disorder  and  their  implications  for 
treatment.  Digitalization  of  infants  with 
the  respiratory  distress  syndrome  has  been 
recommended,  but  the  results  are  not 
convincing.  Several  workers  have  empha- 
sized the  value  of  careful  supportive  therapy 
with  glucose  and  electrolyte  solutions  given 
orally  or  parenterally.  Thus,  Reardon  and 
her  CO  workers'®  have  administered  5 per 
cent  glucose  in  half-strength  saline,  and 
Usher'’  has  used  solutions  containing  glu- 
cose, bicarbonate,  and  insulin  to  correct 
the  hyperkalemia  and  acidosis.  While  the 
results  appear  encouraging,  more  studies 
are  necessary  to  confirm  the  findings  of 
these  investigations.  Regimens  of  this 
sort  may  be  useful  as  adjuncts  to  increase 
the  infant’s  chances  for  survival,  while 
therapy  such  as  the  replacement  or  activa- 
tion of  a deficient  surface-acting  agent  in 
the  lung,  or  the  method  of  Dr.  Avery  to 
prevent  complete  collapse  of  alveoli,  which 
Dr.  Gruenwald  mentioned,  would  be  of 
primary  importance  in  the  prevention  and 
treatment  of  this  syndrome. 


Dr.  Gruenwald:  It  certainly  is  very 

important  to  know  aU  the  manifestations 
of  the  respiratory  distress  syndrome.  When 
I said  that  I believe  the  pulmonary  ones 
are  of  primary  importance  in  the  patho- 
genesis of  the  syndrome,  I did  not  imply 
that  other  aspects  are  irrelevant.  The 
suggestion  that  the  basic  pulmonary  defect 
may  begin  to  recede  on  the  second  day  makes 
it  even  more  important  to  pay  attention 
to  circulatory  and  metabolic  aspects  to 
tide  the  infant  over  the  first  day  or  so  in 
sufficiently  good  condition  to  survive  when 
more  nearly  normal  respiration  becomes 
possible. 
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Pain  and  Tenderness  in 
Left  Side  of  Abdomen 


Case  history 

A four-year-old  boy  entered  the  hospital 
with  left  abdominal  pain  of  three  days  dura- 
tion. Three  days  prior  to  admission,  the 
child  had  developed  an  upper  respiratory 
tract  infection.  The  mother  had  given  the 
child  aspirin  although  the  temperature  was 
not  taken.  He  was  seen  in  the  emergency 
room  at  that  time  and  the  spleen  was  question- 
ably palpated  in  the  left  upper  quadrant  of  the 
abdomen.  He  was  referred  to  the  out- 
patient chnic  for  a work-up  and  was  seen 
there  the  following  day,  at  which  time  he 
was  febrile  and  had  developed  a hmp  in  the 
left  leg.  He  was  also  vomiting  and  was 
referred  to  the  hospital  where  radiographs 
were  made. 

His  past  history  revealed  normal  growth 
and  development.  He  had  had  rubella  and 
chickenpox.  The  review  of  systems  and 
family  history  were  not  contributory. 

His  temperatirre  was  102  F.  The  tonsils 
were  enlarged  three  times,  and  he  had  many 
small  generalized  lymph  nodes.  His  ab- 
domen was  difficult  to  evaluate.  He  showed 
diffuse  guarding  and  rigidity  and  had  a 
limp  of  the  left  leg.  The  remainder  of  the 
physical  examination  was  not  unusual. 

The  laboratory  data  showed  that  the 
hemoglobin  was  8 Gm.  per  100  ml.,  the 
hematocrit  was  30,  and  the  white  blood 
count  was  18,700  per  centimeter  with  a 
normal  differential.  His  blood  chemistries 


were  normal.  His  urine  showed  1 plus 
albumen  and  a rare  red  blood  cell  per  high- 
power  field. 

Radiologic  discussion 

Theodore  Perl,  M.D.*:  In  summary, 

we  have  a four-year-old  boy  with  a chief 
complaint  of  pain  and  tenderness  in  the 
left  side  of  his  abdomen  for  three  days.  He 
had  had  an  upper  respiratory  infection. 
First,  let  us  examine  the  chest  film.  This  is 
a child,  and  sometimes  it  is  difficult  to  ob- 
tain a fihn  in  deep  inspiration.  The  dia- 
phragm is  high,  but  I am  not  sure  how  sig- 
nificant that  is.  The  heart  shadow  is  normal 
for  the  position  of  the  diaphragm,  and  the 
lungs  are  clear.  The  pleural  spaces  are 
clear,  and  the  ribs  look  normal.  The  parts 
of  the  shoulder  girdles  that  we  see  look 
normal.  The  demonstrated  dorsal  vertebrae 
appear  normal.  There  is  fluid  and  air  in 
the  stomach. 

We  now  have  an  intravenous  pyelogram, 
and  this  is  the  preUminary  film.  It  shows  a 
persistent  scoliosis  of  the  lumbar  and  lower 
dorsal  spine  convex  toward  the  right  and  a 
tendency  of  the  pelvis  to  tilt  toward  the 
right.  There  is  a moderate  amount  of  gas 
in  the  colon  and  some  in  the  small  bowel 
so  that  I do  not  see  the  margin  of  the 
kidney  on  the  left  side.  In  fact,  I’m  not 

♦ Clinical  Assistant  Professor,  Radiology,  State  University 
of  New  York  Upstate  Medical  Center. 
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FIGURE  1.  Posteroanterior  view  of  intravenous 
urogram  at  twenty  minutes.  Calyces  on  left  are 
distorted  and  enlarged  with  left  flank  mass. 


sure  that  I see  it  on  the  right,  but  when  we 
have  the  contrast  material  to  help  us,  I 
think  we  can  make  out  a margin  better. 
I do  not  see  any  opaque  density  on  either 
side  of  this  film. 

Following  the  injection  of  contrast  ma- 
teried  there  is  good  excretion  on  the  right 
side  of  the  abdomen,  and  we  see  the  collect- 
ing system  weU  (Fig.  1).  The  calyces  are 
normally  cupped.  The  pelvis  is  perhaps 
slightly  larger  than  usual  but  I think  within 
the  limits  of  normal.  The  ureter  on  this 
side  is  seen  intermittently  and  it  looks 
normal. 

On  the  left  side  of  the  abdomen,  the  excre- 
tion is  less,  and  the  demonstration,  therefore, 
is  less  complete.  However,  we  do  see  the 
calyceal  system  fairly  well,  and  the  calyces 
and  that  portion  of  the  pelvis  which  we  see 
appear  to  be  dilated.  On  the  left  side  of  the 
abdomen,  the  margin  of  the  kidney  is 
difficult  to  see,  although  from  the  distribu- 
tion of  the  calyces  and  the  soft  tissue  density 
which  they  appear  to  occupy,  I am  certain 
that  it  is  enlarged. 

While  the  history  was  given  and  I was 
studying  the  films,  I was  trying  to  make  up 
my  mind  whether  or  not  the  spleen  was 
enlarged.  The  first  preliminary  film  sug- 


gests that  at  least  the  upper  part  is  not 
enlarged.  I do  not  see  the  rest  of  its  meu*gin 
because  it  is  obscured  by  the  general  soft 
tissue  density  in  this  area.  But  for  the 
moment,  let’s  assume  that  it  is  not  enlarged, 
and  that  most  of  the  density  is  produced  by 
the  kidney  or  some  other  retroperitoneal  mass 
that  is  associated  closely  with  the  kidney. 

The  next  thing  that  I think  that  we  should 
try  to  decide  is  whether  the  calyces  are 
distorted  or  just  dilated.  For  example,  here 
we  see  several  calyces  but  they  don’t  appear 
to  come  up  to  the  margin  of  the  soft  tissue 
density.  I think  1 see  some  calyces  in  the 
lower  pole  of  the  kidney,  and  they  are  not 
particularly  dilated.  And  so  if  the  calyces 
alluded  to  as  being  dilated  are  in  the  upper 
half  of  the  left  kidney,  this  raises  some 
questions.  We  could  explain  this  by  postu- 
lating that  there  is  a double  kidney  on  the 
left  with  obstruction  of  the  irreter  supplying 
the  upper  system.  I do  not  see  the  left 
ureter  at  any  time  except  on  the  lateral 
film,  and  I’m  having  a great  deal  of  difficulty 
correlating  the  lateral  film  with  what  I have 
seen  on  the  anteroposterior  films.  I am 
assuming  that  this  better-demonstrated 
collecting  system  is  the  one  on  the  right. 
If  that  is  so,  then  the  coUecting  system  on 
the  left  is  pushed  backward.  These 
calyces  are  flattened.  They  are  thus 
dilated  in  the  one  plane  only,  in  the  trans- 
verse direction,  as  shown  on  the  antero- 
posterior views,  but  flattened,  as  shown  on 
the  lateral  view  (Fig.  2).  There  is  a sug- 
gestion of  a large  roimded  mass  that  seems 
to  be  exerting  pressure  on  this  same  poste- 
riorly displaced  collecting  system.  I would 
have  great  difficulty  in  tying  aU  these  things 
together.  While  I know  it  is  very  difficult 
to  do  retrograde  pyelography  on  a child, 
I would  like  one  before  I made  my  final 
opinion.  Is  there  one  available? 

Charles  Bender,  M.D.:  No. 

Clayton  H.  Hale,  M.D.:  What  do  you 

think  about  in  a child  this  age  with  a mass 
in  the  upper  abdomen? 

Dr.  Perl:  One  possibility  would  be 

hydronephrosis  involving  the  upper  pole 
only.  Two  things  are  against  this.  One  is 
that  the  mass  is  much  larger  than  is  sug- 
gested by  the  dilated  calyceal  system. 
The  second  is  that  the  calyces  are  dilated 
in  the  transverse  direction  only.  So  I 
think  we  can  exclude  that.  The  most 
likely  cause  is  a Wilms  tumor  which  arises 
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FIGURE  2.  Intravenous  urogram.  (A)  Oblique  view, 
stretching  of  calyces  on  left. 


in  the  upper  pole  causing  the  calyces  to  be 
dilated  in  this  manner  and  which  diffusely 
infiltrates  most  of  the  upper  pole  with 
relative  sparing  of  the  lower  pole.  This 
would  be  the  best  possibility  at  this  point. 
The  other  entity  one  should  think  of  would 
be  an  adrenal  tumor,  a neuroblastoma, 
which  invades  the  kidney,  but  I don’t 
think  that  it  would  produce  quite  this 
amount  of  pressure  on  the  calyceal  system, 
so  that  I would  consider  this  as  a poor 
second.  A third  possibility,  which  would  be 
a poor  third,  would  be  a large  spleen  dis- 
placing the  kidney,  but  I don’t  think  it 
would  produce  the  changes  within  the  kidney. 
The  child  does  have  generally  enlarged 
lymph  nodes  and  an  anemia,  is  that  right? 

Dr.  Bender:  Small  nodes,  not  very  big. 

Dr.  Perl:  One  should  also  consider  a 
lymphoma  but  again  I don’t  think  that  that 
would  compromise  the  kidney  as  we  find 
here.  And  so,  I would  consider  this  a 
Wilms  tumor  and  explain  the  findings  on  the 
basis  that  I indicated. 

A physician:  How  about  an  intrarenal 
abscess? 

Dr.  Perl:  That  is  a very  good  suggestion. 
I should  have  mentioned  it  because  there  is 
evidence  of  pain  and  inflammatory  disease 


(B)  Lateral  view.  Note  posterior  displacement  and 


with  a high  white  blood  coimt.  The  fact 
that  we  don’t  see  the  margin  of  the  kidney 
would  be  suggestive  evidence  of  perirenal 
disease. 

A physician:  I said  intrarenal. 

Dr.  Perl:  I can’t  visualize  an  intrarenal 
abscess  developing  in  one  part  of  the 
kidney  with  such  a normal  collecting  system 
below.  In  other  words,  most  abscesses 
develop,  in  my  experience,  as  a complication 
of  pyelonephritis,  although  I suppose  a 
metastatic  abscess  is  possible  in  one  part  of 
the  kidney.  I’ve  never  seen  this  and  it  is 
only  on  the  basis  of  my  lack  of  experience 
with  this  that  I didn’t  mention  it,  but  I 
suppose  that  it  is  consistent  with  the 
findings.  A metatastic  abscess  that  local- 
izes to  one  part  of  the  kidney  with  the  ab- 
scess itself  partially  blocking  the  collecting 
system,  I presume,  could  produce  something 
like  this,  but  I’ve  never  seen  it  and  all  I can 
say  is  that  it  is  possible. 

Dr.  Perl's  diagnosis 

Wilms  tumor,  left  kidney. 

Dr.  Bender:  The  preoperative  diagnosis 
was  Wihns  tumor.  The  patient  was  operated 
on  and  a mass  was  foimd  projecting  from 
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FIGURE  3.  Left  kidney.  (A)  Gross  specimen.  Tumor  at  upper  pole.  (B)  Opened  specimen  showing 
marked  necrosis  within  tumor. 


FIGURE  4.  (A)  Areas  of  neoplastic  metanephric  tubules  mixed  in  loose  stroma  in  border  of  degenerated 
tumor.  (B)  Areas  of  more  anaplastic  cells  of  renal  blastema.  (Hematoxylin  and  Eosin  Stain,  X 125) 


the  anterior  surface  of  the  left  kidney. 
This  is  the  mass  (Fig.  3A).  It  was  ruptured 
and  there  was  spillage  into  the  abdominal 
cavity  at  the  time  of  surgery.  And  this 
is  the  specimen  opened  showing  marked 
necrosis  and  hemorrhage  (Fig.  3B).  This  is 
probably  the  cause  of  the  fever. 

Pathologic  discussion 

J.  Howard  Ferguson,  M.D.;  Most 
of  the  Wihns  tumors  that  have  not  been 
radiated  previous  to  surgery  tend  to  be 
more  solid  than  this  tumor  (Fig.  4A). 

Microscopically  there  is  quite  a variation 
in  its  histologic  characteristics.  In  many 
areas  there  is  good  tubular  formation 
(Fig.  4A)  with  the  cells  tending  toward  fair 
differentiation,  pseudoglomerular-like  struc- 


tures, and  very  little  mesodermal-  and 
mesenchymal-type  tissue.  In  other  areas, 
we  have  the  more  typical,  more  anaplastic 
character  of  tumor  growth  (Fig.  4B). 

Grossly,  there  was  no  definite  invasion 
of  the  major  renal  vein.  Microscopically 
the  lymph  nodes  may  have  a few  tiny  foci 
within  them.  There  were  no  obvious  gross 
metastases. 

Histologic  diagnosis 

Wilms  tumor,  left  kidney. 
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Is  Action  Needed? 
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The  public  has  an  intense  interest,  as  it 
should,  in  knowing  about  the  possible 
effects  on  health  resulting  from  contamina- 
tion of  food  with  radioactivity  from  nuclear 
weapons  tests.  Unfortunately,  imderstand- 
ing  is  difficult  and  emotions  have  been 
aroused  because  of  personal  involvement, 
apparent  disagreement  among  scientists, 
related  problems  of  national  security  and 
avoidance  of  war,  and  the  need  to  invoke  a 
philosophy  of  risk  in  terms  of  population 
statistics.  This  statement  is  intended  to 
present  agreed  conclusions  wherever  there 
seems  to  be  an  authoritative  concensus  and 
otherwise  to  indicate  the  uncertainties. 
Details  can  be  found  in  the  latest  Con- 
gressional Hearings^  or  in  United  Nations 
Report  of  1962^  and  are  not  given  here. 
For  clarity  and  emphasis  it  is  necessary  to 
oversimplify,  although  every  attempt  is 
made  to  tread  the  region  of  probable  truth 
between  soothing  generality  and  alarming 
pessimism. 

Radiation  exposure  and  effects 

About  92  megaton  equivalents  of  fission 
products  were  released  by  all  nations  prior 
to  the  testing  moratorium  of  1958.  De- 
tailed analyses  of  soils,  crops,  animal  prod- 


TABLE I.  Comparison  of  levels  of  man-made 
radiation  and  natural  background  radiation^ 


Site 

Radiation  Dose  During  Next 
Seventy  Years  (Roentgens) 
From  Tests 

From  Through 

Background  1961 

Bone 

9 

0.4  to  0 . 9 

Bone  marrow 

7 

0.15  to  0.35 

Reproductive 

cells 

7 

0.07  to  0.15 

ucts,  and  human  tissues  have  provided 
definite  information  on  how  much  radioac- 
tivity has  reached  the  human  population 
from  these  tests.  From  knowledge  of  the 
amounts  of  radioactivity  present  in  man’s 
body,  reasonable  estimates  can  be  made  of 
the  radiation  dosage  that  is  delivered. 
These  data  also  serve  to  estimate  the  ex- 
posure that  will  probably  occur  from  sub- 
sequent similar  tests  which  are  estimated  at 
about  25  megatons  of  fission  for  1961  and 
about  30  megatons  at  the  time  of  writing 
for  1962.  While  there  is  a considerable 
body  of  information  on  the  effects  of  radia- 
tion on  man  and  animals,  it  has  been  im- 
possible to  detect  any  biologic  effects  at 
levels  of  radiation  and  dose  rates  as  low  as 
those  resulting  so  far  from  nuclear  testing. 
Thus,  the  best  basis  for  estimating  the 
effect  of  man-made  radiation  exposure  on 
man  is  a comparison  with  the  levels  of 
natural  backgroimd  radiation  to  which  the 
human  population  has  always  been  exposed. 
Such  a comparison  is  presented  in  Table  I. 

These  dosages  take  into  account  exposure 
from  radionuclides  of  strontium,  cesium 
and  carbon,  which  are  the  elements  of 
primary  concern  as  potential  long-term 
hazards.  Thyroid  doses  from  (half- 

life,  eight  days)  are  not  included  because 
peak  dose  rates  persist  only  for  a short 
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TABLE  II.  Estimated  consequences  of  radiation  exposure’ 


From 

From  Tests 

Natural 

Background 

Through 

Consequences 

Incidence 

Radiation 

1961 

Estimated  number  of  gross  physical 

4,000,000 

and  mental  defects  in  children  of 

to 

20  to  500 

persons  now  living  in  United  States. 
Estimated  number  of  leukemia  cases 

6,000,000 

in  next  70  years  in  United  States. 
Estimated  number  of  cases  of  bone 

840,000 

0 to  84,000 

0 to  2,000 

cancer  in  next  70  years  in  United 
States. 

140,000 

0 to  14,000 

0 to  700 

period  of  time.  Doses  to  the  thyroid  during 
and  immediately  following  periods  of  testing 
in  the  past  were  estimated  to  have  ranged 
from  0.1  to  0.2  r per  year  in  infants  at  the 
time  of  peak  levels;  the  average  value  for 
all  age  groups  was  estimated  at  about  0.01 
to  0.02  r per  year.  ’ 

The  most  authoritative  estimates  of  the 
consequences  of  such  radiation  exposure  in 
terms  of  natimal  incidences  and  additional 
cases  of  gross  defects,  leukemia,  and  bone 
cancer  that  might  be  produced  from  fallout 
are  presented  in  Table  II. 

Individual  anxiety? 

The  preceding  figures  can  be  used  to 
answer  a most  important  question:  Should 
individuals  have  anxiety  about  effects  of 
fallout  on  personal  and  family  well-being? 
Simple  inspection  of  the  numbers  provides 
the  answer- — no!  To  make  a specific  com- 
parison of  risk  levels  and  attitudes  toward 
such  levels,  let  us  consider  the  biologic  cost 
from  the  use  of  automobiles.  In  the  United 
States,  about  40,000  people  a year  are  killed 
on  the  highways.  On  a seventy-year  basis 
this  would  be  almost  3 million  fatalities  as 
compared  with  an  upper  limit  of  about  3,000 
estimated  additional  cases  of  leukemia  and 
bone  cancer  from  fallout.  Do  mothers  have 
a nagging  worry  about  their  family’s  riding 
in  automobiles  and  take  preventive  steps? 

These  figures  are  not  quoted  to  justify 
any  imnecessary  additions  to  individual 
suffering  but  merely  to  emphasize  that 
normally  we  do  not  have  personal  anxiety 
about  such  risks.  From  a moral  stand- 
point, we  as  individuals  or  as  a nation  would 
not  want  to  undertake  any  action  that 
would  unnecesseu'ily  cause  even  one  instance 
of  human  suffering  in  the  world  population. 


Realistically,  we  know  that  man  has  always 
been  faced  with  the  protection  of  his  well- 
being from  natural  and  man-made  changes 
in  his  environment  and  circumstances. 
Each  step  forward,  for  example,  the  use  of 
fire,  electricity,  transportation,  medical  prac- 
tice, has  been  a great  boon  to  hiunanity 
while  at  the  same  time  causing  individual 
hardship  that  in  no  sense  of  the  word  is 
preventable.  Man  developed  and  needs 
fire  and  heat,  but  individuals  die  from  fires 
and  boiler  explosions.  In  medical  practice 
uncoimted  lives  are  saved  by  antibiotics, 
but  individuals  have  allergies  and  die  from 
antibiotics.  Even  the  controlled  peaceful 
uses  of  atomic  energy  will  produce  some 
radiation  exposure  and  therefore  by  our 
standards  will  have  some  biologic  cost. 
But  everyone,  I am  sure,  would  agree  that 
these  biologic  costs  are  far  outweighed  by 
the  benefits  to  mankind.  This  is  not  the 
place  to  discuss  the  pros  and  cons  of  nuclear 
testing,  but  again  any  justification  must 
be  based  on  biologic  cost  versus  expected 
benefit. 

Individual  action? 

Next  is  the  important  practical  question 
as  to  whether  or  not  individuals  should 
modify  their  dietary  habits  in  an  attempt  to 
reduce  the  intake  of  radioactive  contamina- 
tion. Again,  the  answer  is  categorically  no. 
Because  the  risk  at  present  levels  of  radio- 
activity is  so  low,  the  chance  of  doing  harm 
by  individual  and  perhaps  misguided  modi- 
fication of  diets  far  outweighs  the  chance  of 
doing  any  good.  An  excellent  example  is 
the  situation  with  regard  to  milk  which  has 
been  widely  publicized  as  a carrier  of 
strontium-90.  Paradoxically,  even  though 
milk  is  the  single  largest  source  of  Sr’®  in  the 
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body,  reducing  the  milk  intake  tends  to  in- 
crease the  body  burden  of  strontium-90  to 
be  developed.  Hiunan  beings  and  animals 
of  all  ages  must  have  a certain  amount  of 
calcium  in  the  diet  to  build  new  bones  and 
teeth  or  to  remodel  and  rebuild  bones 
already  formed.  Calcium  in  the  diet  comes 
primarily  from  dairy  products  and  plant 
foods,  both  of  which  contain  strontiiun-90. 
The  calcium  from  dairy  products  will  have 
less  strontium-90  than  the  calciiun  from 
plant  foods  because  the  cow  secretes  into 
milk  more  of  its  dietary  calcium  than  of  its 
dietary  strontium.  If  the  consumption  of 
dairy  products  is  reduced  without  the  com- 
pensating addition  of  minerals,  the  body  has 
to  use  plant  sources  of  calciiun  for  building 
and  replacing  bone.  In  effect,  this  means 
that  the  reduction  of  the  intake  of  dairy 
products  will  raise  the  Sr'*"-calcium  intake 
and  therefore  the  body  burden  of  strontimn- 
90.  This  point  has  been  demonstrated  un- 
equivocally by  analyses  that  invariably  show 
the  Sr®“-calcium  ratio  of  typical  diets  to  be 
higher  than  the  Sr^o-calcium  ratio  of  the  milk 
constituents  of  those  diets. 

Besides  the  futility  of  producing  sig- 
nificant decrease  in  radioactivity  intake, 
perhaps  a more  important  consideration  is 
the  adverse  effect  on  nutritional  health  that 
can  result  from  misguided  action.  This  is 
illustrated  dramatically  by  an  excerpt  from 
a letter  recently  received  by  a Federal 
agency: 

Dear  Sir: 

. . . approximately  six  months  ago,  due  to 
radiation  fallout,  our  three  sons  stopped  giving 
their  baby  children  cow’s  milk,  in  fact,  any 
kind  of  milk.  These  kids  range  in  ages  from 
six  months  to  three  years  of  age.  Already 
they  are  beginning  to  show  the  effects  of  the 
lack  of  milk  in  their  diets  .... 

Governmental  action? 

Although  there  need  not  be  individual 
anxiety  about  fallout,  there  must  be  concern 
and  interest  on  the  part  of  officials  and 
scientists  who  have  authorized  responsibility. 
It  is  prudent  that  knowledge  be  obtedned  to 
cope  with  any  foreseeable  contingencies,  and 
research  must  be  done  on  preventive 
measures.  The  fact  that  such  work  is 
under  way,  however,  should  not  be  inter- 
preted by  the  lay  public  to  indicate  that 
these  measures  are  needed  or  desirable 
under  existing  conditions. 


At  present  there  is  considerable  confusion 
as  to  administrative  responsibility  in  regard 
to  radiation  control  programs.  Nevertheless 
it  is  a fact  that  dedicated  individuals  in 
Federal  and  local  government  will  see  to  it 
that  the  public  is  protected  even  before 
administrative  functions  can  be  untangled. 

The  legal  aspects  and  responsibihties 
appear  in  simple  terms  to  be  as  follows: 
Contamination  by  debris  from  nuclear 
weapons  tests  is  under  no  legal  control  since 
events  are  determined  by  the  governments 
of  those  coimtries  in  possession  of  nuclear 
weapon  capabihties.  The  Department  of 
Health,  Education,  and  Welfare  has  primary 
responsibility  within  the  executive  branch 
for  the  collation,  analysis,  and  interpretation 
of  data  on  environmental  radiation  levels. 
The  Atomic  Energy  Commission  has  respon- 
sibility for  proper  usage  of  man-made  radio- 
active materials  and  reactor  operation. 
The  Food  and  Drug  Administration  has 
responsibility  for  radioactive  contaminants 
in  food  (other  than  meat  and  poultry),  while 
the  Department  of  Agriculture  has  re- 
sponsibility for  meat  and  poultry.  From 
the  practical  standpoint,  in  the  tradition  of 
the  Pubhc  Health  Service,  it  seems  that  any 
specific  regional  action  in  regard  to  modi- 
fication of  food  supplies  and  diets  will  have 
to  be  taken  by  state  health  agencies,  calling 
on  national  bodies  for  advice  when  desired. 

To  the  Federal  Radiation  Council  falls 
the  crucial  and  most  difficult  task  of  setting 
radiation  standards,  that  is,  levels  of  con- 
tamination at  which  preventive  action  is 
recommended.  This  body,  which  was 
created  in  1959,  is  comprised  of  representa- 
tives from  all  the  national  agencies  that 
have  an  interest  in  any  aspect  of  radiation. 
Its  major  function  is  to  advise  the  President 
with  respect  to  radiation  matters,  directly 
or  indirectly  affecting  health,  including 
guidance  for  all  Federal  agencies  in  the 
formulation  of  radiation  standards  and  in 
the  establishment  and  execution  of  pro- 
grams of  cooperation  with  states. 

Since  there  is  presently  a controversy 
about  cmrrent  I^^^  levels  in  milk,  the  status 
in  regard  to  radiation  standards  is  presented 
in  terms  of  this  radionuclide.  In  1961  the 
Federal  Radiation  Council  established  guide- 
lines for  the  intake  of  I In  brief,  the  Fed- 
eral Radiation  Council  guidance  for  I*^‘  is  rep- 
resented by  an  armual  averaged  intake  of  100 
micromicrocuries  per  day  or  an  annual  intake 
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of  36,500  micromicrocuries  as  the  upper  level 
of  Range  II,  above  which  the  application  of 
control  measures  is  to  be  considered.  ■* 
Although  the  guidelines  were  originally 
presented  with  appropriate  quahfications 
especially  restricting  their  application  to 
normal  peacetime  industrial  operations, 
there  seemed  to  be  an  understanding  in  the 
minds  of  most  individuals  that  these  stand- 
ards should  also  apply  to  fallout.  In  the 
fall  of  1962,  concentrations  in  milk  in  some 
areas  of  the  coimtry  approached  the  levels 
at  which  action  appeared  to  be  warranted 
by  the  Federal  Radiation  Council  guidelines. 
As  a matter  of  fact,  at  least  one  state  under- 
took to  reduce  the  I^^^  levels  in  commercial 
fresh  milk  by  arranging  for  farmers  to 
utilize  stored  feed  instead  of  pasture  for 
dairy  herds.  It  requires  little  imagination 
to  recognize  the  imponderables  that  must 
be  badanced  in  arriving  at  such  a decision. 

In  response  to  this  situation  the  Federal 
Radiation  Council  issued  an  official  state- 
ment on  September  17,  1962,  which  affords 
some  clarification  and  from  which  the  fol- 
lowing excerpts  are  taken: 

In  some  localities  in  the  United  States  av- 
erage annual  intake  values  of  radioactive  iodine 
have  approached  the  upper  level  of  Range  II, 
and,  in  one  locality,  have  slightly  exceeded 
Range  II.  This  had  led  to  actions  and  pro- 
posed actions  involving  countermeasures  or 
preventive  health  measures.  The  Federal 
Radiation  Council  does  not  recommend  such 
actions  under  present  circumstances. 

The  Council  believes,  based  on  competent 
scientific  advice,  that  any  possible  health 
risk  which  may  be  associated  with  exposures 
even  many  times  above  the  guide  levels  would 
not  result  in  a detectable  increase  in  the  inci- 
dence of  disease. 

The  Radiation  Protection  Guides  are  not  a 
dividing  line  between  safety  and  danger  in  ac- 
tual radiation  situations  nor  are  they  alone 
intended  to  set  a limit  at  which  protective 
action  should  be  taken  or  to  indicate  what 
kind  of  action  should  be  taken.  As  applied  to 
fallout,  guides  can  be  used  as  an  indication  of 
when  there  is  need  for  detailed  evaluation  of 
possible  exposure  risks  and  when  there  is  need 
to  consider  whether  any  protective  action 
should  be  taken  under  all  the  relevant  cir- 
cumstances. 

Radiation  exposures  anywhere  near  the 
guides  involve  risks  so  slight  that  counter- 
measures may  have  a net  adverse  rather  than 
favorable  effect  on  the  public  well-being. 
The  judgment  as  to  when  to  take  action  and 
what  kind  of  action  to  take  to  decrease  expo- 
sure levels  involves  consideration  of  all  factors. 


This  matter  is  now  receiving  considera- 
tion by  the  Federal  Radiation  Council,  and 
it  is  expected  that  an  official  position  wiU  be 
developed  shortly  on  guidehnes  for  action 
that  are  apphcable  to  fallout  contamination. 
It  is  unfortunate  that  some  degree  of  con- 
fusion and  loss  of  pubhc  confidence  has 
resulted  from  the  setting  of  a protection 
standard  which  in  the  pubhc  mind  has  had  to 
be  revised  under  the  pressure  of  events. 
However,  this  is  the  inevitable  result  of  the 
public  health  requirement  for  a single  value 
to  serve  as  an  action  point  when  in  fact  such 
a value  cannot  be  estabhshed  on  the  basis  of 
present  scientific  knowledge  and  assessment 
of  nationally  variable  factors. 

Traditionally,  the  United  States  has  been 
assured  of  a wholesome  food  supply  through 
the  efforts  of  regulatory  agencies,  and  this  is 
also  true  in  regard  to  radioactive  contamina- 
tion. It  is  fair  to  state  that  food  obtainable 
on  the  market  can  be  eaten  and  enjoyed 
with  no  reservations. 

Summary 

Any  use  of  nuclear  energy  or  radiation 
involves  a biologic  cost  which  must  always 
be  weighed  against  the  benefits  expected. 

The  biologic  cost  of  past  weapons  tests  of 
about  100  to  150  megatons  of  fission  is  small 
enough  so  that  individuals  need  have  no 
anxiety  about  personal  or  family  well-being 
and  should  not  take  individual  action  to 
attempt  a reduction  in  radiation  exposure. 

Governmental  agencies  are  well  aware  of 
the  problems  that  exist  and  despite  the 
tangled  web  of  legal  responsibilities  are  de- 
veloping the  capability  of  taking  and  recom- 
mending appropriate  action. 
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Methyl  Salicylate  Poisoning 


T HE  MOTHER  of  this  two-year-old  girl  related 
that  there  was  a 2-ounce  bottle  of  oil  of 
wintergreen  in  the  home.  She  placed  the 
bottle  on  a shelf  after  treating  a four-year- 
old  sibling.  The  bottle  was  obtained  by  the 
victim  who  ingested  an  unknown  quantity 
of  the  contents.  The  mother  believed  that 
the  child  did  not  drink  the  entire  contents 
since  there  was  still  some  of  the  liquid  on  the 
floor.  Some  aspirin  also  was  available  on 
the  same  shelf,  but  the  mother  could  not 
tell  deflnitely  whether  or  not  the  child  had 
ingested  any  of  the  aspirin  since  she  was  not 
in  the  room  at  the  time  of  the  occurrence. 
However,  one  of  the  siblings  who  witnessed 
the  episode  informed  her  of  what  had 
happened.  The  child  began  to  vomit  and 
was  taken  immediately  to  the  Flushing 
Hospital.  The  hospital  reported  as  follows: 

This  two-year-old  Negro  female  was  ad- 
mitted to  Flushing  Hospital  with  a history  of 
ingesting  oil  of  wintergreen  from  a 2-ounce 
bottle,  and  some  aspirin.  The  child  was 
brought  to  the  hospital  after  vomiting  several 
times,  but  she  was  asymptomatic  except  for 
the  vomiting.  Gastric  lavage  was  done  in 
the  emergency  room,  and  the  child  was  ad- 
mitted for  treatment. 

The  child  began  to  show  increased  respira- 
tions (apparent  hyperventilation)  and  hyper- 
sensitivity. The  respirations  increased  de- 
spite fluid  therapy  (Ve  molar  lactate),  and 
convulsions  occurred.  The  blood  salicylate 
level  was  89  mg.  per  100  ml. 

An  exchange  transfusion  was  instituted  at 
8 : 20  P.M.  with  1,030  cc.  of  citrated  blood  given 
and  980  cc.  of  whole  blood  removed.  Six  cc. 
of  calcium  gluconate  were  given  during  the 
exchange.  The  child  became  more  responsive 
after  the  exchange,  but  the  hyperventilation 
and  semicoma tose  state  persisted. 


Physical  examination 

On  physical  examination  the  patient’s 
general  condition  was  critical.  There  was 
hyperresonant  and  harsh  breathing.  The 
respirations  were  42  per  minute.  An  exami- 
nation of  the  eyes,  ears,  nose,  and  throat 
produced  negative  findings.  There  were  no 
heart  murmurs,  and  the  second  pulmonic 
sound  was  greater  than  the  second  aortic 
sound.  The  regular  sinus  rhythm  was  160. 
The  lungs  were  clear  to  percussion  and  auscul 
tation,  with  a harsh  expiratory  pulse.  An 
abdominal  examination  revealed  negative 
findings.  Pathologic  reflexes  in  the  bones 
were  elicited. 

The  impression  was  that  she  had  severe 
salicylate  intoxication. 

Her  past  history  was  negative  for  any 
serious  illness,  and  there  were  no  known  aller- 
gies or  surgery. 

A urinalysis  disclosed  amber,  acid  urine  in  a 
quantity  not  sufficient  for  the  specific  gravity 
to  be  determined.  There  was  a faint  trace  of 
albumin.  The  urine  was  negative  for  sugar 
and  acetone.  There  were  no  red  or  white 
blood  cells,  and  there  were  one  to  three  hy- 
aline casts. 

The  prothrombin  time  was  nineteen  sec- 
onds, with  a control  of  thirteen  seconds. 

The  carbon  dioxide  was  17  mEq.,  and  it  was 
12  mEq.  per  liter  five  hours  later.  Two 
hours  later  it  was  14  mEq.  per  liter.  The 
potassium  was  4.6  and  was  4.8  mEq.  per  liter 
five  hours  later.  The  sodium  was  133  and 
was  138  mEq.  per  liter  five  hours  later.  The 
chlorides  were  99  mEq.  and  were  94  mEq.  per 
liter  five  hours  later. 

Following  her  return  from  the  operating 
room  after  the  exchange  transfusion  the  child 
was  stiU  comatose  in  an  oxygen  tent  and  had 
tonic  convulsions.  The  heart  rate  was  190 
per  minute,  and  the  chest  showed  fine  rales. 
She  was  given  digoxin  intramuscularly  and 
quieted  down  after  taking  Luminal.  The 
prognosis  was  guarded. 
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At  2:25  A.M.  on  the  day  following  her  ad- 
mission there  was  a sudden  slowing  down  of 
the  respirations  to  about  16  per  minute. 
Continuous  resuscitation  was  given,  and  the 
chUd  was  given  Eschatin  intravenously  with 
no  response.  No  heart  beat  was  heard,  and 
the  chUd  was  pronounced  dead  at  2:40  a.m. 

Autopsy  findings 

This  automatically  became  a medical 
examiner’s  case. 

The  autopsy  findings  revealed  a Negro 
female  child  of  two  years  of  age,  measuring 
3 feet  in  body  length  and  weighing  about  25 
pounds.  The  body  was  cool  and  rigid. 
The  teeth  were  good.  On  the  anterior 
upper  inner  aspect  of  the  right  thigh  there 
was  a transverse  surgical  incision  closed 
with  black  silk  sutures  and  measuring  2V2 
inches  in  length.  At  the  left  ankle  there 
was  a half-inch  recent  surgical  incision 
closed  with  black  silk  sutures. 

The  brain  was  removed  by  the  usual 
incisions  without  finding  trauma  or  patho- 
logic conditions  in  the  soft  tissues,  bony 
framework,  or  meninges.  The  brain 
weighed  1,100  Gm.  The  surface  showed 
rather  marked  congestion.  On  section  only 
congestion  was  noted. 

The  lungs  were  completely  aerated. 
Numerous  purpuric  spots  averaging  4 or  5 
mm.  were  noted  subpleuraUy  and  through- 
out the  lung  parenchyma. 

The  heart  was  of  average  size.  No 
congenital  defects  were  noted.  The  my- 
ocardium was  firm  and  reddish-brown  in 
color.  The  valves  and  coronary  arteries 
were  natural. 

The  liver  weighed  300  Gm.  On  section 
it  was  a mottled  brownish  to  dark  reddish- 
brown  color.  The  gallbladder  and  ducts 


were  not  remarkable. 

The  kidneys  appeared  slightly  swollen. 
The  parenchyma  was  firm.  On  section  the 
cortices  were  somewhat  pale.  The  meduUae 
were  darkened.  The  ureters  opened  nat- 
urally into  the  bladder  which  was  not 
remarkable. 

The  spleen  showed  no  remarkable  findings. 

The  pancreas  and  adrenals  were  natural  in 
appearance. 

The  stomach  contained  a small  amount  of 
mucoid  matter  which  was  a brownish-black 
color.  The  mucosa  of  the  stomach  showed 
no  gross  pathologic  condition.  The  re- 
mainder of  the  intestinal  tract  was  dilated 
with  gas  and  contained  only  a small  amount 
of  fecal  matter. 

The  bone  marrow  was  congested. 

The  brain,  liver,  kidney,  stomach  and 
contents,  and  blood  were  to  be  examined 
for  methyl  salicylates  and  aspirin. 

The  cause  of  death  was  listed  as  accidental 
methyl  salicylate  poisoning. 

The  toxicologic  report  stated  that  methyl 
salicylates  and  salicylates  were  present  in  the 
liver.  Salicylates  were  present  in  the 
stomach  contents. 

Comment 

This  case  is  cited  to  illustrate  the  danger 
associated  with  the  mishandling  and  placing 
of  hazardous  substances  in  places  where  they 
may  be  obtained  easily  and  the  contents 
ingested  by  children. 

It  is  also  worth  noting  or  re-emphasizing 
that  oil  of  wintergreen  has  no  place  in 
modern  therapeutic  practice,  and  family 
physicians  should  so  advise  their  patients 
whenever  they  observe  this  product  in  the 
home  diuing  home  visits. 
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Although  an  aneurysm  of  the  splenic 
artery  is  rare,  the  morbidity  and  mortality 
associated  with  rupture  is  prohibitive.  The 
incidence  of  rupture,  has  been  reported  as 
46  per  cent  by  Owens  and  Colfey^  in  their 
comprehensive  review  of  204  cases;  a mor- 
tality rate  of  46  per  cent  for  the  entire 
group  and  76  per  cent  for  the  124  patients 
with  symptoms  ascribable  to  the  aneurysm. 
Sheps  et  al^  described  46  aneurysms  found 
in  28,512  postmortem  examinations,  an 
incidence  of  0.16  per  cent.  Rupture  oc- 
curred in  6 per  cent  (3  cases)  with  a mortal- 
ity of  100  per  cent. 

An  awareness  of  the  catastrophic  con- 
sequences of  a splenic  artery  aneurysm, 
the  most  common  intra-abdominal  aneurysm 
after  aneurysms  of  the  aorta  and  iliac 
arteries,  requires  that  such  aneurysms, 
when  they  are  recognized,  be  resected  when 
they  are  symptomatic.  If  they  are  asymp- 
tomatic, they  should  be  resected  in  the 
absence  of  a significant  contraindication  or 
limited  longevity.  Two  examples  of  splenic 
artery  aneurysm  that  were  diagnosed  pre- 
operatively  and  removed  prophylacticaUy 
are  presented. 

Case  reports 

Case  1.  A seventy -four-year-old  house- 
wife was  admitted  to  the  hospital  on  Jan- 
uary 18,  1960,  with  a two-year  history  of 
epigastric  pain  and  poor  appetite.  Both 


FIGURE  1.  Case  1.  Splenic  artery  aneurysm 
demonstrated  on  gastrointestinal  series. 


complaints  had  been  more  pronounced 
during  the  preceding  two  months.  There 
was  no  history  of  serious  iUness.  The 
patient  had  had  intermittent  claudication 
during  the  preceding  year.  A general  phys- 
ical examination  showed  no  remarkable  find- 
ings except  for  a Grade  II  systolic  murmur 
over  the  aortic  area  and  a Grade  II  systolic 
murmur  at  the  apex.  The  blood  pressure 
was  160/70.  The  laboratory  examinations 
produced  findings  within  normal  limits.  An 
electrocardiogram  demonstrated  slow  atrial 
fibrillation  and  occasional  ventricular  pre- 
mature contractions.  A gallbladder  series 
revealed  many  calculi.  A gastrointestinal 
series  showed  negative  findings  except  for  an 
oval  shadow  with  a central  opacity  1 V2  cm. 
in  diameter  in  the  left  upper  quadrant  of 
the  abdomen  (Fig.  1). 

In  view  of  the  patient’s  complaints,  a 
cholecystectomy  and  exploration  for  a 
splenic  artery  aneurysm  was  advised.  On 
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FIGURE  2.  Case  1.  Splenic  artery  aneurysm. 


January  21,  1960,  under  general  anesthesia, 
the  peritoneal  cavity  was  entered  by  a 
right  paramedian  muscle-splitting  incision. 
The  exploration  produced  negative  findings 
except  for  multiple  biliary  calculi  and  the 
splenic  artery  aneurysm. 

Following  the  cholecystectomy  the  lesser 
sac  of  the  peritoneum  was  entered  via  an 
opening  in  the  gastrocolic  omentum,  and 
the  splenic  artery  aneurysm  was  found 
projecting  from  the  mid  third  of  the  splenic 
artery  into  the  superior  border  of  the  pan- 
creas. It  measured  approximately  IV2  by 
1 V2  cm.  Proximal  and  distal  control  of  the 
splenic  artery  was  assured,  and  then  the 
aneurysm  was  dissected  free  from  its 
pancreatic  bed,  and  the  aneurysm  was 
totally  excised.  A splenectomy  was  per- 
formed. The  postoperative  course  was  un- 
remarkable, and  the  patient  was  discharged 
on  the  ninth  postoperative  day.  The 
pathologic  findings  included  a spleen  measiu*- 
ing  9 by  6 by  3 cm.  with  a smooth  surface. 
A microscopic  examination  revealed  a normal 
architecture.  The  splenic  artery  aneurysm 
measured  1.7  by  1.5  cm.  and  was  oval  in 
shape  (Fig.  2).  The  waU  was  IV2  mm.  in 
thickness  with  diffuse  calcification.  There 
was  a subintimal  calcification  of  the  an- 
eurysm with  hyalinization  of  the  media  and 
rupture  of  the  muscle  and  elastic  components 
of  the  media.  The  gallbladder  was  thick- 
ened and  contained  numerous  pigmented 
calculi.  The  diagnosis  was:  an  arterio- 

sclerotic aneurysm  of  the  splenic  artery  and 
chronic  cholecystitis  with  cholelithiasis. 


Case  2.  A fifty-three-year-old  Puerto 
Rican  woman  was  admitted  to  the  hospital 
for  the  first  time  cornplaining  of  intermittent 
pain  in  the  upper  portion  of  the  abdomen 
and  vomiting  which  began  about  two  years 
prior  to  her  admission.  At  that  time  she 
had  been  hospitalized  in  Puerto  Rico  where 
a cholecystectomy  was  performed  for  chronic 
cholecystitis  and  cholehthiasis.  The  pain, 
nausea,  and  vomiting  persisted.  There 
was  no  history  of  hematemesis,  melena,  or 
weight  loss.  Previous  surgery  included 
an  appendectomy  in  1937,  excision  of  an 
ovarian  cyst  in  1938,  lysis  of  adhesions  in 
1940,  and  a cholecystectomy  in  1957. 
A physical  examination  revealed  a blood 
pressure  of  130/80  and  a pulse  of  80.  The 
examination  showed  unremarkable  findings 
except  for  well-healed  abdominal  scars  from 
previous  operations.  The  Uver  and  spleen 
were  not  palpable,  nor  were  there  other 
palpable  masses.  A pelvic  exeunination 
revealed  a nodular  uterus.  The  arterial 
pulsations  in  the  extremities  were  strong 
and  equal  bilaterally.  The  laboratory  find- 
ings were  imremarkable.  An  electrocardio- 
gram showed  findings  within  normal  limits. 
Radiographic  barium  studies  of  the  smeill 
bowel  and  colon  revealed  no  abnormality 
or  evidence  of  organic  lesions.  Barium 
studies  of  the  upper  portion  of  the  gastro- 
intestinal tract  revealed  “a  fairly  large 
sliding  t3rpe  of  hiatus  hernia.”  On  each 
of  these  films  there  was  noted  an  “oval, 
calcified  shadow”  in  the  left  upper  quadrant 
of  the  abdomen,  which  was  interpreted 
as  a “possible  aneurysm  of  the  splenic 
artery”  (Fig.  3). 

An  exploratory  laparotomy  was  performed 
under  general  anesthesia  on  October  22, 
1959.  The  findings  included  an  aneurysm 
of  the  splenic  artery  near  its  origin;  a 
hiatus  hernia  5 cm.  in  diameter;  and 
multiple  adhesions,  most  numerous  in  the 
pelvis.  The  stomach,  small  bowel,  and 
colon  revealed  no  gross  pathologic  condi- 
tions. 

The  procedure  included  a paramedian 
incision  in  the  left  upper  portion  of  the 
abdomen.  The  aneurysm  was  identified 
and  mobilized  after  obtaining  proper  proxi- 
mal and  distal  control  and  then  was  excised 
with  a portion  of  the  splenic  artery.  A 
splenectomy  was  performed.  The  hiatus 
hernia  was  repaired. 

The  splenic  artery  aneurysm  was  an  oval 
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FIGURE  4.  Case  2.  Splenic  artery  aneurysm. 


FIGURE  3.  Case  2.  Splenic  artery  aneurysm 
demonstrated  on  gastrointestinal  series. 


mass  3 cm.  in  diameter.  The  wall  was  1 mm. 
in  thickness,  and  there  was  calcification 
present  in  some  areas.  A microscopic  exam- 
ination showed  subintimal  calcification  of  the 
aneurysm  with  hyadinization  of  the  media 
and  rupture  of  the  muscle  and  elastic  com- 
ponents of  the  media  (Fig.  4).  The  diagnosis 
was  of  an  arteriosclerotic  aneurysm.  The  pa- 
tient’s postoperative  course  was  imeventful 
except  for  a small  area  of  wound  infection 
requiring  drainage  on  the  seventh  post- 
operative day.  The  wound  was  clean,  and 
aU  drainage  had  ceased  at  the  time  of  her 
discharge  on  the  fifteenth  postoperative 
day. 

Comment 

An  analysis  of  a large  autopsy  series 
indicates  the  rarity  of  splenic  artery  an- 
eurysm. Schroeder^  recorded  an  0.08  per 
cent  occurrence  in  32,768  autopsies.  There 
was  0.05  per  cent  reported  in  41,437  autop- 
sies by  Lindboe,^  0.02  per  cent  by  Owens 
and  Coffey,  1 and  0.16  per  cent  in  28,512 
postmortem  examinations  by  Sheps  et  al."^ 

Contemporary  interest  in  the  problems 
related  to  arterial  aneurysms  has  created 
renewed  interest  in  the  splenic  artery,  and 
recent  series  have  augmented  the  number 
of  reported  cases.  Spittel  et  al.^  added  15 
cases  to  the  report  by  Sheps^  that  were  all 
diagnosed  preoperatively.  Moore  and 
Lewis®  reviewed  22  cases  of  which  17  were 
diagnosed  by  radiologic  examination.  Of  a 
total  of  213  cases  reported  by  Culver  and 
Pirson^  only  19  were  recognized  preopera- 
tively. In  11  of  the  19  patients  a roent- 
genologic diagnosis  was  made  because  of 
the  presence  of  a calcification  or  shadow  in 


the  left  upper  quadrant  of  the  abdomen 
with  confirmation  in  3 of  the  11  patients  by 
lumbar  aortography.  Culver  and  Pirson^ 
have  estimated  that  the  aneurysm  may  be 
present  for  from  ten  to  twenty  years  before 
enough  calcium  is  deposited  to  be  demon- 
strable radiologicaUy.  In  the  remaining 
cases  the  presence  of  a mass,  pulsatile  or 
nonpulsatile,  or  a bruit  in  the  left  upper 
quadrant  of  the  abdomen  has  suggested  the 
diagnosis.  Steinberg®  reported  3 cases  in 
which  intravenous  aortography  was 
diagnostic. 

A splenic  artery  aneurysm  may  vary  in 
size  from  a few  millimeters  to  several 
centimeters  in  diameter.  The  majority 
of  the  lesions  reported  by  Sheps  et  al.  were 
less  than  3 cm.  Aneurysmal  dilation  is 
found  primarily  along  the  main  trunk 
of  the  artery.  Arteriosclerosis  is  the  most 
frequent  cause  of  these  aneurysms.  Owens 
and  Coffey*  record  arteriosclerosis  as  the 
pathogenesis  in  60  per  cent  of  159  cases. 
Sheps  et  al.,"^  in  noting  the  etiologic  classifica- 
tion of  24  aneurysms,  established  arterio- 
sclerosis as  the  principal  pathologic  factor 
but  also  recorded  two  mycotic  aneurysms 
and  two  dissecting  aneurysms. 

Clinical  aspects 

Most  lesions  occur  in  the  sixth,  seventh, 
and  eighth  decades.  The  aneurysm  is 
usually  as3Tnptomatic  but  may  produce 
variable  degrees  of  pain  in  the  epigastrium 
or  left  upper  quadrant  of  the  abdomen. 
Occasionally  a tumor  is  palpable,  with  a 
palpable  pulsation  or  bruit.  Splenomegaly 
may  occur  and  was  reported  in  44  per  cent 
of  Owens  and  Coffey’s*  series. 
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Rupture  usually  occurs  into  the  peritoneal 
cavity,  although  hemorrhage  into  the 
stomach  and  retroperitoneal  tissues  has  been 
reported  and  is  ordinarily  manifested  as 
a major  intra-abdominal  catastrophe  as- 
sociated with  pain  in  the  left  upper  quadrant 
of  the  abdomen  and  shock  secondary  to 
blood  loss.  Owens  and  Coffey^  reported 
“double  rupture”  in  21  per  cent  of  their  204 
cases.  In  the  first  phase  there  is  a sudden 
abdominal  pain  primarily  in  the  epigastrium 
and  left  upper  quadrant  of  the  abdomen. 
If  the  hemorrhage  is  limited,  the  symptoms 
wiU  be  relieved,  but  usually  within  forty- 
eight  hours  of  the  primary  symptoms  the 
second  hemorrhage  wiU  develop  and  result 
in  renewed  abdominal  pain.  Many  reports 
are  concerned  with  the  rupture  of  the 
aneurysm  diu*ing  the  later  months  of  preg- 
nancy; 24  per  cent  of  the  female  patients 
who  died  following  a rupture  were  pregnant. 

Treatment 

The  ideal  treatment  of  a splenic  artery 
aneurysm  is  a splenectomy  with  the  excision 
of  the  aneurysm,  although  proximal  and 
distal  ligation  of  the  aneurysm  without  its 
removal  and  without  splenectomy  has  been 
demonstrated  repeatedly  to  be  effective. 

The  surgical  excision  or  exclusion  of  this 
lesion  is  indicated  whether  it  is  symptomatic 
or  asymptomatic,  if  proper  consideration  is 
given  to  the  expected  high  incidence  of  rup- 
ture and  ensuing  mortality.  A recent  series 
of  22  cases  creates  doubt  concerning  the 
advisability  of  elective  excision  of  a splenic 
artery  anemysm  in  patients  over  sixty  years 
of  age  in  view  of  the  absence  of  rupture  in 
these  cases  in  which  the  average  age  was 
sixty -two  years.  It  is  noteworthy  that  the 
mean  follow-up  among  the  living  patients  in 
this  series  is  four  years.  It  would  be  desir- 
able to  have  a large  group  of  patients  fol- 
lowed over  a significant  period  of  time  before 
giving  less  import  to  the  statistics  reported 
by  Owens  and  Coffey^  and  Spittel  et  al.^ 

Although  it  is  reassuring  to  speculate 
that  the  actual  incidence  of  rupture  may  be 
less  than  previously  reported,  only  serious 
concomitant  disease  or  limited  longevity 
should  discourage  an  elective  excision.  Ef- 
fective control  of  the  aneurysm  may  be  ob- 
tained if  its  location  allows  proximal  and 
distal  ligation  without  the  necessity  of  per- 


forming a splenectomy  or  excising  the 
aneurysm,  thereby  permitting  less  extensive 
dissection  in  many  patients  and  in  conse- 
quence a less  hazardous  procedure. 

The  approach  to  a splenic  artery  aneurysm 
should  be  through  the  gastrocolic  omentum 
with  an  initial  effort  to  obtain  immediate 
proximal  control  of  the  vessel.  Control 
distal  to  the  aneurysm  is  then  sought, 
although  often  this  is  not  feasible,  since  the 
aneurysm  may  be  intimately  attached 
to  the  hilum  of  the  spleen.  The  excision 
of  the  aneurysm  with  or  without  a splenec- 
tomy or  simple  exclusion,  if  required  in 
the  given  situation,  is  then  accomplished. 
Should  a massive  hemorrhage  have  oc- 
curred without  significant  preoperative  in- 
dications of  the  soinrce,  blood  in  the  mes- 
entery of  the  transverse  colon  or  blood 
escaping  through  the  foramen  of  Winslow 
requires  that  the  splenic  artery  be  inspected 
carefully,  for  the  average-sized  aneurysm 
may  be  obscured  by  a hematoma.  When 
the  procedure  is  complicated  by  advanced 
pregnancy,  the  evacuation  of  the  uterus 
has  been  required  to  facilitate  the  proper 
identification  of  the  site  of  the  hemorrhage.^ 

Summary 

Two  new  cases  of  splenic  artery  an- 
eurysm are  presented.  In  each  instance 
the  aneurysm  was  considered  asymptomatic. 
In  view  of  the  frequency  of  rupture  and 
the  high  mortality  rate  associated  with  such 
an  event,  the  prophylactic  removal  of  a 
splenic  artery  aneurysm  is  encouraged  when 
no  major  contraindication  exists. 
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Most  malignant  conditions  of  the  head 
and  neck,  with  few  exceptions  such  as  those 
arising  in  the  hidden  recesses  of  the  accessory 
nasal  sinuses,  the  nasopharynx,  and  some- 
times the  laryngopharynx,  are  easily  recog- 
nizable and  should  be  amenable  to  early 
successful  treatment.  Unfortunately,  how- 
ever, many  patients  seek  medical  advice 
only  after  the  lesion  is  well  advanced,  is 
beginning  to  become  unsightly,  or  causes 
pain  and  armoyance  in  alimentation,  respira- 
tion, and  speech.  This  fact  is  doubly  true 
for  cases  seen  on  the  head  and  neck  services 
at  the  RosweU  Park  Memorial  Institute  be- 
cause all  our  patients  are  referred  to  us  from 
private  physicians  and  other  institutions, 
and  in  most  instances  they  present  problems 
that  are  major. 

Until  such  time  as  more  effective  methods 
of  therapy  and  possibly  of  prevention  be- 
come available,  radiation  and  surgery  will 
remain  the  two  principal  modalities  of  treat- 
ment for  cancer.  In  situations  of  advanced 
disease,  particularly  lesions  encroaching  on 
bone  or  metastasizing  to  cervical  lymph 

'rhis  material  has  appeared  in  Health  News  38:  4 (Apr.) 
1961. 


nodes,  radiation  does  not  seem  to  offer  hope 
for  cure.  At  best,  it  is  of  a palliative  nature, 
given  with  the  purpose  of  prolonging  life  and 
alleviating  pain. 

The  effectiveness  of  surgery  in  the  ab- 
sence of  distant  metastasis  depends  on  the 
completeness  of  excision  and  is  limited  only 
by  anatomic  resectabiUty  and  compatibility 
with  hfe.  The  basic  tenet  of  curative  cancer 
surgery  is  the  total  en  bloc  excision  of  aU 
involved  tissues,  with  an  adequate  margin  of 
safety.  To  achieve  this,  we  are  often  faced 
with  the  necessity  of  sacrificing  large  sectors 
of  the  face  with  parts  of  the  upper  alimentary 
and  respiratory  tracts,  resulting  in  severe 
alterations  in  physiognomy  and  major  im- 
pairments of  fimction.  Unlike  radical  sur- 
gery for  cancer  elsewhere  in  the  body,  such 
as  the  thoracic  and  abdominal  cavities, 
major  excisions  in  the  head  and  neck  are 
bound  to  have  a profound  deleterious  effect 
on  the  patient’s  personality  and  his  accepta- 
bility in  society.  Within  a few  hours  the 
attributes  of  a person  most  intimately  con- 
nected with  him  as  an  individual — his  ap- 
pearance and  his  speech — are  grossly  dis- 
torted or  lost,  and  vital  fimctions  of  swallow- 
ing and  breathing  are  altered  drastically. 

Because  of  this  crippling  nature  of  abla- 
tive surgery  for  cancers  about  the  face  and 
mouth,  reparative  surgery  assumes  great 
importance  as  an  integral  part  of  the  plan  of 
management  for  each  patient.  In  addition 
to  obtaining  a cure,  our  prime  objective 
should  be  the  ultimate  rehabilitation  of  the 
patient  to  a tolerable  and  useful  existence. 
No  treatment  should  be  considered  com- 
plete without  restoration  of  form  and  func- 
tion to  the  utmost  possible  extent,  keeping 
to  a minimum  the  penalty  of  deformity  paid 
for  cure. 

Furthermore,  such  integration  of  a recon- 
structive program  into  the  total  plan  of  ther- 
apy neutralizes  the  timidity  generally  ex- 
perienced in  advocating  and  executing  some 
of  these  extensive  excisions.  Equipped  with 
a knowledge  of  reparative  technics,  the  sur- 
geon can  well  afford  to  be  more  decisive  and 
less  compromising  in  his  attack  on  cancer. 
Patients,  on  the  other  hand,  provided  with 
information  concerning  the  possibilities  of 
rehabilitation,  more  readily  accept  the  pro- 
posed treatment. 

To  illustrate  some  of  the  problems  en- 
countered and  their  solution,  the  following 
cases  are  presented. 
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FIGURE  1.  Case  1.  (A  1 and  2)  Radiographic  appearance  of  lesion  (ameloblastoma).  (B  1 and  2)  Post- 
operative films  sho\wing  bone  graft  in  place.  (C  1 and  2)  Films  one  year  later  showing  satisfactory  union. 


Case  reports 

Case  1.  Ameloblastoma  of  the  mandible. 
Resection  of  the  involved  segment  of  mandi- 
ble and  immediate  reconstruction  with  iliac 
bone  graft  (Fig.  1). 

A seventeen-year-old  attractive  college 


student  was  referred  to  Roswell  Park  Memo- 
rial Institute  for  the  diagnosis  and  treat- 
ment of  a cystic  lesion  of  the  right  side  of  the 
mandible  that  had  been  found  incidentally  at 
the  time  of  a radiographic  dental  examina- 
tion. An  intraoral  examination  disclosed 
an  enlargement  of  the  molar  area  on  the  right 
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FIGURE  2.  Case  1.  Patient  one  year  after  partial 
resection  of  jaw  and  reconstruction  with  iliac  bone 
graft. 


side  which  was  twice  the  width  of  the  opposite 
normal  side.  The  third  molar  was  unerupted, 
the  second  buccally  displaced,  and  the  first 
sensitive  to  percussion.  A radiographic  ex- 
amination revealed  a sharply  defined  and  lob- 
ulated  radiolucent  area  extending  from  the 
second  bicuspid  to  beyond  the  unerupted 
third  molar.  There  was  a faint  suggestion  of 
a septum  dividing  the  radiolucent  zone  into 
two  compartments.  The  clinical  impression 
was  that  of  a dentigerous  cyst  or  an  amelo- 
blastoma. Before  deciding  on  definitive 
treatment,  a tissue  diagnosis  of  ameloblas- 
toma was  established  by  biopsy  of  the  lining 
of  the  cyst  through  an  opening  made  by 
extracting  the  second  and  unerupted  third 
molars. 

The  treatment  consisted  of  a subperiosteal 
resection  of  the  involved  segment  of  mandi- 
ble through  an  external  cervical  approach, 
including  a 0.5-  to  1-cm.  rim  of  oral  mucosa 
around  the  biopsy  opening  and  also  a gener- 
ous segment  of  the  pterygoid  muscle  attach- 
ment on  the  inner  aspect  of  the  angle  of  the 
mandible.  After  the  closure  of  the  oral 
mucosa  and  copious  irrigation  of  the  wound, 
a bone  graft  was  obtained  from  the  right 
iliac  crest.  This  was  trimmed  to  the  shape 
and  size  of  the  resected  segment  of  mandible 


and  was  secured  in  place  with  wire  sutures. 
Postoperatively,  the  jaws  were  immobilized 
for  three  weeks  with  intermaxillary  wiring. 

With  the  exception  of  a minor  wound  com- 
plication which  was  easily  controlled  by  local 
and  systemic  antibiotics,  the  postoperative 
course  was  uneventful  and  the  esthetic  and 
fimctional  result  highly  satisfactory.  Her 
appearance  one  and  one-half  years  after 
operation  is  shown  in  Figure  2. 

Case  2.  Progressive  radionecrotic  ulcer 
destroying  the  left  buccal  commissure, 
secondary  to  treatment  of  squamous  cell 
carcinoma.  Resection  of  commissure  and 
cheek.  Early  reconstruction  with  a lined 
forehead  flap  (Fig.  3). 

A seventy-seven-year-old  male  complained 
of  a progressively  enlarging  ulceration  at 
the  left  buccal  commissure  associated  with 
persistent  pain.  He  first  noted  the  lesion 
eleven  years  previously  at  the  site  of  an  old 
electrical  burn  and  received,  at  that  time,  a 
course  of  x-ray  therapy.  The  exact  nature 
and  dosage  of  this  treatment  is  not  known. 
There  was  improvement  but  never  com- 
plete healing  of  the  ulcer  which  remained 
indurated.  Three  months  before  his  ad- 
mission to  Roswell  Park,  the  ulcer  began  to 
grow  and  the  patient  was  given  a second 
course  of  11  sittings  of  unfiltered  x-ray 
treatment  totaling  5,040  r.  However,  the 
condition  became  worse.  In  addition  to 
considerable  loss  of  substance,  he  began  to 
experience  persistent  pain.  On  admission, 
there  was  an  ulcerated  defect  of  the  left 
commissure  extending  toward  the  cheek, 
measuring  about  2 by  2.5  cm.  and  a much 
larger  surrounding  zone  of  swelling  and 
stony-hard  induration.  Biopsy  of  the  ulcer 
did  not  show  cancer.  Because  of  the  pain, 
the  history  of  two  courses  of  x-ray  treatment, 
and  the  negative  biopsy  report,  wide  excision 
of  the  lesion  with  early  reconstruction  was 
selected  as  the  treatment  of  choice.  This 
was  accomplished  in  the  following  four 
stages. 

Stage  1.  A wide  excision  of  the  lesion, 
was  done,  and  a lined  forehead  flap  was  pre- 
pared for  future  transfer  to  the  defect.  The 
excision  included  the  full  thickness  of  the 
cheek  in  the  indurated  area,  the  ulcerated 
left  labial  commissure,  and  about  1.5-cm. 
portions  of  both  the  upper  and  lower  lips 
adjacent  to  the  ulcer.  The  labial  commis- 
sure was  restored  by  suturing  together  the 
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FIGURES.  Case  2.  (A)  Postexcisional  defect  of  cheek  and  delayed  forehead  flap.  (B)  Reflected  forehead 
flap  showing  lining  skin  graft  on  distal  end.  (Gland  2)  Forehead  flap  closing  defect  on  cheek.  (D 1 and  2) 
Flap  divided  from  cheek  and  returned  to  forehead.  (E  1 and  2)  Final  result  after  revision  of  left  oral  com- 
missure enlarging  opening  of  mouth. 


cut  ends  of  the  upper  and  lower  lips.  Along 
the  raw  margins  of  the  resultant  fuU-thick- 
ness  defect  of  the  cheek,  the  inner  mucosal 
edge  was  sutured  to  the  outer  skin  edge.  A 
forehead  flap  was  then  fashioned  trans- 
versely with  its  base  on  the  left  temple.  The 
entire  flap  was  raised,  leaving  a small  un- 
divided bridge  of  skin  at  the  glabella  to  in- 
sure adequate  blood  supply  to  the  tip.  A 
split-thickness  skin  graft  was  apphed  to  the 
inner  surface  of  the  distal  third  of  the  flap, 
which  was  then  sutured  back  to  its  original 
bed. 

Stage  2.  The  previously  delayed  forehead 
flap  was  raised,  and  the  lining  skin  graft  on 
its  distal  third  was  found  to  be  viable  (Fig. 
3B).  Marginal  excision  freshened  the  edges 
of  the  cheek  defect.  The  flap  was  swung 
down  and  its  end  was  tailored  to  meet  the 
defect.  The  edges  of  the  lining  skin  graft 
were  sutured  to  the  mucosa  and  the  edges  of 
the  flap  proper  to  the  skin.  The  proximal 
two-thirds  of  the  flap  was  tubed  on  itself,  and 
a split-thickness  skin  graft  taken  from  the 
abdomen  was  used  to  resurface  the  donor 
wound  on  the  forehead  (Fig.  3C1  and 
2). 

Stage  3.  The  proximal  tubed  portion  of 
the  flap  was  divided  from  its  attachment  to 


the  cheek.  It  was  opened  to  its  original  di- 
mensions by  excising  the  scar  and  was  re- 
turned to  its  original  site  on  the  forehead 
after  a corresponding  area  of  skin  graft  had 
been  excised  (Fig.  3D1  and  2). 

Stage  4.  A revision  and  left  buccal  com- 
missurotomy enlarged  the  oral  opening  and 
allowed  the  patient  to  insert  his  dentures 
with  ease. 

The  end  result,  satisfactory  both  fimc- 
tionaUy  and  esthetically,  is  seen  in  Fig.  3, 
El  and  2. 

Case  3.  Squamous  cell  carcinoma  of  the 
nose.  Amputation  of  the  nose  and  delayed 
reconstruction  with  a forehead  flap  (Fig.  4). 

A seventy-three-year-old  male  was  ad- 
mitted with  a lesion  of  the  nasal  vestibule  of 
five  months  duration  that  was  increasing 
progressively  in  size. 

An  examination  revealed  a destructive  ir- 
regular ulceration  centered  at  the  lower  end 
of  the  nasal  septum,  involving  columella 
and  labial  philtrum,  and  extending  forward 
and  upward  into  the  entire  cartilaginous 
framework  of  the  external  nose.  The  alae 
nasi  and  the  tip  of  the  nose  were  swollen, 
nodular,  and  indurated  well  up  to  the  dorsum 
of  the  bony  part  of  the  nose.  Biopsy  con- 
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i;  F1GURE4.  Cases.  (A  1 and  2)  Defect  following  nasal  amputation.  “Up  and  down”  forehead  flap  has  been 
i prepared  preforming  columella  and  alae  of  new  nose.  (B  1 and  2)  Flap  rotated  down  to  face  forms  new  nose. 
I Skin  graft  with  rubber  backing  is  seen  on  donor  area  of  forehead.  (C  1 and  2)  Patient  six  days  after  flap 
J divided  and  its  return  to  forehead.  (D  1 and  2)  Final  result  three  months  after  last  operation.  Edema  has 
j|  subsided  and  suture  lines  have  faded.  Appearance  can  be  improved  further  by  reducing  width  and  bulk 
1 of  tip. 


'l  firmed  the  clinical  diagnosis  of  squamous 
i cell  carcinoma.  There  was  no  clinical  or 
) radiographic  evidence  of  distant  spread  of 
I disease.  Because  of  the  extensive  infiltra- 
; tive  nature  of  the  lesion,  surgical  amputa- 
I tion  of  the  nose,  cartilaginous  septum,  the 
1 nasal  spine  of  the  maxilla,  and  the  middle 
third  of  the  upper  lip  was  carried  out.  After 
eleven  months  of  observation  without  ev- 
idence of  recurrent  disease,  nasal  reconstruc- 
1 tion  was  undertaken  in  three  stages. 

I Stage  1.  An  “up  and  down”  (Gillies) 

I forehead  flap  was  prepared  that  was  based 
I supraorbitally  on  the  left  side.  The  flap 
I was  elevated  and  the  tip  of  the  distal  half 
[ was  infolded  to  preform  the  tip  of  the  nose, 

' columella,  and  alae  nasi.  A split-thickness 
I skin  graft  was  applied  to  the  denuded  por- 
tion of  the  forehead  (Fig.  4A1  and  2). 

Stage  2.  The  previously  outlined  fore- 
head flap  with  the  preformed  nasal  struc- 
ture was  transferred  to  the  face.  Marginal 
hinge  flaps,  one  based  on  each  side  of  the 
defect  and  a third  on  its  superior  border, 
supplied  the  inside  lining  of  the  recon- 
structed nose.  The  donor  area  on  the  fore- 
head was  resurfaced  with  a split-thickness 
skin  graft  (Fig.  4B1  and  2). 

Stage  3.  The  flap  from  forehead  to  nose 
was  divided.  The  proximal  pedicle  was 
opened  and  returned  to  its  original  location 


on  the  forehead  after  a corresponding  area  of 
skin  graft  was  excised.  Although  a minor 
revision  to  reduce  the  bulk  and  width  of  the 
tip  of  the  nose  has  been  proposed  to  him,  he 
is  so  satisfled  with  his  nose  that  he  has  been 
unwilling  to  undergo  the  operation.  Figure 
4D  shows  the  patient’s  present  appearance. 

Case  4.  Extensive  squamous  cell  car- 
cinoma of  the  right  face.  Wide  resection 
and  postoperative  radiation  therapy.  De- 
layed repair  with  a tubed  pedicle  flap  from 
the  back  (Fig.  5). 

A fifty-one-year-old  female  was  admitted 
for  a lesion  on  the  right  side  of  the  face  of 
five  years  duration.  During  that  time  it 
had  become  progressively  larger  with  break- 
down, ulceration,  and  an  offensive  foul  dis- 
charge. Because  of  her  convictions,  she 
had  been  reluctant  to  consult  a physician 
until  shortly  before  her  admission.  Aching 
pain,  foul  odor,  and  infestation  of  the  ulcer 
with  maggots  finally  compelled  the  patient 
to  seek  medical  aid.  At  the  time  of  her 
admission,  the  lesion  was  centered  over  the 
parotid  area,  involving  the  anterior  half  of 
the  auricle  and  the  posterior  half  of  the  right 
side  of  the  face  from  above  the  zygomatic 
arch  to  below  the  angle  of  the  mandible. 
The  opening  of  the  auditory  canal  was  oblit- 
erated with  tumor. 

Her  treatment  consisted  of  an  en  bloc 
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FIGURES.  Case  4.  (A)  Squamous  cell  carcinoma  involving  major  portion  of  right  side  of  face.  (B)  Result 
after  excision,  skin  grafting,  and  supplemental  irradiation:  1-  lateral  view  showing  central  loss  of  skin  graft 
and  radionecrosis  of  underlying  mastoid  bone;  2-  front  view  showing  flattening  of  facial  contour.  (C) 
Tubed  pedicle  flap  prepared  on  back.  (D)  Distal  end  of  tube  brought  to  face.  (E)  Final  result  after  tubed 
pedicle  was  divided. 


excision  of  the  lesion,  with  0.5-  to  1-inch 
margins  on  all  sides,  including  the  zygomatic 
arch,  the  upper  end  of  the  sternomastoid 
muscle,  the  ear,  the  external  auditory  canal, 
and  the  parotid  gland.  A temporary  skin- 
graft  dressing  was  applied  to  the  woimd, 
and  a lateral  tarsorrhaphy  was  performed 
to  protect  the  eye  from  exposure.  After 
the  skin  graft  had  healed,  postoperative 
radiotherapy  was  given  to  the  area  immedi- 
ately surrounding  the  auditory  canal,  since 
it  was  felt  that  microscopic  foci  of  tumor 
might  have  been  left  behind  in  this  region. 
A total  dose  of  6,400  r was  given  with  the 
result  that  the  central  part  of  the  skin  graft 
was  lost  and  there  was  some  radiation 
necrosis  in  the  underlying  mastoid  bone 
(Fig.  5B1). 

After  six  months  of  observation  without 
any  evidence  of  recurrent  disease,  a staged 
reconstructive  program  was  initiated,  con- 


sisting of  four  major  steps. 

Stage  1.  A tubed  pedicle  flap  was  pre- 
pared on  the  right  side  of  the  back,  with  | 
three  delay  procedures  (Fig.  5C). 

Stage  2.  The  wound  was  re-excised  and 
the  tubed  pedicle  was  transferred  to  the 
face  (Fig.  5D). 

Stage  3.  The  flap  from  back  to  face  was 
divided  and  revised. 

Stage  4.  Her  right  facial  palsy  was  cor- 
rected with  a fascia  lata  shng  support. 

The  patient’s  flnal  appearance  is  shown  in 
Fig.  5E.  She  has  remained  free  of  disease  j 
for  five  years  since  the  operation  and  is 
satisfied  with  her  appearance. 

Case  5.  Severe  chronic  radiation  derma- 
titus  of  the  face  with  multiple  crops  of 
secondary  epitheliomata.  Subtotal  resur- 
facing of  the  face  by  means  of  a thoraco- 
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FIGURES.  Case  5.  (A)  Severe  radiation  dermatitis 
I \with  multiple  foci  of  cancer.  (B)  Thoracoepigastric 
\ tubed  pedicle.  (C)  Lower  end  of  tubed  pedicle 
j transferred  to  right  side  of  face.  (D)  More  of  tube 
i opened  and  applied  to  lower  part  of  face  around 
1 mouth  and  on  chin.  (E)  Proximal  axillary  end  of 
! tube  divided  and  transferred  to  nose.  (F)  Final 
^ appearance  after  tube  divided  from  nose  and  ap- 
plied to  left  side  of  face. 

I 

j epigastric  tubed  pedicle  flap  (Fig.  6). 

] A sixty -six-year-old  female  at  the  age  of 
J twenty-seven  years  had  received  x-ray  treat- 
1 ments  of  an  unknown  quantity  for  facial 
I acne  and  hirsuitism.  Approximately  twenty 
i years  later,  she  began  to  notice  progressive 
1 atrophic  changes  in  the  skin  and  the  appear- 
! ance  of  nonhealing,  crusted  lesions  scattered 
I about  the  face.  For  the  following  decade  or 
1 two,  these  lesions  were  treated  conserva- 
! tively  with  ointments,  electrocauterization, 
and  minor  local  excisions  as  often  as  fresh 
j lesions  made  their  appearance.  In  1952,  the 


repeated  use  of  neomycin  sulfate  ointment 
induced  an  acute  reaction  consisting  of  red- 
ness, swelling,  and  blistering  of  the  entire 
face.  The  continued  progression  of  scar 
contracture  of  the  lips,  cheeks,  and  pgurticu- 
larly  of  the  nose  finally  resulted  in  a marked 
mental  depression,  despondency,  and  a 
strong  wish  to  withdraw  from  society,  for 
which  she  was  voluntarily  confined  to  a state 
mental  institution. 

When  she  was  first  seen  at  Roswell  Park 
in  1956,  she  had  hyperkeratotic  lesions  of 
various  sizes  all  over  the  face,  many  of 
which  proved  to  be  basal  cell  carcinomas, 
and  a few  were  squamous  in  nature.  Con- 
servative management  was  continued  with 
multiple  local  excisions.  One  of  these 
procedures  necessitated  a fairly  wide  excision 
of  skin  from  the  chin  and  the  use  of  a split- 
thickness skin  graft,  with  the  end  result 
of  more  contracture  and  an  increasingly 
despondent  attitude  on  the  part  of  the 
patient.  It  was,  therefore,  decided  to 
excise  the  severely  involved  areas  and  to 
resurface  with  a pedicle  flap  of  normal  skin 
from  a distant  site.  This  was  accomphshed 
in  five  major  steps: 

Stage  1.  A long  thoracoepigastric  tubed 
pedicle  was  prepared  on  the  left  side  of  the 
trunk,  with  three  delay  procedures  (Fig.  6B). 

Stage  2.  The  skin  of  right  side  of  the  face 
was  excised  and  the  distal  end  of  the  thoraco- 
epigastric tube  was  transferred  to  the  face 
(Fig.  6C). 

Stage  3.  The  skin  of  the  upper  and  lower 
lips  and  chin  was  excised;  a segment  of  the 
tube  was  opened  and  fitted  to  the  area  with 
an  incision  to  provide  for  the  oral  aperture 
(Fig.  6D). 

Stage  4.  The  skin  of  the  nose  was  excised. 
The  axillary  end  of  the  tube  was  divided 
and  transferred  to  the  nose  (Fig.  6E). 

Stage  5.  The  skin  of  left  side  of  the  face 
was  excised.  The  tube  was  divided  at 
its  attachment  to  the  nose,  and  the  remain- 
ing part  was  tailored  to  the  defect  in  the 
face.  In  the  same  sitting,  a defatting  and 
revision  of  the  covering  of  the  nose  was 
carried  out,  giving  shape  to  the  nose  (Fig. 
6F). 

This  program  removed  all  potential  and 
actual  malignant  foci  in  the  radiated  skin 
of  the  fqce  and  improved  her  appearance, 
with  the  desired  salutary  effect  on  her 
personahty  problem.  Shortly  after  her 
return  to  the  state  mental  hospital,  she  was 
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discharged  home  with  renewed  confidence 
to  face  life  in  society. 

Case  6.  Massive  recurrent  squamous 
cell  carcinoma  of  anterior  floor  of  mouth 
with  subtotal  involvement  of  tongue,  lower 
lip,  and  chin.  Total  resection  of  mandible, 
chin,  lower  Up,  tongue,  and  larynx,  with  en 
bloc  left  radical  neck  dissection.  Delayed 
staged  reconstruction  of  lower  third  of  the 
face  with  a thoracoepigastric  tube  flap 
(Fig.  7). 

A sixty-two-year-old  male  laborer  had 
previously  undergone  a combined  resection 
of  the  anterior  floor  of  his  mouth,  anterior 
third  of  the  tongue,  and  anterior  mandible, 
together  with  a right  radical  and  left  supra- 
hyoid neck  dissection  for  a squamous  ceU 
carcinoma  arising  in  the  floor  of  the  mouth. 
Approximately  one  and  one-half  years  after 
this  procedure,  he  was  seen  by  us  with  an 
extensive  recurrence  of  the  primary  lesion. 
This  appeared  externally  as  a large  fimgating 
ulceration  of  the  entire  chin,  continuous 
intraoraUy  with  an  excavating,  painful  ulcer- 
ation of  the  anterior  half  of  the  floor  of  mouth 
and  remaining  tongue.  Although  the  mu- 
cosa of  the  base  of  the  tongue  was  intact,  it 
was  evident  that  posteriorly  the  tumor  had 
invaded  the  substance  of  the  tongue  close  to 
the  vaUeculae.  There  was  no  clinical  or 
radiographic  evidence  of  distant  spread  of 
the  disease.  The  patient  was  in  pain,  had 
difficulty  in  speech  and  swallowing,  and  was 
unable  to  maintain  adequate  nutrition.  In 
the  opinion  of  the  radiotherapists,  radiation 
had  little  to  offer  this  patient  even  by  way  of 
palliation.  Surgery  was  therefore  decided  on 
as  offering  the  only  possible  chance  for  cure. 

A preliminary  tracheostomy  was  per- 
formed under  local  anesthesia,  and  general 
anesthesia  was  administered  through  the 
tracheostomy.  The  excision  included  the 
entire  mandible,  chin,  lower  hp,  tongue,  and 
larynx,  together  with  a left  radical  neck 
dissection.  This  left  the  patient  with  a 
permanent  tracheostomy  and  cervical  esoph- 
agostomy.  The  whole  lower  third  of  the 
face  was  missing. 

Reconstruction  to  restore  nearly  normal 
appearance  was  carried  out  in  five  major 
steps,  with  several  minor  delay  procedures 
interposed. 

Stage  1.  A long  left  thoracoepigastric 
skin  tube  was  prepared  with  marsupializa- 
tion of  its  distal  end  to  preform  a semblance 


of  lower  lip  and  chin.  Unfortunately,  the 
marsupialized  end  of  the  flap  was  lost 
because  of  poor  circulation,  and  the  future 
steps  in  the  plan  of  reconstruction  had  to 
be  modified. 

Stage  2.  The  distal  end  of  the  tubed 
pedicle  was  transferred  to  the  left  lower 
side  of  the  face  (Fig.  7D).  After  this  stage, 
the  proximal  axillary  end  of  the  pedicle  was 
delayed  and  at  the  same  time  the  midportion 
of  the  tube  was  connected  to  a small  sub- 
clavicular  trap-door  flap  to  insure  better 
circulation. 

Stage  3.  The  proximal  end  of  the  tubed 
flap  was  divided  and  transferred  to  the  right 
side  of  the  face  (Fig.  7E1  and  2). 

Stage  4.  The  right  half  of  the  tube  was 
opened  and  a new  chin,  lower  lip,  and 
floor  of  mouth  were  fashioned,  with  the 
epithelial  surface  of  the  flap  forming  the 
inside  of  the  mouth.  A spht-thickness 
graft  was  used  to  supply  external  coverage 
(Fig.  7F1  and  2). 

Stage  5.  The  left  half  of  the  tube  was 
divided  and  revised,  completing  the  re- 
construction. 

The  patient’s  final  appearance  is  shown  in 
Figiare  7G.  He  has  been  free  of  disease  for 
three  years  and  is  living  a contented  exist- 
ence. 

Case  7.  Extensive  cancer  of  the  tongue 
and  floor  of  mouth.  Total  glossectomy, 
subtotal  mandibulectomy,  laryngectomy, 
and  simultaneous  bilateral  radical  neck 
dissection.  Immediate  repair  with  local 
flaps  (Fig.  8). 

A sixty-four-year-old  dentist  was  ad- 
mitted with  a seven-month  history  of  gradu- 
ally enlarging  ulcer  on  the  left  side  of  the 
tongue  and  floor  of  mouth.  An  examination 
disclosed  a large  fungating  ulceration  of 
the  entire  left  half  of  the  tongue  and  the 
floor  of  the  mouth,  which  had  also  extended 
anteriorly  across  the  midline  to  the  opposite 
bicuspid  area.  The  rest  of  the  tongue  was 
indurated  and  swollen  from  the  tip  to  the 
vaUeculae.  The  submental  and  left  sub- 
maxiUary  triangles  were  indurated,  and  a 
2.5-cm.  hard  lymph  node  was  palpable  in 
the  left  subdigastric  area.  The  patient 
complained  that  the  motility  of  the  tongue 
was  severely  limited  and  was  associated 
with  pain,  difficulty  in  speaking,  and 
dysphagia.  Cognizant  of  the  seriousness  of 
his  condition,  he  had  given  up  the  practice 
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FIGURES.  Case  7.  (A  1 and  2)  Appearance  before  operation.  (B)  Diagrammatic  representation  of  opera- 
tive procedure:  1-  skin  incisions:  2-  defect  remaining  after  delivery  of  specimen;  3-  \wedge-shaped  seg- 
ment of  left  mentocervical  flap  being  denuded  of  its  epidermis;  4-  positioning  of  denuded  flap  to  form 
ne\w  floor  of  mouth.  Its  oral  surface  is  to  be  lined  by  split-thickness  skin  graft;  5-  overlapping  closure  of 
opposite  mentocervical  flap  on  denuded  flap;  6-  closure  of  chin  completed  effecting  satisfactory  protrusion 
of  chin  \«ithout  bony  support.  (C  1 and  2)  Appearance  one  year  after  surgery.  (Inset)  Diagrammatic  repre- 
sentation of  extent  of  lesion  and  amount  of  mandible  resected. 
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of  his  profession  and  had  resorted  to  heavy 
drinking  as  a means  of  escape  from  his 
seemingly  hopeless  fate.  At  this  stage,  he 
was  willing  to  imdergo  any  treatment  that 
would  give  him  some  chance  for  a cure. 

His  treatment  consisted  of  en  bloc  re- 
section of  the  entire  tongue  and  floor  of  the 
mouth,  with  four  fifths  of  the  mandible,  the 
hyoid  bone,  the  larynx,  and  simultaneous 
bilateral  radical  neck  dissection.  Immediate 
repair,  aimed  at  minimizing  the  agnathic 
“Andy  Giunp”  deformity  and  reconstituting 
la  new  floor  of  the  mouth,  was  carried  out 
using  local  tissues  as  shown  diagrammati- 
caUy  in  Figure  8. 

The  outcome  was  gratifying,  with  an 
acceptable  cosmetic  result  and  satisfactory 
rehabilitation  of  the  patient.  Obviously, 
(there  was  total  loss  of  speech  and  normal 
deglutition.  The  patient  fed  himself  through 
a large-cahber  tube  introduced  orally  into 
the  pharynx  at  mealtime  and  communicated 
with  people  aroimd  him  in  writing.  There 
was  a moderate  amount  of  salivary  incon- 
tinence which  was  controlled  completely 
jby  ligation  of  both  parotid  ducts  three  and 
one-half  months  after  his  original  operation. 
iSoon  after  this  procedure,  the  patient  was 
able  to  resume  his  dental  practice  and  led  a 


satisfied  and  productive  life  for  two  years  and 
two  months,  at  which  time  he  succumbed 
from  a metastatic  lesion  in  the  right  lung. 
There  was  no  evidence  of  local  recurrence  of 
disease  in  the  mouth  at  the  time  of  death. 

Summary 

A few  examples  were  presented  illustrating 
the  important  role  played  by  reconstructive 
surgery  in  the  management  of  head  and 
neck  tumors.  Contrary  to  popular  concept, 
plastic  surgery  deals  not  only  with  cosmetic 
problems,  but  also  with  the  repair  of  con- 
genital and  acquired  deformities  to  improve 
both  appearance  and  function.  Acquired 
deformities  may  be  due  to  accidental  trauma 
or,  as  in  the  treatment  of  cancer,  the  result  of 
deliberate  and  purposeful  destruction.  It  is 
important  for  the  surgeon  who  assumes  the 
responsibility  for  destroying  cancer  in  the 
area  of  the  head  and  neck  to  have  adequate 
knowledge  and  competence  in  the  full  use  of 
reparative  technics.  Thus  equipped  he  can 
best  discharge  his  responsibilities  toward  his 
patients. 

Acknowledgments.  Figure  2 was  taken  by  Peter  Crage, 
composite  photographs  by  Edward  Nowak,  Department  of 
Medical  Photography,  Roswell  Park  Memorial  Institute. 
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The  Lucien  Howe  Prize  and  the  Merit  H.  Cash  Prize  will  he  open  for  competition 
at  the  next  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York, 
May  13  to  17,  1963,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution 
on  some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a 
member  of  the  Medical  Society  of  the  State  of  New  York. 

The  Merit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original 
essay  on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  mem- 
bers of  the  Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the 
competition  are  residents  of  New  York  State. 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay 
is  submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or 
other  device.  The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the 
outside  the  same  motto  or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it 
will  not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the 
Medical  Society  of  the  State  of  New  York,  “to  be  published  eis  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1,  1963,  and  sent  to  the 
Chairman  of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State 
of  New  York,  760  Third  Avenue,  New  York  17,  New  York. 

Alfred  A.  Angrist,  M.D.,  Chairman 
Committee  on  Prize  Essa3r8 
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History  of  Medicine 


Goiter  in  Michigan* 


ISIDOR  GREENWALD,  Ph.D. 

New  York  City 

From  the  New  York  University  School  of  Medicine 


T HE  EXPERIENCE  in  Michigan  after  the 
introduction  of  iodized  salt  has  been  quoted 
frequently  to  show  the  value  of  this  method 
of  prophylaxis  against  goiter.  However, 
little  or  no  attention  has  been  given  to  the 
course  of  events  before  this  measure  was 
introduced. 

It  is  the  purpose  of  this  report  to  show 
that  goiter  had  not  been  known  among  the 
Indians  before  or  for  two  centuries  after  the 
coming  of  the  Europeans;  that  it  was  first 
noted  at  Detroit  shortly  before  1800;  that 
it  was  common  there  in  1810;  that  it  soon 
became  much  less  frequent,  even  rare, 
through  most  of  the  nineteenth  century;  and 
that  it  then  became  quite  prevalent.  Evi- 
dence will  also  be  presented  to  show  that  a 
marked  increase  in  the  death  rate  from 
exophthalmic  goiter  coincided  with  the  intro- 
duction of  iodized  salt. 

For  the  purpose  of  such  a study,  one 
cannot  rely  only  on  the  medical  Uterature. 
For  the  early  periods,  one  must  consult  the 
reports  of  explorers,  missionaries,  travelers, 
and  settlers.  For  the  second  half  of  the 
nineteenth  century,  newspapers  and  books 
on  popular  medicine  are  useful  sources. 

Early  accounts 

The  reports  of  early  explorers  of  the  Great 

* Aided  by  Grant  A-873  from  the  National  Institutes  of 
Health,  Bethesda,  Maryland,  and  by  Grant  G-4121  from  the 
National  Sciences  Foundation,  Washington,  D,C. 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Session 
on  History  of  Medicine,  May  16,  1962. 


Lakes  region  and  reports  of  missionaries  to 
their  inhabitants  contain  many  descriptions 
of  the  physique  and  mentions  of  the  diseases 
of  the  Indians.  The  only  reference  to  goiter 
foimd  in  any  of  these  reports  dates  from 
1653,  written  by  a missionary  to  the  Huron 
Indians  on  the  peninsula  of  Ontario,  and  is 
an  explicit  statement  that  they  did  not  have 
goiter.  1 Almost  a century  later  Luc  du 
Jaunay,^  at  Michilimacinac,  compiled  a 576- 
page  dictionary  of  the  Ottowa  language 
which  had  words  for  gout,  apoplexy,  small- 
pox, and  other  diseases,  but  not  for  goiter. 
At  about  the  same  time,  Potier,^  stationed 
at  Detroit,  compiled  a Huron-French  dic- 
tionary containing  words  for  a number  of 
diseases,  but  goiter  was  not  included. 

The  earliest  report  of  goiter  in  Michigan 
that  I have  been  able  to  find  is  in  Barton’s 
memoir  of  1800.^  He  stated; 

There  are  several  cases  of  the  disease  among 
the  Canadians  who  are  settled  at  Detroit.  It 
is  principally  confined  to  women,  and  is  there 
thought  to  be  owing  to  the  drinking  of  the 
waters  of  the  lakes. 

The  source  of  his  information  was  not 
given.  A few  years  later,  NuttaU  (Graus- 
tein^)  wrote,  from  personal  observation: 

The  disease  of  Bronchocele  or  Goitre  is  very 
prevalent  in  Detroit  and  its  neighborhood, 
both  amongst  whites  and  Indians.  The  fe- 
male sex  is  much  more  subject  to  it  than  the 
male,  and  there  are  few  white  women  who 
have  not  experienced  more  or  less  of  it.  It  is 
sometimes  tho’  rarely  accompanied  with 
fatuity.  I saw  one  instance  of  this  in  an 
Indian  man,  a poor  harmless  idiot!  It  is  more 
distressing  to  some  individuals  than  others. 
Many  carry  about  this  disease  for  years  with- 
out much  apparent  inconvenience,  while 
others  are  threatened  with  suffocation  and 
death. 

It  seems  that  the  situation  had  worsened 
in  the  ten  years,  1800  to  1810.  NuttaU 
had  come,  on  foot,  along  the  shore  of  Lake 
Erie  from  Erie,  Pennsylvania,  to  the  Huron 
River.  He  wrote: 

The  water  of  the  lakes  is  perhaps  as  pure  and 
generally  wholesome  as  any  body  of  fresh 
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I water  in  the  world,  and  the  inhabitants  of 
their  banks  generally  speaking  are  as  healthy 
’ or  rather  more  so  than  in  any  other  part  of 
America,  and  by  no  means  peculiarly  afflicted 
, with  Goitre.  . . . Till  the  nature  of  this  disease 

■ becomes  better  known,  little  can  be  done 

< toward  a cure,  many  inert  substances,  and 
, even  charms  have  had  the  credit  of  curing  this 
disease,  which  baffles  reasonable  medicine, 
however,  as  it  comes  without  apparent  cause 
so  it  frequently  subsides  gradually  without  the 
aid  of  any  remedy.  Amongst  the  Different 
substances  said  to  cure  this  (illegible  word) 
desideratum  in  medicine  (illegible  word)  are 
, pieces  of  sponge  taken  internally — A small 
! woolen  bag  filled  with  common  salt  worn 
I about  the  neck  and  frequently  wet  with  vine- 
i gar;  fomentations  of  vinegar,  or  capillary 
substances  wet  with  vinegar  suspended  about 
I the  neck,  which  last  has  been  known  to  discuss 
1 this  obstinate  tumor  in  several  instances. 

I could  find  no  reference  to  the  presence 
of  goiter  in  Michigan  for  many  years  after 
I 1810.  It  was  not  included  by  Pickard  and 
I Buley.®  The  reports  of  travelers  and  set- 
' tiers  abound  in  accounts  of  ague  and  fever, 
but  not  one  of  the  scores  that  I have  ex- 
I amined  so  much  as  mentions  goiter.  The 
! cases  of  goiter  that  had  been  so  common  in 
I Detroit  in  1810  seem  to  have  vanished  as 
I rapidly  and  as  completely  as  did  the  ones  in 
; CentralNew  York’ or  in  Pittsburgh.® 

' Army  reports 

In  1840  Lawson*  published  a statistical 
report  on  Army  sickness  covering  the  period 
i from  1819  to  1839.  There  was  no  mention 

I of  goiter  in  any  post  in  Michigan.  Similar 

I I reports  for  the  periods  from  1839  to  1855’® 

I and  from  1855  to  1859”  were  similarly 
' devoid  of  any  reference  to  goiter  in  Mich- 
igan. Reports  for  the  period  from  1839  to 

I 1855  contained  an  account  of  cases  of  goiter 
I at  Fort  Kent,  Maine,  in  1845.  This  condi- 
tion was  said  to  be  disappearing  gradually 
and  to  have  been  at  its  worst  some  twenty- 
five  years  earlier. 

In  the  early  years  of  the  Civil  War  recruit- 
I ment  was  within  the  province  of  the  states. 

! No  records  of  physical  examinations  in 
^ Michigan  seem  to  be  available.  The  drafts 
' from  1863  to  1865  were  imder  Federal  aus- 
pices, and  the  records  have  been  published. 
In  1863  and  early  1864  there  were,  in  aU  of 
Michigan,  three  rejections  because  of  “tu- 
mors of  the  neck”  in  a total  of  17,755  or  0.2 
•i  per  1,000.  Later,  in  1864  and  in  1865, 
recruits  and  volunteers  were  rejected  because 


of  “bronchocele.”  There  was  only  1 such 
rejection  from  Michigan,  out  of  a total  of 
11,904  or  less  than  0.1  per  1,000.  This  may 
be  compared  with  27  or  0.45  per  1,000  in 
New  York  and  12  or  0.64  per  1,000  in  New 
Jersey.” 

In  1917  and  1918  there  were  2.68  rejections 
per  1,000  from  Michigan  because  of  simple 
goiter  and  5.93  for  exophthalmic  goiter,  a 
total  of  8.61  per  1,000.”  From  1940  to  1944 
there  were  only  1.96  per  1,000  of  the  men  who 
were  examined  for  thyroid  disease,  and  only 
1.34  (1.37  of  the  white  population)  were  dis- 
qualified or  accepted  for  limited  service 
only.”  It  is  obvious,  therefore,  that  goiter 
was  not  a problem  to  the  young  males  of 
Michigem  from  1863  to  1865,  that  it  was 
severe  in  1917  and  1918,  and  that  it  was  of 
much  less  consequence  from  1940  to  1944. 


Newspapers 

Newspapers*  are  a rich  source  of  informa- 
tion regarding  the  illnesses,  real  or  imagined, 
that  were  considered  important  by  the 
readers  or  that  could  be  exploited  by  the 
advertiser  in  this  “golden  age  of  quackery,” 
from  about  1860  to  1920. 

To  1876.  The  earhest  newspaper  ex- 
amined was  the  Lansing  Republican  of 
November  17,  1857.  This  newspaper  con- 
tained the  advertisement  of  a traveling 
“quack”  from  Detroit  who  claimed  to  cure  a 
great  mnnber  of  diseases,  but  who  did  not 
include  goiter.  There  were  others  who 
advertised  in  the  same  issue,  but  most  of 
these  persons  were  concerned  with  impotence 
and  venereal  diseases,  none  with  goiter. 

The  Mining  Gazette  (Houghton,  Portage 
Lake)  of  July  13,  1861,  October  10,  1863, 
March  12,  1864,  and  February  16,  1876, 
contained  several  advertisements  of  quacks 
and  of  patent  medicines.  None  of  them 
mentioned  goiter.  The  same  was  true  of  the 
Detroit  Free  Press  of  April  2 to  6,  1861,  and 
February  3 to  8,  1867.  Several  patent 
medicines  were  advertised  in  the  Wolverine 
Daily  Citizen  (Flint)  of  January  3,  March  8, 
March  31,  and  August  25,  1870,  and  the 
Tgaliches  Michigan  Journal  (Detroit)  of 
April  2,  1870,  and  January  3,  1873,  but  none 

* Obviously  it  was  quite  impossible  to  examine  complete 
files,  even  if  they  were  av8iilable.  An  attempt  was  made  to 
sample  many  files  at  different  dates.  The  files  of  1873  were 
particularly  numerous  because  of  the  extensive  collection  of 
papers  of  that  year  at  the  New  York  Historical  Society. 
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claimed  to  cure  goiter.  The  Saginaw  Courier 
of  September  11,  1869,  contained  the  ad- 
vertisements of  three  quacks,  each  of  whom 
claimed  to  cure  a long  list  of  diseases,  but 
none  included  goiter. 

In  1873  a pair  of  traveling  quacks  (Ken- 
nedy and  Gilbert)  advertised  {Gratiot  Jour- 
nal, April  4;  Saginaw  Weekly  Enterprise, 
March  20;  Saginaw  Daily  Courier,  June  1; 
and  Midland  Independent,  July  24)  that  they 
had  treated  11  cases  of  goiter  in  six  months. 
This  certainly  does  not  indicate  a great 
prevalence  of  this  disease.  Another  traveler, 
from  Hamilton,  Ontario,  included  goiter  in  a 
long  hst  of  diseases  that  he  claimed  he  could 
cure  {Port  Huron  Commercial,  April  9,  1873). 
So  did  a resident  of  Grand  Rapids  in  his 
own  city  and  vicinity  {Grand  Rapids  Eagle, 
March  9 and  June  4;  Grand  Rapids  Weekly 
Democrat,  April  2;  Grand  Rapids  Weekly 
Times,  April  12;  Grand  Rapids  Daily  Times, 
June  1;  and  Grand  Haven  News,  April  18; 
all  of  1873). 

There  were  several  other  advertisers  of  the 
same  year  who  did  not  include  goiter  in  their 
long  and  impressive  lists  {Cass  County  Re- 
publican, March  21;  Chelsea  Herald,  January 
16;  Jackson  Patriot,  May  7;  Niles  Democrat, 
March  27;  Saginaw  Courier,  September  11; 
Saginaw  Daily  Enterprise,  June  1;  Saginaw 
Weekly  Enterprise,  June  1;  Whitehall  Forum, 
February  27;  and  Wolverine  Clipper,  March 
26). 

The  advertisers  of  patent  medicines 
showed  a similar  indifference  to  goiter. 
There  were  three  medicines  of  national  dis- 
tribution that  included  goiter  in  the  long  list 
of  diseases  against  which  these  nostrums 
were  effective.  One  of  these  was  made  in 
San  Francisco  (“California  Vinegar  Bit- 
ters”); one  in  New  York  (“Huylar’s  Wine 
of  Hipocynmn”);  and  one  in  Baltimore 
( “Rosedalis’  ’ ) . There  were  many  more  that 
made  no  mention  of  goiter.  Those  of  gen- 
eral distribution  were  too  numerous  to  be 
mentioned  here.  Apparently,  there  were 
only  two  preparations  of  local  origin:  “Dr. 
Crook’s  S30'up  of  Pokeroot”  {De  Grondwet, 
January  28,  and  De  Hollander,  January  15) 
and  the  “Syrup  of  Sarsaparilla,  with  Iodide 
of  Potassium,”  prepared  by  J.  W.  Long  and 
Co.  of  Detroit  {Isabella  County  Enterprise, 
January  29).  Neither  preparation  was 
claimed  to  cure  goiter. 

Upper  peninsula,  1911  to  1916.  We 
examined  the  issues  of  the  Calumet  News  of 


July  3,  28,  1911;  November  25,  29,  30; 
December  2 to  31,  1912;  November  17, 
1913;  and  February  18,  1923.  Some  of 
these  issues  contained  cards  of  irregular 
practitioners,  none  of  whom  listed  the 
diseases  they  were  prepared  to  treat.  All  of 
the  issues  had  advertisements  of  patent 
medicines.  Most  of  these  were  of  general  or 
national  distribution,  but  there  were  a few 
that  were,  apparently,  of  local  origin. 
None  of  these  mentioned  goiter. 

The  Escanaba  Daily  Press,  from  Janusiry 
to  April,  1912,  and  in  January,  February, 
April,  September,  and  December,  1915, 
published  many  advertisements  of  quacks 
and  patent  medicines,  but  I found  no  men- 
tion of  goiter.  The  first  known  instance 
was  in  an  edition  of  September  2,  1916,  in 
which  two  visiting  quacks  (brothers)  in- 
cluded goiter  in  the  long  list  of  diseases  that 
they  were  prepared  to  cure.  The  Daily 
Mining  Journal  of  Marquette,  from  January 
2 to  April  30,  1912,  and  from  May  1 to 
July  6,  1914,  yielded  no  mention  of  goiter, 
even  in  a long  list  of  diseases  to  be  treated  by 
a staff  of  traveling  quacks.  However,  from 
June  7 to  November  6,  1916,  a local  indi- 
vidual advertised  his  preparation  for  ex- 
ternal application  that  would  cure  goiter. 
This  is  significant.  It  means  that  the 
disease  must  have  been  quite  common  in 
Marquette,  or  in  its  vicinity,  or  both.  We 
shall  see  later  that,  at  a somewhat  earlier 
period,  goiter  was  prevalent  at  another 
place  (Calumet)  on  the  Upper  Peninsula. 

Detroit,  1878  to  1917.  Advertisements 
of  proprietary  remedies  and  advertisements 
by  quacks  were  very  munerous  in  the 
Detroit  newspapers  from  1878  to  1900,  but 
none  of  the  proprietary  remedies  and  only 
one  quack  seem  to  have  claimed  the  cure  of 
goiter.  The  Kennedy  who,  with  Gilbert, 
had  advertised  in  1873  that  they  had  cured 
11  cases  of  goiter  in  six  months,  had  his 
headquarters  in  Detroit  by  1875.  He 
advertised  in  the  local  newspapers,  vaunting 
his  skill  and,  later,  that  of  his  associates  and 
giving  his  and  their  itineraries  which,  at  one 
time  or  another,  covered  all  of  Michigan  as 
far  north  as  Muskegon  and  Bay  City. 
Goiter  was  mentioned,  even  featured,  occa- 
sionally in  these  advertisements.  The  earli- 
est such  mention  found  was  in  the  Detroit 
Free  Press  of  June  24,  1879,  and  the  latest 
mention  was  in  the  same  newspaper  of  April 
10,  1881.  In  the  1881  edition  they  claimed 
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to  have  treated  318  cases  of  goiter  in  1880, 
out  of  a total  of  14,961  (my  addition).  After 
1882  no  advertisements  by  Kennedy  and  his 
associates  were  found  until  1901  when  Ken- 
nedy and  Kergen  were  advertising  the  cure 
of  “nervous,  blood  and  private  diseases  of 
men  and  women.”  These  claims  continued 
until  1908  or  later. 

By  1901  others  had  become  interested  in 
goiter.  A John  P.  Haig  of  Cincinnati 
advertised  that  he  could  cure  goiter  {Detroit 
Free  Press,  September  1,  9,  October  15,  and 
Detroit  Evening  News,  November  6) . Absor- 
bine,  Jr.,  made  in  Springfield,  Massachusetts, 
and  previously  advertised  as  a liniment  for  a 
variety  of  conditions,  was  now  claimed  to 
cure  goiter  {News-Tribune,  July  7,  August  11, 
and  October  15,  1901). 

Of  greater  significance  as  indicating  the 
presence  of  goiter  in  Detroit  was  the 
appearance  on  October  20  and  23,  1901 
{News-Tribune)  of  a small  advertisement,  in 
the  classified  section,  of  a local  preparation 
for  the  cure  of  goiter.  The  interest  ap- 
peared to  be  short-lived.  Nothing  relating 
to  goiter  in  Michigan  was  found  in  the 
Detroit  Free  Press  of  February  18  to  21, 1900; 
April  2 to  8,  1905;  January  1 to  26,  1908; 
June  16  to  22,  1910;  and  Detroit  News- 
Tribune,  January-February,  1906;  Sep- 
tember-November,  1910;  and  May-June, 
1916. 

In  the  News-Tribune  of  December  8,  1912, 
the  Approved  Remedy  Co.  of  Cincinnati 
advertised  a preparation  for  the  cure  of 
goiter,  but  this  was  not  found  in  earlier  or 
in  later  issues.  On  August  9,  1914,  there 
was  a small  advertisement  in  the  “personal” 
column  of  the  Tribune  by  a local  resident 
who  treated  “goitre  and  chronic  con- 
ditions ...  by  chiropractic  spondylotherapy.” 
Small  advertisements  by  local  people  of 
preparations  for  the  cure  of  goiter  were 
fairly  frequent  in  the  Detroit  News  of  April 
15  to  25,  1915,  and  in  September  and 
October,  1917. 

Other  lower  peninsula  newspapers, 
1891  TO  1921.  A search  of  the  newspapers 
from  Alpena  to  Saginaw  and  Bay  City  and 
from  Muskegon  to  Flint  indicated  that 
interest  in  goiter  developed  somewhat  later 
there  than  in  Detroit.  The  only  reference 
to  goiter  in  any  of  the  numerous  advertise- 
ments in  these  thirty  years  was  in  the  claim 
by  a traveling  quack,  or  quacks,  known  only 
as  a “United  Doctors  Specialist”  (of  Mil- 


waukee), “to  treat  appendicitis,  gall  stones, 
tumors,  goiter,  piles,  etc.”  by  hypodermic 
injection  {Midland  Sun,  September  2,  9, 
1915,  and  August  1,  1918).  However,  on 
September  11,  18,  and  25,  he  did  not  in- 
clude goiter  in  his  list. 

The  first  of  several  nationally  distributed 
“Health  Talks”  by  W.  H.  Brady  that 
referred  to  goiter  that  I found  in  these 
newspapers  repeated  one  of  the  three 
different  stories  regarding  the  sheep-raising 
industry  in  Michigan  {Grand  Rapids  Press, 
December  20,  1918).  Five  months  later 
{Saginaw  News  Courier,  May  5,  1919), 
Brady  discussed  the  experiment  of  Marine 
and  Kimball  in  the  schools  of  Akron,  Ohio. 
However,  neither  local  news  nor  advertise- 
ments of  local  or  visiting  quacks  or  of  pro- 
prietary remedies  gave  evidence  of  any  con- 
siderable interest  in  goiter  imtil  1921  when 
“Sorbol  Quadruple”  was  extensively  adver- 
tised, specifically  for  goiter. 

The  material  in  this  section  indicates  that 
there  was  little  or  no  interest  in  goiter  before 
1900,  and  that  this  interest  did  not  become 
general  until  after  1915. 

Popular  medicine 

Dr.  Chase’s  Recipe  Book  was  circulated 
over  much  of  the  Middle  West.  It  went 
through  a great  many  editions.  I have 
examined  the  editions  of  1866,  1874,  1881, 
and  1912.1®  aU  of  them  mentioned  bron- 
chocele  or  goitre,  and  aU  prescribed  the 
external  and  internal  use  of  iodine.  All  but 
one  (1881)  were  published  in  Michigan,  but 
none  of  them  referred  to  the  presence  of 
goiter  within  the  state. 

In  1881  Kellogg,!®  of  Battle  Creek,  in  a 
1,568-page  book,  described  goiter  and  dep- 
recated the  use  of  iodine  because  of  its 
(supposed)  injurious  effects  on  other  glands 
(mammary  glands  and  testes,  particularly). 
Exophthalmic  goiter  was  said  to  have  been  a 
rare  disease.  The  book  was  reprinted,  un- 
changed, as  late  as  1906.  A somewhat 
smaller  book  of  408  pages  appeared  in 
1891.”  Several  lines  were  devoted  to  a 
description  of  the  prevalence  of  goiter  in 
Switzerland,  but  there  was  no  reference  to 
its  occurrence  in  Michigan. 

In  1889,  James  EUis,i®  Professor  at  New 
York  Medical  College,  stated  that  his 
pupil,  E.  R.  EUis  of  Detroit, 

reports  having  cured  several  cases  of  Goitre 
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by  means  of  mechanical  pressure.  For  this 
purpose  an  elastic  band,  of  from  one-half  to 
two  and  a half  inches  in  width  is  passed 
around  the  neck  and  over  the  swelling,  and 
gradually  tightened  but  only  to  a degree  that 
wUl  render  it  uncomfortable,  not  cause  tight- 
ness of  the  head. 

Professional  literature 

The  first  regular  medical  journal  in 
Michigan  seems  to  have  been  the  Peninsular 
Journal  of  Medicine  and  Collateral  Sciences. 
The  first  five  volumes,  1853  to  1858,  con- 
tained no  mention  of  the  diseases  of  the 
thyroid,  other  than  a notice  (volume  4, 
page  163)  of  a report  on  “Cretins  and 
cretinism,”  by  George  S.  Blackie,  formerly 
of  Edinburgh,  but  at  that  time  residing 
at  NashviUe,  Tennessee.  The  report  was 
published  in  Edinburgh  in  1855.  The 
journal  suspended  publication  for  several 
years,  but  it  was  revived  in  1873.  The 
following  five  years  had  no  mention  of 
goiter. 

The  Medical  Independent  and  Monthly 
Review  of  Medicine  and  Surgery  for  1856  and 
1857  contained  reports  of  diseases  treated  in 
various  parts  of  the  State.  In  January, 
1856,  there  was  a report  of  a case  of  goiter 
in  Kalamazoo,  and  in  April,  1856,  there  was 
a mention  of  another  case  in  Port  Hiuon. 
Similar  reports  of  diseases  which  were  treated 
appeared  in  volumes  1 and  2 of  the  Peninsular 
and  Independent  Medical  Journal,  1858  to 
1860,  but  neither  of  them  included  goiter. 
A certain  interest  in  the  disease  was  shown 
by  the  inclusion  of  an  abstract  of  a paper 
from  India  on  the  use  of  mercuric  iodide  for 
its  treatment.  The  Detroit  Review  of  Medi- 
cine and  Pharmacy,  from  1866  to  1876,  had 
five  notices  of  goiter,  but  these  were  aU  re- 
ports of  the  presence  and  character  of 
goiter  in  New  York,  Georgia,  or  abroad. 
There  were  many  advertisements  of  several 
preparations  containing  iodine.  These  rem- 
edies were  recommended  to  physicians  for  a 
variety  of  disorders,  but  I found  no  mention 
of  goiter. 

According  to  Vaughan, Greene  operated 
for  goiter  at  Ann  Arbor  in  1866.  Fuller^® 
reported  the  treatment  of  a case  of  ex- 
ophthalmic goiter  at  Grand  Rapids  in  1878. 
He  also  reported  a partial  thjnroidectomy, 
but  this  seems  to  have  been  performed  in 
Montreal  before  he  came  to  Michigan  be- 
cause he  stated  that  he  had  been  assisted  by 


two  Montreal  physicians. 

In  1881  Wood^i  reported  another  case  of 
exophthalmic  goiter  from  Hersey,  in  Osceola 
Coimty,  and  in  1882  MorriU,^^  of  Kalama- 
zoo, recommended  the  use  of  an  electric 
current  for  the  treatment  of  goiter,  with  the 
cathode  applied  over  the  thyroid.  Ac- 
cording to  Ely, goiter  was  fairly  common  in 
Medina  and  its  vicinity  in  1886.  Ap- 
parently, it  had  been  common  for  about 
twenty  years,  for  he  wrrote  that  an  extract 
of  poke  root  (Phytolacca  decandra)  had 
been  used  by  his  father  for  more  than 
twenty  years  and  he  “has  had  more  than  the 
usual  number  to  treat.” 

Palmer,*^  who  had  been  Professor  of 
Pathology  and  Practice  of  Medicine  and  of 
Clinical  Medicine  at  the  University  of 
Michigan  since  1854,  published  a two- 
volume  work  on  the  science  and  practice  of 
medicine  in  1883.  Simple  goiter  was  not 
mentioned,  but  Palmer  described  2 cases  of 
exophthalmic  goiter.  He  stated  that  “most 
of  the  cases  have  come  to  me  from  a dis- 
tance, and  have  not  been  a sufficient  length 
of  time  under  observation  for  ultimate  re- 
sults to  be  obtained.”  It  is  not  clear  if 
this  meant  that  he  had  lost  contact  with 
these  patients  or  that  most  of  them  had 
come  to  him  only  recently. 

Herdman,^®  also  of  Ann  Arbor,  from  his 
experience  in  the  University  Clinic  and  in 
private  practice,  stated  in  1890  that  he  had 
seen  5 cases  of  exophthalmic  goiter  in  eight 
months.  He  said,  “This  is  a rather  im- 
usuaUy  large  number  of  cases  of  a disease 
hitherto  regarded  rare,  to  occur  in  the 
experience  of  any  one  practitioner.”  In 
discussing’  this  paper,  Fleming  Carron  said 
that  he  had  had  occasion  to  examine  about 
12  cases  in  his  professional  life. 

Between  1879  and  1881  McGraw^®  of 
Detroit  successfully  performed  3 partial  or 
complete  th3nroidectomies.  It  is  interesting 
that  all  3 were  for  cystic  goiters,  and  that  1 
patient  “after  seven  months,  seems  dull  and 
listless  and  indisposed  to  exertion.”  This 
may  have  been  postoperative  myxedema. 

Maass,^^  also  of  Detroit,  in  1894  reported 
the  successful  removal  of  a substemal 
goiter  from  a patient  who  had  dyspnea, 
slight  exophthalmos,  and  a pulse  of  120. 
In  the  same  year,  Wessinger,^®  of  Ann  Arbor, 
made  the  first  report  of  a case  of  myxedema. 
In  the  discussion,  George  Dock  said,  “It 
strikes  me  as  being  a little  remarkable  that 
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TABLE  I.  Change  in  percentages  of  children  with  goiter  in  four  counties  and  in  Grand  Rapids* 


Year 

Houghton 

Wexford 

Midland 

Macombe 

Grand 

Rapids 

1924 

64.4 

55.6 

32.7 

26.0 

30.0 

1928 

17.2 

8.8 

9.0 

1935 

15.8 

12.2 

5.2 

3.6 

3.0 

Using  iodized  salt  now 

12.0 

3.4 

1.8 

2.3 

2.3 

Not  using  iodized  salt  now; 

have  used  it  22.0 

24.2 

13.4 

7.4 

5.3t 

Never  used  iodized  salt 

25.0 

32.9 

14.6 

7.7 

No  information 

10.0 

6.0 

4.0 

1.9 

2.7** 

* Compiled  from  tables  1,  2,  4,  5,  6,  and  7 of  original  report.*® 
t Not  using  iodized  salt.  No  statement  as  to  previous  use. 

♦*  In  original,  “indefinite”;  my  own  calculation. 


myxedema  is  not  more  common  in  Michi- 
gan, considering  the  frequency  of  disease  of 
the  th5rroid.  However,  cases  are  very 
rarely  reported.” 

When  he  came  to  Ann  Arbor  in  1891, 
Dock  had  been  struck  with  the  relative 
frequency  of  goiter  in  Michigan,  as  com- 
pared with  what  he  had  seen  in  Philadelphia 
or  in  Galveston.  He  wrote  to  physicians 
all  over  the  state  and  in  1895  reported  the 
information  he  had  collected.’^®  He  stated 
that  goiter  occurred  in  all  parts  of  the 
state,  but  that  it  was  most  common  in  the 
northern  part.  He  was  told  that  there 
were  50  weU-marked  cases  in  a population  of 
14,000  at  Calumet.  At  neighboring  Central 
Mine  there  were  10  cases  among  fewer  than 

2.000.  Also,  in  the  southern  peninsula,  in 
Adrian,  there  were  said  to  be  30  cases  in 

9.000.  He  was  told  that  at  Gaylord, 
Otsego  County,  one  fourth  of  all  the  children 
bom  there  who  had  survived  developed 
goiter  by  the  age  of  puberty.  In  all  of  the 
southern  peninsula  52  reporters  gave  a total 
of  447  cases.  (There  were  probably  many 
others  that  were  not  reported.)  Most  of 
the  goiters  were  small,  but  a few  were  large, 
but  “even  the  largest  native  goiter  I have 
seen  would  excite  little  interest  in  Savoy.” 
Dock  was  told  of  1 case  of  cretinism  but  he, 
himself,  saw  only  1 idiot  girl  with  a large 
goiter  but  with  no  other  signs  of  cretinism. 
The  only  case  of  myxedema  was  Wessin- 
ger’s  case,  mentioned  previously.^®  Ex- 
ophthalmic goiter  was  prevalent  but  was  not 
included  in  his  study. 

By  this  time,  there  seems  to  have  been  a 
considerable  interest  in  goiter.  Robbins,®” 
of  Detroit,  read  a report  on  thyroidal 
diseases  before  the  Detroit  Academy  of 
Medicine.  Two  years  later  Collins,  also 
of  Detroit,  reported  a fatal  case  of  ex- 
ophthalmic goiter.  In  the  discussion  that 


followed  several  others  reported  their  more 
fortimate  experiences.  Eleven  years  after 
his  first  communication.  Dock®*  reported  on 
32  cases  of  exophthalmic  goiter  in  a total  of 
4,000  patients  in  the  Medical  Clinic  of  the 
University  Hospital  in  Ann  Arbor.  In 
addition,  he  had  seen  10  cases  in  private 
practice. 

Professional  interest  in  goiter  continued  to 
increase.  The  Journal  of  the  Michigan 
State  Medical  Society  for  1911  contained  four 
reports  on  this  subject.  However,  none,  not 
even  one  by  Joy®®  of  Calumet,  referred  to 
any  unusual  prevalence  of  the  disorder. 
Joy  stated  simply  that  “In  this  country, 
according  to  Dock,  goiter  is  most  prevalent 
among  the  eastern  shore  of  Lake  Ontario, 
parts  of  Quebec  and  parts  of  Michigan.” 
Interest  in  goiter  grew  partly  because  the 
disorder  seemed  to  some  to  be  becoming 
more  and  more  prevalent®^  and  partly  be- 
cause of  the  sensational  results  in  the  public 
schools  of  Akron,  Ohio,  reported  by  Marine 
and  KimbaU.®® 

The  advisability  of  prophylaxis  against 
goiter  in  Michigan  was  referred  to  a special 
committee  of  the  pediatrics  section  of  the 
Michigan  State  Medical  Society.®”  Al- 
though they  stated  (on  p.  175)  that  “.  . .the 
iodine  content  of  food  grown  in  the  goitrous 
regions  appears  not  to  be  lower  than  in 
foods  grown  elsewhere,”  and  in  spite  of  the 
quotation  (on  p.  176)  from  Philip  S.  Smith, 
acting  Director  of  the  United  States  Geo- 
logical Survey,  that  “It  seems  probable  that 
Dr.  McClendon  has  been  rather  free  smooth- 
ing his  curves,  both  for  iodine  in  the  water 
and  for  the  incidence  of  goiter,”  they  de- 
cided to  recommend  the  addition  of  0.01 
per  cent  of  sodium  iodide  to  cooking  or 
table  salt. 

In  1937  the  special  committee  published 
a report  on  the  results  of  the  use  of  iodized 
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TABLE  II.  Deaths  from  exophthalmic  gioterand  from  all  diseases  of  thyroid  in  Detroit,  in  Michigan,  and  in 

Massachusetts 
(per  100,000  population) 

• Detroit . Michigan Massachusetts ^ 

All  All  AU 


Year 

Exophthalmic 

Goiter 

Diseases 
of  Thyroid 

Exophthalmic 

Goiter 

Diseases 
of  Thyroid 

Exophthalmic 

Goiter 

Diseases 
of  Thyroid 

1916 

1.7 

2.5 

2.3 

3.5 

0.8 

1.3 

1917 

3.3 

4.1 

2.5 

3.6 

1.1 

1.7 

1918 

1.7 

2.6 

1.9 

2.7 

1.0 

1.5 

1919 

3.0 

4.0 

2.5 

3.8 

1.0 

1.5 

1920 

1.3 

2.8 

2.6 

3.8 

1.0 

1.6 

1921 

1.7 

2.9 

2.1 

3.6 

0.9 

1.7 

1922 

2.7 

4.4 

2.7 

4.0 

1.2 

1.5 

1923 

2.6 

3.9 

3.8 

4.8 

1.1 

1.4 

1924 

2.4 

4.2 

4.4 

5.1 

1.2 

1.5 

1925 

2.6 

6.2 

7.9 

8.7 

1.0 

1.4 

1926 

8.2 

13.4 

7.6 

8.9 

1.3 

1.6 

1927 

9.3 

14.7 

7.5 

8.5 

1.3 

1.8 

1928 

6.7 

10.6 

6.1 

6.7 

0.8 

0.8 

1929 

5.4 

9.7 

5.5 

6.4 

1.1 

1.7 

1930 

4.5 

5.1 

5.5 

6.3 

1.5 

2.0 

1931 

5.1 

5.4 

5.2 

5.8 

1.2 

2.0 

1932 

4.3 

5.1 

4.2 

4.7 

1.2 

1.7 

1933 

2.9 

3.5 

4.4 

4.9 

1.6 

2.4 

1934 

3.5 

4.0 

4.3 

4.9 

1.4 

2.4 

1935 

3.9 

4.7 

4.4 

5.3 

1.7 

2.3 

1936 

3.5 

4.1 

4.7 

5.4 

1.5 

2.5 

1937 

2.8 

3.2 

4.1 

4.8 

1.9 

2.7 

1938 

4.2 

4.5 

4.1 

4.6 

1.9 

2.7 

salt  in  four  counties  and  in  the  city  of 
Grand  Rapids.^’  The  proportion  of  school 
children  with  enlarged  th3rroids  had  de- 
clined very  markedly  from  1924  to  1935. 
In  Wexford  and  Midland  counties  and  in 
Grand  Rapids  a census  had  also  been  made 
in  1928.  The  figimes  showed  that  most  of 
the  change  had  occurred  by  that  time.  One 
of  the  interesting  features  was  the  fact  that 
the  decrease  in  aU  four  counties  was  very 
considerable,  even  among  those  persons  who 
reported  that  they  had  never  used  iodized 
salt  (Table  I). 

The  report  stated  (on  p.  655): 

There  has  been  a belief  for  many  years  that 
infection  is  the  cause  of  endemic  goiter  and  at 
the  present  time,  among  those  who  do  not 
question  the  prophylactic  value  of  iodine, 
there  is  a strong  feeling  that  infection  is  di- 
rectly responsible  and  that  it  is  made  possible 
only  through  the  deficiency  of  iodine.  . . . 
From  the  viewpoint  of  infection  one  might 
wonder  if  the  decreased  incidence  occasioned 
by  the  use  of,  iodized  salt  lessened  the  number 
of  contact  infections  and  that  they  may  have 
contributed  to  the  decrease  of  goiter  among 
the  nonusers  of  iodized  salt. 

The  possibility  that  the  hypothetical 
infection  might  behave  as  do  many  in- 
fectious diseases,  the  prevalence  increasing 


and  decreasing  regardless  of  prophylactic 
or  remedial  measures,  seems  not  to  have 
been  considered  at  aU.  Also,  is  it  not  pos- 
sible that  the  children  whose  parents 
purchased  iodized  salt  regularly  differed  in 
heredity,  dietary  regimen,  personal  clean- 
liness, crowding,  and  so  forth,  from  those 
children  whose  parents  did  not  try  iodized 
salt  or  who  were  quite  indifferent  as  to  what 
kind  of  salt  they  used? 

It  is  possible,  even  probable,  that  the 
intake  of  iodine,  even  by  those  persons  who 
did  not  use  iodized  salt,  had  been  increased 
slightly  by  the  use  of  iodized  salt  in  restau- 
rants, in  prepared  foods,  in  the  feeding  of 
milch  cattle,  and  in  the  feeding  of  animals 
who  were  raised  for  meat.  However,  it  is  a 
mistake  to  assume  that  an  increased  use  of 
sea  food  was  a factor.  More  than  a century 
ago  a daily  receipt  of  Baltimore  oysters  was 
announced  in  the  Detroit  Daily  Advertiser 
(December  19,  1860).  (At  the  time  that 
other  early  newspapers  had  been  examined, 
I had  paid  no  attention  to  such  advertise- 
ments.) 

The  New  York  Historical  Society  has  a 
large  collection  of  single  copies  of  news- 
papers published  in  1873.  Of  a total  of  165 
Michigan  papers,  from  Houghton  to  Bu- 
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TABLE  III.  Admissions  for  diseases  of  thyroid  and  total  admissions  (four  hospitals) 

. — Harper  Hospitals  ■ — Grace  Hospital--  University  Hospital  Butterworth  Hospital 


Year 

Thy- 

roid 

Total 

Per 

Cent 

Thy- 

roid 

Total 

Per 

Cent 

Thy- 

roid 

Total 

Per 

Cent 

Thy- 

roid 

Total 

Per 

Cent 

1893  to 
1896 

3 

5,309 

0.06 

4 

3,653 

0.1 

1898  to 
1902 

8 

9,942 

0,08 

6 

5,904 

0.1 

36 

4,155 

0.9 

0 

840 

0* 

1910 

56 

3,658 

1.5 

6 

3,043 

0.2 

28 

2,366 

1.2 

2 

1,180 

0.2 

1911 

90 

4,752 

1.9 

42 

2,559 

1.6 

5 

1,431 

0.4 

1912 

15 

1,647 

1.0 

T 


* Only  1900  and  1901  available. 


chsinan  and  Detroit,  at  least  24,  including 
those  of  such  small  places  as  Houghton  and 
South  Haven,  contained  advertisements  of 
dealers  in  fresh  or  canned  oysters,  canned 
sardines,  and  other  fish,  or  a mention  of 
oyster  suppers. 

The  consumption  of  food  in  the  United 
States,  from  1909  to  1948,^*  shows  that 
there  were  practically  no  changes  in  the  per 
capita  use  of  fish  from  1909  to  1929,  with 
minor  changes  thereafter,  but  no  net  change 
from  1909  to  1948.  Moreover,  sea  food  is 
not  a preventive  of  goiter.  The  disorder  is 
now  common  in  Japan,  conspicuously  so 
among  the  fishermen  on  the  coast  of  Hok- 
kaido and  on  the  two  small  adjacent 
islands.^® 

In  1934  and  in  1937  McClure^®- ‘‘i  con- 
sidered the  possibility  that  the  use  of 
iodized  salt  had  increased  the  incidence  of 
thyrotoxicosis.  On  the  basis  of  letters 
from  several  individuals  and  his  interpre- 
tation of  the  significance  of  two  sets  of 
statistics,  McClure  concluded  that  there 
had  been  only  a temporary  increase  (two 
years)  in  thyrotoxicosis  that  could  be 
ascribed  to  tbe  use  of  iodized  salt.  The 
precise  figures  were  not  given,  but  can  be 
calculated  from  the  data  in  the  Reports  of 
the  Board  of  Health  (Table  II).  It  is 
quite  clear  that  the  introduction  of  iodized 
salt  in  1925  was  followed  by  a marked  rise 
in  the  death  rate  from  goiter.  Most  of  the 
increase  was  due  to  the  increase  in  deaths 
from  exophthalmic  goiter.  This  was  true 
not  only  for  Detroit,  but  also  for  the  state  as 
a whole.  Even  in  1937,  after  fourteen  years 
of  using  iodized  salt,  the  death  rate  from 
exophthalmic  goiter  was  still  almost  50 
per  cent  greater  than  in  1922  (data  from 
Vital  Statistics,  U.S.  Bureau  of  Census). 

For  comparison,  I have  also  included  the 
data  from  Massachusetts,  a state  of  approxi- 


mately the  same  population,  but  which  is 
outside  the  so-called  goiter  belt.  There  was 
no  such  rise  in  the  death  rate,  as  was  ob- 
served in  Michigan.  About  1933  there  was 
a slight  increase,  much  smaller  than  that 
which  had  occurred  in  Michigan.  By  that 
time  the  use  of  iodized  salt  had  become 
quite  general. 

I do  not  mean  to  imply  that  I claim  that 
iodized  salt  was  responsible  for  the  in- 
creases, either  in  Michigan  or  in  Massachu- 
setts. But,  if  one  may  argue  “Post  hoc, 
ergo  propter  hoc”  that  the  introduction  of 
iodized  salt  was  the  cause  of  the  diminution 
in  the  proportion  of  school  children  with 
goiter,  one  is  equally  justified  in  holding  the 
use  of  iodized  salt  responsible  for  the  in- 
creased death  rate  from  exophthalmic  and 
other  goiters. 

A chart  presented  by  McClure‘S  showed 
the  sum  of  the  number  of  operations  on  the 
thyroid  and  the  number  of  total  operations 
In  seven  large  hospitals  in  southern  Michi- 
gan. The  proportion  of  the  thyroid  opera- 
tions rose  considerably  from  1926  to  1927 
but  then  fell.  Data  for  the  years  pre- 
ceding 1926  were  not  published.  To  secure 
these  data,  I examined  the  published  re- 
ports of  the  Harper  and  Grace  Hospitals  in 
Detroit,  the  Butterworth  Hospital  in  Grand 
Rapids,  and  the  University  Hospital  that 
were  still  to  be  found  in  these  hospitals,  in 
the  public  libraries,  the  University  Library, 
the  National  Medical  Library,  emd  the  New 
York  Academy  of  Medicine.  Of  these  re- 
ports, only  those  from  the  University 
Hospital  gave  any  data  for  the  number  of 
patients  with  diseases  of  the  th3n*oid  in  the 
years  immediately  preceding  the  introduc- 
tion of  iodized  salt,  1919  to  1923  inclusive. 
These  reports  show  a marked  rise  in  the 
proportion  of  such  patients  to  the  total  of 
“in”  patients,  the  figures  being,  in  order. 
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1.74,  1.28,  2.72,  3.63,  and  5.2  per  cent.  A 
few  figures  from  earlier  periods  may  be  of 
interest.  For  the  five  years,  from  1898  to 
1902,  Harper  Hospital  reported  8 cases  of 
diseases  of  the  thyroid  in  9,942  admissions, 
and  Grace  Hospital,  reported  6 cases  in 
5,904.  Later  data  are  arranged  in  Table 
III. 

It  seems  that  for  many  years  the  propor- 
tion of  patients  with  diseases  of  the  thyroid 
to  total  admissions  was  less  than  1 per  cent, 
and  that  it  began  to  rise  about  1910  and 
rose  quite  markedly  after  1920.  This 
indication  that  goiter  was  becoming  more 
frequent  agrees  quite  weU  with  the  evidence 
furnished  by  other  professional  literature 
and  by  the  advertisements  in  the  newspapers. 

Comment 

In  the  preceding  pages  I have  presented 
only  material  relating  to  the  history  of 
goiter  in  Michigan.  This,  alone,  is  sufficient 
to  cast  doubt  on  the  hypothesis  that  endemic 
goiter  is  due  to  a lack  of  iodine  and  to 
question  the  value  of  iodized  salt  as  a 
prophylaxis.  In  other  publications  I have 
collected  similar  information  from  many 
other  regions  and,  also,  many  other  facts, 
all  of  which  indicate  that  goiter  may  be  due 
to  an  infection.  The  list  of  publications 
is  too  long  to  be  added  here.  Those  persons 
who  are  interested  will  find  references  to 
them  in  four  reports. 

I return  to  the  original  report  of  the 
Committee  of  the  Michigan  State  Medical 
Society.”  This  report  (on  p.  175)  reads: 

The  results  of  the  investigation  direct  us 
toward  a study  of  factors  other  than  the  diet 
which  affect  the  amount  and  condition  of  the 
iodine  present  in  the  thyroid,  as  promising 
results  of  greatest  significance  in  relation  to 
the  cause  of  goiter. 

These  words,  written  in  1924,  are  still 
valid.  It  is  a great  pity  that  they  have 
been  neglected  for  thirty-seven  years. 

Summary 

The  history  of  goiter  in  Michigan  has 
heen  reviewed.  The  disease  does  not  seem 
to  have  existed  among  the  Indians  of  Michi- 
gan for  two  centuries  after  the  coming  of 
Europeans.  It  was  present  in  Detroit  in 
1800  and  was  common  in  1810.  There- 
after, there  is  no  record  of  goiter  for  many 


years  (Kalamazoo,  Port  Huron,  1856; 
Detroit,  1879).  Professional  and  lay  litera- 
ture agree  in  showing  that  goiter  was  of 
little  consequence  imtil  late  in  the  nine- 
teenth century.  Gradually  it  became  more 
prevalent.  The  introduction  of  iodized 
salt  in  1925  was  followed  by  an  increase 
in  the  death  rate  from  exophthalmic  goiter, 
as  well  as  from  other  diseases  of  the  th5rroid, 
presumably  chiefly  simple  goiter. 

550  First  Avenue 
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ANNUAL  CONVENTION:  Meidical  Society  of  the  State  of  New  York 

Statler  Hilton,  New  York  City  / May  13  to  17,  1963 


Scientific 

Exhibits 


Applications  for  space  for  scientific  exhibits  should  be  made  directly  to  the 
Chairman,  Scientific  Exhibits  Subcommittee  of  Convention  Committee: 

William  L.  Watson,  M.D. 

340  East  72nd  Street 
New  York  21,  New  York 

No  applications  can  be  considered  after  January  15,  1963. 

Awards  will  be  made  in  two  groups: 

Group  I:  Awards  are  made  for  exhibits  of  individual  investigation  which  are 
judged  on  the  basis  of  originality  and  exceUehce  of  presentation. 

Group  II:  Awards  are  made  for  exhibits  which  do  not  exemplify  purely  experi- 
mental studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation 
of  data. 
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Medical  Neius 


Essay  contest 

The  National  Geriatrics  Society  is  offering  its 
second  annual  essay  contest  on  the  subject  of 
“Relationship  of  Geriatric  Institutions  to 
Community  Life.” 

Deadline  for  the  contest  is  March  15.  All 
papers  are  to  be  typewritten  in  duplicate  and 
sent  to  the  president,  Joseph  B.  Enos,  M.D., 
38650  Mission  Blvd.,  Niles,  California.  Essays 
are  to  be  judged  anonymously,  and  indentifica- 
tion  numbers  may  be  obtained  from  the  president. 

First  prize  wUl  be  $500,  second  $300,  third 
$200,  fourth  $100,  fifth  $100,  and  sixth  $100. 

Decisions  of  the  judges,  who  will  be  appointed 
by  the  president,  wiU  be  final,  and  all  papers  will 
remain  the  property  of  the  National  Geriatrics 
Society. 

Winners  will  be  announced  at  the  tenth  annual 
convention  of  the  society  to  be  held  in  New 
Orleans,  Louisiana,  May  6 through  9. 

Postgraduate  programs 

The  University  of  California  at  Los  Angeles 
will  offer  three  international  clinical  post- 
graduate programs  this  year. 

These  will  be  presented  in  Mexico  City 
February  20  through  March  2,  in  Israel  and 
Greece  March  16  through  April  7,  and  in  Japan 
and  Hong  Kong  April  12  through  May  4. 

All  programs  are  presented  in  cooperation 
with  medical  schools  and  hospitads  in  the  areas 
visited,  and  instruction  is  primarily  by  faculty 
members  of  the  local  medical  schools,  supple- 
mented by  faculty  members  of  the  UCLA 
School  of  Medicine. 

Copies  of  the  brochure  describing  the  pro- 
grams may  be  obtained  from  UCLA,  Los  Angeles 
24,  California. 

Food  hints  booklet 

A pamphlet  describing  the  proper  selection  of 
food  and  easy-to-foUow  advice  on  diets  for 
people  in  their  middle  and  later  years  is  avail- 
able for  25  cents  from  the  Public  Affairs  Com- 
mittee, a nonprofit  publisher,  22  East  38th 
Street,  New  York  16,  New  York. 

A list  of  topics  in  the  Public  Affairs  Pamphlet 
series  is  available  from  the  committee  on 
request. 

Aid  for  hard-of-hearing 

A new  volume-control  receiver  handset  that 
fits  any  modern  telephone  is  being  introduced  by 
the  New  York  Telephone  Company  to  aid  tele- 
phone users  with  impaired  hearing. 

The  receiver  looks  hke  the  handset  on  a regu- 


lar phone  but  includes  a tiny  control  device  that 
lets  the  user  adjust  the  loudness  of  incoming  calls 
to  the  best  listening  level.  Sound  may  be  in- 
creased up  to  15  times  normal,  making  it 
possible  for  a person  with  impaired  hearing  to 
use  his  phone  without  a hearing  aid. 

The  volume-control  receiver  may  be  used  with 
any  of  the  company’s  modern  telephones,  in- 
cluding the  Princess,  waU,  and  desk  models. 

Committee  announced 

The  membership  of  a committee  appointed 
to  assist  in  revising  the  Hospital  Code  under 
which  proprietary  hospitals  are  licensed  has  been 
announced  by  Ray  E.  Trussell,  M.D.,  Commis- 
sioner of  The  City  of  New  York  Department  of  t 
Hospitals. 

Among  the  committee  members,  in  addition 
to  Dr.  TrusseU,  are  Sidney  M.  Samis,  M.D.; 
Herman  E.  Bauer,  M.D.;  Eugene  D.  Rosenfeld, 
M.D.;  George  Baehr,  M.D.;  Martin  Cher- 
kasky,  M.D.;  Edwin  Gold,  M.D.;  Milton  J. 
Helpern,  M.D.;  Jacob  Horowitz,  M.D.;  George 
James,  M.D.;  and  Marvin  E.  Perkins,  M.D. 

Also:  Alonzo  S.  Yerby,  M.D.;  Henry  I. 
Fineberg,  M.D.;  August  H.  Groeschel,  M.D.; 
Morris  Hinenberg,  M.D.;  Jerome  Leon,  M.D.; 
James  Burns  Amberson,  M.D.;  Edward  A. 
Burkhardt,  M.D.;  Albert  H.  Douglas,  M.D.; 
John  M.  Glynn,  M.D.;  .M.  Irene  Ferrer,  M.D.; 
Isidore  Gordon,  M.D.;  Norman  S.  Moore, 
M.D.;  George  Gordon  Reader,  M.D.;  Paul 
Reznikofif,  M.D.;  and  William  L.  Wheeler, 
M.D. 

Also:  Gordon  W.  Douglas,  M.D.;  Milton  J. 
Goodfriend,  M.D.;  Alan  Guttmacher,  M.D.; 
Louis  M.  Heilman,  M.D.;  Bernard  J.  Pisani, 
M.D.;  Seymour  Romney,  M.D.;  Martin  L. 
Stone,  M.D.;  Leslie  H.  Tisdall,  M.D.;  Henry 

L.  Barnett,  M.D.;  Edward  C.  Curnan,  M.D.; 

J.  Frederick  Eagle,  M.D.;  Jonathan  T.  Lanman, 

M. D.;  and  Lawrence  B.  Slobody,  M.D. 

Also:  Joseph  Alvich,  M.D. ; Clarence  Dennis, 
M.D.;  J.  William  Hinton,  M.D.;  George  H. 
Humphreys,  M.D.;  Aubre  de  L.  Maynard, 
M.D.;  Walter  L.  Mersheimer,  M.D.;  John 
Hugh  Mulholland,  M.D.;  Samuel  Standard, 
M.D.;  David  State,  M.D.;  Vincent  J.  Tesoriero, 
M.D.;  Samuel  Berson,  M.D.;  Carl  Ackerman, 
M.D.;  and  Sigmund  Friedman,  M.D. 

John  J.  Masterson  Fund 

The  establishment  of  the  John  J.  Masterson 
Memorial  Scholarship  Fund  has  been  an-  ( 
nounced  by  George  Liberman,  M.D.,  president 
of  the  Alumni  Association  of  the  State  Univer-  ^ 
sity  of  New  York  Downstate  Medical  Center  in  • 
Brooklyn. 
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Dr.  Masterson,  who  died  November  19,  1962, 
was  a 1908  graduate  of  the  Downstate  Medical 
Center’s  predecessor.  The  Long  Island  College 
Hospital  Medical  College,  and  was  an  active 
member  and  past-president  of  the  Alumni 
Association. 

The  John  J.  Masterson  Memorial  Scholarship 
Fund  will  supplement  the  scholarships  already 
being  given  to  the  Downstate  Medical  Center 
by  the  Alumni  Association:  the  William  and 
Raynore  Engel  Scholarship  of  $715  per  year,  the 
Class  of  1934  Scholarship  of  $1,000  per  year,  and 
the  Alumni  Association  Scholarship  of  $1,000 
per  year. 

The  Masterson  Fund  will  exist  as  a fund  in 
perpetuity.  The  amount  of  the  scholarship  will 
be  determined  by  the  total  amount  of  donations 
received.  Four  thousand  dollars  has  already 
been  pledged  by  the  Association’s  Board  of 
Governors  and  Board  of  Managers.  Checks  for 
contributions,  which  are  tax  deductible,  should 
be  made  payable  to  The  Alumni  Fund  and 
mailed  to  the  Alumni  Association,  450  Clarkson 
Avenue,  Brooklyn  3,  New  York. 

Tomography  course 

The  fifth  international  course  on  tomography 
will  be  held  September  22  through  29  at  the 
Radiology  Institute,  University  of  Genoa, 
Italy,  under  the  direction  of  Prof.  Alessandro 
Vallebona. 

All  lectures,  while  read  in  the  original  lan- 
guage, will  be  translated  into  Italian,  French, 
German,  and  English. 

Those  who  plan  to  attend  this  course  should 
inform  Prof.  Renate  Vignolini,  Secretary  Gen- 
eral, Istituto  di  Radiologia  della  Universita, 
Ospedale  San  Martino,  Genova,  Itaha,  who  will 
provide  further  information. 

Doctors’  Musical  Society 

A group  of  physicians  in  Philadelphia  is  in- 
terested in  forming  a Doctors’  Musical  Society. 
Eugene  Ormandy,  director  of  the  Philadelphia 
Orchestra,  is  a consultant  to  the  Society. 

The  group’s  objectives  are  to  perform  classical 
symphonic,  chamber,  and  choral  music  under  the 
direction  of  leading  conductors,  and  to  promote 
fellowship  among  participating  physicians  and 
their  families.  The  society  is  open  to  physi- 
cians and  their  immediate  families. 

Interested  physicians  should  hst  separately 
for  each  prospective  member  the  musical  in- 
strument played,  or  vocal  range.  Also,  the 
three  most  aveulable  months,  in  order  of  prefer- 
ence, should  be  listed.  Replies  should  be  sent 
to:  Doctors’  Musical  Society,  c/o  Department 
of  Pediatrics,  1025  Walnut  Street,  Philadelphia 
7,  Pennsylvania. 

Fifty  Year  Club 

The  Fifty  Year  Club  of  American  Medicine  is 
interested  in  gaining  more  members  for  social 
reasons  and  to  estabhsh  a scholarship  to  assist  a 


worthy  medical  student  through  school. 

Interested  physicians  who  have  been  in  the 
study  and  practice  of  medicine  for  fifty  years  or 
more  may  send  $3.00  for  one  year’s  dues,  a 
lapel  button,  and  a merit  certificate  suitable  for 
framing  to  J.  H.  Curry,  M.D.,  Cash,  Arkansas. 

“Headache”  issue  of  journal 

The  International  Journal  of  Neurology,  with 
editorial  oflSces  at  Calle  Buenos  Aires  363, 
Montevideo,  Uruguay,  will  devote  an  issue  to 
“headache,”  in  homage  to  Harold  Wolff,  M.D. 
The  most  outstanding  speciahsts  in  the  field  will 
contribute  articles  to  it. 

Personalities 

Appointed.  A.  W.  Martin  Marino,  Sr.,  M.D., 
as  senior  attending  (colon  and  rectal)  in  the 
Department  of  Surgery,  Division  of  Proctology 
at  The  Brooklyn  Hospital ...  A.  W.  Martin 
Marino,  Jr.,  M.D.,  as  director  (colon  and  rectal) 
Division  of  Proctology,  Department  of  General 
Surgery  at  The  Brooklyn  Hospital,  and  also 
promoted  from  assistant  attending.  Department 
of  Surgery,  Division  of  General  Surgery,  to 
associate  attending  (colon  and  rectal).  Depart- 
ment of  Surgery,  Division  of  General  Sur- 
gery . . .1.  Herbert  Scheinberg,  M.D.,  professor 
and  acting  chairman  of  the  Department  of 
Medicine  at  Albert  Einstein  College  of  Medicine, 
to  the  National  Medical  Advisory  Board  of  the 
National  Foundation  for  Neuromuscular  Dis- 
eases, Inc.  . . . Leo  WoUman,  M.D.,  Brooklyn, 
as  editor  of  the  news  bulletin  of  the  Academy  of 
Psychosomatic  Medicine. 

Elected.  Bernard  B.  Alperstein,  M.D.,  presi- 
dent; Harry  Leibowitz,  M.D.,  president-elect; 
Hyman  Sherman,  M.D.,  vice-president;  Alex- 
ander Chester,  M.D.,  secretary;  and  John  E. 
Wolleben,  M.D.,  treasurer  of  the  Section  on 
Allergy  of  the  Medical  Society  of  the  County  of 
Kings  for  the  calendar  year  1963  . . . Emerson 
Day,  M.D.,  chairman  of  the  Department  of 
Preventive  Medicine,  Memorial  Hospital,  New 
York  City,  as  president;  and  Gray  H.  Twombly, 
M.D.,  professor  of  gynecology  at  New  York 
University  Medical  Center,  as  vice-president  of 
the  New  York  City  Cancer  Committee  . . . San- 
dor  Rado,  M.D.,  president;  Alfred  H.  Rifkin, 
M.D.,  secretary;  Joseph  H.  Merin,  M.D.,  past- 
secretary; Earl  G.  Witenberg,  M.D.,  treasurer; 
and  Irving  Bieber,  M.D.,  Lilly  Ottenheimer, 
M.D.,  and  Montague  Ullman,  M.D.,  trustees  of 
the  Academy  of  Psychoanalysis,  New  York 
City. 

Speakers.  Michael  J.  Lepore,  M.D.,  director 
of  the  Upjohn  Gastro-Intestinal  Service,  The 
Roosevelt  Hospital,  New  York  City,  before  the 
University  of  Rochester  School  of  Medicine  on 
November  29  and  30, 1962,  dehvering  the  annual 
Doran  J..  Stephens  Memorial  Lecture  on  “A 
Disease  of  the  Belgians”  ...  A.  W.  Martin 
Marino,  Sr.,  M.D.,  at  the  Northeastern  Proc- 
tologic Convention  cruise  November  7 through 
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16,  1962,  aboard  the  M/S  Kungsholm  on  “Di- 
verticulitis,” “Anorectal  Anomalies,”  and  “Car- 
cinoma of  the  Rectum”;  and  A.  W.  Martin 
Marino,  Jr.,  M.D.,  on  the  same  cruise,  on 
“Rectocecal  Fistula,”  “Anorectal  Lesion  in 
Homosexuality,”  and  “Gynecologic  Problems 
in  Anorectal  Surgery”  . . . Sigmund  May,  M.D., 
Great  Neck,  as  “good  will  ambassador”  of  the 
American  College  of  Cardiology,  before  the 
Tokyo  University  medical  faculty  in  Japan  on 


cardiovascular  patients  and  their  rehabilitation, 
on  November  30,  1962. 

Honored.  Bela  Schick,  M.D.,  prominent 
immunologist  and  pediatrician,  at  a dinner 
given  hy  the  Beth-El  Hospital,  Brooklyn  . . . 
Robert  M.  Toll,  M.D.,  New  York  City,  as  a 
distinguished  senior  alumnus  by  the  University 
of  Pennsylvania  School  of  Medicine  “for  the 
many  years  of  skilled  and  dedicated  service  he 
has  given  to  humanity  and  his  profession.” 


Medical  Meetings 


Pediatric  program 

A lecture  on  “Proctologic  Problems  in  the 
JuvenUe  Patient”  will  be  given  by  Robert 
Turell,  M.D.,  associate  clinical  professor  of 
surgery  at  Albert  Einstein  College  of  Medicine, 
and  associate  surgeon  at  Mount  Sinai  Hospital, 
on  January  22  at  10  a.m.  in  the  solarium  of 
the  Kronish  Pavilion  of  Maimonides  Hospital, 
4802  Tenth  Avenue,  Brooklyn,  New  York. 

The  lecture  is  part  of  a series  in  the  pediatric 
postgraduate  program  of  the  hospital.  Con- 
ferences are  held  every  Tuesday  at  10  a.m. 

New  York  Heart  Association 

Recent  developments  in  progress  against 
infectious  diseases  of  the  heart  and  circulation 
will  he  discussed  at  an  aU-day  conference  at 
the  Waldorf-Astoria  Hotel  in  New  York  City 
on  Tuesday,  January  22,  under  the  sponsorship 
of  the  New  York  Heart  Association. 

Information  may  be  obtained  from  the  New 
York  Heart  Association,  10  Columbus  Circle, 
New  York  19,  New  York. 

Association  for  the  Advancement  of 
Psychotherapy 

The  Association  for  the  Advancement  of 
Psychotherapy  will  hold  its  193rd  scientific 
meeting  on  Friday,  January  25,  at  8:30  p.m. 
at  the  New  York  Academy  of  Medicine,  2 
East  103rd  Street,  New  York  City. 


A panel  discussion  on  “The  Image  of  the 
Teacher”  will  be  held.  The  moderator  will 
be  Stanley  Lesse,  M.D.,  and  panehsts  will 
be  Harry  Gilbert,  Ph.D.,  Sloan  Wayland, 
Ph.D.,  Harry  Rivlin,  Ph.D.,  and  Marvin 
Blumberg,  M.D. 

Photosensitivity  diseases 

A discussion  of  photosensitivity  diseases 
will  be  given  by  Leonard  Harber,  M.D.,  on 
February  1 at  10  a.m.  at  the  Kings  County 
Hospital,  451  Clarkson  Avenue,  Brooklyn,  New 
York. 

The  meeting  will  he  held  under  the  auspices 
of  the  Division  of  Dermatology,  of  the  Depart- 
ment of  Medicine,  State  University  of  New 
York  Downstate  Medical  Center. 

Lebanon  Hospital  Night 

A program  designated  as  “Lebanon  Hospital 
Night”  win  be  held  on  Wednesday,  February 
13,  at  8:30  p.m.  at  Morrisania  Hospital,  168th 
Street  and  Gerard  Avenue,  The  Bronx,  New 
York. 

Else  Kaufmann,  M.D.,  will  speak  on  “Rheu- 
matic Fever — Steroid  Therapy,”  with  a dis- 
cussion by  Harold  Aaron,  M.D.;  Toni  Ires, 
M.D.,  on  “Mediastinal  Emphysema,”  with 
a discussion  hy  Richard  M.  Friedenberg,  M.D.; 
David  Steinberg,  M.D.,  on  “Intestinal  Perfora- 
tion in  the  Newborn,”  with  a discussion  by 
Harry  Bergman,  M.D.;  and  Siegfried  Mayer, 
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M.D.,  on  “Chronic  Hepatitis,”  with  a dis- 
cussion by  Samuel  Weiskopf,  M.D. 

American  College  of  Cardiology 

The  twelfth  annual  convention  of  the  Ameri- 
can College  of  Cardiology  will  be  held  in  Los 
Angeles,  California,  at  the  Ambassador  Hotel, 
February  27  to  March  3, 1963.  A joint  meeting 
with  the  Los  Angeles  Heart  Association  has 
been  £U*ranged  for  Wednesday,  February  27. 

Commercial  exhibitors  should  write  to  Dr. 
Phihp  Reichert,  Executive  Director  of  the 
College,  Empire  State  Building,  New  York 
City. 

Abstracts  of  scientific  exhibits  should  also 
be  sent  to  the  office  of  the  Executive  Director, 
with  exact  size  and  arrangement  of  the  space 
required  for  the  exhibit. 

For  a complete  program  of  the  meeting  send 
a post  card  to  the  American  College  of  Car- 
diology, Empire  State  Building,  New  York  1, 
New  York. 

Ophthalmology  lectures 

Professor  A.  Bangerter,  chief  of  the  Eye 
Clinic,  St.  GaUen,  Switzerland,  will  dehver  a 
series  of  five  lectures  March  11  to  15  under  the 
auspices  of  the  Institute  of  Ophthalmology  of 
the  Americas. 

Subjects  to  be  discussed  will  include:  “Func- 
tional Visual  and  the  Correlative  Disturbances.” 
“The  Tasks  of  Pleoptics  and  Orthoptics  and 
Their  Practical  Solution,”  “Amblyopia-Pro- 
phylaxis and  Treatment  after  the  ‘St.  Gall 
Method,’  ” “The  General  Problem  of  Squint 
Surgery,”  and  “Disturbances  of  Lacrimal 
Drainage.” 

Inquiries  regarding  registration  may  be 
addressed  to  Mrs.  Tamar  Weber,  Registrar, 
Institute  of  Ophthalmology  of  the  Americas, 
New  York  Eye  and  Ear  Infirmary,  218  Second 
Avenue,  New  York  3,  New  York. 

Otolaryngology  teaching  day 

The  Department  of  Otolaryngology  of  the 
State  University  of  New  York,  Upstate  Medical 


Center,  will  hold  its  annual  teaching  day  in 
otolaryngology  on  March  21  at  the  University 
Club  in  S5u:acuse.  The  program  will  be  given 
by  members  of  the  department,  and  Dr.  Harold 
F.  Schuknecht,  professor  of  otolaryngology. 
Harvard  Medical  School,  will  be  the  guest 
lecturer. 

For  additional  information  write  to:  Alfred 
W.  Doust,  M.D.,  professor  and  chairman. 
Department  of  Otolaryngology,  Upstate  Medi- 
cal Center,  766  Irving  Avenue,  Syracuse  10, 
New  York. 


American  Thoracic  Society 

The  annual  meeting  of  the  American  Thoracic 
Society  will  be  held  in  Denver,  Colorado,  May 
13  to  15  in  conjunction  with  the  59th  annual 
meeting  of  the  National  Tuberculosis  Associa- 
tion. 

Subjects  to  be  discussed  at  the  seminars 
include  respiratory  emergencies  in  the  perinatal 
period,  the  meaning  of  pulmonary  diffusing 
capacity,  unclassified  mycobacteria,  primary 
drug  resistance  for  tuberculosis,  tuberculin 
testing,  the  management  of  the  flail  chest,  and 
medical  education. 

Round  tables  will  be  conducted  during  the 
final  period  each  afternoon.  They  will  be 
on  the  airborne  transmission  of  infections, 
retreatment  of  drug-resistant  tuberculosis,  eti- 
ologic  aspects  of  newer  environmental  lung 
disease,  histoplasmosis,  ventilatory  assistance, 
and  viral  respiratory  disease  in  man. 

P\irther  information  may  be  obtained  from 
the  National  Tuberculosis  Association,  1790 
Broadway,  New  York  19,  New  York. 

International  Council  of  Group 
Psychotherapy 

The  third  international  congress  of  group 
psychotherapy  will  be  held  in  Milano-Stresa, 
Itffiy,  July  21  through  25,  and  not  in  August, 
as  announced  previously. 

Further  information  may  be  obtained  from 
J.  L.  Moreno,  M.D.,  P.O.  Box  311,  Beacon, 
New  York. 
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Necrology 


Marshall  Wheaton  Dyer,  M.D.,  of  Camillus, 
died  on  October  29,  1962,  at  St.  Mary’s  Hospital 
at  the  age  of  seventy-nine.  Dr.  Dyer  graduated 
in  1906  from  the  Syracuse  University  School  of 
Medicine.  He  was  a member  of  the  Syracuse 
Academy  of  Medicine,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Alfred  George  Ebel,  M.D.,  of  Rochester,  was 
killed  on  October  17,  1962,  in  an  automobile 
accident  at  the  age  of  sixty-three.  Dr.  Ebel 
received  his  medical  degree  from  the  University 
of  Vienna  in  1923.  He  was  an  attending  physi- 
cian in  general  practice  at  St.  Mary’s  Hospital. 
A past-president  of  the  Rochester  chapter  of 
the  New  York  Academy  of  General  Practice,  Dr. 
Ebel  was  a member  of  the  American  Academy 
of  General  Practice,  the  Rochester  Academy  of 
Medicine,  the  Rochester  Pathological  Society, 
the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Howard  Salvatore  English,  M.D.,  of  Utica, 
died  on  November  13,  1962,  at  the  Cleveland 
Clinic  at  the  age  of  forty-eight.  Dr.  English 
graduated  in  1941  from  Tufts  College  Medical 
School.  He  was  a senior  attending  neuro- 
surgeon and  an  attending  neurologist  at  St. 
Elizabeth’s  Hospital,  an  attending  neurologist 
at  Utica  State  Hospital,  an  attending  neuro- 
surgeon at  St.  Luke’s  Memorial  Hospital  Center, 
and  a consulting  neurosurgeon  at  Herkimer 
Memorial,  Ilion,  Faxton,  and  Griffiss  United 
States  Army  Field  Hospitals.  Dr.  English  was  a 
Diploma te  of  the  American  Board  of  Neuro- 
logical Surgery  and  a member  of  the  Utica 
Academy  of  Medicine,  the  Oneida  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Leon  Henri  Goldberg,  M.D.,  of  Nyack,  re- 
tired, died  on  December  2,  1962,  at  St.  Thomas, 
Virgin  Islands,  at  the  age  of  sixty-four.  Dr. 
Goldberg  graduated  in  1925  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  attending  physician  at 
Nyack  Hospital.  Dr.  Goldberg  was  a Diplo- 
mate  of  the  American  Board  of  Internal  Med- 
icine, a Fellow  of  the  American  College  of  Car- 
diology, a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  Aerospace 
Medical  Association,  the  American  Geriatrics 
Society,  the  New  York  Academy  of  Medicine, 
the  Rockland  County  Medical  Society,  the 


Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

A.  Allen  Goldbloom,  M.D.,  of  New  York 
City,  died  on  November  29,  1962,  at  Peter  Bent 
Brigham  Hospital,  Boston,  at  the  age  of  sixty- 
five.  Dr.  Goldbloom  graduated  in  1922  from 
Jefferson  Medical  College  of  Philadelphia.  He 
was  an  attending  physician  at  Bird  S.  Coler 
Memorial  Hospital  and  Home,  Flower  and  Fifth 
Avenue  Hospitals,  and  Metropolitan  and  Beth 
Israel  Hospitals.  Dr.  Goldbloom  was  a Diplo- 
mats of  the  American  Board  of  Internal  Med- 
icine (Cardiovascular  Diseases),  a Fellow  of  the 
American  College  of  Gastroenterology,  a FeUow 
of  the  American  College  of  Angiology,  a Fellow 
of  the  American  College  of  Physicians,  and  a 
member  of  the  Academy  of  Psychosomatic 
Medicine,  the  American  Geriatrics  Society,  the 
New  York  Academy  of  Medicine,  the  New  York 
Academy  of  Gastroenterology,  the  American 
Society  of  Tropical  Medicine  and  Hygiene,  the 
New  York  Country  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Solomon  Hendleman,  M.D.,  of  Brooklyn, 
died  on  November  20, 1962,  at  theageof  seventy- 
one.  Dr.  Hendleman  graduated  in  1913  from 
Long  Island  College  Hospital  Medical  School. 
He  was  chief  otolaryngologist  at  Beth-El 
Hospital.  Dr.  Hendleman  was  a Diplomate  of 
the  American  Board  of  Otolaryngology  and  a 
member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Paul  Hes,  M.D.,  of  the  Bronx,  died  onjNovem- 
ber  16,  1962,  at  the  age  of  sixty-eight.  Dr. 
Hes  received  his  medical  degree  from  the 
University  of  Wurzburg  in  1921.  He  was  a 
member  of  the  Bronx  County  Medical  Society 
and  the  Medical  Society  of  the  State  of  New 
York. 

Kenneth  Cleland  Peacock,  M.D.,  of  New 
York  City,  died  on  December  1,  1962,  at  the 
age  of  sixty-nine.  Dr.  Peacock  graduated  in 
1917  from  Washington  University  School  of 
Medicine,  St.  Louis.  He  was  an  associate 
professor  of  surgery  at  New  York  Medical 
College  and  an  associate  attending  surgeon  at 
Flower  and  Fifth  Avenue  Hospitals,  Flower  and 
Fifth  Avenue  Hospitals  Outpatient  Department, 
Metropolitan  Hospital,  Bird  S.  Coler  Memorial 
Hospital  and  Home,  and  a consulting  physician 
in  occupational  medicine  and  surgery  at  Yonkers 
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General  Hospital.  Dr.  Peacock  was  a Fellow  of 
the  American  College  of  Gastroenterology,  a 
Fellow  of  the  American  College  of  Surgeons,  a 
Fellow  of  the  International  CoUege  of  Surgeons, 
a Fellow  of  the  American  Academy  of  Com- 
pensation Medicine,  Inc.,  and  a member  of  the 
Industrial  Medical  Association,  the  American 
Gastro-Enterological  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  State 
Society  of  Industrial  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Siegfried  Schoenfeld,  M.D,,  of  New  York 
City,  died  on  October  30,  1962,  at  Lenox  HiU 
Hospital  at  the  age  of  seventy-seven.  Dr. 
Schoenfeld  received  his  medical  degree  from  the 
University  of  Heidelberg  in  1910.  Until  1936, 
when  he  came  to  the  United  States,  he  had  taught 
internal  medicine  at  the  University  of  Frankfurt 
Medical  School.  Dr.  Schoenfeld  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Isaac  Philip  Starr,  M.D.,  of  Santa  Monica, 
California,  formerly  of  New  York  City,  died  on 
November  4,  1962,  at  the  age  of  eighty-four. 
Dr.  Starr  graduated  in  1905  from  Columbia 
University  CoUege  of  Physicians  and  Surgeons. 


Salt-water  retention 
and  obesity  control 

The  body’s  retention  of  salt  and  water  during 
a weight  reduction  program  may  be  the  greatest 
single  cause  of  failure  in  the  treatment  of  obes- 
ity, according  to  S.  K.  Fineberg,  M.D.,  New 
York  City,  in  the  September  8 issue  of  the 
Journal  of  the  American  Medical  Association. 
Ten  to  20  pounds  of  water  may  be  retained 
before  there  is  any  apparent  sign  of  edema. 
After  several  weeks  or  months  of  fat  loss,  if 
water  retention  occurs,  the  scale-weight  loss 
stops  or  even  reverses,  despite  the  patient’s  ad- 


Israel Spanier  Wechsler,  M.D.,  of  New  York 
City,  died  on  December  6,  1962,  at  The  Mount 
Sinai  Hospital  at  the  age  of  seventy-six.  Dr. 
Wechsler  graduated  in  1907  from  New  York 
University  and  BeUevue  Hospital  Medical 
School.  He  was  a consulting  neurologist  at 
Sydenham,  Montefiore,  The  Mount  Sinai,  and 
Rockland  State  (Orangebiu-g)  Hospitals,  and  a 
consulting  neuropsychiatrist  at  Maimonides 
Hospital.  Dr.  Wechsler  was  a Diploma te  of  the 
American  Board  of  Psychiatry  and  Neurology 
and  a member  of  the  American  Academy  of 
Neiu'ological  Surgery,  the  Association  for 
Research  in  Nervous  and  Mental  Disease,  the 
American  Neurological  Association,  the  New 
York  Academy  of  Medicine,  the  New  York 
Neurological  Society,  the  New  York  Society  for 
Clinical  Psychiatry,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Vallance  Albert  Wickens,  M.D.,  of  Rochester, 
died  on  October  18,  1962,  at  the  age  of  ninety- 
five.  Dr.  Wickens  graduated  in  1897  from  the 
University  of  Buffalo  School  of  Medicine.  Re- 
tired, Dr.  Wickens  was  a member  of  the 
Rochester  Academy  of  Medicine,  the  Rochester 
Pathological  Society,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


herence  to  the  same  caloric  intake  and  actual 
loss  of  fat  tissue,  and  the  patient  assumes  that 
he  cannot  reduce  his  weight  further  and  so 
abandons  treatment. 

Apparently  the  incidence  and  severity  of 
water  retention  is  greater  in  women,  which  may 
explain  the  higher  success  rates  found  in  men. 
Dr.  Fineberg  drew  his  conclusions  from  a study 
of  the  treatment  of  36  overweight  diabetic  pa- 
tients at  a special  clinic.  The  patients  were  all 
50  to  100  per  cent  overweight  and  were  seen  at 
the  clinic  once  a month  for  periods  of  six  months 
to  one  year.  At  the  end  of  the  year,  23  of  the 
36  patients  had  lost  an  average  of  22  pounds 
during  an  average  of  nine  and  one-half  months. 
Fifteen  of  them  were  able  to  discontinue  specific 
drugs  for  diabetes  entirely. 
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Medical  Schools 


Cornell  University  Medical  College 

Appointed.  John  R.  Heller,  M.D.,  clinical 
professor  of  public  health;  Farrington  Daniels, 
Jr.,  M.D.,  associated  professor  of  medicine 
(dermatology)  and  head.  Division  of  Dermatol- 
ogy of  the  Department  of  Medicine;  are  recent 
appointees  to  the  staff. 

Lecture.  John  M.  McLean,  M.D.,  clinical 
professor  of  surgery  (ophthalmology)  and  at- 
tending-sm-geon-in-charge  of  ophthalmology, 
presented  a paper  on  “Oculomycosis”  as  the 
Jackson  Memorial  Lectmre  at  a meeting  of  the 
American  Academy  of  Ophthalmology  in  No- 
vember. 

Medical  passport  for  travelers.  Claude  E. 
Forkner,  M.D.,  clinical  professor  of  medicine 
and  attending  physician  at  The  New  York 
Hospital,  has  designed  a traveler’s  pocket-size 
medical  record  called  “The  Abridged  Medical 
Passport.”  It  is  produced  and  distributed  by 
the  Medical  Passport  Foundation,  35  East  69th 
Street,  New  York  21.  The  passport  gives  any 
doctor  or  hospital  vital  information  about  the 
bearer.  It  is  a 22-page  document  which  has 
been  prepared  by  the  traveler’s  physician  and 
includes  the  basic  facts  about  the  subject’s 
health,  describes  recent  treatment,  and  lists  aU 
relevant  emergency  information. 

Installed  as  president.  John  E.  Deitrick, 
M.D.,  dean  of  the  College  and  trustee  of  Cornell 
University,  has  been  installed  president  of  the 
72-year-old  Association  of  American  Medical 
Colleges. 

Cardiologists  teaching  abroad.  John  S. 
LaDue,  M.D.,  clinical  associate  prefessor  of 
medicine,  and  President  of  the  American  College 
of  Cardiology,  is  leading  a team  of  five  cardi- 
ologists who  are  giving  the  second  International 
Circuit  Course  jointly  sponsored  by  the  College 
and  the  State  Department.  This  group  wiU 
teach  in  Lisbon,  Portugal,  and  Madrid,  Spain. 

Appointed  to  advisory  group.  John  A. 
Evans,  M.D.,  professor  and  chairman.  Depart- 
ment of  Radiology  and  radiologist-in-chief. 
The  New  York  Hospital,  was  appointed  to  a 
five-year  term  on  the  Veterans  Administration 
Special  Medical  Advisory  Group. 

New  York  MeiJical  College 

Two-year  internship.  The  establishment  of 
a new  two-year  internship  designed  to  quaUfy 
graduate  physicians  as  “specialists”  in  family 
practice  has  been  announced  by  Dr.  Ralph  E. 
Snyder,  president  and  dean  of  the  College,  and 


Sister  Anne  Jean,  administrator,  St.  Joseph’s 
Hospital,  Paterson,  New  Jersey.  The  College 
will  supervise  the  curriculum  and  the  new-type 
“family  doctor”  wiU  train  in  St.  Joseph’s  Hos- 
pital. The  program  wiU  be  available  to  six 
doctors  each  year  and  wUl  be  geared  to  the  con- 
cept that  family  practice  should  be  treated  as  a 
medical  specialty  and  that  there  should  be  a 
fuUer  utilization  of  medical  teaching  talents 
now  available  at  the  level  of  a good  community 
hospital. 

New  executive  dean.  A.  A.  Lombardi,  M.D., 
professor  of  clinical  medicine  and  associate 
dean,  has  been  appointed  to  the  new  administra- 
tive position  of  executive  dean. 

Guest  speaker.  Brigadier  General  Donald 
Flickinger,  Medical  Corps,  United  States  Air 
Force,  Retired,  was  the  guest  speaker  at  the 
annual  Aaron  Brown  Memorial  Lecture  given 
by  the  Phi  Delta  EpsUon  Medical  Fraternity  on 
December  5,  1962.  General  Flickinger  spoke 
on  “Biology  and  Medicine  in  Space  Explora- 
tion.” 

University  of  Buffalo  School  of  MeiJicine 

Postgraduate  course.  A postgraduate  course 
on  “Minor  Surgery  and  Office  Orthopedics” 
was  held  in  December.  Participating  were; 
Guy  S.  Alfano,  M.D.,  J.  Edwin  Alford,  M.D., 
Herbert  L.  Berman,  M.D.,  RosweU  K.  Brown, 
M.D.,  Peter  A.  Casagrande,  M.D.,  Alfred  V. 
Cherry,  M.D.,  James  P.  Cole,  M.D.,  Daniel  E. 
Cmtin,  M.D.,  Clement  A.  DeFelice,  M.D., 
Theodore  Drapanas,  M.D.,  Joseph  M.  Dziob, 
M.D.,  RusseU  B.  Erickson,  M.D.,  Richard  S. 
Fletcher,  M.D.,  Attorney  William  J.  Flynn,  Jr., 
WUliam  H.  Georgi,  M.D.,  Joseph  D.  Godfrey, 
M.D.,  Harry  W.  Hale,  Jr.,  M.D.,  Eugene  J. 
Hanavan,  M.D.,  Theodore  C.  Jewett,  Jr.,  M.D., 
Eugene  R.  MindeU,  M.D.,  Benjamin  E.  Obletz, 
M.D.,  Worthington  G.  Schenk,  Jr.,  M.D., 
Richard  N.  Terry,  M.D.,  Everett  H.  Wesp, 
M.D.,  and  Charles  E.  Wiles,  M.D. 

State  University  of  New  York 
Downstate  Medical  Center 

Faculty  promotions  and  appointments. 

Three  promotions  which  have  been  announced 
are:  Donald  Goodenough,  M.D.,  from  assistant 
to  associate  professor;  Leonard  L.  Shengold, 
M.D.,  and  Alan  J.  Eisnitz,  M.D.,  from  clinical 
instructors  to  clinical  assistant  professors,  aU  in 
the  Department  of  Psychiatry.  Appointed  as 
assistant  professor.  Department  of  Anesthesi- 
ology, was  Stanley  W.  Weitzner,  M.D.;  as 
visiting  assistant  professor  for  the  current  aca- 
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demic  year  in  the  Department  of  Microbiology 
and  Immunology,  Hideo  Kusama,  M.D.,  De- 
partment of  Bacteriology,  National  Institute  of 
Health,  Tokyo. 

State  University  of  New  York 
Upstate  Medical  Center 

MEND  lecture.  Willard  H.  Boynton,  M.D., 
chief  of  the  Public  Health  Division  of  the 
Vietnam  mission  discussed  “Medical  Programs 
of  Present-Day  Vietnam”  at  the  MEND  lecture 
held  on  November  14.  On  December  6 Juan 
Taveras,  M.D.,  director.  Department  of  Radi- 
ology, Neurological  Institute,  Columbia-Pres- 
byterian  Medical  Center,  spoke  on  “Radiolog- 
ical Aspects  of  Cranial  and  Cerebral  Trauma.” 
Dr.  Taveras  also  served  as  visiting  professor  in 
neuroradiology  at  the  Medical  Center,  Decem- 
ber 6,  7,  and  8. 

Postgraduate  ophthalmology.  The  Depart- 
ment of  Ophthalmology  sponsored  its  thirteenth 
annual  postgraduate  course  in  ophthalmology 
on  November  30  and  December  1, 1962.  James 
L.  McGraw,  M.D.,  professor  and  chairman, 
Department  of  Ophthalmology,  was  the  chair- 
man of  the  course.  Guest  speakers  included: 
Alexander  A.  Krieger,  M.D.,  chnical  assistant 
professor  of  ophthalmology.  University  of 
Pittsburgh  School  of  Medicine;  Frank  W. 
Newell,  M.D.,  professor  and  chairman  of 


Tragic  day  of 
hasty  legislation 

It  would  be  a tragic  day  for  the  people  of  this 
country  if,  through  the  enactment  of  hasty 
legislation,  the  incentives  for  drug  research 
would  be  removed.  We  stiU  have  a lot  of  work 
to  do — cancer,  arthritis,  heart  disease,  special 
problems  of  aging — and  the  pharmaceutical 


ophthalmology.  University  of  Chicago;  and 
Lorenz  E.  Zimmerman,  M.D.,  chief,  ophthalmic 
pathology  branch.  Armed  Forces  Institute  of 
Pathology,  Washington,  D.C.  Dr.  Benjamin 
P.  Bmrtt,  professor  of  chemistry,  Syracuse 
University,  was  the  dinner  speaker  on  Novem- 
ber 30. 

Appointed.  Paul  A.  Riemenschneider,  M.D., 
has  been  appointed  professor  and  full-time 
chairman.  Department  of  Radiology.  Pro- 
fessor in  the  Department  since  1956,  Dr. 
Riemenschneider  succeeds  Clayton  H.  Hale, 
M.D.,  who  has  held  the  position  since  1951  on 
a part-time  basis.  Dr.  Hale  will  remain  on  the 
faculty  as  a professor  in  the  Department. 
This  appointment  was  effective  January  1, 
1963. 

University  of  Rochester  School  of 
Medicine  and  Dentistry 

Research  grant.  Jerome  Glaser,  M.D.,  clin- 
ical professor  of  pediatrics,  in  association  with 
Ruth  A.  Lawrence,  M.D.,  and  Anne  Harrison, 
M.D.,  Department  of  Pediatrics,  will  investigate 
the  nutritional  and  dietetic  value  of  poi,  under 
a grant  of  $10,000  from  the  University  of 
Hawaii  and  the  government  of  Kauai.  The 
study  will  be  the  use  of  poi  as  a substitute  for 
the  usual  cereal  foods  for  infants  when  these 
cannot  be  taken  because  of  allergy. 


industry  is  ready  to  play  its  part.  But  we  are, 
after  all,  companies  which  have  to  show  a profit 
or  we  cease  to  exist.  We  are  not  going  to  get 
much  return,  if  any,  if  we  are  going  to  be  re- 
quired to  turn  over  to  others  the  research  dis- 
coveries which  we  paid  for  with  large  invest- 
ments of  funds  and  more  important  investments 
of  intelligence,  imagination  and  the  plain  hard 
work  of  every  employee. — Address  by  T.  F. 
Davie  Haines,  President,  CIBA  Pharmaceutical 
Company,  Summit,  New  Jersey,  May  25,  1962 
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Abstracts 


Lynfield,  J.:  Heart  failure  in  infancy;  diag- 

nosis and  management.  New  York  State  J. 
Med.  63:  257  (Jan.  15)  1963. 

The  coexistence'  of  tachypnea  and  hepato- 
megaly in  an  infant  with  cardiac  enlargement  is 
diagnostic  of  heart  failure,  of  which  the  most 
common  cause  is  congenital  heart  disease. 
Tachycardia  is  usually  present,  facial  edema  is 
common,  but  peripheral  edema  is  rarely  found. 
Rales  in  the  lungs  usually  occur  late  in  the 
course  of  heart  failure.  The  treatment  should 
be  directed  to  the  underlying  cause.  In  some 
cases  intensive  medical  therapy,  consisting  of 
rest,  oxygen,  digitalis,  morphine,  diuretics,  and 
a low-salt  diet,  may  suflBce.  In  others,  surgical 
therapy  is  the  treatment  of  choice.  However, 
results  of  treatment  are  still  uniformly  poor  in  a 
significant  minority  of  infants  with  complex 
congenital  malformations. 

Monfort,  J.  A.,  Diamond,  I.,  Macgregor, 
A.,  and  Peluso,  J.:  Maternal  and  fetal  blood 

levels  after  administration  of  oxytetracycline; 
early  prophylaxis  in  premature  rupture  of  mem- 
branes, New  York  State  J.  Med.  63:  263 
(Jan.  15)  1963. 

A group  of  128  patients  admitted  in  labor  were 
given  on  entry  500  mg.  of  oxytetracychne  dis- 
solved in  250  ml.  of  5 per  cent  glucose  in  water, 
administered  intravenously  over  twenty  to 
thirty  minutes.  A comparison  with  a control 
group  showed  no  difference  in  incidence  of  in- 
fection, complications,  duration  of  hospital  stay. 


Pneumonia  problem 
in  young  assessed 

The  occurrence  of  pneumonia  as  a complica- 
tion of  some  other  ailment  may  be  more  com- 
mon in  young  persons  than  generally  realized, 
according  to  an  article  in  the  September  29 
issue  of  the  Journal  of  the  American  Medical 
Association. 

In  a study  of  234  patients  with  pneumonia, 
it  was  found  that  a substantial  proportion  of 
those  both  under  and  over  forty  years  of  age 
had  previous  conditions  which  may  have 
contributed  to  the  pneumonia,  Lt.  Col.  Theo- 


or adverse  drug  effects.  The  fetal  levels  ranged 
from  1.5  to  4 micrograms  per  milliliter,  with  the 
majority  falling  in  the  2.5  to  3 micrograms  per 
milhliter  range.  It  is  suggested  that  prophylaxis 
be  given  to  all  patients  with  premature  rupture 
of  the  membranes  if  labor  has  not  ensued  in  five 
hours  and  in  all  cases  with  clinical  signs  of  ma- 
ternal pyrexia  and  fetal  tachycardia. 


Boyd,  D.  P .:  Carcinoma  of  the  esophagus. 

New  York  State  J.  Med.  63:  267  (Jan.  15) 
1963. 

Of  174  patients  with  carcinoma  of  the 
esophagus,  27  were  referred  specifically  for  high- 
voltage  therapy.  Of  the  remaining  147,  95 
were  deemed  operable.  This  relatively  high 
resection  rate  (64.6  per  cent)  is  explained  by  the 
increasing  use  of  palliative  resection  (23  per 
cent).  A careful  preoperative  evaluation,  with 
special  reference  to  the  cardiovascular,  renal, 
and  pulmonary  systems  and  the  correction  of  ob- 
vious disturbances,  reduces  the  risk  to  the  mini- 
mum. An  operation  is  indicated  for  any  lesion 
which  is  considered  mobile  by  a skilled  endos- 
copist and  for  lesions  situated  in  the  lower  half 
of  the  esophagus.  The  operation  of  choice 
depends  on  the  individual  case.  Up  to  1958,  17 
patients  embarked  on  a course  of  combined  sur- 
gery and  radiotherapy,  and  13  completed  the 
course  of  radiotherapy.  Three  of  the  latter 
group  lived  for  five  years  or  longer,  which  gives 
reason  to  beheve  that  combined  therapy  yields  a 
worth-while  salvage. 


dore  Bacharach  and  Maj.  Harold  S.  Nelson, 
Letterman  General  Hospital,  San  Francisco, 
said. 

There  was  a history  of  prior  lung  disease  in 
39  per  cent  of  the  patients  under  forty  and  in 
53  per  cent  of  those  over  forty.  The  most 
common  previous  lung  disease  was  pneumonia 
which  had  occurred  in  32  per  cent  of  patients 
under  forty  and  in  34  per  cent  of  those  over 
forty. 

In  patients  under  the  age  of  forty,  pneumonia 
may  provide  one  of  the  earliest  landmarks  in 
recognizing  patients  with  chronic  lung  disease, 
thus  enabling  early  treatment  of  a condition 
that  might  otherwise  become  a crippling  lung 
disease. 
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Abstracts  in  Interlmgua 


Lynfield,  J.:  Insufficientia  cardiac  in  le  in- 

fantia;  diagnose  e tractamento  (anglese).  New 
York  State  J.  Med.  63:  257  (15  de  januario) 
1963. 

Le  coexistentia  de  tachypnea  e hepatomegalia 
in  un  infante  con  allargamento  cardiac  es  diag- 
nostic de  insufficientia  cardiac.  Le  causa  le 
plus  commun  de  isto  es  congenite  morbo  car- 
diac. Tachycardia  es  usualmente  presente, 
edema  facial  es  commun,  sed  edema  peripheric 
es  incontrate  rarmente.  Rales  pulmonari  oc- 
curre  usualmente  a un  tempore  plus  avantiate 
del  curso  de  insufficientia  cardiac.  Le  tracta- 
mento debe  visar  al  causa  subjacente.  In  certe 
casos,  un  intense  therapia  medical — con  reposo, 
oxygeno,  digitalis,  morphina,  diureticos,  e un 
dieta  a basse  contento  de  sal — es  possibilemente 
sufficiente.  In  altere  casos,  intervention  chirur- 
gic  es  le  therapia  de  election.  Tamen,  le  resul- 
tatos  remane  uniformemente  dissatisfacente  in 
un  significative  minoritate  del  infantes  con  com- 
plexe  malformationes  congenite. 

Monfort,  J.  A.,  Diamond,  I.,  Macgregor, 
A.,  e Peluso,  J.:  Nivellos  in  sanguine  in 

matre  e feto  post  administration  de  oxytetra- 
cyclina;  prophylaxia  precoce  in  ruptura  pre- 
matur  de  membranas  {anglese).  New  York 
State  J.  Med.  63:  263  (15  de  januario)  1963. 

Un  gruppo  de  128  patientes  admittite  in 
labores  esseva  tractate  al  tempore  de  lor  ad- 
mission con  500  mg  de  oxytetracyclina  dissolvite 
in  250  ml  de  aqua  a 5 pro  cento  de  glucosa,  in- 
fusionate  per  via  intravenose  in  le  curso  de  vinti 
a trenta  minutas.  Le  comparation  con  un 
gruppo  de  controlo  monstrava  nuUe  differentia 
in  le  incidentia  de  infection,  complicationes. 


Fine  balance  in 
drug  legislation 

It  is  of  fundamental  importance  that  new 
drugs,  before  being  used  widely  in  research  and 
being  marketed,  should  be  adequately  tested 
for  safety.  Of  equal  importance  is  the  fact 
that  there  be  a continuous  flow  of  new  and  im- 
proved drugs.  Any  legislation  on  this  subject. 


duration  del  sojorno  al  hospital,  o adverse  ef- 
fectos  del  droga.  Le  nivellos  in  le  fetos  variava 
inter  1,5  e 4 microgrammas  per  millilitro,  con 
le  majoritate  del  casos  in  le  area  de  inter  2,5  e 3 
microgrammas  per  millilitro.  Es  recommendate 
que  mesuras  prophylactic  es  prendite  in  le  casos 
de  omne  patientes  con  prematur  ruptura  del 
membranas  si  le  labores  non  se  initia  intra  le 
sequente  cinque  horas  e in  omne  casos  con  signos 
clinic  de  pyrexia  in  le  matre  e tachycardia  in  le 
feto. 

Boyd,  D.  P.:  Carcinoma  del  esophago  {an- 

glese), New  York  State  J.  Med.  63:  267  (15  de 
januario)  1963. 

De  174  patientes  con  carcinoma  del  esophago, 
27  veniva  con  le  recommendation  specific  de 
therapia  a alte  voltage.  Del  remanente  147, 
95  esseva  operabile.  Iste  relativemente  alte 
procentage  de  resection  (64,6  pro  cento)  es  ex- 
plicate per  le  crescente  uso  de  resection  con  ob- 
jectivos  paUiatori  (23  pro  cento) . Un  meticulose 
evalutation  pre-operatori,  con  attention  particu- 
lar prestate  al  systemas  cardiovascular,  renal,  e 
pulmonari,  e le  correction  de  obvie  disturba- 
tiones  in  file  systemas,  reduce  le  risco  del  inter- 
vention chirurgic  a un  minimo.  Le  operation 
es  indicate  in  omne  lesion  considerate  como  mo- 
bile per  un  experte  endoscopista  e in  omne  le- 
siones  con  sito  in  le  medietate  inferior  del  eso- 
phago. Le  operation  de  election  depende  del 
caso  individual.  Usque  a 1958,  17  del  patientes 
in  le  presente  studio  esseva  subjicite  a un  com- 
binate  curso  de  chirurgia  e radiotherapia;  13  de 
istes  completava  le  curso  de  radiotherapia. 
Tres  del  13  viveva  cinque  annos  o plus,  lo  que 
justifica  le  conviction  que  un  combinate  therapia 
resulta  in  un  salvage  que  vale  le  pena. 


therefore,  needs  to  strike  a fine  balance.  On 
the  one  hand,  it  properly  seeks  to  broaden  and 
strengthen  controls  over  drugs  both  new  and  old, 
to  protect  the  public  interest.  On  the  other 
hand,  it  must  encourage  rather  than  obstruct 
the  continuing  flow  in  the  number  and  kind  of 
new  drugs  that  are  needed  for  better  health. — 
Leonard  A.  Scheele,  M.D.,  Senior  Vice-President, 
Warner-Lambert  Pharmaceutical  Company,  to 
House  Interstate  and  Foreign  Commerce  Com- 
mittee, August  20,  1962 
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Month  in  Washington 


Health,  Education,  and  Welfare  Secretary 
Anthony  J.  Celebrezze  expressed  the  belief  that 
state  and  local  governments  have  the  primary 
responsibility  for  welfare  programs  and  other 
pubhc  services. 

He  told  a National  Press  Club  luncheon: 

“The  Federal  government’s  responsibUity 
should  be  limited  to  those  matters  which  are  of 
primary  national  interest  and  cannot  be 
effectively  carried  on  through  individual  or 
local  community  effort.” 

He  also  saud  that  his  basic  welfare  program 
pohcy  would  be  to  “help  people  help  them- 
selves.” 

But  Celebrezze  does  not  follow  this  philoso- 
phy of  government  to  the  point  of  weakening  his 
support  of  the  Kennedy  Administration’s 
Social  Security  hospitalization  legislation.  The 
Administration  has  said  that  it  will  push  again 
for  passage  of  such  legislation  in  the  new 
Congress  which  convened  January  9.  But 
Celebrezze  conceded  it  would  be  difficult  to 
secure  House  approval. 

The  Administration  gave  no  indication  in 
presession  talk  whether  the  big  push  for  the 
legislation  would  be  made  this  year  or  in  1964. 

The  House  of  Delegates  of  the  American 
Medical  Association,  at  its  recent  sixteenth 
clinical  meeting  in  Los  Angeles,  reaffirmed  its 
opposition  to  the  Social  Security  approach  in 
providing  health  care  for  the  aged.  The 
A.M.A.  also  reaffirmed  its  support  for  the  Kerr- 
Mills  program. 

George  M.  Fister,  M.D.,  A.M.A.  president, 
said  the  A.M.A.  “will  not  compromise  on  the 
fundamental  principles”  in  the  controversy. 
Noting  that  the  medical  profession  again 
faces  a hard  fight  on  the  issue  in  Congress,  Dr. 
Fister  expressed  confidence  that  “we  can  again 
win.” 

A spokesman  for  the  drug  industry  warned 
at  a Washington,  D.C.  meeting  of  government 
and  industry  officials  and  consumers  that 
enactment  of  the  Administration  medical  care 
plan  would  open  the  way  for  the  Federal 
government  “to  extend  its  controls  in  all 
health  areas,  including  drugs,  ostensibly  to 
assist  patients  economically  to  obtain  these 
services.”  The  spokesman,  Francis  C.  Brown, 
president  of  Sobering  Corp.,  added: 

“Those  who  say  it  can’t  happen  here  may  be 
deluding  themselves.  It  can  and  it  will  if  we 
permit  it.” 

The  new  Congress  has  only  four  physician 
members  as  compared  to  seven  in  the  1961-62 
session. 

Sen.  Ernest  Gruening  (D.,  Alaska)  and  Reps. 
Durward  Hall  (R.,  Mo.)  and  Thomas  Morgan 

Prepared  by  the  Washington,  D.C.,  OflSce  of  the  American 
Medical  Association. 


(D.,  Pa.)  were  re-elected.  James  D.  Weaver, 
M.D.,  (R.,  Pa.)  captured  a House  seat  in  his 
first  political  race. 

Reps.  Walter  Judd  (R.,  Minn.)  and  Ivor 
Fenton  (R.,  Pa.)  were  defeated  in  contests 
where  redistricting  was  a major  factor. 

Rep.  Dale  Alford  (D.,  Ark.)  gave  up  his 
House  seat  and  ran  unsuccessfully  for  governor 
of  Arkansas.  Rep.  Edwin  Durno  (R.,  Ore.) 
lost  in  a bid  to  switch  from  the  House  to  the 
Senate. 

The  over-all  election  results  added  four 
Democrats  in  the  Senate,  but  appointment  of  a 
Republican  to  succeed  a deceased  Democrat 
cut  the  net  gain  to  three.  The  Republicans 
increased  their  House  strength  by  two  members. 

The  Senate  lineup  now  is  67  Democrats  to  33 
Republicans.  The  new  House  has  259  Demo- 
crats and  176  Republicans. 

* * * 

The  American  Hospital  Association  and  the 
Defense  Department  agreed  on  a program  to  use 
hospitals  as  public  fallout  shelters  in  the  event 
of  nuclear  attack. 

In  a joint  statement,  the  A.H.A.  and  the 
Defense  Department  said  that  “in  these  times 
every  hospital  has  the  responsibility  to  take 
practical  and  sensible  measures  to  minimize  loss 
of  life  resulting  from  radioactive  fallout” 
should  there  be  a nuclear  attack. 

It  was  estimated  that  about  6,200  U.S. 
hospitals  presently  could  provide  fallout  pro- 
tection for  more  than  3 million  persons. 

The  program  calls  for  the  Defense  Depart- 
ment providing  the  cooperating  hospitals  with 
emergency  supplies  of  medical  material,  food, 
and  other  emergency  items  to  be  stockpiled  in 
basements  and  other  places  judged  “safe” 
from  fallout. 

If  Congress  approves  the  Administration’s 
request  for  a national  shelter  program.  Federal 
funds  will  be  available  to  hospitals  for  additional 
construction  that  would  be  suitable  for  operating 
rooms,  storage  space,  automobile  parking,  and 
other  similar  purposes  when  not  needed  for 
fallout  shelters. 

* * ♦ 

American  consumers  spent  a new  high  of 
$21.1  billion  for  health  care  in  1961,  according 
to  the  Social  Security  Administration. 

The  Federal  Agency  reported  that  the  total 
private  outlay  for  headth  care,  which  included 
$14.4  billion  in  direct  out-of-pocket  expendi- 
tures and  $6.7  billion  paid  for  health  insurance, 
exceeded  by  $1.3  billion  the  total  spent  in 
1960. 

The  1961  consumer  expenditure  for  health 
care  amounted  to  $116.60  for  each  American. 
Direct  expenditures  per  capita  were  $79.76,  and 
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payments  for  health  insurance  amounted  to 
$36.84  per  capita. 

These  sums  applied  only  to  private  expendi- 
tures for  health  care  and  did  not  include  govern- 
ment outlays  or  health  care  provided  through 
private  organizations  to  the  needy. 

A breakdown  by  category  of  expenditures 
showed  how  the  consumer’s  health  care  doUar  in 
1961  was  divided:  hospital  care,  27.6  cents; 
physicians’  services,  27.6  cents;  drugs,  19 
cents;  dental  care,  9.8  cents;  eyeglasses  and 
appliances,  6 cents;  nursing  and  other  pro- 
fessional care,  4 cents;  nursing  home  care,  1.4 
cents.  The  remaining  4.6  cents  represented  the 
net  cost  of  health  insurance. 


FDR’s  “strokes” 
called  myth 


In  an  attempt  to  dispel  the  prevalent  belief 
that  former  President  Franklin  D.  Roosevelt 
suffered  multiple  strokes  before  he  died  of  a 
severe  cerebral  hemorrhage  in  1945,  James  A. 
Halsted,  M.D.,  husband  of  the  late  president’s 
daughter,  Anna,  has  called  such  reports  a 
medical  myth.  Writing  in  the  December  issue 
of  Today’s  Health  magazine,  published  by  the 
American  Medical  Association,  Dr.  Halsted 
states  that  there  is  no  medical  evidence  for  such 
a belief. 

The  myth  began  with  a magazine  article 


Of  the  total  $6.7  billion  expenditure  for 
health  insurance  premiums,  45.4  per  cent  was 
paid  to  Blue  Cross-Blue  Shield  plans,  38.1  per 
cent  to  insurance  companies  for  group  coverage, 
9.4  per  cent  to  insurance  companies  for  indi- 
vidual policies,  and  7.1  per  cent  to  independent 
health  insurance  plans. 

It  was  estimated  that  insurance  benefits  paid 
28.3  per  cent  of  the  consumer’s  total  1961  health 
care  bill,  exclusive  of  the  cost  of  insurance. 
Insurance  met  66  per  cent  of  all  charges  for 
hospital  care,  30  per  cent  of  all  charges  for 
physicians’  services,  and  1.5  per  cent  of  the 
cost  of  all  other  items,  including  dental  care, 
nursing  service,  drugs,  and  nursing  home  care. 


published  in  1949,  Dr.  Halsted  said,  and  was 
perpetuated  over  the  succeeding  thirteen  years. 

The  occurrence  of  these  alleged  strokes  has 
been  denied  by  the  president’s  son,  James,  the 
president’s  daughter,  Anna,  his  wife,  the  late 
Mrs.  Eleanor  Roosevelt,  his  personal  physician, 
Ross  T.  Mclntire,  M.D.,  and  his  secretary.  Miss 
Grace  TuUy. 

“Because  President  Roosevelt  was  such  an 
important  man,  exercising  decisions  amd  in- 
fluence of  worldwide  significance  during  the 
period  when  he  is  supposed  to  have  had  five 
strokes,  it  is  important  to  get  at  the  truth  in 
order  to  set  the  record  straight,”  Dr.  Halsted 
said.  “Otherwise  this  myth  would  lend  cre- 
dence to  the  assumption  by  some  people  that 
Roosevelt’s  judgment  was  seriously  impaired  by 
his  supposed  ill  health.” 
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The  American  Academy  of  Orthopaedic 
Surgeons.  Instructional  Course  Lectures. 
Volume  XVIII,  1961.  Edited  by  Fred  C. 
Reynolds,  M.D.  Quarto  of  310  pages,  illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Company, 
1961.  Cloth,  $17. 

This  latest  volume  in  the  series  representing 
selected  instructional  com"se  lectures  given  at 
the  annual  Academy  meeting  offers  a number 
of  new  features.  In  spite  of  the  large  attendance 
at  the  annual  meetings,  the  members  and  guests 
who  participate  in  the  lectiu'es  of  necessity  are 
restricted  to  but  a small  part  of  the  material 
available.  However,  the  problem  is  largely 
solved  by  the  excellent  compilation  presented. 
There  is  no  particular  significance  to  the  ar- 
rangement of  the  various  sections,  but  two  of 
them  represent  comprehensive  symposiums. 
Part  1 is  on  the  spine  which  is  divided  into  a 
section  on  intervertebral  disk  problems  and 
another  on  cervical  spine  problems  with  an 
emphasis  on  both  conservative  and  operative 
treatment.  The  part  on  fractures  presents  new 
approaches  to  some  of  the  less  common  fracture 
problems  with  particular  emphasis,  in  the  latter 
category,  to  those  dealing  with  pelvic  fractures 
and  fracture  dislocation  of  the  hip. 

Of  particular  current  interest,  from  this 
reviewer’s  point  of  view,  is  the  section  on  chil- 
dren’s orthopedics  in  which  the  variety  of 
problems  considered  could  almost  serve  as  a 
textbook  in  pediatric  orthopedic  surgery. 

All  of  the  subjects  are  presented  by  experts  in 
their  respective  fields;  they  are  presented 
clearly  and  illustrated  generously.  For  the 
practicing  orthopedic  surgeon  to  whom  the 
average  text  is  soon  obsolete,  these  volumes 
serve  as  a periodic  and  important  refresher 
supplement.  Naturally,  they  become  an  almost 
indispensable  addition  to  the  library  of  the 
orthopedic  trainee.  One  might  add  that  the 
new  format  for  the  past  three  editions  represents 
a noteworthy  improvement  in  the  quality  of  the 
publication.  Repetition  is  avoided  by  ref- 
erences to  previously  published  papers  which 
were  covered  in  courses  at  the  1961  meeting. — 
Max  Rabinowitz,  M.D. 

Oligophrenia — Mental  Deficiency  in  Chil- 
dren. By  M.  S.  Pevzner.  Octavo  of  406 
pages,  illustrated.  New  York,  Consultants 
Bmeau,  1959.  Cloth,  $15. 

This  book  is  a translation  of  a Russian  text 
published  in  Moscow  in  1959.  The  author  is  the 
senior  psychiatrist  at  the  Institute  of  De- 
fectology  in  Moscow.  She  has  been  interested 
in  oligophrenia  since  1938,  and  this  work  is  the 
product  of  her  experiences  with  problems  of  the 
diagnosis  and  management  of  educationally 


retarded  children  with  disturbances  of  higher 
nervous  activity. 

Oligophrenia  is  defined  as  a maldevelopment 
of  complex  forms  of  psychic  activities  as  a 
result  of  a lesion  of  the  anlage  or  as  an  organic 
lesion  of  the  central  nervous  system  in  the  early 
stages  of  intrauterine  development  of  the  fetus 
or  in  the  earliest  period  of  life  of  the  child.  The 
author  has  analyzed  158  children  with  oligo- 
phrenia between  the  ages  of  eight  and  eighteen. 
Of  these,  98  were  boys  and  60  girls.  The  chil- 
dren were  studied  for  from  one  to  ten  years. 
The  brain  lesions  result  from  exogenous  noxious 
influences.  The  pathologic  condition  consists  of 
a diffuse,  mainly  superficial  lesion  of  the 
cerebral  cortex.  In  addition,  there  may  be 
hydrocephalus  or  a subcortical  abnormality 
with  disturbances  within  the  motor  analyzer. 
There  is  an  inertia  of  the  nervous  processes,  a 
lack  of  mobility,  and  a rigidity  of  the  mental 
processes.  The  author  also  has  noted  a mal- 
development in  the  generalizing  fimction  of 
speech  and  in  the  capacity  for  abstract  formula- 
tion. The  electroencephalogram  is  character- 
ized by  depression  of  the  alpha  rhythm,  and 
there  is  an  increased  number  of  cases  with 
pathologically  slow  waves. 

An  analysis  of  the  book  and  a study  of  the 
cases  which  the  author  describes  indicate  that 
her  work  is  primarily  qualitative  and  dynamic 
rather  than  quantitative  and  descriptive,  the 
latter  a more  characteristic  feature  of  Western 
publications.  The  clinical  data  are  based 
primarily  on  Pavlov’s  work.  One  drawback 
is  the  lack  of  use  of  any  references  from  work 
done  outside  Russia  since  the  1940’s. 

The  translation  is  well  done.  The  book 
requires  careful  reading  to  follow  the  trend  of 
the  author’s  observations.  It  is  of  great  im- 
portance to  anyone  interested  in  the  subject  of 
mental  retardation,  as  it  permits  of  an  op- 
portunity to  view  the  subject  from  a standpoint 
somewhat  different  from  that  to  which  we  in  the 
West  are  accustomed. — Stanley  S.  Lamm, 
M.D. 

Dissemination  of  Cancer;  Prevention  and 
Therapy.  By  Warren  H.  Cole,  M.D.,  Gerald 
O.  McDonald,  M.D.,  Stuart  S.  Roberts,  M.D., 
and  Harry  W.  Southwick,  M.D.  Octavo  of 
462  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  Inc.,  1961.  Cloth,  $12.75. 

Dr.  Cole  and  his  associates  have  long  been 
interested  in  cancer  spread.  This  text  is  a 
compendium  of  what  is  known  and  thought  in 
the  field  of  cancer  dissemination.  Dr.  Cole  has 
contributed  chapters  on  the  growth  and  spread 
of  cancer,  spread  by  contiguity,  spread  by 
implantation,  stress  of  cancer,  and  hormones. 
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Only  Fleischmann’s 
offers  these  four  benefits 
in  a ^^special”  margarine 

Both  Fleischmann’s  Margarines  offer: 

1,  Exceptionally  high  ratio  of  polyunsaturated  to  saturated  fat  that  more  than  meets 
American  Heart  Association’s  suggested  level.  Made  from  100%  com  oil  with  almost 
one  cup  of  hquid  com  oil  in  every  pound. 

2.  Extraordinarily  delicious  taste  ...  so  outstanding  it’s  made  Fleischmann’s  the  coun- 
try’s largest  selling  com  oil  margarines. 

3»  Lightly  Salted  and  Unsalted  . . . yes,  Fleischmann’s  comes  both  ways.  And  both 
Fleischmann’s  Margarines  are  made  from  100%  com  oil. 

4.  National  availability  . . . Fleisclimann’s  Margarines  are  in  practically  every  store  and 
supermarket  nationwide  ...  at  a price  your  patients  can  easily  afford.  This  avail- 
ability is  in  contrast  to  many  margarines  which  are  limited  to  certain  cities  or  areas. 


Because  only  Fleischmann’s  Margarines,  Lightly  Salted 
and  Unsalted,  offer  all  four  benefits  in  a “special”  mar- 
garine, they’re  by  far  the  most  practical  choice  for  your 
high  cholesterol  and  low-sodium  patients.  Fleischmann’s 
combines  the  delicious  flavor  your  patients  and  their 
families  will  love  with  the  highest  polyunsaturates  to 
saturates  ratio  of  any  leading  margarine.  This  makes 
it  much  easier  to  keep  patients  on  a therapeutic  diet. 

Exceeds  A.H.A.  Recommenda- 
tion — Fleischmann’s  polyunsat- 
urated to  saturated  fat  ratio  of 
1 .7  to  1 (Polyunsaturated— 27.5%; 
Saturated— 16.5%)  exceeds  that 
suggested  as  acceptable  (1  to  1) 
by  the  A.H.A.  It’s  also  higher 
than  the  other  “corn  oil”  marga- 
rine which  is  really  a mi.xture  of  hardened  cottonseed 
and  soybean  oils  with  corn  oil.  Yes,  Fleischmann’s  has 
the  highest  P/S  ratio  because  both  brands  contain  50% 
liquid  corn  oil  (a  high  level)  and  50%  partially  hydro- 
genated corn  oil  (for  flavor  and  “spreadability”). 

In  line  with  A.M.A.  Report- 
Using  Fleischmann’s  Lightly 
Salted  Margarine  instead  of 
butter  or  regular  margarines  in- 
creases your  patients’  intake  of 
polyunsaturates ...  while  lower-  , 


ing  their  intake  of  saturated  fat.  This  is  in  line  with  the 
suggestions  of  the  A.M.A.  Report  on  Dietary  Fat  Regu- 
lation in  managing  atherosclerosis.* 

Fleischmann’s  Unsalted  Marga- 
rine—Also  made  from  100% 
corn  oil,  Fleischmann’s  Unsalted 
Margarine  is  dietetically 
sodium-free  — ideal  for  the  pa- 
tient who  needs  sodium  restric- 
tion. The  fat  content  has  the 
same  high  linoleicacid  value  (27.5%)  as  Fleischmann’s 
Lightly  Salted  Margarine.  And  because  it  contains  no 
salt— or  preservative  of  any  kind— Fleischmann’s  Un- 
salted Margarine  is  kept  in  the  grocer’s  frozen  food  case. 

Fleischmann’s  Lightly  Salted 
Margarine— Outstandingly  deli- 
cious . . . Fleischmann’s  is  excep- 
tionally high  in  polyunsaturates 
and  low  in  saturated  fat.  Both 
Fleischmann  s Margarines  con- 
tain liquid  corn  oil  and  are 
made  from  100%  corn  oil. 

•"The  Regulation  of  Dietary  Fat,”  Council  on  Foods  and 
■ Nutrition  of  the  American  Medical  Association.  J.  A.  M.  A- 
Vol.  181,  No.  5 (August  4,  1962). 


Flaischmjnn’s  A.H.A. 

P/$  ratio:  roeommended 

< 1.7  to  1 P/S  ratio:  1 to  1 
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Dr.  Southwick’s  chapters  are  devoted  to  the 
natural  history  of  cancer  and  lymphatic  spread. 
The  chapter  on  vascular  spread,  deservedly  the 
longest,  is  by  Dr.  Roberts.  Eric  R.  Brown, 
M.D.,  of  the  Division  of  Cancer  Biology  of  the 
University  of  Minnesota  and  not  listed  as  an 
author,  has  written  an  excellent  chapter  on 
cancer  immunology. 

Each  chapter  consists  of  a survey  of  relevant 
literature  and  a statement  of  the  writer’s  per- 
sonal experience.  Clinical  documentation  is 
used  in  a somewhat  limited  fashion  but  neces- 
sarily so  because  of  the  highly  experimental 
nature  of  most  of  the  work  to  which  reference 
is  made.  Appended  to  each  chapter  is  a bib- 
liography. 

Although  much  of  the  material  presented  is 
available  in  the  literature,  this  compilation 
makes  a ready  reference  text  for  data  that  are 
scattered.  Thus,  the  book  will  serve  well  those 
interested  in  cancer  research. 

To  many  clinicians  the  investigative  nature  of 
the  work  may  seem  of  little  practical  value. 
In  the  last  chapter  of  the  book  Dr.  Cole  writes 
on  preventive  measures  in  the  treatment  of 
cancer.  This  offers  a logical  approach  to  the 
problem  of  dissemination  during  diagnosis  and 
therapy.  Time-honored  concepts  of  examina- 
tion, biopsy,  and  surgical  technics  are  challenged, 
and  methods  of  dealing  with  the  cancer  patient 
which  are  based  on  evidence  presented  in  the 
preceding  ten  chapters  are  presented.  Some 
will  disagree  with  Dr.  Cole’s  suggestions.  No 
one  who  deals  with  cancer  will  fail  to  be  pro- 
voked and,  hopefully,  stimulated. — Solomon 
Schwartz,  M.D. 

Biological  Effects  of  Freezing  and  Super- 
cooling. By  Audrey  U.  Smith,  M.B.  Octavo 
of  462  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1961.  Cloth, 
$11. 

This  book,  an  addition  to  the  series  of  mono- 
graphs of  the  Physiological  Society,  is  a useful 
guide  to  a recent  but  extensive  literature 
dealing  with  low  temperature  biology.  There 
has  been  for  several  years  a need  for  a new  com- 
prehensive review  of  this  field,  since  it  embraces 
aspects  of  zoology,  bacteriology,  chemistry, 
physics,  and  so  forth,  and  cuts  across  the 
boundaries  between  the  separate  disciplines. 
Dr.  Smith’s  own  careful  work  forms  a valuable 
part  of  this  literature,  and  the  book  reflects  her 
wide  knowledge  of  the  subject. 

Dr.  Smith  has  brought  together,  for  the  first 
time  since  the  publication  of  Luyet’s  book  in 
1940,  information  on  all  the  known  effects  of 
low  temperature  on  many  different  species  and 
on  individual  cells.  Her  survey  ranges  from 
bacteria  and  yeasts  up  to  recent  work  on  intact 
small  mammals.  With  the  wide  range  of 
material  to  be  considered,  it  is  not  surprising 
that  the  result  is  sometimes  unwieldy.  The 
division  into  chapters  has  been  made  on  the 
basis  of  the  cell  type  or  animal  under  considera- 
tion. Whatever  advantage  of  completeness  and 
order  is  conferred  by  this  method  is  offset  by 


the  considerable  amount  of  urmecessary  repeti- 
tion of  technical  matter  which  it  introduces. 
In  fact,  a great  deal  of  the  technical  details 
given  might  have  been  better  omitted  or  con- 
sidered in  a separate  chapter,  since  they  inter- 
fere with  the  essential  readability  of  the  book, 
are  repetitive,  and  in  any  case  are  readily 
available  to  the  interested  reader,  thanks  to 
the  excellent  bibliography  which  is  appended  to 
each  chapter. 

As  a review  of  the  whole  or  separate  parts  of 
the  field  of  low  temperature  biology  and  as  a 
source  of  references,  the  book  will  be  invaluable 
to  investigators,  both  those  working  directly 
in  this  field  and  those  who  need  merely  some 
knowledge  of  the  subject.  The  addition  of  a 
chapter  dealing  with  the  physical  and  chemical 
changes  in  water  and  physiologic  media  on 
cooling  will  be  especially  useful  to  those 
relatively  unversed  in  these  disciplines. — Alan 
Rhodes,  M.D. 

A Mount  Sinai  Hospital  Monograph  on 
Hypertension.  Edited  by  Milton  Mend- 
lowitz,  M.D.  Quarto  of  156  pages,  illustrated. 
New  York,  Grune  & Stratton,  1961.  Cloth, 
$6.50. 

This  monograph  on  hypertension  includes 
the  contributions  of  19  staff  members  of  The 
Mount  Sinai  Hospital  in  New  York  City.  It 
was  first  prepared  as  a symposium  in  the  March- 
April,  1961,  issue  of  the  hospital  journal.  The 
papers  include  a variety  of  subjects  related  to 
high  blood  pressure. 

Hypertension  is  an  abnormal  or  diseased 
state  into  which  many  differing  pathologic 
processes  converge.  Obviously,  a knowledge 
of  the  various  mechanisms  is  still  chaotic,  and 
treatment  changes  so  rapidly  that  even  those 
working  actively  in  the  field  find  it  difficult  to 
keep  pace  with  every  new  development. 

Various  aspects  of  both  essential  and  second- 
ary hypertension  are  explored  or  reviewed. 
Especially  significant  chapters  include  a study  of 
the  effects  of  essential  hypertension  on  the 
kidneys,  the  complicated  mechanisms  of  hyper- 
tension, and  medical  and  surgical  therapies. 
Pheochromocytoma,  aldosteronism,  and  hyper- 
tension in  childhood  and  in  the  pregnant 
woman  are  also  considered. 

Obviously,  the  subject  matter  is  not  all- 
inclusive  since  this  was  not  intended  as  a 
complete  textbook  on  this  important  group  of 
diseases.  Nevertheless,  many  common  and 
rare  areas  of  hypertension  are  explored  in 
considerable  detail,  despite  a text  of  only  156 
pages. 

The  type  is  clear.  References  and  an  index 
are  carefully  prepared  for  all  10  articles. 
Illustrations  are  sparse  but  excellent.  While  it  is 
true  that  much  of  what  is  written  will  no 
longer  be  applicable  within  a few  years,  it  is 
important  to  determine  our  present  position  in 
a harried  and  hurried  area  of  medicine.  This 
has  been  well  accomplished  by  the  excellent 
reports  of  various  clinical  observers  and  in- 
vestigators.— Nathaniel  E.  Reich,  M.D. 
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Your  first  source  for  professional 
information 


The  more  than  31,900  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 

• Certification  by  American  Boards  and 
International  Boards  in  Medical  Spe- 
cialties and  by  National  Board  of 
Medical  Eixaminers. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies,  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 

Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government  hos- 
pitals in  New  York  State  (official 
titles). 

Many  physicians  save  time  by  regularly  consulting  their  Directory  for 

telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  informa- 
tion about  their  State  Society.  You,  too,  will  find  your  Directory  a valu- 
able source  of  information  when  you  use  it  often. 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 


To  answer  many  in- 
quiries; the  1961 
Medical  Directory  is 
still  available. 

The  next  edition 
will  not  be  pub- 
lished until  late  in 
1963. 
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Relief  of  Symptoms.  By  Walter  Modell,  M.D. 
Second  edition.  Octavo  of  374  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1961.  Cloth,  $11.50. 

This  book,  which  has  survived  its  first 
edition  and  is  still  popular,  was  written  by 
Walter  Modell,  M.D.,  F.A.C.P.,  who  is  Director 
of  Clinical  Pharmacology  and  Associate  Pro- 
fessor of  Pharmacology,  Cornell  University 
Medical  College,  New  York  City.  The  author’s 
twenty  years  of  experience  as  a general  prac- 
titioner fits  him  well  to  discuss  and  solve 
many  of  the  problems  facing  the  working 
physician,  particularly  when  starting  in  practice. 
However,  more  experienced  practitioners  can 
benefit  by  experience  which  will  amplify  and 
confirm  their  own  solutions. 

Society  feels  that  the  first  duty  of  the 
physician  is  to  relieve  pain  and  discomfort. 
As  science  has  progressed,  many  inroads  have 
been  made  on  this  primary  function  of  the 
physician.  Much  of  his  time  is  now  devoted  to 
making  exact  diagnoses  and  correcting  the 
deficiencies  found,  and  thus  he  is  being  di- 
verted from  this  important  function  of  reliev- 
ing discomfort.  The  book  is  devoted  to  the 
simple  task  of  methods  of  relieving  discom- 
fort and  difliculty.  This  is  the  key  to  the 
successful  practitioner.  Of  course,  at  the  same 
time  it  is  necessary  to  make  diagnoses  and 
to  give  therapy  for  disease.  There  are  many 
textbooks  devoted  to  these  subjects.  Hardly 
any  studies  have  been  devoted  to  the  main  and 
primary  function  of  the  physician  in  society — 
the  relief  of  pain  and  distress. 

Recent  experiences  and  findings  on  the  subject 
of  stress  have  shown  that  disease  not  only 
causes  symptoms  but  also  symptoms  can  cause 
disease.  It  is  from  this  point  of  view  that  the 
author  has  given  a brilliant  and  comprehensive 
discussion  of  his  attitude  and  lent  his  experience 
to  others  for  their  edification  and  fulfilment. 
This  book  deserves  close  study  by  practitioners. 
— Theodore  McG.  Feinblatt,  M.D. 

Vector  Electrocardiography.  By  Herman 
N.  Uhley,  M.D.  Octavo  of  339  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Com- 
pany, 1962.  Cloth,  $8.50. 

The  author,  a member  of  the  medical  staff 
of  the  Mount  Zion  Hospital  in  San  Francisco, 
seems  well  qualified  to  write  this  introduction 
to  the  basic  concepts  of  vectorcardiography  and 
the  fundamental  relationships  between  the 
electrocardiogram  and  the  vectorcardiogram. 
He  has  brought  off  a difficult  task  successfully. 

After  a chapter  of  good  introduction, 
numerous  examples  of  normal  and  abnormal 
tracings  are  given  with  detailed  explanations. 
The  student  may  have  a hard  time  with  the 
first  few  cases,  but  persistence  will  be  rewarded: 


He  will  finish  by  knowing  a good  deal  about  the 
vectorcardiogram  and,  more  important,  a good 
deal  more  about  the  proper  way  to  interpret  the 
electrocardiogram. — Milton  Plotz,  M.D. 


Suicide  and  Mass  Suicide.  By  Joost  A.  M. 
Meerloo,  M.D.  Octavo  of  153  pages.  New 
York,  Grune  & Stratton,  Inc.,  1962.  Cloth, 
$3.75. 

Suicide  and  Mass  Suicide  is  a series  of  inter- 
locking essays  by  Joost  A.  M.  Meerloo,  M.D.,  a 
practicing  psychoanalyst,  about  self-destruction 
and  its  meaning  to  the  individual  and  the  race. 

Included  in  this  concept  of  suicide,  in  addition 
to  physical  self-destruction,  are  the  infinitely 
varied  human  activities  which  drain  vital 
energy  essential  to  creativity;  to  enrichment 
of  interpersonal  relationships;  and  to  the 
continuous  process,  vital  to  fife  itself,  of  adapting 
to  changing  circumstances.  To  Meerloo,  the 
immobilization  of  creative  force  by  surrender  to 
the  deadweight  of  passivity  is  also  suicide. 
He  cites  examples  from  Plutarch  and  Xenophon 
to  Robert  Sherril’s  report  on  the  taking  of 
Saipan,  to  show  how  the  impulse  to  self-destruc- 
tion can  become  epidemic  and  lead  to  mass  self- 
destruction. 

In  contrast  to  the  recently  published 
The  Cry  for  Help  by  Farberow  and  Schneidman 
this  book  attempts  no  statistical  or  sociologic 
compilation  of  data  about  suicide,  the  people 
who  attempt  it,  or  the  outcome  of  their  attempts. 
Instead,  Meerloo  considers  the  problems  in- 
herent in  the  essential  polarity  of  all  life  and 
the  multiple  forces  which  determine  man’s 
fulfilment  of  his  creative  impulses,  or  alternately 
his  capitulation  to  his  inner  drive  for  self- 
destruction. 

Meerloo  utilizes  psychodynamic  concepts  to 
illuminate  the  conflicting  propulsions  of  the 
burdened  and  driven.  Himself  a survivor  of 
concentration  camps  and  mass  annihilation,  he 
speaks  authoritatively  of  the  impact  of  such 
experience  on  the  will  and  capacity  for  survival. 

In  summary,  this  is  a book  about  the  many 
faces  of  suicide  and  the  forces  that  propel  the 
individual  and  the  race  as  a whole  toward 
destruction.  Its  deeply  compassionate  philo- 
sophic approach  stimulates  and  sensitizes  the 
reader,  developing  his  sensibilities,  sharpening 
his  perceptions,  and  deepening  his  insight. 
In  doing  this,  it  can  be  assumed,  it  increases  his 
ability  to  hear  and  to  respond  to  those  whose 
precipitous  rush  to  disaster  has  gone  out  of 
control.  It  therefore  offers  the  reader  personal, 
as  well  as  professional,  enrichment. 

Special  commendation  is  due  the  publisher 
for  the  attractive  legible  format.  To  a degree 
unusual  in  this  type  of  publication  the  physical 
appearance  of  the  book  presents  an  invitation 
to  read  and  parallels  the  lucidity  and  readability 
of  the  contents. — Ruth  Michaels,  ACSW 
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FOR  GASTRO  INTESTINAL  DYSFUNCTION  AND 

■ 

"Sedation  li  Euphoria  for  Nervous, 

"A  modernized  method  of  preparinE  Burow's 

■ 

^W^FLAT^NT  EFFECTS  IN  FERMENT^^^ 

B 

^^^^^Solution  U.S.P.  XIV' 

9 

EUCARBON® 


Each  taMet  contains:  Eitract  of  Rhubarb, 
Senna,  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  In  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative,  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  daily  hr.  after 
meals  — Supply:  Tins  of  100.  . 


VALERIANETSDISPERT® 


PRESTO-BORO® 


Each  Chocolate  Coated  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  0.05  gm, 
dispergentized.  Tastless,  Odorless,  Non- 
Depressant,  Non-Habit  forming.  Indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  Insomnia. 


POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfatt  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings.  Inflammations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 


I Index  to  Advertised  Products 


«|  Analgesics 

^ Protamide  (Sherman  Laboratories) 191 

si  Antibiotics 
. Achromycin 

(Lederle  Laboratories, 

I Div.  Amer.  Cyanamid  Co.) 169 

I Chloiomycetin  (Parke,  Davis  & Company) 210 

*1  Tao  (J.  B.  Roerig  & Company) 186-187 

f Terra  mycin 

! (Pfizer  Laboratories, 

Div.  Chas.  Pfizer  & Co.) 198-199 

I Anticholinergictranquilizers 
Li  Atarax  (J.  B.  Roerig  & Company) 182-183 

i Antiinflammatory  enzymes 
I Chymoral 

1.1  (Armour  Pharmaceutical  Company) 2nd  cover 

' Antipyretic  analgesics 
Empirin  Compound 

(Burroughs  Wellcome  & Company.  Inc.) 170-171 

Bronchopulmonary 

• Nephenalin  (Thos.  Learning  & Companv,  Inc.) 196 

Robitussin  (A.  H.  Robins  Company,  Inc.) 200 

Coryza  inhibitors 

Coricidin  (ScheringCorp.) 195 

Dermatologic  preparations 

Sardo  (Sardeau,  Inc.) 194 

Diagnostic  aids 

Combistix  (Ames  Company,  Inc.) 3rd  cover 

I Diuretics 
Naturetin 

(E.  R.  Squibb  & Sons, 

Div.  Mathieson  Chemical  Corp.) 175, 177, 179 

Energizers 

Deprol  (Wallace  Laboratories) 193 


Foods 

Figure  Controi  Foods  (Duffy-Mott  Company) 181 

Fleischmann’s  Margarine  (Standard  Brands.  Inc.).  335 
Grapefruit  (Florida  Citrus  Commission) 184 

Food  Supplements 

Hi-Pro 

(Jackson-Mitcheli  Pharmaceuticals,  Inc.) 201 

Gastrointestinal 

Milpath  (Wallace  Laboratories) 197 

Hormones 

Enovid  (G.  D.  Searie  & Company) 209 

Laxatives 

Eucarbon 

(Standard  Pharmaceuticai  Company,  Inc.) 339 

Mood  elevators 

Dexamyl  (Smith  Kiine  & French  Laboratories) 344 

Muscle  relaxants 

Trancopal  (Winthrop  Laboratories) 173 

Sedatives 

Barba-Niacin  (Cole  Chemical  Company) 185 

Valerianets-Dispert 

(Standard  Pharmaceutical  Co.,  Inc.) 339 

Steroids  & Hormones 
Aristocort 

(Lederle  Laboratories, 

Div.  Amer.  Cyanamid  Co.) 202-203 

Deialutin 

(E.  R.  Squibb  & Sons, 

Div.  Mathieson  Chemical  Corp.) 189 

Vaginal  douches 

Irrigol  (Alkolol  Company) 190 

Vitamins 
Stresscaps 
(Lederle  Laboratories, 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Wet-dressing  antiinflammatory 

Presto-Boro  (Standard  Pharmaceutical  Co.,  Inc.). . 339 
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Officers /County  Medical  Societies/ 1963 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

CattarauguB . 

Cayuga 

Chautauqua . 
Chemung. . . . 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware.  . . . 
Dutchess  .... 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 

Jefferson 

Kings 

Lewis 

Livingston . . . 

Madison 

Monroe 

Montgomery. 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond . . . 
Rockland .... 
St.  Lawrence. 

Saratoga 

Schenectady . 
Schoharie. . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins . . . 

Ulster 

W arren 

Washington . 

Wayne 

Westchester . 
Wyoming .... 
Yates 


G.  Rehmi  Denton Albany 

George  E.  Taylor,  Jr Cuba 

Walter  Einhorn Bronx 

Judson  S.  GrifiSn Binghamton 

Leo  John  Murphy Olean 

WiUiam  W.  Robertson ....  Auburn 

Homer  M.  Servoss Jamestown 

Frank  V.  Hertzog Elmira 

Paul  MacLeod Norwich 

John  Menustik,  Jr Plattsburgh 

Roger  C.  Bliss Hudson 

William  J.  McAuliffe Cortland 

Clarence  E.  Dungan Hancock 

Sidney  N.  Miller Poughkeepsie 

Clarence  A.  Straubinger.  . . .Buffalo 

Onslow  A.  Gordon Westport 

C.  Bradley  Sageman.  .Saranac  Lake 

Armand  J.  D’Errico Glo versville 

David  B.  Johnson Batavia 

Edmund  Frede Athens 

Arthur  H.  Mulligan Herkimer 

Thomas  P.  Hamilton . . . Watertown 

Leo  S.  Drexler Brooklyn 

Louis  A.  AvaUone LowviUe 

Richard  J.  Collins Avon 

William  A.  Bramley Oneida 

Lynn  R.  Callin Rochester 

David  W.  Childs Amsterdam 

Wendell  L.  Hughes Hempstead 

Milton  Helpern New  York 

William  H.  Vickers,  Jr.Niagara  Falls 

Vincent  J.  deLalla,  Jr Utica 

Alfred  W.  Doust Syracuse 

Glenn  J.  Copeland . . Clifton  Springs 

Charles  J.  Bivona Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

John  B.  Riley Oswego 

Hans  E.  Wilk Oneonta 

S.  Bernard  Ross Brewster 

Kurt  Rosenberg. . .Long  Island  City 

John  J.  Noonan Troy 

Robert  E.  Wolkwitz.  .Staten  Island 

J.  A.  Cohen Spring  Valley 

Richard  Hatch Potsdam 

Geo.  D.  Anderson . Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Robert  Greenwald Cobleskill 

Fritz  Landsberg Watkins  Glen 

Paul  C.  Jenks Waterloo 

John  S.  Wolff Corning 

L.  B.  Davis . . . Westhampton  Beach 

Sirkka  E.  Vuornos Liberty 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

Alfred  M.  Feldshuh ....  Kerhonkson 

Dominic  A.  Zurlo Glens  Falls 

Walter  S.  Bennett Granville 

Myron  E.  Carmer Lyons 

Thomas  C.  Jaleski . . . New  Rochelle 

G.  Stanley  Baker Castile 

Robert  McLaughlin Penn  Yan 


John  J.  Phelan,  Jr Albany 

Edward  W.  Briggs,  Jr Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Olean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

F.  W.  Chamberlain Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  E.  Gioia Poughkeepsie 

K.  Elizabeth  P.  Olmsted Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Samuel  Schoenberg ....  Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falls 

James  L.  Harrington Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky. . .Rochester 

Helen  M.  Blanchard Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr. . New  York 

WiUiam  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt Oswego 

John  M.  Constantine Oneonta 

John  del  Campo Carmel 

Frank  W.  FarreU Flushing 

Thomas  R.  Engster Troy 

Edward  E.  Malarkey . Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  DeweU CobleskiU 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer . . Waterloo 

Milton  TuUy HorneU 

Milton  Gordon Huntington 

Alan  R.  Fried Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

James  Q.  Haralambie . . . Larchmont 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Salvatore  Tabacco Albany 

Frederick  H.  McCarty . . . WellsviUe 
Francis  J.  Loperfido Bronx 

F.  Maurice  Breed Johnson  City 

Duncan  C.  Wormer PortviUe 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

J.  George  Gladaton Elmirs 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Pladd 

Leon  Passino Malone 

William  H.  Raymond . . . Johnstown 

Emil  Kimaid LeRoy 

Mahlon  A.  Atkinson Catskill 

Timothy  J.  Howard Newport 

James  L.  Harrington Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Robert  F.  Schramm Cazenovia 

Charles  D.  Sherman,  Jr.. . Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr. . Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt Oswego 

John  M.  Constantine Oneonta 

Nathan  Sharove ....  Lake  Mahopac 

Victor  S.  Lait Flushing 

John  J.  Pohl Troy 

J.  J.  Silverman Staten  Island 

John  C.  Cardona Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 
Kurt  H.  Meyerhoflf. . . .Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncem  McCarthy Burdett 

William  P.  Magenheimer . . Waterloo 

Milton  'TuUy HorneU 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried Livingston  Manor 

Paul  Zoltowski Waverly 

R.  WendeU  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  WoodhiU Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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PINEWOOD  Physician  in  Charge 

etT  itM 

J.  EpsUin,  M.D.,  L.F.A.P.A.— L.  W«nder,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 
A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Kates—moderate. 


WJEST  HIM.JL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on»the-Hudson,  New  York  City 
For  Dcrvous,  meotal,  drug  and  alcoholic  patients.  The  sanitarium  is 
beaucifull7  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scieotihcally  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

MRS.  HENRY  W.  LLOYD,  R.N.,  Administrator 
Telephone:  Kingsbridse  9-8440 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay«  M.D.,  Director 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounda 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Oftice;  TRalalqar  7-2666 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 .00  per  line  per  insertion 
24  Consecutive  times.  .90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


Doe*  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-monlhs  day  eoun*  Ineludo  intensive  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

254  W.  54  St— N Y C 
Clrcie  7-3434 

Licensed  by  the  Stale  of  New  york 


Mandl  School 


HEART  FUND 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  assures  good  results.  Free 
Service  first  18  days — rates  after  Free  Service  30%  on  ac- 
counta  lees  than  6 months  past  due;  33‘/i%  less  than  a 
year;  35%  less  than  3 years  and,  50%  on  accounts  over  3 
years  old,  accounts  recovered  by  attorneys  and  on  the  first 
ten  dollars,  regardless  of  the  age  of  the  account.  Write  for 
listing  forms — Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y. 
36. 


PRACTICAL  HYPNOSIS  TAUGHT— VOICE-SPEECH 
defects  corrected.  M.D.’a-D.D.S.,  only.  John  Levbarg, 
M.D.  211-02  Union  Tpke  Flushing  64,  N.  Y.  HO  4-1100. 
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PHYSICIANS  WANTED 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
be  Board  eligible.  Write  Box  581,  N.  Y.  St.  Jr.  Med. 


PSYCHIATRIC  RESIDENTS— NYC:  1ST,  2ND,  3RD 
yr.  positions  available  (flexible  starting  date)  in  newly  es- 
tablished, 3 yr.  training  program  at  Harlem  Hospital  under 
auspices  of  Columbia  U.  Opportunity  to  gain  broad  ranee 
of  knowledge  and  experience.  Supervision  by  analytically 
trained  psychiatrists.  Salaries  $3800  to  $4220  plus  living 
out  allowance  $820.  E.  B.  Davis,  M.D.,  Director,  Dept,  of 
Psychiatry,  Harlem  Hospital,  530  Lenox  Ave.,  N.  Y.  37, 
N.  Y. 


NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  is  a 240  bed  cornmunity  hospi- 
tal with  a high  caliber  and  well  organized  teaching  program 
and  a progressive  philosophy  regarding  internship  training. 
We  are  accepting  applications  for  July  of  1963  and  invite 
your  inquiries.  Address:  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New  York. 


GENERAL  PRACTITIONER  WANTED  TO  JOIN  A 
medical  group  of  three  General  Practitioners.  Partnership 
at  the  end  of  one  yesu.  Physician  must  be  under  40  years 
old.  Medical  group  is  in  New  York  State.  Please  forward 
resume  of  personal  and  medical  background.  Box  639, 
% N.  Y.  St.  Jr.  Med. 


INTERNISTS,  GENERAL  PRACTITIONERS.  EXCEL- 
lent  opiwrtunities  in  growing  Medical  Group  representing 
all  specialties.  Complete  laboratory,  x-ray  and  consulta- 
tion facilities.  No  initial  investment.  Minimum  salary 
$13,700;  higher  depending  on  qualifications.  Suburb  of 
New  York  City.  Please  send  full  qualifications  in  first  let- 
ter. Box  645,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER,  TO  JOIN  A FIVE  MAN 
group  in  fine  Southshore  Long  Island  residential,  resort 
community.  12,000/yr.  starting  salary  with  additiona 
benefits.  Partnership  opportunity  after  two  years.  Per 
sonal  interview  required.  Box  652,  % N.  Y.  St.  Jr.  Med. 


YOUNG  PHYSICIAN  WANTED  AS  ASSOCIATE  BY 
Manhattan  GP-Surgeon.  $12,000  minimum.  Excellent 
prospects.  Box  650,  % N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED:  ENT— HOUSE  STAFF. 

Small  Bronx  hospital.  State  particulars.  Box  655,  % 
N.  Y.  St.  Jr.  Med. 


UNIQUE  OPPORTUNITY  FOR  PHYSICIAN  SEEKING 
salaried  position.  Would  be  associated  with  exceptional 
staff  in  new  weU-eq^uipped  300  bed  general  hospital. 
Salary  and  benefits  liberal.  New  York  license  preferred. 
F.  W.  Furth,  M.D.,  Director  of  Medical  Services,  Com- 
munity Hospital,  Syracuse  15,  New  York. 


NORTHERN  NEW  YORK  COMMUNITY  NEEDS 
general  practitioner.  Industrial,  farm,  vacation  area  of 
3,000.  Nearest  physician  13  miles.  Nursing  home,  good 
schools,  local  pharmacy;  hospitals  nearby.  Good  home, 
complete  ofiice  suite  available.  Gross  $40,000.  Write 
Citizens  Committee,  Box  6,  Antwerp,  N.Y. 


RESIDENCIES— RADIOLOGY,  PATHOLOGY,  ANES- 
thesiology — Maimonides  Hospital  of  Brooklyn.  522  beds, 
expanding  to  576  beds.  Hospital  primary  affiliate  of  State 
University  of  New  York,  Downstate  Medical  Center. 
Radiology  residencies:  3 year  approved  program,  stipend 

$4,000-$5,500.  Pathology  residencies:  4 year  approved 

program,  stipend  $4,000-$5,500.  Anesthesiology  resi- 
dencies: 2 year  approved  program,  stipend  $4,500.  Write 
Irvin  J.  Cohen,  M.D.,  Executive  Vice-President,  for  further 
information.  (4802  Tenth  Ave.,  Brooklyn  19,  N.Y.) 


PHYSICIANS  WANTED— CONT’D 


GENERAL  PRACTITIONER  TO  ASSOCIATE  WITH 
well  established  medical  group.  $12,000  per  aimum, 
bonus  arrangement,  plus  opportunity  for  later  partnership. 
Write  or  call  Patchogue  Medical  Group,  1 Roe  Blvd., 
Patchogue,  N.  Y.,  GiRover  5-3900. 


PREPARED  FOR  GENERAL  PRACTICE?  36  YEAR 
old  with  quality  practice  developing  too  much  quantity. 
Only  doctor  in  semi-rural,  growing  town  of  5,000,  16  miles 
from  Rochester,  on  lake.  New  office  building,  teaching 
hospital  privileges.  Desires  an  associate  recently  com- 
pleting training  or  service.  Box  666,  % N.  Y.  St.  Jr.  Med. 


PEDIATRICIAN,  BOARD  CERTIFIED  OR  ELIGIBLE 
to  associate  with  young  busy  Pediatrician  in  Central  New 
York  community.  Quality  medicine;  time  off;  no  house 
calls;  no  investment.  Box  663,  % N.  Y.  St.  Jr.  Med. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
CH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 


UROLOGIST,  AGE  31,  BOARD  ELIGIBLE,  DESIRES 
association  leading  to  partnership  or  individual  practice  in 
desirable  hospital.  Family.  Box  636,  % N.  Y.  St.  Jr. 
Med. 


RADIOLOGIST,  EXPERIENCED,  VERY  WELL 
qualified,  early  40’s.  desires  association.  Box  641,  % N.  Y. 
St.  Jr.  Med. 


INTERNIST;  BD.  ELIGIBLE,  AGE  30.  MILITARY 
service  completed.  Seeks  association  with  established 
internist  or  group  in  N.Y.C.  or  suburbs.  AS  4-1901  or 
Box  659,  % N.  Y.  St.  Jr.  Med. 


SOLO  G.P.,  38,  MALE,  ENERGETIC  AND  PERSON- 
able.  U.S.  born  and  trained.  Seeks  association  with 
busy  group  or  partnership.  Box  664,  % N.  Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST  (N.  Y.  STATE  LICENSED) 
desires  full  or  part  time  position.  Box  668,  % N.  Y.  St.  Jr. 
Med. 


EQUIPMENT  FOR  SALE 


FOR  SALE;  USED  200  M. A.  100  K.V.  RADIQGRAPHIC- 
Fluoroscopic  combination  with  motor-driven  tilt  table,  floor 
to  ceiling  tube  stand,  spot  film  device.  Box  647,  % N.  Y. 
St.  Jr.  Med. 


ADDITIONAL  CLASSIFIED  ADS 
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REAL  ESTATE  FOR  SALE  OR  RENT 


COMMACK  MEDICAL  ARTS 
160  COMMACK  ROAD,  COMMACK,  L.I.,  N.Y. 
FOR  RENT:  MEDICAL  SUITES  AVAILABLE  IN 

modern  air-conditioned  building  with  own  parking  facili- 
ties. Suites  occupied  include  established  medical  practices. 
Tel.  FOrest  8-1636. 


SPACE  TO  RENT:  SHARE  SUITE  IN  NEW  MEDICAL 

building  near  Central  General  Hospital,  Plain  view,  L.I. 
CaU  GE  3-7171  before  9 P.M. 


SUBTENANT  WANTED  TO  SHARE  INTERNIST’S 
o£Sce.  Fully  equipped,  centrally  air-conditioned,  five  room 
suite.  Centrally  located  on  Union  Turnpike,  Queens. 
Call  OLympia  8-0770. 


FOR  SALE:  DECEASED  DOCTOR’S  MODERN 
home-office  combination  (Phillips  X-Ray)  in  growing  com- 
munity in  Putnam  County.  $16,000.  Phone  EN  2-6015, 
New  York  City,  or  write  Box  646,  % N.  Y.  St.  Jr.  Med. 


AMITYVILLE,  N.  Y.  DOCTOR’S  SPACIOUS  OFFICES; 
4 large,  3 smaller  rooms,  3 lavatories.  Excellent  location  for 
doctor,  dentist,  etc.;  subdivide.  Near  schools,  hospitals. 
AM  4-1611. 


RENT:  DECEASED  DOCTOR’S  OFFICE,  WAITING 
room  and  garage.  10  years  active  practice;  hospitals 
nearby.  Write  Mrs.  L.  Blaustein,  252  Main  Street,  Goshen, 
N.  Y. 


HEWLETT  MEDICAL  & PROFESSIONAL  CENTER— 
Doctor  needed.  Suite — three  front  offices.  Air  condi- 
tioned. Near  railroad  station.  Prestige  building.  Reas- 
onable. worth  6-2750. 


HUNTINGTON  STATION,  L.I.— SUITE  AVAILABLE, 
600  sq.  ft.  in  new  air-conditioned  professional  building. 
Ample  on  site  parking.  Custom  finishing  to  meet  individual 
need.  Call  Marsul  Realty  516  AR  1-3380. 


FOR  RENT:  SUI'TE  IN  NEW  PROFESSIONAL  BUILD- 
ing;  one  floor,  air  conditioned,  parking.  Thriving  com- 
munity of  15,000  in  Hudson  Valley  is  in  dire  ne^  of  a 
physician.  Write  R.  J.  Messina,  D.D.S.,  260  Main  Street, 
Saugerties,  New  York. 


FOR  SALE:  SEVEN  ROOM  OFFICE  IN  FASTEST 
growing  community  in  Orange  County.  General  prac- 
titioner, or  two,  or  almost  any  specialty  would  do  well  here. 
Excellent  location.  Present  owner  is  moving  to  Southwest 
after  20  years  large  general  practice.  Fully  equipped,  in- 
cluding X-Ray,  if  purchased  before  mid-January,  or  leased 
with  option  to  buy.  Otherwise,  building  only.  Reason- 
ably priced,  reasonable  terms.  Anxious  to  sell  to  doctor 
rather  than  as  a business  property.  Apt.  above  office 
easily  rented.  J.  Russell  Moser,  D.O.,  127  Stage  Road, 
Monroe,  N.  Y.,  or  Arons  Real  Estate,  Monroe. 


FULLY  EQUIPPED  DOCTOR’S  OFFICE  FOR  RENT. 
Bronx-Pelham  Parkway  section.  Established  successful 
corner  location  20  years.  Call  UN  3-0112  or  write  Box 
669,  %/N.  Y.  St.  Jr.  Med. 


PEARL  RIVER,  NEW  YORK— ROCKLAND  COUNTY. 
4 room  suite,  new,  small  professional  building,  air-cond., 
center  of  town,  private  parking  lot.  Rent  $150.  Phone 
914  Elmwood  9-2910. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


DOCTOR’S  OFFICE,  COMPLETELY  EQUIPPED  AND 
beautifully  furnished,  in  elegant  Town  House,  now  avail- 
able. Trained  receptionist,  24  hour  telephone  service. 
Your  name  plate  outside  building;  adjoining  laboratory, 
reasonable  rental.  Madison  Medical  Center,  39  East  67th 
Street,  New  York,  New  York.  Circle  5-5857. 


PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTICE— CENTRAL  N.  Y.  STATE; 
established  15  years.  New  solo  office  building.  Privileges, 
modern  accredited  hospital.  Terms:  reasonable.  Box 

648,  % N.  Y.  St.  Jr.  Med. 


LONG  ISLAND,  25  MILES  FROM  NEW  YORK. 
Active  medical  practice  with  exceptional  custom  modern 
ranch  home-office  (equipped,  in  separate  wing)  fully  air- 
conditioned.  Priced  to  sell.  Will  introduce.  Box  625,  % 
N.  Y.  St.  Jr.  Med. 


ULSTER  CO.— GENERAL  PRACTICE,  GROSS  $40,000; 
home-office  combination,  fully  equipped,  for  sale  at  real 
estate  value.  Price  $27,000  with  small  down  payment. 
Box  622,  % N.  Y.  St.  Jr.  Med. 


RENT  OR  SALE.  ACTIVE  GENERAL  PRACTICE  IN 
New  Jersey  shore  area.  Can  introduce.  Leaving  to 
specialize.  Equipped  office  and  residence.  Negotiable 
terms.  Box  665,  % N.  Y.  St.  Jr.  Med. 


A RARE  OPPORTUNITY 
New  Jersey 

'/a  Hour  from  Midtown  Manhattan 

25  YEAR  GENERAL  PRACTICE,  COMPLETELY 
equipped,  plus  lovely  living  quarters;  close  to  schools, 
transportation,  hospital.  Liberal  terms,  offered  in  the 
low  $30’s.  Call  Mrs.  Kirschner,  GR  3-5800. 


FOR  SALE:  ESTABLISHED  GENERAL  PRACTICE  IN 
rural  community  10  miles  between  Cortland  and  Ithaca, 
New  York.  House  and  4-room  equipped  office  in  center  of 
town.  $35,000  gross.  Physician  recently  deceased. 
Territory  desperately  in  need  of  general  practitioner. 
Box  667,  % N.  Y.  St.  Jr.  Med. 


PRACTICES  WANTED 


WILL  PURCHASE  ESTABLISHED  GENERAL 
Practice  in  Home-office,  suburban  New  York.  Box  632, 
% N.  Y.  St.  Jr.  Med. 


WANT  TO  RETIRE  OR  SPECIALIZE?  WILL  PUR- 
chase  active,  well  established  general  practice,  preferably 
unopposed.  Minimum  gross  $30,000.  Box  651,  N.  Y. 
St.  Jr.  Med. 


HELP  WANTED 


LABORA'TORY  TECHNICIAN— MAINLY  HEMATOL- 
OGY, COAGULATION  techniques;  state  experience  and 
recommendations.  5 day  week,  many  incentives,  salary 
open.  (N.Y.C.)  P.  O.  Box  1065,  Church  St.  Annex,  N.  Y. 
8,  N.  Y. 
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DEXAMYL*  SPANSULE®  brand  of  sustained  release  capsules 
FORMULA:  Each  'Spansule'  capsule  No.  1 contains 
10  mg.  of  Dexedrine®  (brand  of  dextro  amphetamine 
sulfate),  and  1 gr.  of  amobarbital,  derivative  of  bar- 
bituric acid  (Warning,  may  be  habit  forming].  Each 
'Spansule'  capsule  No.  2 contains  15  mg.  of  'Dexedrine' 

(brand  of  dextro  amphetamine  sulfate)  and  1%  gr.  of 
amobarbital  (Warning,  may  be  habit  forming].  The 
active  ingredients  of  the  'Spansule'  capsule  are  so  pre- 
pared that  a therapeutic  dose  is  released  promptly  and 
the  remaining  medication,  released  gradually  and  with- 
out interruption,  sustains  the  effect  for  10  to  12  hours. 


INDICATIONS:  (1)  For  mood  elevation  in  depressive 
states;  (2)  for  control  of  appetite  in  overweight. 


USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning  for  10-  to  12-hour  effect. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 
motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds  or  barbiturates  and 
in  coronary  or  cardiovascular  disease  or  severe  hyper- 
tension. 

SUPPLIED:  'Spansule'  capsules  No.  1 (1  dot  on  cap- 
sule) and  No.  2 (2  dots  on  capsule),  in  bottles  of  50. 
Prescribing  information  October  1962. 

Smith  Kline  & French  Laboratories 


WORDS  THAT  CHARACTERIZE 
THE  MANY  DIFFERENT 
DEPRESSIVE  PATIENTS 
IN  WHOM  DEXAMYL®  CAN 
BE  SO  EFFECTIVE 


“I  feel  as  though  everything  in  me 
has  slowed  down. . . 


‘‘After  all  those  months,  the  baby  is 
here  and  all  I do  is  cry.” 


‘‘Everything  bothers  me  now,  Doctor. 
I wasn’t  like  this  before  my  meno- 
pause. . . .” 


‘‘The  harder  I try  to  work,  the  more 
I get  behind.  ...  my  boss  doesn’t 
respect  me— my  own  children  don’t 
seem  to  respect  me  anymore.” 


‘‘Now  that  Dad  is  gone,  I just  sit 
and  wait  to  die.” 


very  likely  to  suffer  from  spastic  colitis:  the  resentful  woman 

Psychologists  find  that  patients  with  functional  bowel  syndrome  tend  to  be  resentful,  hypersensitive  or  over- 
conscientious.*  Such  patients  usually  require  relief  from  anxiety  as  well  as  from  physical  symptoms.  ENARAX 
provides  both.  Its  anticholinergic,  oxyphencyclimine,  gives  uninterrupted  relief  of  pain,  spasm,  and  hyperacidity 
through  prolonged  action  that  is  chemically  “built  in.”  Atarax  (hydroxyzine  HCI)  calms  without  increasing  gastric 
acid  secretion.  Combined  in  ENARAX,  they  successfully  control  symptoms  of  functional  bowel  syndrome,  peptic 
ulcer  and  many  other  G.l.  dysfunctions.  We  think  you’ll  find  ENARAX  most  likely  to  succeed  with  your  G.l.  patients. 
For  complete  prescription  information,  consult  product  brochure. 


When  “minus”  means  anemia  due  to  deficient  iron  intake  or  blood  loss,  Rx  HEPTUNA®  PLUS 


most  likely  to  control  the  symptoms  ENARAX 

^ ' (oxyphencyclimine  plus  Atarax®) 


gratifying  relief  for  ji 


With  ARISTOCORT,  patients 
with  painful,  arthritic  joints 
obtain  rapid  reduction  of  pain 
and  inflammation,  as  well  as 
substantial  improvement  in  joint 
mobility.  Many  patients  who 
might  otherwise  be  confined 
in  a state  of  invalidism  have  been 
able— with  ARISTOCORT—  to 


continue  their  customary 
livelihoods  or  go  about 


their  regular  household 
activities.  Yet  this  gratifying 
symptomatic  relief  may  not  be 
accompanied  by  severe 
hormonal  collateral  effects, 
such  as  sodium  retention, 
edema,  emotional  disturbance, 
insomnia  or  voracious 
appetite— that  may  prevent 
patients  from  obtaining 
corticosteroid  benefits. 


unsurpassed  for  total  patient  benefits 


Triamcinolone  Lederle 


Supplied:  Scored  tablets  (three  strengths),  syrup,  parenteral  and  various  topical  forms. 
Request  complete  Information  on  Indications,  dosage,  precautions  and  contraindications 
from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 


I 

I 

I 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 
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In  colds 
and 

sinusitis 

unsurpassed 

in  providing 

drainage 

space 

without 

chemical 

harm 


The  clogged  sinus 
In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 
Magnified  anatomy  of 
a portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


NEO-SYNEPHRINE 

brand  of  phenylephrine  hydrochloride  hydrochloride 

NASAL  SPRAYS  AND  SOLUTIONS 

When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.'"®  Repeated  applica- 
tions do  not  lessen  effectiveness. 


LABORATORIES 
New  York  18,  N.Y. 


Available  in  plastic  nasal  sprays  for  adults  (V2%)  and  children 
(Vi%),  in  dropper  bottles  of  Va,  Vi  or  1 per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  & Surg. 
42:121,  March,  1935.  2.  Putney,  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 
(Ed.):  Current  Therapy  1952,  Philadelphia,  W.  B.  Saunders  Company, 
1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,  Dec.,  1959. 
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Redway 

Medal 


The  second  Laurance  David  Redway  Medal  will  be  awarded  at  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York  which  will  be  held  in 
New  York  City,  May  13  to  17, 1963. 

A gold  medal  and  cash  prize  of  $500  in  memory  of  the  late  editor  of  the  New 
York  State  Journal  of  Medicine  is  awarded  annually  for  the  article 
judged  to  be  the  most  outstanding  of  those  which  appeared  in  the  Journal 
during  the  previous  year. 

Every  Journal  subscriber  is  invited  to  send  his  nomination  to  the  editor  of  the 
Journal  for  the  best  article  which  appeared  in  the  Journal  in  1962,  giving 
brief  reasons  for  the  choice. 

Nominations  must  reach  the  editor  by  March  31,  1963.  They  should  be 
addressed  to  William  Hammond,  M.D.,  Editor,  New  York  State  Journal  of 
Medicine,  750  Third  Avenue,  New  York  17,  New  York. 
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inusitis 


Effectively 

Relieved... 


•oofe^NitACiS 
Kr^V^°."0  0j  "r  cf 


In  a clinical  study  of  sinusitis,^  the  use  of  lodo-Niacin 
tablets  provided  a significant  relief.  The  principal 
symptoms  were  pain,  headaches,  nasal  congestion, 
postnasal  drip,  tinnitus  and  vertigo. 

lodo-Niacin  tablets  contain  potassium  iodide  135  mg. 
and  niacinamide  hydroiodide  25  mg.  The  usual  dose 
is  2 tablets  three  times  a day,  followed  hy  a full  glass 
of  water. 

Niacinamide  hydroiodide  has  been  shown  to  prevent 
the  occurrence  of  iodism.  Hence  lodo-Niacin  may  be 
administered  in  full  dosage  for  a year  or  longer  with- 
out iodism.^ 

lodo-Niacin  loosens  the  secretion  of  mucus  in  the 
sinuses  and  promotes  freer  drainage  and  aeration.  Best 
results  were  observed  in  severe  infected  cases  of  sinus- 
itis. It  may  he  used  in  conjunction  with  penicillin  or 
other  antibiotics. 

Other  important  indications  for  lodo-Niacin  include 
chronic  bronchitis,  bronchial  asthma,  otitis  media, 
simple  colloid  goiter,  arteriosclerosis,  retinal  and  vitre- 
ous hemorrhages,  and  vitreous  floaters. 


lODO-NIACIN 


Positive  Results  Without  Iodism 


I.  Adams,  J.N.,  lodo-Niacin  in 
treatment  of  sinusitis,  bron- 
chitis and  otitis,  Southxvestern 
Med.  40:120,  1959. 


2. 


Feinblatt,  T.M.,  Feinblat 
H.M.;  and  Ferguson,  E.A 
Jr.,  Treatment  of  arterioscle 
osis  and  vague  abdominal  di 
tress  with  niacinamide  hydro 
iodide  (without  side-effects 
Am.  J. Digest.  Dis.  22:5,  1955 


*U.S.  Patent  Pending 


T’ 


CHEMICAL  COMPANY 


NYS-2 


COLE  CHEMICAL  COMPANY 
3721-27  Laclede  Avenue 
St.  Louis  8,  Missouri  ' 

Gentlemen;  Please  send  me  professional  sample  of  lodo-Niacin  and  reprint 
of  article  entiled  lodo-Niacin  in  Treatment  of  Sinusitis,  Bronchitis  and  Otitis. 

M.D.- 


..Street 


City.. 


.Zone.. 


.State.. 
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Now!  Obtain  patient  cooperation  by... 

taking  the  deprivation  out  of  dieting! 

Even  700  calories  per  day  lets  patients  enjoy  delicious  meals 
with  MOTT'S  FIGURE  CONTROL  FOODS! 

Here  is  a new  kind  of  diet  you  can  offer  pa- 
tients—familiar,  tasty  foods  of  excellent  qual- 
ity, for  meals  that  are  a pleasure  to  eat,  yet 
low  in  calories,  fat  and  carbohydrates. 

The  60  Mott’s  Figure  Control  Brand  Foods 
were  developed  to  fit  the  most  broadly-ac- 
cepted and  proven  diet  concept.  They  offer  a 
prudent  diet,  reduced  in  calories  an  average 
of  50%,  mostly  through  the  reduction  of  hard 
fats  (the  saturated  type),  and  carbohydrates. 

A patented  non-caloric  sweetener  is  used  in 
the  extra-fine  quality  fruits  and  desserts,  pro- 
viding satisfying  sweetness  without  extra  cal- 
ories. Natural  fruit  sugars  remain  intact. 

Patients  on  low-cholesterol  diets  may  now 
enjoy  low-fat  beef  dishes,  ready  to  heat  and 
eat.  Where  additional  polyunsaturates  are  in- 
dicated, you  may  wish  to  suggest  adding 
polyunsaturated  oils  to  the  sauces.  Those  pa- 
tients who  need  drastic  calorie  reduction  in 
carbohydrates  will  find  it  in  Figure  Control 
Fruits,  Juices,  Preserves  and  Desserts. 

Calorie  counts  as  well  as  carbohydrates, 
protein  and  fat  proportions  of  each  product 
appear  on  its  Figure  Control  label.  The  wide 
variety  of  Figure  Control  Foods  at  local  super- 
markets makes  meal  planning  easy  for  pa- 
tients. 

MOTT’S  FIGURE  CONTROL®  BRAND  FOODS 

CUT  CALORIES,  FAT  AND  CARBOHYDRATES 


HERE  ARE  TYPICAL  700  CALORIE  PER  DAY  MENUS 
BREAKFAST:  Figure  Control  Breakfast  Drink,  high  in 
Vitamin  C,  Farina  with  Figure  Control  Preserves  or 
Maplette  Syrup,  Coffee  with  Figure  Control  Sweetener. 
Calories-about  95.  “Regular”  food  calories  would  be 
about  235. 

LUNCH:  Figure  Control  Fruits  with  Cottage  Cheese, 

Figure  Control  French  Dressing  or 

Figure  Control  Chopped  Chicken  Livers  on  Rye  Bread 

Slice  with  Cole  Slaw,  Figure  Control  Whipped  Dressing. 

Black  coffee  or  tea  with  Figure  Control  Sweetener. 

Calories-about  220.  “Regular”  food  calories-about 

400-600. 

DINNER:  Shrimp  in  Figure  Control  Spaghetti  Sauce, 
Figure  Control  Chicken  a la  King  or  Figure  Control  Braised 
Beef  and  Vegetables.  Salad  with  Figure  Control  Italian 
Dressing,  Figure  Control  Pears  with  Figure  Control  Choc- 
olate Topping.  Black  coffee  or  tea  with  Figure  Control 
Sweetener. 

Calories-about  350.  “Regular”  food  calories  would  be 

about  720. 

NOTE:  For  more  gradual  weight  loss,  reduce  calories 
daily  by  substituting  two  or  more  Figure  Control  Foods 
for  “regular”  foods  in  menus. 

For  your  free  jar  of  Figure  Control  Foods  plus  easy 
menu  guidance  for  patients  use  this  handy  order  form: 
I 

I FIGURE  CONTROL  FOODS 
I Duffy-Mott  Company 
[ 370  Lexington  Avenue 
j New  York  17,  New  York 
Please  send  free  jar  of  Figure  Control  Foods 

together  with free  copies  of  Your  Weight 

I Control  Plan. 

Dr.  


Address  

City : Zone State. 
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Rapid  relief  from 

PERIPHERAL  NEURITIS  POLYNEUROPATHY  « HERPES  ZOSTER 

C O E N Z Y M E-B 

to  counter  the  effects  of  cocarboxylase  deficiency 
on  the  nervous  and  cardiovascular  systems 

Predominant  symptoms  of  cocarboxylase  deficiency  are  referable  to 
the  painful  degenerative  processes  of  peripheral  neuritis  or 
polyneuropathy.  Parenteral  administration  of  cocarboxylase 
(COENZYME-B)  50  mg.  affords  rapid  relief  from  these  complica- 
tions. Neuritis,  which  is  benefited  by  cocarboxylase,  occurs  at 
times  in  malnutrition,  cardiac  conditions,  diabetes,  chronic  gastro- 
intestinal diseases  (diarrheas,  intestinal  resections,  fistulae,  sprue, 
achlorhydria),  drug  intoxication,  herpes  zoster  and  infections. 

COENZYME-B  (diphosphothiamin) 
is  available  in: 

CAPSULES  — 25  mg  (bottles  of  50’s  and  lOO’s) 

2 cc  AMPULS  — 50  mg  (boxes  of  25,  50  and  100) 

(for  intramuscular  use  only) 


Write  for  physicians'  samples  for  clinical  trial. 


BARROWS  BIOCHEMICAL  PROOUCTS  CORP. 


BARROWS 


INWOOD,  LONG  ISLAND,  NEW  YORK 


Biochemicals  • Manufacturing  Chemists  • Pharmaceuticals 


I 


1 
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provides  fast  and 
long-lasting  cough  control 

relieves  cough  in  15-20  minutes  • 
lasts  6 hours  or  longer  • promotes 
expectoration  and  decongestion  of 
air  passages  • rarely  constipates 
• agreeably  cherry-flavored 


Each  teaspoonful  (5  cc.)  of  Hycomine  Syrup 


contains: 

Hycodan® 6.5  mg. 

Dihydrocodeinone  Bitartrate 5 mg. 

(Warning:  May  be  habit-forming) 

Homatropine  Methylbromide  ...  1.5  mg. 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate 85  mg. 


Average  adult  dose:  One  teaspoonful  after  meals 
and  at  bedtime.  May  be  habit-forming.  On  oral 
prescription  where  state  laws  permit.  U.S.  Pat. 
2,630,400. 

Literature  on  request 


ENDO  LABORATORIES 
Richmond  Hill  18,  New  York 


"The  heart  and  blood  vessel  diseases 
cost  American  business  more  than  a bil- 
lion dollars  last  year  — the  value  of  70 
million  man-days  of  production  lost  by 
executives  and  craftsmen  afflicted  with 
heart  and  circulatory  diseases. 

"The  toll  in  lives  among  those  45  to 
64  years  old  was  even  more  serious. 
Cardiovascular  diseases  killed  more 
working  Americans  in  this  age  bracket 
than  the  next  five  causes  of  death 
combined. 

"How  can  we  cut  these  shattering 
business  losses?  More  heart  research  is 


the  answer,  according  to  the  experts. 
'We’re  on  the  verge  of  great  break- 
throughs that  will  save  many  thousands 
of  hearts,  say  the  medical  leaders  of  the 
American  Heart  Association  which  has 
saved  thousands  of  hearts  by  investing 
75  million  Heart  Fund  dollars  in  research. 

"We  businessmen  respect  the  experts. 
Here  is  a chance  to  profit  from  their 
advice.  Let's  help  save  the  lives  of  the 
people  who  make  our  businesses  go. 
Let's  help  expand  heart  research  now 
with  an  increased  contribution  to  the 
Heart  Fund." 


More  will  Live... the  more  you  Give 

HEART  FUND  W 
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Relieves  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record  of 
safety  with  which  Miltown  relieves  anxiety  and 
anxious  depression  — the  type  of  depression  in 
which  either  tension  or  nervousness  or 
insomnia  is  a prominent  symptom  — has  been 
clinically  authenticated  time  and  again  during 
the  past  seven  years.  This,  undoubtedly,  is  one 
reason  why  physicians  still  prescribe  meproba- 
mate more  often  than  any  other  tranquilizer 
in  the  world. 


Miltowir 

meprobamate  (Wallace) 

Usuol  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supptied:  400  mg.  scored  tablets,  200  mg.  sugar- 
coated  tablets;  bottles  of  50.  Also  os 
MEPROTABS®— 400  mg.  unmorfced,  coated  tablets; 
and  In  s us  t a i n e d - r e / e os  e capsules  os 
MEPROSPAN®-400  and  MEPROSPAN®-200  (con- 
taining respectively  400  mg.  and  200  mg. 
meprobamate). 

WALLACE  LABORATORIES /Cr«n6ury,Af.;. 


Clinically  proven 
in  over  750 
published  studies 

Acts  dependably  — 
without  causing 
ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like 
symptoms  or 
liver  damage 

Does  not  muddle 
the  mind  or  impair 
physical  activity 


1 

2 

3 


CM-7979 


RELIEVE  THE  COLD 
SUPPRESS  THE  COUGH 
WITH  NEW 

‘EMPRAZIL-C* 

TABLETS 

ANTITUSSIVE  - DECONGESTANT  - ANALGESIC 


Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride 20  mg. 

‘Perazir®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Acetophenetidin  150  mg. 

Aspirin  (Acetylsalicylic  Acid) 200  mg. 

Caffeine 30  mg. 


A /so  available 
without  codeine  as  @ 

*EMPRAZIU 

TABLETS 


*Warning— may  be  habit  forming. 
Complete  literature  available  on  request. 


BURROUGHS  WELLCOME  G CO.  (U.S.A.)  INC.,  tuckahoe,  n.y. 
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= Toot!  We  have  a nice  little  bargain,  too. 

Accustomed  as  we  are  to  talking  about  purity, 
potency,  stability,  things  like  that,  we  thought 
you  might  like  to  know  that  mothers  can  make 
a nice  saving  on  Vi-Daylin  Chewables  for  the 
next  few  weeks.  Nothing  complicated.  She 
buys  a bottle  of  100  at  the  regular  price.  She 
gets  a bottle  of  30  free.  Big  deal?  Well,  not  a 
bad  one.  It  means  she’sgetting  her  Vi-Daylin  for 
less  than  3fS  per  daily  dose  per  child. 

You  might  find  some  vitamins  some- 
where that  would  cost  even.  less. 

But  will  the  youngsters  take  them? 

Vi-Daylin— Vitamins  A,  D,  Bi,  B2,  B$,  B12,  C, 
and  Nicotinamide,  Abbott  30.079 


sue  ARYL —Abbott’s 

Non-Caloric  Sweetener. 
VI-DAYLIN— Vita- 
mins A,  D,  Bi,  B2,  Be, 
Bi2,  C,  and  Nicotina- 
mide, Abbott. 


These  Chewables  Taste  as  Good  as  They  Look 

(AND  THEY’RE  SUGAR-FREE,  THANKS  TO  SUCARYL®) 


First  cousin  to  an  orange.  Next  door  neighbor 
to  a lemon— that’s  new  Vi-Daylin®  Chew- 
able  with  Entrapped  Flavor. 
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Walk  through  any  older  cemetery,  and  you  will  find 
the  same  ugly  story  repeated  many  times.  Died,  age 
30  years . . . died,  age  8 years . . . died,  age  6 months. 

Sometimes,  you  will  see  evidence  of  entire  families 
being  struck  down  almost  simultaneously.  You 
wonder,  was  it  influenza?  Diphtheria?  Infectious 
diarrhea?  Or  a host  of  other  diseases  whose  very 
names  were  synonymous  with  terror? 

You  will  see,  “Died,  age  22  — childbirth.” 

There  are  many  reasons  why  you  don’t  see  a 
continuation  of  these  tragic  stories  today -not  the 
least  of  which  has  been  the  dedication  of  American 
physicians  and  the  quality  of  medical  education.  And 


another,  we  sincerely  believe,  has  been  the  quality 
of  medicines  which  have  been  made  available. 

Yet,  the  value  of  independent  drug  research  has  been 
seriously  challenged  — research  which  has,  in  the 
past  30  years  alone,  helped  to  add  nearly  10  extra 
years  to  the  average  lifespan  in  the  United  States. 
Yet,  because  the  cost  of  the  search  must  be 
reflected  in  the  price  the  patient  pays  for  a 
prescription,  is  it  too  expensive  to  continue? 
Unfortunately,  perhaps  those  who  might  have  the 
best  answer  can  offer  only  silent  testimony. 

This  message  is  brought  to  you  on  behalf  of  the 
producers  of  prescription  products. 


A reproduction,  for  display  in  your  waiting  room,  is  available.  Write: 
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Conclusions  of  Nationwide  Survey:  Report  I 


1.  Even  after  five  years  of  general  use,  Tao,  of 
the  antibiotics  tested,  demonstrated  greatest  ac- 
tivity against  respiratory  streptococci  and  staphy- 
lococci (3,332  cultures). 

2.  Overall  results  showed  a higher  pereentage 
of  susceptibility  among  these  common  pathogens 
to  Tao  than  to  the  other  antibiotics.  Susceptibility 
to  Tao  was  greatest,  not  only  in  respiratory  strep- 
tococci and  staphylococci,  but  also  in  these  organ- 
isms isolated  from  skin  and  soft  tissue  (3,423  cul- 
tures), genitourinary  and  gastrointestinal  tracts 
and  other  sources  (2,458  cultures).  Susceptibility 
was  equal  to  all  antibiotics  tested  in  pneumococci 
from  unspecified  sources  (463  cultures),  and  less 


to  Tao  in  H.  influenzae  from  unspecified  sources 
(196  cultures). 

3.  Tao  has  been  used  for  five  years  without 
development  of  predictable  cross  resistance. 
In  1958  and  1961,  approximately  73%  and  70%, 
respectively,  of  erythromycin-resistant  problem 
staphylococci  showed  susceptibility  toTao.*‘‘‘  The 
present  study  confirms  the  continuing  high  degree 
of  Tao  activity  even  against  these  pathogens.  Of 
1,592  cultures  of  erythromycin-resistant  staphy- 
lococci, 68%  were  susceptible  to  Tao,  while  in  the 
reverse  situation,  only  33%  of  768  Tao-resistant 
staphylococci  were  susceptible  to  erythromycin. 
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Specific  analysis  of  3,332  cultures  of  streptococci  and  staphylococci 
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Report  I demonstrated  the  susceptibility  of  9,872  cultures  of  common  pathogens  to  five  antibiotics 
(chloramphenicol,  erythromycin,  peniciliin,  tetracycline,  Tao).  The  report  concluded  that  Tao 
showed  the  greatest  overall  in  vitro  effectiveness  against  these  bacteria  isolated  from  patients.' 
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Editorials 


Reasonable  care 

A trial  court  in  New  York  recently  held  a 
physician  hable  for  damages  sustained  by  a 
patient  as  the  result  of  the  breaking  of  a 
hypodermic  needle  inserted  in  his  right  but- 
tock by  the  physician  for  the  purpose  of 
administering  an  intramuscular  injection  of 
procaine  hydrochloride. 

The  decision  is  of  interest  because  the 
question  of  the  physician’s  neghgence  was 
submitted  to  the  jury  without  the  usual 
requirement  in  a malpractice  case  that  there 
be  expert  testimony  produced  to  show  want 
of  the  requisite  “knowledge  and  skill”  on  the 
part  of  the  physician. 

The  Court  pointed  out  “that  there  could 
be  instances  of  negligence  on  the  part  of  the 
doctor  where  the  results  may  be  of  such  a 
nature  as  to  warrant  the  inference  of  want  of 
care  from  the  testimony  of  laymen,  so  that 
the  question  does  not  require  special 
knowledge  or  skill  but  is  within  the  experi- 
ence and  observations  of  the  jurors  them- 
selves from  which  they  may  draw  their 
own  conclusions.” 

The  jmy  was  instructed  that  the  mere  fact 
that  the  needle  broke  did  not  in  and  of  itself 
estabUsh  negligence,  but  that  they  could 
find  the  physician  liable  only  if  they  found 
such  negligence  in  the  maintenance,  care,  or 
use  of  the  needle  from  the  time  of  its  ptu- 
chase  by  him  up  to  and  including  the  time 

The  story  of  Semmelweiss— 
a lesson  for  scientific  investiga 

It  is  customary  at  our  annual  Semmelweiss 
Memorial  Meeting  for  one  of  the  speakers  to 
make  a few  introductory  remarks  about 
Semmelweiss  himself.  His  story  is  so  fas- 
cinating, so  dramatic,  and  offers  so  many 
facets  that  it  might  provide  material  not 
only  for  us  today  but  for  many  a speaker  in 
years  to  come. 

Presented  at  the  Semmelweiss  Memorial  Meeting  of  the 
American  Hungarian  Medical  Association,  New  York  Acad- 
emy of  Medicine,  New  York  City,  November,  1961. 


of  the  injection  that  caused  it  to  break. 

Evidence  was  produced  to  show  that  the 
physician  had  last  purchased  infiltration 
needles  of  the  type  that  broke  in  a sealed  box 
of  a dozen  about  fourteen  months  before  the 
injection  in  question.  During  these  four- 
teen months  he  had  piuchased  medications 
used  in  intramuscular  infiltrations  in  quan- 
tities indicating  that  he  had  administered 
more  than  1,000  injections  of  average  doses. 
There  was  also  testimony  by  a medical  ex- 
pert limited  generally  to  the  methods  and 
meticulous  care  required  in  properly  wash- 
ing, cleaning,  drying,  and  periodically  test- 
ing needles  of  this  type  to  permit  their  safe 
re-use. 

The  Court  observed  that  “the  jury  could 
reasonably  infer  that  these  dozen  needles 
had  been  re-used  so  excessively  as  to  weaken 
them,  even  if  proper  care  were  taken,  and  in 
fight  of  the  expert  testimony  concerning  the 
necessity  and  reason  for  strict  maintenance 
standards,  that  they  had  been  rendered  dan- 
gerous for  further  use.” 

It  went  on  to  say  “.  . . in  this  case,  the  jury 
was  warranted  in  holding  the  doctor  liable 
for  injury  to  his  patient  resulting  not  from 
want  of  requisite  knowledge  and  skill  but 
from  the  omission  to  exercise  reasonable  care 
within  the  experience  and  judgment  of  the 
jurors  themselves.” 


About  one  hundred  years  ago,  in  Vienna, 
a twenty-nine-year-old  Himgarian  physician 
found  the  solution  to  a problem  that  had 
perplexed  medical  men  for  centuries.  He 
discovered  the  cause  of  puerperal  fever,  the 
terrifying  disease  that  in  many  hospitals  felled 
10  per  cent,  sometimes  20  to  30  per  cent,  of 
women  in  childbirth. 

The  story  of  how  Semmelweiss’  discovery 
came  about  is  so  well  known  that  I shall  not 
repeat  it  to  this  audience.  He  made  a bril- 
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liant  observation,  followed  it  through  with 
the  perseverance  of  the  true  scientist,  and 
would  not  be  sidetracked  by  the  tenets  of  his 
epoch  or  by  the  strong  and  sometimes  hos- 
tile opposition  of  his  adversaries.  Yet  Sem- 
melweiss  died  a disillusioned  and  depressed 
man,  believing  to  the  very  end  in  his  dis- 
covery that  puerperal  fever  is  an  infection 
transferred  to  the  healthy  woman  by  her 
doctor  or  her  midwife;  that  it  is  a disease 
which  can  be  prevented  by  aseptic  and 
antiseptic  methods. 

When  the  executive  committee  of  the 
American  Hungarian  Medical  Association 
honored  me  by  asking  me  to  speak  at  the 
Semmelweiss  Memorial  Meeting,  I thought 
you  might  be  interested  in  examining  the 
reasons  for  Semmelweiss’  failure  to  put 
across  his  ideas  and  to  obtain  recognition  in 
his  own  time;  it  took  another  forty  years 
until  his  teachings  were  followed.  There  is 
a lesson  here  for  scientific  investigators. 

Let  us  first  have  a look  at  the  scene  of  the 
discovery.  The  place  was  Vienna  and  the 
time  was  just  at  the  beginning  of  the  medical 
prominence  Vienna  was  to  enjoy  for  another 
fifty  years  as  the  center  of  medical 
knowledge  on  the  Continent,  if  not  in  the 
world;  the  elite  of  foreign  students  flocked 
there.  The  hospital  where  young  Semmelweiss 
worked  was  the  AUgemeines  Krankenhaus 
of  the  University  of  Vienna,  and  his  chief 
was  the  professor  of  gynecology  and  ob- 
stetrics there.  The  subject  on  which  Sem- 
melweiss was  working,  the  cause  of  puer- 
peral fever,  was  then  in  the  center  of  medical 
interest.  The  stage  was  set  perfectly  for 
the  presentation  of  his  discovery ! 

However,  when  Semmelweiss  presented 
his  clinical  observations,  supporting  them 
with  statistical  data,  only  a few  friends  of 
his,  such  as  young  Hebra,  Skoda,  and  Roki- 
tansky, accepted  his  findings.  Most  of  his 
colleagues,  including  his  own  chief,  violently 
refused  to  believe  them.  Why? 

There  were  several  reasons,  and  1 want  to 
list  and  substantiate  some  of  them. 

The  first  of  these  becomes  evident  when 
one  examines  the  medical  textbooks  and 
journals  of  that  time.  They  did  not  treat 
puerperal  fever  as  a disease  of  unknown 
origin;  some  enumerated  31  causes,  while 
others,  more  modest,  were  content  to  cite 
only  4.  Some  textbooks  taught  that  spe- 
cific atmospheric  conditions — a combination 
of  heat,  humidity,  and  atmospheric  pressure 


— were  responsible  for  the  fever;  others,  that 
the  accumulation  of  milk  in  the  mother’s 
body  was  the  cause.  Surprisingly,  the  great 
Virchow  was  a supporter  of  the  last 
theory.  StiU  others  blamed  miasmatic,  cos- 
mic, telluric,  and  other  vague  evils  for  the 
origin  of  the  disease,  and  even  such  unlikely 
causes  as  constipation  or  the  fear  and 
shame  some  women  felt  when  exposed 
to  examination  were  taken  into  consid- 
eration. The  originator  of  each  theory  pre- 
sented statistical  data  in  support  of  his 
contentions.  Then  into  the  midst  of  this 
confusion  came  a very  yoimg  doctor  who 
tried  to  convince  the  medical  world  of  his 
theory,  with  his  statistical  data.  In  the  eyes 
of  his  colleagues,  Semmelweiss  just  added 
another  theory  to  the  existing  ones. 

Nevertheless,  these  circumstances  alone  do 
not  account  for  Semmelweiss’  failure. 
Schaudinn,  the  discoverer  of  Spirochaeta  pal- 
lida, encoimtered  a similar  abundance  of 
false  theories  when  sixty  years  later  he  pre- 
sented his  new  findings  to  the  Berlin  Medical 
Society.  On  this  occasion  Lassar  made  the 
cynical  remark  that  during  the  past 
twenty-five  years,  25  causes  of  syphilis 
had  been  discovered.  The  president  of  the 
society,  the  celebrated  Excellenz  von 
Bergmann,  made  an  immortal  ass  of  himself 
by  proclaiming:  “Herewith  the  discussion  is 
closed,  until  another  cause  of  syphilis  is 
brought  to  our  attention.”  Schaudinn,  un- 
daunted, sat  down  and  wrote  a scientific 
paper  in  which  he  not  only  proved  that 
his  findings  were  correct  but  also  explained 
why  those  of  other  investigators  were  in- 
correct. He  then  sent  his  paper  to  all  the  re- 
searchers who  worked  in  this  field. 

Semmelweiss,  on  the  other  hand,  was  unable 
to  overcome  his  inborn  loathing  of  writing, 
despite  the  advice  of  his  close  friends  Skoda 
and  Hebra  that  he  pubhsh  his  observations 
with  definitive  and  authoritative  substantia- 
tion. In  poor  German  and  with  a heavy 
Hungarian  accent,  he  spoke  about  his  findings 
at  two  other  medical  meetings,  but  he  would 
not  write  anything  down.  In  desperation, 
the  dermatologist  Hebra  and  the  internist 
Skoda  themselves  wrote  short  articles  about 
Semmelweiss’  discovery.  Fourteen  years 
later  Semmelweiss  finally  published  a poorly 
organized,  poorly  written  book  of  500  pages 
of  which  only  a few  copies  were  sold,  so  that 
his  work  remained  almost  unknown  to  the 
scientific  world. 
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Another  reason  for  Semmelweiss’  lack  of 
success  is  that  he  refused  to  take  advantage 
of  a powerful  new  technic  that  had  just  come 
into  being  at  the  time:  animal  experiments. 
When  Muller  and  Schonheim  were  laying 
the  foundations  of  experimental  physiology, 
Semmelweiss’  friends  persuaded  him  to  prove 
the  validity  of  his  observations  by  means  of 
animal  experiments  and  even  secured  a grant 
from  the  Academy  for  him.  But  after  a few 
months  of  experiments  with  rabbits,  Sem- 
melweiss discontinued  the  work  and  returned 
the  money.  I think  he  was  the  first  and  last 
investigator  who  ever  returned  a grant.  He 
wondered,  perhaps  naively,  why  people 
would  beheve  his  rabbit  experiments  when 
they  refused  to  beheve  the  chnical  evidence 
which  could  be  easily  checked  in  their  own 
patients.  Twelve  years  later,  when  Sem- 
melweiss had  no  audience  for  his  big  book 
in  which  he  talked  about  cadaveric  poison- 
ing, Pasteur  discovered  imder  his  microscope 
the  Streptococcus  hemolyticus.  A few  years 
later.  Lister  convinced  the  world  of  the  va- 
lidity of  his  antiseptic  methods  by  perform- 
ing very  convincing  experiments  on  animals. 

Semmelweiss  possessed  many  of  the  traits 
essential  for  a scientific  investigator.  He 
had  the  necessary  curiosity,  linked  with  the 
dehght  of  perception.  He  could  feel  the 
exaltation  when  something  suddenly  makes 
sense;  when  what  previously  was  confused 
and  complex  becomes  simple.  He  made  an 
unbiased  observation  and  was  not  misled  by 
the  then  prevalent  prejudices  about  puer- 
peral fever.  However,  he  thought  that  the 
prevention  of  the  dreaded  disease  would  be 
sufficient  proof  of  the  efficiency  of  his  method. 
In  this  behef  he  was  not  quite  justi- 
fied. We  know  how  difficult  it  is  to  observe 
signs  and  symptoms  in  the  complexity  of  a 
sick  body  and  to  define  the  relevant  facts 
that  represent  the  chnical  entity  of  a disease. 
We  even  know  that  therapeutic  success  is 
insufficient  evidence  for  the  correctness  of  a 
theory.  We  need  only  recaU  that  for  cen- 
turies typhoid  patients  were  treated  with 
ice-cold  baths,  that  pneumonia  patients 
were  treated  with  cold  compresses,  and  that 
doctors  believed  in  these  “magic”  water 
cures.  There  is  always  an  unknown  per- 
centage of  spontaneous  healings  which  makes 
mere  statistics  unsafe  as  proof. 

The  basic  qualifications  of  a good  scientific 
investigator  have  not  changed  since  the  time 


of  Semmelweiss.  They  stiU  consist  of 
scientific  curiosity  linked  with  a skepticism 
toward  aU  beliefs  which  are  not  based  on 
clear  evidence,  no  matter  how  prevalent  such 
behefs  may  be.  Just  a few  years  ago  a 
young  practicing  ophthalmologist  who, 
through  careful  unbiased  observation,  fol- 
lowed by  well-planned  animal  experiments, 
was  able  to  prove  that  the  dreaded  bhndness 
of  premature  babies  can  be  prevented  by 
reducing  the  oxygen  tension  in  the  incubator 
atmosphere.  To  give  another  example: 
Today  coronary  occlusion  is  not  a difficult 
diagnosis.  Thirty  years  ago,  although  the 
disease  was  almost  surely  as  frequent  as  it 
is  today,  the  diagnosis  was  less  frequently 
made,  even  though  electrocardiography  was 
already  in  use.  It  took  the  critical  and 
unbiased  observations  of  scientifically 
minded  physicians  to  see  the  clinical  picture 
in  aU  its  ramifications  and  to  define  certain 
important  signs  as  the  basis  of  the  diagnosis. 
Today  we  can  see  what  we  could  not  see  be- 
fore because  our  eyes  had  been  blinded  by 
false  labels  and  false  clues. 

The  eyes  of  Semmelweiss’  adversaries 
were  so  blinded.  He  could  have  opened  them 
by  proving  his  case  with  proper  methods: 
first,  by  producing  sufficient  data  to  show 
that  the  then  prevalent  theories  about  the 
causes  of  puerperal  fever  were  imtenable; 
second,  by  publishing  his  therapeutic  results 
immediately,  thus  acquainting  aU  workers 
in  the  field  with  his  findings  and  methods; 
and  third,  by  using  the  new  tool,  animal 
experiments,  that  made  it  possible  to  pro- 
duce controlled  conditions  that  cannot  be 
produced  in  the  complex  mechanism  of  a 
sick  body.  Pasteur  and  Lister  had  used  this 
tool  and  won  their  points;  Semmelweiss  had 
not  and  lost  out. 

His  tragedy  demonstrates  that  the  ability 
to  detect  the  truth  is  not  quite  enough  and 
that  it  is  sometimes  easier  to  discover  the 
truth  than  it  is  to  get  one’s  contemporaries 
to  accept  it.  Semmelweiss’  refusal  to  fol- 
low the  path  of  the  scientific  investigator 
spelled  defeat  for  his  efforts  to  convince  the 
medical  world  of  his  time.  Yet  as  we  look 
back  at  his  tragic  figure  from  the  distance 
of  a century,  we  see  that  this  obstinate, 
nonconformist  Hungarian  rebel,  for  aU  his 
shortcomings,  was  one  of  the  great  path- 
finders of  medicine. 

Henry  Lax,  M.D. 
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Frontiers  in 
Measles  Prophylaxis 


SAMUEL  L KATZ,  M.D. 
Boston,  Massachusetts 

From  the  Department  of  Pediatrics, 
Beth  Israel  Hospital,  and  the  Children's 
Hospital  Medical  Center 


The  search  for  an  effective  immunizing 
agent  against  measles  is  not  a new  one.  As 
early  as  the  mid-eighteenth  century,  Home^ 
documented  very  weU-devised  experiments 
based  on  the  principle  of  variolation.  In 
rereading  the  original  papers  of  this  astute 
Scottish  physician,  it  is  quite  striking  to  see 
what  a lucid  understanding  he  had  of  the 
disease  itself.  Over  the  succeeding  two 
centuries  little  progress  was  made  beyond 
the  results  attained  by  Home,  mainly 
because  of  an  inability  to  obtain  the  agent 
itself  for  laboratory  manipulation  and  sero- 
logic study.  The  rapid  strides  achieved  over 
the  past  four  years  resulted  from  the  isolation 
and  propagation  in  tissue  culture  of  various 
strains  of  measles  virus  in  Enders’  labora- 
tory. ^ The  studies  which  I shall  describe 
have  been  carried  out  with  the  Edmonston 
strain  of  virus  originally  isolated  in  1954  and 
subsequently  carried  through  many  passages 
in  varying  hosts  in  the  laboratory.  This 
work  has  been  described  elsewhere.^ 

Before  embarking  on  a discussion  of 
results  attained  to  date  with  various  measles 
vaccines,  it  seems  proper  to  determine  what 
the  extent  of  morbidity  and  mortality  of 
this  disease  may  be  in  our  own  country. 
During  the  ten-year  period,  1950  to  1959, 

Presented  at  the  155th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Rochester,  New  York, 
Section  on  Pediatrics,  May  11, 1961. 


AFTER  A SINGLE  subcutaneous,  intradermal, 
or  intramuscular  injection  of  attenuated 
live-virus  measles  vaccine  a febrile  response 
was  noted  in  more  than  80  per  cent  of  sus- 
ceptible children  and  a fleeting  rash  in  nearly 
half,  but  there  was  minimal  disability  and 
no  catarrhal  symptoms,  bacterial  complica- 
tions, indication  of  central  nervous  system 
involvement,  or  communicability.  In  84 
children  intimately  exposed  to  the  natural 
disease  from  two  to  sixteen  months  after 
vaccination  there  has  been  100  per  cent 
protection  as  contrasted  to  measles  attack 
rates  of  70  to  100  per  cent  in  control,  un- 
vaccinated susceptible  children.  Electro- 
encephalographic  records  in  28  children  with  a 
vaccination  response  showed  no  abnor- 
malities. Preliminary  results  of  studies  of 
effects  of  attenuated  virus  in  various  groups 
known  to  show  unusual  responses  to  natural 
measles  infection  are  encouraging.  Con- 
current administration  of  gamma  globulin 
modifies  the  febrile  response  and  rash  but 
does  not  alter  the  over-all  picture  markedly, 
although  there  is  noted  a variance  in  potency 
among  gamma  globulin  preparations. 


according  to  the  United  States  Public 
Health  Service,  nearly  5.5  million  cases  of 
measles  were  reported.  Since  the  United 
States  Public  Health  Service  has  determined 
that  reported  cases  represent  only  25  per  cent 
of  those  actually  occurring,  we  can  estimate 
that  there  were  22  million  cases  during  this 
period,  or  2 million  a year.  In  the  United 
States,  the  mortality  reported  as  due  to 
measles  is  not  very  great,  averaging  500 
to  600  cases  annually.  On  the  other  hand, 
we  have  no  valid  statistics  on  the  inci- 
dence either  of  bacterial  or  of  central 
nervous  system  complications.  The  latter, 
since  they  are  the  most  dreaded,  deserve 
careful  consideration.  Based  on  an  esti- 
mated occurrence  of  encephalitis  of  1 per 
1,000  cases  of  measles,  among  the  over  5 
million  reported  measles  cases  there  would 
have  been  more  than  5,000  instances  of 
encephalitis  in  the  ten-year  period.  How- 
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TABLE  I.  Clinical  response  to  measles  vaccine  (attenuated) 


Reaction 

Per- 

centage 

of 

Cases 

Mean 

Maximum 

Range 

Mean 

Duration 

(Days) 

Range 

(Days) 

Fever 

83* 

102 . 4 F.  (rectal) 

100  to  106 

2.8 

1 to  6 

Rash 

48* 

2.3 

1 to  6 

Koplik  spots 

16t 

* Based  on  reports  on  171  cases, 
t Based  on  reports  on  111  cases. 


ever,  on  the  basis  of  the  total  cases  of  mea- 
sles actually  occurring,  estimated  to  be  four 
times  the  reported  cases,  there  would  have 
been  nearly  22,000  cases  of  encephalitis  in  the 
same  period,  or  approximately  2,000  cases 
per  year.  In  our  medically  advanced  nation 
this  is  the  primary  concern  regarding 
measles,  while  in  the  emerging  nations  it  is 
mortality  rates  of  from  5 to  40  per  cent  that 
are  the  main  problem. 

At  the  present  time  there  are  two  avenues 
of  investigation  in  measles  prophylaxis. 
The  first  involves  the  use  of  living  agents 
which  have  been  attenuated  by  various 
laboratory  manipulations;  the  second  in- 
volves the  use  of  killed  or  inactivated 
viruses  that  have  been  grown  in  monkey 
kidney  ceU  cultures.  I shall  confine  my 
discussion  to  the  first  group  since  this  is  the 
direction  in  which  we  have  proceeded  and 
about  which  more  information  is  currently 
available.  Our  hope  has  been  that  a single 
administration  of  an  attenuated  agent 
would  be  sufficient  to  provide  the  same  hfe- 
long  immunity  afforded  by  a single  episode  of 
the  natural  disease.  Previous  experience 
with  many  inactivated  viral  immunizing 
agents  has  been  discouraging  because  of 
varying  antigenic  potency  and  the  uniform 
conclusion  that  no  inactivated  preparation 
can  provide  lasting  immunity  without 
recurrent  booster  exposures.  AU  of  the 
agents  currently  under  test  stem  from  the 
Edmonston®  strain  of  virus  isolated  in  our 
laboratory.  The  results  which  I am  report- 
ing have  been  achieved  with  a preparation  of 
Edmonston  virus  grown  in  chick  embryo 
tissue  culture. 

Results  of  vaccination  with 
attenuated  virus 

After  a single  subcutaneous,  intradermal, 
or  intramuscular  injection  of  this  material, 
a modified  illness  results  which  in  many  ways 


resembles  natural  measles  which  has  been  at- 
tenuated by  administration  of  gamma  globu- 
lin. Table  I is  a summary  of  the  clinical  re- 
sponse shown  by  children  receiving  this  ma- 
terial. More  than  80  per  cent  of  susceptible 
children  inoculated  with  attenuated  virus 
vaccine  developed  a fever  greater  than  100 
degrees  by  rectum  one  week  after  the  injec- 
tion. This  lasted  from  two  to  three  days  and 
reached  an  average  maximum  of  102.4  F. 
There  was  a marked  variance  in  the  range, 
with  some  children’s  temperatures  going  as 
high  as  104, 105,  and,  in  a single  instance,  106 
F.  The  most  remarkable  feature,  however, 
has  been  that  in  spite  of  this  febrile  response, 
there  has  been  minimal  disability  noted  by 
the  children  or  their  parents.  The  children 
have  felt  well,  despite  the  elevated  tempera- 
tures. 

In  nearly  half  of  these  children,  physicians 
have  seen  a fleeting  rash  develop  approxi- 
mately ten  to  eleven  days  after  administra- 
tion of  the  vaccine.  This  has  usually  been 
confined  to  discrete  macular  lesions  on  the 
neck,  behind  the  ears,  or  on  the  cheeks.  In 
some  instances  it  has  been  more  extensive, 
involving  the  chest  and  upper  trunk  and, 
rarely,  has  moved  on  to  the  extremities. 
This  exanthem  has  been  like  that  of  modified 
measles.  Kophk  spots  have  been  detected 
in  less  than  20  per  cent  of  these  children. 

Comparison  with  natural  illness.  In 
assessing  the  value  of  such  a response,  it  is 
necessary  to  compare  it  to  the  natural  iUness. 
Five  points  of  comparison  have  been 
selected.  Children  receiving  the  attenuated 
virus  do  not  develop  the  typical  catarrhal 
symptoms  of  measles;  that  is,  cough,  coryza, 
and  conjunctivitis,  although  a few  had  mild  I 
conjunctival  injection.  The  disability 
brought  about  by  natural  measles  is  well  ' 
known  to  aU.  However,  children  receiving  . 
the  attenuated  agent  have  remained  up  and  ^ 
about,  in  many  instances  have  continued  at  } 
school  during  the  peak  response,  and  have  ^ | 
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TABLE  II.  Duration  of  antibodies  after  vaccine 


Complement-Fixing 

. N eutralizing • 

Geometric 

Geometric 

Time  after 

Mean 

Mean 

Vaccination 

Range 

Titer 

Range 

Titer 

Day  0 

<2 

<2 

<4 

<4 

Day  36 

32  to  128 

56 

90  to  300 

160 

6 months 

4 to  32 

10 

45  to  180 

99 

12  months 

2 to  32 

7 

11  to  105 

37 

18  months 

4 to  64 

10 

13  to  128 

44 

30  months 

2 to  64 

7 

16  to  128 

60 

eaten  and  excreted  in  their  usual  fashion. 
The  total  duration  of  clinical  response  to 
the  attenuated  virus  varies  between  two  to 
four  days,  as  opposed  to  the  average  of 
more  than  seven  days  in  the  natural  disease. 
To  date,  no  child  receiving  attenuated 
vaccine  has  developed  a bacterial  com- 
plication, in  sharp  contrast  to  the  high 
incidence  of  otitis  media  and  broncho- 
pneumonia following  natural  measles.  The 
large  question  remaining,  of  course,  relates 
to  central  nervous  system  complications. 
To  date,  we  would  estimate  that  more  than 
4,000  children  have  received  attenuated 
live-virus  vaccination,  and  there  has  been 
no  indication  of  central  nervous  system 
involvement.  However,  we  obviously  need 
many  more  cases  to  establish  statistical 
reliability. 

A final  point  involves  the  commu- 
nicability of  vaccine.  In  each  experimental 
trial  conducted  to  date,  children  known  to  be 
susceptible  have  been  left  in  intimate  contact 
with  their  vaccinated  colleagues.  None 
of  the  susceptible  children  has  come  down 
with  a secondary  response  or  developed 
antibodies  indicative  of  this,  which  was 
expected  on  the  basis  of  our  virologic 
studies  showing  that  vaccinated  children  do 
not  excrete  virus  in  the  respiratory  tract  or 
urine.  This,  again,  is  in  contrast  to  children 
with  natural  disease.  Ninety-six  per  cent 
of  284  susceptible  children  from  whom  both 
pre-  and  post-inoculation  serupi  specimens 
were  available  showed  a fourfold  or  greater 
rise  in  antibodies  to  measles  virus,  both  in 
complement-fixing  and  neutralizing  anti- 
bodies against  the  natural  virus.  The 
persistence  of  antibodies  after  vaccination 
is  shown  in  Table  II,  portraying  a two-and- 
one-half-year  serologic  follow-up  of  a group 
of  children  who  originally  received  this 
material  in  1958.  The  geometric  mean 
titers  of  both  complement-fixing  and  neutral- 


izing antibodies  are  indistinguishable  from 
those  of  children  after  natural  measles. 
These  results  again  encourage  us  to  believe 
that  such  antibody  levels  wiU  persist 
indefinitely  and  provide  a lifelong  immunity 
equal  to  that  afforded  by  the  natural  disease. 

Prophylactic  effectiveness.  It  is  per- 
fectly weU  to  discuss  antibody  response,  but 
the  most  important  question  is  the  prophy- 
lactic efficacy  of  this  vaccine.  To  date,  we 
have  experience  with  84  children  who  at 
varying  intervals  of  time,  ranging  from  two 
to  sixteen  months  after  vaccination,  have 
been  intimately  exposed  to  the  natural 
disease  either  in  homes  or  in  institutions. 
There  has  been  100  per  cent  protection  of 
the  vaccinated  children,  as  contrasted  to 
measles  attack  rates  of  70  to  100  per  cent  in 
control,  unvaccinated  susceptible  children. 

The  question  of  central  nervous  system 
involvement  with  measles  is,  of  course, 
a prominent  one  which  cannot  be  answered 
completely  at  this  time.  Gibbs  and  his 
associates^  have  reported  that  in  children 
with  measles  there  is  a high  frequency  of 
abnormal  electroencephalograms  without 
overt  central  nervous  system  involvement. 
In  addition,  abnormal  brain  wave  tracings 
have  been  observed  in  100  per  cent  of  chil- 
dren with  overt  measles  encephalitis.  Data 
from  this  report  of  Gibbs  are  summarized 
in  Table  III.  In  attempting  to  evaluate  the 
effect  of  attenuated  virus  on  the  electrical 
discharge  pattern  of  the  cerebral  cortex, 
Gibbs,  Gibbs,  and  RosenthaP  administered 
vaccine  to  a total  of  37  children  followed 
with  electroencephalographic  tracings.  As 
shown  in  Table  IV,  of  the  original  37,  only 
28  were  susceptible  to  measles,  while  9 were 
already  unmune.  The  28  susceptible  chil- 
dren had  the  expected  response  to  the  at- 
tenuated agent,  including  fever  and/or  rash, 
while  the  9 immune  children  did  not.  The 
electroencephalographic  records  in  the  28 
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TABLE  III.  Electroencephalographic  studies  in 
ordinary  measles  and  measles  encephalitis 


Electro- 

encephalo- 

graphic 

Finding 

Ordinary 

Measles 

(680 

Cases) 

Measles 

Encephalitis 

(37 

Cases) 

Abnormal 

(acute) 

344 

37 

Abnormal 

(chronic) 

3 

6 

Seizures 

49 

17 

children  with  a vaccination  response  showed 
no  abnormalities  whatsoever  except  for  a 
single  instance  of  a child  who  had  a con- 
current streptococcic  pharyngitis  resulting  in 
a single  abnormal  tracing  consistent  with 
that  seen  in  nonspecific  infection.  This  ex- 
perience, coupled  with  our  inability  to  find 
dissemination  of  the  vaccine  virus  or  micro- 
scopic abnormalities  when  the  vaccine  was 
inoculated  directly  into  the  spinal  fluid  and 
cerebral  hemispheres  of  measles-susceptible 
monkeys,  has  led  us  to  be  cautiously  opti- 
mistic that  measles  encephalitis  will  not 
occur  after  attenuated  strains  of  virus  have 
been  administered. 

Vaccination  in  various  categories 
of  patients 

We  have  proceeded  to  assess  the  effects  of 
attenuated  virus  in  various  groups  known  to 
show  imusual  responses  to  natural  measles 
infection.  The  groups  studied  to  date  in- 
clude the  following;  patients  with  tuber- 
culosis, cystic  fibrosis,  or  leukemia;  pa- 
tients with  malnutrition;  and  adults. 
Kempe,®  in  Denver,  has  carried  out  a vaccine 
trial  among  children  imder  care  for  tuber- 
culosis and  has  found  no  adverse  effects  of 
the  attenuated  virus  on  their  basic  disease. 
This  is  in  marked  contrast  to  the  deleterious 
effects  of  natural  measles  on  tuberculosis 
patients.  With  Shwachman,^  Chief  of  the 
Nutrition  Clinic  at  the  Children’s  Hospital 
Medical  Center  in  Boston,  Kulczycki  and  I 
have  now  studied  125  children  with  cystic 
fibrosis  of  the  pancreas  who  have  received 
the  same  attenuated  virus.  We  are  proceed- 
ing cautiously  to  assess  vaccine  response  in 
children  with  leukemia,  who  in  some  in- 
stances may  develop  the  unusual  but  serious 
complication  of  giant  ceU  pneumonia  on 
exposure  to  measles  virus.  With  Morley 
and  Krugman,*  at  the  Wesley  Guild  Mission 


TABLE  IV.  Electroencephalographic  studies  in 
vaccine  recipients 


Reaction 

Sus- 

ceptible 

(28 

Cases) 

Immune 

(9 

Cases) 

Pre-vaccination  anti- 

bodies 

0 

9 

Post-vaccination  anti- 

bodies 

28 

9 

Febrile  response 

23 

3 

Rash 

9 

0 

Electroencephalographic 

changes 

1* 

0 

* Interciirrent  infection. 


Hospital  in  Ilesha,  Nigeria,  we  have  now 
vaccinated  more  than  1,000  malnourished 
children  with  attenuated  material.  We  are 
in  the  process  of  evaluating  the  data  ob- 
tained but  are  pleased  that  the  results  of 
vaccination  in  this  group  seem  no  more 
severe  than  in  well-nourished,  healthy, 
American  children.  A final,  small  but 
important  group  has  been  those  few  un- 
fortunate or  perhaps  fortunate  persons  who 
have  survived  to  adult  life  without  ever 
having  contracted  measles.  At  the  present 
time  our  experience  is  limited  to  some 
medical  students  and  nurses  falling  into  this 
category;  but,  again,  the  preliminary  results 
are  most  heartening. 

Table  V presents  a more  detailed  analysis 
of  the  results  of  the  study  Shwachman, 
Kulczycki,  and  I made  among  cystic  fibrosis 
patients.’  Again,  the  clinical  response  has 
been  similar  to  that  in  well  children,  with  the 
expected  percentage  developing  fever,  rash, 
or  both.  Of  the  125  children  studied,  25 
proved  to  be  previously  immime,  so  that  100 
represented  in  the  two  right-hand  columns 
were  susceptible.  Antibody  response  among 
this  group  was  98  per  cent. 

Vaccine  plus  gamma  globulin 

Some  of  our  collaborators  have  felt  that 
concurrent  administration  of  gamma  globulin 
was  indicated  to  eliminate  the  marked  febrile 
response  seen  in  about  20  to  30  per  cent  of 
children  who  received  vaccine  virus  alone. 
McCrumb  and  his  associates,®  at  the  Univer- 
sity of  Maryland,  inoculated  140  children 
with  live  virus  plus  a 0.02-ml.-per-pound 
dose  of  gamma  globulin  administered  at  a 
separate  site  either  simultaneously  or  several 
days  thereafter.  The  over-all  picture  is  not 
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TABLE  V.  Clinical  reactions  after  measles  vaccination  in  125  patients  with  cystic  fibrosis 


Uncorrected  Corrected 

(Including  (Excluding 


Immune  Patients) 

^ Immune  Patients) 

Number  of 

Percentage 

Number  of 

Percentage 

Reaction 

Cases 

of  Cases 

Cases 

of  Cases 

None 

51 

41 

26 

26 

Fever 

37 

30 

37 

37 

Rash 

5 

4 

5 

5 

Rash  and  fever 

32 

25 

32 

32 

Total 

125 

100 

100 

100 

TABLE  VI.  Antibody  content  of  gamma  globulin 
preparations 


Specimen 

Complement- 

Fixing 

Neutralizing 

L 

640 

4,096 

Q 

640 

1,024 

p 

1,280 

2,048 

S 

640 

Not  done 

M 

AC* 

2,350 

H 

8 

1,024 

c. 

128 

1,190 

c. 

<2 

700 

* Anticomplementary. 


altered  markedly,  except  that  only  2 per 
cent  of  the  group  developed  fevers  greater 
than  103  F.,  as  opposed  to  12  per  cent  ob- 
served in  children  not  receiving  globulin. 
In  addition,  the  incidence  of  rash  decreased 
from  45  per  cent  to  12  per  cent.  The  anti- 
body response  studied  in  these  children 
showed  that  91  per  cent  converted  from 
serologically  negative  to  positive  reactions. 
However,  insufficient  time  has  elapsed  to 
evaluate  the  duration  of  antibody  response 
in  children  vaccinated  in  this  fashion. 

Finally,  I would  like  to  present  one  further 
bit  of  information  based  on  serologic  studies 
performed  in  our  laboratory  on  various 
preparations  of  gamma  globulin.  Many 
pediatricians  have  had  erratic  results  when 
they  attempted  to  prevent  or  modify  measles 
with  gamma  globulin.  One  of  the  factors 
involved  may  weU  be  a variance  in  potency. 
As  shown  in  Table  VI,  the  first  five  gamma 
globulin  preparations  we  tested  demon- 
strated remarkably  consistent  titers  of 
complement-fixing  and  neutralizing  anti- 
bodies to  measles  virus.  However,  the  last 
three  preparations,  similairly  sampled  from 
commercially  available  material,  were 
markedly  inferior  in  their  antibody  content. 
This  seems  important  not  only  in  relation  to 
modification  of  measles  but  also  in  terms  of 


possible  variations  in  results  when  such  prep- 
arations are  used  in  association  with  the 
vaccine  virus. 


Comment 

Our  experience  over  the  past  two  and  one- 
half  years  with  the  use  of  an  attenuated  live- 
virus  measles  vaccine  has  been  most  en- 
couraging. Collaborators  in  this  country 
as  well  as  workers  in  other  nations  have 
achieved  similar  results.  This  leads  us  to 
believe  that  the  widespread  use  of  such  a 
vaccine  for  the  prevention  of  measles  is 
near  at  hand.  It  is  our  hope  that  sufficient 
data  and  experience  will  soon  be  accumu- 
lated from  which  to  formulate  intelligent  and 
effective  standards  for  the  production, 
distribution,  and  use  of  such  material. 
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P ULMONARY  INFARCTION,  which  is  found Jn 
10  per  cent  of  all  autopsies,  is  the  most  preva- 
lent pulmonary  disease  in  any  general  hos- 
pital, but  this  dubious  distinction  is  not 
appreciated  because  of  infrequent  clinical 
diagnosis.^  Only  a high  index  of  suspicion 
can  diminish  the  almost  unbelievable  statis- 
tical lack  of  diagnosis  in  50  per  cent  of 
necropsy -proved  cases.  ^ The  difficulty  in 
diagnosis  is  enhanced  by  the  purported 
absence  of  clinical  manifestations  in  from 
45  to  82  per  cent  of  cases  of  pulmonary 
infarction  in  thrombo-embolic  disease.  ^ 
Surprisingly  enough,  the  incidence  is  higher 
in  medical  than  in  anticipated  surgical 
candidates.  Hampton  and  Castleman,'*  in 
370  cases  of  pulmonary  embolization  with 
infarction,  found  that  40  per  cent  were  post- 
operative, 30  per  cent  were  in  cardiac 
patients,  and  30  per  cent  were  in  noncardiac 
medical  patients.  The  terms  embolism 
and  infarction  are,  for  the  most  part, 
statistically  considered  as  one,  although 
infarction  follows  embolism  in  only  50  per 
cent  of  instances,  often  because  death  may 
ensue  abruptly  from  embolism  without  de- 
tectable infarction. 


The  salient  cause  of  pulmonary  embolism  I 
is  thrombosis  of  the  deep  calf  veins,  extend-  ■ 
ing  into  the  long  saphenous  veins  and  femoral  I 
veins  of  one  or  both  legs.  Thrombosis  will  I 
develop  in  from  1 to  3 per  cent  of  all  persons 
admitted  to  a hospital,  and  a fatal  pul- 
monary embolism  will  develop  in  from  0.057 
to  0.82  per  cent. ^ Fat  embolism  as  a histo- 
logic entity  is  frequent,  but  it  is  rare  as  a j 
clinical  syndrome.®  Although  bone  marrow  V 
and  fat  embolism  occur  after  major  frac-  *| 
tures  and  in  the  absence  of  fracture  with 
violent  muscular  contractions,  as  in  con- 
vulsions with  cancellous  bone  being  forced 
into  contiguous  sinusoids,®  according  to 
Castleman,’  95  per  cent  of  all  emboli, 
exclusive  of  the  heart,  originate  in  leg  vein 
thrombosis.  Bauer®  records  the  incidence 
of  thrombosis  of  leg  veins  at  12  per  cent  in  ‘ 
leg  injuries,  1 per  cent  after  childbirth,  2.1 
per  cent  in  medical  deaths,  and  1.6  per  cent 
after  surgical  operations.  Shamofif®  be- 
lieves that  the  incidence  of  thrombo- 
embolic disease  following  operations  is 
increasing.  After  observing  60  embohc 
deaths  in  postoperative  patients,  he  projects 
1 death  due  to  embolism  in  every  139  major 
surgical  procedures.  Preoperative  in-  ' 
activity  in  a hospital  may  be  a contributing  , 
factor.  Anderson  and  Shields,’®  in  report-  ' 
ing  fatal  embolism  in  22  postoperative 
patients,  attributed  death  in  4 patients 
within  twenty-four  hours  of  operation  to 
reduced  levels  of  physical  activity  imposed 
by  at  least  one  week  of  hospitalization  prior 
to  surgery.  In  these  patients  leg  vein 
thrombosis  already  existed  at  the  time  of 
operation,  as  evidenced  by  unheeded  slight 
fever  and  tachycardia. 

Leg  venous  thrombosis  is  usually  un- 
suspected until  pulmonary  embolization 
occurs,  and,  curiously  enough,  the  overt  local  I 
signs  of  thrombosis,  including  pain,  tender-  , 
ness,  swelling,  and  rubor,  often  do  not  appear 
until  from  two  to  three  days  after  the  clinical 
infarction.  Furthermore,  the  more  subtle 
signs,  for  example,  Homans”  and  Lowen- 
berg”  cuff  test,  tenderness  over  femoral 
lymph  nodes  medial  to  the  femoral  artery, 
and  the  difference  in  calf  circumference  of 
15  mm.  in  men  and  12  mm.  in  women” 
also  are  absent  frequently.  The  diagnosis 
of  a culpable  occult  leg  vein  thrombosis  may 
only  be  established  by  diligent  contemplation 
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of  clinically  accepted  potentiating  factors, 
for  example:  (1)  age  over  fifty  years; 

(2)  prolonged  bed  rest;  (3)  carcinoma, 
particularly  of  the  pancreas;  (4)  immobiliza- 
tion of  legs  for  fracture,  and  so  forth,  and  the 
involuntary  immobilization  of  legs  in  cer- 
ebrovascular accidents;  (5)  cardiac  disease, 
with  congestive  heart  failure,  in  particular; 
(6)  parturition;  (7)  varicose  veins;  (8) 
obesity;  and  (9)  postoperative  states,  pre- 
dominantly pelvic  operations  in  females 
and  prostatectomies  in  males. 

Rarely  the  right  side  of  the  heart  may 
originate  the  thrombo-embohc  disease. 
Mural  thrombus,  purportedly  following 
transmural  myocardial  infarction  in  from 
40  to  50  per  cent  of  cases,  is  confined  almost 
exclusively  to  the  left  ventricle.  Although 
10  per  cent  of  patients  who  survive  the 
initial  myocardial  infarction  wiU  die  of 
pulmonary  embolism,  the  embolic  focus  is 
leg  vein  thrombosis  and  not  cardiac  throm- 
bosis. Mitral  stenosis  with  atrial  fibril- 
lation, although  attended  by  a right  ventric- 
ular enlargement,  is  not  usually  accom- 
panied by  a thrombus  formation  in  the 
right  heart  in  the  absence  of  tricuspid 
stenosis.  Only  in  the  large  hearts  of  idio- 
pathic cardiac  hypertrophy,  Fiedler-iso- 
lated myocarditis,  and  endocardial  fibro- 
elastosis are  mural  thrombi  in  the  right 
ventricle  foimd  more  than  occasionally. 


Diagnosis 

Relief  may  be  gleaned  from  the  aforesaid 
discouraging  data  by  realizing  that  a fatal 
pulmonary  embolus  is  seldom  tbe  initial 
pulmonary  embolus.  Alleged  statistics  that 
25  per  cent  of  patients  die  during  the  first 
attack  are  fallacious  because  many  attacks 
are  not  recognized.  Pulmonary  embolism 
may  be  fatal  within  a few  minutes,  but,  more 
often,  recovery  ensues  and  recurrences  can 
be  anticipated.  Barker believes  that  a 
patient  who  has  a postoperative  pulmonary 
embolism  and  survives  a few  hours  has  a 44 
per  cent  chance  of  having  another  thrombolic 
episode  and  an  18  per  cent  chance  of  suffer- 
ing a subsequent  fatal  embolism,  and  that 
patients  who  have  a clinically  recognized 
venous  thrombosis  or  tbrombopblebitis  have 
a 25  per  cent  chance  of  experiencing  a pul- 
monary embolus  and  a 6 per  cent  chance  of 
its  being  fatal.  In  the  light  of  currently 


PULMONARY  INFARCTION  is  a commoTi  disease 
which  often  is  not  diagnosed.  The  main 
cause  is  thrombosis  of  the  deep  calf  veins. 
Early  diagnosis  is  essential.  The  roentgen 
diagnosis  is  late  and  nonspecific,  but  electro- 
cardiograms may  be  helpful,  and  enzymatic 
biologic  assays  are  valuable  aids.  Prophylac- 
tic therapy  consists  in  prevention  of  leg  vein 
thrombosis.  Heparin  followed  by  oral  coum- 
arin  is  the  anticoagulant  treatment  of  choice. 
Fibrinolytic  therapy  has  great  potential 
in  thrombo-embolic  disease,  although  better 
methods  of  monitoring  response  in  the  cir- 
culating blood  remain  to  be  found. 


available  beneficial  therapeutic  measures, 
an  early  diagnosis  of  the  pulmonary  embolus 
or  the  initiating  peripheral  venous  throm- 
botic disease  is  imperative. 

The  diagnosis  of  pulmonary  infarction 
wiU  only  be  consistently  made  when  its 
major  source,  leg  vein  thrombosis  and  its 
lethal  potentialities,  is  constantly  borne  in 
mind.  In  most  instances  the  thrombus 
breaks  loose  without  provocation  and  lodges 
in  the  pulmonary  arteries.  Possible  pre- 
cipitating factors  may  be  violent  coughing, 
deep  breathing,  and  straining  at  stool  on  the 
bed  pan.  Being  ever  mindful  that  the 
first  attack  is  seldom  fatal,  to  await  the 
universally  accepted  picture  of  pulmonary 
infarction  with  an  abrupt  onset  of  pleuritic 
pain,  hemoptysis,  dyspnea,  shock,  cyanosis, 
and  pulmonary  edema  is  to  insure  missing 
many  salvageable  cases.  Frank  hemopty- 
sis occurs  in  less  than  one  third  of  the  cases, 
and  chest  pain  may  be  absent.  Less 
dramatic  but  more  common  are  sUgbt  fever, 
tachycardia,  tachypnea  without  orthopnea 
and  without  manifest  cause,  a feeling  of 
faintness  and  restlessness,  retrosternal  op- 
pression simulating  ischemic  heart  disease, 
and  unaccounted  dyspnea. 

The  physical  signs  of  consolidation  due  to 
pulmonary  infarction  when  present  develop 
a few  days  following  embolization.  Per- 
cussion tenderness  has  been  mentioned 
as  an  early  sign.^*  Litten’s  phenomenon,  a 
thrill  and  to-and-fro  murmur  over  the 
pulmonic  area,  occurs  only  in  massive 
embohzation  with  obstruction  of  the  pul- 
monary artery  and  is  therefore  seldom  re- 
vealed. According  to  Spain  and  Moses,  ^ 
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pleural  rub  is  audible  in  10  per  cent  of 
cases,  and  serosanguinous  effusion  is  de- 
tected in  15  per  cent.  Jaundice  occurs 
rarely  and  only  when  sizeable  infarction  co- 
exists with  the  hepatic  insufficiency  of 
congestive  heart  failure.  Gorham,  in  a 
series  of  43  patients,  noted  pleural  pain  in 
25.6  per  cent,  bloody  sputum  in  11.6  per 
cent,  pleural  friction  in  9.3  per  cent,  and 
clinical  phlebitis  in  only  18.6  per  cent.  He 
states  that  the  following  twelve  physical  signs 
may  be  helpful:  (1)  pulsation  in  the  second 
left  interspace,  (2)  pulmonic  second  sound 
louder  than  aortic  second  sound,  (3)  pseudo- 
pericardial  or  pleuropericardial  friction,  (4) 
systolic  murmur  at  second  interspace,  (5) 
diastolic  murmur  in  second  left  interspace, 
(6)  interscapular  bruit,  (7)  expansion  lag — • 
unilateral,  (8)  increased  cardiac  dullness  to 
the  right,  (9)  distended  neck  veins,  (10) 
gaUop  rhythm  in  second  and  third  left 
interspaces,  (11)  enlarged  Uver,  and  (12)  die 
rote  blutweUe. 

Radiologic  diagnosis 

The  roentgen  diagnosis  of  pulmonary 
infarction  is  late  and  nonspecific.  Pur- 
ported early  signs  are  an  elevation  of  the 
diaphragm  of  the  affected  side  or  distended 
main  pulmonary  trunks  with  a decreased 
caliber  of  the  vessels  below.  After  a time  a 
shadow  may  appear,  but  it  may  be  obscured 
by  the  heart  silhouette,  pleural  effusion  or 
amtecedent  pulmonary  congestion  due  to 
heart  failure.  Hampton  and  Castleman'* 
believe  infarcts  are  found  with  greater  fre- 
quency at  the  junction  of  two  pleural  sur- 
faces and  therefore  the  shadows  are  seen  at 
the  bases  of  the  lungs,  near  the  costo- 
phrenic  sulcus,  at  the  junction  of  contiguous 
lobes,  and  near  the  mediastinum. 

Although  a triangular  shadow  with  the 
apex  toward  the  heart  which  was  described 
in  1923  was  considered  pathognomonic,  the 
infarct  shadow  is  not  distinctive  and  the 
lesion  of  Wessler  and  Jaches^“  is  rare. 
Short^*  stresses  the  triad  —infarct  shadow, 
pleurisy,  and  elevation  of  the  diaphragm. 
The  shadows  which  were  visualized  con- 
stituted a largely  weU-defined  basilar  con- 
solidation, but  others  demonstrated  hazy 
clouding,  streaking,  and  linear  shadows. 
Despite  a reported  high  of  88  per  cent 
roentgen  shadow,  a lack  of  density  was  often 
frustrating,  and  in  several  instances  an 


autopsy  disclosed  an  infarction  which  was 
not  seen  on  the  roentgenogram.  Radiologic 
evidence  of  pleurisy  in  56  per  cent  of  120 
cases  was  demonstrated  by  a pleural  thick- 
ening or  effusion,  often  tucked  in  a costo- 
phrenic  sulcus.  A homolateral  elevation  of 
the  diaphragm  was  striking  in  35  per  cent  of 
cases.  Of  the  infarcts  occurring  in  patients 
with  normal  hearts,  56  per  cent  cleared 
within  two  weeks  and  83  per  cent  cleared 
within  four  weeks.  In  only  20  per  cent  of 
those  patients  with  heart  disease  was  the 
condition  resolved  in  two  weeks,  and  50  per 
cent  had  it  resolved  within  four  weeks. 

Since  the  radiologic  picture  of  pulmonary 
infarction  is  not  characteristic,  mimicking 
pneumonitis  and  neoplasm  among  other 
disease,  and  because  pulmonary  emboli- 
zation can  occur  without  infarction,  casting 
no  shadow,  it  would  seem  good  judgment  to 
concentrate  on  early  therapy  of  a sus- 
picious initiating  peripheral  thrombotic  proc- 
ess rather  than  subject  the  patient  to  dis- 
tressing diagnostic  procedures. 


Electrocardiographic  diagnosis 

Because  the  classic  electrocardiogram  of 
acute  cor  pulmonale  which  was  described  by 
McGinn  and  White  in  1935^^  is  observed  in 
only  7 to]  10  per  cent  of  pulmonary  infarc- 
tions, the  electrocardiogram  has  lost  favor 
in  the  diagnosis  of  pulmonary  thrombo- 
embolic disease.  But  realizing  that  electro- 
cardiographic alterations  may  be  early  and 
transient  and  thus  missed,  a judicious 
utilization  of  this  facility  may  prove  helpful. 
That  electrocardiographic  alterations  may 
result  from  pulmonary  embolus  without 
infarction  has  been  noted  by  Currens  and 
Barnes. Sudden  death  from  pulmonary 
embolism  is  explained  on  the  basis  of  an 
ischemic  mechanism,  ventricular  fibrillation. 
Consequently,  emboh  which  are  too  small  to 
effect  pulmonary  obstruction  have  proved 
rapidly  fatal.  Thus,  significant  but  non- 
specific abnormahties  have  been  encoimtered 
in  70  per  cent  of  pulmonary  infarctions 
when  sought  vigilantly,  and  often  these 
abnormalities  assume  the  following  patterns. 

Group  I.  Many  electrocardiograms,  if 
they  are  not  recorded  fortuitously  during  a 
propitious  phase,  will  be  normal  except  for 
sinus  tachycardia  out  of  proportion  to  fever, 
evidence  of  infectious  disease,  or  heart 
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failure.  Other  cardiograms  may  disclose 
.ectopic  rhythm  as  paroxysmal  atrial  tachy- 
cardia and  refractory  atrial  fibrillation  or 
flutter. 

Group  II.  The  classic  electrocardiogram 
of  McGinn  and  White, attributed  to  acute 
cor  pulmonale  caused  by  pulmonary  hyper- 
tension, is  characterized  by  prominent  Si  and 
Qa,  a depression  of  RS-T]  and  RS-T2  with 
staircase  ascent,  and  inverted  T3.  This 
pattern  is  invariably  associated  with  mas- 
sive embolism,  but  when  the  emboli  are 
small,  it  can  be  accoimted  for  by  a reflex 
vasoconstriction  of  the  pulmonary  circu- 
lation. 

Group  III.  Pure  right  axis  deviation  is  a 
more  common  variant  of  acute  pulmonary 
hypertension.  The  accepted  pattern  of 
right  ventricular  strain  is  due  more  to  the 
clockwise  rotation  of  the  heart  around  the 
vascular  pedicle  than  to  actual  right  ventric- 
ular hypertrophy  or  dilatation.  The  sud- 
den appearance  of  right  axis  deviation  and 
tall  R waves  in  the  right  and  S waves  in  the 
left  precordial  leads  with  displacement  of 
the  transitional  zone  to  the  left  is  strong 
evidence  for  pulmonary  embolism.  The 
only  other  acute  condition  which  produces 
right  axis  deviation  is  anterior  wall  myo- 
cardial infarction,  but  the  latter  is  accom- 
panied by  Qi  rather  than 

Group  IV.  Acute  right  ventricular  strain 
of  pulmonary  embolism  may  be  manifested 
by  a transient  right  bundle  branch  block  of 
the  broad  S pattern.  According  to  Wilson, 
Rosenbaum,  and  Johnston,^®  right  bundle 
branch  block  in  cases  of  cor  pulmonale  is 
caused  by  a decreased  density  of  the 
junctions  between  Purkinje  fibers  and  ordi- 
nary muscle  in  certain  areas,  as  a result  of 
dilatation. 

Group  V.  Inverted  T waves  over  the 
right  precordial  leads  are  often  misinter- 
preted as  “myocardial  infarction.”  How- 
ever, the  rapid  return  to  normal  upright  T 
waves  should  cast  doubt  on  a primary  is- 
chemic myocardial  process. 

Group  VI.  An  ischemic  myocardium 
from  acute  prolonged,  physiologic,  non- 
occlusive coronary  artery  insufficiency  can 
produce  RS-T  segment  depression  and 
T-wave  inversion  in  many  leads.  Dack, 
et  in  autopsied  cases,  outlined  these 

alterations  in  pulmonary  embolism  and 
noted  subendocardial  patchy  necrosis  largely 
limited  to  the  left  ventricle  and  left  papillary 


muscle.  The  deficient  irrigation  of  the 
coronary  system  in  the  presence  of  physio- 
logic patent  arteries  was  related  to  shock 
resulting  from  increased  pulmonary  pressure 
and  the  reflex  lowering  of  systemic  pressiu-e. 

Group  VII.  More  extensive  ischemic 
myocardial  damage  in  acute  pulmonary 
embolism  has  been  delineated  by  Currens 
and  Barnes  in  cases  of  myocardial  in- 
farction without  coronary  occlusion.  The 
ischemic  necrosis  has  been  ascribed  to  in- 
creased right  ventricular  pressure  and  dif- 
ferential pressure  gradients  interfering  with 
venous  thebesian  return  into  the  right 
ventricle  and,  therefore,  an  appreciable 
diminution  of  the  coronary  flow  to  the  right 
side  of  the  heart.  The  combined  effect  of 
increased  work  of  the  right  ventricle  and 
decreased  coronary  flow  accounts  for  the 
nontransmural  ischemia  without  resorting 
to  a pulmonocoronary  reflex.  It  follows, 
therefore,  that  the  electrocardiogram  often 
simulates  posterior  wall  myocardial  in- 
farction,*^ but  may  be  differentiated  by  a 
normal  QRS  in  aVf,  according  to  Wessler, 
Cohen,  and  Fleischner**  or  more  frequently 
by  rapid  disappearance  of  Qj  and  a persist- 
ence of  inverted  T3.  When  an  electro- 
cardiogram is  suggestive  of  posterior  waU 
infarction  in  the  limb  leads  and  anterior 
infarction  in  the  precordial  leads,  beware  of 
pulmonary  embolization.  Thus,  Love, 
Brugler,  and  Winslow**  observed  a depres- 
sion of  RS-Ti  and  RS-T2  with  an  inverted 
coronary  T3  and  an  inverted  T in  the 
right  precordial  leads.  Often,  in  addition, 
RS-T3,  Vi,  and  V2  are  elevated  and  accom- 
panied by  Q3  and  Si. 

Group  VIII.  Classic  transmural  myo- 
cardial infarction  occurs,  but  it  is  rare  and 
probably  is  superimposed  on  existing  ste- 
notic coronary  artery  disease.  Seriatum  elec- 
trocardiograms will  reveal  the  accepted 
pattern  of  transmural  myocardial  infarction. 


Enzymatic  diagnosis 

Enzymatic  biologic  assays  are  now  an 
important  facet  of  our  diagnostic  armamen- 
tarium. The  value  of  serum  glutamic  oxal- 
acetic  transaminase  and  lactic  dehydro- 
genase in  ischemic  myocardial  disease  and 
serum  glutamic  pyruvic  transaminase  in 
hepatic  disease  are  accepted.  Wacker  and 
Snodgrass**  noted  a pertinent  rise  in  serum 
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LDH  (lactic  acid  dehydrogenase)  in  patients 
with  pulmonary  embolism  or  infarction. 
In  their  opinion,  a triad^ — ^an  elevated  serum 
LDH,  normal  SGOT  (serum  glutamic  ox- 
alacetic  transaminase)  and  hyperbiliruhi- 
nemia- — may  be  specific  for  pulmonairy  in- 
farction. In  those  conditions  which  are 
most  apt  to  be  confused  with  pulmonary 
infarction,  pleuritis,  and  pneumonia,  a rise 
of  neither  LDH  or  SGOT  occurs.  Mac- 
Donald, Simpson,  and  Nossal  in  1957, 
in  8 patients  with  primary  pulmonary  dis- 
ease including  lobar  pneumonia,  found 
normal  values  except  for  one  elevation  in 
pulmonary  infarction.  The  investigations 
of  Goldstein,  Israel,  and  Sehgson^*  disclosed 
normal  SGOT  levels  in  uncomphcated  pul- 
monary infarction,  and  this  was  established 
experimentally  by  Agress,  Glassner,  and 
Jacobs.®^  In  appreciable  myocardial  in- 
farction both  SGOT  and  LDH  serum  con- 
centrations increase  in  characteristic  chrono- 
logic patterns.  Many  other  acute  con- 
ditions, at  times  clinically  simulating  pul- 
monary embolism  as  acute  cholecystitis  and 
peptic  ulcer,  have  normal  LDH  values. 
Snodgrass,  et  al.  in  a review  of  the  literature 
rarely  found  LDH  elevations  in  acute 
cholecystitis  without  an  obstruction  or  a 
peptic  ulcer,  but  they  observed  increased 
values  in  acute  pancreatitis  and  perforation 
of  a viscus,  with  peritonitis  and  infarction 
of  the  liver,  spleen,  or  bowel.  Our  limited 
experience  tends  to  confirm  normal  SGOT 
values  and  an  increase  in  LDH  in  uncompli- 
cated pulmonary  infarction,  but  normal 
values  have  also  been  observed  in  clinically 
well-estabUshed  pulmonary  infarction 
(shown  later  in  this  report  in  Case  15). 
Moreover,  we  have  observed  slight  to  ap- 
preciable elevations  of  SGOT  in  pulmonary 
infarction,  accompanied  by  variable  ischemic 
myocardial  necrosis  caused  by  the  mecha- 
nism described  previously. 

The  value  of  serum  enzymes  in  differential 
diagnosis  has  been  augmented  by  quanti- 
tating isoenzyme  patterns  in  myocardial 
infarction.  Wroblewski,  Ross,  and  Greg- 
ory,’® having  learned  that  enzyme  activity 
consists  of  several  distinct  components  and 
that  five  electrophoretically  distinct  forms  of 
LDH  had  been  isolated,  reported  a pathog- 
nomonic LDH  isoenzyme  pattern  in  myo- 
cardied  infarction.  For  instance  heart  mus- 
cle contains  LD4  and  LDs,  with  a prepon- 
derance of  LDs.  No  other  human  tissue 


studied  had  the  same  isoenzyme  pattern. 
In  myocardial  necrosis  this  was  reflected  in 
the  serum  isoenzyme  pattern.  Further 
studies  by  these  investigators  are  antici- 
pated on  other  organs,  as  in  pulmonary 
infarction. 

Definitive  therapy 
of  pulmonary  infarction 

Definitive  therapy  of  the  pulmonary 
embolus  by  itself  has  not  been  heretofore 
fruitful.  Although  DeTakats,  Beck,  and 
Fenn,’®  working  experimentally  with  dogs, 
proved  the  value  of  intravenous  papaverine 
and  atropine,  in  human  beings  such  meas- 
ures have  proved  disappointing.  Advocates 
of  pulmonary  embolectomy  are  few  be- 
cause in  most  cases  the  emboli  are  multiple, 
and  this  technically  extensive  and  radical 
procedure  in  a critically  iU  individual  is 
exceedingly  hazardous.  Modem  accessible 
technics  may  auger  well  for  the  future. 
Successful  surgical  treatment  of  1 case  of 
acute  massive  pulmonary  embolus  using 
temporary  cardiopulmonary  bypass  has 
been  reported  recently  by  Cooley,  Beall,  and 
Alexander.”  However,  as  in  any  operation, 
the  danger  involved  in  the  operation  must 
be  less  than  the  danger  to  life  without  the 
operation.  And  so,  in  most  hands,  only 
supportive  measures  including  sedation  and 
oxygen  seem  indicated.  Digitalis  is  of 
doubtful  benefit  in  acute  cor  pulmonale. 
Experimentally  in  dogs  simple  veno-arterial 
perfusion  relieved  dilatation  of  the  right 
ventricle  and  reduced  markedly  the  mor- 
tality in  acute  pulmonary  embolism. 

Prophylactic  therapy 
of  pulmonary  infarction 

The  best  treatment  of  pulmonary  emboli- 
zation is  the  prevention  of  leg  vein  throm- 
bosis. The  limitation  of  normal  activity 
inflicted  by  the  patient’s  disease,  the 
physician,  or  restrictions  of  hospitalization 
pre-empts  all  other  etiologic  factors.  Of  the 
three  mechanisms  which  are  responsible  for 
thrombosis,  stasis  is  more  dominant  than 
intimal  damage  or  increased  coagulability 
of  the  blood.  Prolonged  sitting  in  the  air 
raid  shelters  of  London  during  the  war 
years  produced  quiet  thrombosis  of  the  deep 
calf  veins  and  resulted  in  a marked  increase 
in  pulmonary  infarction  in  the  general  popu- 
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lation.  Preoperative  ambulation  is  as  vital 
as  postoperative  ambulation.  Powers,  in 
an  analysis  of  1,519  patients  following  major 
surgery,  concluded  that  active  early  ambu- 
lation (walking)  reduced  fatal  embolism  by 
50  per  cent.  Anderson  and  Shieldsi“  postu- 
late that  the  inability  to  control  post- 
operative pulmonary  embohzation  by  early 
ambulation  may  represent  failure  to  recog- 
nize a thrombotic  process  preceding  surgery. 
The  custom  of  “dangling”  is  mentioned  only 
to  condemn  it.  This,  like  sitting,  enhances 
venous  stasis.  Elastic  stockings,  apphed 
routinely  to  hospital  patients  over  twenty- 
five  years  of  age  in  a series  of  5,467  medical, 
surgical,  and  obstetric  patients,  reduced  by 
50  per  cent  the  expected  incidence  of  fatal 
pulmonary  embolism. 

Definitive  therapy 
of  leg  vein  thrombosis 

In  superficial  thrombophlebitis  Stein  and 
later  Kimsey^^  reported  that  local  pain, 
tenderness,  and  swelling  subsided  and  febrile 
constitutional  reaction  was  dissipated  with 
intensive  phenylbutazone  therapy  of  one 
week’s  dinration.  No  toxic  effects  were 
observed  with  the  patients  under  meticulous 
clinical  and  laboratory  surveillance.  De- 
spite such  sanguine  anti-inflammatory  effects, 
it  is  well  to  emphasize  that  superficial 
thrombophlebitis  is  seldom.  If  ever,  at- 
tended by  embohc  phenomena,  and  the  use 
of  phenylbutazone  in  deep  vein  thrombosis 
could  not  conceivably  prevent  embolization. 
In  fact,  when  phenylbutazone  is  employed 
in  deep  vein  thrombosis,  a lack  of  effect  on 
the  clot  is  manifested  by  persistent  swelling 
distal  to  the  obstructed  segment.  For  deep 
leg  vein  thrombosis  symptomatic  therapy 
including  rest,  elevation,  and  warm  moist 
packs  is  employed.  When  the  swelhng  dis- 
appears, ambulation  is  permitted  with  the 
support  of  an  elastic  bandage. 

Leg  vein  interruption 

When  the  thrombotic  process  has  been 
diagnosed  or  surmised,  there  are  many 
avenues  of  therapy.  It  is  well  to  bear  in 
mind  that  the  difference  between  phlebo- 
thrombosis  and  thrombophlebitis  is  aca- 
demic and  both  are  potentially  lethal. 
Proponents  of  bilateral  femoral  vein  inter- 
ruption enthusiastically  proclaim  a statistical 


benefit.  Byrne,  in  a study  of  970  cases  at 
Boston  City  Hospital,  found  surgical  vein 
interruption  superior  to  anticoagulant  ther- 
apy, particularly  in  chronic  predisposing 
states  such  as  cardiac  disease  or  hemiplegia. 
He  recommends  a bilateral  division  of  the 
superficial  femoral  veins  as  soon  as  the 
diagnosis  is  made,  and,  in  the  presence  of 
thigh  signs,  he  divides  the  common  femoral 
veins.  Crane postulates  that  the  appli- 
cation of  either  form  of  therapy  to  large 
groups  of  unselected  consecutive  patients 
will  bring  a failure  rate  of  from  5 to  10  per 
cent,  and  that  this  can  be  reduced  appreci- 
ably if  therapy  is  adapted  to  the  individual 
patient.  Generally,  healthy  patients  mani- 
festing either  venous  thrombosis  or  pul- 
monary embolism  in  a background  of  short- 
term illness  or  injury  will  do  well  with  anti- 
coagulant therapy.  Patients  with  con- 
tinually recurring  or  irreversible  disability 
need  the  long-term  protection  of  venous 
hgation;  some  patients  with  severe  chronic 
illness  need  both.  Fuller,  Robertson,  and 
Smithwick^®  employ  venous  interruption  in 
aU  cases  of  pulmonary  embohzation,  fol- 
lowed by  heparin  anticoagulants. 

However,  statistics  can  be  influenced  by 
the  basic  disease,  and  so  many  persons  are  of 
the  opinion  that  hgation  for  thrombo- 
embolism is  rarely  needed  and  should  be 
employed  only  when  anticoagulants  are 
contraindicated  or  in  rare  instances  where 
embohsm  occurs  in  spite  of  them.^®  Roe 
and  Goldthwait,^^  in  a large-scale  program  of 
femoral  vein  interruptions,  failed  to  alter 
significantly  the  mortality  figiu*es  for  pul- 
monary embohsm.  Agrifogho  and  Ed- 
wards,^* in  demonstrating  the  superiority  of 
hgation  at  common  or  femorad  levels,  noted 
27  instances  of  pulmonary  embohsm  after 
27  ligations  of  the  superficial  femoral  vein 
and  8 after  common  femoral  vein  ligations. 
It  would  seem,  therefore,  that  thrombo- 
embohc  disease  with  pulmonary  infarction  is 
largely  a medical  and  not  surgical  problem. 
The  experiences  at  the  Kingston  Hospital 
tend  to  substantiate  this  dictum  when 
early  adequate  anticoagulant  therapy  is 
employed. 

Anticoagulant  therapy 

Opponents  of  anticoagulant  therapy  base 
their  objection  chiefly  on  this  behef  that 
this  method  cannot  prevent  the  fragile  red 


February  1,  1963  / New  York  State  Journal  of  Medicine  387 


clot  of  venous  thrombosis  from  breaking 
loose.  But  Loewe,  Rosenblatt,  and 
Hirsch,^®  in  animal  experiments,  showed  that 
heparin  causes  this  type  of  clot  to  disappear. 
Statistically,  such  therapy  permits  endo- 
thelialization  while  preventing  fresh  foci 
from  forming,  and  presumably  it  controls 
the  detachment  of  thrombus,  for  emboli- 
zation occurs  only  from  a fresh  thrombus. 

Heparin  has  proved  an  efficient,  safe 
agent  for  the  prevention  of  intravascular 
thrombosis  and  is  more  effective  them  oral 
anticoagulants  in  preventing  thrombosis  of 
stagnant  venous  blood.  When  heparin  is 
administered  early,  adequately,  and  for  a 
proper  length  of  time,  it  is  the  treatment  of 
choice.  Concentrated  sodium  heparin,  100 
mg.  per  cubic  centimeter,  may  be  adminis- 
tered conveniently  by  a deep  subcutaneous 
injection  at  appropriate  intervals.  In  our 
hands  a priming  intravenous  dose  of  50  mg. 
of  heparin,  given  simultaneously  with  50 
mg.  of  heparin  subcutaneously,  is  followed 
by  intermittent  subcutaneous  therapy  of 
guided  doses  of  from  50  to  100  mg.  at 
eight-hour  intervals  for  a minimum  period 
of  ten  days  (Case  15).  The  dosage  of 
heparin  is  adjusted  so  that  the  venous 
clotting  time  from  two  to  four  hours  after 
injection  is  at  least  two  to  three  times  the 
control  and  almost  back  to  normal  before 
the  next  injection.  Others  prefer  the  clot- 
ting time  to  drop  below  twenty-five  minutes 
at  three  and  one-half  hours  after  the  in- 
jection.^ Only  one  check  per  day  is  neces- 
sary for  good  control.  Oral  coumarin 
therapy  is  substituted  on  the  tenth  day  and 
is  continued  for  from  six  to  twelve  weeks. 

Anticoagulation  is  especially  suitable  for 
obstetric  and  gynecologic  thromboses,  since 
ligation  at  a therapeutic  level,  as  the  in- 
ferior vena  cava,  is  attended  by  serious 
morbidity,  as  persistent  lymphedema,  and 
mortality.  Administered  post  partum, 
there  is  no  adverse  effect  on  postpartum 
bleeding.^  The  use  of  anticoagulants  has 
reduced  the  incidence  of  further  thrombosis 
and  embohsm  in  postpartum  cases,^*’^^  and 
there  is  no  evidence  to  indicate  that  nursing 
infants  have  a prothrombin  deficiency  or 
bleeding  while  their  mothers  are  receiving 
Dicumarol  in  therapeutic  amounts,”  but 
the  risk  of  bleeding  is  increased  for  both 
mother  and  fetus  if  anticoagulants  are  used 
during  pregnancy,  particularly  in  the  late 
months.  Although  anticoagulants  cross  the 


placental  barrier  and  animal  experimentation 
implicates  a deleterious  effect  of  coumarin 
derivatives  on  the  fetus,  Mansell,  having 
treated  5 patients  antepartum  with  war- 
farin sodium  with  no  maternal  or  fetal  iU 
effects,  concluded  that  when  moderate  levels 
of  prothrombin  time  (from  25  to  30  seconds) 
are  maintained  vigilantly,  anticoagulant 
therapy  is  a safe  procedure. 

Anticoagulant  therapy  in  patients  who 
are  about  to  undergo  surgery  or  who  have 
experienced  a pulmonary  infarction  soon 
after  major  surgery  is  open  to  much  con- 
troversy. Barker^’  found  no  objections  to 
its  use  on  the  third  postoperative  day. 
Behrman  and  Wright®^  recommended  a 
level  of  from  22  to  25  seconds,  with  a 
normal  of  15  seconds  in  patients  on  long- 
term anticoagulant  therapy  during  such 
dental  surgery  as  extractions,  alveolotomies, 
and  drainage  of  abscesses.  In  general, 
surgery  indicated  the  need  for  special  caution 
in  the  use  of  anticoagulants  only  in  pro- 
cedures leaving  raw  surfaces,  procedures 
with  tube  drainage,  and  after  operations  on 
the  brain  and  the  spinal  cord.  In  cardiac 
surgery,  especially  in  the  presence  of  atrial 
fibrillation,  preoperative  antithrombolic  ther- 
apy is  employed  and  maintained  through 
the  operative  and  postoperative  periods, 
with  most  authorities  favoring  a conserva- 
tive prothrombin  level  of  from  30  to  40  per 
cent.^'^ 

The  American  Medical  Association  Coun- 
cil on  Drugs^^  states  that  anticoagulant 
drugs  “should  not  be  given  to  patients  about 
to  imdergo  surgery.”  Patients  on  long- 
term anticoagulant  therapy  particularly 
pose  a problem.  The  dangers  of  clotting 
and  a so-called  “rebound  phenomenon” 
following  the  sudden  discontinuance  of  anti- 
coagulant therapy  may  be  greater  than  the 
danger  of  hemorrhage  at  surgery.®*  The 
American  Heart  Association®*  in  major 
surgical  procedures  recommends  the  follow- 
ing: 

If  the  surgery  is  elective  and  can  be  de- 
layed for  several  days,  the  anticoagulant 
should  be  discontinued,  the  prothrombin  time 
determined  daily,  and  the  operation  per- 
formed when  the  prothrombic  activity  rises 
about  30  per  cent.  It  is  agreed  generally  that 
inordinate  bleeding  will  not  occur  at  or  above 
this  level.  Therapy  can  be  resumed  on  the 
day  of  surgery  and  followed  daily  until 
“therapeutic”  levels  are  obtained  again.  If 
the  surgery  cannot  be  delayed,  the  adminis- 
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FIGURE  1.  Case  1.  (A)  Roentgenogram  of  chest  of  patient  showing  elevation  of  leaves  of  diaphragm  and 
pleural  effusion  on  right,  obliterating  right  costophrenic  angle;  (B)  electrocardiogram  of  patient  shov/ing 
evidence  of  remote  anterior  wall  myocardial  infarction  with  recent  atrial  fibrillation. 


tration  of  a small  dose  of  vitamin  Ki  (5  mg.) 
will  hasten  the  return  of  prothromhic  ac- 
tivity. In  any  event,  surgery  should  be  done 
only  after  the  prothrombin  determination  in- 
dicates that  it  is  safe  to  proceed.  (Some  in- 
vestigators, however,  believe  that  minor  pro- 
cedures can  be  performed  safely  at  the  “thera- 
peutic” range  of  prothromhic  activity.)  In 
case  of  an  emergency  operation,  prompt  cor- 
rection of  the  drug-induced  defect  can  be 
achieved  by  transfusion  with  blood  or  plasma, 
supplemented  by  intravenous  vitamin  Ki 
(25  to  50  mg.) . The  amount  administered 
should  be  sufficient  to  assure  a prothromhic 
activity  of  at  least  30  per  cent.  In  an 
average  adult,  3 to  4 units  of  blood  or  plasma 
are  likely  to  be  necessary.  As  to  the  resump- 
tion of  anticoagulant  therapy,  special  caution 
is  indicated  in  surgery  involving  the  lung, 
prostate,  biliary  tract,  and  extensive  raw  sur- 
faces, and  it  is  advisable  to  wait  longer  in  eye 
or  brain  surgery  because  even  minor  bleeding 
in  these  organs  may  have  dire  consequences. 

Others®”  make  the  following  recommen- 
dations: 

1.  Prior  to  elective  surgery,  anticoagu- 
lants should  be  discontinued  in  most 
patients  who  have  been  on  long-term  anti- 
coagulant therapy  and  resumed  from  thirty- 
six  to  forty-eight  hours  after  surgery.  In 
the  occasional  patient  in  whom  the  risk  of 
discontinuing  anticoagulants  appears  exces- 
sive, oral  drugs  should  be  reduced  and 
stopped,  and  intravenous  heparin  should  be 
substituted. 


2.  In  emergency  surgery  in  patients  on 
oral  anticoagulant  drugs,  about  50  mg.  of 
vitamin  Ki  are  given  intravenously  to 
restore  normal  prothrombin  activity,  and 
heparin  is  then  substituted  for  the  oral 
drugs.  Therapy  is  usually  controlled  more 
easily  and  accurately  with  heparin  than  with 
oral  anticoagulant  drugs,  and  it  is  probably 
safer.  Protamine  sulfate  should  be  avail- 
able at  all  times  to  neutralize  the  excessive 
anticlotting  effects  of  heparin.  Following 
the  recovery  from  surgery,  at  about  the 
time  when  the  sutures  are  removed,  oral 
anticoagulant  drugs  can  be  restored. 

Fibrinolytic  therapy 

Anticoagulant  therapy  professedly  pre- 
vents an  extension  and  fragmentation  of  the 
thrombus,  but  the  principal  objection  to  its 
use  has  been  the  inability  to  dissolve  the 
clot.®i  Although  the  dissolution  of  an 
intravascular  protein  thrombus  by  a proteo- 
lytic enzyme  would  appear  a rational  pro- 
cedure, Taylor,  Overman,  and  Wright  in 
195462  demonstrated  that  available  crys- 
talline trypsin  (Chymar),  administered  in- 
travenously, had  no  therapeutic  effect  on 
artificially  induced  intravascular  thrombi 
and  was  accompanied  by  grave  dangers  of 
focal  necrosis  of  the  heart  and,  therefore,  it 
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FIGURE  2.  Case  2.  (A)  Roentgenogram  of  chest  showing  wedge-shaped  area  of  infiltration  in  upper 
lobe^of  the  left  lung  suggesting  pneumonitis  (arrow);  (B)  electrocardiographic  abnormalities  included 
Q2,  Q,  and^aVf,  with  slightly  elevated  RS-T  and  TV2  inversion. 


is  not  justified  in  therapeutic  doses  in  man. 
Innerfield,  Angrist,  and  Schwarz®’  in  human 
studies  stressed  an  anti-inflammatory  effect 
of  trypsin  given  intravenously  rather  than  a 
thrombolytic  one.  Hume,®^  experimenting 
with  several  agents  in  dissolving  radioactive 
pulmonary  emboH,  discovered  an  unpre- 
dictable thrombolytic  activity.  Fletcher, 
et  al.^^  demonstrated  that  actase,  a fibrino- 
lytic agent  combining  small  quantities  of 
streptokinase  and  human  plasmin  in  a 
recommended  dose  failed  to  enhance  the 
clot-dissolving  ability  of  the  plasma. 

A cuirently  available  thrombolytic  agent 
purportedly  actively  dissolves  thrombi  with- 
out untoward  side-effects.  Recent  studies 
tend  to  confirm  the  value  of  such  therapy 
for  peripheral  venous  occlusion  and  pul- 
monary embolization.®®  Thrombolysin  has 
appeared  safe  and  effective  in  over  1,000 
patients.®®  The  agent,  a streptokinase- 
activated  human  fibrinolysin,  was  adminis- 
tered intravenously  in  a total  average  daily 
dose  of  1,400,000  units.  After  a loading 
dose  of  200,000  units,  thereafter  200,000 
units  every  four  hours,  it  was  apparently 
maintained  at  therapeutic  levels.®®  The 
prothrombin  time  was  reportedly  a good 
safeguard,  with  the  obj'ect  of  maintaining  a 
level  of  from  30  to  40  per  cent  of  normal. 
Following  twenty-four  to  forty -eight  hours 


of  fibrinolysin  therapy,  heparin  therapy  was 
recommended  for  ten  days,  and  thereafter 
oral  anticoagulants  were  prescribed  for 
from  six  to  twelve  weeks.  The  failure  to 
influence  clots  of  longer  than  forty-eight  to 
seventy-two  hours  stressed  the  need  of 
early  diagnosis  and  treatment.  It  is  hoped 
that  in  the  near  future  more  confirmatory 
data  will  be  available.  Fibrinolytic  therapy 
has  tremendous,  theoretic  potential  value  in 
thrombo-embolic  disease,  but  more  respon- 
sible methods  of  monitoring  the  response  in 
the  circulating  blood,  with  appropriate 
adjustment  of  dosage,  seem  indicated  before 
advocating  its  general  use  with  confidence.®’ 

The  following  are  accounts  of  15  cases. 

Case  reports 

Case  1.  A seventy-seven-year-old  white 
female  with  coronary  atherosclerotic  heart  dis- 
ease, remote  myocardial  infarction,  chronic  con- 
gestive heart  failure,  and  regular  sinus  rhythm 
experienced  an  abrupt  onset  of  pulmonary 
edema  and  refractory  atrial  fibrillation.  A 
roentgenogram  of  the  chest  (Fig.  lA)  disclosed 
an  elevation  of  the  leaves  of  the  diaphragm  and 
a pleural  effusion  on  the  right,  obliterating  the 
right  costophrenic  angle,  in  addition  to  a pre- 
viously noted  pleural  thickening  and  an  oblit- 
eration of  the  left  costophrenic  angle.  An  elec- 
trocardiogram (Fig.  IB)  revealed  evidence  of  a 
remote  anterior  wall  myocardial  infarction  with 
recent  atrial  fibrillation  and,  because  of  the  lat- 
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FIGURE  3.  Case  3.  (A)  Roentgenogram  of  chest  of  patient  thirty-six  hours  postoperatively,  showing 
patchy  areas  of  infiltration  at  bases  of  lungs  and  small  right  effusion.  (B)  Electrocardiogram  of  patient 
showing  atrial  fibrillation  and  RS-T  segment  depression  in  leads  Viand  V^. 
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FIGURE  4.  Case  4.  (A)  Initial  electrocardiogram  of  patient  showing  inverted  T waves  over  right  precor- 

dium;  (B)  electrocardiogram  of  patient  seventy-two  hours  later,  showing  return  to  normal. 


ter,  it  could  be  classified  in  Group  I.  A normal 
level  of  SGOT  20  units  (normal  levels  at  Kings- 
ton Hospital  are  SGOT  from  20  to  40  units  and 
LDH  from  38  to  236  units)  was  accompanied 
by  an  LDH  of  570  units.  An  autopsy  demon- 
strated recent  multiple  pulmonary  infarctions 
and  an  old  anterior  wall  myocardial  infarction. 


Case  2.  A fifty-two-year-old  white  female, 
during  the  second  week  of  typhoid  fever,  mani- 
fested severe  dyspnea  with  an  unproductive 
cough.  A roentgenographic  wedge-shaped  area 
of  infiltration  in  the  upper  lobe  of  the  left  lung 
(Fig.  2A)  suggested  pneumonitis.  Abnormali- 
ties of  the  electrocardiogram  (Fig.  2B)  in- 
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FIGURE  5.  Case  5.  Electrocardiogram  of  patient 
showing  abnormal  inversions  in  leads  Ti,  T2,  V2,  V4, 
and  Vs. 


eluded  Q),  Q aVf  with  slightly  elevated  RS-T 
and  T V2  inversion  and  might  schematically  be 
classified  in  Group  VII.  A normal  SGOT  (15 
units)  was  accompanied  by  elevation  of  LDH 
(600  units).  An  autopsy  revealed  a pulmonary 
infarction  in  the  area  of  infiltration  delineated 
on  the  roentgenogram. 

Case  3.  A sixty-nine-year-old  white  male 
was  confined  to  absolute  bed  rest  during  eleven- 
day  preoperative  therapy  for  a bleeding  duo- 
denal ulcer.  Thirty-six  hours  postoperatively  an 
abrupt  onset  of  dyspnea  and  chest  pain  was  at- 
tended by  patchy  areas  of  infiltration  at  the 
bases  of  the  lungs,  and  there  was  a small  right 
effusion  (Fig.  3A).  Atrial  fibrillation  and  RS-T 
segment  depression  in  leads  Vs  and  V4  (Fig.  3B) 
might  fall  into  Groups  I and  VI.  Contemplated 
anticoagulant  therapy  was  delayed  “because  of 
a recent  operation.”  At  autopsy  recent  pul- 
monary infarctions  of  the  right  and  left  lungs 
were  noted 

Case  4.  A fifty-year-old  white  male  was 
confined  to  a chair  at  home  for  ten  days  with  a 
fractured  rib  because  recumbency  provoked 
respiratory  embarrassment.  On  the  eleventh 
day  an  insidious  onset  of  chest  pain  was  accom- 
panied by  progressive  dyspnea,  but  there  were 
no  abnormalities  of  the  chest  skiagram.  An  in- 
itial electrocardiogram  (Fig.  4A)  showed  in- 
verted T waves  over  the  right  precordium, 
with  a return  to  the  normal  pattern  in  seventy- 
two  hours  (Fig.  4B) . SGOT  levels  were  normal 
(29  units),  but  LDH  levels  were  increased  (580 
units) . 

Case  5.  An  obese  twenty-four-year-old 
white  female  with  pronounced  varicose  leg  veins 


I 

I 


Vi 


FIGURE  6.  Case  6.  Electrocardiogram  of  patient 
showing  T-wave  inversion  over  right  precordium. 


was  readmitted  ten  days  post  partum  to  the 
hospital  because  of  chills,  fever,  and  cough. 
Roentgenographic  evidence  of  a right  pleural 
effusion  was  associated  with  increased  serum 
LDH  (668  units)  and  normal  SGOT  (15  units) 
from  the  first  through  the  fifth  day.  Electro- 
cardiographic abnormalities,  predominantly  the 
Ti,  T2,  V2,  V4,  and  Vs  inversions  noted  in  Fig- 
ure 5,  persisted  for  two  weeks.  These  marked 
electrocardiographic  aberrations  are  consistent 
with  the  more  extensive  ischemic  myocardial 
damage  anticipated  in  Groups  VII  and  VIII  ex- 
cept for  the  normal  transaminase  levels. 

Case  6.  A forty-nine-year-old  white  male 
was  discharged  from  the  hospital  with  a cast  to 
the  right  leg  ten  days  after  an  operation  of  the 
right  knee,  only  to  return  within  six  days  be- 
cause of  a right  pleuritic  type  of  pain  attended 
by  dyspnea,  profuse  diaphoresis,  and  cough, 
but  no  hemoptysis.  A roentgenogram  demon- 
strated plate-like  atelectasis.  A T-wave  inver- 
sion (Fig.  6)  over  the  right  precordium  returned 
to  normal  within  seventy-two  hours  (Group 
V). 

Case  7.  A forty-nine-year-old  white  female 
on  her  third  posthysterectomy  operative  day 
manifested  profound  shock,  dyspnea,  and  cya- 
nosis without  chest  pain,  hemoptysis,  and  with 
no  Homans  sign.  A left  pleural  effusion  (Fig. 
7A)  was  associated  with  a transient  T-wave  in- 
version over  the  right  precordium  and  sloping 
RS-T2,  RS-Tj,  and  aVf  (Fig.  7B).  The  latter 
might  be  classified  as  Groups  V and  VIII. 

Case  8.  A sixty-four-year-old  white  male 
was  admitted  to  the  hospital  because  of  massive 
gastrointestinal  hemorrhage  and  long-standing 
atrial  fibrillation.  Clinical  improvement  was 
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FIGURE  7.  Case  7.  (A)  Roentgenogram  of  patient  showing  left  pleural  effusion;  (B)  electrocardiogram  of 
patient  showing  transient  T-wave  inversion  over  right  precordium  and  sloping  RS-T2,  RS-T3,  and  aVf. 


I FIGURE  8.  Case  8.  Electrocardiogram  of  patient 
I showing  pronounced  RS-T  V4,  and  V5  depressions. 

noted  following  conventional  therapy  with 
blood  transfusions,  but  within  forty-eight  hours 
severe  chest  pain,  pyrexia,  pleural  rub,  and 
hemoptysis  ensued.  Roentgenograms  revealed 
mottled  densities  of  both  lung  fields,  and  the 
electrocardiogram  (Fig.  8)  pronounced  RS-T 
V4  and  Vs  depressions  comparable  with  Group 
VI. 

Case  9.  A fifty-year-old  white  obese  female 
was  readmitted  to  the  hospital  with  fever. 


FIGURE  9.  Case  9.  Electrocardiogram  showing 
reversion  to  regular  sinus  rhythm  with  persistent 
striking  abnormalities. 

hemoptysis,  and  a pleuritic  type  of  chest  pain 
after  anticoagulant  therapy  at  home  for  bilat- 
eral overt  thrombophlebitis  of  the  leg  veins. 
Lack  of  evidence  of  adequate  prothrombin  de- 
pression and  the  presence  of  pleural  rub  were  as- 
sociated with  profound  respiratory  embarrass- 
ment. An  initial  electrocardiogram  revealing 
atrial  fibrillation  which  reverted  to  regular  sinus 
rhythm  with  persistent  striking  abnormalities 
(Fig.  9)  could  be  classified  as  Group  VII. 
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FIGURE  10.  Case  10.  Electrocardiogram  of  pa- 
tient demonstrating  transient  right  bundle  branch 
block  of  Wilson  pattern. 
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FIGURE  11.  Case  11.  Electrocardiogram  of  pa- 
tient showing  transiently  inverted  T waves  over 
right  precordium. 


Case  10.  A seventy-three-year-old  white 
male  was  hospitalized  because  of  thrombo- 
phlebitis of  three  months  duration.  Following 
five  days  of  bed  rest,  there  was  a sudden  onset  of 
a pleuritic  type  of  chest  pain  accompanied  by 
dyspnea  and  shock,  but  with  no  hemoptysis. 
An  electrocardiogram  (Fig.  10)  demonstrated  a 
transient  right  bundle  branch  block  of  the  Wil- 
son pattern  (Group  IV). 

Case  11.  A sLxty-four-year-old  white  male 
with  a previous  history  of  pulmonary  infarction 
five  years  ago  following  a prostatic  resection 
noted  sudden  dyspnea  and  tachycardia  eighteen 
hours  following  a cystoscopy.  Within  forty- 
eight  hours  roentgenograms  demonstrated  a few 
strands  of  increased  density  in  the  periphery  of 
left  lung  which  had  not  formerly  been  noted. 
An  electrocardiogram  (Fig.  11)  disclosed  tran- 
siently inverted  T waves  over  the  right  pre- 
cordium (Group  V). 

Case  12.  A thirty-two-year-old  white  male 
six  days  postherniorrhaphy  was  afflicted  with 
profound  shock  and  respiratory  embarrassment, 
a pleuritic  type  of  chest  pain,  and  hemopty- 
sis. Subsequently  roentgenograms  disclosed 
mottled  densities  in  the  right  and  left  lung. 
Forty-eight  hours  later  an  electrocardiogram 
(Fig.  12A)  showed  RS-Ti,  V4,  and  Vs  depression 
with  flat  T and  sloping  RS-Tj,  RS-T3,  and  aVf, 
only  to  return  to  a normal  pattern  (Fig.  12B) 
within  forty-eight  hours  (Group  VI) . 

Case  13.  An  eighty-three-year-old  white 
female  entered  the  Kingston  Hospital  because 
of  syncope  with  subsequent  episodes  of  parox- 
ysmal dyspnea  unaccompanied  by  chest  pain, 
cough,  or  hemoptysis.  Forty-eight  hours  later. 


while  eating  breakfast,  she  suddenly  expired. 
A normal  SGOT  test  (16  units)  and  abnormal 
serum  LDH  (510  units)  was  attended  by  an  ab- 
normal electrocardiogram  (Fig.  13)  with  in- 
verted Ta,  T3,  and  aVf  plus  inversions  in  the 
right  precordial  leads  (Group  VII).  An  autopsy 
demonstrated  multiple  pulmonary  infarctions, 
recent  and  remote,  but  no  evidence  of  obstruc- 
tive coronary  artery  disease. 

Case  14.  A fifty-nine-year-old  white  female 
three  days  after  a partial  colon  resection  suf- 
fered a syncopal  attack  unaccompanied  by 
chest  pain,  cough,  hemoptysis,  or  roentgeno- 
graphic  abnormalities.  Within  forty-eight 
hours  the  SGOT  achieved  only  28  units,  but  the 
LDH  was  570  units,  and  an  electrocardio- 
gram (Fig.  14)  demonstrated  abnormalities 
which  were  noted  in  Group  VII  only  to  return 
to  normal  within  ninety-six  hours. 

Case  15.  A thirty-six-year-old  white  female, 
weighing  140  pounds,  was  admitted  to  the 
hospital  because  of  a pleuritic  type  of  left  chest 
pain  of  seventy-two  hours  duration.  Her  left 
leg  had  been  immobilized  for  three  weeks  with  a 
cast  because  of  a fractured  left  tibia.  Roent- 
genograms of  the  lungs  demonstrated  a small 
left  pleural  effusion.  Within  twenty-four  hours 
the  left  chest  pain  was  accompanied  by  a frank 
hemoptysis,  and  the  LDH  was  240  units,  the 
SGOT  was  9 units,  and  the  serum  bilirubin  was 
0.2  mg.  per  100  ml.  Effective  heparinization 
was  accomplished  by  the  immediate  administra- 
tion of  50  mg.  intravenously  and  50  mg.  deep 
subcutaneously,  and  subsequently  75  mg.  deep 
subcutaneously  every  eight  hours.  With  a con- , 
trol  of  eleven  minutes,  after  the  priming  dose  and 
eight  hours  later  75  mg.  subcutaneously  the 
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FIGURE  12.  Case  12.  (A)  Electrocardiogram  of  patient  showing  RS-Ti,  V4,  and  V5  depression  with  flat  T and 
sloping  RS-T2,  RS-T3,  and  aVf;  (B)  electrocadiogram  of  patient  showing  return  to  normal  pattern. 


FIGURE  13.  Case  13.  Abnormal  electrocardio- 
gram of  patient  with  inverted  T2,  T3,  and  aVF  plus 
inversions  in  right  precordial  leads. 
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FIGURE  14.  Case  14.  Electrocardiogram  of  pa- 
tient showing  abnormalities  in  Group  VII. 


venous  clotting  time  four  hours  after  the  latter 
dose  was  thirty-three  minutes,  and  one  hour  be- 
fore the  next  dose  it  was  thirteen  minutes. 
Subsequently,  the  venous  clotting  time  four 
hours  after  each  dose  averaged  twenty-two  min- 
utes and,  at  seven  hours  it  averaged  thirteen 
minutes.  The  patient’s  clinical  course  was  un- 
eventful, and  she  was  discharged  home  after  ten 


days  of  heparin  therapy  had  been  changed  to 
warfarin  sodium  orally. 

Pulmonary  infarction  is  a perilous,  preva- 
lent, preventable  disease.  A high  index  of 
suspicion  with  prompt  therapy  of  the 
initiating,  more  often  than  not  subchnical, 


February  1,  1963  / New  York  State  Journal  of  Medicine  395 


peripheral  venous  thrombus  will  save  many 
hves.  The  relative  merits  of  available 
diagnostic  procedures  including  serum  en- 
zyme levels  and  abnormal  electrocardio- 
grams, mimicking  primary  ischemic  myo- 
cardial disease,  are  stressed.  Definitive 
therapy  should  include  ten  days  of  adequate 
heparinization  followed  by  coumarin  deriva- 
tives for  from  four  to  six  weeks.  Thrombo- 
lytic agents  hold  a promise  of  a brighter 
future  in  thrombo-embolic  disease. 

117  Albany  Avenue 
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Announcement  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at.  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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Eating  is  one  of  man’s  most  fundamental 
biologic  urges.  Anything  that  interferes 
with  its  enjoyment  is  always  a matter  of 
grave  concern  to  the  person  so  afflicted. 
Disturbances  involving  the  esophagus  are 
especially  prone  to  cause  difficulty  in  eating. 
Unfortimately,  there  is  a common  tendency 
to  look  on  the  esophagus  as  nothing  more 
than  a flaccid  tube  through  which  food  and 
drink  pass  on  the  way  from  the  mouth  to 
the  stomach — as  an  organ  that  is  peculiarly 
immune  to  disease  or  disturbances  of  func- 
tion or  is  only  the  occasional  site  for  the 
development  of  carcinoma.  This  concept  is 
not  true.  On  the  contrary,  the  esophagus  is 
a dynamic  organ,  an  organ  that  has  per- 
istaltic activity  similar  to  that  of  the  re- 
mainder of  the  alimentary  tract.  It  is 
subject  to  most  of  the  distinrbances  of  func- 
tion and  diseases  of  the  remainder  of  the 
alimentary  tract,  with  a few  additional  ones 
of  its  own. 

The  peristaltic  activity  of  the  normal 
esophagus  presents  a characteristic  pattern 
that  is  closely  integrated  with  an  intricate 
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mechanism  located  at  the  entrance  and 
exit  of  the  esophagus  which  act  as  sphincters. 
These  sphincters,  which  function  like  photo- 
electric doors,  open  and  close  in  proper  se- 
quence with  the  peristaltic  activity  of  the 
esophagus.  Anything  that  interferes  with 
this  normal  mechanism  invariably  leads  to 
esophageal  disturbances  and  the  production 
of  symptoms.  Certain  disturbances  and 
diseases  of  the  esophagus  cause  character- 
istic alterations  in  the  normal  motility  pat- 
tern. A knowledge  of  the  normal  esophag- 
eal motility  pattern  and  the  pattern  caused 
by  certain  specific  diseases  can  be  of  great 
value  in  a differential  diagnosis. 

A peculiarity  of  esophageal  disease  or 
disturbance  is  that  it  produces  S3anptoms 
that  may  be  manifested  at  considerable 
distance  from  the  site  of  the  trouble.  A 
knowledge  of  the  innervation  of  the 
esophagus  is  of  considerable  value  in  under- 
standing this  peculiarity.  The  esophagus 
receives  its  nerve  supply  primarily  by  way 
of  the  vagus  nerve  and  the  sympathetic 
trunk.  Afferent  sensory  fibers  are  carried 
chiefly  by  way  of  the  sympathetic  trunk, 
but  they  may  also  be  present  in  the  vagus 
nerve.  Pain  originating  in  the  esophagus 
can  be  referred  from  the  sympathetic  trimk 
back  to  the  same  segment  of  the  body  from 
which  it  originated,  but  it  can  also  be  trans- 
mitted both  up  and  down  the  sympathetic 
trunk  to  an  entirely  different  level.  Lesions 
involving  the  lower  end  of  the  esophagus 
may  cause  symptoms  in  the  upper  end  and 
vice  versa.  In  addition,  it  is  possible  for 
the  afferent  sensory  fibers  in  the  vagus 
nerve  to  cause  symptoms  to  be  manifested 
at  a considerable  distance  from  the  site  of 
the  lesion. 

A third  pathway  for  the  transmission  of 
pain  due  to  esophageal  disease,  especially 
pain  from  the  lower  part  of  the  esophagus, 
is  by  way  of  the  phrenic  nerves.  These 
nerves  originate  from  the  third,  fourth,  and 
fifth  spinal  nerves  and  supply  the  surface 
of  the  diaphragm  surroimding  the  eso- 
phageal hiatus.  They  may  also  supply 
fibers  to  the  lower  end  of  the  esophagus. 
Disturbances  of  the  lower  end  of  the 
esophagus  may  cause  impulses  to  be  referred 
up  the  phrenic  nerves  and  thence  by  way  of 
the  third,  fourth,  and  fifth  spinal  nerves 
down  into  the  arm  to  cause  pain  closely 
simulating  that  which  is  often  noted  in 
association  with  coronary  heart  disease. 
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THE  ESOPHAGUS  has  peristaltic  activity 
similar  to  that  of  the  remainder  of  the  ali- 
mentary tract.  Anything  that  interferes 
with  the  normal  mechanism  of  the  sphincters 
which  open  and  close  in  proper  sequence 
with  the  peristaltic  activity  of  the  esophagus 
leads  to  esophageal  disturbances  and  the 
production  of  symptoms.  The  causes  of  such 
disturbances  include  carcinoma  of  the  esoph- 
agus, esophageal  hiatal  hernia,  achalasia 
of  the  esophagus,  diffuse  spasm  of  the  esoph- 
agus, benign  stricture  of  the  esophagus, 
scleroderma,  diverticulum  of  the  esophagus, 
esophagitis,  and  benign  tumors  of  the  esoph- 
agus. 


Carcinoma  of  esophagus 

What  are  some  of  the  more  common  eso- 
phageal disorders  and  how  may  they  be 
identified  most  readily  and  treated?  Car- 
cinoma of  the  esophagus  is  one  of  the  most 
distressing  of  such  disorders.  As  in  car- 
cinoma elsewhere  in  the  body,  an  early 
diagnosis  is  important  for  successful  treat- 
ment. It  is  unfortunate  indeed  that  car- 
cinoma of  the  esophagus  often  becomes 
inoperable  before  it  produces  symptoms  of 
sufficient  severity  to  attract  attention.  This 
is  due  to  the  fact  that  this  organ  has  the 
ability  to  accommodate  itself  to  a tumor 
involving  the  lumen  until  the  tumor  has 
attained  sufficient  size  to  cause  obstruction. 
By  this  time  the  tumor  has  often  become  in- 
operable. 

Dysphagia  is  usually  the  first  and  most 
common  symptom.  At  first  it  is  noticed 
only  with  the  swallowing  of  large  boluses  of 
food;  with  time,  however,  it  becomes  man- 
ifest when  particles  of  smaller  and  smaller 
size  are  swallowed.  Pain  is  more  often  a 
late  symptom,  and  it  generally  signifies  the 
extension  of  the  lesion  to  structures  sur- 
rounding the  esophagus.  A loss  of  weight 
and  regurgitation  may  also  be  noted. 

AH  too  frequently  dysphagia,  the  very 
first  symptom  caused  by  carcinoma  of  the 
esophagus,  is  disregarded.  This  is  owing 
to  the  fact  that  this  symptom  first  occurs 
with  the  swallowing  of  large  boluses  of  food. 
Automatically  the  patient  immediately  be- 
gins to  masticate  with  greater  care  and  im- 
consciously  avoids  large  boluses  of  food,  so 
that  the  dysphagia  disappears  promptly 
and  nothing  further  is  done.  Consequently, 
days,  weeks,  or  even  months  may  elapse 
before  the  difficulty  with  swallowing  re- 
appears. It  is  therefore  advisable  that 
dysphagia,  even  if  it  is  only  of  short  dura- 
tion, be  investigated  thoroughly  if  carcinoma 
is  to  be  recognized  earher  than  it  has  been  in 
the  past. 

A roentgen  examination  of  the  esophagus 
is  of  paramount  value  in  the  diagnosis  of 
carcinoma  of  the  esophagus.  Lesions  which 
are  located  at  the  esophageal  introitus  and 
at  the  cardia  may  be  especially  difficult  to 
recognize  early.  Negative  roentgen  find- 
ings do  not  rule  out  the  presence  of  such  a 
disease.  Also,  esophagoscopy  is  indicated 
in  all  cases  of  suspected  carcinoma  of  the 
esophagus.  Tissue  as  well  as  secretions 


should  be  removed  from  all  suspicious  le- 
sions for  study  for  carcinoma  cells.  In  rare 
cases  in  which  a roentgen  examination  and 
an  esophagoscopy  have  not  established  the 
diagnosis,  the  passage  of  a sound  over  a 
previously  swallowed  thread  may  disclose 
the  presence  of  a lesion,  and,  in  addition, 
secretion  may  be  obtained  off  the  sound 
which  on  cytologic  study  shows  the  presence 
of  carcinoma  cells. 

Recently  attention  has  been  directed  to 
the  fact  that  carcinoma  of  the  esophagus, 
like  carcinoma  elsewhere  in  the  body,  will 
take  up  hematoporphyrin.  Such  a tumor, 
viewed  under  ultraviolet  fight,  is  fluorescent. 
Furthermore,  new  carcinoma  cells  take  up 
greater  amounts  of  the  hematoporphyrin 
than  do  older  cells;  consequently,  the  periph- 
ery of  a growing  tumor  is  more  fluorescent 
than  its  center.  The  development  of  a sat- 
isfactory technic  might  make  it  possible  not 
only  to  identify  carcinoma  earlier,  but  also 
to  determine  better  the  extent  of  the  in- 
volvement. 

Surgical  treatment  remains  the  treatment 
of  choice  in  most  cases  of  carcinoma  of  the 
esophagus.  The  best  results  are  obtained 
in  squamous-cefi  carcinoma  involving  the 
lower  and  upper  ends  of  the  esophagus,  and 
the  poorest  results  are  obtained  in  carcinoma 
of  the  midesophagus  and  in  adenocarcinoma 
of  the  cardia.  Surgical  treatment  may  also 
be  of  palliative  value;  thus,  palliative  pro- 
cedures such  as  intubation  and  interposition 
operations  may  enable  the  patient  to  swal- 
low. In  certain  patients  radiation  therapy 
has  given  splendid  results,  more  often  of 
short  than  of  long  duration.  This  field  of 
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study  deserves  careful  attention.  A dila- 
tion of  the  esophagus  and  gastrostomy  are 
other  procedures  that  may  afford  temporary 
relief. 

Esophageal  hiatal  hernia 

Esophageal  hiatal  hernia  is  one  of  the 
most  frequent  disorders  involving  the  gas- 
trointestinal tract.  It  has  been  estimated 
that  more  than  12  million  people  in  the 
United  States  have  this  type  of  hernia. 
Fortunately,  not  aU  such  hernias  cause 
symptoms.  In  approximately  50  per  cent  of 
cases  the  hernia  is  asymptomatic,  in  25  per 
cent  there  is  considerable  doubt  that  the 
hernia  accounts  for  the  patient’s  symptoms, 
and  in  the  remaining  25  per  cent  the  hernia 
does  produce  symptoms. 

The  symptoms  produced  by  esophageal 
hiatal  hernia  may  at  times  be  most  bizarre; 
this  has  led  to  its  being  described  as  the 
great  masquerader  of  the  gastrointestinal 
tract.  This  condition  tends  to  occur  most 
often  in  persons  past  middle  age  and  in 
those  people  who  are  somewhat  obese.  It  is 
just  in  patients  of  this  type  that  cholecys- 
titis, peptic  ulcer,  and  coronary  heart 
disease  are  most  likely  to  occur — three 
diseases  that  often  may  be  confused  in  the 
differential  diagnosis  of  hiatal  hernia. 

Why  do  some  esophageal  hiatal  hernias 
cause  symptoms  and  others  do  not?  A 
number  of  factors  are  concerned.  First  is 
the  type  of  hernia.  Many  classifications 
have  been  advanced  dealing  with  this 
problem,  all  of  which  have  some  merit. 
Essentially,  most  hiatal  hernias  are  of  one  or 
another  of  the  three  types. 

The  first  type  is  that  in  which  the 
esophagus  is  of  normal  length  but  the 
stomach  is  herniated  up  through  the 
esophageal  hiatus  into  the  mediastinum 
alongside  the  esophagus.  It  comprises 
approximately  8 per  cent  of  all  hiatal 
hernias  and  represents  what  is  described 
usually  as  a paraesophageal  hiatal  hernia. 

The  second  type  is  that  in  which 
the  esophagus  is  of  normal  length  but,  be- 
cause a portion  of  the  stomach  has  been 
forced  up  through  the  esophageal  hiatus, 
the  esophagus  has  been  displaced  upward 
and  tends  to  plicate  on  itself.  This  type, 
the  most  common  one,  accounts  for  more 
than  80  per  cent  of  cases. 

The  third  type  is  that  in  which  the 


esophagus  is  not  long  enough  to  reach  the  di- 
aphragm, and  a portion  of  the  stomach  is 
present  above  the  diaphragm.  This  type  is 
usually  designated  as  that  of  a short  esophagus 
with  an  intrathoracic  stomach.  Usually  such 
a hernia  is  acquired,  rather  than  being  of  con- 
genital origin.  It  must  be  distinguished  from 
the  so-called  Barrett'  type  of  esophagus  in 
which  the  lower  end  of  the  esophagus  is  lined 
with  gastric  mucosa.  All  three  types  of 
esophageal  hiatal  hernia  may  vary  in  char- 
acter and  may  be  converted  from  one  type  to 
another.  The  short-esophagus  type  with  in- 
trathoracic stomach  is  the  most  likely  to 
cause  symptoms,  while  the  paraesophageal 
type  is  the  least  likely  to  do  so. 

The  second  factor  in  causing  symptoms  is 
the  size  of  the  hernia . Large  hernias  are  more 
likely  to  cause  symptoms  than  are  small 
hernias.  The  third  factor  is  the  presence 
of  other  abdominal  viscera  such  as  a loop  of 
bowel  or  a portion  of  omentum,  liver,  or 
spleen  within  the  hernial  sac.  The  fourth 
and  most  important  factor  is  the  presence  of 
esophagitis,  alone  or  in  association  with 
ulceration. 

Although  esophageal  hiatal  hernia  may  be 
suspected  from,  the  clinical  history  alone,  it 
is  prudent  to  have  confirmatory  evidence 
before  a final  diagnosis  is  made.  A roent- 
genologic examination  of  the  esophagus  and 
stomach  is  one  of  the  easiest  and  most  re- 
liable diagnostic  methods.  However,  even 
in  the  hands  of  the  most  skilled  roentgen- 
ologist, availing  himself  of  every  known  diag- 
nostic technic,  the  hernia  may  escape  detec- 
tion. In  that  event,  should  the  clinical 
picture  suggest  the  presence  of  a hiatal 
hernia,  other  confirmatory  diagnostic  evi- 
dence should  be  sought. 

Esophageal  motility  studies  and  cine- 
fluoroscopy  may  be  of  value  in  detecting  a 
hiatal  hernia.  Esophagoscopy  is  used  not 
only  in  the  diagnosis  of  hiatal  hernia  and  in 
determining  its  type,  but  also  in  the  identi- 
fication of  esophagitis,  ulceration,  and  other 
esophageal  abnormalities.  Carcinoma  of 
the  cardia,  more  prevalent  in  patients  with 
hiatal  hernia,  may  be  difficult  to  identify 
other  than  by  esophagoscopy.  Not  in- 
frequently a foreign  body  may  become  lodged 
in  an  esophageal  hiatal  hernia  and  give  the 
first  indication  of  trouble.  Such  a complica- 
tion may  cause  difficulty  in  the  diagnosis. 
Esophagoscopy  not  only  affords  a means  of 
establishing  the  correct  diagnosis,  but  also 
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provides  a method  for  removing  the  foreign 
body. 

The  treatment  depends  on  the  type  of 
hiatal  hernia  and  the  symptoms  it  produces. 
If  the  hernia  causes  no  clinical  difficulty,  no 
treatment  is  indicated.  AU  other  symptoms 
except  those  associated  with  severe  bleeding, 
obstruction  sufficient  to  interfere  with  proper 
nutrition,  or  severe  esophagitis  with  exten- 
sive ulceration  should  be  given  a thorough 
trial  of  medical  management. 

Adequate  medical  management  consists 
of  having  the  patient  sleep  with  the  head  of 
the  bed  elevated  at  least  11  inches  above  the 
foot  of  the  bed  to  encourage  proper  drainage 
of  the  esophagus  and  discourage  regurgita- 
tion of  the  stomach  contents.  Simply 
elevating  the  patient’s  head  with  pillows 
wiU  not  accomplish  this  purpose.  The 
patient  should  be  instructed  in  the  use  of  a 
bland  diet,  to  eat  small  meals  more  fre- 
quently, and  to  avoid  eating  large  meals, 
especially  before  retiring.  Antacids  and 
antispasmodics  may  be  of  value  but  must  be 
used  discriminately.  Overweight  patients 
should  be  instructed  in  a weight-reducing  diet. 
The  wearing  of  tight  garments  about  the  waist 
and  aU  forms  of  heavy  lifting  should  be 
avoided.  Above  aU,  patients  should  be  in- 
structed in  the  art  of  relaxation  and  in  the 
proper  mastication  of  food. 

Most  patients  with  esophageal  hiatal 
hernia  are  relieved  of  their  symptoms  by 
following  such  a program  of  medical  manage- 
ment. If  symptoms  continue,  and  espe- 
cially if  evidence  of  esophagitis  persists,  a 
surgical  repair  of  the  hernia  is  advisable. 
When  bleeding  or  obstruction  is  severe, 
prompt  surgical  repair  is  indicated. 

Achalasia  of  esophagus 

Achalasia  of  the  esophagus  may  occur  at 
any  period  of  life,  but  more  often  it  begins  in 
early  adulthood.  It  afflicts  men  and  women 
in  almost  equal  proportions.  Dysphagia  is 
generally  the  first  and  most  striking  symp- 
tom. At  first  the  dysphagia  is  usually 
intermittent,  later  becoming  more  constant. 
Regurgitation  and  loss  of  weight  appear  as 
the  degree  of  esophageal  obstruction  in- 
creases. 

The  diagnosis  can  be  made  with  relative 
ease  in  most  cases  from  the  clinical  history 
and  the  roentgenologic  findings  of  a fusiform 
narrowing  of  the  lower  end  of  the  esophagus 


and  dilatation  above  the  narrowing.  Scir- 
rhous carcinoma  of  the  cardia,  a large  in- 
traluminal benign  tumor,  and  a diffuse  spasm 
of  the  esophagus  are  the  disorders  that  are 
most  likely  to  be  confused  roentgenologicaUy 
with  achalasia. 

Should  doubt  exist  as  to  the  diagnosis, 
esophageal  motility  studies  are  of  great 
value.  In  achalasia  the  normal  peristaltic 
wave  is  absent  or  weak  and  irregular,  and 
the  cardia  fails  to  open  with  deglutition. 
Kramer  and  Ingelfinger^  have  pointed  out 
that  in  achalasia  an  intramuscular  injection 
of  10  mg.  of  methachohne  (Mecholyl)  causes 
a tetanic  contraction  of  the  esophagus  in  a 
matter  of  minutes,  a phenomenon  that  can 
be  demonstrated  readily  by  motility  stud- 
ies. The  spasm  is  generally  associated  with 
severe  substernal  pain  which  may  simulate 
closely  the  pain  associated  with  coronary 
heart  disease.  A motility  tracing  pattern 
that  reveals  positive  results  for  achalasia  in 
the  presence  of  a positive  response  to  the 
methachohne  test  enables  one  to  make  a 
diagnosis  of  achalasia  with  certainty,  but  a 
positive  response  to  this  test  in  the  presence 
of  a normal  esophageal  motihty  tracing  will 
not  permit  such  a diagnosis. 

The  treatment  of  achalasia  in  recent  years 
has  undergone  considerable  change.  For 
many  years  a forceful  dilatation  of  the  cardia 
with  instruments  such  as  hydrostatic  di- 
lators, pneumatic  dilators,  mercury  bougies, 
and  mechanical  dilators  was  the  procedure 
of  choice.  It  was  possible  by  these  methods  to 
reUeve  approximately  70  per  cent  of  patients 
of  their  symptoms.  The  remaining  patients 
received  no  benefit  or  only  temporary  rehef. 
One  in  100  patients  so  treated  was  hkely  to 
suffer  a rupture  of  the  esophagus  and  require 
mediastinotomy . 

Earher  surgical  procedures  employed  for 
the  treatment  of  achalasia,  such  as  esoph- 
agogastrectomy,  proved  unsatisfactory 
owing  to  the  high  incidence  of  postoperative 
esophagitis  with  its  production  of  distress- 
ing symptoms  and  complications.  More 
recently,  the  cutting  of  the  circular  muscle 
fibers  of  the  esophagus  at  the  cardia,  as 
advocated  by  Heller,^  or  some  similar  pro- 
cedure has  been  used  more  generally  with 
far  more  satisfactory  results.  Approxi- 
mately 85  per  cent  of  patients  treated  by 
this  method  can  be  relieved  completely  of 
their  s3rmptoms,  and  10  per  cent  can  be 
partly  relieved,  while  the  remainder  are 
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likely  to  continue  to  have  difficulty.  Be- 
cause surgical  treatment  does  not  afford 
complete  relief  in  all  patients  with  achalasia, 
the  choice  of  treatment  must  still  be  in- 
dividualized. It  should  be  pointed  out 
that  dilatation  of  the  cardia  for  achalasia 
of  the  huge  sigmoid  type  is  uniformly  un- 
satisfactory; this  type  must  be  dealt  with 
surgically. 

Diffuse  spasm  of  esophagus 

A diffuse  spasm  of  the  esophagus  is  a 
functional  disorder  characterized  by  ir- 
regular, simultaneous  contractions  involving 
the  lower  third  or  half  of  the  organ.  It  is 
frequently  confused  with  achalasia.  It  may 
occur  at  any  period  in  life,  is  generally 
intermittent  in  its  clinical  manifestations, 
and,  once  it  has  developed,  seldom  disap- 
pears completely.  It  is  much  more  likely 
to  afflict  high-strung,  dynamic  individuals. 

A diffuse  spasm  may  be  sudden  in  onset, 
and  a complete  closure  of  the  esophagus 
lasting  for  several  days  or  even  months  may 
be  the  initial  symptom.  Pain  invariably 
accompanies  the  dysphagia.  Pain,  which 
may  be  severe,  can  occur  in  the  absence  of 
dysphagia.  Often  it  is  located  substernally 
and  may  simulate  the  pain  associated  with 
coronary  heart  disease. 

The  roentgenologic  appearance  of  a dif- 
fuse spasm  of  the  esophagus  is  entirely  dif- 
ferent from  that  of  achalasia.  The  spasm 
affects  the  lower  half  of  the  esophagus  with 
no  associated  evidence  of  dilatation  above 
the  site  of  spasm.  When  symptoms  are 
absent,  the  esophagus  may  appear  entirely 
normal.  If  a patient  is  examined  during  a 
period  of  remission  with  negative  roent- 
genologic findings,  there  is  a common  tend- 
ency to  label  the  patient’s  symptoms  as 
functional. 

Esophageal  motility  studies  are  of  great 
value  in  the  diagnosis.  They  show  char- 
acteristically the  presence  of  simultaneous 
contractions  of  the  esophagus  on  degluti- 
tion. Not  only  are  the  contractions  of 
greater  magnitude  than  the  normal  peri- 
staltic waves,  but  they  may  also  be  of  longer 
duration.  The  most  severe  pain  is  usually 
associated  with  the  prolonged  periods  of 
contraction.  In  contrast  to  its  effect  in 
achalasia,  the  intramuscular  administration 
of  methacholine  does  not  cause  tetanic  con- 
traction of  the  esophagus. 


A rather  simple  procedm-e  that  may  help 
identify  a diffuse  spasm  of  the  esophagus  is 
to  pass  a stomach  tube  or  a sound  over  a 
previously  swallowed  silk  thread  or  other 
guide  through  the  esophagus.  If  diffuse 
spasm  is  present,  the  tube  or  sound  will 
meet  an  obstruction  in  the  lower  part  of  the 
organ.  When  further  gentle  pressure  is 
exerted,  the  obstruction  gradually  gives 
way  and  allows  the  instrument  to  advance 
slowly,  only  to  be  grasped  repeatedly  by  the 
esophagus  on  its  way  through  the  organ. 

In  the  past  the  treatment  of  a diffuse 
spasm  of  the  esophagus  was  highly  unsatis- 
factory. The  use  of  antispasmodic  drugs 
and  the  passage  of  dilators  afforded  only 
temporary  benefit,  together  with  the  pos- 
sibihty  of  aggravating  the  spasm.  In  the 
last  few  years  myotomy,  involving  a long 
segment  of  the  esophagus  similar  to  the  oper- 
ation employed  in  the  treatment  of  achalasia, 
has  given  encouraging  results. 

Benign  stricture  of  esophagus 

Benign  stricture  may  be  due  to  various 
causes.  It  may  be  either  acquired  or  con- 
genital. The  healing  of  any  inflammatory 
lesion  of  the  esophageal  wall  may  reduce  the 
lumen  of  the  tube  and  cause  a stricture  to 
form.  Among  the  most  common  causes  of 
benign  stricture  is  the  ingestion  of  caustic  or 
strong  acid.  It  is  unfortunate  indeed  that  the 
accidental  swallowing  of  lye  most  often  occurs 
in  children.  However,  as  the  result  of  educa- 
tion, legislation,  and  improvement  in  general 
economic  conditions,  this  accident  occurs 
less  frequently.  Other  conditions  that  may 
lead  to  the  development  of  benign  stricture 
include  scarlet  fever,  diphtheria,  typhoid 
fever,  and  regurgitant  esophagitis. 

In  order  for  an  acquired  benign  stricture 
to  form,  the  inflammatory  process  must  in- 
volve the  muscular  layer  of  the  esophagus. 
A superficial  inflammation  that  involves  only 
the  mucous  membrane  will  heal  without  the 
formation  of  a stricture.  Dysphagia  is  the 
dominant  symptom  associated  with  a benign 
stricture.  When  the  esophagus  is  burned 
by  acid  or  alkali,  the  mouth  and  throat  are 
invariably  involved  at  the  same  time.  Dur- 
ing the  acute  inflammatory  stage  preceding 
the  formation  of  the  stricture,  there  may  be 
pain,  fever,  vomiting  of  bloody  material, 
and  dysphagia.  Treatment  depends  on  a 
number  of  factors:  the  stage  in  the  develop- 
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merit  of  the  stricture,  the  extent  of  eso- 
phageal involvement,  and  the  degree  of 
obstruction  which  is  present. 

In  acute  lye  burns  there  are  two  schools 
of  thought  as  to  the  best  method  of  treat- 
ment. The  first  method  recommends  that 
the  esophagus  be  dilated  with  a small 
mercury-filled  bougie  within  the  first  few 
days  after  the  acute  burn  and  that  this  be 
repeated  at  frequent  intervals  with  bougies 
of  increasing  size.  The  second  school  ad- 
vocates placing  the  esophagus  at  rest  for 
the  first  few  days  after  the  burn  and  then 
restricting  the  patient  to  liquids  and  very 
soft  foods  until  the  acute  inflammatory 
process  has  subsided  which  may  require 
from  three  to  six  weeks.  At  the  end  of  this 
period  the  esophagus  is  dilated  at  frequent 
intervals  by  means  of  sounds  of  gradually 
increasing  size  passed  over  a previously 
swallowed  thread  or  by  retrograde  means. 
Most  benign  cicatricial  strictures  can  be 
I cared  for  adequately  by  these  methods.  On 
I occasion,  a benign  stricture  may  not  re- 
spond to  dilatation.  In  such  cases  an  opera- 
tion on  the  esophagus  may  be  necessary. 

Scleroderma 

Scleroderma,  one  of  the  most  interesting  of 
the  coUagen  diseases,  involves  the  esophagus 
in  the  pathologic  process  in  approximately  66 
per  cent  of  cases.  The  primary  pathologic 
changes  are  a thickening  of  the  mucosa  and 
a degeneration  of  the  musculature,  espe- 
cially of  the  lower  three  fourths  of  the  esoph- 
agus. Striking  alterations  occur  in  the 
esophageal  motility  pattern  which  are  char- 
acteristic for  the  disease.  The  primary 
peristaltic  wave  is  usually  absent  in  the 
lower  three  quarters  of  the  esophagus,  and 
the  organ  usually  fails  to  contract.  In  the 
advanced  stages  of  scleroderma  there  is  no 
evidence  of  a zone  of  increased  pressure  be- 
tween the  stomach  and  the  esophagus. 
Consequently,  gastric  contents  are  readily 
regurgitated  into  the  esophagus.  The  loss 
of  contractile  power  of  the  lower  part  of  the 
esophagus  renders  it  powerless  to  expel  the 
gastric  secretion.  Consequently,  esophagitis 
with  a shortening  of  the  esophagus,  hiatal 
hernia,  and  stricture  formation  are  common 
complications. 

Generally  the  diagnosis  of  scleroderma 
with  an  involvement  of  the  esophagus  can 
be  readily  made  on  roentgen  examination 


which  readily  shows  a lack  of  peristalsis  and 
a loss  of  contractile  power  in  the  lower  three 
quarters  of  the  organ.  A loss  of  tone  at  the 
cardia  is  readily  apparent  from  the  ease  with 
which  gastric  contents  can  be  regirrgitated 
into  the  esophagus. 

No  treatment  has  stood  the  test  of  time 
in  the  management  of  scleroderma.  The 
use  of  ACTH  or  adrenal  steroids  has  been 
reported  by  some  observers  to  be  of  value, 
while  others  have  failed  to  observe  any 
benefit  from  their  use.  More  recently  the 
chelating  agents  have  enjoyed  some  use, 
but  with  questionable  benefits. 

Diverticulum  of  esophagus 

The  diverticula  of  the  esophagus  are  of 
two  types:  traction  and  pulsion.  The 

traction  type  results  from  periesophageal 
inflammatory  changes  or  from  the  occurrence 
of  developmental  abnormalities  which  are 
secondary  to  the  separation  of  the  respira- 
tory tract  from  the  primary  esophageal 
tube.  Such  diverticula  do  not  have  a neck, 
are  rarely  symptomatic,  and  usually  are  of 
no  clinical  significance.  Pulsion  diverticula, 
in  contrast  to  traction  diverticula,  always 
have  distinct  necks.  The  neck  is  seldom 
more  than  0.5  cm.  long,  but  it  may  vary 
from  0.5  to  4 or  5 cm.  in  diameter.  These 
diverticula  may  reach  considerable  size, 
some  being  10  cm.  or  more  in  diameter,  and 
they  may  be  single  or  multiple  and  are  lo- 
cated primarily  in  the  lower  10  cm.  of  the 
esophagus.  They  occur  chiefly  as  a result 
of  a neuromuscular  imbalance  as  manifested 
by  an  increase  in  the  tone  of  the  cardia  and 
an  increase  in  intraluminal  pressures.  Hia- 
tal hernia,  achalasia,  and  a diffuse  spasm  of 
the  esophagus  distal  to  the  mouth  of  the 
diverticulinn  are  common  accompaniments. 

Pulsion  diverticula  may  be  entirely  asymp- 
tomatic. In  large  measure,  the  associated 
symptoms  are  mostly  dependent  on  the 
degree  and  type  of  obstruction  present  in  the 
lower  end  of  the  esophagus  and  on  whether 
or  not  there  is  an  associated  esophageal 
hiatal  hernia.  The  most  frequent  symptom 
is  dysphagia.  This  usually  is  mild  and 
intermittent,  but  may  become  severe  and 
constant.  Regurgitation  is  usually  a prom- 
inent symptom,  especially  if  the  pulsion 
diverticulum  is  large.  This  is  most  likely 
to  occur  when  the  patient  assumes  a re- 
cumbent position.  The  material  which  is 
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regurgitated  is  usually  sweet-tasting  unless 
the  diverticulum  is  associated  with  an  hiatal 
hernia,  in  which  case  it  may  contain  gas- 
tric contents.  Occasional  symptoms  are 
epigastric  and  lower-substernal  pain,  cough 
from  aspiration  of  regurgitated  material 
from  the  diverticulum,  and  bleeding.  On 
occasion,  patients  may  note  a gurgling  type 
of  noise  in  the  lower  part  of  the  chest  with 
swallowing;  this  is  due  to  the  forcing  of  air 
out  of  the  diverticuhn. 

The  treatment  of  pulsion  diverticula  of 
the  esophagus  depends  on  the  presence  and 
severity  of  symptoms.  Asymptomatic  di- 
verticula do  not  require  treatment.  A 
surgical  removal  of  the  pulsion  diverticula 
is  the  procedure  of  choice  if  treatment  is 
indicated.  To  obtain  satisfactory  results 
from  surgical  treatment,  it  is  not  only  advis- 
able, but  mandatory,  that  any  hiatal  hernia, 
achalasia,  or  diffuse  spasm  which  is  present 
be  eliminated  at  the  same  time  as  the  diver- 
ticulum. 

Esophagitis 

Esophagitis  is  probably  the  most  frequent 
disorder  of  the  esophagus.  It  may  result 
from  a great  variety  of  conditions.  The 
swallowing  of  hot  liquids  or  of  irritating 
foods  may  produce  it.  Such  reactions  are 
usually  of  short  duration,  disappear  rapidly, 
and  seldom  cause  symptoms.  Esophagitis 
may  be  secondary  to  a debilitating  disease 
or  an  infection  or  may  occur  as  an  allergic 
manifestation.  Anything  that  causes  stag- 
nation of  secretions  and  food  in  the  esoph- 
agus may  cause  esophagitis. 

The  most  persistent  type  of  esophagitis 
and  the  kind  that  is  most  likely  to  cause 
symptoms  is  the  kind  resulting  from  a 
contact  with  gastric  secretions.  Although 
ectopic  gastric  mucosa  is  present  in  ap- 
proximately 20  per  cent  of  all  esophagi,  the 
area  of  ectopic  tissue  is  so  small  that  it  is 
unlikely  to  cause  trouble.  Experimentally 
and  clinically  it  has  been  demonstrated  that 
the  regurgitation  of  gastric  secretions  from 
the  stomach  into  the  esophagus  causes 
esophagitis.  Substernal  pain,  usually  burn- 
ing in  character,  aggravated  by  eating  and 
associated  with  dysphagia,  is  the  most  com- 
mon symptom.  The  pain  which  is  produced 
is  referred  on  occasion  through  to  the  back. 
Bleeding  may  be  associated  with  esophagitis, 
especially  if  ulceration  is  present.  The 


bleeding  is  usually  minimal,  but  occasionally 
it  is  massive. 

The  diagnosis  depends  primarily  on  esoph- 
agoscopy.  It  has  been  demonstrated  that 
if  a 0.1  per  cent  solution  of  hydrochloric 
acid  is  allowed  to  come  into  contact  with 
the  area  of  esophagitis,  the  patient  is  more 
likely  to  experience  pain  than  is  the  normal 
person.  The  treatment  consists  primarily 
in  removing  the  cause.  When  esophagitis 
is  due  to  regurgitation  of  gastric  secretion 
from  the  stomach,  surgical  measures  directed 
toward  increasing  the  valve  action  of  the 
cardia  may  be  required.  Sleeping  with  the 
head  of  the  bed  elevated,  the  avoidance  of 
heavy  meals  before  retiring,  and  the  use  of  a 
bland  diet  are  highly  beneficial. 

Benign  tumors  of  esophagus 

Benign  tumors  of  the  esophagus  are  com- 
paratively rare,  but  they  are  of  interest 
because  of  their  bizarre  manifestations.  For 
purposes  of  description,  they  may  be  clas- 
sified into  two  types,  depending  on  their  site 
of  origin.  Those  tumors  that  arise  from  the 
mucosa  or  submucosa  are  described  as  muco- 
sal, while  those  that  originate  in  the  outer 
coats  of  the  esophagus  are  generally  de- 
scribed as  intramural  extramucosal  tumors. 
Benign  tumors  of  the  esophagus  may  occur 
at  any  period  of  life  but  are  more  often  seen 
after  the  fourth  decade  of  life.  The  in- 
tramural extramucosal  type  occurs  with 
equal  frequency  in  men  and  women.  In 
contrast,  the  mucosal  type  is  more  prev- 
alent in  men.  The  tumors  may  be  single 
or  multiple  and  may  attain  considerable 
size. 

Leiomyoma  is  the  most  common  intra- 
mural extramucosal  esophageal  tumor.  It 
does  not  cause  symptoms  unless  it  encircles 
the  esophagus  completely  or  is  situated  at 
the  esophageal  hiatus  or  at  the  thoracic 
inlet  where  it  can  compress  the  esophagus 
and  cause  dysphagia.  The  diagnosis  of 
intramural  extramucosal  tumors  can  usually 
be  made  from  the  roentgenographic  ap- 
pearance of  the  lesion.  It  is  unwise  to 
remove  tissue  esophagoscopicaUy  from  such 
tumors,  especially  if  a surgical  removal  of 
the  tumor  is  contemplated.  The  reason  for 
this  is  that  a small  opening  may  be  left  in 
an  otherwise  intact  mucosa,  and  with  the 
subsequent  surgical  shelling  out  of  the  tumor 
from  the  muscular  wall  of  the  esophagus  the 
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small  opening  may  escape  detection  and 
remain  as  a source  of  infection.  An  intra- 
mural extramucosal  tumor  should  be  re- 
moved surgically  if  it  causes  symptoms  and 
if  it  is  Ukely  to  undergo  neoplastic  changes. 
Otherwise,  such  a tumor  does  not  require 
treatment. 

The  mucosal  tumors  are  generally  ses- 
sile and  they  frequently  become  pedun- 
culated. This  is  due  to  the  fact  that  such 
tumors  are  subjected  to  the  peristaltic  action 
of  the  esophagus  which  tends  to  elongate 
and  mold  the  tumor  and  give  rise  to  a ped- 
icle which  may  vary  in  length  and  thickness. 
They  are  especially  likely  to  arise  from  the 
upper  end  of  the  esophagus  and  may  ex- 
tend down  to  or  even  through  the  cardia. 
They  are  most  frequently  composed  of  fat 
and  fibrous  tissue. 

Mucosal  tumors  may  be  completely 
asymptomatic.  Larger  tmnors  are  more 
likely  to  have  associated  dysphagia  and  re- 
giugitation.  A most  striking  manifesta- 
tion and  often  the  first  symptom  is  the  sud- 
den regirrgitation  of  a fleshy  mass  into  the 
mouth.  The  patient  invariably  attempts, 
in  his  fright,  to  pull  the  mass  out  of  the 
mouth  or  to  bite  it  off  and,  when  this  is 
not  successful,  to  stuff  the  tumor  back  into 
the  mouth  and  reswaUow  it.  Asphyxiation 
may  occur  from  a blockage  of  the  larynx. 
Regurgitation  of  the  tumor  may  cause  pain 
in  the  region  of  the  throat. 

A roentgen  examination  of  the  esophagus 
and  esophagoscopy  are  the  procedures  of 
choice  in  the  diagnosis  of  benign  mucosal 
tumors  of  the  esophagus.  Treatment  con- 
sists of  surgical  removal.  This  can  be  ac- 
complished by  means  of  esophagoscopy  or 
by  an  open  esophagotomy. 

Conclusion 

It  is  therefore  obvious  that  the  esophagus 
may  be  the  site  of  many  disorders  and  that 
such  disorders,  if  permitted  to  exist  without 
recognition  or  proper  treatment,  may  cause 
much  distress  and  may  even  terminate 
fatally. 
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Discussion 

Arthur  Q.  Penta,  M.D.,*  Schenectady, 
New  York.  Not  to  repeat,  but  rather  to 
emphasize,  some  of  the  important  points 
brought  out  by  Dr.  Moersch  in  his  excellent 
report,  I wish  to  make  the  following  com- 
ments. 

In  his  preliminary  remarks  Dr.  Moersch 
stressed  the  importance  of  the  nervous  in- 
nervation of  the  esophagus.  With  the  organ 
being  supplied  by  the  vagus  and  sympathetic 
trunks,  esophageal  disorders  may  produce 
pain  which  may  radiate  a considerable  dis- 
tance from  the  site  of  the  trouble.  I have 
seen  foreign  bodies  lodged  in  the  esophagus 
produce  pain  which  radiated  up  the  chest, 
shoulders,  and  down  the  arms  which  was  mis- 
taken for  coronary  disease.  During  the 
past  year  I have  seen  several  cases  of 
esophagitis  produce  referred  and  intense 
pain  which  was  difficult  to  differentiate 
from  the  pain  caused  by  coronary  disease. 

To  understand  more  fuUy  the  symptoms, 
diagnosis,  and  treatment  of  esophageal 
disease,  it  is  important  that  one  have  a 
knowledge  of  the  anatomy  of  the  esophagus. 
From  its  fixed  point  at  its  origin  at  the  lower 
border  of  the  cricoid  cartilage,  opposite  the 
sixth  cervical  vertebra, to  its  lower  fixed  point 
at  the  hiatus  of  the  diaphragm,  opposite  the 
eleventh  thoracic  vertebra,  the  esophagus 
is  enclosed  within  the  mediastinal  space. 
Its  course  is  slightly  tortuous,  and  its 
lumen  presents  certain  anatomic  constric- 
tions which  are  of  chnical  importance. 
From  its  allotted  space  in  the  mediastinum, 
the  esophagus  is  subjected  to  extrinsic  pres- 
sure from  the  surrounding  structures.  For 
example,  we  see  a marked  compression  of 
the  esophagus  in  the  thoracic  region  due  to 
an  enlargement  of  the  left  atrium  in  patients 
with  advanced  mitral  stenosis.  We  often 
observe  a compression  of  the  organ  by  an 
enlarged  aortic  arch  and  mediastinal  masses. 
In  the  cervical  segment  the  esophagus  may 
be  compressed  by  enlarged  lymph  nodes, 
posterior  thyroid  enlargement,  carcinoma  of 
the  larynx,  and  large  pharyngopulsion  diver- 
ticula fiUed  with  food.  Although  these 
various  causes  which  produce  an  extrinsic 
compression  of  the  esophagus  rarely  lead  to  a 
serious  obstruction,  in  many  instances  the 

* Director  of  the  Department  of  Broncho-Esophagclr^gy, 
St.  Clare’s  and  Ellis  Hospital.^,  Schenectady,  New  York. 


February  1,  1963  / New  York  State  Journal  of  Medicine  405 


patient  may  experience  painful  sensations 
which  are  referred  to  the  upper  part  of  the 
chest  and  to  the  base  of  the  neck. 

The  esophagus  is  an  amazing  organ  when 
one  considers  that,  intrinsically,  it  is  able 
to  combat  the  daily  constant  irritation  of 
hot  and  cold  foods,  the  trauma  of  improperly 
masticated  food,  and  the  constant  irritation 
of  infective  drainage  material  from  the  upper 
part  of  the  respiratory  tract.  However, 
there  may  come  a time  when  the  delicate 
mucosal  lining  can  no  longer  withstand  this 
trauma,  and  the  ultimate  result  is  the  devel- 
opment of  esophagitis  and  esophageal  dis- 
orders. 

Dr.  Moersch  has  described  a munber  of 
the  common  esophageal  disorders  that  we 
all  see  daily  in  our  practice.  I would  like 
to  make  a comment  on  some  of  these  condi- 
tions and  also  to  discuss  another  condition 
which  I find  in  my  practice,  the  so-caUed 
“lump  in  the  throat,”  usually  caused  by 
cricopharyngeal  dysfunction.  Many  physi- 
cians still  refer  to  this  syndrome  as  globus 
hystericus. 


Lump  in  the  throat 

One  of  the  most  common  of  esophageal 
disorders  is  the  complaint  of  a lump  in  the 
throat.“  Because  of  unsettled  world  condi- 
tions and  the  increasing  tensions  of  every-day 
living,  many  patients  are  seeking  medical 
treatment  for  this  unfortunate  condition. 
In  general,  there  is  a tendency  on  the  part  of 
physicians  to  label  this  dysphagic  disorder 
as  being  functional  in  origin  and  to  consider 
the  poor  suffering  patients  neurotic.  With- 
out a careful  examination  with  every  means 
at  our  disposal,  it  is  dangerous  to  assume 
that  this  symptom  is  purely  functional. 
Local  inflammatory  and  early  neoplastic 
processes  about  the  pharynx  and  the  base  of 
the  tongue,  hyperplastic  lymphoplasia  of 
the  pharynx,  and  an  involvement  of  the 
pyriform  sinuses  may  lead  to  pharyngeal 
and  obstructive  spasms.  Every  patient 
who  presents  the  symptom  of  swallowing 
over  a lump  should  have  the  benefit  of  a 
radiologic  examination  of  the  chest,  a barium 
esophageal  study,  and  a diagnostic  esopha- 
goscopy.  By  using  all  the  means  at  our 
disposal,  we  may  arrive  at  a proper  diagnosis 
and  institute  the  necessary  form  of  treat- 
ment. 


Carcinoma  of  esophagus 

Carcinoma  of  the  esophagus  has  been  so 
well  covered  by  the  previous  speakers  that 
my  comments  will  be  very  brief. 

In  the  past  thirty  years,  during  which  time 
I have  performed  esophagoscopies  on  a large 
number  of  patients  with  carcinoma  of  the 
esophagus,  I regret  to  say  that  the  majority 
of  the  patients  referred  to  me  had  late  man- 
ifestations of  the  disease  and  were  beyond 
any  hope  of  surgical  intervention.  Today, 
when  we  are  making  every  effort  to  have  the 
general  public  undergo  a periodic  cancer 
examination,  we  advocate  that  a routine 
esophagoscopic  examination  be  included  as 
a part  of  the  cancer  detection  process. 

Benign  strictures  of  esophagus 

The  appearance  of  inflammatory  and  lye 
strictures  of  the  esophagus  has  been  well 
covered  by  Dr.  Moersch.  There  are  many 
methods  for  the  dilatation  of  esophageal 
strictures.  The  ability  of  the  operator  wiU, 
in  a large  measure,  determine  the  results. 
At  the  very  best,  the  management  of  well- 
developed  strictures  is  a long,  costly,  and 
tedious  procedure.®  In  the  past  thirty 
years,  during  which  time  I have  had  the 
opportunity  of  treating  a large  number  of 
strictures  due  to  various  etiologic  factors,  I 
am  convinced  that  today,  due  to  the  great 
progress  made  in  the  field  of  thoracic  surgery, 
many  of  these  strictures  can  be  treated 
successfully  by  surgical  resection.  By  sur- 
gical means  the  patient  can  be  spared  the 
tedious  prolonged  endoscopic  dilatations,  the 
suffering,  and,  partially  the  tremendous 
financial  burden  due  to  repeated  hospital 
admissions.  I have  encountered  dense  fi- 
brous tubular -shaped  strictures  that  could 
not  be  dilated  from  above  and  could  only  be 
passed  from  below  upward.  The  manage- 
ment of  this  type  of  stricture  involved  the 
employment  of  retrograde  bougienage  in 
which  procedure  the  patient  was  condemned 
to  live  with  a gastrostomy  for  an  indefinite 
period  of  time.  Then  too  it  must  be  remem- 
bered that  every  endoscopic  dilatation,  re- 
gardless of  the  ability  of  the  operator,  al- 
ways carries  some  risk  of  esophageal  per- 
foration which  may  prove  fatal  to  the  pa- 
tient. It  would  be  my  recommendation 
that  in  esophageal  strictures  that  do  not 
lend  themselves  weU  to  dilatation  no  time 
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should  be  lost  in  seeking  surgical  consulta- 
tion. 

Hiatus  hernia 

I There  are  several  types  of  diagphrag- 

I matic  hernia.  The  most  common  is  the 
so-caUed  esophageal  hiatal  hernia.  Dr. 
Moersch  has  brought  out  the  interesting  data 
that  there  are  over  12  million  persons  in 

i the  United  States  with  esophageal  hiatal 
hernia.  It  is  estimated  that  over  50  per 
cent  of  patients  who  have  hernias  are 
asymptomatic.  Today  there  is  a tendency 
on  the  part  of  the  younger  group  of  general 
surgeons  to  institute  corrective  procedures 
before  giving  the  patient  with  dysphagic 
symptoms  a sufficient  trial  with  medical 
therapy.  The  argument  which  is  advanced 
by  these  surgeons  is  that  it  is  senseless  to 
wait  imtil  symptoms  develop.  They  ad- 
vocate the  treatment  of  the  condition  siu:- 
gically,  such  as  one  would  do  in  dealing  with 
an  inguinal  hernia.  It  is  true  that  the 
internist  at  times  wiU  delay  in  recommending 
a patient  for  surgery  when  the  patient  has 
already  developed  irreversible  changes,  such 
as  cicatricial  scarring  and  stenoses  from 
prolonged  peptic  esophagitis. 

This  debate  is  constantly  going  on  be- 
tween the  medical  man  and  the  surgeon. 
It  is  my  opinion  that  there  are  definite  in- 
dications for  surgical  intervention.  In  the 
presence  of  bleeding,  reflux  esophagitis, 
ulceration,  and  esophageal  obstruction  which 
has  not  responded  to  adequate  medical 
management  within  three  or  four  weeks, 
corrective  surgical  procedures  should  be 
carried  out.  As  Dr.  Moersch  has  stated 
aptly,  there  are  many  other  factors  to  be 
considered  in  the  evaluation  of  patients  for 
surgery.  The  congenitally  short  esophagus 
with  thoracic  stomach  still  remains  a 
challenge  to  the  thoracic  surgeon. 

In  the  further  evaluation  of  patients  with 
hiatal  hernias,  it  is  important  that  a 
thorough  endoscopic  examination  be  carried 
out.  By  this  procedure  one  can  note  by 
direct  inspection  the  presence  of  bleeding, 
ulcerations,  and  also  rule  out  the  possi- 
bility of  an  existing  carcinoma.  By  a direct 
visual  inspection,  the  endoscopist  may 
detect  the  presence  of  a “reflux”  of  gastric 
juice  which  is  sometimes  missed  by  the 
radiologist  diuing  a fluoroscopic  examina- 
tion of  the  esophagus. 


The  recent  advances  in  cinefluorography 
with  image  amplification  have  given  the 
radiologist  a greater  opportunity  to  study 
the  complicated  mechanism  of  the  lower 
esophagus.  Whereas  in  the  detection  of  a 
reflux  from  the  standard  examination,  in 
which  he  has  only  a fleeting  moment  of 
observation,  by  means  of  cinefluorography 
he  may  review  his  examination  at  different 
speeds  from  the  film  projection,  and  he 
may  note  the  presence  of  reflux  that  he  may 
have  missed  during  the  barium  study. 

Not  being  a general  or  thoracic  surgeon, 
I am  somewhat  reluctant  to  make  this 
statement.  However,  in  observing  a num- 
ber of  these  corrective  procedures  in  the 
treatment  of  hiatal  hernias,  I am  convinced 
that  some  of  the  failures  arose  from  a faulty 
technic.  It  is  important  to  remember  that 
the  esophagus  joins  the  stomach  at  a slight 
angle.  If,  in  the  process  of  repairing  the 
herniation,  this  normal  angulation  is  not 
restored,  there  wiU  continue  to  be  a reflux  of 
gastric  juice. 

Achalasia 

Dr.  Moersch  has  given  such  a splendid 
resiune  of  achalasia  that  I am  able  to  add 
very  little  to  his  remarks.  In  my  experience 
I have  had  great  success  with  pneumatic 
and  hydrostatic  dilatation  of  the  lower 
esophagus  and  cardia.  I have  also  learned 
not  to  wait  too  long  with  patients  who  show 
no  improvement  with  this  type  of  therapy 
before  recommending  surgical  treatment. 
In  the  long-standing  case  with  marked  dil- 
atation of  the  esophagus  the  Heller  or  similar 
types  of  procedures,  as  a rule,  wiU  bring 
forth  no  improvement.  I do  want  to  say 
a word  about  the  importance  of  esophagos- 
copy.  Not  infrequently,  the  dilated  esoph- 
agus which  is  interpreted  as  being  a 
cardiospasm  or  achalasia,  may  be  due  to  a 
stricture  or  a carcinoma  involving  the 
cardia  and  lower  esophagus.  Every  pa- 
tient with  achalasia  should  have  a .diag- 
nostic esophagoscopy  before  undergoing 
any  form  of  treatment. 

Spasticity  of  esophagus 

Spasticity  of  the  esophagus  is  considered 
fimctional  in  origin.  It  is  most  marked  in 
the  lower  esophagus.  Also,  it  may  be  as- 
sociated with  a pharyngospasm.  The  pa- 
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tient  with  this  condition  may  complain  of  a 
deep-seated  pain  localized  beneath  the 
sternum.  When  it  is  severe,  the  pain  may 
radiate  to  the  neck,  shoulders,  and 
arms,  thereby  confusing  the  clinical  pic- 
ture with  that  of  coronary  disease.  The 
attacks  have  no  specific  clock  pattern.  If 
they  occur  during  the  course  of  a meal,  the 
patient  wiU  complain  of  a feeling  of  weight 
in  the  lower  part  of  the  sternum.*^  The 
drinking  of  fluids  in  an  attempt  to  wash 
down  the  injested  food  brings  no  relief.  In 
many  of  these  patients  an  esophagoscopic 
examination  reveals  a marked  spasticity 
of  the  lower  esophagus,  with  a congestion 
and  distortion  of  the  mucosal  pattern. 
Undigested  food  is  commonly  seen  above 
the  spastic  area.  In  the  treatment  of  these 
patients  I have  foimd  that  periodic  eso- 
phageal dilatations,  combined  with  anti- 
spasmodic  therapy,  bland  diet,  and  an  oc- 
casional visit  to  the  psychiatrist  for  the 
correction  of  existing  emotional  disturb- 
ances have  offered  a period  of  sympto- 
matic relief.  In  recent  years  esophageal  mo- 
tility studies,  as  described  by  Dr.  Moersch, 
have  been  of  great  value  in  the  diagnosis. 

Esophageal  varicosities 

Perhaps  esophageal  varicosities  should 
not  be  included  in  a discussion  of  eso- 
phageal disorders,  since  primarily  the  con- 
dition results  from  liver  cirrhosis,  with  a 
disturbance  of  the  portal  venous  circulation. 
However,  since  bleeding  is  a common  symp- 
tom of  certain  forms  of  esophageal  dis- 
eases, the  endoscopist  is  frequently  called 
on  to  aid  in  establishing  the  diagnosis. 
Also,  in  determining  whether  the  bleeding  is 
from  the  stomach  or  the  esophageal  waU, 
it  will  serve  as  important  diagnostic  in- 
formation in  the  plan  of  therapy.  In  some 
instances  of  massive  hemorrhage,  even 
with  the  information  that  the  patient  has 
cirrhosis  of  the  liver,  it  is  difficult  to  establish 
by  either  a radiographic  or  an  esophagoscopic 
examination  whether  the  bleeding  is  from 
the  stomach  or  the  esophagus.  I have 
found  that  the  use  of  the  Sengstaken- 
Blakemore  tube  may  prove  of  value  in 
determining  whether  or  not  the  stomach 


or  the  esophagus  is  the  source  of  bleeding. 
Then  too,  if  the  bleeding  is  from  the  esoph- 
agus, the  insertion  of  the  tube  may  stop 
the  bleeding  temporarily  and  give  the 
surgeon  an  opportunity  to  plan  his  solution  | 
of  the  problem.  In  patients  who  are  sus- 
pected of  harboring  esophageal  varicosities,  ' 
in  whom  both  the  radiographic  and  esoph- 
agoscopic examinations  show  negative  re-  ' 
suits,  the  procedure  of  splenoportography 
may  establish  the  diagnosis  definitely.  This 
procedure  consists  of  injecting  from  20 
to  40  cc.  of  Hypaque  contrast  media  slowly 
into  the  spleen.  If  the  portal  hypertension 
is  elevated,  the  dye  is  shunted  by  way  of 
the  gastric  veins  to  the  esophageal  veins 
en  route  to  the  superior  vena  cava.  This 
procedure  is  also  of  diagnostic  value  to 
the  radiologist  for  the  visualization  of 
gastric  varicosities.  The  diagnosis  of  eso- 
phageal varicosities  has  been  definitely  es- 
tablished by  this  technic.  Recently  an 
ingenious  technic  described  by  Ariel‘S  of 
New  York  City  is  worthy  of  comment. 

He  states  that  the  site  of  upper  gastro- 
intestinal bleeding,  whether  it  is  from  the 
esophagus,  the  stomach,  or  the  duodenum, 
can  be  determined  by  measuring  the  radio- 
activity of  the  aspirate  after  an  intravenous 
injection  of  red  blood  cells  tagged  with 
radioactive  chromium.  In  this  procedure 
he  employs  a Necheles  tube  which  permits 
the  sealing  off  of  the  esophageal  aspirate 
from  the  gastric  or  duodenal  aspirate. 

In  closing,  I wish  to  re-emphasize  the 
importemce  of  the  endoscopist  as  a member 
of  the  team  in  the  diagnosis  and  treatment 
of  esophageal  disorders.  To  quote  my  dear 
friend  and  teacher,  the  late  Chevalier 
Jackson,  M.D.:  “Look  and  see  is  the  order 
of  the  day.  In  every  accessible  region  of  the 
body,  the  aid  of  direct  vision  is  called  upon  to 
contribute  to  diagnosis  and  treatment.” 

References 

“ Tremble,  G.  E.;  The  clinical  significance  of  a lump  in  the 
throat,  A.M.A.  Arch.  Otolaryng.  70:  157  (Aug.)  1959. 

* Penta,  A.  Q.;  in  discussion  on  Baker,  D.  C.,  and  Hennig, 

G.  C.:  Treatment  of  esophageal  strictures,  Tr.  Am.  Broncho- 
esoph.  A.  40:  52  (1960). 

Sweet,  R.  H.:  Diseases  of  the  Esophagus,  Philadelphia, 

W.  B.  Saunders  Co.,  1958,  p.  284. 

^ Ariel,  I.  M.:  The  site  of  upper  gastrointestinal  bleeding; 
detection  by  radioactive-tagged  red  blood  cells,  J.A.M.A. 

180:  212  (Apr.  21)  1962.  i 


408  New  York  State  Journal  of  Medicine  / February  1,  1963 


Propiomazine 
Hydrochloride  in 
Preanesthetic 
Medication 

ERWIN  LEAR,  M.D. 
Brooklyn,  New  York 
ALBERT  E.  CHIRON,  M.D. 
Brooklyn,  New  York 
IRVING  M.  PALLIN,  M.D. 
Brooklyn,  New  York 

From  the  Departments  of  Anesthesia,  Jewish  Hospital 
of  Brooklyn,  and  Queens  General  Hospital, 
Jamaica,  Long  Island,  New  York 


P HENOTHiAziNE  DERIVATIVES  have  been 
used  in  preanesthetic  medication  and  have 
been  reported  widely.  The  combination 
of  a phenothiazine  derivative  with  the 
preoperative  narcotic  has,  in  many  in- 
stances, permitted  a reduction  in  narcotic 
dose  and  hence  in  narcotic-induced  side- 
effects. 

The  present  study  employing  propioma- 
zine hydrochloride*  was  carried  out  using 
blind  technics  with  the  patient  population 
of  a large  municipal  hospital.  The  results 
of  previous  studies  utilizing  these  methods 
have  been  reported.  i Propiomazine  hy- 
drochloride could  not  be  included  at  that 
time,  however,  because  its  characteristic 
yellow  color  necessitated  this  separate  study. 
The  control  meperidine  hydrochloride  was 

* Supplied  as  Largon  by  Wyeth  Laboratories,  Philadelphia, 
Pennsylvania. 


A BLIND  STUDY  wos  made  of  propiomazine 
hydrochloride  {Largon)  as  preanesthetic  medi- 
cation in  466  surgical  patients.  One  group 
was  given  propiomazine  intramuscularly 
two  hours  preoperatively;  the  second  group 
was  given  it  one  hour  preoperatively,  both 
with  standard  meperidine  hydrochloride  and 
atropine;  and  the  third  group  received  meper- 
idine two  hours  preoperatively  and  standard 
meperidine  and  atropine  one  hour  preoper- 
atively. There  was  no  significant  difference 
among  the  groups  in  postoperative  nausea 
and  vomiting,  preoperative  hypotension,  or 
duration  of  postoperative  hypotension.  Pro- 
piomazine given  two  hours  before  surgery 
produced  better  preoperative  sedation  and 
less  hypotension  than  similar  doses  given  one 
hour  preoperatively.  In  68  additional  pa- 
tients undergoing  spinal  anesthesia  intra- 
venous propiomazine  induced  a light  sleep. 
Restlessness  occurred  in  a few  patients  and 
severe  prolonged  hypotension  occurred  in  2 
patients  undergoing  vaginal  plastic  surgery. 


especially  colored  to  resemble  propiomazine 
hydrochloride. 

The  formula  for  propiomazine  hydro- 
chloride is  shown  in  Figure  1.  The  addi- 
tion of  a propionyl  group  at  the  number  2 
position  of  the  phenothiazine  molecule  ap- 
pears to  reduce  slightly  the  antihistamine 
action  of  the  compoimd  as  compared  with 
promethazine  hydrochloride.  On  the  other 
hand,  propiomazine  hydrochloride  has  some 
ataraxic  activity.  Animal  studies  have 
indicated  that  the  acute  toxicity  of  this 
compound  resembles  that  of  promethazine 
hydrochloride.^  The  duration  of  effect 
in  clinical  use  is  less  than  that  of  earlier 
agents.^"®  Respiratory  studies  imply  that 
depression  with  propiomazine  hydrochloride 
in  preanesthetic  medication  may  be  no 
greater  than  that  noted  when  meperidine 
hydrochloride  was  employed  as  the  sole 
premedicating  agent.® 

Method 

Propiomazine  hydrochloride  was  admin- 
istered as  blind  material  to  two  groups  of 
patients.  In  Group  1,  doses  ranging  from 
10  to  40  mg.  were  given  intramuscularly 
two  hours  prior  to  surgery.  One  hour 
prior  to  surgery  standard  meperidine  hy- 
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Propiomazine  Hydrochloride 

FIGURE  1.  Formulas  for  promethazine  hydro- 
chloride and  propiomazine  hydrochloride. 


drochloride  (12.5  to  50  mg.)  and  atropine 
(0.2  to  0.4  mg.)  were  administered.  In 
Group  2 propiomazine  hydrochloride  (10  to 
40  mg.)  was  administered  one  hour  pre- 
operatively  with  standard  meperidine  hydro- 
chloride and  atropine,  as  already  noted. 
The  doses  of  propiomazine  and  meperidine 
hydrochloride  were  governed  by  the  age 
of  the  patient,  his  physical  status,  and  the 
surgical  procedure. 

A third  group  of  patients  received  yeUow 
meperidine  hydrochloride  (12.5  to  50  mg.) 
as  an  unknown  agent  two  hours  preopera- 
tively.  Standard  meperidine  (12.5  to  50 
mg.)  and  atropine  (0.2  to  0.4  mg.)  were 
administered  one  hour  prior  to  surgery  as 
in  Groups  1 and  2. 

Group  1 comprised  200  patients,  from 
sixteen  to  ninety-six  years  of  age;  Group  2, 
165  patients,  from  sixteen  to  ninety-two 
years  of  age;  and  Group  3,  101  patients, 
from  sixteen  to  eighty -five  years  of  age. 

Statistical  analyses  showed  that  aU  three 
groups  were  comparable  as  to  the  distribu- 
tion of  age,  anesthetic  technics  employed, 
and  operations  performed  (Tables  I to  III). 
A slightly  greater  number  of  abdominal 
operations  were  performed  in  Group  1 
than  in  the  other  two  groups.  However, 
the  difference  was  not  statistically  signifi- 
cant. The  drug-dose-age  relationship  is 
shown  in  Table  IV. 


TABLE  I.  Age  distribution  of  466  patients  who  re- 
ceived preanesthetic  medication* 


Groups  by 
Age  (Years) 

Sex  Ratio 
M:F 

Per  Cent 
of  Group 

Group  1 (200  patients) 

16  to  40 

1:2 

24.0 

41  to  55 

1:2 

19.5 

56  to  70 

1:1 

24.0 

71  to  96 

l.T 

32.5 

Group  2 (165  patients) 

16  to  40 

2:3 

26.0 

41  to  55 

2:3 

21.2 

56  to  70 

1:1 

25.5 

71  to  92 

1:1 

27.3 

Group  3 (101  patients) 

16  to  40 

5:3 

31.7 

41  to  55 

1:3 

21.8 

56  to  70 

2:1 

30.7 

71  to  85 

1:1 

15.8 

* Test — chi  square.  Criterion  of  significance  p = 0.05: 
p = > 0.20  < 0.30. 


Evaluation 

The  condition  of  the  patients  on  admis- 
sion to  the  operating  theater  was  graded 
as  for  the  series  previously  reported.  ‘ 
Observations  were  recorded  of  the  patients’ 
reactions  to  conversation,  transfer  to  the 
operating  table,  and  to  the  various  manipula- 
tions which  are  required  preliminary  to 
operation.  The  blood  pressure  and  pulse 
were  measured  immediately  on  admission 
to  the  operating  room  and  prior  to  induc- 
tion. On  this  basis  the  adequately  sedated 
patient  was  classified  as  “asleep,”  “cabn- 
drowsy,”  and  “cahn-awake.” 


Results 

The  preoperative  sedation  obtained  in 
all  three  groups  is  shown  in  Table  V,  with 
the  results  for  each  group  compared  with 
those  for  the  other  two.  The  results  for 
Group  1 equaled  those  for  the  controls 
(Group  3)  and  were  significantly  more 
favorable  than  those  for  Group  2. 

Postoperative  nausea  and  vomiting. 
There  was  no  significant  difference  in  the 
incidence  of  nausea  and  vomiting  among 
all  three  groups  (Table  VI). 

Pre-  and  postoperative  hypotension. 
The  incidence  of  preoperative  hypotension 
(a  reduction  of  30  mm.  Hg  or  more)  was 
not  significantly  different  among  the  three 
groups. 

Postoperative  hypotension  was  signifi- 
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TABLE  II.  Distribution  of  anesthetic  technics  employed  for  466  patients* 

Group 

Anesthetic  1 2 • 3 


Technic 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Inhalation 

Cyclopropane 

74 

37.0 

70 

42.4 

46 

45.6 

Nitrous  oxide 

38 

19.0 

28 

17.0 

8 

7.9 

Halothane 

25 

12.5 

21 

12.7 

18 

17.8 

Conduction 

Spinal 

59 

29.5 

46 

27.9 

27 

26.7 

Epidural 

0 

0 

0 

0 

1 

1.0 

Block 

4 

2.0 

0 

0 

1 

1.0 

200 

100 

165 

100 

101 

100 

♦ Test — rank  t.  Criterion  of  significance  p = 0.05:  group  1 vs.  group  3 p = >0.30  <0.50 

group  1 vs.  group  2 p = >0.30  <0.50 

group  3 vs.  group  2 p = >0.90  <0.95 


TABLE  III.  Operations  performed  on  466  patients* 


Site 

-Group 

2 

1 

3 

I ntra- abdominal 

99 

64 

41 

Upper 

37 

23 

13 

Lower 

62 

41 

28 

101 

101 

60 

Head  and  neck 

16 

8 

9 

Extremities 

42 

55 

29 

Miscellaneous 

43 

38 

22 

Totals 

200 

165 

101 

♦Test — chi  square.  Criterion  of  significance  p = 0.05: 
p = > 0.10  < 0.20.  Intra-abdominal,  upper-lower  p = 
> 0.70  < 0.80. 


cantly  less  frequent  in  Group  3 (controls) 
than  in  Group  2,  but  there  was  no  significant 
difference  between  Group  1 and  Group  3; 
nor  was  there  a significant  difference  between 
Groups  1 and  2 (Table  VII). 

Duration  of  postoperative  hypoten- 
sion. Differences  in  the  incidence  of  post- 
operative hypotension  that  persisted  for 
one  to  upward  of  three  hours  after  an  opera- 


tion were  not  significant  among  all  three 
groups  (Table  VIII). 

Comment 

The  study  of  phenothiazine  derivatives 
in  preanesthetic  medication  has  received 
continuing  attention  in  our  departments 
since  the  introduction  of  chlorpromazine 
hydrochloride  in  1954. 

Among  the  advantages  noted  with  tran- 
quilizer-supplemented preanesthetic  medica- 
tion were:  (1)  statistically  significant  im- 

proved sedation  with  reduced  doses  of 
preoperative  narcotic;  (2)  reduction  in 
postoperative  emergence  delirium;  (3)  re- 
duction in  immediate  postoperative  narcotic 
requirement;  and  (4)  reduction  in  incidence 
of  postoperative  nausea  and  vomiting. 
Studies  have  implied  a “shock-sparing 
action”  when  certain  tranquilizers  are  given 
prophylacticaUy  as  in  premedication.’ 

— The  major  disadvantages  cited  for  the 


TABLE  IV.  Drug-dose  distribution  of  466  patients  who  received  preanesthetic  medication* 

— Group — ■ — 

12  3 


Meperidine 

Age  Propiomazine  Hydrochloride  Hydrochloride 

(Years)  — (mg.)^ ■ . (mg.) 


40 

30 

20 

10 

40 

30 

20 

10 

50 

35 

25 

12.5 

16  to  40 

43 

4 

1 

0 

38 

5 

0 

0 

30 

2 

0 

0 

41  to  55 

35 

3 

1 

0 

30 

5 

0 

0 

20 

1 

1 

0 

56  to  70 

11 

15 

11 

11 

13 

12 

10 

7 

8 

1 

14 

8 

71  and  over 

2 

2 

8 

53 

0 

3 

3 

39 

0 

0 

4 

12 

Totals 

91 

24 

21 

64 

81 

25 

13 

46 

58 

4 

19 

20 

* Test — rank  t.  Criterion  of  significance  p = 0.05:  group  1 vs.  group  3 <0.05 

group  1 vs.  group  2 >0.30  <0.50 
group  3 vs.  group  2 >0.20  <0.30 
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TABLE  V.  Preoperative  sedation  obtained  in  466  patients 


Patients  Adequately  Sedated 


Condition  on 

Group  1 

Group  2 

Group  3 

Admission  to 

- — (200  Patients) — . 

^-(165  Patients) — • 

- — (101  Patients) — - 

Operating  Room 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Calm-awake 

142 

71.0 

90 

54.5 

73 

72.2 

Calm-drowsy 

20 

10.0 

5 

3.0 

5 

5.0 

Asleep 

1 

0.5 

1 

0.6 

1 

1.0 

Totals 

163 

81.5 

96 

58.1 

79 

78.2 

* Test — rank  t.  Criterion  of  significance  p 

= 0.05:  group  1 

VS.  group  3 p 

= >0.30  <0.50 

group  1 

vs.  group  2 p 

= <0.01 

group  3 

vs.  group  2 p 

= <0.01 

TABLE  VI.  Postoperative  nausea  and  vomiting  in 
466  patients* 

Number  of  Patients 
with  Nausea 


Group 

and  Vomiting 

Per  Cent 

1 (200  patients) 

18 

9.0 

2 (165  patients) 

20 

12.1 

3 (101  patients) 

12 

11.9 

* Test — rank  t. 

Criterion  of  significance 

p = 0.05: 

group  1 vs.  group  3 p = >0.5  <0.7 

group  1 vs.  group  2 p = >0.3  <0.5 

group  3 vs.  group  2 p = >0.8  <0.9 


phenothiazine  derivatives  are  hypotension, 
tachycardia,  and  restlessness.  The  first 
two  complications  were  associated  with 
chlorpromazine  hydrochloride  and  the  third 
with  promethazine  hydrochloride.  The 
studies  already  referred  to  have  shown  that 
certain  phenothiazines  which  do  not  in- 
crease the  hazards  of  hypotension,  tachy- 
cardia, and  restlessness  are  available  for 
use  in  preanesthetic  medication.  '■ 

The  single  preoperative  dose  of  phenothia- 
zine-supplemented  preanesthetic  medication 
obviates  the  prophylactic  use  of  narcotics 
from  ten  to  fifteen  minutes  prior  to  the 
conclusion  of  anesthesia  as  recommended 
by  Eckenhoff,  Kneale,  and  Dripps^^  for 
the  control  of  postanesthetic  excitement. 
In  their  study  of  postanesthetic  excitement, 
the  authors  imphcate  barbiturate  pre- 
anesthetic medication  as  a major  contrib- 
utory factor  to  this  complication  in  the 
robust  patient. 

The  single  preoperative  dose  of  phenothia- 
zine-supplemented  medication  was  devised 
so  that  should  undesirable  side-effects,  such 
as  respiratory  depression,  occur,  they  wiU 
be  maximum  during  that  time  phase  when 
the  patient  is  under  the  control  of  his 
anesthesiologist  and  minimal  or  absent  in 


the  immediate  postoperative  period  when 
the  subtle  changes  in  ventilation  are  less 
apt  to  be  noted  by  the  recovery  room  per- 
sonnel. 

The  current  study  with  propiomazine 
hydrochloride  was  carried  out  separately 
from  previous  studies,  utilizing  the  same 
technics  and  the  same  patient  population. 
The  separate  study  was  necessitated  by 
the  characteristic  color  of  the  compound. 

The  statistical  analysis  of  the  data  in- 
dicates that  propiomazine  hydrochloride 
given  two  hours  preoperatively  produces 
better  preoperative  sedation  and  less  hy- 
potension than  similar  doses  given  one 
hour  prior  to  surgery.  The  incidence  of 
nausea  and  vomiting  was  similar  for  all 
three  groups.  The  reduction  of  this  com- 
plication even  with  control  medication  as 
compared  with  previous  studies  was  related 
to  the  increased  use  of  halothane  anesthetic 
in  the  current  study. 

Sixty-eight  additional  patients  received 
propiomazine  hydrochloride  as  an  adjunct 
to  spinal  anesthesia.  The  drug  was  given 
intravenously  in  graded  doses  (10  to  40  mg.) 
after  the  spinal  anesthetic  was  administered; 
these  patients  had  been  premedicated  with 
pentobarbital  (100  mg.  orally  one  and  a 
half  horns  preoperatively),  meperidine  hy- 
drochloride (50  to  100  mg.  intramuscularly 
one  hour  preoperatively),  and  atropine 
(0.2  to  0.4  mg.  intramuscularly  one  hour 
preoperatively).  A light  state  of  sleep 
ensued  from  which  patients  were  easily 
aroused.  The  general  pattern  was  similar 
to  that  noted  with  light  pentobarbital 
(50  to  100  mg.)  administered  intravenously 
during  spinal  anesthesia.  As  with  pento- 
barbital, restlessness  occurred  in  some  pa- 
tients. The  multiplicity  of  contributory 
factors  made  it  difficult  to  assess  the  role 
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TABLE  VII.  Incidence  of  pre-  and  postoperative  hypotension  (fall  of  30  mm.  Hg  or  more)  in  466  patients 


Group • 

. 1 (200  Patients) 2 (165  Patients)— — 3 (101  Patients) 

Reduction  in  Pre-  Post-  Pre-  Post-  Pre-  Post- 

Blood  Pressure  operative  operative  operative  operative  operative  operative 

(mm.  Hg)  Hypotension  Hypotension  Hypotension  Hypotension  Hypotension  Hypotension 


-30 

18 

26 

16 

24 

8 

14 

-40 

12 

21 

11 

17 

1 

11 

-50 

3 

10 

6 

24 

3 

4 

-60 

4 

4 

1 

12 

1 

7 

-70 

or  more  0 

13 

1 

12 

1 

1 

37 

74 

35 

89 

14 

37 

* Test- 

—rank  t.  Criterion  of  significance  p 

= 0.05. 

Preoperative  hypotension: 

group  1 
group  1 
group  3 

vs.  group  3 p = 
vs.  group  2 p = 
vs.  group  2 p = 

>0.50  <0.70 
>0.50  <0.70 
>0.20  <0.30 

Postoperative  hypotension;  group  1 vs.  group  3 p = >0.70  <0.80 
groui>  1 vs.  group  2 p = >0.30  <0.50 
group  3 vs.  group  2 p = <0.01 


TABLE  VIII.  Duration  of  postoperative 


hypotension* 

^ 

' 

1 

2 

3 

Duration 

(Number 

(Number 

(Number 

of 

of 

of 

(Hours) 

Patients) 

Patients) 

Patients) 

1 

15 

14 

8 

2 

17 

15 

8 

3 or  more 

18 

18 

7 

50 

47 

23 

♦ Test — rank  t.  Criterion  of  significance  p = 0.05: 
group  1 vs.  group  3 p = >0.70  <0.80 
group  1 vs.  group  2 p = >0.50  <0.70 
group  3 vs.  group  2 p = >0.30  <0.50 

of  propiomazine  hydrochloride  as  a possible 
etiologic  agent.  The  blood  pressure  was 
affected  in  direct  proportion  to  the  level 
of  sleep  achieved.  Hypotension  of  the 
magnitude  previously  seen  with  chlorpro- 
mazine  hydrochloride  did  occur  in  2 patients 
who  were  undergoing  vaginal  plastic  surgery 
and  persisted  for  several  hours. 

Summary 

A study  of  preanesthetic  medication  was 
carried  out  in  466  surgical  patients.  The 
series  was  divided  into  three  groups,  which 
were  comparable  statistically  as  to  age, 
anesthetic  technics  used,  and  operations 
performed.  Two  hundred  (Group  1)  re- 
ceived propiomazine  hydrochloride,  10  to 
40  mg.,  two  hours  before  induction  and 
12.5  to  50  mg.  of  meperidine  hydrochloride 
with  0.2  to  0.4  mg.  of  atropine  one  hour 


before  operation.  One  hundred  sixty-five 
(Group  2)  received  propiomazine  hydro- 
chloride and  meperidine  hydrochloride  and 
atropine  one  hour  before  operation.  The 
controls  (Group  3)  received  graded  doses 
of  meperidine  hydrochloride  two  hours 
before  operation  and  the  same  amount 
of  meperidine  hydrochloride  with  similarly 
graded  doses  of  atropine  one  hour  before 
induction.  All  medication  was  given  in- 
tramuscularly. 

Propiomazine  hydrochloride  that  was  ad- 
ministered two  hours  before  operation  pro- 
vided preanesthetic  sedation  comparable 
to  that  from  the  conventional  regimen, 
which  contained  twice  the  amount  of 
narcotic.  The  administration  of  propioma- 
zine hydrochloride,  with  narcotic  and  atro- 
pine, one  hour  before  induction  was  less 
satisfactory. 

Nausea  and  vomiting  were  no  more 
frequent,  and  the  incidence  and  duration 
of  postoperative  hypotension  were  no  greater 
when  propiomazine  hydrochloride  was  ad- 
ministered two  hours  before  operation  than 
after  the  standard  medication. 

Sixty-eight  additional  patients  undergoing 
spinal  anesthesia  received  propiomazine 
hydrochloride  intravenously.  A light  sleep 
ensued,  comparable  to  that  resulting  when 
pentobarbital  is  administered.  Restlessness 
occurred  in  a few  patients.  Severe  pro- 
longed hypotension  in  2 patients  under- 
going vaginal  plastic  surgery  was  noted. 
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The  ear  banks  are  primarily  interested  in 
obtaining  the  bones  of  persons  afflicted  with 
disorders  of  hearing  and  equilibrium.  From 
these  bones  and  the  individual’s  medical  history, 
scientists  can  determine  the  pathologic  con- 
ditions that  accompany  various  types  of  deaf- 
ness and  evaluate  the  effects  of  previous  treat- 
ment. 

The  donated  bones  of  persons  with  normal 
hearing  also  are  sought  by  the  ear  banks  to  aid 
in  the  training  of  ear  surgeons. 

Anyone  interested  in  willing  his  ear  bones  to 
science  may  obtain  legal  forms  for  making  such 
bequests  from  The  Temporal  Bone  Banks  Cen- 
ter, Box  146,  Faculty  Exchange,  University  of 
Chicago,  Chicago  37,  Illinois. 
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Role  of  Diaphragm 
in  Chronic  Pulmonary 
Emphysema 


MOTION  PICTURE  FILMS  showcd  a marked 
excursion  of  the  diaphragm  in  normal  in- 
dividuals as  contrasted  with  a slight  movement 
in  patients  with  pulmonary  emphysema. 
When  an  emphysema  belt  was  applied  to  the 
lower  portion  of  the  abdomen  and  a leaning- 
forward  position  of  15  degrees  assumed,  the 
diaphragm  assumed  a more  convex  shape  at  a 
higher  position  in  the  chest,  excursion  was 
increased,  and  during  expiration  the  dia- 
phragm ascended  rapidly  in  a snaplike 
action.  Restoration  of  diaphragmatic  breath- 
ing terminated  accessory  muscle  respiration 
of  the  neck  and  shoulder  girdle  noted  when 
the  patient  stood  erect. 


ALVAN  L BARACH,  M.D. 

New  York  City 
WILLIAM  B.  SEAMAN,  M.D. 

New  York  City 

From  the  Columbia-Presbyterian  Medical  Center 


T HE  EXCURSION  of  the  diaphragm  of 
patients  with  diffuse  obstructive  pulmonary 
emphysema  was  recorded  on  moving  picture 
film.  The  observations  made  on  the  role  of 
the  diaphragm  in  this  cUnical  entity  are 
presented  in  this  article  with  a review  of 
relevant  chnical  and  physiologic  studies. 

The  decreased  motion  of  the  diaphragm 
has  long  been  recognized  as  one  of  the  factors 
that  leads  to  increased  dyspnea  on  exertion 
in  patients  with  chronic  pulmonary  em- 
physema. The  characteristic  overdistention 
of  the  lungs  of  these  patients  is  due  to  a loss 
of  elasticity  of  the  parenchyma  and  the 
associated  obstruction  to  expiratory  air  flow. 
The  diaphragm  is  depressed  and  flattened; 
its  excursion  is  limited  and  contributes 
little  effective  ventilation  of  the  lungs. 
As  a compensatory  mechanism,  increased 
upward  and  forward  expansion  of  the  thorax 
is  accomplished  by  the  flrst  five  intercostal 
muscles  and  the  accessory  muscles  of 
respiration  in  the  neck  and  shoulder  girdle. 

Method 

Elevating  the  dome  of  the  diaphragm  by 
pneumoperitoneum  ‘ and  by  the  application 
of  an  emphysema  belt^  has  been  followed  by 
an  increased  excursion.  Slight,  moderate, 
or  marked  rehef  of  shortness  of  breath  may 
take  place,  depending  on  the  skill  of  the 
physician,  the  cooperation  of  the  patient, 
and  the  basic  pathologic  condition.  More 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Radiology,  May  14, 1962. 


consistent  benefit  has  been  achieved  through 
the  addition  of  physiologically  based  training 
in  diaphragmatic  respiration.®-* 

When  the  uplifted  diaphragm  contracts, 
with  an  excursion  of  3 to  4 cm.,  the  venous 
pressure  is  lowered,  reflecting  the  more 
negative  range  of  intrapleural  pressure.*  '^ 
The  total  pulmonary  ventilation  is  lowered 
as  a result  of  a more  exclusive  diaphragmatic 
respiration  which  is  induced  by  the  head- 
down  position*;  under  these  circumstances, 
the  decreased  energy  used  in  breathing  and 
delivery  of  air  to  more  efficient  parts  of  the 
lung  are  shown  by  a more  efficient  diffusion 
of  oxygen  and  carbon  dioxide  in  the  presence 
of  a 20  to  30  per  cent  lowering  of  the  pulmo- 
nary ventilation.®'^ 

When  the  diaphragm  is  raised  to  a convex 
position  in  the  chest,  its  increased  excursion 
results  in  a fall  in  venous  pressure,  reflecting 
a more  negative  intrapleural  pressure.  If 
the  pressure  is  too  high,  in  the  presence  of 
atrophy  of  the  diaphragm  the  venous 
pressure  rises  as  the  increased  pressure  is 
transmitted  to  the  lungs,  similar  to  the 
effect  of  pressure  breathing. 

The  lowering  of  the  venous  pressure  as  a 
result  of  increased  diaphragmatic  excursion 
is  from  100  (sitting  control)  to  70  mm.  of 
water;  however,  when  the  diaphragm  is 
unable  to  contract  against  an  excessive 
pressure,  the  venous  pressure  rises  to  130 
mm.  Hg  since  the  enhanced  intra-abdominal 
pressure  is  passed  on  to  the  pulmonary 
circulation.®  As  a result  of  training  with 
weighted  bags  on  the  abdomen,  tbe  dia- 
phragm becomes  able  to  contract  against 
the  increased  pressure  of  an  elastic  spring 
emphysema  belt.  However,  in  the  presence 
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FIGURE  1.  Expiratory  ascent  of  diaphragm  in- 
duced by  posture  and  belt.  (A)  Diaphragm 
flattened  in  erect  posture.  (B)  Diaphragm  elevated 
in  chest  by  forward  posture  of  15  degrees  and  pres- 
sure of  emphysema  belt;  increased  diaphragmatic 
excursion  thereby  induced. 

of  failure  of  the  right  side  of  the  heart  a 
marked  pressure  applied  to  the  abdomen 
results  in  a response  similar  to  intermittent 
pressure  breathing,  namely  an  excessive  rise 
in  venous  pressure. 

Among  the  favorable  consequences  of  a 
more  negative  phase  of  the  intrapleural 
range,  accomplished  by  increasing  the  down- 
ward movement  of  the  diaphragm  during 
inspiration,  is  the  removal  of  the  blockade 
of  blood  entering  the  right  side  of  the  heart 
as  a result  of  the  previously  existent  positive 
intrapleural  pressure  during  the  expiratory 
cycle. 

Results 

Observations  of  diaphragmatic  motion 
recorded  on  a moving  picture  film  confirmed 
the  limited  range  of  motion  of  the  diaphragm 
in  patients  with  chronic  pulmonary  emphy- 
sema as  contrasted  with  the  marked  change 
in  the  position  of  the  diaphragm  between  full 
inspiration  and  expiration  that  is  found  in 
normal  subjects. 

When  a patient  with  pulmonary  emphy- 
sema assumed  a bending  forward  posture  of 


15  degrees  at  the  same  time  as  a Gordon- 
Barach  emphysema  belt  was  applied  to  the 
lower  portion  of  the  abdomen,  the  diaphragm 
manifested  a more  convex  shape  with  a 
significant  increase  in  its  excursion  (Fig.  1). 
The  uplifted  diaphragm  contracted  against 
the  increased  imposed  intra-abdominal  pres- 
sure. During  expiration  the  diaphragm 
ascended  with  a quick  snaplike  action. 
The  lower  lobes  of  the  lungs  are  ventilated  by 
diaphragmatic  breathing;  in  addition,  air 
penetrates  areas  of  lung  tissue  near  the 
hilum  which  are  frequently  better  perfused 
with  blood  than  are  those  at  the  periphery. 
Diaphragmatic  respiration  takes  place  with 
less  energy  expenditure  than  ventilation 
that  is  accomplished  by  the  accessory 
muscles  of  respiration.®-^ 

Increased  excursion  of  the  diaphragm 
induced  by  the  application  of  a belt  to  the 
abdomen  was  more  apt  to  take  place  when 
the  patient  assumed  a bending  forward 
position,  the  latter  resulting  in  a relaxation 
of  the  anterior  abdominal  wall  and  decreased 
visceral  puU  on  the  lungs.  The  combination 
of  the  two  procedures  just  mentioned  makes 
it  possible  for  the  patient  to  resume  a more 
natural  form  of  diaphragmatic  respiration 
without  conscious  effort.  Unfortimately, 
the  training  process  which  relies  on  dia- 
phragmatic ascent  in  expiration  by  contrac- 
tion of  the  abdominal  musculature  is  of 
little  value  to  many  patients  during  physical 
exertion.  It  requires  a deliberate  syn- 
chronization of  the  expiratory  muscle 
contraction  with  expiration,  a purposefulness 
that  is  forgotten  during  periods  of  dyspnea 
provoked  by  effort. 

An  illustration  of  the  effectiveness  of 
contraction  of  the  abdominal  wall  in  inducing 
the  diaphragm  to  ascend  is  shown  in  Figure 
2,  in  which  the  diaphragm  moved  from  the 
eleventh  to  the  ninth  rib;  the  patient,  who 
had  recurrent  bronchial  asthma  with  em- 
physema of  the  upper  lobes,  had  been 
trained  to  do  diaphragmatic  breathing 
without  conscious  effort.  A similar  degree 
of  diaphragmatic  ascent  is  carried  out  by 
compressing  the  abdomen  manually  upward 
and  inward,  a procedure  used  in  the  breath- 
ing exercise  program  to  reduce  alveolar 
overdistention. 

The  application  of  pressure  to  the  abdo- 
men and  a bending-forward  posture  are 
employed  to  induce  a spontaneous  change 
from  costal  to  diaphragmatic  respira- 
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I FIGURE  2.  After  deep  inspiration,  expiration  accomplished  with  aid  of  deliberate  contraction  of  abdominal 
[ musculature;  diaphragm  ascended  from  level  of  eleventh  (A)  to  the  ninth  (B)  rib. 


I The  patient  becomes  aware,  by 

I placing  his  hand  on  the  epigastrium,  that 
I inspiration  causes  protrusion  of  the  abdo- 
men, but  when  the  correct  process  is  under- 
j stood,  he  does  not  deUberately  or  consciously 
try  to  control  his  breathing. 

The  moving  pictures  revealed  the  sponta- 
I neous  enhanced  motion  of  the  diaphragm 
that  resulted  from  its  being  hfted  higher  in 
I the  chest  and  assuming  a more  convex  shape. 

Under  these  circumstances  the  accessory 
I muscles  of  the  neck  were  no  longer  active,  in 
! contrast  to  the  raising  of  the  chest  when  the 
I patient  stood  erect  without  the  appUcation 
] of  the  emphysema  belt.  The  cUnical  im- 
I provement  resulting  from  the  restoration 
! of  diaphragmatic  function  has  been  con- 
firmed by  appropriate  tests  of  pulmonary 
function.^"® 

Summary 

A marked  excursion  of  the  diaphragm  was 
observed  on  motion  picture  fihn  in  normal 
individuals  as  contrasted  with  a slight  move- 
ment in  patients  with  pulmonary  emphy- 
sema. As  a result  of  the  apphcation  of  an 
emphysema  belt  to  the  lower  portion  of  the 
abdomen,  combined  with  a leaning-forward 
position  of  15  degrees,  the  diaphragm  as- 
sumed a more  convex  shape  at  a higher 
position  in  the  chest.  The  excursion  of  the 
uplifted  diaphragm  was  increased,  and, 
during  expiration,  the  diaphragm  ascended 
rapidly  in  a snaplike  action  as  a result  of  the 
abdominal  pressure  that  was  imposed  when 


the  emphysema  belt  was  apphed.  The 
accessory  muscle  respiration  of  the  neck  and 
shoulder  girdle,  noted  when  the  patient 
stood  erect,  was  terminated  with  the  resto- 
ration of  diaphragmatic  breathing. 

The  physiologic  evidence  of  increased 
alveolar  diffusion  of  oxygen  and  carbon 
dioxide  in  patients  with  pulmonary  emphy- 
sema as  a result  of  excxirsion  of  the  dia- 
phragm was  reviewed  briefly. 
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I N 1957,  Ivy, ' in  his  study  of  the  incidence  of 
congenital  anomalies  in  the  state  of  Penn- 
sylvania from  1951  to  1955,  reported  that 
harelip  ranked  second  in  the  frequency  of 
occurrence.  One  such  deformity  was  en- 
countered in  approximately  every  1,000 
births.  McEvitt  in  1952^  gave  the  incidence 
as  approximately  one  in  750  births,  Fogh- 
Andersen  in  1942 ^ gave  his  as  one  in  1,270, 
and  Conway  in  1958''  reported  the  incidence 
at  New  York  Hospital  as  one  in  700  births. 
It  is  evident  from  these  reported  figures 
that  congenital  harelip  is  common.  Fortu- 
nately, during  the  past  decade  our  vast 
progress  in  understanding  this  deformity 
has  made  possible  a significant  improvement 
in  the  surgical  treatment  and  technic  of 
repair.  At  present,  one  can  confidently 
state  that  an  excellent  result  can  be  expected 
uniformly  in  competent  hands. 

This  report  wiU  present  the  current 
conception  of  this  anomaly  and  its  surgical 
management  as  it  is  practiced  routinely  in 
Albany. 

Presented  at  the  155th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Rochester,  New  York, 
Section  on  Pediatrics,  May  11,  1961. 


FIGURE  1.  Embryology,  classical  theory  of  the  for- 
mation of  harelip.  When  the  maxillary  and  naso- 
medial  processes  fail  to  fuse,  a unilateral  harelip 
results. 


Embryology 

Classical  theory.  The  classical  theory 
of  embryology  was  advanced  by  Dursy  in 
1869®  and  His  in  1892®  (Fig.  1).  In  the 
early  embryo  the  face  cephalic  to  the  oral 
cavity  is  subdivided  into  numerous  penin- 
sular processes  or  masses  of  ectoderm  and 
mesoderm,  separated  by  free  space  or  clefts. 
These  processes  grow,  meet,  and  fuse  to  form 
the  structures  of  the  face.  The  failure  of 
this  normal  development  results  in  the 
persistence  of  the  pre-existing  cleft.  At  six 
weeks  of  age  the  paired  nasolateral  processes  ’ 
fuse  with  the  nasomedian  processes,  shutting  | 
off  the  nasal  pits  from  the  mouth.  The 
paired  maxiUary  processes  grow  medially 
and  fuse  with  the  already  fused  and  en- 
larged nasomedian  process  to  form  the  upper  ' 
lip.  A failure  in  the  completion  of  this 
fusion  results  in  a harelip  deformity,  either 
unilateral  or  bilateral. 

Mesodermal  penetration.  The  theory  i 
of  mesodermal  penetration  was  advocated  by 
Veau  in  1930,^  Hoepke  and  Maurer  in  1938,* 
and  Stark  in  1954*  (Fig.  2).  Pohlmann  in 
1910, after  examining  the  embryos  of  cats, 
first  doubted  the  existence  of  the  facial 
processes.  In  1930  Veau  advanced  the 
theory  of  mesodermal  penetration.  In  early 
embryos  the  oral  cavity  invaginates,  and  the 
oral  membrane  disappears.  There  are  no  ‘ 
clefts  or  processes  in  the  central  third  of  the  ' 
face.  The  nasal  pit  is  formed,  deepened,  ' 
and  separated  from  the  mouth  by  the  i 
“primary  palate”  or  epithelial  wall,  which  is  l 
the  anlage  of  the  prolabium,  premaxiUa,  and  ' 
the  incisor  teeth.  The  mesoderm  penetrates  i 
into  this  epithelial  wall  from  each  side  to  i 
complete  the  development  of  the  central  i 
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FIGURE  2.  Mesodermal  penetration  theory  of 
harelip.  When  the  lateral  mesodermal  mass  fails 
to  penetrate,  a unilateral  harelip  results. 


third  of  the  face.  In  case  such  mesodermal 
penetration  fails,  the  epithelial  wall  thins, 
then  puUs  apart  either  completely  or  in- 
completely. In  the  upper  lip  and  pre- 
maxUla  there  are  normally  three  masses  of 
mesoderm.  These  grow  and  unite  to  form 
the  normal  upper  lip  and  premaxiUa.  If  the 
missing  mass  is  lateral,  a unilateral  cleft 
results;  if  the  missing  mesoderm  is  medial,  a 
medial  cleft  is  formed;  and  if  both  lateral 
masses  are  missing,  a bilateral  cleft  evolves. 


Etiology 

The  abundance  of  theories  concerning  the 
etiologic  background  of  this  deformity  is 
indicative  of  our  ignorance.  However, 
enough  clinical  and  experimental  evidence 
has  been  accumulated  to  demonstrate  that 
not  one  but  many  factors  are  influential,  if 
not  directly  responsible,  for  this  anomaly. 

The  role  of  heredity  has  never  been 
questioned.  Although  the  normal  incidence 
of  harelip  is  estimated  as  one  out  of  700  to 
1,300  births,  Fogh-Andersen^  has  pointed 
out  that  if  two  apparently  normal  parents 
have  a child  with  this  deformity,  the  chance 
of  a similar  deformity  in  a subsequent 
sibling  is  increased  to  5 per  cent,  or  1 : 20.  If 
one  parent  has  a harelip,  the  chance  of  a 
similar  deformity  in  subsequent  children 
rises  to  15  per  cent,  or  1:7.  The  defective 
gene  that  is  responsible  is  apparently 
recessive  and  subject  to  normal  overlaps. 

Among  the  extragenital  or  environmental 
factors,  maternal  irradiation,  maternal  ru- 
bella, and  maternal  stress  and  trauma  have 
been  mentioned  as  being  significant.  These 
theories,  however,  have  been  based  either  on 
experimentally  produced  results  in  animals 


FACTORS  OTHER  THAN  HEREDITY  which  hoVC 
been  proposed  as  playing  a role  in  congenital 
harelip  include  maternal  irradiation,  rubella, 
stress  and  trauma,  and  nutritional  deficiency. 
The  cleft  of  the  upper  lip  may  be  unilateral, 
bilateral,  or  central,  and  the  time  of  repair 
depends  on  the  type.  Preoperative  care 
consists  of  adjustment  of  the  feeding  formula 
and  training  the  infant  to  eye  dropper  feeding. 
In  surgical  repair  of  unilateral  harelip,  one 
should  aim  for  obliteration  of  the  cleft, 
reconstruction  of  the  normal  landmarks  of 
the  lip,  and  making  the  length  of  the  lip  on  the 
repaired  side  equal  to  that  of  the  normal  side. 
The  prime  objective  in  repair  of  a bilateral 
harelip  is  to  obtain  an  accurate  equality  of 
length  on  both  sides.  Complications  are 
rare;  delayed  healing  is  the  most  common 
and  is  usually  avoidable  with  proper  cleansing 
of  the  wound,  especially  after  feeding. 


or  on  clinical  observations  unsupported  by 
sufficient  masses  of  data. 

Youmans  in  1948,*^  Warkany  in  1951,** 
and  Canick  in  1954**  have  been  among 
those  who  have  suggested  maternal  nutri- 
tional deficiency  as  an  etiologic  factor. 
Murphy,**  in  studying  526  women  having 
malformed  children,  found  that  approxi- 
mately 40  per  cent  of  these  women  had  eaten 
an  unbalanced  diet  when  they  were  pregnant 
with  their  deformed  children.  A deficiency 
of  vitamin  A,  riboflavin,  pantothenic  acid,  or 
foUc  acid,  alone  or  in  combination  with 
vitamin  antagonists,  and  a deficiency  of 
vitamin  B complex  have  been  claimed 
responsible.  The  development  and  forma- 
tion of  the  upper  lip  and  palate  begins  at  the 
sixth  week  of  the  embryonic  life  and  is 
completed  near  the  end  of  the  twelfth  week. 
Nutritional  changes  after  that  time  have 
relatively  little  effect  on  the  production  of 
the  deformity.  Considering  maternal  nutri- 
tional deficiency  as  a possible  etiologic  factor 
and  acknowledging  the  feasibility  of  apply- 
ing preventive  measures,  Douglas  in  1958,** 
Peer  et  al.  in  1958,*®  and  Conway  in  1958* 
have  advocated  a regimen  of  supplementary 
vitamin  intake  during  the  first  trimester  of 
pregnancy  in  treating  mothers  who  previ- 
ously have  given  birth  to  children  with  a 
cleft  lip  or  cleft  palate.  Table  I summarizes 
their  plan  of  management. 

Douglas**  has  used  this  regimen  for 
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TABLE  I.  Regime  of  supplementary  vitamin  intake  for  pregnant  patients 


Vitamin 
Requirement 
for  Normal 
Women 

Vitamin 

Douglas*^®  Peer’® 

Conway® 

Vitamin  A 

500  I.U. 

12,500 
U.S.P.  units 

Thiamine 

1 . 2 mg. 

Ascorbic  acid 

70  mg. 

. . . One 

stress 

formula 

vitamins 

100  mg. 

Riboflavin 

1 . 4 mg. 

(Lederle) 

5 mg. 

Pentothenic  acid 

10  mg. 

10  mg. 

Folic  acid 

5 mg. 

0 5 mg. 

Vitamin  H12 

4 micrograms 

Vitamin  Be 

•*.  . . 

...  10  mg. 

* No  dosage  given.  In  addition,  a one-per-day  type  of  multivitamin  and  mineral  capsule  was  given. 


sixteen  and  Conway^  for  eleven  years. 
Although  the  series  is  not  large  enough  to 
obtain  significant  conclusions,  thus  far  all 
the  children  from  subsequent  pregnancies  of 
mothers  so  treated  have  been  normal. 

Clinical  varieties 

The  cleft  of  the  upper  lip  may  be  uni- 
lateral, bilateral,  or  central.  The  last 
variety  is  very  rare.  The  cleft  may  be 
complete,  involving  the  entire  length  of  the 
upper  Up  to  include  the  floor  of  the  nose; 
or  incomplete,  ranging  from  a small  notch  at 
the  vermihon,  with  or  without  a longitudinal 
groove  at  the  upper  hp  on  the  involved  side, 
to  a nearly  complete  cleft  with  a narrow  thin 
band  of  skin  bridging  across,  the  Simonard’s 
band.  The  nostril  wall  on  the  involved  side 
is  flattened,  and  the  nostril  floor  is  widened. 
The  association  of  the  cleft  of  the  alveolar 
ridge  and  palate  is  common,  especially  in 
complete  harelips.  The  deformity  of  a 
bilateral  complete  harelip  is  severe.  The 
central  portion  of  the  upper  lip,  the  prola- 
bium, is  small  and  hypoplastic.  The  central 
portion  of  the  alveolar  ridge,  the  premaxiUa, 
is  often  displaced  and  protrudes  forward. 

Treatment 

The  psychologic  shock  and  depression  of 
the  mother  who  has  produced  a deformed 
infant  require  sympathy,  early  reassurance, 
and  a detailed  explanation  of  the  projected 
plan  of  treatment.  It  is  the  responsibility  of 
the  plastic  surgeon  to  resist  pressure  from 
the  parents  and  to  select  the  optimum  time 


for  surgical  repair.  Occasionally  the  demand 
for  early  action  is  given  added  impetus  by 
the  inability  of  the  infant  to  suck  normally, 
which  creates  a feeding  problem. 

A unilateral  complete  harelip  with 
associated  cleft  of  the  alveolar  ridge  and 
palate  is  preferably  repaired  at  the  age  of 
three  weeks,  or  as  soon  as  the  birth  weight 
has  been  regained.  At  this  time  the  infant 
has  adjusted  to  his  new  environment  and  has 
adapted  to  the  feeding  formula.  This 
represents  the  earliest  possible  time  for 
surgery  with  safety.  We  hope,  with  early 
surgery,  to  obtain  the  maximum  molding 
effect  on  the  clefted  alveolar  ridge  and 
palate  by  the  centripetal  constricting  force 
of  the  orbicularis  muscle  of  a repaired  upper 
lip.  The  bony  structure  of  the  alveolar 
ridge  and  palate  is  relatively  soft  in  the 
early  stage  of  development  and  is  susceptible  f 
to  molding  by  this  force. 

Harelip  without  an  associated  cleft  of  the  ’ 
alveolar  ridge  should  not  be  repaired  before 
the  age  of  three  months.  At  this  age  the 
structmes  are  larger  and  the  landmarks 
more  pronounced,  making  an  accurate 
repair  more  feasible. 

A complete  bilateral  harelip  with  marked 
protrusion  of  the  premaxiUa  can  be  repaired 
as  early  as  the  fourth  week  after  birth  in 
either  one  or  two  stages.  In  two-stage 
repairs  the  second  side  is  repaired  approxi- 
mately four  to  six  weeks  after  the  first  stage.  I 
The  two-stage  procedure  is  necessary  because  I 
of  the  marked  protrusion  of  the  premaxiUa 
and  the  consequent  tension  at  the  upper  Up. 

In  one-stage  repairs,  which  are  routine  in 
Albany,  osteotomy  of  the  vomer  and  the' 
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FIGURES.  Technic  of  repair  of  unilateral  complete 
and  incomplete  harelip.  For  detailed  description 
of  operative  technic  see  Wang,  M.  K.  H.:  A modi- 
fied LeMesurier-Tennison  technique  in  unilateral 
cleft  lip  repair,  Plast.  & Reconstruct.  Surg.  26:  190 
(Aug.)  1960. 


reduction  of  the  protruding  premaxilla 
backward  is  often  necessary.  In  such  cases 
surgical  repair  is  preferably  delayed  until  the 
infant  is  ten  to  twelve  weeks  old. 

A bilateral  harelip  without  cleft  or  dis- 
placement of  the  alveolar  ridge  is  best 
repaired  at  the  age  of  three  months. 

Preoperative  care 

Preoperative  care  consists  of  an  adjust- 
ment of  the  feeding  formula  and  training  the 
infant  to  eye  dropper  feeding.  Since  practi- 
cally aU  the  bilateral  harelip  and  severe 
imilateral  harelip  patients  are  unable  to 
suck,  feeding  by  eye  dropper  is  the  only 
means  to  maintain  nutrition.  Bottle  feed- 
ing, however,  often  is  used  for  patients  with 
an  incomplete  cleft  who  can  suck  effectively . 
In  such  cases  the  gradual  replacement  of 
bottle  feeding  by  eye  dropper  or  Asepto 
syringe  feeding  should  be  introduced  two 
weeks  before  surgery.  The  infant  then  will 
be  well  adjusted  to  syringe  feeding  during 
the  postoperative  period,  when  sucking  must 
be  avoided. 

Associated  congenital  anomalies  affecting 
the  health  of  the  infant  and  increasing  the 


risk  of  the  surgical  repair  should  be  cared  for 
before  surgery. 

Surgical  repair 

General  endotracheal  anesthesia  in  surgi- 
cal repair  is  used  in  all  cases. 

Unilateral  harelip.  It  is  uniformly 
agreed  that  in  unilateral  hareUp  there  is  no 
shortage  of  tissue,  but  there  is  a definite 
derangement  (Fig.  3).  The  normal  land- 
marks of  an  upper  lip,  namely  the  Cupid’s 
bow,  the  mucocutaneous  ridge,  and  the 
philtrum,  are  present,  although  displaced. 
To  achieve  a satisfactory  repair  one  should 
aim  for: 

Obliteration  of  the  cleft.  There  is  a defi- 
ciency of  tissue  in  the  lower  segment  of  the 
lip  on  the  medial  side  of  the  cleft.  This  can 
be  corrected  by  the  utilization  of  a whole- 
thickness flap  from  the  lateral  side  of  the 
cleft.  The  closure  of  the  lip  cleft  must  be 
done  in  layers  to  secure  a firm  union  of  the 
muscle  layer  and  assure  minimal  scarring. 

Reconstruction  of  the  normal  landmarks  of 
the  lip.  The  displaced  landmarks  should  be 
identified  and  carefully  replaced  in  their 
normal  positions.  The  Cupid’s  bow  should 
be  symmetrical,  the  mucocutaneous  ridge 
should  be  continuous,  the  philtrum  should  be 
least  marked  by  incision  scars,  and  the 
normal  pout  of  the  lower  segment  of  the 
upper  lip  should  be  reproduced. 

The  length  of  the  lip.  The  length  of  the 
upper  lip  on  the  repaired  side  must  be  made 
equal  to  that  of  the  normail  side  after  the 
repair.  An  accurate  visual  determination  is 
difficult,  since  the  repaired  side  is  often  re- 
tracted and  appears  shorter  than  the  normal 
side  because  of  the  absence  of  the  bony  sup- 
port of  the  clefted  alveolar  ridge  from  behind. 
When  a rectangular  flap  from  the  lateral  side 
of  the  cleft  is  used,  the  total  vertical  length 
of  the  repaired  side  can  be  predetermined 
accurately  to  be  made  equal  with  that  of  the 
normal  side. 

This  length,  once  it  is  made  equal  at  the 
time  of  the  repair,  should  be  maintained. 
The  contracture  of  the  surgical  scar  and  the 
consequent  shortening  or  notching  of  the  lip 
is  prevented  by  means  of  stepladder  closure. 
This,  in  addition  to  meticulous  layer  closure 
and  clean  primary  healing  of  the  wound, 
wiU  result  in  minimal  scarring  and  no 
alteration  of  the  total  length  of  the  lip.  The 
second  factor  that  affects  the  length  is 
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FIGURE  4.  Unilateral  incomplete  harelip.  (A)  Preoperative.  (B)  Postoperative  pictures  three  years  post- 
surgery. Note  symmetry  of  Cupid’s  bow  and  total  length  of  upper  lip. 


FIGURE  5.  Unilateral  complete  harelip.  (A)  Preoperative.  (B)  Postoperative  six  months  after  surgery. 


growth.  An  infinitesimal  difference  in  length 
at  the  time  of  the  repair  can  be  exaggerated 
greatly  by  the  growth  of  the  lip.  An 
accurate  measurement  during  the  repair 
therefore  cannot  be  overemphasized.  Fur- 


thermore, although  the  rate  and  extent  of 
the  growth  of  various  parts  of  the  lip  may  be 
different,  corresponding  opposite  parts  in 
relation  to  the  midline  must  have  equal 
growth  to  produce  a symmetrical  lip.  Any 
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FIGURE  6.  Technic  of  repair  of  bilateral  harelip. 
Note  that  full-thickness  vermilion  flaps  are  used 
from  lateral  borders  of  clefts  to  build  up  central 
vermilion  and  sulcus  behind  it. 

repair  based  on  relocating  and  rearranging 
the  normal  landmarks  back  to  normal  must 
reposition  all  the  displaced  parts  back  to 
their  normal  positions.  This  assures  equal 
and  symmetrical  growth  (Figs.  4 and  5). 

Bilateral  harelip.  In  all  bilateral 
harelips,  especially  complete  ones,  there  is  a 


definite  hypoplasia  of  the  median  portion  of 
the  upper  lip,  the  prolabium  (Fig.  6).  This 
portion  is  short  and  thin.  Its  musculature 
is  markedly  underdeveloped,  its  vermilion  is 
narrow,  and  the  sulcus  behind  it  is  often 
shallow  or  absent.  The  Cupid’s  bow  is 
indistinct.  The  columella  of  the  nose  is 
short,  pressing  the  tip  of  the  nose  down 
toward  the  lip,  thus  further  flattening  the 
deformed  nostrils. 

The  repair  of  a bilateral  cleft  is  handi- 
capped first  by  the  absence  of  a normal  side 
on  which  one  can  base  measurements  to  de- 
termine the  total  length  of  the  repaired  side. 
To  obtain  an  accurate  equality  of  length  on 
both  sides  with  the  tissue  available,  either  in 
one  or  two  stages,  is  therefore  the  prime 
objective. 

Second,  in  this  deformity  there  is  a definite 
and  marked  difference  in  the  growth  poten- 
tial of  various  parts  of  the  lip.  The  hypo- 
plastic prolabium,  after  being  repaired,  has  a 
greater  potential  growth  as  compared  with 
the  lateral  parts.  The  technic  based  on 
bilateral  quadrilateral  flaps  to  augment  the 
length  of  the  central  portion  of  the  lip, 
making  it  proportional  to  the  lateral  parts  at 
the  time  of  the  repair,  invariably  resulted  in 
a too-long  upper  lip  after  a few  years’  growth 
(Fig.  7).  Therefore,  in  the  last  two  years  we 
have  utilized  only  the  mucous  membrane  of 


FIGURE  7.  Bilateral  complete  harelip  repaired  by  bilateral  quadrilateral  flaps.  (A)  Preoperative.  (B) 
Postoperative  five  years  after  surgery.  Note  disproportionately  long  upper  lip. 
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FIGURE  8.  Bilateral  complete  harelip,  repaired  by  full-thickness  vermilion  flaps.  (A)  Preoperative.  (B) 
Postoperative  two  years  after  surgery. 


the  lateral  parts  to  widen  the  vermilion  and 
reconstruct  the  sulcus  of  the  prolabium. 
This  central  portion  of  the  repaired  lip, 
although  proportionally  short  at  the  time  of 
the  repair,  invariably  catches  up  with  the 
remaining  parts  of  the  lip  during  the  growing 
period  (Fig.  8). 

Postoperative  care 

A Logan’s  bow  is  apphed  to  release  the 
tension  and  protect  the  lip  from  accidental 
trauma.  The  suture  line  of  the  lip  is 
exposed,  and  periodic  gentle  cleansing  with  a 
saline-soaked  cotton  applicator  is  carried 
out  by  the  nursing  service.  The  skin 
sutures  are  removed  on  the  fourth  or  fifth 
day  postoperatively.  A liquid  diet  is  given 
by  an  eye  dropper  or  Asepto  S5rringe.  This 
method  of  feeding  must  be  continued  at 
home  after  the  infant’s  discharge.  No 
sucking  of  a nipple  is  permitted  within  three 
months  of  the  repair. 

Complications 

Fortunately,  complications  are  rare. 
Delayed  healing  is  the  most  common  com- 
phcation  and  is  caused  by  crusting  at  the 
suture  line  followed  by  a mild  infection. 


This  is  usually  avoidable  if  diligent  and 
frequent  cleansing  of  the  wound,  especially 
after  each  feeding,  is  carried  out.  Delayed 
healing  often  results  in  a hypertrophic  and 
unsightly  scar  with  occasional  contracture 
and  shortening  of  the  lip.  Complete  whole- 
thickness separation  occurred  on  two  occa- 
sions due  to  the  poor  nutritional  status  of 
the  infant,  who  developed  severe  diarrhea 
during  the  immediate  postoperative  period. 
Mild  laryngeal  edema,  occasionally  following 
a difficult  intubation  during  anesthesia, 
required  oxygen  and  steam  inhalation.  No 
mortality  was  encountered  on  our  service. 

Summary 

A current  conception  concerning  the 
embryology  and  etiology  of  harelip  has  been 
presented  briefly.  The  effect  of  nutrition  on 
the  pregnant  mother  is  discussed,  and  a 
supplementary  nutrition  regimen  by  various 
authors  is  outlined.  The  basic  principles 
governing  the  surgical  repair  of  this  deform- 
ity are  discussed  as  well  as  its  preoperative 
and  postoperative  care. 
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Advice  issued  on 
cortisone-like  drugs 


Four  University  of  Michigan  researchers, 
writing  in  the  November  17,  1962,  issue  of  the 
Journal  of  the  American  Medical  Association, 
have  advised  certain  precautions  in  the  use  of 
cortisone  and  related  drugs.  Their  conclusion 
was  based  on  a study  confirming  earlier  reports 
of  an  association  between  the  long-term  use  of 
such  drugs  and  the  development  of  cataracts. 

The  group  reported  that  out  of  38  patients 
with  rheumatoid  arthritis  who  had  taken 
moderate  and  high  dosages  of  corticosteroids  for 


9,  Stark,  R.  B.:  The  pathogenesis  of  harelip  and  cleft 

palate,  Plast.  & Reconstruct.  Surg.  13:  20  (1954). 

10.  Pohlmann,  M.:  in  Stark,  R.  B., 

11.  Youmans,  J.  B.:  Nutrition.  I.  Growth  and  de- 

velopment. Oral  Surg.  1:  168  (Feb.)  1948. 

12.  Warkany,  J.:  Congenital  anomalies,  Pediatrics  7: 

607  (May)  1951. 

13.  Canick,  M.  L.:  Cleft  lip  and  cleft  palate;  a review 

of  embryology,  pathologic  anatomy,  and  etiology,  Plast.  & 
Reconstruct.  Surg.  14:  30  (July)  1954. 

14.  Murphy,  D.  P.:  Congenital  Malformations,  Phila- 

delphia, J.  B.  Lippincott  Co.,  1947. 

15.  Douglas,  B.:  The  role  ofenvironmental  factors  in  the 

etiology  of  so  called  congenital  malformations.  II.  Ap- 
proaches in  humans;  study  of  various  extragenital  factors; 
theory  of  compensatory  nutrients,  development  of  regime  for 
first  trimester,  Plast.  & Reconstruct.  Surg.  22:  214  (Sept.) 
1958. 

16.  Peer,  L.  A.,  et  al.:  Study  of  400  pregnancies  with 

birth  of  cleft  lip-palate  infants;  protective  effect  of  folic  acid 
and  vitamin  Be  therapy,  ibid.  22:  442  (Nov.)  1958. 


over  a year,  lens  changes  had  occurred  in  14. 
The  lens  changes  were  described  as  “discrete, 
posterior  subcapsular  cataracts,”  small  areas  of 
opacity  producing  minor  symptoms  and  little 
reduction  in  ability  to  see.  Most  patients  with 
these  cataracts  continue  to  have  normal  20/20 
or  better  vision.  No  similar  lens  changes  were 
found  in  a group  of  24  comparable  arthritics  who 
had  never  received  corticosteroids. 

In  addition,  the  group  reported  that  out  of  12 
persons  with  chronic  bronchial  asthma,  2 who 
had  taken  corticosteroids  in  moderate  dosage 
for  more  than  four  years  were  found  to  have 
the  same  type  of  cataracts.  The  amount  and 
duration  of  drug  administration  appears  to  be  the 
major  determining  factor  in  the  production  of 
the  lens  changes. 
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Each  year  in  the  United  States  13,000 
women  die  of  cancer  of  the  cervix,  a disease 
which  by  a quick,  painless,  and  simple  pro- 
cedure can  be  foimd  early  enough  to  be 
cured  in  almost  all  cases.  This  procedure, 
a cytologic  examination,  is  apphed  similarly 
to  the  early  detection  of  cancers  of  other 
sites,  such  as  the  endometrium,  prostate, 
lung,  stomach,  colon,  throat,  and  mouth, 
and  to  the  detection  of  cancer  cells  in  ascitic, 
pleural,  and  pericardial  fluids  and  in  the 
blood  and  lymph  nodes. 

Greater  benefit  is  yielded  by  the  cytologic 
examination  of  cervical  smears  than  by  the 
examination  of  cells  from  other  sites,  but 
if  all  the  knowledge  concerning  control, 
detection  (including  cytology),  and  treat- 
ment were  fully  utilized,  120,000  instead 
of  only  80,000  patients  could  be  saved 
annually.  Forty  thousand  deaths  are  need- 
less. 1 

Cytologic  technics  are  now  used  in  the 
detection  and  diagnosis  of  cancer  wherever 
cells  can  be  collected  by  aspiration,  lavage, 
swabbing,  scraping  or  brushing,  or  by  cen- 
trifuging body  fluids. 

Cytology,  at  present,  is  the  most  promis- 
ing modality  in  cancer  control.  Great 
advances  have  been  made  in  the  past  few 
years  through  highly  perfected  surgical 


technics,  through  isotopes  and  supervoltage 
x-ray  machines,  through  chemotherapy, 
and  through  the  education  of  the  pubhc  in 
the  early  signs  of  cancer  and  of  the  physician 
in  the  value  of  early  detection  and  prompt 
treatment.  Cancer  simgery  and  radiology 
now  have  reached  high  plateaus  of  efficiency, 
chemotherapy  has  added  months  to  the 
lives  of  patients  with  a limited  group  of 
neoplastic  diseases,  and  cancer  education 
of  the  medical  profession  and  of  the  public 
is  progressing  steadily.  But  the  hope  for 
an  immediate  substantial  reduction  in  cancer 
deaths  lies  in  cytology  and  other  methods 
of  early  detection  and  vigorous  prophylactic 
programs. 

The  “time-lag  between  discovery  and  use” 
of  cytology  still  exists  in  the  lack  of  its  full 
utihzation  in  cancer  detection  and  diagnosis.  * 
Despite  a full  knowledge  of  its  enormous 
value  in  saving  hves  by  early  detection 
when  cancer  is  curable,  only  a small  part 
of  its  potentiality  is  being  realized.  In 
addition  to  the  application  of  the  cytologic 
method  to  cancer  detection  and  diagnosis, 
its  frontiers  are  being  extended  rapidly  into 
cancer  research.  The  key  to  the  whole 
cancer  problem — its  causes  and  later  its 
cures  and  prevention — lies  in  the  cell.  The 
study  of  the  cell,  animal  and  vegetable, 
normal  and  malignant,  by  the  new  frontier 
methods  of  biochemistry,  biophysics,  im- 
munology, and  genetics,'  eventually  must 
lead  to  a better  understanding  of  the  mahg- 
nant  process.  Cytologic  methods  also  are 
useful  in  endocrinologic,  radiotherapeutic, 
enzyme,  virus,  and  tissue  culture  studies. 

Definitions 

The  term  “cytology,”  standing  alone, 
etymologically  and  properly  refers  to  the 
total  sciences  of  all  cells  of  all  living  organ- 


426  New  York  State  Journal  of  Medicine  / February  1,  1963 


isms,  unicellular  and  multicellular,  vegetable 
and  animal,  normal  and  abnormal.  Since 
the  seventeenth  century,  when  Hooke  gave 
the  name  “cell”  to  the  “elementary  pores” 
he  found  in  thin  sections  of  cork  and  other 
vegetable  substances,  this  name  for  the 
tissue  unit  has  survived,  and  the  study  of  the 
cell  in  all  its  manifold  aspects,  such  as 
physical,  chemical,  physiologic,  pathologic, 
nutritional,  immimologic,  genetic,  and  so 
forth,  is  the  subject  matter  of  cytology.  ^ 
However,  as  the  application  of  cytology 
to  cancer  detection  increases,  among  clini- 
cians the  imqualified  term  cytology  has 
come  to  be  synonymous  with  cytodetection 
or  cytodiagnosis  of  cancer.  The  term 
cytology  for  the  biologist,  the  physicist, 
the  geneticist,  and  the  biochemist  has  other 
specific  coimotations. 

History 

Publications  from  the  American  Cancer 
Society  by  Grant,®  King,^®  Papanic- 
olaou,®”'® and  others"’'®  have  left  their 
physician  audience  under  the  erroneous  im- 
pression that  exfoliative  cytology,  and  cytol- 
ogy itself,  are  new  sciences.  It  is  difficult 
to  think  of  any  biologic  science  that  is  older, 
unless  it  be  gross  anatomy  or  physiology. 

An  acquaintance  with  the  history,  or 
former  progress,  of  a science  is  essential  to 
an  appreciation  of  its  current  advances  and 
its  probable  future  progress.  Cytology, 
the  science  of  the  cell,  began  in  the  middle 
of  the  seventeenth  century  with  the  work 
of  Hooke,'®  who,  by  the  use  of  a combina- 
tion of  magnifying  lenses,  found  cork  and 
other  vegetable  substances  to  be  composed 
of  “elementary  pores”  which  he  named 
“cells.”  He  was  the  first  to  publish  draw- 
ings showing  this  cellular  constitution  of 
vegetable  and  animal  tissues.  He  states: 

I took  a clear  piece  of  Cork,  I . . . cut  off . . . 
an  exceeding  thin  piece  of  it,  and  placing  it  on 
a black  object  Plate,  because  it  was  itself  a 
white  body  ...  I could  exceeding  plain  per- 
ceive it  to  be  perforated  and  porous  . . . these 
pores  or  cells  . . . were  indeed  the  first  micro- 
scopic pores  I ever  saw,  and  perhaps,  that 
were  ever  seen,  for  I had  not  met  with  any 
Writer  or  Person  that  had  made  mention  of 
them  before  this. 

Hooke  thus  opened  a new  field  of  basic 
biologic  studies  of  plant  tissues'^  which  was 
amplified  quickly  by  other  investigators 


and  extended  into  the  animal  kingdom  by 
Leeuwenhoek’s'®  observations  on  blood, 
milk,  phlegm,  and  spermatozoa. 

Leeuwenhoek  probably  gave  the  first 
demonstration  of  exfoliative  cytology'®  when 
in  1710  he  showed  Uffenbach’s  visiting  party 

. . . the  scales  of  a fish,  whose  structure  was 
certainly  wonderful . . . Leeuwenhoek  re- 
marked that  he  must  show  us  that  men  also 
have  scales.  Accordingly,  he  took  a pen- 
knife, and  scratched  his  arm  several  times, 
then  took  a glass  tube  and  with  it  scraped 
several  times  the  place  he  had  scratched. 
He  then  let  us  look  at  the  tube  through  his 
microscopium,  whereupon  many  little  parti- 
cles, like  scales,  were  visible  upon  it . . . really 
only  particles  or  scruf,  from  the  outermost 
skin  . . . particularly  on  the  head  . . . peels 
off  . . . though  it  always  forms  anew  under- 
neath. He  also  examined  similar  scrapings 
from  the  tongue. 

Leeuwenhoek  also  studied  blood  corpuscles 
and  transverse  and  longitudinal  sections  of 
cork  and  other  woods.  Concerning  his  de- 
scription of  spermatozoa  given  to  the  Royal 
Society  of  London  in  1677  in  his  paper  “Ani- 
malcula  in  Semine  Masculine,”  he  wrote 
later  in  a letter:  “I  well  know  there  are 
whole  Universities  that  won’t  beheve  there 
are  living  creatures  in  the  male  seed:  but 
such  things  don’t  worry  me,  I know  I am 
in  the  right.”'® 

Both  Hooke  and  Leeuwenhoek  have  been 
referred  to  as  the  Father  of  Cytology.  In 
modern  times  Papanicolaou,  especially  since 
his  death,  has  been  given  this  honor,  al- 
though he  was  far  from  the  first  to  apply 
cytology  to  clinical  investigation,  even  for 
the  diagnosis  of  cancer."  Papanicolaou,® 
with  his  characteristic  modesty,  frequently 
referred  to  antedating  work  in  his  field,  for 
example,  his  reference  to  Pouchet’s'®  mono- 
graph. In  spite  of  many  isolated  and 
neglected  reports  of  previous  work,  and  in 
spite  of  several  attempts  to  set  up  other 
investigators  as  parallehng  and  con- 
temporary with  or  prior  to  Papanicolaou,  he 
remains,  in  this  coimtry  at  least,  the  pioneer 
in  cytology  who  developed  it  to  the  point  of 
widespread  hfesaving. '® • 

Several  cytologic  reports  prior  to 
Papanicolaou  deserve  mention.  The  report 
of  Beale®'  has  been  referred  to  as  “possibly” 
or  “probably”  the  first  diagnosis  of  cancer 
by  the  cytologic  method."  ®®  The  drawings 
of  cells  from  the  sputum  of  a patient  with 
carcinoma  of  the  pharynx,  reproduced  in 
publications  of  the  American  Cancer 
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Society,**'®'*  were  made  “long  before  any 
specific  theory  had  been  arrived  at,” 
according  to  Beale.®*  He  referred  to  the 
Cells  as  “elementary  parts”  and  to  the 
central  portion  of  the  cell  (the  nucleus)  as 
“germinal  matter,”  thus  anticipating  the 
importance  of  nuclear  changes  in  the 
cytology  of  malignant  conditions  and  re- 
production. 

Twenty  years  before  Beale’s  report, 
Walshe,®®  in  a comprehensive  treatise  on 
diseases  of  the  lungs,  referred  to  his  finding 
fragments  of  mahgnant  tissue  in  the  sputmn 
of  patients  with  cancer  of  the  lung,  thus 
distinguishing  this  disease  from  chronic 
pneumonia.  “If  the  cancer  have  softened, 
the  microscopical  characters  of  that  product 
may  be  found  sometimes  in  the  sputa.” 

It  is  this  early  work  of  Walshe  and  Beale, 
together  with  work  a century  later  in  St. 
Thomas  Hospital,  London,  by  Dudgeon, 
Bamforth,  and  others,  that  is  used  by  British 
authors*®’ ®‘*  to  dim  Papanicolaou’s  priority. 

In  the  centuries  between  the  basic  cyto- 
logic discoveries  of  Hooke  and  Leeuwenhoek 
and  the  explosion  of  interest  in  cytodiagnosis 
initiated  by  Papanicolaou,  there  were  a few 
important,  but  widely  spaced  investigations 
which  prepared  the  way  for  modern 
cytology.  In  1759  Wolf®^  referred  to  aU 
animal  organs  as  being  composed  of  tiny 
globules  which  can  be  seen  with  a micro- 
scope. In  1790  Borden®®  described  the 
cellular  changes  in  diseases  of  the  mucous 
tissues  of  the  respiratory  tract.  In  1815  De 
Lamark®®  compared  the  cellular  char- 
acteristics of  plants  and  animals.  In  1824 
Dutrochet,®®  in  a comprehensive,  two-volume 
monograph,  described  the  intimate  cellular 
structure  of  plant  and  animal  tissues.  In 
1837  Donne®®’®®  described  the  mucus  and 
cells  of  sputum  and  the  sohd  constituents, 
including  cells,  of  body  fluids.  In  1847 
Barry  described  and  illustrated  the  nucleus 
of  cells,  and  Schwann®*  reported  his  micro- 
scopic proofs  of  the  similarity  in  the 
structure  and  growth  of  animals  and  plants, 
giving  a logical  basis  for  ciurrent  studies  of 
plant  tumors  as  indicative  of  the  behavior 
of  animal  tumors;  for  example,  the  recent 
work  of  Braun®®  with  crown  gall  tumorous 
disease  of  plants,  which  shows  the  funda- 
mental similarity  between  animal  and  plant 
cells  and  cellular  behavior.  In  1849 
Schleiden’s®®  monograph  on  scientific  botany 
confirmed  decisively  the  cellular  structure  of 


all  tissues.  In  1850  Cohn®'*  described  the 
cellular  structure  of  the  blood.  In  1852  von 
Mohl®®  summarized  aU  the  current  knowl- 
edge concerning  the  vegetable  ceU.  Vir- 
chow, in  1858,®®  in  a series  of  twenty  lectures, 
presented  his  classic  view  on  cellular  pa- 
thology. In  1863  Schultze®®  showed  that 
protozoa  are  imiceUuIar  and  that  “through- 
out the  whole  world  of  life  there  is  one 
general  kind  of  living  material,  protean,  yet 
nevertheless  essentially  similar.” 

In  1855  Biermer,®®  and  in  1886  Troup,®® 
reported  in  monographs  the  finding  of 
cancer  cells  in  the  sputum  of  patients  with 
cancers  of  the  tongue,  tonsils,  larynx, 
fauces,  and  lung.  Troup’s  monograph  con- 
tains some  of  the  earliest  photomicrographs 
made  in  pathology,  comparing  quite 
favorably  with  the  beautiful  colored 
drawings  in  the  monograph  on  the  sputum 
published  thirty-five  years  later  by  von 
Hoesshn.  ^® 

Although  “so  very  difficult  a matter  it  is 
to  trace  and  find  out  the  truth  of  anything 
by  history,”^*  even  this  very  brief  sketch  of 
the  development  of  cytology  demonstrates 
the  long  lag  between  scientific  discovery  and 
practical  application.  Even  today,  with 
the  reluctant  and  slow  acceptance  of  the 
value  of  cytologic  screening  for  cancer 
detection  in  large  population  groups,  we 
can  say  justifiably  with  Troup®®  that 
cytology  is  “a  department  which  had  been 
neglected  by  most  medical  men,  and  treated 
as  a step-child  and  Cinderella  of  their 
sciences.”  Although  there  are  isolated 
cytologic  enthusiasts  in  all  parts  of  the 
world  and  many  national  and  international 
cytology  societies,  the  medical  profession  is 
still  slow  to  utilize  the  enormous  potentiali- 
ties of  this  science  in  the  control  of  cancer. 
Among  the  explanations  for  this  slow  ac- 
ceptance of  clinical  cytology  are  the  initial 
reluctance,  even  hostility,  of  some  patholo- 
gists; the  lack  of  trained  cytologists  and 
cy  to  technicians;  and  the  inadequacy  of  the 
several  professional  and  public  educational 
programs. 

Among  the  earlier  American  contributors 
to  the  science  of  cytology  were  Donaldson^® 
and  Drysdale,^®  both  of  whom  began  their 
studies  in  1853,  although  Drysdale  delayed 
the  pubhcation  of  his  monograph  for  twenty 
years. 

In  1914  MacCarty,^^  at  the  Mayo  Clinic, 
showed  drawings  and  photographs  of  single 
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cancer  cells  and  emphasized  the  diagnostic 
and  prognostic  significance  of  the  ratio  of 
nuclear  to  nucleolar  size,  confirming  the 
description  of  the  cancer  cell  by  Hansemann 
twenty  years  earlier. 

Papanicolaou®  entered  the  field  in  1928 
following  his  earlier  studies  of  vaginal 
smears  for  endocrinologic  significance  in  the 
sexual  cycle. 

Soon  thereafter  other  investigators  in 
many  countries  confirmed  and  extended  his 
work — Graham  and  L’Esperance  in  this 
country,  Babes  in  Himgary,  Bamforth  in 
England,  and  myself  in  Canada  and  now  in 
New  York.  Papanicolaou,  in  his  earlier 
work  on  uterine  cancer,  used  vaginal  smears 
obtained  by  aspiration  but  later  followed  my 
lead  in  obtaining  cytologic  specimens  by 
scraping  the  cervix  with  a specially  de- 
signed wooden  spatula.  Others  adopted  a 
new  technic  of  brushing  the  endocervix, 
endometrium,  colon,  stomach,  and  throat 
with  my  brushes  for  these  sites. 

The  history  of  the  cell  concept  up  to  1870 
was  well  reviewed  by  Tyson'*®  in  a mono- 
graph carrying  several  hundred  biblio- 
graphic references,  by  Labbe  in  1903,*®  more 
recently  by  Reagan,*^  and  quite  recently  by 
Kirsche.  *® 

Tools 

Microscope.  Current  advances  in  the 
science  of  cytology  are  to  a great  extent  due 
to  the  progress  of  technology,  particularly  of 
optical  instruments.  Although  progress  is 
being  made  in  the  technics  of  sampling, 
staining,  and  interpretation,  the  greatest 
progress  can  be  expected  from  the  several 
modern  improvements  on  the  conventional 
light  microscope  which  are  opening  new 
vistas  and  approaching  new  horizons  by 
revealing  more  and  more  minute  structures 
in  the  ceU. 

To  appreciate  the  advantages  of  these 
improvements  in  the  visualization  of  cell 
components  over  the  older  optical  instru- 
ments, a brief  history  of  the  microscope  is 
presented  here.  Cytologic  microscopists 
will  be  interested  in  the  origins  and  develop- 
ment of  their  constant  companion  as  well  as 
in  the  new,  developing  instruments  that  may 
well  supercede  the  conventional  micro- 
scope. Papanicolaou  frequently  expressed 
his  emotional  attachment  to  his  “silent 
companion,”  the  microscope,  which  he 


used  from  the  time  he  first  saw  cancer  cells 
in  a smear  from  the  uterine  cervix  when  he 
was  studying  rodent  and  human  sex  cycles 
half  a century  ago.” 

The  pathologist,  the  cytologist,  and  the 
microscopist,  to  whom  the  microscope  is 
“his  first  and  last  mistress,”  as  was 
mechanics  to  Robert  Hooke,  should  acquaint 
himself  with  the  ancestors  of  his  inanimate 
spouse  so  that  he  may  the  better  appreciate 
her  progeny  now  coming  of  age  in  biologic 
research.** 

Leeuwenhoek,  who  referred  to  his 
“glasses”  as  “my  newly  invented  Micro- 
scopia,”  is  often  erroneously  stated  to  be  the 
inventor  of  the  microscope  as  we  know  it 
today,  but  the  magnifying  setup  used  by  him 
and  that  of  Hooke  consisted  of  simple 
double  convex  glasses  of  about  270  diam- 
eters magnifying  power,  a far  cry  from  our 
modern  instruments. 

Magnifying  lenses  were  known  to  the 
ancient  Egyptians,  Greeks,  and  Romans. 
Ptolemy’s  Optics  contained  a table  of  re- 
fractive powers  of  lenses.  Aristophanes,  in 
1500  B.C.,  referred  to  the  sale  of  “burning 
spheres,”  globes  for  focusing  the  sun’s  rays. 
Pliny  and  Seneca  referred  to  magnifying 
lenses.  The  ruins  of  Nineveh,  Herculaneum, 
and  Pompeii  yielded  lenses.  As  early  as 
1300,  in  Italy,  lenses  were  used  in  spectacles. 

In  1590  The  Jansens,  father  and  son,  in 
Holland,  were  probably  the  first  to  use 
lenses  as  a compoimd  microscope.  Fontana 
wrote  in  1646  that  he  had  invented  the 
microscope  in  1618.  In  1612  Galileo  pre- 
sented a microscope  to  King  Sigesmund  of 
Poland. 

The  Philosophical  Transactions  of  the 
Royal  Society  of  London  in  1668  carried  an 
abstract  of  an  accoimt  by  Eustachio  Divini 
in  the  Italian  Giornale  dei  Letterati  of  his 
invention  of  the  microscope. 

In  1675,  although  Hooke  had  been 
instrumental  in  awarding  Leeuwenhoek  a 
fellowship  in  the  Royal  Society,  Leeuwenhoek 
wrote  Oldenburg  that  Hooke  was  “one  who 
was  much  rather  inclined  to  deck  himself  out 
with  my  feathers,  than  to  offer  me  a helping 
hand.” 

In  1677  De  Graff’s  description  of  the 
microscopy  of  the  follicle  now  bearing  his 
name  was  published.  It  has  been  stated  that 
his  acrimonious  priority  controversy  with 
Swammerdam  hastened  his  death.'® 

The  microscopes  of  Fontana,  of  Galileo, 
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and  even  of  the  Jansens  in  his  own  country, 
were  developed  long  before  Leeuwenhoek’s 
time.  Since  medical  commimications  then 
differed  from  those  of  today,  he  knew 
nothing  of  them  when  he  developed  his 
magnifying  system  independently. 

The  word  microscope  was  first  used  by 
Giovanni  Fabri  in  1625.  Hooke’s  Micro- 
graphia^^  is  said  to  be  the  first  important 
work  on  the  microscope.*^  In  1655  and 
1656  BoreUius**  published  a monograph  on 
the  history  of  the  microscope  and  its  ap- 
plication to  the  structure  of  the  higher 
animals.  Two  centuries  later,  in  1866,  von 
Harting®®  published  a comprehensive  three- 
volume  treatise  covering  all  aspects  of 
microscopy  up  to  that  time. 

Many  modifications  of  the  conventional 
light  microscope  have  been  developed  and 
applied  to  cytology. 

The  ultraviolet  microscope  reveals 
significant  chemical  differences  in  the  various 
cell  constituents.  In  the  use  of  different 
ultraviolet  wave  lengths  with  this  micro- 
scope, supplementary  color  filters  reveal  the 
chemical  composition  of  certain  cell  con- 
stituents, such  as  nucleic  acid,  so  important  in 
malignant  cytologic  changes  in  the  nucleus. 

With  the  phase-contrast  microscope, 
specimens  need  not  be  fixed  or  stained.  In 
the  cancer  cell  under  phase-contrast 
examination  the  cytoplasm  is  seen  as 
shrinking  away  from  the  nucleus,  but  as  in 
conventional  microscopic  cytology,  the 
actual  diagnosis  and  prognosis  in  malignant 
conditions  depend  on  a multiplicity  of 
factors  in  a substantial  number  of  cells. 

Another  modification  of  microscopy  that 
is  used  in  cytologic  diagnosis  is  the  inter- 
ference microscope,  essentially  a polarizing 
microscope  transformed  into  a two-beam 
interferometer.®'  By  this  technic  cells  must 
be  examined  immediately  after  they  are 
collected,  and  the  resolution  is  not  so  good  as 
that  obtained  in  fixed,  stained  smears  with 
the  conventional  microscope.  The  nuclear 
changes  on  which  the  cytologist  customarily 
depends  for  the  diagnosis  of  a malignant 
condition — structural  detail,  hyperchroma- 
tism, and  so  forth — are  lacking,  and  an 
entirely  new  set  of  criteria  must  be  learned. 
The  apparatus  is  also  almost  prohibitively 
expensive. 

Of  the  several  devices  designed  to  increase 
the  visualization  of  cell  structures  that  are 
too  small  to  be  seen  with  the  highest 


magnification  in  the  light  microscope,  the 
electron  microscope  is  the  most  promising 
for  the  future  development  of  cytology,  not 
only  for  the  diagnosis  of  cancer  but  also  for 
basic  biologic,  chemical,  and  genetic  studies 
of  the  ceU.  With  it  great  advances  already 
have  been  made  in  studying  the  relation  of 
viruses  to  cancer.  As  the  electron  micro- 
scope technic  and  instrument  develop, 
cytology  becomes  a more  and  more  exact 
science.®® 

Still  another  modification  of  the  micro- 
scope used  in  cytology  is  the  fluorescence 
microscope.®'*"®®  By  this  method  the  sen- 
sitivity of  any  histochemical  method  which 
has  a fluorescent  end  point  may  be  increased. 
Only  minute  amounts  of  fluorescent  sub- 
stance are  necessary  to  produce  visible 
fluorescence.  The  application  of  fluorescence 
microscopy  to  cytodiagnosis  is  based  on  the 
use  of  the  fluorochrome,  acridine  orange,  to 
demonstrate  the  presence  and  location  with- 
in the  cell  of  nucleic  acids.  This  method  is 
coming  into  wider  use  as  a population-group 
screening  test  for  cervical  cancer. 

There  are  several  electronic  devices  under 
development  and  study  that  wiU  come  into 
wider  use  in  cytology,  perhaps  in  the  near 
future.  The  short  supply  of  pathologists 
trained  in  cytology  and  of  cytotechnicians 
led  to  the  idea  of  developing  an  instrument 
capable  of  counting  malignant  cells  dis- 
tributed among  normal  cells  on  a slide. 
Eventually  such  a robot  cytotechnician  may 
prove  to  be  practical  for  laboratories  with 
enormous  volumes  of  cytology  slides  to 
interpret,  as  in  population-group  screening. 
The  current  state  of  the  development  of  this 
apparatus  was  reviewed  recently.®*  A 
ratio  recorder  for  cytophotometry  based  on 
automatic  image  discrimination  has  just 
been  reported,®*  and  a three-dimensional 
tmnor  cell  diagnostic  method  has  been 
described.®* 

Staining.  Second  only  to  the  micro- 
scope in  importance  among  the  tools  of  the 
cytologist  are  his  stains  with  which  he  makes 
the  ceU  constituents  distinguishable  under 
the  microscope. 

With  the  older  aqueous  stains  used  in 
histologic  and  pathologic  technics,  the 
discrete  cells  studied  in  cytology  often  were 
indistinct  and  difficult  to  interpret.  Papanic- 
olaou, Shorr,  and  others  developed  entirely 
new  staining  technics  using  alcoholic  solu- 
tions which  resulted  in  more  translucent 
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coloration  of  cells  and  greater  diagnostic 
accuracy,  a decisive  factor  in  the  current 
wide  acceptance  of  Papanicolaou’s  cytologic 
technics. 

Concurrent  with  the  advances  in  the  use 
of  the  microscope  there  have  been  many 
advances  and  variations  in  the  choice  of 
stains  and  the  technics  of  their  use.  In 
spite  of  the  host  of  dyes  and  technics  that 
are  recommended  as  yielding  results  superior 
to  those  of  the  Papanicolaou  technic,  it  re- 
mains the  standard  procedure  for  effective 
routine  cytologic  diagnosis.  The  acridine 
orange  fluorochrome  technic  has  been  used 
in  the  detection  of  cancer  of  nearly  aU  body 
sites  but  has  yet  to  be  demonstrated  to  be 
superior. 

Sampling  technics.  Advances  in 
cytologic  tools  would  be  incomplete  with- 
out a mention  of  some  of  the  improvements 
in  the  technics  of  obtaining  samples  from  the 
several  body  sites  for  cytologic  examination. 
These  technics  have  advanced  far  beyond  the 
original  method  of  obtaining  vaginal  smears 
by  the  aspiration  of  specimens  from  the 
vaginal  pool. 

I demonstrated  early  in  the  course  of  the 
development  of  clinical  cytology  that  fewer 
false  negative  results  were  obtained  when 
specimens  were  taken  directly  from  the 
cervix  by  a specially  designed  wooden 
spatula  than  when  they  were  taken  from  the 
vaginal  pool.  I later  extended  this  idea  to 
develop  another  spatula  specially  designed 
for  obtaining  endocervical  smears.  When  I 
found  even  this  to  be  not  entirely  satis- 
factory, I developed  a rotating  brush  for 
obtaining  endocervical  smears  and  later 
modified  it  to  be  adaptable  to  ceU  samphng 
from  the  stomach,  rectum,  mouth,  throat, 
and  limg. 

Other  investigators  have  suggested  various 
sampling  devices  for  gastric  cells  and  cells 
from  other  sites. 

The  most  important  point  for  the 
practicing  physician  to  know  is  that  no 
matter  how  meager  his  cytologic  equipment 
and  knowledge,  his  patients  need  not  be 
denied  the  benefit  of  early  cancer  diagnosis 
by  the  cytologic  method.  All  the  sampling 
technics  are  simple,  and  there  are  many 
laboratories  weU  qualified  to  interpret  the 
shdes  he  submits  by  mail.  The  Cancer 
Cytology  Foundation  of  America  is  so 
equipped  in  New  York  City  and  in  Miami, 
Florida. 


Principles 

Although  the  technics  of  sampling,  of 
fixing,  of  staining,  and  of  interpretation  vary 
widely  from  laboratory  to  laboratory  and 
from  site  to  site,  there  are  a few  general 
principles  that  apply  to  all  technics  and  to 
all  sites. 

Just  as  pathology  has  developed  on  the 
basis  of  normal  histology,  so  must  morbid 
cytology  develop  from  a thorough  knowledge 
of  the  normal  ceU.  Proficiency  in  a cytologic 
diagnosis  cannot  be  expected  in  the  absence 
of  an  understanding  of  the  manifold 
variations  in  the  normal  cells  of  the  ex- 
fohating  tissues.  Often  the  diagnosis  is 
based  on  the  normal  as  well  as  the  abnormal 
elements  on  the  slide. 

Good  preservation  of  the  specimen  by 
immediate  fixation  is  essential  to  an  accurate 
diagnosis.  Drying  of  the  smear  may  distort 
the  cells  so  markedly  that  it  will  destroy 
completely  the  fine  nuclear  and  cyto- 
plasmic structural  details  on  which  a 
diagnosis  is  based.  A sharp  nuclear  defi- 
nition and  highly  transparent  cytoplasm 
are  essential  to  cytologic  interpretation  and 
are  obtained  only  by  careful  attention  to 
each  step  in  the  preparation  of  the  sUde — 
fixation,  staining,  and  clearing.  A badly 
preserved  shde  may  contain  nonmalignant 
cells  that  resemble  mahgnant  cells  so  closely 
as  to  lead  to  a false  positive  report.  This 
is  probably  the  most  common  explanation  of 
false  positive  diagnoses.  For  example,  a 
truly  bare  nucleus,  standing  alone  and  with- 
out apparent  cytoplasm  or  cell  membrane, 
indicates  a degenerated  cell  and  must  be  dis- 
tinguished carefully,  using  oil  immersion  if 
necessary,  from  the  truly  malignant  cell  in 
which  the  cytoplasm,  httle  as  there  may  be, 
is  present  and  intact. 

In  the  interpretation  of  a cytologic  speci- 
men there  is  no  one  criterion  which  alone  in- 
dicates the  presence  of  a mahgnant  con- 
dition, nor  is  there  any  one  criterion 
that  indicates  the  absence  of  a mahgnant 
condition.  The  diagnosis  is  made  on  a 
number  of  criteria  combined  and  on  the 
expert  cytologist’s  experience  in  the 
examination  of  many  shdes.  The  numbers 
of  false  positive  and  false  negative  diagnoses 
diminish  with  the  experience  of  the 
cytologist. 

Papanicolaou  used  to  state  that  he  could 
not  teU  anyone  just  how  he  recognized  a 


February  1,  1963  / New  York  State  Journal  of  Medicine  431 


smear  as  being  positive  for  a malignant 
condition  any  more  than  he  could  teU  anyone 
how  to  recognize  an  acquaintance  by  de- 
scribing his  facial  appearance.  Y et  himdreds 
of  students  from  aU  parts  of  the  world  sat  at 
his  feet,  saw  thousands  of  slides  with  him, 
and  C8une  away  able  to  recognize  mahgnant 
conditions,  although,  hke  him,  they  were 
unable  to  formulate  sine  qua  non  positive 
criteria  either  for  malignant  or  non- 
mahgnant  conditions. 

This  situation  is  not  quite  so  hopeless  for 
the  beginner  as  it  sounds  because  there  are 
certain  describable  criteria  which,  when 
combined  and  when  present  in  a sufficient 
proportion  of  the  ceUs  of  a smear,  are  quite 
convincing  evidence  of  a malignant  con- 
dition. These  incriminating  cell  changes  are 
for  the  most  part  in  the  nucleus  and  consist 
chiefly  of  a disproportionate  enlargement, 
irregularity  of  form,  hyperchromatism,  and 
binucleation  or  multinucleation.  The  cancer 
cells  as  a whole  are  changed  but  slightly  in 
appearance  and  form  and  can  be  identifled  as 
to  their  epithelial  source.  Papanicolaou 
apphed  the  term  dyskaryosis  to  those 
abnormal  changes  in  the  nucleus  of  a cell  that 
stiU  retains  its  original  well-differentiated 
type. 

Malignant  criteria  are  those  changes 
foimd  together  in  a specific  pattern  that 
have  been  found  most  frequently  in 
mahgnant  exfohated  cells  of  a given  type. 
The  cytologic  criteria  of  mahgnancy  listed 
here  are  those  presented  by  Frost.®®  These 
criteria,  to  be  vahd,  must  be  found  in  well- 
preserved  cells.  Such  changes  observed  in 
disintegrating  cells  are  of  no  significance. 
Most  criteria  of  mahgnant  conditions  are 
changes  in  the  nucleus  itself  and  in  its 
relation  to  the  cytoplasm  and  in  the 
relations  between  cehs.  The  most  important 
nuclear  changes  are  alterations  in  the 
chromatin  pattern,  such  as  sharp  borders, 
pointed  projections  and  indentations,  hyper- 
chromatism, coarse  granules,  and  cleared 
areas.  The  nuclear  membrane,  in  different 
sectors,  may  be  alternately  extremely  thin 
and  extremely  thick  with  sharp  inner  and 
outer  surfaces  and  projecting  in  sharp 
spikes  irregularly  into  the  cytoplasm  and 
into  the  nucleus.  The  nucleolus  may  be  of 
irregular  shape  with  sharply  angled  pro- 
jections and  indentations,  the  munber  of 
nucleoh  may  be  increased,  and  they  may  be 
increased  greatly  in  size. 


Less  significant  nuclear  criteria  of 

malignant  conditions  are:  large  size  and 
variable  irregular  shape;  mitosis,  especially 
in  a body  cavity  fluid  (mitosis  is  rare  in  a 
cancer  cell  and  usually  indicates  a 
histiocyte);  and  multinucleation  when  there 
is  variation  in  the  chromatin  patterns  in  the 
several  nuclei  of  the  same  cell. 

The  cytoplasmic  evidence  of  a mahgnant 
or  nonmalignant  condition  hes  in  the 
amount  of  cytoplasm  present  in  the  cell  and 
in  whether  or  not  the  cytoplasm  is  intact. 
A criterion  of  a mahgnant  condition  is  a 
large  ceU  with  a very  thin  rim  of  cytoplasm, 
so  thin  that  visuahzation  may  require  care- 
ful focusing  and  oil  immersion.  Careful 
focusing  in  depth  may  disclose  that  a ceU 
that  appears  to  have  but  httle  cytoplasm  is 
viewed  on  end  or  in  among  other  cehs  and 
reahy  has  a normal  amount  of  intact 
cytoplasm.  A reahy  bare  nucleus,  absolutely 
without  any  surrounding  cytoplasm,  is 
the  remnant  of  a degenerated  ceU  and  can- 
not be  used  as  a diagnosis.  A high  nucleus- 
cytoplasm  ratio  in  a large  ceU  is  a valuable 
criterion  of  mahgnancy,  as  are  an  extreme 
molding  of  the  nucleus  by  a cytoplasmic 
vacuole  or  by  the  ceU  membrane  and  a 
nucleus  crowded  against  the  thin  cytoplasmic 
rim  for  an  appreciable  distance  and  for  no 
obvious  mechanical  reason. 

A diagnosis  of  a mahgnant  condition, 
therefore,  is  based  on  great  variabihty  in  a 
group  of  cehs  or  in  a tissue,  of  the  chromatin 
pattern,  the  nucleolar  number  and  pattern, 
multinucleation,  sizes  and  shapes  of  the 
nuclei,  molding  of  the  nuclei,  and  the 
scantiness  and  variabihty,  from  ceU  to  ceU, 
of  the  cytoplasm. 

Since  the  initial  stimulation  of  interest  in 
clinical  cytology  by  Papanicolaou,  many 
advances  have  been  made  in  the  technics  of 
samphng,  in  the  preparation  of  the  samples 
for  diagnostic  interpretation,  and  in  their 
interpretation.  Most  of  these  advances  are 
especiahy  apphcable  to  screening  and  the 
detection  or  diagnosis  of  cancer  of  a particular 
site. 

Summary 

A general  survey  of  the  history  of  cytology 
and  its  paraphernaha  shows  it  to  have  been 
a slowly  developing  science  previous  to  its 
being  greatly  accelerated  by  the  work  of 
Papanicolaou.  Even  today  the  medical 
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profession  is  only  slowly  adopting  the 
simple  technics  that  would  yield  the  many 
potential  benefits  of  applying  cytology  to 
the  detection  of  early  cancer  while  it  is  still 
curable.  In  spite  of  this  slow  acceptance  of 
cytology,  progress  is  being  made  through 
the  application  of  the  technologic  advances 
of  modern  times  to  this  science.  As  further 
technologic  progress  is  made,  new  channels  of 
research,  leading  to  greater  benefits  for  more 
cancer  patients,  will  be  opened.  Possibly 
in  cytology  will  be  found  the  solution  of  the 
entire  fundamental  enigma  of  cancer — ^its 
cause,  its  natural  history,  its  prevention, 
and  its  cure;  for  this  solution  must  He  in  the 
cell. 

115  East  69th  Street,  New  York  21 
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Deadly  red  bean  describecf 


The  University  of  Rochester  Department  of 
Pharmacology,  internationally  known  center 
for  studies  on  the  toxicity  of  common  household 
products,  warns  against  a lovely  but  lethal 
red  bean  frequently  used  in  tourist  souvenirs. 

The  scarlet,  blackeyed  bean,  whose  re- 
semblance to  a hard  candy  makes  it  especially 
tempting  to  children,  is  the  Jequirity  bean 
(Abrus  precatorius) . It  is  also  known  as 
Precatory  bean,  Seminole  beads.  Rosary  pea, 
crabseye,  Indian  prayer  bead,  voodoo  beads. 


lucky  bean,  and  Mienie-Mienie.  The  fruit  is 
“a  hard,  scarlet,  ovoid  (long  diameter  Vis 
to  */i6  of  an  inch)  black-eyed  bean-hke  seed.” 

Most  frequently  found  in  tropical  costume 
jewelry,  swizzle  sticks,  and  similar  items  for  the 
tourist  trade,  the  Jequirity  bean  is  extremely 
toxic  if  the  shell  is  broken.  Eating  only  one 
or  two  can  cause  serious  poisoning,  and  in  the 
case  of  children,  may  be  fatal. 

The  bean  apparently  is  not  toxic  if  it  is 
swallowed  with  the  shell  intact;  however,  a 
single  seed  dropped  on  the  floor  and  crushed 
underfoot  could  provide  a murderous  morsel 
for  a child  attracted  by  its  bright  red  shell 
and  candy-like  appearance. 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Ed-itors 


Knickerbocker  Hospital 
New  York  City 

September  12,  1962 

Conducted  by  MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D. 

Discussed  by  PERRY  BERG,  M.D. 


A Problem  in  Advanced 
Renal  Decompensation 


Case  history 

Jerome  Kamlet,  M.D.:  A forty -four- 
year-old  Negro  female  was  admitted  to 
Knickerbocker  Hospital  for  the  first  time  in 
a somewhat  confused  state.  It  was  learned 
with  some  difficulty  that  she  had  been  ill 
for  about  two  weeks,  complaining  of  pro- 
gressive anorexia,  nausea,  vomiting,  and 
general  pruritus.  Eventually  she  became 
unable  to  take  food  or  fluids  and  com- 
plained of  intense  thirst.  For  some  time 
previously  she  had  experienced  rather  pro- 
nounced polydipsia.  Recently  she  had  de- 
veloped hot  flashes,  and  her  menstrual 
periods  had  become  irregular. 

The  past  history  was  fragmentary.  She 
had  had  three  previous  cesarean  sections. 
She  was  known  to  have  had  high  blood 
pressure  for  several  years  and  was  taking 
reserpine  up  to  the  time  of  her  admission. 
She  had  had  several  episodes  of  paroxysmal 
dyspnea  and  was  taking  digitalis  until 
three  weeks  before  her  admission.  A his- 
tory of  “rheumatic  fever  on  and  off  for 
seventeen  years”  was  obtained,  and  she  was 
said  to  have  been  “swollen  all  over”  on 
occasion.  These  latter  two  complaints  could 
not  be  elucidated  further.  There  was  an 
equivocal  history  of  untreated  diabetes. 
There  was  a known  history  of  genitourinary 
tract  disease. 

A physical  examination  disclosed  a chron- 
ically ill-appearing  Negro  woman  who  was 
confused  and  dehydrated.  The  tempera- 
ture was  98  F.,  pulse  148,  respirations  20, 
and  blood  pressure  190/110.  The  skin  was 
dry,  and  there  were  many  excoriations. 
The  breath  was  foul  because  of  an  exudative 


stomatitis.  The  teeth  were  carious.  Bi- 
lateral arcus  senilis  and  partial  cataracts 
were  present;  the  ocular  fundi  could  not  be 
visualized.  The  lungs  were  clear  to  per- 
cussion and  auscultation.  The  heart  was 
percussed  as  enlarged,  the  sounds  were  of 
good  quaUty,  there  were  no  murmurs,  and 
there  was  tachycardia.  No  masses  or 
fluid  were  detectable  in  the  abdomen  or 
flanks;  there  was  no  costovertebral  angle 
tenderness.  A pelvic  examination  was  un- 
remarkable except  for  evidence  of  vaginitis. 
There  was  no  cyanosis,  clubbing,  or  edema 
of  the  extremities.  A neurologic  examina- 
tion disclosed  only  a clouded  sensorium. 

The  urine  was  acid  and  had  a specific 
gravity  of  1.007.  It  contained  a trace  of 
albumin,  no  sugar  or  acetone,  1 or  2 red 
blood  cells,  and  9 to  11  white  blood  cells, 
but  no  casts.  The  hemoglobin  was  9.1 
Gm.  per  100  ml.  The  white  blood  ceU 
count  was  11,800  with  80  per  cent  neutro- 
phils, 18  per  cent  lymphocytes,  and  2 per 
cent  monocytes.  The  fasting  blood  sugar 
was  164  mg.  per  100  ml.,  the  nonprotein 
nitrogen  247  mg.  per  100  ml.,  sermn  chloride 
80  mEq.  per  liter,  and  carbon  dioxide  13 
miUimols  per  liter.  An  electrocardiogram 
revealed  sinus  tachycardia  with  a rate  of  135, 
occasional  premature  auricular  contractions, 
flattened  T waves  throughout,  and  normal 
Q-T  intervals.  A chest  x-ray  film  showed 
borderline  cardiac  enlargement. 

She  was  treated  with  intravenous  fluids 
containing  electrolytes,  glucose,  and  insulin. 
After  thirty-six  hours  there  was  a clinical 
improvement.  The  blood  pressinre  was 
140/80  and  remained  at  this  level.  How- 
ever, the  nonprotein  nitrogen  had  risen  to 
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318  mg.,  and  the  creatinine  was  16.8  mg. 
per  100  ml.  The  serum  sodium  was  127 
mEq.,  potassium  4.5  mEq.,  chlorides  90 
mEq.,  and  carbon  dioxide  13  mihimols  per 
liter.  The  serum  phosphorus  was  10.2  mg. 
and  cholesterol  189  mg.  per  100  ml.  and 
alkaline  phosphatase  5.1  units.  The  total 
protein  was  6.2  Gm.  per  100  ml.  with  3.8 
Gm.  albumin  and  2.4  Gm.  globulin.  The 
urinary  output  was  500  ml.  daily  at  first,  and 
this  gradually  increased  to  2,000  cc.  The 
maximum  urine  specific  gravity  was  1.010. 
Two  days  later  the  nonprotein  nitrogen  had 
fallen  to  222  mg.,  the  serum  phosphorus  had 
fallen  to  5.7  mg.,  and  the  sermn  calcium  was 
10.4  mg.  per  100  ml.  Calcium  gluconate  1 
Gm.  daily  emd  aluminum  hydroxide  had 
been  given  on  the  second  and  third  hospital 
days.  Because  of  persistent  tachycardia 
and  the  presumptive  history  of  cardiac 
decompensation,  digitalis  was  administered. 

On  the  sixth  hospital  day  the  temperature 
spiked  to  101  F.  The  urine  showed  2 plus 
albumin  and  10  to  15  white  blood  cells. 
Aerobacter  aerogenes  was  recovered  by 
urine  culture.  The  hemoglobin  was  now 
7.5  Gm.  per  100  ml.,  and  the  white  blood 
cell  count  was  18,300  with  89  per  cent 
neutrophils  and  11  per  cent  lymphocytes. 
Penicillin  and  Fiuadantin  were  adminis- 
tered, and  the  temperature  reverted  to 
normal  after  twenty-four  hours. 

The  patient’s  clinical  improvement  con- 
tinued. Her  appetite  returned,  she  was 
alert,  and  she  felt  weU.  The  nonprotein 
nitrogen  fell  gradueilly  to  111  mg.,  the 
serum  calcium  was  9.4  mg.,  and  the  serum 
phosphorus  was  5.7  mg.  per  100  ml.  The 
serum  sodiiun  and  chloride  values  persisted 
at  low  levels. 

On  the  thirteenth  hospital  day  she  sud- 
denly became  comatose  and  developed 
stertorous  Cheyne-Stokes  respiration  and 
deviation  of  the  eyes  to  the  left.  A peri- 
cardial friction  rub  was  heard.  The  vital 
signs  remained  stable.  No  meningeal  signs 
or  focal  neurologic  signs  could  be  elicited. 
The  next  morning  these  manifestations  had 
subsided,  and  the  patient  was  again  alert. 
However,  later  in  the  day  a similar  episode 
occurred,  and  she  expired  soon  afterward. 

Discussion 

Perry  Berg,  M.D.:  The  present  protocol 
can  be  regarded  as  a dramatic  and  provoc- 


ative description  of  death  in  uremia. 
However,  the  documentation  of  the  develop- 
ment of  this  state  leaves  a good  deal  to  be 
desired.  Let  us  review  the  protocol  in  an 
attempt  to  winnow  out  any  clues  to  the 
cause  of  renal  failure,  hoping  in  so  doing  to 
avoid  any  nosologic  name  dropping. 

The  patient  was  a forty-four-year-old 
woman  with  at  least  three  pregnancies. 
The  symptom  of  the  present  illness  of  longest 
duration  was  pronounced  polydipsia.  It 
must  be  assumed  that  polyirria  was  present 
as  well.  Striking  polyuria  in  chronic  renal 
disease  occurs  when  tubular  defects  lead  to 
an  excessive  salt  and  water  loss.  Sodium 
conservation  is  an  active  process  dependent 
on  an  intact  distal  tubule,  and  a moderate 
sodium  loss  frequently  accompanies  tubular 
damage.  The  loss  of  the  normal  mechanism 
for  the  maintenance  of  osmotic  stratification 
in  the  renal  medulla  can  impair  the  concen- 
tration of  the  urine,  but  the  water  loss  is 
increased  if  the  distal  tubule  loses  its  abihty 
to  respond  to  an  antidiuretic  hormone.  If 
the  water  loss  exceeds  the  sodium  loss,  these 
patients  tend  to  hypertonicity,  and  thirst 
may  be  a bane  to  them.  However,  a large 
salt  and  water  intake  is  a necessity,  and 
when  it  is  interfered  with,  obligatory  extra- 
cellular fluid  loss  can  rapidly  induce  dehy- 
dration and  oliguria.  The  interfering  factor 
is  usually  gastrointestinal  and  may  be  due 
to  viral  gastroenteritis,  digitalis  toxicity,  or 
the  gastritis  and  pancreatitis  of  uremia 
itself. 

There  is  some  suggestion  that  this  was  the 
sequence  of  events  in  our  patient.  The  low 
serum  chloride  initially  and  low  sodium  and 
chloride  subsequently  are  compatible  with 
sodium  loss.  The  urinary  specific  gravity 
at  the  time  of  her  admission,  in  the  face  of 
severe  clinical  dehydration,  was  1.007. 
Subsequently,  the  maximum  urine  specific 
gravity  was  1.010,  probably  hypotonic  to 
uremic  plasma.  Although  the  measure- 
ment of  osmolality  or  osmolar  clearance  is  a 
more  accurate  measure  of  toxicity,  the  com- 
bination of  hyponatremia  and  a hypotonic 
urine  suggests  salt  and  water  loss  with 
better  maintenance  of  water  intake  or  more 
active  water  replacement.  Finally,  rehy- 
dration with  salt  and  water  resulted  in  the 
reversal  of  the  oliguria  to  polyuria,  a clinical 
improvement,  and  finally  a fall  in  the  non- 
protein nitrogen. 

The  patient  was  hypertensive  on  her 
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admission  to  the  hospital  and  had  a history 
of  hypertension  treated  with  reserpine  for 
many  years  up  to  the  time  of  her  admission. 
However,  she  was  normotensive  through 
her  hospital  stay.  The  fall  in  the  blood 
pressure  apparently  was  not  explicable 
either  by  myocardial  infarction  or  persistent 
dehydration.  I think  we  can  use  these 
figures,  combined  with  the  urinary  sedi- 
ment, to  rule  out  either  malignant  hyper- 
tension or  glomerulonephritis  as  the  cause  of 
her  renal  failure. 

She  also  told  of  paroxysmal  dyspnea  and 
being  “swollen  all  over,”  and  she  had  re- 
ceived digitalis.  Even  in  the  face  of  renal 
salt  loss,  the  extracellular  space  can  be 
overexpanded  by  excessive  salt  intake. 
These  patients  may  be  in  congestive  failure 
when  they  eat  and  rapidly  become  de- 
hydrated when  they  stop;  the  balance  is 
maintained  at  a very  narrow  range  of  salt 
intake.  On  the  other  hand,  the  nephrotic 
syndrome  may  have  been  present  at  some 
point  in  her  course.  This  is  a critical  point. 
Some  forms  of  chronic  renal  disease,  notably 
pyelonephritis,  do  not  have  a nephrotic 
phase.  Unfortunately,  aU  stigmata  of  the 
nephrotic  syndrome  may  disappear  as  the 
falling  glomerular  filtration  rate  decreases 
the  protein  excretion.  I see  no  way  to 
solve  the  problem. 

I do  not  know  what  to  make  of  a history 
of  intermittent  “rheumatic  fever”  for  seven- 
teen years.  In  the  absence  of  murmurs  or  a 
significant  cardiac  enlargement,  I cannot 
accept  the  story  at  face  value.  Did  she 
mean  polyarthritis?  Polyarthritis  of  long 
duration  resulting  in  renal  failure  suggests 
lupus  erythematosus,  but  the  absence  of 
associated  clinical  signs  and  the  low  serum 
globulin  are  against  this.  WiU  we  find  two 
wire-loop  lesions  in  2,000  sclerotic  glomeruli 
of  a pyelonephritic  kidney?  It  has  hap- 
pened before  in  this  auditorium,  but  the 
associated  signs  and  symptoms  were  much 
more  definitive.  Did  she  mean  fever? 
An  intermittent  fever  for  seventeen  years 
and  then  uremia  would  favor  chronic 
pyelonephritis. 

Did  the  patient  have  diabetes?  The 
history  of  diabetes,  however  equivocal,  the 
elevated  blood  sugar,  if  it  was  truly  a 
fasting  blood  sugar,  and  the  presence  of 
cataracts  suggest  that  she  had  diabetes. 
Unfortunately,  the  partial  cataracts  com- 
pletely blocked  the  vizualization  of  the 


fundi.  The  unexplicable  relationship  be- 
tween mild  diabetes  and  severe  intercapiUary 
glomerulosclerosis  has  been  noted  on  many 
occasions.  But  in  our  patient  hypertension 
was  unimpressive,  proteinuria  was  minimal, 
the  nephrotic  syndrome  was  inconclusive, 
and  the  retinas  were  obscured.  I do  not 
know  why  the  patient  received  insulin, 
since  she  manifested  neither  hyperkalemia 
nor  glycosuria  and  not  a great  deal  of  hyper- 
glycemia. I can  only  say,  then,  that  we 
have  no  evidence  for  intercapillary  glomeru- 
losclerosis except  that  the  patient  had 
diabetes  and  uremia.  I would  be  surprised 
if  intercapiUary  lesions  were  the  predominant 
ones. 

We  are  told  that  initially  the  serum  phos- 
phorus was  10.2  mg.  per  100  ml.  Two  days 
later,  after  hydration,  calcium  gluconate  by 
an  unspecified  route,  and  aluminum  hydrox- 
ide to  bind  phosphorus  in  the  gastrointesti- 
nal tract,  the  serum  phosphorus  feU  to  5.7 
mg.  per  100  ml.  This  is  explicable  on  the 
grounds  of  expansion  of  the  extraceUular 
space  and  improvement  in  the  renal  function. 
At  this  juncture  the  serum  calcium  was 
10.2  mg.  per  100  ml.  The  alkaline  phos- 
phatase on  admission  was  5.1  Bodansky 
units,  which  is  slightly  elevated  for  an  adult. 
With  a continued  improvement  in  renal 
function  (we  are  uncertain  about  continued 
calcium  or  antacids)  the  serum  calcium  was 
9.4  mg.  per  100  ml. 

We  must  raise  our  eyebrows  at  the  serum 
calcium.  Did  the  patient  have  hyper- 
parathyroidism? Very  probably.  Bone 
disease,  either  osteosclerosis,  osteitis  fibrosa, 
or  osteomalacia  is  well  known  in  chronic 
renal  disease,  and  parathyroid  hyperplasia 
is  a common  finding.  In  spite  of  adminis- 
tered calcium,  the  maintenance  of  the  serum 
calcium  in  uremic  patients  usually  requires 
bone  reabsorption.  Secondary  hyperpara- 
thyroidism appears  to  be  involved  in  this 
mechanism,  although  its  efficacy  in  main- 
taining the  serum  calcium  by  mobilizing 
bone  calcium  varies  from  patient  to  patient. 

If  we  assume  that  parathyroid  hyper- 
plasia and  osteitis  fibrosa  are  present,  can  we 
decide  whether  the  hyperparathyroidism 
preceded  or  followed  renal  disease?  At  this 
point  we  must  demurely  lower  our  eye- 
brows. Primary  hyperparathyroidism,  pre- 
sumably caused  by  calcium  deposition  in  the 
renal  tubule,  may  induce  a concentrating 
defect,  cause  prominent  gastrointestinal 


February  1,  1963  / New  York  State  Journal  of  Medicine  437 


1 


FIGURE  1.  Renal  cortex.  (A)  Low  power  view  showing  well  preserved  glomerulotubular  architecture  and 
focal  interstitial  infiltrates.  (B)  Medium  power  view  showing  diffuse  scarring  with  atrophic  tubules.  An 
adjacent  area  shows  moderately  dilated  tubules. 


symptoms,  and  lead  to  pyelonephritis  and 
uremia.  The  hyperphosphatemia  of  uremia 
can  lower  an  elevated  serum  calcium,  the 
most  reUahle  diagnostic  feature  of  hyper- 
parathyroidism. Other  tests,  such  as  phos- 
phorus clearance  or  reabsorption,  response  to 
calcium  infusion  and  Parathormone  in- 
jection, and  calcium  excretion  are  poorly 
standardized  in  primary  hyperparathyroid- 
ism with  renal  disease.  Such  useful  clues  as 
band  keratitis  or  nephrocalcinosis  were  not 
sought.  A history  of  renal  stones  or 
preuremic  crises  marked  by  vomiting  was 
not  obtained.  Practically  every  prosector 
with  enough  experience  vdU  have  en- 
countered an  undiagnosed  parathyroid  ade- 
noma in  otherwise  banal  renal  disease. 
Probably  almost  all  of  these  patients  have 
calcium  levels  that  remain  normal  despite 
hyperphosphatemia,  but  this  is  equally  com- 
patible with  an  efficient  parathyroid  mech- 
anism for  mobilizing  bone  calcium  in 
response  to  a falling  blood  level.  The  only 
cases  of  primary  hyperparathyroidism  with 
uremia  that  I have  seen  diagnosed  as  such 
had  elevated  serum  calcium  levels  despite 
hyperphosphatemia.  If  this  patient  had  a 
parathyroid  adenoma  and  there  was  a time 


when  it  could  have  been  diagnosed,  that 
time  came  and  went. 

On  the  sixth  hospit£il  day  acute  pyelone- 
phritis, presumably  due  to  the  Aerobacter 
isolated  from  the  urine,  supervened  and 
either  subsided  spontaneously  or  responded 
to  antibiotics.  On  the  thirteenth  hospital 
day  the  heroic  therapeutic  effort  and  a not 
entirely  pessimistic  course  was  terminated 
abruptly  by  a cerebrovascular  accident,  sug- 
gestive of  thrombosis  in  the  right  cerebral 
hemisphere. 

I must  conclude  that  the  major  factor  in 
the  patient’s  renal  disease  was  chronic 
pyelonephritis.  She  was  a diabetic  woman 
with  multiple  pregnancies.  She  never  had  a 
clear-cut  nephrotic  syndrome.  The  single 
recorded  urine  showed  pus  cells.  White 
ceU  casts  were  not  found  but  are  notoriously 
fragile  in  dilute  urine.  Proteinuria  is  tyqji- 
caUy  slight  in  chronic  pyelonephritis,  and 
hypertension  may  be  mild,  inconstant,  and 
even  absent  although  it  is  usually  present 
late  in  the  course.  Renal  salt  wasting  and 
bone  reabsorption  are  more  common  in 
chronic  pyelonephritis.  Pyelonephritis  may 
be  a silent  disease  with  only  unexplained 
fever  and  slowing  progressive  renal  failure  to 
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FIGURE  2.  Renal  cortex.  (A)  Medium  power  view  showing  focal  interstitial  infiltrate  of  lymphocytes  in  an 
area  of  atrophic  tubules  filled  with  colloid  casts.  (B)  Medium  power  view  showing  two  foci  of  intratubular 
deposition  of  calcium  salts  in  an  area  of  interstitial  scarring  and  tubular  atrophy.  (C)  High  power  view 
showing  intratubular  deposition  of  calcific  material  on  a pre-existing  intratubular  deposit. 


mark  its  course.  Acute  flare-ups  may 
occur  at  any  time  in  the  course.  We  have 
no  urine  culture  prior  to  the  exacerbation  on 
the  sixth  hospital  day;  the  acid  urine 
militates  against  a urea-splitting  organism, 
but  certainly  infection  may  well  have  been 
present. 

Is  a predisposing  factor  present?  We 
have  no  history  of  obstructive  uropathy,  and 
we  have  alluded  to  hyperparathyroidism. 
We  know  nothing  of  prior  urethral  catheteri- 
zation. Localized  dysplasia  or  cystic  disease 
can  be  invoked  only  because  the  patient  was 
relatively  yoimg.  Did  papillary  necrosis 
complicate  the  acute  infection  on  the  sixth 
hospital  day?  Papillary  necrosis  may  ap- 
pear clinically  as  an  exacerbation  of  pyelone- 
phritis, but  hematuria  and  oliguria  usually 
attend  necrosis  of  any  magnitude,  and  a 
definitive  diagnosis  depends  on  the  clinical 
and  radiologic  consequences  of  sequestrum 
formation  and  passage.  These  were  absent 
here. 

Mardoqueo  I.  Salomon,  M.D.:  I agree 
that  the  patient  had  a salt-losing  nephritis. 
There  is  a rare  cause  for  water  loss,  namely 
nephrogenic  diabetes  insipidus,  but  I don’t 
think  that  diagnosis  can  be  invoked  in  this 
patient.  Those  patients  have  massive  water 
loss.  This  water  loss  may  be  due  to  an 
osmotic  diuresis  since  a few  remaining  un- 
damaged nephrons  must  excrete  the  entire 
osmotic  load  of  the  body. 

Dr.  Berg:  Yes,  the  full-blown  syndrome 
of  nephrogenic  diabetes  insipidus  is  not 


present  in  this  patient,  but  there  is  no 
reason  why  diminished  responsiveness  to  an 
antidiuretic  hormone  cannot  exist  as  a 
facet  of  lesser  degrees  of  damage.  This 
patient  was  admitted  with  severe  clinical 
dehydration,  yet  the  urinary  specific  gravity 
was  only  1.007.  If  this  were  a simple 
osmotic  diuresis,  we  would  expect  the  urine 
and  plasma  to  be  iso-osmotic,  and  I would 
estimate  the  specific  gravity  of  uremic 
plasma  to  be  about  1.014.  Of  course,  the 
measurement  of  osmolality  is  more  accurate 
than  specific  gravity. 

Michael  S.  Bruno,  M.D.:  Partial  de- 
fects in  water  and  electrolyte  homeostasis 
may  be  present  in  a mild  form  before  they 
appear  in  full  form.  Homeostatic  regu- 
lation is  not  lost  all  at  once;  it  is  a pro- 
gressive picture  which  unfolds  with  careful 
laboratory  studies  at  suitable  intervals. 

Marcel  Tuchman,  M.D.:  Would  the 
administration  of  pitressin  as  a test  pro- 
cedure be  of  value  in  resolving  this  problem? 

Dr.  Berg:  Very  definitely.  However, 

the  severe  dehydration  on  admission  can  be 
construed  as  a sort  of  spontaneous  concen- 
tration test. 

Manfred  Gottweiss,  M.D.:  When  you 
discarded  the  possibility  of  a parath3u:oid 
adenoma  as  the  initiating  cause  in  this 
woman’s  renal  disease,  did  you  also  dis- 
card the  possibility  of  primary  parathyroid 
hyperplasia  of  the  wasserheUe  type? 

Dr.  Berg:  I do  not  see  how  these  two 
varieties  of  hyperparathyroidism  can  be 
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FIGURE  3.  Calcification  of  internal  elastic  lamella 
of  an  intrarenal  artery  (diagonal  section). 


distinguished  from  each  other  on  clinical  or 
laboratory  groimds  except  by  their  response 
to  calcium  infusion.  Actually,  there  is 
evidence  that  endocrine  adenomas,  for 
example,  those  of  the  islets  of  Langerhans, 
the  pituitary,  and  so  forth,  may  respond  to 
alterations  in  the  chemical  concentration  of 
the  substance  whose  metabolism  they  regu- 
late. I caimot  really  discard  the  diagnosis 
of  a parathyroid  lesion.  There  merely  are 
not  enough  anamnestic  data  on  this  patient, 
who  was  first  studied  at  the  end  of  her 
course,  to  be  decisive  on  this  point. 

Phyllis  Stein,  M.D.:  I was  a bit 

surprised  not  to  see  reports  of  urinary 
calcium,  the  Sulkowitch  test,  in  the  protocol. 
Have  we  discarded  this  useful  and  simple 
test? 

Dr.  Kamlet:  With  the  low  glomerular 
filtration  rate  we  did  not  think  the  deter- 
mination of  urine  calcium  would  be  of  any 
diagnostic  value. 


Clinical  diagnoses 

1.  Chronic  pyelonephritis  with  uremia 

2.  ? Secondary  hyperparathyroidism 

3.  {Diabetes  mellitus) 


FIGURE  4.  Medium  power  view  of  renal  cortex 
showing  interstitial  scarring  with  formation  of  os- 
teoid. 


Dr.  Berg’s  diagnoses 

1.  Chronic  pyelonephritis  with  acute  ex- 
acerbation due  to  Aerobacter  aerogenes 

2.  Secondary  parathyroid  hyperplasia  with 
osteitis  fibrosa 

3.  {Diabetes  mellitus) 

4.  Uremic  pericarditis 


Pathologic  report 

William  B.  Ober,  M.D.;  The  kidneys 
were  granular  and  contracted,  weighing  70 
and  80  Gm.  apiece.  The  cortices  were 
narrowed  to  2 or  3 mm.  in  width.  There 
were  no  calculi,  and  the  urinary  outflow 
tracts  were  patent.  There  was  nothing 
specific  about  the  gross  appearance  of 
the  kidneys.  A microscopic  examination 
revealed  diffuse  cortical  scarring  (Fig.  lA) 
with  many  atrophic  tubules  (Fig.  IB),  some 
filled  with  colloid  casts  (Fig.  2A),  and  some 
dilated  tubules  lined  by  degraded  epithehum 
(Fig.  IB).  A light  focal  interstitial  in- 
filtrate was  present,  rich  in  lymphocytes 
and  poor  in  plasma  cells  (Fig.  2A).  Scat- 
tered throughout  was  a diffuse  degree  of 
nephrocalcinosis.  The  calcific  material  was 
chiefly  intratubular  (Fig.  2B)  and  often 
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FIGURE  5.  (A)  Detail  of  center  of  adenoma  in  right  lower  parathyroid  gland  showing  trabecular  and  micro- 
alveolar  arrangement  of  chief  cells.  (B)  Capsule  of  parathyroid  adenoma  showing  thin  rim  of  normal 
gland  tissue  with  average  complement  of  fat,  somewhat  compressed  by  the  solid,  cellular  adenoma  within. 


appeared  as  a calcification  of  a proteinaceous 
cast  lying  in  the  tubular  lumen  (Fig.  2C). 
An  occasional  focus  of  interstitial  calcifica- 
tion was  present,  and  here  and  there  one 
could  see  calcification  of  the  internal  elastic 
lamella  of  a large  or  medium-sized  intrarenal 
artery  (Fig.  3)  which  had  undergone  intimal 
fibrosis.  An  occasional  focus  of  inter- 
stitial metaplastic  ossification  also  could  be 
detected  (Fig.  4).  For  the  most  part  the 
glomeruli  were  well  preserved,  although 
isolated  hyalinized  glomeruli  were  en- 
countered more  frequently  than  in  the 
average  kidney,  and  there  was  mild,  diffuse 
basement  membrane  thickening  in  many 
glomeruli  supplied  by  sclerotic  arterioles. 

The  right  lower  parathyroid  gland  meas- 
ured 3.5  by  1.8  cm.  and  weighed  about 
6 Gm.  It  Contained  an  encapsulated  chief- 
cell  adenoma  (Fig.  5A),  and  the  capsule 
was  composed  of  normal  parathyroid  tissue 
streaked  with  fat  (Fig.  5B).  The  other 
three  parathyroid  glands  were  identified 
easily  since  they  were  about  two  or  three 
times  normal  size,  resembling  medium- 
sized lymph  nodes.  They  exhibited  diffuse 
hyperplasia  (Fig.  6A)  with  both  chief  cells 
and  oxyphil  cells  participating  in  the  process 


(Fig.  6B).  In  these  glands  the  hyperplastic 
parenchyma  was  subdivided  by  septa  of 
fibrofatty  tissue  into  lobules,  and  this 
configuration  could  be  distinguished  readily 
from  the  true  adenoma. 

The  heart  weighed  480  Gm.  and  showed 
concentric  left  ventricular  hypertrophy  of 
the  usual  hypertensive  type  as  well  as  a 
diffuse,  exuberant  fibrinous  pericarditis  (Fig. 

7). 

I would  interpret  the  primary  renal  insult 
as  being  due  to  the  parathyroid  adenoma. 
Hypercalcemia  led  to  metastatic  calcifica- 
tion in  the  form  of  nephrocalcinosis.  Second- 
ary interstitial  inflammation  and  tertiary 
arteriosclerotic  changes  ensued,  and  hyper- 
tension supervened  concomitant  with  slowly 
progressing  renal  parenchymal  damage 
which  led  ultimately  to  uremia.  Serum 
calciimi  levels  which  should  have  been  low 
as  the  result  of  uremia  were  maintained  at  a 
level  higher  than  is  usually  seen  in  uremia 
from  ordinary  causes  but  lower  than  is 
usually  seen  in  hyperparathyroidism,  a 
somewhat  paradoxic  situation  in  chemical 
homeostasis.  Indeed,  one  might  even  say 
that  the  serum  calcium  level  was  “normal,” 
that  is  for  a eurenal  subject,  as  the  resultant 
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FIGURE  6.  (A)  Section  through  another  parathyroid  gland  showing  secondary  hyperplasia  with  an  admix- 
ture of  chief  cells  and  oxyphil  cells.  The  lobules  of  hyperplastic  gland  parenchyma  contain  a modest 
amount  of  fat.  (B)  Detail  of  a hyperplastic  gland  showing  trabeculae  of  chief  cells  and  an  aggregate  of  oxy- 
phil cells. 


of  two  vectors.  The  simplified  sequence  of 
the  disease  pattern,  then,  was:  parathyroid 
adenoma,  nephrocalcinosis,  renal  failure, 
and  secondary  hyperplasia  of  the  remaining 
parathyroids.  Although  uncommon,  such 
cases  are  not  unique.  The  first  such  case 
was  reported  in  1941  by  Downs  and  Scott,' 
and  there  have  been  several  well-docu- 
mented subsequent  reports. 

The  relationship  of  hyperparathyroidism 
to  renal  lesions  has  been  the  subject  of 
study  for  over  thirty-five  years.  Hueper^ 
was  one  of  the  first  to  describe  the  details  of 
diffuse  metastatic  calcification  in  a variety 
of  organs,  and  Anderson^  has  summarized 
the  essence  of  the  earlier  literature.  One  of 
the  problems  which  has  puzzled  pathologists 
is  why  in  chronic  hyperparathyroidism 
there  should  be  metastatic  or  heterotopic 
calcification  in  tissues  which  apparently  are 
normal  to  fight  microscopy.  We  usually 
think  of  calcification  as  developing  secondary 
to  saponification  in  necrotic  tissue  or  in 
areas  of  chronic  suppuration.  Carone  et  al.* 
produced  transient  acute  hypercalcemia  in 
dogs  by  the  injection  of  parathyroid  extract. 
The  microdissection  of  nephrons  revealed  a 


localization  of  lesions  to  the  distal  part  of 
the  nephron  and  collecting  tubules.  The 
lesion  consisted  of  epithelial  degeneration, 
necrosis,  and  calcification.  Many  lesions, 
particularly  those  in  the  ascending  limb  of 
Henle,  were  seen  to  be  undergoing  epithelial 
regenerative  repair,  but  those  more  distal 
in  the  nephron  tended  to  exhibit  intratubular 
rather  than  interstitial  calcification  with 
obstruction  of  the  liunen,  dilatation  proximal 
to  the  point  of  obstruction,  and  atrophy  of 
the  proximal  convolutions.  They  felt  that 
the  lesions  reflected  purely  the  damage  of 
hypercalcemia  on  renal  epithelium. 

ScarpeUi,  Tremblay,  and  Pearse^  pro- 
duced hypercalcemia  in  rats  following  large 
doses  of  vitamin  D.  They  foimd  that  even 
before  the  calcification  of  degenerated  renal 
tubular  epithelium  could  be  detected  by 
conventional  methods  there  was  swelling 
and  then  the  disappearance  of  mitochondria 
associated  with  intracellular  oxidative  proc- 
esses. They  felt  that  mitochondrial  changes 
were  among  the  most  sensitive  indicators  of 
cell  injury  and  corroborated  this  with 
enzyme  changes,  such  as  a loss  of  isocitric 
dehydrogenase  as  well  as  with  an  increase 
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FIGURE  7.  Medium  power  view  of  epicardium 
showing  a rather  florid  uremic  fibrinous  pericardi- 
tis. 


in  the  para-aminosalicylic  acid-positive  dia- 
stase-resistant intracytoplasmic  granules  in 
cells  of  the  proximal  convoluted  segment. 
Reasoning  that  these  granules  might  reflect 
an  increased  mobilization  of  mucoprotein 


German  measles 
virus  isolated 

The  isolation  of  the  virus  that  causes  German 
measles  is  described  in  the  November  10,  1962, 
issue  of  the  Journal  of  the  American  Medical 
Association.  Studies  showed  that  the  virus 
could  be  recovered  from  the  great  majority  of 
military  recruits  and  children  with  German 


from  the  ground  substance  of  the  bone  and 
that  the  loss  of  isocitric  dehydrogenase 
would  favor  the  accumulation  of  citrate 
within  the  tubular  lumen,  they  postulated 
that  these  two  factors  might  serve  as  a 
convenient  nidus  for  the  deposition  of 
calcium  ions,  particularly  if  the  latter 
were  in  excess. 

Anatomic  diagnoses 

1.  Nephrocalcinosis  with  bilateral  renal 
scarring 

2.  Chief  cell  adenoma,  right  lower  para- 
thyroid gland 

3.  {Uremia) 

4.  Secondary  hyperplasia,  parathyroid 
glands 

5.  Cardiac  dilatation  and  hypertrophy  with 
uremic  pericarditis 
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measles  in  several  geographic  locations.  Isola- 
tion of  the  virus  makes  immunization  against 
the  disease  theoretically  possible  through  de- 
velopment of  a preventive  vaccine. 

In  addition  to  animal  investigations,  studies 
with  human  volunteers  showed  that  the  virus 
could  produce  the  disease  in  susceptible  indi- 
viduals and  that  the  virus  could  subsequently 
be  recovered  from  these  patients.  This  estab- 
lished that  the  agent  was  the  German  measles 
virus. 
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During  the  year  the  Poison  Control 
Center  expanded  its  activities  markedly  both 
quantitatively  and  qualitatively.  The  chief 
focus  was  centered  on  professional  and  lay 
education.  All  communication  media  were 
utilized,  and  the  increased  awareness  and 
interest  of  the  medical  profession  in  the  con- 
trol of  poisoning  was  particularly  heartening. 

Requests  for  information  were  received 
from  almost  aU  over  the  United  States  and 
from  many  foreign  countries.  Several  urban 
foreign  centers  sent  representatives  to  observe 
the  operation  of  the  Poison  Control  Center 
with  a view  to  initiating  similar  centers 
within  their  respective  countries. 

Service  statistics 

A substantial  increase  over  the  preceding 
year  was  noted  in  the  number  of  incidents 
reported  during  the  first  ten  months  of  1962 
(Table  I).  Requests  for  help  were  received 
from  physicians  and  hospitals  on  the  man- 
agement of  15,571  incidents.  This  compares 
favorably  with  11,003  requests  received  dur- 
ing the  preceding  year.  This,  however,  does 
not  imply  that  there  was  an  increase  in 
poisonings  this  year;  it  is  merely  a reflection 
of  better  reporting  and  an  increased  aware- 
ness on  the  part  of  the  physicians  and 
hospitals  of  the  activities  of  the  center.  The 
greatest  increase  was  reported  in  incidents 


TABLE  I.  Service  statistics 


Number  of  Incidents 

January 

January 

to 

to 

October, 

October, 

Toxic  Agent 

1962 

1961 

Internal  medications 

6,240 

4,583 

External  medications 

1,296 

984 

Rodenticides 

178 

173 

Insecticides 

745 

591 

Disinfectants 

244 

197 

Detergents 

777 

547 

Lye 

181 

138 

Polishes 

176 

141 

Bleaches 

607 

435 

Solvents 

541 

405 

Cosmetics 

980 

758 

Miscellaneous 

3,606 

2,051 

Totals 

15,571 

11,003 

resulting  from  internal  medications,  external 
medications,  insecticides,  and  detergents. 

Fatalities 

One  himdred  twelve  fatalities  in  all  age 
groups  were  reported  resulting  from  poison- 
ings (Table  II).  Some  of  these,  particularly 
in  the  older-age  group,  were  of  course 
suicidal.  In  the  group  under  five  years  of 
age,  13  fatalities  were  reported,  10  of  which 
resulted  from  lead  poisoning,  1 from  muriatic 
acid,  1 from  aspirin,  and  another  from  an 
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TABLE  II.  Fatalities,  January  to  October,  1962 


A 

Toxic  Agent 

0 to  6 to 

5 14 

Age 
15  to 
24 

25  to 
44 

45  to 
64 

65  and  Age 

Over  Unknown 

Total 

Barbiturate 

1 

7 

2 

6 

16 

Narcotics 

9 

3 

1 

13 

Sleeping  pills 

1 

1 

Lead  (confirmed) 

6 

6 

Lead  (possible) 

4 

4 

Aspirin 

1 

1 

Glutethimide 

1 

1 

2 

Glutethimide  and 
dextro  propoxy- 
phene hydro- 

chloride 

1 

1 

Paraldehyde 

1 

1 

Meprobamate  and 
analgesic  com- 

pound 

1 

1 

Formaldehyde 

1 

1 

J-0  Paste 

1 

1 

2 

Soldering  fluid 

1 

1 

2 

Chloroform  liniment 
Cyanide 

1 

1 

1 

1 

Bromide 

1 

1 

Rodenticide 

1 

1 

Muriatic  acid 

1 

1 

Omega  oil 

1 

1 

Meperidine  hydro- 

chloride 

1 

1 

Reducing  pill 

1 

1 

Sterno 

1 

1 

Bush  tea 

1 

1 

Antidepressant 

1 

1 

Plastic  bag 

1 

1 

Unknown 

medications 

1 

6 

21 

15 

2 4 

49 



— 

■ . .■ 

— 

Totals 

13  2 

19 

35 

24 

11  8 

112 

unknown  medication. 

Again  the 

largest 

during  the  year. 

It  is  noted  again  that  the 

number  of  fatahties 

resulted  from  bar- 

highest  munber  of  incidents  occurred 

in  the 

biturates  and  narcotics.  Table  III 

shows 

two-year-old  age  group  and  that  the  imder- 

fatalities  by  cause  for  the  comparable  period 
of  1961.  Again  barbiturates  and  narcotics 
were  the  leading  causes.  Fewer  fatalities 
were  reported  in  1961,  however.  The  total 
number  of  incidents  reported  during  the 
same  period  of  1961  also  was  much  smaller 
than  it  was  dindng  1962. 

Lead  poisoning 

An  increase  was  noted  in  the  number  of 
incidents  of  lead  poisoning  cases  reported  as 
well  as  in  the  number  of  fatalities  from  lead 


two-year  age  group  contributed  the  second 
highest  number.  The  same  findings  were 
reported  in  the  previous  year.  No  cases 
were  reported  in  children  over  six  years  of 
age.  As  a matter  of  fact,  children  under  four 
years  old  were  responsible  for  90  per  cent 
of  the  total  number  of  lead  poisoning  cases 
reported  in  1962  in  New  York  City.  Again 
there  was  a preponderance  among  the  Ne- 
groes and  Puerto  Ricans  who  together  were 
responsible  for  93  per  cent  of  aU  cases.  No 
significant  sex  distribution  was  observed. 


poisoning  (Table  IV).  As  was  pointed  out 
previously,  the  increase  in  the  number  of 
lead  poisonings  is  more  apparent  than  real, 
since  it  is  related  chiefly  to  improved  case- 
finding technics  which  were  inaugurated 


Lead  fatalities 

A total  of  9 fatahties  occurred,  of  which 
only  1,  a two-year-old  female  child,  was  in 
the  white  population.  Seven  of  the  fatahties 
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TABLE  III.  Fatalities,  January  to  October,  1961 


A 

Toxic  Agent 

0 to 
5 

6 to 
14 

Age 

15  to 
24 

25  to 
44 

45  to 
64 

65  and 
Over 

Age 

Unknown 

Total 

Barbiturate 

2 

3 

5 

4 

1 

15 

Narcotics 

5 

9 

1 

15 

Sleeping  pills 

4 

4 

8 

Lead  (confirmed) 

6 

6 

Lead  (possible) 

1 

1 

Methyl  alcohol 

3 

1 

4 

Cleaning  fluid 

1 

1 

2 

Aspirin 

1 

1 

Ammonia 

1 

1 

Talcum  powder 

1 

1 

Cough  medicine 

1 

1 

PodophyUin 

1 

1 

Meprobamate 

Tranquilizer 

1 

1 

(unknown) 

1 

1 

Benzol 

1 

1 

J-O  Paste 
Sodium  fluoride 

1 

1 

(insecticide) 

Dextro  propoxyphene 

1 

1 

hydrochloride 

1 

1 

Colchicine 

1 

1 

“Ruda”  plant  (rue?) 

1 

1 

Smoke  poisoning 

1 

1 

Plastic  bag 

1 

1 

Unknown  medication 

8 

14 

7 

4 

5 

38 

■ 

■ ■ " 

— , , 

1 

, 

.. 

Totals 

12 

18 

33 

22 

10 

9 

104 

occurred  in  two-year-old  children.  No 
fatalities  were  reported  in  children  four 
years  old  and  older.  No  statistical  sig- 
nificant sex  variation  was  noted  among  the 
fatalities.  The  preponderance  in  the  Puerto 
Rican  and  Negro  groups  is  due  to  environ- 
mental factors  and  not  to  any  predetermined 
genetic  conditions.  The  Puerto  Ricans  and 
Negroes  live  in  substandard  housing  where 
there  is  an  abundance  of  pgunted  plaster 
peeling  from  the  walls,  window  siUs,  and 
ceilings,  making  lead  poisoning  among  chil- 
dren almost  inevitable.  The  Department  of 
Health  intensified  its  case-finding  efforts, 
and  foin"  public  health  sanitarians  are  de- 
voting full  time  to  this  activity.  They 
routinely  visit  homes  in  the  substandard 
housing  neighborhoods  taking  samples  from 
walls,  boards,  and  other  areas  of  the  apart- 
ment in  which  the  child  customarily  stays  or 
plays.  Samples  from  painted  toys  also  are 
taken  for  analysis.  Urine  samples  also  are 
taken  for  coproporphyrin  tests,  and  any 
child  who  has  a urinary  coproporphyrin  of  2 


plus  and  above  is  subjected  to  a lead  blood 
determination. 

Lead  poisoning  study  group 

The  lead  poisoning  study  group  meets  at 
periodic  intervals  to  formulate  plans  for  the 
improvement  of  the  current  case-finding 
technics  and  the  total  eradication  of  lead 
poisoning  in  New  York  City. 

Education 

AU  communication  media,  including  radio 
and  television,  have  been  utilized  through 
the  year  for  talks  and  short  announcements 
on  the  prevention  of  poisoning.  Through  the 
efforts  of  the  Bureau  of  Health  Education, 
pamphlets  and  attractive  posters  have  been 
developed  for  distribution  to  hospital  clinics, 
pharmacies,  child  health  stations,  and  weU- 
baby  clinics  throughout  the  city.  It  has 
been  reported  again  by  the  Bureau  of  Health 
Education  that  more  requests  for  educa- 
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TABLE  IV.  Lead  poisoning  cases  January  to  October,  1962,  compared  with  January  to  October,  1961 


-Age  (Years) 


Race  and 
Sex 

— Under  2 ^ 

1962  1961 

1962 

-2 . 

1961 

1962 

-3 . 

1961 

1962 

-4 , 

1961 

1962 

-5 

1961 

- — 6 an< 
1962 

i Over- 
1961 

T. 

1962 

Dial — ' 
1961 

White 

Male 

4 

1 

1 

6 

1 

1 

6 

8 

Female 

2 

2* 

2 

6 

2 

1 

6 

9 

Negro 

Male 

15* 

16 

21** 

18* 

5 

4 

2 

3 

1 

1 

1 

45 

42 

Female 

14 

19* 

18* 

12t 

9* 

5 

1 

2 

44 

36 

Puerto  Rican 

Male 

11 

9 

11 

8 

9 

4 

4 

2 

1 

1 

2 

1 

38 

25 

Female 

12 

7 

10* 

11 

5 

9t 

2 

3 

2 

1 

1 

30 

33 

— 

*— 

— — 

— 

— 

— 

— 

— 

■ 

■ 

Totals 

58 

54 

63 

61 

30 

22 

10 

9 

4 

4 

4 

3 

169 

153 

* Includes  1 fatality, 
t Includes  2 fatalities. 

♦♦  Includes  3 fatalities. 

Total  fatalities,  January  to  October,  1962:  9. 

Total  fatalities,  January  to  October,  1961:  6. 


tional  material  on  the  prevention  of  poison- 
ing has  been  received  than  on  any  other 
subject.  The  daily  press  and  several  na- 
tional publications  also  published  articles 
about  the  activities  of  the  New  York  City 
Poison  Control  Center. 

E(ducation  of  the  medical  profession 

In  addition  to  scheduled  talks  before 
medical  groups,  many  scientific  articles  on 
the  subject  have  been  published  periodically 
in  the  local  and  national  press.  A continuous 
inservice  training  program  by  means  of 
periodic  bulletins  has  carried  on  the  in- 
doctrination and  orientation  of  the  Poison 
Control  Officers  in  the  170  city  hospitals. 

Glue  sniffing 

There  is  an  apparent  increase  in  “glue 
sniffing,”  since  cases  are  being  reported  with 
increasing  frequency  to  the  Center.  A 
psychiatrist  from  the  Family  Court  called 
the  Center  on  two  occasions  for  information 
on  “glue  sniffing.”  Calls  also  are  being 
received  from  school  nurses  and  teachers 
on  incidents  that  are  imcovered  in  school-age 
children.  The  health  hazards  resulting 
from  this  practice  in  the  cases  reported  to 
this  Center  are  stiU  minimal  except  for 
depressive  and  exhilarative  effects.  Of 
course,  as  we  have  pointed  out  previously, 
it  is  not  “sniffing”  which  is  important  but 
the  underlying  cause  which  drives  the 
adolescent  user  to  engage  in  this  practice. 
It  is  believed  that  in  such  cases  first  aid 
should  be  given  for  the  immediate  episode, 
but  then  these  children  should  be  referred 
for  psychiatric  observation. 


The  subject  of  glue  sniffing,  of  plastic 
cements,  and  tropical  beads  and  necklaces 
received  wide  publicity  in  the  news  media. 
The  inspection  services  of  the  Department 
gave  concentrated  attention  to  these  items 
which  fortimately  have  not  been  connected 
locally  to  authenticated  medical  injuries. 

Thalidomide  poisoning 

The  Poison  Control  Center  received  in- 
numerable calls  from  physicians  and  the  lay 
public  relating  to  thalidomide  poisoning.  In 
the  case  of  the  lay  public  the  Center’s  main 
activity  was  allaying  the  fears  regarding 
medications  which  had  been  administered  to 
patients  by  physicians  and  hospitals.  Many 
physicians,  and  particularly  obstetricians, 
requested  information  on  the  safety  of 
specific  drugs.  Our  advice  in  general  was 
that  every  new  drug  must  be  considered  as 
potentially  hazardous  if  it  is  given  early  in 
pregnancy.  It  was  stressed  that  no  drug 
should  be  used  in  the  early  months  of  preg- 
nancy unless  it  is  to  save  a life. 

The  Food  and  Drug  Division  and  the 
Bureau  of  Preventable  Diseases  are  con- 
ducting epidemiologic  investigations  on  all 
patients  who  may  have  used  this  drug.  It 
is  anticipated  that  the  results  of  their  in- 
vestigations will  be  made  available  to  the 
Poison  Control  Center  so  that  we  may  have 
a complete  register  on  this  very  toxic  drug. 

Case  reports 

Case  1.  One  request  for  help  relating  to  a 
scorpion  bite  was  received  over  the  telephone 
from  St.  Michael’s  Hospital  in  Toronto,  Canada. 
An  inspector  of  the  Canadian  Division  of  Fruits 
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and  Vegetables  of  the  Department  of  Agriculture 
was  opening  a crate  of  tomatoes  which  had 
arrived  from  Mexico  and  was  bitten  on  the 
thumb.  The  Poison  Control  Center  was  called 
for  help  and  advice,  and  an  inquiry  was  made 
as  to  whether  or  not  this  Center  had  a supply  of 
antivenom.  The  Center  communicated  with 
many  pharmaceutical  houses  but  ascertained 
that  no  antivenom  was  available  in  the  United 
States.  We  then  called  the  national  clearing- 
house as  well  as  the  Air  Force,  but  none  could 
be  secured  from  these  sources.  Calls  then  were 
made  to  Arizona  to  Dr.  Herbert  Stahnke  and  to 
Los  Angeles  to  Findlay  E.  Russell,  M.D.,  the 
noted  authorities  on  antivenoms.  These  au- 
thorities had  none  available  and  also  indicated 
that  the  only  places  it  could  be  secured  were 
Mexico,  Casablanca,  Algiers,  and  Johannesburg. 
Dr.  Stahnke  from  the  Arizona  State  Medical 
College  advised  that  the  hand  be  packed  in 
cracked  ice  and  the  patient  be  given  pheno- 
barbital  if  convulsions  occurred,  but  the  patient 
did  well  on  supportive  therapy. 

Case  2.  One  fatality  which  was  reported  to 
the  Center  had  some  important  repercussions. 
This  dramatic  incident  was  used  by  the  Food 
and  Drug  Administration  as  a basis  for  the  first 
seizure  in  the  Federal  Hazardous  Substances 
Labeling  Act.  The  libel  suit  was  filed  twelve 
days  after  the  law  went  into  effect  on  February 
1,  1962.  There  was  no  warning  information  on 
the  product,  although  it  contained  88  per  cent 
zinc  chloride,  a substance  highly  irritating  and 
corrosive.  The  information  that  should  have 
been  conspicuous  on  the  label,  in  addition  to  the 
hazardous  ingredients,  is:  “Danger!  Causes 
severe  burns!  May  be  fatal  if  swallowed!”  plus 
precautionary  measures  to  be  observed,  first 
aid  information,  and  the  warning,  “Keep  out  of 
reach  of  children.”  The  Federal  government 
gave  nationad  publicity  to  this  event  and  also 
indicated  that  it  was  able  to  take  action  because 
of  the  alertness  of  the  New  York  City  Poison 
Control  Center  in  reporting  this  promptly  to 
them. 

Case  3.  A sixteen-year-old  boy  was  ad- 
mitted to  St.  Clare’s  Hospital,  New  York  City, 
after  having  been  exposed  to  the  fumes  of 
carbon  tetrachloride  while  removing  a spot 
from  his  clothes.  However,  an  investigation  in- 
dicated a strong  likelihood  that  this  youth 
actually  had  engaged  in  “sniffing”  the  product. 
This  adolescent  was  reported  by  his  mother  to  be 
an  emotional  problem  child  and  a member  of  a 
social  gang.  We  are  attempting  to  get  at  the 
facts  in  this  case  because  it  would  be  a good 
documentation  on  an  injury  from  “sniffing,” 
about  which  much  has  been  said  but  very  little 
is  known. 

Case  4.  A call  was  received  from  Waterbury, 
Connecticut,  involving  a man  whose  wife  was 
suffering  from  cancer  and  who  attempted  suicide 
because  of  the  home  problem  his  wife’s  illness 
created.  The  man  ingested  8 vials  of  Cobroxin, 
a cobra  preparation  used  for  the  treatment  of  his 
wife’s  cancerous  condition.  Although  the  hus- 


band suffered  from  alcohohsm,  diabetes,  and 
ulcers,  he  made  an  uneventful  recovery  in 
spite  of  the  dangerous  implications  of  the  in- 
gestion of  snake  venom.  Actually,  the  toxicity 
of  these  materials  in  therapeutic  doses  is  low, 
and  the  hemolysins  have  been  removed. 

Case  5.  During  one  month  2 incidents  oc- 
curring at  hospital  laboratories  were  reported. 
In  one  case  a laboratory  worker  of  many  years 
reached  for  a bottle  of  white  “salt”  and  sprinkled 
it  on  his  egg.  He  quickly  became  unconscious 
and  was  given  oxygen  to  which  he  gradually 
responded.  The  chemical  was  sodium  azide,  an 
enzyme  poison  (cytochrome)  for  which  no 
antidote  is  available.  The  other  chemical  was 
sulfosalicylic  acid,  a protein  precipitant,  which 
also  was  used  instead  of  salt.  No  harmful 
sequelae  were  reported,  probably  because  of  the 
small  amount  involved. 

Case  6.  A call  was  received  from  a physician 
in  New  Jersey  who  was  treating  a child  with 
nephrosis,  and  after  much  difficulty  the  case  was 
finally  diagnosed  as  mercurial  poisoning.  The 
physician  called  the  Department  of  Health  to 
discuss  the  possible  sources  from  which  the 
child  might  have  obtained  this  poison  because  a 
thorough  investigation  of  the  home  proved 
unsuccessful.  After  reviewing  the  number  of 
possibilities  it  was  suggested  that  the  physician 
inquire  whether  or  not  the  parents  owned  a 
boat  because  some  mercurial  components  are 
used  in  marine  maintenance.  The  physician 
called  back  quite  elated  because  after  inquiry 
along  these  lines  the  parents  indicated  that  the 
two-year-old  child  had  assisted  the  parent  in 
sandpapering  the  boat  bottom.  The  Poison 
Control  Center  is  frequently  consulted  on  similar 
diagnostic  problems. 

Case  7.  A call  for  diagnostic  assistance  was 
received  from  New  Jersey  in  the  case  of  a young 
boy  who  was  unconscious  and  was  suspected  of 
having  been  poisoned  from  the  ingestion  of  some- 
thing picked  up  in  the  countryside.  From  the 
symptoms  a tentative  diagnosis  of  organic  phos- 
phate poisoning  was  suggested.  On  calling  the 
hospital  the  next  day  the  diagnosis  was  con- 
firmed, and  it  appeared  that  the  boy  was  suffer- 
ing from  parathion  poisoning  caused  by  eating 
sprayed  fruit.  The  New  Jersey  State  Health 
Department  also  was  notified  about  the  possible 
complications  of  this  incident. 

Case  8.  A local  case  of  organic  phosphate 
(Diazinon)  poisoning  was  reported  by  a physi- 
cian who  called  about  the  symptoms  associated 
with  the  use  of  the  phosphate.  The  use  of 
atropine  was  immediately  suggested,  and  this 
resulted  in  a dramatic  recovery.  This  incident 
was  caused  because  the  exterminator  had  been 
careless  in  his  personal  hygiene  and  had  absorbed 
the  mildly  toxic  organic  phosphate  from  his 
soiled  clothing  and  cap. 

Other  activities 

Requests  for  help  are  received  daily  from 
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communities  outside  of  New  York  City, 
for  example,  over  100  communities  from 
upstate  New  York  and  about  70  com- 
munities from  New  Jersey  request  and 
receive  aid  from  the  New  York  City  Poison 
Control  Center  on  several  hundred  in- 
cidents monthly.  Requests  for  help  also 
were  received  during  the  year  from  Cali- 
fornia, Connecticut,  Minnesota,  Missouri, 
Pennsylvania,  Virginia,  West  Virginia,  Texas, 
Washington,  Oregon,  Montana,  Maryland, 
Michigan,  Tennessee,  Rhode  Island,  South 
Carolina,  Massachusetts,  Arizona,  and  Can- 
ada. Many  requests  for  help  also  are  re- 
ceived from  parents,  pohce  departments, 

I schools,  and  others. 

I At  the  request  of  the  commissioner  of 
I health  of  Nassau  Coimty  and  the  Poison 
Control  Center  of  Meadowbrook  Hospital, 
Hempstead,  a meeting  was  held  with  repre- 
sentatives from  the  hospital  and  the  Com- 
i missioner  who  indicated  that  Meadowbrook 
Hospital  could  not  continue  serving  the 
needs  of  the  county  because  of  a lack  of 
personnel  and  the  unavailability  of  the 
ancillary  services  needed  for  the  manage- 
ment of  an  appropriate  Poison  Control 
Center. 

I The  Meadowbrook  Poison  Control  Center 
i questioned  whether  or  not  the  New  York 
I City  Poison  Control  Center  could  ab- 
j sorb  their  case  load.  It  was  reported  to 
I them  that  the  New  York  City  Poison  Con- 
I trol  Center  did  receive  a substantial  number 
I of  calls  from  Meadowbrook  Hospital  during 
the  past  few  years  and  provided  the  neces- 
sary aid  that  was  requested.  We  also  in- 
dicated that  the  New  York  City  Poison  Con- 
trol Center  would  be  happy  to  assume  this 
responsibihty  but  that  this  service  naturally 
would  require  additional  help.  The  com- 
missioner of  the  Nassau  County  Health  De- 
partment was  in  complete  agreement  and 
said  that  he  would  go  before  his  board  of 
supervisors  and  make  a request  for  ad- 
ditional funds  which  would  be  paid  to  the 
City  of  New  York  Department  of  Health. 
This  took  place  at  the  beginning  of  the  new 
year.  The  Nassau  County  Department  of 
Health  and  Meadowbrook  Hospital  were 
assured,  however,  that  we  would  continue 
during  the  interim  to  serve  their  chentele. 

It  may  be  noted  that  over  three  years  ago 
the  commissioner  of  health  of  Westchester 
County  also  requested  the  New  York  City 
Poison  Control  Center  to  assume  similar 


responsibilities  and  indicated  at  that  time 
that  he  would  transfer  the  fimds  allocated 
to  his  Center  to  the  City  of  New  York  De- 
partment of  Health,  but,  unfortunately,  such 
a transfer  of  fimds  never  materialized.  We, 
however,  serve  Westchester  County  and 
have  repeatedly  advocated  the  desirability 
of  a regional  concept  rather  than  the  de- 
velopment of  inadequate  centers  locally. 
In  this  account  it  also  may  be  mentioned 
that  the  State  Commissioner  of  Health  of 
New  Jersey  also  asked  us  to  serve  his  com- 
munities and  indicated  that  payment  for 
services  would  be  provided,  but  a lapse  of 
two  years  has  passed,  and  no  such  funds  have 
been  received  from  New  Jersey. 

Talks 

1.  A talk  on  accidental  chemical  poison- 
ings was  presented  by  Dr.  Jacobziner  at 
Lutheran  Medical  Center,  Brooklyn,  and 
also  at  Meadowbrook  Hospital. 

2.  A talk  on  accidental  chemical  poison- 
ings was  presented  by  Mr.  Raybin  at  the 
Lions  Club  in  Yonkers. 

3.  A talk  on  the  role  of  the  physician 
in  accident  prevention  including  accidental 
poisonings  was  presented  by  Dr.  Jacobziner 
at  the  New  York  Polychnic  Medical  School 
and  Hospital  and  before  the  Special  Com- 
mittee on  Child  Welfare  of  the  New  York 
County  Medical  Society. 

4.  Mr.  Raybin  spoke  at  the  Caduceus 
Society  of  City  College  and  to  a group  of 
safety  engineers  of  the  United  States  Public 
Health  Service. 

5.  During  National  Poison  Prevention 
Week  Mr.  Raybin  spoke  on  WOR,  The 
Pegeen  and  Ed  Fitzgerald  Show;  WCBS, 
“Speak  Up”;  and  WNBC,  “Monitor.” 

6.  The  Poison  Control  Center  activities 
were  included  as  an  integral  part  of  the  dis- 
cussion on  maternal  and  child  health  activi- 
ties presented  to  a group  of  students  from 
Hunter  College. 

7.  A radio  interview  on  accidental 
chemical  poisonings  was  given  by  Dr.  Jacob- 
ziner on  the  “Jewish  Home  Show.” 

8.  As  part  of  the  preservice  training 
course  for  physicians  to  be  assigned  in  the 
Bureau  of  Child  Health,  a talk  was  given  by 
Dr.  Jacobziner  on  accident  prevention  in- 
cluding poison  control. 

9.  A seminar  on  the  Poison  Control 
Center  also  was  presented  by  Dr.  Jacobziner 
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at  St.  Luke’s  Hospital,  New  York  City,  and 
the  Nassau  County  Academy  of  Pediatrics. 

10.  Mr.  Raybin  gave  a talk  on  Radio 
WHN  on  the  Poison  Control  Center. 

11.  A paper  on  poisonings  in  general  and 
one  on  lead  poisoning  was  presented  at  the 
International  Congress  of  Pediatrics  in 
Lisbon,  Portugal,  by  Dr.  Jacobziner.  This 
paper  elicited  a great  deal  of  interest  from 
an  international  audience. 

12.  At  the  request  of  the  Albany  Medical 
College  a seminar  on  poisonings  was  pre- 
sented by  Dr.  Jacobziner  to  the  medical  and 
nursing  staff  of  Vassar  Hospital  in  Pough- 
keepsie, and  at  the  request  of  the  New  York 
University  Medical  Center  a similar  seminar 
was  presented  at  the  Orange  Memorial 
Hospital. 

13.  A talk  on  “Poisonings  and  the  Phy- 
sician’s Role  in  the  Poison  Control  Move- 
ment” was  given  to  the  second-year  class  of 
the  College  of  Physicians  and  Surgeons  at 
Columbia  University  Medical  School  by  Dr. 
Jacobziner. 

14.  In  the  orientation  lecture  to  the 
Hunter  College  students  the  operation  of 
a Poison  Control  Center  also  was  discussed 
by  Dr.  Jacobziner. 

15.  At  the  annual  meeting  of  the  Amer- 
ican Academy  of  Pediatrics  at  the  Commit- 
tee on  Accident  Prevention  Dr.  Jacobziner 
stressed  that  rather  than  emphasize  quan- 
tity, that  is  the  number  of  Poison  Control 
Centers  now  in  existence,  the  Academy 
ought  to  stress  the  quality  of  the  centers 
and  to  lay  emphasis  on  the  need  for  provid- 
ing comprehensive  services. 

16.  Mr.  Raybin  gave  a talk  to  the  sani- 
tarians taking  the  inservice  training  course 
on  the  subject  of  lead  and  household  poison- 
ings. 

Articles  published 

The  following  articles  relating  to  poison 


control  also  were  published  during  this 
period: 


Jacobziner,  H.,  and  Raybin,  H.  W.;  Iron  intoxications. 
New  York  State  J.  Med.  62:  85  (Jan.  1)  1962. 

Idem:  Antihistamine  intoxications,  ibid.  62:  257  (Jan.  15) 

1962. 

Idem:  Camphor  poisonings.  Arch.  Pediat.  79:  28  (Jan.) 

1962. 

Idem:  Methyl  salicylate  poisoning,  ibid.  62:  402  (Feb.  1) 

1962. 

Idem:  Suspected  barbiturate  and  nonbarbiturate  sedative 

intoxications  with  fatal  outcome.  New  York  State  J.  Med. 
62:  550  (Feb.  15)  1962. 

Idem:  The  epidemiology  of  lead  poisoning  in  children. 

Arch.  Pediat.  79:  72  (Feb.)  1962. 

Idem:  Boric  acid  and  rodenticide  poisonings  and  use  of 

ipecac.  New  York  State  J.  Med.  62:  689  (Mar.  1)  1962. 

Idem:  Mixture  of  tranquilizers,  lighter  fluid,  paint  thin- 

ner, and  iodine  poisonings,  ibid.  62:  862  (Mar.  15)  1962. 

Idem:  Proceedings  of  the  Poison  Control  Center  Tech- 

nical Advisory  committee.  Arch.  Pediat.  79 : 96  (Mar.)  1962. 

Idem:  Year-end  report  on  activities  of  the  New  York 

City  Poison  Control  Center,  New  York  State  J.  Med.  62: 
1248  (Apr.  15)  1962. 

Idem:  Proceedings  of  the  Poison  Control  Center  Tech- 
nical Advisory  Committee:  radiation  poisoning.  Arch. 

Pediat.  79:  130  (Apr.)  1962. 

Idem:  Car  wax,  impramine  hydrochloride,  and  salicylate 

poisoning.  New  York  State  J.  Med.  62:  1470  (May  1)  1962. 

Idem:  Rhubarb  poisoning,  ibid.  62:  1676  (May  15)  1962. 

Idem:  Hydrochloric  acid  poisonings.  Arch.  Pediat.  79:  177 

(May)  1962. 

Idem:  Zinc  chloride.  New  York  State  J.  Med.  62:  1848 
(June  1)  1962. 

Idem:  Naphthalene  poisoning,  ibid.  62:  2025  (June  15) 

1962. 

Idem:  Scorpion  bite,  ibid.  62  : 2240  (July  1)  1962. 

Idem:  Oil  of  wintergreen,  potassium  permanganate,  and 

analgesic  tablet,  ibid.  62:  2390  (July  15)  1962. 

Idem:  Poisoning  incidents  reported  to  the  Poison  Control 

Center  by  parents.  Arch.  Pediat.  79:  266  (July)  1962. 

Idem:  Lead  poisoning  associated  with  ascariasis.  New 

York  State  J.  Med.  62:  2551  (Aug.  1)  1962. 

Idem:  Carbon  monoxide,  ibid.  62:  2714  (Aug.  15)  1962. 

Idem:  Glutethimide  (Doriden)  poisoning.  Arch.  Pediat. 

79:  302  (Aug.)  1962. 

Idem:  Triflupromazine  hydrochloride,  aspirin,  and  phos- 

phorus poisoning.  New  York  State  J.  Med.  62:  2847 
(Sept.  1)  1962. 

Idem:  Carbon  tetrachloride  poisoning,  ibid.  62  : 2991 

(Sept.  15)  1962. 

Idem:  Intoxications  due  to  tranquilizing  drugs  and 

plants,  ibid.  62:  3130  (Oct.  1)  1962. 

Idem:  Glue  sniffing,  ibid.  62:  3294  (Oct.  15)  1962. 


Reprints  of  all  these  articles  were  dis- 
tributed to  the  medical  superintendents  and 
poison  control  officers  of  New  York  City 
hospitals  and  to  many  other  interested  in- 
dividuals in  this  country  and  abroad. 
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History  of  Medicine 


Hindu  Medicine: 
Ayur-Veda 

ROBERT  A.  GUTSTEIN,  M.D. 

New  York  City 

From  the  Department  of  Pathology, 
The  Presbyterian  Hospital, 
Columbia-Presbyterian  Medical  Center 


There  never  was  a time  when  Ayurveda  did 
not  exist  even  as  it  is  the  case  with  life. — 
Caraka. 

Ayur-Veda  is  that  branch  of  Hindu 
learning  concerned  with  “the  science  of 
life.”  Medicinal  and  hygienic  matters  are 
mentioned  in  the  hymns  of  the  oldest  book 
of  the  Aryan  peoples,  The  Rig-Veda.  The 
science  of  Ayur-Veda  itself  has  its  direct 
roots  in  the  Atharva-Veda,  allowing  this 
fourth  Veda  to  be  viewed  as  the  most  useful 
and  precious  of  the  basic  scriptures.  The 
Gopatha  Brahmana  says  that  while  the 
first  three  Vedas  form  one  wing  of  the  bird 
of  Sacrifice,  the  Atharva-Veda,  by  itself, 
forms  the  other  wing.  Ayur-Veda  is  claimed 
to  have  been  first  promulgated  as  a discrete 
body  of  knowledge  as  early  as  the  eighth 
century,  B.C. 

Medicine  holds  a position  second  only  to 
religion  in  the  Hindu  view.  In  Hinduism 
the  ultimate  goal  is  Moksha  or  the  release 
of  the  self  (atman)  from  the  body  (jiva)  and 
its  reunification  with  ultimate  reality  (Brah- 
man). This  can  be  attained  only  through  a 
life  dedicated  to  meditation  and  love  of  God. 
However,  it  is  recognized  that  meditation 
and  learning  cannot  take  place  in  a sick 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Session 
on  History  of  Medicine,  May  16,  1962. 


body.  It  is  also  known  that  knowledge  in- 
creases with  age,  and  so  it  is  extremely  im- 
portant to  provide  the  individual  with  as 
long  a life  as  is  possible  to  allow  him  to  travel 
further  along  the  road  to  release.  Thus 
Ayur-Veda  is  a science  of  well-being,  con- 
cerned with  preventative  and  prognostic  as 
well  as  pathologic  medicine.  It  is  a science 
of  longevity  and  vitalization,  with  its  base 
in  the  immutable  Vedas. 

In  the  post-Vedic  period  the  magic-med- 
icine, the  hymns,  and  the  incantations  of 
the  scriptures  were  given  a more  solid  foun- 
dation through  a careful  empiric  observation 
and  limited  experimentation.  The  amassed 
knowledge  was  systemized  and  comes  down 
to  us  largely  in  two  works,  the  Caraka  Sam- 
hita  and  the  Susruta  Samhita.  The  science 
reached  its  peak  about  the  second  century 
B.C.,  from  which  time  these  works  are 
thought  to  have  originated.  By  the  seventh 
century  A.D.,  shortly  before  the  Moslem 
invasion  of  India,  Ayur-Veda  had  fallen 
into  disrepute  through  malpractice  and  po- 
litical upheaval.  Since  then,  the  science  has 
degenerated  largely  into  a quackery  playing 
on  the  willingness  of  the  people  to  believe 
in  the  ancient  lore,  while  the  essence  of  what 
had  made  the  ancient  science  valuable  has 
been  neglected.  Today  independent  India 
is  experiencing  a revival  of  Ayur-Veda  which 
may  well  be  a still  fertile  field  for  investiga- 
tion by  Western  medicine,  as  well  as  by 
medical  historians. 

Origins  of  Indian  medicine 

Historic.  Myth  and  history  concerning 
the  beginning  of  Ayur-Veda  are  interest- 
ingly intermingled.  A synthesis  of  historic 
data  reveals  the  following:  When  the  North- 
ern Aryans  invaded  the  Indus  valley,  they 
were  forced  to  make  radical  adjustments 
to  the  new,  lush,  semitropical  environment. 
In  southern  India  meat  putrified  rapidly  and 
caused  sickness.  Snake  bite  and  insect- 
borne  diseases  harassed  the  conquerors.  Ap- 
parently, the  indigenous  vegetarians  were 
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able  to  convince  their  masters  that  the  gods 
frowned  on  the  slaughtering  of  created, 
sentient  life,  and  that  the  visitation  of 
disease  was  in  retribution. 

Ancient  records  agree  that  a large  con- 
ference of  Brahmans  and  sages,  representa- 
tive of  all  parts  of  India,  gathered  at  the 
foothills  of  the  Himalayas  toward  the  end 
of  the  Vedic  age,  to  discover  the  secrets  of 
life.  The  probable  date  of  this  gathering 
is  the  eighth  century  B.C.  when  the  priest 
and  physician  were  one,  and  sacred  ritual 
was  not  far  removed  from  the  healing  arts. 
Among  the  illustrious  ones  present  were 
Bharadwaja  and  Atreya,  the  fathers  of 
Ayur-Veda.  The  proceedings,  which  con- 
sisted of  the  poohng  of  tribal  and  Vedic 
medical-magic  lore,  were  taken  down  and 
systematized  by  six  secretaries,  each  of  whom 
presented  his  version  to  the  council.  AU 
of  the  versions  were  pronounced  good,  but 
Agnivesa’s  was  thought  superior  and  this 
was  proclaimed  as  the  standard  work. 
Of  the  remaining  five  compilations,  parts 
of  the  Bhela  Samhita  have  been  recovered, 
but  only  allusions  to  the  others  are  left. 

In  the  Buddhist  period  that  followed 
medical  lore  held  an  exalted  place,  and 
its  dissemination  was  one  of  the  missions 
which  Buddhists  imdertook  to  fulfill  the 
doctrine  of  compassion  to  feUow  men. 
Under  the  Buddhist  Emperor  Asoka  the 
state  sponsored  medical  research  and  set 
up  hospitals  for  man  and  beast  throughout 
the  land  and  established  two  large  uni- 
versities at  TaxiUa  and  Nalanda.  A great 
deal  of  knowledge  was  accumulated  which 
needed  organizing.  During  the  second  and 
third  centuries  B.C.  there  was  a reaffirma- 
tion of  the  Vedic  tradition,  culminating 
in  a coup  d’etat  and  the  ouster  of  Buddhism 
as  the  state  rehgion  in  many  parts  of  India. 
It  is  in  this  setting  that  Caraka,  the  redactor 
of  the  Agnivesa  text,  is  placed.  The 
Caraka  Samhita  is  a reassertion  of  the  Vedic 
tradition  and  of  Brahmanism;  a refuta- 
tion of  Buddhism  by  Sankhya  meta- 
physics; a codification  of  ethical  standards 
for  the  medical  profession  which  had,  from 
the  Brahman  point  of  view,  fallen  from 
its  heights  when  they  lost  control;  as 
well  as  a resystemization  of  the  work  of 
Agnivesa  in  light  of  the  new  material  un- 
covered in  the  course  of  five  centuries.  The 
original  text  by  Agnivesa  has  been  lost,  and 
the  Caraka  Samhita  is  stiU  the  comprehen- 


sive authoritative  work  of  Ayur-Veda. 
The  fame  of  Caraka  is  evidenced  by  the 
many  references  to  him  in  ancient  Chinese, 
Arabic,  and  Greek  literature.  The  fact 
that  a physicians  cultural  society  in  New 
York  City  that  claimed  Osier,  Cushing,  and 
Whipple  among  its  members  chose  to  call 
itself  the  Charaka  Club  illustrates  that  the 
author  is  stiU  revered  after  more  than  twenty 
centuries.  Parts  of  the  manuscript  of  the 
Caraka  Samhita  were  lost  prior  to  the  third 
century  A.D.  The  missing  portions  were 
added  and  the  work  was  again  edited  by 
Dridhabala.  It  was  translated  into  English 
in  1903  and  in  1949.^ 

The  other  great  text  of  Ayur-Veda  is  the 
Susruta  Samhita.  Susruta  was  a contem- 
porary of  Caraka’s,  and  his  work  is  thought 
to  be  a slightly  later  one  (since  he  disputes 
the  number  of  bones  as  enumerated  by 
Caraka).  Susruta  was  the  first  to  extol 
surgery,  and  his  book  was  in  large  measure 
an  encyclopedia  for  surgeons.  Doctors  who 
cut  flesh,  especially  cadavers,  in  the  period 
before  Caraka  (when  their  prestige  was  low) 
had  been  chastized  by  Manu,  the  seer,  and 
the  people  were  enjoined  not  to  eat  with 
them.  “The  food  given  by  a therapeutist  is 
like  pus.  . . .”  In  the  Caraka  Samhita  there 
is  no  mention  of  surgery  except  as  it  pertains 
to  dressing  wounds  in  warfare.  Susruta 
was  the  bold  spirit  to  break  away  and  com- 
bine the  civil  science  of  longevity  (Ayur- 
Veda)  with  the  military  science  of  surgery 
(Salya  or  Arrow).  He  insisted  on  an  ac- 
curate knowledge  of  anatomy.  He  could 
not,  however,  advocate  actual  dissection  and 
had  to  be  content  with  observing  cadavers 
decomposing  by  the  action  of  a stream 
washing  over  them  for  a period  of  weeks. 
This  yielded  an  accurate  knowledge  of  bone 
structure  and  a fairly  good  idea  of  muscula- 
ture, but  was  of  less  help  in  determining  the 
organ  position.  Although  not  as  compre- 
hensive as  Caraka’s  work,  Susruta’s  is 
more  concise  and  better  organized.  There 
were  many  additional  texts  written  both 
before  and  after  the  Caraka  and  Susruta 
Samhitas,  but  these  stand  as  classics. 

The  next  and  last  great  Ayurvedic  com- 
pilation of  similiar  stature  was  Vagbhata’s 
work,  done  in  the  eighth  century  A.D.  in  a 
valiant  effort  to  preserve  a dying  science. 

Mythical.  The  myth  built  around  the 
origin  of  Ayur-Veda,  as  recounted  in  the 
Caraka  Samhita  and  corroborated  by  sev- 
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eral  sources,  will  serve  to  bring  us  closer  to 
the  sankhya  metaphysics  underlying  the 
science.  When  man,  by  disobedience  and 
unclean  ways,  had  fallen  from  favor  with 
the  gods,  disease  became  rampant  on  earth, 
and  made  progress  toward  spiritual  release 
through  meditation  and  thought  impossible. 
The  seers  (Rshis),  perceiving  this,  congre- 
gated from  the  length  and  breadth  of  the 
land  and  met  in  the  foothills  of  the  Hima- 
layas for  the  purpose  of  entreating  the  gods 
to  invest  men  with  the  secrets  of  longevity. 

At  the  beginning  of  each  cycle  of  creation, 
Brahma,  the  creator,  bestows  the  lore  of 
the  Vedas  on  his  four  sons.  Agni,  Vayu, 
and  Surya  are  the  recipients  of  the  Rig, 
Yajus,  and  Saman  Vedas,  respectively. 
The  favorite  son,  Atharva,  is  the  recipient 
of  the  Atharva-Veda.  Among  the  con- 
gregated sages  was  Bharadwaja,  a Brahman 
of  the  line  entrusted  with  the  knowledge  of 
the  Atharva-Veda  which  deals  with  medicine 
and  worldly,  as  weU  as  spiritual  affairs.  He 
was  also  a priest  to  the  House  of  King 
Dhanvantari  who  was  later  associated  with 
the  god  of  medicine.  Therefore,  when  it 
became  necessary  to  choose  an  emissary  to 
the  gods,  the  lot  naturally  fell  to  Bharad- 
waja. He  knew,  as  Caraka  teUs  us, 
that; 

Daksa  Prajapate,  the  progenitor,  first  obtained 
the  science  of  life  in  its  entirety  as  promul- 
gated by  Brahma,  the  great  one,  i.e.,  the 
Creator,  and  from  him  in  turn,  the  Aswin 
twins  obtained  it;  from  the  Aswin  twins 
the  god  Indra  acquired  it. 

Therefore,  Bharadwaja,  bidden  by  the 
sages,  approached  Indra  in  the  celestial 
halls  after  a long  and  difficult  jour- 
ney. Indra,  king  of  the  gods,  answered 
Bharadwaja’s  plea  for  the  knowledge  that 
would  enable  man  to  enjoy  a long  and 
useful  life.  The  sage  returned  and  taught 
Ayiu-Veda  to  the  assembled  Rshis,  aU  of 
whom  gained  long  life,  and  Bharadwaja 
himself  lived  through  three  ordinary  lives. 

The  wisest  of  the  sages  that  Bharadwaja 
taught  was  Atreya  who  traveled  far  and 
wide  and  eventually  selected  six  brilliant 
disciples  to  whom  he  imparted  the  full  knowl- 
edge, asking  each  of  them  to  prepare  an 
encyclopedia.  The  six  works  were  read  and 
approved  by  Atreya  and  other  sages  who  had 
learned  from  Bharadwaja.  Agnivesa’s  work 
was  pronounced  best,  and  this  was  the  text 
which  Caraka  edited. 


Structure  of  Ayurvedic  practice 

The  Ayurvedic  system  of  medicine  it- 
self may  be  viewed  as  a series  of  syntheses 
whereby  an  observed  occurence  is  correlated 
with  Vedic  teachings.  Of  the  four  ends  of 
life,  (Kama  = joy,  Dharma  = duty,  Artha 
= wealth,  and  Moksha  = soul  release),  med- 
icine has  a high  place  in  the  first  three  pre- 
paratory ones.  Only  the  three  upper  classes 
of  Hindu  society  were  allowed  to  study  the 
sacred  science  formally,  but  all  were  encour- 
aged to  follow  the  basic  tenets.  The  Brah- 
mans studied  medicine  to  gain  the  joy  of 
knowledge,  to  heighten  the  senses,  to  pro- 
cure a long  life  for  meditation,  and  to  pass 
the  knowledge  on  as  academicians.  The 
governing  class  learned  according  to  their 
duty  as  leaders  and  protectors  of  the 
people.  In  this  regard  it  was  incumbent  on 
the  king  to  fulfill  his  dharma  (or  duty),  to 
provide  sanitary  facilities,  and  to  designate 
punishment  for  hygienic  violations  through- 
out his  domain.  Last,  the  Vaisyas  were  to 
study  medicine  for  livelihood  and  profit 
as  general  practitioners. 

The  method  of  imparting  medical  knowl- 
edge was  through  the  guru-student  relation- 
ship combined  with  a strict  apprenticeship 
lasting  several  years  until  the  teacher  was 
satisfied  and  granted  a diploma.  The  stu- 
dent then  received  a state  examination, 
which  was  usually  a mere  formality,  and  was 
licensed.  This  was  the  system  during  the 
best  days  of  Ayur-Veda,  after  Caraka  and 
his  contemporaries  had  purified  the  field 
and  before  its  decline,  a period  of  some  800 
years. 

The  doctrine 

The  propoimders  of  Ayur-Veda  recognized 
the  world  as  consisting  of  spirit  (pnrusha) 
and  matter  (prakriti).  The  innermost  self 
of  each  man  is  spirit,  called  atman.  It 
is  a spark  of  Brahman,  the  eternal.  The 
ultimate  goal  is  release  or  Moksha  which 
allows  the  reunification  of  Atman  with 
Brahman.  Prakriti  or  matter  is  composed  of 
eight  of  the  nine  elements  and  possessed  of 
three  qualities.  The  nine  elements  may  be 
subdivided  into  the  five  physical  elements 
which  are;  ether,  air,  fire,  water,  and  earth; 
and  four  nonphysical  elements:  space, 

time,  mind,  and  spirit.  AU  but  the  last 
mentioned  are  possible  attributes  of  matter. 
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Each  physical  element  was  ascribed 
certain  specific  qualities  in  accordance  with 
the  three  qualities  of  matter  or  gunas. 
The  gunas  are:  Sattva — balanced,  light, 

illuminating,  pleasurable,  and  breezy; 
Rajas — mobile,  active,  hot,  painful,  stim- 
ulating, and  bilious;  and  Tamas — sluggish, 
heavy,  enveloping,  and  phlegmatic. 

Thus,  every  substance  of  the  physical 
world  could  be  categorized  in  accordance 
with  its  nature.  This  system  was  adequate 
to  explain  the  part  of  the  universe  composed 
of  the  first  eight  elements.  However,  with 
the  entrance  of  the  ninth  element,  spirit, 
life  was  created.  Life  was  characterized 
by  organization.  Ayur-Veda  grouped  the 
minimal  organization  for  life  into  three 
categories:  (1)  a ground  substance  to  pro- 
vide structure  and  water  balancing;  (2)  a 
thermal  substance  to  carry  out  metabolism 
and  maintain  optimal  heat  throughout  the 
body;  and  (3)  a vital  substance  to  enable 
locomotion,  provide  for  internal  movement, 
and  allow  for  creative  ability. 

In  order  for  the  concepts  of  biologic  and 
physical  phenomena  to  fit  snugly  and  in 
accordance  with  the  Sankhya  (or  “number”) 
precept  of  reducing  phenomena  to  the 
smallest  number  of  variables,  the  pro- 
pounders of  Ayur-Veda  rearranged  the  five 
physical  elements  so  that  they  subserved  the 
purposes  of  biologic  organization.  Ether, 
and  air  were  grouped  together  and  equated 
with  the  vital  force  substance;  fire  was  associ- 
ated with  the  thermal,  metabolic  substance; 
and  water  and  earch  were  grouped  to  form 
the  water-balance,  structural,  “protoplas- 
mic” aspect  of  biologic  matter.  These  three 
categories  were  designated  Vatta  or  wind. 
Pitta  or  bile,  and  Kapha  or  phlegm,  re- 
spectively. That  the  living  organism  is 
composed  of  these  three  aspects  or  “dosas” 
is  the  central  concept  of  Ayur-Veda. 

Ayur-Veda  was  thought  of  as  more  than 
a system  of  medicine;  rather,  it  was  a 
science  of  life.  Ayur-Veda  studied  the  in- 
dividual in  his  totality  as  an  integral  part 
of  his  environment  (immediate  and  cosmic), 
of  his  society,  of  his  religion,  and  of  his 
family.  It  studied  him  in  health,  as  well  as 
in  disease,  and  in  all  three  aspects  of  Sat- 
Chit-Ananda  (body,  mind,  and  soul).  The 
theory  was  propounded  in  an  age  when 
philosophy  was  king,  and  all  knowledge  was 
aphorized  in  sweeping  generalities,  in  con- 
trast with  today’s  analytical  approach.  In 


ancient  India,  as  in  ancient  Greece,  where 
a system  of  humors  (simjliar  to,  and  per- 
haps related  to,  the  concept  of  the  dosas) 
characterized  Hippocratic  medicine,  there 
was  no  doubt  that  a unity  of  principle 
pervaded  the  universe.  The  Hindus  saw 
the  world  composed  of  the  heavens,  the 
earth,  and  the  vital  air  between.  The  chief 
life-giving  source  in  the  heavens  was  the 
sun  (fire);  on  earth,  the  water;  and  in 
between,  the  wind.  The  concepts  of  Pitta, 
Kapha,  and  Vatta  fit  in  beautifully  with 
this  plan  so  that  a correlation  between  the 
organization  of  the  universe  and  man  could 
be  made,  and  this  was,  in  turn,  associated 
with  the  three  chief  dieties. 


Phi- 

Religion  losophy 


Ayur-Veda 


Shiva 

Vishnu 

Brahma 


Rajas  Pitta 

Sattva  Vatta  or  Vagu 

Tamas  Kapha 


Constitution 

In  the  last  twenty  years  there  has  been  a 
shift  in  emphasis  in  Western  medicine.  The 
tendency  is  now  toward  the  whole-patient 
approach  in  diagnosis  and  treatment  rather 
than  a simple  attack  on  specific  etiologic 
factors.  When  the  patient  is  viewed  qua 
patient  there  seems  to  be  a great  deal  left 
to  be  understood  concerning  the  role  of  the 
psyche  as  it  affects  the  soma.  Perhaps  the 
insistence  on  diagnosis  and  treatment  on  a 
constitutional  basis  by  the  Hindus  of  2,000 
years  ago  was  “modem”  in  this  sense. 
Constitution  is  called  prakriti  in  Ayur-Veda 
and  consists  of  edl  the  elements  of  matter. 
The  future  constitution  results  from  the 
union  of  male  and  female  seeds  and  is  largely 
determined  by  karma,  the  preset  but  not 
unchangeable  life-cycle  mechanism.  The 
organism  is  organized  on  the  following  levels: 
first,  the  five  proto  or  physical  elements 
regrouped  to  form  the  tri-dosa;  second, 
the  “dhatus”  body-elements  or  tissues 
(seven  in  number)  which  are  structural 
elements  peculiar  to  the  species  and  which 
augment  the  workings  of  the  dosa;  and 
last,  the  normal  secretory  and  excretory 
products. 

Any  or  all  of  these  three  components  of  the 
constitution  may  become  corrupted,  pol- 
luted, or  provoked.  However,  it  is  only  the 
tri-dosa  (Vatta,  Pitta,  and  Kapha)  which 
may  initiate  the  pathogenic  condition. 
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They  are,  therefore,  the  major  concern  of 
constitutional  Ayurvedic  medicine.  The 
word  “dosa”  means  to  vitiate,  for  the  tri- 
dosa  are  most  often  referred  to  when  they 
t are  in  their  provoked  state.  There  are  two 
ways  in  which  the  constitution  may  become 
upset.  First,  since  perfect  health  depends 
on  the  striking  and  maintaining  of  proper 
balance  of  the  dosas  for  each  individual, 
an  increase  or  decrease  in  one  of  them  wiU 
cause  an  imbalance  of  the  total  system. 
This  is  only  mildly  pathologic  and  is  usu- 
uaUy  caused  by  improper  eating,  a too  rapid 
change  of  external  environment,  or  by  a 
troubled  mind.  For  example,  the  heavy, 
uncomfortable  feeling  which  follows  a 
heavy  meal  is  due  to  an  imbalance  in  which 
there  is  an  excess  of  the  earth-water  factor 
or  Kapha.  This  may  be  corrected  by  eating 
a light  meal  (Vatta)  next  time. 

For  the  imbalanced  condition  where  one 
dosa  is  present  in  an  improper  amount, 
Caraka  prescribes; 

Having  regard  to  the  rules  of  healthful  living, 
in  the  case  of  those  characterized  by  the 
predominance  of  one  vitium,  the  use  of 
things  antagonistic  to  that  vitium  is  beneficial. 

The  propounders  of  Ayur-Veda  believed, 
as  do  today’s  naturopaths,  that  the  body 
knows  when  it  is  deficient  in  a certain 
respect. 

Vagbhata  states  that: 

Whatever  type  of  food  a person  dislikes 
and  whatever  he  craves  for,  by  avoiding  and 
satisfying  these  respectively  should  he  cor- 
rect the  excess  and  paucity  respectively  of  the 
body-constituents. 

The  Atharva-Veda  too,  relates  that  the 
wise  man  wiU  seek  out  the  medicines  known 
to  the  animals. 

The  plant  the  boar  knows, 
the  remedial  herb  the  mongoose  knows, 
those  ones  the  serpents,  the  Gandharvas,  know 
these  do  I cedi  to  his  aid. 

The  second  cause  of  disease  and  the  real 
pathogenic  culprit  is  the  vitiation  process. 
It  occurs  when  etiologic  factors  invade  an 
organism  which  is  already  in  the  unbalanced 
state.  The  vitiation  process  is  broken  down 
into  five  stages.  The  stage  of  accumulation 
is  first,  and  is  comparable  to  the  previously 
mentioned  condition  of  imbalance.  The 
stage  of  provocation  follows,  the  body  having 
reached  a point  of  maximum  increase  or 
decrease  and  when  more  than  one  dosa  is 


affected.  The  body  is  now  most  subject  to 
invasion  from  exogenous  forces  such  as 
parasites,  snake  venom,  demons,  and  endog- 
enous factors  such  as  toxic  and  psychoso- 
matic forces:  that  is,  the  body  is  in  the 
“run-down”  condition.  The  humors  or 
dosas  which  in  health  are  the  sustainers 
of  the  body  are  provoked,  and  these,  like 
the  gods  whose  microcosmic  representations 
they  are,  turn  wrathful  and  destructive 
when  they  are  irritated.  As  Vagbhata 
defines  it: 

Provocation  is  that  stage  wherein  a vitium 
moves  in  a wrong  direction  and  manifests 
symptoms  of  its  morbid  humor  and  the  feel- 
ing of  illness  denotes  the  occurrence  of  disease. 

The  third  stage  is  that  of  diffusion  where 
the  provoked  dosas  ferment  and  overflow, 
spread'ng  throughout  the  body.  This  is 
followed  by  the  fourth  stage,  localization. 
Susruta  explains  the  reason  for  localization: 

Wherever  the  all-pervading  vitia  in  their 
provoked  state  come  into  contact  with  an 
organ  or  tissue  or  part  that  is  already  im- 
paired and  hence  susceptible,  there  occurs 
local  disease-phenomenon. 

The  last  stage  of  the  vitiation  process  is 
the  stage  of  manifestation.  Here  the  dis- 
turbance is  clearly  seen  to  be  a disease. 
Since  the  forces  of  the  body  have  not  righted 
themselves,  the  organism  suffers  either 
general  or  local  and  acute  or  chronic  patho- 
logic manifestations.  It  is  acute  when  the 
body  succumbs,  chronic  when  it  fights 
back  sporadically,  general  when  the  disease 
has  failed  to  locate,  and  local  when  a specific 
part  of  the  body  is  affected. 

Caraka  lists  five  diagnostic  guides;  The 
knowledge  of  disease  is  obtained  by  the 
study  of  etiology,  premonitory  symptoms, 
signs  and  symptoms,  ancillary  signs,  and 
pathogenesis.  The  emphasis  was  on  early 
diagnosis;  hence,  the  reliance  on  signs, 
whether  they  were  those  of  physical  change 
or  ancillary  signs,  such  as  the  dreams  of  the 
patient,  his  family,  the  doctor,  or  super- 
natural omens.  The  art  of  prognosis  was 
prominent  and  diseases  were  classified  as  to 
whether  they  were  easily  curable;  curable 
after  prolonged  therapy;  not  curable,  but 
palliative;  or  incurable  and  not  affected  by 
medical  treatment. 

Treatment  was  formulated  with  the  end 
in  view  of  restoring  harmony  among  the 
dosas.  The  investigation  of  a disease  was 
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in  terms  of  its  effect  on  the  internal  balance, 
and  the  choice  of  treatment  was  dictated 
by  the  nature  of  the  imbalance.  The 
Ayurvedic  doctor,  therefore,  was  not  lost  in 
a maze  of  inexplicable  phenomena.  Al- 
though there  was  much  attributed  to  the 
supernatural,  all  could  be  understood  on  the 
basis  of  constitutional  diagnosis  and  treat- 
ment designed  to  restore  the  whole  individual 
to  balance  rather  than  to  battle  a specific 
disease  entity. 

In  addition  to  propounding  the  foregoing 
doctrine,  the  ancient  texts  go  on  to  Lst 
the  following: 

1.  The  virtues  of  countless  herbs,  medi- 
cines, and  foods.  Because  it  was  believed 
that  a certain  property  predominated  in 
any  one  remedy  or  foodstuff  and  would 
affect  the  body  balance  to  the  extent  that  it 
was  present,  anything  might  be  medicine. 
In  fact,  Caraka  declares,  “There  is  no  sub- 
stance in  the  world  that  is  not  a medicine.” 

2.  The  proper  prayers  or  mantras  to  be 
said  while  administering  therapy  for  the  dual 
purpose  of  invoking  the  gods  (especially 
Dhanvantari,  god  of  medicine,  the  Aswin 
twins,  physicians  to  the  gods,  and  the  deities 
associated  with  specific  ailments,  such  as, 
Siva  with  fever.  King  Moon  with  consump- 
tion) ; and  for  the  sound  psychologic  purpose 
of  assuring  the  patient  that  aU  the  forces  of 
the  universe  are  on  his  side. 

3.  The  symptoms,  manifestations,  di- 
agnostic methods,  and  treatment  recom- 
mended for  each  particular  disease. 

Medicine  is  divided  in  Ayurvedic  doctrine 
into  eight  “limbs”  or  specialties  which  are: 

1.  Surgery  and  obstetrics. 

2.  Treatment  of  diseases  of  parts  above 
the  clavicles  affecting  the  eyes,  ears,  nose, 
and  throat. 

3.  Treatment  of  diseases  affecting  the 
whole  body  due  to  disturbances  of  the 
humors. 

4.  Demonical  diseases  (bhuta-vidya) , 
dealing  with  mental  derangements  and  other 
disturbances,  said  to  be  caused  by  demons 
(bhuta);  these  are  treated  by  means  of 
prayers,  oblations,  exorcism,  drugs,  and  so 
forth. 

5.  Pediatrics:  treatment  of  children’s  dis- 
eases which  are  usually  caused  by  demons. 

6.  Pharmacology. 

7.  Elixirs  of  life  (rasayana),  for  preserving 
and  increasing  vigor,  restoring  youth,  im- 
proving memory,  and  preventing  diseases. 

8.  “Turning  into  a stallion’’  (vajikarana), 
dealing  with  the  means  of  increasing  virile 
power. 


In  the  division  of  surgery  and  obstetrics 
there  was  considerable  knowledge  of  in- 
struments and  technics  for  minor  surgery, 
gynecology,  and  of  preconceptual  condi- 
tioning, fetal  care,  and  the  genetics  of  con- 
stitution. Limb  2 was  concerned  with  dis- 
ease above  the  clavicles  and  included  the 
hygienic  care  of  the  eyes,  ears,  nose,  mouth, 
and  throat,  as  weU  as  specific  remedies  for 
malfunction  of  these  parts.  Limb  3 dealt 
with  local  and  general  dosa  disturbances, 
as  discussed  previously,  and  probably  came 
closest  to  internal  medicine.  Branch  4, 
psychiatry,  had  achieved  an  admirably  ad- 
vanced state.  Chaplin^  includes  two  psycho- 
therapeutic tales,  stories  followed  by  pointed 
questions,  which  illustrate  the  probing 
method  and  insight  that  the  Ayurvedic 
practitioner  possessed.  It  was  a necessary 
part  of  every  case  history,  whether  the 
complaint  was  psychic  or  somatic,  that  both 
factors  be  investigated  thoroughly.  The 
view  of  the  integral  human  being  was  there- 
fore a part  of  everyday  practice.  The  con- 
cept of  “poison,”  which  derives  from  Ayur- 
Veda  and  which  was  developed  further  in 
Buddhist  doctrine,  attributes  mental  sick- 
ness to  the  three  poisons:  lust,  hatred,  and 
delusion;  these  are  derived  from  the  corre- 
sponding dosas  of  the  body:  wind  (Vatta), 
bile  (Pitta),  and  phelgm  (Kapha).  The 
fifth  limb,  pediatrics,  deals  mainly  with  the 
safeguarding  of  the  male  offspring  from 
factors  and  demons  that  might  tend  to  harm 
his  future  regenerative  ability.  Branch 
6 is  concerned  with  the  amazingly  large 
pharmacopeia  of  India’s  varied  geography. 
Each  practitioner  was  his  own  pharmaceuti- 
cal company  and  corner  druggist.  He 
compounded  his  own  multi-ingredient  recipes 
according  to  Vedic  and  medical  text  direc- 
tion, paying  attention  not  only  to  quantities, 
but  also  to  where  an  ingredient  was  gathered, 
at  what  time  of  year,  and  what  auspicious 
signs  accompanied  the  entire  process  of 
compounding  the  arcanum.  Snake  bite  was 
a great  hazard,  and  there  were  many  anti- 
dotes employed  and  medicines  made  from 
the  venoms.  Here  Caraka  warns  that: 
“A  drug  that  is  not  understood  perfectly 
is  comparable  to  poison  . . . while  the  per- 
fectly understood  drug  is  comparable  to 
ambrosia.” 

Limbs  7 and  8,  the  elixirs  of  life  (rasa- 
yana), and  the  virilification  treatments  were 
often  combined.  Each  male  was  advised  to 
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follow  a course  of  hygienic  purification  to  be 
administered  at  least  three  times  a year 
through  all  the  body  orifices.  Thus  he 
would  gain  long  life,  virility,  accurate  sensory 
powers,  and  a clear  memory,  allowing 
meditation  to  be  prolonged. 

In  the  words  of  Caraka: 

Like  the  lord  of  a city  in  the  affairs  of  his 
city,  and  a charioteer,  in  the  management  of 
his  chariot,  so  should  a wise  man  be  ever 
vigilant  in  the  care  of  his  own  body. 

Conclusion 

In  conclusion,  I should  like  to  offer  a few 
comments  concerning  the  degree  of  sophisti- 
cation which  the  medicine  of  ancient  India 
was  able  to  achieve.  The  drive  toward 
unification  of  concepts  and  totality  of 
view,  carried  over  from  philosophy  and  re- 
ligion into  medicine,  encouraged  the  develop- 
ment of  a view  of  the  patient-in-depth. 
If  this  was  the  strength  of  Ayur-Veda,  this 
was  also  its  weakness.  In  the  age  of  sweep- 
ing generalizations,  of  philosophic  synthesis 
of  comprehensive  arcanums,  of  constitu- 
tional medicine,  and  reliance  on  Vedic 
authority,  there  was  a dearth  of  practical 
experimentation.  Physiology  was  inferred 
from  subjective  feelings  of  wise  individuals, 
but  this  method  alone  was  boimd  to  miss 
1 the  mark  on  many  vital  points. 

It  is  ironic  that  the  system  of  medicine 
which  was  to  give  form  to  hatha  yoga 
(concerned  most  deeply  with  controlled 
breathing  methods,  that  is,  control  of  the 
Vatta  dosa),  should  have  ignored  completely 
the  role  of  the  lungs  in  respiration.  The 
air  was  supposed  to  pass  in  a coiled  snake 
column  down  the  spinal  cord  and  in  another 
snake  tract  up  it  again.  The  lungs  were 
thought  to  be  the  water-phlegm  reservoir 
and  to  hold  the  trunk  together.  Another 
misconception  concerned  the  physiologic 
I function  of  the  brain.  The  thought  processes 
were  believed  to  reside  in  the  heart,  with  no 
mention  of  a specific  purpose  for  the  brain. 
Diseases  of  the  sense  organs  which  reside 
in  the  head  are  treated  at  length,  but 
psychologic  affairs  are  in  the  heart’s  domain. 
Moreover,  Caraka  is  not  sure  whether  the 
vessels  of  the  body  are  numberless  or  can 
be  coimted.  He  describes  the  systems 
(1)  for  carrying  food,  chyle,  and  blood  with 
its  root  in  the  liver  and  spleen;  (2)  of  the 
life  force  (Vatta)  with  its  roots  in  the  heart 


and  spine,  and  (3)  of  the  water  system  with 
roots  in  the  lungs  and  palate. 

Susruta,  the  surgeon,  perhaps  had  iUicit 
opportunities  for  fetal  dissection,  since  he 
describes  the  vessels  differently,  giving  a 
number  according  to  a regular  pattern  for 
each  body  part  and  stating  that  aU  the 
systems  have  their  roots  at  the  navel — 
“As  the  hub  of  a wheel  is  surroimded  by 
spokes.”  It  may  be  said  that  the  ancient 
people  stood  at  a distance  and  therefore 
were  able  to  see  the  contours  of  the  forest. 
The  criticism  has  been  leveled  that  we,  in 
contrast,  have  lost  sight  of  the  forest  in  the 
midst  of  the  trees.  The  claim  that  Hindu 
medicine  was  Vedic  and,  therefore,  of  divine 
origin,  endowed  it  with  authority  and  gained 
the  confidence  of  the  patient.  No  doubt, 
the  mysticism  of  today’s  aseptic,  white 
hospitals;  the  precise  and  knowing  demeanor 
of  the  physician;  and  the  gleaming  rooms 
fiUed  with  complex  instruments  serve  the 
same  end  of  inspiring  awe  and  confidence. 
In  the  case  of  God-given  Ayur-Veda,  how- 
ever, the  price  was  dear.  Experimenta- 
tion was  difficult  and  refutation  was  im- 
possible— all  had  been  revealed.  It  is  the 
tragedy  of  Hindu  medicine  that  it  never  had 
a Vesalius  to  challenge  its  Galen. 

In  spite  of  this,  it  may  be  appreciated 
that  the  advances  made  on  the  basis  of 
empiric,  philosophic,  and  subjective  analysis 
and  synthesis  by  the  sages  of  ancient  India 
were  remarkable.  It  is  quite  possible  that 
Ayur-Veda  stiU  holds  valuable  lessons  for 
modern  medicine,  especially  in  regard  to 
constitutionaUy-based  psychosomatic  diag- 
nosis, pharmacopeia,  and  some  aspects 
of  preventative  medicine.  Ayur-Veda  is, 
in  fact,  experiencing  a rebirth  under  state 
sponsorship  and  is  being  taught  and  prac- 
ticed alongside  Western  medicine  in  many 
parts  of  the  India  of  today. 

105  Haven  Avenue,  New  York  35 
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Anti-cancer  drug 
used  in  blood  disorders 


A chemical  compound  related  to  the  nitrogen 
mustard  family  of  anti-cancer  drugs  has  been 
released  commercially  for  use  by  physicians  in 
the  treatment  of  certain  types  of  cancer,  officials 
of  The  Upjohn  Company  have  announced. 

The  drug,  Uracil  Mustard,  has  been  under 
investigation  for  over  four  years.  It  is  by  no 
means  a cure-all,  Upjohn  researchers  caution, 
and  its  usefulness  is  limited.  It  appears  to  have 
particular  value,  however,  in  certain  cancerous 
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disorders  of  white  blood  cell  forming  tissues 
such  as  chronic  leukemia  and  Hodgkin’s  disease, 
and  occasionally  in  the  treatment  of  some  solid 
tumors.  Unfortunately,  it  is  not  indicated  for 
patients  with  acute  leukemia,  they  emphasize. 

It  has  been  noted  that  Uracil  Mustard  is  well 
tolerated.  The  most  common  complaints  were 
of  nausea,  vomiting,  anorexia,  and  epigastric 
distress,  mostly  in  patients  on  large  doses. 
However,  smaller  but  stUl  effective  doses  can  be 
substituted. 

Uracil  Mustard,  like  nitrogen  mustard  to 
which  it  is  related  chemically,  is  a so-called 
alkylating  agent  which  appears  to  deprive  some 
kinds  of  runaway  cancer  cells  with  enzymes 
necessary  to  their  growth. 
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BILLSBORD 
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Contrary  to  the  impression  today’s  television 
viewer  might  have  gained,  one  does  not  “grow 
up’’  by  the  simple  expedient  of  ceasing  to  use 
“that  greasy  kid  stuff  on  the  hair.” 

Maturity  has  many  facets.  There  is  sexual 
maturity  coming  early  in  the  teens,  legal  ma- 
turity usually  at  twenty-one,  maturity  as  de- 
termined by  the  Alcohol  Beverage  Board  and 
the  Defense  Department  at  age  eighteen,  and 
skeletal  maturity  some  place  between  age  twenty 
and  thirty. 

Emotional  maturity  is  something  else  again. 
It  does  not  arrive  automatically  by  any  chron- 
ologic, legal,  glandular,  or  governmental  ukase 
process,  but  rather  is  variable  in  onset  and, 
unfortunately,  may  never  develop  in  some 
individuals,  regardless  of  age,  intellectual  po- 
tential, or  degree  of  cultural  sophistication. 

Emotional  maturity  results  from  the  stimulus 
of  necessity,  and  one  might  generalize  by 
stating  that  no  one  grows  up  until  he  has  to. 
The  lack  of  attaining  such  status  is  of  the  utmost 
significance,  because  until  an  individual  achieves 
emotional  maturity,  he  can  neither  be  expected 
nor  can  he  be  trusted  to  accept  the  responsibil- 
ities implicit  in  his  position  as  an  adult  in  an 
adult  world.  Also,  it  is  true  that  any  group,  or 
people,  the  majority  of  whom  remain  immature, 
cannot  and  will  not  accept  the  responsibilities 
implicit  in  their  group  milieu,  be  it  family, 
community,  or  nation. 

Some  historians  and  other  casual  observers 
would  have  us  believe  the  decline  of  a civiliza- 
tion follows  some  repetitive  historical  pattern. 
They  aU  want  to  ascribe  the  submission  of  a 
people  to  “the  man  on  horseback,”  to  the 
personality,  ambition,  and  ability  of  some 
individual  dictator,  without  regard  to  the 
characteristics  of  a people  who  seek  and  accept 
such  a master. 

Of  course,  one  finds  much  evidence  to  suggest 
that  “history  repeats  itself,”  and  it  is  found  not 
only  in  the  vast  panoramic  phenomenon  of  the 
rise  and  decline  of  a great  civilization,  but  in 
minor  and  insignificant  details  as  weU.  For 
instance: 

— Sportswriters  and  others  often  credit 
Ty  Cobb  with  originating  the  use  of  the 
“lead  bat”  prior  to  coming  to  the  plate,  yet 
the  early  pages  of  Gibbon’s  Rise  and  Fall  of 
the  Roman  Empire  testify  it  was  standard 
procedure  for  the  Roman  Legions  during 
peacetime  training  to  use  weapons,  shields, 
and  armor  much  heavier  than  those  used  in 
actual  combat. 

— If  you  believe  the  current  emphasis  on 


talking  dog  anecdotes  represents  a twentieth 
century  innovation,  I suggest  you  read  Gogol’s 
Diary  of  a Madman,  written  some  one  hundred 
fifty  years  ago,  in  which  his  dog  not  only  talks, 
but  also  carries  on  a written  correspondence. 

— Or,  if  one  thinks  of  progressive  education 
as  a modern  concept,  he  won’t  find  a much 
better  description  than  that  in  Rousseau’s 
Emile. 

But,  the  mere  fact  of  a recurring  pattern  does 
not  mean  an  inevitable  natural  process  based  on 
inescapable  determinism.  The  attempt  to 
prove  this,  whether  by  Spengler’s  timetable  as 
applied  to  5 or  6 civilizations  or  by  To3mbee 
and  his  21  civilizations,  has  no  more  intrinsic 
value  than  to  show  what  happened,  not  why. 
Even  admitting  the  accuracy  of  their  historical 
data,  still  it  would  be  no  more  informative  of 
cause  than  would  a comparison  of  temperature 
charts  of  a number  of  cases  of  lobar  pneumonia. 
A similar  pattern,  yes;  but  the  why  requires  a 
search  for  the  common  denominator  not  the 
common  symptomatology,  and  in  the  case  of 
historical  patterns  the  common  denominator  is 
man. 

Dictators  don’t  “take  over”  because  they  are 
aggressive,  or  demagogic,  or  by  the  strength  of 
their  personalities.  Of  course  they  have  these 
characteristics,  but  men  with  these  same  char- 
acteristics are  always  at  hand.  It  is  the  im- 
maturity of  a people  unable  to  accept  the  re- 
sponsibilities of  freedom  that  makes  them  turn 
to  the  father  image  to  tell  them  what  to  do, 
when  to  do  it,  and  to  promise  them  great  re- 
wards if  they  behave  themselves  and  are  good 
children.  One  may  find  a classic  example  of 
this  by  comparing  the  American  and  French 
Revolutions. 

These  separate  rebellions  against  autocracy 
had  many  points  of  similarity.  They  were  both 
waged  in  the  name  of  liberty;  they  both  took 
place  in  the  latter  part  of  the  eighteenth 
century;  they  both  were  planned,  instigated, 
and  executed  by  “intellectuals”;  there  were 
even  some  few  men  who  played  a major  role  in 
both  and,  of  course,  their  greatest  point  of 
alikeness  was  in  the  fact  they  were  both  success- 
ful. This  is  where  the  paths  diverged. 

America,  a country  presumably  populated  by 
a backward,  rural,  uneducated,  and  crude 
populace;  a nation  of  diverse  national  and 
racial  backgrounds  with  a legacy  of  the  hatreds, 
suspicions,  and  rivalries  indigenous  to  their 
lands  of  origin;  yet,  ignorant  though  they  might 
have  been,  naive  and  bucohc  though  they  un- 
doubtedly were,  nevertheless,  they  had,  as  did 
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their  leaders,  the  emotional  maturity  to  main- 
tain and  perpetuate  the  liberty  for  which  they 
had  fought.  This  allowed  them  to  reconcile 
their  differences,  stifle  their  inbred  animosities, 
and  join  each  other  in  the  adoption  of  a con- 
stitutional government  with  a system  of  checks 
and  balances  spelled  out  in  a written  document 
that  remains  a monument  to  the  heights  men 
can  attain. 

The  French  had  a common  racial  and  cultural 
heritage,  they  were  of  a sophisticated  and 
cultured  society,  a background  to  suggest  that 
they,  more  than  any  people,  would  have  the 
capacity  to  house  their  newly  won  freedom  in  a 
home  of  permanence  and  beauty.  They  had 
everything  (including  victory)  except  maturity, 
and,  unfortunately,  their  intellectuals  lacked 
maturity  as  well.  This  immaturity  has  been 
outlined  in  detail  by  de  TocquevUle.  And  so 
their  grand  adventure  entered  an  orgy  of  blood- 
letting, in  scope  and  ferocity  far  beyond  what 
could  be  explained  as  a temporary  gesture  of 
vengeance  toward  their  erstwhile  oppressors. 
It  was  a typically  destructive  episode  of  the 
immature;  the  sort  of  behavior  any  gang  of 


Between-rounds 
stitches  suggested 


Boxers’  cuts  should  be  stitched  between 
rounds  to  reduce  the  chance  of  infection  and 
increase  the  fairness  of  the  bout,  a letter  to  the 
editor  in  the  October  20,  1962,  Journal  of  the 
American  Medical  Association  advocates. 

Unsutured  cuts  are  torn  wider  and  pounded 
with  bacteria  as  the  fight  continues.  Immediate 


children  will  vent  on  the  windows  of  an  aban- 
doned warehouse.  Then,  when  they  were 
spent  and  affrighted,  home  they  ran  to  papa. 
No,  it  wasn’t  Napoleon  who  was  ready  to  take 
over  France.  It  was  the  French  who,  in  their 
immaturity,  craved  a leader,  someone  to  lift 
them  from  the  responsibilities  of  a new  society, 
and  they  were  willing  to  pay  by  the  sacrifice  of 
a liberty  newly  won. 

And  let  no  one  think  for  a moment  that  what 
was  accomplished  in  America  was  due  to  the 
accident  that  Napoleon  was  French  rather  than 
Virginian,  because  there  always  is  a Napoleon, 
a Hitler,  or  a Castro.  Do  you  think  there  were 
none  waiting  in  the  wings  on  this  side  of  the 
Atlantic?  How  about  Burr?  How  about 
Hamilton? 

No,  it  is  not  historical  inevitability,  nor  the 
accident  of  some  dictator’s  strong  personality. 
The  answer  lies  in  the  people  and  whether  or 
not  they  are  mature.  It  may  be  that  a mature 
people  might  suffer  defeat,  but  they  will  never 
surrender  beforehand  through  apprehension  or 
indecision  or  the  fear  of  responsibility. 

WRC 


suturing  of  a cut  during  the  one-minute  corner 
rest  period  would  check  bleeding,  clear  vision, 
reduce  infection,  and  prevent  further  tearing, 
the  writer  stated. 

Many  a fight  has  been  lost  by  a technical 
knockout  due  to  a cut  when  the  injured  fighter 
was  actually  winning.  This  is  unsatisfactory 
not  only  because  most  cuts  are  of  little  con- 
sequence but  because  they  are  caused  by  a head 
butt  which  is  itself  a foul.  Immediate  suturing 
of  cuts  would  increase  fairness  in  important 
amateur  bouts  and  could  be  vital  to  a pro- 
fessional fighter  when  winning  is  his  livelihood. 
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Medical  Meetings 


Clinical  psychiatry 

The  New  York  Society  for  Clinical  Psychi- 
atry; New  York  County  District  Branch, 
American  Psychiatric  Association,  will  meet  on 
February  14  at  8:30  p.m.  in  the  auditorium  of 
the  Payne  Whitney  Clinic,  The  New  York 
Hospital,  525  East  68th  Street,  New  York  City. 

Bronx  Pediatric  Society 

The  Bronx  Pediatric  Society  will  meet  at 
8:30  P.M.,  March  13,  in  the  auditorium  of  the 
Morrisania  City  Hospital,  168th  Street  and 
Gerard  Avenue,  Bronx,  New  York. 

The  program,  sponsored  by  Mead  Johnson 
Laboratories,  wiU  include  a session  on  “Recent 
Advances  in  the  Diagnosis  and  Treatment  of 
Convulsive  Disorders”  presented  by  Samuel 
Livingston,  M.D.,  Director,  Epilepsy  Clinic 
of  the  Johns  Hopkins  Hospital  in  Baltimore, 
Maryland. 

Oklahoma  Tuberculosis  Association 

The  fourth  Oklahoma  Colloquy  on  Advances 
in  Medicine:  Pulmonary  Insufficiency,  will 

be  held  March  28  through  30  at  the  University 
of  Oklahoma  Medical  Center  Auditorium  in 
Oklahoma  City,  sponsored  by  the  Oklahoma 
Tuberculosis  Association  and  the  Oklahoma 
Thoracic  Society. 

Among  the  participants  wiU  be  Dickinson 
W.  Richards,  M.D.,  professor  of  medicine, 
Columbia-Presbyterian  Medical  Center,  New 
York  City,  and  Alfred  P.  Fishman,  M.D., 
associate  professor  of  medicine,  Columbia 
University  CoUege  of  Physicians  and  Surgeons 
and  Presbyterian  Hospital,  New  York  City. 

Further  information  may  be  obtained  from: 
Robert  Byrd,  M.D.,  University  of  Oklahoma 
School  of  Medicine,  800  N.E.  13th,  Oklahoma 
City,  Oklahoma. 

Eye  and  Ear  Infirmary 

The  annual  spring  meeting  of  the  Alumni 
Association  of  the  New  York  Eye  and  Ear 
Infirmary  wUl  take  place  April  2 through  May 
2 at  the  infirmary. 

In  dealing  with  eye  problems,  the  symposia, 
courses,  and  closed  circuit  television  demonstra- 
tions wUl  be  oriented  towards  oculomotor 
anomalies. 

Problems  of  the  ears,  nose,  and  throat  wiU 
be  discussed  in  the  symposia  on  problems  in 


hearing,  endoscopy,  and  paranasal  sinuses. 
In  addition,  there  wUl  be  a closed  circuit 
television  demonstration  of  surgical  procedures. 

Additional  information  may  be  obtained  by 
writing  to  the  secretary.  Alumni  Association, 
218  Second  Avenue,  New  York  3,  New  York. 

Eastern  Conference  of  Radiology 

The  Eastern  Conference  of  Radiology  wUl 
be  held  at  the  BeUevue-Stratford  Hotel  in 
Philadelphia,  April  4 through  6.  The  program 
will  include  refresher  courses  sponsored  by  the 
Radiological  Society  of  North  America.  There 
wUl  be  a special  lectureship  on  Friday,  April  5. 

For  further  information  contact;  Theodore 
A.  Tristan,  M.D.,  Department  of  Radiology, 
Hospital  of  the  University  of  Pennsylvania, 
Philadelphia  4,  Pennsylvania. 

American  Society  of  Facial 
Plastic  Surgery 

The  American  Society  of  Facial  Plastic 
Surgery  wiU  hold  its  spring  meeting  at  the 
Hotel  Elysee,  New  York  City,  on  May  1. 
The  program  wiU  include  a panel  discussion 
on  “Fractures  of  the  Middle  Third  of  the  Face,” 
with  Stanley  Lane,  M.D.,  New  York  City, 
as  moderator.  Panehsts  wiU  be:  Irvin  J. 

Fine,  M.D.,  Perth  Amboy,  New  Jersey;  Charles 
Langgaard,  M.D.,  Summit,  New  Jersey;  and 
Judah  Zizmor,  M.D.,  New  York  City.  A 
motion  picture  film,  “Corrective  Surgery  of  the 
Nose,”  will  be  presented  by  Ira  J.  Tresley, 
M.D.,  Chicago,  Illinois. 

For  further  information  contact:  Samuel  M. 
Bloom,  M.D.,  Secretary,  123  East  83rd  Street, 
New  York  28,  New  York. 

American  Physical  Therapy  Association 

The  fortieth  annual  conference  of  the  Ameri- 
can Physical  Therapy  Association  will  be  held 
at  the  Statler  HUton  Hotel  in  New  York  City, 
May  26  through  31. 

The  theme  of  the  scientific  program  will  be 
“The  Art  of  Physical  Therapy.”  There  wiU 
be  consideration  of  approaches  to  cultural 
values  and  changing  concepts  in  patient  care 
as  well  as  a session  on  communications.  Topics 
to  be  discussed  by  physical  therapists,  phy- 
sicians, and  other  specialists  will  include  hand 
disabUities,  cardiovascular  problems,  upper 
motor  neuron  lesions,  and  a special  session  on 
orthotics  and  prosthetics. 


February  1,  1963  / New  York  State  Journal  of  Medicine  461 


Abstracts 


Katz,  S.  L.:  Frontiers  in  measles  prophylaxis, 
New  York  State  J.  Med.  63:  377  (Feb.  1) 
1963. 

After  a single  subcutaneous,  intradermal, 
or  intramuscular  injection  of  attenuated  live- 
virus  measles  vaccine  a febrile  response  was 
noted  in  more  than  80  per  cent  of  susceptible 
children  and  a fleeting  rash  in  nearly  half, 
but  there  was  minimal  disability  and  no  ca- 
tarrhal symptoms,  bacterial  complications,  in- 
dication of  central  nervous  system  involvement, 
or  communicability.  In  84  children  intimately 
exposed  to  the  natural  disease  from  two  to 
sixteen  months  after  vaccination  there  has 
been  100  per  cent  protection  as  contrasted 
to  measles  attack  rates  of  70  to  100  per  cent 
in  control,  unvaccinated  susceptible  children. 
Electroencephalographic  records  in  28  children 
with  a vaccination  response  showed  no  ab- 
normalities. Prehminary  results  of  studies 
of  effects  of  attenuated  virus  in  various  groups 
known  to  show  unusual  responses  to  natural 
measles  infection  are  encouraging.  Concurrent 
administration  of  gamma  globulin  modifies 
the  febrile  response  and  rash  but  does  not  alter 
the  over-all  picture  markedly,  although  there 
is  noted  a variance  in  potency  among  gamma 
globulin  preparations. 

Rakov,  H.  L.:  Pulmonary  infarction;  current 
concepts  in  diagnosis  and  therapy.  New  York 
State  J.  Med.  63:  382  (Feb.  1)  1963. 

Pulmonary  infarction  is  a common  disease 
which  often  is  not  diagnosed.  The  main 
cause  is  thrombosis  of  the  deep  calf  veins. 
Early  diagnosis  is  essential.  The  roentgen 
diagnosis  is  late  and  nonspecific,  but  electro- 
cardiograms may  be  helpful,  and  enzymatic 
biologic  assays  are  valuable  aids.  Prophylactic 
therapy  consists  in  prevention  of  leg  vein 
thrombosis.  Heparin  followed  by  oral  coumarin 
is  the  anticoagulant  treatment  of  choice. 
Fibrinolytic  therapy  has  great  potential  in 
thrombo-embolic  disease,  although  better  meth- 
ods of  monitoring  response  in  the  circulating 
blood  remain  to  be  found. 

Moersch,  H.  J.:  Medical  management  of 

some  common  esophageal  disorders.  New  York 
State  J.  Med.  63:  398  (Feb.  1)  1963. 

The  esophagus  has  peristaltic  activity  similar 
to  that  of  the  remainder  of  the  alimentary 
tract.  Anything  that  interferes  with  the  normal 
mechanism  of  the  sphincters  which  open  and 
close  in  proper  sequence  with  the  peristaltic 
activity  of  the  esophagus  leads  to  esophageal 
disturbances  and  the  production  of  symptoms. 


The  causes  of  such  disturbances  include  car- 
cinoma of  the  esophagus,  esophageal  hiatal 
hernia,  achalasia  of  the  esophagus,  diffuse 
spasm  of  the  esophagus,  benign  stricture  of 
the  esophagus,  scleroderma,  diverticulum  of 
the  esophagus,  esophagitis,  and  benign  tumors 
of  the  esophagus. 

Lear,  E.,  Chiron,  A.  E.,  and  Pallin,  I.  M.: 

Propiomazine  hydrochloride  in  preanesthetic 
medication.  New  York  State  J.  Med.  63:  409 
(Feb.  1)  1963. 

A blind  study  was  made  of  propiomazine 
hydrochloride  (Largon)  as  preanesthetic  medi- 
cation in  466  surgical  patients.  One  group  was 
given  propiomazine  intramuscularly  two  hours 
preopera tively;  the  second  group  was  given  it 
one  hour  preoperatively,  both  with  standard 
meperidine  hydrochloride  and  atropine;  and 
the  third  group  received  meperidine  two  hours 
preoperatively  and  standard  meperidine  and 
atropine  one  hour  preoperatively.  There  was 
no  significant  difference  among  the  groups  in 
postoperative  nausea  and  vomiting,  preopera- 
tive hypotension,  or  duration  of  postoperative 
hypotension.  Propiomazine  given  two  hours 
before  surgery  produced  better  preoperative 
sedation  and  less  hypotension  than  similar  doses 
given  one  hour  preoperatively.  In  68  addi- 
tional patients  imdergoing  spinal  anesthesia 
intravenous  propiomazine  induced  a light  sleep. 
Restlessness  occurred  in  a few  patients,  and 
severe  prolonged  hypotension  occurred  in  2 
patients  undergoing  vaginal  plastic  surgery. 

Barach,  A.  L.,  and  Seaman,  W.  B.:  Role  of 
diaphragm  in  chronic  pulmonary  emphysema. 
New  York  State  J.  Med.  63:  414  (Feb.  1)  1963. 

Motion  picture  films  showed  a marked  ex- 
cursion of  the  diaphragm  in  normal  individuals 
as  contrasted  with  a slight  movement  in  patients 
with  pulmonary  emphysema.  When  an  em- 
physema belt  was  applied  to  the  lower  portion 
of  the  abdomen  and  a leaning-forward  position 
of  15  degrees  assumed,  the  diaphragm  assumed 
a more  convex  shape  at  a higher  position  in  the 
chest,  excursion  was  increased,  and  during 
expiration  the  diaphragm  ascended  rapidly  in 
a snaplike  action.  Restoration  of  diaphrag- 
matic breathing  terminated  accessory  muscle 
respiration  of  the  neck  and  shoulder  girdle  noted 
when  the  patient  stood  erect. 

Wang,  M.  K.  H.:  The  treatment  of  congenital 
harelip;  unilateral  and  bilateral.  New  York 
State  J.  Med.  63:  417  (Feb.  1)  1963. 

Factors  other  than  heredity  which  have  been 
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proposed  as  playing  a role  in  congenital  harelip 
include  maternal  irradiation,  rubella,  stress  and 
trauma,  and  nutritional  deficiency.  The  cleft 
of  the  upperlip  may  be  imUateral,  bilateral,  or 
central,  and  the  time  of  repair  depends  on  the 
type.  Preoperative  care  consists  of  adjustment 
of  the  feeding  formula  and  training  the  infant 
to  eye  dropper  feeding.  In  surgical  repair  of 
unilateral  harelip,  one  should  aim  for  oblitera- 


tion of  the  cleft,  reconstruction  of  the  normal 
landmarks  of  the  lip,  and  making  the  length  of 
the  lip  on  the  repaired  side  equal  to  that  of  the 
normal  side.  The  prime  objective  in  repair  of 
a bilateral  harelip  is  to  obtain  an  accurate 
equality  of  length  on  both  sides.  Complica- 
tions are  rare;  delayed  healing  is  the  most 
common  and  is  usually  avoidable  with  proper 
cleansing  of  the  wound,  especially  after  feeding. 


Redway 

Medal 


The  second  Laurance  David  Redway  Medal  will  be  awarded  at  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York  which  will  be  held  in 
New  York  City,  May  13  to  17, 1963. 

A gold  medal  and  cash  prize  of  $500  in  memory  of  the  late  editor  of  the  New 
York  State  Journal  of  Medicine  is  awarded  annually  for  the  article 
judged  to  be  the  most  outstanding  of  those  which  appeared  in  the  Journal 
during  the  previous  year. 

Every  Journal  subscriber  is  invited  to  send  his  nomination  to  the  editor  of  the 
Journal  for  the  best  article  which  appeared  in  the  Journal  in  1962,  giving 
brief  reasons  for  the  choice. 

Nominations  must  reach  the  editor  by  March  31,  1963.  They  should  be 
addressed  to  William  Hammond,  M.D.,  Editor,  New  York  State  Journal  of 
Medicine,  750  Third  Avenue.  New  York  17,  New  York. 
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Medical  News 


American  Board  of  Obstetrics  and 
Gynecology 

The  next  scheduled  examination  (Part  II), 
oral  and  clinical,  will  be  conducted  for  all 
candidates  at  the  Edgewater  Beach  Hotel, 
Chicago,  Illinois,  by  the  entire  Board,  April  29 
through  May  4.  Formal  notice  of  the  exact  time 
of  each  candidate’s  examination  will  be  sent  him 
or  her  in  advance  of  the  examination  dates. 

Current  bulletins  of  the  American  Board  of 
Obstetrics  and  Gynecology  outlining  the  re- 
quirements for  application  may  be  obtained  by 
writing  to  the  secretary,  Robert  L.  Faulkner, 
M.D.,  2105  Adelbert  Road,  Cleveland  6,  Ohio. 

All  prospective  candidates  are  urged  to  review 
the  current  requirements  before  applying  for 
Board  examination. 

Diplomates  are  requested  to  keep  the  Board 
office  informed  of  a change  in  address. 

American  Institute  for  Psychoanalysis 

The  American  Institute  for  Psychoanalysis 
wdl  offer  a five-session  orientation  course  in  the 
theory  and  practice  of  psychoanalysis  beginning 
March  19. 

The  course  will  be  given  by  members  of  the 
faculty  of  the  American  Institute  for  Psycho- 
analysis during  the  spring  semester  at  the  Karen 
Homey  Clinic  Building,  329  East  62nd  Street, 
New  York  City.  The  lectures  will  be  given  on 
Tuesday  evenings  at  8:30  p.m. 

Psychiatric  interns  and  residents  of  A.M.A.- 
approved  hospitals  are  eligible  to  apply  for  this 
course,  which  is  open  to  them  without  fee. 

Each  evening  wUl  be  focused  on  one  aspect  of 
psychoanalytic  therapy.  This  includes  the 
conduct  of  the  initial  interview,  the  obtaining 
and  utilization  of  the  history  material,  thera- 
peutic process,  the  dynamics  of  an  individual 
session,  the  analytic  relationship,  and  the  under- 
standing of  dreams.  Clinical  examples  will  be 
used  to  Ulustrate  fundamental  principles.  Part 
of  each  evening  will  be  devoted  to  questions  and 
discussion. 

For  application  write  to  the  dean,  Harold 
Kelman,  M.D.,  American  Institute  for  Psycho- 
analysis, 329  East  62nd  Street,  New  York  21, 
New  York. 

Cardiology  program 

A nine-month  tutorial  program  in  cardiology 
will  be  offered  September  15,  1963,  through  June 
15,  1964,  by  the  Institute  for  Cardiopulmonary 
Diseases,  Scripps  Clinic  and  Research  Founda- 
tion, La  JoUa,  California. 

This  will  be  an  intensive,  academic  effort 
covering  the  field  of  cardiovascular  diseases. 


It  is  designed  for  the  practicing  physician  who 
desires  thorough  instruction  in  this  field  and  for 
the  physician  who  is  finishing  his  period  of 
formal  training  and  wants  a final  intensive 
orientation  in  cardiology. 

For  details,  write  to  the  Executive  Secretary, 
Institute  for  Cardiopulmonary  Diseases,  Scripps 
Clinic  and  Research  Foundation,  La  JoUa, 
California. 

Pediatric  postgraduate  course 

The  second  annual  pediatric  postgraduate 
program  sponsored  by  the  Department  of 
Pediatrics  of  Maimonides  Hospital  of  Brooklyn 
and  the  State  University  of  New  York  Down- 
state  Medical  Center  wfil  be  held  May  26 
through  28  in  the  Solarium  of  the  Kronish 
Pavilion,  Maimonides  Hospital,  4802  Tenth 
Avenue,  Brooklyn,  New  York. 

Registration  is  limited  to  200  physicians,  and 
the  enrollment  fee  is  $35. 

Programs  and  application  blanks  may  be 
obtained  from  Howard  Setleis,  M.D.,  assistant 
director  of  pediatrics,  at  the  hospital. 

Continuing  education  course 

Physical,  neurologic,  intellectual,  emotional, 
social,  and  cultural  aspects  of  growth  and  de- 
velopment wfil  be  reviewed  at  the  postgraduate 
course,  “Growth  and  Development — Manage- 
ment of  Common  Behavior  Disturbances,”  to 
be  held  February  12  through  14  at  the  Medical 
College  of  Georgia. 

Various  disturbances  commorfiy  encountered 
in  infants,  children,  and  adolescents  wfil  be 
discussed  from  symptomatic,  diagnostic,  and 
therapeutic  points  of  view. 

Each  course  is  acceptable  for  eighteen  hours 
credit  by  the  American  Academy  of  General 
Practice.  Registration  is  limited  to  a small 
group  for  close  faculty-participant  communica- 
tion. Registration  fee  is  $50.  Application  can 
be  made  by  contacting  Claude-Starr  Wright, 
M.D.,  Director,  Department  of  Continuing 
Education,  Medical  College  of  Georgia, 
Augusta,  Georgia. 

Medical  care  of  adolescents 

A five-day  postgraduate  course  in  the  medical 
care  of  adolescents  will  be  given  at  the  Adoles- 
cent Unit  at  the  Children’s  Hospital  Medical 
Center  in  Boston,  Massachusetts,  from  April 
29  through  May  3. 

Methods  of  instruction  include  case  presenta- 
tions, discussions,  question  periods,  and  lectures. 

For  further  information  contact  J.  Roswell 
Gallagher,  M.D.,  Chief,  The  Adolescent  Unit, 
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Children’s  Hospital  Medical  Center,  300  Long- 
wood  Avenue,  Boston  15,  Massachusetts. 

Fight  for  Sight  Citation 

The  Fight  for  Sight  Citation  of  the  National 
Council  to  Combat  Blindness,  Inc.,  41  West 
57th  Street,  New  York  City,  was  awarded 
recently  to  an  investigator  who  had  made  an 
outstanding  contribution  in  the  field  of  oph- 
thalmic research. 

The  presentation  was  made  to  Theodore  O. 
Sippel,  Ph.D.,  of  the  Department  of  Anatomy, 
University  of  Michigan  Medical  School,  Ann 
Arbor,  Michigan,  for  his  paper,  “Respiration 
and  Glutathione  in  the  Growing  Rat  Lens.” 

The  citation  is  awarded  semi-annually  in  a 
program  developed  jointly  by  the  National 
Council  to  Combat  Blindness,  Inc.,  and  the 
Association  for  Research  in  Ophthalmology, 
Inc.,  to  encourage  ophthalmic  research.  Two 
Fight  for  Sight  citations  are  presented  each 
year;  one  for  the  paper  judged  to  be  the  most 
significant  of  those  given  before  the  sectional 
meetings  of  the  Association,  and  the  other  to  the 
most  outstanding  paper  presented  before  the 
mid-winter  and  June  meetings. 

The  Fight  for  Sight  is  primarily  devoted  to 
financing  research  to  discover  the  causes  and 
cures  for  the  diseases  and  disorders  that  result 
in  defective  vision  and  bhndness.  This  work  is 
carried  on  through  financing  fellowships  for 
students  of  medicine  and  the  basic  sciences 
during  their  free  periods,  postdoctoral  fellow- 
ships, and  grants-in-aid. 

Fellowships,  scholarships  available 

Fifteen  $400  fellowships  and  a number  of 
scholarships  to  finance  additional  specialized 
training  for  professional  workers  who  serve 
crippled  children  and  handicapped  adults  are 
available  from  the  National  Society  for  Crippled 
Children  and  Adults. 

Fellowships,  sponsored  by  the  Easter  Seal 
Society  and  financed  by  Alpha  Gamma  Delta, 
national  women’s  fraternity,  are  designed  for 
training  persons  concerned  with  vocational 
counseling  and  job  placement  of  the  severely 
handicapped.  March  15  is  the  deadline  for 
receiving  fellowship  applications.  Winners  will 
attend  a special  training  course  scheduled  at  the 
Institute  of  Physical  Medicine  and  Rehabilita- 
tion, New  York  University  Medical  Center, 
June  10  to  July  5. 

Scholarships  are  available  to  physicians, 
therapists,  educators,  and  other  speciahsts  in  a 
program  sponsored  by  the  National  Society  and 
financed  by  Alpha  Chi  Omega,  national  women’s 
fraternity.  April  1 is  the  deadline  for  receipt  of 
scholarship  applications. 

Information  and  application  forms  for  both 
fellowships  and  scholarships  can  be  obtained 
from  the  Personnel  and  Reporting  Service, 


National  Society  for  Crippled  Children  and 
Adults,  2023  West  Ogden  Avenue,  Chicago  12, 
Illinois. 

Personalities 

Honored.  Selma  E.  Snyderman,  M.D.,  as- 
sociate professor  of  pediatrics  at  the  New  York 
University  School  of  Medicine  and  Postgraduate 
Medical  School,  and  a leading  woman  medical 
research  scientist  and  expert  in  nutrition  and 
metabohsm,  with  the  first  annual  Albert  Ein- 
stein Medical  Center  Women’s  Award  for 
Distinguished  Service  to  Humanity. 

Appointed.  Stanley  E.  Bradley,  M.D.,  chair- 
man of  the  Department  of  Medicine  of  Columbia 
University  College  of  Physicians  and  Surgeons, 
and  Harry  Eagle,  M.D.,  professor  and  chairman 
of  the  Department  of  Cell  Biology  at  the  Albert 
Einstein  College  of  Medicine  of  Yeshiva  Uni- 
versity, to  three-year  terms  on  the  Board  of 
Scientific  Consultants  of  the  Sloan-Kettering 
Institute,  New  York  City . . . Vincent  H. 
Handy,  M.D.,  Albany,  as  director  of  the  New 
York  State  Department  of  Health  Bureau  of 
Cancer  Control  . . . Jerome  M.  Schneck,  M.D., 
New  York  City,  to  the  committee  on  the  history 
of  psychiatry.  New  York  Society  for  Clinical 
Psychiatry,  and  as  a consultant  to  the  National 
Broadcasting  System. 

Speakers.  Harold  Jacobziner,  M.D.,  assistant 
commissioner.  The  City  of  New  York  Depart- 
ment of  Health,  on  “Poisonings”  at  Beth  Israel 
Hospital,  New  York  City,  January  2;  on 
“Poison  Control  Centers”  at  Sydenham  Hos- 
pital, New  York  City,  January  16;  on  “Poison- 
ing” at  Albert  Einstein  College  of  Medicine, 
Bronx,  January  17;  and  on  “Attempted  Sui- 
cide” before  the  United  States  Naval  Reserve 
Research  Company  3-8,  January  22  . . . George 
T.  Pack,  M.D.,  New  York  City,  the  annual 
Stuart  McGuire  lectures  at  the  Medical  College 
of  Virginia,  Richmond,  Virginia,  December  5 
and  6,  1962,  on  “The  Clinical  Aspects  of  Cancer 
Immunity  and  Cancer  Susceptibility”  and 
“Primary  and  Metastatic  Cancers  of  the 
Liver”  . . . Robert  Turell,  M.D.,  New  York 
City,  a lecture  on  “Pediatric  Proctology”  at  the 
Flushing  Hospital,  Flushing,  on  December  19, 
1962,  and  at  Maimonides  Hospital  of  Brooklyn 
on  January  22  . . . Marie  Pichel  Warner,  M.D., 
New  York  City,  on  “Fertility  and  Infertility  in 
Marriage,”  and  on  a panel  on  “Medical  Prob- 
lems of  Marriage  and  the  Family”  at  a sym- 
posium sponsored  by  Lederle  Laboratories  at 
the  annual  meeting  of  the  American  Medical 
Women’s  Association  at  the  Ambassador  Hotel, 
Los  Angeles,  California,  on  November  29,  1962. 

Died.  Mr.  Harold  P.  Jarvis,  Buffalo,  executive 
secretary  of  the  Erie  County  Medical  Society,  of 
a heart  attack  on  December  8,  1962,  at  the  age 
of  seventy-one. 
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Abstracts  in  Interl'mgua 


Katz,  S.  L.:  Frontieras  in  le  prophylaxe 

de  morbUlos  (anglese).  New  York  State  J. 
Med.  63:  377  (1  de  februario)  1963. 

Post  un  sol  injection  subcutanee,  intradermal’ 
o intramuscular  de  attenuate  virus  vive  de 
morbillos  un  response  febril  esseva  notate  in 
plus  que  80  pro  cento  del  susceptibUe  juveniles, 
un  eruption  transitori  in  quasi  50  pro  cento 
de  dies,  sed  incapacitate  esseva  minime,  e 
nuUe  symptomas  de  catarrho,  nuUe  complica- 
tiones  bacterial,  nulle  affection  del  systema 
nervose  central,  e nulle  communicabilitate 
esseva  notate.  In  84  juveniles  qui  esseva 
intimemente  exponite  al  morbo  natural 
inter  duo  e dece-sex  menses  post  lor  vaccina- 
tion, protection  esseva  de  100  pro  cento.  Per 
contrasto,  le  proportion  de  attaccos  de  morbillos 
esseva  inter  70  e 100  pro  cento  in  gruppos  de 
controlo  de  susceptibUe  juvenUes  non-vaccina te. 
Registrationes  electroencephalographic  in  28 
juvenUes  con  positive  reaction  vaccinatori 
monstrava  nulle  anormalitates.  Es  incoragiante 
le  resultatos  preliminari  de  studios  del  effecto 
de  attenuate  virus  in  varie  gruppos  de  juvenUes 
in  qui  un  responsa  inusual  al  infection  con 
morbUlos  natural  occurre  cognoscitemente. 
Le  administration  concurrents  de  globulina 
gamma  modidca  le  responsa  febril  e le  eruptiones 
sed  non  modifica  marcatemente  le  tableau 
general,  ben  que  U ha  notabUe  differentias  de 
potentia  inter  varie  preparatos  de  globulina 
gamma. 

Rakov,  H.  L.:  Infarcimento  pulmonari;  cur- 
rents conceptos  de  diagnose  e therapia  (an- 
glese).  New  York  State  J.  Med.  63:  382 

(1  de  februario)  1963. 

Infarcimento  pulmonari  es  un  morbo  com- 
mon que  frequentemente  non  es  diagnosticate. 
Le  causa  principal  es  thrombosis  del  profunde 
venas  sural.  Diagnose  a bon  tempore  es 
essential.  Le  diagnose  roentgenologic  es  tardive 
e nonspecific,  sed  electrocardiogrammas  pote 
esser  utUe,  e le  essayage  biologic  de  enzymas 
es  de  grande  valor.  Le  therapia  prophylactic 
consists  in  le  prevention  de  thrombosis  in 
le  venas  del  gamba.  Le  tractamento  anti- 
coagulants de  election  es  heparina  sequite 
per  coumarina  oral.  Therapia  fibrinolytic  es 
potentialmente  de  grande  utUitate  in  morbos 
thromboembolic,  ben  que  melior  methodos 
de  determinar  le  responsas  in  le  sanguine 
circulante  remane  a trovar. 

Moersch,  H.  J.:  Tractamento  medical  de 

plure  commun  disordines  del  esophago  {an- 
glese), New  York  State  J.  Med.  63:  398 

(1  de  februario)  1963. 


Le  esophago  ha  un  action  peristaltic  simUe 
a Ulo  del  resto  del  vias  ahmentari.  Omne 
interferentia  in  le  mechanismo  normal  del 
sphincteres,  le  quales  se  aperi  e se  claude  in 
coordination  con  le  activitate  peristaltic  del 
esophago,  dues  a disturbationes  esophagee 
e al  production  de  symptomas.  Le  causas 
de  tal  disturbationes  include  carcinoma  del 
esophago,  hernia  hiatal,  achalasia  del  esophago, 
diffuse  spasmo  del  esophago,  benigne  strictura 
del  esophago,  scleroderma,  diverticiUo  del 
esophago,  esophagitis,  e tumores  benigne  del 
esophago. 

Lear,  E.,  Chiron,  A.  E.,  e Pallin,  I.  M.: 
Chlorhydrato  de  propiomazina  in  medication 
preanesthetic  {anglese),  New  York  State  J. 
Med.  63:  409  (1  de  februario)  1963. 

Esseva  executate  in  466  patientes  de  chirurgia 
un  studio  “anonyme”  del  effecto  de  chlorhy- 
drato de  propiomazina  como  medication  pre- 
anesthetic. Un  gruppo  recipeva  injectiones 
intramuscular  de  propiomazina  duo  horas, 
un  secunde  un  hora  ante  le  operation — ambes 
con  le  laso  standard  de  chlorhydrato  de  me- 
peridina  e atropina.  Un  tertie  gruppo  recipeva 
meperidina  duo  horas  ante  le  operation  e le 
tractamento  standard  de  meperidina  e atropina 
un  hora  ante  le  operation.  Nulle  differentias 
significative  esseva  constatate  inter  le  gruppos 
in  nausea  e vomito  postoperatori,  hypotension 
preoperatori,  o duration  de  hypotension  posto- 
peratori. Le  administration  de  propiomazina 
duo  horas  ante  le  operation  produceva  im 
melior  grado  de  sedation  preoperatori  e minus 
hypotension  que  simile  doses  administrate 
un  hora  ante  le  operation.  In  68  patientes 
additional  qui  recipeva  anesthesia  spinal,  in- 
jectiones intra venose  de  propiomazina  induceva 
un  leve  somno.  Inquietude  occurreva  in  un 
basse  numero  de  patientes  e prolongate  hy- 
potension de  grado  sever  occurreva  in  duo 
patientes  subjicite  a chirurgia  plastic  del 
vagina. 

Barach,  A.  L.,  e Seaman,  W.  B.:  Le  rolo 
del  diaphragma  in  chronic  emphysema  pul- 
monari {anglese).  New  York  State  J.  Med. 
63:  414  (1  de  februario)  1963. 

Pelliculas  cinematographic  monstrava  un 
marcate  excursion  del  diaphragma  in  individuos 
normal  per  contrasto  con  un  leve  movimento 
in  patientes  con  emphysema  pulmonari.  Quando 
un  cinctura  anti  emphysema  esseva  applicate 
al  portion  inferior  del  abdomine  del  subjecto 
e iste  se  inclinava  in  avante  per  15  grades, 
le  diaphragma  monstrava  un  forma  plus  con- 
vexe  a un  position  plus  alte  in  le  thorace,  le 
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excursion  del  diaphragma  esseva  augmenfate, 
e durante  le  expiration  le  diaphragma  ascendeva 
repidemente  in  un  action  abrupte.  Le  re- 
stauration  de  respiration  diaphragmatic  termi- 
nava  le  acessori  respiration  muscular  in  le 
coUo  e le  cinctura  scapular!  que  esseva  notate 
quando  le  patiente  stava  erecte. 


Wang,  M.  K.  H.:  Le  tractamento  de  con- 
genite  cheiloschisis;  imilateral  e bilateral 
(anglese).  New  York  State  J.  Med.  63:  417 
(1  de  februario)  1963. 

Le  factores — altere  que  le  hereditate — que 
ha  essite  mentionate  como  habente  un  rolo 
in  le  etiologia  de  congenite  cheiloschisis  in- 
clude irradiation  del  matre,  rubeola  (rubella). 


Infectious  hepatitis 


An  estimated  53,000  cases  of  infectious 
hepatitis  occurred  in  the  United  States  in  1962, 
according  to  estimates  by  the  statisticians  of 
Metropolitan  Life  Insurance  Company. 

During  the  first  forty-three  weeks  of  1962, 
nearly  45,500  cases  of  infectious  hepatitis  had 
already  been  reported  in  the  country.  Although 
this  is  26  per  cent  less  than  the  number  of  cases 
in  the  corresponding  period  of  1961,  it  never- 
theless exceeds  the  comparable  figure  for  any 


stress  e trauma,  e deficientias  dietari.  Le 
fissiura  del  labio  superior  pote  esser  unilateral, 
bilateral,  o central,  e le  tempore  de  reparo 
depende  del  typo.  Le  tractamento  preopera  tori 
consiste  in  un  adjustamento  del  formula 
alimentari,  e in  accustomar  le  infante  al  alimen- 
tation per  conta-guttas.  In  le  reparo  chirurgic 
de  cheiloschisis  unilateral  le  objectives  es  le 
oblitteration  del  fissura,  le  reconstruction  del 
“topographia”  normal  del  labio,  e le  equalisa- 
tion del  longer  del  latere  reparate  del  labio 
con  illo  del  latere  normal.  In  le  reparo  de 
cheiloschisis  bilateral  le  prime  objective  es 
obtener  un  accurate  equalitate  de  longer  in 
ambe  lateres.  Complicationes  es  rar;  le  plus 
frequente  es  guarition  retardate,  le  qual  es 
generalmente  evitabile  per  un  caute  detersion 
del  vulnere,  specialmente  post  le  alimentation. 


other  year  since  1952,  when  nationwide  report- 
ing of  the  disease  began. 

The  incidence  of  the  disease  has  fluctuated 
during  the  past  decade,  but  the  number  of 
deaths  attributed  to  it  has  varied  only  slightly. 
Furthermore,  the  annual  death  rate  of  0.5  per 
100,000  population  has  remained  virtually 
unchanged  since  1952. 

Mortality  from  the  disease  varies  with  sex 
and  age.  In  1961  the  death  rate  at  all  ages 
combined  was  0.4  per  100,000  among  males  and 
0.6  for  females.  Also,  the  death  rate  did  not 
exceed  0.5  per  100,000  for  any  age  group  below 
forty- five  years,  but  increased  to  1.2  at  ages 
sixty-five  to  seventy-four,  and  further  to  3.3 
per  100,000  at  ages  seventy-five  to  eighty-four. 
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Necrology 


Harry  Ethan  Burdick,  M.D.,  of  Syracuse, 
died  on  December  9,  1962,  at  the  age  of  eighty- 
four.  Dr.  Burdick  graduated  from  the  Syra- 
cuse University  College  of  Medicine  in  1906. 
He  was  honorary  gynecologist  at  the  University 
Hospital  of  the  Good  Shepherd.  Dr.  Burdick 
was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  Syracuse  Academy 
of  Medicine,  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

C.  Milton  Meeks,  M.D.,  of  Hempstead, 
died  on  November  27,  1962,  at  Mercy  Hospital, 
Rockville  Centre,  at  the  age  of  fifty-nine. 
Dr.  Meeks  graduated  from  the  Long  Island 
College  of  Medicine  in  1931.  He  was  attending 
psychiatrist  at  Meadowbrook  Hospital,  honor- 
ary neurologist  at  Nassau  Hospital,  and  con- 
sulting neurologist  and  psychiatrist  at  Mercy 
Hospital.  From  1934  to  1950  he  had  served  as 
medical  director  for  the  Nassau  County  Wel- 
fare Department.  Dr.  Meeks  was  a Fellow  of 
the  American  Psychiatric  Association  and  a 
member  of  the  Nassau  Neuro psychiatric  So- 
ciety, the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Henry  Edward  Berthold  Meyer,  M.D., 
of  Garden  City,  died  on  September  14,  1962, 
at  the  age  of  seventy-eight.  Dr.  Meyer  gradu- 
ated from  Cornell  University  Medical  College 
in  1907  and  interned  at  Wyckoff  Heights  Hos- 
pital. He  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

William  Henry  Sellings,  M.D.,  of  Los 
Angeles,  California,  formerly  of  New  York 
City  and  Staten  Island,  died  on  February  20, 
1962,  at  Mount  Sinai  Hospital,  Los  Angeles, 
at  the  age  of  eighty-two.  Dr.  Sellings  received 
his  medical  degree  from  the  University  of 
Erlangen,  Germany,  in  1904.  He  was  a mem- 
ber of  the  Richmond  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Herman  G.  Wahlig,  M.D.,  of  Mineola, 
died  on  September  23, 1962,  at  the  age  of  eighty- 
nine.  Dr.  Wahlig  graduated  from  the  Columbia 
University  College  of  Physicians  and  Surgeons 
in  1894.  He  was  an  emeritus  consultant  in 
physical  medicine  at  Meadowbrook  Hospital 


and  on  the  emeritus  staff  of  the  Community 
Hospital  at  Glen  Cove.  Dr.  Wahlig  was  a ] 
member  of  the  New  York  Academy  of  Medicine,  j 
the  Nassau  County  Medical  Society,  the  Medi-  I 
cal  Society  of  the  State  of  New  York,  and  the  , 
American  Medical  Association. 

Earl  Charles  Waterbury,  M.D.,  of  New- 
burgh, died  on  August  17,  1962,  at  the  home  of 
his  daughter  in  Wilmington,  Delaware,  at  the 
age  of  seventy-one.  Dr.  Waterbury  graduated 
from  Albany  Medical  College  in  1916.  He  was 
consulting  physician  at  Goshen,  Cornwall,  and 
St.  Luke’s  Hospitals  and  honorary  physician  in 
internal  medicine  at  Tuxedo  Memorial  Hospital.  ! 
Dr.  Waterbury  had  been  active  in  medical 
society  work  at  the  county,  district  branch,  and 
State  levels.  He  was  vice-president  of  the 
Medical  Society  of  the  State  of  New  York  in 
1953-1954  and  chairman  of  the  Subcommittee  on 
Public  Medical  Care  from  1958  to  1961.  He 
had  been  a medical  director  for  the  Department 
of  Public  Welfare.  Dr.  Waterbury  was  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  Orange 
County  Medical  Society,  the  Medical  Society  of  | 
the  State  of  New  York,  and  the  American  t 
Medical  Association. 

Armitage  Whitman,  M.D.,  of  New  York 
City,  died  on  September  14,  1962,  at  his  home 
at  the  age  of  seventy-five.  Dr.  Whitman 
graduated  from  the  Columbia  University 
College  of  Physicians  and  Surgeons  in  1912  and 
interned  at  Roosevelt  Hospital  and  the  Hospital 
for  Special  Surgery.  During  World  War  I 
he  served  with  the  U.S.  Medical  Corps  as  a 
captain  and  was  awarded  the  victory  medal 
with  seven  bars.  He  was  consultant  in  ortho- 
pedic surgery  at  the  Hospital  for  Special  Sur- 
gery, St.  Joseph’s  Hospital  in  Far  Rockaway, 
and  Lincoln  Hospital  in  the  Bronx.  He  had 
been  associate  professor  of  clinical  and  ortho- 
pedic surgery  at  the  College  of  Physicians  and 
Surgeons. 

In  1946  Dr.  Whitman  was  appointed  assist- 
ant literary  editor  of  the  New  York  State  * 
Journal  of  Medicine  and  from  1948  to  1952  he 
was  a member  of  the  associate  editorial  board.  ' 
A Diplomate  of  the  American  Board  of  Ortho- 
pedic Surgery  and  a Fellow  of  the  American 
College  of  Surgeons,  Dr.  Whitman  was  a mem- 
ber of  the  American  Academy  of  Orthopaedic 
Surgeons,  the  American  Orthopaedic  Associa- 
tion, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Books  Reuiewed 


An  Atlas  of  Head  and  Neck  Surgery.  By 
John  M.  Lore,  Jr.,  M.D.  Quarto  of  490  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1962.  Cloth,  $25. 

The  author  of  this  well-planned,  beautifully 
illustrated,  thorough  atlas  is  well  qualified  to 
present  the  subject.  Dr.  Lore  completed 
training  in  both  otolaryngology  and  general 
surgery  and  has  had  extensive  experience  in 
head  and  neck  surgery.  The  book  is  published 
at  a time  when  there  is  increasing  recognition 
of  the  need  for  qualified  surgeons  to  specialize  in 
the  head  and  neck  region.  Subdivisions  of  head 
and  neck  surgery  are  being  established  at 
many  hospitals  and  teaching  centers,  emphasiz- 
ing the  importance  of  a complete  text  containing 
detailed  descriptions  of  surgical  procedures  en- 
compassed by  the  specialty. 

After  a brief  chapter  consisting  of  sectional 
radiographs  of  the  head  and  neck  region,  the 
author  discusses  in  detail  illustrated  endo- 
scopic procedures  and  general  operative  tech- 
nics, such  as  tracheostomy,  mediastinotomy, 
thoracotomy  for  empyema  drainage,  cardiac 
massage,  and  needle  aspiration  biopsy.  The 
major  portion  of  the  book  that  follows  is 
divided  into  various  chapters,  including  the 
sinuses,  nose,  facial  bone  fractures,  face,  eyelids, 
ears,  lips,  parotid  salivary  gland,  lesions  of  the 
mandible,  oral  cavity,  neck,  thyroid  and 
parathyroid  glands,  larynx,  esophagus,  and  the 
major  vessels  of  the  head  and  neck.  Under  each 
heading,  the  more  important  procedures  are 
described  in  detail,  including  for  each  operation 
the  chief  indications,  highpoints  to  be  observed, 
and  a step-by-step  description  of  the  surgical 
technic.  The  text  is  profusely  and  admirably 
illustrated  by  the  artist,  Robert  Wabnitz. 
The  illustrations  are  mainly  black-and-white 
half-tone  drawings,  except  for  some  of  the 
body  sections  and  the  steps  of  a radical  neck 
dissection  which  are  rendered  in  color. 

In  addition  to  all  the  standard  head  and  neck 
operations,  certain  plastic  and  reconstructive 
procedures  are  included.  Dr.  Lore  properly 
stresses  certain  principles  that  are  becoming 
more  widely  accepted  in  recent  years.  Among 
these  are  the  use  of  transverse  incisions  in 
nearly  all  operations  of  the  neck,  the  routine 
exposiu-e  and  dissection  of  the  facial  nerve  and 
its  branches  in  parotid  surgery,  the  routine 
exposure  of  the  recurrent  laryngeal  nerve  in  all 
thyroid  operations,  the  performance  of  total 
thyroid  lobectomies  for  thyroid  nodules,  and 
the  wider  application  of  the  principle  of  re- 
section of  the  primary  tumor,  the  lymph  node- 
bearing area,  and  the  intervening  tissues  as  an 
en  bloc  operation  for  cancer.  Some  of  the  more 
recent  advances  in  surgery  of  the  head  and  neck 
region  are  included,  such  as:  color  transplanta- 


tion for  replacement  of  the  esophagus,  en- 
darterectomy, bypass,  or  resection  with  grafting 
in  occlusive  disease  of  the  carotid  arteries, 
and  the  utilization  of  nerve  and  bone  grafts. 

A few  minor  criticisms  may  be  mentioned. 
Although  the  suture  material  used  is  mentioned 
in  some  of  the  operations,  there  is  often  no 
reference  made  to  the  type  of  suture  and  the 
reason  for  the  preference.  The  author  advo- 
cates properly  the  use  of  transverse  incisions 
for  most  cervical  operations,  yet  he  does  not 
use  them  in  radical  neck  operations  or  in  total 
laryngectomy;  some  authors  have  performed 
these  operations  quite  satisfactorily  through 
such  incisions.  On  the  other  hand,  he  states 
that  there  is  no  indication  for  a vertical  incision 
in  tracheostomy;  in  case  of  dire  emergency 
under  less  than  ideal  conditions,  however,  such 
an  incision  may  be  preferable.  The  author 
leaves  the  third  layer  of  the  deep  cervical 
fascia  behind  in  radical  neck  dissection;  its 
removal  probably  represents  a better  cancer 
operation.  There  is  slight  error:  The  fascia 

that  envelops  the  strap  muscles  is  called  the 
second  layer  or  deep  fascia,  whereas  it  is  actually 
the  first  or  superficial  layer.  More  discussion 
of  prosthetic  materials  for  jaw,  tracheal,  or 
esophageal  replacement  would  have  been  wel- 
come. Finally,  some  mention  might  have  been 
made  of  the  modifications  of  the  operative 
procedures  that  are  sometimes  indicated,  such 
as  the  preservation  of  the  accessory  nerve  in 
some  neck  dissections,  removing  more  or  less 
than  the  total  larynx  in  certain  carcinoma  of 
the  larynx  cases,  and  the  starting  of  facial 
nerve  dissection  peripherally  under  certain 
circumstances. 

In  summary.  Lore’s  Atlas  of  Head  and  Neck 
Surgery  is  an  excellent  guide  to  surgical  tech- 
nics in  the  head  and  neck  region  and  should 
prove  of  value  to  head  and  neck  surgeons, 
otolaryngologists,  plastic  surgeons,  and  general 
surgeons. — Joseph  N.  Attie,  M.D. 

Irritation  and  Counterirritation.  A Hy- 
pothesis about  the  Autoamputative  Prop- 
erty of  the  Nervous  System.  By  Adolphe  D. 
Jonas,  M.D.  Octavo  of  368  pages.  New  York, 
Vantage  Press,  1962.  Cloth,  $7.50. 

In  what  appears  to  be  at  the  outset  a facile 
presentation  of  a new  psychiatric  theory,  this 
book  turns  out  to  be  nothing  more  than  a 
restatement  of  many  widely  held  and  under- 
stood ideas. 

The  author  substitutes  various  terminology 
such  as  “autoamputative  property”  for  the 
defense  mechanism  of  isolation,  and  from  this  he 
evolves  a theory  that  the  central  nervous  system 
will  sacrifice  part  of  the  total  organism  to 
protect  the  integrity  of  the  whole. 
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Throughout  the  volume  there  are  errors 
including  the  repeated  misspelling  “DRN”  for 
the  more  commonly  known  “DNA”  (des- 
oxyribose  nucleic  acid).  At  one  point  the 
author  states,  “Physical  demands  and  their 
fulfilment  are  more  intense  and  afford  a more 
intense  pleasure  than  intellectual  enjoyments, 
which  are  of  a more  subtle  nature  and  do  not 
reach  heights  of  intensity.”  This  statement  is 
one  with  which  many  will  take  sharp  issue  as 
representing  the  author’s  personal  whims. 
Later  the  author  places  “moral  value”  on  pain 
as  a “hostile  communication”  by  grouping 
together  anxiety,  shame,  and  guilt  as  mental 
pain. 

The  absence  of  an  adequate  index  makes  it 
difficult  to  refer  back  to  a previously  read 
section;  for  example,  the  subject  of  pain  is 
not  listed,  despite  its  discussion  in  several  parts 
of  the  volume. 

Dr.  Jonas  has  trained  in  Vienna’s  Neuro- 
psychiatric Institute  and  cmrently  practices 
psychiatry  while  engaging  in  bionics,  a project 
involving  the  programing  of  a computer  using 
paralogic  thinking  (according  to  the  book 
jacket) . 

Perhaps  the  fact  that  the  book  is  dedicated  to 
“the  laymen  who  are  puzzled  over  the  meaning 
of  illness”  may  explain  why  scientists  may  find 
this  entertaining  but  uninformative  literatxire. — ■ 
Ingram  Cohen,  M.D. 

Clinical  Immunology  and  Allergy.  By 
Leo  H.  Criep,  M.D.  Quarto  of  582  pages, 
illustrated.  New  York,  Grune  & Stratton, 
1962.  Cloth,  $18.75. 

Fifteen  years  have  elapsed  since  the  publica- 
tion of  Dr.  Criep’s  original  textbook.  Essentials 
of  Allergy.  He  now  presents  a new  volume  for 
the  benefit  of  medical  students,  residents,  pedi- 
atricians, internists,  dermatologists,  and  clinical 
allergists  in  which  he  thoroughly  explores  the 
science  and  art  of  allergy.  He  seeks  to  deepen 
their  knowledge  of  the  fundamentals  and 
broaden  their  appreciation  of  the  practical 
application  of  the  principles  of  allergy  to  the 
solution  of  problems  in  their  own  particular 
fields  of  medicine. 

The  generous  bibliography  following  each 
major  division  attests  to  the  enormous  amount 
of  pertinent  literature  and  discussion  which  has 
evolved  over  the  last  few  years.  All  this  the 
author  has  digested  and  integrated  into  the 
exposition  of  this  subject,  affording  thereby  an 
important  saving  of  reading  time  for  his  poten- 
tial, overworked  audience  as  well  as  a pleasur- 
able reading  experience. 

The  immunology  of  allergy,  immediate-type 
and  delayed-type  reactions,  and  the  various 
clinical  phenomena  including  allergic  rhinitis, 
asthma,  and  eczema,  are  all  discussed  at  length. 
The  para-allergic  conditions,  such  as  rheumatoid 
diseases  and  lupus  erythematosus,  and  those 
diseases  which  resemble  allergic  conditions  but 
which  have  no  known  connection  with  allergy 
at  the  present,  such  as  dermatomyositis,  are  all 
given  representation  in  proportion  to  their 
importance  in  relation  to  the  main  theme. 


Many  new  drugs  have  been  offered  for  the 
amelioration  of  allergic  diseases.  These  are 
considered  and  evaluated  in  theory  and  practical 
application. 

From  its  light  blue  cover  to  its  detailed  index 
this  book  is  attractive.  The  size  of  the  print 
is  a boon  to  aging  eyes.  The  colored  and  black- 
and-white  illustrations  are  apt;  the  tables  and 
charts  are  very  helpful. 

The  author  has  produced  an  excellent  book 
to  be  used  as  a text  or  reference  work. — Ken- 
neth G.  Jennings,  M.D. 

Medical  Department,  United  States  Army. 
Internal  Medicine  in  World  War  II.  Vol- 
ume I.  Activities  of  Medical  Consultants. 
Editor  in  Chief,  Colonel  John  Boyd  Coates,  Jr., 
MC.  Editor  for  Internal  Medicine,  W.  Paul 
Havens,  Jr.,  M.D.  Octavo  of  880  pages, 
illustrated.  Washington,  D.C.,  Office  of  the 
Surgeon  General,  Department  of  the  Army, 
1961.  Cloth,  $7.50. 

This  is  Volume  I of  a projected  three- volume 
history  of  the  division  of  internal  medicine  of 
the  Medical  Department  of  the  United  States 
Army  in  World  War  II.  It  is  a well-printed 
and  well-edited  book  which  comprises  a small 
part  of  the  annals  which  must  be  compiled 
after  any  war  for  the  benefit  of  future  genera- 
tions. This  reviewer  was  agreeably  surprised  to 
find  out  how  well  the  task  has  here  been  done 
and  how  interesting,  even  fascinating,  much  of 
the  material  is.  In  any  case,  we  can  learn  in 
this  accovmt  how  efficient  a democracy  can  be 
when  the  calamitous  necessity  arises. — Milton 
Plotz,  M.D. 

Postpartum  Psychiatric  Problems.  By 
James  Alexander  Hamilton,  M.D.  Octavo  of 
156  pages.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1962.  Cloth,  $6.85. 

It  is  truly  amazing  to  realize  that,  since  the 
publication  of  Marce’s  book  Traite  de  la  folie  des 
femmes  enceintes,  des  nouvelles  accouchees  et  des 
nourrices  in  the  year  1858,  there  has  been  no 
comprehensive  book  published  dealing  with  the 
problems  associated  with  childbearing.  Thus 
the  publication  of  this  volume  by  James  Alex- 
ander Hamilton,  M.D.,  Ph.D.,  Associate  Pro- 
fessor of  Psychiatry,  Stanford  University 
School  of  Medicine,  is  a noteworthy  event. 

Although  the  author  has  been  particularly 
interested  in  the  endocrinologic  problems  of 
puerperal  psychiatric  syndromes  he,  nonethe- 
less, offers  a superb  review  of  the  previous 
literature  and  the  current  theories  on  the 
subject. 

Excerpts  from  foreign  literature  are  made 
available  by  being  translated  into  English 
throughout  the  volume. 

The  author  divides  the  postpartum  period 
into  several  stages  and  discusses  the  patho- 
physiology and  the  psychopathology  pertinent 
to  each  stage,  offering  a rationale  for  the  dif- 
ferent modalities  of  treatment  for  the  cor- 
responding stage. 

This  succinct  volume,  supplied  with  a fine 
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index  and  references,  is  one  which  should  be  in 
the  hbrary  of  each  specialist  in  obstetrics  and 
gynecology  as  well  as  in  that  of  the  psychia- 
trist.— Ingram  Cohen,  M.D. 

Pathology.  Edited  by  W.  A.  D.  Anderson, 
M.D.  Fourth  edition.  Quarto  of  1,389  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1961.  Cloth,  $18. 

The  editor,  professor  of  pathology,  and 
chairman  of  the  Department  of  Pathology  of  the 
University  of  Miami  School  of  Medicine,  with 
the  assistance  of  34  authorities  in  special  fields 
of  pathology,  presents  the  fourth  edition  of  his 
excellent  book  Pathology.  As  indicated  by  the 
editor  in  his  preface,  the  work  is  designated  to 
make  it  “useful  as  a reference  tool  for  more 
advanced  students  or  for  pathologists  and  other 
practicing  physicians.” 

The  book  contains  45  chapters  written  by 
different  authors.  The  first  19  chapters  deal 
with  general  pathology.  Twenty-six  chapters 
are  devoted  to  special  pathology,  and  disease 
conditions  are  discussed  by  systems.  All  the 
chapters  have  been  revised,  some  rewritten. 
A few  new  syndromes  have  been  added  and  the 
book  brought  up  to  date.  There  are  new  chap- 
ters on  hypersensitivity  and  collagen  diseases, 
and  on  mesenchymal  tumors. 

The  book  is  illustrated  with  1,385  black  and 
white  illustrations  and  seven  color  plates. 
Some  of  the  old  illustrations  have  been  omitted 
but  there  are  over  90  new  ones.  Many  of  the 
illustrations  are  electron  microscopic  photo- 
graphs which  give  the  book  a new  dimension. 

The  print  is  clear,  the  readability  is  good. 
As  were  the  previous  editions,  this  new  edition 
i will  be  a must  for  residents  in  pathology  and 
will  serve  as  an  authoritative  reference  book 
for  physicians  and  pathologists. — A.  Starkus, 
M.D. 

Introduction  to  Anesthesia.  By  Robert  D. 
Dripps,  M.D.,  James  E.  Eckenhofif,  M.D.,  and 
Leroy  D.  Vandam,  M.D.  Second  edition. 

I Octavo  of  413  pages,  illustrated.  Philadelphia, 

I W.  B.  Saunders  Company,  1961.  Cloth,  $8.00. 

[ This  text  is  a lineal  descendant  of  lectures  and 
' preferred  technics  for  residents  in  anesthesiology 
I by  the  Department  of  Anesthesiology  at  the 
I University  of  Pennsylvania.  It  is  almost  twice 
! as  large  as  the  preceding  edition  and  maintains 
the  same  high  standard  of  thoroughness,  clarity, 
and  simphcity.  The  striking  deviation  in  format 
is  that  topics  are  discussed  relative  to  the 
preoperative,  operative,  and  postoperative  days. 
The  value  of  this  novel  arrangement  is  difficult 
to  comprehend,  but  it  does  not  detract  from  the 
lucidity  of  the  text.  Many  of  the  best  chapters 
do  not  follow  the  diurnal  variation,  for  example, 
those  on  mechanical  ventilation  and  pulmonary 
function. 

Each  chapter  has  its  own  complete  list  of 
references.  The  index  is  adequate.  This  book 
is  highly  recommended  both  as  a standard 
textbook  and  as  a reference  book  in  one’s 


hbrary. — Samuel  Berkowitz,  M.D. 

Current  Psychiatric  Therapies.  Volume 
1,  1961.  Edited  by  Jules  H.  Masserman, 
M.D.  Octavo  of  246  pages.  New  York, 
Grune  & Stratton,  1961.  Cloth,  $7.50. 

This  auspicious  first  volume,  heralded  as  an 
annual  publication,  is  edited  by  Jules  H.  Masser- 
man, M.D.,  professor  of  neurology  and  psy- 
chiatry, Northwestern  University,  and  director 
of  education,  Illinois  State  Psychiatric  Institute, 
Chicago. 

The  author  admirably  fulfills  his  commission 
of  the  pubhshing  house  of  Gnme  & Stratton  in 
bringing  to  the  front  annual  summaries  of 
current  advances  in  psychiatric  treatment  with 
reference  to  theoretical  and  paramedical  con- 
tributions but  spothghting  chnical  aspects. 
Herein  also  may  be  found  condensations  of  “the 
best  of”  psychiatric  therapy  presented  annually 
at  professional  meetings  as  well  as  reviews  of 
special  advances  prepared  by  the  editor. 

The  book  is  imiquely  well  balanced  as  to 
content.  It  covers  a wide  spectrum  of  con- 
tributions, and  the  author  has  used  fine  dis- 
cernment regarding  choice  and  decision.  The 
reviewer  shares  the  author’s  hope  that  this 
series  will  attain  world-wide  circulation  as  an 
authoritative  text  and  up-to-date  reference 
in  the  rapidly  growing  field  of  psychiatric 
therapies. 

The  format  of  the  volume  is  unusually  at 
tractive,  each  section  has  pertinent  references, 
and  indexing  is  facihtated  by  name  of  author 
and  subject. 

This  volume  is  written  primarily  for  the 
psychiatrist,  but  in  view  of  the  magnitude  and 
importance  of  psychiatry  today,  which  is  said 
to  be  everybody’s  business,  the  general  prac- 
titioner would  do  well  to  add  this  volume  each 
year  to  his  bookshelf  for  frequent  use. — 
Frederick  L.  Patry,  M.D. 

Pharmacology  and  Therapeutics.  By  Ar- 
thur GroUman,  M.D.  Fifth  edition,  revised 
and  enlarged.  Octavo  of  1,131  pages,  illus- 
trated. Philadelphia,  Lea  & Febiger,  1962. 
Clotb,  $12.50. 

In  texts  on  pharmacology,  as  well  as  on  other 
subjects,  an  author  nms  the  gauntlet  of  being 
censured  as  either  imcritical  or  dogmatic. 
(Some  authors  succeed  in  carrying  both  traits, 
mutually  exclusive  as  they  may  seem  to  be.) 
But  there  is  a moderate  approach — not  for  the 
sake  of  moderation  per  se.  A critical  approach 
is  not  necessarily  an  opinionated  one,  or  a 
dogmatic  one. 

Grollman’s  fine  text  is  a critical  one  indeed; 
at  times  it  is  hypercritical  when  a sweeping 
statement  is  made  that  such-and-such  a drug  is 
irrational — as  strychnine  for  example — as  if  the 
conclusion  itself  were  evidence  enough.  Groll- 
man  would  be  more  convincing  were  he  to  give 
specific  reasons  for  his  opinion. 

In  presenting  pharmacology,  a subject  which 
cuts  through  aU  specialties  of  medicine,  there 
is  a dilemma:  one  must  choose  between  com- 
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promise  and  confrontation.  By  these  two 
choices  one  can  characterize  most  pharmacology 
texts.  One  can  compromise,  and  present  a 
diluted  version  which  has  palatability  and  is 
more  likely  to  be  used.  GroUman  hardly  com- 
promises, yet  he  presents  a readable  and  refer- 
able text.  He  outlines  the  mechanism  of  action, 
usually  well  and  sometimes  painstakingly,  so 
that  the  user  of  the  book  learns  why  a given 
effect  is  i/bserved,  or  can  be  expected.  Despite 
these  basic  considerations  there  is  an  unmis- 
takable clinical  orientation  to  practical  thera- 
peutics. This  is  his  aim  and  therein  he  succeeds. 
He  compromises  only  in  details  which  the  prac- 
titioner does  not  feel  he  needs  and  which  the 
student  avoids  like  a pestilence. 

GroUman  offers  a strong  text,  though  a more 
demanding  one  than  Beckman’s.  There  need 
be  no  apology  made  to  the  reader  that  some 
personal  investment  is  demanded  of  him.  The 
dividends  from  such  an  investment  are  in- 
calculable.— Erwin  Di  Cyan,  Ph.D. 

Tumors  of  the  Breast.  By  Max  Cutler, 
M.D.  Quarto  of  482  pages,  Ulustrated.  Phil- 
adelphia, J.  B.  Lippincott  Company,  1962. 
Cloth,  $22.50. 

This  is  a weU  written  study  of  normal  and 
abnormal  conditions  of  the  breast.  It  is  the 
outcome  of  many  years  of  study  built  on  the 
foundation  of  the  work  of  Sir  Lenthal  Cheatle 
and  supplemented  by  the  continued  efforts  of 
Dr.  Cutler.  The  real  value  of  this  work  is  in 
the  fact  that  it  is  based  on  original  observations 
by  experts. 

If  we  are  to  make  advances  in  the  treatment 
of  breast  cancer,  we  require  the  combined  efforts 
of  surgeons,  radiotherapists,  research  workers, 
pathologists,  and  educators,  all  cooperating  to 
make  the  best  use  of  the  weapons  we  have  and 
the  new  ones  being  developed. 

Dr.  Cutler  gives  us  a complete  study  of  the 
breast.  He  attempts  to  clarify  some  of  the 
confusing  and  controversial  aspects  of  the  prob- 
lems. 

This  text  makes  an  exceUent  addition  to  the 
literature  of  diseases  of  the  breast. — Alan  A. 
Kane,  M.D. 

Treatment  of  Injuries  to  Athletes.  By 
Don  H.  O’Donoghue,  M.D.  Octavo  of  649 
pages,  iUustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1962.  Cloth,  $18.50. 

This  textbook  is  well  presented. 

I feel  the  title  should  not  be  Treatment  of 
Injuries  to  Athletes  since  this  book  is  a treatise 
on  trauma  in  young  individuals.  There  is 
marked  emphasis  throughout  the  book  on  open 
surgical  treatment  of  all  forms  of  trauma. 

There  is  also  a considerable  tendency  to  lead 
one  to  believe  that  complete  recovery  is  possible 
in  all  injuries.  Many  of  these  cases  of  fractures 
and  so  forth  do  result  in  a permanent  disability 
in  young  individuals. 

Some  mention  should  have  been  made  in  the 
book  about  end  results  to  be  expected  with  the 


various  forms  of  treatment. — Otho  Hudson, 
M.D. 

Medical  Physiology.  Edited  by  Philip  Bard, 
Ph.D.  Eleventh  edition.  Quarto  of  1,339 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1961.  Cloth,  $16.50. 

So  many  parts  of  this  edition  have  been  re- 
written as  to  make  comparison  with  the  previous 
edition  inadequate,  though  no  new  book  has 
been  organized.  Its  15  contributors,  in  addition 
to  the  editor,  have  produced  a work  that  is 
uniform  in  the  respect  that  it  is  a medically 
oriented  comprehensive  physiology  text.  Basic 
physiologic  mechanisms  are  brought  out  only  as 
they  amplify  the  approach  to  human  physiology. 

One  cannot  do  justice  to  the  extent  of  the 
book  by  a recitation  of  its  contents.  It  is 
divided  into  the  conventional  classifications  by 
organ  systems  or  function  systems  such  as 
circulation,  body  fluids,  alimentary  tract, 
metabolism  (generally  rather  average),  respira- 
tion (better  than  average),  endocrine  glands, 
neuromuscular  system,  central  nervous  system 
(excellent) , and  the  special  senses. 

Likened  to  comparable  texts,  it  is  on  a par  in 
quality  with  Fulton’s  Textbook  of  Physiology; 
GroUman’s  Clinical  Physiology  is  a more  concise 
book;  and  Houssay’s  Human  Physiology  is 
more  tightly  presented.  Bard’s  text  differs 
from  Best  and  Taylor’s  Physiological  Basis  of 
Medical  Practice  in  that  Best  and  Taylor  espe- 
cially address  themselves  to  therapy,  but  closely 
relate  it  to  its  physiologic  underpinnings. — • 
Erwin  Di  Cyan,  Ph.D. 

Comparative  Epidemiology  of  the  Mental 
Disorders.  Edited  by  Paul  H.  Hoch,  M.D., 
and  Joseph  Zubin,  Ph.D.  Octavo  of  290  pages, 
illustrated.  New  York,  Grune  & Stratton,  1961. 
Cloth,  $9.75. 

This  volume  contains  the  proceedings  of  the 
forty-ninth  annual  meeting  of  the  American 
Psychopathological  Association  held  in  New 
York  City,  February,  1959. 

The  term  epidemiology,  herein  used,  en- 
compasses the  study  of  all  factors  and  their 
interrelationships  which  affect  the  course  of 
health  and  disease  in  a population.  Compara- 
tive epidemiology  is  concerned  with  differences 
in  the  frequency  and  patterning  of  mental 
disease  from  country  to  country.  This  As- 
sociation’s interest  in  making  epidemiology  the 
theme  of  its  annual  meeting  first  showed  itself 
in  1938  and  again  in  1943.  The  transcripts  of 
both  meetings  were  included  in  the  Association’s 
first  published  symposium  entitled.  Trends  of 
Mental  Disease  (Kings  Crown  Press,  1945). 

Each  contribution  is  followed  by  discussion 
by  outstanding  psychiatrists,  statisticians,  social 
psychologists,  and  epidemiologists. 

This  volume  has  made  yeoman  strides  in 
delineating  and  tackling  the  many  challenging 
problems  of  comparative  epidemiology  of  mental 
disorders.  It  is  a welcome  addition  to  the  field. 

continued  on  page  474 
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As  you  know,  the 
confidence  your  patients 
place  in  a certain 
treatment  or  drug  often 
helps  to  reinforce  the 
relief  they  get  from  it. 

That's  why  it’s  often  a 
good  idea  to  explain  the 
reasons  for  your 
recommendations,  even 
in  the  simplest  cases. 

For  example,  aspirin.  You 
probably  recommend  it  more  than  any  other  drug,  as  an  analgesic,  as  an 
antipyretic,  as  an  aid  to  sleep  when  restlessness  is  caused  by  minor  dis- 
comforts. Certainly  aspirin  is  the  ■ ^ most  versatile  and  one 

of  the  most  effective  drugs  in  the  arsenal  of  medicine. 

But  aspirin  is  such  a common  and  such  a safe  drug  that  most  laymen 
vastly  underrate  it.  To  use  it  with  the  utmost  confidence,  they  need  to 
know  more  about  it.  So  next  time,  take  a minute  or  two  to  explain  what 
a uniquely  valuable  drug  aspirin  really  is.  You  know  it;  your  patients  will 
be  reassured  to  know  it,  too. 
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Although  the  book  is  intended  primarily  for 
psychiatrists,  especially  those  emphasizing  the 
growing  importance  of  social  psychiatry,  never- 
theless it  should  be  of  importance  to  the  general 
practitioner  who  happily  is  embracing  a more 
active  role  in  the  early  recognition,  prevention, 
and  community  treatment  of  mental  iU  health. — 
Frederick  L.  Patry,  M.D. 

Properties  of  Membranes  and  Diseases  of 
the  Nervous  System.  By  Donald  B.  Tower, 
Sarah  A.  Luse,  and  Harry  Grundfest.  Octavo 
of  102  pages,  illustrated.  New  York,  Springer 
Publishing  Co.,  Inc.,  1962.  Paper,  $4.50. 

The  six  papers  presented  at  the  symposium 
sponsored  by  the  American  Neurological  As- 
sociation and  the  American  Association  of 
Nemopathologists  in  June  of  1961  are  published 
here.  They  deal  with  the  function  and  the 
structure  of  biologic  membranes  and  take  a 
particularly  close  look  at  the  excitable  mem- 
branes of  the  nervous  system.  This  is  of  course 
normal  neurology  at  the  very  molecular  level, 
and  httle  of  this  can  be  directly  applied  to 
pathologic  states.  Nevertheless,  these  reviews 
and  original  contributions  by  reputable  scien- 
tists in  the  field  will  be  of  interest  to  those  who 
desire  to  understand  more  closely  the  workings 
of  the  nervous  system.  The  reading,  however, 
is  not  easy  and  presupposes  considerable  knowl- 
edge of  physical  chemistry. — L.  P.  Hinter- 
BUCHNER,  M.D. 

The  Medical  Clinics  of  North  America. 
Nationwide  Number.  November,  1961. 
Office  Practice  and  Procedures.  Michael 
G.  Wohl,  M.D.,  guest  editor.  Octavo.  Phil- 
adelphia, W.  B.  Saunders  Company,  1961. 
Published  bi-monthly  (six  numbers  a year). 
Cloth,  $18  net;  Paper,  $15  net. 

This  is  a practical  primer  for  the  general 
practitioner  and  those  who  have  to  care  for 
office  adults.  The  common  sense  used  in  the 
management  of  everyday  medical  practice  is 
well  presented.  It  includes  the  usual  situations 
that  go  into  gynecologic,  urologic,  dermatologic, 
otolaryngeal,  and  psychoneurotic,  as  well  as 
cardiologic  and  metabolic  therapy.  The  aim  to 
elevate  the  educational  and  professional  stand- 
ards of  the  general  practitioner  is  helped  by  this 
volume.  It  should  be  a very  effective  agent  in 
everyone’s  office. — Bernard  Seligman,  M.D. 

Financing  Medical  Care.  Edited  by  Helmut 
Schoeck.  Octavo  of  314  pages.  Caldwell, 
Idaho,  The  Caxton  Printers,  Ltd.,  1962.  Cloth, 
$5.50. 

Real  health  is  a priceless  possession — in- 
valuable when  inherited,  its  acquisition  when 
absent  or  failing  is  beset  with  many  obstacles 
and  unpredictable  “road  blocks”  and  all  too 
frequently  is  so  very  elusive.  Its  attainment  is 
often  costly  beyond  calculation,  its  preservation 
dependent  on  the  joint  efforts  of  each  and  of  all. 


The  problems  for  the  solution  of  the  many 
possible  variants  besetting  all  of  us,  both  from 
the  individual  and  personal,  as  well  as  the  public 
responsibility,  challenge  the  best  minds  and  the 
most  thoughtful  and  devotedly  interested  both 
within  and  outside  of  the  public  domain. 

Volumes  such  as  this  one  have  been  and  are 
being  written  discussing  plans  and  procedures 
and  the  arguments  for  and  against  this  or  that 
plan  by  which  the  financing  of  health  care  can 
best  be  provided,  with  and  without  govern- 
mental participation  and  control. 

We  have  come  a long  way  from  the  day  of  the 
“lodge  doctor,”  who  may  have  been  the  first  of 
the  prepaid  idea  in  medical  care,  originating  in 
large  cities  with  extensive  immigrant  popula- 
tions, and  who  still  exists  in  certain  areas  of  our 
land  and  incidently  whose  saga  would  make 
most  interesting  reading.  The  lodge  doctor 
takes  his  place  among  the  plan  offered  by  the 
“friendly  societies”  of  Great  Britain,  the 
“kranken-kasse”  of  Germany  and  before  that, 
the  personal  physician  of  the  feudal  prince  and 
potentate. 

It  is  said  that  nobody  is  really  healthy,  that 
all  are  at  least  potentially  iU,  and  that  we  need 
a new  kind  of  medical  counsellor  with  govern- 
mental blessing  and  authority  and  economic 
support  and  surveillance. 

Well  now:  do  we  need  the  latter  in  the 

provision  of  what  is  called  “adequate  medical 
care.”  How  much  and  what  kind  of  care  is 
“adequate”? 

It  is  of  course  true  that  illness  is  unpredict- 
able, can  be  very  costly,  and  therefore  must  be 
paternalisticaUy  and  governmentally  provided. 
Someone  has  said:  “the  best  cannot  be  made 
available  to  all . . . any  claim  to  such  an  ac- 
complishment is  but  the  opinion  of  political 
promise  and  the  election  fodder  of  fools.” 
Without  going  into  detail  relative  to  the  plans 
discussed  in  this  book  concerning  the  financial 
procedures  followed  for  the  payment  of  medical 
care  in  Britain,  France,  Germany,  Austria, 
Sweden,  Switzerland,  and  Australia,  the  argu- 
ments given  pro  and  con  for  each  of  the  methods 
operated  in  these  countries  should  be  read  and 
thoroughly  digested  by  physicians  interested 
in  the  social  and  administrative  fields  of  medi- 
cine, by  “do-good”  sociologists,  by  leaders  and 
legislators  in  government,  and  by  business  and 
labor  groups  vitally  interested  in  and  concerned 
with  the  financing  of  medical  care — Benjamin 
Bernstein,  M.D. 

Appraisal  of  Current  Concepts  in  Anes- 
thesiology. Edited  and  assembled  by  John 
Adrian!,  M.D.  Duodecimo  of  279  pages,  il- 
lustrated. St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1961.  Cloth,  $7.75. 

This  book  is  a compilation  of  lectures  in 
short,  abbreviated,  textbook  style  apparently 
prepared  for  residency  teaching.  The  language 
is  clear,  easily  read,  and  readily  comprehended. 
However,  its  brevity  necessitates  incompleteness 
which  is  well  compensated  for  by  retaining  in 

continued  on  page  476 


474  New  York  State  Journal  of  Medicine  / February  1,  1963 


Your  first  source  for  professional 
information 


The  more  than  31,900  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 


• Office  hours  and  telephone  number. 


• Medical  school  and  yeau’  of  graduation. 

• Certification  by  American  Boards  and 
International  Boau'ds  in  Medical  Spe- 
cialties and  by  National  Board  of 
Medical  Examiners. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies,  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 


To  answer  many  in- 
quiries; the  1961 
Medical  Directory  is 
still  available. 

The  next  edition 
will  not  be  pub- 
lished until  late  in 
1963. 


• Medical  staff  and  research  appoint- 
ments in  voluntary,  government  hos- 
pitals in  New  York  State  (official 
titles). 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  informa- 
tion about  their  State  Society.  You,  too,  will  find  your  Directory  a valu- 
able source  of  information  when  you  use  it  often. 
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highlight  form  the  most  important  aspects  of 
each  subject. 

This  book  serves  as  a ready  reference  source 
with  a selective  bibliography  at  the  end  of  each 
chapter.  The  chapters  have  no  subject  sequence 
but  are  separately  inserted  as  a general  lecture 
series.  It  does  not  represent  originality  but 
does  contain  a terse  survey.  This  book  is  very 
useful  to  the  resident  and  specialist  in  anes- 
thesiology.-— Irving  M.  Tallin,  M.D. 

Diagnosis  and  Management  of  Pain  Syn- 
dromes. By  Bernard  E.  Finneson,  M.D. 
Octavo  of  261  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Co.,  1962.  Cloth,  $8.50. 

This  is  a neurosurgeon’s  presentation  of 
management  of  pain  syndromes,  including  all 
kinds  of  head,  face,  neck,  and  back  pains  as  well 
as  painful  syndromes  associated  with  a variety 
of  surgical  and  medical  conditions. 

The  volume  appears  to  be  very  practical. 
It  omits  controversial  discussions  of  how  pain 
comes  about  and  does  not  indulge  to  any  great 
extent  in  the  basic  physiology  of  the  pain.  It 
covers  the  field  extremely  well  and  gives  brief 
but  complete  description  of  syndromes,  their 
diagnosis,  and  management.  It  describes  aU 
procedures  in  such  practical  detail  that  any 
physician  with  reasonable  dexterity  and  courage 
could  attempt  some  of  these  in  his  own  office 
just  after  reading  the  book.  The  accompanying 
drawings  are  very  clear.  Complications  are 
described  in  sufficient  detail  to  give  the  more 
aggressive  practitioners  a pause  for  thought. 
When  medications  are  suggested,  complete 
dosage  is  listed.  References  are  not  bothered 
with  in  this  volume. 

This  is  a very  well  and  completely  presented 
volume  of  no  importance  to  the  scientist  dealing 
with  pain  but  of  great  usefulness  to  neurologists, 
neurosurgeons,  physiatrists,  and  generalists. — 
L.  P.  Hinterbuchner,  M.D. 

Field  Studies  in  the  Mental  Disorders. 
Edited  by  Joseph  Zubin,  Ph.D.  Octavo  of  405 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1961.  Cloth,  $6.75. 

This  volume  contains  the  proceedings  of  the 
Work  Conference  on  Problems  in  Field  Studies 
in  Mental  Disorders,  February  15  through  19, 
1959,  under  the  auspices  of  the  American 
Psychopathological  Association,  supported  by 
U.S.  Public  Health  Service  and  The  National 
Institute  of  Mental  Health  grants. 

Editor  Joseph  Zubin,  professor  of  psychology, 
Columbia  University,  and  chief  of  psychiatric 
research  (biometrics).  New  York  State  Depart- 
ment of  Mental  Hygiene,  conceived  this  work 
conference  while  touiing  European  centers  of 
psychiatric  research  during  the  summer  of  1957. 
Dr.  Zubin  was  impressed  by  the  intense  interest 
in  field  studies  of  mental  disorders  in  almost  all 
the  research  centers  visited.  Two  common 
problems  stood  out:  the  true  incidence  of  mental 
illness,  and  the  efficacy  of  the  various  therapies 


now  in  vogue.  The  American  Psychopathologi- 
cal Association,  which  has  pioneered  in  the 
epidemiology  of  mental  illness,  lent  its  services 
in  organizing  this  outstanding  conference. 

There  is  no  doubt  about  the  need  for  such  a 
volume,  as  it  points  out  areas  deserving  psy- 
chiatric research  as  well  as  making  known 
unprofitable  endeavors  and  the  reasons  thereof. 
The  multiplicity  of  discussion  from  divergent 
points  of  professional  experience  adds  sig- 
nificant new  leavening  to  our  current  knowledge 
and  gives  impetus  to  further  inquiry. 

All  persons  interested  in  the  epidemiologic 
aspects  of  psychiatry  will  prize  highly  this 
volume  as  an  important  milestone  giving  cour- 
age and  leads  to  the  ultimate  solution  of  the 
multiplicity  of  problems  in  the  understanding, 
treatment,  prevention,  and  maintenance  of 
optimal  mental  health  functioning. — Frederick 
L.  Patry,  M.D. 

Management  of  Emotional  Disorders.  By 
A.  H.  Chapman,  M.D.  Octavo  of  259  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1962.  Cloth,  $8.50. 

This  new  volume,  an  exposition  directed 
toward  the  general  physician,  attempts  to 
bridge  the  gap  between  theoretic  psychiatric 
knowledge  and  practical  application. 

The  author,  A.  H.  Chapman,  M.D.,  who  is 
assistant  clinical  professor  of  psychiatry.  Uni- 
versity of  Kansas  School  of  Medicine,  discusses 
each  of  the  more  common  psychiatric  conditions 
from  the  aspect  of  how  they  come  to  the  atten- 
tion of  the  first  physician.  He  then  discusses 
the  examination  and  diagnosis  and  suggests 
the  mode  of  treatment  which  the  general  phy- 
sician may  pursue.  There  is  also  a discussion 
of  the  indications  for  referral  to  a psychiatrist. 
As  is  rightly  pointed  out,  many  problems  can 
be  handled  at  this  “grass  roots”  level. 

In  conclusion,  this  very  readable  volume  may 
be  read  profitably  by  most  physicians  who 
desire  to  further  their  ability  to  deal  with  the 
emotional  problems  of  their  patients. — Ingram 
Cohen,  M.D. 

Unit -Step  Radiography.  By  Gerhart  S. 
Schwarz,  M.D.  Octavo  of  230  pages,  illus- 
trated. Springfield,  Charles  C Thomas,  1961. 
Cloth,  $8.75. 

The  author  describes  in  detail  the  develop- 
ment of  a unit-step  system  calibration  of 
radiographic  machines.  The  principles  in- 
volved in  the  development  of  this  system  are 
described  in  detail  and  will  be  readily  ap- 
preciated by  anyone  interested  in  technical 
radiography. 

The  applications  of  this  system  to  an  auto- 
matic operating  control  stand,  to  cinematog- 
raphy and  zeerography  are  also  explained. 

The  reader  who  has  mastered  this  book  will 
have  added  greatly  to  his  knowledge  of  technical 
radiography.  This  book  is  particularly  valuable 
for  the  supervising  radiographer  to  develop  in 
the  relatively  larger  radiographic  depart- 
ments.— Emanuel  Mendelson,  M.D. 
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Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Olean 

Henry  J.  Romano Aubiurn 

Clyde  L.  Wilson Jamestown 

F.  W.  Chamberlain Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  E.  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Samuel  Schoenberg.  . . .GloversviUe 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  MuUer Little  Falls 

James  L.  Harrington. . . .Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falla 

G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky.  . .Rochester 
Helen  M.  Blcmchard . . . Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt.  . Oswego 

John  M.  Constantine Oneonta 

John  del  Campo Carmel 

Frank  W.  FarreU Flushing 

Thomas  R.  Engster Troy 

Edward  E.  Medarkey  . Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  DeweU.  . . . Cobleskill 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer.  . Waterloo 

MUton  TuUy HorneU 

MUton  Gordon Huntington 

Alan  R.  Fried ....  Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

James  Q.  Haralambie.  . .Larchmont 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Salvatore  Tabacco Albany 

Frederick  H.  McCarty. . .WellaviUe 
Francis  J.  Loperfido Bronx 

F.  Maurice  Breed ....  Johnson  City 

Duncan  C.  Wormer PortviUe 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

J.  George  Gladston Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

GeorgeL.  CoUins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond . . . Johnstown 

Emil  Kimaid LeRoy 

Mahlon  A.  Atkinson CatskiU 

Timothy  J.  Howard Newport 

James  L.  Harrington ....  Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn. . .Mount  Morris 

Robert  F.  Schramm Cazenovia 

Charles  D.  Sherman,  Jr..  .Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr.  .Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Nathan  Sharove.  . . Lake  Mahopac 

Victor  S.  Lait Flushing 

John  J.  Pohl Troy 

J.  J.  Silverman Staten  Island 

John  C.  Cardona Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore.  Saratoga  Springs 
Kurt  H.  Meyerhoff.  . . .Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer.  . Waterloo 

Milton  TuUy HorneU 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried ....  Livingston  Manor 

Paul  Zoltowski Waverly 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  WoodhuU Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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PINEWOOD 


Walter  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.V.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
RiverdaIe*on>the>Hudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients,  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scieotihcally  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

MRS.  HENRY  W.  LLOYD,  R.N.,  Administn^tor 
Telephone:  Kingsbridsc  9-8440 


CLASSIFIED  RATES 

Effecfive  July  1 , 7 962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 .00  per  line  per  insertion 
24  Consecutive  times.  .90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


HOLBROOK  MANOR 

Fiv*  Acres  of  Pinewocded  Gioundt 

SENILE— AGED 

Non-aecterian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  Director 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
CH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
&hool  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 


RADIOLOGIST,  EXPERIENCED,  VERY  WELL 
qualified,  early  40’s.  desires  association.  Box  641,  % N.  Y. 
St.  Jr.  Med. 


INTERNIST:  BD.  ELIGIBLE,  AGE  30.  MILITARY 
service  completed.  Seeks  a.ssociation  with  established 
internist  or  group  in  N.Y.C.  or  suburbs.  AS  4-1901  or 
Box  659,  % N.  Y.  St.  Jr.  Med. 


SOLO  G.P.,  38,  MALE,  ENERGETIC  AND  PERSON- 
able.  U.S.  born  and  trained.  Seeks  association  with 
busy  group  or  partnership.  Box  664,  % N.  Y.  St.  Jr.  Med. 


SURGEON— BOARD  QUALIFIED,  THOROUGH  UNI- 
versity  training,  interested  in  good  association.  Box  661, 
%N.  Y.St.  Jr.  Med. 


INTERNIST— NOW  IN  SERVICE,  AVAILABLE  JULY 
1964.  Interested  connecting  with  established  internist  in 
eventual  partnership.  Preferably  New  York  City  area. 
N.  Y.  licensed.  Board  qualified.  Two  years  full  time 
research  American  Cancer  Soc.  & U.S.  Public  Health 
Service.  Box  672,  % N.  Y.  St.  Jr.  Med. 


YOUNG  INTERNIST,  BOARD  ELIGIBLE  WITH 
private  practice  experience,  interested  in  affiliation  with 
established  Internist.  Box  670,  % N.  Y.  St.  Jr.  Med. 


OBSTETRICIAN-GYNECOLOGIST,  AGE  31,  BOARD 
eligible,  university  trained,  desires  association.  Box 
671,  % N.  Y.  St.  Jr.  Med. 


MEDICAL  SECRETARY— 8 YEARS  EXPERIENCE, 
desires  position.  Call  Bernice  Abrams,  New  York  City, 
LO  8-4530. 


ANESTHESIOLOGIST,  N.  Y.  licensed,  is  seeking  a full  or 
part  time  position.  Box  674,  % N.  Y.  St.  Jr.  Med. 
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PHYSICIANS  WANTED 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
be  Board  eligible.  Write  Box  581,  % N.  Y.  St.  Jr.  Med. 


PSYCHIATRIC  RESIDENTS— NYC:  1ST,  2ND,  3RD 

yi.  positions  available  (flexible  starting  date)  in  newly  es- 
tablished, 3 yr.  training  program  at  Harlem  Hospital  under 
auspices  of  Columbia  U.  Opportunity  to  gain  broad  range 
of  knowledge  and  experience.  Supervision  by  analytically 
trained  psychiatrists.  Salaries  $3800  to  $4220  plus  living 
out  allowance  $820.  E.  B.  Davis,  M.D.,  Director,  Dept,  of 
Psychiatry,  Harlem  Hospital,  530  Lenox  Ave.,  N.  Y.  37, 
N.  Y. 


N9RTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  is  a 240  bed  commimity  hospi- 
tal with  a high  caliber  and  well  organized  teaching  program 
and  a progressive  philosophy  regarding  internship  training. 
We  are  accepting  applications  for  July  of  1963  and  invite 
your  inquiries.  Address:  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New  York. 


GENERAL  PRACTITIONER  WANTED  TO  JOIN  A 
medical  group  of  three  General  Practitioners.  Partnership 
at  the  end  of  one  year.  Physician  must  be  under  40  years 
old.  Medical  group  is  in  New  York  State.  Please  forward 
resume  of  personal  and  medical  background.  Box  639, 
%N.  Y.St.  Jr.  Med. 


GENERAL  PRACTITIONER,  TO  JOIN  A FIVE  MAN 
group  in  fine  Southshore  Long  Island  residential,  resort 
community.  12,000/yr.  starting  salary  with  additional 
benefits.  Partnership  opportunity  after  two  years.  Per- 
sonal interview  required.  Box  652,  % N.  Y.  St.  Jr.  Med. 


UNIQUE  OPPORTUNITY  FOR  PHYSICIAN  SEEKING 
salaried  position.  Would  be  associated  with  exceptional 
staff  in  new  well-equipped  300  bed  general  hospital. 
Salary  and  benefits  liberm.  New  York  Bcense  preferred. 
F.  W.  Furth,  M.D.,  Director  of  Medical  Services,  Com- 
munity Hospital,  Syracuse  15,  New  York. 


GENERAL  PRACTITIONER  TO  ASSOCIATE  WITH 
well  established  medical  group.  $12,000  per  annum, 
bonus  arrangement,  plus  opportunity  for  later  partnership. 
Write  or  call  Patchogue  Medical  Group,  1 Roe  Blvd., 
Patchogue,  N.  Y.,  GRover  5-3900. 


PEDIATRICIAN,  BOARD  CERTIFIED  OR  ELIGIBLE 
to  associate  with  young  busy  Pediatrician  in  Central  New 
York  community.  Quality  medicine;  time  off;  no  house 
calls;  no  investment.  Box  663,  % N.  Y.  St.  Jr.  Med. 


WANTED;  PSYCHIATRIST  TO  BE  DIRECTOR  OF 
Tri-Discipline  Psychiatric  Out-Patient  Clinic  and  Execu- 
tive Director  of  Coimty  Mental  Health  Board,  under  New 
York  State  Community  Mental  Health  Services  Program, 
in  a city  of  25,000  in  upstate  New  York;  Board-eU^ble 
plus  2 years  experience  in  out-patient  mental  health  clinic; 
salary  beginning  at  $17,000.  Contact  John  Godfrey, 
M.D.,  Chairman  of  Cattaraugus  County  Mental  Health 
Board,  201  S.  Union  St.,  Olean,  New  York. 


ANESTHESIOLOGIST— TO  DIRECT  AND  TAKE 
charge  of  Anesthesia  Department  in  150  hed  general  hospi- 
tal with  approximately  2900  major  and  minor  surgical  op- 
erations per  year.  Wonderful  opportunity  to  develop  and 
enlarge  anesthesia  service.  Financial  arrangements — fee 
for  service  plus  guaranteed  minimum.  Contact — Adminis- 
trator, Columbia  Memorial  Hospital,  Hudson,  N.  Y. 


WANTED;  LICENSED  PHYSICIAN,  FULL  TIME, 
Home  for  the  Aged  in  Riverdale.  400  beds.  Salary  open. 
KI  9-8700,  ext.  61. 


PHYSICIANS  WANTED— CONT’D 


CAN’T  MISS  OPPORTUNITY  FOR  MEDICAL  SPE- 
cialist.  No  specialist  in  the  area  that  includes  7 G.P.’s,  10 
dentists  & a podiatrist.  Lovely  7 room  home  with  sep- 
arate ofiice,  across  from  a large  shopping  center.  Walk 
to  three  schools  and  church  at  apex  of  three  towns.  Call 
EDgewood  3-0222,  Westbury,  L.  I.,  New  York. 


WANTED;  GENERAL  PRACTITIONER,  WITH  N.Y. 
State  license,  to  associate  in  well  established  general 
practice  located  40  miles  above  New  York  City.  Salary 
open,  yearly  increments  thereafter.  Contact  H.  M. 
Epstein,  M.D.,  1141  Main  St.,  PeekskiU,  N.Y.  Tel: 
PE  7-0550. 


PHYSICIAN  NEEDED— GENERAL  PRACTICE  IN 
Middleport,  New  York.  ProCTessive  community;  ex- 
cellent hospital  within  five  miles.  Write  for  additions 
information  to  K.  D.  Williams,  M.D.,  State  Street  or 
Village  Clerk,  Middleport,  N.  Y. 


OPHTHALMOLOGIST  WANTED  TO  ASSOCIATE 
with  busy  ophthalmologist  in  Binghamton  area.  Ex- 
ceptional opportunity  for  one  completing  residency  or 
man  up  to  age  45  seeking  relocation.  Would  consider 
generalist  interested  in  Ophthalmology.  Prospectus 
available  to  interested  and  qualified  party,  submitting 
details  as  to  medical  background.  Box  673,  % N.  Y.  St. 
Jr.  Med. 


GENERAL  PRACTITIONER  WANTS  AS  PARTNER 
1)  General  Practitioner,  rating  xcm-5  and,  or  2)  Internist, 
Board  eligible,  still  doing  general  work,  specializing  later. 
University  city  upstate  New  York.  Modern  large  office. 
Income  first  year  ca.  20,000.  Permanent.  Congenial 
person,  not  over  45  (take  over  later).  Full  personal  and 
educational  background  in  first  letter;  American  or 
foreign  trained.  Box  675,  % N.  Y.  St.  Jr.  Med. 


PRACTICES  FOR  SALE  OR  RENT 


RENT  OR  SALE.  ACTIVE  GENERAL  PRACTICE  IN 
New  Jersey  shore  area.  Can  introduce.  Leaving  to 
specialize.  Equipped  office  and  residence.  Negotiable 
terms.  Box  665,  % N.  Y.  St.  Jr.  Med. 


FOR  SALE:  ESTABLISHED  GENERAL  PRACTICE  IN 
rural  community  10  miles  between  Cortland  and  Ithaca, 
New  York.  House  and  4-room  equipped  office  in  center  of 
town.  $35,000  gross.  Physician  recently  deceased. 
Territory  desperately  in  need  of  general  practitioner. 
Box  667,  % N.  Y.  St.  Jr.  Med. 


EXCEPTIONAL  OPPORTUNITY:  SOLO  PSYCHI- 

atric  practice,  established  28  .years;  choice  locatioii  Long 
Island.  Recent  death  of  well-known  Neuropsychiatrist. 
Write  Mrs.  C.  M.  Meeks,  164  Onderdonk  Avenue,  Man- 
hasset,  L.I.,  New  York.  Terms  available. 


PRACTICES  WANTED 


WILL  PURCHASE  ESTABLISHED  GENERAL 
Practice  in  Home-office,  suburban  New  York.  Box  632, 
% N.  Y.  St.  Jr.  Med. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


COMMACK  MEDICAL  ARTS 
160  COMMACK  ROAD,  COMMACK,  L.I.,  N.Y. 
FOR  RENT:  MEDICAL  SUITES  AVAILABLE  IN 

modern  air-conditioned  building  with  own  parking  facili- 
ties. Suites  occupied  include  established  medical  practices. 
Tel.  FOrest  8-1636. 


SPACE  TO  RENT:  SHARE  SUITE  IN  NEW  MEDICAL 

building  near  Central  General  Hospital,  Plain  view,  L.I. 
Call  GE  3-7177  before  9 P.M. 


FOR  SALE:  DECEASED  DOCTOR’S  MODERN 

home-office  combination  (Phillips  X-Ray)  in  growing  com- 
munity in  Putnam  County.  $16,000.  Phone  EN  2-6015, 
New  York  City,  or  write  Box  646,  % N.  Y.  St.  Jr.  Med. 


HUNTINGTON  STATION,  L.I.— SUITE  AVAILABLE, 
600  sq.  ft.  in  new  air-conditioned  professional  building. 
Ample  on  site  parking.  Custom  finishing  to  meet  individual 
need.  Call  Marsul  Realty  516  AR  1-3380. 


FOR  RENT:  SUITE  IN  NEW  PROFESSIONAL  BUILD- 
ing;  one  floor,  air  conditioned,  parking.  Thriving  com- 
munity of  15,000  in  Hudson  Valley  is  in  dire  need  of  a 
physician.  Write  R.  J.  Messina,  D.D.S.,  260  Main  Street, 
Saugerties,  New  York. 


FOR  SALE:  SEVEN  ROOM  OFFICE  IN  FASTEST 

growing  community  in  Orange  County.  General  prac- 
titioner, or  two,  or  almost  any  specialty  would  do  well  here. 
Excellent  location.  Present  owner  is  moving  to  Southwest 
after  20  years  large  general  practice.  Fully  equipped,  in- 
cluding X-Ray,  if  purchased  before  mid-January,  or  leased 
with  option  to  buy.  Otherwise,  building  only.  Reason- 
ably priced,  reasonable  terms.  Anxious  to  sell  to  doctor 
rather  than  as  a business  property.  Apt.  above  office 
easily  rented.  J.  Russell  Moser,  D.O.,  127  Stage  Road, 
Monroe,  N.  Y.,  or  Arons  Real  Estate,  Monroe. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


HOME  OFFICE— NORTH  SHORE,  WESTERN  SUF- 
folk  County;  midst  of  1500  homes,  excellent  location, 
opposite  school.  Available  July  or  August.  Please  call 
broker  for  appointment,  516  FO  8-1133. 


FOR  SALE  OR  RENT:  HOUSE  WITH  MEDICAL 

office,  furnished,  includ.  X-Ray.  3-room  apt.  upstairs, 
finished  basement,  garage  useful  for  any  professional  man. 
Situated  Astoria- Woodside  area.  Call  AS  4-2600. 


HELP  WANTED 


LABORATORY  TECHNICIAN— MAINLY  HEMATOL- 
OGY, COAGULATION  techniques;  state  experience  and 
recommendations.  5 day  week,  many  incentives,  salary 
open.  (N.Y.C.)  P.  O.  Box  1065,  Church  St.  Annex,  N.  Y. 
8,  N.  Y. 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


:1 

'i 
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PEARL  RIVER,  NEW  YORK— ROCKLAND  COUNTY. 
4 room  suite,  new,  small  professional  building,  air-cond., 
center  of  town,  private  parking  lot.  Rent  $150.  Phone 
914  Elmwood  9-2910. 


DOCTOR’S  OFFICE.  COMPLETELY  EQUIPPED  AND 
beautifully  furnished,  in  elegant  Town  House,  now  avail- 
able. Trained  receptionist,  24  hour  telephone  service. 
Your  name  plate  outside  building;  adjoining  laboratory, 
reasonable  rental.  Madison  Medical  Center.  39  East  67th 
Street,  New  York,  New  York.  Circle  5-5857. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  assures  good  results.  Free 
Service  first  18  days — rates  after  Free  Service  30%  on  ac- 
counts less  than  6 months  past  due;  33Vi%  than  a 
year;  35%  less  than  3 years  and,  50%  on  accounts  over  3 
years  old,  accounts  recovered  by  attorneys  and  on  the  first 
ten  dollars,  regardless  of  the  age  of  the  account.  Write  for 
listing  forms — Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y. 


LAWRENCE,  L.I.  SUBLET  BEAUTIFULLY  DEC- 
orated,  air-cond.  Mod.  office,  700  sq.  ft.  Exc.  G.P.  or 
spec.;  w.r.,  lav.,  lab.,  and  3 exam.  rms.  Reasonable. 
CE  9-4187. 


FOR  RENT:  WANTAGH,  L.I.  FULLY  EQUIPPED 

doctor’s  office,  private  entrance,  main  thoroughfare, 
prominent  corner,  near  schools,  shopping.  Phone  morn- 
ings, SU  5-7821. 


DENTIST  WILL  RENT  PROFESSIONAL  APART- 
ment;  591  square  feet,  in  new  luxury  building  in  East  60’s. 
Private  entrance.  Will  partition.  EL  5-0223. 


CITY  LINE.  LITTLE  NECK.  NOW  RENTING  OF- 
fices  North  Shore  Professional  Building.  HI  5-8212  or 
255-17  Northern  Blvd.,  Little  Neck,  L.I. 


WANTED:  BOOKS  ON  NUTRITION,  HEALTH  AND 

medicine.  Other  subjects  too,  fiction  and  nonfiction. 
No  fee  for  professional  opinion.  Free  brochures  show 
how  your  book  can  be  published;  tips  on  writing.  Address 
Nancy  Moran,  Exposition,  386  Park  Ave.,  S.,  N.Y.  16. 


EQUIPMENT  FOR  SALE 


FOR  SALE;  USED  200  M.A.  100  K.V.  RADIOGRAPHIC- 
Fluoroscopic  combination  with  motor-driven  tilt  table,  floor 
to  ceiling  tube  stand,  spot  film  device.  Box  647,  % N.  Y. 
St.  Jr.  Med. 
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too,  Is  compatible  with  a well- 
balanced  menu.  As  a pure,  wholesome  drink,  it  provides  a bit  of 
quick  energy. . . brings  you  back  refreshed  after  work  or  play.  It 
contributes  to  good  health  by  providing  a pleasurable  moment’s 
pause  from  the  pace  of  a busy  day. 


in  severe  respiratory  infections  refractory  to  other  measures... 


CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 


for  established  clinical  efficacy  against 
susceptible  organisms" 

In  Friedlander’s  Pneumonia'  '^  • In  Hemophilus  Influenzae  Pneumonia’'’’’^’'' 

• In  Staphylococcal  Pneumonia””’  ♦ In  Acute  Epiglottitis"’"”  • In  Pneumonias  Due  to 
Gram-negative  Bacilli"  • In  Staphylococcal  Empyema” 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning;  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious 
infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other 
less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions;  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect 
early  peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References;  (1)  Thacher,  H.  C„  & Fishman,  L.:  J.  Maine  A/I.  A.  52:84,  1961.  (2)  Hopkins,  E.  W,;  Postgrad.  Med.  29;451,  1961. 
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PARKE-DAVIS 


PAAKC.  OAVIS  A COMPANY.  OMtAP 


Consider: 


Safflower  Oil,  of  all  leading  salad  and  cooking 
oils,  has  the  highest  ratio  of  poly-unsaturated  fat 
to  saturated  fat.  Safflower  Oil  is  higher  in  poly- 
unsaturates—lower  in  saturated  fat  than  any  other 
readily  available  oil  or  shortening. 

When  an  adjustment  in  dietary  ratio  of  poly- 
unsaturated fat  to  saturated  fat  is  indicated, 
Saff-o-life  Safflower  Oil  makes  the  substitution 
easy,  appetizing,  inexpensive.  Your  patients  will 
find  it  in  their  grocery  stores. 


Physicians  who  wish  recipes  using  Saff-o-life 
Safflower  Oil  are  invited  to  write  directly  to; 
Professional  Services  Director,  General  Mills,  Inc., 
Department  120, 9200  Wayzata  Blvd.,  Minneapolis 
26,  Minnesota. 


RATIO  OF  LINOLEATES 

TO  SATURATES  *poly-uns8turated  fats 

SAFFLOWER  OIL 

9.0  to  1.0 

CORN  OIL 

5.3  to  1.0 

SOYBEAN  OIL 

3.5  to  1.0 

COTTONSEED  OIL 

2.0  to  1.0 

PEANUT  OIL 

1.6  to  1.0 

A product  ol  General  Mills— your  assurance  of  quality  and  purity. 

in  alcoholism:  vitamins  are  therapy 


A full  "comeback''  for  the  alcoholic  is  partly  dependent 
on  nutritional  balance. ..aided  by  therapeutic  allowances 
of  B and  C vitamins.  Typically,  the  alcoholic  patient  is 
iseriously  undernourished... from  long-standing  dietary 
'inadequacy,  from  depletion  of  basic  reserves  of  water- 
soluble  vitamins.  Supplied  in  decorative  "reminder" 
jars  of  30  and  100. 


Each  capsule  contains : 

Vitamin  Bt  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Bg  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


iLEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

New 

Creamaliir 

Antacid  Tablets 


“Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation.”* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  . . easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 


. . faster  in  onset 
of  action . . . and  for 
a longer  period”"" 


Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50,  100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor— creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

Creamalin,  trademark  regr.  U.  S.  Pat.  Off. 

•Schwartz,  I.  R.: 

Current  Therap.  Res.  3:29,  Feb.,  1961. 


487 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Contents 


CONTINUED 


History  of  Medicine 

594  History  of  A.  N.  Brady  Hospital  and  Infant  Home,  1915  to  1961 
William  J.  Fitzgerald,  M.D. 

Special  Articles 

600  Effect  of  Eating  at  Various  Times  on  Subsequent  Performances  in  Swimming 
Jerry  R.  Ball 

604  Recommendations  from  the  Joint  Commission  on  Accreditation  of  Hospitals 
Kenneth  B.  Babcock,  M.D. 


513 

Editorials 

Masthead 

612 

Abstracts  in  Interlingua 

514 

Repository  injections  for  hay  fever 

614 

Medical  News 

514 

Iatrogenic  cataracts 

618 

Month  in  Washington 

516 

Announcement 

622 

County  Society  Officers 

490 

607 

General 

State  Society  Officers 
Necrology 

504 

Index  to  Advertising 
Index  to  Advertisers 

608 

Abstracts 

621 

Index  to  Products 

610 

Medical  Meetings 

623 

Classified  Advertisements 

488  New  York  State  Journal  of  Medicine  / February  15,  1963 


...WITH  METHEDRINE'SHE  CAN  HAPPILY  REFUSEI 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  "our  drug  of  choice  has 
been  methedrine . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed. and  because  undesirable  peripheral  effects  are  significantly  minimized  or 
entirely  absent,  oougias,  h.  5.:  wesi.j.surg.  59:23s  (May)  1951. 


‘METHEDRINE’ 


brand  Methamphetamine  Hydrochloride 


Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

Literature  available  on  request. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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White's^ 

Cod  Liver  OH 

Concentrate 

Drops 

With  Added  Vitamin  D3 


For  infants,  essential  vitamins  A and  D at  only  a penny 
a day!  Only  two  drops  a day  of  White’s  Cod  Liver  Oil 
Concentrate  provide  an  economical,  therapeutically 
sound  way  to  give  infants  vitamins  A and  D.  Each 
White’s  Cod  Liver  Oil  Concentrate  Drop  provides  1,560 
units  of  vitamin  A and  312  units  of  vitamin  D (equiva- 
lent to  one  teaspoonful  of  Cod  Liver  Oil,  N.F.).  Usual 
prophylactic  dose;  2 to  4 drops  daily.  Supplied:  drop- 
per bottles  of  6 cc.,  30  cc.  and  50  cc. 

WHITE  LABORATORIES  IMC./lUnllwoKli.  «nt  Amy 

progress  through  research 
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Now!  Obtain 

taking 


patient  cooperation  by. . . 


the  deprivation  out  of  dieting! 


Even  700  calories  per  day  lets  patients  enjoy  delicious  meals 
with  MOTT'S  FIGURE  CONTROL  FOODS! 


Here  is  a new  kind  of  diet  you  can  offer  pa- 
tients—familiar,  tasty  foods  of  excellent  qual- 
ity, for  meals  that  are  a pleasure  to  eat,  yet 
low  in  calories,  fat  and  carbohydrates. 

The  60  Mott’s  Figure  Control  Brand  Foods 
were  developed  to  fit  the  most  broadly-ac- 
cepted and  proven  diet  concept.  They  offer  a 
prudent  diet,  reduced  in  calories  an  average 
of  50%,  mostly  through  the  reduction  of  hard 
fats  (the  saturated  type),  and  carbohydrates. 
A patented  non-caloric  sweetener  is  used  in 
the  extra-fine  quality  fruits  and  desserts,  pro- 
viding satisfying  sweetness  without  extra  cal- 
ories. Natural  fruit  sugars  remain  intact. 

Patients  on  low-cholesterol  diets  may  now 
enjoy  low-fat  beef  dishes,  ready  to  heat  and 
eat.  Where  additional  polyunsaturates  are  in- 
dicated, you  may  wish  to  suggest  adding 
polyunsaturated  oils  to  the  sauces.  Those  pa- 
tients who  need  drastic  calorie  reduction  in 
carbohydrates  will  find  it  in  Figure  Control 
Fruits,  Juices,  Preserves  and  Desserts. 

Calorie  counts  as  well  as  carbohydrates, 
protein  and  fat  proportions  of  each  product 
appear  on  its  Figure  Control  label.  The  wide 
variety  of  Figure  Control  Foods  at  local  super- 
markets makes  meal  planning  easy  for  pa- 
tients. 

MOTT'S  FIGURE  CONTROL®  BRAND  FOODS 

CUT  CALORIES,  FAT  AND  CARBOHYDRATES 


HERE  ARE  TYPICAL  700  CALORIE  PER  DAY  MENUS 
BREAKFAST:  Figure  Control  Breakfast  Drink,  high  in 
Vitamin  C,  Farina  with  Figure  Control  Preserves  or 
Maplette  Syrup,  Coffee  with  Figure  Control  Sweetener. 
Calories-about  95.  “Regular"  food  calories  would  be 
about  235. 

LUNCH:  Figure  Control  Fruits  with  Cottage  Cheese, 

Figure  Control  French  Dressing  or 

Figure  Control  Chopped  Chicken  Livers  on  Rye  Bread 

Slice  with  Cole  Slaw,  Figure  Control  Whipped  Dressing. 

Black  coffee  or  tea  with  Figure  Control  Sweetener. 

Calories-about  220.  “Regular”  food  calories-about 

400-600. 

DINNER:  Shrimp  in  Figure  Control  Spaghetti  Sauce, 
Figure  Control  Chicken  a la  King  or  Figure  Control  Braised 
Beef  and  Vegetables.  Salad  with  Figure  Control  Italian 
Dressing,  Figure  Control  Pears  with  Figure  Control  Choc- 
olate Topping.  Black  coffee  or  tea  with  Figure  Control 
Sweetener. 

Calories-about  350.  “Regular”  food  calories  would  be 
about  720. 

NOTE:  For  more  gradual  weight  loss,  reduce  calories 
daily  by  substituting  two  or  more  Figure  Control  Foods 
for  “regular”  foods  in  menus. 

For  your  free  jar  of  Figure  Control  Foods  plus  easy 
menu  guidance  for  patients  use  this  handy  order  form: 
I 

I FIGURE  CONTROL  FOODS 
I Duffy-Mott  Company 
! 370  Lexington  Avenue 
j New  York  17,  New  York 

I Please  send  free  jar  of  Figure  Control  Foods 

I together  with free  copies  of  Your  Weight 

I Control  Plan. 


Dr.. 


Address 

Citv 

Zone  State 

' i 
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Kills  pain stops  tension 


For  neuralgias,  dysmenorrhea,  upper  respiratory  distress  and 
postsurgical  conditions  — new  compound  of  Soma,  phenacetin,  caffeine 
kills  pain,  stops  tension,  reduces  fever — acts  fast,  relief  lasts  four  to  six  hours 


I 


Composition:  200  mg.  Soma  (carisoprodol),  160  mg.  phenacetin,  32  mg.  caffeine. 
Dosage:  1 or  2 tablets  q.i.d.  Supplied:  Bottles  of  50  apricot-colored,  scored  tablets. 
For  more  severe  pain . . . 


SomaCompound+Codeine  J 


j Soma  Compound  boosts  the  effectiveness  of 
j codeine.  Soma  Compound  + Codeine 
I therefore  contains  only  14  grain  of  codeine 
y,  phosphate  to  relieve  the  more  severe  pain  that 

& 


usually  requires  Vi  grain.  Otherwise,  its  com- 
position—and  dosage— is  the  same  as  Soma 
Compound.  Supplied  in  bottles  of  50  white, 
lozenge-shaped  tablets. 


iWlWATT  A/-r>  T - 1, 
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from  tsutsugamushi  in  Malaya 
to  otitis  media  in  New  %rk 


Whether  treating  tsutsugamushi  or  a host  of  other  infections,  physicians  throughout 
the  world  continue  to  rely  on  Terramycin  for  its  outstanding  safety,  effectiveness 
and  excellent  tolerability.  Not  a single  case  of  phototoxic  reaction,  blood  dyscrasia  or 
neurologic  disturbance  directly  attributable  to  Terramycin  has  been  reported  in 
more  than  3,000  clinical  papers  in  the  last  12  years.  In  your  practice,  the  next  infec- 
tion you  see  will  very  likely  be  “Terra-responsive." 

Tsutsugamushi,  or  scrub  typhus,  was  responsible  for  incapacitating  nearly  7,000  Amer- 
ican soldiers  during  World  War  II.  This  disease  is  prevalent  in  areas  overrun  by  jungle 
rats  infested  with  mites  carrying  Rickettsia  tsutsugamushi.  Symptoms  include  a primary 
lesion  at  the  site  of  the  mite-bite,  fever  reaching  as  high  as  105°,  and  a cutaneous  rash. 
Injected  conjunctivae,  deafness,  delirium  and  racking  cough  mark  the  advance  of  the  dis- 
ease. Mortality  rates  as  high  as  60  per  cent  have  been  reported.  Terramycin  is  one  of  the 
antibiotics  of  choice  for  rapid  and  effective  control  of  the  acute  stage  of  the  infection.  Pa- 
tients become  afebrile  and  virtually  asymptomatic  24  to  36  hours  after  beginning  treatment. 

IN  BRIE^The  dependability  of  Terramycin  in  daily  practice  is  based  on  its  broad  range 
of  antimicrobial  effectiveness,  excellent  toleration,  and  low  toxicity.  As  with  other  broad- 
spectrum  antibiotics,  overgrowth  of  nonsusceptible  organisms  may  develop.  If  this  occurs, 
discontinue  the  medication  and  institute  appropriate  specific  therapy  as  indicated  by 
susceptibility  testing.  Glossitis  and  allergic  reactions  to  Terramycin  are  rare.  For  complete 
information  on  Terramycin  dosage,  administration,  and  precautions,  consult  package 
insert  before  using.  More  detailed  professional  information  available  on  request. 


If 

i 


II 


Science  for  the  world’s  well-being® 


A Red  Letter  Event 


of  Your  Medical  Society’s  Year 

The  Annual  Reception  and  Dinner  Dance 
in  honor  of  President  JOSEPH  A.  LANE,  M.D. 

in  the 

TERRACE  BALLROOM 

of  the 

HOTEL  STATLER  HILTON 

New  York  City 
Wednesday,  May  15,  1963 

Reception  7:00  p.m.  Dinner  Dance  8:00  p.m. 

Dress  Optional  Tickets  $17.00 

Mark  the  date  on  your  calendar  now  I 
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\^romptly  relieves  pain,  spasm, 

hypermotility,  hypersecretion. . 


MilpatA 


SUPPLIED 


DOSAGE  AND  ADMINISTRATION 


Milpath-4()0  (yellow  scored  tablets)  1 Milpath-400,  or  1 or  2 Milpath-200,  3 times 

Miltown  (meprobamate,  Wallace) . . . 400  mg.  a day  and  at  bedtime, 
tridihexethyl  chloride 25  mg. 

Milpath-200  (yellow  coated  tablets)  WALLACE  LABORATORIES 

Miltown  (meprobamate,  Wallace) . . . 200  mg.  WA  Cranbury,  N.  J. 

tridihexethyl  chloride 25  mg. 

Both  in  bottles  of  50. 


PHOTO  COURTESY  OF  PAN  AMERICAN  WORLD  AIRWAYS 


Your  first  source  for  professional 
information 


The  more  than  31,900  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 


• Office  hours  and  telephone  number. 


• Medical  school  and  year  of  graduation. 

• Certification  by  American  Boards  and 
International  Boards  in  Medical  Spe- 
cialties and  by  National  Board  of 
Medical  Examiners. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies,  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 


To  answer  many  in- 
quiries; the  1961 
Medical  Directory  is 
still  available. 

The  next  edition 
will  not  be  pub- 
lished until  late  in 
1963. 


• Medical  staff  and  research  appoint- 
ments in  voluntary,  government  hos- 
pitals in  New  York  State  (official 
titles). 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  informa- 
tion about  their  State  Society.  You,  too,  will  find  your  Directory  a valu- 
able source  of  information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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WIHTERIZI 
YOUR 


PATIENT’S 
COUGHIN 
SYSTEM 


I 
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Robitussin 

glyceryl  gualacolate 

For  the  special  care  that  winter  coughs  demand,  both  Robitussin  formulas  contain  glyceryl 
guaiacolate  which  enhances  the  flow  of  Respiratory  Tract  Fluid  (RTF)  almost  200%. 

Of  practically  all  drugs  now  used  clinically  as  expectorants,  glyceryl  guaiacolate  exerts  the  most 
intense  and  prolonged  action. 

Increased  RTF  promotes  bronchial  drainage  by  liquefying  tenacious  sputum  and  exerts  a 
soothing,  demulcent  effect  on  irritated  bronchial  mucosa  that  helps  reduce  the  frequency  of 
dry,  tickling,  unproductive  coughs. 

Robitussin  A C also  contains  pheniramine  maleate  to  control  associated  allergic  manifestations 
and  codeine  phosphate  to  suppress  persistent,  unproductive  coughs. 

Formulas— Robitussin;  Glyceryl  guaiacolate.  100  mg.  per  5 cc.  Robitussin  A-C:  Glyceryl  guaia- 
colate 100  mg.,  Pheniramine  maleate  7.5  mg..  Codeine  phosphate  10  mg.  per  5 cc. 

A.  H.  Robins  Co.,  Inc.,  Richmond  20,  Virginia 


BATH  OIL 
OF  CHOICE 

for  dry, 
itchy  skin 


1 


Why  does  SARDO  so  effectively  relieve^-s  dryness  and  itching  in  so  many  patients 
with  eczematoid  dermatitis,  atopic  dermatitis,  senile  pruritus,  contact  dermatitis, 
soap  dermatitis,  diabetic  dry  skin,  neurodermatitis? 

These  are  the  reasons . . . 

HIGH  QUALITY  SARDO  is  the  original,  exclusive,  high  quality  water- 
dispersible  bath  additive  oil.* 

IMMEDIATE  DISPERSIBILITY 

SARDO  promptly  disperses  millions  of  microfine  globules  uniformly  throughout  the 
bath  water;  no  unsightly  oil  slicks  as  with  certain  other  bath  additives. 


SUPERIOR  ADSORBABILITY  SARDO  covers  the 

skin  with  a fine,  unobtrusive  long-clinging  oil  film  . . . which  lubricates,  softens,  pre- 
vents excessive  moisture  evaporation  and  so  helps  to  replenish  natural  oil  and 
moisture. 


ECONOMICAL  i n addition,  the  cost  per  application  of  SARDO 
is  low  — for  only  one  capful  per  bath  is  required  for  therapeutic  effect. 


PLEASANT  Unique  pine  scent,  non-sticky,  non-sensitizing, 
SARDO  assures  patient  cooperation. 


SARDO  consists  of  oils  and  various  esters  of  specially  selected  organic 
acids  having  a chain  length  of  C-14  and  16  in  combination  with  non-irritat- 
ing wetting  agents  to  provide  colloidal  dispersion  of  the  lipophilic  phase. 
Fragrance  consists  of  natural  essential  oils,  isolates,  and  aromatics. 

FOR  SAMPLES  AND  LITERATURE 


r=B 


please  write . . . SARDEAU,  INC.  75  East  55th  Street,  New  York  22,  N.  Y. 


Also  available;  SARDOETTES,  disposable 
compresses  impregnated  with  SARDO, 
for  topical  application  in  relieving  skin  dry- 
ness, itching,  scaliness  in  the  same  cond- 
itions as  listed  for  SARDO. 


1.  Borota,  A.,  and  Grinell,  R.  N.:  J.  Amer.  Geriatrics  Soc., 
10:413,  1962.  2.  Spoor,  H.  J.:  N.  Y.  State  J.  M„  58:3292, 
1958.  3.  Lubowe,  I.  I.;  Western  Med.,  1:45,  1960. 
4.  Weissberg,  G.;  Clin.  Med.,  7:1161,  1960.  5.  Lieber- 
man,  W.:  Amer.  J.  Proctology,  12:374,  1961. 

* PtI.  Pend.  T.M.  fil  9C3b,  Sirdeau,  Inc. 
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“Sounds  like 
a case  for 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early^*^  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.^ 

references:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:691  (May)  1960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 

Mk  I V*®  —an  exclusive  colloidal  solution  of 

1^1  I IuI  I 1^1  P*  processed  and  denatured  enzyme— 

® I I w ■ I l^r  is  not  foreign  protein  therapy. 

Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


Detroit  11,  Michigan 
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VACATION  SPECIAL 


BAHAMA  SAILING  HOLIDAY— YACHT  LEILANI 

A special  rate  is  now  beins  offered  for  the  beautiful  summer 
months  of  July  and  Ausust.  Make  your  reservations  nowl 
Enjoy  sailing,  swimming,  skindiving,  fishing  and  exploring  in 
the  world’s  most  beautiful  waters!  For  reference  call:  Cod- 
dington,  Millbrook,  New  York,  ORiole  7-3281 . 

Write  for  brochure  (airmail  14c)  Capt.  G.  W.  Hefty,  Box  854, 
Nassau,  Bahamas. 


Index  to  Advertisers 


Ames  Company,  Inc 3rd  cover 

Armour  Pharmaceutical  Company 2nd  cover 


Free  to  Physicians 

West-ward’s 
"Physician’s  Index  to 
Generic  Name  Prescribing’ 


Containing  a therapeutic  index  For  guidance 
to  the  physician  in  prescribing  West-ward’s 
quality  controlled  generic  name  products. 


West-ward,  Inc  745  Eagle  Ave„  Bronx  56,  N.Y. 

Please  forward  my  free  copy  of  West-ward's 
“Physicians’  Index  to  Generic  Name  Prescribing" 


,MD 


address. 


city_ 


. state_ 
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SUPPLY;  Vials  of  5 cc„  each  cc.  supplying  250  mg.  hydroxy- 
progesterone  caproate.  Vials  of  2 and  10  cc.,  each  cc.  sup- 
plying 125  mg.  hydroxyprogesterone  caproate. 

Forfull  information,  see  your  Squibb  Product  Reference  or 
Product  Brief. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


•ouia*  pivtttoN 


Olin 


Dclalutin®  Is  a Squibb  trademark 
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If  you  have  a friend  practicing  in  Hohokus  or 
Muskogee,  why  not  send  him  a gift  subscription  to 
the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE? 

Gift  subscriptions  are:  $5.00  for  the  first  year,  $7.50  thereafter 

You’re  not  limited  to  a single  gift  subscription.  You  can,  as  a matter 
of  fact,  make  use  of  this  offer  to  give  two  or  three  old  school  friends  a 
chance  to  read  your  Journal — no  matter  where  they  are.* 


* Friends  in  such  places  as  Tierra  del  Feugo  or  Timbuktu 
will  require  added  foreign  postal  charges  of  $1.50  a 
year. 


P.S.  If  you  don’t  happen  to  be  one  of  our  fortunate  members,  you  can 
also  treat  yourself  to  the  same  special  introductory  subscription  rate. 
Mail  your  order  to:  New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  1 7,  N.  Y. 


PLEASE  SEND  A SPECIAL-RATE  INTRODUCTORY  SUBSCRIPTION  TO: 

Name 


Address. 


City  & State. 


Name. 


Address. 


City  & State. 
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r~l  Enclosed  is  $5.00  for  the  first  year  (Regularly  $7.50) 

□ Enclosed  is  $1  8.00  for  the  first  three  years  (Regularly  $22.50) 
I I Plus  $1.50  for  foreign  addressee. 


When  your  patient  says: 


NikoBan 


BRAND  OF  LOBELINE  SULFATE.  MRT 


help  curb  the  smoking  habit 


■ Help  induce  a feeling  of  satiety  similar 
to  that  of  tobacco  because  of  lobeline’s 
pharmacological  relationship  to  nico- 
tine. 

■ Permit  the  patient  to  indulge  his  oral 
fixation  by  substituting  the  Nikoban 
Pastille  for  tobacco. 


■ Utilize  the  anorexic  effect  of  lobeline 
to  help  the  patient  who  is  driven  to 
compulsive  eating  when  he  discontin- 
ues smoking. 

■ Encourage  patient  cooperation 
through  pleasant  taste. 


Dosage  and  Administration : In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked 
slowly  and  taken  according  to  the  schedule  below.  Whenever  possible  a pastille  shoidd  be  taken  after  meals. 
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Conclusions  of  Nationwide  Survey;  Report  I 


1.  Even  after  five  years  of  general  use,  Tao,  of 
the  antibiotics  tested,  demonstrated  greatest  ac- 
tivity against  respiratory  streptococci  and  staphy- 
lococci (3,332  cultures). 

2.  Overall  results  showed  a higher  percentage 
of  susceptibility  among  these  common  pathogens 
to  Tao  than  to  the  other  antibiotics.  Susceptibility 
to  Tao  was  greatest,  not  only  in  respiratory  strep- 
tococci and  staphylococci,  but  also  in  these  organ- 
isms isolated  from  skin  and  soft  tissue  (3,423  cul- 
tures), genitourinary  and  gastrointestinal  tracts 
and  other  sources  (2,458  cultures).  Susceptibility 
was  equal  to  all  antibiotics  tested  in  pneumococci 
from  unspecified  sources  (463  cultures),  and  less 


to  Tao  in  H.  influenzae  from  unspecified  sources 
(196  cultures). 

3.  Tao  has  been  used  for  five  years  without  I 
development  of  predictable  cross  resistance.  \ 

In  1958  and  1961,  approximately  73%  and  70%,  ' 

respectively,  of  erythromycin-resistant  problem 
staphylococci  showed  susceptibility  toTao.^’’*  The 
present  study  confirms  the  continuing  high  degree 
of  Tao  activity  even  against  these  pathogens.  Of  ' 
1,592  cultures  of  erythromycin-resistant  staphy- 
lococci, 68%  were  susceptible  to  Tao,  while  in  the 
reverse  situation,  only  33%  of  768  Tao-resistant 
staphylococci  were  susceptible  to  erythromycin.  jl 
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Repository  injections  for  hay  fever 


The  appearance  in  this  issue  of  the 
Journal  of  the  symposium  on  the  “Pros  and 
Cons  of  Repository  Injection  Therapy  in  the 
Practice  of  Allergy”  warrants  special  com- 
ment. It  reflects  the  impact  of  a forceful 
new  challenge  to  the  conventional  treat- 
ment in  vogue  in  allergy  practice  for  over 
fifty  years.  As  a result,  the  practice  of 
allergy  is  now  in  transition.  The  change- 
over is  never  simple;  one  gets  used  to  the 
old  and  is  fearful  of  the  new.  This  seems  to 
be  particularly  true  in  this  instance. 

The  points  of  issue  involving  the  re- 
pository type  of  treatment  center  about  the 
possible  induction  of  anaphylactic  shock,  the 
fear  of  carcinogenesis  from  the  use  of  min- 
eral oil,  and  the  possible  induction  of  new 
sensitivities  from  the  use  of  adjuvants. 
None  of  these  has  proved  a serious  ob- 
stacle to  the  apphcation  of  the  repository 
method  in  clinical  practice,  as  noted  in  the 
symposium. 

Those  who  have  employed  the  repository 
procedure  agree  that  with  proper  caution 
and  the  use  of  good  emulsions  the  systemic 
reactions  encountered  are  much  less  fre- 
quent and  severe  than  anticipated;  that 
purified  mineral  oil  is  not  carcinogenic;  and 
that  the  therapeutic  results  achieved  with 
the  repository  injections  are  at  least  equal 
to  those  obtained  with  conventional  treat- 
ment. 

Neither  the  physician  nor  the  patient 
should,  however,  be  misled  by  claims  of  near- 

Iatrogenic  cataracts 

The  association  of  posterior  subcapsular 
cataracts  with  the  administration  of  high- 
dosage,  long-term,  systemic  corticosteroid 
therapy  in  rheumatoid  arthritis  has  at- 
tracted considerable  attention.  Previous 
observations  have  been  summarized  and 
additional  findings  recorded  by  Giles  et  alJ 


perfect  results,  since  none  of  the  participants 
in  this  symposium  or,  for  that  matter,  no 
other  allergist  has  substantiated  such  claims. 

Unexpectedly,  more  trouble  has  come 
from  adverse  nonaUergic  reactions  such  as 
nodule  and  cyst  formation,  but  it  is  hopefully 
anticipated  that  these  will  be  reduced  and 
minimized.  Still  in  need  of  clarification  are 
the  optimal  time  for  treatment,  the  dosage 
and  volume  to  be  employed,  and  whether 
this  should  be  given  in  one  or  two  or  per- 
haps more  injections.  Time  will  also  re- 
solve this. 

Although  some  allergists  may  have  doubts, 
the  response  of  the  great  majority  of  treated 
patients  has  been  unequivocally  positive. 
They  have  preferred  the  single  injection 
to  multidose  treatment,  even  though  ex- 
periencing occasional  reactions,  nodules,  or 
cysts.  This  has  been  the  experience  of  the 
allergists  using  the  newer  modality,  as 
demonstrated  in  this  symposium.  Perhaps 
the  patient’s  “subjective”  reaction  will  in 
the  long  run  be  more  determinative  than 
the  “objective”  evaluation  of  the  allergists 
as  to  which  therapeutic  procedure  will  ulti- 
mately prevail.  To  the  eyes  of  many  al- 
lergists, the  die  has  already  been  cast  in  favor 
of  the  new.  Despite  admonitions  and  warn- 
ings from  the  uninitiated,  each  yeetr  sees 
more  allergists  adopting  the  repository  pro- 
cedure. None  has  discarded  it,  to  our 
knowledge. 

Samuel  J.  Prigal,  M.D. 


Because  the  mechanism  of  production  of  this 
steroid-induced  ocular  defect  is  imknown,  it 
seemed  worth  while  to  assemble  some  per- 
tinent prior  knowledge  which  may  serve  to 
orient  future  possible  attacks  on  the  prob- 
lem. 

In  1943  Buschke^  reviewed  in  detail  dys- 


514  New  York  State  Journal  of  Medicine  / February  15,  1963 


trophic  cataracts  and  their  relation  to  other 
metabolic  cataracts  and  presented  a classifi- 
cation of  the  spontaneous  and  experimental 
types.  ^ Their  occurrence  in  rats,  arising 
[ from  dietary  deficiencies  of  riboflavin  and 
tryptophan,  was  first  reported  by  Day  and 
I his  co-workers. Subsequently,  Albanese 
and  Buschke®  found  that  the  feeding  of 
: quasi-synthetic  tryptophsm-deficient  diets 
to  weanling  rats  resulted  in  a high  incidence 
; of  at  least  two  forms  of  cataracts,  acute  and 
I chronic,  which  seem  to  bear  a striking  mor- 
phologic resemblance  to  the  posterior  sub- 
! capsular  type  found  to  be  induced  in  man  by 
] corticoid  therapy.  Similar  but  less  uniform 
I results  were  obtained  with  the  feeding  of 
, lysine-deficient  diets  to  young  rats.  Arrest 
I of  the  cataracts  occurring  with  acute  trypto- 
j phan  deficiency  by  the  administration  of 

I tryptophan  was  also  observed  by  these  in- 
vestigators. A later  and  more  thorough 
study  by  Sydenstricker  and  his  groups  con- 

|l  firmed  the  aforementioned  observations  and 
1|  further  revealed  that  a deficiency  of  total 

II  protein,  as  well  as  deficiencies  of  lysine, 
ij  phenylalanine,  leucine,  and  probably  threo- 
'I  nine,  regularly  caused  cataracts  in  young 

rats. 

The  advent  of  practical  interest  in  adreno- 
I cortical  hormones  has  led  several  investi- 
gators to  concern  themselves  with  the  effects 
of  these  substances  on  nutrition  and  metab- 
j olism  in  experimental  animals®  and  man.® 
! Thus,  the  protein-catabolic  characteristics 
! of  the  corticosteroids  became  known  both 
I from  in  vitro  enzyme  studies  and  from 
I nitrogen-balance  measurements.  Of  in- 
! terest  to  our  topic  are  the  early  observa- 
I tions  of  Knox  and  his  associates “ which 
I indicate  that  administration  of  hydrocorti- 
[ sone  or  cortisone  to  rats  produces  a marked 
increase  in  hepatic  tryptophan  pyrrolase 
I and  tyrosine-a-ketoglutarate  transaminase 
I activities.  Ginoulhiac*®  noted  increases  in 
tryptophan  pyrrolase  activity  in  livers  of 
rats  receiving  prednisolone,  fluoropredniso- 
lone,  triamcinolone,  and  dexamethasone. 
Recent  evidence  suggests  that  the  corticos- 
teroid-induced changes  in  enzyme  pattern 
could  significantly  impair  the  availability  of 
tryptophan  and  phenylalam'ne.^® 

Studies  in  man  have  disclosed  that  the 
protein-catabolic  effect  of  the  adrenocorti- 
coids  is  associated  for  the  most  part  with 
an  accelerated  conversion  of  amino  acids  to 
glucose.*^  The  investigations  of  Nardi*® 


suggest  that  the  nitrogen  losses  incident  to 
corticosteroid  administration  may  also  be 
due  to  an  abnormal  amino-aciduria  consist- 
ing of  the  excretion  of  “essential”  amino 
acids  not  normally  present  in  urine  as  well 
as  increased  quantities  of  “nonessential” 
amino  acids.  This  effect  appears  to  be  re- 
lated to  the  steroid  effect  on  tubular  resorp- 
tion. 

These  and  other  biochemical  observa- 
tions, ^®  as  well  as  the  experience  that  the 
nitrogen  losses  resulting  from  cortisone  and 
ACTH  therapy  in  children  and  adults  could 
not  always  be  offset  by  high-calorie  and 
high-protein  diets,  led  to  more  detailed 
biochemical  studies  with  the  newer  corticos- 
teroids which  have  not  only  a high  thera- 
peutic value  but  also  a profound  and 
vigorous  catabolic  effect  on  nitrogen  metab- 
olism in  adult  human  subjects. 

These  studies  have  revealed  that  the  de- 
crease in  nitrogen  retention  occurring  with 
prednisone,  prednisolone,  and  triam- 
cinolone®® is  preceded  and  accompanied  by 
a decrease  in  plasma  lysine  level.  The 
correlation  is  well  in  excess  of  the  1 per  cent 
level  of  significance.  Small  increases  in 
plasma  methionine  and  threonine,  although 
statistically  borderline  in  nature,  were  also 
observed.  It  is  of  practical  significance 
that  the  daily  addition  of  600  mg.  of  L-lysine 
to  the  dietary  of  corticosteroid-treated 
patients  whose  protein  intake  was  adequate 
(1.5  Gm.  per  kilogram)  produced  a complete 
or  partial  remission  of  nitrogen  losses  and 
restitution  of  plasma  lysine  levels  to  the 
norm. 

The  present  state  of  knowledge  suggests, 
therefore,  that  the  mechanism  of  cataract 
formation  may  be  reveeded  by  more  ex- 
tensive studies  on  the  effect  of  corticosteroids 
on  the  availability  of  amino  acids  and  some 
of  the  B vitamins.  Such  an  approach  could 
be  expected  to  yield  practical  modalities 
which  would  reduce  the  hazard  incident 
to  the  use  of  these  necessary  and  very  useful 
drugs. 

Anthony  A.  Albanese,  Ph.D. 
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Meeting  of  the  Medical  Society  of  the  State  of  New  York  which  will  be  held  in 
New  York  City,  May  13  to  17, 1963. 

A gold  medal  and  cash  prize  of  $500  in  memory  of  the  late  editor  of  the  New 
York  State  Journal  of  Medicine  is  awarded  annually  for  the  article 
judged  to  be  the  most  outstanding  of  those  which  appeared  in  the  Journal 
during  the  previous  year. 

Every  Journal  subscriber  is  invited  to  send  his  nomination  to  the  editor  of  the 
Journal  for  the  best  article  which  appeared  in  the  Journal  in  1962,  giving 
brief  reasons  for  the  choice. 

Nominations  must  reach  the  editor  by  March  31,  1963.  They  should  be 
addressed  to  William  Hammond,  M.D.,  Editor,  New  York  State  Journal  of 
Medicine,  750  Third  Avenue.  New  York  17,  New  York. 
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Also  appropriate  to  feminine  physiology  are  certain  effects  noted 
clinically  in  women  taking  Enovid  for  long-term  suspension  of  fer- 
tility. Characteristically,  cyclic  regularity  is  achieved,  the  duration  of 
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Andrews  and  Andrew's-:  “In  95.2%  of  patients  on  this  cyclical  manage- 
ment the  volume  of  menstrual  flow'  has  been  decreased  and  this  has 
been  of  help  in  those  having  menorrhagia.  Dysmenorrhea  has  been 
eliminated  or  significantly  improved  in  87.5%  of  patients  where  this 
has  been  present.  Relief  of  premenstrual  tension  has  frequently  been 
noted.”  Of  particular  significance,  “The  general  acceptance^  by 
women  of  this  regimen  has  been  excellent.  Many  have  commented  on 
a feeling  of  well  being  and  freedom  from  fear  of  pregnancy.” 

The  results  of  seven  years  of  wide  clinical  experience  among  more 
than  one  million  users  of  Enovid  are  reported  in  Physicians’  Product 
Brochure  No.  67  and  in  Searle’s  “Drug  Caution”  letter  of  August  7, 
1962,  extra  copies  of  which  are  available  on  request. 
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(brand  of  norelhynodrei  vrith  elhynylestrodiol  3-meihyl  ether)  tablets  of  5 mg.  and  of  10  mg. 


Norethynodrel,  a steroid  molecule  displaying  both  progestational  and 
estrogenic  properties,  “appears  to  be  completely  free*  of  any  andro- 
genic or  antiestrogenic  activity.”  Thus,  apart  from  its  thoroughly 
established  efficacy  in  ovulation  inhibition,  Enovid  is  physiologically 
appropriate  for  feminine  use. 


Enovid  is  an  exclusive  product  of  Searle  Research.  It  is  not  available  under  any  other  name. 
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greaseless  dehydrated  lotion  in  cake  form 


Clinically  tested*  in  112  patients  with 
acne  vulgaris  or  acne  rosacea, 
COSMEDICAKE  produced  results  that 
“were  cosmetically  and  therapeutically 
good  in  99.”  Skin  lesions  were 
effectively  controlled  and  masked. 
None  of  the  patients  experienced  any 
adverse  effects.* 


pore  size  and  combat  skin  bacteria. 
COSMEDICAKE  is  available  in  easy-to- 
use  cake  form,  which  when  applied 
with  a damp  sponge  is  reconstituted 
as  a fast-drying  lotion.  There  is  no 
separation  ...  no  precipitation  ...  no 
uneven  application  or  concentration. 
The  patient  looks  better,  feels  more 
confident  as  COSMEDICAKE  helps  im- 
prove her  appearance  while  the  skin 
lesions  heal. 

♦COSMEDICAKE  contains 
colloidal  sulfur,  benzal- 
konium  chloride,  salicylic 
acid  and  hexachlorophene 
in  a smooth,  greaseless 
base.  Supplied  in  four 
skin-matching  colors. 

• • • 

I.  Berger,  R.A.,  Clinical  Medicine, 
Sept.  1961. 


COSMEDICAKE  provides  adjunctive  treat- 
ment in  acne,  facial  seborrhea,  fol- 
liculitis, and  other  eruptions  of  cos- 
metic importance.  Its  con- 
venience and  elegance 
achieves  continued  coop- 
eration from  grateful 
patients.  Its  gentle,  astrin- 
gent, keratolytic  and  anti- 
septic agents*  help  dry 
up  excess  oiliness,  diminish 
pustules,  serve  to  elimi- 
nate comedones,  reduce 
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Scientific  Articles 


Measles  Vaccine 
and  Immunity 


SAMUEL  KARELITZ,  M.D. 
New  Hyde  Park,  New  York 

From  the  Long  Island  Jewish  Hospital 


Since  enders*  introduced  the  attenuated 
live-virus  measles  vaccine,  thousands  of 
children  have  been  successfully  immimized 
with  vaccines  of  this  type.  My  colleagues 
and  I*  have  tested  four  such  vaccines.* 
These  have  uniformly  produced  immunity  to 
measles  in  those  formerly  susceptible.  In 
the  past  two  years  we^  have  also  investigated 
in  650  children  the  efficacy  of  a formalin- 
killed,  alum-adsorbed  measles- virus  vac- 
cine. t In  this  report  we  wiU  summarize  the 
general  experience,  including  our  own,  with 
the  live  vaccine  and  will  report  on  the  re- 
sults obtained  to  date  with  one,  two,  or  three 
doses  each  of  1 ml.  of  this  killed,  alum- 
adsorbed  vaccine,  as  well  as  on  the  results 
obtained  with  a challenge  injection  of  live- 
virus  vaccine  given  a month  after  the  last 
dose  of  killed  vaccine  and,  in  few  cases,  five 
to  eight  months  after  the  last  of  three  doses 
of  killed  vaccine. 

Experience  with  live-virus  vaccine 

Attenuated  live-virus  measles  vaccine, 
prepared  from  the  Edmonston  strain 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Pediatrics,  May  15,  1962. 

* Prepared  at  the  Lederle  Laboratories,  Pearl  River, 
New  York. 

t Prepared  by  Eli  Lilly  and  Company,  Indianapolis, 
Indiana. 


ALUM-ADSORBED,  formalin-kUled  measles- 
virus  vaccine,  given  once,  twice,  or  three  times 
at  monthly  intervals,  converted  the  susceptible 
children  to  seropositive  without  producing 
clinical  disease  in  91  per  cent  after  one  dose, 
in  97  per  cent  after  two,  and  in  100  per  cent 
after  three.  Challenge  with  attenuated  live- 
virus  vaccine  one  month  after  one,  two,  or 
three  doses  of  the  killed  vaccine  resulted  in  a 
rise  of  neutralizing-antibody  titers  from  13.9 
to  194,  18.3  to  223,  and  52  to  229  respec- 
tively. Challenge  reactions  following  doses 
of  killed  vaccine  were  very  few.  Of  600 
children  who  received  live-virus  vaccine  either 
alone  (150)  or  as  a challenge  following  the 
killed  vaccine  (450)  within  the  past  three 
years,  no  instance  of  measles  has  been  ob- 
served, even  among  those  who  were  known  to 
have  been  exposed. 


supplied  to  the  manufacturers  by  Enders,  has 
been  tested  extensively  in  the  past  three 
years.  Most  of  the  vaccines  have  been 
prepared  from  measles  virus  cultivated  on 
chick  embryo  cells,  on  monkey  kidney, or 
dog  kidney®  cells.  These  attenuated  vaccines 
have  been  of  variable  concentration,  ranging 
from  6,000  to  600,000  tissue  culture  in- 
fective doses  (TCID®®)  per  milliliter.  Other 
live-virus  vaccines  have  been  prepared  and 
studied  by  Smorodintsev  et  al.^  and  by 
Zhdanov  and  Fadeeva,’  in  Russia;  by 
Matumato  et  al.,^  by  Okuno,®  and  by  others 
in  Russia  and  Japan. 

The  vaccine  has  been  instilled  into  the 
nose  and  eyes  with  inconsistent  results.®  ’® 
It  has  been  ineffective  when  given  by  mouth. 
When  injected  subcutaneously  in  doses  of 
0.1  to  1 ml. — most  frequently,  0.5  or  1 ml.^ — 
with  very  few  exceptions  it  has  resulted  in 
conversion  to  seropositive  in  several 
thousand  susceptible  persons  vaccinated.®’ 
Many  persons  so  immunized  have  sub- 
sequently been  intimately  exposed  to 
measles,®’ ®’’®  but  none  is  reported  to  have 
developed  chnical  measles.  The  measles- 
virus  neutralizing-antibody  titers  deter- 
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TABLE  I.  Measles  neutralizing-antibody  titers  versus  three  injections  of  1 cc.  of  killed  vaccine 


Pre- 

Vac- 

cine 

Titer 

Number  of  Cases 

Total 

Cases 

0 

4 

8 

16  32  64 

128 

256 

512 

0 

1 

6 

12  20 

24 

24 

18 

105 

2 

1 

2 

1 

6 

1 

11 

4 

2 

5 

4 

1 

1 

13 

8 

1 

1 

2 

4 

16 

1 

1 

1 

3 

32 

1 

3 

4 

mined  in  a few  patients,  one,  two,  or  nearly 
three  years  after  immunization,  have  been  of 
essentially  the  same  order  as  those  that  were 
observed  one  month  after  vaccination. 

Clinical  response.  The  clinical  re- 
sponse to  attenuated  live-virus  vaccine  is 
characterized  by  fever  in  50  to  75  per  cent  of 
the  recipients.  The  fever  is  usually  low 
grade,  but  temperatures  of  103  to  104  F. 
(40  C.)  have  occurred  in  5 to  25  per  cent  of 
cases.  The  mean  duration  of  temperature 
is  about  three  days,  and  a mild  rash  appears 
on  the  eighth  to  twelfth  day  in  about  50  per 
cent  of  cases.  The  patients  rarely  have  a 
toxic  reaction,  cough  is  usually  absent  or 
slight,  conjunctivitis  is  mild  or  absent,  and 
Koplik  spots  are  seen  infrequently  (in  10  per 
cent).  The  disease  has  not  been  reported  to 
be  communicable.  Bacterial  comph'cations 
occur  infrequently,  and  neither  clinical 
evidence  of  encephalitis  nor  alteration  of 
the  electroencephalogram* has  been 
observed.  Convulsions  accompanying  fever 
have  been  noted,  most  often  in  children  with 
epilepsy  or  with  a history  of  such  con- 
vulsions. 

Use  of  gamma  globulin.  Objection  to 
the  febrile  reaction  has  stimulated  the  use 
of  gamma  globulin*^"*’  to  modify  the  re- 
sponse to  the  live  vaccine.  When  it  is  mixed 
with  gamma  globulin  before  injection,  the 
vaccine  is  ineffective.  However,  if  the 
gamma  globulin  is  injected  at  a different  site 
at  the  time  of  vaccination — either  from  40 
to  80  neutralizing-antibody  doses  per  pound 
of  body  weight'^  or  as  little  as  0.2  ml., 
approximately  800  antibody  doses** — the 
clinical  reaction  to  the  vaccine  is  amelio- 
rated. The  resulting  neutralizing-antibody 
titers  are  generally  at  protective  levels,  but 
are  sometimes  low  and  even  absent  in  a 
small  number. 

Our  experience  with  attenuated  live-virus 
measles  vaccine  has  indicated  that  the  re- 


sulting illness  is  well  tolerated  by  most 
children.  Gamma  globulin  is  therefore  not 
generally  necessary,  even  though  it  does  re- 
duce the  clinical  reaction.  It  is,  however, 
indicated  for  children  receiving  live-virus 
vaccine  who  have  diseases  of  the  central 
nervous  system,  respiratory,  cardiac,  or 
endocrine  disease,  or  other  conditions  which 
might  be  adversely  affected.  Live  vaccine 
may  be  contraindicated  in  leukemia.**  Vac- 
cines which  are  good  antigens  and  which 
produce  less  fever  would  be  preferable,  and  a 
search  for  such  vaccines  is  now  in  progress. 
One  prepared  by  Schwarz**  is  now  being 
investigated  by  Krugman,  and  his  results  are 
promising. 

Experience  with  killed  vaccine 

Formalin-kiUed,  alum-adsorbed  measles- 
virus  vaccines***  ~***  prepared  from  the 
Edmonston  strain  after  multiple  additional 
passages  through  chick  embryo  and  dr 
monkey  kidney  cells  are  presently  being 
investigated.  Three  subcutaneous  injec- 
tions each  of  1 ml.  of  a formalin-killed 
and  alum-adsorbed  chick -embryo-cultivated 
virus  vaccines  were  given  at  monthly 
intervals  to  225  children.  Seroconversion 
resulted  in  aU  whose  antibody  titers  have 
been  determined,  or  in  100  per  cent  of  the 
105  measles-susceptible  children  so  treated 
(Table  I).  The  geometric-mean  antibody 
titer  was  52  one  month  after  the  third  injec- 
tion. Except  in  the  premature  infants,  a 
rise  in  neutralizing  antibody  occurred  in 
those  who  possessed  immunity  before  vac- 
cination. Their  antibody  titers  revealed  no 
booster  effect,  except  that  the  disappearance 
of  their  passive  immunity  may  have  been 
slowed. 

Two  such  injections  given  to  126  persons 
produced  seroconversion  in  63  of  the  65 
(97  per  cent)  whose  antibody  titers  were 
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TABLE  II.  Measles  neutralizing-antibody  titers  versus  two  injections  of  1 cc.  of  killed  vaccine 


Pre- 

Vac- 

cine 

Titer 

Number  of  Cases 

Total 

Cases 

0 

4 

8 

16  32  64 

128 

256 

512 

0 

2 

9 

11 

10  13 

11 

7 

2 

65 

2 

3 2 

1 

1 

7 

4 

1 

3 

1 

1 

6 

8 

16 

1 

i 

1 

3 

32 

3 

1 

2 

6 

TABLE  III.  Measles  neutralizing-antibody  titers  versus  one  injection  of  1 cc.  of  killed  vaccine 


Pre- 

Vac- 

Number  of 
st- Vaccine  1 
32 

Cases 

Total 

Cases 

Titer 

0 

4 

8 

16 

64 

128 

256 

512 

0 

9 

19 

25 

26 

15 

4 

4 

102 

2 

1 

1 

1 

1 

1 

2 

7 

4 

2 

1 

1 

3 

1 

1 

9 

8 

1 

5 

2 

2 

1 

11 

16 

2 

1 

1 

3 

7 

32 

1 

64 

1 

1 

known;  the  resulting  geometric-mean  titer 
was  18.3  (Table  II).  One  injection  of  1 ml. 
given  to  over  300  persons  converted  93  of  the 
102  (91  per  cent)  whose  antibody  titers  were 
known,  with  a resulting  geometric-mean  titer 
of  13.9  (Table  III).  Local  reactions  to  the 
vaccine  such  as  swelling  and  redness  were  ob- 
served in  a few,  but  general  reactions  were 
not  manifest,  unless  the  fever  and  the  upper 
respiratory  tract  signs  and  symptoms  seen  in 
the  first  five  days  after  vaccination  were 
caused  by  the  vaccine  rather  than,  as  we 
thought,  by  intercurrent  infection. 

Challenge  injections  of  attenuated  live- 
virus  measles  vaccine  were  given  to  50 
persons  after  three  monthly  injections  of 
killed-virus  vaccine;  to  25  one  month  after 
and  to  25  five  to  eight  months  after  vaccina- 
tion. The  data  are  now  complete  on  32  of 
the  50  and  reveal  that  a clinical  reaction  was 
conspicuously  absent.  In  most  cases  there 
was  a least  a twofold  rise  in  neutralizing  anti- 
bodies. The  geometric-mean  titer  of  neu- 
tralizing antibodies  rose  from  52  to  229 
(Table  IV). 

Challenge  injections  of  1 ml.  of  attenuated 
live-virus  measles  vaccine  given  to  126  per- 
sons one  month  after  two  injections  of  killed 
virus  were  followed  by  a sharp  rise  in  anti- 
body titer.  The  geometric-mean  titer  of 


neutralizing  antibodies  rose  from  18.3  to  223 
(Table  IV).  Eight,  or  11  per  cent  of  the  73 
on  whom  data  were  available,  had  elevated 
temperatures  after  the  seventh  day,  with 
a mean  duration  of  two  days.  Two,  or 
3 per  cent  of  73,  had  transient  and  limited 
skin  eruptions  on  the  eighth  and  ninth  day. 

One  patient  whose  temperature  reached 
104  F.  on  the  tenth  day  after  the  challenge 
injection  and  dropped  to  100  F.  on  the 
eleventh  day  had  had  a transient  rash  on 
the  ninth  day.  She  felt  tired,  weak,  and 
chilly  on  the  day  of  the  challenge  injection 
and  developed  enlarged  cervical  and  axillary 
lymph  nodes  on  the  eighth  day.  Her 
neutralizing-antibody  titer  before  the 
challenge  injection  had  been  determined  by 
one  laboratory  to  be  32  and  by  another,  to 
be  less  than  4. 

Among  the  8 with  febrile  reactions,  a 
twelve-year-old  girl  had  a temperature  of 
102  F.  on  the  eighth  and  ninth  days  after 
the  challenge  injection.  Her  neutralizing- 
antibody  titer  before  the  challenge  injection 
had  been  8,  according  to  one  laboratory,  and 
16,  according  to  another.  The  postauricular 
nodes  were  large  and  tender.  Was  this 
rubella  rather  than  rubeola? 

In  one  of  the  children  with  a temperature 
of  101  F.  on  the  eighth  day,  the  physician 
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TABLE  IV.  Geometric-mean  neutralizing-antibody  titers  after  one,  two,  and  three  doses  of  killed 

vaccine  and  after  live-virus  vaccine  challenge 

N eutralizing- Antibody 

Number  of  Doses  of  After  Killed  Titer  After  Live  Conversion 


Killed  Vaccine 

Vaccine 

Vaccine 

(Per  Cent) 

Three 

52 

229 

100 

Two 

18.3 

223 

100 

One 

13.9 

194 

100 

noted  that  several  members  of  the  child’s 
family  who  had  not  been  given  measles  vac- 
cine had  similar  grippal  illnesses  at  the  same 
time. 

Including  the  cases  described,  4 of  the  8 
with  febrile  reactions  had  pre-challenge 
neutralizing-antibody  titers  of  16  to  64, 
according  to  one  laboratory,  and  4 to  64,  ac- 
cording to  another  laboratory.  Therefore, 
it  is  most  likely  that  in  at  least  4 of  the  8,  the 
vaccine  may  not  have  been  the  cause  of  the 
febrile  reaction.  If  this  is  the  case,  the 
febrile  reaction  occurred  in  only  about  5 per 
cent  of  the  73. 

A challenge  injection  of  1 ml.  of  at- 
tenuated live-virus  measles  vaccine,  when 
given  a month  after  a single  injection  of 
kiUed  vaccine,  resulted  in  seroconversion  in 
those  children  whose  titers  were  less  than  2 
and  boosted  those  which  were  2 or  greater. 
The  geometric-mean  titer  of  neutralizing 
antibodies  rose  from  13.9  to  194  (Table  IV). 
The  clinical  response  to  the  challenge  in  this 
group  has  been  impressive.  Of  140  whose 
pre-  and  post-chaUenge  neutralizing-anti- 
body titers  were  reported,  49  had  fever,  with 
temperatures  ranging  from  100  to  104  F. 
Twenty  of  these  had  fever  on  or  after  the 
sixth  day  following  the  challenge  injection, 
and  29  had  fever  before  the  sixth  day.  One 
child  had  104  F.  on  the  sixth  and  105  F.  on 
the  seventh  post-chaUenge  day.  Ten  of  the 
29,  or  about  one-third  of  those  who  had 
fever  before  the  sixth  day,  had  neutrahzing- 
antibody  titers  of  from  2 to  16  before  the 
challenge  injection.  Two  of  the  10  had  tem- 
peratures of  103  to  104  F.  as  did  4 of  the  19 
without  pre-challenge  antibodies. 

Of  the  20  who  were  febrile  on  the  sixth 
day  or  later,  9 had  measurable  neutralizing- 
antibody  titers.  Four  of  these  9 had 
temperatures  reaching  103  to  104  F.,  as  did 
6 of  the  11  without  measurable  antibody 
titers.  Thus  it  seems  fair  to  assume  that 
many  of  these  febrile  reactions  occurred 


independent  of  the  vaccine,  but  that  high 
temperatures  were  slightly  more  frequent 
among  those  without  immunity. 

Three  patients  had  mild  rashes.  One  who 
had  a pre-challenge  neutralizing-antibody 
titer  of  4 had  a rash  on  the  sixth  day; 
another,  whose  pre-challenge  titer  was  8,  on 
the  eighth  day;  and  a third,  whose  pre- 
chaUenge  titer  was  16,  on  the  ninth  day. 
No  attempt  was  made  to  determine  whether 
or  not  these  children  had  other  viral  in- 
fections. 

Four  children  who  had  had  only  one 
injection  of  killed  vaccine  developed  very 
mild  modified  measles  from  three  to  five 
months  after  vaccination  following  exposure 
to  the  measles  of  sibhngs.  A fifth  child  who 
was  given  2 cc.  of  killed-virus  vaccine  de- 
veloped a temperature  of  102  F.  twenty 
days  later  and  a rash  on  the  twenty -first  day. 
Assuming  that  the  day  of  the  rash  was  the 
fourteenth  day,  he  must  have  been  exposed  to 
measles  about  seven  days  after  vaccination. 
He  probably  developed  enough  antibody 
after  vaccination  to  modify,  but  not  to  protect 
against,  measles.  None  of  those  who  had 
three  doses  of  killed  vaccine  developed 
measles,  even  though  2 were  intimately 
exposed  to  the  measles  of  siblings  for  sixteen 
days,  and  5 others,  for  eight  days  each. 
During  a recent  epidemic  many  of  the 
vaccinated  children  are  known  to  have  been 
exposed  to  measles  in  schools,  buses,  play- 
grounds, and  so  forth,  but  only  those 
mentioned  had  clinical  measles.  It  should 
be  repeated  for  emphasis  that  none  of  the 
150  who  had  the  attenuated  live-virus 
vaccine  alone  developed  measles,  nor  did  any 
of  the  approximately  450  who  had  a 
challenge  of  live  vaccine  after  one,  two,  or 
three  doses  of  killed  vaccine. 

Comment 

Measles  rarely  occurs  in  a person  who  has 
previously  had  the  disease.  Although  mul- 
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tiple  attacks  have  been  reported,^'*  inquiries 
sent  to  more  than  1,000  pediatricians  have 
yielded  only  7 cases  of  second  attacks  of 
measles  and  19  cases  of  measles  after  attacks 
modified  by  gamma  globuhn  or  convalescent 
serum.  Even  children  with  agammaglobuli- 
nemia have  not  had  second  attacks  of  measles. 
Third  attacks  have  been  reported,  but  have 
not  been  weU  documented  and  are  extremely 
unlikely. 

Panum^®  noted  during  the  Faroe  Island 
epidemic  of  1846  that  the  only  ones 
who  escaped  the  infection  were  the  98 
elderly  people  who  had  had  measles  during 
the  epidemic  of  1781,  sixty -five  years  before. 
Similar  observations  were  made  in  Southern 
Greenland  in  1951. 

Forty-eight  children  who  had  had 
modified  measles  up  to  ten  years  before  had 
measles  neutralizing-antibody  titers  of  an 
order  similar  to  the  titers  of  those  who  had 
had  ordinary  measles.  Many  of  my  ex- 
patients who  had  modified  measles  twenty- 
five  to  thirty  years  ago  have  been  repeatedly 
exposed  to  the  measles  of  their  own  children, 
yet  none  has  developed  recognizable  measles. 

Thus  with  few  exceptions  as  noted,  there 
is  convincing  evidence  that  once  a person  is 
infected  with  and  immunized  by  natural 
measles,  the  protection  is  lifelong  even 
though  the  disease  is  ameliorated  by  gamma 
globulin. 

It  has  been  suggested  that  a persistent 
immimity  to  measles  is  associated  with  the 
frequent  rise  in  antibodies  due  to  the 
anamnestic  response  following  repeated  ex- 
posure to  natural  measles.  Stokes^®  quotes 
HiUeman,  who  observed  that  8 children  with 
low  neutralizing-antibody  titers  following 
natural  measles  had  increases  after  exposure 
to  measles.  In  a recent  study  we®  found  that 
the  measles-virus  neutralizing-antibody 
titers  of  a group  of  women  who  were  from 
thirty-five  to  fifty-five  years  of  age  were  of 
the  same  order  of  magnitude  as  the  titers  of 
a group  of  pediatricians  who  were  from 
thirty-seven  to  sixty  years  of  age.  The 
physicians  had  been  seeing  patients  with 
measles  very  frequently,  from  15  to  50 
times  within  three  months  up  to  or  within  a 
week  of  the  test,  and  the  women  had  had  no 
known  contact  with  measles  for  five  to 
twenty  years. 

Enders  et  al.^  did  not  observe  a booster 
effect  from  a second  injection  of  attenuated 
live-virus  vaccine  in  101  children,  nor  did 


several  other  investigators.  Further,  at- 
tenuated live-virus  vaccine  produced  neither 
clinical  nor  immunologic  response  in  infants 
with  passive  immunity,  which  usually  lasts 
up  to  six  months  of  age  or  sometimes  later. 
Their  response  is  similar  to  that  of  older 
children  and  adults  who  have  been 
challenged  with  measles  vaccine  after  they 
acquired  serologic  immimity  following 
natural  measles  or  measles  modified  by 
gamma  globulin.  Exceptions  do  occur,  but 
in  such  cases  the  booster  effect  of  live  vaccine 
is  usually  of  a lower  order.  Thus  it  seems 
that  the  need  for  repeated  exposure  to 
measles  for  the  persistence  of  immunity 
has  not  yet  been  demonstrated. 

Attenuated  live-virus  vaccine  has  been  in 
use  approximately  three  years.  Of  the 
thousands  of  children  who  have  been  so 
immunized,  many  have  been  exposed  to 
natural  measles,  and  none  has  developed 
clinical  measles.  Antibody  studies  reveal  a 
pattern  of  titer  descent  similar  to  that 
following  ordinary  measles.  These  ob- 
servations suggest  that  immunity  following 
a single  live-virus  vaccination  may  endure 
for  a long  time,  perhaps  indefinitely. 


Conclusions 

Alum-adsorbed,  formalin-kiUed  measles- 
virus  vaccine,  when  given  once,  twice,  or 
three  times  at  monthly  intervals,  converted 
the  susceptible  children  to  seropositive 
without  producing  clinical  disease.*  This 
occurred  in  91  per  cent  after  one  dose  of 
vaccine;  in  97  per  cent  after  two;  and  in  100 
per  cent  after  three.  After  a challenge 
injection  of  live- virus  vaccine  which  was 
given  a month  after  the  last  of  the  kiUed- 
virus  vaccine  doses,  the  neutralizing-anti- 
body titers  rose  from  a geometric  mean  of 
13.9  to  194  after  one  pre-challenge  dose;  from 
18.3  to  223  after  two;  and  from  52  to  229 
after  three.  The  usual  antibody  response  of 
measles-susceptible  children  to  infection 
with  ordinary  measles  or  to  a single  injection 
of  live  virus  is  greater  than  to  one,  two,  or 
three  doses  of  killed  vaccine  but  somewhat 
lower  than  the  response  to  a live-virus 
challenge  following  the  killed  vaccine.  Thus 
there  seems  to  be  some  advantage  in  the  use 
of  the  killed  vaccine  and  the  live-vaccine 

* No  difference  was  observed  when  two  doses  were  given 
at  two-week  intervals. 
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challenge  over  the  use  of  killed  vaccine  or 
live  vaccine  alone. 

Children  immunized  with  live-virus 
vaccine  do  not  usually  respond  to  a live- 
virus  challenge,  but  do  have  an  increase  in 
neutralizing  antibody  titers  following  an 
injection  of  killed  vaccine.  Therefore, 
should  it  become  necessary  to  give  booster 
doses  of  vaccine  to  those  treated  with  live- 
virus  vaccine,  the  use  of  killed  vaccine, 
possibly  in  combination  with  live-virus 
vaccine,  may  be  indicated. 

While  our  program  of  using  killed  vaccine 
with  and  without  live-virus  challenge  began 
less  than  two  years  ago,  certain  observations 
have  been  made  which  indicate  considerable 
success.  None  of  the  children  who  had 
three  doses  of  killed  vaccine  had  a clinical 
response  to  a live-virus  vaccine  challenge 
given  one  to  eight  months  after  the  third 
dose  of  killed  vaccine.  Several  of  those  who 
had  three  doses  of  killed  vaccine  were 
intimately  exposed  to  the  measles  of  siblings 
seven  months  later  and  did  not  develop 
measles. 

None  of  the  450  children  given  a live- virus 
challenge  after  one,  two,  or  three  doses  of 
killed  vaccine  has  developed  measles,  even 
though  these  children  reside  in  areas  where 
measles  has  been  epidemic  throughout  the 
winter  and  spring  of  1962.  Many  of  them 
are  known  to  have  been  exposed  to  measles, 
and  the  likelihood  is  great  that  others  have 
also  been  repeatedly  exposed. 

In  contrast,  children  who  had  one  and  a 
few  who  had  two  doses  of  killed  vaccine 
reacted  to  a live-vaccine  challenge  with 
fever  and  in  few  cases  with  rash,  even  though 
in  some  instances  their  neutralizing-antibody 
titers  were  4 to  16  at  the  time  of  the 
challenge. 

WTiile  many  problems  require  elucidation, 
certain  things  are  suggested;  Live- virus 
vaccine,  whether  given  alone  or  following 
killed  vaccine,  seems  to  render  the  person 
solidly  immune  to  measles.  Three  doses  of 
killed  vaccine  also  immunize,  but  the  dura- 
tion of  this  immimity  remains  to  be  deter- 
mined. Two  doses  of  killed  vaccine  given 
two  or  four  weeks  apart  offer  almost  com- 
plete protection  against  a challenge  with  live 
measles-virus  vaccine.  One  dose  of  killed 
vaccine  minimizes  the  reaction  to  live-virus 
vaccine  and  after  three  to  five  months 
protects  sufficiently  to  modify  measles 
acquired  through  contact  with  the  wild  virus. 


Summary 

1.  Alum-adsorbed,  formalin-killed  mea- 
sles-virus vaccine  prepared  from  Enders’ 
Edmonston  strain  grown  on  chick  embryo, 
injected  subcutaneously  in  doses  of  1 ml. 
once,  twice,  or  three  times,  at  monthly 
intervals,  caused  seroconversion  from 
neutralizing-antibody  titers  of  0,  less  than 
2,  or  less  than  4 to  geometric-mean  titers  of 
13.9  in  91  per  cent  of  102  after  one  injection; 
of  18.3  in  97  per  cent  of  65  after  two;  and  of  52 
in  100  per  cent  of  105  after  three. 

2.  Challenge  with  attenuated  live-virus 
vaccine  one  month  after  one,  two,  or  three 
doses  of  the  killed  vaccine  resulted  in  a rise 
of  neutralizing-antibody  titers  to  194,  223, 
and  229  respectively,  with  a very  low 
incidence  of  febrile  reactions  and  very  few 
rashes. 

3.  The  results  of  a challenge  with  at- 
tenuated live-virus  vaccine  one  month  or  five 
to  eight  months  after  the  third  monthly 
injection  of  the  killed  vaccine  were  char- 
acterized by  the  absence  of  fever  and  other 
clinical  disease.  Similarly,  challenge  re- 
actions following  two  doses  of  killed  vaccine 
were  very  few;  approximately  5 per  cent  had 
fever  and  3 per  cent  had  rashes.  The 
reactions  to  the  challenge  after  one  dose  of 
killed  vaccine  occurring  on  the  sixth  post- 
challenge day  or  later  consisted  of  sparse 
rash  in  2 per  cent  and  fever  in  14  per  cent; 
of  those  with  fever,  one-half  had  103  to 
104  F.  for  one  or  two  days. 

4.  Of  the  600  children  who  received  live- 
virus  vaccine  either  alone  (150)  or  as  a 
challenge  following  the  killed  vaccine  (450) 
within  the  past  three  years,  no  instance  of 
measles  has  been  observed,  even  among  those 
who  have  been  exposed  to  siblings  with 
measles  and  among  the  many  others  who 
were  exposed  more  casually  for  shorter 
periods,  for  example,  in  school  outbreaks. 

5.  Four  children  who  had  a single  in- 
jection of  killed  vaccine  developed  modified 
measles  after  contact  with  live  virus  three  to 
five  months  after  vaccination.  One  who  was 
vaccinated  seven  days  before  contact  also 
had  modified  measles. 

6.  The  difference  in  response  to  the  live- 
virus  challenge  of  those  vaccinated  with 
killed  vaccine  is  compared  with  that  follow- 
ing a previous  injection  of  live-virus  vac- 
cination and / or  natural  measles. 

7.  Killed  vaccine  given  once,  twice,  or 
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thrice  and  challenged  by  attenuated  live 
vaccine  offers  an  effective  immunization 
procedure  which  is  an  acceptable  alternative 
to  the  attenuated  live-virus  vaccine  alone  or 
with  gamma  globulin. 
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Discussions 

Francis  L.  Black,  M.D.,  New  Haven, 
Connecticut.  Dr.  Karelitz  has  emphasized 
the  durability  of  the  immunity  that  follows 
infection  with  measles,  whether  natural, 
modified  by  gamma  globulin,  or  due  to 
attenuated  virus.  However,  he  has  also 
pointed  out  that  certain  anomalous  situa- 
tions exist.  He  has  shown  that  an  occasional 
person  may  resist  infection  many  times  and 
then  finally  prove  susceptible;  that  a low 
antibody  titer  derived  from  killed  vaccine 
does  not  prevent  response  to  live  vaccine, 
although  a similar  titer  derived  from 
previous  infection  would  block  reinfection. 

The  antibody  titers  that  Dr.  Karelitz  has 
reported  have,  I believe,  aU  been  titers  of  neu- 
tralizing antibodies.  Although  this  is  the  test 
currently  most  favored,  there  are  at  least 
three  others  available  to  us:  the  anti- 
hemolytic,  the  complement  fixation,  and 
the  hemagglutination-inhibition  tests.  Re- 
sults obtained  by  the  different  tests  usually 
agree  but  may  differ  in  special  cases. 
Measles  is  a moderately  large  virus  and 
structurally  complex.  The  virus  particle 
itself  has  an  internal  thread,  a coat,  and 
external  protrusions.®  Schluederberg,"  now 
working  at  Yale,  has  been  able  to  fractionate 
virus  preparations  by  density  and  has 
shown  that  the  hemagglutinin,  the  com- 
plement-fixing antigen,  and  the  infectious 
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FIGURE  1.  Distribution  of  measles-associated 
activities  on  cesium  chloride  gradients. 


virus  form  different  distribution  patterns 
(Fig.  1).  The  peak  of  the  hemolytic  activity 
coincides  with  the  main  complement-fixing 
component,  but  there  may  be  differences  in 
distribution.  Immune  sera  usually  contain 
antibodies  against  aU  four  activities  of  the 
virus;  and  although  we  have  not  yet  ob- 
tained specific  serum  preparations  active 
against  only  one  of  the  virus  activities,  it 
seems  probable  that  since  the  activities  may 
be  found  on  separate  units,  the  antibodies 
also  will  be  separable. 

It  is  by  no  means  sure  that  the  antibodies 
measured  by  the  neutralization  tests  are  the 
antibodies  that  are  responsible  for  the 
passive  transfer  of  immunity.  Mitus  and  her 
co-workers'^  found  low  neutralizing  titers 
without  meastuable  complement-fixing  titer 
in  children  with  persistent  measles-virus 
infections  in  the  form  of  Hecht’s  pneumonia. 
We  have  found  a single  instance  in  which  a 
serum  sample  taken  from  a child  shortly 
after  exposure  without  disease  had  a defi- 
nite but  low  neutralizing  titer  without 
either  measmable  complement-fixing  or  hem- 
agglutinin-inhibiting  antibodies.  This  girl 


FIGURE  2.  Incidence  of  reported  measles  follow- 
ing exposure  in  relation  to  measles-neutralizing 
titer  in  pre-exposive  serum  samples. 


later  lost  the  neutralizing  antibodies,  and 
when  she  was  exposed  again  later,  she 
developed  typical  measles. 

Instances  of  this  sort,  however,  are  very 
much  the  exception.  Much  more  impressive 
is  the  degree  of  correlation  which  exists 
between  measles  antibodies  and  immunity. 
A study  carried  out  at  a Coimecticut  home 
for  retarded  children  may  illustrate  this.  A 
total  of  123  children  from  whom  we  had 
serum  specimens  were  later  exposed  to 
measles  within  their  dormitory  rooms  (Fig. 
2).  Thirty -nine  cases  of  measles  were 

reported  in  this  group.  When  antibody 
determinations  were  made,  it  was  found  that 
at  least  87  per  cent  of  those  who  did  not 
develop  measles  had  prior  neutralizing 
antibodies,  whereas  only  1 (2.5  per  cent)  of 
those  who  subsequently  contracted  measles 
had  a positive  preclinical  serum.  This  one 
child  had  a history  of  measles  four  years 
earlier,  and  a question  may  be  raised  as  to 
the  accuracy  of  the  diagnosis  on  the  second 
occasion.  The  group  of  11  children  who  are 
recorded  as  having  resisted  infection,  al- 
though negative  for  antibodies,  includes 
everyone  with  titers  less  than  4 in  a standard 
tube  dilution  test.  By  using  a plaque  re- 
duction test,  that  is,  a test  that  measures  the 
degree  of  neutralization  rather  than  an  all-or- 
nothing  effect,  we  could  increase  the  sen- 
sitivity about  eightfold,  and  most  of  this 
group  could  be  distinguished  from  those  who 
proved  susceptible. 

Again,  we  may  demonstrate  tbe  correla- 
tion between  measles  inununity  and  anti- 
bodies by  a set  of  data  obtained  with  speci- 
mens from  Tahiti.**  There  was  a massive 
measles  epidemic  there  in  1951,  but  no 
further  cases  before  tbe  time  in  1959  when 
Dr.  Rosen  of  the  National  Institutes  of 
Health  collected  serum  specimens.  The 
results  of  the  tests  on  these  sera  were  as 
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TABLE  V.  Measles  antibodies  in  seven  patients 
with  agammaglobulinemia 


Age  (Years)  and 
Type  of  Disease 

Titer  by 

Plaque  Reduction 

Congenital 

1 

<2 

6 

16 

11 

<4 

13 

<2 

Acquired 

35 

<8 

57 

8 

58 

2 

follows:  Only  1 child  in  the  range  between 
six  months  and  eight  years  of  age  had 
antibodies;  aU  but  3 persons  over  nine  years 
of  age  had  antibodies.  Fiurthermore,  when 
an  individual  check  was  made,  it  developed 
that  the  1 six-year-old  with  antibodies  had 
had  measles  while  off  the  island,  and  the  3 
who  were  without  antibodies  in  1959  con- 
tracted measles  when  the  disease  reached 
the  island  again  in  1960.  Thus,  after  an 
interval  of  eight  years  since  the  last  reported 
case,  antibodies  had  not  been  lost  in  immime 
persons  nor  acquired  by  those  born  during 
the  interval. 

When  one  endeavors  to  establish  a 
correlation  between  circulating  antibodies 
and  immunity,  the  question  of  the  status  of 
agammaglobulinemic  patients  must  be 
answered.  They  are  reported  to  develop 
normal  immimity  to  measles,  yet  are  pre- 
sumed to  have  little  or  no  circulating  anti- 
body. It  is  difficult  to  get  suitable  specimens 
for  testing  since  these  persons  are  usually 
treated  with  large  doses  of  gamma  globulin. 
Robert  A.  Good,  M.D.,  of  the  University 
of  Minnesota  was  able  to  supply  us  with 
seven  sera  from  untreated  patients.  These 
were  run  in  the  plaque-reduction  test  for 
measles-neutralizing  antibodies  (Table  V). 
Three  gave  measurable  titers.  Three  of 
those  with  negative  reactions  were  yoimg 
enough  to  have  been  really  nonimmune,  but 
no  histories  were  available.  One  serum  was 
toxic  for  tissue  culture,  and  could  not  be 
tested  at  very  low  dilution.  The  titers  of 
those  with  positive  reactions  are  all  low, 
but  not  lower  than  the  lowest  values  found 
in  normal  immune  persons. 

Tirrning  for  the  moment  from  the  matter 
of  the  significance  of  measles  antibody  titers, 
I would  like  to  consider  the  question  of 
secondary  attack  rates  which  Dr.  Karelitz 
has  discussed.  Dr.  Karelitz  has  presented 


TABLE  VI.  Measles  antibodies  in  children  with 
negative  history 


Area 

Author 

Num- 

ber 

Tested 

Positive 
Num-  Per 
her  Cent 

New  Haven, 
Conn. 

Black 

36 

12 

33 

St.  Joseph, 
Mo. 

Snyder 
et  al.^ 

213 

54 

25 

New  York 
City 

Krugman 
et  al.'‘ 

727 

135 

19 

data  showing  an  ultimate  attack  rate  in  con- 
tacts of  about  98  per  cent  of  susceptible 
children.  High  values  such  as  this  have  been 
foimd  regularly  in  isolated  populations,  as  in 
Greenland,  where  a rate  of  99.9  per  cent  was 
reported,*  but  recent  work  in  this  country  has 
often  suggested  that  a considerable  propor- 
tion of  those  who  are  presumed  to  be  sus- 
ceptible on  the  basis  of  history  actually  prove 
resistant.  The  difference  in  results  may  be 
related  to  differences  in  the  age-specific  attack 
rate  and  to  the  introduction  of  gamma  globu- 
lin. Serologic  studies  also  indicate  that  there 
are  a considerable  number  of  immune  persons 
among  those  who  give  negative  histories. 

A summary  of  three  such  studies  is  given 
in  Table  VI.  Many  of  the  differences 
between  history  and  serologic  result  doubt- 
less are  due  to  failure  to  remember  the 
disease,  but  that  is  not  the  whole  explana- 
tion. The  average  positive  titer  in  the 
group  with  negative  history  is  significantly 
lower  than  in  those  who  remember  having 
had  measles.  This  difference  in  titer  cannot 
have  been  due  to  forgetfulness  and  indicates 
that  the  reaction  in  this  group  must  have 
been  different  from  that  in  the  others.-^  We 
stiU  do  not  have  a full  explanation.  Gamma 
globulin  may  so  suppress  the  symptoms  that 
they  are  entirely  missed,  and  this  would 
give  rise  to  erroneous  histories.  Antibody 
titers  in  gamma  globulin  treated  persons 
are  lower  than  in  untreated  persons  but 
stiU  effective.  There  are  suggestions  that 
greatly  modified  infections  may  also  occur 
in  infants  of  from  four  to  nine  months  of 
age.  Antibodies  to  other  related  viruses 
may  play  a role,  although  canine  distemper 
has  been  ruled  out  in  this  regard. 

Faced  with  the  imreliability  of  most 
retrospective  histories,  we  have  found  that 
serologic  tests  can  be  of  considerable 
practical  value.  The  hemagglutination- 
inhibition  test®  can  be  used  to  obtain  an 
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answer  within  twenty-four  hours.  With 
this  test  we  have  been  able  to  check  the 
immune  status  of  persons  exposed  to  measles 
and  often  have  advised  that  gamma  globulin 
is  not  necessary.  So  far,  there  have  been  no 
complaints  that  we  have  predicted  wrongly. 
In  cases  of  encephalitis,  where  the  history  of 
recent  measles  is  uncertain,  we  have  also 
found  serologic  tests  useful.  A negative  re- 
action rules  out  recent  measles  with  at  least 
a 95  per  cent  certainty.  A positive  reaction 
indicates  that  the  patient  has  had  measles, 
but  not  necessarily  recently.  The  antigen 
for  these  hemagglutination  tests  is  com- 
mercially available.  The  only  other  reagent 
needed  is  monkey  red  blood  cells.  The  test 
can  be  carried  out  by  any  qualified  technician 
in  any  diagnostic  laboratory.  If  made 
generally  available,  it  could  result  in  a con- 
siderable saving  of  gamma  globulin  and 
would  improve  the  accuracy  of  the  diagnosis 
of  measles-related  diseases. 

References 

“ Waterson,  A.  P.,  Cruickshank,  J.  G.,  Laurence,  G.  D., 
and  Kanarek,  A.  D.;  The  nature  of  measles  virus.  Virology 
15:  379  (Nov.)  1961. 

i>  Schluederberg,  A.  E.:  Separation  of  measles  virus 

particles  in  density  gradients,  A.M.A.  Am.  J.  Dis.  Child. 
103:  291  (Mar.)  1961. 

Mitus,  A.,  Enders,  J.  F.,  Craig,  J.  M.,  and  Holloway,  A.: 
Persistence  of  measles  virus  and  depression  of  antibody 
formation  in  patients  with  giant-cell  pneumonia  after  measles. 
New  England  J.  Med.  261:  882  (Oct.  29)  1959. 

Black,  F.  L.,  and  Rosen,  L.:  Patterns  of  measles  anti- 

bodies in  residents  of  Tahiti,  J.  Immunol.  88:  725  (June) 
1962. 

« Christensen,  P.  E.,  et  al.\  An  epidemic  of  measles  in 
Southern  Greenland,  1951;  measles  in  virgin  soil.  II.  The 
epidemic  proper,  Acta  med.  scandinav.  144:  430  (1953.) 

/ Black,  F.  L.:  Measles  antibodies  in  the  population  of 

New  Haven,  Conn.,  J.  Immunol.  83  : 74  (July)  1959. 

0 Rosen,  L.;  Hemagglutination  and  hemagglutination- 
inhibition  with  measles  virus.  Virology  13:  139  (Jan.)  1961. 

* Snyder,  M.  J.,  et  al.:  Observations  on  the  seroepidemi- 
ology  of  measles,  A.M.A.  Am.  J.  Dis.  Child.  103:  250  (Mar.) 
1962. 

^ Krugman,  S.,  Giles,  J.  P.,  Jacobs,  A.  M.,  and  Friedman, 
H.;  Studies  with  live  attenuated  measles-virus  vaccine. 
Comparative  clinical,  antigenic,  and  prophylactic  effects  after 
inoculation  with  and  without  7-globulin,  ibid.  103:  353 
(Mar.)  1962. 

Harry  R.  Litchfield,  M.D.,  Brookyln, 
New  York.  There  is  general  agreement  on 
the  need  for  effective  means  of  vaccinating 
children  against  measles.  One  possibility 
which  has  frequently  been  discussed  is  the 
use  of  an  inactivated  measles-virus  vaccine. 
This  type  of  vaccine  has  the  advantage  of 
causing  no  significant  reactions.  In  addition, 
it  can  be  combined  with  other  virus  vaccines 


such  as  diphtheria,  pertussis,  poliomyelitis, 
and  tetanus  for  a single  injection.  However, 
it  has  been  shown  by  various  studies,  in- 
cluding one  we  carried  out  with  a killed 
measles- virus  vaccine,*  that  killed  measles 
virus  is  a relatively  poor  antigen.  Several 
injections  of  a concentrated  vaccine  con- 
taining the  adjuvant  are  necessary  to  obtain 
significant  antibody  titers.  Even  then,  it 
appears  that  these  measles  antibodies  dis- 
appear within  a few  months.  This  loss  of 
antibodies  does  not  necessarily  mean  loss  of 
protection;  so  no  real  means  of  measuring 
the  efficacy  of  a killed  vaccine  is  available. 
Therefore,  the  actual  duration  of  immunity 
can  be  established  only  through  an  epidemio- 
logic foUow-up  in  large  numbers  of  children 
over  a period  of  many  months  or  years.  To 
achieve  longer-lasting  immunity,  it  might  be 
necessary  to  give  an  injection  of  live-virus 
vaccine  following  two  or  three  injections  of 
killed  vaccine. 

The  use  of  live  measles-virus  vaccines  in 
the  past  was  associated  with  a relatively  high 
rate  of  reactions  such  as  fever  and  rash  but 
resulted  in  excellent  immunization  after 
only  one  injection.  The  relative  lack  of 
reaction  after  using  the  killed  vaccine  had 
been  its  chief  advantage.  Recently,  how- 
ever, results  with  a new,  highly  modified  live 
measles- virus  vaccine  * reported  at  the 
International  Conference  on  Measles, 
Washington,  D.C.,  in  November,  1961, 
by  A.  J.  Schwarz,  M.D.,  and  at  the  American 
Academy  of  Pediatrics  meeting.  New  York 
City,  in  May,  1962,  by  S.  Krugman,  M.D., 
demonstrated  that  it  is  now  possible  to 
produce  excellent  immimity  with  one  in- 
jection and  a minimum  of  reactions.  The 
reactions  caused  by  this  new  vaccine,  used 
without  gamma  globulin,  were  equal  to,  or 
less  than,  those  caused  by  previous  live 
vaccines  used  simultaneously  with  gamma 
globulin.  Since  effective  immunization 
with  a kiUed  measles-virus  vaccine  requires 
several  injections  and  involves  questions 
concerning  long-range  effectiveness,  the  use 
of  such  a vaccine  appears  to  be  limited  in 
comparison  with  the  new,  highly  modified 
live  measles-virus  vaccine. 

* Prepared  by  the  Pitman-Moore  Company,  Indianapolis, 
Indiana. 
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T HE  NEED  FOR  premedication  drugs  was 
obvious  from  the  beginning  of  general 
anesthesia  about  a hundred  years  ago. 
Within  the  recall  of  some  of  us,  a variety  of 
narcotics  and  other  drugs  were  therefore 
assayed  as  premedicants.  Although  certain 
of  these  drugs  provided  adequate  premedica- 
tion, they  too  often  produced  undesirable 
side-effects.  Thus  there  has  been  a con- 
tinuous search  for  better  drugs. 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Anesthesiology,  May  15,  1962. 


SATISFACTORY  PREANESTHETIC  ATARAXIA 
without  untoward  reactions  was  produced  in 
204  of  221  patients  (92  per  cent)  by  intra- 
venous hydroxyzine  hydrochloride  (Atarax), 
after  establishment  of  the  optimal  dose  in  a 
pilot  study  with  300  patients.  In  a double- 
blind study  with  an  additional  100  patients, 
89.1  per  cent  who  received  the  drug  and  not 
the  placebo  were  adjudged  in  excellent  or  good 
preanesthetic  status.  Cardiovascular  effects 
were  no  greater  than  would  be  expected  if 
hydroxyzine  had  not  been  administered.  The 
effects  of  intramuscularly  administered  150 
mg.  of  hydroxyzine,  100  mg.  of  secobarbital, 
50  mg.  of  meperidine,  150  mg.  of  hydroxyzine 
plus  50  mg.  of  meperidine,  or  a placebo  were 
evaluated.  The  over-all  results  of  the  tested 
drugs  were  superior  to  the  placebo  and,  very 
generally,  on  a par.  The  patient's  condition 
was  judged  closest  to  optimum  when  hydroxy- 
zine had  been  used.  The  meperidine-treated 
group  showed  a significantly  larger  propor- 
tion of  patients  with  an  increase  in  pulse 
and  a significantly  smaller  proportion  of 
unfavorable  responses  when  patients  were 
questioned  as  to  their  feelings. 


In  our  own  recent  time,  tranquilizers  have 
added  a useful  degree  of  sophistication  to  the 
premedication  program.  To  help  establish 
knowledge  as  to  which  tranquilizer  might 
be  the  most  effective  premedicant,  a com- 
prehensive program  of  investigation  of  the 
tranquilizer  hydroxyzine  hydrochloride*  was 
carried  out  at  Metropohtan  Hospital  in  New 
York  City  during  recent  years.  The  pro- 
gram consisted  of  two  separate  investiga- 
tions. One  was  of  intravenous  hydroxyzine, 
and  the  other  was  of  intramuscular  hydroxy- 
zine. The  study  was  carried  out  to  deter- 
mine the  clinical  effects  of  hydroxyzine  when 
given  prior  to  the  induction  of  anesthesia. 

The  effectiveness  was  measured  by  results 
with  hydroxyzine  in  providing  a state  of 
preanesthetic  ataraxia  in  patients  without 
adversely  affecting  the  status  of  the  phys- 
iologic mechanisms  at  the  time  of  surgery. 
“Ataraxia”  here  is  meant  to  designate  calm- 
ness of  mind  and  emotions,  a somewhat 
detached  serenity  without  depression  of 
mental  faculties  or  clouding  of  consciousness. 
Our  premise  is  that  the  tranquil  patient  in  a 
state  approximating  complete  homeostasis 

* Atarax,  product  of  J.  B.  Roerig  & Company,  Division, 
Chas.  Pfizer  & Co.,  Inc.,  New  York  City. 
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TABLE  I.  Surgery  in  221  women  given  hydroxyzine 
as  premedication  in  intravenous  efficacy  study 


Surgical  procedure 

Patients 

Dilatation  and  curettage 

214 

Incision  and  drainage 

2 

Excision  of  Bartholin  cyst 

1 

Hysterectomy 

1 

Appendectomy 

1 

Repair  of  ruptured  uterus 

1 

Conization 

1 

is  better  able  to  bear  the  burden  of  anesthesia 
and  surgery. 

Materials  and  methods 

Intravenous  study 

About  an  hour  prior  to  surgery,  hydroxy- 
zine was  given  intravenously  via  a glu- 
cose infusion.  The  trial  drug  was  intro- 
duced slowly  into  the  intravenous  tubing. 

Phase  A.  Pilot  dose  range-finding 
STUDY.  Hydroxyzine  was  used  with  300 
patients  in  doses  ranging  from  20  mg.  to 
350  mg.,  allowing  from  one  to  twenty 
minutes  for  intravenous  infusions. 

The  optimal  dose  for  preanesthetic 
ataraxia  was  found  to  be  100  mg.  of  hydroxy- 
zine in  20  cc.  of  saline  infused  during 
a one-  to  two-minute  interval.  All  patients 
were  observed  for  cardiovascular  effects 
throughout  this  phase,  but  no  data  were 
recorded. 

Phase  B.  Uncontrolled  efficacy 
STUDY.  In  221  women  who  were  treated 
with  the  optimal  dose  of  hydroxyzine  as 
established  previously,  the  surgical  pro- 
cedure required  was  dilatation  and  curet- 
tage, except  in  7 cases  as  noted  in  Table  I. 
General  anesthesia  was  produced  as  shown 
in  Table  II.  The  age  groups  are  shown  in 
Table  III. 

Phase  C.  Double- blind  series.  To 
confirm  the  results  in  phase  B,  another 
series  of  tests,  using  a double-blind  technic, 
was  run.  In  this  test  the  anesthesiologist 
making  the  evaluations  did  not  administer 
the  premedication  (either  hydroxyzine  or 
the  placebo)  but  simply  evaluated  the 
patient’s  status  inunediately  prior  to  the 
induction  of  anesthesia.  The  anesthesiol- 
ogist administering  the  premedication  did 
not  know  what  he  was  giving,  since  aU  the 
material  was  coded. 

Of  100  patients  included,  64  received 


TABLE  II.  Anesthesia  employed  in  221  women 


given  hydroxyzine  as  premedication  in  intravenous 
efficacy  study 

Anesthesia 

Patients 

Cyclopropane  and  oxygen 
Thiopental  (Pentothal)  sodium. 

196 

cyclopropane,  and  oxygen 
Thiopental  sodium,  nitrous  oxide. 

6 

and  oxygen 

11 

Nitrous  oxide  and  oxygen 
Thiopental  sodium  and  halothane 

3 

(Fluothane) 

2 

Spinal 

1 

Caudal 

1 

Epidural 

1 

TABLE  III.  Age  distribution  of  221 

women  given 

hydroxyzine  as  premedication  in 
efficacy  study 

intravenous 

Age  range 
(Years) 

Patients 

10  to  19 

27 

20  to  29 

134 

30  to  39 

44 

40  to  49 

13 

50  to  59 

1 

60  to  69 

1 

70  to  79 

1 

hydroxyzine,  and  36  were  given  a placebo. 
Because  the  codes  were  changed  frequently 
during  the  study  to  assure  objectivity,  it 
happened  that  a disproportionately  greater 
number  of  patients  received  the  trial  sub- 
stance than  the  placebo. 

Intramuscular  program 

A total  of  506  consecutive  surgical  pa- 
tients at  Metropolitan  Hospital  during  a 
ten-month  period  were  originally  included  in 
the  intramuscular  program.  For  statistical 
reasons  which  wiU  be  explained  later,  44  of 
these  cases  were  eliminated  from  considera- 
tion in  the  study.  AU  of  the  remaining  462 
patients  received  premedication  and  were 
fuUy  evaluated  for  its  effects,  although 
surgery  was  canceled  in  some  of  these 
(Tables  IV  and  V). 

Four  intramuscularly  administered  drugs 
and  drug  combinations  were  tested  in 
paraUel,  double-bUnd,  and  random  fashion 
with  a placebo.  The  trial  substances  con- 
sisted of  coded  5-cc.  ampules  of:  (1)  hydroxy- 
zine, 150  mg.;  (2)  secobarbital,  100  mg.; 
(3)  meperidine  hydrochloride,  50  mg. ; (4)  hy- 
droxyzine, 150  mg.,  plus  meperidine,  50  mg.; 
and  (5)  a placebo  (saUne).  Atropine  sulfate 
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TABLE  IV.  Kinds  of  surgery  performed  according  to  frequency  and  type  of  premedication 


General 

Surgery 

Totals 

Hydroxyzine 

Hydroxyzine- 

Meperidine 

Meperidine 

Secobarbital 

Placebo 

Intra-abdominal 

36 

4 

9 

7 

6 

10 

Extra-abdominal 

108 

21 

29 

16 

19 

23 

Gynecologic 

83 

20 

17 

18 

18 

10 

Genitourinary 

101 

26 

14 

20 

19 

22 

Orthopedic 

41 

8 

9 

9 

9 

6 

Intrathoracic 

13 

2 

4 

2 

2 

3 

Neurosurgical 
Ear,  nose,  ^ and 

6 

0 

3 

0 

1 

2 

throat 

15 

0 

3 

2 

4 

6 

Ophthalmologic 

3 

0 

0 

0 

0 

3 

■ ■ 

■ 

— — - 

■ — 

— — 

— 

Subtotals 

406 

81 

88 

74 

78 

85 

Cancelled 

55 

13 

6 

18 

10 

8 

Data  unobtainable 

1 

0 

1 

0 

0 

0 

■ 

■ 

— . 

— 

Totals 

462 

94 

95 

92 

88 

93 

in  the  amount  of  0.3  mg.  was  contained  in  all 
[I  of  the  trial  ampules.  The  investigators  and 
patients  did  not  know  whether  a drug,  com- 
I bination  of  drugs,  or  placebo  was  given. 

The  variety  of  anesthetic  agents  em- 
ployed are  shown  in  Table  V.  The  trial 
substance  used  with  these  anesthetic  agents 
! is  also  shown  in  this  table.  In  general,  each 
trial  substance  came  to  be  used  with  an 
equally  wide  variety  of  anesthetic  drugs. 

To  control  variables  and  biases,  the  fol- 
lowing routine  was  observed: 

Phase  A.  Evening  prior  to  surgery. 
The  chief  resident  (third-year)  evaluated  the 
physiologic  and  emotional  status  of  the 
patient.  He  recorded  on  the  drug-evaluation 
sheet  the  patient’s  blood  pressure,  pulse,  and 
respiration  and  any  night  sedation  that 
might  be  prescribed.  On  the  basis  of  the 
patient’s  general  status,  he  ordered  a volume 
of  trial  substance  to  be  administered  the 
following  morning.  The  volume  he  pre- 
I scribed  was  based  on  the  knowledge  that  5 
cc.  could  be  equivalent  to  50  mg.  of  meperi- 
' dine  hydrochloride. 

Phase  B.  Morning  of  surgery  prior  to 
INDUCTION.  The  patient  was  brought  to  the 
designated  waiting  room  which  had  been 
reserved  for  this  program  adjacent  to  the 
operating  suite.  The  resident  assigned  to 
this  room  again  took  the  patient’s  blood 
pressure,  respiration,  and  pulse,  and  he 
I recorded  them  on  the  drug-evaluation  sheet. 
Then  he  administered  the  volume  of  trial 
substance  as  prescribed  by  the  chief  resident 
the  night  before.  He  continued  to  observe 
I the  patient  and  made  a record  of  the  vital 


signs  at  intervals  of  fifteen,  thirty,  and 
forty-five  minutes. 

Between  forty-five  and  ninety  minutes 
after  intramuscular  premedication  with  the 
trial  substance,  three  attending  anesthesi- 
ologists entered  the  waiting  room  simul- 
taneously. Each  anesthesiologist,  without 
consultation  with  the  others,  individually 
and  separately  undertook  a series  of  three 
evaluations,  using  a standardized  check  list. 

1.  Objective  evaluation.  Each  anesthesi- 
ologist observed  whether  the  patient  was 
uncomfortable  or  comfortable;  worried  and 
apprehensive  or  untroubled;  excited  or 
relaxed;  happy  and  euphoric  or  serene; 
drowsy  and  sleepy  or  awake;  talkative  or 
quiet;  nauseated  or  not;  and  able  to  open 
his  eyes,  grasp  a hand  firmly,  and  perform 
the  finger-to-nose  test  with  his  eyes  closed. 

2.  Subjective  evaluation.  The  patient 
was  questioned  directly  as  to  whether  he  was 
comfortable,  worried,  tense,  unusually 
happy,  or  sleepy;  and  as  to  whether  or  not 
he  had  vomited,  had  an  upset  stomach,  felt 
tired,  saw  double,  or  had  pain. 

3.  Summary.  On  the  bases  of  the  ob- 
jective and  subjective  criteria  and  the 
changes  recorded  of  the  patient’s  vital  signs, 
each  of  the  three  physicians  evaluated  the 
patient’s  over-all  status  as  excellent,  good, 
fair,  or  poor.  Each  anesthetist  then  guessed 
which  trial  substance  had  been  given  as  pre- 
medication, and  he  recorded  this  information 
on  the  evaluation  sheet. 

Phase  C.  Induction  and  recovery. 
The  vital  signs  were  checked  again  when  the 
patient  reached  the  operating  table.  During 
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TABLE  V.  Types  of  anesthesia  in  intramuscular  study  employed  according  to  premedication  given 


Anesthesia  Totals 

Hydroxyzine 

Hydroxyzine- 

Meperidine 

Meperidine 

Secobarbital 

Placebo 

General 
Thiopental 
sodium, 
cyclopropane, 
oxygen,  and 
ether 

116 

24 

27 

19 

24 

22 

Cyclopropane, 
oxygen,  and 
ether 

40 

10 

8 

9 

5 • 

8 

Thiopental 
sodium, 
nitrous  oxide, 
and  oxygen 

38 

5 

10 

10 

7 

6 

Thiopental 
sodium, 
cyclopropane, 
and  oxygen 

33 

6 

6 

6 

8 

7 

Cyclopropane 
and  oxygen 

19 

1 

4 

2 

9 

3 

Thiopental 
sodium, 
nitrous  oxide, 
oxygen,  and 
ether 

9 

3 

0 

2 

1 

3 

Thiopental 
sodium, 
and  ether 

8 

0 

3 

3 

0 

2 

Halothane, 
nitrous  oxide, 
and  oxygen 

6 

0 

3 

1 

1 

1 

Nitrous  oxide, 
oxygen, 
cyclopropane, 
and  ether 

1 

0 

0 

0 

0 

1 

Thiopental 
sodium, 
nitrous  oxide, 
oxygen,  and 
cyclopropane 

1 

0 

0 

0 

0 

1 

Oxygen  and 
ether 

1 

0 

0 

1 

0 

0 

Thiopental 
sodium, 
nitrous  oxide, 
cyclopropane, 
oxygen,  and 
ether 

1 

0 

0 

0 

0 

1 

Block 

Spinal 

79 

20 

14 

14 

14 

17 

Epidural 

34 

7 

8 

5 

7 

7 

Elbow 

5 

1 

2 

1 

0 

1 

Brachial  plexus 

4 

1 

1 

0 

0 

2 

Local 

11 

3 

2 

1 

2 

3 

- 

— 



— • 

Subtotals 

406 

81 

88 

74 

78 

85 

Cancelled 

55 

13 

6 

18 

10 

8 

Data  unobtainable 

1 

0 

1 

0 

0 

0 



— 

— 

— 

Totals 

462 

94 

95 

92 

88 

93 

induction  it  was  noted  whether  or  not  spasm,  excessive  secretions,  or  apnea  oc- 

coughing,  vomiting,  strugghng,  laryngo-  curred.  During  recovery,  the  time  of 
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f FIGURE  1.  Effectiveness  of  hydroxyzine  in  pro- 
I viding  desired  preanesthetic  ataraxia  in  intra- 
' venous  study:  percentages  of  results  obtained  in 
? uncontrolled  efficacy  study  compared  with  those 
di  obtained  in  double-blind  study. 


arousability  was  checked;  it  was  observed 
i whether  there  was  mild,  moderate,  severe, 
I or  no  restlessness,  excitement,  or  pain.  In- 
I formation  was  also  recorded  as  to  when,  if, 
I and  what  drug  might  be  given  to  allay  pain. 

Results 

Intravenous  program.  The  optimum 
intravenous  dose  and  rate  of  infusion  were 
, established  in  phase  A.  In  phase  B the 
I anesthesiologist  who  evaluated  the  effects 
of  this  optimal  dose  of  hydroxyzine  in  aU 
patients  in  this  series,  using  the  criteria 
I described  earlier,  judged  that  this  drug 
produced  excellent  to  good  results  in  204 
patients  (92  per  cent);  fair  results  in  15 
patients  (7  per  cent);  and  poor  results  in  2 
patients  (1  percent)  (Fig.  1). 

The  effects  on  the  vital  signs  were  ob- 
I served  during  this  series,  those  occurring  in 
blood  pressure  and  pulse  being  recorded  for 
! analysis.  A change  in  blood  pressure  and/or 
j pulse  by  20  per  cent  greater  or  less  than  the 
I initial  readings  was  considered  significant. 

According  to  the  foregoing,  no  significant 
I changes  in  blood  pressure  or  pulse  occurred 
in  204  patients  (92  per  cent). 


FIGURE  2.  Results  obtained  in  intravenous  study 
with  hydroxyzine  compared  with  those  in  placebo 
treatments. 

By  these  same  criteria,  only  17  patients 
(7.5  per  cent)  experienced  significant 
changes.  Ten  of  these  alterations  were  in 
pulse  only,  6 in  blood  pressure  only,  and  1 
in  both  pulse  and  blood  pressure.  However, 
these  important  objective  signs  produced  no 
alteration  in  the  total  clinical  picture  pre- 
sented, produced  no  other  observably  ad- 
verse effect  on  the  patient,  and  did  not 
alter  unfavorably  the  course  of  recovery. 
No  significant  respiratory  embarrassment 
occurred. 

In  phase  C of  the  intravenous  program, 
the  evaluator  correctly  guessed  86  of  100 
times  whether  the  patient  received  hydroxy- 
zine or  the  placebo.  Of  the  patients  who  had 
received  hydroxyzine  intravenously,  89.1 
per  cent  were  rated  hy  the  investigator  as 
being  either  good  or  excellent  prior  to  sur- 
gery, compared  with  47  per  cent  of  those 
who  received  the  placebo.  The  difference 
between  these  two  groups  was  found  to  be 
significant  (P  <0.01)  (Fig.  2). 

In  judging  that  27  of  36  patients  who  had 
received  the  placebo  were  nonetheless  good 
to  fair  preoperatively,  the  evaluator  was  75 
per  cent  correct.  When  he  guessed  in- 
correctly, these  guesses  appeared  consistent 
with  good  or  bad  results  obtained  with  the 
placebo. 
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The  foregoing  results  were  compared  with 
those  obtained  in  the  uncontrolled  efficacy 
series.  Comparing  the  89.1  per  cent  who 
were  rated  good  to  excellent  in  the  double- 
bhnd  series  with  the  92  per  cent  so  rated  in 
the  efficacy  series,  no  significant  difference  in 
results  of  treatment  was  observed  (P  >0.05). 
The  efficacy  of  hydroxyzine  was  thus  clearly 
confirmed  as  it  became  apparent  that  the 
results  obtained  and  the  evaluations  made 
during  the  imcontroUed  efficacy  series  were 
thoroughly  justified  and  logically  attribut- 
able to  the  drug  (Fig.  1). 

Next,  a statistical  evaluation  was  under- 
taken to  determine  whether  or  not  the  iso- 
lated cardiovascular  manifestations  ob- 
served in  both  phases  B and  C could  be 
related  to  hydroxyzine  or  were  merely 
“normal”  for  any  preoperative  population. 
Since  all  the  data  in  these  series  were  pro- 
cured in  a side-by-side  fashion  in  a controlled 
manner,  and  the  lowest  expected  value  ob- 
tained was  6.8,  the  procedure  meets  the 
criterion  for  a vahd  chi-square  test.  It  was 
possible  to  conclude  that  the  cardiovascular 
effects  observed  under  the  conditions  of  the 
experiment  are  no  greater  than  would  be 
expected  if  hydroxyzine  had  not  been  ad- 
ministered. 

Intramuscular  program.  AU  informa- 
tion from  this  study  was  coded  and  trans- 
ferred to  IBM  cards  for  statistical  analysis. 

On  the  basis  of  individual  patient  need,  it 
became  apparent  that  5 cc.  of  a trial  sub- 
stance had  been  ordered  independently  in 
the  vast  preponderance  of  cases;  462  of  the 
506  patients.  The  44  patients  who  had 
received  less  than  5 cc.  amounts  were  scat- 
tered among  all  of  the  trial  substances: 
hydroxyzine,  10;  meperidine,  11;  meperi- 
dine-hydroxyzine, 13;  secobarbital,  5;  and 
placebo,  5.  Statistical  analyses  of  such 
small  cells  were  not  practicable.  Hence, 
further  mathematical  study  was  confined 
only  to  those  462  patients  who  received  5 cc. 
of  a trial  substance. 

The  three  attending  anesthesiologists  had 
made  their  summary  evaluations  of  the 
patient’s  status  without  knowing  which 
trial  substance  had  been  given.  An  analysis 
of  the  data  revealed  that  hydroxyzine  had 
actually  been  the  trial  premedicant  used  in 
the  largest  number  of  instances  in  which  the 
patient’s  status  had  been  Judged  excellent 
(Fig.  3). 

Statistical  studies  were  made  of  the  data 


Hydroxyzine 

' 

Meperidine 

Meperidine- Hydroxyzine 

Secobarbital 

Average  of  Treated  Groups 

Placebo 

1 

FIGURE  3.  Effectiveness  of  compounds  given  as 
premedication  in  5-cc.  intramuscular  doses.  These 
ranks  provide  a summary  expression  of  the  over-all 
evaluation  by  three  anesthesiologists  of  patient 
status  prior  to  surgery,  following  premedication 
with  one  of  the  trial  substances  (unknown  at  time 
of  evaluation  to  the  three  physicians).  Numerical 
values  of  3,  2,  1,  and  0 were  assigned,  respectively, 
for  evaluations  of  excellent,  good,  fair,  and  poor. 


covering  blood  pressure.  AU  treatments  and 
the  placebo  were  aUke  in  that  none  produced 
a significantly  greater  effect  on  blood  pres- 
sure than  the  other  (Fig.  4), 

Analyses  were  performed  of  data  on  pulse 
readings.  A 20  per  cent  increase  or  decrease 
in  pulse  after  premedication  was  set  as  the 
criterion  of  significant  change.  The  group 
which  received  only  meperidine  hydro- 
chloride showed  a large  proportion  of  pa- 
tients with  an  increase  in  pulse.  The  com- 
parison of  this  group  with  the  munber  who 
showed  an  increase  in  pulse  in  the  other 
three  medicated  groups  reveeUed  a difference 
which  was  significant  (P  <0.001).  Exclud- 
ing the  meperidine-treated  group,  no  sig- 
nificantly larger  proportion  of  patients 
showed  any  change  in  pulse  in  the  treated 
groups  than  in  the  placebo  group  (Fig.  5). 

The  subjective  data  developed  from  the 
questioning  of  patients  just  prior  to  surgery 
were  analyzed  mathematicaUy.  There  was 
foimd  a significantly  smaUer  proportion  of 
unfavorable  responses  to  direct  questioning 
in  the  meperidine-treated  patients  than  in 
any  of  the  other  treated  groups  (P  <0.02). 
The  other  treated  groups  were  on  a par  with 
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FIGURE  4.  Significant  changes  in  preoperative 
systolic  blood  pressure  by  drug  following  premedi- 
cation and  prior  to  induction  and  surgery  in  intra- 
muscular study.  Although  all  changes  were  re- 
corded, a significant  change  was  considered  to 
have  occurred  preoperatively  if  readings  before 
and  after  premedication  differed  by  at  least  20  per 
cent. 


FIGURE  5.  Significant  changes  in  preoperative 
pulse  by  drug  following  premedication  and  prior  to 
induction  and  surgery  in  intramuscular  study.  Al- 
though all  changes  were  recorded,  a significant 
change  was  considered  to  have  occurred  preopera- 
tively if  readings  before  and  after  premedication 
differed  by  at  least  20  percent. 


each  other.  However,  the  treated  groups 
showed  a significantly  smaller  proportion  of 
unfavorable  responses  than  did  the  placebo 
group  (P  <0.001). 

The  data  relating  to  the  recovery  of  each 
patient  who  had  undergone  surgery  were 
then  analyzed.  When  comparisons  were 
made  among  the  good  and  satisfactory 
recoveries  as  against  the  fair  and  poor 
recoveries  in  the  treated  groups,  no  sig- 
nificant difference  could  be  observed.  How- 
ever, the  treated  groups  made  a significantly 
better  recovery  after  surgery  than  the 
placebo  group  (P  <0.02). 

Analyses  were  made  to  determine  the 
extent  of  bias  of  the  various  physicians  for 
or  against  a specific  drug.  Physicians’ 
guesses  as  to  the  drug  administered  were 
compared  with  the  drug  actually  given.  It 
became  evident  that  there  was  correlation 
between  the  doctor’s  judgment  of  the 
effectiveness  of  a drug  or  drug  combination 
and  his  guess  as  to  which  drug  had  been 
given.  When  the  patient  had  been  rated 
excellent,  the  physicians  guessed  that 
meperidine-hydroxyzine  had  been  admin- 
istered; a strong  bias  in  favor  of  this  com- 
bination was  demonstrated.  Next  came 
hydroxyzine,  meperidine,  secobarbital,  and 
placebo  (Fig.  6).* 

These  analyses  revealed  how  biased  the 
results  might  have  been  had  the  double- 

* Since  the  conclusion  of  this  study,  it  has  been  observed 
that  when  hydroxyzine  is  given  in  the  presence  of  pain,  it 
does  not  produce  mania  or  excitement.  However,  hydroxy- 
zine may  not  be  expected  to  relieve  the  pain  itself. 


_H^dro>2zine, 


Meperidine 


Meperidine- Hydroxyzine 


Secobarbital 


Placebo 


FIGURE  6.  Over-all  evaluations  of  patients’  status 
prior  to  induction  according  to  physicians'  guesses 
as  to  which  blind  drug  had  been  administered  in- 
tramuscularly as  premedication.  Variations  be- 
tween this  figure  and  Figure  3,  which  shows  ratings 
of  patients’  status  according  to  drug  actually  given, 
reveal  extent  of  bias  of  investigators  for  or  against 
a specific  drug  and  underscore  necessity  and  value 
of  double-blind  design. 

blind  controls  not  been  installed  by  design. 
The  results,  therefore,  in  studies  without 
such  controls  must  necessEirily  be  viewed 
with  suspicion. 

Summary 

Intravenous  program.  Through  a pilot 
program  with  300  patients,  it  was  estab- 
lished that  100  mg.  of  hydroxyzine  in  20  cc. 
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saline  solution  infused  during  a one  to  two- 
minute  interval  about  an  hour  prior  to 
surgery  is  the  optimal  dose  for  preanesthetic 
ataraxia.  The  optimal  dose  provided  a 
calm  mind  and  emotions  without  significant 
depression  of  mental  faculties  or  vital  signs, 
thereby  rendering  the  patient  both  co- 
operative and  easily  arousable. 

With  this  technic,  dose,  and  rate  of  in- 
fusion in  a subsequent  series,  satisfactory 
preanesthetic  ataraxia  with  hydroxyzine  was 
produced  in  204  of  221  patients  (92  per  cent), 
without  imtoward  reactions.  Significant 
changes  in  blood  pressure  or  pulse  were 
recorded  for  17  patients  but  did  not  influence 
adversely  the  clinical  course. 

In  a double-blind  study  with  an  additional 
100  patients,  89.1  per  cent  who  received  the 
drug  and  not  the  placebo  were  adjudged  by 
the  same  evaluator  to  be  in  excellent  to  good 
preanesthetic  status,  compared  with  the 
92  per  cent  so  rated  in  the  imcontroUed 
series. 

A chi-square  condensation  of  the  data 
regarding  all  cardiovascular  manifestations 
which  were  seen  with  hydroxyzine  compared 
with  data  obtained  from  placebo-treated  pa- 
tients indicate  that  the  cEU-diovascular  effects 
observed  imder  the  conditions  of  the  ex- 
periment were  no  greater  than  would  be 
expected  if  hydroxyzine  had  not  been  ad- 
ministered. 

Intravenous  hydroxyzine,  by  providing 
an  eminently  desirable  status  of  pre- 
anesthetic atEiraxia  in  more  than  90  per  cent 
of  tested  patients  without  affecting  the  vital 
signs,  appreciably  advances  tbe  search  for 
an  ideal  preanesthetic  agent. 

Intramuscular  program.  The  effects  of 
intramuscularly  administered  150  mg.  of 
hydroxyzine,  100  mg.  of  secobarbital,  50 
mg.  of  meperidine,  150  mg.  of  hydroxyzine 
plus  50  mg.  of  meperidine,  or  a placebo  were 
evaluated  as  premedication  prior  to  anes- 
thesia and  surgery. 

Anesthesiologists  judged  the  patient’s 
over-aU  condition  to  be  closest  to  optimum 
when  hydroxyzine  had  actually  been  the 
premedication  used.  Only  the  meperidine- 
treated  group  showed  a significantly  larger 
proportion  of  patients  with  an  increase  in 
pulse  than  any  other  treated  group.  When 
patients  were  questioned  as  to  their  feelings, 
the  meperidine-treated  group  showed  a sig- 
nificantly smaller  proportion  of  unfavorable 
responses  than  the  other  three  treated 


groups.  Other  than  these  differences,  the 
over-all  results  with  aU  of  the  tested  drugs 
were  superior  to  the  placebo  and,  very 
generally,  on  a par. 

By  design,  the  intramuscular  study  had 
built-in  double-blind  controls.  These  con- 
trol devices  protected  the  results  against 
physicians’  biases  while  at  the  same  time 
exposing  these  biases.  The  double-blind 
technic,  therefore,  is  invaluable.  Many 
studies  not  so  designed  doubtless  provide 
questionably  valid  results. 

Conclusion 

Based  on  over-aU  efficacy  and  safety 
established  by  double-blind  methods  with 
both  the  intravenous  and  intramuscular 
routes  in  premedication,  it  can  be  said  that 
hydroxyzine  hydrochloride  has  been  placed 
imquestionably  among  those  drugs  of  funda- 
mental usefulness  in  the  practice  of  anesthe- 
siology. When  it  is  used  alone  and  in  com- 
bination with  other  premedicating  drugs, 
hydroxyzine  provides  most  of  the  advan- 
tages of  the  other  premedicating  substances 
without  some  of  their  disadvantages. 

Discussion 

Erwin  Lear,  M.D.,  Williston  Park,  New 
York.  The  authors  are  to  be  commended  for 
their  efforts  in  evaluating  hydroxyzine  in 
preanesthetic  medication.  In  recent  years 
many  ataraxic  or  tranquilizer  drugs  have 
been  made  available  for  clinical  study.  Un- 
fortunately there  are  but  few  well-controlled 
studies  in  this  important  area. 

The  investigations  just  reported  were 
designed  to  establish  which  tranquilizer 
might  be  the  most  effective  premedicant. 
Accordingly,  coded  ampules  were  prepared 
containing:  (1)  placebo;  (2)  hydroxyzine, 

150  mg.;  (3)  secobarbital,  100  mg.;  (4) 
meperidine,  50  mg.;  and  (5)  hydroxyzine, 
150  mg.,  plus  meperidine,  50  mg.  One  of 
these  ampules  was  then  ordered  preopera- 
tively  in  blind  fashion. 

Figure  3 ranks  the  drugs  according  to  the 
results  of  the  study.  Hydroxyzine  is  first, 
meperidine,  second,  and  the  meperidine- 
hydroxyzine  mixture,  third.  There  appears 
to  be  no  basis  for  this  rating  in  tbe  manu- 
script proper.  The  text  of  the  manuscript 
states  that  the  mep>eridine-treated  patients 
exhibited  significantly  fewer  unfavorable 
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responses  in  terms  of  preop>erative  evaluation 
than  the  remaining  drug  groups.  Only  the 
placebo-treated  patients  were  least  satis- 
factory. 

The  inference  is  thus  made  that  patients 
who  received  50  mg.  of  meperidine  responded 
more  favorably  than  those  patients  who  were 
given  secobarbital,  hydroxyzine,  or  hydroxy- 
zine-meperidine. 

The  data  lead  one  to  believe  that  the 
hydroxyzine-meperidine  combination  is  less 
effective  than  meperidine  alone.  This  turn 
of  events  then  suggests  that  the  addition  of 
hydroxyzine  to  meperidine  has  brought 
about  some  undesirable  effect  of  hydroxyzine 
on  meperidine.  This  is  a paradox.  Studies 
have  shown  that  the  addition  of  small  doses 
of  meperidine  (similar  to  those  employed  in 
these  studies)  enhanced  the  preoperative 
sedation  of  tranquilizers  or  their  related 
antihistamines. 

In  their  conclusion  the  authors  make  the 
following  comment;  “It  can  be  said  that 
hydroxyzine  hydrochloride  has  been  placed 
imquestionably  among  those  drugs  of  fun- 
damental usefulness  in  the  practice  of 
anesthesiology.”  There  is  no  basis  for  this 
statement  in  the  authors’  manuscript.  The 
authors’  summary  which  precedes  this 
quotation  once  again  states  that  meperidine- 
treated  patients  exhibited  the  least  propor- 
tion of  unfavorable  responses  compared  with 
the  other  drug  groups,  noting  that  “.  . . the 
over-aU  results  with  aU  of  the  tested  drugs 
were  superior  to  the  placebo  and,  very 
generally,  on  a par.” 


Addendum 

Dr.  Bizzarri.  I should  like,  first  of  all  to 
thank  Dr.  Lear  for  the  patience  and  effort  he 
expended  to  discuss  our  paper.  I wish  to 
thank  him  for  the  compliments  he  favored 
us  with  at  the  beginning  of  his  discussion.  I 
agree  with  him  that  there  are  few  weU- 
controlled  studies  in  this  whole  area.  How- 
ever, I am  compelled  to  comment  on  certain 
fallacies  in  his  interpretation  of  the  data  and 
reasoning. 

He  points  out  that  Figure  3 ranks  hy- 
droxyzine first,  and  he  states  there  appears 
to  be  no  basis  for  tbis  rating  in  the  data. 
Had  he  read  with  more  care  the  legend  under 
Figure  3,  he  would  have  realized,  contrary 
to  his  stated  interpretation,  that  patient  re- 
sponses to  questioning  were  only  part  of  the 
basis  for  the  conclusion  we  reached  and  de- 
picted in  Figure  3.  The  legend  for  this 
figure  states  that  “These  ranks  provide  a 
summary  expression  of  the  over-all  evalua- 
tion by  three  anesthesiologists  of  patient 
status  prior  .to  surgery  ...  .” 

The  next  point  he  makes  is  that  the  data 
lead  one  to  believe  that  a hydroxyzine- 
meperidine  combination  is  less  effective  than 
meperidine  alone.  If  the  data  point  to  any- 
thing, they  point  to  the  fact  that  the  over- 
all evaluation  of  hydroxyzine  alone  ranked 
higher  than  the  hydroxyzine-meperidine 
combination.  This  finding  came  as  a sur- 
prise to  us  as  well.  But  we  committed  our- 
selves to  report  our  findings  regardless  of  the 
outcome.  The  report  explains  the  great  ef- 
forts taken  to  protect  results  against  biases. 


i 

I AnnOUnC6m6nt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
1 in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  pubhshed  in  the 

‘ New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 

January  15,  1961,  reprints  of  the  series  is  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  phamphlet  to 
cover  costs. 
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Allergenic  factors 


Present  Status  of  Foods 
in  the  Etiology 
of  Allergic  Diseases 

A.  IRWIN  KLEINMAN,  M.D. 
Brooklyn,  New  York 

From  the  Department  of  Medicine, 
Division  of  Applied  Immunology,  Beth-EI  Hospital 


T HERE  IS  general  agreement  that  foods  play 
an  important  role  in  the  etiology  of  allergic 
diseases.  The  controversial  aspects  of  the 
subject,  however,  have  not  as  yet  been 
resolved  satisfactorily.  I shall  attempt  to 
evaluate  the  different  facets  of  this  subject 
and  indicate  new  promising  directions  which 
investigation  in  this  field  of  allergy  is  taking. 

Peshkin  and  Rost,  beginning  in  1922  ‘ and 
in  subsequent  years,  have  made  significant 
contributions  to  our  understanding  of  al- 
lergic diseases  in  children.  The  role  of  foods 
in  the  etiology  of  allergic  manifestations  was 
stressed  by  Rowe  in  his  book  on  food  aUergy 
in  1931^  and  in  his  numerous  articles  since 
and  also  by  Rinkel,  Randolph,  and  ZeUer.^ 
Glaser'*  dwelt  on  the  importance  of  rec- 
ognizing food  aUergy  in  infancy  and  early 
childhood,  as  did  Sherman  and  Kessler.® 
Markow  gave  a concise  yet  comprehensive 
discussion  of  the  subject  in  1956.®  Withers 
and  Hale^  reviewed  the  hterature  on  food 
allergy  in  the  same  year.  Hill*  in  his  recent 
articles  on  certain  aspects  of  allergy  in 
children  emphasized  that  environmental 
allergens  should  not  be  overlooked  even 
when  sensitivity  to  food  is  established. 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Allergy,  May  14,  1962. 


RinkeP  classifies  food  aUergy  into  (1)  the 
fixed  type  and  (2)  the  cycUc  type.  In  the 
former  the  sensitivity  to  the  food  is  more 
or  less  permanent,  and  therefore  symptoms 
invariably  wiU  foUow  its  ingestion  no  matter 
how  long  the  food  has  been  omitted  from  the 
diet.  In  the  cycUc  type,  tolerance  to  the 
food  can  be  acquired  by  omitting  it  from  the 
diet  for  a period  of  time.  Subsequently 
tolerance  can  be  maintained  if  the  food  is 
eaten  infrequently  and  in  moderate  amoimts. 

The  idea  that  the  quantity  of  aUergen  is 
important  in  the  production  of  cUnical  symp- 
toms is  borne  out  by  our  experience  with 
poUen  sensitivity.  Some  of  our  hay  fever 
patients  develop  symptoms  when  the  poUen 
count  is  low  and  others  only  when  it  is  high. 
The  same  basic  principle  appUes  to  foods. 
In  cases  in  which  exquisite  sensitivity  to  a 
food  exists,  the  threshold  of  tolerance  is  so 
low  that  even  the  most  minute  amount  of 
the  protein  will  induce  severe  aUergic  symp- 
toms. 

Such  foods  as  eggs,  wheat,  milk,  potatoes, 
beans,  tomatoes,  and  chocolate  are  common 
offenders,  depending  on  the  age  of  the  pa- 
tient and  the  frequency  with  which  the  food 
is  eaten.  The  influence  of  heredity  is 
acknowledged  to  be  as  important  in  food 
aUergy  as  in  aUergic  manifestations  which 
are  due  to  other  aUergens. 

Foods  consist  of  many  components,  only 
one  of  which  may  be  aUergenic.  In  addi- 
tion it  has  been  estabUshed  by  the  work  of 
Fries, *“■'*  and  Ratner  and  others***’**  that 
when  a food  is  denatured  by  heat  its  al- 
lergenicity, in  most  instances,  is  reduced. 
On  the  other  hand,  Kustner,*^  who  was  fish- 
sensitive,  was  able  to  eat  raw  but  not  cooked 
fish.  Cooking  the  fish  to  55  C.  rendered  it 
aUergenic  both  by  skin  tests  and  clinicaUy. 
Some  foods  are  not  altered  sufficiently  by 
heat  to  render  them  nonaUer genic  in  in- 
dividuals who  are  highly  sensitive  to  them. 
Those  who  are  acutely  aUergic  to  eggs,  for 
example,  cannot  tolerate  cooked  or  baked 
products  containing  eggs.  One  can  con- 
clude, therefore,  that  foods  contain  heat- 
stabile  or  heat-labile  components.  On  the 
other  hand,  in  some  instances  heat  may 
change  the  physical  and  chemical  composi- 
tion of  a food  so  as  to  render  it  aUergenic. 

There  is  general  agreement  that  aUergy 
to  food  plays  an  important  role  in  the 
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THERE  IS  AS  YET  no  objective  method  of  diag- 
nosing food  allergy.  The  clinician  must  de- 
pend on  a careful  history,  skin  tests,  clinical 
corroboration  of  positive  reactions  to  foods, 
and  elimination  of  provocative  diets.  Stand- 
ards for  preparation  and  potency  testing  of 
allergenic  extracts  for  foods  used  for  testing 
should  be  established,  and  natural  foods  should 
be  used  in  testing  whenever  possible.  At- 
tention should  be  given  also  to  environmental 
allergens.  The  use  of  newer  immunologic 
technics  should  give  greater  understanding  of 
the  role  of  foods  in  allergic  diseases. 


causation  of  allergic  manifestations  in  in- 
fants and  young  children.  Their  role  in 
adults  often  may  be  overshadowed  by  an 
allergy  to  inhalants  which  is  frequently  pres- 
ent and  readily  diagnosed.  Rowe,*  Rinkel,® 
and  others  maintain  that  allergy  to  food 
is  important  throughout  life  in  allergic  in- 
dividuals, either  alone  or  in  combination 
with  inhalant  allergens. 

Allergic  manifestations 

Walzer  in  1927  was  able  to  demonstrate 
that  imdigested  proteins  can  and  do  pass 
into  the  peripheral  circulation  by  absorption 
through  the  intestinal  tract  of  human  beings. 
By  the  process  of  digestion  and  metabolism 
in  the  hver,  under  ordinary  circumstances 
most  of  the  food  proteins  are  reduced  to 
amino  acids  which  are  not  antigenic.  In 
infancy  and  early  childhood  the  higher  in- 
cidence of  food  allergy  may  be  explained  by 
the  immaturity  of  the  digestive  processes 
and  also  by  the  greater  permeability  of  the 
intestinal  mucosa. 

Reactions  resulting  from  sensitivity  to 
foods  may  occur  in  any  tissue  or  organ  of  the 
body.  Most  frequently,  however,  it  is  the 
respiratory  organs,  the  skin,  and  the  gastro- 
intestinal tract  that  are  involved.  The 
most  common  symptoms  caused  by  food 
allergy  are  atopic  eczema,  allergic  rhinitis, 
bronchial  asthma,  urticaria,  and  angio- 
neurotic edema.  The  allergic  manifesta- 
tions may  be  immediate  and  severe  and  in- 
volve more  than  one  shock  organ.  Asthma, 
generalized  urticaria,  vomiting,  and  diarrhea 
may  occur  within  a few  minutes  after  the 
ingestion  of  an  allergenic  food,  as  is  seen  in 
exquisite  sensitivity  to  eggs,  fish,  nuts,  or 
shellfish.  More  commonly  the  symptoms 
are  delayed  and  involve  only  one  of  the 
shock  organs. 

Specific  allergies 

Celiac  syndrome.  Kunstadter'®  was  the 
first  to  correlate  some  cases  of  the  celiac 
syndrome  with  allergy  to  milk.  Later  other 
workers  incriminated  other  foods,  especially 
wheat  and  rye  cereals  containing  gluten. 
On  the  other  hand,  Di  Sant’Agnese  and 
Jones'*  in  a recent  comprehensive  article 
on  the  celiac  syndrome  concluded  that  cases 
in  which  the  ingestion  of  wheat  or  rye  gluten 
led  to  impaired  intestinal  fat  absorption 


were  caused  by  a basic  defect  in  enzymatic 
activity  or  in  metabolism.  After  studying 
these  cases  for  many  years  they  have  been 
convinced  that  hypersensitivity  to  a specific 
food  was  rarely  responsible  for  the  intestinal 
malabsorption. 

Cot  death.  Recently,  Parish,  Bar- 
rett, and  Coombs'*  offered  a hypothesis  that 
sudden  death  in  infants  during  sleep  (cot 
death)  was  caused  by  allergy  to  bovine  milk. 
They  demonstrated  by  the  tanned-ceU 
technic  that  many  normal  infants  contain 
antibodies  to  milk  in  moderate  titers.  They 
postulated  that  anaphylaxis  occurred  as  a 
result  of  sudden  absorption  of  the  milk  anti- 
gen from  the  lungs  after  regurgitation  during 
sleep  and  aspiration  of  the  stomach  con- 
tents, causing  sudden  death.  Experimen- 
tally they  were  able  to  demonstrate  a similar 
occurrence  in  milk-sensitized  guinea  pigs. 
Sudden  death  occurred  in  these  animals  after 
the  introduction  into  the  trachea  of  0.25 
cc.  of  cow’s  milk  or  the  stomach  contents 
of  an  infant  who  died  suddenly  during  sleep. 
To  simulate  sleep  these  animals  were  anes- 
thetized. A controlled  group  of  guinea 
pigs  showed  no  iU  effects  from  a similar 
route  of  administration  of  cow’s  milk. 

Ulcerative  colitis.  Taylor  and  True- 
love'*  in  a recent  study  have  shown  that 
20  per  cent  of  patients  with  ulcerative  coUtis 
have  high  serum  titers  of  antibodies  to 
casein,  16  per  cent  to  lactalbumin  and  8 
per  cent  to  lactoglobulin.  In  normal  sub- 
jects the  figures  were  4 per  cent  to  casein  and 
8 per  cent  to  lactalbumin.  No  antibodies 
to  lactoglobulin  were  present  in  normal  sub- 
jects. 

Genitourinary  allergy.  Powell**  in  a 
recent  article  reviewed  the  literature  on 
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genitourinary  allergy  and  gave  his  own  clin- 
ical experience  over  the  years.  He  found 
that  the  greatest  number  of  allergic  mani- 
festations in  the  genitourinary  tract  are 
caused  by  foods  and  drugs.  Symptoms 
such  as  nocturia,  dysiu*ia,  frequency  and 
urgency,  and  a duU  suprapubic  ache  in  an 
allergic  individual  or  in  one  with  a family 
history  of  allergy  may  be  caused  by  sensitiv- 
ity to  foods,  particularly  citrus  fruits,  to- 
matoes, chocolate,  nuts,  and  condiments. 

Skin  tests 

It  has  been  emphasized  repeatedly  by 
many  allergists  that  the  elimination  of  foods 
from  a patient’s  diet  on  the  basis  of  positive 
reactions  to  skin  tests  alone  is  not  war- 
ranted and  frequently  leads  to  hardship 
without  compensating  benefits.  When 
there  is  a positive  clinical  history  of  im- 
mediate allergic  symptoms  following  the 
ingestion  of  a food,  skin  testing  with  this 
food  should  be  done,  if  at  aU,  by  the  scratch- 
test  technic.  There  may  be  no  clinical  cor- 
relation with  the  skin  tests  when  the  symp- 
toms caused  by  food  allergy  are  of  the  de- 
layed type. 

In  testing  for  food,  the  antigen  is  usually 
prepared  from  the  raw  food,  whereas  in 
practice  it  is  mostly  cooked  or  baked  foods 
that  we  eat.  What  effect  the  cooking  of  a 
food  has  on  skin  tests  was  investigated 
by  Malkin  and  Markow^^  in  100  allergic 
individuals.  They  used  intradermal  tests 
of  extracts  prepared  from  both  raw  and 
cooked  cabbage,  eggs,  onions,  celery,  car- 
rots, white  potato,  and  string  beans.  They 
concluded  that  the  difference  in  the  reac- 
tivity of  raw  and  cooked  foods  as  shown  from 
the  results  of  this  study  was  too  small  to 
indicate  the  necessity  of  testing  patients 
routinely  with  both  cooked  and  raw  foods. 

Leibowitz,  Chester,  and  Markow*^  in- 
vestigated 70  adults  and  older  children  with 
respiratory  allergy  for  clinical  food  sensitiv- 
ity. The  skin  reactions,  whether  negative, 
slight,  or  strongly  positive,  were  followed  by 
intentional  feedings  of  the  food  in  question. 
Only  4.5  per  cent  of  positive  skin  test  reac- 
tions to  foods  were  of  clinical  significance. 
These,  however,  were  distributed  among 
25  patients  or  35  per  cent  of  the  group  stud- 
ied. In  the  presence  of  negative  skin  test 
results,  reactions  to  intentional  feedings 
were  positive  in  only  1.9  per  cent,  which 


points  out  the  importance  of  bearing  in 
mind  that  even  foods  that  give  negative 
skin  test  reactions  may  be  causative  in  the 
production  of  allergic  symptoms. 

Freedman  and  Sellars^^  studied  150  al- 
lergic infants  and  children  up  to  fourteen 
years  of  age  with  respiratory  allergy,  eczema, 
urticaria,  and  angioneurotic  edema.  They 
found  that  when  there  was  a positive  clinical 
history  of  allergy  to  nuts,  peanuts,  fish, 
peas,  and  shellfish,  skin  tests  with  these 
foods  were  apt  to  give  positive  results  in  a 
great  majority  of  cases.  The  percentage 
of  correlation  of  other  foods  was  much  lower. 
They  also  found  that  natural  foods  which 
were  applied  directly  to  the  skin  scratch 
often  gave  much  stronger  skin  reactions  than 
commercial  extracts  and  a higher  percentage 
of  correlation  with  clinical  sensitivity. 

Bloom,  Markow,  and  Redner^'*  studied  30 
patients  with  various  allergic  manifestations 
with  standard  extracts  and  with  the  same 
extracts  digested  by  pepsin  and  trypsin. 
They  used  cocoa,  orange,  beef,  wheat,  milk, 
egg,  chicken,  com,  potato,  and  string  bean. 
They  also  used  clinical  trials  with  the  same 
foods.  They  foimd  only  a rare  difference 
in  the  skin  reactions  with  these  two  extracts. 

Other  technics 

It  is  obvious,  therefore,  that  clinical 
corroboration  of  food  allergy,  except  in  the 
immediate  type  of  severe  reactions,  must 
be  obtained.  One  could  use  the  various 
elimination  diets  of  Rowe,^  rotary  diets, 
provocative  diets,  or  any  other  diet  which 
suits  the  particular  case.  Individual  foods 
may  be  tested  by  feeding  them  to  the  patient 
on  a fasting  stomach  in  moderate  amounts  at 
the  doctor’s  office  where  reactions  can  be 
observed.  The  patient  should  have  ab- 
stained from  this  food  for  a period  of  from 
four  to  seven  days.  A positive  reaction  to 
an  ingestion  test  must  be  confirmed  by  re- 
peating the  test  two  or  more  times  on  dif- 
ferent occasions  and  by  alternating  the  food 
which  is  tested  with  placebo  meals  to  rule 
out  psychologic  factors.  If  the  food  can 
be  masked,  the  results  are  that  much  more 
reliable,  as  pointed  out  by  Loveless^^  in  her 
study  of  milk  allergy. 

In  clinical  allergy  we  have  concerned 
ourselves  mainly  with  skin-sensitizing  anti- 
bodies that  can  be  demonstrated  by  the 
Prausnitz-Kustner  technic.  The  short- 
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comings  of  this  procedure  were  pointed  out 
first  by  Walzer  in  1927*®  and  crystallized 
ably  by  Ratner  in  1959.^®  Precipitins  have 
been  associated  with  experimentally  induced 
hypersensitivity  in  laboratory  animals. 
Newer  immimologic  technics  are  changing 
the  concept  that  human  sensitivity  can  be 
demonstrated  only  in  vivo.  Heiner  et  al./' 
using  the  agar  diffusion  technic  of  Ouch- 
terlony,^*  were  able  to  show  the  presence 
of  precipitins  to  wheat  ghadin  in  some 
cases  with  the  celiac  syndrome.  This  spe- 
cific precipitin  was  not  found  in  any  other  of 
the  hundreds  of  children  tested. 

Heiner  and  Sears**®  demonstrated  milk 
and  beef  serum  precipitins  by  the  agar  gel- 
precipitin  technic  in  some  infants  and  chil- 
dren with  a syndrome  characterized  by 
chronic  lung  disease  of  unknown  etiology. 
These  infants  had  wheezing  respiration  and 
an  eosinophil  count  ranging  from  0 to  44 
per  cent.  They  were  underweight  and  had 
a hypochromic  anemia.  Sweat  chloride 
determinations  and  duodenal  intubation 
tests  showed  normal  findings.  The  roent- 
genograms of  the  lungs  in  some  cases  re- 
sembled those  foimd  in  Loflfler’s  syndrome. 
The  symptoms  were  relieved  when  milk  was 
eliminated  from  the  diet  and  reappeared 
when  the  infants  were  challenged  with  milk 
proteins.  Heiner  et  al.^  feel  that  when  a 
patient  shows  precipitins  to  milk  in  a high 
titer  of  from  1 to  16  or  greater  or  when  many 
precipitin  bands  are  found  by  the  agar  dif- 
fusion tests,  allergic  symptoms  in  such  pa- 
tients should  be  suspected  of  being  caused 
by  an  allergy  to  milk,  and  a two-week  trial 
on  a milk -free  diet  is  indicated. 

Conclusions 

The  determination  of  the  status  of  foods 
in  the  etiology  of  allergic  diseases  depends 
on  the  precision  with  which  food  allergy  can 
be  diagnosed.  As  there  is  as  yet  no  objec- 
tive method  of  doing  this,  an  accurate  deter- 
mination of  the  status  of  the  role  of  foods 
in  allergic  diseases  is  not  possible. 

The  clinician  still  has  to  depend  on  a care- 
ful history,  skin  tests,  and  clinical  corrobora- 
tion of  positive  reactions  to  foods,  together 
with  elimination  or  provocative  diets. 
The  personality  and  intelligence  of  the  pa- 
tient or  the  parent  of  an  infant  or  young 
child  have  to  be  taken  into  consideration 
when  evaluating  the  results  of  diet  trials 


so  as  to  eliminate  emotional  and  psychologic 
factors. 

Standards  for  the  preparation  of  allergenic 
extracts  for  foods  used  for  testing  should  be 
established  with  the  provision  that  their 
potency  should  be  checked  with  clinically 
proved  cases.  Testing  with  natural  foods 
should  be  done  whenever  possible. 

It  is  now  a weU-accepted  fact  that  environ- 
mental allergens  in  addition  to  foods  may 
play  an  important  role  in  allergic  diseases 
in  infancy  and  childhood  as  well  as  in  adults. 
The  etiology  will  be  clouded  if  attention  is 
given  only  to  the  elimination  of  allergenic 
foods  and  not  to  the  allergens  in  the  environ- 
ment. The  reverse  is  also  true. 

A greater  understanding  of  the  role  of 
foods  in  the  etiology  of  allergic  manifesta- 
tions may  result  from  familiarity  with  and 
the  use  of  such  newer  immunologic  technics 
as  that  of  Ouchterlony  and  other  in  vitro 
procedures. 
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Discussion 

Harry  Markow,  M.D.,  Brooklyn,  New 
York.  Dr.  Kleinman  has  given  us  an  excel- 
lent review  of  a very  provocative  subject, 
food  allergy.  If  there  are  differences  of 
opinion  as  to  the  importance  of  foods  in  al- 
lergic diseases,  these  differences  are  the 
result  of  the  dependence  on  skin  testing  and 
on  the  difficulties  that  plague  the  allergist 
in  his  efforts  to  detect  the  causative  agents 
by  means  of  skin  testing. 

In  infants  and  children  foods  do  play  an 
important  role  in  allergy.  In  adults  this 
role  of  foods  is  debated.  Since  a superficial 
history  may  not  detect  the  causative  aller- 
gen excepting  in  the  occasional  case,  far  too 
often  the  investigator  relies  on  the  skin  tests 
alone.  If  the  skin  tests  with  food  allergens 
are  not  revealing,  he  soon  assumes  the 
attitude  that  such  tests  are  of  no  value  and 
that,  therefore,  foods  are  not  important  in 
allergy.  As  a result  he  comes  to  ignore  both 
foods  and  food  skin  tests  altogether.  It 
must  be  clearly  understood  that  one  cannot 
ignore  foods  in  the  study  of  allergy  and  also 
that  there  can  be  no  such  adequate  study 
without  a meticulous  history  to  furnish 
important  clues. 


There  are  important  qualitative  differ- 
ences between  food  and  inhalant  allergens, 
since  skin  tests  with  foods  are  usually  less 
rehable  and  reveeiling  than  with  inhalants 
in  detecting  the  cause  of  allergic  symptoms. 
Inhalants,  as  the  name  implies,  reach  the 
respiratory  shock  organs  directly  in  the 
inspired  air.  Foods  reach  the  shock  organs 
by  being  absorbed  from  the  intestinal  tract 
where  enzymes  and  digests  are  functioning, 
reaching  the  blood  stream,  and  thence  being 
carried  to  the  various  shock  organs.  Cooke" 
showed  that  digestion  changes  a food  from 
its  natural  state  into  peptones  and  peptides 
while  foods  are  commonly  tested  in  their 
original  state.  Ratner  et  al.^  showed  that 
the  cooking  of  foods  so  alters  them  that  the 
reactions  to  their  cooked  food  extracts  are 
different  from  those  to  commercial  extracts 
made  from  raw  foods.  Tuft  and  Bloom- 
stein"  showed  that  certain  commercial  al- 
lergens, such  as  fruits,  deteriorate  so  rapidly 
that  they  fail  to  give  positive  reactions  to 
skin  tests,  whereas  similar  fresh  fruit  juices, 
applied  to  a skin  scratch,  give  positive 
reactions.  Ancona  and  Schumacher‘S 
showed  that  commercial  extracts  failed  to 
give  skin  reactions  whereas  extracts  made 
up,  when  needed,  from  fresh  frozen  foods 
gave  positive  reactions.  For  these  reasons, 
say  some,  the  negative  reactions  to  skin 
tests  with  foods  do  not  rule  out  these  foods 
as  causative  agents,  and  we  know  that  posi- 
tive reactions  to  skin  tests  often  do  not  cor- 
relate with  the  symptoms.  Even  food  tests 
with  positive  passive  transfer  often  fail  to 
correlate  with  the  history. 

On  the  other  hand,  skin  tests  with  inhalants 
usually  corroborate  the  history  and  season 
of  symptoms,  are  more  stable  than  food 
extracts,  and  usually  give  positive  skin  and 
passive  transfer  test  reactions.  They  are 
used  in  hyposensitization,  whereas  foods 
are  not  used  in  hyposensitization.  Skin 
reactions  with  inhalants,  especially  poUens, 
corroborate  the  history  consistently,  whereas 
foods,  according  to  the  patients,  may  cause 
symptoms  on  one  occasion  but  are  tolerated 
on  other  occasions.  Until  the  active  prin- 
ciples of  antigens  can  be  isolated  by  new 
methods,  either  chemical  or  immunologic, 
so  that  the  positive  and  negative  reactions 
to  skin  tests  will  truly  mirror  the  patient’s 
sensitivities,  there  can  be  no  change  in  the 
present  attitude  toward  the  skin  test  and 
hence  toward  the  role  of  foods  in  allergy. 
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In  recent  years,  I have  adopted  certain 
principles  and  methods  of  treating  food  al- 
lergies. A thorough  history  is  most  im- 
portant; nothing  should  be  left  out  even  if 
it  seems  unimportant  at  the  time.  The 
more  meticulous  is  the  history  taking,  the 
more  clues  one  will  find  involving  the  role 
of  foods  in  allergy.  The  patient  is  skin 
tested  thoroughly  with  foods  eaten  and  even 
with  those  avoided.  Skin  tests  do  provide 
helpful  information,  and  the  patient  is  put 
on  a diet  of  foods  giving  negative  reactions. 
If  one  eliminates  the  reacting  foods  giving 
positive  reactions,  one  must  replace  those 
with  other  foods,  preferably  skin-negative, 
to  provide  a balanced  diet.  The  patient 
then  undergoes  a period  of  from  three  to  six 
months  of  hyposensitization  with  inhalants. 
It  is  most  important  that  the  inhalant  sen- 
sitivity be  controlled  before  one  begins  to 
investigate  the  specific  foods  as  causes  of 
symptoms.  After  this  comes  a period  in 
which  an  attempt  is  made  to  correlate  the 
patients’  complaints  with  his  food  ingestion. 
If  an  allergic  attack  occurs,  the  time  is 
noted,  and  the  two  meals  eaten  prior  to  this 
are  studied  to  the  last  detail.  If  a food  is 
eaten  before  at  least  two  allergic  incidents, 
that  food  is  suspected  and  is  eliminated.  If 
the  attacks  continue,  that  food  is  reinstated. 
Daily  complaints  must  be  due  to  daily  foods. 
Ask  the  patient  to  mention  five  foods  eaten 
daily  and  to  eliminate  these  one  at  a time. 
One  must  always  repeat  the  results  before 
a final  decision  is  made.  In  this  manner  I 


Perils  of  mail 
order  pharmacies 


Doctors  should  urge  their  patients  to  think 
twice  before  succumbing  to  the  temptations  of 


have  solved  cases  of  orange,  coffee,  tomato, 
prune,  and  prune  juice  sensitivity  in  spite  of 
negative  skin  reactions.  Such  methods  are 
suitable  for  urticaria,  angioedema,  and  al- 
lergic rhinitis,  but  not  particularly  for 
bronchial  asthma.  For  this  latter  aUergy, 
the  elimination  of  fish,  nuts,  chocolate,  and 
cola  drinks  has  yielded  the  best  results.  If 
no  results  are  obtained  after  a complete 
study,  one  is  fairly  certain  that  foods  do  not 
play  an  important  part  in  the  cases  studied. 

Finally,  let  me  say  that  aU  does  not  de- 
pend on  the  skin  test;  let  the  skin  test  rather 
confirm  oim  suspicions  and  findings.  But 
we  must  skin  test  our  patients  fuUy  even 
if  we  find  only  an  occasional  positive  food 
reaction  which  may  prove  to  be  the  basis 
of  a cime  in  the  occasional  case.  In  the  same 
vein,  the  referral  of  patients  by  medical 
practitioners  to  so-called  allergy  testing 
laboratories,  where  tests  are  used  to  diagnose 
allergy  and  the  causes  of  allergy  without  the 
benefit  of  history  or  other  diagnostic  proce- 
dures, wiU  result  eventually  in  failure  and 
in  a situation  in  which  the  patient  wiU  still 
find  himself  in  need  of  a proper  allergic 
study. 

^ Cooke,  R.  A.:  Protein  derivatives  as  factors  in  allergy, 
Ann.  Int.  Med.  16:  71  (1942). 

^ Ratner,  R.,  et  al.\  Allergenicity  of  modified  and  proc- 
essed foodstuffs;  influence  of  heat  on  its  allergenicity,  A.M.A. 
Am.  J.  Dis.  Child.  89:  87  (Feb.)  1955. 

<^Tuft,  L.,  and  Bloomstein,  G.  I.:  Studies  in  food  allergy, 
J.  AUergy  13:  574  (1942). 

^ Ancona,  G.  R.,  and  Schumacher,  I.  C.:  Frozen  raw  foods 
as  skin-testing  materials;  further  studies  of  use  in  cases  of 
aUergic  disorders,  California  Med.  80:  181  (Mar.)  1954. 


mail-order  economy  in  the  area  of  ethical  phar- 
maceuticals. The  delays  inherent  in  mail  order- 
ing as  well  as  the  uncertainty  as  to  what  is 
delivered — and  when — should  convince  the 
reasonable  patient  that  he  is  ahead  by  having 
his  prescription  filled  by  his  regular  local 
druggist. — Editorial  in  Wisconsin  Medical  Jour- 
nal, March,  1962 
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I N RECENT  years,  because  of  the  complexity 
of  clinical  practice,  increasing  numbers  of 
health-related  disciplines  are  becoming  more 
and  more  involved  with  direct  patient  care. 
While  it  is  often  stated  that  such  personnel 
function  under  “medical  supervision,”  there 
is  increasing  evidence  that  less  and  less 
medical  direction  is  being  exercised.  Two 
such  fields  are  physical  and  occupational 
therapy,  both  of  which  are  utilized  in  physi- 
cal medicine  and  rehabilitation  as  a part 
of  a comprehensive  treatment  plan.  A 
consistently  successful  therapeutic  program 
in  physiatric  medicine  is  critically  dependent 
on  accurate  prescription  and  guidance  by  the 
physician.  This  is  especially  true  for  the 
more  involved  type  of  physically  disabled 
patient,  such  as  the  one  with  hemiplegia  or 
paraplegia.  It  is  safe  to  say  that  the  im- 
portance of  adequate  prescription  writing  in 
this  field  is  less  well  appreciated  than  in 
other  clinical  specialties.  The  prescription 
in  physiatric  medicine  should  be  considered 
equally  as  essential  as  the  written  prescrip- 
tion for  pharmacologic  agents  in  other 
branches  of  medicine. 

Preeented  at  the  156th  Annual  Meeting  of  the  Medical 
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The  written  prescription  simultaneously 
affords  specific  direction  to  instruct  the 
therapist  in  the  procedures  to  be  carried  out, 
affords  safe  levels  of  treatment  and,  in 
addition,  may  serve  to  protect  the  physician 
in  the  event  medicolegal  problems  arise 
relating  to  the  treatment  or  to  the  clinical 
condition  that  is  being  treated.  As  a corol- 
lary to  this,  since  the  use  of  such  procedures 
for  the  treatment  of  a patient  constitutes 
the  practice  of  medicine,  it  is  obvious  that 
only  a person  who  is  licensed  to  practice 
medicine  should  be  permitted  to  prescribe 
physical  medicine  and  rehabilitation  pro- 
cedures for  the  treatment  of  disease. 

To  prepare  such  a prescription,  the  physi- 
cian should  have  a working  knowledge  of  the 
biophysical  and  physiologic  bases  of  pro- 
cedures which  are  utilized  in  physiatric 
medicine.  This  should  also  include  thera- 
peutic exercise.  Concomitantly,  he  should 
be  aware  of  the  indications  and  contrain- 
dications for  their  use  and  the  technical 
background  and  limitations  of  the  therapists 
who  are  actually  going  to  apply  such  pro- 
cedures to  the  patient.  In  addition,  there 
is  a constant  development  of  new  equipment 
and  technics  in  this  field,  so  that  the 
physician  should  also  have  familiarity  with 
the  equipment  and  facilities  needed. 

Too  frequently  there  are  instances  where 
the  physical  or  occupational  therapist  is 
required  or  advised  to  recommend  or  suggest 
the  treatment  for  the  physician’s  patient. 
This  means  that  a technician  with  a limited, 
if  any,  medical  training  who  is  not  licensed 
to  practice  medicine  is  expected  to  prescribe 
such  therapy.  This  is  a clear  sponsorship  of 
the  physician  for  the  unethical  practice 
of  medicine  by  a technician  under  the  law 
as  it  now  exists  in  New  York  State.  This 
often  is  not  in  the  best  interest  of  the  pa- 
tient’s welfare.  The  prescription  of  physical 
and  occupational  therapy  should  be  the  sole 
responsibility  of  the  physician,  and  it  re- 
quires a working  knowledge  of  such  pro- 
cedures. For  purposes  of  conservation  of 
time,  considerations  relating  to  physical 
therapy  only  will  be  considered  here,  al- 
though the  general  principles  apply  to  oc- 
cupational therapy  as  well. 

Preparation 

The  physician,  before  considering  such 
treatment,  should  determine  the  following: 
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1.  An  adequate  diagnosis,  whenever 
possible.  Too  often  a patient  is  sent  to  a 
physical  therapist  for  what  is  called  “physio” 
without  having  been  examined  by  the  physi- 
cian. 

2.  Whether  or  not  physical  treatment  has 
any  firm  indication  for  the  diagnosed  con- 
dition. 

3.  What  physiatric  procedures  may  be 
indicated  and  especially  those  which  may 
be  contraindicated. 

4.  What  results  can  be  expected  from 
such  procedures.  If  treatment  is  for  simple 
palliation,  this  should  be  explained  to  the 
patient  and  to  the  therapist  as  weU. 

Once  these  facts  are  determined,  the  fol- 
lowing essentials  should  appear  in  writing 
in  a prescription  for  the  physical  therapist: 
(1)  clinical  diagnosis,  (2)  anatomic  part  or 
area  to  be  treated,  (3)  specifications  regard- 
ing procedures  to  be  used  (dosage,  and  so 
forth),  (4)  the  number  and  frequency  of 
treatments,  (5)  special  precautions,  if  any 
exist  (for  example,  anesthetic  areas,  the 
removal  of  metallic  equipment,  braces,  dur- 
ing treatment,  and  so  forth),  (6)  if  indicated, 
an  outline  of  what  home  care  instructions  are 
to  be  given  the  patient,  and  (7)  a recheck 
date  by  the  physician  to  assess  the  status  of 
the  treated  condition  and,  if  necessary,  an 
alteration  of  the  treatment  regimen. 

It  may  be  more  convenient  on  occasion 
for  the  physician  to  give  orders  over  the 
telephone  to  the  therapist.  For  legal  and 
other  reasons  it  is  desirable  that  this  should 
be  followed  within  a reasonable  period  oi 
time  by  a written  prescription  in  complete 
and  adequate  detail.  There  has  been  a 
recent  tendency  for  the  increasing  use  of 
check  list  types  of  order  and  record  sheets. 
These  are  totally  inadequate,  since  very 
often  they  result  in  a “shot  gun”  type  of 
prescription  which  is  not  in  the  interest  of 
the  patient.  It  is  against  the  law  for  thera- 
pists to  treat  patients  in  New  York  State 
unless  the  treatment  is  under  the  supervision 
of  a physician. 

Major  principles  in  prescription 

It  is  not  possible  to  elaborate  in  this 
presentation  the  details  of  all  th'>  different 
therapeutic  agents  and  procedures  which 
are  used  in  physiatric  medicine.  Major 
principles  in  the  prescription  of  therapeutic 
exercise,  massage,  hydrotherapy,  thermo- 


therapy, and  electrotherapy  function  are  as 
follows. 

Therapeutic  exercise.  In  prescribing 
therapeutic  exercise  a thorough  evaluation 
of  the  type  and  degree  of  malfunction  of  the 
patient  is  necessary.  Manual  muscle  tests 
should  be  done,  the  status  of  the  skeletal 
and  joint  systems  known,  and  the  general 
systemic  condition  of  the  patient  well 
delineated  and  recognized.  This  is  ob- 
viously not  the  area  of  competence  of  the 
physical  therapist,  and  it  is  the  sole  re- 
sponsibility of  the  physician  who  then  can 
decide  which  muscles  need  strengthening, 
which  joints  need  specific  exercise  to  in- 
crease the  range  of  motion,  and  what  the 
patient’s  general  systemic  tolerance  will  be 
for  an  exercise  program.  This  is  especially 
imjxirtant  for  patients  with  cardiovascular, 
pulmonary,  and  hematologic  disease. 

The  types  of  exercise  should  be  definitely 
specified,  that  is,  passive,  active,  active- 
assistive,  or  resistive  exercises  for  muscle 
strengthening,  muscle  reeducation,  relaxa- 
tion, or  coordination.  Resistance  can  be 
given  mrnually  or  by  means  of  a special 
apparatus  and  should  be  so  specified  by  the 
physician.  If  walking  with  a crutch  is  re- 
quired, the  type  of  gait  and  preliminary 
exercises,  such  as  balance  and  parallel  bar 
work,  should  also  be  prescribed,  if  indicated. 

Massage.  Massage  is  probably  one  of 
the  most  abused  and  misused  physiatric 
procedures.  Before  prescribing  this,  the 
physician  should  be  aware  of  its  known 
physiologic  effects.  Massage  of  the  whole 
body  is  time  consuming  and  is  rarely,  if  ever, 
indicated.  The  type  of  massage  should  be 
stated  clearly  (stroking,  kneading,  friction, 
percussion,  or  a combination).  The  request 
should  include  whether  the  massage  should 
be  light  or  deep  and  whether  a 'sedative  or 
stimulating  affect  is  desired.  Specific  ana- 
tomic areas  should  also  be  indicated.  Con- 
traindications for  massage  are  used  as  a tech- 
nic for  increasing  muscle  strength,  over  tissues 
with  infections,  over  areas  of  malignant  or 
suspected  malignant  conditions,  for  obesity 
as  a reducing  procedure,  and  in  psycho- 
neuroses. 

Hydrotherapy.  In  prescribing  the  Hub- 
bard tank,  hot  tub  baths,  or  whirlpool  or 
contrast  baths  the  physician  should  indicate 
clearly  the  temperature  of  the  water,  the 
duration  of  treatments,  and  the  part  to  be 
treated.  Similar  instructions  should  be  out- 
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lined  for  moist  hot  pack  administration. 
Anesthetic  areas  should  require  caution  for 
obvious  reasons. 

Thermotherapy.  Thermotherapy  is 
probably  the  most  commonly  utilized  pro- 
cedure in  physiatric  medicine.  The  pre- 
scription should  include  the  source  (hot 
paraffin,  infrared  lamp,  diathermy,  ultra- 
sound, and  so  forth),  the  part  to  which  heat 
is  to  be  applied,  and  the  dosage  (duration  of 
application  and  the  intensity  in  instances  of 
areas  of  anesthesia  or  intolerance  to  heat). 
The  general  systemic  status  of  the  patient 
should  be  considered  when  general  body 
heating  is  prescribed  (congestive  heart 
failure,  and  so  forth). 

Electrical  stimulation.  When  elec- 
trical stimulation  for  groups  of  muscles  or 
nerves  is  indicated,  electrical  reactions  in  the 
parts  being  treated  should  be  known.  If 
partial  or  complete  reaction  of  degeneration 
is  present,  this  should  be  indicated  on  the 
prescription.  The  prescription  should  also 
include  the  specific  nerve  or  muscle  groups 
to  be  stimulated,  the  frequency  and  in- 
tensity of  stimulation,  and  the  duration  of 
the  treatment  or  the  approximate  number  of 
stimuli  required.  A faradic  current  or  some 
form  of  the  modified  rapid  sinusoidal  current 
is  useful  where  the  nerve  supply  is  intact. 
In  a denervated  muscle  usually  an  inter- 
rupted galvanic  or  a so-called  slow  sinusoidal 
current  or  an  interrupted  direct  ciu'rent 
is  most  useful  for  obtaining  contraction. 
This  technic  can  be  used  in  the  neuromus- 
cular re-education  process  in  weakened 
muscle  groups. 

While  the  f hysician  should  take  ad- 
vantage of  aU  means  to  help  him  in  caring 
for  his  patients,  including  the  use  of  non- 
medical personnel,  it  is  essential  that  he  con- 
trol this  process,  in  both  his  own,  as  well  as 
his  patients’,  interest.  There  are  already 
too  many  health-related  groups  that  are 
actively  seeking  to  practice  the  “healing 
arts.” 

450  Clarkson  Avenue 


Discussion 

Milton  B.  Spiegel,  M.D.,  Brooklyn,  New 
York.  Dr.  Benton  has  covered  rather  com- 
pletely the  use  of  the  various  physical 
modalities.  I would  like  to  emphasize  the 
abuses  encountered  in  general  practice. 


Abuses  of  physical  modalities 

Even  the  prehistoric  physician  made  use 
of  the  available  physical  agents:  water, 

sunlight,  heat  and  heated  objects,  and  rub- 
bing and  massage.  Having  undergone 
progressive  modifications  and  refinements, 
these  agents  still  constitute  an  appreciable 
portion  of  office  practice.  Secure  in  the 
knowledge  that  there  are  no  irrefutable 
contradictory  statistics,  I would  estimate 
that  more  than  95  p>er  cent  of  the  physical 
therapy  being  given  is  rendered  by  general 
practitioners.  A diathermy  machine  is  a 
profitable  investment  and  no  office  is  com- 
plete without  one. 

Short-wave  diathermy  had  recently  sup- 
planted long-wave  diathermy  when  I entered 
general  practice.  Bursitis,  low-back  de- 
rangements, and  synovitis  headed  the  long 
list  of  conditions  supposedly  amenable  to 
this  new-fangled  apparatus.  Later,  when 
microwave  came  on  the  market,  it  was 
hailed  as  a cure  for  the  very  same  conditions, 
and  at  present  ultrasound  is  being  promoted 
for  exactly  the  same  things. 

Actually  they  are  aU  examples  of  con- 
versive  heat  and  differ  only  in  the  ease  and 
method  of  application.  We  have  aU  learned 
by  experience  that  heat  is  not  the  solution  to 
these  problems. 

Nevertheless,  the  detail  man  who  sells  the 
machine  gives  instructions  on  how  to  use  it 
and  provides  a list  of  conditions  for  which  it 
should  be  used.  We  suspect  that  for  many 
of  these  conditions  the  machine  is  useless. 
Let  us  not  delude  ourselves  on  the  efficacy 
of  heat  alone  for  these  ailments.  Many 
cases  of  so-caUed  improvement  or  cure  are 
due  to  a lapse  of  time  and  to  the  natural 
remission  of  homeostasis. 

Are  we  equally  naive  about  drug  therapy? 
The  familiar  nostrums  of  yesteryear  have 
been  swept  from  the  shelves  of  the  apoth- 
ecau-y  by  a succession  of  wonder  drugs,  each 
more  miraculous  than  its  predecessor,  only 
to  be  discredited  and  displaced  by  tomor- 
row’s panacea.  Nevertheless,  even  the 
busiest  general  practitioner  is  forced  to 
choose  his  medications  with  caution  and 
discrimination.  Does  he  seek  therapeutic 
tutoring  from  the  detail  man?  Does  he 
accept  the  extravagant  claims  of  phar- 
maceutical manufacturers  for  their  products? 

Physical  modalities  have  also  undergone 
similar  refinements  over  the  same  period. 
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becoming  more  and  more  complicated. 
With  each  increase  in  complexity  their  use 
becomes  more  hazardous.  Perhaps  we  can 
rely  on  the  manufacturer  to  stress  con- 
traindications, but  wiU  the  salesman  confess 
to  the  many  recommended  conditions  for 
which  it  is  useless  and  is  abused? 

Let  us  consider  what  Dr.  Benton  calls 
“the  more  involved  type  of  physically 
disabled  patient,”  where  more  prolonged 
periods  of  treatment  and  personal  attention 
are  required  and  when  there  is  a tendency  to 
delegate  this  care  to  a physical  therapist. 
This  may  be  proper,  since  the  therapist  is 
trained  and  is  competent  only  to  carry  out 


Causes  of  absenteeism 

More  than  three  times  as  many  days  are 
lost  from  work  in  the  United  States  because 
of  Ulness  than  because  of  accidental  injury, 
according  to  statisticians  of  the  Metropolitan 
Life  Insurance  Company. 

In  the  period  July,  1959,  to  June,  1961,  the 
total  loss  of  work  time  from  illness  and  injury 
averaged  322.9  million  days  a year,  equivalent 
to  five  and  one-half  days  annually  per  usually 


the  prescribed  program  of  the  physician. 

Unfortunately,  when  the  general  prac- 
titioner is  unaware  or  unsure  of  the  ap- 
propriate treatment,  he  wiU  allow  an  un- 
qualified technician  to  attempt  to  apply 
information  that  was  gathered  from  ex- 
perience with  other  cases.  Would  you 
permit  your  druggist  to  teU  you  what  your 
more  competent  colleagues  prescribe?  Do 
you  allow  your  druggist  to  advise  you  which 
drug  to  use  and  when?  There  is  sufficient 
periodical  literature,  books,  postgraduate 
courses,  seminars,  and  consultants,  sources 
which  are  more  qualified  to  provide  this 
information. 


employed  person,  according  to  data  from  the 
National  Health  Survey. 

Colds  and  other  acute  respiratory  conditions 
were  the  leading  causes  of  absenteeism.  High 
on  the  list  of  chronic  illnesses  causing  work  loss 
were  cardiovascular  diseases,  orthopedic  im- 
pairments, arthritis,  and  rheumatism. 

More  than  half  the  work-loss  days  due  to 
injury  were  caused  by  accidents  arising  out  of 
and  in  the  course  of  employment.  Metropolitan 
statisticians  said.  Accidents  involving  motor 
vehicles  were  responsible  for  14  per  cent  of  the 
time  lost  because  of  occupational  injury. 
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Since  Mouktar’s^  classic  and  exhaustive 
description  of  mycotic  infections  of  the  feet, 
numerous  contributions  have  been  made  to 
our  knowledge  of  fungus  infections  of  the 
lower  extremities.  This  group  of  diseases 
is  undoubtedly  important  from  a socio- 
economic as  well  as  an  epidemiologic  point 
of  view.  It  is  weU  known  that  the  incidence 
of  fungus  infections  increased  considerably 
between  the  two  world  wars,  both  in  Europe 
and  in  the  United  States.  Since  World  War 
II  the  situation  has  changed  httle,  and  the 
incidence  of  mycotic  infections  remains  high. 

Griseofulvin  as  a treatment  for  mycotic 
infections  has  offered  a practical  tool  to  the 
general  practitioner  and  thus  has  probably 
reduced  the  number  of  patients  seen  by  the 
dermatologist.  This  is  illustrated  by  the 
steady  decrease  after  1958  in  the  number  of 
patients  seen  at  the  Bellevue  Skin  Clinic. 
From  17,696  in  1955,  the  number  had  in- 
creased to  22,150  in  1958,  but  dropped  to 
21,646  in  1959,  21,119  in  1960,  and  20,692  in 
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1961.  However,  despite  this,  using  1957  as  a 
base  Une,  the  number  of  patients  screened  for 
fungus  infection  increased  over  the  five-year 
period,  1957  to  1961.  Table  I gives  the 
year-by-year  figures  on  the  positive  myco- 
logic  findings  in  the  3,925  patient  examined 
in  the  mycology  department  over  this  period. 

Table  II  summarizes  the  five-year  analysis 
of  1,468  patients  with  mycoses  of  the  lower 
extremities  according  to  the  species  of  fungi 
identified  from  the  glabrous  skin  and  nails. 

This  review  will  be  limited  to  a discussion 
of;  (1 ) the  clinical  manifestations  of  mycotic 
infections  of  the  thighs,  buttocks,  legs,  feet, 
toes,  and  nails;  (2)  the  clinical  differential 
diagnosis;  the  (3)  direct  microscopic  ex- 
amination of  scrapings  from  skin  and  nails; 
(4)  culture  for  fungi;  and  (5)  therapy. 

Clinical  manifestations 

Fungi  can  attack  any  part  of  the  lower 
extremities  and,  depending  on  the  causative 
organism,  can  produce  certain  weU-known 
and  clinically  weU-defined  manifestations. 

Tinea  Cruris  and  Tinea  of  the  But- 
tocks AND  Legs.  In  tinea  cruris  and  tinea 
of  the  buttocks  and  legs,  both  sides  can  be 
affected.  The  inguinocrural  folds  are  fre- 
quently involved,  with  scaly,  subinflamma- 
tory  lesions.  The  classic  type  is  the  circi- 
nate,  mildly  inflammatory,  and  sharply  mar- 
ginated  scaly  patch.  Although  central  clear- 
ing does  not  occur  as  a rule,  it  is  observed 
occasionally.  Lesions  in  this  region  can  also 
extend  to  the  buttocks  and  perineum. 
Scattered  plaques,  following  a similar  clinical 
pattern,  can  be  seen  on  the  legs  also.  At 
times,  fungi  affect  the  foUicular  apparatus, 
occasionally  producing  granulomatous  le- 
sions; in  these  cases,  the  causative  organism 
usually  is  Trichophyton  rubrum. 

These  tineas  are  generally  caused  by  T. 
rubrum.  Trichophyton  mentagrophytes,  or 
Epidermophyton  fioccosum.  The  clinical 
picture  does  not  differ  appreciably  whether 
the  lesions  are  produced  by  T.  rubrum  or  E. 
fioccosum  infections.  T.  mentagrophytes  is 
rarely  the  infecting  organism  in  this  region; 
these  lesions  are  as  a rule,  although  not 
always,  of  a more  pronounced  inflammatory 
character. 

Differential  diagnosis.  Seborrheic  derma- 
titis or  psoriasis  can  be  confused  with  tinea 
cruris,  but  absence  of  the  waxy  scales  of 
seborrheic  dermatitis  and  of  the  micaceous 
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COMMON  MYCOTIC  INFECTIONS  of  the  lower 
extremities  include  tinea  cruris,  corporis, 
and  pedis,  onychomycosis,  cutaneous  candidi- 
asis, paronychia,  and  possibly  erythrasma. 
Microscopic  examination  and  culture  are 
essential  and  simple  to  perform.  In  94 
patients  with  tinea  cruris,  corporis,  or  pedis 
and  in  25  patients  with  onychomycosis,  the 
infecting  organism  was  Trichophyton  ru- 
brum.  Trichophyton  mentagrophytes,  or  Epi- 
dermophyton  floccosum.  Treatment  consisted 
of  griseofulvin  and  local  agents.  Of  these 
119  patients,  74  were  cured,  28  were  improved, 
and  17  failed  to  respond.  There  were  6 
definite  and  11  questionable  relapses  in  the 
series.  In  30  additional  patients,  the  infect- 
ing organism  was  Candida  albicans.  Local 
treatment  was  with  nystatin,  amphotericin  B, 
and  benzalkonium  chloride.  In  this  group,  24 
of  the  30  patients  responded  favorably,  and  6, 
including  2 with  onychomycosis,  were  refrac- 
tory. 


squamae  of  psoriasis  rules  out  these  two 
diseases.  Fungi  can  be  isolated  easily  in 
tinea  cruris,  and  their  presence  confirms  the 
diagnosis. 

Intertriginous  dermatitis  in  the  groin  or 
the  intergluteal  region  of  persons  with  hyper- 
hidrosis  can  closely  resemble  a fungus  infec- 
tion. However,  in  intertrigo  the  borders 
rarely  show  sharp  demarcation  but,  as  a rule, 
are  ill  defined.  Furthermore,  the  absence 
of  fungus  elements  rules  out  mycotic  infec- 
tion. 

Tinea  versicolor  also  should  be  considered 
from  the  standpoint  of  differential  diagnosis. 
Important  points  for  clinical  differentiation 
are  the  absence  of  an  appreciable  inflam- 
matory reaction,  the  characteristic  brown- 
yellow  coloration,  and  the  powdery  desqua- 
mation associated  with  dull  fluorescence 
tmder  Wood’s  light. 

Tinea  pedis.  The  feet  are  one  of  the 
most  common  sites  of  fimgus  infection. 
Sites  of  predilection  are  the  interdigital 
spaces,  the  sole,  and  the  lateral  aspect  of  the 
foot.  This  distribution  is  due  to  the  special 
anatomic  conditions  and  to  mechanical  and 
physiologic  factors.  The  weight  of  the  body 
exerts  excessive  pressure  on  the  skin  of  the 
sole  during  walking.  Perspiration  is  the 
major  factor  in  loosening  tissues,  thus  ren- 
dering this  region  highly  susceptible  to  in- 
fection. Deformities  of  the  feet  are  also  a 
contributing  factor.  The  most  common 
types  of  lesions  are:  (1 ) the  interdigital  type, 
which  are  dry,  scaly,  or  macerated,  and 
mildly  inflammatory;  (2)  the  vesicular 
(dyshidrotiform)  eruptions,  which  are  gen- 
erally localized  on  the  soles;  (3)  the  dry, 
occasionally  scaly,  hyperkeratotic,  subclin- 
ical  type,  affecting  the  sole  and  extending 
to  both  lateral  aspects  of  the  foot,  appropri- 
ately designated  “moccasin  type”  by  Lewis, 
Montgomery,  and  Hopper.*  A combination 
of  these  three  types  can  occur.  The  causa- 


tive organism  of  the  acute  vesicular  and 
intertriginous  type  is  T.  mentagrophytes, 
whereas  T.  rubrum  is  usually  isolated  from 
the  dry,  subclinical  type. 

Fungus  infections  in  general,  but  partic- 
ularly on  the  feet,  can  produce  any  stage  of 
an  eczema toid  reaction,  and  one  should 
therefore  expect  a variety  of  lesions  ranging 
from  the  acute  vesicular  type  through  all 
the  transitions  to  hyperkeratotic,  tylotic 
manifestations.  Understandably,  numerous 
dermatoses  affecting  the  legs  and  feet  are 
confused  with  mycotic  infection. 

Differential  diagnosis.  Acute  contact  der- 
matitis of  the  dorsa  of  the  feet  can  often 
be  confused  with  mycotic  infection.  Al- 
though mycotic  infection  occurs  infrequently 
on  the  dorsa  of  the  feet,  it  should  be  borne 
in  mind  that  the  vesicles  are  much  larger 
in  contact  dermatitis  and,  as  a rule,  have 


TABLE  I.  Five-year  analysis  of  3,925  mycologic  examinations  of  the  lower  extremities 

Total  Positive  Mycologic 

Findings  by  Direct  Mount  Total  Positive  Cultures 

Total  Number  Number  of  Percentage  of  Number  of  Percentage  of 
Year  of  Patients  Patients  Patients  Patients  Patients 


1957 

595 

140 

23.5 

■35 

5.9 

1958 

718 

222 

30.9 

69 

9.6 

1959 

827 

326 

39.4 

99 

12.0 

1960 

974 

431 

44.3 

114 

11.7 

1961 

811 

349 

43.0 

136 

16.8 

Totals 

3,925 

1,468 

37.4 

453 

11.5 
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♦ Identified  by  direct  mount  and  not  by  culture, 
t Species  undetermined. 
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no  trace  of  fungus  elements  in  the  lesions. 
Furthermore,  the  vesicles  are  more  evenly 
distributed  throughout  the  eruption,  and 
the  onset  is  usually  much  more  rapid.  A 
history  of  previous  allergic  manifestation, 
such  as  hypersensitivity  to  shoe  leather  or 
lining  material,  is  a helpful  diagnostic  clue. 

The  so-caUed  “erysipelas-like  allergic  man- 
ifestation” of  the  leg  is,  in  reality,  erysipelas. 
Yang,^  a former  assistant  of  one  of  us 
(F.R.),  was  among  the  first  to  demonstrate 
in  China  the  presence  of  hemolytic  strep- 
tococci in  lesions  of  this  type  as  well  as  in 
fissures  of  the  feet.  Similarly,  McGlasson^ 
and  Homans^  reported  a series  of  cases  of 
recurrent  erysipelas,  as  well  as  of  cellulitis 
and  lymphangitis,  resulting  from  strep- 
tococcic infection  of  the  legs  associated  with 
mycotic  infection  of  the  feet.  An  interesting 
but  rare  allergic  manifestation  is  erythema 
annulare  centrifugum,  which  occasionally 
begins  on  the  thighs  and  extends  gradually 
to  the  lower  extremities.  According  to 
Fischer,®  patients  with  this  type  of  allergic 
manifestation  will  show  a ring-shaped  tri- 
chophytin  reaction. 

Often,  dyshidrosis  can  cause  confusion 
in  diagnosis.  Dyshidrotic  vesicles  are  usu- 
ally distributed  symmetrically  over  the  soles 
and  toes.  This  condition  generally  affects 
tense  persons  and  should  be  suspected  in 
such  patients. 

Nummular  eczema  can  mimic  closely  a 
fimgus  eruption.  Central  clearing  and 
peripheral  vesiculation  or  scahness  are  not 
uncommon.  However,  unlike  fungus  infec- 
tions, nummular  eczema  is  likely  to  be  more 
severe  during  cold  weather  and  commonly 
affects  the  extensor  surface. 

In  pustular  psoriasis  there  is  a small 
symmetrical  pustular  eruption  on  the  soles. 
The  culture  is  sterile,  and  the  lesions  do  not 
show  the  tendency  toward  centrifugal  ex- 
tension which  is  a characteristic  of  mycotic 
infections.  Psoriasis  vulgaris  can  be  mani- 
fested by  scaly  patches  on  the  dorsa  and 
soles  of  the  feet,  but  such  lesions  are  gen- 
erally associated  with  typical  psoriatic 
lesions  on  other  areas  of  the  body. 

Onychomycosis.  Mycotic  infections  of 
the  nails  are  generally,  but  not  invariably, 
associated  with  tinea  pedis.  In  some 
patients,  however,  the  nail  is  the  only  site 
of  mycotic  disease.  The  infection  generally 
starts  on  the  recessus  subunguinalis.  Thus, 
the  most  common  type  is  the  discolored. 


brittle,  eroded,  free  nail  plate;  gradually 
the  entire  nail  can  be  involved.  The  nail 
subsequently  loses  its  luster,  becoming  opa- 
que and  imeven.  In  addition  to  this  classic 
type,  the  following  conditions  also  should  be 
recognized;  (1)  onychogryphosis,  a thick- 
ened, curved,  and  discolored  nail  plate; 
(2)  onycholysis,  or  separation,  thinning,  and 
discoloration  of  the  nail  plate;  and  (3) 
leukonychia,  a white -yellow  discoloration 
of  the  nail  plate,  occasionally  forming 
longitudinal  streaks.  This  type,  in  contrast 
to  the  preceding  types,  is  rather  superficial 
and  usually  is  caused  by  T.  mentagrophytes. 
The  causative  agent  of  the  dystrophic  and 
destructive  type  is  either  T.  rubrum  or  E. 
floccosum.  This  is  important  from  a thera- 
peutic viewpoint. 

In  onychomycosis  caused  by  Candida 
albicans,  the  development  of  onychia  prob- 
ably is  preceded  by  a paronychia  caused 
by  this  organism.  The  infection  originates 
in  the  sulci  unguis,  and  the  matrix  becomes 
secondarily  infected.  Thus  trophic  changes 
and,  at  times,  microabscesses  are  produced 
in  the  nail  plate.  Fully  developed  onychia 
is  clinically  indistinguishable  from  ony- 
chomycosis caused  by  species  of  Tri- 
chophyton or  Epidermophyton.  In  contrast 
to  some  observers,  we  are  convinced  that 
nail  changes  are  attributable  to  the  ability 
of  C.  albicans  to  attack  keratin.  The  re- 
peated positive  cultures  obtained  from  such 
nails  offer  striking  evidence. 

Differential  diagnosis.  Psoriatic  nails  fre- 
quently cause  confusion  in  diagnosis.  Pit- 
ting, thickening,  and  transverse  furrowing 
of  the  nail  plate,  associated  with  subungual 
hyperkeratosis,  are  points  of  differentiation 
which  should  be  confirmed  by  negative 
mycologic  findings.  Similar  changes  can 
be  seen  in  the  toenails  of  ichthyotic  patients. 
Damage  of  the  matrix  cells  due  to  traumas 
or  to  chronic  eczema  of  the  toes  can  closely 
imitate  mycotic  onychodystrophy.  Trophic 
disturbances,  due  in  part  to  local  degenera- 
tive nerve  changes  (leprosy)  and  partly 
associated  with  derangement  of  innervation 
(Raynaud’s  disease)  or  degenerative  vascular 
diseases  (arteriosclerosis),  can  cause  changes 
in  the  nail  plate  which  simulate  the  clinical 
picture  of  onychomycosis. 

Candidiasis.  Cutaneous  candidiasis.  The 
most  frequent  sites  of  cutaneous  candidiasis 
are  the  inguinocrural  and  intergluteal  folds. 
The  disease  is  characterized  by  fairly  weU- 
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demarcated  and  dusky-red  erythema  bor- 
dered by  heaped-up  epidermis.  Occasionally, 
the  erythema  is  mild,  with  fine  scaliness 
covering  the  entire  patch.  Satellite  papules 
and  pustules,  harboring  C.  albicans,  are 
common.  The  intertriginous  lesions  of  the 
toes  frequently  yield  C.  albicans  associated 
with  Staphylococcus  aureus  and  occasionally 
with  Escherichia  coh.  It  is  possible  that 
C.  albicans  plays  a pathogenic  role  in  this 
occurrence,  but  it  is  more  hkely  that  pyo- 
genic organisms  are  the  primary  causative 
agents  of  intertriginous  dermatitis  of  the 
toes.  The  incidence  of  candidiasis  has 
been  reduced  appreciably  as  a result  of 
increasing  awareness  of  the  effect  of  pro- 
longed administration  of  broad-spectrum 
antibiotics,  without  antifungal  antibiotics 
such  as  amphotericin  B or  nystatin.  During 
the  years  1959  to  1961,  we  observed  23  cases 
of  candidiasis  affecting  the  inguinocrural 
area  and,  to  some  extent,  the  intergluteal 
region. 

Paronychia.  For  obvious  reasons,  par- 
onychia of  the  feet  is  less  common  than 
that  of  the  hands.  The  clinical  appearance 
of  pedal  paronychia  resembles  that  of  the 
hands  and  because  of  its  location  it  is 
more  painful.  The  infection  often  resembles 
a pyogenic  process.  The  clinical  character- 
istics are  boggy  swelling  and  tenderness  of 
the  paronychial  tissues.  Occasionally,  drop- 
lets of  pus  can  be  expressed  by  shght  pressure 
on  the  cuticle,  and  the  causative  organism 
can  be  demonstrated  in  this  material. 
Transverse  furrows  of  the  nail  occasionally 
develop  and  can  persist  for  several  months 
after  recovery  from  paronychia.  We  ob- 
served 5 patients  ranging  in  age  between 
sixty  and  seventy  years  with  paronychias  of 
the  nails  of  the  great  toe.  Three  patients  had 
severe  hyperhidrosis. 

Erythrasma.  On  the  basis  of  investiga- 
tions by  Sarkany,  Taplin,  and  Blank,’ 
it  might  be  said  that  the  discussion  of  this 
disease  is  perhaps  out  of  place  here.  These 
authors  have  demonstrated  that  erythrasma 
is  not  a fungus  but  a bacterial  disease. 
Their  studies  are  not  as  yet  generally 
known  or  accepted;  therefore  a short  review 
might  be  of  interest.  The  well-known  coral- 
red  fluorescence  was  reported  to  have  been 
seen  not  only  in  its  classic  form  in  the  genito- 
crural  area,  but  also  rather  frequently  in 
the  toe  webs,  where  the  chnical  manifesta- 
tions were  scaliness  or  Assuring.  Rodhke 


filamentous  organisms  were  found  in  the 
fluorescent  lesions  and  cultured  on  a medium 
containing  fetal  bovine  serum.  The  colonies 
also  show  fluorescence,  and  are  composed 
of  short  gram-positive  rods.  According  to 
Sarkany  and  his  colleagues,’  experimental 
inoculation  in  human  beings  produced 
positive  reactions,  with  scaliness,  fluores- 
cence, and  recovery  of  the  organism  by 
culture  from  experimentally  induced  lesions. 
Complete  clearance  of  the  lesions  was 
achieved  by  the  systemic  administration 
of  erythromycin. 

Although  the  contributions  of  Sarkany 
and  his  colleagues  are  rather  convincing 
and  their  investigations  were  conducted 
meticulously,  thus  far  we  are  unable  to 
confirm  their  findings.  Occasionally,  we 
observed  fluorescence  in  interdigital  spaces 
as  well  as  in  clinically  typical  cases  of 
erythrasma  localized  in  the  crural  region. 
However,  cultures  prepared  on  Loffler 
slants  did  not  yield  a uniform  growth,  nor 
did  the  growth  show  any  reddish  fluores- 
cence. 

Partridge  and  Jackson,*  however,  re- 
cently obtained  bacterial  growth  from 
fluorescent  skin  scales  and  follicular  plugs 
by  direct  culture  in  various  media  of  skin 
strippings.  All  the  isolated  organisms  were 
the  aerobic,  spore-forming  bacilli  commonly 
found  in  the  normal  bacterial  flora  of  the 
skin,  and  most  of  them  were  classified  as 
Bacillus  subtilis  and  its  variants,  B.  licheni- 
formis,  B.  pumilus,  B.  megaterium,  B. 
circulans,  and  B.  pantothenicus.  It  is 
possible,  therefore,  that  the  so-called  Micro- 
sporum  minutissimum  is  a pleomorphic 
form  of  these  baciUi.  Subcultures  on  solid 
media  at  pH  6 produced  pink-pigmented 
colonies  from  which  coproporphyrin  was 
obtained.  The  red-coral  fluorescence  is 
strikingly  similar  to  that  of  the  affected 
skin  areas.  From  these  investigations  it 
appears  possible  that  these  organisms  could 
grow  profusely  on  the  skin  of  susceptible 
individuals  and  probably  contribute  to  the 
scaling  and  red  fluorescence  of  erythrasma. 

Microscopic  examination  and  culturing 
of  skin  and  nail  scrapings 

It  is  essential  to  know  that  lesions  which 
have  been  treated  with  local  antimycotic 
remedies  are  not  suitable  for  culturing. 
An  interval  of  at  least  one  week  is  required 
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to  obtain  positive  results.  It  is  highly 
desirable  to  identify  the  infecting  organisms 
but  culture,  not  only  from  the  point  of  view 
of  therapy,  but  also  because  of  its  prognostic 
significance.  In  our  study  Sabouraud 
medium  was  used  as  a routine,  with  the 
addition  of  0.1  mg.  of  cyclohexamide,  40 
micrograms  of  streptomycin,  and  20  units 
of  peniciUin  per  cubic  centimeter.  Littman 
oxgall  agar  is  equally  useful  for  primary 
culture.  Direct  moimts  of  skin  and  nail 
scrapings  can  easily  be  prepared  by  placing 
the  material  on  a slide,  adding  a few  drops 
of  10  per  cent  sodium  hydroxide,  and  using  a 
cover  slip.  After  slight  heating,  mycelial 
elements  can  be  recognized  readily  and 
easily  differentiated  from  artifacts.  Direct 
examination  can  be  facilitated  by  the  addi- 
tion of  one  part  of  Parker  51  blue-black 
ink  to  nine  parts  of  5 to  10  per  cent  potassium 
hydroxide.  Fungus  elements  appear  as 
blue  filaments  when  this  method  is  em- 
ployed.® 

Clinical  survey  of  therapy 

Therapeutic  modalities.  Griseofulvin* 
was  used  to  treat  patients  with  derma- 
tomycoses  and  onychomycoses  caused  by 
T.  rubrum,  T.  mentagrophytes,  or  E. 
floccosum.  The  daily  dosage  of  griseofulvin 
was  1 Gm.  divided  into  four  or  two  doses. 
Ancillary  topical  agents  also  were  used  to 
enhance  the  therapeutic  results.  These 
included  Castellani  paint,  used  during  the 
day,  and  Whitfield  ointment,  applied  at 
night.  An  antihydrotic  and  fungicidal 
cream  and  powder*  were  prescribed  oc- 
casionally for  patients  with  crural,  inter- 
digital, or  plantar  tineas  associated  with 
hyperhidrosis.  Debridement  of  the  nails 
with  a nail  file  or  glass  slide,  followed  by 
painting  with  tincture  of  iodine,  was  per- 
formed in  patients  with  onychomycosis. 

In  candidiasis  the  therapy  consisted  of 
local  application  of  nystatin  ointment  and 
benzalkonium  chloride.  In  paronychia  it 
consisted  of  potassium  permanganate  soaks 
and  applications  of  nystatin  ointment  or 
amphotericin  B lotion  to  the  affected  area. 

Clinical  series.  Some  of  the  patients 

* Supplies  of  griseofulvin  (Fulvicin)  and  diphemanil 
methylsulfate,  undecylenic  acid,  and  salicylic  acid  (Advicin) 
were  provided  for  this  study  through  the  courtesy  of  Roger 
W.  Cooper,  M.D.,  Department  of  Clinical  Investigation, 
Medical  Research  Division,  Sobering  Corporation,  Bloom- 
field, New  Jersey. 


in  this  series  were  clinic  patients  and  others 
were  seen  in  our  private  practice.  They 
ranged  in  age  between  ten  and  seventy -eight 
years.  The  duration  of  dermatophytic 
infections  ranged  between  eight  months 
and  twenty-nine  years,  and  the  period  of 
observation  of  the  patients  treated  with 
griseofulvin  ranged  between  eight  and 
twenty-foirr  months. 

The  data  on  llTf  **  patients  are  sum- 
marized according  to  clinical  diagnosis  and 
infecting  organism  in  Table  III.  The 
diagnoses  in  94  patients  were  tinea  corporis, 
cruris,  and  pedis,  caused  by  T.  rubrum, 
T.  mentagrophytes,  or  E.  floccosum. f Ony- 
chomycosis was  the  diagnosis  in  27  patients, 
of  whom  20  were  infected  with  T.  rubrum, 
5 with  T.  mentagrophytes,  and  2 with  C. 
albicans.**  In  these  last  2 patients,  treat- 
ment consisted  of  trimming  the  nail  and 
applying  nystatin  ointment  with  an  occlusive 
dressing. 

The  average  duration  of  treatment  for 
patients  with  tinea  cruris  was  eight  weeks. 
Among  patients  with  tinea  corporis,  it 
was  eight  weeks  for  those  in  whom  the 
infecting  organism  was  T.  rubrum  and  five 
to  six  weeks  when  the  infecting  organism 
was  T.  mentagrophytes.  Comparable  figures 
for  tinea  pedis  were  eight  weeks  for  patients 
with  T.  rubrum,  six  weeks  for  patients  with 
T.  mentagrophytes,  and  seven  weeks  for 
the  patient  with  E.  floccosum.  Among 
patients  with  onychomycosis,  the  average 
duration  of  treatment  was  ten  months  for 
those  with  T.  rubrum  and  six  months  for 
those  with  T.  mentagrophytes.  The  time 
necessary  for  the  final  cure  of  the  patients 
whose  condition  was  only  improved  at  the 
time  of  writing  may  lengthen  the  average 
duration  of  treatment  for  the  group  with 
onychomycosis. 

Five  patients  with  paronychia  due  to 
C.  albicans  and  23  patients  with  candidiasis 
also  were  part  of  this  series,  but  are  not 
listed  in  Table  III. 

Therapeutic  results.  The  results  in 
the  patients  who  had  been  treated  with 
griseofulvin  further  confirm  the  efficacy 
of  this  agent  in  superficial  mycoses  of  the 
skin  and  in  onychomycosis.  Therapeutic 

t The  2 patients  in  whom  the  infecting  organism  was  E. 
floccosum  are  not  included  in  Table  III.  One  of  these 
patients  had  tinea  cruris  and  the  other,  tinea  pedis.  The 
condition  in  both  patients  was  improved  by  therapy. 

**  The  2 patients  in  whom  the  infecting  organism  was  C. 
albicans  are  not  included  in  Table  III. 
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TABLE  III.  Summary  of  results  with  griseofulvin 


Total,  Tinea 

Number  of  Cases Cruris,  Corporis, 

Infecting  Organism  Tinea  Corporis  and  Pedis 

and  Results  of  Tinea  But-  Tinea  Per  Onychomycosis 

Therapy  Cruris  tocks  Legs  Pedis  Number  Cent  Number  Per  Cent 


T.  rubrum 


Cured 

8* 

2t 

2 

15 

27 

60 

10** 

50 

Improved 

5 

1 

1 

5 

12 

27 

5 

25 

Failure 

2 

1 

1 

2 

6 

13 

5 

25 

Total 

T.  mentagrophytes 

15 

4 

4 

22 

45 

100 

20 

100 

Cured 

6 

1 

2 

25tt 

34 

72 

3 

60 

Improved 

2 

6 

8 

17 

1 

20 

Failure 

- 

5 

5 

11 

1 

20 

Total 

8 

1 

2 

36 

47 

100 

5 

100 

* There  was  a questionable  relapse  in  1 patient, 
t There  was  a relapse  in  1 patient. 

**  There  was  a relapse  in  5 patients. 

tt  There  was  a questionable  relapse  in  10  patients. 


results  in  111  patients  were  discussed  in 
detail  in  a previous  report.^®  Limited 
periods  of  observation  and  the  irregular 
attendance  of  patients  made  adequate 
follow-up  almost  impossible  in  the  earlier 
series. 

At  this  time  we  are  able  to  present  a 
brief  account  of  relapses  in  patients  with 
tinea  corporis  and  onychomycosis,  based 
on  follow-up  periods  ranging  between  eight- 
een and  twenty-four  months. 

We  observed  an  apparent  recurrence  of 
lesions  on  both  thighs  of  a patient  who  was 
cured  of  tinea  cruris  (T.  rubrum),  but  re- 
peated mycologic  investigation  was  nega- 
tive. Four  months  after  a chnical  and 
mycologic  cure,  a patient  with  tinea  corporis 
(buttocks)  exhibited  a small  scaly  patch 
from  which  T.  rubrum  could  be  cultured. 
This  should  be  considered  as  a relapse. 

Interdigital  scaliness  associated  with  posi- 
tive cultures  was  seen  in  10  of  25  patients 
with  cured  tinea  pedis  (T.  mentagrophytes) 
three  to  five  months  after  clinical  and 
mycologic  cure.  Eight  of  these  patients 
were  tense  individuals  and  had  associated 
hyperhidrosis.  In  these  instances  we  found 
it  difficult  to  differentiate  between  relapse 
and  reinfection.  The  several  attempts  at 
culture  before  the  reappearance  of  chnical 
symptoms  yielded  negative  results.  There- 
fore, reinfection  appears  more  probable. 

Among  the  10  cured  patients  with 
onychomycosis  due  to  T.  rubrum,  5 had  a 


relapse.  The  earliest  relapse,  in  3 patients, 
occurred  three  months  after  repeated  nega- 
tive cultures;  in  2 patients,  relapse  occurred 
four  months  after  chnical  and  mycologic 
cure. 

As  early  as  three  months  after  chnical 
and  mycologic  cure,  a milky  discoloration 
developed  close  to  the  lunula  in  3 patients. 
In  the  other  2 patients,  there  was  subungual 
hyperkeratosis  associated  with  moderate 
onychomycosis.  T.  rubrum  was  cultured 
in  ah  5 cases.  We  beheve  that  these  are 
weU-observed  and  documented  relapses  and 
should  not  be  considered  reinfections. 

None  of  the  5 patients  affected  by  ony- 
chomycosis due  to  T.  mentagrophytes 
had  chnical  or  mycologic  evidence  of  a 
relapsing  infection. 

A favorable  response  occurred  in  15  of 
the  23  patients  with  candidiasis.  Five 
patients  did  not  have  sufficient  improvement 
with  nystatin  alone  and  had  a better  thera- 
peutic response  when  nystatin  was  apphed 
at  night  and  benzalkonium  chloride  tincture 
was  used  during  the  day.  Three  patients 
were  refractory  to  therapy;  1 had  Hodgkin’s 
disease,  and  2 had  diabetes. 

Two  of  the  5 patients  with  paronychia 
responded  favorably  to  treatment  with 
nystatin  and  potassium  permanganate  soaks. 
Two  recovered  only  after  subsequent  treat- 
ment with  amphotericin  B lotion.  One 
patient  remained  refractory  to  treatment 
despite  long  therapy  with  these  agents. 
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Comment 

In  view  of  the  available  practical  myco- 
logic  diagnostic  methods  and  with  the  advent 
of  griseofulvin,  nystatin,  and  amphotericin 
B,  the  diagnosis  and  treatment  of  mycoses 
of  the  lower  extremities  should  not  present 
any  special  problems  except  for  the  manage- 
ment of  onychomycosis.  Treatment  of  the 
nail  of  the  great  toe  presents  additional 
diflSculties.  Previously,  we  offered  an 
explanation,  stating  that  this  plate  is 
thicker  and  grows  more  slowly;  thus  griseo- 
fulvin would  not  be  diffused  as  rapidly  and 
as  thoroughly  as  in  other  toenails.  Con- 
sideration should  also  be  given  to  the  ob- 
servations of  Paschoud,"  who  found  griseo- 
fulvin to  be  ineffective  when  nail  growth 
is  delayed  (bradyplasia)  or  absent  (aplasia). 
Similarly,  local  organic  or  spastic  vascular 
changes  of  the  nail  matrix  can  delay  or 
prevent  cure. 

It  is  weU  known  that  lymphoblastomatous 
diseases  and  other  malignant  conditions 
reduce  resistance  to  a variety  of  infections 
and  occasionally  lead  to  disseminated  T. 
rubrum  infection.  One  of  our  patients 
with  tinea  cruris  and  tinea  corporis  due  to 
T.  rubrum  has  lymphatic  leukemia. 

Several  authors  (Hargreaves,'*  Frydry- 
chowicz,'*  Koch,'^  Meinhof,'^  and  Walther'®) 
recommend  avulsion  of  the  toe  nails.  We 
have  no  personal  experience  with  this  pro- 
cedure, but  considering  the  discomfort 
involved  and  the  necessity  for  at  least  three 
and  one-half  months  of  concomitant  griseo- 
fulvin therapy,  this  might  not  be  the  treat- 
ment of  choice. 

Relapses  of  tinea  pedis  due  to  T.  menta- 
grophytes  did  not  occur  in  our  series,  but 
several  patients  showed  resistance  to  ther- 
apy. The  lack  of  success  might  be  due 
to  various  factors.  Some  of  these  patients 
might  not  have  followed  instructions.  A 
large  number  of  this  group  suffered  from 
hyperhidrosis,  and  pyogenic  organisms  fre- 
quently could  be  isolated.  Concurrently 
used  topical  treatment,  which  we  advocate 
for  all  types  of  mycotic  infections  in  con- 
junction with  griseofulvin,  did  not  appear 
to  be  of  substantial  help.  The  therapeutic 
refractoriness  of  these  patients  is  a puzzling 
factor,  and  we  are  in  full  agreement  with 
Goldman,  Preston,  and  Schwarz,"  who 
state  that  “Tinea  pedis  is  stiU  a complex 
type  of  dermatitis  with  factors  other  than 


the  fungus  itself  complicating  the  picture.  ’ 

Summary 

1.  A short  review  of  the  clinical  aspects 
of  fimgus  infections  of  the  lower  extremities 
is  presented.  Emphasis  is  placed  on  dif- 
ferential diagnosis  as  it  pertains  to  various 
areas  of  the  body:  buttocks,  legs,  feet,  toes, 
and  nails. 

2.  The  need  for  both  microscopic  ex- 
amination and  culture  and  the  simplicity 
of  these  procedures  are  emphasized. 

3.  The  results  in  a series  of  patients  with 
dermatomycoses  or  onychomycosis  were 
analyzed  statistically.  The  infecting  organ- 
ism was  T.  rubrum,  T.  mentagrophytes,  or 
E.  floccosum  in  94  patients  with  tinea  cruris, 
corporis,  or  pedis  and  in  25  patients  with 
onychomycosis.  The  treatment  consisted 
of  griseofulvin  in  conjunction  with  local 
agents.  Of  these  119  patients,  74  were 
cured,  28  were  improved,  and  17  failed  to 
respond. 

In  23  patients  with  mycoses  of  the  lower 
extremities,  affecting  the  inguinocrural  area 
and  to  some  extent  the  intergluteal  region, 
the  infecting  organism  was  C.  albicans.  In 
5 patients  C.  albicans  was  the  cause  of 
paronychia  and  in  2 patients,  of  onychomy- 
cosis. Local  treatment  was  with  nystatin, 
amphotericin  B,  and  benzalkonium  chloride. 
Of  the  30  patients  in  whom  the  infecting 
organism  was  C.  albicans,  24  responded 
favorably  to  therapy.  Six,  including  the 
2 with  onychomycosis,  were  refractory. 

4.  The  6 definite  and  11  questionable 
relapses  which  occurred  in  this  series  were 
examined  critically,  and  an  attempt  was 
made  to  elucidate  the  causes. 

5 The  use  and  effectiveness  of  topical 
adjuncts  to  griseofulvin,  and  of  nail  debride- 
ment, were  briefly  reviewed. 

6.  The  clinical  manifestations  and  treat- 
ment of  cutaneous  candidiasis  and  parony- 
chia caused  by  C.  albicans  were  described 
briefly. 

7.  Erythrasma  was  discussed  in  this 
report  because  until  very  recently  it  had 
been  considered  a fimgus  disease.  As  yet 
we  have  not  confirmed  the  convincing  work 
of  Sarkany.*  However,  fluorescence  was 
observed  in  interdigital  spaces,  as  well  as 
in  clinically  typical  cases  of  erythrasma. 
Cultures  in  Lofller  slants  did  not  yield  a 
uniform  result. 
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Jose  Neuman,  M.D.,  Boston,  Massachusetts 
reported. 

Although  these  preliminary  results  are  en- 
couraging, they  said,  further  study  of  the 
method  is  necessary. 

The  shock  breaks  up  the  electrical  pattern 
causing  the  abnormal  heart  beat  and  allows 
the  normal  pattern  to  resume.  Patients  are 
anesthetized  for  two  to  five  minutes  while  the 
procedure  is  performed.  So  long  as  anesthesia 
is  required,  the  technic  is  recommended  only 
for  patients  who  are  not  helped  by  drug  therapy. 
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Introduction 

Samuel  J.  Prigal,  M.D.:  We  have 

worked  diligently  to  prepare  a program  for 
you  which  I hope  you  will  enjoy.  We  in- 
tend to  spend  the  major  part  of  our  session 
on  the  very  challenging  problem  that  faces 
us  concerning  the  use  of  emulsified  extracts. 
At  present  there  is  confusion  in  the  ranks  of 
the  allergists  regarding  the  use  of  the  single- 
shot or  repository  type  of  injection  in 
the  treatment  of  allergic  diseases.  Striking 
claims  for  the  usefulness  of  this  modality 
have  been  countered  by  denegation  and 
warnings  about  presumed  dangers,  imme- 

Presented  at  the  155th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Rochester,  New  York, 
Section  on  Allergy,  May  11,  1961. 

♦ By  invitation. 


diate  or  remote . The  two  national  societies  of 
allergists  have  polarized  on  this  issue,  with 
the  American  College  of  Allergists  en- 
thusiastically in  favor,  even  giving  a course 
under  its  sponsorship,  while  the  American 
Academy  of  Allergists  majestically  hesi- 
tates in  taking  a stand  one  way  or  the  other. 
To  some  it  would  seem  as  though  this  polar- 
ization centered  more  about  personalities 
than  procedures. 

In  view  of  this,  experienced  workers  repre- 
senting aU  points  of  view  were  invited  to 
participate  in  this  symposium  with  the  hope 
that  on  neutral  grounds  perhaps  some 
acceptable  conclusions  could  be  reached. 

Not  all  of  those  invited  accepted.  Ethan 
AUen  Brown,  M.D.,  who  had  accepted  and 
was  hsted  on  the  program,  as  you  all  know. 
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declined  at  the  last  moment  to  appear  for 
reasons  I do  not  wish  to  disclose  at  this  time. 

Now,  with  this  introduction,  1 would  like 
William  B.  Sherman,  M.D.,  the  moderator 
of  this  symposium,  to  take  over. 

William  B.  Sherman,  M.D.;  Thank 
you.  Dr.  Prigal.  I do  not  intend  to  express 
any  views  myself,  since  I feel  the  moderator 
should  be  neutral.  A few  people  have  pro- 
tested that  the  pros  seem  to  be  more  heavily 
represented  than  the  cons.  So,  if  I take 
either  side,  I will  lean  toward  the  con  side, 
simply  because  they  seem  to  be  in  the 
minority.  We  will  give  several  members 
of  the  panel  a chance  to  make  a few  remarks 
and  will  then  proceed  with  questions  which 
wiU  be  directed  to  aU  of  the  members  of  the 
panel. 

We  wiU  start  logically  by  calling  on  Hy- 
man Naterman,  M.D.,  who  has  been  work- 
ing with  emulsions  and  various  forms  of 
modified  extracts  for  twenty-five  years  and 
has  great  experience  in  this  field. 

Method 

Hyman  L.  Naterman,  M.D.;  Shortly 
after  my  letter,  which  criticized  the  use  of  the 
one-injection  oil  emulsion,  was  published  in 
Jime,  1960,  in  the  Journal  of  Allergy,  Dr. 
Prigal  invited  me  to  appear  on  this  panel. 
He  stated  that  he  wanted  an  aU-round  con- 
sideration of  this  treatment.  Some  of  us 
here  are  sold  on  it,  describing  it  as  a great 
“breakthrough”;  others  are  not  so  sure  and 
are  sitting  on  the  fence.  As  far  as  I know,  I 
am  the  only  one  who  has  taken  a stand  in 
print  that  it  should  not  be  used  as  a method 
of  choice,  except  for  one  brief  statement  by 
an  anonymous  author.  He  wrote  in  a sym- 
posium on  the  advances  in  medicine  that  the 
one-injection  treatment  set  the  course  of 
allergy  back.  As  the  devil’s  advocate  in  this 
matter,  I am  afraid  I am  taking  the  un- 
popular side;  in  fact,  it  may  appear  to 
some  to  be  blasphemous,  if  not  foolish,  to 
question  the  pronouncements  made  with 
such  absolute  conviction  by  the  advocates 
of  this  method.  However,  if  the  sin  of 
blasphemy  be  committed,  since  Dr.  Prigal 
is  responsible  for  my  being  here,  let  it  be  on 
his  head. 

It  is  said  that  fools  ask  questions  which  wise 
men  cannot  answer.  But  there  is  no  harm  in 
asking  such  questions.  The  wise  man 
simply  says,  “I  don’t  know.”  The  great 


harm  is  done  when  accepted  wise  men  make 
claims  which  other  wise  men  cannot 
corroborate  or  refute  readily.  For  example, 
suppose  an  astronomer  of  the  first  rank  from  a 
first-rank  institute  in  New  York  should  state 
that  the  moon  is  made  of  green  cheese. 
Then  after  some  years  another  leading 
astronomer  from  a nearby  city  should  agree 
that  the  moon  is  made  of  green  cheese  but 
go  on  to  disagree  in  important  details  with 
the  first,  claiming  the  original  formulation 
was  wrong.  He  now  claims  the  cheese  is 
yellow,  not  green,  and  that  the  formula  has 
egg  and  beer  in  it,  like  a Welsh  rabbit,  and 
he  keeps  on  changing  the  formula.  What 
are  the  other  wise  astronomers  to  think?  A 
state  of  confusion  is  bound  to  occin*.  How 
can  such  claims  be  proved  or  refuted?  Pos- 
sibly not  imtil  the  Russians,  or  hopefully,  we 
in  the  United  States,  rocket  a man  to  the 
moon  who  can  bring  back  a serving  for  anal- 
ysis. That  kind  of  claim  could  not  appear 
in  the  field  of  science,  but  I am  afraid  that  it 
has  and  does  appear  too  often  in  the  area  of 
medicine  under  the  guise  of  science.  Wit- 
ness the  recent  treatment  of  angina  pectoris 
by  the  ligation  of  the  internal  mammary 
artery.  I am  inclined  to  regard  the  claims 
and  counterclaims  regarding  the  formula- 
tion, methods  of  manufacture,  dosage,  and 
time  of  the  administration  of  the  one-injec- 
tion oil  emulsion  treatment  for  allergy  in  the 
same  way. 

Historical  development  of  repository 
TECHNICS.  You  are  entitled  to  know  how 
I can  ask  you  to  give  your  time  and  atten- 
tion to  anything  I say  in  this  matter.  After 
completing  my  internship  thirty  years  ago, 
I took  special  training  in  immunology  and 
clinical  allergy.  From  the  first  I felt  that 
some  method  of  delaying  and  prolonging  the 
absorption  of  injected  antigens  would  be 
important  in  reducing  the  large  number  of 
injections  that  are  needed  in  the  conven- 
tional treatment.  During  most  of  the 
thirties  at  the  Beth-Israel  Hospital  in 
Boston,  I studied  the  use  of  multiple  injec- 
tions of  antigens  emulsified  in  vegetable  oil, 
which  I reported  in  1938  were  very  effective 
in  reducing  the  number  of  injections  required, 
with  good  clinical  results.  However,  in  the 
late  thirties  I gave  up  the  use  of  emulsions 
because  I felt  the  government  could  never 
authorize  the  distribution  of  such  prepara- 
tions because  of  the  risks  involving  the 
stability  of  emulsions,  and  I sought  other 
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methods  which  would  be  more  practical  for 
general  use.  I therefore  changed  to  the  use 
of  precipitates  of  pollen  by  tannic  acid  with 
various  modifications  involving  the  suspen- 
sion of  such  precipitates  in  oil,  and  last  I fixed 
precipitates  suspended  in  water  in  formalin. 
Since  we  are  here  primarily  to  consider  the 
one-injection  mineral  oil  emulsion,  I will  not 
go  into  details. 

In  the  late  thirties,  other  methods  also 
were  tried.  PoUen  extract  adsorbed  on  alum 
was  reported  by  Zoss,  and  Spain  and 
Strauss  used  poUen  extract  in  gelatin,  but 
the  advantages  apparently  were  not  suffi- 
cient to  warrant  their  general  use.  More 
recently  Strauss  has  used  alum  to  adsorb 
pollen  extract  treated  with  pyridine,  with 
some  claims  that  to  me  seem  illogical. 

In  1942  Loveless,  seemingly  unaware  of 
previous  work,  reported  her  first  use  of 
poUen  emulsified  in  vegetable  oil  and  later 
her  use  of  mineral  oil.  I envy  her  the  cour- 
age she  displayed  in  using  this  nonmetabo- 
lizable  material  for  human  injection,  but  I 
won’t  go  into  the  use  of  mineral  oil  except 
to  say  that  there  are  those  who  stiU  have 
reservations  about  its  suitability  for  human 
use.  Her  next  step  was  the  introduction  of 
the  one-injection  treatment  based  on  dosage 
determined  by  eye  testing.  This  treatment 
attracted  little  attention  until  Brown,  dis- 
playing tremendous  talents  for  promotion, 
advocated  this  method  with  modifications 
of  formulation,  technic  of  manufacture,  and 
administration,  which,  he  claims,  set  him  far 
apart  from  Dr.  Loveless.  As  a result,  many 
enthusiastic  practitioners  of  this  art  have 
been  created,  with  almost  as  many  modi- 
fications of  formula  and  technic  as  there  are 
advocates.  Nevertheless,  a distinguished 
panel  of  first-rank  aUergists  who  had  tried 
this  method  were  unable,  at  the  recent 
Academy  meeting,  to  corroborate  or  entirely 
refute  the  enthusiastic  claims  and  could 
settle  only  on  the  rather  equivocal  statement 
that  the  method  should  be  considered  still 
experimental. 

Chief  areas  of  confusion.  I want  to 
discuss  the  chief  areas  of  controversy  as  I 
see  them,  since  they  are  the  principles  that 
are  involved  in  developing  the  one-injection 
method.  In  doing  so,  I wiU  of  necessity  refer 
chiefly  to  the  work  of  Loveless  and  Brown. 

These  areas  are  (1)  the  theory  behind 
the  use  of  the  one-injection  treatment,  (2) 
the  dosage  used,  (3)  results,  and  (4)  the 


factor  of  safety.  To  establish  a common 
groimd  from  which  to  proceed,  it  would  be 
desirable  briefly  to  outline  the  basis  for  the 
conventional  treatment  which  has  stood  the 
test  of  about  fifty  years  of  experience. 

Although  Loveless  insists  that  desensitiza- 
tion results  from  the  development  of  block- 
ing antibody  following  the  injection  of 
specific  antigen,  there  is  sufficient  doubt 
about  this  to  say  properly  that  we  don’t 
know  exactly  how  desensitization  occurs. 
I think  that  almost  everyone  would  agree, 
however,  with  the  simple  statement  that 
generally  a patient  who  is  sensitive  to  pollen, 
when  he  is  injected  with  increasing  quantities 
of  the  specific  pollen  extract,  develops  an 
increased  tolerance  to  these  injections  so 
that  after  a series  of  about  20  injections,  he 
can  accept  100  to  500  times  the  initial  dose. 
Presumably,  as  his  tolerance  to  the  injected 
extract  increases,  his  tolerance  to  the  in- 
halation of  poUen  increases,  and  he  is  said 
to  be  desensitized  in  varying  degrees.  It  is 
obvious  that  the  basis  of  this  treatment  is  the 
exposure  of  the  patient  to  increasing  doses 
to  establish  an  increased  tolerance.  I 
originaUy  used  poUen  extract  in  an  oil  emul- 
sion to  delay  and  prolong  the  absorption  of 
the  extract  so  that  larger  doses  could  be 
given  at  each  injection,  thereby  reducing  the 
number  of  injections  needed  to  increase  the 
patient’s  tolerance. 

In  the  case  of  a single  injection  of  emulsion, 
granting  that  there  may  be  a variation  ac- 
cording to  the  materials  used  and  the  method 
of  manufactm'e  and  administration,  the 
evidence  indicates  that  there  is  a decreasing 
Uberation  of  the  emulsified  extract  after  the 
injection,  and  the  patient  is  exposed  to  de- 
creasing quantities  of  the  antigen,  rather 
than  the  increasing  quantities  which  would 
appear  to  be  an  important,  perhaps  essential, 
factor  in  estabUshing  an  increased  tolerance. 

I think  that  even  one  injection  of  a specific 
antigen  does  increase  tolerance  to  some  de- 
gree and  that  a single  injection  of  a large 
dose  of  emulsified  extract  may  be  expected  to 
do  more  than  a smaUer  dose  of  plain  extract. 
However,  several  injections  of  emulsion  in 
increasing  doses  can  be  expected  to  give 
better  results  and  with  greater  safety. 
Therefore,  to  advocate  the  use  of  one  in- 
jection is  wrong. 

This  is  as  good  a place  as  any  to  clarify 
another  point.  There  is  no  question  about 
the  fact  that  antigens  emulsified  in  mineral 
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oil,  especially  when  they  are  used  with  acid- 
fast  bacteria  in  the  complete  Freund’s 
adjuvant  and  especially  when  they  are  given 
in  multiple  injections,  will  cause  antibody 
production  and  immunization  more  effec- 
tively than  the  same  antigens  in  water  when 
they  are  injected  into  normal  subjects. 
However,  we,  as  clinical  allergists,  are  con- 
cerned with  a totally  different  situation,  one 
in  which  our  subjects  are  allergic  and  already 
have  antibodies.  Because  the  technic  is  of 
accepted  value  in  one  situation  should  not 
be  considered  as  evidence  that  it  is  of  similar 
value  in  the  other.  In  fact,  it  may  be  harm- 
ful in  patients,  as  shown  by  Feinberg.  Yet 
Brown  asks,  “Why,  then,  is  a method  of 
treatment  satisfactory  for  protection  against 
poliomyelitis  or  influenza  regarded  as  unsatis- 
factory for  sensitivity  to  pollen?”  Per- 
haps it  is  significant  that  although  oil 
emulsions  have  been  known  for  a long  time 
to  be  more  effective  in  immunization,  they 
are  stiU  not  recommended  for  general  use. 

Objection  to  the  one-shot  method. 
Dosage.  Dr.  Loveless  claimed  that  her 
method  of  eye  testing  was  so  exact  that  she 
could  determine  the  maximum  tolerable  dose. 
If  it  is  true,  this  would  justify  the  single 
injection  of  this  dose.  However,  Brown, 
after  trying  this  method  of  testing  as  weU  as 
skin  testing  to  determine  dosage,  has  con- 
cluded that  aU  test  methods  are  valueless 
and  bases  dosage  on  history.  I think  most 
allergists  would  agree  that  the  truth  lies 
somewhere  in  between  these  extremes  and 
that  tests  by  eye  or  skin  give  a valuable  clue 
as  to  the  patient’s  tolerance.  However,  this 
information  can  and  should  never  be  relied 
on  absolutely  as  a measure  of  tolerance 
since,  as  in  aU  biologic  measurements, 
individual  variations  are  so  common  and  so 
wide  that  caution  is  essential.  In  the  face  of 
this,  I find  it  difficult  to  imderstand  how 
as  experienced  an  allergist  as  Dr.  Loveless 
would  have  the  temerity  to  give  the  maxi- 
mum tolerable  dose,  especially  to  a new 
patient.  I should  think  the  day  she  produced 
the  first  general  reaction  would  have  been 
the  last  time  she  tried  it.  However,  I 
assume  she  stiU  gives  the  patient  what  she 
considers  the  maximum  tolerable  dose. 

Brown  states  that  “it  has  now  become  in- 
creasingly clear  . . . that  the  higher  doses 
do  confer  greater  protection,”  although  he  at 
one  time  stated  that  the  clinical  results  bore 
no  relation  to  the  dosage.  I don’t  know  why 


this  should  be  surprising  since  I am  sure 
that,  like  most  allergists,  he  has  treated 
patients  in  the  past  by  giving  increasing 
amounts  as  they  were  tolerated  by  the 
patient.  Nevertheless,  although  the  higher 
doses  are  better  and  are  claimed  to  be  safe, 
he  does  vary  the  dose  from  1,000  to  10,000 
units,  according  to  the  time  of  the  injection, 
the  test  results,  the  amount  of  clinical  symp- 
toms, the  degree  of  exposure,  the  site,  and 
so  forth,  based  on  clinical  judgment.  Is  it 
not  better  clinical  judgment  to  try  to  give  the 
patient  the  best  possible  protection  by  giving 
the  largest  possible  dose?  And  if  one  injec- 
tion usually  causes  so  little  reaction,  would 
not  two  or  more  injections  of  still  higher 
dosage  be  stfil  better,  on  the  reasonable 
principle  that  the  larger  doses  would  give 
stiU  greater  protection  and  that  the  patient 
is  entitled  to  the  maximum  possible  benefit? 

Time  of  injection.  In  his  earlier  writing. 
Brown  stated  rather  definitely  that  it  was 
useless  to  give  treatment  less  than  three 
months  before  the  season.  Later  he  re- 
lented and  permitted  the  treatment  up  to 
six  weeks  before  the  season.  In  his  last 
paper  he  gave  the  treatment  even  during 
the  season  and  reported  the  same  almost 
perfect  results  regardless  of  the  time  of  the 
injection,  from  five  months  before  the 
season  to  during  the  season.  Is  it  possible 
that  giving  the  injection  after  the  season 
would  work  retroactively? 

Results.  The  problem  of  evaluating  the 
clinical  results  is  diflficult  and  is  so  recognized 
by  everyone  writing  on  this  subject.  I 
don’t  want  to  get  involved  deeply  in  this 
matter  at  this  time  because  it  could  lead  to 
endless  and  inconclusive  discussion.  I wiU 
simply  remind  you  that  since  in  every  case 
the  patient’s  own  observations  are  being 
evaluated  and  that  such  observations  are  the 
reflection  of  the  patient’s  personality,  care- 
ful clinical  judgment  is  essential  in  arriving 
at  any  conclusions.  I am  not  going  to  dis- 
cuss the  reported  figures  on  clinical  results. 
But  I am  concerned  about  the  clinical  judg- 
ment expressly  stated  on  which  the  con- 
clusions are  based.  For  example.  Brown 
has  stated  that  any  treated  patient  who 
sneezed  two  or  three  times  on  two  or  three 
consecutive  days  would  be  considered  a 
failure  in  treatment.  Is  the  clinical  judg- 
ment exercised  in  establishing  these  criteria 
sound?  I think  he  is  putting  too  great  a 
strain  on  himself  and  his  methods  by  estab- 
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lishing  such  strict  limitations.  Most  aller- 
gists, I am  sure,  would  be  perfectly  delighted 
if  all  their  treated  patients  would  have  only 
two  or  three  sneezes  on  two  or  three  con- 
secutive days,  and  rather  than  failures  they 
would  consider  such  results  excellent. 

In  his  last  paper  he  concluded,  “When  the 
patient  with  seasonal  allergy  receives  treat- 
ment for  all  the  causes  of  his  symptoms  and 
with  a sufficiently  great  amoimt  of  extract 
given  in  as  good  an  emulsion  as  can  at 
present  be  prepared,  then  any  symptoms 
which  do  occur  are  probably  not  caused  by 
exposure  to  pollen.”  That  raises  so  many 
“iffy”  conditions  as  to  make  the  conclusion 
meaningless.  He  omits  the  important  mat- 
ter of  the  time  of  the  injection,  because  he 
says  “we  do  know  that  some  patients  who 
receive  their  injections  far  in  advance  of  the 
season  may  experience  symptoms  during  the 
last  days  of  seasonal  pollination.”  Which 
means  that  if  they  happen  to  get  their  in- 
jection four  weeks  earlier  still,  they  would 
have  symptoms  all  during  the  season. 

Also,  there  is  reason  to  believe  that  what- 
ever good  results  are  achieved  with  repository 
injections,  several  injections  in  increasing 
doses  would  give  better  results,  with  possibly 
more  chance  of  “curing”  the  patient  so  that 
the  treatment  could  be  stopped.  Cer- 
tainly before  advocating  the  one-injection 
method,  the  comparison  between  the  multi- 
ple- and  the  single-injection  methods  should 
have  been  studied  and  the  one-injection 
method  chosen  only  if  the  results  were  as 
good  as  or  better  than  those  with  the 
multiple  injections. 

Safety.  The  first  consideration  in  the 
use  of  this  method  should  be  the  factor  of 
safety.  When  it  was  first  proposed  as  a one- 
shot  treatment,  it  was  in  fact  given  in 
multiple  injections  as  a matter  of  safety, 
and  furthermore,  every  report  with  which  I 
am  familiar  has  included  cases  of  general 
reaction,  which  are  usually  described  as 
mild.  In  his  last  paper,  for  example,  under 
the  discussion  of  general  reaction,  Ethan 
Allen  Brown  states:  “In  two  patients, 
urticaria  followed  the  ingestion  of  alcohol, 
and  in  one,  alcohol  ingestion  preceded  the 
hives.”  Without  understanding  the  subtle 
difference  between  urticaria  following  alcohol 
ingestion  and  hives  preceded  by  the  ingestion 
of  alcohol,  I am  still  able  to  conclude  that 
general  reactions  did  occur.  Where  mild 
reactions  occur,  it  is  also  possible  for  serious 


reactions,  even  death,  to  occur,  and  in  fact, 
serious  reactions  have  occurred.  With 
changes  in  formulas  and  machines,  greater 
safety  is  claimed.  But  the  actions  belie  the 
words.  Patients  are  premedicated  with 
antihistamines  and  epinephrine  (Sus-Phrine) 
before  the  injection.  Epinephrine  is  again 
given  after  the  injection  to  “patients  travel- 
ing by  plane,  or  train,  or  by  car  on  super- 
highways.” (This  would  seem  to  exclude 
only  his  immediate  neighbors.)  I think  it  is 
misleading  to  state  that  such  injections  of 
epinephrine  are  given  “only  to  occlude  the 
vessels  proximal  to  the  injection  site  and  not 
because  a reaction,  as  such,  was  anticipated.” 
Why  occlude  the  vessels  if  not  to  prevent  a 
reaction?  And  it  seems  to  me  that  the  state- 
ment that  the  premedication  “represented  a 
precaution  more  legal  than  medical”  is  a 
confession  that  the  treatment  could  be  con- 
sidered by  an  impartial  authority  as  unsafe 
and  grounds  for  negligence.  At  any  rate, 
such  prophylactic  medication  seems  to  be  a 
weak  crutch  to  lean  on  from  a pharmacologic 
viewpoint. 

The  variation  in  dosage  is  an  indication 
that  those  who  give  the  emulsion  know  it  can 
be  dangerous.  The  absence  of  any  reliable 
indicator  of  tolerance  represents  to  me  an 
incontrovertible  argument  against  any  at- 
tempt to  give  tbe  maximum  dose  in  one  in- 
jection. 

Courage  in  a doctor  is  at  times  needed 
when  imorthodox  and  intricate  procedmes 
are  needed  to  save  life,  such  as  in  cardio- 
vascular surgery.  But  I can  think  of  no 
greater  menace  in  medicine  than  a coura- 
geous allergist.  One  experience  with  a guinea 
pig  dying  in  anaphylactic  shock  and  a 
similar  violent  reaction  witnessed  in  a 
patient  after  contact  with  a specific  allergen 
is  enough  to  teach  the  need  for  unceasing 
caution.  Dr.  Brown  has  stated  that  the  one 
injection  treatment  is  “not  for  the  faint 
hearted”  physician  to  use,  and  Dr.  Loveless 
at  the  Academy  meeting  said  some  of  the 
doctors  she  supplied  with  material  gave  it 
with  no  preliminary  testing  at  aU,  but  “with 
a prayer.”  I think  an  allergist  who  wants 
to  exercise  his  courage  should  turn  in  his 
syringe  and  go  in  for  mountain  climbing. 
And  the  proper  place  for  prayer  is  in  church, 
not  the  medical  office. 

Conclusion.  In  conclusion,  I would 
raise  the  following  considerations  about  the 
use  of  the  one-injection  oil  emulsion  technic. 
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1.  There  is  some  reservation  about  the 
use  of  mineral  oil  in  human  beings. 

2.  Because  of  the  decreasing  rather  than 
the  increasing  exposure  of  the  patient  to  the 
antigen,  the  concept  is  wrong. 

3.  The  benefits  of  treatment  eilmost  cer- 
tainly would  be  greater  with  a multiple  in- 
jection method  than  with  the  single,  and 
therefore  to  advocate  the  one-injection 
method  is  wrong. 

4.  In  the  absence  of  a reliable  method  of 
determining  a patient’s  tolerance,  the  injec- 
tion of  a possibly  lethal  toxic  material  in 
high  dosage,  possibly  even  on  an  experi- 
mental basis,  is  morally  wrong. 

5.  To  present  this  method  so  positively 
to  the  medical  profession  and  to  the  public 
as  a momentous  breakthrough  when  so 
many  questions  remain  unanswered  is 
ethically  wrong. 

Dr.  Sherman:  I said  at  the  start  that 

the  cons  were  in  the  minority,  but  they  cer- 
tainly are  expressing  themselves. 

I think  now  we  wiU  proceed  by  calling  on 
one  of  our  other  guests  who,  I believe,  is  in 
favor  of  this  method  of  treatment.  He 
certainly  has  done  a great  deal  of  it. 

I would  like  to  ask  Frank  Furstenberg, 
M.D.,  to  give  us  a short  talk  on  his  method. 
Dr.  Furstenberg. 

Frank  F.  Furstenberg,  M.D.:  Thank 
you  for  inviting  me  to  participate  in  the 
panel  today.  I wasn’t  certain  whether  or  not 
I was  to  be  simply  a resource  participant,  an- 
swering questions  and  giving  you  our  im- 
pressions that  have  materialized  as  a result 
of  our  work  in  the  field  in  the  last  three 
years.  I am  going  to  take  my  few  minutes 
at  this  time  to  comment  on  the  problems 
that  Dr.  Naterman  has  raised  and  present 
my  results  later  if  time  permits. 

The  overenthusiasm  and  the  polemics  sur- 
rounding the  use  of  emulsified  pollen  extracts 
are  unfortunate  but  perhaps  to  be  expected. 
Certainly,  in  such  a respectable  field  as 
poliomyelitis  immunization,  we  have  had 
equal  disputation  based  not  only  on  methods 
but  also  on  personalities.  There  is  no 
question  that  many  of  us  are  not  pro  or  con 
repository  therapy  but  are  interested  in 
developing  a method  that  has  merit  and 
developing  it  judiciously. 

In  doing  this,  some  allergists  may  have 
had  problems  in  not  assuming  arbitrary 
positions  based  on  personalities,  prejudices, 
and  socioeconomic  factors,  as  weU  as  pub- 


lished works  in  the  field. 

It  is  fair  to  say  that  the  present  period  in 
clinical  allergy  has  shaken  us  all  up,  and  this 
is  for  the  good.  We  are  reconsidering  our 
traditional  methods  of  treatment.  They 
should  have  been  re-evaluated  for  some  time. 
Because  Noon  and  Freeman  developed  the 
present  conventional  method  of  aqueous 
treatment  based  on  slowly  increasing  the 
dose,  literally  crawling  up  to  the  tolerated 
dose  that  the  patient  receives,  and  because 
this  was  developed  in  the  second  decade 
of  the  century,  the  method  does  not  neces- 
sarily stand  the  test  of  time.  For  many 
years  less  time-consuming  methods  have 
been  tried  by  others,  as  Dr.  Naterman  so 
weU  pointed  out. 

At  present,  we  are  re-examining  not  only 
the  method  of  repository  therapy  but  also 
whether  or  not  the  aqueous  method  or  any 
method  now  used  has  statistical  validity. 
We  are  asking  how  much  of  our  success  is 
due  to  the  placebo  effect  and  how  much  to 
therapeutic  activity  of  the  extracts  them- 
selves. 

Loveless’s  and  Brown’s  studies  have  stimu- 
lated us  to  evaluate  critically  our  diagnostic 
criteria  as  well  as  our  therapy  and  results. 
For  this  we  owe  them  thanks. 

My  own  experiences  with  repository 
therapy  are  rather  new.  I began  treating 
patients  in  the  siunmer  of  1959  and  have 
continued  to  date,  but  I don’t  profess  to 
have  the  answers.  I do  feel  secure,  however, 
in  stating  that  the  results  to  date  with 
emulsified  extracts  compare  favorably  with 
the  conventional  aqueous  treatment. 

I have  encoimtered  some  real  difficulties 
with  the  method,  however,  in  the  prepara- 
tion and  administration  of  the  emulsion. 
Many  of  us  who  have  begxm  repository 
therapy  feel  that  we  have  a tiger  by  the  tail. 
We  are  not  certain  where  we  are  going,  but 
then  in  retrospect  we  can’t  be  certain,  either, 
where  we  have  been,  although  we  were  com- 
fortable in  the  past. 

As  our  experience  increases,  however,  our 
problems  decrease.  I still  find  I can’t 
predict  the  optimum  dose  for  the  best  thera- 
peutic result;  a good  result  one  year  with  a 
specified  dose  has  not  given  me  the  same 
result  the  next  year.  When  a season  is  mild, 
as  it  has  been  in  both  the  grass  season  last 
year  and  the  tree  season  this  year,  our 
therapeutic  results  are  excellent. 

What  repository  therapy  has  done  for  me. 
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clinically,  is  to  sharpen  my  diagnostic 
criteria  and  simplify  the  treatment.  The 
therapy  however,  is  still  new.  Only  Dr. 
Loveless  has  had  a long  experience,  and 
that  has  been  with  relatively  few  cases.  Dr. 
Brown  began  reporting  his  prodigious  ex- 
perience in  1958,  and  for  the  1957  ragweed 
season  he  had  only  38  patients.  I emphasize 
again  that  it  is  due  to  Mary  Loveless  and  to 
Ethan  Allen  Brown  that  we  are  here.  I 
would  like  to  report  my  results  after  the  other 
panelists  have  been  heard. 

Dr.  Sherman:  Thank  you.  Dr.  Furs- 
tenberg.  I do  think  that  we  want  to  clear 
up  one  or  two  points  on  what  we  are  talking 
about. 

The  panel  was  annoimced  as  being  on  the 
use  of  repository  injections,  which  we  take 
to  mean  emulsions  of  one  kind  or  another.  I 
don’t  think  we  are  definitely  committed  to 
one  shot  per  year,  and  I would  be  very 
interested  to  know  if  some  of  the  other 
panelists  have  found  it  helpful  to  give  more 
than  one  dose,  and,  if  so,  how  they  vary  the 
size  of  the  doses  and  the  intervals  between 
them. 

Now,  I would  like  to  call  on  the  remaining 
members  of  the  panel  to  give  their  experi- 
ence rather  briefly  and  lay  the  groundwork 
for  further  discussion.  The  outline  that 
has  been  proposed  is  to  have  each  one  give 
an  idea  of  how  much  he  has  used  this  treat- 
ment, the  number  of  persons,  types  of  cases, 
how  many  of  these  repository  injections  he 
has  given,  whether  he  has  treated  new  poUen 
cases  or  mainly  ones  with  previous  treatment, 
what  doses  he  uses,  and  the  local  and  gen- 
eral reactions  encoimtered.  If  any  of  them 
wish  to  discuss  antigens  other  than  poUens, 
such  as  molds,  house  dust,  animal  danders, 
and  insects,  this  would  be  very  helpful. 

I would  like  to  call  next  on  G.  Everett 
GaUlard,  M.D. 

Experience  and  results 

G.  Everett  Gaillard,  M.D.:  I do  not 

feel  I am  competent  nor  do  I have  the  desire 
to  enter  into  the  didactics,  the  philosophy,  or 
the  personalities  involved  in  this  procedure, 
hut  I would  like  to  give  you  the  results  we 
have  obtained. 

Now,  to  clarify  my  concepts  I would  like 
to  give  you  a little  personal  historical  back- 
ground. As  some  of  you  know,  I was  asso- 
ciated with  Will  Cook  Spain,  M.D.,  for  a 


number  of  years,  imtil  1944.  During  that 
time  we  became  interested  in  a variety  of 
methods  of  delaying  the  absorption  of  in- 
jected pollen  extracts.  We  treated  patients 
with  ragweed  poUen  in  gelatin  and  employed 
several  other  methods  of  delayed  absorption 
which  were  never  published.  Among  these 
was  the  ice  pack  technic. 

Recently  Miss  Margaret  Strauss  and 
Abner  Fuchs,  M.D.,  reported  on  the  use  of 
alum-precipitated  pyridine  pollen  extract. 
We  began  using  this  in  1959,  and  our  results 
were  reported  at  the  American  Academy  of 
Allergists  meeting  in  Washington  in  1961. 
The  pyridine  extracts  are  excellent.  Then, 
at  a later  date,  I became  interested  also  in 
therapy  with  emulsions. 

When  we  first  attempted  therapy  with 
emulsions,  I spent  a little  time  with  Ethan 
Allen  Brown  in  Boston  and  then  took  mem- 
bers of  my  staff  there  to  learn  as  much  as 
possible  about  the  preparation  of  emulsions. 
I then  spent  time  at  the  Atlas  Technical 
Laboratory  in  Wilmington,  Delaware,  with 
Dr.  Becher,  Dr.  Trion,  and  Dr.  Rose,  two  of 
whom  had  worked  on  emulsions  with  Dr. 
Salk  and  Dr.  Freund. 

We  foimd  that  the  experts  felt  they  knew 
very  little  about  emulsions.  We  therefore 
started  with  the  assumption  that  no  one 
was  too  knowledgeable  about  emulsion  prep- 
aration. 

The  clinical  results  reported  now  were  ob- 
tained almost  entirely  in  private  practice. 
As  far  as  I am  concerned,  when  a private 
patient  says  he  likes  one  form  of  therapy 
rather  than  another  and  that  the  results  in 
his  opinion  are  equal  or  superior,  his  opinion 
is  a much  more  important  guide  to  thera- 
peutic eflficiency  than  any  other  method  of 
evaluation. 

We  are  now  treating  our  patients  either 
with  the  alum  precipitated  pyridine  material 
or  with  aqueous  repository  injections,  and 
now,  in  1961,  we  have  taken  about  100  or 
150  patients  (and  I can’t  report  on  them  yet) 
and  treated  them  with  the  combination  of 
alum-precipitated  material  in  repository 
form. 

Now,  just  to  go  over  our  experiences 
briefly,  I will  give  you  some  idea  of  the  results. 

We  treated  763  poUen  cases  who  received 
1,194  injections.  We  also  treated  369 
dust  cases,  227  mold  cases,  215  dander 
cases,  and  62  insect  cases.  Resprogen  was 
used  for  three  or  four  months  while  we  were 
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learning  and  improving  our  emulsion  technic. 

Altogether  we  treated  616  patients  who 
represented  2,252  cases.  Now,  this  doesn’t 
mean  2,252  patients.  A patient,  for  instance, 
who  reacted  in  two  pollen  seasons  was 
counted  as  2 cases,  or  a patient  who  had 
both  poUen  and  dust  sensitivity  was  counted 
as  2 cases.  We  administered  altogether 
over  3,000  injections. 

We  treated  153  tree-,  226  grass-,  and  383 
ragweed-sensitive  patients.  I practice  in 
Westchester  Coimty  where  the  tree  popula- 
tion is  greater  and  a larger  number  of  people 
apparently  have  a sensitivity  to  tree  pollens 
than  they  do  in  city  areas.  This  accounts 
for  the  large  number  of  tree-sensitivity 
cases.  I noticed  when  I was  leaving  practice 
in  New  York  City  and  starting  in  West- 
chester County,  the  number  of  tree-sensi- 
tivity cases  seen  increased  five-  to  tenfold. 

Alternaria  and  Hormodendrun  were  the 
two  molds  most  commonly  used. 

We  also  treated  with  cat,  dog,  and  horse 
dander  and  for  allergy  to  stinging  insects, 
53  cases. 

The  number  of  systemic  reactions  from 
tree  pollen  injections  was  2;  grasses,  15; 
ragweeds,  13;  molds,  5;  and  1 from  an  injec- 
tion of  dog  dander.  There  were  35  systemic 
reactions  in  33  patients,  meaning,  of  course, 
that  2 patients  had  2 reactions. 

Of  the  patients  who  were  treated  with  the 
pollens,  75  per  cent  were  what  we  would 
classify  as  A or  AA  cases;  in  other  words, 
they  gave  marked  reactions  to  the  10-unit 
test  (A),  or  a marked  plus  reaction  to  the 
10-unit  test  and  a marked  reaction  to  the 
one-unit  test  (AA).  This  is  a question  of 
personal  gradation,  but  it  is  the  way  we 
rate  our  patients. 

The  total  number  of  injections  given  to 
this  group  was  1,676,  and  the  incidence  of 
systemic  reactions  was  1.1  per  cent,  which  is 
a little  higher  than  Ethan  Allen  Brown  ob- 
tained. Interestingly  though,  we  found 
that  our  systemic  reaction  rate  was  about  the 
same  as  that  obtained  by  Nathan  Schaffer, 
M.D.,  and  Fred  Brown,  M.D. 

We  have  had  from  the  injection  of  emul- 
sions of  grass  pollens  two  nodules  of  over 
six  months  duration;  from  ragweed,  28; 
dust,  6;  cat,  1;  dog,  2;  and  imknown,  12. 
Some  of  these  were  possibly  cysts.  When  I 
say  nodules,  I don’t  know  for  certain  whether 
they  were  nodules  or  cysts,  but  we  assume 
most  of  these  were  granulation  tissue  re- 


actions. We  had  a total  of  22  cysts  which 
evidenced  fluctuation.  We  had  no  nodules 
or  cysts  from  the  injections  of  extracts  of 
trees,  molds,  or  insects. 

Our  tree  seasons  are  always  bad.  The 
explanation  for  this  is  that  most  of  our 
patients  live  in  the  country  where  trees 
of  some  type  are  fairly  close  to  the  bedroom 
windows,  and  the  patients  are  heavily  ex- 
posed to  pollen.  We  have  a much  higher 
percentage  of  tree-sensitive  cases  than  most 
allergists. 

Similarly,  we  have  a very  high  incidence 
of  Poa  annua-sensitive  cases  because  of  the 
number  of  golfers  in  Westchester.  Golf 
course  grass  contains  much  Poa  annua,  and 
the  players  kick  up  the  pollen  which  appears 
almost  at  the  same  time  as  the  tree  pollens 
early  in  May. 

We  considered  a good  result  to  be  75  per 
cent  or  better  of  relief  by  the  patient’s 
standards.  We  made  no  attempt  at  blind 
or  double-blind  studies.  At  least  87  per  cent 
of  the  tree-sensitive  cases,  90  per  cent  of  the 
grass-sensitive  cases,  and  80  per  cent  of  the 
ragweed-sensitive  cases  had  good  or  excellent 
results.  Among  the  ragweed-sensitive  cases 
there  were  174  cases,  of  which  135  were 
completely  without  symptoms.  I feel  that 
these  figures  are  about  the  same,  perhaps  a 
little  better,  than  the  figures  we  obtain  with 
our  aqueous  method.  We  stiU  have  many 
patients  on  aqueous  therapy  and  patients 
who  come  to  the  office  to  take  extracts  for 
administration  in  their  local  home  area. 
The  results  are  also  about  the  same  as  those 
obtained  with  the  use  of  alum-precipitated 
pollen  extract. 

We  find  the  patients  preferred  either  of  the 
two  methods  of  treatment  (the  alum-precipi- 
tated extract  or  the  repository)  to  the 
conventional  multidose  method.  They  pre- 
ferred them  because  of  convenience  and  the 
satisfactory  results. 

We  have  had  no  real  problems  from 
systemic  reactions.  I don’t  think  these  are 
more  frequent  than  we  formerly  had  from 
the  aqueous  extract,  although  they  are  more 
numerous  than  those  obtained  when  the 
alum-precipitated  pyridine  extract  was  em- 
ployed. 

The  one  big  drawback  to  the  repository 
therapy  has  been  the  development  of  cysts. 
Oddly  enough,  of  the  22  patients  who  had 
cysts,  most  wanted  to  continue  with  reposi- 
tory treatment.  They  felt  the  results  and 
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the  fewer  injections  were  so  satisfactory  that 
they  preferred  to  continue  with  repository 
injections  and  risk  further  cysts. 

Dr.  Sherman:  Thank  you  Dr.  Gaillard. 

I shall  next  caU  on  William  MitcheU,  M.D., 
of  Columbus,  Ohio,  who  will  give  an  account 
of  his  results.  Dr.  Mitchell. 

William  Mitchell,  M.D.:  Our  experi- 

ence covers  four  years;  this  is  the  fifth  year. 
John  Mitchell,  M.D.,  treated  20  patients  with 
emulsified  ragweed  pollen  in  1957.  The 
over-all  response  of  these  patients  convinced 
1 me  that  the  method  held  great  promise. 

I We  chose  a more  conservative  course  and 
I attempted  to  give  each  patient  his  total 
season’s  dose  of  repository  antigen  extract  in 
^ three  doses,  beginning  with  500  units  and 
progressing  to  1,500  units  according  to  the 
1 eye  and  skin  test  titrations  with  serial  dilu- 
I tions  of  aqueous  antigen  extract.  The  second 
I and  third  doses  were  twofold  to  threefold 
I multiples  of  the  preceding  dose  unless  the 
preceding  dose  caused  an  undesirable  or 
j systemic  reaction.  Our  total  season’s  dose 
|i  varied  from  5,000  to  15,000  protein  nitrogen 
1 units,  depending  on  the  individual  patient’s 
i tolerance.  At  this  point,  I wish  to  concur 
I with  the  suggestions  of  Dr.  Naterman  con- 
I earning  the  questions  we  should  ask  our- 
! selves  each  morning  and  to  second  his  plea 
j for  the  conservative  approach. 

1 All  of  our  patients  received  from  two  to 
five  doses,  except  those  who  were  treated  as 
part  of  the  collaborative  study  which  was 
carried  out  under  the  auspices  of  the  Ameri- 
can Academy  of  Allergists.  That  group  of 
■ 61  patients  received  emulsified  material 
I obtained  from  Samuel  Feinberg,  M.D.,  and 
I given  in  two  equal  doses  within  the  same 

I hour.  The  results  in  this  group  of  patients 

* j were  approximately  the  same  as  our  over-all 

I I results  in  the  same  year.  That  is,  approxi- 
j mately  75  per  cent  of  the  patients  treated  re- 
' sponded  in  a satisfactory  manner.  Any  pa- 
tient whose  improvement  was  estimated  to 
be  70  per  cent  or  more  was  considered  to 

* have  a satisfactory  result.  An  improvement 
of  less  than  70  per  cent  was  considered  un- 

1 satisfactory.  The  patient’s  evaluation  was 
t accepted,  but  in  obtaining  this  evaluation 
we  used  every  possible  means  to  encourage 
objectivity  on  the  part  of  the  patient. 

Statistical  data  obtained  from  our  patients 
' during  the  past  five  ragweed  pollen  seasons 
show  that  75  per  cent  of  the  patients  were 

* improved  satisfactorily.  The  best  year  was 


1959,  when  82  per  cent  of  225  patients  en- 
joyed satisfactory  improvement.  The  op- 
posite extreme  occurred  in  1958  when  69 
per  cent  of  170  patients  showed  satisfactory 
improvement.  Paradoxically  the  total  rag- 
weed pollen  count  for  1958  was  the  lowest  in 
the  four-year  period  covered  by  our  experi- 
ence. 

If  we  consider  only  the  asthmatic  symp- 
toms and  disregard  the  coryza,  we  find  that 
almost  all  of  the  patients  were  improved  100 
per  cent.  However,  I believe  we  have  all 
had  the  same  experience  using  multiple  dose 
aqueous  extracts. 

Up  to  this  time  John  Mitchell  has  used 
Falba  exclusively  as  an  emulsifying  agent, 
in  accordance  with  the  formula  published  by 
Dr.  Loveless  in  1957.*  Its  emulsifying 
property  is  superb,  but  in  the  1958  season 
many  of  our  patients  showed  large,  firm, 
persistent,  subcutaneous  nodules,  and  be- 
tween the  two  of  us  we  saw  four  abscesses 
and  one  sterile  cyst. 

Some  of  my  patients  have  been  treated 
with  the  Falba- type  emulsion,  but  most  of 
them  have  received  the  Arlacel  A type  emul- 
sion. Since  1958  we  have  observed  no 
abscesses,  cysts,  or  prolonged  subcutaneous 
nodules.  We  are  unable  to  explain  the 
difference  in  the  patients’  acceptance  of  the 
Falba-type  emulsion  in  1959,  1960,  and  so 
far  in  1961  as  contrasted  with  the  experience 
in  1958. 

For  statistical  purposes  we  included  only 
those  patients  who  were  sensitive  to  ragweed 
pollen  as  judged  by  histories  and  skin  and 
eye  tests.  Those  who  manifested  other 
clinical  sensitivity  which  might  overlap  our 
ragweed  season  are  excluded  from  the  study. 

There  were  420  ragweed-sensitive  patients 
treated,  of  whom  only  4 received  the  treat- 
ment for  four  consecutive  years,  and  113 
patients  received  treatment  for  three  con- 
secutive years.  Some  patients  had  good  re- 
sults each  year,  many  had  varying  results  in 
different  years,  and  a few  had  poor  results 
for  two  consecutive  years,  after  which  they 
discontinued  the  treatment. 

The  rate  of  unwanted  reactions  has  been 
dwindling  with  each  succeeding  year.  Some 
of  you  may  recall  my  description  of  Black 
Tuesday,  the  day  I switched  from  Falba  to 
Arlacel  A as  an  emulsifying  agent.  Each 
of  the  7 patients  treated  had  very  severe  sys- 

♦Loveless,  M.  H.:  Repository  immunization  in  pollen 

allergy,  J.  Immunol.  79:  68  (1957). 
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temic  reactions  following  injections  of  the 
poorly  emulsified  menstruum.  All  the  pa- 
tients had  had  aqueous  treatment  in  previous 
years,  all  returned  to  complete  their  emulsion 
treatment,  and  aU  had  very  good  results. 
With  increasing  experience  our  rate  of 
systemic  reactions  was  reduced  to  1.5  per 
cent.  There  were  local  reactions  large 
enough  for  the  patients  to  register  a com- 
plaint following  3 per  cent  of  the  injections. 

A few  severe  systemic  reactions  occurred 
following  the  usual  doses  from  batches  of 
emulsified  ragweed  extract  which  had  been 
tolerated  on  the  same  day  by  highly  sensitive 
individuals.  The  milder  reactions  consisted 
of  asthma  and  rhinitis.  The  more  severe 
reactions  included  generalized  hives  and 
gastrointestinal  cramps. 

Some  doctors  have  the  impression  that  the 
preparation  and  administration  of  emulsified 
allergen  in  oil  complexes  is  a simple  pro- 
cedure. It  is  only  simple  after  one  has 
learned  the  possible  pitfalls  by  experience. 

Dr.  Sherman.  ; Thank  you.  Dr.  Mitchell. 

There  is  one  more  member  of  the  panel 
from  whom  we  haven’t  heard  this  morning, 
and  I shall  celU  on  him  next,  Frederick  Brown, 
M.D.,  of  New  York  City. 

Frederick  R.  Brown,  M.D.:  My  ex- 

perience has  been  generally  the  same  as  that 
of  the  other  practitioners.  I now  treat 
about  50  per  cent  of  my  patients  with 
repository  injections.  I really  have  experi- 
ence for  only  one  year  as  far  as  results  go. 

In  1960  I treated  424  patients  and  gave 
489  injections.  Some  of  them  were  multiple 
injections;  the  majority  of  them  were  single 
injections.  Of  this  group,  213  were  transi- 
tion patients,  and  of  those  patients  a great 
many  were  patients  whom  we  had  had  diffi- 
culty treating  with  the  aqueous  method.  If 
we  achieved  good  results  with  patients  on  a 
perennial  basis  where  they  were  taking  their 
injections  once  a month  (or  occasionally  once 
in  six  weeks)  and  they  received  multiple  anti- 
gens, I left  them  on  perennial  therapy  as 
long  as  they  did  well  that  way.  But  those 
patients  in  whom  efforts  to  spread  the  in- 
terval to  longer  than  two  weeks  gave  marked 
local  or  occasionally  constitutional  reactions 
were  presented  with  the  possibility  of  receiv- 
ing a long-acting  repository  injection. 

At  the  start  there  was  a great  deal  of 
concern  and  loss  of  sleep  after  I gave  a 
repository  injection  because  I didn’t  know 
what  was  going  to  happen.  But  we  had  not 


too  many  constitutional  reactions.  In  the 
first  year  there  were  17  constitutional  or 
general  reactions,  of  which  3 were  moderately 
severe.  Two  of  these  were  in  asthmatic 
patients,  and  1 was  given  a relatively  small 
dose  of  mold  emulsion  and  had  asthma  for 
three  days  which  had  to  be  controlled  by 
steroids. 

The  other  reaction  was  in  a patient  from 
whom  we  never  obtained  a history  of  Guillain- 
Barre  syndrome  with  a partial  paralysis  of 
the  pharynx.  A direct  laryngoscopy  didn’t 
reveal  any  edema  of  the  larynx,  but  the 
pharynx  was  distinctly  swollen.  The  uvula 
was  greatly  swollen,  and  this  patient  ex- 
perienced marked  difficulty  in  swallowing 
for  twenty-four  hours. 

This  patient,  and  as  a matter  of  fact  aU  the 
patients  who  had  general  reactions,  had  good 
to  excellent  results  therapeutically  during 
the  season.  The  patient  with  the  GuiUain- 
Barre  syndrome  also  was  given  a repository 
injection  the  following  year.  She  is  sensi- 
tive only  to  the  grasses,  and  the  injec- 
tion given  again  this  year  resulted  in  a milder 
general  reaction  consisting  of  nasal  S3mip- 
toms.  The  dose  was  one  third  of  what  she 
received  before. 

Now,  it  is  hard  to  evaluate  a reaction  like 
that.  I am  sure  the  emulsion  was  excellent. 
We  had  used  it  on  other  patients.  I am 
sure  that  this  patient  was  a Uttle  bit  afraid 
of  the  injection  and  yet,  she  had  such  good 
results  previously  that  she  wanted  it  again. 
This  patient,  despite  her  reaction,  sent 
the  three  other  members  of  her  family  in 
for  ragweed  injections.  Apparently  the  re- 
action didn’t  scare  her  completely. 

Breaking  it  down  into  individual  cate- 
gories, I treated  35  patients  with  36  injec- 
tions of  dust  in  the  first  year,  19  of  whom 
were  transitional  patients.  The  dosage 
ranged  from  500  to  10,000  units.  A fair 
number  of  them  were  given  autogenous 
dust  extracts  which  probably  contained 
molds  and  other  allergens  which  were  given 
in  much  higher  dilutions. 

Of  this  dust-sensitive  group,  3 had  gen- 
eral reactions,  aU  of  which  were  mild,  such 
as  itching  of  the  face  or  hives  which  lasted 
twenty  or  thirty  minutes  and  were  con- 
trolled completely  by  one  antihistamine 
tablet. 

The  results  are  very  difficult  to  evaluate  in 
a dust-sensitive  patient.  Nevertheless,  the 
patients  generally  reported  that  they  felt 
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very  well  for  varying  periods  of  time,  from 
three  to  six  months  following  the  injection. 
I don’t  think  you  get  any  effect  from  a dust 
injection  (if  that’s  a specific  reaction)  of 
longer  than  six  months,  except  when  the 
patient  tolerates  high  dosages  or  has  been 
transitional  from  fairly  long  conventional 
therapy. 

So,  75  per  cent  of  the  dust-sensitive  pa- 
tients had  good  results. 

As  for  the  tree  pollen-sensitive  cases,  I 
gave  only  44  injections  to  43  patients  with 
dosages  ranging  from  400  to  9,500  units  of 
various,  individually  tailored  mixtures  of 
trees  according  to  the  patient’s  intra- 
dermal  reactions  and  history. 

I can  corroborate  Dr.  GaiUard’s  experi- 
ence inasmuch  as  I have  one  office  in  New 
York  City  and  one  office  out  in  the  suburbs, 
and  I have  about  ten  times  as  many  patients 
with  tree  symptoms  or  with  tree  hay  fever 
in  the  suburbs  as  I do  in  New  York  City. 

In  the  tree-sensitive  cases  there  were  four 
mild  general  reactions.  Neither  the  dust- 
nor  the  tree-sensitive  cases  exhibited  any 
nodules  or  cysts  in  the  first  year. 

Of  the  tree-sensitive  cases,  93  per  cent  said 
they  had  good  to  excellent  results,  and  that  is 
about  what  we  get  with  our  tree-sensitive 
cases  treated  by  the  aqueous  multiple- 
injection  method. 

In  the  grass-sensitive  group  122  injections 
were  given  to  115  patients  with  dosages  rang- 
ing from  300  to  9,000  units.  I don’t  believe 
in  giving  tremendously  high  doses  to  every 
patient.  I believe  that  a very  sensitive 
patient  cannot  tolerate  a high  dose  either 
by  repository  therapy  or  by  aqueous  therapy. 
You  have  to  be  careful  with  these  patients. 
The  results  from  repository  injections  will  be 
quite  good  and  I think  particularly  good  in 
the  patients  who  are  extremely  sensitive. 

In  the  grass-sensitive  cases  we  had  four 
general  reactions,  including  the  one  of 
pharyngeal  edema. 

Of  the  grass-sensitive  cases,  86  per  cent 
!iad  good  to  excellent  results.  These  figures 
ire  a little  better  than  the  results  we  get  with 
iqueous  therapy,  which  is  somewhere  near 
10  per  cent. 

I find  the  treatment  with  molds  much 
larder  to  evaluate  than  Dr.  Schaffer  does. 
iVe  do  have  localities  where  a group  of 
latients  have  symptoms  (presumably  from 
nolds)  on  the  same  day.  All  live  within  a 
nile  of  each  other,  and  following  rainy  peri- 


ods, during  which  there  is  an  increase  in  the 
molds,  this  group  will  come  in  complaining. 
They  did  quite  well  considering  that  this 
was  the  first  year  that  we  gave  repository 
injections  of  molds.  Seventy-eight  per  cent 
of  these  patients  reported  good  results.  I 
refer  mainly  to  summer  molds.  If  they 
didn’t  have  ragweed  hay  fever,  they  re- 
mained free  for  all  of  the  summer  and  early 
faU. 

I had  my  biggest  experience  last  year  with 
ragweed  patients,  and  I gave  228  injections 
to  175  patients.  This  difference  represents 
a group  that  received  conditioning  injec- 
tions of  smadler  doses  to  start  with  in  very 
sensitive  patients. 

Surprisingly  enough,  one  of  the  systemic 
reactions  occurred  following  a conditioning 
injection,  and  when  I gave  ten  or  twelve 
times  the  dose  to  the  patient  in  his  regular 
injection,  no  constitutional  reaction  oc- 
curred. This  must  have  been  a poor  emul- 
sion, 1 would  say. 

In  the  group  that  was  given  repository 
injections  of  ragweed  I had  three  general 
reactions,  all  of  which  were  mild.  Seventy- 
six  per  cent  of  these  patients  reported  good 
to  excellent  results.  This  compares  favor- 
ably with  what  we  get  with  aqueous  injec- 
tions. 

Now,  there  are  some  patients  who  are  very 
sensitive,  the  Class  A or  AA  cases  that  Dr. 
CaUlard  mentioned.  I have  a fair  number  of 
these  patients  who  tolerated  a thousand 
times  their  aqueous  dose  in  repository  form 
and  for  the  first  time  reported  better  results. 
Although  the  individual  results  may  not  have 
been  perfect  for  some  of  them,  at  least  per- 
centagewise the  over-all  results  were  very 
much  better.  These  hypersensitive  patients 
included  one  who  couldn’t  take  over  half  a 
unit  without  getting  a constitutional  re- 
action; if  you  increased  to  seven  tenths  of  a 
unit,  you  would  get  sneezing  following  the 
injection.  The  local  reactions  in  this  group 
were  large  even  with  half  a unit.  There  is  a 
good  possibility  that  repository  injections 
wiU  be  very  useful  in  the  very  sensitive 
cases,  but  I don’t  subscribe  to  Ethan  Allen 
Brown’s  theory  that  because  a patient  is 
supersensitive  he  has  to  have  a higher 
dosage.  He  may  have  to  have  more  in- 
jections; perhaps  two  or  three  smaller  in- 
jections before  you  give  him  his  main 
dose. 

Now,  in  the  group  treated  in  1960, 1 found 
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four  nodules,  none  of  which  broke  down,  but 
some  of  which  lasted  for  as  long  as  six 
months  and  one  which  lasted  for  nine 
months. 

This  year  I have  given  537  injections  with 
various  allergens,  such  as  dust,  trees,  grasses, 
and  molds.  I can’t  give  you  the  results  as 
yet,  except  that  whereas  we  had  17  general 
reactions  in  the  first  year  of  therapy  we  have 
had  only  3 so  far. 

However,  I have  given  more  repository 
mold  injections  this  year,  and  I have  seen 
many  more  nodules,  none  of  which  lasted  as 
long  as  they  did  the  first  year,  but  which  are 
still  present.  One  important  fact  I learned 
last  year  is  that  you  cannot  combine  too 
many  molds  without  getting  a nodule.  It 
doesn’t  matter  whether  or  not  the  dosage  is 
small,  either.  I make  it  a rule  now  not  to 
combine  more  than  three  molds  in  a reposi- 
tory injection,  and  I try  to  keep  my  dosage 
down  below  2,000  units.  I have  some  pa- 
tients who  are  getting  only  100  units  of 
mold  and  who  have  been  doing  weU. 

The  injections  produced  15  nodules  this 
year,  which  pushed  my  nodule  rate  (for 
1,026  injections)  up  to  2.5  per  cent,  and  that 
is  something  I do  not  like.  I have  been  giv- 
ing my  repository  injections  in  a volume  of 
0.5  cc.,  and  I am  waiting  to  see  whether  or 
not  this  compares  favorably  with  the  1- 
cc.  volume  given  last  year. 

The  over-aU  systemic  reactions  encoun- 
tered in  1,026  injections  were  20,  or  1.9  per 
cent.  This,  I think,  is  less  than  one  ex- 
periences in  a group  of  similarly  sensitive 
patients  receiving  conventional  treatment. 

Dr.  Sherman:  Thank  you.  Dr.  Brown. 

We  have,  as  you  know,  a rather  large 
panel.  We  certainly  should  call  on  Nathan 
Schaffer,  M.D.,  and  Dr.  Prigal  to  give  similar 
comments,  but  I hope  we  wiU  have  plenty 
of  time  for  general  questioning  at  the  end. 

I call  now  on  Dr.  Schaffer  to  give  us  a 
brief  summary  of  his  experience. 

Nathan  Schaffer,  M.D.:  One  thing  is 
apparent — -the  giving  of  repository  injec- 
tions, at  present,  is  hard  work.  The  hours 
of  every  one  of  the  panelists  have  increased 
since  they  began  to  employ  repository  injec- 
tions. 

I have  given  1,163  repository  injections 
excluding  the  flu  inoculations.  As  for  con- 
stitutional reactions,  none  were  noted  with 
dander  or  house  dust.  Ten  reactions  were 
obtained  with  ragweed,  three  with  trees. 


and  five  with  grasses.  With  the  influenza 
vaccine  no  reactions  were  encountered. 

My  treatment  of  tree  pollen  sensitivity 
may  interest  you.  Last  year  I gave  but  one 
injection  to  aU  tree-sensitive  cases.  This 
year  I gave  two  injections,  for  earlier  and 
later  sensitivities,  and  the  patients  had  no 
reactions. 

As  for  cysts,  I encoimtered  one  from  dog 
dander.  In  this  patient  I had  successfully 
given  an  injection  without  any  incident 
three  months  earlier.  One  week  following 
the  second  injection  the  primary  site  of 
inoculation  broke  down  and  drained.  I 
interpret  this  to  be  an  Arthus  reaction  which 
was  not  encountered  again.  Because  of  this 
experience  I hesitate  to  give  a second  in- 
jection of  a given  allergen  unless  an  interval 
of  five  or  six  months  has  supervened. 

In  the  house  dust  group  six  cysts  broke 
down.  Four  were  in  children  with  a definite 
history  of  trauma  at  the  site  of  the  inocula- 
tion. One  cyst  occurred  four  or  five 
months  after  the  inoculation  in  a patient 
who  was  hit  by  a snowball,  and  surgical 
drainage  was  necessary. 

In  1 ragweed-treated  case  a cyst  with 
spontaneous  drainage  was  encountered  with- 
out any  explanation.  The  patient  responded 
in  a similar  fashion  to  an  injection  of  house 
dust.  Needless  to  say,  this  patient  is  back 
on  the  old  routine  management. 

It  was  of  interest  that  despite  these  re- 
actions, every  one  of  the  patients  wanted 
the  repository  injection  again. 

Of  the  172  ragweed-sensitive  cases,  42  were 
transitional;  the  patients  previously  had 
been  on  the  conventional  treatment  and 
were  shifted  to  the  repository  regimen. 
The  balance  was  made  up  of  new  cases. 

In  the  tree-sensitive  group  42  cases  were 
transitional,  and  in  the  grass-sensitive  group 
32  were  transitional. 

Arbitrarily,  I consider  the  patient  to  have 
an  excellent  response  if  no  antihistamines 
are  needed  to  supplement  the  treatment,  a 
good  response  if  antihistamines  are  needed 
only  for  a few  days  during  the  hay  fever 
season,  and  a poor  response  if  antihistamines 
are  taken  daily. 

With  the  repository  injection  of  mold 
extracts,  100  patients  had  an  excellent  re- 
sponse, 25  had  a good  response,  8 had  a poor 
response,  and  12  have  not  reported  as  yet. 

In  the  group  of  10  patients  treated  with 
danders,  7 achieved  good  results,  2 poor  re- 
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TABLE  I.  Number  of  patients  with  systemic  reaction(s) 


, Antigen 

Year  Trees  (S)*  Grass  (S)*  Ragweed  (S)* 


1959  ...  ...  11  1 94  1 

1960  73  2 110  10  291  14 

1961  122  0 175  12 


* Systemic  reactions. 


I 

I 


suits,  and  1 has  not  reported. 

The  results  achieved  with  repository  in- 
jections in  the  tree-  and  grass-sensitive 
patients  are  much  better  than  with  conven- 
tional therapy. 

The  7 patients  who  showed  poor  results 
during  the  tree  pollinating  season  were  ana- 
lyzed, and  new  sensitivities  to  other  tree 
pollens  were  discovered. 

The  percentage  of  constitutional  reactions 
in  the  two  years  was  1.7  per  cent. 


Comment 

Dr.  Sherman:  Thank  you.  Dr.  Schaffer. 

Dr.  Prigal,  would  you  give  a brief  sum- 
mary of  your  results? 

Dr.  Prigal:  Dr.  Sherman,  am  I limited 

to  results?  I already  have  presented  these 
in  my  paper  read  earlier.  I would  like  to 
pose  a couple  of  questions  and  then  com- 
ment on  what  has  been  said. 

Dr.  Sherman:  Well,  let’s  leave  that 

until  afterwards. 

Dr.  Prigal:  Well  then,  on  the  question 

I of  results,  I would  like  to  say  that  it  is  my 
opinion  as  a result  of  my  experience  with 
these  first  two  years  that  this  is  a method 
which  I think  will  ultimately  be  adopted  by 
all  allergists.  I think  the  problems,  for 
example,  of  the  cysts  and  the  like  will  be 
solved.  I had  none.  I know  that  others  on 
the  panel  have  not.  I suspect  that  this  re- 
sults from  some  deterioration  of  the  Arlacel 
A,  because  this  is  precisely  the  experience 
that  Salk  had  when  he  first  began  to  use  this 
method  many  years  ago. 

I don’t  think  that  we  ought  to  get  over- 
enthusiastic  in  the  manner  of  Ethan  Allen 
Brown  and  say  that  this  modality  wiU  give 
' us  100  per  cent  results  or  anything  near  it. 
I I don’t  think  we  have  a sure  cure.  But,  I 
► would  say  that  as  a minimum,  with  reposi- 
» tory  injections,  we  will  get  at  least  the  same 
k results  as  with  conventional  therapy  and 
k possibly  better. 

^ I also  believe  that  this  modality  will 


provide  a useful  procedure  for  those  pa- 
tients who  have  poor  tolerance.  I remem- 
ber, about  fourteen  years  ago,  advising  a 
colleague  not  to  take  any  more  injections 
because  each  time  he  was  given  the  minutest 
doses  there  would  be  severe  local  and  fre- 
quent constitutional  reactions.  His  maxi- 
mum tolerance  range  around  10  units  which, 
according  to  the  case  cited  by  Brown  was 
fairly  high.  But  10  units,  as  you  know,  is 
low  enough.  I gave  him  an  injection  of  500 
imits  last  year.  He  tolerated  it  very  nicely 
and  is  coming  back  again.  Additional  cases 
also  can  be  cited  by  me  and  by  other  aller- 
gists to  demonstrate  this  point. 

The  question  has  been  raised  as  to  whether 
or  not,  in  using  ferric  chloride-treated 
allergens  in  my  treatment  as  presented  to 
you  earlier,  I am  denaturing  the  protein.  I 
don’t  think  so,  based  on  clinical  observation. 
However,  the  final  answer  will  have  to  come 
later  from  immunologic  studies. 

Dr.  Sherman:  I don’t  think  we  ought 

to  go  astray  on  the  question  of  denatured 
extracts.  If  you  use  such  a simple  method 
as  heating  the  extract,  you  can  destroy 
its  protective  activity  and  still  get  practi- 
cally as  many  constitutional  reactions.  So, 
it  is  perfectly  possible  to  alter  the  protein  in 
such  a way  that  it  has  all  the  bad  effects  but 
none  of  the  good  effects,  and  I think  we  have 
to  look  out  for  this. 

Dr.  Furstenberg  was  so  brief  that  he  has 
not  yet  shown  us  the  tables  that  illustrate  his 
results,  and  I would  like  very  much  to  ask 
him  to  show  them  now.  Dr.  Furstenberg. 

Dr.  Furstenberg:  In  Table  I,  I list 

the  systemic  reactions  according  to  the 
antigen  used.  Reactions  have  been  mild 
to  moderate.  Most  reactions  appear  as 
erythema  or  hives  about  three  to  six  hours 
after  the  injection.  There  have  been  two 
reactions  of  the  immediate  type  requiring 
epinephrine  in  the  office. 

Table  II  shows  the  number  of  patients 
who  were  given  inhalant  allergens  other  than 
dust.  The  number  increases  steadily,  and 
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TABLE  II. 

Number  of  patients  given  emulsified  extract 

Year 

Trees 

Grasses 

Ragweed 

Spores 

Dander 

1959 

1960 

1961 

73 

122  (9) 

11 

110  (5)* 
175  (38) 

94 

291  (55) 

5 

1 

2 (8) 

* Numbers  in  parentheses  represent  additional  injections. 

TABLE  III.  Number  of  dust  and  adenovirus- 
influenza  virus  vaccine  injections 

Antigen . 

Adenovirus- 

Influenza 

Virus 

Year  Dust  Vaccine 

1959  31  60 

1960  214(36)*  285(158) 

1961  153  66  (98) 

* Booster  injections  are  indicated  in  parentheses. 

we  expect  to  administer  emulsified  extracts 
to  about  400  ragweed-sensitive  patients  in 
1961.  The  figmes  in  parentheses  repre- 
sent the  number  of  additional  injections 
given  to  individual  patients. 

Table  III  shows  the  number  of  dust  and 
adenovirus-influenza  virus  vaccine  (Respro- 
gen)  injections  given  in  the  three  years  to 
date.  Using  the  multivalent  vaccine,  we 
have  encountered  some  nodules,  but  these 
have  disappeared  since  we  have  reduced 
the  amount  of  the  volume  of  the  extract 
being  given.  Again,  the  figures  in  paren- 
theses represent  booster  injections. 

Table  IV  represents  a double-blind  study 
performed  at  the  Hopkins  Allergy  Clinics 
by  Marie  Rhyne,  M.D.,  and  B.  D’Lugoff, 
M.D.  This  is  one  of  the  few  double-blind 
studies  of  repository  injections  given  to 
previously  untreated  patients  having  rag- 
weed hayfever  and  asthma.  This  table 
represents  38  patients,  half  of  whom  were 
given  an  emulsion  alone  and  the  other  half 
ragweed  extract  in  emulsion  in  a dosage  of 
from  250  to  1,000  protein-nitrogen  units. 
This  study  followed  the  American  Academy 
of  Allergy’s  procedures  exactly.  The  results 
here,  although  the  number  is  small,  show 
that  specific  therapy  gave  75  per  cent  im- 
provement, whereas  placebo  therapy  gave 
only  22  per  cent  improvement,  and  this, 
according  to  the  chi-square  formula,  has 
a high  degree  of  statistical  validity. 

Dr.  Sherman:  Thank  you.  Dr.  Fursten- 

berg. 


TABLE  IV.  Ragweed  repository  study  in  pediatric 
and  adult  clinics;  1960  treatment  response  for 
patients  with  hay  fever 


' — Improved — • 

Not 

Im- 

proved 

Num- 

Num- 

ber 

ber 

of 

of 

Pa-  Per 

Pa- 

Therapy 

tients  Cent 

tients  Total 

Specific 

Pediatric 

8 

73 

3 

11 

Adult 

7 

76 

2 

9 

Total 

15 

75 

5 

20 

Nonspecific 

Pediatric 

3 

30 

7 

10 

Adult 

1 

12 

7 

8 

Total 

4 

22 

14 

18 

Chi  square  corrected:  = 8.55 

P ((A*  8.55)  = 0.003 


I have  been  asked  if  I am  going  to  give 
my  results,  and  I am  not.  I presented  some 
results  at  the  meeting  of  the  Academy  of 
Allergy  in  Washington,  and  as  those  who 
were  there  wiU  remember,  we  found  that 
the  emulsion  treatment  gave  almost  exactly 
the  same  clinical  protection  as  the  multiple- 
dose  treatment.  Also,  when  the  ragweed 
emulsion  was  compared  to  a placebo,  there 
was  no  doubt  at  aU  that  it  was  definitely 
superior  to  the  placebo  emulsion. 

There  are  a few  things  on  which  I would 
like  to  comment,  and  I would  like  to  present 
some  additional  questions  to  the  other  panel- 
ists. As  you  all  know,  this  method  of  treat- 
ment is  stiU  under  investigation.  As  soon 
as  you  try  to  buy  a bottle  of  Arlacel,  you 
wiU  be  reminded  of  this  and  be  sent  papers 
to  fiU  out.  This  we  have  to  keep  in  mind, 
and  it  is  only  fair  to  tell  the  patients  that 
it  is  an  experimental  method.  This,  nat- 
urally, discourages  some  of  them.  I am 
afraid  it  may  remain  an  experimental  method 
for  some  time.  The  Food  and  Drug  Admin- 
istration has  not  yet  seen  fit  to  approve  the 
mineral  oil  for  injection.  The  reason  is  not 
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that  they  are  afraid  of  constitutional  reac- 
tions, or  of  cysts,  but  they  know,  as  every- 
one knows,  that  mineral  oil  as  it  comes  out  of 
the  earth  contains  carcinogenic  substances. 
We  all  hope  that  after  the  purification  which 
these  oils  are  put  through  none  of  them  wfil 
be  present  in  the  final  product,  and  so  far 
there  never  has  been  any  evidence  in  human 
beings  that  there  were  any  present. 

However,  the  Public  Health  Service  is 
greatly  influenced  by  the  fact  that  one  of 
their  own  workers  is  consistently  produc- 
ing plasma  cell  tumors  in  a particular  strain 
of  mice  by  the  injection  of  emulsions  of 
Arlacel  and  mineral  oil.  Whether  or  not 
this  is  the  same  type  of  mineral  oil  that  the 
various  panelists  use,  I don’t  know,  but  it  is 
a highly  purified  mineral  oil  intended  for 
injection  purposes. 

As  you  all  know,  the  Army  has  been 
experimenting  with  this  method  for  at  least 
five  years  in  the  administration  of  influenza 
virus  vaccine.  They  stiU  are  split  over  the 
question  of  injecting  mineral  oil. 

I am  not  sure  that  it  is  absolutely  essential 
to  use  mineral  oil  in  these  emulsions.  Dr. 
Loveless  has  done  a good  many  experi- 
ments with  various  digestible  oils.  The 
results  as  far  as  constitutional  reactions  are 
concerned  are  not  quite  as  good  as  they  are 
with  mineral  oil  emulsions,  but  they  do 
avoid  the  question  of  whether  or  not  one 
should  inject  mineral  oil  which,  it  is  gen- 
erally believed,  is  not  broken  down  by  the 
body. 

We  have  a great  number  of  reports  of  the 
rate  of  release  of  emulsified  antigens  when 
they  are  injected  into  animals  or  the  rate  of 
release  of  various  poisons  emulsified  in  this 
way,  but  we  have  no  complete  published 
reports  as  to  what  happens  as  a result  of 
injecting  the  mineral  oil  into  animals.  I 
think  you  will  find  that  before  this  material 
can  be  accepted  by  the  Food  and  Drug 
Administration  and  licensed  for  sale  they 
are  going  to  require  some  such  evidence,  and 
this  may  take  some  years. 

Now,  I would  like  to  ask  the  various 
members  of  the  panel  if  any  of  them  have 
had  any  experience  in  using  digestible  oils  or 
if  they  have  done  any  studies  on  the  effects 
of  mineral  oils  injected  into  animals. 

Dr.  Naterman;  Well,  the  original  work  I 
did  was  with  vegetable  oil  which  has  been 
used  for  decades  for  injection  purposes  and 
was  perfectly  safe;  I’m  not  sure  that  for 


practical  purposes  it  would  serve  just  as  well 
as  mineral  oil. 

Dr.  Sherman:  Yes,  in  her  article  in  the 
Journal  of  Immunology,  Loveless*  discusses 
this  in  some  detail,  and  she  points  out  that 
with  corn  oil  and  with  Deltyl,  which  is  a 
fight  vegetable  oil,  you  do  get  more  consti- 
tutional reactions  when  you  are  straining  the 
method  to  give  the  biggest  dose  that  you 
think  the  patient  can  take  in  a single  injec- 
tion. 

I am  not  sure  it  is  necessary  always  to  be 
straining  for  the  maximum  dose.  I would 
be  interested  in  how  many  of  the  panelists 
have  used  courses  of  two  or  three  injections 
of  emulsified  extracts.  Dr.  Mitchell  has 
mentioned  it.  What  size  dose  does  he  use 
and  how  does  he  space  them?  Are  we  sure 
which  is  the  optimal  interval  between  the 
first  and  second  dose,  and  how  much  can 
one  increase  the  dose  from  one  injection  to 
another? 

Dr.  Mitchell:  I think  we  first  ought  to 
admit  that  we  are  all  stiU  searching  for  the 
right  answers.  In  spite  of  what  some  of  the 
writers  may  have  said,  we  are  still  looking 
for  what  is  the  best  way. 

I reviewed  some  statistics  before  I came 
here  and  foimd  that  the  failures  among  the 
patients  who  received  10,000  imits  or  more 
was  something  like  12  to  14  per  cent.  On 
the  other  hand,  patients  given  fewer  than 
10,000  units  down  to  as  little  as  1,000  imits 
had  about  30  per  cent  failinres. 

Now,  to  coimter  that  is  the  fact  that  in  the 
higher-dosage  group  a higher  percentage 
had  been  treated  in  previous  years.  All 
those  years  of  previous  treatment  are  cer- 
tainly going  to  affect  the  treatment  we  give, 
maybe  even  in  the  third  or  fourth  years. 

As  for  the  dosage,  our  doses  went  as  low 
as  250  units  for  the  first  dose  in  those  pa- 
tients whom  we  all  see  now  and  then  who 
cannot  take  much  of  anything  without  a 
tremendous  swelling  of  the  arm.  These 
patients  were  generally  given  four  injections, 
getting  a maximum  dose  up  to  500  or  1,000 
units  with  a total  dose  of  3,000  or  4,000 
units. 

There  is  no  set  rule  for  dosage.  This  is 
largely  determined  by  means  of  skin  and  eye 
tests.  I judge  according  to  whichever  test  is 
the  most  sensitive,  and  I might  say  here  that 
some  people  are  far  more  sensitive  to  the 

♦ Loveless,  M.  H.:  Repository  immunization  in  pollen  al- 
lergy, J.  Immunol.  79:  68  (1957). 
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skin  test  and  not  so  sensitive  to  the  eye  test, 
and  vice  versa.  So  I take  as  my  guide  the 
test  which  is  the  most  sensitive. 

My  schedule  for  the  average  patient  is 
1,000  units  for  the  first  injection,  3,000  for 
the  second,  and  6,000  for  the  third.  And 
then  you  get  a little  braver  and  give  2,000, 
3,000,  and  4,000  at  the  start.  You  do  what 
you  think  best  according  to  your  clinical 
judgment.  I haven’t  given  any  repository 
injections  to  patients  who  have  not  pre- 
viously been  treated  or  at  least  have  had  a 
couple  of  small  trial  doses  of  weak  aqueous 
injections  to  see  how  they  react. 

Now,  the  interval  between  injections 
depends  on  the  time  which  remains  before 
the  season.  If  there  is  no  time  pressure,  we 
give  the  injections  every  three  or  four  weeks. 
If  we  start  late,  we  may  give  the  injections 
weekly  until  we  get  two  or  three  doses  in. 
As  for  the  late  comers,  there  aren’t  enough 
of  them  to  form  any  conclusions.  Some 
started  as  late  as  the  last  two  weeks  in  July 
and  yet  achieved  very  good  results. 

Dr.  Gaillard:  Dr.  Sherman,  may  I 

make  a comment? 

Dr.  Sherman:  Yes,  Dr.  Gaillard. 

Dr.  Gaillard:  This  year  we  started  to 
split  our  therapy,  working  on  the  principle 
of  the  anamnestic  response.  All  of  our  new 
patients  are  treated  with  at  least  two  in- 
jections. If  there  is  more  than  one  poUen 
season,  we  give  the  priming  dose  for  the 
second  poUen  along  with  the  final  dose  of  the 
first  pollen,  which  of  course  eliminates  one 
injection. 

We  also  grade  our  doses  according  to 
clinical  sensitivity  and  the  degree  of  skin 
reactivity.  If  a patient  has  violent  hay 
fever  symptoms  from  August  10,  let’s  say, 
until  the  season  ends,  and  he  tests,  as  we 
would  classify  him,  as  an  A case  or  an  AA 
case,  we  consider  him  extremely  sensitive, 
and  we  treat  him  as  such.  On  the  other 
hand,  if  he  comes  in  with  mild  hay  fever 
symptoms  which  generally  begin  around 
August  20  and  they  are  finished  by  Sep- 
tember 10  or  15,  we  consider  him  probably  a 
C case  and  not  so  sensitive,  even  if  he  does 
test  markedly  to  the  10-  and  the  100-unit 
tests.  Some  patients  wiU  give  the  same  size 
reaction  to  the  1-,  10-,  100-,  and  1,000-unit 
solutions.  Some  are  very  sensitive  by  test 
and  yet  accept  large  doses  without  reactions. 

I would  like  to  make  one  comment  re- 
garding the  mineral  oil.  I remember  as  a 


medical  student  when  we  used  to  go  to 
Bellevue  to  see  the  autopsies  by  Dr.  Gon- 
zales, who  demonstrated  many  old  people 
who  had  mineral  oil  in  their  limgs  and  livers. 
This  was  observed  invariably  in  older  people 
who  had  been  constipated  and  who  had 
taken  mineral  oil  by  mouth,  absorbed  it 
through  their  intestinal  tracts,  and  were 
harboring  it  in  their  lungs  and  livers. 

Since  none  of  these  cases  were  particularly 
carcinomatous,  we  concluded  that  despite 
considerable  exposure,  mineral  oil  was  not 
carcinogenic.  And  yet  this  mineral  oil  is 
very  crude,  containing  many  aromatics 
which,  as  you  know,  £ure  the  carcinogenic 
agents. 

Questions  and  answers 

Carl  E.  Arbesman,  M.D.:  Mr.  Mod- 
erator, may  I ask  a question  from  the  floor? 

Dr.  Sherman:  Yes,  Dr.  Arbesman. 

Dr.  Arbesman:  I would  like  to  ask  aU  the 
panehsts  a question.  I am  vague  as  to  the 
optimum  time  when  the  repository  injection 
should  be  given.  Do  any  of  you  have  an 
answer  for  that? 

Dr.  Sherman:  WeU,  let’s  hold  this  for 
one  minute  while  Dr.  Prigal  carries  on 
something  that  was  started  before. 

Dr.  Prigal:  The  so-called  carcinogenic 
role  that  mineral  oil  is  presumed  to  play 
also  troubled  me  even  long  before  I began 
to  use  it.  I have,  therefore,  at  various  times 
been  in  touch  with  Salk,  Davenport, 
Meikeljohn,  and  others  who  have  used  the 
material,  and  I was  assured  about  any  in- 
duction of  cancer.  I also  visited  with 
Dr.  Heuper,  in  Bethesda  who  had  demon- 
strated the  carcinogenetic  properties  of  crude 
mineral  oils  in  the  rat.  But  please  remember 
that  what  happens  in  the  rat  need  not 
necessarily  happen  in  human  beings.  A 
classic  example  is  the  case  of  Imferon  which 
was  reported  to  induce  cancer  in  rats.  The 
drug,  in  the  meantime,  had  been  used  for 
many  years  in  human  beings  without  any 
evidence  of  carcinogenesis.  Despite  this, 
the  drug  was  banned  for  about  two  years. 
It  was  finally  restored  in  view  of  its  useful- 
ness and  because  no  evidence  of  carcino- 
genesis was  demonstrated  in  human  pa- 
tients. 

Also,  these  were  crude  oils  and  not  the 
refined  mineral  oil  we  use  today.  To  my 
knowledge  no  cancer  had  been  demon- 
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strated  from  their  use  either  clinically  or 
experimentally . 

You  must  remember  that  a carcinogen 
must  have  the  chemical  ability  to  react. 
The  nature  of  mineral  oil,  a conglomeration 
of  saturated  hydroceirbons,  makes  it  chemi- 
cally inert.  For  all  of  these  reasons  I am 
not  convinced  that  mineral  oU  is  a carcinogen 
and  am  not  fearful  of  using  it. 

Now,  there  is  one  fascinating  thing  about 
mineral  oil  that  I should  teU  you.  In  animal 
studies  using  emulsified  lipopolysaccharides 
to  produce  nonspecific  immunity,  control 
studies  were  done  with  the  emulsion  without 
the  lipopolysaccharide.  These  suggest  that 
the  mineral  oil  itself  may  stimulate  the 
reticuloendothelial  system  and  affect  im- 
mimity. 

Since  lipopolysaccharides  or  endotoxins 
are  highly  toxic,  it  has  been  possible,  by 
giving  them  as  emulsions,  to  administer 
several  times  the  median  lethal  dose  without 
killing.  As  a result  of  this,  the  animals  be- 
came highly  resistant  to  a staphylococcus 
infection  and  to  a sarcoma  implant.  In- 
directly, this  shows  why  we  can  give  large 
doses  of  poUen  extract  as  an  emulsion  with- 
out systemic  reactions. 

So  there  is  reason  to  believe  that  the  so- 
called  adjuvant  effect  of  mineral  oil  emul- 
sions is  perhaps  mediated  not  just  by  a 
repository  effect  and  slow  release,  but  also  on 
a stimulating  effect  on  the  reticuloendo- 
theUal  system  by  the  mineral  oU;  and  that  is 
probably  the  reason  why  we  feel  that  theo- 
retically we  should  get  better  results  with 
mineral  oil  emulsions  than  with  aqueous 
injections,  since  by  stimulating  the  reticulo- 
endothelial system,  greater  antibody  pro- 
duction ensues. 

Dr.  Sherman;  I am  sorry  that  John 
Vaughan,  M.D.,  who  lives  right  here  in 
Rochester  isn’t  here  today,  because  he  is  the 
only  person  to  whom  I have  talked  who  has 
seen  these  tumors  which  were  mentioned 
earlier.  He  said  that  mice  were  injected 
with  Arlacel,  and  no  tumors  were  produced; 
they  were  injected  with  mineral  oil  alone, 
and  perhaps  1 per  cent  of  tumors  were 
produced;  but  with  an  emulsion  of  mineral 
oil  and  Arlacel,  100  per  cent  of  the  mice 
developed  malignant  tumors  which  could  be 
transferred  from  one  mouse  to  another. 

I do  not  think  there  is  any  point  in  giving 
third-hand  information,  but  I am  convinced 
that  tumors  are  a very  real  thing.  Rose 


Liberman,  M.D.,  at  the  National  Institutes 
of  Health  is  working  on  it,  and  undoubtedly 
some  information  will  be  widespread  soon. 
(None  has  materialized  in  the  ensuing 
year- — Ed.)  Meanwhile,  the  Food  and  Drug 
Administration  is  following  her  work  very 
closely. 

As  far  as  foods  go,  the  law  requires  that  no 
substance  which  is  shown  to  produce  timiors 
in  animals  can  be  used  in  food  in  any  form. 
As  for  drugs,  there  is  a little  more  leeway,  but 
the  Food  and  Drug  Administration  passes  on 
both,  and  so  they  may  naturally  be  influ- 
enced in  their  thinking. 

I think  we  might  go  on  to  Dr.  Arbesman’s 
question  about  the  optimum  time  for  giving 
these  injections. 

Dr.  Mitchell:  I would  like  to  answer 

Dr.  Arbesman  and  say  that  there  is  no 
agreement  on  optimum  time  in  what  I read 
in  the  literature  or  in  my  own  experience. 

If  you  wiU  read  the  literature,  you  wiU  find 
that  the  doctors  gave  the  repository  injection 
either  three  or  four  weeks  before  the  onset 
of  the  season,  as  does  Loveless,  or  any  time 
up  to  the  season  as  is  advocated  by  Ethan 
AUen  Brown. 

From  my  experience,  there  is  no  optimum 
time  and  my  results  are,  thus  far,  about  the 
same  whether  I have  treated  the  patients 
early  or  late. 

Dr.  Sherman;  Dr.  Gaillard,  if  you  are 
planning  ahead  to  give,  say,  a ragweed  in- 
jection, when  do  you  prefer  to  give  it? 

Dr.  Gaillard;  I think  the  optimum 
time  to  give  it  is  when  you  see  the  patient. 

Dr.  Sherman:  No,  what  I mean  is,  if  the 

patient  comes  to  you  in  January  and  says, 
“When  should  I come  for  the  emulsion  in- 
jection?” what  would  you  say? 

Dr.  Gaillard;  We  say  in  May  or  June, 
preferably  the  middle  of  May. 

Dr.  Schaffer:  I give  them  from  the 

first  of  Jime  through  the  third  week  in  July. 

Dr.  Sherman;  Dr.  Prigal? 

Dr.  Prigal;  My  attempts  are  to  get 
them  in  between  four  and  six  weeks  before 
the  season. 

Dr.  Sherman:  I judge  that  there  still  is 

no  uniform  answer  to  this  question.  Are 
there  any  other  questions  from  the  floor? 

Speaker  from  the  floor:  I have  a 

general  question  to  the  panel.  What  hap- 
pens when  one  desensitizes  a patient  or  in- 
jects antigens? 

Dr.  Sherman:  Well,  we  can  say  defi- 
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nitely  that  after  the  injection  of  either 
aqueous  extract  or  emulsions,  there  are  cer- 
tain changes  in  antibodies,  the  appearance  of 
hemagglutinating  and  blocking  antibodies, 
and  changes  in  the  amount  of  sensitizing 
antibodies.  No  one  has  been  able  to  relate 
these  changes  definitely  to  how  the  patient 
does  clinically. 

Dr.  Mitchell:  We  did  some  work  to 
demonstrate  the  effects  of  the  emulsion  treat- 
ment on  the  eye  and  skin  tests.  We  tested 
aU  oin*  patients  by  eye  and  by  skin  tests  be- 
fore they  received  any  emulsion  treatment. 
These  were  aU  ragweed-sensitive  cases. 
Then  we  retested  after  the  treatment  was 
given  and  just  before  the  season,  about  late 
July  and  early  August.  If  they  had  a good 
increment  of  increase  in  their  eye  tolerance, 
they  ought  to  be  above  the  base  line.  On 
the  other  hand,  those  who  did  not  have  any 
increase  in  their  eye  tolerance  should  be 
down  and  below  the  base  line.  About  75  per 
cent  of  the  patients  followed  the  projected 
prognostication.  Assuming  that  the  increase 
in  eye  tolerance  is  a good  prognostic  sign,  75 
per  cent  of  the  patients  feU  into  the  ap- 
propriate groups.  And  this  seems  to  be  the 
case. 

Dr.  Sherman:  I think  that  in  dealing 

with  allergy,  if  75  per  cent  work  out  right, 
that’s  pretty  good.  Now  I think  Dr.  Prigal 
has  a question. 

Dr.  Prigal:  Yes,  the  question  is  di- 

rected to  Dr.  Sherman.  In  view  of  the 
strong  difference  of  opinion  between  Loveless 
and  Brown,  there  is  confusion  whether  to 
use  the  eye  test  or  the  skin  test  as  a guide  to 
treatment.  Do  you  think.  Dr.  Sherman,  in 
view  of  yoim  studies  with  fraction  2 of 
ragweed  in  predicting  reactions,  that  we 
could  use  that? 

Dr.  Sherman:  Well,  it  helps;  there’s 

no  doubt  about  it.  I personally  don’t  do 
any  eye  tests.  I think  that  probably  Love- 
less gets  a lot  of  information  out  of  the  eye 
tests.  I am  used  to  doing  skin  tests,  intra- 
cutaneous  tests,  and  also  using  this  fraction 
2 which  is  the  low  molecular  weight  com- 
ponent of  the  ragweed  pollen. 

Yes,  I would  certainly  say  that  if  a pa- 
tient gave  a big  reaction  to  fraction  2,  I 
would  teU  him  that  I didn’t  think  he  was  the 
one  to  take  emulsion  treatment. 

I am  probably  not  the  right  one  to  be 
talking  about  this  because  my  feeling  has 
been  to  avoid  getting  into  trouble  with  a 


new  method.  There  are  hundreds  and 
thousands  of  patients  who  have  had  a lot  of 
treatment.  Some  of  them  have  been  taking 
perennial  treatment  for  years,  and  if  these 
patients  want  to  take  one  injection  and  save 
themselves  a lot  of  time,  we  know  that  it  is 
safe  to  give  them  an  emulsion.  In  fact, 
sometimes  we  even  give  them  a smaller 
dose  in  the  emulsion  than  the  dose  of  regular 
extract  which  they  have  had  a couple  of 
months  before.  These  are  very  easy  cases 
and  are  the  ones  to  whom  I would  be  inclined 
to  give  emulsions  first  because  I would  not 
worry  about  just  how  much  I could  give 
them.  Suppose  a patient  is  taking  10,000 
units  of  the  regular  extract  once  a month; 
I feel  sure  I can  give  him  10,000  units  in 
emulsion,  and  most  of  the  people  who  have 
worked  with  emulsions  feel  that  this  is 
enough.  I think  it  probably  is  because  one 
gets  a greater  effect  from  the  emulsified 
extract.  But  for  new  patients  who  are 
extremely  sensitive,  I would  prefer  the  stand- 
ard kind  of  treatment.  They  might  do  all 
right  with  the  emulsion,  but  I would  cer- 
tainly give  it  to  them  in  divided  doses. 

It  is  my  personal  feeling  that  this  is  stiU 
an  experimental  method,  and  I am  more 
concerned  about  having  an  unpleasant  result 
from  something  that  I have  told  the  patient 
is  an  experimental  method  than  from  what 
has  been  the  standard  treatment  for  fifty 
years  or  so.  Other  people,  I know,  feel 
entirely  differently.  I think  it  is  quite  pos- 
sible that  some  of  these  terribly  sensitive 
cases  may  do  better  with  the  emulsion,  but 
I am  waiting  another  year  or  two  to  have 
some  more  results  available  on  this.  Cer- 
tainly, if  the  emulsion  treatment  is  accepted 
by  the  Food  and  Drug  Administration  and 
becomes  a standard  item,  I will  not  be  as 
hesitant  as  I am  now  when  I feel  duty- 
bound  to  tell  the  patient  that  this  method  is 
still  experimental. 

Speaker  from  the  floor:  That’s  a very 

interesting  comment.  I have  yet  to  see  a 
constitutional  reaction  in  a child. 

Dr.  Schaffer:  I have  yet  to  see  a con- 

stitutional reaction  in  a child.  I have  ob- 
served cysts  and  nodules  but  no  constitu- 
tional reactions. 

Dr.  Furstenberg:  I don’t  think  that 

Dr.  Schaffer’s  remarks  will  hold  up  with  the 
pediatrician  allergists.  We  have  seen  a few 
rather  severe  systemic  reactions  using  rag- 
weed emulsion  in  children,  one  in  a girl 
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eleven  years  old.  Harold  Leeks,  M.D., 
has  observed  a number  of  systemic  reactions 
in  children.  It  is  interesting  that  many 
allergists  are  now  injecting  smaller  volumes, 
that  is,  0.25  to  0.5  cc.  Quite  a number  use  a 
smaller  amount  of  antigen  in  the  first  in- 
jection and  foUow  this  a month  to  six  weeks 
later  with  a larger  dose,  hoping  thus  to 
obtain  a recall  response.  Double  injections 
rather  than  a single  injection  are  much  more 
common  in  previously  untreated  patients. 

Very  few  allergists  have  been  able  to 
achieve  the  excellent  therapeutic  results  that 
are  reported  by  Brown. 

Dr.  Schaffer:  In  talking  to  Dr.  Leeks 

about  his  constitutional  reactions,  I felt 
when  he  told  me  of  his  dosage  that  he  was 
overdosing. 

There  are  two  ways  of  getting  a reaction. 
One  occurs  immediately,  within  an  hour, 
which  indicates  a poor  emulsion,  and  the 
second  occurs  three  or  four  hours  after  the 
injection  and  is  probably  due  to  overdos- 
age. 

Work  done  at  the  University  of  Michigan 
shows  that  there  is  a definite  curve  of  ab- 
sorption of  the  emulsion.  The  absorption  is 
greatest  during  the  first  day.  If  you  have  a 
patient  who  gets  a constitutional  reaction 
with  10  units  of  aqueous  extract  and  you 
give  him  5,000  units  in  an  emulsion,  he  is 
going  to  absorb  in  the  first  twenty-four 
hours  more  than  10  units  and  wiU  get  a 
constitutional  reaction,  whether  you  have  a 
perfect  emulsion  or  not.  Absorption  begins 
to  take  place  immediately.  Once  you  in- 
ject, you  cannot  recall  the  injection.  It  is 
therefore  important  to  know  your  patient 
and  undertreat  if  in  doubt. 

Dr.  Furstenberg:  Dr.  Sherman,  we, 

too,  have  had  systemic  reactions  in  children, 
but  I must  say  they  have  been  less  frequent 
than  in  adults. 

One  point  that  I believe  would  be  of 


clinical  significance  is  that  among  the  22 
patients  with  local  reactions  which  required 
drainage,  we  had  only  6 adults.  Of  the  6, 
5 were  women,  each  of  whom  was  rather 
well  padded,  so  in  all  probability  we  were 
not  injecting  subcutaneously  but  fairly 
close  to  the  skin,  and  perhaps  some  of  the 
emulsion  was  deposited  in  the  skin. 

Sixteen  children  also  had  cysts  (14  were 
boys),  and  here  it  is  possible  that  injury  may 
have  been  a factor. 

Speaker  from  the  floor:  How  are 

these  injections  given? 

Dr.  Sherman:  Dr.  Furstenberg,  would 

you  teU  us  how  you  give  your  injections? 

Dr.  Furstenberg:  The  injections  are 

given  at  the  base  of  the  deltoid  at  a 33-  to 
45-degree  angle,  pinching  the  skin  above 
the  site  of  the  injection.  When  several  in- 
jections are  given,  care  is  taken  not  to  use 
the  same  site  for  the  second  injection. 
When  we  are  faced  with  a large  arm,  we  use 
a 1-inch  needle  rather  than  the  usual  25- 
gauge  five-eighths-inch  needle. 

Dr.  Sherman:  Do  we  have  anyone  who 

follows  the  technic  of  Ethan  Allen  Brown? 
He  has  very  definite  ideas  about  how  these 
injections  should  be  given.  Dr.  GaiUard? 

Dr.  Gaillard:  We  follow  his  technic  to 

some  extent,  but  we  have  modified  it  a 
little  bit  and  inject  subcutaneously.  We 
pinch  the  skin  as  he  does.  For  the  larger 
arms  at  least  a one-inch  needle  is  used. 

Dr.  Sherman:  Are  there  any  other  com- 

ments on  the  technic  of  giving  the  injection? 
I think  that  the  general  aim  is  to  inject  deep 
subcutaneously.  Ethan  Allen  Brown  in- 
tentionally gives  emulsions  intramuscularly 
if  the  interval  before  the  season  is  short 
because  he  feels  that  the  intramuscular 
emulsion  will  be  absorbed  more  quickly. 

If  there  are  no  further  questions  to  the 
members  of  the  panel,  we  shall  adjourn  this 
session.  Thank  you  very  much. 
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An  aphorism  of  Hippocrates  states  that 
once  gouty  subjects  have  developed  tophi 
in  their  joints  they  are  beyond  the  power  of 
medicine.  This  ancient  dictum  held  until 
the  most  recent  times,  a reflection  of  the 
persisting,  apathetic  acceptance  of  the 
intransigence  of  the  tophaceous  deformities 
and  disabihties  of  gout.  It  is  my  present 
purpose  to  recount  the  efforts  that  have  been 
made  over  the  years  to  prevent  and  correct 
tophaceous  gout  and  how  some  measure  of 
success  in  this  endeavor  has  at  long  last  been 
achieved. 

Despite  the  promise  of  a happy  ending,  it 
is  a melancholy  tale,  in  a pattern  aU  too 
familiar.  The  story  is  studded  with  pre- 
mature claims  and  early  high  hopes  dashed 
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by  subsequent  failure.  Drugs  that  appeared 
at  first  to  be  innocent  of  toxicity  were  found 
with  longer  observation  to  be  deadly.  Even 
when  fairly  efficacious  parent  compounds 
finally  were  made  available,  they  were 
initially  developed  and  proposed  for  some 
other,  imrelated  purpose,  and  their  useful- 
ness in  gout  had  yet  to  be  discovered. 

To  be  sure,  it  was  recognized  early  that 
superficial  tophi,  as  of  the  bursae,  could 
readily  be  removed  by  the  surgeon;  but  this 
is  not  possible,  short  of  amputation,  if  the 
deposits  become  more  diffusely  distributed 
in  the  tissues  of  the  extremities.  The  dis- 
solution of  such  deposits  requires  some 
means  more  directly  opposed  to  the  proc- 
esses by  which  tophi  are  formed  and  had  to 
await  progress  going  beyond  mere  specula- 
tion about  vague  peccant  humors  and  the 
primitive  methods  of  the  day  to  remove 
them.  Even  the  discovery  and  rediscovery 
of  the  remarkable  powers  of  Colchicum  in 
acute  gouty  arthritis  did  not  advance  the 
issue;  indeed,  it  added  to  the  confusion, 
which  is  stiU  not  wholly  resolved.  Chronic 
gouty  arthritis  is  not  simply  protracted 
acute  gouty  arthritis.  For  the  present,  each 
requires  a distinct  remedy  that  is  ineffectual 
in  the  other. 

Urate  solvents 

The  problem  was  first  clearly  defined  by 
Wollaston  when,  in  1797,  he  reported  that 
“chalk  stones,”  as  tophi  then  were  known, 
were  not  composed  of  chalk  but  of  uric  acid 
(chiefly  as  the  sodium  salt),  a compoimd  dis- 
covered in  the  urine  some  years  before  by 
Scheele.  Attempts  were  therefore  made  to 
“solubihze”  the  uric  acid  of  tophi  and 
urinary  calculi  by  the  use  of  urate  solvents. 
Since  uric  acid  more  readily  precipitates  out 
of  acidified  than  aUtahne  solutions,  alka- 
hnizing  agents  such  as  sodium  bicarbonate 
were  first  tried,  but  without  avail.  When  it 
was  found  that  the  potassium  salt  of  uric 
acid  was  somewhat  more  soluble  in  water 
than  the  sodium  salt,  similar  vain  efforts 
were  made  by  giving  potassium  salts  in  large 
quantities  of  fluids. 

In  1841  Lipowitz  discovered  that  lithium 
urate  was  even  more  soluble  than  the  potas- 
sium salt,  and  this  stimulated  a long  trial  of 
hthium  salts  to  dissolve  urate  calculi  and 
tophi,  an  approach  popularized  by  Garrod.* 
Garrod  demonstrated,  in  1860,  that  de- 
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posits  of  urate  on  cartilage  obtained  from  an 
autopsied  gout  patient  could  be  dissolved 
when  soaked  for  two  or  three  days  in  vitro 
in  a solution  of  lithium  carbonate.  Lithium 
salts  were  given  internally  or  were  applied 
externally  to  tophaceous  deposits,  after 
which  in  several  cases  tophi  were  said  to 
diminish  rapidly  in  size  and  even  to  dis- 
appear. ^ However,  although  they  were 
widely  used  for  a long  time  both  internally 
and  externally  as  lithium  salts  per  se  or  in 
the  form  of  lithium-containing  waters  of 
certain  spas,  no  credible  further  successes 
were  recorded.  As  the  toxic  effects  of 
lithium  became  recognized  (Garrod  himself 
had  noted  trembling  and  twitching  in  a few 
cases),  its  use  as  a urate  solvent  finally  was 
abandoned.  “ The  same  fate  soon  befell  the 
' ethyleneamines  such  as  piperazine  and 
, piperidine,  organic  bases  which  increase  the 
solubility  of  uric  acid  and  which  were  in- 
troduced in  the  1890’s  in  an  attempt  to 
dissolve  urate  calculi  and  tophi.’* 

f Uricosuric  agents 

More  substantial  and  finally  vindicated 
were  the  therapeutic  claims  that  arose  from 
' the  use  of  drugs  that  create  a negative  uric 
' acid  balance  by  increasing  the  urinary  ex- 
I cretion  of  uric  acid  and  thus,  by  lowering  the 
serum  uric  acid  level,  lead  to  reversal  of  the 
I flow  of  uric  acid  from  the  plasma  to  the 
tissues,  with  mobilization  and  depletion  of 
tophaceous  deposits.  This  uricosuric  action 
is  effected  by  partial  suppression  of  the  stiU 
obscure  processes  of  reabsorption  of  uric 
acid  by  the  renal  tubules. 

Salicylate  and  cinchophen.  In  1876 
the  discovery,  made  by  Strieker  and  inde- 
pendently by  MacLagen,  of  the  striking 
response  of  acute  rheumatic  fever  to  sali- 
1 cylate  led  to  trials  of  this  drug  in  other 
diseases  affecting  the  joints,  including  gout. 
Soon  there  appeared  enthusiastic  accoimts  of 

!the  therapeutic  effectiveness  of  salicylate  in 
gouty  arthritis  by  Kimze,®  See,^  Byasson,® 
i|  Campbell,®  and  others.  It  was  reported® ~® 
I that  acute  attacks  were  terminated  in  forty- 
^ eight  to  seventy-two  hours,  and  that 

i “chronic  gout,”  that  is,  persistent  or  rapidly 
I recurrent  acute  gouty  arthritis,  quickly 

i responded,  with  cessation  of  pain,  swelling, 
V and  stiffness.  Moreover,  in  doses  of  from  5 
> to  10  Gm.  per  day,  salicylate  was  found 
((  markedly  to  enhance  the  renal  elimination  of 


TRIALS  HAVE  BEEN  MADE  of  a Variety  of 
uricosuric  agents,  including  urate  solvents, 
salicylate,  cinchophen,  carinamide,  and  pyra- 
zolidinediones,  in  the  management  of  topha- 
ceous gout,  which  has  been  refractory  to 
treatment  until  recently.  Probenecid  and 
sulfinpyrazone  have  been  proved  to  be  potent 
and  reasonably  safe  for  the  prevention  and 
treatment  of  tophaceous  gout.  Of  114  cases 
treated  with  these  agents  for  at  least  one  year, 
39  per  cent  initially  had  very  advanced  and 
extensive  deposits;  33  per  cent  had  moder- 
ately advanced  involvement;  and  28  per  cent 
had  only  one  or  two  visible  tophi.  After 
treatment,  73  per  cent  had  minimal  or  no 
apparent  tophi.  Of  52  patients  with  dis- 
abling symptoms  of  chronic  gouty  arthritis  in 
this  group,  joint  stiffness  and  pain  were  re- 
lieved in  most.  These  uricosuric  agents  are 
important  in  the  treatment  of  gout,  but  there 
are  limitations,  and  these  agents  should  be 
incorporated  into  a balanced  regimen  with 
other  modalities  of  prevention  and  treat- 
ment. 


uric  acid.  Within  a few  weeks  or  months 
tophaceous  deposits  were  said  to  diminish  in 
size;  indeed,  in  some  instances  they  virtually 
vanished.^  ® The  problems  of  ensuing  sali- 
cyUsm  were  recognized  but  minimized. 

It  later  became  evident  that  despite  the 
unquestioned  qualities  of  salicylate  as  an 
analgesic,  antipyretic,  and  uricosuric  agent, 
its  usefulness  in  the  management  of  gout 
was  more  restricted  than  first  appeared. 
Colchicine  is  usually  more  efficacious  in 
abolishing  acute  gouty  attacks  and  in  pre- 
venting their  recurrence.  The  mobilization 
of  tophi,  as  subsequent  experience  showed, 
ordinarily  requires  many  months  of  sus- 
tained administration  of  salicylate  in  the 
prohibitively  high  dosage  of  5 Gm.  a day  or 
more,  such  as  to  provoke  not  only  overt 
signs  of  acute  intoxication  but  also  more 
insidious  abnormalities  in  a variety  of 
systems.  With  the  realization  of  these 
limitations  and  the  growing  confusion 
brought  about  by  fallacious  evidence  for  the 
theory  that  stimulation  of  nuclear  metab- 
olism is  the  genesis  of  the  uricosuria  ob- 
served, enthusiasm  for  the  use  of  salicylate 
in  gout  began  to  wane  at  the  turn  of  the 
century.’ 

At  this  juncture,  interest  was  diverted  to 
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a new  uricosuric  agent;  cinchophen  (2- 
phenylcinchoninic  acid).  In  1908  Nicolaier 
and  Dohrn*  found  that  cinchophen  in- 
creased the  urinary  excretion  of  uric  acid  in 
normal  man,  and  they  suggested  its  use  in 
gout.  Shortly  thereafter,  Weintraud*  re- 
ported that  the  urate  deposits  of  1 patient 
with  tophaceous  gout  diminished  in  size 
after  several  weeks  of  cinchophen  therapy, 
an  extraordinarily  rapid  response  in  the 
light  of  subsequent  experience.  This  and 
similar  early  claims,  which  seemed  at  first  to 
justify  the  proprietary  name  of  Atophan, 
were  not  confirmed  by  others.  Neverthe- 
less, because  of  its  analgesic  properties,  its 
effectiveness  in  prophylaxis  against  recurrent 
acute  gouty  arthritis  “ and  in  aUe  via  ting  the 
pain  and  stiffness  of  chronic  gouty  arthritis, 
cinchophen  continued  to  be  widely  dispensed 
until  the  incidence  of  fatal  hepatotoxicity 
caused  by  the  drug  became  so  alarming'^ 
that  it  finally  had  to  be  abandoned. 

Attempts  to  find  a therapeutically  ac- 
ceptable derivative  of  cinchophen  were  un- 
successful. Neocinchophen  (the  ethyl  ester 
of  6-methyl-2-phenylcinchoninic  acid) 
proved  to  be  quite  as  toxic  as  the  parent 
compound*^  and  could  only  exert  a feeble 
uricosuric  action  at  best.^^  The  same  can  be 
said  of  the  more  recent  attempts  to  use 
HPC  (3  - hydroxy  - 2 - phenylcinchoninic 
acid).*^’*® 

When  interest  in  cinchophen  had  sub- 
sided, attention  reverted  to  salicylate  once 
more.  But  now,  in  deference  to  the  toxicity 
of  the  high  dosages  necessary  for  uricosuria, 
salicylate  was  usually  given  only  on  three 
successive  days  of  the  week.^®  Such  in- 
terrupted therapy,  however,  is  not  likely  to 
affect  appreciably  the  over-all  rate  of 
tophaceous  deposit  since  uric  acid  is  retained 
for  a day  or  two  after  uricosuric  doses  of 
salicylate  are  discontinued,  with  little  or  no 
net  loss  from  the  body.  This  “compensa- 
tory” retention  of  uric  acid,  as  subsequent 
studies*  disclosed, is  a phase  of  the 
paradoxical  effect  of  salicylate  on  uric  acid 
in  man;  the  inhibition  of  tubular  secretion 
of  uric  acid  by  low  levels  of  salicylate  in  the 
urine,  persisting  for  some  time  in  the  wake 
of  high  urinary  rates  of  excretion  of  sali- 

♦ The  studies  from  the  author’s  laboratory  referred  to  in 
the  text  were  made  possible  by  the  indispensable  collaboration 
of  Ts’ai  Fan  Yii,  by  the  help  of  many  associates  and  labors* 
tory  assistants,  and  by  a grant-in-aid  (A-162)  from  the  Na- 
tional Institute  of  Arthritis  and  Metabolic  Diseases,  National 
Institutes  of  Health,  United  States  Public  Health  Service. 


cylate,  which  are  associated  with  the  in- 
hibition of  tubular  reabsorption  of  uric  acid. 

In  1950  Stetten  and  his  colleagues^®  gave 
a patient  with  advanced  tophaceous  gout 
2.6  to  4 Gm.  of  aspirin  daily  for  three  months 
and  noted  a sharp  decrease  in  the  uric  acid 
pool,  but  apparently  with  no  demonstrable 
change  in  the  size  or  consistency  of  the 
tophi.  Finally,  in  the  next  year,  as  part  of  a 
systematic  survey  of  the  uricosuric  agents 
then  available,®®  came  photographically  doc- 
umented evidence  that  administration  of 
salicylate  in  an  approximately  5-Gm.  daily 
dosage  uninterruptedly  for  at  least  six  to 
nine  months  can  effect  the  disappearance  of 
long-established  tophi,  while  preventing  the 
formation  of  fresh  tophaceous  deposits. 
Similarly  authenticated  imequivocal  results 
with  salicylate  were  recorded  by  Mar- 
son.®®"®® 

As  far  as  can  be  ascertained  from  the 
literature,  these  successes  with  salicylate 
furnished  the  first  conclusive  and  repro- 
ducible demonstration  of  the  feasibility  of 
preventing  the  development  of  tophi  in 
gout,  as  well  as  mobilization  of  tophi  already 
formed,  by  the  protracted  daily  administra- 
tion of  uricosuric  drugs.  Nevertheless,  the 
toxic  effects  encoimtered  in  our  patients  soon 
convinced  us  that  the  use  of  salicylate  for 
this  purpose  required  a tour  de  force,  un- 
suited to  most  subjects  and  impracticable 
for  management  over  the  years  that  are 
required. 

Carinamide  and  probenecid.  In  1947, 
when  penicillin  was  stUl  costly  and  in 
limited  supply,  carinamide  (4'  -carboxy- 
phenyl-methanesulfonaniUde)  was  intro- 
duced as  an  adjunct  to  the  penicillin 
therapy  of  bacterial  endocarditis  and  other 
infections.  By  competitively  inhibiting  the 
tubular  secretion  of  penicillin,  carinamide 
decreased  urinary  loss  of  the  antibiotic  and 
thus  conserved  the  high  blood  levels  of 
penicillin.  Presumably  because  of  this  in- 
hibitory effect  of  carinamide  on  tubular 
secretion,  in  1948  Wolfson  et  who  were 
interested  in  the  possibility  of  tubular 
secretion  of  uric  acid  in  man,  studied  the 
effect  of  carinamide  on  urinary  uric  acid 
excretion  in  normal  human  subjects.  Con- 
trary to  its  action  on  penicillin,  carinamide 
was  foimd  to  increase  uric  acid  elimination 
by  50  to  120  per  cent  after  a single  4.6-Gm. 
dose. 

These  results  were  confirmed  in  the  course 
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j of  our  search  for  a more  satisfactory  alter- 
native to  salicylate,  and  when  extended  to 
gouty  subjects,  the  drug  was  found  to  hold 
some  promise  as  a uricosuric  agent. *“’“'** 
In  13  gouty  subjects  tested,  there  was  a mean 
increase  in  twenty-four-hour  urinary  uric 
acid  excretion  that  approximated  40  per  cent 
with  an  8-Gm.  daily  dosage  and  60  per  cent 
with  12  Gm.  daily.  This  was  associated  with 
a sustained  decline  in  serum  uric  acid, 
averaging  20  and  28  per  cent  respec- 
tively Daily  administration  of  ca- 

rinamide  could  be  maintained  for  months 
without  interruption  in  many  patients,  in 
the  divided  daily  dosage  required  by  its 
ij  transitory  uricosuric  action.  However,  con- 
1 . sumption  of  so  many  large  tablets  was  under- 
I standably  objectionable,  and  although  the 
i drug  was  of  low  toxicity,^”  there  was  an 

I appreciable  incidence  of  epigastric  distress 

I I and  drug  rash  with  the  necessarily  high  daily 
dosage. 

Late  in  1949  rumor  reached  us  that  an 
improved  carinamide  had  been  perfected,  a 
' derivative  which  in  a 2-Gm.  dosage  was  as 
effective  in  sustaining  high  blood  penicillin 
levels  as  5 Gm.  or  more  of  the  parent  com- 
I poimd.  To  determine  whether  or  not  there 
was  like  enhancement  in  uricosvuic  potency, 
a generous  sample  of  the  new  compound, 
p-(di-n-propylsulfamyl)  benzoic  acid,  or 
fj  probenecid  (Benemid*),  was  obtained  in 
1950.  It  was  soon  apparent  that  probenecid 
was  the  most  satisfactory  uricosuric  agent 
! for  protracted  administration  in  gout  we  had 
' yet  tested.  In  a 2-Gm.  daily  dosage, 

the  mean  uricosuric  response  in  14  patients 
*1  with  gout  was  about  the  same  as  with  12 
Gm.  of  carinamide.  The  fall  in  serum  uric 
4 acid  was  more  marked,  decreasing  to  ap- 
»j  proximately  half  the  initial  level.  With 
1,  1 Gm.  per  day,  the  urinary  uric  acid  excre- 

tion increased  about  50  per  cent,  on  the 
i|  average,  and  the  serum  uric  acid  feU  ap- 
proximately 24  per  cent.®*  Most  patients 
• could  tolerate  probenecid  far  better,  in  the 
smaller  daily  dosages  required,  and  side- 
’ reactions  were  less  frequent  and  less  severe 
in  sustained  therapy  than  with  carinamide 
or,  certainly,  salicylate.  Continuing  stud- 
ies32-34  elaborated  on  the  potent  uricosuric 
properties  of  probenecid,  which  was  shown 
to  effect  a decrease  in  the  miscible  pool  of 
uric  acid®®  by  markedly  inhibiting  the  tubu- 

* Supplied  by  Merck  Sharp  & Dohme,  West  Point, 
Pennsylvania. 


lar  reabsorption  of  uric  acid.®®  On  the  basis 
of  these  early  trials,  probenecid  was  recom- 
mended for  protracted  daily  administration, 
as  indicated,  to  increase  the  elimination  of 
uric  acid  and  thus  to  sustain  lowered 
serum  uric  acid  levels  in  patients  with 
gout.®®’®®’®®'®*“®*  In  contrast  to  the  dis- 
appointments with  prior  drugs  already 
recounted,  the  initial  claims  for  probenecid 
have  been  substantiated  by  more  than  a 
decade  of  subsequent  experience,  which  has 
attested  to  the  general  eflBcacy  and  safety  of 
probenecid  as  a uricosuric  agent.  References 
to  the  large  literature  on  the  subject  wiU  be 
found  in  the  eleventh  through  fourteenth 
“Rheumatism  Reviews.”  *®~‘'® 

In  view  of  the  demonstration  that  suf- 
ficiently prolonged  use  of  salicylate  in 
adequate  uricosuric  dosage  could  prevent 
and  mobilize  tophaceous  deposits,®*"®®  albeit 
in  the  face  of  prohibitive  side -reactions,  it 
was  hoped  that  like  results  could  be  achieved 
with  probenecid,  but  without  concomitant 
toxicity.  We  were  soon  persuaded  that  the 
formation  of  new  tophi,  notably  in  patients 
with  exuberant  fresh  crops,  could  be  pre- 
vented by  the  administration  of  probene- 
cid.®®®® Convincing  evidence  of  the  mobili- 
zation of  large  established  tophi  had  to  await 
longer  observation,  but  it  has  since  been 
imequivocaUy  demonstrated  by  photo- 
graphic documentation  that  probenecid  has 
this  capacity.  ®'*'^^"^®  It  thus  became  the 
first  generally  acceptable  uricosuric  agent  to 
make  feasible  the  effective  prevention  and 
treatment  of  tophaceous  gout,  without  an 
undue  toU  of  toxic  reactions. 

Sulfinpyrazone  and  related  pyra- 
ZOLIDINEDIONES.  Among  the  minor  phar- 
macologic effects  of  phenylbutazone,  intro- 
duced as  an  antirheumatic  drug,^®  is  the 
suppression  of  tubular  reabsorption  of  iu*ic 
acid  when  plasma  drug  levels  are  10  mg.  per 
100  milliliters  or  higher.^®  Less  potent  and 
more  toxic  than  probenecid,  phenylbutazone 
is  not  acceptable  as  a uricosiu-ic  drug.'*® 
However,  a related  compoimd,  sulfinpyra- 
zone, is  a suitable  uricosuric  agent,  one  of 
several  uncovered  in  the  course  of  a decade 
of  systematic  investigation  of  the  pertinent 
structure-activity  relationships  of  some  sixty 
pyrazolidinediones.  ‘‘®'®® 

This  investigation  was  initiated  by  Brodie, 
Burns,  and  their  colleagues  with  studies  on 
the  physiologic  disposition  of  phenyl- 
butazone.®*®® Two  metabolites  of  the  drug 
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were  identified  in  the  urine^®:  metabolite  I, 
containing  a phenolic  group  in  the  para  posi- 
tion of  a benzene  ring;  metabolite  II,  an 
alcohol  group  in  position  3 of  the  butyl  side 
chain.  When  tested  in  our  patients  with 
gout,  metabolite  I,  which  has  since  been 
marketed  as  oxyphenbutazone  (Tandearil), 
was  found  to  resemble  closely  the  parent 
compoimd  in  its  properties;  whereas  metab- 
olite II,  instead,  had  acquired  enhanced 
uricosuric  activity. This  observation 
prompted  a search  for  more  potent  uricosuric 
drugs  among  phenylbutazone  analogues  with 
side-chain  substituents.  Of  the  many  such 
compounds  tested,  the  phenylthioethyl  side- 
chain  analogue  of  phenylbutazone,  G-25671, 
attracted  special  notice  because  its  uricosuric 
potency  was  found  to  be  comparable  to  that 
of  probenecid.  However,  unhke  probenecid, 
it  was  also  found  to  possess  antirheumatic 
properties  sufficient  to  afford  prompt  relief  of 
pain  and  stiffness  in  chronic  gouty  ar- 
thritis.^’"®* Since  this  association  of  effects 
is  highly  desirable,  and  the  drug  appears  to 
be  well  tolerated  by  most  patients,”"®*  it  is 
to  be  regretted  that  G-25671  has  not  been 
made  commercially  available  for  more 
extensive  chnical  trial  as  a uricosuric  agent. 

The  rate  of  biotransformation  of  G-25671 
was  foimd  to  be  unexpectedly  rapid  com- 
pared to  that  of  phenylbutazone,  an  ob- 
servation which  led  to  a search  for  metab- 
olites in  the  urine  of  patients  receiving  the 
drug.  This  search  yielded  a sulfoxide  metab- 
oUte  which,  when  studied  for  its  effects  on 
uric  acid  clearance,  proved  to  exceed  in 
uricosuric  potency  any  drug  theretofore 
assayed.®'*  ®®  This  compoimd,  G-28315,  sub- 
sequently designated  sulfinp5rrazone  (Antu- 
rane),  has  since  been  subjected  to  extensive 
clinical  trial  and  has  already  won  a place  as 
an  acceptable,  and,  indeed,  because  of  its 
greater  potency,  in  some  instances  a pref- 
erable, alternative  to  probenecid  as  a 
uricosuric  agent  for  the  prevention  and  treat- 
ment of  tophaceous  gout.®®"®®  Its  toxicity 
appears  to  be  of  a low  order,  comparable  to 
that  of  probenecid . ^®  ■ ®® "®®  Daily  administra- 
tion in  effective  dosage,  usually  400  to  600 
mg.  in  divided  doses,  has  proved  in  most 
cases  to  be  entirely  feasible  for  the  months 
and  years  required  to  obviate  and  deplete 
tophaceous  deposits.  ®®  ®*  References  to  more 
recent  reports  on  the  use  of  sulfinpyrazone  as 
a uricosuric  agent  will  be  foimd  in  the 
thirteenth  and  fourteenth  “Rheumatism 


Reviews”^®"®®  and  the  Acta  of  the  Tenth 
Congress  of  the  International  League 
Against  Rheumatism.®’ 

At  about  this  juncture.  Burns,®®  noting 
that  sulfinpyrazone  (pKa*  2.8)  ranked  both 
among  the  most  uricosuric  and  the  most 
acidic  of  the  pyrazohdinediones,  reahzed  that 
uricosuric  potency  was  inversely  related  to 
the  pKa  of  phenylbutazone  analogues, 
whether  substituted  in  the  side-chain  or 
benzene  rings.  This  structure-activity  cor- 
relation may  reflect  in  some  way  a similar 
inverse  relationship  between  the  pKa  and 
the  rate  of  renal  excretion  of  these  com- 
pounds.®® In  any  event,  the  observation 
paved  the  way  for  the  synthesis  of  additional 
pyrazohdinediones  of  high  uricosuric 
potency,’®"’®  also  fairly  predictable  in  their 
antirheumatic  and  salt-retaining  proper- 
ties.^® Thus  far,  these  compoimds  do  not, 
however,  seem  to  possess  particular  thera- 
peutic advantages  over  those  previously 
mentioned. 

Miscellaneous  uricosuric  compounds. 
Of  a variety  of  other  compounds  known  to 
possess  uricosuric  activity,  zoxazolamine 
(2  - amino  - 5 - chlorobenzoxazole)  is  note- 
worthy. OriginaUy  introduced  and  widely 
employed  as  a muscle  relaxant,  this  drug 
was  found  also,  even  in  low  dosage,  to  have 
potent  uricosuric  properties,’®"’®  aU  the 
more  remarkable  since  it  is  a weak  base, 
unlike  the  uniformly  acidic  compounds 
previously  discussed.  Zoxazolamine  ap- 
peared at  first  to  be  a promising  alternative 
uricosuric  agent,  but  because  of  its  hepato- 
toxicity,  encountered  chiefly  in  the  larger 
doses  required  for  relaxation  of  muscle 
spasm,  it  was  withdrawn  in  October,  1961. 
Another  uricosuric  agent,  of  modest  powers, 
is  the  diethyl  analogue  of  probenecid, 
Urelim,  presently  employed  by  some.®*  ®’  ’® 

As  has  long  been  known,  adreno- 
corticotropic hormones  and  various  adreno- 
corticosteroids  increase  urinary  excretion  of 
uric  acid”  but  are  not  appropriate  for  use  as 
uricosuric  agents.  The  same  apphes  to 
certain  coumarins  and  indandiones  which,  in 
addition  to  their  anticoagulant  effects,  are 
uricosuric.”  ’®  The  recurring  proposal  to 
lower  the  serum  uric  acid  and  mobilize 
tophi  by  injection  of  highly  purified  uricase 
preparations’®  has  thus  far  not  proved 
practical. 

* The  pKa  is  that  pH  at  which  an  acid  is  50  per  cent 
ionized. 
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Figure  1.  Structural  formulas  of  uricosuric  compounds  of  particular  interest. 


Use  of  uricosuric  agents 
in  combination 

In  early  trials  of  probenecid,  which  is  not 
analgesic,  salicylate  also  was  given  in  some 
cases  of  chronic  gouty  arthritis  for  more 
rapid  alleviation  of  joint  pain  and  stiffness. 
However,  it  was  found  that  salicylate 
promptly  nullified  probenecid  uricosuria.^'*’’* 
To  explain  this  unexpected  result,  studies 
were  made  of  the  renal  clearance  of  sali- 
cylate as  affected  by  probenecid*®  and  of  the 
paradoxical  effects  of  salicylate  on  uric  acid 
excretion.  ”1*  The  findings  seemed  best 
accounted  for  by  the  assumption  of  tubular 
secretion  of  uric  acid  in  man,  which  was 
substantiated  later,**  **  a process  that  ap- 
parently is  inhibited  by  salicylate  in  ordinary 
analgesic  dosages.**  **  This  inhibition,  prob- 
ably competitive,  is  assumed  to  be  respon- 
sible, at  least  in  part,  for  the  coimteraction  of 
salicylate  on  probenecid  uricosuria.**  Sali- 
cylate also  suppresses  the  uricosuric  effect  of 
sufinpyrazone*®’**'**  and  zoxazolamine*'*  **  **; 
hence  it  should  not  be  used  in  conjunction 
with  uricosuric  drugs. 

On  the  other  hand,  if  such  uricosuric 
agents  as  probenecid,  sulfinpyrazone,  or 
zoxazolamine  are  administered  jointly,  the 
urinary  excretion  of  uric  acid  is  apt  to  be 
higher  than  what  appears  to  be  the  maximal 
response  that  is  attainable  with  one  of  the 
drugs  alone.*'*  Such  additive  uricosuric  ef- 
fects can  be  exploited  usefully  in  cases  that 
are  refractory,****  usually  because  of  im- 
paired renal  function.  There  are  also  phys- 


iologic implications  of  interest  since,  if  the 
uricosuric  action  of  these  drugs  is  indeed 
noncompetitive,  they  may  act  on  more  than 
one  tubular  transport  component  or  site  for 
reabsorption  of  uric  acid.  In  this  connection 
the  diversity  of  structure  of  compounds  that 
inhibit  tubular  reabsorption  of  uric  acid  in 
man  deserves  comment,  since  no  common 
denominator  is  apparent  (Fig.  1).  The 
problem  of  drug  interactions  in  their  impact 
on  renal  excretion  of  uric  acid  is  even  more 
complex,  however,  because  competition,  at 
least  in  the  case  of  salicylate  and  sulfin- 
pyrazone, occurs  not  only  at  the  renal  tubu- 
lar level  but  also  for  binding  to  plasma  pro- 
teins** and  possibly  to  other  tissue  proteins. 

Drugs  to  suppress  uric  acid 
biosynthesis 

However  effective  the  use  of  suitable 
uricosuric  drugs  in  the  prevention  and  treat- 
ment of  tophaceous  gout,  this  form  of 
management,  by  artificially  increasing  the 
renal  excretion  of  uric  acid,  merely  cir- 
cumvents the  inborn  error  or  errors  of 
metabolism  of  patients  with  gout  if,  as  is 
believed,*®  **  the  crux  of  the  anomaly  is 
metabolic  overproduction  of  uric  acid.  At 
present,  the  only  feasible  way  to  exercise 
some  measure  of  control  over  uric  acid  pro- 
duction is  by  the  dietary  restriction  of  purme 
and  protein  precursors.  It  is  possible,  how- 
ever, by  rather  drastic  interruption  of  de 
novo  purine  biosynthesis  through  certain 
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antimetabolites  to  block  uric  acid  formation 
to  some  extent.  Such  a reagent  is  DON 
(6-diazo-5-oxo-L-norleucine),  which  acts 
chiefly  by  inhibiting  the  utilization  of 
glutamine  in  the  enzymatic  conversion  of 
formylglycinamide  ribotide  to  formylgly- 
cinamidine  ribotide.®*  When  applied  to 
patients  with  gout,*®  however,  DON  proved 
to  be  inconsistent  in  lowering  serum  and 
urinary  uric  acid  levels  to  a disappointing 
degree,  when  it  lowered  the  levels  at  all,  and 
it  was  much  too  toxic  to  be  tolerated  for  more 
than  a few  days.  Whether  more  effective 
and  less  dangerous  drugs  can  be  developed 
for  this  direct  attack  on  gout  remains  to  be 
seen. 

Current  status  of  the  management 
of  tophaceous  gout 

By  the  devious  paths  that  have  been 
described,  we  come  to  the  present  status  of 
the  management  of  tophaceous  gout  and  the 
availability  of  at  least  two  potent  and 
reasonably  safe  uricosuric  agents,  probenecid 
and  sulfinpyrazone,  for  its  prevention  and 
treatment.  In  this  traditionally  refractory 
phase  of  the  disorder,  mobilization  of  estab- 
lished tophi  has  been  accomplished,  with 
varying  success,  to  be  sure,  by  Bartels,^®  *® 
Borrachero,®^  Gomez  Carpio,®i  Martinez,®’ 
Ogryzlo,®’  de  Seze,®’  Smyth,®*  Talbott,®* 
and  many  others.  Dr.  Yii  and  I have  re- 
corded our  own  experience  in  this  regard 
from  time  to  time*’'*^’^^’^®’®’  and  bring  our 
material  up  to  date  in  Table  I.  Of  114  cases 
of  tophaceous  gout  treated  with  uricosuric 
agents  for  at  least  one  year,  39  per  cent 
initially  had  very  advanced  and  extensive 
deposits;  33  per  cent  had  moderately 
advanced  involvement;  and  28  per  cent  had 
only  one  or  two  visible  tophi.  After  treat- 
ment, 73  per  cent  had  minimal  or  no  ap- 
parent tophi.  Of  52  patients  with  disabling 
symptoms  of  chronic  gouty  arthritis  in  this 
group,  joint  stiffness  and  pain  were  slowly 
relieved  in  37  and  47  respectively,  12  and  3 
were  improved,  and  in  3 and  2 patients  no 
change  was  noted.  All  these  patients  also 
took  colchicine  daily  as  a prophylaxis  against 
recurrent  acute  gouty  arthritis,®^  and  many 
were  restricted  in  dietary  protein  as  weU  as 
purine  intake. 

Once  massive,  widespread  tophaceous 
deposits  have  become  established,  mobili- 
zation requires  intensive,  effective,  and 


TABLE  I.  Mobilization  of  tophi  in  114  cases  of 
tophaceous  gout  treated  with  uricosuric  agents  for 
protracted  periods 


Before 

Treatment 


After 

Treatment 


Tophi 

Num- 

ber 

of 

Cases 

Per 

Cent 

of 

Cases 

Num- 

ber 

of 

Cases 

Per 

Cent 

of 

Cases 

Very  large  and 

extensive 

16 

14 

5 

4 

Large  and  ex- 

tensive 

29 

25 

10 

9 

Moderately 

advanced 

37 

33 

15 

13 

Minimal 

32 

28 

30 

26 

None  apparent 

0 

0 

54 

47 

persistent  attack  over  a period  of  years  and 
may  fail  in  whole  or  in  part.  However,  even 
in  such  difficult  cases  it  is  usually  possible 
to  halt  the  progressive  deposition  of  uric 
acid,  heal  old  discharging  sinuses,  and 
ultimately  to  cause  some  or  aU  tophi  to 
diminish  in  size  or  disappear.  Analysis 
reveals  that  the  chief  causes  of  failure  are: 
inadequate  uricosuric  response  and  lowering 
of  the  serum  uric  acid  level,  despite  full  drug 
dosage,  due  to  impaired  renal  fimction; 
insufficient  dosage  because  of  carelessness, 
drug  intolerance,  or  precipitation  of  urate 
calculus;  inunoderation  in  diet;  and  in- 
accessibility of  some  ancient,  sequestered 
tophaceous  deposits,  presumably  because  of 
poor  vascularization.  ‘*® 

Clearly,  to  lay  the  specter  of  chronic  gouty 
arthritis,  the  aim  should  be  prevention.  It 
is  not  too  much  to  express  assurance  that 
tophaceous  deformities  and  disabilities  can 
ordinarily  be  prevented,  save  in  some  ful- 
minating cases  of  overproduction  of  uric 
acid,  particularly  in  the  relatively  yoimg, 
when  uricosuric  agents  are  rendered  im- 
potent by  renal  damage  of  one  or  another 
cause,  and  when  patients  cannot  or  will  not 
abide  by  the  drug  and  dietary  regulations 
that  are  required.  The  literature  already 
cited  amply  discusses  the  details  of  uricosuric 
drug  dosages,  the  need  to  determine  peri- 
odically the  serum  and  urinary  uric  acid 
levels  for  proper  regulation  of  management, 
and  ways  of  minimizing  the  hazards  of 
iatrogenic  urinary  tract  calculus,  peptic 
ulcer,  and  other  side-reactions. 
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So  substantial  is  the  lowering  of  serum  uric 
acid  in  many  cases  that  the  need  now  is  to 
stress  not  the  use  but  the  discriminate  use  of 
uricosuric  drugs,  which  some  physicians  give 
to  every  patient  with  gout,  even  to  terminate 
acute  attacks,  which  have  long  since  been 
shown  to  be  whoUy  resistant  to  probenecid  or 
sulfinpyrazone.  There  is  a general  trend  to 
overanxiety  about  the  allegedly  dire  con- 
sequences of  even  moderate  hyperuricemia, 
and  it  is  forgotten  that,  at  least  in  males,  it 
has  probably  existed  since  puberty.  It  is 
I not  necessary  to  have  the  patients  who  are 
predisposed  begin  prevention  of  tophaceous 
gout  in  the  cradle,  or  at  puberty,  or  even  at 
I the  time  of  the  first  attack  of  acute  gouty 
I arthritis.  Less  than  half  of  the  patients 
with  gout  ever  develop  any  tophi  in  their 
! lifetime,  and  then  ordinarily  only  a few, 

I many  years  after  the  first  seizure.  Indeed, 
we  have  found  it  generally  feasible  to  with- 
hold uricosuric  therapy  until  the  first  small 
tophus  appears,  unless  hyperuricemia  is 
inordinate  or,  as  sometimes  happens,  there 
is  roentgenographic  or  chnical  evidence  of 
chronic  gouty  arthritis  without  visible 
tophi.  There  is  no  assurance  that  in- 
hibition of  the  tubular  reabsorption  of  uric 
acid  by  uricosuric  agents  obviates  uric  acid 
deposits  in  the  kidney  parenchyma,  since 
only  a small  fraction  of  the  reabsorbate  is 
affected.  Moreover,  this  advantage  may 
be  lost  by  induction  of  calculus  formation  or 
wiped  out  by  overliberalization  of  the  diet. 
There  is  a general  tendency  of  patient  and 
physician  alike  to  take  advantage  of  the 
' lowering  of  the  serum  uric  acid  by  reckless 
expansion  of  the  dietary  intake  of  uric  acid 
precursors,  thus  aggravating  uric  acid  pro- 
duction. This  may  frustrate  the  attempt  to 
; create  a negative  uric  acid  balance  for 
I depletion  of  the  tophi  and  may  add  to  the 
risk  of  uric  acid  deposits  in  the  vulnerable 
kidneys  and  urinary  tract.  Also,  too  much 
reliance  is  sometimes  placed  on  uricosuric 
agents  for  the  prevention  of  recurrence  of 
acute  gouty  arthritis  and  not  enough  on 
colchicine  prophylaxis  or  combined  ther- 
apy.®'* Finally,  while  small  risk  attaches  to 
the  use  of  probenecid  and  sulfinpyrazone, 
these  drugs  are  by  no  means  innocuous  for 
aU  patients.  In  short,  uricosuric  agents  have 
an  important  place  in  the  management  of 
gout,  but  their  use  should  be  circumspect  and 
in  judicious  balance  with  other  modalities  of 
prevention  and  treatment. 


Summary 

The  long  and  tortuous  search  for  suitable 
uricosuric  agents  has  been  reviewed,  begin- 
nmg  with  the  trials  of  urate  solvents,  sali- 
cylate, cinchophen,  carinamide,  pyra- 
zolidinediones,  and  a variety  of  other  com- 
pounds and  culminating  in  the  discovery  of 
the  tried  drugs,  probenecid  and  sulfin- 
pyrazone. The  advent  of  these  potent 
uricosuric  agents  of  acceptably  low  toxicity 
has  brought  control  of  the  deformities  and 
disabilities  of  tophaceous  gout,  hitherto  a 
most  refractory  phase  of  gout,  within  reach 
of  most  patients,  as  indicated  by  an  analysis 
of  reports  of  the  current  status.  However, 
there  are  limitations  to  what  can  be  ac- 
complished and  should  be  attempted  with 
these  agents.  When  indicated,  they  should 
be  incorporated  into  a balanced  regimen  that 
is  designed  to  meet  the  full  needs  of  the 
individual  patient  with  gout. 
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humidity  is  very  high.  Such  conditions  are 
unwise  for  those  with  any  serious  organic 
disability,  such  as  generalized  hardening  of  the 
arteries,  heart  disorders,  or  an  overactive 
thyroid.  In  addition,  the  high  humidity  would 
probably  place  an  excessive  load  on  the  patient 
with  even  mild  or  moderate  disability  of  the 
heart  and  lungs. 

There  appears  to  be  no  beneficial  physical 
response  to  exposure  to  a steam  room  that 
cannot  be  accomplished  by  much  less  “heroic” 
means,  the  Journal  said. 
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Traumatic 
Aortic  Aneurysm 


Case  history 

A forty-year-old  man  suffered  numerous 
broken  ribs  in  an  auto  accident  fourteen 
years  before  his  admission.  He  was  sub- 
sequently well  until  three  months  before  his 
admission  when  he  developed  a persistent 
cough  and  fever  with  radiographic  evidence 
of  pneiunonia.  Chest  x-ray  films  then  dis- 
closed an  abnormal  aortic  arch  with  marginal 
calcification.  A large  hiatus  hernia  was  also 
noted.  At  the  time  of  admission  he  was 
asymptomatic  without  recent  pain,  hemop- 
tysis, or  cough.  Laboratory  studies  in- 
cluding serologic  studies  for  syphilis  gave 
normal  findings. 

Radiologic  discussion 

Nathaniel  Finby,  M.D.:  A radio- 

graphic  study  of  the  chest  shows  (Fig.  1)  an 
enlarged  heart  and  a curvilinear  marginal 
calcification  outlining  a soft  tissue  mass  in 
the  region  of  the  proximal  descending  aorta 
(arrows) . There  has  been  no  interval  change 
in  the  appearance  of  this  aortic  mass  during 
a three-month  period  of  observation.  The 
large  hiatus  hernia  is  seen  behind  the  heart. 
There  is  no  evidence  of  bone  erosion  or 
abnormality. 

Intravenous  aortography  (Fig.  2)  clearly 
visualizes  the  proximal  aorta  and  the  origin 
of  the  brachiocephalic  vessels  which  are 
normal  in  appearance,  except  for  slight 
buckling  of  the  innominate  artery.  Begin- 


ning about  2.5  cm.  distal  to  the  origin  of  the 
left  subclavian  artery  there  is  a large, 
localized,  multiloculated,  aneurysmal  dis- 
tention of  the  aorta,  arising  chiefly  from  the 
undersurface  of  the  distal  aortic  arch  and  in- 
volving the  most  proximal  portion  of  the 
descending  aorta.  Interiorly,  there  is  in- 
complete opacification  of  the  mass  that  is 
indicative  of  a large  thrombus  or  localized 
dissection  in  this  area.  The  curvilinear 
calcifications  correspond  to  the  irregular 
margins  of  the  aortic  aneurysm  (arrows). 

The  radiographic  and  angiographic  studies 
clearly  demonstrate  a localized  aneurysm  of 
the  distal  aortic  arch.  The  location  of  the 
aneurysm  and  the  normal  appearance  of  the 
ascending  aorta  are  entirely  in  keeping  with 
the  diagnosis  of  traumatic  aortic  aneurysm. 

Pathologic  discussion 

Graham  Knox,  M.D.;  With  the  diag- 
nosis of  traumatic  aortic  aneurysm  made  on 
the  basis  of  the  history  and  radiologic  find- 
ings, the  chest  was  opened  under  endo- 
tracheal anesthesia.  There  was  a thin- 
waUed,  saccular  bulge  of  the  medial  surface 
of  the  distal  aortic  arch  2 cm.  distal  to  the 
left  subclavian  artery.  The  bulge  was 
closely  adherent  to  the  pericardium.  An 
atrial-left  femoral  artery  pump  bypass  was 
instituted,  and  the  portion  of  the  aorta  con- 
taining the  aneurysm  was  resected  and  re- 
placed with  a knitted  Dacron  prosthesis  4 
cm.  long. 
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FIGURE  1.  (A)  Frontal  chest  roentgenogram  shows  widening  of  superior  mediastinum  and  curvilinear 
marginal  calcification  (arrow).  (B)  Lateral  projection  relates  curvilinear  calcification  to  proximal  descending 
aorta. 


FIGURE  2.  (A)  Intravenous  aortogram  shows  localized  lobulated  aneurysm  of  proximal  descending  aorta 
(B)  Eccentric  position  is  documented  on  right  posterior  oblique  projection. 


Charles  F.  Begg,  M.D.:  A section  of 

aorta  8 cm.  long  was  removed.  It  was  2 cm. 
in  diameter  at  each  end  (Fig.  3).  Pro- 
truding from  its  medial  aspect  was  an 
aneurysm  7.5  cm.  in  diameter  with  a wide 
ostium.  The  lining  of  the  aneurysm  was 
covered  with  friable  atheromatous  and 
calcific  plaques  (Fig.  4).  The  intima  of  the 
remainder  of  the  aorta  was  smooth.  The 


figure  represents  a section  taken  through 
the  ostium  of  the  aneurysm  and  demon- 
strates the  normal  wall  of  the  aorta  in  con- 
tinuity with  the  aneurysm  wall  (Fig.  5).  At 
the  ostium  there  is  an  abrupt  disruption 
of  the  media.  The  sac  waU  has  no  media,  as 
demonstrated  by  stains  designed  to  demon- 
strate smooth  muscle  and  elastic  fibers. 
Only  the  fibrous  adventitia  remains  of  the 
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FIGURE  3.  Clamp  has  been  inserted  through 
lumen  of  resected  portion  of  aorta.  The  saccular 
aneurysm  is  seen  on  right  side  of  photograph. 


original  wall  and  forms  a saclike  protrusion 
with  an  inner  surface  that  has  become  made 
up  of  endothelium.  Atheromas  and  calcifica- 
tion have  occurred  in  and  beneath  the  endo- 
thelium. 

Comment 

Dr.  Finby:  Traumatic  aortic  aneurysms 

have  been  recognized  more  frequently  in 
recent  years,  probably  as  a consequence  of 
the  increasing  frequency  of  automobile  ac- 
cidents and  the  availability  of  dependable 
aortographic  technics.  Blunt  trauma  to  the 
chest  associated  with  such  rapid  deceleration 
as  occurs  in  automobile  accidents  produces 
maximum  stress  on  the  aorta  just  beyond 
its  point  of  fixation  by  the  brachiocephalic 
arteries  and  the  insertion  of  the  ligamentum 
arteriosum. 

Steinberg  and  Evans’  discuss  the  radio- 
graphic  features  of  acute  and  chronic  trau- 
matic aneurysms  of  the  thoracic  aorta  and 
illustrate  the  progressive  changes  in  a forty- 
five-year-old  man  who  showed  a widened 
superior  mediastinum  and  left  pleural  ef- 
fusion immediately  after  an  automobile  ac- 
cident. There  was  progressive  enlargement 
and  demarcation  of  a mass  adjacent  to  the 
aortic  knob  during  a six-month  period  of 
observation,  with  continued  slow  increase  in 


FIGURE  4.  Lining  of  aneurysm.  The  inner  sur- 
face has  many  atheromatous  plaques.  Smooth 
intima  of  adjacent  aorta  is  seen  at  top  of  photo- 
graph. 


FIGURE  5.  Function  of  normal  aorta  and  aneu- 
rysm. Media  is  completely  disrupted  (Verhoeff- 
van  Gieson  stain  for  elastic  tissue). 


size  and  thrombus  formation  during  the 
succeeding  six  months. 

Routine  chest  radiographs  have  demon- 
strated many  unsuspected  traumatic  aortic 
aneurysms  which  have  been  misinterpreted 
as  mediastinal  tumors  of  other  origin.  A 
documentation  of  earlier  trauma  and  aortog- 
raphy should  lead  to  the  correct  diagnosis.’’ 

Dr.  Begg:  The  consequences  of  non- 

penetrating injury  of  the  aorta  have  been 
discussed  by  Parmley,  et  al.^  Even  full- 
thickness disruption  of  the  aorta  is  not 
necessarily  fatal.  Lesser  degrees  of  injury 
involving  only  a partial  thickness  result  in 
aneurysms  either  because  the  injured  wall 
is  stretched  or  the  torn  media  is  dissected. 
Hemorrhage,  occurring  in  the  layers  of  the 
aortic  wall  or  about  the  aorta  at  the  time  of 
injury,  organizes  and  calcifies,  thus  aiding 
in  the  subsequent  identification  of  the  lesion 
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by  radiography.  Such  calcification  is  usually 
most  prominent  in  the  stretched  portion  of 
the  wall. 

The  consequences  of  the  formation  of 
traumatic  aneurysm  are  such  that  surgical 
treatment  is  advisable.  The  possibility  of 
rupture  at  the  aneurysm  is  always  present^ 
and  there  is  at  least  one  case  in  which  a 
bacterial  endaortitis  developed  and  became 
a fatal  complication. 


Anemia  of  pregnancy 

The  use  of  simple  blood  volume  tests  can 
help  physicians  to  easily  distinguish  true  anemia 
of  pregnancy  from  the  natural  increase  in  blood 
plasma  which  tends  to  occur  during  pregnancy, 
according  to  Curtis  J.  Lund,  M.D.,  professor 
and  chairman  of  the  Department  of  Obstetrics 
and  Gynecology  at  the  University  of  Rochester 
Medical  Center.  Dr.  Lund  discussed  his 
findings  at  a regional  conference  of  the  American 
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College  of  Obstetricians  and  Gynecologists. 

However,  the  increase  in  blood  plasma  doesn’t 
actually  reduce  the  red  blood  cell  count.  This 
may  actually  increase,  but  the  ratio  of  blood 
plasma  to  blood  cells  has  changed. 

Some  physicians  may  worry  needlessly  over 
this  apparent  “anemia”  in  pregnant  women, 
but  Dr.  Lund  suggests  that  physicians  use 
blood  volume  tests  in  suspected  anemia  cases. 
Although  one  out  of  four  pregnant  women 
develops  some  anemia  during  pregnancy,  99 
per  cent  of  such  cases  can  be  treated  just  by 
increasing  the  body’s  iron  intake. 
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Osteoporosis,  as  originally  defined  by 
Pommer  in  1885,^  is  atrophy  of  the  bone; 
that  is,  reduction  in  the  amount  of  the  bone 
with  no  alteration  in  its  composition.  This 
is  in  sharp  contrast  to  osteomalacia,  in  which 
bony  tissue  is  incompletely  calcified  but  is 
unchanged  in  amoimt. 

One  must  differentiate,  etymologically, 
between  bone,  the  organ,  and  bone,  the  tis- 
sue. In  osteomalacia,  bone  tissue  is  ab- 
normal qualitatively,  containing  osteoid 
tissue  which  does  not  calcify.  The  bone 
organ  is,  therefore,  abnormal,  lacking  the 
structural  properties  of  mineralized  tissue. 
In  osteoporosis,  bone  tissue  is  normal  quali- 
tatively, but  is  present  in  smaller  amounts  in 
the  bone  organ,  which  is  again  abnormal, 
lacking  adequate  minerahzed  substance. 

Radiologically,  the  osteoporotic  spine 
demonstrates  a thinning  of  the  trabecular 
bone,  fractures  of  the  vertebral  end-plates, 
and  collapse  of  one  or  more  of  the  lower 
thoracic  and  lumbar  vertebrae.  On  gross 
inspection  of  a cut  bone,  the  characteristic 
features  of  osteoporosis  are  apparent. 
There  is  a marked  diminution  of  the  support- 
ing trabecular  bone  and  thinning  of  the  cor- 


tex. Microradiography  of  slices  of  osteo- 
porotic bone  demonstrates  this  even  more 
clearly.  ^ 

Osteoporosis,  however,  is  not  a simple 
disease.  The  term  is  descriptive  of  result- 
ant bone  findings  in  any  condition  that 
produces  a reduced  amount  of  bone.  Such 
osteoporosis  or  bone  atrophy  includes  hy- 
peradrenocorticism,  hyperthyroidism,  hy- 
perparathyroidism, acromegaly,  generalized 
malnutrition,  scurvy,  sickle  cell  and  eryth- 
roblastic anemias,  Gaucher’s  disease  and 
other  xanthomatoses,  multiple  myeloma, 
metastatic  malignant  conditions,  paralysis 
and  total  immobilization,  post-traumatic 
immobilization,  rheumatoid  arthritis,  osteo- 
myelitis, osteogenesis  imperfecta,  and  “post- 
menopausal” or  “senile”  and  “iodiopathic” 
conditions. 

Many  of  these  disorders  can  be  diagnosed 
readily,  and,  presumably,  tbe  osteoporosis 
can  be  arrested  with  appropriate  therapy  of 
the  underlying  condition.  When  no  primary 
disorder  can  be  found,  the  diagnoses  of 
“postmenopausal,”  “senile,”  or  “idiopathic” 
osteoporosis  are  applied.  This  last  group  of 
patients  represents  diagnostic  and  therapeu- 
tic challenges. 

Calcium  balance 

What  can  produce  this  picture  of  de- 
creased bone  mass?  The  extraosseous  cal- 
cium pool  is  necessary  to  maintain  normal 
neuromuscular  irritability,  cardiac  function, 
blood  clotting,  and  other  essential  physio- 
logic processes.  To  maintain  a normal 
internal  milieu,  this  pool  must  be  kept  at 
constant  concentration.  Calcium  within 
this  pool  is  in  equilibrium  with  the  calcium 
of  the  surface  crystals  of  the  bone.  A cer- 
tain amount  of  calcium  is  withdrawn  from 
the  pool  to  form  new  bone  in  the  continuing 
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processes  of  bone  remodeling,  and,  con- 
versely, a certain  amount  of  calcium  is  rein- 
troduced into  the  pool  from  the  resorptive 
phase  of  bone  remodeling.  If  formation  and 
resorption  were  equal,  and  if  no  losses  oc- 
curred from  the  system,  this  process  could 
continue  indefinitely.  However,  continuing 
losses  from  the  body  by  way  of  the  feces, 
urine,  sweat,  milk,  and  placenta  tend  to  de- 
plete the  basic  stores  and  must  be  replenished 
from  dietary  calcium  to  maintain  the  bal- 
ance. 

The  97  per  cent  of  the  body  calcium  which 
is  present  in  bone  represents  an  adequate 
buffer  for  the  usual  short-term  stresses. 
However,  if  any  of  the  processes  of  calcium 
intake  or  loss  remain  abnormal  for  extended 
periods  of  time  without  compensatory 
changes  in  others,  bone  stores  wiU  become 
depleted,  producing  osteoporosis. 

Increased  losses,  without  a compensatory 
increase  of  absorption  of  dietary  calcium  can 
produce  this  result.  Decreased  dietary  cal- 
cium or  decreased  gastrointestinal  absorp- 
tion without  decreased  excretion  will  also 
deplete  the  stores.  Decreased  bone  for- 
mation with  unchanged  or  increased  resorp- 
tion or  increased  resorption  with  unchanged 
or  decreased  formation  also  wiU  lead  to 
skeletal  osteoporosis. 

Albright,  Smith,  and  Richardson^  sug- 
gested that  the  primary  defect  in  osteo- 
porosis is  a decreased  protein  synthesis  that 
is  due  to  a decrease  in  anabolic  steroids  with 
age,  resulting  in  decreased  bone  formation. 
While  this  may  be  an  operative  factor  in 
some  cases  of  osteoporosis,  the  retention  of 
calcium  has  not  been  demonstrated  satis- 
factorily in  other  patients  treated  with  es- 
trogens or  androgens^;  the  negative  cal- 
cium balance  seen  in  osteoporosis,  moreover, 
is  not  usually  accompanied  by  negative  ni- 
trogen balance.®  In  addition,  other,  more 
direct,  evidence  has  accumulated  implicat- 
ing other  factors,  particularly  nutritional 
ones. 

In  1928,  Bauer,  Aub,  and  Albright®  demon- 
strated that  cats  reared  on  low-calcium  diets 
developed  osteoporotic  bones.  If  the  ani- 
mals on  higher  dietary  levels  were  subse- 
quently placed  on  low-calcimn  intakes,  they, 
too,  became  osteoporotic;  conversely,  if  the 
animals  on  low  intakes  were  given  high- 
calcium  diets,  their  bones  remineralized. 

Recently,  the  quantity  of  calcium  in  the 
American  diet  has  become  of  renewed  in- 


terest.'^ Malm®  has  shown  that  certain  in- 
dividuals cannot  adapt  to  low  intakes  of 
calcium  and  develop  prolonged  negative  cal- 
cium balances.  Nordin®  has  demonstrated 
that  the  mean  intake  of  calcimn  in  the 
diets  of  71  osteoporotic  subjects  in  the 
United  Kingdom  was  13.4  ±1.5  mg.  per 
kilogram  as  compared  with  17.9  ±1.3  for  92 
normal  subjects.  Smith  in  Detroit  (quoted 
by  Nordin)  has  found  values  of  9.9  ±1.1 
mg.  per  kilogram  for  71  osteoporotic  pa- 
tients and  12.8  ±1.8  for  47  normal  subjects. 
Our  own  experience,  based  on  25  carefully 
studied  patients  with  osteoporosis,  has 
shown  a mean  intake  of  395  ± 50  mg.  of 
calcium  per  day,  as  compared  with  a national 
average  of  about  850  mg.‘“ 

Studies  based  on  measurements  of  long- 
term metabolic  balances  have  been  carried 
out  to  test  the  hypothesis  of  the  relationship 
of  dietary  calcium  to  osteoporosis.  The 
metabolic  balance  technic  depends  on  ac- 
curate analyses  of  intake  and  losses.  The 
intake  of  calcium  in  an  individual  wiU 
depend  in  part  on  the  amoimt  actuaUy 
presented  in  the  diet.  It  also  depends  on  the 
status  of  the  gastrointestinal  tract  and  its 
abiUty  to  absorb  calcium  from  dietary 
sources.  Losses  from  the  body  consist  of 
the  unabsorbed  dietary  calcium  that  is 
present  in  the  feces;  endogenous  fecal 
calcium,  which  is  remarkably  constant  at 
about  150  to  200  mg.  per  day;  urinary 
calcium,  which  varies  from  individual  to 
individual  over  a fairly  wide  range”;  and 
sweat  calcium,  which  has  been  reported  by 
various  observers  to  range  between  50  and 
200  mg.  a day  imder  different  conditions  of 
heat  and  activity.”  The  net  result  of  these 
variables  is  that  mineral  moves  into  or  out  of 
the  bone. 

Method 

We  have  placed  a series  of  patients  with 
osteoporosis  on  dietary  intakes  ranging 
from  150  to  2,800  mg.  of  calcium  per  day  for 
p>eriods  of  from  thirty  to  sixty  days  at  each 
level.  The  initial  study  in  each  patient  was 
of  the  usual  home  intake,  as  ascertained  by 
the  diet  history.  It  can  be  seen  in  Table  I, 
based  in  part  on  the  data  of  Whedon,”  that 
some  of  these  patients  demonstrated  a 
positive  balance  of  calcium  when  sufficient 
calcium  was  present  in  the  diet.  The  level 
of  intake  at  which  a p>ositive  balance  oc- 
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TABLE  I.  Calcium  balance  resulting  from  calcium  intake  (milligrams  per  day) 


Patient 

150 

300 

400 

800 

1,200 

1,600 

2,400 

2,800 

1 

-49 

-95 

+ 227 

+ 755 

1 

+ 135 

2 

-148 

-89 

-88 

3 

-273 

-98 

4 

-232 

-244 

5 

-145 

-167 

6 

-49 

+ 93 

7 

-36 

+ 5 

+ 248 

+ 501 

7 

+ 178 

8 

-39 

+ 214 

-94 

9 

-228 

-87 

10 

-50 

-24 

+ 66 

-108 

-64 

10 

-402 

10 

-473 

10 

-355 

11 

-117 

-20 

curred  was  quite  variable  from  patient  to 
patient,  the  majority  requiring  well  over  the 
800  mg.  per  day  of  calcium  recommended 
by  the  Food  and  Nutrition  Board  of  the 
National  Research  Council.*^  Some  pa- 
tients never  showed  positive  calcium  bal- 
ances even  at  very  high  intakes.  StiU 
others  showed  positive  balances  of  calcium 
at  certain  intakes  above  their  usual  levels 
but  then  developed  more  negative  balance  as 
the  dietary  calcium  was  increased. 

Vitamin  D,  at  a dosage  of  from  5,000  to 
10,000  units  per  day,  was  added  to  the  regi- 
men at  several  levels  of  dietary  calcium  in  4 
patients  (Table  II),  improving  the  retention 
of  calcimn  in  3. 

Conclusion 

To  summarize  the  balance  studies,  in- 
creasing dietary  calcium  produced  positive 
calcium  balance  in  some  patients  with 
osteoporosis.  Similar  results  have  been 
reported  by  Whedon,^^  by  Nordin,^®  and  by 
Harrison  Fraser,  and  Mullan.^®  This  posi- 
tive balance,  however,  did  not  persist 
equally  weU  in  aU  patients.  Harrison, 
Fraser,  and  MuUan  and  Nordin  have  main- 
tained that  osteoporotic  patients  do  not 
adapt  to  higher  intakes  of  calcimn  as  do 
normal  ones.  Their  study  periods  were, 
however,  much  too  short  to  demonstrate  the 
long-term  adaptation  seen  in  some  of  our 
patients.  In  some  individuals,  vitamin  D 
increased  the  calcium  balance  stiU  further. 

Thus,  at  this  stage,  we  may  conclude  that 
dietary  calcium  may  play  a role  in  the  genesis 
and  the  treatment  of  osteoporosis.  In  some 


TABLE  II.  Calcium  balance  with  addition  of 
calcium  and  vitamin  D (milligrams  per  day) 


Patient 

Calcium 

Intake 

— Vitamin  D — - 
None  Added 

Differ- 

ential 

2 

1,600 

-89 

+ 33 

+ 122 

2 

2,400 

-88 

+ 363 

+ 451 

6 

2,800 

+ 93 

+ 243 

+ 150 

7 

2,400 

+ 128 

+ 45 

-123 

10 

800 

+66 

+ 131 

+ 65 

patients  treatment  with  high-calcium  diets 
results  in  some  degree  of  adaptation  after 
several  months,  with  less  retention  of  min- 
eral. In  stiU  others  vitamin  D may  aid 
further  in  the  retention  of  mineral. 

Our  present  concept  of  the  pathogenesis 
of  osteoporosis  may  be  summarized  as  fol- 
lows: In  certaun  individuals,  the  dietary 

intake  of  calcixun  has  been  very  low  for  most 
of  their  hfe  spans.  In  others,  although  the 
intake  has  presumably  been  adequate,  the 
gastrointestinal  mechanisms  of  absorption 
have  been  faulty  owing  to  intrinsic  varia- 
tions in  the  ability  to  absorb  calcium.  Some 
individuals,  either  because  of  innate  mecha- 
nisms or  as  a result  of  disease,  excrete  ex- 
cessive amounts  of  calcium  in  the  urine.  In 
the  presence  of  one  or  more  of  these  factors, 
over  the  course  of  fifteen  or  twenty  yeeirs, 
many  women  have  also  borne  children, 
further  depleting  their  calcium  stores  during 
gestation  and  lactation.  To  maintain  the 
necessary  calcimn  level  in  the  circulating 
pool,  since  bone  formation  has  continued 
under  the  normal  influences,  bone  resorption 
has  increased.  At  menopause,  physiologic 
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decrease  in  gonadal  hormones  further  affects 
the  calcium  balance  by  increasing  urinary 
calcium  loss,  decreasing  the  efficiency  of 
absorption,  or  possibly  affecting  bone  forma- 
tion. As  a result,  these  individuals  have  lost 
sufficient  calcium,  and  hence  bone  mineral, 
from  their  bones  to  demonstrate  dramati- 
cally the  findings  of  osteoporosis  at  ages 
fifty  to  sixty. 

Therapeutic  considerations  derived  from 
this  are  that  increasing  the  dietary  calcium 
may  improve  the  absorbed  intake  of  calcium, 
thus  inhibiting  bone  resorption;  vitamin  D 
in  some  instances  wiU  promote  more  effective 
absorption.  Anabolic  steroids  may  aid  stiU 
further  in  some  individuals  by  decreasing  the 
urinary  loss,  but  probably  they  have  no 
direct  effect  on  bone  formation  or  resorption 
in  man. 

The  major  conclusion  derived  so  far  is  that 
osteoporosis  is  a complex  disorder.  Both 
the  pathogenesis  and  treatment  of  this  con- 
dition probably  involve  endocrine  and 
nutritional  factors,  some  suggested  by  these 
studies,  others  remaining  to  be  found. 
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Number  thirty-five  in  a new 


Poison  control  centers  grow 

In  the  past  eight  years,  the  number  of  Poison 
Control  Centers  has  mushroomed  from  eight 
to  about  500.  The  Centers  are  organizations 
that  have  accumulated  reference  materials 
on  the  ingredients  and  toxic  properties  of 
substances  available  in  the  home  and  which 
may  be  ingested  by  children.  Some  of  the 
Centers,  particularly  those  located  in  hospitals. 
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have  facilities  to  treat  cases  of  poisoning.  A 
survey  has  shown  that  aU  but  a few  areas  in  the 
country  have  this  twenty-four-hour-a-day  pro- 
tection. One  way  to  increase  this  protection 
is  through  closer  cooperation  between  the 
hospitals  in  the  areas  having  treatment  facilities 
and  the  centers  which  do  not  have  them. 
{H.  L.  Verhulst:  “Poison  Control  Centers — How 
They  Have  Grown,”  Home  Safety  Program  Guide, 
Spring  1962,  National  Safety  Council,  425 
North  Michigan  Avenue,  Chicago  11) 
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History  of  Medicine 


History  of 
A.  N.  Brady  Hospital 
and  Infant  Home 

1915  to  1961 

WILLIAM  J.  FITZGERALD,  M.D. 

Albany,  New  York 


A LANDMARK  of  Albany,  New  York,  is  the 
Maternity  Hospital  and  Infant  Home  of 
Albany.  This  is  the  corporate  title  of  two 
sepsirate  institutions  under  one  administra- 
tion which  serve  the  community  in  and 
aroimd  Albany  in  several  ways  and  are 
known  as  the  A.  N.  Brady  Hospital  (af- 
filiated with  Albany  Medical  College  Union 
University)  and  St.  Catherine  Infant  Home. 

As  a memorial,  an  evidence  of  his  deep 
and  lasting  interest  in  the  city  of  his  adop- 
tion, and  also  to  the  memory  of  his  daughter, 
Mrs.  F.  Palmer  Gavit,  and  his  daughter- 
in-law,  Mrs.  John  E.  Brady,  Anthony  N. 
Brady  financed  the  erection  of  a maternity 
hospital  near  the  Frances  EUiott  Austin 
Infants’  Home  on  North  Main  Avenue, 
to  be  operated  in  connection  with  that 
institution. 

It  was  announced  on  December  2,  1912, 
that  Mr.  Brady  had  made  Bishop  Burke  an 
offer  of  $100,000  for  the  construction  of  a 
maternity  hospital,  but  as  the  plans  for  the 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Session 
on  History  of  Medicine,  May  16,  1962. 


building  developed,  it  was  realized  that  the 
cost  would  exceed  this  figure.  Bishop  Burke 
stated  that  the  cost  might  total  $150,000; 
but  even  if  it  exceeded  this  amount,  Mr. 
Brady  stood  ready  to  bear  the  entire  cost. 
With  Mr.  Brady’s  gift  the  means  to  start 
the  hospital  immediately  were  provided, 
and  plans  were  begun. 

Mr.  Brady’s  gift  provided  for  a nonsec- 
tarian institution  where  aU  races,  colors,  and 
creeds  would  receive  the  same  care  and  the 
same  treatment.  It  was  to  be  a charitable 
institution  for  those  who  needed  charity. 
Those  who  could  pay  would  be  allowed  to 
doso.^ 

The  project  was  one  of  Bishop  Burke’s 
greatest  desires,  and  he  gave  much  time  in 
assisting  in  the  plans  for  the  hospital  which 
were  completed  and  approved  by  Mr. 
Brady  and  were  given  to  the  contractors, 
the  William  G.  Sheehan  Construction  Com- 
pany of  Albany.  Marshall  Emry,  architect, 
planned  an  absolutely  fireproof  building, 
five  stories  high,  105  feet  long,  and  52  feet 
wide.  When  the  hospital  was  completed, 
it  was  furnished  and  equipped  by  Mrs. 
Brady. 

Function 

A special  hospital  for  the  care  and  treat- 
ment of  maternity  patients  and  their  babies, 
both  private  and  service,  was  provided  for. 
The  care  of  the  unmarried  mother  and  her 
baby  is  one  aspect  of  the  broader  program 
of  service  to  families  and  children  in  north- 
eastern New  York  State. 

In  the  St.  Catherine  Infant  Home  medical 
care  was  given  to  the  children,  ranging  in 
ages  from  newborn  to  five  years.  The  cen- 
sus varies  from  145  to  175,  the  latter  being 
the  capacity  of  the  Home. ' 

Capacity 

The  bed  capacity  is  65  which  includes  10 
beds  in  the  sim  rooms,  24  beds  in  the  large 
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wards,  and  26  semiprivafe  and  5 private 
beds. 

Forty  years  ago  one  nursery  only  was  re- 
quired on  each  floor.  Today  additional 
space  is  required  for  nurseries.  To  meet 
the  Department  of  Health  requirements, 
we  have  two  general  nurseries  on  each  floor, 
a suspect  nursery,  two  premature  nurseries, 
and  an  isolation  nursery,  ten  nurseries  in  aU. 
The  hospital  was  planned  originally  for  20 
ward  beds,  20  private  rooms,  and  one  nur- 
sery on  each  floor. 

History  of  Hospital  staff 

The  staff  of  the  A.  N.  Brady  Hospital 
at  the  time  of  its  opening  on  February  11, 
1915,  was  as  follows: 

First  Attending  Obstetrician:  Paul  T.  Harper, 
M.D.*  (1931) 

Consultant  Obstetrician:  G.  Emory  Lochner, 
M.D.* 

Assistant  Obstetrician:  William  Wansboro, 
M.D.* 

Surgeons:  Arthur  Elting,  M.D.,*  Marcus 

Cronin,  M.D.,*  and  Lewis  Donhauser,  M.D. 
Physicians:  Henry  Hun,  M.D.,*  and  James 
F.  Rooney,  M.D.* 

Pediatricians:  Richard  A.  Lawrence,  M.D.,* 
and  Henry  L.  K.  Swaw,  M.D.* 

Gynecologist:  John  A.  Sampson,  M.D.* 
Rhinolaryngologists:  Clement  Thiesen, 

M.D.,*  and  John  P.  O’Keefe,  M.D. 
Ophthalmologists:  Arthur  J.  Bedell,  M.D., 

and  Harry  Judge,  M.D. 

Neurologist:  La  Salle  Archambault,  M.D.* 
Dermatologist:  Arthur  Sautter,  M.D.,*and 
Fred  Conway,  M.D.* 

In  1924,  following  the  reorganization  of 
the  staff,  Joseph  A.  Cox,  M.D.,*  was  ap- 
pointed Attending  Surgeon;  Harry  V. 
Judge,  M.D.,*,  and  Arthur  J.  BedeU,  M.D., 
Consultant  Ophthalmologists;  and  Chnton 
B.  Hawn,  M.D.,*  Frederick  C.  Conway, 
M.D.,*  and  Joseph  P.  O’Brien,  M.D.,*  At- 
tending Physicians.  G.  Emory  Lochner, 
M.D.,*  was  appointed  Chairman  of  the 
Obstetric  Staff  and  continued  as  a faithful 
member  of  the  staff  imtil  his  retirement  in 
1945.  Richard  A.  Lawrence,  M.D.,*  served 
as  Pediatrician  to  the  Hospital  and  the 
Infant  Home  until  his  death  in  1939. 

Joseph  O.  Kiernan,  M.D.,  was  appointed 
Attending  Obstetrician  and  subsequently 
became  Obstetrician-in-Chief.  He  resigned 
as  Obstetrician-in-Chief  and  Professor  of 

* Deceased 


Obstetrics  at  the  Albany  Medical  College  in 
1952,  and  in  the  same  year  he  was  made  a 
member  of  the  consulting  staff  of  the  hos- 
pital. He  continued  in  active  practice  imtil 
his  death  in  1954,  completing  a period  of 
thirty-five  years  of  devoted  service  to  the 
hospital.  Frank  Cronin,  D.D.S.,*  was  ap- 
pointed First  Dentist,  and  he  was  succeeded 
by  the  present  Attending  Dentist,  Frank 
McMahon,  D.D.S.  Arthur  Wright,  M.D., 
was  the  first  Director  of  the  laboratory  in 
1929,  and  he  was  succeeded  by  the  present 
Director,  John  F.  Clemmer,  M.D. 

Alfred  L.  Madden,  M.D.,*  was  the  At- 
tending Obstetrician  from  1924  until  his 
sudden  death  in  1947.  He  served  as  a 
faithful,  devoted  member  of  the  staff  for  a 
period  of  twenty-six  years.  Jacob  L.  Loch- 
ner, Jr.,  M.D.,  a nephew  of  the  late  G. 
Emory  Lochner,  M.D.,  was  appointed  to  the 
attending  staff  in  1930  and  continued  as  a 
member  of  the  staff  until  his  retirement  in 
1945  to  become  Secretary  of  the  New  York 
State  Board  of  Medical  Examiners.  At  the 
present  time  he  is  a member  of  the  courtesy 
staff.  William  J.  Fitzgerald,  M.D.,  was 
appointed  to  the  staff  in  1930  and  is  still  an 
active  member  of  the  hospital  staff. 

William  P.  Howard,  M.D.,  was  the  first 
Radiologist  of  the  staff  until  his  retire- 
ment in  1930  when  he  was  succeeded  by 
Ignatius  Murnaneuntil,  M.D.,  in  1952,  at 
which  time  Dr.  Howard  was  made  a member 
of  the  consulting  staff.  Dr.  Murnaneuntil, 
in  turn,  was  succeeded  as  Radiologist  by 
Daniel  J.  Moriarity,  M.D.,  Attending 
Roentgenologist  at  St.  Peter’s  Hospital. 
John  G.  Hayes,  M.D.,  was  appointed  in 
1952  as  Obstetrician-in-Chief  to  succeed 
Joseph  O.  Kiernan,  M.D.*  The  present 
Pediatrician-in-Chief  is  Hugh  F.  Leahy, 
M.D.^ 

Prenatal  clinic 

From  the  opening  of  the  A.  N.  Brady 
Hospital  in  1915  a prenatal  clinic  has  been 
an  essential  part  of  this  hospital.  The 
wisdom  and  foresight  of  those  who  directed 
the  early  poUcies  of  this  hospital  helped  to 
show  the  great  need  for  such  a chnic.  The 
influence  of  this  clinic  over  the  period  of 
years  has  spread  to  the  siurounding  country- 
side, villages,  towns,  and  smaller  cities  within 
a range  of  75  miles.  This  clinic  was  or- 
ganized for  those  in  need  of  such  obstetric 
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care  and  who  were  financially  unable  to 
pay  for  prenatal  care.  Two  branch  cUnics 
were  opened  in  1929,  one  in  the  north  end 
of  the  city  at  FarreU  WeU  Baby  Station 
and  the  other  in  the  south  end  of  the  city 
at  the  Masterson  Day  Nursery  in  coopera- 
tion with  the  Catholic  Charities. 

The  clinic  does  not  operate  in  the  manner 
of  the  usual  free  chnic.  From  the  at- 
tendance in  1915  of  less  than  50  it  has  grown 
over  the  years.  In  1961  2,500  prenatal 
visits  were  made  at  the  hospital  clinic.  The 
clinic  is  attended  by  the  resident  staff  of 
the  hospital  under  the  supervision  of  the 
attending  obstetric  staff.  Each  patient  is 
examined  and  cared  for  by  the  resident  staff. 
Any  necessary  surgical  or  medical  measures 
are  adopted  for  the  protection  and  welfare 
of  the  patients  and  their  offspring. 

In  1941  the  Department  of  Anesthesia  was 
reorganized  and  enlarged  under  the  direction 
of  Arthur  Rupert,  M.D.,  who  is  also  head  of 
the  Anesthesia  Department  at  St.  Peter’s 
Hospital.  In  1940  Edward  P.  McDonald, 

M. D.,  and  Arthur  J.  Wallingford,  M.D., 
were  appointed  to  the  gynecologic  staff. 
Dr.  WaUingford  is  also  head  of  the  Depart- 
ment of  Obstetrics  and  Gynecology  at  the 
Albany  Medical  College  and  Professor  of 
Gynecology  and  Chief  of  the  Gynecological 
Service  at  the  Albany  Hospital. 

There  has  always  been  a close  association 
between  the  A.  N.  Brady  Hospital  and  St. 
Peter’s  Hospital.  Many  of  the  members 
of  the  attending  staff  at  St.  Peter’s  Hospital 
are  also  on  the  attending  staff  at  the  A. 

N.  Brady  Hospital.  From  a staff  of  12 
physicians  in  1915  the  A.  N.  Brady  Hospital 
over  the  years  has  increased  to  125  in  1961. 
There  is  a complete  consultant  staff  of  all 
specialities  in  medicine  at  the  A.  N.  Brady 
Hospital. 

The  A.  N.  Brady  Hospital  is  a teaching  in- 
stitution and  has  been  associated  closely 
with  the  Albany  Medical  College  since  its 
opening  in  1915.  Physicians  and  nurses 
from  affiliated  hospitals  receive  their  train- 
ing in  obstetrics  and  the  care  of  infants  at 
this  hospital.  1 Senior  students  from  the 
Albany  Medical  College  receive  their  prac- 
tical training  in  obstetrics  at  this  hospital. 
The  attending  staff  of  the  hospital  are  also 
members  of  the  faculty  of  the  Albany  Medi- 
cal College. 

The  house  staff  consists  of  a chief  resident 
obstetrician  and  two  assistant  resident  ob- 


stetricians, selected  to  serve  three  years  of 
training,  eighteen  months  in  gynecology  and 
eighteen  months  in  obstetrics.  The  resident 
obstetrician  must  be  a graduate  of  an  ac- 
credited medical  college,  must  have  com- 
pleted one  year  of  rotating  internship,  and 
must  be  licensed  to  practice  in  New  York 
State.  In  1947  arrangements  were  made 
for  additional  training  in  gynecology  for 
resident  staff  at  the  Albany  Hospital.  The 
first  Resident  Obstetrician  at  the  A.  N. 
Brady  Hospital  was  the  late  Joseph  Bowers, 
M.D.,  from  1915  to  1917. 

The  hospital  laboratory  has  a full-time 
trained  technician  and  is  equipped  to  carry 
out  efficiently  aU  routine  examinations  in- 
cluding chemical  studies  in  toxemias  of 
pregnancy.  AU  other  laboratory  proce- 
dures such  as  surgical  examinations  of  tis- 
sues, placentas,  and  Wassermann  gmd  Kahn 
tests  are  done  at  the  Bender  Laboratory  as 
a part  of  the  hospital  service.  The  hospital 
is  completely  equipped  and  staffed  for  any 
obstetric  emergency.  In  recent  years  a 
smaU  blood  bank  was  established  at  the 
hospital  for  emergencies.  AU  the  resources 
of  the  Bender  Laboratory  including  equip- 
ment, trained  personnel,  and  a large,  well- 
organized  blood  bank  are  at  the  disposal  of 
the  hospital  at  any  hour  of  the  day  or  night 
for  emergencies.  The  hospital  laboratory 
is  under  the  supervision  of  John  J.  Clemmer, 

M. D.,  medical  director  of  the  Bender 
Laboratory. 

Postgraduate  training  of  physicians 
and  nurses  in  science  and  obstetrics 

There  are  several  physicians  in  this  area 
who  completed  their  resident  training  at  the 
A.  N.  Brady  Hospital  and  are  in  active  prac- 
tice as  obstetricians.  In  Albany  we  have 
PaiU  Schultze,  M.D.,  WiUiam  J.  Fitz- 
gerald, M.D.,  James  J.  Britt,  M.D.,  George 

N.  Hindson,  M.D.,  William  F.  Doney, 
M.D.,  Leo  R.  Collins,  M.D.,  James  Fur- 
long, M.D.,  James  Cassidy,  M.D.,  John 
E.  ConnoUy,  M.D.,  and  Michael  Brusilow, 
M.D.;  in  Troy  there  are  John  Connor, 
M.D.,  the  late  Charles  R.  Lewis,  M.D.,  and 
Hugh  Foley,  M.D.;  in  Schenectady  there 
are  WiUiam  MaUia,  M.D.,  and  the  late 
Charles  Weideman,  M.D.;  in  GloversviUe 
there  are  John  Fernandez,  M.D.,  and  Keith 
Brelia,  M.D.;  in  Glens  Falls  there  is  Daniel 
O’Keefe,  M.D.;  and  in  Rochester  there  is 
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Joseph  Cooney,  M.D. 

The  hospital  has  a three-month  course  in 
obstetric  nursing  for  graduate  nurses  and 
affiliated  student  nurses  of  accredited 
schools.  Since  the  opening  of  this  hospital 
in  1915,  certificates  of  nursing  have  been 
given  to  nurses  from  the  following  hospitals: 
Albany  Hospital,  Albany,  New  York,  Car- 
ney Hospital,  Boston,  Massachusetts,  Cham- 
plain VaUey  Hospital,  Plattsburgh,  New 
York,  Fanny  Allen  Hospital,  Winooski 
Park,  Vermont,  Ogdensburg  Hospital,  Og- 
densburg.  New  York,  St.  Joseph’s  Hospital, 
Syracuse,  New  York,  St.  Vincent’s  Hospital, 
Bridgeport,  Connecticut,  and  Troy  Hospital, 
Troy,  New  York  (now  St.  Mary’s  Hospital). 
At  the  present  time  student  nurses  from  St. 
Peter’s  Hospital  receive  their  training  in 
obstetrics  at  the  hospital. 

The  first  delivery  room  supervisor  was 
Miss  Emma  R.  Niblock,  R.N.,  a graduate 
of  the  old  Troy  Hospital,  who  began  her 
duties  with  the  opening  of  the  hospital  in 
1915.  She  was  a strict  disciplinarian  and 
a teacher  par  excellence  in  obstetric  nursing. 
She  devoted  her  entire  professional  life  to 
the  welfare  of  the  A.  N.  Brady  Hospital 
until  her  retirement  and  death  in  1943,  a 
period  of  twenty-eight  years.  A few  years 
later,  in  1922,  Miss  Mary  O’NeiU,  R.N.,  also 
a graduate  of  Troy  Hospital,  began  her  work 
as  a night  supervisor  and  the  nurse  in  charge 
of  the  delivery  room.  She  was  an  active 
member  of  the  nursing  staff  of  the  hospital 
until  her  retirement  a few  years  ago. 

Among  the  contributions  by  the  staff 
to  the  medical  literature  were  a textbook  on 
obstetrics  by  Paul  T.  Harper,  M.D.,  and 
reports  by  Arthur  Bedell,  M.D.,  John 
Sampson,  M.D.,  Arthur  Wallingford,  M.D., 
James  Flynn,  M.D.,  and  William  J.  Fitz- 
gerald, M.D. 

Premature  nursing  unit 

A report  of  the  A.  N.  Brady  Hospital 
would  not  be  complete  without  a summary  of 
its  premature  nursery  unit. 

In  1934  a graduate  nurse  of  the  hospital 
nursing  staff.  Miss  Ann  Hyland,  was  sent 
by  the  A.  N.  Brady  Hospital  to  take  a spe- 
cial postgraduate  course  in  the  care  of  pre- 
mature infants  under  James  Hess,  M.D.,  an 
outstanding  pediatrician  authority  in  the 
care  of  premature  babies  at  the  Michael 
Reese  Hospital,  Chicago,  Illinois.  She  re- 


turned to  the  A.  N.  Brady  Hospital  after 
the  completion  of  her  special  training,  and  a 
small  premature  nursery  was  opened  on  the 
first  floor  of  the  adjoining  infant  home 
under  her  guidance.  The  Pediatrician-in- 
Charge  was  the  late  Richard  Lawrence, 
M.D.,  assisted  by  a young  pediatrician, 
Marcus  Einhorn,  M.D.  A few  years  later 
a special  room  on  the  second  floor  of  the 
maternity  hospital  was  opened  with  the 
most  modern  equipment  for  the  care  of  pre- 
mature infants  born  at  the  hospital.  At 
the  present  time  the  A.  N.  Brady  Hospital 
has  one  of  the  finest,  most  modern  equipped 
premature  nursery  units  and  is  staffed  by 
specially  trained  registered  nurses  au'ound 
the  clock,  providing  twenty-four  hours  of 
nursing  care  a day  for  premature  babies. 
The  nurse  in  charge  of  the  premature  nur- 
sery is  Margaret  Murray,  B.S.  The  pre- 
mature nursery  unit  at  all  times  has  had  the 
complete  cooperation,  guidance,  and  counsel 
of  the  pediatric  staff  of  the  hospital. 

The  hospital  is  very  proud  of  the  work 
of  the  unit  in  the  care  of  very  small  infants. 
From  January  1,  1952,  to  January  1,  1962, 
there  were  admitted  to  this  special  nursery 
1,688  live  premature  infants  of  whom  1,488 
survived.  Of  these  infants,  75  per  cent 
weighed  under  4 Vs  pounds. 

I would  like  to  cite  the  record  of  the  small- 
est premature  infant  whose  recorded  birth 
weight  was  1 pound,  10  ounces,  after  a gesta- 
tion period  of  six  and  three  quarter  months. 
The  infant  was  admitted  to  this  nursery  on 
February  18,  1953.  After  ten  weeks  of  in- 
tensive around-the-clock  nursing  and  special 
care  by  an  attending  pediatrician,  she  was 
discharged  in  good  condition  on  May  9, 
1953,  weighing  5 poimds,  12  ounces.  The 
child  is  now  nine  years  old,  normal,  healthy, 
happy,  and  free  from  any  physical  or  neuro- 
logic defects. 

Summary  of  work 
A.  N.  Brady  Hospital 

Table  I shows  a summary  of  the  work 
done  at  the  A.  N.  Brady  Hospital  from  1915 
to  1961.  From  1915  to  1961  inclusive,  a 
period  of  forty-six  years,  there  were  70,914 
live  births  (Table  II).  This  is  concrete 
evidence  of  the  good  work  done  at  the 
hospital  during  that  period  and  of  the  con- 
tribution this  institution  has  made  in  the 
field  of  obstetrics  in  the  City  of  Albany. 
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TABLE  I.  Data  on  deliveries  at  A.  N.  Brady  Hos- 
pital from  1915  to  1961 


Year 

Deliveries 

Live  Births 

1915 

134 

130 

1925 

1,162 

1,015 

1935 

1,164 

1,072 

1945 

1,790 

1,512 

1955 

3,363 

2,778 

1961 

2,780 

2,320 

In  the  years  1953  to  1955,  10,368  patients 
were  delivered  with  no  maternal  deaths, 
indeed  an  outstanding  record  in  the  science 
of  obstetrics. 

This  record  at  the  hospital  is  the  result 
of  the  cooperation  and  teamwork  of  the 
attending  staff,  consulting  staff,  house  staff, 
nurses,  and  the  Sisters  in  charge  of  the 
hospital.  Since  the  opening  of  this  hospital 
in  1915,  it  has  been  under  the  able  adminis- 
tration and  management  of  the  Sisters  of 
Charity  of  St.  Vincent  de  Paul,  a group  of 
women  who  have  dedicated  their  hves  to  the 
care  of  the  sick,  the  infirm,  the  poor,  the 
underprivileged,  the  infants,  and  the  young 
children. 

In  closing,  we  would  like  to  extend  a few 
words  of  appreciation.  We  are  profoimdly 
grateful  to  our  late  Right  Reverend  Bishops 
Thomas  M.  A.  Burke,  D.D.,  Thomas  F. 
Cusick,  D.D.,  and  Edmund  F.  Gibbons, 
D.D.,  who  now  lives  in  retirement  at  Mater 
Christie  Seminary,  Albany,  and  to  the  pres- 
ent Chairman  of  the  Board  of  Trustees,  Rt. 
Rev.  WiUiam  A.  Scully,  D.D.,  Bishop  of  the 
Albany  Diocese,  for  their  advice  and  en- 
couragement. We  also  give  thanks  to  the 
zealous  diocesan  directors  of  the  Catholic 
Charities,  past  and  present;  to  the  hospital 
chaplains,  past  and  present;  to  the  members 
of  the  board  of  trustees;  to  the  Brady  and 
Farrell  families  for  their  unbounded  gen- 
erosity; to  the  Albany  County  Department 
of  Public  Welfare;  to  the  Community  Chest 
which  has  made  it  possible  for  the  little  ones 
in  the  Infant  Home  to  receive  better  care 
than  ever  before;  to  the  hospital  staff  who 
are  never  too  busy  to  give  of  their  time  and 
talents;  to  the  house  staff;  to  the  good  Sisters 
of  Charity  in  charge  of  the  hospital  and  the 
Infant  Home  and  to  the  nursing  staff  and 
all  the  personnel  for  their  loyalty  and  co- 
operation; and  to  all  friends  and  benefac- 
tors, past  and  present,  for  their  many  kind- 
nesses. ‘ 


TABLE  II. 

Statistical  report  of  A.  N. 

Brady  Hospital 

Year 

Number  of 
Patients 
Admitted 

Live  Births 

1915 

134 

130 

1916 

194 

188 

1917 

227 

212 

1918 

603 

575 

1919 

613 

611 

1920 

766 

746 

1921 

760 

723 

1922 

804 

760 

1923 

748 

720 

1924 

760 

723 

1925 

1,162 

1,015 

1926 

1,141 

1,058 

1927 

1,240 

1,174 

1928 

1,196 

1,151 

1929 

1,070 

988 

1930 

1,130 

1,020 

1931 

1,176 

1,066 

1932 

1,136 

1,031 

1933 

1,204 

1,100 

1934 

1,239 

1,128 

1935 

1,164 

1,072 

1936 

1,303 

1,199 

1937 

1,264 

1,170 

1938 

1,340 

1,241 

1939 

1,269 

1,162 

1940 

1,395 

1,272 

1941 

1,468 

1,350 

1942 

1,857 

1,719 

1943 

1,807 

1,669 

1944 

1,633 

1,543 

1945 

1,813 

1,512 

1946 

2,479 

2,030 

1947 

2,743 

2,280 

1948 

2,747 

2,249 

1949 

2,939 

2,410 

1950 

2,920 

2,384 

1951 

3,102 

2,521 

1952 

3,141 

2,615 

1953 

3,320 

2,808 

1954 

3,385 

2,807 

1955 

3,363 

2,778 

1956 

3,247 

2,686 

1957 

3,278 

2,652 

1958 

3,089 

2,501 

1959 

2,988 

2,451 

1960 

2,880 

2,386 

1961 

2,780 

2,328 

Totals  82,017 

70,914 

Conclusion 

The  A.  N.  Brady  Hospital  is  a specialized 
maternity  hospital  for  the  exclusive  care  of 
maternity  patients  and  newborn  infants. 
This  institution  is  proud  of  its  distinguished 
record  of  service  to  the  City  and  County  of 
Albany  and  the  capital  district  in  the 
advancement  of  the  art  and  science  of  ob- 
stetrics. Since  it  first  opened  its  doors  for 
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the  reception  of  patients  in  1915,  over  82,000 
obstetric  cases  have  been  registered,  and 
70,914  live  births  have  been  recorded  in 
its  hospital  register. 

The  A.  N.  Brady  Hospital  over  the  years 
has  trained  hundreds  of  nurses,  interns,  and 
medical  students.  Over  50  per  cent  of  the 
physicians  specializing  in  obstetrics  in  this 
area  received  their  resident  training  in  this 
venerable  institution.  The  A.  N.  Brady 
Hospital  has  played  a very  important  role 
in  encouraging  the  study,  improving  the 
practice,  and  advancing  the  art  of  obstetrics 
in  the  entire  capital  district  of  the  State  of 
New  York.  It  has  been  a teaching  unit,  of 
the  Albany  Medical  College,  Union  Uni- 
versity, since  1915. 

The  A.  N.  Brady  Hospital  has  always  had 
a group  of  devoted  nurses  on  its  staff  since 
it  first  opened  its  doors  for  the  reception  of 
patients  in  1915.  At  present  the  head  nurse 
in  charge  of  the  delivery  room  is  Miss  Helen 
Larkin,  R.N.,  with  over  twenty  years  of 
service  to  the  institution.  She  is  assisted 
by  a capable  corps  of  graduate  nurse 
' supervisors. 

The  supervising  nurses  are  in  charge  of 
the  entire  hospital  during  afternoons  and 
nights.  There  are  62  persons  including 
supervisors,  graduate  nurses,  practical 
! nurses,  nursery  technicians,  and  trained 
I gddes  to  give  adequate  nursing  care  to 
j mothers  and  their  babies.  There  is  a 
I combined  three-year  resident  training  pro- 
gram between  the  A.  N.  Brady  Hospital  and 
I the  Department  of  Obstetrics  and  Gynecol- 
ogy of  the  Albany  Hospital  and  of  the  Al- 
bany Medical  College.  This  postgraduate 

I 

1! 


training  program  for  residents  is  fully  ap- 
proved by  the  Committee  on  Accreditation 
of  Hospitals  for  residents’  training  in  both 
obstetrics  and  gynecology. 

The  present  administrator  is  Sister  Angela, 
R.N.,  and  the  Superintendent  of  Nurses  is 
Sister  Mary,  R.N.  The  Obstetrician-in- 
Chief  is  John  Hayes,  M.D.,  and  the  Pedi- 
atrician-in-Chief  is  Hugh  Leahy,  M.D.  The 
chairman  of  the  hospital  staff  is  Harry 
Eastman,  M.D.  During  the  assignment  of 
Sister  Ann  R.N.,  F.A.C.H.A.,  as  administra- 
tor of  the  hospital,  a Women’s  Auxiliary 
was  formed.  This  group  of  women  have 
given  their  time  and  talents  for  the  benefit 
of  the  hospital. 

The  good  work  of  the  A.  N.  Brady  Hos- 
pital will  be  continued  as  the  A.  N.  Brady 
Maternity  Wing  of  the  new  addition  to 
St.  Peter’s  Hospital  in  Albany,  New  York, 
under  the  administration  of  the  Sisters  of 
Mercy.  According  to  present  plans,  the 
new  units  and  the  improvements  of  St. 
Peter’s  Hospital  are  expected  to  be  com- 
pleted and  ready  for  the  reception  of  patients 
in  the  fall  of  1965. 

437  Western  Avenue 
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Clinical  trials  of  drugs 


We  find  many  references  to  “human  guinea 
pigs,’’  surely  one  of  the  most  frightening  and 
degrading  terms  ever  invented.  Generally, 
the  term  refers  to  the  first  use,  in  the  hands 
of  a highly  competent  doctor,  of  a compound 
which  had  been  studied  extensively  in  animals 
and  which  had  shown  promise  of  being  useful 


as  an  agent  in  humans.  This  should  be  noted: 
the  physician  himself — acting  with  complete 
independence — decides  whether  he  will  par- 
ticipate in  the  evaluation  of  a new  compound. 
And  then  he  makes  his  own  professional  judg- 
ments as  to  its  usefulness  and  effectiveness. 
In  other  words,  while  cliniced  trials  are  nec- 
essary to  industry,  they  are  not  a process 
controlled  by  industry. — John  T.  Connor, 
president,'  Merck  & Co.,  to  American  Hospital 
Association,  September  18,  1962 
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Special  Articles 


Effect  of  Eating 
at  Various  Times  on 
Subsequent  Performances 
in  Swimming* 

JERRY  R.  BALLt 
Iowa  City,  Iowa 

From  the  Department  of  Physical  Education, 
State  University  of  Iowa 


Coaches  and  athletes  have  been  interested 
for  many  years  in  the  problem  of  determining 
the  interval  of  time  that  should  elapse  be- 
tween eating  and  athletic  performance  and 
the  quantity  and  quality  of  the  meal  that 
should  be  eaten  to  foster  a maximum  per- 
formance. The  generally  accepted  notion 
that  the  swimmer  may  suffer  from  “stomach 
cramps”  if  he  swims  too  soon  after  eating 
has  caused  the  interval  between  eating  and 
swimming  to  be  of  particular  interest. 

Review  of  literature 

Karpovich'  has  stated  that,  as  a rule,  food 
should  not  be  eaten  for  three  to  four  hours 
before  a contest;  however,  some  athletes 
have  made  their  best  records  after  eating 
heavy  meals  close  to  the  time  of  competition. 

* Reprinted  with  permission  from  the  May,  1962,  issue  of 
the  Research  Quarterly,  published  by  the  American  Associa- 
tion for  Health,  Physical  Education,  and  Recreation,  1201 
16th  Street,  N.W.,  Washington  6,  D.C. 

This  research  was  supported  by  a grant  from  the  Cereal 
Institute,  Inc.,  Chicago,  Illinois,  and  was  conducted  in  the 
Physical  Education  Research  Laboratory,  State  University  of 
Iowa,  Iowa  City,  under  the  direction  of  Louis  E.  Alley  and 
W.  W.  Tuttle. 

t Present  address:  San  Fernando  Valley  State  College, 
Northridge,  California. 


Morehouse  and  Miller  ^ have  written  that 
when  vigorous  exercise  is  performed  while 
the  stomach  is  distended  by  food,  the  in- 
spiratory descent  of  the  diaphragm  may  be 
hindered.  They  also  stated  that  it  is  con- 
ceivable that  a stomach  distended  by  food 
may  encroach  on  the  action  of  the  heart 
during  heavy  exercise,  especially  restricting 
the  filling  of  the  heart.  Steinhaus,®  how- 
ever, has  conducted  research  which  indicates 
that  no  changes  in  the  electrocardiogram, 
which  would  indicate  restricted  blood  flow 
through  the  heart,  result  from  the  distention 
of  the  stomach  by  an  inflated  balloon  or  by 
a heavy  meal. 

There  is  no  close  agreement  among  phys- 
iologists as  to  the  time  required  for  the 
evacuation  of  food  from  the  stomach.  This 
apparent  lack  of  agreement  is  due  to  the 
possible  variability  of  the  content  of  the 
meal  and  of  the  motility  of  the  stomach. 

Many  athletes  experience  an  emotional 
state  before  an  athletic  endeavor.  Wolf  and 
Wolffs  conducted  experimental  research,  the 
results  of  which  indicate  that  stimuli  which 
cause  fear  or  anger  result  in  the  blanching 
of  the  mucosa  of  the  stomach  and  in  the  in- 
hibition of  secretion  and  motility,  and 
that  stimuli  which  cause  a state  of  anxiety 
or  resentment  result  in  increased  secretion 
and  motility,  together  with  a flushing  of  the 
mucosa. 

Numerous  experiments  have  been  con- 
ducted to  ascertain  the  blood  sugar  level 
during  exercise.  According  to  DiU,  Ed- 
wards, and  Mead,^  work  which  brings  on 
exhaustion  in  less  than  three  minutes  does 
not  change  the  level  of  blood  sugar,  but 
work  that  brings  on  exhaustion  in  from  ten 
to  forty  minutes  causes  the  blood  sugar  level 
to  rise  as  much  as  10  to  66  per  cent.  Usually 
the  blood  sugar  level  continues  to  rise  from 
five  to  ten  minutes  after  the  work  is  termi- 
nated. If  the  work  is  of  the  endurance  type, 
the  blood  sugar  level  will  fall.  It  is  sug- 
gested that  this  phenomenon  is  due  to  the 
glycogenolysis  in  the  liver  during  moderate 
exercise  and  to  the  depletion  of  the  store  of 
blood  sugar  during  work  that  is  carried  out 
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TABLE  I.  Diet 


Food  Item 

Weight  of 
Serving 
(Gm.) 

Protein 

(Gm.) 

Carbohydrates 

(Gm.) 

Fats 

(Gm.) 

Calories 

Cereal  (dry) 

30 

3.3 

22.0 

0.5 

110 

Toast  (2  slices) 

50 

4.2 

23.8 

1.4 

130 

Sugar 

12 

12.0 

48 

Butter 

7 

5.7 

50 

Skimmed  mUk 

360 

12.9 

18.8 

0.2 

134 

Totals 

459 

20.4 

76.6 

7.8 

472 

over  a long  period  of  time. 

On  the  basis  of  this  evidence,  it  seems 
reasonable  to  predict  that  a swimmer  might 
profit  from  eating  shortly  before  a race  a 
I small  meal  that  can  be  easily  and  quickly 
I digested  but  which  will  provide  a supply  of 
lasting  energy  and,  at  the  same  time,  avoid 
undesirable  effects  such  as  nausea,  sluggish- 
ness, or  stomach  cramps,  believed  to  be 
, associated  with  swimming  soon  after  eating. 

' The  purpose  of  this  study  was  to  deter- 
mine what  effect  six  different  time  intervals 
(by  half  hours  from  a half  to  three  hours) 
between  eating  and  swimming  have  on  the 
time  required  to  swim  100  yards  free  style. 

|i  Procedure 

The  subjects  were  14  male  high  school 
students  who  ranged  in  age  from  fourteen  to 
eighteen  years.  At  the  time  the  experiment 
was  started  the  subjects  had  just  concluded 
a strenuous  training  program  in  swimming. 
Preliminary  time  trials  were  conducted  for 
30  boys,  and  only  those  who  could  swim  100 
I yards  free  style  in  seventy-five  seconds  or 
less  under  competitive  conditions  were 
selected  as  subjects  for  the  study. 

The  swimming  pool  in  which  the  experi- 
ment was  conducted  was  20  yards  in  length, 
i The  timing  device  consisted  of  two  electric 
I timers  (Model  SE-1)  which  were  wired  to 

♦ two  switches,  either  of  which,  if  triggered, 
h would  activate  the  timing  mechanism.  The 
If  accuracy  of  the  electric  timers  used  was 
jr.  ±0.005  second  per  operation.  Since  each 
)|  20-yard  length  of  the  100-yard  swim  was 
t timed  and  recorded  separately,  the  timing 

♦ error  of  each  performance  was  ±0.025 
second. 

The  two  push-type  switches  were  seated 
into  wooden  frames  and  were  covered  with 
^ 18-square-inch  flaps  which,  when  pushed. 


would  trigger  the  switch  and  activate  the 
timing  mechanism.  The  frames  were  de- 
signed to  fit  securely  over  the  edges  of  the 
swimming  pool  and  to  extend  to  normal 
water  level.  The  switches  were  wired  to  a 
timing  mechanism  through  a step  relay  so 
that  the  time  required  for  the  subject  to 
swim  each  length  of  the  pool  could  be  meas- 
ured. The  initial  triggering  of  the  switch 
would  start  one  clock.  Thereafter,  when  a 
switch  was  triggered,  it  would  cause  one 
clock  to  stop  and  the  other  to  start.  When 
the  swinamer  triggered  the  switch  at  the 
end  of  the  fifth  length,  the  timing  mecha- 
nism would  stop  automatically. 

The  diet  which  was  used  in  this  study  was 
composed  of  cereal,  toast,  sugar,  butter,  and 
skimmed  milk  (Table  I).  Each  subject  was 
required  to  eat  the  prescribed  meal  at  the 
same  time  each  day.  The  subjects  ate  at 
five-minute  intervals  and  swam  at  five- 
minute  intervals  at  the  appropriate  time  in- 
terval for  that  day.  Each  day  every  sub- 
ject was  provided  with  written  information 
which  listed  the  eating  time,  warm-up  time, 
and  swimming  time  for  him.  The  food  was 
provided  for  the  subjects  who  ate  in  the  pool 
area  under  the  supervision  of  the  experi- 
menter. The  subjects  were  instructed  to  eat 
or  drink  nothing  except  the  prescribed  meal 
between  the  last  previous  meal  (which  was 
consumed  at  least  three  hours  previous  to 
the  prescribed  meal)  and  the  measurement 
of  the  swimming  times.  The  six  different 
intervals  of  time  between  eating  and  per- 
formance were  rotated  every  day  to  negate 
any  training  effect  of  the  swimming  activity. 
Each  subject  carried  through  this  rotation 
twice  for  a total  of  60  performances  (10  for 
each  time  interval). 

For  five  minutes  before  the  time  at  which 
he  was  scheduled  to  perform,  the  subject 
warmed  up  in  the  pool  by  swimming  the 
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TABLE  II.  Mean  times  of  subjects 


Time  Interval 
(Hours) 

100-Yard  Mean 
Times  (Seconds) 

■A 

77.67 

1 

78.51 

IV2 

78.59 

2 

77.81 

2V2 

78.08 

3 

78.46 

crawl  stroke  at  the  rate  of  speed  he  desired. 
At  the  scheduled  time  the  swimmer  posi- 
tioned himself  in  the  middle  lane  midway  in 
the  pool.  At  a vocal  signal,  he  swam  at  the 
speed  he  chose  toward  the  starting  point. 
When  he  reached  the  end  of  the  pool,  he 
touched  the  flap  which  activated  the  timing 
apparatus  and  immediately  turned  and 
swam  to  the  other  end  of  the  pool.  As  the 
subject  completed  each  subsequent  length 
of  the  pool,  he  triggered  the  switch  which 
stopped  one  timer  and  started  the  other. 
The  elapsed  time  was  read  directly  from  the 
timer  that  was  stopped.  The  time  was  then 
recorded  and  the  timer  was  reset  in  prepara- 
tion for  the  next  length.  The  subject  swam 
only  once  each  testing  day,  but  during  the 
experiment  each  subject  swam  100  yards 
ten  times  for  each  of  the  six  time  intervals 
or  a total  of  60  performances. 

To  standardize  the  procedure  for  the 
turns  at  the  ends  of  the  pool,  the  subject 
was  required  first  to  grasp  the  edge  of  the 
pool  deck  with  one  hand,  then  to  trigger  the 
switch  with  the  other  hand,  and  then  to 
turn  with  a conventional  turn.  This  pro- 
cedure, together  with  the  swimming  start, 
caused  the  times  for  the  trials  conducted 
during  the  course  of  the  experiment  to  be 
substantially  higher  than  seventy-five  sec- 
onds, the  criterion  used  for  the  selection  of 
subjects.  However,  the  procedure  used  in 
the  study  ensured  that  the  switches  were 
triggered  properly  and  resulted  in  highly 
reliable  times. 

Analysis  of  data 

For  each  trial,  the  time  required  for 
swimming  the  100  yards  was  computed  by 
adding  the  times  recorded  for  each  of  the 
five  20-yard  lengths. 

The  reliability  of  the  means  for  the  half- 
hour  and  the  three-hour  intervals  was  deter- 
mined by  the  use  of  the  formula  for  intra- 
class correlation  described  by  Ebel.®  For 


TABLE  III.  Summary  of  analysis  of  variance  (for 
six  treatments)  for  100-yard  swimming  times 


Source 

df 

Sum  of 
Squares 

Mean 

of 

Squares 

F* 

Treatments 

5 

10.73 

2.146 

0.0678 

Subjects 

13 

872 . 792 

67 . 138 

Treatments 

subjects 

65 

2,057.560 

31 . 655 

Totals 

83 

2,941.082 

* F for  P of  0.01  = 3.31 


the  half-hour  interval  the  intraclass  correla- 
tion coefficient  was  0.91.  The  measurements 
used  to  determine  the  means  and  the  means 
of  the  other  four  time  intervals  were  found 
to  be  similar  to  the  measurements  for  the 
two  time  intervals  for  which  the  reliability 
was  computed;  therefore,  the  reliability  for 
each  of  the  other  four  time  intervals  was  not 
computed 

For  each  subject  the  means  of  the  times 
for  ten  trials  was  computed  for  each  time 
interval.  This  mean  was  taken  as  the  sub- 
ject’s time  and  was  used  to  compute  the 
mean  time  for  aU  subjects  for  each  time  in- 
terval. These  mean  times  are  shown  in 
Table  II.  These  six  general  means  shown 
in  the  table  were  used  to  analyze  the  data  to 
determine  whether  or  not  any  of  the  six 
time  intervals  had  any  more  effect  than  any 
other  on  the  time  required  for  the  subjects  to 
swim  100  yards  free  style. 

The  experimental  design  used  in  this 
study  is  the  treatments  times  subjects  de- 
sign of  analysis  of  variance  described  by 
Lindquist.^  The  level  of  significance  was 
set  at  0.01.  An  F ratio  of  3.31  is  required 
to  show  statistically  significant  differences 
at  that  level.  The  F ratio  obtained  on  the 
basis  of  the  six  mean  times  was  0.067  (Table 
III).  Because  no  significant  differences  were 
found  among  the  general  means,  a further 
analysis  of  the  differences  in  the  times  re- 
quired to  swim  the  various  20-yard  lengths 
was  not  indicated.  The  conclusion  can  be 
made  that  not  one  of  the  six  time  intervals 
between  eating  and  swimming  has  any  more 
effect  than  any  other  on  the  time  required 
to  swim  100  yards  free  style. 

Comment 

The  subjects  were  questioned  periodically 
during  the  experiment  to  determine  if  they 
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suffered  any  adverse  effects  in  the  form  of 
nausea  or  stomach  cramps  during  or  follow- 
ing the  swims.  None  of  the  subjects  re- 
ported or  showed  any  such  effects. 

During  the  experiment  the  subjects  swam 
alone  and  did  not  swim  imder  actual  com- 
petitive conditions.  Because  of  the  pos- 
sibility that  the  effect  of  the  anticipation  of 
actual  competitive  conditions  might  cause 
certain  nervous  tensions  that  would  inhibit 
the  digestive  mechanism,  a supplementary 
study  was  conducted.  Eighteen  swimmers 
from  the  State  University  of  Iowa  swimming 
team  agreed  to  participate  in  the  study. 
Before  a regularly  scheduled  swim  meet,  the 
swimmers  ate  at  time  intervals  which  closely 
approximated  the  time  intervals  used  in  this 
study.  Three  swimmers  ate  at  each  of  the 
six  time  intervals.  Immediately  following 
the  competition  the  subjects  were  questioned 
as  to  whether  or  not  they  had  experienced 
nausea  or  any  other  discomfort  at  any  time 


Low  cost  of  high  quality 

In  the  field  of  health  care,  particularly,  the 
quality  has  gone  up  so  remarkably  that,  of 
course,  the  cost  to  some  degree  has  gone  up; 
but  the  net  result  is  that  we  are  getting  so  much 
more  for  our  health  dollar  today  than  ever 
before,  that  one  becomes  disturbed  to  hear  the 
attacks  made  about  its  cost  without  reference 


between  eating  and  the  time  they  were 
questioned.  None  of  the  subjects  experi- 
enced nausea  or  any  other  discomfort,  and 
none  felt  that  his  performance  had  been 
affected  adversely  by  eating  as  late  as  one- 
half  hour  before  swimming. 

State  University  of  Iowa 
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to  its  quality.  Certainly  a bottle  of  wonder 
drug  costs  ten  dollars  today,  and  one  can  still 
buy  a bottle  of  patent  medicine  designed  to 
cure  the  same  ill  for  one  dollar.  I don’t  think 
anyone  doubts  that  for  the  ten  dollars,  in  a 
much  smaller  bottle,  one  gets  a thousand  times, 
not  ten  times,  the  health  per  dollar  spent. — 
The  Hon.  Thomas  B.  Curtis  {Rep.,  Mo.)  to 
Medical  and  Chirurgical  Faculty  of  the  State 
of  Maryland,  April  5,  1962 
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Recommendations  from  the 
Joint  Commission 
on  Accreditation 
of  Hospitals* 


KENNETH  B.  BABCOCK,  M.D., 
Chicago,  Illinois 

Director,  The  Joint  Commission 
on  Accreditation  of  Hospitals 

T HE  JOINT  Commission  on  Accreditation  of 
Hospitals  has  made  several  recommenda- 
tions which  we  are  presenting  in  this  report. 

Chiefs  of  departments 
or  chiefs  of  service 

The  proper  selection  of  a good  chief  of  a 
department  or  service  of  the  medical  staff 
organization  in  our  modern-day  hospitals  is 
one  of  the  gravest  responsibilities  of  a board 
of  trustees.  This  should  be  accomplished 
only  in  close  cooperation  with  and  on  advice 
from  the  medical  staff  who,  in  turn,  must 
show  integrity  and  live  up  to  its  own  respon- 
sibilities in  helping  make  the  selections.  A 
chief  who  is  a dictator  can  ruin  a department. 
A poor  administrative  chief  can  produce 
organizational  chaos. 

In  the  selection  of  a chief,  both  his  profes- 
sional comp>etence  and  his  administrative 
adequacy  must  be  evaluated.  He  must  have 
quality.  Quality  means,  besides  the  two 
requirements  mentioned  previously,  the 
many  intangibles  that  go  into  its  structure, 
such  as  compassion,  skill,  efficiency,  econ- 
omy, understanding,  sympathy,  integrity, 

♦ Reprinted  with  permission  of  the  Joint  Commission  on 
Accreditation  of  Hospitals. 


and  character.  The  chief  of  a department 
or  service  should  be  a specialist  in  the  service 
for  which  he  is  responsible.  If  this  is  not 
possible,  then  at  least  he  should  be  interested 
in  the  specialty  and  have  more  that  just 
routine  or  average  training  in  it. 

Hospitals  vary  in  the  types  of  ownership, 
control,  and  patients.  Therefore,  state- 
ments which  are  made  concerning  chiefs  of 
departments  or  services  must  be  flexible. 
Government  hospitals,  university  hospitals, 
closed-staff  hospitals,  and  hospitals  with 
full-time  paid  chiefs  usually  have  specific 
contracts  and  rules  and  regulations  written 
out  for  these  individuals.  This  report  con- 
tains suggestions  and  recommendations 
mainly  for  the  voluntary  general  hospital  of 
from  50  to  500  beds  where  the  chief  is  elected 
or  appointed  by  the  governing  body  in  co- 
operation with  the  medical  staff. 

Basic  principles.  1.  The  final  selection 
and  appointment  of  the  chiefs  is  the  responsi- 
bility of  the  board  of  trustees  or  the  govern- 
ing body. 

2.  Chiefs  should  be  selected,  after  careful 
deliberation,  on  the  basis  of  administrative 
and  professional  adequacy  and  competence, 
with  the  welfare  of  the  patient  and  hospital 
as  the  primary  objectives.  Personal  or 
group  motivation  should  not  be  factors. 

3.  Selection  should  never  be  made  with- 
out first  obtaining  reliable  medical  advice, 
preferably  from  the  medical  staff  of  the 
hospital  itself. 

JVIanner  of  selection.  Procedures  vary 
with  hospitals  for  the  appointment  of  chiefs. 
In  some  instances  he  is  selected  by  a nomi- 
nating committee  in  his  department  and  then 
elected  by  a departmental  vote.  In  other 
cases  he  is  elected  by  the  medical  staff  and 
sometimes  by  the  board  of  trustees.  Each 
method  has  its  weaknesses  and  each  one  can 
be  abused.  In  the  experience  of  the  Joint 
Commission  on  Accreditation  of  Hospitals, 
the  election  or  nomination  by  the  depart- 
ment is  the  method  used  most  commonly  and 
is  probably  the  most  democratic.  Although 
it  is  sometimes  cumbersome,  a secret  ballot 
is  preferable.  It  can  save  embarrassment  on 
the  part  of  both  the  candidate  and  the  voter. 
It  limits  much  more  easily  the  vote  to  those 
entitled  to  vote.  It  can  prevent  manipula- 
tion or  making  a popularity  contest  out  of 
the  vote  in  many  cases. 

Tenure  of  office.  Tenure  of  office  is 
not  a problem  which  can  be  answered  easUy. 


604  New  York  State  Journal  of  Medicine  / February  15,  1963 


A good  chief  is  invaluable  to  a department, 
and  every  effort  should  be  made  to  retain  him 
in  office  for  a reasonable  length  of  time.  A 
poor  chief  ought  to  be  relieved  of  his  office  as 
soon  as  it  can  be  done  diplomatically.  A 
good  departmental  head  cannot  be  elected, 
assimilate  all  that  is  to  be  known,  and  in- 
stigate his  program  aU  in  one  year.  In  our 
hospital  surveys  we  find  that  most  of  them 
take  care  of  the  matter  by  electing  a chief  for 
two  or  three  years,  with  re-election  for  no 
more  than  two  additional  consecutive  terms. 
He  may  then  be  re-elected  after  another 
individual  has  held  the  office. 

Most  hospitals  write  into  their  rules  an 
arbitrary  age  after  which  a man  cannot  be 
elected  chief.  Sixty-five  years  is  the  most 
common  age  we  have  encountered.  A 
hospital  may  use  its  own  discretion  in  this 
matter.  The  appointment  or  election  of  a 
chief  should  not  be  announced  publicly  until 
it  has  been  validated  officially  by  the  govern- 
ing board.  This  avoids  any  embarrassment 
to  those  concerned. 

Duties  and  responsibilities  of  a chief. 
The  duties  and  responsibilities  of  the  chief 
vary  with  the  type  and  size  of  the  hospital, 
but  where  applicable,  the  following  general 
principles  and  suggestions  are  found; 

1.  He  is  responsible  for  the  proper  man- 
agement and  the  quality  of  service  in  his 
department. 

2.  He  is  a member  of  the  executive  com- 
mittee of  the  medical  staff,  giving  guidance 
on  the  over-all  medical  policies  of  the  hos- 
pital and  making  specific  recommendations 
and  suggestions  concerning  his  own  depart- 
ment. 

3.  He  is  an  ex  officio  member  of  all  com- 
mittees in  his  own  department,  giving  guid- 
ance and  help  when  needed. 

4.  He  is  responsible  for  the  arranging  and 
expediting  in  his  department  of  a program 
embracing  organization,  education,  super- 
vision, and  evaluation  of  the  clinical  work. 

5.  He  is  responsible  for  the  enforcement 
of  the  hospital  medical  staff  bylaws,  rules, 
and  regulations,  with  special  attention  to 
those  pertaining  to  his  department. 

6.  He  should  be  available  for  consulta- 
tions in  his  field. 

7.  He  should  cooperate  with  the  hospital 
administration  in  the  purchase  of  supplies 
and  in  formulating  special  regulations  and 
policies  applicable  to  his  own  department, 
such  as  standing  orders  and  technics. 


8.  He  should  help  in  the  preparation  of 
monthly  and  annual  reports  pertaining  to  his 
department,  submitted  to  the  medical  staff, 
administration,  and  board  of  trustees. 

9.  He  should  check  the  medical  records 
in  his  department  to  determine  whether  or 
not  they  are  promptly  wnritten  and  accept- 
able in  content  and  quality. 

10.  He  is  the  representative  of  his  de- 
partment, in  a medical  advisory  capacity,  to 
the  administration  and  governing  board. 

11.  He  is  responsible  for  the  teaching  and 
educational  programs  in  his  department 
unless  this  fimction  is  specifically  assigned 
elsewhere.  Even  then,  he  should  be  co- 
operative and  helpful  in  promoting  medical 
education  in  all  its  facets. 

Responsibilities  in  specific  areas. 
Certain  duties  and  responsibilities  are  pecul- 
iar to  some  departments  or  services  in  hos- 
pitals A few  are  enumerated  to  serve  as 
illustrations . 

In  obstetrics  and  gynecology  the  chief  is 
charged  with  such  things  as  theprovision  and 
enforcement  of  consultation  services  when, 
for  therapeutic  reasons,  a uterus  must  be 
emptied,  human  sterilizations  are  contem- 
plated, or  cesarean  sections  are  planned 
In  surgery  the  chief  should  exercise  general 
supervision  over  the  operating  suites  and 
provide  consultation  service  on  aU  matters 
of  administrative  and  clinical  nature  Es- 
pecially, he  must  see  to  it  that  committees 
which  have  special  problems  pertaining  to 
surgery  C£irry  out  their  functions,  for  ex- 
ample, the  tissue  and  infection  committees. 

In  psychiatry,  because  more  and  more 
general  hospitals  are  adding  such  units,  the 
chief  must  use  and  be  called  on  to  use  dis- 
criminative judgment,  both  on  admissions 
and  discharges. 

Executive  committee 
of  medical  staff 

Ponton,  in  his  book.  The  Medical  Staff  in 
the  Hospital,  * says: 

The  executive  committee  is  the  most  authori- 
tative body  of  the  medical  staff,  and  one  of 
its  duties  is  to  consider  all  business  before 
it  is  brought  to  the  attention  of  the  full 
medical  staff.  In  so  doing,  it  will  take  action 
on  all  but  the  most  important  matters, 
thereby  facilitating  the  transactions  of  busi- 

* Ritchie,  T.;  The  Medical  Staff  in  the  Hospital,  2nd  ed., 
Chicago,  Physicians  Record  Company,  1953. 
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ness  and  saving  much  time  at  the  meetings 
of  the  medical  staff.  It  should  report  its 
actions  to  the  fuU  meeting  of  the  active  staff 
for  confirmation,  and  when  it  presents 
matters  for  discussion  it  would  usually 
recommend  a course  of  action. 

Composition.  The  composition  of  this 
committee  should  be  representative  of  the 
entire  medical  staff  and  should  be  responsible 
to  the  medical  staff  and  the  governing  board. 

Because  hospitals  vary  as  to  type,  size,  and 
purpose,  the  executive  committee  of  the 
medical  staff  must,  of  necessity,  vary  in  size 
and  composition  according  to  the  makeup  of 
this  hospital.  It  is  desirable  that  some 
members  of  the  executive  conomittee  be 
elected  at  large  from  the  active  staff  each 
year  at  the  time  of  the  annual  elections. 
This  wiU  afford  the  active  medical  staff  a 
voice  in  the  management  of  the  affairs  of  the 
medical  staff  and  will  help  prevent  dissatis- 
faction and  a sense  of  exclusion  which  results 
when  the  duties  and  responsibilities  of  the 
executive  committee  are  concentrated  in  an 
entirely  appointed,  self-perpetuating  execu- 
tive committee. 

The  executive  committee  consists  usually 
of  from  five  to  ten  members,  depending  on 
the  size  of  the  hospital.  Its  membership  is 
made  up  of  the  officers  of  the  medical  staff, 
chiefs  of  major  departments  or  services,  and 
two  or  three  members  elected  at  large  from 
the  active  medical  staff.  The  president  or 
chief  of  staff  is  normally  the  chairman  of  the 
executive  committee,  and  the  hospital  ad- 
ministrator is  an  ex  officio  member  without 
vote. 

Meetings.  The  executive  committee 
should  meet  at  least  once  monthly  and 
should  keep  adequate,  carefully  prepared 
minutes.  A report  of  their  pertinent  recom- 
mendations and  suggestions  should  be 
rendered  to  the  active  staff,  either  when  it 
meets  or  through  the  medium  of  a staff 
letter.  Sometimes  much  that  is  confidential 
comes  up  in  this  committee.  Members 
should  honor  this  confidence,  and  the  com- 
plete minutes  should  be  available  only  to 
those  entitled  to  peruse  them. 


Functions  and  responsibilities.  1. 
To  coordinate  the  activities  and  general 
policies  of  the  medical  staff  and  departments 
of  the  staff. 

2.  To  act  for  the  staff  as  a whole  under 
such  limitations  as  may  be  imposed  by  the 
medical  staff  and  by  its  bylaws,  rules,  and 
regulations. 

3.  To  receive  and  act  on  the  reports  of 
the  medical  records,  tissue,  and  credentials 
committees,  and  such  other  committees  as 
the  medical  staff  may  designate. 

4.  To  consider  carefully  and  recommend 
action  to  the  administrator  on  aU  matters 
which  are  of  a medical-administrative  na- 
ture. 

5.  To  investigate  any  breach  of  ethics  by 
members  of  tbe  medical  staff,  as  referred  to 
this  committee  by  the  credentials  committee. 

6.  To  act  as  the  program  committee  for 
staff  meetings  unless  this  responsibility  is 
delegated  to  a specific  committee. 

Graduates  of  foreign 
medical  schools 

Confusion  stiU  exists  in  the  minds  of  some 
medical  staffs  and  administrators  concerning 
the  usage  of  foreign  medical  graduates  in 
hospitals.  The  commissioners  of  the  Joint 
Commission  on  Accreditation  of  Hospitals 
have  said: 

Any  hospital  which  allows  a foreign  medical 
graduate  to  participate  in  patient  care  must 
show  proof  that  this  individual  is  either 
certified  by  the  Educational  Council  for 
Foreign  Medical  Graduates  or  is  licensed  by 
a state  to  practice  medicine,  if  that  hospital 
is  to  be  accredited. 

This  does  not  apply  only  to  intern  and 
resident  programs.  It  applies  to  any  hos- 
pital which  allows  a foreign  medical  graduate 
to  participate  in  patient  care.  Hospitals 
should  check  their  own  state  law  concerning 
licensure  in  their  respective  state.  The 
Joint  Commission  on  Accreditation  of  Hos- 
pitals itself  wiU  accept  licensure  in  any  state 
or  certification  by  tbe  Educational  Council 
for  Foreign  Medical  Graduates. 
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Necrology 


Joseph  A.  Donza,  M.D.,  of  Brooklyn,  died  on 
December  11,  1962,  at  his  home  at  the  age  of 
sixty-four.  Dr.  Donza  graduated  in  1924  from 
Baylor  University  CoUege  of  Medicine.  He  was 
a member  of  the  American  Geriatrics  Society, 
the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


James  J.  Doyle,  M.D.,  of  Ogdensburg,  died  on 
November  27,  1962,  at  the  A.  Barton  Hephurn 
Hospital  at  the  age  of  forty-three.  Dr.  Doyle 
graduated  in  1943  from  Queens  University 
Faculty  of  Medicine.  He  was  an  attending 
ophthalmologist  at  St.  Lawrence  State  and  A. 
Barton  Hepburn  Hospitals  and  a consulting 
ophthalmologist  at  North  Country  Hospitals. 
Dr.  Doyle  was  a member  of  the  St.  Lawrence 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

George  John  Frank,  M.D.,  of  Frankfort,  died 
on  November  9,  1962,  at  the  age  of  sixty.  Dr. 
Frank  graduated  in  1927  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  an  at- 
tending physician,  surgeon,  and  obstetrician  at 
IHon  Hospital.  A former  president  of  the 
Herkimer  County  Medical  Society,  Dr.  Frank 
was  a member  also  of  the  Medical  Society  of  the 
State  of  New  York  and  the  American  Medical 
Association. 

Ronald  Lome  Hamilton,  M.D.,  of  Bingham- 
ton, died  on  November  14,  1962,  at  Binghamton 
General  Hospital  at  the  age  of  sixty-six.  Dr. 
Hamilton  graduated  in  1923  from  the  McGill 
University  Faculty  of  Medicine.  He  was  a 
consulting  cardiologist  at  Ideal  Hospital  of 
Endicott  and  a consulting  physician  at  Bing- 
hamton General  Hospital.  Vice-president  of 
the  Binghamton  Academy  of  Medicine  in  1953 
and  president  in  1954,  Dr.  Hamilton  was  also  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine  (Cardiovascular  Diseases),  a Fellow  of 
the  American  College  of  Physicians,  a Fellow  of 
the  American  College  of  Chest  Physicians,  a 
Fellow  of  the  American  College  of  Cardiology, 
and  a member  of  Academy-International  of 
Medicine,  the  American  Geriatrics  Society,  the 
American  Thoracic  Society,  the  Broome  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Austin  B.  Johnson,  M.D.,  of  Far  Rockaway 
and  Cedarhurst,  died  on  December  10,  1962,  at 
St.  Joseph’s  Hospital,  Far  Rockaway,  at  the  age 
of  sixty-five.  Dr.  Johnson  graduated  in  1919 
from  New  York  University  and  Bellevue  Hos- 
pital Medical  School.  He  was  director  of  ob- 
stetrics and  gynecology  at  St.  Joseph’s  Hospital, 
a consulting  obstetrician  and  gynecologist  at 
Peninsular  General,  Meadowbrook,  Long  Beach 
Memorial,  and  Nassau  (Mineola)  Hospitals,  a 
consulting  obstetrician  at  Mercy  Hospital, 
Rockville  Centre,  and  emeritus  director  of 
obstetrics  and  gynecologists  at  South  Nassau 
Communities  Hospital,  Oceanside.  Dr.  John- 
son was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the 
International  College  of  Surgeons,  and  a member 
of  the  Brooklyn  Gynecological  Society,  the 
Queens  Gynecological  Society,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Cyril  Van  Wyck  Kimball,  M.D.,  of  Gouver- 
neur,  died  on  November  26,  1962,  at  his  home  at 
the  age  of  fifty-one.  Dr.  Kimball  graduated  in 
1940  from  New  York  Medical  CoUege.  He  was 
an  attending  physician  at  North  Country  Hos- 
pitals. Dr.  Kimball  was  a member  of  the  St. 
Lawrence  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

Hugh  Augustine  Riley,  M.D.,  of  Bronxville, 
died  on  December  9, 1962,  at  his  home  at  the  age 
of  seventy-six.  Dr.  RUey  graduated  in  1908 
from  Long  Island  CoUege  Hospital  Medical 
School.  Retired,  he  was  a former  chief  of  the 
diagnostic  clinic  at  Post-Graduate  Hospital. 
Dr.  RUey  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Frank  Keen  Warrick,  M.D.,  of  Raquette 
Lake,  died  on  November  17,  1962,  at  St.  Luke’s 
Memorial  Hospital  Center,  Utica,  at  the  age  of 
eighty-three.  Dr.  Warrick  graduated  in  1901 
from  the  University  of  Pennsylvania  School  of 
Medicine.  He  was  an  associate  attending 
physician  at  St.  Luke’s  Memorial  Hospital 
Center.  Dr.  Warrick  was  a member  of  the 
Herkimer  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican M edical  Association. 
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Abstracts 


Karelitz,  S.:  Measles  vaccine  and  immunity, 

New  York  State  J.  Med.  63:519  (Feb.  15) 
1963. 

Alum-adsorbed,  formalin-killed  measles-virus 
vaccine,  given  once,  twice,  or  three  times  at 
monthly  intervals,  converted  the  susceptible 
children  to  seropositive  without  producing  clin- 
ical disease  in  91  per  cent  after  one  dose,  in  97 
per  cent  after  two,  and  in  100  per  cent  after 
three.  Challenge  with  attenuated  live-virus 
vaccine  one  month  after  one,  two,  or  three  doses 
of  the  killed  vaccine  resulted  in  a rise  of  neu- 
tralizing-antibody titers  from  13.9  to  194,  18.3 
to  223,  and  52  to  229  respectively.  Challenge 
reactions  following  doses  of  killed  vaccine  were 
very  few.  Of  600  children  who  received  live 
virus  vaccine  either  alone  (150)  or  as  a challenge 
following  the  killed  vaccine  (450)  within  the 
past  three  years,  no  instance  of  measles  has  been 
observed,  even  among  those  who  were  known  to 
have  been  exposed. 

Bizzarri,  D.,  Giulfrida,  J.,  Pierro,  F.  E., 
Schmookler,  A.,  Latteri,  F.  S.,  and  Berger, 
H.  C.:  Intravenous  and  intramuscular  hydroxy- 
zine hydrochloride  given  as  preanesthetic  medi- 
cation, New  York  State  J.  Med.  63:529 
(Feb.  15)  1963. 

Satisfactory  preanesthetic  ataraxia  without 
untoward  reactions  was  produced  in  204  of  221 
patients  (92  per  cent)  by  intravenous  hydroxy- 
zine hydrochloride  (Atarax) , after  establishment 
of  the  optimal  dose  in  a pilot  study  with  300 
patients.  In  a double-blind  study  with  an  addi- 
tional 100  patients,  89.1  per  cent  who  received 
the  drug  and  not  the  placebo  were  adjudged 
in  excellent  or  good  preanesthetic  status.  Car- 
diovascular effects  were  no  greater  than  would 
be  expected  if  hydroxyzine  had  not  been  ad- 
ministered. The  effects  of  intramuscularly  ad- 
ministered 150  mg.  of  hydroxyzine,  100  mg.  of 
secobarbital,  50  mg.  of  meperidine,  150  mg.  of 
hydroxyzine  plus  50  mg.  of  meperidine,  or  a 
placebo  were  evaluated.  The  over-all  results 
of  the  tested  drugs  were  superior  to  the  placebo 
and,  very  generally,  on  a par.  The  patient’s 
condition  was  judged  closest  to  optimum  when 
hydroxyzine  had  been  used.  The  meperidine- 
treated  group  showed  a significantly  larger  pro- 
portion of  patients  with  an  increase  in  pulse 
and  a significantly  smaller  proportion  of  un- 
favorable responses  when  patients  were  ques- 
tiooed  as  to  their  feelings. 

Kleinman,  A.  I.:  Present  status  of  foods  in 

the  etiology  of  allergic  diseases.  New  York 
State  J.  Med.  63:538  (Feb.  15)  1963. 

There  is  as  yet  no  objective  method  of  diag- 


nosing food  allergy.  The  cHnician  must  depend 
on  a careful  history,  skin  tests,  clinical  corrob- 
oration of  positive  reactions  to  foods,  and 
elimination  of  provocative  diets.  Standards 
for  preparation  and  potency  testing  of  allergenic 
extracts  for  foods  used  for  testing  should  be 
established,  and  natural  foods  should  be  used  in 
testing  whenever  possible.  Attention  should 
be  given  also  to  environmental  allergens.  The 
use  of  newer  immunologic  technics  should  give 
greater  understanding  of  the  role  of  foods  in 
allergic  diseases. 

Reiss,  F.,  and  Kornblee,  L.:  Common  my- 

cotic infections  of  the  lower  extremities,  New 
York  State  J.  Med.  63:548  (Feb.  15)  1963. 

Common  mycotic  infections  of  the  lower  ex- 
tremities include  tinea  cruris,  corporis,  and 
pedis,  onychomycosis,  cutaneous  candidiasis, 
paronychia,  and  possibly  erythrasma.  Micro- 
scopic examination  and  cxilture  are  essential 
and  simple  to  perform.  In  94  patients  with 
tinea  cruris,  corporis,  or  pedis  and  in  25  pa- 
tients with  onychomycosis,  the  infecting  organ- 
ism was  Trichophyton  rubrum.  Trichophyton 
mentagrophytes,  or  Epidermophyton  floccosum. 
Treatment  consisted  of  griseofulvin  and  local 
agents.  Of  these  119  patients,  74  were  cured, 
28  were  improved,  and  17  failed  to  respond. 
There  were  6 definite  and  11  questionable 
relapses  in  the  series.  In  30  additional  patients 
the  infecting  organism  was  Candida  albicans. 
Local  treatment  was  with  nystatin,  ampho- 
tericin B,  and  benzalkonium  chloride.  In  this 
group,  24  of  the  30  patients  responded  favor- 
ably, and  6,  including  2 with  onychomycosis, 
were  refractory. 

Gutman,  A.  B.:  The  search  for  uricosuric 

agents  suited  to  the  management  of  tophaceous 
gout.  New  York  State  J.  Med.  63:576  (Feb. 
15)  1963. 

Trials  have  been  made  of  a variety  of  uri- 
cosuric agents,  including  urate  solvents,  salicyl- 
ate, cinchophen,  carinamide,  and  pyrazohdine- 
diones,  in  the  management  of  tophaceous  gout, 
which  has  been  refractory  to  treatment  until 
recently.  Probenecid  and  sulfinpyrazone  have 
been  proved  to  be  potent  and  reasonably  safe 
for  the  prevention  and  treatment  of  tophaceous 
gout.  Of  114  cases  treated  with  these  agents 
for  at  least  one  year,  39  per  cent  initially  had 
very  advanced  and  extensive  deposits;  33 
per  cent  had  moderately  advanced  involvement; 
and  28  per  cent  had  only  one  or  two  visible 
tophi.  After  treatment,  73  per  cent  had  min- 
imal or  no  apparent  tophi.  Of  52  patients  with 
disabling  symptoms  of  chronic  gouty  arthritis 
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in  this  group,  joint  stiffness  and  pain  were  re- 
lieved in  most.  These  uricosuric  agents  are 
important  in  the  treatment  of  gout,  but  there 


are  limitations,  and  these  agents  should  be 
incorporated  into  a balanced  regimen  with  other 
modalities  of  prevention  and  treatment. 


Redway 

Medal 


The  second  Laurance  David  Redway  Medal  will  be  awarded  at  the  Aimual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York  which  will  be  held  in 
New  York  City,  May  13  to  17, 1963. 

A gold  medal  and  cash  prize  of  $500  in  memory  of  the  late  editor  of  the  New 
York  State  Journal  of  Medicine  is  awarded  annually  for  the  article 
judged  to  be  the  most  outstanding  of  those  which  appeared  in  the  Journal 
during  the  previous  year. 

Every  Journal  subscriber  is  invited  to  send  his  nomination  to  the  editor  of  the 
Journal  for  the  best  article  which  appeared  in  the  Journal  in  1962,  giving 
brief  reasons  for  the  choice. 

Nominations  must  reach  the  editor  by  March  31,  1963.  They  should  be 
addressed  to  William  Hammond,  M.D.,  Editor,  New  York  State  Journal  of 
Medicine,  750  Third  Avenue,  New  York  17,  New  York. 


February  15,  1963  / New  York  State  Journal  of  Medicine  609 


Medical  Meetings 


American  College  of  Chest  Physicians 

The  annual  scientific  session,  New  York  State 
Chapter,  American  College  of  Chest  Physicians, 
will  be  held  at  the  State  University  of  New 
York  Downstate  Medical  Center,  450  Clarkson 
Avenue,  Brooklyn,  on  February  22. 

Irving  C.  Kroop,  M.D.,  clinical  associate 
professor  of  medicine,  Downstate  Medical 
Center,  and  attending  in  cardiology  and  cardio- 
pulmonary laboratory,  Jewish  Hospital  and 
Jewish  Chronic  Disease  Hospital,  will  be  chair- 
man of  the  morning  session  on  cardiovascular 
disease. 

Clinical,  radiologic,  and  pathologic  correla- 
tions in  cardiopulmonary  disease  will  be  dis- 
cussed from  1:00  to  2:00  p.m.  under  the  chair- 
manship of  Solomon  Schwartz,  M.D.,  clinical 
associate  professor  of  radiology,  Downstate 
Medical  Center,  and  director  of  radiology, 
Jewish  Hospital. 

Pulmonary  disease  will  be  the  topic  of  the 
afternoon  session  under  the  chairmanship  of 
Harold  Lyons,  M.D.,  professor  of  medicine, 
Downstate  Medical  Center,  and  director  of 
Pulmonary  Disease  Division,  Kings  County 
Hospital. 

Internists  day 

The  fourth  annual  internists  day  sponsored 
by  the  New  York  State  Society  of  Internal 
Medicine  will  be  held  at  The  Americana  Hotel, 
New  York  City,  on  March  2.  The  topic  will 
be  “Cutaneous  Manifestations  of  Systemic 
Disease.”  Robert  F.  Wagner,  mayor  of  the 
City  of  New  York,  will  proclaim  March  2 as 
“internists  day”  in  honor  of  the  meeting. 

Virgil  Boeck,  M.D.,  F.A.C.P.,  associate  in 
medicine.  University  of  Buffalo  School  of  Medi- 
cine, Buffalo,  and  past-president  of  the  New 
York  State  Society  of  Internal  Medicine,  will 
preside  at  the  morning  session.  Among  the 
participants  at  this  session  will  be  Maxwell 
Spring,  M.D.,  F.A.C.P.,  chairman  of  the 

Society’s  program  committee,  and  assistant 
clinical  professor  of  medicine  at  New  York 
Medical  CoUege,  New  York  City,  giving  the 
welcome  address;  David  Bloom,  M.D.,  director 
of  dermatology,  Sydenham  Hospital,  New  York 
City,  on  “Cutaneous  Manifestations  of  Systemic 
Genetic  Diseases”;  and  Maurice  J.  Costello, 
M.D.,  professor  of  clinical  dermatology.  New 
York  University  Medical  Center,  New  York 
City,  on  “The  Diagnosis  and  Treatment  of 
Bullous  Dermatoses.” 

Norman  Moore,  M.D.,  clinical  director  of  the 
Cornell  University  Infirmary  and  Clinic,  Ithaca, 
will  preside  over  the  afternoon  session.  Among 
the  speakers  will  be  Rudolf  L.  Baer,  M.D., 


professor  and  chairman  of  the  Department  of 
Dermatology,  New  York  University  School 
of  Medicine,  New  York  City,  who  will  speak  on 
“Newer  Knowledge  of  Cutaneous  Drug  Re- 
actions.” 

An  afternoon  panel  discussion  on  the  cutane-  | 

ous  manifestations  of  systemic  disease  will  be  | 

held  in  the  afternoon  with  Dr.  Baer  as  modera-  | 
tor.  f 

The  American  Academy  of  General  Practice 
allows  six  hours  of  Category  II  credit  for  at- 
tendance at  the  scientific  session.  ■ 

The  annual  assembly  of  delegates  to  the  New 
York  State  Society  of  Internal  Medicine  will 
be  held  in  the  Provence  Suite  of  the  Americana 
Hotel  on  March  3,  and  all  members  of  the  Soci-  j 
ety  are  urged  to  attend.  Registration  fee  will  | 

be  $5.00  except  for  members  of  the  State  Society  I 
of  Internal  Medicine,  residents,  interns,  and 
medical  students,  for  whom  there  will  be  no 
registration  fee.  < 

Further  information  may  be  obtained  from 
Maxwell  Spring,  M.D.,  F.A.C.P.,  800  Grand 
Concourse,  Bronx  51,  New  York. 

American  Physicians  Fellowship 

The  Greater  New  York  Chapter  of  the  Ameri- 
can Physicians  Fellowship  for  the  Israel  Medical 
Association  and  the  Jerusalem  Academy  of 
Medicine  will  hold  two  meetings  at  the  New 
York  Academy  of  Medicine,  2 East  103rd 
Street,  New  York  City. 

The  program  for  the  March  12  meeting  will 
include  “Highlights  in  the  Origin  and  Evolution 
of  the  World  Health  Organization”  and  “Israel’s 
Participation  in  the  World  Health  Organiza- 
tion.” 

On  May  14  the  program  will  include  “The 
Prophet  View  of  the  World  and  Peace”  and 
“Road  Blocks  to  Peace  in  the  Middle  East.” 

International  Academy  of  Proctology 

The  fifteenth  annual  teaching  seminar  of  the 
International  Academy  of  Proctology  will  be 
held  March  16  through  21  in  Las  Vegas,  Nevada. 

For  further  information  contact  Julian  De- 
Vries, publicity  chairman,  at  the  Academy’s 
executive  offices,  147-41  Sanford  Avenue, 
Flushing  55,  New  York. 

Industrial  Health  Conference 

The  1963  American  Industrial  Health  Con- 
ference will  be  held  at  the  Sheraton-Park  Hotel, 
Washington,  D.C.,  March  18  through  21.  This 
medical-nursing  conference  is  staged  annually 
by  the  Industrial  Medical  Association  and  the 
American  Association  of  Industrial  Nurses. 
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This  session  wUl  include  a scientific  program 
and  intensive  refresher  courses. 

Participation  in  the  conference  is  open  to 
anyone  who  desires  to  attend.  Additional 
information  is  available  from  the  American 
Industrial  Health  Conference,  55  East  Washing- 
ton Street,  Chicago  2,  Illinois. 

West  Virginia  meeting 

The  West  Virginia  Academy  of  Ophthal- 
mology and  Otolaryngology  wUl  hold  its  sixteenth 
annual  meeting  at  the  Greenbrier  Hotel,  White 
Sulphur  Springs,  West  Virginia,  April  17  through 
20. 

For  additional  information  contact  the  sec- 
retary, Worthy  W.  McKinney,  M.D.,  Profes- 
sional Park,  Beckley,  West  Virginia. 

Ophthalmology  meeting 

The  Alumni  Association  of  the  Brooklyn  Eye 
and  Ear  Hospital  wiU  conduct  an  ophthalmology 
program  on  AprU  20  at  the  hospital,  29  Greene 
Avenue,  Brooklyn,  New  York. 

Mortimer  Lasky,  M.D.,  Brooklyn,  will  be 
moderator  of  the  morning  session.  Jorge  N. 
Buxton,  M.D.,  New  York  City,  will  speak  on 
“Advances  in  Instrumentation  in  Intraocular 
Surgery”;  Gerald  B.  Kara,  M.D.,  New  York 
City,  wUl  speak  on  “Surgery  of  the  Dislocated 
Lens”;  and  R.  M.  FasaneUa,  M.D.,  New  Haven, 
Connecticut,  will  speak  on  “Handling  of  Com- 
plications in  Intraocular  Surgery.” 

Daniel  Kravitz,  M.D.,  Brooklyn,  wiU  be  the 
moderator  of  the  afternoon  session.  John 
Harry  King,  Jr.,  M.D.,  Washington,  D.C., 
will  speak  on  “Role  of  the  Cornea  in  Relation 
to  Intraocular  Surgery”;  and  Donald  M.  Shafer, 
M.D.,  New  York  City,  will  speak  on  “Medical 
and  Surgical  Management  of  Vitreous  Hemor- 
rhage.” 

A.  Benedict  Rizzuti,  M.D.,  Brooklyn,  is 
program  chairman. 

New  York  State  Dietetic  Association 

The  New  York  State  Dietetic  Association 
will  hold  its  annual  meeting  AprU  24  through 
26  at  the  Statler  HUton  Hotel  in  Buffalo. 

A team  from  RosweU  Park  Memorial  In- 
stitute wUl  discuss  “Nutrition  in  Relation  to 
New  Developments  in  Cancer  Research”  on 
Thursday,  AprU  25,  from  3 to  5 p.m. 

Planning  civU  defense  and  disaster  feeding 
will  be  discussed  on  Friday,  AprU  26,  from  9 
to  10 : 30  A.M.  and  metabolic  disorders  from  2 : 30 


to  4 P.M. 

Further  information  may  be  obtained  from 
Mrs.  Charles  Helbert,  publicity  chairman  for 
the  Association,  152  Zimmerman  Boulevard, 
Kenmore,  New  York. 

American  College  of  Chest  Physicians 

The  American  CoUege  of  Chest  Physicians 
has  announced  its  schedule  of  national  and 
international  meetings  and  postgraduate 
courses. 

The  CoUege’s  twenty-ninth  annual  meeting 
wUl  be  held  at  the  Ambassador  Hotel,  Atlantic 
City,  June  13  through  17. 

The  interim  clinical  meeting  wUl  be  held  in 
Portland,  Oregon,  November  30  and  Decem- 
ber 1. 

The  eighth  international  Congress  on  diseases 
of  the  chest  wUl  be  held  in  Mexico  City,  Octo- 
ber 11  through  15,  1964. 

Postgraduate  courses  include:  Recent  Ad- 

vances in  the  Diagnosis  and  Treatment  of 
Diseases  of  the  Heart  and  Lungs,  Washington, 
D.C.,  October  14  through  18. 

Clinical  Cardiopulmonary  Physiology,  Chi- 
cago, October  21  through  25. 

Recent  Advances  in  the  Diagnosis  and  Treat- 
ment of  Diseases  of  the  Heart  and  Lungs,  New 
York  City,  November  11  through  15. 

Recent  Advances  in  the  Diagnosis  and  Treat- 
ment of  Diseases  of  the  Heart  and  Lungs,  Los 
Angeles,  December  2 through  6. 

Recent  Advances  in  the  Diagnosis  and  Treat- 
ment of  Diseases  of  the  Heart  and  Lungs, 
Miami  Beach,  January  13  through  17,  1964. 

Complete  details  may  be  obtained  from  Mr. 
Murray  Kornfeld,  Executive  Director,  American 
College  of  Chest  Physicians,  112  East  Chestnut 
Street,  Chicago  11,  Illinois. 

Anxiety  and  depression 

The  Academy  of  Psychosomatic  Medicine 
wiU  hold  a symposium  on  anxiety  and  depression 
in  Atlantic  City,  New  Jersey,  June  15  and  16, 
immediately  prior  to  the  meeting  of  the  Ameri- 
can Medical  Association. 

Panel  discussions  will  consider  the  problem  of 
psychiatric  education  of  nonpsychiatrists  and 
the  multiple  roots  of  emotional  illness.  There 
will  also  be  papers  dealing  with  current  research 
in  psychopharmacology.  The  final  session 
win  be  a panel  on  oflfice  psychopharmacology. 

Further  information  can  be  obtained  by 
writing  to  the  program  chairman,  Wilfred 
Dorfman,  M.D.,  1921  Newkirk  Avenue,  Brook- 
lyn 26,  New  York. 
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Abstracts  in  Interlingua 


Karelitz,  S.:  Vaccino  e immunitate  contra 

morbillos  (anglese),  New  York  State  J.  Med. 
63:  519  (15  de  februario)  1963. 

Vaccino  de  virus  de  morbillo,  occidite  in 
furmalina  e adsorbite  ad  alumine — administrate 
on  vice,  duo  vices,  o tres  vices  a intervallos 
mensual — converteva  susceptibile  juveniles  a 
seropositivitate  sin  producer  morbo  clinic  in  91 
pro  cento  post  un  dose,  in  97  pro  cento  post  duo 
doses,  e in  100  pro  cento  post  tres  doses.  Pro- 
vocation con  attenuate  vaccino  de  virus  vive  un 
mense  post  un,  duo,  e tres  doses  del  occidite 
vaccino  resultava  in  un  elevation  del  titros  de 
anticorpore  neutralisante  ab  13,9  ad  194,  ab 
18,3  ad  223,  e ab  59  ad  229,  respectivemente. 
Adverse  reactiones  al  provocation  post  doses  de 
occidite  vaccino  esseva  pauco  frequente.  In  un 
gruppo  de  600  juveniles  tractate  in  le  curso  del 
passate  tres  annos  con  vaccino  de  virus  vive — 
sia  sol  (150) , sia  como  provocation  post  vaccino 
occidite  (450) — nuUe  caso  de  morbillos  esseva 
observate,  non  mesmo  in  le  subject  osqui  cog- 
noscitemente  esseva  exponite. 

Bizzarri,  D.,  Giulfrida,  J.,  Fierro,  F.  E., 
Schmookler,  A.,  Latteri,  F.  S.,  e Berger, 
H.  C.:  Hydrochloruro  de  hydroxyzina  admi- 

nistrate per  via  intravenose  e intramusculari 
como  medication  pre-anesthetic  {anglese),  New 
York  State  J.  Med.  63:  529  (15  de  feb- 

ruario) 1963. 

Un  satisfacente  ataraxia  pre-anesthetic  sin 
adverse  reactiones  esseva  producite  in  204  de 
221  patientes  (92  pro  cento)  per  le  administra- 
tion intravenose  de  hydrochloruro  de  hydroxy- 
zina (Atarax)  post  le  determination  del  dose 
optimal  in  un  studio  pilota  con  300  patientes. 
In  un  studio  a duple  anonymato  con  un  gruppo 
additional  de  100  patientes,  89,1  pro  cento  del 
subjectos  recipiente  le  pharmaco  e non  le  placebo 
esseva  reguardate  como  in  excellente  o bon  stato 
pre-anesthetic.  Le  effectos  cardiovascular  non 
esseva  plus  marcate  que  lo  que  debe  esser  ex- 
pectate  sin  le  administration  de  hydroxyzina. 
Esseva  evalutate  le  effectos  del  administration 
intramuscular  de  (1)  150  mg  de  hydroxyzina, 
(2)  100  mg  de  secobarbital,  (3)  50  mg  de  meperi- 
dina,  (4)  150  mg  de  hydroxyzine  plus  50  mg  de 
meperidina,  o (5)  un  placebo.  Le  resultatos 
general  del  pharmacos  in  le  studio  esseva  super- 
ior al  placebo.  Inter  se,  le  resultatos  esseva 
comaparbile.  Le  stato  del  patiente  esseva  re- 
guardate como  le  plus  proximemente  optimal 
post  le  uso  de  hydroxyzina.  Le  gruppo  trac- 
tate con  meperidina  monstrava  un  significative- 
mente  plus  grande  proportion  de  patientes  con 
accelerate  pulsos  e un  significativemente  plus 
basse  proportion  de  non-favorabile  responsas 


quando  le  patientes  esseva  questionate  in  re  lor 
sentimentos  subjective. 

Kleinman,  A.  I.:  Le  stato  presente  del  in- 

vestigationes  del  rolo  ascribibile  al  alimentos  in 
le  etiologia  del  morbos  allergic  {anglese).  New 
York  State  J.  Med.  63:  538  (15  de  februario) 
1963. 

II  existe  a iste  tempore  nuUe  objective  meth- 
odo  pro  diagnosticar  allergia  alimentari.  Le 
clinico  debe  poner  su  fide  in  le  studio  del  ante- 
cedentes,  in  tests  cutanee,  in  le  corroboration 
clinic  de  positive  reactiones  a alimentos,  e in  le 
elimination  de  dietas  provocatori.  Deberea 
esser  establite  standards  pro  le  preparation  e le 
essayage  del  potentia  de  extractos  allergenic  ab 
alimentos  usate  in  le  tests.  Alimentos  natural 
deberea  esser  usate  in  le  tests  in  tanto  que  pos- 
sible. Attention  debe  esser  prestate  etiam  al 
allergenos  ambiental.  Es  a expectar  que  le  uso 
de  plus  recente  technicas  immunologic  va  re- 
sultar  in  le  elucidation  progressive  del  rolo  de 
alimentos  in  le  morbos  allergic. 

Reiss,  F.,  e Kornblee,  L.:  Commun  infec- 

tiones  mycotic  del  extremitates  inferior  {anglese) , 
New  York  State  J.  Med.  63:  548  (15  de 
februario)  1963. 

Le  commun  infectiones  mycotic  del  extremi- 
tates inferior  include  tinea  de  crure,  tinea  cor- 
poree,  tinea  de  pede,  onychomycosis,  candi- 
diasis cutanee,  paronychia,  e possibilemente 
erythrasma.  Le  examine  microscopic  e cul- 
turationes  es  indispensabile  e facile  a efifectuar. 
In  un  gruppo  de  94  patientes  con  tinea  de  crure, 
tinea  corporee,  o tinea  de  pede  e in  25  patientes 
con  onychomycosis,  le  inficiente  organismos  es- 
seva Trichophyton  rubrum.  Trichophyton  men- 
tagrophytes,  o Epidermophyton  floccosum.  Le 
tractamento  consisteva  de  griseofulvina  e de 
agentes  local.  In  le  duo  gruppos  de  insimul  119 
patientes,  74  esseva  curate,  28  esseva  meliorate, 
e 17  non  respondeva.  Esseva  notate  6 definite 
e 11  questionabile  recidivas.  In  un  gruppo 
additional  de  30  patientes  le  inficiente  organismo 
esseva  Candida  albicans.  Le  tractamento  local 
utilisava  nystatina,  amphotericina  B,  e chloruro 
de  benzalconium.  In  iste  gruppo  de  30  pa- 
tientes, 24  respondeva  favorabilemente,  e 6 — 
incluse  2 con  onychomycosis — remaneva  re- 
fractori. 

Gutman,  A.  B.:  Le  cerca  de  agentes  urico- 

suric appropriate  al  uso  in  le  tractamento  de 
gutta  tophacee  {anglese).  New  York  State 
J.  Med.  63:  576  (15  de  februario)  1963. 

Esseva  essayate  un  varietate  de  agentes 
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uricosuric — solventes  de  urato,  salicylato,  cin- 
chopheno,  carinamido,  e pyrazolidindionas — 
in  le  tractamento  de  gutta  tophacee,  le  qual — 
usque  recentemente — esseva  refractori  a omne 
tractamento.  Probenecido  e sulfinpyrazona  se 
ha  provate  potente  e adequatemente  innocente 
in  le  prevention  e tractamento  de  gutta  topha- 
cee. De  114  casos  tractate  con  iste  agentes 
durante  periodos  de  al  minus  un  anno,  39  pro 
cento  esseva  characterisate  initialmente  per 
multo  avantiate  e extense  depositos;  in  33 
pro  cento  le  affection  esseva  moderatemente 


Applied  psychology 


Child  psychologists  have  nothing  on  the 
children  they  study.  Take  shoelace  tying — a 
favorite  measuring  rod  of  development  to  such 


avantiate;  e in  28  pro  cento  un  sol  o duo  tophos 
esseva  visible.  Post  le  tractamento,  73  pro 
cento  habeva  minime  o nuUe  apparente  tophos. 
In  52  patientes  con  invalidante  symptomas  de 
chronic  arthritis  guttose  in  iste  gruppo,  rigidi- 
tate  articular  e concomitante  dolores  esseva 
alleviate  in  le  majoritate  del  casos.  Iste  agentes 
uricosuric  es  importante  in  le  tractamento  de 
gutta,  sed  lor  utilitate  non  es  sin  limitationes. 
lUos  debe  esser  includite  in  un  balanciate  pro- 
gramma  insimul  con  altere  mesuras  de  pre- 
vention e de  tractamento. 


authorities  as  Gesell  and  Spock.  At  a meeting 
of  parents  and  kindergarten  teacher,  a father 
was  told  that  his  five-year-old  daughter  was  the 
only  one  in  class  who  could  not  tie  her  own 
shoelaces.  She  explained  why  to  her  disturbed 
father:  “Because  the  little  boys  always  tie  them 
for  me.” 
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Medical  News 


Internal  medicine  postgraduate  course 

A postgraduate  course  designed  to  review 
recent  developments  in  internal  medicine  and 
allied  fields  is  being  scheduled  for  practicing 
physicians  at  Maimonides  Hospital,  4802 
Tenth  Avenue,  Brooklyn  19,  New  York. 

Twenty  biweekly  sessions  will  be  held  on 
Tuesdays  from  3 to  5 p.m.,  and  on  Fridays 
from  2 to  5 P.M.  each  week  from  April  5 through 
June  11  in  the  Solarium  of  the  Kronish  Pavilion 
at  Maimonides  Hospital. 

This  review  is  cosponsored  by  the  Depart- 
ment of  Medical  Services,  Maimonides  Hospital, 
and  State  University  of  New  York  Downstate 
Medical  Center. 

Inquiries  concerning  the  course  may  be 
directed  to  David  Grob,  M.D.,  director  of 
medical  services  at  Maimonides  Hospital,  and 
professor  of  medicine.  State  University  of  New 
York  Downstate  Medical  Center,  at  the  hospital. 

Section  on  ophthalmology 

At  the  November  26,  1962,  meeting  of  the 
Section  on  Ophthalmology,  Nassau  Academy 
of  Medicine,  held  jointly  with  the  Long  Island 
Ophthalmological  Society,  new  officers  for 
1963  were  elected.  They  are:  Anthony  Sci- 
meca,  M.D.,  chairman;  Arthur  E.  Merz, 
M.D.,  vice-chairman;  and  Peter  Ballen,  M.D., 
secretary-treasurer.  A.  G.  DeVoe,  M.D.,  di- 
rector of  the  Institute  of  Ophthalmology,  spoke 
on  “Congenital  Cataracts.” 

At  the  January  28  meeting  of  the  section, 
Frank  Constantine,  M.D.,  spoke  on  “The 
Management  of  Dacryocystitis.” 

New  Yorkers  aboard  S.S.  HOPE 

Four  New  York  physicians  will  be  among 
the  26  physicians  and  two  dentists  who  will 
make  up  the  seventh  and  final  team  of  “rota- 
tors” serving  aboard  the  hospital  ship  S.S. 
Hope  during  its  current  visit  to  Peru. 

The  ship’s  permanent  staff  of  five  doctors 
and  36  nurses  is  supplemented  regularly  by 
rotating  teams  of  doctors  who  replace  a similar 
team  that  returns  to  the  United  States.  The 
volunteer  teams  of  physicians  working  without 
pay  are  flown  to  the  ship  for  tours  of  from  two 
to  four  months. 

The  S.S.  Hope  has  been  anchored  off  Sala- 
verry,  Peru,  since  last  May  and  will  conclude 
its  activities  there  to  return  to  this  country  in 
March. 

Mission  of  Project  HOPE,  principal  activity 
of  the  People-to- People  Health  Foundation, 
Inc.,  is  to  bring  the  skills  and  technics  de- 
veloped by  the  American  medical,  dental. 


and  paramedical  professions  to  peoples  of 
underdeveloped  nations. 

The  New  York  State  doctors  are:  Nancy 

Kester,  M.D.,  New  York  City;  William  F. 
Kremer,  M.D.,  Hartsdale;  Thomas  F.  Leo, 
M.D.,  Jamaica;  and  Frederick  K.  Reid,  M.D., 
Rome. 

“Physicians  in  Industry”  course 

The  program  of  continuation  education — 
public  health,  of  Columbia  University  School 
of  Pubhc  Health  and  Administrative  Medicine, 
21  Audubon  Avenue,  New  York  32,  New  York, 
announces  its  sixth  annual  institute  for  physi- 
cians in  industry,  to  be  held  at  the  Columbia- 
Presbyterian  Medical  Center  Complex  in  New 
York  City  March  4 through  9. 

Four  courses  will  be  offered:  epidemiology, 
toxicology,  ionizing  radiation  and  air  pollution, 
and  applied  physiology.  Each  course  will 
consist  of  twelve  class  hours;  it  is  possible 
for  a registrant  to  enroll  in  any  number  or  aU 
of  the  four  courses. 

Further  information  may  be  obtained  from 
Eric  R.  Osterberg,  M.D.,  program  director, 
public  health,  at  the  School  of  Public  Health 
and  Administrative  Medicine,  21  Audubon 
Avenue,  New  York  32,  New  York. 

Division  of  drugs  reorganization 

A reorganization  of  the  Division  of  New  Drugs 
of  the  Food  and  Drug  Administration’s  Bureau 
of  Medicine  has  been  aimounced  by  Secretary 
of  Health,  Education,  and  Welfare  Anthony  J. 
Celebrezze. 

An  investigationed  Drug  Branch  under  the 
direction  of  Frances  O.  Kelsey,  M.D.,  is  being 
established  to  evaluate  reports  of  proposed 
clinical  tests  of  new  drugs  which  manufacturers 
and  others  will  submit  in  compliance  with  the 
investigational  drug  regulations. 

Earl  L.  Meyers,  Ph.D.,  will  continue  as 
director  of  the  Controls  Evaluation  Branch 
which  evaluates  the  adequacy  of  laboratory  and 
manufacturing  controls  proposed  by  manu- 
facturers of  new  drugs. 

The  Medical  Evaluation  Branch  will  evaluate 
the  medical  safety  and  efficacy  data  in  new 
drug  applications.  The  director  is  to  be 
selected. 

John  F.  Palmer,  M.D.,  will  direct  the  New 
Drug  Status  Branch.  This  branch  will  con- 
sult with  manufacturers  and  others  about  the 
application  of  the  new  drug  section  of  the 
Federal  Food,  Drug  and  Cosmetic  Act  to 
chemicals  newly  proposed  for  drug  use  and  to 
new  uses  or  dosage  schedules  for  drugs  already 
on  the  market. 

The  New  Drug  Surveillance  Branch  will 
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review  inspectors’  findings  designed  to  reveal 
whether  or  not  approved  new  drugs  are  being 
marketed  in  accordance  with  commitments 
contained  in  the  new  drug  applications,  and 
will  evaluate  reports  of  adverse  reactions  to 
new  drugs  which  manufacturers  must  furnish 
F.D.A.  in  accordance  with  the  Drug  Amend- 
ments of  1962.  The  director  is  to  be  selected. 

The  five  branches  will  operate  under  the 
immediate  supervision  of  Arthur  Ruskin,  M.D., 
recently  appointed  deputy  director  of  the 
Division  of  New  Drugs  (presently  acting  director 
of  the  division),  and  the  general  supervision 
of  Ralph  Smith,  M.D.,  director  of  the  Division 
of  New  Drugs,  presently  acting  director  of 
the  Bureau  of  Medicine. 

Charge  for  accreditation  surveys 

The  four  member  organizations  of  the  Joint 
Commission  on  Accreditation  of  Hospitals  have 
carefully  studied  the  cost  of  the  program  of 
the  Commission.  The  member  organizations 
have  voted  to  continue  to  pay  the  administra- 
tive costs  of  the  program  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals,  but 
each  individual  hospital  will  be  charged  for 
the  survey  proper,  using  the  following  formula: 

Beginning  January  1,  1964,  and  thereafter 
until  further  notice,  the  charge  for  hospital 
surveys  will  be  $60  per  hospital,  plus  $1.00 
per  bed  (exclusive  of  bassinets)  up  to  250  beds. 
This  will  mean  that  the  smallest  eligible  hospital 
of  25  beds  would  pay  $60  plus  $25,  or  a total 
cost  of  $85.  A hospital  of  250  beds  or  more 
would  pay  $60  plus  $250,  or  a total  cost  of 
$310. 

It  is  suggested  that  hospitals  on  a budget 
make  provisions  to  include  this  item. 

Skin  tumors  to  be  discussed 

“Tumors  of  the  Skin”  will  be  discussed  by 
Alfred  Kopf,  M.D.,  clinical  assistant  professor 
of  dermatology  and  syphilology  at  the  Skin 
and  Cancer  Unit,  New  York  City,  at  a dis- 
cussion held  under  the  auspices  of  the  Division 
of  Dermatology  of  the  Department  of  Medicine, 
State  University  of  New  York  Downstate 
Medical  Center. 

The  session  will  be  held  on  March  1 at 
10  A.M.  at  Kings  County  Hospital,  451  Clarkson 
Avenue,  Brooklyn,  New  York. 

Lawrence  Frank,  M.D.,  professor  of  derma- 
tology, State  University  of  New  York  Down- 
state  Medical  Center,  will  be  the  moderator. 

Memorial  fund  established 

The  parents  of  a child  who  died  at  the  age 
of  three  years  have  presented  to  the  trustees 
of  Columbia  University  a gift  in  memory  of 
their  son. 

Mr.  and  Mrs.  Theodore  Haviland  3rd,  of 
North  CaldweU,  New  Jersey,  have  asked  that 
the  gift  be  established  as  an  endowment  “to 
perpetuate  for  others  that  which  was  such  a 


comfort  and  joy  to  us  for  only  three  short 
years.” 

The  gift  will  provide  grants-in-aid  to  doctors 
or  residents  of  Babies  Hospital  of  the  Columbia- 
Presbyterian  Medical  Center  in  the  field  of 
pediatrics  to  enable  them  to  pursue  studies 
and  research  in  the  nature  and  causes  of  in- 
fectious diseases  of  infants  and  children. 

Tobacco  research  grants  made 

Research  grants  for  the  support  of  studies 
designed  to  give  new  leads  to  lung  cancer  and 
other  health  problems,  and  a further  increase 
in  available  research  funds  have  been  an- 
nounced by  Timothy  V.  Hartnett,  chairman  of 
the  Tobacco  Industry  Research  Committee. 

The  Scientific  Advisory  Board,  which  directs 
the  T.I.R.C.’s  research  program,  has  now 
awarded  378  grants — 181  initial  grants  and 
197  renewals — to  independent  scientists  in 
some  90  medical  schools,  laboratories,  and 
hospitals  throughout  the  country. 

The  committee  also  has  appropriated  an 
additional  $800,000  for  its  research  fund, 
bringing  the  total  to  $6,250,000.  The  T.I.R.C., 
organized  in  1954  to  support  scientific  research 
related  to  tobacco  use,  has  periodically  ap- 
propriated funds  to  finance  all  grants-in-aid 
recommended  by  the  Scientific  Advisory  Board. 

New  York  State  scientists  receiving  the 
T.I.R.C.  grants  include:  Anthony  A.  Al- 

banese,  Ph.D.,  director.  Nutrition  and  Meta- 
bolic Research  Division,  The  Winifred  Master- 
son  Burke  Relief  Foundation,  The  Burke 
Foundation  Rehabilitation  Center,  White 
Plains,  for  “The  Effect  of  Nicotine  on  Protein 
and  Amino  Acid  Metabolism  in  Humans”; 
Hylan  A.  Bickerman,  M.D.,  associate  clinical 
professor  of  medicine,  and  Alvan  L.  Barach, 
M.D.,  retired  clinical  professor  of  medicine. 
College  of  Physicians  and  Surgeons,  Columbia 
University,  and  Columbia  Research  Service, 
Goldwater  Memorial  Hospital,  New  York 
City,  for  “Non-Irritant  Cigarette  Smoking 
with  Observations  on  the  Carbon  Monoxide 
Concentration  of  Arterial  Blood  and  Alveolar 
Gas  after  Smoking  with  Inhalation  and  after 
Non-Inhalation  Smoking.” 

Also:  Philip  Cooper,  M.D.,  director,  SurgicsJ 
Laboratory  of  Cellular  Physiology,  Albert 
Einstein  College  of  Medicine,  New  York  City, 
for  “Study  of  the  Combined  Effect  of  Injected 
Viral  Agents  and  Environmental  Factors  (In- 
haling Smoke  and  Air  Pollutants)  on  the 
Tracheo-Bronchial  Tree  and  Pulmonary  Paren- 
chyma of  Experimental  Animals,  and  on  Tissues 
in  Organ  Culture”;  Walter  Redisch,  M.D., 
New  York  University  Medical  Center,  New 
York  City,  for  “Vascular  Responses  to  Tobacco 
Smoking  in  Patients  with  Vascular  Disease”; 
Ernest  Sondheimer,  Ph.D.,  associate  professor 
of  biochemistry.  State  University  College  of 
Forestry  and  Syracuse  University,  Syracuse, 
for  “The  Purification  and  Structure  Determina- 
tion of  the  Chlorogenic  Acid  Isomers”;  and 
Robert  A.  Kuhn,  M.D.,  associate  professor  of 
neurology  and  neurosurgery.  New  York  Medical 
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College,  New  York  City,  for  “Effects  of  Tobacco 
upon  Cerebral  Circulation.” 


Personalities 

Elected.  Milton  J.  Matzner,  M.D.,  Brookl3m, 
as  vice-president  of  the  American  College  of 
Gastroenterology  and  as  assistant  editor-in- 
chief  of  the  American  Journal  of  Gastroenterol- 
ogy. . . Maurice  L.  Tainter,  M.D.,  Rensselaer, 
vice-president  of  Sterling  Drug  Inc.,  and  a term 
trustee  of  Rensselaer  Polytechnic  Institute,  as  a 
life  member  of  the  board. 

Appointed.  Richard  Karl,  M.D.,  New  York 


U.  S.  health  conditions 

Excellent  health  conditions  prevailed  in  the 
United  States  in  1962,  according  to  statisticians 
of  the  Metropolitan  Life  Insurance  Company. 
It  was  the  fifteenth  year  in  succession  that  the 
mortality  rate  for  the  country  was  less  than 


City,  as  first  full-time  director  of  the  Second 
(Cornell)  Surgical  Division  at  Bellevue  Hospi- 
tal. 

Awarded.  George  T.  Pack,  M.D.,  attend- 
ing surgeon  of  Memorial  Hospital  for  Cancer 
and  Allied  Diseases,  New  York  City,  one  of  ten 
Distinguished  Achievement  Awards  presented 
to  medical  leaders  whose  work  has  directly  in- 
fluenced current  medical  practice  and  thought, 
by  the  editors  of  Modern  Medicine,  international 
medical  journal. 

Retired.  Arthur  W.  Pense,  M.D.,  Delmar,  as 
assistant  commissioner  of  mental  hygiene  of  the 
State  of  New  York. 


10  per  1,000  population. 

The  death  rate  in  1962  was  9.4  per  1,000 
compared  with  9.3  the  year  before,  but  it  was 
below  the  rate  of  9.5  recorded  in  1960.  The 
slight  rise  in  mortality  in  1962  reflected  the 
unfavorable  experience  during  the  early  months, 
when  the  incidence  of  the  acute  respiratory 
diseases  was  relatively  high. 
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Month  in  Washington 


The  Federal  government  appreciably  in- 
creased its  controls  over  the  clinical  testing 
of  new  drugs,  including  antibiotics,  with  new 
regulations  effective  February  7. 

The  new  regulations  of  the  Food  and  Drug 
Administration  require  that  the  F.D.A.  be  put 
on  notice  and  given  fuU  details  about  the  dis- 
tribution of  drugs  for  investigational  use; 
that  clinical  investigations  be  based  on  adequate 
studies  on  animals,  that  the  clinical  tests  be 
properly  planned  and  executed  by  qualified 
investigators,  and  that  the  investigators  and 
the  F.D.A.  be  kept  fully  informed  of  the  adverse 
findings  of  other  investigators  during  the 
progress  of  the  investigations. 

If  an  investigation  develops  evidence  that 
the  drug  is  not  safe  or  is  ineffective,  the  F.D.A. 
said  it  will  order  discontinuance  of  clinical 
tests. 

The  old  regulations  did  not  require  either 
an  initial  notice  to  F.D.A.  of  a clinical  trial 
of  a new  drug  or  subsequent  reports  on  such 
use. 

Before  they  were  announced  in  their  final 
form,  numerous  modifications  were  made  in  the 
version  published  on  August  10,  1962,  as  pro- 
posed regulations.  More  than  300  written 
comments  on  the  proposed  regulations  were 
received  by  the  F.D.A.  In  addition,  F.D.A. 
officials  met  with  representatives  of  the  A.M.A. 
and  various  other  interested  scientific  groups, 
but  the  F.D.A.  did  not  make  all  the  changes 
urged  by  the  scientific  groups. 

The  Pharmaceutical  Manufacturers  Associa- 
tion credited  the  Department  of  Health,  Educa- 
tion, and  Welfare  and  the  F.D.A.  with  modifying 
the  regulations  as  originally  proposed  sufficiently 
that  “most  of  the  major  difficulties  found  by 
reputable  medical  scientists”  had  been  re- 
solved. 

But  the  P.M.A.  said  “the  burden  of  paper- 
work imposed  by  the  new  regulations  is  enor- 
mous. 

“The  success  of  the  department  meeting  its 
stated  goals  will  of  course  depend  in  large 
part  on  the  wisdom  of  administration  of  these 
regulations,”  the  P.M.A.  said.  “It  is  hoped 
that  remaining  troublesome  problems  may  be 
resolved  in  the  near  future  by  appropriate 
amendments.” 

One  modification  was  designed  to  permit  some 
flexibility  in  the  planning  of  the  investigation 
of  the  safety  and  effectiveness  of  a new  drug. 
Another  modification  cut  down  on  the  record- 
keeping requirements. 

To  meet  criticisms  that  the  regulations  as 
originally  proposed  would  impinge  upon  the 
physician-patient  relationship  by  calling  for 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


inspection  of  the  clinical  records,  the  F.D.A. 
said: 

“The  provisions  for  inspection  of  the  patient’s 
records  have  been  modified  to  make  it  clear 
that  the  investigator  may  withhold  the  names 
of  volunteers  or  patients  unless  the  records  of  a 
particular  volunteer  or  patient  require  a more 
detailed  study  of  drug  effects,  or  unless  there  is 
reason  to  believe  that  the  records  do  not  rep- 
resent actual  results  obtained. 

“.  . . if  the  record  has  been  sent  to  the  sponsor 
by  the  investigator,  there  is  no  confidentiality, 
and  the  record  is  to  be  made  available  by  the 
sponsor  for  inspection  by  a properly  authorized 
employe  of  the  Department  of  Health,  Educa- 
tion, and  Welfare.  Where  the  record  has  not 
been  sent  to  the  sponsor,  the  investigator  is 
required  to  maintain  it  and  make  it  available 
upon  request  of  a scientifically  trained  and 
specially  authorized  employe  of  the  Depart- 
ment.” 

The  proposed  regulations  dealing  with  pub- 
lication of  findings  of  investigators  were  con- 
strued by  some  as  restricting  free  flow  of  scien- 
tific information.  But  the  F.D.A.  said  the 
regulations  were  “not  intended  to  bar  factual 
news  reporting  to  scientists  or  the  pubhc.” 

The  proposed  regulations  also  were  said  to 
deny  extremely  important  new  drugs,  not  yet 
approved  for  general  distribution,  to  patients 
who  might  need  them  urgently  as  a lifesaving 
measure.  The  F.D.A.  denied  this,  saying 

“there  is  no  bar  in  the  regulations  to  giving 
the  necessary  instructions  to  and  obtaining 
the  necessary  commitments  from  a new  in- 
vestigator by  telephone  in  case  this  is  needed 
to  save  a life.” 

Pending  further  consideration,  radioactive 
new  drugs  were  exempted  from  the  new  regula- 
tions if  they  are  shipped  in  accordance  with 
current  regulations  of  the  Atomic  Energy 
Commission. 

F.D.A.  Commissioner  George  P.  Larrick 
said  that  the  regulations  as  issued  provide 
strong  and  necessary  controls  over  the  investiga- 
tional use  of  new  drugs  and  meet  all  of  the 
new  provisions  in  the  Kefauver-Harris  Amend- 
ments of  1962,  including  assurance  that  patient 
consent  to  the  use  of  investigational  drugs  be 
obtained  by  the  investigators,  unless  in  their 
professional  judgment  this  is  not  feasible  or  is 
contrary  to  the  patient’s  best  interest. 

However,  the  new  regulations  were  issued 
under  an  old  law.  The  drug  testing  provisions 
of  the  new  law  do  not  become  effective  until 
next  May  1. 

Before  issuance  of  the  new  regulations, 
H.E.W.  Secretary  Anthony  J.  Celebrezze 
approved  a reorganization  of  the  Division  of 

continued  on  page  620 
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New  Drugs  of  the  F.D.A.’s  Bureau  of  Medicine. 
The  H.E.W.  said  the  reorganization  was  de- 
signed to  “permit  F.D.A.  to  discharge  more 
effectively  its  increased  responsibilities  in  the 
new  drug  area.” 

* * ♦ 

The  Public  Health  Service  recommended 
use  of  type  III  Sabin  oral  polio  vaccine  after 
having  banned  it  for  three  months  while  its 
safety  was  being  reviewed.  But  the  P.H.S. 
still  recommended  that  older  adults  take  it  only 
if  their  risk  of  catching  the  disease  is  higher 
than  normal. 

Surgeon  General  Luther  L.  Terry  acted  on 
the  recommendation  of  his  special  polio  advisory 


Snow-shoveling  hazards 

Physicians  are  once  more  urged  to  warn  their 
patients — and  to  heed  the  warning  themselves — 
about  the  dangers  of  shoveling  snow.  Such 


committee.  Dr.  Terry  urged  that  communities 
use  aU  three  types  of  the  Sabin  vaccine  in  polio 
immunization  campaigns  with  particular  em- 
phasis on  children  and  young  adults. 

The  advisory  committee  said: 

“Because  the  need  for  immunization  di- 
minishes with  advancing  age  and  because 
potential  risks  of  vaccine  are  believed  by  some 
to  exist  in  adults,  especially  above  the  age  of 
thirty,  vaccination  should  be  used  for  adults 
only  with  the  full  recognition  of  its  very  small 
risks.” 

The  P.H.S.  reported  that  polio  continued  to 
decline  last  year.  There  was  a drop  of  35 
per  cent  from  1961  in  the  number  of  cases. 
There  were  866  cases,  including  707  paralytic, 
reported  through  November  30. 


exercise  can  be  beneficial  to  those  in  good  health, 
but  potentially  fatal  to  men  past  forty,  es- 
pecially those  who  lead  physically  rather  in- 
active lives,  those  who  are  overweight,  and 
those  who  have  had  an  illness  that  has  left 
them  weakened. 
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Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Paul  MacLeod Norwich 

John  Menustik,  Jr Plattsburgh 

Roger  C.  Bliss Hudson 

William  J.  McAuliffe Cortland 

Clarence  E.  Dungan Hancock 

James  K.  Kelley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

C.  Bradley  Sageman.  Saranac  Lake 

Merol  E.  Brickner GloversvUle 

David  B.  Johnson Batavia 

Edmund  Frede Athens 

Arthur  H.  Mulligan Herkimer 

Thomas  P.  Hamilton . . . Watertown 

Leo  S.  Drexler Brooklyn 

Louis  A.  Avallone Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Lynn  R.  Callin Rochester 

Philip  Cortese Amsterdam 

Jeff  J.  Coletti Old  Westbury 

Mdton  Helpern New  York 

William  R.  Lewis.  . . .Niagara  Falls 

Vincent  J.  deLalla,  Jr Utica 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Charles  J.  Bivona Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Hans  E.  Wilk Oneonta 

S.  Bernard  Ross Brewster 

Kurt  Rosenberg. . .Long  Island  City 

John  J.  Noonan Troy 

Robert  E.  Wolkwitz.  .Staten  Island 

J.  A.  Cohen Spring  Valley 

Richard  Hatch Potsdam 

Geo.  D.  Anderson  . Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Robert  Greenwald Cobleskill 

Fritz  Landsberg  ....  Watkins  Glen 

Bruno  Riemer Romulus 

John  S.  Wolff Corning 

L.  B.  Davis . . . Westhampton  Beach 

Sirkka  E.  Vuornos Liberty 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

Alfred  M.  Feldshuh.  . . . Kerhonkson 

Dominic  A.  Zurlo Glens  Falls 

Walter  S.  Bennett Granville 

Myron  E.  Carmer Lyons 

Thomas  C.  Jaleski . . . New  Rochelle 

G.  Stanley  Baker Castile 

Wilfred  D.  McCusker. . . .Penn  Yan 


John  J.  Phelan,  Jr Albany 

Kurt  Zinner Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Olean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  E.  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falls 

James  L.  Harrington ....  Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky.  . .Rochester 
Helen  M.  Blanchard. . . .Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

John  del  Campo Carmel 

Frank  W.  Farrell Flushing 

Thomas  R.  Engster Troy 

Edward  E.  Malarkey  Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  Dewell. . . .Cobleskill 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer , . Waterloo 

Milton  Tully Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried . . Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

James  Q.  Haralambie  Larchmont 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Salvatore  Tabacco Albany 

Kurt  Zinner WeUsville 

Francis  J.  Loperfido Bronx 

F,  Maurice  Breed Johnson  City 

Duncan  C.  Wormer Portville 

Robert  J.  Schaffer Auhurn 

C.  Otto  Lindbeck Jamestown 

A.  A.  Mitchell Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouve.s Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley  ....  Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond.  Johnstown 

James  McCutcheon Batavia 

Mahlon  A.  Atkinson Catskill 

Timothy  J.  Howard Newport 

James  L.  Harrington.  . . .Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn  . .Mount  Morris 

Robert  F.  Schramm Cazenovia 

Charles  D.  Sherman,  Jr..  .Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachau,  Jr.. Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse 

M.  Edgerton  Deuel  Geneva 

Earl  C.  Waterbury Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt  . . .Oswego 

John  M.  Constantine Oneonta 

Nathan  Sharove ...  Lake  Mahopac 

Victor  S.  Lait Flushing 

John  J.  Pohl Troy 

J.  J.  Silverman Staten  Island 

John  C.  Cardona Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore  Saratoga  Springs 
Kurt  H.  Meyerhoff  .Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer . . Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried ...  Livingston  Manor 

Paul  Zoltowski Waverly  / 

R.  Wendell  Davis Ithaca  2 

Lewis  M.  Neporent Kingston  I 

Francis  X.  Dever Glens  Falls  I 

Roy  E.  Borrowman  Fort  Edward  I 

Joseph  Asin Newark  I 

Maurice  L.  Woodhill . . Scarsdale  a 
Newland  W.  Fountain,  . . .Warsaw  I 
R.  J.  Harpending Penn  Yan  I 
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CLASSIFIED  RATES 

Effective  July  1,  J 962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 .00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


PRACTICES  FOR  SALE  OR  RENT 


PINEWOOD 


Wallet  A.  Thompson,  M.D.,  F.A.P.A. 

Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Kalonah,  N.V.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 


A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psycboanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


WBST  HMLL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 
For  oervous,  meoul,  drug  and  alcoholic  paticoes,  The  sanitarium  is 
beaucifulljr  located  in  a private  park  of  tea  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  scot  on  request. 

MRS.  HENRY  W.  LLOYD,  R.N.,  Administrator 
Telephone:  Kingsbrldge  9-8440 


HOLBROOK  MANOR 

Five  Acres  oi  Pinewooded  Grounds 

SENILE— AGED 

Non-secterisn,  dieUry  lews  obeerved 
Medical  Director,  O.  L.  Friedman,  M.D-,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRalaigur  7-2666 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  IV1.I>.,  Director 


RENT  OR  SALE.  ACTIVE  GENERAL  PRACTICE  IN 
New  Jersey  shore  area.  Can  introduce.  Leaving  to 
specialize.  Equipped  office  and  residence.  Negotiable 
terms.  Box  665,  % N.  Y.  St.  Jr.  Med. 


FOR  SALE:  ESTABLISHED  GENERAL  PRACTICE  IN 
rural  community  10  miles  between  Cortland  and  Ithaca, 
New  York.  House  and  4-room  equipped  office  in  center  of 
town.  $35,000  gross.  Physician  recently  deceased. 
Territory  desperately  in  need  of  general  practitioner. 
Box  667,  % N.  Y.  St.  Jr.  Med. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  « X-RAY  AVAILABLE 
Our  10-monlhi  day  eouria  includci  Intensive  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

MoauUScUooI 

Licensed  by  the  Stale  of  New  York  


LONG  ISLAND,  SOUTH  SHORE,  65  MILES  OUT, 
direct  on  highway.  General  practice  for  sale.  New 
home,  2 doctor  office  combination.  10,000  cash,  rest  easy 
terms.  Also  suitable  for  Internist.  Retiring.  Box  677, 
%N.  Y.  St.  Jr.  Med. 


RADIOLOGY:  ACTIVE  ESTABLISHED  OFFICE, 

modern  decor,  equipment  new.  Therapy.  Part-time 
hospital  available.  Downtown  location.  Large  upstate 
community.  Box  683,  % N.  Y.  St.  Jr.  Med. 


PRACTICE  WANTED 


COMPLETING  RESIDENCY  IN  OBSTETRICS  AND 
Gynecology  in  June,  1963.  Desire  Obs-Gyn.  practice,  or 
association.  Box  687,  % N.  Y.  St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  assures  good  results.  Free 
Service  first  18  days — rates  after  Free  Service  30%  on  ac- 
counts less  than  6 months  past  due;  33>/i%  less  than  a 
year;  35%  less  than  3 years  and,  50%  on  accounts  over  3 
years  old,  accounts  recovered  by  attorneys  and  on  the  first 
ten  dollars,  regardless  of  the  age  of  the  account.  Write  for 
Usting  forms — Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y. 
36. 


EQUIPMENT  FOR  SALE 


FOR  SALE:  USED  200  M.A.  100  K.V.  RADIOGRAPHIC- 
Fluoroscopic  combination  with  motor-driven  tilt  table,  floor 
to  ceiling  tube  stand,  spot  film  device.  Box  647,  % N.  Y. 


St.  Jr.  Med. 
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PEDIATRICIAN  or  general  practitioner  with  special 
interest  and  training  in  pediatrics  as  addition  to  team 
of  seven  pediatricians  in  comprehensive  medical  care 
group;  pleasant  New  York  City  suburb;  inititd  contract 
leading  to  partnership;  $13,700  per  annum  or  higher 
first  year;  send  full  curriculum  vitae  in  first  letter.  Box 
676,  c/o  N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
be  Board  eligible.  Write  Box  581,  % N.  Y.  St.  Jr.  Med. 


NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  is  a 240  bed  community  hospi- 
tal with  a high  caliber  and  well  organized  teaching  program 
and  a progressive  philosophy  regarding  internship  training. 
We  are  accepting  applications  for  July  of  1963  and  invite 
your  inquiries.  Address;  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New  York. 


GENERAL  PRACTITIONER  WANTED  TO  JOIN  A 
medical  group  of  three  General  Practitioners.  Partnership 
at  the  end  of  one  year.  Physician  must  be  under  40  years 
old.  Medical  group  is  in  New  York  State.  Please  forward 
resume  of  personal  and  medical  background.  Box  639, 
% N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER,  TO  JOIN  A FIVE  MAN 
group  in  fine  Southshore  Long  Island  residential,  resort 
community.  12,000/yr.  starting  salary  with  additional 
benefits.  Partnership  opportunity  after  two  years.  Per- 
sonal interview  required.  Box  652,  % N.  Y.  St.  Jr.  Med. 


UNIQUE  OPPORTUNITY  FOR  PHYSICIAN  SEEKING 
salaried  position.  Would  be  associated  with  exceptional 
staff  in  new  well-equipped  300  bed  general  hospital. 
Salary  and  benefits  liberal.  New  York  license  preferred. 
F.  W.  Furth,  M.D.,  Director  of  Medical  Services,  Com- 
munity Hospital,  Syracuse  15,  New  York. 


GENERAL  PRACTITIONER  TO  ASSOCIATE  WITH 
well  established  medical  group.  $12,000  per  annum, 
bonus  arrangement,  plus  opportunity  for  later  partnership. 
Write  or  call  Patchogue  Medical  Group,  1 Roe  Blvd., 
Patchogue,  N.  Y.,  GRover  5-3900. 


PEDIATRICIAN,  BOARD  CERTIFIED  OR  ELIGIBLE 
to  associate  with  young  busy  Pediatrician  in  Central  New 
York  community.  Quality  medicine;  time  oflF;  no  house 
calls;  no  investment.  Box  663,  % N.  Y.  St.  Jr.  Med. 


WANTED:  LICENSED  PHYSICIAN,  FULL  TIME, 

Home  for  the  Aged  in  Riverdale.  400  beds.  Salary  open. 
KI  9-8700,  ext.  61. 


OPHTHALMOLOGIST  WANTED  TO  ASSOCIATE 
with  busy  ophthalmologist  in  Binghamton  area.  Ex- 
ceptional opportunity  for  one  completing  residency  or 
man  up  to  age  45  seeking  relocation.  Would  consider 
generalist  interested  in  Ophthalmology.  Prospectus 
available  to  interested  and  qualified  party,  submitting 
details  as  to  medical  background.  Box  673,  % N.  Y.  St. 
Jr.  Med. 


GENERAL  PRACTITIONER  WANTS  AS  PARTNER 
1)  General  Practitioner,  rating  xcm-5  and/or  2)  Internist, 
Board  eligible,  still  doing  general  work,  specializing  later. 
Universitv  city  upstate  New  York.  Modern  large  office. 
Income  first  year  ca.  20,000.  Permanent.  Congenial 
person,  not  over  45  (take  over  later).  Full  personal  and 
educational  background  in  first  letter;  American  or 
foreign  trained.  Box  675,  % N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


CAN’T  MISS  OPPORTUNITY  FOR  MEDICAL  SPE- 
cialist.  No  specialist  in  the  area  that  includes  7 G.P.’s,  10 
dentists  & a podiatrist.  Lovely  7 room  home  with  sep- 
arate office,  across  from  a large  shopping  center.  Walk 
to  three  schools  and  church  at  apex  of  three  towns.  Call 
EDgewood  3-0222,  Westbury,  L.  I.,  New  York. 


FULL  TIME  PSYCHIATRIST  WANTED  FOR  120-BED 
hospital.  New  York  City.  Salary  range  $15-25,000  de- 
pending on  qualifications  and  experience.  Board  certifi- 
cation not  required.  Box  679,  % N.  Y.  St.  Jr.  Med. 


G.P.  TO  ASSOCIATE  WITH  TWO  OTHER  G.P.’s,  20 
miles  from  New  York  City.  Excellent  working  condi- 
tions and  hospital  facilities.  New  York  license  and  com- 
pleted military  service  required.  Remuneration  $14,000 
per  year.  Excellent  opportunity  for  partnership.  Box 
680,  % N.  Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST  QUALIFIED,  NEW  YORK  Li- 
cense. To  work  with  group  in  Jackson  Heights  territory. 
Write  Physicians  Hospital,  34-01  73rd  Street,  Jackson 
Heights,  72,  N.  Y.,  Attn;  Anesthesiologist. 


EDITOR-MEDICAL  WRITER:  MEDICAL  PUBLICA- 
tions  group  in  NYC  needs  M.D.  as  full-time  writer  and 
editor.  Experience  not  required.  Submit  resum5  and 
salary  requirements  to  Box  678,  % N.  Y.  St.  Jr.  Med. 


ENT  SPECIALIST  NEEDED.  TIME  AVAILABLE. 
Internist’s  office,  air  conditioned.  Cedarhurst  Medical 
Center,  Cedarhurst,  Long  Island,  CEdarhurst  9-8070. 


RHINEBECK— WANTED:  FULL-TIME  PSYCHIA- 

trist.  Private,  non-sectarian  residential  center  for  emo- 
tionall.v  disturbed  children,  located  in  a beautiful  area  90 
miles  from  NYC.  Easily  accessible  by  car  and  train. 
Challenging,  dynamically-oriented  treatment  and  re- 
search program  approv^  for  training  in  psychiatry, 
psychology,  and  social  work  in  newly  built,  up-to-date 
facilities.  Offers  unusual  opportunity  for  creative,  ener- 
getic young  man.  Duties  consist  essentially  of  super- 
vision of  psycho-therapy,  treatment  of  children  and  fami- 
lies, and  participation  to  staff  conferences.  Affiliations 
with  other  psychiatric  institutions  in  New  York  City  and 
Albany.  Opportunity  for  private  practice.  Must  have 
New  York  license.  Prefer  Board  certified,  but  will  con- 
sider Board-eligible  psychiatrist.  Minimal  experience  in 
treatment  of  children  desired.  Salary  dependent  upon 
qualifications,  minimum  $18,000,  one  month  vacation, 
retirement  plan.  Apply  to  George  Mora,  M.D.,  Medical 
Director,  The  Astor  Home  for  Children,  Rhineb^k,  New 
York. 


CENTRAL  NEW  YORK  COMMUNITY  OF  50,000 
population  and  growing,  needs  Radiologist  and  Pedia- 
trician. Modern  air-conditioned  professional  building 
available.  Superior  school  system  in  area.  Box  686, 
%N.  Y.St.  Jr.  Med. 


GENERAL  PRACTITIONER  NEEDED  IMMEDI- 
ately.  Finger  Lakes  region  of  New  York  State.  New  50 
bed  hospital,  full  staff  privileges.  Unusual  opportunity 
for  energetic  young  man.  Financing  available.  Box 
684,  % N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— MALE  & FEMALE.  Li- 
censed, for  children’s  camps,  July-Aug.  Good  salary,  free 
placement.  350  member  camps.  Dept.  P.,  Association 
Private  Camps,  55  West  42  St.,  New  York  36. 


ADDITIONAL  CLASSIFIED  ADS 
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REAL  ESTATE  FOR  SALE  OR  RENT 


COMMACK  MEDICAL  ARTS 
160  COMMACK  ROAD.  COMMACK,  L.I.,  N.Y. 
FOR  RENT:  MEDICAL  SUITES  AVAILABLE  IN 

modern  air-conditioned  building  with  own  parking  facili- 
ties. Suites  occupied  include  established  medical  practices. 
Tel.  FOrest  8-1636. 


SPACE  TO  RENT:  SHARE  SUITE  IN  NEW  MEDICAL 

budding  near  Central  General  Hospital,  Plainview,  L.I. 
CaU  GE  3-7177  before  9 P.M. 


FOR  SALE:  DECEASED  DOCTOR’S  MODERN 

home-office  combination  (Phillips  X-Ray)  in  growing  com- 
munity in  Putnam  County.  $16,000.  Phone  EN  2-6015, 
New  York  City,  or  write  Box  646,  % N.  Y.  St.  Jr.  Med. 


FOR  SALE:  SEVEN  ROOM  OFFICE  IN  FASTEST 
growing  community  in  Orange  County.  General  prac- 
titioner, or  two,  or  imost  any  specialty  would  do  well  here. 
Excellent  location.  Present  owner  is  moving  to  Southwest 
after  20  years  large  general  practice.  Fully  equipped,  in- 
cluding X-Ray,  if  purchased  before  mid-January,  or  leased 
with  option  to  buy.  Otherwise,  building  only.  Reason- 
ably priced,  reasonable  terms.  Anxious  to  seU  to  doctor 
rather  than  as  a business  property.  Apt.  above  office 
easily  rented.  J.  Russell  Moser,  D.O.,  127  Stage  Road, 
Monroe,  N.  Y.,  or  Arons  Real  Estate,  Monroe. 


PEARL  RIVER,  NEW  YORK— ROCKLAND  COUNTY. 
4 room  suite,  new,  small  professional  building,  air-cond., 
center  of  town,  private  parking  lot.  Rent  $150.  Phone 
914  Elmwood  9-2910. 


DOCTOR’S  OFFICE,  COMPLETELY  EQUIPPED  AND 
beautifully  furnished,  in  elegant  Town  House,  now  avail- 
able. Trained  receptionist,  24  hour  telephone  service. 
Your  name  plate  outside  building;  adjoining  laboratory, 
reasonable  rental.  Madison  Medical  Center,  39  East  67th 
Street,  New  York,  New  York.  Circle  5-5857. 


DENTIST  WILL  RENT  PROFESSIONAL  APART- 
ment;  591  square  feet,  in  new  luxury  building  in  East  60’s. 
Private  entrance.  Will  partition.  EL  5-0223. 


CITY  LINE,  QUEENS-NASSAU.  NOW  RENTING  OF- 
fices  North  Shore  Professional  Building.  HI  5-8212 
255-17  Northern  Blvd.,  Little  Neck,  L.I. 


FINEST  PROFESSIONAL  BUILDING  OPPOSITE  HOS- 
pital.  Western  Suffolk  County  agent.  516  MO  5-4411. 


ROCKVILLE  CENTRE— COLONIAL  HOME;  AT- 
tached  office,  4 rooms,  darkroom,  secretary  station,  bath. 
Box  31,  Oceanside,  N.  Y. 


RADIOLOGIST  WILL  SHARE  HIS  WELL  EQUIPPED 
and  staffed  air-conditioned  offices  with  another  radiologist. 
Professional  building.  East  Side  Manhattan.  Rental  basis 
or  partnership.  Butterfield  8-1880. 


MODEL  HOUSE  FOR  SALE 

At  the  crossroads  of  the  South  Shore,  Merrick  Ave.  and 
Merrick  Road,  Merrick,  L.  I.  Established  Hi-income 
area.  Ideal  for  Professional. 

MERRICK  OAKS 

Phone:  (516)  MA  3-2276 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
CH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 


RADIOLOGIST,  EXPERIENCED,  VERY  WELL 
qualified,  early  40’s.  desires  association.  Box  641,  % N.  Y. 
St.  Jr.  Med. 


SOLO  G.P.,  38,  MALE,  ENERGETIC  AND  PERSON- 
able.  U.S.  horn  and  trained.  Seeks  association  with 
busy  group  or  partnership.  Box  664,  % N.  Y.  St.  Jr.  Med. 


YOUNG  INTERNIST,  BOARD  ELIGIBLE  WI’TH 
private  practice  experience,  interested  in  affiliation  with 
established  Internist.  Box  670,  % N.  Y.  St.  Jr.  Med. 


OBSTETRICIAN-GYNECOLOGIST,  AGE  31,  BOARD 
eligible,  university  trained,  desires  association.  Box 
671,  % N.  Y.  St.  Jr.  Med. 


SURGEON— BOARD  ELIGIBLE,  AGE  31,  SEEKS  As- 
sociation with  established  surgeon  or  group.  Military 
service  completed.  Box  681,  % N.  Y.  St.  Jr.  Med. 


INTERNIST,  NEW  YORK  STATE  LICENSE,  10  YEARS 
experience  as  steel  plant  physician,  seeks  position,  indus- 
trial or  insurance;  Long  Island  or  New  York  City  area. 
George  Hoeltzer,  M.D.,  428  Parkside  Avenue,  Buffalo  16, 
N.Y. 


INTERNIST,  BOARD  ELIGIBLE,  DESIRES  AFFILIA- 
tion  with  group  or  individual  practice.  New  York  City  or 
suburban  area.  Box  688,  % N.  Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  NEW  YORK  LICENSED;  Po- 
sition wanted,  full  or  part  time.  Box  682,  % N.  Y.  St.  Jr. 
Med. 


INTERNIST,  31  MARRIED,  UNIVERSITY  TRAINED, 
desires  association  with  other  physician  or  group  in  New 
York  City  area.  Box  685,  % N.  Y.  St.  Jr.  Med. 


NIMS 

NATIONWIDE  IMPROVED  MAIL  SERVICE  PROGRAM 

HELP  THE  POST  OFFICE  SPEED  YOUR  LETTERS 

MAIL  EARLY  IN  THE  DAY— BEFORE  NOON! 
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but  it  can  help  you  relieve 
the  suffering  of  your  patient 
in  PAIN  . . . 

by  reducing  the  anxiety  and  fear 
that  intensify  pain 

by  potentiating  analgesics — enabling 

>~T~'1  , ® , f 1 , you  to  reduce  narcotic  dosage  by 

1 noraztne  is  not  an  analgesic  50  to  75% 

brand  of  chlorpromazine  and  by  controlling  nausea  and  vomiting 

'Thorazine'  is  particularly  useful  in 
the  severe  pain  seen  in  your  cancer, 
surgical,  and  obstetrical  patients. 

It  is  available  in  a wide  variety  of 
dosage  forms,  including  injection, 
Spansule®  sustained  release  capsules, 
suppositories,  syrup  and  tablets. 

For  prescribing  information,  please 
see  PDR  or  SK&F  literature. 


626 


IBETA-CHLOR  TABLETS 

CHLORAL  BETAINE 

offer  the  proved  advantages  of  chloral  hydrate' with 
virtual  elimination  of  gastrointestinal  side  effects" 

The  active  component  of  Beta-Chlor  is  chloral  hydrate,  which,  unlike  the  barbiturates, 
produces  its  effect  essentially—  □ without  agitation®  □ without  excitement®  □ without 
I morning  hang-over®  □ without  confusion®  □ without  depression  of  respiration  rate^ 

□ without  changes  in  blood  pressure^ 


Dosage  and  Administration ; 1 or  2 Beta-Chlor  “500”  Tablets, 
15  to  30  minutes  before  bedtime.  Beta-Chlor  “250”  Tablets  are 
recommended  for  daytime  sedation  and  for  children.  Caution: 
Doses  in  excess  of  recommended  dosage  should  be  administered 
with  caution  to  patients  with  severe  cardiac,  hepatic,  or  renal 
impairment.  Side  Effects .-  Side  effects  such  as  gastric  irritation 
and  excitement  have  been  reported  only  infrequently.  Tolerance 
and  habituation  have  not  been  reported.  Supplied;  Beta-Chlor 
“250”  Tablets  (light  green)  each  containing  435  mg.  of  chloral 
betaine  (equivalent  to  250  mg.  of  chloral  hydrate),  and 
Beta-Chlor  “500”  Tablets  (dark  green),  each  containing  870  mg. 
of  chloral  betaine  (equivalent  to  500  mg.  of  chloral  hydrate). 


Bottles  of  100.  Additional  professional  information  available  on 
request  from  the  Medical  Department,  Mead  Johnson  Labora- 
tories. Evansville  21,  Indiana. 

References;  (1)  Ravetz,  E.:  Current  Therap.  Res.  5 ;75-80  (Feb.) 
1963.  (2)  Morrison,  B.  O.,  and  Bernheim,  E.:  accepted  for  pub- 
lication : J.  Am.  Geriatrics  Soc.  (3)  Current  Concepts  in  Therapy; 
New  England  J.  Med.  255:706  (Oct.  11)  1956.  (4)  Goodman, 
L.  S.,  and  Gilman,  A. ; Pharmacological  Basis  of  Therapeutics, 
ed.  2,  New  York,  The  Macmillan  Company,  1956,  pp.  163-166. 

©I9S3  MEAD  JOHNSON  » COMPANY,  EVANSVILLE  21,  INDIANA  0426S 
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Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


all  things  ennsiderefl 

in  bronohitis— Considering  the  pattern  of  mixed  bacteria,  localized  or  diffuse  in- 
volvement, potential  underlying  disease,  and  the  need  to  allay  symptoms  and  ease  respira- 
tory/cardiac function ...  physicians  often  include  declomycin  in  the  course  of  therapy. 
DECLOMYCIN  produces  activity  levels  higher  than  those  of  other  tetracyclines... at  lower 
dosage... and  maintains  them  during  the  entire  course  of  treatment  without  significant 
fluctuation. 


This  activity  is  prolonged  24  to  48  hours  after  the  last  dose,  helping  to  protect  against 
relapse. 


he 

ecinion 
i for 


Over  the  wide  range  of  everyday  infections— respiratory,  urinary  and  most  others— 
in  the  young  and  the  aged— the  acutely  or  chronically  afflicted— declomycin  provides 
the  “extra  dimension”  in  broad  spectrum  control. 

For  adults:  Capsules,  150  mg.  and  75  mg.  For  children:  cherry-flavored  Pediatric  Drops,  60  mg./cc., 
and  cherry-flavored  Syrup,  75  mg./5  cc.  Request  complete  information  on  indications,  dosage,  precau- 
tions and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 


CLOMYCIN 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River,  N.Y. 
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719  So-Called  Bleeding  Ulcer  Proving  to  Result  from  Arsenic  Poisoning 
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In  acne-24-hour-a-day  skin  care 
with  antibacterial  pHisoHex^ 

* (contains  3%  hexachlorophene) 


In  acne,  pHisoHex,  antiseptic  detergent,  provides 
continuous  antibacterial  action  against  the  infec- 
tion factor.  With  exclusive,  frequent  use,  pHisoHex 
builds  up  an  effective  antibacterial  film  on  the 
skin  that  resists  rinsing— lasts  from  wash  to  wash. 
pHisoHex  augments  any  other  therapy  of  acne. 

When  pHisoHex  was  used  for  washing  by  42 
patients  with  acne,  “the  results  were  uniformly  en- 
couraging. . . .”1  “No  patient  failed  to  improve.”* 

pHisoHex  cleans  the  skin  of  acne  patients  better 
than  soap  because  it  is  forty  per  cent  more  sur- 
face active.  It  is  a powerful  emulsifier  of  oil,  an 
action  particularly  beneficial  in  acne.  Moreover, 
it  cleans  the  orifices  of  the  sebaceous  glands, 
sweat  glands  and  hair  follicles  more  rapidly  and 
more  thoroughly  than  soap.  pHisoHex  lacks  the 


potentially  harmful  qualities  of  soap.  It  is  non- 
alkaline,  nonirritating  and  hypoallergenic.^ 

For  acne,  prescribe  pHisoHex— and  get  improved 
results. 

pHisoAc®  Cream  dries,  peels  and  masks  lesions. 
Use  it  with  pHisoHex  washings  to  help  prevent 
comedones,  pustules  and  scarring.  Contains  col- 
loidal sulfur  6 per  cent,  resorcinol  1.5  per  cent 
and  hexachlorophene  0.3  per  cent. 

pHisoHex  is  available  in  unbreakable  squeeze 
bottles  of  5 oz.  and  1 pint  — and  in  combination, 
package  with  pHisoAc  Cream. 

1.  Hodges,  F.  T.:  GP  14:86,  Nov.,  1956. 

2.  Guild,  B.  T. : Arch.  Dermal.  51:391,  June,  1945. 

LABORATORIES 
New  York  18.  N.Y. 
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As  Natasha  posed  for  her  portrait. . . 


The  artist  solved  his  with  paint.  »♦ 


and  a doctor  solved  hers  with  Antivert. 


MODERATE  TO  COMPLETE  RELtEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of 
vestibular  dysfunction,  with  nicotinic 
acid,  a drug  of  choice  for  prompt 
vasodilation.  Side  reactions,  usually 
only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to 
vasodilation  produced  by  nicotinic  acid. 
As  with  all  vasodilators,  Antivert  is 
contraindicated  in  severe  hypotension 
and  hemorrhage.  For  complete  pre- 
scription information,  consult  product 
brochure.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s 
syndrome  and  allied  disorders. 

♦Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 


Antivert' 
stops  vertigo 


...and  for  your  geriatric  patients: 

NEOBON^ 

See  Physicians'  Desk  Reference  ' 
for  prescription  information. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


Antivert  stopped  the  vertigo; 
but  it  couldn't  stop  the  artist 
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Now!  Obtain  patient  cooperation  by... 

taking  the  deprivation  out  of  dieting! 

Even  700  calories  per  day  lets  patients  enjoy  delicious  meals 
with  MOTT'S  FIGURE  CONTROL  FOODS! 


Here  is  a new  kind  of  diet  you  can  offer  pa- 
tients—familiar,  tasty  foods  of  excellent  qual- 
ity, for  meals  that  are  a pleasure  to  eat,  yet 
low  in  calories,  fat  and  carbohydrates. 

The  60  Mott's  Figure  Control  Brand  Foods 
were  developed  to  fit  the  most  broadly-ac- 
cepted and  proven  diet  concept.  They  offer  a 
prudent  diet,  reduced  in  calories  an  average 
of  50%,  mostly  through  the  reduction  of  hard 
fats  (the  saturated  type),  and  carbohydrates. 
A patented  non-caloric  sweetener  is  used  in 
the  extra-fine  quality  fruits  and  desserts,  pro- 
viding satisfying  sweetness  without  extra  cal- 
ories. Natural  fruit  sugars  remain  intact. 

Patients  on  low-cholesterol  diets  may  now 
enjoy  low-fat  beef  dishes,  ready  to  heat  and 
eat.  Where  additional  polyunsaturates  are  in- 
dicated, you  may  wish  to  suggest  adding 
polyunsaturated  oils  to  the  sauces.  Those  pa- 
tients who  need  drastic  calorie  reduction  in 
carbohydrates  will  find  it  in  Figure  Control 
Fruits,  Juices,  Preserves  and  Desserts. 

Calorie  counts  as  well  as  carbohydrates, 
protein  and  fat  proportions  of  each  product 
appear  on  its  Figure  Control  label.  The  wide 
variety  of  Figure  Control  Foods  at  local  super- 
markets makes  meal  planning  easy  for  pa- 
tients. 

MOTT’S  FIGURE  CONTROL®  BRAND  FOODS 

CUT  CALORIES,  FAT  AND  CARBOHYDRATES 


HERE  ARE  TYPICAL  700  CALORIE  PER  DAY  MENUS 
BREAKFAST:  Figure  Control  Breakfast  Drink,  high  in 
Vitamin  C,  Farina  with  Figure  Control  Preserves  or 
Maplette  Syrup,  Coffee  with  Figure  Control  Sweetener. 
Calories -about  95.  "Regular"  food  calories  would  be 
about  235. 

LUNCH:  Figure  Control  Fruits  with  Cottage  Cheese, 

Figure  Control  French  Dressing  or 

Figure  Control  Chopped  Chicken  Livers  on  Rye  Bread 

Slice  with  Cole  Slaw,  Figure  Control  Whipped  Dressing. 

Black  coffee  or  tea  with  Figure  Control  Sweetener. 

Calories-about  220.  "Regular"  food  calories-about 

400-600. 

DINNER:  Shrimp  in  Figure  Control  Spaghetti  Sauce. 
Figure  Control  Chicken  a la  King  or  Figure  Control  Braised 
Beef  and  Vegetables.  Salad  with  Figure  Control  Italian 
Dressing,  Figure  Control  Pears  with  Figure  Control  Choc- 
olate Topping.  Black  coffee  or  tea  with  Figure  Control 
Sweetener. 

Calories-about  350.  "Regular”  food  calories  would  be 
about  720. 

NOTE:  For  more  gradual  weight  loss,  reduce  calories 
daily  by  substituting  two  or  more  Figure  Control  Foods 
for  "regular”  foods  in  menus. 

For  your  free  jar  of  Figure  Control  Foods  plus  easy 
menu  guidance  for  patients  use  this  handy  order  form: 
I 

I FIGURE  CONTROL  FOODS 
I Duffy-Mott  Company 
j 370  Lexington  Avenue 
j New  York  17,  New  York 

j Please  send  free  jar  of  Figure  Control  Foods 

I together  with free  copies  of  Your  Weight 

I Control  Plan. 

Dr. 


Address 

City Zone State. 
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...WITH  METHEDRINE' SHE  CAN  HAPPILY  REFUSEI 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  "our  drug  of  choice  has 
been  methedrine . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed. and  because  undesirable  peripheral  effects  are  significantly  minimized  or 
entirely  absent.”  oougias,  h.  west.j.surg.  59:238  (May>  1951. 


‘METHEDRINE’ 


brand  Methamphetamine  Hydrochloride 


Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 


Literature  available  on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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I or  complicated 
hypertension 
responds  to 


•ith  STEP-BY-STEP  reduction  (no  sudden 
1 ^ops^'^)  of  elevated  blood  pressure  □ re- 
ef of  associated  headache,^-"  dizziness, 
dema,^-"  anxiety  and  tension'  □ simplified 
josage  (twice  daily)... long-term  economy 

Vith  new  Naquival  there  are  no  reported  toxic  effects*  ® side 
i -fects  are  minor  and  infrequent,’"®  and  salt  restriction’’®  or 
j ijded  potassium’  is  rarely  needed.) 

tiupplied:  Naquival  Tablets,  containing  4 mg.  trichlormethiazide 
■ nd  0.1  mg.  reserpine,  bottles  of  100. 

t i:eferences:  U)  Ernst,  E.  M.:  Current  Therap.  Res.  3:167,  1961. 
12)  Starling,  R.  J.:  J.M.A.  Georgia  50:442,  1961.  (3)  Sprogis,  G.  R.: 
Current  Therap.  Res.  3:393,  1961.  (4)  Coffee,  H.  L.:  Clin.  Med. 
59:1561, 1962.  (5)  Mattey,  W.  E.:  Indust.  Med.  31:33, 1962. 


Reduces  elevated  blood  pressure 
while  providing  symptomatic  re- 
lief...permits  more  normal  activ- 
ities...liberalizes  salt  intake... in 
severe  hypertension,  potentiates 
other  antihypertensives. ..as  a di- 
uretic, controls  edema  with  mini- 
mal, once-daily  dosage. 

Supplied:  Naqua  Tablets,  2 and  4 mg.,  scored,  bot- 
tles of  100  and  1000. 

For  complete  details  concerning  Naquival  and 
Naqua.  consult  Sobering  literature  available  from 
your  Sobering  Representative  or  Medical  Services 
Department,  Sobering  Corporation,  Bloomfield,  N.  J. 
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Deltasmyl 

gives  safer  steroid  protection  from  asthma 


The  aim  of  therapy  in  asthma  should  be 
relief  of  bronchospasm  by  means  of 
decongestant  and  bronchodilating 
agents  plus  prednisone.  When  long- 
continued  prednisone  treatment  is  de- 
sirable, “the  use  of  bronchodilator 
medication  and  other  allied  drugs  should 
be  continued  in  order  to  decrease  the 
dosage  of  the  steroid  hormone  to  a mini- 
mum.” (Barach,  A.L.  and  Bickerman, 
H.A.:  Pulmonary  Emphysema,  Balti- 


more, The  Williams  and  Wilkins  Com- 
pany 1956,  p.  523.) 

One  Deltasmyl  tablet  provides  the 
smallest,  safest  dose  of  prednisone  (1.5 
mg.),  augmented  by  theophylline  (120 
mg.),  ephedrine  HCl  (15  mg.),  and 
phenobarbital  (8  mg.),  protects  against 
asthma  for  about  4 hours.  Not  more 
than  six  tablets  should  be  taken  in  24 
hours.  Bottles  of  50  tablets. 


-{  Roussel  )- 


Roussel  Corporation,  155  East  44th  St.,  New  York  17 


T 
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White's^ 

Cod  Liver  OH 

Concentrate 

Drops 

With  Added  Vitamin  D3 


For  infants,  essential  vitamins  A and  D at  only  a penny 
a day!  Only  two  drops  a day  of  White’s  Cod  Liver  Oil 
Concentrate  provide  an  economical,  therapeutically 
sound  way  to  give  infants  vitamins  A and  D.  Each 
White’s  Cod  Liver  Oil  Concentrate  Drop  provides  1,560 
units  of  vitamin  A and  312  units  of  vitamin  D (equiva- 
lent to  one  teaspoonful  of  Cod  Liver  Oil,  N.F.).  Usual 
prophylactic  dose:  2 to  4 drops  daily.  Supplied:  drop- 
per bottles  of  6 cc.,  30  cc.  and  50  cc. 


WHITE  LABORATORIES  INC./Nenllworlli.  Naw  Jiriiy 

PROGRESS  THROUGH  RESEARCH 


641 


Relieves  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record  of 
safety  with  which  Miltown  relieves  anxiety  and 
anxious  depression  — the  type  of  depression  in 
which  either  tension  or  nervousness  or 
insomnia  is  a prominent  symptom  — has  been 
clinically  authenticated  time  and  again  during 
the  past  seven  years.  This,  undoubtedly,  is  one 
reason  why  physicians  still  prescribe  meproba- 
mate more  often  than  any  other  tranquilizer 
in  the  world. 


Miltowir 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  toblets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar- 
coated  tablets;  bottles  of  50.  Also  os 
MEPROTABS®— 400  mg.  unmorlted,  coated  tablets; 
and  in  susfotned-re/eose  copsules  as 
MEPROSPAN®-400  and  MEPROSPAN®-200  (con- 
taining respectively  400  mg.  ond  200  mg. 
meprobamate). 

WALLACE  LABORATORIES /Cran6ury,iV./. 


Clinically  proven 
in  over  750 
published  studies 


IActs  dependably  — 
without  causing 
ataxia  or  altering 
sexual  function 


2 


Does  not  produce 
Parkinson-like 
symptoms  or 
liver  damage 


3 


Does  not  muddle 
the  mind  or  impair 
physical  activity 


CM-797S 


= Toot!  We  have  a nice  little  bargain,  too.. 


Accustomed  as  we  are  to  talking  about  purity, 
potency,  stability,  things  like  that,  we  thought 
you  might  like  to  know  that  mothers  can  make 
a nice  saving  on  Vi-Daylin  Chewables  for  the 
next  few  weeks.  Nothing  complicated.  She 
buys  a bottle  of  100  at  the  regular  price.  She 
gets  a bottle  of  30  free.  Big  deal?  Well,  not  a 
bad  one.  It  means  she’sgetting  her  Vi-Daylin  for 
less  than  3?!  per  daily  dose  per  child. 

You  might  find  some  vitamins  some- 
where that  would  cost  even  less. 

But  will  the  youngsters  take  them? 

Vi-Daylin— Vitamins  A,  D,  Bi,  B2,  Be,  B12,  C, 
and  Nicotinamide,  Abbott  .o.or. 


i 


SUCARYL —Abbott’s 
Non-Caloric  Sweetener. 
VI-DAYLIN— Vita- 
mins A,  D,  Bi,  Bz,  Be, 
Bi2,  C,  and  Nicotina- 
mide, Abbott. 


These  Chewables  Taste  as  Good  as  They  Look] 

(AND  THEY’RE  SUGAR-FREE,  THANKS  TO  SUCARYL®) 


First  cousin  to  an  orange.  Next  door  neighbor 
to  a lemon— that’s  new  Vi-Daylin®  Chew- 
able  with  Entrapped  Flavor. 

They  look  like  footballs  and  smell  like 
candy  and  you’ve  never  tasted  a chewable 
vitamin  quite  like  them.  What  surprises  you 
is  not  so  much  what  you  taste  as  what  you 
don’t  taste.  Vitamins.  They  simply  don’t 
come  through— either  in  taste  or 
aftertaste.  Even  the  riboflavin 
is  trapped  and  civilized 


Our  dual  coating  process  does  it— seals" 
the  raw  vitamin  tastes,  protects  the  dehcate  * 
flavoring  agents.  Releases  the  sweet  citrus 
flavor  in  the  mouth,  the  vitamins  in  the  g-i  ■ 
tract.  With  both  vitamins  and  flavors  en- 
trapped, there’s  just  no  chance  of  the  tablets 
turning  musty  in  the  bottle. 

Rational  formula.  And  sweet- 
ened with  sugar-free  Sucaryl. 

If  they  look  good  to  you,  imag- 
ine what  youngsters  will  think. 


If  you  have  a friend  practicing  in  Hohokus  or 
Muskogee,  why  not  send  him  a gift  subscription  to 
the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE? 

Gift  subscriptions  are:  $5.00  for  the  first  year,  $7.50  thereafter 

You’re  not  limited  to  a single  gift  subscription.  You  can,  as  a matter 
of  fact,  make  use  of  this  offer  to  give  tv/o  or  three  old  school  friends  a 
chance  to  read  your  Journal — no  matter  where  they  are.* 


* Friends  in  such  places  as  Tierra  del  Feugo  or  Timbuktu 
will  require  added  foreign  postal  charges  of  $1.50  a 
year. 


P.S.  If  you  don’t  happen  to  be  one  of  our  fortunate  members,  you  can 
also  treat  yourself  to  the  same  special  introductory  subscription  rate. 
Mail  your  order  to:  New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  1 7,  N.  Y. 


PLEASE  SEND  A SPECIAL-RATE  INTRODUCTORY  SUBSCRIPTION  TO: 

Name 


Address. 


City  & State. 


Name 

Add  ress 

City  & State__ 

I I Enclosed  is  $5.00  for  the  first  year  (Regularly  $7.50) 

I I Enclosed  is  $18.00  for  the  first  three  years  (Regularly  $22.50) 

I I Plus  $1.50  for  foreign  addressee. 
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Conclusions  of  Nationwide  Survey:  Report  I 


1,  Even  after  five  years  of  general  use,  Tao,  of 
the  antibiotics  tested,  demonstrated  greatest  ac- 
tivity against  respiratory  streptococci  and  staphy- 
lococci (3,332  cultures). 

2.  Overall  results  showed  a higher  percentage 
of  susceptibility  among  these  common  pathogens 
to  Tao  than  to  the  other  antibiotics.  Susceptibility 
to  Tao  was  greatest,  not  only  in  respiratory  strep- 
tococci and  staphylococci,  but  also  in  these  organ- 
isms isolated  from  skin  and  soft  tissue  (3,423  cul- 
tures), genitourinary  and  gastrointestinal  tracts 
and  other  sources  (2,458  cultures).  Susceptibility 
was  equal  to  all  antibiotics  tested  in  pneumococci 
from  unspecified  sources  (463  cultures),  and  less 


to  Tao  in  H.  influenzae  from  unspecified  sources 
(196  cultures). 

3.  Tao  has  been  used  for  five  years  without 
development  of  predictable  cross  resistance. 
In  1958  and  1961,  approximately  73%  and  70%, 
respectively,  of  erythromycin-resistant  problem 
staphylococci  showed  susceptibility  toTao.^"'*  The 
present  study  confirms  the  continuing  high  degree 
of  Tao  activity  even  against  these  pathogens.  Of 
1,592  cultures  of  erythromycin-resistant  staphy- 
locoeei,  68%  were  susceptible  to  Tao,  while  in  the 
reverse  situation,  only  33%  of  768  Tao-resistant 
staphylococci  were  susceptible  to  erythromycin. 


Report  II 

Specific  analysis  of  3,332  cultures  of  streptococci  and  staphylococci 
isolated  from  the  ear,  nose,  throat,  and  lower  respiratory  tracts 


TAO 


TETRACYCLINE 


Report  I demonstrated  the  susceptibility  of  9,872  cultures  of  common  pathogens  to  five  antibiotics 
(chloramphenicol,  erythromycin,  penicillin,  tetracycline,  Tao).  The  report  concluded  that  Tao 
showed  the  greatest  overall  in  vitro  effectiveness  against  these  bacteria  isolated  from  patients.* 


Report  II 


Respiratory 
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Capsules  • Ready-Mixed  Oral  Suspension  • 

Pediatric  Drops  • Parenteral  {ae  oleandomycin  phosphate) 


they  never  even  had  a chance  to  complain  about  the  cost  of  drugs 


Walk  through  any  older  cemetery,  and  you  will  find 
the  same  ugly  story  repeated  many  times.  Died,  age 
30  years . . . died,  age  8 years . . . died,  age  6 months. 

Sometimes,  you  will  see  evidence  of  entire  families 
being  struck  down  almost  simultaneously.  You 
wonder,  was  it  influenza?  Diphtheria?  Infectious 
diarrhea?  Or  a host  of  other  diseases  whose  very 
names  were  synonymous  with  terror? 

You  will  see,  “Died,  age  22  — childbirth.” 

There  are  many  reasons  why  you  don’t  see  a 
continuation  of  these  tragic  stories  today -not  the 
least  of  which  has  been  the  dedication  of  American 
physicians  and  the  quality  of  medical  education.  And 


another,  we  sincerely  believe,  has  been  the  quality 
of  medicines  which  have  been  made  available. 

Yet,  the  value  of  independent  drug  research  has  been 
seriously  challenged -research  which  has,  in  the 
past  30  years  alone,  helped  to  add  nearly  10  extra 
years  to  the  average  lifespan  in  the  United  States. 
Yet,  because  the  cost  of  the  search  must  be 
reflected  in  the  price  the  patient  pays  for  a 
prescription,  is  it  too  expensive  to  continue? 
Unfortunately,  perhaps  those  who  might  have  the 
best  answer  can  offer  only  silent  testimony. 

This  message  is  brought  to  you  on  behalf  of  the 
producers  of  prescription  products. 


A reproduction,  for  display  in  your  waiting  room,  is  available.  Write: 

PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


BALANCED  THERAPY  FOR  C H OLESTE  R 0 L- PHOS  PH  OLI  PI  D IMBALANCE... 


IN  ATHEROSCLEROSIS,  OTOSCLEROSIS,  VITREOUS  OPACITIES,  LIVER  DISORDERS 

Extensive  clinical  experience  using  Lipozyxne  and  Betazyme*  has  demonstrated  the  superior  response 
of  patients  with  degenerative  diseases  to  the  balanced  therapeutic  approach  provided  by  these  two 
enzyme  preparations.  Administered  concurrently,  they  act  effectively  to  reverse  the  biochemical  im- 
balance, in  which  hypercholesterolemia  is  induced  by  disturbed  cholesterol-phospholipid  metabolism.^'^’^ 


LIPOZYME  TABLETS 

Lipozyme  Tablets  supply  correctly  bal- 
anced proportions  of  lipotropic  factors: 
choline,  methionine,  and  inositol  (approx- 
imately one  gram  total  per  tablet),  to 
reduce  the  cholesterol  levels  of  the  blood. 


BETAZYME  TABLETS 

Betazyme  Tablets  supply  balanced 
amounts  of  oxytropic  factors:  all  the  B vita- 
mins, cocarboxylase,  yeast  enzymatic  hydro- 
lysate, divalent  minerals  and  amino  acids, 
to  promote  cellular  oxidation  processes. 


DOSAGE:  One  tablet  of  each  t.i.d.,  after  meals.  SUPPLIED:  Bottles  of  100  tablets 


Samples  and  Professional  Information  on  Request 

BARROWS  BIOCHEMICAL  PRODUCTS  CORP.  INWOOD,  LONG  ISLAND,  NEW  YORK 


BARROWS 


Blotliaoilcils  • Himtactirlii  CtMists  • Pharaatiilicals. 


1.  Cgctrs.  H.t  "Lipotropic  tuth 
ttancfs  for  tho  absorption  of 
vitraous  opaeltlas."  Naw  York  St 
i.  Mad.  51>2255.  1951. 


•REFERENCES 

2.  KoptUky,  $.  J.t  "Ravarul  of 
tfia  bloehamical  procasfaa  in 
cam  of  cochlaar  and  vaatibular 
dysfunction,"  J.  loL  Coil.  Surg. 
I3il39,  1^ 


3.  Tuttle,  E.S  "Methods  of  tho 
early  dalormlnatlon  of  atharo* 
sclerosis  and  preventive  maas* 
liras,"  J.  Ins.  Med.  5:4. 1950. 
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in  very  special  cases 
a very  superior  brandy... 
specify 


HEMNESSY 


Hennessy  Bras  Arme  trade^^®*^ 


“■  ; the  finest  quality 


Free  to  Physicians 

West-ward’s 
"Physician’s  Index  to 
Generic  Name  Prescribing’’ 

Containing  a therapeutic  index  for  guidance 
to  the  Physician  in  prescribing  West-ward’s 
quality  controlled  generic  name  products. 


West-ward,  Inc.  745  Eagle  Ave.,  Bronx  56,  N.Y. 

Please  forward  my  free  copy  of  West-ward’s 
“Physicians’  Index  to  Generic  Name  Prescribing” 

name MD 

address 

city state_ 

NYS  3-1 
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When  you  want  the  highest  possible 
tissue  concentrations  of  corticosteroid 
without  delay 


■1)1  highly  soluble  hydrocortisone  ester 
that  produces  higher  steroid  plasma  levels 


New  CORTIPHATE  injectable  is  always  in  solution,  always  ready  to  use  and  stable  at 
room  temperatures.  It  is  the  most  soluble  hydrocortisone  ester  available.  You  may  inject 
CORTIPHATE  rapidly  through  small  bore  needles  by  any  route  indicated:  I.V.,  I.M., 
subcutaneously  or  intrasynovially.  On  every  count,  CORTIPHATE  is  uniquely  suitable 
whenever  rapid,  intense  hormonal  effect  is  demanded.  ■ You  may  obtain  complete  infor- 
mation about  CORTIPHATE  injectable  from  our  Professional  Service  Department. 

I.  Melby,  J.  C.,  and  Silbar.  R.  H.;  Am.  Pract.  & Digest  Treat.  12:156  (March)  1961.  2.  Melby.  J.  C.,  and  St.  Cyr,  M.:  Metabolism  10:75, 1961 


TRAVENOU  LABORATORIES,  INC.  Division  of 
BAXTER  LABORATORIES,  INC.  Morton  Grove,  Illinois 
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A Tax- Sheltered  Retirement  Plan 
for 

Self-Employed  Individuals 
(Keogh  Bill) 

The  recently  enacted  Keogh  Bill  provides  self-employed  individuals 
with  their  first  opportunity  to  create  tax-sheltered  retirement  plans. 

Although  Treasury  regulations  have  yet  to  be  written  interpreting  the 
Law,  we  have  prepared  a preliminary  summary  of  the  major  provisions 
of  the  Act,  which  should  be  of  interest  to  self-employed  individuals. 

For  a copy  address  Department  Y 

CARL  M.  LOEB,  RHOADES  8c  CO. 

Members  New  York  Stock  Exchange,  American  Stock  Exchange 
and  principal  Commodity  Exchanges 

42  Wall  Street  New  York  5,  N.  Y. 

Private  JVire  System  to  Branch  Offices,  Correspondents  and  their 
connections  in  100  cities  throughout  the  United  States  and  Canada. 


Your  State  Society  Malpractice  Insurance  Program 

gives  you 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  over  forty 
years. 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  State  Society. 

by  the  Society’s  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F,  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.  16,  N.  Y. 
Murray  Hill  4-3211 


STABILITY.  . . 

SUPERVISION  . . . 
SERVICE  . . . 
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THE 
MODERN 
DRUG 
FOR. 




•V,  i ^ r 

W*Jf* 


Chemical  Company 
St.  Louis  8,  Mo. 


ATHEROSCLEROSIS 


lODO-NIACIN*  is  the  modern  drug  for  atherosclerosis.  It 
permits  long  continued  administration  of  protected  potas- 
sium iodide  in  full  dosage  without  iodism} 

Iodides  inhibit  the  increase  of  cholesterol  in  the  liver  and 
blood  and  the  development  of  atherosclerosis.^  They  are  used 
in  the  treatment  of  circulatory  diseases  including  athero- 
sclerosis, coronary  sclerosis  and  angina  pectoris.® 

Idiosyncrasy  to  iodides  is  common  and  iodism  may  occur 
after  small  doses. ‘‘  Niacinamide  hydroiodide,  combined  with 
potassium  iodide  in  lodo-Niacin,  prevents  and  corrects 
iodism.® 

In  a clinical  study  of  59  cases  of  generalized  atheroscler- 
osis, lodo-Niacin  relieved  dizziness  in  71%  of  cases,  vague 
abdominal  distress  in  87%,  chronic  headaches  in  61%,  and 
disorientation  in  50%.  No  iodism  in  any  case! 

Composition:  Each  tablet  contains  potassium  iodide  135 
mg.  (2^4  gr-)  and  niacinamide  hydroiodide  25  mg.  (%  gr.). 
Slosol  coated  pink,  in  bottles  of  100. 

Dosage:  2 tablets  three  or  four  times  daily.  May  be  con- 
tinued for  long  periods  without  iodism.  Also  available  in 
ampuls. 

Side  Effects:  Not  a single  case  of  iodism  resulting  from 
the  use  of  lodo-Niacin  has  been  reported. 


-NIACIN 


THERAPEUTIC  VALUE  WITHOUT  IODISM 


REFERENCES: 

1.  Am.  J.  Digest,  Dis.  22:5,  1955. 

2.  Circulation  iMT , \9S2. 

3.  Sollmann’s  Manual  of  Pharmacology,  8th- 
ed.,  1957,  p.  1121. 

4.  Drill’s  Pharmacology  in  Medicine,  2nd  ed., 
1958  p.  562. 

5.  A/.  Timer  84:741,  1956. 


*U.S.  Patent  Pending 


COLE  CHEMICAL  COMPANY 
3721-27  Laclede  Ave.,  St.  Louis  8,  Mo. 

Gentlemen:  Pleose  send  me  professional  literature  and  samples  of  lODO-NIACIN. 


DOCTOR 
STREET 
CITY 


NYS-3 


ZONE  STATE 
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unsurpassed  topical  control  of  inflammation  and  infection... 


highly  active  with  sparing  application 


NEO-ARISTOCORT,  in  sparing  amounts,  quickly  reduces  inflammation 
and  itching  in  eczematoid  conditions  of  the  auricle  and  auditory 
canal.  It  is  particularly  beneficial  where  infection  is  a complication 
or  a threat,  because  neomycin -an  outstanding  topical  antibiotic - 
effectively  controls  the  pathogens  most  frequently  involved. 

-Aristocorf 

Neomycin-Triamcinolone  Acetonide  0.1  % eye-ear  ointment 


unsurpassed  topical  control  of  inflammation  and  infection 


highly  active  with  sparing  application 


I NEO-ARISTOCORT  provides  effective  topical  therapy  for  inflamed  and 
Ij  infected  eyes,  combining  the  unsurpassed  anti-inflammatory  action  of 
. ' Triamcinolone  Acetonide  with  the  anti-infective  potency  of  neomycin. 

‘ Neo-Aristocort  contains  Triamcinolone  Acetonide  0,1%  and  Neomycin  Sulfate  0.5%  (0.357o  base)  as  the  active  ingredients;  light 
liquid  petrolatum,  N.  F.  15%,  wool  tat,  U.S.P,  10%,  and  white  petrolatum  U.S.P.  q.s.  100%  w/v  as  inactive  ingredients.  Tubes  of  1 /8  oz. 

’ Contraindicated  in  herpes  simplex.  Sensitivity  reactions  to  neomycin  occasionally  occur.  Request  complete  information  on  indi- 
cations, dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department, 

“Aristocorf 

Neomycin-Triamcinolone  Acetonide  0.1%  eye-ear  ointment 

LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Co.  • Pearl  River,  N.  Y. 
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YOU  CAN  LOOK  FORWARD  TO 

MAY  13-17 

ANNUAL  CONVENTION  OF  THE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

THE  STATLER  HILTON,  NEW  YORK  CITY 

Exciting  new  developments  will  be  discussed  in: 

Electronics 
Radiation  Hazards 
Safe  Procedures  in  Radiation 
Advances  in  Medicine  with  Atomic  Energy 
The  Role  of  the  Physician  in  the  Support  of  Manned  Space  Flight 

A MAJOR  FEATURE 

ENTIRE  MANAGEMENT  OF  HEART  DISEASE  FROM 
ONSET  TO  REHABILITATION  INCLUDING  CONTROL 
OF  THE  HYPERTENSIVE  ASPECTS. 

See  a bright  new  array  of  exhibits  including 
the  free-form  displays  in  the  Grand  Ballroom, 
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in  duodenal  ulcer  therapy 

solid  results  I 


To  dramatize  the  healing  of  peptic  ulcer,  our  photographer  burned  a "lesion”  into  crumpled  metal  with  a blowtorch,  then  repaired  it  and  photographed  the  result. 


This  is  the  kind  of  response  you  can  expect  with 
Robinul  therapy. 

Because  Robinul’s  anticholinergic  action  is  so 
specific,  so  intense,  and  so  consistent,  it  pro- 
vides a favorable  internal  environment  for  ulcer 
healing. 

For  instance,  Moeller'  demonstrated  that  2 mg.  of 
Robinul  decreases  the  volume  of  gastric  acid  se- 
creted by  73  % within  one  hour  and  85  % within  two. 
Sun^  found  that  the  optimum  effective  dose  of 
Robinul  “...produced  suppression  of  gastric  acid- 
ity to  pH  4.5  or  higher  in  all  16  patients  examined.” 
i Posey^  reported  "an  excellent  reduction  of  gastric 

I acidity...  in  12  of  15  patients A diminished  vol- 

' ume  in  all  15 " 

These  antisecretory  effects  of  Robinul  — and  other 
beneficial  characteristics  as  well— will  help  pro- 
mote “solid  results”  for  your  duodenal  ulcer  patient. 


references:  1.  Moeller,  H.  C.;  Ann.  New  York  Acad.  Sc.  99:158,  Feb. 
28,  1962.  2.  Sun,  D.C.  H.:  ibid.,  p.  153.  3.  Posey,  E.  L.,  Jr.:  Am.  J. 
Digest.  Dis.  7:863,  1962. 

Additional  information  available  upon  request. 

A.  H.  Robins  Co.,  Inc.,  Richmond  20,  Va. 

Robinul 

anticholinergic 

Brand  of  glycopyrrolate,  1 mg.  per  tablet 

Robinul-PH 

anticholinergic  / sedative 

Glycopyrrolate,  1 mg.,  and  phenobarbital,  V*  gr.  per  tablet 


Handy  Shopping  Guide  to  Series  E 
U.S.  SAVINGS  BONDS 


Makes  an  ideal  gift  for  graduations,  birth- 
days, communions,  bar  mitzvahs  or  any  occa- 
sion when  you  want  to  be  especially  nice 
to  someone.  Including  yourself.  Sells  for 

*18.75 


This  one  is  tailor-made  for  the  investment  of 
bonuses,  tax  refund,  and  other  windfalls.  At 
maturity  it  grows  into  a tidy  ?200  nest  egg, 
yet  costs  only 

*150.00 


Grandfathers  can  give  one  of  these  Bonds  to 
eight  grandchildren  (or  eight  of  them  to  one 
grandchild)  in  any  one  year  without  having  to 
pay  the  gift  tax,  because  the  outlay  per  Bond 
is  only 

*375.00 


Lots  of  businesses  buy  these  as  a good  safe 
investment  for  company  surplus  funds.  Also 
ideal  for  widows  who  suddenly  find  them- 
selves with  a large  insurance  check.  Per  Bond, 

*750.00 


Actually  there  are  7 denominations,  but  all  U.S.  Savings  Bonds  have 
these  things  in  common: 

They’re  one  of  the  most  widely  held  investments  in  the  world.*- 
owned  by  tens  of  millions  of  American  families.  They’re  replaceable  in 
case  of  loss.  They  return  $4.  at  maturity  for  every  $3.  They’re  cashable 
at  any  time.  They  help  make  your  individual  future,  as  well  as  your 
country’s  future,  secure.  Buy  the  ones  that  fit  your  budget — at  your 
bank,  or  through  the  Payroll  Savings  Plan  where  you  work. 


Help  yourself  while  you  help  your  country 


BUY  U.S.  SAVINGS  BONDS 

This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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very  likely  to  earn  an  ulcer:  the  "indispensable”  worker 

Ulcer-prone  personalities  tend  to  be  overconscientious ,*  “...forgetful  of  their  physical  requirements  in  the  intentness 
of  their  work. ..and  often  live  persistently  in  an  environment  conducive  to  the  development  of  great  mental  tension.”** 
Such  patients  usually  require  relief  from  anxiety  as  well  as  from  physical  symptoms. 

ENARAX  provides  both.  Its  anticholinergic,  oxyphencyclimine,  gives  uninterrupted  relief  of  pain,  spasm,  and  hyper- 
acidity through  prolonged  action  that  is  chemically  “built  in.”  Atarax  (hydroxyzine  HCI)  calms  without  increasing 
gastric  acid  secretion.  Combined  in  ENARAX,  they  successfully  control  symptoms  of  peptic  ulcer,  functional  bowel 
syndrome  and  many  other  G.l.  dysfunctions.  We  think  you’ll  find  ENARAX  most  likely  to  succeed  with  your  G.l.  patients. 
For  complete  prescription  information,  consult  product  brochure. 

*Sandweiss,  0.  J.:  Peptic  Ulcer,  Philadelphia,  W.  B.  Saunders  Co.,  1951,  p.  137. 

‘•Smith,  L.  A.,  and  Rivers,  A.  B.;  Peptic  Ulcer,  New  York,  Appleton-Century-Crofts,  Inc.,  1953,  p.  133. 


When  “minus”  means  anemia  due  to  deficient  iron  intake  or  blood  loss,  Rx  HEPTUNA®  PLUS 


most  likely  to  control  the  symptoms  ENARAX*" 

^ ' (oxyphencyclimine  plus  Atarax®) 


*v 


the  big 
potatoes 
“work 
their  way 
to  the  top” 


-V 


Jostle  a peck  of  potatoes  long  enough 
and  the  little  ones  will  fall  to  the  bot- 
tom; the  big  ones  work  their  way  to  the 
top.  So  do  the  larger  particles  of  an 
admixture  of  powdered  chemicals.  Un- 
less steps  are  taken  to  keep  particle 
sizes  uniform,  the  active  ingredients 

Eli  Lilly  and  Company 


will  not  be  evenly  dispersed  throughout 
an  excipient.  That  is  why  Lilly  pharma- 
ceutical chemists  establish  precise  speci- 
fications; maintain  rigid  controls.  A few 
more  steps  are  added  and  the  cost  is 
slightly  increased,  but  priceless  uniform- 
ity is  assured  in  the  finished  product. 


Indianapolis  6,  Indiana,  U.S.A. 
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Information  for  Authors 

Original  papers  will  be  considered  for  publica- 
tion with  the  understanding  that  they  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
750  Third  Avenue,  New  York  17,  New  York. 

Preparation  of  Manuscript:  Manuscripts 

should  be  face  copy  typed  double-spaced  with 
adequate  margins  on  firm  paper.  Carbon  copy 
flimsy  can  not  be  used.  The  first  page  should 
list  the  title,  the  name  of  the  author  (or  authors), 
degrees,  and  any  institutional  or  other  credits. 
Pages  should  be  numbered  consecutively. 
Tables  should  be  typed  and  numbered  and 
should  have  a brief  descriptive  title.  Quota- 
tions must  include  full  credit  to  both  author  and 
source.  Periodical  references  should  include  in 
order;  author’s  name  with  initials,  title,  peri- 
odical abbreviation,  volume,  pages,  and  year. 
References  should  be  numbered  consecutively 
in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs 
should  be  submitted.  Illustrations  should  be 
numbered  consecutively  and  indicated  in  the 


text.  The  number,  indication  of  the  top,  and 
the  author’s  name  should  be  attached  to  the  back 
of  each  illustration.  Legend  should  be  typed, 
numbered,  and  attached  to  each  illustration. 
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Published  twice  a month  by  the  Medical 
Society  of  the  State  of  New  York.  Editorial 
and  circulation  office:  750  Third  Avenue, 

New  York  17,  New  York.  Publisher’s  office: 
20th  and  Northampton  Streets,  Easton,  Penn- 
sylvania. Copyright  1963  by  the  Medical 
Society  of  the  State  of  New  York.  The  Editors 
of  the  Journal  assume  no  responsibility  for  the 
opinions  and  claims  expressed  in  the  articles 
contributed  by  individual  authors. 

Rates:  The  subscription  rate  is  $7.50  per 

year  payable  in  advance.  Single  copies  $0.50. 
Back  issues  will  be  supplied  at  the  single  copy 
rate  when  available. 

Change  of  address:  Notice  should  be  sent  to 

the  circulation  office,  750  Third  Avenue,  New 
York  17,  New  York.  Old  and  new  address 
should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks 
is  required  to  effect  a change  of  address. 
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Editorials 


A shove  in  the  right  direction — ahead 


The  public  welfare  system  in  New  York 
State  is  being  recast  in  accordance  with 
Federal  legislation  to  emphasize  rehabih- 
tation  rather  than  relief,  training  for  use- 
ful work  instead  of  prolonged  dependency, 
and  services  for  self-improvement  in  addi- 
tion to  support. 

The  new  system  is  designed  to  bring 
about  better  management  in  public  welfare 
so  that  more  recipients  are  returned  to 
self-support,  more  individuals  achieve  self- 
care  and  are  less  dependent  on  others,  and 
more  families  are  strengthened  and  thus 
fewer  children  are  reared  in  dependency  and 
other  unfavorable  circumstances. 

To  achieve  these  objectives,  staffs  of 
local  public  welfare  departments,  which 
are  responsible  for  administering  public  as- 
sistance and  other  welfare  programs  in 
New  York  State,  must  be  adequate  in 
number,  in  training,  and  in  experience. 
Today  most  public  welfare  staffs  in  our 
State  are  deficient  in  one  or  more  of  these 
basic  requirements. 

To  help  recruit  and  develop  and  retain 
adequate  staffs.  Congress  amended  the 
Social  Security  Act  in  1962  to  increase  the 
Federal  government’s  share  of  the  admin- 
istrative costs  of  these  proposed  new  and 
extended  services  from  the  present  Federal 
share  of  50  per  cent  to  75  per  cent.  This 
means  that  the  localities  and  the  State  will 
share  the  remaining  25  per  cent  of  the  cost 
of  these  administrative  services,  or  12.5 
per  cent  each. 

Under  the  new  public  welfare  system, 
the  determination  of  eligibility  for  public 
assistance  and  care  and  the  provision  of 
that  assistance  and  care  will  be  continuing 
major  responsibilities  of  the  local  welfare 
department,  but  it  will  have  much  more 
to  do.  It  must  provide  skilled  workers 
who  can  recognize  and  deal  effectively 
with  a wide  variety  of  serious  problems 
that  lead  to  public  dependency.  These 
problems  include,  for  example,  physical 
and  mental  illness;  poor  management  of 


household  or  family  fimds;  imemployment; 
inadequate  care  and  rearing  of  children; 
unmarried  parenthood;  desertion;  non- 
support; unsuitable  living  arrangements; 
all  other  problems  that  make  people 
dependent. 

Beginning  February  1,  1963,  a study  will 
be  made  of  every  such  welfare  case  and 
its  needs;  the  case  must  be  classified 
according  to  those  needs;  and  a plan  must 
be  developed  to  meet  those  needs.  Broadly, 
the  tasks  will  be  to: 

Restore  feunilies  and  individuals  to  self- 
support; 

Help  the  aged,  blind,  or  seriously  disabled 
to  take  care  of  themselves; 

Strengthen  family  life  and  otherwise 
safeguard  the  physical,  mental,  and  moral 
well-being  of  children. 

Experience  indicates  that  the  majority 
of  the  600,000  public  assistance  and  other 
welfare  recipients  in  our  State  will  need 
such  services. 

This  tremendous  job  cannot  be  done  if 
the  individual  caseworker’s  case  load  is 
too  high.  The  U.S.  Depeu'tment  of  Health, 
Education,  and  Welfare  has  established 
60  as  the  maximum  average  caseload  per 
worker  for  cases  that  require  these  all-im- 
portant services.  Furthermore,  that  Fed- 
eral agency  requires  that  there  be  1 super- 
visor for  each  5 caseworkers  and  that  there 
be  a state-wide  training  program.  A specific 
plan  must  be  submitted  for  achieving  these 
requirements  over  a period  of  time.  Failure 
on  the  part  of  any  local  welfare  department 
to  conform  to  these  requirements  may  re- 
sult in  loss  of  a substEmtial  amount  of 
Federal  funds  that  would  otherwise  be 
available  to  both  the  local  welfare  depart- 
ment and  the  State  of  New  York  and  may 
cause  delay  in  getting  imder  way  a more 
efficient  and  productive  welfare  system. 

The  State  Board  of  Social  Welfare  urges 
every  public  welfare  district  in  New  York 
State  to  start  this  new  program  as  soon  as 
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possible.  It  tirges  the  development  of  an 
organization  and  staff  in  local  welfare 
departments  that  will  enable  them  to  put 
such  a positive  program  into  operation. 
In  many  localities  in  the  State  this  will 
mean  authorizing  an  expansion  of  staff  in 
the  welfare  department;  an  increase  in 
salary  levels  to  recruit  and  hold  competent 
workers;  and  an  establishment  of  a training 
program  to  keep  staffs  at  top  efficiency. 

The  local  welfare  commissioner  knows 
what  his  department  needs  to  carry  out 
these  new  and  difficult  tasks. 


Potent  presumption 

In  a decision  of  interest  in  November, 
1962,  the  Appellate  Division,  Third  De- 
partment, reversed  a lower  court  which  had 
granted  a divorce  on  the  groimd  that  the 
wife  had  committed  adultery  with  an  un- 
known correspondent. 

The  sole  evidence  introduced  at  the 
divorce  trial  supporting  this  contention  was 
the  result  of  certain  blood-grouping  tests 
of  the  husband  and  of  a child  born  to  the  wife 
purporting  to  exclude  the  husband  as  father 
of  the  child.  The  wife  objected  to  the  ad- 
mission in  evidence  of  the  results  of  these 
tests,  and  the  Appellate  Court  agreed  that 
the  objection  was  made  on  sound  grounds. 

The  Court  ruled  that  the  result  of  the 
tests  should  not  have  been  introduced  in 
evidence  since  the  tests  on  the  infant’s  blood 
were  not  conducted  in  a manner  commensu- 
rate with  the  accepted  procedmes  required 
in  actions  where  paternity  is  in  issue. 

It  went  on  to  explain  that  the  sample  of 
the  infant’s  blood  was  taken  from  the  um- 
bilical cord  as  a routine  procedure  following 
delivery.  From  the  time  the  physician  who 
took  the  sample  left  it  in  an  unmarked  test 
tube  on  the  delivery  table  until  the  labora- 
tory technician  took  it  from  the  laboratory 
refrigerator,  the  sequence  of  events  intro- 
duced did  not  afford  the  certainty  required 
in  a case  of  this  type  that  the  specimen 
tested  was  that  taken  from  the  child  or  that 
the  condition  of  the  sample  remained  un- 
changed. 

The  Court  pointed  out  that  the  laboratory 
technician  who  conducted  the  test  testified 


The  State  Board  of  Social  Welfare  be- 
heves  that  the  new  public  welfare  system 
will  save  public  funds  now  by  treating 
current  problems  and  in  the  future,  by 
preventing  many  of  these  problems. 

You  will  note  that  physical  and  mental 
iUness  heads  the  list  of  welfare  problems. 
Physicians  will  be  called  upon  to  make 
specific  recommendations  regarding  the  serv- 
ices which  faU  within  their  province  and 
thus  play  an  important  part  in  this  intelli- 
gent approach  to  the  administration  of 
public  welfare. 


that  she  did  not  cross  check  after  performing 
the  ABO  series  and  that  she  did  not  test  the 
commercial  sera  anti-A  and  anti-B  to  see 
if  they  were  potent.  It  observed  that  even 
the  husband’s  medical  expert  testified  that  in 
order  for  the  test  to  be  deemed  accurate,  the 
accepted  standard  in  the  medical  profession 
required  that  a person  performing  the  ABO 
series  conduct  a cross  check,  that  is,  a check 
of  the  patient’s  serum  against  known  A and 
known  B cells,  preferably  A and  B negative 
cells,  after  the  slide  and  tube  tests  are  made. 
He  further  testified  that  in  addition  the  sera 
utilized  should  be  checked  as  to  potency. 
The  Court  noted  that  these  checks  were  not 
made. 

The  Court  then  said:  “We  are  faced  with 
the  presumption  of  legitimacy,”  and  went 
on  to  quote  one  of  the  great  spokesmen  of 
the  law.  Chief  Judge  Benjamin  Cardozo,  who 
had  observed: 

“Potent,  indeed,  the  presumption  is,  one 
of  the  strongest  and  most  persuasive  to  the 
law,  and  yet  subject  to  the  sway  of  reason 
. , . the  presumption  will  not  fail  unless  com- 
mon sense  and  reason  are  outraged  by  a 
holding  that  it  abides.” 

The  Court  observed  that  the  child  had 
died  five  weeks  after  testing  and  thus  re- 
testing was  impossible  and  that  the  situation 
in  question  did  not  permit  the  acceptance 
into  evidence  of  a test  which,  according  to  aU 
the  expert  testimony  elicited,  did  not  meet 
the  acceptable  medical  standards  for  such 
tests.  A divorce  based  solely  on  such  im- 
certain  evidence  had  to  be  disallowed. 
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President's  Page 


You  are  probably  aware  of  the  fact  that  the  State  Society  is 

JOSEPH  A.  LANE,  M.D.  also  presenting  a strong  appeal  to  the  legislators  in  an  effort 

to  improve  the  implementation  of  the  Kerr-Mills  Law  and, 
especially,  to  have  its  administration  transferred  to  the  State  Health  Department. 

On  the  Federal  level,  it  is  anticipated  that  a strong  effort  will  be  made  to  pass  legislation 
implementing  medical  care  of  the  aged  under  Social  Security  financing.  It  is  interesting  to 
hear  one  of  our  own  senators  talk  about  his  support  of  “private  enterprise”  and  then  im- 
mediately and  strongly  support  the  type  of  financing  for  medical  care  to  which  we  are  so 
unalterably  opposed. 

Again,  let  me  remind  you  to  contact  your  legislators,  both  State  and  Federal,  so  that  you 
can  be  sure  they  understand  the  attitude  of  medicine  and  so  that  you  can  persuade  them  to 
support  our  views. 


By  the  time  this  article  appears  in  the  Journal,  the  current 
sessions  of  the  State  Legislature  and  of  Congress  wUl  be  well 
under  way.  The  session  of  the  State  Legislature  will  be  ap- 
proaching its  mid-point,  and  it  is  important  for  us  to  keep 
this  in  mind  and  to  contact  our  legislators,  expressing  to  them 
om  attitude  concerning  biUs  that  are  pertinent  to  medicine. 

At  the  State  level,  the  chiropractic  bill  will  again  be  of 
paramount  importance.  It  is  helpful  to  know  that  the  ap- 
peal from  the  ruhng  prohibiting  x-ray  examinations  was  denied 
and  that  this  decision  makes  possible  the  implementation  of 
the  law  denying  this  use  to  the  chiropractors.  However,  they 
will  still  have  a very  strong  lobby  trying  to  effect  legislation 
for  licensm-e.  Your  State  Society  is  making  every  effort  to 
prevent  licensure  of  these  cultists. 


Joseph  A.  Lane,  M.D.,  President 
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enteric  tract,  Pro-BanthIne  relieves  pain, 
suppresses  excessive  secretion  and  motihty, 
prolongs  the  neutralizing  property  of  antac- 
ids and  hastens  resolution  of  the  disorder. 

The  books  say  “Pro-BanthIne”  when  anti- 
cholinergic medication  is  indicated. 
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Pro-Banthine®  with  Dartai.®  Tablets,  contain- 
ing 15  mg.  of  Pro-BanthIne  and  5 mg.  of  Dartai 
(brand  of  thiopropazate  dihydrochloride). 

Pro-Banthine  with  Phenobarbital  Tablets,  con- 
taining 15  mg.  of  Pro-Banthine  and  15  mg.  of  pheno- 
barbital. 

Probitaltm  Tablets,  containing  7.5  mg.  of  Pro- 
Banthine  and  15  mg.  of  phenobarbital. 

G.D.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 
Research  in  the  Service  of  Medicine 


665 


for 

provides  fast  and 
long-lasting  cough  control 

relieves  cough  in  15-20  minutes  • 
lasts  6 hours  or  longer  • promotes 
expectoration  and  decongestion  of 
air  passages  • rarely  constipates 
• agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine  Syrup 


contains: 

Hycodan® 6.5  mg. 

Dihydrocodeinone  Bitartrate 5 mg. 

(Warning:  May  be  habit-forming) 

Homatropine  Methylbromide  ...  1.5  mg. 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate 85  mg. 


Average  adult  dose:  One  teaspoonful  after  meals 
and  at  bedtime.  May  be  habit-forming.  On  oral 
prescription  where  state  laws  permit.  U.S.  Pat. 
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Management  of  Sports 
Diving  Accidents 

EDWARD  H.  LANPHIER,  M.D.* 
Buffalo,  New  York 
H.  WILLIAM  GILLEN,  M.D. 
Buffalo,  New  York 

From  the  Departments  of  Physiology  and  Neurology, 
University  of  Buffalo  School  of  Medicine, 
and  the  Edward  J.  Meyer  Memorial  Hospital 


A few  years  ago  a practicing  physician 
justifiably  viewed  the  medical  problems  of 
underwater  activity  in  much  the  same  way 
as  he  views  space  medicine  today:  fas- 

cinating, perhaps,  but  certainly  not  of  direct 
concern  to  him. 

The  situation  is  different  now.  The 
enormous  and  still-accelerating  growth  of 
diving  as  a sport  probably  has  led  some  of 
this  physician’s  own  patients  to  spend  their 
spare  time  underwater  with  snorkels  or 
aqualungs,  and  he  can  be  reasonably  sure 
that  sooner  or  later  these  diving  patients  will 
need  his  help  as  a direct  result  of  their 
underwater  activities.  In  most  cases  their 
problems  wiU  not  be  especially  serious  or 
difficult — a minor  injury,  an  aerosinusitis 
or  aerotitis  (which  the  diver  will  describe 
as  “sinus  squeeze”  or  “ear  squeeze”),  or 
perhaps  the  need  for  medical  advice  related 
to  diving.  But  diving  also  can  give  rise  to 
situations  in  which  the  difference  between 
life  and  death  or  between  imeventful  re- 

Presented  at  the  155th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Rochester,  New  York, 
General  Session,  May  12, 1961. 

* By  invitation. 


ADEQUATE  EDUCATION  and  medical  examina- 
tion are  essential  in  the  prevention  of  diving 
accidents.  Even  diving  without  the  use  of 
breathing  apparatus  can  result  in  accidents 
such  as  loss  of  consciousness  and  drowning 
as  a result  of  overzealous  breath-holding. 
In  diving  with  scuba,  air  embolism  and  de- 
compression sickness  are  of  especial  im- 
portance because  death  or  permanent  dis- 
ability may  result  if  they  are  not  recognized 
and  treated  promptly.  In  both  conditions 
gas  bubbles  in  the  body  are  responsible, 
although  the  mechanisms  and  usual  signs 
and  symptoms  are  different.  Adequate 
treatment  requires  a recompression  chamber; 
however,  such  facilities  are  not  widely  avail- 
able. 


covery  and  permanent  impairment  can 
depend  on  a very  small  but  crucial  familiar- 
ity with  “diving  medicine.”  The  main  pur- 
pose of  this  paper  is  to  supply  the  crucial 
minimum  of  information. 

For  those  who  wish  to  go  further,  there 
are  several  practical  articles  in  familiar 
journals.  Those  of  Lanphieri  and  Duffner^ 
are  examples.  The  U.  S.  Navy  Diving  Man- 
ual^ was  written  for  divers,  but  physicians 
win  find  it  a valuable  reference. 

A new  British  book.  Underwater  Medicine,^ 
covers  the  subject  more  fully.  Dewey®  re- 
cently has  provided  a full  discussion  of  the 
problem  of  decompression  sickness. 

The  best  way  to  “manage”  any  accident 
is  to  keep  it  from  happening.  In  diving,  as 
elsewhere,  this  depends  mainly  on  educating 
the  participants.  Unfortunately,  a large 
proportion  of  sport  divers  have  been  edu- 
cated wretchedly  or  not  at  all  and  as  a result 
have  only  a murky  notion  of  the  hazards 
and  medical  problems  that  confront  them. 
I am  glad  to  say  that  this  situation  is  im- 
proving. An  organization  that  deserves 
high  praise  in  this  connection  is  the  Y.M.- 
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C.A.  It  has  encouraged  the  establishment 
of  good  training  courses  for  divers  in  its 
branches  across  the  country,  provided  the 
impetus  for  one  of  the  few  adequate  text- 
books for  such  courses,®  and  has  set  high 
standards  for  the  certification  of  its  diving 
instructors. 

One  aspect  of  the  educational  effort  is  to 
encourage  people  to  see  a physician  before 
taking  up  diving,  and  a medical  examination 
is  now  a prerequisite  for  many  diving  classes. 
This  has  probably  resulted  in  considerable 
consternation  among  conscientious  physi- 
cians who  had  no  idea  what  criteria  to  apply. 
Admittedly,  a good  deal  of  “clinical  judg- 
ment” is  involved,  but  the  main  points  at 
issue  are  the  ability  to  tolerate  strenuous 
exertion  and  freedom  from  conditions  that 
would  interfere  with  the  equalization  of 
drastic  pressure  changes  in  the  limgs,  ears, 
and  sinuses. 

Divers  who  confine  themselves  to  the  use 
of  mask,  flippers,  and  snorkel  are  subject  to 
fewer  serious  accidents  than  those  who  use 
scuba  (self-contained  underwater  breathing 
apparatus).  However,  it  is  a mistake  to 
assume  that  simple  “breath-hold”  diving  is 
free  of  risks.  It  differs  from  ordinary  swim- 
ming or  springboard  diving  in  several  im- 
portant particulars.  The  failure  to  equalize 
pressure  on  descent  can  cause  as  much  dam- 
age to  the  ears  and  sinuses  as  it  can  in  diving 
with  scuba,  and  overzealous  breath  holding 
can  cause  a loss  of  consciousness  under  water 
which  is  more  than  hkely  to  result  in  drown- 
ing. Craig’  recently  has  called  attention  to 
the  frequency  of  the  loss  or  impairment  of 
consciousness  in  extended  breath  holding 
under  water.  His  experiments  at  the  Uni- 
versity of  Rochester  have  shown  that  the 
exertion  associated  with  swunming  reduces 
the  sensitivity  to  carbon  dioxide  and  thus 
permits  the  breath  to  be  held  until  significant 
hypoxia  exists.  This  becomes  particularly 
acute  if  the  diver  has  hyperventilated  to 
increase  his  breath-holding  duration.  Work 
at  the  University  of  Buffalo  has  emphasized 
the  fact  that  the  pressure  surrounding  the 
diver  at  depth  also  favors  the  extension  of 
the  breath-holding  time  by  maintaining 
lung  oxygen  tension  even  when  a large  part 
of  the  oxygen  has  been  consumed.  But  a 
complete  cessation  of  oxygen  uptake  then 
may  follow  when  the  diver  attempts  to  re- 
gain the  surface.  As  a result  of  Craig’s 
work  and  our  own,  we  consider  it  important 


to  warn  divers  to  avoid  excessive  hyperven- 
tilation before  dives,  to  cease  “pushing  their 
hmits”  of  breath-holding  ability,  and  to  stay 
away  from  competitive  diving  events  that 
place  an  exaggerated  premium  on  breath- 
holding prowess. 

Drowning  is  undoubtedly  the  leading 
cause  of  death  in  aU  kinds  of  sport  diving, 
but  the  word  “drowning”  on  a death  cer- 
tificate may  conceal  more  than  it  reveals. 
Death  by  drowning  is  likely  to  be  only  the 
final  event  that  follows  some  other  diving 
accident,  and  in  an  unknown  number  of 
cases  the  real  cause  of  death  is  not  drowning 
at  aU. 

The  use  of  scuba  exposes  a sportsman  to 
virtually  aU  of  the  perils  traditionally  asso- 
ciated with  deep  sea  diving.  We  will  dis- 
cuss only  two  of  these,  but  both  are  of  im- 
usual  importance  in  the  sense  that  death  or 
permanent  disability  often  can  be  averted 
if  a physician  recognizes  or  suspects  the 
condition  and  takes  prompt  and  effective 
action.  These  accidents  are  air  embolism 
and  decompression  sickness.  In  both  of 
them,  the  presence  of  gas  bubbles  in  the 
body  is  involved.  In  both,  the  only  treat- 
ment known  to  be  effective  is  recompression— 
putting  the  victim  back  under  increased 
pressure  to  compress  the  bubbles  to  asymp- 
tomatic size  and  induce  the  gas  to  disappear 
into  solution. 

Air  embolism 

The  stage  is  set  for  air  embolism  when  a 
diver’s  breathing  apparatus  fails  at  depth  and 
he  must  ascend  without  being  able  to  breathe 
normally.  If  he  fails  to  exhale  freely  during 
this  ascent,  the  great  expansion  of  the  re- 
tained lung  air  wiU  cause  an  overinfiation 
of  his  limgs  and  produce  excessively  high 
pressure  within  them.  The  possible  conse- 
quences include  gross  lung  rupture,  medias- 
tinal and  subcutaneous  emphysema,  and 
pneumothorax;  but  the  development  that 
concerns  us  most  is  the  obstruction  of  the  ar- 
teriad  blood  flow  by  bubbles  of  air.  The  pres- 
ent understanding  of  the  mechanism  of  air 
embolism  indicates  that  rupture  of  the  al- 
veoli admits  gross  air  to  the  pulmonary  circu- 
lation. If  this  air  is  then  carried  to  the  brain, 
prompt  loss  of  consciousness  ensues.  This 
occurs  during  ascent  or  within  a very  short 
time  after  the  diver  reaches  the  surface.  Un- 
consciousness may  or  may  not  be  accom- 
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panied  by  convulsions  and/or  focal  neuro- 
logic signs.®  If  bloody  froth  appears  at 
the  mouth,  this  suggests  a lung  injury  and 
tends  to  confirm  the  diagnosis  of  air  embo- 
lism, but  it  is  by  no  means  always  seen. 

We  presume  that  a spontaneous  recovery 
of  some  degree  is  possible  in  some  cases  of 
air  embolism  as  in  other  forms  of  cerebral 
embohsm,  but  documented  cases  of  such  re- 
covery are  virtually  nonexistent.  Without 
treatment  the  usual  outcome  is  death.  Re- 
compression carmot  assure  a favorable  out- 
come even  if  it  is  accomplished  very 
promptly,  but  in  many  cases  it  has  produced 
dramatic  and  complete  relief.  The  like- 
lihood of  benefit  from  recompression  un- 
doubtedly diminishes  greatly  with  time, 
but  the  present  view  is  that  recompression 
should  be  provided,  even  if  it  is  unavoidably 
delayed,  as  long  as  the  victim  remains  ahve. 
In  the  interval  before  recompression,  sup- 
portive measures  appropriate  for  cerebral 
embolism  should  be  applied. 

The  most  disquieting  aspect  of  this  acci- 
dent is  that  it  can  seldom  be  ruled  out  in  any 
diver  who  has  had  access  to  air  at  depth, 
loses  consciousness  on  ascent  or  promptly 
thereafter,  and  fails  to  regain  consciousness 
within  a short  time.  Air  embohsm  may 
very  weU  be  present  even  if  some  other  likely 
cause  of  imconsciousness  is  evident.  We 
must  emphasize  that  this  accident  is  not 
restricted  to  ascents  from  great  depth;  the 
depth  of  a swimming  pool  is  sufficient. 

Decompression  sickness 

The  source  of  bubbles  in  decompression 
sickness  is  quite  different  from  that  in  air 
embohsm.  In  decompression  sickness,  bub- 
ble formation  represents  the  evolution  of 
nitrogen  that  was  taken  up  in  solution  by  the 
blood  and  tissues  while  the  diver  was  at 
depth.  The  situation  is  readily  compared  to 
the  appearance  of  bubbles  in  an  opened 
bottle  of  a carbonated  beverage.  The  con- 
dition also  has  been  cahed  caisson  disease, 
bends,  or  compressed  air  ihness,  but  de- 
compression sickness  is  the  preferred  term. 

The  signs  and  symptoms  are  exceedingly 
variable,  but  in  about  90  per  cent  of  the 
cases  local  pain  is  the  only  significemt  find- 
ing. GeneraUy,  but  by  no  means  always, 
the  pain  is  confined  to  one  of  the  extremities 
and  involves  a joint.  It  may  become  ex- 
ceedingly severe,  and  some  degree  of  tissue 


damage  probably  accompanies  it  in  every  im- 
treated  case. 

The  remaining  10  per  cent  of  cases  involve 
more  serious  problems.  Bubbles  in  the 
lungs  whl  give  rise  to  a condition  descrip- 
tively cahed  “the  chokes.”  This  can  cause 
death  rapidly  if  it  is  not  treated,  but  it  is 
fortunately  very  rare.  The  majority  of 
“serious”  cases  are  considered  so  because  the 
central  nervous  system  is  involved.  Neuro- 
logic signs  and  symptoms  can  range  from 
minor  sensory  or  motor  defects  to  a deep 
coma.  Hemiplegia,  paraplegia,  blindness, 
extreme  vertigo,  and  a variety  of  other 
manifestations  are  possible.® 

Estabhshing  the  diagnosis  of  decompres- 
sion sickness  may  be  difficult.  A diver  who 
complains  of  pain  in  a knee,  for  example, 
may  think  that  he  has  merely  strained  or 
injured  the  part.  Deep  pain  that  is  httle 
influenced  by  movement  or  palpation  favors 
the  diagnosis  of  “bends,”  but  the  distinction 
can  by  no  means  always  be  made  on  this 
basis.  Sometimes,  only  the  dramatic  relief 
afforded  by  recompression  estabhshes  the 
diagnosis.  Although  most  symptoms  of  de- 
compression sickness  appear  within  one  or 
two  hours  after  surfacing,  onset  as  late  as 
twenty-four  hours  has  been  reported.  Con- 
sequently, a high  “index  of  suspicion”  of 
decompression  sickness  is  warranted  when 
dealing  with  almost  any  abnormality  that 
appears  in  a diver  within  the  day  following 
a dive. 

Decompression  sickness  is  highly  im- 
probable unless  certain  limits  of  depth  and 
time  have  been  exceeded.  Unfortu- 
nately, a diver’s  account  of  his  activities  may 
be  exceedingly  inaccurate.  He  may  not 
even  be  aware  that  the  effects  of  successive 
dives  within  a twelve-hour  period  are  cumu- 
lative as  far  as  nitrogen  uptake  is  con- 
cerned. Even  if  he  thinks  that  he  has  fol- 
lowed approved  decompression  practices  to 
the  letter,  the  possibility  of  decompression 
sickness  cannot  be  ruled  out.®  In  general, 
a diver  who  has  spent  considerable  time 
deeper  than  30  feet  can  be  considered  a pos- 
sible candidate  for  decompression  sickness. 
If,  during  a twelve-hour  period,  the  diver 
has  spent  more  than  sixty  minutes  at  60 
feet  or  twenty-five  minutes  at  100  feet,  for 
example,  and  has  failed  to  make  proper  de- 
compression stops  on  ascent,  he  must  be 
considered  a prime  candidate. 

The  essential  facts  concerning  air  embo- 
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lism  and  decompression  sickness  are  sum- 
marized as  tollows: 

Diving  accidents  requiring  recompression 

AIR  EMBOLISM 

Presenting  signs:  Unconsciousness,  with  or 

without  convulsion  or  lo- 
calizing signs. 

History:  Loss  of  consciousness  on  or 

very  shortly  after  ascent 
from  dive  with  breathing 
apparatus  or  any  other 
source  of  air  under  water 
(can  occur  in  ascent  from 
swimming  pool  depth) . 

Mechanism:  Breath  holding  or  airway 

obstruction  on  ascent 
traps  expanding  lung  air. 
Resulting  overexpansion 
of  lungs  forces  air  into 
pulmonary  vessels.  Bub- 
bles carried  to  brain  cause 
embohzation. 

DECOMPRESSION  SICKNESS 
(Caisson  disease,  bends) 

Presenting  complaints:  Highly  variable. 

Three  main  types: 

1.  Local  pain,  generally  in  arm  or  leg  but 
possible  in  any  site. 

2.  Neurologic  defects  ot  almost  any  type  or 
degree. 

3.  Respiratory  difficulty  (“chokes”). 

History:  Onset  minutes  or  hours  following 

ascent  from  prolonged,  repeated, 
or  relatively  deep  diving  beyond 
33  feet. 

Mechanism:  Nitrogen  dissolved  in  blood  and 

tissues  while  diver  was  under 
pressure  at  depth  forms  bubbles 
when  pressure  is  decreased  by 
ascent. 

Note:  Decompression  sickness  can  occur 

even  if  approved  decompression 
procedures  were  followed. 

STEPS  TO  OBTAIN  TREATMENT 
Important:  The  following  assumes  University 
of  Buffalo  chamber  is  nearest.  In  any  area, 
location  of  nearest  chamber  must  be  ascertained. 
Eastern  and  downstate  New  York  areas  are 
closer  to  Navy  facilities.  New  London,  Con- 
necticut. No  chamber  is  available  in  Metro- 
pohtan  New  York  area. 

1.  Have  victim  examined  by  physician  at 
once. 

2.  For  consultation  or  to  arrange  for 
recompression,  call  Buffalo  Veterans  Ad- 
ministration Hospital  (Area  code  716,  TF-4- 
9200). 

3.  If  victim  is  to  be  taken  to  Buffalo 
chamber,  arrange  transportation,  secure  phy- 
sician to  accompany  patient,  obtain  oxygen 
to  administer  en  route,  anticipate  emergency 
needs. 

4.  Inform  Erie  County  Sheriff’s  Depart- 
ment (Area  code  716,  TL-3-6415)  of  mode  of 
transport,  route,  assistance  desired. 


When  one  emphasizes  the  essential  role 
of  recompression  treatment  in  these  acci- 
dents, most  divers  ask  whether  or  not  this 
can  be  accomplished  simply  by  going  back 
down  in  the  water  with  an  aqiialimg.  A 
glance  at  the  U.S.  Navy’s  table  for  treat- 
ment by  recompression  is  enough  to  dash  this 
hope.^  The  pressure  required  is  never  less 
than  45  pounds  per  square  inch  (equivalent 
to  a depth  of  100  feet  in  sea  water)  and  is 
usually  73.4  poimds  (equivalent  to  165  feet). 
The  time  required,  at  full  pressure  and  in 
gradual  return  to  normal  pressure,  ranges 
from  about  two  hours  for  the  mildest  and 
most  responsive  case  to  as  much  as  thirty- 
eight  hours  for  a serious  and  imresponsive 
one.  The  treatment  of  air  embolism  is 
never  attempted  in  less  than  nineteen  hours. 
Clearly,  a recompression  chamber  is  re- 
quired. 

Unfortimately,  these  chambers  are  not 
available  in  many  areas.  With  the  possible 
exception  of  one  in  Milwaukee,  ours  at  the 
University  of  Buffalo  School  of  Medicine 
appears  to  be  the  only  one  inland  from  the 
coasts  of  the  United  States  and  Canada  that 
is  kept  ready  for  treatment  and  has  trained 
personnel  available.  The  U.S.  Navy  has 
excellent  facilities  and  staff  in  several  places 
on  or  near  the  coasts,  notably  in  Wash- 
ington, D.C.,  and  at  the  submarine  base  in 
New  London,  Connecticut. 

Recent  inquiries  indicate  that  no  facility 
for  recompression  is  available  in  the  New 
York  City  area.  Of  the  chambers  some- 
times listed,  the  one  at  Welfare  Island  has 
been  abandoned,  the  one  at  Brooklyn  Navy 
Yard  does  not  exist,  and  a third^ — ^not  cur- 
rently in  use^ — is,  in  any  case,  restricted  to 
the  use  of  the  employes  of  the  construction 
company  that  owns  it. 

Although  the  Navy  has  not  yet  turned 
away  a civilian  diver  who  needs  recompres- 
sion, such  patients  are  subject  to  a very 
sizable  charge  for  treatment.  The  task  of 
attempting  to  rectify  the  mistakes  of  igno- 
rant or  reckless  civilians  with  ever-increasing 
frequency  is  by  no  means  welcomed,  and  we 
feel  sure  that  it  will  not  be  accepted  in- 
definitely. The  divers  and  their  organiza- 
tions will  have  to  accept  responsibility  for 
this  problem  before  long.  We  trust  that 
the  medical  profession  will  be  willing  to 
help  them. 
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Summary 

The  growth  of  diving  as  a sport  has  made 
its  medical  problems  of  practical  concern  to 
physicians  generally.  Even  diving  without 
the  use  of  breathing  apparatus  presents  cer- 
tain risks,  including  loss  of  consciousness  and 
drowning  as  a result  of  overzealous  breath 
holding.  In  diving  with  scuba,  air  embo- 
lism and  decompression  sickness  are  of 
especial  importance  because  death  or  per- 
manent disability  may  result  from  the  fail- 
ure to  recognize  them  and  provide  treat- 
ment by  recompression.  In  both  conditions 
gas  bubbles  are  responsible,  but  the  mech- 
anisms and  usual  signs  and  symptoms  differ 
considerably.  Adequate  treatment  requires 


Isoniazid  reduces  TB  rate 

Isoniazid  administered  prophylactically  to 
residents  of  a large  area  of  Alaska  cut  the 
tuberculosis  case  rate  by  an  estimated  70  per 
cent  during  the  year  of  administration. 

This  is  brought  out  in  a report  on  a United 
States  Public  Health  Service  study  in  the 
December  issue  of  The  American  Review  of 
Respiratory  Diseases,  journal  of  the  American 
Thoracic  Society,  medical  section  of  the  Na- 
tional Tuberculosis  Association. 

The  Alaska  study  was  one  of  a series  under- 
taken by  the  Operational  Research  Section  of 
the  Tuberculosis  Program,  P.H.S.,  to  evaluate 
the  effectiveness  of  the  tuberculosis  drug  in 
preventing  the  disease.  The  study  reported 
was  conducted  on  a community-wide  basis  in 
the  Bethel  area  of  Alaska,  which  has  a tubercu- 
losis infection  rate  ten  times  as  high  as  the  esti- 
mate for  the  rest  of  the  United  States.  George 
W.  Comstock,  M.D.,  is  the  author  of  the  paper. 

In  the  controlled  trial,  beginning  in  1957, 
3,047  residents  of  the  area  took  isoniazid  in  a 


a recompression  chamber,  and  such  facilities 
are  not  widely  available. 
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dosage  of  5 mg.  per  kilogram  of  body  weight 
once  a day  for  a year,  and  3,017  took  a placebo 
for  a year.  Of  the  total,  95  per  cent  were 
Eskimos. 

During  the  medication  year,  41  new  cases 
were  found  among  the  placebo  group,  a rate  of 
1.36  per  cent  as  opposed  to  13  cases  among  the 
isoniazid  group,  a rate  of  0.43  per  cent. 

Noting  that  insufficient  time  had  elapsed 
since  the  completion  of  the  prophylaxis  program 
to  assess  the  long-term  effectiveness  of  isoniazid. 
Dr.  Comstock  reports  that  from  the  completion 
of  the  medication  period  to  November  1,  1961, 
there  had  been  37  additional  new  cases  among 
the  placebo  and  25  among  the  isoniazid  group. 
This  suggests,  he  continues,  that  some  benefit 
from  isoniazid  might  persist  beyond  the  period 
of  its  administration. 

The  author  adds  that  there  has  not  yet  been 
any  clinical  indication  that  tuberculosis  develop- 
ing among  participants  in  the  program  responds 
poorly  to  treatment  with  chemotherapeutic  regi- 
mens containing  isoniazid,  indicating  that  pri- 
mary drug  resistance  has  not  resulted  from  the 
program. 
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Prognosis  in  Homologous 
Serum  Hepatitis 

MORRIS  L.  JAMPOL,  M.D. 
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FATAH  SHAHIDI,  M.D. 
Jamaica,  New  York 

From  the  Department  of  Medicine, 
Queens  Hospital  Center 


Although  the  clinical  entity  of  homologous 
serum  hepatitis  has  been  known  for  the  past 
twenty  years/  it  is  only  recently  that  an 
alarming  increase  in  the  frequency  and 
severity  has  been  recognized.  The  wide- 
spread use  of  blood  and  blood  derivatives  by 
medical  and  nonmedical  users  and  the  in- 
elRcacy  of  older  sterilization  methods  all 
have  contributed  to  this  incidence.  In  ad- 
dition, many  cases  which  previously  were 
diagnosed  as  infectious  hepatitis  were  prob- 
ably cases  of  homologous  serum  hepatitis. 

Homologous  serum  hepatitis  is  often  seen 
in  explosive  outbreaks.  Recently,  DuU^  has 
described  8 cases  emanating  from  one 
physician’s  office,  and  Masi,  Timothee,  and 


Armijo^  have  described  118  cases  dissemi- 
nated by  liver  and  vitamin  Bi2  therapy.  In 
narcotic  addicts,  especially  youthful  users  of 
diacetyhnorphine,  the  use  of  vmsterilized 
common  syringes  affords  a means  of  trans- 
mission of  the  serum  hepatitis  virus  as  well 
as  other  diseases  such  as  malaria,  tetanus, 
and  endocarditis.  Explosive  outbreaks  have 
been  reported  in  detail  by  other  authors. 

Within  the  past  three  years,  the  cases  of 
serum  hepatitis  seen  at  the  Queens  Hospital 
Center  have  been  transmitted  by  three 
routes:  blood  transfusion,  cosmetic  skin 

tattooing,  and  the  intravenous  injection  of 
narcotics  or  amphetamine,  mostly  by  youth- 
ful addicts.  It  would  appear  that  the  pat- 
tern of  illness  and  prognosis  is  not  the  same 
in  these  three  groups  of  homologous  serum 
hepatitis.  This  study  will  deal  with  our  ex- 
perience with  41  cases  of  serum  hepatitis 
which  were  treated  during  the  past  three 
years. 

Analysis  of  cases 

Case  incidence.  Table  I shows  the 
distribution  of  the  cases  which  were  seen. 
Of  the  13  cases  of  hepatitis  following  blood 
transfusion,  the  sex  incidence  was  about 
equal.  In  contrast,  the  cases  among  tattoo 
patients  and  diacetyhnorphine  (heroin)  ad- 
dicts were  almost  exclusively  among  males. 
Although  the  average  age  among  the  trans- 
fusion patients  was  forty-one  years,  this 
figure  includes  several  women  with  post- 
partum hemorrhage  and  subsequent  trans- 
fusion hepatitis.  The  male  patients  in  the 
transfusion  group  comprise  an  older  group, 
the  average  age  being  forty-seven  (range 
from  twenty-nine  to  seventy-five)  as  com- 
pared with  the  female  patients  whose  aver- 
age age  was  thirty-three  years  (range  from 
twenty-six  to  forty-eight). 

The  youthful  age  of  the  diacetyhnorphine 
addicts  has  been  noted  previously  (average 
age,  twenty -three  years).  The  6 patients 


TABLE  I.  Analysis  of  41  cases  of  serum  hepatitis 


Method  of 
Transmission 

Number 
of  Cases 

Male 

Female 

Average 

Age 

(Years) 

Deaths 

Blood  transfusion 

13 

7 

6 

41 

1 

Diacetylmorphine  addicts 

21 

17 

4 

23 

0 

Tattooing 

6 

6 

0 

19 

0 

Intravenous  amphetamine 

1 

1 

0 

34 

0 
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OF  41  CASES  of  homologous  serum  hepatitis 
13  were  transmitted  by  blood  transfusion,  22 
by  intravenous  injection  of  narcotics  or 
amphetamine,  and  6 by  cosmetic  tat- 
tooing. There  was  1 death  in  the  post- 
transfusion group.  The  duration  of  hos- 
pitalization was  related  to  the  severity  of 
illness.  Thirty  patients  were  afebrile,  10 
had  a low-grade  fever,  and  1 had  fever  above 
101  F.  Serum  bilirubin,  alkaline  phos- 
phatase, and  thymol  and  zinc  turbidity  tests 
were  useful  in  diagnosis  and  in  following 
the  course  of  the  disease.  The  severity  of 
homologous  serum  hepatitis  depends  on  the 
amount  of  blood  introduced.  The  illness 
following  blood  transfusion  was  far  more 
serious  than  that  following  tattooing  or 
intravenous  injections  with  unsterilized  nee- 
dles. 


TABLE  II.  Duration  of  hospitalization 


Number  of 
Transfusions 

Hospital  Stay 
(Days) 

11 

28 

8 

17  (Death) 

4 

54 

2 

25,  36,  34,  50,  38,  9* 

1 

30,  46 

Uncertain 

25,  27 

*This  patient  signed  out  against  advice. 


who  developed  hepatitis  following  tattooing 
averaged  nineteen  years.* 

There  were  no  deaths  in  this  series  with 
the  exception  of  1 transfusion  case.  This 
patient  was  a seventy -five-year-old  male  who 
had  received  eight  pints  of  blood  following 
a prostatectomy  two  months  before.  He 
died  in  hepatic  failure  after  eighteen  days 
despite  all  therapy. 

Duration  of  hospitalization.  The  stay 
of  hospitalization  is  generally  related  to  the 
severity  of  illness  with  the  exception  of  those 
patients  who  sign  themselves  out  before 
they  have  fuUy  recovered.  The  duration  of 
hospitalization  in  the  transfusion  cases  was 
from  twenty-five  to  fifty-four  days  with  an 
average  of  35.1  days.  In  the  tattoo  group, 
hospitalization  ranged  between  eight  and 
forty-six  days,  with  an  average  of  23.4  days. 
The  narcotic  addict  group  remained  in  the 
hospital  from  ten  to  forty-four  days,  with  an 
average  of  22.5  days. 

Within  the  transfusion  groups,  the  number 
of  transfusions  received  was  not  related 
directly  to  the  severity  of  the  disease  or  to 
the  length  of  hospitalization,  as  shown  in 
Table  11.  This  is  not  surprising  since  pre- 
sumably not  aU  the  units  of  blood  which 
were  given  contained  the  hepatitis  virus. 
However,  it  seems  that,  in  general,  the 
danger  of  serum  hepatitis  rises  as  the  number 
of  transfusions  rises,  although  only  one  unit 
of  blood  is  sufficient  if  it  contains  the  virus. 

Febrile  course.  Most  authors  have 
commented  on  the  relative  lack  of  febrile  re- 
action in  homologous  serum  hepatitis  as 
compared  with  infectious  hepatitis.  The 
febrile  characteristics  of  our  patients  is 
shown  in  Table  HI. 

Liver  function  tests.  The  pattern  of 
the  hepatic  laboratory  indices  has  been  well 
described  in  the  literature,  and  our  studies  in 

* Recentlj  tkp  City  of  New  York  Department  of  Health 
has  banned  all  tattoo  parlors  because  of  the  dangers  of 
homologous  serum  hepatitis. 


TABLE  111.  Febrile  course 


Condition 

Afebrile 

Low- 
Grade 
Fever 
Below 
101  F. 

Fever 
Above 
101  F. 

Post- transfusion 

9 

3 

1 

Post- tattoo 

4 

2 

Intravenous 

amphetamine 

1 

Diacetylmor- 

phine  addicts 

16 

5 

the  three  groups  described  is  shown  in 
Tables  IV  to  VI.  We  did  not  have  any 
anicteric  cases  in  this  series,  and,  in  general, 
the  severity  of  the  clinical  picture  correlated 
well  with  the  laboratory  abnormalities.  The 
serum  bilirubin  was  elevated  markedly  in 
most  cases  despite  the  lack  of  constitutional 
symptoms.  The  serum  alkaline  phosphatase 
showed  striking  elevations  in  the  early 
phases  of  the  illness,  and  the  recovery  was 
marked  by  a gradual  fall  in  icterus  and  alka- 
line phosphatase  levels.  The  sermn  trans- 
aminase was  elevated  in  all  cases,  but  the 
level  seemed  to  have  no  relation  to  the 
severity  of  the  illness.  The  tests  of  hepato- 
cellular function  as  manifested  by  disturb- 
ance in  protein  ffocculation  tests  showed  a 
striking  elevation  in  all  cases.  Thus  the 
thymol  and  zinc  turbidity  studies  almost 
always  showed  markedly  abnormal  results 
despite  little  evidence  of  total  protein  or 
albumin-globulin  ratio  disturbance.  Simi- 
larly, the  determinations  of  cholesterol  and 
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TABLE  IV.  Summary  of  liver  function  tests  in  13  cases  of  post-transfusion  hepatitis 


Case 

Serum 

Bilirubin 

Alkaline 

Phos- 

phatase 

(King- 

Arm- 

strong 

Units) 

Albumin- 

Globulin 

Ratio 

Choles- 

terol- 

Esters 

Thymol 

Turbidity 

Zinc 

Turbidity 

Pro- 

thrombin 

Time 

Trans- 

aminase 

Glutamic 

Pyruvic 

1 

4.3 

8.9 

4.6 

2.4 

311 

236 

14.8 

2 

9.7 

26.0 

5.3 

2.8 

278 

164 

5.3 

12.9 

80 

3 

4.6 

26.6 

10.2 

13 

13 

4 

7.9 

16.6 

3.9 

312 

13.5 

27.5 

21 

5,000 

2.7 

240 

13 

1,056 

5 

2.7 

5.2 

3.9 

3.0 

16.1 

14 

13 

6 

5.0 

14.2 

4.5 

3.0 

320 

186 

14.0 

27.0 

178 

134 

7 

1.4 

10.4 

8.6 

17.5 

13 

13 

8* 

30.1 

15.3 

3.7 

308 

28.2 

26.7 

16 

2,150 

4.0 

171 

13 

420 

9 

20.2 

18.0 

4.2 

360 

33.2 

25.0 

1,150 

3.9 

275 

950 

10 

7.0 

11.5 

4.3 

3.0 

280 

160 

20 

13 

11 

12.4 

19.5 

3.3 

3.3 

147 

72 

20.0 

13 

13 

12 

28.2 

13.2 

4.4 

3.3 

132 

40 

25.2 

12 

12 

13 

10.7 

18.6 

4.8 

2.9 

270 

72 

8.4 

9 2 

13 

13 

670 

*Death. 


esters  were  not  of  much  help  in  the  diagnosis 
or  in  following  the  progress  of  the  cases. 
The  serum  prothrombin  time  showed  little 
disturbance  in  these  patients  and  often  was 
normal . 

Comment 

It  is  apparent  from  these  studies  that  the 
clinical  syndrome  of  homologous  serum 
hepatitis  following  blood  transfusion  is  a 
far  more  serious  illness  than  the  hepatitis 
following  tattooing  or  intravenous  injections 
with  unsterilized  needles.  The  duration  of 
hospitalization  is  longer  in  the  transfusion 
cases,  and  there  is  a greater  incidence  of 
febrile  reactions.  The  intensity  and  dura- 


tion of  jaimdice  is  more  severe.  There  is  a 
greater  derangement  of  the  liver  function 
tests  of  hepatocellular  damage,  and  the  ob- 
structive phase,  as  manifested  by  the  alka- 
line phosphatase  test,  is  more  severe  and 
longer. 

It  is  important  to  note  that  these  features 
are  aU  of  a quantitative  difference  rather 
than  a qualitative  one.  It  would  seem  that 
the  hepatitis  in  the  narcotics  users  is  milder 
than  the  hepatitis  following  transfusion,  al- 
though this  is  a generahzation,  and  one  can- 
not predict  the  course  of  any  one  case.  This 
has  been  noted  by  others,  and  the  generally 
benign  course  of  hepatitis  in  youthful  addicts 
is  different  from  the  more  severe  course  in 
post-transfusion  or  even  infectious  hepatitis. 
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TABLE  V.  Summary  of  liver  function  tests  in  6 cases  of  post-tattoo  hepatitis 


Case 

Serum 

Bilirubin 

Alkaline 

Phos- 

phatase 

(King- 

Arm- 

strong 

Units) 

Albumin- 

Globulin 

Ratio 

Choles- 

terol- 

Esters 

Thymol 

Turbidity 

Zinc 

Turbidity 

Pro- 

thrombin 

Time 

Trains- 

aminase 

Glutamic 

Pyruvic 

1 

19.8 

23.6 

4.3 

2.9 

148 

40 

10.8 

17.1 

14 

13 

1,100 

460 

2 

7.9 

14.5 

2.2 

3.0 

12.9 

19.0 

13 

12 

4i  5 

3 

9.0 

17.6 

6.4 

2.9 

320 

239 

15.0 

21.0 

125 

430 

4 

5.4 

13.6 

5.7 

5.4 

790 

5 

2.2 

6.0 

4.5 

3.9 

179 

123 

8.6 

21.5 

14 

13 

85 

6 

10.8 

11.5 

4.2 

2.9 

162 

70 

17.0 

17.0 

14 

13 

600 

920 

We  had  1 death  in  13  cases  of  post-trans- 
fusion  hepatitis.  Masi,  Timothee,  and 
Armijo®  in  their  series  of  118  cases  of  hepa- 
titis transmitted  by  liver  and  vitamin  Bi2 
injections  had  only  1 death.  Cardon  and 
Beck*®  reported  4 deaths  in  32  cases.  In 
contrast,  Alter  and  Michael®  had  no  deaths 
in  9 cases,  and  Appelbaum  and  Kalkstein*" 
and  Altschul  et  al.^  had  no  deaths  in  3 and  5 
cases  respectively. 

The  mildness  of  the  hepatitis  in  these 
patients  may  be  due  to  several  factors. 
Certainly  the  comse  of  any  hepatitis  in 
young  healthy  people  can  he  expected  to  be 
milder  than  in  an  older-age  group.  Another 
important  reason  in  our  opinion  is  the 
volume  of  hlood  which  was  introduced. 
Apparently  the  intermittent  introduction  of 
minute  amounts  of  blood  is  less  likely  to 
introduce  enough  virus  into  the  body  than 
the  introduction  of  half-liter  amounts  of 
blood. 

Although  aU  our  patients  admitted,  after 
some  degree  of  candid  confrontation,  that 
they  took  intravenous  diacetylmorphine,  it 
seems  that  most  of  these  younger  addicts 
are  intermittent  users  of  narcotics  rather 
than  inveterate  addicts  as  seen  in  older-age 
patients.  There  was  very  little  evidence  of 
withdrawal  symptoms  in  these  patients, 
although  several  patients  signed  themselves 
out  before  they  could  be  observed  long 
enough.  These  youthful  narcotics  addicts 
did  not  impress  us  as  possessing  extreme 
personality  aberrations  as  has  been  noted  in 


many  older  addicts.  Most  of  these  young- 
sters would  take  a narcotic  injection  for 
“kicks”  rather  than  because  of  severe 
dependency.  The  incidence  of  serum  hep- 
atitis was  known  to  these  patients,  and  many 
came  to  the  hospital  because  their  fellow 
addicts  noted  scleral  icterus. 

The  liver  function  studies  which  were 
done  showed  that  the  serum  bilirubin 
and  serum  transaminase  were  extremely 
helpful  in  early  diagnosis.  The  alkaline 
phosphatase  and  the  thymol  and  zinc 
turbidity  tests  were  aU  helpful  in  following 
the  course  of  the  disease.  On  the  other 
hand,  the  total  proteins,  albumin-globulin 
ratio,  and  serum  prothrombin  time  were 
not  greatly  affected  in  these  patients.  None 
of  our  patients  has  been  followed  long 
enough,  but  there  has  not  heen  noted  any 
transition  to  chronic  liver  disease  in  this 
series. 

Summary 

It  would  appear  that  homologous  serum 
hepatitis  varies  in  severity  depending  on  the 
amount  of  blood  which  is  introduced.  Its 
course  is  much  more  severe  in  patients  who 
have  received  blood  transfusions  with  pre- 
sumably large  amounts  of  virus  than  in 
patients  who  have  acquired  hepatitis  from 
tattooing  or  narcotic  injections  with  imsterile 
needles.  Most  patients  with  homologous 
serum  hepatitis  have  a relatively  afebrile 
course,  but  there  was  more  fever  in  the 
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TABLE  VI . Summary  of  liver  function  tests  in  21  cases  of  hepatitis  following  narcotic  injections 


Case 

Serum 

Bilirubin 

Alkaline 

Phos- 

phatase 

(King- 

Arm- 

strong 

Units) 

Albumin- 

Globulin 

Ratio 

Choles- 

terol- 

Esters 

Thymol 

Turbidity 

Zinc 

Turbidity 

Pro- 

thrombin 

Time 

Trans- 

aminase 

Glutamic 

Pyruvic 

1 

2.8 

13.2 

4.8 

3.7 

254 

210 

3.0 

10.6 

1,250 

87 

2 

0.9 

7.0 

5.4 

3.4 

20.5 

32.5 

13 

13 

120 

104 

3 

28.2 

23.0  ^ 

4.5 

3.1 

117 

83 

30.5 

15 

13 

4 

5.3 

3.9 

3.4 

24.2 

18.2 

5 

27.6 

16.6 

4.6 

134 

21.5 

2,050 

3.7 

100 

1,150 

8.0 

8.5 

4.4 

209 

18.5 

18.5 

200 

o 

3.0 

156 

150 

7 

8.1 

2.7 

4.2 

3.9 

190 

122 

23.0 

26.5 

1,100 

8 

8.3 

34.0 

4.5 

276 

23.0 

37.8 

13 

1,100 

4.1 

169 

13 

750 

9 

1.8 

20.4 

3.9 

3.9 

9.2 

21.5 

210 

10 

10.5 

17.5 

4.6 

3.1 

24.0 

31.5 

17 

13 

230 

11 

7.8 

15.6 

13 

13 

1,050 

550 

12 

12.1 

12.1 

4.4 

2.7 

167 

109 

16.0 

12 

12 

13 

3.6 

14.5 

197 

17.1 

13.6 

13 

87 

137 

13 

1,050 

14 

8.2 

14.3 

4.5 

245 

21.6 

23.1 

13 

975 

2.8 

152 

13 

1,000 

15 

1.7 

19.0 

4.1 

4.0 

217 

152 

17.6 

14.7 

122 

120 

16 

7.5 

5.1 

5.2 

2.9 

217 

161 

14.0 

7.8 

14 

13 

166 

17 

20.6 

20.7 

4.3 

3.2 

144 

81 

26.8 

27.1 

1,900 

1,300 

18 

14.6 

12.7 

4.9 

198 

16.3 

21.0 

2,900 

2.5 

108 

1,400 

19 

6.8 

11.0 

4.9 

2.1 

167 

70 

6.3 

15 

13 

20 

11.1 

12.9 

4.3 

2.4 

21.6 

21.1 

15 

13 

1,200 

800 

21 

3.8 

21.8 

4.5 

'3.5 

212 

158 

21.6 

20.6 

205 

770 
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patients  with  post-transfusion  hepatitis. 
The  most  useful  tests  in  following  these 
cases  are  the  serum  bilirubin,  alkaline 
phosphatase,  and  thymol  and  zinc  turbidity 
tests.  The  albumin-globulin  ratio,  cho- 
lesterol and  esters,  and  serum  prothrombin 
time  were  not  of  much  help  in  the  diagnosis 
or  follow-up  of  the  acute  cases.  The 
prognosis  in  patients  who  have  received 
multiple  blood  transfusions  is  not  as  favor- 
able as  in  patients  who  have  received  minute 
amounts  of  blood  via  unsterile  needles. 
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division  of  American  Cyanamid  Company. 

He  advocated  a code  of  ethics  for  medical 
writers  which  would  stress  the  principles  of 
accuracy,  objectivity,  documentation,  com- 
pleteness, integrity,  and  competence. 

“Supplying  the  physician  with  incomplete 
and  incorrect  information  about  drugs  and 
technics  can  harm  his  patients,  even  hasten 
death,”  he  said.  “Supplying  him  with  correct 
and  complete  information  can  expedite  the 
recovery  of  his  patients. 

“Anyone  who  is  willing  to  shade  the  facts  for 
any  reason  for  anybody  should  not  be  in  the 
profession  of  medical  communication  ...  he 
should  be  writing  fiction.  Good  medical  com- 
munication is  an  essential  ingredient  of  good 
medical  practice.” 
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Cytologic  examination  of  the  sputum 
can  yield  not  only  the  diagnosis  of  malignant 
tumor  cells,  but  also,  depending  on  the 
character  of  the  cellular  findings,  a prediction 
of  the  histologic  type  of  carcinoma  in  the 
bronchopulmonary  tract. 

The  greatest  difficulty  has  been  reported 
in  predicting  adenocarcinoma  (adenocar- 
cinoma of  large  bronchi,  alveolar  cell- 
terminal  bronchiolar  carcinoma,  and  met- 
astatic adenocarcinoma)  on  the  basis  of 
cytologic  findings  in  the  sputum. 

Various  authors  have  described  then- 
cytologic  findings  of  adenocarcinoma  of  the 
bronchopulmonary  tract  in  sputum  which 
has  been  examined  as  smears.  Atypi- 
cal cells  show  nuclei  which  are  irregular  in 
shape  and  size  and  hyperchromatic.  The 
chromatin  material  may  have  an  irregular 
pattern.  Nucleoli  are  prominent.  The 

Presented  at  the  155th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Rochester,  New  York, 
Section  on  Pathology,  Clinical  Pathology,  and  Blood  Bank- 
ing, May  10, 1961. 


cytoplasm  is  usually  good  in  amount  and 
tends  to  be  vacuolated.  Vacuoles  may 
increase  the  cell  size  markedly,  often  pushing 
nuclei  to  the  periphery.  Cells  appear 
in  groups  or  clusters.  Malignant  acini 
or  glandular  structures  are  sometimes  seen. 
Their  presence  is  noted  to  be  distinctly 
unusual  or  rare. 

We  report  our  experience  with  the  positive 
prediction  of  adenocarcinoma  of  the  bron- 
chopulmonary tract  in  9 patients  when 
acinar-glandular  structures  were  foimd  in 
cytologic  examinations  of  the  sputum. 
We  feel  that  the  finding  of  acinar-glandular 
structures  in  sputum  examined  by  us  may 
in  a certain  measure  be  due  to  the  method 
we  employ  in  preparing  specimens. 

At  the  Edward  J.  Meyer  Memorial 
Hospital,  specimens  of  sputum  for  cytologic 
examination  are  not  prepared  by  the  smear 
method  with  Papanicolaou  stain  but  by 
the  paraffin  section  method  with  hema- 
toxylin-eosin  stain.  The  sputum  is  ex- 
pectorated by  the  patient  directly  into  a 
mixture  of  equal  parts  of  ether  and  alcohol. 
After  fixation,  the  sputum  is  handled  like 
a surgical  or  autopsy  tissue  specimen. 
It  is  dehydrated,  embedded  in  paraffin, 
sectioned,  and  stained  with  hematoxylin 
and  eosin. 

Case  reports 

Case  1.  A sixty-three- year-old  white  man 
was  admitted  March  21,  1954.  He  died  March 
24,  1954.  The  patient  was  first  seen  in  the 
hospital  February  4,  1953,  for  chronic  produc- 
tive cough  with  thick  sputum  and  hemoptysis. 
There  was  also  irregular  fever.  On  physical 
examination,  the  fingernails  were  clubbed. 
An  x-ray  film  of  the  chest  showed  a density 
in  the  middle  field  of  the  left  lung  and  in  the 
base  of  the  right  lung.  On  cytologic  examina- 
tion, atypical  cells  were  discovered  in  the 
sputum  with  findings  compatible  with  adeno- 
carcinoma. The  bronchoscopic  visualization 
revealed  no  abnormalities,  and  the  aspirate 
from  both  sides  was  positive  for  atypical  cells. 
A biopsy  by  thoracotomy  from  the  lower  lobe 
of  the  left  lung  was  reported  as  alveolar  cell 
carcinoma  (adenocarcinoma).  Following  his 
discharge  from  the  hospital  in  April  6,  1953, 
the  patient  developed  dyspnea,  hemoptysis, 
edema  of  his  legs,  pain  in  the  left  side  of  the 
chest,  a perforated  ulcer,  and  massive  bleeding 
from  the  rectum.  Consent  for  autopsy  was 
not  obtained. 

Case  2.  A sixty-seven-year-old  white  man 
was  admitted  May  20,  1955.  He  died  June 
16,  1955.  The  patient  had  been  a stone  cutter 
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for  forty  years.  The  chief  symptoms  included 
nonproductive  cough,  pleuritic  pain  on  the  left 
side  of  the  chest,  progressive  dyspnea,  and  weight 
loss.  The  right  side  of  the  chest  was  clear.  The 
left  side  of  the  chest  revealed  decreased  breath 
sounds,  rales,  and  wheezing.  The  clinical 
impression  when  the  patient  entered  the  hospital 
was  possible  bronchogenic  carcinoma  and  or 
possible  silicotuberculosis.  An  x-ray  film  of 
the  chest  showed  numerous  soft  nodular  densi- 
ties in  both  lungs  and  eggshell  calcification  in 
both  hUi.  The  impression  was  silicotubercu- 
losis and  possible  tumor.  The  sputums  were 
negative  for  acid-fast  bacilli  on  smear  and  cul- 
ture. On  cytologic  examination,  the  sputums 
were  positive  for  atypical  cells  with  findings 
compatible  with  adenocarcinoma.  Pertinent 
findings  at  autopsy  were  pulmonary  anthrasili- 
cosis  (negative  for  acid-fast  bacilli;  silicon 
dioxide,  375  mg.  per  100  Gm.  wet  lung,  2.07 
Gm.  per  100  Gm.  dry  lung)  and  peripheral 
carcinoma  (alveolar  cell  adenocarcinoma)  of 
the  upper  lobe  of  the  left  lung;  metastatic 
carcinoma  to  the  liver;  pulmonary  thrombo- 
embolism; mucopurulent  tracheobronchitis; 
and  microscopic  adenocarcinoma  of  the  prostate. 

Case  3.  A sixty-two-year-old  white  man 
was  admitted  November  29,  1956,  for  short- 
ness of  breath.  He  died  December  13,  1956. 
The  patient,  in  addition  to  dyspnea,  also  had 
a productive  cough  and  weight  loss.  On 
physical  examination,  there  was  dullness  in 
the  right  side  of  the  chest,  posteriorly,  with 
decreased  breath  sounds.  Supraclavicular  nodes 
were  palpable  on  the  right  side.  A mass 
was  felt  in  the  subcutaneous  tissue  of  the 
right  side  of  the  chest,  anteriorly,  below  the 
clavicle.  The  clinical  impression  was  bron- 
chogenic carcinoma  of  the  right  lung.  An 
x-ray  film  of  the  chest  showed  partial  atelec- 
tasis of  the  lower  lobe  and  questionable  atelec- 
tasis of  the  middle  lobe  of  the  right  lung. 
There  was  apparently  a mass  inferior  to  the 
right  hilus.  The  impression  was  large  pul- 
monary tumor  or  pneumonitis.  The  smear 
and  culture  of  the  sputum  were  negative  for 
acid-fast  bacilli.  On  cytologic  examination 
the  sputum  disclosed  atypical  cells  with  findings 
compatible  with  alveolar  cell  carcinoma  (adeno- 
carcinoma) . The  biopsy  of  the  mass  in  the  right 
anterior  chest  was  reported  as  metastatic 
carcinoma  differentiating  to  adenocarcinoma. 
Pertinent  autopsy  findings  were  adenocarcinoma 
of  the  right  lung:  lower  lobe,  middle  lobe,  and 
a portion  of  the  upper  lobe  on  the  right  side 
(main  bronchi  patent) ; carcinomatous  in- 
volvement of  the  pleura;  metastatic  carcinoma  of 
the  mediastinal  nodes,  iliac  nodes,  and  pericar- 
dium; compression  of  the  trachea  by  surrounding 
carcinomatous  nodes;  hemopericardium;  and 
a few  small  thromboemboli  in  the  upper  lobe 
of  the  right  lung. 

Case  4.  A sixty-one-year-old  white  man 
was  admitted  December  27,  1957.  He  died 
February  6,  1958.  The  patient  was  first  seen 
in  the  hospital  September  6, 1957,  for  productive 
cough,  pain  in  the  right  side  of  the  chest,  and 


NINE  CASES  are  presented  in  which  adeno- 
carcinoma of  the  bronchopulmonary  tree 
was  predicted  correctly  by  cytologic  examina- 
tion of  the  sputum.  The  paraffin  section 
method  wth  hematoxylin-eosin  stain  permits 
the  finding  of  diagnostic  acinar  or  glandular 
structures  which  might  be  broken  up  and 
spread  apart  by  the  smear  method. 


night  sweats.  The  right  side  of  the  chest 
was  duU  to  percussion.  The  lower  part  of 
the  chest  revealed  absent  breath  sounds. 
The  fingernails  were  markedly  clubbed.  The 
clinical  impression  was  pleural  effusion  of  the 
right  side  probably  due  either  to  tuberculosis 
or  to  carcinoma.  An  x-ray  film  of  the  chest 
showed  a large  pleural  effusion  on  the  right 
side.  Smears  and  cultures  of  sputum  and 
pleural  fluid  were  negative  for  acid-fast  bacilli. 
A cytologic  examination  of  the  pleural  fluid 
was  positive  for  atypical  cells.  On  cytologic 
examination  the  sputum  disclosed  atypical 
cells  with  findings  compatible  with  adeno- 
carcinoma. The  bronchoscopic  biopsy  was 
diagnosed  as  infiltrating  papillary  adenocar- 
cinoma. The  patient  was  treated  with  nitrogen 
mustard  and  radioactive  gold  for  recurring 
pleural  effusion.  The  pertinent  autopsy  find- 
ings were  adenocarcinoma  of  the  right  lung; 
invasive  and  metastatic  carcinoma  to  the 
pleura,  nodes,  liver,  spleen,  and  adrenals; 
an  old  myocardial  infarct  of  left  ventricle; 
coronary  atherosclerosis  with  narrowing;  and 
pulmonary  thromboembolism. 

Case  5.  A fifty-nine-year-old  white  woman 
was  admitted  February  10,  1958.  She  was 
discharged  March  13,  1958.  Sixteen  years 
previously  the  patient  had  had  a right  radical 
mastectomy  for  scirrhous  carcinoma  with 
metastases  to  the  lymph  nodes.  No  metastases 
were  ever  found  on  periodic  follow-up.  In 
1957  the  patient  developed  pleuritic  pain  in 
the  midback  region  on  the  right  side. 
On  physical  examination  in  January,  1958, 
the  lungs  were  clear  except  for  a few  expiratory 
wheezes  in  the  apex  of  the  upper  lobe  of  the 
right  lung.  The  clinical  impression  was  pos- 
sible metastatic  carcinoma  or  radiation  fibrosis. 
An  x-ray  film  of  the  chest  showed  a nodular 
density  in  the  upper  lobe  field  of  the  right  lung 
with  breakdown  and  partial  collapse.  The 
trachea  was  deviated  to  the  right.  The  im- 
pression was  a probable  malignant  tumor. 
Smears  and  cultures  of  the  sputum  were  nega- 
tive for  acid-fast  bacilli.  A cytologic  examina- 
tion of  the  sputum  disclosed  atypical  cells 
with  findings  compatible  with  adenocarcinoma. 
On  bronchoscopic  examination  the  bronchus 
of  the  upper  lobe  of  the  right  lung  was  stenosed. 
No  biopsy  was  made.  An  upper  lobectomy  of 
the  right  lung  was  done  February  17,  1958. 
The  mediastinal  nodes  were  judged  normal  at 
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FIGURE  1.  Case  7.  Cytologic  examination  of  (A)  sputum  and  (B)  section  of  lung  at  autopsy  showing 
adenocarcinoma. 


operation.  Grossly,  the  lobe  weighed  100  Gm. 
It  was  involved  by  an  infiltrating  gray-yeUow 
parenchymal  tumor,  5.5  by  5 cm.  The  large 
bronchi  were  patent.  Microscopically  the  di- 
agnosis was  infiltrating  papUlary  adenocar- 
cinoma, apparently  primary  in  the  lung. 

Case  6.  A fifty-year-old  white  woman 
was  admitted  January  26,  1960,  for  a cataract 
operation.  She  died  March  9,  1960.  The 
patient’s  past  history  was  of  interest.  In 
1957  a right  radical  mastectomy  for  carcinoma 
was  done,  with  subsequent  x-ray  treatment. 
In  1958  she  had  a thyroidectomy  for  papillary 
carcinoma.  Six  months  before  her  final  admis- 
sion to  the  hospital,  an  x-ray  film  of  the  chest 
showed  multiple  nodules  in  the  upper  lobe 
of  the  left  lung  and  in  the  lower  lobes  of  both 
lungs.  The  impression  was  metastatic  car- 
cinoma. Metastatic  tumor  was  also  reported 
in  x-ray  films  of  the  fifth  to  seventh  ribs  on  the 
right;  fourth,  sixth,  and  ninth  ribs  on  the  left; 
right  scapula,  right  iliac,  ischial,  and  pubic 
bones  and  left  sacrum  and  iliac  bone;  and  fourth 
lumbar  vertebra.  A biopsy  of  the  right  ilium 
was  diagnosed  as  metastatic  carcinoma.  The 
patient  was  treated  with  testosterone.  On 
physicaJ  examination  in  January,  1960,  the 
liver  was  enlarged.  A pelvic  mass  was  present. 
The  clinicoroentgenologic  impression  was  met- 
astatic carcinoma  possibly  from  the  breast  or 
the  thyroid  and  primary  or  secondary  carcinoma 
of  the  pelvis  either  from  the  uterus  or  from  the 
colon.  A cytologic  examination  of  the  sputum 
disclosed  atypical  cells  with  findings  compatible 
with  adenocarcinoma.  Consent  for  autopsy 
was  not  obtained. 

Case  7.  A seventy-two-year-old  white  man 
was  admitted  on  February  19,  1960.  He  died 
February  22,  1960.  The  patient  was  first  seen 
at  the  hospital  in  July,  1959,  for  productive 
cough,  progressive  dyspnea,  wheezing,  and 
hypertension.  On  physical  examination  the 
chest  was  emphysematous.  The  heart  was 
enlarged  to  the  left.  The  clinical  impression 
was  arteriosclerotic  hypertensive  heart  disease, 
possible  right  pleural  effusion,  and  pulmonary 
emphysema.  An  x-ray  film  of  chest  showed 
pleural  thickening  on  the  right  side.  The  heart 


was  enlarged.  The  impression  was  old  pleurisy, 
possible  fibrotic  changes  in  the  right  lung 
field,  and  cardiomegaly.  Smears  and  cultures 
of  the  sputum  were  negative  for  acid-fast 
bacilli.  A cytologic  examination  of  sputums 
and  bronchial  aspirate  disclosed  atypical  cells 
with  findings  compatible  with  adenocarcinoma 
(Fig.  1).  A bronchoscopic  examination  re- 
vealed no  tumor.  A biopsy  was  not  made. 
The  patient  received  x-ray  treatment.  On  his 
final  admission,  no  x-ray  film  of  the  chest  was 
taken.  Pertinent  autopsy  findings  were  dif- 
fuse infiltrating  adenocarcinoma  of  both  lungs, 
with  calcification;  lipoid  resorptive  pneumonia; 
invading  carcinoma  of  pleura,  mediastinum, 
and  pericardium;  compression  of  the  right 
innominate  vein  and  superior  vena  cava;  com- 
plete obliteration  of  the  right  pleural  cavity; 
left  pleural  effusion;  mitral  stenosis  and  in- 
sufficiency; aortic  stenosis;  and  hypertrophy 
and  dilatation  of  the  heart. 

Case  8.  A thirty-year-old  white  man,  was 
admitted  March  21,  1960.  He  died  March 
24,  1960.  The  patient  was  first  seen  at  the 
hospital  November,  1959,  with  suspected 
tuberculosis.  An  x-ray  film  of  the  chest  had 
shown  a right  pleural  effusion  as  did  a film  taken 
in  the  hospital  that  also  revealed  diffuse  nodular 
infiltrates  in  the  midlung  fields  of  both  lungs. 
The  radiologic  differential  diagnosis  was  mihary 
tuberculosis,  histoplasmosis,  and  metastatic 
carcinoma.  A laboratory  work-up  on  the 
pleural  fluid  and  sputum  was  negative  for 
acid-fast  bacilli.  A cytologic  examination  of 
the  pleural  fluid  was  first  reported  as  showing 
negative  results  but  on  review  was  interpreted 
as  showing  atypical  cells.  No  sputums  were 
examined  for  tumor  cells.  No  tumor  was 
seen  on  bronchoscopic  examination.  The  as- 
pirate was  negative  for  atypical  cells.  A 
needle  biopsy  of  the  pleura  gave  an  unsatis- 
factory specimen,  showing  only  striated  muscle. 
On  December  4,  1959,  pleural  and  lung  biopsies 
were  done  by  right  thoracotomy.  The  pleural 
and  diaphragmatic  surfaces  were  studded  with 
small  1-  to  3-mm.  hard  white  nodules.  The 
lung  was  firm  like  liver.  The  histologic  diag- 
nosis was  adenocarcinoma  of  the  lung  involving 
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the  pleura.  A sputum  examined  cytologicaUy 
in  January,  1960,  and  subsequent  sputums 
yielded  atypical  cells  with  findings  compatible 
with  adenocarcinoma.  The  patient  was  treated 
with  x-radiation  and  nitrogen  mustard.  The 
final  admission  was  for  increasing  pleural  ef- 
fusion on  the  right  side  and  dyspnea.  Consent 
for  autopsy  was  not  obtained. 

Case  9.  A fifty-nine-year-old  white  woman 
was  admitted  October  10,  1960,  for  mental 
observation.  She  died  November  1,  1960. 

The  patient  had  been  well  until  AprU,  1959, 
when  she  noted  enlarged  nodes  in  the  neck.  A 
biopsy  revealed  metastatic  mucinous  adeno- 
carcinoma. In  March,  1960,  the  patient  began 
to  suffer  with  dyspnea,  cough,  and  hemoptysis. 
At  this  time  a cytologic  examination  of  the 
sputum  disclosed  atypical  cells  with  findings 
compatible  for  adenocarcinoma.  On  her  final 
admission  the  patient  had  large  cervical  nodes. 
The  chest  was  dull  with  decreased  breath 
sounds.  The  clinical  impression  was  carcinoma 
of  the  lung  with  metastases.  An  x-ray  film 
of  the  chest  showed  marked  pleural  effusion  on 
the  left  side  and  infiltration  of  the  upper  lobe 
of  the  right  lung.  The  impression  was  possible 
tuberculosis  or  tumor.  On  cytologic  examina- 
tion of  the  pleural  fluid,  obtained  by  left  tho- 
racentesis, atypical  cells  were  noted  with  findings 
compatible  for  adenocarcinoma.  Pertinent  find- 
ings at  autopsy  were  mucinous  adenocarcinoma 
of  the  right  lung  and  pleura  and  of  the  left  lung 
and  carcinomatous  invasion  of  and  metastases 
to  the  mediastinum,  esophagus,  pericardium, 
both  adrenals,  kidneys,  and  nodes. 

Comment 

Although  the  histologic  type  of  carcinoma 
can  be  predicted  with  a fair  degree  of  ac- 
curacy from  the  cytologic  findings  of 
sputums  in  squamous  ceU  and  immature 
carcinoma  of  the  lung,  more  difficulty  and 
inaccuracy  are  encountered  in  the  predic- 
tion of  adenocarcinoma  involving  the  bron- 
chopulmonary tree.  When  more  or  less 
characteristic  intracellular  changes  such  as 
vacuolization  with  cellular  distention  are 
present,  the  prediction  of  adenocarcinoma 
is  usually  correct.  In  the  absence  of  these 
findings,  however,  atypical  cells  from  pul- 
monary adenocarcinoma  are  often  inter- 


preted as  having  originated  from  immature 
carcinoma  and  even  from  squamous  cell 
carcinoma. 

Malignant  acini  or  glandular  structures 
are  rarely  seen  in  sputums  examined  as 
smears.  We  report  the  finding  of  malignant 
acini  or  glandular  structures  in  9 cases 
where  the  fixed  sputum  was  processed 
and  examined  as  is  ordinary  surgical  or 
autopsy  tissue.  These  structures  may 
appear  more  frequently  in  sputum  examined 
by  the  paraffin  section  method  because 
there  is  less  chance  of  their  being  broken 
up  and  spread  apart  as  in  the  smear  method. 

The  finding  of  these  structures  in  sputum 
facilitates  the  prediction  of  adenocarcinoma 
and  increases  the  accirracy  of  this  predic- 
tion. In  the  9 cases  presented  here  the 
correct  prediction  of  adenocarcinoma  was 
made  in  each  case  through  the  finding  of 
these  acinar  or  glandular  structures  in  the 
sputum. 

Summary 

Nine  cases  of  adenocarcinoma  of  the 
bronchopulmonary  tree  are  presented  in 
which  the  histologic  diagnosis  was  predicted 
correctly  by  the  cytologic  examination  of 
sputum.  Glandular  or  acinar  structures 
were  found  in  the  sputum  in  each  case. 
The  histologic  diagnosis  was  established  in 
all  cases  by  biopsy  and/or  autopsy. 
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F RACTURES  AND  DISLOCATIONS  of  the  spine 
with  or  without  injury  to  the  spinal  cord 
or  cauda  equina  occur  with  increasing  fre- 
quency as  the  result  of  a constant  rise 
in  vehicular  traffic  accidents  and  a propaga- 
tion of  sports.  Certain  industries  and  oc- 
cupations expose  workers  to  accidental 
hazards,  particularly  in  mining,  construction 
work,  and  transportation,  resulting  hkewise 
in  a higher  incidence  of  spinal  injuries. 

The  experiences  gained  in  the  military 
conflicts  of  World  War  II  and  Korea  and  the 
advances  made  in  the  so-called  “paraplegic 
centers”  of  selected  military  and  Veterans 
Administration  hospitals,  as  well  as  in 
other  neurologic  and  orthopedic  centers, 
have  led  to  a better  understanding  and 
management  of  patients  affected  with  spinal 
injuries. 

In  spite  of  advances  in  the  methods  and 
appliances  designed  for  the  safe  transporta- 
tion of  the  patient,  additional  injm’y  to  the 
neural  structures  is  not  always  prevented 
in  transferring  the  patient  from  the  scene 
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of  the  accident  to  the  hospital  or  in  intra- 
mural transfer  from  the  stretcher  to  the  x-ray 
table  or  to  bed,  and  by  faulty  positioning 
without  traction  on  the  operating  table  or 
by  endotracheal  intubation  in  hyperexten- 
sion. Limbach,^  who  deserves  great  credit 
for  his  contribution  to  safer  and  more  effi- 
cient patient  transportation,  indicated  that 
ten  transfers  were  endured  by  the  average 
trauma  patient  between  the  emergency  room 
and  a bed,  with  further  injuries  in  some  in- 
stances during  transfers  which  were  usually 
entrusted  to  inexperienced  personnel.  This 
is  deplorable  in  view  of  the  development  of 
newer  means  and  better  methods  of  litter 
transportation.  Although  elaborate  trans- 
portation apparatus  is  now  available  com- 
mercially, some  simple,  yet  efficient,  methods 
wUl  be  discussed  which  are  still  eminently 
useful  and  practical  in  situations  calling 
for  improvisation,  such  as  in  disaster  areas. 

Litters  and  orthopedic 
frames  for  transportation 

The  importance  of  transporting  a patient 
with  a spinal  injury  without  a change  of 
position  or  transfer  to  another  stretcher 
until  definitive  treatment  can  be  instituted 
was  recognized  years  ago.’*  Covalt  et  al.^ 
suggested  that  the  stretcher  should  be  a 
firm  and  flat  board,  since  the  usual  canvas 
stretcher  tends  to  cause  flexion  of  the  back. 
An  ordinary  door  can  serve  as  a good 
stretcher  in  an  emergency. 

A more  elaborate  radiotranslucent 
stretcher  has  been  designed  by  us  with  the 
deliberate  purpose  of  eliminating  multiple 
transfers  from  the  scene  of  the  accident  to 
the  operating  table  or  treatment  bed.^ 
This  stretcher  consists  essentially  of  a 
one-quarter  inch  ordinary  plywood  board 
measuring  65  inches  in  length  and  20  inches 
in  width  (Fig.  1).  This  simple  device  could 
be  held  in  readiness  in  every  ambulance 
or  doctor’s  garage.  We  attached  oak  bars 
79  inches  long,  1 inch  wide,  and  2 inches 
thick  to  this  board  and  placed  a radio- 
translucent  sponge  mattress  on  top,  fitting 
into  the  space  between  the  bars.  These  also 
serve  as  rounded  7-inch-long  handle  bars 
so  that  the  stretcher  can  be  carried  by  two 
persons. 

Another  simple  device,  the  so-called 
double  litter  method,  was  introduced  by 
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Campbell  and  Meirowsky®  and  others  during 
the  Korean  campaign  (Fig.  2).  This  method 
proved  most  advantageous  for  the  early  care, 
transportation,  and  air  evacuation  of  casual- 
ties with  spinal  injuries.  Instead  of  placing 
the  quadriplegic  and  paraplegic  patient 
on  a cot  in  the  field  hospital  the  patient 
was  cared  for  on  a litter  amply  padded  with 
blankets.  Pillows  placed  transversely  on 
the  lower  litter  are  so  arranged  that  the 
required  hyperextension  is  obtained,  and 
pressure  sores  are  avoided.  For  the  prone 
position  the  litter  is  prepared  by  providing 
an  opening  for  the  face  as  well  as  for  catheter 
drainage.  The  fitter  used  for  the  supine 
position  has  an  opening  to  allow  for  bowel 
care  and  cleansing  of  the  perineal  area. 
The  patient’s  position  is  changed  every 
two  hours  by  placing  the  alternate  fitter 
on  top  of  him  and  turning  him  with  the  two 
fitters  strapped  together  at  two  points. 

In  the  field  hospital  the  fitters  are  placed  on 
saw  horses.  Early  treatment  and  evacuation 
can  be  carried  out  without  transfer  to  other 
fitters,  thus  avoiding  further  injury  and  % 
decubitus  ulcers.  This  method  was  later 
replaced  by  the  use  of  Stryker  frames  in  the 
air  evacuation  of  the  patients  to  Japan. 
However,  the  double  fitter  method  remains  a 
very  useful  method,  particularly  in  a disaster 
or  military  situation  when  improvisation 
is  called  for. 

The  Stryker  frame  originally  was  de- 
signed as  an  orthopedic  bed  with  a frame 
cart  as  a unit.®-^  Its  use  soon  was  extended 
to  the  care  and  later  to  the  transportation 
of  patients  with  spinal  injuries.  It  is  still 
the  most  satisfactory  method  for  the  trans- 
port of  the  paraplegic  and  quadriplegic 
patient  if  the  transfer  by  airplane,  train, 
or  ambulance  requires  several  hours  or  if 
skeletal  traction  has  to  be  maintained. 

The  Foster  reversible  orthopedic  bed,  a 
more  recent  modification,  is  more  spacious 
and  also  allows  adjustment  of  the  frame  to 
various  degrees  of  hyperextension  at  various 
points  from  the  lumbar  to  the  dorsal  region. 
Traction  likewise  can  be  applied.  However, 
the  Foster  frame  is  used  mainly  for  definitive 
care  and  not  for  transportation. 

The  most  satisfactory  method  for  the 
transport  of  the  patient  with  a spinal  injury 
is  the  all-purpose  radiotranslucent  stretcher 
(Transaver)  developed  by  Limbach  (Fig.  3). 
This  stretcher  reduces  patient  transfer  by 
80  per  cent  in  the  average  trauma  case  and 


THE  MOST  SATISFACTORY  METHOD  for  trans- 
port of  the  patient  with  a spinal  injury  is 
the  all-purpose  radiotranslucent  stretcher. 
In  determining  the  positioning  of  the  patient 
one  should  avoid  any  movement  in  a lateral 
or  anterior  direction,  and  corrective  position- 
ing of  the  spine  for  transportation  and  de- 
finitive treatment  should  be  undertaken  with 
a clear  understanding  of  the  mechanism  of 
the  force  which  produced  the  injury.  In 
cervical  fractures  and  dislocations,  a traction 
neck  brace  may  be  used.  Specific  indica- 
tions for  emergency  laminectomy  in  closed 
spine  injuries  include  paralysis,  acute 
cervical  spinal  cord  syndrome,  fracture  of 
dorsal  arch,  syndrome  of  acute  anterior  cord 
injury  of  Schneider,  and  cauda  equina 
injuries.  Indications  for  delayed  early 
laminectomy  include  progression  of  neuro- 
logic signs,  interlocking  facets  or  impossibility 
of  reducing  dislocations  by  traction  or  posi- 
tioning, x-ray  evidence  of  displaced  bony 
fragments  in  spinal  canal,  excessive  root 
pain,  and  persistent  spinal  fluid  block. 
Immediate  decompressive  laminectomy  is 
indicated  in  penetrating  or  compound  spinal 
injuries.  The  reduction  of  dislocation  and 
fracture-dislocations  in  cervical  injuries  is 
best  achieved  by  skeletal  traction. 


is  ideally  suited  for  the  transfer  of  patients 
with  spinal  fractures  by  ambulance  to 
regional  hospitals.  The  three  main  equip- 
ment parts  are:  (1)  the  “fitter,”  a strong 
lightweight  frame  with  a magnesium  plate 
and  conductive  rubber  pad;  (2)  the  “shut- 
tier,”  a low  ambulance  cart  on  which  the 
htter  rests;  and  (3)  the  “straddler,”  on 
which  the  fitters  are  placed  within  the  hos- 
pital. Trigger  handles  release  the  legs  to 
swing  clear  so  that  the  stretcher  may  be 
roUed  into  place  over  standard,  examining, 
x-ray,  and  operating  tables.  The  patient 
is  moved  only  twice,  at  the  scene  of  the 
accident  and  when  he  is  placed  in  a hospital 
bed,  having  by  that  time  undergone  clinical 
and  radiologic  examinations  and  first  aid 
treatment  or  even  surgery.  During  emer- 
gencies the  fitters  can  serve  as  temporary 
beds.  Many  fitters  can  be  stored  compactly 
for  emergency  use. 

Positioning  of  patient 

Many  views,  often  dogmatic  and  seem- 
ingly contradictory,  have  been  expressed 
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FIGURE  1.  (A)  Radiotranslucent  stretcher.  (B)  Radiotranslucent  stretcher  placed  on  standard  litter  cart. 


in  the  past  concerning  the  best  positions 
for  transporting  patients  with  a spinal 
fracture.^®’®  Some  authors  recommend 
transportation  on  stretchers  in  the  prone 
position  only  for  cervical  injuries,  some  only 
for  dorsolumbar  injuries,  and  some  for 
injuries  at  any  level.  Others  favor  the 
supine  position  for  cervical  injuries  only,^ 
and  others  favor  it  for  injuries  at  any  level, 
either  in  the  neutral  position  or  by  placing 
small  pillows  or  roUs  under  the  shoulders 
or  in  the  dorsolumbar  area  to  maintain 
hyperflexion. 

The  guiding  principles  in  transporting  a 
patient  are: 

1.  To  avoid  any  movement  in  a lateral  or 
anterior  direction  that  may  increase  the 
bony  deformity  and  spinal  cord  compression. 


FIGURE  3.  All-purpose  radiotranslucent  stretcher 
(Transaver). 


Under  no  circumstances  should  the  head  of  a 
patient  with  a cervical  fracture  be  moved  to 
hand  him  a cigaret  or  a glass  of  water  or  to 
place  a pfllow  under  his  head. 

2.  Corrective  positioning  of  the  spine  for 
transportation  and  also  definitive  treatment 
should  be  undertaken  with  a clear  under- 
standing of  the  mechanism  of  the  force 
which  produced  the  injury,  such  as  a forward 
fall  on  the  face  in  hyperextension  trauma. 
Correction  is  always  in  the  direction  opposite 
the  stress  which  caused  the  trauma.  A 
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patient  with  a hyperfiexion  fracture  of  the 
thoracolumbar  spine  is  thus  transported 
correctly  in  the  prone  position  on  a blanket 
or  in  the  supine  position  on  a rigid  stretcher 
with  blanket  rolls  maintaining  lordosis. 
Patients  with  cervical  injuries  are  trans- 
ported best  in  the  supine  position  on  a rigid 
surface.  Overcorrection  to  extension  is 
achieved  by  raising  the  shoulders  with  the 
aid  of  a folded  blanket  or,  if  mild  flexion 
is  desired  in  the  case  of  a hyperextension 
injury,  by  sliding  a small  flat  pillow  or 
folded  piece  of  cotton  under  the  head. 

The  application  of  an  emergency  Thomas 
coUar  or  lateral  fixation  of  the  head  with 
sandbags  has  been  recommended. 

Frequently  the  mechanism  of  the  trauma 
and  the  resulting  type  of  vertebral  injury 
cannot  be  determined  by  the  person  giving 
first  aid  or  before  x-ray  study  results  are 
available.  The  fixation  of  the  spine  in 
the  neutral  position  appears  advisable  under 
these  circumstances.  The  principle  of  trac- 
tion in  the  direction  of  the  long  axis  of  the 
spine  in  the  neutral  position  was  particularly 
emphasized  by  Rogers^®  in  the  prevention 
of  cord  damage  in  cervical  fractures  and 
dislocations.  This  traction  is  applied  as 
first  aid  by  means  of  an  adjustable  traction 
neck  brace  which  must  be  worn  whenever 
the  patient  is  being  moved  to  the  x-ray 
department,  operating  room,  or  during  the 
application  of  tongs  for  skull  traction. 
No  cord  injury  has  occurred  in  any  of 
Rogers’  patients  during  the  thirteen  years 
following  the  institution  of  this  safety 
measure.  The  traction  brace  must  be 
worn  from  the  earliest  possible  moment 
after  the  accident  xmtil  skull  traction  has 
been  applied.  Since  the  effectiveness  of 
this  brace  depends  on  constant  pressure  at 
the  chin  and  occiput,  it  can  be  used  for  only 
a few  hours,  following  which  the  brace 
is  loosened  temporarily  and  shifted  while  the 
patient  remains  inactive. 

In  placing  the  patient  with  an  obvious  or 
suspected  injury  to  the  spine  on  a stretcher, 
care  should  be  taken  to  remove  objects  from 
his  pockets,  such  as  wallets,  keys,  and 
knives;  clothing,  sheets,  or  blankets  should 
be  straightened  so  as  to  avoid  localized 
pressure.  To  move  a patient  on  a blanket 
at  least  four  persons  are  necessary;  the 
turning  of  a patient  requires  at  least  three 
persons — two  applying  traction  and  counter- 
traction at  the  head  and  feet  and  one  turning 


the  patient  like  a log  while  grasping  the 
patient  at  the  shoulders  and  hips.  A patient 
should  not  be  lifted  from  the  ground  and 
should  be  roUed  in  the  described  manner 
on  a board  or  litter.®  The  immediate 
transfer  of  the  patient  to  a hospital  equipped 
for  specialized  care  and  definitive  treatment 
is  of  vital  importance. 

When  the  patient  reaches  the  hospital,  he 
should  not  be  moved  from  his  stretcher  until 
an  examination  to  assess  his  general  status 
and  the  nature  and  extent  of  the  spinal  cord 
injury  has  been  carried  out.  If  the  patient 
is  in  shock  because  of  blood  loss  or  in  respira- 
tory difficulties  or  extreme  pain,  corrective 
measures  have  to  be  taken  before  further 
diagnostic  studies  or  definitive  treatment 
is  possible.  In  the  presence  of  respira- 
tory embarrassment,  particularly  common 
with  high  cervical  cord  injuries,  rescue 
breathing  may  be  necessary  at  the  scene 
of  the  accident,  or  artificial  respiration  by 
respirators  has  to  be  continued  or  instituted 
in  the  hospital,  often  combined  with  an 
emergency  tracheotomy  which  allows  fre- 
quent suction  to  prevent  atelectasis  or 
pneumonia.  Rosenbluth  and  Meirowsky" 
described  an  acute  cervical  spinal  cord 
syndrome  with  sympathetic  blockade  con- 
sisting of  bradycardia,  subnormal  body 
temperature,  hypotension,  and  disorienta- 
tion which  may  lead  to  semicoma  or  coma 
and  occasionally  generalized  seizures.  The 
presence  of  this  array  of  symptoms  may 
forewarn  of  impending  respiratory  paralysis. 
An  early  laminectomy  appeared  to  be  the 
prime  factor  in  the  reversal  of  the  symptoms. 

Also  extreme  pain,  more  common  in 
missile  injuries,  should  be  relieved  if  neces- 
sary by  emergency  laminectomy.  PooF® 
stressed  the  vital  importance  of  pain  relief  in 
injuries  of  the  thoracic  spine  because  of  the 
interference  of  pain  with  proper  respiration 
and  expectoration.  He  also  stated  that 
pain  in  lesions  of  the  cauda  equina  may  be 
the  cause  of  shock  and  even  death  by  way  of 
reflex-respiratory  arrest. 

In  the  case  of  multiple  injuries  the  priority 
of  treatment  has  to  be  decided;  injuries 
to  the  chest  and  abdominal  organs  take 
precedence.  During  the  neurologic  exami- 
nation one  should  obtain  a reliable  history 
of  the  accident,  particularly  in  respect  to  the 
mechanism  of  the  injury  and  whether  it  was 
a hyperextension  or  hyperfiexion  injury. 
The  assessment  of  the  nature  and  extent  of 
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the  neurologic  injury  is  important  to  evaluate 
later  changes,  particularly  in  incomplete 
lesions  or  to  reach  a decision  as  to  the  in- 
dication for  an  emergency  laminectomy 
after  the  completion  of  further  studies. 
If  the  patient’s  condition  allows  definitive 
management,  he  should  then  be  moved  by  a 
weU-trained  team  under  the  supervision 
of  an  experienced  sm*geon  to  the  x-ray 
department,  fracture  bed,  or  operating  room 
as  the  case  may  be.  Lateral  and  antero- 
posterior, preferably  stereoscopic,  roent- 
genograms of  the  spine  are  taken.  Ad- 
ditional views  for  the  visualization  of  the 
odontoid  process  or  oblique  views  and  lateral 
views  in  slight  flexion  often  may  reveal 
dislocations  which  would  otherwise  be 
overlooked.  Unconscious  patients  with 
head  trauma  should  also  have  roentgeno- 
grams of  the  spine,  particularly  of  the 
cervical  spine,  as  a matter  of  routine. 

Emergency  surgery  is  part  of  resuscitation 
in  the  broader  sense.  Although  the  decision 
as  to  whether  an  emergency  or  delayed  early 
laminectomy  should  be  carried  out  or 
whether  conservative  treatment  should  be 
instituted  requires  specialized  knowledge 
and  experience,  certain  aspects  of  the  prob- 
lem and  principles  of  treatment  should  be 
mentioned  here.  This  necessitates  a few 
preliminary  remarks  concerning  the  mech- 
anisms of  skeletal  and  neural  injury.  With 
the  exception  of  direct  injuries,  such  as  those 
caused  by  missiles,  stabbing,  or  direct  blows, 
most  skeletal  spinal  injuries  are  the  result 
of  indirect  violence  often  directed  to  parts  of 
the  body  other  than  the  spine.  These 
result  in  mechanical  stresses  on  the  vertebral 
column  with  subsequent  forceful  hyper- 
flexion, hyperextension,  and,  less  frequently, 
excessive  torsion  or  lateral  movements. 
The  vertebral  and  neural  lesions  thus 
produced  not  only  show  a predilection  for 
areas  of  greatest  spinal  mobility  but  also 
display  certain  features  which  are  important 
for  the  decision  of  what  form  of  treatment 
is  indicated. 

Aside  from  the  pure  fractures,  such  as 
compression  fractures,  fractures  of  the 
dorsal  arch,  and  the  common  dislocation 
with  which  we  are  aU  familiar,  the  so- 
called  dislocations  without  fracture  or  re- 
coil injuries  of  the  cervical  area  and  also  the 
dislocations  and  fracture  dislocations  in  the 
atlanto-axial  area  are  singled  out  for  com- 
ment. 


To  explain  cases  of  cervical  cord  injury 
without  any  evidence  of  skeletal  injury  or 
displacement,  a hypothetical,  temporary 
dislocation  probably  associated  with  tearing 
of  articular  ligaments  and  subsequent  spon- 
taneous reduction  by  muscular  counterac- 
tion has  been  accepted  under  the  term  of 
“recoil  injury”  or  “dislocation  without 
fracture”  in  the  past.  In  recent  years  the 
concept  of  “recoil  injury”  came  under 
critical  review.  Cramer  and  McGowan” 
pointed  to  the  role  of  the  intervertebral 
disk  in  acute  flexion  injuries  with  compres- 
sion of  the  cervical  spinal  cord.  Schneider” 
described  the  syndrome  of  acute  anterior 
cord  injury  consisting  of  motor  paralysis, 
hypalgesia,  hypesthesia  with  preservation 
of  position,  and  vibratory  sense,  recom- 
mending emergency  laminectomy.  He 
achieved  a marked  neurologic  improvement 
after  the  removal  of  extruded  disk  material 
and  proved  that  partial  and  reversible  cord 
lesions  thus  can  be  caused  in  acute  cervical 
flexion  injuries. 

On  the  other  hand,  Taylor  and  Black- 
wood” described  a patient  in  whom  a 
rupture  of  the  anterior  longitudinal  ligament 
and  a temporary  dislocation  in  hyper- 
extension occurred,  leaving  no  trace  that  was 
detectable  by  radiography.  They  suggested 
that  this  might  explain  many  of  the  cases  in 
question.  Subsequent  observations,  how- 
ever, indicated  that  a simpler  mechanism 
may  be  involved.  Taylor”  was  able  to 
demonstrate  in  cadaver  experiments,  as 
weU  as  in  cervical  myelograms,  that  hyper- 
extension rather  than  flexion  is  prone  to 
cause  cervical  cord  injury  without  fracture 
or  dislocation  by  the  marked  curling  of  the 
yellow  ligament  at  several  interspaces. 
Schneider,  Cherry,  and  Pantek”  reported 
cases  of  hyperextension  injury  which  pre- 
sented a definite  neurologic  entity  which 
they  designated  as  “acute  central  cervical 
injury.”  Such  injuries  were  occasioned 
by  falls  on  the  face  from  a height,  or  by 
falling  downstairs  or  forward  with  the  head 
arrested  in  hyperextension  by  a fijced  object, 
as  weU  as  by  diving  into  shallow  water  with 
the  head  back.  There  is  usually  no  spinal 
fluid  block  in  cases  of  this  sort,  and  decom- 
pressive laminectomy  is  considered  con- 
traindicated. 

Dislocations  and  fracture  dislocations  in 
the  atlanto-axial  area  show  special  features 
due  to  the  unique  anatomic  and  functional 
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arrangement.  Common  injuries  in  this 
area  are: 

1.  Forward  dislocation  of  atlas  over 
axis  without  fracture,  secondary  to  tearing 

I of  the  transverse  ligament.  This  injury 
leads  to  crushing  of  the  cord.  It  is  usually 
! fatal  and  fortimately  rare. 

2.  Fracture  of  the  odontoid  process  with- 
out dislocation. 

3.  Fracture  of  the  odontoid  process  with 
anterior  or  posterior  displacement. 

4.  Bursting  fractures  of  the  atlas  (Jef- 
ferson fracture)  usually  produced  by  forces 
exerted  on  the  vertex  of  the  skull,  in  the 
direction  of  the  longitudinal  axis  of  the 
spine,  for  example,  falling  objects. 

Because  of  the  relatively  wide  diameter  of 
the  upper  cervical  canal,  marked  displace- 
ment often  is  compatible  with  the  preserva- 
tion of  normal  cord  function.  Patients  who, 

, after  neck  trauma,  have  a stiff  neck,  dif- 
ficulty in  turning,  with  local  pain,  as  well  as 
pain  in  the  distribution  of  the  second  cervi- 
i cal  dermatone  should  be  suspected  of  having 
I fractures  of  the  atlas  or  axis.  These  in- 
I juries  are  occasionally  not  recognized  until 
neurologic  symptoms  appear.  They  like- 
wise are  apt  to  recur  after  conservative 
treatment  with  traction  and  collar  even 
after  a period  of  twenty  years.  This,  as 
well  as  the  shortening  of  the  period  of  disa- 
bility, has  led  to  an  adoption  of  open  wire 
fixation  and  fusion  by  neurologic  and 
orthopedic  surgeons. 

Indication  forsurgical  intervention 

The  value  of  conservative  as  compared 
with  active  surgical  methods  in  the  treat- 
ment of  spinal  injuries  has  been  a contro- 
versial subject  for  many  years.  Several 
observers,  partially  on  the  basis  of  their  war 
experience,  make  a plea  for  the  exploration 
of  spinal  cord  and  cauda  equina  injuries, 
deploring  the  “conservative  attitude”  which 
restricts  itself,  as  a rule,  mainly  to  certain 
indirect  injuries  of  the  cervical  and  thoracic 
spinal  cord.  The  conservative  attitude  is 
governed  by  the  idea  not  to  cause  further 
operative  trauma  to  an  already  contused 
and  swollen  cord  which  is  not  any  more  under 
compression  or  can  be  decompressed  by 
methods  of  closed  reduction.  In  spite  of 
the  controversial  nature  of  the  subject, 
we  feel  that  the  area  of  disagreement  can 
be  narrowed  perhaps  by  a discussion  of  the 


general  principles  and  specific  indications 
surrounding  the  surgical  decision,  taking  into 
consideration  the  more  recent  clinical  and 
experimental  data. 

If  one  considers  for  a moment  the 
pathologic  conditions  that  are  responsible 
for  the  neurologic  signs  and  symptoms,  it  is 
obvious  that  neither  concussion,  edema, 
contusion,  laceration,  or  hematomyelia  can 
be  influenced  by  decompression  laminectomy. 
Only  continued  pressure  on  the  spinal 
cord  and  nerve  roots  by  displaced  bony 
elements  or  disk  material,  extramedullary 
or  extradural  hematoma,  or  a foreign  body 
offers  a rationale  for  decompressive  laminec- 
tomy. 

However,  the  uncertainty  of  whether  or 
not  compression  still  exists  or  whether  an 
irreversible  lesion  is  present  causes  the 
great  divergence  of  opinion,  particularly 
in  the  management  of  complete  and  in- 
stantaneous sensorimotor  lesions.  This  is 
best  illustrated  by  citing  the  opinions  of 
different  schools  of  thought  concerning  the 
treatment  of  injuries  to  the  cervical  spine. 
Crutchfield  and  Schultz stated  that  they 
did  not  find  any  indication  for  laminectomy 
following  the  introduction  of  skeletal  trac- 
tion in  1933.  Scarfif'*  warned  against  cervi- 
cal laminectomies,  quoting  Taylor’s  tragic 
experience  of  violent  rupture  and  extrusion 
of  the  softened  spinal  cord  following  the 
opening  of  the  dura.  Munro*®  also  aban- 
doned early  explorations  in  cervical  in- 
juries during  the  first  few  days  following  the 
accident.  This  contributed  to  a marked 
reduction  in  the  mortality  rate  by  30  per 
cent. 

On  the  other  hand,  Wannamaker,^"  re- 
porting the  experiences  of  several  surgeons 
in  the  Tokyo  Army  Hospital  during  the 
Korean  conflict,  did  not  encoimter  any 
fatal  outcome  in  42  cervical  laminectomies. 
Among  those  42  cases  there  were  20  penetrat- 
ing and  7 closed  injuries  with  complete 
sensorimotor  paralysis  and  spinal  fluid 
block  with  postoperative  improvement  in 
4 closed  and  13  penetrating  injuries. 

Tarlov,^!  who  made  a search  for  cases  with 
recovery  of  immediate  and  total  sensori- 
motor paralysis,  excepting  those  of  con- 
cussion following  conservative  therapy,  was 
unable  to  find  any  weU-documented  case 
in  which  the  patient  “recovered  useful 
motor  function  without  laminectomy.” 
Crutchfield,  in  a personal  communication. 
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conceded  the  fact  that  he  failed  to  obtain 
recovery  from  complete  sensorimotor  lesions 
on  skeletal  traction.  Also  Durbin“^  never 
observed  the  recovery  of  function  if  total 
paralysis  persisted  for  twenty-four  hours  in 
spite  of  reduction  by  skeletal  traction. 
The  persistence  of  complete  sensorimotor 
paralysis  for  more  than  forty-eight  hours 
previously  had  been  considered  a con- 
traindication to  laminectomy  which  empha- 
sizes that  time  is  a factor  of  utmost  im- 
portance under  these  circumstances. 

Supported  by  experimental  evidence  and 
the  clinical  data  mentioned,  Tarlov^^  draws 
the  conclusion  that  immediate  decom- 
pression within  the  first  twenty-four  hours 
offers  the  only  hope  for  a useful  recovery  in 
total  immediate  sensorimotor  paralysis,  al- 
though he  cites  only  9 cases  of  indirect 
injury  with  appreciable  recovery  following 
laminectomy  to  support  his  thesis. 

Of  course,  it  would  be  reasonable  to 
assume  that  injuries  of  excessive  violence, 
such  as  those  occasioned  by  falls  from  great 
heights  onto  prominent  structures  or  fences, 
which  result  in  grotesque  fracture  disloca- 
tions and  hopeless  crushing  of  the  spinal 
cord  should  not  be  considered  for  decom- 
pressive laminectomy. 

In  partial  or  incomplete  lesions  of  the 
spinal  cord  or  cauda  equina  a conservative 
attitude  of  watchful  waiting  is  justified 
because  of  the  greater  margin  of  safety 
concerning  the  recovery  of  neural  function. 
This  has  been  observed  repeatedly  in  clinical 
material  and  also  in  recent  experimental 
studies.  Many  patients  have  recovered 
fuUy  or  appreciably  following  closed-re- 
duction therapy.  If,  after  a short  period  of 
observation  with  a seemingly  satisfactory 
realignment  of  the  vertebral  column  and 
the  probable  subsidence  of  spinal  cord 
edema,  an  indication  for  laminectomy, 
such  as  a spinal  fluid  block  or  progressing 
symptoms,  still  exists,  decompressive  lam- 
inectomy should  be  considered. 

Specific  indications  for  laminectomy 

On  the  basis  of  our  experiences  and  recent 
clinical  and  experimental  data  gathered 
from  the  literature,  we  propose  the  following 
list  of  specific  indications  for  decompressive 
laminectomy : 

Closed  spinal  injuries.  Emergency 
laminectomy  without  opening  of  the  dura. 


TABLE  I.  Suggested  weights  for  the  treatment 
of  fractures  and  dislocations  at  various  levels  in 
the  cervical  spine 


Level  of 

Minimum 

Maximum 

Cervical 

Weight 

Weight 

Vertebra 

(Pounds) 

(Pounds) 

First 

5 

10 

Second 

6 

10  to  12 

Third 

8 

10  to  15 

Fourth 

10 

15  to  20 

Fifth 

12 

20  to  25 

Sixth 

15 

20  to  30 

Seventh 

18 

25  to  35 

An  emergency  laminectomy  without  opening 
of  the  dura  is  indicated  with; 

1.  Complete,  immediate,  sensorimotor 
paralysis  with  evidence  of  spinal  fluid  block 
and/or  of  displaced  bony  fragments  except- 
ing injuries  of  excessive  violence  with  an 
obviously  hopeless  prognosis. 

2.  Acute  cervical  spinal  cord  syndrome 
with  sympathetic  blockade  (Rosenbluth  and 
Meirowsky).“ 

3.  Fracture  of  the  dorsal  arch. 

Emergency  laminectomy  with  opening  of 

the  dura.  An  emergency  laminectomy  with 
opening  of  the  dura  is  indicated  with; 

1.  Presence  of  the  syndrome  of  acute 
anterior  cord  injury  of  Schneider,  even  with 
the  absence  of  spinal  fluid  block,  manifested 
by  immediate  motor  paralysis,  hypalgesia 
and  hypesthesia,  and  preservation  of  position 
and  vibratory  sense. 

2.  Cauda  equina  injuries. 

Delayed  early  laminectomy.  The  indica- 
tions for  a delayed  early  laminectomy 
include; 

1.  Progression  of  neurologic  signs,  in 
incomplete  lesions,  after  adequate  trial  of 
closed  reduction. 

2.  Interlocking  facets  or  impossibihty 
to  reduce  dislocations  by  traction  or  posi- 
tioning (open  reduction  with  or  without 
laminectomy). 

3.  X-ray  evidence  of  displaced  bony 
fragments  in  spinal  canal. 

4.  Excessive  root  pain,  not  responding  to 
closed  reduction. 

5.  Persistent  spinal  fluid  block. 

Penetrating  spinal  injuries.  Com- 
pared to  the  great  divergence  of  opinion 
regarding  the  treatment  of  closed  spinal 
injuries,  most  neurosurgeons  agree  on  the 
indications  for  laminectomy  in  compoimd 
injuries  of  the  spine,  particularly  in  missile 
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; FIGURE4.  (A)  Double  mattress  bed  for  cervical  spinal  fracture  with  skeletal  traction.  (B)  Double  mattress 
I bed  forthoracic  spinal  fracture  (modified  Stookey  method). 


\ 

I 

I wounds.  The  experience  of  World  War 
j II  and  in  Korea  has  demonstrated  the 
' value  of  early  exploration,  repair,  and 
■ decompression.  Clinical  and  roentgenologic 
as  weU  as  spinal  dynamic  studies  often 
failed  to  reveal  the  degree  of  cord  injury 
and  the  presence  or  true  extent  of  displaced 
bone  fragments  within  the  spinal  canal. 
Apparently  hopeless  injmries  of  complete 
motor  and  sensory  paralysis  showed  oc- 
casionally spectacular  recovery  after  im- 
mediate decompressive  laminectomy. 

Pool‘d  stressed  the  three  cardinal  indica- 
tions for  laminectomy: 

! 1.  Debridement  of  the  wound  and  dural 

repair. 

2.  Decompression  with  removal  of  frag- 
I ments  and  foreign  bodies  with  or  without 
i opening  of  the  dura. 

! 3.  Relief  of  excessive  pain. 

Methods  of  closed  reduction 

[ The  reduction  of  dislocations  and  fracture- 
dislocations  in  cervical  injuries  is  best 
j achieved  by  skeletal  traction.  We  prefer 
Crutchfield  tongs  in  combination  with  a 
Decker  bed,  although  the  Foster  frame  has 
been  used  occasionally  (Fig.  4A).  We 
have  followed  Crutchfield’s  recommenda- 
tions in  the  use  of  various  weights  necessary 
for  the  reduction  of  the  deformity. This 
varies  according  to  the  age,  size,  and  build  of 
the  patient  as  well  as  with  the  level  of  the 
involved  vertebrae.  For  the  maintenance 
of  the  corrected  position,  minimal  weights  of 
from  5 to  7 poimds  are  used.  The  following 
recommendations  of  Crutchfield  are  re- 
produced in  Table  I because  the  variability 


of  weights  for  different  fractures,  patients, 
and  purposes  is  not  generally  understood. 

The  reduction  of  dislocations  should  be 
controlled  with  frequent  roentgenograms, 
particularly  during  the  first  twenty-four 
hours.  Reductions  are  considered  satis- 
factory if  the  anteroposterior  diameter  of  the 
vertebral  canal  is  narrowed  by  less  than  3 
mm.*® 

For  the  reduction  of  thoracic  and  lumbar 
spinal  injuries  we  use  a modified  Stookey 
bed  (Fig.  4B)  or  the  Foster  frame. 

In  closing  I should  like  to  emphasize  the 
importance  of  superior  nursing  care  for 
patients  who  sustained  injuries  to  the  spine 
and  neural  structures  and  to  stress  the  value 
of  the  proper  psychologic  approach  in  the 
care  of  the  patient.  Everything  must 
be  done  to  alleviate  the  patient’s  anxiety 
and  to  elicit  his  cooperation  without  raising 
false  hopes.  We  are  not  merely  treating  a 
spinal  injury  but  a patient  in  utter  despair 
at  a moment  of  personal  catastrophe. 
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Challenge  of  space  missions 

Development  of  antiradiation  drugs,  artificial 
gravity,  and  technics  for  lowering  man’s  me- 
tabolism rate  may  hold  the  key  to  the  success 
of  the  United  States’  manned  space  program 
during  the  next  decade  and  beyond,  according  to 
William  M.  Helvey,  M.D.,  chief  of  the  Space 
Environment  and  Life  Sciences  Laboratory  at 
Republic  Aviation  Corporation,  Farmingdale, 
New  York. 

At  a joint  meeting  of  the  Canadian  Aero- 
nautical and  Space  Institute  and  The  Institute 
of  Aerospace  Sciences  held  in  the  King  Edward 
Sheraton  Hotel,  Toronto,  Dr.  Helvey  predicted 
that  there  will  be  a manned  planetary  probe 
circumnavigating  Venus  and/or  Mars  before 
1980.  He  cited  four  major  problems  critical  to 
an  astronaut’s  safety  and  performance  on  long- 
duration  space  flights.  These,  he  said,  are 
radiation  hazards,  weightlessness,  control  of 
toxic  substances  within  the  space  capsule,  and 
selection  of  proper  space  cabin  atmosphere. 

On  radiation  hazards,  the  Republic  scientist 
predicted  need  for  such  things  as  alarm  systems 
to  alert  the  astronaut  to  solar  flares,  antiradia- 
tion drugs  to  increase  man’s  tolerance  to  radia- 
tion, and  shielding  devices  to  protect  a space 
ship  crew.  He  said  that  if  current  work  in 
magnetic  shielding  of  space  vehicles  is  successful, 
further  evaluation  will  be  needed  to  determine 


man’s  tolerance  to  magnetic  fields. 

Dr.  Helvey  said  a major  medical  concern 
continues  to  be  whether  prolonged  weightless- 
ness will  impair  the  performance  and  health  of 
the  space  ship  crew  and  he  forecast  the  possible 
development  of  artificial  gravity  systems,  utiliz- 
ing centrifugal  force. 

On  the  subject  of  toxic  substances  within  a 
space  cabin.  Dr.  Helvey  said  requirements  for 
control  of  these  contaminants  will  increase  as 
space  missions  grow  longer.  Sources  of  the 
toxic  substances  are  many,  and  include  not  only 
those  from  body  wastes,  such  as  carbon  dioxide, 
but  also  those  emitted  from  equipment  and 
materials  within  the  cabin. 

Dr.  Helvey  termed  selection  of  a cabin  atmos- 
phere a “most  critical  factor’’  affecting  the  per- 
formance of  an  astronaut.  He  pointed  out 
that  while  simulation  of  a near  sea-level  atmos- 
phere, made  up  of  oxygen  and  nitrogen,  would 
offer  the  least  problems  for  the  crew,  it  entails  a 
weight  disadvantage  and  is  more  complex  than 
desired.  A single-gas  system,  such  as  pure 
oxygen,  which  meets  requirements  of  simplicity 
and  weight,  has  presented  no  serious  problem 
during  missions  of  short  duration,  such  as  those 
of  Project  Mercury,  but  this  system  needs  fur- 
ther evaluation  to  determine  its  suitability  for 
missions  of  longer  duration.  This,  Dr.  Helvey 
said,  is  due  principally  to  lack  of  data  currently 
available  as  to  the  importance  of  nitrogen  to 
the  human  being. 
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Radiation  Effects  on 
Immune  Mechanisms* 


EXPERIMENTS  were  performed  on  pathogen- 
free  Swiss  albino  mice  to  determine  the  repres- 
sive effect  of  ionizing  radiation  on  immune 
mechanisms.  In  animals  given  sublethal 
doses  of  cobalt-60  gamma  radiation  by  acute 
short-term  exposure  or  by  chronic  long-term 
exposure  at  a low  dose  rate,  ability  to  produce 
antibody  was  inhibited  or  abolished,  and 
natural  resistance  and  active  and  passive 
immunity  to  pneumococcal  and  Trichinella 
infections  were  severely  depressed.  It  appears 
that  this  repression  resulted  from  damage  to 
the  cellular  defensive  mechanisms  of  the  host. 
Active  immunity  and  natural  resistance  to 
influenza  virus  infections  were  not  altered 
significantly  by  radiation.  Exposure  to 
radiation  enhanced  the  severity  of  anaphy- 
lactic shock  markedly  in  mice  previously 
sensitized  to  tetanus  toxoid  and  challenged 
with  tetanus  toxoid  after  radiation.  Chronic 
exposure  to  radiation  caused  immediate 
increased  sensitivity  to  fatal  anaphylaxis. 


RICHARD  D.  STONER,  PH.D. 
Upton,  Long  Island,  New  York 
WILLIAM  M.  HALE,  M.D. 
Memphis,  Tennessee 

From  the  Medical  Research  Center,  Brookhaven 
National  Laboratory,  Upton,  Long  Island,  and 
the  Institute  of  Pathology,  the  University 
of  Tennessee,  Memphis 


The  radiosensitive  nature  of  immune 
mechanisms  has  been  of  academic  interest 
since  the  turn  of  the  century.  More 
recently,  the  development  of  nuclear  weap- 
ons and  the  discovery  of  ionizing  radiation 
belts  surroimding  the  earth  have  stimulated 
new  interest  in  the  study  of  radiation  effects 
on  immune  mechanisms.  Physical  measure- 
ments of  radiation  in  the  space  environment 
that  have  been  obtained  through  rocket  and 
satellite  studies  have  revealed  fluxes  of 
ionizing  particles  that  may  result  in  both 
acute  and  chronic  radiation  exposure  to 
personnel  in  space  flight.  An  excellent  dis- 
cussion of  the  potential  radiation  hazards 
of  space  may  be  found  in  a recent  symposium 
on  physics  and  medicine  of  atmosphere  and 
space.  * 

Ionizing  radiation  appears  to  have  a 
speciflc  effect  on  immune  mechanisms  where- 
by normal  immune  reactions  are  repressed 
in  proportion  to  the  radiation  dose  delivered. 
In  most  instances,  a distinct  radiation  ef- 
fect on  immimity  may  be  obtained  in  labora- 
tory animals  following  either  acute  or 

Presented  at  the  155th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Rochester,  New  York,  Sec- 
tion on  Space  Medicine,  May  9,  1961. 

♦ This  research  was  supported  by  the  U.  S.  Atomic  Energy 
Commission. 


chronic  exposure  to  sublethal  doses  of  radia- 
tion. Several  reviews^  may  be  consulted 
for  especial  literature  concerning  the  effects 
of  ionizing  radiations  on  immune  processes. 
Most  of  the  early  studies  deed  with  x-radia- 
tion delivered  by  acute  exposure,  whereas 
relatively  few  studies  have  dealt  with  chronic 
radiation  dehvered  at  a low-level  dose 
rate.®~'^  The  degree  of  radiation-induced 
repression  of  immune  mechanisms  is  closely 
associated  with  the  total  radiation  dose, 
radiation  dose  rate,  and  time  of  antigenic 
stimulus  or  challenge  with  a speciflc  etiologic 
agent  in  relation  to  the  time  of  radiation 
exposure. 

The  material  considered  here  has  been 
selected  to  give  a representative  cross-section 
of  whole-body  radiation-induced  alteration 
of  immune  mechanisms.  Where  informa- 
tion is  available  we  shall  compare  the  repres- 
sive action  of  radiation  delivered  by  acute 
and/'or  chronic  exposure.  We  shall  limit 
this  report  largely  to  our  own  observations 
in  dealing  with  the  inhibitory  effect  of  radia- 
tion on  antibody  formation,  the  depressant 
effect  of  radiation  on  natural  resistance, 
active  and  passive  immunity  to  several 
pathogenic  organisms,  and  postradiation  en- 
hanced sensitivity  to  fatal  anaphylactic 
shock. 


March  1,  1963  / New  York  State  Journal  of  Medicine  691 


TABLE  I.  Comparison  of  acute  and  chronic  cobalt-60  gamma  radiation  on  mortality  in  mice 


Group 

Radiation 
Dose  Rate 
(r  per  Hour) 

Total 

Exposure 

Time 

Total 
Radiation 
Dose  (rad) 

Mortality 
(Per  Cent) 

Number 

of 

Mice 

1 

1,530 

24 . 5 minutes 

600 

0 

60 

2 

1,530 

28 . 5 minutes 

700 

3 

65 

3 

1,530 

32.6  minutes 

800 

70 

54 

4 

None 

None 

None 

0 

57 

5 

4.1 

21  days 

1,985 

0 

49 

6 

4.1 

25  days 

2,363 

2 

49 

7* 

4.1 

58  days 

5,484 

100 

67 

♦ Mean  survival  time  was  thirty-nine  days.  The  mean  accumulated  radiation  dose  was  3,687  rad. 


Materials  and  methods 

Specific  pathogen-free  Swiss  albino  mice 
were  used  in  these  experiments.  Acute 
exposure  to  whole-body  gamma  radiation 
was  delivered  from  a 70-curie  cobalt-60 
source  at  a dose  rate  of  25.5  r per  minute. 
Chronic  or  low-level  exposure  to  gamma  radi- 
ation was  delivered  from  a 2.2-curie  point 
source  of  cobalt-60  at  dose  rates  of  either  1 
or  4.1  r per  hour.  The  exposure  dose  rate 
in  r was  converted  to  rad  in  tissue  by  the 
factor  0.96.®  More  detailed  experimental 
procedures  are  described  with  respective 
experiments. 

Experimental  and  results 

It  should  be  emphasized  that  sublethal 
doses  of  radiation  have  been  used  in  most  of 
the  following  experiments.  To  appreciate 
the  radiosensitive  nature  of  immune  mecha- 
nisms fully,  it  is  worth  while  to  consider  the 
mortality  encountered  when  mice  are  given 
graded  doses  of  gamma  radiation  that  are 
delivered  by  acute  short-term  exposure  or 
chronic  long-term  exposure  at  a low  dose 
rate.  The  experiment  summarized  in 
Table  I compares  the  mortahty  observed 
when  mice  were  irradiated  at  a dose  rate  of 
1,530  r per  hour  and  a dose  rate  of  4.1  r per 
hour.  All  animals  were  observed  for  a 
period  of  sixty  days  after  their  exposure  to 
radiation.  There  were  no  deaths  in  animals 
given  a total  dose  of  600  rad  (group  1)  by 
short-term  exposure.  Although  the  ani- 
mals in  group  5 received  a total  accumulated 
dose  of  almost  2,000  rad  during  their  twenty- 
one-day  period  of  constant  exposure  to 
gamma  radiation,  none  of  these  animals  died 
during  the  following  sixty  days.  A sharp 
increase  in  mortality  was  observed  in  groups 
2 and  3 when  the  total  radiation  dose  was 


TABLE  II.  Radiosensitivity  of  primary  and  second- 
ary tetanus  antitoxin  responses  in  mice 


Group  Gamma  Antitoxin  Depression 
(26  Mice  Radiation  Titer  per  ml.  of  Control 


per 

Group) 

Dose 

(rad) 

of  Pooled 
Serum  (I.  U.) 

Groups 
(Per  Cent) 

Primary  antibody  responses 

1 

None 

0.0019 

2 

50 

0.0017 

9 4 

3 

100 

0.0011 

41.4 

4 

200 

0 . 0006 

66.7 

5 

300 

0.0001 

92.0 

6 

400 

0.00004 

100.0 

Secondary  antibody  responses 

7 

None 

9.38 

8 

100 

9.50 

+ 1.3 

9 

200 

9.13 

2.7 

10 

300 

9.38 

0 

11 

400 

5.88 

37.4 

12 

500 

2.75 

70.7 

raised  from  700  to  800  rad.  A dose  of  775 
rad  generally  constitutes  an  LDm  (lethal 
dose  of  radiation  for  50  per  cent  of  the  un- 
shielded population)  dose  in  our  four-  to  six- 
week-old  mice.  We  have  not  determined 
the  LDso  dose  for  mice  exposed  at  a low- 
dose  rate  for  extended  periods  of  time.  A 
majority  of  the  animals  in  group  7 died  during 
a period  extending  from  the  thirty-second  to 
the  forty -fifth  day  of  exposure  with  accumu- 
lated doses  of  the  order  of  3,000  to  4,200  rad. 

The  experiment  shown  in  Table  II  com- 
pares the  repressive  effect  of  various  doses 
of  gamma  radiation  on  primary  and  second- 
ary antibody  responses  to  fluid  tetanus 
toxoid  in  mice.  The  animals  used  in  the 
secondary  response  portion  of  the  experi- 
ment were  given  a primary  stimulus  of  ad- 
sorbed tetanus  toxoid  when  they  were  four 
weeks  of  age.  Four  weeks  later  both  sets  of 
mice  were  exposed  to  graded  doses  of  from 
50  to  500  rad.  Groups  1 through  6 were 
given  a primary  stimulus  of  0.25  ml.  of 
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TABLE  III.  Depression  of  secondary  tetanus  antitoxin  responses  after  chronic  low-level  gamma  radiation 


Group* 

Radiation 
Dose  Rate 
(r  per  Hour) 

Total 

Exposure 

Time 

Accumulated 

Dose 

(rad) 

I.  U.  per  ml. 
Pooled 
Serum 

Depression  of 
Group  2 
(Per  Cent) 

1 

None 

None 

Primary 

control 

0.16 

2 

None 

None 

Secondary 

control 

8.13 

3 

1.0 

28  days 

672 

3.83 

53 

4 

4.1 

6 hours 

23.5 

8.13 

0 

5 

4.1 

12  hours 

47 

7.50 

8 

6 

4.1 

1 day 

94 

6.86 

16 

7 

4.1 

2 days 

188 

5.36 

34 

8 

4.1 

4 days 

376 

4.93 

39 

9 

4.1 

8 days 

752 

3.25 

60 

* Each  group  composed  of  20  to  30  mice.  The  second  stimulus  of  fluid  tetanus  toxoid  was  given  one  hour  after  the  indicated 
periods  of  irradiation. 


fluid  toxoid  by  subcutaneous  route  one  hour 
after  irradiation.  Serum  was  obtained 
twenty-one  days  later.  Animals  in  groups 
7 through  12  were  given  a booster  stimulus 
of  0.05  ml.  of  fluid  toxoid  by  intra-abdominal 
route  one  hour  after  irradiation.  Serum 
was  obtained  ten  days  later  for  antibody 
titration.  Antibody  titers  are  expressed  in 
international  units  (I.U.)  of  antitoxin  per 
milliliter  of  serum.  Groups  1 and  7 illus- 
trate normal  primary  and  secondary  tetanus 
antitoxin  responses  in  mice.  The  primary 
antibody  response  was  depressed  severely  as 
radiation  doses  were  increased  in  groups  2 
through  6 from  50  to  400  rad.  The  second- 
£iry  response  was  not  depressed  in  groups 
8,  9,  and  10  with  total  doses  of  100  to  300 
rad.  Doses  of  400  and  500  rad  were  re- 
quired to  inhibit  secondary  responses.  If 
50  per  cent  depressions  of  primary  and 
secondary  responses  are  compared,  doses  of 
about  160  rad  and  440  rad  respectively  were 
required  to  depress  antibody  formation. 
The  primary  response  appeared  to  be  about 
three  times  more  radiosensitive  than  the 
secondary  response.  The  secondary  re- 
sponse is  severely  depressed,  however,  if  the 
time  of  injection  of  the  booster  stimulus  is  de- 
layed one  or  several  days  after  the  animal 
is  exposed  to  doses  of  100  to  300  rad.  The 
primary  response  also  becomes  correspond- 
ingly more  radiosensitive  following  a similar 
postradiation  delay  in  giving  the  primary 
antigenic  stimulus.^ 

This  experiment  was  designed  to  test  the 
depressant  action  of  chronic  long-term  gam- 
ma radiation  on  secondary  tetanus  anti- 
toxin responses  in  mice.  All  animals  re- 
ceived a primary  antigenic  stimulus  of 


adsorbed  tetanus  toxoid  when  they  were 
four  weeks  of  age.  Four  weeks  later  the 
animals  were  exposed  to  radiation  delivered 
at  dose  rates  of  1 and  4.1  r per  hour  for 
various  periods  of  time.  The  identity  of 
tbe  experimental  groups  and  the  results  ob- 
tained are  siunmarized  in  Table  III.  The 
booster  stimulus  of  fluid  toxoid  was  given  by 
intra-abdominal  injection  within  a one-  to 
two-hour  period  after  exposure  to  chronic 
irradiation.  All  animals  were  sacrificed, 
and  pooled  serimi  was  obtained  ten  days 
after  the  second  stimulus.  Groups  1 and  2 
served  as  controls  of  the  amount  of  tetanus 
antitoxin  produced  during  primary  and 
secondary  antibody  responses.  The  second- 
ary response  was  not  depressed  in  animals 
in  group  4 that  were  irradiated  for  six  hours 
to  an  accumulated  dose  of  23.5  rad.  A 
slight  inhibition  of  the  secondary  response 
was  observed  in  the  animals  of  group  5 
exposed  for  twelve  hoin*s  to  an  accumulated 
dose  of  47  rad.  More  extended  periods  of 
chronic  irradiation  of  one,  two,  four,  and  eight 
days  duration  increasingly  depressed  second- 
ary antitoxin  responses.  A corresponding 
depression  of  the  secondary  responses  was 
observed  in  the  animals  of  groups  3 and  9 
irradiated  at  a dose  rate  of  1 r per  hoiu*  for 
twenty-eight  days  and  4.1  r per  hour  for  a 
period  of  eight  days. 

It  should  be  emphasized  that  there  is  a 
critical  variable  present  in  this  experiment 
with  regard  to  the  time  of  injection  of  the 
antigen  after  various  periods  of  continuous 
exposure  to  radiation.  Thus  postradiation 
time  is  constantly  being  acciunulated  with 
relation  to  the  actual  time  of  injection  of  the 
antigen.  We  have  previously  indicated  that 
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FIGURE  1.  Depression  of  peripheral  leukocytes 
after  acute  closes  of  gamma  radiation.  Each  point 
represents  the  mean  total  count  for  10  mice. 


acute  doses  of  gamma  radiation  of  100  to 
300  rad  depress  secondary  antitoxin  respon- 
ses if  the  second  stimulus  of  antigen  is  given 
several  days  postradiation  instead  of  within 
one  to  two  hours  after  irradiation.  * Pre- 
sumably the  delay  in  injecting  the  antigen 
allows  enough  time  for  damage  to  accrue 
to  the  antihody-forming  mechanisms.  In 
the  present  experiment  the  observed  radio- 
sensitivity of  secondary  antibody  responses 
to  rather  small  accumulated  doses  of  chronic 
irradiation  may  in  part  be  accounted  for  by 
the  delay  in  the  time  of  injection  of  a second 
antigenic  stimulus  after  extended  periods 
of  chronic  irradiation.  These  data  illus- 
trate the  importance  of  considering  the  rela- 
tional factors  of  total  radiation  dose,  radia- 


tion dose  rate,  and  the  time  of  antigenic 
stimulus  after  radiation  in  evaluating  the 
radiosensitivity  of  antibody  responses. 

Although  there  are  many  reports  concern- 
ing radiation-induced  lymphopenia  in  labo- 
ratory animals,  it  is  desirable  to  illustrate 
the  depressant  effect  of  gamma  radiation  on 
circulating  leukocytes  in  mice.  The  data 
plotted  in  Figure  1 show  the  marked  de- 
pression in  total  leukocyte  count  after  expo- 
sure to  acute  short-term  doses  of  300,  600, 
and  750  rep.  Each  point  on  the  curves  rep- 
resents the  mean  total  leukocyte  count  for  10 
mice.  The  initial  depression  in  leukocytes 
during  the  first  three  days  was  remarkably 
similar  for  the  three  doses  of  radiation  that 
were  delivered.  The  leukocytes  recovered 
more  rapidly  in  the  animals  receiving  sub- 
lethal  doses  of  ganuna  radiation.  The  fif- 
teen- to  thirty-day  portion  of  the  750  rep 
dose  curve  represents  counts  on  LDm- 
surviving  mice.  Radiation-induced  repres- 
sion of  the  antibody-forming  mechanism 
together  with  marked  depression  of  circulat- 
ing leukocytes  introduces  a serious  stress  to 
the  humoral  and  cellular  defensive  mecha- 
nisms in  the  irradiated  animal. 

The  experiment  shown  in  Table  IV  was 
designed  to  test  the  effect  of  irradiation  on 
the  susceptibility  of  mice  to  pneumococcal 
infection.  The  challenge  dose  of  type  III 
pneumococci  was  mixed  in  vitro  with  a ten- 
fold excess  of  specific  rabbit  antiserum  and 
injected  by  intra-abdominal  route  three 
days  postradiation.  The  pneumococci  were 
able  to  multiply  in  the  presence  of  an  excess 
of  specific  antiserum  in  irradiated  mice  and 
killed  94  per  cent  of  the  animals  in  group  1. 
No  deaths  occurred  in  the  nonchaUenged 
irradiated  control  mice  in  group  2.  There 
were  no  deaths  in  group  3 challenged  with 
the  mixture  of  specific  antiserum  and  the 
pneumococcal  organisms,  showing  that  the 


TABLE  IV.  Increased  susceptibility  of  irradiated  mice  to  pneumococcus  type  III 


Group 

Number 

of 

Mice 

Radiation 

Dose 

(rad) 

Challenged 

with 

Mixture 

of 

Pneumococci 

and 

Antiserum* 

Number 

of 

Deaths 

Mortality 
(Per  Cent) 

1 

80 

600 

Yes 

75 

94 

2 

80 

600 

No 

0 

0 

3 

80 

None 

Yes 

0 

0 

* The  antipneumococcus  rabbit  serum  contained  10  times  the  amount  of  antibody  required  to  protect  normal  mice  from  the 
challenge  infection. 
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TABLE  V.  Effect  of  gamma  radiation  on  passive  immunity  to  pneumococcus  type  III 


Group 
(40  Mice 
per 

Group) 

Passively 

Immunized 

with 

Antiserum 

Radiation 

Dose 

(rad) 

Type  III 
Pneumococcus 
Challenge 

Number 

of 

Deaths 

Mortality 
(Per  Cent) 

1 

Yes 

625 

Yes 

36 

90 

2 

Yes 

None 

Yes 

0 

0 

3 

No 

None 

Yes 

40 

100 

4 

No 

625 

No 

0 

0 

TABLE  VI. 

Depressant  effect  of  gamma  radiation  on  active  immunity  to  Trichinella  spiralis  infections 

Number 

Radiation 

Experimental 

of 

Dose 

Mortality 

Group 

Conditions 

Mice 

(rad) 

Deaths 

(Per  Cent) 

1 

Irradiated 

control  (no 
immunization) 

40 

550 

1 

2.5 

2 

Challenge 

infection  (no  * 
immunization) 

39 

0 

39 

100 

3 

Challenge 

infection 
(immunized)  * 

34 

0 

9 

26 

4 

Challenge 

infection 
(immunized)  * 

37 

550 

37 

100 

* Actively  immunized  with  a sublethal  active  infection  of  100  Trichinella  larvae;  challenge  infection,  1,500  larvae. 


challenge  infective  dose  was  harmless  to 
nonirradiated  mice.  These  data  indicate 
that  a radiation-induced  reduction  in  leuko- 
cytes may  result  in  decreased  resistance  to 
pneumococcal  infection. 

The  experiment  summarized  in  Table  V 
deals  with  the  depressive  action  of  ionizing 
radiation  on  passive  immunity  to  pneumo- 
coccal infection  in  mice.  The  animals  in 
groups  1 and  2 were  passively  immunized 
with  six  times  the  amount  of  antipneumo- 
coccus rabbit  serum  required  to  protect 
normal  mice  against  a challenge  with  type 
III  pneumococcus.  Three  days  after  radia- 
tion the  animals  in  groups  1,  2,  and  3 were 
challenged  with  the  pneumococcus.  Passive 
immunization  of  the  mice  in  group  2 afforded 
complete  protection  from  the  challenge  in- 
fection. Sublethal  radiation  of  the  animals 
in  group  1 destroyed  passive  immunity  to 
the  challenge.  The  animals  in  group  3 were 
not  passively  immunized,  and  all  of  these 
mice  died,  indicating  that  the  challenge  con- 
stituted an  LDioo  infective  dose  of  organisms. 
The  mice  in  group  4 were  irradiated  but  not 
infected;  none  of  these  animals  died  as  a 
result  of  the  radiation  dose  which  was  de- 
livered. It  is  evident  that  sublethal  whole- 


body  irradiation  delivered  to  the  mice  in 
group  1 destroyed  the  passive  immunity 
enjoyed  by  the  animals  in  group  2 which 
were  protected  by  the  same  aimoimt  of  spe- 
cific antiserum.  Since  both  groups  of  mice 
received  six  times  the  amount  of  antiserum 
needed  to  protect  normal  mice  against  the 
challenge,  it  is  logical  to  assume  that  the 
repressive  action  of  radiation  on  passive 
inununity  resulted  from  the  marked  reduc- 
tion in  leukocytes. 

We  have  previously  reported  an  increased 
susceptibility  of  irradiated  mice  to  Tricbi- 
neUa  spiralis  infection  following  sublethal 
doses  of  gamma  radiation.  ® The  experiment 
shown  in  Table  VI  is  concerned  with  the 
repressive  action  of  gamma  radiation  on 
active  immunity  to  Trichinella  infections 
in  mice.  Four-week-old  mice  were  im- 
mimized  actively  with  a sublethal  active 
infection  of  100  Trichinella  larvae.  The 
challenge  dose  of  1,500  larvae  was  given 
three  weeks  after  the  initial  infection.  One 
of  the  irradiated  control  animals  in  group  1 
died.  Ordineuily,  a dose  of  550  rad  repre- 
sents a sublethal  exposure  to  radiation  in  our 
mice.  All  of  the  nonimmunized  mice  in 
group  2 died  following  the  challenge  infec- 
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TABLE  VII.  Effect  of  gamma  radiation  on  susceptibility  and  active  immunity  to  influenza  virus* 


Group 

Number 

of 

Mice 

Actively 

Immunized 

Radiation 

Dose 

(rad) 

Deaths 

Mortality 
(Per  Cent) 

1 

36 

Yes 

650 

2 

5.5 

2 

35 

Yes 

None 

0 

0 

3 

33 

No 

650 

22 

66.6 

4 

24 

No 

None 

16 

66.5 

* All  mice  were  given  an  LDso  challenge  of  type  A influenza  virus  by  intranasal  inhalation. 


tion.  The  majority  of  the  immunized  con- 
trol animals  in  group  3 survived  the  chal- 
lenge infection,  whereas  none  of  the  immu- 
nized, irradiated,  and  challenged  mice  in 
group  4 were  able  to  survive  the  infective 
dose  of  larvae.  It  is  evident  that  the  active 
immunity  exhibited  by  the  animals  in  group 
3 was  destroyed  by  exposure  to  550  rad, 
even  though  the  animals  in  both  groups  3 
and  4 had  high-titered  specific  antiserum  to 
TrichineUa  antigens. 

The  preceding  experiments  have  been 
concerned  with  infectious  organisms  and 
parasites  that  have  the  ability  to  multiply 
in  their  host  as  extracellular  organisms. 
The  following  experiment  summarized  in 
Table  VII  deals  with  an  infectious  viral  agent 
that  is  capable  of  intracellular  propagation. 
This  experiment  was  designed  to  test  the 
effects  of  radiation  on  susceptibility  and 
active  immimity  to  influenza  virus  infection 
in  mice.  The  animals  in  groups  1 and  2 were 
immimized  actively  with  type  A influenza 
virus  propagated  in  chick  embryos.  The 
virus  used  for  immimization  was  not  mouse- 
adapted.  The  same  strain  of  type  A mouse- 
adapted  virus  was  used  for  the  challenge 
dose.  All  animals  were  given  an  LD50  intra- 
nasal challenge  of  influenza  virus.  All  mice 
were  protected  from  secondary  bacterial 
infection  with  an  aqueous  suspension  of  peni- 
cillin and  dihydrostreptomycin.  In  irradi- 
ated mice  these  antibiotics  effectively  pre- 
vent pneumonia  from  the  nasal  and  oral  bac- 
terial flora  which  are  washed  into  the  lung  by 
intranasal  inhalation  of  virus.  It  is  evident 
from  the  data  that  acute  exposure  to  650  rad 
did  not  depress  active  immunity  or  increase 
the  susceptibility  of  these  animals  to  influ- 
enza infection.*® 

It  is  generally  accepted  that  viruses  are 
intracellular  parasites  and  that  viral  propa- 
gation occurs  only  within  cells.  A coating 
of  specific  neutralizing  antibody  on  the  sur- 
face of  the  virus  particle  may  prevent  the 
virus  from  making  direct  contact  and  enter- 


ing susceptible  cells.  Under  the  conditions 
of  this  experiment,  phagocytosis  may  not 
be  required  in  antiviral  immunity.  This 
may  explain  why  radiation  is  effective  in 
destroying  immunity  against  the  pneumo- 
coccus and  TrichineUa  since  these  organisms 
multiply  readily  as  extraceUular  parasites. 
Similar  findings  have  been  obtained  con- 
cerning increased  susceptibUity  to  bacterial 
infections  when  animals  are  given  acute  or 
chronic  exposure  to  radiation  and  chaUenged 
with  Pseudomonas,  PasteureUa,  and  typhoid 
organisms.  ^“^  *®'**  The  pneumococcus  has 
the  capacity  to  multiply,  and  it  kiUs  experi- 
mental animals  in  the  presence  of  excess 
antibody  if  phagocytic  ceUs  are  nonfunc- 
tional or  are  not  present.  This  has  been 
demonstrated  in  immune  animals  intoxicated 
with  alcohol  and  ether. 

An  antithetic  effect  of  ionizing  radiation 
on  immune  mechanisms  was  observed  in  the 
enhancing  effect  of  radiation  on  the  severity 
of  anaphylactic  shock  in  mice.  An  increased 
susceptibility  to  fatal  anaphylaxis  was  ob- 
served when  mice  were  given  a booster  injec- 
tion of  tetanus  toxoid  from  three  to  ten  days 
after  irradiation.*®  The  experiment  plotted 
in  Figure  2 shows  the  enhancing  effect  of 
graded  doses  of  acute  radiation  on  fatal 
anaphylactic  shock  in  mice.  AU  animals 
were  given  a primary  immimization  of  ad- 
sorbed tetanus  toxoid  six  weeks  before  they 
were  exposed  to  the  various  doses  of  radia- 
tion. Seven  days  postradiation  aU  animals 
were  chaUenged  with  a second  intravenous 
injection  of  fluid  tetanus  toxoid.  An  in- 
creased susceptibUity  to  anaphylaxis  was 
evident  in  all  of  the  irradiated  animals. 
Each  point  on  the  curve  represents  the 
mortality  observed  for  40  mice.  About  15 
per  cent  of  the  nonirradiated  animals  died  in 
anaphylaxis.  There  was  Uttle  difference  in 
per  cent  of  fatal  anaphylaxis  as  the  dose  of 
radiation  was  increased  from  200  to  750  rad. 
The  enhancing  effect  of  ionizing  radiation 
on  the  severity  of  the  anaphylactic  reaction 
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ACUTE  RADIATION  DOSE  I RADS) 


FIGURE  2.  Enhancing  effect  of  gamma  radiation 
on  fatal  anaphylaxis  in  mice.  Each  point  repre- 
sents a group  of  40  mice. 

is  not  of  an  immediate  nature  but  appears 
during  a two-  to  seven-day  postradiation 
period.  Passive  and  reversed  passive  ana- 
phylaxis was  more  severe  in  seven-day  post- 
radiated  mice  as  compared  with  normal  mice. 

Several  antihistaminic  agents,  Thephorin, 
Benadryl  hydrochloride,  and  Pyronil  af- 
forded almost  complete  protection  against 
fatal  anaphylaxis  when  they  were  injected 
from  ten  to  fifteen  minutes  prior  to  challenge 
with  a specific  antigen.  We  were  unable  to  de- 
tect a significant  difference  in  the  sensitivity 
to  intravenous  injection  of  histamine  diphos- 
phate of  irradiated  and  nonirradiated  mice. 
This  suggests  that  the  enhancing  effect  of 
ionizing  radiation  on  the  severity  of  the 
anaphylactic  reaction  in  mice  is  not  due  to 
an  increased  sensitivity  to  histamine.  The 
protective  action  against  mouse  anaphy- 
laxis may  be  effected  by  virtue  of  some  other 
pharmacologic  property  of  the  so-called 
emtihistaminic  substances. 

The  experiment  plotted  in  Figure  3 tested 
the  enhancing  effect  on  anaphylactic  shock 
of  chronic  radiation  delivered  at  a low-dose 
rate.  All  animals  were  given  a primary 
immunization  of  adsorbed  tetanus  toxoid 
two  months  before  they  were  exposed  to 
radiation.  Each  point  on  the  curves  rep- 
resents the  per  cent  of  fatal  anaphylaxis 
that  was  observed  in  from  35  to  45  mice.  The 
animals  were  given  a challenge  or  booster 
injection  of  fluid  tetanus  toxoid  either  one 
hour  or  seven  days  after  radiation.  Ac- 
cumulated doses  of  48  and  96  rep  did  not 
enhance  their  susceptibility  to  anaphylaxis. 
An  increased  percentage  of  fatal  anaphy- 
laxis appeared  as  the  period  of  chronic  expo- 
sure was  extended  from  two  to  thirteen  days. 
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FIGURE  3.  Increase  in  mortality  from  anaphylactic 
shock  when  mice  are  given  specific  antigen  one 
hour  or  seven  days  after  chronic  gamma  radiation. 

with  total  accumulated  doses  of  from  192 
to  1,248  rep.  An  enhanced  sensitivity  to 
fatal  anaphylaxis  was  also  observed  when 
animals  were  challenged  withaspecific  antigen 
or  a specific  antibody  in  reversed  anaphylaxis 
by  intra-abdominal  and  subcutaneous  routes 
of  injection.’  Although  both  acute  and 
chronic  exposure  to  ionizing  radiation  en- 
hanced the  severity  of  the  anaphylactic  re- 
action in  mice,  the  conditions  differed  with 
respect  to  the  total  dose  of  radiation  required 
and  the  time  when  an  enhanced  susceptibility 
appeared  after  exposure  to  radiation.  With 
acute  gamma  radiation  an  enhanced  suscep- 
tibility was  not  evident  when  immunized 
mice  were  challenged  immediately  or  twenty- 
four  hours  after  an  acute  dose  of  650  rads. 
The  irradiated  animals  became  increasingly 
more  susceptible  to  anaphylaxis  when  the 
shocking  dose  of  tetanus  toxoid  was  given 
several  to  ten  days  after  an  acute  exposure. 
Chronic  exposure  to  accumulated  doses  of 
from  192  to  1,248  rep  produced  an  immediate 
enhanced  sensitivity  to  anaphylaxis  when  the 
animals  were  challenged  one  hour  post- 
radiation. It  should  be  noted  that  with 
chronic  irradiation  the  postradiation  time 
element  increases  constantly  with  the  dura- 
tion of  exposure  in  relation  to  the  time  of 
actual  challenge  with  the  antigen. 

Summary 

The  foregoing  experiments  demonstrate 
the  singular  repressive  effect  of  ionizing  radi- 
ation on  immune  mechanisms.  The  ability 
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to  produce  antibody  is  greatly  inhibited  or 
abolished  in  animals  given  sublethal  doses 
of  cobalt-60  gamma  radiation  by  acute  short- 
term exposure  or  by  chronic  long-term  expo- 
sure at  a low  dose  rate.  Natural  resistance 
and  active  and  passive  immunity  to  pneu- 
mococcal and  Trichinella  infections  are 
severely  depressed  in  irradiated  mice.  Since 
the  immunized  animals  had  effective  levels 
of  specific  antibody  to  the  infectious  agents, 
it  would  appear  that  radiation-induced  re- 
pression of  active  and  passive  immunity  re- 
sulted from  damage  to  the  cellular  defensive 
mechanisms  of  the  host.  Exposure  to  radi- 
ation did  not  significantly  alter  active  im- 
munity and  natural  resistance  to  influenza 
virus  infections  in  mice,  indicating  that  a 
neutralizing  antibody  for  influenza  virus 
was  effective  in  mice  with  a radiation- 
induced  leukopenia.  Sublethal  exposures  of 
gamma  radiation  enhanced  the  severity  of 
anaphylactic  shock  markedly  in  mice  that 
were  previously  sensitized  to  tetanus  toxoid 
and  challenged  with  tetanus  toxoid  from  two 
to  ten  days  postradiation.  An  immediate 
increased  sensitivity  to  fatal  anaphylaxis  was 
observed  in  animals  that  were  given  chronic 
exposure  to  radiation.  In  this  situation 
postradiation  time  accumulates  constantly 
with  prolonged  exposure. 

We  do  not  wish  to  attempt  an  extrapola- 
tion of  these  findings  from  mouse  to  man. 
These  observations  may  best  serve  to  pro- 
vide an  awareness  of  potential  radiation 


Exploding  golf  ball 

To  approach  a golf  ball  with  anything  but 
the  appropriate  wood  or  iron  club  can  lead  to 
trouble  in  more  ways  than  one.  A boy  who 
was  trying  to  peel  a golf  ball  found  this  to  be 
true  when  the  ball  he  was  peeling  exploded. 


hazards  that  may  be  encountered  by  man  in 
the  space  environment.  The  development 
of  suitable  antiradiation  shielding  promises 
to  reduce  radiation  hazards  within  space 
vehicles. 
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The  explosion  was  caused  by  the  sudden  release 
of  liquid  rubber  contained  under  pressure  in  the 
center  of  the  ball.  Particles  of  the  rubber  com- 
pound became  imbedded  in  his  eye.  In  similar 
cases  of  such  unintended  use  of  golf  balls,  heal- 
ing occurred — after  treatment — within  a week 
or  so. — W.  H.  Havener,  M.D.,  “Questions  and 
Answers,”  Journal  of  the  American  Medical 
Association,  July  14,  1962 
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IN  CRANIOCEREBRAL  TRAUMA  the  high 
mortality  is  related  partially  to  the  degree 
of  injury  to  the  cerebrum  and  partially  to 
pulmonary  and  metabolic  dislocations.  Re- 
moval of  the  clot,  tracheostomy,  and  intra- 
venous thiopental  sodium  may  be  used  to 
help  correct  these  changes.  Arteriography, 
exploratory  burr  holes,  and  ventriculography 
may  be  required  but  should  be  used  with 
caution.  In  chronic  subdural  hematoma, 
the  surface  hemorrhagic  collection,  time  of 
appearance,  and  degree  of  focal  intracerebral 
edema  underlying  the  hematoma  are  the 
essential  factors. 


i Traumatic 

|i 

i Intracranial 

ii 

; Hemorrhage 

I 

I 
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j T RACING  BACK  through  the  records  of  the 
Kings  County  Hospital  in  Brooklyn  for 
some  twenty -nine  years,  one  finds  that  the 
number  of  intracranial  hematomas  en- 
countered annually  has  remained  essentially 
unchanged.  Each  year  some  1,800  patients 
with  a craniocerebral  injury  are  admitted 
to  this  hospital.  In  this  group  one  would 
anticipate  7 to  10  epidural  hemorrhages, 
7 to  10  solitary  intracerebral  hematomas, 
and  30  to  40  subdural  hematomas  (Table 
I).  These  statistics  gain  impiortance  by 
indicating  the  relative  frequency  of  intra- 
cranial hematoma  in  any  single  instance  of 
craniocerebral  trauma,  and  this  review  also 
provides  an  opportunity  to  evaluate  vari- 
ous diagnostic  and  therapeutic  approaches. 
It  is  of  singular  interest  that  during  the  past 
thirty-five  to  forty  years,  although  patients 
with  intracranial  hemorrhage  were  observed 
and  treated  by  a number  of  neurologic 
surgeons  on  our  staff,  in  general,  the  mor- 
tality rates  have  remained  almost  identical 
from  year  to  year.  * ~ ^ 

In  an  attempt  to  reduce  the  mortality 

Presented  at  the  Panel  on  Head  Injuries,  American  College 
of  Surgeons,  Chicago,  Illinois,  October,  1962. 


and  morbidity  rate,  various  approaches 
have  been  tried.  They  include:  definitive 

diagnostic  methods,  autopsy  studies  of 
anatomic  and  pathologic  changes,  the  use  of 
dehydrating  agents  and  hypothermia,  and 
studies  in  alteration  of  acid-base  balance 
and  in  pulmonary  and  metabolic  function. 
From  the  experience  obtained  from  all  of 
these  approaches,  various  concepts  have 
been  formulated  about  the  pathophysiologic 
events  underlying  many  clinical  states  as- 
sociated with  head  injury;  and  about  the 
diagnostic  and  therapeutic  approach  which 
seems  finally  to  have  possibly  improved  our 
ability  to  treat  these  patients  successfully. 
By  integrating  the  two  aspects,  namely,  the 
pathophysiologic  alterations  in  head  injuries 
and  the  diagnostic  and  therapeutic  efforts 
used,  the  problem  of  intracranial  hematoma 
can  be  presented.  The  diagnostic  and 
therapeutic  aspects  of  intracranial  blood  clots 
will  be  considered  in  relation  to  patients  with 
severe  craniocerebral  trauma,  while  the 
pathophysiologic  events  resulting  from  com- 
pression of  the  cerebral  surface  will  be  dis- 
cussed in  relation  to  chronic  subdural 
hematoma. 

Clinical  state  in  craniocerebral  trauma 

The  clinical  state  of  patients  with  so- 
caUed  severe  craniocerebral  trauma  is  fa* 
miliar,  but  it  is  helpful  to  consider  various 
phases  through  which  a patient  with  this 
degree  of  injury  may  pass.  Initially,  the 
conscious  state  is  markedly  altered,  with  or 
without  demonstrable  hemiparesis  or  other 
abnormal  neurologic  signs.  Stupor  endures, 
or  there  may  be  gradual  improvement.  If 
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TABLE  I.  Craniocerebral  trauma  in  Kings  County 
Hospital,  1931  to  1960 


Condition 

Number  of  Cases 

Total  head  injuries 

51,074 

Epidural  hemorrhage 

195 

Subdural  collection 

993 

Intracerebral  hematoma 

183 

stupor  persists,  or  if  there  is  regression  at 
any  time  following  a period  of  relative 
clinical  improvement,  this  second  phase  must 
be  assessed  and  appropriate  action  taken. 
Often  associated  with  this  period  of  regres- 
sion in  the  clinical  state,  or,  for  that  matter, 
present  from  the  onset,  are  striking  sys- 
temic alterations  such  as  rapid  respiration, 
high  fever,  rapid  pulse  rate,  and  fluctuat- 
ing blood  pressure.  These  systemic  mani- 
festations may  herald  a period  of  failure 
to  improve  or  a generally  deteriorating 
situation.  Decerebrate  rigidity  is  often 
present  at  this  time.  All  these  features 
usually  signal  the  need  for  urgent  siu'gical 
intervention. 

Mortality 

A review  of  mortality  statistics  indi- 
cates, however,  that  if  the  lesion  disclosed 
at  an  operation  performed  under  these 
circumstances  is  an  epidural  hemorrhage, 
the  mortality  is  50  per  cent.  If  the  lesion 
is  a subdural  hemorrhage,  and  surgical 
intervention  is  required  in  the  first  twenty- 
foin:  hours,  there  is  a 90  to  95  per  cent 
mortality.  Similar  results  are  obtained 
in  acute  intracerebral  hemorrhage.  Un- 
doubtedly, the  high  mortality  is  partially 
related  to  the  degree  of  injinry  to  the  cere- 
briun  itself,  the  so-called  contusion-lacera- 
tion; but  equally  important  are  the  pul- 
monary and  metabolic  dislocations  occur- 
ring in  these  patients.  Recent  studies-^ 
have  indicated  that  the  rapid  respiration 
and  the  other  manifestations  that  have  been 
described  either  may  be  related  primarily 
to  local  pulmonary  dysfimction  superim- 
p>osed  on  brain  injury  or  may  be  a reflec- 
tion of  a disorder  of  control  of  respiration 
by  the  central  nervous  system.  In  both 
instances  severe  degrees  of  hypercapnia  and 
anoxia  have  been  encountered.  In  a series 
of  18  patients  with  severe  craniocerebral 
trauma,  13  died,  even  though  various  types 
of  intracranial  blood  clots  were  removed. 


TABLE  II.  Acidosis  in  patient  with  severe 
craniocerebral  trauma 


pH 

pCOo 

HCO3 

Urea 

7.28 

54 

28 

25 

7.29 

55 

29 

21 

7.48 

39 

21 

7.38 

38 

22.1 

7.44 

29 

24.5 

7.43 

37 

24.5 

48.2 

7.31 

41 

20.5 

7.42 

38 

21.0 

77.7 

7.23* 

39.5* 

20.5* 

* Postoperative  electrophrenic  respiration. 


All  these  13  had  a major  ventilatory 
disturbance;  3 had  respiratory  acidosis, 
8 had  mixed  acidosis,  and  2 had  respiratory 
alkalosis.  Even  though  the  5 who  survived 
might  have  been  in  a stupor  for  days,  they 
never  displayed  respiratory  changes.  With 
the  change  in  respiration,  varying  degrees 
of  respiratory,  metabolic,  and  mixed  aci- 
dosis occur,  and  any  one  patient  may  pass 
through  aU  these  phases  before  death  (Table 
II).  Usually,  as  the  phase  of  mixed  acidosis 
becomes  evident,  there  is  marked  nitrog- 
enous retention  in  spite  of  adequate  urinary 
output.  The  blood  pH  becomes  markedly 
altered,  and  in  one  patient  it  was  recorded 
as  6.99  just  prior  to  death. 

It  is  in  these  instances  that  simple  re- 
moval of  an  intracranial  blood  clot  will 
not  permit  survival  if  these  changes  are 
not  reversed.  Our  methods  for  controUing 
this  syndrome  are  stiU  inadequate,  but 
fortunately,  simple  removal  of  the  clot  will 
sometimes  permit  a more  normal  venti- 
latory function  to  occur  gradually,  especially 
in  patients  with  acute  epidural  hemorrhage. 
Of  the  utmost  importance  is  the  use  of 
tracheostomy,  which  not  only  reduces  the 
dead  space  and  tends  to  help  the  hyper- 
capnic states,  but  also  allows  more  adequate 
tracheal  suction.  This  may  or  may  not 
alter  the  perverted  respiratory  rhythm  and 
rate,  and,  in  fact,  there  may  still  be  relative 
anoxemia  even  though  aeration  seems  ad- 
equate. Patients  have  been  observed  in 
whom  the  decerebrate  state  could  be  re- 
lieved, reprecipitated,  and  reheved  again  by 
opening  and  closing  the  tracheostomy  open- 
ing; in  effect,  altering  gas  exchange.  An- 
other treatment  of  this  acute  syndrome 
has  been  the  use  of  intravenously  ad- 
ministered thiopental  sodium  (Pentothal 
sodiiun)  as  recommended  by  Robert  Watson, 
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FIGURE  1.  Carotid  arteriograms.  (A)  Significant  elevation  of  middle  cerebral  artery  complex.  (B)  Its 
subsequent  relocation,  associated  with  resolution  of  temporal  lobe  swelling. 


M.D.,  of  Arkansas.®  In  some  instances 
it  has  been  surprising  how  rapidly  fever 
will  subside,  thereby  reducing  the  cerebral 
metabolic  requirements,  the  respiratory 
rate  will  slow,  and  the  blood  pressure  will 
assume  more  normal  proportions  after 
the  patient  has  been  given  a slow  drip  of 
a 0.1  per  cent  solution  of  thiopental  sodium. 
However,  this  is  not  the  final  answer,  but 
something  of  this  character  is  needed  to 
control  this  acute  syndrome  if  the  survival 
rate  of  patients  with  acute  craniocerebral 
trauma  with  or  without  intracranial  blood 
clot  is  to  be  improved. 


Arteriography  and 
air  encephalography 

After  attempts  have  been  made  to  correct 
abnormal  respiratory  and  metabolic  changes, 
varying  diagnostic  or  other  surgical  methods 
may  be  required,  specifically  in  the  patient 
regressing  after  a period  of  improvement 
or  not  improving  over  a period  of  days. 
Here,  arteriography  has  a deserved  place, 
but  it  is  not  to  be  advocated  imiversaUy. 
Whether  or  not  an  intracranial  hematoma 
has  been  demonstrated,  the  patient  may  be 
infinitely  worse  following  arteriography.  In 
fact,  he  may  recover  from  the  effects  of  the 
intracranial  hematoma  after  its  removal 
but  not  from  the  deficit  incident  to  arteriog- 
raphy. Also,  arteriography  must  not  be 
the  sole  determinant  in  arriving  at  the  deci- 
sion for  operation.  Arteriograms  have  been 


reviewed  and  considered  normal  early  in 
the  phase  of  craniocerebral  injury,  only  to 
have  it  disclosed  by  subsequent  arteriog- 
raphy or  air  study  that  a huge  clot  was 
present  which  required  evacuation  to  per- 
mit survival. 

With  arteriographic  and  air-encephalo- 
graphic  diagnosis,  it  is  significant  that 
following  evacuation  of  an  intracranial 
hematoma  there  may  be  a persistent  shift 
of  the  ventricular  system  for  as  long  as 
forty  to  fifty  days  with  continued  clinical 
improvement,  and  thus  reoperation  will 
not  be  required.^  Second,  persistent  de- 
pression of  the  surface  vessels  may  be  demon- 
strated by  arteriography,  which,  again, 
does  not  necessarily  indicate  the  need  for 
reoperation.  On  the  other  hand,  if  the 
patient’s  clinical  state  can  be  related  to 
these  changes,  then  reoperation  is  manda- 
tory. 

Patients  with  head  injuries  should  follow 
a pattern  of  recovery  or  regression  depend- 
ing on  the  length  of  time  since  injury.  If 
this  pattern  does  not  unfold  properly,  the 
chances  are  that  an  intracranial  hematoma 
or  multiple  intracranial  clots  have  been 
overlooked.  After  a subdural  hematoma 
has  been  removed,  there  may  be  no  im- 
provement, or  the  clinical  state  may  re- 
gress. Then  another  intracranial  clot,  ei- 
ther epidural,  subdural,  or  intracerebral, 
may  be  found  in  another  position  within 
the  intracranial  cavity.  Further,  patients 
often  have  seemed  to  recover  completely 
even  when  the  arteriogram  showed  a marked 
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elevation  of  the  middle  cerebral  artery 
(Fig.  1),  as  from  a mass  lesion  in  the  tem- 
poral area,  and  subsequent  arteriography 
has  shown  that  this  vessel  has  resumed  its 
normal  position.  Undoubtedly,  the  eleva- 
tion indicated  a focal  swelling  of  the  tem- 
poral lobe;  but  the  important  point  here 
is  that  operation  was  not  required  simply 
because  of  an  arteriographic  finding. 

In  substance,  then,  the  clinical  course  of 
the  patient  with  an  injured  brain  is  the 
leading  determinant  of  the  procedures  to  be 
followed.  Once  the  decision  is  made  to 
search  for  gm  intracranial  hematoma,  ex- 
ploratory burr  holes  may  be  made.  If  a 
clot  is  not  disclosed,  the  problem  must  be 
pursued  by  other  methods  such  as  ven- 
triculography until  the  absence  of  an  in- 
tracranial clot  is  unequivocally  estabUshed. 
Simply  making  bitemporal  and/or  biparietal 
burr  holes  does  not  exclude  an  epidural 
hematoma.  For  example,  in  a patient  with 
the  syndrome  of  epidural  hemorrhages, 
namely,  a unilateral,  dilated,  fixed  pupil 
and  decerebrate  rigidity,  if  a blood  clot  is 
not  disclosed  at  burr  holes,  if  considerable 
shift  is  demonstrated  by  ventriculography, 
and  if  massive  swelling  of  the  temporal 
lobe  without  a clot  is  seen  at  operation, 
temporal  lobectomy  can  have  a beneficial 
effect  on  the  clinical  course. 

These  few  examples  serve  to  em- 
phasize again  the  need  for  careful  clinical 
scrutiny  to  provide  a basis  for  using  the 
various  diagnostic  and  therapeutic  ma- 
neuvers. 

Chronic  subdural  hematoma 

Patients  with  chronic  subdural  hematoma 
present  an  entirely  different  problem,  but 
much  of  the  imderlying  pathophysiologic 
basis  of  their  difficulties  is  similar  to  that 
in  the  patients  we  have  just  discussed. 
Classically,  in  these  patients,  several  months 
after  mild  head  injury  there  is  headache, 
varying  degrees  of  appendicular  motor 
dysfunction,  and  urinary  and  bowel  in- 
continence. These  neurologic  features  often 
improve  but  are  followed  by  a progressive 
return  of  similar  events  in  a few  days. 
Even  though  the  blood  clot  is  often  uni- 
lateral, there  are  clinical  indications  that 
structures  other  than  just  the  hemisphere 
subjected  to  compression  are  involved. 
These  indications  are  bilateral  Babinski 


signs  and  peculiar  catatonic-like  states  in 
which  the  patient  keeps  a limb  in  a fixed 
position  for  lengthy  periods.  Drowsy  states 
are  usually  present,  but  external  stimuli 
may  penetrate  and  be  perceived  reasonably 
by  the  patient.  In  most  extracerebral 
compressive  lesions  the  neurologic  abnor- 
malities of  various  spheres  are  rather  equally 
affected.  A subdural  hematoma  rarely  pro- 
duces hemiplegia  in  an  alert  patient,  but 
with  advancing  hemiparesis  there  is  a con- 
comitant depression  of  the  conscious  state. 
Even  though  the  hematoma  be  unilateral, 
fluctuating  changes  m the  conscious  state 
are  characteristic,  rather  than  the  pre- 
dominance of  focal  neurologic  signs  related 
to  one  hemisphere  or  the  general  sjmdrome 
of  so-called  increased  intracranial  pressure, 
which  is  rare  in  people  with  subdural 
hematoma  of  this  variety. 

For  a number  of  years,  investigators  have 
tried  to  explain  the  peculiarities  of  the 
clinical  state  of  subdural  hematoma  and 
why,  for  example,  some  patients  may  be 
even  worse  after  operation  than  before. 
In  1948  Browder  and  Rabiner*  offered 
evidence  suggesting  that  intracerebral  edema 
underlying  the  clot  was  the  chief  deter- 
minant of  the  abnormal  state  seen  in  these 
patients.  This  had  been  noted  often  in 
patients  dying  without  having  had  the 
blood  clot  removed  and  who  were  seen  at 
autopsy  as  early  as  four  hours  after  injury. 
It  was  also  seen  in  patients  who  died  even 
though  the  intracranial  subdural  hematoma 
had  been  removed.  Subsequent  serial 
pneumoencephalography  in  patients  who 
had  had  subdural  hematomas  removed  dis- 
closed persistent  intracerebral  swelling  after 
operation,  indicated  by  the  persistent  ven- 
tricular distortion  and  shift  which  gradually 
subsided  after  a period  of  up  to  fifty-two 
days. 

If  we  are  to  encompass  all  the  ramifica- 
tions of  the  problem,  two  other  points 
should  be  especially  emphasized:  the  re- 

tention of  fluid  within  the  subdurEd  space 
after  evacuation  of  a subdural  clot  and  the 
spontaneous  resolution  of  a subdural  he- 
matoma. In  a group  of  patients  followed  by 
serial  arteriography  after  removal  of  a 
surface  hematoma,  persistent  depression  of 
the  cerebral  hemisphere  has  been  constantly 
demonstrated;  the  return  to  the  midline 
occurred  gradually  over  variable  periods. 
This  suggests  that  a certain  amount  of 
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subdural  fluid  remains  and  is  capable  of 
resorption  over  a period  of  time.  This 
also  has  been  demonstrated  in  patients  in 
whom  a subdural  clot  has  not  been  removed; 
3 instances  have  been  reported  of  patients 
in  whom  arteriography  has  shown  a sub- 
dural mass.®  Subsequent  angiographic  ex- 
amination showed  complete  resolution  of 
the  surface  mass. 

Acciunulated  evidence,  then,  suggests 
that  in  suhdural  hematoma  it  is  the  total 
volumetric  mass,  that  is,  the  surface  hema- 
toma and  subcortical  swelling  of  the  under- 
lying cerebral  hemisphere,  that  together 
form  a significant  mass  lesion  causing  cer- 
ebral distortion,  displacement,  and  tentorial 
herniation  of  the  midline  structures.  It  is  the 
degree  of  displacement  rather  than  the 
so-called  increased  intracranial  pressure 
which  accounts  for  the  phenomena  seen  in 
patients  with  these  lesions.  When  there  is 
a relative  absence  of  swelling  of  the  hemi- 
sphere underlying  the  surface  lesion,  there 
may  be  few  abnormal  neurologic  signs. 
Apparently,  in  certain  instances  a resolu- 
tion of  the  hematoma  mass  can  take  place 
before  significant  focal  swelling  appears. 
However,  when  focal  subcortical  sweUing 
is  present,  these  abnormal  states  associated 
with  surface  hemorrhagic  collections  ensue, 
and  the  increased  volumetric  mass  must  be 
reduced  by  surgical  methods.  If  the  patho- 
physiologic changes  incident  to  displace- 
ment have  not  been  severe,  recovery  will 
occur,  even  though  the  cerebral  swelling 
and  the  surface  fluid  mass  may  remain 
temporarily,  despite  a significant  reduction 
in  volume.  Relocations  or  so-called  re- 
expansion of  the  brain  at  operation  help 
to  reduce  the  space  in  which  fluid  will 
persist  postoperatively.  If  this  space  is 


not  sufficiently  reduced,  repeated  tapping 
may  be  required  before  the  intracranial 
structures  manifest  adaptation.  In  sum, 
then,  in  addition  to  the  surface  hemorrhagic 
collection,  the  time  of  appearance  and  the 
degree  of  focal  intracerebral  edema  under- 
lying the  hematoma  are  the  essential  factors 
contributing  to  the  abnormal  clinical  states 
encountered  in  patients  with  these  lesions. 

Summary 

The  problem  of  intracranial  hematoma  of 
traumatic  origin  has  been  reviewed  from  the 
standpoint  of  patients  with  acute  severe 
craniocerebral  injury  and  patients  with 
chronic  subdural  hematoma.  The  diag- 
nostic and  therap>eutic  measures  used  and 
the  pathophysiologic  alterations  resulting 
from  compression  of  the  cerebral  surface 
are  delineated. 
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T he  decision  concerning  the  selection  of 
those  patients  with  symptoms  of  allergy 
who  require  a diagnostic  work-up  has 
always  been  a difficult  one.  Particularly 
with  infants  and  children,  there  is  an  in- 
grained desire  on  the  part  of  the  average 
physician  to  avoid  what  might  seem  to  be  an 
impleasant  procedure.  As  a result,  the 
work-up  and  treatment  too  often  are  delayed 
to  the  point  where  the  patient  is  so  in- 
capacitated that  he  requires  irrgent  therapy. 

This  defensive  attitude  has  led  to  several 
concepts  which  are  propagated  among 
physicians  and  laymen  equally,  including 
that  of  “allergic  bronchitis,”  which  has 
now  been  shown  to  be  an  early  form  of  an 
asthmatic  reaction the  concept  of  a child 
“outgrowing”  his  allergies,  which  prog- 
nosticaUy  does  not  prove  to  be  the  case^; 
and  the  concept  that  food  sensitivities 
change  so  rapidly  that  they  will  be  altered 
before  the  diagnostic  examination  can  be 
completed. 

Fortimately,  there  are  available  more 
exact  criteria  to  enable  the  physician  to 
make  this  decision.  Ultimately,  the  decision 
must  be  made  in  consideration  of  a pro- 
jection of  a prognosis  for  the  individual 
patient.  This  projection  can  best  be  made 


by  correlating  long-term  studies  which 
elucidate  the  exact  course  of  the  allergic 
individual  in  various  situations,  both  treated 
and  imtreated. 

Selection  of  patients 

The  proper  factors  to  make  this  decision 
are  available,  since  78  p>er  cent  of  allergic 
children  have  been  shown  to  manifest  some 
evidence  of  allergy  before  the  age  of  four 
years. 5 The  over-all  incidence  of  allergy 
in  the  general  population  is  in  aU  likelihood 
as  high  as  20  per  cent,  as  has  been  shown  in 
the  recent  studies  by  Appel,  Szanton,  and 
Rapaport.^  Therefore,  we  must  ask  our- 
selves what  has  happened  to  this  allergic 
patient  in  each  situation  from  infancy  on. 

The  practitioner  who  is  responsible  for 
the  care  of  infants  in  the  neonatal  period 
may  see  some  manifestation,  such  as  coHc 
or  other  gastrointestinal  disturbance,  at  this 
time.  Studies  by  Glaser^  and  Martin®  have 
succeeded  in  placing  this  s3rmptom  in 
its  proper  allergic  framework,  for  it  is 
noted  that  colic  occurs  with  twice  the  fre- 
quency in  allergic  as  in  nonallergic  families. 
Also,  infants  with  a history  of  coHc  developed 
other  aUergic  symptoms  more  frequently 
than  other  infants. 

Other  manifestations  of  an  intestinal  re- 
action in  this  neonatal  period  may  include 
recm-rent  episodes  of  “spitting  up”;  chronic, 
usuaUy  mild,  low-grade  diarrhea;  and  so 
forth.  In  some  cases  of  severe  food  sensi- 
tivity, a fulminant  form  of  diarrhea  may  be 
manifest. 

As  has  been  noted  elsewhere,  chronic 
nasal  coryza  in  this  infantile  period  may  be  a 
manifestation  as  weU  as  a warning  of  future 
disorders  for  these  children.’  Eighty-seven 
per  cent  of  the  infants  who  exhibit  this  non- 
specific noninfectious  seromucoid  coryza  of 
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infancy  later  go  on  to  develop  manifestations 
of  a major  allergy,  such  as  hay  fever  or 
wheezing. 

The  development  of  an  eczematoid  derma- 
titis in  patients  imder  one  year  of  age  adso 
has  been  shown  to  be  a major  clinical  sign 
of  allergy,  in  view  of  the  fact  that  80  per  cent 
of  these  infants  with  true  atopic  dermatitis 
go  on  to  develop  major  manifestations  of 
allergy..®  Fifty -three  per  cent  of  these 
infants,  in  fact,  subsequently  develop  asthma. 

As  the  child  progresses  in  age,  the  initial 
symptoms  may  differ.  The  child  may 
exhibit  a chronic  nasal  catarrh  or  may  be 
described  as  one  who  “catches  one  cold  after 
another”  or  “has  a hard  time  getting  rid  of 
colds.”  MacKinney  and  Glaser^  distinguish 
those  cases  in  which  there  is  a chronic  low- 
grade  irritation  of  the  mucous  membrane 
(perrenial  allergic  rhinitis)  from  those  in 
which  there  are  recurrent  infections  of  the 
respiratory  tract  affecting  a poorly  defended 
edematous  mucous  membrane.  Both  these 
groups,  which  are  in  fact  physiologic  ex- 
tensions of  one  another,  are  precursors  of 
major  allergy,  since  42  per  cent  of  these 
children  go  on  to  develop  asthma  or  hay 
fever.  2 

Patients  suffering  from  a pollen  allergy,  or 
poUinosis,  characterized  by  episodic  or  sea- 
sonal attacks  usually  have  nasal  symptoms 
varying  with  the  pollinating  season  in 
different  areas  of  the  country.  The  onset 
of  these  symptoms  in  very  early  infancy  has 
been  reported  by  various  authors, al- 
though it  has  been  my  experience  that  the 
verification  of  this  diagnosis  is  difficult  in 
very  young  infants  because  of  their  tendency 
to  be  refractory  to  skin  testing.  In  many 
cases,  however,  the  clinical  pattern  is  so 
clear-cut  as  to  be  considered  pathognomonic. 
Here,  again,  a long-term  evaluation  of  the 
future  of  these  patients  is  quite  impressive. 
As  many  as  60  per  cent  of  these  children  with 
imtreated  poUinosis  may  develop  asthma.'^ 
Particularly,  those  children  in  whom  there  is 
a progression  of  poUen  symptoms  from  year 
to  year  are  in  great  jeopardy  of  having  the 
allergic  stimulus  eventuaUy  cause  the  re- 
sponse in  the  pulmonary  mucous  membranes 
which  is  known  clinically  as  asthma.  It  is 
also  the  experience  of  most  allergists  that 
children  who  are  sensitive  to  one  type  of 
poUen  readily  develop  sensitivity  to  other 
poUens,  which  would  imply  that  once  the 
aUergic  threshold  is  lowered,  the  fertile 


responsive  soil  of  the  atopic  patient  is 
more  susceptible  to  further  assaults. 

FinaUy,  we  come  to  those  cases  which  are 
characterized  by  attacks  of  episodic  ex- 
piratory prolongation  or  wheezing.  This 
is  the  ultimate  and  most  dangerous  end 
result  of  the  aUergic  response,  but  there  is 
much  confusion  relating  to  the  fact  that 
young  children  do  not  usuaUy  exhibit  as 
much  anxiety  and  dyspnea  as  do  adults. 
Further  confusion  arises  from  the  fact  that 
a low-grade  fever  may  accompany  im- 
complicated  bronchial  asthma,  since  in 
most  cases  of  asthma  there  are  areas  of 
atelectasis  resulting  from  some  obstruction 
of  the  bronchi  by  mucoid  secretion  and 
spasm.  The  compromise  of  this  atelectatic 
tissue  may  give  rise  to  fever,  leukocytosis, 
and  elevated  sedimentation  rates  similar 
to  those  seen  in  pulmonary  infarction. 

Nevertheless,  it  is  our  position  that 
repetitive  attacks  of  wheezing  are  a 
definitive  indication  that  these  children 
are  capable  of  the  ultimate  response  to  the 
allergic  stimulus,  and  this  certainly  has  been 
borne  out  by  the  recent  studies  of  Wittig 
and  Glaser  1 in  which  they  have  shown  that 
infantile  bronchiolitis  is  indeed  a mani- 
festation of  asthma.  Because  of  the  close 
relationship  of  these  recurrent  attacks  of 
so-called  allergic  bronchitis  to  asthma,  they 
should  be  weighed  very  heavily  in  the 
decision  as  to  whether  or  not  to  perform 
further  diagnostic  testing  on  the  patient. 
There  is  stiU  a very  large  group  of  allergic 
manifestations  which  play  a part  in  the  over- 
all evaluation  of  the  patient.  These  in- 
clude hives;  angioneurotic  edema;  drug 
irritation;  migraine;  various  allergic  re- 
actions of  the  eye,  ear,  nose,  and  throat; 
paroxysmal  sneezing;  croup*'*;  and  chronic 
nonproductive  nocturnal  cough  or  tracheitis 
related  to  the  allergic  diathesis.*® 

All  of  these  manifestations  should  be 
weighed  in  this  decision.  Finally,  the  role 
of  heredity  in  the  pathogenesis  of  the  allergy 
must  be  considered  significant.  Commonly, 
the  stronger  the  famihal  background,  the 
earlier  or  more  severe  will  be  the  allergic 
manifestations.  Thus,  Spain  and  Cooke*® 
have  pointed  out  that  80  per  cent  of  asth- 
matic patients  with  an  allergic  inheritance 
from  both  their  maternal  and  paternal 
families  and  36  per  cent  of  those  with  an 
inheritance  from  only  one  side  develop 
symptoms  during  the  first  decade  of  life. 
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Certainly  an  infant  with  a strong  bilateral 
inheritance  is  more  likely  to  develop  a 
pronounced  major  allergic  disease,  and  this 
should,  in  addition,  be  weighed  in  the 
consideration. 

In  a previous  report  Rapaport  and 
attempted  to  assign  a numerical  weight  to 
each  of  the  symptoms  of  allergy  in  an 
attempt  to  derive  a weighted  mathematical 
sum  of  all  the  S3maptoms  of  the  allergic 
response.  These  numerical  values  are  cal- 
culated in  such  a fashion  as  to  indicate  the 
allergic  prognosis  in  a given  individual.  A 
summation  of  these  values  will  serve  to  call 
attention  to  the  probable  prognosis  for  the 
individual  and  in  this  way  aid  in  arriving 
at  the  decision  for  the  need  of  a diagnostic 
work-up. 

Comment 

We  have  in  our  hands  today  potent 
weapons  in  the  form  of  antihistamines  and 
corticosteroids  for  the  palliative  treat- 
ment of  allergic  manifestations.  It  must  be 
clearly  home  in  mind  that  these  measures 
are  only  palliative  at  best,  and  it  is  ulti- 
mately only  through  a careful  evaluation  of 
the  patient  by  a complete  history,  physical 
examination,  and  testing  that  a program 
for  true  allergic  management  can  be  arrived 
at.  The  temptation  is  to  allow  palliation  to 
delay  definitive  allergic  management.  It 
is  our  plea  that  such  delay  is  unnecessary  in 
the  face  of  clearly  delineated  statistical 
studies  which  reflect  the  long-time  results 


Back-to-work  program 

A back-to-work  program  has  been  developed 
to  help  patients  unemployed  because  of  a rheu- 
matic disease.  Through  this  program  and  in 
cooperation  with  the  Institute  for  the  Crippled 
and  Disabled,  the  Arthritis  and  Rheumatism 
Foundation’s  New  York  chapter  provides 
counseling,  vocational  evaluation,  on-the-job 
testing  skills,  training  for  new  jobs  or  brush-up 
courses  in  former  trades,  and  intensive  job  place- 


in such  untreated  cases.  It  is  the  physician’s 
ultimate  responsibility  to  regulate  the  facts 
as  they  exist,  rather  than  as  he  would  have 
them  be,  and  to  assume  a positive  and 
dynamic  approach  in  the  management  of 
the  allergic  patient. 

863  Central  Avenue 
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ment  help.  In  an  eight-year  experience  with 
533  patients,  219  (41  per  cent)  were  returned  to 
competitive  employment.  A follow-up  study 
of  99  cases  found  69  per  cent  still  on  the  job,  11 
having  worked  for  more  than  two  years  after 
placement.  Agencies  such  as  the  Institute  for 
the  Crippled  and  Disabled  are  available  to  in- 
dustry to  help  their  arthritic  employes  on  the 
job.  The  agency  may  advise  a shift  of  duties 
or  a retraining  program  and  aid  in  finding  work 
in  a different  field. — R.  H.  Manheimer,  M.D., 
“Arthritics  in  Competitive  Employment,” 
Archives  of  Environmental  Health,  May,  1962[) 
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Discussed  by  RENE  SILVA,  M.D. 


Pain  and  a Mass 
in  the  Left  Upper 
Quadrant  of  the  Abdomen 


Case  history 

Jim  Harris,  M.D.:  A fifty -two-year-old 
Puerto  Rican  woman  was  admitted  to 
Knickerbocker  Hospital  for  the  first  time  on 
May  23,  1962,  two  hours  after  the  sudden 
onset  of  excruciating  pain  in  the  left  upper 
quadrant  of  the  abdomen.  The  attack 
occurred  while  she  was  preparing  dinner. 
She  had  had  an  episode  of  similar  pain  about 
three  weeks  previously,  but  the  attack  was 
less  severe  and  of  short  duration.  The  pain 
was  constant  and  did  not  radiate.  Shortly 
after  the  onset  the  patient  vomited  and  felt 
dizzy. 

She  had  had  a hysterectomy  ten  years 
previously.  Two  years  previously  an  um- 
bilical hernia  had  been  repaired.  Three 
months  before  her  admission  she  had  suffered 
a fracture  of  the  left  patella  in  an  automohUe 
accident. 

Physical  examination  revealed  a well- 
developed,  well-nourished  woman  in  great 
distress.  The  temperature  was  97  F.,  pulse 
100,  and  blood  pressure  120/70.  The 
abdomen  was  soft,  and  a very  tender  mass 
about  12  by  15  cm.  was  felt  in  the  left  flank. 
The  mass  was  hard,  nonpulsatile,  non- 
fluctuant,  and  there  was  no  bruit.  It  was 
not  movable  and  did  not  move  with  respira- 
tion. Examination  of  the  chest,  pelvis, 
rectum,  and  extremities  yielded  no  positive 
findings. 

The  urine  had  a specific  gravity  of  1.026, 


was  acid,  and  contained  2 plus  albumin,  no 
sugar  or  acetone,  0 or  1 red  blood  cell  per 
high-power  field,  and  an  occasional  white 
blood  cell.  The  hemoglobin  was  8.7  Gm.  per 
100  ml.,  and  the  white  blood  cell  coimt  was 
15,250  with  79  per  cent  neutrophils,  20  per 
cent  lymphocytes,  and  1 per  cent  eosinophils. 

A chest  x-ray  film  showed  normal  findings. 
X-ray  examination  of  the  abdomen 
showed  no  free  air  under  the  diaphragms,  no 
evidence  of  intestinal  obstruction,  and  no 
abnormal  calcification.  The  cecum  was 
slightly  distended  as  were  several  loops  of 
terminal  ileum.  Gas  shadows  were  absent  in 
the  left  flank.  The  outline  of  the  psoas 
muscle  and  kidney  was  visualized  faintly  on 
the  right  but  not  seen  on  the  left.  An  ex- 
cretory urogram  showed  prompt  excretion 
of  dye  bilaterally  (Fig.  1).  The  left  renal 
pelvis  was  displaced  medially  and  interiorly; 
the  left  ureter  was  displaced  medially  except 
for  its  terminal  portion.  No  abnormalities 
were  detected  in  the  bladder.  An  electro- 
cardiogram showed  normal  findings. 

The  following  day  the  fasting  blood  sugar 
was  112  and  the  nonprotein  nitrogen  29  mg. 
per  100  ml.;  seriun  sodium  130,  potassium 
4,  and  chlorides  92  mEq.  per  liter;  and  car- 
bon dioxide  21  millimols  per  liter.  The 
patient  received  three  imits  of  whole  blood 
on  this  day  and  the  day  following.  The 
hemoglobin  at  the  end  of  the  second  hospital 
day  was  8 Gm.  per  100  ml.  An  operation 
was  performed  on  the  third  hospital  day. 
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FIGURE  1.  Excretory  urogram  shows  good  filling 
of  both  renal  pelves  with  no  mucosal  distortion. 
The  left  kidney  is  displaced  downward  and  medially 
as  well  as  being  rotated  on  its  long  axis.  The  left 
renal  outline  and  left  psoas  margin  are  obscured  by 
a soft  tissue  density  that  extends  toward  the  flank. 


Discussion 

Rene  Silva,  M.D.;*  The  present  illness 
of  this  fifty-two-year-old  woman  began 
dramatically  with  the  sudden  onset  of  pain 
in  the  left  upper  quadrant  of  the  abdomen, 
and  three  days  later  she  underwent  surgery. 
During  this  period  of  seventy-two  hours  or 
less  she  developed  the  signs  and  symptoms 
of  an  acute  abdominal  catastrophe  char- 
acterized by  the  development  of  a tender 
mass  and  evidence  of  internal  bleeding,  as 
indicated  by  the  drop  in  hemoglobin  despite 
transfusions.  There  was  no  evidence  of 
external  bleeding  or  any  hemolytic  process. 

The  degree  of  leukocytosis  fits  with  the 
acute  blood  loss.  The  dizziness  and  hypo- 
thermia fit  with  the  shocklike  state  asso- 
ciated with  internal  bleeding.  The  ab- 
dominal mass  is  described  as  very  tender, 
hard,  nonpulsatile,  nonfluctuant,  nonmova- 
ble, not  affected  by  respiration,  and  without 

* Assistant  Attending  Physician  in  Medicine,  Knicker- 
bocker HospitaU 


a bruit.  I can  only  conclude  that  the  mass 
represents  the  extravasation  of  blood  into 
tissue,  either  intraperitoneal  or  retroperi- 
toneal. Apart  from  the  decline  in  the  hemo- 
globin, the  laboratory  data  are  helpful  only 
to  exclude  certain  types  of  lesions.  The 
adequate  minary  volume,  lack  of  significant 
hematuria,  and  absence  of  azotemia  elimi- 
nate lesions  involving  the  lower  portion  of 
the  urinary  tract.  There  was  no  hyper- 
glycemia. I do  not  know  the  significance  of 
the  slightly  decreased  sodium  and  chlorides. 

The  patient’s  past  history  is  not  very 
helpful.  The  hysterectomy  ten  years  pre- 
viously eliminates  uterine  lesions  from  con- 
sideration, but  we  are  not  told  whether  or  not 
the  ovaries  were  left  in.  I do  not  think  the 
automobile  accident  three  months  previously 
has  any  bearing  on  the  case;  the  interval  is 
too  long. 

The  x-ray  films  provide  very  useful  in- 
formation in  localizing  the  site  of  the 
pathologic  condition.  There  is  no  evidence 
of  ileus,  which  we  would  expect  with 
intraperitoneal  bleeding.  The  obliteration 
of  the  left  psoas  shadow  and  the  displace- 
ment of  the  left  kidney  and  ureter  point 
clearly  to  perirenal  and  retroperitoneal 
bleeding.  The  problem  hinges  on  the  dif- 
ferential diagnosis  among  lesions  which  can 
produce  acute  pain  in  the  left  upper  quadrant 
of  the  abdomen,  a tender  mass  in  the  left 
flank,  and  retroperitoneal  hemorrhage  in 
that  general  area.  Since  the  diagnosis 
depends  in  large  measure  on  radiologic 
evidence,  I should  like  to  ask  Dr.  Moynahan 
a few  questions.  First,  is  the  radiologic 
picture  compatible  with  an  intrarenal  or  a 
perirenal  tumor?  Second,  is  there  any 
evidence  of  calcification,  a soft  tissue  mass, 
or  vertebral  erosion  in  any  of  the  films? 
Third,  is  the  picture  compatible  with  a 
retroperitoneal  or  perirenal  hematoma? 
Fourth,  can  a hypernephroma  produce  this 
sort  of  x-ray  picture? 

Joseph  M.  Moynahan,  M.D.:  The  in- 

travenous pyelogram  (Fig.  1)  shows  no 
evidence  of  distortion  of  the  calyceal  system 
which  one  commonly  finds  in  cases  of 
intrarenal  tumor.  An  extrarenal  tumor  or  a 
renal  tumor  that  is  growing  predominantly 
outward  may  not  distort  the  calyceal  system 
but  is  very  likely  to  displace  the  kidney. 
In  addition  to  the  downward  and  medial 
displacement,  the  left  kidney  is  rotated 
slightly  on  its  long  axis.  I see  no  evidence 
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of  calcification  nor  of  vertebral  erosion;  a 
! lateral  film  would  have  been  helpful  in  study- 
ing vascular  calcification,  although  it  would 
have  been  of  no  added  value  in  assessing 
renal  calcification.  As  for  a soft-tissue  mass, 

, the  entire  region  of  the  left  flank  shows  a 
I soft-tissue  lesion,  a rather  diffuse  one  at  that. 

I The  picture  is  certainly  consistent  with  a 
, perirengd  or  retroperitoneal  hematoma  as  the 
psoas  margin  and  renal  outline  on  the  left  are 
obscured.  This  would  be  an  unusual  x-ray 
; picture  for  hypernephroma,  but  it  could 
occur  if  the  tumor  were  growing  out  into  the 
extrarenal  fat. 

I Dr.  Silva:  Thank  you,  that  is  most 

helpful.  First,  I should  like  to  consider  the 
conditions  that  in  my  opinion  did  not  give 
rise  to  this  cUnical  picture  but  which  could 
mimic  it  and  should  be  considered  in  the 
I differential  diagnosis.  In  the  absence  of  a 
I uterus,  we  can  eliminate  the  chance  of  an 
i ectopic  pregnancy.  However,  if  the  ovaries 
! were  left  in,  and  they  might  very  well  have 
been  at  the  age  of  forty-two,  she  might  stiU 
! have  a primary  ovarian  cyst  or  tumor  which 
rose  out  of  the  pelvis  and  imderwent  torsion, 

I rupture,  or  sudden  hemorrhage.  The  nega- 
i tive  findings  in  the  pelvic  and  rectal  ex- 
Ij  aminations  exclude  significant  ovarian 
I pathologic  conditions.  Rupture  of  the 
i spleen  can  give  sudden  pain  in  the  left  upper 
I quadrant  of  the  abdomen  and  a tender  mass. 
Spontaneous  rupture  may  occur  in  cases  of 
typhoid  fever,  malaria,  infectious  mono- 
nucleosis, or  other  infectious  diseases  which 
clearly  she  did  not  have.  Delayed  rupture 
following  trauma  can  occur,  particularly  if 
there  is  a small  subcapsular  hematoma. 
But  three  months  after  an  accident  is  too 
long  an  interval  for  a delayed  rupture;  any 
subcapsular  hematoma  should  have  been 
well  organized.  However,  the  spleen  is  not 
a retroperitoneal  organ,  and  a hemorrhage 
from  the  spleen  would  not  displace  the  left 
kidney,  although  it  might  obliterate  the 
psoas  shadow. 

Another  condition  that  can  give  rise  to  a 
clinical  picture  similar  to  that  of  a ruptured 
spleen  is  the  rupture  of  an  aneurysm  of  the 
splenic  artery.  These  aneurysms  occur  more 
frequently  in  women,  and  pregnancy  seems 
to  play  a role  in  precipitating  their  rupture.  ^ 
Splenomegaly  is  present  in  50  per  cent  of  the 
cases.  They  can  be  suspected  prior  to  rup- 
ture by  the  presence  of  a pulsating  mass  in 
the  left  upper  quadrant  of  the  abdomen  and 


by  x-ray  evidence  of  calcification  in  the  wall 
of  the  vessel  or  the  aneurysm.  In  the 
absence  of  positive  evidence  I must  discard 
this  possibility. 

A nontraumatic  retroperitoneal  hemor- 
rhage may  be  secondary  to  a wide  range  of 
etiologic  factors:^ 

1.  Diseases  of  blood  vessels  which  are 
anatomically  retroperitoneal,  for  example, 
an  aneurysm  or  spontaneous  rupture  of 
vessels  with  arteriosclerosis,  hypertension, 
syphilis,  periarteritis  nodosa,  systemic  lupus, 
and  so  forth. 

2.  Blood  dyscrasias,  such  as  leukemia, 
thrombocytopenia,  hemophilia,  and  so  forth. 

3.  Diseases  of  the  kidney,  such  as  nephritis, 
hydronephrosis,  calculi,  cysts,  and  tumors. 

4.  Diseases  of  retroperitoneal  tissues,  in- 
cluding infections,  primary  neoplasms,  and 
thromboembolic  phenomena. 

5.  No  demonstrable  cause,  such  as  a 
spontaneous  retroperitoneal  hematoma. 

All  of  these  conditions  can  give  rise  to  a 
retroperitoneal  or  perirenal  hematoma  ac- 
cording to  the  localization  of  the  blood.  A 
hematoma  may  be  subcapsular,  between  the 
renal  capsule  and  Gerota’s  fascia,  or  outside 
Gerota’s  fascia  and  imdemeath  the  peri- 
toneum. The  manner  in  which  the  blood 
becomes  distributed  and  the  places  where 
the  largest  amount  of  blood  accumulates 
depend  on  the  site  of  bleeding,  the  volume 
and  the  rate  of  the  flow  of  the  hemorrhage, 
the  thickness  and  structure  of  the  fatty 
capsule,  and  the  anatomy  of  the  renal  fascia. 

We  can  reasonably  eliminate  in  our  analy- 
sis of  this  case  such  conditions  as  blood 
dyscrasias,  nephritis,  periarteritis  nodosa, 
systemic  lupus,  renal  calcuh,  hydronephrosis, 
and  infectious  processes  in  the  kidney  or 
perirenal  area  since  we  have  no  clinical, 
laboratory,  or  radiologic  evidence  to  suspect 
any  of  them. 

Acute  hemorrhagic  pancreatitis  can  pro- 
duce retroperitoneal  bleeding  at  times,  and 
a pseudocyst  may  be  seen  as  a mass  in  the 
left  upper  quadrant  of  the  abdomen.  How- 
ever, in  pancreatitis  the  pain  is  usually 
epigastric  with  radiation  to  the  back,  and 
there  is  usually  a history  of  either  alcohohsm 
or  a sudden  dietary  indiscretion  or  of  pre- 
existing gallbladder  or  biliary  tract  disease. 
The  x-ray  films  may  show  a sentinel  loop  of 
duodenum  or  a left  pleural  effusion,  but  these 
are  not  constant  features.  A serum  amylase 
study  was  not  done,  but  I don’t  think  we 
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need  it.  I would  be  very  much  surprised  if 
this  patient  had  pancreatitis. 

A tumor  of  the  left  adrenal  gland  or  a 
retroperitoneal  lymphoma  could  be  the 
source  of  bleeding  and  would  displace  the 
kidney  and  ureter.  Because  of  the  compara- 
tive rarity  of  these  conditions  and  the  ab- 
sence of  associated  findings,  I don’t  feel 
justified  in  pursuing  either  of  those  possibili- 
ties. Rupture  of  an  aneurysm  of  the 
renal  artery  is  another  rare  entity  that  might 
be  considered.  In  such  cases  there  is  usually 
calcification  medial  to  the  kidney,  and  on 
rupture  I would  expect  the  kidney  pelvis  to 
be  pushed  laterally.  Another  outside  possi- 
bility is  the  rupture  of  a sohtary  cyst  of  the 
kidney.  These  cortical  cysts  originate  in 
metanephrogenic  tissue  and,  having  no 
primary  connection  with  the  renal  pelvis, 
are  not  fiUed  when  a pyelogram  is  made.^ 
If  they  are  large  enough,  such  cysts  may 
displace  portions  of  the  pelvis  or  calyces,  but 
they  grow  slowly  and  usually  cause  few 
symptoms  until  they  attain  considerable 
size.  I consider  it  an  unlikely  diagnosis. 
Another  entity  which  I mention  merely  to 
disceu'd  is  a dissecting  aneurysm  of  the  aorta. 

I would  narrow  down  the  possible  diag- 
noses in  this  case  to  two,  either  of  which 
could  give  a clinical  and  radiologic  picture 
similar  to  the  one  presented  by  this  patient. 
We  must  consider  a primary  neoplasm  of  the 
kidney,  and  we  must  consider  an  aneurysm 
of  the  aorta. 

Carcinoma  of  the  kidney  can  develop 
slowly  without  any  local  or  constitutional 
symptoms  and  can  be  seen  first  as  an  acute 
condition  when  it  penetrates  the  kidney 
capsule,  giving  rise  to  a perirenal  and 
retroperitoneal  hematoma.  The  classical 
triad  of  hematuria,  flank  pain,  and  flank 
mass  is  not  always  present.  This  patient 
did  not  have  hematuria;  however,  in  a 
review  of  273  cases  of  proved  hyper- 
nephroma, hematuria  was  absent  in  44  per 
cent  of  the  patients.  Against  the  diagnosis 
of  renal  carcinoma  is  the  fact  that  the 
perforation  of  the  capsule  and  hemorrhage 
into  the  surrounding  soft  tissue  is  a rare 
complication  of  this  tumor.  If  the  acute 
picture  of  retroperitoneal  bleeding  had 
developed  against  a background  of  constitu- 
tional symptoms,  such  as  weight  loss,  weak- 
ness, and  fever  for  a period  of  a month  or  so, 
or  if  there  were  some  x-ray  evidence  of 
metastatic  disease,  I would  be  strongly 


tempted  to  make  this  diagnosis.  Taking  the 
roentgenographic  findings  alone,  I would 
consider  this  diagnosis  the  best  bet,  but  its 
infrequency  and  the  lack  of  a context  make 
me  consider  an  aortic  aneurysm  with  rupture 
more  seriously. 

I believe  that  the  condition  that  caused 
this  patient’s  trouble  was  a retroperitoneal 
hematoma  due  either  to  the  rupture  of  an 
arteriosclerotic  aneurysm  or  leadcage  from 
an  arteriosclerotic  plaque  of  the  abdominal 
aorta.  A number  of  observers  have  been 
impressed  with  the  increasing  frequency  of 
aortic  aneurysms  and  their  ability  to  simu- 
late a host  of  other  disorders,  particularly 
lesions  within  the  urinary  tract.  There  may 
be  an  interval  of  days  to  weeks  from  the 
onset  of  leaking  to  the  final  rupture,  probably 
due  to  the  tamponade  effect  exerted  by  the 
tensed  retroperitoneal  tissues.  This  could 
accoimt  for  the  episode  of  pain  the  patient 
experienced  three  weeks  before  her 
admission. 

The  presence  of  a truly  expansile  mass  is 
diagnostic,  the  latter  feature  helping  to 
differentiate  it  from  a buckled  arterio- 
sclerotic aorta.  It  may  be  difficult  to  detect 
an  expansile  pulsating  mass  in  an  obese 
patient.  Pulsation  is  not  always  present  and 
may  disappear  when  a hematoma  is  formed 
around  the  aneurysm  after  the  rupture.  The 
excruciating  pain  of  a ruptured  aneurysm  is 
probably  not  due  to  the  perforation  itself  but 
to  blood  tearing  through  retroperitoneal 
tissues  at  aortic  pressure.®  The  location  of 
pain  as  weU  as  its  radiation  are  variable. 
The  signs  and  symptoms  may  mimic  those 
of  an  acute  surgical  abdominal  condition  and 
may  suggest  a perforated  viscus,  renal 
calculus,  retroperitoneal  abscess,  strangu- 
lated hernia,  or  mesenteric  vascular  occlu- 
sion, to  mention  only  a few  possibilities.  A 
bruit  is  often  heard  over  the  aneurysm  but 
is  not  always  audible  after  a hematoma  has 
developed  following  a rupture.  In  contrast 
to  dissecting  aneurysms  of  the  aorta,  di- 
minished femoral  pulses  occur  in  only  a 
small  percentage  of  patients  with  arterio- 
sclerotic aneurysms. 

The  fusiform  arteriosclerotic  aneurysm  is 
the  common  offender,  and  the  frequency  of 
rupture  correlates  with  the  increasing  size  of 
the  aneurysm.  The  site  of  the  rupture 
usually  occurs  at  the  maximal  diameter 
where  the  greatest  structural  weakness 
exists.  Hypertensive  disease  is  not  a char- 
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acteristic  feature  of  an  arteriosclerotic 
aneurysm.  Infection  of  abdominal  aortic 
aneurysms  is  rare,  and  the  presence  of  in- 
fection provides  no  distinctive  clinical  fea- 
tures. Syphilitic  aneurysms  of  the  aorta  are 
almost  always  intrathoracic  and  almost 
never  below  the  renal  arteries.  Rupture, 
although  usually  fatal,  is  seldom  a cause  of 
sudden  death;  death  usually  occurs  from 
eight  to  forty-eight  hours  after  a frank 
rupture,  although  leakage  may  occur  gradu- 
ally, even  intermittently,  over  a longer 
period. 

While  calcification  of  the  abdominal  aorta 
is  common  and  usually  bears  no  diagnostic 
significance,  its  presence  in  a patient  with 
recent,  unexplained  abdominal  pain  and 
signs  of  progressive  and  persistent  anemia 
after  blood  transfusions  is  suggestive  of  a 
ruptured  arteriosclerotic  aneurysm  or  plaque 
of  the  abdominal  aorta.  However,  calcifica- 
tion is  not  always  seen,  and  you  usually  need 
a lateral  or  oblique  view  of  the  abdomen  to 
detect  it.  Given  an  intravenous  pyelogram, 
Uhle®  gives  the  following  criteria  for  diagno- 
sis: (1)  lateral,  downward,  or  upward  dis- 

placement of  the  kidney;  (2)  medial  or 
lateral  deflection  of  the  ureter;  (3)  change 
from  normal  obliquity  of  the  renal  axis  to 
perpendicular;  (4)  mild  hydronephrosis; 
(5)  impaired  excretory  fimction;  (6)  haziness 
of  renal,  pelvic,  or  ureteral  outline  secondary 
to  clot  formation  from  slow  rupture;  and 
(7)  obliteration  of  the  psoas  shadow. 
Therefore,  it  is  my  opinion  that  the  x-ray 
films  in  this  case,  although  not  typical  or 
diagnostic,  are  compatible  with  my  diagno- 
sis. However,  a hypernephroma  that  rup- 
tured through  the  renal  capsule  should  be 
seriously  considered. 

Michael  S.  Bruno,  M.D.:  When  we 

examined  this  patient  on  our  roimds,  I 
was  strongly  tempted  to  make  a diagnosis  of 
retroperitoneal  bleeding  from  em  aneurysm 
of  the  renal  artery.  However,  the  absence 
of  calcification  and  the  medial  displacement 
of  the  kidney  led  me  away  from  that  diagno- 
sis. I wonder  if  the  same  points  do  not 
militate  against  the  diagnosis  of  bleeding 
from  an  aortic  aneurysm.  Admittedly,  one 
may  have  an  aortic  aneurysm  without 
roentgenographicaUy  visible  calcification, 
without  a pulsatile  mass,  without  bruit, 
without  alteration  of  femoral  pulses,  and  so 
on.  However,  a series  of  negatives  does  not 
add  up  to  a positive.  Therefore,  I think  we 


should  pay  more  attention  to  the  possibility 
of  an  intrarenal  lesion  producing  the  retro- 
peritoneal bleeding,  and  I would  favor  the 
idea  of  a primary  renal  tumor  which 
perforated  the  renal  capsule  and  bled  into 
the  surrounding  soft  tissue. 

Clinical  diagnosis 

Retroperitoneal  hematoma  due  to  ruptured 
hypernephroma,  left  kidney 

Dr.  Silva’s  diagnosis 

Retroperitoneal  and  perirenal  hematoma  due 
to  (a)  ruptured  arteriosclerotic  aneurysm  of  the 
abdominal  aorta,  or  {b)  ? hypernephroma 
penetrating  the  renal  capsule 

Pathologic  report 

Michael  F.  Morrissey,  M.D.:  Debat- 
ing among  ourselves  whether  the  bleeding  was 
from  the  spleen  or  the  kidney,  we  performed 
an  exploratory  operation  through  a trans- 
verse abdominal  incision.  It  was  im- 
mediately apparent  that  there  was  a large 
hematoma  in  the  left  retroperitoneal  area 
extending  well  over  to  the  left  flank.  We 
evacuated  about  a liter  of  fluid  and  clotted 
blood  and  found  that  the  source  of  bleeding 
was  the  left  kidney.  A hemorrhagic, 
friable  mass  protruded  from  its  lower  pole, 
and  a nephrectomy  was  performed.  The 
renal  arteries  were  inspected  and  showed  no 
evidence  of  an  aneurysm. 

William  B.  Ober,  M.D.:  The  kidney 

weighed  170  Gm.  and  contained  a 5-cm. 
mass  in  its  lower  pole.  The  outer  margin  of 
the  mass  was  ragged  and  hemorrhagic.  It 
was  sharply  marginated  from  the  rest  of  the 
kidney.  On  section  it  was  variegated  with 
zones  of  reddish,  greyish,  and  yellowish 
tissue.  Grossly,  I could  not  distinguish  it 
from  a primary  carcinoma  of  the  kidney  or 
hypernephroma.  On  microscopic  examina- 
tion it  proved  to  be  a hamartoma,  composed 
of  mature,  weU-difiPerentiated  smooth  muscle, 
fat,  and  blood  vessels  (Fig.  2).  This  tumor 
is  also  called  an  angiomyolipoma  of  the 
kidney.  Arthur  Purdy  Stout  classifies  it 
as  a benign  mesenchymoma.  Any  of  these 
labels  is  appropriate.  It  is  one  of  the  forms 
of  hamartomas  described  by  Albrecht  in 
1904.’ 

The  majority  of  renal  hamartomas  are 
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FIGURE  2.  (A)  Low-power  view  of  the  renal  tumor  focal  hemorrhage  and  necrosis  in  a mass  composed  of 
adult  fat,  smooth  muscle,  and  blood  vessels.  A few  blood  vessels  near  the  zone  of  hemorrhage  are  throm- 
bosed. (B)  Medium-power  view  of  renal  tumor  showing  a plexus  of  malformed  blood  vessels  surrounded 
by  smooth  muscle  and  fat  which  are  arranged  haphazardly.  (C)  High-power  view  of  renal  tumor  showing 
adult  fat,  well-differentiated  smooth  muscle,  small  arteries,  and  arterioles  which  are  its  essential  elements. 


clinically  silent  and  are  discovered  as 
incidental  findings  at  autopsy.  They  are 
commonly  found  in  patients  with  tuberous 
sclerosis,  and  in  these  the  lesions  in  the 
central  nervous  system  also  are  considered 
anomalies  of  hulk  and  blending  of  tissues. 
The  tumor-like  renal  malformations  un- 
commonly give  rise  to  local  symptoms  unless 
they  grow  to  a large  size  or,  as  in  this 
patient,  penetrate  the  renal  capsule  and 
produce  retroperitoneal  bleeding.  I assume 
that  the  bleeding  is  from  malformed  blood 
vessels  within  the  lesion. 

Anatomic  diagnosis 

Hamartoma,  left  kidney  (angiomyolipoma, 


benign  mesenchymoma)  with  rupture  into 
retroperitoneal  tissue  and  retroperitoneal 
hematoma 
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Barbiturate  Poisonings 


originally  there  were  20  tablets  in  the  bottle. 
After  the  ingestion  the  child  became  com- 
atose and  was  taken  to  a nearby  hospital 
emergency  room.  The  findings  on  admis- 
sion were  coma  and  labored  respiration. 
The  only  laboratory  finding  reported  was 
that  the  urine  contained  evidence  of  bar- 


TABLE  1.  Barbiturate  fatalities  for  all  ages  (1961) 

Toxic  Agent 

0 to  5 6 to  14 

15  to  24 

25  to  44 

45  to  64 

65  Age 

and  Un- 
Over  known 

Totals 

Barbiturates 

2 

5 

6 

7 1 

21 

Narcotics 

7 

11 

1 

19 

Sleeping  pills 

4 

4 

1 

9 

Lead  (confirmed) 

6 

6 

Lead  (possible) 

1 

1 

Methyl  alcohol 

3 

1 

4 

Cleaning  fluid 

1 

1 

2 

Aspirin 

2 

2 

Ammonia 

1 

1 

Talcum  powder 

1 

1 

Cough  medicine 

1 

1 

Podophyllin 

1 

1 

Carbon  monoxide 

3 

3 

Cyanide 

2 

2 

Parathion 

1 

1 

Lye 

1 

1 

Meprobamate 

1 

1 

Tranquilizer  (unknown) 

1 

1 

Benzol 

1 

1 

J-O  Paste 

1 

1 

Sodium  fluoride 

(insecticide) 

1 

1 

Dextro  propoxyphene 

hydrochloride 

1 

1 

Colchicine 

1 

1 

“Ruda”  plant  (rue?) 

1 

1 

Smoke  poisoning 

1 

1 

Plastic  bag 

2 

2 

Unknown  medication 

11 

19 

11 

4 5 

50 

Totals 

13 

23 

45 

27 

15  13 

136 

Incident  1 

Toxic  Agent  Age  Sex 

Barbiturate  (Phenobarbital)  2 years  Female 

This  child  ingested  presumably  7 grains 
of  phenobarbital  which  had  been  prescribed 
for  her  mother.  The  mother  related  that 
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TABLE  II.  Barbiturates  statistics 


Year 

Total  Cases 

Nonfatal 

Male 

Female 

Fatal 

Male 

Female 

1945 

442 

272 

Breakdown  not 

170 

63 

107 

1946 

491 

294 

available 

197 

72 

125 

1947 

531 

386 

145 

62 

83 

1948 

652 

477 

175 

92 

83 

1949 

755 

567 

188 

92 

96 

1950 

883 

662 

221 

109 

112 

1951 

760 

570 

190 

94 

96 

1952 

709 

535 

174 

89 

85 

1953 

792 

609 

183 

94 

89 

1954 

991 

783 

' 

> 

208 

92 

116 

1955 

1,307 

1,099 

259 

840 

208 

90 

118 

1956 

1,225 

1,073 

269 

804 

152 

72 

80 

1957 

1,237 

1,029 

287 

742 

208 

103 

105 

1958 

1,288 

1,111 

335 

776 

177 

82 

95 

1959 

1,025 

895 

228 

667 

130 

54 

76 

1960 

1,153 

979 

283 

696 

174 

76 

98 

1961 

1,052 

946 

264 

682 

106 

34 

72 

biturates. 

The  stomach 

was  lavaged  four 

1961, 

for 

example 

21  of  136 

poisoning 

hours  following  the  ingestion.  The  patient 

fatalities 

reported 

to  the  Poison  Control 

was  admitted  to  the  inservice  ward  where 
intravenous  fluid  therapy  was  administered, 
and  the  patient  also  was  given  200  mg.  of 
bemegride  (Megimide)  and  oxygen. 

After  seven  days  of  hospitalization  the 
patient  made  an  imeventful  recovery,  and 
on  her  discharge  from  the  hospital  she  was 
well  oriented,  active,  alert,  and  free  from 
any  symptoms. 

Comment.  Barbiturates  are  the  drugs 
most  frequently  reported  as  the  cause  of 
poisonings  and  are  responsible  for  about  15 
per  cent  of  all  poisonings  in  individuals  of 
aU  ages. 

In  individuals  under  twenty  years  of  age 
aspirin  is  the  chief  offender,  and  barbiturates 
account  for  only  about  2 per  cent  of  aU 
poisonings.  With  regard  to  fatalities,  bar- 
biturates caused  more  fatalities  than  any 
other  drug  in  individuals  of  all  ages.  It  is 
strikingly  noticeable,  however,  that  at 
ages  below  flfteen  years  fatalities  due  to 
barbiturates  are  conspicuously  low.  In 


Center  were  caused  by  barbiturates,  but 
none  occurred  in  children  under  fifteen  years 
of  age  (Table  I). 

For  a munber  of  years  the  Drug  Division 
of  the  Bureau  of  Food  and  Drugs  of  the 
City  of  New  York  Department  of  Health 
has  compiled  statistics  on  barbiturate  poi- 
sonings in  New  York  City  (Table  II). 
A sex  variation  is  noted  with  a female 
preponderance  both  in  the  nonfatal  and  fatal 
cases.  The  number  included  in  this  total 
includes  aU  barbiturate  occurrences  and 
fatalities,  those  reported  to  the  Center  as 
weU  as  those  which  were  not  reported. 

One  of  the  reasons  for  the  lack  of  fatalities 
from  barbitmates  in  children  may  be  that 
they  are  imflavored,  hence  are  not  taken  in 
large  doses. 

During  the  past  few  years  there  have  been 
no  noteworthy  additions  to  the  therapeutic 
management  of  barbiturate  poisoning.  As 
indicated  before,  bemegride  and  other  ana- 
leptics have  been  used  with  conflicting  reports 
as  to  their  effectiveness. 


Number  one  hundred  eight  in  a series  of  Accidental  Chemical  Poisonings 
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Case  Reports 


First  Reported  Case  of 
Naturally-Occurring 
Human  Sparganosis  in 
New  York  State 


JUSTUS  F.  MUELLER,  PH.D. 

Syracuse,  New  York 
EDWIN  P.  HART 
Kenmore,  New  York 
WILLIAM  P.  WALSH,  M.D. 
Buffalo,  New  York 

From  the  State  University  of  New  York  Upstate 
Medical  Center,  Syracuse,  and  the  Kenmore  Mercy  Hospital 


Sparganosis,  or  human  extra-intestinal 
infection  with  the  plerocercoid  larva  of 
pseudophyllidean  cestodes  of  the  genus 
Spirometra,  was  first  described  in  1882  by 
Manson,  who  found  the  worms  at  autopsy  in 
the  tissues  of  a native  of  Amoy,  China. 
Since  then  it  has  been  reported  from  all  of 
the  major  tropical  and  temperate  land  areas 
of  the  globe,  but  most  commonly  from  the 
Orient.  A recent  review  of  the  literature  on 
this  subject  can  be  found  in  Huang  and 
Kirk.* 

The  first  case  in  the  New  World,  reported 
by  Stiles  in  1908,*  occurred  in  a forty-eight- 
year-old  fisherman  from  Manatee  County, 
Florida.  This,  however,  involved  the  rare 
and  probably  aberrant  form,  Sparganum 
proliferum.  A second  case,  yielding  a typi- 
cal ribbon-like,  nonproliferating  plerocer- 
coid, identified  as  “Sparganum  mansoni,” 
was  reported  by  Moore  in  1915®  in  Texas. 
At  that  time  both  these  cases  seemed  some- 
what anomalous,  since  sparganosis  was 
known  as  an  Oriental  infection,  and  the 


distribution  of  the  parasite,  its  occurrence  in 
animal  hosts,  and  its  life  history  remained  to 
be  worked  out.  This  last  was  accomplished 
by  Okumura  in  1919,'*  and  a more  detailed 
study  was  reported  by  Li  in  1929.® 

In  1935  one  of  us  (J.  F.  M.)®  reported  that 
a new  species  of  adult  tapeworm  of  the 
genus  Diphyllobothrium  was  common  in 
cats  in  the  Syracuse  area,  a curious  circum- 
stance, since  the  parasites  of  domestic  and 
household  animals  in  the  United  States  were 
fairly  well  known  at  that  time,  yet  this 
parasite  in  cats  had  all  but  escaped  pre- 
vious attention.  This  report  pointed  out 
that  the  worm  was  obviously  closely  related 
to,  although  morphologically  distinct  from, 
the  Oriental  form,  D.  mansoni,  and  desig- 
nated it  as  Diphyllobothrium  mansonoides. 
It  was  later  placed  in  the  genus  Spirometra. 

In  1938  it  was  suggested’  that  this  species 
was  probably  responsible  for  the  two  cases 
of  sparganosis  reported  for  the  United 
States,  since  investigations®  indicated  that 
it  occurred  in  cats  over  a broad  area  of  the 
Atlantic  and  Gulf  states,  with  one  record 
of  the  larval  form  occurring  in  a black  fox 
in  Wisconsin.  As  a further  argument, 
MueUer  and  Coulston®  infected  themselves 
experimentally  in  1941  and  found  that  the 
larvae  grew  well  in  the  human  host. 

After  a decade  with  no  further  report 
on  sparganosis  in  the  American  literature. 
Read*®  reported  a third  case  occurring  in  a 
woman  in  Texas  and  quoted  MueUer  and 
Coulston  to  the  effect  that  human  spar- 
ganosis may  be  much  more  common  in  the 
United  States  than  previous  records  would 
indicate  and  that  all  cysts  and  fatty  tumors 
removed  from  under  the  skin  should  be  sus- 
pect. “It  seems  therefore  highly  probable 
that  when  physicians  throughout  this  region 
become  educated  to  look  for  the  worm  and 
to  recognize  the  symptoms  of  sparganum  in- 
fection, many  more  cases  wiU  be  found  and 
reported.”  Apparently,  physicians  were  be- 
coming “educated,”  for  soon  other  cases  were 
discovered.  Around  the  middle  1950s,  vari- 


March  1,  1963  / New  York  State  Journal  of  Medicine  715 


ous  cases  in  the  South,  about  8 in  all,  were 
reported  to  one  of  us  (J.  F.  M.),  but  unfortu- 
nately these  cases  have  not  been  published  as 
yet.  One  of  these  cases  occurred  in  Mem- 
phis,” another  in  Missouri”  and  1 in  Geor- 
gia.” In  1960  Gleason”  published  a case 
seen  in  a woman  in  Alabama  and.  Brooks 
et  reported  2 cases  from  Mississippi. 
The  patients  were  white  females,  ages  fifty- 
four  and  sixty-four.  In  both  patients  the 
worms  were  recovered  from  lumps  or  nodules 
in  the  breast  or  on  the  chest  wall.  In  1961 
Wirth  and  Farrow”  published  a case  in  a 
sixty-six-year-old  housewife  from  Norfolk, 
Virginia.  In  all  these  cases  there  was  good 
evidence  or  strong  presumption  that  the 
parasite  had  been  acquired  locally.  At  the 
time  of  publication,  the  Virginia  case  was 
“the  farthest  north”  that  the  parasite  had 
been  reported  in  human  beings.  The  pres- 
ent paper  is  therefore  of  interest  in  that  it 
is  the  first  report  of  a case  in  which  the 
disease  was  naturally  acquired  and  ap- 
parently contracted  in  New  York  State. 

Case  report 

The  patient,  a forty-three-year-old  male, 
native  to  the  Buffalo  area,  had  first  observed 
a migrating,  burning  bump  or  nodule  five 
or  six  years  previously.  The  nodule  moved 
from  his  side  to  his  back  to  his  abdomen  and 
“was  generally  quite  adventurous.”  Since 
the  patient  was  a combat  veteran  of  North 
Africa  and  Italy  in  World  War  II  and  had 
been  wounded,  the  two  physicians  who  saw 
the  nodule  on  different  occasions  thought  it 
was  shrapnel.  After  watching  the  migrat- 
ing nodule  for  three  ye£U*s,  one  of  us  (W.  P. 
W.)  decided  to  investigate,  and  in  January, 
1962,  excised  a moving  object  when  it  was 
close  to  the  skin,  just  below  the  rib  cage. 
It  was  tentatively  identified  by  the  labora- 
tory bacteriologist  (E.  P.  H.)  as  a spar- 
ganum,  and  this  diagnosis  was  later  con- 
firmed by  the  third  author  of  this  report 
(J.F.  M.). 

The  parasite,  when  removed,  was  said  to 
have  been  6 inches  long,  but  in  its  present 
condition  measures  6 cm.  (Fig.  1).  The 
tail  was  removed  by  the  pathologist  for 
examination  and  presumably  sectioned. 
The  worm  was  fixed  and  preserved  before  it 
came  to  the  attention  of  the  senior  author. 
Although  spargana  cannot  be  specifically 
identified  without  feeding  them  to  a defini- 


FIGURE  1.  Sparganum  found  in  nodule  excised 
from  abdomen  of  patient  in  the  Buffalo,  New  York 
area. 


tive  host  and  rearing  the  adult,  the  general 
appearance  and  dimensions  of  the  preserved 
larva  and  scolex  are  compatible  with 
Spirometra  mansonoides. 

The  patient  lived  in  Florida  for  five  years 
prior  to  1941  but  has  not  been  there  since. 
He  goes  hunting  in  Canada  every  fall,  drinks 
from  clear  streams  in  wooded  areas,  and 
swims  in  a dammed-up  stream  near  his  home. 
Since  the  parasite  was  removed,  there  has 
been  no  recurrence.  The  patient  feels  he 
had  only  the  one  nodule,  and  no  other  mem- 
bers of  the  family  have  had  nodules. 
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Comment 

Unless  one  wishes  to  ascribe  a longevity 
of  over  twenty  years  to  the  parasite  in  this 
case,  during  most  of  which  time  it  ehcited 
no  symptoms,  it  is  necessary  to  assume 
the  infection  was  acquired  in  New  York 
State  or  Canada.  Although  there  are  no 
other  records  for  the  parasite  in  the  im- 
mediate Buffalo  area,  there  is  no  reason  to 
doubt  its  occurrence  in  definitive  and  inter- 
mediate hosts  there,  as  is  the  case  in  the 
Syracuse  region.  A second  form,  very  sim- 
ilar to  the  tropical  and  Oriental  form,  Spiro- 
metra  mansoni,  or  erinacei,  occurs  in  the 
United  States,'^’'*  but  this  form  has  not 
been  reported  outside  of  Florida.  It  seems 
certain,  therefore,  that  the  parasite  in- 
volved in  this  case  is  S.  mansonoides. 

For  years,  with  a few  notable  exceptions, 
namely,  the  study  of  cysticercosis,  echino- 
coccus disease,  and  trichinosis,  classical 
human  helminthology  concerned  itself 
mainly  with  adult  worms.  Although  man 
freely  used  laboratory  animals  for  rearing 
the  larval  forms  of  his  own  parasites,  he 
overlooked  the  fact  that  he  might  uncon- 
sciously be  returning  the  same  service  for 
the  parasites  of  his  animal  associates.  One 
of  the  first  of  these  parasitic  disease  entities 
with  a larval  etiologic  agent  to  come  to 
modern  attention  was  cercarial  dermatitis, 
elucidated  by  Cort  in  1928*®  and  now  known 
to  occur  on  a world-wide  scale.  Creeping 
eruption,  caused  by  various  larval  hook- 
worms, but  chiefly  by  Ancylostoma  brazili- 
ense  found  in  the  cat,  had  been  recognized 
earlier,  in  1926,  by  Kirby-Smith,  Dove,  and 
White.®®  At  the  beginning  of  the  last 
decade,  in  1952,  Beaver  et  al.^^  directed  at- 
tention to  visceral  larva  migrans,  caused  by 
the  internal  wanderings  of  larvae  of  various 
nonhuman  ascarides,  mainly  Toxocara  cards 
of  the  dog  or  the  related  species  from  the  cat, 
while  at  about  the  same  time  Rausch®®  and 
others  clarified  the  nature  of  Echinococcus 
multilocularis.  More  recently,  Buckley®® 
and  others  have  attributed  eosinophilic 
limg  (tropical  eosinophiha)  to  human  in- 
fection with  nonhuman  species  of  filarial 
worms,  with  accumulation  of  the  micro- 
filariae in  the  lungs.  And  most  recently, 
Rosen,  Laigret,  and  Bories,®^  Rosen  et 
Horio  and  Alicata,®®  and  others  have 
attributed  eosinophilic  meidngitis  of  certain 
Pacific  islands  to  human  infection  with  the 


larvae  of  the  rat  lungworm,  Angiostrongylus 
cantonensis  (a  nematode),  while  Yokogawa 
et  have  shown  that  the  human  lung 
fluke,  Paragordmus  westermani,  undergoes 
more  extensive  tissue  migration  than  was 
previously  reahzed,  and  they  hken  this  to 
an  additional  form  of  visceral  larva  migrans. 

Response  to  sparganosis  seems  to  vary 
with  the  individual  and  perhaps  with  the 
particular  species  of  worm  involved.  In  the 
Orient  it  tends  to  cause  subcutaneous  tu- 
mors the  size  of  a fist,  usually  on  the  thoracic 
wall.  Most  of  the  cases  in  this  coimtry, 
however,  have  been  manifested  by  itching, 
migrating  nodules  only  a few  centimeters  in 
diameter.  The  symptoms  are  well  described 
by  Wirth  and  Farrow.*®  In  any  case,  it  is 
obvious  that  these  larvae  are  capable  of 
making  extensive  and  prolonged  journeys 
through  the  body  and  thus  form  still  another 
kind  of  “visceral  larva  migrans.”  While 
ordinarily  the  worm  may  be  of  little  medical 
importance  outside  of  eliciting  a chrordc  in- 
flammatory cellular  reaction  along  its  bur- 
row, the  occasional  reports  of  spargana  re- 
covered from  such  places  as  an  infarcted 
pulmonary  artery  (Bonne,  quoted  by  Faust 
and  Russell®®),  or  washed  from  the  urinary 
bladder  (Romer,  quoted  by  Moore®),  or 
embedded  in  the  wall  of  the  small  bowel 
(Bonne  and  Lie  Kian  Joe,  quoted  by  Faust 
and  Russell®*),  or  removed  from  the  eye 
socket  (Botero  and  Gomez®®)  even  in  the 
absence  of  a history  of  poulticing  with  in- 
fected meat,  suggest  that  the  parasite  is 
capable  of  invading  vital  organs.  Thus 
infection  may  be  attended  by  a greater 
hazard  than  is  at  first  obvious. 

It  is  generally  supposed  that  human  infec- 
tion results  from  (1)  swallowing  infected 
copepods,  (2)  eating  raw  plerocercoid-in- 
fested  frog  or  snake  meat,  or  (3)  by  applying 
such  infected  meat  to  wounds  as  a poultice. 
Although  (2)  and  (3)  are  common  practices 
in  some  parts  of  the  world,  they  can  be  ruled 
out  for  the  United  States.  But  since  in- 
fected cats  are  widespread,  at  least  in  the 
Eastern  states,  and  since  there  is  no  scarcity 
of  suitable  copepods  to  serve  as  first  inter- 
mediate hosts,  conditions  for  acquiring  the 
parasite  by  casual  drinking  from  natural 
bodies  of  water  occur  over  a wide  area. 

It  is  of  interest  that  all  the  cases  that 
have  been  discussed  were  recognized  only 
after  stirgical  removal  or  incision  of  the 
nodule  and  the  accidental  discovery  of  the 
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worm  and  then  only  because  of  unusual 
vigilance  on  the  part  of  the  physician  or 
because  some  accident  brought  the  specimen 
to  the  attention  of  a parasitologist.  Con- 
tinued curiosity  as  to  the  contents  of  all 
subcutaneous  cysts  or  nodules  removed  from 
the  human  body  is  justified  in  the  expecta- 
tion of  uncovering  further  cases  of  spar- 
ganosis  in  the  United  States  and  determining 
its  true  incidence  and  distribution.  Also, 
living  larvae  recovered  from  a human  being 
should  be  fed  to  a cat  and  the  adult  reared 
to  determine  conclusively  the  species  in- 
volved. 

Although  not  used  in  the  present  case 
because  the  worm  had  already  been  recov- 
ered and  identified,  an  antigen  for  diagnos- 
tic skin  testing  is  available  and  can  be  had 
on  request  from  one  of  us  (J.  F.  M.).  This 
can  be  used  where  a positive  diagnosis  is 
desired  before  the  specimen  is  removed 
surgically. 
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T 

Linstellung”  may  be  defined  as  the  men- 
tal set  or  preconceived  structure  of  the  en- 
vironment, within  the  framework  of  which 
one  comes  to  his  conclusion.  The  potential 
danger  of  rigid  adherence  to  a faulty  “einstel- 
lung”  is  weU  illustrated  by  the  following  case 
report  in  which  the  initial  impression  and 
suggestions  of  the  referring  physician  could 
easily  have  influenced  the  consulting  surgeon 
to  come  to  an  invalid  conclusion.  The  lesson 
that  only  total  objectivity  on  the  part  of 
each  physician  can  prevent  these  errors  is 
demonstrated. 

Case  report 

A forty-four-year-old  white  male,  who  had 
been  under  treatment  for  peptic  ulcers  for 
eighteen  years,  was  admitted  to  the  Long 
Island  College  Hospital  for  the  first  time 
on  December  28,  1958,  because  of  epigastric 
pain  and  fullness,  aggravated  by  the  in- 
gestion of  milk,  heartburn  occurring  one  to 
two  hours  after  meals,  and  a rash  on  the 
chest.  Eight  years  ago  the  patient  had 
been  found  to  be  hyperthyroid  and  was 
treated  with  radioactive  iodine.  Coin- 
cidentally the  ulcer  symptoms  abated,  but 
since  then  antispasmodics  and  barbiturates 


had  been  used  intermittently  for  the  relief 
of  occasional  distress. 

Three  months  prior  to  his  admission  a 
severe  attack  of  vomiting  had  awakened  the 
patient  from  sleep.  He  vomited  his  entire 
meal  of  the  evening  before,  plus  a clear  green 
fluid.  The  next  day  he  visited  his  physician 
who  prescribed  tranquilizers,  but  these  only 
made  him  worse.  His  history  revealed  that 
the  appetite  had  been  good  until  three 
months  prior  to  admission  when  mild  ab- 
dominal cramping  and  four  to  five  watery 
green  stools  per  day  were  noted.  The  pa- 
tient reported  that  in  November  of  1958 
a gastrointestinal  series  had  revealed  one 
duodenal  ulcer,  two  gastric  ulcers,  and  a 
hiatus  hernia.  A gastric  analysis  showed 
free  hydrochloric  acid  within  the  low  range 
of  normal.  Gastric  washings  showed  no 
malignant  cells.  Eighteen  days  prior  to 
the  visit  to  the  doctor,  a skin  rash  and 
pruritis  had  developed  over  the  neck,  axillas, 
chest,  and  groins.  Noting  the  patient’s 
long  history  of  peptic  ulcer,  the  physician 
referred  him  to  a surgeon  who  advised 
hospitalization,  but  the  patient  declined. 
Four  days  prior  to  his  admission,  the  pa- 
tient noted  an  oily  taste  in  his  mouth  and 
subsequently  vomited  his  dinner.  A sub- 
lingual tablet  was  administered,  which 
brought  relief.  Antispasmodics  were  pre- 
scribed, and  the  patient  was  again  advised  to 
enter  the  hospital.  On  this  occasion  he  ac- 
cepted the  doctor’s  recommendation. 

A physical  examination  revealed  a tem- 
perature of  98.4  F.,  respirations  of  24  per 
minute,  pulse  of  72  per  minute,  and  blood 
pressure  of  110/70.  The  patient  was  a well- 
developed,  well-nourished  white  male,  ap- 
pearing his  stated  age,  and  in  no  apparent 
distress.  The  skin  was  in  general  red,  rather 
rough,  and  was  characterized  by  the  presence 
of  a scaly,  maculopapular,  confluent  ery- 
thematous rash  about  the  neck,  chest,  axillas, 
and  inguinal  areas.  The  rash  blanched  on 
pressure.  There  was  a right-sided  hydrocele. 
All  other  physical  findings  were  within 
normal  limits. 

The  admission  urinalysis  revealed  a trace 
of  acetone  but  was  otherwise  normal.  The 
hemoglobin  was  9.2  Gm.  per  100  ml.,  and  a 
white  blood  count  was  2,500.  There  were 
42  per  cent  neutrophils,  46  per  cent  lympho- 
cytes, 6 per  cent  monocytes,  and  6 per  cent 
eosinophils.  The  repeat  hemoglobin  was 
9.4  Gm.  per  100  ml.,  and  the  hematocrit  was 
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28.  (Additional  blood  studies  were  done,  but 
these  will  be  noted  subsequently.)  A fasting 
gastric  analysis  revealed  55  units  of  free  acid 
and  60  units  of  total  acid  after  histamine 
stimulation.  There  was  a trace  of  blood  in 
the  gastric  aspirate,  and  bile  was  reported  in 
the  45-minute  specimen.  A stool  guaiac 
test  was  strongly  positive  for  blood  on  two 
occasions. 

A gastrointestinal  series  revealed  a 
coarsening  of  the  gastric  mucosa  with  evi- 
dence of  hypersecretion,  indicating  the 
presence  of  gastritis,  but  no  definite  ulcer  was 
demonstrated.  A re-examination  following 
a period  of  medical  therapy  was  recom- 
mended. 

In  view  of  the  long  ulcer  backgroimd, 
anemia,  and  guaiac  positive  stool  and  x-ray 
findings,  a diagnosis  of  upper  gastrointestinal 
bleeding  presumptively  due  to  ulcer  was 
made.  The  patient  was  prepared  for  sur- 
gery. It  was  anticipated  that  a subtotal 
gastrectomy  would  be  performed,  and  the 
patient  received  500  cc.  of  whole  blood. 
On  the  night  prior  to  the  scheduled  surgery, 
the  patient’s  physician,  noting  the  white 
blood  count  of  2,500,  requested  a repeat 
count  for  confirmation.  The  count  at  this 
time  was  3,250  with  16  per  cent  neutrophils, 
73  per  cent  lymphocytes,  8 per  cent  mono- 
cytes, and  3 per  cent  eosinophils.  An  im- 
mediate recheck  done  by  a different  tech- 
nician was  reported  as  a white  count  of  3,300, 
with  18  per  cent  neutrophils,  75  of  lympho- 
cytes, and  7 per  cent  eosinophils.  On  both 
occasions  the  hematocrit  was  28  and  the 
hemoglobin  was  10.3.  Because  of  the 
neutropenia,  the  operation  was  cancelled, 
and  further  investigation  was  carried  out. 

On  further  intensive  questioning  it  was 
learned  that  in  May,  June,  July,  and  August, 
as  weU  as  in  early  September,  the  patient 
had  worked  on  his  own  2-acre  farm.  During 
the  summer  as  weU  as  in  September  and 
October,  when  he  first  became  seriously  iU, 
he  had  handled  vegetables  which  had  been 
sprayed  with  various  chemicals.  He  stated 
that  this  was  the  first  year  he  had  used  cer- 
tain new  insecticides  and  named  several. 
Arsenic  compounds  were  found  to  be  a com- 
mon constituent  of  aU  of  these  chemicals. 
Coincidental  with  this  activity  and  the  sub- 
sequent eating  of  the  fall’s  harvest,  a skin 
rash  and  generalized  scaly  eruption  had 
developed  on  his  chest  and  back,  along  with 
tingling  of  the  fingers  and  hands  and  an  in- 


crease in  abdominal  pain.  Weakness,  fa- 
tigue, loss  of  energy,  weight  loss,  nervous- 
ness, excessive  and  frequent  salivation,  as 
well  as  the  previously  mentioned  oily  taste 
in  the  mouth  were  recalled. 

The  City  of  New  York  Department  of 
Health,  Poison  Control  Center,  was  con- 
tacted immediately,  and  the  following  in- 
formation was  received  regarding  arsenic 
poisoning:  Typical  symptoms  of  chronic 

arsenic  poisoning  include  weakness  and  fa- 
tigue, weight  loss,  loss  of  energy,  as  weU  as 
polyneuritis  and  tingling  of  the  extremities. 
Also  common  are  nervousness,  burning, 
blanching  of  the  skin,  alopecia,  skin  rash, 
hyperkeratotic  eruptions,  flushing,  sweating, 
eczema,  scaling  of  the  epidermis,  herpes 
zoster,  and  melanosis.  Keratosis  of  the 
flexor  surfaces  of  the  hands  and  feet  is  re- 
ported as  well  as  nausea,  vomiting,  ab- 
dominal cramping  and  pain,  excessive  saliva- 
tion with  a metallic  or  garlic-like  taste  in  the 
mouth,  ulcerative  gastritis,  and  ulcerative 
catarrhal  duodenitis.  Electrocardiographic 
changes  have  been  described  as  showing  taU 
asymmetrical  peaked  T waves  typically 
and,  rarely,  inverted  T waves.  ^ The  blood 
picture  usually  reveals  mild  anemia  with 
either  hyperchromia  or  hypochromia  and 
leukopenia.  An  exhaustion  of  the  marrow- 
forming mechanism  brings  about  aplastic 
anemia  and  eosinophilia.  * In  the  case  of 
this  patient  the  marrow  was  moderately 
cellular  with  fairly  numerous  granulocytic 
cells.  (The  erythroblastic  series  was  well 
represented.)  No  pathologic  diagnosis  was 
made. 

Specimens  were  taken  of  the  patient’s 
urine,  hair,  and  fingernails  and  were  sent  to 
both  the  New  York  City  Toxicology  Labo- 
ratory and  the  New  York  City  Water  De- 
partment, Mt.  Prospect  Laboratory.  In- 
dependent determinations  revealed  urinary 
arsenic  levels  of  1.5  parts  per  million  (1.5 
mg.  per  liter),  hair  arsenic  levels  of  51  parts 
per  million  (5.1  mg.  per  100  Gm.),  and  uri- 
nary lead  levels  of  1.3  parts  per  million  (1.3 
mg.  per  liter).  Recent  studies  of  normal 
subjects  show  an  average  arsenic  concentra- 
tion of  0.05  mg.  per  100  Gm.  in  hair  with  a 
range  of  0.025  mg.  to  0.088  mg.  per  100  Gm. 
Higher  levels  have  been  found  but  the  nor- 
mal must  be  less  than  0.1  mg.  per  100  Gm.  of 
hair.  ^ The  concentration  of  arsenic  in  urine 
in  normal  persons  without  known  exposure 
to  arsenic  is  0.015  mg.  per  liter  of  urine.  ^ 
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The  elevation  of  the  urinary  lead  (normally 
0.1  mg.  per  liter),  is  reported  as  a common 
concommitant  of  arsenic  intoxication. 

A medical  consultant  concurred  in  the 
diagnosis  of  subacute  arsenic  poisoning  and 
began  treatment  with  BAL  (British  anti- 
lewisite). Four  injections  of  BAL  were  ad- 
ministered in  the  hospital,  and  the  patient 
was  discharged  for  further  BAL  treatment  as 
an  outpatient.  An  uneventful  recovery  was 
made  after  a full  course  of  BAL  therapy. 

A follow-up  report  from  the  patient,  three 
years  later,  revealed  him  to  be  still  free  of 
symptoms,  and  in  the  patient’s  own  words, 
“My  stomach  has  not  been  as  good  in 
years.” 

Comment 

Arsenic,  a metalloid,  is  one  of  the  oldest 
known  substances.  It  commonly  occurs  as  a 
constituent  of  many  ores  and  is  obtained  as 
arsenic  trioxide  (white  arsenic.)  It  has  no 
use  in  its  elemental  form,  but  it  is  used  ex- 
tensively in  the  manufacture  of  numerous 
articles.  Combined  with  copper,  the  re- 
sultant “Paris  green”  is  used  in  horticultural 
insecticide  sprays.  Lead  arsenate  is  used  to 
kiU  insects  that  prey  on  fruits  and  vege- 
tables. Other  uses  of  arsenic  are  found  in  the 
manufacture  of  felt  hats,  carpets,  rubber 
overshoes,  glass,  leather,  paint,  wood  pre- 
servatives, and  cattle  dips.  * 

Arsenic  poisoning  is  usually  the  result  of 
accidental  or  suicidal  ingestion  of  insecticides 
or  rodenticides  containing  either  the  copper 
or  lead  salts.  Medications  such  as  Fowler’s 
solution  (potassium  arsenite),  the  arsphena- 
mines,  and  the  arsenoxides,  which  were  once 
common  causes  of  arsenic  intoxication,  are 
now  used  infrequently.  Prolonged  exposure 
to  even  small  doses  can  result  in  severe 
chronic  intoxication.  The  toxic  action  of 
arsenic  is  twofold.  It  produces  paralysis  of 
the  capillaries,  particularly  the  splanchnic 
capillaries,  and  it  poisons  protoplasm  by 
combining  with  and  inactivating  respir- 
atory enzymes  containing  suLfhydryl  groups, 
thereby  preventing  cellular  respiration.® 
The  toxic  dose  of  inorganic  arsenic  var- 
ies but  seems  to  depend  on  individual 
sensitivity  and  susceptibility.  The  minimal 
fatal  dose  varies  from  0.15  to  0.20  Gm.,  and 
an  arsenical  concentration  of  over  0.04  mg. 
per  100  ml.  in  a body  at  autopsy  is  ab- 
normal.® 


Four  principle  types  of  arsenic  poisoning 
are  recognized:  (1)  acute  paralytic,  (2) 

acute  gastrointestinal,  (3)  subacute,  and  (4) 
chronic.  The  acute  gastrointestinal  form  is 
seen  most  often.  Prominent  symptoms  are 
epigastric  burning  and  vomiting,  followed 
in  one  to  two  hours  by  diarrhea.  However, 
in  those  who  die  after  weeks  of  exposure, 
there  is  advanced  congestion  of  the  gastro- 
intestinal mucosa,  especially  the  stomach, 
with  submucosal  hemorrhage  and  scattered 
petechiae.  The  longer  the  poison  acts,  the 
more  pronounced  are  the  lesions.  The  wall 
of  the  stomach  may  be  swollen  and  edema- 
tous. The  color  is  usually  a diffuse  cloudy 
red-grey  with  deeper  red  submucous  hemor- 
rhages of  varying  sizes.^  With  chronic  ex- 
posure to  arsenic  the  first  signs  of  poisoning 
are  usually  weakness,  prostration,  muscular 
aching,  and  nervous  system  involvement 
such  as  paresthesia.  Gastrointestinal  symp- 
toms are  minimal  at  first.  The  cutaneous 
manifestations  usually  appear  within  one  to 
four  weeks  and  consist  of  dry,  scaly  desqua- 
mation, occasionally  with  hyperpigmenta- 
tion. The  mucous  membranes  evidence  ir- 
ritation, and  painless  perforation  of  the 
nasal  septum  has  been  noted  in  workers 
chronically  exposed  to  arsenic.  Mees’s 
lines,  an  interesting  occasional  finding,  are 
transverse,  white  striae  above  the  lunulae 
of  the  nails,  that  are  noted  about  thirty  to 
forty  days  after  an  exposure  to  arsenic.® 

There  is  commonly  a hemolysis  of  periph- 
eral blood  after  arsine  gas  has  been  inhaled. 
The  ulcerative  gastritis  noted  after  an  in- 
gestion of  arsenic  salts  is  so  frequently  as- 
sociated with  a hemorrhagic  gastric  mucosa 
that  one  must  suspect  a toxic  condition 
due  to  arsenic  in  any  case  of  upper  gas- 
trointestinal bleeding  which  is  atypical  and 
where  a history  of  exposure  to  this  element 
can  be  elicited.  The  absence  of  a specific 
ulcer  crater  as  shown  by  x-ray  examination, 
along  with  a marked  rugal  gastritis,  is  further 
evidence  toward  the  establishment  of  the 
diagnosis,  but  only  a biochemical  analysis  of 
the  tissues  makes  the  diagnosis  certain. 

A review  of  the  hterature  of  the  past  eight- 
een years  reveals  few  reported  cases  of 
arsenic  poisoning  and  none  in  which  the  ma- 
jor presenting  symptom  has  been  gastro- 
intestinal bleeding  suggestive  of  bleeding 
peptic  ulcer.®  In  New  York  City,  272  cases 
of  arsenic  poisoning  were  reported  in  thirty - 
three  years,  and  of  those,  the  great  majority 
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were  suicidal  or  accidental.  Only  13  (5  per 
cent)  were  classified  as  homicidal.^’  Low- 
beer,  Clapper,  and  Wermer^  reported  a case 
of  arsenic  poisoning  to  draw  attention  to  the 
characteristic  features  of  an  entity  that 
probably  occurs  more  frequently  than  it  is 
recognized.  It  is  significant  that  whenever 
a case  of  arsenic  poisoning  has  been  pre- 
sented as  a clinicopathologic  diagnostic  prob- 
lem, the  correct  diagnosis  has  usually  not 
been  made.^'“ 

There  is  little  doubt  as  to  the  cause  of  this 
patient’s  iUness.  The  significantly  abnormal 
laboratory  data,  the  typical  clinical  features 
when  viewed  in  the  light  of  the  proper  his- 
tory, and  the  dramatic  response  to  BAL 
therapy  serve  to  substantiate  the  finding 
that  arsenic  was  the  cause  of  gastrointestinal 
bleeding  and  presented  a picture  that  was 
easily  confused  with  that  of  bleeding  ulcer. 
Experience  with  this  case  suggests  that  the 
possibility  of  arsenic  poisoning  should  be 
considered  in  cases  of  gastrointestinal  hemor- 
rhage of  obscure  origin. 

Summary 

1.  A faulty  preconceived  notion,  or 
“einsteUung”  can  frequently  cause  the 
physician  to  reach  an  invalid  conclusion 
when  he  is  interpreting  a given  history  and 
physical  examination.  Only  an  objective 
analysis  of  each  individual  situation  based  on 
one’s  own  observations  can  prevent  these 
errors. 

2.  A case  of  gastrointestinal  bleeding, 
illustrating  this  problem,  is  reported.  In  this 
instance,  the  bleeding  proved  to  be  due  to 


arsenic  poisoning  rather  than  to  peptic  ulcer 
as  the  prior  circumstances  and  history  had 
suggested. 

3.  The  signs  and  symptoms  of  arsenic 
poisoning  are  reviewed  briefly,  especially  as 
they  relate  to  gastrointestinal  involvement. 

4.  In  any  case  of  gastrointestinal  bleed- 
ing whose  cause  is  obscure  the  possibility 
of  arsenic  poisoning  should  be  entertained. 
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The  removal  of  a benign  thymoma  in  a 
patient  with  a refractory  type  of  aregenera- 
tive anemia  has  been  followed  by  a remission. 
This  is  the  twenty-first  reported  instance  in 
which  this  type  of  anemia  has  been  demon- 
strated to  be  associated  with  a thymoma  and 
only  the  seventh  in  which  thymectomy  has 
apparently  effected  a cure. 

Case  Report 

A fifty-eight-year-old  white  female  was 
admitted  to  the  Jewish  Hospital  of  Brooklyn 
on  May  28,  1951,  with  a chief  complaint  of 
pain  in  the  left  arm  and  shoulder  of  four 
months  duration,  anorexia  of  six  weeks 
duration,  and  a weight  loss  of  ten  pounds. 
These  symptoms  followed  a course  of  fungi- 
cidal treatment  one  year  ago.  A review  of 
the  systems  was  not  remarkable  except  for  a 
history  of  allergy  to  penicillin.  The  patient 
had  undergone  a cholecystectomy  seven 


years  before  and  had  had  a left  subtotal 
thyroidectomy  for  carcinoma  in  1955.  He- 
mograms had  been  within  normal  limits 
during  both  of  these  hospitalizations. 

On  physical  examination,  the  patient  was 
a well-nourished  and  well-developed  female 
who  appeared  chronically  iU.  Her  blood 
pressure  was  145/55,  her  temperature  was 
98.6  F.,  and  the  pulse  and  respiratory  rates 
were  normal.  The  conjimctivas  were  pale. 
There  was  no  cervical  adenopathy  or  venous 
distention,  and  the  lungs  were  clear  to  per- 
cussion and  auscultation.  There  was  a 
Grade  II  nonradiating  systolic  murmur 
which  was  audible  over  the  apex  of  the  heart. 
There  was  no  hepatosplenomegaly,  tumor 
mass,  tenderness,  or  distention  noted  on 
abdominal  examination.  The  extremities 
were  free  of  cyanosis,  clubbing,  or  arthritic 
deformity. 

The  laboratory  studies  revealed  a white 
blood  count  of  8,200  per  cubic  millimeter, 
with  69  per  cent  polymorphonuclear  leuko- 
cytes, 29  per  cent  lymphocytes,  and  2 per 
cent  monocytes.  The  hemoglobin  content 
was  8 Gm.  per  100  ml.,  the  hematocrit  was 
16,  the  sedimentation  rate  was  7 mm.  per 
hour,  and  the  platelets  were  normal  in  shape 
and  number.  The  blood  urea  nitrogen  was 
16  mg.  per  100  ml.,  the  blood  sugar  was  128 
mg.  per  100  ml.,  and  the  chlorides  were  102 
and  the  potassium  4.6  mEq.  per  liter. 
Blood  calcium,  phosphorus,  total  proteins, 
the  albumin-globulin  ratio,  cholesterol,  uric 
acid,  and  the  prothrombin  times  were  nor- 
mal. The  cephalin  flocculation  reaction 
was  4 plus  in  forty-eight  hours.  A urinalysis 
revealed  negative  findings.  The  bone  mar- 
row was  hypoplastic,  showing  a mild  shift  to 
the  left  and  a depression  of  erythrogenesis. 
This  represented  an  aregenerative  type  of 
anemia  of  nonspecific  character. 

Roentgenograms  of  the  thorax  (Fig.  1) 
revealed  a large,  lobulated  mass  projecting 
into  the  left  side  of  the  superior  medi- 
astinum. On  lateral  view  this  was  demon- 
strated to  lie  in  the  anterior  mediastinum. 
A scintigram  on  May  31,  1961,  utilizing 
radioactive  iodine,  was  not  remarkable. 

On  June  5,  1961,  following  the  administra- 
tion of  3,000  cu.  mm.  of  blood,  an  explora- 
tory thoracotomy  was  performed.  A large, 
lobulated,  encapsulated,  and  nonin vasive 
thymoma  was  removed  through  a sternal- 
splitting  incision.  Postoperatively,  the  pa- 
tient required  an  additional  1,500  cu.  mm.  of 
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FIGURE  1.  (A)  Posteroanterior  view  of  thorax  revealing  well-delineated,  lobulated  mass  density  occupying 
left  hilar  area.  (B)  Lateral  view  of  thorax  demonstrating  mass  lying  in  anterior  and  superior  mediastinal 
area,  obliterating  retrosternal  space. 


blood.  Her  hematocrit  and  hemoglobin 
levels  were  thereafter  maintained  at  more 
normal  levels,  and  she  was  discharged  from 
the  hospital,  improved,  on  June  25,  1961. 
Six  months  later  she  was  asymptomatic  and 
continues  to  maintain  a normal  level  of 
hemoglobin  and  red  ceU  coimt  to  this  time. 

Report  of  specimen 

The  specimen  consisted  of  a reddish-pink 
mass  measuring  11  by  10.5  by  4.8  cm.  The 
external  surface  was  roughened  by  fibrous 
tags;  there  were  several  reddish-brown  areas, 
and  some  nodulation  was  noted  externally. 
On  section,  the  cut  surface  was  reddish  pink, 
granular,  and  divided  by  fibrous  septa.  A 
microscopic  examination  revealed,  for  the 
most  part,  sheets  of  cells  that  were  round  or 
somewhat  ovoid,  varying  in  size.  The 
nuclei  were  deeply  stained.  In  some  areas 
larger  cells  of  the  reticulum  type  were  seen. 
In  some  areas  there  were  also  calcific  de- 
posits. The  stroma  in  some  places  was 
fairly  abimdant,  and  in  other  places  it  was 
dense  and  collagenous.  Tumor  cells  were 
present  in  small  groups,  islands,  or  nests; 
in  others  they  were  arranged  compactly  in 
sheets.  The  diagnosis  was  thymoma. 


Comment 

In  1941  Humphreys  and  Southworth* 
described  a fifty-eight-year-old  female  with 
aplastic  anemia  involving  the  erythropoietic 
elements,  but  not  the  leukocytes.  After  the 
removal  of  an  anterior  mediastinal  mass, 
probably  a thymoma,  there  was  a prompt 
reticulocytosis  and  restoration  of  the  red 
blood  cell  count  to  normal.  The  tumor 
itself  was  well  encapsulated  and  composed  of 
many  spindle  cells  and  small  dark  lympho- 
cytes. Only  8 instances  of  aregenerative 
anemia  in  association  with  a thymoma  had 
been  reported  up  to  1955.^  In  1957  Ba3U*d 
and  Bematz^  reported  that  a total  of  12 
instances  of  this  syndrome  had  been  recorded 
in  the  literature.  Of  these,  6 had  thymec- 
tomy, with  cure  in  2,  improvement  in  2,  and 
failure  in  2.  They  reported  2 additional 
patients  who  were  treated  by  a thymectomy 
without  benefit.  In  1960  Soutter  and 
Emerson ''  stated  that  17  patients  with  benign 
thymoma  in  association  with  aplastic  anemia 
had  been  reported  to  that  date.  Bematz, 
Harrison,  and  Clagett*  recorded  an  addi- 
tional 3 cases  among  138  patients  with 
thymic  tumors  who  were  treated  at  the 
Mayo  Chnic,  an  incidence  of  2.2  per  cent. 
Up  to  that  time  (1961),  6 patients  had  been 
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benefited  by  the  removal  of  the  thymic 
tumor,  4 with  early  response,  and  2 with  a 
late  response.  In  all  3 of  their  patients  the 
tumors  were  composed  of  spindle  cells  and 
were  weU  encapsulated. 

The  cause  of  this  type  of  anemia,  also 
known  as  erythrophthisis,  is  unknown.®  It 
is  characterized  by  a selective  aplasia  of  the 
marrow  involving  the  red  cells,  but  leaving 
the  leukocytes  and  platelets  unaffected. 
Usually  there  is  an  absence  of  reticulocytes 
and  of  red  ceU  precursors  in  the  bone  marrow, 
but  there  is  normal  myelopoiesis,  with  a nor- 
mal number  of  megakaryocytes  and  eosino- 
phils. The  anemia  is  severe,  with  the  aver- 
age level  of  the  hemoglobin  in  8 patients  4.2 
Gm.  per  100  ml.  Although  the  leuko- 
cytes and  platelets  are  usually  normal  in 
number,  they  may  be  reduced.  An  exami- 
nation of  the  bone  marrow  consistently  re- 
veals depressed  erythrogenesis.  In  half  of 
the  cases  there  have  been  “small,  dark 
lymphoid”  cells  of  unknown  significance. 

There  is  probably  a relationship  between 
refractory  aregenerative  anemia  and  tumors 
of  the  thymus.^  The  fact  that  the  thymus 
may  have  a function  in  blood  formation,  for 
example,  is  suggested  by  the  studies  of 
Furth.*  He  found  that  the  incidence  of 
leukemia  in  susceptible  mice  was  reduced 
from  81  to  10  per  cent  when  thymectomy 
was  performed.  When  thymectomy  fails  to 
cure  one  of  these  anemias,  as  is  unfortunately 
usually  the  case,  it  may  be  because  irrevers- 
ible changes  have  already  occurred  or  that 
not  enough  time  is  permitted  to  elapse  before 
the  cure  becomes  evident.  It  is  of  interest 
that  1 patient  reported  by  Soutter  and 
Emerson^  for  example,  did  not  evince  a com- 
plete remission  until  five  years  after  the 
thymectomy.  This  may  represent  either  a 
delayed  response  or  a spontaneous  remission. 

Chalmers  and  Boheimer®  point  out  that  an 
endocrine  cause  may  accoimt  for  the  anemia, 
since  the  thymus  is  known  to  enlarge  in  other 


endocrine  disorders,  such  as  in  Graves’  or 
Addison’s  diseases.  Second,  lymphoid 
prohferation  in  the  thymus,  marrow,  and 
other  sites  may  impede  erythrogenesis. 
Although  an  alleviation  of  this  type  of 
anemia  has  been  reported  in  only  7 patients, 
including  ours,  following  the  removal  of  a 
thymic  tumor,  a search  should  always  be 
made  for  the  tumor.  If  one  is  found,  re- 
moval is  recommended.  Additional  thera- 
peutic measures  should  include  transfusions, 
steroids,  hormones,  and,  if  hypersplenism 
can  be  demonstrated,  splenectomy.  The 
latter  measures,  however,  are  only  suppor- 
tive, and,  unless  thymectomy  proves  defini- 
tive, the  prognosis  is  uncertain. 

Summary 

1.  We  have  reported  the  twenty-first 
instance  in  which  a refractory  aregenerative 
type  of  anemia  has  been  found  associated 
with  a tumor  of  the  thymus. 

2.  The  removal  of  this  tumor  has  been 
followed  by  a remission  of  the  anemia,  which 
condition  has  persisted  to  this  date. 
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|t  is  delightfully  easy  to  toss  off  a title 
for  a speech  to  be  made  some  weeks  ahead, 
but  it  is  considerably  harder  to  reduce  the 
complexities  of  our  Canadian  health  scene 
into  some  balanced  perspective.  One  or 
two  of  my  friends  suggested  that  my  title 
was  a little  absurd  in  that  I seem  to  spend 
quite  a lot  of  time  chmbing  through  the  ropes 
rather  than  sitting  at  the  ringside  but,  be 
that  as  it  may,  I am  going  to  imdertake  my 
assignment  today  in  as  objective  a manner 
as  is  possible  by  one  who,  admittedly,  has  a 
strong  bias. 

Should  I be  accused  of  washing  some  of  our 
domestic  hnen  before  a United  States  au- 
dience, I think  I can  fairly  say  that  one  of 
the  most  serious  social  experiments  ever 
undertaken  on  this  continent  merits  con- 
siderable observation  and  examination. 

I am  not  going  to  burden  you  with  a mass 
of  statistics  or  chronologic  events.  Rather, 
I shall  try  to  paint  our  present  picture  with  a 
rather  broad  brush  and  then  comment  in 
more  precise  detail  on  current  events  and  the 

* Reprinted  with  permission  from  The  Great- West  Life 
Assurance  Company. 
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conclusions  I draw  from  them.  Needless  to 
say,  they  are  one  man’s  opinions,  and  there 
may  be  many  persons  who  hold  different 
views. 

Beginnings  of  socialized  health 

Canada’s  first  major  step  into  socialized 
health  care  began  in  the  Province  of  Sas- 
katchewan in  1947.  That  year,  the  Co- 
operative Commonwealth  Federation,  our 
strongly  socialist  party  who  was,  and  is,  in 
power  in  Saskatchewan,  adopted  a com- 
pulsory hospitalization  program  under  which 
aU  residents  of  that  province,  which  is  pre- 
dominantly rural,  would  be  provided  with 
standard  ward  hospital  care  free  to  the  user, 
with  the  cost  financed  by  a combination  of 
compulsory  premiums,  a sales  tax,  and  con- 
tributions from  the  general  provincial 
revenue. 

I think  it  important  to  note  that  this 
scheme  was  introduced  when  private  health 
insurance  was  in  its  infancy,  and  the  vast 
majority  of  the  people  of  Saskatchewan  had 
to  meet  hospital  bUls  from  their  own  pockets 
without  the  benefit  of  prepaid  care.  At 
its  adoption,  it  was  estimated  that  the  plan 
would  cost  $5  million — it  actually  cost 
$7,560,000^ — ^the  first  year.  In  the  last 
calendar  year  it  cost  $36,056,000,  an  increase 
of  477  per  cent  over  the  first  year. 

The  adoption  of  the  program  in  Saskatch- 
ewan was  followed  by  British  Columbia  in 
1949,  and  here  the  cost  was  estimated  to  be 
$10,900,000  at  the  time  of  its  adoption — it 
actually  was  $14,770,000  the  first  year— and 
the  last  reported  year  its  costs  were  $53,- 
792,000,  an  increase  of  364  per  cent  over  the 
first  year. 

In  1957,  in  a pre-election  burst  of  politick- 
ing, our  federal  government  agreed  to  pay 
for  half  the  cost  of  such  schemes,  providing  a 
majority  of  the  provinces  adopted  them,  and 
this  was  passed  by  our  federal  parliament 
without  a dissenting  vote.  This  left  the 
rather  ridiculous  situation  that  any  province 
which  did  not  adopt  such  a scheme  was 
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having  its  citizens’  federal  taxes  diverted  to 
those  provinces  which  did  go  in,  so  by  the 
end  of  1960,  the  last  province,  Quebec,  came 
in.  Today  virtually  every  citizen  of  Can- 
ada is  entitled  to  free  standard  hospital  care, 
and  this  plan  is  costing  approximately  $35 
per  capita  a year,  over  and  above  the  pre- 
miums which  are  being  collected  in  most 
provinces. 

Nine  out  of  ten  provinces  were  estimated 
as  having  budgeted  for  deficits  in  the  fiscal 
year  ending  March  31, 1962 — and  our  federal 
government  had  a very  large  deficit — so 
that  there  can  be  no  question  that  hospital- 
ization in  Canada  has  become  one  of  our 
major  financial  headaches. 

One  could  probably  say  with  fair  accuracy 
that  the  plan  has  rather  general  public  ac- 
ceptance, since  most  Canadians  regard  the 
typical  premium  levied  by  several  provinces 
of  approximately  $48  per  family  per  year  as 
not  unreasonable.  They  rarely  think  of  the 
typical  3 per  cent  provincial  sales  tax  as  a 
hospital  tax,  and  almost  never  reflect  that 
the  federal  contribution  costs  13.8  per  cent 
of  the  total  revenue  from  personal  income 
tax.  Hospital  costs  increased  last  year  at  a 
rate  of  approximately  12  per  cent  which 
may  not  be  remarkable  for  a costly  service 
supplied  free  to  the  user. 

Government  hospitalization  seems  firmly 
established  and  rather  unlikely  to  change 
importantly  unless  the  new  forces  of  inter- 
nationgil  trade  and  competition  require  a 
wholly  new  look  at  our  structure  of  govern- 
ment expenditures  and  taxation.  It  has 
brought  with  it  a tax  burden  which  has  in- 
creased the  Canadian  cost  of  living  and 
provides  annually  one  of  the  most  difficult 
hurdles  to  jump  in  balancing  both  provincial 
£md  federal  budgets. 

Against  this  backgroimd,  the  second  round 
began. 

Controversial  issues 

Saskatchewan,  still  under  its  Cooperative 
Commonwealth  Federation  socialist  govern- 
ment, brought  in  long-heralded  legislation 
to  provide  “free”  medical  care  for  aU  citi- 
zens to  be  paid  for  by  a combination  of 
compulsory  premiums,  increased  sales  tax, 
a 6 per  cent  surtax  on  personal  income  taxes, 
and  a provincial  corporation  tax.  All  the 
physicians  in  the  province  were  to  provide 
this  service  under  such  regulations  and  for 


such  compensation  as  might  be  laid  down 
from  time  to  time  by  the  Medical  Care  Com- 
mission. As  you  will  have  read  in  your  news- 
papers, it  was  at  this  point  that  the  balloon 
burst  and,  in  my  opinion,  rightly  so. 

It  is  one  thing  to  take  over  plants  or  hos- 
pitals and  quite  another  to  conscript  the 
men  who  provide  the  service.  This  attempt 
to  conscript  an  entire  profession  who  must 
then  comply  with  whatever  rules,  regula- 
tions, and  compensation  should  be  dictated 
by  a government  commission,  was  and,  I 
think  win  remain,  a unique,  shocking,  and, 
happily,  unsuccessful  encroachment  on  indi- 
vidual freedom. 

Professionally  even  more  repugnant  was 
the  power  given  the  commission  and  cabinet 
“to  prescribe  the  terms  and  conditions  on 
which  physicians  and  other  persons  may 
provide  insured  services  to  beneficiaries.” 
This  clearly  allowed  the  government  to 
interfere  in  the  practice  of  medicine,  and  the 
fight  was  on.  On  both  scores  the  Sas- 
katchewan doctors  properly  dug  in  their 
heels,  and  it  is  to  me  extremely  regrettable 
that  their  justifiable  protest  received  such  a 
very  bad,  almost  world-wide,  press. 

There  was  no  strike.  Anyone  in  Sas- 
katchewan could  receive  medical  attention 
free  by  appearing  at  any  one  of  the  hospitals 
which  were  manned  day  and  night  on  a 
highly  organized  basis.  The  doctors  with- 
drew their  normal  services  of  being  available 
for  office  visits  or  making  house  calls,  as 
their  only  effective  means  of  protesting  this 
completely  arbitrary  attempt  to  encroach 
radically  on  their  individueJ  and  professional 
freedom.  While  public  opinion  at  any 
given  moment  is  difficult  to  assess  accurately, 
there  was  no  doubt  that  the  doctors  had 
much  public  support  for  their  stand. 

Modifications  of  plan 

In  the  final  settlement  the  government 
made  a major  retreat  from  its  original  posi- 
tion. The  most  important  change  was  to 
restrict  the  powers  and  authority  of  the 
Commission  to  matters  of  a purely  fiscal 
nature  in  which  the  government  is  to  act  as  a 
fiscal  agent  for  the  purposes  of  collecting 
revenues  and  paying  doctors’  bills.  It  is 
further  provided  that  the  basis  of  remunera- 
tion wiU  be  negotiated  from  time  to  time, 
and  negotiations  may  be  aided  by  a process 
of  mediation.  Finally,  and  most  important. 
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doctors  are  free  to  practice  medicine  in 
Saskatchewan  outside  the  act. 

Today  a practicing  physician  in  Saskatch- 
ewan has  four  choices: 

1.  He  can  ignore  the  Commission  en- 
tirely, and,  on  so  informing  his  patients, 
require  them  to  pay  his  accounts  without 
any  right  of  reimbursement  from  any  source 
whatever.  Probably  only  a few  rugged 
individuals  will,  or  can,  do  this,  but  the 
choice  is  there. 

2.  A doctor  may  require  a patient  to  pay 
him  directly  for  his  services  but  wiU  submit 
to  such  patient  a statement  containing  such 
data  as  the  Commission  requires.  The 
patient  will  then  himself  submit  the  doctor’s 
statement  to  the  Commission  and  secirre 
payment  of  85  per  cent  of  the  account.  In 
this  instance  the  doctor  does  not  recognize 
the  Commission  except  to  the  extent  that  he 
prepares  his  statements  in  accordance  with 
their  requirements. 

3.  A doctor  may  become  a member  of  one 
or  more  of  the  voluntary  health  agencies 
provided  by  the  act  whose  members  wiU 
pay  $5  or  $6  per  famUy  per  year  and,  in 
this  case,  he  does  not  bill  his  patients,  but 
sends  his  accoimts  for  85  per  cent  of  the 
normal  fee  schedule  to  the  voluntary  agency 
who,  in  turn,  wUl  collect  them  from  the 
Commission  and  then  pay  the  doctor.  No 
additional  payment  may  be  required  from 
the  patient.  This  means  that  the  volimtary 
health  agencies  act  as  the  buffer  between  the 
practicing  physician  and  the  Commission, 
submitting  aU  bUls  on  his  behalf,  and, 
equaUy,  it  removes  the  necessity  of  any 
subscriber  to  a voluntary  agency  from  deal- 
ing directly  with  the  Commission.  Present 
indications  are  that  it  is  imder  this  plan 
that  the  substantial  majority  of  doctors  in 
Saskatchewan  wUl  continue  their  practice. 

When  these  doctors  treat  a patient  who  is 
not  a member  of  a service  plan,  they  wiU 
render  him  a biU  in  a form  which  wUl  enable 
him  to  coUect  85  per  cent  of  the  amount 
from  the  Commission  by  making  a direct 
application  himself.  He  wUl  pay  any  re- 
mainder himself. 

4.  FinaUy,  a doctor  may  enroll  with  the 
Commission  imder  varying  financial  arrange- 
ments in  which  case  his  patients  wUl  receive 
no  bUls,  and  the  doctors  wUl  receive  their 
remuneration  directly  from  the  Commission. 
Thus  far,  it  would  appear  that  a relatively 
smaU  group  of  doctors  have  undertaken  to 


practice  in  this  manner. 

In  spite  of  the  violent  antagonism  on  both 
sides,  of  which  the  scars  are  by  no  means 
healed,  there  is  no  doubt  that  the  com- 
promise, now  commonly  caUed  “The  Treaty 
of  Saskatoon,”  is  being  given  a reasonable 
trial,  and  there  shoiUd  be  a period  of  relative 
quiet.  Unfortunately,  but  inevitably,  a 
substantial  number  of  doctors  left  the  prov- 
ince, including  many  of  the  most  highly 
trained  specialists,  and  there  is  no  evidence 
as  yet  that  a steady  outflow  may  not  persist. 

Lack  of  real  solution 

Several  elements  lead  me  to  the  opinion 
that  only  a breathing  space  has  been 
achieved,  not  a solution: 

1.  The  Treaty  of  Saskatoon  was  a truce, 
not  a meeting  of  minds.  Concessions  were 
made  by  both  sides  which  were  directly 
opposite  to  their  convictions  but  seemed 
imperative  to  break  the  stalemate. 

2.  In  my  opinion,  the  costs  of  the  plan 
wUl  far  exceed  the  estimates.  I base  this 
judgment  on  the  consistent  underestimation 
of  government  schemes  in  the  past  and  even 
more  on  the  extraordinary  plan  of  operation 
which  has  now  been  set  up.  Every  indi- 
vidual in  Saskatchewan  now  has  a charge 
accoimt  paid  by  the  government  for  aU  the 
medical  services  that  he  needs  or  thinks  he 
needs.  Each  doctor  in  Saskatchewan  now 
has  guaranteed  reimbursement  from  the 
government,  directly  or  indirectly,  for  each 
and  every  medical  service  he  deems  it  ad- 
visable to  perform  for  a patient.  In  the 
light  of  these  conditions,  it  woiUd  surprise 
me  if  the  estimated  $21  miUion  annual  cost 
is  not  exceeded  widely. 

3.  The  temptation  for  radical  change  a 
year  from  now  will  be  almost  irresistible. 
Every  medical  bill  in  Saskatchewan  wiU  be 
analyzed  and  stored  in  a computer  from 
which  almost  endless  analyses  wiU  be  pos- 
sible. Individual  patient  usage,  frequency 
and  character  of  treatment  for  particular 
illnesses,  and  analyses  of  doctors’  practices 
and  income  wiU  flow  from  this  computer  to 
the  desks  of  men  who,  I suspect,  wUl  be  con- 
cerned deeply  with  the  cost  of  the  creature 
they  have  created. 

A government  which  virtuaUy  staked  its 
future  on  this  plan  is  unlikely  to  admit  any 
fimdamental  error,  and  there  wiU  be  the 
almost  certain  necessity  to  impose  new  rules 
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and  regulations,  chapter  and  verse,  covering 
both  doctor  and  patient.  Whether  or  not 
this  can  be  done  without  further  bitter  con- 
flict and  a continued  exodus  of  medical  men 
who  are  essential  to  the  maintenance  of 
health  services  in  Saskatchewan  is  not  for  me 
to  say.  I think  one  can  say  with  confidence, 
however,  that  the  Saskatchewan  experiment 
has  settled  nothing  yet  but  has  simply 
embarked  on  its  first  hazardous  test  flight. 
The  fuse  has  been  lit.  The  result,  for  which 
we  must  wait,  will  teach  many  lessons.  So 
much  for  that. 

In  the  rest  of  Canada,  the  stirrings  of 
“me-tooism”  are  quite  apparent.  There  are 
politicians  in  every  party  and  weU-meaning, 
if  utterly  fil-informed,  people  in  aU  walks  of 
life  who  are  anxious  to  put  the  show  on  the 
road  without  the  slightest  assurance  that  it 
might  not  do  irreparable  damage  to  both 
our  medical  care  and  our  national  and  pro- 
vincial financial  health.  The  attractions 
that  were  held  out  to  Saskatchewan  doctors 
to  go  to  many  parts  of  your  country  at  the 
time  of  this  dispute  may  have  been  very 
reassuring  to  the  individuals  involved,  but 
they  should  give  grave  concern  to  those 
Canadians  who  think  lightly  that  state 
medical  care  is  merely  another  government 
benefit  such  as  unemployment  insurance. 
Highly  trained  professional  men  are  not 
pushed  around  easily,  and  removal  is  a very 
practical  final  protest. 

There  are  three  elements  which  may  pre- 
vent any  further  precipitous  action  in  the 
medical  care  field  in  Canada. 

The  first  is  that  financial  pressures  on  each 
of  our  provincial  governments  and  the 
federal  government  arising  from  the  main- 
tenance of  existing  services  preclude  any 
government  launching  of  such  a scheme 
without  heavy  new  taxes.  If  there  are  any 
virtues  of  being  in  a period  of  financial  aus- 
terity, one  may  be  that  it  will  require  govern- 
ments to  take  a very  sober  look  before  leap- 
ing into  the  very  deep  water  of  medical  care. 

The  second  is  that  a federal  Royal 
Commission  on  Health  Services  has,  for 
nearly  a year,  been  exhaustively  exploring 
this  field  and,  while  one  should  in  no  way 
forecast  their  report,  it  cannot  fail  to  be 
helpful  to  have  the  objective,  studied  find- 
ings of  this  commission.  It  is  strongly  to  be 
hoped  that  no  other  government  will  make 
any  important  move  until  their  report  is 
available  some  time  next  year. 


Finally,  and  perhaps  most  important,  the 
medical  profession,  the  health  insurance 
industry,  and  a great  many  serious  people 
in  aU  walks  of  life  are  thoroughly  alarmed 
by  the  narrow  ledge  on  which  the  voluntary 
system  apparently  stands  in  this  field  and  are 
determined  to  do  somethmg  about  it. 

I would  nominate  three  areas  in  which 
we  must  make  aU  possible  haste. 

Three  areas  for  improvement 

First  area.  Perhaps  the  most  difficult 
is  the  simultaneous  task  of  re-education  of 
both  the  politician  and  the  public.  We 
must  bring  out  the  clear-cut  truth  that  addi- 
tional government  welfare  expenses  come 
directly  out  of  the  pockets  of  the  Canadian 
with  the  below-average  income.  The  Robin 
Hood  theory  that  one  can  soak  the  rich  to 
help  the  poor  has  been  fully  exploited  in 
Canada  at  least,  and  today  new  welfare 
measures  come  out  of  one  working  man’s 
pocket  to  go  into  another’s  after  govern- 
ment costs  have  been  subtracted. 

Let  me  illustrate.  In  Canada  last  year 
total  health  and  welfare  expenses  paid  by 
the  federal  and  provincial  governments 
totaled  nearly  $3  billion.  The  total  reve- 
nues from  personal  income  tax,  federal  and 
provincial,  were  approximately  $2.1  billion, 
so  that,  in  spite  of  one  of  the  highest  income 
tax  structures  in  the  world,  we  already  have 
to  find  $900  million  a year  from  taxes  un- 
related to  the  ability-to-pay  to  provide  our 
present  level  of  health  and  welfare  payments. 
Lest  someone  think  that  corporation  taxes 
can  be  the  source  of  further  largess,  it  is 
disturbing  to  find  that  total  corporation 
taxes,  federal  and  provincial,  are  already 
matched  by  the  costs  of  national  defense. 

It  is  abundantly  clear  that  there  is  no  room 
in  either  federal  or  provincial  budgets  for 
even  our  present  level  of  social  benefits 
without  extracting  additional  funds  in  the 
form  of  sales  taxes,  tariffs,  and  other  forms  of 
taxation  which  have  long  been  deemed  to  fall 
most  heavily  on  those  who  are  least  able  to 
afford  them.  In  Canada  Robin  Hood  is  now 
taking  from  the  poor  to  give  to  other  poor 
that  he  thinks  need  it  more.  Somehow  or 
other,  this  simple  story  has  got  to  be  put 
over  to  our  legislators,  politicians,  and  voters 
alike,  and  to  me  it  is  a very  basic  part  of  the 
task  ahead. 

Second  area.  Government  must  meet 
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the  health  problems  of  the  truly  needy. 
It  is  not  consistent  with  the  Canadian  social 
conscience  today  that  individuals  without 
resources  must  rely  on  out-patient  depart- 
ments or  the  kindness  of  individual  phy- 
sicians. Most  of  oim  provinces,  happily, 
have  established  clear-cut  plans  for  provid- 
ing “medicare”  cards  to  aU  those  receiving 
social  assistance — in  fact,  to  aU  those  who 
are  identified  as  requiring  some  form  of  wel- 
fare payments  related  to  their  needs.  This 
provides  them  with  fuU  medical  care  from 
the  physician  of  their  choice,  paid  for  by 
the  province,  and  in  my  own  province  some 
3 per  cent  of  the  population  are  so  covered. 

It  seems  to  me  that  if  such  glaring  needs 
as  these  are  not  covered  by  the  state,  people 
of  good  will  may  throw  their  support  into 
dangerous  over-aU  solutions  to  resolve 
this  specific  problem  that  should  intelligently 
be  met  head-on.  If  left  alone,  it  is  like  a 
hole  in  the  boat,  endangering  all  aboard. 

Third  area.  Many  of  us  are  convinced 
that  medical  care  coverage  must  be  made 
universally  available  to  all  Canadians,  re- 
gardless of  age  and  instability,  at  premium 
rates  within  the  reach  of  people  with  mod- 
erate means.  It  is  unfortimately  true  that 
there  are  stiU  many  Canadians  who  cannot 
obtain  prepaid  medical  care  today.  Since 
time  may  not  permit  the  evolution  which  is 
developing  with  encouraging  speed  through 
your  many  innovations  here  in  the  United 
States,  the  Canadian  Health  Insurance 
Association  has  developed  a crash  program 
which  we  have  recommended  to  the  Royal 
Commission  on  Health  Services.  In  brief, 
it  proposes  that  comprehensive  medical  care 
should  be  made  available  to  aU  Canadians, 
regardless  of  age  or  insurability,  through 
every  insurer  or  service  plan  operating  in 
each  province. 

There  would  be  a maximum  monthly 
premium,  tentatively  set  at  $5.50  a month. 
You  wiU  recognize  that  this  does  not  have  to 
cover  hospited  care.  It  involves  a pooling 
arrangement  with  respect  to  those  over- 
sixty-five years  and  those  with  iminsurable 
lives,  whereby  the  loss  that  will  almost  cer- 
tainly be  experienced  on  this  group  wiU  be 
equitably  shared  among  aU  insurers  of  medi- 
cal care  in  proportion  to  their  share  of  insured 
lives  not  in  this  substandard  pool. 

The  proposal  calls  for  provincial  legislation 
to  require  that  all  providers  of  prepaid  med- 
ical care  doing  business  in  the  province 


participate  in  the  pool,  and  it  will  need  the 
full  co-operation  of  the  medical  profession. 

In  essence,  it  means  that  the  additional 
costs  of  over-sixty-five  years  and  those  with 
substandard  health  will  be  spread  over  aU 
other  insured  lives.  We  have  already  made 
most  encoiuaging  headway  in  one  province 
in  the  detailed  development  of  this  plan  and 
are  hopeful  that  its  example,  when  consum- 
mated, may  weU  spark  others  to  do  likewise. 
Fundamental  to  this  proposal  is  the  deter- 
mination to  tackle  the  problem  without  one 
permy  of  govermnent  expense  or  subsidy. 

Optimistically,  let  us  say  overopti- 
misticaUy,  plans  embodying  this  principle 
could  be  in  effect  in  every  province  during 
this  year,  and  it  would  then  be  true  that 
every  Canadian  could  buy  prepaid  medical 
care  as  readily  as  he  could  buy  any  other  val- 
uable commodity  or  service.  Many  other 
things  remain  to  be  done,  including  the 
vigorous  expansion  of  voluntary  coverage, 
but  I must  proceed  to  my  conclusion. 


Conclusion 

Anyone  in  Canada  who  thought  that 
socialized  health  care  could  not  happen  there 
was  wrong.  It  has  happened,  and  its  ca- 
pacity to  spread  proved  to  have  the  char- 
acteristics of  a wildfire.  The  price  we  have 
paid  for  hospitalization  is  abimdantly  clear, 
emd  it  has  created  a finemcial  strain  which 
may  take  a generation  to  restore  to  more 
intelligent  proportions.  The  medical  care 
question  has  entered  its  crucial  phases,  and 
we  are  only  going  to  avoid  an  even  more 
dangerous  path  by  positive,  constructive 
action.  The  glaring  gaps  that  are  evident 
in  the  voluntary  system  must  be  filled. 
Governments  must  be  urged  to  fill  the  needs 
of  the  truly  indigent  for  whom  the  voluntary 
system  has  no  answer. 

Your  problems  in  this  coimtry  are  not  the 
same,  but  perhaps  not  too  dissimilar.  The 
complexities  of  yoiu:  national  scene  and  the 
safeguards  of  your  system  of  government 
against  impetuous  action  by  the  government 
of  the  moment  guard  you  to  a considerable 
degree  against  the  hazards  of  leaping  before 
you  look,  as  we  did.  But  I would  respect- 
fully suggest  that  there  should  be  no  diminu- 
tion of  your  efforts  to  fill  the  gaps  that  are 
clearly  evident,  if  our  experience  is  any 
teacher. 
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I think  it  was  William  Pitt  who  said, 
“Necessity  is  the  plea  of  every  infringement 
of  human  freedom;  it  is  the  argument  of 
tyrants;  it  is  the  creed  of  slaves.”  If  we  will 
but  adventure  boldly  and  confidently  into 
those  areas  recognized  to  be  difficult,  where 
it  seems  to  me  that  our  industry  has  a major 
part  to  play,  we  can  provide  both  the  means 
and  the  will  to  resist  the  new  assaults  on 
human  freedom  which  will  surely  come  on 
this  front. 

Finally,  if  I have  led  you  to  believe  that 
your  Canadian  friends  are  being  stampeded 
into  a socialist  nightmare,  let  me  reassure 
you  that  such  is  not  the  case.  It  seems  that 


Autotransplantation 

Satisfactory  functioning  of  lungs  removed 
from  dogs  and  reimplanted  in  the  same  animals 
is  reported  in  the  December  issue  of  The  Ameri- 
can Review  of  Respiratory  Diseases,  journal  of 
the  American  Thoracic  Society,  medical  section 
of  the  National  Tuberculosis  Association. 

Thomas  J.  Yeh,  M.D.,  Lois  T.  Ellison,  M.D., 
and  Robert  G.  Ellison,  M.D.,  of  the  Medical 
College  of  Georgia,  Augusta,  Georgia,  discuss 
the  autotransplantation  of  33  dogs,  16  of  which 
survived  up  to  345  days.  The  dogs  that  sur- 
vived for  any  length  of  time  were  among  21 
that  had  been  given  heparin  to  prevent  the  blood 
from  coagulating.  The  transplantation  was  ac- 
complished immediately  after  the  lung  had  been 
removed. 

The  principal  factor  in  the  technical  failure  of 
the  dogs  not  given  heparin  was  thrombosis  of 
the  pulmonary  veins  and  capillaries,  the  authors 
state,  adding  that  the  “beneficial  effect  of 


in  the  search  for  national  development, 
different  countries  acquire  different  burdens 
for  reasons  not  always  clear  to  outsiders. 
For  example,  you,  in  the  United  States,  have 
an  agricultural  program  that  we  are  not  in 
haste  to  copy,  and  these  things  seem  to  be 
easier  to  acquire  than  they  are  to  correct. 

In  health  care  we,  in  Canada,  have  blazed 
some  trails,  not  necessarily  good  ones.  Time 
and  use  and  better  judgment  can  improve 
them  beyond  recognition.  If  our  trials  and 
errors  can  shed  some  useful  light  on  a sounder 
course  than  we  have  traveled,  perhaps  from 
it  aU  there  can  emerge  a worth-while  addition 
to  human  progress. 


heparinization  prior  to  removal  of  the  lung 
seems  indisputable.” 

Respiratory  function  studies  indicated  that 
ventilation,  elimination  of  carbon  dioxide,  oxy- 
gen utilization,  and  the  respiratory  exchange 
ratio  were  normal  in  dogs  with  unilaterally 
autotransplanted  lungs,  according  to  the  au- 
thors, but  that  oxygenation  was  impaired  and 
there  was  an  abnormal  increase  of  venous  ad- 
mixture. 

Discussing  the  significance  of  being  able  to 
remove  and  replace  a lung,  the  authors  point 
out  that  the  procedure  is  theoretically  appli- 
cable to  a multitude  of  conditions  “currently 
considered  inoperable.” 

“Among  these,”  they  continue,  “are  pulmo- 
nary emphysema,  pulmonary  fibrosis  of  varied 
origin,  extensive  bilateral  bronchiectasis  and 
other  chronic  inflammatory  diseases,  otherwise 
curable  pulmonary  neoplasm  in  patients  with 
limited  pulmonary  reserve,  and  congenital 
cardiac  defects  with  irreversible  pulmonary 
vascular  changes.” 
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With  all  the  varied  threats  to  medical  practice 
today,  it  must  seem  presumptuous  to  select  one 
as  the  most  serious,  and  yet  I believe  the  growing 
disaffection  between  the  practicing  physician 
and  fuU-time  medical  school  faculty  represents 
just  that  danger.  As  in  every  such  intramural 
schism  there  are  truths,  rumors,  misconceptions, 
and  prejudices  on  both  sides.  This  controversy 
has  spawned  some  unfortunate  and  some  tactless 
utterances,  but  more  worrisome,  it  is  marked 
by  privately  expressed  criticisms  by  community 
physicians  one  to  the  other,  stated  with  in- 
creasing frequency  and  bitterness.  Such  “under 
the  surface”  disparagement  must  cause  concern 
because  it  results  in  the  development  of  fixed 
and  hardened  attitudes  that  are  impervious  to 
refutation  and  resistant  to  reconciliation. 

Thus,  the  necessity  of  an  open  summarization 
of  these  secretly  stated  opinions  should  be 
obvious.  Whether  the  allegations  are  true, 
partially  true,  or  false  is  not  a pertinent  issue  to 
this  presentation.  This  is  what  the  average 
doctor  believes  and  says  about  medical  educa- 
tion and  the  medical  educator,  and  it  is  only  by 
openly  expressing  it  that  one  can  hope  for 
mutual  understanding.  This  summary  is  not  an 
indictment  but  rather  an  expression  of  opinions, 
which  one  hopes  may  result  in  self-appraisal, 
discussion,  and,  if  indicated,  correction. 

1.  The  private  physician  believes  that 
medical  schools  not  only  are  not  doing  their 
job  but  also  have  lost  sight  of  their  primary 
objective. 

2.  Eulogistic  superlatives  mouthed  on 
every  possible  occasion  lamenting  the  “now- 
departed  family  doctor”  disgust  him,  and  he 
wonders  why  there  is  not  a pause  in  such 
fulsome  funeral  orations  for  the  lamenters  to 
look  beyond  their  academic  robes  and  note 
the  conspicuous  absence  of  any  corpus  delicti. 

3.  He  is  suspicious  of  current  surveys  of 
such  imponderables  as  medical  care. 

4.  He  is  concerned  increasingly  by  what 
seems  to  him  a loss  of  interest  in  the  individual 
patient  and  an  overemphasis  of  the  problem 
at  the  expense  of  the  person. 

While  his  interpretation  of  the  primary 
purpose  of  medical  education  may  seem  an 
oversimplification  to  some,  to  the  practicing 
physician  it  is  a simple  logical  truism.  Briefly 
he  conceives  that  the  purpose  is  to  provide 
physicians  equipped  with  the  basic  knowledge 
and  endowed  with  the  requisite  personality  and 
desire  to  fill  annually  the  inevitable  vacancies 
arising  in  every  type  of  medical  practice  as  well 


as  to  augment  personnel  where  needed.  This 
means  every  graduating  class  should  supply 
replacements  for  practicing  clinicians,  whether 
specialists  or  generalists,  willing  to  serve  in 
urban,  suburban,  or  rural  areas;  also,  medical 
editors,  medical  educators,  medical  research 
workers  both  clinical  and  basic,  fuU-time  health 
officers,  missionary  doctors,  hospital  administra- 
tors, and  full-time  staff  members  for  mental 
hospitals,  veterans  institutions,  and  other 
specialized  institutions.  This  the  school  is  not 
doing. 

The  fault  lies  in  admissions  procedures.  One 
does  not  need  to  be  a qualified  psychologist  to 
realize  there  is  no  single  aptitude  test  or  per- 
sonality profile  that  can  serve  to  highlight  the 
diverse  personality  characteristics  necessary  to 
fill  these  varied  fields  of  medical  endeavor. 
Such  a choice  could  be  made  only  by  an  admis- 
sions committee  where  all  such  interests  are 
represented.  Rather  than  any  such  practical 
approach,  most  schools  have  secret  admissions 
committees  made  up  of  full-time  men  who  are 
interested  primarily  in  research.  It  is  only 
natural  that  they  inchne  to  choose  applicants  of 
similar  personality  and  interests  to  their  own. 
Considering  this,  it  is  little  wonder  one  en- 
counters reports  such  as  that  of  Harold  I. 
Lief,  M.D.,  of  Tulane  in  which  he  states  that 
there  was  a higher  percentage  of  schizophrenic 
incidence  in  their  medical  school  student  body 
than  that  found  in  the  general  population. 
Some  attribute  the  unwilhngness  of  recent 
graduates  to  accept  the  responsibility  of  pro- 
fessional need  to  the  pernicious  influence  of  the 
faculty  or  the  lack  of  general  practitioners  on 
the  faculty,  but  fundamentally  it  is  the  fault  of 
admissions  procedures. 

No  physician  would  deny  the  importance  of 
research  nor  the  medical  school’s  right  to  foster 
interest  and  engage  in  such  research,  but  it  is 
not  the  primary  objective  of  the  school  and 
should  not  be  “the  tail  wagging  the  dog.”  This 
emphasis  on  research,  general  practitioners 
suspect,  is  associated  with  the  trend  to  full-time 
faculty  positions,  which  they  would  not  oppose 
if  it  meant  better  teaching.  It  would  seem 
logical  to  expect  this  result,  and  it  would  seem 
logical  that  an  aspirant  to  a full-time  teaching 
position  would  evince  interest  in  the  pedagogic 
process  and  would  seek  self-improvement  by 
studying  educational  technics  and  methodology. 
However  this  is  not  the  case;  the  interest  of  the 
fuU-time  men  is  chiefly  in  their  research  proj- 
ects, and  they  consider  teaching  an  inescapable 
adjunct  and  a chore. 
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Concern  about  the  quality  of  medical  care,  as 
to  how  it  can  be  evaluated  and  how  improved, 
is  not  a private  monopoly  of  any  segment  of 
the  profession  or  of  its  critics  but  is  of  vital 
interest  to  all.  But  how  does  one  measure  an 
imponderable  such  as  quality?  By  hospital 
records?  By  board  certification?  Without  at- 
tempting to  detract  from  their  importance, 
nevertheless  as  criteria  of  quahty  of  care  they 
can  be  misleading.  For  “good  records”  do  not 
necessarily  reflect  “good  treatment”;  it  depends 
on  whether  the  primacy  of  effort  is  on  the  record 
or  on  the  therapy.  And  while  certification 
attests  to  adequate  training  and  comprehensive 
knowledge  of  a special  medical  field,  quahty 
depends  on  an  individual’s  ability  to  use  this 
training  and  knowledge  to  reach  a conclusion 
and  the  confidence  to  act  on  such  a conclusion. 
Every  sports  fan  knows  of  the  one-o’clock  hitter 
who  can  drive  the  ball  out  of  the  park  in  batting 
practice  but  can’t  dehver  in  competition,  or  the 
horse  that  breaks  the  track  record  in  morning 


Great  Lakes  region  growing 

The  Great  Lakes  region,  long  a leading  area 
for  commerce  and  industry,  realized  substantial 
population  gains  in  the  ten  years  from  1950  to 
1960,  according  to  statisticians  of  Metropolitan 
Life  Insurance  Company. 

All  but  four  of  the  22  Isurge  standard  metropol- 
itan statistical  areas  in  that  region  showed  popu- 
lation gains  above  the  national  average.  Each 
standard  metropolitan  statistical  area  contains 
at  least  one  central  city  of  50,000  or  more 
people,  together  with  surrounding  areas  which 
are  linked  economically  to  the  city. 

The  largest  population  growth  in  the  Great 


workouts  but  never  wins  a race. 

Within  the  scope  of  any  discussion  about  qual- 
ity of  medical  care,  one  wonders  at  the  studied 
disregard  of  the  many  communities  in  our  State 
that  are  without  any  medical  care  or  with  too 
few  doctors  to  cover  the  area’s  basic  needs  ade- 
quately. If  the  school  and  the  medical  educator 
are  genuinely  interested  in  medical  care  quality 
one  would  expect  some  reasonable  effort  to  cor- 
rect this  glaring  and  obvious  deficiency. 

Most  disturbing  to  the  majority  of  doctors  is 
their  growing  conviction  that  the  teaching 
centers  have  developed  a total  interest  in  the 
involved  medical  problem  at  the  expense  and  at 
times  the  neglect  of  the  individual.  For  many 
years  we  have  heard  sneering  references  to  the 
practitioner  and  “shotgun  therapy”;  certainly 
this  writer  has  no  desire  to  defend  such  thera- 
peusis,  but  we  must  admit  it  seems  less  repre- 
hensible than  “shotgun  diagnostic  tests”  and  is 
considerably  less  expensive. 

WRC 


Lakes  region  was  in  the  Lorain-Elyria  area 
which  showed  an  increase  of  46.8  per  cent  dur- 
ing the  decade.  Smallest  relative  growth  oc- 
curred in  the  Duluth-Superior,  Erie,  Toledo, 
and  South  Bend  areas  where  population  in- 
creases ranged  from  9.4  to  16.4  per  cent,  com- 
pared with  an  18.5  per  cent  rise  for  the  country 
as  a whole. 

According  to  the  statisticians,  the  nonwhite 
population  in  every  standard  metropolitan 
area  around  the  Great  Lakes  grew  much  more 
rapidly  than  the  white  population.  In  all  the 
areas  together,  increases  for  both  groups  were 
67.7  and  18.2  per  cent,  respectively.  Much 
of  the  nonwhite  population  growth  was  attrib- 
uted to  migration. 
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Medical  Meetings 


Clinical  psychiatry  meeting 

The  New  York  Society  for  Clinical  Psychi- 
atry; New  York  County  District  Branch, 
American  Psychiatric  Association,  will  hold  its 
regular  meeting  on  March  14  at  8:30  p.m.  at  the 
New  York  State  Psychiatric  Institute,  722 
West  168th  Street,  New  York  City. 

Howard  P.  Roffwarg,  M.D.,  will  speak  on 
“Sleep-Dream  Patterns  in  Relation  to  Matura- 
tional  and  Environmental  Influences.”  The 
discussant  will  be  Charles  Fisher,  M.D.,  by 
invitation. 

American  College  of  Physicians 

The  American  College  of  Physicians  will  meet 
in  Denver,  Colorado,  April  1 through  5 for  its 
44th  annual  session. 

The  diagnosis  and  treatment  of  internal 
diseases  will  be  discussed,  including  lectures, 
panel  discussions,  hospital  clinics,  color  tele- 
vision presentations,  and  sessions  on  basic 
medical  sciences  and  clinical  investigation. 

Tropical  dermatology 

The  next  meeting  of  the  International  Com- 
mittee of  Tropical  Dermatology  will  be  held  on 
April  21  in  conjunction  with  the  Congress  of 
the  Deutsche  Dermatologische  Gesellschaft, 
and  the  Schweizerischen  GelseUschaft  fur  Der- 
matologie  und  Venereologie  which  takes  place 
April  17  through  20  in  Zurich,  Switzerland. 

The  International  Committee  of  Tropical 
Dermatology  was  formed  to  prepare  arrange- 
ments for  the  First  Congress  of  the  International 
Society  of  Tropical  Dermatology  scheduled  for 
June  8 through  13,  1964,  in  Naples,  Italy. 
Frederick  Reiss,  M.D.,  New  York  City,  was 
elected  chairman  of  the  committee,  composed 
of  16  members. 

Tbe  foUowing  topics  have  been  proposed: 
leprosy,  fungus  diseases,  leishmaniasis,  trepone- 
matoses,  dermatologic  geographic  ecology,  ony- 
choses, photodermatoses,  and  deficiency  diseases 
of  the  skin. 

Academy  of  Psychoanalysis 

The  Academy  of  Psychoanalysis  will  hold  its 
two-day  annual  meeting  at  the  Hotel  Ambassa- 
dor, St.  Louis,  Missouri,  on  May  4 and  5. 

Among  the  1962-1963  officers  and  trustees  of 
the  Academy  are:  Sandor  Rado,  M.D.,  New 
York  City,  president;  Alfred  H.  Rifkin,  M.D., 
New  York  City,  secretary;  Joseph  H.  Merin, 
M.D.,  New  York  City,  past-secretary;  Earl  G. 
Witenberg,  M.D.,  New  York  City,  treasurer; 


and  Irving  Bieber,  M.D.,  New  York  City; 
Lilly  Ottenheimer,  M.D.,  New  York  City;  and 
Montague  Ullman,  M.D.,  Brooklyn,  trustees. 

Inquiries  about  the  meeting  should  be  ad- 
dressed to  Alfred  H.  Rifkin,  M.D.,  secretary. 
The  Academy  of  Psychoanalysis,  125  East  65th 
Street,  New  York  21,  New  York. 

World  rehabilitation  congress 

The  ninth  world  congress  of  the  International 
Society  for  Rehabilitation  of  the  Disabled  will 
be  held  in  Copenhagen,  Denmark,  June  23  to  29. 

The  theme  of  the  congress  will  be  “Disability 
— Prevention  and  Rehabilitation.”  Partici- 
pants win  consider  the  causation,  frequency, 
and  prevention  of  accidents;  the  vocational 
capacity  and  employment  opportunities;  the 
influence  of  social  and  insurance  systems;  and 
the  transportation  problems  of  the  handicapped. 

Three  awards  of  $2,500  each,  provided  by 
the  Albert  and  Mary  Lasker  Foundation,  for 
recognition  of  distinguished  accomplishments 
in  the  field  of  international  rehabilitation  will 
be  presented  at  the  congress.  Reader’s  Digest 
International  Rehabilitation  awards  totaling 
$6,500  will  be  presented  to  organizations  which 
have  made  the  most  substantial  progress  in 
creating  and  expanding  rehabilitation  programs 
within  their  communities  during  1961—1962. 

Further  information  concerning  the  program 
of  the  congress,  registration,  and  lodgings  may 
be  obtained  from  the  world  headquarters  of  the 
International  Society,  701  First  Avenue,  New 
York  17,  New  York;  or  from  the  Society  and 
Home  for  Cripples,  34  Esplanaden,  Copen- 
hagen K,  Denmark. 

American  Academy  of  Physical  Medicine 
and  Rehabilitation 

The  annual  meeting  of  the  American  Academy 
of  Physical  Medicine  and  Rehabilitation  will 
be  held  on  August  26  at  the  Sheraton-Dallas 
Hotel,  Dallas,  Texas. 

Communications  pertaining  to  the  meeting 
should  be  addressed  to  Max  K.  Newman,  M.D., 
president,  American  Academy  of  Physical 
Medicine  and  Rehabilitation,  30  North  Michi- 
gan Avenue,  Chicago  2,  Illinois. 

American  Cancer  Society 

The  American  Cancer  Society  will  hold  its 
1963  scientific  session,  a conference  on  “Unusual 
Forms  and  Aspects  of  Cancer  in  Man,”  at  the 
Biltmore  Hotel,  New  York  City,  October  21 
and  22. 
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Medical  Neivs 


Medical  reporting  awards 

The  fourth  annual  Empire  State  awards  for 
excellence  in  medical  reporting  will  he  made  at 
the  annual  meeting  of  the  Medical  Society  of 
the  State  of  New  York  in  New  York  City  in 
May. 

A $500  award  will  go  to  a reporter  working  for 
a newspaper  with  50,000  or  more  circulation  and 
another  $500  award  to  a reporter  on  a paper 
under  50,000  circulation.  Both  awards  are 
sponsored  by  the  Medical  Society  of  the  State 
of  New  York  and  Annual  Health  Conference 
Inc.,  on  behalf  of  the  New  York  State  Depart- 
ment of  Health. 

The  awards  were  established  to  encourage  the 
further  development  of  sound  medical  reporting 
in  New  York  State  and  to  recognize  the  sig- 
nificant contributions  to  public  knowledge  and 
understanding  of  health  and  medicine  made  by 
reporters  and  newspapers  in  New  York  State. 

Judges  for  the  award  will  be  designees  of  the 
Medical  Society  of  the  State  of  New  York,  New 
York  State  Department  of  Health,  New  York 
State  Society  of  Newspaper  Editors,  National 
Association  of  Science  Writers  Inc.,  and  Annual 
Health  Conference  Inc. 

New  York  physicians  at  medical  assembly 

Three  physicians  from  New  York  State 
participated  in*  the  74th  annual  meeting  of  the 
Mid-South  Postgraduate  Medical  Assembly 
which  was  held  February  12  through  15  in 
Memphis,  Tennessee. 

Robert  Turell,  M.D.,  New  York  City,  as- 
sociate professor  of  clinical  surgery  (proctology) 
at  the  Albert  Einstein  College  of  Medicine, 
spoke  on  “Common  Anorectal  Procedures  Man- 
aged in  the  Office”  and  “The  Cancer  Potential 
of  Colorectal  Adenomas.” 

Edward  C.  Hughes,  M.D.,  Syracuse,  pro- 
fessor of  obstetrics  and  gynecology  at  the  State 
University  of  New  York  Upstate  Medical  Cen- 
ter, discussed  “Functional  Ovarian  Tumors” 
and  “The  Cervix:  Its  Importance  in  Sterility, 
Pregnancy,  and  Cancer.” 

Victor  F.  Marshall,  M.D.,  New  York  City, 
professor  of  urological  surgery,  Cornell  Univer- 
sity Medical  College,  spoke  on  “Pyuria  in 
Childhood”  and  “Management  of  Stress  In- 
continence in  Women.” 

Burma  position  offered 

An  opportunity  exists  for  a young  American 
general  practitioner  with  an  interest  in  surgery 
to  work  with  the  famed  Burma  surgeon,  Gordon 


S.  Seagrave,  M.D.,  at  his  250-bed  hospital  in 
Namkham,  Burma. 

Minimum  appointment  is  for  two  years. 
With  satisfaction  an  extended  tenure  would  be 
encouraged. 

The  candidate  should  be  an  American  citizen 
of  any  race  or  religion,  but  his  age  should  not 
exceed  forty.  He  may  be  married  or  single.  If 
married  to  a trained  nurse,  there  would  be  an  im- 
portant place  for  her  in  the  nurses  training  pro- 
gram. If  married  to  a school  teacher,  there 
would  be  an  opportunity  for  her  to  teach  in  the 
secondary  school  on  the  hospital  compound. 

Extensive  experience  is  not  a requirement,  but 
graduation  from  an  “A”  class  medical  school  is. 
Professional  practice  at  the  Namkham  Hospital 
is  intensive,  widely  varied,  and  often  rare  to 
Western  medical  experience. 

The  candidate  must  be  prepared  to  leave  for 
Burma  not  later  that  Spring,  1963,  or  sooner, 
depending  on  issuance  of  his  visa,  so  that  his  ap- 
pointment can  overlap  that  of  the  American 
doctor  now  serving  the  program. 

This  appointment  offers  a modest  salary  per 
annum.  Travel  expenses  and  Western-style 
housing  will  be  provided. 

Anyone  interested  should  contact:  American 
Medical  Center  for  Burma,  Inc.,  6 Penn  Center 
Plaza,  Philadelphia  3,  Pennsylvania,  stating  his 
qualifications. 

American  Medical  Writers’  Association 

Persons  interested  in  medical  writing,  educa- 
tional processes,  editing,  publishing,  or  any 
other  aspects  of  medical  communication  are  in- 
vited to  join  the  American  Medical  Writers’ 
Association. 

AMWA  is  a twenty-year-old  national  pro- 
fessional society  of  editors  and  publishers  in 
the  field  of  medicine,  dentistry,  nursing,  and 
allied  professional  groups;  writers  and  editors 
associated  with  hospitals,  pharmaceutical  com- 
panies, foundations,  publishing  houses,  and 
advertising  agencies;  and  many  physicians  in- 
terested in  problems  of  medical  communications. 

AMWA  stages  an  annual  convention,  pro- 
vides a medical  manuscript  editing  service  and 
a national  placement  service  for  members, 
grants  awards  and  certificates  for  outstanding 
accomplishments  in  medical  writing  and  editing, 
judges  medical  writing  contests,  maintains  a 
roster  of  lecturers  on  medical  writing,  and  offers 
scholarships  for  people  contemplating  a career  in 
this  field. 

Interested  persons  should  contact  the  na- 
tional office  at  250  West  57th  Street,  New  York 
19,  New  York. 
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The  Lighthouse 

An  all-day  program  marking  the  tenth  an- 
niversary of  The  Lighthouse  Low  Vision  Lens 
Service  wUl  be  held  at  the  Plaza  Hotel,  New 
York  City,  on  April  1. 

Featured  speaker  at  the  luncheon  program 
will  be  George  N.  Wise,  M.D.,  professor  of 
ophthalmology  at  the  New  York  University 
Medical  Center,  and  chairman  of  the  medical 
advisory  committee  of  the  New  York  State 
Commission  for  the  Blind. 

Technics  in  testing,  eye  pathology,  the  fol- 
low-up program,  and  the  partially-sighted 
adult-and-a-job  will  be  analyzed  by  staff  and 
directors  of  The  Lighthouse  and  the  Low  Vision 
Lens  Service  Clinic. 

The  Service  prescribes  visual  aids  for  partially 
sighted  persons  to  give  them  the  maximum  use 
of  their  residual  vision.  In  the  course  of  the 
years,  close  to  4,000  partially  sighted  men, 
women,  and  children  have  benefitted  from  this 
service. 

Advances  in  medicine  course 

A postgraduate  course  entitled  “Recent  Ad- 
vances in  Medicine”  will  be  held  at  The 
Rochester  General  Hospital,  Westside  Division, 
Rochester,  New  York,  on  April  4. 

Steven  O.  Schwartz,  M.D.,  Chicago,  Illinois, 
professor  of  medicine  at  Northwestern  Univer- 
sity, win  be  the  lecturer. 

A full  program  may  be  obtained  by  writing  to 
Ralph  Parker,  M.D.,  medical  director  of  the 
Rochester  Regional  Hospital  Council,  154  East 
Avenue,  Rochester  4,  New  York,  or  to  Charles 
LeRoy  Steinberg,  M.D.,  c/o  The  Rochester 
General  Hospital,  501  West  Main  Street, 
Rochester  8,  New  York. 

American  Institute  for  Psychoanalysis 

The  American  Institute  for  Psychoanalysis 
wUl  offer  a five-session  orientation  course  in  the 
theory  and  practice  of  psychoanalysis  beginning 
March  19. 

The  course  wUl  be  given  by  members  of  the 
faculty  of  the  American  Institute  for  Psycho- 
analysis during  the  spring  semester  at  the  Karen 
Homey  Clinic  Budding,  329  East  62nd  Street, 
New  York  City.  The  lectures  will  be  given  on 
Tuesday  evenings  at  8 : 30  p.m. 

Psychiatric  interns  and  residents  of  A.M.A.- 
approved  hospitals  are  eligible  to  apply  for  this 
course,  which  is  open  to  them  without  fee. 

Each  evening  wUl  be  focused  on  one  aspect  of 
psychoanalytic  therapy.  This  includes  the  con- 
duct of  the  initial  interview,  the  obtaining  and 
utUization  of  the  history  material,  therapeutic 
process,  the  dynamics  of  an  individual  session, 
the  analytic  relationship,  and  the  understanding 
of  dreams.  Clinical  examples  wUl  be  used  to  U- 
lustrate  fundamental  principles.  Part  of  each 
evening  wiU  be  devoted  to  questions  and  dis- 
cussion. 

For  application  write  to  the  dean,  Harold 
Kelman,  M.D.,  American  Institute  for  Psycho- 


analysis, 329  East  62nd  Street,  New  York  21, 
New  York. 

Association  for  the  Advancement 
of  Psychoanalysis 

The  Association  for  the  Advancement  of 
Psychoanalysis  wUl  present  the  eleventh  annual 
Karen  Homey  Memorial  Lecture  on  Thursday, 
March  28,  at  8 : 30  p.m.  in  Hosack  HaU,  The  New 
York  Academy  of  Medicine,  Fifth  Avenue  amd 
103rd  Street,  New  York  City.  The  guest 
lecturer.  Dr.  Abraham  H.  Maslow,  chairman  of 
the  Department  of  Psychology,  Brandeis  Uni- 
versity, will  speak  on  “The  Fusion  of  Fact  and 
Value.” 

Reservations  for  this  event  may  be  obtained 
by  writing  or  calling  the  Association  for  the 
Advancement  of  Psychoanalysis,  329  East  62nd 
Street,  New  York  City,  PLaza  2-5267. 

Course  in  nasal  surgery 

An  introductory  course  in  “Expanded  Surgery 
of  the  Nasal  Septum  and  Closely  Related  Struc- 
tures” will  be  presented  at  the  Medical  College 
of  Virginia,  Richmond,  April  28  through  May  1. 

The  course  wiU  consist  of  lectures,  laboratory 
and  surgical  demonstrations  emphasizing  pri- 
marily the  maxUla-premaxUla  approach  to 
nasal  septum  surgery,  examination  and  diagnosis 
of  nasal  form  and  function,  variations  of  septum 
operations,  medical  and  lateral  osteotomies, 
mobilizing  and  modifying  the  nasal  pyramid, 
treatment  of  nasal  fractures,  repair  of  septum 
perforations,  and  surgical  management  of  nasal 
atrophy,  atrophic  rhinitis,  and  ozena  (endonasal 
microplasty) . 

The  program  wiU  be  under  the  sponsorship  of 
the  Department  of  Otolaryngology  with  the  co- 
operation of  the  American  Rhinologic  Society. 

Richard  B.  Hadley,  M.D.,  Rye,  New  York, 
wiU  be  on  the  instructor  staff. 

A preliminary  program  of  other  information 
may  be  obtained  from  Kinloch  Nelson,  M.D., 
director,  continuation  education  program,  Medi- 
cal CoUege  of  Virginia,  1200  East  Broad  Street, 
Richmond,  Virginia,  or  American  Rhinologic 
Society,  530  Hawthorne  Place,  Chicago,  Illinois. 

International  course  in  nasal  surgery 

Forty-five  specialists  in  rhinology  from  the 
United  States,  Mexico,  Scotland,  Australia, 
Israel,  France,  and  The  Netherlands  wiU  con- 
stitute the  invited  faculty  for  the  fifth  inter- 
national postgraduate  course  in  reconstructive 
surgery  of  the  nasal  septum  and  external  pyra- 
mid, to  be  presented  at  the  University  of  Leiden, 
The  Netherlands,  July  14  through  27. 

The  course,  presented  with  the  cooperation  of 
the  American  Rhinologic  Society,  will  include 
lectures,  surgical  demonstrations,  laboratory 
exercises,  and  workshop  exhibits.  The  role  of 
allergy  in  nasal  surgery  will  receive  special  at- 
tention. English  will  be  the  official  language. 
Class  membership  is  limited. 

For  further  information  write  to  Prof.  H.  A. 
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E.  van  Dishoeck,  University  of  Leiden, 
Academisch  Ziekenhuis,  Leiden,  The  Nether- 
lands; or  the  American  Rhinologic  Society,  530 
Hawthorne  Place,  Chicago  13,  Illinois. 

Gynecologic  pathology  and  culdoscopy 

The  Department  of  Obstetrics  and  Gynecol- 
ogy of  the  New  York  Medical  College  an- 
nounces two  postgraduate  courses  to  be  held  at 
The  Metropolitan  Hospital,  First  Avenue  at 
97th  Street,  New  York  City. 

A course  in  gynecologic  pathology  will  be 
given  twice  weekly  March  25  through  April  18 
under  the  direction  of  Alexander  Sedlis,  M.D. 
This  course  is  designed  as  a refresher  for  those 
planning  to  take  specialty  board  examinations. 
Both  gross  and  microscopic  material  will  be 
presented.  Students  must  bring  their  own 
microscopes. 

A course  in  culdoscopy  will  be  given  April  25 
through  27  under  the  direction  of  Albert  Decker, 
M.D.  This  offers  a review  of  the  current  role  of 
culdoscopy  in  gynecologic  diagnosis.  Emphasis 
is  placed  on  indications,  contraindications,  and 
technics.  Students  will  have  the  opportunity  of 
actually  performing  the  procedure  under  the 
supervision  of  Dr.  Decker. 

Enrollment  for  both  courses  is  limited. 

For  further  information,  write  to:  Martin  L. 
Stone,  M.D.,  chairman.  New  York  Medical 
College,  1249  Fifth  Avenue,  New  York  29,  New 
York. 

Gynecologic  problems 

Office  care  and  certain  minor  surgical  pro- 
cedures will  be  emphasized  in  the  postgraduate 
course,  gynecologic  problems  in  private  practice, 
to  be  given  at  the  Medical  College  of  Georgia, 
March  12  through  14. 

The  course  will  also  include  functional  and 
endocrine  disturbances  and  certain  aspects  of 
infertility. 

Each  course  is  acceptable  for  eighteen  hours 
credit  by  the  American  Academy  of  General 
Practice.  Registration  is  limited  to  a small 
group  for  close  faculty-participant  communica- 
tion. Registration  fee  is  $50.  Application  can 
be  made  by  contacting  Claude-Starr  Wright, 
M.D.,  director.  Department  of  Continuing 
Education,  Medical  College  of  Georgia, 
Augusta,  Georgia. 

Pediatric  refresher  courses 

Intensive  refresher  courses  in  pediatrics  are 
being  offered  at  the  University  of  Buffalo  School 
of  Medicine  under  the  sponsorship  of  the  Medi- 
cal Society  of  the  State  of  New  York  and  the 
Bureau  of  Maternal  and  Child  Health,  New 
York  State  Department  of  Health.  These 
courses,  designed  especiedly  to  meet  the  needs 
of  general  practitioners,  will  be  held  May  13 
through  17  and  June  3 through  7. 

The  courses  will  be  a review  of  principles  and 
recent  developments  in  diagnosis  and  treatment 
of  pediatric  disorders  and  in  the  care  of  the  well 


child.  All  teaching  will  be  done  by  the  faculty 
of  the  University  of  Buffalo  School  of  Medicine 
under  the  immediate  supervision  of  Mitchell  I. 
Rubin,  M.D.,  chairman  of  the  Department  of 
Pediatrics.  Lectures,  informal  discussions,  and 
ward  rounds  are  conducted  daily,  and  the 
physicians  attending  will  participate  in  the  daily 
admission  conferences  at  which  all  children  ad- 
mitted to  the  Buffalo  Children’s  Hospital  on  the 
previous  day  are  discussed  in  some  detail  before 
laboratory  and  x-ray  studies  are  available. 

Registration  fee  is  $5.00,  check  to  be  made  out 
to  the  University  of  Buffalo.  Tuition  for  each 
physician  enrolled  in  the  course  is  paid  by  the 
New  York  Department  of  Health.  In  addition, 
a stipend  is  provided  to  physicians  conducting 
child  health  conferences  or  public  health  clinics 
or  employed  as  school  physicians  by  boards  of 
education  or  departments  of  health.  Applica- 
tion for  enrollment  in  either  of  these  two  courses 
must  be  made  prior  to  May  1.  Request  to  enroll 
in  either  of  these  two  courses  may  be  made  to 
the  offices  of  county  or  city  departments  of 
health  or  to  district  health  officers. 

Pediatrics  course 

The  Children’s  Hospital  of  Philadelphia 
announces  a five-day  refresher  course  in  pedi- 
atrics for  pediatricians  and  general  practi- 
tioners to  be  held  May  27  through  31. 

The  curriculum  will  consist  of  lectures  and 
clinics  given  by  members  of  the  staff,  in  selected 
aspects  of  contemporary  pediatrics  in  which 
important  advances  are  being  made. 

Further  information  may  be  obtained  from 
Children’s  Hospital  of  Philadelphia,  Post 
Graduate  Education  Committee,  1743  Bain- 
bridge  Street,  Philadelphia  46,  Pennsylvania. 

Postgraduate  convention 

The  thirty-first  annual  alumni  postgraduate 
convention,  sponsored  by  the  Alumni  Associa- 
tion, School  of  Medicine,  Loma  Linda  Univer- 
sity, will  be  held  in  Los  Angeles  March  3 through 
7. 

Refresher  courses,  taught  by  the  medical 
school  faculty,  in  the  fields  of  surgery,  internal 
medicine,  otolaryngology,  ophthalmology,  pe- 
diatrics, obstetrics,  and  gynecology,  will  be 
given  at  the  White  Memorial  Medical  Center, 
1720  Brooklyn  Avenue,  Los  Angeles,  California. 
Category  I credit  will  be  granted  for  these 
courses  by  the  American  Academy  of  General 
Practice.  The  scientific  assembly  will  be  held 
at  the  Ambassador  Hotel  March  5 through  7. 

Registration  may  be  arranged  by  writing  to 
the  Alumni  Association,  316  North  Bailey 
Street,  Los  Angeles  33,  California. 

A.M.A.  Medicolegal  symposium 

The  medicolegal  problems  of  hypnosis  and 
the  legal  aspects  of  the  use  of  investigational 
drugs  wfil  be  among  the  topics  discussed  at  the 
American  Medical  Association’s  national  medi- 
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colegal  symposium  March  8 and  9 in  Miami 
Beach,  Florida. 

Sponsored  by  the  A.M.A.’s  legal  and  socio- 
economic division,  the  two-day  meeting  at  the 
Americana  Hotel  will  feature  three  trial  demon- 
strations in  which  outstanding  medical  experts, 
attorneys,  and  jurists  will  dramatize  their  real- 
life  roles. 

Lawrence  I.  Kaplan,  M.D.,  New  York  City, 
will  be  among  the  participants  in  the  trial 
demonstrations. 

Other  topics  to  be  discussed  are  “Legal  Right 
of  Physicians  to  Hospital  Privileges,”  “Present 
Medicolegal  Status  of  the  Electroencephalo- 
gram,” “Tax  Developments  Affecting  Physicians 
and  Attorneys,”  “Fees — Splitting,  Referred, 
Contingent,”  “Potential  Liability  Resulting 
from  Hospital  Formulary  System,”  and  “Con- 
sent to  Treatment.” 

Registration  cards  may  be  obtained  from  C. 
Joseph  Stetler,  Legal  and  Socioeconomic  Divi- 
sion, American  Medical  Association,  535  North 
Dearborn  Street,  Chicago  10,  Illinois. 

Pan-American  Academy  of  General  Practice 

The  twenty-eighth  annual  dinner  of  the 
Pan-American  Academy  of  General  Practice 
will  be  held  in  the  banquet  hall  of  the  Grand 
Street  Boys  Club  Association,  106  West  55th 
Street,  New  York  City,  on  April  17. 

Gold  Key  Award  citations  will  be  made  to 
Andrea  Saccone,  M.D.,  William  B.  Snow,  M.D., 
and  Robert  Gutierrez,  M.D.,  all  of  New  York 
City. 

Reservations  may  be  made  by  contacting 
Lopez  de  Victoria,  M.D.,  at  245  East  17th 
Street,  New  York  3,  New  York. 

Supervision  of  hospitals 

A better  system  of  State  supervision  and 
inspection  of  1,600  hospitals,  nursing  homes,  and 
other  adult  institutions  that  serve  more  than  4 
mUlion  citizens  annually  has  been  announced  by 
the  State  Board  of  Social  Welfare. 

The  Board  said  the  State  services  were  being 
strengthened  by  adding  five  consultant  positions 
to  the  Bureau  of  Adult  Institutions  of  the 
State  Department  of  Social  Welfare  and  15  to 
the  field  staff. 

The  1,600  facilities  serve  approximately  4 
million  hospital  and  dispensary  patients  and 
40,000  aged  persons  in  private  homes  for  the 
aged,  public  homes  and  infirmaries,  and  nursing 
homes. 

Under  the  staff  expansion  plan,  by  April  the 
supervisory  field  staff  of  the  Department  will 
have  been  increased  from  29  to  44.  The 
expansion  became  necessary  primarily  because 
the  Department’s  supervisory  program  has 
been  understaffed  and  therefore  has  not  kept 
pace  with  the  rapid  development  and  growing 
complexity  of  the  hospital  economy  of  the 
State,  which  today  is  providing  for  800,000 
more  patients  annually  than  it  did  ten  years  ago. 

At  present  there  are  six  representatives  in  the 
Department’s  Albany  area  office,  four  in  Buf- 


falo, four  in  Rochester,  six  in  Syracuse,  nine  in 
New  York  City,  and  eight  in  the  New  York 
City  suburban  area  office. 

Poliomyelitis  vaccines 

After  careful  re-evaluation  of  all  previously 
reported  cases  and  all  newly  reported  cases  of 
polio-like  illness  following  administration  of  oral 
poliovaccine  in  nonepidemic  areas.  Surgeon 
General  Luther  L.  Terry  and  his  Advisory 
Committee  on  Oral  Poliomyelitis  Vaccine 
recommended  on  December  18,  1962,  that 
communities  planning  immunization  campaigns 
against  poliomyelitis  “are  urged  to  move  ahead, 
using  all  three  virus  types  of  Sabin  oral  vaccine 
with  particular  emphasis  on  children  and  young 
adults.”  The  Committee  on  Control  of  In- 
fectious Diseases  of  the  American  Academy 
of  Pediatrics  supports  this  recommendation 
and  advises  resumption  of  Type  III  oral  polio- 
vaccine  programs. 

As  stated  by  the  Surgeon  General’s  com- 
mittee, the  maximum  potential  risk  for  Types  I 
and  HI  is  of  the  order  of  one  per  million  or  less 
over-all,  but  higher  for  those  over  thirty  years  of 
age.  For  Type  II  there  is  no  indication  of  risk. 

Correction  of  offenders 

A program  to  train  psychiatric  residents  in 
the  correctional  process  and  the  rehabilitation 
of  offenders  will  be  conducted  by  the  New  York 
City  Department  of  Correction  and  the  New 
York  City  Community  Mental  Health  Board, 
with  the  cooperation  of  the  New  York  State 
Department  of  Mental  Hygiene,  the  depart- 
ments have  announced  jointly. 

Under  the  program,  17  psychiatric  residents 
will  work  one  day  a week  at  the  Department  of 
Correction’s  Riker’s  Island  facility,  where  each 
will  be  assigned  the  case  of  an  inmate.  The 
residents  will  conduct  individual  sessions  with 
the  inmates  and  receive  classroom  instruction  in 
correctional  psychiatry.  Instructors  for  the 
program  have  been  drawn  from  members  of  the 
faculty  of  the  New  York  School  of  Psychiatry. 

Society  of  Internal  Medicine 

Jacob  Freid,  Ph.D.,  chairman  of  the  Depart- 
ment of  Political  Science,  Senior  College  of  the 
New  School  of  Social  Research,  will  be  the  lunch- 
eon speaker  at  the  March  2 meeting  of  the  New 
York  State  Society  of  Internal  Medicine  held  at 
the  Americana  Hotel,  New  York  City. 

Dr.  Freid  is  the  former  head  of  the  Moscow 
desk.  Office  of  War  Information,  cable  and 
wireless  division,  and  was  a member  of  the 
U.S.  State  Department  during  World  War  II. 
His  topic  will  be  “The  Soviets,  Problem  Chil- 
dren in  a Thermonuclear  War.” 

New  York  Heart  Association 

The  New  York  Heart  Association  held  its 
all-day  conference  on  infectious  diseases  of  the 


738  New  York  State  Journal  of  Medicine  / March  1,  1963 


heart  and  circulation  on  January  22  at  the 
Waldorf-Astoria  Hotel,  New  York  City. 

Nationally  known  authorities  discussed  the 
latest  developments  in  the  diagnosis,  treatment, 
amd  management  of  bacterial  endocarditis, 
viral  infections,  and  rheumatic  fever. 

The  conference  was  the  ninth  sponsored  by 
the  New  York  Heart  Association.  It  high- 
lighted the  Association’s  professional  education 
program  which  is  designed  to  disseminate 
specialized  information  to  members  of  the 
medical  and  professional  community. 

Anesthesia  postgraduate  course 

The  third  Connecticut  postgraduate  an- 
esthesia seminar  will  be  presented  by  the 
Connecticut  State  Society  of  Anesthesiologists 
at  the  Hunt  Memorial,  230  Scarborough  Street, 
Hartford,  Connecticut,  May  10  and  11.  The 
theme  will  be  “pH,  Acid-Base,  and  Metabolic 
Problems  in  Anesthesia.” 

For  further  information  contact;  Committee 
on  Postgraduate  Education,  Connecticut  State 
Society  of  Anesthesiologists,  c/o  David  M. 
Little,  Jr.,  M.D.,  125  Walbridge  Road,  West 
Hartford  7,  Connecticut. 

Gastroenterology  course 

A postgraduate  course  in  Recent  Advances  in 
Gastroenterology  will  be  given  May  27  through 
29  in  San  Francisco  by  the  American  Gastro- 
enterological Association  in  cooperation  with 
the  University  of  California  School  of  Medicine 
and  Continuing  Education  in  Medicine  and 
Health  Sciences.  This  will  be  the  third  tri- 
ennial course  of  this  type  to  be  offered  by  the 
Association.  To  be  held  at  the  University  of 
California  Medical  Center,  the  course  precedes 
the  annual  meeting  of  the  American  Gastro- 
enterological Association,  May  30  through  June 
1 at  the  Fairmont  Hotel,  San  Francisco. 

The  purpose  of  the  course  is  to  summarize  the 
advances  in  gastroenterology  that  have  come 


about  in  the  preceding  three  years. 

The  fee  is  $50  for  nonmembers  of  the  Associa- 
tion and  $35  for  members. 

Further  information  may  be  obtained  from 
John  R.  Gamble,  M.D.,  655  Sutter  Street,  San 
Francisco  2,  California. 

Personalities 

Elected.  Frederick  Reiss,  M.D.,  New  York 
City,  secretary-general  of  the  International 
Society  of  Tropical  Dermatology,  as  honorary 
member  of  the  Brazilian  Society  of  Dermatology. 

Awarded.  Anthony  C.  CipoUaro,  M.D.,  chair- 
man of  the  executive  committee  of  the  New 
York  City  Cancer  Committee  of  the  American 
Cancer  Society,  Inc.,  the  1961  Clement  Cleve- 
land Award  for  his  “outstanding  contribution  to 
cancer  educational  work  during  the  year  . . . Ed- 
mund Prince  Fowler,  M.D.,  New  York  City,  the 
National  Distinguished  Service  Award  at  the 
annual  meeting  of  the  American  Hearing 
Society  in  recognition  of  his  continuous  con- 
tribution to  otologic  research  and  for  a life-time 
of  service  to  his  fellowman. 

Speakers.  A.  W.  Martin  Marino,  Jr.,  M.D., 
Brooklyn,  before  the  Brooklyn  Cancer  Com- 
mittee of  the  American  Cancer  Society  on 
January  18  on  colon  and  rectal  cancer  . . . Ber- 
nard Rogoff,  M.D.,  New  York  City,  before  the 
Memphis  and  Shelby  County  (Tennessee) 
Medical  Society  on  January  15  on  “Diagnosis 
and  Management  of  Childhood  Rheumatoid 
Arthritis.” 

Honored.  George  T.  Pack,  M.D.,  New  York 
City,  as  honorary  professor  of  surgery  in  the 
University  of  Zulia,  in  Maracaibo,  Venezuela, 
and  as  honorary  member  of  the  Venezuelan 
Surgical  Society. 

Died.  Mrs.  Laura  G.  Rubin,  executive  secre- 
tary of  the  National  Committee  for  Resettle- 
ment of  Foreign  Physicians,  New  York  City. 


AnnOUnCGm6nt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  is  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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Abstracts 


Lanphier,  E.  H.,  and  Gillen,  H.  W.:  Man- 
agement of  sports  diving  accidents,  New  York 
State  J.  Med.  63:  667  (Mar.  1)  1963. 

Adequate  education  and  medical  examination 
are  essential  in  the  prevention  of  diving  acci- 
dents. Even  diving  without  the  use  of  breath- 
ing apparatus  can  result  in  accidents  such  as  loss 
of  consciousness  and  drowning  as  a result  of 
overzealous  breath-holding.  In  diving  with 
scuba,  air  embolism  and  decompression  sick- 
ness are  of  especial  importance  because  death  or 
permanent  disability  may  result  if  they  are  not 
recognized  and  treated  promptly.  In  both  con- 
ditions gas  bubbles  in  the  body  are  responsible 
although  the  mechanisms  and  usual  signs  and 
symptoms  are  different.  Adequate  treatment 
requires  a recompression  chamber;  however, 
such  facilities  are  not  widely  available. 

Jampol,  M.  L.,  and  Shahidi,  F.:  Prognosis 
in  homologous  serum  hepatitis.  New  York 
State  J.  Med.  63:  672  (Mar.  1)  1963. 

Of  41  cases  of  homologous  serum  hepatitis, 
13  were  transmitted  by  blood  transfusion,  22  by 
intravenous  injection  of  narcotics  or  ampheta- 
mine, and  6 by  cosmetic  tattooing  There  was 
1 death  in  the  post-transfusion  group.  The 
duration  of  hospitalization  was  related  to  the 
severity  of  illness.  Thirty  patients  were  afebrile, 
10  had  a low-grade  fever,  and  1 had  fever  above 
101  F.  Serum  bilirubin,  alkaline  phosphatase, 
and  thymol  and  zinc  turbidity  tests  were  useful 
in  diagnosis  and  in  following  the  course  of  the 
disease.  The  severity  of  homologous  serum 
hepatitis  depends  on  the  amount  of  blood  in- 
troduced. The  illness  following  blood  trans- 
fusion was  far  more  serious  than  that  following 
tattooing  or  intravenous  injections  with  un- 
sterilized needles. 

Messinger,  S.,  and  Sanes,  S.:  Cytologic 

diagnosis  of  adenocarcinoma  from  examination 
of  sputum.  New  York  State  J.  Med.  63: 
678  (Mar.  1)  1963. 

Nine  cases  are  presented  in  which  adeno- 
carcinoma of  the  bronchopulmonary  tree  was 
predicted  correctly  by  cytologic  examination  of 
the  sputum.  The  paraffin  section  method  with 
hematoxyhn-eosin  stain  permits  the  finding  of 
diagnostic  acinar  or  glandular  structures  which 
might  be  broken  up  and  spread  apart  by  the 
smear  method. 

Krueger,  E.  G.:  Emergency  management  of 
spinal  injuries.  New  York  State  J.  Med.  63: 
682  (Mar.  1)  1963. 


The  most  satisfactory  method  for  transport 
of  the  patient  with  a spinal  injury  is  the  all- 
purpose radiotranslucent  stretcher.  In  deter- 
mining the  positioning  of  the  patient  one  should 
avoid  any  movement  in  a lateral  or  anterior 
direction,  and  corrective  positioning  of  the  spine 
for  transportation  and  definitive  treatment 
should  be  undertaken  with  a clear  understanding 
of  the  mechanism  of  the  force  which  produced 
the  injury.  In  cervical  fractures  and  dis- 
locations, a traction  neck  brace  may  be  used. 
Specific  indications  for  emergency  laminectomy 
in  closed  spine  injiuries  include  paralysis,  acute 
cervical  spinal  cord  syndrome,  fracture  of  dorsal 
arch,  syndrome  of  acute  anterior  cord  injury  of 
Schneider,  and  cauda  equina  injuries.  Indica- 
tions for  delayed  early  laminectomy  include 
progression  of  neurologic  signs,  interlocking 
facets  or  impossibility  to  reduce  dislocations  by 
traction  or  positioning,  x-ray  evidence  of  dis- 
placed bony  fragments  in  spinal  canal,  excessive 
root  pain,  and  persistent  spinal  fluid  block. 
Immediate  decompressive  laminectomy  is  in- 
dicated in  penetrating  or  compound  spinal  in- 
juries. The  reduction  of  dislocation  and  frac- 
ture-dislocations in  cervical  injuries  is  best 
achieved  by  skeletal  traction. 

Stoner,  R.  D.,  and  Hale,  W.  M.:  Radiation 
effects  on  immune  mechanisms.  New  York 
State  J.  Med.  63:  691  (Mar.  1)  1963. 

Experiments  were  performed  on  pathogen- 
free  Swiss  albino  mice  to  determine  the  repres- 
sive effect  of  ionizing  radiation  on  immune 
mechanisms.  In  animals  given  sublethal  doses 
of  cobalt-60  gamma  radiation  by  acute  short- 
term exposure  or  by  chronic  long-term  exposure 
at  a low  dose  rate,  ability  to  produce  antibody 
was  inhibited  or  abolished,  and  natural  resist- 
ance and  active  and  passive  immunity  to 
pneumococcal  and  Trichinella  infections  were 
severely  depressed.  It  appears  that  this  repres- 
sion resulted  from  damage  to  the  cellular  defen- 
sive mechanisms  of  the  host.  Active  immunity 
and  natural  resistance  to  influenza  virus  in- 
fections were  not  altered  significantly  by  radia- 
tion. Exposure  to  radiation  enhanced  the 
severity  of  anaphylactic  shock  markedly  in 
mice  previously  sensitized  to  tetanus  toxoid  and 
challenged  with  tetanus  toxoid  after  radiation. 
Chronic  exposure  to  radiation  caused  immediate 
increased  sensitivity  to  fatal  anaphylaxis. 

Cook,  A.  W.:  Traumatic  intracranial  hemor- 
rhage, New  York  State  J.  Med.  63:  699  (Mar. 
1)  1963. 

In  craniocerebral  trauma  the  high  mortality 
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is  related  partially  to  the  degree  of  injury  to  the 
cerebrum  and  partially  to  pulmonary  and  meta- 
bolic dislocations.  Removal  of  the  clot,  tra- 
cheostomy, and  intravenous  thiopental  sodium 
may  be  used  to  help  correct  these  changes. 
Arteriography,  exploratory  burr  holes,  and 


ventriculography  may  be  required  but  should 
be  used  with  caution.  In  chronic  subdural 
hematoma,  the  surface  hemorrhagic  collection, 
time  of  appearance,  and  degree  of  focal  in- 
tracerebral edema  underlying  the  hematoma  are 
'the  essential  factors. 


Redway 

Medal 


The  second  Laurance  David  Redway  Medal  will  be  awarded  at  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York  which  will  be  held  in 
New  York  City,  May  13  to  17, 1963. 

A gold  medal  and  cash  prize  of  $500  in  memory  of  the  late  editor  of  the  New 
York  State  Journal  of  Medicine  is  awarded  annually  for  the  article 
judged  to  be  the  most  outstanding  of  those  which  appeared  in  the  Journal 
during  the  previous  year. 

Every  Journal  subscriber  is  invited  to  send  his  nomination  to  the  editor  of  the 
Journal  for  the  best  article  which  appeared  in  the  Journal  in  1962,  giving 
brief  reasons  for  the  choice. 

Nominations  must  reach  the  editor  by  March  31,  1963.  They  should  be 
addressed  to  William  Hammond,  M.D.,  Editor,  New  York  State  Journal  of 
Medicine,  750  Third  Avenue,  New  York  17,  New  York. 
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Necrology 


Saverio  Agnelli,  M.D.,  of  the  Bronx,  died  on 
June  17,  1962,  at  the  age  of  eighty-nine.  Dr. 
AgneUi  graduated  in  1905  from  Baltimore 
Medical  College. 

Benjamin  O.  Alpern,  M.D.,  of  New  York 
City,  died  on  January  10  at  the  age  of  seventy- 
five.  Dr.  Alpern  received  his  medical  degrees 
from  the  University  of  Kharkov  in  1917  and 
from  the  University  of  Buffalo  School  of  Med- 
icine in  1923.  He  was  a member  of  the  American 
Urological  Association,  the  New  York  Society 
of  the  American  Urological  Association,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  C.  Beatty,  M.D.,  of  North  Tonawanda, 
died  on  December  17,  1962,  at  DeGraff  Memo- 
rial Hospital  at  the  age  of  sixty-nine.  Dr. 
Beatty  graduated  in  1920  from  the  University 
of  Buffalo  School  of  Medicine.  Former  health 
officer  for  North  Tonawanda  and  retired  medical 
supervisor  of  Kenmore-Town  of  Tonawanda 
schools.  Dr.  Beatty  was  a member  of  the 
American  School  Health  Association,  the  Niagara 
County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Milton  Berkowitz,  M.D.,  of  Brooklyn,  died 
on  August  19,  1962,  at  Kings  Highway  Hospital 
at  the  age  of  fifty-five.  Dr.  Berkowitz  grad- 
uated in  1934  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He 
was  an  assistant  attending  cardiologist  at 
Jewish  Hospital  of  Brooklyn.  Dr.  Berkowitz 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Lazar  Bermann,  M.D.,  of  New  York  City, 
died  on  August  14,  1962,  at  the  age  of  sixty-six. 
Dr.  Bermann  received  his  medical  degree  from 
the  University  of  Berlin  in  1926.  He  was  an 
assistant  attending  anesthesiologist  at  Syden- 
ham Hospital.  Dr.  Bermann  was  a member  of 
the  New  York  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New  York. 

Alexander  E.  Brody,  M.D.,  of  Brooklyn,  died 
on  August  18,  1962,  at  the  age  of  fifty-two. 
Dr.  Brody  received  his  medical  degree  from  the 
University  of  Bern  in  1937.  He  was  an  adjunct 
physician  at  Unity  Hospital.  Dr.  Brody  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 


New  York,  and  the  American  Medical  Associa- 
tion. 

Louis  Casamajor,  M.D.,  of  New  York  City, 
died  on  December  14,  1962,  at  the  age  of  eighty- 
one.  Dr.  Casamajor  was  a consulting  neu- 
rologist at  Presbyterian,  Beekman-Downtown, 
Knickerbocker,  Manhattan  State,  Kings  Park, 
and  Pilgrim  State  (West  Brentwood)  Hospitals. 
He  was  a Diplomats  of  the  American  Board 
of  Psychiatry  and  Neurology,  a Life  Fellow 
of  the  American  Psychiatric  Association,  and 
a member  of  the  American  Academy  of  Neu- 
rology, the  New  York  Academy  of  Medicine,  the 
New  York  Neurological  Society,  the  New  York 
Society  for  Clinical  Psychiatry,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Federman,  M.D.,  of  Brooklyn,  died 
on  September  20,  1962,  at  the  age  of  sixty- 
seven.  Dr.  Federman  graduated  in  1920 
from  New  York  University  and  Bellevue  Hos- 
pital Medical  College.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Siegmund  Freudenthal,  M.D.,  of  New  York 
City,  died  on  June  22,  1962,  at  the  age  of 
seventy-one.  Dr.  Freudenthal  received  his 
medical  degree  from  the  University  of  Gottingen 
in  1919.  He  was  an  assistant  attending  phy- 
sician at  Harlem  Hospital  and  Harlem  Hospital 
Outpatient  Department. 

Alfred  Gabel,  M.D.,  of  New  York  City,  died 
on  July  2,  1962,  at  University  Hospital  at  the 
age  of  forty-nine.  Dr.  Gabel  received  his 
medical  degree  from  the  University  of  Bologna 
in  1936.  He  was  an  assistant  attending  phy- 
sician at  Bellevue  Hospital,  an  assistant  attend- 
ing physician  at  University  Hospital,  an  adjunct 
physician  at  Grand  Central  Hospital,  an  as- 
sociate attending  physician  in  internal  medicine 
at  Medical  Arts  Center  Hospital,  and  an  as- 
sistant professor  of  medicine  at  the  New  York 
University-Bellevue  Medical  Center.  Dr.  Gabel 
was  a FeUow  of  the  American  College  of 
Cardiology  and  a member  of  the  Pan-American 
Medical  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Herman  D.  Godwin,  M.D.,  of  New  York 
City,  died  on  July  5,  1962,  at  the  age  of  seventy- 
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seven.  Dr.  Godwin  received  his  medical 
degree  from  the  University  of  Munich  in  1910. 
He  was  a member  of  the  New  York  County 
Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Max  Goldstein,  M.D.,  of  Brooklyn,  died  on 
1 August  1,  1962,  at  the  age  of  eighty.  Dr. 

Goldstein  graduated  in  1910  from  Long  Island 
I College  Hospital  Medical  School.  He  was  a 
consulting  obstetrician  and  gynecologist  at 
Maimonides  Hospital  of  Brooklyn. 

Reuben  Greenberg,  M.D.,  of  Brooklyn,  died 
on  June  18,  1962,  at  the  age  of  fifty-eight.  Dr. 
Greenberg  graduated  in  1928  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  assistant  attending  phy- 
sician in  gastroenterology  at  Coney  Island 
Hospital.  Dr.  Greenberg  was  a member  of  the 
Medical  Society  of  the  County  of  Kings  and 
the  Medical  Society  of  the  State  of  New  York. 

i 

James  Norman  Harney,  M.D.,  of  Pearl 
River,  died  on  July  29,  1962,  at  the  age  of  sixty- 
five.  Dr.  Harney  graduated  in  1921  from  the 
University  of  Pennsylvania  School  of  Medicine. 

I Arthur  Hertz,  M.D.,  of  New  York  City,  died 
I on  April  23,  1962,  at  the  age  of  sixty-two.  Dr. 
I Hertz  received  his  medical  degree  from  the 
I University  of  Hamburg  in  1923.  He  was  an 
‘ associate  attending  physician  in  cardiology  at 
the  Beekman-Downtown  Hospital.  Dr.  Hertz 
was  a Fellow  of  the  American  College  of  Car- 
diology and  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

James  Francis  Hickey,  M.D.,  of  New  York 

I City,  died  on  June  5,  1962,  at  New  York  Hos- 
pital at  the  age  of  sixty-two.  Dr.  Hickey 
graduated  in  1930  from  Cornell  University 
Medical  College. 

J.  Albert  Hobbie,  M.D.,  of  Lewiston,  re- 
tired, died  on  July  1,  1962,  at  the  age  of  eighty- 
eight.  Dr.  Hobbie  graduated  in  1901  from  the 
University  of  Buffalo  School  of  Medicine. 

Harlan  J.  Q.  Howe,  M.D.,  of  Geneva,  died 
on  December  29,  1962,  at  his  home  at  the  age 
of  eighty.  Dr.  Howe  graduated  in  1907  from 
the  University  of  Buffalo  School  of  Medicine. 
Retired,  he  was  a member  of  the  Ontario 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Albert  R.  Hurley,  M.D.,  of  East  Rochester, 
died  on  August  28,  1962,  at  the  age  of  seventy- 
eight.  Dr.  Hurley  graduated  in  1905  from  the 
University  of  Syracuse  School  of  Medicine. 
He  was  East  Rochester’s  first  public  health 


physician  and  had  also  served  as  the  Village’s 
school  physician  for  twenty-seven  years.  Dr. 
Hurley  was  a member  of  the  Rochester  Acad- 
emy of  Medicine,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Milton  Clark  James,  M.D.,  of  New  York 
City,  died  on  September  17,  1962,  at  his  home 
at  the  age  of  fifty-four.  Dr.  James  graduated 
in  1933  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  was  a 
member  of  the  New  York  Society  for  Clinical 
Psychiatry,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Louis  A.  Kapp,  M.D.,  of  White  Plains,  died 
on  July  21,  1962,  at  the  Bronx  Veterans  Ad- 
ministration Hospital  at  the  age  of  seventy- 
four.  Dr.  Kapp  received  his  medical  degree 
from  the  University  of  Munich  in  1914.  Re- 
tired, Dr.  Kapp  was  a Diplomats  of  the  Amer- 
ican Board  of  Internal  Medicine  and  a Fellow 
of  the  American  College  of  Physicians. 

John  J.  Honan  Keating,  M.D.,  of  New  York 
City,  died  on  January  21  at  his  home  in  Engle- 
wood, New  Jersey,  at  the  age  of  seventy-one. 
Dr.  Keating  graduated  in  1917  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  physician  at  Knicker- 
bocker, St.  Luke’s,  St.  Barnabas,  and  St. 
Vincent’s  Hospitals.  He  had  been  president 
of  the  New  York  Heart  Association  during  the 
years  1952  and  1953  as  well  as  a past-president 
of  the  medical  boards  at  St.  Luke’s  and  Knicker- 
bocker Hospitals  and  a past-president  of  the 
New  York  County  Medical  Society.  Dr. 
Keating  was  a Diplomats  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member 
of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ilia  Nicholas  Kovarsky,  M.D.,  of  New  York 
City,  died  on  July  8,  1962,  at  the  age  of  eighty- 
one.  Dr.  Kovarsky  received  his  medical  degree 
from  the  University  of  Dorpat  in  1915.  For 
eighteen  years  he  had  served  as  physician  of 
Unity  House,  the  summer  camp  operated  by 
the  International  Ladies  Garment  Workers 
Union,  Forest  Park,  Pennsylvania.  Dr. 
Kovarsky  was  a member  of  the  American 
Geriatrics  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association.  ' 

Max  Kramer,  M.D.,  of  HoUandale,  Florida, 
formerly  of  Forest  HiUs,  died  on  September  16, 
1962,  at  the  age  of  fifty-nine.  Dr.  Kramer 
graduated  in  1926  from  Boston  University 
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School  of  Medicine.  He  was  an  assistant 
attending  urologist  at  Maimonides  Hospital 
of  Brooklyn  and  at  Evangelical  Deaconess 
Hospital.  Dr.  Kramer  was  a member  of  the 
American  Urological  Association,  the  New 
York  Society  of  the  American  Urological  As- 
sociation, the  Brooklyn  Urological  Society, 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Michael  Joseph  Lorenzo,  M.D.,  of  East 
Williston,  died  on  June  18,  1962,  at  the  age  of 
sixty.  Dr.  Lorenzo  graduated  in  1929  from 
Albany  Medical  CoUege.  He  was  a member  of 
the  American  Society  of  Anesthesiologists, 
Inc.,  the  New  York  State  Society  of  Anesthesi- 
ologists, the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Jay  David  Mann,  M.D.,  of  Albany,  died  on 
January  11  at  Albany  Medical  Center  Hospital 
at  the  age  of  forty-five.  Dr.  Mann  graduated 
in  1941  from  Albany  Medical  College.  He  was 
an  assistant  attending  physician  and  an  as- 
sistant attending  endocrinologist  and  metabolist 
at  Albany  Hospital  and  an  attending  physician 
at  Albany  Hospital  Outpatient  Department. 
Dr.  Mann  was  a Diplomats  of  the  American 
Board  of  Internal  Medicine  and  a member  of 
the  Albany  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Emerson  McIntosh,  M.D.,  of  Chate- 
augay  died  on  June  15,  1962,  at  the  age  of 
fifty-four.  Dr.  McIntosh  graduated  in  1934 
from  Queen’s  University  Faculty  of  Medicine, 
Ontario,  Canada.  He  was  an  attending 
physician  in  medicine  and  obstetrics  at  the 
Alice  Hyde  Memorial  Hospital  as  well  as  health 
ofllcer  for  Chateaugay,  Bmrke,  and  Brainards- 
vUle.  Dr.  McIntosh  was  a member  of  the 
Franklin  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edmund  A.  Maxwell,  M.D.,  of  Carthage,  died 
on  January  6 at  his  home  at  the  age  of  fifty-six. 
Dr.  Maxwell  graduated  in  1930  from  Hahne- 
mann Medical  CoUege  of  Philadelphia.  At  the 
time  of  his  death  he  was  serving  as  health 
officer  of  the  Consolidated  Health  District  and 
as  a health  officer  of  Carthage  Central  School 
District.  Dr.  MaxweU  was  a member  of  the 
Jefferson  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Nathan  Cohen  Murzin,  M.D.,  of  Brooklyn, 
died  on  August  20,  1962,  at  Unity  Hospital  at 
the  age  of  sixty-eight.  Dr.  Murzin  graduated 
in  1915  from  Jefferson  Medical  CoUege  of 
PhUadelphia.  He  was  a Fellow  of  the  Inter- 
national CoUege  of  Surgeons  and  a member  of 


the  Kings  County  Surgical  Society,  the  Mediceil 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Horace  F.  Newman,  M.D.,  of 
Walworth,  died  on  August  12,  1962,  at  the  age 
of  fifty-six.  Dr.  Newman  graduated  in  1930 
from  Queen’s  University  Faculty  of  Medicine, 
Ontario,  Canada.  He  was  an  associate  at- 
tending physician  at  the  Frederick  Ferris 
Thompson  Hospital,  Canandaigua.  Dr.  New- 
man was  a member  of  the  Wayne  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Howard  Le  Roy  Norton,  M.D.,  of  Brooklyn, 
died  on  August  10,  1962,  at  the  age  of  eighty- 
two.  Dr.  Norton  graduated  in  1907  from 
Columbia  University  CoUege  of  Physicians  and 
Surgeons. 

Joseph  Patrick  O’Brien,  M.D.,  of  Buffalo, 
died  on  August  4,  1962,  at  the  age  of  sixty-one. 
Dr.  O’Brien  graduated  in  1926  from  the  Univer- 
sity of  Buffalo  School  of  Medicine.  He  was  an 
attending  physician  in  proctology  and  major 
surgery  at  Mercy  Hospital.  Dr.  O’Brien  was 
a member  of  the  Erie  County  Medical  Society 
and  the  Medical  Society  of  the  State  of  New 
York. 

Harold  P.  Peckham,  M.D.,  of  Waterford, 
died  on  August  19,  1962,  at  Leonard 

Hospital  at  the  age  of  seventy-nine.  Dr. 
Peckham  graduated  in  1915  from  Hahnemann 
Medical  CoUege  of  PhUadelphia.  During  World 
War  I he  served  in  the  Army  Medical  Corps 
and  during  recent  years  had  b (n  health  officer 
for  the  Town  of  Halfmoon.  Dr.  Peckman 
was  a member  of  the  Saratoga  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Jacob  Samuel  Pomerantz,  M.D,,  of  Brooklyn, 
died  on  August  16,  1962,  at  the  age  of  fifty- 
two.  Dr.  Pomerantz  graduated  in  1938  from 
the  University  of  Edinburgh  Faculty  of  Medi- 
cine. He  was  an  assistant  adjunct  surgeon  in 
proctology  at  Beth  Israel  Hospital  and  an 
associate  attending  surgeon  in  proctology  at 
Brooklyn  Woman’s  Hospital.  Dr.  Pomerantz 
was  a member  of  the  Association  of  MUitary 
Surgeons  of  the  United  States,  the  Kings 
County  Surgical  Society,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Dayton  Post,  M.D.,  of  S3Tracuse, 
retired,  died  on  December  17,  1962,  at  his  home 
at  the  age  of  eighty-three.  Dr.  Post  graduated 
in  1905  from  Syracuse  University  CoUege  of 
Medicine.  A former  clinical  professor  of 
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medicine  at  Syracuse  University  College  of 
Medicine,  he  was  senior  attending  physician  at 
Syracuse  Memorial  and  St.  Joseph’s  Hospitals. 
He  was  a former  president  of  the  Onondaga 
Covmty  Medical  Society  and  the  Syracuse 
Academy  of  Medicine  and  a former  vice- 
president  of  the  Medical  Society  of  the  State 
of  New  York.  Dr.  Post  was  a Diplomats  of  the 
American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Physicians,  and  a 
member  of  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  Coiuity  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Henry  Hausman  Ritter  M.D.,  of  New  York 
City,  died  on  December  31,  1962,  at  the  age  of 
seventy-three.  Dr.  Ritter  graduated  in  1910 
from  New  York  University  and  Bellevue 
Hospital  Medical  School.  He  was  a consulting 
surgeon  at  University,  Columbus,  St.  Luke’s 
(Newburgh),  Memorial  (Long  Beach),  St. 
Francis  (Port  Jervis),  and  Nyack  Hospitals. 
Dr.  Ritter  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
American  Association  for  the  Surgery  of  Trauma, 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Francis  Xavier  Sansone,  M.D.,  of  New  York 
City,  died  on  August  2,  1962,  at  his  home  at  the 
age  of  fifty-five.  Dr.  Sansone  graduated  in 
1933  from  Georgetown  University  School  of 
Medicine.  He  was  an  associate  attending 
surgeon  at  Harlem  Hospital  and  an  assistant 
attending  surgeon  at  St.  Vincent’s  Hospital. 
Dr.  Sansone  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

John  Francis  Schafmeister,  M.D.,  of  Ossi- 
ning, died  on  Jime  11, 1962,  at  the  age  of  seventy. 
Dr.  Schafmeister  graduated  in  1917  from  New 
York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  attending  surgeon  at 
Phelps  Memorial  Hospital  Association,  North 
Tarrytown.  Dr.  Schafmeister  was  a member  of 
the  Westchester  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New  York. 

Joseph  Spielman,  M.D.,  of  Staten  Island, 
died  on  July  30,  1962,  at  his  home  at  the  age  of 
sixty-fom.  Dr.  Spielman  received  his  medical 
degree  from  the  University  of  Vienna  in  1923. 
He  was  acting  assistant  director  and  supervising 


psychiatrist  at  Wfilowbrook  State  School. 
Dr.  Spielman  was  a member  of  the  American 
Association  on  Mental  Deficiency. 

Edward  Francis  Urba,  M.D.,  of  Kinderhook, 
died  on  July  26,  1962,  at  Calais,  Maine,  while 
vacationing,  at  the  age  of  sixty-eight.  Dr. 
Urba  graduated  in  1920  from  the  University 
of  Pennsylvania  School  of  Medicine.  He  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  Columbia  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Richard  S.  Usen,  M.D.,  of  Nyack,  died  on 
Jime  8,  1962,  at  the  age  of  thirty-five.  Dr. 
Usen  graduated  in  1950  from  the  State  Univer- 
sity of  New  York  Medical  College  Downstate 
Medical  Center.  He  was  a consulting  physician 
and  cardiologist  at  Letchworth  Village  Hospital 
(ThieUs)  and  an  adjunct  physician  at  Good 
Samaritan  Hospital  (Suffern).  Dr.  Usen  was 
a Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  State 
Society  of  Internal  Medicine,  the  Rockland 
County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Edward  Joseph  Walter,  M.D.,  of  Port  Jervis, 
died  on  December  20,  1962,  at  his  home  at  the 
age  of  sixty-four.  Dr.  Walter  graduated  in 
1930  from  New  York  University  and  Bellevue 
Hospital  Medical  College.  He  was  an  attend- 
ing physician  in  eyes,  ear,  nose,  and  throat  at 
St.  Francis  Hospital,  a junior  assistant  attending 
physician  in  ophthalmology  at  the  French 
Hospital,  and  an  assistant  attending  ophthal- 
mologist at  the  French  Hospital  Outpatient 
Department.  Dr.  Walter  was  a member  of  the 
Pan  American  Association  of  Ophthalmologists, 
the  American  Association  of  Railway  Surgeons, 
the  Orange  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Dorothy  Worthington,  M.D.,  of  White 
Plains,  died  on  September  11, 1962,  at  the  age  of 
seventy-five.  Dr.  Worthington  graduated  in 
1921  from  the  University  of  Pennsylvania 
School  of  Medicine.  Until  her  retirement  she 
was  head  of  the  pediatric  services  of  the  West- 
chester County  Health  Department.  Dr. 
Worthington  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  Ameri- 
can Academy  of  Pediatrics,  the  Westchester 
County  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 
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Abstracts  In  Interlingua 


Lanphier,  E.  H.,  e Gillen,  H.  W.:  Le 

tractamento  de  accidentes  in  plungiar  sportive 
(anglese),  New  York  State  J.  Med.  63:  667 
(1  de  martio)  1963. 

Un  adequate  education  e examine  medical  es 
essential  in  le  prevention  de  accidentes  de 
plungiar.  Mesmo  le  plungiar  sin  apparato 
respiratori  pote  resultar  in  accidentes  como  per 
exemplo  perdita  de  conscietate  e necamento  in 
consequentia  de  un  excessive  retention  de  halito. 
In  le  plungiar  con  scuba,  embolismo  de  aere  e 
morbo  de  decompression  es  de  importantia 
particular,  proque  morte  e invaliditate  per- 
manente  pote  resultar  si  dlos  non  es  recognoscite 
e tractate  promptemente.  In  ambe  conditiones 
buUas  de  gas  in  le  corpore  es  responsabile,  ben 
que  la  mechanismos  e le  usual  signos  e symp- 
tomas  non  es  le  mesmes.  Un  adequate  tracta- 
mento require  un  camera  de  recompression. 
Tamen,  tal  installationes  non  es  generalmente 
disponibUe. 

Jampol,  M.  L.,  e Shahidi,  F.:  Le  prognose 
in  hepatitis  de  typo  sero-homologe  {anglese). 
New  York  State  J.  Med.  63:  672  (1  de  martio) 
1963. 

De  41  casos  de  hepatitis  de  typo  sero-homo- 
loge, 13  esseva  transmittite  per  transfusion  de 
sanguine,  22  per  le  injection  intravenose  de 
narcoticos  o de  amphetamina,  e 6 per  tatuage 
cosmetic.  Un  morte  occurreva  in  le  gruppo  de 
hepatitis  post  transfusion.  Le  duration  del 
hospitalisation  esseva  correlationate  con  le 
severitate  del  maladia.  Trenta  patientes  esseva 
afebril,  10  habeva  basse  grades  de  febre,  e 1 
habeva  febre  de  plus  que  101  F.  Tests  pro  serai 
bilirubma  e phosphatase  alcalin  e de  turbiditate 
a thymol  e zinc  esseva  utUe  in  le  diagnose  e in 
sequer  le  curso  del  maladia.  Le  severitate  de 
hepatitis  de  typo  sero-homologe  depende  del 
quantitate  de  sanguine  introducite.  Le  maladia 
post  transfusiones  de  sanguine  esseva  multo  plus 
serie  que  illo  post  tatuage  o injection  intravenose 
con  non-sterilisate  agulias. 

Messinger,  S.,  e Sanes,  S.:  Diagnose  cytologic 
de  adenocarcinoma  a base  de  un  examine  del 
sputo  (anglese),  New  York  State  J.  Med.  63: 
678  (1  de  martio)  1963. 

Es  presentate  9 casos  in  que  adenocarcinoma 
del  arbore  bronchopulmonari  esseva  correcte- 
mente  prognosticate  a base  de  examines  cyto- 
logic del  sputo.  Le  methodo  a sectiones  de 
paraffin  con  tincturation  a hematoxylina-eosina 
permitte  le  observation  de  diagnostic  structuras 
acinar  o glandular  le  quales — in  le  methodo  a 
frottis — curre  le  risco  de  esser  disrumpite  e 
dispergite. 


Krueger,  E.  G.:  Tractamento  de  urgentia  in 
trauma  spinal  (anglese).  New  York  State  J. 
Med.  63:  682  (1  de  martio)  1963. 

Le  plus  satisfacente  methodo  pro  le  transporto 
del  patiente  con  un  lesion  spinal  es  providite  per 
le  radiotranslucente  lectiera  de  utUitate  general. 
In  determinar  le  position  del  patiente  on  deberea 
evitar  omne  movimento  in  direction  lateral  o 
anterior,  e le  correction  del  position  del  spina 
pro  le  transporto  e le  definitive  tractamento  debe 
esser  interprendite  con  un  perfecte  comprension 
del  mechanismo  del  fortia  responsabile  pro  le 
lesion.  In  fracturas  e dislocationes  cervical,  un 
apparato  de  traction  al  collo  pote  esser  usate. 
Indicationes  specific  pro  laminectomia  de 
urgentia  in  claudite  lesiones  spinal  include 
paralyse,  acute  syndrome  de  cervical  medulla 
spinal,  fractura  del  arco  dorsal,  syndrome  de 
acute  lesion  de  medulla  antero-spinal  de  Schnei- 
der, e lesion  del  cauda  equin.  Indicationes  pro 
retardos  in  prompte  laminectomia  include  pro- 
gression de  signos  neurologic,  faciettas  interser- 
rate,  o le  impossibilitate  de  reducer  dislocationes 
per  traction  o positionamento,  evidentia 
roentgenologic  de  displaciamento  de  fragmentos 
ossee  in  le  canal  spinal,  excessive  dolores  de 
radice,  e persistente  bloco  de  liquido  spinal. 
Immediate  laminectomia  decompressive  es  indi- 
cate in  penetrante  o complexe  vulneres  spinal. 
Le  reduction  de  dislocationes  e de  fracturas  con 
dislocation  in  vulneres  cervical  se  efifectua  le 
melio  per  traction  skeletic. 


Stoner,  R.  D.,  e Hale,  W.  M.:  Le  efifectos  del 
radiation  super  le  mechanismos  del  immunismo 
(anglese).  New  York  State  J.  Med.  63:  691 
(1  de  martio)  1963. 

Esseva  executate  experimentos  con  switze 
muses  albin  de  hnea  libere  de  pathogenos  pro 
determinar  le  effecto  repressive  del  radiation 
ionisante  super  le  mechanismos  del  immunismo. 
In  animales  tractate  con  doses  subletal  de 
radiation  gamma  ab  cobalt-60  per  (1)  acute 
exposition  de  breve  durantia  o (2)  chronic 
exposition  de  longe  durantia  a basse  dosages,  le 
capacitate  de  producer  anticorpore  esseva 
inhibite  o abolite,  e le  resistentia  natural  e le 
immunitate  active  e passive  contra  infectiones 
con  pneumococco  e Trichinella  esseva  sever- 
mente  deprimite.  II  pare  que  iste  repression 
resultava  ab  le  damnification  del  defensive 
mechanismos  del  ceUulas  in  le  hospite.  Le 
active  immunitate  e le  resistentia  natural  contra 
infectiones  con  virus  de  influenza  non  esseva 
alterate  significativemente  per  le  radiation.  Le 
exposition  a radiation  promoveva  marcatemente 
le  severitate  de  choc  anaphylactic  in  muses 
previemente  sensibilisate  a toxoide  de  tetano  e 
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provocate  con  toxoide  de  tetano  post  le  radia- 
tion. Un  exposition  chronic  a radiation  causava 
immediatemente  un  augmentate  sensibilitate 
pro  anaphylaxia  letal. 

Cook,  A.  W.:  Traumatic  hemorrhagia  in- 

tracranial iflnglese).  New  York  State  J.  Med. 
63:  699  (1  de  martio)  1963. 

In  trauma  craniocerebral,  le  alte  mortabtate 
es  relationate  in  parte  con  le  grado  de  severitate 
del  lesion  in  le  cerebro  e in  parte  con  disloca- 


tiones  pulmonari  e metabolic.  Elimination  de 
coagulos,  tracheostomia,  e le  administration 
intravenose  de  thiopental  a natrium  pote  esser 
usate  in  le  efifortio  de  corriger  iste  alterationes. 
Arteriographia,  foraturas  exploratori,  e ventri- 
culographia  es  necessari  sub  certe  conditiones 
sed  debe  esser  usate  meticulosemente.  In 
chronic  hematoma  subdural,  le  factores  essential 
es  le  collection  hemorrhagic  al  superficie,  le 
tempore  del  apparition,  e le  grado  del  focal 
edema  intracerebral  in  subjacentia  sub  le 
hematoma. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  ofl5ce  of  the  Journal,  750  Third  Avenue,  New 
York  17,  New  York,  at  one  dollar  each. 

The  84-page  pamphlet  includes  aU  the  papers  presented  at  the  Third  Annual  In- 
ternists Day  of  the  New  York  State  Society  of  Internal  Medicine,  held  March  3, 
1962,  in  New  York  City. 
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Medical  Schools 


Albany  Medical  College 

Medical  mission  to  Algeria.  Eight  members 
of  the  College’s  facility  left  on  January  28 
to  serve  as  a nucleus  of  a team  of  11  doctors 
who  win  care  for  patients  and  teach  medical 
students  at  the  Hopital  Civil  de  Beni-Messous, 
Algiers.  The  medical  mission  was  arranged 
by  MEDICO,  the  “physicians  to  the  world,” 
branch  of  CARE  with  the  assistance  of  the 
U.S.  State  Department.  Faculty  members 
of  the  team  are:  C.  Maynard  Guest,  M.D., 

instructor  in  medicine,  captain;  John  H.  P. 
Holden,  M.D.,  assistant  clinical  professor  of 
surgery;  Samuel  R.  Powers,  Jr.,  M.D.,  professor 
of  surgery;  Harry  M.  Judge,  M.D.,  clinical 
instructor  in  ophthalmology;  John  L.  Berry, 
M.D.,  assistant  professor  of  urology;  Joseph 
Robinson,  M.D.,  clinical  instructor  in  medicine; 
Mark  K.  Wang,  M.D.,  assistant  clinical  pro- 
fessor of  plastic  surgery;  and  Paul  M.  Clark, 
M.D.,  assistant  clinical  professor  of  orthopedic 
surgery.  Rounding  out  the  team  are:  Jean  L. 
Lockhart,  M.D.,  an  anesthesiologist,  Lewis  E. 
Magus,  M.D.,  both  of  Alexandria,  Virginia; 
and  Burton  J.  Lee,  M.D.,  an  internist  at  the 
Sloan-Kettering  Institute,  New  York  City. 
The  physicians  wiQ  serve  without  compensa- 
tion, save  for  their  travel  expenses,  which  will 
be  paid  by  the  U.S.  State  Department.  CARE, 
the  American  Red  Cross,  and  several  leading 
pharmaceutical  companies  are  providing  drugs 
and  other  medical  supphes  for  the  group’s  use 
in  Algeria. 

Albert  Einstein  College  of  Medicine 

Grant.  The  National  Institutes  of  Health 
has  awarded  a grant  of  $2,041,169  to  aid  in 
the  construction  of  a new  Research  Center 
for  Health  Sciences  which  will  be  built  on 
the  campus.  The  new  Research  Center  will 
be  known  as  The  UUmann  Research  Center 
for  Health  Sciences  and  is  scheduled  to  open 
in  the  fall  of  1963. 

College  of  Physicians  and  Surgeons 

Gift.  An  anonymous  gift  of  $1,000,000  for 
construction  of  a new  medical  library  for  the 
College  was  received  in  January.  The  anony- 
mous donor  requested  that  the  building  be 
named  the  Augustus  Long  Medical  Library. 
Mr.  Long  is  chairman  of  the  board  of  Texaco 
Inc.,  and  president  of  the  board  of  trustees 
of  the  Medical  Center’s  Presbyterian  Hospital. 


Cornell  Medical  College 

Coeditors  of  new  serial  publication.  Goetz 
W.  Richter,  M.D.,  associate  professor  of 
pathology,  and  Dr.  M.  A.  Epstein,  Bland 
Sutton  Institute  of  Pathology,  University  of 
London,  are  coeditors  of  a new  serial  publica- 
tion “International  Review  of  Experimental 
Pathology”  which  is  published  by  the  Academic 
Press,  Inc.  This  new  serial  places  special 
emphasis  on  current  advances  in  the  under- 
standing of  pathologic  processes  made  possible 
by  new  developments  in  such  fields  as  cell 
biology,  molecular  biology,  genetics,  biochem- 
istry, and  statistics. 

New  York  Medical  College 

To  lecture  in  Japan.  Rachmiel  Levine, 
M.D.,  chairman.  Department  of  Medicine, 
has  accepted  an  invitation  to  lecture  April 
1 to  6 at  the  1963  Japanese  Medical  Assembly 
in  Osaka.  The  Japanese  Medical  Assembly 
is  the  premier  medical  scientific  event  in  that 
country  and  is  held  once  every  four  years. 
Dr.  Levine  will  lecture  on  “The  Critical  Analysis 
of  the  Theories  of  Insulin  Action,”  and  will 
hold  a research  conference  at  the  University 
of  Kyoto  for  the  group  which  has  been  working 
actively  in  diabetes.  He  will  also  make  inter- 
mediate lecture  stops  at  the  Uiuversities  of 
Rome,  Jerusalem,  and  New  Delhi. 

State  University  of  New  York  Downstate 
Medical  Center 

Appointed.  Five  faculty  members  have  been 
appointed  as  assistant  deans  to  work  with 
the  dean  of  the  College  in  strengthening  and 
coordinating  the  educational  programs  of 
afliliated  teaching  hospitals.  The  appoint- 
ments are:  John  N.  Edson,  M.D.,  climcal 

associate  professor  of  medicine  and  chief  of 
medicine.  The  Long  Island  College  Hospital; 
Martin  C.  Goldner,  M.D.,  professor  of  medicine 
and  chief  of  medicine.  The  Jewish  Hospital 
of  Brooklyn;  David  Grob,  M.D.,  professor 
of  medicine  and  chief  of  medicine,  Maimonides 
Hospital  of  Brooklyn;  PhiUip  E.  Lear,  M.D., 
clinical  professor  of  surgery  and  chief  of  surgery. 
The  Long  Island  Jewish  Hospital  in  New  Hyde 
Park;  and  Abraham  G.  White,  M.D.,  associate 
professor  of  medicine  and  director  of  medical 
education.  The  Brooklyn  Hospital. 

continued  on  page  750 
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I ''relief  of  symptoms  is  striking  with  Rautrax-N”^ 


I Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
|i  essential  hypertension.  Rautrax-N  also  offers  a 
! new  sense  of  relaxation  and  well-being  in  hyper- 
I tension  complicated  by  anxiety  and  tension.  And 
I in  essential  hypertension  with  edema  and/ or  con- 
I gestive  heart  failure,  Rautrax-N  achieves  diure- 
f sis  of  sodium  and  chloride  with  minimal  effects 
[1  on  potassium  and  other  electrolytes. 

I Rautrax-N  combines  Raudixin  (antihyperten- 
i sive-tranquilizer)  with  Naturetin  c K (anti- 
hypertensive-diuretic)  for  greater  antihyper- 


tensive effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply;  Rautrax-N  -capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — capsule- 
shaped  tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 

tHutchison  J.  C.:  Current  Therap.  Res.  2:487  (Oct.)  1960. 


For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 


Rautrax-N' 

Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  (Raudixin) 
and  Bendroflumethiazide  ( ‘Naturetin ) with  Potassium  Chloride 


SqyiBB 


Squibb  Quality  — 
the  Priceless  Ingredient 

•QUtBB  DIVlBtON  Olin 


*RAUDIXIN'(S>,  'RAUTRAX'®,  AND'  NATURETIN'®  ARE  SQUIBB  TRADEMARKS. 
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These  hospitals  provide  the  clinical  setting 
for  the  practical  training  of  third-  and  fourth- 
year  medical  students  in  the  major  medical 
specialties  of  internal  medicine,  surgery,  pedi- 
atrics, and  obstetrics  and  gynecology  with 
Kings  County  Hospital  Center.  In  general, 
the  duties  of  the  new  positions  include  the 
provision  of  leadership  in  the  total  educational 
programs  of  the  aflUiated  hospitals;  the  • en- 
couragement of  interdepartmental  educational 
programs;  the  maintenance  of  high  educational 
standards;  and  the  assurance  of  adequate 
supporting  personnel  and  facilities  for  the 
educational  program. 

State  University  of  New  York  Upstate 
Medical  Center 

Alpha  Omega  Alpha.  Four  members  of 
the  senior  class  have  been  elected  to  Alpha 
Omega  Alpha.  Those  selected  are:  David  I. 
Rosen,  David  R.  Yates,  Kenneth  Tuerk,  and 
Michael  A.  Kirsch. 

Honored.  Myron  Brin,  M.D.,  associate  pro- 
fessor, Departments  of  Biochemistry  and 
Medicine,  was  honored  by  the  New  York  Acad- 
emy of  Sciences  at  their  annual  meeting  in 
New  York  City  on  December  5,  1962.  Dr. 
Brin  received  one  of  two  A.  Cressy  Morrison 


Awards  in  Natural  Science  for  “outstanding 
contribution  to  science,”  which  was  made  on 
the  basis  of  his  scientific  paper  describing  his 
research  into  the  detection  of  thiamine  (Vita- 
min Bi)  deficiency. 


University  of  Rochester  School  of  Medicine 
and  Dentistry 

Appointed.  Michael  D.  Turner,  M.D.,  will 
become  an  associate  professor  of  Medicine  at 
the  School  and  senior  associate  physician 
in  Strong  Memorial  Hospital,  July  1,  1963. 
Dr.  Turner  received  his  degree  from  the  Uni- 
versity of  Bristol,  England,  and  since  1960 
has  been  a lecturer  in  the  Department  of 
Medicine  at  the  Royal  Free  Hospital,  London. 

Rochester  conference.  The  third  annual 
Rochester  Conference  on  Data  Acquistion  and 
Processing  in  Medicine  and  Biology  will  be 
held  July  15,  16,  and  17  in  Whipple  Auditorium. 
The  theme  of  the  1963  conference  wiU  be 
biomedical  computing  with  emphasis  on  the 
computing  aspects,  whether  analog  or  digital. 
Papers,  both  tutorial  and  in  the  form  of  reports, 
are  soHcited.  Abstracts  should  be  sent  before 
April  30,  1963,  to:  Kurt  Enslein,  42  East 

Avenue,  Rochester  4,  New  York. 


Redway 

Medal 


The  second  Laurance  David  Redway  Medal  will  be  awarded  at  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York  which  will  be  held  in 
New  York  City,  May  13  to  17, 1963. 

A gold  medal  and  cash  prize  of  $500  in  memory  of  the  late  editor  of  the  New 
York  State  Journal  of  Medicine  is  awarded  aimually  for  the  article 
judged  to  be  the  most  outstanding  of  those  which  appeared  in  the  Journal 
during  the  previous  year. 

Every  Journal  subscriber  is  invited  to  send  his  nomination  to  the  editor  of  the 
Journal  for  the  best  article  which  appeared  in  the  Journal  in  1962,  giving 
brief  reasons  for  the  choice. 

Nominations  must  reach  the  editor  by  March  31,  1963.  They  should  be 
addressed  to  William  Hammond,  M.D.,  Editor,  New  York  State  Journal  of 
Medicine,  750  Third  Avenue,  New  York  17,  New  York. 
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ALKALOL 

for  mucus  » 

membranes 
bland, 
effective 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 

Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you're 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 

AVAILABLE! 

1961  Edition  of  the  "BLUE  BOOK" 

THE  MEDICAL  DIRECTORY 
OF 

NEW  YORK  STATE 

NON-MEMBERS  OF  THE  MEDICAL  SOCIETY 
• ORDER  YOUR  COPY  FROM: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue,  New  York,  New  York 

($20.00  per  volume  plus  3%  sales  tax  in  New  York  City) 

To  avoid  duplication  of  orders,  please  state 
when  ordering  for  hospitals,  societies,  com- 
panies, etc. 
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County 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . 

Cayuga 

Chautauqua. 
Chemung. . . . 
Chenango .... 

Clinton 

Columbia. . . . 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

JefiFerson 

Kings 

Lewis 

Livingston . . . 

Madison 

Monroe 

Montgomery. 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond . . . 
Rockland .... 
St.  Lawrence. 

Saratoga 

Schenectady . 
Schoharie. . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins . . . 

Ulster 

Warren 

Washington. . 

Wayne 

Westchester  . 
Wyoming .... 
Yates 


Officers  / County  Medical  Societies  / 1963 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


President 


G.  Rehmi  Denton Albany 

John  F.  Glosser WellsviUe 

Walter  Einhorn Bronx 

Michael  J.  Maggiore Endicott 

Leo  John  Murphy Olean 

William  W.  Robertson Auburn 

Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Charles  L.  DuBuar Sherburne 

John  Menustik,  Jr Plattsburgh 

Roger  C.  Bliss Hudson 

William  J.  McAulifife Cortland 

Clarence  E.  Dungan Hancock 

James  K.  Kelley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

C.  Bradley  Sageman.  .Saranac  Lake 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Edmund  Frede Athens 

Arthur  H.  Mulligan Herkimer 

Thomas  P.  Hamilton . . . Watertown 

Leo  S.  Drexler Brooklyn 

Louis  A.  Avallone Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Lynn  R.  Callin Rochester 

Philip  Cortese Amsterdam 

Jeff  J.  Coletti Old  Westbury 

Milton  Helpern New  York 

William  R.  Lewis.  . . .Niagara  Falls 

E.  P.  RusseU,  Jr Rome 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Charles  J.  Bivona Newhurgh 

Harvey  J.  Blanche!,  Jr Medina 

Kemaeth  A.  Kurtz Fulton 

Hans  E.  Wilk Oneonta 

S.  Bernard  Ross Brewster 

Kurt  Rosenberg. . .Long  Island  City 

John  J.  Noonan Troy 

Robert  E.  Wolkwitz.  Staten  Island 

L.  G.  Weishaar,  Jr Nanuet 

Richard  Hatch Potsdam 

Geo.  D.  Anderson . Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Robert  Greenwald Cobleskill 

Fritz  Landsberg Watkins  Glen 

Bruno  Riemer Romulus 

John  S.  Wolff Corning 

L.  B.  Davis . . . Westhampton  Beach 

Jacob  Rubin Woodbourne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

Alfred  M.  Feldshuh ....  Kerhonkson 

Dominic  A.  Zurlo Glens  Falls 

Walter  S.  Bennett Granville 

Myron  E.  Carmer Lyons 

Thomas  C.  Jaleski . . . New  Rochelle 

G.  Stanley  Baker Castile 

Wilfred  D.  McCusker. . . .Penn  Yan 


Secretary 


John  J.  Phelan.  Jr Albany 

Kurt  Zinner WellsviUe 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Olean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  E.  Gioia Poughkeepsie 

Marie  H.  HeUer Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  PoUak GloversviUe 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  MuUer Little  Falls 

James  L.  Harrington. . . .Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Medtinsky.  . .Rochester 
Helen  M .»Blanchard ....  Amsterdam 

Louis  Bush Baldwin 

WiUiam  L.  Wheeler,  Jr.  New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

John  del  Campo Carmel 

Frank  W.  FarreU Flushing 

Thomas  R.  Engster Troy 

Edward  E.  Malarkey  Staten  Island 

S.  B.  Adler Spring  Valley 

WiUiam  R.  Carson Potsdam 

Claire  K.  Amyot.  Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  DeweU. . . .CobleskiU 

A.  Duncan  McCarthy Burdett 

WiUiam  P.  Magenheimer . . Waterloo 

Milton  TuUy Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried ....  Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

James  Q.  Haralambie.  . .Larchmont 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Treasurer 


Salvatore  Tabacco Albany 

Kurt  Zinner WellsviUe 

Francis  J.  Loperfido Bronx 

F.  Maurice  Breed Johnson  City 

Duncan  C.  Wormer PortviUe 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

A.  A.  MitcheU Elmira 

Arland  D.  Ryan Norwich 

WiUiam  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

PhUip  V.  Buckley  ....  Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

WiUiam  H.  Raymond.  . .Johnstown 

James  McCutcheon Batavia 

Mahlon  A.  Atkinson CatskiU 

Timothy  J.  Howard Newport 

James  L.  Harrington. . . .Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Robert  F.  Schramm Cazenovia 

Charles  D.  Sherman,  Jr..  .Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine VaUey  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr.. Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

James  L.  SterUng Medina 

Marcus  A.  Wuerschmidt ....  Oswego 

John  M.  Constantine Oneonta 

Nathan  Sharove ....  Lake  Mahopac 

Victor  S.  Lait Flushing 

John  J.  Pohl Troy 

J.  J.  SUverman Staten  Island 

D.  Hyman Suffern 

Maurice  J.  Elder Massena 

WiUiam  H.  Moore . Saratoga  Springs 
Kurt  H.  Meyerhoff.  . . .Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

WiUiam  P.  Magenheimer.  Waterloo 

MUton  TuUy Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried ....  Livingston  Manor 

Paul  Zoltowski Waverly 

R.  WendeU  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  WoodhiU Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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PINEWOOD 


Walter  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


WEST  HELL 

West  252Dd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 
For  nervous,  mcncsl,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientiBcally  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

MRS.  HENRY  W.  LLOYD,  R.N.,  Administrator 
Telephone:  Klnssbridg*  9-8440 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time SI . 50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 .00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


HOLBROOK  MANOR 

Acraa  ol  Pin«wood«d  Ground« 

SENILE— AGED 

Non-McUriM,  dimiATf  l«wi  ob— 

Director,  O.  L.  Fri«<la«a.  M.D.,  Q.P. 
HOLBROOK,  L.  1.  N.  T.  Offioa;  TR«(«lg«r  7-2666 

I -'V  


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D.,  Director 


PRACTICES  FOR  SALE  OR  RENT 


LONG  ISLAND,  SOUTH  SHORE,  65  MILES  OUT. 
direct  on  highway.  General  practice  for  sale.  New 
home,  2 doctor  office  combination.  10,000  cash,  rest  easy 
terms.  Also  suitable  for  Internist.  Retiring.  Box  677, 
%N.  Y.  St.  Jr.  Med. 


RADIOLOGY:  ACTIVE  ESTABLISHED  OFFICE, 

modern  decor,  equipment  new.  Therapy.  Part-time 
hospital  available.  Downtown  location.  Large  upstate 
community.  Box  683,  % N.  Y.  St.  Jr.  Med. 


SYRACUSE,  N.Y.— ACTIVE  GENERAL  PRACTICE: 
home-office  combination,  centrally  located,  nearby  hospital 
appts.  available.  For  sale  ($20,000)  or  rent.  Will  intro- 
duce. Box  690,  % N.Y.  St.  Jr.  Med. 


EXTENSIVE  PRACTICE  IN  GENERAL  AND  INTER- 
nal  Medicine  available  in  Albanj',  New  York.  Physician 
recently  deceased.  Interested  parties  contact  the  Albany 
County  Medical  Society,  479  State  Street,  Albany,  New 
York. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  assures  good  results.  Free 
Service  first  18  days — rates  after  Free  Service  30%  on  ac- 
counts lees  than  6 months  past  due:  33'/s%  less  than  a 
year;  35%  less  than  3 years  and,  50%  on  accounts  over  3 
years  old,  accounts  recovered  by  attorneys  and  on  the  first 
ten  dollars,  regardless  of  the  age  of  the  account.  Write  for 
listing  forms — Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y. 
36. 


MEDICAL  BIBLIOGRAPHY,  ABSTRACTING,  TRANS- 
lating  (French,  German,  Spanish).  Reliable.  Reasonable 
V.  Haws.  TR  6-2361;  or  431  E.  87th  St.,  NYC  28. 


EQUIPMENT  FOR  SALE 


MICROSCOPE:  BINOCULAR,  BAUSH  & LOMB 

model  TBV  8,  lOx,  43x,  97x,  like  new;  $350.00.  Call 
WI  7-5724,  New  York  City. 


March  1,  1963  /'  New  York  State  Journal  of  Medicine  753 


PEDIATRICIAN  or  general  practitioner  with  special 
interest  and  training  in  pediatrics  as  addition  to  team 
of  seven  pediatricians  in  comprehensive  medical  care 
group;  pleasant  New  York  City  suburb;  initial  contract 
leading  to  partnership;  $13,700  per  anmun  or  higher 
first  year;  send  full  curriculum  vitae  in  first  letter.  Box 
676,  c/o  N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
be  Board  eligible.  Write  Box  581,  % N.  Y.  St.  Jr.  Med. 


N9RTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  is  a 240  bed  commimity  hospi- 
tal with  a high  caliber  and  well  organized  teaching  program 
and  a progressive  philosophy  regarding  internship  training. 
We  are  accepting  applications  for  July  of  1963  and  invite 
your  inquiries.  Address:  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New  York. 


GENER^  PRACTITIONER,  TO  JOIN  A FIVE  MAN 
group  in  fine  Southshore  Long  Island  residential,  resort 
community.  12,000/yr.  starting  salary  with  additional 
benefits.  Partnership  opportunity  Eifter  two  years.  Per- 
sonal interview  required.  Box  652,  % N.  Y.  St.  Jr.  Med. 


UNIQUE  OPPORTUNITY  FOR  PHYSICIAN  SEEKING 
salari^  position.  Would  be  associated  with  exceptional 
staff  in  new  well-equipped  300  bed  general  hospital. 
Salary  and  benefits  liberal.  New  York  license  preferred. 
F.  W.  Furth,  M.D.,  Director  of  Medical  Services,  Com- 
munity Hospital,  S3Tracuse  15,  New  York. 


OPHTHALMOLOGIST  WANTED  TO  ASSOCIATE 
with  busy  ophthalmologist  in  Binghamton  area.  Ex- 
ceptional opportunity  for  one  completing  residency  or 
man  up  to  age  45  seeking  relocation.  Would  consider 
generalist  interested  in  Ophthalmology.  Prospectus 
available  to  interested  and  qualified  party,  submitting 
details  as  to  medical  background.  Box  673,  % N.  Y.  St. 
Jr.  Med. 


GENERAL  PRACTITIONER  WANTS  AS  PARTNER 
1)  General  Practitioner,  rating  xcm-5  and/or  2)  Internist, 
Board  eligible,  still  doing  general  work,  specializing  later. 
University  city  upstate  New  York.  Modern  large  office. 
Income  first  year  ca.  20,000.  Permanent.  Congenial 
person,  not  over  45  (take  over  later).  Full  personal  and 
educational  background  in  first  letter;  American  or 
foreign  trained.  Box  675,  % N.  Y.  St.  Jr.  Med. 


CAN’T  MISS  OPPORTUNITY  FOR  MEDICAL  SPE- 
cialist.  No  specialist  in  the  area  that  includes  7 G.P.’s,  10 
dentists  & a podiatrist.  Lovely  7 room  home  with  sep- 
arate office,  across  from  a large  shopping  center.  Walk 
to  three  schools  and  church  at  apex  of  three  towns.  Call 
EDgewood  3-0222,  Westbury,  L.  I.,  New  York. 


G.P.  TO  ASSOCIATE  WITH  TWO  OTHER  G.P.’s,  20 
miles  from  New  York  City.  Excellent  working  condi- 
tions and  hospital  facilities.  New  York  license  and  com- 
pleted military  service  required.  Remuneration  $14,000 
per  year.  Excellent  opportunity  for  partnership.  Box 
680,  % N.  Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST  QUALIFIED,  NEW  YORK  Li- 
cense. To  work  with  group  in  Jackson  Heights  territory. 
Write  Physicians  Hospital,  34-01  73rd  Street,  Jackson 
Heights,  72,  N.  Y.,  Attn:  Anesthesiologist. 


ENT  SPECIALIST  NEEDED.  TIME  AVAILABLE. 
Internist’s  office,  air  conditioned.  Cedarhurst  Medical 
Center,  Cedarhurst,  Long  Island,  CEdarhurst  9-8070. 


PHYSICIANS  WANTED— CONT’D 


CENTRAL  NEW  YORK  COMMUNITY  OF  50,000 
population  and  growing,  needs  Radiologist  and  Pedia- 
trician. Modern  air-conditioned  professional  building 
available.  Superior  school  system  in  area.  Box  686. 
%N.  Y.St.  Jr.  Med. 


POSITION  OPEN  FOR  FULL-TIME  DIRECTOR  OF 
Medicine  at  the  Newark  City  Hospital.  Salary  of  $20,000 
to  $25,000  for  a 40  hour  week.  Qualifications  for  the 
position:  35+  years  old;  Board  certified;  F.A.C.P.  not 
necessarily  needed;  medical  school  teaching  experience; 
clinical  medicine  teaching  experience.  Write  Joseph 
Levine,  M.D.,  Medical  Staff,  Newark  City  Hospital,  65 
Bergen  St.,  Newark  7,  N.J. 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abimdant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


LOCUM  TENENS— ORTHOPEDIST,  DIPLOMATE  OR 
Board  eligible  to  take  over  Long  Island  practice,  3 weeks 
latter  part  of  April  or  May;  salary  $500  per  week.  Call 
LI  1-4272  to  set  up  interview. 


FULL  TIME  POSITION  IMMEDIATELY  AVAILABLE 
for  clinical  Neurologist  in  active  V.A.  Neurolopc  Center 
located  40  miles  west  of  Philadelphia.  University  affilia- 
tion. Prefer  person  with  additional  background  in  EEG. 
Must  be  U.  S.  citizen  and  licensed  in  any  of  the  United 
States.  $11,150  if  Board  eligible  to  $15,000  if  certified 
depending  on  further  qualifications.  Residency  in 
Neurology  also  available.  Write  J.  A.  Doering,  M.D. 
Hospital  Director,  or  John  F.  Kurtzke,  M.D.,  Chief, 
Neurology  Service,  Veterans  Administration  Hospital, 
Coatesviile,  Pennsylvania. 


REAL  ESTATE  FOR  SALE  OR  RENT 


ROCKVILLE  CENTRE— COLONIAL  HOME;  AT- 
tached  office,  4 rooms,  darkroom,  secretary  station,  bath. 
Box  31,  Oceanside,  N.  Y. 


RADIOLOGIST  WILL  SHARE  HIS  WELL  EQUIPPED 
and  staffed  air-conditioned  offices  with  another  radiologist. 
Professional  building.  East  Side  Manhattan.  Rental  basis 
or  partnership.  BUtterfield  8-1880. 


HEWLETT  MEDICAL  & PROFESSIONAL  CENTER— 
Doctor  needed.  Suite — three  front  offices.  Air  condi- 
tioned. Near  railroad  station.  Prestige  building.  Reas- 
onable. WOrth  6-2750. 


FLUSHING,  MAIN  ST.:  PROFESSIONAL  OFFICES 

specifically  designed  for  group  of  physicians  or  individual 
medical  and  dental  offices.  On  street  floor  of  new  major 
apartment  bldg,  in  the  heart  of  Flushing.  Private  en- 
trance thru  sunken  garden.  In  a community  of  13,000  new 
apartment  units  & surrounded  by  a multitude  of  existing 
multiple  dwellings.  Mr.  Harmon,  weekdays  at  KI  6-5545; 
Sat.  & Sun.  at  FL  9-9833. 


GLEN  COVE;  ATTRACTIVE  SPACE  AVAILABLE  IN 
established  North  Shore  professional  building  for  GP  or 
medical  specialty.  Near  hospital,  good  paring,  reason- 
able rental.  ORiole  1-7171. 


SUITES— WEST  HEMPSTEAD  PROFESSIONAL 
building,  N.  Y.  Excellent  opportunity  for  G.P.,  Ophthal- 
mologist, Dermatologist;  no.  G.P.  at  present.  Modern,  air 
conditioned.  Parking.  Tel:  IV  3-7580. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


A GROUP  OF  MEDICAL  SPECIALISTS  CONTEMPLAT- 
ing  a change  in  location  may  be  interested  to  investigate  a 
new  modern  air-conditioned,  ground  floor  office  space  in  a 
small  professional  building.  Approximately  1200  sq.  ft, 
separate  entrance.  Located  at  166-26  89th  Avenue,  in 
the  heart  of  Jamaica’s  new  apartment  house  growth  center, 
adjoining  the  area  of  the  new  Jamaica  Central  Public 
Library.  Ample  meter;  municipal  and  private;  parking. 
Convenient  to  buses,  subway  and  elevat^  transportation. 
(Rental  overhead  can  he  as  little  as  five  dollars  a day  per 
person  if  occupied  by  three  tenants.)  Please  phone  RE 
9-1300,  Morris  Kerstein,  D.D.S. 


GET  YOUR  “VILLAGE” 
OFFICE  NOW 

175  W.  13th  St. 

N.  W.  Corner  7th  Ave. 

The  “Cambridge” 

New  20-Story  & Penthouse 
Centrally  Air-Conditioned 
24-hour  Iloorman  Building 

Reception  Area;  Laboratory; 

2 or  3 Private  Offices  plus  Bath 

Agent  daily  & Sunday,  WA  9-0829 


101  W.  12th  St. 

Avenue  of  the  Americas 

The  “John  Adam” 

New  21-Story 
Centrally  Air-Conditioned 
24-Hour  Doorman  Building 

Waiting  Room;  2 Private  Offices; 
Laboratory  & Bath 

Agent  daily  & Sunday,  CH  2-8339 

For  further  details  call  Mr.  Berg 
Charles  H.  Greenthal  & Co.,  Inc. 

Renting  & Managing  Agents 
18  E.  48th  St.,  NYC,  PL  2-4700 


FOR  SALE  OR  RENT:  DOCTOR’S  HOUSE,  TWO 
floors,  home  five  rooms;  office — seven  rooms,  air-con- 
ditioned. Same  location  25  years.  Very  lucrative  practice. 
Fully  equipped  with  x-ray.  Mrs.  B.  Trachtman,  3113 
Avenue  D.,  Brooklyn,  N.  Y.  Tel:  BU  7-9605. 


CO-OPERATIVE  MEDICAL  BUILDING 
Syosset,  Long  Island 
For  Specialists 

Own  your  own  medical  building.  No  outside  interests. 
Suites  custom  plaimed  without  charge.  Carrying  charges 
only  $3.65  a foot.  Near  three  hospitals.  Two  suites  still 
available.  Robert  Goldstein,  P.O.  Box  265,  Syosset,  L.  I., 
N.  Y.  Tel:  Hickory  5-6440. 


FOR  RENT:  PHYSICIAN’S  OFFICE;  FIVE  ROOMS, 
centrally  air  conditioned  suite.  Conveniently  located  on 
main  thoroughfare  in  Flushing-Jamaica  area.  Call  HO 
4-6262. 


SUTTON  PLACE  & 57TH  ST.  WILLING  TO  SHARE 
fully  equipped,  brand-new  office.  Suitable  all  specialties. 
Fully  equipped  laboratory.  Suitable  time  to  be  arranged. 
Call  PLaza  2-9020. 


SPACE  AVAILABLE:  3 PROFESSIONAL  OFFICES. 
Well  populated  area,  Jackson  Heights.  Will  alter  to  suit 
individuals  or  group.  Phone  HA  6-2350,  or  write  South- 
ridge  Cooperative,  Section  3,  Inc.,  33-46  92nd  Street, 
Jackson  Heights,  N.  Y. 


FOR  SALE  OR  SUBLEASE:  FIFTH  AVENUE  MED- 
ical  cooperative  office — completely  equipped;  air-con- 
ditioned, beautifully  furnished,  convenient  to  hospitals; 
2 consultation  offices;  3 examining  rooms;  located  at 
89th St.  Inquiredays.  R.  Fischer.  YU  6-1116. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
CH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 


SOLO  G.P.,  38,  MALE,  ENERGETIC  AND  PERSON- 
able.  U.S.  born  and  trained.  Seeks  association  with 
busy  group  or  partnership.  Box  664,  % N.  Y.  St.  Jr.  Med. 


YOUNG  INTERNIST,  BOARD  ELIGIBLE  WITH 
private  practice  experience,  interested  in  affiliation  with 
established  Internist.  Box  670,  % N.  Y.  St.  Jr.  Med. 


OBSTETRICIAN-GYNECOLOGIST,  AGE  31,  BOARD 
eligible,  university  trained,  desires  association.  Box 
671,  % N.  Y.  St.  Jr.  Med. 


INTERNIST,  NEW  YORK  STATE  LICENSE.  10  YEARS 
experience  as  steel  plant  physician,  seeks  position,  indus- 
trial or  insurance;  Long  Island  or  New  York  City  area. 
George  Hoeltzer,  M.D.,  428  Parkside  Avenue,  Buffalo  16, 
N.  Y. 


INTERNIST,  31  MARRIED,  UNIVERSITY  TRAINED, 
desires  association  with  other  physician  or  group  in  New 
York  City  area.  Box  685,  %N.  Y.  St.  Jr.  M^. 


INTERNIST-GASTROENTEROLOGIST,  AGE  31, 
• Board  eligible,  desires  association  with  group  or  private 
M.D.  in  greater  N.Y.  City  area  or  Long  Island.  Military 
completed.  Box  689,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  NATIVE,  TOP  AMERICAN 
school,  F.A.C.A.,  wants  active,  rural  or  suburban  hospital, 
100  beds  or  more.  Complete  charge,  fee-for-service.  Box 
691,  % N.Y.  St.  Jr.  Med. 


MEDICAL  SECRETARY— MEDICAL  DICTATION, 
some  lab  work  & EKG  exp.,  desires  Manhattan,  1 girl 
pos.  Start  $90.  Box  692,  % N.Y.  St.  Jr.  Med. 


OB/GYN,  AGE  34,  BOARD  ELIGIBLE,  MARRIED; 
available  July  1963.  Prefer  downstate  area;  service  obli- 
gation completed;  interested  solo  or  association.  Please 
send  details  first  letter.  Box  693,  % N.Y.  St.  Jr.  Med. 


OBSTETRICIAN-GYNECOLOGIST— 33,  BOARD  ELI- 
gible,  university  trained,  desires  association  or  individual 
practice  in  Northeast.  Box  694,  % N.Y.  St.  Jr.  Med. 


RADIOLOGIST— N.  Y.  ORN.  J.,  DESIRES  PART  TIME 
position,  afternoons.  Box  695,  c/o  N.  Y.  St.  Jr.  Med. 


ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  753 
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A Red  Letter  Event 
of  Your  Medical  Society’s  Year 

The  Annual  Reception  and  Dinner  Dance 
in  honor  of  President  JOSEPH  A.  LANE,  M.D. 

in  the 

TERRACE  BALLROOM 

of  the 

HOTEL  STATLER  HILTON 

New  York  City 
Wednesday,  May  15,  1963 

Reception  7:00  p.m.  Dinner  Dance  8:00  p.m. 

Dress  Optional  Tickets  $17.50 

Mark  the  date  on  your  calendar  now  I 
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When  your  patient  says: 


BRAND  OF  LOBELINE  SULFATE,  MRT 

help  curb  the  smoking  habit 


■ Help  induce  a feeling  of  satiety  similar 
to  that  of  tobacco  because  of  lobeline’s 
pharmacological  relationship  to  nico- 
tine. 

■ Permit  the  patient  to  indulge  his  oral 
fixation  by  substituting  the  Nikoban 
Pastille  for  tobacco. 


■ Utilize  the  anorexic  effect  of  lobeline 
to  help  the  patient  who  is  driven  to 
compulsive  eating  when  he  discontin- 
ues smoking. 

■ Encourage  patient  cooperation 
through  pleasant  taste. 


Dosage  and  Administration : In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked 
slowly  and  taken  according  to  the  schedule  below.  Whenever  possible  a pastille  should  be  taken  after  meals. 
1st  week:  1 pastille  every  1 to  2 hours  for  a maximum  of  12  pastilles  daily.  2nd  week:  1 pastille  every  3 hours. 
3rd  week:  1 pastille  every  4 hours.  4th  week:  1 pastille  every  4 to  6 hours.  Thereafter  1 pastille  may  be 
taken  at  infrequent  intervals  whenever  necessary.  In  some  instances  there  may  at  first  be  a slight  astringent 
burr  of  the  tongue  and  throat.  This  will  usually  disappear  as  treatment  with  Nikoban  Pastilles  progresses 
and  is  no  cause  for  concern. 

Caution:  It  is  advisable  neither  to  smoke  nor  to  use  a smoking  deterrent  during  pregnancy. 

Formulation:  Each  Nikoban  Pastille  contains  0.5  mg.  lobeline  sulfate  in  a pleasant  tasting  spiced-cherry  base. 
Availability : In  packages  of  50  pastilles. 


References:  1.  Goodman,  L.  S.  and  Gilman,  A.:  The 
Pharmacological  Basis  of  Therapeutics,  New  York, 
Macmillan,  1960,  Ed.  2,  pp.  620-622;  2.  Edmunds,  C.  W.: 

J.  Pharmacol,  and  Exper.  Therap.,  1:27,  1909;  3.  Hazard, 
R.  and  Savini,  E.  Gand.,  92:471,  1963.  4.  Dorsey,  J.  L.: 
Ann..  Int.  Med.,  10:628,  1936;  5.  Rasmussen,  K.  B.: 
Ugeskr.  laeger,  118:222,  1956;  6.  Ejrup,  B.:  Sven.  lak. 
Tid.,  53:2634,  1956;  7.  Jochum,  K.  and  lost,  F.;  Munch, 
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M.  R.  THOMPSON,  Inc.,  Medical  Department  F 
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Please  send  me  a trial  supply  of  NIKOBAN  Pastilles. 

NAME M.D. 

ADDRESS 
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“The  first  prescription  I ever  wroh 
was  for  'Empirin’  with  Codeine . . 


I 


and  it  is  still  my  stand-by 
for  pain  relief  today.” 


PICTURE  THE  YOUNG  DOCTOR  with  his  first  private  patient,  about  thirty-five 
years  ago.  This  is  the  moment,  after  years  of  study  and  guidance  in  class- 
I room  and  at  hospital  bedside,  when  he  assumes  the  full  weight  of  responsibility 
for  the  well-being  of  his  patient.  He  makes  his  diagnosis.  The  patient  is  in  con- 
Isiderable  pain,  and  his  first  concern  is  to  relieve  this  discomfort.  He  writes  a 
jprescription  for  a new  analgesic,  a convenient  drug  combination  that  he  believes 
|will  be  of  help.  This  patient  (and  many  others  to  follow)  finds  gratifying  relief, 
land  the  physician  continues  to  rely  upon  this  medication  as  the  years  go  by. 


iCould  this  have  been  you  in  the  1920’s?  That  was  when  ‘Empirin’  Compound 
|with  Codeine  first  came  into  general  use  (although  plain  ‘Empirin’  Compound 
jhas  been  well-known  since  the  influenza  epidemic  of  1 9 1 8).  Satisfaction  through 
the  years  has  prompted  doctors  everywhere  to  depend  on  ‘Empirin’  with  Codeine 
for  relief  of  most  all  degrees  of  pain.  For  with  this  well-tolerated,  reliable  anal- 
gesic combination  you  can  be  sure  of  results,  and  feel  secure  in  the  fact  that  the 
liability  of  addiction  is  negligible. 

Please  accept  our  thanks  for  continuing  to  place  your  trust  in  a product  that  has 
been  used  more  widely  in  medicine  each  year  for  the  past  four  decades. 


EMPIRIN’  COMPOUND  with  CODEINE  PHOSPHATE* 


Acetophenetidin,  gr.  2 Vi 
Acetylsalicylic  Acid,  gr.  3 Vi 
Caffeine,  gr.  Vi 


Remember  there  are  now 
four  strengths  available... 

*Warning—May  be  habit-forming. 
Subject  to  Federal  Narcotic  Regulations. 


No.  1 — gr.  Vs 
No.  2 — gr.  Vi 
No.  3 — gr.  Vi 
No.  4 — gr.  1 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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your  patient  becomes 


with 


effective  tranquiUzer  and  skefetai  ntuscfe  relaxant 


THE  TRUE'TRANQUILAXANT” 

FOR  A RELAXED  MIND  IN  A RELAXED  BODY 

■ quiets  the  anxiety  of  the  tense  patient 

■ eases  tense  muscles,  relaxes  the  patient 

■ reported  side  effects  are  rare  and  usually  mild. 


AVAILABLE:  200  mg.  Caplets*  (green  colored,  scored),  100  mg.  Caplets 
(peach  colored,  scored),  each  in  bottles  of  100. 

DOSAGE:  Adults,  I Caplet  (200  mg.)  three  or  four  times  daily:  children 
(5  to  12  years),  from  50  to  100  mg.  three  or  four  limes  daily. 

Before  prescribing,  consult  Winthrop’s  literature  for  addi- 
tional information  about  dosage,  possible  side  effects  and 
contraindications. 


LABORATORIES,  New  York  18,  N.  Y. 
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THAN 

PHENOBARBITAL 


SAFER 


“The  use  of  phenobarbital-niacin  in  preference  to  phenobarbital 
adds  considerably  to  the  safety  of  that  sedative  and  avoids  most 
of  the  idiosyncratic  reactions.”* 

BARBA-NIACIN  (phenobarbital-niacin)  is  superseding  pheno- 
barbital for  all  of  its  uses  because  of  the  added  safety  factor.  Each 
tablet  contains  phenobarbital  V2  gr.  and  niacin  Va  gr. 

A recent  clinical  study  demonstrated  that  the  niacin  component 
prevents  the  neurological,  cutaneous  and  bizarre  idiosyncratic 
reactions  to  phenobarbital.* 

BARBA-NIACIN  is  the  sedative  of  choice  for  relief  of  nervousness, 
anxiety  and  apprehension.  It  is  also  indicated  as  an  antispasmodic 
in  angina  pectoris,  peptic  ulcer,  and  other  spastic  conditions,  and  in 
epilepsy  as  an  anticonvulsant.  Adult  dose,  1 tablet  up  to  4 times 
a day. 

BARBA-NIACIN  FORTE  tablet  (pheno- 
:in  3/4  gr.)  on  retiring  is  safe  and  effective. 

Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the 
side  effects  due  to  hypersensitiveness. 
Like  phenobarbital,  it  is  contraindicated 
for  drug  addicts  or  patients  with  impaired 
renal  or  hepatic  elimination. 

Supplied  in  bottles  of  100  scored  tablets, 

•Feinblatt.  T.  M..  and  Ferguson.  E.  A..  Jr.,  Pheno- 
barbital idiosyncrasy,  avoidance  by  use  of  pheno- 
barbital-niacin, New  York  State  J.  Med.  62:221-3, 
1962. 


Chemical  Company 
St.  Louis  8,  Mo. 


NYS-3 

COLE  CHEMICAL  COMPANY 

3715-31  Laclede  Avenue 
St.  Louis  8,  Mo. 

Gentlemen:  Please  send  me  clinical  sample,  reprint  and 
professional  literature. 


Or. 


City 


street 


Zone  State 


When  sleep  is  needed,  1 
barbital  1 V2  gr.  and  nia 


BARBA-NIACIN 

PHENOBARBITAL-NIACIN 


763 


Medical  Society  of 
the  State  of  Neuf  York 

750  THIRD  AVENUE,  NEW  YORK  17,  NEW  YORK 

YUKON  6-5757 


Officers 


Joseph  A.  Lane,  M.D.,  Monroe 
John  M.  Galbraith,  M.D.,  Nassau 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
John  F.  Kelley,  M.D.,  Oneida 
Waring  Willis,  M.D.,  Westchester 
Ezra  A.  Wolff,  M.D.,  Queens 
Maurice  J.  Dattelbaum,  M.D.,  Kings 
Samuel  Z.  Freedman,  M.D.,  New  York 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
E.  Dean  Babbage,  M.D.,  Erie 


President 
Past-President 
President-Elect 
V ice-  Pres  ident 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Council 


THE  ABOVE  OFFICERS 

Chairman,  Board  of  Trustees Frederic  W.  Holcomb,  M.D.,  Ulster 

AND 


Term  Expires  1963 

Gerald  D.  Dorbian,  M.D. 
New  York 

Edward  C.  Hughes,  M.D. 
Onondaga 

Alfred  P.  Ingegno,  M.D. 
Kings 

Raymond  S.  McKeeby,  M.D. 
Broome 


COUNCILLORS 
Term  Expires  1964 

Harold  F.  Brown,  M.D. 
Erie 

George  A.  Burgin,  M.D. 
Herkimer 

John  C.  McClintock,  M.D. 
Albany 

Joseph  G.  Zimring,  M.D. 
Nassau 


Term  Expires  1965 

James  M.  Blake,  M.D. 
Schenectady 

William  T.  Boland,  M.D. 
Chemung 

Charles  M.  Brane,  M.D. 
Westchester 

George  J.  Lawrence,  Jr.,  M.D 
Queens 


Trustees 

Chairman Frederic  W.  Holcomb,  M.D.,  Ulster 


J.  Stanley  Kenney,  M.D.  . . . New  York  Norman  S.  Moore,  M.D Tompkins 

Leo  E.  Gibson,  M.D Onondaga  Renato  J.  Azzari,  M.D Bronx 

John  M.  Galbraith,  M.D Nassau  Thurman  B.  Givan,  M.D Kings 


{See  page  766  for  additional  Society  officers) 


764 


Now!  Obtain  patient  cooperation  by. . . 

taking  the  deprivation  out  of  dieting! 

Even  700  calories  per  day  lets  patients  enjoy  delicious  meals 
with  MOTT’S  FIGURE  CONTROL  FOODS! 


Here  is  a new  kind  of  diet  you  can  offer  pa- 
tients—familiar,  tasty  foods  of  excellent  qual- 
ity, for  meals  that  are  a pleasure  to  eat,  yet 
low  in  calories,  fat  and  carbohydrates. 

The  60  Mott’s  Figure  Control  Brand  Foods 
were  developed  to  fit  the  most  broadly-ac- 
cepted and  proven  diet  concept.  They  offer  a 
prudent  diet,  reduced  in  calories  an  average 
of  50%,  mostly  through  the  reduction  of  hard 
fats  (the  saturated  type),  and  carbohydrates. 
A patented  non-caloric  sweetener  is  used  in 
the  extra-fine  quality  fruits  and  desserts,  pro- 
viding satisfying  sweetness  without  extra  cal- 
ories. Natural  fruit  sugars  remain  intact. 

Patients  on  low-cholesterol  diets  may  now 


HERE  ARE  TYPICAL  700  CALORIE  PER  DAY  MENUS 
BREAKFAST;  Figure  Control  Breakfast  Drink,  high  in 
Vitamin  C,  Farina  with  Figure  Control  Preserves  or 
Maplette  Syrup,  Coffee  with  Figure  Control  Sweetener. 

Calories-about  95.  "Regular"  food  calories  would  be 
about  235. 

LUNCH:  Figure  Control  Fruits  with  Cottage  Cheese, 

Figure  Control  French  Dressing  or 

Figure  Control  Chopped  Chicken  Livers  on  Rye  Bread 

Slice  with  Cole  Slaw,  Figure  Control  Whipped  Dressing. 

Black  coffee  or  tea  with  Figure  Control  Sweetener. 

Calories-about  220.  “Regular"  food  calories-about 
400-600. 

DINNER:  Shrimp  in  Figure  Control  Spaghetti  Sauce, 

Figure  Control  Chicken  a la  King  or  Figure  Control  Braised 

Beef  and  Vegetables.  Salad  with  Figure  Control  Italian 

Dressing,  Figure  Control  Pears  with  Figure  Control  Choc-  : 

date  Topping.  Black  coffee  or  tea  with  Figure  Control  i 

Sweetener. 

Calories-about  350.  "Regular”  food  calories  would  be 

about  720.  i 


enjoy  low-fat  beef  dishes,  ready  to  heat  and 
eat.  Where  additional  polyunsaturates  are  in- 
dicated, you  may  wish  to  suggest  adding 
polyunsaturated  oils  to  the  sauces.  Those  pa- 
tients who  need  drastic  calorie  reduction  in 
carbohydrates  will  find  it  in  Figure  Control 
Fruits,  Juices,  Preserves  and  Desserts. 

Calorie  counts  as  well  as  carbohydrates, 
protein  and  fat  proportions  of  each  product 
appear  on  its  Figure  Control  label.  The  wide 
variety  of  Figure  Control  Foods  at  local  super- 
markets makes  meal  planning  easy  for  pa- 
tients. 

MOTT’S  FIGURE  CONTROL®  BRANO  FOODS 

CUT  CALORIES,  FAT  AND  CARBOHYDRATES 


NOTE:  For  more  gradual  weight  loss,  reduce  calories 
daily  by  substituting  two  or  more  Figure  Control  Foods 
for  “regular”  foods  in  menus. 

For  your  free  jar  of  Figure  Control  Foods  plus  easy 
menu  guidance  for  patients  use  this  handy  order  form: 
I 

I FIGURE  CONTROL  FOODS 
I Duffy-Mott  Company 
! 370  Lexington  Avenue 
I New  York  17,  New  York 

j Please  send  free  jar  of  Figure  Control  Foods 

I together  with free  copies  of  Your  Weight 

I Control  Plan. 

Dr. 

Address 

I City Zone State 
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“Sounds  like 
a case  for 
Protamide, 

im...” 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 

fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 

< 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early**^  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.^ 

references:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:691  (May)  1960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W.;  Lehrer,  H,  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  <52:381  (Sept.)  1959. 


PROTAMIDE® 


—an  exclusive  colloidal  solution  of 
processed  and  denatured  enzyme— 
is  not  foreign  protein  therapy. 


Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


'mmc 

Detroit  11,  Michigan 
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ACHROMYCIN  Ear  Solution  concentrates 
the  potent  activity  of  tetracycline  for 
effective  local  anti-infective  action.  It  is 
especially  useful  in  otitis  externa  due  to 
mixed  organisms.  Patient  antibiotic  in- 
tolerance and  tissue  toxicity  are  minimal. 
ACHROMYCIN  Ear  Solution  is  effective 
against  both  Gram-positive  cocci  and 
Gram-negative  bacteria. 


Tetracycline  Lederle 


ACHROMYCIN  Ear  Solution:  Each  unit  contains  1 
bottle  Powder,  50  mg.:  1 bottle  Diluent  (benzocaine 
5%  solution  in  propylene  glycol) 


When  oral  therapy  is  indicated 

AGHROMYCINV 

Tetracycline  HCI  with  Citric  Acid  Lederle 
Capsules-250  mg., 100  mg. 


precautions  and  contraindications  from  your  Lederie  representative,  or  write  to  Medical  Advisory  Department. 
LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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decreased 
inflammation” 
in  dry,  pruritic 
skin  disorders 


SENILE  DERMATOSES 
ATOPIC  DERMATITIS 
PSORIASIS 
STASIS  DERMATITIS 
CONTACT  DERMATITIS! 

LOCALIZED 
NEURODERMATITIS  ii 

— » k 


BENEFICIAL  RESULTS  were  obtained  with  SARDO  in  the  bath  in  122  of  135  patients  (90%) 
with  dry,  itchy  skin  conditions,  in  most  cases  with  beneficial  effect  "after  the  first  bath.” 
Dryness  was  allayed  in  all  cases,  and  associated  itching  "either  completely  relieved  or 
greatiy  improved.”  No  irritation  or  sensitization  was  observed. 


This  new  study  corroborated  others*  "*  showing  that  SARDO  helps  re-establish  the  normal 
physiologic  lipid-aqueous  skin  balance. 


Pleasant,  easy-to-use  SARDO  releases  millions  of  microfine  water-dispersible  globules*  In 


the  bath.  Bottles  of  4,  8 and  16  oz. 
SAMPLES  and  literature  available  from... 

SARDEAU,  INC. 

76  East  65th  Street,  New  York  22,  N.  Y. 


•Patent  Pending  T.  M.  ©1963  by  Sardeau,  Inc. 

1.  Borota,  A.,  and  Grinell,  R.N.; 

J.  Amer.  Geriatrics  Soc.,  10:413,  1962. 

2.  Spoor,  H.  J.:  N.Y.  State  J.M.  58:3292, 1968. 

3.  Lubowe,  1. 1.:  Western  Med.  1:45, 1960. 

4.  Welssberg,  G.:  Clln.  Med.  7:1161, 1960. 
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Kills  pain stops  tension 

For  neuralgias,  dysmenorrhea,  upper  respiratory  distress  and 
postsurgical  conditions  — new  compound  of  Soma,  phenacetin,  caffeine 
kills  pain,  stops  tension,  reduces  fever — acts  fast,  relief  lasts  four  to  six  hours 

Soma  Compound  # 


i 


Composition:  200  mg.  Soma  (carisoprodol),  160  mg.  phenacetin,  32  mg.  caffeine. 
Dosage:  1 or  2 tablets  q.i.d.  Supplied:  Bottles  of  50  apricot-colored,  scored  tablets. 
For  more  severe  pain . . . 


SomaCompound+Codeine  J 


Soma  Compound  boosts  the  effectiveness  of 
codeine.  Soma  Compound  + Codeine 
therefore  contains  only  14  grain  of  codeine 
phosphate  to  relieve  the  more  severe  pain  that 


usually  requires  14  grain.  Otherwise,  its  com- 
position—and  dosage— is  the  same  as  Soma 
Compound.  Supplied  in  bottles  of  50  white, 
lozenge-shaped  tablets. 


CS0*74t9 


NIWaLLACE  LABORATORIES/Cranbury,  N.J. 


from  tabardilho  in  Brazil 
to  acute  bronchitis  in  New  ^rk 


Whether  treating  tabardilho  or  a host  of  other  infections,  physicians  throughout  the 
world  continue  to  rely  on  Terramycin  for  its  outstanding  safety,  effectiveness  and 
excellent  tolerability.  Not  a single  case  of  phototoxic  reaction,  blood  dyscrasia  or 
neurologic  disturbance  directly  attributable  to  Terramycin  has  been  reported  in  more 
than  3,000  clinical  papers  in  the  last  12  years.  In  your  practice,  the  next  infection  you 
see  will  very  likely  be  “Terra-responsive.” 


Tabardilho,  a type  of  tick  typhus,  is  probably  an  analog  of  Rocky  Mountain  spotted 
fever,  and  is  caused  by  Rickettsia  rickettsii.  The  tick  vectors  are  any  of  several  species 
of  amblyomma.*  The  natural  reservoirs  are  the  opossum,  dogs,  the  wild  rabbit,  and  the 
agouti,*  a rodent  about  the  size  of  a rabbit.  Mortality  is  reported  to  run  as  high  as  80%, 


Usually,  a lesion  is  found  at  the  bite  site  with  accompanying  regional  lymphadenitis.* 
Actual  onset  is  abrupt  with  severe  headache,  arthralgias,  myalgias,  prostration,  extremely 
high  fever,  and  a marked  leukocytosis.  A distinctive  rash  appears  about  the  fourth 
febrile  day;  discolorations  may  persist  for  several  weeks  during  convalescence.  The 
pathogen  grows  readily  in  the  yolk  sac  of  the  developing  chick  embryo.*  Tabardilho  is 
effectively  treated  by  Terramycin.  * illustrated 

IN  BRIEF\The  dependability  of  Terramycin  in  daily  practice  is  based  on  its 
broad  range  of  antimicrobial  effectiveness,  excellent  toleration,  and  low  toxicity. 
As  with  other  broad-spectrum  antibiotics,  overgrowth  of  nonsusceptible  organisms 
may  develop.  If  this  occurs,  discontinue  the  medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility  testing.  Glossitis  and  allergic  reactions  to  Terramycin  are 
rare.  For  complete  information  on  Terramycin  dosage,  administration,  and  precautions,  con- 
sult package  insert  before  using.  More  detailed  professional  information  available  on  request. 


Science  for  the  world’s  well-being® 


During  the  Week  of  tAoy  13-17 

Attend  These  Important 

GENERAL  SESSIONS 

at  the 

NEW  YORK  MEDICAL  MEETING 

Statler  Hilton  Hotel,  N.Y.C. 

MONDAY,  2:00-4:30  P.M. 

DRUG  THERAPY — Advances  in  drug  therapy,  and  current 
attitudes  toward  newer  medications. 

TUESDAY,  9:30  A.M. -Noon 

CANCER — What  can  the  family  doctor  do  to  cut  down  inci- 
dence of  delay  in  the  management  of  cancer? 

WEDNESDAY,  2:00-4:30  P.M. 

ATHEROSCLEROSIS — Management  of  the  complications  of 

atherosclerosis  from  the  biochemical 
approach  to  the  patient  as  a whole. 

THURSDAY,  2:00-4:30  P.M. 

CORONARY  THROMBOSIS — Management  from  the  pro- 
dromal through  rehabilita- 
tive stages. 

FRIDAY,  9:30  A.M. -Noon 

RADIATION — Health  Aspects  of  Ionizing  Radiation. 

AND 

A SPECIAL  SECTION  ON  SPACE  MEDICINE  INVOLVING 
PREEMINENT  SCIENTISTS  IN  THE  FIELDS  OF  BIOASTRO- 
NAUTICS AND  AEROSPACE  MEDICINE. 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
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Like  a Roman  holiday, 
Milpath  brightens  the 
horizon  of  the  worry-nerve 
ulcer  patient  ^ 


retion 


SUPPLIED 

Milpath-^OO  (yellow  scored  tablets) 


Miltown  (meprobamate,  Wallace) . . . 400  mg. 

tridihexethyl  chloride 25  mg. 

Milpath-.200  (yellow  coated  tablets) 

Miltown  (meprobamate,  Wallace). . .200  mg. 

tridihexethyl  chloride 25  mg. 

Both  in  bottles  of  50. 


DOSAGE  AND  ADMINISTRATION 

1 Milpath-400,  oir  1 or  2 Milpath-200,  3 times 
a day  and  at  bedtime. 

WALLACE  LABORATORIES 

aA/«  Cranbury,  N.  J. 

PHOTO  COURTESY  OF  PAN  AMERICAN  WORLD  AIRWAYS 


VACATION  SPECIAL 

BAHAMA  SAILING  HOLIDAY— YACHT  LEILANI 

A special  rate  is  now  being  offered  for  the  beautiful  summer 
months  of  July  and  August.  Make  your  reservations  nowl 
Enjoy  sailing,  swimming,  skindiving,  fishing  and  exploring  in 
the  world's  most  beautiful  watersi  For  reference  call:  Cod- 
dington,  Millbrook,  New  York,  ORiole  7-3281 . 

Write  for  brochure  (airmail  14c)  Capt.  G.  W.  Hefty,  Box  854, 
Nassau,  Bahamas. 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you're 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


Investment 

Advisory 

Service 

Providing  portfolio  super' 
vision  for  both  individual 
and  institutional  investors 
on  a fee  basis. 

Direct  inquiries  to 
Investment  Advisory 
Department 


CARL  M.  LOEB, 
RHOADES  8c  CO. 

Members  New  York  Stock  Exchange 
42  WALL  STREET,  N.  Y.  5 
375  Park  Avenue,  N.  Y.  22 


NO,  HE  CAN’T  PLAY 
CANASTA  TONIGHT 

He’s  Reading  The 

NEW  YORK  STATE  JOURNAL 
OF  MEDICINE 

New  subscribers  are  invited  to  join  the 
thousands  of  doctors  who  regularly  read  the 
Journal — with  relaxed,  purposeful  pleasure. 

Write  for  our  special  introductory  offer  to 
non-member  subscribers  . . . 

The  New  York  State  Journal  of  Medicine 
750  Third  Avenue,  New  York  17,  N.  Y. 


“That  finishes  your  occupational  therapy  for  to- 
day, Mr.  Wilson.  Same  time  tomorrow." 


776 


i 


As  Natasha  posed  for  her  portrait. . . 


The  artist  solved  his  with  paint,  •» 


and  a doctor  solved  hers  with  Antivert. 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of 
vestibular  dysfunction,  with  nicotinic 
acid,  a drug  of  choice  for  prompt 
vasodilation.  Side  reactions,  usually 
only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to 
vasodilation  produced  by  nicotinic  acid. 
As  with  all  vasodilators.  Antivert  is 
contraindicated  in  severe  hypotension 
and  hemorrhage.  For  complete  pre- 
scription information,  consult  product 
brochure.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s 
syndrome  and  allied  disorders. 

*Scal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

Antiveif 
stops  vertigo 

...and  for  your  geriatric  patients: 

NEOBON® 

See  Physicians’  Desk  Reference 
for  prescription  information. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


Anti  vert  stopped  the  vertigo; 
but  it  couldn't  stop  the  artist 


777 


Index  to  Advertisers 


WANTED! 

AUGUST  15th  ISSUE 
OF  THE  JOURNAL 

We  should  very  much  appreciate 
your  donating  this  back  issue  to  the 
Society.  We  are  in  short  supply, 
and  need  this  particular  back  num- 
ber for  foreign  and  medical  school 
requests.  Please  send  to:  New  York 
State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 


Free  to  Physicians 

West-ward’s 
"Physician’s  Index  to 
Generic  Name  Prescribing’’ 

Containing  a therapeutic  index  for  guidance 
to  the  Physician  in  prescribing  West-ward’s 
quality  controlled  generic  name  products. 


West-ward,  Inc.  745  Eagle  Ave.,  Bronx  56,  N.Y. 

Please  forward  my  free  copy  of  West-ward’s 
"Physicians’  Index  to  Generic  Name  Prescribing" 

name MD 

address 

city state 

NYS  3-15 
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Milestones 
in  Nutrition 


when 

something 

was 

missing... 


. . . they  turned  to  milk.  In  1881  Lunin  showed 
that  mice  died  when  fed  a diet  consisting  of  car- 
bohydrate, protein,  fat  and  minerals.  Fresh  milk 
saved  their  lives  . . . and  the  existence  of  what 
we  now  call  vitamins  was  demonstrated. 

Historically,  milk  has  been  one  of  the  first 
choices  of  scientists  when  they  needed  a likely 
source  of  missing  nutrients.  And  milk  has  usu- 
ally filled  the  need  ...  at  one  time  because  it 
contained  vitamin  A ...  at  another,  vitamin  D 
. . . and,  at  others,  B vitamins  or  protein. 

Today,  dairy  products  continue  to  be  an  im- 


portant source  of  many  nutrients.  When  con- 
sumed as  part  of  an  adequate  diet,  they  provide: 
...  % of  the  calcium 
. . . of  the  riboflavin 
...  14  of  the  protein 

. . . required  by  adults  . . , plus  significant 
amounts  of  vitamins  A,  D and  the  B complex. 
In  weight  control  diets  low  calorie  dairy  foods 
are  unsurpassed  as  sources  of  essential  nutrients. 

As  they  have  in  the  past,  milk  and  other  dairy 
foods  will  continue  to  play  a vital  role  in  the 
nutritional  welfare  of  our  people. 


The  nutritional  statements  made  in  this  advertisement  have  been  reviewed  by  the  Council  on  Foods  and  Nutrition  of  the  American 
Medical  Association  and  found  consistent  with  current  authoritative  medical  opinion. 


Since  1915 . . . promoting  better  health  through  nutrition  research  and  education 

NATIONAL  DAIRY  COUNCIL 

Greater  New  York  Program  • a non-profit  organization 
202  EAST  44TH  STREET  • NEW  YORK  17,  NEW  YORK 


AVAILABLE  ON  BEQUEST:  Reprints  of  this  series  of  messages  on  "milestones  in  nutrition” 
and  “CALORIE  restricted  diets” 
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TODAY'S  HEALTH 
Magazine  is  published 
by  the  American  Med- 
ical Association  as  a 
major  contribution  to  its 
health  education  activities 
for  the  American  Family, 


DOCTOR... 


■''A 


...be  sure  that 
the  current  issue  of 
Today’s  Health  is  in 
your  reception  room 


Contribute  your  share  by  making  sure  that  each 
copy  of  your  Reception  Room  Edition  of  TODAY’S  HEALTH  Magazine  is 
placed  in  a conspicuous  spot  where  it  can  be  easily  viewed  by  your  patients. 
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an  orally  active  progestogen -estrogen  combination 


Supplementing  and  supporting  ovarian  function, 
Duosterone  tablets  can  help  release  your  pa- 
tients from  the  anxiety,  discomfort  and  inconven- 
ience of  functional  amenorrhea  and  dysfunctional 
uterine  bleeding. 

Duosterone  therapy  simulates  and  enhances  the 
normal  hormonal  pattern  of  the  secretory  phase 
of  the  menstrual  cycle,  providing  orally  potent 
progesterone  with  ethinyl  estradiol  to  prime 
the  endometrium  for  adequate  progestational 

(Roussel) 


response.  Periodic  progestational  treatment  with 
Duosterone  tablets  aims  at  restoring  the  normal 
menstrual  cycle — much  as  touching  the  pendu- 
lum starts  a tightly  wound  clock. 

Based  on  the  classic  studies  of  Zondek,  Rakoff 
and  others,  Duosterone  provides  dependable, 
trouble-free  progestational  therapy  by  mouth. 

Bottles  of  25  and  100  tablets  with  complete 
dosage  instructions. 

Roussel  Corporation,  New  York  17,  N.Y. 
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Conclusions  of  Nationwide  Survey;  Report  I 


1.  Even  after  five  years  of  general  use,  Tao,  of 
the  antibiotics  tested,  demonstrated  greatest  ac- 
tivity against  respiratory  streptococci  and  staphy- 
lococci (3,332  cultures). 

2,  Overall  results  showed  a higher  pereentage 
of  susceptibility  among  these  common  pathogens 
to  Tao  than  to  the  other  antibiotics.  Susceptibility 
to  Tao  was  greatest,  not  only  in  respiratory  strep- 
tococci and  staphylococci,  but  also  in  these  organ- 
isms isolated  from  skin  and  soft  tissue  (3,423  cul- 
tures), genitourinary  and  gastrointestinal  tracts 
and  other  sources  (2,458  cultures).  Susceptibility 
was  equal  to  all  antibiotics  tested  in  pneumococci 
from  unspecified  sources  (463  cultures),  and  less 


to  Tao  in  H.  influenzae  from  imspecified  sources 
(196  cultures). 

3.  Tao  has  been  used  for  five  years  without 
development  of  predictable  cross  resistance. 
In  1958  and  1961,  approximately  73%  and  70%, 
respectively,  of  erythromycin-resistant  problem 
staphylococci  showed  susceptibility  toTao.^’'*  The 
present  study  confirms  the  continuing  high  degree 
of  Tao  activity  even  against  these  pathogens.  Of 
1,592  cultures  of  erythromycin-resistant  staphy- 
lococci, 68%  were  susceptible  to  Tao,  while  in  the 
reverse  situation,  only  33%  of  768  Tao-resistant 
staphylococci  were  susceptible  to  erythromycin. 


i 


Report  II 


Results  of 

Bacty^al  Susceptibility  in 
3.3^  WilifenTOTBTOpathogens 
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If  you  would  like  a report  of  the 
entire  susceptibility  study,  write 
Medical  Department,  J.  B.  Roerig 
and  Company,  235  E.  42nd  St., 
New  York  17,  N.  Y. 


Capsules  • Ready-Mixed  Oral  Suspension  • 
Pediatric  Drops  • Parenteral  (..  oleandomjcio  phoapbato) 


A Red  Letter  Event 
of  Your  Medical  Society’s  Year 

The  Annual  Reception  and  Dinner  Dance 
in  honor  of  President  JOSEPH  A.  LANE,  M.D. 

in  the 

TERRACE  BALLROOM 

of  the 

HOTEL  STATLER  HILTON 

New  York  City 
Wednesday,  May  15,  1963 

Reception  7:00  p.m.  Dinner  Dance  8:00  p.m. 

Dress  Optional  Tickets  $17.50 

Mark  the  date  on  your  calendar  now ! 
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Aramine 
may  make  the 
difference  between 
death  and  survival... 
because  you  can 
treat  shock 
on  the  scene 

i 

;jn  traumatic  shock:  Aramine®  meta- 
jraminol  bitartrate  buys  essential 
Itime  when  shock  follows  brain 
iJamage  or  severe  hemorrhage.  In 
Ijrave  emergencies,  direct  intra- 
/enous  injection  brings  immediate 
oressor  response,  improves  renal 
)lasma  flow,  cerebral  and  coro- 
lary  blood  flow... with  little 
;hance  of  tissue  irritation  or 
'hecrosis. 

n cardiogenic  shock: 

(\ramine  has  a smooth  pre- 
lictable  vasopressor  effect 
«no  apparent  vasodilating 
j:omponent)  and  a direct 
inyocardial-stimulating 
ijffect.  It  can  be  given 
Intramuscularly,  subcuta- 
'leously,  or  by  direct  intra- 
I'enous  injection,  thus 
inverting  the  use  of  extra 
jluids  contraindicated  in 
oome  gravely  ill  patients. 

anaphylactic  shock: 

Iramine  is  the  general  pur- 
pose vasopressor  in  shock 
|:aused  by  medications  or 
■ nsect  stings  or  in  shock  of  un- 
known etiology.  One  intramus- 
ular  injection  of  Aramine  will  usu- 
|illy  maintain  adequate  blood  pres- 
'ure  until  the  emergency  can  be 
:ontained. 

riif  Summiry:  Indications;  Acute  hypotension. 

Ida  Effects,  Precautions,  and  Contraindications: 
void  areas  unsuitable  for  injection.  Not  recom- 
iionded  with  cyclopropane  or  halothane  anes- 
lesia.  Avoid  excessive  blood  pressure  response, 
se  with  caution  in  heart  or  thyroid  disease,  high 
;lood  pressure,  diabetes.  Before  prescribing  or  ad- 
ilnistering,  read  product  circular  with  package 
ir  available  on  request. 

iipplied;  In  1-cc.  ampuls  and  10-cc.  vials,  each 
:.  containing  10  mg.  metaraminol  present  as  the 
jitartrate  and  4.4  mg.  sodium  chloride  in  water 
i)r  Injection.  Preservatives:  0.15%  methylparaben, 
.02%  propylparaben,  and  0.2%  sodium  bisulfite. 
IRAMINE  Is  a trademark  of  Merck  & Co.,  INC. 

ERCK  SHARP  & DOHME 
ivision  of  Merck  & Co.,  iNC. 

'est  Point,  Pa.  ^ 

;^JECTION 

ARAMINE 

i^ETARAMINOL  present  as  the  bitarirate) 


HELLO,  WORLD  -.1  THINK 
I’M  GOING  TO  MAKE  IT ! 


When  we  first  met  Tommy 
he  had  lost  all  hope.  He 
wouldn’t  even  speak  to 
us— let  alone  try  to  walk. 

But  hope  is  our  busi- 
ness. So  we  coaxed  and 
needled  and  loved  him 
until  he  crawled  out  of 
his  shell  and  stood  up. 
Now  he  is  walking,  and 
talking,  and  full  of  hope. 

Hope  raises  up  crippled 
children.  So  does  money. 
We’ve  got  hope.  But  we’re 
looking  to  you  for  the 
money.  Not  a lot — just 
enough  to  put  one  kid  one 
day  closer  to  walking. 
That’s  about  $5. 


**Fight  with  them — against  crippling* 

EASTER  SEAL  FUND  APPEAL 

ADDRESS:“CRIPPLED  CHILDREN,”  C/O  YOUR  LOCAL  POSTMASTER 


in  severe  respiratory  infections  refractory  to  other  measures... 


CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 


for  established  clinical  efficacy  against 
susceptible  organisms'” 

In  Friedlander’s  Pneumonia^’’  • In  Hemophilus  Influenzae  Pneumonia’'"^ 

• In  Staphylococcal  Pneumonia’  ® ” ♦ In  Acute  Epiglottitis'’’''”  • in  Pneumonias  Due  to 
Gram-negative  BacillP  « In  Staphylococcal  Empyema”’ 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals'®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious 
infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other 
less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect 
early  peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Thacher,  H.  C.,  & Fishman,  L.:  J.  Maine  M.  A.  52:84,  1961.  (2)  Hopkins,  E.  W.:  Postgrad.  Med.  29:451,  1961. 
(3)  Hall,  W.  H,:  A4.  C/in,  North  America  43:191,  1959.  (4)  Krugman,  S.:  Pediat.  Clin.  North  America  8:1199,  1961.  (5)  Ede,  S.; 


Davis,  G.  M.,  & Holmes,  F.  H,:  J.A.M.A.  170:638, 
1959.  (6)  Wolfsohn,  A,  W.:  Connecticut  Med. 
22:769,  1958.  (7)  Caivy,  G.  L.:  New  England  J. 
Med.  259:532,  1958.  (8)  Hendren,  W.  H.,  Ill,  & 
Haggerty,  ^ J.:  J.A.M.A.  168:6,  1958.  (9)  Cutts, 
M.:  Rhode  Island  M.  J.  43:388,  1960.  (10) 
Berman,  W.  E.,  & Holtzman,  A.  E.:  California 
Med.  92:339,  1960.  (11)  Vetto,  R.  R.:  J.A.M.A. 
173:990,  1960.  (12)  Sia,  C.  C.  J.,  & Brainard,  S.  C.: 
Hawaii  M.  J.  17:339,  1958.  (13)  Rosenthal, 
I.  M.:  GP  17:77  (March)  1958.  (14)  Gaisford,  W.: 
Brit.  M.  J.  1:230,  1959.  ojysa 


PARKE-DAVIS 


fiMKg.  OAVtS  * COMAAftK  OfroM  JJ. 


Jostle  a peck  of  potatoes  long  enough 
and  the  little  ones  will  fall  to  the  bot- 
tom; the  big  ones  work  their  way  to  the 
top.  So  do  the  larger  particles  of  an 
admixture  of  powdered  chemicals.  Un- 
less steps  are  taken  to  keep  particle 
sizes  uniform,  the  active  ingredients 


Eli  Lilly  and  Company 


will  not  be  evenly  dispersed  throughout 
an  excipient.  That  is  why  Lilly  pharma- 
ceutical chemists  establish  precise  speci- 
fications; maintain  rigid  controls.  A few 
more  steps  are  added  and  the  cost  is 
slightly  increased,  but  priceless  uniform- 
ity is  assured  in  the  finished  product. 


Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


Tribute  to  Herman  E.  Hilleboe,  M.D. 


On  February  24  of  this  year,  Herman  E. 
Hilleboe,  M.D.,  completed  sixteen  years  of 
service  as  Health  Commissioner  of  New  York 
State.  For  reasons  of  health  it  became 
necessary  for  him  at  that  time  to  relinquish 
the  post  which  he  had  held  with  great  honor 
and  distinction.  Appointed  first  by  Gov- 
ernor Dewey  in  1947,  Dr.  HiUeboe  served 
through  the  successive  administrations  of 
Governors  Dewey,  Harriman,  and  Rocke- 
feller. This  period  was  marked  by  un- 
paralleled, purposeful  activity  on  the  part  of 
the  State  Health  Department.  There  is 
hardly  a facet  of  public  health,  medical 
practice,  or  medical  education  which  has 
not  shown  the  improving  touch  of  this 
remarkable  administrator. 

Under  his  leadership,  research  was  given 
high  priority,  and  this  resulted  in  the  very 
significant  contributions  that  are  being  made 
by  the  Roswell  Park  Memorial  Institute  for 
Cancer  Research,  the  Cardiovascular  Health 
Center,  the  virus  laboratories  of  the  Health 
Department’s  Division  of  Laboratories,  and 
the  State  Rehabilitation  Hospital  at  West 
Haverstraw. 

In  the  field  of  public  health  Dr.  Hilleboe’s 
administration  made  New  York  State  pre- 
eminent in  tuberculosis  control.  The  death 
rate  from  tuberculosis  has  dropped  from 
36.2  per  100,000  in  1947  to  6.8  in  1961,  and 
the  number  of  new  cases  reported  each 
year  has  decreased  from  89.8  per  100,000  in 
1947  to  39.8  in  1961.  New  York  State  also 
led  the  nation  in  the  scope  of  its  efforts  to 
test  the  value  of  the  Salk  vaccine,  which 
came  upon  the  scene  in  1953.  In  this  year 
there  were  2,213  cases  of  poliomyelitis,  with 
120  deaths.  In  1962  the  figures  were  53 
cases  and  1 death.  No  one,  of  course,  can 
estimate  the  amoimt  of  paralysis  and  the 
resulting  suffering  and  heartbreak  that  was 


avoided  by  the  early  and  effective  use  of  this 
vaccine. 

During  Dr.  Hilleboe’s  administration  the 
number  of  coimty  health  departments 
doubled,  and  by  1962  every  full-time  health 
officer  had  a graduate  degree  in  public 
health.  It  took  mighty  powerful  persuasion 
to  convince  county  boards  of  supervisors 
that  they  should  pay  the  price  for  the  best  in 
public  health. 

This  able  administrator  had  a prescience 
for  preplanning  for  possible  problems.  We 
rested  a bit  easier  during  the  Cuban  crisis  in 
the  knowledge  that  medical  supplies  for 
disaster  were  strategically  dispersed  through- 
out the  State,  ready  for  use  if  necessary. 
We  are  far  advanced  in  this  State  in  dealing 
with  the  problems  of  air  and  water  pollution 
and  the  hazards  of  ionizing  radiation. 

Each  individual  physician  practicing  in 
New  York  State  owes  Dr.  HiUeboe  a pro- 
found debt  of  gratitude  for  his  almost  single- 
handed  defense  of  the  regulation  which 
disqualifies  chiropractors  from  the  use  of 
x-ray.  This  resulted  in  the  favorable  Con- 
way decision,  which  has  since  been  upheld. 

The  list  of  forward-moving  programs 
conceived  and  brought  to  fruition  during 
Dr.  HiUeboe’s  administration  is  a long  one. 
His  combination  of  high  purpose  and  high 
talent  matched  that  of  his  briUiant  predeces- 
sors— Biggs,  Parran,  and  Godfrey^ — ^the  rec- 
ord unbroken,  to  the  great  good  fortune  of 
the  people. 

Added  to  aU  this  is  the  charm  of  a warm 
and  commanding  personaUty,  wise  in  the 
joy  of  living — a doctors’  doctor  to  us  aU. 

It  is  good  to  know  that  Dr.  HiUeboe  has 
accepted  appointment  as  Consultant  in 
Medical  Affairs  to  the  Governor.  It  is 
right  and  fitting  that  Dr.  HiUeboe’s  advice 
and  counsel  wiU  stiU  be  heard  in  high  places. 
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The  Snellen  visual  symbol:  a centenary 


In  this  centennial  year  of  the  publication 
by  Herman  SneUen  of  his  “Optotypi,” 
we  commemorate  the  event  as  marking 
the  actual  beginning  of  an  orderly  and 
systematic  method  for  deterniining  acuteness 
of  vision.  To  this  day,  despite  all  attempts 
at  modification,  the  so-called  Snellen  chart, 
designed  as  it  is  in  a graded  and  regular 
scaling  of  visual  values,  remains  substan- 
tially unchanged.  Strangely  enough,  how- 
ever, after  all  this  time  an  acceptable  inter- 
pretation of  these  values  connoted  by  the 
various  Snellen  symbols  falls  far  short  of 
imanimity. 

In  constructing  his  test-types  Snellen 
employed  the  principle  of  a square,  the  sides 
of  which  imder  normal  conditions  subtended 
an  angle  of  5 minutes  of  arc,  the  component 
or  minimum  separable  angle  being  1 minute 
of  arc.  He  proposed  the  simple  formula 

V = ^’  the  d,  or  numerator,  indicating  the 

distance  in  feet  or  meters  at  which  the 
letters  are  seen,  and  the  D,  or  denominator, 
denoting  the  distance  at  which  the  smallest 
letters  subtending  the  minimum  visual 
angle  are  distinguished  by  the  normal  eye. 
In  other  words,  the  numerator  stands  for 
the  examining  distance  and  the  denominator, 
for  the  distance  at  which  the  letters  are 
seen  by  the  normal  eye. 

Obviously,  as  attested  by  Snellen  him- 
self, there  exists  here  a relation  of  two 
numerical  values,  which  by  definition  and 
very  nature  constitutes  a fraction.  The 
SneUen  visual  formula  is,  after  aU,  merely 
an  expression  of  angular  vision,  that  is,  a 
linear  unit.*  Yet  it  wiU  be  seen  that  in 
appraising  visual  efficiency,  our  concern 
must  ultimately  have  to  do  with  a square 
unit.  The  SneUen  character  as  constituted 
is  two-dimensional,  having  a height  and 
breadth  of  equal  dimension,  that  is,  equal 
sides,  equal  angles.  Thus  it  conforms  to  aU 
the  requirements  of  a square. 

It  is  insisted  in  some  circles  that  the 
SneUen  notations  are  not  to  be  regarded  as 

♦Gabriels,  J.  A.  C.:  The  Snellen  symbol  and  visual  value, 
A.M.A.  Arch.  Ophth.  55:  447  (1926). 


fractions,  because  it  is  contended  they  are 
not  aliquot  parts  of,  let  us  say,  20/20,  or 
imity.  A failure  to  apply  the  proper  unity 
designation  to  the  respective  SneUen  sym- 
bols accoimts  for  this  erroneous  conclusion. 
Unity,  as  signified  by,  for  example,  30/30 
for  20/30,  40/40  for  20/40,  and  so  on,  is  in 
every  sense  correct  and  vaUd.  It  should 
be  emphasized,  nonetheless,  that  adhered 
to,  equating  fractions  themselves  with  the 
actual  measure  of  visual  efficiency  is  patently 
untenable.  As  long  as  we  eschew  and  seek 
ways  to  circumvent  the  concept  of  the 
inherent  fractional  nature  of  the  SneUen 
symbol  and,  by  the  same  token,  as  long  as 
we  adopt  this  relative  value  as  the  absolute 
determinant  of  the  resolving  power  of  the 
eye,  just  so  long  must  a satisfactory  solu- 
tion of  this  perennial  problem  prove  as 
elusive  as  ever. 

Reverting  for  the  moment  to  the  citation 
of,  for  instance,  20/30:  This  represents 

an  increase  of  2.5  minutes  of  arc,  to  make 
the  subtending  angle  now  7.5  minutes  of 
arc.  Being  inversely  proportional,  a visual 
loss  of  1/3  fractionaUy  has  been  sustained, 
that  is,  equivalently  10/30  (1/3)  in  feet 
or  3/9  (1/3)  by  meter,  with  20/30  (2/3) 
and  6/9  (2/3)  respectively  the  remaining 
fractional  visual  value.  Given  the  frac- 
tional or  angular  loss,  one  has  simply  to 
square  this  dimension,  which  in  the  present 
sense  would  then  be  equal  to  1/9,  thus 
representing  a loss  in  visual  efficiency  of 
11.1  per  cent. 

It  would  seem  timely,  therefore,  in  this 
centenary  year  to  reassess  our  attitude 
regarding  actual  visual  loss  and  recognize 
that  in  the  final  analysis  we  are  deaUng 
not  with  an  angular  or  fractional  value  per 
se,  but  rather  with  the  value  of  a concomi- 
tant square  surface  area. 

Finally,  using  the  simple  and  mathe- 
matically sound  rationale  briefly  outhned, 
any  SneUen  symbol  can  be  quickly  and 
dependably  resolved  in  terms  of  percentage 
loss  of  visual  efficiency. 

J.  A.  C.  Gabriels,  M.D. 
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There  has  been  much  discussion  in  the  past  few  years  con- 
cerning medical  care  of  the  aged,  and  this  has  stimulated  the 
formation  of  the  Joint  Council  to  Improve  the  Health  Care  of 
the  Aged.  This  organization  has  been  in  existence  for  about 
three  years  and  is  composed  of  representatives  of  the  Medical 
Society  of  the  State  of  New  York,  the  New  York  State  Dental 
Society,  the  New  York  State  Hospital  Association,  and  the 
New  York  State  Nursing  Home  Association.  Each  organiza- 
tion has  three  members  on  the  CoimcU,  one  of  whom  is  the 
chief  elective  officer  of  that  organization.  Therefore,  I am 
automatically  a member  at  the  present  time.  The  other  two 
representatives  of  the  Medical  Society  are  Henry  Fineberg, 
M.D.,  executive  vice-president,  and  Joseph  Witt,  M.D.,  of 
Utica,  who  has  been  very  active  in  the  formation  of  this 
Coimcn,  as  well  as  a prime  mover  in  getting  it  under  way.  To 
date  there  have  been  three  meetings  in  different  areas  of  the 
State:  one  in  Buffalo,  one  in  Rochester,  and  one  in  Garden 
City.  These  were  publicized  to  interested  organizations  and  were  fairly  weU  attended. 

The  prime  function  of  this  organization  is  to  develop  cooperative  plans  to  improve  the 
health  care  of  the  aged.  It  is  interesting  to  note  that  the  dental  group  has  been  able  to  set 
up  a program  which  includes  the  taking  of  portable  apparatus  to  nursing  homes,  and  so  forth, 
to  give  rather  extensive  dental  care  to  people  who  are  imable  to  get  out.  In  addition,  a very 
comprehensive  diabetes  detection  program  has  been  developed  in  Utica,  and  this  has  been 
very  successful  in  finding  patients  who  have  diabetes  in  some  of  the  nursing  homes. 

The  Joint  Council  meets  with  a fair  degree  of  regularity  and  is  now  endeavoring  to  develop 
plans  for  additional  meetings  in  areas  that  have  not  been  approached  to  date.  It  is  hoped  that 
a meeting  may  be  set  up  in  the  spring,  possibly  in  the  Albany  area. 

Some  interesting  national  statistics  on  elderly  people  have  been  gathered  by  Council 
members.  They  have  found  that  many  elderly  people  are  now  being  taken  care  of  as  a result 
of  marriages.  While  there  has  been  a 5 per  cent  drop  in  marriages  generally,  the  percentage 
of  marriages  among  older  people  has  risen  13  per  cent,  with  a total  of  30,000  marriages  being 
contracted  each  year  by  men  and  women  over  sixty -five  years  of  age.  These  people  are  now 
self-reliant  and  thus  are  not  dependent  on  social  agencies,  family  members,  and  so  forth. 
Another  interesting  discovery  is  that  one  in  three  persons  between  the  ages  of  sixty  and  sixty- 
five  has  parents  or  close  relatives  who  are  in  their  eighties  or  older,  and  the  ratio  is  increasing. 

The  Joint  Council  has  made  excellent  progress.  It  has  enlisted  the  aid  of  industry,  labor, 
church  groups,  local  voluntary  health  agencies,  and  families,  as  weU  as  the  help  of  muses, 
pharmacists,  physiotherapists,  opticians,  institutional  staffs,  and  suppliers  of  various  mate- 
rials. At  the  most  recent  meeting  of  the  Council,  it  was  recommended  that  a local  pilot  pro- 
gram be  undertaken  in  a county  to  get  to  the  “grass  roots.” 

It  is  hoped  that  the  program  wiU  receive  the  support  of  all  interested  persons,  with  very 
productive  results. 


Joseph  A.  Lane,  M.D.,  President 


JOSEPH  A.  LANE,  M.D. 
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Rehabilitation  Technics 
in  Geriatric  Practice 


REHABILITATION  OF  the  geriatric  patient 
requires  an  individualized  program,  in- 
cluding utilization  of  nonmedical  professional 
workers,  community  resources,  and  new 
technics  of  managing,  evaluating,  and  follow- 
ing the  disabled  patient.  Cerebrovascular, 
cardiovascular,  and  peripheral  vascular  dis- 
eases are  important  problems  in  geriatric 
rehabilitation.  Specific  examples  include 
both  physical  and  emotional  rehabilitation  in 
patients  who  have  had  strokes,  development  of 
a rational  activity  program  in  those  with 
coronary  artery  disease,  and  strict  foot  hygiene 
to  reduce  the  number  of  amputations  in  those 
with  peripheral  vascular  disease. 


HEINZ  I.  LIPPMANN,  M.D.* 
West  Englewood,  New  Jersey 

From  the  Department  of  Rehabilitation  Medicine, 
Albert  Einstein  College  of  Medicine,  and  the  Workmen's 
Circle  Home  for  the  Aged,  The  Bronx,  New  York 


In  1860,  ONLY  ONE  of  50  Americans  had 
reached  the  age  of  sixty-five.  Today,  one 
of  every  12  Americans  is  sixty-five  years  or 
older.  Seventeen  and  one-half  million  Ameri- 
cans and  1,250,000  New  Yorkers  are  senior 
citizens.  The  increasing  proportion  of  old 
people  in  our  population  has  created  a num- 
ber of  problems  in  various  sections  of  our 
community;  in  families;  in  local,  state,  and 
Federal  governments;  and  in  the  medical 
profession. 

Old  age,  in  itself,  is  compatible  with  fully 
functional  and  meaningful  living.  The  old 
may  experience  a general  decline  in  func- 
tional capacity,  but  dexterity  and  skills  may 
not  be  impaired  significantly,  and  judgment 
may  make  up  for  physical  inadequacy  in 
many  ways.  As  a special  feature  of  Ameri- 
can society,  psychosocial  problems  have 
developed  through  the  arbitrary  retirement 
age  of  sixty -five.  Difficulties  in  coping  with 
leisure  time  have  resulted  in  a demand  for 
our  inadequate  social  and  recreational  facili- 
ties. 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
General  Practice  and  Physical  Medicine,  May  14,  1962. 

* By  invitation. 


How  many  of  our  older  citizens  are 
actually  in  “good  health”?  One  or  more 
chronic  morbid  conditions  have  been  shown 
to  exist  in  the  tissues  and  organs  of  most 
aged  people.  Old  age  has  been  defined  as  the 
total  result  of  a number  of  diseases,  most  of 
which  take  a long  time  to  develop  or  to 
reach  a serious  climax. ' We  have  developed 
a similar  impression  from  our  own  ex- 
perience. Thus,  when  the  Workmen’s 
Circle  Home  for  the  Aged  was  opened,  we 
chose  only  residents  who  were  in  apparent 
good  health.  Today,  twelve  ye£U-s  later,  one 
of  every  two  home  residents  requires  medical 
care,  and  many  residents  are  chronically  iU 
or  disabled.  Among  the  disabilities  of  the 
aged,  degenerative  cardiovascular  conditions 
range  first  in  incidence.  Arthritis,  malignant 
conditions,  and  diseases  of  the  urinary  tract 
and  the  skeleton  also  take  their  toU.  These 
conditions  are  not  distinctive  of  old  age  but 
afflict  people  who  have  lived  long  enough. 
More  prevalent  in  old  age  are  psychologic, 
emotional,  and  social  problems,  often  as- 
sociated with  the  isolation  of  the  elderly 
person  whose  family  and  contemporaries  are 
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disappearing  and  whose  children  have  suf- 
ficient worries  of  their  own  to  lessen  their 
desire  to  be  responsible  for  their  elders. 
Personal  pride  and  a lack  of  communication 
often  aggravate  the  situation.  As  an  ad- 
ditional problem,  the  rising  incidence  of 
serious  accidents  may  be  mentioned. 

Thus,  old  age  harbors  chronic  diseases  and 
disabilities,  the  management  of  which  in- 
creasingly challenges  the  physician.  Tradi- 
tionally, medicine  which  deals  with  diagnosis 
and  the  medical,  surgical,  or  psychiatric 
treatment  of  diseases  is  ill-equipped  to  deal 
with  the  long-range  health  problems  of  the 
elderly  people  in  our  community,  except  for 
the  acute  episodes  which  are  mgmaged  in  a 
relatively  short  time.  The  adjustment  of 
the  elderly  disabled  person  in  society,  the 
utilization  of  commimity  resources  for  the 
aged,  and  the  long-term  follow-up  of  the 
chronically  ill  patient  at  an  acceptable  cost 
rightfully  challenge  the  medical  profession 
and  its  leading  representative,  the  individual 
practicing  physician.  The  technics  of  re- 
habilitation medicine  as  applied  to  the  aged 
have  a significant  application  outside  of 
hospitals.  The  vast  majority  of  practicing 
physicians  have  not  been  trained  in  these 
technics.  Only  some  American  medical 
schools  have  developed  the  effective  teaching 
of  rehabilitation  medicine  in  their  curricula 
since  the  end  of  World  War  II.  Few  prac- 
ticing physicians  have  a working  knowledge 
of  rehabilitation  technics  and  an  understand- 
ing of  their  benefits,  despite  the  increasing 
knowledge  in  this  area  in  the  last  eighteen  to 
twenty  years. 

What  is  rehabilitation  medicine  as  ap- 
plied to  geriatric  practice?  At  the  first 
national  conference  on  cardiovascular  dis- 
eases in  1950,  medical  rehabilitation  was  de- 
fined as  “the  return  of  a person  disabled  by 
accident  or  disease  to  his  greatest  physical, 
mental,  emotional,  social,  vocational,  and 
economic  usefulness,  and  if  employable,  the 
opportunity  for  gainful  employment.”  This 
generalized  and  noncontroversial  statement 
requires  specific  elaboration  to  be  put  into 
practice.  “Rehabilitation  should  prevent 
or  lessen  the  deleterious  effects  of  inactivity, 
should  minimize  disability,  and  should  train 
the  individual  with  residual  permanent  dis- 
ability in  the  technics  of  overcoming  handi- 
caps.”^ This  definition  presents  the  prob- 
lems in  the  terms  of  disuse,  disability,  and 
handicap,  and  presents  its  solution  in  the 


rehabilitative  terms  of  prevention,  correc- 
tion, and  training.  It  follows  that  rehabili- 
tation is  to  develop  the  patient’s  remaining 
assets  rather  than  to  treat  his  deficiencies. 

To  incorporate  the  principles  of  rehabili- 
tation medicine  into  medical  practice,  tradi- 
tional medicine  will  have  to  be  amplified  in 
two  directions.  Nonmedical  professional 
workers  will  have  to  be  increasingly  involved 
in  patient  management,  and  new  technics  of 
managing,  evaluating,  and  following  the 
disabled  patient  will  have  to  be  applied  for 
the  following  reasons: 

First,  the  functional  adjustment  of  the 
disabled  in  society  is  contingent  on  the  study 
and  manipulation  of  environmental  factors, 
such  as  housing,  working  conditions,  the 
family  setup,  community  resources,  diet, 
and  so  forth.  Nonmedical  professional 
skills  in  the  person  of  the  social  worker, 
vocational  coimselor,  or  public  health  dieti- 
cian often  are  available  to  the  practicing 
physician  for  the  asking.  However,  he 
must  know  how  to  use  them  effectively. 

Second,  the  saune  symptom  or  disease  may 
prove  disabling  or  not;  thus,  an  amputee 
who  walks  poorly  with  a prosthesis  may  be 
totally  disabled  if  he  is  a salesman,  but  not 
at  aU  if  he  is  a cashier  in  a supermarket.  A 
final  rehabilitation  goal  must  be  formulated 
in  every  patient  with  aU  the  circumstances 
being  taken  into  accoimt;  partial  and  tem- 
porary rehabilitation  goals  are  developed 
continuously  while  the  patient  is  being  fol- 
lowed. Among  the  norunedical  professional 
experts  who  often  are  invaluable  for  the 
purpose,  are  the  occupational  and  the  physi- 
cal therapist,  the  clinical  psychologist,  the 
social  worker,  and  the  speech  therapist. 
The  gathering  and  evaluating  of  chnical  data 
from  so  many  sources  require  special  technics 
used  by  the  physiatrist.  Some  of  these  tech- 
nics can  be  mastered  by  all  practicing  physi- 
cians. 

Rehabilitation  medicine  is  too  often 
thought  to  be  practiced  in  big  rehabihtation 
centers  only.  During  World  War  II 
the  need  to  deal  with  catastrophic  disabili- 
ties created  extensive  rehabilitation  centers, 
particularly  in  the  Veterans  Administration 
system.  After  the  war  many  civilian  cen- 
ters blossomed  and  now  fulfill  the  vital  com- 
munity need  of  managing  the  results  of 
catastrophic  accidents  or  diseases.  Only 
a large  rehabilitation  center  with  a multi- 
disciplinary approach  can  cope  with  the 
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needs  of  a quadriplegic  patient,  a patient  in 
the  advanced  stages  of  multiple  sclerosis,  or 
a patient  with  an  extensive  cerebral  infarct. 

The  person  who  is  disabled  from  chronic 
cardiovascular  conditions,  or  the  geriatric 
patient,  may  never  come  near  a hospital  and 
still  be  in  need  of  medical  rehabilitation 
management.  The  majority  of  patients  in 
need  of  rehabilitation  measures  remain  in 
the  community  and  under  the  care  of  the 
practicing  physician.  Rehabilitation  tech- 
nics belong  in  every  practicing  physician’s 
armamentarium  and  are  not  limited  to  the 
large  rehabilitation  centers.  Frequently, 
plans  to  continue  the  management  of  the 
hospital  patient  after  his  discharge  have  been 
tried  out,  considerable  lip  service  having 
been  paid  to  the  idea  in  general,  but  with 
only  occasional  success.^  Much  remains  to 
be  done  in  the  way  of  education  and  organi- 
zation within  the  commimity. 

Some  illustrations  of  the  role  of  the  prac- 
ticing physician  in  the  rehabilitation  man- 
agement of  the  aged  patient  in  cerebro- 
vascular accidents,  cardiac  disorders,  and 
diseases  of  the  peripheral  vasculature  will 
be  presented. 


Strokes 

There  are  more  than  2 million  people  in 
the  United  States  who  have  had  a stroke. 
Most  individuals  survive  their  first  stroke, 
and  85  per  cent  of  these  will  be  alive  after 
two  years;  some  15  per  cent  of  these  pa- 
tients win  have  a second  stroke  during  that 
period.  It  is  estimated  that  one  third  of  the 
patients  dying  from  strokes  have  had  an 
occlusion  in  the  extracranial  portion  of  the 
carotid  or  vertebral  arteries,  lesions  which 
in  many  cases  could  have  been  prevented  by 
early  recognition  and  surgical  intervention. 
Some  simple  tests,  such  as  the  measurement 
of  retinal  arterial  pressure  and  the  intra- 
oral  palpation  of  the  extracranial  portion  of 
the  internal  carotid  artery  may  be  suggestive 
of  internal  carotid  artery  occlusion  and  can 
be  mastered  easily.^’®  Bruits  may  be  per- 
ceived over  an  occluded  or  stenosed  carotid 
or  vertebral  artery  and  may  establish  a 
diagnosis.®  A frequent  cause  of  brain 
damage  in  the  elderly  patient  is  an  ex- 
tradural and  subarachnoid  hemorrhage 
which  may  result  from  a minor  or  unnoticed 
injury  to  the  head.  An  early  diagnosis  may 


be  lifesaving  and  again  depends  on  the 
alertness  of  the  practicing  physician. 

Common  causes  of  strokes  are  cerebral 
artery  thrombosis,  embolism,  and  hemor- 
rhage, in  order  of  their  incidence.  To  ex- 
plain the  role  of  rehabilitation  medicine  in 
these  cases  we  wiU  follow  the  typical  course 
of  a fictitious  case  of  a major  stroke. 

A seventy-five-year-old  hypertensive  man  is 
admitted  to  the  hospital  in  a deep  coma.  A 
few  hours  previously  he  suffered  a stroke  due  to 
left  middle  cerebral  artery  thrombosis.  On 
regaining  consciousness  he  has  a right  flaccid 
hemiplegia,  central  facial  palsy,  and  is  aphasic. 
He  has  no  control  over  his  bladder  or  bowels. 
In  what  condition  would  our  patient  be  after 
six  months  if  the  treatment  were  limited  to 
feeding  and  the  most  elementary  supportive 
management?  He  would  have  a good  chance 
to  be  in  bed  or  in  a wheel  chair  permanently,  and 
he  may  develop  bed  sores.  He  may  have  no 
bladder  control.  He  may  not  speak,  although 
he  is  likely  to  comprehend  gestures  or  words. 
His  right  side  may  remain  weak,  and  his 
shoulder,  elbow,  wrists,  hands,  hips,  and  knees 
may  be  in  flexion  or  contracted  even  if  some 
voluntary  motion  recovers.  He  may  need  as- 
sistance in  eating,  dressing,  and  ambulating,  or 
propelling  himself  in  a wheel  chair  and  thus 
would  remain  helpless.  His  chances  for  re- 
integration into  his  family  or  home  would  be 
slim.  He  would  never  walk  again. 

How  would  this  picture  be  modified  if  the 
principles  of  medical  rehabilitation  were 
applied  throughout  this  course?  The  joints 
would  be  moved  through  their  full  range, 
flaccid  muscles  would  be  protected  from 
overstretching  by  slings,  and  spastic  muscles 
would  be  stretched.  Joint  contractures 
would  be  avoided.  He  would  be  mobilized 
early  and  stood  up  with  the  aid  of  splints  or 
braces  or  the  manual  help  of  a therapist; 
bladder  control  is  most  often  regained  during 
such  an  activity  program.  Bed  sores  would 
not  develop.  He  would  receive  speech 
training,  and  his  capacity  to  form  words  on 
the  return  of  his  cerebral  integrative  function 
would  be  sedvaged  by  continued  contact 
with  the  environment.  He  would  be  trained 
in  conducting  his  life  independently  from  a 
wheel  chair  if  he  no  longer  could  ambulate, 
or  to  ambulate  safely  with  or  without  the  aid 
of  a brace  or  a cane.  He  would  need  a mini- 
mum or  no  assistance  and  could  take  his 
place  in  his  family,  a custodial  home,  or  in  a 
sheltered  workshop. 

On  the  return  of  the  patient  to  his  former 
residence,  a program  to  maintain  his  func- 


March  15,  1963  / New  York  State  Journal  of  Medicine  797 


tional  gains  will  have  to  be  outlined  and 
implemented  by  his  physician  in  collabora- 
tion with  his  family.  Not  everything  can  be 
done  for  every  patient,  but  something  can  be 
done  for  most.  For  instance,  it  may  be  use- 
ful to  spend  some  time  treating  a stiff 
shoulder  in  the  patient  who,  because  of  it, 
cannot  dress  himself.  In  another  patient, 
stair  climbing  will  be  practiced  if  the  bed- 
room is  on  the  second  floor.  In  a third  pa- 
tient, a concentrated  effort  will  be  made  to 
develop  the  function  of  his  nonaffected  hand. 
The  patient’s  home  will  have  to  be  adapted 
for  optimal  functioning  and  for  safety.  All 
these  individualized  programs  would  be 
greatly  enhanced  if  the  practicing  physician 
were  famihar  with  rehabilitation  technics, 
with  the  modalities  of  occupational  therapy, 
and  with  self-help  procedures.  This  could 
be  facilitated  by  the  physician’s  participa- 
tion in  the  patient’s  rehabilitation  CEire  be- 
fore the  patient’s  discharge  from  the  hospi- 
tal, or  by  close  cooperation  between  the 
hospital,  the  home-care-rehabilitation  serv- 
ice, if  one  is  available,  and  the  physician; 
or  better  yet,  by  the  physician’s  continued 
postgraduate  study  of  these  specialized 
modalities. 

One  of  the  important  therapeutic  con- 
tributions of  medical  rehabilitation  is  that 
on  the  morale  and  emotional  state  of  a pa- 
tient after  a catastrophic  illness,  such  as  a 
major  stroke.  Reactive  depression  often 
grips  the  patient  who  does  not  know  what 
hit  him  and  who  often  loses  his  faith  and  his 
will  to  live.  The  impact  of  such  a reaction 
varies  depending  on  the  patient’s  ethnic 
background,  family  ties,  religious  beliefs, 
premorbid  development,  and  remaining  in- 
tactness of  intellectual  resources.  It  is  rare 
to  see  a patient  with  a major  stroke  who 
bears  his  experience  with  equanimity.  An 
effective  rehabilitation  ward  conveys  the 
spirit  of  hopefulness,  and  this  must  be  main- 
tained by  the  physician  after  the  patient’s 
discharge  from  the  hospital.  At  this  stage, 
the  physician’s  knowledge  of  commimity  re- 
sources is  essential,  and  this  cannot  be 
acquired  without  some  effort  or  implemented 
without  actual  experience.  Postgraduate 
education  in  this  direction  would  go  further 
in  fulfilling  the  health  needs  and  the  ex- 
pectations of  the  community  than  the  pre- 
vailing custom  of  physicians  only  fre- 
quenting traditional  specialty  clinics  in  their 
hospital  work.  A rehabilitation-oriented 


geriatric  practice  also  would  take  some  wind 
out  of  the  sails  of  political  £md  social  forces 
which  press  for  reforms  in  medical  care. 

Cardiac  problems 

One  of  the  puzzling  problems  in  geriatric 
practice  is  how  to  develop  a rational  activity 
program  for  a patient  with  coronary  artery 
disease  with  or  without  failure.  Our  under- 
standing of  the  correlation  of  energy  con- 
sumption and  cardiac  output  is  incomplete. 
We  are  not  always  able  to  predict  the  effect 
of  exercise  on  a diseased  myocardium  with 
a diminished  reserve.  At  present,  we  usually 
interrupt  exercise  when  signs  of  stress  ap- 
pear and  then  watch  the  patient  carefully. 
We  ought  to  do  better  than  that,  since  it  is 
possible  to  commit  mistakes  using  this 
empiric  approach.  Some  hope  seems  to 
emerge  from  the  work  of  the  Scandinavian 
school  of  physiologists.^'*  This  group  dem- 
onstrated that  in  the  presence  of  a normal 
sinus  rhythm,  the  pulse  rate  reflects  energy 
consumption  in  an  exercising  individual  as 
long  as  the  steady  state  is  maintained,  mean- 
ing that  oxygen  consumption  and  supply  are 
in  balance.  In  practice,  it  is  not  easy  to  tell 
clinically  at  what  point  the  steady  state  no 
longer  can  be  maintained.  In  a decon- 
ditioned  cardiac  patient  an  oxygen  debt  then 
develops,  and  the  exercise  is  thus  too 
strenuous.  An  overt  failure  of  the  heart  in 
such  a case  may  occur  after  the  cessation 
of  exercise.  Problems  of  the  prescription  of 
activity  frequently  arise  in  patients  with 
coronary  artery  insufliciency  without  signs 
of  myocardial  infarction.  The  training  of 
amputees,  the  teaching  of  transfer  activities 
in  stroke  victims,  and  the  performance  of 
conditioning  exercises  in  the  aged  depend  on 
such  prescriptions. 

The  surviving  patient  with  an  acute 
myocardial  infarction,  especially  in  the  old- 
age  group,  usually  does  not  present  much  of 
a problem  of  this  kind.  He  will  be  kept  at 
absolute  rest  until  fibrosis  of  his  myocardium 
can  be  safely  presumed,  that  is,  at  least  for 
six  weeks,  give  or  take  a few  days.  Sitting 
in  an  arm  chair  he  consumes  less  energy 
than  he  does  lying  flat  in  bed.  Using  a com- 
mode rather  than  a bedpan  uses  less  energy. 
Arranging  all  the  physical  and  mental  en- 
vironment in  the  most  energy-sparing  man- 
ner is  generally  accepted  in  such  a case.  * 

We  have  been  impressed  with  the  lack  of 
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myocardial  functional  reserve  in  many  of 
our  old  people  with  coronary  artery  disease. 
The  aged  patient  with  coronary  insufficiency 
develops  pulmonary  edema  easily  after 
exercise  that  is  considered  safe  and  mild. 
The  hypertensive  patient  who  is  being 
treated  with  reserpine  seems  to  be  par- 
ticularly vulnerable.  Actually,  we  avoid 
even  mild  energy-requiring  activities  in  aged 
individuals  who  have  had  attacks  of  so- 
called  coronary  insufficiency,  even  in  the 
absence  of  an  infarction.  On  the  other  hand, 
many  of  our  aged  patients  have  arterio- 
sclerotic heart  disease  without  severe  angina 
or  attacks  of  coronary  insufficiency.  These 
patients  can  be  given  a regimen  of  reasonable 
physical  activity. 

It  is  well  known  that  heart  failure  in  the 
aged  patient  may  be  precipitated  by  only 
moderate  increases  in  the  heart  rate,  which 
in  younger  people  would  fall  within  the 
normal  range.  Frequently,  hyperthyroid- 
ism is  responsible  for  such  increases.  Ex- 
ercise therapy  must  be  limited  carefully 
before  appropriate  treatment  for  the  hyper- 
thyroidism has  been  instituted. 

Peripheral  vascular  diseases 

Peripheral  arterial  occlusive  disease  repre- 
sents an  increasing  health  problem  in  our 
older  population.  Arteriosclerosis  obUterans 
is  a progressive  disease,  but  the  rate  of 
progression,  especially  in  the  nondiabetic 
patient,  may  be  slow.  It  is  our  firm  belief 
that  the  actual  incidence  of  trophic  com- 
plications of  arteriosclerosis,  notably  gan- 
grene, exceeds  that  which  is  to  be  expected 
from  the  natural  course  of  the  disease.  The 
need  for  amputation  can  be  reduced  by 
simple  preventive  measures.  The  pre- 
dominant symptom  of  arteriosclerosis,  in- 
termittent claudication,  is  in  itself  rarely 
disabling  in  the  elderly  patient.  Vascular 
reconstructive  surgery,  which  may  control 
intermittent  claudication,  is  therefore  not 
particularly  applicable  to  most  of  our  older 
patients.  Tissue  necrosis  in  chronic  oc- 
clusive arterial  disease  is  rarely  caused  by 
faulty  circulation,  but  by  one  of  two  pre- 
disposing causes:  injury  and  infection. 

Extremities  with  normal  or  impaired  arterial 
circulation  have  the  same  arterial  flow  rates 
under  basal  resting  conditions.  Our  own 
plethysmographic  studies  show  that  arterial 
flow  rates  of  1.5  cc.  per  100  cc.  of  tissue  per 


minute  are  usually  sufficient  to  keep  tissues 
viable  at  rest,  and  such  low  flow  rates  may 
be  found  even  in  advanced  occlusive  arterigj 
disease.  Impaired  arterial  circulation,  how- 
ever, reduces  the  vascular  reserve  which 
normally  is  called  on  to  satisfy  an  increased 
demand  for  blood  which  may  exceed  15  to 
20  cc.  per  100  cc.  of  tissue  per  minute  in 
active  muscle  and  30  cc.  per  100  cc.  of  tissue 
per  minute  in  heated  or  inflamed  skin. 
Inflamed  tissues  need  more  blood  to  remain 
viable.  In  the  presence  of  an  arterial  oc- 
clusion, therefore,  an  inflammation  may 
result  in  local  ischemia,  necrosis,  and  gan- 
grene. That  is  why  inflammation  produced 
by  injury  and  infection  is  a most  dangerous 
complication  in  occlusive  arterigd  disease. 

The  most  insidious  and  dangerous  injuries 
are  burns  produced  by  the  injudicious  ap- 
plication of  external  heat,  including  sun- 
burns, and  mechanical  injuries  due  to  faulty 
nail  cutting  and  badly  fitting  shoes.  Among 
the  infections,  the  most  important  ones  are 
fimgus  infestations,  bacterial  infections  as- 
sociated with  skin  maceration  and  faulty 
foot  hygiene,  subungual  abscesses,  and  in- 
fected heel  and  sole  fissures  due  to  over-dry 
skin.  Indolent  ulcerations  in  the  patient 
with  diabetic  neuropathy  often  start  the 
road  to  amputation.  In  view  of  these  dan- 
gers, vigilance  and  caution  are  necessary. 
The  physician,  during  his  activities  in  hospi- 
tal wards,  in  old-age  homes,  in  health  cen- 
ters, in  outpatient  cHnics,  and  in  his  practice, 
must  insist  on  effective  foot-care  programs. 
An  illustration  is  the  experience  we  have  had 
in  the  Sidney  Hillman  Health  Center. 
Close  attention  is  paid  to  the  elimination  of 
infection  of  the  feet  in  patients  with  oc- 
clusive arterial  diseases.  A special  foot 
hygiene  clinic,  a podiatry  clinic,  and  a 
peripheral  vascular  clinic  have  been  opera- 
tive. An  educational  program  is  being  con- 
ducted to  induce  patients  to  care  meticu- 
lously for  their  feet  and  to  seek  medical  help 
for  any  trophic  changes  which  might  occur. 
We  have  followed  600  ambulatory  patients 
with  arteriosclerosis  obliterans  for  the  past 
eleven  years,  aU  in  the  high-middle  and 
older-age  group.  A preliminary  study  of 
this  group  reveals  an  amputation  rate  of  less 
than  2 per  cent,  which  is  substantially  lower 
than  any  published  statistical  follow-up  in 
this  disease.  We  believe  that  strict  foot 
hygiene  reduces  the  number  of  amputations 
and  will  minimize  the  costly  and  painful 
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experience  our  community  has  with  its 
amputees. 

Summary 

Some  rehabilitation  technics  in  dealing 
with  cerebrovascular,  cardiovascular,  and 
peripheral  vascular  diseases  are  discussed. 
The  role  of  the  attending  physician  in  the 
management  of  these  conditions  is  stressed. 
Hospitalization  is  usually  only  an  episode  in 
a life-long  course  of  geriatric  problems,  while 
the  attending  physician  continues  to  be  the 
aging  patient’s  lasting  and  most  important 
health  guide  and  adviser.  Therefore,  the 
physician  must  acquaint  himself  with  vari- 
ous rehabilitation  technics  and  with  the 
available  community  resources  for  his  elderly 
patient.  The  physician’s  familiarity  with 
rehabilitation  technics  in  caring  for  the  aged 
will  further  justify  his  central  position  in  the 
health  cerre  of  the  aged. 

597  Sunderland  Road 
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Parkinsonism  Produced 
by  Brain  Tumors* 


PARALYSIS  AGiTANS  includes  a group  of 
affections  of  the  nervous  system  characterized 
by  tremor  and  muscular  rigidity  which  give 
rise  to  a lack  of  facial  expression,  characteris- 
tic gait  and  attitude,  and  slowness  of  initiation 
of  voluntary  movement.  The  syndrome  may 
be  produced  by  infections  of  the  nervous  sys- 
tem, vascular  diseases  of  the  brain,  toxic 
conditions,  trauma  {rarely),  expanding  in- 
tracranial lesions,  and,  possibly,  emotional 
factors.  In  parkinsonism  produced  by  brain 
tumor  the  symptoms  are  caused  by  the  inter- 
relations of  the  basal  ganglia  with  the  cerebral 
cortex,  but  the  mechanisms  have  yet  to  be 
worked  out  fully. 


MURRAY  E.  MARGULIES,  M.D. 

Brooklyn,  New  York 
WALTER  R.  SLADE,  JR„  M.D. 

Brooklyn,  New  York 

From  the  Section  of  Neurology, 
Veterans  Administration  Hospital 


In  1817  THERE  APPEARED  the  DOW  famous 
publication  of  Parkinson.  ^ Parkinson  apol- 
ogized for  its  content  and  acknowledged 
that  in  it  mere  conjecture  takes  place  of 
experiment.  While  more  than  one  himdred 
and  fifty  years  have  elapsed  since  this  famous 
publication  appeared,  there  are  still  many 
problems  pertaining  to  the  physiology  of  the 
extrapyramidal  nervous  system  and  the 
pathology  of  paralysis  agitans  which  remain 
unanswered. 

Speculations  concerning  the  fimction  of 
the  based  ganglia  have  been  based  in  the 
past  largely  on  clinical  evidence.  Hyper- 
kinetic syndromes  such  as  chorea  and  athe- 
tosis have  been  attributed  to  primary  lesions 
of  the  caudate  nucleus  and  the  putamen. 
Paralysis  agitans  (parkinsonism)  has  been 
attributed  to  globus  paUidus  and  substantia 
nigra  disturbance,  since  evidence  of  irrita- 
tion or  destruction  of  basal  ganglia  nuclei 
generally  has  been  found  in  patients  who 
have  succumbed  to  the  disease.  In  all  these 
clinical  conditions  the  pathologic  alterations 
in  the  brain  are  generally  widespread,  and 
there  have  been  few  instances  in  which  le- 
sions have  been  restricted  sufficiently  to  an 
area  to  warrant  conclusions  concerning 
function.  The  inter-relations  of  the  basal 
ganglia  with  the  cortex  have  been  stressed 
little  in  the  clinical  literature,  and  there  is  a 
tendency  to  regard  the  extrapyramidal  sys- 
tem as  something  quite  separate  and  inde- 
pendent of  the  cerebral  cortex  and  its  projec- 
tions. From  the  physiologic  standpoint 

* Read  in  part  before  the  New  York  Neurological  Society 
on  October  2,  1957,  New  York  City. 


this  is  highly  misleading,  since  it  has  now 
become  clear  that  the  basal  ganglia  and  the 
cerebral  cortex  actuedly  function  as  a single 
closely  integrated  unit.^ 

When  lesions  of  area  6 coexist  with  lesions 
of  the  basal  ganglia,  tremor  and  choreo- 
athetosis,  especially  in  the  chimpanzee, 
become  prominent.  There  is  likewise  a 
marked  increase  in  rigidity  following  the 
combined  lesions  of  the  striatum  and  the 
premotor  cortex.  The  rigidity  has  a quaJity 
like  that  which  is  seen  in  clinical  cases  of 
basal  ganglia  disease  and  is  more  conspicuous 
than  that  following  lesions  of  area  6 alone. 
It  would  appear  from  Kennard’s^  analysis 
that  the  clinicail  symptoms  which  are  associ- 
ated with  disease  entities  such  as  paralysis 
agitans  and  chorea  must  be  attributed  to  an 
over-all  disturbance  involving  both  the 
cerebral  cortex  and  the  nuclei  of  the  strio- 
pallidum.  The  nature  of  the  suppressor 
action  exercised  by  the  basal  ganglia  on 
spinsd  reflexes  has  been  clarified  by  Ma- 
goim’s"  discovery  of  the  bulboinhibitory  area 
of  the  reticular  formation.  These  sup- 
pressor effects  are  mediated  by  way  of  the 
bulbar  reticular  formation,  either  directly 
from  area  4 s or  indirectly  through  the  cau- 
date nucleus  and  putamen.  The  pathways 
between  the  basal  ganglia  have  yet  to  be 
worked  out  fully,  and  the  reticular  spinal 
pathways  which  are  distributed  diffusely 
through  the  lateral  and  ventral  quadrants 
of  the  cord  likewise  require  further  study. 
Wilson,^  in  discussing  basal  ganglia  mecha- 
nisms, insisted  that  the  hyperkinetic  states, 
such  as  tremor,  athetosis,  and  chorea,  prob- 
ably resulted  from  the  activity  of  the  cerebral 
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cortex  unsupported  by  basal  ganglia,  and 
for  this  reason  he  predicted  that  severe 
choreo-athetosis  and  probably  also  tremor 
could  be  relieved  at  the  site  of  origin  of  the 
movements  if  the  cortex  could  be  removed. 

Under  the  heading  of  paralysis  agitans  we 
include  a group  of  affections  of  the  nervous 
system  with  a more  or  less  uniform  sympto- 
matology, the  outstanding  features  of  which 
are  represented  by  tremor  and  muscular 
rigidity,  giving  rise  to  a lack  of  facial  ex- 
pression, characteristic  gait  and  attitude,  and 
slowness  of  initiation  of  voluntary  move- 
ments.® This  symptom  complex  or  syn- 
drome may  be  encountered  in  veu’ious  patho- 
logic processes  in  the  brain,  especially  in  the 
basal  ganglia,  produced  by  different  etio- 
logic  factors.  With  this  concept  in  mind, 
it  is  preferred  to  regard  paralysis  agitans 
as  a syndrome  rather  than  a distinct  clinical 
entity.  The  following  may  produce  the 
syndrome:  infections  of  the  nervous  system, 
vascular  diseases  of  the  brain,  toxic  condi- 
tions, trauma  (rarely),  expanding  intra- 
cranial lesions,  and,  possibly,  emotional 
factors.  In  1930  Rabiner  and  Keschner^ 
offered  a hypothesis  that  psychic  factors 
may,  through  the  vegetative  nervous  system, 
affect  lipoid  metabolism  and  thus  produce 
structural  changes.  The  term  “idiopathic 
pargdysis  agitans”  is  reserved  for  cases  which 
develop  the  illness  on  a hereditary  and 
famihal  basis. 

Case  reports 

Case  1.  This  fifty-five-year-old  female  began 
to  complain  of  stiffness  involving  the  left  lower 
extremity  in  early  1955,  followed  by  stiffness  of 
the  left  upper  extremity.  The  first  diagnosis  was 
parkinsonism.  The  symptoms  progressed,  and 
the  patient  was  admitted  to  the  Jewish  Chronic 
Disease  Hospital  on  July  14,  1955.  The  weak- 
ness progressed  to  a complete  left  hemiplegia 
with  increased  deep  tendon  reflexes,  Babinski  toe 
sign,  absent  abdominal  skin  reflexes,  hemisen- 
sory  deficit,  and  supranuclear  facial  weakness, 
all  on  the  left  side.  The  right  nerve  head  was 
raised,  but  the  left  was  normal.  She  was  re- 
examined by  the  same  neurologist  who  saw  her 
prior  to  her  admission  to  the  hospital.  This 
physician  stated  that  the  patient  now  had  a 
Babinski  toe  sign  and  papilledema.  When  she 
was  first  seen,  there  was  rigidity  and  no  spastic- 
ity. A right  carotid  angiography  revealed  that 
the  anterior  cerebral  artery  was  elevated  and  dis- 
placed toward  the  left  side.  When  a right 
frontal  craniotomy  was  carried  out  on  August  4, 
1955,  an  infiltrating  tumor  of  the  frontal  lobe 
which  was  adjacent  to  the  falx  was  encountered. 


A partial  removal  was  accomplished,  and  a his- 
tologic examination  disclosed  an  intensely  ne- 
crotic neoplasm  with  secondary  hemorrhagic 
areas  and  cystic  degeneration.  The  diagnosis 
was  anaplastic  malignant  neoplasm,  probably 
glioblastoma  multiforme.  After  surgery  there 
was  improvement,  but  it  was  of  short  duration. 
The  patient  became  bedridden,  developed  con- 
vulsive seizures,  and  died  on  December  18, 1955. 
Permission  for  a postmortem  examination  was 
not  obtained. 

Case  2.  This  fifty-one-year-old  right-handed 
male  electrician  noted  tremor  at  rest  involving 
the  left  upper  extremity  in  1944.  His  headaches 
began  in  1955,  and  in  1956  he  developed  weak- 
ness and  stiffness  of  the  left  lower  extremity 
which  he  began  to  drag.  Several  physicians 
examined  him  and  felt  that  the  diagnosis  was 
parkinsonism.  The  symptoms  progressed,  and 
he  was  admitted  to  the  Brooklyn  Veterans 
Administration  Hospital  on  July  28,  1956.  An 
examination  revealed  a tremor  at  rest  of  the  left 
hand.  There  was  spasticity  and  rigidity,  in- 
creased deep  tendon  reflexes,  Babinski  toe  sign, 
and  a rmld  supranuclear  facial  weakness,  all  on 
the  left  side.  The  abdominal  skin  reflexes  were 
diminished  bilaterally. 

Pneumoencephalography  on  August  10,  1956, 
revealed  that  the  ventricular  system  had  shifted 
to  the  left  with  no  air  in  the  right  lateral  ven- 
tricle. A right  cerebral  angiogram  on  August 
15,  1956,  revealed  an  elevation  of  the  middle 
cerebral  and  displacement  of  the  anterior  cerebral 
artery  to  the  left. 

On  August  14,  1956,  a right  temporal  frontal 
craniotomy  was  carried  out.  After  the  dura- 
mater  was  opened,  a huge,  red,  vascular  encapsu- 
lated tumor  arising  from  the  sphenoid  ridge  in  its 
middle  third  was  encountered  and  removed. 
The  microscopic  report  was  meningioma.  Fol- 
lowing the  creuiiotomy,  the  tremor  and  the  rigid- 
ity disappeared  on  the  left  side.  However,  the 
patient  developed  a marked  impairment  of  the 
motor  function  of  the  left  upper  extremity  and 
some  impairment  of  function  of  the  left  lower 
extremity.  He  is  now  able  to  ambulate  with  the 
aid  of  a cane  but  requires  assistance  with 
dressing,  shaving,  and  feeding. 

Case  3.  In  1945  this  sixty-nine-year-old 
male  began  to  complain  of  severe  occipital  head- 
aches, especially  on  arising  in  the  morning.  A 
stiffness  of  the  hands  was  noted  shortly  after 
this.  Changes  in  his  facial  expression  were 
noted  in  1948,  and  in  1949  this  was  followed  by 
the  appearance  of  mental  symptoms.  He  be- 
came forgetful,  slow,  talked  little,  and  avoided 
people.  His  speech  became  slow  and  monoto- 
nous. An  examination  on  June  22,  1950,  by  a 
private  neurologist  revealed  a blood  pressure  of 
220/130.  His  posture  was  described  as  stooped 
and  his  gait  stiff  and  slow.  Cogwheel  rigidity 
was  present  in  all  extremities,  slightly  more  on 
the  left  side.  There  was  a barely  perceptible  rest 
tremor  of  the  left  thumb,  infrequent  blinking, 
and  a moderately  fixed  facies.  A funduscopic 
examination  revealed  obliterated  disk  margins 
with  evidence  of  “fairly  well  advanced  hyper- 


802  New  York  State  Journal  of  Medicine  / March  15,  1963 


tensive  retinopathy  and  sclerotic  changes  in  the 
arteries.”  The  left  nasolabial  fold  was  flatter 
than  the  right,  and  the  protruded  tongue  de- 
viated to  the  left  side.  The  diagnosis  was 
hypertensive  and  arteriosclerotic  cerebral  vascu- 
lar disease  and  early  parkinsonism. 

An  x-ray  film  of  the  chest  in  September,  1951, 
revealed  a suspicious  area  in  the  right  middle 
lobe  of  the  lung.  The  patient  was  admitted  to 
the  chest  service  where  studies  failed  to  reveal  a 
neoplasm  in  the  lung,  and  lipoid  pneumonia  was 
diagnosed.  The  facies  were  now  immobile. 
Associated  movements  were  absent  when  he 
walked.  There  was  bilateral  rigidity  as  well  as 
spasticity  with  increased  deep  tendon  reflexes, 
Babinski  toe  signs,  and  absent  abdominal  skin 
reflexes.  He  was  aphasic,  apraxic,  and  incon- 
tinent of  urine.  The  electroencephalogram  was 
diffusely  abnormal,  with  a clear-cut  left  frontal 
and  anterior  temporal  focus. 

Pneumoencephalography  on  December  3, 
1951,  revealed  the  lateral  ventricle  on  the  right 
to  be  distorted  and  displaced  to  the  right  of  the 
midline.  There  was  a very  fine  streak  of  air  in 
what  was  considered  the  left  lateral  ventricle. 
A craniotomy  on  January  4,  1952,  revealed  a 
sphenoid  ridge  meningioma  on  the  left  side  which 
was  removed.  A few  days  after  surgery  almost 
complete  disappearance  of  rigidity  was  noted, 
the  facies  were  less  masked,  but  the  aphasia  had 
increased  in  severity.  Speech  gradually  im- 
proved, the  patient  became  ambulatory  and 
stopped  drooling  saliva.  His  memory  improved 
and  he  became  interested  in  his  environment. 
His  gait  became  practically  normal,  but  he  did 
not  swing  the  left  upper  extremity  as  well  as  the 
right  one.  A slow  tremor  involving  the  left 
hand  reappeared.  A few  other  signs  of  parkin- 
sonism reappeared  in  a milder  form. 

This  patient  was  followed  until  his  death  on 
July  25,  1961,  at  the  age  of  seventy-two  years. 
At  the  postmortem  examination  a moderately 
atrophic  brain  was  revealed.  The  cerebral 
blood  vessels  were  somewhat  tortuous,  con- 
stricted, and  a few  atheromatous  plaques  were 
noted.  An  examination  of  the  midbrain  re- 
veeJed  moderate  depigmentation  of  the  substan- 
tia nigra.  The  globus  padlidus  appeared  some- 
what diminished  in  size.  Small,  scattered 
atrophic  areas  were  noted  throughout  the  brain. 
The  lesions  were  not  sufliciently  restricted  to  an 
area  to  justify  conclusions  concerning  the 
etiology  of  this  patient’s  parkinsonism.  Clini- 
cally, however,  there  was  a remarkable  improve- 
ment following  the  removal  of  the  meningioma. 

Case  4.  This  thirty-nine-year-old  white, 
right-handed  male  developed  a severe  cold  in 
December,  1960.  His  temperature  went  up  to 
103  F.  At  the  beginning  of  January,  1961,  he 
returned  to  work  but  felt  weak,  tired  easily,  and 
began  to  lose  weight.  The  patient  was  seen  by 
a physician  who  prescribed  tranquilizers. 
Shortly  after  this  he  became  aware  of  a stiffness 
of  the  right  leg.  He  was  therefore  referred  to  a 
prominent  neurologist  who  made  the  diagnosis 
of  postencephalitic  parkinsonism.  Artane  tri- 
hexyphenidyl tablets  and  Kemadrin  were  pre- 


scribed, but  these  did  not  benefit  the  patient. 
He  was  re-examined  by  the  same  neurologist 
who  advised  a vacation  for  a few  weeks.  The 
weakness  on  the  right  side  of  the  body  pro- 
gressed, and  he  was  therefore  admitted  to  the 
Neurologic  Service  of  the  Veterans  Administra- 
tion Hospital. 

An  examination  revealed  that  the  cerebration 
was  sluggish,  but  the  memory  was  good.  The 
patient  was  able  to  walk,  but  his  gait  was  stiff 
and  unsteady.  There  was  weakness  of  the  right 
upper  and  lower  extremities,  with  increased 
tone  and  reflexes,  Babinski  toe  sign,  and  absent 
abdominal  skin  reflexes.  An  examination  of 
the  fundi  of  the  eyes  revealed  bilateral  papil- 
ledema. A cerebral  angiography  was  carried 
out  on  October  24,  1961,  which  revealed  a large 
mass  in  the  left  parietal  area  of  the  brain.  Fol- 
lowing this,  a craniotomy  was  carried  out.  A 
parasaggital  tumor  in  the  parietal  area  was 
encountered  and  removed.  The  pathologic 
report  was  meningotheliomatous  meningioma. 
It  was  difficult  to  remove  this  tumor  because  it 
was  imbedded  deeply  within  the  substance  of  the 
brain.  The  patient  is  now  partially  aphasic,  and 
he  has  a right  hemiplegia  from  which  he  is 
slowly  recovering.  The  masked  facies  and  the 
rigidity  involving  the  right  lower  and  upper 
extremities  cleared  up  completely. 

Comment 

It  is  generally  considered  unusual  to  have 
a parkinsonian  syndrome  as  the  result  of  a 
brain  tumor.  However,  a good  many 
examples  are  found  in  the  literature.  As  a 
matter  of  fact,  the  first  suggestion  of  the 
modern  view  on  the  pathology  of  paralysis 
agitans  appears  to  be  a short  report  by 
Blocq  and  Marinesco  (1893  to  1894)®  of 
a case  of  unilateral  parkinsonism  in  a man 
of  thirty-eight  years.  In  this  case  an  au- 
topsy revealed  a tuberculoma  of  the  size  and 
shape  of  an  olive  in  the  right  half  of  the  mid- 
brain, destroying  principally  the  substantia 
nigra. 

In  1921  Rebattu  and  Ferrier®  published  a 
report  on  tumor  of  the  frontal  lobe  mistaken 
for  epidemic  encephalitis.  In  1923,  Parker^® 
presented  3 cases  of  tumor  of  the  base  of  the 
brain.  The  first  2 presented  a clinical  pic- 
ture of  parkinsonism.  The  following  year 
Moersch”  reported  the  case  of  a man  of 
twenty-eight  years  with  a mask-like  face, 
slow  speech,  fine  tremor  of  the  left  hand 
and  arm,  and  an  impairment  of  the  motor 
function  of  the  same  extremity.  The  re- 
moval of  a right  frontal  meningioma  was 
followed  by  complete  recovery  from  the 
extrapyramidal  manifestations.  Two  very 
unusual  cases  were  reported  by  Van  Bogaert 
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in  1928.12 

Negrini2  presented  before  the  New  York 
Neurologic  Society  on  January  11,  1949, 
a case  of  choreo-athetosis  which  was  caused 
by  a breiin  tumor  and  treated  surgically. 
Negrin  stated  that  no  instance  of  juvenile 
choreo-athetosis  secondary  to  a cerebral 
neoplasm  was  reported  in  the  medical 
hterature.  The  subject  was  a twenty-year- 
old  white  male  with  choreo-athetoid  move- 
ments of  the  extremities  of  the  left  side,  with 
a mild  motor  weakness  of  thirteen  years 
duration,  and  with  personality  changes  of 
four  years  duration.  For  thirteen  years 
the  neurologic  deficit  remained  imchanged. 
Through  a right  frontal  temporal  fiap  the 
tumor  was  approached  and  removed.  A 
histopathologic  study  diagnosed  the  tumor 
as  an  astrocytoma.  Three  and  one-haJf 
months  after  imeventful  postoperative  re- 
covery the  involuntary  movements  had  not 
returned,  but  hemiparesis  of  a mild  degree 
persisted. 

One  of  us  (M.  E.  M.)i*  first  became  inter- 
ested in  this  problem  in  1951  when  he  studied 
a case  which  had  been  diagnosed  as  hyper- 
tensive encephalopathy  and  parkinsonism. 
This  patient  (Case  3)  presented  a typical 
picture  of  parkinsonism  in  that  the  facies 
were  masked  and  immobile,  and  there  was 
marked  rigidity  involving  edl  four  extremi- 
ties. However,  he  had  bilateral  Babinski 
toe  signs  and  he  was  aphasic.  Pneumo- 
encephalographic  studies  pointed  to  a lesion 
in  the  left  cerebral  hemisphere.  At  opera- 
tion a sphenoid  ridge  meningioma  was  en- 
countered and  removed.  The  patient  made 
an  imeventful  recovery,  and  most  of  his 
symptoms  of  parkinsonism  disappeared. 

The  most  recent  article  on  this  subject 
was  by  Van  Eck,^^  stating  that  brain  tumors 
are  usually  considered  a very  rare  cause  of 
parkinsonian  symptoms,  and  the  differ- 
ential diagnosis  between  brain  tumor  and 
parkinsonism  has  been  considered  easy. 
However,  a series  of  cases  in  which  the  wrong 
diagnosis  was  made  has  led  us  to  make  a 
more  thorough  study  of  the  subject.  In  his 
article  Van  Eck  described  3 cases  in  which 
the  first  diagnosis  was  parkinsonism,  and 
later  brain  tumors  were  encountered  at 
operation.  After  a search  of  the  literature, 
Vem  Eck  has  compiled  a series  of  49  cases 
including  the  ones  he  has  presented  in  which 
brain  tumors  were  associated  with  parkin- 


sonian symptoms.  The  prevailing  location 
of  these  tumors  was  frontal  or  frontocentral, 
and  the  majority  of  them  were  ghomas  or 
meningiomas.  We  have  discussed  the  mech- 
anisms by  which  parkinsonian  s3rmptoms 
may  be  produced  in  these  cases,  particularly 
midbrain  compression  by  tentorial  hernia- 
tion. Van  Eck  points  out  that  if  diag- 
nostic errors  are  to  be  avoided,  it  is  advis- 
able for  physicians  who  have  patients  show- 
ing syndromes  of  akinetic  rigidity,  es- 
pecially parkinsonism,  without  agitations, 
not  to  ignore  minor  complaints  and  symp- 
toms which  do  not  exactly  fit  the  picture  of 
extrapyramidal  involvement.  In  cases  of 
doubt  the  examination  should  include  addi- 
tional studies. 
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Potassium  Depletion 
in  Heart  Failure 


IN  A small  general  hospital  a survey  of  the 
use  of  parenteral  fluids  disclosed  that  20 
per  cent  of  the  patients  showed  potassium  de- 
ficiency. The  various  mechanisms  of  potas- 
sium depletion  discussed  are:  (1)  decreased 
intake  through  anorexia  or  nausea;  (2) 
increased  loss  through  vomiting,  nasogastric 
suction,  diarrhea,  and  intestinal  fistulas; 
(3)  loss  occurring  iatrogenically  through  the 
use  of  potassium-free  parenteral  fluids, 
thiazides,  mercurials,  or  adrenal  steroids; 
or  (4)  loss  occurring  metabolically  through 
the  catabolism  of  protein,  phosphorylation 
of  glucose,  or  stress  syndrome.  Low  tissue 
levels  of  potassium  may  exist  even  when  blood 
levels  are  normal.  Potassium  plays  a role 
in  cardiac  contraction,  digitalis  administra- 
tion, and  renal  physiology.  Diagnosis  of 
potassium  deficiency  depends  on  urinary 
potassium  levels  in  relation  to  intake  and 
clinical  study.  Treatment  consists  of  oral 
replacement,  with  dosage  determined  by  def- 
icit, daily  requirements,  and  continuing 
loss,  if  any. 


HERBERT  BERGER.  M.D.,  F.A.C.P. 

Staten  Island,  New  York 

From  Richmond  Memorial  Hospital  and 
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I NTRACTABLE  HEART  FAILURE  may  be  due  tO 
a variety  of  conditions  among  which  are 
masked  thyrotoxicosis,  myxedema,  con- 
strictive pericarditis,  beriberi,  too  much  or 
too  little  digitalis,  improper  use  of  diuretics, 
hypoproteinemia,  unrecognized  congenital 
lesions,  correctible  surgical  defects,  and 
various  electrolytic  imbalances. 

This  article  wiU  deal  with  one  aspect  of  the 
latter  group  of  abnormalities,  the  problem  of 
potassium  insufficiency.  Since  so  many 
cardiac  patients  have  renal  disease  in  which 
the  elimination  of  potassium  becomes  a 
major  clinical  problem,  it  would  seem  that 
the  depletion  of  body  stores  of  this  cation 
in  such  patients  must  be  a rare  phenomenon. 
Actually  this  is  not  true,  and  the  reserves  of 
potassium  may  fall  very  low  indeed  in  the 
course  of  heart  failure.  Perhaps  after  a 
review  of  the  metabolism  of  this  element, 
particularly  in  its  effects  on  the  heart  muscle, 
the  pathologic  physiology  of  potassium 
depletion  will  become  more  clear. 

Physiology  of  potassium  loss 

The  term  hypokalemia  will  be  avoided  in 
this  discussion  because  the  blood  levels  of 


this  cation  bear  little  relation  to  the  actual 
intracellular  (in  this  instance  intracardiac) 
availability  of  this  material.  This  point 
needs  the  greatest  emphasis  because  we  have 
been  overreliant  on  serum  electrolyte  studies. 
These  serve  us  quite  well  regarding  many 
of  the  ions  which  are  important  in  body 
chemistry  but  are  singularly  confusing  in 
evaluating  the  depletion  of  potassium. 

The  renal  mechanism  seems  to  have  been 
designed  for  the  efficient  removal  of  excess 
potassium  which  is  toxic  in  high  concentra- 
tion. Its  accumulation  in  the  heart  produces 
a cardiac  standstill.®  On  the  other  hand, 
the  kidney  has  practically  no  capacity  for 
the  conservation  of  this  electrolyte.^  The 
excretion  of  potassium  continues  even  when 
body  levels  are  dangerously  low.  Even  when 
there  is  zero  intake,  the  urine  contains  as 
much  as  15  to  30  mEq.  daily.  Conservation 
will  take  place  only  when  the  sodium  intake 
is  sharply  restricted.  “ 

Potassium  deficiency  is  not  a problem  for 
the  cardiologist  alone  as  further  study  will 
reveal.  Its  unfortunate  sequelas  are  one  of 
the  prime  causes  of  postoperative  or  trau- 
matic paralytic  ileus  and  are  an  important 
factor  in  the  general  debility  which  is  ob- 
served in  many  illnesses. 
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Gastric  juice  may  contain  as  much  as  40 
mEq.  of  potassiiun  per  liter.  Small  wonder 
then  that  vomiting  or  nasogastric  suction 
quickly  depletes  body  potassium.  The  loss 
by  these  means  is  even  greater  when  we 
recognize  that  we  ingest  70  to  100  mEq.  per 
day  and  that  imder  ordinary  circmnstances 
this  amount  is  excreted  in  toto.  Since  the 
normal  body  stores  this  materiad  poorly,  the 
inability  to  eat  which  accompanies  nausea  or 
vomiting  becomes  an  important  factor  in  the 
reduction  of  this  cation  in  the  cells. 

Those  patients  with  intestinal  fistulas  or 
diarrhea  are  unable  to  resorb  the  high  con- 
centration of  this  cation  in  the  gastric  juice 
so  that  potassium  loss  is  invariably  present 
in  such  individuals. 

Iatrogenic  potassium  depletion 

Potassium  leaves  the  intercellular  space 
whenever  glucose  enters  the  cell  (the  phos- 
phorylation of  glucose) . While  some  of  this 
potassium  migrates  into  the  muscle,  such 
as  that  of  the  heart,  the  greater  part  is  un- 
available to  the  cardiac  cells  for  it  is  trapped 
in  the  liver  and  skeletal  muscle.  The  im- 
portance of  this  reaction  is  underscored  when 
one  realizes  that  the  most  widely  used 
parenteral  fluid  is  isotonic  glucose,  a potas- 
sium-free solution.  This  situation  obviously 
is  compounded  even  further  when  insulin 
is  added  to  the  solution,  for  then  glucogenesis 
proceeds  even  more  rapidly.  Bigeminy  can 
be  produced  even  in  normal  subjects  by  the 
use  of  hypertonic  glucose  and  insulin  in- 
travenously. This  is  due  to  the  rapid  loss  of 
potassium  available  to  the  myocardium. 
Such  arrhythmias  are  produced  even  more 
readily  in  the  presence  of  digitalis.®-® 

In  the  treatment  of  diabetic  acidosis  the 
patient  may  recover  from  the  coma  after 
the  administration  of  glucose  and  insulin 
only  to  die  of  potassium  deflciency,  because 
this  therapy  carries  potassium  into  cells  and 
traps  it  there.’ 

Another  serious  source  of  difficulty  is  the 
use,  in  any  dehydrated  patient,  of  that 
frequently  used  repair  solution,  0.9  per  cent 
sodium  chloride.®  This  substance,  which 
has  been  called  “unphysiologic  saline,” 
diminishes  the  potassium  reserves  by  dilu- 
tion; by  excretion,  as  water  is  an  excellent 
diuretic;  by  the  replacement  of  intracellular 
potassium  with  sodium  with  consequent  ex- 
cretion of  the  former;  and  by  increasing  the 


osmotic  pressure  of  the  extracellular  fluid 
which  becomes  greater  than  the  pressure  in 
the  cells,  thereby  locking  some  potassium 
within  the  cells  so  that  it  may  not  be  avail- 
able to  the  cardiac  musculature. 

A survey  has  been  completed  of  the  utiliza- 
tion of  parenteral  fluid  in  a small  community 
hospital  for  1960;  4,262  L.  of  potassium-free 
solutions  were  used,  while  only  122  L.  of 
potassium-containing  solutions  were  in- 
jected. Fifty-eight  20-cc.  vials  of  potassium 
chloride  were  utilized  also.  Properly  diluted 
and  added  to  the  122  L.  reported  previously, 
a total  of  180  L.  of  potassium-containing 
fluid  was  used,  of  which  53  were  used  in  1 
case  of  transperitoneal  dialysis.  The  mor- 
tality rate  from  aU  causes  is  much  higher  in 
potassium-depleted  patients.®  Twenty -four 
of  120  unselected  consecutive  admissions 
demonstrated  potassium  deficiency.  This 
compares  with  20  per  cent  observed  at 
another  larger  institution.® 

In  serious  disease  there  is  breakdown  of 
protein,  each  gram  of  which  contains  2.7 
mEq.  of  potassium.  This  cation  passes  into 
the  blood,  then  fails  of  retention  by  the 
kidney,  and  is  lost  in  the  urine. 

When  potassium  is  excreted  for  any  of 
the  reasons  described  it  leaves  the  body  as 
potassium  chloride.  The  anion  Cl  — is  re- 
placed by  bicarbonate.  The  depletion  of 
potassium  intracellularly  is  replaced  by 
hydrogen  streaming  into  the  cell  so  that 
there  follows  a condition  of  intracellular 
acidosis  with  extracellular  alkalosis.  The 
normal  kidney  tries  to  correct  this  threat  to 
homeostasis  by  diuresis.  When  the  resultant 
dehydration  is  treated  with  potassium-free 
parenteral  fluid,  a vicious  cycle  is  established 
making  the  potassium  loss  even  greater. 

Other  causes  of  potassium  loss 

Another  source  of  potassium  loss  hes  in  the 
invocation  of  the  stress  syndrome.  As  a 
result  of  chronic  illness,  threat  to  life,  or 
altered  status  in  the  home,  the  pituitary  is 
stimulated.  In  two  separate  maimers  the 
potassium  metabolism  is  disturbed.  The 
production  by  the  posterior  pituitary  of  the 
antidiuretic  hormone  causes  the  retention  of 
water  so  that  a dilution  state  exists  in- 
traceUularly.  This  causes  the  potassium  to 
leave  the  cells  and  flow  into  the  intercellular 
spaces,  where  some  may  be  excreted.  The 
actual  total  body  potassium  may  not  be 
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lessened,  but  its  dilution  renders  it  less  ef- 
fective, 

On  the  other  hand,  the  stimulation  of  the 
anterior  pituitary  will  cause  the  outpouring 
of  ACTH  (adrenocorticotropic  hormone) 
with  adrenal  steroid  production,  consequent 
potassium  loss,  and  sodium  retention.  The 
antidiuretic  hormone  itself  may  play  a part 
in  the  release  of  ACTH.“ 

Similarly  the  stimulation  of  the  hypo- 
thalmus  releases  a trophic  hormone  which 
acts  on  the  zona  glomerulosa  of  the  adrenal 
producing  the  secretion  of  aldosterone. 
This,  likewise,  produces  a loss  of  potassium 
by  its  effect  on  the  distal  convoluted  tubules 
of  the  kidney,  and,  like  the  corticosteroids 
released  under  ACTH  stimulation,  there 
follows  vigorous  retention  of  sodium.  This 
effect  is  separate  from  that  of  ACTH.  The 
hypothalmus  is  activated  by  the  contraction 
of  extracellular  volume,  hyperkalemia,  and, 
importantly  enough  in  heart  failure,  by  a 
reduced  amplitude  of  the  pulse  pressure  in 
the  carotid  artery. 

In  addition,  several  other  groups  of  pa- 
tients are  candidates  for  depletion  of  this 
ion:  (1)  those  who  have  lost  potassium  be- 
cause of  the  action  of  mercurial  diuretics;  (2) 
those  who  eat  poorly;  (3)  those  with  long- 
standing anoxia;  (4)  patients  in  the  diluted 
hyponatremic  state  who  show  low  sodium, 
chloride,  and  potassium.  These  have  some 
osmotic  defect  which  causes  them  to  be 
hypervolemic.  Theoretically,  such  patients 
should  respond  to  sodium,  but  they  rarely 
do.  Water  is  eliminated  only  when  potas- 
sium is  administered;  (5)  those  on  chloro- 
thiazide diuretics  for  long  periods.  These 
materials  cause  high  solute  excretion.  They 
block  the  reahsorption  of  sodium  at  both 
the  proximal  and  the  distal  convoluted  tu- 
bules. Thus,  sodium  is  excreted,  and  potas- 
sium need  not  be  lost  in  the  urine,  but  if  this 
diuretic  is  used  in  a patient  with  a high 
aldosterone  level,  as  in  cirrhosis,  nephrosis, 
and  chronic  congestive  failure  with  edema 
present  for  long  periods,  the  situation  is 
altered  dramatically.  The  blocking  effect  is 
the  same,  but  the  aldosterone  forces  the 
resorption  of  sodium.  Something  must  be 
exchanged  for  this  cation,  and  only  hydro- 
gen and  potassium  are  available.  Thus, 
either  potassium  or  hydrogen  or  both  are 
excreted;*^  (6)  patients  receiving  adrenal 
steroids  who  excrete  potassium  rapidly; 
and  (7)  those  in  whom  ammonium  chloride 


with  mercurial  diuretics  favors  potassium 
excretion. 

Role  of  potassium  in  cardiac  physiology 

There  is  a potassium  deficit  in  practically 
all  patients  in  cardiac  failure.  The  recogni- 
tion of  this  defect  is  of  extreme  importance 
because,  until  this  deficiency  is  corrected, 
therapy,  no  matter  how  vigorously  applied, 
will  not  alleviate  the  condition. 

Actin  and  myosin,  the  heart’s  two  major 
proteins,  are  held  apart  in  the  resting  state 
by  potassium.  As  the  action  current  moves 
over  the  cell  from  the  sino-auricular  node, 
the  potassium  moves  out  of  the  cell,  and  the 
two  proteins  unite  causing  contraction.  The 
potassium  must  then  move  back  into  the  cell 
to  permit  diastole  so  that  the  cell  may  rest 
preparatory  to  the  next  contraction. 

The  contractile  response  of  the  cardiac 
muscle  is  reduced  whenever  sodium  enters 
the  cell.  This  happens  in  edematous  states 
and  invariably  in  anoxia.  Both  of  these 
conditions  are  always  present  in  heart 
failure.  The  modem  explanation  for  this 
“toxic”  effect  of  sodium  is  the  replacement 
of  potassium  which  this  migration  produces. 
Thus,  sodium  and  potassium  act  in  a seesaw 
manner,  for  if  the  intracellular  pH  is  to  be 
maintained  as  sodium  moves  into  the  cell, 
potassium,  of  necessity,  must  move  out. 

Potassium  is  associated  in  some  unknown 
way  with  fiber  tension  or  myocardial  tone. 
The  muscle  lacks  this  quality  when  the  in- 
tracardiac level  of  this  cation  is  reduced. 

Potassium  is  likewise  important  in  the 
manufacture  of  adenosine  triphosphate,  the 
aU-important  energy  component  of  muscle. 
It  has  been  known  by  physiologists  for  some 
time  that  there  is  no  true  deficiency  of  energy 
in  the  failing  heart  but  that  there  is  rather  an 
inability  to  convert  available  energy  into 
work.  Potassium,  in  some  as  yet  undis- 
covered manner,  makes  this  conversion  pos- 
sible. 

Finally,  as  has  been  alluded  to  before, 
glycogen  storage  in  cardiac  muscle  cannot 
take  place  in  the  absence  of  potassixim. 

Potassium  loss  and  the  renal  tubules 

One  other  area  where  potassium  deficiency 
influences  cardiac  failure  is  in  the  renal 
tubules.  When  less  potassium  is  available 
for  exchange  for  sodium  in  the  renal  tubules 
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during  congestive  failure,  oliguria  and  even 
anuria  may  appear,  thus  aggravating  the 
anasarca.  Potassium  is  the  major  cation  in 
all  cells,  and  its  diminution  within  the  tubu- 
lar cells,  quite  understandably,  alfects  their 
function  adversely.  It  is  not  surprising, 
therefore,  that  some  patients  who  are 
resistant  to  diuretic  therapy  have  a diuresis  at 
once  after  the  potassium  deficiency  is  cor- 
rected. 

These  renal  abnormalities  have  been 
documented  pathologically.  This  is  the 
kaliopenic  nephropathy  of  Reiman  and 
Schwartz.'®  This  pathologic  appearance  of 
the  kidney  is  observed  in  the  potassium 
deficit  of  primary  hyperaldosteronism. " 
This  defect  rapidly  becomes  irreversible. 

Renal  mechanisms  include  renal  tubular 
acidosis,  the  Fanconi  syndrome,  chronic 
glomerulonephritis,  and  potassium-losing 
nephritis.  Other  conditions  are  family 
periodic  paralysis  and  hyperaldosteronism, 
including  tumors  of  the  adrenals  and  renal 
damage  with  a resultant  production  of  renin 
and  angiotensin  I and  II. 

Relation  of  potassium  to  digitalis 

Now  let  us  explore  the  effects  of  digitalis 
on  this  electrolyte.  Normally  the  coronary 
sinus  (venous  blood)  shows  an  increase  of 
potassium  after  digitalization  so  that  one 
of  the  pharmacologic  effects  of  this  medica- 
ment is  the  excretion  of  cardiac  muscle 
potassium.  In  toxic  doses  it  causes  a marked 
loss  of  this  ion,  and  arrhythmias  appear. 
These  are  the  premature  ventricular  con- 
tractions of  overdigitalization  which  are 
caused  not  by  the  direct  action  of  the  gly- 
coside in  increasing  cardiac  irritability,  as 
had  been  hitherto  believed,  but  rather  by 
the  diminution  of  intracardiac  potassium 
levels. 

One  arrhythmia  the  recognition  of  which 
is  of  utmost  importance  is  paroxysmal 
auricular  tachycardia  with  complete  heart 
block.  This  is  electrocardiographically  in- 
distinguishable from  auricular  flutter.'* 
However,  the  former  lesion  is  due  to  potas- 
sium depletion,  and  this  potentially  fatal 
arrhythmia  can  be  corrected  by  no  other 
means  than  the  discontinuance  of  digitalis 
and  the  infusion  of  potassium. 

The  condition  should  be  suspected  when 
ain*icular  flutter  develops  under  prolonged 
digitalis  therapy.  It  may  be  looked  for  in 


any  nonthyrotoxic  patient  whose  rate  re- 
mains imchanged  or  increases  with  digitalis, 
when  heart  failure  reappears  under  digitali- 
zation, or  in  those  instances  when  the 
jugular  A wave  is  much  more  rapid  than  the 
ventricular  rate.  It  can  be  diagnosed  cUni- 
caUy  by  administering  atropine.  In  a 
flutter  which  is  not  due  to  digitalis  the  rate 
will  increase.  In  kaliopenic  myocardiopathy 
the  rate  wiU  remain  unchanged.  Carotid 
sinus  pressure  may  stop  an  arrhythmia 
which  is  not  due  to  digitalis.  Procaine  amide 
or  quinidine  likewise  terminates  only  those 
arrhythmias  which  are  not  due  to  glycoside 
toxicity.  If  the  renal  flow  is  adequate,  it  is 
safe  to  use  potassium  as  a therapeutic  test 
of  this  state. 

It  has  been  recognized  clinically  for  years 
that  many  patients  in  heart  failure  recover 
when  digitalis  is  removed  from  the  thera- 
peutic regimen.  Overdigitalization  is  not 
infrequent  in  those  situations  in  which  the 
patient  fails  to  respond.  Under  such  circum- 
stances the  therapist,  seeking  to  obtain  a 
more  satisfactory  cardiac  output,  wiU  in- 
crease the  dose  of  the  glycoside.  This 
maneuver,  which  seems  entirely  justified, 
fails  because  the  potassium  remaining  in  the 
cardiac  ceU  is  driven  out  by  the  digitalis  so 
that  muscle  contraction  can  no  longer  take 
place.  Consequently  the  failure  becomes 
more  pronounced  and  eventuaUy  seems  in- 
tractable. 

Those  patients  who,  for  any  of  the  reasons 
aUuded  to,  are  already  deficient  in  potas- 
sium, are  extremely  sensitive  to  digitalis.® 
These  show  evidence  of  intoxication  even 
with  very  smaU  doses  of  this  drug. 

Diagnosis 

Serum  potassium  is  a measure  of  potas- 
sium in  transport.  As  this  ion  pours  out  of 
the  ceUs  the  blood  levels  may  even  be  high. 
Therefore,  the  presence  of  this  potentiaUy 
fatal  abnormality  must  be  diagnosed  or 
suspected  by  studies  other  than  routine 
electrolyte  determinations.  One  cannot 
be  sure  of  the  presence  of  this  dangerous 
syndrome  at  the  bedside  because  the  signs 
and  symptoms  of  low  body  potassium  are 
not  dramatic. 

The  clinical  features  are  as  follows. 

Neuromuscular  features.  The  neuro- 
muscular features  are  weakness,  diminished 
to  absent  reflexes,  confusion,  and  muscles 
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which  are  flabby  like  a half-filled  water  bag, 
causing  the  patient  to  lie  flat  like  a cadaver, 
not  rounded. 

Cardiovascular  features.  The  cardio- 
vascular features  are  poor  pulse,  weak  heairt 
sounds,  heart  block,  late,  and  falling  blood 
pressure.  The  electrocardiogram  shows  flat 
T,  prolonged  QT,  U waves,  and  block. 
These  are  not  valuable  diagnostically  be- 
cause the  damaged  myocardium  shows  ab- 
normalities which  mask  the  changes  which 
are  due  to  potassium  depletion. 

Gastrointestinal  features.  The  gas- 
trointestinal features  are  vomiting  and 
paralytic  ileus,  often  postoperative. 

Respiratory  features.  There  is  shallow 
respiration  but  no  rales. 

Laboratory  tests.  The  urine  potassium 
levels  should  be  checked.  If  its  excretion  on 
a normal  diet  exceeds  70  mEq.,  the  cation  is 
being  lost  instead  of  sodium. 

A sensitive  indicator  of  potassium  deficit 
is  the  appearance  of  increasing  plasma 
bicarbonate  combined  with  decreasing 
plasma  chloride.  For  each  3 mEq.  of  potas- 
sium which  are  lost  from  the  cells,  there  is 
replacement  with  2 mEq.  of  sodium  and  1 
mEq.  of  hydrogen.  As  the  hydrogen  enters 
the  cell  the  latter  becomes  acidotic,  but  the 
extracellular  fluid  becomes  alkalotic.  For 
reasons  which  are  not  entirely  clear,  this 
causes  a loss  in  chloride,  probably  because 
the  potassium  in  the  extracellular  fluid  is 
excreted  rapidly  as  potassium  chloride. 
The  hypochloremia  causes  a loss  of  anion 
which  can  be  met  only  by  an  increase  in  the 
readily  available  bicarbonate.  Thus,  these 
patients  invariably  have  a low  chloride  with 
a high  bicarbonate. 

The  hyponatremic,  hypokalemic,  hyper- 
volemic state  can  be  recognized  by  the  use 
of  the  hematocrit.  As  mentioned  earlier, 
this  condition  obtains  in  cardiac  patients 
with  damaged  osmoceptors  in  the  hypo- 
thahnus  and  posterior  pituitary  who  over- 
secrete antidiuretic  hormone  (vasopressin). 
This  condition  may  be  aggravated  by  the  use 
of  improper  (potassium-free)  repair  solu- 
tions. 

Clinical  tests.  A clinical  test  which  is 
moderately  dangerous  is  the  infusion  of 
2 L.  of  saline.  The  failure  to  observe  a rise 
in  potassium  in  the  urine  indicates  that 
potassium  stores  in  cells  are  depleted,  that  is, 
no  potassium  is  left  to  be  displaced  by  so- 
dium. 


Potassium  chloride  may  be  given  and 
the  results  observed.  This  therapeutic  test 
may  take  several  days  to  show  clinical  im- 
provement, as  will  be  shown. 

An  electrocardiogram  is  not  too  useful 
since  its  changes  appear  late,  and  they  are 
difficult  to  interpret  in  an  already  abnormal 
record  caused  by  the  damaged  heart. 

Studies  of  the  pH  do  not  help  because 
some  patients  are  in  alkalosis  and  some  in 
acidosis.  This  strange  phenomenon  occurs 
because  potassium  and  hydrogen  compete 
in  the  distal  tubules,  so  that  if  there  is  an 
excess  of  potassium,  less  hydrogen  is  used  in 
the  exchange  for  sodium.  Hydrogen  is 
not  excreted,  therefore,  and  the  urine  be- 
comes alkaline  because  of  the  presence  of 
potassium.  The  blood  becomes  acid  be- 
cause of  the  retention  of  hydrogen.  On  the 
other  hand,  if  potassium  is  unavailable  for 
exchange  in  depleted  body  potassium  states, 
hydrogen  is  excreted,  and  the  urinary 
hydrogen  goes  up  and  becomes  acid.  Con- 
versely, because  of  the  loss  of  hydrogen  from 
the  serum,  alkalosis  appears. 

Treatment 

Some  principles  should  be  reviewed  before 
commencing  definitive  therapy,  which,  ob- 
viously enough,  is  the  administration  of 
potassium. 

The  body  normally  contains  3,500  mEq. 
of  potassiiun.  Of  this  sum  only  50  mEq. 
are  in  the  interstitial  fluid,  and  about  4 mEq. 
are  to  be  foimd  in  each  1,000  cc.  of  plasma; 
thus  over  3,200  mEq.  are  intracellular. 
Here  again  is  a plea  to  avoid  using  plasma 
levels,  the  least  important  site  of  potassium, 
as  a measure  of  body  stores. 

In  the  red  blood  cells  the  concentration  is 
105  mEq.  per  liter.  In  muscle  or  liver  the 
level  is  in  the  order  of  145  or  155  mEq.  per 
liter  of  cell  water.  Roughly  the  intracel- 
lular concentration  of  potassium  is  23  times 
that  of  extracellular  fluid.  In  one  case 
the  total  intracellular  content  of  the  body 
was  3,200  mEq.  with  only  approximately 
70  mEq.  situated  extraceUularly. 

The  body  conserves  potassium  best  only 
when  the  available  sodium  is  markedly 
restricted  because  extracellular  osmotic  pres- 
sure is  primarily  a function  of  sodium  which 
is  superabundant  in  the  extracellular  spaces. 
Since  extracellular  potassium  can  never 
equal  sodium,  then  potassium  can  diffuse 
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into  the  cells  only  when  sodium  is  relatively 
deficient.® 

Our  treatment  regimen  must  include  not 
only  the  correction  of  the  deficit  of  potas- 
sium but  also  the  administration  of  amoimts 
which  are  adequate  for  daily  maintenance. 
Further,  if  the  patient  has  been  vomiting,  as 
from  digitalis  toxicity,  we  must  replace  such 
increments  of  potassium  as  are  lost  by  this 
route. 

A regimen  for  dehydrated  patients  pre- 
sents certain  difficulties.  In  the  case  of 
cardiac  failure  one  must  make  estimates. 
For  example,  if  the  cellular  potassium  has 
dropped  from  155  to  135  mEq.  and  this  is  a 
typical  loss  measured  by  ashing  muscle 
tissue,  then  the  total  body  potassium  will 
have  dropped  from  3,500  to  3,000  mEq. 
Thus,  there  is  a deficit  of  500  mEq.  To  this 
must  be  added  the  amount  of  potassium 
which  is  necessary  for  daily  maintenance. 
This  is,  in  most  subjects,  equal  to  the 
urinary  potassium  or  50  mEq. 

If  the  patient  is  losing  potassium  by  any 
other  route,  for  example,  in  extracorporeal 
dialysis,  transperitoneal  dialysis  (both  of 
which  are  used  more  commonly  now  for 
intractable  heart  failm-e),  vomiting,  naso- 
gastric suction,  or  intestined  fistulas,  the 
recovered  fluid  should  be  analyzed  so  that 
the  potassium  can  be  replaced.  In  a recent 
case,  1,000  cc.  of  nasogastric  suction  con- 
tained 130  mEq.  of  sodium,  105  mEq.  of 
chloride,  and  15  mEq.  of  potassium. 

To  illustrate  the  steps  by  which  a crude 
estimate  of  the  loss  of  body  stores  of  potas- 
sium is  determined,  the  following  steps  are 
taken;  The  amount  of  weight  loss  (dry 
weight)  during  the  illness  is  determined. 
In  this  case  it  was  21  poimds  (9.6  Kg.).  The 
fluid  deficiency  is  7 per  cent  of  the  body 
weight.  Thus  the  total  body  fluids  would 
have  diminished  by  9 L.  Let  us  assume  that 
the  deficit  includes  3 L.  of  intracellular  fluid 
and  6 L.  of  extracellular  fluid.  Then  3 L.  of 
intracellular  fluid  contains  450  mEq.  of 
potassium,  and  6 L.  of  extracellular  con- 
tains 60  mEq.  of  potassium,  for  a total  of 
510  mEq. 

In  this  case  then  the  total  amount  of  po- 
tassium needed  was  510  mEq.  to  replace 
body  stores  (estimate),  50  mEq.  for  daily 
maintenance,  and  15  mEq.  for  aspirated 
gastric  contents,  for  a total  of  575  mEq. 

This  amount  would  undoubtedly  be  a 
burden  on  the  kidney  if  administered  all  at 


once  and  might  intoxicate  the  heart,  so  that 
it  is  better  to  give  it  over  a five-  to  ten-day 
period.  If  ten  days  were  used  then  the 
totals  would  be  500  mEq.  for  the  total 
deficit,  500  mEq.  for  daily  maintenance 
(50  mEq.  per  day),  and  150  mEq.  for  daily 
aspirated  loss  (15  mEq.  per  day),  for  a total 
of  1,150  mEq.  Thus,  115  mEq.  should  be 
given  daily  and  more  if  the  condition  is 
urgent. 

If  this  cannot  be  administered  by  mouth, 
then  infuse  15  per  cent  potassium  chloride, 
which  is  available  commercially  in  ampules 
containing  2 mEq.  per  ampule.  Thus  55  to 
60  ml.  of  this  solution  could  be  added  to 
5 per  cent  glucose  solution  and  administered 
by  h3q}odermoclysis  rather  than  intrave- 
nously so  as  not  to  overburden  the  heart. 

To  prevent  potassium  toxicity  this  amount 
of  potassium  chloride  should  be  incorporated 
into  a solution  containing  no  more  than  40 
mEq.  per  liter  and  should  not  be  admin- 
istered faster  than  20  mEq.  per  hour.  It  is 
imperative  that  the  renal  flow  be  adequate, 
that  is,  never  less  than  1 cc.  per  minute. 

Potassium  chloride  given  orally  is  the 
treatment  of  choice,  10  to  14  Gm.  daily.  If 
potassium  does  not  rise  precipitously  in  the 
urine,  it  is  being  retained.  If  the  blood 
levels  become  elevated,  the  kidneys  may 
have  been  compromised,  and  treatment 
must  be  discontinued.  As  long  as  there  is  a 
free  flow  of  urine,  the  treatment  is  safe.  It 
requires  about  ten  days  to  replace  depleted 
stores,  therefore  treatment  must  be  con- 
tinued at  least  that  long. 

The  administration  of  potassium  is  a 
rapid  method  of  treating  digitalis  intoxica- 
tion. It  is  easier  and  cheaper  than  the  use 
of  chelating  agents  which  serve  to  deplete 
calcium  which  is  S3mergistic  with  digitalis. 

Potassium  is  not  a panacea  for  all  cases  of 
intractable  heart  failure.  Potassium  de- 
pletion is,  however,  a common  cause  of  in- 
tractability. When  it  is  indicated,  potassium 
wiU  salvage  many  hitherto  hopeless  patients. 

Case  report 

A woman,  age  seventy-one,  was  admitted 
November  29,  1960.  She  was  semiconscious. 
The  history  indicated  hypertension,  mild  dia- 
betes, and  pyelonephritis.  For  the  past  week 
she  had  become  increasingly  confused,  with 
headache,  vomiting,  and  somnolence.  On  ad- 
mission she  received  a transperitoneal  lavage  of 
24  L.  of  solution  containing  per  100  cc.:  dex- 
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trose,  7;  sodium  chloride,  0.56;  sodium  lactate, 
0.50;  calcium  chloride,  .026;  and  magnesium 
chloride,  0.6  Gm.;  or  sodium,  141;  calcium, 
3.5;  magnesium,  1.5;  chloride,  101;  and  lac- 
tate, 45  mEq.  This  reduced  the  blood  urea 
nitrogen  from  170  to  43  and  the  potassium  from 
7.9  to  4 mEq.  On  the  day  following  the  dialysis 
she  experienced  an  attack  of  paroxysmal  auricu- 
lar tachycardia  with  atrioventricular  block. 
The  pertinent  laboratory  data  included:  po- 

tassium, 4;  sodium,  152;  chloride,  102;  and 
carbon  dioxide,  37.9.  She  excreted  82  mEq.  of 
potassium  in  twenty-four  hours  in  the  urine. 
All  of  this  indicated  the  presence  of  potassium 
insufficiency. 

Therefore,  with  more  than  a modicum  of 
caution,  an  intravenous  solution  containing 
500  ml.  of  5 per  cent  glucose  and  20  ml.  of  15 
per  cent  potassium  chloride  (40  mEq.  of  po- 
tassium) was  administered.  After  750  ml.  of 
solution  containing  30  mEq.  of  potassium  had 
been  infused,  the  rhythm  returned  to  normal. 
There  was  a prompt  diuresis,  and  the  symptoms 
of  cardiac  failure  disappeared. 

The  patient  was  discharged  on  December  18, 
1960.  She  died  three  months  later  during  a 
recurrence  of  her  uremia. 

Summary 

A patient  with  uremia  that  was  secondary 
to  hypertension  and  chronic  glomerular 
nephritis  was  treated  successfully  with  trans- 
peritoneal  lavage.  Subsequently  paroxys- 
mal auricular  tachycardia  appeared  with  an 
atrioventricular  block  which  precipitated 
congestive  failure.  This  was  resolved  only 
after  the  administration  of  potassium.  This 
experience  stimulated  a search  for  other 
patients  with  potassium  deficiency. 

Using  negative  potassium  balance  and 
decreased  plasma  chlorides  with  heightened 
bicarbonate  as  criteria,  the  entire  patient 
population  of  a small  general  hospital  was 
surveyed.  Twenty  per  cent  (24  of  120) 
exhibited  this  phenomenon.  Blood  potas- 
simn  levels  bore  no  relation  to  these  balance 
studies.  The  term  hypokalemia  should  be 
dropped  as  inaccurate  and  dangerous  since 
blood  levels  may  be  normal  or  even  elevated 
in  the  face  of  dangerously  low  tissue  potas- 
sium. 

Potassium  depletion  was  caused  by: 
(1)  decreased  intake  through  anorexia  or 
nausea  (digitalis);  (2)  increased  loss  through 
vomiting,  nasogastric  suction,  diarrhea  (quin- 
idine),  and  intestinal  fistulas;  (3)  iatro- 
genicaUy  through  the  use  of  potassium-free 
parenteral  fluids  (glucose  or  saline). 


thiazides,  mercurials,  or  adrengd  steroids; 
or  (4)  metabolically  through  the  catabolism 
of  protein,  the  phosphorylation  of  glucose, 
or  the  stress  s3nidrome. 

The  role  of  potassium  in  cardiac  con- 
traction, in  digitahs  administration,  and  in 
renal  physiology  is  reviewed.  The  diagnosis 
depends  on  urinary  potassium  levels  in 
relation  to  intake  and  clinical  study.  Oral 
replacement  therapy  is  preferable.  The 
amoimts  to  be  administered  are  calculated 
from  deficit,  daily  requirements,  and  con- 
tinuing loss,  if  any. 

Finally,  there  is  a warning:  Potassium 

is  no  panacea.  When  it  is  indicated  and 
when  renal  function  is  adequate,  some 
seemingly  hopeless  patients  in  failure  may 
be  salvaged. 

7440  Amboy  Road, 
Tottenville,  Staten  Island  7 
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F OLLOWiNG  TRAUMA  or  extensive  surgery 
there  occur  certain  changes  in  the  functional 
activity  of  the  kidneys  which  involve  both 
glomerular  filtration  and  tubular  reabsorp- 
tion. Indeed,  under  these  circumstances 
renal  function  may  become  altered  to  such  a 
degree  as  to  result  in  severe  oliguria  or 
anuria.  An  immediate  reduction  or  cessa- 
tion of  urine  formation  may  be  only  a 
reflection  of  increased  metabolic  needs  for 
sodium  and  water  following  trauma  or 
major  operations,  and  this  in  itself  is  not 
necessarily  a manifestation  of  true  renal 
failure  since  it  usually  is  amenable  to 
prompt  correction  by  proper  fluid  and  elec- 
trolyte therapy.  Irrelevant  of  changes  in 
tubular  or  glomerular  function  and  re- 
presented at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Anesthesiology,  May  15, 1962. 


gardless  of  other  factors,  if  urinary  output 
can  be  maintained  during  this  critical 
period  or  re-established  promptly  if  it  ceases, 
subsequent  renal  failure  due  to  intrinsic 
renal  insufficiency  can  be  prevented.  In 
fact,  without  exception,  only  the  severely 
oliguric  or  anuric  patient  will  develop  such 
significant  disturbances  in  his  electrolyte 
pattern  and  blood  urea  nitrogen  as  to  re- 
quire special  care  or  hemodialysis,  ^ and 
because  of  this  it  is  important  to  consider 
the  various  factors  which  may  interfere  with 
the  secretion  of  urine  during  the  post- 
traumatic  or  postoperative  period  and  which 
ultimately  may  lead  to  renal  failure  unless 
appropriate  prophylactic  measures  are  in- 
stituted. 

Attention  will  be  directed  first  to  the 
etiologic  chain  of  events  which  we  believe 
leads  to  the  conversion  of  a temporary 
and  functional  anuric  state  to  an  established 
intrinsic  incapacity  of  the  kidneys  to 
produce  urine  and  then  to  the  prophylactic 
aspects,  and  finally  the  results  of  our 
approach  to  this  problem  wiU  be  presented 
and  illustrated  by  selected  case  histories. 

Etiology 

The  etiologic  mechanisms  involved  in  the 
production  and  maintenance  of  anuria 
in  response  to  trauma  and/or  operation  may 
be  classified  into  three  basic  groups:  (1) 

hemodynamic,  (2)  hormonal,  and  (3)  me- 
chanical. 

Hemodynamic.  Recent  studies  have 
shown  that  following  traiuna  there  occurs 
intense  renal  vasoconstriction.  * It  has  been 
shown  that  a redistribution  of  blood  flow 
occurs  at  the  same  time  with  consequent 
relative  hypoxia  of  the  affected  areas.® 
The  relative  hypoxia  of  the  tubular  cells 
may  be  assessed  indirectly  by  simultaneous 
measurement  of  the  oxygen  tension  in  the 
renal  vein  blood  and  in  the  urine  ^ or  by 
enzymatic  tissue  staining  which  shows  the 
disorganization  of  the  normal  distribution  of 
oxidative  patterns  within  the  tubular  cells 
at  a very  early  stage.®  Recent  studies  with 
a polaro graph  have  confirmed  that  renal 
vasoconstriction  leads  to  a decrease  in  the 
oxygen  pressure  of  the  renal  tissue.®  It  is 
apparent  therefore  that  soon  after  or  even 
during  tramna,  renal  vasoconstriction  lead- 
ing to  renal  hypoxia  occurs. 

Once  the  cells  have  become  damaged  by 
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FIGURE  1.  Movements  of  water  and  sodium  into 
area  of  injury.  Movements  are  regulated  by  so- 
dium and  potassium  gradients  as  well  as  by  os- 
motic effect  of  protein. 


anoxia  the  functional  breakdown  of  the 
tubular  cell  membrane  may  cause  the  cell 
to  pick  up  water  and  swell.  Since  the 
kidney  is  surrounded  by  a tight  inelastic 
capsule,  such  a process  will  lead  to  increased 
intracapsular  pressure  which  results  not 
only  in  tubular  coUapse  but  also  in  increased 
vascular  resistance  with  hmitation  of  blood 
flow.  This  is  a situation  analogous  to  that 
observed  within  the  skull  and  pericardium 
when  the  pressure  within  these  confined 
spaces  is  increased.^ 

Hormonal.  For  the  purpose  of  simplic- 
ity, trauma  of  any  type  may  be  visualized  as 
in  Figure  1.  With  the  disintegration  of  the 
central  ceU,  protein  and  potassium  are 
liberated.  Water  will  be  drawn  into  the 
area  by  the  osmotic  effects  of  the  protein 
and  sodium  because  of  the  need  to  re- 
establish isoionicity  (the  Donnan  equi- 
librium). Obviously  some  potassium  will 
be  washed  out  of  the  area,  but  at  least 
in  the  early  stages  this  is  not  likely  to  create 
a major  problem. 

These  local  cellular  derangements  have 
systemic  consequences  because  of  the  fact 
that  the  organism  possesses  the  capacity  to 
regulate  the  rate  of  sodium  and  water 
excretion  to  maintain  internal  homeostasis. 
The  hormonal  mechanisms  which  control 
water  and  sodium  balance  are  called  into 
action  supposedly  via  the  posterior  pituitary 
gland  and  its  antidiuretic  hormone,  and  the 
major  avenue  of  water  and  sodium  loss 


ETiOLOGic  FACTORS  involved  in  post-trau- 
matic and  postoperative  anuria  are  (1) 
hemodynamic  {renal  vasoconstriction),  (2) 
hormonal  {water  and  electrolyte  retention), 
and  (3)  mechanical  {impediment  to  flow 
within  tubules).  Prophylaxis  consists  of 
{!)  sympathetic  blockade,  (2)  adequate  re- 
placement of  water  and  electrolytes,  and  (3) 
mannitol  diuresis.  Of  350  patients  in  whom 
acute  renal  failure  might  have  been  expected 
and  who  were  subjected  to  such  a regimen, 
none  has  required  hemodialysis. 


through  urinary  excretion  becomes  func- 
tionally terminated.  It  is  most  important 
to  note  that  at  this  stage  one  may  not 
properly  speak  of  true  renal  failure  because 
the  oliguria  or  anuria  which  is  observed  is 
not  due  to  intrinsic  renal  insufficiency. 
That  this  is  so  may  be  confirmed  indirectly 
by  the  fact  that  under  these  circumstances 
urinary  flow,  reduced  as  it  may  be,  wiU 
resume  if  adequate  amounts  of  water  and 
sodium  are  administered.*  ® 

Transitory  as  this  fimctional  phase  may 
be,  it  should  be  realized  that  it  is  a necessary 
step  in  the  course  of  events  leading  to  true 
renal  failure.  Furthermore,  experience  has 
shown  that  if  the  early  functional  renal 
shutdown  is  prevented  or  corrected  early 
after  its  onset,  the  late  anuric  state  associated 
with  intrinsic  renal  insufficiency  and  re- 
quiring special  medical  management  or 
hemodialysis  can  be  avoided. 

Mechanical.  It  must  be  noted  that  in 
the  early  post-traumatic  anuric  state  renal 
blood  flow  continues,  even  though  at  a 
reduced  rate.  Since  the  anatomic  ar- 
rangement of  the  renal  vasculature  is  such 
that  practically  aU  of  the  blood  must  pass 
through  the  glomerulus,  glomerular  filtra- 
tion continues,  but  at  a reduced  rate. 
However,  since  no  urine  is  produced,  it 
follows  that  the  limited  amoimt  of  glo- 
merular filtrate  which  enters  the  tubular 
system  is  completely  reabsorbed.  Because 
of  the  intense  reabsorptive  activity  of  the 
tubules  during  the  early  functional  phase 
of  renal  shutdown,  one  must  entertain  the 
possibility  that  certain  nonreabsorbable 
materials  will  precipitate  within  the  liunen 
of  the  tubular  system. 

It  is  interesting  to  note  that  the  mere 
presence  of  a foreign  precipitable  non- 


March  15, 1963  / New  York  State  Journal  of  Medicine  813 


reabsorbable  substance  in  the  glomerular 
filtrate  does  not  lead  in  itself  to  the  forma- 
tion of  tubular  casts  but  that  precipitation 
and  cast  formation  will  occur  readily  if 
conditions  leading  to  renal  vasoconstriction 
are  introduced  also.^^  Recent  studies  have 
indicated  that  mechanical  tubular  blockade 
by  red  cell  debris  and  possibly  other  debris 
can  play  a significant  etiologic  role  in  the 
anuria  associated  with  hemolytic  transfusion 
reactions  and  other  phenomena  which  in- 
stigate renal  failure.  ** 

Prophylaxis 

From  the  foregoing  it  is  apparent  that 
in  the  prophylaxis  of  post-traiunatic  and 
postoperative  acute  renal  failure  specific 
consideration  should  be  given  to;  (1)  pre- 
vention of  vasoconstriction,  (2)  provision  of 
water  and  electrolytes,  and  (3)  establish- 
ment and  maintenance  of  diuresis. 

Prevention  of  vasoconstriction.  A 
blockade  of  efferent  autonomic  impulses  to 
the  kidney  is  an  effective  way  of  preventing 
renal  vasoconstriction.  This  may  be  done 
systemicaUy  by  the  intravenous  injection 
of  ganglionic  blocking  drugs,  ‘such  as  tri- 
metaphan  camphorsulfonate  (Arfonad), 
regionally  by  the  administration  of  spinal  or 
epidural  anesthesia,  or  locally  by  direct  in- 
filtration of  the  renal  pedicles  with  a local 
anesthetic  agent.  The  hypotensive  state 
which  results  from  all  but  the  last  of  these 
methods  differs  significantly  from  hypo- 
volemic hypotension.  Furthermore,  if  prop- 
erly managed,  it  will  afford  the  possibility  of 
following  blood  volume  changes  closely, 
since  these  wfil  be  reflected  directly  by  the 
systemic  arterial  pressure  imder  such  con- 
ditions.*^ 

The  urinary  flow  is  not  affected 
significantly  by  the  hypotension  of  sym- 
pathetic blockade  unless  the  systolic  blood 
pressure  falls  below  75  mm.  Hg,  which 
apparently  is  the  minimum  required  to 
maintain  adequate  blood  flow  against  in- 
trinsic renal  vascular  resistance.*®  How- 
ever, it  is  interesting  to  note  that  when 
mannitol  is  administered  to  help  promote 
diuresis,  this  critical  level  may  be  reduced 
further  so  that  a urinary  output  may  be 
maintained  even  when  the  arterial  pressure 
is  as  low  as  60  mm.  Hg. 

Provision  of  water  and  electrolytes. 
Taking  into  consideration  the  trend  of 


events  depicted  in  Figure  1,  it  is  quite 
apparent  that  the  increased  needs  for 
water  and  sodium  can  be  satisfied  only  by 
retention  or  administration.  Preventive 
fluid  and  electrolyte  therapy  unfortunately 
cannot  be  carried  out  to  any  extent  beyond 
the  correction  of  preoperative  deficiencies. 
Therefore  the  administration  of  water  and 
sodium  for  the  prophylaxis  of  renal  failure 
usually  is  limited  to  the  time  when  the  need 
arises,  and  quantities  sufficient  to  satisfy 
the  requirements,  which  may  be  very  large 
indeed,  must  be  given. 

Ideally  the  composition  of  the  replace- 
ment fluid  should  be  based  on  the  composi- 
tion of  the  fluid  being  trapped  in  the  injured 
area.  Clinically,  however,  it  is  our  im- 
pression that  isotonic  glucose  and  isotonic 
saline  in  equal  parts  provide  an  excellent 
mixture  for  the  replacement  of  the  fluid 
which  becomes  sequestered  in  the  trauma- 
tized tissues.  The  volume  which  must  be 
administered,  over  and  above  the  basic  daily 
fluid  requirements  and  in  addition  to  other 
replacement  therapy  for  blood  and  other 
losses,  must  be  estimated  on  an  individual 
basis  and  in  accordance  with  the  responses 
achieved.  Experience  and  judgment  help 
in  making  appropriate  estimations.  A good 
rule  of  thumb  is  to  administer  a sufficient 
volume  to  maintain  a urinary  output  of 
about  30  cc.  per  hour. 

Another  factor  for  consideration  is  the 
matter  of  protein  extravasation  into  the 
traumatized  area.  This  wfil  create  an 
osmotic  competition  for  water  at  the  ex- 
pense of  the  intravascular  fluid  volume. 
It  is  quite  conceivable  that  in  the  healthy 
yoimg  individual,  with  good  liver  function 
and  a normal  concentration  of  plasma  pro- 
teins, the  osmotic  pressure  gradient  into 
the  traumatized  area  may  be  minimized  by 
the  initially  adequate  concentration  of 
protein  within  the  vascular  space.  How- 
ever, in  the  debilitated  patient  with  poor 
liver  function  and  a low  initial  concentration 
of  plasma  proteins,  the  osmotic  pressure  gradi- 
ent into  the  traumatized  area  may  become 
great  enough  to  allow  water  to  enter  the 
injured  area  at  a rapid  rate.  This  would 
result  in  an  unreasonably  great  trapping 
of  fluid  in  the  injured  area  with  consequent 
contraction  of  the  plasma  volume.  Under 
such  circumstances  the  administration  of 
purified  serum  albumin  might  be  of  great 
value,  as  has  been  found  to  be  the  case  in 
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patients  subjected  to  surgery  for  cirrhosis 
of  the  liver. 

Establishment  and  maintenance  of 
DIURESIS.  Continued  diuresis  alone  can- 
not be  construed  as  a reliable  indication  of 
qualitatively  good  renal  function.  How- 
ever, in  the  post-traumatic  state  only  those 
patients  who  become  anuric  will  suffer 
from  electrolyte  disturbances  and  uremia 
to  the  point  of  requiring  the  special  care  of 
an  “anuric  regimen”  or  hemodialysis.  ^ 

Although  great  strides  have  been  made, 
the  management  of  the  anuric  regimen  is 
neither  simple  and  easy,  nor  is  it  always 
successful.  As  for  hemodialysis,  in  spite 
of  some  truly  remarkable  results  when  it  is 
used  for  either  therapeutic'^  or  prophy- 
lactic'® purposes,  the  morbidity  and  mortal- 
ity rates  are  high  even  in  the  better  series.'® 
Of  even  greater  importance  is  the  fact  that 
the  degree  of  success  in  the  management 
of  the  anuric  patient  by  either  technic 
ultimately  is  determined  largely  by  the 
associated  disease  process."'  In  this  re- 
spect it  is  quite  significant  that  anuria 
following  trauma  and/or  surgery  is  as- 
sociated with  the  greatest  mortality'*  and 
that  the  more  severe  the  trauma  and  the 
more  extensive  the  surgery  the  higher  the 
death  rate.'®  From  the  foregoing  the  de- 
sirability of  preventing  or  combating  anuria 
is  quite  evident. 

At  present  the  establishment  and  main- 
tenance of  an  adequate  urinary  output 
appears  to  be  best  insured  by  the  intravenous 
administration  of  mannitol  in  concentrations 
varying  from  5 to  20  per  cent  after  adequate 
hydration  has  been  provided.'®’  Rarely 
is  it  necessary  to  administer  more  than 
100  Gm.  of  mannitol  to  achieve  diuresis, 
and  a urinary  output  of  30  cc.  per  hour 
often  can  be  established  with  smaller 
quantities.  Mannitol  is  an  inert  hexose 
which  is  filtered  by  the  glomeruli  but  is  not 
reabsorbed  by  the  tubules.  Hence,  it 
creates  a high  osmotic  pressure  within  the 
lumen  of  the  renal  tubular  system  and  in- 
hibits reabsorption  of  the  glomerular  filtrate 
to  help  maintain  irrigation  of  the  tubules 
and  excretion  of  urine.  Mannitol  also 
increases  renal  blood  flow  and  decreases 
renal  vascular  resistance.®'  Although  the 
mechanism  of  this  is  not  clear,  it  may 
involve  osmotic  shrinkage  of  the  renal 
parenchyma.  Thus  mannitol  is  an  agent 
which  win  maintain  diuresis,  increase  blood 


flow,  and  decrease  renal  vascular  resistance. 

One  disadvantage  of  this  otherwise  ad- 
vantageous drug  is  that,  because  of  its 
powerful  diuretic  effect,  mannitol  also 
creates  an  obligatory  sodium  loss  which, 
although  it  can  be  balanced  by  appropriate 
fluid  and  electrolyte  therapy,  may  be  quite 
significant.® 

Results 

The  prophylaxis  of  acute  renal  failure 
after  trauma  and/or  major  surgery  involves 
the  judicious  use  of  sympathetic  blockade, 
generous  water  and  electrolyte  replacement, 
and  mannitol  diuresis.  To  date,  more  than 
350  patients  in  whom  one  might  have 
anticipated  acute  renal  failure  have  been 
subjected  to  some  form  of  this  regimen 
at  the  Albany  Medical  Center. 

An  evaluation  of  the  results  of  these 
efforts  is  rather  difficult,  particularly  since 
therapy  is  administered  only  to  those 
patients  who  are  considered  potential  candi- 
dates for  anuria  in  the  postoperative  period. 
Although  a statistical  approach  with  “un- 
treated controls”  has  not  been  undertaken, 
a fairly  good  idea  of  the  clinical  results  which 
have  been  achieved  may  be  gleaned  from 
the  fact  that  before  this  program  was 
undertaken  our  own  surgical  and  obstetric 
services  referred  patients  not  infrequently 
to  our  hemodialysis  unit  for  the  treatment  of 
acute  renal  failure.'®  Since  the  inception 
of  this  program  three  years  ago,  not  a single 
surgical  or  obstetric  patient  has  required 
hemodialysis,  although  the  number  of  pa- 
tients who  have  been  transferred  to  our 
institution  from  neighboring  areas  for  hemo- 
dialysis has  not  declined  during  this  same 
period  of  time. 

Attention  should  be  called  to  the  fact  that 
very  early  after  trauma  and/or  surgery 
a patient  may  become  anuric  while  his 
kidneys  may  not  yet  have  imdergone  any 
morphologic  changes  as  to  make  them 
incapable  of  producing  urine.  In  such  a 
patient,  treatment  may  be  considered  pro- 
phylactic from  the  standpoint  of  preventing 
progression  to  subsequent  renal  failure 
due  to  irreversible  organic  changes,  and  the 
outlined  regimen  should  be  undertaken  with 
all  deliberate  speed.  Our  experiences  in 
this  field  have  been  quite  encouraging,  and 
we  feel  that  early  and  active  therapeutic 
efforts  are  indicated  (Fig.  2). 
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FIGURE  2.  Case  3.  Anesthetic  record  of  patient  during  radical  hysterectomy  and  pelvic  lymph  node  dis- 
section. Note  marked  hypotension  after  epidural  anesthesia.  Vasopressor  therapy  w/as  of  limited  value. 
No  blood  transfusion  had  been  administered  duringthe  first  five  hours,  and  no  urinary  output  was  observed 
during  that  period  of  time.  Response  to  mannitol  was  both  prompt  and  satisfactory,  and  mannitol  was  ef- 
fective even  after  six  hours  of  anuria. 


Case  reports 

Case  1 (Fig.  3).  A female,  age  fifty- three, 
was  admitted  with  the  chief  complaint  of  hem- 
atemesis  four  days  prior  to  her  admission. 
Her  past  history  revealed  rheumatoid  arthritis 
of  twenty  years  duration,  essentially  untreated. 
Three  months  prior  to  the  present  admission 
she  had  been  admitted  because  of  hematemesis, 
and  an  emergency  transthoracic  ligation  of 
esophageal  varices  had  been  performed.  She 
denied  a history  of  alcohohsm. 

Laboratory  tests  revealed  the  following: 
hemoglobin,  8.3  Gm.  per  100  ml.;  white  blood 
cells,  4,480  per  cubic  millimeter;  blood  urea 
nitrogen,  9 mg.  per  100  ml.;  blood  glucose,  84 
mg.  per  100  ml.;  blood  ammonia,  166  micro- 
grams per  100  ml.;  sulfobromophthalein  re- 
tention, 14  per  cent;  sodium,  142  mEq.  per 
liter;  chloride,  109  mEq.  per  liter;  potassium, 
4.5  mEq.  per  liter;  carbon  dioxide  combining 
power,  24  mEq.  per  liter;  thymol  turbidity, 
5.7  units;  total  bilirubin,  1 mg.  per  100  ml.; 
and  direct  bilirubin,  0.5  mg.  per  100  ml.  The 
albumin/globulin  ratio  was  reversed  with  a 
total  protein  of  7 Gm.  per  100  ml.  During  the 
preoperative  hospital  stay  she  received  a total 
of  3,000  ml.  of  blood,  and  the  total  urinary 
sodium  excretion  determined  over  a period  of 
twenty-four  hours  was  25  mEq.  per  liter. 

On  the  day  of  operation  she  was  taken  to  the 
operating  room,  and  anesthesia  was  induced 
intravenously  with  200  mg.  of  thiopental 
sodium  and  maintained  with  endotracheal 
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FIGURE  3.  Case  1.  Anesthetic  record  of  patient 
undergoing  portacaval  shunt  procedure.  Note 
good  urinary  response  to  mannitol  infusion  even 
during  induced  hypotension  and  use  of  salt-free 
concentrated  human  serum  albumin. 


cyclopropane  administered  by  the  closed-circle 
absorption  technic.  An  indwelling  urethral 
catheter  was  inserted,  and  urinary  collection 
was  begun.  Arterial  hypotension  was  achieved 
with  trimetaphan  camphorsulphonade.  Salt- 
free  purified  human  serum  albumin,  5 per  cent 
mannitol  in  isotonic  glucose,  2.5  per  cent  glucose 
and  0.45  per  cent  sodium  chloride  in  water, 
and  5 per  cent  glucose  in  water  were  admin- 
istered intravenously.  A terminolateral  por- 
tacaval shunt  was  performed  without  com- 
plications. The  blood  loss  was  estimated  to  be 
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only  800  ml.,  and  a transfusion  of  600  ml.  of 
freshly  collected  blood  was  administered. 

Her  postoperative  course  was  uneventful, 
and  at  no  time  did  she  show  any  evidence  of 
sodium  or  water  retention  in  spite  of  the  fact 
that  she  received  approximately  20  mEq.  of 
sodium  on  the  day  of  surgery  and  20  mEq. 
thereafter.  She  was  discharged  on  the  thir- 
teenth postoperative  day  and  has  been  doing 
well  ever  since.  Her  foUow-up  now  has  ex- 
tended for  fourteen  months  without  revealing 
any  complication. 

Case  2 (Fig.  4).  A male,  age  sixty,  was 
admitted  with  the  chief  complaint  of  sudden 
abdominal  pain  and  a marked  desire  to  defecate, 
followed  by  the  self-discovery  (for  the  first 
time)  of  a pulsating  mass  in  the  paraumbilical 
region. 

In  the  course  of  completing  the  work-up  it 
was  found  that  this  patient  had  been  suffering 
from  hypertension  (230/105)  for  some  years 
but  had  not  received  any  antihypertensive 
drugs.  Eighteen  months  prior  to  the  present 
admission  he  had  suffered  from  left-sided  hemi- 
paresis  which,  however,  disappeared  in  a few 
weeks  after  rest.  Six  weeks  prior  to  the  present 
admission  he  suffered  from  transitory  blind- 
ness in  the  right  eye,  which  receded  promptly 
after  rest  and  treatment  with  an  anticoagulant. 
Laboratory  tests  on  admission  revealed  the 
following:  hematocrit,  48;  white  blood  cells, 
8,050  per  cubic  millimeter;  blood  urea  nitrogen, 
13  mg.  per  100  ml.;  blood  glucose,  102  mg.  per 
100  ml.;  and  the  urine  showed  a trace  of 
albumin  with  a specific  gravity  of  1,010.  The 
electrocardiogram  showed  a regular  sinus 
rhythm,  a rate  of  70  per  minute,  and  a left 
ventricular  parietal  block. 

About  eight  to  ten  hours  after  his  admission 
the  patient  still  complained  of  the  same  symp- 
toms, and  the  working  diagnosis  was  of  a very 
early  leaking  or  dissecting  aneurysm.  Because 
of  some  very  rare  antibody  in  the  patient’s 
serum,  no  compatible  blood  could  be  made 
available  for  transfusion,  and  it  became  neces- 
sary to  choose  between  an  immediate  operation 
for  the  removed  of  the  aneurysm  and  a further 
delay  awaiting  the  procurement  of  compatible 
blood  for  transfusion.  An  immediate  operation 
was  advised  by  the  surgeon  and  accepted  by  the 
patient. 

Immediately  on  arrival  in  the  operating  room 
an  indwelling  urethral  catheter  was  inserted, 
and  collection  of  urine  was  begun.  Arterial 
hypotension  was  achieved  with  trimetaphan 
camphorsulphonate.  Mannitol  5 per  cent  was 
not  administered  until  the  urinary  output  had 
become  critically  low.  Anesthesia  was  induced 
intravenously  with  200  mg.  of  thiopental  sodium 
and  maintained  with  endotracheal  cyclopropane. 
Muscle  relaxation  was  achieved  with  succinyl- 
choline  to  facilitate  closure  of  the  wound.  The 
operation  was  begun  and  carried  out  with 
careful  hemostasis  and  all  possible  deliberate 
speed.  A small  abdominal  aortic  aneurysm 
was  excised,  and  an  inspection  of  it  revealed 
some  areas  in  which  early  dissection  had  begun. 
Fluids  administered  intravenously  during  the 
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FIGURE  4.  Case  2.  Anesthetic  record  of  patient 
undergoing  resection  of  abdominal  aortic  aneu- 
rysm. Note  profound  fall  in  blood  pressure. 
Mannitol  produced  satisfactory  urinary  output  only 
when  blood  pressure  fell  to  110  mm.  Hg  systolic. 
Note  large  volume  of  fluids.  No  blood  transfusion 
was  carried  out. 


procedure  consisted  of  200  ml.  of  5 per  cent 
glucose  in  water,  1,300  ml.  of  2.5  per  cent  glucose 
and  0.45  per  cent  sodium  chloride  in  water, 
and  800  ml.  of  5 per  cent  mannitol  in  5 per  cent 
glucose  and  water.  The  estimated  blood  loss 
was  900  ml.,  and  500  ml.  of  dextran  were  ad- 
ministered to  offset  it.  The  urinary  output  was 
95  ml. 

This  rather  large  volume  of  water  infused 
intravenously  during  surgery  was  supple- 
mented during  the  next  fourteen  hours  by  an 
additional  3,550  ml.  of  2.5  per  cent  glucose 
and  0.45  per  cent  sodium  chloride  in  water. 
The  urinary  output  was  1,450  ml.  during  the 
first  twenty-four  hours  following  operation. 
Eight  hours  after  the  termination  of  the 
operation,  laboratory  tests  revealed  the  follow- 
ing: sodium,  126  mEq.  per  liter;  chloride,  85 
mEq.  per  liter;  potassium,  2.8  mEq.  per  liter; 
carbon  dioxide  combining  power,  26  mEq.  per 
liter;  and  blood  urea  nitrogen,  19  mg.  per  100 
ml. 

Thereafter  the  total  fluid  intake  was  kept 
close  to  3,000  ml.  per  day,  and  the  urinary 
output  never  fell  below  2,500  ml.  per  day.  On 
the  third  postoperative  day,  one  unit  of  com- 
patible blood  was  made  available,  and  it  was 
administered.  The  patient  was  discharged  on 
the  twelfth  postoperative  day,  and  he  has  been 
doing  well  for  the  subsequent  seventeen  months. 

Case  3 (Fig.  2).  A female,  age  forty,  was 
admitted  because  of  irregularities  in  her 
menstrual  cycle.  Diagnostic  dilatation  and 
curettage,  together  with  cervical  biopsy,  es- 
tablished a diagnosis  of  carcinoma  of  the  cervix. 
Radical  surgery  was  advised  and  accepted. 

Positive  findings  in  the  routine  work-up 
revealed  borderline  hypertensive  blood  pressure 
(150/100  mm.  Hg),  a trace  of  albumin  in  the 
catheterized  urine  specimen,  and  a moderately 
elevated  blood  urea  nitrogen  (24  mg.  per  100 
ml.).  A history  of  long-standing  alcoholism 
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was  obtained,  the  alcoholic  intake  having  been 
somewhat  reduced  to  a little  over  a pint  of 
liquor  a day  for  the  past  two  years. 

On  arrival  of  the  patient  in  the  operating 
room,  continuous  epidural  anesthesia  was 
established  with  27  ml.  of  1.5  per  cent  mepi- 
vacaine  hydrochloride  (Carbocaine  hydro- 
chloride) injected  in  three  divided  doses  during 
the  first  twenty  minutes.  An  indwelling 
urethraJ  catheter  was  inserted,  and  urine 
collection  was  begun.  A conspicuous  fall  in 
blood  pressmre  was  noted  at  this  time,  and 
repeated  injections  of  methoxamine  hydro- 
chloride were  needed  to  stabfiize  the  systohc 
pressure  of  about  90  mm.  Hg.  At  the  time  that 
the  operation  was  begun,  it  was  noted  that 
epidural  anesthesia  was  less  than  adequate, 
and  supplementation  with  intravenous  thio- 
pental sodium  plus  nitrous  oxide  by  inhalation 
became  necessary.  During  the  four  hours  aind 
thirty  minutes  which  followed,  additional 
epidural  injections  of  mepivacaine  hydrochloride 
1.5  per  cent  were  administered,  and  additional 
injections  of  methoxamine  hydrochloride  were 
needed  to  maintain  the  systohc  blood  pressure 
at  a level  of  90  mm.  Hg.  Fluids  administered 
intravenously  were  limited  to  1,000  ml.  of  2.5 
per  cent  glucose  and  0.45  per  cent  sodium 
chloride  in  water,  and  1,300  ml.  of  5 per  cent 
glucose  in  water.  No  blood  was  administered, 
and  no  urinary  output  was  noted. 

At  this  time  it  became  obvious  that  pul- 
monary rales  and  excessive  secretions  in  the 
tracheobronchial  tree  had  developed  which 
could  not  be  cleared  completely  by  suctioning. 
A suspicion  was  entertained  that  intense 
vasoconstriction  and  excessive  hemodilution 
were  responsible  for  both  the  anuric  state  and 
what  appeared  to  be  early  pulmonary  edema. 
It  then  was  decided  to  administer  a transfusion 
to  replace  the  blood  loss  which  unexplainably 
had  been  overlooked,  to  induce  diuresis  by 
means  of  mannitol  10  per  cent,  and  to  abandon 
the  supplemented  epidural  anesthesia  and 
vasopressor  support  in  favor  of  conventional 
endotracheal  ether  anesthesia.  Blood  samples 
were  drawn  at  this  time  and  sent  to  the  lab- 
oratory for  electrolyte  determinations  which 
revealed  the  following:  sodium,  119;  potas- 

sium, 3.9;  chloride,  101;  and  carbon  dioxide 
combining  poWer,  21.5  mEq.  per  liter.  After  a 
sudden  rise  in  blood  pressure  which  was  prob- 
ably due  to  the  combined  effects  of  blood, 
mannitol,  and  the  release  of  some  of  the  meth- 
oxamine hydrochloride  which  had  been  given 
subcutaneously,  the  blood  pressure  stabihzed 
at  120/80  mm.  Hg,  and  the  urinary  output 
became  established  at  a satisfactory  rate.  As 
the  urinary  output  increased,  the  pulmonary 
rales  disappeared,  and  there  was  no  more  need 
for  endotracheal  suction. 

After  nine  hours  and  thirty  minutes  the 
operation  was  completed.  At  this  time  the 
total  urinary  output  amounted  to  283  cc.,  and 
a redetermination  of  the  blood  electrolytes 
revealed  the  following:  sodium,  117;  potassium, 
4;  chloride,  96;  and  carbon  dioxide  combining 
power,  17  mEq.  per  liter.  A vigorous  hydration 


regimen  was  continued,  and  a satisfactory 
urinary  output  continued  thereafter.  The 
postoperative  course  was  complicated  by  uni- 
lateral brachial  plexus  palsy  and  the  develop- 
ment of  a vesicovaginal  fistula  and  a pelvic 
abscess.  The  abscess  was  drained,  the  brachial 
plexus  palsy  improved  with  physical  therapy, 
and  the  patient  now  is  awaiting  corrective 
surgery  for  the  vesicovaginal  fistula. 


Summary 

The  principal  etiologic  factors  involved  in 
the  development  of  acute  renal  failure  have 
been  described.  They  are  renal  vasocon- 
striction, water  and  electrolyte  retention, 
£uid  mechanical  impediment  to  flow  within 
the  tubules. 

A general  outline  for  the  prophylaxis  of 
acute  renal  failure  after  trauma  amd/or 
surgery  has  been  given.  The  fundamentals 
are  prudent  use  of  sympathetic  blockade, 
adequate  replacement  of  water  and  elec- 
trolytes (mainly  sodium),  and  mannitol 
diuresis. 

Attention  is  called  to  the  fact  that  in  an 
effort  to  reinstitute  diuresis  and  forestall 
irreversible  anatomic  damage  to  the  kidney, 
this  program  may  be  instituted  successfully 
not  only  before  and  during  surgery,  when 
the  urinary  output  although  stfll  present 
appears  inadequate,  but  also  even  after 
anuria  has  developed. 
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Discussion 

Valentino  D.  B.  Mazzia,  M.D.,  York 
City.  Dr.  Boba,  Dr.  Landmesser,  and  Dr. 
Powers  are  to  be  congratulated  for  tackling 
a major  clinical  problem.  Their  theoretical 
basis  is  buttressed  by  sound  laboratory  in- 
vestigations which  they  themselves  have 
carried  out.  The  present  paper  is  an  at- 
tempt to  carry  the  laboratory  considera- 
tions into  the  operating  room. 

Here  of  course  the  situation  is  very  com- 


plicated. The  prophylactic  administration 
of  mannitol  may  explain  the  fact  that  these 
investigators  have  not  observed  anuria. 
However,  any  one  or  number  of  the  other 
modern  modahties  of  anesthesiologic  and 
surgical  practice  may  be  the  correct  ex- 
planation. Certainly  this  paper  presents 
evidence  which  is  not  inconsistent  with  the 
hypothesis  that  mannitol  is  of  some  value 
in  the  prophylaxis  of  acute  renal  failure. 
However,  as  with  the  proper  role  of  ganglio- 
plegics  in  the  management  of  shock,  so 
with  mannitol  in  renal  failure,  the  eventual 
evaluation  of  mannitol  wiU  depend  on  the 
accumulation  of  experience  by  many  in- 
vestigators over  a protracted  period  of  time. 

At  the  Bellevue  Hospital  Center  we  have 
occasion  to  manage  from  3 to  5 patients 
with  severe  trauma  per  week.  Very  early 
definitive  surgery  within  minutes  of  ad- 
mission, prompt  and  massive  whole  blood 
replacement,  if  necessary,  and  general 
endotracheal  anesthesia  in  very  light  planes 
seem  to  be  the  keys  not  only  to  the  prophy- 
laxis of  anuria  but  also  to  survival  itself. 
In  anuria  associated  with  endotoxic  shock 
secondary  to  septic  abortion  mannitol  has 
not  ameliorated  the  condition. 

Anesthesiologists  are  often  in  a position 
to  detect  the  initial  stages  of  renal  failure. 
They  should  be  made  aware  of  therapeutic 
modalities  such  as  mannitol.  The  actual 
value  of  marmitol  is  not  definitely  proved 
as  yet,  but  the  measures  recommended  by 
Dr.  Boba,  Dr.  Landmesser,  and  Dr.  Powers 
appear  to  be  quite  logical. 
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Acoustic  neurinomas  and  the  audiometric 
patterns  associated  with  them  have  been 
receiving  increasingly  more  attention  from 
otologists  in  recent  years,  but  there  is  some 
question  as  to  whether  all  neurologists  and 
neurosurgeons  are  aware  of  the  value  of  the 
latest  technics  and  findings.  Not  a truly 
rare  disease,  cerebellopontine  angle  tumors 
represent  approximately  6 to  10  per  cent 
of  all  intracranial  tumors*"^  and  1.3  per 
cent  of  all  patients  with  a hearing  loss  in 
the  Audiology  Clinic  of  the  Colmnbia- 
Presbyterian  Medical  Center.^  Since  they 
offer  one  of  the  best  prognoses  of  the  in- 
tracranial tumors  if  they  are  diagnosed  and 
treated  early, ® from  a neurosm"gical  ther- 
apeutic standpoint  early  diagnosis  is  para- 
mount. Usually,  the  tumors  may  be  re- 
moved surgically  during  the  early  stages 
with  the  least  risk  and  with  the  best  chances 
of  an  uncompUcated  recovery  without 
marked  neurologic  deficit.^  ® If  they  are  al- 
lowed to  progress  until  aU  the  so-called  clas- 
sic signs  present  themselves,  these  tumors 
may  cause  irreparable  damage  and  make 
total  excision  impossible. 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Otolaryngology,  May  14, 1962. 

* Supported  in  part  by  United  States  Public  Health  Service 
Training  Grant  2B5234C2  and  the  Deafness  Research 
Foundation. 


FIGURE  1.  Early  acoustic  neurinoma  within  inter- 
nal acoustic  meatus  near  vestibular  (Scarpa's)  gan- 
glion. (A)  Posterior  lip  of  internal  acoustic  meatus. 
(B)  Cut  end  of  eighth  cranial  nerve.  (C)  Cochlea. 
(T)  Tumor  of  eighth  nerve  (acoustic  neurinoma). 

Eventually,  it  is  hoped  that  acoustic 
neurinomas  can  be  diagnosed  when  they  are 
still  at  their  usual  point  of  origin  near  the 
vestibular  (Scarpa’s)  ganglion  within  the  in- 
ternal auditory  canal  and  that  cerebellopon- 
tine angle  tumors  not  arising  from  the 
eighth  cranial  nerve  will  be  diagnosed  more 
easUy  (Fig.  1). 

Symptoms 

Cushing,*  in  his  extensive  treatise  on 
acoustic  nerve  tumors,  stressed  the  chronol- 
ogy and  order  in  which  the  symptoms  of 
acoustic  neurinomas  may  appear,  with  tin- 
nitus and  deafness  most  frequently  being  the 
earliest  symptoms  to  occur.  Others  have 
confirmed  most  of  his  findings.^  It  is  ob- 
vious, therefore,  that  the  responsibility  falls 
on  the  otologist,  rather  than  the  neurologist 
or  neurosurgeon,  to  make  the  diagnosis  at  the 
earUest  possible  time.  If  aU  patients  with 
dysequilibrium,  tinnitus,  or  hearing  loss  are 
not  properly  tested  audiometricaUy  and 
calorically,  valuable  time  may  be  lost. 
Furthermore,  more  accurate  and  extensive 
tests  of  both  cochlear  and  vestibular  func- 
tions have  been  developed  to  facilitate  the 
prompt  discovery  of  acoustic  nerve  tu- 
mors.*"® 

Slowly  progressing  unilateral  neural  hear- 
ing loss  with  tinnitus  and  dysequilibrium 
usually  alerts  the  modern  otologist  to  the 
possibility  of  an  acoustic  neurinoma.  Sus- 
picions may  be  substantiated  by  a partial  loss 
or  complete  loss  of  caloric  response  as  as- 
certained by  the  method  of  Fitzgerald  and 
HaUpike®  or  by  spontaneous  nystagmus. 
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FIGURE  2.  Binaural  loudness  balance  lines. 
Lines  converge  when  recruitment  is  present  and 
are  parallel  when  it  is  absent.  Recruitment  is  pres- 
ent in  Meniere’s  disease  and  is  usually,  but  not  al- 
ways, absent  in  patients  with  acoustic  neurino- 
mas. 


However,  one  must  distinguish  between  the 
findings  in  Meniere’s  disease  or  other  types  of 
vestibular  and  hearing  impairment  and  those 
of  eighth  nerve  and  other  cerebellopontine 
angle  tumors. 

To  help  complicate  the  situation,  a 
variety  of  otic  findings  may  be  obtained  in 
the  presence  of  acoustic  neurinomas  ranging 
from  normal  hearing  and  vestibular  re- 
sponses to  complete  loss  of  one  or  both. 
With  other  angle  tumors,  such  as  meningi- 
omas and  cholesteatomas,  the  symptoms 
are  even  more  variable.  Total  deafness  or  a 
severe  flat  or  extensive  high-frequency  loss 
frequently  is  found  associated  with  ves- 
tibular impairment  by  the  time  the  patient 
reaches  the  otologist.  However,  since  simi- 
lar findings  occasionally  may  be  demonstrated 
also  in  severe  or  late  Meniere’s  disease  and  of- 
ten in  the  sudden  deafness  of  labyrinthine  ap- 
oplexy or  with  mumps  or  measles,  it  is  some- 
times difiicult  to  be  sure  of  the  diagnosis  of 
acoustic  neurinoma  without  special  tests  and 
a group  of  corroborative  findings. 

Recruitment 

The  phenomenon  of  recruitment  of  loud- 
ness (usually  shortened  to  “recruitment”) 
has  been  alleged  to  be  helpful  in  making  a 
distinction  between  intralabyrmthine  and 
nerve  trunk  lesions.  Patients  with  early 


ACOUSTIC  NEURINOMAS  offer  a good  prog- 
nosis if  they  are  diagnosed  and  treated  early. 
Symptoms  include  dysequilibrium,  tinnitus, 
and  hearing  loss.  The  absence  of  recruit- 
ment of  loudness  may  help  to  distinguish 
between  acoustic  neurinoma  and  Meniere's 
disease,  in  which  recruitment  is  usually  pres- 
ent. However,  in  16  per  cent  of  31  patients 
with  acoustic  neurinoma  who  had  measur- 
able hearing,  recruitment  was  shown  to  be 
present.  In  addition  to  recruitment-of -loud- 
ness determinations,  early  diagnosis  may  be 
aided  by  careful  examination  of  audiometric 
patterns  such  as  spikes  and  dips  in  the 
hearing  threshold  level  at  certain  frequencies 
and,  especially,  rises  at  8,000  cycles  per 
second;  by  studies  of  the  adaptation  phenom- 
enon; by  speech  discrimination  scores 
versus  pure-tone  thresholds;  and  by  tests  of 
differential  intensity  sensitivity. 


Meniere’s  disease,  or  endolymphatic  hy- 
drops, almost  always  demonstrate  recruit- 
ment. Conversely,  recruitment  is  usually 
absent  in  patients  with  acoustic  neuri- 
nomas. 

Fowler*®  first  reported  the  phenomenon 
of  recruitment  of  loudness  in  1936,  and  his 
binaural  loudness-balance  technic  is  stOl 
considered  by  most  authors  to  be  the  best 
method  for  evaluating  its  presence.  In  the 
ideal  situation  for  balance  testing,  there  is 
normal  hearing  on  one  side  and  a moderate 
hearing  loss  on  the  other.  The  patient 
then  compares  the  intensities  at  which 
sounds  of  the  same  frequency  are  heard  with 
equal  subjective  loudness  in  his  normal  ear 
and  in  his  ear  with  the  impaired  hearing. 
When  the  increment  necessary  to  produce  a 
balance,  that  is,  equal  loudness  in  the  two 
ears,  is  constant  regardless  of  the  intensity 
used,  no  recruitment  is  present.  Conversely, 
if  tones  of  greater  intensity  are  perceived 
as  relatively  louder,  as  the  intensity  is  in- 
creased, that  is,  the  poorer  ear  hears  a loud 
sound  to  be  nearly  as  loud  or  just  as  loud 
as  a normal  ear,  recruitment  is  present. 

Graphically,  if  the  decibel  levels  in  the 
normal  and  abnormal  ears  are  plotted  as 
shown  in  Figure  2,  one  finds  parallel  lines 
when  no  recruitment  is  present  and  non- 
paraUel  lines  with  recruitment.  The  de- 
creasing difference  in  the  intensity  of  sound 
necessary  for  equal  loudness  balance  is  the 
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FIGURE  3.  Audiogram  of  patient  with  Meniere’s 
disease.  Hearing  loss  in  right  ear  involves  mostly 
lower  and  middle  frequencies.  Binaural  loudness 
balance  lines  converge,  and  recruitment  is  present. 
In  fact,  overrecruitment  is  present  at  2,000  cycles 
per  second. 


measure  of  recruitment.  At  the  level  at 
which  the  intensity  balance  line  becomes 
horizontal,  100  per  cent  recruitment  has 
occurred.  If  the  lines  continue  beyond  the 
horizontal  toward  the  opposite  direction, 
there  is  overrecruitment.  In  this  instance, 
as  the  intensity  rises,  the  defective  ear  hears 
the  soimd  as  louder  than  in  the  nonaflfected 
ear  (Figs.  2 and  3 at  4,000  cycles  per  second). 

Recruitment  is  considered  by  Fowler'®  to 
be  pathognomonic  of  any  type  of  neural 
hearing  loss  although  its  absence  does  not 
necessarily  exclude  neural  impairment. 
Agreeing  with  Fowler  as  to  the  mechanism 
involved,  Lorente  de  No'®  believed  that 
recruitment  of  loudness  could  occur  with  a 
reduction  in  the  number  of  functioning 
neural  elements  either  in  the  organ  of  Corti, 
the  spiral  ganglion,  or  in  the  eighth  nerve 
triink.  Lorente  de  No'®  and  Fowler'®  rea- 
soned that  when  the  intensity  of  a test 
tone  increases,  enough  surviving  hair  cells 
and  neural  fibers  are  activated  so  that  the 
cerebral  cortex  receives  the  same  number  of 
impulses  as  if  a few  elements  necessary  for 
threshold  hearing  were  not  missing.  The 
tone  is  thus  subjectively  perceived  as  being 
louder  than  might  be  suspected  from  thresh- 
old level  determinations. 

Attempting  to  correlate  recruitment  with 
anatomic  findings,  Limie,  in  1939,'^  sug- 
gested that  the  phenomenon  was  probably 
dependent  on  differential  inner  hair  cell 
damage.  He  hypothesized  that  the  outer 
hair  cells  are  concerned  with  sounds  of  weak 
intensity  whereas  the  inner  hair  cells  regis- 
ter the  sensation  of  loudness.  Since  the 


outer  hair  cells  are  more  sensitive  and  more 
easily  damaged,  the  inner  hair  cells  might 
continue  to  work  normally  when  the  outer 
hair  cells  are  impaired.  The  patient  would 
then  not  perceive  low  intensity  sounds  well 
but  would  have  no  difficulty  with  sounds 
of  slightly  greater  intensity. 

Lundborg'*  points  out  in  his  study  the 
difficulty  in  establishing  such  relationships 
between  the  symptomatology  and  anatomic 
and  histologic  changes. 

Dix,  Hallpike,  and  Hood"~'®  do  not  agree 
entirely  with  the  explanations  of  Fowler'® 
and  Lorente  de  No.'®  They  confirm  the 
high  incidence  of  recruitment  when  there  is 
cochlear  damage  of  the  type  found  in 
Meniere’s  disease  but  contrast  it  with  the 
relatively  rare  occurrence  of  recruitment  in 
their  patients  with  retrocochlear  neural 
lesions  such  as  acoustic  neurinomas.  In 
Meniere’s  disease,  they  agree,  patients  show 
recruitment  because  low-intensity,  near- 
threshold sounds  cannot  stimulate  enough 
of  the  remaining  functioning  hair  cells. 
Therefore,  few  impulses  pass  through  the 
eighth  nerve.  Sounds  of  greater  intensity 
are  able  to  stimulate  enough  of  the  remain- 
ing hair  cells,  and  impulses  are  conducted 
along  the  nerve  and  perceived  in  the  cortex. 
In  the  case  of  an  acoustic  nerve  tumor,  they 
reason  that  a stronger  stimulus  has  no  better 
opportunity  than  a weaker  stimulus  of 
reaching  the  cerebral  cortex  since  the  com- 
mon pathway,  the  eighth  nerve,  is  impaired 
by  tumor.  They  thus  disagree  with 
Fowler'®  that  recruitment  can  be  present 
with  a nerve  trunk  lesion.  However,  Liddell 
and  Sherrington'®  and,  later,  Gasser®®  have 
demonstrated  recruitment  in  peripheral 
nerve  trunks. 

Dix,  Hallpike,  and  Hood"  conclude  that 
since  they  usually  foimd  no  recruitment  with 
acoustic  neurinomas,  and  it  is  almost  always 
present  in  Meniere’s  disease,  recruitment  of 
loudness  tests  may  be  used  effectively  in  the 
differential  diagnosis  of  cochlear  and  retro- 
cochlear lesions. 

Following  Hallpike  and  his  school,  Eby 
and  Williams''*  ran  alternate  loudness-bal- 
ance tests  on  16  patients  with  acoustic 
neurinomas  and  33  patients  with  presiuned 
endolymphatic  hydrops  (Meniere’s  disease). 
Their  findings  supported  the  use  of  recruit- 
ment in  this  differential  diagnosis.  Simi- 
larly, Lundborg'®  concluded  that  the  pres- 
ence of  recruitment  indicated  a cochlear 


822  New  York  State  Journal  of  Medicine  / March  15,  1963 


- to 


TABLE  I.  Incidence  of  recruitment  in  patients 
with  acoustic  neurinomas  and  measurable  hearing 


Recruitment 

Number 

of 

Patients 

Per  Cent 

Present 

5 

16 

Absent 

26 

84 

Totals 

31 

100 

lesion  and  its  absence  denoted  a retro- 
cochlear  lesion  in  the  auditory  pathway. 
Therefore,  a sensory  neural  (“perceptive”) 
type  hearing  loss  without  recruitment  should 
lead  one  to  consider  strongly  the  possibility 
of  an  acoustic  nerve  tumor. 

Harbert,'*^  among  others,  has  recently 
cast  some  doubt  on  such  conclusions. 
However,  since  most  patients  who  come  to 
operation  or  autopsy  had  no  residual  hear- 
ing in  the  affected  ear  when  proper  masking 
was  used,  it  was  suggested  by  Fowler,  that 
this  was  the  reason  that  no  recruitment  was 
found.  After  all,  if  there  are  no  neural 
pathways  to  “recruit,”  there  can  be  no  re- 
cruitment of  loudness.  It  was  pointed  out 
that  Dix,  HaUpike,  and  Hood“"*^  had  not 
reported  on  the  masking  used  and,  therefore, 
had  not  proved  their  thesis  in  their  early 
papers. 

The  situation  became  more  complicated 
when  Dix  and  HaUpike*®  themselves  sub- 
sequently demonstrated  (this  time  with 
proper  masking  of  the  better  ear)  that  some 
patients  with  acoustic  neurinomas  display 
recruitment.  Dix  and'  HaUpike  then  sug- 
gested that  recruitment  in  the  presence  of 
an  acoustic  neurinoma  may  be  due  to  some 
hair  ceU  degeneration  secondary  to  impair- 
ment of  the  cochlear  blood  supply  by  pres- 
sure from  the  invading  tumor  and  felt  that 
they  had  corroborated  their  theories  with  the 
findings  of  loss  of  recruitment  foUowing  suc- 
cessful eighth  nerve  surgery.  With  this 
background,  the  question  now  is,  what  role 
does  the  presence  or  absence  of  recruitment 
have  in  the  early  diagnosis  of  acoustic 
neurinoma? 
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FIGURE  4.  Audiogram  of  patient  with  right  acous- 
tic neurinoma.  There  is  right  neurosensory  hear- 
ing loss  with  high  frequency  fall-off  and  rise  at  8,000 
cycles  per  second.  No  recruitment  is  present. 


The  present  report  summarizes  audio- 
metric findings  in  57  cases  of  acoustic 
neurinomas  proved  either  by  surgical  biopsy 
or  by  autopsy  over  a ten-year  period  in  the 
Neurological  Institute  at  the  Columbia- 
Presbyterian  Medical  Center  in  New  York. 
A total  of  71  documented  cases  were  avail- 
able for  study,  but  adequate  audiometric 
evaluations  were  performed  on  only  57  of 
these.  This  report  is  limited  to  the  mal- 
functioning of  the  cochlear  portion  of  the 
eighth  nerve. 

During  the  time  that  this  study  was  being 
conducted,  Dix  and  HaUpike*®  reported  a 
further  series  of  patients  showing  that  when 
hearing  was  present  in  the  affected  ear,  re- 
cruitment could  be  demonstrated  in  10  per 
cent  of  their  patients  with  acoustic  neu- 
rinomas and  a similar  percentage  in  other 
cerebeUopontine  angle  tumors.  Although 
in  variance  with  the  previous  conclusions  of 
Fowler,**  Dix  and  HaUpike’s  findings  are 
now  essentiaUy  corroborated  in  this  series. 
Recruitment  was  foimd  to  be  present  in  16 
per  cent  of  the  patients  studied  with  proved 
acoustic  neurinomas  when  enough  hearing 
was  present  for  recruitment  tests  to  be  per- 
formed (Table  I). 

Findings 


Present  study 

It  became  the  purpose  of  this  study  to 
review  audiograms  and  recruitment  in 
proved  cases  of  acoustic  neurinomas  and  to 
help  supply  an  answer  for  the  preceding 
question  and  the  discrepancies  in  theory. 


Of  the  71  cases  of  documented  acoustic 
neurinomas  reviewed  in  this  series,  there  was 
approximately  equal  incidence  of  the  tumors 
involving  one  side  and  the  other.  Right- 
sided tumors  were  found  in  54.9  per  cent  as 
compared  with  42.3  per  cent  on  the  left;  2.8 
per  cent  of  the  cases  had  bilateral  involve- 
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FIGURE  5.  Audiogram  of  patient  with  left  acoustic 
neurinoma.  There  is  high-frequency  fall-off  with 
rise  at  8,000  cycles  per  second.  Recruitment  is 
present  as  was  the  case  in  16  per  cent  of  patients 
tested  with  proved  acoustic  neurinomas. 

ment.  There  was  also  a similar  distribution 
between  tbe  sexes  in  this  series,  with  a 
slightly,  but  not  significantly,  higher  in- 
cidence in  women:  57.7  per  cent  as  com- 

pared with  42.3  per  cent  males. 

Of  the  tumors  involving  the  eighth  nerve, 
adequate  and  complete  audiometric  studies 
were  available  on  only  57  patients.  Of  these, 
3 patients,  or  5.3  per  cent,  were  foimd  to 
have  no  significant  hearing  loss,  and  26  pa- 
tients, or  45.6  per  cent,  had  total  deafness. 
The  audiometric  patterns  of  the  remaining 
patients  varied,  without  any  preponderant 
type.  There  were  similar  numbers  of  pa- 
tients with  flat  audiometric  curves  and  with 
predominantly  high  frequency  losses  of  the 
type  seen  in  presbycusis.  In  15.8  per  cent 
of  the  patients  there  were  fairly  normal 
audiometric  curves  for  the  low  frequencies 
but  deep  dips  (loss  at  4,000  and/or  6,000 
cycles  per  second  but  with  a rise  at  8,000 
cycles  per  second.  Figs.  4 and  5).  A rise  at 
8,000  cycles  per  second  in  patients  with 
acoustic  neurinomas  was  also  found  in  a 
smaller  series  by  Flower  and  Viehweg,  and 
by  Harbert^i  (Table  II).  All  those  patients 


who  showed  recruitment  had  either  a high- 
frequency  loss  or  spikes  at  4,000  and  6,000 
cycles  per  second  (Fig.  6).  The  true  signifi- 
cance of  the  presence  of  recruitment  in  cer- 
tain patients  with  cerebellopontine  angle 
tumors  is  stiU  not  altogether  clear.  The 
audiometric  patterns  foimd  in  patients 
with  acoustic  neurinomas  are  compared  with 
those  of  a similar  number  of  cases  of 
Meniere’s  disease  in  Table  II. 

One  may  now  suggest  that  if  an  acous- 
tic neurinoma  occurs  in  a certain  posi- 
tion and  is  not  too  large,  it  may  permit  re- 
cruitment. Therefore,  the  presence  of  re- 
cruitment may  indicate  an  early,  or  at  least 
a small,  acoustic  neurinoma  (Figs.  1 and  7). 

Of  the  patients  in  the  present  series  who 
had  residual  hearing,  31  were  tested  for 
recruitment.  Five  of  these,  or  16  per  cent, 
were  found  to  show  definite  evidence  of 
recruitment.  One  of  these  had  only  slight 
recruitment,  however.  Another  showed 
complete  recruitment  at  70  decibels  with  a 
very  shght  overrecruitment  at  stiU  greater 
intensities.  Recruitment  was  tested  for  and 
found  to  be  absent  in  26  patients  or  84  per 
cent  of  the  cases  with  measurable  hearing. 
Of  course,  the  patients  with  total  hearing 
loss,  having  no  nerve  elements  to  recruit, 
had  no  recruitment. 

Comment 

These  findings  are  now  essentially  in 
agreement  with  those  of  most  investi- 
gators. In  a significant  number  of 

cases,  recruitment  is  not  found  in  the  pres- 
ence of  acoustic  neurinomas.  However, 
since  recruitment  can  occur  in  approximately 
1 out  of  6 patients  with  acoustic  neurinomas, 
with  measurable  hearing,  it  behooves  the 
clinician  not  to  exclude  the  possibility  of 
such  a tumor  just  because  he  finds  that  re- 
cruitment is  present.  In  unilateral  neural 


TABLE  II.  Audiometric  patterns  in  acoustic  neurinomas  and  Meniere’s  disease 


Meniere’s  Disease . 

^—Acoustic  Neurinoma — ■ 

Number  of 

Number  of 

Audiogram  Pattern 

Patients 

Per  Cent 

Patients 

Per  Cent 

Total  deafness 

0 

0 

26 

45.6 

Flat  threshold  level 

35 

61 

10 

17.5 

High-frequency  fall-off 

11 

19 

12 

21.1 

Spikes  or  dips 

1 

2 

9 

15.8 

Low-frequency  loss 

10 

18 

0 

0 

Totals 

57 

100 

57 

100 

I 
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FIGURE  6.  Audiogram  of  patient  with  left  acoustic 
neurinoma.  There  is  saw-toothed  or  spike  pattern, 
and  no  recruitment  is  present. 


types  of  hearing  loss,  it  is  helpful  to  test  for 
the  presence  of  recruitment  even  though  it 
will  not  absolutely  confirm  or  negate  a 
diagnosis.  As  in  the  case  with  most  labora- 
tory determinations,  recruitment  testing 
cannot  be  the  absolute  and  final  determining 
variant,  but  it  may  serve  as  a most  valuable 
adjunct  in  early  differential  diagnosis. 

There  are  otologists  who  do  not  test  for 
recruitment  and  some  neurosurgeons  who 
are  unaware  of  the  phenomenon  and  its 
usefulness  in  differential  diagnosis.  For 
example,  no  mention  is  made  of  recruitment 
in  a recent  review  article  on  cerebellopon- 
tine angle  tumors.^®  The  clinician  should 
avail  himself  of  aU  possible  tests  and  ad- 
juncts which  may  assist  him  in  making  an 
early  diagnosis  so  that  desirable  treatment 
may  be  introduced  promptly.  The  audio- 
metric results  must  be  correlated,  of  course, 
with  the  history  and  the  findings  of  neuro- 
logic, ophthalmologic,  radiologic,  and  oto- 
logic examinations  as  weU  as  vestibular  test- 
ing and  other  laboratory  examinations,  es- 
pecially the  spinal  fluid  protein  and  Kohlmer. 

Reger,  Jerger,^  and  Harbert^'  have 
added  stfil  further  audiometric  adjuncts  for 
the  differential  diagnosis  of  eighth  nerve 
tvunors.  They  have  shown  that  by  using 
the  Bekesy  audiometer  with  continuous  as 
well  as  interrupted  tones,  different  audio- 
metric patterns  are  often  obtained  in 
patients  with  Meniere’s  disease  as  compared 
with  those  with  acoustic  neurinomas.  In 
acoustic  neurinomas,  the  adaptation  effect 
is  much  more  marked  than  in  normal  ears 
and  in  most  cases  of  Meniere’s  disease. 
Thus,  in  a patient  suspected  of  having  an 
acoustic  neurinoma,  one  would  expect  a lower 
(greater  loss)  threshold  curve  for  the  con- 


FIGURE 7.  Acoustic  neurinoma  involving  eighth 
nerve  within  internal  acoustic  meatus.  (A)  Pos- 
terior lip  of  internal  acoustic  meatus.  (B)  Cut  end 
of  eighth  nerve.  (C)  Cochlea.  (T)  Tumor.  Tumor 
in  cerebellopontine  angle  growing  from  this  focus 
was  30  mm.  in  diameter.  There  were  no  bony 
changes  in  x-ray  films  or  specimen. 

tinuous  than  for  the  interrupted  tone  as  the 
testing  continues  (Fig.  8). 

Jerger^’^'^  and  other  workers^-^®  have 
observed  that  patients  with  acoustic  nerve 
damage  have  more  difficulty  in  understand- 
ing speech  than  one  would  expect  from  their 
pure  tone  loss.  That  is,  their  discrimination 
scores  for  speech  are  much  lower  than  their 
pure  tone  threshold  values  would  lead  one 
to  expect.  They  are  even  worse  than  in 
Meniere’s  disease  where  one  finds  fluctuat- 
ing changes  in  discrimination  scores.  The 
reasons  behind  these  findings  are  not  yet 
clear. 

A test  which  has  been  introduced  to 
measure  the  patient’s  ability  to  hear  small, 
short  changes  in  sound  intensity,  the 
Short  Increment  Sensitivity  Index  (S.  '.S.I.), 
has  purportedly  been  somewhat  helpful  in 
distinguishing  retrocochlear  hearing  loss 
from  that  of  Meniere’s  disease.  The  test 
does  not  measure  recruitment.  It  utilizes  a 
continuous  pure  tone  stimulus  over  which 
intensity  increments  are  superimposed. 
However,  further  correlation  of  the  results 
of  this  type  of  testing  with  demonstrable 
pathologic  findings  is  needed. 

Jerger^i  emphasizes  that  the  important 
consideration  in  differential  diagnosis  is  the 
site  of  the  lesion  and  not  the  phenomenon  of 
recruitment  itself.  He  suggests  employing 
all  the  available  tests  which  can  help  to 
predict  the  site  of  the  lesion.  Furthermore, 
the  tests  should  be  evaluated  as  to  their 
ability  to  make  such  predictions.  The 
joint  results  of  aU  tests  show  greater  validity 
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FIGURE  8.  (A)  Standard  pure  tone  audiogram  with  masking.  (B)  Binaural  loudness-balance  lines  at 
2,000  cycles  per  second  showing  partial  recruitment.  (C)  Binaural  sweep  Bekesy  audiogram  with  con- 
tinuous and  interrupted  tones  and  80  decibel  masking.  (D)  Speech  audiometry,  all  in  proved  case  of  left 
acoustic  neurinoma. 


in  predicting  the  site  of  the  lesion  than  any 
single  test. 

Through  the  judicious  use  of  the  re- 
cruitment of  loudness  determinations,  care- 
ful examination  of  audiometric  patterns 
such  as  spikes  and  dips  in  the  hearing 
threshold  level  at  certain  frequencies,  and  es- 
pecially rises  at  8,000  cycles  per  second,  as 
well  as  studies  of  the  adaptation  phenome- 
non, speech  discrimination  scores  versus 
pure  tone  thresholds,  and  tests  of  differen- 
tial intensity  sensitivity,  most  modern-day 
otologists  should  be  able  with  aU  these  tests 
to  make  the  diagnosis  of  acoustic  nerve 
tumor  very  early.  Early  diagnosis  should 
enable  the  neurosurgeon  to  arrive  at  a 
prompt  decision  as  to  optimal  treatment 
which  frequently  may  result  in  early  com- 
plete excision  of  the  tumor  with  lower  mor- 
bidity and  mortality,^  so  that  the  best  prog- 
nosis may  be  obtained.  With  modem  long- 
focal  distance  magnification  and  coaxial 
lighting,  total  excision  should  be  much 


easier  than  in  the  past  regardless  of  whether 
the  Zeiss  operating  microscope  or  a loop  and 
headlight  technic  is  used,  and  whether  the 
method  of  an  approach  is  through  the  middle 
fossa  according  to  House^^  or  the  more 
extensive  and  classic  posterior  fossa  ap- 
proach. 


Summary 

Seventy-one  cases  of  acoustic  neurinoma 
at  the  Columbia-Presbyterian  Medical  Cen- 
ter are  reviewed  from  the  aspect  of  cochlear 
nerve  function.  Some  historical  background 
is  presented,  and  the  role  of  recruitment  in 
the  early  diagnosis  of  acoustic  neurinoma  is 
discussed.  Although  it  is  usually  seen  in 
nerve  trunk  involvement,  recruitment  was 
found  to  occur  in  the  presence  of  proved 
acoustic  nerve  tumors  in  16  per  cent  of 
the  cases  with  residual  hearing.  Recruit- 
ment was  found  to  be  absent  in  84  per  cent 
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of  the  patients  with  acoustic  neurinomas 
who  had  measurable  hearing. 

The  demonstration  of  recruitment  in  a 
patient  with  a neural  type  of  hearing  loss 
does  not  warrant  the  exclusion  of  the  di- 
agnosis of  acoustic  neurinoma,  although 
imder  those  circumstances,  the  latter  is 
much  less  likely.  In  Meniere’s  disease, 
on  the  other  hand,  recruitment  is  almost 
invariably  present.  Spikes  and  dips  in  the 
audiogram  of  15  decibels*  or  more  at  certain 
frequencies,  or  a rise  at  8,000  cycles  per 
second  may  suggest  an  early  acoustic  neuri- 
noma. Abnormal  adaptation  with  poor 
speech  discrimination  may  also  point  to  a 
nerve  trunk  rather  than  an  intracochlear 
lesion. 

It  is  suggested  that  in  addition  to  precise 
quantitative  calorograms,  the  following  hear- 
ing tests  be  performed  in  cases  of  suspected 
cerebellopontine  angle  tumors:  (1)  conven- 

tional pure  tone  audiometry,  testing  air  bone 
conduction  using  proper  masking;  (2) 
loudness-balance  tests  for  recruitment;  (3) 
B^esy  audiometry  with  continuous  and 
interrupted  tones;  (4)  speech  discrimination 
tests;  and  (5)  tests  of  differential  intensity 
sensitivity. 
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Discussion 

Miles  Atkinson,  M.D.,  New  York  City. 
We  have  just  listened  to  an  important  re- 
port. I hope  that  the  observations  con- 
tained in  it  will  be  made  widely  available  to 
neurologists  and  neurosurgeons  so  that  they 
may  be  made  aware  of  the  immense  diagnos- 
tic help  which  they  can  obtain  in  this  condi- 
tion from  the  skilled  otologist  and  audi- 
ologist. 

A neurinoma  is  a nonmalignant,  encapsu- 
lated tumor  which,  when  it  occurs  on  the 
limbs  or  trunk,  is  very  simply  removed  with- 
out danger  or  resultant  disability.  What 
makes  a neurinoma  arising  from  the  eighth 
cranial  nerve  a hazard  to  its  possessor,  a 
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challenge  to  the  diagnostician,  gind  a tour  de 
force  for  the  surgeon,  is  its  location.  While 
at  its  inception  the  tumor  usually  hes  en- 
tirely within  the  internal  auditory  canal  and 
produces  signs  referable  to  the  eighth  nerve 
only,  it  eventually,  usually  slowly  but  some- 
times quite  rapidly,  grows  out  through  the 
internal  auditory  meatus  into  the  posterior 
fossa  of  the  skull  and  begins  to  exert  pres- 
sure on  adjacent  intracranial  structures. 
And,  since  the  larger  it  gets  the  more  delicate 
and  dangerous  becomes  its  removal,  it  be- 
hooves us,  as  the  authors  of  this  report 
point  out,  to  make  the  diagnosis  as  early  as 
possible.  To  do  this  demands  a high  index 
of  suspicion,  for  while  acoustic  neurinomas 
are  perhaps  not  rarities,  they  may,  I think 
reasonably,  be  called  uncommon.  I am 
very  surprised  at  the  statement,  that  “1.3 
per  cent  of  aU  patients  with  a hearing  loss  in 
the  Audiology  Clinic  of  the  Columbia- 
Presbyterian  Medical  Center”  have  a cere- 
bellopontine angle  tumor.  I presume  that 
this  figure  includes  all  types  of  angle  tumor, 
not  neurinomas  alone.  And  I suspect  that 
the  authors  may  want  to  modify  the  phrase 
“all  patients  with  a hearing  loss.”  If  not, 
then  I think  we  must  assume  that  these 
figures  are  heavily  weighted  by  the  presence 
of  statistics  from  the  Neurological  Institute. 
Either  that,  or  we  are  singularly  free  of 
acoustic  neurinomas  in  the  Ear,  Nose,  and 
Throat  Department  at  Bellevue,  despite  the 
fact  that  we  are  on  the  lookout  for  them. 

But  the  focal  point  of  this  report  is  the 
matter  of  recruitment  and  hearing  loss  as 
concerns  the  diagnosis  of  this  condition.  At 
one  time  it  was  thought,  hopefully,  that 
recruitment  was  a sure  indication  of  a coch- 
lear lesion,  that  it  was  present  in  cases  of 
Meniere’s  disease,  absent  in  cases  of  neuri- 
noma. That  was  nice  and  simple  and  cut- 
and-dried.  Unfortunately,  it  wasn’t  true. 
Biologic  disorders  seldom  if  ever  work  to  so 
nice  a pattern.  And  so  it  came  to  be  ob- 
served that  from  time  to  time  recruitment  is 
present  with  a neurinoma  and  is  not  present 
in  Meniere’s  disease,  which  was  disconcert- 
ing. The  authors  have  pointed  up  this  fact 
for  us.  They  say  that  “recruitment  is  not 
foimd  in  a significant  number  of  cases  of 
neurinoma.”  I would  prefer  to  put  it  the 
other  way  around  and  say  that  recruitment 
is  found  in  a significant  number  of  cases: 
in  their  series  16  per  cent,  1 out  of  every  6 
cases.  They  suggest,  too,  that  the  presence 


of  recruitment  may  indicate  an  early,  small 
lesion,  prognosticaUy  a valuable  point  if  it 
should  turn  out  to  be  correct.  However,  if, 
as  one  might  assume,  retention  of  hearing 
also  indicates  an  early  lesion,  one  wonders 
why  the  large  discrepancy  between  the 
number  of  cases  showing  recruitment  (16 
per  cent)  and  those  with  retention  of  hear- 
ing (54  per  cent).  It  suggests  that  there 
must  be  some  other  factor  than  merely  size 
of  tumor  to  explain  these  two  findings.  And 
indeed  retention  of  some  degree  of  hearing  in 
so  large  a proportion  of  cases  is  another  sur- 
prise. They  say,  moreover,  that  in  an  ap- 
preciable number  of  these,  the  audiographic 
pattern  is  a characteristic  one  of  spikes  and 
dips  and  is  associated  with  marked  impair- 
ment of  discrimination,  the  latter  a fact 
which  is  not  as  widely  known  as  it  should 
be.  These  are  valuable  points  in  diagnosis, 
although  they  make  differential  diagnosis 
no  easier.  For  now  we  find  that  in  a case  of 
neurinoma  we  may  at  times  be  faced  with  a 
partially  deafened,  recruiting  ear  with  poor 
discrimination,  which  is  the  description,  at 
least  in  large  part,  of  the  cochlear  disturbance 
in  Meniere’s  disease.  Granted  there  are  fine 
points  of  distinction  in  the  audiometric  pat- 
tern and  other  points  in  the  clinical  picture, 
such  as  the  type  of  vertigo,  which  will  help 
in  differential  diagnosis,  nevertheless  we  must 
watch  our  diagnostic  step  now  with  even 
greater  care.  I confess  the  authors  have 
frightened  me;  but  I comfort  myself  with  the 
thought  that  neurinomas  really  are  imcom- 
mon,  while  Meniere’s  disease  is  not,  and  so 
perhaps  I haven’t  overlooked  too  many. 

Despite  difficulties,  then,  this  report  shows 
us  that,  with  careful  audiometric  and  vestib- 
ular testing,  utilizing  the  latest  technics, 
and  with  critical  evaluation  of  the  results 
obtained,  it  is  often  possible  for  the  otologist 
of  today  to  say  with  some  assurance,  even 
before  neurologic  signs  appear,  “This  patient 
has  an  acoustic  neurinoma.”  Whether  this 
early  diagnosis  wUl,  or  even  should,  lead  to 
equally  early  operative  intervention  is  a 
matter  of  opinion  and  is  not  under  discus- 
sion presently.  The  postoperative  mor- 
bidity even  in  the  most  skilled  hands  must, 
I think,  give  us  pause.  However  that 
may  be,  I should  like  to  repeat  what  I 
said  at  the  beginning:  This  is  a very  valu- 
able report  whose  contents  should  be  widely 
disseminated.  I should  like  to  congratulate 
the  authors  most  heartily. 
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General  Anesthesia 
with  Minimal  Equipment 


THE  E.M.o.  ether-air  nonrebreathing  an- 
esthesia apparatus  supplied  in  the  Civil  De- 
fense emergency  hospital  unit  consists  of  an 
ether  inhaler  and  an  Oxford  inflating  bellows. 
It  can  be  used  immediately  at  any  disaster 
area  as  it  is  portable  and  independent  of  com- 
pressed gases.  It  was  shown  to  be  efficient, 
simple,  and  versatile  in  104  patients  under- 
going various  operative  procedures.  In  24 
patients  anesthetized  by  this  method,  a de- 
crease in  the  arterial  carbon  dioxide  tension 
was  comparable  to  that  obtained  by  a closed 
carbon  dioxide  absorption  circuit.  Ventila- 
tion was  assisted  or  controlled  in  both  groups, 
and  the  Oxford  inflating  bellows  was  shown  to 
be  as  effective  as  the  conventional  breathing 
bag  in  providing  normal  or  increased  pulmo- 
nary ventilation  during  anesthesia. 


C.  PAUL  BOYAN,  M.D. 

New  York  City 

From  the  Department  of  Anesthesia, 
Memorial  Sloan-Kettering  Cancer  Center 


It  is  our  duty  as  a leading  nation  in  a tense 
and  perilous  world  to  be  prepared  for  any 
eventuality.  In  an  atomic  war  our  country 
and  population  will  not  be  spared.  The 
survivors  of  the  first  enemy  attack  wiU  have 
to  set  up  hospitals  and  take  care  of  victims 
under  adverse  conditions.  With  this  in 
mind  the  Civil  Defense  organization  which 
prepares  the  emergency  hospital  units  has 
stored  with  them  an  ether-air  nonrebreath- 
ing anesthesia  apparatus.  The  anesthesiolo- 
gist, as  an  integral  part  of  the  surgical  team, 
should  be  familiar  with  this  equipment  which 
can  work  without  compressed  gases,  and  he 
should  be  able  to  administer  good  general 
anesthesia  with  it.  The  purpose  of  this 
presentation  is  to  describe  in  detail  tbis 
anesthesia  apparatus  and  report  our  clinical 
experience  with  it. 

The  equipment  for  general  anesthesia 
stored  with  the  Civil  Defense  emergency 
hospital  imits  is  presented  in  Figure  1.  It 
consists  of  an  ether  inhaler  which  has  been 
designed  by  Epstein  and  Macintosh  in 
Oxford,  England,  and  is  known  as  the 
E.M.O.  vaporizer.  It  is  connected  to  an 
Oxford  inflating  beUows  and  has  unidirec- 
tional valves,  making  the  system  a nonre- 
breathing ether-air  anesthesia  unit.  The 
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Anesthesiology,  May  15,  1962. 


E.M.O.  vaporizer  is  a compact,  draw-over, 
automatically  thermocompensated,  quanti- 
tative inhaler  without  any  need  for  a specieil 
heat  source  (Fig.  2).  A pointer  shows  the 
exact  amount  of  ether  delivered  to  the  pa- 
tient in  volumes  per  cent  concentration  of 
ether  vapor  in  air.  This  is  a desirable 
feature  which  is  incorporated  in  a very  few 
of  the  present-day  inhalers.  The  inlet  and 
outlet  for  air  are  well  marked  and  cannot  be 
confused.  The  gauge  for  the  ether  level  in 
the  vaporizer  can  be  read  easily,  and  the 
opening  of  the  ether  filler  is  wide  enough  to 
permit  fast  filling.  The  thermoregulator 
is  enclosed  in  a metal  casing  and  is  well 
protected. 

A cross  section  of  the  vaporizer  demon- 
strates its  design  (Fig.  3).  The  control 
pointer  on  the  top  of  the  inhaler  regulates 
the  amount  of  air  which  must  pass  through 
the  ether-vaporizing  chamber  to  deliver 
the  desired  concentration.  The  weiUs  of 
the  ether  compartment  are  lined  with  wicks 
to  increase  the  vaporizing  area.  A jacket 
and  a central  compartment,  permanently 
fiUed  with  water,  surround  the  vaporizing 
chamber.  The  water,  having  a high  heat 
capacity,  prevents  a rapid  drop  in  the  ether 
temperature  even  if  the  control  pointer  is 
turned  to  deliver  high  concentrations.  The 
automatic  thermoregulator  has  a tempera- 
ture-sensitive metal  bellows  which,  by  con- 
tracting or  expanding,  regulates  the  ether 
vapor-air  mixing  opening,  thus  maintaining 
the  desired  ether  concentration.  Of  course 
adequate  compensation  is  possible  only 
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FIGURE  1.  General  anesthesia  equipment. 


FIGURES.  Cross  section  of  E.M.O.  vaporizer. 


FIGURE  2.  E.M.O.  vaporizer. 


within  a limited  temperature  range  (16  to 
33  C.)  because  the  warmth  of  the  surround- 
ings is  the  final  source  of  heat. 

The  importance  of  the  automatic  thermo- 
compensator is  well  presented  in  Figure  4. 
For  example,  at  a control  setting  of  12  vol- 
umes per  cent  of  ether  vapor,  22  respirations 
per  minute,  and  a minute  volinne  of  9 L., 
the  delivered  ether  percentage  is  maintained 
steadily  for  a long  time  because  the  auto- 
matic thermoregulator  compensates  for  the 
faU  in  the  ether  temperatiue  caused  by  the 
evaporation.  When  this  regulator  is  out  of 
order,  the  efficiency  of  the  vaporizer  falls  off 
rapidly.  Another  good  feature  of  the 
E.M.O.  inhaler  is  that  it  maintains  the 
desired  ether  vapor  concentration  at  various 
flow  rates.  For  instance,  both  8 and  4 vol- 


ETHER 
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FIGURE  4.  Concentration  control  kept  at  12  volumes 
per  cent  of  ether  vapor.  Respiration  pump  at  9 L. 
per  minute  and  22  respirations  per  minute. 


umes  per  cent  of  ether  can  be  delivered 
steadily  in  the  wide  range  of  from  5 or  6 L. 
per  minute  to  12  or  13  L.  per  minute  of 
air  flow  (Fig.  5). 

The  Oxford  inflating  bellows  consists 
of  a 2-L.  Cormel  concertina  rubber  reservoir 
bag  and  two  valves.  Inside  the  bag  there 
is  a spring  to  keep  it  partially  inflated  (Fig. 
6).  The  concertina  breathing  bag  is  oper- 
ated manually  by  up  and  down  or  pronation 
supination  hand  motion.  The  valves  regu- 
lating the  air  flow  are  made  of  light  metal 
and  are  encased  in  transparent  plastic  domes. 
The  nipple  at  the  base  of  the  bellows  allows 
the  addition  of  oxygen  or  any  other  gas  to  the 
system.  Above  the  valve,  leading  to  the 
patient,  there  is  a little  rod  which  can  carry 
a small  horseshoe  magnet.  It  can  lift  the 
valve  and  keep  it  immobilized  if  so  desired. 
This  is  necessary  when  an  automatic  spill 
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FIGURE  5.  Concentration  and  flow  rate  of  E.IVI.O. 
vaporizer. 
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FIGURE  6.  Diagram  of  Oxford  inflating  bellows. 


valve,  such  as  Ruben,  Fink,  Lewis-Leigh, 
Draeger,  and  so  forth,  is  used  at  the  face 
mask  during  assisted  or  controlled  respira- 
tion (Fig.  7).  If  the  outlet  valve  is  not  kept 
in  the  open  position,  the  positive  pressure  in 
the  limgs  will  not  return  to  zero  right  after 
the  hand  pressure  on  the  bellows  has  been 
relieved,  and  the  patient  will  not  be  able  to 
exhale. 

At  first  we  used  the  E.M.O.  equipment  as 
a straight  ether-air  anesthesia  with  sponta- 
neous unassisted  respirations.  The  induc- 
tion often  was  stormy  with  coughing  and 
breath  holding.  The  respiratory  minute  vol- 
ume, as  measured  by  a Draeger  respiratory 
volumeter,  was  maintained  or  even  increased 
in  lighter  planes  of  anesthesia.  When  deep 
anesthesia  was  reached  by  the  administra- 
tion of  from  12  to  17  volumes  per  cent  of 
ether  to  provide  muscle  relaxation,  the  tidal 
exchange  became  greatly  reduced  to  100  or 


- 


FIGURE  7.  Automatic  spill  valve  used  at  face  mask 
of  E.M.O. 


120  cc.  Under  these  conditions  the  arterial 
oxygen  saturation  is  unsatisfactory,  as  is 
demonstrated  by  Cole  and  Parkhouse.* 
Ikezono,  Harmel,  and  King^  have  made  an 
excellent  study  of  the  pulmonary  ventilation 
and  arterial  oxygen  saturation  during  ether- 
air  anesthesia  and  have  come  to  the  conclu- 
sion that  manual  assistance  is  necessary  to 
maintain  normal  oxygen  saturation.  We 
agree  wholeheartedly  with  this  statement 
and  go  further  to  advocate  assisted  ventila- 
tion any  time  general  anesthesia  is 
given  to  a patient.  To  make  the  ether-air 
anesthesia  more  pleasant  for  the  patient, 
thiopental  sodium  was  used  for  induction. 
A translaryngeal  block  with  a topical  anes- 
thetic agent  can  make  the  induction 
smoother  and  faster.  An  early  intubation  is 
possible  by  using  succinylcholine  for  muscle 
relaxation.  This  has  to  be  performed 
rapidly  because  the  arterial  oxygen  satura- 
tion during  apnea,  when  it  is  preceded  by 
ventilation  with  air  only,  decreases  very 
fast.  Weitzner,  King,  and  Ikezono*  have 
reported  that  with  air  ventilation  the  oxygen 
saturation  after  one  minute  of  apnea  is  down 
to  about  78  per  cent  of  the  normal,  and  at 
the  end  of  one  and  a half  minutes  it  is  only 
60  per  cent. 

Subsequently,  it  was  decided  to  use  lighter 
planes  of  ether  anesthesia  and  muscle  relax- 
ants.  The  induction  was  accomplished  with 
thiopental  sodium,  and  endotracheal  intuba- 
tion was  performed  with  the  help  of  succinyl- 
choline and  after  the  lungs  were  well  venti- 
lated with  air.  The  patients  were  main- 
tained with  from  3 to  5 volumes  per  cent  of 
ether  in  air,  and  muscle  relaxation  was  pro- 
vided by  divided  doses  of  succinylcholine  or 
d-tubocurarine. 
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FIGURE  8.  Results  of  blood  studies  in  22  patients 
anesthetized  with  ether  oxygen  and  24  patients  an- 
esthetized v/ith  E.M.O.  apparatus. 


E.M.O.  anesthesia  equipment  was  used 
at  the  Memorial  Sloan-Kettering  Cancer 
Center  in  104  patients  during  various  opera- 
tive procedures,  including  major  abdominal 
and  chest  surgery,  lasting  from  forty-five 
minutes  to  eight  hours.  The  anesthesia 
was  satisfactory,  and  most  of  the  patients, 
especially  those  maintained  in  fighter  planes, 
regained  consciousness  shortly  after  the 
end  of  the  operation.  In  9 patients  with 
poor  cardiac  status  preoperatively  and  in  3 
others  who  bled  profusely  during  surgery, 
1 L.  of  oxygen  per  minute  was  added  to  the 
ether-air  mixture.  It  is  known  that  prac- 
tice makes  the  master,  and  the  more  we 
used  the  E.M.O.  apparatus  the  better  results 
we  had.  At  the  beginning  we  did  not  like 
the  concertina  bellows  because  the  “feel” 
of  the  patient’s  respirations  was  new  and  we 
thought  not  as  easily  perceptible  as  that  with 
the  5-L.  respiratory  bag  of  the  conventional 
type  anesthesia  machine.  But  the  necessary 
fine  sense  was  acquired  rapidly  with  persist- 
ent pracrtice. 

We  were  intrigued  to  find  how  effective 
the  assisted  or  controlled  respiration  was 
with  the  concertina  bellows  type  of  manual 
ventilation.  Blood  samples  from  the  femoral 
artery  were  taken  from  46  unselected  pa- 
tients before  surgery.  All  these  patients 
were  premedicated  but  not  anesthetized. 
Twenty-two  of  them  were  anesthetized  sub- 
sequently with  ether-oxygen  in  a closed- 
circuit  carbon  dioxide  absorption  system, 
and  the  ventilation  was  assisted  or  con- 


trolled. The  other  24  patients  were  anes- 
thetized with  the  E.M.O.  ether-eur  nonre- 
breathing apparatus,  and  the  respirations 
were  assisted  or  controlled  with  the  concer- 
tina inflating  bellows.  Toward  the  end  of 
surgery  another  blood  sample  was  taken 
from  every  patient.  The  carbon  dioxide 
tension  in  each  arterial  blood  sample  was 
determined  immediately  in  the  anesthesia 
laboratory.  The  results  from  both  groups 
of  patients  were  plotted  together  as  seen  in 
Figure  8. 

In  the  premedicated,  nonanesthetized 
patients  most  of  the  carbon  dioxide  pressure 
determinations  feU  within  the  normal  physi- 
ologic range  of  from  35  to  45  mm.  of  mercury. 
It  was  surprising  to  find  that  in  spite  of 
timely  premedication  more  patients  suffered 
from  hyperventilation  than  hypoventilation. 
The  group  of  patients  that  was  anesthetized 
with  the  closed  carbon  dioxide  absorption 
circle  and  with  assisted  or  controlled  ventila- 
tion showed  a definite  tendency  toward  a 
decrease  in  the  arterial  carbon  dioxide  ten- 
sion. The  second  group  of  patients  anes- 
thetized with  the  E.M.O.  nonrebreathing 
system  and  also  with  assisted  or  controlled 
ventilation  exhibited  a comparable  tendency 
toward  a decrease  in  arterial  carbon  dioxide 
pressure.  These  results  demonstrate  that 
the  assisted  or  controlled  respiration  with 
the  Oxford  inflating  bellows  is  as  good  as 
that  with  the  conventional  breathing  bag 
in  providing  normal  or  increased  pulmonary 
ventilation  during  anesthesia. 

The  recorded  low  carbon  dioxide  tensions 
in  the  hyperventilated  patients  impose  a 
new  question:  What  is  the  effect  of  hypo- 
capnia on  the  cerebral  circulation  during 
anesthesia?  It  is  known  that  carbon  dioxide 
possesses  a direct  tonic  action  on  the  cerebral 
blood  vessels.  An  increase  in  the  carbon 
dioxide  tension  produces  vasodilatation 
and  an  increase  in  the  cerebral  blood  flow. 
In  unanesthetized  adults  a reduction  of  the 
arterial  carbon  dioxide  pressure  from  46  to 
24  mm.  of  mercury  by  means  of  active  or 
passive  hyperventilation  was  associated  with 
a 35  per  cent  decline  of  cerebral  blood  flow 
as  was  measmed  by  Kety  and  Schmidt. 
The  cerebral  blood  flow  at  this  low  carbon 
dioxide  tension  is  close  to  the  critical  mean 
level  of  31.5  ml.  per  100  Gm.  of  brain  per 
minute  below  which  signs  and  symptoms  of 
cerebral  ischemia  develop  in  unanesthetized 
subjects.®  SokolofT  has  established  that 
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diethyl  ether  and  possibly  most  of  the  vola- 
tile general  anesthetics  dilate  the  cerebral 
vessels,  thus  coimteracting  the  vasoconstric- 
tor effect  of  low  carbon  dioxide  pressure  and 
reduce  the  cerebral  circulatory  response  to 
hypocapnia.  Clinical  experience  with  hy- 
perventilation during  anesthesia  shows  that 
it  is  weU  tolerated  by  the  patients,  but 
definite  proof  is  stiU  lacking. 

Conclusion 

The  E.M.O.  ether-air  nonrebreathing 
anesthesia  apparatus  supplied  in  the  Civil 
Defense  emergency  hospital  unit  is  efficient, 
simple,  and  versatile.  It  is  portable,  and 
being  independent  of  compressed  gases,  it 
can  be  used  immediately  at  any  disaster 
area.  Every  anesthesiologist  should  be 
thoroughly  acquainted  with  it  and  be  able 
to  administer  good  general  anesthesia  when 
it  is  needed. 

444  East  68th  Street,  New  York  21 
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Discussion 

Ernest  Salanitre,  M.D.,  New  York  City. 
Dr.  Boyan  has  given  a clear  and  concise 
description  of  the  E.M.O.  anesthetic  unit 
and  an  objective  evaluation  of  its  character- 
istics. He  has  pointed  out,  and  I wish  to 
emphasize,  that  the  unit  actually  consists 
of  two  functionally  independent  parts,  an 
ether  inhaler  and  an  inflating  bellows,  each 
of  which  can  be  used  separately  from  one 
another.  The  inhaler  may  be  used  as  a 
simple  ether  vaporizer  in  any  anesthetic 
circuit  or  technic,  while  the  bellows  can  be 


used  as  a means  of  resuscitation  or  for  the 
assistance  of  respiration  either  in  or  out  of 
an  anesthetic  circuit. 

My  own  experience  with  the  apparatus, 
although  extending  over  a three-year  period, 
has  been  limited  exclusively  to  children. 
Furthermore,  because  of  some  early  observa- 
tions in  the  yoimger-age  groups,  we  felt 
obliged  to  modify  the  anesthetic  technic  for 
which  the  instrument  was  designed  originally 
and  to  which  Dr.  Boyan  adhered  in  his 
study. 

It  became  apparent  very  early  that  the 
younger  children  were  having  difficulty  in 
moving  air  when  the  unit  was  used  as  origi- 
nally intended,  that  is,  as  a draw-over 
vaporizer.  This  increased  resistance  to 
inspiration  was  assumed  to  be  due  to  the 
length  of  the  air  column  in  the  assembly, 
associated  with  whatever  turbulent  flow  was 
created  in  the  conducting  pathway.  In 
addition,  the  type  of  pop-off  valve  supplied 
with  the  unit  added  a significant  dead  space 
to  the  system.  These  considerations  would 
assume  increasing  importance  as  the  age  of 
the  children  diminished. 

For  these  reasons  the  inhaler  was  con- 
verted from  a draw-over  vaporizer  in  which 
the  patient’s  inspiration  supplied  the  means 
for  moving  the  ether  vapor,  to  a flow-over 
vaporizer  in  which  a continuous  flow  of 
gases  from  tanks  (either  oxygen  or  a mixture 
of  nitrous  oxide-oxygen)  was  admitted  into 
the  air  inlet  port  and  acted  as  the  carrier. 
Another  modification  was  the  substitution 
of  a nonrebreathing  valve  for  the  pop-off 
valve,  and  a third  but  not  routine  change 
was  the  use  of  an  ordinary  anesthesia  bag 
in  place  of  the  inflating  bellows. 

With  these  modifications  the  unit  was 
made  available  to  our  residency  staff  as  they 
rotated  through  the  pediatric  service.  This 
served  to  expose  the  apparatus  to  varying 
levels  of  experience  and  varying  degrees  of 
competence,  and  could,  therefore,  be  con- 
sidered a crude  field  test. 

With  continued  use,  two  significant  fea- 
tures emerged:  (1)  The  vaporizer  as  we  had 
modified  it  was  erratic  in  its  function,  and 
(2)  the  inherent  problems  of  general  anes- 
thesia remained  unchanged.  Neither  of 
these  observations  is  very  surprising,  I’m 
sure,  to  any  of  us,  but  they  must  be  re- 
ported to  place  this  instrument  in  its  proper 
perspective. 

The  erratic  behavior  of  the  inhaler  con- 
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sisted  of  an  inability  to  maintain  surgical 
anesthesia  at  a supposed  20  per  cent  ether 
vapor  concentration  and  usually  occurred 
in  the  older  children.  This  could  be  ex- 
plained readily  by  the  necessity  for  using 
high  gas-flow  rates  in  this  age  group  with 
the  consequent  cooling  of  the  liquid  ether  to 
temperatures  below  the  functional  range  of 
the  thermocompensator.  The  cooling  ef- 
fect undoubtedly  was  a result  of  oxir  modi- 
fication of  the  inhaler  to  a flow-over  vapor- 
izer. There  were  a number  of  instances, 
however,  in  which  even  with  low  flow  rates 
it  was  impossible  to  maintain  surgical  anes- 
thesia. This  could  be  interpreted  only  as  a 
malfunction  of  the  unit  itself,  most  probably 
of  the  thermocompensating  mechanism. 

There  is  no  past  experience  from  which  to 
draw  for  estimating  the  requirements  in 
medical  equipment  and  persormel  following 
an  atomic  attack.  It  can  be  safely  predicted 
that  critical  shortages  would  exist  in  all 
phases  of  medical  resources.  In  the  area  of 
anesthesiology,  one  should  assume  that  the 
bulk  of  the  anesthesia  would  be  given  by 
untrained . personnel  supervised  by  trained 
anesthesiologists  where  such  are  available, 
or,  for  the  most  part,  by  partially-trained 
professionals.  These  considerations  must 
be  reflected  in  any  planning  program  of 
strategic  stockpiling.  The  E.M.O  anes- 
thetic unit  seems  to  represent  the  end-result 
of  this  type  of  thinking  by  the  Civil  Defense 
authorities.  As  Dr.  Boyan  has  pointed  out, 
it  is  a relatively  simple  apparatus  of  un- 
questioned versatility.  Its  range  of  useful- 
ness is  wide  enough  to  cover  aU  surgical  re- 
quirements satisfactorily,  including  those  of 
open-chest  surgery.  It  is  rugged  in  con- 
struction, but  portable.  In  the  hands  of 
anesthesiologists,  the  E.M.O.  unit  could 
fulfill  the  purpose  for  which  it  was  intended. 
It  seems  probable,  too,  that  any  group  of 
untrained  individuals,  medical  or  otherwise. 


could  use  the  apparatus  adequately  if  they 
were  under  the  direct  supervision  of  trained 
personnel.  This  would  permit  the  most 
economical  use  of  anesthesiologists. 

It  is  my  impression,  however,  that  in 
untrained  hands,  the  E.M.O.  has  no  particu- 
lar advantage  over  the  open-drop  mask. 
Dr.  Boyan  has  made  reference  to  the  dififi- 
culties  encoimtered  when  using  the  appara- 
tus for  straight  ether-air  anesthesia.  Our 
own  experience  in  a residency  program  was 
along  the  SEune  lines — ^the  less  experienced 
people  had  as  many  difficulties  with  the 
E.M.O.  as  they  did  with  open-drop  ether. 
It  must  be  pointed  out,  also,  that  the  pres- 
ence of  the  inflating  bellows  makes  the 
E.M.O.  a potentially  more  dangerous 
method  of  ether  administration  even,  or 
perhaps  especially,  when  used  by  partially 
trained  individuals. 

A highly  undesirable  feature  of  the  unit 
concerns  its  place  of  manufacture.  As  far 
as  I am  aware,  the  unit  and  its  parts  are 
constructed  in  Great  Britain.  This  imposes 
an  additional  burden  on  the  stockpiling 
program  because  of  the  necessity  for  storing 
parts  and  makes  servicing  from  purely  local 
resources  a difficult  matter.  These  factors 
make  the  E.M.O.  highly  vulnerable  to  disuse 
from  minor  damage. 

My  comments  are  not  intended  to  be  a 
condemnation  of  the  E.M.O.  anesthetic 
unit.  On  the  contrary,  I believe  it  to  be  a 
valuable  addition  to  our  anesthetic  resources. 
It  does  not,  however,  replace  the  basic  open- 
drop  method  which  stfll  remains  the  method 
of  choice  when  untrained,  imsupervised 
personnel  are  available  or  when  we  are  deal- 
ing with  pediatric  patients.  The  great  value 
of  the  E.M.O.  lies  in  three  areas;  (1)  in 
open-chest  surgery,  (2)  as  a means  of  resusci- 
tation, and  (3)  as  a means  for  making  the 
most  effective  use  of  whatever  trained  per- 
sonnel would  be  available. 
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Current  Status  of  Surgery 
for  Complications 
of  Portal  Hypertension 

WARNER  F.  BOWERS,  M.D.,  PH.D.,  F.A.C.S. 

New  York  City 

In  the  past,  surgeons  have  adopted  the 
strictly  mechanical  viewpoint  that  the  lower- 
ing of  portal  hypertension  by  a shunting  of 
blood  into  the  caval  system  was  the  final 
answer  to  the  various  complications  of  ele- 
vated portal  pressure  and  cirrhosis.  Fur- 
thermore, the  type  of  shimt  established  has 
been  thought  to  rest  entirely  on  the  prefer- 
ence of  the  surgeon.  It  is  true  that  a prop- 
erly decompressing  shunt  will  protect  the 
patient  from  further  hemorrhage  from 
esophageal  or  gastric  varices,  but  the  variable 
problem  of  ascites  has  remained.  ^ If  sur- 
gical therapy  is  to  be  more  than  a feat  of 
technic,  it  is  important  that  pathophysiology 
be  understood  and  that  a rational  course  of 
action  be  determined  on  this  basis.  The 
correlation  of  evidence  from  several  recent 
papers  and  from  current  clinical  experience 
makes  it  possible  to  establish  a fairly  reason- 
able approach  to  the  toted  problem. 

Vigorous  diagnostic  approach 

The  patient  with  an  upper  gastrointestinal 
hemorrhage  presents  an  emergency  which  at 
first  is  jointly  medical  and  surgical,  calling 
for  immediate  definitive  efforts  at  diagnostic 
localization  as  a team  effort.  Medical 
men  and  surgeons  tend  to  differ  in  their 
regard  for  gastroscopy  as  compared  with 


esophagoscopy,  but  a fair  statement  of  the 
problem  probably  is  as  foUows.  In  100 
bleeding  patients,  about  25  per  cent  wiU 
show  erosive  gastritis  as  the  cause  with 
acute  gastric  ulcers  in  another  10  per  cent 
or  less.  These  lesions  are  seen  only  gastro- 
scopicaUy.  Bleeding  from  a duodenal  ulcer 
is  by  inference  on  negative  findings  from  an 
esophagoscopy  and  gastroscopy.  Patients 
with  gastritis  and  acute  gastric  ulcers  tend 
in  general  to  stop  bleeding  on  conservative 
management.  In  patients  who  continue  to 
bleed  and  become  potential  surgical  candi- 
dates, esophagoscopy  is  the  most  valuable 
diagnostic  tool  because  of  the  prevalence  of 
esophageed  veu’ices  or  duodenal  ulcer  as  the 
major  cause  of  bleeding  in  these  groups. 
The  measurement  of  esophageal  varix  pres- 
sures in  skilled  hands  is  a very  valuable 
procedure  relating  to  surgical  determina- 
tions. In  the  absence  of  bleeding  esophageal 
varices,  barium-x-ray  studies  in  the  stage  of 
acute  hemorrhage  are  valuable  and  not 
harmful  to  the  patient.  The  diagnostic 
accuracy  for  bleeding  duodenal  ulcers  by 
x-ray  examination  approaches  90  per  cent  in 
experienced  hands.  When  the  site  or  sites 
of  bleeding  have  been  determined,  a rational 
course  of  medical  or  surgical  action  can  be 
instituted  logically. 

Acute  duodenal  bleeding  calls  for  active 
blood  replacement,  ice- water  lavage  or 
gastric  freezing,  and  careful  team  observa- 
tion to  the  end  that  a surgical  attack,  if  it  is 
to  become  necessary,  is  not  delayed  beyond 
the  seventy-two  hour  period. Acute  gas- 
tric bleeding  requires  the  same  procedures 
and  the  same  judgment.  Such  bleeding  in 
the  presence  of  portal  hypertension  responds 
more  poorly  to  conservative  management 
than  does  bleeding  from  a simple  duodenal 
or  gastric  ulcer. 

An  acute  hemorrhage  from  esophageal 
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varices  is  a medical  problem  at  first,  calling 
for  blood  replacement,  tamponade  by  the 
Sengstaken  tube,  Pitressin  therapy,  and 
careful  observation.  A surgical  attack  dur- 
ing an  acute  esophageal  hemorrhage  is  a 
grim  procedure  to  be  avoided  if  something 
better  can  be  devised.  Recent  develop- 
ments to  be  discussed  later  make  this  seem 
increasingly  likely. 

Transesophageal  ligation  of  varices 

Surgeons  and  internists  decry  the  failure 
rate  and  rather  high  incidence  of  complica- 
tions from  esophageal  balloon  tamponade. 
Further,  hemorrhage  tends  to  recur  at  inop- 
portune moments,  and  the  method  is  not 
definitive.  Transesophageal  varix  ligation 
through  a thoracotomy  approach  using 
hypothermia  and  carried  out  within  the 
first  eight  hours  of  bleeding  is  an  effective 
emergency  method,  but  again  it  is  not  defini- 
tive, calling  for  a careful  medical  evaluation 
and  portacaval  shunt  in  suitable  candidates 
within  eight  weeks.  ^ This  is  a procedure  of 
some  magnitude  requiring  a general  anes- 
thetic which  further  damages  the  already 
ailing  liver.  Orloff^  reports  that  of  29  pa- 
tients with  bleeding  esophageal  varices,  14  re- 
ceived nonsurgical  management  with  fatali- 
ties in  12.  Of  the  15  treated  by  varix  liga- 
tion, 12  survived.  A subsequent  evaluation 
brought  7 per  cent  of  these  plus  the  2 survi- 
vors of  medical  management  to  a shimting 
procedure,  with  survival  in  aU  9.  Whether 
or  not  the  5 patients  who  survived  varix 
ligation  but  failed  in  the  evaluation  for  a 
shimt  would  have  had  better  liver  function  if 
the  major  procedure  of  varix  ligation  could 
have  been  avoided  is  not  known. 

In  some  instances  the  original  diagnostic 
effort  may  be  faulty  or  incomplete  as  ex- 
emplified in  a recent  case.  Esophagoscopy 
revegded  varices  without  bleeding,  a gas- 
troscopy showed  findings  negative  for  an  ulcer 
or  gastritis,  and  a bleeding  duodenal  ulcer 
was  diagnosed.  Gastrectomy  was  decided 
on,  and  from  this  somewhat  out-of-position 
approach,  varix  bleeding  from  the  gastric 
fundus  was  found.  A varix  ligation  was 
carried  out  with  some  technical  difficulty 
rather  than  attempting  an  emergency  porta- 
caval shunt  when  circumstances  were  less 
than  optimal.  The  problem  here  was  that 
the  gastric  fundus  is  a blind  spot  for  the 
gastroscopist. 


Rationale  and  choice 
of  shunting  procedure 

Portacaval  shunting  as  an  emergency 
procedure  is  technically  possible  and  has 
been  advocated,  but  since  this  obviates  the 
possibility  of  the  proper  evaluation  of  liver 
function  and  other  factors,  such  as  ascites, 
the  results  are  poorer  than  if  a more  leisurely 
approach  could  be  attained  by  a lesser 
original  procedure.  Ideally,  the  acceptable 
candidate  for  shunting  should  be  capable  of 
withstanding  general  anesthesia  and  a major 
operation  of  about  three  hours  duration. 
More  specifically,  the  desideratum  is  a serum 
albumin  of  3 or  above,  a serum  bilirubin  of  1 
or  less,  and  a near-normal  fibrinogen  time. 
The  other  liver  function  tests  are  of  much 
lesser  importance,  and  low  platelet  and/or 
leukocyte  counts  respond  to  a transfusion 
of  fresh-drawn  blood  after  shimting.  A 
splenectomy  in  very  rare  instances  may  be 
done  to  relieve  hypersplenism  and  for  the 
temporary  reduction  by  about  30  per  cent 
in  the  portal  blood  flow.  A splenorenal 
shunt  may  be  done  at  this  time,  but  this 
procedure  is  distinctly  less  satisfactory  than 
portacaval  anastomosis  in  most  hands. 

Esophageal  varix  pressures  taken  at  the 
time  of  an  esophagoscopy  and  splenic  pulp 
pressures  read  at  the  time  of  a percutaneous 
splenoportogram  are  exceedingly  helpful  in 
estabUshing  the  need  for  a shunt.  Pressures 
above  300  mm.  of  water  establish  the  need, 
and  the  demonstration  of  a good  portal  vein 
indicates  the  technical  feasibility. 

The  thoracico-abdominal  incisions  that 
were  advocated  previously  are  not  necessary, 
a generous  right  subcostal  incision  being 
simpler  and  entirely  satisfactory. 

One  hazard  at  the  time  of  operation  is  the 
excessive  lymph  flow  and  blood  loss  en- 
countered in  the  routine  dissection  because 
of  the  portal  hypertension  and  concomitant 
engorged  venous  channels.  Unusual  levels 
of  blood  replacement  may  cause  coagulation 
problems  which  can  be  controlled  to  a de- 
gree by  giving  fresh-drawn  blood  and  intra- 
venous calcium.  Where  the  portal  vein  has 
been  exposed  suitably,  pressure  readings  are 
taken  with  the  spinal  water  manometer. 
Crane®  and  others  recently  have  emphasized 
that  more  than  a simple  reading  is  needed. 
It  can  be  shown  that  in  some  instances, 
clamping  of  the  portal  vein  causes  a drop  in 
pressure  on  the  hepatic  side  of  the  clamp  to 


836  New  York  State  Journal  of  Medicine  / March  15,  1963 


systemic  venous  pressure  levels  while  in 
other  cases  there  is  no  drop,  indicating  that 
an  end-to-side  shunt  will  lower  the  portal 
pressure  but  will  not  lower  the  intrahepatic 
pressure.  These  seem  to  be  the  cases  in 
which  lymph  can  be  seen  to  pour  out  of  the 
surface  of  the  liver,  and  these  also  seem  to 
be  the  cases  in  which  ascites  is  a problem. 
Here,  side-to-side  or  double  end-to-side 
shunting  is  needed  so  that  the  shunt  will 
lower  the  portal  hypertension  and  at  the 
same  time  the  reverse  flow  from  the  liver 
win  decompress  that  organ,  alleviating  as- 
cites formation.  This  would  seem  to  be  a 
clear  indication  for  the  choice  between  an 
end-to-side  and  a side-to-side  portacaval 
shunt. 

In  a patient  recently  operated  on  as  a 
semi-emergency  case  after  seventy -two  hours 
of  intermittently  controlled  esophageal  varix 
bleeding  and  in  the  presence  of  marked  as- 
cites but  with  normal  findings  on  liver  func- 
tion tests,  the  ported  pressure  remained 
above  300  mm.  of  water  on  the  hepatic  side 
of  the  clamped  portal  vein.  AU  during  the 
operation  great  quantities  of  lymph  poured 
out  of  all  the  liver  surfaces.  An  end-to-side 
portacaval  shimt  was  established  with  a 
drop  of  more  than  150  mm.  of  water  pressure 
in  the  portal  vein.  Postoperatively  this 
patient  formed  huge  quantities  of  ascitic 
fluid  rapidly,  went  into  a liver  coma,  and  ex- 
pired within  forty-eight  hours.  Would  this 
patient  have  survived  had  a side-to-side 
liver  decompressing  shunt  been  employed? 

In  another  recent  case,  the  liver  function 
tests  showed  moderately  depressed  findings, 
and  the  patient  was  markedly  ascitic.  How- 
ever, the  portal  pressure  on  the  hepatic  side 
of  the  clamped  portal  vein  dropped  imme- 
diately to  systemic  venous  pressure  levels, 
and  an  end-to-side  shunt  was  established. 
The  ascites  abated  after  the  operation,  but 
there  is  a problem  of  continued  high  blood 
ammonia  levels  and  some  mental  confusion. 

It  seems  probable  that  simple  portal  hy- 
pertension and  esophageal  varix  bleeding 
without  hepatic  hypertension  after  portal 
vein  clamping  calls  for  an  end-to-side  shimt 
even  if  ascites  is  present.  Further,  it  seems 
likely  that  high  intrahepatic  pressure  re- 
maining after  cross  clamping  of  the  portal 
vein  calls  for  a side-to-side  or  a double 
end-to-side  shunt  to  decompress  the  liver  by 
the  portal  vein  as  an  outflow  tract. 

The  problem  of  prophylactic  portacaval 


shimting  causes  wide  disagreement  between 
internists  and  surgeons  and  among  surgeons 
themselves.  The  figures  for  death  from  the 
first  hemorrhage  are  well  known,  as  is  the 
great  likelihood  of  subsequent  hemorrhage 
with  a geometrically  progressive  case  fatal- 
ity rate.  A prophylactic  portacaval  shunt 
would  seem  to  be  acceptable  if  (1)  portal 
hypertension  of  at  least  300  mm.  of  water 
exists,  (2)  a splenoportogram  demonstrates 
technical  feasibility,  (3)  tbe  surgeon  can 
operate  by  the  clock  rather  than  by  the 
calendar  so  that  not  too  great  liver  damage  is 
superimposed,  and  (4)  the  surgeon  can  show 
an  operative  mortality  of  not  more  than  10 
per  cent  and  if  his  postoperative  patients 
have  a suitably  long  postoperative  survival 
in  a relatively  normal  state. 

Probable  role  of 
lymphatic  decompression 

Lymph  pouring  from  the  liver  surfaces 
at  the  time  of  the  operation  together  with 
other  evidence  has  suggested  increased 
lymphatic  pressure  within  the  liver  and  pos- 
sibly within  the  lymphatic  vascular  system 
between  the  liver  and  the  subclavian  vein. 
Dumont  and  MuUiolland®  have  investigated 
this  problem  experimentally  as  well  as 
clinically,  and  in  their  fascinating  pre- 
liminary paper  they  show  essentially  the 
following: 

1.  In  patients  with  portal  hypertension 
the  thoracic  duct  lymph  pressure  is  approxi- 
mately equal  to  the  portal  vein  pressure. 

2.  The  incannulation  of  the  thoracic 
duct,  removing  a relatively  small  quantity 
of  lymph,  drops  the  portal  and  lymph  vascu- 
lar pressures  dramatically.  Thereafter, 
large  quantities  of  lymph  are  discharged 
through  the  cannula. 

3.  Ascitic  fluid  formation  ceases  when 
the  lymph  fistula  is  established,  and  it  re- 
curs if  the  lymph  drainage  ceases. 

4.  Acute  hemorrhage  from  esophageal 
varices  ceases  almost  immediately  on  tho- 
racic duct  incannulation,  but  it  recurs  if 
the  lymph  drainage  ceases. 

On  the  day  following  the  appearance  of 
the  Diunont-MulhoUand  paper,  an  excellent 
opportunity  arose  to  test  these  various  points 
in  a woman  with  locally  inoperable  cancer 
of  the  stomach,  cirrhosis  of  the  liver,  portal 
hypertension,  ascites,  and  recurring  ex- 
sanguinating esophageal  varix  hemorrhage 
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which  was  verified  by  esophagoscopy.  An 
abdominal  exploration  during  the  second 
episode  of  severe  varix  hemorrhage  within  a 
few  days  revealed  massive  ascites,  severe 
cirrhosis,  and  inoperable  gastric  cancer  which 
technically  precluded  the  dissection  neces- 
sary to  accomplish  a portacaval  shunt. 
Because  of  the  dire  emergency  of  the  situa- 
tion, the  portal  pressure  was  not  measured 
with  the  manometer,  but  from  past  experi- 
ence with  such  turgid,  tortuous  mesenteric 
veins  which  poured  a stream  of  blood  over 
a centimeter  long,  the  pressure  is  known  to 
have  been  at  least  300  mm.  of  water.  Since 
no  abdominad  procedure  seemed  possible, 
the  skin  edges  were  quickly  approximated 
with  towel  chps,  and  the  thoracic  duct  was 
exposed  at  the  base  of  the  neck.  It  was 
incannulated  with  a plastic  tube,  and  a 
lymph  pressm-e  of  300  mm.  of  water  was 
read.  At  about  this  time,  esophageal  bleed- 
ing, which  had  been  brisk,  suddenly  ceased. 
The  pulse  and  blood  pressme  stabilized. 
The  lymph  was  quite  viscid  and  yellow  with 
protein  rather  than  pigment  because  there 
was  no  jaundice.  By  the  time  the  cervical 
incision  had  been  closed  and  the  abdominal 
incision  had  been  prepared  for  closure,  the 
abdominal  bleeding  had  stopped,  the  mesen- 
teric vessels  had  lost  their  turgidity  and 
tortuosity,  and  a reading  of  45  mm.  of  water 
was  obtained.  During  the  next  forty-eight 
horn's  the  pulse  remained  in  the  80’s,  no 
ascites  reformed,  there  was  no  further  bleed- 
ing, the  patient  was  out  of  bed,  and  about 
3,000  cc.  of  lymph  drained  through  the  can- 
nula. An  attempt  to  feed  this  lymph  back 
to  the  patient  through  a Levin  tube  resulted 
in  such  a profuse  increase  in  lymph  drainage 
from  the  fistula  that  this  was  discontinued. 
Incidentally,  the  Sengstaken  tube  was  re- 
moved on  the  evening  of  the  day  of  opera- 
tion, and  no  bleeding  occurred. 

Seventy-two  hours  after  the  operation 
the  cannula  was  dislodged,  and  the  lymph 
drainage  stopped  temporarily.  This  was 
followed  by  such  a rapid  formation  of 
ascitic  fluid  that  it  continually  soaked  the 
abdominal  dressings  and  the  bed.  Also, 
the  patient  began  to  bleed  and  soon  passed 
bloody  stools.  The  manipulation  of  the 
neck  woimd  caused  copious  lymph  drainage, 
and  the  bleeding  stopped  again.  In  view 
of  the  inoperable  gastric  cancer,  no  further 
definitive  procedure  is  planned,  and  ex- 
sanguination  from  the  esophageal  varices  is 


expected  to  be  the  eventuality  when  the 
lymph  fistula  closes,  but  it  seems  that  the 
findings  of  Dumont  and  MuIhoUand  have 
been  duplicated  in  this  patient. 

The  questions  raised  have  been  difficult 
to  answer,  but  it  seems  probable  that  the 
following  rationale  pertains:  (1)  Patients 

with  severe  esophageal  veirix  hemorrhage 
from  portal  hypertension  and  cirrhosis  may 
be  controlled  by  cannulation  of  the  thoracic 
duct.  This  minor  procedure  imder  local 
anesthesia  may  supplant  transesophageal 
varix  ligation  as  well  as  emergency  porta- 
caval shunt.  (2)  Preoperative  cannulation 
of  the  thoracic  duct  in  elective  cases  may  be 
used  to  reduce  the  troublesome  bleeding  at 
the  time  of  the  operation  to  establish  a porta- 
caval shunt  and  thus  may  be  hfesaving. 
However,  this  reduction  in  the  hepatic 
pressure  would  vitiate  the  possibihty  of  dis- 
tinguishing between  the  need  for  an  end- 
to-side  versus  a side-to-side  shimt  on  the 
basis  of  measuring  the  portal  pressure  on 
the  hepatic  side  of  the  clamped  portal  vein. 
This  might  make  a side-to-side  shunt  manda- 
tory routinely.  (3)  Ascitic  patients  may 
benefit  by  thoracic  duct  carmulation  in  the 
pre-  and  postoperative  period  until  the  shunt 
can  become  physiologically  established. 

Questions  which  need  answering  include 
the  following:  (1)  Why  does  the  lymphatic 

duct  pressure  increase,  and  why  is  there  not 
free  drainage  into  the  subclavian  vein? 
(2)  How  long  can  thoracic  duct  lymph  be 
lost  before  serious  protein  and  electrolyte 
disturbances  are  evident?  (3)  How  is  the 
lymph  to  be  replaced?  The  intravenous 
replacement  of  up  to  4,000  cc.  daily  poses 
problems.  The  replacement  by  the  in- 
testinal tract  simply  continues  the  cycle  of 
bowel  to  duct  to  fistula  to  bowel.  (4)  What 
is  the  outcome  when  the  carmula  is  removed 
and  the  fistula  closes?  Will  the  duct  be- 
come functional?  Will  the  right  duct  carry 
the  load?  Will  the  portacaval  shunt  be  a 
satisfactory  answer? 

Surgical  correction  of 

chronic  ammonia  encephalopathy 

Following  any  type  of  shunting  of  meta- 
bolic products  through  a bypass  around  the 
liver  into  the  systemic  circulation,  chronic 
ammonia  poisoning  with  brain  damage  is  a 
possibility.  McDermott,  Victor,  and  Point^ 
report  this  to  exist  in  18  per  cent  of  post- 
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shunt  patients  with  severe  chronic  damage 
in  6 per  cent.  Bacterial  and  enzymatic  ac- 
tion on  protein  products  in  the  colon  is  the 
mode  and  site  of  the  origin  of  the  ammonia. 
This  is  the  rationale  for  giving  neomycin  by 
mouth  or  broad-spectrum  antibiotics  intra- 
venously to  sterilize  the  bowel  and  break 
this  metabolic  cycle.  Atkinson  and  Goli- 
gher*  reported  the  effectiveness  of  a colec- 
tomy as  a permanent  ablation  of  the  am- 
monia formation.  McDermott,  Victor,  and 
Point,  ^ feeling  that  a total  colectomy  was 
too  radical  a procedure  for  these  chronically 
ill  patients,  did  a defunctionating  procedin-e 
in  3 patients.  The  terminal  ileum  was 
divided  and  inverted  at  the  cecum,  the  sig- 
moid was  divided  and  brought  out  as  a 
mucous  fistula,  and  an  Ueoproctostomy  was 
established.  This  procedure  brought  the 
blood  ammonia  values  to  normal  levels  and 
caused  a reversal  of  the  encephalopathic 
symptoms.  However,  the  irrigation  of  the 
colon  at  intervals  was  needed  to  prevent 
the  recurrence  of  ammonia  intoxication, 
and  constipation  also  caused  rises  in  the 
blood  ammonia  levels. 

It  seems  that  these  cases  prove  the  point 
that  the  colon  is  the  site  of  the  ammonia 
formation  but  an  Ueoproctostomy  without 
a colectomy  gives  an  incompletely  satis- 
factory result.  A total  colectomy  and 
Ueostomy  leaving  only  the  intraperitoneal 
rectrnn  as  a blind  pouch  would  seem  to  be 
the  procedure  giving  the  most  complete 
and  satisfactory  results. 

Summary 

1.  Portacaval  shunting  can  and  does 
prevent  further  esophageal  varix  bleeding 
from  portal  hypertension,  but  it  does  not 
necessarily  control  ascites  and  may  cause 
chronic  ammonia  encephalopathy.  In  ad- 
dition, a dUatory  operation  may  cause  a 
serious  increase  in  liver  damage  from  pro- 
longed anesthesia  and  the  replacement  of 
blood  volume  by  bank  blood. 

2.  A vigorous  diagnostic  team  approach 
employing  clinical  evaluation,  esophagos- 
copy,  gastroscopy,  barium-x-ray  studies, 
and  splenoportogram  coupled  with  the 
careful  team  control  of  blood  replacement 
and  the  decision  for  or  against  operative 
intervention  gives  the  patient  optimal  care 
regardless  of  the  source  of  the  upper  gastro- 
intestinal hemorrhage. 


3.  Transesophageal  varix  ligation  as  an 
emergency  procedure  may  be  lifesaving, 
but  it  is  not  definitive  and,  hopefuUy,  it 
can  be  superseded  by  recent  developments. 

4.  An  end-to-side  portacaval  shunt  low- 
ers the  portal  pressure  and  protects  the  pa- 
tient against  subsequent  hemorrhage.  If 
the  portal  pressure  remains  high  on  the 
hepatic  side  of  the  cross-clamped  portal  vein, 
the  portal  vein  should  be  allowed  to  serve 
as  an  outflow  tract  to  decompress  the  liver, 
establishing  a side-to-side  or  a double  end-to- 
side  shunt. 

5.  Emergency  portacaval  shunting  in  the 
presence  of  an  exsanguinating  esophageal 
varix  hemorrhage  is  a heroic  procedure  suc- 
cessful in  skilled  hands  but  a fiasco  in  others. 
Newer  knowledge  may  make  this  obsolete. 

6.  Prophylactic  portacaval  shunting  will 
be  accepted  by  medical  men  only  with  great 
difficulty  and  after  the  demonstration  of 
superior  results  of  surgery  over  a period  of 
time  postoperatively. 

7.  The  decompression  of  the  thoracic 
lymphatic  duct  has  been  shown  to  stop 
acute  varix  hemorrhage  and  to  stop  ascitic 
fluid  formation.  Possibly  this  simple  pro- 
cedure under  local  anesthesia  may  allow 
time  for  a better  evaluation  of  the  patient 
and  may  allow  a scheduled  portacaval  shunt 
in  place  of  an  emergency  nondefinitive  stop- 
gap procedure. 

8.  A total  colectomy  and  ileostomy  is  a 
formidable  procedure  in  most  hands,  but 
apparently  it  corrects  the  chronic  ammonia 
encephalopathy  which  is  seen  in  a small 
percentage  of  patients  after  a portacaval 
shunt.  If  this  life  saving  procedure  can  be 
done  with  a low  mortality  rate  in  this  pre- 
viously fatal  or  incapacitating  condition,  it 
may  become  an  accepted  form  of  therapy. 
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Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 
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New  York  City 

October  25,  1962 

Conducted  by  VICTOR  TCHERTKOFF,  M.D. 
Discussed  by  ANTHONY  CUTI,  M.D. 


Diarrhea,  Vomiting,  Fever, 
and  Seizures  in  an  Infant 


Case  history 

Miriam  Lending,  M.D.:  A sixteen- 

month-old  Puerto  Rican  female  child  was 
admitted  for  the  first  time  to  Metropolitan 
Hospital  on  July  28,  1962,  with  a history  of 
diarrhea,  vomiting,  and  temperature  of 
102  F.  She  had  been  ill  for  three  days,  and 
her  symptoms  had  increased  gradually  in 
severity.  She  had  been  born  prematurely, 
but  her  postnatal  course  was  uncomphcated, 
and  she  had  developed  normally.  Three 
months  before  her  entry  into  the  hospital 
she  had  contracted  Yneasles  but  had  re- 
covered without  apparent  sequelae. 

The  mother  had  contracted  tuberculosis 
one  year  previously.  No  other  relevant  or 
familial  data  could  be  elicited. 

On  examination  the  child  appeeired  mod- 
erately ill  but  well  nourished.  The  tongue 
was  dry,  and  orbital  depression  was  noted. 
The  pulse  was  130  and  the  respirations  30. 
The  lungs  were  clear,  and  the  heart  sounds 
were  of  good  quality  and  regular.  No  lesions 
were  seen  in  the  eyes,  ears,  nose,  or  throat. 
The  abdomen  was  scaphoid,  and  there  were 
no  masses  and  no  evident  tenderness.  The 
external  genitaha  were  normal,  and  rectal 
examination  was  unrevealing.  On  admis- 
sion, the  hemoglobin  was  9 Gm.  per  100 
ml.,  and  the  white  blood  cell  count  was 
10,900  with  24  per  cent  neutrophils  and 
76  per  cent  lymphocytes.  The  carbon  di- 
oxide combining  power  was  15.2  mEq.  per 
liter.  Intravenous  fluid  consisting  of  sixth- 
molar  lactate,  sodium  chloride,  and  glucose 
was  administered,  300  ml.  during  the  first 


eight  hours  and  600  ml.  during  the  next 
sixteen  hours.  The  day  following  her  ad- 
mission 1,000  ml.  of  similar  fluid  were  ad- 
ministered. 

On  the  third  hospital  day  a localized 
clonic  seizure  involving  the  right  arm  oc- 
curred. It  lasted  about  ten  minutes,  and  no 
Jacksonian  progression  was  noted.  The 
seizure  stopped  after  the  administration  of 
6 mg.  of  sodium  phenobarbital  sub- 
cutaneously. Watery  diarrhea  had  recurred 
periodically  during  the  day,  and  mild  de- 
hydration was  evident  at  the  time.  A 
similar  seizure  occurred  about  sixteen  hours 
later,  and  the  child  was  lethargic  thereafter. 
An  examination  of  the  cerebrospinal  fluid 
revealed  it  to  be  blood-tinged,  containing 
5,000  red  blood  cells  and  150  white  blood 
cells  per  cubic  millimeter.  The  spinal  fluid 
sugar  was  71  and  protein  358  mg.  per  100 
ml.,  and  the  chlorides  were  117  mEq.  per 
liter.  In  addition  to  the  intravenous  mixture 
of  sixth-molar  lactate,  sodium  chloride,  and 
glucose,  100  ml.  of  whole  blood  were  given 
as  well  as  550  ml.  of  Ringer’s  lactate  solution 
mixed  with  550  ml.  of  5 per  cent  glucose  to 
which  potassium  chloride  had  been  added. 
A urinalysis  which  had  been  unrevealing  on 
the  previous  day  now  showed  10  to  20  white 
blood  cells  and  4 to  8 red  blood  cells  per  high- 
power  field.  The  hemoglobin  was  5.5  Gm. 
per  100  ml.,  the  red  blood  cell  count  4.2 
million,  the  white  blood  cell  coimt  11,200, 
and  the  hematocrit  21.  The  serum  calcium 
was  8.5  mg.  per  100  ml.;  sodium  144, 
potassium  2,  and  chlorides  96  mEq.  per 
liter;  and  carbon  dioxide  26.8  millimols.  An 
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electrocardiogram  showed  no  signs  of  hypo- 
kalemia. The  T waves  were  of  normal 
amplitude  and  duration;  the  S-T  segment 
was  isoelectric. 

The  child  failed  to  respond  to  these 
measures  and  became  comatose  within  a few 
hours.  The  respirations  slowed,  and  the 
pulse  fell  to  70.  The  child  died  on  the  fourth 
hospital  day. 

Discussion 

Anthony  Cuti,  M.D.:*  The  protocol 
gives  me  the  impression  that  this  child  was 
more  dehydrated  than  is  indicated.  I had 
the  impression  that  dehydration  was  not  a 
major  finding  clinically.  Dr.  Green,  you 
saw  the  child;  just  what  was  the  state  of 
hydration? 

Marvin  Green,  M.D.:  At  most,  this 

child  was  moderately  dehydrated.  Clini- 
cally, the  dehydration  was  not  impressive. 

Dr.  Cuti:  The  state  of  hydration  would 

influence  me  considerably  in  this  case.  Dis- 
regarding this  factor  for  a moment,  there  are 
three  elements  in  the  case  which  I should 
hke  to  discuss:  (1)  vomiting  and  diarrhea, 

(2)  anemia  and  electrolyte  disturbance,  and 

(3)  convulsions  and  spinal  fluid  changes. 

The  gastrointestinal  symptoms  are  quite 

nonspecific,  and  we  must  put  them  aside  for 
the  moment. 

Regarding  the  blood  findings,  the  thing 
that  impresses  me  the  most  is  the  hemo- 
globin. On  admission  it  was  9 Gm.,  and  two 
days  later  it  was  5.5  Gm.  One  must  explain 
this  on  the  basis  of  either  dehydration,  blood 
destruction  or  blood  loss,  or  both.  If  de- 
hydration is  not  a prominent  feature,  and  it 
doesn’t  seem  to  have  been,  judging  from  the 
amount  of  fiuid  given  parenteraUy,  then 
acute  blood  loss,  or  destruction,  must  be  the 
cause  for  the  severe  fall  in  hemoglobin. 

The  spinal  fiuid  findings  now  add  to  the 
confusion:  5,000  red  blood  cells  per  cubic 
millimeter,  150  white  blood  cells  per  cubic 
millimeter,  and  358  mg.  of  protein.  I have 
no  information  regarding  the  red  cells. 
Were  they  crenated?  Were  the  findings  in 
the  supernatant  fiuid  negative  for  blood? 
Was  the  spinal  fluid  pressure  elevated?  Was 
the  spinal  tap  traumatic,  or  was  this  true 
central  nervous  system  bleeding?  I can’t 
actually  say  from  the  information  I have  in 

* Assistant  Clinical  Professor  of  Pediatrics,  New  York 
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the  protocol.  However,  using  a crude 
method  of  calculation  to  determine  the  ex- 
pected amount  of  protein  and  white  blood 
cells,  if  this  were  bleeding  due  to  a traumatic 
tap,  I come  to  the  conclusion  that  the  358 
mg.  protein  and  the  150  white  blood  cells  are 
significant  values  indicating  a disease  proc- 
ess. 

The  following  diagnoses  should  be  con- 
sidered: 

Systemic  disease.  This  includes  sys- 
temic disease  with  gastrointestinal,  central 
nervous  system,  and  electrolyte  dis- 
turbances, such  as  those  seen  in  Salmonella 
or  Shigella  infection. 

Intracranial  conditions.  Intracranial 
conditions  include: 

1.  Hemorrhage  — ■ subarachnoid,  sub- 
dural, or  epidural 

2.  Thrombosis  of  dural  sinuses  or  cere- 
bral venous  thrombosis 

3.  Brain  abscess 

4.  Nonbacterial  infectious  meningitis, 
such  as  torulosis,  histoplasmosis,  or  acquired 
toxoplasmosis 

5.  Viral  encephalitis  (Eastern  type) 

6.  Tuberculous  meningitis 

Metabolic  defects.  Metabolic  defects 

include: 

1.  Hypocalcemia,  hypokalemia 

2.  Water  intoxication  or  hypertonic  de- 
hydration 

3.  Lead  poisoning 

Although  salmonellosis  must  be  considered 
in  the  differential  diagnosis,  there  are  many 
features  in  this  patient  which  are  not  con- 
sistent with  it.  There  were  no  bloody  stools 
to  explain  the  fall  in  the  hemoglobin.  Sal- 
monellosis would  be  unlikely  to  produce  so 
many  red  blood  cells  in  the  cerebrospinal 
fluid.  Death  in  salmonellosis  is  usually  due 
to  extreme  dehydration,  toxemia,  or  cir- 
culatory collapse.  Ergo,  I shall  have  to  ex- 
plain the  vomiting  and  diarrhea  as  a non- 
specific gastroenteritis,  possibly  viral. 

The  possibility  of  an  intracerebral  hemor- 
rhage, either  subarachnoid,  subdural,  or 
epidural  must  be  considered  seriously.  To 
explain  the  fall  in  hemoglobin  it  should  be  an 
extensive  hemorrhage.  I doubt  that  a 
subarachnoid  hemorrhage  could  be  so  ex- 
tensive, but  a fairly  large  amoimt  of  blood 
can  accumulate  in  the  epidural  space.  There 
is  no  history  of  an  injury  to  suggest  a sub- 
dural hemorrhage. 

When  I first  read  this  protocol  and  was 
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trying  to  estimate  the  degree  of  dehydration, 
I considered  the  possibility  of  thrombosis  of 
the  dural  or  cerebral  venous  sinuses,  the  so- 
called  marantic  thrombi  seen  in  severe  de- 
hydration. However,  now  that  I am  told 
that  dehydration  was  not  clinically  im- 
pressive, I cannot  make  that  diagnosis. 

I think  it  unlikely  that  this  child  had  a 
brain  abscess.  The  course  is  usually  longer 
and  often  occurs  in  recognizable  stages. 
Likewise,  I cannot  seriously  entertain  the 
idea  of  a nonbacterial  meningitis.  These 
inflammatory  processes  are  characterized  by 
a slow  onset  and  a prolonged  course.  The 
same  argument  applies  for  excluding  viral 
encephalitis. 

In  view  of  the  history  of  maternal  tuber- 
culosis, I have  to  assume  contact  with  an 
active  case.  However,  in  tuberculous  men- 
ingitis, even  in  the  days  before  antibiotics, 
the  disease  usually  ran  a course  of  about 
three  weeks.  Also,  in  this  child  the  spinal 
fluid  sugar  and  chlorides  were  normal,  which 
militates  strongly  against  a tuberculous  in- 
fection, or  indeed  any  bacterial  infection. 

As  for  the  metabolic  defects,  hypocalcemia 
and  hypokalemia  were  undoubtedly  present. 
However,  beyond  noting  their  presence  and 
attributing  them  to  the  diarrhea,  they  are  of 
no  great  diagnostic  help.  Both  water  in- 
toxication and  hypertonic  dehydration  can 
produce  neurologic  manifestations  consistent 
with  the  findings  in  this  patient.  The  dif- 
ference between  these  two  entities  is  that 
meningeal  signs  and  multiple  brain  hemor- 
rhages occur  with  hypertonic  dehydration 
but  not  with  water  intoxication.  With  water 
intoxication  the  cerebrospinal  fluid  pressiure 
increases,  and  herniations  of  the  brain  sub- 
stance may  occur.  With  hypertonic  dehy- 
dration the  cerebrospinal  fluid  pressure 
decreases.  There  is  no  mention  of  the  pres- 
sure of  the  cerebrospinal  fluid  in  the  protocol. 
However,  neither  the  electrolyte  values  re- 
ported nor  the  amounts  of  fluid  and  elec- 
trolytes administered  would  warrant  either 
diagnosis. 

The  symptoms  are  very  suggestive  of  a 
fulminating  case  of  lead  encephalopathy. 
The  child  was  at  the  correct  age  for  it,  but 
of  course  we  have  no  history  of  exposure  to 
lead.  If  the  child  had  ingested  lead  over  a 
period  of  time,  she  might  have  developed 
acidosis  because  of  the  diarrhea.  However, 
lead  encephalopathy  would  not  explain  the 
sudden  decline  in  the  hemoglobin.  Other 


laboratory  data  also  are  absent,  notably 
basophilic  stippling  of  erythrocytes,  pro- 
teinuria, or  even  glycosuria. 

Now  that  I have  eliminated  all  the  items 
on  my  list  of  possible  diagnoses,  I must 
nonetheless  come  up  with  an  answer.  I feel 
that  the  child  certainly  had  a gastroenteritis, 
either  viral  or  nonspecific.  I also  feel  that 
the  child  died  a “neurologic”  death  with 
intracranial  bleeding,  probably  epidural  in 
location.  But  I cannot  relate  the  former  to 
the  latter  and  shall  have  to  violate  the  law  of 
parsimony  by  making  these  two  independent 
diagnoses. 

Harold  D.  Appleton;  * From  the  stand- 
point of  the  clinical  biochemistry  laboratory 
there  are  two  points  to  take  into  account. 
First,  most  of  the  laboratory  work  was  per- 
formed on  specimens  drawn  after  the  patient 
was  under  treatment.  If  we  assume  that 
the  child  had  normal  renal  function  and 
want  to  extrapolate  back  to  a h3rpothetical 
“zero”  time  as  a chemical  base  line,  the 
patient  did  have  true  hypernatremia,  for 
after  two  days  of  fairly  intensive  treatment 
the  serum  sodium  level  was  144  mEq.  per 
liter  with  a low  serum  potassium  level  and 
serum  chlorides  at  the  lower  limits  of  normal. 

I am  told  that  clinically  true  hyper- 
natremia in  a child  may  mask  the  degree 
of  dehydration.  This  could  have  been 
ascertained  if  specimens  had  been  drawn  for 
electrolyte  studies  on  admission. 

One  minor  point  was  not  mentioned  in  the 
protocol.  The  supernatant  cerebrospinal 
fluid  was  xanthochromic.  I think  this 
eliminates  the  possibility  of  a tramnatic  tap. 

Lawrence  B.  Slobody,  M.D.rf  I quite 
agree  that  electrolyte  studies  early  in  the 
patient’s  course  would  have  been  valuable. 
This  is  always  a sound  policy  when  dealing 
with  diarrhea  and  dehydration  in  an  infant. 
As  for  the  xanthochromic  spinal  fluid,  to  me 
it  seems  to  point  more  toward  subarachnoid 
or,  possibly,  subdural  bleeding  than  to  epi- 
dural bleeding. 


Clinical  diagnoses 

1.  Bacterial  enteritis 

2.  Dehydration 

3.  ? Brain  abscess 

* Senior  chemist.  Metropolitan  Hospital,  Assistant 
Professor  of  Biochemistry,  New  York  Medical  College, 
t Professor  of  Pediatrics,  New  York  Medical  College. 
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FIGURE  1.  Adherent  thrombi  are  present  in  the 
sagittal  and  transverse  dural  sinuses. 


Dr.  Cuti’s  diagnoses 

1.  Nonspecific  gastroenteritis,  ? viral 

2.  Intracranial  hemorrhage,  ? epidural 

Pathologic  report 

Hi-Soo  Kim,  M.D.;*  I would  like  to 
add  two  significant  negative  laboratory 
results.  A sickling  preparation  from  post- 
mortem bone  marrow  showed  negative 
findings.  Also,  bacterial  cultures  from  the 
colon  and  small  intestine  were  negative. 

The  postmortem  examination  revealed  a 
markedly  dehydrated  and  emaciated  female 
infant.  The  stomach,  the  small  bowel,  and 
the  large  bowel  were  distended  with  gas  and 
contained  watery,  light  yellow  fecal  material. 
The  only  microscopic  feature  was  mild 
round-cell  infiltration  of  the  submucosa,  a 
common  finding  in  nonspecific  diarrhea  of 
infants  and  young  children.  The  villi  were 
intact. 

The  liver  weighed  360  Gm.  which  is  about 
normal  for  this  child’s  weight  and  age.  It 
was  somewhat  yellowish  on  section  and 
showed  diffuse  fatty  metamorphosis  char- 
acteristic of  starvation.  The  kidneys  were 
grossly  and  microscopically  normal.  The 

* Assistant  Professor  of  Pathology,  New  York  Medical 
College. 


FIGURE  2.  Diffuse  subarachnoid  hemorrhage 
covers  the  left  cerebral  hemisphere.  f 


FIGURE  3.  Petechial  and  confluent  intracerebral 
hemorrhage  is  seen  on  section  in  the  cortex,  the 
subcortical  white  matter,  and  the  basal  ganglia. 


lungs  showed  diffuse,  moderate  pulmonary 
edema  and  scattered  foci  of  terminal 
bronchopneumonia.  Two  small  blood  ves- 
sels showed  agonal  thrombi. 

The  most  important  findings  were  in  the 
brain  and  dural  sinuses.  The  anterior 
fontanel  measured  3 by  2.5  cm.  and  was  fiat 
and  tense.  The  dural  sinuses  and  cerebral 
veins  were  markedly  distended  and  en- 
gorged. At  the  point  of  confluence  of  both 
sagittal  sinuses  and  the  transverse  sinus 
there  were  grey-white  organized  thrombi 
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HYPBINATRBKIA  THROMBOSIS  OF  DURAL  SINUSES 


SUBARACHNOID  HEMORRHAGB 


MULTIPLE  CEREBRAL  HEMORRHAGES 

FIGURE  4.  Mechanism  of  cerebral  hemorrhage  in 
hypernatremia  associated  with  diarrhea,  vomiting, 
and  dehydration. 

adherent  to  the  vessel  linings  (Fig.  1).  There 
was  a diffuse  hemorrhage  in  the  sub- 
arachnoid space  covering  the  left  cerebral 
hemisphere  on  its  temporoparietal  and  oc- 
cipital aspects  (Fig.  2).  The  base  of  the 
brain,  the  right  cerebral  hemisphere,  and 
the  cerebellum  were  normal.  Mild  hernia- 
tion of  the  uncus  and  cerebellar  tonsils  was 
present.  Section  of  the  brain  revealed 
petechiae  of  the  subcortical  grey  matter  and 
basal  ganglia  (Fig.  3).  Microscopically,  the 
hemorrhage  was  quite  recent,  and  there  was 
no  evidence  of  antecedent  or  concurrent 
infection. 

How  are  we  to  account  for  the  patho- 
genesis of  the  cerebral  bleeding  in  this  clinical 
and  biochemical  context?  The  most  logical 
explanation  in  view  of  the  laboratory  data 
and  the  clinical  history  of  diarrhea  and 
vomiting  is  that  of  hemoconcentration,  de- 
creased circulatory  volume,  and  the  forma- 
tion of  thrombi  in  the  dural  sinuses  (Fig.  4). 
From  the  examination  of  the  thrombi  I 
would  estimate  their  age  as  at  least  three  to 
four  days.  Ergo,  they  were  present  when  the 
child  was  admitted  or  developed  shortly 
thereafter. 

Allott  ^ described  5 cases  of  hypernatremia 
and  hyperchloremia  in  4 of  which  there  was 
evidence  of  brain  damage.  Little  more  was 
heard  of  this  syndrome  for  nearly  ten  years, 
and  in  1948  Sweet  et  al.^  reported  4 similar 
cases.  Since  then  the  literature  has  con- 
tained similar  reports.  The  mechanisms 
concerned  in  the  maintenance  of  a normal 
serum  sodium  level  are  complex.  The  two 


main  factors  are  the  amount  of  water  and 
the  amount  of  sodium  in  the  extracellular 
space.  Hypernatremia  may  result  from  an 
excess  of  sodium  or  from  a deficit  of  water, 
or  both.  The  sodium  concentration  of 
gastric  juice  and  fecal  fluid  lost  in  diarrhea 
is  usually  lower  than  that  in  serum.  Thus, 
vomiting  or  diarrhea  may  lead  to  a loss  of 
water  in  excess  of  a loss  of  sodium.  There 
may  be  a fallacy  in  the  oft-repeated  state- 
ment that  the  patient  could  not  have  been 
dehydrated  because  his  urinary  output  was 
good,  since  he  may  have  been  water-depleted 
for  just  that  reason.  Where  the  unconscious 
patient  is  clinically  dehydrated,  no  other 
reason  for  hypernatremia  need  be  sought. 
The  drop  in  the  extracellular  fluid  volume 
wiU  stimulate  the  secretion  of  aldosterone 
and  so  increase  sodium  reabsorption- in  the 
renal  tubules.  A striking  feature  of  reported 
cases  with  urinary  water  loss  is  the  very 
low  urine  sodium  and  chloride.  In  view 
of  all  this,  postmortem  evidence  of  intra- 
cranial hemorrhage  associated  with  hyper- 
natremia may  represent  an  effect  rather  than 
a cause. 

Anatomic  diagnoses 

1.  Diffuse  subarachnoid  hemorrhage,  left, 
and  focal  cerebral  hemorrhages 

2.  Dural  sinus  thrombosis,  organizing 

3.  Gastroenteritis,  nonspecific 

4.  {Dehydration) 

5.  Fatty  metamorphosis,  liver 

6.  Bronchopneumonia,  terminal 
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Case  history 

A thirty  - six  - year  - old  married  Negro 
woman  came  to  the  hospital  with  a two-month 
history  of  tightness  in  the  chest  and  some 
vague  abdominal  complaints.  Her  physi- 
cal examination  was  negative  except  that 
she  had  a Grade  II  early  diastolic  murmur 
heard  best  in  the  right  second  and  third 
intercostal  spaces. 

Radiologic  discussion 

E.  Robert  Heitzman,  M.D.*:  We  have 

a thirty-six-year-old  Negro  woman  who  has 
some  relatively  nonspecific  chest  complaints 
and  an  essentially  negative  physical  exam- 
ination with  the  exception  that  there  is 
evidence  of  a diastolic  murmur  near  the 
cardiac  base. 

The  cardiac  shadow  seems  to  be  normal, 
although  the  heart  does  appear  on  the 
lateral  film  to  come  up  rather  high  against 
the  anterior  chest  waU,  raising  some  ques- 
tion in  my  mind  of  right  ventricular  en- 
largement (Fig.  1).  I’m  not  particularly 
struck  by  this  finding  on  the  left  anterior 
oblique  film  (Fig.  2).  Certainly,  the  main 
pulmonary  artery  area  is  not  unusual  nor 
are  the  pulmonary  artery  shadows  in  the 
hilar  regions.  I’m  not  sure  about  the  ques- 
tion of  right  ventricular  enlargement  in 
this  girl,  and  I would  avoid  a conclusion  on 
this  for  the  time  being.  The  aorta  is  not 

* Assistant  Professor,  Radiology,  Upstate  Medical  Center. 


particularly  unusual  for  a girl  of  this  age. 
The  knob  seems  moderately  prominent  and 
rather  highly  placed.  She  has  a rather  long 
thoracic  cage.  The  limgs  seem  to  be  within 
normal  limits.  There  is  no  evidence  of 
pleural  fluid.  The  bones  appear  to  be 
normal,  and  the  structures  below  the  dia- 
phragm and  above  the  clavicles  appear  to  be 
normal  as  well. 

The  obvious  interesting  finding  in  this 
woman’s  chest  is  a ring  calcium  shadow  of 
4 cm.  in  greatest  diameter,  adjacent 
to  the  ascending  aorta  and  visible  on  all 
films.  The  lesion  appears  to  lie  against  the 
anterior  wall  of  the  trachea  and  carina  and 
seems  to  compress  these  slightly.  The 
original  films  and  another  examination  made 
about  a month  later  show  no  change. 

So  we  come  down  to  a differential  diag- 
nosis of  a mediastinal  mass  which  is  calcified 
in  its  periphery.  If  we  divide  the  mediasti- 
num up  from  front  to  back  this  would  fall 
roughly  into  the  middle  mediastinum.  I 
think  one  would  have  to  be  content  to  give 
a differential  diagnosis  in  this  case,  realiz- 
ing that  he  probably  wasn’t  going  to  be  able 
to  pinpoint  the  entity  since  several  lesions 
could  produce  this  appearance. 

It  would  be  unlikely,  I think,  for  the  usual 
teratoid  tumor  or  dermoid  to  be  in  the 
middle  mediastinum.  Most  of  them  that 
we  see  are  in  the  anterior  mediastinum. 
The  same  site  predilection  would  also  hold 
true  for  thymoma.  Thymoma  would  not 
characteristically  present  peripheral  cal- 
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FIGURE  1.  (A).  Posteroanterior  radiograph  of  chest.  (B)  Left  anterior  oblique  view  of  chest.  Note 
calcified  ring  shadow  adjacent  to  area  of  carina. 


cification,  although  we  have  seen  one  or  two 
which  had  a large  cystic  element  with 
calcification  in  the  wall  of  the  cyst.  The 
discrete  character  and  peripheral  calcifica- 
tion of  the  mass  tends  to  exclude  the  ordi- 
nary malignant  lesions  in  the  differential 
diagnosis,  such  as  metastatic  carcinoma  to 
the  mediastinum,  lymphoma,  and  so  forth. 

A lesion  which  could  produce  this  appear- 
ance and  which  characteristically  occurs  in 
the  middle  mediastinum  would  be  a bron- 
chogenic cyst.  The  peripheral  calcification 
may  or  may  not  be  seen.  I am  sure  that 
you  can  see  middle  mediastinal  masses  that 
are  produced  by  thyroid.  This  type  of 
calcification  would  be  quite  imusual,  how- 
ever, unless  this  were  some  sort  of  a cystic 
adenoma.  Neurogenic  tumors  are,  of 
course,  more  common  in  the  posterior 
mediastinum.  They  don’t  commonly 
calcify  in  their  periphery.  We  could,  of 
course,  have  a neurogenic  tumor  originating 
in  a structure  such  as  the  vagus  nerve. 
This  entity  ordinarily  would  not  present 
peripheral  calcification. 

I don’t  know  how  to  explain  the  question 
of  enlargement  of  the  right  ventricle,  unless 
the  mass  were  in  some  way  compromising 
the  outflow  tract  of  the  right  ventricle, 
perhaps  producing  some  peculiar  eddy 
currents  that  accounted  for  the  murmur. 


FIGURE  2.  Lateral  view  of  chest.  Calcified  mass 
lies  in  middle  mediastinum. 


although  I think  it  would  be  more  char- 
acteristically systolic  in  time. 

Could  this  be  some  sort  of  a lesion  which  is 
vascular  in  origin?  Could  this  be  an 
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aneurysm  which  has  calcification  in  it? 
Are  the  right  ventricular  enlargement  and 
the  murmur  related  to  this?  Well,  it  seems 
to  me  that  I can  see  the  pulmonary  artery 
and  its  major  branches.  It  could  be  a sac- 
cular aneurysm  with  peripheral  calcifica- 
tion in  it,  but  I really  think  that  that  is 
remote. 

Then,  there  are  a group  of  much  less 
common  lesions,  such  as  hemangiomas  or 
lipomas.  I suppose  a lipoma  could  present 
a peripheral  calcification  such  as  this. 

So,  I don’t  know  what  this  is.  I would 
put  in  my  differential  diagnosis,  as  the 
most  likely  possibility,  bronchogenic  cyst. 
I think,  secondarily,  I would  consider  a 
dermoid  tumor  and  then  other  things  I would 
think  would  be  much  less  likely.  I think 
I might  include  lipoma  with  some  peripheral 
calcification  in  it. 

A physician:  Where  does  the  right 

pulmonary  artery  lie  in  relation  to  this  mass? 
Does  it  deviate  beneath  it? 

Dr.  Heitzman:  I don’t  know.  The 

right  and  left  pulmonary  arteries  and  their 
branches  are  clearly  seen,  however. 

A physician:  I just  wondered  if  it  went 

through  the  mass. 

Dr.  Heitzman:  It  seems  to  me  you  can 

trace  completely  all  the  pulmonary  artery 
branches  adjacent  to  the  mass  on  the  lateral 
film. 

A physician:  Could  this  be  a duplication 

of  the  esophagus?  It  could  present  ante- 
riorly beneath  the  carina. 

Dr.  Heitzman:  I think  this  is  a pos- 

sibility. It  seems  to  me  that  it  is  a little 
bit  anterior  for  that. 

A physician:  What  about  an  aneurysm 

of  the  sinus  of  Valsalva  of  the  aorta?^  You 
may  see  those  in  any  direction,  off  to  one 
side. 

Dr.  Heitzman:  WeU,  it  would  seem  to 

me  this  is  pretty  high  for  the  sinus  of 
Valsalva  aneurysms  that  I have  seen. 
I would  imagine  that  the  aortic  valve  is 
probably  considerably  below  the  calcium 
shadow.  I haven’t  seen  any  sinus  of 
Valsalva  aneurysms  that  presented  this  high. 

A physician:  I thought  these  aneurysms 

were  always  associated  with  some  aortic 
regurgitation.  Is  that  true? 

Dr.  Heitzman:  I think  this  is  very 

commonly  true. 

A physician:  You  can  see  that  this  mass 


is  of  some  duration.  I was  involved  at  the 
time  and  know  the  final  answer.  In  look- 
ing up  the  literature  on  bronchogenic  cysts, 
I found  that  they  are  almost  all  away 
from  the  midline.  ^ ^ Most  of  them  are  on 
the  right  side.  I originally  made  the  same 
diagnosis  as  you  did. 

Dr.  Heitzman:  I didn’t  know  this  fact. 

The  ones  that  I have  seen,  I think,  have 
been  more  commonly  below  the  carina 
rather  than  at  the  carinal  level.  I’m 
sure  if  I had  known  this  fact,  it  would 
have  influenced  me.  I had  thought  that 
bronchogenic  cysts  could  lie  almost  any- 
where in  the  thorax,  even  quite  remote 
from  the  midline  structures.  However, 
I had  thought  they  could  be  midline  as  well. 

Dr.  Heitzman’s  diagnosis 

Bronchogenic  cyst. 

Surgical  findings 

Charles  Bender,  M.D.:  The  patient 

not  only  had  a basal  diastolic  murmur  but 
also  had  a serum  titer  of  8 for  syphilis. 
She  had  had  two  previous  courses  of  treat- 
ment with  penicillin  for  syphilis,  and  seven 
years  ago  her  titers  had  been  greater  than 
10.  The  preoperative  diagnosis  weis  a bron- 
chogenic cyst.  At  surgery  in  the  area  of  the 
aortic  window  a golf  ball-like  mass  was 
readily  felt.  The  pericardium  was  opened 
anteriorly.  The  mass  was  then  seen  to  be  a 
saccular  aneurysm,  4 cm.  in  diameter, 
arising  from  the  posterior  waU  of  the 
ascending  aorta.  It  was  extremely  hard 
and  calcified  and  transmitted  no  pulsation. 
The  diagnosis  was  made  strictly  on  the  fact 
that  the  adventitia  of  the  ascending  aorta 
was  continuous  with  the  adventitia  of  the 
mass.  We  have  no  section  because  a 
specimen  was  not  resected. 

Anatomic  diagnosis 

Calcified  aneurysm  of  the  aorta  probably  due 
to  syphilis. 
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Numerous  reports  have  appeared  in  the 
literature  discussing  the  anesthetic  hazards 
in  patients  on  antihypertensive  therapy.*”^ 
Most  of  the  drugs  which  have  been  incrimi- 
nated have  been  the  true  antihypertensive 
drugs  whose  therapeutic  action  interferes 
with  the  proper  function  of  the  sympathetic 
nervous  system.  Other  drugs,  frequently 
used  as  adjuncts  in  the  treatment  of  hyper- 
tension but  with  different  modes  of  action, 
have  less  often  been  implicated  as  the  cause 
of  anesthetic  or  postanesthetic  morbidity. 
The  purpose  of  this  report  is  to  publish  a 
case  in  which  chlorothiazide  (Diuril,  known 
chemically  as  6-chloro-7-sulfamyl-l,2,4-ben- 
zothiadiazine  1,1-dioxide)  a frequently  used 
drug  in  antihypertensive  therapy,  was  the 
offender. 

Case  report 

A fifty-two-year-old  white  female  was 
referred  to  one  of  us  (M.  L.  L.)  because  of 


marked  breast  hypertrophy.  The  patient’s 
severe  physical  discomfort  was  caused  by 
the  weight  of  the  hypertrophic  breasts  pull- 
ing on  her  shoulders  and  by  the  pain  from 
the  strappings  of  a specially  constructed 
brassiere.  Her  past  medical  history  was 
unremarkable  except  for  a moderate  hyper- 
tension, discovered  about  half  a year  before 
her  admission.  For  the  last  two  months 
her  physician  had  prescribed  250  mg.  of 
chlorothiazide  three  times  a day.  Her  gen- 
eral condition  presented  no  contraindication 
to  an  elective  procedure.  The  patient  was 
admitted  on  June  6,  1961,  to  Montefiore 
Hospital  for  reduction  mammaplasty.  Her 
physical  examination  revealed  essentially 
negative  results  except  for  a recorded  blood 
pressure  of  160 /lOO. 

On  the  day  prior  to  operation  (June  6, 
1961)  the  patient  was  seen  by  an  anesthesi- 
ologist who  confirmed  these  findings.  The 
patient  received  chlorothiazide  in  the  after- 
noon before  and  on  the  morning  of  the 
operation.  Preoperative  sedation  consisted 
of  100  mg.  Seconal  at  bedtime  and  at  6:00 
A.M.,  and  75  mg.  of  Demerol  and  0.4  mg.  of 
Scopalamine  at  7:00  a.m.  The  patient  was 
taken  to  the  operating  room  where  her  blood 
pressure,  taken  prior  to  the  administration 
of  anesthesia,  was  recorded  at  170/100. 
Anesthesia  was  started  at  8:00  a.m.  A 
sleeping  dose  of  thiamylal  sodium  (Surital 
sodium),  200  mg.,  was  given,  then  80  mg. 
of  succinylchoUne  chloride  (Anectine)  was 
administered  for  relaxation  of  the  jaw  and 
laryngeal  muscles,  and  the  patient  was  in- 
tubated with  a cuffed  endotracheal  tube. 
The  patient  became  apneic  after  the  ad- 
ministration of  succinylchoUne  chloride  re- 
quiring controUed  respirations  for  twenty - 
five  minutes,  after  which  time  she  began  to 
breathe  spontaneously.  The  maintenance 
of  anesthesia  was  carried  out  with  a thi- 
amylal sodium  drip  of  0.4  per  cent  and  a 
nitrous  oxide-oxygen  mixture  with  a ratio 
of  66  per  cent  nitrous  oxide  to  33  per  cent 
oxygen.  The  total  dose  of  thiamylal  sodium 
which  was  administered  was  1 Gm. 

The  procedure  which  was  performed  was 
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a simplified  form  of  a breast  plasty  consisting 
of  a bilateral  mammectomy,  the  shaping  of 
the  reconstructed  breasts  with  a subcutane- 
ous apron  flap,  and  a free  graft  to  the  nip- 
ples. The  blood  loss  during  the  operation 
was  considered  less  than  500  cc.  and  did  not 
require  replacement.  Within  the  initial 
forty-five  minutes  of  anesthesia,  the  pa- 
tient’s blood  pressure  fell  from  170/100  to 
130/80  and  from  then  on  fluctuated  between 
130/80  and  100/80  for  the  rest  of  the  pro- 
cedure which  took  three  and  one-half  hours 
of  operating  time  and  four  hours  of  anesthe- 
sia time.  No  vasopressor  or  blood  was  given 
during  the  procedure. 

At  the  termination  of  surgery  a tracheo- 
bronchial toilet  was  performed,  the  endo- 
tracheal tube  was  removed,  and  the  patient 
was  transferred  to  the  recovery  room. 
Shortly  after  eirrival  in  the  recovery  room, 
her  blood  pressure  fell  to  70  mm.  of  mercury 
systolic  pressure  on  palpation.  Phenyl- 
ephrine hydrochloride  (Neo-Synephrine  hy- 
drochloride), 0.5  mg.,  was  given  intra- 
venously and  was  repeated  three  times,  but 
her  blood  pressure  rose  for  a short  time  only. 
Thereupon  a metaraminol  (Aramine)  drip 
(10  mg.  in  500  cc.  of  5 per  cent  glucose  and 
water)  was  started  at  12:45  p.m.,  and  the 
blood  pressure  rose  to  120/80.  She  awak- 
ened from  the  anesthesia  about  one  and 
one-half  hours  after  arriving  in  the  recovery 
room.  The  metaraminol  drip  (10  mg.  in 
500  cc.  of  5 per  cent  glucose  and  water) 
was  continued,  and  the  patient’s  blood  pres- 
sure varied  from  120/70  to  80/?  by  palpa- 
tion, the  height  of  the  blood  pressure  ap- 
parently depending  on  the  speed  of  the  drip. 
The  patient,  however,  could  not  maintain 
an  adequate  blood  pressure  without  metara- 
minol throughout  the  night,  and  the  next 
morning  (June  8,  1961)  one  of  us  (B.  B.) 
was  called  to  see  the  patient  for  a medical 
evaluation.  Blood  was  immediately  drawn 
to  rule  out  electrolyte  depletion  secondary 
to  chlorothiazide  administration.  Other 
possible  etiologic  factors  were  investigated, 
such  as  adrenal  insufficiency  and/or  cere- 
bral, myocardial,  or  pulmonary  infarction. 
Her  blood  pressure  appeared  improved,  and 
by  11:45  a.m.  the  metaraminol  drip  was 
discontinued,  with  the  patient’s  blood  pres- 
sure stabilized  at  170/70.  Within  the  next 
hour,  however,  the  patient  developed  grand 
mal  seizures  and  lapsed  into  a semicomatose 
state.  Her  blood  pressure  was  90  by  pedpa- 


tion,  sbe  was  completely  unresponsive,  and 
she  was  placed  on  the  critically-iU  fist.  The 
cause  of  the  change  in  the  patient’s  status 
was  considered  by  the  consultant  neurologist 
to  be  obscure  and  possibly  related  to  an  intra- 
cerebral process. 

The  vasopressor  drip  was  restarted  im- 
mediately, with  50  mg.  of  metaraminol  in 
500  cc.  of  5 per  cent  glucose  and  water. 
Laboratory  reports  revealed  a sodium  of  121 
and  a potassium  of  3.4  mEq.  per  liter. 
Her  chlorides  were  78.4  mEq.  per  liter. 
The  patient’s  condition  remained  critical, 
she  did  not  respond  when  spoken  to  and  she 
was  very  restless  for  the  next  twelve  hours. 
The  administration  of  500  cc.  of  5 per  cent 
saline  solution  with  45  mEq.  of  potassium 
chloride  and  25  mg.  of  Solu-Cortef  was 
started  immediately  intravenously  to  replace 
the  marked  sodium,  potassium,  and  chloride 
loss  and  to  support  the  adrenals  in  the  event 
of  primary  or  relative  adrenal  insufficiency. 
This  was  followed  by  an  excellent  response, 
allowing  the  blood  pressure  to  be  maintained 
at  110/220  to  60/70  in  the  absence  of 
metaraminol  which  was  discontinued  five 
hours  after  the  infusion  was  started.  The 
patient  was  less  restless  but  still  not  respon- 
sive. The  next  morning  she  appeared  more 
alert  and  somewhat  improved.  In  the 
afternoon  she  responded  to  the  spoken  word, 
although  she  still  did  not  speak  spontane- 
ously. The  sodium  by  that  time  had  risen 
to  129  and  the  potassium  to  4 mEq.  per 
liter.  The  next  morning,  following  further 
electrolyte  replacement,  the  patient  was 
awake,  although  somewhat  confused  and 
amnesic  for  recent  events,  but  she  remem- 
bered her  name.  A day  later,  ninety-six 
hours  after  surgery,  the  patient  was  alert 
and  weU,  and  her  sodium  was  142  and  her 
potassium  was  3.8  mEq.  per  liter.  The 
patient  then  continued  to  show  slow  but 
steady  improvement.  There  was  some  de- 
layed transaminase  elevation  and  minor 
S-T  wave  changes  on  the  electrocardiogram. 
This  was  thought  to  be  due  to  coronary 
insufficiency  and/or  fiver  necrosis  secondary 
to  the  prolonged  hypotension  which  the 
patient  had  endured.  On  the  day  before 
discharge  she  was  re-examined  by  the  con- 
sultant neurologist.  He  found  the  patient 
alert  and  without  complications.  Her  in- 
tellectual functioning  seemed  adequate  ex- 
cept for  anmesia  for  the  immediate  pre-  and 
postoperative  period.  Her  electroencepha- 
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logram,  however,  remained  abnormal,  as 
manifested  by  theta  and  delta  wave  ac- 
tivity. The  patient  was  discharged  twenty- 
four  days  after  admission  in  good  condition. 

Comment 

Chlorothiazide  is  primarily  a diuretic 
agent.  It  is  a nonmercurial  heterocycUc 
acid  which  is  as  effective  orally  as  paren- 
terally.^  It  has  been  shown  that  chloro- 
thiazide potentiates  the  action  of  ganglionic 
blocking  agents  and  may  even  lower  blood 
pressure  when  given  alone  to  hypertensive 
patients.  It  has  no  hypotensive  effect  if 
given  to  normotensive  patients. 

There  are  two  actions  of  chlorothiazide 
which  may  explain  the  occurrence  of  un- 
toward reactions  during  the  administration 
of  anesthesia  or  in  the  postanesthetic  period; 

1.  Crosley  et  al.^  have  demonstrated  that 
hypotension  occurring  after  the  administra- 
tion of  chlorothiazide  is  associated  with  a 
decrease  in  the  pressure  of  the  right  side  of 
the  heart  and  the  cardiac  output.  They 
claim  that  this  decrease  in  the  pressure  of 
the  right  side  of  the  heart  is,  in  all  probabil- 
ity, due  to  the  depletion  of  right-sided  vol- 
ume and  a reduction  of  tissue  pressure 
secondary  to  the  interstitial  fluid  loss  result- 
ing in  a fall  of  the  filling  pressure  of  the 
right  side  of  the  heart.  The  discontinuance 
of  chlorothiazide  results  in  the  prompt 
restoration  of  blood  pressure  and  extracel- 
lular volumes  in  from  forty-eight  to  seventy- 
two  hours  after  the  discontinuance,  provided 
that  an  adequate  amount  of  salt  is  permitted 
in  the  diet. 

2.  Aleksandrow,  Wysznacka,  and  Gajew- 
ski®  reported  that  a short  course  of  chloro- 
thiazide treatment  reduced  considerably  the 
pressor  effect  of  a norepinephrine  infusion 
in  patients  with  mild  arterial  hypotension. 
This  may  be  owing  to  the  reduction  of 
sodium  content  in  the  arteriolar  wall,  caused 
by  the  administration  of  chlorothiazide. 

Price,^  on  the  other  hand,  pointed  out 
that  with  regard  to  anesthetic  agents  the 
myocardial  and  peripherovascular  respon- 
siveness to  norepinephrine  was  found  to  be 
within  normal  limits  during  cyclopropane 
anesthesia  but  was  reduced  during  anesthesia 
with  halothane  and  diethyl  ether.  It  can 
be  assumed  that  the  same  reduction  of 
responsiveness  to  norepinephrine  occurs  also 
with  other  anesthetic  agents. 


In  reviewing  the  patient’s  case  history, 
one  is  impressed  by  the  fact  that  no  member 
of  the  surgical  te£un  who  participated  in  the 
care  of  the  patient  considered  the  complica- 
tions that  may  occur  in  a patient  on  chloro- 
thiazide therapy,  namely,  the  inability  to 
maintain  an  adequate  blood  pressure  owing 
to  the  lack  of  response  to  pressor  agents  in 
the  presence  of  electrolyte  depletion.  De- 
spite the  fact  that  it  was  noted  that  the 
patient  was  hypertensive  and  had  been 
treated  with  chlorothiazide,  the  drug  was  not 
discontinued  and  was  given  the  afternoon 
before  and  early  in  the  morning  of  the  day 
of  surgery.  Crandell^  showed  that  only 
after  chlorothiazide  has  been  discontinued 
for  three  to  four  days  did  dogs  regain  their 
normal  pressor  response  to  norepinephrine. 

In  addition,  no  treatment  was  instituted 
when  the  patient’s  blood  pressure  feU  dining 
surgery  from  165/100  to  120/80  mm.  Hg 
throughout  most  of  the  procedure.  Only 
in  the  recovery  room,  when  the  blood  pres- 
sure fell  to  a systolic  pressure  of  70,  was 
therapy  started,  first  with  a small  dose  of 
phenylephrine  hydrochloride  and  then  with 
a metareuninol  drip  of  only  10  mg.  per  500 
cc.  of  5 per  cent  glucose  and  water.  The 
dose  of  vasopressor  was  obviously  too  small 
to  maintain  the  blood  pressure  continuously 
at  adequate  levels.  A short  period  of  hypo- 
tension, after  vasopressors  were  stopped, 
may  have  caused  the  grand  mal  seizure. 
Only  after  the  electrolytes  were  examined, 
twenty-four  hours  after  surgery,  and  treat- 
ment instituted,  was  it  possible  to  maintain 
the  blood  pressure  with  vasopressors  ade- 
quately. It  took  seventy-two  hours  after 
the  last  administration  of  chlorothiazide  to 
maintain  the  blood  pressure  without  vaso- 
pressors. This  may  have  been  due  to  the 
complete  excretion  of  the  chlorothiazide  and 
to  adequate  electrolyte  replacement. 

This  experience  certainly  supports  the 
recommendation  that  chlorothiazide  should 
be  discontinued  from  four  to  five  days  before 
any  major  operation.  Patients  receiving 
this  drug  should  have  electrolyte  determina- 
tion and,  preferably,  a blood  volume  deter- 
mination before  undergoing  surgery.  Any 
deficiency  of  electrolytes  should  be  corrected 
before  smrgical  intervention.  This  recom- 
mendation applies  equally  in  cases  of  surgi- 
cal emergencies.  In  addition,  if  the  patient 
was  receiving  chlorothiazide  therapy  re- 
cently, supportive  treatment  with  vasopres- 
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sors  of  adequate  strength  is  essential  during 
the  operative  and  postoperative  periods. 


Summary 

The  anesthetic  and  postanesthetic  haz- 
ards to  patients  on  chlorothiazide  (Diuril) 
therapy,  as  well  as  the  modes  of  action  of 
the  drug,  have  been  described.  A case  has 
been  reported  of  a hypertensive  patient  on 
chlorothiazide  therapy  who  underwent  elec- 
tive surgery  for  hypertrophy  of  the  breasts, 
followed  by  hypotension  and  shock  due  to 
the  electrolyte  depletion  and  pressor  block- 
ing effects  of  chlorothiazide.  It  is  recom- 
mended that  a four-to-five  day  period  elapse 
prior  to  surgery  in  any  patient  who  receives 
chlorothiazide  to  allow  for  the  elimination 


Liquor  not  so  hot 


Far  from  warming  an  imbiber,  an  alcoholic 
drink  may  make  his  body  temperature  drop. 

That  cold  fact  is  reported  in  the  February 
Today’s  Health.  The  article  states  “The  false 
sensation  of  warmth  is  produced  by  the  fact 
that  alcohol  diverts  body  heat  to  the  face  and 
skin,  causing  the  drinker  to  flush,  and  perhaps 
even  to  perspire.  Below  the  skin  surfaces, 
however,  he’s  just  as  cold  or  colder  than  before 
he  had  a drink.” 

Extensive  studies  conducted  by  the  Yale 
Center  of  Alcohol  Studies  also  show  that 
alcoholics  and  those  who  drink  immoderately 
have  appreciably  shorter  life  expectancies,  the 
article  said.  However,  the  studies  show  that 
moderate  drinkers  live  just  as  long  but  no 
longer  than  abstainers. 

Personality  aspects  of  drinking  also  were 
cited.  British  psychologists  have  shown  con- 
clusively that  a given  amount  of  alcohol  has 


of  this  drug  and  that  steps  be  taken  to  cor- 
rect electrolyte  depletion  if  it  is  present 
before  surgery. 
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appreciably  more  effect  on  extroverts  than 
introverts.  These  researchers  found  that 
extroverts  were  far  more  likely  to  have  their 
physical  coordination  and  mental  reflexes 
impaired  by  drinking,  even  when  comparatively 
moderate  amounts  were  taken. 

Studies  at  Washington  University  involving 
780  men  and  women  showed  that  the  personality 
of  the  drinker  tends  to  differ  from  that  of  the 
abstainer,  the  article  continued. 

Drinkers  were  found  to  be  more  selfish 
and  materialistic  than  the  teetotalers.  They 
were  also  more  tolerant,  more  affectionate, 
and  more  impulsive.  On  the  other  hand, 
drinkers  tended  to  be  moodier,  less  optimistic, 
and  more  subject  to  boredom  and  restlessness. 

Another  study  by  Edith  Lisansky,  M.D.,  of 
Yale  University,  indicates  that  a drink  does  not 
always  lift  one’s  spirits.  “Alcohol  may  affect 
the  same  person  quite  differently  at  different 
times.  Under  some  circumstances,  taking  a 
drink  wards  off  and  banishes  mild  feelings  of 
depression  and  anger;  under  other  conditions, 
it  may  increase  such  feelings.” 
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Acute  Glomerulitis 
with  Nephrotic  Syndrome 
Occurring  During 
Steroid  Therapy 

HENRY  TULGAN,  M.D. 
Albany,  New  York* 
JOHN  J.  GARRETT,  M.D. 
Albany,  New  York 

From  the  Medical  Service,  Albany  Veterans 
Administration  Hospital,  and  the  Department 
of  Medicine,  Albany  Medical  College 


T HE  NEPHROTIC  SYNDROME  is  a well- 
recognized  clinical  entity  in  which  the 
characteristic  findings  include  hypoprote- 
inemia,  proteinuria,  edema,  and  hyperli- 
poidemia.  Hypertension,  hematuria,  or 
azotemia  may  or  may  not  be  present. 

Although  the  causes  are  diverse  and 
varied,  there  is  significant  accumulation  of 
data  which  suggests  that  in  the  majority 
of  cases  the  initial  renal  insult  is  either  of 
the  auto-immune  or  hypersensitivity  type,  ^ 
The  following  is  a list  of  causes. 

Poststreptococcal  glomerulonephritis 
Lupus  erythematosus 
Polyarteritis  nodosa 
Dermatomyositis 
Diabetic  glomerulosclerosis 
Serum  sickness 

Bee  sting,  pollen,  poison  oak,  poison  ivy  sen- 
sitivities 

Malaria,  syphilis,  amyloidosis,  myeloma 
Heavy  metal,  methadione  poisoning 

♦ Present  address;  East  Street  Medical  Building,  Pittsfield, 
Massachusetts. 

Read  before  the  Albany  Research  Club,  affiliated  with  the 
American  Federation  for  Clinical  Research,  November  16, 
1961. 


Renal  vein  thrombosis 
Constrictive  pericarditis 
Schoenlein-Henoch  purpura 
Idiopathic  conditions 

Paralleling  the  growth  of  knowledge 
concerning  the  nephrotic  syndrome  has 
been  the  characterization  of  the  adreno- 
cortical hormones  as  possessing  anti-inflam- 
matory properties  which  in  both  clinical  and 
experimental  circumstances  appear  capable 
of  suppressing  some  auto-immune  or  hyper- 
sensitivity reactions. 

That  these  two  areas  of  interest  should 
touch  on  each  other  is  not  surprising,  and 
it  is  the  opinion  of  some  investigators  that 
steroids  are  the  treatment  of  choice  in 
many  instances  in  the  nephrotic  syndrome, 
particularly  when  the  histologic  lesion 
indicates  early  or  membranous  glomeru- 
lonephritis. 

It  is  therefore  of  more  than  passing 
interest  to  report  the  development  of  the 
classical  picture  of  the  nephrotic  syndrome 
in  2 patients  who  received  steroid  therapy 
for  unrelated  conditions.  To  our  knowl- 
edge such  an  observation  bas  not  been 
recorded  previously. 

Case  reports 

Case  1.  A thirty -three-year-old  white 
male  meat  cutter  was  admitted  to  the  Albany 
Veterans  Administration  Hospital  on  May  29, 
1961,  with  a chief  complaint  of  edema  of  eight 
days  duration.  Ten  years  previously  a 
diagnosis  of  chronic  ulcerative  colitis  had 
been  made  following  a barium  enema  and 
sigmoidoscopy  at  an  Army  hospital.  After 
discharge  from  the  service,  the  patient  had 
been  seen  regularly  at  the  Veterans  Ad- 
ministration Hospital  outpatient  facihties 
and  by  his  family  physician.  He  had  been 
maintained  on  a low-residue  diet,  anti- 
spasmodics,  and  tranquilizers,  but  because 
of  the  persistence  of  mucous  bloody  diarrhea, 
early  in  1958  he  was  started  on  steroid 
therapy  which  initially  consisted  of  hydro- 
cortisone, 75  mg.  daily.  During  the  ensuing 
three  years  he  had  taken  other  oral  steroids 
in  equivalent  doses,  and  for  one  year  prior 
to  admission  he  had  been  taking  dexa- 
methasone,  0.75  mg.  three  times  a day. 
It  is  noteworthy  that  little  or  no  effect  was 
seen  in  the  nature  or  frequency  of  his  bowel 
movements  with  this  therapy. 

Eighteen  months  prior  to  admission  a 
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decision  had  been  made  to  start  the  patient 
on  liothyronine,  25  micrograms  three  times 
a day,  to  “block  any  deleterious  effect 
adrenocortical  steroids  might  have  on  thy- 
roid function.”  One  year  prior  to  admission 
a diffuse  acneiform  skin  rash  and  purple 
abdominal  striae  were  noted,  but  no  change 
in  therapy  was  made.  Two  and  one-half 
weeks  prior  to  admission  the  patient  had 
a sudden  onset  of  a sore  throat  and  fever  of 
102  F.  He  was  seen  by  a private  physician, 
given  an  intramuscular  dose  of  an  antibiotic 
(presumably  penicilUn),  and  placed  on  a 
four-day  course  of  this  medication  by 
mouth.  Eight  days  prior  to  admission  he 
noted  the  onset  of  ankle  swelling.  He  was 
placed  on  oral  diuretics  by  his  family 
physician  with  no  improvement  and  with 
the  progressive  development  of  anasarca 
and  a weight  gain  of  30  pounds.  During 
this  period  the  patient  noted  that  his  urine 
became  dark.  He  noted  urinary  frequency 
but  only  voided  small  amounts.  He  also 
noted  nocturia  from  three  to  four  times 
nightly.  He  complained  further  of  a feeling 
of  tightness  in  his  lower  anterior  chest,  with 
a moderate  shortness  of  breath  and  a two- 
pillow  orthopnea.  He  had  been  given  an 
intramuscular  diirretic  by  his  family  phy- 
sician four  days  prior  to  admission  with  a 
mild  diuresis  and  was  referred  for  inpatient 
care.  The  past  history  and  a review  of 
available  records  revealed  that  the  patient 
had  no  previous  cardiorenal  complaints,  nor 
had  he  any  previous  abnormal  minalyses. 
He  denied  ever  having  had  scarlet  fever  or 
kidney  disease  as  a child.  The  remainder  of 
the  history  is  pertinent  only  in  that  the 
patient  had  undergone  a herniorrhaphy  in 
1953. 

Physical  examination  revealed  a well- 
developed,  markedly  edematous  white  male 
who  appeared  somewhat  Cushingoid.  His 
temperatme  was  98.6  F.;  pulse,  110;  respira- 
tions, 20;  blood  pressure,  175/98;  and 
weight,  225  pounds. 

The  skin  revealed  a diffuse  acneiform  rash 
with  numerous  small  furuncles  and  purple 
striae  over  the  lower  abdomen.  There  was 
shght  periorbital  edema.  The  optic  fundi 
were  normal.  The  throat  was  reddened  but 
without  exudate.  The  neck  veins  were  not 
engorged,  there  was  no  cervical  lymphade- 
nopathy,  and  the  thyroid  was  of  normal  size. 
An  examination  of  the  chest  revealed  a 
shght  dullness  to  percussion  at  both  bases. 


but  breath  soimds  were  clear  throughout. 
The  heart  was  not  enlarged,  the  aortic 
second  sound  was  greater  than  the  pulmonic 
second  sound,  and  the  rhythm  was  regular, 
with  a soft  systohc  murmur  at  the  apex. 
The  abdomen  was  normal.  The  back  re- 
vealed a trace  of  edema,  and  there  was  no 
costovertebral  angle  tenderness.  The  gen- 
itaha  were  normal.  A rectal  examination 
revealed  a fair  sphincter  tone.  The  prostate 
was  normal,  and  there  were  no  masses. 
There  was  a 4 plus  pedal  edema  and  1 plus 
edema  to  the  thighs.  A neirrologic  examina- 
tion revealed  no  abnormaUties. 

A hemogram  on  admission  was  normal 
except  for  a sedimentation  rate  of  34.  An 
initial  urinalysis  revealed  a dark-cloudy 
urine  with  a pH  of  5,  a specific  gravity  of 
1.013,  and  an  albirminmia  of  4 plus.  Micro- 
scopic findings  included  many  red  blood  cells 
and  an  occasional  white  blood  and  epithelial 
cell  per  high-power  field.  A VDRL  floccu- 
lation test  indicated  negative  results.  Fur- 
ther laboratory  data  revealed  a fasting 
blood  sugar  of  70,  a two-hour  postprandial 
blood  sugar  of  105,  and  blood  urea  nitrogen 
of  36  mg.  per  100  ml.  The  creatinine  was 
2 mg.,  the  total  protein  5.1  Gm.  (the  albumin 
was  2.8  Gm.),  the  cholesterol  353  mg. 
(normal  is  from  150  to  265  mg.),  and  the 
bilirubin  was  0.8  mg.  per  100  ml.  The 
thymol  turbidity  was  3 units,  and  the 
cephaUn  flocculation  was  1 plus.  The 
calcium  was  8.6  mg.  per  100  ml.  (normal  is 
from  9.5  to  11  mg.  per  100  ml.),  phosphorus 
was  4.8  mg.  per  100  ml.  (normal  is  from  2.6 
to  4.2  mg.  per  100  ml.),  and  the  alkaline 
phosphatase  was  2.73  Bodansky  units. 
The  antistreptolysin  type  O titer  was  100 
Todd  units  and  showed  no  serial  rise.  The 
C -reactive  protein  indicated  negative  find- 
ings. A throat  culture  revealed  no  patho- 
gens. Stool  examinations  for  occult  blood 
indicated  moderately  positive  findings  on 
occasion.  Stools  for  fat  were  normal,  and 
no  ova  or  parasites  were  isolated.  An  elec- 
trocardiogram was  within  normal  Umits,  as 
was  an  x-ray  film  of  the  chest. 

A twenty-four-hour  inrine  protein  excre- 
tion on  admission  was  9.4  Gm.  The  sodimn 
excretion  was  63  and  the  potassium  was  80 
mEq.  per  volume  (which  was  1,350  ml.). 
The  creatinine  clearance  shortly  after  ad- 
mission was  49  ml.  per  minute.  Significant 
laboratory  values  are  siunmarized  in  Table 
I. 
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TABLE  I.  Nephrotic  syndrome  during  steroid  therapy 
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The  patient  was  placed  initially  on  a 
500-mg.  sodium  low-protein,  low-residue 
diet  and  a program  of  modified  bed  rest. 
Despite  the  fact  that  he  was  taking  a steroid 
preparation,  which  is  described  as  low  in 
fluid-retaining  properties  and  having  diuretic 
potential,®  a decision  was  made  to  taper  off 
the  administration  of  the  drug.  This  was 
done  over  a ten-day  period  without  signifi- 
cant change  in  the  patient’s  bowel  status. 
Since  no  adequate  reason  for  thyroid  therapy 
was  felt  to  be  present,  this  drug  was  also 
discontinued  over  a similar  period  of  time. 

Four  weeks  following  the  discontinuation 
of  hormones,  the  protein-bound  iodine  was 
3.4  micrograms  per  100  ml.,  a low  normal 
for  this  laboratory.  A twenty-four-hour 
urine  collection  following  the  discontinua- 
tion of  steroids  revealed  a 17-ketosteroid 
excretion  of  11.5  mg.  and  a 17-hydroxy- 
corticosteroid  excretion  of  4.3  mg.  per 
specimen,  both  of  which  are  normal  for  this 
laboratory.  A single  lateral  view  of  the 
sella  turcica  revealed  no  abnormality,  and  a 
skeletal  survey  showed  no  evidence  of 
osteoporosis.  Accordingly,  no  further  en- 
docrine studies  were  considered. 

On  the  program  of  therapy  outlined, 
with  two  doses  of  a mercurial  diuretic,  the 
patient  eliminated  30  pounds  by  diuresis 
over  this  period  and  became  relatively 
asymptomatic.  His  blood  pressure  re- 
turned to  normotensive  levels,  and  he  be- 
came clinically  free  of  fluid  accumulation. 

Further  tests  of  renal  function  included  a 
clean  catch  midstream  quantitative  urine 
culture  which  revealed  no  growth;  a Fish- 
berg  concentration  test  with  values  of  1.017, 
1.015,  and  1.017;  and  a phenolsulfonphthal- 
ein  excretion  test  with  values  of  25  per  cent 
excretion  in  the  first  fifteen  minutes,  25  per 
cent  in  the  second  fifteen  minutes,  12  per 
cent  at  sixty  minutes,  and  9 per  cent  at  one 
hundred  and  twenty  minutes  for  a total  of 
71  per  cent.  Several  lupus  erythematosus 
preparations  were  negative. 

As  a further  diagnostic  measure,  a left 
renal  biopsy  was  performed  on  June  8,  1961. 
A fair  number  of  acute  inflammatory  cells 
were  noted  infiltrating  the  glomerular  tufts. 
They  were  occasionally  found  within  the 
lumen  of  Bowman’s  space.  The  convoluted 
tubules  showed  precipitated  eosinophilic 
material  within  their  lumina  and  smaller 
amounts  of  similar  material  were  noted  in 
the  collecting  tubules  represented  in  the 
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FIGURE  1.  Case  1.  Photomicrograph  of  renal 
biopsy. 


specimen.  The  tubular  lumina,  however, 
contained  only  a rare  polymorphonuclear 
leukocyte.  More  often,  syncytial  masses  of 
desquamated  epitheliiun  were  found  in  a few 
of  the  distal  convoluted  tubules  and  in  many 
of  the  collecting  tubules.  The  tubules  also 
often  presented  brown  pigment  in  the  cyto- 
plasm of  their  lining  epithelial  cells.  The 
interstice  in  one  situation  contained  a collec- 
tion of  chronic  inflammatory  cells  in  intimate 
association  with  a vein.  Many  acute  in- 
flammatory cells  were  noted  within  this 
focus,  and  elsewhere  in  the  interstitium  a 
few  inflammatory  cells,  both  acute  and 
chronic,  were  noted.  The  biopsy  was  felt 
to  be  compatible  with,  although  not  diag- 
nostic of,  acute  glomerulonephritis  (Fig.  1). 

Serial  evaluations  of  renal  function  over  a 
one-month  period  of  hospitalization  re- 
vealed the  blood  urea  nitrogen  to  fall  to 
19  mg.  and  the  creatinine  to  1.7  mg.  per 
100  ml.  The  creatinine  clearance  rose 
progressively  to  90  ml.  per  minute,  but  a 
twenty-four-hour  urinary  excretion  of  pro- 
tein varied  from  4.3  to  8 Gm.  Serial 
routine  urinalyses  showed  persistent  4 plus 
albuminuria  but  a marked  diminution  in  the 
microscopic  hematuria.  An  intravenous 
pyelogram  which  was  performed  during  the 
hospital  stay  was  normal.  A repeat  serum 
protein  which  was  obtained  just  prior  to 
discharge  was  6 Gm.,  with  an  albumin  of 
2.6  Gm.  per  100  ml. 

While  he  was  hospitalized,  a re-evaluation 
of  the  patient’s  lower  bowel  disease  was 
performed.  A sigmoidoscopy  to  25  cm. 
revealed  minimal  bowel  friability  and  a 
mucous  secretion  without  evident  ulcera- 
tion. A barium  enema  revealed  a tabulation 


of  the  sigmoid  and  descending  colon,  with  no 
full  development  of  the  rectal  ampulla  and 
an  “ironing  out”  of  the  mucosa.  On  a 
program  of  diet  and  antispasmodics,  the 
patient’s  bowel  problem  was  as  well  com- 
pensated as  it  had  been  on  steroid  therapy. 

Because  of  family  pressure,  the  patient 
was  eager  for  an  early  discharge  from  the 
hospital.  One  week  prior  to  discharge  he 
was  fully  ambulated  and  was  placed  on  a low- 
residue  diet  without  salt  or  protein  restric- 
tion. He  did  not  reaccimmlate  edema,  nor 
were  there  any  other  deleterious  clinical  or 
laboratory  results.  Accordingly,  he  was 
discharged  on  June  27,  1961,  to  continue  his 
convalescence  at  home. 

Case  2.  A forty-six-year-old  white  male 
locomotive  engineer  had  a fourteen-year 
history  of  progressive  dyspnea  and  cough, 
with  multiple  episodes  of  acute  broncho- 
pulmonary infections.  The  dyspnea  had 
recently  become  incapacitating,  and  orthop- 
nea and  ankle  edema  had  developed.  He 
had  received  extensive  and  varied  antibiotic 
and  bronchodilator  therapy  over  the  pre- 
ceding ten  years.  Because  of  the  increasing 
severity  of  his  complaints,  the  patient  was 
admitted  to  the  Albany  Veterans  Adminis- 
tration Hospital  for  the  first  time  on  August 
3,  1959. 

The  patient’s  past  history  revealed  only 
that  he  had  probably  had  an  attack  of 
epidemic  hepatitis  during  World  War  II. 
On  physical  examination,  he  was  a severely 
dyspneic  white  male  who  appeared  chroni- 
cally ill.  His  temperature  was  100  F.; 
pulse,  120;  and  blood  pressure,  126,90. 
His  respiratory  motion  was  primarily  ab- 
dominal, with  a marked  anterior  chest 
expansion.  Diffuse  rhonchi  were  heard  over 
both  lung  fields.  Aside  from  a trace  of  ankle 
edema,  there  were  no  other  significant  ab- 
normalities. 

The  admission  laboratory  data  revealed  a 
hemoglobin  of  17.5,  a hematocrit  of  58,  and 
a white  blood  cell  count  of  11,100,  with  a 
shift  to  the  left.  A urinalysis  revealed  a 
specific  gravity  of  1.020,  no  albumin  or 
sugar  was  noted,  and  there  were  from  6 to 
10  white  blood  cells  per  high-power  field 
microscopically.  Nonprotein  nitrogen,  fast- 
ing blood  sugar,  and  electrolytes  were  aU 
within  normal  limits.  A VDRL  flocculation 
test  indicated  negative  results.  Sputum 
consistently  yielded  pneumococcus,  and 
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numerous  cultures  were  negative  for  acid- 
fast  organisms.  An  electrocardiogram  was 
consistent  with  chronic  pulmonary  disease. 
An  x-ray  film  of  the  chest  revealed  advanced 
pulmonary  emphysema  without  generalized 
infiltration. 

Shortly  after  admission,  the  patient  was 
started  on  antibiotic  therapy  consisting  of 
penicillin- V,  800,000  units  every  six  hours. 
His  pulmonary  insufficiency  worsened, 
and  an  elective  tracheostomy  was  done. 
This  procedure  afforded  some  symptomatic 
relief,  and  the  patient  was  able  to  leave  the 
hospital  for  several  two-day  home  visits. 
During  this  period  prednisone,  40  mg.  daily, 
was  administered  in  an  effort  to  reduce  the 
bronchospasm  and  improve  the  alveolar- 
capillary diffusion.  This  dosage  level  was 
slowly  decreased  to  30  and  later  to  20  mg. 
daily.  Forty  days  following  the  initiation  of 
steroid  therapy  the  patient  was  found  to 
have  developed  edema  and  petechiae.  Pro- 
teinuria, cylindruria,  and  microscopic  hema- 
turia were  noted.  The  nonprotein  nitrogen 
rose  to  75  mg.  per  100  ml.  Twenty-four-hour 
excretion  of  protein  was  3.5  Gm.  The  serum 
albumin  was  1.9  Gm.  per  100  ml.,  and  the 
antistreptolysin  type  O titer  was  100  Todd 
units.  The  significant  laboratory  data  are 
shown  in  Table  I. 

A diagnosis  of  nephritis  of  unknown 
etiology  was  made,  and  the  edema  was  con- 
trolled with  diuretics.  There  appeared  to  be 
slow  but  definite  improvement  in  the  renal 
findings,  with  a decrease  in  azotemia  and 
proteinuria.  However,  about  seventy  days 
following  the  initial  nephritic  onset,  the 
patient  developed  a fatal  overwhelming 
pneumonitis  which  did  not  respond  to  anti- 
biotic therapy  and  from  which  Pseudomonas 
aeruginosa  was  recovered. 

At  postmortem  examination  the  right 
kidney  weighed  150  Gm.,  and  the  left  kidney 
200  Gm.  The  capsules  were  thin,  and  both 
kidneys  were  pale.  The  cut  surfaces  were 
fiat,  and  the  cortices  averaged  0.5  cm.  in 
thickness.  There  was  a slight  blurring  of  the 
corticomeduUary  junction.  The  consistency 
of  the  tissue  was  essentially  unremarkable. 
The  medullas  were  relatively  dusky  purple 
in  color  but  otherwise  intact.  The  calyces, 
pelves,  irreters,  and  urinary  bladder  showed 
no  significant  gross  changes. 

Histologically,  the  basic  renal  architecture 
was  intact.  However,  all  the  glomeruli 
showed  some  increase  in  cellularity.  The 


FIGURE  2.  Case  2.  Photomicrograph  of  postmor- 
tem section  of  kidney. 


increase  was  productive  in  type  and  not 
exudative,  since  leukocytes  were  not  identi- 
fied. No  crescents  were  noted,  and  many 
of  the  glomerular  tufts  appeared  well  vascu- 
larized. A significant  thickening  of  the 
basement  membrane  was  not  identified. 
Proteinaceous  material  was  noted  within 
Bowman’s  space.  Many  of  the  tubules 
contained  reddish  or  yellowish  casts.  For 
the  most  part,  however,  the  tubular  epithe- 
lium was  unremarkable.  Occasionally,  how- 
ever, some  tubular  sloughing  was  noted 
about  the  casts,  particularly  in  Henle’s  loop. 
Some  vascular  congestion  was  also  noted. 
The  glomerular  congestion  was  judged  to  be 
a productive  glomerulitis.  The  tubular 
changes  were  not  felt  to  indicate  significant 
tubular  disease  (Fig.  2). 

Additional  findings  included  severe  con- 
fluent bronchopneumonia  with  a left  fibri- 
nous pleurisy  and  multiple  abscesses  of  the 
left  lower  lobe  of  the  lung,  diffuse  severe 
pulmonary  emphysema,  postnecrotic  cir- 
rhosis of  the  liver,  a calcified  cyst  of  the 
spleen,  and  a focal  hemorrhagic  necrosis  of 
the  adrenal  glands. 

Comment 

Although  an  histologic  examination  of  the 
available  material  in  both  patients  suggested 
the  diagnosis  of  acute  glomerulonephritis,  in 
neither  one  could  the  diagnosis  be  established 
with  certainty.  However,  the  clinical  picture 
of  the  nephrotic  syndrome  manifested  by 
signs  of  increased  permeability  of  the 
glomerular  membrane  was  unequivocally 
present  in  each.  At  the  outset  of  their  ill- 
nesses both  patients  were  taking  relatively 
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large  doses  of  steroid  preparations,  felt  to 
be  therapeutic  for  the  nephrotic  syndrome.^ 
Although  relapses  of  the  nephrotic  syndrome 
are  not  uncommonly  seen  during  steroid 
therapy,  to  our  knowledge  these  are  the  first 
reported  cases  where  it  occurred  de  novo. 
It  is  apparent  that  in  neither  case  was  this 
prevented  by  prior  maintenance  doses  of 
adrenocortical  hormones. 

In  view  of  the  vast  literature  concerning 
the  efficacy  of  ACTH  and  adrenocorti- 
costeroids  in  the  therapy  of  the  nephrotic 
syndrome,  these  cases  are  felt  to  be  note- 
worthy. It  would  be  presumptuous  to  imply 
from  only  2 case  reports  that  steroid  therapy 
is  not  indicated  in  the  therapy  of  the  ne- 
phrotic syndrome.  However,  it  is  felt  that  a 
definite  solution  to  this  problem  has  not 
been  achieved,  and  that  further  long-term 
evaluation  of  the  role  of  steroids  continues 
to  be  necessary. 


Summary 

We  have  reported  2 cases  of  the  nephrotic 
syndrome.  Both  cases  occurred  while  the 
patients  were  on  maintenance  steroid  ther- 
apy for  unrelated  conditions.  In  view  of 
the  reported  efficacy  of  steroid  preparations 
in  the  treatment  of  the  nephrotic  syndrome, 
these  cases  are  felt  to  be  of  more  than  passing 
interest. 
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Odd  food  cravings 


A nutritional  deficiency  or  a gland  disorder 
may  be  behind  a craving  for  strange  items, 
such  as  starch,  according  to  Robert  E.  Stone, 
M.D.,  of  Chicago,  who  is  affiliated  with  the 
Department  of  Nutrition  and  Metabolism  at 
Northwestern  University. 

In  the  question  and  answer  section  of  the 
January  26  Journal  of  the  American  Medical 
Association,  Dr.  Stone  stated  that  uncontrol- 
lable appetite  is  poorly  understood.  However, 
on  the  basis  of  experience,  most  patients  with 
odd  food  cravings  have  been  women  suffering 
anemia  due  to  loss  of  blood  and  small  children 


with  malnutrition  and  iron  deficiency  anemia. 
Three  patients,  all  with  the  same  type  of 
anemia,  had  different  cravings,  he  said.  One 
hungered  for  starch,  another  for  clay,  and  a 
child  for  dirt. 

A woman  with  a thyroid  condition  and 
anemia  craved  paper  and  rotten  wood,  while  a 
man  with  adrenal  cortex  failure  hungered  for 
raw  carrots.  All  of  these  patients  lost  their 
odd  appetites  when  properly  treated.  Dr. 
Stone  added. 

Unlike  animals,  which  are  known  to  select 
specific  substances  in  which  they  are  deficient, 
man  does  not  seem  to  be  able  to  make  appro- 
priate selections  when  in  need,  and  what  he 
obtains  depends  on  his  past  experiences  and 
what  is  available  to  him. 
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Erythema  Multiforme 
Exudativum  and  Arthritis 
Following  Infection 
with  Rubella 

ALICE  E.  FRUEHAN,  M.D. 

Albany,  New  York 

From  the  Department  of  Medicine, 
Albany  Medical  Center  Hospital 


Erythema  multiforme  exudativum 
(Stevens-Johnson  syndrome)  has  been  re- 
lated to  preceding  viral  infections,  including 
herpes  simplex  and  mumps.  ^ A self-limited 
form  of  polyarthritis  has  been  described  as  a 
complication  of  rubella  (German  measles). “ 
In  the  following  case  report  rubella  infection 
was  followed  by  both  erythema  multiforme 
exudativum  and  arthritis.  Moreover,  these 
severe  clinical  complications  did  not  respond 
to  steroids  until  greater  than  conventional 
doses  were  used,  and  recovery  was  com- 
plicated by  an  acute  condition  of  the  ab- 
domen that  required  surgical  intervention. 

Case  report 

The  patient,  a thirty-year-old  white  house- 
wife and  mother  of  six,  was  admitted  to  the 
Albany  Medical  Center  Hospital  on  April  24, 
1958,  complaining  of  sore  teeth,  sore  throat, 
and  pain  in  her  right  hip.  During  the  two 
weeks  prior  to  admission  two  of  the  patient’s 
children  had  a skin  rash  and  mild  systemic 
illness  diagnosed  as  German  measles  by  their 
pediatrician;  the  children  recovered  without 
sequelae.  Four  days  before  admission  the 
patient  noted  a similiar  generalized  macular, 
erythematous  rash.  Two  days  before  ad- 


mission her  rash  disappeared  but  she  de- 
veloped fever,  generalized  pain  in  her  jaws 
and  teeth,  swelling  of  the  gums  and  chin, 
and  a single  dark  purple  blister  on  her  chin. 
She  was  treated  with  an  injection  of  penicil- 
lin by  her  local  physician  and  referred  to  her 
dentist  who  diagnosed  pyorrhea. 

On  the  day  of  admission  the  patient  awoke 
with  severe  pain  on  motion  of  her  right  hip. 
During  the  day  she  noted  the  appearance  of 
several  purple  blisters  on  her  right  leg,  in- 
creased swelling  of  gums  and  face,  sore 
throat,  shaking  chills  and  fever,  and  aching 
pain  in  the  left  ankle.  The  only  medications 
during  the  week  preceding  admission  were  an 
occasional  Anacin  tablet  and  the  single  in- 
jection of  penicillin  that  was  given  after  the 
onset  of  symptoms. 

Her  family  history  was  negative  for 
arthritis,  but  the  patient’s  parents  and 
siblings  had  asthma.  The  patient  herself 
had  seasonal  asthma  and  thought  she  might 
be  allergic  to  ragweed;  no  other  allergies 
were  known.  She  had  noted  chronic  easy 
bruising  but  no  excessive  bleeding.  She 
denied  previous  arthritis,  skin  rash,  pleurisy, 
or  rubella.  Her  general  health  had  been 
excellent.  Her  obstetric  history  revealed 
two  abortions  and  six  full-term  pregnancies 
without  complications,  the  last  in  December, 
1957,  when  the  dented  consultant  had  noted 
gingivitis  and  dental  caries. 

On  admission  the  patient  appeared  toxic 
and  acutely  ill.  The  rectal  temperature  was 
102  F.  There  was  marked  swelling  of  the 
lower  face  and  jaws.  The  gums  were  swol- 
len, hemorrhagic,  and  oozing,  with  loss  of 
epithelium;  a white  margin  surrounded  the 
bleeding  edges.  A white  membrane  with  an 
erythematous  border  was  noted  in  tbe  center 
of  the  hard  palate.  Five  purple,  hemor- 
rhagic, acutely  tender  vesicles  of  varying 
sizes  were  noted  over  the  right  pretibial 
area,  and  single  similar  lesions  were  pres- 
ent over  the  face  and  extremities;  there  was 
no  butterfly  rasb.  No  conjunctivitis,  iritis, 
or  corneal  ulcerations  were  noted.  Large, 
firm  posterior  auricular  nodes  were  palpable, 
and  there  was  small,  generalized  lym- 
phadenopathy.  The  lungs  were  clear.  The 
heart  was  not  enlarged,  the  rate  was  regular 
at  108  per  minute,  and  no  murmurs  were 
heard.  The  blood  pressure  was  130/85. 
The  abdomen  was  nontender,  and  the  liver 
and  spleen  could  not  be  felt.  The  right  hip 
and  left  ankle  were  acutely  tender  on  pres- 
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FIGURE  1.  Hospital  course.  Rectal  temperature  shown  in  degrees  Fahrenheit.  Total  daily  dose  of 
adrenal  cortical  steroids  indicated  in  cortisone  equivalents. 


sure  or  motion  but  showed  no  signs  of 
swelling,  redness,  or  increased  warmth. 
There  were  no  other  skeletal  abnormalities, 
and  the  proximal  interphalangeal  joints  were 
not  enlarged.  Pelvic  and  rectal  examina- 
tions showed  negative  findings. 

Laboratory  data  on  admission  showed  a 
hematocrit  of  43,  a corrected  Wintrobe 
sedimentation  rate  of  36  mm.  per  hom,  and  a 
white  blood  count  of  11,450  with  8 juvenile 
neutrophils,  72  segmental  neutrophils,  16 
lymphocytes,  and  4 monocytes.  The  uri- 
nalysis revealed  2 plus  albumin,  4 plus  ace- 
tone, and  4 to  6 white  blood  cells  per  high- 
power  field  in  the  microscopic  sediment. 
Xhe  platelet  count  was  452,000  per  milhhter, 
the  prothrombin  time  was  40  per  cent  of 
normal,  bleeding  and  clotting  times  were 
within  normal  limits,  but  the  tourniquet 
test  gave  a strongly  positive  reaction. 
The  total  protein  was  7.2  Gm.  per  100 
ml.  with  3.6  Gm.  albumin  and  3.6  Gm. 
globulin  per  100  ml.  The  lupus  erythema- 
tosus cell  preparation  and  heterophil  ag- 
glutination test  results  were  negative,  the 
antistreptolysin  0 titer  was  166  Todd  units, 
and  the  C-reactive  protein  was  4 plus.  An 
electrocardiogram  showed  sinus  tachycardia 
and  nonspecific  T-wave  changes.  Cultures 


from  her  throat,  sputum,  and  gums  grew 
beta-hemolytic  streptococci;  no  Vincent’s 
organisms  were  present.  One  blood  culttu’e 
was  sterile,  another  grew  Proteus  in  the 
aerobic  flask  only,  which  was  considered  a 
contaminant.  Culture  of  the  fluid  from  a 
hemorrhagic  vesicle  was  negative  for  tuber- 
culosis and  showed  no  organisms  on  gram- 
stained  smear,  although  coliforms  and 
Bacillus  subtihs  grew  on  routine  culture. 

The  patient  was  started  on  peniciUin  and 
streptomycin  and  given  100  mg.  of  hydro- 
cortisone intravenously,  followed  by  cor- 
tisone acetate  100  mg.  intramuscularly  every 
eight  hours.  Twelve  hours  after  the  initia- 
tion of  therapy  the  tempera tiu-e  was  normal, 
and  striking  clinical  improvement  was  evi- 
dent (Fig.  1).  Her  joint  pain  was  reduced, 
and  the  oral  edema,  bleeding,  and  pain  had 
so  improved  that  she  was  able  to  eat  without 
distress.  The  steroid  therapy  was  changed 
to  60  mg.  of  oral  prednisone  daily.  For 
the  next  two  days  her  general  improvement 
continued,  with  clearing  of  the  skin  and 
mouth  lesions  and  disappearance  of  arthritic 
pain.  Her  temperature  hovered  between 
100  and  101  F.;  the  prednisone  was  reduced 
to  40  mg.  daily. 

On  the  fourth  hospital  day  the  patient 


860  New  York  State  Journal  of  Medicine  / March  15,  1963 


developed  recurrent  pain,  swelling,  redness, 
and  tenderness  in  both  ankles  and  elbows 
and  in  the  right  knee,  so  severe  that  meperi- 
dine hydrochloride  was  needed  for  relief. 
The  prednisone  dosage  was  raised  to  60  mg. 
daily,  but  by  the  fifth  hospital  day  the  joint 
symptoms  became  more  severe  and  the 
swelling,  heat,  and  redness  were  also  noted 
in  the  metacarpophalangeal  joint  of  the 
second  finger  on  the  left  hand.  The  gums 
and  skin  lesions  showed  continued  improve- 
ment, but  the  hard  palate  lesion  had  in- 
creased in  size.  The  temperature  rose  to 
102  F.  Cortisone  acetate  100  mg.  intra- 
muscularly every  eight  hours  was  substituted 
for  the  oral  prednisone.  By  the  sixth 
hospital  day  the  temperatme  was  103  F.; 
the  patient  lost  her  voice  and  could  speak 
only  in  a harsh  whisper.  She  could  not  eat 
because  of  severe  pain  on  swallowing  and 
complained  of  dilfuse  joint  pain.  At  this 
time  she  again  appeared  acutely  ill  and 
toxic.  No  new  skin  lesions  were  present, 
but  the  old  purple  vesicles  had  collapsed 
their  formerly  distended  capsules  and  de- 
veloped an  erythematous  ring  around  the 
edge  of  the  lesions.  The  metacarpophalan- 
geal joint  on  the  left  hand,  dorsum  of  the 
right  hand,  and  both  ankles  were  red,  hot, 
and  acutely  painful,  with  bluish  discolor- 
ations seen  beneath  the  skin;  over  the 
dorsum  of  both  feet  subcutaneous  ec- 
chymoses  were  present.  The  hard  palate 
lesion  showed  a further  increase  in  size, 
covered  by  a thin  white  membrane  and  edged 
by  an  erythematous  border.  Lesions  on 
the  lips  and  gums  showed  no  progression. 

Because  of  the  marked  clinical  deteriora- 
tion and  progression  of  disease  under  what 
should  have  constituted  adequate  therapy,  a 
more  vigorous  therapeutic  regimen  was 
initiated.  The  antibiotics  were  stopped 
because  of  the  remote  possibility  that  they 
might  be  potentiating  the  immimovascular 
phenomena,  and  strict  aseptic  precautions 
were  adopted.  The  patient  was  placed  in  a 
croupette  tent  with  steam  and  turned  and 
coughed  frequently.  Oral  intake  was 
stopped  and  warm  sterile  saline  mouth  rinses 
were  continued.  Cortisone  acetate  intra- 
muscularly was  increased  to  400  mg.  daily 
given  in  divided  doses  every  six  hours,  and 
the  patient  was  given  200  mg.  of  hydro- 
cortisone in  2 L.  of  intravenous  fluids  with 
vitamins  over  each  twenty-four-hour  period. 

Within  eight  hours  there  was  marked 


subjective  improvement,  and  the  tempera- 
ture feu  to  101  F.  Over  the  next  two  days 
she  continued  to  improve  subjectively,  the 
skin  lesions  showed  clearing,  temperature 
ranged  between  100  and  101  F.,  and  the 
intravenous  hydrocortisone  was  decreased 
and  discontinued.  The  white  blood  count 
rose  to  22,000  with  a shift  to  the  left,  the 
lungs  continued  clear  except  for  scattered 
rhonchi,  and  several  chest  x-ray  films 
showed  no  evidence  of  infiltration.  On  the 
ninth  hospital  day  a reduction  in  intra- 
muscular cortisone  was  begun,  reducing  by 
50  mg.  every  three  days.  By  the  tenth 
hospital  day  her  hoarseness  had  disappeared 
and  the  mouth  lesions  had  improved  to  the 
point  where  oral  fluids  were  well  tolerated. 
Her  temperature  varied  between  99  and  100 
F.  The  skin  lesions  and  pedal  ecchymoses 
showed  continued  resolution,  and  joint 
signs  and  symptoms  gradually  disappeared. 

On  the  fifteenth  hospital  day  the  patient 
suddenly  developed  severe  generalized  ab- 
dominal pain  and  nausea.  Examination 
revealed  diffuse  boardlike  abdominal  rigidity 
with  rebound  tenderness  and  markedly 
diminished  bowel  sounds;  the  white  blood 
count  was  64,000.  She  was  taken  to  the 
operating  room  where  an  abdominal  ex- 
ploration* showed  two  small  perforations 
on  the  antimesenteric  surface  of  the  terminal 
ileum,  with  free  purulent,  feculent  fluid  in 
the  peritoneal  cavity.  The  adjacent  bowel 
was  fibrin-coated  and  edematous.  Forty 
cm.  of  terminal  ileum  were  resected  to  8 
cm.  from  the  ileocecal  valve.  On  opening 
the  resected  specimen  five  punched-out 
ulcers  were  found,  roughly  oval  in  shape, 
with  longitudinal  axes  running  transversely 
and  conforming  to  the  site  of  Peyer’s 
patches;  the  sites  of  perforation  were  noted 
to  be  central  portions  of  these  ulcers,  and 
two  more  were  near  perforation.  The 
pathologic  report  t revealed  multiple,  sub- 
acute ulcers  of  the  ilevun,  with  focal  perfora- 
tion and  fibrinous  peritonitis.  Some  of  these 
ulcers  overlay  atrophic  lymphoid  tissue  in 
the  submucosa.  Lymph  nodes  showed  focal 
lipophagocytosis.  Special  stains  failed  to 
reveal  any  parasite  or  fungus.  There  was  no 
primary  vasculitis  identified.  Bacteriologic 
studies  yielded  only  Escherichia  coli. 

The  patient  was  given  supplementary 
intravenous  and  intramuscular  steroids  dur- 

* By  Samuel  Powers,  M.D. 

t Interpreted  by  Arthur  Stein,  M.D. 
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ing  surgery  and  tolerated  the  operative 
procedure  very  well.  Postoperatively  she 
received  penicillin  and  tetracycline,  and  the 
intreunuscular  cortisone  was  gradually  re- 
duced. On  the  fifth  postoperative  day  the 
patient  developed  signs  of  small-howel  ob- 
struction which  was  managed  successfully 
by  conservative  therapy.  Otherwise  her 
recovery  was  remarkably  uneventful,  and 
she  was  discharged  on  the  sixteenth  post- 
operative and  thirty -first  hospital  day. 

Four  weeks  after  her  discharge  the  patient 
had  a two-week  episode  of  hepatitis,  prob- 
ably related  to  the  blood  transfusions  re- 
quired during  surgery.  By  August,  1958, 
three  months  after  her  discharge  from  the 
hospital,  she  again  felt  completely  well  ex- 
cept for  frontal  headaches  occurring  with 
fatigue  and  relieved  by  Bufferin.  There  was 
an  occasioned  “catch”  in  the  right  hip  and 
rare  swelling  of  the  left  ankle,  but  no  other 
joint  symptoms.  Her  skin  was  completely 
clear  except  for  small  scars  at  the  sites  of 
the  former  hemorrhagic  vesicles.  She  did 
note  occasional  redness  in  her  tongue  furrows 
and  burning  after  eating  salt  or  tomatoes. 
All  her  teeth  were  extracted  without  exces- 
sive bleeding,  and  dentures  were  obtained. 
She  continued  to  note  easy  bruising. 

In  September,  1959,  she  started  a part- 
time  evening  job  in  addition  to  her  house- 
hold duties  in  caring  for  six  children,  and  she 
was  able  to  carry  both  without  fatigue  until 
August,  1960,  when  she  began  to  feel  tired 
on  arising  in  the  morning.  Also  at  this  time 
she  noted  the  first  return  of  her  asthma, 
which  was  controlled  with  oral  medication. 
She  began  to  note  early  morning  swelling  of 
the  dorsum  of  both  hands  and  fingers  with- 
out stiffness,  which  disappeared  as  the  day 
progressed,  and  occasional  episodes  of  brief, 
pleuritic  left  anterior  chest  pain.  When  she 
was  last  seen  in  September,  1960,  her  ap- 
petite was  good  and  her  weight  stable.  She 
looked  quite  well.  There  were  no  skin 
rashes,  but  small  scars  remained  at  the  sites 
of  former  skin  lesions.  The  proximal  inter- 
phalangeal  joints  were  prominent  but  not 
enlarged,  grips  were  good,  and  there  was  no 
joint  tenderness,  redness,  warmth,  or 
swelling.  A small  oval  patch  of  erythema 
with  a white  border  was  seen  surrounding 
the  prominent  anterior  median  furrow  on 
the  tongue;  otherwise  the  buccal  mucosa 
was  clear.  There  was  no  lymphadenopathy. 
The  remainder  of  the  physical  examination 


was  unremarkable.  Laboratory  studies  on 
September  26,  1960,  revealed  a normal 
hemogram,  sedimentation  rate,  and  uri- 
nalysis. Her  total  serum  protein  was  8.1 
Gm.,  with  5.2  Gm.  albumin  and  2.9  Gm. 
globulin  per  100  ml.  Paper  strip  electro- 
phoresis showed  a normal  serum  protein 
electrophoretic  pattern.  The  L.E.  cell 
preparation  result  was  negative,  and  serum 
glycoproteins  were  normal.  The  latex  ag- 
glutination test  for  rheumatoid  factor  gave 
negative  reactions  in  the  serum,  euglobulin, 
and  inhibition  steps. 

Comment 

Erythema  multiforme  exudativum  is  con- 
sidered a disease  of  hyper-reactivity  or  hy- 
persensitivity, but  its  etiology  remains  ob- 
scure. Reports  of  severe  mucocutaneous 
eruptions  of  varying  morphology  have  fol- 
lowed the  use  of  a variety  of  therapeutic 
agents,  including  sulfonamides,  penicillin, 
salicylates,  phenolphthalein,  barbiturates, 
bromides,  cinchophen,  and  antipyretics  (666 
cold  preparation).  1 These  drugs,  however, 
have  generally  been  given  for  vague  sys- 
temic symptoms  of  a nonspecific  nature 
which  may  in  themselves  bear  an  important 
relationship  to  the  subsequent  development 
of  erythema  multiforme  exudativum.®-® 
Evidence  has  accumulated  which  suggests 
that  the  relationship  of  viral  infections  to 
subsequent  erythema  multiforme  ex- 
udativum is  more  than  coincidental.  Herpes 
simplex,  mumps,  primary  atypical  pneu- 
monia, and  vaccinia  have  all  been  described 
preceding  this  condition.  ^ Morgan  and 
Finland®  isolated  herpes  virus  from  the 
lungs  of  a patient  with  a fatal  case  of  ery- 
thema multiforme  exudativum,  although 
these  results  could  not  be  reduplicated. 
Pneumonitis  that  is  indistinguishable  from 
primary  atypical  pneumonia  has  been  de- 
scribed in  erythema  multiforme  ex- 
udativum.^ Elevated  agglutination  titers 
for  cold,  psittacosis,  and  influenza  A and  B 
viruses  have  been  foimd  in  some  cases  of 
this  condition.®  To  my  knowledge,  ery- 
thema multiforme  exudativum  has  not 
previously  been  reported  following  infec- 
tion with  rubella. 

Arthritis  is  not  considered  a common 
manifestation  of  erythema  multiforme  ex- 
udativum®-® and  has  therefore  been  re- 
garded as  a separate  entity  in  this  case  re- 
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port.  Polyarthritis  involving  chiefly  the 
smaller  joints  has  been  reported  following 
rubella  infection,  and  is  accompanied  by 
changes  in  the  latex  agglutination  test  for 
rheumatoid  factor  in  the  majority  of  pa- 
tients tested.  **  This  patient  differed  from 
the  patients  with  rubella  arthritis  described 
by  Johnson  and  Hall  in  that  (1)  the  small 
finger  joints  were  not  initially  involved,  (2) 
severe  arthritis  was  present  in  a large  weight- 
bearing joint,  the  hip,  and  (3)  the  clinical 
course  was  more  fulminating.  It  is  doubtful 
that  the  arthritis  which  followed  rubella 
infection  in  this  patient  represented  a 
“latent”  case  of  rheumatoid  arthritis,  since 
she  had  no  further  signs  or  symptoms  of 
arthritic  disease  during  the  two  and  one-half 
years  following  her  illness,  and  there  were 
no  remaining  serum  or  serologic  ab- 
normalities to  suggest  such  a possibility. 

The  relationship  of  viral  infections  to  the 
collagen  diseases  in  general  remains  specula- 
tive. The  positive  latex  agglutination  test 
results  for  rheumatoid  factor  occurring  in 
patients  with  rubella  arthritis  led  Johnson 
and  HaU  to  suggest  that  rheumatoid  arthritis 
might  represent  a disease  “caused  by  a 
specific  type  of  virus  in  susceptible  persons. 
The  occurrence  of  both  erythema  multiforme 
exudativum  and  arthritis  following  rubella 
infection  in  this  patient  and  the  previously 
noted  association  of  both  diseases  with  pre- 
ceding viral  infections  suggest  a similar 
basic  mechanism.  Certain  “susceptible” 
individuals  may  be  capable  of  reacting  to 
viral  infection (s)  in  such  a way  as  to  produce 
the  clinical  manifestations  of  erythema 


Blue  shield  enrollment 

More  than  1,078,500  persons  enrolled  in  the 
74  Blue  Shield  Plans  located  in  the  United 
States  and  Canada  during  the  first  nine  months 
of  1962,  and  during  the  same  period  the  Plans 
paid  out  approximately  $706,900,000  for  care 


multiforme  exudativum,  of  arthritis,  or,  as 
in  this  case,  of  both  diseases. 

Summary 

A case  of  erythema  multiforme  exuda- 
tivum and  arthritis  is  described  which  fol- 
lowed infection  with  rubella  (German 
measles).  These  clinical  complications  are 
discussed  relative  to  the  preceding  viral 
infection. 
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rendered  to  members,  the  National  Association 
of  Blue  Shield  Plans  has  announced. 

The  national  association  said  in  its  report 
that  membership  in  the  74  Blue  Shield  Plans 
reached  50,200,787  as  of  September  30,  1962 — 
an  enrollment  of  one  out  of  every  four  Americans 
and  nearly  16  per  cent  of  the  total  Canadian 
population. 
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Aspirin  Poisoning 


Incident  1 

Toxic  Agent  Age  Sex 

Aspirin  2V2  years  Female 

While  the  parents  were  in  another  room, 
the  child  climbed  on  the  bathroom  sink  and 
obtained  the  aspirin  bottle  from  the  medi- 
cine cabinet.  She  swallowed  about  70 
VA-grain  aspirin  tablets.  Vomiting  was 
induced  immediately,  and  the  patient  was 
then  taken  to  a hospital  where  her  stomach 
was  lavaged  about  fifty  minutes  following 
the  ingestion.  The  laboratory  findings 
showed  that  the  blood  contained  16.4  mg. 
per  100  ml.  of  salicylate.  The  gastric 
content  salicylate  level  was  13.4  mg.  per 
100  ml. 

The  mother  related  to  the  interviewing 
Public  Health  mu'se  that  the  child  appeaired 
stuporous  soon  after  the  ingestion. 

In  spite  of  the  large  number  of  tablets 
and  the  overdosage,  the  patient  made  a 
rapid  and  uneventful  recovery. 

The  prevailing  opinion  at  the  present  time 
is  that  when  the  salicylate  level  is  below 
30  mg.  per  100  ml.,  no  treatment  is  indicated. 

While  this  particular  medication  was  a 
V'2-grain  flavored  tablet,  the  pharmaceutical 
industry  has  practically  standardized  the 
dosage  at  1 V4  grains. 

When  the  salicylate  level  is  above  50 
mg.  per  100  ml.,  specific  measures  are 
indicated,  such  as  the  correction  of  the 
electrolyte  balance,  exchange  transfusions, 
or  dialysis. 


Incident  2 

Toxic  Agent  Age  Sex 

Aspirin  Suppositories  4 months  Female 

This  four-month-old  infant  had  a cold 
four  days  prior  to  her  admission  to  the 
hospital.  A private  doctor  was  consulted, 
and  he  prescribed  an  antibiotic.  On  the 
night  of  the  occurrence  of  the  episode  the 
doctor  prescribed  aspirin  suppositories,  5 
grains,  to  be  given  every  four  hours  to 
reduce  the  temperature.  After  three  or 
four  dosages  of  this  medication  the  baby 
still  had  a high  temperature.  The  mother 
again  called  the  private  physician  for  advice, 
and  over  the  telephone  he  advised  giving  the 
aspirin  suppositories  every  two  hours. 
After  three  doses  on  the  revised  schedule 
the  patient  developed  labored  breathing, 
her  temperature  rose  to  104  F.,  and  she 
became  pale  and  had  recurrent  vomiting. 
The  physician  then  advised  hospitalization. 
The  child  was  admitted  to  a nearby  pro- 
prietary hospital  where  she  received  250  cc. 
of  saline  by  clysis.  A pediatrician  was 
consulted  who  advised  that  the  baby  be 
taken  to  a large  voluntary  hospital.  On 
admission  to  the  second  hospital  the  baby 
was  in  respiratory  distress  and  pale,  with 
respirations  45  to  50  per  minute,  heart  rate 
160  to  180  per  minute,  and  temperature  104  F. 
The  only  laboratory  data  reported  at  the 
time  of  the  patient’s  admission  to  the 
hospital  was  that  the  carbon  dioxide  was 
10.8  volumes  per  cent  and  that  the  urine 
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was  acid. 

After  five  days  of  hospitalization  and 
supportive  and  specific  therapy,  the  patient 
recovered  and  was  discharged  symptom- 
free. 

If  the  case  was  reported  accurately,  several 
questions  are  to  be  raised: 

1.  The  high  dosage  prescribed  and  the 
interval. 

2.  The  duration  of  treatment  on  this 
dosage. 

3.  Admission  of  the  patient  initially  to  a 
hospital  with  inadequate  clinical  fa- 
cilities. 

It  is  also  regrettable  that  the  hospital 
where  the  patient  was  treated  did  not  sub- 
mit detailed  information  on  interesting 
clinical  and  laboratory  observations. 

It  is  recommended  that  in  cases  of  sus- 
pected acute  poisoning,  physicians  should 
bear  in  mind  the  importance  of  adequate 
and  high  quality  care  rather  than  mere 
proximity  and  professional  convenience. 

May  we  also  re-emphasize  that  side- 
reactions  will  occur  regardless  of  the  route 
of  administration.  The  rectal  route  of 
administration,  because  of  more  rapid  ab- 
sorption, may  accentuate  toxic  reactions. 
This  has  been  noted  particularly  in  cases  of 
aminophyUine  administration. 

Incident  3 

Toxic  Agent  Age  Sex 

Aspirin  22  months  Female 

The  interviewing  Public  Health  nurse 
obtained  the  following  information  on  this 
fatal  case  of  aspirin  poisoning: 

HlThe  mother  stated  that  the  child  was 
playful  and  alert  on  Tuesday  evening  and 
slept  normally  that  night.  In  the  morning 
she  refused  aU  solid  food  and  appeared 
rather  thirsty  and  asked  for  water.  She 
went  back  to  sleep  for  four  hours,  and 
after  she  awoke  she  sat  quietly  on  the 
sofa.  The  mother  noticed  that  the  child 
was  having  difficulty  in  breathing  and  she 
rushed  her  to  the  hospital.  At  no  time  was 
the  mother  aware  of  the  child  having 
ingested  anything.  The  mother  stated  that 
they  were  not  allowed  to  have  aspirin  in 
the  home.  After  the  patient’s  hospitaliza- 
tion the  sister-in-law  revealed  the  presence, 
for  personal  use,  of  the  aspirin  in  the  home 
and  said  that  she  noted  that  tablets  were 
missing. 


On  admission  to  the  hospital  the  patient 
was  nauseous,  dyspneic,  and  stuporous.  She 
vomited  and  exhibited  marked  thirst.  The 
carbon  dioxide  combining  power  was  24 
mEq.  per  liter. 

Although  the  patient  was  treated  hero- 
ically in  the  hospital,  she  expired  two  days 
following  hospitalization. 

The  final  diagnosis  was  salicylate  in- 
toxication with  acidosis. 

Incident  4 

Toxic  Agent  Age  Sex 

Aspirin  53  years  Male 

This  patient  swallowed  100  5-grain  tablets, 
undoubtedly  with  a suicidal  intent. 

The  patient  had  abdominal  pains, 
vomited,  and  became  stuporous.  He  was 
taken  to  the  hospital,  and  the  stomach  was 
lavaged  with  saline  four  and  one-half 
hours  following  the  ingestion.  The  lab- 
oratory findings  showed  that  the  blood 
contained  13.4  mg.  per  100  ml.  salicylate, 
and  the  carbon  dioxide  combining  power 
was  17  mEq.  per  liter. 

The  patient  was  treated  with  Compazine 
5 mg.  three  times  daily.  After  one  day  in 
the  hospital  he  was  symptom-free,  but 
he  was  referred  for  psychiatric  observa- 
tion. 

Numerous  cases  of  the  ingestion  of  100 
aspirin  tablets  by  adults  and  adolescents 
have  been  reported  here  with  tinnitus  as 
the  most  important  symptom.  Patients 
become  symptom-free  following  stomach 
lavage  without  any  complications  or  resid- 
ual damage. 

On  the  other  hand,  fatalities  have  been 
reported  with  the  ingestion  of  similar  and 
smaller  amounts. 

Incident  5 

Toxic  Agent  Age  Sex 

Aspirin  16  years  Female 

This  sixteen-year-old  female  patient  in- 
gested 80  tablets  of  aspirin  with  suicidal 
intent. 

The  patient  was  taken  to  the  hospital 
emergency  room  where  her  stomach  was 
lavaged  with  saline  almost  immediately 
following  the  ingestion.  The  salicylate  level 
of  the  gastric  contents  was  50  mg.  per  100 
ml.  The  patient  was  given  intravenous 
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fluids  and  supportive  therapy,  and  after 
two  days  of  hospitalization  she  was  dis- 
charged symptom-free. 

The  favorable  outcome  in  this  case  is 
perhaps  due  to  the  prompt  gastric  lavage 
and  supportive  therapy. 

Incident  6 

Toxic  Agent  Age  Sex 

Phenobarbital  7 years  Male 

and  Aspirins 

On  the  day  of  the  occurrence  the  child 
complained  of  an  upset  stomach  and  head- 
ache. A physician  was  called  who  pre- 
scribed phenobarbital,  aspirin,  and  pen- 
icillin. When  no  improvement  was  noted, 
the  physician  was  called  again  and  over 
the  telephone  instructed  the  mother  to 
continue  with  the  medication.  During  a 
twenty-four-hour  period  the  patient  re- 
ceived eight  doses  of  both  phenobarbital 
and  aspirin.  The  exact  amoimts  are  im- 
known. 

The  patient  began  complaining  of  pain 
in  the  right  upper  extremity,  and  the  family 


physician  noted  a rigidity  throughout  the 
body  and  especially  in  the  neck.  The 
child  went  rapidly  into  a coma  and  was 
referred  to  the  hospital,  where  respiratory 
center  paralysis  was  noted.  Mouth-to- 
mouth  artificial  respiration  was  employed 
within  two  hours  following  the  patient’s 
admission  to  the  proprietary  hospital.  The 
patient  then  was  sent  to  Kings  County 
Respiratory  Center.  In  spite  of  aU  efforts, 
the  patient  expired  two  days  following  the 
onset  of  the  initiEd  illness. 

A complete  autopsy  was  not  performed, 
but  the  clinical  diagnosis  was  encephahtis. 

A diagnosis  of  drug  poisoning  is  not 
infrequently  entertained  in  the  early  stages 
of  an  acute  infectious  disease,  since  the 
symptoms  are  not  specific  and  may  similate 
each  other.  It  is  well  to  think  of  poisoning 
in  any  condition  in  which  the  causative 
agent  cannot  be  established  definitely.  A 
thorough  work-up  and  search  for  a defini- 
tive diagnosis  is  indicated  in  every  case. 

Because  of  the  lack  of  a complete  post- 
mortem examination  a definitive  diagnosis 
in  this  case  could  not  he  estabhshed. 


Number  one  hundred  nine  in  a series  of  Accidental  Chemical  Poisonings 


Modern  hair  styles 

Most  of  the  new  puffed-up  hairdos  sported 
by  modern  young  ladies  depend  on  roughing, 
back-combing,  or  teasing  the  hair  to  give  added 
body  to  the  newest  style.  This  does  not  damage 
the  hair  if  it  is  done  properly  and  if  the  hair  is  in 
good  condition,  says  Today's  Health,  the 
magazine  of  the  American  Medical  Association. 

However,  these  teasing  operations  should  be 
carried  out  gently  and  not  too  frequently.  This 
will  avoid  roughening  of  the  hair  fiber’s  surface 


and  undue  tangling,  especially  on  dry,  brittle, 
or  easy-to-break  hair.  These  operations  tend 
to  tangle  the  hair  quite  badly.  Tangled  hair  is 
difficult  to  comb,  and  somewhat  greater  than 
normal  fiber  breakage  may  occur  unless  care  is 
exercised. 

When  milady  tires  of  the  puffed-up  hair  and 
decides  to  return  to  normal,  the  hair  should  be 
combed  beginning  at  the  ends  and  gradually 
progressing  toward  the  scalp  to  remove  the 
tangles  by  gentle  combing.  Brushing  is  more 
effective  than  combing  for  removing  the  tangle 
and  is  easier  on  the  hair. 
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Special  Article 


The  Effectiveness  of 
Fear-Arousing  Movies 
in  Motivating 
Preventive  Health  Measures 


HOWARD  LEVENTHAL,  Ph.D. 
New  Haven,  Connecticut 
PATRICIA  N.  KAFES,  M.S. 
New  Haven,  Connecticut 

From  Yale  University  and  The  John  Slade  Ely  Center 
for  Health  Education  Research,  Inc. 


During  recent  years  there  has  been  an 
increasing  emphasis  in  the  field  of  public 
health  and  preventive  medicine  on  the 
detection  and  prevention  of  ills  such  as 
cancer,  heart  disease,  and  accidents.  Edu- 
cational programs  in  these  areas  cannot 
succeed,  however,  simply  by  obtaining  the 
active  participation  of  a group  of  dedicated 
health  professional  persons.  The  active 
cooperation  and  participation  of  the  public 
at  large  is  necessary  to  insure  the  carrying 
out  of  critical  steps,  such  as  taking  cancer 
examinations  and  safe  driving.  Because 
of  this,  it  is  of  great  importance  that  efforts 
be  made  toward  understanding  how  people 
respond  to  communications  which  urge 
them  to  act  on  health  problems,  since  these 
communications  may  not  achieve  their 
purported  aim  of  promoting  the  welfare  of 
the  public  to  whom  they  are  directed. 

Perhaps  the  most  salient  factor  in  health 
communications  is  the  degree  to  which  they 
provoke  fear  or  anxiety  when  they  depict 
pain,  injury,  or  other  losses  stemming  from 

Collection  and  analysis  of  the  present  data  were  supported 
by  the  Yale  Communication  and  Attitude  Change  Program 
under  a grant  from  the  Rockefeller  Foundation  and  by  grant 
MH  06719-01  from  the  United  States  Public  Health  Service. 


Ulness  or  injury.  A graphic  illustration  of 
fear  appeals  is  seen  in  the  use  of  mangled 
automobiles  along  highways  as  advertise- 
ments for  safe  driving.  Undoubtedly,  the 
safety  authorities  using  such  devices  assume 
that  the  fear  they  arouse  wiU  motivate 
people  to  drive  safely. 

The  simple  hypothesis  that  fear  increases 
people’s  susceptibility  to  persuasion  has 
not  gone  uncontested  in  public  health. 
Moreover,  social  psychologists  involved  in 
the  study  of  communication  processes  have 
uncovered  much  data  indicating  that  fear 
interferes  with  the  acceptance  of  communica- 
tions.In  one  of  the  eeirliest  studies, 
Janis  and  Feshbachi  attempted  to  influence 
high  school  students  to  accept  more  adequate 
oral  hygiene  practices  by  exposing  them  to 
a lecture  illustrating  the  dangers  of  inade- 
quate dental  care.  These  investigators 
used  three  groups  of  students  to  present 
three  separate  programs  on  oral  hygiene. 
Each  program  made  identical  recommenda- 
tions. However,  the  programs  differed  in 
the  degree  to  which  they  provoked  fear 
regarding  the  dangers  of  inadequate  care. 
The  results  indicated  clearly  that  the 
subjects  who  were  exposed  to  the  least 
fearful  program  were  most  accepting  of 
the  dental  practice  recommendations  and 
least  likely  to  believe  propaganda  opposite 
to  that  depicted  in  the  program. 

To  explain  the  resistance  to  persuasion 
which  occurs  under  conditions  of  fear- 
arousal,  it  has  been  suggested  that  fear  leads 
to  defensive  avoidance. That  is,  fear 
and  anxiety  are  motivating  forces  which 
lead  people  to  make  many  responses  to 
reduce  the  anxiety  or  tension.  One  way 
of  reducing  the  tension  is  to  deny  or  min- 
imize the  likelihood  or  severity  of  the  threat. 
However,  the  defensive  denial  hypothesis 
does  not  exclude  the  possibihty  that  threat 
may  facilitate  actions.  If  technics  can  be 
found  for  eliminating  the  denial  when  fear 
is  aroused,  fear  may  facilitate  persuasion. 
For  example,  it  has  been  suggested  that 
when  a recommendation  to  immediate 
action  is  accompanied  by  threat,  fear  will 
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increase  acceptamce  of  the  action,  as  de- 
fensive denial  will  not  have  time  to  de- 
velop. 

There  are  many  problems  that  face  the 
communicator  in  making  a decision  about 
fear  appeals.  The  hypotheses  suggest  that 
fear  can  inhibit  or  facilitate  action,  depend- 
ing on  the  actions  which  are  recommended. 
The  studies  to  date  have  largely  investigated 
'situations  in  which  fear  served  to  inhibit 
acceptemce.  Moreover,  these  studies  have 
other  serious  shortcomings  as  guides  to 
practical  decisions  about  fear  communica- 
tions. First,  they  have  used  a restricted 
nirmber  of  topics,  most  in  fact  involving 
dental  health.  Second,  they  have  been 
limited  generally  either  to  high  school  or  to 
college  populations.  Third,  they  relied 
exclusively  on  questionnaire  measures  of 
acceptance  and  did  not  actually  observe 
behavior. 

The  present  study  represents  an  attempt 
to  broaden  our  understanding  of  the  vari- 
ables which  are  involved  in  the  use  of  threat- 
ening messages.  First,  the  issue  employed 
was  lung  cancer.  Different  programs  were 
prepared  to  elicit  varying  amounts  of  fear 
concerning  this  problem.  Second,  two  prac- 
tices were  recommended  along  with  the 
fear-arousing  materials:  (1)  to  stop  smoking 
and  (2)  to  have  a chest  x-ray  film  taken. 
The  first  of  these  of  course,  can  be  carried 
out  only  over  a protracted  period,  and  the 
second  can  be  made  immediately.  Third, 
while  questionnaire  measures  were  used  to 
assess  the  acceptance  of  both  recommenda- 
tions, the  study  was  conducted  in  a setting 
in  which  it  was  actually  possible  to  record 
whether  or  not  people  had  chest  x-ray 
films  taken.  The  use  of  a behavioral 
measure  represents  an  important  step  in 
this  area  of  research.’  Finally,  the  study 
was  conducted  in  a natured  setting,  and 
while  no  claim  is  made  that  the  sample  was 
representative  of  the  public  at  large,  it 
was  not  restricted  to  students  at  the  high 
school  and  college  levels. 

Method 

The  study  was  undertaken  at  the  New 
York  City  Health  Exposition  which  was 
held  from  August  18  to  27,  1961,  in  the 
New  York  Coliseum.  The  exposition,  which 
opened  with  considerable  publicity,  con- 
sisted of  films  and  exhibits  on  preventive 


health  practices,  including  free  diagnostic 
tests  for  tuberculosis,  diabetes,  glaucoma, 
and  so  forth,  by  units  of  the  City  of  New 
York  Department  of  Health.  Admission 
was  open  to  the  general  public  for  a nominal 
fee  (90  cents). 

The  present  study  was  conducted  as  one 
of  the  many  health  exhibits  at  the  exposi- 
tion. Sessions  were  held  in  a small  theater 
seating  a maximum  of  40  people.  The 
showings  were  presented  as  attempts  to 
evaluate  public  health  programs  and  stated 
that  the  evaluation  was  being  conducted 
by  Yale  University  and  The  John  Slade 
Ely  Center.  The  communications  which 
were  employed  in  the  study  (a  movie  and  a 
pamphlet)  were  presented  as  products  of 
the  National  Biological  Research  Society, 
which  was  purported  to  have  requested  the 
evaluation.  This  fictitious  sponsor  was  used 
to  avoid  any  extraneous  factors  such  as 
negative  feelings  or  suspicion  of  the  source 
of  the  communication. 

Fear-arousal.  The  three  programs,  or 
levels  of  arousal,  were  built  about  a techni- 
color soimd  movie  on  lung  cancer.  One  in 
Twenty  Thousand,  produced  for  the  Amer- 
ican Temperance  Society.  The  film  credits, 
title,  and  producer  were  not  shown.  The 
film  is  couched  in  highly  emotional  terms 
and  deals  with  a young  family  man  whose 
chain  smoking  leads  to  lung  cancer  and 
ultimate  removal  of  his  left  lung.  In 
playing  up  the  threat  of  pain,  disease,  and 
bodily  mutilation,  the  film  is  representative 
of  those  medical  mass  communications 
which  are  designed  to  effect  attitude  and 
behavioral  change  by  fear-induced  anxiety. 
The  film  portrays  (1)  the  victim’s  discovery 
of  his  condition,  (2)  his  trip  to  New  Orleans  to 
the  Ochsner  Clinic,  (3)  his  interview  with  Dr. 
Ochsner,  in  which  the  latter  gives  his  strong 
opinion  that  limg  cancer  may  be  caused  by 
cigaret  smoking,  (4)  brief  footage  showing 
laboratory-induced  cancer  in  animals  as  a 
result  of  their  exposure  to  cigaret  tars, 
(5)  preparation  of  the  victim  for  surgery, 
in  which  a young  intern  substantiates  Dr. 
Ochsner’s  opinions,  (6)  a highly  dramatized 
version  of  the  patient’s  trip  to  the  operat- 
ing room,  in  which  his  wife  appears,  and  (7) 
the  operation  itself  with  the  camera  focused 
on  the  chest  from  the  time  of  the  initial 
incision  through  the  removal  of  an  entire 
lung  to  the  closing  of  the  wound. 

The  three  levels  of  fear  were  created  by 
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TABLE  I.  Effects  of  fear-arousal  on  skepticism  toward  source  and  acceptance  of  recommendations 


— High-Fear • -—Medium-Fear — - — Low-Fear 

Number  Number  Number 

of  of  of 

Attitude  Rating  Subjects  Rating  Subjects  Rating  Subjects 

Skepticism 

Judged  reliabibty  of  source  (4  = 


very  rebable) 

3.60 

165 

3.66 

167 

2.92 

35 

Bebef  that  smoking  causes  lung 
cancer  (3  = strong  belief) 

2.57 

169 

2.46 

188 

2.28 

35 

Acceptance  of  recommendations 
Desire  to  smoke  (4  = no  desire  to 
smoke) 

Smokers 

2.42 

57 

2.29 

56 

3.36 

11 

Nonsmokers 

2.70 

109 

2.70 

127 

3.09 

22 

Desire  to  obtain  x-ray  films  (4  = 
strong  desire) 

Smokers 

2.71 

21 

2.82 

11 

2.60 

5 

Nonsmokers 

2.20 

44 

2.12 

43 

1.70 

10 

varying  the  amount  of  the  movie  which  was 
shown  to  the  audience.  For  the  high-fear 
condition,  the  film  was  terminated  at  the 
close  of  the  surgical  sequence.  For  the 
medimn-fear  condition,  the  surgical  sequence 
was  omitted  entirely.  In  the  low-feaur 
condition,  the  film  was  omitted  altogether, 
and  the  only  material  given  out  was  a pam- 
phlet (To  Smoke  or  Not  to  Smoke)  on  cigaret 
smoking  and  lung  cancer.  This  was  also 
used  in  the  medium-  and  high-fear  condi- 
tions. 

Recommendation.  After  the  fihn  or  the 
statement  that  there  would  be  no  film  (for  the 
low-fear  groups),  the  experimenter  made  a 
strong  recommendation  that  everyone  con- 
sider having  an  x-ray  fihn  taken  at  the 
exposition  if  he  had  not  had  one  during  the 
year.  Following  this  statement,  the  audi- 
ence was  given  the  booklet  To  Smoke  or 
Not  to  Smoke,  which  presented  a summary 
of  statistical  and  experimental  evidence 
linking  smoking  to  limg  cancer.  The  book- 
let also  included  a recommendation  for 
chest  x-ray  films  at  least  once  or  twice  a 
year  and  stated  very  clearly  that  giving  up 
smoking  would  have  a favorable  effect  on 
life  expectancy. 

Measuring  the  communication’s  ef- 
fects. Inunediately  after  the  audience 
read  the  pamphlet,  questionnaires  were 
distributed  to  obtain  measures  of  the  fol- 
lowing; (1)  the  amoimt  of  fe8ir  experienced 
during  the  program,  (2)  the  arousal  of 
skepticism  concerning  both  the  program  and 
the  program  sponsor,  (3)  the  desire  to  stop 
smoking,  and  (4)  the  desire  to  obtain  a 


chest  x-ray  film.  Scales  with  five  choices 
accompanied  each  of  the  items. 

In  addition,  each  person  indicated  when 
he  had  last  had  a chest  x-ray  fihn.  This 
information  was  of  importance  for  two 
reasons.  First,  it  was  necessary  to  know 
who  had  had  an  x-ray  fihn  taken  at  the 
Coliseum  before  coming  into  the  theater, 
and  second,  it  was  important  to  identify 
those  people  who  had  had  x-ray  films  taken 
within  the  last  six  months,  as  the  recom- 
mendation was  not  aimed  at  them. 

Questionnaire  results 

Success  of  experimental  conditions. 
Anxiety -arousal.  The  means  for  the  high-, 
medium-,  and  low-fear  conditions  were 
4.24,  3.21,  and  1.61,  with  8 representing  the 
maximum  amount  of  fright  and  anxiety 
that  could  be  indicated.  It  is  clear  that 
the  three  experimental  programs  produced 
highly  significant  differences  in  reported 
anxiety  (p <0.001).* 

Arousal  of  skepticism.  If  fear-arousing 
materials  make  an  audience  skeptical  of 
the  message  or  suspicious  of  communica- 
tion bias,  it  would  be  relatively  simple  to 
explain  resistance  to  persuasion.  However, 
the  people  who  saw  the  movies  under  high- 
and  medium-fear  conditions  tended  to  be 
somewhat  more  certain  that  smoking  caused 
lung  cancer  (Table  I,  p<0.10)  and  felt  more 
positively  toward  the  purported  producer 
of  the  program  (Table  I,  p <0.001).  Thus, 

♦Unless  stated  otherwise,  probability  values  are  based  on  F 
ratios  from  an  analysis  of  variance  of  the  relevant  data. 
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the  fear-arousing  films  do  not  seem  to  have 
aroused  disbelief  or  skepticism  in  the 
audience. 

Acceptance  of  recommendations.  De- 
sire to  smoke.  Two  questions  were  used  to 
measure  the  desire  to  smoke.  One,  for 
smokers,  asked  how  strongly  the  respondent 
desired  to  stop  smoking.  The  item  for 
nonsmokers  inquired  how  strongly  the  re- 
spondent desired  to  remain  a nonsmoker. 
The  responses  to  these  questions  showed 
that  both  smokers  and  nonsmokers  expressed 
a stronger  desire  not  to  smoke  if  they  were 
not  exposed  to  one  of  the  fear-arousing 
movies.  This  result,  however,  while  it 
was  statistically  reliable  for  smokers  (p< 
0.025),  was  not  reliable  for  nonsmokers. 
The  finding  is  consistent  with  those  of  other 
investigators  that  fear  results  in  a decreased 
acceptance  of  recommendations. 

Desire  to  have  an  x-ray  film  taken.  To 
assess  the  effects  of  the  three  conditions 
on  the  stated  desire  to  have  an  x-ray  film 
taken,  it  was  first  necessary  to  eliminate  all 
subjects  who  reported  having  had  an  x-ray 
film  taken  within  the  last  six  months  (see 
next  section).  An  exeimination  of  the 
findings  shows  that  there  is  an  increase  in 
the  stated  desire  to  have  an  x-ray  film  as  the 
threateningness  of  the  program  increases. 
While  this  difference  is  not  statistically 
reliable,  it  is  not  consistent  with  the  ques- 
tionnaire finding  for  the  desire  to  stop  smok- 
ing. Smokers  also  expressed  a stronger 
desire  to  have  x-ray  films  than  did  non- 
smokers  (p<  0.05). 

Behavioral  results 

Exclusion  of  subjects.  The  major  focus 
of  the  investigation  is  whether  or  not  arous- 
ing fear  facilitates  or  interferes  with  accept- 
ing and  carrying  out  the  recommendation 
to  obtain  a chest  x-ray  film.  X-ray  films 
were  recommended  by  the  “National  Bi- 
ological Society  . . . once  every  year  and 
. . . at  least  twice  a year  for  heavy 
smokers.”  Subjects  who  had  had  an  x-ray 
film  within  the  last  six  months  were  not 
asked  to  follow  the  recommendation.  Be- 
fore excluding  these  subjects,  an  analysis 
was  conducted  to  verify  whether  these 
subjects  really  tended  not  to  have  x-ray 
films  taken  at  the  health  exposition. 

The  data  showed  that  14.5  per  cent  of  the 
subjects  who  had  had  an  x-ray  film  within 


the  last  six  months  obtained  another  x-ray 
film  subsequent  to  viewing  the  movie.  On 
the  other  hand,  43  per  cent  of  the  subjects 
who  reported  that  their  last  x-ray  film  had 
been  taken  over  six  months  previously 
obtained  x-ray  films  at  the  exposition. 
The  difference  between  the  groups  (by  X^) 
is  highly  sigificant  (p  < 0.001). 

Thus  it  is  clear,  logically  and  empirically, 
that  our  investigation  of  the  effects  of  fear 
on  x-ray  film-taking  behavior  should  be 
restricted  to  people  who  have  not  had  an 
x-ray  film  in  the  last  six  months. 

X-RAY  FILM  TAKING  AND  FEAR-AROUSAL. 
For  subjects  who  had  not  had  an  x-ray 
film  in  the  prior  six  months,  the  proportion 
taking  one  subsequent  to  the  program  was 
computed  for  each  of  the  fear-arousal 
conditions.  The  data  showed  that  45 
per  cent  in  the  high-,  44  per  cent  in  the 
medium-,  and  31  per  cent  in  the  low-fear 
condition  subsequently  went  for  x-ray 
films.  The  differences  indicate  that  in- 
creased fear  is  associated  with  increases  in 
conformity  to  the  behavioral  recommenda- 
tion, but  the  differences  are  not  signifi- 
cant. 

Although  it  is  very  clear  that  no  difference 
exists  between  the  high-  and  medium- 
fear  conditions,  the  13  per  cent  difference 
separating  the  low-  from  the  medium-  and 
high-fear  conditions,  while  small,  could 
have  meant  2,239  more  x-ray  fUms  taken 
at  the  exposition  (half  again  as  many  as 
were  given)  if  aU  visitors  had  viewed  the 
movie.  Because  of  the  practical  impor- 
tance of  this  difference,  it  seemed  valuable 
to  obtain  an  estimate  of  the  number  of 
people  who  would  have  had  a chest  x-ray 
film  taken  without  exposure  to  the  fear- 
arousing  communications.  It  seemed  de- 
sirable to  obtain  this  estimate  from  a larger 
sample  than  that  which  was  used  in  the 
low-fear  condition.  Since  a smaller  number 
of  low-fear  groups  had  been  rim  (they  did 
not  seem  as  critical  at  the  time  as  the  com- 
parisons between  medium-  and  high-fear) 
and  many  subjects  were  lost  when  those 
who  had  had  an  x-ray  film  in  the  last  six 
months  were  excluded,  the  number  of  people 
who  were  eligible  for  x-ray  films  in  the  low- 
fear  condition  was  very  smedl  (16).  To 
obtain  this  base  line  estimate,  we  need  a 
sample  of  subjects  similar  to  those  who 
participated  in  our  study.  First,  they  must 
have  equal  opportunity  to  have  x-ray 
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TABLE  II.  Rates  of  x-ray  film-taking  for  experi- 
mental conditions  and  base  line  controls 


X-ray  Films 
Taken 
Per  Num- 


Groups 

Totals 

Cent 

her 

Experimental 

High-fear 

80 

45.00 

36 

Medium-fear 

64 

43.75 

28 

Low-fear 

16 

31.25 

5 

Base  line  controls 

Sample 

223 

25.11 

56 

Coliseum 

17,227 

24.01 

4,137 

films  taken.  Second,  they  must  be  equally 
interested  in  lung  cancer,  since  aU  our 
experimental  subjects  had  entered  the 
theater  volimtarily.  Actually,  a base  hne 
control  is  easily  obtained  from  our  own 
sample.  At  the  time  they  entered  the 
theater,  the  people  in  our  experiment  had 
had  the  opportunity  to  have  an  x-ray 
film  taken,  had  seen  the  advertisements  for 
the  x-ray  unit,  and  were  nearly  certain  to 
have  passed  it  before  coming  to  the  theater. 
Since  we  inquired  as  to  how  many  subjects 
had  just  had  an  x-ray  film,  we  have  an 
estimate  at  this  point  in  time  of  how  many 
people  would  have  been  hkely  to  have  had  an 
x-ray  film  taken  without  exposure  to  the 
movie. 

After  eliminating  subjects  who  had  had 
an  x-ray  film  in  the  last  six  months  but 
not  at  the  exposition,  25  per  cent  of  this 
group,  equivalent  on  aU  factors  except  that 
they  had  not  been  exposed  to  any  program, 
had  had  x-ray  films.  Comparing  this  with 
the  proportions  having  x-ray  films  taken  in 
our  medium-  and  high-fegir  groups  (45  and 
43.75  per  cent  respectively.  Table  II), 
we  find  that  the  difference  is  highly  signifi- 
cant (p<  0.001,  Table  III).  Table  II 
also  shows  another  base  line,  called  Coliseum 
controls.  This  figure,  24.01  per  cent,  is 
the  estimated  proportion  of  visitors  having 
x-ray  films  taken  at  the  health  exposition, 
again  excluding  subjects  who  had  had  an 
x-ray  film  taken  in  the  last  six  months. 
This  percentage  is  also  significantly  lower 
than  that  for  the  medium-  and  high-fear 
groups  (p<  0.001). 

Comment 

Because  of  the  complexity  of  the  results, 
it  may  be  best  to  recapitulate  the  findings. 
First,  the  data  show  that  the  programs 


TABLE  III.  Significance  tests 


Groups  Compared 

X2 

df 

P 

High,  medium,  low 

1.30 

2 

ns 

High,  medium,  sample 

base  line 

14.89 

2 

<0.001 

High,  medium.  Coliseum 

base  line 

32.54 

2 

<0.001 

succeeded  in  arousing  different  levels  of 
fear  in  their  respective  audiences.  Second, 
while  more  fear  was  aroused  by  viewing 
the  movie  in  the  high-  and  medium-fear 
conditions,  there  was  no  tendency  for  these 
people  to  become  skeptical  of  the  com- 
munication or  to  see  the  source  as  biased. 
Third,  while  the  viewers  of  the  movie  were 
more  favorable  toward  the  source  and  the 
message,  they  expressed  less  desire  to  stop 
smoking.  Fourth,  while  they  expressed 
less  desire  to  stop  smoking,  the  viewers  of 
the  movie  appear  to  be  more  likely  to 
have  x-ray  films  taken. 

What  are  the  implications  of  these 
findings  for  the  psychology  of  reactions  to 
threat  situations  emd  for  the  practicail 
decision  of  when  to  use  fear  appeals  to 
motivate  preventive  health  behavior? 
First,  it  might  be  concluded  that  threats 
arouse  intense  motivation  and  that  this 
motivation  leads  to  more  effective  health 
action.  Except  for  the  result  that  people 
in  the  high-  and  mediima-fear  conditions 
stated  that  they  were  less  likely  to  stop 
smoking,  the  effects  of  fear  were  generally 
positive.  Fear  not  only  resulted  in  in- 
creased verbal  acceptance  of  the  relation- 
ship between  smoking  and  cancer,  but 
also  it  led  to  more  x-ray  films.  Surely 
action  speaks  louder  than  words. 

There  are  two  factors  which  should  give 
pause  to  the  hasty  acceptance  of  a con- 
clusion in  favor  of  fear  as  a persuader. 
First,  there  were  absolutely  no  differences 
between  the  results  under  high-  and  medium- 
fear  conditions.  This  is  important,  since 
the  high-fear  condition  was  highly  potent, 
involving  as  it  did  a lengthy  sequence,  in 
color,  focused  at  the  site  of  the  operation. 
The  audience  was  visibly  shaken  by  the 
film  and  reported  considerably  more  tension 
than  the  audience  in  the  medium-  or  low- 
fear  conditions.  However,  there  is  ab- 
solutely no  indication  that  the  additional 
tension  aroused  in  the  high-feeur  condition 
relative  to  the  medium-fear  condition  served 
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any  purpose  as  far  as  influencing  people’s 
actions  or  beliefs. 

Even  if  one  accepts  the  preceding  reser- 
vation about  the  value  of  extremely  threat- 
ening communications,  it  could  still  be 
argued  that  some  fear  is  better  than  none, 
as  fear  leads  to  action.  The  reduction  in 
the  reported  desire  to  stop  smoking  should 
be  ignored  because  it  is  only  a verbal 
report  of  unknown  validity,  while  having 
an  x-ray  film  taken  shows  a “real”  behavior. 
While  it  is  indeed  possible  that  the  verbal 
report  is  less  meaningful  than  action,  there 
are  data  which  allow  a partial  judgment 
of  the  validity  of  the  attitude  measures 
used  in  the  present  experiment.  AH  the 
subjects  who  were  eligible  for  x-ray  films 
also  answered  a question  regarding  their 
desire  to  have  x-ray  films  taken.  Relating 
the  statements  of  desire  to  x-ray  film- 
taking behavior  shows  that  75  per  cent  of 
those  who  reported  a very  strong  desire, 
41.7  per  cent  of  those  who  reported  a 
moderate  desire,  and  4.6  per  cent  of  those 
reporting  no  desire  had  x-ray  films  taken. 
Thus,  there  was  a very  strong  and  statis- 
tically significant  relationship  between 
stated  desire  and  action  (Chi  square  = 32, 
p<  0.001).  If  the  attitude  items  for 
desire  to  stop  smoking  are  as  accurate  a 
measure  of  potential  behavior  as  the  item 
for  desire  to  have  an  x-ray  film  taken,  it 
would  be  premature  to  conclude  that  the 
decreased  desire  to  stop  smoking  in  the 
medium-  and  high-fear  conditions  is  of 
no  significance.  Therefore,  while  there  is 
some  doubt  as  to  the  value  of  intense  fear 
in  persuading  people  to  take  preventive 
health  steps,  more  important,  the  effects 
of  fear-arousal  depend  on  the  action  that 
is  being  recommended. 

It  is  important,  however,  to  attempt 
some  explanation  of  the  fact  that  fear  seems 
to  have  different  effects  for  different  recom- 
mendations. Previous  investigators  have 
suggested  that  when  fear  is  aroused,  the 
individual  searches  to  make  some  response  to 
eliminate  the  excessive  tension. ^ If  the 
communicator  suggests  an  immediately 
available  act  which  is  anxiety-reducing, 
then  the  recommendation  is  followed.  But 
when  the  recommended  action  is  complex 
and  requires  that  anxiety  and  tension  be 
tolerated  over  a long  period  of  time,  it  is 
more  likely  that  another  means  of  reducing 
anxiety  will  be  sought.  It  has  been  hy- 


pothesized that  under  such  conditions  people 
begin  to  deny  their  vulnerability  to  the 
threat  or  to  minimize  its  severity. 

The  preceding  reasoning  seems  fuUy 
consonant  with  our  findings  with  but  one 
exception.  If  in  the  medium-  and  high-fear 
conditions  people’s  willingness  to  stop  smok- 
ing was  reduced  because  they  denied  the 
relevance  or  severity  of  the  threat,  then 
it  is  somewhat  puzzling  why  these  same 
people  were  more  motivated  to  obtain 
chest  x-ray  films.  Having  x-ray  films  taken 
indicates  they  did  feel  some  sense  of  threat. 
It  seems  that  the  aroused  of  fear  has 
somewhat  more  complicated  effects  than 
simply  eliciting  denial  and  minimizing  the 
threat.  The  problem  is  clarified  some- 
what if  we  make  a distinction  between 
distortion  or  denial  of  the  threat,  that  is, 
feeling  invulnerable  to  a danger,  and  dis- 
tortions of  the  action  possibilities  in  the 
situation,  that  is,  judging  an  action  as  a 
more  or  less  effective  measure  against  the 
threat  than  it  actually  is.*-i“  If  the  ac- 
ceptance or  rejection  of  particular  actions 
varies  with  the  degree  of  threat,  it  is  im- 
portant to  identify  the  characteristics  of 
the  actions  which  are  responsible  for  their 
under-  or  overemphasis  when  threatened. 

One  possibility  is  that  fear-provoking 
communications  may  convince  the  audience 
that  they  are  vulnerable  to  doom  but 
also  may  make  them  feel  helpless  and 
incapable  of  acting  on  their  own.  If  so, 
it  would  be  unlikely  that  they  would  under- 
take any  plan  of  action  that  requires  con- 
siderable individual  effort,  for  example, 
stopping  smoking.  On  the  other  hand, 
when  a course  of  action  includes  the  par- 
ticipation and  assistance  of  recognized  and 
apparently  powerful  authorities,  then  threat 
may  facilitate  turning  to  the  authority  for 
assistance.  Thus,  under  threat,  people  may 
be  more  certain  of  the  usefulness  of  x-ray 
films  than  of  the  usefulness  of  not  smoking. 
The  x-ray  machine  with  its  attendants  is 
an  impressive-looking  piece  of  apparatus, 
and  its  utility  may  be  enhanced  or  distorted 
by  fear.  On  the  other  hand,  giving  up 
smoking  on  one’s  own  may  appear  increas- 
ingly useless  as  a protective  step  the  more 
fear  is  aroused  concerning  cancer. 

With  regard  to  the  practical  problem, 
then,  of  motivating  people  to  take  pre- 
ventive health  measures,  the  following  con- 
clusions seem  reasonable; 
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1.  There  is  little  evidence  favoring  the 
use  of  intensely  threatening  communications. 

2.  When  threat  is  aroused,  it  appears 
that  resistance  or  acceptance  of  preventive 
behavior  may  depend  on  the  character- 
istics of  the  action  which  is  recommended. 

3.  When  threat  is  aroused,  it  appears  to 
facilitate  acceptance  of  those  recommenda- 
tions which  c£m  be  pursued  easily  and  quickly. 
However,  it  is  not  clear  that  threat  facil- 
itates prompt  action  because  the  immediacy 
of  the  response  eliminates  the  possibility 
of  denial.  It  was  suggested  that  the  facil- 
itory  effect  of  threat  on  iimnediate  reac- 
tions (having  x-ray  films  taken)  might  be 
due  to  the  fact  that; 

(а) .  Threat  will  enhance  acceptance  of 
those  reactions  where  important  authorities 
continue  to  direct  the  course  of  action,  and 
threat  will  interfere  with  the  acceptance  of 
those  actions  whose  execution  falls  largely 
on  the  individual. 

(б) .  The  use  of  threat  may  facilitate 
taking  actions  which  are  considered,  ac- 
curately or  falsely,  to  have  a very  high 
probability  of  dealing  successfully  with  the 
threatening  agent  and  reducing  the  prob- 
ability of  those  actions  which  are  considered, 
accurately  or  falsely,  as  less  likely  to  be 
successful. 

While  the  two  final  statements  (a  and  b) 
are  highly  conjectural,  they  may  be  of  some 
importance  in  medical  practice  where  intense 
fears  are  often  provoked,  when  certainty 
regarding  the  utility  of  particular  courses 
of  actions  may  indeed  be  low. 

Additional  evidence  is  needed  and  will 
be  obtained  regarding  the  preceding  sug- 
gestions. Moreover,  it  should  be  stated 
that  these  ideas  are  not  meant  to  rule  out 
the  hypothesis  that  denial  and  minimiza- 
tion of  threat  are  important  mechanisms 
in  adjusting  to  danger.  One  might  antici- 
pate that,  if  people  stiU  feel  intensely  anxious 
after  exhausting  what  appear  to  be  aU 
meaningful  preventive  acts,  they  will  begin 
to  deny  and  minimize  the  likelihood  or 
severity  of  the  feared  event. 

Summary 

Recommendations  to  have  chest  x-ray 
films  taken  and  to  stop  smoking  were  pre- 
sented to  audiences  attending  the  New  York 
City  Health  Exposition.  Materials  which 
aroused  three  different  levels  of  fear  were 


presented  along  with  the  recommendations 
to  test  how  the  level  of  fear  affected  the 
acceptance  of  the  commimications.  The 
fear-arousing  materials  consisted  of  a motion 
picture  and  a booklet,  both  on  smoking 
and  limg  cancer.  To  create  three  intensities 
of  fear,  varying  amoimts  of  the  motion 
picture  were  used  with  different  groups  of 
subjects.  Some  people  saw  the  motion 
picture  with  a sequence,  in  color,  depicting 
the  removal  of  a patient’s  left  limg  (high- 
fear  condition).  Other  groups  saw  the 
movie  without  the  surgical  sequence  (me- 
diiun-fear),  and  no  movie  was  used  in  the 
other  condition  (low-fear).  The  booklet  on 
the  relationship  between  smoking  and  lung 
cancer  was  used  with  aU  subjects. 

The  results  indicate  that  people  who 
viewed  the  motion  pictures,  both  high-  and 
medium-fear  conditions,  (1)  were  more 
positive  toward  the  sponsors  of  the  program, 
(2)  were  more  convinced  of  the  relationship 
between  smoking  and  limg  cancer,  and  (3) 
tended  more  to  have  chest  x-ray  films  taken 
than  people  in  the  low-fear  condition,  al- 
though this  last  difference  was  not  statis- 
tically significant.  When  compared  with  a 
similar  base  line  sample  not  exposed  to  any 
of  the  experimental  conditions,  the  rate  of 
x-ray  film  taking  was  higher  in  the  high- 
and  medium-fear  conditions.  However, 
smokers  in  the  high-  and  medium-fear 
conditions  expressed  less  desire  to  stop 
smoking. 

Except  for  the  resistance  to  the  recom- 
mendation to  stop  smoking,  fear  seemed  to 
facilitate  adherence  to  the  recommenda- 
tions. However,  many  questions  remain 
regarding  the  suitability  of  fear  as  a per- 
suader. First,  the  facilitory  effect  of  fear 
was  limited  to  differences  between^the  high- 
and  medium-  versus  the  low-fear  conditions. 
There  were  no  differences  between  the  high- 
and  medium-fear  groups  despite  the  con- 
siderably greater  anxiety  and  fright  re- 
ported by  subjects  viewing  the  surgical 
sequence.  Second,  fear  seems  to  increase 
acceptance  of  some  behaviors  but  to  decrease 
the  acceptance  of  others.  Several  hypoth- 
eses were  advanced  to  the  effect  that  fear 
might  facilitate  those  actions  which  could 
be  taken  immediately  and  which  involved 
the  support  of  authorities.  However,  it 
was  suggested  that  fear  might  inhibit  the 
acceptance  of  actions  which  were  difficult 
and  which  the  individual  had  to  imdertake 
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on  his  own. 
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rate.”  In  1950  the  combined  death  rate  of 
these  diseases  in  men  was  23.5  deaths  per 
100,000,  whereas,  in  1959,  it  had  risen  to  44 
deaths  per  100,000. 

Up  to  the  age  of  forty,  men  and  women  have 
about  the  same  number  of  deaths,  and  these 
are  of  low  incidence.  By  age  fifty,  three  times 
the  number  of  men  die  from  chronic  respiratory 
disease  as  do  women,  and  by  age  sixty  the 
difference  is  of  the  order  of  seven  times  greater 
for  men.  In  men,  there  has  been  a 100-fold 
increase  between  ages  thirty-five  and  sixty- 
five,  whereas,  in  women,  the  increase  has  been 
only  10-fold.  It  is  not  known  whether  these 
differences  are  due  to  intrinsic  sex  differences  or 
if  they  are  environmental. 
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Necrology 


Charles  Edward  Dougherty,  M.D.,  of  New 
Rochelle,  died  on  January  8 at  The  New  York 
Hospital  at  the  age  of  forty-eight.  Dr.  Dou- 
gherty graduated  in  1941  from  Cornell  Univer- 
sity Medical  College.  He  was  an  adjunct  at- 
tending obstetrician  and  gynecologist  at  New 
Rochelle  Hospital  and  an  assistant  attending 
obstetrician  and  gynecologist  at  City  Hospital 
at  Elmhurst.  Dr.  Dougherty  was  a member  of 
the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Bruno  Sigismund  Harwood,  M.D.,  of  Sara- 
sota, Florida,  formerly  of  Syracuse,  died  on 
January  9 at  Sarasota  Memorial  Hospital  at  the 
age  of  eighty-three.  Dr.  Harwood  graduated 
in  1903  from  Long  Island  College  Hospital 
Medical  School.  Retired,  he  was  a Fellow  of 
the  American  College  of  Chest  Physicians  and  a 
member  of  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

James  Morley  Hitzrot,  M.D.,  of  New  Canaan, 
Connecticut,  died  on  January  11  at  the  age  of 
eighty-eight.  Dr.  Hitzrot  graduated  in  1901 
from  Johns  Hopkins  University  School  of 
Medicine.  He  was  a consulting  surgeon  at  The 
New  York  and  Norwedk  (Coimecticut)  Hospi- 
tals. Dr.  Hitzrot  was  a Diplomats  of  the  Ameri- 
can Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Ameri- 
can Surgical  Association,  the  New  York  Acad- 
emy of  Medicine,  the  New  York  Surgical 
Society,  the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of  New 
York. 

George  Joseph  Hogben,  M.D.,  of  Rye,  died  on 
January  11,  at  United  Hospital,  Port  Chester, 
at  the  age  of  seventy-five.  Dr.  Hogben  grad- 
uated in  1914  from  Long  Island  College  Hospital 
Medical  School.  Retired,  for  more  than  thirty 
years  he  had  served  as  health  officer  in  Rye  and 
was  also  police  surgeon  for  the  Rye  Police  De- 
partment. An  exempt  member  of  the  Rye  Fire 
Department,  Dr.  Hogben  had  served  for  fifteen 
years  as  a physician  for  the  Selective  Service  in 
New  York.  Dr.  Hogben  was  a member  of  the 
Westchester  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

• Carl  Kaplan,  M.D.,  of  Brooklyn  and  Ridge- 
wood, died  on  September  18,  1962,  at  the  age 
of  seventy-two.  Dr.  Kaplan  graduated  in 


1914  from  New  York  University  and  Bellevue 
Hospital  Medical  School.  He  was  a consultant 
in  otolaryngology  at  Jewish  Hospital  of 
Brooklyn.  Dr.  Kaplan  was  a Diplomate  of  the 
American  Board  of  Otolaryngology  and  a mem- 
ber of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  American  Oto- 
rhinologic  Society  for  Plastic  Surgery,  the  Medi- 
cal Society  of  the  County  of  Kings  and  the 
Medical  Society  of  the  State  of  New  York. 

Anthony  Attila  Lecce,  M.D.,  of  Staten  Is- 
land, died  on  February  3 at  the  age  of  fifty- 
eight.  Dr.  Lecce  graduated  in  1931  from  Long 
Island  College  of  Medicine.  He  was  an  attend- 
ing physician  on  the  fracture  and  orthopedic 
service  at  Richmond  Memorial  Hospital.  Dr. 
Lecce  was  a member  of  the  Richmond  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

George  Joseph  Lerner,  M.D.,  of  New  York 
City,  died  on  December  8,  1962,  at  the  age  of 
seventy-two.  Dr.  Lerner  graduated  in  1917 
from  Long  Island  College  Hospital  Medical 
School.  He  was  a member  of  the  New  York 
County  Medical  Society  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Aaron  Pomus,  M.D.,  of  New  York  City  and 
Forest  Hills,  died  on  May  25,  1962,  at  the  age 
of  seventy-four.  Dr.  Pomus  received  his  medi- 
cal degree  from  the  University  of  Tomsk  in 
1918. 

Winfred  Leman  Potter,  M.D.,  of  Syracuse, 
died  on  January  16  at  Syracuse  General  Hospital 
at  the  age  of  eighty-five.  Dr.  Potter  graduated 
in  1904  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  was  a senior 
attending  surgeon  at  Syracuse  General  Hospital. 
Dr.  Potter  was  a member  of  the  Syracuse  Acad- 
emy of  Medicine,  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Leopold  Prinz,  M.D.,  of  the  Bronx,  died  on 
January  10  at  the  age  of  eighty-six.  Dr.  Prinz 
received  his  medical  degree  from  the  University 
of  Leipzig  in  1901.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Daniel  Edward  Stedem,  M.D.,  of  Kenmore, 
died  on  January  8 at  Kenmore  Mercy  Hospital 


March  15,  1963  / New  York  State  Journal  of  Medicine  875 


at  the  age  of  seventy-one.  Dr.  Stedem  grad- 
uated in  1915  from  Hahnemann  Medical  College 
of  Philadelphia.  He  was  an  attending  surgeon 
and  chief  of  the  surgical  staff  at  Kenmore  Mercy 
Hospital,  which  he  had  helped  establish,  and  a 
consulting  surgeon  at  Millard  Fillmore  Hospital. 
Dr.  Stedem  was  a Fellow  of  the  American  Col- 
lege of  Surgeons,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

William  Rayner  Watson,  M.D.,  of  New  York 
City,  died  on  November  3,  1962,  at  the  age  of 
forty-one.  Dr.  Watson  graduated  in  1946  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  associate  attending 
physician  in  psychiatry  at  Vanderbilt  Clinic. 
Dr.  Watson  was  a Diplomate  of  the  American 


Board  of  Pediatrics  and  a member  of  the  Ameri- 
can Academy  of  Pediatrics,  the  Academy  of 
Psychoanalysis,  the  Association  for  Psycho- 
analytic Medicine,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

W.  Laurence  Whittemore,  M.D.,  of  New  York 
City,  died  on  February  3 at  the  age  of  seventy- 
seven.  Dr.  Whittemore  graduated  in  1911  from 
the  University  of  Toronto  Faculty  of  Medicine. 
He  was  a consulting  physician  at  Lenox  Hill 
Hospital,  City  Hospital  at  Elmhurst,  Midtown 
and  St.  Clare’s  Hospitals.  Dr.  Whittemore  was 
a Fellow  of  the  American  College  of  Physicians 
and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


AnnOUnC6m6nt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15, 1961,  reprints  of  the  series  is  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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Medical  Meetings 


Phi  Lambda  Kappa 

The  eleventh  interim  scientific  meeting  of 
Phi  Lambda  Kappa,  medical  students  aid 
society,  will  he  held  March  24  at  the  Deau- 
ville Hotel,  Miami  Beach,  Florida. 

New  York  State  Heart  Assembly,  Inc. 

The  New  York  State  Heart  Assembly  will 
present  its  scientific  program  at  Randolph 
House,  Syracuse,  on  April  4. 

Dennison  Young,  M.D.,  White  Plains,  and 
Gordon  K.  Moe,  M.D.,  Utica,  will  preside  at 
the  morning  and  afternoon  sessions,  respec- 
tively, which  will  deal  with  “Cardiovascular 
Trauma — Its  Relation  to  Work  and  Employ- 
ability.” 

Included  among  the  participants  wiU  be  Jay 
Tepperman,  M.D.,  Syracuse,  professor  of  ex- 
perimental medicine.  State  University  of  New 
York  Upstate  Medical  Center,  on  “Some  Ef- 
fects of  Exercise  on  the  Heart”;  Milton 
Helpem,  M.D.,  New  York  City,  professor  and 
chairman.  Department  of  Forensic  Medicine, 
New  York  University  School  of  Medicine,  on 
“Cardiac  Injuries”;  and  Leon  J.  Warshaw, 
M.D.,  New  York  City,  consultant  in  occupa- 
tional health  and  medical  director.  Paramount 
Pictui-es  Corporation,  and  medical  director. 
United  Artists  Corporation,  on  “Returning 
the  Cardiac  to  Work.”  A panel  discussion  on 
“Medical-Legal  Aspects  of  Cardiovascular  Dis- 
ease” will  be  conducted  by  Irvin  Klein,  M.D., 
New  York  City,  medical  director.  Workmen’s 
Compensation  Board,  with  Dr.  Tepperman, 
Meyer  Friedman,  M.D.,  Dr.  Helpern,  Thomas 
W.  Mattingly,  M.D.,  Dr.  Warshaw,  and  Mr. 
John  V.  Thornton  participating. 

Eastern  Conference  of  Radiology 

The  Eastern  Conference  of  Radiology  will 
be  held  at  the  Bellevue-Stratford  Hotel  in 
Philadelphia,  April  4 through  6.  The  program 
will  include  refresher  courses  sponsored  by  the 
Radiological  Society  of  North  America.  There 
will  be  a special  lectureship  on  Friday,  April  5. 

For  further  information  contact:  Theodore 
A.  Tristan,  M.D.,  Department  of  Radiology, 
Hospital  of  the  University  of  Pennsylvania, 
Philadelphia  4,  Pennsylvania. 


Bronx  Pediatric  Society 

The  Bronx  Pediatric  Society  will  meet  at 
8:30  P.M.  on  April  10  in  the  auditorium  of  the 
Morrisania  City  Hospital,  168th  Street  and 
Gerard  Avenue,  The  Bronx. 

“Testicular  Embryonal  Carcinoma  in  an 
Infant”  will  be  presented  by  Michael  Heymann, 
M.D.,  and  discussed  by  Jacob  Freidman,  M.D.; 
“Ovarian  Teratoma”  will  be  presented  by 
Leon  Redler,  M.D.;  “Edema  and  Abdominal 
Tumor  in  the  Newborn”  will  be  presented  by 
Bella  Clutario,  M.D.,  and  discussed  by  Jay 
Bernstein,  M.D.;  “Atrial  Flutter  in  the  New- 
born” will  be  presented  by  Eleanor  Palafox, 
M.D.,  and  discussed  by  Abraham  M.  Rudolph, 
M.D.,  and  “Neonatal  Nephrosis”  will  be  pre- 
sented by  Dr.  Palafox  and  discussed  by  Henry 
L.  Barnett,  M.D. 

New  Jersey  meeting 

The  197th  annual  meeting  of  the  Medical 
Society  of  New  Jersey  will  be  held  at  Haddon 
Hall,  Atlantic  City,  New  Jersey,  May  11 
through  15. 

New  York  State  physicians  are  invited  to 
attend  the  scientific  sessions.  There  is  no 
registration  fee  for  out-of-state/nonmember 
physicians. 

Pan-Pacific  Surgical  Association 

The  ninth  congress  of  the  Pan-Pacific  Surgi- 
cal Association  will  be  held  November  5 through 
13  in  Honolulu,  Hawaii,  and  the  first  Pan- 
Pacific  mobile  educational  lecture  seminar  will 
be  held  November  13  through  December  10  in 
New  Zealand,  Australia,  Thailand,  the  Phil- 
ippines, Hong  Kong,  and  Japan. 

All  physicians  are  cordiedly  invited  to  attend 
both  of  these  meetings.  The  ninth  congress 
offers  an  extensive  scientific  program  of  300 
leading  surgeons  in  nine  surgical  specialties. 

The  seminar  through  the  Pacific  area  offers, 
for  the  first  time,  scientific  meetings  in  each 
country  presenting  medical  material  unique 
to  the  areas. 

For  further  information,  contact  F.  J. 
Pinkerton,  M.D.,  Director  General,  Pan- 
Pacific  Surgical  Association,  Alexander  Young 
Building,  Honolulu  13,  Hawaii. 
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Abstracts 


Lippmann,  H.  I.:  Rehabilitation  technics 

in  geriatric  practice.  New  York  State  J. 
Med.  63:  795  (Mar.  15)  1963. 

Rehabilitation  of  the  geriatric  patient  requires 
an  individuahzed  program,  including  utilization 
of  nonmedical  professional  workers,  community 
resources,  and  new  technics  of  managing,  eval- 
uating, and  following  the  disabled  patient. 
Cerebrovascular,  cardiovascular,  and  peripheral 
vascular  diseases  are  important  problems 
in  geriatric  rehabilitation.  Specific  examples 
include  both  physical  and  emotional  rehabili- 
tation in  patients  who  have  had  strokes,  de- 
velopment of  a rational  activity  program 
in  those  with  coronary  artery  disease,  and  strict 
foot  hygiene  to  reduce  the  number  of  amputa- 
tions in  those  with  peripheral  vascular  disease. 

Margulies,  M.  E.,  and  Slade,  W.  R.,  Jr.: 

Parkinsonism  produced  by  brain  tumors.  New 
York  State  J.  Med.  63:  801  (Mar.  15)  1963. 

Paralysis  agitans  includes  a group  of  affec- 
tions of  the  nervous  system  characterized  by 
tremor  and  muscular  rigidity  which  give  rise  to  a 
lack  of  facial  expression,  characteristic  gait 
and  attitude,  and  slowness  of  initiation  of 
voluntary  movement.  The  syndrome  may  be 
produced  by  infections  of  the  nervous  system, 
vascular  diseases  of  the  brain,  toxic  conditions, 
trauma  (rarely),  expanding  intracranial  lesions, 
and,  possibly,  emotional  factors.  In  parkinson- 
ism produced  by  brain  tumor  the  symptoms  are 
caused  by  the  interrelations  of  the  basal 
ganglia  with  the  cerebral  cortex,  but  the 
mechanisms  have  yet  to  be  worked  out  fully. 

Berger,  H.:  Potassium  depletion  in  heart 

failure.  New  York  State  J.  Med.  63:  805 
(Mar.  15)  1963. 

In  a small  general  hospital  a survey  of  the  use 
of  parenteral  fluids  disclosed  that  20  per  cent 
of  the  patients  showed  potassium  deficiency. 
The  various  mechanisms  of  potassium  deple- 
tion discussed  are:  (1)  decreased  intake 

through  anorexia  or  nausea;  (2)  increased  loss 
through  vomiting,  nasogastric  suction,  diarrhea, 
and  intestinal  fistulas;  (3)  loss  occurring  iatro- 
genically  through  the  use  of  potassium-free 
parenteral  fluids,  thiazides,  mercurials,  or 
adrenal  steroids;  or  (4)  loss  occurring  meta- 
bolically  through  the  catabolism  of  protein, 
phosphorylation  of  glucose,  or  stress  syndrome. 
Low  tissue  levels  of  potassium  may  exist  even 
when  blood  levels  are  normal.  Potassium  plays 
a role  in  cardiac  contraction,  digitalis  ad- 
ministration, and  renal  physiology.  Diagnosis 
of  potassium  deficiency  depends  on  urinary 


potassium  levels  in  relation  to  intake  and  clinical 
study.  Treatment  consists  of  oral  replacement 
with  dosage  determined  by  deficit,  daily  re- 
quirements, and  continuing  loss,  if  any. 

Boba,  A.,  Landmesser,  C.  M.,  and  Powers, 
S.  R.  Jr,:  Prophylactic  aspects  of  post- 

traumatic  and  postoperative  renal  failure.  New 
York  State  J.  Med.  63:  812  (Mar.  15)  1963. 

Etiologic  factors  involved  in  post-traumatic 
and  postoperative  anuria  are  (1)  hemodynamic 
(renal  vasoconstriction),  (2)  hormonal  (water 
and  electrolyte  retention),  and  (3)  mechanical 
(impediment  to  flow  within  tubules).  Pro- 
phylaxis consists  of  (1)  sympathetic  blockade, 
(2)  adequate  replacement  of  water  and  elec- 
trolytes, and  (3)  mannitol  diuresis.  Of  350 
patients  in  whom  acute  renal  failure  might 
have  been  expected  and  who  were  subjected  to 
such  a regimen,  none  has  required  hemodialysis. 

Strauss,  R.  B.,  and  Fowler,  E.  P.,  Jr.: 
Audiometry  and  recruitment  in  acoustic  neu- 
rinomas; aids  in  early  diagnosis.  New  York 
State  J.  Med.  63:  820  (Mar.  15)  1963. 

Acoustic  neurinomas  offer  a good  prognosis 
if  they  are  diagnosed  and  treated  early.  Symp- 
toms include  dysequilibrium,  tinnitus,  and 
hearing  loss.  The  absence  of  recruitment  of 
loudness  may  help  to  distinguish  between 
acoustic  neurinoma  and  Meniere’s  disease,  in 
which  recruitment  is  usually  present.  However, 
in  16  per  cent  of  31  patients  with  acoustic 
neurinoma  who  had  measurable  hearing,  re- 
cruitment was  shown  to  be  present.  In  addition 
to  recruitment-of -loudness  determinations,  early 
diagnosis  may  be  aided  by  careful  examination 
of  audiometric  patterns  such  as  spikes  and  dips 
in  the  hearing  threshold  level  at  certain  fre- 
quencies and,  especially,  rises  at  8,000  cycles 
per  second;  by  studies  of  the  adaptation  phe- 
nomenon; by  speech  discrimination  scores 
versus  pure-tone  thresholds;  and  by  tests  of 
differential  intensity  sensitivity. 

Boyan,  C.  P.:  General  anesthesia  with  mini- 

mal equipment.  New  York  State  J.  Med. 
63:  829  (Mar.  15)  1963. 

The  E.M.O.  ether-air  nonrebreathing  anes- 
thesia apparatus  supplied  in  the  Civil  Defense 
emergency  hospital  unit  consists  of  an  ether 
inhaler  and  an  Oxford  inflating  bellows.  It 
can  be  used  immediately  at  any  disaster  area 
as  it  is  portable  and  independent  of  compressed 
gases.  It  was  shown  to  be  efficient,  simple,  and 
versatile  in  104  patients  undergoing  various 
operative  procedures.  In  24  patients  anesthe- 
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tized  by  this  method,  a decrease  in  the  arterial 
carbon  dioxide  tension  was  comparable  to  that 
obtained  by  a closed  carbon  dioxide  absorption 
circuit.  Ventilation  was  assisted  or  controlled 


Tracheotomy  in  children 


The  indications  for  tracheotomy  in  children 
differ  from  those  for  adults.  In  addition, 
mortality,  postoperative  complications,  and 
ease  of  decannulation  differ  substantially,  and 
the  surgical  technic  must  be  more  meticulous. 
These  findings  are  reported  in  the  September 
27,  1962,  issue  of  the  New  England  Journal  of 
Medicine. 

Tracheotomy  problems  in  294  operations  on 
children  ranging  from  infancy  through  adoles- 
cence were  studied.  Seventy-three  per  cent  were 
performed  on  patients  under  five  years  of  age, 
40  per  cent  on  patients  under  two  years,  and 
males  outnumbered  females  8 to  5. 

Infection,  a relatively  rare  indication  for 
tracheotomy  in  adults,  was  found  to  be  the 
cause  for  tracheotomy  in  over  half  the  children 
(152),  mostly  in  those  under  five  years  old. 
Complications  occurred  in  3 1 per  cent.  All  of  the 
operative  complications,  85  per  cent  of  the 
postoperative  complications,  and  86  per  cent  of 
the  difliculties  with  decannulation  occurred  in 
children  under  five  years  of  age.  Of  the  20.1  per 
cent  mortality  in  this  series,  3.4  per  cent  was 


in  both  groups,  and  the  Oxford  inflating  bellows 
was  shown  to  be  as  effective  as  the  conventional 
breathing  bag  in  providing  normal  or  increased 
pulmonary  ventilation  during  anesthesia. 


attributable  to  the  operation  or  its  compli- 
cations. 

Among  the  operative  complications  were  un- 
successful attempt  at  intubation,  difficulty  in 
finding  the  trachea  at  operation,  complete 
obstruction  during  operation,  cardiac  arrest,  and 
respiratory  arrest. 

One  third  of  the  postoperative  complications 
were  potentially  fatal.  Among  these  were 
slipped  or  plugged  tracheotomy  tube,  subcu- 
taneous emphysema,  mediastinal  emphysema, 
pneumothorax,  obstructive  emphysema  or 
atelectasis,  and  bleeding. 

None  of  the  complications  of  decannulation 
were  ’severe,  but  they  consisted  of  fistula  re- 
quiring operative  closure,  tracheal  stenosis, 
delayed  closure,  operative  closure  producing 
subcutaneous  emphysema,  dyspnea  (requiring 
a humidified  room  for  a week),  and  tracheal 
granulation.  The  authors  feel  that  the  compli- 
cations resulting  from  decannulation  will  be 
fewer  if  the  tube  is  removed  as  soon  as  it  is  no 
longer  needed. 

Although  conditions  necessitating  tracheot- 
omy are  themselves  associated  with  high 
mortality,  prompt  diagnosis  and  prompt  surgery 
can  minimize  additional  mortality  and 
morbidity. 
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Medical  Schools 


Albany  Medical  College 

Grant.  A grant  of  $2,170,000  which  will  sup- 
port the  development  and  operation  for  a seven- 
year  period  of  a “Multidisease  Clinical  Re- 
search Center”  was  awarded  by  the  National 
Institutes  of  Health. 

This  research  center  will  “foster  opportunities 
tor  chnical  research  of  superior  quahty  within 
many  departments  of  the  College,  including 
projects  which  were  not  started  in  the  past  for 
lack  of  facilities,  equipment  and  funds  to  pay 
for  patient  hospitalization  while  studies  are 
being  conducted.”  The  award  is  to  cover  the 
expenses  of  developing  and  operating  the  Center 
during  the  next  seven  years  beginning  June  1, 
1963. 

Albert  Einstein  College  of  Medicine 

Three-year  grant.  Elliot  D.  Weitzman,  M.D., 
an  associate  in  neurology,  is  studying  the  rela- 
tionships between  irregular  electrical  discharges 
in  the  brain  and  convulsive  seizures  during  sleep 
under  a $5,000-research  grant  awarded  by  the 
Epilepsy  Foundation.  The  aim  of  the  project 
is  to  determine  the  influence  of  a variety  of  in- 
duced changes  in  the  electrical  energy  output  of 
the  brains  of  epileptic  patients  and  monkeys 
while  they  are  asleep. 

Cornell  University  Medical  College 

Honored.  Edwin  T.  Hauser,  M.D.,  emeritus 
clinical  professor  of  medicine,  was  presented  the 
annual  award  by  the  Hospital  Alumni  Group. 

New  York  Hospital  Alumni  Association. 

OflScers  elected  at  the  meeting  of  the  New  York 
Hospital  Alumni  Association  on  January  24  are: 
Alphonse  E.  Timpanelli,  M.D.,  president; 
Charles M.  McLane,  M.D.,  vice-president;  and 
S.  Frank  Redo,  M.D.,  secretary-treasurer. 

Appointed.  Fred  Plum,  M.D.,  presently  pro- 
fessor of  medicine  (neurology).  University  of 
Washington  School  of  Medicine,  Seattle,  has 
been  named  Anne  Parrish  Titzell  Professor  of 
Nemology  in  Medicine  and  succeeds  the  late 
Harold  G.  Wolff,  M.D.  Dr.  Plum  will  also  be- 
come neurologist-in-chief  of  the  New  York 
Hospital. 

Walsh  McDermott,  M.D.,  Livingston  Far- 
rand  Professor  of  Public  Health,  was  named  to 
head  a delegation  of  100  Americans  who  are 
prominent  in  science,  government,  and  in- 
dustry to  the  United  Nations  Conference  on  the 
Application  of  Science  and  Technology  for  the 
Benefit  of  the  Less  Developed  Areas  which  was 
held  in  Geneva  from  February  4 to  20. 


New  appointments.  Marvin  Stein,  M.D.,  a 
member  of  the  outpatient  staff  of  the  Depart- 
ment of  Psychiatry,  Hospital  of  the  University 
of  Pennsylvania,  and  chief  of  section.  Division 
A,  Department  of  Psychiatry,  Philadelphia 
General  Hospital,  has  been  appointed  professor 
of  psychiatry;  and  James  L.  German,  III, 
M.D.,  assistant  professor.  Rockefeller  Institute, 
an  associate  physician  to  the  Hospital  of  the 
Rockefeller  Institute,  and  research  associate  at 
the  Rockefeller  Institute,  has  been  appointed 
associate  professor  of  pediatrics,  both  appoint- 
ments to  become  effective  July  1, 1963. 

New  York  Medical  College 

March  of  Dimes  grant.  A March  of  Dimes 
grant  of  $54,902  from  the  National  Foundation 
has  been  received  by  the  New  York  Medical 
College.  Edward  Wasserman,  M.D.,  associate 
professor  of  pediatrics,  will  direct  an  investiga- 
tion of  a possibility  that  some  congenital  kidney 
diseases  have  their  origin  in  immunologic  in- 
compatibility occurring  before  birth  between  the 
mother  and  her  unborn  baby.  The  entire  re- 
search project  win  be  carried  out  in  the  Renal 
Laboratory  which  is  under  the  direction  of  Kvirt 
Lange,  M.D.,  professor  of  medicine. 

New  York  University  Schools  of  Medicine 

Howard  Fox  Memorial  Lecture.  The  fifth 
Howard  Fox  Memorial  Lecture  wfil  be  deUvered 
by  Robert  R.  Kierland,  M.D.,  head  of  the  sec- 
tion of  dermatology,  Mayo  Clinic,  and  pro- 
fessor of  dermatology,  Mayo  Foundation, 
Graduate  School,  University  of  Minnesota,  on 
Aprfi  30.  Dr.  Kierland  will  speak  on  “The  Col- 
lagenoses  with  Particular  Reference  to  Transi- 
tional Forms  Between  Lupus  Erythematosus, 
Scleroderma,  and  Dermatomyositis.”  The 
lecture  wfil  be  held  in  Classroom  B of  Alumni 
Hall,  550  First  Avenue,  New  York  16,  New 
York. 

State  University  of  New  York  Downstate 
Meijical  Center 

Postgraduate  courses.  Postgraduate  courses 
which  are  being  offered  during  the  first  half  of 
1963  are:  January  2 to  March  20 — “Compre- 
hensive Course  in  Respiration,”  with  Frederick 
Kao,  M.D.,  and  Harold  Lyons,  M.D.;  January 
14  to  May  27 — “Functional  Anatomy,”  with 
Raymond  K.  J.  Luomanen,  M.D.;  March  6 
to  April  24 — “Dermatology,”  with  Lawrence 
Frank,  M.D.,  Milton  Spiegel,  M.D.,  and  Joseph 
Benton,  M.D.;  April  2 to  June  7 — “Review  of 
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Current  Progress  in  Internal  Medicine,”  with 
David  Grob,  M.D.,  at  Maimonides  Hospital  of 
Brooklyn;  April  3 to  June  12 — “Heart  Failure: 
Facts  and  Fallacies,”  with  Frederick  Kavaler, 
M.D.,  and  May  26,  27,  and  28 — ^“Intensive 
Seminar  in  Pediatrics,”  with  Benjamin  Kramer, 
M.D.,  Howard  Setleis,  M.D.,  and  David 
Dragutsky,  M.D.,  at  Maimonides  Hospital  of 
Brooklyn. 

Special  lectures.  Goran  C.  H.  Bauer,  M.D., 
director  of  research,  the  Hospital  for  Special 
Surgery,  New  York  City,  and  Gilbert  S.  Gordan, 
M.D.,  professor  of  medicine,  San  Francisco 
Medical  Center,  delivered  a special  lecture 
sponsored  by  the  Department  of  Medicine,  on 
“Kinetics  of  Human  Bone  Disease,”  on  January 
7.  On  January  14  Alan  F.  Guttmacher,  M.D., 
president.  Planned  Parenthood  Federation  of 
America,  spoke  on  “Abortion  and  the  Law” 
as  guest  lecturer  of  the  Alpha  Omega  Alpha 
Club.  Dr.  Banesh  Hoffman,  professor  of 
mathematics.  Queens  College,  New  York  City, 
lectured  as  the  guest  of  Sigma  Xi  Club  on 
January  28.  Dr  Hoffman  spoke  on  “An  His- 
torical Account  of  the  Development  of  the 
Quantum  Theory  in  Physics.”  I.  Snapper, 
M.D.,  director  of  medicine  and  medical  educa- 
tion, Beth-El  Hospital,  Brooklyn,  delivered  the 
Annual  Murray  B.  Gordon  Lecture  on  “Mul- 
tiple Myeloma”  on  February  4. 

Appointed.  Isidor  Bernstein,  M .D . , attending 
psychiatrist.  Hillside  Hospital,  Glen  Oaks,  has 
been  appointed  clinical  assistant  professor  of 
psychiatry;  George  Zavitzianos,  M.D.,  Tenafly, 
New  Jersey,  has  been  appointed  senior  lecturer, 
and  LUi  Bussel,  M.D.,  New  York  City,  lecturer, 
both  in  the  Department  of  Psychiatry.  Abel 
Kenin,  M.D.,  Brooklyn,  has  been  appointed 
lecturer  in  orthopedic  sxu*gery.  Fidelio  A. 
Jiminez,  M.D.,  Astoria,  has  been  promoted  from 
clinical  instructor  to  clinical  assistant  professor. 
Department  of  Pathology. 

Masterson  Scholarship  Fund.  The  Medical 
Center’s  Alumni  Association  has  announced  the 
estabhshment  of  the  John  J.  Masterson  Memo- 
rial Scholarship  Fund  in  memory  of  the  promi- 
nent Brooklyn  radiologist  and  active  member 
of  the  Alumni  Association  who  died  November 


19,  1962.  The  amount  of  the  scholarship  will 
be  determined  by  the  total  amount  of  donations 
received.  Four  thousand  dollars  has  been 
pledged  by  the  Association’s  Board  of  Governors 
and  Board  of  Managers. 

Grants.  A total  of  21  grants  amounting  to 
$311,965  was  received  during  October  and 
November,  1962.  Thirteen  were  for  the  renewal 
of  research  work  already  in  progress  and  five 
were  for  the  support  of  new  research.  Of 
these  research  grants,  12  came  from  the  National 
Institutes  of  Health  and  the  remaining  six  from 
the  U.S.  Public  Health  Service,  the  Health  Re- 
search Council  of  the  City  of  New  York, 
Ethicon,  Inc.,  The  American  Medical  Associa- 
tion Education  and  Research  Foundation, 
Wyeth  Laboratories,  Inc.,  and  the  Association 
for  the  Aid  of  Crippled  Children. 

Other  National  Institutes  of  Health  renewals 
went  to  the  Department  of  Pathology  for  its 
electron  microscopy  program,  and  to  the  Divi- 
sion of  Ophthalmology  for  graduate  training 
in  clinical  ophthalmology.  In  addition,  a 
renewal  from  the  Greater  New  York  Chapter  of 
the  National  Foundation  went  to  the  Depart- 
ment of  Rehabilitation  Medicine  for  the  support 
of  pediatric  rehabilitation. 

State  University  of  New  York  Upstate 
Medical  Center 

Guest  lecturer.  Wilder  Penfield,  M.D.,  hon- 
orary consultant  to  the  Montreal  Neurological 
Institute,  and  former  director  there,  was  guest 
lecturer  on  February  13.  Dr.  Penfield  spoke  on 
“Brain  Function:  Evidence  from  Cliniced  Ex- 
cision and  Stimulation,”  The  lecture  was  spon- 
sored by  Alpha  Omega  Alpha  medical  honorary. 

MEND.  Dr.  Sheldon  Korchin,  National  In- 
stitutes of  Health  specialist  on  human  stress, 
spoke  on  January  30  on  “Stress  and  Space 
FMght.” 

Student  American  Medical  Association. 
Gerald  D.  Dorman,  M.D.,  was  guest  lecturer  of 
the  Student  American  Medical  Association  on 
February  6.  Dr.  Dorman  discussed  the  “King- 
Anderson  BUI”  and  the  related  AMA  view- 
point. 
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Abstracts  in  Interlingua 


Lippmann,  H.  I.:  Technicas  de  rehabilitation 

in  le  practica  geriatric  (anglese).  New  York 
State  J.  Med.  63:  795  (15  de  martio)  1963. 

Le  rehabilitation  del  patiente  geriatric  re- 
quire un  programma  individualisate,  incluse  le 
utihsation  de  non-medical  travaliatores  profes- 
sional, del  ressources  del  communitate,  e de 
nove  technicas  de  manutention,  evaluation, 
e observation  del  invalidate  patiente.  Morbos 
cerebrovascular,  cardiovascular,  e periphero- 
vascular  es  importante  problemas  in  le  rehabili- 
tation geriatric.  Le  hie  presentate  exemplos 
specific  concerne  le  rehabilitation  physic  e 
etiam  emotional  de  patientes  con  accidentes 
cerebrovascular,  le  disveloppamento  de  un 
programma  rational  de  activitate  pro  subjectos 
con  morbo  de  arteria  coronari,  e le  stricte  hy- 
giene pedal  que  es  necessari  pro  reducer  le 
numero  de  amputationes  in  subjectos  con  morbo 
periphero-vascular. 

Margulies,  M.  E.,  e Slade,  W.  R.,  Jr.: 

Parkinsonismo  producite  per  tumores  cerebral 
{anglese).  New  York  State  J.  Med.  63: 
801  (15  de  martio)  1963. 

Le  termino  paralyse  agitante  include  un 
gruppo  de  afifectiones  del  systema  nervose  que 
es  characterisate  per  tremor  e rigiditate  muscular 
e que  resulta  in  un  manco  de  expression  facial, 
in  typic  ambulatura  e attitude,  e in  lentitude 
del  initiation  de  movimentos  voluntari.  Le 
syndrome  es  variemente  producite  per  infec- 
tiones  del  systema  nervose,  per  morbos  cere- 
bro-vascular,  per  conditiones  de  toxicitate, 
(rarmente)  per  trauma,  per  expansive  lesiones 
intracranial,  e possibilemente  per  factores 
emotional.  In  parkinsonismo  producite  per 
tumores  cerebral  le  symptomas  es  causate  per 
le  interrelationes  del  gangliones  basal  con  le 
cortice  cerebral,  sed  le  mechanismo  de  iste 
effecto  es  non  ancora  completemente  clar. 

Berger,  H.:  Depletion  de  kalium  in  discom- 

pensation  cardiac  {anglese),  New  York  State 
J.  Med.  63:  805  (15  de  martio)  1963. 

In  un  parve  hospital  general,  un  studio  del 
uso  de  liquidos  parenteral  revelava  que  20  pro 
cento  del  patientes  manifestava  deficientia  de 
kalium.  Le  varie  mechanismos  del  depletion 
de  kalium  es  discutite.  Illos  es:  (1)  Reducite 

ingestion  in  consequentia  de  anorexia  o nausea. 
(2)  Augmentate  perditas  in  consequentia  de 
vomito,  suction  nasogastric,  diarrhea,  e fistulas 
intestinal.  (3)  latrogenicamente  occasionate 
perditas  in  consequentia  del  uso  de  liquidos 
parenteral  sin  contento  de  kalium  e del  uso  de 
thiazidos,  mercuriales,  o steroides  adrenal. 


(4)  Metabolicamente  occasionate  perditas  in 
consequentia  del  catabolismo  de  proteina,  del 
phosphorylation  de  glucosa,  o del  syndrome  de 
stress. — Basse  nivellos  tissular  de  kalium  pote 
exister  mesmo  quando  le  nivellos  in  le  sanguine 
es  normal.  Kalium  ha  un  rolo  in  contraction 
cardiac,  in  le  administration  de  digitalis,  e in 
le  physiologia  renal.  Le  diagnose  de  defi- 
cientia de  kalium  depende  del  relation  inter 
le  nivellos  de  kalium  in  le  urina  e le  ingestion, 
insimul  con  studios  clinic.  Le  tractamento 
consiste  in  le  reimplaciamento  oral  in  un  dosage 
determinate  a base  del  deficit,  del  requirimentos 
diurne,  e del  continuante  perdita  (si  un  tal  es 
presente) . 

Boba,  A.,  Landmesser,  C.  M.,  e Powers, 
S.  R.,  Jr.:  Aspectos  prophylactic  de  post- 

traumatic  e post-chirurgic  discompensation  renal 
{anglese).  New  York  State  J.  Med.  63:  812 
(15  de  martio)  1963. 

Factores  etiologic  de  interesse  in  post-trau- 
matic e post-chirurgic  anuria  es  (1)  hemodynamic 
(vasoconstriction  renal),  (2)  hormonal  (re- 
tention de  aqua  e electrolytes),  e (3)  mechanic 
(impedimento  al  fluxo  in  le  tubulos).  Le  pro- 
phylaxia  consiste  de  (1)  blocage  sympathic, 
(2)  adequate  reimplaciamentos  de  aqua  e de 
electrolytes,  e (3)  diurese  a mannitol.  In  un 
gruppo  de  350  patientes  in  qui  le  expectation 
de  acute  discompensation  renal  haberea  essite 
justificate  sed  qui  esseva  tractate  sub  le  condi- 
tiones del  supra-describite  regime,  nulle  ha 
requirite  un  hemodialyse. 

Strauss,  R.  B.,  e Fowler,  E.  P.,  Jr.:  Audio- 

metria  e recrutamento  in  neurinomas  acustic; 
adjutas  in  le  precoce  diagnose  {anglese).  New 
York  State  J.  Med.  63:  820  (15  de  martio) 
1963. 

Le  prognose  in  neurinomas  acustic  es  bon  si 
illos  es  diagnosticate  e tractate  precocemente. 
Le  symptomas  include  dysequilibrio,  tinnito, 
e perdita  de  audition.  Le  absentia  de  recruta- 
mento in  le  subjective  fortia  sonore  pote  esser 
utile  in  distinguer  neurinoma  acustic  ab  morbo 
de  Meniere  (in  que  illo  es  usualmente  presente). 
Tamen,  in  16  pro  cento  de  31  patientes  con 
neurinoma  acustic  in  qui  le  audition  esseva 
mesurabile,  il  esseva  trovate  que  recrutamento 
acustic  esseva  presente.  A parte  le  determina- 
tion de  recrutamento  de  fortia  sonore,  le  precoce 
diagnose  pote  esser  promovite  per  un  meticulose 
examine  del  configuration  autiometric,  incluse 
piccos  e indentationes  in  le  nivello  del  limine 
auditori  a certe  frequentias  e,  specialmente, 
elevationes  a 8.000  cyclos  per  secunda;  per 
studios  del  phenomeno  de  adaptation;  per 
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tests  del  distinction  de  parolas  in  comparation 
con  limines  de  sono  pur;  e per  tests  del  sensi- 
bilitate  pro  differentiae  de  intensitate. 


Boy  an,  C.  P.:  Anesthesia  general  con  un 

minimo  de  equipamento  (anglese).  New  York 
State  J.  Med.  63:  829  (15  de  martio)  1963. 

Le  apparato  E.M.O.  de  anesthesia  a non- 
reinhalate  ethere  e aere,  le  qual  es  disponibile 
in  le  unitates  hospitalari  de  urgentia  del  De- 
fensa  Civil  consiste  de  un  inhalator  de  ethere  e 
un  foUe  Oxford  de  inflation.  Le  apparato  pote 
esser  usate  immediatemente  in  un  sito  de  cata- 


Lidocaine for  postoperative  pain 


The  effect  of  giving  lidocaine  intravenously 
(1,000  mg.  in  1 L.  of  fluid  during  operation)  for 
postoperative  pain  was  studied  in  302  surgical 
patients  who  were  matched  against  302  con- 
trols. During  the  flrst  three  postoperative  days, 
83  per  cent  of  the  treated  group  reported  either 
no  pain  or  mere  soreness,  as  against  only  25  per 
cent  of  the  controls.  Evaluated  on  the  basis 
of  need  for  narcotics,  the  difference  was  even 
more  marked.  Over  the  three-day  postoperative 
period  the  lidocaine  group  got  only  an  average  of 
0.8  of  a dose  daily  while  the  controls  got  an 
average  of  2 doses  daily. 

These  findings  were  reported  in  the  October, 
1962,  Journal  of  the  American  Medical  Women’s 
Association  by  Esther  E.  Bartlett,  M.D.,  and 
Queyphon  Hutaserani,  M.D.,  of  the  New 


strophe  proque  illo  es  portabile  e independents 
del  disponibilitate  de  gases  comprimite.  lUo 
se  monstrava  eflficace,  simple,  e versatile  in  104 
patientes  subjicite  a varie  typos  de  interven- 
tion chirurgic.  In  24  patientes  anesthesiate 
per  medio  de  iste  methodo,  un  decline  in  le 
tension  arterial  de  bioxydo  de  carbon  esseva 
notate  de  grades  comparabile  a iUos  obtenite 
per  un  claudite  circuito  de  absorption  de  bioxydo 
de  carbon.  Le  ventilation  esseva  supportate  o 
regulate  in  ambe  gruppos  de  patientes,  e le 
folle  Oxford  de  inflation  se  monstrava  tanto 
efficace  como  le  sacco  conventional  de  respira- 
tion in  provider  normal  o augmentate  ventila- 
tion pulmonari  durante  le  anesthesia. 


England  Hospital,  Boston,  Massachusetts. 

In  an  extension  of  the  study,  60  laparotomy 
patients  were  given  an  injection  of  500  mg. 
lidocaine  into  the  rectus  muscle,  in  addition  to 
the  intravenous  dose.  Over  the  three-day 
period,  94.5  per  cent  of  these  patients  had  no 
pain  at  all  or  soreness  only,  while  narcotics 
demand  was  reduced  to  0.6  of  a dose  per  day. 
Other  benefits  attributed  by  the  authors  to 
lidocaine  were  reduction  of  cardiac  irritability, 
eliminating  premature  beats  with  less  danger  of 
ventricular  fibrillation;  reduction  of  amounts  of 
succinylcholine  chloride  and  general  anesthetics 
used;  and  control  of  the  hypertensive  effects  of 
succinylcholine  chloride.  The  authors  caution 
that  use  of  this  drug  demands  careful  observa- 
tion during  anesthesia,  at  its  decrease  or  cessa- 
tion of  drip  at  the  termination  of  succinyl- 
chloride  therapy,  and  careful  instruction  of 
recovery  room  nurses  on  signs  of  possible 
cardiovascular  difficulties. 
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Month  in  Washington 


President  Kennedy  submitted  to  Congress  a 
proposed  new  multimillion  dollar  program  to 
combat  mental  illness  and  mental  retardation 
calling  for  the  establishment  of  hundreds  of 
community  health  centers. 

The  program  would  be  financed  jointly  by  the 
Federal  and  state  or  local  governments,  similar 
to  the  Hill-Burton  program  for  construction  of 
hospitals.  It  was  estimated  the  program  would 
cost  hundreds  of  millions  of  dollars  eventually, 
if  approved  by  Congress  and  fuUy  implemented 
at  the  state  and  local  level.  Congress  was  asked 
to  appropriate  $31.3  million  in  fiscal  1964  for  the 
program. 

Kennedy  listed  three  objectives:  (1)  deter- 

mining the  causes  of  mental  illness  and  mental 
retardation  and  finding  effective  treatments  for 
them,  (2)  research  and  training  of  skilled  person- 
nel, (3)  strengthening  and  improvement  of  pro- 
grams and  facilities  for  treating  the  mentally 
afflicted. 

“This  approach  is  designed,  in  large  measure, 
to  use  Federal  resources  to  stimulate  state,  local, 
and  private  action,”  Kennedy  said.  “When 
carried  out,  reliance  on  the  cold  mercy  of  cus- 
todial isolation  will  be  supplanted  by  the  open 
warmth  of  community  concern  and  capability. 
Emphasis  on  prevention,  treatment,  and  re- 
habilitation will  be  substituted  for  a desultory 
interest  in  confining  patients  in  an  institution  to 
wither  away.” 

The  President  asked  for  prompt  Congressional 
approval  of  legislation  that  would: 

1.  Authorize  grants  to  the  states  beginning 
in  fiscal  1965  for  establishment  of  comprehensive 
community  mental  health  centers  with  the 
Federal  government  providing  from  45  to  75 
per  cent  of  the  project  costs  and  short-term 
grants  for  initial  staffing  costs.  The  Federal 
government  would  provide  up  to  75  per  cent  of 
operation  costs  in  early  months  and  phase  out 
such  support  in  about  four  years. 

2.  Set  up  a five-year  program,  starting  with 
$5  million  in  the  next  fiscal  year,  for  project 
grants  to  stimulate  state  and  local  health  de- 
partments in  planning,  initiating,  and  develop- 
ing programs.  The  goal  would  be  prevention  of 
mental  retardation. 

3.  Establish  project  grants  to  states  to  pro- 
mote public  planning  for  comprehensive  state 
and  community  action  on  retardation,  plus 
provision  of  Federal  funds  for  up  to  75  per  cent 
of  the  construction  costs  of  mental  retardation 
research  centers. 

4.  Amend  the  Vocational  Rehabilitation  Act 
to  provide  additional  Federal  financial  assistance 
for  services  to  the  mentally  retarded  and  others 
whose  vocational  rehabilitation  potential  is  dif- 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


ficult  to  determine.  The  legislation  would  per- 
mit rehabilitation  services  to  a mentally  re- 
tarded person  up  to  18  months. 

* * 

The  Kennedy  Administration’s  budget  for 
fiscal  1964  calls  for  increases  for  aU  activities  of 
the  National  Institutes  of  Health  with  a boost  of 
nearly  50  per  cent,  to  $166  million,  for  mental 
health  work. 

The  estimated  expenditures  in  the  new  budget 
for  medical  research  through  N.I.H.  totalled 
$850  million,  $113  million  more  than  the  esti- 
mate for  the  current  fiscal  year.  The  total  was 
somewhat  surprising  in  that  Kennedy  expressed 
dissatisfaction  last  year  when  Congress  ap- 
propriated $100  million  more  for  N.I.H.  than 
he  had  requested. 

In  a special  message  to  Congress  “on  im- 
proving American  health,”  President  Kennedy 
renewed  requests  for  grants  for  medical  and 
dental  schools,  air  pollution  control,  health  re- 
search, vocational  rehabilitation,  encourage- 
ment of  group  practice,  improving  maternal 
and  child  care,  and  health  and  community 
health  services. 

The  President  also  said  there  was  a “clear  and 
urgent  need”  for  tighter  control  over  the  mar- 
keting of  food,  drugs,  therapeutic  devices,  and 
cosmetics. 

Kennedy  urged  a five-year  extension  of  the 
Hill-Burton  Act  providing  Federal  aid  for  con- 
struction of  health  facilities,  due  to  expire  June 
30,  1964.  He  asked  an  additional  $35  million  to 
provide  financial  assistance  for  modernizing  or 
replacing  hospitals  and  nursing  homes  under  the 
law. 

He  said  the  need  for  “high  quality”  nursing 
homes  would  be  “especially  great”  and  urged 
an  increase  in  the  budget  for  such  facilities  from 
$20  million  to  $50  million  annually. 

The  President  asked  Congress  to  adopt  legisla- 
tion to  abate  interstate  air  pollution  along  the 
lines  of  the  existing  water  pollution  control  en- 
forcement measures. 

The  A.M.A.  again  supported  Federal  aid  in 
construction,  expansion,  and  modernization  of 
medical  school  facihties — “a  one-time  ex- 
penditure of  federal  funds  . . . where  the  maxi- 
mum freedom  of  the  school  from  Federal  con- 
trol is  assured.” 

“If  the  high  standards  of  medical  education 
are  to  be  maintained,  increased  attention  must 
be  given  to  the  adequacy  of  physical  facilities, 
the  availability  of  qualified  instructors,  and  the 
availability  of  teaching  material  and  patients  for 
the  clinical  phases  of  medical  education,” 
Gerald  D.  Dorman,  M.D.,  a member  of  the 
A.M.A.  Board  of  Trustees  told  a House  com- 
mittee. 
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“Any  attempt  to  increase  the  number  of  medi- 
cal students  without  regard  to  these  conditions 
will  result  in  a lowering  of  the  standards  of 
medical  education.  At  this  time,  priority  should 
be  given,  in  our  opinion,  to  an  increase  and  im- 
provement in  the  physical  facilities  available  for 
medical  education.” 

4c  * * 

The  Federal  government  is  investigating 
cancer  cure  claims  by  the  makers  of  krebiozen 
and  checking  reports  that  the  drug  was  being 
illegally  sold. 

The  Food  and  Drug  Administration  set  out  to 
gather  clinical  records  on  patients  who  had  been 
treated  with  the  drug  and  who  were  reported  to 
have  been  helped  or  cured  by  it.  The  F.D.A. 
planned  to  try  to  evaluate  whether  krebiozen 
“has  had  any  favorable  influence  in  the  treat- 
ment of  cancer.” 

Commenting  on  quackery  in  the  field  of  cancer 
in  a statement  at  a hearing  of  the  Senate  Com- 
mittee on  Aging,  Dr.  Dorman  said: 

“A  cancer  product  still  being  promoted  at  this 
time  is  ‘krebiozen,’  a product  of  extreme  dilu- 
tion, being  one  part  of  whatever  the  active  in- 
gredient is  supposed  to  be  to  100,000  parts  of 
light  mineral  oil.  This  ‘cure’  sells  for  $9.50  for 


“Best  seller” 


A 251-page  list  of  10,000  items  requested  in 
exchange  for  the  1,113  Cuban  prisoners  who 
rejoined  their  families  on  Christmas  eve  is  a 
much-read  item  among  the  released  Cubans. 

Among  the  items  are  baby  foods,  powdered 
milk,  and  medical  supplies — from  test  tubes  and 
bandages  to  baby  resuscitators,  coils  for  arti- 
ficial kidneys,  and  tiny  “grain  of  wheat”  light 
bulbs  for  brain  surgery  and  internal  examination. 

Medicine  at  Work,  published  by  the  Pharma- 
ceutical Manufacturers  Association,  states  that 
the  greatest  demand,  however,  was  for  drugs — 
particularly  antibiotics,  insulin,  tetanus  toxoids, 
and  antitoxins.  Quantities  requested,  but  not 


1 cc.  ampule,  which  is  about  one  fifth  of  a tea- 
spoonful. Competent  microchemists  have  testi- 
fied to  their  inability  to  find  anything  in  an 
ampule  of  this  product  but  the  mineral  oil.” 

An  offer  by  Krebiozen  Research  Foundation, 
Chicago,  to  bring  to  Washington  patients  it 
claims  were  cured  of  cancer  by  taking  krebiozen 
was  rejected  by  the  Department  of  Health, 
Education,  and  Welfare. 

“The  presentation  of  patients  to  give  testimo- 
nials without  any  opportunity  for  further  study 
of  their  complete  medical  records  would  con- 
tribute nothing  at  all  toward  solution  of  the 
scientific  question  of  krebiozen’s  merit  as  an 
anti-cancer  drug,”  Boisfeuillet  Jones,  Special 
Assistant  to  the  H.E.W.  Secretary,  said. 

Robert  E.  Shank,  M.D.,  chairman  of  the 
A.M.A.  Council  on  Foods  and  Nutrition,  told 
the  Senate  Committee  on  Aging  that  the 
vitamin  industry  is  selling  people  pills  they  do 
not  need. 

“Perhaps  the  most  lucrative  deception  in 
quackery  is  perpetrated  by  nearly  every  dis- 
tributor of  vitamins  and  vitamin-mineral  sup- 
plements,” he  said.  “Americans  each  year  are 
spending  hundreds  of  millions  of  dollars  on 
(worthless  or  unnecessary)  pills,  powders, 
capsules,  and  compounds  in  search  of  a shortcut 
to  health.” 


yet  delivered,  of  certain  items  were  puzzling — 
for  excunple,  amounts  of  tranquilizers  far  in 
excess  of  plausible  need,  and  enough  suture 
materieils  for  a major  operation  on  every  person 
in  Cuba. 

Private  industry  responded  quickly,  the  phar- 
maceutical firms  first  determining  that  their 
multi-mfilion  dollar  contributions  would  not  cut 
into  supplies  for  regular  or  emergency  demands. 

The  crucial  need  for  drugs  is  verified  by  two 
refugee  Cuban  physicians.  They  report  that  a 
virtual  absence  of  Cuban-made  pharmaceuticals 
has  heen  driving  the  death  rate  up  daily.  Thus, 
while  1,113  families  enjoyed  their  happiest 
Christmas,  seven  million  other  Cubans  may 
benefit  from  what  the  Red  Cross’describes  as  the 
largest  private  U.S.  peacetime  effort  to  provide 
food  and  medicine  to  anyone,  anywhere. 


March  15,  1963  / New  York  State  Journal  of  Medicine  885 


Medical  Neivs 


Cobalt  teletherapy 

A three-month  cobalt  teletherapy  workshop 
will  be  conducted  by  the  Department  of  Radia- 
tion Medicine  of  the  Queens  Hospital  Center 
on  Thm'sday  mornings  from  9 to  12.  Sessions 
will  begin  on  April  4 and  will  consist  of  patient 
presentation,  treatment  set-up,  depth  dose 
planning,  rotational  and  arc  therapy,  and 
follow-up  clinic.  Tuition  is  $250. 

Application  may  be  made  to  Phihp  J.  Kahan, 
M.D.,  Supervising  Medical  Superintendent, 
Queens  Hospital  Center,  82-68  164th  Street, 
Jamaica  32,  New  York. 

Annual  otolaryngologic  assembly 

The  Department  of  Otolaryngology  of  the 
University  of  lUinois  College  of  Medicine  and 
the  Illinois  Eye  and  Ear  Infii-mary  will  offer  an 
intensive  postgraduate  basic  and  clinical  pro- 
gram October  5 through  11  under  the  direction 
of  Emanuel  M.  Skolnik,  M.D.  This  assembly 
for  practicing  otolaryngologists  offers  a con- 
densed one-week  program.  It  is  designed  to 
bring  to  specialists  basic  information  and  a 
wide  variety  of  ciu'rent  advances  in  medical 
and  surgical  management.  Basic  sciences  are 
reviewed  by  means  of  discussions  augmented 
by  visual  aids. 

Interested  physicians  should  contact  the 
Department  of  Otolaryngology,  University  of 
Illinois  College  of  Medicine,  1853  West  Polk 
Street,  Chicago  12,  lUinois. 

Medical  librarianship 

The  second  international  congress  on  medical 
librarianship  will  be  held  in  Washington,  D.C., 
June  16  through  22. 

This  congress  is  being  given  under  the 
auspices  of  the  Medical  Library  Association  in 
connection  with  the  62nd  annual  meeting  of  the 
Association.  The  purpose  of  the  congress  is  to 
foster  the  development  and  improvement  of 
medical  library  service  throughout  the  world. 
Papers  will  be  presented  by  librarians  from  a 
dozen  countries  on  the  problems,  needs,  and 
plans  of  medical  libraries. 

Further  information  may  be  obtained  from 
Miss  Ruth  MacDonald  at  the  National  Library 
of  Medicine,  Bethesda  14,  Maryland. 

Internal  medicine 

A postgraduate  course  entitled  “Review  of 
Current  Progress  in  Internal  Medicine”  will 
be  given  in  20  sessions  Tuesdays  from  3 to  5 
p.M.  and  Fridays  from  2 to  5 p.m.,  April  5 
through  June  11  in  the  solarium  of  the  Kronish 


Pavilion,  Maimonides  Hospital  of  Brooklyn, 
4802  Tenth  Avenue,  Brooklyn,  New  York. 

David  Grob,  M.D.,  director  of  medicine,  is 
in  charge.  There  is  a registration  fee  of  $50  for 
the  course. 


A conference  on  pediatrics  will  be  held  on 
March  19  at  10  a.m.  in  the  solarium  of  the 
Kronish  Pavilion  of  Maimonides  Hospital, 
4802  Tenth  Avenue,  Brooklyn,  New  York. 

Joseph  G.  Benton,  M.D.,  professor  and  chau- 
man.  Department  of  Rehabilitation  Medicine, 
Downstate  Medical  Center,  and  director. 
Department  of  Physical  Medicine  and  Re- 
habilitation, Kings  County  Hospital,  will  speak 
on  “Rehabilitation  Potentials  of  the  Pediatric 
Patient  with  Long-Term  Disabling  Disease.” 


Luther  L.  Terry,  M.D.,  surgeon  general  of 
the  Public  Health  Service,  has  announced  the 
establishment  of  an  advisory  committee  for 
scientific  publications. 

The  committee,  which  held  its  first  meeting 
on  February  11,  will  function  under  the  auspices 
of  the  National  Library  of  Medicine  and  will 
review  and  evaluate  applications  to  the  Public 
Health  Service  for  the  support  of  scientific 
publications. 

The  committee  will  function  on  a Service- 
wide basis,  reviewing  applications  submitted  to 
the  Service  for  publications  support.  At  present, 
the  Service  is  providing  aid  on  a selective  basis, 
for  publishing  the  proceedings  of  scientific 
symposia,  scientific  reviews,  books,  and  tech- 
nical monographs. 


A central  office  on  the  International  Classi- 
fication of  Diseases  Adapted  for  Hospitals  will 
be  opened  in  May  in  the  headquarters  building 
of  the  American  Hospital  Association,  840 
North  Lake  Shore  Drive,  Chicago  11,  lUinois. 

The  office  wiU  be  sponsored  by  the  A.H.A. 
and  the  American  Association  of  Medical 
Record  Librarians  by  agreement  with  the 
National  Center  for  Health  Statistics  of  the 
U.S.  Public  Health  Service. 

The  International  Classification  of  Diseases 
is  a coding  system  of  diseases,  injuries,  and 
causes  of  death  maintained  by  the  World 
Health  Organization.  The  Public  Health 
Service’s  National  Center  for  Health  Statistics 
has  adapted  the  basic  system  for  hospital  use 


Pediatric  conference 


Advisory  committee  for 
scientific  publications 


Classification  of  diseases 
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and  is  responsible  for  revisions  in  the  coding 
system. 


Connecticut  symposium 

The  Stamford-Darien-New  Canaan  Heart 
Association,  in  Connecticut,  plans  to  have  its 
postponed  eighth  annual  medical  symposium 
on  March  21  at  the  auditorium  of  St.  Joseph’s 
Hospital,  Stamford. 

For  further  information  contact  Arthur  M. 
Harrison,  M.D.,  Stamford-Darien-New  Canaan 
Heart  Association,  Inc.,  318  Hope  Street, 
Glenbrook,  Connecticut. 


Workmen’s  Compensation  Board 

The  most  equitable  plan  for  impartial  medical 
expertise  in  the  history  of  the  Workmen’s 
Compensation  Law  is  now  being  utilized,  ac- 
cording to  all  members  of  the  Workmen’s 
Compensation  Advisory  Committee  on  Im- 
partial Specialists  who  met  recently  in  New 
York  City.  The  Committee  members  based 
their  opinions  on  the  successful  emergence  of 
a two-year  experiment  to  achieve  impartial 
medical  opinion  in  controverted  workmen’s 
compensation  cases. 

Appointed  by  Colonel  S.  E.  Senior,  chairman 
of  the  Workmen’s  Compensation  Board,  in 
1960,  the  committee,  under  the  chairmanship 
of  Frank  G.  Cummiskey,  of  Sand  Lake,  member 
of  the  Workmen’s  Compensation  Board,  is 
composed  of  Howard  Reid  Craig,  M.D.,  direc- 
tor of  New  York  Academy  of  Medicine,  and 
Nolan  L.  Kaltreider,  M.D.,  of  Strong  Memorial 
Hospital  in  Rochester,  representing  the  medical 
profession;  Joseph  Dean  Edwards,  Esq.,  of 
New  York  City,  and  Thomas  H.  Fogarty, 
Esq.,  of  Binghamton,  representing  industry; 
Hon.  Michael  J.  Murphy,  manager  of  the 
Association  of  New  York  State  Mutual  Casu- 
alty Companies,  representing  insurance;  and 
Mr.  Thomas  Nelson  of  the  Western  New  York 
Workmen’s  Compensation  Council  and  Charles 
S.  Phillips,  Esq.,  of  New  York  City,  representing 
labor. 

The  experimental  plan  has  met  with  out- 
standing success  in  the  metropohtan  area  in 
major  medical  fields  which  include  orthopedics, 
cardiology,  ophthalmology,  neurology,  and 
rehabihtation,  and  the  Committee  favors 
extension  and  continuation  of  the  existing 
program. 


Personalities 

Elected.  Stanley  M.  Rogoff,  M.D.,  president; 
T.  Paul  Guest,  M.D.,  vice-president;  and  Ger- 
ald R.  Holzwasser,  M.D.,  secretary-treasurer, 
of  the  Rochester  Roentgen  Ray  Society.  . . 
Lewis  Thomas,  M.D.,  president;  Richard  Karl, 
M.D.,  vice-president;  and  Charles  Ragan,  Jr., 
M.D.,  secretary-treasurer,  of  the  Medical  Board 
of  Bellevue  Hospital  Center. 

Awarded.  George  T.  Pack,  M.D.,  New  York 
City,  clinical  associate  professor  of  surgery  and 
attending  surgeon  at  Memorial  Hospital,  one 
of  the  1963  Awards  for  Distinguished  Achieve- 
ment granted  by  Modern  Medicine.  . .John  F. 
Kelley,  M.D.,  Utica,  the  Utica  Academy  of 
Medicine’s  eleventh  Distinguished  Service 
Award  “in  recognition  of  meritorious  achieve- 
ment in  the  advancement  of  scientific  progress 
or  humanitarian  attainment.’’ 

Honored.  Philip  Rubin,  M.D.,  and  Theodore 
Steinhausen,  M.D.,  Rochester;  A.  Vaughn 
Winchell,  M.D.,  Pittsford;  Samuel  Blum, 
M.D.,  New  York  City;  Earl  D.  Smith,  M.D., 
Elmira;  and  Joel  Schwartzman,  M.D.,  Larch- 
mont;  as  fellows  of  the  American  College  of 
Radiology. 

Speakers.  Arnold  L.  Bachman,  M.D.,  New 
York  City,  the  Leon  T.  DeWald,  M.D.,  Me- 
morial Lecture  on  “Recent  Advances  in  Radi- 
ology’’ at  the  Society  of  Medical  Jurisprudence 
meeting  on  February  11.  . .Lewis  Barton,  M.D., 
Albany,  on  his  recent  experiences  aboard  the 
“S.  S.  Hope,”  and  Robert  Ward,  M.D.,  Albany, 
on  the  recent  International  Congress  of  Ophthal- 
mology in  New  Delhi,  India,  before  the  Eastern 
New  York  Eye,  Ear,  Nose  and  Throat  Associa- 
tion in  Troy  on  January  3.  . .Leo  WoUman, 
M.D.,  editor  of  the  News  Bulletin  of  the 
Academy  of  Psychosomatic  Medicine,  before 
the  obstetrics  and  gynecology  staff  of  Mai- 
monides  Hospital  in  Brooklyn  on  January  18 
on  “Use  of  Hypnosis  in  the  Management  of 
Infertihty”;  before  the  American  Hypnodontic 
Society  in  New  York  City  on  January  21  on 
“Review  of  Progress  in  Hypnosis  During  1962”; 
conducting  a seminar  at  Duquesne  University 
in  Pittsburgh  on  January  25  on  “New  Frontiers 
in  Medicine:  Chnical  Hypnosis”;  before  the 

Western  Pennsylvania  Society  of  Clinical 
Hypnosis  on  January  25  on  “Communication  in 
Hypnosis”;  and  before  the  teaching  faculty  of 
seminars  on  hypnosis  education  and  research 
foundation  in  Philadelphia  on  January  27  on 
“Hypnosis  and  Obstetrics.” 
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Books  Recehed 


The  following  books  were  received  during  the  month  of  November,  1962* 


Constructive  Surgery  of  the  Hip.  By  Otto 
E.  Aufranc,  M.D.  Quarto  of  226  pages,  illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1962.  Cloth,  $27. 

Psychiatric  Insurance.  By  Helen  Hersh- 
field  Avnet.  Octavo  of  280  pages,  illustrated. 
New  York,  Group  Health  Insurance,  Inc., 
1962.  Cloth. 

Malpractice  Law  Dissected  for  Quick 
Grasping.  By  Charles  L.  Cusumano.  Quarto 
of  132  pages.  New  York,  Medicine-Law  Press, 
Inc.,  1962.  Cloth,  $10. 

Safeguarding  Motherhood.  By  Sol  T.  De- 
Lee,  M.D.  Fifth  Edition.  Octavo  of  164 
pages,  illustrated.  Philadelphia,  J.  B.  Lip- 
pincott  Company,  1962.  Cloth,  $2.25. 

Synopsis  of  Genitourinary  Disease.  By 
Austin  I.  Dodson,  Jr.,  M.D.,  and  J.  Edward 
HUl,  M.D.  Seventh  Edition.  Duodecimo  of 
384  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1962.  Cloth,  $7.75. 

The  National  Resuscitation  Society’s  Res- 
pirocardiac  Resuscitation  Course.  Re- 
spiratory Resuscitation.  By  Paluel  J.  Flagg, 
M.D.  Cardiac  Resuscitation.  By  Robert 
M.  Hosier,  M.D.  Quarto  of  65  pages,  illus- 
trated. Reprinted  from  The  American  Jour- 
nal of  Cardiology  and  The  Westchester  Medical 
Bulletin.  Cloth,  $3.50. 

Medical  Resident’s  Manual.  By  Frank 
B.  Flood,  M.D.,  Richard  J.  Kennedy,  M.D.,  and 
William  J.  Grace,  M.D.  Duodecimo  of  311 
pages,  illustrated.  New  York,  Appleton-Cen- 
tury-Crofts,  (Division  of  Meredith  Publishing 
Company),  1962.  Fabrikoid,  $4.95. 

An  Atlas  of  Prostatic  Surgery.  By  Perry 
B.  Hudson,  M.D.,  and  Arthur  Purdy  Stout, 
M.D.  Quarto  of  170  pages,  illustrated.  Phil- 
adelphia, W.  B.  Saunders  Company,  1962. 
Cloth,  $13.50. 

The  Healing  Gods  of  Ancient  Civiliza- 
tions. By  Walter  Addison  Jayne,  M.D. 
Octavo  of  569  pages,  illustrated.  New  Hyde 
Park,  New  York,  University  Books,  Inc.,  1962. 
Cloth,  $10. 

Expanding  Goals  of  Genetics  in  Psy- 
chiatry. Edited  by  Franz  J.  Kallmann,  M.D. 

* Books  received  for  review  are  acknowledged  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Quarto  of  275  pages,  illustrated.  New  York, 
Grune  & Stratton,  1962.  Cloth,  $6.75. 

Ultramicro  Methods  for  Clinical  Labo- 
ratories. By  Edwin  M.  Knights,  Jr.,  M.D., 
Roderick  P.  MacDonald,  Ph.D.,  and  Jaan 
Ploompuu.  Second  Edition.  Octavo  of  213 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1962.  Cloth,  $6.75. 

The  Epic  of  Medicine.  Edited  by  Felix 
Marti-Ibanez,  M.D.  Folio  of  294  pages,  illus- 
trated. New  York,  Clarkson  N.  Potter,  Inc., 
1962.  Cloth,  $15. 

The  Medical  Clinics  of  North  America. 
Nationwide  Number.  November,  1962. 
Heart  Disease — Selected  Aspects  of  Path- 
ophysiology, Evaluation  and  Treatment. 
Richard  J.  Bing,  M.D.,  Guest  Editor.  Octavo. 
Philadelphia,  W.  B.  Saunders  Company,  1962. 
Published  Bimonthly  (six  numbers  a year). 
Cloth,  $18  net;  paper,  $15  net. 

Synopsis  of  Roentgen  Signs.  By  Isadore 
Meschan,  M.D.  Quarto  of  436  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1962.  Cloth, $11. 

Iliopsoas.  By  Arthur  A.  Michele,  M.D. 
Quarto  of  550  pages,  illustrated.  Springfield, 
Illinois,  Charles  C Thomas,  1962.  Cloth, 
$25.75. 

Application  of  Computers  in  Cardio- 
vascular Disease.  Edited  by  John  H.  Moyer, 

M. D.  Proceedings  of  a Symposium  held 

February  27,  28, 1962,  in  Philadelphia.  Quarto. 
New  York,  The  American  Heart  Association, 
Inc.,  1962.  Paper,  $2.50.  (American  Heart 
Association  Monograph  Number  Five) 

A Summary  of  the  Proceedings  of  the 
State-Wide  Conference  on  Aging.  Tues- 
day May  1,  1962,  Park  Sheraton  Hotel, 
New  York  City.  Sponsored  by:  New  York 
State  Office  for  the  Aging,  112  State  Street, 
Albany,  New  York.  Paper. 

Direct  Psychoanalytic  Psychiatry.  By  John 

N.  Rosen,  M.D.  Octavo  of  253  pages.  New 
York,  Grune  & Stratton,  1962.  Cloth,  $7.00. 

Principles  of  Chest  X-Ray  Diagnosis.  By 
George  Simon,  M.D.  Second  Edition.  Quarto 
of  207  pages,  illustrated.  Washington,  D.C., 
Butterworths,  1962.  Cloth,  $8.75. 

The  Hemorrhagic  Disorders.  By  Mario 
Stefanini,  M.D.,  and  William  Dameshek,  M.D. 
Second  Edition.  Quarto  of  614  pages,  illus- 
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Only  Fleischmann’s 
offers  these  four  benefits 
in  a ^^speeial”  margarine 

Both  Fleischmann’s  Margarines  offer: 

X.  Exceptionally  high  ratio  of  polyunsaturated  to  saturated  fat  that  more  than  meets 
American  Heart  Association’s  suggested  level.  Made  from  100%  com  oil  with  almost 
one  cup  of  liquid  com  oil  in  every  pound. 

2.  Extraordinarily  delicious  taste  ...  so  outstanding  it’s  made  Fleischmann’s  the  coun- 
try’s largest  selling  com  oil  margarines. 

3.  Lightly  Salted  and  Unsalted  . . . yes,  Fleischmann’s  comes  both  ways.  And  both 
Fleischmann’s  Margarines  are  made  from  100%  com  oil. 

4.  National  availability  . . . Fleisclunann’s  Margarines  are  in  practically  every  store  and 
supermarket  nationwide  ...  at  a price  your  patients  can  easily  afford.  This  avail- 
ability is  in  contrast  to  many  margarines  which  are  limited  to  certain  cities  or  areas. 


Because  only  Fleischmann’s  Margarines,  Lightly  Salted 
and  Unsalted,  offer  all  four  benefits  in  a “special”  mar- 
garine, they’re  by  far  the  most  practical  choice  for  your 
high  cholesterol  and  low-sodium  patients.  Fleischmann’s 
combines  the  delicious  flavor  your  patients  and  their 
families  will  love  with  the  highest  polyunsaturates  to 
saturates  ratio  of  any  leading  margarine.  This  makes 
it  much  easier  to  keep  patients  on  a therapeutic  diet. 

Exceeds  A.H.A.  Recommenda- 
tion — Fleischmann’s  polyunsat- 
urated to  saturated  fat  ratio  of 
1.7to  1 (Polyunsaturated— 27.5%; 
Saturated— 16.5%)  exceeds  that 
suggested  as  acceptable  (1  to  1) 
by  the  A.H.A.  It’s  also  higher 
than  the  other  “corn  oil”  marga- 
rine which  is  really  a mixture  of  hardened  cottonseed 
and  soybean  oils  with  corn  oil.  Yes,  Fleischmann’s  has 
the  highest  P/S  ratio  because  both  brands  contain  50% 
liquid  corn  oil  (a  high  level)  and  50%  partially  hydro- 
genated corn  oil  (for  flavor  and  “spreadability”). 

In  line  with  A.M.A.  Report- 
Using  Fleischmann’s  Lightly 
Salted  Margarine  instead  of 
butter  or  regular  margarines  in- 
creases your  patients’  intake  of 
polyunsaturates . . . while  lower-  j 


ing  their  intake  of  saturated  fat.  This  is  in  line  with  the 
suggestions  of  the  A.M.A.  Report  on  Dietary  Fat  Regu- 
lation in  managing  atherosclerosis.* 

Fleischmann’s  Unsalted  Marga- 
rine—Also  made  from  100% 
corn  oil,  Fleischmann’s  Unsalted 
Margarine  is  dietetically 
sodium-free— ideal  for  the  pa- 
tient who  needs  sodium  restric- 
tion. The  fat  content  has  the 
same  high  linoleicacid  value  (27.5%)  as  Fleischmann’s 
Lightly  Salted  Margarine.  And  because  it  contains  no 
salt— or  preservative  of  any  kind  — Fleischmann’s  Un- 
salted Margarine  is  kept  in  the  grocer’s  frozen  food  case. 

Fleischmann’s  Lightly  Salted 
Margarine— Outstandingly  deli- 
cious . . . Fleischmann’s  is  excep- 
tionally high  in  polyunsaturates 
and  low  in  saturated  fat.  Both 
Fleischmanns  Margarines  con- 
tain liquid  corn  oil  and  are 
made  from  100%  corn  oil. 

•"The  Regulation  of  Dietary  Fat,”  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association.  J.  A.M.A.. 
Vol.  181,  No.  5 (August  4,  1962). 


Fleiscbminn’t  A.H.A. 

P/S  ritio:  recommendetf 

1.7  to  1 P/S  ratio:  1 to  1 


889 


continued  from  page  888 

trated.  New  York,  Grune  & Stratton,  1962. 
Cloth,  $21.50. 

Anatomy  in  Surgery.  By  Philip  Thorek, 
M.D.  Second  Edition.  Quarto  of  904  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1962.  Cloth,  $22.50. 

Isodose  Charts  and  Depth  Dose  Tables  for 
Medium  Energy  X Rays.  Prepared  hy  K.  C. 
Tsien  and  M.  Cohen,  Ph.D.,  International 


Atomic  Energy  Agency,  Vienna  (Austria)  in  col- 
laboration with  the  Radiotherapy  Department 
of  Temple  University  Medical  Center,  Phil- 
adelphia (USA)  and  the  Scientific  Subcommittee 
of  the  Hospital  Physicists’  Association  (UK). 
Quarto  of  299  pages,  illustrated.  London, 
Butterworths,  1962.  Loose-leaf,  $29.50. 

Office  Procedures.  By  Paul  Williamson, 
M.D.  Second  Edition.  Quarto  of  448  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders. 
Company,  1962.  Cloth,  $13.50. 


The  following  books  were  received  during  the  month  of  December,  1962* 


Clinical  Disorders  of  Iron  Metabolism. 
By  Ernest  Beutler,  M.D.,  Virgil  F.  Fairbanks, 
M.D.,  and  John  L.  Fahey,  M.D.  Octavo  of 
267  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1963.  Cloth,  $8.75. 

Clinical  Genodermatology.  By  Thomas 
Butterworth,  M.D.,  and  Lyon  P.  Strean,  D.D.S. 
Quarto  of  221  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1962. 
Cloth, $13.50. 

Divione.  By  Dr.  Ignaz  Igo  Schachter.  Octavo 
of  126  pages,  illustrated.  Far  Rockaway,  New 
York,  The  Author,  1962.  Paper,  $3.95. 

Perceptions  of  Illness  and  Medical  Practice. 
By  Stanley  H.  King,  Ph.D.  Octavo  of  405 
pages.  New  York,  Russell  Sage  Foundation, 
1962.  Cloth,  $6.00. 

Handbook  of  Cardiology  for  Nurses.  By 
Walter  Modell,  M.D.,  Doris  R.  Schwartz, 
M.A.,  Louise  S.  Hazeltine,  M.D.,  and  Frederic 
T.  Kirkham,  Jr.,  M.D.  Fourth  edition. 
Octavo  of  110  pages,  illustrated.  New  York, 
Springer  Publishing  Company,  Inc.,  1962. 
Paper,  $3.75. 

* Books  received  for  review  are  acknowledged  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of 
those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Research  in  Physiopathology  as  Basis  of 
Guided  Chemotherapy  with  Special  Ap- 
plication to  Cancer.  By  Emanuel  Revici, 
M.D.  Octavo  of  772  pages,  illustrated.  New 
York,  American  Foundation  for  Cancer  Re- 
search, Inc.,  1961.  Cloth,  $24. 

Progress  in  Medical  Genetics.  Volume  II. 
Edited  by  Arthur  G.  Steinberg,  Ph.D.,  and 
Alexander  G.  Bearn,  M.D.  Octavo  of  378 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1962.  Cloth,  $12.75. 

The  Surgical  Clinics  of  North  America. 
Nationwide  Number.  October,  1962.  Re- 
cent Advances  in  Surgery  of  the  Gastro- 
intestinal Tract.  Robert  Turell,  M.D.,  Guest 
Editor.  Octavo.  Philadelphia,  W.  B.  Saun- 
ders Company,  1962.  Published  Bimonthly 
(six  numbers  a year).  Cloth,  $18  net;  paper, 
$15  net. 

The  Method  in  Madness.  By  Zdenek  J. 
Vaclavik,  M.D.  Octavo  of  344  pages,  il- 
lustrated. New  York,  Barnes  & Noble,  Inc., 
1961. 

Lymphedema:  Causes,  Complications  and 
Treatment  of  the  Swollen  Extremity.  By 
Stephen  A.  Zieman,  M.D.  Octavo  of  161 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1962.  Cloth,  $6.25. 
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Books  Reuieufed 


Psychiatry,  Biological  and  Social.  By  Ian 
Gregory,  M.D.  Octavo  of  577  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1961.  Cloth,  $8.50. 

The  subtitle  speaks  of  the  biologic  and  social 
aspects  of  psychiatry.  If  we  are  to  interpret 
the  term  biologic  to  mean  the  biochemical  role 
that  psychotropic  drugs  play  in  the  treatment 
of  emotional  disorders,  that  aspect  is  negligible. 
It  does  little  more  than  give  the  author’s  con- 
clusions. There  is  little  or  no  mention  of  ATP, 
for  example,  and  other  investigations  in  this 
burgeoning  area. 

But  on  the  social  aspect — from  the  standpoint 
of  interpersonal  relationships  as  well  as  in 
classification — the  book  is  articulate  and  is 
urbanely  presented.  It  may  give  the  first  im- 
pression of  being  an  introductory  text  and  as 
such  inherently  having  great  areas  of  omission. 
That  however  is  not  the  case,  for  it  is  lucid 
rather  than  superficial,  inquiring  rather  than 
dogmatic,  holistic  rather  than  doctrinaire.  It 
is  not  as  pervasive  as  Masserman’s  Principles 
of  Dynamic  Psychiatry  but  is  superior  to,  though 
not  as  extensive  as,  Noyes  and  Kolb’s  text. 
Divided  into  two  approximately  equal  parts, 
it  treats  in  one  the  various  mechanisms  which 
may  be  at  the  base  or  associated  with  emotional 
disorders,  the  external  miUeu,  and  treatment 
methods;  and  in  the  other  it  discusses  specific 
syndromes. 

This  book  should  be  of  considerable  usefulness 
to  the  nonpsychiatric  clinician.  Other  scientific 
workers  will  also  find  therein  rewarding  material 
such  as  thoughtful  comments  on  research  and 
the  precepts  and  percepts  which  are  part  of  its 
texture. — Erwin  Di  Cyan,  Ph.D. 

Progress  in  Hematology.  Volume  III. 
Edited  by  Leandro  M.  Tocantins,  M.D. 
Quarto  of  384  pages,  illustrated.  New  York, 
Grune  & Stratton,  1962.  Cloth,  $16.50. 

This  fine  compilation  of  what’s  new  in 
hematology  is  a very  informative  treatise, 
engaged  in  by  25  contributors.  The  editor  is 
Leandro  M.  Tocantins,  M.D.  As  the  latter 
says,  “the  contributors  have  labored  hard  and 
brilliantly  and  endured  good  naturedly  the 
cajolings  of  the  editor.’’  This  finally  resulted 
in  the  production  of  a workmanlike  “hemato- 
logical spectacle.” 

The  contributions  ranged  from  the  hema- 
tologic manifestation  of  radiation  exposure  in 
man,  embracing  the  latest  developments  in 
hematology,  to  the  transplantation  of  bone 
marrow. 

All  in  all,  this  volume  is  a milestone  in  the 
advances  in  hematology,  both  for  its  informa- 


tive content  and  its  authoritative  stature. — 
Maurice  Morrison,  M.D. 

Surgery,  A Concise  Guide  to  Clinical  Prac- 
tice. Edited  by  George  L.  Nardi,  M.D.,  and 
George  D.  Zuidema,  M.D.  Octavo  of  1,034 
pages,  illustrated.  Boston,  Little,  Brown  and 
Company,  1961.  Paper,  $8.50.  Cloth,  $12. 

This  text  is  a summary  of  modem  surgical 
practice.  It  is  encyclopedic  in  the  number  of 
subjects  presented. 

Numerous  chapters  on  the  various  phases  of 
surgical  theory  and  practice  are  presented  by  a 
variety  of  authors,  including  the  editors,  who 
are  well  suited  by  position  and  experience  for 
the  task  involved. 

The  material  is  presented  in  a brief  but 
pertinent  manner.  Siurgical  technic  is  not 
stressed  but  preferable  procedures  for  various 
conditions  are  given.  Occasionally  there  is  a 
brief  technical  discussion.  There  are  many 
simple  but  effective  illustrations. 

Stress  is  given  to  the  listing  of  the  various 
surgical  conditions  as  they  apply  regionally. 
Remarks  on  differential  diagnosis  and  proper 
treatment  are  included. 

Important  references  to  the  literature  are 
listed  at  the  end  of  each  chapter. 

The  work  is  broad  and  comprehensive  and 
should  prove  valuable  to  all  practitioners  of 
surgery  or  medicine  as  well  as  to  students  and 
residents. — William  Sheinfeld,  M.D. 

The  Origin  of  Medical  Terms.  By  Henry 
Alan  Skinner,  M.B.  Second  edition.  Quarto 
of  437  pages,  illustrated.  Baltimore,  The 
WiUiams  & Wilkins  Company,  1961.  Cloth, 
$12.50. 

One  must  recognize  the  simple  fact  that  a 
potential  reader  may  often  ask  himself  what  a 
given  book  will  offer  to  him.  More  often  he 
will  ask  himself  “do  I need  it?”  Among  the 
books  which  may  have  a profound  and  enduring 
influence  are  those  which  a reader  truly  does 
not  need.  He  can  well  exist  without  them,  but 
he  can  live  a richer  life  with  them. 

Books  on  history  as  well  as  the  present  book 
tracing  the  origin  of  medical  terms  or  word 
names,  can  fall  into  that  category — one  may 
not  need  it  but  one  may  want  it  after  dipping 
into  it.  It  carries  anatomic  and  physiologic 
terms,  thumbnail  sketches  of  great  names  in  the 
history  of  medicine,  and  definitions  as  to  what  a 
given  word  may  mean.  What  a word  now  means 
is  less  important  (for  a medical  dictionary  is  on 
hand)  than  what  a given  word  may  have  meant 
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in  the  past.  In  that  difference  are  found  some 
of  the  links  in  the  development  of  ideas  and 
practices. 

For  the  medical  student  this  can  be  an  en- 
riching influence  as  the  contributions  of  past 
generations,  though  not  a direction  for  the 
future,  are  a precept  in  kind;  they  set  forth  a 
tradition  for  the  novice.  He  may  gain  an 
appreciation  of,  or  an  account  of,  the  cultural 
framework  of  his  caUing. 

The  practitioner  may  enlarge  his  horizon  by 
setting  forth  in  a richer  array  the  facts  he  al- 
ready has  collected,  and  it  may  give  him  new 
facts.  The  acquisition  of  facts  alone  may  be 
mechanical,  but  the  book  lends  a perspective. 
It  may  lend  a sort  of  hindsight  and  therewith  a 
foresight  or  perspective. 

Though  Skinner’s  is  a scholarly  book,  it  is 
not  a dry  one.  It  may  offer  such  helpful  remind- 
ers that  the  prefix  “sub”  does  not  necessarily 
mean  “under”  but  may  mean  “incomplete” 
as  in  subclinical  or  in  subluxation.  Above  all, 
it  gives  the  reader  those  intellectual  goodies 
which  are  not  a chore,  but  a pleasure  to  ac- 
quire.— ^Erwin  Di  Cyan,  Ph.D. 

Physical  Foundations  of  Radiology.  By 
Otto  Glasser,  Ph.D.,  Edith  H.  Quimby,  Sc.D., 
Lauriston  S.  Taylor,  Sc.D.,  J.  L.  Weatherwax, 
M.A.,  and  RusseU  H.  Morgan,  M.D.  Third 
edition,  revised  and  enlarged.  Duodecimo  of 
503  pages,  illustrated.  New  York,  Paul  B. 
Hoeber,  Inc.,  1961.  Cloth,  $10. 

This  enlarged  and  revised  third  edition,  in 
very  compact  book  form,  still  achieves  the  basic 
objectives  originally  desired:  an  elementary  and 
nonmathematical  guide  to  radiation  physics. 

This  edition  has  been  completely  revised  by 
Doctors  Quimby  and  Glasser.  Dr.  Russell 
Morgan  was  added  to  prepare  a comprehensive 
study  of  the  physical  aspects  of  diagnostic 
radiology. 

This  book  is  still  the  basic  classic  necessary 
for  the  library  of  every  radiologist  or  student  of 
radiology. ^ — Emanuel  Mendelson,  M.D. 

Minds  That  Came  Back.  By  Walter  C. 
Alvarez,  M.D.  Octavo  of  384  pages.  Phil- 
adelphia, J.  B.  Lippincott  Company,  1961. 
Cloth,  $5.95. 

The  author,  Walter  C.  Alvarez,  M.D., 
emeritus  professor  of  medicine.  University  of 
Miimesota  (Mayo  Foundation),  needs  no  in- 
troduction to  the  medical  fraternity  nor  to  the 
general  public.  Throughout  the  years  he  has 
been  a prolific  writer  of  articles,  editorials, 
books  for  both  the  physician  and  layman,  and 
a widely  read  medical  column  appearing  in  some 
eighty  newspapers,  and  yet  he  stiU  finds  time 
for  clinical  research  and  the  practice  of  medi- 
cine. Now  in  his  late  seventies,  he  maintains 


those  staimch  humanistic  qualities  of  the  “good 
physician,”  and  time  never  withers  his  growing 
edge  of  scientific  and  compassionate  concern 
for  the  medically  ill  or  the  emotionally  dis- 
turbed. 

What  makes  this  volume  of  strategic  im- 
portance is  that  it  stems  from  firsthand  sources 
of  information  in  the  form  of  diaries,  letters,  and 
reports  of  the  emotionally  iU  in  their  own 
language,  be  they  obscure  or  famous  literary 
figures,  with  reference  to  their  own  views  of 
their  respective  mental  disorders.  These  range 
far  and  wide,  including  manic  depressive, 
schizophrenic,  alcohohc,  neurotic,  epileptic, 
personality  pattern,  and  trait  disorders. 

Dr.  Alvarez  includes  an  annotated  bib- 
liography of  works  by  people  who  were  ill  and 
wrote  of  their  experiences.  These  selections  are 
relative  not  only  to  those  suffering  from  psychotic 
reactions  but  also  to  sexual  deviates,  hoboes, 
prostitutes,  criminals,  various  types  of  cripples, 
chronic  invalids,  the  tuberculous,  the  blind  and 
deaf,  as  well  as  those  with  heart  disease,  cancer, 
arthritis,  leprosy,  miscellaneous  illnesses,  and 
operations. 

The  material  is  presented  in  narrative  form, 
lucid,  freeflowing,  and  with  a sympathetic 
imderstanding  heart  of  a great  clinician. 

This  book  deserves  the  widest  of  reading  and 
should  prove  a pivotal  contribution  to  the 
American  Medical  Association’s  1962  espousal 
of  “a  broad  new  mental  health  program  designed 
to  eventually  improve  the  treatment  of  the 
mentally  iU  in  every  community  in  the  na- 
tion.”-— Frederick  L.  Patry,  M.D. 

Hallucinations.  Edited  by  Louis  Jolyon 
West,  M.D.  Octavo  of  295  pages,  illustrated. 
New  York,  Grune  & Stratton,  1962.  Cloth, 
$9.75. 

This  volume,  consisting  of  papers  presented 
at  the  A.P.A.-A.A.A.S.  Symposium  on  Hal- 
lucinations, Washington,  D.C.,  December  27 
through  28,  1958,  is  an  important  contribution 
to  the  increasing  literature  on  sensory  processes. 
Although  it  is  edited  by  Louis  J.  West,  M.D., 
head  of  the  Department  of  Psychiatry,  Uni- 
versity of  Oklahoma  Medical  Center,  there  is 
much  overlapping  and  divergence  of  views 
between  the  various  contributors.  Dr.  West’s 
concluding  paper,  however,  serves  to  bind  the 
volume  together. 

While  this  volume  should  be  of  interest  to 
specialists  in  psychiatry  and  neurology,  it  is 
unlikely  that  other  physicians  would  benefit  by 
reading  it,  since  much  of  what  is  written  is  of  a 
highly  technical  nature. 

As  one  reads  the  volume,  one  becomes  greatly 
aware  of  the  vast  void  that  remains  to  be  filled 
concerning  human  sensory  processes,  even  in 
the  one  area  of  hallucinations.  Because  of  the 
discussions  appended  to  the  individual  papers 
one  gains  the  impression  that  the  symposium 
was  highly  stimulating. — Ingram  Cohen,  M.D. 
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William  R.  Lewis ....  Niagara  Falls 

E.  P.  RusseU,  Jr Rome 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Charles  J.  Bivona Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Hans  E.  Wilk Oneonta 

S.  Bernard  Ross Brewster 

Kurt  Rosenberg . . . Long  Island  City 

John  J.  Noonan Troy 

Robert  E.  Wolkwitz.  Staten  Island 

L.  G.  Weishaar,  Jr Nanuet 

Richard  Hatch Potsdam 

Geo.  D.  Anderson  . Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Robert  Greenwald Cobleskill 

Fritz  Landsberg Watkins  Glen 

Bruno  Riemer Romulus 

John  S.  Wolff Corning 

L.  B.  Davis . . . Westhampton  Beach 

Jacob  Rubin Woodbourne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

Alfred  M.  Feldshuh. . . Kerhonkson 

Dominic  A.  Zurlo Glens  Falls 

Walter  S.  Bennett Granville 

Myron  E.  Carmer Lyons 

Thomas  C.  Jaleski . . . New  RocheUe 

G.  Stanley  Baker Castile 

Wilfred  D.  McCusker. . . . Penn  Yan 


John  J.  Phelan,  Jr Albany 

Kurt  Zinner Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthin:  L.  Beck,  Jr Olean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  E.  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falls 

James  L.  Harrington ....  Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Felix  Otta viano Oneida 

Maurice  M.  Maltinsky . . . Rochester 

Helen  M.  Blanchard Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr. . New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

John  del  Campo Carmel 

Frank  W.  Farrell Flushing 

Thomas  R.  Engster Troy 

Edward  E.  Malarkey .Staten  Island 

S.  B.  Adler Spring  Valley 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  Dewell.  . . Cobleskill 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer  . Waterloo 

Milton  TuUy Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried.  . . Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

James  Q.  Haralambie . . . Larchmont 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Salvatore  Tabacco Albany 

Kurt  Zinner Wellsville 

Francis  J.  Loperfido Bronx 

F.  Maurice  Breed Johnson  City 

Duncan  C.  Wormer Portville 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

A.  A.  Mitchell Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond.  . .Johnstown 

James  McCutcheon Batavia 

Mahlon  A.  Atkinson Catskill 

Timothy  J.  Howard Newport 

James  L.  Harrington. . . .Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Robert  F.  Schramm Cazenovia 

Charles  D.  Sherman,  Jr..  .Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr. . Niagara  FeJIs 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt ...  Oswego 

John  M.  Constantine Oneonta 

Nathan  Sharove ....  Lake  Mahopac 

Victor  S.  Lait Flushing 

John  J.  Pohl Troy 

J.  J.  Silverman Staten  Island 

D.  Hyman Suffern 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 
Kurt  H.  Meyerhoff ....  Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer  . Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried ....  Livingston  Manor 

Paul  Zoltowski Waverly 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  Woodhill Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  S X-RAY  AVAILABLE 
Our  10-monlhi  day  course  Includes  Intensive  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R,  X-ray 
and  medical  stenography  and  typing. 


TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

!54  W.  54  St— N Y C 
Circle  7-3434 


Mandl  ScUool 


Licensed  by  the  Stale  el  New  York 


PINEWOOD 


Walter  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wendet,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEnIral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D.,  Director 


CLASSIFIED  RATES 

Effective  July  7,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 .00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctne,ss  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  17,  N,  Y. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  assures  good  results.  Free 
Service  first  18  days — rates  after  Free  Service  30%  on  ac- 
counts less  than  6 months  past  due;  33Vi%  less  than  a 
year;  35%  less  than  3 years  and,  50%  on  accoimts  over  3 
years  old,  accounts  recovered  by  attorneys  and  on  the  first 
ten  dollars,  regardless  of  the  age  of  the  account.  Write  for 
listing  forms — Crane  Discount  Corp.,  221  W.  41  St..  N.  Y. 
36. 


WEST  HIEE 

West  252nd  St.  and  Fieldston  Road 
RiTerdale-on-the-Hudaon,  New  York  City 
For  Qcnroat,  mental,  dm;  and  alcoholic  patieott.  The  laoitarium  is 
beautifully  located  in  a prirate  park  of  ten  acres.  Attractirc  cotta;es, 
scientthcally  air-cooditiooed.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

MRS.  HENRY  W.  LLOYD,  R.N.,  Administrator 
Telephone:  Kingtbridfs  9*8440 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PRACTICES  FOR  SALE  OR  RENT 


LONG  ISLAND,  SOUTH  SHORE,  65  MILES  OUT, 
direct  on  highway.  General  practice  for  sale.  New 
home,  2 doctor  office  combination.  10,000  cash,  rest  easy 
terms.  Also  suitable  for  Internist.  Retiring.  Box  677, 
%N.  Y.St.  Jr.  Med. 


RADIOLOGY:  ACTIVE  ESTABLISHED  OFFICE, 

modern  decor,  equipment  new.  Therapy.  Part-time 
hospital  available.  Downtown  location.  Large  upstate 
community.  Box  683,  % N.  Y.  St.  Jr.  Med. 


SYRACUSE.  N.Y.— ACTIVE  GENERAL  PRACTICE; 
home-office  combination,  centrally  located,  nearby  hospital 
appts.  available.  For  sale  ($20,000)  or  rent.  Will  intro- 
duce. Box  690,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTICE,  OTSEGO  COUNTY.  LOVELY 
home-office  combination.  Fully  equipped  with  X-ray, 
diathermy,  etc.  Sale  or  rent.  Box  698,  % N.  Y.  St.  Jr. 
Med. 


FOR  SALE— LOS  ANGELES  SUBURB;  GENERAL 
and  industrial  practice  in  smog  free  community  near  ocean. 
2,000  sq.  ft.  fully  equipped  modern  building.  Av.  gross 
$6,000/mo.  Will  support  a surgeon  and  internist,  or  two 
G.P.’s.  Low-down  and  reasonable  terms.  Three  open 
staff  hospitals  in  area.  Write  Box  307,  Manhattan  Beach, 
CaUf. 


MID-HUDSON  VALLEY:  FLOURISHING  MEDICAL 
practice  for  sale,  fully  equipped.  Finest  location  in  in- 
dustrial city;  pop.  75,000;  accredited  hospitals;  intro- 
duction. Box  703,  %N.  Y.St.  Jr.  Med. 


FOR  SALE— LONG  ISLAND:  EXCEPTIONAL  Op- 

portunity. Established,  thriving  general  practice  due 
recent  death.  Fully  equipped,  includ.  X-Ray.  Priced 
quick  sale.  Terms.  Box  704,  %N.  Y.  St.  Jr.  Med. 
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PEDIATRICIAN  or  general  practitioner  with  special 
interest  and  training  in  pediatrics  as  addition  to  team 
of  seven  pediatricians  in  comprehensive  medical  care 
group;  pleasant  New  York  City  suburb;  initial  contract 
leading  to  partnership;  $13,700  per  annum  or  higher 
first  year;  send  full  curriculum  vitae  in  first  letter.  Box 
676,  c/o  N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
be  Board  eligible.  Write  Box  581,  % N.  Y.  St.  Jr.  Med. 


NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  is  a 240  bed  comimmity  hospi- 
tal with  a high  caliber  and  well  organized  teaching  program 
and  a progressive  philosophy  regarding  internship  training. 
We  are  accepting  applications  for  July  of  1963  and  invite 
your  inquiries.  Address:  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New  York. 


UNIQUE  OPPORTUNITY  FOR  PHYSICIAN  SEEKING 
salaried  position.  Would  be  associated  with  exceptional 
staff  in  new  well-equipped  300  bed  general  hospital. 
Salary  and  benefits  liber^.  New  York  license  preferred. 
F.  W.  Furth,  M.D.,  Director  of  Medical  Services,  Com- 
munity Hospital,  Syracuse  15,  New  York. 


GENERAL  PRACTITIONER  WANTS  AS  PARTNER 
1)  General  Practitioner,  rating  xcm-5  and/or  2)  Internist, 
Board  eligible,  still  doing  general  work,  specializing  later. 
University  city  upstate  New  York.  Modern  large  office. 
Income  first  year  ca.  20,000.  Permanent.  Congenial 
person,  not  over  45  (take  over  later).  Full  personal  and 
educational  background  in  first  letter;  American  or 
foreign  trained.  Box  675,  % N.  Y.  St.  Jr.  Med. 


G.P.  TO  ASSOCIATE  WITH  TWO  OTHER  G.P.’s,  20 
miles  from  New  York  City.  Excellent  working  condi- 
tions and  hospital  facilities.  New  York  license  and  com- 
pleted military  service  required.  Remuneration  $14,000 
per  year.  Excellent  opportunity  for  partnership.  Box 
680,  % N.  Y.  St.  Jr.  Med. 


ENT  SPECIALIST  NEEDED.  TIME  AVAILABLE. 
Internist’s  office,  air  conditioned.  Cedarhurst  Medical 
Center,  Cedarhurst,  Long  Island,  CEdarhurst  9-8070. 


CENTRAL  NEW  YORK  COMMUNITY  OF  50,000 
population  and  growing,  needs  Radiologist  and  Pedia- 
trician. Modern  air-conditioned  professional  building 
available.  Superior  school  system  in  area.  Box  686, 
%N.  Y.  St.  Jr.  Med. 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  cliiiical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


PHYSICIANS  WANTED— MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  July-Aug.  Good  salary,  free 
placement.  350  member  camps.  Dept.  P.,  Association 
Private  Camps,  55  West  42  St.,  New  York  36. 


POSITION  OPEN,  FULL-TIME  DIRECTOR,  DEPART- 
ment  of  Medicine  at  the  Newark  City  Hospital.  Salary 
$20,000  to  $22,500  for  a 40-hour  week.  Qualifications  are: 
Certification  Board  of  Internal  Medicine;  medical  school 
and  clinical  teaching  experience.  Write  Joseph  Levin, 
M.D.,  Medical  Staff,  Newark  City  Hospital,  65  Bergen 
Street,  Newark  7,  New  Jersey. 


PHYSICIANS  WANTED— CONT’D 


WANTED:  E.N.T.— BOARD  ELIGIBLE,  MILITARY 

service  completed.  Salary  open,  with  yearly  increments 
thereafter.  N.  Y.  State  license  required.  Box  697, 
%N.  Y.St.  Jr.  Med. 


PHYSICIAN  WANTED  FOR  JULY  AND  AUGUST  1963 
to  assist  me  in  my  practice  at  Chautauqua,  New  York 
which  is  a summer  educational  and  recreational  colony  on 
Chautauqua  Lake.  New  York  State  license  is  required. 
One  or  more  years  of  hospital  training  is  necessary,  and 
applicant  should  have  some  training  in  internal  mefficine. 
Anyone  interested  may  write  or  phone  me,  and  other  de- 
tails wiU  be  discussed  at  that  time.  G.  L.  Lester,  M.D. 


WANTED:  INTERNIST,  BOARD  QUALIFIED,  FOR 
large  hospital.  Box  702,  % N.  Y.  St.  Jr.  Med. 


REAL  ESTATE  FOR  SALE  OR  RENT 


ROCKVILLE  CENTRE— COLONIAL  HOME;  AT- 
tached  office,  4 rooms,  darkroom,  secretary  station,  bath. 
Box  31,  Oceanside,  N.  Y. 


RADIOLOGIST  WILL  SHARE  HIS  WELL  EQUIPPED 
and  staffed  air-conditioned  offices  with  another  radiologist. 
Professional  building.  East  Side  Manhattan.  Rental  basis 
or  partnership.  BUtterfield  8-1880. 


HEWLETT  MEDICAL  & PROFESSIONAL  CENTER— 
Doctor  needed.  Suite — three  front  offices.  Air  condi- 
tioned. Near  railroad  station.  Prestige  building.  Rea- 
sonable. worth  6-2750. 


SUITES— WEST  HEMPSTEAD  PROFESSIONAL 
building,  N.  Y.  Excellent  opportunity  for  G.P.,  Ophthal- 
mologist, Dermatologist;  no.  G.P.  at  present.  Modern,  air 
conditioned.  Parking.  Tel:  IV  3-7580. 


A GROUP  OF  MEDICAL  SPECIALISTS  CONTEMPLAT- 
ing  a change  in  location  may  be  interested  to  investigate  a 
new  modern  air-conditioned,  ground  floor  office  space  in  a 
small  professional  building.  Approximately  1200  sq.  ft, 
separate  entrance.  Located  at  166-26  89th  Avenue,  in 
the  heart  of  Jamaica’s  new  apartment  house  growth  center, 
adjoining  the  area  of  the  new  Jamaica  Central  Public 
Library.  Ample  meter;  municipal  £md  private;  parking. 
Convenient  to  buses,  subway  and  elevat^  transportation. 
(Rental  overhead  can  be  as  little  as  five  dollars  a day  per 
person  if  occupied  by  three  tenants.)  Please  phone  RE 
9-1300,  Morris  Fierstein,  D.D.S. 


FOR  RENT:  PHYSICIAN’S  OFFICE;  FIVE  ROOMS, 
centrally  air  conditioned  suite.  Conveniently  located  on 
main  thoroughfare  in  Flushing-Jamaica  area.  Call  HO 
4-6262. 


SPACE  AVAILABLE:  3 PROFESSIONAL  OFFICES, 
Well  populated  area,  Jackson  Heights.  Will  alter  to  suit 
individuals  or  group.  Phone  HA  6-2350,  or  write  South- 
ridge  Cooperative,  Section  3,  Inc.,  33-46  92nd  Street, 
Jackson  Heights,  N.  Y. 


FOR  SALE  OR  SUBLEASE:  FIFTH  AVENUE  MED- 

ical  cooperative  office — completely  equipped;  air-con- 
ditioned, beautifully  furnished,  convenient  to  hospitals; 
2 consultation  offices;  3 examining  rooms;  located  at 
89th  St.  Inquire  days.  R.  Fischer.  YU  6-1116. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 

POSITIONS  WANTED 

GET  YOUR  “VILLAGE” 
OFFICE  NOW 

MEDICAL  ASSISTANTS  AND  SECRETARIES. 

Laboratory  and  X-Ray  Techs.  WeU  trained  and  highly 
quaUfied  personnel  (male  and  female)  available.  Phone 

175  W.  13th  St. 

N.  W.  Corner  7th  Ave. 

GH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two-  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 

The  “Cambridge” 
136  Apartments 

N.  Y. 

New  20-Story  & Penthouse 
Centrally  Air-Conditioned 
24-hour  Doorman  Building 

SOLO  G.P.,  38,  MALE,  ENERGETIC  AND  PERSON- 
able.  U.S.  born  and  trained.  Seeks  association  with 
busy  group  or  partnership.  Box  664,  % N.  Y.  St.  Jr.  Med. 

Reception  Area;  Laboratory; 

2 or  3 Private  Offices  plus  Bath 

Agent  dally  & Sunday,  WA  9-0829 

INTERNIST,  NEW  YORK  STATE  LICENSE,  10  YEARS 
experience  as  steel  plant  physician,  seeks  position,  indus- 
trial or  insurance;  Long  Island  or  New  York  City  area. 
George  Hoeltzer,  M.D.,  428  Parkside  Avenue,  Buffalo  16, 

101  W.  12th  St. 
Avenue  of  the  Americas 

N.  Y. 

The  “John  Adam” 
415  Families 

INTERNIST.  31  MARRIED,  UNIVERSITY  TRAINED, 
desires  association  with  other  physician  or  group  in  New 

New  21-Story 
Centrally  Air-Conditioned 
24-Hour  Doorman  Building 

York  City  area.  Box  685,  % N.  Y.  St.  Jr.  M^. 

Waiting  Room;  2 Private  OfSces; 
Lahoratory  & Bath 

INTERNIST-GASTROENTEROLOGIST,  AGE  31, 

Board  eligible,  desires  association  with  group  or  private 
M.D.  in  greater  N.Y.  City  area  or  Long  Island.  Military 

Agent  daily  & Sunday,  CH  2-8339 

completed.  Box  689,  % N.Y.  St.  Jr.  Med. 

For  further  details  call  Mr.  Berg 
Charles  H.  Greenthal  & Co.,  Inc. 

Renting  & Managing  Agents 
18  E.  48th  St.,  NYC,. PL  2-4700 

ANESTHESIOLOGIST,  NATIVE,  TOP  AMERICAN 
school,  F.A.C.A.,  wants  active,  rural  or  suburban  hospital, 
100  beds  or  more.  Complete  charge,  fee- for-ser vice.  Box 
691,  % N.Y.  St.  Jr.  Med. 

SPACE  TO  RENT:  SHARE  SUITE  IN  NEW  MEDICAL 
building  near  Central  General  Hospital,  Plainview,  L.I. 
CaU  GE  3-7171  before  9 P.M. 

MEDICAL  SECRETARY— MEDICAL  DICTATION, 
some  lab  work  & EKG  exp.,  desires  Manhattan,  1 girl 
pos.  Start  $90.  Box  692,  % N.Y,  St.  Jr.  Med. 

FOR  SALE— SPACIOUS  COOPERATIVE  OFFICE, 
lower  Central  Park  location.  Available  furnished  and 
equipped  or  unfurnished.  Bok  701,  % N.  Y.  St.  Jr.  Med. 

OB/GYN,  AGE  34,  BOARD  ELIGIBLE,  MARRIED; 
available  July  1963.  Prefer  downstate  area;  service  obli- 
gation completed;  interested  solo  or  association.  Please 
send  detaUs  first  letter.  Box  693,  % N.Y.  St.  Jr.  Med. 

FOR  SALE  OR  RENT— HOME-OFFICE  COMBINA- 
tion;  eleven  room  corner  house  including  five  room 
equipped  office  in  Bayside.  Call:  AT  9-4848;  BA  9-5225. 

OBSTETRICIAN-GYNECOLOGIST— 33,  BOARD  ELI- 
gible,  university  trained,  desires  association  or  individual 
practice  in  Northeast.  Box  694,  % N.Y.  St.  Jr.  Med. 

HOME  AND  OFFICE  FOR  SALE.  UNION  TURNPIKE 
and  208th  St.,  Bayside,  N.  Y.  HOUis 5-6950. 

RADIOLOGIST— N.  Y.  OR  N.  J.,  DESIRES  PART  TIME 
position,  afternoons.  Box  695,  c/o  N.  Y.  St.  Jr.  Med. 

FULLY  EQUIPPED  DOCTOR’S  OFFICE  FOR  RENT. 
Bronx-Pelham  Pkwy.  Established  successful  corner 
location.  CaU  UN  3-0112;  or  Box  706,  % N.  Y.  St.  Jr, 
Med. 

INTERNIST,  BOARD  ELIGIBLE,  UNIVERSITY 
trained,  31,  married.  Completing  military  obUgation  July, 
1963.  Desires  association  with  internist  or  group  in  New 
York,  New  Jersey.  Box  699,  % N.  Y.  St.  Jr.  Med. 

UROLOGIST,  58,  BOARD  CERTIFIED,  DESIRES  As- 
sociation with  Urologist  in  N.Y.C.  or  Westchester  County. 
Box  700,  % N.  Y.  St.  Jr.  Med. 

MEDICAL  OFFICE  FOR  RENT.  WILL  ALTER  TO 
suit.  7 Pulaski  Rd.,  East  Northport,  Long  Island,  New 
York.  CaU  516  AN  1-1068. 

OBS.-GYN.,  AGE  30,  BOARD  ELIGIBLE,  UNIVERSITY 
trained,  available  July  1963.  Interested  in  association. 
Box  705,  % N.  Y.  St.  Jr.  Med. 

FOR  SALE— BROOKLYN,  PLAZA  ST.:  NEWLY  FUR- 
nished,  fuUy  equipped,  long  established  office  of  Obs.  and 
Gyn.  Doctor  recently  deceased.  Share  with  general 
surgeon.  Very  reasonable.  CaU  AX  7-9534. 
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WHAT  IS  SO  IMPORTANT  ABOUT  THE  MOOD- 
ELEVATING  EFFECT  OF  DEXAMYL®  IN  OVERWEIGHT? 


'Tt  is  not  unusual 
low,  irritable, 
three  weeks.' 
'Dexamyl' 
a feeling 


being,  and,  most  important,  confidence 
can  lose  weight  after  all!  In  addition 
effect,  one  'Dexamyl'  Spansule® 
lease  capsule  taken  in  the  morning 
curbs  appetite  all  day-both  at  and 


for  patients  on  a low-calorie  diet  to  feel 
and  tired  during  the  first  two  or 
In  contrast,  the  dieting  patient  on 
usually  gains  a brighter  outlook, 
of  energy  and  general  well- 
that  she  really 


to  its  mood 
sustained  re- 
ef fectively 
between  meals 


*Matlin,  E.;  The  Obvious  in  Obesity,  Clin.  Med.  8:1071  (June)  1961, 


FORMULA:  Each  'DexamyT  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine®  (brand  of  dextro 
amphetamine  sulfate)  and  1)2  gr.  of  amobarbital,  de- 
rivative of  barbituric  acid  [Warning,  may  be  habit 
forming].  Each  'DexamyP  Spansule  capsule  No.  1 con- 
tains 10  mg.  of  'Dexedrine'  (brand  of  dextro  ampheta- 
mine sulfate)  and  1 gr.  of  amobarbital  [Warning,  may 
be  habit  forming].  The  active  ingredients  of  the 
'Spansule'  capsule  are  so  prepared  that  a therapeutic 
dose  is  released  promptly  and  the  remaining  medi- 
cation, released  gradually  and  without  interruption, 
sustains  the  effect  for  10  to  12  hours. 

INDICATIONS:  (1)  For  control  of  appetite  in  over- 

Smith  Kline  & French  Laboratories 


weight;  (2)  for  mood  elevation  in  depressive  states. 

USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning  for  10-  to  12-hour  therapeutic 
effect. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 
motor  activity  are  infrequent  and  ordinarily  mild. 

CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe 
hypertension. 

SUPPLIED:  Bottles  of  SO  capsules. 
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Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
essential  hypertension.  Rautrax-N  also  offers  a 
new  sense  of  relaxation  and  well-being  in  hyper- 
tension complicated  by  anxiety  and  tension.  And 
in  essential  hypertension  with  edema  and/or  con- 
gestive heart  failure,  Rautrax-N  achieves  diure- 
sis of  sodium  and  chloride  with  minimal  effects 
on  potassium  and  other  electrolytes. 

Rautrax-N  combines  Raudixin  (antihyperten- 
sive-tranquilizer) with  Naturetin  c K (anti- 
hypertensive-diuretic) for  greater  antihyper- 


tensive effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply:  Rawtrax-N  — capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  Modi^ed  — capsule- 
shaped tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 

tHutchison  J.  C.:  Current  Therap.  Res.  2:487  (Oct.)  1960. 


For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 


Rautrax-N' 

Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  ( Raudixin) 
and  Bendroflumethiazide  (•Naturetin)  with  Potassium  Chloride 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 
•QUtM  XMVUtOM  OUn 


'RAUDIXIN'®,  'RAUTRAX*®,  AND'  NATURETIN'®  ARC  SQUitS  TRAOf*****!. 


neither  stasis  nor  spasm, 
nor  tension 

stays  this  patient 
from  his 

appointed  rounds 


especially  when 

UPPER  G.l. COMPLAINTS 
have  biliary  implications 


for  biliary/intestinal  stasis 


for  smooth-muscle  spasm 


Each  Tablet  Contains: 


10  mg.  C/e  gr.). 


for  nervous  tension 


15  mg.  (>/4  gr  ). 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily.  Precautions:  Observe  patients 
periodically  for  increased  intraocular  pressure  and  barbiturate  habituation  or  addiction;  caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehydrocholic  acid  may  cause  transitory  diarrhea;  belladonna 
may  cause  blurred  vision  and  dry  mouth.  Contraindications:  Biliary  tract  obstruction,  acute  hepatitis, 
glaucoma,  prostatic  hypertrophy.  Available:  Decholin-BB,  bottles  of  100  tablets.  Also:  Decholin*®  with 
Belladonna  (dehydrocholic  acid,  250  mg.;  belladonna  extract,  10  mg.)  and  Decholin®  (dehydrocholic 
acid,  250  mg.),  bottles  of  100  and  500  tablets.  34953 
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for  effective  relief  of  pain,  cramping,  numbness,  and  cold  1 


In  the  clinical  management  of  peripheral  vascular  disease,  Vasodilan  acts 
directly  on  the  arterial  wall  to  increase  deep  peripheral  circulation. It  has  been 
proven  safe  and  effectiv  e at  recommended  oral  doses, essentially— 

• ivithout  adverse  effects  on  coronary  flow--'^  • without  hypotension  or  tachycardia^-^ 

• ivithout  ganglionic  blocking-  • ivithout  increase  in  gastric  acidity-*  • ivithout  devel- 
opment of  tolerance'* 


when  lowered  skin  temperature  points  to  | 
PERIPHERAL  VASCULAR  DISEASE  ^ 


W/A 


Isoxsuprine  hydrochloride.  Mead  Johnson 


Oosagc  ami  adyninitftration  : Oral -10  to  20  mg:.  (1  to  2 tablets)  t.i.d.  or  q.i.d. ; I.M.  — 5 to  10  mff.  b.i.d.  or  t.i.d.  Contra- 
indif.ationa : There  art  no  known  contraindications  to  oral  administration  of  Vasodilan  in  recommended  doses. 
Caution'i : VasodIlan  should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial  bleeding.  Parenteral 
administration  is  not  recommended  in  the  presence  of  hypotension  or  tachycardia.  Intravenous  administration  is  not 
recommended  because  of  ihe  increased  likelihood  of  side  effects.  Side  effects:  Few  side  effects  occur  when  given  in 
recommended  oral  doses.  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  adjustment.  Single 
intramuscular  doses  of  10  mg.  or  more  may  result  in  hypotension  or  tachycardia.  Supplied:  10  mg.  tablets  in  bottles  of 
100  and  1,000;  in  2 cc.  ampuls  containing  10  mg.  (5  mg./cc.)  for  intramuscular  use,  boxes  of  6.  For  complete  details  on 
indications,  dosage,  administration,  and  clinical  background  of  VasodIlan,  see  the  brochure  of  this  product  available 
on  request  from  Mead  Johnson  Laboratories,  Evansville  21,  Indiana. 

References : (1)  Clarkson,  I.  S.,  and  Le  Pere,  D.  M. : Angiology  11:190-192  (June)  1960.  (2)  Kaindl,  F.;  Samuels,  S.  S. ; 
Selman,  D.,  and  Shaftel,  H. : Angiology  10:185-192  (Aug.)  1959.  (3)  Kaindl,  F. ; Partan,  J.,  and  Polsterer,  E;  Wien.  klin. 
Wchnschr.  O.V:186-191  (March  16)  19.56.  (4)  Samuels,  S.  S.,  and  Shaftel,  H.  E. : J.A.M.A.  1?1:142-145  (Sept.  12)  1959. 
(5)  Billiottet,  J.,  and  Ferrand,  J. : Semaine  med.  54:635-637  (May  20)  1958. 
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respiratory  tract 
disorder 


Chymorai 


80%  Excellent/Good  Results 
in  4,491  Cases'"' 

Chymorai  exerts  a favorable  influence  in 
many  respiratory  tract  disorders.  It  re- 
duces inflammation  and  swelling  of  nasal 
and  sinusal  mucosa,  relieves  engorge- 
ment of  nasal  turbinates,  encourages 
free  drainage.^  ® Patients  experience  less 
discomfort  as  accumulation  of  secre- 
tions is  reduced  and  airflow  improves.’** 


Condition 

No.  of  Cases 

Excel  lent /Good 

Fair 

Poor 

Sinusitis 

1,588 

1,303 

190 

95 

Rhinitis 

514 

413 

61 

40 

Bronchitis 

1,312 

1,087 

158 

67 

Bronchial 

Asthma 

1,077 

824 

175 

78 

Totals 

4,491 

3,627 

584 

280 

reduces  respiratory  inflammation, 
edema  and  discomfort 

1.  Taub,  S.  J.:  Clin.  Med.  7:2575,  1960.  2.  Physicians’  Reports 
to  the  Medical  Department,  Armour  Pharmaceutical  Company. 
1961.  3.  Billow,  B.  W.,  et  ah:  Southwestern  Med.  41:286,  1960. 
4.  Teitel,  L.  H.,  et  al.;  Indust.  Med.  29:150,  1960. 

CHYMORAL  is  an  ORAL  anti-inflammatory  enzyme  tablet  specifi- 
cally formulated  for  intestinal  absorption.  Each  tablet  provides 
enzymatic  activity,  equivalent  to  50,000  Armour  Units,  supplied  by  a 
purified  concentrate  which  has  specific  trypsin  and  chymotrypsin 
activity  in  a ratio  of  approximately  six  to  one.  ACTION:  Reduces 
inflammation  of  all  types;  reduces  and  prevents  edema  except  that 
of  cardiac  or  renal  origin;  hastens  absorption  of  blood  and  lymph 
extravasates;  helps  to  liquefy  thick  tenacious  mucous  secretions; 
improves  regional  circulation;  promotes  healing;  reduces  pain. 
INDICATIONS:  Chymorai  is  indicated  in  respiratory  conditions  such 
as  asthma,  bronchitis,  rhinitis,  sinusitis;  in  accidental  trauma  to 
speed  absorption  of  hematoma,  bruises,  and  contusions;  in  in- 
flammatory dermatoses  to  ameliorate  acute  inflammation  in  con- 
junction with  standard  therapies;  in  gynecologic  conditions  such  as 
pelvic  inflammatory  disease  and  mastitis;  in  obstetrics  as  episioto- 
mies  and  breast  engorgement;  in  surgical  procedures  as  biopsies, 
hernia  repairs,  hemorrhoidectomies,  mammectomies,  phlebitis  and 
thrombophlebitis;  in  genitourinary  disorders  as  epididymitis,  orchi- 
tis and  prostatitis;  in  dental  and  oral  surgery  as  fractures  of  the 
mandible  or  maxilla,  difficult  or  multiple  extractions,  and  alveolec- 
tomies.  CONTRAINDICATIONS;  None  known.  INCOMPATIBILI- 
TIES: None  known.  Antibiotics  as  well  as  generally  accepted  meas- 
ures may  be  coadministered.  SIDE  EFFECTS:  Mild  gastric  upsets, 
rarely  encountered.  DOSAGE:  Recommended  initial  dose  is  two 
tablets  q.i.d.;  one  tablet  q.i.d.  for  maintenance.  SUPPLIED;  Bottles 
of  48  and  250  tablets.  Issue:  Rev.  October,  1962 

The  true  economy  of  proven  effective  dosage 
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. . .ten  seconds 


combistix 

urine  protein  •glucose  • pH 


BASIC  COMBINATION  TEST  FOE.  BEDSIDE  AND  OFFICE 


. . . faster  than  taking  temperature.  Detects  glucosuria  (as  in  dia- 
betes), proteinuria  (as  in  renal  disorder),  abnormal  pH  (as  in 
calcinosis  or  GU  infection).  For  routine  screening  of  all  patients. 
Combistix  — as  the  stethoscope. 
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after  surgery:  vitamins  are  therapy 


Nutritional  supplementation  is  basic  to  postoperative 
care.  Therapeutic  allowances  of  B and  C vitamins  help 
meet  increased  metabolic  requirements  and  compen- 
sate for  stress  depletion.  STRESSCAPS  can  set  the 
patient  on  a more  favorable  course  and  contribute  to 
full  recovery.  Packaged  in  decorative  "reminder"  jars 
of  30  and  100. 


Each  capsule  contains; 

Vitamin  Bi  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg 

Vitamin  Bg  (Pyridoxine  HCI) 

2 mg. 

Vitamin  Bta  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 
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Editorial 


The  annual  attempt  to 
legalize  non-science  (non-sense) 


Please 

Read 

and 

React 


This  year,  as  in  many  preceding,  the  Legislature  has  before  it  in  com- 
mittee a bill  to  license  the  practice  of  chiropractic.  Whether  it  comes 
out  of  committee  to  the  floor  of  the  Assembly  and  the  Senate  and  what 
action  is  taken  there  and  subsequently  by  the  executive  is  a measure  of 
the  conscience  and  intelligence  of  these  elected  representatives. 

One  may  ask  a fundamental  question  what  does  the  bill  propose  to 
license?  It  plainly  proposes  to  license  nothing  less  than  the  practice  of 
medicine  by  those  unschooled  in  the  basic  sciences  of  medicine  and  un- 
trained in  the  treatment  of  the  many  disorders  that  atflict  mankind.  To 
be  sure,  along  with  the  usual  grandfather  clause  there  is  provision  for  the 
gradual  introduction  of  basic  science  requirements.  If  this  is  desirable 
ten  years  hence  why  is  it  not  desirable  now? 

In  spite  of  adverse  decisions  by  Referee  Conway  and  the  Court  of 
Appeals  the  use  of  x-rays  by  chiropractors  is  included  in  the  bill.  Any- 
one who  has  read  Judge  Conway’s  decision  - and  it  has  been  available  to 
all  concerned — could  not  help  but  note  the  emphasis  on  the  dangers  of 
ionizing  radiation  and  the  importance  of  controlling  its  use.  X-ray- 
induced  mutations  in  the  hereditary  material  has  been  known  definitely 
since  1930 — we  are  living  in  1963.  Science  has  left  chiropractic  far  be- 
hind. Anyone  attempting  to  make  adjustments  in  health  must  know  the 
whole  subject  and  must  be  trained  and  honed  to  a sharp  edge  of  com- 
petence. 

The  readers  of  this  Journal  and  their  friends  and  patients  may  still 
exert  some  influence.  Do  not  write  or  wire  your  representative  in 
Albany — talk  to  him.  Ask  him  this  question  -If  he  or  one  of  his  family 
had  a severe  pain  in  the  lower  right  side  of  the  belly,  increasing  in  in- 
tensity hour  by  hour,  would  he  see  a chiropractor  and  have  a “spino- 
gram”  and  a so-called  adjustment  or  would  he  see  a doctor  and  have  a 
blood  count  and  other  tests  and  a surgical  consultation  before  having  an 
inflamed  appendix  removed? 

We  know  what  his  answer  would  be  and  we  know  what  his  answer 
should  be  when  he  has  the  opportunity  to  vote  on  the  bill  to  legalize 
quackery. 
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I new  Naquival  there  are  no  reported  toxic  effects  side 
Its  are  minor  and  infrequent-*  and  salt  restriction-  or 
d potassium’  is  rarely  needed.) 

died:  Naquival  Tablets,  containing  4 mg.  trichlormethiazide 
0.1  mg.  reserpine,  bottles  of  100. 

■rences:  (1)  Ernst,  E.  M.:  Current  Therap.  Res.  3:167,  1961. 
Starling  R.  J.:  J M.A.  Georgia  50:442,  1961.  (3)  Sprogis,  G.  R.: 
rent  Tterap.  Res.  3:393,  1961  1«  Cotfe*'  H-  Clin.  Med. 
1561, 1962.  (5)  Mattey,  W.  E.:  Indust.  Med.  31 :33, 
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brand  of  ■ trichlormethiazide 


Reduces  elevated  blood  pressure 
while  providing  symptomatic  re- 
lief...permits  more  normal  activ- 
ities...liberalizes  salt  intake. ..in 
severe  hypertension,  potentiates 
other  antihypertensives. ..as  a di- 
uretic, controls  edema  with  mini- 
mal, once-daily  dosage. 

Supplied:  Naqua  Tablets,  2 and  4 mg.,  scored,  bot- 
tles of  100  and  1000. 

For  complete  details  concerning  Naquival  and 
Naqua,  consult  Schering  literature  available  from 
your  Schering  Representative  or  Medical  Services 
Department,  Schering  Corporation,  Bloomfield,  N.  J. 
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Vi^Daylin*  w /Fluoride  with  entrapped  flavor 


|rhe  evidence  is  in.  More  than  8,000  published  reports  verify  the  effectiveness  and  safety  of  fluoride  as 
jjrophylaxis  against  dental  caries.  Yet  most  communities  today  are  still  without  water  fluoridation. 
; If  you  are  in  such  an  area,  new  Vi-Daylin  w/Fluoride  is  an  almost  ideal  means  of  supplementation 
'or  children.  For  three  reasons: 


1.  Each  tablet  contains  the  equivalent  of  1 mg.  fluoride.  This  is  the  amount  suggested  for  children 
three  and  over  by  the  American  Dental  Association. *'■“ 


2.  As  in  regular  Vi-Daylin  Chewable,  your  patient  gets  the  benefit  of  entrapped  flavor.  This  ingenious, 
Idouble-coating  process  permits  complete  entrapment  of  raw  vitamin  tastes  and  odors— and  keeps 
Idelicate  flavoring  oils  fresh  until  the  moment  of  use.  Result:  A tablet  that  tastes  like  citrus  candy. 


3.  Sweetened  with  sugar-free  Sucaryl®.  Because  Sucaryl  is  non-nutritive,  it  will  not  react  with 
[bacteria  to  form  acids  in  the  mouth. 

Cost?  No  more  than  regular  Vi-Daylin  Chewable  in  economical  bottles  of  100. 


1.  Prescribing  Supplements  of  Dietary  Ruorides,  Council  of  Dental  Therapeutics,  J.A.D.A.,  56:591,  April,  1958. 

2.  Fluoride  Compounds,  Accepted  Dental  Remedies,  27th  Ed.;139, 1962. 

VI-DAYLIN  w/FLUORIDE— Multivitamins  with  Fluoride.  SUCARYL— Abbott’s  Non-Caloric  Sweetener. 

•In  areas  where  drinking  water  is  substantially  devoid  of  fluoride.  smih 
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In  acne-24-hour-a-day  skin  care 
with  antibacteriai  pHisoHex^ 

" (contains  3%  hexachlorophene) 


In  acne,  pHisoHex,  antiseptic  detergent,  provides 
continuous  antibacterial  action  against  the  infec- 
tion factor.  With  exclusive,  frequent  use,  pHisoHex 
builds  up  an  effective  antibacterial  film  on  the 
skin  that  resists  rinsing— lasts  from  wash  to  wash. 
pHisoHex  augments  any  other  therapy  of  acne. 

When  pHisoHex  was  used  for  washing  by  42 
patients  with  acne,  “the  results  were  uniformly  en- 
couraging. . . .”1  “No  patient  failed  to  improve.”^ 

pHisoHex  cleans  the  skin  of  acne  patients  better 
than  soap  because  it  is  forty  per  cent  more  sur- 
face active.  It  is  a powerful  emulsifier  of  oil,  an 
action  particularly  beneficial  in  acne.  Moreover, 
it  cleans  the  orifices  of  the  sebaceous  glands, 
sweat  glands  and  hair  follicles  more  rapidly  and 
more  thoroughly  than  soap.  pHisoHex  lacks  the 

S2G666 


potentially  harmful  qualities  of  soap.  It  is  non- 
alkaline,  nonirritating  and  hypoallergenic.^ 

For  acne,  prescribe  pHisoHex— and  get  improved 
results. 

pHisoAc®  Cream  dries,  peels  and  masks  lesions. 
Use  it  with  pHisoHex  washings  to  help  prevent 
comedones,  pustules  and  scarring.  Contains  col- 
loidal sulfur  6 per  cent,  resorcinol  1.5  per  cent 
and  hexachlorophene  0.3  per  cent. 

pHisoHex  is  available  in  unbreakable  squeeze 
bottles  of  5 oz.  and  1 pint  — and  in  combination 
package  with  pHisoAc  Cream. 

1.  Hodges,  F.  T.:  CP  14:86,  Nov.,  1956. 

2.  Guild,  B.  T. : Arch.  Dermal.  51:391,  June,  1945. 
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White's^  " 
Cod  Liver  OH 
Concentrate 
Drops 

With  Added  Vitamin  D3 


For  infants,  essential  vitamins  A and  D at  only  a penny 
a day!  Only  two  drops  a day  of  White’s  Cod  Liver  Oil 
Concentrate  provide  an  economical,  therapeutically 
sound  way  to  give  infants  vitamins  A and  D.  Each 
White’s  Cod  Liver  Oil  Concentrate  Drop  provides  1,560 
units  of  vitamin  A and  312  units  of  vitamin  D (equiva- 
lent to  one  teaspoonful  of  Cod  Liver  Oil,  N.F.).  Usual 
prophylactic  dose:  2 to  4 drops  daily.  Supplied:  drop- 
per bottles  of  6 cc.,  30  cc.  and  50  cc. 
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for  the  posisurgica!  at  postpartum  patient 


COZYME  solution  effectively  prevents  and  corrects  abdominal 
distention  and  retention  of  flatus  and  feces^restores  normal 
peristaltic  activity,  physiologically.  Routinely  administered, 
COZYME  solution  reduces  or  obviates  the  need  for  gastric  and 
colonic  intubation  . . . shortens  the  period  for  intravenous  feedings. 
Thus,  the  patient  is  more  comfortable  and  able  to  tolerate  oral 
fluids  and  food  sooner.  COZYME  is  completely  safe  . . . will  not 
produce  hyperperistalsis  or  cramping.  There  are  no  known  contra- 
indications for  COZYME  solution  except  concurrent  use  with  other 
enterokinetic  agents. 

Supplied:  In  2 ml.  (single  dose)  and  10  ml.  (multiple  dose)  vials,  containing 
250  mg.  of  d-pantothenyl  alcohol  per  ml.  Also  in  2 ml.  disposable  syringe,  con- 
taining 250  mg.  of  d-pantothenyl  alcohol  per  ml. 


OR 


CONSEQUENCES 


COZYME®  FOR  PATIENT  COMFORT 


TRAVENOL  LABORATORIES,  INC.  division  of  BAXTER  LABORATORIES,  INC. 

Morton  Grove,  Illinois 
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CAMBRIDGE  CARDIAC  DIAGNOSTIC  INSTRUMENTS 


“Trans-Scribe" 

The  Batfery- 
^ Operated 

I Electrocardiograph 

i 

j Designed  to  give  the  same  ac- 
• curate  and  dependable  records 
associated  with  Cambridge  in- 
struments for  more  than  forty 
years. 


"Tele-Scribe" 

For  on-the-spot  diagnosis  . . . 
by  telephone.  The  Cardiologist 
can  now  receive  and  evaluate  the 
EKG  of  a patient  miles  away, 
while  the  EKG  is  being  taken. 


“Versa-Scribe" 

The  Versatile 
Electrocardiograph 

The  completely  new  portable 
instrument  providing  greatly 
improved  performance  and 
versatility  not  found  in  any 
other  direct  writing  electro- 
cardiograph. 


Dye-Dilution 
Curve  Recorder 


Records  changes  of  concentra- 
tion of  a dye  injected  at  se- 
lected sites  in  the  venous  cir- 
culation. Determines  cardiac 
output;  detects  and  locates 
cardiac  shunts. 


External 
Defibrillator 

A.  portable,  self-contained 
unit  that  simplifies,  speeds 
and  standardizes  cardiac  re- 
suscitation. 


Audio-Visual 
Heart  Sound 
Recorder 


Enables  the  Doctor  to  simul- 
taneously HEAR,  SEE  and 
permanently  RECORD  heart 
sounds. 


Pulmonary 

Function 

Tester 


A completely 
integrated, 
easy-to-use  in- 
strument for 
the  determina- 
tion of  such  functions  as 
Functional  Residual  Capac- 
ity, Tidal  Volume,  Vital  Ca- 
pacity, Total  Lung  Capacity, 
Total  Breathing  Capacity, 
Basal  Metabolic  Rate,  etc. 


Operating  Room 
Cardioscope 

Provides  con- 
tinuous obser- 
vation of  the 
Electrocardio- 
gram and  heart-rate  during 
surgery.  Warns  of  approach- 
ing cardiac  stand-still.  Explo- 
sion-proof. 


Multi-Channel 

Recorders 


For  physiological 
research,  cardiac 
catheterization 
and  routine  electrocardiogra- 
phy. 


CAMBRIDGE  ALSO  MAKES 

CENTRAL  MONITOR  SYSTEMS — For  surgery,  intensive  care  and  recovery  room. 

RESEARCH  pH  METER — For  biological  and  research  work.  Sensitive  to  .005  pH,  readings  reproducible 
to  .01  pH. 

HUXLEY  ULTRA  MICROTOME — For  cutting  sections  with  exceptional  uniformity  between  thicknesses 
of  100°  A and  1500°  A,  in  50°  A steps,  for  use  with  the  electron  microscope. 


Send  for  Descriptive  Literature 

CAMBRIDGE  INSTRUMENT  CO.,  INC. 

Graybar  Building,  420  Lexington  Ave.,  New  York  17,  N.Y. 

Cleveland  2,  Ohio  Defroif  37,  Mich.  Oak  Park,  III.  Jenkinfown,  Pa.  Silver  Spring,  Md. 

8419  Lake  Avenue  13730  W.  Eight  Mile  Rd.  6605  West  North  Avenue  479  Old  York  Road  933  Gist  Avenue 

PIONEER  MANUFACTURERS  OF  THE  ELECTROCARDIOGRAPH 

SEE  US  AT  BOOTH  # B-116 
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Relieves  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record  of 
safety  with  which  Miltown  relieves  anxiety  and 
anxious  depression  — the  type  of  depression  in 
which  either  tension  or  nervousness  or 
insomnia  is  a prominent  symptom  — has  been 
clinically  authenticated  time  and  again  during 
the  past  seven  years.  This,  undoubtedly,  is  one 
reason  why  physicians  still  prescribe  meproba- 
mate more  often  than  any  other  tranquilizer 
in  the  world. 


Miltowir 

meprobamate  (Wallace) 

Usual  dosoge:  One  or  two  400  mg.  tablets  t.i.d. 
SuppNed:  400  mg.  scored  toblets,  200  mg.  sugar* 
coated  tablets;  bottles  of  50.  Also  as 
MEPROTABS®— 400  mg.  unmarfced,  coated  tablets; 
and  in  $u$tained*re/eo$e  capsules  os 
MEPROSPAN®-400  ond  MEPROSPAN®-200  (con- 
taining respectively  400  mg.  and  200  mg. 
meprobamote). 

#.  WALLACE  LABORATORIES  / Cranbury,  N.  J. 


Clinically  proven 
in  over  750 
published  studies 


IActs  dependably  — 
without  causing 
ataxia  or  altering 
sexual  function 


2 


Does  not  produce 
Parkinson-like 
symptoms  or 
liver  damage 


3 


Does  not  muddle 
the  mind  or  impair 
physical  activity 


CM-797S 


unsurpassed  topical  control  of  inflammation  and  infection... 


highly  active  with  sparing  application 


NEO-ARISTOCORT,  in  sparing  amounts,  quickly  reduces  inflammation 
and  itching  in  eczematoid  conditions  of  the  auricle  and  auditory 
canal.  It  is  particularly  beneficial  where  infection  is  a complication 
or  a threat,  because  neomycin -an  outstanding  topical  antibiotic - 
effectively  controls  the  pathogens  most  frequently  involved. 

“Aristocorf 

Neomycin-Triamcinolone  Acetonide  0.1%  eye-ear  ointment 
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unsurpassed  topical  control  of  inflammation  and  infection 


highly  active  with  sparing  application 

NEO-ARISTOCORT  provides  effective  topical  therapy  for  inflamed  and 
infected  eyes,  combining  the  unsurpassed  anti-inflammatory  action  of 
Triamcinolone  Acetonide  with  the  anti-infective  potency  of  neomycin. 

Neo-Aristocort  contains  Triamcinolone  Acetonide  0.1%  and  Neomycin  Sulfate  0.5%  (0.35%  base)  as  the  active  ingredients;  light 
liquid  petrolatum,  N.  F.  15%,  wool  fat,  U.S.P.  10%,  and  whi te  petrolatum  U.S.P.q.s.  100%w/v  as  inactive  ingredients,  Tubes  of  l/8oz. 

Contraindicated  in  herpes  simplex.  Sensitivity  reactions  to  neomycin  occasionally  occur.  Request  complete  information  on  indi- 
cations, dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 

-Aristocorf 

Neomycin-Triamcinolone  Acetonide  0.1  % eye-ear  ointment 

LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Co.  • Pearl  River,  N.  Y. 
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Dear  Doctor: 

Would  you  like  a stock 
package  of  Maltsupex  for 
family  use  or  for  a special 
patient? 

Register  with  us  at 
Booth  E53  during  the  con- 
vention in  May,  Tell  us 
whether  you  prefer  the 
liquid  or  powder  and  it 
will  be  mailed  promptly. 

Always  glad  to  see  our 
friends  at  this  fine 
meeting. 

Cordially, 

BORCHERDT  COMPANY 
217  N,  Wolcott  Ave, 
Chicago  12,  Illinois 


WANTED! 

AUGUST  15th  ISSUE 
OF  THE  JOURNAL 

We  should  very  much  appreciate 
your  donating  this  back  issue  to  the 
Society.  We  are  in  short  supply, 
and  need  this  particular  back  num- 
ber for  foreign  and  medical  school 
requests.  Please  send  to:  New  York 
State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 


Free  to  Physicians 

West-ward’s 
"Physician’s  Index  to 
Generic  Name  Prescribing’’ 

Containing  a therapeutic  index  for  guidance 
to  the  Physician  in  prescribing  West-ward’s 
quality  controlled  generic  name  products. 


West-ward,  Inc.  745  Eagle  Ave.,  Bronx  56,  N.Y. 

Please  forward  my  free  copy  of  West-ward’s 
“Physicians’  Index  toGenericName  Prescribing” 

name, MD 

address 

city, state 


Investment 

Advisory 

Service 

Providing  portfolio  super- 
vision for  both  individual 
and  institutional  investors 
on  a fee  basis. 

Direa  inquiries  to 
Investment  Advisory 
Department 


CARL  M.  LOEB, 
RHOADES  8c  CO. 

Members  JVew  York  Stock  Exchange 
42  WALL  STREET,  N.  Y.  5 
375  Park  Avenue,  N.  Y.  22 
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Rapid  relief  from 

PERIPHERAL  NEURITIS  * POLYNEUROPATHY  • HERPES  ZOSTER 


C O E N Z Y M E-B 

to  counter  the  effects  of  cocarboxylase  deficiency 
on  the  nervous  and  cardiovascular  systems 

Predominant  jymptoms  of  cocarboxylase  deficiency  are  referable  to 
the  painful  degeijerative  processes  of  peripheral  neuritis  or 
polyneuropathy.  >Parenteral  administration  of  cocarboxylase 
(COENZYME^B)  mg.  affords  rapid  relief  from  these  complica- 
tions. Neuritis,  which  is  benefited  by  cocarboxylase,  occurs  at 
times  in  malnutrition,  cardiac  conditions,  diabetes,  chronic  gastro- 
intestinal diseases  (diarrheas,  intestinal  resections,  fistulae,  sprue, 
achlorhydria),  drug  intoxication,  herpes  zoster  and  infections. 

CQENZYME-B  (diphosphothiamin) 
is  available  in: 

CAPSULES  — 25  mg  (bottles  of  50’s  and  lOO’s) 

2 cc  AMPULS  — 50  mg  (boxes  of  25,  50  and  100) 

(for  intramuscular  use  only) 


Write  for  physicians'  samples  for  clinical  trial. 


BARROWS  BIOCHEMICAL  PRODUCTS  CORP. 


BARROWS 


INWOOD,  LONG  ISLAND,  NEW  YORK 


Biochemicals  • Manufacturing  Chemists  • Pharmaceuticals 
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THE  IW  YORK 
IHEDIEYL  IHEETiO 

When  attending 
, the 

New  York 
Medical  Meeting 


• Be  sure  to  see  the  many  new  and  exciting 
scientific  and  technical  exhibits  . . . open 
continuously  during  Convention  hours. 

• Be  sure  to  check  the  scientific  motion 
pictures  listed  in  this  issue  of  the  Journal. 
You’ll  be  sure  to  find  one  or  more  prize- 
winning  films  of  special  interest. 


THE  lEW 
MEHIEYL 


YORK 

MEETIYG 


The  157th 

Annual  Convention 

Medical  Society 
of  the 
State 

of  IKew  York 
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'offer  the  proved  advantages  of  chloral  hydrate' Vith 


virtual  elimination  of  gastrointestinal  side  effects* 

The  active  component  of  Beta-Chlor  is  chloral  hydrate,  which,  unlike  the  barbiturates, 
produces  its  effect  essentially—  □ without  agitation®  □ without  excitement®  □ without 
morning  hang-over®  □ without  confusion®  □ without  depression  of  respiration  rate^ 

□ without  changes  in  blood  pressure^ 


Dosage  and  Administration;  1 or  2 Beta-Chlor  “500”  Tablets, 
15  to  30  minutes  before  bedtime.  Beta-Chlor  “250”  Tablets  are 
recommended  for  daytime  sedation  and  for  children.  Caution; 
Boses  in  excess  of  recommended  dosage  should  be  administered 
with  caution  to  patients  with  severe  cardiac,  hepatic,  or  renal 
impairment.  Side  Effects;  Side  effects  such  as  gastric  irritation 
and  excitement  have  been  reported  only  infrequently.  Tolerance 
and  habituation  have  not  been  reported.  Supplied;  Beta-Chlor 
“250"  Tablets  (light  green)  each  containing  435  mg.  of  chloral 
betaine  (equivalent  to  250  mg.  of  chloral  hydrate),  and 
Beta-Chlor  “500"  Tablets  (dark  green),  each  containing  870  mg. 
of  chloral  betaine  (equivalent  to  500  mg.  of  chloral  hydrate). 


Bottles  of  100.  Additional  professional  information  available  on 
request  from  the  Medical  Department,  Mead  Johnson  Labora- 
tories. Evansville  21,  Indiana. 

References;  (1)  Ravetz,  E. : Current  Therap.  Res.  5 :75-80  (Feb.) 
1963.  (2)  Morrison,  B.  O.,  and  Bernheim,  E. : accepted  for  pub- 
lication: J.  Am.  Geriatrics  Soc.  (3)  Current  Concepts  in  Therapy : 
New  England  J.  Med.  255:706  (Oct.  11)  1956.  (4)  Goodman, 
L.  S.,  and  Gilman,  A. : Pharmacological  Basis  of  Therapeutics, 
ed.  2,  New  York,  The  Macmillan  Company,  1956,  pp.  163-166. 

®I9C1  MEAD  JOHNSON  A COMPANY,  EVANSVILLE  II,  INDIANA  041(1 


nMead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


for 

inflamed, 
infected, 
itching 
skin  lesions 


‘CORTISPORIN’ OINTMENT 

brand 

anti-inflammatory  / bactericidal  / antipruritic 


• relieves  pain  and  itching 

• reduces  inflammation  and  edema 

• provides  bactericidal  action  against 
most  gram-positive  and  gram-negative 
organisms,  including  Pseudomonas 
aeruginosa 

• rarely  sensitizes 

General  Indications:  Wherever  inflam- 
mation or  infection  occurs  and  is  acces- 
sible for  topical  therapy,  as  in  burns, 
wounds,  skin  grafts;  and  plastic,  proc- 
tologic, gynecologic,  or  general  surgi- 
cal procedures. 

Dermatologic  Indications:  Atopic,  con- 
tact, stasis,  infectious  eczematoid,  and 
lichenoid  dermatitis;  neurodermatitis, 
eczema,  pyoderma;  anogenital  pruritus; 


primary  dermatoses  with  or  without  sec- 
ondary infection;  external  otitis. 
Caution:  As  with  other  antibiotic  prep- 
arations, prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organ- 
isms. 

Available:  In  tubes  of  V2  oz.  with  appli- 
cator tip  and  Vs  oz.  with  ophthalmic  tip. 
Although  the  Vs  oz.  tube  is  intended  for 
ophthalmic  use,  it  may  be  used  topically. 

Each  gram  contains: 

‘Aerosporin’®  brand 

Polymyxin  B*  Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  5 mg. 

(equivalent  to  3.5  mg.  Neomycin  Base) 

Hydrocortisone  10  mg.  (1  ®/o) 


Special  White  Petrolatum q.s. 

*U.S.  PAT.  NOS.  2,565,057  AND  2,695,261 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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vertigo  posed  a problem. 


The  artist  solved  his  with  paint... 


and  a doctor  solved  hers  with  Antivert. 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of 
vestibular  dysfunction,  with  nicotinic 
acid,  a drug  of  choice  for  prompt 
vasodilation.  Side  reactions,  usually 
only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to 
vasodilation  produced  by  nicotinic  acid. 
As  with  all  vasodilators.  Antivert  is 
contraindicated  in  severe  hypotension 
and  hemorrhage.  For  complete  pre- 
scription information,  consult  product 
brochure.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s 
syndrome  and  allied  disorders. 

♦Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

Antivert* 
stops  vertigo 

...  and  for  your  geriatric  patients: 

NEOBON® 

See  Physicians’  Desk  Reference 
for  prescription  information. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


Antivert  stopped  the  vertigo; 
but  it  couldn't  stop  the  artist 
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ALKALOL 

For 
Nasal 
Irrigation 

Send  for  dinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


in  very  special  cases 
a very  superior  brandy... 
soecifv 


84  Proof  I Schieffelin  & Co..  N.Y. 


c:  II  All  COAL 

Its  Therapeutic  Uses 

FLATULENCE  — FERMENTATION- 
HYPERACIDITY— DIARRHEA 
ANTIDOTE  — ADSORBENT  — 
DEODORANT  — DIAGNOSTIC 

NO  CONTRAINDICATIONS 

For  Professional  Booklet  and  FREE  Clinical  Supply  of: 

REQUA’S  CHARCOAL  TABLETS  & 
ACTIVATED  CHARCOAL  CAPSULES 

write:  REQUA  MFG.  CO.,  INC. 
1193  Atlantic  Ave.,  Brooklyn  16,  N.  Y. 

Established  1879 
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When  you  want  the  highest  possible 
tissue  concentrations  of  corticosteroid 
without  delay 


l>?  highly  soluble  hydrocortisone  ester 
that  produces  higher  steroid  plasma  levels 


New  CORTIPHATE  injectable  is  always  in  solution,  always  ready  to  use  and  stable  at 
room  temperatures.  It  is  the  most  soluble  hydrocortisone  ester  available.  You  may  inject 
CORTIPHATE  rapidly  through  small  bore  needles  by  any  route  indicated:  I.V.,  I.M., 
subcutaneously  or  intrasynovially.  On  every  count,  CORTIPHATE  is  uniquely  suitable 
whenever  rapid,  intense  hormonal  effect  is  demanded,  ■ You  may  obtain  complete  infor- 
mation about  CORTIPHATE  injectable  from  our  Professional  Service  Department. 


t.Melby,  J.C..*nd  Silb«r,  R.  H.:  Am.  Prict.  ft  Digest  Treet.  12:156  (March)  1961.  2.  Melby,  J.C.,  and  SL  Cyr,  M„- MetaBolIsm  10:75, 1961 


TRAVENOL  LABORATORIES,  INC.  Division  of 
BAXTER  LABORATORIES,  INC.  Morton  Grove,  Illinois 
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they  never  even  had  a chance  to  complain  about  the  cost  of  drugs 


Walk  through  any  older  cemetery,  and  you  will  find 
the  same  ugly  story  repeated  many  times.  Died,  age 
30  years . . . died,  age  8 years . . . died,  age  6 months. 

Sometimes,  you  will  see  evidence  of  entire  families 
being  struck  down  almost  simultaneously.  You 
wonder,  was  it  influenza?  Diphtheria?  Infectious 
diarrhea?  Or  a host  of  other  diseases  whose  very 
names  were  synonymous  with  terror? 

You  will  see,  “Died,  age  22 -childbirth.” 

There  are  many  reasons  why  you  don’t  see  a 
continuation  of  these  tragic  stories  today -not  the 
least  of  which  has  been  the  dedication  of  American 
physicians  and  the  quality  of  medical  education.  And 


another,  we  sincerely  believe,  has  been  the  quality 
of  medicines  which  have  been  made  available. 

Yet,  the  value  of  independent  drug  research  has  been 
seriously  challenged -research  which  has,  in  the 
past  30  years  alone,  helped  to  add  nearly  10  extra 
years  to  the  average  lifespan  in  the  United  States. 
Yet,  because  the  cost  of  the  search  must  be 
reflected  in  the  price  the  patient  pays  for  a 
prescription,  is  it  too  expensive  to  continue? 
Unfortunately,  perhaps  those  who  might  have  the 
best  answer  can  offer  only  silent  testimony. 

This  message  is  brought  to  you  on  behalf  of  the 
producers  of  prescription  products. 


A reproduction,  for  display  in  your  waiting  room,  is  available.  Write: 

PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION*  1411  K STREET,  N.VV.  • WASHINGTON,  D.C. 


THE 

MODERN 
DRUG 
FOR. 


I ■**  ■ ' " ?*** ' 

^ ^ -H  1 ’ ''“ 


Chemical  Company 
St.  Louis  8,  Mo. 


ATHEROSCLEROSIS 


lODO-NIACIN*  is  the  modern  drug  for  atherosclerosis.  It 
permits  long  continued  administration  of  protected  potas- 
sium iodide  in  full  dosage  without  iodism} 

Iodides  inhibit  the  increase  of  cholesterol  in  the  liver  and 
blood  and  the  development  of  atherosclerosis.^  They  are  used 
in  the  treatment  of  circulatory  diseases  including  athero- 
sclerosis, coronary  sclerosis  and  angina  pectoris.^ 

Idiosyncrasy  to  iodides  is  common  and  iodism  may  occur 
after  small  doses.^  Niacinamide  hydroiodide,  combined  with 
potassium  iodide  in  lodo-Niacin,  prevents  and  corrects 
iodism.5 
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The  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  1963 


This  issue  of  the  Journal  devotes  its 
entire  attention  to  a review  of  the  affedrs  of 
the  Medical  Society  of  the  State  of  New  York 
for  the  past  year  by  publishing  the  reports  of 
its  officers,  commissions,  committees,  and 
subcommittees.  Herein  is  an  accounting  in 
adequate  detail  to  acquaint  the  members 
with  the  Society’s  stewardship.  The  scope 
of  the  various  activities  of  the  committees  is 
wide  and  deep  and  touches  on  all  phases  of 
the  modern  practice  of  medicine.  As  an 
example,  the  report  of  the  Committee  on 
Public  Health  and  Education  shows  the  con- 
cern about  and  the  action  taken  on  health 
problems  ranging  from  school  health  and 
child  accidents  to  health  of  the  aged  and  the 
conduct  of  nursing  homes;  from  maternal 
welfare  to  mental  hygiene. 

The  delegates  meeting  for  the  157th  annual 
session  wiU  enact  legislation  binding  upon 
the  Society  aimed  solely  toward  the  im- 
provement of  medical  service  to  the  people. 
In  the  knowledge  that  many  people  will  be 
looking  over  their  shoulders,  they  wiU  know 
that  this  requires  statesmanship  above 
aggrandizement,  presbyopia  rather  than 
myopia,  and  the  courage  to  stand  for  right 
and  just  principles. 

Much  is  expected  of  the  delegates.  In 
addition  to  debate  and  decision,  through  the 
reference  committees  they  wiU  also  closely 
scrutinize  the  worth  of  the  resolutions  pre- 
sented and  the  record  of  the  various  operat- 
ing divisions  of  the  Society.  This  is  an  im- 
portant and  constructive  part  of  the  dele- 
gates’ duties  and  one  that  must  be  seen  to  be 
appreciated.  We  hope  that  the  attendance 
by  members  of  the  Society  at  these  meetings 
wiU  be  large  and  vocal. 

This  is  the  last  time  the  annual  meeting 
will  be  held  in  the  spring.  Beginning  next 
year  it  wiU  be  held  in  the  winter  to  avoid 
conflicts  with  the  many  other  spring  meet- 
ings and  to  be  in  session  when  the  State  and 


Federal  Legislatures  convene. 

The  arrangements  for  the  scientific  pro- 
gram this  year  have  been  carefully  worked 
out.  The  subject  matter  has  been  thought- 
fully selected  by  practitioners,  scientists,  and 
educators,  and  the  speakers  have  been 
chosen  for  their  ability  and  authority  in  their 
respective  fields. 

Various  timely  subjects  will  be  treated  in 
depth.  There  wiU  be  a session  on  radiation 
hazards  in  which  Shields  Warren,  M.D.,  will 
participate.  This  will  cover  radiation  haz- 
ards in  the  physician’s  office  and  the  genetic 
effects  of  radiation  and  will  conclude  with  a 
panel  discussion  on  safe  procedures.  There 
wiU  be  two  “heart  days”  devoted  to  recent 
advances  in  diagnosis,  treatment,  and  re- 
habilitation in  cardiac  disease,  and  there  will 
be  a day  devoted  to  cancer.  New  this  year 
win  be  a trauma  clinic  staffed  by  experts 
from  the  various  hospitals  in  the  city.  The 
sections  on  obstetrics,  pediatrics,  and  public 
health  wiU  combine  to  present  a most  timely 
program  which  will  include  evaluations  of 
virus  vaccines,  transplacental  infection,  fetal 
and  neonatal  hazards  due  to  drug  therapy, 
and  a session  on  the  maltreated  child. 

The  scientific  exhibits  wiU  maintain  their 
usual  high  standard,  with  contributions 
from  many  of  the  teaching  centers  in  the 
State.  These  will  consist  of  entirely  new  ma- 
terial and  will  cover  all  phases  of  the  practice 
of  medicine. 

The  date  of  the  annual  meeting  this  year 
will  be  May  13  to  17,  and  it  will  be  followed 
on  May  18  by  a Medical  Communications 
Day  to  be  conducted  jointly  by  the  Metro- 
politan Chapter  of  the  American  Medical 
Writers  Association  and  the  staff  of  the  New 
York  State  Journal  of  Medicine.  This 
program  wiU  be  of  interest  to  aU  physicians 
who  have  any  connection  with  medical 
communications  in  the  writing  and  teaching 
fields. 
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The  scientific  approach  to  allergy 


For  the  past  many  years  physicians  prac- 
ticing allergy  have  been  criticized  for  their 
divergent  opinions  regarding  the  therapeutic 
and  diagnostic  tools  used  in  the  subspecialty 
of  allergy.  They  have  been  charged  with 
the  use  of  faulty  theories,  unsubstantiated 
therapeutic  claims,  confusion  in  the  true 
understanding  of  allergic  mechanisms,  and  a 
disregard  for  scientific  discipline. 

Allergy  has  often  been  called  the  un- 
scientific specialty  because  many  of  its 
present  diagnostic  and  therapeutic  claims 
have  not  been  substantiated  by  objective 
measurements.  Numerous  reports  in  the 
literature  of  allergy  are  notably  lacking  in 
exact  scientific  evaluation  and  study. 

It  is  a sad  commentary  that  so  important 
a field  in  medicine  should  not  have  advanced 
beyond  the  basic  concepts  proposed  a half 
century  ago  by  the  pioneers  in  allergy. 
Certainly,  a disease  affecting  in  one  form  or 
another  approximately  25  per  cent  of  the 
population  deserves  the  recognition  and  at- 
tention that  other  subspecialties  of  medicine 
have  received.  It  is  vital  that  the  answers 
be  found  to  the  most  perplexing  problems  of 
allergy  and  that  a search  be  made  for  the 
underlying  immunologic  mechanisms  in- 
volved in  this  disease. 

Allergy  has  not  been  fully  accepted  by  the 
medical  profession  because  many  of  its 
diagnostic  and  therapeutic  procedures  are 
based  on  clinical  impressions  and  have  not 
been  subjected  to  critical  statistical  analysis. 
There  are  several  good  reasons  for  this  state 
of  affairs. 

The  natural  phenomena  of  allergic  dis- 
eases have  not  been  subjected  to  quantita- 
tive study,  and  without  precise  quantitative 
measurements  of  allergic  patterns,  precise 
evEduation  of  therapeutic  measures  is  not 
possible.  There  is  a surprising  lack  of  exact 
information  on  the  natural  history  of  allergic 
disease,  treated  or  untreated.  Comparative 
data  on  the  incidence  of  allergy  in  different 
parts  of  the  world  are  exceedingly  sketchy. 

Qualitative  descriptions  of  allergic  symp- 
toms are  also  lacking  in  detail.  Thus  ocular, 
nasal,  bronchial,  and  cutaneous  allergies  are 
commonly  considered  as  entities,  although 
each  of  these  includes  several  distinct  reac- 
tions. In  nasal  allergy  there  are  several 
phenomena  involved;  the  outpouring  of 


mucus,  an  edematous  state  characterized 
by  serous  nasal  drip,  and  a nonexudative 
phase  in  which  pharyngeal  itching  and 
sneezing  may  occur.  Under  certain  condi- 
tions secretions  tend  to  become  purulent  or 
at  least  mucopurulent.  The  obstruction 
which  occurs  with  bronchial  allergy  may  be 
due  to  spasm  or  edema;  or  the  lumen  of  the 
air  passages  may  be  obstructed  by  secretions 
of  varying  viscosity.  The  eczematous  skin 
reaction  combines  proliferative  and  exuda- 
tive characteristics  which  vary  greatly  from 
patient  to  patient  and  at  different  times  in 
the  same  patient. 

The  lack  of  a suitable  experimental  animal 
in  the  past  has  hindered  the  study  of  many 
allergic  phenomena  which  are  observed  in 
the  hiunan  species. 

It  is  readily  apparent  that  there  have  been 
diflSculties  encountered  in  the  true  evalua- 
tion and  substantiation  of  many  of  the 
principles  now  practiced  in  the  field  of  al- 
lergy. Certainly,  there  is  now  little  justifi- 
cation to  pursue  this  course  of  confusion  in 
view  of  our  modern  progress  in  laboratory 
technics,  the  better  imderstanding  of  im- 
munologic mechanisms,  and  the  scientific 
and  statistically  valid  model  studies  that  are 
now  available  to  the  investigators  in  the 
field  of  allergy  research.  In  the  past  ten 
years,  progress  and  maturity  of  thought  have 
been  noted  by  investigators  interested  in  the 
challenging  problems  of  allergy.  New  ap- 
proaches are  now  being  undertaken  to  re- 
evaluate the  procedures  now  used  in  allergic 
patients  in  the  light  of  present  immunologic 
understanding.  At  the  same  time  new  and 
more  advanced  therapeutic  procedures  are 
being  studied  and  scientifically  evaluated. 

The  scientific  approach  to  allergy  has 
already  begvm.  There  are  now  many  lead- 
ing investigators  throughout  the  country 
who  are  engaged  in  double-blind,  statisti- 
cally controlled  studies  of  the  effectiveness 
of  hyposensitization  technics  in  allergy. 
The  National  Institute  of  Allergy  & In- 
fectious Diseases  has  shown  great  interest  in 
this  problem  and  has  given  financial  support 
to  such  studies.  At  New  York  University, 
we  have  just  completed  our  third  year  of  a 
five-year  study  to  evaluate  the  effectiveness 
of  ragweed  hyposensitization  in  the  treat- 
ment of  ragweed-sensitive  children.  This 
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double-blind,  controlled  study  is  headed  by 
an  unbiased  team  of  pediatrician,  statisti- 
cian, and  pediatric  allergist.  The  program 
has  been  approved  and  supported  by  the 
National  Institute  of  Allergy  & Infectious 
Diseases.  Investigators  in  this  field  are 
acutely  aware  of  the  need  for  a proper 
experimental  design  and  a statistical  analysis 
to  guard  against  invalid  inferences  and 
personal  bias. 

Special  diagnostic  environment-controlled 
rooms  are  being  used  in  a number  of  institu- 
tions to  study  the  importance  of  various 
seasonal  and  nonseasonal  factors  as  causa- 
tive agents  in  bronchial  asthma,  hay  fever, 
and  allergic  dermatoses.  These  precise 
provocation  studies  will  more  clearly  specify 
the  importance  and  reliability  of  skin-test 
reactions  to  foods  and  inhalants.  Under 
construction  at  the  present  time  at  The  St. 
Vincent’s  Hospital  of  the  City  of  New  York 
is  a diagnostic  and  therapeutic  environment- 
controlled  room  to  be  used  for  the  study  of 
the  natural  history  of  allergic  phenomena 
and  the  causative  factors  involved.  This 
type  of  room  provides  many  methods  for 
detecting  clues  which  might  lead  to  the 
underlying  immunologic  mechanism  in  pa- 
tients manifesting  allergic  symptoms  and 
offers  the  investigator  opportunities  for 
continuous  and  precise  observations  of  al- 
lergic patients  under  controlled  conditions. 

Investigators  in  allergy  are  attempting 
to  integrate  their  thinking  with  the  recent 
advances  in  the  fields  of  immunochemistry, 
immunology,  and  genetics.  We  must  re- 
member that  great  pressure  is  being  exerted 
on  allergists  to  give  quick  answers  to  ques- 
tions that  have  plagued  us  for  many  years. 
This  pressure  for  quick  answers  often  defeats 
its  own  purpose.  The  physician  must  be 
equipped  and  oriented  toward  this  type  of 
research  work  and  not  just  casually  inter- 
ested in  the  problem.  There  is  now  a 
definite  trend  toward  careful,  honest,  and 
scientific  evaluation  of  problems  in  allergy. 

Investigators  in  the  field  of  allergy  need 
to  take  new  approaches  to  the  science  of 
allergic  disease  which  include  the  following: 


1.  Attempts  to  obtain  a better  imder- 
standing  of  adlergic  manifestations  by  con- 
tinuous observations  and  by  the  exploration 
of  new  testing  technics.  For  example,  a 
major  area  of  uncertainty  at  the  present 
time  is  the  degree  of  reliance  placed  on 
diagnostic  skin  testing  as  an  indicator  of 
offending  substances  or  antigens  causing 
allergy.  An  accurate  study  of  the  degree 
of  correlation  between  these  tests  and  prov- 
ocation testing  for  various  types  of  allergy 
is  urgently  needed; 

2.  Qualitative  and  quantitative  refine- 
ments in  the  measurements  of  allergic 
phenomena  to  increase  our  knowledge  of 
allergic  diseases  greatly  so  that  they  can  be 
better  and  more  adequately  treated; 

3.  Long-term  foUow-up  studies  of  pa- 
tients who  have  allergies  to  gain  knowledge 
about  the  natural  course  of  the  disease; 

4.  Exploration  of  methods  for  detecting 
deviations  from  the  normal  or  nonaUergic 
patients  and  for  measuring  improvements  in 
the  allergic  patients. 

Questions  such  as  the  following  remain  to 
be  answered:  Does  allergy  occur  at  any  age 
when  a new  antigen  is  consumed,  or  is  it  a 
phenomenon  of  early  life?  Is  allergy  heredi- 
tary? Can  the  allergic  phenomena  be  trans- 
ferred to  another  patient  by  white  cells  or 
blood  serum?  In  each  of  these  cases  much 
study  is  necessary. 

The  allergists’  critics  can  take  heart  and 
be  assured  that  the  investigators  of  allergic 
disease  are  cognizant  of  its  past  reputation 
in  teaching  institutions  and  are  fully  aware 
of  the  present  and  future  responsibilities  of 
the  scientific  investigator  in  this  most  im- 
portant field. 

As  time  passes,  more  practitioners  wfil 
learn  to  distinguish  the  counterfeit,  useless, 
or  dangerous  from  the  genuinely  scientific 
and  useful  elements  in  the  procedures  used 
in  treating  allergies.  Gimmicks  and  bad 
habits  spread  more  easily  than  does  critical 
thinking,  and  unless  positive  efforts  are  made 
by  the  medical  practitioner  and  the  clinical 
investigator  in  aUergy,  improvement  will  be 
slow.  Vincent  J.  Fontana,  M.D. 
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in  geriatric  constipation 
METAMUCIi: 

adds  tone  to  the  atonic  colon 

Metamucil,  refined  hydrophilic  mucilloid,  is  especially 
suited  to  correct  the  kind  of  constipation  most  fre- 
quently encountered  in  elderly  patients. 

Metamucil  adds  soft  bulk  to  the  often  inadequate 
diets  of  older  persons  and  supplies  the  gentle  intra- 
colonic pressure  needed  to  induce  normal  peristaltic 
action. 


This  true  physiologic  stimulus  increases  muscle  tone, 
encourages  normal  reflex  activity  and  helps  reestablish 
the  natural  rhythmic  function  of  the  bowel.  Only  a soft 
bulk  stimulus  like  Metamucil  offers  such  natural  en- 
couragement to  normal  evacuation. 

Metamucil  is  available  as  Metamucil  powder  in  4, 
8 and  16  oz.  containers  and  as  lemon-flavored  Instant 
^ Mix  Metamucil  in  cartons  containing  16  and  30 

G.  D.  SEAR  LE  & CO.  single-dose  packets. 

CHICAGO  80,  ILLINOIS 
Research  in  the  Service  of  Medicine 


METAMUCIL 

brand  of  psylliunn  hydrophilic  mucilloid 
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To  dramatize  the  healing  of  peptic  uicer,  our  photographer  burned  a "iesion”  into  crumpied  metal  with  a blowtorch,  then  repaired  it  and  photographed  the  result 


This  is  the  kind  of  response  you  can  expect  with 
Robinul  therapy. 

Because  Robinul’s  anticholinergic  action  is  so 
specific,  so  intense,  and  so  consistent,  it  pro- 
vides a favorable  internal  environment  for  ulcer 
healing. 

For  instance,  Moeller'  demonstrated  that  2 mg.  of 
Robinul  decreases  the  volume  of  gastric  acid  se- 
creted by  73%  within  one  hour  and  85%  within  two. 
Sun^  found  that  the  optimum  effective  dose  of 
Robinul  “. . . produced  suppression  of  gastric  acid- 
ity to  pH  4.5  or  higher  in  all  16  patients  examined.” 
Posey^  reported  “an  excellent  reduction  of  gastric 
acidity. . . in  12  of  15  patients A diminished  vol- 

ume in  all  15 — ” 

These  antisecretory  effects  of  Robinul  — and  other 
beneficial  characteristics  as  well— will  help  pro- 
mote “solid  results”  foryourduodenal  ulcer  patient. 


references:  1.  Moeller,  H.C.:  Ann.  New  York  Acad.  Sc.  99:158,  Feb. 
28.  1962.  2.  Sun,  D.C.  H.:  ibid.,  p.  153.  3.  Posey,  E.  L.,  Jr.:  Am.  J. 
Digest.  Ois.  7:863,  1962. 

Additional  information  available  upon  request. 

A.  H.  Robins  Co.,  Inc.,  Richmond  20,  Va. 

Robinul 

anticholinergic 

Brand  of  glycopyrrolate,  1 mg.  per  tablet 

Robinul-PH 

anticholinergic  / sedative 

Glycopyrrolate,  1 mg.,  and  phenobarbital,  *4  gr.  per  tablet 


1963  ANNUAL  CONVENTION 


157th  Annual 
Convention 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

May  13  through  17,  1963 

Statler  Hilton 
New  York  City 


House  of  Delegates 

The  annual  meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the 
State  of  New  York  will  be  called  to  order  at 
10:00  A.M.  on  Monday,  May  13,  1963,  in  the 
Georgian  Room  of  the  Statler  Hilton,  New 
York  City. 

In  accordance  with  Chapter  II,  Section  3 
of  the  Bylaws,  the  House  will  assemble 
according  to  the  following  schedule: 

Monday,  May  13,  10:00  a.m. 

Tuesday,  May  14,  9:30  a.m. 

Wednesday,  May  15,  9:00  a.m.  and  2:00 

P.M. 

Thursday,  May  16,  9:00  a.m. 

At  the  last  adjourned  session  (Thursday, 
May  16,  9:00  a.m.)  the  election  of  oflBcers, 
councillors,  trustees,  member-at-large  for 
Planning  Committee,  and  delegates  to  the 
American  Medical  Association  wiU  take 
place  in  accordance  with  Chapter  III,  Sec- 
tion 1 of  the  Bylaws. 

Frederick  A.  Wurzbach,  Jr.,  M.D., 

Speaker 

Waring  Willis,  M.D.,  Secretary 


Convention  Schedule 
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157th  Annual  Meeting 

The  157th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  wiU  be 
held  on  Wednesday,  May  15,  1963,  at  8:00 
P.M.  in  the  Terrace  Ballroom  of  the  Statler 
Hilton,  New  York  City. 

Joseph  A.  Lane,  M.D.,  President 
Waring  Willis,  M.D.,  Secretary 

Registration 

Registration  for  delegates  will  be  held  in 
the  foyer  of  the  Georgian  Room,  Ballroom 
floor  of  the  Statler  Hilton,  on  Sunday,  May 

12,  from  3:00  p.m.  to  7:00  p.m.  and  on 
Monday,  May  13,  after  9:00  a.m. 

General  registration  for  State  Society 
members  and  guests  wiU  take  place  in  the 
Elevator  Lobby,  Mezzanine,  Monday,  May 

13,  through  Thursday,  May  16,  8:30  a.m.  to 
5:30  P.M.,  and  on  Friday,  May  17,  from  8:30 
A.M.  to  12:00  NOON. 

Exhibits 

Scientific  Exhibits  will  be  located  in  the 
Exhibit  Hall  on  the  Mezzanine. 
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Scientific  Motion  Pictures  will  be  shown  in 
the  Motion  Picture  Theatre  in  the  Exhibit 
HaU. 

Technical  Exhibits  wiU  be  located  in  the 
Ballroom  and  in  the  Exhibit  HaU. 

Exhibits  wUl  be  on  view  as  foUows: 
Monday,  May  13,  through  Thursday, 
May  16,  9:00  a.m.  to  5:30  p.m. 

Friday,  May  17,  9:00  a.m.  to  12:00  noon. 

Scientific  Program 

General  Sessions  wiU  be  held  in  accordance 
with  the  foUowing  schedule: 


Monday,  May  13 2:00  p.m. 

Tuesday,  May  14 9:30  a.m. 

Wednesday,  May  15 2:00  p.m. 

Thursday,  May  16 2:00  p.m. 

Friday,  May  17 9:30  a.m. 


Section  and  Session  Meetings  wiU  be  held 


on  Monday,  May  13,  at  9:30  a.m.;  Tuesday, 
May  14,  at  2:00  p.m.;  Wednesday,  May  15, 
at  9 : 30  a.m.,  and  Thursday,  May  16,  at  9:30 
A.M.  There  wiU  be  no  section  meetings  on 
Friday. 

Dinner  Dance 

The  Dinner  Dance  wUl  be  held  in  the  Ter- 
race Ballroom,  main  floor  of  the  Statler 
Hilton,  on  Wednesday,  May  15,  at  8:00 
P.M.,  preceded  by  the  President’s  Reception 
at  7:00  p.m. 

Tickets  should  be  ordered  in  advance  from 
the  Medical  Society  of  the  State  of  New 
York,  750  Third  Avenue,  New  York  17,  New 
York.  Subscription  is  $17.50  per  person. 

Woman’s  Auxiliary 

See  page  964  for  program. 
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1963  ANNUAL  CONVENTION 


Scientific  Program 


Chairman 
Associate  Chairmen 

BERNARD  J.  PISANI,  M.D.,  New  York 
P.  FREDERIC  METILDI,  M.D.,  Monroe 
WILLIAM  J.  GRACE,  M.D.,  New  York 
CHAIRMEN  OF  SECTIONS  AND  SESSIONS 

Monday 
May  13, 1963 
2:00  p.m. 

Gold  Ballroom 
Ballroom  Balcony 

GENERAL  SESSIONS 

Symposium: 

ADVANCES  IN  DRUG  THERAPY 

Tuesday 
May  14, 1963 
9:30  a.m. 

Gold  Ballroom 
Ballroom  Balcony 

Symposium  and  Panel  Discussion: 

WHAT  CAN  THE  FAMILY  DOCTOR  DO  TO  AID  CANCER  CONTROL? 

A “panel  of  experts”  will  answer  previously  submitted  questions  on  various 
phases  of  cancer  control  and  treatment. 

Charles  D.  Sherman,  M.D.,  Rochester,  Moderator 

Panelists  Alexander  Brunschwig,  M.D.,  New  York  City 
Michael  R.  Deddish,  M.D.,  New  York  City 
Arthur  Holler,  M.D.,  New  York  City 
Dan  Catlin,  M.D.,  New  York  City 
George  Moore,  M.D.,  Buffalo 

Wednesday 
May  15, 1963 
2:00  p.m. 

Gold  Ballroom 
Ballroom  Balcony 

Symposium  and  Panel  Discussion: 

(Sponsored  by  American  Therapeutic  Society) 
MANAGEMENT  OF  THE  COMPLICATIONS  OF  ATHEROSCLEROSIS 

William  Likoff,  M.D.,  Philadelphia,  Pennsylvania,  Moderator 

Clinical  Professor  of  Medicine,  Hahnemann  Medical  College  and 
Hospital 

Atherosclerosis  as  a Biochemical  Phenomenon 

Sheldon  Bender,  M.D.,  Philadelphia,  Pennsylvania 

Associate  in  Medicine  (Cardiovascular  Diseases),  Hahnemann 
Medical  College  and  Hospital 

Management  of  Peripheral  Arterial  Disease 
Ray  Gifford,  M.D.,  Cleveland,  Ohio 
Cleveland  Clinic 

Management  of  Cerebrovascular  and  Renal  Vascular  Disease 
Charles  Wolferth,  M.D.,  Philadelphia,  Pennsylvania 
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Associate  Professor  of  Surgery,  Hahnemann  Medical  College  and 
Hospital 

Current  Concepts  in  the  Management  of  Coronary  Artery  Disease 
William  Likoff,  M.D.,  Philadelphia,  Pennsylvania 

Clinical  Professor  of  Medicine,  Hahnemann  Medical  College  and 
Hospital 

Panel  Discussion 

John  H.  Moyer,  M.D.,  Philadelphia,  Pennsylvania,  Moderator 
Panelists:  The  above  speakers 


Thursday 
May  16,  1963 
2:00  p.m. 

Gold  Ballroom 
Ballroom  Balcony 

Howard  B.  Sprague,  M.D.,  Boston,  Massachusetts,  Moderator 
Consultant,  Massachusetts  General  Hospital; 

Past-President,  American  Heart  Association 

1.  The  Management  of  Coronary  Artery  Disease 
Howard  B.  Sprague,  M.D.,  Boston,  Massachusetts 

2.  The  Managment  of  the  Patient  before  Myocardial  Infarction 
Oglesby  Paul,  M.D.,  Chicago,  Illinois 

Associate  Professor  of  Medicine,  University  of  Illinois  School  of 
Medicine;  Past-President,  American  Heart  Association 

3.  The  Management  of  Acute  Myocardial  Infarction 
Cowles  E.  Andrus,  M.D.,  Baltimore,  Maryland 

Associate  Professor  of  Medicine  and  Chief  of  Cardiovascular  Division, 
Johns  Hopkins  University  School  of  Medicine;  Past-President,  Ameri- 
can Heart  Association 

4.  The  Management  of  the  Patient  with  Previous  Myocardial  Infarc- 
tion 

James  Warren,  M.D.,  Columbus,  Ohio 

Professor  and  Chairman,  Department  of  Medicine,  Ohio  State  Uni- 
versity College  of  Medicine;  President,  American  Heart  Association 


Symposium  and  Panel  Discussion: 

(Sponsored  by  American  Therapeutic  Society) 
CORONARY  THROMBOSIS 

Management  from  Prodromal  Through  Rehabilitative  Stages 


Friday 
May  17, 1963 
9:30  a.m. 

Gold  Ballroom 
Ballroom  Balcony 


Symposium: 

RADIATION  EFFECTS 

1.  How  to  Work  and  Live  with  Radiation 
Shields  Warren,  M.D.,  Boston,  Massachusetts 

Pathologist,  Deaconess  Hospital 

2.  Somatic  Effects  of  Radiation 

Charles  L.  Dunham,  M.D.,  Washington,  D.C. 

Director  of  Biology  and  Medicine,  Atomic  Energy  Commission 

3.  Maximal  Permissible  Dose 
Marshall  Brucer,  M.D.,  Tucson,  Arizona 

Former  Chairman,  Medical  Division,  Oak  Ridge  Institute  of  Nuclear 
Studies 

4.  Genetic  Effects 

Theodosium  Dobzhansky,  New  York  City 

Professor  of  Zoology,  Columbia  University 
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Panel  Discussion: 


SAFE  PROCEDURES  IN  MEDICAL  RADIATION 

The  panel  consists  of  the  above  speakers  plus; 

Norman  Simon,  M.D.,  New  York  City,  Moderator 

Associate  Radiotherapist,  The  Mount  Sinai  Hospital;  Chairman, 
Subcommittee  on  Health  Aspects  of  Ionizing  Radiation,  Public 
Health  and  Education  Committee,  Medical  Society  of  the  State  of 
New  York 

Problems  of  Inspection  in  New  York  City 
Professor  Hanson  Blatz,  New  York  City 

Consultant  in  Radiation,  City  of  New  York  Department  of  Health 

The  Role  of  the  American  College  of  Radiology  in  Education  and 
Research 

John  Roach,  M.D.,  Albany 

Professor  and  Chairman,  Department  of  Radiology,  Albany  Medical 
College  of  Union  University 

Fallout 

John  Harley,  Ph.D.,  New  York  City 

Director,  New  York  Operations  Office,  Atomic  Energy  Commission 

Category  I credit  has  been  requested  for  members  of  the  American  Academy 
of  General  Practice  who  attend  the  General  Sessions. 


What  can 
the  family 
physician  do 
to  improve 
cancer 
control? 


We  hear  rumblings  from  time  to  time  from  the  specialized  cancer  hospitals 
and  university  centers  that  many  patients  who  ultimately  come  to  them  for 
treatment  did  not  have  optimal  care  prior  to  admission.  Factors  such  as 
patient  delay,  physician  delay,  and  inadequate  or  improper  initial  treatment 
have  been  cited,  among  others,  as  reasons  for  this  edlegedly  inferior  care. 
It  has  been  estimated  that  we  could  cure  two  or  three  times  as  many  people 
as  we  do  now  simply  by  using  well  the  knowledge  we  already  have.  This  is 
one  of  the  big  problems  all  of  us  as  physicians  face;  How  to  use  to  the  fullest 
what  we  have  already  learned. 

The  Subcommittee  on  Cancer  of  the  Medical  Society  of  the  State  of  New 
York  is  sponsoring  a morning  session  on  this  problem  on  Tuesday,  May  14, 
during  the  annual  meeting  of  the  State  Medical  Society.  We  are  contacting 
the  cancer  hospitals  and  universities  to  help  us  document  cases  of  less  than 
optimal  care  and  are  asking  for  suggestions  to  improve  this  situation.  We 
would  also  like  to  hear  from  the  family  physicians  themselves  for  specific 
practical  points  which  they  feel  would  be  of  value  to  the  family  physician  or 
which  they  would  like  discussed  by  one  of  our  “experts”  at  the  May  meeting. 
We  plan  to  pose  and  answer  specific  questions  rather  than  discuss  the  problem 
in  generalities.  The  chairman  of  the  meeting  will  not  allow  his  “experts” 
to  be  vague  or  inconclusive  in  replying  to  a specific  question. 

Let  us  have  your  questions  or  problems  now  instead  of  at  the  meeting  in 
May.  We  will  then  insist  that  our  speakers  dig  out  the  information  needed 
to  make  a reasonable  answer. 

Write  or  call;  Charles  D.  Sherman,  Jr.,  M.D.,  Chairman 
Subcommittee  on  Cancer 
University  of  Rochester  Medical  Center 
Rochester  20,  New  York 
GR  3-4400  (ext.  2461) 
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SECTIONS 


All  papers  read  before  the  Society  by  members  become  the  property  of 
the  Society.  The  original  copy  of  each  paper  shall  be  left  with  the  Secretary 
of  the  Section  or  Session. 

Discussers  should  have  their  remarks  typed  and  should  hand  them  to 
the  Secretary. 

Section  and  Session  meetings  shall  begin  promptly  at  the  hour  specified. 

Executive  Session — The  first  order  of  business,  election  of  officers. 
“To  participate  in  the  election  of  any  section,  a member  must  register  with 
such  section.” — Bylaws,  Chapter  XII,  Section  3 


SECTION  ON 

Allergy 

Chairman Harry  Leibowitz,  M.D.,  Kings 

Vice-Chairman 

...  Richard  D.  Wiseman,  M.D.,  Onondaga 
Secretary. . .Alexander  Chester,  M.D.,  Kings 

Wednesday,  May  15/9:30  A.M./East  Room, 
Ballroom  Floor 

1.  A Three-Year  Study  of  the  Short-Term 
and  Long-Term  Effects  of  Homochlorcycli- 
zine  (SA-97)  in  Chronic  Bronchial  Asthma 

Harry  Marrow,  M.D.,  Brooklyn 

Chief,  Department  of  Allergy,  Beth-El 
Hospital 

Harry  Leibowitz,  M.D.,  Brooklyn 

Associate  in  Allergy,  Beth-El  Hospital 
Outpatient  Department;  Assistant  Chief, 
Department  of  Allergy,  Long  Island  College 
Hospital 

2.  End  Results  of  Allergy  Treatment  in 
Infants  and  Children 

Douglas  E.  Johnstone,  M.D.,  Rochester 
Assistant  Pediatrician  and  Director,  Pedi- 
atric Allergy  Clinic,  Strong  Memorial 
Hospital 

Discussion:  Bernard  Redner,  M.D.,  Brook- 
lyn 

Associate  Pediatrician  and  Adjunct  Al- 
lergist, Beth-El  Hospital 

3.  Treatment  of  Allergic  Disorders  with 
Betamethasone 

Emanuel  Schwartz,  M.D.,  Brooklyn 

Attending  in  Medicine,  Long  Island  College 
Hospital;  Chief  of  Allergy,  Long  Island 
College  Hospital  Outpatient  Department 
Morrell  M.  Avram,  M.D.,  Brooklyn  (by 
invitation) 

Resident  in  Medicine,  Long  Island  College 
Hospital 

Discussion:  Horace  S.  Baldwin,  M.D., 

New  York  City 

Consultant  in  Medicine  (Allergy),  New 
York  Hospital 


4.  Resection  of  Carotid  Body  (Cervical 
Glomectomy)  for  Asthma 

Richard  H.  Overholt,  M.D.,  Boston, 
Massachusetts  (by  invitation) 

Thoracic  Surgeon,  New  England  Deaconess 
and  New  England  Baptist  Hospitals; 
Director,  Overholt  Thoracic  Clinic 

5.  Symposium  and  Panel  Discussion — Newer 
Methods  in  the  Treatment  of  Allergic 
Diseases 

Symptomatic  Treatment 

William  Bowen  Sherman,  M.D.,  New  York 

City 

Director,  Institute  of  Allergy,  Roosevelt 
Hospital;  Associate  Clinical  Professor  of 
Medicine,  College  of  Physicians  and  Sur- 
geons of  Columbia  University 

Emulsion  Therapy 

Maury  D.  Sanger,  M.D.,  Brooklyn 

Associate  Pediatric  Allergist,  Bronx  Mu- 
nicipal Hospital;  Assistant  Professor  of 
Pediatrics  (Allergy),  Albert  Einstein 
College  of  Medicine  of  Yeshiva  Uni- 
versity 

Insect  (Hymenoptera)  Sting  Therapy 
James  H.  Barnard,  M.D.,  New  York 
City 

Associate  Physician  (Allergy),  Roosevelt 
Hospital,  and  Attending  Physician  (Al- 
lergy), Roosevelt  Hospital  Outpatient 
Department 


SECTION  ON 

Anesthesiology 

Chairman. . .Jacob  S.  Israel,  M.D.,  Onondaga 

Vice-Chairman 

Edgar  H.  Bachrach,  M.D.,  New  York 

Secretary 

Solomon  G.  Hershey,  M.D.,  New  York 

Tuesday,  May  14/2:00  P.M./East  Room, 

Ballroom  Floor 
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1.  Acid  Base  Disturbance  During  Hypo- 
volemia 

William  S.  Howland,  M.D.,  New  York 
City 

Chairman,  Department  of  Anesthesiology, 
Memorial  Hospital  for  Cancer  and  Allied 
Diseases;  Associate  Professor  of  Anes- 
thesiology in  Surgery,  Cornell  University 
Medical  College 

Olga  Schweizer,  M.D.,  New  York  City 
Attending  Anesthesiologist,  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases; 
Assistant  Professor  of  Anesthesiology  in 
Surgery,  Cornell  University  Medical  Col- 
lege 

Discussion:  Gabriel  G.  Nahas,  M.D., 

New  York  City  (,by  invitation) 

Associate  Professor  of  Anesthesiology,  Col- 
lege of  Physicians  and  Surgeons  of  Co- 
lumbia University 

2.  Where  Do  We  Stand  with  Reserpine? 
Milton  Harold  Alper,  M.D.,  Boston, 
Massachusetts  {by  invitation) 

Junior  Associate  in  Surgery  (Anesthesia), 
Peter  Bent  Brigham  Hospital;  Instructor 
in  Anesthesia,  Harvard  Medical  School 
Discussion:  Francis  F.  Foldes,  M.D., 

Bronx 

Director,  Division  of  Anesthesiology, 
Montefiore  Hospital;  Clinical  Professor  of 
Anesthesiology,  College  of  Physicians  and 
Surgeons  of  Columbia  University 

3.  Monitors  and  the  Prevention  of  Death 
Valentino  D.  B.  Mazzia,  M.D.,  New  York 
City 

Professor  and  Chairman,  Department  of 
Anesthesiology,  New  York  University 
School  of  Medicine;  Assistant  Medical 
Examiner,  City  of  New  York 
Henry  Siegel,  M.D.,  New  York  City 

Associate  Professor  of  Forensic  Medicine, 
New  York  University  School  of  Medicine; 
Deputy  Chief  Medical  Examiner,  City  of 
New  York 

Discussion:  Charles  L.  Burstein,  M.D., 

N ew  Y ork  City 

Director,  Department  of  Anesthesiology, 
Hospital  for  Special  Surgery 

4.  Intraoperative  Fluid  Therapy:  Rela- 

tionship to  Anesthetic  and  Surgical  Com- 
plications 

Richard  N.  Terry,  M.D.,  Buffalo 

Chief,  Department  of  Anesthesiology, 
Buffalo  General  Hospital;  Clinical  Pro- 
fessor of  Anesthesiology,  State  University 
of  New  York  at  Buffalo  School  of  Medicine 
Discussion:  C.  Barber  Mueller,  M.D., 

Syracuse 

Chief  of  Surgical  Service,  University  Hos- 
pital; Professor  and  Chairman,  Depart- 
ment of  Surgery,  State  University  of  New 
York  Upstate  Medical  Center  at  Syracuse 


5.  Review  of  Anesthetic  Management  for 
Cleft  Lip  and  Palate 

Barbara  F.  Lipton,  M.D.,  New  York  City 
Associate  Attending  Anesthesiologist,  Beth 
Israel  Hospital 

Discussion:  Merel  H.  Harmel,  M.D., 

Brooklyn 

Anesthesiologist-in-Chief,  Kings  County 
Hospital  Center;  Professor  and  Chairman, 
Department  of  Anesthesiology,  State  Uni- 
versity of  New  York  Downstate  Medical 
Center 

6.  Criteria  for  and  Results  of  Closed  Chest 
Cardhorespiratory  Resuscitation 

Robert  M.  Lawrence,  M.D.,  Rochester 
Assistant  Anesthesiologist,  Strong  Me- 
morial Hospital;  Assistant  Professor  of 
Anesthesiology,  University  of  Rochester 
School  of  Medicine  and  Dentistry 
Edward  M.  Haley,  M.D.,  Winchester, 
Massachusetts  {by  invitation) 

Alastair  J.  Gillies,  M.D.,  Rochester 

Professor  and  Chairman,  Division  ot 
Anesthesiology,  University  of  Rochester 
School  of  Medicine  and  Dentistry 
Discussion:  Robert  G.  Hicks,  M.D.,  New 
York  City 

Director  of  Anesthesiology,  St.  Vincent’s 
Hospital 


SECTION  ON 

Chest  Diseases 


Chairman. . Willard  J.  Davies,  M.D.,  Nassau 

Vice-Chairman 

Alfred  S.  Doonief,  M.D.,  Westchester 
Secretary Harry  Golembe,  M.D.,  Sullivan 

Wednesday,  May  15/9:30  A. M. /West  Room, 
Ballroom  Floor 

1.  The  Physiologic  Approach  to  the  Treat- 
ment of  Bronchial  Asthma 

Gustav  J.  Beck,  M.D.,  New  York  City 

Instructor  in  Medicine,  College  of  Phy- 
sicians and  Surgeons  of  Columbia  Uni- 
versity 

2.  Recent  Advances  in  the  Management  of 
Chronic  Bronchial  Diseases 

Maurice  S.  Segal,  M.D.,  Boston,  Massachu- 
setts {by  invitation) 

Director  of  Inhalation  Therapy,  Boston 
City  Hospital;  Clinical  Professor  of  Med- 
icine, Tufts  University  School  of  Medicine 
Discussion  of  Papers:  Alvan  L.  Barach, 

M.D.,  New  York  City 

Clinical  Professor  of  Medicine  (Emeritus), 
College  of  Physicians  and  Surgeons  of 
Columbia  University 
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3.  Emergency  Treatment  of  Acute  Chest 
Inj  uries 

Emil  A.  Naclerio,  M.D.,  New  York  City 
Chief,  Thoracic  Surgical  Services,  Harlem 
and  Columbus  Hospitals 
General  Discussion 

4.  Cancer  of  the  Lung:  Diagnostic  Pitfalls 
and  Lessons  Learned 

Edgar  Mayer,  M.D.,  New  York  City 

Clinical  Professor  of  Medicine,  New  York 
University  Postgraduate  Medical  School 
General  Discussion 

5.  Current  Technics  in  Surgical  Treatment 
of  Tuberculosis  and  Cancer  of  the  Lung 

Donato  G.  Alarcon,  M.D.,  Mexico  City, 
Mexico  {by  invitation) 

Professor  and  Chairman,  Department  of 
Thoracic  Surgery,  and  Dean,  National 
University  of  Mexico  Postgraduate  Medical 
School 

General  Discussion 


SECTION  ON 

Dermatology  and  Syphilology 

Chairman Joseph  J.  Russo,  M.D.,  Albany 

Vice-Chairman 

Alex  W.  Young,  Jr.,  M.D.,  New  York 

Secretary John  T.  Crissey,  M.D.,  Erie 

Thursday,  May  16/9:30  A.M./East  Room, 

Ballroom  Floor 

1.  Discoid  Lupus  Erythematosus 
Frances  Pascher,  M.D.,  Brooklyn 

Attending  Dermatologist,  New  York  Uni- 
versity Medical  Center;  Professor  of 
Clinical  Dermatology,  New  York  Uni- 
versity Medical  School 

Discussion:  Stanley  L.  Lee,  M.D.,  Brook- 

lyn 

Director  of  Hematology,  Maimonides  Hos- 
pital; Associate  Professor  of  Medicine, 
State  University  of  New  York  Downstate 
Medical  Center 

2.  Lichen  Sclerosus  of  the  Vulva 
Arthur  B.  Hyman,  M.D.,  New  York  City 

Attending  Dermatologist,  University  Hos- 
pital; Professor  of  Clinical  Dermatology, 
New  York  University  Medical  School 
Discussion:  Jesse  A.  Tolmach,  M.D.,  New 
York  City 

Associate  in  Dermatology,  Bellevue  Hos- 
pital and  Beth  Israel  Hospital 

3.  Keratoacanthoma 

Alfred  W.  Kopf,  M.D.,  New  York  City 
Attending  Dermatologist,  University  Hos- 
pital; Associate  Professor  of  Dermatology, 
New  York  University  School  of  Medicine 


Discussion:  Herbert  Louis  Traenkle 

M.D.,  Buffalo 

Attending  Dermatologist,  St.  Francis  Hos- 
pital; Assistant  Clinical  Professor  of 

Dermatology,  State  University  of  New 
York  at  Buffalo  School  of  Medicine 

4.  Differential  Diagnosis  of  Skin  Diseases 
of  the  External  Ear  and  Adjacent  Areas 

Maurice  Jules  Stone,  M.D.,  Syracuse 

Chief  of  Dermatology,  St.  Joseph’s  Hos- 
pital; Clinical  Assistant  Professor  of 

Medicine  (Dermatology),  State  University 
of  New  York  Upstate  Medical  Center  in 
Syracuse 

Discussion:  Robert  Bersani,  M.D.,  Syr- 

acuse 

Attending  Associate  Dermatologist,  St. 
Joseph’s  Hospital;  Consultant  in  Der- 
matology, Onondaga  County  Hospital 

5.  Nodular  Lesions  of  the  Leg 

Orlando  Canizares,  M.D.,  New  York  City 
Chief  of  Dermatology,  St.  Vincent’s  Hos- 
pital; Assistant  Attending  Dermatologist, 
New  York  University  Medical  Center 
Edward  Shapiro,  M.D.,  Bayoime,  New 
Jersey  {by  invitation) 

Attending  Dermatologist,  Bayonne  Hos- 
pital; Assistant  Attending  Dermatologist, 
St.  Vincent’s  Hospital,  New  York  City 
Discussion:  Richard  Gibbs,  M.D.,  New 

York  City 

Assistant  Attending  Dermatologist,  St. 
Vincent’s  Hospital 

6.  Polymorphous  Light  Eruptions:  Office 
Diagnosis  and  Management 

Leonard  C.  Harber,  M.D.,  New  York  City 
Assistant  Professor  of  Dermatology,  New 
York  University  School  of  Medicine 
Ronald  M.  Holloway,  M.D.,  New  York 
City  {by  invitation) 

Chief  Resident  in  Dermatology,  University 
Hospital 

Mary  Moragne,  B.S.,  New  York  City 
{by  invitation) 

Discussion:  Farrington  Daniels,  M.D., 

New  York  City 

Associate  Professor  of  Medicine,  Cornell 
University  Medical  College 


SECTION  ON 

Gastroenterology  and  Proctology 

Chairman.  .1.  Richard  Schwartz,  M.D.,  Kings 

V ice-  Cha  irman 

Maus  W.  Stearns,  Jr.,  M.D.,  New  York 

Secretary Hans  J.  Bruns,  M.D.,  Onondaga 

Monday,  May  13/9:30  A.M./East  Room, 

Ballroom  Floor 
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1.  The  Clinical  Value  of  Peroral  Mucosal 
Intestinal  Biopsy 

Theodore  Cohen,  M.D.,  Forest  Hills 

Assistant  in  Medicine,  New  York  Uni- 
versity Medical  Center 

2.  The  Clinical  Applications  of  Cine- 
gastroscopy 

Henry  Colcher,  M.D.,  New  York  City 
Assistant  Clinical  Professor  of  Medicine, 
College  of  Physicians  and  Surgeons  of 
Columbia  University 

3.  Acute  Regional  Ileitis:  Clinical  Aspects 
and  Follow-Up  Studies 

Burrill  B.  Crohn,  M.D.,  New  York  City 
Consulting  Gastroenterologist,  The  Mount 
Sinai  Hospital 

4.  Panel  Discussion — Adenomas  of  Colon 
and  Rectum 

Robert  Turell,  M.D.,  New  York  City, 
Moderator 

Associate  Proctologic  Surgeon,  The  Mount 
Sinai  Hospital;  Associate  Clinical  Professor 
of  Proctologic  Surgery,  Albert  Einstein  Col- 
lege of  Medicine  of  Yeshiva  University 
Thomas  Almy,  M.D.,  New  York  City 

Attending  Physician,  New  York  Hos- 
pital; Director  of  Medicine,  Bellevue  Hos- 
pital 

John  L.  Madden,  M.D.,  New  York  City 
Director  of  Surgery,  St.  Clare’s  Hospital; 
Surgeon,  New  York  Medical  College 
Flower  and  Fifth  Avenue  Hospitals 

S.  W.  Moore,  M.D.,  New  York  City 

Surgeon,  New  York  Hospital;  Consult- 
ing Surgeon,  Mount  Vernon  Hospital, 
and  Hospital  for  Special  Surgery 
Howard  A.  Patterson,  M.D.,  New  York 
City 

Chief  of  Surgery,  Roosevelt  Hospital; 
Consulting  Surgeon,  Southhampton  Hos- 
pital 


SECTION  ON 

General  Practice 

Chairman.  .Charles  R.  Harris,  M.D.,  Monroe 

Vice-Chairman 

Rudolf  H.  Steinharter,  M.D.,  Nassau 

Secretary. . Joseph  J.  Kaufman,  M.D.,  Wayne 

Monday,  May  13/9:30  A.M./West  Room, 

Ballroom  Floor 

1.  Cinefluoroscopy  in  the  Diiferential  Diag- 
nosis of  Gastrointestinal  Lesions 
Raymond  Gramiak,  M.D.,  Rochester 

Attending  Radiologist,  Park  Avenue  Hos- 
pital and  Highland  Hospital 
Discussion:  Richard  H.  Hamilton,  M.D., 

New  York  City 

Assistant  Radiologist,  University  Hospital; 


Instructor  of  Radiology,  New  York  Uni- 
versity School  of  Medicine 

2.  X-Ray  Angiography 

John  A.  Evans,  M.D.,  New  York  City 

Radiologist-in-Chief,  New  York  Hospital; 
Professor  of  Radiology,  Cornell  University 
Medical  College 

Discussion:  John  A.  Billows,  M.D.,  Hemp- 
stead 

Director  of  Radiology,  St.  Francis  Hospital, 
Roslyn 

3.  Mammography 

Jacob  Gershon-Cohen,  M.D.,  Philadelphia, 
Pennsylvania  {by  invitation) 

Discussion:  James  T.  De  Luca,  M.D., 

Glen  Cove 

Associate  Attending  Radiologist,  Com- 
munity Hospital 


SECTION  ON 

Industrial  Medicine  and  Surgery 


Chairman Marvin  L.  Amdur,  M.D.,  Erie 

Vice-Chairman 

Kenneth  L.  Stratton,  M.D.,  New  York 

Secretary 

. . . Samuel  R.  Burnett,  M.D.,  Schenectady 


Monday,  May  13/9:30  A.M. /Washington  Room, 

Mezzanine 

Symposium — Disability  Evaluation 
1.  Cardiovascular 

Leon  Warshaw,  M.D.,  New  York  City 
Occupational  Health  Consultant;  Med- 
ical Director  Paramount  Pictures  Cor- 
poration and  United  Artists  Corporation 

2 Chronic  Pulmonary 

Howard  G.  Dayman,  M.D.,  Buffalo 

Consultant  in  Tuberculosis,  Edward  J. 
Meyer  Memorial  Hospital;  Assistant 
Professor  of  Medicine,  State  University 
of  New  York  at  Buffalo  School  of  Med- 
icine 

3.  Orthopedic 

Eugene  J.  Hanavan,  M.D.,  Buffalo 

Chief  of  Orthopedics,  Our  Lady  of 
Victory  Hospital;  Attending  in  Ortho- 
pedics, Veterans  Administration  Hos- 
pital and  Edward  J.  Meyer  Memorial 
Hospital 

4.  Metabolic  and  Endocrine 

Gerald  J.  Friedman,  M.D.,  New  York 

City 

Attending  Physician  in  Physical  Med- 
icine and  Rehabilitation,  New  York 
University  Medical  Center 
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SECTION  ON 

Medical-Legal  and  Workmen’s 
Compensation  Matters 

Chairman 

Sidney  B.  Weinberg,  M.D.,  Suffolk 

Vice-Chairman 

Milton  J.  Schulz,  M.D.,  Erie 

Secretary 

Victoria  A.  Bradess,  M.D.,  Westchester 

Wednesday,  May  15/9:30  A.M. /Washington  Room, 
Mezzanine 

1.  Recent  Malpractice  Decisions 
Rowland  H.  Long,  LL.M.,  Monson,  Mas- 
sachusetts {by  invitation) 

Vice-President  and  General  Counsel,  Mas- 
sachusetts Mutual  Insurance  Company 

2.  Panel  Discussion — The  Psychopathic  Kil- 
ler: Prediction  of  Human  Behavior 

Henry  Brill,  M.D.,  West  Brentwood* 
Moderator 

Deputy  Commissioner,  Department  of 
Mental  Hygiene,  State  of  New  York 
The  Honorable  Bernard  Smith,  River- 
head  {by  invitation) 

District  Attorney,  Suffolk  County 
Hyman  S.  Barahal,  M.D.,  Brightwaters 
Acting  Director,  Pilgrim  State  Hospital 
Francis  J.  O’Neill,  M.D.,  Central  Ishp 
Director,  Central  Islip  State  Hospital 
Morton  Birnbaum,  LL.B.,  M.D.,  New 
Y ork  City 

Charles  Buckman,  M.D.,  Kings  Park 
Director,  Kings  Park  State  Hospital 
James  J.  Graham,  Esq.,  New  York  City 
{by  invitation) 

SECTION  ON 

Medicine 

Chairman Aaron  Feder,  M.D.,  Queens 

Vice-Chairman 

Robert  Blum,  M.D.,  Erie 

Secretary 

Seymour  L.  Halpern,  M.D.,  New  York 

Thursday,  May  16/9:30  A.M. /West  Room, 

Ballroom  Floor 

1.  Symposium  and  Panel  Discussion — Chemo- 
therapy in  Cancer 

David  A.  Karnofsky,  M.D.,  New  York 
City,  Moderator 

Attending  Physician,  Co-Chief,  Chemo- 
therapy Section,  Sloan- Kettering  Institute, 
Memorial  Hospital  for  Cancer  and  Allied 
Diseases;  Associate  Professor  of  Medicine, 
Cornell  University  Medical  College 

Antimetabolite  Therapy 


Paul  Calabrese,  M.D.,  New  Haven, 
Cormecticut  {by  invitation) 

Assistant  Professor  of  Medicine,  Yale 
University  School  of  Medicine 

Leukemia 

Rose  Ruth  Ellison,  M.D.,  Buffalo 

Associate  Chief  of  Medicine,  Roswell 
Park  Memorial  Institute 

Management  of  Solid  Tumors 

Robert  B.  Golbey,  M.D.,  New  York 
City 

Associate  Attending  Physician,  Sloan- 
Kettering  Institute,  Memorial  Hospital 
for  Cancer  and  Allied  Diseases;  Clinical 
Associate  Professor  of  Medicine,  Cornell 
University  Medical  College 

2.  Rationale  for  the  Use  of  Adrenal  Steroids 
Rachmiel  Levine,  M.D.,  New  York  City 

Professor  of  Medicine,  New  York  Medical 
College  Flower  and  Fifth  Avenue  Hospitals 
Discussion:  Lester  Gabrilove,  M.D.,  New 
York  City 

Associate  Attending  Physician,  The  Movmt 
Sinai  Hospital;  Clinical  Associate  Professor 
of  Medicine,  State  University  of  New  York 
Downstate  Medical  Center 
Melvin  Horwith,  M.D.,  New  York  City 
Clinical  Associate  Professor  of  Medicine, 
Cornell  University  Medical  College 

3.  The  Medical -Surgical  Management  of 
Ulcerative  Colitis 

Marvin  H.  Sleisinger,  M.D.,  New  York 
City 

Associate  Professor  of  Medicine,  Cornell 
University  Medical  College 
Discussion:  Henry  Janowitz,  M.D.,  New 

York  City 

Attending  in  Gastroenterology,  The  Mount 
Sinai  Hospital;  Assistant  Clinical  Professor 
of  Medicine,  College  of  Physicians  and 
Surgeons  of  Columbia  University 

4.  Thyroxine-Binding  Proteins 
Anne  C.  Carter,  M.D.,  Brooklyn 

Visiting  Physician,  Kings  County  Hospital 
Discussion:  Bernard  A.  Sachs,  M.D., 

Bronx 

Head  of  Endocrine  Section,  Montefiore 
Hospital 

5.  Steroid  Diabetes 

Thomas  F.  Frawley,  M.D.,  Albany 

Professor  of  Medicine,  and  Head  of  Sub- 
department of  Endocrinology  and  Metab- 
olism, Albany  Medical  College  of  Union 
University 

Discussion:  Paul  J.  Rosch,  M.D.,  Yonkers 
Chief  of  Endocrine  Section,  City  Hospital, 
Elmhurst;  Clinical  Instructor  in  Medicine, 
New  York  Medical  College  Flower  and 
Fifth  Avenue  Hospitals 

6.  Serologic  Concepts  in  Multiple  Myeloma 
Marvin  L.  Bloom,  M.D.,  Buffalo 
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Associate  Professor  of  Medicine,  State 
University  of  New  York  at  Buffalo  School 
of  Medicine 

Ernest  Witebsky,  M.D.,  Buffalo 

Distinguished  Professor  of  Bacteriology  and 
Immunology,  State  University  of  New  York 
at  Buffalo  School  of  Medicine 
Discussion:  Martin  C.  Rosenthal,  M.D., 

New  York  City- 

Associate  Attending  Physician,  The  Mount 
Sinai  Hospital 


SECTION  ON 

I Neurology  and  Psychiatry 

1 

! Chairman Bernard  H.  Smith,  M.D.,  Erie 

Secretary Morton  H.  Hand,  M.D.,  Kings 

I Monday,  May  13/9:30  A.M. /Hartford  Room, 

I Mezzanine 

I 1.  Neurologic  and  Psychiatric  Aspects  of 
I Whiplash  Injuries 
I Louis  Bakay,  M.D.,  Buffalo 
I Head  of  Division  of  Neurosurgery,  Edward 
j J.  Meyer  Memorial  Hospital;  Professor 
and  Head  of  Department  of  Neurosurgery, 
State  University  of  New  York  at  Buffalo 
School  of  Medicine 

! Discussion:  Howard  Freedman,  M.D., 

{ Brooklyn 

I Attending  Neurosurgeon,  Maimonides  Hos- 

pital; Assistant  Clinical  Professor  of 
Neurosurgery,  State  University  of  New 
York  Downstate  Medical  Center 

2.  Panel  Discussion — The  Problems  of  Ado- 
lescence 

Sidney  L.  Green,  M.D.,  Brooklyn,  Moderator 
Attending  Psychiatrist,  Hillside  Hospital, 
Glen  Oaks;  Clinical  Associate  Professor 
j of  Psychiatry,  State  University  of  New 
I York  Downstate  Medical  Center 

Edward  F.  Falsey,  M.D.,  Brooklyn 

Director  of  Psychiatry,  Long  Island 
I College  Hospital;  Professor  of  Psy- 

i chiatry.  State  University  of  New  York 

Downstate  Medical  Center 
Morton  M.  Golden,  M.D.,  Brooklyn 
Consultant  to  the  Brooklyn  Psychiatric 
Center;  Training  Program  Director  for 
Psychiatric  Education  of  the  General 
Practitioner,  Kings  County  Medical 

Society 

Alexandra  Symonds,  M.D.,  Brooklyn 

(6y  invitation) 

Attending  Neiuropsychiatrist,  Bellevue 
Hospital;  Clinic^  Instructor  in  Psy- 
chiatry, New  York  University  School  of 
Medicine 

3.  Newer  Methods  in  the  Management  of 
, Epilepsy 


Morton  H.  Hand,  M.D.,  Brooklyn 

Attending  Neurologist,  Kings  County  Hos- 
pital Center;  Clinical  Assistant  Professor 
of  Neurology,  State  University  of  New 
York  Downstate  Medical  Center 
Arthur  M.  Meisel,  M.D.,  Brooklyn 

Physician-in-Charge,  N euromuscular 

Clinic,  Brooklyn  Jewish  Hospital;  As- 
sociate Neurologist,  Maimonides  Hospital 
Discussion:  Arthur  J.  Lapovsky,  M.D., 

Brooklyn 

Neuropsychiatrist,  Jewish  Chronic  Disease 
Hospital;  Assistant  Clinical  Professor  of 
Neurology,  State  University  of  New  York 
Downstate  Medical  Center 
Ladislav  P.  Hinterbuchner,  M.D.,  Brook- 
lyn 

Director  of  Neurology,  Jewish  Chronic 
Disease  Hospital;  Clinical  Assistant  Pro- 
fessor of  Neurology,  State  University  of 
New  York  Downstate  Medical  Center 


SECTION  ON 

Obstetrics  and  Gynecology 

Chairman. . .Robert  S.  Millen,  M.D.,  Nassau 

Vice-Chairman 

Merton  C.  Hatch,  M.D.,  Onondaga 

Secretary ' 

Graham  G.  Hawks,  M.D.,  New  York 

Tuesday,  May  14/2:00  P.M./Gold  Ballroom 
Foyer,  Ballroom  Balcony 

1.  Speaker  Phone  Conference  on  Diagnosis 
and  Management  of  Thyroid  Problems 
Related  to  Obstetrics  and  Gynecology 

Carl  E.  Cassidy,  M.D.,  Boston,  Massachu- 
setts {by  invitation) 

Assistant  Director  of  Endocrinology,  New 
England  Center  Hospital;  Assistant  Pro- 
fessor of  Medicine,  Tufts  University  School 
of  Medicine 

Discussion:  Thomas  F.  Shelley,  M.D., 

Syracuse 

Assistant  Professor  of  Obstetrics  and 
Gynecology,  State  University  of  New  York 
Upstate  Medical  Center  in  Syracuse 

2.  Lymphangiography  in  Gynecologic  Can- 
cer Surgery 

M.  Maurice  Abitbol,  M.D.,  Bronx 

Associate  in  Obstetrics  and  Gynecology, 
Albert  Einstein  College  of  Medicine  of 
Yeshiva  University 

3.  JOINT  MEETING  WITH 

Section  on  Pediatrics 

3:00  P.M./Gold  Ballroom,  Ballroom  Balcony 

Neonatal  Morbidity  and  Mortality  Con- 
ference {see  page  950) 
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SECTION  ON 

Ophthalmology 


Chairman John  A.  Cetner,  M.D.,  Albany 

Vice-Chairman 

Graham  Clark,  M.D.,  New  York 

Secretary 

. . K.  Elizabeth  Pierce  Olmsted,  M.D.,  Erie 

Wednesday,  May  15/9:30  A.M. /Hartford  Room, 
Mezzanine 

Symposium — Ophthalmic  Plastic  Surgery 

1 . Burns  of  Eyes  and  Eyelids 
Eugene  Radzimski,  M.D.,  Buffalo 

Attending  Ophthalmologist,  Buffalo  Eye 
and  Ear  Hospital;  Clinical  Associate  in 
Ophthalmology,  State  University  of  New 
York  at  Buffalo  School  of  Medicine 

2.  Baggy  Eyelids 

Orkan  G.  Stasior,  M.D.,  Albany 

Assistant  Attending  Surgeon  in  Oph- 
thalmology, Albany  Medical  Center  Hos- 
pital; Clinical  Instructor  in  Oph- 
thalmology, Albany  Medical  College  of 
Union  University 

3.  Orbital  Tumors 

Robert  E.  Kennedy,  M.D.,  Rochester 
Associate  Surgeon  of  Ophthalmology, 
Strong  Memorial  Hospital;  Assistant 
Clinical  Professor  of  Ophthalmology, 
University  of  Rochester  School  of  Med- 
icine and  Dentistry 

4.  Laceration  of  the  Eyelids  and  Adnexa 
Byron  Smith,  M.D.,  New  York  City 

Surgeon  Director,  Manhattan  Eye,  Ear, 
and  Throat  Hospital;  Associate  Clinical 
Professor  of  Ophthalmology,  New  York 
University  School  of  Medicine 

5.  Anesthesia  for  Ophthalmic  Plastic 

Surgery 

Walters.  Atkinson,  M.D.,  Watertown 
Attending  Ophthalmologist,  House  of  the 
Good  Samaritan;  Lecturer,  New  York 
University  Post-Graduate  Medical 
School 


SECTION  ON 

Orthopedic  Surgery 


Chairman 

James  A.  Nicholas,  M.D.,  New  York 

V ice-  Cha  irman 

Hudson  J.  Wilson,  Jr.,  M.D.,  New  York 

Secretary James  B.  Wray,  M.D.,  Onondaga 

Wednesday,  May  15/9:30  A.M. /Gold  Ballroom, 
Ballroom  Balcony 


1.  Epiphyseal  Ankle  Fractures 
Barnard  Kleiger,  M.D.,  New  York  City 

Attending  Orthopedic  Surgeon,  Hospital 
for  Joint  Diseases  and  Veterans  Adminis- 
tration Hospital 

Jerome  Barton,  M.D.,  Scarsdale 
Discussion:  Robert  L.  Patterson,  Jr., 
M.D.,  New  York  City 

Attending  Orthopedic  Surgeon,  Hospital 
for  Special  Surgery,  and  New  York  Hospital 

2.  A New  Method  of  Hip  Fusion  Allowing 
Immediate  Ambulation 

Martin  Altchek,  M.D.,  Middletown 

Chief  Orthopedic  Surgeon,  Middletown 
State  Hospital;  Consulting  Orthopedic 
Surgeon,  Monticello  Hospital 
Discussion:  Bernard  Jacobs,  M.D.,  New 

York  City 

Orthopedic  Surgeon,  Outpatient  Depart- 
ment, Hospital  for  Special  Surgery 

3.  The  Treatment  of  Nonunion  of  the 
Humerus  by  Double  Onlay  Grafts 

Vincent  J.  Turco,  M.D.,  Hartford,  Con- 
necticut {by  invitation) 

Attending  Orthopedic  Surgeon,  St.  Francis 
Hospital 

Discussion:  C.  Andrew  L.  Bassett,  M.D., 

New  York  City 

Associate  Attending  Orthopedic  Surgeon, 
Columbia-Presbyterian  Medical  Center 

4.  The  Diagnosis  and  Surgical  Treatment 
of  Tumors  of  the  Pelvis 

Kenneth  C.  Francis,  M.D.,  New  York  City 
Director  of  Bone  Tumor  Clinic,  Memorial 
Hospital  for  Cancer  and  Allied  Diseases; 
Orthopedic  Surgeon,  Outpatient  Depart- 
ment, Hospital  for  Special  Surgery 
Discussion:  David  M.  Bosworth,  M.D., 

New  York  City 

Attending  Orthopedic  Surgeon,  St.  Luke’s 
Hospital 

5.  Experiences  with  Femoral  Head  Replace- 
ment Over  a Period  of  Eight  Years 

Fred  E.  Dexter,  M.D.,  Albany 

Orthopedic  Surgeon,  The  Child’s  Hospital 
Discussion:  Philip  D.  Wilson,  Jr.,  M.D., 

New  York  City 

Associate  Attending  Orthopedic  Surgeon, 
Hospital  for  Special  Surgery 
Frederick  Thompson,  M.D.,  New  York  City 
Director  of  Orthopedic  Service,  St.  Luke’s 
Hospital 


SECTION  ON 

Otolaryngology 

Chairman 

Marshall  Y.  Soldineer,  M.D.,  Erie 

Vice-Chairman 

. . . Arthur  J.  Cracovaner,  M.D.,  New  York 
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Monday,  May  13/9:30  A.M./Gold  Ballroom, 
Ballroom  Balcony 


1.  Services  of  an  Audiology  Clinic 
Elmo  L.  Knight,  Buffalo  {by  invitation) 
Executive  Director,  Children’s  Hospital 
Speech  and  Hearing  Clinic;  Executive 
Director,  Buffalo  Hearing  and  Speech 
Center 


2.  Late  Carcinoma  of  the  Maxillary  Sinus 
Following  Thorotrast  Instillation:  A 
Further  Report 

Robin  M.  Rankow,  M.D.,  New  York  City 
Assistant  Attending  Surgeon,  Presbyterian 
Hospital;  Assistant  Clinical  Professor  of 
Anatomy,  College  of  Physicians  and 
Surgeons  of  Columbia  University 
Joseph  Buda,  M.D.,  New  York  City  {by 
invitation) 

Assistant  Resident  in  Head  and  Neck 
Surgery,  Presbyterian  Hospital 

John  F.  Conley,  M.D.,  New  York  City 
Chief  Head  and  Neck  Surgeon,  St.  Vincent’s 
Hospital 

Raffaele  Lattes,  M.D.,  New  York  City 
Attending  Surgical  Pathologist,  Presby- 
terian Hospital 


3.  Motion  Picture:  Monoblock  Resection  for 
Carcinoma  of  Maxillary  Antrum  with 
Primary  Reconstruction  of  the  Palate 
Vahram  Bakamjian,  M.D.,  Buffalo  {by 
invitation) 

Associate  Chief  of  Reconstructive  Surgery 
Roswell  Park  Memorial  Institute 
F.  Muchtar,  M.D.,  Buffalo,  Narrator  {by 
invitation) 

Senior  Surgeon  of  Reconstructive  Surgery, 
Roswell  Park  Memorial  Institute 


4.  Use  of  Methyl  2 -cyanoacrylate  in  Middle 
Ear  Surgery 

Young  Bin  Choo,  M.D.,  New  York  City  {by 
invitation) 

Assistant  Director  and  Research  Associate, 
New  York  Eye  and  Ear  Infirmary 


5.  Present  Concepts  of  Tympanoplasty 
Edward  C.  Brandow,  Jr.,  M.D.,  Albany 
Consulting  Otolaryngologist,  Veterans  Ad- 
ministration Hospital;  Assistant  Clinical 
Professor  of  Otolaryngology,  Albany  Medi- 
cal College  of  Union  University 


6.  How  to  Reduce  the  Complications  from 
Stapedectomies 

Alan  Austin  Scheer,  M.D.,  New  York  City 
Attending  Surgeon,  Manhattan  Eye  and 
Ear  Infirmary;  Consultant,  Otologic 
Surgery,  Queens  Hospital  Center 


SECTION  ON 

Pathology,  Clinical  Pathology, 
and  Blood  Banking 

Chairman 

Harold  L.  Mamelok,  M.D.,  Orange 

Secretary 

George  K.  Higgins,  M.D.,  New  York 

Thursday,  May  16/9:30  A.M./Washington  Room, 
Mezzanine 

1.  Pathologic  and  Clinical  Aspects  of 
Testicular  Tumors  and  Prostatic  Hyper- 
plasia in  the  Dog 

Frank  Bloom,  D.V.M.,  Flushing  {by  invita- 
tion) 

2.  Classification  of  Tumors  of  Testes  and 
the  Prostatic  Biopsy  in  Man 

Meyer  M.  Melicow,  M.D.,  New  York  City 
Assistant  Urologic  Surgeon,  Presbyterian 
Hospital;  Special  Lecturer  in  Surgery, 
College  of  Physicians  and  Surgeons  of 
Columbia  University 

3.  Screening  and  Crossmatching  Proce- 
dures 

Allyn  B.  Ley,  M.D.,  New  York  City 

Director  of  Hematology  and  Blood  Bank, 
Memorial  Hospital  for  Cancer  and  Allied 
Diseases 

4.  Better  Blood  Preservation  by  Using 
Carbon  Dioxide 

John  Scudder,  M.D.,  New  York  City 

Director  of  Blood  Bank,  Francis  Delafield 
Hospital;  Associate  Professor  of  Surgery, 
College  of  Physicians  and  Surgeons  of 
Columbia  University 


SECTION  ON 

Pediatrics 

Chairman. . . .Samuel  Karelitz,  M.D.,  Nassau 

Vice-Chairman 

Frank  A.  Disney,  M.D.,  Monroe 

Secretary Samuel  S.  Brown,  M.D.,  Kings 

Tuesday,  May  14/2:00/Gold  Ballroom, 

Ballroom  Balcony 

JOINT  MEETING  WITH 

Section  on  Preventive  Medicine 
and  Public  Health 

1.  The  Maltreatment  Syndrome  in  Children 
Vincent  J.  Fontana,  M.D.,  New  York  City 
Director  of  Pediatrics,  St.  Vincent’s  Hos- 
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pital;  Associate  Professor  of  Pediatrics, 
New  York  University  School  of  Medicine 
Denis  Donovan,  M.D.,  New  York  City  {by 
invitation) 

Resident  in  Pediatrics,  St.  Vincent’s  Hos- 
pital 

Raymond  Wong,  M.D.,  New  York  City  {by 
invitation) 

Resident  in  Pediatrics,  St.  Vincent’s  Hos- 
pital 

Discussion:  Harold  Jacobziner,  M.D., 

New  York  City 

Assistant  Commissioner  of  Health,  Ma- 
ternal and  Child  Health  Services,  New 
York  City  Department  of  Health;  Pro- 
fessor of  Clinical  Pediatrics,  New  York 
University  School  of  Medicine; 

Harry  Bakwin,  M.D.,  New  York  City 
Professor  of  Clinical  Pediatrics,  New  York 
University  School  of  Medicine 

3:00  P.NI.:  JOINT  MEETING  WITH 

Section  on  Obstetrics  and  Gynecology 

2.  Perinatal  Morbidity  and  Mortality  Con- 
ference 

Case  Presentations 

Hedda  Acs,  M.D.,  New  Hyde  Park  {by 
invitation) 

Chief  Resident,  Department  of  Pediatrics, 
Long  Island  Jewish  Hospital 
Panelists 

Alexander  H.  Rosenthal,  M.D.,  New 
Hyde  Park 

Chief  of  Obstetrics  and  Gynecology,  Long 
Island  Jewish  Hospital;  Clinical  Profes- 
sor of  Obstetrics  and  Gynecology,  State 
University  of  New  York  Downstate 
Medical  Center 

Samuel  Karelitz,  M.D.,  New  Hyde  Park 
Chief  of  Pediatrics,  Long  Island  Jewish 
Hospital;  Clinical  Professor  of  Pediatrics, 
State  University  of  New  York  Down- 
state  Medical  Center 

James  I.  Berkman,  M.D.,  New  Hyde  Park 
Pathologist  and  Chief  of  Laboratories, 
Long  Island  Jewish  Hospital;  Clinical 
Associate  Professor,  State  University  of 
New  York  Downstate  Medical  Center 
Sylvan  Surks,  M.D.,  New  Hyde  Park 
Chief  of  Anesthesiology,  Long  Island 
Jewish  Hospital;  Clinical  Associate 
Professor  of  Anesthesiology,  State  Uni- 
versity of  New  York  Downstate  Medical 
Center 

3.  Transplacental  Infections  and  Present 

Status  of  Virus  Vaccines 

Edward  C.  Curnen,  Jr.,  M.D.,  New  York 
City 

Director  of  Pediatric  Service,  Columbia- 
Presbyterian  Medical  Center;  Carpentier 
Professor  of  Pediatrics,  College  of  Physi- 
cians ahd  Surgeons  of  Columbia  Uni- 
versity 


Discussion:  Samuel  Karelitz,  M.D.,  New 
York  City 

Chief  of  Pediatrics,  Long  Island  Jewish 
Hospital;  Clinical  Professor  of  Pediatrics, 
State  University  of  New  York  Down- 
state  Medical  Center 


4.  Fetal  and  Neonatal  Hazards  Due  to 
Drugs  Administered  During  Pregnancy 
Sidney  Q.  Cohlan,  M.D.,  New  York  City 
Attending  Pediatrician,  University  Hos- 
pital; Associate  Professor  of  Pediatrics, 
New  York  University  School  of  Medicine 
Discussion:  Carl  H.  Smith,  M.D.,  New 

York  City 

Consulting  Pediatrician,  New  York  Hos- 
pital; Professor  of  Clinical  Pediatrics, 
Cornell  University  Medical  College 
Sidney  Blumenthal,  M.D.,  New  York  City 
Consulting  Pediatric  Cardiologist,  Colum- 
bia-Presbyterian  Medical  Center;  Clinical 
Professor  of  Pediatrics,  College  of  Physicians 
and  Surgeons  of  Columbia  University 


SECTION  ON 

Physical  Medicine  and  Rehabilitation 


Chairman Victor  Cummings,  M.D.,  Bronx 

Vice-Chairman 

Sigmund  Forster,  M.D.,  Kings 

Secretary . . . .Milton  B.  Spiegel,  M.D.,  Kings 


Wednesday,  May  15/9:30  A.M./Gold  Ballroom 
Foyer,  Ballroom  Balcony 

Symposium  and  Panel  Discussion — Physical 
Fitness 

1.  Physiologic  Aspects 

Robert  C.  Darling,  M.D.,  New  York 

City 

Professor  of  Physical  Medicine  and  Re- 
habilitation, College  of  Physicians  and 
Surgeons  of  Columbia  University 

2.  Aging 

Joseph  G.  Benton,  M.D.,  New  York  City 
Professor  of  Rehabilitation  Medicine, 
State  University  of  New  York  Down- 
state  Medical  Center 

3.  Childhood 

Charles  H.  Bauer,  M.D.,  New  York  City 
Clinical  Assistant  Professor  of  Pediatrics, 
Cornell  University  Medical  College 

4.  Preventive  Aspects 

Hans  Kraus,  M.D.,  New  York  City 

Associate  Professor  of  Physical  Medicine 
and  Rehabilitation,  New  York  Uni- 
versity School  of  Medicine 
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SECTION  ON 

Preventive  Medicine  and 
Public  Health 

Chairman 

David  E.  Bigwood,  Jr.,  M.D.,  Onondaga 

Vice-Chairman  

Donald  G.  Dickson,  M.D.,  Rockland 

Secretary 

Malcolm  A.  Bouton,  M.D.,  Schenectady 

Tuesday,  May  14/2:00  P.M./Gold  Ballroom, 
Ballroom  Balcony 

JOINT  MEETING  WITH 

Section  on  Obstetrics  and  Gynecology 
and  Section  on  Pediatrics 

{see  page  949  for  program) 

SECTION  ON 

Radiology 

Chairman 

Charles  E.  Sherwood,  M.D.,  Monroe 

Vice-Chairman 

Milton  Elkin,  M.D.,  Westchester 

Secretary Roy  E.  Seibel,  M.D.,  Erie 

Thursday,  May  16/9:30  A.M. /Hartford  Room, 
Mezzanine 

Panel  Discussion — Radiographic  Problems  of 
the  Ear,  Nose,  and  Throat:  Emphasis  on 
Clinical  Correlation 

A.  S.  Macmillan,  M.D.,  Boston,  Massa- 
chusetts {by  invitation) 

Chief  Radiologist  Emeritus,  Massachusetts 
Eye  and  Ear  Infirmary;  Associate  Radi- 
ologist, Massachusetts  General  Hospital 
Panelists 

David  H.  Baker,  M.D.,  New  York  City 
Chief  Radiologist,  Babies  Hospital 
Edmund  Joyner,  M.D.,  New  York  City 
Chief  Pediatrician,  Roosevelt  Hospital 
James  A.  Moore,  M.D.,  New  York  City 
Otolaryngologist-in-Chief,  New  York 
Hospital 

E.  A.  Weymuller,  M.D.,  New  York  City 
Otolaryngologist,  New  York  Eye  and 
Ear  Infirmary 

Mastoid,  Middle  Ear,  and  Nose  and 
Throat  Conditions  in  Adults 

{slide  presentation  with  panel  participa- 
tion) 

A.  S.  Macmillan,  M.D. 

Mastoid,  Middle  Ear,  and  Nose  and 
Throat  Problems  in  Children 

{slide  presentation  with  panel  participa- 
tion) 


David  H.  Baker,  M.D. 

Discussion  and  Questions  and  Answers 

Clinical  Problems  of  Mastoid  Disease  in 
Children 

E.  A.  Weymuller,  M.D. 


SECTION  ON 

Space  Medicine 


Chairman.  Hans  H.  Zinsser,  M.D.,  New  York 

Vice-Chairman 

Cortez  F.  Enloe,  Jr.,  M.D.,  New  York 

Secretary 

William  H.  Lewis,  Jr.,  M.D.,  New  York 


Thursday,  May  16/9:30  A.M. /Gold  Ballroom, 
Ballroom  Balcony 

1.  The  Role  of  the  Physician  in  the  Support 
of  Manned  Space  Flight 

Lt.  Col.  William  K.  Douglas,  (MC  USAF), 
Cocoa,  Florida  {by  invitation) 

Assistant  Deputy  for  Bioastronautics,  Air 
Force  Missile  Test  Center,  Patrick  Air 
Force  Base 

Discussion:  Hans  H.  Zinsser,  M.D.,  New 
York  City 

Associate  Professor  of  Clinical  Urology, 
College  of  Physicians  and  Surgeons  of 
Columbia  University 

2.  Project  Apollo 

Charles  G.  Battig,  M.D.,  Downey,  Cali- 
fornia {by  invitation) 

Space  and  Information  Systems  Division, 
North  American  Aviation,  Inc. 

Discussion:  Constantine  D.  J.  Generales, 
M.D.,  New  York  City 

Consultant  in  Space  Medicine  Affairs,  Ad- 
vanced Military  Systems,  David  Sarnofif 
Research  Center,  Radio  Corporation  of 
America 

3.  Theoretic  Aspects  of  Magnetic  Field 
Effects  on  Biologic  Systems 

Robert  D.  Barnard,  M.D.,  New  York  City 
Consulting  Biochemist,  Department  of 
Health,  City  of  New  York 
Discussion:  C.  Andrew  L.  Bassett,  M.D., 
New  York  City 

Associate  Professor  of  Orthopedic  Surgery, 
College  of  Physicians  and  Surgeons  of 
Columbia  University 

4.  The  Medical  Potentials  of  Space  Com- 
munication Satellites 

Norman  Plummer,  M.D.,  New  York  City 
General  Medical  Director,  New  York 
Telephone  Company 

Discussion:  L.  Holland  Whitney,  M.D., 
New  York  City 
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Medical  Director,  American  Telephone  and 
Telegraph  Company 

5.  Space  Support  Systems 

Urner  Liddel,  Ph.D.,  Washington,  D.C., 
{by  invitation) 

Chief  of  Sciences,  Lunar  and  Planetary 
Programs,  National  Aeronautics  and  Space 
Administration 

Discussion:  Hans  A.  Zinsser,  M.D.,  New 
York  City 

SECTION  ON 

Surgery 

Chairman Charles  E.  Wiles,  M.D.,  Erie 

V ice-Chairman 

Seymour  I.  Schwartz,  M.D.,  Monroe 

Secretary.  .John  F.  Prudden,  M.D.,  New  York 

Tuesday,  May  14/2:00  P.M./West  Room, 

Ballroom  Floor 

Symposium  and  Panel  Discussion — Manage- 
ment of  Surgical  Emergencies 

Charles  E.  Wiles,  M.D.,  Synder,  Moderator 
Attending  Surgeon,  Sisters  of  Charity 
Hospital;  Instructor  in  Surgery,  State 
University  of  New  York  at  Buffalo  School  of 
Medicine 

1.  Organization  of  the  Emergency 
Department  in  a University  Hospital 

Harry  W.  Hale,  Jr.,  M.D.,  Buffalo 
Associate  Director  of  Surgery,  Edward 
J.  Meyer  Memorial  Hospital;  Associate 
Professor  of  Sm^gery,  State  University  of 
New  York  at  Buffalo  School  of  Medicine 

2.  Present-Day  Problems  in  Manage- 
ment of  Emergency  Rooms  in  a Private 
Nonuniversity  Hospital 

Alfred  F.  Luhr,  Jr.,  M.D.,  Buffalo 

Attending  Surgeon,  Sisters  of  Charity 
Hospital;  Attending  Surgeon,  Emergency 
Hospital  of  the  Diocese  of  Buffalo 

3.  Priorities  of  Care  in  the  Management 
of  the  Severely  Injured 

Guy  S.  Alfano,  M.D.,  Buffalo 
Assistant  Attending  Surgeon,  Sisters  of 
Charity  Hospital;  Clinical  Associate  in 
Surgery,  State  University  of  New  York 
at  Buffalo  School  of  Medicine 

4.  Blunt  Chest  Injury 

James  H.  Cosgriff,  Jr.,  M.D.,  Tonawanda 
Assistant  Attending  Surgeon,  Sisters  of 
Charity  Hospital;  Clinical  Associate  in 
Surgery,  State  University  of  New  York 
at  Buffalo  School  of  Medicine 

5.  Abdominal  Trauma 

Louis  C.  Cloutier,  M.D.,  Buffalo 

Attending  Surgeon,  Sisters  of  Charity 
Hospital;  Attending  Surgeon,  Emergency 
Hospital  of  the  Diocese  of  Buffalo. 


6.  Management  of  Extremity  Injuries 
Sidney  M.  Schaer,  M.D.,  Kenmore 

Attending  Surgeon,! Sisters  of  Charity 
Hospital;  Attending  Surgeon,  Buffalo 
Columbus  Hospital 

7.  Role  of  the  Intensive  Care  Unit  in 
General  Hospitals 

Charles  E.  Wiles,  M.D.,  Snyder 

Attending  Surgeon,  Sisters  of  Charity 
Hospital;  Instructor  in  Surgery,  State 
University  of  New  York  at  Buffalo 
School  of  Medicine 


SESSION  ON 

History  of  Medicine 

Chairman 

John  A.  Benjamin,  M.D.,  Monroe 

Secretary 

William  J.  Fitzgerald,  M.D.,  Albany 

OPEN  TO  THE  PUBLIC 

Tuesday,  May  14/2:00  P.M. /Washington  Room, 
Mezzanine 

1.  The  Life  of  J.  Marion  Sims,  M.D. 

William  J.  Fitzgerald,  M.D.,  Albany 

Clinical  Instructor  in  Obstetrics  and  Gyne- 
cology, Albany  Medical  College  of  Union 
University 

2.  War  and  Medicine  in  the  Era  of  the 
French  Revolution  and  Napoleon 

Dora  B.  Weiner,  Ph.D.,  New  York  City 
{by  invitation) 

Research  Associate,  Department  of  Psy- 
chiatry, Albert  Einstein  College  of  Medicine 
of  Yeshiva  University 

3.  The  Regulation  of  English  Midwives  in 
the  Seventeenth  Century 

Thomas  R.  Forbes,  Ph.D.,  New  Haven, 
Connecticut  {by  invitation) 

Associate  Dean,  Yale  University  School 
of  Medicine 

4.  Development  of  Malaria  Control  and 
Public  Health  in  Southeast  Pacific  and 
Asia 

Raphael  Cilento,  M.D.,  Rochester 

Associate,  Department  of  Surgery,  Uni- 
versity of  Rochester  School  of  Medicine  and 
Dentistry 

5.  The  First  One  Hundred  Years  of  Psy- 

chiatry at  the  State  University  of  New  York  , 
Downstate  Medical  Center  i 

David  M.  Engelhardt,  M.D.,  Brooklyn 
Professor  and  Executive  Officer,  State 
University  of  New  York  Downstate  Medi- 
cal Center 
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Demonstration  of  a Serum  Factor  Unique 
to  Cancer 

Antonio  Rottino,  M.D. 

William  J.  Grace,  M.D. 

John  Angers,  M.D. 

St.  Vincent’s  Hospital,  New  York  City 
The  microelectrophoretic  mobility  (EMRBC) 
of  the  human  red  blood  cell  was  determined  after 
red  cells  were  incubated  in  serum  from  patients 
with  cancer.  The  findings  were  compared  to 
the  EMRBC  of  the  red  cell  after  incubation  in 
sera  from  patients  with  no  evidence  of  malignant 
conditions.  Following  incubation  in  the  sera 
of  890  patients  without  malignant  conditions 
the  EMRBC  ranged  from  1.14  to  1.33  units. 
Following  incubation  of  healthy  red  blood  cells 
in  the  sera  of  675  patients  with  anatomically 
proved  malignant  conditions  the  EMRBC  was 
reduced  to  the  range  of  1.0  to  0.87  units.  There 
was  only  one  patient  with  malignant  disease 
with  an  EMBRC  greater  than  1.0  u.  In  a 
double-blind  study  of  300  consecutive  patients, 
there  were  no  patients  with  malignant  con- 
ditions with  an  EMRBC  greater  than  1.0  u. 
In  4 per  cent  of  this  group  the  EMRBC  was 
less  than  1.0  u in  the  absence  of  detectable 
malignant  disease  (Booth  200). 

Hip  Fusion  with  Immediate  Ambulation 
Without  Casts 
Martin  Altchek,  M.D. 

Horton  Hospital,  Middletown 
Central  dislocation  of  the  hip,  together  with 
iliac  femoral  intramedullary  nailing,  is  a new 
method  of  hip  fusion  which  allows  immediate 


ambulation  and  full  weight-bearing  without 
casts.  It  obviates  many  months  in  a hip 
spica  (Booth  200  A). 

The  Medical  Significance  of  Cerebrovas- 
cular Spasm:  A Clinical  Experiment  with 
Review  of  the  Literature 
John  R.  Whittier,  M.D. 

Andreas  Dhrymiotis,  M.D. 

Creedmoor  State  Hospital  and  Institute  for 
Psychobiologic  Studies,  Queens  Village 
The  material,  methods,  findings,  and  con- 
clusions from  a clinical  trial  of  the  effects  of  a 
synthetic  vasodilator  (isoxsuprine  hydrochlo- 
ride) in  a placebo-controlled  trial  on  32  hos- 
pitalized female  mental  patients  aged  fifty 
years  and  over,  with  symptoms  of  recurrent 
focal  cerebral  eschemic  episodes,  are  presented. 
A review  of  the  literature,  showing  a summary 
of  the  positive  evidence  indicating  medically 
significant  capability  of  the  cerebral  vessels 
to  contract,  and  examples  of  negative  or  reserved 
opinions  on  this  subject  are  also  shown  (Booth 
201). 

Rheumatoid  Arthritis:  New  Signs  in 

Neglected  Sites:  The  Shoulder  Girdle  and 
Thoracic  Cage 

Frieda  Feldman,  M.D. 

Meyer  Alpert,  M.D. 

Columbia-Presbyterian  Medical  Center, 
New  York  City 

Both  uncommon  and  hitherto  undescribed 
roentgen  manifestations  as  they  affect  the 
shoulder  girdle  and  thoracic  cage  are  illustrated 
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and  discussed.  Although  infrequently  studied, 
these  areas  may  be  highly  rewarding  in  the 
diagnosis  of  this  disease  (Booth  202). 

Peripheral  Vasodilatation:  Its  Rationale 

and  Clinical  Applications 
Irwin  D.  Stein,  M.D. 

Mount  Vernon  Hospital,  Mount  Vernon 
Despite  the  success  of  the  artery  graft  in 
restoring  blood  flow  in  ischemic  limbs,  the 
vast  majority  of  patients  is  still  treated  by 
conservative  medical  and  surgical  means.  These 
involve  measures  designed  to  make  maximal 
use  of  the  existing  vascular  bed  and  to  aid  in 
the  development  of  collateral  channels.  The 
physiologic  background  of  environmental  tem- 
perature, reactive  hyperemia,  nerve  blocking, 
exercise,  sympathectomy,  and  drugs  which 
influence  skin  and  muscle  circulation  are  de- 
picted to  cover  the  subject  of  peripheral  vaso- 
dilatation comprehensively  (Booth  203). 

The  Physician’s  Role  in  the  Fluoride 
Program 

F.  J.  Margolis,  M.D. 

Wayne  State  University  College  of  Medi- 
cine, Kalamazoo,  Michigan 
E.  Freshman,  M.D. 

J.  C.  Macaulay,  M.D. 

Oneida 

The  physician  should  take  an  active  part 
in  the  prevention  of  dental  caries.  The  exhibit 
shows  (1)  that  calcification  of  permanent 
teeth  begins  at  birth,  (2)  methods  of  reducing 
dental  caries,  (3)  results  of  fluoride  programs, 
and  (4)  a long-term  research  design  to  answer 
many  of  the  remaining  questions.  Included 
in  the  research  design  is  an  excretion  study 
showing  that  fluoride  given  in  water,  as  a 
tablet  or  in  a vitamin-fluoride  product,  has 
essentially  an  identical  excretion  pattern. 
Data  from  the  daily  tap  water  intake  study  of 
651  children  indicate  the  average  young  child 
consumes  a very  minimal  quantity  of  water 
(Booth  204). 

Comparative  Cardiovascular  Studies:  Car- 
diovascular Disease  in  the  Dog 
Animal  Medical  Center 
New  York  City 

University  of  Pennsylvania  School  of 
Veterinary  Medicine 
Philadelphia,  Pennsylvania 
Comparative  pathology  and  medicine  may 
throw  light  on  problems  of  human  health. 
The  purpose  of  the  exhibit  is  to  present  data  on 
the  prevalence  and  types  of  spontaneous 
cardiovascular  diseases  in  dogs  (Booth  205). 

The  Masks  of  Depression 
Seymour  Diamond,  M.D. 

Edwin  Feldman,  M.D. 

Chicago  Medical  School,  Chicago,  Illinois 
The  different  means  by  which  depressions 
can  mask  themselves  and  be  overlooked  in  the 
general  practice  of  medicine  are  shown.  Pa- 


tients may  present  themselves  to  their  physicians 
complaining  of  a variety  of  physical  symptoms, 
such  as,  gastrointestinal  disorders,  headache, 
insomnia,  and  so  forth.  However,  a careful 
interview  and  examination  wiU  often  reveal 
the  underlying  depressive  state.  The  treatment 
of  356  patients,  for  a period  of  three  months 
to  a year  and  more,  with  a variety  of  clinical 
pictures  associated  with  an  underlying  de- 
pression is  presented.  Methods  of  treatment 
and  clinical  results  are  summarized  (Booth  206). 

Defects  in  Cirrhotic  Patients  Undergoing 
Portasystemic  Shunts 
Carlo  E.  Grossi,  M.D. 

Louis  M.  Rousselot,  M.D. 

William  F.  Panke,  M.D. 

St.  Vincent’s  Hospital,  New  York  City 
The  occurrence  of  unexpected  generalized 
oozing  from  the  operative  field  during  portasys- 
temic shunts  has  prompted  an  investigation  of 
coagulation  defects  in  patients  with  cirrhosis. 
A study  of  79  cirrhotic  patients  undergoing 
portasystemic  shunts  revealed  a 37  per  cent 
incidence  of  fibrinolysis.  Clinically  significant 
coagulation  defects  with  uncontrollable  oozing 
developed  in  10  patients  (13  per  cent).  In 
3 patients,  operation  had  to  be  stopped.  The 
major  factor  seemed  to  be  fibrinolysis.  In  7 
patients  the  intravenous  use  of  fibrinolytic 
inhibitor  epsilon  aminocaproic  acid  resulted  in 
the  arrest  of  oozing  and  allowed  completion  of 
operation.  The  use  of  fibrinolytic  inhibitors 
has  helped  to  lower  the  operative  mortality 
(Booth  207). 

A Five-Year  Study  of  Peptic  Ulcer 
William  F.  Mitty,  Jr.,  M.D. 

Elsa  M.  Echemendia,  M.D. 

St.  Vincent’s  Hospital,  Staten  Island 
A comprehensive  study  of  482  cases  of  peptic 
ulcer  in  a five-year  period  is  presented.  The 
ratio  of  duodenal  to  gastric  ulcers  was  5 to  1. 
The  age  and  sex  of  the  group  is  detailed. 
The  majority  of  the  patients  were  hospitalized 
because  of  epigastric  pain  (57.8  per  cerlt)  and 
bleeding  (38.7  per  cent).  This  study  shows  the 
relationship  between  ethnic  backgrounds,  family 
predisposition,  alcoholic  and  smoking  habits, 
and  ulcerogenic  medications  and  peptic  ulcers. 
The  seriousness  of  associated  diseases  is  out- 
lined. Medical  therapy  was  successful  in 
77.1  per  cent;  surgery  was  undertaken  in  22.8 
per  cent.  Morbidity  and  mortality  rates  are 
presented  (Booth  208). 

Cinegastroscopy:  Equipment  and  Clinical 
Applications 

Henry  Colcher,  M.D. 

Goldwater  Memorial  Hospital,  New  York 
City 

Equipment  for  obtaining  color  motion  pic- 
tures on  8-mm.  and  16-mm.  film  has  been  de- 
veloped in  the  last  four  years.  This  is  demon- 
strated with  the  flexible  examining  gastroscope 
and  with  the  fiberscope.  Selected  short  films 
of  various  gastric  lesions  are  mounted  on 
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Technicolor  spools  and  made  available  to  be 
projected  individually  with  a self-contained 
table  model  projector.  Each  film  runs  con- 
tinuously and  repeats  itself  every  two  to  three 
minutes.  The  spectators  will  have  the  op- 
portunity to  select  the  lesions  to  be  studied. 
Clinical  data  and  x-ray  films  are  also  available 
for  each  case  (Booth  209). 

Urinary  Lipase  Excretion  in  Hepatobiliary - 
pancreatic  Disease 

Robert  B.  Pfeffer,  M.D. 

Theodore  Cohen,  M.D. 

Arthur  Dishman,  M.D. 

New  York  University  Medical  Center, 
New  York  City 

The  excretion  of  urinary  lipase  was  measured 
fractionally  for  twenty-foiur  hours  following  the 
intravenous  administration  of  secretin  to  100 
patients  with  carcinoma  of  the  pancreas,  chronic 
pancreatitis,  and  other  diseases  of  the  hepatobili- 
ary system,  and  to  normal  controls.  The  re- 
sults demonstrate  a flattened  enzyme  excretion 
curve  in  individuals  with  chronic  inflammatory 
and  malignant  pancreatic  disease  as  compared 
with  the  other  disease  states.  It  is  felt  that 
this  test  is  of  significant  diagnostic  value  in  the 
differentiation  of  these  diseases.  The  test  is 
explained,  the  results  graphically  depicted,  and 
the  value  of  the  procedure  interpreted  (Booth 
210). 

Painless  Myocardial  Infarction 

Maxwell  L.  Gelfand,  M.D. 

Louis  Goodkin,  M.D. 

New  York  University  School  of  Medicine, 

• New  York  City 

Ever  since  Heberden’s  classical  description 
of  angina  pectoris  in  1818  and  Herrick’s  elucida- 
tion of  acute  coronary  thrombosis  in  1912,  it  has 
become  traditional  to  associate  both  these 
conditions  with  severe  pain  behind  the  breast 
bone.  It  is  generally  accepted  that  pain  may 
be  absent  when  coronary  disease  even  in  a gross 
form  has  not  caused  myocardial  injury.  What 
has  not  received  the  same  universal  recognition 
is  the  fact  that  frank  myocardial  infarction  can 
occur  without  chest  pain. 

I Not  infrequently  acute  myocardial  infarction 
j may  present  itself  without  recognizable  evidence 
of  pain  but  with  a variety  of  substitution  symp- 
toms that  may  defy  early  diagnosis  and  lead  to 
serious  consequences. 

The  purpose  of  the  exhibit  is  to  call  attention 
to  these  masquerading  stigmata  that  can  be 
classified  into  several  categories:  (1)  musculo- 
skeletal, (2)  neurologic,  (3)  respiratory,  (4) 
gastrointestinal,  (5)  peripheral  vascular,  and 
(6)  general  constitutional.  Case  reports  il- 
lustrating these  are  presented  (Booth  211). 

I Current  Diuretic  Armamentarium 

Albert  N.  Brest,  M.D. 

John  H.  Moyer,  M.D. 

I Hahnemann  Medical  College  and  Hospital, 

' Philadelphia,  Pennsylvania 


Six  major  categories  of  diuretic  agents  are 
currently  being  employed  in  the  management  of 
edema.  These  include  the  benzothiadiazines, 
phthalimidines,  quinethazone,  antialdosterone 
agents,  organomercurials,  and  acidifying  agents. 
The  sites  of  action,  therapeutic  advantages, 
untoward  effects,  and  clinical  use  of  these  agents 
are  outlined  (Booth  212). 

Cancer  Therapy  by  Intralymphatic  Injec- 
tion of  Isotopes 

Irving  M.  Ariel,  M.D. 

Michael  Resnick,  M.D. 

Donna  Galey,  R.N. 

Hospital  for  Joint  Diseases,  New  York  City 
The  direct  intralymphatic  administration  of 
radioactive  isotopes  (AU^®*,  Y®“  microspheres, 
and  I'®'  ethiodol)  for  lymph  scanning  and 
treatment  of  lymphosarcomas,  metastatic 
melanomas,  and  seminomas  are  demonstrated. 
Before  and  after  photos,  lymphoscans,  lympho- 
grams,  and  histologic  alterations  in  lymph  nodes, 
as  well  as  radioaudiographs,  are  shown  (Booth 
213). 

Modern  Diagnostic  and  Therapeutic  Ap- 
proaches to  Angina  Pectoris 
Rudolph  E.  Fremont,  M.D. 

Veterans  Administration  Hospital, 
Brooklyn 

The  latest  diagnostic  concepts  and  procedures 
useful  in  the  elucidation  of  anginal  symptoms 
are  presented.  The  importance  of  careful 
subjective  evaluation  is  emphasized.  Of  the 
objective  tests,  exercise  electrocardiography 
is  discussed  in  detail  including  indications  for  an 
individualization  of  exercise  tests,  critical 
selection  of  leads,  diagnostic  criteria,  timing  of 
electrocardiograms,  and  variability  of  exercise 
response.  The  indication,  value,  and  types 
of  ballistocardiography  are  similarly  discussed 
and  illustrated  in  detail. 

The  section  dealing  with  the  treatment  of 
angina  pectoris  emphasizes  the  need  for  “in- 
dividual titration”  of  the  patient’s  response  to 
the  long-acting  nitrates.  Observations  with 
the  use  of  isosorbide  dinitrate  based  on  sub- 
jective response  (including  placebos),  exercise 
electrocardiograms,  and  plethysmography  are 
illustrated.  An  outline  for  the  optimal  method 
of  administration  of  nitrates  is  given  as  well  as  a 
brief  discussion  of  adjuvant  therapy  related  to 
associated  hypertension,  hypercholesteremia, 
and  so  forth  (Booth  214). 

Medical  Investigation  of  Rape 
Herbert  Lansky,  M.D. 

Vincent  J.  Capraro,  M.D. 

Edward  J.  Meyer  Memorial  Hospital, 
Buffalo 

A model  program  for  the  examination  of 
alleged  rape  victims,  the  collecting  of  vital 
evidence,  and  the  recording  of  all  findings  so 
as  to  permit  admissible  evidence  in  court  is 
demonstrated  (Booth  215). 
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Fifteen  Years  Later 
Herbert  Lansky,  M.D. 

Edward  J.  Meyer  Memorial  Hospital, 
Buffalo 

The  case  history,  significant  background 
information,  and  gross  and  microscopic  findings 
of  a case  of  induced  or  artificial  mummification, 
discovered  fifteen  years  after  death,  are  pre- 
sented (Booth  216). 

Occupational  Medicine 

Council  Committee  on  Industrial  Health 
Medical  Society  of  the  State  of  New  York, 
New  York  City 

This  exhibit  is  designed  to  familiarize  phy- 
sicians with  occupational  medicine  and  to 
encourage  extension  of  their  training  in  the 
industrial  aspects  of  medicine  (Booth  216A). 

A Rational  Approach  to  the  Management  of 
Diabetes  Mellitus 

Charles  Weller,  M.D. 

Morton  H.  Linder,  M.D. 

Royal  S.  Davis,  M.D. 

Grasslands  Hospital,  Valhalla 
The  results  of  treating  diabetic  patients,  of 
both  the  ketoacidosis-resistant  and  ketoacidosis- 
prone  types,  according  to  the  therapeutic 
classification  of  their  disease  are  shown.  Con- 
sideration is  given  to  the  use  of  oral  hypo- 
glycemic agents  now  available  for  the  clinical 
management  of  diabetes  mellitus  with  specific 
regard  for  their  proposed  modes  of  action  and 
the  pharmacophysiologic  response  to  their 
administration.  Presentation  of  case  material 
illustrating  the  principles  and  results  of  therapy 
is  detailed,  demonstrating  present-day  manage- 
ment of  all  types  of  diabetes,  with  emphasis  on 
the  obese,  maturity-onset  diabetic  patient 
(Booth  217). 

Treatment  of  Malignant  Lymphomas 
David  W.  Molander,  M.D. 

Pack  Medical  Group,  New  York  City 
The  natural  history  of  Hodgkin’s  disease 
(316  patients)  and  lymphosarcoma  (567  patients 
is  illustrated.  The  specific  methods  of  treat- 
ment utilized  in  these  groups  are  shown. 
The  management  of  the  complications  of  the 
malignant  lymphomas  is  depicted.  The  end 
results  of  treatment  in  Hodgkin’s  disease  and 
lymphosarcoma  are  illustrated  (Booth  218). 

Better  Blood  Preservation  wdth  Carbon 
Dioxide 

John  Scudder,  M.D. 

College  of  Physicians  and  Surgeons  of 
Columbia  University,  New  York  City 
There  are  two  refrigerators  (blood  bank) 
which  hold  blood  collected  in  plastic  bags. 
One  refrigerator  has  an  atmosphere  of  carbon 
dioxide,  either  bubbled  in  from  a cylinder  or 
from  dry  ice  placed  on  the  top  shelf  of  the  ice 
box.  The  control  refrigerator  is  one  such  as 
those  used  in  blood  banks  (Jewett)  with  the  at- 
mosphere of  ordinary  air.  The  diffusion  rates 


of  potassium  from  the  erythrocytes  and  also  the 
rates  of  diffusion  of  both  the  sodium  and  chloride 
ions  into  the  red  cells  are  illustrated.  Values 
for  pH,  carbon  dioxide  pressure,  and  ammonia 
ions  are  recorded  (Booth  219). 

Chromosomes  and  Cancer 
Avery  A.  Sandberg,  M.D. 

Takaaki  Ishihara,  D.Sc. 

George  E.  Moore,  M.D. 

Roswell  Park  Memorial  Institute,  Buffalo 
The  relation  of  chromosomal  changes  to 
human  cancer,  particularly  the  findings  in  cancer 
cells  in  effusions,  are  demonstrated.  To  date 
it  has  not  been  possible  to  demonstrate  the 
characteristic  or  consistent  picture  for  any 
particular  cancer.  The  number  of  chromosomes 
has  ranged  from  hypodiploid  to  extreme  poly- 
ploidy, and  most  of  the  cancers  were  character- 
ized by  the  presence  of  abnormal  marker  chro- 
mosomes (Booth  220), 

Evaluation  of  Triamcinolone  in  Treatment 
of  Nephrotic  Syndrome  in  Children;  A 
Seven-Year  Study 

Benjamin  Kramer,  M.D. 

Harry  Sonnenschein,  M.D. 

Arnold  A.  Minsky,  M.D. 

Maimonides  Hospital,  Brooklyn 
This  exhibit  is  a further  extension  of  a study 
previously  exhibited  at  several  national  meetings. 
The  new  exhibit  reports  on  a seven-year  study 
of  the  use  of  triamcinolone  in  the  treatment 
of  the  nephrotic  syndrome  in  children.  It 
portrays  photographic  examples  of  patients  and 
renal  biopsies  before  and  after  treatment  with 
triamcinolone.  Complications  of  corticosteroid 
therapy  are  tabulated  with  emphasis  on  the  lack 
of  triamcinolone-induced  suppression  of  linear 
growth  in  children.  Treatment  is  evaluated, 
with  results,  in  22  patients  over  a seven-year 
period,  with  a recommendation  for  a treatment 
schedule.  An  interesting  preliminary  study  is 
reported  on  maintenance  therapy  by  means  of  a 
continuous  routine  of  1 to  4 mg.  daily  for  one 
and  one-half  to  two  years  (Booth  221). 

Intermittent  Diuretic  Therapy 
Richard  X.  Sands,  M.D. 

Woman’s  Hospital  Division,  St.  Luke’s 
Hospital,  New  York  City 
A method  of  oral  diuretic  therapy  was  de- 
vised for  use  during  pregnancy.  This  inter- 
mittent method,  one  week  on  treatment  and  one 
week  off,  without  salt  restriction,  was  employed 
in  dealing  with  hypertension  as  well  as  marked 
weight  gain  resulting  from  excessive  fluid  re- 
tention. This  method  of  treatment  has  been 
used  in  over  500  cases  employing  a range  of 
thiazide  diuretics,  and  it  has  been  found  that 
these  agents  were  much  more  effective  without 
salt  restriction;  a minimal  dose  was  effective  in 
most  instances;  daily  weight  loss  varied  from 
1 to  2 pounds  and  weekly  weight  loss  from  1 
to  13  pounds;  glycosuria,  sometimes  helpful 
in  detecting  prediabetes,  developed  in  10  per 
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cent  of  the  cases;  tolerance  developed  less 
frequently  than  after  continuous  therapy; 
patients  became  very  much  more  comfortable 
after  loss  of  edema;  the  fetus  was  not  affected, 
more  than  25  per  cent  of  the  babies  weighing  over 
8 pounds.  The  exhibit  is  based  on  the  bendro- 
flumethiazide  portion  of  these  experiments 
(Booth  222). 

Effects  of  Accepted  Analgesic  Combination 
on  Neonatal  Bilirubin  Levels 
William  J.  Fitzgerald,  M.D. 

A.  N.  Brady  Hospital,  Albany 
A question  has  been  raised  whether  or  not 
propiomazine,  a useful  and  effective  pre- 
medicant  in  the  management  of  labor,  has 
adverse  effects  on  neonatal  serum  bilirubin 
levels.  Data  taken  at  delivery  of  496  patients 
given  propiomazine  are  compared  with  a con- 
trol group  not  given  this  drug.  Direct  and 
indirect  bilirubin  determinations,  done  on  cord 
blood  as  well  as  on  fifth  day  of  life,  were  taken. 
Neonatal  respiratory  status,  reflected  in  Apgar 
ratings,  and  maternal  analgesic  and  sedative 
effects  are  presented  (Booth  223). 

Veterans  Administration  Susceptibility 
Study  of  Staphylococci  During  Period  1957 
to  1962 

Lewi^  J.  Griffith 

Veterans  Administration  Hospital,  Batavia 
Staphylococci  submitted  for  phage  typing  to 
the  reference  laboratory  served  as  the  source  of 
sampling  in  this  study.  The  specimens  were 
from  all  parts  of  the  country  but  mainly  con- 
centrated in  the  eastern  United  States.  Anti- 
biotic sensitivities  of  the  strains  were  monitored 
for  five  years  using  eight  different  agents 
with  two  additional  agents  for  lesser  periods  of 
time.  The  use  of  measured  amounts  of  medium 
and  inoculum  was  strictly  controlled  throughout 
the  survey.  The  credibility  of  disk  sensitivity 
testing  was  confirmed  by  the  performance  of 
parallel  minimum  inhibitory  concentration 
sensitivities.  The  spasmodic  appearance  of 
local  antibiotic  resistance  was  observed  re- 
peatedly. A return  to  a normal  level,  however, 
occurred  when  the  drug  was  withdrawn  or 
controlled.  The  leveling  off  of  resistance  to 
pencilhn  and  tetracycline  illustrates  this  point. 
In  spite  of  considerable  use  of  some  antibiotic 
agents,  no  appreciable  change  in  resistance 
was  observed  during  this  period  (Booth  224). 

Stroke  Rehabilitation 
New  York  State  Heart  Assembly 

New  York  City 

Effective  rehabilitation  demands  community 
teamwork.  Professional  and  lay  education, 
the  involvement  of  Heart  Association  com- 
mittees, and  the  development  of  resources  in 
the  community  are  stressed  (Booth  225). 

Medical  Rehabilitation  Resources  in  New 
York  State 

Hollis  S.  Ingraham,  M.D.,  Commissioner  of 
Health 


New  York  State  Department  of  Health, 
Albany 

New  York  State’s  program  for  coordination, 
on  a regional  basis,  of  the  available  medical, 
hospital,  and  ancillary  services  essential  to  the 
medical  rehabilitation  of  physically  handi- 
capped persons  is  highlighted  (Booth  226). 

Slipped  Capital  Femoral  Epiphysis 

Philip  D.  Wilson,  M.D. 

Bernard  Jacobs,  M.D. 

Philip  D.  Wilson,  Jr.,  M.D. 

Hospital  for  Special  Surgery,  New  York 
City 

The  results  of  a study  of  300  cases  of  slipped 
capital  femoral  epiphysis  in  240  patients, 
treated  over  a twenty-four-year  period,  are 
presented.  The  important  clinical  features  and 
possible  etiologic  factors  are  shown.  Patients 
were  treated  according  to  the  degree  of  epiphys- 
eal displacement.  The  results  of  various 
methods  employed  are  shown,  together  with 
the  operative  and  postoperative  complications. 
The  importance  of  early  diagnosis  is  stressed, 
as  well  as  the  principles  of  management  (Booth 
227). 

Displacement  Osteotomy  for  Osteoarthro- 
sis of  the  Hip  Joints 

William  Howe,  Jr.,  M.D. 

Gerard  Humma,  M.D. 

Robert  B.  Duthie,  M.D. 

The  University  of  Rochester  School  of 
Medicine  and  Dentistry,  Rochester 

The  mechanisms  and  rationality  for  this 
presentation  are  described.  A comprehensive 
method  of  evaluating  osteoarthrosis  of  the  hip 
and  the  results  of  97  patients  which  are  un- 
changed are  also  described.  There  is  a con- 
tinuous slide  projection  of  interesting  clinical 
material  taken  from  the  series  to  illustrate 
the  clinical  pathologic  and  operative  factors. 
The  cycle  consists  of  85  slides  and  views 
(Booth  228). 

Plaster  Casts  and  Splints  in  the  Care  of 
Patients  with  Rheumatoid  Arthritis 

David  M.  Fried,  M.D. 

Joseph  J.  Bunim,  M.D. 

National  Institutes  of  Health,  Bethesda, 
Maryland 

A series  of  casts  and  splints  used  in  the  care 
and  rehabilitation  of  patients  with  rheumatoid 
arthritis  is  exhibited.  Among  others,  pre- 
ventive resting  splints  and  functional  wrist 
splints  are  shown.  A set  of  serial  cases  for  the 
correction  of  knee  flexion  contracture  is  featured 
and  the  application  and  corrective  action 
pictured.  The  exhibit  is  accompanied  by  a 
mimeographed  brochure  for  those  interested, 
which  explains  in  greater  detail  the  application 
of  corrective  serial,  long-leg,  and  wrist  splints 
(Booth  229). 
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Muscle  Relaxants  and  Increased  Muscle 
Tone 

Harold  T.  Hansen,  M.D. 

AND  Associates 

New  Jersey  Orthopaedic  Hospital  Center, 

Orange,  New  Jersey 

An  evaluation  of  different  muscle  relaxants 
and  their  relationship  of  mode  of  action  within 
the  central  nervous  system  and  neuromuscular 
apparatus  is  presented.  An  attempt  is  made  to 
draw  correlations  between  monosynaptic  and 
polysynaptic  action  as  shown  by  objective 
testing,  using  the  physiologic  method  of  deter- 
mining reflex  times,  muscle  extensibility,  and 
muscle  bulk  in  spasm  and  spasticity.  A two- 
year  exploratory  structum  of  evaluating  dif- 
ferent pharmacologic  agents  with  the  objective 
test  results  is  summarized  and  outlined.  The 
relationship  of  muscle  relaxants  and  clinical 
effects  is  substantiated  by  these  objective 
measurements.  The  selection  of  the  pharma- 
ceutical agent  used  in  clinical  work  is  dependent 
on  its  chemical  and  site  of  action  (Booth  230). 

Premedication  Without  Narcotics:  A Statis- 
tical Review  of  7,500  Case  Reports  of  15,000 
Patients  in  Study 

George  Wallace,  M.D. 

Dieter  Rohl,  M.D. 

Reno  Tempesta,  M.D. 

Methodist  Hospital,  Brooklyn 

The  thesis  that  elective  procedures  in  anesthe- 
siologic  practice  do  not  require  narcotic  pre- 
medication is  illustrated.  A statistical  review 
of  7,500  reports  taken  at  random  from  a total 
of  15,000  such  cases  is  presented.  The  ma- 
terial exhibited  emphasizes  the  value  of  a 
tranquilizing  type  of  premedicant  in  an  un- 
selected, widely  varied  group  of  patients.  The 
generally  accepted  criteria  for  adequate  pre- 
medication are  satisfied,  and  the  conclusions  are 
that  narcotic  drugs,  which  often  produce 
homeostatic  alterations,  are  not  necessary  in  the 
premedication  regime  (Booth  231). 

Medical  Procedure  in  Workmen’s  Compen- 
sation 

Irvin  Klein,  M.D. 

New  York  State  Workmen’s  Compensation 

Board,  New  York  City 

The  importance  of  educating  the  medical 
profession  in  workmen’s  compensation  pro- 
cedures, thus  bringing  about  better  cooperation 
between  those  treating  claimants  and  the  Work- 
men’s Compensation  Board,  is  emphasized. 
The  benefits  of  proper  care  and  the  application 
of  rehabilitation  are  stressed  (Booth  231A). 

The  Development  and  Use  of  a New 
Bacterial  Protease 

Louis  M.  Rousselot,  M.D. 

AND  Associates 

St.  Vincent’s  Hospital,  New  York  City 

Bacterial  protease  developed  and  refined 
from  Bacillus  subtilis  is  a potent  enzyme  for 
debridement.  It  has  been  utilized  in  150 
patients  with  the  following  lesions:  burn 


wounds,  wound  infections,  ulcerations,  and 
sinus  tracts  secondary  to  osteomyelitis.  In- 
dications, methods  of  application,  and  bio- 
chemical activity  on  denatured  eschar,  as  well  as 
results  obtained,  are  portrayed  (Booth  232). 

Lymphography  in  the  Diagnosis  and  Treat- 
ment of  the  Cancer  Patient 
Joseph  R.  Wilder,  M.D. 

David  Brody,  M.D. 

Edward  Haberman,  M.D. 

Hospital  for  Joint  Diseases,  New  York  City 
The  findings  in  100  cases  of  lymphography 
are  reviewed.  The  surgical  technic  of  lym- 
phography is  illustrated  and  documented-. 
On  the  basis  of  experience  to  date,  it  is  believed 
that  radical  surgery  as  a treatment  in  certain 
types  of  cancer  will  be  modified  and  re-evaluated. 
The  exhibit  will  attempt  to  support  this  opinion 
by  demonstrating  x-rays  of  pre-  and  postopera- 
tive lymphography  in  various  types  of  carcinoma 
to  include  cancer  of  the  breast,  the  vulva,  the 
rectum,  sarcomas,  melanomas,  and  so  forth. 
(Booth  233). 

A New  Technic  for  the  Roentgen  Examina- 
tion of  the  Colon 

Rubem  Pochaczevsky,  M.D. 

Robert  S.  Sherman,  M.D. 

Sloan-Kettering  Institute,  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases,  New 
York  City 

A new  method  of  examination  of  the  colon 
is  described,  employing  a closed-system,  one- 
stage  technic.  A prepackaged,  disposable 
barium  enema  kit  was  used.  Careful  selection 
of  the  barium  mixture  and  the  use  of  carbon 
dioxide  contributed  in  an  important  way  to 
the  success  of  the  method  (Booth  234). 

Percutaneous  Retrograde  Femoral  Aor- 
tography 

Maurice  Goodgold,  M.D. 

Abraham  Geffen,  M.D. 

Beth  Israel  Hospital,  New  York  City 
This  exhibit  is  designed  to  show  the  prac- 
ticality of  the  use  of  percutaneous  retrograde 
femoral  aortography  in  a moderate-size  hos- 
pital. It  can  be  used  routinely  for  diagnostic 
problems  since  it  is  a comparatively  simple 
procedure  without  undue  risk  to  the  patient. 
The  following  conditions  are  demonstrated: 
hypertension  with  primary  renal  arterial  disease 
(fibromuscular  hyperplasia,  atherosclerosis)  and 
aortic  and  iliac  artery  atherosclerosis;  renal 
cyst  versus  neoplasm;  renal  artery  aneurysm; 
congenital  anomalies  of  kidney  and  renal 
vessels;  inflammatory  and  obstructive  renal 
lesions  (hydronephrosis,  tuberculosis,  and  pye- 
lonephritis); metastatic  lesions  of  liver  and 
adrenal;  and  retroperitoneal  lesions  (Booth 
235). 

What  Is  a Normal  Breast?  (in  Mam- 
mography) 

Philip  Strax,  M.D. 

Maurice  M.  Pomeranz,  M.D. 

City  Hospital,  Elmhurst 
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The  breast  is  a dynamic  structure  strongly 
influenced  by  age,  sexual  development,  and, 
especially,  endocrine  status.  There  are  wide 
variations  in  size  and  structural  elements  as 
seen  on  soft  tissue  mammograms  in  apparently 
normal  women.  This  study  of  3,000  women  is 
an  attempt  to  classify  these  variations  to 
serve  as  a basis  for  the  determination  of  the 
abnormal  (Booth  236). 

Cobalt®®  Roentgenograms  of  the  Chest: 
Technical  Factors 

Leonard  Liegner,  M.D. 

Normand  Michaud,  B.S. 

Nathaniel  Finby,  M.D. 

St.  Luke’s  Hospital,  New  York  City 
Technical  factors  necessary  to  obtain  cobalt®” 
chest  roentgenograms  are  presented.  Specif- 
ically the  response  of  three  different  film 
types,  both  screened  and  unscreened,  as  well 
as  basic  dosimetry  studies  of  the  films  is  de- 
picted. Practical  application  of  the  response 
curves  is  illustrated  by  representative  cobalt®” 
roentgenograms  of  the  chest  (Booth  237). 

A Collaborative,  Clinical,  Biochemical,  and 
Immunologic  Study 

Armond  S.  Goldman,  M.D. 

William  A.  Sellars,  M.D. 

David  W.  Anderson,  Ph.D. 

University  of  Texas  Medical  Branch, 
Galveston,  Texas 

To  determine  whether  or  not  a reproducible 
reaction  could  be  produced  by  the  oral  adminis- 
tration of  100  ml.  of  skim  milk,  oral  challenges 
with  casein,  alpha-lactalbumin,  beta-lactoglob- 
ulin,  and  bovine  serum  albumin  were  per- 
formed to  determine  the  relative  allergenicity 
to  each  of  these  purified  proteins.  Skin  tests 
with  these  proteins  were  made  on  each  patient 
and  blood  specimens  were  examined  for  the 
presence  of  antibodies  to  milk  proteins  by  the 
gel  diffusion  technic,  the  passive  cutaneous 
anaphylaxis  technics  in  the  guinea  pig,  and 
hemagglutination.  Immunologic  and  skin  test- 


ing data  are  presented  for  normal  nonallergic 
controls.  Comparisons  between  oral  challenges, 
skin  testing,  and  serologic  studies  are  presented 
together  with  a commentary  on  their  signifi- 
cance (Booth  238). 

Rapidly-Acting  Parenteral  Steroids  in 
Acute  Allergic  States 

Alex  S.  Friedlaender,  M.D. 

Sidney  Friedlaender,  M.D. 

Grace  and  Sinai  Hospitals,  Detroit,  Mich- 
igan 

Results  of  studies  showing  the  effectiveness  of 
rapidly-acting  steroids  in  the  treatment  of 
acute  asthma  and  a variety  of  other  allergic 
states  are  presented  (Booth  239). 

Teaching  Medical  Experiences:  Guidance 

for  the  Future 

U.S.  Army  Medical  Service 
Washington,  D.C. 

Edited  and  authored  by  such  pre-eminent 
members  of  the  medical  profession  as  W.  Paul 
Havens,  Jr.,  Garfield  G.  Duncan,  Hugh  J. 
Morgan,  and  Albert  B.  Sabin,  the  U.S.  Army 
Medical  History  volumes  contain  clinical  and 
administrative  reference  material  of  immeasur- 
able value.  The  lessons  learned  in  the  care  of 
large  numbers  of  casualties  can  prevent  much 
loss  of  life  in  the  event  of  future  disasters, 
whether  of  military  or  civil  origin  (Booth  240). 

The  Maltreatment  Syndrome  in  Children 
Vincent  J.  Fontana,  M.D. 

Denis  Donovan,  M.D. 

Raymond  Wong,  M.D. 

St.  Vincent’s  Hospital,  New  York  City 
The  problem  of  maltreatment  of  children 
is  fast  becoming  a syndrome  frequently  recog- 
nized by  the  practicing  physician.  The  history 
and  statistical  data  of  the  maltreatment  syn- 
drome are  presented.  Diagnostic  signs  and 
symptoms  with  reference  to  x-ray  findings  are 
illustrated.  Preventive  measures  necessary 
to  lower  the  incidence  of  this  disease  are  recom- 
mended (Booth  241). 
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Medical  Society  of  the  State  of  New  York  Exhibits 


New  York  State  Journal  of  Medicine 
Medical  Society  of  the  State  of  New  York 
New  York  City 

The  New  York  State  Journal  of  Medicine 
is  read  by  physicians  throughout  the  United 
States  and  in  41  foreign  countries.  It  is  de- 
signed to  appeal  to  the  complete  medical  popu- 
lation and  now  has  a circulation  in  excess  of 
27,000.  Representatives  of  the  Journal  will  be 
at  the  booth  to  hear  any  suggestions  you  may 
have  which  will  make  the  publication  more 
suitable  to  your  needs.  Journal  subscriptions, 
as  well  as  back  numbers,  may  be  ordered  at  the 
booth  (Booth  B-106). 

Medical  Directory  of  New  York  State 
Medical  Society  of  the  State  of  New  York 
New  York  City 

The  1963  edition  of  the  Medical  Directory  of 
New  York  State  will  be  published  early  this  sum- 
mer. A Directory  representative  will  be  avail- 
able to  answer  any  questions  you  have  about  the 
forthcoming  Directory,  which  will  include 
biographic  data  on  more  than  34,000  New  York 
State  physicians.  Advance  orders  for  the  1963 


Directory  will  be  accepted  by  the  representative 
(Booth  B-107). 

Malpractice  Insurance  and  Defense 
Program 

Medical  Society  of  the  State  of  New  York 
New  York  City 

A representative  of  the  office  of  the  Indemnity 
Representative  and  of  H.  F.  Wanvig,  Inc.,  the 
brokerage  firm  through  which  this  insurance  is 
written,  will  be  on  hand  to  answer  questions 
about  the  program.  Material  relating  to 
coverage  and  to  claim  prevention  will  be  avail- 
able for  distribution  (Booth  B-112). 

New  York  State  Medical  Assistants 
Association 

Medical  Society  of  the  State  of  New  York 
New  York  City 

The  display  explains  the  aims  and  objectives 
of  this  organization  and  its  interrelationship 
with  the  local  and  national  Medical  Assistants 
Associations.  Messages  can  be  left  or  received 
at  this  booth  or  one  can  take  a moment  off  from 
the  busy  meeting  to  sit  down  and  relax  (Booth 
E-41). 


Convention 

paging 

system 


We  hope  that  physicians  attending  the  157th  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New  York  will  be  able  to  devote  aU  their  atten- 
tion to  the  interesting  program,  exciting  exhibits,  and  other  features  of  the 
meeting.  However,  if  it  is  necessary,  physicians  can  always  be  in  touch  with 
their  offices,  their  patients,  or  whoever  else  may  wish  to  contact  them,  through 
the  SherPage  System.  They  may  be  reached  by  television  anywhere  at  the 
convention. 

This  service  is  provided  through  the  courtesy  of  Sherman  Laboratories, 
Detroit,  Michigan. 
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1963  ANNUAL  CONVENTION 


Scientific  Motion  Pictures 

Monday,  May  13,  through  Friday  Noon,  May  17 
Motion  Picture  Theatre,  Exhibit  Hall 


Chairman  WILLIAM  J.  SULLIVAN,  M.D.,  Westchester 
Cochairman  KENNETH  B.  OLSON,  M.D.,  Albany 
LESTER  COLEMAN,  M.D.,  New  York 
LEO  L.  LEVERIDGE,  M.D.,  New  York 
JOSEPH  A.  SERGENT,  M.D.,  Monroe 


Highlights  of  the  1963  Program 


1.  Eight  to  ten  premiere  showings,  plus  many  new  teaching  films. 

2.  A wide  variety  of  subjects  sure  to  be  of  interest  to  all  specialties. 

3.  A film  that  received  the  1961  Biological  Photographic  Association’s  award 
for  excellence  in  motion  pictures — professional  class — and  the  1961  Biological 
Photographic  Association’s  award  for  achievement  in  the  Medical  Education 
Category. 

4.  Several  films  will  be  discussed  or  narrated  by  their  authors. 


Monday,  May  13 

9 : 00  A.M.  Presentation  by  the  Medical  Film 
Guild,  Ltd.,  New  York  City 

Medical  Society  Presentation 

10 : 00  A.M.  Essentials  of  the  Neurologic 
Examination 

Francis  A.  Vazuka,  M.D.,  Phila- 
delphia, Pennsylvania 

10 : 52  A.M.  Protein  Metabolism 

CiBA  Pharmaceutical  Com- 
pany, Summit,  New  Jersey 

11:22  A.M.  Maxillectomy  for  Cancer  of  the 
Maxillary  Sinus 
Robin  M.  Rankow,  M.D.,  and 
Joseph  Buda,  M.D.,  Presbyterian 
Hospital,  New  York  City 

11:39  A.M.  Cine  Coronary  Arteriography 

F.  Mason  Sones,  M.D.,  Earl 
K.  Shirey,  M.D.,  and  Bernard 
V.  Dryer,  M.D.,  Cleveland,  * 
Ohio 


Intermission 

2:00  p.m.  a New  Extraperitoneal  Opera- 
tion for  Bilateral  Node  Dissec- 
tion in  Testis  Tumor 

George  R.  Nagamatsu,  M.D., 
Metropolitan  Medical  Center, 
New  York  City 


2 : 20  P.M.  Reduction  Mammoplasty  for 
Pendulous  Breasts 

Philip  Thorek,  M.D.,  Chicago, 

. Illinois 

2:44  P.M.  Cinegastroscopy  with  the  Fiber- 
scope — An  Aid  to  Diagnosis  of 
Gastric  Lesions 
Henry  Colcher,  M.D.,  Charles 
A.  Flood,  M.D.,  Edmund  E. 
Goodman,  M.D.,  William  B. 
Seaman,  M.D.,  and  Julius  Wolf, 
M.D.,  New  York  City 

3 : 04  P.M.  Diuresis 

Prof.  C.  Bartorelli,  University 
of  Siena,  Italy;  Prof.  R.  S. 
Mach,  Prof.  A.  Mueller,  Uni- 
versity of  Geneva,  Switzerland; 
Dr.  C.  Brun,  Copenhagen,  Den- 
mark; Robert  Pitts,  M.D., 
Cornell  University  Medical  School, 
New  York  City,  and  W.  S. 
Peart,  M.D.,  Medical  School  of 
St.  Mary’s  Hospital,  London, 
England 

3 : 51  P.M.  Surgical  Anatomy  of  the  Lateral 
Neck 

Conrad  Baumgartner,  M.D.,  in 
cooperation  with  E.  R.  Squibb  & 
Sons,  New  York  City 

4 : 00  P.M.  Presentation  by  the  Medical  Film 
Guild,  Ltd.,  New  York  City 
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Tuesday,  May  14 


9 : 00  A.M.  Presentation  by  the  Medical  Film 
Guild,  Ltd.,  New  York  City 


Medical  Society  Presentation 

10 : 00  A.M.  A New  Method  of  Hip  Fusion 
Allowing  Immediate  Ambula- 
tion 

Martin  Altchek,  M.D.,  Middle- 
town 


10:22  A.M.  Vaginal  Repair  of  Vesicocervico- 
vaginal  Fistula 

Albert  Altchek,  M.D.,  New 
York  City 


10 : 42  A.M.  Demonstration  of  Tumor  Cells 
in  Circulating  Blood 
Prof.  Hermann,  Munich,  Ger- 
many; Prof.  Domagk,  Wupper- 
tal, Germany 

11:04  a.m.  Quadricepsplasty 

T.  Campbell  Thompson,  M.D., 
in  cooperation  with  E.  R.  Squibb 
& Sons,  New  York  City 

11:24  a.m.  Renal  Angiography  in  Hyper- 
tension 

Robert  G.  Weaver,  M.D.,  in 
cooperation  with  E.  R.  Squibb  & 
Sons,  New  York  City 


11 : 49  A.M.  Improving  the  Hearing  Through 
Manipulation  of  the  Middle 
Ear  Structure 

Lederle  Laboratories,  Pearl 
River,  New  York 

Intermission 
2 : 00  p.M.  The  Face 

Wayne  State  University 
Audio  - Visual  Utilization 
Center,  Detroit,  Michigan 


2 : 23  P.M.  Resuscitation  of  the  Newborn 

Special  Committee  on  Infant 
Mortality,  Medical  Society  of 
THE  County  of  New  York 
(This  film  won  the  1961  Bio- 
logical Photographic  Association 
Medical  Education  and  Motion 
Picture  excellence  awards — pro- 
fessional class) 


2 : 50  P.M.  Drug-Induced  Depression — Fact 
or  Fallacy 

Frank  J.  Ayd,  M.D.,  Baltimore, 

Maryland 

3 : 09  P.M.  Forty  Causes  of  Acute  Abdom- 
inal Pain 

Hilger  Perry  Jenkins,  M.D., 

Chicago,  Illinois 

3 : 44  p.M.  We  Speak  Again — The  Rehabili- 
tation of  Laryngectomized  Pa- 
tients 

LeRoy  a.  Schill,  M.D.,  in 


cooperation  with  E.  R.  Squibb  & 
Sons,  New  York  City 

4 : 00  p.M.  Presentation  by  the  Medical  Film 
Guild,  Ltd.,  New  York  City 

Wednesday,  May  15 

9 : 00  A.M.  Presentation  by  the  Medical  Film 
Guild,  Ltd.,  New  York  City 

Medical  Society  Presentation 

10 : 00  A.M.  Diuresis 

Prof.  C.  Bartorelli,  University 
of  Siena,  Italy;  Prof.  R.  S. 
Mach,  Prof.  A.  Mueller,  Uni- 
versity of  Geneva,  Switzerland; 
Dr.  C.  Brun,  Copenhagen,  Den- 
mark; Robert  Pitts,  M.D., 
Cornell  University  Medical 
School,  New  York  City,  and  W. 
S.  Peart,  M.D.,  Medical  School 
of  St.  Mary’s  Hospital,  London, 
England 

10  : 47  A.M.  Cinegastroscopy  with  the  Fiber- 
scope — An  Aid  to  Diagnosis  of 
Gastric  Lesions 
Henry  Colcher,  M.D.,  Charles 
A.  Flood,  M.D.,  Edmund  N. 
Goodman,  M.D.,  William  B. 
Seaman,  M.D.,  and  Julius 
Wolfe,  M.D.,  New  York  City 

11:07  A.M.  Dynamics  of  Tumor  Embolism 
Sumner  Wood,  Jr.,  M.D., 
Eugene  A.  Arnold,  M.D., 
JUERGEN  KnAACK,  M.D.,  JoHN 
H.  Mulholland,  M.D.,  Jo  H. 
Johnson,  M.D.,  Johns  Hopkins 
Hospital,  Baltimore,  Maryland 

11 : 43  A.M.  Cancer  Cells  in  the  Blood  Stream 
Warren  Cole,  M.D.,  Eliza- 
beth McGraw,  M.D.,  Stuart 
Roberts,  M.D.,  Leroy  Long, 
M.D.,  Olga  Jonassan,  M.D., 
University  of  Illinois  College  of 
Medicine,  Chicago,  Illinois 

Intermission 

2:00  p.m.  Reduction  Mammoplasty  for 
Pendulous  Breasts 

Philip  Thorek,  M.D.,  Chicago 

2 : 24  p.M.  Ligation  of  the  Internal  Iliac 
(Hypogastric)  Arteries 

Walter  J.  Reich,  M.D.,  and 
Mitchell  J.  Nechtow,  M.D., 
Chicago,  Illinois 

2 : 50  P.M.  Someone  is  Watching  (Careless 

Handling  of  Narcotics) 

New  York  State  Department 
OF  Health,  Albany 

3 : 07  p.M.  Cerebral  Vascular  Disease:  The 

Challenge  of  Diagnosis 
American  Heart  Association, 
New  York  City 
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3 : 39  P.M.  Early  Diagnosis  of  Coronary 
Artery  Disease 

G.  Casten,  M.D.,  and  E.  S. 
Nichol,  M.D.,  Miami,  Florida; 
T.  WiNSOR,  M.D.,  Los  Angeles, 
California;  E.  Kemp.,  M.D.,  P. 
Johnson,  M.D. 

4 ; 00  P.M.  Presentation  by  the  Medical  Film 
Guild,  Ltd.,  New  York  City 

Thursday,  May  16 


3 : 39  P.M.  The  Face 

Wayne  State  University  Audio- 
Visual  Utilization  Center,  De- 
troit, Michigan 

4 ; 00  P.M.  Presentation  by  the  Medical  Film 
Guild,  Ltd.,  New  York  City 

Friday,  May  17 

9:00  a.m.  Presentation  by  the  Medical  Film 
Guild,  Ltd.,  New  York  City 


9 : 00  A.M.  Presentation  by  the  Medical  Film 
Guild,  Ltd.,  New  York  City 

Medical  Society  Presentation 

10:00  A.M.  Drug-Induced  Depression — Fact 
or  Fallacy 

Frank  J.  Ayd,  M.D.,  Baltimore, 
Maryland 

10 : 19  A.M.  Cine  Coronary  Arteriography 

F.  Mason  Sones,  M.D.,  Earl  K. 
Shirey,  M.D.,  and  Bernard 
V.  Dryer,  M.D.,  Cleveland,  Ohio 

10  :42  a.m.  a New  Method  of  Hip  Fusion 

Allowing  Immediate  Ambula- 
tion 

Martin  Altchek,  M.D.,  Middle- 
town 

11  :04  a.m.  Anemia 

William  Dameshek,  M.D.,  in 
cooperation  with  E.  R.  Squibb  & 
Sons,  New  York  City 

11:31  A.M.  Portal  Decompression 

Charles  G.  Child,  III,  M.D.,  in 
cooperation  with  E.  R.  Squibb  & 
Sons,  New  York  City 

Intermission 

2 : 00  P.M.  Essentials  of  the  Neurologic 
Examination 

Francis  A.  Vazuka,  M.D.,  Phila- 
delphia, Pennsylvania 

2 : 52  P.M.  Radiation:  Physician  and  Pa- 

tient 

American  College  of  Radiol- 
ogy in  cooperation  with  the 
U.S.  Public  Health  Service 


Medical  Society  Presentation 


10 : 00  A.M.  Protein  Metabolism 

CiBA  Pharmaceutical  Com- 
pany, Summit,  New  Jersey 

10 : 20  A.M.  Dynamics  of  Tumor  Embolism 
Sumner  Wood,  Jr.,  M.D., 
Eugene  A.  Arnold,  M.D., 
Juergen  Knaack,  M.D.,  John  H. 
Mulholland,  M.D.,  Jo  H. 
Johnson,  M.D.,  Johns  Hopkins 
Hospital,  Baltimore,  Maryland 

11 : 06  A.M.  Cancer  Cells  in  the  Blood  Stream 
Warren  Cole,  M.D.,  Eliza- 
beth McGraw,  M.D.,  Stuart 
Roberts,  M.D.,  Leroy  Long, 
M.D.,  Olga  Jonassan,  M.D., 
University  of  Illinois  School  of 
Medicine,  Chicago,  Illinois 


11 : 25  A.M.  Renal  Angiography  in  Hyper- 
tension 

Robert  G.  Weaver,  M.D.,  in 
cooperation  with  E.  R.  Squibb  & 
Sons,  New  York  City 

11 :50  A.M.  Improving  the  Hearing  Through 
Manipulation  of  the  Middle 
Ear  Structure 

Lederle  Laboratories,  Pearl 
River,  New  York 


The  committee  is  most  grateful  for  the  co- 
operation of  the  Medical  Film  GuUd,  Ltd.,  and 
of  its  president,  Mr.  Joseph  P.  Hackel,  who 
handles  all  our  films  on  the  convention  program. 

Mr.  Hackel  will  present  his  own  films  before 
10 : 00  A.M.  and  after  4 : 00  p.m.  The  State 
Society  program  will  be  scheduled  from  10:00 
A.M.  to  4 : 00  P.M. 
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1963  ANNUAL  CONVENTION 


Woman’s  Auxiliary 

27th  Annual  Convention 
Statler  Hilton,  New  York  City 

Sunday,  May  12,  through  Wednesday,  May  15, 1963 

Our  president,  Mrs.  Herbert  J.  Ulrich,  the  officers,  and  the  Convention  Committee  cordially 
invite  you  to  attend  all  sessions  and  social  activities. 

All  doctors'  wives,  not  only  Auxiliary  members,  are  invited  and  urged  to  register. 


Sunday,  May  12 

3:00  p.m.-5:30  p.m. 
3:00  P.M. 

6:30  p.m.-8:00  p.m. 

Registration,  Skytop  Foyer 

Board  of  Directors  meeting,  Schuyler  Room 

Reception  honoring  past  State  Auxiliary  presidents.  Doctors  and  their 
wives  are  cordially  invited,  Skytop 

Monday,  May  13 

8:30  a.m.-4:30  p.m. 
9:00  a.m.-12:00  noon 
1:30  P.M.-4-.30  P.M. 

Registration,  Skytop  Foyer 
House  of  Delegates,  Skytop 
House  of  Delegates,  Skytop 

Tuesday,  May  14 

8:30  a.m.-12:30  p.m. 
9:00  a.m.-12:00  noon 
1:30  P.M. 

Registration,  Skytop  Foyer 
House  of  Delegates,  Skytop 

Luncheon  honoring  Mrs.  Herbert  J.  Ulrich,  president.  Woman’s  Auxili- 
ary to  the  Medical  Society  of  the  State  of  New  York,  North  Ball 
Room,  Astor  Hotel 

Wednesday,  May  15 

8:30  a.m.-10:30  a.m. 
9:00  a.m.-12:00  noon 
12:00  NOON 

Registration,  Skytop  Foyer 

House  of  Delegates,  election  and  installation  of  officers,  Skytop 
Postconvention  meeting:  State  officers.  State  chairmen  and  cochairmen, 
and  county  presidents  and  presidents-elect,  Skytop 

2:30  P.M. 
6:30  P.M. 

Board  of  Directors,  Schuyler  Room 

Reception  and  Dinner  Dance  honoring  Joseph  A.  Lane,  M.D.,  president. 
Medical  Society  of  the  State  of  New  York,  Terrace  Ballroom 

Officers 

President 
President-Elect 
First  Vice-President 
Second  Vice-President 
Recording  Secretary 
Corresponding  Secretary 
Treasurer 

Mrs.  Herbert  J.  Ulrich,  Buffalo 
Mrs.  Ezra  A.  Wolff,  Forest  Hills 
Mrs.  Dominic  R.  Pitaro,  Troy 
Mrs.  Walter  Heldmann,  Staten  Island 
Mrs.  Edward  W.  Briggs,  Jr.,  Wellsville 
Mrs.  Lawrence  J.  Radice,  Buffalo 
Mrs.  Irwin  Alper,  Utica 

Convention  Committee 

Chairman  Mrs.  Henry  I.  Fineberg,  Fresh  Meadows 
Cochairman  Mrs.  John  L.  Neubert,  Roslyn  Heights 
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1963  ANNUAL  CONVENTION 


Technical  Exhibits 


E ARE  NOT  going  to  osk  you  to  visit  the  technical  exhibits  because  they  are 
there — or  because  the  rental  they  pay  helps  to  defray  the  costs  of  some  of  your 
Society’s  activities.  It  is  much  better  to  point  out  that  these  exhibits,  result- 
ing from  much  careful  planning  and  design  by  the  participating  firms,  offer 
exciting  new  things  to  benefit  your  practice — the  electronic  displays,  the 
drugs  newly  accepted  by  FDA,  the  up-to-date  collections  of  professional 
books  to  give  you  at-home  additions  to  your  postgraduate  medical  study,  the 
free-form  and  walk-through  exhibits  in  the  ballroom  area,  the  latest  instru- 
ments and  equipment  to  help  you  make  your  work  even  more  skillful  than  it 
already  is — and,  incidentally,  to  save  you  expense.  All  this  and  a great  deal 
more  awaits  you  at  the  technical  exhibits — described  individually  below. 


Abbott  Laboratories,  North  Chicago,  Illinois 
(Booth  B-126),  invites  you  to  visit  our  exhibit. 
Our  representatives  will  be  happy  to  answer  any 
questions  you  may  have  concerning  our  leading 
products  and  new  developments. 

The  Alkalol  Company,  Taunton,  Massa- 
chusetts (Booth  E-13),  will  feature  Alkalol,  the 
balanced  alkaline-saline  solution  for  the  treat- 
ment of  mucous  membranes  and  irritated  tissues. 
It  is  bland,  nontoxic,  and  effective  and  has  been 
a favorite  for  many  years.  We  are  also  showing 
Irrigol,  a powder  which  in  solution  makes  an 
aseptic,  slightly  astringent  vaginal  douche.  It 
also  is  used  widely  for  colonic  irrigations  and  as 
an  effective  rectal  enema. 

Americana  Corporation,  New  York  City 
(Booth  B-122).  We  will  be  featuring  the  new 
1963  edition  of  the  Encyclopedia  Americana  avail- 
able to  delegates  on  a special  exhibit  offer.  Y ou 
are  cordially  invited  to  drop  by  our  booth 
where  our  representatives  will  be  happy  to  show 
you  the  new  major  revision  and  explain  any 
details. 

Ames  Company,  Inc.,  Elkhart,  Indiana 
(Booth  B-133).  Ames  diagnostic  products, 
which  facilitate  your  “diabetic  program,”  will  be 
presented  from  the  standpoint  of  their  relation 
to  each  other  in  office  and  patient  management. 
Your  attention  will  be  called,  particularly,  to 
the  new  improved  Clinistix  for  the  patient’s  use 
and  to  the  new  Dextrotest  Kit,  a rapid  blood 
sugar  test,  for  your  office  use. 

Amfre-Grant,  Inc.,  Brooklyn,  New  York 
(Booth  E-52),  cordially  invites  you  to  visit  its 
booth  where  representatives  will  demonstrate 
several  prescription  items  for  use  in  the  fields  of 
cardiology,  urology,  obstetrics,  and  gynecology. 


Amfre-Grant  will  have  on  display  Corovas  and 
Neo-Corovas  Tymcaps,  Dicorvin  and  Azolate 
tablets,  and  Baculin  and  Causalin  tablets, 
among  others. 

Anderson  Laboratories,  Columbus,  Ohio 
(Booth  E-36),  will  exhibit  Alphalac,  a palatable 
liquid  food  high  in  polyunsaturated  fatty  acids 
designed  to  be  an  integral  part  of  the  diet  for 
nutritionaJ  management  of  hypercholesteremia, 
whether  present  or  predictable  on  the  basis  of 
associated  pathology.  They  will  also  show 
Andercid  antacid  wafers,  a unique  form  of 
antacid  therapy  incorporating  time-tested  ant- 
acids in  the  unusually  palatable  vehicle  of  a 
crisp  oven-baked  wafer. 

Appleton  - Century  - Crofts, 

New  York  City  (Booth  E-38). 
At  this  booth  you  will  find  many 
new  and  interesting  books  for  the 
general  practitioner  and  the  spe- 
cialist. Included  are  the  new 
External  Infections  of  the  Eye, 
Medical  Residence  Manual,  Handbook  of  Phar- 
macology, and  Diet  Therapy,  plus  many  others  by 
such  distinguished  medical  names  as  Holt, 
McIntosh,  Barnett,  Eastman,  Heilman,  Cole, 
Helpern,  Yater,  Kolmer,  and  Moseley. 

Arista  Surgical  Company,  New  York  City 
(Booth  F-74),  will  feature  the  latest  available 
equipment  and  supplies  for  use  by  the  medical 
profession.  Samples  of  our  stock  of  first  quality 
and  government  surplus  merchandise  will  be  oi 
display  at  our  booth. 

Armour  Pharmaceutical  Company,  Chi- 
cago, lUinois  (Booth  B-98).  You  are  invited 
to  attend  the  Armour  Pharmaceutical  Company 
exhibit  which  will  feature  Chymoral,  a systemic 
anti-inflammatory  enzyme  tablet  which  reduces 
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inflammation,  swelling,  and  pain;  Chymar 
Aqueous,  the  parenteral  systemic  anti-inflam- 
matory enzyme,  and  Listica  (hydroxyphena- 
mate),  conservative  therapy  for  the  relief  of 
moderate  and  mild  tension  and  anxiety. 

Astra  Pharmaceutical  Products,  Inc., 

Worcester,  Massachusetts  (Booth  E-63).  De- 
scriptive literature  pertaining  to  preparations 
of  Xylocaine  Hydrochloride  (Astra)  for  infiltra- 
tion, regional  block,  peridural,  spinal,  and  topical 
anesthesia;  Xylocaine  Ointment,  Xylocaine 
Jelly,  and  Xylocaine  Viscous  for  topical  applica- 
tion; as  well  as  Astrafer  (intravenous)  for  iron 
deficiency  states  will  be  available  at  the  Astra 
booth  presided  over  by  Mr.  Arnold  G.  Everson. 

Ayerst  Laboratories,  Little  Falls,  New  Jersey 
(Booth  E-24).  A most  cordial  invitation  is 
extended  to  all  physicians  to  visit  the  Ayerst 
Laboratories  booth  where  we  will  be  featuring 
Thiosulfil,  Riopan,  and  Plegine.  Our  repre- 
sentatives will  be  on  hand  to  discuss  with  you 
these  products  and  any  information  you  might 
desire  on  our  other  products. 

Barrows  Biochemical  Products  Corpora- 
tion, New  York  City  (Booth  E-46).  Physi- 
cians are  cordially  invited  to  visit  this  booth 
where  the  Barrows  representatives  are  on  hand 
to  welcome  you  and  to  discuss  our  product, 
Coenzyme-B.  Coenzyme-B  (cocarboxylase)  is 
the  key  coenzyme  in  biochemical  decarboxyla- 
tion. Information  concerning  the  use  of  Co- 
enzyme-B in  diabetes,  herpes  zoster,  multiple 
sclerosis,  cardiac  conditions,  malnutrition,  and 
so  forth  is  available. 

Baxter  Laboratories,  Inc.,  Morton  Grove, 
Illinois  (Booth  B-120),  will  present  its  latest 
developments  in  parenteral  fluid  therapy.  The 
Travenol  Division  will  feature  Cortiphate 
(brand  of  hydrocortisone  21-phosphate  as 
disodium  salt)  a natural-occurring  hormone  in 
solution  for  immediate  use  by  any  route,  and 
Cozyme  (d-pantothenyl  alcohol)  for  the  physi- 
ologic correction  and  prevention  of  intestinal 
atony  and  abdominal  distention  and  the  safe  and 
effective  restoration  of  normal  peristaltic 
activity. 

Beck-Lee  Corporation,  Chicago,  Illinois 
(Booth  B-102).  Cardi-O-Mite,  the  lightest, 
smallest  standard  electrocardiograph,  weighs  less 
than  18  pounds,  is  smaller  than  the  average 
doctor’s  bag,  and  provides  5-cm.  recording,  with 
an  all-inclusive  two-year  guarantee.  The  new 
Cardi-O-Mite  by  Beck-Lee  is  the  only  electro- 
cardiograph with  built-in  audible  or  visual 
monitoring.  It  features  complete  one-hand 
operation,  drop-in  paper  loading,  and  choice  of 
one-  or  two-speed  models.  Years  ahead  in  per- 
formance and  operation,  the  new  Cardi-O-Mite, 
and  other  cardiac  apparatus  may  be  seen  at  the 
Beck-Lee  booth. 


Birtcher  Medical  Distributors  of  New  York,  . 
Brooklyn,  New  York  (Booth  E-31),  invite  you  I 
to  visit  their  booth  to  inspect  the  latest  electro-  I 
cardiograph,  hyfrecator,  heart  pacer,  ultra-  * 
sound,  myosynchron  muscle  stimulator,  short 
wave,  cardiac  alarum,  pacemaker,  defibrillator, 
cardioscopes,  and  electrosurgical  units  and  elec- 
trodes. 

Borcherdt  Company,  Chicago,  Illinois  (Booth 
E-53),  features  Maltsupex  (malt  soup  extract), 
liquid  and  powder,  a laxative  modifier  of  milk 
for  constipated  babies  that  is  usefrd  also  for 
geriatric  constipation  and  pruritus  ani;  Urolitia, 
for  chronic  urinary  tract  infections  in  older 
patients  that  quickly  relieves  burning  urination 
and  is  especially  useful  for  use  over  a long  period 
of  time;  Ferromalt  tablets,  nonconstipating  fer- 
rous sulfate  tablets  that  give  a good  chnical  re- 
sponse without  usual  side-effects  of  oral  iron. 
Ferromalt  tablets  are  inexpensive  and  well 
tolerated.  Stop  in  for  recently  published  papers 
and  samples. 

f 

Brewer  & Company,  Inc.,  Worcester,  Massa- 
chusetts (Booth  E-7),  are  presenting  their  well- 
known  specialties:  Thesodate,  Luasmin, 

Enkide,  Amchlor,  Asteric,  Quinidine  (both  in- 
jectable and  oral  forms),  Sus-Phrine,  and 
Nabcon.  Introduced  at  this  meeting  will  be  I 
Brewer’s  development  of  a complete  natural 
B-complex  concentrate  in  capsule  form,  Nabcon  t 
capsules,  to  complement  Brewer’s  Nabcon  I 
liquid  concentrate.  Each  capsule  is  equivalent  I 
to  35  tablets  of  brewers’  yeast.  You  are  invited  1 
to  visit  their  booth.  | 

Bristol  Laboratories,  Division  of  Bristol-  I 
Myers  Company,  Syracuse,  New  York  (Booth  ^ 
B-121),  win  feature  Prostaphlin  (sodium  oxacil-  ' 
hn).  This  newest  member  of  the  Bristol  family 
of  synthetic  penicillins  possesses  the  property  of 
resistance  to  inactivation  by  staphylococcal 
penicillinase.  Prostaphlin  is  acid-resistant; 
therefore  it  can  be  administered  conveniently  in 
the  oral  dosage  form,  making  treatment  in  office 
and  home  practical  and  reasonable. 

Burdick  Equipment  Company,  New  York 
City  (Booth  B-88).  In  addition  to  the  famous 
Burdick  EK-111  electrocardiograph,  we  will 
display  the  photomotograph  and  cardiac  moni- 
toring equipment  as  well  as  the  DF/100  dual 
defibrillator  and  the  EP/70  pacemaker.  The 
latest  in  physical  medicine  equipment  will  also 
be  shown.  We  extend  an  invitation  to  visit  our 
exhibit. 

Burroughs  Wellcome  & Co.  (U.S.A.)  Inc., 

Tuckahoe,  New  York  (Booth  F-70),  cordially 
invites  you  to  visit  our  booth  for  the  latest  in- 
formation on  our  products.  New  products  of 
particular  interest  at  this  meeting  which  our 
staff  will  be  pleased  to  discuss  with  you  include 
Emprazil-C  for  the  treatment  of  coughs  and 
colds,  Migral  Forte  for  the  treatment  of  vascu- 
lar headaches,  and  Cardilate  for  angina. 
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Cambridge  Instrument  Company,  Inc., 
New  York  City  (Booth  B-116).  The  Cam- 
bridge Versa-Scribe  mobile  and  the  Cambridge 
Versa-Scribe  portable  electrocardiograph  and 
the  Cambridge  Trans-Scribe  direct-writing  bat- 
tery-operated portable  electrocardiograph  will 
be  displayed  at  this  booth.  Also  shown  will  be 
other  important  Cambridge  instruments,  includ- 
ing the  audiovisual  heart  sound  recorder,  oper- 
ating room  cardioscope,  educational  cardio- 
scope,  external  defibrUlator,  multichannel  physi- 
ologic recorder,  pH  meters,  pulmonary  function 
tester,  dye  dilution  curve  recorder,  Huxley  ultra 
microtome,  and  Cambridge  Telescribe,  for  send- 
ing electrocardiograms  over  normal  telephone 
lines. 


Cameron-Miller  Surgical  Instruments 
Company,  Chicago,  Illinois  (Booth  E-34). 
Please  pay  us  a visit  so  that  we  may  have  the 
opportunity  of  demonstrating  to  you  our  new 
electrosurgical  units,  snares,  suction  coagulators, 
and  biopsy  punches.  Y ou  will  also  be  interested 
in  our  illuminated  rectal  instruments  (distal  and 
proximal),  vaginal  specula,  otoscopes,  ophthal- 
moscopes, mouth  gags,  transUluminators,  head- 
lites,  and  binocular  loupes. 

S.  H.  Camp  & Company,  Jackson,  Michigan 
(Booth  B-138).  At  the  Camp  booth  you  will 
see  many  new  products  including  a completely 
new  adjustable  cervical  collar,  the  new  breast 
prosthesis  sling,  new  prosthesis  comfort  pillow, 
new  lumbosacral  supports,  new  Hoke  type 
orthopedic  support,  new  shoulder  brace  for 
adults  and  children,  and  other  new  items.  It 
takes  only  a few  moments  to  keep  abreast  of  the 
newest  developments  in  the  finest  surgical  sup- 
ports and  appliances  on  the  globe  today. 

Carnation  Company,  Los  Angeles,  California 
(Booth  E-12),  cordially  invites  you  to  visit  its 
booth  where  medical  representatives  will  be 
pleased  to  welcome  members  and  guests  of  the 
Medical  Society  of  the  State  of  New  York.  Re- 
cent literature  and  information  regarding 
Carnation  Evaporated,  Carnation  Instant  Non- 
Fat,  and  Carnalac  are  available.  Any  questions 
pertaining  to  our  physician-researched  material 
for  use  in  your  practice  or  hospital  will  be  cheer- 
fully discussed. 

Carnrick  Laboratories,  Summit,  New  Jersey 
(Booth  E-59),  welcomes  you  to  our  booth  which 
win  feature  Midrin  capsules,  the  new  product 
which  relieves  migraine,  migraine  variants,  and 
tension  headaches  by  reducing  intracranial  pres- 
sure and  throbbing,  emotional  stress,  and 
cephalic  pain;  Buta-Penite  and  Penite,  the 
more  effective  coronary  vasodilators;  Bontrd 
Timed,  the  triple-layer,  triple-release  tablet  that 
provides  maximum  anorectic  activity  at  the 
hunger  peaks;  Nolamine  tablets,  elixir  and 
expectorant,  for  rapid  and  more  prolonged  relief 
of  nasal  congestion. 


The  Chloraseptic  Company,  Washington, 
D.C.  (Booth  E-35).  Chloraseptic  is  a pleasant- 
tasting  mouthwash  and  gargle  specifically  de- 
signed as  an  oral  antiseptic  and  to  relieve  topical 
soreness  (without  “caines”).  In  streptococcal, 
staphylococcal  and  similar  infectious  cases,  it 
has  been  found  to  be  of  effective  adjunctive 
value  in  relieving  related  soreness  and  irritation 
and  in  reducing  oral  bacterial  flow. 

Ciba  Pharmaceutical  Company,  Summit, 
New  Jersey  (Booth  E-51),  will  feature  Ser- 
Ap-Es,  a combination  of  three  antihypertensive 
agents  from  Ciba  research — SerpasU,  Apresoline, 
and  Esidrix — in  a single  tablet.  Ser-Ap-Es 
lowers  blood  pressure  uniformly,  consistently, 
and  safely  while  it  controls  such  hypertensive 
complications  as  anxiety,  impaired  renal  circula- 
tion, and  edema.  With  Ser-Ap-Es  moderate  to 
severe  hypertension  can  be  treated  effectively, 
with  greater  convenience,  and  at  lower  cost  to 
the  patient. 

The  Coca-Cola  Company,  Atlanta,  Georgia 
(Ballroom).  Ice-cold  Coca-Cola  will  be  served 
through  the  courtesy  and  cooperation  of  The 
Coca-Cola  Bottling  Company  of  New  York, 
Inc.,  and  The  Coca-Cola  Company. 

P.  F.  Collier,  Inc.,  New  York  City  (Booth 
E-27).  Collier's  Encyclopedia  is  the  only  com- 
pletely new,  major,  indexed  encyclopedia  in  the 
last  forty  years.  Collier's  is  written  in  and  for 
the  age  of  space.  It  is  interesting  as  well  as 
authoritative,  colorful  as  well  as  complete,  easy 
to  browse  through,  hard  to  put  down.  Collier's 
Encyclopedia  invites  comparison! 

The  Combined  Book  Exhibit,  Inc.,  New 
York  City  (Booth  B-86).  A collection  of  books 
(from  many  publishers)  in  the  area  of  medicine 
and  allied  sciences  is  arranged  by  subject  for 
easy  access  to  the  fields  of  knowledge  repre- 
sented. A subject-arranged  bibliography  is 
available  free. 

Contour  Chair  Lounge  Corporation,  New 
York  City  (Ballroom).  The  Contour  chair  that 
will  be  on  exhibit  is  made  in  five  different  sizes 
to  give  body-conforming  comfort.  Your  body  is 
properly  supported  at  six  points  head-to-foot. 
As  often  recommended,  legs  and  feet  are  always 
supported  and  elevated  in  any  of  Contour’s 
adjustable  positions.  A trial  sitting  in  a Con- 
tour will  give  you  a new  experience  and  a new 
gift  idea,  for  giving  or  getting. 

Coreco  Research  Corporation,  New  York 
City  (Booth  E-10).  The  Coret  camera  em- 
bodies the  principle  of  electronic  flash  and  con- 
stant automatic  control  of  such  factors  as  dis- 
tance, aperture,  field,  and  exposure.  Now  for  the 
first  time  Coreco  offers  a completely  automatic 
professional  clinical  camera  designed  purposely 
to  achieve  the  ultimate  in  surface,  intraoral,  and 
intratubular  photography.  Because  of  the 
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simplicity  of  operation,  even  an  inexperienced 
doctor  or  nurse  can  achieve  consistently  perfect 
color  transparencies. 

Dannon  Milk  Products,  Inc.,  Long  Island 
City,  New  York  (Booth  E-58),  will  feature 
information  on  Dannon  yogurt  in  various  appli- 
cations to  daily  practice.  Of  particular  interest 
is  literature  on  a study  of  the  effectiveness  of 
prune  whip  yogurt  in  chronic  constipation  and 
on  control  of  antibiotic-induced  gastrointestinal 
symptoms  with  yogurt.  Cool,  refreshing  sam- 
ples of  Dannon  yogurt  in  nine  appealing  vari- 
eties win  be  served. 

Desitin  Chemical  Company,  Inc.,  Provi- 
dence, Rhode  Island  (Booth  E-61).  Featured 
will  be  the  following:  Desitin  ointment,  for 

treatment  of  burns,  ulcers,  diaper  rash,  and  so 
forth;  Desitin  powder,  which  relieves  chafing, 
sunburn,  diaper  rash,  and  so  forth;  Desitin 
suppositories  and  rectal  ointment,  for  the  relief 
of  pain  and  itching  in  hemorrhoids  and  fissures; 
Desitin  acne  cream,  flesh-tinted  “Medicream” 
for  the  treatment  of  acne;  Desitin  cosmetic  and 
nursery  soap,  super-mild;  Desitin  suppositories 
with  hydrocortisone,  for  prompt  relief  in  inflam- 
matory conditions,  proctitis,  severe  pruritus, 
and  edema,  with  no  anesthetics;  Desitin  oint- 
ment with  Hydrocortisone,  anti-inflammatory, 
antipruritic,  and  antiallergic;  Desitin  hydro- 
cortisone cream  and  Cor-D-Tar  cream,  a water 
washable,  stainless  cream  for  eczematous, 
pnnritic  dermatoses;  and  new  Anafung,  avail- 
able as  antifungal  powder,  cream,  and  aerosol 
spray. 

Dictaphone  Corporation,  New  York  City 
(Booth  E-26),  Although  it  takes  up  less  desk 
space  than  a letter,  the  new  Dictaphone  Model/7 
Time-Master  dictating  machine  has  important 
additional  operating  features.  A creation  of 
Dictaphone’s  engineering  staff  and  the  Ray- 
mond Loewy-Wflliam  Snaith,  Inc.  design 
specialists,  the  Model/7  Time-Master  is  small, 
lightweight,  and  the  most  fully  automatic 
dictating  machine  ever  built. 

The  Dietene  Company,  Minneapolis,  Minne- 
sota (Booth  E-50).  Have  you  tasted  Meritene? 
Meritene  is  the  good-tasting  protein-vitamin- 
mineral  food  supplement  prescribed  to  provide 
concentrated  nutrition  for  patients  with  poor 
appetite  or  tolerance  for  ordinary  food,  ^^isit 
our  booth  and  let  us  serve  you  a cool,  refreshing 
Meritene  nourishment.  While  there,  review  also 
our  Dietene  reducing  plan,  designed  to  get 
better  cooperation  from  overweight  patients. 
The  Dietene  plan  provides  optimum  nutrition 
and  maximum  satiety  without  the  use  of  drugs. 
Meritene  and  Dietene  are  advertised  only  to 
the  medical  profession. 

Dome  Chemicals,  Inc.,  New  York  City 
(Booth  B-115).  Dome  Chemicals,  Inc.,  world 


leader  in  dermatologicals,  will  featme  dermato- 
logic specialties  that  are  of  general  interest  to 
the  members  of  the  Medical  Society  of  the  State 
of  New  York.  Topical  steroid  products  such  as 
Cort-Dome,  Neo-Cort-Dome,  Domeform-HC, 
Lida-Mantle-HC,  and  Cor-Tar-Quin  will  be 
presented.  Their  representatives  will  be  avail- 
able to  discuss  with  you  several  products  re- 
cently released  from  the  research  laboratories  of 
Dome  Chemicals. 

Duke  Laboratories,  Inc.,  South  Norwalk, 
Coimecticut  (Booth  B-119).  Duke  Labora- 
tories are  displaying  Elastoplast,  stretchable, 
adhesive-siurfaced  bandages  and  emit  dressings; 
Gelocast,  prepared  Unna’s  paste  bandage; 
Tecto,  protective  emollient  cream;  Aquaphor, 
ointment  base,  and  Nivea  Creme,  Nivea  Skin 
Oil,  and  Basis  Soap  for  patients  with  dry,  sensi- 
tive skin. 

The  Emko  Company,  St.  Louis,  Missouri 
(Booth  B-84),  win  exhibit  our  only  product, 
Emko  Vaginal  Foam,  first  aerosol  foam  con- 
traceptive product  on  the  market.  Our  well- 
trained  Emko  representatives  will  show  you 
Emko’s  advantages  over  other  contraceptive 
methods,  particularly  the  high  rate  of  effective- 
ness, lack  of  messiness,  lack  of  excessive  lubri- 
cation, and  modern  and  esthetic  packaging. 

Encyclopaedia  Britannica,  New  York  City 
(Booth  E-9).  The  new  edition  of  Encyclopaedia 
Britannica,  reflecting  more  than  a decade  of 
editorial  revision,  represents  an  investment  of 
millions  of  dollars.  It  is  the  largest  and  most 
comprehensive  reference  work  published. 

Endo  Laboratories,  Richmond  Hill,  New  York 
(Booth  B-124),  will  present  the  latest  clinical 
information  relating  to  their  products:  Couma- 
din, Numorphan,  Percodan,  Percodan-Demi, 
Hycomine,  Hycomine-Compound,  and  Hyco- 
dan. 

C.  B.  Fleet  Company,  Inc.,  Lynchburg,  Vir- 
ginia (Booth  E-60) . Patients  are  happier  when 
physicians  choose  Phospho-Soda,  a laxative  that 
fits  into  any  busy  schedule.  Patients  are  hap- 
pier when  physicians  choose  Fleet  enema,  be- 
cause it’s  easier  and  more  effective  than  soap- 
suds. Booth  attendants  will  present  interesting 
clinical  data  on  both  products. 

Geigy  Pharmaceuticals,  Division  of  Geigy 
Chemical  Corporation,  Ardsley,  New  York 
(Booth  F-77),  cordially  invites  members  and 
guests  of  the  Medical  Society  of  the  State  of 
New  York  to  visit  its  exhibit.  The  exhibit 
features  important  new  therapeutic  develop- 
ments in  the  management  of  cardiovascular  dis- 
ease, as  well  as  current  concepts  in  the  control  of 
inflammation,  hypertension  and  edema,  depres- 
sion, obesity,  and  other  disorders,  which  may  be 
discussed  with  representatives  in  attendance. 
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Geriatric  Pharmaceutical  Corporation, 
Floral  Park,  New  York  (Booth  E-62),  pioneers 
in  geriatric  research,  will  exhibit  Ger-O-Foam, 
an  anesthetic  analgesic  which,  when  massaged 
into  musculoskeletal  involvements,  will  relieve 
pain  in  minutes  and  last  for  hours.  Specialists 
in  arthritis  beheve  Ger-O-Foam  to  be  a contri- 
bution in  the  field  of  physical  medicine.  We  will 
also  exhibit  Gaysal  for  the  management  of  the 
arthritides.  Our  representatives  will  be  present 
to  discuss  all  phases  of  geriatrics. 

The  Grolier  Society,  Inc.,  Bronxville,  New 
York  (Booth  E-49).  The  Grolier  Society  in- 
vites you  to  stop  at  its  booth  and  see  the  Groher 
plan  of  home-education  designed  for  students 
from  preschool  through  college.  The  display 
will  highlight  the  Book  of  Knowledge,  long 
famous  as  a children’s  encyclopedia,  the  Book  of 
Popular  Science,  Lands  and  Peoples,  and  the 
Grolier  Encyclopedia. 

Health  Insurance  Council,  New  York  City 
(Ballroom  Foyer).  The  Health  Insurance 
Council’s  exhibit  is  designed  to  provide  general 
information  on  health  insurance  as  underwritten 
by  insurance  companies.  In  addition,  it  also 
makes  available  information  on  uniform  claim 
forms  for  use  by  doctors  and  hospitals  in  sup- 
port of  health  insurance  claims. 

H.  J.  Heinz  Company,  Pittsburgh,  Pennsyl- 
vania (Booth  E-25).  Heinz  Baby  Foods  are 
made  by  a new  patented  superquick  cooking 
process  to  assure  maximum  nutrition.  Other 
important  results  are  fresher  flavor,  more 
natural  color,  and  smoother  texture.  New 
varieties  are:  Creamed  Corn,  Apples  and 

Pears,  and  Apricots  and  Cottage  Cheese. 
Books  on  nutrition  and  infant  feeding  and 
prenatal  care  are  available. 

Holland-Rantos  Company,  Inc.,  New  York 
City  (Booth  B-89),  will  feature  Hyva  gentian 
violet  vaginal  tablets,  a simple  vaginal  anti- 
mycotic treatment;  improved  Nylmerate  jelly 
and  Nylmerate  antiseptic  solution  concentrate 
for  trichomoniasis,  leukorrheas,  and  mixed  in- 
fections; HoUandex  skin  ointment  for  dermal 
disorders,  diaper  rash,  chafing,  skin  dryness, 
prickly  heat,  and  sunburn;  Koromex  vaginal 
jelly  for  conception  control  when  jelly  alone  is 
advised;  Koro-Flex  contouring  diaphragms  and 
sets;  Koromex  diaphragms  and  sets;  and 
Koromex  douche  powder. 

Hoyt  Pharmaceutical  Corporation,  Newton, 
Massachusetts  (Booth  E-37).  First  with  fluo- 
rides, Hoyt  Pharmaceutical  Corporation  will 
exhibit  Grava-Vite(F),  a comprehensive  pre- 
natal vitamin-mineral  supplement  containing 
sodium  fluoride.  Grava-Vite(F),  in  convenient 
one-tablet-a-day  dosage,  provides  the  proper 
nutritional  support  for  the  gravida  and  the 
newborn  plus  better  dental  health  for  the  new- 
born. 


International  Latex  Corporation,  Dover, 
Delaware  (Booth  E-28).  The  revolutionary 
Playtex  Nurser,  acclaimed  as  the  nearest  ap- 
proach to  breast  feeding,  features  a presterilized 
“inner  liner’’  which  is  used  once,  then  thrown 
away,  and  a “natural  action”  nipple.  As  baby 
feeds,  outside  air  pressure  contracts  this  pliable 
inner  liner.  No  vacuum  forms  in  the  bottle; 
there  is  no  collapsing  of  the  nipple  to  cause 
exerted  sucking  and  air  swallowing.  The  soft, 
broad,  natural  shape  of  the  nipple  permits 
proper  jaw-teeth  development.  The  Playtex 
Nurser  has  been  used  in  over  10  million  feedings 
in  hospitals  and  homes. 

Ives-Cameron  Company,  Division  of 
American  Home  Products  Corporation, 
New  York  City  (Booth  E-16).  Ives  Labora- 
tories win  display  the  family  of  IsordU  products, 
providing  a dosage  form  of  isosorbide  dinitrate 
suitable  to  the  needs  of  each  patient  with 
coronary  insufliciency.  There  also  will  be 
featured  Cyclospasmol  (cycland elate) , a periph- 
eral and  cerebral  vasodilator.  Representa- 
tives will  be  in  attendance  to  discuss  these  and 
other  fine  Ives  specialties  with  you. 

The  Jobst  Institute,  Inc.,  New  York  City 
(Booth  B-128),  will  feature  a clinicaUy-proved 
method  for  the  reduction  and  control  of  massive 
and  obstinate  lymphedema  of  the  extremities  by 
using  custom-made  Jobst  venous  pressure 
gradient  supports  and  Jobst  intermittent  com- 
pression units  and  pneumatic  appliances.  They 
wfll  also  feature  a new  device  for  instant  splint- 
ing and  pressure  bandaging  with  air  with  Jobst 
jet  bandage-splints. 

Johnson  & Johnson,  New  Brunswick,  New 
Jersey  (Booth  F-73),  will  display  the  latest  im- 
provements in  surgical  dressings,  as  developed 
by  the  Johnson  & Johnson  Research  Labora- 
tories. Of  special  interest  is  Surgicel  absorbable 
hemostat,  a major  advance  in  the  control  of 
hemorrhage  which  does  not  depend  on  the 
normal  clotting  mechanism.  Dermicel  surgical 
tape,  a newly-improved  high  strength  special- 
purpose  dressing  tape  for  patients  with  unusual 
adhesive  tape  sensitivity,  is  an  outstanding  addi- 
tion to  the  complete  line  of  adhesive  tape  prod- 
ucts. Other  products,  designed  for  your  office, 
hospital,  or  patient  use,  are  also  displayed. 
You  will  find  well-informed  representatives 
pleased  to  discuss  these  products  or  provide 
information  on  any  other  items  made  available 
by  the  world’s  largest  manufacturer  of  surgical 
dressings  and  baby  products. 

Kenwood  Laboratories,  Inc.,  New  Rochelle, 
New  York  (Booth  B-134),  will  feature  Papa- 
vatral  L.A.  capsules,  the  continuous  controlled 
release  combination  of  a vasodilator  and  smooth 
muscle  relaxant  for  the  treatment  of  angina 
pectoris  and  peripherovascular  diseases.  We 
will  also  exhibit  Bonacal  plus  tablets,  a nutri- 
tional supplement  containing  vitamins,  minerals, 
and  natural  fluorine  from  bone  meal. 
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Kirsch  Beverages,  Inc.,  Brook- 
lyn, New  York  (Booth  B-127). 
No-Cal  is  the  original  and  leading 
nonfattening  soft  drink.  It  con- 
tains no  sugar,  no  salt,  no  fat, 
carbohydrates,  or  proteins,  with  no  available 
calories  to  be  derived  therefrom.  No-Cal  comes 
in  nine  flavors,  plus  salt-free  club  soda.  The 
latest  addition  to  the  line  is  absolutely  nonfat- 
tening No-Cal  quinine  water.  No-Cal  is  safe  for 
diabetics  and  those  on  salt-free,  sugar-free,  and 
other  reducing  diets.  (Ballpoint  pens  will  be 
distributed  to  all  doctors  registering  at  the 
No-Cal  booth.) 


Knoll  Pharmaceutical  Company,  Orange, 
New  Jersey  (Booth  B-135).  You  may  now 
prescribe  fruit-flavored,  taste-appealing  Quad- 
rinal  suspension  for  asthma  patients  who  prefer 
a liquid  to  the  time-proved  Quadrinal  tablet. 
Dilaudid  is  presented  for  pain  that  synthetic 
analgesics  frequently  fail  to  relieve,  also  for  the 
cough  that  must  be  controlled;  Metrazol,  Vita- 
Metrazol,  and  Nico-Metrazol  elixir  and  tablets, 
for  the  geriatric  and  convalescent  patient;  and 
Akineton,  as  the  new  antiparkinsonism  agent. 

Lakeside  Laboratories,  Inc.,  Milwaukee, 
Wisconsin  (Booth  E-14).  Imferon,  Lenetran, 
and  Metatensin  will  be  featured  at  the  Lakeside 
exhibit.  Complete  descriptive  information  on 
these  and  other  Lakeside  products  will  be 
available.  Professional  service  representatives 
will  be  in  attendance,  and  registration  forms  for 
requesting  clinical  samples  will  be  available. 
You  are  cordially  invited  to  visit  the  exhibit. 


Fred  Landauer  Company,  Rockville  Centre, 
New  York  (Booth  B-97),  will  show  Teca  elec- 
tromyographs and  chronaxie  meters  for  electro- 
diagnosis of  neuromuscular  diseases.  Apparatus 
for  performing  nerve  conduction  velocity  tests, 
chronaxie  determinations,  strength  duration 
curves,  and  other  procedures  will  be  demon- 
strated. Also  shown  will  be  a complete  line  of 
Teca  low- volt  generators  and  muscle  stimulators, 
as  well  as  other  electronic  specialties  for  the 
medical  profession. 


Lederle  Laboratories,  Division  of  American 
Cyanamid  Company,  Pearl  River,  New  York 
(Booth  E-6).  Members  of  the  Medical  Society 
of  the  State  of  New  York  and  their  guests  will 
be  most  cordially  welcomed  at  the  Lederle 
booth.  Our  medical  representatives,  who  have 
access  to  the  world-wide  Lederle  research 
organization,  are  prepared  to  furnish  informa- 
tion regarding  Lederle  products  and  your  re- 
lated medical  questions. 


Eli  Lilly  and  Company,  Indianapolis,  Indiana 
(Booths  B-129,  B-130,  B-131,  B-132).  You 
are  cordially  invited  to  visit  the  Lilly  exhibit 
located  in  the  Ballroom.  The  Lilly  sales  people 
in  attendance  welcome  your  questions  about 
Lilly  products  and  recent  therapeutic  develop- 
ments. 


J.  B,  Lippincott  Company,  Philadelphia, 
Pennsylvania  (Booth  B-87),  presents  for  your 
approval  a display  of  professional  books  and 
journals  geared  to  the  latest  and  most  important 
trends  in  current  medicine  and  surgery.  These 
publications,  written  and  edited  by  men  active 
in  clinical  fields  and  teaching,  are  a continuation 
of  more  than  one  hundred  years  of  traditionally 
significant  publishing. 


Lloyd  Brothers  Incorporated,  Cincinnati, 
Ohio  (Booth  F-83).  Welcome  to  the  Lloyd 
Brothers  exhibit.  Our  professionally-trained 
sales  representatives  will  be  pleased  to  greet  you 
and  discuss  the  merits  of  our  product  in  your 
practice. 

Loma  Linda  Food  Company,  Arlington,  Cali- 
fornia (Booth  B-90) , manufacturers  of  the  tasty 
hypoallergenic  infant  soy  milk,  Soyalac,  will  be 
pleased  to  show  evidence  of  the  nutritional 
adequacy  of  their  product.  The  company  is 
America’s  exclusive  manufacturer  of  fiber-free 
soy  milk.  Qualified  attendants  will  be  pleased 
to  explain  why  this  milk  is  unusual  in  that  it 
does  not  tend  to  raise  infants’  serum  cholesterol. 
Uses  of  this  milk  for  adult  ulcer  patients  and  in 
cholesterol-lowering  diets  wfll  be  discussed. 
Samples  of  this  flavorful  product  will  be  served. 


The  S.  E.  Massengill  Company,  Inc.,  New 
York  City  (Booth  E-64),  extends  a cordial 
invitation  to  visit  our  exhibit  where  Obedrin, 
tablets,  capsules  and  the  new  long-acting 
capsule,  and  Strexate,  the  new  muscle  relaxant 
with  built-in  pain  relief,  are  featured.  Our 
representatives  will  be  pleased  to  discuss  these 
and  other  MassengiU  products  with  you. 

Mayflower  Surgical  Supply  Company, 
Brooklyn,  New  York  (Booth  E-30),  is  dis- 
tributor for  Liebel-Flarsheim,  Ritter,  Castle, 
American  Sterilizer,  The  Birtcher  Corporation, 
Continental  X-Ray  Corporation,  and  many 
others.  We  offer  surveys  and  layouts,  consulta- 
tion and  reception  room  furniture,  and  all  types 
of  physiotherapy  equipment.  Equipment  is 
financed  up  to  six  years.  We  invite  you  to  visit 
our  booth. 

Mead  Johnson  Laboratories,  Evansville, 
Indiana  (Booth  E-2).  This  exhibit  has  been 
arranged  to  give  you  the  optimum  in  quick 
service  and  product  information.  To  make  your 
visit  productive,  especially-trained  representa- 
tives will  be  on  duty  to  tell  you  about  their 
products. 

Medco  Products  Company,  Inc.,  Tulsa, 
Oklahoma  (Booth  F-69),  will  present  the 
Medco-Sonlator  which  provides  a new  concept  in 
therapy  by  combining  muscle  stimulation  and 
ultrasound  simultaneously  through  a single 
three-way  sound  applicator.  The  Medco- 
Sonlator  is  a distinct  advance  in  the  effective- 
ness of  physical  therapy  in  your  oflSce  or  hos- 
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pital.  A few  minutes  spent  in  our  booth  should 
prove  of  value  to  your  practice. 

Medical  Film  Guild,  Ltd.,  New  York  City 
(Booth  E).  What’s  new  in  educational  aids  in 
medicine?  New  motion  pictures,  new  slide 
films  on  diagnosis,  new  audiovisual  equipment 
for  lecturers,  and  all  brand  new  thought- 
stimulating  devices  and  teaching  material. 
New  motion  picture  films  include:  “Diabetes 

and  Its  Long  Range  Control,”  sponsored  by  the 
New  Jersey  State  Department  of  Health;  and 
“Blood  Flow,  Newer  Technics  for  Measurement 
in  Various  Vascular  Beds”;  collaborators  in- 
clude research  teams  at  seven  universities 
including  New  York  University  Research 
Division,  Gold  water  Memorial  Hospital,  and 
Albany  Medical  College.  New  slide  films  in 
diagnosis,  a complete  new  approach  to  medical 
teaching,  applies  to  postgraduate  and  under- 
graduate groups;  equipment  is  unique,  simple  to 
operate,  and  low  in  cost.  Vu-Graph  projection, 
the  new  way  to  lecture  with  mural-size  images, 
allows  pointing  to  vital  areas  while  maintaining 
eye-to-eye  contact  with  an  audience.  Sten-O- 
Tape  dictating  and  transcribing  machines,  a 
variety  of  models,  simplify  and  expedite  corre- 
spondence, conference  notes,  case  histories, 
records,  and  so  forth.  Model  TR-711  is  tran- 
sistorized, battery  powered;  model  G256/60  is 
6V2  pounds,  two-hour  play;  and  model  G3/10 
has  ten-hour  play. 

Merck  Sharp  & Dohme,  Philadelphia,  Penn- 
sylvania (Ballroom  Foyer).  The  theme  of  the 
Merck  Sharp  & Dohme  exhibit  is  “Service  to 
Medicine.”  One  phase  features  the  details  of 
the  Merck  Sharp  & Dohme  postgraduate  pro- 
gram. Another  feature  includes  information  on 
teaching  films  for  use  by  the  profession,  and  also 
lay  films  that  can  be  utilized  to  portray  the 
story  of  medicine  to  the  lay  public.  The  exhibit 
is  concluded  with  a display  of  fingertip  files  on 
selected  Merck  Sharp  & Dohme  products. 

The  Wm.  S.  Merrell  Company,  Cincinnati, 
Ohio  (Booth  E-33).  MerreU-men  always  have 
an  up-to-date  status  report  on  Merrell’s 
significant  prescription  products.  They  will  be 
happy  to  convey  latest  clinical  reports  to  you  in 
summary  form  when  you  visit  the  Merrell 
booth. 

Moore  Kirk  Laboratories,  Inc.,  Worcester, 
Massachusetts  (Booth  F-75).  Featured  will  be 
Ampins,  the  complete,  self-contained  disposable 
injection  unit.  The  Ampin  is  a completely 
transparent  pencil-like  injection  unit,  pressure 
sealed  under  inert  gas,  with  hypodermic  needle, 
filter,  needle  cover,  and  flexible  connecting  tube, 
completely  sterilized  and  ready  for  immediate 
use.  Also  featured  will  be  Valentabs,  the  heart 
of  research  in  children’s  medication,  candied, 
flavored  for  unusual  palatability,  friable,  easily 
administered  to  babies  and  small  children. 


National  Dairy  Council,  New  York  City 
(Booth  E-47).  “The  Food  Way  to  Weight 
Reduction,”  a National  Dairy  Council  exhibit, 
will  feature  1,200  to  1,800-calorie  restricted 
meals  in  a weight-reduction  regimen.  The  meals 
provide  variety,  enjoyment,  and  nutritional 
safety.  These  are  depicted  on  full-color  trans- 
parencies. Educational  materials  related  to 
weight  control  and  other  health  areas  will  be  on 
display.  The  exhibit  is  staffed  by  Dairy  Council 
nutritionists. 

New  York  Medical  Exchange,  New  York  City 
(Booth  E-1).  Once  again  Patricia  Edgerly  of 
the  New  York  Medical  Exchange  will  be  at  the 
annual  convention  of  the  Medical  Society  of  the 
State  of  New  York.  Stop  by  her  booth  and 
discuss  with  her  any  personnel  needs  you  may 
have.  She  can  suggest  office  assistants,  nurses, 
secretaries,  technicians,  or  interesting  oppor- 
tunities that  may  appeal  to  you. 

New  York  Telephone  Company,  New  York 
City  (Ballroom  Foyer).  Featured  will  be  a 
demonstration  of  how  electrocardiograms  can  be 
sent  from  one  location  to  another  over  regular 
telephone  lines  with  Dataphone  service.  Closed 
circuit  TV  will  enable  doctors  to  watch  the 
patient  at  the  distant  point.  Communication 
facilities  for  hospitals  and  doctors’  offices  also 
will  be  shown. 

Hermien  Nusbaum  and  Associates,  Chicago, 
Illinois  (Booth  B-94),  invite  you  to  examine 
Weather  Guard  Heat-Mask  as  well  as  to  register 
for  literature  and  other  materials  for  personal 
use  or  office  patient  aids;  newest  feeding  equip- 
ment by  Evenflo;  accident  prevention  aids: 
Sta-Close  (double-door  closure) ; emergency 
directory  Sitter-Pad  and  Sitterama  by  Mothers’ 
Aid,  Chicago  Lying-in  Hospital.  Heat-Mask 
preheats  air  as  it  is  breathed,  reducing  shock  and 
stress  that  cold  air  may  induce.  It  is  tested  and 
recommended  by  adults  and  children  for  normal 
outdoor  use  as  well  as  for  medical  problems. 

Organon,  Inc.,  West  Orange,  New  Jersey 
(Booth  E-66).  You  are  cordially  invited  to 
visit  our  exhibit.  Of  particvdar  interest  will  be: 
Hexadrol  (dexamethasone)  one  of  the  newer, 
most  highly  potent,  well-tolerated  and  eco- 
nomical corticosteroids,  and  Deca-Durabolin,  a 
safe,  potent,  long-acting  anabolic  stimulant 
indicated  in  a broad  range  of  clinical  conditions 
where  tissue  budding  is  desired.  Our  profes- 
sional service  representatives  welcome  the 
opportunity  to  answer  your  questions  concerning 
Hexadrol,  Deca-Durabolin,  or  any  of  our  other 
products.  Best  wishes  for  a most  enjoyable 
visit  to  New  York  City. 

Ortho  Pharmaceutical  Corporation,  Rari- 
tan, New  Jersey  (Booth  B-136).  Welcome  to 
this  booth  where  Ortho  is  proud  to  present  a 
complete  line  of  products  for  the  control  of 
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conception.  Featured  will  be  Ortho-Novum 
tablets,  the  new  oral  product  specifically  de- 
signed for  contraception.  Representatives  will 
be  happy  to  answer  your  questions  concerning 
this  and  our  other  well-known  products. 

Parke,  Davis  & Company,  Detroit,  Michigan 
(Booth  E-65).  Medical  service  members  of  our 
staff  wfil  be  in  attendance  at  our  booth  to  dis- 
cuss important  Parke-Davis  specialties  which 
will  be  on  display. 

Pfizer  Laboratories,  Division,  Chas.  Pfizer 
& Company,  Inc.,  New  York  City,  (Ball- 
room). Professional  service  representatives 
from  Pfizer  Laboratories  will  be  pleased  to  have 
you  in  attendance  at  their  booth  to  discuss  the 
latest  products  of  Pfizer  research. 

Pharmacia  Laboratories,  Inc.,  New  York 
City  (Booth  B-lOO),  will  exhibit  its  product, 
Azulfidine,  a new  sulfa  compound  for  the  treat- 
ment of  ulcerative  colitis  and  regional  enteritis. 
Also,  Pharmacia  will  exhibit  Pharmalax,  the 
suppository  with  enema-like  action.  The  quick 
action  of  Pharmalax  causes  defecation  through 
mechanical  stimulation  of  the  intestinal 
musculature  by  carbon  dioxide  released  from  the 
suppository.  Skopyl,  a new  concept  in  the 
medical  treatment  of  infant  colic,  will  also  be 
displayed.  Literature  and  important  reprints 
will  be  available  on  request. 

Physicians  Planning  Service  Corporation, 
New  York  City  (Booth  E-44),  will  present 
estate  planning  for  the  professional  man  by  an 
organization  already  serving  over  8,000  physi- 
cians from  coast  to  coast.  This  is  a new  concept 
in  low  net  cost  life  insurance.  Also  featured  will 
be  the  doctors  “Lifeguard”  lifetime  disability 
income  policy.  For  the  first  time  you  can  fully 
protect  your  income  forever. 

Plough  Laboratories,  Inc.,  Memphis,  Teimes- 
see  (Booth  F-78).  This  display  includes  two 
demonstrations  of  the  unique  pharmacologic 
activity  of  Silain,  a gastrointestinal  defrothi- 
cant.  In  vitro,  Sdain,  by  breaking  the  foam 
which  holds  much  gas,  aids  in  its  ehmination. 
In  vivo,  gastroscopic  photographs  show  Silain’s 
effect  on  foam  in  the  stomach. 

Procter  & Gamble  Company,  Cincinnati, 
Ohio  (Booth  B-105).  Ivory  soap  offers  a series 
of  time-saving  leaflet  pads  for  doctors,  each 
pad  containing  50  identical  tear-out  sheets. 
These  sheets,  which  may  be  given  to  patients, 
contain  routine  instructions  covering  general 
home  care.  There  are  also  samples  of  other 
free,  helpful  material  prepared  especially  for 
physicians. 

The  Purdue  Frederick  Company,  New  York 
City  (Booth  E-17),  will  feature  the  following 
products:  Gentlax  granules,  for  constipation, 

an  activated  bulk-complex  consisting  of  a 


hydrophihc  colloid  combined  with  a gentle  • 
neuroperistaltic  stimulant  and  a demulcent. 
These  are  pleasant  tasting  granules,  and  sam- 
ples will  be  available  at  the  Purdue  Frederick  ^ 
booth;  also,  Paremycin  elixir,  combining  neo- 
mycin sulfate  and  tincture  of  opium  for  duoclas- 
sic  antidiarrhea  therapy,  with  dehcious  banana 
flavor  assuring  patient  acceptance.  Full  prod- 
uct disclosure  will  be  available  at  the  Purdue 
Frederick  booth. 

Republic  Aviation  Corporation,  Farming- 
dale,  New  York  (Ballroom).  Artificial  atmos- 
phere studies  in  Republic  Aviation  Corpora- 
tion’s Man  Rated  Space  Simulator  are  shown  in 
model  form.  These  studies  are  among  others 
conducted  in  our  Space  Environment  and  Life  , 
Sciences  Laboratories.  Republic,  in  support  of 
Hamilton  Standard  and  International  Latex,  is 
establishing  requirements  and  design  param- 
eters as  well  as  performing  qualification  tests 
for  the  development  of  the  Apollo  Suit.  i 

) 

I 

Richards  Manufacturing  Company,  New  f 
York  City  (Booth  B-139),  will  feature  ortho-  | 

pedic  and  otology  instruments  and  supplies;  ^ 

all-elastic  rib  belts  and  abdominal  supports;  ' 
latest  splints,  instruments,  and  bone  implants; 
hand  rehabilitation  devices;  and  latest  design 
of  stapes  surgery  operating  instruments  and 
stapes  prosthesis,  including  the  newer  models  of 
pistons.  Learn  of  our  one-day  delivery  service. 

Riker  Laboratories,  Inc.,  Northridge,  Cah- 
fornia  (Booth  F-80),  will  be  glad  to  supply  you 
with  complete  information  concerning  our  prod- 
ucts which  are  available  to  the  medical  profes- 
sion. Please  feel  free  to  request  answers  to  any 
questions  you  may  have.  We  will  be  looking  ) 
forward  to  your  visiting  our  booth.  I 

Ritter  Company,  Inc.,  Rochester,  New  York 
(Booth  E-45),  invites  you  to  see  its  exhibit  * 
featuring  the  new  Ritter  “75”  Universal  table  , 
with  mobile  foot  control  and  other  exclusive 
features,  the  new  low-priced  Bantam  Bovie 
for  office  electrosurgery,  the  popular  Castle 
Number  8 Light  and  the  Castle  “777”  Speed- 
Clave  for  simple,  trouble-free  sterilization. 

A.  H.  Robins  Company,  Inc.,  Richmond, 
Virginia  (Booth  B-125).  Welcome  to  the  con- 
vention, Doctor,  from  the  A.  H.  Rohins  Com- 
pany. We  hope  you  can  stop  at  our  display  for 
a moment.  The  representatives  there  will  be 
happy  to  answer  any  questions  you  may  have 
about  our  products  and  explain  their  advantages. 

Roche  Laboratories,  Division  of  Hoffmann- 
LaRoche,  Inc.,  Nutley,  New  Jersey  (Booth  , 
E-3),  will  feature  Librium,  a therapeutic  agent 
for  superior,  safer,  faster  control  of  nervousness, 
anxiety,  tension,  and  other  common  emotional 
disturbances  without  the  dulling  effect  or  de- 
pressant action  of  the  tranquUizers, 
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J.  B.  Roerig  & Company,  New  York  City 
(Booth  E-43),  will  welcome  members  of  the 
medical  profession  at  the  company’s  exhibit  of 
leading  specialties  and  new  products.  Repre- 
sentatives wiU  be  in  attendance  to  answer  any 
questions  you  may  have.  Roerig  recently  intro- 
duced a number  of  new  products  which  repre- 
sentatives at  the  exhibit  will  describe  and  give 
information  on  the  results  of  clinical  reports. 


William  H.  Rorer,  Inc.,  Fort  Washington, 
Pennsylvania  (Booth  E-40).  Featured  will  be 
Ananase  tablets,  a new  oral  fibrin-depolymeriz- 
ing  (proteolytic)  enzyme  from  vegetable  origin, 
and  Maalox,  a pleasant-tasting  nonconstipating 
antacid  in  suspension,  tablets  no.  1 and  tablets 
no.  2.  Representatives  will  gladly  answer 
questions  concerning  Rorer  products. 


Sanborn  Company,  Waltham,  Massachusetts 
(Booth  F-81).  The  new  Sanborn/Frommer  cell 
counter  as  well  as  new  electrocardiographs  of 
advanced  design  and  function,  together  with  the 
latest  models  of  other  instruments  for  diagnostic 
use,  will  be  displayed  and  demonstrated  at  the 
Sanborn  Company  booth.  Demonstrations 
and/or  data  also  will  be  available  on  Sanborn 
instruments  for  biophysical  research,  single  and 
multichannel  recording  systems,  monitoring 
oscilloscopes,  and  physiologic  transducers. 
Qualified  Sanborn  representatives  will  be  pleased 
to  answer  questions  and  assist  you  with  techni- 
cal problems. 


Sandoz  Pharmaceuticals,  Division  of  San- 
doz,  Inc.,  Hanover,  New  Jersey  (Booth  E-55), 
cordially  invite  you  to  visit  our  booth  where  we 
are  featuring  Sansert,  Mellaril,  Cafergot  PB, 
and  Fiorinal.  Any  of  our  representatives  in 
attendance  will  gladly  answer  questions  about 
these  and  other  Sandoz  products. 


Sardeau,  Inc.,  New  York  City  (Booth  E-32), 
will  feature  Sardo,  the  original,  exclusive- 
formula  bath  additive  oil,  which  effectively  re- 
lieves dryness  and  itching  associated  with 
eczematoid,  atopic,  contact  and  soap  dermatitis, 
senile  pruritus,  diabetic  dry  skin,  and  so  forth; 
lubricates,  softens,  and  helps  conserve  skin  oils 
and  moisture.  Literature  and  samples  will  be 
distributed  on  Sardo  bath  oil  and  on  Sardoettes, 
disposable  compresses  impregnated  with  Sardo, 
for  local  application. 

W.  B.  Saunders  Company,  Philadelphia, 
Pennsylvania  (Booth  F-72).  New  Saunders 
books  since  last  year’s  medical  meeting  include; 
1963  Current  Therapy;  Bockus:  Gastro-enter- 

ology;  Lynch  et  al.:  Medical  Laboratory  Tech- 
nology; Warran:  Surgery;  Bland;  Fluid 

Balance;  Meares:  Management  of  the  Anxious 

Patient;  Davidsohn  and  Wells:  Todd-Sanford’s 
Laboratory  Diagnosis;  Lahey  Clinic;  Surgical 
Practice  of  the  Lahey  Clinic;  and  Anson:  Atlas 
of  Human  Anatomy. 


V)  jlCi 


Sobering  Corporation,  Bloomfield, 
New  Jersey  (Booths  B-117  and  B-118). 
To  encourage  better  communication 
between  visiting  physicians  and  Scher- 
ing,  we  are  providing  a “Doctor  to 
Doctor”  center  hosted  by  Sobering 
physicians.  Yom  are  invited  to  come 
in  to  meet  oiu:  physicians  and  discuss  areas  of 
mutual  interest.  The  center  will  depict  high- 
lights of  Schering’s  medical  service  programs, 
including  Sobering  aids  to  professional  practice, 
the  Sobering  medical  film  library,  and  the 
Sobering  program  for  the  medical  humanities. 
In  the  technical  exhibit.  Sobering  professional 
representatives  are  present  to  discuss  the  latest 
information  on  therapy  with  important  new 
Sobering  products. 


Julius  Schmid,  Inc.,  New  York  City  (Booth 
E-54).  An  interesting  and  informative  exhibit 
will  feature  Immolin  Vaginal  Cream-Jel  for  use 
without  a diaphragm;  Ramses  flexible  cush- 
ioned and  Bendex  diaphragms;  Ramses  vaginal 
jelly;  Vagisec  liquid  and  Vagisec  plus  jelly  and 
suppositories  for  vaginal  trichomoniasis  therapy; 
and  XXXX  (Fourex)  skin  condoms,  Ramses, 
Sheik,  and  Sheik  lubricated  rubber  condoms  for 
the  control  of  trichomonal  reinfection. 


The  Scholl  Mfg.  Company,  Inc.,  Chicago, 
Illinois  (Booth  F-71),  will  feature  Tubegauz 
and  other  double  seal  surgical  dressings  manu- 
factured by  the  Surgical  Division  of  the  SchoU 
Mfg.  Co.,  Inc.  Registered  nurses  will  be  in 
attendance  to  demonstrate  these  products  and 
answer  any  questions  about  application  and 
uses.  Product  information  circulars  and  cata- 
logs will  be  available. 

G.  D.  Searle  & Company,  Chicago,  Illinois 
(Booth  B-123).  Your  are  cordially  invited  to 
visit  the  Searle  booth  where  our  representatives 
will  be  happy  to  answer  any  questions  regarding 
Searle  products  of  research. 


Seven-Up  Developers  of  New  York  State, 
New  York  City  (Booth  B-140).  The  Seven-Up 
booth  at  the  157th  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New  York  will 
have  the  latest  Seven-Up  dispensing  equipment 
on  display.  A “fresh-up”  break  can  be  enjoyed 
by  all  members  and  guests  when  they  stop  at 
this  booth.  The  Seven-Up  booth  will  be  staffed 
with  two  supervisors  at  all  times  to  answer  any 
questions  in  relation  to  Seven-Up’s  high  quality 
control  methods  and  any  other  questions  perti- 
nent to  the  medical  profession. 

Sherman  Laboratories,  Detroit,  Michigan 
(Booth  F-76),  will  feature  Elixophyllin.  More 
air  for  your  asthmatic  patients  is  provided  faster 
with  Elixophyllin,  which  has  sustained  action: 
twenty-four-hour  bronchodilation  with  dosage 
every  eight  hours;  clinically  proved  by  25 
published  studies.  Severe  attacks  are  termi- 
nated in  ten  to  twenty  minutes.  Get  a plastic 
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bottle  for  your  bag  at  our  booth.  Reprints  are 
also  available,  sent  to  your  office  on  request. 

Social  Security  Administration,  Depart- 
ment of  Health,  Education,  and  Welfare, 
New  York  City  (Ballroom  Foyer). 

E.  R.  Squibb  & Sons,  New  York  City  (Booth 
E-4),  has  long  been  a leader  in  development  of 
new  therapeutic  agents  for  the  prevention  and 
treatment  of  disease.  The  results  of  our  diligent 
research  are  available  to  the  medical  profession 
in  new  products  or  improvements  in  products 
already  marketed.  We  are  pleased  to  present 
up-to-date  information  on  these  advances  for 
your  consideration. 

Standard  Brands  Incorporated,  New  York 
City  (Ballroom  Foyer),  present  their  special 
margarines.  Fleishmann’s  100  per  cent  corn  oil 
margarines,  lightly  salted  and  unsalted  (for  low 
sodium  diets).  Both  products  contain  almost 
one  full  cup  of  liquid  corn  oil  per  pound  and 
exceed  the  requirements,  established  by  the 
Council  on  Foods  and  Nutrition  of  the  American 
Medical  Association  and  by  the  American 
Heart  Association,  for  an  acceptable  margarine 
for  use  in  diets  to  lower  serum  cholesterol. 
Representatives  will  be  happy  to  make  litera- 
ture available  and  answer  technical  questions. 

The  Stuart  Company,  Pasadena,  California 
(Booth  B-103).  A cordial  invitation  is  extended 
to  all  members  and  guests  attending  this  meet- 
ing to  visit  the  Stuart  Company  booth.  Espe- 
cially-trained representatives  will  be  in  attend- 
ance to  answer  your  questions  on  new  products, 
developed  in  our  modern  laboratories,  which 
have  particular  interest  for  the  medical  profes- 
sion. Products  featured  are  Mylanta,  Stuart 
Prenatal  and  Stuart  Prenatal-F,  and  Mulvidren 
and  Mulvidren-F. 

Tara-San,  Limited,  New  York  City  (Booth 
E-29). 

Thermo-Fax  Sales,  Inc.,  New  York  City 
(Booth  F-79).  Whatever  your  business  or 
paperwork  problems,  the  amazing  Thermo-Fax 
copying  machine  wLU  save  you  time  and  money. 
It’s  now  much  more  than  a copying  machine,  it 
is  the  most  practical  piece  of  business  equipment 
found  in  an  office.  The  same  machine  also 
laminates  to  protect  and  beautify  business 
papers;  it  makes  instant  electrical  statements  in 
four  seconds;  it  gives  you  2 cent  bondweight 
system  copies;  it  produces  gummed  mailing 
labels;  it  makes  sharp  bright  transparencies 
ready  to  project.  Thermo-Fax  does  all  of  these 
business  applications  in  seconds,  on  one  ma- 
chine. 

M.  R.  Thompson,  Inc.,  New  York  City 
(Booth  E-15).  Nikoban  pastilles,  a new  smok- 
ing deterrent,  will  be  presented  for  the  first  time 
at  the  M.  R.  Thompson  booth.  Nikoban  now 


enables  the  physician  to  control  the  smoking 
habits  of  those  patients  who  for  medical  reasons 
should  either  eliminate  or  cut  down  smoking. 
Literature  and  clinical  trial  supplies  of  this 
vitally  needed  new  antismoking  product  will  be 
presented  gladly  by  the  M.  R.  Thompson  repre- 
sentatives. 

U.S.  Hospital  Supply  Corporation,  New 
York  City  (Booth  B-141).  We  cordially  invite 
you  to  visit  our  booth  and  see  our  new  concept 
of  examining  room  equipment  fabricated  of 
formica,  modular  wall  cabinets,  and  formica 
examining  tables.  See  our  new  portable  lumi- 
scribe  electrocardiograph  which  will  take  12 
leads  within  one  minute  by  means  of  instantane- 
ous selector.  See  many  other  new  items,  such 
as  our  photomotograph. 

United  Medical  Service,  Inc.,  New  York  City 
(Booth  E-18),  presents  a vivid,  graphic  display 
of  how  Greater  New  York’s  Blue  Shield,  with 
the  support  of  the  medical  profession  and 
through  the  cooperation  and  contributions  of 
thousands  of  individual  physicians  in  private 
practice,  enables  over  5,000,000  New  Yorkers  to 
have  the  finest  medical  care  available  within  the 
traditions  of  free  choice  and  voluntary  prepay- 
ment. Representatives  will  be  on  hand  to  dis- 
cuss specific  aspects  of  the  Greater  New  York 
Blue  Shield  program. 

The  Upjohn  Company,  Kalamazoo,  Michigan 
(Booth  F-82).  Professional  representatives  of 
The  Upjohn  Company  are  eager  to  contribute 
to  the  success  of  your  meeting.  We  will  be  there 
to  discuss  with  you  products  of  Upjohn  research 
that  are  designed  to  assist  you  in  the  practice  of 
your  profession.  We  solicit  your  inquiries  and 
comments. 

U.S.  Vitamin  & Pharmaceutical  Corpora- 
tion, New  York  City  (Booth  E-48).  Arlidin, 
unique  vasodilator-vasorelaxant,  will  be  on  dis- 
play. Arlidin  increases  blood  flow  to  ischemic 
areas  of  the  brain,  eye,  inner  ear,  and  the 
extremities,  and  provides  sustained  relief  of 
pain,  ache,  spasm,  and  intermittent  claudica- 
tion. It  is  indicated  in  arteriosclerosis  obUt- 
erans,  thromboangiitis  obliterans,  diabetic 
atheromatosis,  night  leg  cramps,  ischemic  ulcers, 
Raynaud’s  syndrome,  thrombophlebitis,  and 
cold  feet,  legs,  and  hands.  Product  brochures 
and  other  pertinent  literature  will  be  available. 

Walker  Laboratories,  Inc.,  Mount  Vernon, 
New  York  (Booth  E-67).  Uticon,  a potent  new 
enzyme-vitamin  complex  to  promote  weight 
gain  in  the  undernourished  through  protein 
utilization,  will  be  featured  at  the  Walker 
exhibit.  Uticon  enhances  nitrogen  retention 
and  promotes  tissue  building  without  steroids. 

Wallace  Laboratories,  Cranbury,  New  Jersey 
(Booth  E-56),  will  feature  information  on 
Capla,  a new  kind  of  drug  for  the  treatment  of 
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hypertension.  Capla  acts  specifically  on  the 
brain  centers  that  control  blood  pressure,  rather 
than  indirectly  or  peripherally  as  do  older  anti- 
hypertensives. It  has  proved  nontoxic  in  clini- 
cs use,  and  side-effects  are  limited  to  occasional 
cases  of  drowsiness,  usually  transient  in  nature. 

Warner-Chilcott  Laboratories,  Morris 
Plains,  New  Jersey  (Booth  B-137),  will  featvire 
Papase,  the  first  anti-inflammatory  enzyme  of 
plant  origin  with  clinical  efficacy  consistently 
demonstrated  in  double-blind  studies,  which 
speeds  up  the  normal  physiologic  processes  of 
healing  whenever  inflammation  and  edema  are 
part  of  the  clinical  picture.  The  unique  trioral 
tablet  may  be  chewed,  swallowed,  or  taken 
buccally  with  equal  therapeutic  effectiveness. 
Also  featured  will  be  Peritrate,  for  the  patient 
with  coronary  artery  disease,  with  or  without 
angina.  Peritrate  increases  myocardial  blood 
flow  and  oxygen  supply  safely,  with  no  signifi- 
cant change  in  blood  pressure,  cardiac  output, 
or  pulse  rate. 

The  Warren-Teed  Products  Company, 
Columbus,  Ohio  (Booth  E-42),  will  feature 
Chymolase,  an  aqueous  sterile  solution  of 
chymotrypsin  (5,000  Warren-Teed  units  per  cc. 
and  50  mg.  gelatin  per  cc.)  for  the  relief  of  local 
inflammation  and/or  edema.  Also  featured  will 
be  Kaon,  an  extremely  palatable  oral  potassium. 

Westwood  Pharmaceuticals,  Buffalo,  New 
York  (Booth  E-57),  invite  physicians  to  stop  by 
their  booth  to  discuss  their  unique  dermatologic 
products:  Fostex  cream,  Fostex  cake,  Lowila 

emollient,  Lowila  cake,  Sebulex,  Fostril,  and 
Alpha-Keri.  These  products  are  particularly 
suitable  for  personal  use  by  physicians  and  their 
families  who  may  be  plagued  with  dandruff, 
acne,  dry  and  itchy  skin,  and  sensitivities  to 
soap.  Register,  so  that  we  may  send  prescrip- 
tion units  to  your  home. 

White  Laboratories,  Kenilworth,  New  Jersey 
IBooth  B-101).  This  exhibit  features  Permitil 


Chronotab  tablets  (brand  of  repeat-action 
tablets  of  fluphenazine  dihydrochloride). 
Permitil  Chronotab  tablets  provide  uninter- 
rupted, day-long  control  of  anxiety  symptoms. 

Winthrop  Laboratories,  New  York  City 
(Booth  E-39),  cordially  invite  you  to  visit  our 
booth  at  which  we  are  planning  to  feature  the 
following  products:  Winstrol,  the  new  com- 

plete “physiotonic”  for  the  underweight,  the 
weak,  and  the  debilitated,  builds  body  tissue, 
confidence,  and  alertness;  Winstrol  is  highly 
active  orally,  simple  to  administer,  and  suitable 
for  prolonged  therapy  in  most  cases.  Also: 
Trancogesic,  well-tolerated  analgesic,  tran- 
quilizer, and  muscle  relaxant  that  is  particularly 
effective  for  tension  headaches,  low  back  pain, 
and  arthritic  pain. 

W.T.S.  Pharmaceuticals,  Division  of  Wal- 
lace & Tiernan,  Inc.,  Rochester,  New  York 
(Booth  E-8)  will  feature  the  following  products: 
Desenex,  the  most  widely  prescribed  fungicide 
used  in  the  prevention  and  treatment  of 
athlete’s  foot  and  other  superficial  fungous  in- 
fections of  the  skin,  and  Caldesene,  which  pro- 
vides a lubricating  and  emollient  film  which  is 
effective  in  the  prevention  or  treatment  of  diaper 
rash  and  minor  skin  irritations. 

F.  E.  Young  and  Company,  Chicago,  Illinois 
(Booth  E-11),  will  exhibit  Young’s  dilators, 
PSP  test  set.  Young’s  albumin  test  and  Jen-i-sol 
ointment.  Young’s  dilators  are  used  in  the 
treatment  and  prevention  of  contracted  anus 
particularly  following  hemorrhoidectomy,  con- 
stipation, congenital  stricture,  prolapse,  dys- 
menorrhea, dyspareunia,  perineal  dissection, 
and  repair  following  delivery. 

D.  Zenilman  Company,  New  York  City 
(Booth  E-68),  win  exhibit  a complete  line  of 
educational  reading  material  for  children  suit- 
able for  the  reception  room.  Also  included  in 
this  exhibit  will  be  a complete  and  exciting  dis- 
play of  “give-a-way’s”  for  children  uniquely 
called  “Toy  Tranquilizers.” 
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Do  You  Have  Your  Hotel  Reservation  for  the 
Annual  Convention? 


If  you  do  not  now  have  a confirmed  hotel  reservation  in  New  York  City  for 
the  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York, 
May  13  to  May  17,  1963,  at  the  Statler  Hilton  Hotel,  please  fill  out  and  mail 
the  form  at  the  bottom  of  this  page  and  send  it  directly  to  the  Statler 
Hilton. 

Should  your  request  be  received  after  the  five  hundred  rooms  set  aside  for 
the  Society  at  the  Statler  Hilton  have  been  assigned,  your  reservation  will 
be  turned  over  to  one  of  the  hotels  in  the  neighborhood.  Confirmation  will 
come  to  you  direct  from  the  hotel  making  the  accommodation. 

If  you  do  not  use  the  form  below,  please  be  sure  to  identify  yourself  as  a 
physician  when  writing  regarding  reservations.  This  will  insure  proper 
attention  to  your  request. 

Waring  Willis,  M.D.,  Secretary 


All  Reservations  Must  be  Received  by  April  30 

157th  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York,  May  13  to  17,  1963 


Front  Office  Manager 

Statler  Hilton,  New  York  1,  New  York 

Please  reserve  accommodations  as  checked  (V)  below: 

Name  {Please  print) 

Address 

City Zone State 

(Unless  requested  otherwise,  we  will  hold  your  reservation  only  until  6 p.m.  of  the  day  of  your 
arrival.) 


Date  arriving Hour a.m p.m. 


Room  and  Bath  for  one — per  day 

8.00D 

ll.OOD 

12.00D 

i3.oon 

14.00D 

15.00D 

le.OOD 

17.00D 

18.00D 

Double-Bed  Room  with  Bath  for  two — per  day 

HOOD 

13.00D 

14.00D 

15.00D 

16.00D 

17,00D 

is.oon 

19.00D 

20 . 00  □ 
21.00D 

22,00n 

Twin-Bed  Room  with  Bath  for  two — per  day 

15.00D 

le.oon 

is.oon 

19.00D 

20.00n 

21.00D 

22,00n 

24.00D 

25.00D 

Suite — Living  Room,  Bed  Room  and  Bath 

36.00n 
43 . 00  □ 

45 . 00 □ 
47  OOD 

More  Than  Two  Persons  in  One  Room:  For  each  additional  person 
Room,  the  extra  charge  is  $4.00  per  day. 

in  Double- 

or  Twin-Bed 

If  a room  at  the  rate  requested  is  unavailable,  reservation  will  be  made  at  the  next  available  rate. 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

House  of 
Delegates 

May  13  through  16,  1963 
Statler  Hilton,  New  York  City 


Schedule  of  Sessions 977 

Order  of  Business 978 

Members  of  House 979 

Reference  Committees 982 

Resume  of  I nstructions  from  1962 
House  and  Actions  Thereon 984 

Annual  Reports  to  House 989 

Additional  Annual  Reports 


see  April  15  issue 


Monday,  May  13,  1963 


Opening  Session 10:00  a.m. 

Reference  Committees 2:00  p.m. 

Tuesday,  May  14,  1963 

Second  Session  (for  introduction 

of  resolutions  only) 9:30  a.m. 

Reference  Committees 10:00  a.m. 

Reference  Committees 2:00  p.m. 

Wednesday,  May  15, 1963 

Third  Session 9:00  a.m. 

Fourth  Session 2:00  p.m. 

Thursday,  May  16,  1963 

Fifth  Session 9:00  a.m. 


Schedule 

of 

Sessions 
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According  to  the  Bylaws,  Chapter  II,  Section 
7,  the  following  shall  be  the  order  of  business  at 
the  sessions  of  the  House  of  Delegates: 


Order  of 

1. 

Calling  the  meeting  to  order. 

2. 

Invocation. 

Business 

3. 

National  Anthem. 

4. 

Report  of  Reference  Committee  on 
Credentials. 

5. 

Report  by  the  secretary  as  to  the 
presence  or  absence  of  a quorum. 

6. 

Remarks  by  the  speaker. 

7. 

Reading  the  minutes  of  the  previous 
meeting  by  title. 

8. 

Report  of  the  president. 

9. 

Address  of  the  president-elect. 

10. 

Report  of  the  Judicial  Council. 

11. 

Report  of  the  Council. 

12. 

Report  of  the  secretary. 

13. 

Report  of  the  treasurer. 

14. 

Report  of  the  Board  of  Trustees. 

15. 

Reports  of  district  branches  by  district 
delegates. 

16. 

Reports  of  special  committees. 

17. 

Reports  of  reference  committees. 

18. 

Unfinished  business. 

19. 

New  Business. 

20. 

Adjournment. 
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1963  HOUSE  OF  DELEGATES 


Members 


The  following  pages  contain  a complete  list  of  the  members  of  the  1963 
House  of  Delegates  of  the  Medical  Society  of  the  State  of  New  York. 


Officers  1962-1963 

President — Joseph  A.  Lane,  Monroe 
President-Elect — William  L.  Wheeler,  Jr.,  New 
York 

Vice-President — John  F.  Kelley,  Oneida 
Secretary — Waring  Willis,  Westchester 
Assistant  Secretary — Ezra  A.  WolfiF,  Queens 
Treasurer — Maurice  J.  Dattelbaum,  Kings 
Assistant  Treasurer — Samuel  Z.  Freedman, 

New  York 

Speakei — Frederick  A.  Wurzbach,  Jr.,  Bronx 
V ice- Speaker — E.  Dean  Babbage,  Erie 

Councillors 

Term  Expires  1963 
Gerald  D.  Dorman,  New  York 
Edward  C.  Hughes,  Onondaga 
Alfred  P.  Ingegno,  Kings 
Raymond  S.  McKeeby,  Broome 
Term  Expires  1964 
Harold  F.  Brown,  Erie 
George  A.  Burgin,  Herkimer 
John  C.  McClintock,  Albamy 
Joseph  G.  Zimring,  Nassau 
Term  Expires  1965 
James  M.  Blake,  Schenectady 
Charles  M.  Brane,  Westchester 
William  T.  Boland,  Chemung 
George  J.  Lawrence,  Jr.,  Queens 

Trustees 

Frederic  W.  Holcomb,  Ulster,  Chairman 

J.  Stanley  Kenney,  New  York 

John  M.  Galbraith,  Nassau 

Leo  E.  Gibson,  Onondaga 

Norman  S.  Moore,  Tompkins 

Renato  J.  Azzari,  Bronx 

Thurman  B.  Givan,  Kings 

Past  Presidents 

1923-1924 — Orrin  Sage  Wightman,  New  York 
1932-1933 — Chas.  Gordon  Heyd,  New  York 
1934-1935 — Arthur  J.  Bedell,  Albany 
1944-1945 — Herbert  H.  Bauckus,  Erie 
1947-1948 — Louis  H.  Bauer,  Nassau 

1950- 1951 — Carlton  E.  Wertz,  Erie 

1951- 1952 — J.  Stanley  Kenney,  New  York 

1952- 1953 — Edward  T.  Wentworth,  Monroe 

1953- 1954 — Andrew  A.  Eggston,  Westchester 

1955- 1956 — Renato  J.  Azzari,  Bronx 

1956- 1957 — James  Greenough,  Otsego 

1957- 1958 — Thurman  B.  Givan,  Kings 


1958- 1959 — Leo  E.  Gibson,  Onondaga 

1959- 1960 — Henry  I.  Fineberg,  Queens 

1960- 1961 — Norman  S.  Moore,  Tompkins 

1961- 1962 — John  M.  Galbraith,  Nassau 

Commissioner,  New  York  State 
Department  of  Health 

Hollis  S.  Ingraham,  Albany 

District  Delegates 

{Elected  Delegates  of  District  Branches) 

First — Joseph  F.  Shanaphy,  Richmond 
Second — Albert  M.  Biglan,  Suffolk 
Third — Lee  R.  Tompkins,  SuUivan 
Fourth — Milton  J.  Greenberg,  Washington 
Fifth — Arthur  F.  Gaffney,  Oneida  4 
Sixth — Norman  C.  Lyster,  Chenango 
Seventh — -Milton  Tully,  Steuben 
Eighth — Clyde  L.  Wilson,  Chautauqua 
Ninth — Maxwell  Gosse,  Dutchess 

Section  Delegates 

{Delegates  from  Scientific  Sections) 

Allergy — Murray  Dworetzky,  New  York 
Anesthesiology — Victor  J.  Tofany,  Monroe 
Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Dermatology  and  Syphilology — Royal  M.  Mont- 
gomery, New  York 

Gastroenterology  and  Proctology — Victor  W. 
Logan,  Monroe 

General  Practice — Lawrence  Ames,  Kings 
Industrial  Medicine  and  Surgery — Raymond  J. 
Murray,  Nassau 

Medical-Legal  and  Workmen’s  Compensation 
Matters — Herbert  Lansky,  Erie 
Medicine — Walter  T.  Zimdahl,  Erie 
Neurology  and  Psychiatry — Murray  E.  Mar- 
gulies,  Kings 

Obstetrics  and  Gynecology — Robert  E.  L.  Nes- 
bitt, Jr.,  Onondaga 

Ophthalmology — James  I.  Farrell,  Oneida 
Orthopedic  Surgery — Frederick  Lee  Liebolt, 

New  York 

Otolaryngology — John  F.  Daly,  New  York 
Pathology , Clinical  Pathology,  and  Blood  Bank- 
ing— John  J.  Clemmer,  Albany 
Pediatrics — Harry  R.  Litchfield,  Kings 
Physical  Medicine  and  Rehabilitation — Henry 
Fleck,  Bronx 

Preventive  Medicine  and  Public  Health — Theo- 
dore Rosenthal,  New  York 
Radiology — Frank  J.  Borrelli,  New  York 
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Space  Medicine — Constantine  D.  J.  Generales, 
New  York 

Surgery — Harold  G.  Barker,  New  York 
Urology — E.  Craig  Coats,  New  York 

Delegates  from  Component  County 
Medical  Societies 

Albany  (4) 

H.  John  Mellen,  Albany 
James  A.  Moore,  Albany 
Joseph  J.  Russo,  Albany 
Francis  A.  Stephens,  Albany 

Allegany  (1) 

Irwin  Felsen,  Wellsville 

Bronx  (12) 

Carl  R.  Ackerman,  Bronx 
Joseph  P.  Alvich,  Bronx 
Herbert  G,  Cohen,  Bronx 
Walter  Einhorn,  Bronx 
Jerome  B.  Flynn,  Bronx 
Leonard  L.  Heimoflf,  Bronx 
George  A.  Howley,  Bronx 
Frank  LaGattuta,  Bronx 
Samuel  Leo,  Bronx 
Samuel  Lieberman,  Bronx 
Thomas  F.  McCarthy,  Bronx 
Samuel  Wagreich,  Bronx 

Broome  (3) 

George  C.  Hamilton,  Binghamton 
John  A.  Kalb,  Endicott 
Jason  K.  Moyer,  Binghamton 

Cattaraugus  (1) 

Maurice  G.  Sheldon,  Glean 

Cayuga  (1) 

Bernard  J.  Hartnett,  Auburn 

Chautauqua  (2) 

Herbert  A.  Laughlin,  Westfield 
Garra  L.  Lester,  Chautauqua 

Chemung  (2) 

R.  Scott  Howland,  Elmira 
Swen  L.  Larson,  Elmira 

Chenango  (1) 

Thomas  M.  Flanagan,  Norwich 
Clinton  (1) 

Edward  Siegel,  Plattsburgh 

Columbia  (1) 

Carl  G.  Whitbeck,  Hudson 

Cortland  (1) 

George  F.  Nevin,  Cortland 

Delaware  (1) 

Philip  J.  Hust,  Sidney 

Dutchess  (3) 

Bert  A.  Kanwit,  Poughkeepsie 
John  Frederick  Rogers,  Poughkeepsie 
George  T.  C.  Way,  Poughkeepsie 

Erie  (8) 

Antonio  F.  Bellanca,  Buffalo 
John  C.  Brady,  Buffalo 
Thomas  S.  Bumbalo,  Buffalo 
Max  Cheplove,  Buffalo 
Kenneth  H.  Eckhert,  Buffalo 


Eugene  J.  Hanavan,  Buffalo 
John  D.  Naples,  Buffalo 
Clarence  A.  Straubinger,  Buffalo 

Essex  (1) 

James  E.  Glavin,  Port  Henry 
Franklin  (1) 

Alfred  A.  Hartmann,  Malone 
Fulton  (1) 

Joseph  J.  Thompson,  Gloversville 
Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

Edwin  G.  Mulbury,  Windham 
Herkimer  (1) 

Harold  T.  Golden,  Herkimer 
Jefferson  (1) 

James  L.  Harrington,  Watertown 
Kings  (22) 

George  E.  Anderson,  Brooklyn 
Louis  Berger,  Brooklyn 
Matthew  Brody,  Brooklyn 
Leo  S.  Drexler,  Brooklyn 
David  Farber,  Brooklyn 
John  J.  Flynn,  Brooklyn 
David  Kershner,  Brooklyn 
Arthur  E.  Lamb,  Brooklyn 
Warren  A.  Lapp,  Brooklyn 
Harry  S.  Lichtman,  Brooklyn 
Charles  H.  Loughran,  Brookl5m 
Charles  F.  McCarty,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  Brooklyn 
John  G.  Masterson,  Brooklyn 
Irving  M.  PaUin,  Brooklyn 
Louis  PeUman,  Brooklyn 
Solomon  Schussheim,  Brooklyn 
Abraham  D.  Segal,  Brooklyn 
Milton  B.  Spiegel,  Brooklyn 
Julius  E.  Stolfi,  Brooklyn 
Vincent  J.  Tesoriero,  Brooklyn 
Leslie  H.  Tisdall,  Brooklyn 

Lewis  (1) 

Earle  E.  Barnes,  Jr.,  Lowville 

Livingston  (1) 

Melville  A.  Hare,  Caledonia 

Madison  (1) 

Felix  Ottaviano,  Oneida 

Monroe  (6) 

Hobart  L.  Boyd,  Rochester 
Lynn  R.  Callin,  Rochester 
Merle  D.  Evans,  Rochester 
A.  Gordon  Ide,  Rochester 
Donovan  M.  Jenkins,  Webster 
Charles  R.  Mathews,  Rochester 

Montgomery  (1) 

Roman  R.  Violyn,  Amsterdam 

Nassau  (9) 

Jeff  J.  Coletti,  Old  Westbury 
Ralph  S.  Emerson,  Roslyn  Heights 
Leo  T.  Flood,  Hempstead 
Abraham  W.  Freireich,  Malverne 
E.  Kenneth  Horton,  Rockville  Centre 
Harvey  L.  Myers,  Cedarhurst 
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Robert  Park,  Jr.,  Garden  City 
Reginald  R.  Steen,  Hempstead 
Paul  H.  Sullivan,  Great  Neck 

New  York  (25) 

Philip  D.  Allen,  New  York  City 
Michael  C.  Armao,  New  York  City 
Norton  S.  Brown,  New  York  City 
Samuel  B.  Burk,  New  York  City 
May  E.  Chinn,  New  York  City 
William  A.  Cooper,  New  York  City 
C.  Joseph  Delaney,  New  York  City 
James  H.  Ewing,  New  York  City 
William  W.  Field,  New  York  City 
Carl  Goldmark,  Jr.,  New  York  City 
August  H.  Groeschel,  New  York  City 
Keith  O.  Guthrie,  Jr.,  New  York  City 
John  E.  Hammett,  New  York  City 
Milton  Helpern,  New  York  City 
George  Hinder,  New  York  City 
W.  Graham  Knox,  New  York  City 
Ely  Elliott  Lazarus,  New  York  City 
Julia  V.  Lichtenstein,  New  York  City 
David  Lyall,  New  York  City 
Ira  A.  McCown,  New  York  City 
Bernard  J.  Pisani,  New  York  City 
William  B.  Rawls,  New  York  City 
Guy  F.  Robbins,  New  York  City 
Albert  M.  Schwartz,  New  York  City 
Maus  W.  Stearns,  Jr.,  New  York  City 

Niagara  (2) 

Joseph  A.  D’Errico,  Niagara  Falls 
Harvey  Braden  Fitz-Gerald,  Lockport 

Oneida  (3) 

Clarke  T.  Case,  Utica 
Robert  H.  Cross,  Utica 
Anthony  G.  Jarosewicz,  Utica 

Onondaga  (5) 

Robert  J.  Collins,  Syracuse 
Irving  L.  Ershler,  Syracuse 
Robert  F.  McMahon,  Syracuse 
William  E.  Pelow,  Syracuse 
W.  Walter  Street,  Syracuse 

Ontario  (2) 

Robert  M.  Price,  Clifton  Springs 
Philip  M.  Standish,  Canandaigua 

Orange  (3) 

Allen  H.  Keniston,  Port  Jervis 
William  S.  Montgomery,  Newburgh 
John  D.  VanZandt,  Tuxedo 

Orleans  (1) 

Angelo  F.  Leone,  Medina 
Oswego  (1) 

Kent  W.  Jarvis,  Oswego 
Otsego  (1) 

John  W.  Latcher,  Oneonta 
Putnam  (1) 

Garrett  W.  Vink,  Carmel 
Queens  (13) 

Alfred  A.  Angrist,  Beechhurst 
Sol  Axelrad,  Woodhaven 
Monroe  M.  Broad,  Jamaica 
Thomas  M.  d’Angelo,  Flushing 


Albert  H.  Douglas,  Jamaica 
Harry  H.  Epstein,  Jamaica 
Frank  W.  FarreU,  Flushing 
Irving  G.  Frohman,  Rockaway  Beach 
Jerome  L.  Leon,  Forest  Hills 
John  Edward  Lowry,  Flushing 
Charles  C.  Mangi,  Woodhaven 
Kurt  Rosenberg,  Long  Island  City 
Tobias  M.  Watson,  Jackson  Heights 

Rensselaer  (2) 

Allen  Gifford,  Troy 
John  J.  Squadrito,  Troy 

Richmond  (3) 

Walter  T.  Heldmann,  Staten  Island 
Frederic  D.  Regan,  Staten  Island 
Robert  E.  Wolkwitz,  Staten  Island 

Rockland  (3) 

James  Alva  Dingman,  New  City 
George  Gordon  Knight,  Piermont 
Michael  P.  Lefkowitz,  Pearl  River 

St.  Lawrence  (1) 

William  R.  Carson,  Potsdam 

Saratoga  (1) 

Webster  M.  Moriarta,  Saratoga  Springs 

Schenectady  (3) 

Raymond  J.  Byron,  Schenectady 
John  L.  Clowe,  Schenectady 
Philip  Parillo,  Schenectady 

Schoharie  (1) 

John  H.  Wadsworth,  CobleskUl 
Schuyler  (1) 

Fritz  Landsberg,  Watkins  Glen 
Seneca  (1) 

Stanley  B.  Folts,  Interlaken 
Steuben  (2) 


Suffolk  (5) 

Earl  W.  Douglas,  West  Islip 
Melville  G.  Rosen,  Deer  Park 
John  L.  Sengstack,  Huntington 
Charles  W.  Shlimbaum,  Bay  Shore 
Sol  Shlimbaum,  Bay  Shore 

Sullivan  (1) 

Sirkka  E.  Vuornos,  Liberty 
Tioga  (1) 

John  H.  Jakes,  Candor 

Tompkins  (1) 

C.  Stewart  Wallace,  Ithaca 

Ulster  (2) 

Eugene  F.  Galvin,  Rosendale 
Edward  F.  Shea,  Kingston 

Warren  (1) 

Morris  Maslon,  Glens  Falls 

Washington  (1) 

Walter  S.  Bennett,  Granville 

Wayne  (1) 

Joseph  J.  Kaufman,  Newark 

Westchester  (8) 

Arthur  H.  Diedrick,  Port  Chester 
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John  N.  Dill,  Yonkers 
Harold  J.  Dunlap,  New  Rochelle 
Reid  R.  Heffner,  New  Rochelle 
Thomas  G.  Jaleski,  New  Rochelle 
James  M.  Jones,  Bronxville 
Wallace  M.  Sheridan,  White  Plains 


Wyoming  (1) 

Yates  (1) 

John  A.  Hatch,  Penn  Yan 


1963  HOUSE  OF  DELEGATES 

Reference  Committees 


Credentials 

Garra  Lester,  Chautauqua,  Chairman 
Sol  Axelrad,  Queens 
Herbert  G.  Cohen,  Bronx 
James  Alva  Dingman,  Rockland 
John  F.  Rogers,  Dutchess 

Reports  of  Officers  A 

President 

President-Elect 

Secretary 

Executive  Vice-President 
William  R.  Carson,  St.  Lawrence,  Chairman 
Jeff  J.  Coletti,  Nassau 
Arthur  H.  Diedrick,  Westchester 
Edward  Siegal,  Clinton 

Milton  Tully,  Steuben,  Seventh  District 
Branch 

Reports  of  Officers  B 

Treasurer 
Board  of  Trustees 
War  Memorial 
Budget 
Building 

August  H.  Groeschel,  New  York,  Chairman 

Hobart  L.  Boyd,  Monroe 

Reid  R.  Heffner,  Westchester 

James  A.  Moore,  Albany 

Solomon  Schussheim,  Kings 

Commission  on  Medical  Services  A 

Economics 

Liaison  with  U.S.  Veterans  Administra- 
tion 

Public  Medical  Care 


Medical  Care  Insurance 
Medicare  (Armed  Services  Dependents) 
Albert  H.  Douglas,  Queens,  Chairman 
Alfred  L.  George,  Genesee 
William  Graham  Knox,  New  York 
Arthur  E.  Lamb,  Kings 
Jason  K.  Moyer,  Broome 

Commission  on  Medical  Services  B 

Workmen’s  Compensation 
Industrial  Health 

Hospital  and  Professional  Relations 
Questions  of  Ethics 
Rural  Medical  Service 
Joseph  A.  Alvich,  Bronx,  Chairman 
C.  Joseph  Delaney,  New  York 
David  Kershner,  Kings 
Fritz  Landsberg,  Schuyler 
Edwin  G.  Mulbury,  Greene 

Scientific  Activities  and  Publications  A 

Public  Health  and  Education 

Accident  Prevention 

Addiction  to  Alcohol  and  Narcotics 

Aging  and  Nursing  Homes 

Cancer 

Chronic  Pulmonary  Diseases 

Continuing  (Postgraduate)  Education 

Diabetes 

Film  Review 

General  Practice 

Glaucoma  and  Other  Diseases  of  the 
Eye 

Hard  of  Hearing  and  the  Deaf 
Health  Aspects  of  Ionizing  Radiation 
Heart  Disease 

Maternal  and  Child  Welfare 
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Mental  Hygiene 
Operating  Room  Mortality 
Physical  Medicine  and  Rehabilitation 
Youth  Health  and  Fitness 
Abraham  W.  Freireich,  Nassau,  Chairman 
Thomas  S.  Bumbalo,  Erie 
Willard  James  Chapin,  Wyoming 
Murray  Dworetzky,  New  York,  Section  on 
Allergy 

Kent  Wood  Jarvis,  Oswego 

Scientific  Activities  and  Publications  B 

What  Goes  On 
District  Branches 
Convention 
Publication 

James  H.  Ewing,  New  York,  Chairman 
Merle  D.  Evans,  Monroe 
Leonard  L.  Heimoff,  Bronx 
Robert  E.  L.  Nesbitt,  Onondaga,  Section  on 
Obstetrics  and  Gynecology 
Kurt  Rosenberg,  Queens 

Commission  on  Public  and  Professional 
Affairs 

Legislation 
Public  Relations 

Harold  T.  Golden,  Herkimer,  Chairman 
Michael  C.  Armao,  New  York 
George  Himler,  New  York 
Joseph  C.  Kaufman,  Wayne 
John  H.  Wadsworth,  Schoharie 

Legal  Matters 

Malpractice  Insurance  and  Defense 
Legal  Counsel 

Autopsy  and  the  Dead  Human  Body 
Judicial  Council 

Bar  Association,  Joint  Committee  with 
Milton  B.  Spiegel,  Kings,  Chairman 


Jerome  B.  Flynn,  Bronx 
Milton  Helpern,  New  York 
George  F.  Nevin,  Cortland 
Philip  Parillo,  Schenectady 

Organization  and  Policies 
Planning 

Osteopathic  Society,  Ad  Hoc  Joint 
Committee  with 
Constitution  and  Bylaws 
American  Medical  Association 
New  York  State  Association  of  Pro- 
fessions 

Empire  State  Medical,  Educational 
AND  Scientific  Foundation 
Advisers  to  Student  American  Medical 
Association  Chapters 
Thomas  Flanagan,  Chenango,  Chairman 
Matthew  Brody,  Kings 
William  A.  Cooper,  New  York 
Charles  C.  Mangi,  Queens 
W.  Walter  Street,  Onondaga 

Miscellaneous  Business 

Disaster  Medical  Care 
Columbia  University  Study,  Advisory  to 
Nursing  Education 
Medicine  and  Religion 
Carl  G.  Whitbeck,  Columbia,  Chairman 
Walter  S.  Bennett,  Washington 
Theodore  Rosenthal,  New  York,  Section  on 
Preventive  Medicine  and  Public  Health 
Maurice  G.  Sheldon,  Cattaraugus 
Wallace  M.  Sheridan,  Westchester 

Sergeant  -at  - Arms 

John  D.  VanZandt,  Orange,  Chairman 

Carl  Goldmark,  Jr.,  New  York 

Frederic  D.  Regan,  Richmond 

Charles  W.  Shlimbaum,  Suffolk 

Walter  T.  Zimdahl,  Erie,  Section  on  Medicine 
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1963  HOUSE  OF  DELEGATES 


Instructions  from  1962  House 


A resume  of  instructions  of  the  May,  1962,  House  of  Delegates  and  actions 
thereon  by  the  Council,  Board  of  Trustees,  and  Officers  is  listed  below. 


Review  of  Work  of  Communications  De- 
partment (Section  174),  . . that  a com- 

mittee be  appointed  to  review  the  work  of  the 
Communications  Department.” 

The  Council  referred  this  to  the  president. 
{See  Annual  Reports,  Report  of  the  President) 

Commission  on  Public  Affairs  (Sections 
125,  146,  and  174).  “.  . . to  establish  a com- 

mission on  public  affairs  as  recommended  by 
Dr.  Galbraith  and  approved  by  the  reference 
committees  on  Reports  of  Officers,  Medical 
Communication,  and  Organization  and  Policies. 
The  Reference  Committee  on  Organization  and 
Policies  recommended  that  the  commission  con- 
sist of  the  Committee  on  Public  Relations  and 
the  Committee  on  Legislation  and  any  other 
appropriate  committees.  Suggestions  of  other 
possible  components  of  the  commission  were 
Special  Committee  on  the  American  Medical 
Association  Education  and  Research  Founda- 
tion, Special  Committee  on  Prize  Essays,  the 
New  York  State  Association  of  the  Professions, 
and  ‘all  presently  handled  associated  activities 
involving  public  relation  and  medical  com- 
munication.’ ” 

The  Council  voted  in  June  that  the  commis- 
sion be  established  but  not  necessarily  imple- 
mented at  that  time.  In  December  the  presi- 
dent recommended  and  the  Council  agreed  that 
the  commission  consist  of  the  Committees  on 
Legislation  and  Public  Relations.  The  presi- 
dent stated  that  consideration  was  still  being 
given  to  the  question  of  what  other  smaller  com- 
mittees should  be  included  in  the  commission. 
The  Council  approved  his  appointment  of  James 
M.  Blake,  M.D.,  as  chairman  of  the  commission. 

Dues  Increase  (Section  181).  . . to  increase 

the  dues  of  the  Society  by  $10,  effective  January 
1,  1963.” 

The  Council  voted  that  this  be  implemented, 
and  it  has  heen  done. 

Periodic  Review  of  Policies  (Section  174). 
“. . . that  a periodic  review  of  the  policies  of 
the  Medical  Society  of  the  State  of  New  York  he 
made  by  the  Plaiming  Committee  or  by  a com- 
mittee specially  instituted  for  that  purpose.” 

Sections  referred  to  are  from  the  Minutes  of  the  House  of 
Delegates  of  the  1962  Annual  Meeting,  as  published  in  the 
New  York  State  Journal  of  Medicine,  September  1, 
1962,  Part  II. 


The  Council  voted  to  limit  the  reviewing  func- 
tion to  the  Planning  Committee.  {See  Annual 
Reports,  Planning  Committee  for  Medical  Poli- 
cies) 

New  York  65  (Section  158).  “.  . . to  adopt 

resolution  62-32,  ‘Approval  of  New  York  Over 
Aged  Sixty-Five  Insurance  Plans,’  which  in- 
structs the  Council  ‘to  cooperate  in  the  imple- 
mentation’ of  Assembly  Bill  4871-S-3448.  This 
bill  (now  a law)  amends  the  Insurance  Law  and 
encourages  ‘private  insurers  to  jointly  under- 
write on  a nonprofit  basis  hospital,  surgical, 
medical,  and  major  medical  expense  insurance 
on  residents  of  this  State  aged  65  and  over.’  ” 

At  its  meeting  on  June  22,  the  Council  heard 
Mr.  William  Thomas,  actuary  for  the  Metro- 
politan Life  Insurance  Company,  give  a descrip- 
tion of  the  insurance  program  undertaken  under 
this  law.  The  Council  voted  to  endorse  the 
program. 

Workmen’s  Compensation  Fee  Schedule 
(Section  169).  ‘‘.  . . to  amend  and  adopt 

resolution  62-18,  ‘Workmen’s  Compensation 
Fee  Schedule  on  Time-Rate  Basis.’  The 
amended  resolution  is  ‘That  the  New  York 
State  Workmen’s  Compensation  Board  be  re- 
quested to  establish  a fee  schedule  for  payment 
for  the  services  of  a practicing  physician  as 
assistant  at  a surgical  procedure  when  the 
absence  of  resident  physicians  makes  it  neces- 
sary to  employ  the  services  of  such  practicing 
physicians  and  that  the  assistant  be  paid  $25 
minimum  or  25  per  cent  of  the  operating 
surgeon’s  fee,  whichever  is  greater.’  ” 

At  its  June  meeting  the  Council  authorized 
this  proposed  request.  In  September  the 
Workmen’s  Compensation  Committee  reported 
that  the  proposal  had  been  discussed  at  a meet- 
ing of  the  Advisory  Committee  of  the  Work- 
men’s Compensation  Board,  that  carriers  and 
self-insurers  had  suggested  a compromise  pro- 
posal, and  that  our  Council  committee  recom- 
mended approval  of  the  compromise.  The 
Council  voted  approval.  {See  Annual  Reports, 
Council  Committee  on  Workmen's  Compensation) 

Hospital  Utilization  Committees  (Section 
172).  . . to  adopt  resolution  62-39,  ‘Hospital 

Utilization  Committees,’  which  provides  that 
this  Society,  ‘through  the  county  medical 
societies,  encourage  and  urge  the  establishment 
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of  utilization  committees  in  every  hospital 
throughout  the  State.’  ” 

The  Council  authorized  such  action.  The 
Committee  on  Economics  reported  action 
already  taken  in  Nassau,  Monroe,  Westchester, 
and  Wyoming  Counties,  and  their  report  was 
approved  hy  the  Council  in  Jime.  {See  Annual 
Reports,  Council  Committee  on  Economics) 

Federal  Legislation  Projects  (Section  199). 
“.  . . to  adopt  a reference  committee  report 
which  reviews  the  activities  of  the  Federal  Legis- 
lation Subcommittee  and  then  states;  ‘Your 
reference  committee  notes  that  the  report  of  the 
Subcommittee  on  Federal  Legislation  does  not 
contain  any  mention  of  the  financial  expendi- 
tures involved  in  the  aforementioned  projects, 
and,  although  it  is  aware  that  such  activities 
require  necessary  expenditures,  it  recommends 
that  the  Council  consider  the  financial  cost  to 
the  Society  in  relation  to  the  over-aU  results 
obtained  from  these  projects. 

‘Your  reference  committee  further  recom- 
mends that  each  project  of  this  type  be  con- 
sidered anew  and  that  no  policy  of  automatic 
continuation  be  established.’  ” 

This  was  presented  to  the  Council  in  June, 
and,  as  there  was  no  longer  a Subcommittee  on 
Federal  Legislation,  no  action  was  thought 
necessary. 

Court  Decisions  Affecting  Workmen’s  Com- 
pensation Law  (Section  202).  . . to  adopt 

resolution  62-12.  The  resolution  refers  to  two 
court  decisions  which  ‘alter  the  basic  concept  of 
the  Workmen’s  Compensation  Law’  and  which 
‘complicate  the  practice  of  medicine  as  related 
to  the  Workmen’s  Compensation  Law.’  It 
resolves  that  the  membership  of  the  Society  be 
informed  of  this  change  and  that  the  Society 
‘exert  every  and  all  legitimate  legal  and  legisla- 
tive means  to  reverse  or  circumvent  these 
decisions.’  ” 

The  director  of  the  Workmen’s  Compensation 
Bureau,  Robert  Katz,  M.D.,  reported  to  the 
Council  in  June  that  the  two  decisions  had  been 
published  in  the  Newsletter  some  months  previ- 
ously, that  the  Attorney  General  had  been 
granted  a motion  to  appeal  to  the  Court  of 
Appeals  to  reverse  at  least  the  decision  dealing 
with  occupational  dermatitis,  and  that  the  case 
would  be  heard  in  October.  (See  Annual  Re- 
ports, Council  Committee  on  Workmen's  Com- 
pensation) 

Opposition  to  Chiropractic  Licensure  (Sec- 
tion 205).  “.  . . to  adopt  resolution  62-22, 

‘that  the  Council  request  aU  organizations  inter- 
ested in  the  quality  of  medical  care  to  make 
known  to  the  members  of  the  State  legislature 
their  . . . opinions  as  to  the  lack  of  any  scientific 
basis  for  . . . chiropractic  . . . and  that  this  . . . 
concern  ...  be  continuous  and  not  limited  to  the 
period  of  the  legislative  session.’  ” 

The  Council  referred  this  to  the  Legislation 
Committee  and  the  New  York  State  Association 
of  Professions.  The  chairman  of  the  Legislation 
Committee  reported  in  September  that  he  had 
made  a statement  on  this  subject  to  the  New 


York  State  Repubhcan  Platform  Committee 
and  that  representatives  of  our  committee  had 
presented  similar  data  at  hearings  held  in  vari- 
ous areas  of  the  State.  (See  Annual  Reports, 
Council  Committee  on  Legislation  and  Representa- 
tives to  the  New  York  State  Association  of  Profes- 
sions) 

Medical  Practice  Act  Review  (Section  207). 

. . to  adopt  resolution  62—31,  ‘Review  of 
Medical  Practice  Act,’  instructing  the  Council  to 
direct  its  energies  toward  introduction  and 
enactment  in  1963  of  legislation  similar  to 
Senate  Resolution  19-Cornell;  Assembly  Reso- 
lution 145-Ashberry.  The  resolution  also  pro- 
vides that  every  member  of  the  Society  be 
apprised  of  its  contents  and  that  each  member 
do  his  utmost  to  convince  his  own  senator  and 
assemblyman  of  the  need  for  this  legislation.” 
The  Council  referred  this  to  the  Legislation 
Committee.  In  September  the  committee  re- 
ported that  plans  were  being  made  for  reintro- 
duction of  this  legislation.  (See  Annual  Reports, 
Council  Committee  on  Legislation) 

Practice  of  Medicine  by  Chiropractors  (Sec- 
tion 209).  ‘‘.  . . to  approve  in  principle  resolu- 
tion 62-37,  ‘Activity  Against  Chiropractic,’ 
which  provides;  ‘That  each  component  coimty 
society  set  up  a committee  to  coUect  and  investi- 
gate each  case  of  practicing  medicine  by  a 
chiropractor,  especially  each  case  with  tragic 
consequences;  and  That  the  county  society 
should  report  its  committee’s  findings  to  the 
executive  vice-president  of  the  Medical  Society 
of  the  State  of  New  York  in  order  to  furnish  the 
Society  with  authentic  material  as  a help  for 
counterattacking  chiropractic.’  ” 

At  the  June  Council  meeting,  the  president 
stated  that  the  county  societies  would  be  noti- 
fied. In  December  the  Committee  on  Legisla- 
tion reported  that  ‘‘a  letter  requesting  follow-up 
information  on  this  was  sent  to  each  county 
society.”  (See  Annual  Reports,  Executive  Vice- 
President) 

Committee  Appointments  (Section  125). 
‘‘.  . . to  adopt  a reference  committee  report 
approving  the  recommendations  of  the  Planning 
Committee  regarding  tenure  in  committee 
appointments  and  suggesting  that  each  county 
society  be  requested  to  submit  names  of  mem- 
bers who  have  done  outstanding  work  on  county 
society  committees  and  are  willing  to  serve  on 
State  Society  committees.” 

The  Council  referred  this  to  the  president- 
elect. 

Committee  Appointments  (Section  134). 

. . to  adopt  resolution  62-57,  ‘Appointment  of 
Members  of  the  Society  to  Committees,’  re- 
questing that  section  chairmen  be  consulted 
about  appointments  to  committees  or  subcom- 
mittees dealing  with  specific  specialties.” 

At  the  June  Council  meeting,  this  was  re- 
ferred to  the  president-elect  and  to  the  chairman 
of  the  Committee  on  Public  Health  and  Educa- 
tion. 
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Change  in  Time  of  Annual  Meeting  (Sec- 
tion 125).  . . to  hold  the  annual  meeting  of 

the  Society  and  the  annual  meeting  of  the  House 
of  Delegates  in  the  latter  half  of  February  of 
each  year  beginning  with  February,  1964,  and 
to  approve  the  following  schedule  of  meetings  to 
be  held  at  the  Americana  Hotel  or  other  hotel  in 
New  York  City:  February  9 to  14,  1964; 

February  7 to  12, 1965;  February  13  to  18, 1966; 
and  February  12  to  17,  1967.” 

In  discussion  at  the  Council  meeting  in  June, 
it  was  brought  out  that  this  change  in  date 
would  mean  that  the  present  president-elect 
would  serve  only  nine  months  instead  of  a full 
year.  (This  would  also  apply  to  officers  other 
than  the  president-elect  who  are  elected  in  May 
1963.) 

Central  Labor  Council  (Section  125),  “.  . . 

to  amend  and  approve  the  recommendations  of 
the  Planning  Committee  regarding  relation- 
ships with  labor  organizations  and  management. 
The  Planning  Committee  recommended  that 
this  Society  ‘be  represented  by  carefully  selected 
individuEils  on  the  New  York  City  Central 
Labor  Council,  AFL-CIO  Professional  Advisory 
Committee,  representatives  having  equal  status 
with  those  of  management  and  labor,  so  as  to 
improve  the  relationships  between  medicine  and 
these  groups.’ 

The  House  of  Delegates  added  a provision 
‘‘that  the  representatives  be  chosen  by  the 
State  Society,  the  Coordinating  Council,  and  the 
county  medical  societies  or  that  the  representa- 
tives be  carefully  chosen  individuals  pleasing  to 
the  Medical  Society  of  the  State  of  New  York.” 

At  the  June  Council  meeting  it  was  stated 
that  Waring  Wilhs,  M.D.,  and  George  J. 
Lawrence,  Jr.,  M.D.,  had  already  been  chosen 
without  consulting  the  Society  but  that  every- 
thing would  be  done  to  do  what  the  House  had 
mandated. 

At  the  September  Council  meeting  Dr.  Willis 
reported  on  his  attendance  at  a meeting  of  the 
Bronx  County  Medical  Society  at  which  legal 
action  was  discussed  and  resolutions  were 
adopted  against  the  contract  between  the  Hotel 
Workers  Union  and  Bronx  Hospital,  Lebanon 
Hospital,  and  Montefiore  Hospital.  At  the 
October  Council  meeting.  Dr.  Willis  and  Dr. 
Lawrence  asked  whether  or  not  the  Council 
wished  them  to  remain  on  the  New  York  Labor- 
Management  Association  of  Health  and  Wel- 
fare Plans  since  the  majority  of  the  members  of 
that  committee  hold  views  opposed  to  those  of 
the  Medical  Society.  The  Council  strongly 
recommended  that  they  stay  on  the  committee 
and  bring  in  a minority  report  if  necessary. 

Columbia  University  Study  (Section  124). 
‘‘.  . . that  the  Special  Advisory  Committee  to 
the  Columbia  University  Study  of  Nonprofit 
Prepayment  Medical  Care  Insurance  Plans  in 
New  York  State  be  continued  as  constituted 
until  the  completion  of  the  study.” 

The  committee  remained  as  constituted  until 
after  the  completion  of  the  study.  In  Septem- 
ber the  committee  made  a final  report  to  the 
Council  and  requested  that  it  be  discharged.  It 


was  discharged  with  thanks.  At  the  October 
Council  meeting,  a new  committee  was  ap- 
pointed under  Dr.  McClintock’s  chairmanship 
to  study  the  Columbia  Report.  {See  Annual 
Reports,  Advisory  Committee  to  Columbia  Uni- 
versity Study) 

Statement  by  a Councillor  (Section  140). 
“.  . . to  refer  to  the  Council  ‘for  further  study, 
appropriate  action,  and  establishment  of  a 
policy  for  the  future’  resolution  62-17,  ‘Admon- 
ishment for  Comments  on  General  Practi- 
tioners.’ ” 

The  Council  referred  this  matter  in  June  to 
the  Pubhc  Relations  Committee  for  considera- 
tion and  for  recommendations  to  the  Council. 
In  September  the  Council  approved  a report  of 
the  Committee  on  Public  Relations  dealing  with 
a special  meeting  of  the  committee  held  Septem- 
ber 25  to  discuss  this  resolution.  The  report 
stated:  ‘‘The  committee  members  present  were 
Drs.  Ottaviano,  PaUin,  Wagreich,  Wallace,  and 
the  chairman.  Present  by  invitation  were  Drs. 
Greenough,  Willis,  Davis,  Ingegno,  Mangi,  and 
Mr.  William  Martin  and  Mr.  Richard  Burns  of 
the  legal  staff. 

“Your  committee  listened  intently  to  all  who 
wished  to  present  their  points  of  view  concerning 
resolution  62-17.  Many  questions  were  asked 
by  members  of  the  committee.  When  all  the 
speakers  were  through,  the  Public  Relations 
Committee  met  in  executive  session. 

“All  information  given  to  your  committee 
about  resolution  62-17  was  carefully  reviewed. 
On  the  basis  of  the  information  received,  the 
committee  recommends  to  the  Council  that  no 
action  be  taken  on  resolution  62-17.” 

Recommended  Resolutions  by  the  A.M.A. 
(Sections  138  and  139).  “.  . . to  approve  in 

principle,  with  a recommendation  that  further 
study  be  made,  resolutions  62-23  and  62-25. 
Resolution  62—23,  entitled,  ‘Six-Year  Combined 
Course  for  Medical  Schools,’  requests  the 
American  Medical  Association  ‘to  urge  medical 
schools  to  have  a six-year  combined  course,  such 
as  exists  in  a number  of  schools,  so  that  Grade  A 
college  students  may  be  encouraged  once  more 
to  apply  for  entrance  to  medical  schools.’  ” 

Resolution  62-25,  ‘Production  of  More 
Practicing  Physicians,’  provides  that  this  Soci- 
ety ‘consider  all  possible  efforts  to  provide  more 
practicing  physicians’  and  requests  the  Ameri- 
can Medical  Association  ‘to  encourage  the  medi- 
cal schools  to  consider  the  advisability  of  having 
their  courses  so  arranged  that  those  students 
desiring  a future  of  investigative  medicine  be 
separated,  at  the  proper  stage,  from  those  de- 
siring a future  of  clinical  medicine.’  ” 

At  the  June  Council  meeting  Dr.  Fineberg 
pointed  out  that  resolutions  based  on  our  resolu- 
tions 62-23  and  62-25  could  not  be  presented  to 
the  American  Medical  Association  house  of 
delegates  because  our  House  of  Delegates  had 
merely  approved  them  in  principle  and  had 
recommended  that  further  study  be  made.  The 
Council  referred  these  resolutions  to  the  Com- 
mittee on  Public  Health  and  Education  for 
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study.  {See  Annual  Reports,  Council  Committee 
on  Public  Health  and  Education) 

Secretary’s  Disposition  of  Instructions  of 
the  1962  House  of  Delegates.  A.  Recom- 
mendations of  Officers,  Committees,  and  Reference 
Committees  Adopted  by  the  House: 

1.  (Section  180)  Following  consideration  of 
the  report  of  the  Speaker,  the  House  voted  to 
change  resolution  S62-1  (adopted  at  the  special 
meeting  in  February,  1962)  by  deleting  the 
words  “legislative  or  otherwise”  from  the  first 
resolved  and  by  changing  the  words  “cooperate 
with”  to  “support.”  This  action  was  reported 
to  the  Committee  on  Public  Relations. 

2.  (Section  161)  The  House  voted  to  take  no 
action  on  resolution  62-52,  “Protection  of  Indi- 
vidual Physician  Employed  by  Purveyor  of 
Health  Care,”  but  adopted  a reference  commit- 
tee report  expressing  the  opinion  that  county 
grievance  committees  now  in  existence  could  be 
used  to  protect  physicians  and  that  “if  there  is 
an  economic  factor  which  cannot  be  resolved  at 
the  county  level,  the  Economics  Committee  . . . 
should  study  the  matter  further  and  make 
appropriate  recommendations.”  This  was  re- 
ferred to  the  Committee  on  Economics.  {See 
Annual  Reports,  Council  Committee  on  Eco- 
nomics) 

3.  (Section  149)  The  House  adopted  a re- 
port of  the  Reference  Committee  on  Commis- 
sion on  Medical  Services-A — urging  “the 
Liaison  Committee  with  the  Bar  Association  to 
implement  this  1961  resolution  promptly.” 
That  is  resolution  61-16  “requesting  that  the 
State  Society  take  steps  to  obtain  an  agreement 
from  all  insurance  carriers  concerned  . . . joining 
the  physician’s  and  patient’s  name  on  any  check 
paid  for  medical  and  surgical  services.”  In  1961 
the  Council  referred  the  resolution  first  to  the 
Committee  on  Economics  and  later  to  the  Joint 
Committee  with  the  Bar  Association.  The 
secretary  referred  this  statement  of  the  reference 
committee  to  the  Joint  Committee.  {See 
Annual  Reports,  Joint  Committee  with  the  New 
York  State  Bar  Association) 

4.  Mr.  George  P.  Farrell,  was  informed  of 
reference  committee  statements  that 

(a)  (Section  149)  he  had  assured  his  coopera- 
tion in  the  matter  of  “loss  of  coverage  under 
group  disability  insurance  programs  arising 
from  the  transfer  of  a physician  from  one  county 
to  another.” 

{b)  (Section  153)  “the  advantages  to  the 
physicians  of  the  State  warrants  continuation  of 
this  (Medicare)  program  for  another  year.” 

5.  (Section  166)  Recommendations  of  the 
Reference  Committee  on  Commission  on  Medi- 
cal Services-B — regarding  the  relationship  of 
the  Committee  on  Rural  Medical  Service  with 
the  Empire  State  Medical,  Educational  and 
Scientific  Foundation  were  referred  to  the  chair- 
man of  the  committee. 

6.  (Section  167)  In  accordance  with  the 
directions  of  the  reference  committee,  the 
attention  of  the  Planning  Committee  was  called 
to  the  fact  that  the  scope  of  activity  of  the  Com- 
mittee on  Ethics  has  not  been  defined. 


The  Planning  Committee  reported  to  the 
Council  in  December  it  had  informed  the  chair- 
man that  the  function  of  the  Committee  on 
Questions  of  Ethics  was  “to  adjudicate  problems 
of  ethics  in  accordance  with  the  Principles  of 
Professional  Conduct.”  The  Planning  Commit- 
tee also  reported  that  it  was  undertaking  a 
general  survey  of  committee  functions. 

7.  (Sections  98,  99,  100,  101,  106,  108,  112, 
113,  115)  A number  of  recommendations  of  the 
Reference  Committee  on  Public  Health  and 
Education  were  referred  to  the  Public  Health 
and  Education  Committee.  {See  Annual  Re- 
ports, Council  Committee  on  Public  Health  and 
Education) 

8.  (Section  112)  The  recommendation  of  the 
Reference  Committee  on  Public  Health  and 
Education  that  a list  of  films  available  in  the 
State  Department  of  Health’s  Film  Library  be 
published  regularly  in  the  Journal  was  trans- 
mitted to  the  Publication  Committee. 

Efforts  have  been  made  by  the  editor  to 
obtain  such  a list.  It  will  be  published  when 
available. 

9.  (Section  215)  The  Legislation  Committee 
was  informed  of  the  direction  of  the  House  of 
Delegates  that  the  bill  “to  amend  the  real 
property  law  in  relation  to  exemption  from 
taxation  of  real  property  owned  by  medical 
societies”  be  restudied. 

The  Committee  on  Legislation  reported  to  the 
Council  in  September  that  this  bill  would  be 
introduced  in  the  Legislature  again  in  1963. 

10.  (Section  126)  Comments  of  the  Refer- 
ence Conqmittee  on  Organization  and  Policies 
regarding  the  recommendations  and  activities  of 
the  Joint  Committee  with  the  Osteopathic 
Society  were  transmitted  to  the  Joint  Commit- 
tee. {See  Annual  Reports,  Ad  Hoc  Joint  Com- 
mittee with  the  New  York  State  Osteopathic  Society) 

11.  (Section  123)  A recommendation  of  the 
Reference  Committee  on  Medical  Care  “that 
the  county  medical  societies  be  urged  to  estab- 
lish advisory  committees  to  stimulate  all  medi- 
cal and  administrative  staffs  of  hospitals  within 
their  geographic  area  in  the  formation  of  dis- 
aster units  and  to  aid  in  the  organization  and 
implementation  of  disaster  training  programs” 
was  referred  to  the  Committee  on  Disaster 
Medical  Care.  {See  Annual  Reports,  Special 
Committee  on  Disaster  Medical  Care) 

12.  (Section  119)  Instructions  of  the  House 
of  Delegates  “that  in  the  futmre,  when  a chair- 
man of  a committee  unfortunately  becomes  ill 
and/or  is  unable  to  fulfill  his  duties  as  a chair- 
man, notice  should  be  given  immediately  to  the 
State  Society  officers  that  the  work  of  the  com- 
mittee is  not  being  carried  out”  were  transmitted 
to  the  executive  vice-president. 

•13.  (Section  136)  Recommendations  of  the 
Reference  Committee  on  Miscellaneous  Busi- 
ness, adopted  by  the  House,  calling  for  reintro- 
duction of  resolution  61-23,  “Social  Security 
Benefits  for  Physicians,”  and  resolution  61-32, 
“Use  of  General  Practitioners  as  Assistants  at 
Operations,”  were  referred  to  the  A.M.A.  dele- 
gation. {See  Annual  Reports,  American  Medical 
Association  Delegation) 
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14.  (Section  136  and  149)  Excerpts  from  re- 
ports of  the  Reference  Committee  on  Commis- 
sion on  Medical  Services— A and  the  Reference 
Committee  on  Miscellaneous  Business  regarding 
the  A.M.A.  disability  insurance  plan  were 
referred  to  the  A.M.A.  delegation.  {See  Annual 
Reports,  American  Medical  Association  Delega- 
tion) 

15.  (Section  136)  Excerpts  from  the  report 
of  the  Reference  Committee  on  Miscellaneous 
Business  regarding  (a)  negro  physicians  and  (6) 
medical  discipline  were  referred  to  the  A.M.A. 
delegation.  {See  Annual  Reports,  American 
Medical  Association  Delegation) 

16.  (Section  147)  The  Publication  Commit- 
tee was  informed  that  the  House  adopted  a re- 
port of  the  Reference  Committee  on  Medical 
Communication  stating  “We  recommend  the 
possibility  of  changing  the  Directory  from  a 
bound  volume  to  loose-leaf  form.  This  would 
facilitate  more  frequent  updating  and  un- 
doubtedly bring  about  a reduction  in  cost  of 
production  as  well  as  increased  income  through 
advertising.” 

The  Publication  Committee  reported  to  the 
Council  in  September  that  the  costs  of  a loose- 
leaf  edition  had  been  discussed  and  that  further 
investigation  would  be  postponed  until  work  on 
the  1963  Directory  had  been  completed. 

B.  Resolutions  Adopted  by  the  House: 

62-3  (Section  201),  “Change  in  Welfare  Laws 
and  Regulations”  was  referred  to  the  Legisla- 
tion Committee  “for  study  and  action”  with  the 
comment  of  the  reference  committee  that  it 
involves  no  action  by  the  legislators. 

The  Legislation  Committee  reported  to  the 
Council  in  September  that  “the  problem  is  one 
of  administration  that  can  and  should  be 
handled  on  a local  basis  through  the  local  medi- 
cal society  and  the  departments  of  welfare.” 

62—5  (Section  168),  “Differential  in  Fees  for 
Osteopaths  in  Workmen’s  Compensation  Fee 
Schedule”  was  referred  to  the  Ad  Hoc  Joint 
Committee  with  the  Osteopathic  Society.  {See 
Annual  Reports,  Ad  Hoc  Joint  Committee  with 
the  New  York  State  Osteopathic  Society) 

62-8  (Section  132),  “Changing  Name  of  Sec- 
tion on  Physical  Medicine  to  Section  on  Physical 
Medicine  and  Rehabilitation”  was  referred  to 
the  Committee  on  Convention. 

This  change  has  been  effected. 

62-10  (Section  133),  “County  Society  Liaison 
with  Physicians’  Home”  was  transmitted  to  the 
presidents  and  secretaries  of  the  county  medical 
societies. 

62-11  (Section  201),  “Plan  to  Bring  About 
Changes  in  Welfare  Medical  Programs”  was 
referred  to  the  Legislation  Committee  “for 
study  and  action”  with  the  reference  commit- 
tee’s comment  that  it  involves  no  action  by  the 
legislators. 

The  Legislation  Committee  reported  to  the 
Council  in  September  as  quoted  above  under 
Resolution  62-3. 

62-21  (Section  157),  “Health  Insurance  for 
the  Over-Sixty-Five  Age  Group”  was  referred 
to  the  Committee  on  Economics  and  the  Com- 
mittee on  Legislation. 


Suggestions  of  the  Public  Medical  Care  Sub- 
committee of  the  Council  Committee  on  Eco- 
nomics for  improvement  of  the  Medical  Aid  to 
the  Aged  program  were  approved  by  the  Coun- 
cil in  June  for  transmission  to  Senator  Metcalf 
“with  the  understanding  that  the  details  would 
not  be  worked  out  until  a later  date.”  In 
September  the  Committee  on  Legislation  re- 
ported that  these  suggestions  had  been  ac- 
cepted by  Senator  Metcalf  and  would  be  re- 
viewed at  a public  hearing.  The  Legislation 
Committee  stated  it  would  support  any  bills 
introduced  in  the  1963  Legislature  to  enact 
these  suggestions.  {See  Annual  Reports,  Council 
Committee  on  Legislation) 

62-24  (Section  170),  “Two-Year  Internship 
for  American  Medical  School  Graduates”  (as 
adopted)  was  referred  to  the  A.M.A.  delegation. 
{See  Annual  Reports,  American  Medical  Associ- 
ation Delegation) 

62-33  (Section  159),  “Social  Security  for 
Physicians”  (as  amended)  was  referred  to  the 
A.M.A.  delegation.  {See  Annual  Reoorts, 
American  Medical  Association  Delegation) 

62-34  (Section  141),  “Recognition  of  Service 
of  Mr.  Thomas  E.  Walsh”  was  transmitted  to 
Mr.  Walsh. 

62-36  (Section  208),  “Condemnation  of  King- 
Anderson  BUI,”  was  sent  with  a covering  letter 
from  President  Lane  to  the  officials  listed  in  the 
resolution. 

62-42  (Section  211),  “Lien  Law”  was  referred 
to  the  Committee  on  Legislation  and  the  Joint 
Committee  with  the  Bar  Association.  {See 
Annual  Reports,  Joint  Committee  with  the  New 
York  State  Bar  Association) 

62-50  (Section  212),  “Revision  of  the  Autopsy 
Consent  Law”  was  referred  to  the  Committee 
on  Legislation. 

The  Legislation  Committee  reported  to  the 
Council  in  September  their  opinion  that  legisla- 
tion similar  to  the  Wisconsin  law  shoiUd  be  sub- 
mitted to  the  Legislature.  (See  Annual  Reports, 
Council  Committee  on  Legislation) 

62-51  (Section  213),  “Compilation  and  Re- 
vision of  Existing  Body  of  Law  Dealing  with 
the  Dead  Human  Body”  was  referred  to  the 
Committee  on  Legislation. 

In  September  the  Legislation  Committee  re- 
ported continued  study  on  the  subject  was  being 
carried  out  and  it  was  hoped  revised  statutes 
woiUd  eventually  be  enacted.  {See  Annual  Re- 
ports, Council  Committee  on  Legislation) 

62-53  (Section  214),  “Private  Hospital  Insur- 
ance for  the  Aged”  was  referred  to  the  A.M.A. 
Copies  were  sent  to  government  officials. 

62-55  (Section  173),  “Creation  of  Commission 
to  Study  Problems  of  Patient  Care,  Medical 
Practice,  Hospital  Service,  and  Medical  Educa- 
tion” was  referred  to  the  A.M.A.  {See  A nnual Re- 
ports, American  Medical  Association  Delegation) 
(Sections  38,  40,  43,  45,  51,  79,  80,  81,  82,  84, 
85,  86,  91,  93),  Resolutions  and  committee 
recommendations  caUing  for  amendments  to  the 
Constitution  and  the  Bylaws  were  transmitted 
to  the  Special  Committee  on  Constitution  and 
Bylaws.  {See  Annual  Reports,  Special  Committee 
on  Constitution  and  Bylaws) 
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1963  HOUSE  OF  DELEGATES 


Reports  to  House 


Nominating  Committee 


To  the  House  of  Delegates,  Gentlemen: 

In  accordance  with  Chapter  XI,  Section  4,  of 
the  Bylaws  of  the  Medical  Society  of  the  State 
of  New  York,  the  Nominating  Committee  met 
at  the  Cornell  Cluh,  107  East  48th  Street,  New 
York  City,  on  Friday,  December  28,  1963,  at  5 

P.M. 

Present  were  the  following: 

Second  District — John  M.  Galbraith,  M.D., 
Chairman,  Nassau 

First  District — Thurman  B.  Givan,  M.D.,  Kings 
Third  District — Homer  L.  Nelms,  M.D.,  Albany 
Fourth  District — Edward  Siegel,  M.D.,  Clinton 
Fifth  District — Irving  L.  Ershler,  M.D.,  Onon- 
daga 

Sixth  District — James  Greenough,  M.D.,  Otsego 
Eighth  District — Harold  F.  Brown,  M.D.,  Erie 
Ninth  District — Michael  P.  Lefkowitz,  M.D., 
Rockland 

Member-at- Large — Renato  J.  Azzari,  M.D., 
Bronx 

Member-at-large — Solomon  Schussheim,  M.D., 
Kings  ' 

Ex  officio- — Joseph  A.  Lane,  M.D.,  Monroe 
Ex  officio — Waring  Willis,  M.D.,  Westchester 
Ex  officio — Henry  I.  Fineberg,  M.D.,  Queens 
Absent  was: 

Seventh  District — Charles  M.  Smith,  M.D., 
Seneca 

President 

President-Elect 

Vice-President 

Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 

Councillors  {three  years) 


Trustees  {two  for  five  years) 

Trustee  {one  for  four  years,  unexpired  term) 

Planning  Committee  Member-at-Large  {two 
years) 


Your  committee  reviewed  suggestions  of 
names  for  those  to  be  nominated  from  the  fol- 
lowing counties  and  district  branches  in  response 
to  a memorandum  of  November  15,  1962: 
Second  District  Branch,  Fourth  District  Branch, 
Fifth  and  Sixth  District  Branches,  Eighth  Dis- 
trict Branch;  Bronx  County  Medical  Society, 
Broome  County  Medical  Society,  Medical  Soci- 
ety of  the  County  of  Cayuga,  Medical  Society  of 
the  County  of  Chemung,  Medical  Society  of  the 
County  of  Chenango,  Medical  Society  of  the 
County  of  Erie,  Medical  Society  of  the  County 
of  Herkimer,  Medical  Society  of  the  County  of 
Jefferson,  Medical  Society  of  the  County  of 
Kings,  Medical  Society  of  the  County  of  Madi- 
son, Medical  Society  of  the  County  of  New 
York,  Medical  Society  of  the  County  of  Oneida, 
Onondaga  County  Medical  Society,  Medical 
Society  of  the  County  of  Oswego,  Medical 
Society  of  the  County  of  Queens,  Medical  Soci- 
ety of  the  County  of  St.  Lawrence,  Medical 
Society  of  the  County  of  Schenectady,  Medical 
Society  of  the  County  of  Schuyler,  and  Medical 
Society  of  the  County  of  Tompkins. 

Your  Nominating  Committee  submits  the  fol- 
lowing nominations  for  vacancies  for  the  Society 
year  commencing  May  16,  1963: 

William  L.  Wheeler,  Jr.,  M.D.,  New  York 
George  A.  Burgin,  M.D.,  Herkimer 
Maurice  J.  Dattelbaum,  M.D.,  Kings 
Waring  Willis,  M.D.,  Westchester 
Walter  T.  Heldmann,  M.D.,  Richmond 
Samuel  Z.  Freedman,  M.D.,  New  York 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
E.  Dean  Babbage,  M.D.,  Erie 

George  Himler,  M.D.,  New  York 
Edward  C.  Hughes,  M.D.,  Onondaga 
Joseph  J.  Kaufman,  M.D.,  Wayne 
Solomon  Schussheim,  M.D.,  Kings 

Gerald  D.  Dorman,  M.D.,  New  York 
Joseph  A.  Lane,  M.D.,  Monroe 
Thurman  B.  Givan,  M.D.,  Kings 

Renato  J.  Azzari,  M.D.,  Bronx 
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Delegates  to  the  American  Medical  Association 
Renato  J.  Azzari,  M.D.,  Bronx 
James  M.  Blake,  M.D.,  Schenectady 
William  T.  Boland,  M.D.,  Chemung 
Harold  F.  Brown,  M.D.,  Erie 
George  A.  Burgin,  M.D.,  Herkimer 
John  T.  Donovan,  Jr.,  M.D.,  Niagara 
Irving  L.  Ershler,  M.D.,  Onondaga 
Merle  D.  Evans,  M.D.,  Monroe 
Leo  E.  Gibson,  M.D.,  Onondaga 
James  Greenough,  M.D.,  Otsego 
Walter  T.  Heldmann,  M.D.,  Richmond 
Milton  Helpern,  M.D.,  New  York 

The  twelve,  of  the  twenty-four  nominees 
listed  above,  receiving  the  largest  number  of 
votes  will  be  delegates;  the  second  twelve  will 
be  alternates.  We  are  allowed  one  delegate  for 


{two  years  commencing  January  1,  1964): 
Edward  C.  Hughes,  M.D.,  Onondaga 
Warren  A.  Lapp,  M.D.,  Kings 
George  J.  Lawrence,  Jr.,  M.D.,  Queens 
Charles  R.  Mathews,  M.D.,  Monroe 
Norman  S.  Moore,  M.D.,  Tompkins 
Irving  M.  Pallin,  M.D.,  Kings 
Arthur  Q.  Penta,  M.D.,  Schenectady 
Bernard  J.  Pisani,  M.D.,  New  York 
William  B.  Rawls,  M.D.,  New  York 
Solomon  Schussheim,  M.D.,  Kings 
Edward  Siegel,  M.D.,  Clinton 
Ezra  A.  Wolff,  M.D.,  Queens 

each  thousand  A.M.A.  members  or  part  thereof 
in  our  Society. 

Respectfully  submitted, 

John  M.  Galbraith,  M.D.,  Chairman 


Convention 

paging 

system 


We  hope  that  physicians  attending  the  157th  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New  York  will  be  able  to  devote  all  then-  atten- 
tion to  the  interesting  program,  exciting  exhibits,  and  other  features  of  the 
meeting.  However,  if  it  is  necessary,  physicians  can  always  be  in  touch  with 
their  offices,  their  patients,  or  whoever  else  may  wish  to  contact  them,  thi'ough 
the  SherPage  System.  They  may  be  reached  by  television  anywhere  at  the 
convention. 

This  service  is  provided  through  the  courtesy  of  Sherman  Laboratories, 
Detroit,  Michigan. 
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Special  Committee  on  Constitution  and  Bylaws 


To  the  House  of  Delegates,  Gentlemen: 

Your  Special  Committee  on  Constitution  and 
Bylaws  consists  of  the  following: 

George  A.  Burgin,  M.D.,  Chairman  Herkimer 


Philip  D.  Allen,  M.D New  York 

Irving  L.  Ershler,  M.D Onondaga 

Alfred  A.  Hartmann,  M.D Franklin 

Ezra  A.  Wolff,  M.D Queens 


At  the  last  annual  meeting  of  the  House  of 
Delegates  (May,  1962),  14  resolutions  were  re- 
ferred by  the  Speaker  to  the  Special  Committee 
on  Constitution  and  Bylaws. 

Seven  of  these  proposed  amendments  might  be 
termed  miscellaneous,  four  were  concerned  with 
limiting  the  terms  of  officers,  and  three  suggested 
changes  in  the  method  of  appointing  a nominat- 
ing committee. 

The  committee  met  on  November  8,  1962,  in 
the  State  Society’s  offices.  J.  Richard  Burns, 
Esq.,  representing  legal  counsel,  attended  by 
invitation.  In  the  chairman’s  opinion,  this  was 
one  of  the  most  constructive  and  deliberative 
meetings  he  has  been  privileged  to  conduct. 
The  members  of  the  committee  were  all  well  in- 
formed by  previous  study  of  the  resolutions, 
and  their  opinions  resulted  in  the  sound  recom- 
mendations detailed  in  this  report.  As  a funda- 
mental principle,  it  was  agreed  that  the  Consti- 
tution and  Bylaws  should  be  considered  stable 
documents  and  changes  made  only  when  definite 
need  was  demonstrated. 

The  resolutions  will  be  reported,  not  as  they 
were  consecutively  introduced,  but  under  the 
general  groups  as  mentioned  previously.  The 
proposed  miscellaneous  amendments  will  be 
considered  first. 

Resolution  62-4 — Amendment  to  Bylaws 
to  Provide  for  Partial  Remission  of  Dues; 
Introduced  by  Nassau  County  Medical  So- 
ciety. 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
to  provide  for  partial  remission  of  dues  on  the 
recommendation  of  the  component  county 
medical  society,  as  follows:  Chapter  XIV, 

Section  2,  final  paragraph,  insert  the  words  “in 
whole  or  in  part’’  following  the  word  “year”  in 
the  third  line  of  the  paragraph,  so  that  the 
paragraph  will  read:  “The  dues  of  any  active 
or  junior  member  of  the  Medical  Society  of 
the  State  of  New  York  may  be  remitted  for 
the  current  year  in  whole  or  in  part  on  account 
of  illness,  financial  hardship,  or  temporary 
service  in  the  armed  forces  or  in  the  United 
States  Public  Health  Service,  when  the  re- 
quest is  made  by  the  member’s  component 
county  medical  society.” 

The  committee  voted  to  recommend  that  this 
resolution  not  be  adopted  because  it  felt  that  it 
would  not  be  feasible  to  determine  who  shall  be 
entitled  to  a partial  remission  of  dues  and  to  de- 


lineate the  circumstances  in  which  a member 
may  have  his  dues  fully  or  partially  remitted. 

The  committee  recommends  disapproval  of  this 
resolution. 

Resolution  62-9 — Amendment  to  Bylaws 
to  Rescind  Action  on  Mandatory  A.M.A. 
Membership;  Introduced  by  Medical  Society 
of  the  County  of  New  York. 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
amend  Chapter  I , Section  1 of  the  Bylaws  by  de- 
leting from  the  first  sentence  thereof  the  words 
“and  the  American  Medical  Association”  ap- 
pearing at  the  end  of  such  sentence;  and  fur- 
ther, amend  Chapter  I,  Section  3 of  the  By- 
laws by  deleting  from  the  first  sentence  thereof 
the  words  “or  the  American  Medical  As- 
sociation” and  by  changing  the  word  “their” 
appearing  in  such  sentence  to  “its.” 

It  was  voted  to  recommend  disapproval  of  this 
resolution.  The  committee  felt  that  required 
membership  in  the  American  Medical  Associa- 
tion has  been  a forward  step  in  making  the  posi- 
tion of  the  New  York  delegation  more  solid  in 
the  A.M.A.  House  of  Delegates.  As  a result  of 
automatic  membership  in  the  A.M.A.,  it  is  ex- 
pected that  New  York  State  will  have  at  least  22 
delegates  to  the  A.M.A.  House  next  year.  It 
was  the  opinion  of  the  committee  that  it  would 
be  a dire  mistake  to  rescind  this  constructive  ac- 
tion. 

The  committee  unanimously  recommends  dis- 
approval of  this  resolution. 

Resolution  62-44 — Amendments  Intro- 

duced at  Request  of  Special  Committee  on 
Constitution  and  Bylaws;  Introduced  by 
James  Greenough,  M.D.,  Past-President. 

Whereas,  The  Planning  Committee  in  its 
report,  62-A,  makes  recommendations  that 
would  require  amendments  to  the  Constitu- 
tion and  Bylaws;  now  therefore  be  it  hereby 

Resolved,  That  the  Bylaws  be  amended  as 
follows: 

1.  Amend  Section  2(c)  of  Chapter  I to  add 
the  following  new  final  sentence:  “The  secre- 
tary shall  forthwith  notify  the  American 
Medical  Association  of  said  termination  of 
membership.” 

The  committee  voted  to  recommend  approval 
of  this  amendment,  which  would  require  the 
State  Society  to  notify  the  A.M.A.  or  any  mem- 
ber who  has  been  dropped  from  the  membership 
rolls  because  of  nonpayment  of  dues  and  as- 
sessments. 

The  committee  recommends  approval. 

2.  Amend  Section  1(b)  of  Chapter  II  to 
change  the  date,  “May  31,”  to  “April  1.” 

The  committee  voted  to  recommend  approval 
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of  this  amendment  to  Section  1 (b) , which  would 
read:  “Any  component  county  medical  society 
which,  according  to  the  rolls  of  the  State  Society 
on  April  1 of  the  previous  calendar  year  shall 
have  had  up  to  99  members  shall  be  entitled  to 
elect  one  delegate.”  This  was  done  to  conform 
with  Chapter  XIV,  Section  5,  which  states: 
“The  treasurer  of  each  component  county 
medical  society  shall  forward  to  the  treasurer 
of  this  Society  the  amount  of  the  State  per  capita 
assessment  and  the  amount  of  all  American 
Medical  Association  dues  collected  from  mem- 
bers of  his  county  as  promptly  as  possible  but  in 
any  event  before  the  first  day  of  April  of  each 
year.” 

The  committee  recommends  approval. 

3.  Amend  Sections  9 and  10  of  Chapter 
VII  to  substitute  the  words,  “Board  of  Trus- 
tees,” for  the  word  “Council.” 

The  committee  voted  to  recommend  approval 
of  these  amendments.  Section  9 would  read  in 
part:  “He  (the  treasurer)  shall  at  the  expense  of 
the  Society  give  a bond  for  the  faithful  per- 
formance of  his  duties,  which  shall  be  approved 
by  the  Board  of  Trustees  as  to  amount,  form,  and 
surety.”  Section  10  would  read  in  part:  “He 

(the  assistant  treasurer)  shall,  at  the  expense  of 
the  Society,  give  a bond  for  the  faithful  per- 
formance of  his  duties,  which  shall  be  approved 
by  the  Board  of  Trustees.”  These  sections  now 
conform  with  the  provision  in  Section  3 of  Chap- 
ter V that  “The  Board  of  Trustees  shall  approve 
the  bond  of  the  treasurer  and  the  assistant  treas- 
urer as  to  amount,  form,  and  surety  ...  .” 

The  committee  recommends  approval. 

4.  Amend  Section  3 of  Chapter  XI  to 
eliminate  the  words,  “within  thirty  days  after 
appointment,”  in  the  last  sentence  of  said  sec- 
tion. 

The  committee  approved  amending  this  sec- 
tion, which  now  provides  that  the  Special  Com- 
mittee on  Prize  Essays  “shall  give  notice  through 
the  Society’s  publication  or  by  other  methods, 
within  thirty  days  after  appointment,  of  the 
amount  of  the  prize  and  when  the  essays  shall 
be  submitted  to  the  committee.”  Deletion  of 
the  words  “within  thirty  days  after  appoint- 
ment” would  not  restrict  the  committee  to  a 
time  limit  for  publishing  this  information. 

Your  Special  Committee  on  Constitution  and 
Bylaws  recommends  approval  of  this  proposed 
amendment. 

Resolution  62-48 — Date  for  Payment  of 
State  Society  Dues;  Introduced  by  the  Medi- 
cal Society  of  the  County  of  Westchester. 

Resolved,  That  the  Bylaws  be  amended  as 
follows: 

1.  Amend  Section  2(b)  of  Chapter  I of  the 
Bylaws  to  change  the  date,  “March  1,”  to 
“June  1.” 

2.  Amend  Section  2 of  Chapter  XIV  of  the 
Bylaws  to  change  the  date,  “March  1,”  to 


“June  1”  in  the  third  paragraph  of  said  sec- 
tion. 

3.  Amend  Section  5 of  Chapter  XIV  of  the 
Bylaws  to  change  the  words,  “the  first  day  of 
April,”  to  “the  first  day  of  June.” 

The  committee  voted  to  recommend  disap- 
proval of  this  resolution.  Number  3 conflicts 
with  number  2 of  resolution  62-44.  Also,  it  was 
the  feeling  of  the  committee  that  these  amend- 
ments would  not  be  advisable  because  of  the 
change  in  the  annual  meeting  date  from  May  to 
February. 

Disapproval  is  recommended. 

Resolution  62-54 — Change  in  Name  of  the 
Medical  Society  of  the  State  of  New  York; 
Introduced  by  the  Nassau  County  Medical 
Society. 

Resolved,  That  the  Constitution  and  Bylaws 
be  amended  as  follows:  Constitution,  Article 
I,  first  sentence,  delete  the  words  “Medical 
Society  of  the  State  of  New  York”  and  substi- 
tute the  words  “New  York  State  Medical 
Society”  so  that  the  sentence  will  then  read, 
“The  name  and  title  of  the  Society  shall  be 
the  New  York  State  Medical  Society.” 

The  committee  voted  to  recommend  that  this 
resolution  not  be  passed  for  the  following  rea- 
sons: (1)  In  the  original  charter  of  membership 
the  Society  is  designated  as  “The  Medical  So- 
ciety of  the  State  of  New  York.”  Therefore, 
such  a change  would  require  legislative  action. 
(2)  It  would  involve  considerable  expense  and 
inconvenience  to  the  State  Society  in  changing 
its  stationery  and  other  oflSce  supplies  and  also 
to  the  county  societies  in  changing  their  consti- 
tutions and  bylaws.  (3)  Many  county  socie- 
ties have  expressed  disapproval  of  this  proposed 
change. 

The  committee  recommends  disapproval. 

Resolution  62-56 — Amendment  to  Bylaws 
for  Early  Presentation  of  Resolutions;  In- 
troduced by  the  Medical  Society  of  the  County 
of  Schenectady. 

Resolved,  That  the  Constitution  and  Bylaws 
be  amended  as  follows: 

Amend  Section  4 of  Chapter  VII  of  the  By- 
laws to  add  the  following  new  third  sentence  in 
place  of  the  present  third  sentence:  “AU 

resolutions  submitted  for  presentation  to  the 
House  of  Delegates  must  be  forwarded  to  the 
Speaker  at  least  forty-five  days  in  advance  of 
the  annual  meeting  of  the  House  and  referred 
by  him  to  the  president  of  each  component 
county  society,  the  president  of  each  district 
branch,  the  chairman  of  each  section,  and  the 
appropriate  reference  committees;  and  no 
resolution  presented  subsequent  to  forty-five 
days  may  be  received  or  referred  to  a reference 
committee  except  by  a two-thirds  vote  of  the 
delegates.” 

The  committee  voted  to  recommend  disap- 
proval of  this  resolution.  It  felt  that  it  reflects 
poorly  on  the  integrity  of  the  delegates.  Also,  it 
was  believed  to  be  an  unnecessary  encroachment 
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on  a delegate’s  right  to  introduce  any  resolution 
— regardless  of  its  importance.  The  job  of 
screening  these  resolutions  is  well  taken  care  of 
by  good  reference  committees.  Furthermore, 
limiting  the  submission  of  resolutions  to  forty- 
five  days  in  advance  of  the  meeting  could  se- 
riously impede  the  functioning  of  the  House. 
However,  it  was  thought  that  some  deadline 
should  be  set  by  the  Speaker  in  order  to  evaluate 
the  majority  of  resolutions  properly. 

We  recommend  disapproval. 

Resolution  62-46 — Amendments  to  Consti- 
tution and  Bylaws  to  Implement  Planning 
Committee  Report;  Introduced  by  James 
Greenough,  M.D.,  Past-President. 

Whereas,  The  Planning  Committee  in  its 
report,  62— A,  on  page  8,  makes  recommenda- 
tions that  would  require  amendments  to  the 
Constitution  and  Bylaws;  now  therefore  be  it 
hereby 

Resolved,  That  the  Bylaws  be  amended  as 
follows: 

1.  Amend  Section  10  of  Chapter  IV  to  de- 
lete last  sentence  (i.e.  “the  chairman  of  each 
commission  shall  be  a member  of  the  Coun- 
cU”). 

It  was  voted  to  recommend  approval  of  this 
amendment.  The  committee  agreed  that  this  is 
a forward  step  in  bringing  fresh  blood  into  the 
Society  and  that  it  produces  a further  incentive 
to  competent  men  to  become  active  in  its  af- 
fairs. 

Approval  is  recommended. 

2.  Amend  Section  2 of  Chapter  HI  to  add 
the  following  new  sentence  to  the  first  para- 
graph of  said  section: 

“No  person  may  serve  more  than  five  terms 
as  secretary,  treasurer,  assistant  secretary, 
and  assistant  treasurer,  respectively.” 

The  committee  approved  of  this  amendment. 
However,  as  presently  worded,  the  amendment 
would  prevent  a man  who  has  served  five  con- 
secutive terms  in  office  from  being  re-elected 
after  a lapse  of  time.  Therefore  it  voted  to 
recommend  that  the  amendment  be  changed  to 
read: 

“No  person  may  serve,  consecutively,  more 
than  five  terms  as  secretary,  treasurer,  as- 
sistant secretary,  and  assistant  treasurer.” 

We  recommend  approval  as  amended. 

3.  Amend  Section  2 of  Chapter  III  to  add 
the  following  new  sentence  to  the  second 
paragraph  of  said  section:  “No  person  shall 
serve  more  than  three  consecutive  terms  as  a 
councillor.” 

The  committee  felt  that  a six-year  term  as 
councillor  would  be  sufficient  and  would  be  con- 
sistent with  bringing  in  fresh  blood.  Also,  as  in 
the  previous  amendment,  the  sentence  is  se- 
mantically incorrect.  It  was  voted  to  recom- 
mend that  the  amendment  be  changed  to  read: 

“No  person  shall  serve,  consecutively,  more 
than  two  terms  as  councillor.” 

We  recommend  approval  as  amended. 


4.  Amend  Section  3 of  Chapter  III  to  add 
the  following  new  final  sentence  to  said  sec- 
tion: 

“No  person  shall  serve  more  than  one  term 
as  a trustee.” 

It  was  voted  to  recommend  approval  of  this 
amendment.  The  committee  also  recommended 
that,  in  addition,  a provision  should  be  made 
that  “an  unexpired  term  shall  not  be  construed 
as  a term  of  office.” 

Approval  is  recommended. 

Resolution  62-43 — Amendment  to  Consti- 
tution and  Bylaws  to  Shorten  Terms  of  Of- 
fice; Introduced  by  the  Medical  Society  of  the 
County  of  Momoe. 

Resolved,  To  amend  Section  1 of  Chapter 
III  of  the  Bylaws  to  add  the  following  new 
final  sentences  to  said  section: 

“No  person  shall  serve  more  than  three  con- 
secutive terms  as  president,  vice-president, 
secretary,  assistant  secretary,  treasurer,  as- 
sistant treasurer,  speaker,  vice-speaker,  coun- 
cillor, trustee,  or  delegate  to  the  American 
Medical  Association.  No  person  shall  be  eligi- 
ble for  election  to  any  of  the  foregoing  posi- 
tions until  at  least  one  year  has  elapsed  follow- 
ing completion  of  the  third  consecutive  term 
of  office  as  aforesaid.  No  person  shall  be  eligi- 
ble for  election  to  any  of  the  foregoing  posi- 
tions having  attained  the  age  of  sixty-nine 
years.  No  person  shall  be  eligible  for  election 
to  or  hold  more  than  one  elective  position  at 
the  same  time.” 

It  was  voted  to  recommend  disapproval  of  the 
resolution.  The  committee  felt  that  a limita- 
tion on  the  terms  of  president  and  vice-pres- 
ident is  not  necessary.  Also,  it  believed  that 
it  is  not  desirable  to  limit  the  terms  of  delegates 
to  the  A.M.A.  and  the  speaker  and  vice-speaker 
of  the  House.  It  requires  years  of  attendance  at 
A.M.A.  meetings  to  become  an  influential  dele- 
gate, and  experience  is  an  important  factor  in 
skillfully  conducting  the  State  Society  House  of 
Delegates.  The  committee  believed  also  that, 
by  restricting  eligibility  for  elected  office  to  an 
age  limit  of  sixty-nine  years,  the  Society  will  lose 
a valuable  source  of  knowledgeable  men. 

The  committee  recommends  disapproval. 

Resolution  62-45 — Amendments  to  Consti- 
tution and  Bylaws  to  Limit  Terms  of  Offi- 
cers; Introduced  by  the  Medical  Society  of  the 
County  of  Erie. 

Resolved,  That  Chapter  HI,  Section  1 of  the 
Bylaws  be  amended  by  the  addition  of  the 
following  language:  “No  member  of  the  So- 
ciety who  has  served  six  consecutive  terms  as 
vice-president,  assistant  secretary,  treasurer, 
assistant  treasurer,  speaker,  or  vice-speaker, 
or  who  has  served  two  consecutive  three-year 
terms  on  the  Council,  or  who  has  served  two 
consecutive  terms  on  the  Board  of  Trustees, 
shall  be  eligible  to  serve  a further  consecutive 
term  for  the  same  office. 

“A  member  elected  to  serve  an  unexpired 
term  on  the  Council  shall  not  be  regarded  as 
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having  served  a term  unless  he  has  served  for 
at  least  two  years. 

“A  member  elected  to  serve  an  unexpired 
term  on  the  Board  of  Trustees  shall  not  be  re- 
garded as  having  served  a term  unless  he  has 
served  for  three  or  more  years.” 

The  committee  voted  to  recommend  disap- 
proval of  this  resolution.  Its  provisions  have 
been  either  rejected  or  incorporated  in  other 
resolutions. 

Disapproval  is  recommended. 

Resolution  62-47 — Amendment  to  Consti- 
tution and  Bylaws  to  Limit  Terms  of  Office; 
Introduced  by  Monroe  M.  Broad,  M.D.,  dele- 
gate from  Queens  County. 

Resolved,  That  the  first  paragraph  of  Section 
2 of  Chapter  III  of  the  Bylaws  be  amended 
by  the  addition  of  the  following  sentence: 
“No  officer  above-mentioned  with  the  excep- 
tion of  president  and  president-elect  shall 
serve  for  more  than  three  consecutive  terms  of 
office”;  and  be  it  further 

Resolved,  That  the  second  paragraph  of  Sec- 
tion 2,  Chapter  III  of  the  Bylaws  be  amended 
by  the  addition  of  the  following  sentence: 
“No  member  shall  serve  as  a councillor  for 
more  than  two  consecutive  terms  of  office.” 

The  committee  voted  to  recommend  disap- 
proval of  this  resolution.  The  first  resolved 
was  rejected  in  a previous  resolution,  and  the 
second  resolved  was  already  approved. 

Disapproval  is  recommended. 

Resolution  62-2 — Proportional  Represen- 
tation for  A.M.A.  Delegates;  Introduced  by 
the  Medical  Society  of  the  County  of  Monroe. 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
to  provide  that  the  delegates  to  the  American 
Medical  Association  be  elected  one  half  from 
the  State  Society  House  of  Delegates  and  one 
half  from  the  various  district  branches,  or 
combination  of  such,  as  proportional  repre- 
sentation would  allow,  as  follows: 

Amend  Chapter  III,  Section  6,  of  the  By- 
laws, by  inserting  in  the  second  sentence, 
following  the  word  “Nominations,”  the  words 
“one  half  from  members  of  the  House  of  Dele- 
gates and  one  half  from  the  district  branches, 
in  proportion  to  the  membership  thereof,”  so 
that  the  sentence  will  then  read:  “Nomina- 
tions, one  half  from  members  of  the  House  of 
Delegates  and  one  half  from  the  district 
branches,  in  proportion  to  the  membership 
thereof,  shall  be  made  for  not  less  than  double 
the  full  number  of  delegates  to  be  elected”; 

and  in  the  next  portion  of  the  sentence,  by 
inserting  the  words  “one  half  to  be  elected 
from  those  nominated  from  the  House  of  Dele- 
gates and  one  half  to  be  elected  from  those 
nominated  from  the  district  branches”  so  that 
that  portion  of  the  sentence  will  then  read, 
“.  . .and  the  delegates  shall  be  declared  elected 
in  the  order  of  the  highest  number  of  votes 
cast  until  the  allotted  number  shall  have  been 


chosen,  one  half  to  be  elected  from  those  nom- 
inated from  the  House  of  Delegates  and  one 
half  to  be  elected  from  those  nominated  from 
the  district  branches”; 

and  in  the  next  portion  of  the  sentence  by 
inserting  the  same  words  so  that  that  portion 
will  then  read,  “.  . .a  corresponding  number  in 
the  next  highest  order  of  votes  cast  shall  be  de- 
clared alternate  delegates,  one  half  to  be 
elected  from  those  nominated  from  the  House 
of  Delegates  and  one  half  to  be  elected  from 
those  nominated  from  the  district  branches.” 

The  committee  voted  to  recommend  disap- 
proval of  this  resolution.  It  was  felt  that  it  is  too 
cumbersome  and  unworkable.  In  addition,  it 
was  pointed  out  that  on  the  whole  there  has  been 
a fairly  equal  representation  of  delegates.  A 
study  of  the  geographic  distribution  of  delegates 
for  the  past  five  years  was  prepared  which  sub- 
stantiates this  fact. 

The  committee  recommends  disapproval. 

The  following  three  resolutions  deal  with 
the  method  of  appointing  the  Nominating  Com- 
mittee. 

Resolution  62-7 — Amend  Bylaws  to  Provide 
for  Selection  of  Branch  Members  of  Nom- 
inating Committee;  Introduced  by  the 
Medical  Society  of  the  County  of  Erie. 

Resolved,  That  Chapter  XI,  Section  4,  of  the 
Bylaws  be  amended  to  provide  that  the  choice 
of  the  member  of  the  Nominating  Committee 
from  each  district  branch  shall  be  from  a list  of 
at  least  two  candidates  furnished  the  presi- 
dent of  the  Society  by  the  president  of  the 
district  branch,  as  follows: 

Amend  Chapter  XI,  Section  4,  of  the  By- 
laws by  the  addition  after  the  words  “each 
district  branch”  of  the  following  language: 
“from  a list  of  at  least  two  candidates  desig- 
nated by  the  president  of  each  district  branch, 
such  list  to  be  furnished  within  thirty  days 
after  request  is  made  by  the  president  of  the 
Society.  In  the  event  such  list  of  candidates 
is  not  furnished  within  the  specified  time,  the 
choice  of  the  member  from  the  district  branch 
failing  to  name  candidates  shall  be  made  by 
the  president  of  the  Society,”  so  that  Chapter 
XI,  Section  4,  will  then  read:  “The  Nominat- 
ing Committee  shall  comprise  eleven  mem- 
bers, one  member  to  be  chosen  from  each  dis- 
trict branch  from  a list  of  at  least  two  candi- 
dates designated  by  the  president  of  each  dis- 
trict branch,  such  list  to  be  furnished  within 
thirty  days  after  request  is  made  by  the  presi- 
dent of  the  Society.  In  the  event  such  list  of 
candidates  is  not  furnished  within  the  speci- 
fied time,  the  choice  of  the  member  from  the 
district  branch  failing  to  name  candidates 
shall  be  made  by  the  president  of  the  Society, 
and  two  additional  members  at  large  to  be 
nominated  to  this  committee  by  the  president, 
in  conformity  with  Chapter  VII,  Section  1,  of 
these  Bylaws.  It  will  be  the  duty  of  this  com- 
mittee to  propose  and  nominate  members  of 
the  Society  for  all  vacancies  to  be  filled  at  the 
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annual  meeting  of  the  House  of  Delegates 
succeeding  their  appointment.  These  recom- 
mendations shall  be  made  to  the  House  of 
Delegates  in  the  same  manner  as  prescribed 
in  Chapter  X,  Section  2,  of  the  Bylaws.” 

Resolution  62-49 — Recommending  a 

Change  in  the  Bylaws  of  the  Medical  So- 
ciety of  the  State  of  New  York,  Chapter  VII, 
Section  1,  Re  the  Appointment  of  the 
Nominating  Committee;  Introduced  by  the 
Fourth  District  Branch. 

Resolved,  That  the  Bylaws  be  amended  as 
follows: 

Add  the  following  new  sentence  following 
the  present  fourth  sentence  of  Chapter  VII, 
Section  1:  “Members  of  the  Nominating 

Committee  chosen  from  the  several  district 
branches  shall  be  appointed  by  the  president 
after  consultation  with  and  from  a list  of  one 
or  more  persons  submitted  to  the  president  by 
the  executive  committee  of  the  district  branch 
concerned.” 

Resolution  62-15 — Amendment  to  Bylaws 
to  Change  Method  of  Selection  of  Nominat  - 
ing  Committee;  Introduced  by  Medical 
Societies  of  the  Counties  of  Oneida,  Herkimer, 
and  Madison. 

Resolved,  That  Chapter  XI,  Section  4 of  the 
Bylaws  of  the  Medical  Society  of  the  State 
of  New  York  be  changed  as  follows: 

The  words  “to  be  chosen  from”  be  changed 
to  “to  be  elected  by”  each  district  branch,  so 
that  the  sentence  will  then  read:  “The 

Nominating  Committee  shall  comprise  eleven 
members,  one  member  to  be  elected  by  each 
district  branch  and  two  additional  members 
at  large  to  be  nominated  to  this  committee 
by  the  president,  in  conformity  with  Chapter 
VII,  Section  1,  of  these  Bylaws.” 

The  committee  voted  to  recommend  that 
these  resolutions  be  rejected.  It  was  the  feeling 
of  the  committee  that  the  majority  of  district 
branches  are  not  sufficiently  active  or  do  not 
have  sufficient  members  present  at  business 
meetings  to  undertake  this  responsibility.  It 
was  pointed  out  that  each  year,  every  county 
society  and  district  branch  is  asked  to  submit 
names  for  presentation  to  the  Nominating  Com- 
mittee. However,  the  district  branches  have  sel- 
dom taken  advantage  of  this  procedure. 

We  recommend  that  resolutions  62-7,  62-49,  and 
62-15  not  be  approved. 

Clarification.  The  committee  noted  that 
the  word  “councillor  (s)  ” appears  only  three  times 
in  the  Constitution  and  Bylaws  (Chapter  III, 
Section  2;  Chapter  VII,  Section  7;  and  Chapter 
XV,  Section  5).  The  term  “member  (s)  of  the 
Council”  (which  includes  Society  officers)  is  used 
in  a number  of  places.  The  places  and  context 
are  listed  below  with  a comment  as  to  whether 
or  not  the  Special  Committee  on  Constitution 
and  Bylaws  feels  that  the  term  should  be 
changed  to  “councillor (s).” 

1.  Chapter  II,  Section  I:  “The  House  of 
Delegates  shall  be  composed  of . . . (b)  officers  of 


the  Society  and  other  members  of  the  Council 
and  of  the  Board  of  Trustees.” 

Committee  recommendation:  This  might  be 

changed  to  “(b)  officers  of  the  Society,  coun- 
cillors, and  trustees.” 

2.  Chapter  III,  Section  1:  “The  officers, 

members  of  the  Council  and  of  the  Board  of 
Trustees  of  the  Society  and  the  delegates  to  the 
American  Medical  Association  shall  be  nomi- 
nated. . . No  member  . . . who  is  in  arrears  . . . 
shall . . . vote  for  any  officer,  member  of  the 
Council,  trustee,  or  delegate.” 

Committee  recommendation:  This  might  be 

changed  to  “The  officers,  councillors,  and  trus- 
tees of  the  Society  and  the  delegates  . . . vote  for 
any  officer,  councillor,  trustee,  or  delegate. 

3.  Chapter  III,  Section  2:  “Four  members 
of  the  Council  shall  be  elected  annually  for  a 
term  of  three  years.” 

Committee  recommendation:  This  statement  is 
inaccurate  and  should  be  changed  to  “Four 
councillors  shall  be  elected  annually  for  a term 
of  three  years.” 

4.  Chapter  HI,  Section  3:  “A  person 

to  be  eligible  for  election  as  trustee  shall 
have  served  at  least  two  years  as  an  officer,  or  at 
least  three  years  as  a member  of  the  Council,  or 
at  least  five  years  as  a member  of  the  House  of 
Delegates.” 

Committee  recommendation:  This  should  be 
changed  to  “or  at  least  three  years  as  a coun- 
cillor.” 

5.  Chapter  IV,  Section  1 (b) : “The  Council 

shall  establish  an  executive  committee  to  be 
composed  of  the  president,  the  president-elect, 
the  secretary,  the  treasurer,  and  three  additional 
members  of  the  Council,  etc.” 

Committee  recommendation:  This  should  be 
changed  to  “and  three  councillors.” 

6.  Chapter  IV,  Section  2:  “The  members 
of  the  Council  shall  hold  office  until  their  suc- 
cessors are  duly  elected  and  qualified.” 

Committee  recommendation:  This  should  be 
changed  to  “The  councillors  shall  hold  office, 
etc.”  since  it  has  already  been  stated  (Chapter 
III,  Section  2)  that  the  officers  hold  office  on 
these  terms. 

7.  Chapter  IV,  Section  3:  “Any  four  mem- 
bers of  the  Council  may  require  the  president  to 
call  a meeting  for  such  time  and  place  as  shall  be 
designated  by  them  in  writing.” 

Committee  recommendation:  This  should  not 
be  changed. 

8.  Chapter  VII,  Section  1:  “The  presi- 

dent . . . shall  assign  the  special  branches  of  work 
for  which  the  members  of  the  Council  shall  be 
responsible.” 

Committee  recommendation:  This  should  not 
be  changed. 

9.  Chapter  IX,  Section  1:  “Allowances  for 
expenses  incurred  in  the  actual  performance  of 
official  duties  by  officers,  members  of  the  Coun- 
cil, the  Board  of  Trustees,  of  the  Judicial  Coun- 
cil, and  commissions  and  committees  and  em- 
ployes of  the  Society  and  delegates  to  the  Ameri- 
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can  Medical  Association  shall  be  made  in  con- 
formity with  the  following  conditions.  . . 

“Members  of  the  Council,  of  the  Board  of 
Trustees,  and  of  the  Judicial  Council  shall  be  al- 
lowed traveling  expenses.” 

Committee  recommendation:  This  might  be 

changed  to:  “Allowances  for  expenses  incurred  in 
the  actual  performance  of  official  duties  by 
officers,  councillors,  trustees,  members  of  the 
Judicial  Council,  of  commissions,  and  of  com- 
mittees, employes  of  the  Society,  and  delegates 
to  the  American  Medical  Association  shall  be 
made  in  conformity  with  the  following  condi- 
tions. . . 

. . .Councillors,  trustees,  and  members  of  the 
Judicial  Council  shall  be  allowed  traveling  ex- 
penses.” 

We  feel  that  the  changes  recommended  above 
are  corrections  of  the  text  rather  than  amend- 
ments to  the  Bylaws.  We  therefore  feel  that 
they  can  be  made  by  the  executive  vice-presi- 
dent in  his  editorial  capacity  without  action  by 
the  House  of  Delegates  and  certainly  without 
having  them  lay  over  for  a year. 


In  the  process  of  studying  the  Constitution 
and  Bylaws  in  relation  to  the  proposed  amend- 
ments, the  committee  found  that  there  were  sev- 
eral mistakes  in  grammar,  that  much  of  the 
language  was  ambiguous,  that  inconsistencies 
had  occasionally  been  noted,  and  that  some  of 
the  provisions  were  felt  to  be  imprecise  and  in- 
definite. 

Therefore  the  committee  would  like  to  recom- 
mend to  the  House  of  Delegates  that  an  ad  hoc 
committee,  including  a representative  of  legal 
counsel,  be  appointed  to  review  the  Constitution 
and  Bylaws  of  the  Medical  Society  of  the  State 
of  New  York. 

The  chairman  of  this  committee  would  like  to 
express  his  gratitude  to  Miss  Doris  K.  Dou- 
gherty, Miss  Dorothy  Hart,  and  Miss  Roslyn 
Feinberg  for  their  invaluable  help  in  preparing 
this  report  and  once  again  to  thank  the  members 
of  the  committee,  Drs.  Allen,  Ershler,  Hart- 
mann, and  Wolff. 

Respectfully  submitted, 

George  A.  Burgin,  M.D.,  Chairman 
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1963  HOUSE  OF  DELEGATES 


Reports  of  Officers  A 


President 

To  the  House  of  Delegates,  Gentlemen: 

This  report  is  being  dictated  late  in  January, 
and  it  hardly  seems  possible  that  almost  ten 
months  have  elapsed  since  I assumed  oflBce  last 

May.  These 
have  been  ten 
very  busy 
months  char- 
acterized by 
acc  omplish- 
ments  that 
have  been 
most  satisfac- 
tory in  many 
instances,  ac- 
complishments 
that  resulted 
only  from  the 
cooperation  of 
trustees,  coun- 
cillors, com- 
mittee chair- 
men and  their 
committees , 
and  our  legal 
counsel  and 
the  very  co- 
operative 
headquarters  staff  at  750  Third  Avenue,  New 
York  City.  There  have  also  been  frustrations, 
despite  the  efforts  of  all  concerned  to  accomplish 
what  was  originally  intended.  Among  the  many 
rewards  of  the  past  year  have  been  the  many 
contacts  with  representatives  of  our  own  county 
societies  and  with  representatives  of  other  state 
societies  and  organizations  involved  in  the  prob- 
lems which  affect  organized  medicine.  There 
has  been  considerable  travel  involved,  most  of  it 
very  pleasant.  One  of  the  most  stimulating 
trips  involved  meetings  with  smaller  county 
societies,  and  I regret  that  more  of  these  soci- 
eties could  not  have  been  visited,  because  I 
believe  that  a great  deal  of  liaison  work  can  be 
done  in  this  way  with  marked  improvement  in 
attitude  between  the  State  Society  and  county 
societies. 

As  usual,  many  problems  have  arisen  and  a 
determined  effort  has  been  made  to  solve  them 
all.  There  have  been  instances  in  which  indi- 
viduals have  requested  assistance  in  matters  for 
which  it  has  been  impossible  to  do  what  had 
been  requested,  either  because  of  legal  problems 
or  matters  affecting  hospital  appointments,  and 
so  forth.  Each  individual  has  been  advised  to 
the  best  of  our  ability,  knowing  that  the  reply 
would  probably  be  unsatisfactory  to  the  particu- 
lar individual  and  problem  involved. 


Council  Meetings.  The  policy  established 
by  my  predecessor,  John  M.  Galbraith,  M.D.,  of 
alternating  Council  meetings  with  Executive 
Committee  meetings  has  been  continued  with 
complete  satisfaction,  as  far  as  one  can  tell. 
Also,  the  Board  of  Trustees  meets  every  other 
month.  To  date  there  has  been  no  indication 
that  the  business  of  the  Society  has  met  any 
serious  diflBculty  as  a result  of  this  new  policy. 

Planning  Committee.  The  new  Planning 
Committee  is  now  established,  several  meetings 
have  been  held,  and  you  wiU  find  results  of  these 
meetings  and  the  recommendations  under  the 
annual  report  by  the  chairman  of  the  Planning 
Committee. 

Foundation.  The  Empire  State  Medical, 
Scientific  and  Educational  Foundation  is  pro- 
gressing slowly,  primarily  because  of  the  fact 
that  the  Internal  Revenue  Service  has  to  decide 
upon  the  tax  status  of  this  Foundation  before 
vigorous  activity  can  be  assumed.  This  delay  is 
due  to  the  fact  that  the  Foundation  must  have 
been  in  existence  for  at  least  one  year,  which  it 
now  has  been,  before  its  status  can  be  reviewed, 
and  it  is  hoped  that  we  will  be  approved  by  the 
time  the  House  of  Delegates  meets,  and  we  can 
then  seek  fimds  for  much  greater  activity  than 
now  possible. 

New  York  State  Association  of  the  Profes- 
sions. This  Association  is  now  formally  or- 
ganized and  incorporated,  has  elected  a slate 
of  oflicers,  and  has  acquired  a fairly  large  num- 
ber of  members  to  date.  It  is  felt  that  this 
organization  will  be  of  great  value  in  the  future, 
especially  in  regard  to  socioeconomic  problems. 
Several  additional  organizations  are  applying 
for  membership. 

Society’s  Name.  In  keeping  with  Dr. 
Galbraith’s  recommendation  for  a change  in 
name  to  the  New  York  State  Medical  Society,  a 
resolution  was  introduced  in  the  1962  House  of 
Delegates  to  amend  the  Constitution.  We  find 
that  the  Society  is  chartered  by  the  State  of  New 
York  and  any  change  in  name  will  require 
legislative  action  by  the  State. 

Reorganization.  Executive  Vice-President 
Henry  I.  Fineberg  has  continued  his  excellent 
work  in  reorganizing  the  main  oflice  in  New 
York  City,  including  personnel,  equipment,  and 
so  forth.  Rather  expensive  IBM  equipment, 
which  was  recommended,  was  found  to  be  un- 
necessary and  was  not  retained.  Additional 
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office  space,  which  had  also  been  recommended 
and  had  been  acquired  tentatively,  is  in  the 
process  of  being  resolved  from  the  point  of  view 
of  a lease.  These  two  cancellations  alone  will 
save  the  State  Society  a great  deal  of  money. 

Communication.  The  problems  of  com- 
munication persist  but  the  department  is  doing 
remarkably  good  work,  in  spite  of  being  short- 
handed,  as  well  as  being  restricted  to  a budget 
that  is  as  generous  as  our  economic  situation  can 
provide. 

Legislation.  Again  one  of  our  two  major 
problems  will  be  chiropractic  at  the  State  level, 
and  this  will  be  resolved  in  one  way  or  another 
by  the  time  our  annual  meeting  is  held  in  May. 
Meetings  have  already  been  held  with  the 
Governor’s  counsel,  the  Society  being  repre- 
sented by  the  chairman  of  the  Legislation  Com- 
mittee, the  Health  Commissioner  and  his  first 
deputy.  Dr.  Fineberg,  Mr.  George  Foy,  Mr. 
Harry  Albright,  and  your  president.  It  is 
anticipated  that  the  Legislation  Committee  will 
do  aU  in  its  power  to  prevent  enactment  of  a 
licensing  bill  again  tbis  year. 

The  major  problem,  of  course,  at  the  national 
level  will  again  be  medical  care  of  the  aged  under 
Social  Security  financing.  I have  read  with 
great  interest  and  close  observation  newspaper 
articles,  magazine  articles,  and  others  concern- 
ing the  opinions  of  different  legislators  on  this 
problem.  It  is  regrettable  that  our  two  Senators 
from  New  York  State  favor  Social  Security 
financing,  and  it  is  hoped  that  contacts  can  be 
made  that  might  change  their  opinion. 

It  is  planned  to  continue  the  meeting  with  the 
legislators  in  Washington  and  this  will  be  done 
late  in  March  with  a somewhat  smaller  number 
of  representatives  of  the  State  Society  than  in 
the  past.  The  A.M.A.  office  in  Washington  is 
most  anxious  that  this  policy  be  continued  as 
they  feel  that  it  is  our  best  contact  with  our 
legislators  at  the  Federal  level. 

Journal.  The  Journal  has  made  great 
strides  from  the  point  of  view  of  editorial  and 
scientific  activities,  and  has  received  the  award 
as  the  best  state  medical  journal  of  1962.  The 
financial  problems  of  the  Journal  are  consider- 
able, and  you  will  receive  more  information  con- 
cerning this  in  the  supplementary  report  to  the 
House  of  Delegates. 

Woman’s  Auxiliary.  Like  Dr.  Galbraith,  I 
wish  to  commend  the  Auxiliary  for  their  efforts 
in  behalf  of  organized  medicine  in  this  State. 
My  associations  with  Mrs.  Helen  Ulrich  of 
Buffalo,  president  of  the  Auxiliary,  have  been 
most  congenial  and  I have  foimd  her  most 
cooperative  in  every  way.  I wish  to  compliment 
her  on  her  activities  of  the  year  and  hope  that 
she  will  extend  my  felicitation  to  all  members  of 
her  organization. 

Medical  Education.  Medical  education 
continues  to  be  a problem,  involving  many 
facets. 

Recent  reports  would  indicate  that  there  has 


been  an  increase  in  the  number  of  apphcants  for 
medical  schools  for  the  first  time  in  several  years. 
However,  these  apphcants  are  still  too  few  and 
are  not  representing  some  of  the  outstanding 
yoimg  men  in  our  colleges.  It  is  hoped  that 
this  number  will  increase  and  that  the  addi- 
tional schools,  which  have  been  suggested,  will 
become  a reahty.  There  continues  to  be  dis- 
cussion about  the  development  of  one  or  two 
new  schools  in  this  State,  including  one  in 
Nassau  County  to  which  Dr.  Galbraith  referred 
last  year. 

One  of  the  other  problems  of  medical  educa- 
tion is  primarily  in  the  realm  of  interns  and 
residents,  and  this  is  receiving  a great  deal  of 
consideration  at  all  levels.  Dr.  Galbraith  and  I 
attended  a meeting  of  the  American  Association 
of  Medical  Schools  in  Colorado  Springs  in 
December  at  which  there  were  panel  discussions, 
as  well  as  individual  discussion  groups,  tr3dng  to 
resolve  some  of  the  many  problems  involved  in 
this  area.  It  was  my  impression  that  the  in- 
formal discussions  of  groups  of  about  fifteen 
were  more  productive  of  understanding  than  the 
over-all  group  meetings.  The  University  of 
Rochester  School  of  Medicine  and  the  Medical 
Society  of  the  County  of  Monroe  have  set  up  a 
committee  which  has  now  met  on  three  or  four 
occasions  and  plans  to  continue  meetings  dis- 
cussing these  problems  that  exist  between  “the 
town  and  the  gown.” 

Committees  and  Tenures  of  Officers.  As 
you  recall,  the  Planning  Committee  had  made 
recommendation  considering  the  size  of  com- 
mittees and  the  tenures  of  officers,  councillors, 
trustees,  and  committee  members.  In  view  of 
these  recommendations,  many  of  which  did  not 
require  action  of  the  House  of  Delegates,  most 
committees  were  restricted  to  the  size  recom- 
mended by  the  Planning  Committee,  and  I am 
hopeful  that  this  change  has  not  affected  too 
many  excellent  workers  adversely.  It  has  been 
fovmd,  as  I am  sure  you  all  agree,  that  small 
committees  of  active  workers  are  much  more 
efficient  than  many  larger  committees.  The 
implementation  of  the  tenures  of  officers, 
coimcfilors,  and  others  will  be  presented  at  this 
House  of  Delegates.  As  a result  of  this  imple- 
mentation, some  who  have  been  very  active  for 
long  periods  of  time  with  excellent  service  to  the 
Society  will  have  to  rehnquish  their  associations, 
at  least  temporarily,  and  other  “youngsters” 
coming  up  will  be  therefore  afforded  an  oppor- 
tunity to  make  their  talents  available  to  organ- 
ized medicine. 

State  Health  Department.  It  is  with  ex- 
treme regret  that  om:  very  close  associate  and 
supporter,  Herman  E.  HUleboe,  M.D.,  Commis- 
sioner of  Health  of  the  State  of  New  York,  has 
been  forced  to  resign  because  of  his  health.  On 
behalf  of  the  State  Society,  I have  written  Dr. 
Hilleboe  our  regrets  and  stated  our  hopes  that 
his  future  activities  will  be  less  burdensome  and 
that  he  will  be  available  for  advice  whenever 
needed.  The  State  Society  is  fortunate  to  have 
as  his  successor  Holhs  S.  Ingraham,  M.D.,  who 
shows  every  evidence  of  being  as  cooperative 
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and  as  helpful  as  his  predecessor.  The  next  in 
line,  Granville  W.  Larimore,  M.D.,  has  demon- 
strated his  interest  in  the  State  Society  on 
innumerable  occasions. 

Physicians’  Home.  Again  I note  the  lack  of 
support  of  this  very  deserving  organization  and 
can  only  recommend  that  every  member  of  the 
State  Society  be  more  generous  in  his  financial 
support  over  and  above  the  two  dollar  assess- 
ment that  he  receives  with  his  annual  biU. 

Budget.  In  my  address  to  you  last  year  I 
stressed  the  fact  that  we  would  live  within  our 
budget,  that  the  budget  would  be  much  more 
realistic,  and  that  the  Board  of  Trustees  would 
review  very  carefully  all  recommendations  in- 
volving financing.  I am  happy  to  report  to  you 
that  this  policy  has  been  implemented  and  is 
being  followed  very  rigidly.  With  our  increase 
in  dues  it  is  anticipated  that  all  deficit  financing 
is  behind  us  and  that  we  wUl  continue  to  operate 
without  red  figures.  I wish  to  compliment  the 


Budget  Committee  and  the  Board  of  Trustees 
for  their  excellent  work  in  the  past  year. 

A serious  problem  which  is  confronting  several 
of  the  metropolitan  county  societies  and  the 
State  Society  is  that  concerning  the  association 
of  hospitals  with  union  health  centers  for  the 
care  of  the  subscribers  to  these  plans,  and  it  is 
the  intention  of  at  least  one  county  society  to 
institute  legal  procedures  in  an  effort  to  deter- 
mine the  legality  of  the  arrangements. 

I am  sure  that  you  are  all  familiar  with  the 
furor  that  was  created  by  the  “Trussell  Report” 
and  realize  that  this  problem  is  far  from  being 
resolved  at  the  present  time. 

In  conclusion,  I wish  to  express  my  appreci- 
ation to  everyone  who  has  been  so  cooperative, 
especially  Dr.  Henry  I.  Fineberg,  the  executive 
vice-president,  and  all  members  of  his  staff,  as 
well  as,  as  I have  previously  mentioned,  the 
trustees,  councillors,  and  committee  chairmen 
and  their  committees. 

Respectively  submitted. 


Cl  ^ ^ 

A.  Lane,  M.D.,  President 
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Secretary 


To  the  House  of  Delegates,  Gentlemen: 

The  Secretary  reports  as  follows: 

Routine  Matters.  The  Secretary  has  per- 
formed the  duties  designated  in  Sections  6 and  7 
of  Chapter  VII  of  the  Bylaws.  That  is,  he  has 
attended  all  meetings  of  the  House  of  Delegates, 
the  Council,  the  Board  of  Trustees,  and  the 
Judicial  Council  and  has  kept  minutes  of  their 
proceedings.  Stenotyped  reports  of  the  pro- 
ceedings of  the  House  of  Delegates,  the  CouncU, 
the  Board  of  Trustees,  and  the  Judicial  Council 
have  been  preserved  and  are  available.  Edited 
versions  of  the  minutes  of  the  Council  and  the 
Board  of  Trustees  have  been  made  and  have 
been  accepted  by  those  bodies.  The  minutes  of 
the  House  of  Delegates  have  been  edited  and 
transmitted  to  the  New  York  State  Journal 
OF  Medicine  for  publication. 

The  Secretary  has  caused  the  seal  of  the 
Society  to  be  affixed  to  all  papers  and  docu- 
ments requiring  it.  He  has  kept  records  other 
than  those  kept  in  the  offices  of  legal  counsel 
and  those  belonging  in  the  office  of  the  Treasurer. 
He  has  notified  the  Council,  the  Board  of 
Trustees,  the  officers,  and  the  committee  chair- 
men of  the  instructions  of  the  House  of  Dele- 
gates and  has  carried  out  instructions  of  the 
House  of  Delegates  and  of  the  Council  to  the 
Secretary.  In  addition,  he  has  kept  minutes  of 
the  meetings  of  the  Executive  Committee  and 
has  reported  them  regularly  to  the  Council. 

With  the  cooperation  of  the  Executive  Vice- 
President,  he  has  notified  officers  and  commit- 
tee chairmen  of  the  instructions  of  the  Council 
and  of  the  Executive  Committee,  has  notified 
officers,  councillors,  trustees,  and  delegates  of 
their  election,  has  notified  committee  members 
of  their  appointment,  has  arranged  for  the 
registration  of  delegates  and  other  members  at 
meetings,  has  notified  Council,  Board  of  Trus- 
tees, and  committee  members  of  meetings,  and 
has  conducted  other  official  correspondence  of 
the  Society. 

The  preparation  of  scientific  programs  for  the 
annual  meetings  of  the  Society  and  of  the  dis- 
trict branches  has  been  entrusted  to  the  Depart- 
ment of  Scientific  Activities. 

The  Secretary  has  notified  life  members  of 
their  election  and  has  kept  membership  records 
as  reported  below. 


Membership.  The  following  figures  have 
been  compiled  by  the  Membership  Department. 


1961 

Membership 

25,351 

1962 

New  members 

975 

1962 

Reinstated  mem- 
bers 

75 

26,401 

1962 

Deaths 

405 

1962 

Resignations 

378 

1962 

License  Revoked 

6 

1962 

License  Suspended 

12 

805 

1962 

Membership  Suspended  4 

25,596 

1962 

Delinquent 

Members 

195 

1962 

Total  Member- 

SHIP 

25,401 

Honor  i 

counties,  those  having  no 

1962  de- 

linquents. 

are:  Cayuga,  Chemung,  Chenango, 

Clinton, 

Cortland,  Delaware, 

Franklin, 

Genesee,  Greene,  Herkimer,  Livingston,  Madi- 
son, Niagara,  Oswego,  Putnam,  Richmond, 
Saratoga,  Schuyler,  Steuben,  Tioga,  Warren, 
Wayne,  Wyoming,  and  Yates. 


Comparative  totals  of  membership  since  1951 
follow: 


1951 

22,124 

1957 

24,182 

1952 

22,637 

1958 

24,370 

1953 

23,145 

1959 

24,689 

1954 

23,545 

1960 

25,250 

1955 

23,838 

1961 

25,351 

1956 

24,031 

1962 

25,401 

Remission 

of  1962 

dues  was  voted  for  192 

members  as 

follows: 

Illness 

106,  Temporary 

Service  in  the  Armed  Forces  or  United  States 
Public  Health  Service  66,  and  Financial  Hard- 
ship 20. 

Physicians’  Placement  Bureau.  The  Phy- 
sicians’ Placement  Bureau  has  been  steadily 
endeavoring  to  place  physicians,  to  find  suitable 
physicians  for  the  many  communities  in  need  of 
them,  and  to  promote  contacts  between  physi- 
cians seeking  employment  and  those  seeking 
associates  in  private  or  group  practice. 

Throughout  the  year,  all  through  the  United 
States,  interested  physicians  are  receiving  our 
lists  of  communities.  Lists  of  doctors’  names 
and  addresses  are  sent  out  frequently  to  com- 
munities so  that  they  may  contact  the  indi- 
viduals themselves.  Similar  lists  are  sent  to 
practicing  physicians  in  need  of  assistants  or 
associates. 

Due  mainly  to  economic  reasons  most  of  the 
young  doctors  are  more  interested  in  associate- 
ships  or  group  practice.  Consequently  the  de- 
mand for  general  practitioners,  particularly  in 
the  rural  areas,  continues  greater  than  the  num- 
ber available.  An  informative  American  Medi- 
cal Association  booklet  entitled,  “A  Doctor  for 
Your  Community,”  has  been  much  used  by  our 
bureau. 

Follow-up  letters  are  sent  out  from  time  to 
time  to  communities  which,  in  the  past,  have 
expressed  an  interest  in  finding  a physician  or 
physicians.  All  communities  are,  before  being 
listed,  cleared  through  the  medical  society  of  the 
county  in  which  they  are  located,  since  some- 
times our  bureau  hears  of  a “dire”  doctor  short- 
age which  turns  out  to  be  nothing  more  than  a 
real  estate  deal. 

It  does  take  time  for  young  doctors  to  find 
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the  right  place  in  which  to  settle,  and  sometimes 
their  anxiety  leads  them  to  inquire  many 
months  before  they  will  actually  be  available 
for  practice.  In  such  cases  we  give  whatever 
help  we  can  and  suggest  that  we  be  contacted  at 
a later  date. 

As  usual,  the  American  Medical  Association  is 
our  greatest  source  of  doctors  seeking  positions 
and  areas  in  which  to  settle,  although  we  also 
hear  from  a steady  flow  of  physicians  either  by 
mail,  telephone  inquiries,  or  personal  visits  to 
the  office. 

Following  are  the  numbers  of  doctors  heard 
from  during  1962  and  the  specialties  in  which 
they  were  interested:  anesthesiology  12,  der- 
matology 9,  ear,  nose,  and  throat  6,  general 
practice  76,  industrial  medicine  10,  internal 
medicine  115,  neurosurgery  3,  obstetrics  and 
gynecology  55,  ophthalmology  17,  orthopedics 
17,  pathology  14,  pediatrics  42,  psychiatry  7, 
radiology  20,  surgery  55,  urology  21,  miscel- 
laneous inquiries  26;  total  505. 

As  far  as  we  can  ascertain,  13  of  these  physi- 
cians have  found  places  in  which  to  practice. 

During  the  year  14  communities  have  been 
added  to  our  list,  bringing  the  total  to  74. 

The  activities  of  the  bureau  are  under  the 
direction  of  Miss  Doris  K.  Dougherty  and  are 
carried  on  by  Mrs.  Beatrice  Moosa. 

Representatives.  The  following  represent- 
atives from  this  Society  to  annual  meetings  of 
other  state  medical  societies  have  been  desig- 
nated by  the  president  and  approved  by  the 
Council: 

Connecticut — Henry  I.  Fineberg,  M.D. 

Maine — Samuel  Z.  Freedman,  M.D. 

Massachusetts — James  Greenough,  M.D. 

New  Jersey — assignment  deferred 

Pennsylvania — Joseph  A.  Lane,  M.D. 

Rhode  Island — William  L.  Wheeler,  Jr.,  M.D. 

Vermont — Renato  J.  Azzari,  M.D. 

The  Secretary  is  happy  to  be  able  to  an- 
nounce that  the  representative  from  the  Maine 
Medical  Association  to  our  1963  meeting  of  the 
House  of  Delegates  will  be  Asa  C.  Adams,  M.D. 

Appointments.  Nominees  proposed  by  this 
Society  have  been  appointed  to  the  Board  of 
Regents,  as  follows: 

to  the  Nurse  Advisory  Council,  Charles  M. 
Smith,  M.D.; 

to  the  Board  of  Medical  Examiners,  as  ex- 
aminer in  pathology — Leon  Grey  Berman, 
M.D.;  as  examiner  in  physiotherapy — Leonard 
D.  Policofif,  M.D. 

Meetings.  In  addition  to  the  meetings  at 
which  his  presence  is  required  by  the  Bylaws, 
the  Secretary  has  attended  meetings  of  the 
Malpractice  Insurance  and  Defense  Board,  all 


meetings  of  the  Executive  Committee,  and  many 
Covmcil  committee  and  special  committee  meet- 
ings. As  the  first  alternate  delegate  from  this 
Society  to  the  House  of  Delegates  of  the  A.M.A. 
he  attended  the  meetings  in  June  and  Novem- 
ber. As  a member  of  the  Medical  Facilities 
Committee  of  the  Covmcil  on  Medical  Services 
of  the  A.M.A.  he  attended  meetings  in  New 
York  City  and  in  Chicago,  and  as  a member  of 
the  Hospital-Professional  Relations  Committee 
of  the  American  Hospital  Association  he  at- 
tended meetings  in  Chicago.  In  association 
with  George  J.  Lawrence,  Jr.,  M.D. , your  Secre- 
tary represents  the  Medical  Society  of  the 
State  of  New  York  on  the  board  of  directors 
of  the  New  York  Labor-Management  Council  of 
Health  and  Welfare  Plans,  Inc.,  and  accord- 
ingly was  in  attendance  at  each  of  its  monthly 
meetings.  He  also  had  the  honor  to  represent 
the  State  Society  at  a special  meeting  of  the 
Bronx  County  Medical  Society  during  their 
deliberations  on  the  matter  of  the  Bronx- 
Lebanon  Hospital  contract  with  the  Hotel 
Workers  Union.  A luncheon  meeting  with  the 
editor  of  Look  magazine  was  attended,  with 
several  other  officers,  to  discuss  the  attitude  of 
that  important  publication  towards  medicine. 
The  officers  were  well  and  courteously  received 
and  left  with  a feeling  that  one  another’s  views 
were  better  understood.  Plans  have  been 
made  to  accompany  other  members  of  a delega- 
tion to  Washington,  D.C.,  on  March  26,  27, 
and  28  in  order  to  meet  the  representatives  and 
senators  from  this  State  to  discuss  with  them  our 
views  on  currently  proposed  Federal  health 
legislation. 

Acknowledgments.  Everywhere  in  the  af- 
fairs of  the  Society  can  be  felt  the  dynamic 
energy  of  our  executive  vice-president,  Henry  I. 
Fineberg,  M.D.  His  insistence  on  economy  of 
operation  while  fully  pursuing  the  aims  of  the 
Society  is  beginning  to  bear  fruit  and  will 
eventually  be  reflected  in  a healthier  budget. 
The  reorganization  of  the  headquarters  staff 
has  been  blueprinted  and  is  being  actively  im- 
plemented. The  results  to  date  are  very  stim- 
ulating. Your  Secretary  owes  a debt  of  grati- 
tude to  Dr.  Fineberg,  the  other  officers  of  the 
Society,  and  to  the  headquarters  staff  for  their 
courteous  and  cooperative  support.  To  Miss 
Doris  K.  Dougherty,  the  indefatigable  and 
efficient  “right  arm”  of  the  elected  secretary, 
go  my  deep  appreciation  and  sincere  thanks.  It 
has  been  a pleasure  and  a privilege  to  serve  this 
Society  under  the  stewardship  of  President 
Joseph  A.  Lane.  His  help,  understanding,  and 
guidance  towards  this,  my  first  year  as  secretary 
of  this  Society,  are  deeply  appreciated. 

Respectfully  submitted. 

Waring  Willis,  M.D.,  Secretary 
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Executive  Vice-President 


To  the  House  of  Delegates,  Gentlemen: 

This  report  is  being  submitted  during  the 
month  of  February  and  therefore  is  one  of 
progress — a summary  of  administrative  activi- 
ties, personnel  management,  staff  functions, 
and  other  related  matters.  As  far  as  possible 
we  will  attempt  not  to  duplicate  the  observa- 
tions of  our  officers,  trustees,  and  committee 
chairmen. 

Again,  we  have  adhered  to  the  concept  that 
an  executive  vice-president  does  not  determine 
policy.  It  is  his  duty  to  implement  the  decisions 
which  are  reached  by  the  House  of  Delegates 
and/or  the  Council.  However,  as  in  the  past, 
we  have  reserved  the  right  to  discuss  freely  the 
issues  of  the  day. 

This  has  been  a busy  year.  We  can  remem- 
ber the  time  when  the  summer  was  a respite — 
days  during  which  one  rested  up  for  the  hectic 
months  ahead.  This  is  no  longer  the  case. 
Meetings,  conferences,  and  various  programs 
are  going  on  continuously. 

Headquarters  Administration.  One  of 
the  main  “accomplishments”  during  the  past 
year  has  been  the  reorganization  of  the  staff 
structure  of  the  Medical  Society  of  the  State 
of  New  York.  When  your  executive  vice- 
president  took  over  the  stewardship  at  750 
Third  Avenue,  he  assumed  the  position  without 
any  illusions.  Having  worked  with  the  staff 
on  a voluntary  basis  for  years,  he  was  aware 
that  certain  procedures  had  developed  at  head- 
quarters which  required  re-evaluation  and  a 
considerable  amount  of  readjustment. 

However,  he  proceeded  slowly  because  of  a 
decision  not  to  make  any  changes  until  after  a 
careful  review  of  all  the  facts.  Conferences  with 
division  heads  and  other  personnel  were  held, 
and  the  “architectures  and  blueprints”  of 
other  state  societies  and  the  American  Medical 
Association  were  studied.  Entrenched  pro- 
grams at  the  State  Society  were  examined,  and 
the  executive  vice-president  listened  to  many 
persons  who,  on  occasion,  came  forth  with  sug- 
gestions, criticisms,  and  expressions  of  confi- 
dence. 

The  result  is  that  a number  of  new  rules  and 
regulations  governing  the  staff  have  been  ef- 
fected, and  a revised  Table  of  Organization 
has  been  promulgated. 

Table  of  Organization — Now  our  headquarters 
staff  is  divided  into  six  divisions,  some  of  them 
with  subdivisions  (Fig.  1).  Each  director  is 
fully  responsible  for  his  division  and  reports 
directly  to  the  executive  vice-president.  He  is 
expected  to  become  acquainted  thoroughly 
with  the  budget  requirements  and  the  limita- 
tions of  his  “domain.” 

Two  new  divisions  have  been  established: 
the  Division  of  Scientific  Activities  and  the 
Business  Division. 

Special  emphasis  is  being  placed  on  creating 
an  efficient  field  service  and  a speakers  bureau — 
two  departments  which  have  been  uppermost 


in  the  minds  of  many  of  our  people  throughout 
the  State. 

A Department  of  Field  Service  can  serve  as 
an  operational  and  liaison  arm  of  the  Medical 
Society  of  the  State  of  New  York  with  local 
county  medical  societies  in  certain  specified 
activities.  The  objectives  of  this  service 
should  be  to  develop  further  the  spirit  of  team- 
work between  the  Medical  Society  of  the 
State  of  New  York  and  the  county  medical 
societies;  to  help  create  among  these  medical 
societies  in  the  State  a recognition  of  their  iden- 
tity of  interest  with  the  State  Society;  and  to 
assist  in  locating,  cultivating,  and  developing  a 
better  understanding  with  appropriate  lay 
groups. 

The  functions  of  a field  service  in  this  State 
should  be  similar  to  those  which  have  been 
set  up  by  the  A.M.A.  They  should  include  the 
following; 

1.  To  gain  and  maintain  the  complete  confi- 
dence, understanding,  and  cooperation  of  the 
executive  secretaries,  principal  officers,  and 
governing  bodies  of  each  county  society. 

2.  To  detect  adverse  criticism  of  the  Medical 
Society  of  the  State  of  New  York  and  to  trans- 
fer the  information  to  the  main  office. 

3.  To  locate  in  organized  medicine  any  points 
of  friction,  schisms,  conflict,  or  splinter  groups 
and  to  attempt  to  catalyze  the  correction  and 
healing  of  such  situations. 

4.  To  interpret  and  promote  the  services  of 
all  units  of  the  Medical  Society  of  the  State  of 
New  York  to  the  local  county  medical  societies. 

5.  To  assist  in  developing  a working  relation- 
ship with  members  of  the  Legislature  and  their 
supporters  and  friends. 

6.  To  promote  any  other  special  activities  as 
directed  by  the  executive  vice-president  and 
Council. 

As  part  of  the  Business  Division,  we  are 
establishing  a Personnel-Testing  Department. 
Even  in  the  smallest  echelon  of  employment, 
we  should  know  the  capabilities  of  the  people 
who  work  for  us.  Sometime  ago,  we  read  an 
article  in  the  American  Banker  entitled  “Care- 
ful Employe  Selection  Equals  Money  in  the 
Bank.”  The  proper  selection  of  employes,  this 
report  states,  results  in  (1)  prevention  of  undue 
turnover;  (2)  prevention  of  excessive  absentee- 
ism, which  is  a highly  selective  indicator  of  how 
well  employes  are  adjusted  to  their  work; 
(3)  increasing  efficiency,  because  it  will  often 
be  found  that  the  worker  who  has  been  care- 
fully selected  will  produce  twice  as  much  work 
as  the  misfit  employe;  and  (4)  prevention  of 
errors  and  waste. 

Also  under  the  Business  Division,  we  have 
organized  a Special  Services  Department.  It 
was  created  for  the  purpose  of  assisting  the 
various  departments  in  their  extra  workloads 
and  odd  jobs,  such  as  copy  work,  bulk  mailing, 
miscellaneous  typing,  and  clerical  chores.  In 
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FIGURE  I.  Table  of  organization  of  headquarters  staff. 


addition,  it  will  be  utilized  as  a “pool”  to  fill  in 
for  employes  who  are  ill  or  are  on  vacation. 

As  a result  of  the  reorganization,  Mr. 
Thomas  E.  Alexander  and  Mr.  Ackley  C. 
Schuyler  are  no  longer  with  our  Society. 

Mr.  John  K.  Pardee  has  been  assigned  to  the 
position  of  director  of  the  Business  Division. 
Temporarily,  he  also  supervises  the  Division  of 
Communications. 

We  have  interviewed  a number  of  prospects 
for  the  vacant  positions  of  the  two  field  service 
men  and  the  director  of  communications, 
but  due  to  salary  differences  and  for  other  rea- 
sons we  have  been  unable  to  come  up  with  the 
proper  answers.  We  will  continue  to  search 
diligently  for  the  right  people. 

If  our  Society  is  to  be  operated  eflficiently, 
we  must  have  a staff  composed  of  persons  who 
are  competent  and  who  work  in  harmony  with 
the  executive  vice-president  and  their  asso- 
ciates. There  must  be  complete  loyalty  to 
the  Medical  Society  of  the  State  of  New  York 
and  its  officers. 

With  our  present  salary  scale,  using  the 
report  submitted  to  us  by  Mr.  Dietrick  K. 
Willers,  of  Cornell  University,  as  the  basis  of 
our  determinations,  we  should  do  weU  in  the 
prevailing  employe  market.  In  this  respect 
we  compare  very  favorably  with  other  enter- 
prises of  a similar  nature. 

The  reorganization  was  approved  by  the 
Council  at  its  September  27,  1962,  meeting. 
We  hope  that  it  will  result  in  a more  efficient 
operation  of  our  affairs,  a rise  in  the  morale  of 
the  staff,  and  better  cooperation  and  cohesion 
among  aU  of  us. 

It  has  been  gratifying  to  learn  of  the  favor- 
able reactions  among  members  of  the  staff  to 
the  plans  of  reorganization.  Many  have 
transmitted  to  us  expressions  of  confidence  for 
the  future.  We  have  notified  the  members  of 
our  staff  that  there  must  be  harmony  in  our 
organization,  adso  understanding,  complete 
cooperation,  and  even  evidence  of  dedication. 

We  must  eliminate  any  feeling  of  fear  or 
insecurity  among  the  members  of  our  staff; 
no  society  or  business  enterprise  can  reach  its 
maximum  effectiveness  in  this  type  of  atmos- 
phere. The  employes  have  been  told  that  the 
executive  vice-president  is  available  for  con- 
sultation whenever  necessary. 

Undoubtedly,  as  time  goes  on,  there  will  be 
other  changes  in  our  organization;  and,  on 
occasion,  we  will  stray  from  precedent,  with 
the  hope  that  what  we  are  attempting  to  do  will 
create  a better  State  Society. 

We  must  be  ever  mindful  of  the  aims  and 
objectives  of  the  Medical  Society — “to  federate 
into  one  organization  the  medical  profession  of 
the  State  of  New  York,  to  extend  medical 
knowledge  and  advance  the  science  and  art  of 
medicine,  to  promote  the  betterment  of  public 
health  and  to  enlighten  and  direct  public 
opinion  in  regard  to  the  problems  of  medicine 
and  health  for  the  best  interests  of  the  people 
of  the  State.” 

Budgeting — As  announced  a year  ago,  in  the 
future  we  will  concentrate  on  the  preparation  of 


budget  estimates.  We  are  opposed  inalter- 
ably  to  deficit  budgeting,  and  tbis  practice — 
which  in  the  latter  years  has  been  the  “rule” — 
must  be  discontinued.  We  should  live  within 
the  funds  alloted  to  us. 

This  philosophy  prevails  in  the  budget  esti- 
mate which  has  been  submitted  for  the  year 
1963.  Also,  we  hope  that  in  the  not-too-distant 
future  we  will  be  able  “to  write  off”  the  indebted- 
ness which  has  developed.  The  Budget  Com- 
mittee has  accepted  the  recommendation  that  it 
meet  every  three  months  to  study  and  to  reap- 
praise budget  estimates  in  the  light  of  new  con- 
ditions which  may  arise. 

Overtime — During  the  middle  of  last  year,  we 
studied  the  overtime  situation  and  found  that 
we  were  not  satisfied  with  the  manner  in  which 
it  was  being  conducted.  Good  business  proce- 
dure demands  an  equitable  arrangement  of  the 
hours  which  are  spent  in  work  in  excess  of  the 
normally  scheduled  workday  or  week. 

Business  experts  have  declared  that  it  is  to  the 
advantage  of  management  to  reduce  overtime 
to  an  irreducible  minimum,  and  to  alleviate, 
as  far  as  possible,  the  difficulties  connected 
with  overtime  where  it  becomes  a necessity. 
We  must  consider  such  questions  as  (1)  Are 
tasks  planned  in  such  a way  that  only  emergency 
work  requires  overtime?  and  (2)  are  proper 
overtime  records  maintained  to  support  all 
overtime  payments. 

Unfortunately,  we  found  that  in  some  of  our 
divisions  overtime  had  become  the  rule  rather 
than  the  exception.  The  overtime  allowance  set 
aside  in  the  1962  budget  was  overexpended  by 
thousands  of  dollars,  due  to  either  a lack  of 
proper  planning  or  downright  abuses. 

The  entire  procedure  of  overtime  has  been 
readjusted,  and  a new  and  better  controlled 
system  has  been  effected.  In  the  future,  ex- 
cept in  a few  instances,  compensatory  leave 
will  be  given  to  staff  members,  who  must, 
because  of  an  unforeseeable  emergency,  work 
beyond  our  thirty-five  hour  week — in  other 
words,  equal  time  off  for  every  hour  worked 
beyond  the  regular  work  week. 

Overtime  must  be  planned  and  approved  in 
advance  by  either  the  executive  vice-president, 
the  assistant  to  the  executive  vice-president,  or 
the  director  of  the  Business  Division. 

Membership — A year  ago  we  reported  that 
there  were  inadequacies  in  our  Membership 
Department.  The  records  appeared  to  be 
hopelessly  behind.  We  have  been  holding 
meetings  with  all  concerned  to  talk  about  this 
“crisis.”  As  yet  we  have  not  reached  our  goal. 
“Delinquencies”  still  exist.  Orders  have  been 
issued  that  this  activity  must  at  aU  costs  be 
brought  up  to  date. 

Now  it  appears  that  we  will  “get  there” 
within  the  next  five  months.  We  must  realize 
that  this  is  a stupendous  task.  Most  people  are 
not  aware  of  how  far  behind  we  really  were. 

Staff  Manual — The  staff  manual  has  been 
edited  and  revamped  and  shortly  it  will  be  in 
the  hands  of  our  employes  and  others  con- 
cerned. This  handbook  contains  detailed  in- 
formation about  office  procedures — rules  govern- 
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ing  the  staff,  descriptions  of  the  valuable  fringe 
benefits  which  we  provide,  and  other  pertinent 
matters. 

You  will  remember  that  we  have  on  previous 
occasions  pointed  out  that  there  has  been  a 
need  for  such  a brochure  for  some  time.  We 
have  been  told  that  some  of  the  inadequacies 
encountered  in  our  oflSce  in  the  past  were  due  to 
the  fact  that  we  never  developed  definite  state- 
ments of  policy  in  a form  in  which  they  could  be 
understood  readily  and  referred  to  quickly  when 
the  occasion  arose. 

Journal  Finances — We  are  studying  and 
evaluating  the  business  aspects  and  finances  of 
our  Journal,  which  have  been  of  great  concern 
to  us.  A more  complete  report  wiU  be  sub- 
mitted at  a later  date. 

It  appears  that  for  the  first  two  months  of 
this  year,  our  advertising  income  will  be  ap- 
proximately $6,000  less  than  that  of  a similar 
period  in  1962. 

There  is  one  “bright  spot.”  The  present 
mailing  system  is  being  changed.  We  will 
continue  to  do  the  addressing  at  our  office, 
but  labels  will  be  substituted  for  the  envelopes. 
This  procedure  had  been  adopted  by  many 
agencies  of  our  type. 

Newsletter — The  Newsletter  mailing  will  be 
turned  over  to  the  mail  order  house  of  Fisher- 
Stevens  Inc.,  which  utilizes  the  mailing  lists 
of  the  American  Medical  Association. 

We  plan  to  send  the  Newsletter  to  all  physi- 
cians in  New  York  State,  whether  or  not  they 
are  members  of  our  Society — about  33,000  in 
number — and  others.  (This  represents  part 
of  a membership  campaign.) 

Financially,  the  result  of  this  plan  will  be  a 
saving  of  over  $9,000.  In  addition,  there  will 
be  certain  other  benefits  from  this  arrangement: 

(1)  time-saving  in  the  mailing  of  the  Newsletter; 

(2)  increase  in  the  basement  storage  space; 

(3)  elimination  of  a “cluttering-up”  of  the 
MaUroom  space;  and  (4)  the  availability  of 
Mailroom  personnel  for  projects  which  would 
ordinarily  have  to  be  stopped  when  the  News- 
letter has  to  be  mailed. 

Miscellaneous — New  procedures  and  tech- 
nics have  been  developed  in  our  Accounting 
Department.  Without  a doubt,  this  stream- 
lining will  eliminate  burdensome  and  anti- 
quated practices  and  will  result  in  a decreased 
demand  for  overtime. 

We  have  established  the  routine  of  meeting 
with  division  heads  every  Wednesday  after- 
noon, when  possible,  to  review  carefully  the 
problems  of  our  organization. 

Often  members  of  our  staff  have  expressed 
the  feeling  that  our  employe  pension  system 
should  be  modernized.  The  idea  of  a contrib- 
utory form  of  pension  fund  has  been  brought 
to  the  foreground. 

With  this  in  view,  we  appointed  a committee 
of  the  staff,  George  P.  Farrell,  chairman,  to 
study  and  evaluate  the  problem  and  to  report 
their  findings  and  recommendations  to  the 
executive  vice-president.  After  proper  review 
and  due  consideration,  recommendations  will 


be  presented  to  the  Council  and  Board  of  Trus- 
tees. 

Woman’s  Auxiliary.  Almost  a year  ago  the 
House  of  Delegates  of  our  Society  eliminated 
several  committees.  The  executive  vice-presi- 
dent was  selected  to  be  the  adviser  to  the 
Woman’s  Auxiliary. 

We  still  believe  that,  in  certain  areas,  the 
Auxiliary  members  can  do  a greater  service  for 
medicine  than  can  the  physicians  themselves. 
They  have  the  same  dedication  that  we  have, 
but,  in  addition,  they  have  the  time  and  oppor- 
tunities not  available  to  most  practitioners  of 
medicine. 

In  our  talks  to  the  Auxiliary  we  have  stressed 
one  important  matter — that  the  primary  ob- 
jectives of  the  Medical  Society  of  the  State  of 
New  York  should  be  uppermost  in  the  minds 
and  in  the  planning  of  the  women.  The  goals 
of  our  Society  should  be  theirs,  and  we  know 
that  the  ways  in  which  they  can  assist  us  can 
be  many. 

There  has  been  a very  pleasant  and  wholesome 
liaison  between  the  president  of  the  Woman’s 
Auxiliary,  Mrs.  Herbert  J.  Ulrich  of  Buffalo, 
and  the  other  officers  and  your  executive  vice- 
president.  The  slogan  chosen  for  this  year’s 
Auxiliary  by  Mrs.  Ulrich  was  “Redefining  our 
Objective.” 

We  are  pleased  greatly  that  the  Auxiliary 
now  has  a committee  on  public  health  and 
education  to  work  with  the  parent  committee 
of  the  State  Medical  Society  which  is  under  the 
chairmanship  of  James  Greenough,  M.D. 
There  is  much  that  they  can  do  in  this  important 
field,  and  we  have  also  recommended  strongly 
that  the  county  auxiliaries  undertake  this  type 
of  project.  Undoubtedly  the  Auxiliary  can  be 
a strong  public  relations  arm  for  us. 

We  are  grateful  to  the  women  for  the  fine 
work  that  they  are  doing,  and  we  commend 
them  for  their  devotion  to  our  cause. 

Annual  Convention.  On  June  1,  1962, 
yovu:  executive  vice-president  sent  a letter 
to  each  member  of  the  House  of  Delegates,  in 
which  he  pointed  out  the  new  procedures  that 
had  been  instituted  in  the  1962  House  and  re- 
quested comments.  The  following  is  an  analy- 
sis of  the  replies  received: 

Comments  on  Innovations — 

1.  Length  of  meeting,  elimination  of  evening 

sessions:  25  approved;  4 dissented  with  these 

observations — vary  duration  of  House  accord- 
ing to  work  load;  extra  day  not  necessary;  work 
could  be  done  without  night  session. 

2.  Registration:  all  favorable,  no  special 

suggestions. 

3.  Distribution  of  handbooks:  all  favorable, 

no  special  suggestions. 

4.  Information  desk:  all  favorable,  no  special 

suggestions. 

5.  Sergeant-at-Arms:  no  comments. 

6.  Seating  in  House:  23  approved;  6 had 

other  ideas — seat  according  to  district  branches; 
provide  seating  for  alternate  delegates,  cam- 
paign to  get  alternates  to  attend,  seat  alter- 
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nates  with  county  delegations;  seat  executive 
secretaries  with  county  delegations. 

General  Comments  and/or  Complaints — 

1.  Set  limit  on  use  of  microphone  by  same 
people;  invoke  rules  on  speaking  more  than 
once  on  a topic. 

2.  Staff  and  reference  committee  secretaries 
excellent;  work  room  very  efficient — “well- 
oiled  and  well-precisioned  machine.” 

3.  Use  more  discrimination  in  choosing 
reference  committee  members;  use  younger, 
more  suitable  men  with  background  information; 
require  that  delegates  must  have  served  at  least 
one  term  before  eligible  for  reference  committee 
appointment. 

4.  Announce  specific  times  subjects  will  come 
before  reference  committees. 

5.  Provide  background  material  for  refer- 
ence committees. 

6.  Distribute  resolutions  to  reference  com- 
mittees weeks  before  House  meetings. 

7.  Reference  committee  rooms  too  crowded 
and  hot. 

These  observations  were  presented  at  a 
“postmortem”  conference  which  was  held  in 
order  to  discuss  the  last  annual  meeting  of  the 
State  Society.  Present  at  this  June  19  con- 
ference were  the  members  of  the  staff  who  worked 
at  the  convention  and  Frederick  A.  Wurzbach, 
Jr.,  M.D.,  speaker  of  the  House  of  Delegates. 

Matters  discussed  included  the  performance 
of  the  guest  reception  committee,  the  installa- 
tion of  a public  address  system  leading  from  the 
House  to  the  workroom  which  would  eliminate 
the  need  for  the  staff  to  go  back  and  forth,  the 
compilation  of  a convention  handbook  which 
could  be  of  value  to  members  of  the  staff  work- 
ing at  the  convention  for  the  first  time  by  giving 
them  an  idea  of  what  their  jobs  entail  and  de- 
scribing the  functions  of  other  members  of  the 
staff,  and  the  recommendation  that  announce- 
ments of  the  change  in  the  meeting  date  in  1964 
should  be  inserted  in  the  Journal  about  a year 
ahead  of  time. 

Steering  Committee — A meeting  of  the  “steer- 
ing committee”  of  the  annual  convention  was 
held  on  January  31,  1963.  Present  were 

Mr.  George  P.  Forrest,  Mr.  John  K.  Pardee, 
Miss  Alvina  Rich  Lewis,  James  Greenough, 
M.D.,  Mr.  Charles  L.  Baldwin,  Mr.  Eugene 
S.  Dombrowski,  Miss  Susan  V.  Baker,  and 
Drs.  William  L.  Wheeler,  Jr.,  Bernard  J. 
Pisani,  Samuel  Wagreich,  Frederick  A.  Wurz- 
bach, Jr.,  E.  Dean  Babbage,  and  Michael 
C.  Armao,  and  your  executive  vice- 
president.  Considerable  discussion  was  de- 
voted to  the  need  for  an  effective  hospitality 
committee  and  the  importance  of  making  out- 
of-state  representatives  and  guest  speakers 
feel  at  home — the  same  courtesies  that  are 
extended  to  our  representatives  to  other  state 
societies. 

In  an  effort  to  set  up  improvements  in  the 
matter  of  hospitality,  the  following  suggestions 
were  presented:  (1)  separate  the  guests  ac- 

cording to  category;  (2)  appoint  two  guest 
reception  groups — one  for  the  House  of  Dele- 
gates and  one  for  the  scientific  program;  (3) 


request  the  Public  Relations  Committee  to 
assist  the  hospitality  committee;  (4)  assign 
staff  members  to  each  hospitality  group; 
(5)  assign  a past  president  or  elder  statesman  to 
each  invited  guest;  (6)  submit  a detailed  out- 
line of  the  responsibilities  of  the  Guest  Re- 
ception Subcommittee. 

In  considering  the  problem  of  staff  assign- 
ments, it  was  suggested  that  the  entire  matter 
be  evaluated,  in  order  to  determine  whether  staff 
members  are  utilized  to  their  full  capabilities, 
whether  the  most  efficient  personnel  are  being 
used,  and  the  possibility  of  assigning  fewer  but 
more  efficient  people  to  work  at  the  convention. 

It  was  also  proposed  that  we  assign  a staff 
member  with  whom  delegates  may  leave  im- 
portant messages  and  information  as  to  their 
whereabouts  during  their  absence  from  the 
House. 

In  order  to  stimulate  attendance  at  the 
scientific  meetings,  it  was  recommended  that 
(1)  extensive  publicity  be  given  to  the  programs 
and  guest  speakers,  and  (2)  letters  be  sent  to 
each  physician  within  the  New  York  City  area 
regarding  the  programs  in  his  specialty. 

It  was  decided  that  it  would  be  advisable  to 
seat  the  delegates  according  to  district  branches. 
In  this  way,  they  would  be  able  to  discuss 
matters  during  the  deliberations  of  the  House 
instead  of  leaving  the  room  in  order  to  caucus. 
The  seating  location  of  the  various  districts  will 
be  chosen  by  drawing  lots.  It  was  also  deter- 
mined that  the  House  will  be  roped  off  again  to 
separate  delegates  from  nondelegates. 

Meetings.  Since  last  May  your  executive 
vice-president  has  attended  a number  of  “spe- 
cial” meetings  and  conferences,  in  addition  to 
the  usual  Council  and  comrnittee  meetings. 

Following  is  a list  of  these: 

1.  Meeting  of  the  National  Tuberculosis 
Association  in  Miami  Beach,  May  21  to  24,  at 
no  expense  to  the  Medical  Society.  Your 
executive  vice-president  appeared  on  three 
television  programs  and  discussed  the  implica- 
tions of  King-Anderson  legislation. 

2.  A meeting  of  the  Society  of  Plastic  Sur- 
geons of  Upstate  New  York,  in  Binghamton,  on 
June  2.  The  hospitality  of  this  group  was  out- 
standing and  your  executive  vice-president  was 
very  well  received.  He  delivered  a talk  on  “The 
Medical  Society  and  You.”  The  Binghamton 
press  gave  it  excellent  coverage. 

3.  A meeting  with  Senator  George  R.  Met- 
calf, in  Auburn,  on  June  6.  Also  present  were 
Drs.  Marcelle  Bernard,  James  M.  Blake,  James 
Greenough,  William  Dorr,  and  Bernard  Hart- 
nett of  that  area,  and  Mr.  George  P.  Farrell. 
The  problems  of  tbe  Metcalf-McCloskey  Law 
were  discussed  in  great  detail  and  certain  con- 
clusions were  reached. 

4.  The  84th  annual  convention  of  the  Phar- 
maceutical Society  of  the  State  of  New  York, 
at  Lido  Beach,  on  June  9.  Your  executive 
vice-president  delivered  an  address  on  “The 
Pharmacists  and  Physicians  Working  Together 
as  Members  of  the  Health  Team.” 

5.  The  Annual  Health  Conference  in  Syra- 
cuse on  June  12.  Your  executive  vice-president 
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transmitted  to  the  first  general  session  of  the 
conference,  in  the  Syracuse  War  Memorial, 
the  greetings  of  our  president  and  the  Medical 
Society  of  the  State  of  New  York.  He  also 
had  the  honor  of  presenting  the  third  annual 
Empire  State  Award  for  Excellence  in  Medical 
Reporting  to  Miss  Mildred  Spencer,  science 
writer  of  the  Buffalo  Evening  News. 

As  all  of  you  undoubtedly  know,  this  award 
was  established  to  encourage  the  further 
development  of  sound  medical  reporting  in 
New  York  State.  It  is  sponsored  by  the  Medi- 
cal Society  of  the  State  of  New  York  and  the 
Annual  Health  Conference,  Inc.,  on  behalf  of  the 
New  York  State  Department  of  Health. 

The  recipient  of  the  annual  award  receives 
$500  and  a certificate.  In  addition,  the  news- 
paper represented  by  the  award  recipient  re- 
ceives a certificate.  There  is  also  recognition  of 
a number  of  honorable  mentions. 

6.  A dinner  in  honor  of  Hazel  Spadafora,  who 
has  taken  over  the  position  of  executive  secre- 
tary held  by  Charles  F.  McCarty,  M.D.,  in  the 
Medical  Society  of  the  County  of  Kings,  in 
Brooklyn,  on  June  11. 

7.  The  annual  A.M.A.  convention,  in  Chica- 
go, June  23  to  28. 

8.  An  appearance  on  radio  station  WNEW, 
in  New  York  City,  on  July  5,  to  discuss  the 
Good  Samaritan  Law. 

9.  A meeting  of  the  New  York  State  Hospital 
Review  and  Planning  Council,  in  Albany,  on 
July  9.  Reports  of  the  regional  hospital  review 
and  planning  councils  of  this  State  were  pre- 
sented. The  agenda  also  included  (1)  com- 
ments by  the  chairman  of  the  Joint  Legislative 
Committee  on  Health  Insurance  Plans,  Senator 
George  R.  Metcalf;  (2)  a report  and  discussion 
on  the  study  of  the  quantity,  quality,  and  costs 
of  medical  and  hospital  care  secured  by  a 
sample  of  teamsters  families  in  the  New  York 
area,  by  City  Hospital  Commissioner  Ray  E. 
Trussell. 

10.  The  annual  meeting  of  the  Medical 
Societies  of  Oneida,  Herkimer,  Madison,  and 
Chenango,  in  Utica,  on  July  12.  Your  presi- 
dent delivered  an  address  on  the  problems  facing 
our  Medical  Society.  He  and  your  executive 
vice-president  answered  questions  from  the 
floor.  Part  of  the  meeting  was  devoted  to  the 
situation  in  Saskatchewan,  Canada. 

11.  A luncheon  meeting  at  the  Pilgrim  State 
Hospital,  in  Brentwood,  Long  Island,  on  July 
17.  Representative  physicians  of  Nassau  and 
Suffolk  Counties  were  invited.  There  was  a 
fine  turnout. 

Your  executive  vice-president  was  given  the 
privilege  of  introducing  the  Governor,  who 
discussed  medical  problems,  showed  an  insight 
into  what  is  facing  the  doctor  in  this  State 
today,  and  replied  to  physicians’  inquiries 
without  hesitation. 

12.  A meeting  with  the  International  Fair 
Consultants  and  Mr.  Robert  Moses,  at  the 
Worlds  Fair  Headquarters,  in  Queens  County, 
on  July  26  to  discuss  an  Education  and  Science 
Building. 

13.  A luncheon  tendered  by  the  former  presi- 


dent of  the  United  States  Chamber  of  Com- 
merce, Arthur  H.  (Red)  Motley,  president  of 
Parade  Publications,  in  New  York  City,  on 
July  26.  An  address  was  delivered  by  Mr. 
Motley.  It  was  concerned  with  action  “on 
national  issues” — a sincere  attempt  to  alert 
free  enterprise  to  the  dangers  of  “welfarism.” 
The  efforts  of  the  doctors  of  medicine  in  this 
direction  were  warmly  praised. 

14.  A meeting  of  the  medical  staff  of  the 
Arnot-Ogden  Memorial  Hospital,  in  Elmira, 
August  1.  Also  representing  the  Medical 
Society  of  the  State  of  New  York  were  Drs. 
Lane  and  Moore. 

15.  A meeting  with  Dr.  Blake  and  Mr.  Foy, 
in  Albany,  on  August  9,  to  discuss  the  legisla- 
tive program  of  the  future  and  the  publication 
of  an  informative  legislative  bulletin  during  the 
legislative  sessions  of  1963.  The  “Medical 
Legislation  Letter”  now  appears  weekly. 

16.  A meeting  with  the  editor  and  other 
representatives  of  Look  magazine,  in  New  York 
City,  on  August  15,  to  talk  about  Dr.  Virgil 
Damon’s  article  and  other  problems.  Also 
present  were  Drs.  Lane,  Wheeler,  and  Willis. 
A briefing  session  was  held  immediately  prior 
to  this  conference.  What  took  place  was 
reported  in  the  Newsletter. 

17.  An  appearance  on  CBS  Radio,  in  New 
York  City,  on  August  22,  to  answer  telephone 
questions  on  quackery. 

18.  The  Medical  Society  Executives  Associa- 
tion 1962  Institute  and  the  1962  A.M.A. 
Institute,  in  Chicago,  August  29  to  31.  Your 
executive  vice-president  attended  these  meetings 
as  the  representative  of  the  president.  The 
agenda  of  the  M.S.E.A.  Institute  included  a 
very  informative  talk,  “Life  Among  the  Num- 
bers— Bookkeeping  Practices  and  Financial 
Reports  of  Medical  Societies,”  by  Mr.  Rosecrans 
Baldwin,  a member  of  an  outstanding  CPA 
firm  in  Chicago. 

A few  of  the  topics  discussed  at  the  A.M.A. 
Institute  were:  “A.M.A.  Serves  the  Public,” 

“Medicine  and  Religion,”  “Medicine  and  the 
Press,”  “The  6th  of  November,”  “The  County 
Medical  Society  and  Community  Health,” 
and  “Medical  Ethics  and  Licensure.” 

19.  A meeting  of  the  Fifth  and  Sixth  District 
Branches  in  Lake  Placid,  September  7,  8,  and  9. 

20.  A meeting  of  the  New  York  State  Polio 
Technical  Advisory  Committee,  in  Albany,  on 
September  13.  The  agenda  consisted  of: 

(а)  summary  of  reported  polio  cases  to  date; 

(б)  special  report — Federal  Polio  Advisory 
Committee  to  the  Surgeon  General;  (c)  post- 
vaccination polio-like  cases  in  New  York  State; 
(d)  policy  on  use  of  live  vaccines. 

21.  A dinner  dance  in  honor  of  Frederic  D. 
Regan,  M.D.,  the  immediate  past-president 
of  Richmond  County  Medical  Society,  in 
New  Dorp,  Staten  Island,  on  September  15. 

22.  The  annual  meeting  of  the  Medical 
Society  of  the  County  of  Chenango,  in  Mt. 
Upton,  on  September  18.  Our  president  was 
the  main  speaker. 

23.  A meeting  of  the  Fourth  District  Branch, 
in  Glens  Falls,  on  September  22. 
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24.  The  fall  conference  of  the  Woman’s 
Auxiliary,  in  Binghamton,  September  23  and 
24.  Your  executive  vice-president  spoke  to 
the  group  on  “The  Responsibilities  of  the 
Auxiliary  to  the  Medical  Society  of  the  State  of 
New  York.” 

25.  The  First  National  Congress  on  Mental 
Illness,  sponsored  by  the  American  Medical 
Association,  with  the  cooperation  of  the 
American  Psychiatric  Association  and  the 
support  of  the  National  Association  for  Mental 
Headth,  in  Chicago,  October  4 to  6.  There 
was  a general  session,  the  agenda  of  which 
included  such  topics  as  physician  education, 
public  education,  recruiting,  community  service 
organization,  coordination,  and  financing,  legis- 
lation, and  insurance.  Also  there  were  special 
meetings,  and  your  executive  vice-president  was 
assigned  to  one  dealing  with  alcohol  and 
narcotic  addiction. 

26.  Annual  meeting  of  the  New  York  State 
Chapter  of  the  American  Academy  of  General 
Practice,  in  Syracuse,  October  14  and  15. 
Your  executive  vice-president  addressed  its 
delegates. 

27.  A dinner  and  stated  meeting  of  the 
Medical  Society  of  the  County  of  Kings,  in 
Brooklyn,  on  October  16.  Attorney  General 
Louis  J.  Lefkowitz  was  the  guest  speaker. 

28.  A meeting  with  the  executive  secretaries 
of  the  county  medical  societies  throughout  the 
State,  at  our  headquarters,  on  October  19. 

29.  Your  executive  vice-president  represented 
the  A.M.A.  at  the  annual  dinner  of  the  National 
Fund  for  Medical  Education  at  the  Waldorf- 
Astoria  on  October  23,  at  which  Dr.  James 
Conant,  former  president  of  Harvard  University, 
was  awarded  the  Lahey  Medal.  Your  ex- 
ecutive vice-president  was  given  the  honor  of 
making  a few  remarks. 

30.  The  eighteenth  annual  dinner  dance  of  the 
Medical  Society  of  the  County  of  Kings,  in 
Brooklyn,  on  October  24. 

31.  The  press  conference  to  discuss  the  Trus- 
sell  Report,  at  our  headquarters,  on  October  25. 
This  meeting  received  wide  coverage. 

32.  Annual  dinner  of  the  Bronx  County 
Medical  Society  in  honor  of  Walter  Einhorn, 
M.D.,  president,  in  the  Bronx,  on  October  27. 

33.  Tbe  Medical  Society  of  tbe  County  of 
New  York  President’s  Dinner,  at  the  Yale 
Club  in  New  York  City,  on  October  31. 

34.  A meeting  with  Robert  Liles,  associate 
editor  of  Good  Housekeeping,  at  our  head- 
quarters, on  November  1.  Mr.  LUes  has 
published  an  article  for  laymen  concerning  the 
problems  of  surgery. 

35.  A dinner  in  honor  of  John  J.  Masterson, 
M.D.,  at  the  Seventh  Regiment  Armory,  in 
New  York  City,  on  November  3,  conducted  by 
the  consultant  medical  advisers,  chairmen,  and 
board  members  of  the  New  York  City  Selective 
Service  System.  Lt.  Gen.  Lewis  B.  Hershey, 
national  director,  was  the  guest  speaker. 

36.  A stated  meeting  of  the  Delaware  County 
Medical  Society,  in  Andes,  on  November  7. 
Your  executive  vice-president  spoke  about  tbe 
State  Medical  Society,  its  organization  and 


problems. 

37.  The  first  meeting  of  the  Governor’s 
Council  on  Drug  Addiction,  at  the  Psychiatric 
Institute,  Columbia  University,  on  November  9. 
Your  executive  vice-president  mentions  this 
fact  only  because  he  believes  that  he  was  ap- 
pointed chairman  of  this  group  as  a result  of  his 
official  position  with  the  State  Society. 

38.  A meeting  of  the  board  of  directors  of  the 
New  York  State  Association  of  Professions,  at 
our  headquarters,  on  November  12.  Tbe 
agenda  included  such  items  as  legislation, 
corporate  practice  for  tax  purposes,  encroach- 
ment on  practice  of  the  learned  professions  by 
unauthorized  persons,  and  so  forth. 

39.  Annual  dinner  for  associate  editorial 
board  and  section  editors  of  the  Journal, 
at  the  Canadian  Club,  New  York  City,  on 
November  14. 

40.  Your  executive  vice-president  delivered 
a paper  on  “The  Physician’s  Legal  Responsibili- 
ties in  the  Management  of  Emergencies” 
to  Professor  Richard  H.  Lyons’  nostgraduate 
students  at  the  State  University  of  New  York 
Upstate  Medical  Center,  in  Syracuse,  on  the 
afternoon  of  November  15. 

41.  A dinner  to  honor  Charles  M.  McCarty, 
M.D.,  former  executive  director  of  the  Medical 
Society  of  the  County  of  Kings,  in  Brooklyn, 
on  the  evening  of  November  15.  Dr.  McCarty 
received  the  “president’s  medal.” 

42.  Second  M.A.A.  hearing  of  the  Joint 
Legislative  Committee  on  Health  Insurance 
Plans,  in  New  York  City,  on  November  16. 
Drs.  Greenough,  Powers,  and  Dorr  presented 
the  case  for  the  Medical  Society  of  the  State  of 
New  York  in  very  fine  form. 

43.  Your  executive  vice-president  spoke  to  the 
medical  staff  of  Columbus  Hospital,  in  New 
York  City,  on  November  20,  on  “The  Re- 
sponsibilities of  Hospital  Staffs.” 

44.  Annual  dinner  dance  of  the  Medical 
Society  of  the  County  of  Queens,  at  Idlewild, 
on  November  21,  in  honor  of  Charles  Mangi, 
M.D.,  immediate  past-president. 

45.  Requiem  Mass  for  John  J.  Masterson, 
M.D.,  in  Brooklyn  on  the  morning  of  November 
23. 

46.  The  sixteenth  clinical  meeting  of  the 
A.M.A.  in  Los  Angeles,  November  25  to  29. 

47.  A visit  to  the  California  Medical  Associa- 
tion, in  San  Francisco,  on  November  30,  to 
review  the  administrative  and  business  pro- 
cedures of  another  society  which  is  comparable 
to  ours  in  size  and  scope  of  work.  Mucb 
interesting  and  valuable  information  was 
gathered. 

48.  A meeting  of  the  Bronx  County  Woman’s 
Auxiliary,  in  the  Bronx,  on  December  4. 
Subject  of  your  executive  vice-president’s 
talk  was  “Problems  Facing  Medicine  Today.” 

49.  Meeting  with  Mr.  Paxton  Blair,  Solicitor 
General  of  the  State  of  New  York,  at  our  head- 
quarters, on  December  10.  We  talked  about 
the  controversy  between  doctors  of  medicine 
and  podiatrists. 

50.  A meeting  with  assemblymen  and  senators 
in  the  Bronx  on  December  12,  to  discuss 
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quacks  and  quackery.  It  is  not  easy  to  debate 
the  issue  of  chiropractic  with  men  who,  because 
of  political  expediency,  are  committed  to  the 
hcensing  of  charlatanism. 

51.  The  annual  Christmas  party  of  the  staff, 
at  the  Hotel  Astor,  on  the  evening  of  December 
18.  “A  good  time  was  had  by  all.” 

52.  A meeting  of  the  American  Medical 
Association  Committee  on  Medical  Facilities, 
New  York  City,  on  January  5.  The  local 
situation  regarding  negotiations  between  unions 
and  medical  schools  and  voluntary  hospitals 
and  the  closed  panel  practice  of  medicine  was 
discussed. 

53.  A meeting  of  the  medical  section  of  the 
New  York  Board  of  Trade,  in  New  York  City, 
on  January  18.  Dr.  James  M.  Blake  and 
Congressman  John  Lindsay  talked  about 
medical  care  of  the  aged.  Of  course,  Mr. 
Lindsay  was  in  favor  of  the  social  security 
approach. 

54.  A meeting  with  the  Honorable  Sol  Corbin, 
Counsel  to  the  Governor,  in  Albany,  on  January 
22.  Also  present  were  Dr.  Lane,  Dr.  Blake, 
Mr.  Foy  and  one  of  his  associates,  the  director 
of  the  Division  of  Communications,  and  repre- 
sentatives of  the  State  Department  of  Health. 
The  Governor’s  proposal  for  chiropractic  li- 
censure was  reviewed  critically.  No  definite 
conclusions  were  made  known  to  us. 

55.  The  annual  meeting  of  the  Suffolk  County 
Medical  Society,  in  Central  Islip,  on  January  23. 
Your  executive  vice-president  was  the  guest 
speaker.  He  talked  about  the  problems  of  the 
State  Society,  legislation,  and  so  forth. 

56.  A meeting  of  a fluoridation  subcommittee 
of  the  New  York  Academy  of  Medicine  Public 
Health  Committee,  in  New  York  City,  on 
January  28. 

57.  A meeting  with  the  Attorney  General,  in 
New  York  City,  on  January  31.  Dr.  Wheeler 
was  also  there.  We  talked  about  automatic 
membership  in  the  American  Medical 
Association. 

58.  A meeting  of  Dr.  TrusseU’s  committee  to 
assist  him  in  revising  the  hospital  code,  under 
which  proprietary  hospitals  are  licensed,  in 
New  York  City  on  January  31.  Many  dis- 
ciplines were  represented.  No  definite  con- 
clusions were  reached.  There  will  be  other 
meetings  of  this  type  in  the  future. 

The  members  of  the  advisory  committee 
include  nominees  from  the  Medical  Society 
of  the  State  of  New  York,  the  Coordinating 
Council  of  the  five  county  medical  societies 
in  New  York  City,  and  the  Academy  of 
Medicine.  Also  included  are  faculty  members 
of  medical  schools,  prominent  hospital  authori- 
ties, architects,  representatives  of  various 
community  agencies  and  health  insurance 
plans,  the  president  of  the  Private  Hospital 
Association,  and  staff  from  several  government 
agencies. 

59.  A meeting  with  Assistant  Counsel  to  the 
Governor,  Mr.  Osterman,  in  Albany,  on  Feb- 
ruary 4,  at  which  were  present  Dr.  Lane,  Dr. 
Blake,  Mr.  Foy  and  Mr.  Albright,  his  associate, 
and  the  Health  Commissioners.  Again,  the 


chiropractic  situation  was  analyzed. 

60.  A meeting  of  the  Empire  State  Health 
Council,  in  Rochester,  on  February  7 and  8. 
This  was  a conference  on  patient  care  planning. 
Our  president  participated  in  the  program. 

61.  A dinner  in  Queens  Village,  Long  Island, 
February  9,  at  which  the  guest  speaker  was 
Senator  Kenneth  Keating. 

62.  The  A.M.A.  third  National  Congress  on 
Voluntary  Health  Insurance  and  Prepayment, 
in  Chicago,  on  February  15  and  16. 

63.  A meeting  of  the  board  of  directors  of  the 
New  York  State  Association  of  Professions,  in 
Albany,  on  February  18. 

64.  Two  meetings  with  the  Governor  in 
Albany,  on  February  19,  (a)  representing  New 
York  State  Association  of  Professions,  at  2:30 
P.M.,  and  (6)  to  discuss  chiropractic,  at  3:00 
p.M.  Also  invited  to  the  latter  conference  were 
Dr.  Lane,  Dr.  Blake,  and  Mr.  Foy.  At  the 
latter  meeting,  despite  our  protestations,  we 
were  informed  that  the  Governor’s  bill  to 
license  chiropractors  (including  use  of  x-ray) 
would  be  introduced. 

65.  A meeting  of  the  New  York  State  Polio 
Technical  Advisory  Committee,  in  Albany, 
February  21. 

Your  executive  vice-president  still  is  of  the 
opinion  that  there  must  be  a very  close  rela- 
tionship between  the  State  Society,  the  district 
branches,  and  the  county  medical  societies, 
and  we  have  tried  in  every  way  possible  to 
maintain  this  type  of  liaison. 

Your  executive  vice-president  has  been  in- 
vited to  many  functions  throughout  the  State, 
and  whenever  possible  he  has  taken  advantage 
of  these  invitations  because  it  has  given  him 
the  opportunity  to  visit  our  colleagues  in  the 
very  important  “grass  root”  areas. 

Miscellaneous.  In  accordance  with  pre- 
viously announced  plans,  your  executive  vice- 
president  has  been  trying  to  visit  Albany  at 
more  frequent  intervals  than  ever  before,  in 
order  to  keep  in  touch  with  legislative  matters 
more  closely  and  to  meet  with  legislators. 

The  American  Medical  Association  has  noti- 
fied us  that  we  are  now  entitled  to  24  delegates, 
six  more  than  one  year  ago. 

California  Bureau  of  Research  and  Planning — 
When  we  were  out  in  Los  Angeles  for  the  clinical 
meeting  of  the  American  Medical  Association 
during  the  latter  part  of  last  November,  we 
visited  and  reviewed  some  of  the  activities  of  the 
California  Medical  Society.  We  were  im- 
pressed greatly  by  its  Bureau  of  Research  and 
Planning,  organized  in  1959. 

Their  council  appointed  an  ad  hoc  committee 
to  study  the  problem.  It  arrived  at  these 
conclusions:  that  the  basic  economic  objective 
was  the  preservation  of  the  private  practice 
of  medicine;  that  a library  adequate  to  re- 
search needs  be  established  under  the  direction 
of  a competent  librarian;  and  that  a full-time 
research  director  of  adequate  background  and 
orientation  be  found  to  assist  in  organizing  an 
over-all  research  program  for  the  Association 
and  to  implement  this  program  as  directed. 
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The  ad  hoc  committee  further  recommended 
to  the  council  of  the  California  Medical  Society 
that 

“1.  The  primary  function  would  be  to  deter- 
mine types  in  order  of  priority  of  research 
projects  in  relation  to  its  contribution  to  public 
welfare,  importance  to  C.M.A.,  benefit  to  the 
C.M.A.  members,  length  of  time  required,  and 
cost. 

“2.  To  recommend  to  the  appropriate  com- 
mission or  the  council  when  a specific  research 
or  planning  project  should  be  discontinued. 

“3.  To  develop  an  annual  research  and 
planning  budget  in  cooperation  with  the  director 
of  research  and  director  of  commissions  and 
committees. 

“4.  To  review  and  recommend  to  the  council 
for  approval  or  disapproval  aU  research  reports 
before  release  to  any  somrce. 

“5.  Develop  and  initiate  long-range  plans  and 
programs. 

“6.  Research  findings  could  be  forwarded  to 
the  originating  commission  and  the  council. 

“7.  In  case  of  conflicting  research  requests,  in 
terms  of  time,  cost,  personnel,  and  other  factors, 
the  priority  determination  should  be  referred 
to  the  CouncU.” 

The  California  bureau  has  discussed  the 
following  areas  in  order  to  determine  specific 
research  projects  and  priorities:  the  insurance 
mechanism,  education,  organization  and  dis- 


tribution of  medical  services,  communication, 
historical,  philosophic,  and  sociologic  concepts, 
membership  relations,  labor,  rehabilitation, 
quality  of  medical  care,  political  implications, 
and  preventive  medicine. 

We  believe  that  this  is  a step  in  the  right 
direction.  Statistics  and  conclusions  of  various 
intensive  studies  are  available,  at  a moment’s 
notice,  for  media  of  communication  interviews, 
writing  of  speeches,  and  many  other  purposes. 
Thought  should  be  given  to  this  type  of  project 
in  om  State.  Your  executive  vice-president 
expects  to  bring  this  to  the  attention  of  the 
Planning  Committee  for  Medical  Policies  for 
their  study  and  evaluation. 

Acknowledgments — It  is  difficult  to  express 
adequately  our  gratitude  to  those  of  the  “team” 
who  are  doing  so  much  for  our  Medical  Society. 
In  any  organization,  very  little  can  be  accom- 
plished without  the  devotion  and  dedication  of 
the  people  who  labor  at  headquarters. 

Again,  we  are  indebted  to  our  officers,  the 
Board  of  Trustees,  the  councillors,  the  chairmen 
and  members  of  committees,  and  our  people 
throughout  the  State.  Naturally,  we  are  ever 
thankful  to  the  members  of  the  staff  at  750 
Third  Avenue,  who  give  so  much  of  themselves. 

Respectfully  submitted, 
Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 
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1963  HOUSE  OF  DELEGATES 


Commission  on  Medical  Services  A 


Commission  on  Medical  Services 


To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Medical  Services  consists 
of  the  following  committees  and  committee 
chairmen: 

Economics  under  George  R.  Denton,  M.D., 
with  subcommittees  on  Public  Medical  Care 
under  Marcelle  T.  Bernard,  M.D.,  and  on 
Liaison  with  the  U.S.  Veterans  Administra- 
tion under  Herbert  H.  Bauckus,  M.D. 

Questions  of  Ethics  under  Harold  F.  Brown, 
M.D. 

Hospital  and  Professional  Relations  under 
Raymond  S.  McKeeby,  M.D. 

Industrial  Health  under  Peter  J.  DiNatale, 
M.D. 

Medical  Care  Insurance  under  Melvin  S. 
Martin,  M.D. 

Rural  Medical  Service  under  Edward  C. 
Hughes,  M.D. 

Workmen’s  Compensation  under  Carl  F. 
Freese,  M.D. 


At  the  start  of  the  autumn’s  activities  a meet- 
ing of  the  chairmen  of  the  Commission’s  com- 
mittees was  held  at  the  Society  headquarters 
office  and  the  fields  of  interest  of  the  committees 
were  discussed.  Where  there  were  overlapping 
areas  of  interest,  liaison  was  established  and 
arrangements  were  made  to  keep  all  interested 
parties  informed  on  discussions  and  actions 
taken  in  related  fields  by  having  minutes  of 
meetings  distributed  to  other  committees  as 
well  as  having  designated  members  of  related 
committees  sit  in  on  discussions. 

The  committee  chairmen  were  requested  also 
to  delineate  in  writing  what  their  committees 
were  doing  and  what  they  should  do  under  such 
headings  as  composition  and  duties,  current 
projects,  and  suggested  projects  for  the  future. 

Respectfully  submitted, 

Gerald  D.  Dorman,  M.D.,  Chairman 
Edward  C.  Hughes,  M.D.,  Vice-Chairman 
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Medical  Care  Insurance 


To  the  House  of  Delegates,  Gentlemen: 

The  Medical  Care  Insurance  Committee  is 
composed  of  the  following; 

Melvin  S.  Martin,  M.D.,  Chairman . Wyoming 


Robert  W.  Hurd,  M.D Oneida 

Theodore  L.  Lytle,  M.D Monroe 

Charles  C.  Mangi,  M.D Queens 

Dwight  V.  Needham,  M.D Onondaga 

Philip  M.  Standish,  M.D Ontario 

Thomas  S.  Walsh,  Jr.,  M.D Albany 

Clyde  L.  Wilson,  M.D Chautauqua 

George  P.  Farrell,  Adviser New  York 


This  committee  had  two  meetings  this  year, 
one  on  September  20  and  the  other  on  December 
12,  both  at  the  offices  of  the  State  Medical  So- 
ciety in  New  York  City.  At  the  first  meeting 
the  chief  business  was  acquainting  the  new  mem- 
bers with  the  duties  and  sphere  of  activity  of 
this  committee.  It  was  pointed  out  that  no 
clear-cut  definition  has  been  given  of  the  sphere 
of  activity  of  the  committee,  and  after  considera- 
ble discussion  a resolution  was  adopted  urging 
the  Council  of  the  State  Medical  Society  to 
appoint  an  ad  hoc  committee  composed  of 
representatives  of  the  various  committees  to 
try  to  outline  and  define  the  areas  of  activities 
of  this  committee  as  well  as  of  others.  This 
resolution  was  received  and  approved  by  the 
Council  of  the  Medical  Society  of  the  State  of 
New  York  but  it  has  not  come  to  our  attention 
that  any  action  has  been  taken  on  it. 

The  second  meeting  on  December  12  was 
called  for  the  purpose  of  discussing  and  making 
recommendations  to  the  Council  of  the  State 
Society  regarding  chapter  one  of  what  is  known 
as  the  “Trussell  Report.”  This  is  a report  of  a 
special  commission  created  to  study  the  prob- 
lems of  nonprofit  medical  and  dental  care  plans 
in  the  State  of  New  York.  The  recommenda- 
tions given  in  this  report  were  gone  over  item 
by  item  and  comments  to  the  State  Society 
were  made  regarding  them.  On  the  whole  our 
committee  did  not  regard  this  as  a very  useful 
report.  We  felt  that  we  could  read  throughout 
the  report  a tone  of  recommending  more  and 
more  control  of  the  practice  of  medicine  by 
government  agencies.  We  felt  that  the  com- 
mittee is  pushing  strongly  in  the  direction  of 
more  government  control.  There  is  a strong 
recommendation  in  it  for  taking  control  of 
Blue  Shield  Plans  from  the  hands  of  doctors  and 
placing  it  in  the  hands  of  public  representatives. 
With  this  principle  we  disagree  and  set  forth 
our  reasons  in  the  report  to  the  Council. 


The  quality  of  medical  care  is  a subject  dis- 
cussed throughout  the  Study  staff’s  report. 
It  is  recommended  that  Blue  Shield  Plans  take 
an  active  part  in  controlling  the  quality  of 
medical  care  and  even  in  regulating  hospital 
practices  by  paying  fees  only  to  those  qualified 
and  only  for  work  done  in  accredited  hospitals. 
We  take  exception  to  this  view  because  of  the 
fact  that  many  agencies  already  exist  for  the 
control  of  quality  of  medical  care.  We  firmly 
believe  that  the  sole  function  of  Blue  Shield 
Plans  is  to  collect  money  from  subscribers  and 
pay  it  to  doctors  qualified  by  law  for  work  which 
they  performed.  The  Plans  have  no  funds  for 
such  regulatory  activities  and  if  they  should  set 
aside  funds  for  this  purpose  it  would  be  a dupli- 
cation of  functions  performed  by  other  agencies 
and,  of  course,  would  increase  the  total  cost  of 
medical  care. 

We  believe  the  State  Medical  Society  has 
every  right  and  responsibility  for  engaging  in 
this  effort  to  improve  the  quality  of  medical 
care.  We  pointed  out  in  our  report  to  the 
Council  that  the  quality  of  medical  care  has 
increased  phenomenally  during  the  time  that 
Blue  Shield  Plans  have  been  in  operation. 
Never  before  in  the  history  of  medicine  has  the 
quality  of  medical  care  gained  as  it  has  since 
1941,  in  the  brief  period  Blue  Shield  Plans  have 
been  operative. 

It  was  voted  that  we  give  approval  for  the 
ensuing  year  to  the  following  Blue  Shield  Plans: 
United  Medical  Service,  Inc.,  New  York  City; 
Western  New  York  Medical  Plan,  Inc.,  Buffalo; 
Genesee  Valley  Medical  Care,  Inc.,  Rochester; 
Central  New  York  Medical  Plan,  Inc.,  Syracuse; 
Medical  and  Surgical  Care,  Inc.,  Utica;  North- 
eastern New  York  Medical  Service,  Inc., 
Albany;  and  Chautauqua  Region  Medical 
Service,  Inc.,  Jamestown. 

The  committee  wishes  to  express  its  thanks  to 
the  officers  of  the  State  Society,  to  Gerald  D. 
Dorman,  M.D.,  chairman  of  the  Commission 
on  Medical  Services,  and  Henry  I.  Fineberg, 
M.D.,  executive  vice-president  of  the  State 
Medical  Society,  both  of  whom  attended  our 
meetings  and  to  Mr.  George  P.  FarreU,  director 
of  the  Bureau  of  Medical  Care  Insurance  and 
adviser  to  the  Medical  Care  Insurance  Commit- 
tee, who  has  this  year  as  always  been  very  help- 
ful to  us  in  our  committee  functions. 

Respectfully  submitted, 

Melvin  S.  Martin,  M.D.,  Chairman 
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Public  Medical  Care 


To  the  House  of  Delegates,  Gentlemen: 

The  Public  Medical  Care  Subcommittee  is 
composed  of  the  following: 

Marcelle  Bernard,  M.D.,  Chairman . .Bronx 


Lyman  C.  Boynton,  M.D Monroe 

Robert  J.  CoUins,  M.D Onondaga 

Philip  R.  Roen,  M.D New  York 

Karl  N.  Wechtel,  M.D Nassau 

Peter  Birkel,  M.D.,  Adviser Albany 


Alonzo  S.  Yerby,  M.D.,  Adviser.  . New  York 

I.  Jay  Brightman,  M.D.,  Adviser.  . Albany 

The  subcommittee  has  held  three  meetings: 
August  20,  1962,  December  7,  1962,  and  Feb- 
ruary 1,  1963. 

M.A.A.  Program.  Conclusive  approval  of 
the  following  “Six-Point  Series  of  Objectives” 
was  voted  at  a special  meeting  on  August  20, 
1962.  The  objectives  were  the  result  of  a meet- 
ing with  Senator  George  R.  Metcalf  in  Auburn 
on  June  6,  1962,  and  were  approved  subse- 
quently by  the  Council  of  the  State  Society,  in 
an  effort  to  improve  the  implementation  of  the 
M.A.A.  Program  by  either  changes  in  the  pres- 
ent New  York  State  Metcalf-McCloskey  Bill  or 
additional  legislation  looking  toward  a more 
realistic  approach  to  the  intent  of  the  Federal 
Kerr-MUls  bill.  The  six  points  are  as  follows: 

1 . Confine  the  means  test  to  recipient  and  /or 
spouse,  thus  eliminating  the  apparent  objection- 
able feature  of  financial  responsibility  of  relatives 
which  acts  as  a deterrent  to  seeking  medical  as- 
sistance; to  raise  income  ceilings  to  a more 
realistic  level;  also,  to  increase  the  amount  of  life 
insurance  from  $500  to  $1,000. 

2.  Broaden  ambulatory  treatment,  diagno- 
sis, and  rehabilitation  without  hospital  admis- 

I sion  with  free  choice  of  physician  at  an  adequate 
fee,  thus  enabling  recipient  to  receive  needed 
medical  care  without  the  requirement  of  hos- 
pitalization. 

3.  Methods  for  medical  audit  for  recipients 
receiving  care  should  be  instituted  by  the  New 
York  State  Department  of  Health  since  the  pres- 
ent administration  of  the  program  does  not  pro- 
vide for  medical  audit.  The  personnel  and  skills 
of  the  New  York  State  Department  of  Health 
are  professionally  and  medically  oriented  to 
medical  care  and  it  would  be  a move  in  the  right 
direction  to  assign  supervision  of  M.A.A.  care 
to  this  department. 

4.  Efforts  should  be  made  to  have  aU  people 
over  age  sixty-five  adequately  covered  by  health 
insurance,  and  if  they  are  financially  unable  to 
pay  for  insurance,  the  government  could  pro- 
vide, in  whole  or  in  part,  financial  assistance  in 
the  payment  of  premiums. 

5.  Encourage  employers  to  continue  retired 
employes  as  members  of  employe  groups  for 
health  insurance  purposes. 

6.  Transfer  of  the  administration  of  the  pro- 
gram from  the  New  York  State  Department  of 
Social  Welfare  to  the  New  York  State  Depart- 
ment of  Health.  The  subcommittee  felt  that 
the  present  administrators  of  the  program  were 


not  equipped  for  medical  auditing;  its  function 
is  to  determine  the  means  test,  secure  medical, 
hospital,  and /or  nursing  home  care,  and  provide 
the  finances  for  such  care.  The  Health  Depart- 
ment can  better  determine  the  medical  needs 
of  the  patient  and  the  quality  of  care  provided. 
The  method  of  this  transfer  can  be  determined 
by  the  feasibility  of  constitutional  amendment  or 
other  means. 

Your  subcommittee  was  in  agreement  on 
proper  and  effective  means  of  publicizing  the 
M.A.A.  program  through  newspapers,  magazine 
articles,  and  other  media  which  would  call  the  at- 
tention of  the  public  to  the  benefits  which 
would  accrue  to  eligible  recipients  and  to  others 
who  might  not  be  aware  of  the  program. 

Copies  of  the  adopted  objectives  were  sent  to 
Senators  Metcalf  and  McCloskey  and  to  the 
chairman  of  the  Council  Committee  on  Legisla- 
tion of  the  State  Society  requesting  its  coopera- 
tion in  this  effort. 

Two  public  hearings  in  New  York  City  were 
arranged  by  the  Joint  Legislative  Committee  on 
Health  Insurance  Plans,  Senator  George  R. 
Metcalf,  chairman,  on  the  series  of  objectives, 
and  your  chairman,  on  behalf  of  the  State  So- 
ciety, presented  a paper  at  the  first  hearing  on 
September  27,  1962,  on  the  advocacy  of  medical 
audits  by  the  Health  Department,  adequate 
health  insurance  coverage  for  all  over  age 
sixty-five,  and  the  encouragement  of  employers 
to  continue  retirees  as  members  of  employe 
groups  for  health  insurance  purposes. 

The  second  hearing  was  devoted  to  the  re- 
maining three  points  and  papers  were  presented 
on  behalf  of  the  State  Society  by  Drs.  James 
Greenough,  William  M.  Dorr,  and  James  M. 
Blake.  Statements  were  also  presented  by  rep- 
resentatives of  labor,  county  and  State  Welfare 
departments,  local  and  State  health  depart- 
ments, and  other  associations  interested  in  the 
program. 

Your  chairman  reported  a telephone  call  from 
Senator  Seymour  Thaler  encouraging  the  raising 
of  income  ceilings  for  M.A.A.  recipients  to 
$2,500-$4,000  rather  than  attempting  to  do 
away  with  the  means  test.  The  subcommittee 
agreed  to  lend  its  support  in  contacting  local 
legislators.  Dr.  Blake,  chairman  of  the  State 
Society’s  Legislation  Committee,  was  advised  of 
Senator  Thaler’s  contact. 

A report  from  Senator  Metcalf  on  the  six- 
point  series  discussed  at  a meeting  in  Albany 
on  December  28,  1962,  was  presented  by  the 
chairman.  The  one  specific  gain  was  the  agree- 
ment between  Commissioners  Wyman  and 
Hilleboe  to  undertake  medical  audits  of  all 
health  facilities  within  the  State  using  Health 
Department  personnel.  It  was  suggested  by  an 
adviser  to  the  subcommittee  that,  if  an  amend- 
ment to  the  bill  were  introduced  including  this 
provision,  it  be  reviewed  to  make  sure  it  was 
clearly  spelled  out  with  designated  authority. 

Commissioner  Wyman  was  convinced  that 
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any  slackening  of  relative  responsibility  for 
M.A.A.  recipients  would  result  inevitably  in 
similar  demands  in  the  field  of  public  welfare, 
and  the  State  could  not  stand  the  added  expense, 
but  that  he  would  like  to  experiment  on  a small 
scale  locally,  with  the  aid  of  the  Joint  Legisla- 
tive Committee  on  Health  Insurance  Plans,  to 
test  the  effect  of  the  suggested  changes  which 
possibly  would  reveal  many  unanswered  ques- 
tions better  to  judge  the  correctness  of  the  State 
Society’s  position. 

The  Senator  felt  the  matter  of  subsidizing 
health  insurance  for  M.A.A.  recipients  would 
have  to  be  pursued  further  by  the  State 
Society. 

The  Public  Medical  Care  Subcommittee  sug- 
gested that  if  the  State  Society  has  any  particu- 
lar legislative  proposal  pertaining  to  the  M.A.A. 
program,  it  should  be  brought  before  the  Gov- 
ernor’s Council  for  evaluation.  Your  subcom- 
mittee was  of  the  opinion  there  should  be  no  re- 
laxation of  efforts  to  improve  the  implementa- 
tion of  the  program  in  New  York  State. 

Revision  of  Book  5.  Your  subcommittee 
has  gone  on  record  on  previous  occasions  as  fa- 
voring the  revision  of  Book  5,  under  the  Welfare 
Department,  in  particular  the  raising  of  physi- 
cians’ fees  paid  in  welfare  cases,  to  a more  realis- 
tic level. 

At  the  February  1,  1963,  meeting,  Peter 
Birkel,  M.D.,  of  the  State  of  New  York  Depart- 
ment of  Social  Welfare,  adviser  to  the  com- 
mittee, reported  that  a memorandum  was  to  be 
prepared  for  presentation  to  the  Administration 
regarding  the  revision,  including  the  fee  sched- 
ule. 

Mr.  Antonio  Sorieri,  Deputy  Commissioner, 
was  in  favor  of  estabhshing  a committee  to  in- 
clude representatives  of  local  and  State  consult- 
ants, the  State  Society,  and  the  central  office; 
Dr.  Birkel,  however,  was  not  aware  of  the  State 
administration’s  feeling  regarding  the  proposed 
revision  but  department  areas  recognized  the 
need.  He  also  commented  briefly  on  specific 
provisions  presently  earmarked  for  revision. 
Progress  reports  will  be  submitted  to  the  sub- 
committee. 

At  the  request  of  Wfiliam  Hammond,  M.D., 
medical  consultant  to  Area  5 of  the  New  York 
State  Department  of  Social  Welfare,  your  chair- 
man addressed  a letter  to  the  county  medical  so- 
cieties comprising  Area  5,  requesting  them  to 
submit  the  name  of  a member,  not  serving  as  a 
regular  consultant  to  the  Welfare  Department 
engaged  at  the  operational  level,  to  serve  on  an 
advisory  committee  to  Dr.  Hammond. 

The  subcommittee  was  in  agreement  with 
the  suggestions  contained  in  a letter  from  the 
Westchester  Department  of  Public  Welfare, 
signed  by  Alfred  F.  R.  Andresen,  Jr.,  M.D., 
medical  consultant,  to  the  doctors  in  the  county 
that  they  could  assist  significantly  in  decreasing 
expenditures  by  paying  closer  attention  to  the 
amount  and  variety  of  medications  prescribed 
and  by  prescribing  of  drugs  by  generic  names 
rather  than  trade  names. 

The  subcommittee  went  on  record  in  favor  of 


resolution  31,  adopted  by  the  A.M.A.  House  of 
Delegates  in  November,  1962,  commending  the 
Board  of  Trustees  of  the  A.M.A.,  constituent 
and/or  component  medical  societies,  and  the 
National  Association  of  Blue  Shield  Plans  for  de- 
veloping and  sponsoring  programs  for  health  in- 
surance coverage  for  senior  citizens,  and  en- 
couraged continuing  efforts  along  this  line. 

Committee  Functions.  Your  chairman 
attended  a meeting  of  chairmen  of  committees 
under  the  Commission  on  Medical  Services.  In 
the  absence  of  Gerald  D.  Dorman,  M.D.,  chair- 
man, Henry  I.  Fineberg,  M.D.,  executive  vice- 
president,  presided.  The  purpose  of  the  meeting 
was  to  clarify  and  improve  the  functions  of  com- 
mittees where  activities  appeared  to  overlap. 
Following  this  meeting,  your  chairman  circular- 
ized her  members  for  an  expression  as  to  their 
ideas  on  what  the  functions  of  the  subcommittee 
should  be.  After  review  of  the  rephes,  it  was 
agreed  that  the  functions  of  the  Pubhc  Medical 
Care  Subcommittee  should  encompass  a broad 
outlook  on  all  problems  associated  with  public 
medical  care  programs  concerning  the  care  of  the 
indigent  and  medically  indigent  financed  out  of 
tax  funds,  summarized  as  follows: 

1.  Advise  on  the  formulation  of  State  medi-  ’ , 
cal  standards,  procedures,  and  fee  schedules.  I 

2.  Periodically  evaluate  the  pohcies  and 
scope  of  the  program  from  the  point  of  view  of 
adequacy  of  medical  care. 

3.  Evaluate  the  trends  in  today’s  medical 
care  practice  and  advise  the  State  of  the  implica- 
tions of  such  practices  on  the  social  welfare  pro- 
gram. 

4.  Advise  on  need  for  revisions  of  rriedical  I 

policies,  procedures,  and  so  forth  that  are  pres-  | 
ently  contained  in  Book  5.  ! j 

5.  Keep  the  State  Medical  Society  informed 

of  developments  in  the  medical  welfare  pro-  ^ 
gram. 

6.  Review  special  problems  referred  to  the 
subcommittee  by  the  State  Department  of  So-  | 
cial  Welfare. 

7.  Discuss  with  the  State  Department  of  1 
Social  Welfare  special  medical  problems  referred 

to  the  subcommittee  by  the  county  medical  so- 
cieties. 

8.  Assist  in  interpretation  of  the  social  wel- 
fare medical  program  to  the  local  medical  socie- 
ties. 

9.  Advise  the  State  Department  of  Social 
Welfare  on  the  judicious  use  of  community  medi- 
cal and  health  resources. 

10.  Any  other  areas  that  may  be  of  interest 
to  the  State  Medical  Society  which  the  subcom- 
mittee might  wish  to  discuss  with  the  State 
Department  of  Social  Welfare. 

Dr.  Dorman  was  advised  of  the  functions  as 
adopted  by  the  committee. 

Acknowledgments.  Your  chairman  wishes 
to  express  her  appreciation  to  the  members  of 
her  committee  for  their  attendance  at  meetings, 
and  to  Dr.  Birkel,  Dr.  Brightman,  and  Dr. 
Yerby  as  advisers. 

Respectfully  submitted, 

Marcelle  Bernard,  M.D.,  Chairman 
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1963  HOUSE  OF  DELEGATES 


Commission  on  Medical  Services  B 


Industrial  Health 


To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Committee 
on  Industrial  Health  and  the  Bureau  on  Indus- 
trial Health. 

The  committee  members  are  as  follows: 

Peter  J.  DiNatale,  M.D.,  Chairman . . Genesee 


Fred  W.  Holcomb,  Jr.,  M.D Ulster 

Raymond  J.  Murray,  M.D Nassau 

John  L.  Norris,  M.D Monroe 

Harry  E.  Tebrock,  M.D Queens 

Robert  Katz,  M.D.,  Director Kings 


William  P.  Shepard,  M.D.,  Adviser  New  York 

In  the  past  year  the  committee  met  on  three 
occasions  in  order  to  review  developments  in 
occupational  medicine  and  to  formulate  its  pro- 
gram for  the  improvement  of  the  health  and 
welfare  of  workers  in  this  State. 

County  committee  chairmen  were  invited  to 
the  meeting  held  during  the  1962  annual  meeting 
of  the  Medical  Society  of  the  State  of  New  York. 

Union  Health  Centers.  In  a meeting  with 
management,  labor,  and  pubhc  health  officials, 
the  activities  of  union  health  centers  were  dis- 
cussed and  recommendations  for  improvement 
of  their  services  through  better  utilization  of 
facilities  and  personnel  and  making  services 
available  during  nonworking  hours  were  sug- 
gested. The  committee  has  expressed  continued 
interest  in  this  matter  and  is  observing  recent 
developments  in  the  expansion  of  union  medical 
services  {see  under  Legislation) . 

Legislation.  Regulations  to  control  x-ray 
technicians  are  under  consideration  by  the  State 
Legislature.  In-plant  medical  services  will  not 
be  affected  immediately,  and  enactment  of  such 
legislation  including  the  temporary  (until  1971) 
exemption  of  industrial  medical  facilities  is  not 
considered  to  constitute  infringement  on  indus- 
trial health  services  but  may  be  looked  on  as  a 
step  towards  the  provision  of  better  health 
services  to  the  pubhc. 

An  amendment  also  was  introduced  providing 
for  the  establishment  of  a first  aid  station  under 
the  charge  of  a competent  person  (?),  whose 
sole  duty  shall  be  to  provide  medical  aid  for 
injuries  received  during  the  course  of  certain 
hazardous  occupations  employing  50  or  more 
people. 

The  Legislature  will  be  asked  also  to  consider 
the  organization  and  establishment  of  a number 
of  additional  union  health  centers  similar  to 
those  presently  in  operation  in  the  State. 

Suggested  changes  in  the  New  York  City 
Health  Code  dealing  with  the  operation  and 


supervision  of  pathology  laboratories  are  con- 
sidered a potential  somrce  of  interference  in  the 
administration  of  industrial  medical  services. 
The  current  draft  permits  the  City  Commis- 
sioner of  Health  various  modifications  which 
would  favor  the  operation  of  laboratory  services 
in  in-plant  industrial  medical  departments  under 
the  supervision  of  the  medical  director,  not 
necessarily  a pathologist. 

Education.  Efforts  to  disseminate  knowl- 
edge relating  to  industrial  health  programs  to 
graduate  business  students  at  a large  eastern 
university  have  been  conducted.  It  appears 
from  the  present  stage  of  negotiations  that  the 
subject  matter  will  be  presented  as  part  of 
courses  in  industrial  relations,  personnel  man- 
agement, and  so  on,  rather  than  as  a coiurse  in 
itself. 

To  stimulate  interest  of  physicians  in  occupa- 
tional medicine,  exhibits  consisting  of  illustra- 
tive and  descriptive  materials  were  planned.  To 
enhance  the  professional  competence  of  physi- 
cians engaged  in  industrial  health  programs,  the 
committee  is  active  in  the  preparation  of  arti- 
cles dealing  with  the  use  of  diagnostic  x-ray  in 
industrial  medical  facUities  and  the  diagnosis 
and  prevention  of  occupational  hearing  loss. 

The  committee  has  also  expressed  interest  in 
informative  material  for  presentation  to  physi- 
cians dealing  with  the  handhng  of  mass  casual- 
ties in  industry,  the  use  of  industrial  medical 
facilities  for  nonoccupational  illnesses  and 
injuries,  the  placement  of  convalescent  workers, 
the  mental  and  emotional  problems  of  workers, 
and  related  subjects. 

Liaison.  Ta  coordinate,  correlate,  and  sup- 
plement the  activities  of  the  Council  committee 
with  those  of  other  scientific  organizations 
interested  in  occupational  health,  the  director  of 
the  Bureau  attended  the  meetings  of  the  New 
York  State  Society  of  Industrial  Medicine,  Inc., 
and  the  Section  on  Occupational  Medicine  of  the 
New  York  Academy  of  Medicine. 

The  director  participated  as  a panelist  in  a 
symposium  on  “The  Lower  Back  Syndrome  in 
Industry”  sponsored  by  the  New  York  State 
Osteopathic  Society  and  the  Osteopathic  Society 
of  the  City  of  New  York  in  cooperation  with  the 
Medical  Society  of  the  State  of  New  York. 

He  conferred  also  with  a group  of  West  Ger- 
man industrial  physicians  on  the  health  hazards 
from  ionizing  radiation  in  industry. 

The  director  attended  and  reported  to  the 
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committee  the  proceedings  of  the  Governor’s 
Conference  on  the  Improvement  of  Occupa- 
tional Safety,  the  President’s  Conference  on 
Occupational  Safety,  and  the  President’s  Con- 
ference on  the  Employment  of  the  Handi- 
capped. 

The  committee  chairman  and  the  director 
attended  also  the  American  Medical  Associ- 
ation’s Congress  on  Occupational  Health,  the 
annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York,  the  special  session  of  the 
House  of  Delegates,  and  the  annual  meeting  of 
the  American  Medical  Association. 

General.  The  chairman  was  reappointed  to 
the  American  Medical  Association’s  Council  on 


Workmen’s  Compensation 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Committee 
on  Workmen’s  Compensation  and  of  the  Bureau 
on  Workmen’s  Compensation. 

The  committee  consists  of  the  following  mem- 


bers: 

Carl  F.  Freese,  M.D.,  Chairman Nassau 

Monroe  M.  Broad,  M.D Queens 

Robert  P.  Coohdge,  M.D Schenectady 

Peter  A.  Casagrande,  M.D Erie 

George  E.  Froehlich,  M.D Westchester 

Joseph  P.  Henry,  M.D Monroe 

John  W.  Hirshfeld,  M.D Tompkins 

Robert  F.  McMahon,  M.D Onondaga 

Lee  R.  Tompkins,  M.D Sullivan 

Robert  Katz,  M.D.,  Director Kings 


The  committee  held  four  meetings  during  the 
past  year  to  dehberate  on  important  issues 
relating  to  workmen’s  compensation  in  this 
State.  County  committee  chairmen  were  in- 
vited to  attend  the  meeting  held  diuing  the  1962 
annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York. 

Rating  of  Physicians.  The  committee 
recommended  certain  changes  in  the  current  list 
of  ratings  and  stressed  the  need  for  careful  con- 
sideration of  applicants  by  county  committees 
so  that  more  uniformity  of  rating  may  be  estab- 
lished State-wide  and  that  physicians  with 
identical  qualifications  may  be  granted  identical 
ratings  regardless  of  what  county  they  are 
practicing  in.  The  revised  list  of  ratings  should 
reflect  more  accurately  the  types  of  general  and 
special  services  most  frequently  met  with  in 
workmen’s  compensation  cases. 


Occupational  Health.  The  director  was  made  a 
Fellow  of  the  American  Public  Health  Associ- 
ation, Occupational  Health  Section,  and  a 
Fellow  of  the  Industrial  Mediced  Association. 
He  was  also  elected  to  a three-year  term  on  the 
executive  committee  of  the  New  York  State 
Society  of  Industrial  Medicine,  Inc. 

The  director  was  invited  to  a preview  of  a new 
film  entitled  “To  Save  a Life,”  produced  by 
Consohdated  Edison  under  the  guidance  of  their 
executive  medical  director.  A comphmentary 
copy  was  made  available  to  the  committee  for 
showing  to  interested  groups. 

Respectfully  submitted, 

Peter  J.  DiNatale,  M.D.,  Chairman 


Legislation.  After  due  consideration  the 
committee  recommended  legislative  amend- 
ments dealing  with  authorization  for  x-ray  (re- 
quirement for  authorization  to  be  raised  from 
$10  to  $25),  and  medical  reports  to  claimants’ 
attorneys  (to  be  submitted  only  subsequent  to 
properly  filed  request) . On  advice  from  authori- 
tative sources,  amendments  pertaining  to  third 
party  action  and  to  default  of  payment  of  medi- 
cal bills  were  held  in  abeyance. 

The  committee  favors  the  inclusion  of  certain 
heretofore  uncovered  employes  under  the  Work- 
men’s Compensation  Law  but  advised  opposi- 
tion to  amendments  advocating  the  inclusion  of 
dentists  and  optometrists  under  the  Workmen’s 
Compensation  Law,  the  extension  of  medical 
and  hospital  benefits  for  nonoccupational  dis- 
abilities, the  submission  of  copies  of  medical 
reports  to  claimants,  and  a commitment  to 
write  medical  standards  employed  by  medical 
examiners  of  the  Workmen’s  Compensation 
Board  in  the  determination  of  partial  and  total 
disabihty. 

Applicability  of  Fee  Schedule.  A survey 
was  conducted  of  compensation  claims  reopened 
before  July  1,  1960,  or  active  and  current  since 
prior  to  July,  1960.  Information  obtained  in 
this  survey  is  presently  under  careful  study  and 
evaluation  and  is  the  subject  of  several  negoti- 
ations currently  in  progress.  At  the  same  time 
the  committee  is  following,  with  great  interest, 
legislative  proposals  dealing  with  the  upgrading 
of  compensation  payments  to  claimants  with 
dates  of  disablement  prior  to  1960. 
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Education.  Clarifying  amendments  to  the 
1960  fee  schedule  issued  on  July  1,  1962,  were 
transmitted  to  the  New  York  State  Journal 
OF  Medicine  and  copies  were  made  available  to 
the  county  societies  for  distribution  to  their 
members  on  request. 

Coimty  societies  were  also  informed  of  specific 
changes  in  regulations  affecting  certain  em- 
ploye groups  (New  York  City  Department  of 
Sanitation),  and  numerous  news  items  on  com- 
pensation matters,  such  as  the  reversal  of  a 
decision  of  the  New  York  State  Supreme  Court 
by  the  Court  of  Appeals  in  a case  of  occupational 
dermatitis  {Ryciak  v.  Eastern  Precision  Resistor) , 
were  submitted  for  publication  in  the  Newsletter 
of  the  Medical  Society  of  the  State  of  New  York. 

The  committee  is  cooperating  with  the  Coun- 
cil Committee  on  Industrial  Health  and  the 
Subcommittee  on  the  Hard  of  Hearing  and  the 
Deaf  in  the  preparation  of  an  article  dealing 
with  the  problem  of  occupational  loss  of  hearing. 

The  director  of  the  Bureau  addressed  a meet- 
ing of  the  Richmond  and  Sullivan  County  Medi- 
cal Societies  and  spoke  before  two  classes  of 
medical  assistants  at  the  Rockland  County 
Community  College. 

Liaison.  The  committee  chairman  served  as 
consultant  to  the  Governor’s  Review  Committee 
on  Workmen’s  Compensation.  This  committee 
has  completed  its  study  and  submitted  its  report 
to  the  Governor.  The  report  has  not  been  made 
available  to  the  committee  for  review. 

The  chairman  and  the  director  attended 
meetings  of  the  Workmen’s  Compensation 
Board’s  Advisory  Committee  for  the  Medical 
Fee  Schedule  and  Allied  Problems  and  partici- 
pated in  the  formulation  of  the  clarifications  to 
the  fee  schedule  referred  to  above. 

Your  representatives  to  the  Advisory  Com- 
mittee were  successful  in  obtaining  agreement 
from  the  other  (nonmedical)  members  of  the 
committee  for  the  hfting  of  certain  restrictions 
on  x-ray  interpretation  by  general  practitioners 
and  for  more  realistic  fees  for  assistants  to 
surgeons  to  be  included  in  the  next  fee  schedule. 

Proposals  for  increased  fees  for  appearance  of 
physicians  as  witnesses  before  the  Workmen’s 
Compensation  Board  failed  to  obtain  the  Ad- 
visory Committee’s  approval  as  a whole  but 
were  forwarded  to  the  Chairman  of  the  Work- 
men’s Compensation  Board  for  study  and 
action. 

The  problem  of  closing  of  compensation  cases 
for  nonappearance  of  claimants  and  the  effect  of 
this  procedure  on  the  settlement  of  fees  for 


medical  services  has  so  far  defied  solution  but 
remains  imder  study.  Some  adjustment  of  fees 
may  become  necessary  if  the  matter  of  a new 
fee  schedule  is  approached.  Serious  considera- 
tion win  also  have  to  be  given  to  the  effective 
date  of  the  schedule  especially  with  regard  to 
cases  arising  prior  to  its  promulgation. 

Arbitration.  There  has  been  an  increase  in 
the  number  of  arbitration  sessions  held  through- 
out the  State.  There  was  also  a rise  in  the  num- 
ber of  cases  scheduled  for  arbitration  in  com- 
parison to  prior  years.  A total  of  99  arbitration 
sessions  were  held  throughout  the  State,  67  of 
these  in  the  New  York  City  area;  2,243  cases 
were  scheduled  for  hearing  involving  disputed 
medical  bills  adding  up  to  $263,666.75;  1,652 
cases  were  decided  by  arbitration,  367  cases 
were  settled  without  hearings,  and  224  were 
postponed;  32  cases  were  settled  by  direct 
negotiations  between  the  Bimeau  and  the  parties 
in  interest. 

General.  The  chairman  and  the  director 
were  awarded  citations  at  the  1962  annual  din- 
ner meeting  of  the  New  York  Society  of  Physical 
Therapists. 

The  director  conferred  with  the  manager  of 
the  State  Insurance  Fund  and  several  high- 
ranking  members  of  his  staff  in  an  attempt  to 
improve  the  relationship  between  the  State 
Insurance  Fund  and  the  medical  profession. 

The  director  also  was  appointed  to  a sub- 
committee to  study  witness  fees  at  the  Work- 
men’s Compensation  Board.  He  participated 
with  the  medical  director  of  the  Workmen’s 
Compensation  Board  in  a discussion  of  compen- 
sation aspects  of  overexposure  to  ionizing  radi- 
ation in  industry  with  several  medical  officials 
and  industrial  physicians  from  West  Germany. 

The  director  was  a paneUst  on  a full  day’s 
program  on  “The  Lower  Back  Syndrome  in 
Industry’’  arranged  by  the  New  York  State 
Osteopathic  Society  and  the  Osteopathic  Society 
of  the  City  of  New  York  in  cooperation  with  the 
Medical  Society  of  the  State  of  New  York  and 
several  other  organizations. 

Your  director  attended  the  annual  meeting  of 
the  Medical  Society  of  the  State  of  New  York,  a 
special  session  of  the  House  of  Delegates,  and 
the  annual  meeting  of  the  American  Medical 
Association. 

Respectfully  submitted, 

Carl  F.  Freese,  M.D.,  Chairman 
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Rural  Medical  Service 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Rural  Medical  Service  is  as 
follows: 

Edward  C.  Hughes,  M.D.,  Chairman 


Onondaga 

Thurston  L.  Keese,  M.D. Onondaga 

Hugh  McChesney,  M.D Oswego 

Robert  V.  Persson,  M.D St.  Lawrence 

Donald  C.  Walker,  M.D Schenectady 


Bert  Ellenbogen,  New  York  State  College  of 
Agriculture,  Cornell  University,  Adviser. 

Tompkins 

James  J.  Quinlinvan,  M.D.,  New  York  State 
Department  of  Health,  Adviser.  . Albany 
The  Committee  on  Rural  Medical  Service  has 
met  several  times  during  the  year  to  discuss  the 
problems  of  medical  service,  particularly  in  the 
rural  areas  of  our  State.  Each  year  approxi- 
mately 50  localities  of  our  State  apply  to  the 
Medical  Society  of  the  State  of  New  York  for 
physicians  to  practice  in  their  locality.  Many 
of  these  places  are  unable  financially  to  support 
a physician  and  the  facilities  of  the  locality  are 
far  below  the  medical  requirements  to  carry  on  a 
quality  type  of  practice.  However,  there  are 
some  areas  sadly  in  need  of  medical  service. 
The  number  of  localities  requesting  such  service 
has  not  been  decreased.  The  committee  has 
been  working  on  the  following  problems. 

Programs  for  the  Public.  It  has  con- 
tinued to  sponsor  the  “Span  of  Life”  programs 
which  are  educational  programs  for  lay  people. 
The  last  series  of  lectures  were  held  in  Potsdam, 
New  York,  and  consisted  of  weekly  conferences 
held  in  the  college  theater  of  the  State  Univer- 
sity of  New  York  at  Potsdam.  The  program  is 
attached.  Although  the  lay  participation  was 
somewhat  disappointing,  approximately  2,500 
people  living  in  the  area  of  Potsdam  attended 
these  meetings.  The  discussions  were  inter- 
esting and  of  high  quality  and  lasted  some  hours 
after  the  presentation.  The  committee  has 
received  many  letters  of  appreciation  from  citi- 
zens in  the  area  and  many  have  asked  for  the 
programs  to  be  repeated. 

General  Practice  Fellowships.  The  com- 
mittee has  also  cooperated  with  the  Sears- 
Roebuck  Foundation  in  attempting  to  survey 
and  obtain  physicians  for  the  areas  where  the 
Foundation  has  been  conducting  its  investiga- 
tions. Several  areas  are  being  surveyed  at  the 
present  time. 

Last  summer  the  Sears-Roebuck  Foundation, 
in  cooperation  with  the  Committee  on  Rural 
Medical  Service,  sponsored  a fellowship  for 
general  practice  in  the  Lake  Champlain  area. 
The  fellowship,  which  is  awarded  by  the  Foun- 
dation, was  given  to  Mr.  Thomas  Y.  Fung,  a 
third-year  medical  student  at  the  University  of 
Wisconsin.  Mr.  Fung  spent  the  summer  with 
Dr.  Schultheis  practicing  in  the  clinic  which  had 
been  set  up  at  Lake  Champlain.  The  chairman 
of  the  Rural  Medical  Service  Committee  had 


taken  part  in  the  dedication  of  this  clinic  one 
year  previous.  This  is  one  of  several  fellow- 
ships which  have  been  sponsored  by  the  Sears- 
Roebuck  Foundation  in  an  attempt  to  interest 
young  physicians  in  practicing  in  rural  areas. 
Mr.  Fung  and  Dr.  Schultheis  have  both  re- 
ported that  their  relationship  was  extremely 
interesting  and  that  both  parties  were  hopeful 
that  such  educational  plans  for  preceptorships 
could  be  continued. 

Plan  for  Obtaining  Physicians.  The 
Rural  Medical  Service  Committee  is  attempting 
to  establish  a similar  method  of  survey  of 
communities  in  need  of  physicians  with  the 
hope  that  more  physicians  may  be  obtained  for 
these  areas.  A proposed  plan  for  obtaining 
physicians  is  herewith  presented. 

In  order  to  establish  a source  of  funds  to 
carry  out  such  a program,  the  chairman  of  this 
committee  has  been  discussing  the  problem  of 
rural  medicine  with  various  industrial  leaders 
located  throughout  the  State.  At  present  it  is 
the  opinion  of  these  leaders  that  the  industries 
cannot  support  such  planning  by  giving  large 
grants.  The  chairman,  however,  at  the  present 
time  is  attempting  to  interest  industry  in 
various  parts  of  our  State  to  give,  annually, 
small  grants,  for  example,  $1,000  per  year. 
These  grants  would  be  directed  to  the  Empire 
State  Medical,  Scientific  and  Educational 
Foundation  for  administration.  If  enough 
money  can  be  obtained,  a full-time  investiga- 
tor should  be  employed  to  investigate  the  needs 
of  the  localities  for  physicians  and  then  set  up  a 
constructive  program  of  establishing  satisfac- 
tory clinic  facilities  and  then  obtain  physicians 
to  practice  in  the  areas. 

The  committee  is  also  continuing  to  work  on 
future  plans  for  educational  programs  for  lay 
people  in  other  areas  of  the  State.  It  is  hoped 
that  by  the  spring,  the  “Span  of  Life”  program 
can  be  set  up  in  other  counties  of  our  State. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

The  following  is  the  program  for  the  health 
forums  presented  in  Potsdam,  New  York,  spon- 
sored for  the  public  by  the  St.  Lawrence  County 
Medical  Society  and  Committee  on  Rural  Medi- 
cal Service  of  the  Medical  Society  of  the  State 
of  New  York  with  the  cooperation  of  the  Sears- 
Roebuck  Foundation. 

SPAN  OF  LIFE 

May  1 — Forum  I:  Life  Begins:  Prenatal 

Hazards  to  Mother  and  Child — Safe  Beginning — 
Safe  Deliverance:  Robert  Persson,  M.D., 

Star  Lake,  chairman;  Marshall  Stevenson, 
M.D.,  Potsdam,  moderator;  Edward  C.  Hughes, 
M.D.,  professor  emeritus.  Department  of  Ob- 
stetrics and  Gynecology,*  speaker;  and  Lytt 
Gardner,  M.D.,  professor  of  pediatrics,*  speaker 
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May  8 — Forum  II:  Normal  Childhood 

and  Its  Hazards:  How  Children  Develop 

Physically  and  Psychologically — How  We  Lose 
Them  Through  Accidents:  Richard  Hatch, 

M.D.,  president,  St.  Lawrence  County  Medical 
Society,  Potsdam,  chairman;  William  Carson, 
M.D.,  Potsdam,  moderator;  Ian  Kerr,  M.D., 
director,  St.  Lawrence  County  Mental  Health 
Clinic,  Canton,  speaker;  Lawrence  Pickett, 
M.D.,  clinical  associate  professor  of  surgery,* 
speaker;  Tyree  Wyatt,  M.D.,  professor  of 
pediatrics,*  speaker. 

May  15 — Forum  III:  The  Teenager: 

Psychological  and  Glandular  Aspects  of  Adoles- 
cence; The  Beginning  of  Sex:  Robert  Persson, 
M.D.,  Star  Lake,  chairman;  Maurice  Elder, 
M.D.,  Massena,  moderator;  Charles  Lloyd, 

M.D.,  professor  of  obstetrics  and  gynecology 
(endocrinology),*  speaker;  and  John  Ross, 

M.D.,  clinical  associate  professor  of  psychia- 
try,* speaker. 

May  22 — Forum  IV:  The  Prime  of  Life: 

Heart  Disease — The  Leading  Cause  of  Death; 
You  and  Your  Heart:  Richard  Hatch,  M.D., 

* From  the  State  University  of  New  York  Upstate  Medi- 
cal Center  at  Syracuse. 


president  of  the  St.  Lawrence  County  Medical 
Society,  Potsdam,  chairman;  William  Vincent, 
M.D.,  Canton,  moderator;  Daniel  Enerson, 
M.D.,  assistant  professor  of  surgery,*  speaker; 
and  J.  G.  Fred  Hiss,  M.D.,  president  of  the 
New  York  State  Heart  Association,  Syracuse, 
speaker. 

May  29 — Forum  V:  The  Prime  of  Life: 

Cancel — The  Second  Leading  Cause  of  Death: 
Robert  Persson,  M.D.,  Star  Lake,  chairman; 
Thomas  Watkins,  M.D.,  Potsdam,  moderator; 
Frank  Batley,  M.D.,  associate  professor  of 
radiology,*  speaker;  Frank  Furth,  M.D.,  assist- 
ant professor  of  medicine,*  speaker;  and  Nor- 
bert  Reicher,  M.D.,  clinical  professor  of  obstet- 
rics and  gynecology,  * speaker. 

June  15 — Forum  VI:  The  Aging  Process: 

Growing  Old  Gracefully;  Live  Long  and  Like  It: 
Richard  Hatch,  M.D.,  president,  St.  Lawrence 
County  Medical  Society,  Potsdam,  chairman; 
George  Sandiford,  M.D.,  Massena,  moderator; 
Donald  Samson,  M.D.,  associate  professor.  De- 
partment of  Medicine,*  speaker;  and  Robert 
Westlake,  M.D.,  clinical  associate  professor  of 
medicine,  * speaker. 
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Questions  of  Ethics 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Questions  of  Ethics  has 


the  following  members: 

Harold  F.  Brown,  M.D.,  Chairman Erie 

Frank  LaGattuta,  M.D Bronx 

Ezra  A.  Wolff,  M.D Queens 


Since  the  creation  of  the  Judicial  Council  of 
the  Medical  Society  of  the  State  of  New  York 
there  has  been  some  question  as  to  the  functions 
of  the  Committee  on  Questions  of  Ethics.  At  its 
meeting  on  November  14,  1962,  the  Planning 
Committee  for  Medical  Policies  discussed  this 
problem.  As  a consequence  of  their  discussion, 
the  chairman  of  the  Committee  on  Questions  of 
Ethics  was  notified  on  January  16,  1963,  that 
“the  function  of  the  Ethics  Committee  is  to 
adjudicate  problems  of  ethics  in  accordance 
with  the  Principles  of  Professional  Conduct." 

Several  problems  have  been  presented  to  the 
committee  since  the  meeting  of  the  House  of 
Delegates  in  1962.  The  following  are  examples 
of  some  of  these  problems: 

1.  We  were  asked  by  a lawyer  “as  to  the 
propriety  of  an  ophthalmologist  associating  by 
means  of  a partnership  with  an  optician  for  the 
purpose  of  forming  and  operating  an  optome- 
trist’s office.”  The  attorney  was  informed  that 
such  an  association  would  be  unethical. 

2.  An  upstate  physician  was  concerned 

about  the  conduct  of  one  of  his  colleagues.  He 
requested  a clarification  of  the  following  ques- 
tion of  ethics:  “May  a physician,  who  has 

actively  prescribed  the  immunization  program 
for  the  children  and  adults  in  his  practice,  call 
patients  from  his  active  files,  notifying  them 
that  oral  and  perishable  vaccine  is  available  and 


making  arrangements  for  such  immunization?” 
He  was  informed  that  such  a procedure  is  not 
only  ethical  but  is  good  preventive  medicine. 

3.  An  ophthalmologist  inquired  as  to 
whether  or  not  it  would  violate  the  ethical  code 
if  he  rented  his  office,  that  is,  waiting  room  and 
consultation  room,  to  an  optometrist  on  Thurs- 
days. The  ophthalmologist  has  no  office  hours 
on  Thursdays  and  therefore  does  not  use  his 
office  at  the  same  time  that  the  optometrist 
would  be  using  it.  Insofar  as  the  Judicial  Coun- 
cil of  the  American  Medical  Association  has 
ruled  that  optometrists  are  classified  as  “irregu- 
lar practitioners,”  the  majority  of  the  members 
of  the  committee  felt  that  such  conduct  would 
be  unethical.  When  the  Executive  Committee 
of  our  Society  was  presented  with  this  matter, 
they  decided  such  an  arrangement  would  be 
inadvisable.  | 

Attention  of  the  membership  is  directed  again  | 
to  the  promulgation  by  the  Board  of  Regents  of  < 
its  action  taken  on  December  14,  1962.  This  ! 
action  amended  the  rules  of  the  Board  of  , 
Regents  adding  a new  Article  XXI,  Section  268,  ' 
which  reads:  “The  refusal  of  any  practitioner 

holding  a license  or  certificate  issued  by  the 
Department,  pursuant  to  the  provisions  of  the  , 
Education  Law,  to  provide  treatment  or  other  ; 
professional  service  to  any  person  on  account  of 
race,  religion,  creed,  color,  or  national  origin, 
shall  be  deemed  unprofessional  conduct  in  the 
practice  of  his  profession.” 

Respectfully  submitted, 

Harold  F.  Brown,  M.D.,  Chairman 
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Hospital  and  Professional  Relations 


To  the  House  of  Delegates,  Gentlemen: 

The  Hospital  and  Professional  Relations 
Committee  consists  of  the  following: 

Raymond  S.  McKeeby,  M.D.,  Chairman.  . . . 


Broome 

James  Bordley,  III,  M.D Otsego 

Harold  T.  Golden,  M.D Herkimer 

Joseph  H.  Kinnaman,  M.D Nassau 

Robert  A.  Moore,  M.D Kings 

E.  Dean  Babbage,  M.D Erie 


This  committee,  besides  carrying  on  routine 
business,  had  two  meetings  during  the  year.  It 
also  had  a joint  meeting  with  the  Medical 
Relations  Committee  of  the  Hospital  Associa- 
tion of  New  York  State,  on  February  27,  1963, 
in  the  offices  of  the  Medical  Society  of  the  State 
of  New  York. 

The  latter  meeting  is  in  keeping  with  the 
Medical  Society’s  agreement  with  the  Hospital 
Association  to  have  at  least  one  combined 
meeting  a year,  at  which  time  common  problems 
can  be  discussed  and  ways  and  means  of  reach- 
ing a solution  may  be  presented.  A review  of 
the  subjects  discussed  at  these  meetings  will  be 
incorporated  in  this  report.  A supplementary 
report  will  be  given  at  the  time  of  the  annual 
meeting. 

This  supplementary  report  will  include  the 
results  of  a study  which  is  now  being  made  re- 
garding two  related  subjects,  namely,  “The 
Responsibility  of  the  Hospital  Staff  Member  to 
his  Hospital”  and  “The  Responsibility  of  the 
Hospital  to  the  Staff  Member.”  Despite  the 
fact  that  each  hospital  has  rules  and  regulations 
regarding  the  staff  member’s  responsibility  to 
his  hospital,  it  is  felt  that  a review  of  these  re- 
sponsibilities and  a composite  picture  of  them 
would  be  advantageous  to  the  medical  pro- 
fession in  New  York  State. 

For  example,  some  physicians  contend, 
perhaps  erroneously,  that  the  history  and 
physical  examination  of  the  private  patient  or 
service  patient,  or  both,  are  the  responsibility  of 
the  hospital.  In  those  hospitals  where  intern 
and  residency  staffs  are  limited,  this  question 
alone  brings  up  much  discussion. 

Another  question  is  in  regard  to  the  hospital 
emergency  room.  Due  to  the  lack  of  residency 
staffs,  again  this  is  a problem  in  many  hospitals. 
How  it  is  done  in  various  hospitals  might  prove 
useful  to  other  hospitals  if  the  information  were 
collected  and  published. 

Questionnaire  on  Responsibilities  of 
Staff  Members.  The  following  questions 
were  suggested  and  a questionnaire  was  sent 
out  to  about  three  hundred  doctors,  as  follows: 

1.  What  responsibilities  does  your  hospital 
work  require  of  you? 

2.  Do  you  have  interns  and  residents  re- 
sponsible for  writing  the  histories  and  physicals 
on  your  private  patients?  In  the  same  regard 
what  is  the  practice  in  regard  to  service  patients? 


Do  the  histories  and  physicals  of  these  have  to 
be  approved  by  you? 

3.  Do  you  have  a compulsory  or  voluntary 
emergency  service  when  you  have  to  staff  the 
emergency  room  a certain  number  of  days? 

4.  Are  you  required  to  admit  a certain  num- 
ber of  patients  per  year  in  order  to  maintain 
your  status  as  a staff  member? 

5.  Do  you  have  to  attend  a certain  per- 
centage of  your  staff  meetings  in  order  to  re- 
main on  your  hospital  staff? 

6.  Which  of  the  responsibilities  that  your 
hospital  staff  rules  require  do  you  find  most 
onerous? 

7.  What  changes  would  you  recommend  in 
your  present  staff  rules? 

8.  What  teaching  responsibilities  do  you 
have?  Do  you  think  each  staff  member  should 
be  expected  to  have  some  assignment  along 
these  lines? 

As  was  stated  earlier  a resume  of  the  answers 
to  these  questions  will  be  compiled  and  pre- 
sented in  the  supplementary  report  of  this 
committee  at  the  time  of  the  annual  meeting. 
Of  course  the  committee  is  cognizant  of  the 
fact  that  some  of  the  questions  deal  directly 
with  the  requirements  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals. 

Questionnaire  on  Responsibilities  of 
Hospitals.  Likewise  a questionnaire  is  being 
sent  to  about  50  hospital  administrators  dealing 
with  “The  Responsibility  of  the  Hospital  to  the 
Staff  Member.”  The  committee  felt  that  the 
following  questionnaire  to  the  hospital  adminis- 
trators would  turn  up  valuable  information 
along  these  lines  similar  to  the  valuable  informa- 
tion which  this  committee  obtained  in  their 
“intern  and  resident  survey”  of  two  years  ago. 

1.  Is  your  hospital  accredited — by  the  Joint 
Commission — and  for  intern  and  resident 
training? 

2.  Do  your  staff  members  have  to  be  mem- 
bers of  the  local  county  medical  society? 

3.  Do  you  consider  the  relationships  of  the 
hospital  board  and  the  hospital  staff  satis- 
factory? If  not,  how  could  they  be  improved? 

4.  Do  you  have  any  difficulty  in  delineating 
responsibility  between  medical  service  and 
nursing  service?  If  so,  give  examples  and  sug- 
gest remedies? 

5.  Are  members  of  your  medical  staff 
required  to  man  your  emergency  room?  Is  this 
satisfactorily  covered? 

6.  Do  you  have  difficulty  in  individual 
physicians  signing  out  to  the  local  emergency 
service  instead  of  to  the  physician  covering  on 
second  call? 

7.  Do  you  believe  that  active  participating 
staff  members  should  have  additional  fringe 
benefits  which  physicians  on  staff  in  name  only 
be  denied? 
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The  purpose  of  the  above  questionnaire  is  to 
collect  information  in  which  we  are  all  vitally 
interested  and  to  use  this  information  to  im- 
prove our  professional  relationships.  The  com- 
mittee would  be  glad  to  hear  from  staff  physi- 
cians and  administrators  who  do  not  receive 
the  questionnaire.  It  is  further  pointed  out 
that  no  names  will  be  used  unless  personally 
requested. 

Autopsies.  Another  item  of  interest  which 
came  up  for  discussion  was  in  regard  to  autop- 
sies. As  is  known,  accredited  teaching  hos- 
pitals must  show  a certain  percentage  of  autop- 
sies in  order  to  maintain  their  status.  It  is 
sometimes  very  difficult  to  get  permission  from 
a family  for  various  reasons.  It  is  pointed  out 
that  “limited  autopsies”  could  be  utilized  in 
increasing  the  autopsy  rate  in  a hospital.  That 
is,  permission  might  be  obtained  easier  for  an 
abdominal  incision  with  merely  palpation  of 
organs.  Even  in  such  an  examination,  often- 
times the  information  sought  would  be  obtained, 
thus  improving  not  only  our  autopsy  rate  but 
also  improving  our  vital  statistics. 

Besides  pointing  out  the  value  of  “limited 
autopsies”  the  committee  suggests  that  we 
pursue  the  idea  of  studying  the  various  reasons 
why  people  are  reluctant  in  giving  permission. 
It  is  thought  that  one  great  objection  is  based 
on  the  esthetic  factor.  In  some  areas  the 
method  of  doing  autopsies  has  changed  very 
little  down  through  the  years.  To  the  novice 
or  to  the  unscientific  mind  seeing  a postmortem 
examination  performed  may  give  unsavory 
ideas  and  impressions  which  may  be  conveyed 
elsewhere.  Many  of  these  things  can  be  cor- 
rected with  proper  draping  of  the  body  and, 
what  is  more  important,  an  approach  similar  to 
any  surgical  procedure.  Therefore  the  com- 
mittee suggests  that  each  hospital  review  its 
technic  in  order  to  check  whether  or  not  there 
are  any  objectionable  procedures  which  could 
be  improved 

The  committee  is  exploring  this  subject 
further  by  consultation  with  pathologists  and  in 
so  doing  hopes  to  stimulate  all  those  interested 
to  initiate  something  new.  in  this  very  important 
part  of  the  physician’s  study  of  disease. 

Joint  Meeting  with  Hospital  Association 
A combined  meeting  of  the  Medical  Relations 
Committee  of  the  Hospital  Association  of  New 
York  State  and  the  Hospital  and  Professional 
Relations  Committee  of  the  Medical  Society 
of  the  State  of  New  York  was  held  February  27, 
1963,  in  keeping  with  the  agreement  which 
the  two  organizations  made  several  years  ago. 
These  meetings  have  been  most  beneficial  to 
both  groups  in  discussing  the  areas  where  con- 
certed action  is  advantageous. 

An  important  part  of  this  meeting  was  a 
discussion  of  the  action  of  the  House  of  Dele- 
gates of  the  American  Medical  Association 


meeting,  November  26  to  28,  1962,  at  which  the 
House  modified  the  Council  on  Medical  Educa- 
tion and  Hospital’s  recommendation  to  read  as 
follows: 

“In  order  to  maintain  high  standards  of 
education  and  better  assure  the  patients’  wel- 
fare, at  least  25  per  cent  of  the  total  house  staff 
(interns  and  residents)  of  a hospital  should  be 
graduates  of  accredited  United  States  or  Ca- 
nadian medical  schools.  When  United  States 
and  Canadian  graduates  represent  a lesser  por- 
tion of  the  house  staff  for  two  successive  years, 
this  will  warrant  that  serious  consideration  be 
given  to  disapproving  the  internship.” 

This  problem  was  discussed  from  the  stand- 
point of  all  the  hospitals  in  New  York  State. 
It  was  acknowledged  that  the  established  pohcy 
of  the  Council  on  Medical  Education  and  Hos- 
pitals was  not  to  dislodge  any  weU-organized 
teaching  program.  However,  it  was  felt  that 
if  possible  more  definite  information  should  be 
obtained  as  to  time  limits,  and  so  forth.  It  was 
felt  that  every  hospital  education  program 
should  be  judged  on  its  own  merits,  and  not  on 
how  many  interns  and  residents  there  were  or 
where  their  residents  or  interns  had  received 
their  training.  It  was  pointed  out  if  a hospital 
lost  its  accreditation  for  an  intern  and  residency 
program,  it  would  have  difficulty  getting 
even  foreign  graduates  because  their  visas 
would  not  be  approved. 

In  regard  to  education  programs,  most  of  the 
hospital  administrators  implied  that  such  a 
program  was  not  a question  of  saving  money. 
Their  chief  reason  in  promoting  such  a program 
was  for  the  postgraduate  training  of  doctors,  to 
stimulate  the  ingenuity  and  interest  of  their 
medical  staff,  as  well  as  for  the  status  which  a 
well-planned  and  executed  program  would  give. 

At  a meeting  of  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  on  February 
28,  1963,  a report  of  this  joint  meeting  was 
given  and  permission  was  granted  that  the 
Council  on  Medical  Education  and  Hospitals  be 
advised  of  the  feeling  of  both  the  Medical 
Society  of  the  State  of  New  York  and  the  Hos- 
pital Association  of  New  York  State. 

At  this  combined  meeting,  the  Hospital  As- 
sociation reported  their  approval  of  the  “Heal- 
ing Arts”  bill  or  resolution  14  which  restudies 
the  whole  question  of  licensing,  provided  the 
commission  which  is  set  up  to  do  this  contains 
members  of  a professional  caliber  and  not  an 
overwhelming  group  of  untutored  people,  un- 
familiar with  all  facets  of  the  situation. 

As  was  stated  earlier  in  this  report  a supple- 
mentary report  by  this  committee  will  be  given 
which  will  include  a study  of  the  questionnaires 
already  outlined  and  any  other  pertinent 
information. 

Respectfully  submitted, 

Raymond  S.  McKeeby,  M.D.,  Chairman 
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1963  HOUSE  OF  DELEGATES 


Scientific  Activities  and  Publications  A 


Public  Health  and  Education 

To  the  House  of  Delegates,  Gentlemen ; 

The  Council  Committee  on  Public  Health 
and  Education  has  the  following  membership: 
James  Greenough,  M.D.,  Chairman.  . Otsego 

Wendell  R.  Ames,  M.D Monroe 

Irving  L.  Ershler,  M.D Onondaga 

Harry  S.  Lichtman,  M.D Kings 

Edward  F.  Marra,  M.D Erie 

Herman  E.  Hilleboe,  M.D.,  Commissioner, 
New  York  State  Department  of  Health, 

Adviser Albany 

Leona  Baumgartner,  M.D.,  Commissioner  of 

Health,*  City  of  New  York,  Adviser 

New  York 

Ray  Trussell,  M.D.,  Adviser New  York 

James  Perkins,  M.D.,  Adviser.  . . New  York 

The  work  of  the  Committee  on  Public  Health 
and  Education,  including  that  of  its  subcom- 
mittees, has  continued  through  the  past  year 
at  a somewhat  accelerated  rate.  There  have 
been,  to  date,  two  meetings  of  the  committee, 
one  on  July  18,  1962,  at  which  were  present 
many  representatives  of  the  City  and  State 
Departments  of  Health,  and  the  Department  of 
Mental  Hygiene,  the  chairmen  of  all  18  sub- 
committees, the  State  Society  president  and  the 
executive  vice-president,  and  representatives 
of  the  Woman’s  Auxiliary.  A second  meeting 
was  held  on  December  21, 1962. 

At  the  first  meeting,  which  lasted  six  hours, 
most  of  the  projected  activities  for  this  year 
were  reviewed  and  plans  were  made  to  attempt 
to  carry  on  what  appears  to  be  a very  important 
function  of  this  group,  that  is,  the  promotion  of 
public  health  and  continuing  postgraduate  edu- 
cation. 

As  was  reported  last  year,  two  new  subcom- 
mittees were  activated,  the  first  having  to  do 
with  chronic  pulmonary  diseases,  including 
tuberculosis,  and  the  second,  continuing  post- 
graduate education.  While  it  is  anticipated 
that  each  subcommittee  will  report  on  its  own 
activities  your  chairman  would  like  to  say  that 
the  two  new  committees  are  developing  well 
worthwhile  programs. 

Some  problems  which  have  particularly  con- 
cerned us  during  the  past  year  have  been  (1) 
the  duties  of  school  physicians  and  the  intervals 
at  which  pupil  physical  examinations  should 
be  done;  (2)  teaching  of  resuscitation  by  the 
use  of  a manikin  and  by  small  group  participa- 
tion in  mouth-to-mouth  breathing  and  external 
cardiac  massage;  (3)  increase  in  the  scope  of 

* Resigned;  succeeded  by  George  James,  M.D. 


psychiatric  teaching  of  the  seminar  type  for 
nonpsychiatric  physicians;  (4)  cooperation  with 
the  Motor  Vehicle  Department  in  determining 
the  importance  of  periodic  eye  examinations  of 
applicants  for  driving  licenses;  (5)  cooperation 
with  the  Health  Department  in  providing  in- 
formation to  the  physicians  of  the  State  on  the 
safety  of  the  Sabin  polio  vaccine;  (6)  a joint 
letter  from  Commissioner  Hilleboe  and  Presi- 
dent Lane  urging  all  physicians  to  pay  special 
attention  to  detection  of  patients  with  acute 
syphilis  and  to  cooperate  with  the  public  health 
authorities  in  the  reporting  of  these  cases  so 
that  epidemiologic  studies  can  be  carried  out; 
and  (7)  a rather  intensive  effort  in  conjunction 
with  the  Committee  on  Public  Medical  Care  to 
improve  the  care  of  the  elderly  under  the  Kerr- 
MUls  Act  and  the  Metcalf-McCloskey  legisla- 
tion in  this  State.  Many  informal  meetings 
were  held,  and  several  members  of  these  two 
committees  appeared  before  public  hearings 
and  testified  and  also  met  with  Senator  Metcalf 
and  his  Joint  Legislative  Committee  on  Health 
Insurance  Plans.  As  a result  it  is  hoped  that 
there  will  be  some  modification  of  the  relation 
liability  and  in  the  minimum  amount  of  all 
assets  which  would  make  applicants  eligible  for 
help.  We  also  expect  that  in  the  near  future 
there  wiU  be  some  mechanism  by  which  action 
between  the  Department  of  Health  and  the 
Department  of  Social  Welfare  will  produce 
satisfactory  medical  audits  of  the  services  pro- 
vided under  this  program. 

Again  we  have  found  the  value  of  informal  ad 
hoc  committee  meetings  of  representatives  of 
two  or  more  subcommittees  to  discuss  special 
problems.  We  have  already  had  such  an  organ- 
ization with  representatives  of  the  Subcom- 
mittees on  General  Practice,  Mental  Hygiene, 
and  Continuing  Postgraduate  Education  and 
the  Departments  of  Mental  Hygiene  and  Health 
to  promote  continuing  education  in  psychiatry. 
This  year  we  developed  a group  of  representa- 
tives from  the  Subcommittees  on  General 
Practice  and  Youth  Health  and  Physical  Fitness 
and  the  school  physicians  and  the  pediatricians, 
in  an  effort  to  improve  the  situation  of  the 
school  physicians  and  the  school  physical  exam- 
inations. We  feel  that  these  informal  com- 
binations at  many  times  cut  across  lines  and 
accomplish  much  more  than  rigid  committee 
or  subcommittee  meetings. 

As  you  will  learn  from  the  report  of  the 
executive  vice-president,  there  have  been  sev- 
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eral  changes  in  the  office  management  of  the 
activities  of  the  Medical  Society.  As  a result 
of  these  changes  a Division  of  Scientific  Activi- 
ties has  been  set  up  so  that  the  work  of  the 
Committee  on  Public  Health  and  Education, 
the  scientific  sessions,  sections,  and  exhibits 
at  the  annual  convention,  the  scientific  programs 
of  the  district  branches,  and  the  What  Goes  On 
bulletin  are  all  included  in  the  work  of  this  divi- 
sion. 

There  have  been  changes  in  the  administra- 
tion of  both  the  State  Department  of  Health 
and  the  City  Department  of  Health  during 
the  year.  Dr.  Baumgartner  resigned  as  Com- 
missioner of  Health  of  the  City  of  New  York 
and  was  replaced  by  George  James,  M.D.  We 
are  very  sorry  to  see  Dr.  Baumgartner  leave, 
as  she  cooperated  very  well  in  the  activities  of 
the  Medical  Society.  However,  we  are  sure 
that  Dr.  James  will  see  that  this  cooperation  is 
continued. 

We  are  all  very  unhappy  that  Dr.  Hilleboe 
has  had  to  resign  as  Commissioner  of  Health 
of  the  State  for  reasons  of  health.  As  all  the 
members  of  the  State  Medical  Society  are  well 
aware,  the  relationship  between  the  State 
Department  of  Health  under  Dr.  Hilleboe  and 
the  activities  of  the  Committee  on  Public 
Health  and  Education  has  been  very  close  and 
has  produced  strong  joint  programs. 

In  the  years  that  Dr.  Hilleboe  has  been  Com- 
missioner of  Health,  he  has  trained  a number  of 
excellent  subordinates.  We  are  sure  that  the 
close  relationship  that  has  existed  in  the  past 
will  continue  under  the  new  Commissioner, 
Hollis  S.  Ingraham,  M.D.  We  have  always 
had  excellent  cooperation  from  the  entire 
personnel  of  the  Health  Department.  We 
hesitate  to  mention  any  particular  names  as  it 
might  be  felt  that  we  were  omitting  others  who 
have  helped  us  to  such  a great  extent.  How- 
ever, we  would  like  to  call  special  attention  to 
the  invaluable  aid  rendered  by  Drs.  Granville 
W.  Larimore,  Franklyn  B.  Amos,  John  J. 
Bourke,  I.  Jay  Brightman,  J.  G.  Fred  Hiss, 
James  J.  Quinlivan,  Edward  R.  Schlesinger, 
and  George  M.  Warner. 

What  Goes  On  is  continuing  its  special  as- 
sistance to  the  physicians  of  the  State  and  those 
of  New  Jersey.  We  have  renewed  an  advertis- 
ing contract  which  will  assure  its  continuation 
through  this  year. 

Resolutions  Referred  by  the  1962  House 
of  Delegates. 

62-63:  This  requested  that  the  American 

Medical  Association  be  asked  to  urge  medical 
schools  to  have  a shortened  combined  course  for 
high  grade  students.  From  its  wording  it  does 
not  seem  applicable  to  any  committee  of  the 
State  Society  but  rather  is  a mandate  to  ask 
the  A.M.A.  to  take  up  the  matter. 

62-25:  This  makes  two  recommendations: 

(1)  That  the  A.M.A.  be  requested  to  encourage 
medical  schools  to  consider  the  advisability  of 
arranging  their  courses  so  that  research  students 
and  students  of  clinical  medicine  be  separated 
at  some  stage  of  their  medical  school  course. 


This  does  not  apply  to  any  committee  of  the 
State  Medical  Society;  (2)  That  the  Medical 
Society  consider  all  possible  efforts  to  provide 
more  practicing  physicians.  The  Committee  on 
Public  Health  and  Education  does  not  feel 
any  action  should  be  taken  on  this  resolution 
until  the  report  of  the  Special  Committee  to 
Study  Medical  Education  in  New  York  State 
has  been  submitted  to  the  Governor  and  has 
been  made  public. 

62-57:  This  requested  that  section  chairmen 
be  consulted  in  the  appointment  of  any  com- 
mittees having  to  do  with  a specialty.  Prior 
to  this  we  had  already  instituted  the  practice 
of  appointing  an  officer  of  the  specialty  section 
to  each  subcommittee,  where  such  a section 
exists. 

Postgraduate  Instruction.  Since  sub- 
mitting its  annual  report  for  1961-1962,  the 
committee  has  arranged,  or  has  helped  arrange, 
as  of  February,  1963,  postgraduate  instruction 
for  26  groups,  presented  as  lecture  series, 
symposia,  single  lectures,  or  teaching  days. 
A total  of  118  speakers  have  already  participated 
or  will  participate  in  these  meetings. 

We  are  always  appreciative  of  the  important 
contribution  made  to  the  program  by  the  State 
Department  of  Health  in  providing  the  $25 
honorarium  to  these  speakers  and  we  again 
express  our  thanks.  We  should  like  to  remind 
county  medical  society  program  chairmen  to 
submit  their  requests  as  far  in  advance  of  then- 
meetings  as  possible.  This  ensures  a better 
selection  of  speaker  and  enables  us  to  insert  a 
notice  in  the  What  Goes  On  monthly  bulletin. 

Following  is  a tabulation  of  postgraduate 
sessions  arranged  this  year: 


County 

Organization 

Number 

of 

Speakers 

Bronx 

Medical  Society 

2* 

Broome 

Binghamton  Academy 

3 

Cayuga 

of  Medicine 
Medical  Society 

1 

Chemung 

Medical  Society 

1 

Medical  Society  and 

1 

Cortland 

AGP 

Medical  Society 

2 

Dutchess 

Medical  Society 

2 

Franklin 

Medical  Society 

1 

F ulton 

Medical  Society 

7 

Herkimer 

Medical  Society 

1 

Jefferson 

Medical  Society 

11 

Kings 

Medical  Society 

2 

Livingston 

Medical  Society 

1 

Oneida 

Utica  Academy  of 

22 

Ontario 

Medicine 
Medical  Society 

4 

Geneva  Academy  of 

9 

Medicine 

Medical  Society  and 

1 

Orleans 

Academy 
Medical  Society 

1 

Rensselaer 

Medical  Society 

2 

* Part  of  a 

combination  lecture  and  clinic 

course  in 

Management  of  Cancer. 
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Schenectady 

Medical  Society 

2 

St.  Lawrence 

Medical  Society 

3 

Steuben 

Medical  Society 

3 

Suffolk 

Medical  Society 

14 

South  Side  Chnical 

4 

Society 

Sullivan 

Medical  Society 

11 

Ulster 

Medical  Society 

2 

Wayne 

Medical  Society 

1 

Regional  Meetings  and  Teaching  Days. 
For  regional  meetings  and  regional  teaching 
days,  invitations  are  sent  to  the  members  of  the 
medical  societies  in  counties  adjacent  to  the  one 
in  which  the  instruction  is  given.  The  commit- 
tee usually  arranges  for  the  speakers,  has  en- 
velopes addressed  for  the  memberships  of  the 
county  societies,  and  reimburses  the  sponsoring 
county  medical  society  for  the  cost  of  printing 
the  programs  and  the  postage. 

This  year  the  following  such  meetings  have 
been  held: 


Num- 

ber 

of 

Speak- 


County 

Region 

Subject 

Broome 

Broome, 

Cardi- 

Medical 

Chemung, 

ology 

Society 

Chenango, 

Cortland, 

Delaware, 

Otsego, 

Schuyler, 

Tioga, 

Tompkins 

Oneida 

Broome, 

Cancer 

Utica 

Chenango, 

Academy 

Herkimer, 

and 

Jefferson, 

County 

Lewis, 

Tumor 

Madison, 

Clinic 

Oneida, 

Onondaga, 

Oswego, 

Otsego, 

St.  Lawrence 

St.  Lawrence 

Clinton, 

Psychi- 

County 

Essex, 

atry 

Medical 

Franklin, 

and 

Society 

Jefferson, 

the 

and 

St.  Lawrence 

General 

Mental 

Prac- 

Health 

Board 

titioner 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 


Reports  of  the  subcommittees  follow. 


Accident  Prevention 

The  Subcommittee  on  Accident  Prevention 
has  the  following  membership: 

James  R.  McCarroll,  M.D.,  Chairman 

New  York 

Harold  Brandaleone,  M.D New  York 

James  I.  Farrell,  M.D Oneida 

Milton  Helpern,  M.D New  York 

John  H.  Powers,  M.D Otsego 

Arthurs.  Abramson,  M.D.,  Adviser.  . . Bronx 

Goodwin  M.  Breinin,  M.D.,  Adviser 

New  York 

Richard  H.  Freyberg,  M.D.,  Adviser 

N ew  Y ork 

Norman  Plummer,  M.D.,  Adviser . . New  York 

Abraham  M.  Rabiner,  M.D.,  Adviser 

Kings 

S.  Bernard  Wortis,  M.D.,  Adviser . . New  York 
Selig  H.  Katz,  M.D.,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 

There  will  be  a meeting  of  this  subcommittee 
on  February  20,  1963,  and  an  annual  report  will 
be  submitted  thereafter. 

Addiction  to  Alcohol  and  Narcotics 

The  Subcommittee  on  Addiction  to  Alcohol 
and  Narcotics  has  the  following  membership: 


Marvin  A.  Block,  M.D.,  Chairman Erie 

Stanley  E.  Gitlow,  M.D New  York 

Francis  X.  Haines,  M.D Broome 

Leonard  L.  Heimoff,  M.D Bronx 

Jerome  L.  Leon,  M.D Queens 


Granville  W.  Larimore,  M.D.,  New  York 

State  Department  of  Health,  Adviser 

Albany 

Henry  Brill,  M.D.,  New  York  State 
Department  of  Mental  Hygiene,  Adaiser.  . . 

Albany 

Theodore  Rosenthal,  M.D.,  City  of  New  York 
Department  of  Health,  Adviser . . New  York 
There  have  been  two  meetings  of  this  sub- 
committee, on  August  23, 1962,  and  February  1, 
1963,  and  a large  variety  of  subjects  have  been 
considered. 

1.  County  Medical  Society  Activities. 

Of  the  61  county  medical  societies,  21  have 
committees  on  alcoholism  which  reported  their 
activities.  These  varied  from  individual  meet- 
ings to  programs  on  alcoholism  carried  out  by 
the  county  society  for  its  members.  Because 
many  counties  are  too  small  to  have  individual 
committees,  it  was  suggested  that  in  these  areas 
the  district  branch  organization  be  requested 
to  form  combined  committees  on  alcoholism. 
A further  survey  of  county  activities  will  be 
conducted  in  the  late  spring  or  early  summer. 

2.  Education  of  Physicians.  The  18- 
point  program  of  the  American  Medical  As- 
sociation for  state  medical  societies  was  re- 
viewed. It  was  suggested  that  county  medical 
societies  in  which  medical  schools  operate  take 
an  interest  in  seeing  that  the  problem  of  al- 
coholism and  narcotic  addiction  be  taught  in 
those  institutions  as  well  as  in  the  schools  of 
law,  education,  sociology,  nursing,  and  social 
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work.  Such  committees  might  inquire  of  the 
medical  schools  how  much  of  their  curriculum 
is  devoted  to  teaching  these  subjects,  and  report 
to  our  committee.  They  might  also  request 
that  postgraduate  courses  be  given  by  the  medi- 
cal schools  for  the  physicians  of  the  area. 

3.  Teaching  in  Public  Schools.  Since 
the  initial  approach  to  the  president  of  the 
Board  of  Education  of  the  City  of  New  York 
offering  assistance  in  raising  the  standards  of 
teaching  in  metropolitan  schools  relative  to  the 
dangers  of  alcohol  and  narcotics  there  have 
been  two  or  three  unsatisfactory  replies  indicat- 
ing merely  that  the  matter  will  be  taken  up  by 
the  Superintendent  of  Schools. 

The  Education  Department  of  the  State  of 
New  York  has  decidedly  better  educational 
material  along  these  lines.  However,  “teacher 
influence”  is  the  crux  of  the  success  or  failure 
of  instruction.  The  older  teacher  is  much  less 
inclined  to  go  along  with  modern  concepts  and 
too  often  is  not  properly  educated.  For 
those  schools  where  young  people  are  taught  to 
be  school  teachers  the  physicians  of  the  area 
should  volunteer  help  in  the  teaching  and 
preparation  of  such  courses.  It  was  suggested 
that  a list  of  qualified  persons  be  made  avail- 
able to  the  Education  Department. 

4.  Alcoholics  Anonymous.  There  has 
been  discussion  as  to  the  place  of  Alcoholics 
Anonymous  in  the  treatment  program  of  the 
alcoholic.  It  was  noted  that  alcoholism  is 
described  by  this  group  as  “allergy  of  the  body 
and  obsession  of  the  mind,”  which  has  no  recog- 
nition by  the  medical  profession  as  an  adequate 
description.  It  is  recognized  that  Alcoholics 
Anonymous  can  be  a valuable  adjunct  in  help- 
ing the  alcoholic,  but  it  does  not  constitute  a 
treatment  as  such,  and  cessation  of  drinking 
by  some  members  does  not  necessarily  denote 
a recovery  from  the  problems  from  which  they 
suffer.  Physicians  should  be  made  aware  of 
not  only  the  program  of  this  group  but  also  its 
limitations. 

5.  Classification  of  Terminology.  It 
was  agreed  that  the  terminology  classification 
should  be  reactivated.  It  was  suggested  that 
a special  nomenclature  committee  be  established 
to  look  into  the  terminology  being  used  in  con- 
nection with  the  problems  of  narcotics  addiction 
and  alcoholism. 

6.  Blue  Cross  and  Blue  Shield  Coverage. 
It  was  noted  with  satisfaction  that  these  com- 
panies are  now  recognizing  more  and  more 
the  necessity  for  treating  addicts  and  that  they 
are  cooperating  in  paying  for  such  treatment. 
In  New  York  City  thirty  days  are  now  allowed 
for  inpatient  care,  with  a series  of  12  shock 
treatments  where  necessary.  This  is  a great 
advance  over  the  previous  attitude  but  one 
short  year  ago. 

Hospital  authorities  must  be  educated  to  the 
responsibilities  in  the  treatment  of  alcohol  and 
narcotic  addicts,  and  it  was  suggested  that  the 
medical  society  of  each  area  where  a hospital 
operates  undertake  to  carry  out  this  assign- 
ment. Hospital  personnel,  as  well  as  residents. 


interns,  and  nurses  must  be  instructed  regard- 
ing their  part  in  the  treatment  of  such  addicts. 
Minimal  standards  of  treatment  should  be 
established  in  each  hospital  which  should  meet 
the  approval  of  the  medical  society  committee 
on  alcoholism. 

7.  Community  Education.  Medical  so- 
cieties in  the  various  counties  should  cooperate 
with  community  agencies  in  carrying  out  pro- 
grams preventing  narcotics  from  being  sold 
without  prescription.  The  medical  societies 
should  also  cooperate  with  the  various  agencies 
which  handle  the  problem  from  the  lay  view- 
point. The  professional  viewpoint  must  be 
presented,  and  physicians  should  be  on  advisory 
committees  for  each  of  these  agencies. 

8.  Reporting  of  Addicts.  Dr.  Brill  of 
the  Mental  Hygiene  Department  was  asked  to 
procure  information  for  the  subcommittee  as  to 
State  regulations  regarding  the  responsibility  of 
the  physician  in  reporting  addicted  patients. 

9.  Report  on  New  York  City.  Dr.  Heimofif 
read  his  report  regarding  narcotic  addiction  in 
the  metropolitan  area.  This  included  a classifi- 
cation of  narcotic  addicts. 

10.  Telephone  Prescription  of  Class  B 
Narcotics.  Legislation  embodying  the  recom- 
mendations in  resolution  61-24  concerning  the 
provision  that  a written  prescription  be  in  the 
hands  of  the  pharmacist  within  seventy -two 
hours  was  not  introduced  into  the  Legislature 
during  the  1961-1962  session  because  the  legis- 
lators apparently  feared  such  a law  would  relax 
restrictions.  However,  a bill  (Senate  Int.  2823) 
has  been  introduced  into  the  present  Legislature. 

11.  Employment  of  Licensed  Pharma- 
cist by  Drug  Companies.  The  report  of  the 
New  York  State  Pharmaceutical  Association’s 
attitude  toward  the  matter  of  having  a licensed 
pharmacist  employed  by  manufacturers  of 
drugs  and  wholesale  distributors  was  discussed. 
The  subcommittee  felt  that  it  was  not  in  a posi- 
tion to  take  action  on  this  matter. 

Agingand  Nursing  Homes 

The  Subcommittee  on  Aging  and  Nursing 
Homes  is  composed  of  the  following  members: 

Samuel  R.  Powers,  Jr.,  M.D.,  Chairman 

Bronx 

Stephen  A.  Graczyk,  M.D Erie 

Lawrence  S.  Kryle,  M.D Nassau 

Joseph  J.  Witt,  M.D Oneida 

Sidney  M.  Samis,  M.D.,  Adviser.  .New  York 
George  M.  Warner,  M.D.,  New  York  State  De- 
partment of  Health,  Adviser Albany 

Ben  Albert  Borkow,  M.D.,  Adviser Kings 

The  annual  report  for  the  Subcommittee  on 
Aging  and  Nursing  Homes  covers,  of  necessity, 
only  the  first  seven  months  of  the  year,  since 
the  chairman  did  not  take  over  his  duties  until 
the  first  of  June. 

Our  principal  interest  during  this  period  has 
been  in  the  standards  of  medical  practice  in  the 
nursing  homes  of  New  York  State.  Because 
of  this  interest,  the  committee  has  been  inti- 
mately concerned  with  alterations  in  the  Met- 
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calf-McCluskey  legislation,  particularly  as  they 
relate  to  nursing  home  care.  Acting  in  conjunc- 
tion with  other  committees  of  the  State  Society, 
the  chairman  of  the  parent  committee  and  the 
chairman  of  the  subcommittee  testified  before 
the  joint  legislation  hearing  with  strong  recom- 
mendations for  modification  of  the  existing 
legislation.  It  was  the  opinion  of  the  sub- 
committee that  some  form  of  medical  super- 
vision was  essential  in  the  nursing  homes 
throughout  the  State  and  that  if  possible  this 
supervision  should  be  carried  out  by  a single 
organization  or  agency.  The  subcommittee 
urged  that  this  supervision  be  delegated  to  the 
New  York  State  Department  of  Health.  Other 
organizations  which  are  actively  interested  in 
this  problem  include  the  Joint  Commission  on 
Accreditation  of  Hospitals  and  the  American 
Nursing  Home  Association. 

Another  aspect  of  the  subcommittee’s  con- 
cern over  the  standard  of  practice  in  nursing 
homes  was  implemented  by  an  attempt  to  ob- 
tain two-hour  postprandial  blood  sugar  deter- 
minations on  the  inmates  of  nursing  homes. 
These  tests  were  carried  out  as  a study  to 
determine  the  incidence  of  undiagnosed  diabetes 
in  nursing  homes.  The  results  of  this  survey 
are  being  compiled  but  are  not  yet  available  at 
the  time  of  this  report. 

It  is  the  opinion  of  this  subcommittee  that  the 
quality  of  medical  care  in  the  nursing  homes 
throughout  New  York  State  as  well  as  the 
methods  to  be  used  for  financing  such  care  are 
an  important  segment  of  the  larger  problem  of 
medical  care  for  the  aged.  A satisfactory  solu- 
tion to  the  problems  of  nursing  home  care  should 
do  much  to  solve  the  present  concern  on  the 
part  of  government  and  the  public  as  to  over-all 
medical  care  for  the  aged. 

Cancer 

The  Subcommittee  on  Cancer  is  composed 
of  the  following  members: 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman . . 

Monroe 

Emerson  Day,  M.D New  York 

William  R.  Carson,  M.D St.  Lawrence 

Bernard  J.  Pisani,  M.D New  York 

Vincent  H.  Handy,  M.D.,  State  Department 

of  Health,  Adviser Albany 

Roald  N.  Grant,  M.D.,  Adviser.  . . .New  York 
Theodore  Rosenthal,  M.D.,  New  York  City 
Department  of  Health,  Adviser . . New  York 
One  of  our  major  projects  for  the  year  has 
been  considerable  investigation  by  all  the  sub- 
committee members  of  the  coordinating  com- 
mittees in  Pennsylvania,  West  Virginia,  and 
Washington,  which  function  to  coordinate  all 
the  cancer  control  activities  by  the  various 
voluntary,  governmental,  and  medical  agencies 
in  those  states.  Out  of  these  investigations  has 
come  the  subcommittee  decision  to  act  itself 
as  a coordinating  group.  Towards  this  end  a 
meeting  has  been  scheduled  for  May,  1963, 
for  this  purpose  with  representation  of  all 
agencies  conducting  State-wide  cancer  control 
projects  including  the  State  Health  Depart- 
ment, the  American  Cancer  Society,  the  State 


Medical  Society,  the  Public  Health  Service,  the 
American  College  of  Surgeons,  and  others.  It 
is  expected  that  an  over-all  discussion  of  total 
programs  by  these  agencies  will  show  where  the 
Medical  Society  can  best  help  implement  pro- 
grams and  where  it  can  fill  gaps  that  currently 
exist. 

2.  A year  ago  the  Subcommittee  on  Cancer 
passed  a resolution  urging  that  the  Papani- 
colaou smear  be  made  part  of  the  public  health 
program  and  be  supported  by  public  funds  as 
many  other  public  programs.  Vincent  H. 
Handy,  M.D.,  director  of  the  Bureau  of  Cancer 
Control  in  Albany,  has  gone  ahead  with  this 
and  has  outlined  a program  to  implement  this 
resolution.  Dr.  Handy’s  program  should  re- 
sult in  a very  significant  increase  in  the  control 
of  cervical  cancer  in  New  York  State. 

The  subcommittee  spent  an  entire  meeting 
discussing  a paper,  “Where  Should  Cancer  of 
the  Cervix  be  Treated?”  at  the  request  of  its 
author,  John  B.  Graham,  M.D.,  of  Roswell  Park 
Institute  in  Buffalo.  Discussion  centered 
around  approval  of  the  findings  of  the  report  and 
also  means  of  implementing  the  recommenda- 
tions derived  therefrom. 

The  subcommittee  at  its  meeting  in  January, 
1963,  passed  a resolution  against  smoking,  indi- 
cating the  Medical  Society’s  acceptance  of  the 
relationship  between  cigaret  smoking  and  lung 
cancer,  which  has  been  transmitted  to  the 
Council  and  to  the  Medical  Society  of  the 
State  of  New  York  at  large  for  the  May  meeting. 
It  was  felt  that  a definite  stand  by  the  Medical 
Society  of  the  State  of  New  York  would  help 
other  groups  in  various  educational  projects 
particularly  aimed  at  the  teenage  group. 

The  subcommittee  also  has  sent  to  the  New 
York  State  Journal  of  Medicine  a short 
article  on  the  various  cancer  quacks  in  New 
York  State  and  a brief  discussion  of  these 
with  a bibliography  for  further  information. 

Chronic  Pulmonary  Diseases 

The  Subcommittee  on  Chronic  Pulmonary 
Diseases  is  composed  of  the  following  members: 


Frederick  Beck,  M.D.,  Chairman Otsego 

Harry  Golembe,  M.D Sullivan 

John  H.  McClement,  M.D. New  York 

Carl  Muschenheim,  M.D New  York 


William  Warriner  Woodruff,  M.D 

Franklin 

The  establishment  of  this  subcommittee  was 
authorized  at  the  May,  1962,  meeting.  The 
subcommittee  held  one  meeting  at  the  Society 
headquarters  on  November  9,  1962,  for  the 
purpose  of  organization  and  discussion  of  the 
scope  of  the  work  of  the  subcommittee.  The 
primary  purpose  is  to  advise  the  chairman  of 
the  Public  Health  and  Education  Committee 
on  matters  relating  to  problems  of  chest  disease. 

The  chief  current  problem  is  related  to  co- 
operation with  the  various  State,  national,  and 
local  lay  organizations  working  in  the  field  of 
nontuberculous  respiratory  diseases.  The  cam- 
paign in  this  field  is  scheduled  to  start  in  April, 
1963,  and  the  medical  profession  of  the  State 
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can  expect  to  see  considerable  publicity  at  the 
local  level  relative  to  the  wisdom  of  persons  with 
respiratory  symptoms  seeking  medical  advice. 
The  subcommittee  has  reviewed  literature  which 
will  be  used  in  the  campaign. 

It  is  apparent  that  physicians  should  be 
acquainted  with  the  program  in  order  better  to 
understand  the  problem.  The  subcommittee, 
in  conjunction  with  other  organizations  and 
the  State  Department  of  Health,  is  reviewing 
available  diagnostic  and  treatment  facilities 
to  determine  the  needs  for  expansion  of  such 
facilities  and  the  needs  for  professional  educa- 
tion. The  chairman  of  the  subcommittee  has 
met  with  several  of  the  State  organizations  to 
examine  the  proposed  programs  and  to  evaluate 
the  need  for  any  action  by  the  State  Medical 
Society. 

One  current  project  is  a review  of  the  in- 
cidence of  chronic  nontuberculous  pulmonary 
disease  being  taken  care  of  under  the  welfare 
program  in  one  county  in  an  attempt  to  evaluate 
the  problem. 

The  subcommittee  is  planning  to  meet  with 
representatives  of  the  State  Department  of 
Health  to  review  the  current  status  of  the 
tuberculosis  program  and  to  be  in  a position 
better  to  interpret  the  current  status  of  this 
program  to  the  Public  Health  and  Education 
Committee  of  the  State  Medical  Society. 

Continuing  (Postgraduate)  Education 

The  Subcommittee  on  Continuing  (Postgrad- 
uate) Education  has  the  following  membership: 

Franklyn  B.  Amos,  M.D.,  Chairman 


Albany 

Matthew  Brody,  M.D Kings 

Edward  F.  Marra,  M.D Erie 

Ralph  C.  Parker,  Jr.,  M.D Monroe 


At  the  first  meeting  several  questions  con- 
cerning continuing  education  were  identified. 
These  include:  What  is  the  need?  For  whom 
should  it  be  made  available?  Where  and  how 
should  it  be  presented?  What  type  of  credit 
should  be  given  for  attendance?  Should  it  be 
administered  centrally  or  regionally?  What  is 
the  expected  cost?  How  should  it  be  financed? 
What  are  the  respective  roles  of  the  Medical 
Society,  the  Health  Department,  medical 
schools,  volunteer  health  agencies,  and  others? 
How  can  it  reach  a maximum  percentage  of 
physicians? 

Several  problems  were  also  identified  and  dis- 
cussed. These  included  lack  of  facilities  in  a 
university  setting,  the  problem  of  how  to  in- 
duce physicians  to  take  continuing  education, 
and  insufficient  number  of  adequate  instructors, 
difficulties  of  attempting  to  include  education  as 
a part  of  medical  society  meetings  or  as  part  of 
hospital  staff  meetings,  concern  of  physicians 
presenting  cases  that  they  may  be  considered 
by  their  confreres  as  inadequate  in  their  conduct 
of  the  case,  the  reasons  for  lack  of  attendance 
at  educational  offerings,  and  administrative 
problems,  including  financing. 

It  was  pointed  out  that  the  problems  of  con- 
tinuing education  in  the  rural  areas  might 


be  considerably  different  from  those  in  the 
urban  areas,  and  that  the  problems  within  New 
York  City  might  be  somewhat  different  from 
those  in  Upstate  New  York. 

It  was  agreed  that  the  concern  of  the  Medical 
Society  should  be  for  continuing  education  of 
all  physicians  throughout  the  State  but  that 
first  attention  should  be  given  to  the  areas  out- 
side New  York  City,  with  particular  emphasis  to 
the  rural  areas. 

In  definition,  it  was  agreed  that  continuing 
medical  education  should  include  all  aspects 
of  the  practice  of  medicine  and  provision 
should  be  made  for  inclusion  of  the  legal  and 
management  aspects  as  well  as  the  scientific 
aspects. 

At  the  second  meeting  of  the  subcommittee, 
several  recommendations  for  improvement  of 
continuing  medical  education  were  considered 
and  the  following  were  submitted  to  and  ac- 
cepted by  the  Committee  on  Public  Health  and 
Education  at  its  meeting  on  December  21, 
1962. 

Recommendations. 

1.  That  the  Medical  Society  of  the  State 
of  New  York  approve  a resolution  urging  its 
members  to  keep  up  to  date  in  all  aspects  of  the 
practice  of  medicine.  Other  more  strongly 
worded  suggestions  were  considered  by  the 
subcommittee  but  considered  inappropriate  at 
this  time. 

2.  That  any  records  that  may  be  kept  of 
continuing  education  taken  by  an  individual 
physician  be  carried  out  at  the  local  level  by  the 
county  medical  society,  the  local  hospital,  or  as 
otherwise  decided  locally. 

3.  That  the  Medical  Society  of  the  State 
of  New  York  continuing  education  program 
encourage  seminar-discussion  teaching  sessions 
or  other  similar  methods  in  which  there  is 
planned  “student”  involvement  in  preference 
to  lectures  or  other  type  of  one-way  presenta- 
tion by  faculty. 

4.  That  in  the  program  in  which  the  Med- 
ical Society  of  the  State  of  New  York  partici- 
pates, a faculty  member  who  participates  in  a 
teaching  session  which  includes  planned  student 
involvement  shall  receive  an  honorarium  of 
$50  and  travel  expenses. 

5.  That  the  payment  of  $25  by  the  State 
Health  Department  and  travel  expenses  by  the 
State  Medical  Society  for  lecturers  at  medical 
meetings  be  discontinued  and  that  a date  for 
such  discontinuance  be  set  at  perhaps  one  year 
in  the  future  and  that  county  medical  societies 
be  notified  of  this  decision. 

6.  That  the  Subcommittee  on  Continuing 
(Postgraduate)  Education  review  for  approval 
the  teaching  programs  for  which  the  $50  per 
session  honorarium  is  requested  from  the 
Medical  Society  of  the  State  of  New  York  and 
the  New  York  State  Health  Department. 

7.  That  the  State  University  of  New  York 
be  urged  to  establish  a Division  of  Continuing 
Medical  Education  and  to  take  responsibility 
to  assure  adequate  provision  for  continuing 
education  for  all  physicians  in  the  State. 

8.  That,  preceding  establishment  of  such 
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recommended  division  in  the  State  University, 
the  Medical  Society  of  the  State  of  New  York 
strengthen  and  expand  its  continuing  education 
activities. 

9.  That  a Director  of  Continuing  Educa- 
tion be  appointed  (preferably  full  time)  with 
such  other  staff  as  is  necessary  to:  (a)  study 
State-wide  needs;  (6)  collect,  synthesize,  and 
report  on  the  content  of  the  several  continuing 
medical  education  programs  currently  operating 
in  the  State;  (c)  promote  additional  continuing 
education  found  to  be  needed;  (d)  encourage 
individual  physicians  to  keep  up  to  date;  (e) 
provide  methods  of  integrating  the  several 
programs  in  the  State;  (/)  administer  continua- 
tion education  programs  conducted  or  supported 
through  or  by  the  Medical  Society  of  the  State 
of  New  York,  and  (g)  develop  specific  criteria 
and  recommend  others  for  future  action  by  the 
Medical  Society  of  the  State  of  New  York. 

10.  That  this  expanded  program  in  continu- 
ing education  be  financed  through  the  Empire 
State  Medical,  Scientific,  and  Education  Foun- 
dation which  should  seek  project  funds.  Sources 
of  support  which  should  be  investigated  include 
the  New  York  State  Department  of  Health,  the 
New  York  State  Department  of  Mental  Hy- 
giene, the  National  Institutes  of  Health,  and  the 
foundations. 

11.  That  the  first  such  project  request 
should  be  prepared  and  submitted  to  the  State 
Department  of  Health  in  the  immediate  future. 

National  Conference.  The  chairman  of  the 
subcommittee  attended  the  Conference  on 
Continuing  Medical  Education  which  was  held 
in  conjunction  with  the  annual  meeting  of  the 
Association  of  American  Colleges  in  Los  Angeles 
on  October  26  and  27,  1962.  This  conference 
was  significant  in  that  it  was  the  first  national 
conference  devoted  exclusively  to  the  problem 
of  continuing  education  of  the  practicing 
physician.  It  was  very  well  attended  by  repre- 
sentatives of  the  medical  schools,  medical 
societies,  and  others  having  concern  with 
provision  of  continuing  medical  education. 

Several  papers  on  what  is  now  being  provided 
were  presented.  It  was  reported  that  only 
slightly  over  one  half  of  the  medical  schools  in 
the  United  States  and  Canada  offer  any  post- 
graduate courses  and  several  of  those  who  do 
offer  courses  give  only  a year  or  less.  A report 
of  the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association 
indicates  that  57,530  physicians  in  the  United 
States  attended  courses  during  1961.  This 
was  a duplicated  count  so  that  the  actual 
number  was  considerably  less  than  this. 

The  several  papers  presented  identified  four 
“fears”  in  connection  with  continuing  medical 
education:  Fear  of  the  participating  physician 
that  he  will  be  treated  as  an  inferior  by  the 
teachers  and  be  made  to  “look  silly”  before  his 
fellow  practitioners. 

Fear  of  teachers  that  they  wiU  not  have  all 
the  answers  and,  therefore,  will  lower  their 
status  as  teachers. 

Fear  of  those  conducting  continuing  medical 


education  programs  that  their  program  will 
not  be  “acceptable.”  This  results  in  resistance 
to  evaluation  but  endless  mathematical  tabula- 
tion of  the  number  of  courses  presented,  number 
of  students  attending,  and  number  who  thought 
the  presentation  was  “excellent.” 

Fear  of  some  type  of  regulation  of  continuing 
practice  of  medicine  either  through  re-examina- 
tion for  continuation  of  license  or  mandatory 
requirements  for  continuing  education. 

These  points  were  brought  out  in  an  attitude 
of  semihostility  but  also  in  an  atmosphere  of  de- 
sire for  improvement. 

The  who,  where,  when,  why,  and  how  of  con- 
tinuing medical  education  was  discussed  spot- 
tily  and  with  severe  avoidance  of  basic  problem 
issues.  I don’t  know  whether  these  issues  were 
avoided  through  fear  of  the  unknown,  because 
of  frustration  with  “insurmountable”  problems, 
a “blindness”  to  their  existence,  a feeling  that 
discussion  at  this  meeting  was  untimely  or  for 
some  other  reason.  I believe  it  important  to 
identify,  discuss,  and  make  plans  concerning 
all  aspects  of  continuing  medical  education. 
The  reports  submitted  at  this  meeting  are 
evidences  of  the  good  things  being  done  but, 
as  the  French  proverb  says,  “The  good  is  oft 
the  enemy  of  the  better.”  In  continuing  medi- 
cal education,  “The  good  should  be  only  the 
stimulus  for  the  better.” 

Identification  of  Problems.  Stimulated 
by  this  conference,  your  chairman  identified 
certain  points  (problems?)  and  suggested  that 
further  steps  be  taken.  This  report  was  ac- 
cepted at  the  subsequent  meeting  of  the  sub- 
committee and,  with  the  approval  of  the  execu- 
tive vice-president  of  the  Medical  Society,  has 
heen  submitted  to  the  secretary  of  the  Council 
on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association  and  chairman 
of  the  Committee  on  Continuing  Education 
of  the  Association  of  American  Medical  Col- 
leges, as  follows: 

1.  Continuation  medical  education  is  for 
the  benefit  of  the  patient.  Many  reports,  in- 
cluding at  least  one  at  this  conference,  directly 
equate  patient  care  with  education  and  training 
of  the  physician. 

2.  Continuation  medical  education  is  a social 
concern  just  as  much  as  is  undergraduate  medi- 
cal education.  Society  now  requires  all  physi- 
cians to  have  minimal  education  before  starting 
to  practice  medicine.  Why  should  society  not 
require  all  physicians  to  maintain  a competence 
to  practice  medicine?  There  is  an  expression 
of  fear  that  there  will  be  some  such  requirement 
imposed  by  law  or  regulation.  It  would  be 
much  better  if  the  medical  profession  imposed  its 
own  regulation.  The  requirements  of  the 
American  Academy  of  General  Practice  serve 
this  purpose  but  only  for  its  28,000  members. 

3.  There  appears  to  be  a fear  of  one  physi- 
cian “criticizing”  another  or  a medical  society 
“criticizing”  one  of  its  members  or  a nonmember 
physician.  This  fear  seems  to  be  provoked  by 
a “let  him  who  is  without  sin  cast  the  first  stone” 
philosophy.  Actually,  continuing  education 
requirements  should  not  be  thought  of  in  terms 
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of  “casting  stones”  but  rather  in  terms  of 
“lending  a helping  hand”  in  accordance  with 
the  Hippocratic  oath. 

4.  There  is  precedent  in  the  medical  pro- 
fession for  this  type  of  self-regulation.  Medical 
societies  “licensed”  physicians  to  practice  medi- 
cine in  their  counties  before  government  took 
the  responsibility  for  licensure.  There  is  also 
precedent  in  the  teaching  profession  for  the 
requirement  that  one  must  continue  to  renew 
his  education  at  periodic  intervals  if  he  is  to 
continue  to  practice  his  profession. 

5.  Continuing  medical  education  should 
be  thought  of  as  a part  of  medical  practice  and 
provision  should  be  made  for  time  and  facilities 
for  it  the  same  as  for  any  other  part  of  medical 
practice.  However,  the  business  of  medical  prac- 
tice interferes.  The  physician  who  is  absent  for 
continuation  education  will  not  only  lose  his 
income  for  that  period  of  time  but  is  required  to 
make  an  outlay  for  this  education. 

6.  There  is  great  emphasis  on  the  role  of 
the  teacher,  but  the  general  expression  implies 
that  the  physician  who  is  the  student  in  con- 
tinuing medical  education  is  somehow  an  in- 
ferior. This  seems  to  be  a holdover  from  the 
medical  student-medical  faculty  relationship. 
The  “town  and  gown”  attitude  needs  revision, 
or  as  an  alternative  the  continuation  education 
faculty  should  not  be  medical  school  faculty. 

7.  No  evidence  is  presented  that  there  is 
any  attempt  to  develop  in  the  medical  school 
an  attitude  for  continuing  education.  The  in- 
centive for  the  medical  student  is  completion 
of  the  requirements  for  his  degree,  attaining 
his  desire  for  internship  or  residency,  or  obtain- 
ing his  license  to  practice  medicine.  These 
goals  are  all  attained  early  in  his  professional 
career  and  once  passed  there  is  no  further  goal 
for  continuing  his  education.  This  makes  it 
doubly  important  that  he  be  imbued  in  medical 
school  with  an  attitude  to  want  to  continue  his 
education.  Philosophy  and  precept  are  lacking 
in  the  medical  school. 

8.  The  lecture  is  decried  as  a teaching 
method  yet  it  is  most  commonly  used.  The 
“faculty”  are  said  to  be  most  comfortable  with 
this  method  as  it  does  not  challenge  or  threaten 
them;  the  students  are  said  to  prefer  or  “ac- 
cept” this  method  because  they  are  not  chal- 
lenged or  threatened  and  can  remain  passive. 
Apparently  the  continuation  education  program 
directors  enjoy  it  because  one  “teacher”  can 
lecture  to  many  “students”  and  the  number  who 
are  “educated”  thus  becomes  impressive. 
There  was  horror  expressed  at  this  meeting 
when  a one-teacher-to-one-student  ratio  was 
briefly  mentioned. 

9.  The  “rewards”  to  the  continuation  medi- 
cal faculty  are  nonexistent  or  small.  This  was 
spoken  of  in  financial  terms.  Perhaps  it  is 
also  the  frustration  of  careful  preparation  and  a 
bothersome  journey  resulting  in  an  apathetic 
“student”  body  with  little  or  no  learning  taking 
place.  More  required  “student”  involvement 
might  result  in  a greater  reward  to  the  teacher. 
Provision  should  be  made  also  to  reward  him 
financially. 


10.  Financing  is  a big  problem.  The  need 
for  the  M.D.  to  “pay  the  cost”  was  reiterated. 
It  is  true  that  the  M.D.  will  more  faithfully 
attend  and  learn  more  from  something  to  which 
he  has  contributed,  but  this  does  not  necessarily 
mean  a total  personal  financial  support  or  even 
any  personal  financial  contribution  to  the  cost 
of  giving  the  education.  There  are  other  con- 
tributions in  time  and  effort  which  he  can  make 
which  involve  him  more  than  the  few  dollars 
he  may  be  required  to  pay  for  it,  and  which  will 
result  in  better  learning  on  his  part. 

Those  who  objected  the  most  to  “outside” 
support  for  continuing  education  freely  acknowl- 
edge the  support  of  medical  education  to  which 
the  student  contributes  directly  only  a small 
portion  of  the  cost  or  the  public  education  which 
is  fully  tax-supported  and  which  we  not  only 
accept  but  demand  as  a part  of  the  democratic 
way  of  life. 

It  would  seem  appropriate  to  have  “teaching 
grants”  or  support  from  government,  from 
philanthropic  institutions  or  agencies,  or 
from  industry  for  furtherance  of  continuing 
medical  education  in  a manner  parallel  to  the 
teaching  support  for  medical  education  or 
parallel  to  present  research  grants  from 
government,  from  philanthropic  agencies,  or 
from  industry. 

11.  Medical  education;  continuing  medical 
education;  patterns  of  medical  practice;  the 
quality  of  medical  care;  provision  of  hospital 
and  other  facilities;  the  education,  training,  and 
use  of  ancillary  or  paramedical  personnel; 
and  medical  economics,  including  methods  of 
financing,  all  are  inextricably  interwoven. 
None  of  them  are  for  the  benefit  of  the  physician 
except  as  he  is  a member  of  his  community. 
They  are  all  of  concern  to  the  physician  because 
they  influence  what  he  will  do  and  how  and 
where  and  even  why  he  will  do  it. 

Proposals.  Leadership  is  needed  and  a 
start  has  to  be  made  some  place.  Let’s  start 
then  with  continuing  medical  education,  and 
your  chairman  proposes: 

1.  A State-wide  requirement  that  all  physi- 
cians must  periodically  renew  their  education. 
I prefer  that  the  profession  impose  this  require- 
ment. The  why  appears  to  be  evident  when  the 
advances  of  medical  education  are  considered  on 
the  one  hand  and  the  fact  that  many  physicians 
(use  whatever  percentage  you  wish;  no  one 
denies  there  are  some)  do  not  keep  up  to  date. 

2.  A State-wide  mechanism  for  providing 
the  means  for  physicians  to  meet  this  require- 
ment. This  could  be  administered  by  a State 
agency  such  as  the  Education  Department  or 
the  Health  Department,  or  by  a professional 
society  such  as  the  Medical  Society  of  the  State 
of  New  York  or  some  newly  developed  agency. 

3.  Financial  support  should  be  sought  and 
should  be  made  available  from  tax  funds,  from 
the  profession  (voluntarily  or  involuntarily), 
from  philanthropic  organizations,  from  volun- 
tary health  agencies,  and  from  industry  (in- 
cluding drug  companies). 

4.  A curriculum  be  developed  which  would 
be  a guide  as  to  content,  rather  than  require- 
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merit.  This  should  recognize  variation  in 
personal  need.  Careful  survey  of  such  needs 
should  precede  the  establishment  of  the  curricu- 
lum and  periodic  resurvey  should  be  required. 
It  should  include  areas  concerned  with  the  art 
of  medicine,  the  business  of  medicine,  and  medi- 
cal statesmanship,  as  well  as  the  science  of 
medicine. 

5.  A faculty  for  this  “University  for  Con- 
tinuing Medical  Education”  should  be  selected 
or  developed.  They  may  or  may  not  hold 
appointments  at  medical  schools.  The  criteria 
for  their  selection  should  include  teaching 
ability  among  other  qualifications. 

6.  Faculty  should  be  compensated  fairly. 

7.  The  staff  of  community  hospitals  (both 
teaching  and  nonteaching  hospitals)  should 
make  provision  for  short-term  continuing  educa- 
tion “internships”  and/or  “residencies.”  Sti- 
pends should  be  provided.  The  appointments 
should  provide  learning  situations  and  the 
educational  value  should  be  safeguarded.  More- 
over, this  might  reduce  the  present  internship 
and  residency  vacancies. 

8.  Organized  medicine  should  give  top 
priority  to  needs  for  and  means  of  providing 
continuing  education  for  all  physicians.  They 
should  work  with  other  organizations  such  as  those 
representing  academic  institutions  and  hospitals 
but  should  not  be  hmited  to  the  scope  or  means 
available  to  the  other  agencies. 

The  need  is  so  great  that  there  is  little  danger 
of  competition.  Each  activity  should  result  in 
supplementing  rather  than  supplanting  other 
activities. 

9.  A review  of  the  method  of  medical  prac- 
tice is  needed.  Possibly  a revision  (voluntary 
or  otherwise)  is  indicated.  Some  of  the  ques- 
tions that  need  to  be  answered  are: 

(а)  With  the  present  complexity  of  medicine 
and  the  tendency  toward  specialization  is  some 
type  of  group  practice  most  desirable? 

(б)  Can  the  rural  areas  hope  to  attract  the 
young  physician  unless  he  is  affiliated  closely 
with  some  “group?” 

(c)  How  much  and  what  kind  of  “ancillary” 
service  should  the  physician  have  at  his  com- 
mand to  relieve  him  of  the  duties  which  can  be 
performed  by  others  and  leave  him  to  do  only 
that  which  requires  his  special  knowledge  and 
skill? 

(d)  Do  we  really  need  more  physicians? 
The  present  arguments  for  graduating  more  from 
our  medical  schools  are  based  almost  entirely  on 
“maintaining”  the  “present”  ratio  of  physicians 
to  population.  Is  this  valid? 

(e)  Can  the  irse  of  automatic  data  processing 
of  patient  records  result  in  tremendous  savings 
of  time  and  avoidance  of  duplicating  history 
taking  and  diagnostic  procedures?  And  will  it 
result  in  speedier  and  better  practice  of  medi- 
cine? 

Diabetes 

The  Subcommittee  on  Diabetes  is  composed  of 
the  following  members: 

Charles  B.  F.  Gibbs,  M.D.,  Chairman 

M onroe 


George  E.  Anderson,  M.D Kings 

Henry  E.  Marks,  M.D New  York 

George  M.  Warner,  M.D.,  Adviser.  . . Albany 
Frederick  Miebach,  M.D.,  American  Dia- 
betes Association,  Adviser New  York 

The  Subcommittee  on  Diabetes  has  been 
active  during  the  past  year  with  continuing 
efforts  to  integrate  the  activities  and  resources 
of  the  State  Society,  the  American  Diabetes 
Association,  and  the  New  York  State  Health 
Department  to  further  strengthen  the  work  of 
education  and  detection. 

Together  with  the  Subcommittee  on  Aging 
and  Nursing  Homes,  a program  of  detection  of 
diabetes  among  patients  requiring  nursing  care 
in  these  homes  has  been  projected  and  in  some 
areas  is  already  in  effect. 

Further  efforts  have  been  made  to  encourage 
hospitals  throughout  the  State  to  adopt  detec- 
tion methods  of  checking  all  admissions  by 
postprandial  urine  and,  where  possible,  blood 
sugar  tests.  This  would  routinely  test  one 
person  out  of  every  ten  each  year  for  diabetes. 

County  medical  societies  have  been  urged  to 
bring  the  subject  and  study  of  diabetes  before 
their  members  by  utilizing  the  speakers  bureau 
and  by  availing  themselves  of  the  aid  in  de- 
tection drives  of  the  American  Diabetes  Asso- 
ciation. Along  this  line  the  Academy  of 
General  Practice  has  asked  to  include  diabetes 
in  its  program  of  advanced  study  for  credit. 

The  problem  of  diabetes  in  industry  is  a 
matter  of  concern.  A recent  change  in  the 
State  law  denying  the  right  of  an  employer  to 
expect  an  employe  to  pay  for  and  furnish  medi- 
cal evidence  of  his  employability  rhay  militate 
against  the  diabetic  seeking  work.  This  will 
be  studied. 

The  aid  of  the  Pharmaceutical  Association 
has  been  sought  in  some  areas  as  a medium  of 
distribution  of  testing  kits  for  detection  of 
diabetes.  Invariably  the  pharmacists  have  been 
helpful  enthusiastically  in  distributing  these 
and  bringing  in  the  returns  for  processing  and 
follow-up  by  patients’  own  physicians.  This 
promises  to  be  a fruitful  method  for  use  any- 
where dining  National  Diabetes  Week. 

The  support  and  encouragement  of  Dr.  James 
Greenough  as  chairman  of  the  Public  Health 
and  Education  Committee  has  been  greatly 
appreciated. 

Film  Review 

The  Subcommittee  on  Film  Review  is  com- 
posed of  the  following  members: 

Kenneth  B.  Olson,  M.D.,  Chairman. . Albany 


Harold  W.  Mayberger,  M.D Nassau 

Joseph  A.  Sargent,  M.D Monroe 

James  J.  Quinlivan,  M.D.,  New  York  State 
Department  of  Health Albany 


This  subcommittee  did  not  meet  as  a whole 
during  the  year.  There  were  several  informal 
consultations  between  the  subcommittee  chair- 
man and  James  J.  Quinhvan,  M.D.,  of  the 
New  York  State  Department  of  Health.  Sev- 
eral requests  for  professional  films  were  referred 
to  Dr.  Quinlivan,  and  if  the  films  were  found  to 
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be  of  professional  quality  and  if  prints  were 
available  for  purchase  these  films  were  added  to 
the  Department  of  Health  Film  Library. 

The  following  table  reflects  the  use  of  films  in 
1962  as  compared  to  1961: 


Category 

Individual 

Shipments 

Films 

Used 

Medical  schools 

178 

211 

Private  physicians 

561 

291 

Pharmacy  colleges 

33 

47 

Nursing  schools 

8,048 

10,740 

Voluntary  health  agencies 

887 

862 

Hospital  staff 

381 

726 

Public  health  staff 

1,362 

1,872 

Colleges,  biosciences 

1,867 

2,394 

It  is  to  be  noted  that  while  there  is  a 28 
per  cent  increase  in  the  use  of  the  films,  most 
of  this  increase  is  by  nursing  schools,  public 
health  staffs,  and  colleges.  There  is  an 
encouraging  increased  use  of  these  films  by  hospi- 
tal staff's. 

Eleven  new  medical  films  and  eight  new 
nursing  films  were  added  to  the  Library. 
A new  Professional  Film  Catalog  was  reprinted 
during  the  year,  and  this  lists  167  medical  and 
183  nursing  films.  Forty  films  are  listed  in 
both  sections. 

Suggestions  for  new  films  are  solicited. 
Increased  use  of  these  excellent  teaching  aids  is 
encouraged. 

The  subcommittee  wishes  to  thank  Dr.  James 
Quinlivan,  Mr.  Robert  Crist,  and  Mr.  Clifford 
Hodge  for  their  endeavors  on  behalf  of  the  Film 
Library. 

General  Practice 

The  Subcommittee  on  General  Practice  is 
composed  of  the  following  members: 

Jeff  J.  Coletti,  M.D.,  Chairman.  . . Nassau 


Carl  B.  Alden,  M.D Jefferson 

Royal  S.  Davis,  M.D Westchester 

Arthur  Howard,  M.D Fulton 

Charles  Mangi,  M.D Queens 


Andrew  C.  Fleck,  Jr.,  M .D.,  New  York  State 

Department  of  Health,  Adviser 

Albany 

The  Subcommittee  on  General  Practice  met 
on  May  15,  1962,  at  the  Statler  Hilton  during 
the  annual  convention  of  the  Medical  Society 
of  the  State  of  New  York;  on  October  14,  1962, 
at  the  Hotel  Syracuse,  during  the  armual  con- 
vention of  the  New  York  State  Chapter  of  the 
American  Academy  of  General  Practice,  and  on 
December  5,  1962,  at  the  Medical  Society  of 
the  State  of  New  York.  The  following  matters 
were  considered  by  the  subcommittee. 

1.  Annual  Health  Examinations  of  Pu- 
pils. There  have  been  repeated  discussions  of 
the  resolution  61-15  passed  by  the  House  of 
Delegates  of  the  State  Medical  Society  sug- 
gesting improved  procedures  for  school  physical 
examinations,  including  the  reduction  of  the 
number  of  complete  physicals  from  an  annual 
one  to  four  times  during  the  child’s  school  life. 

This  subcommittee  favored  the  introduction 
of  an  amended  resolution  in  1963,  incorporating 
the  following: 


“Resolved,  That  the  concept  of  the  yearly 
physical  examination  of  the  school  child  by 
his  private  physician  be  maintained;  and  be  it 
further 

“Resolved,  That  for  lack  of  such  a physician 
the  child  be  examined  by  the  school  physician 
four  times  during  his  school  life,  with  yearly 
screening  examinations;  and  be  it  further 
“Resolved,  That  the  position  of  the  school 
physician  in  the  State  of  New  York  be  re- 
appraised as  to  his  status,  his  duties  and 
obligations,  and  his  remuneration,  said  re- 
appraisal to  involve  a revision  of  the  Depart- 
ment of  Education’s  Manual  of  School  Health 
Services.” 

2.  Recommendations  from  the  Ad  Hoc 
Committee  of  the  Subcommittee  on  Gen- 
eral Practice  on  the  Education  Law  and 
Manual  of  School  Health  Services.  This 
subcommittee  reviewed  material  from  the 
State  Education  Department  dealing  with 
medical  and  health  service  for  schools  and  the 
role  of  the  school  physician.  They  discussed 
particularly  the  requirement  that  a separate 
physical  examination  be  conducted  for  each  of 
the  various  sports  which  a pupil  may  choose  to 
enter. 

(a)  It  was  finally  recommended  that  the 
Education  Department  be  requested  to  accept 
for  all  such  purposes,  and  for  employment  certifi- 
cates and  vacation  work  permits,  the  original 
examination  made  of  the  pupil  by  the  school 
physician  or  private  physician,  said  examination 
to  be  valid  for  one  year.  Medical  screening 
could  be  made  in  the  interim,  if  necessary,  to 
determine  whether  or  not  there  has  been  any 
illness  or  injury  subsequent  to  the  examination. 
Or,  if  the  pupil  is  given  a sports  examination, 
the  former  should  be  valid  for  all  other  purposes 
for  a year. 

(b)  It  was  recommended  that  these  excep- 
tions from  physical  education  are  requested  by 
the  family  physician,  who  also  fills  out  a form 
stating  what  physical  exercise  the  student  can 
do.  This  varies  with  each  school  system. 

(c)  It  was  recommended  that  the  Education 
Department  be  urged  to  specify  the  intervals 
at  which  physical  examinations  must  be  made  of 
teachers,  bus  drivers,  food  handlers,  and  other 
employes  of  the  school,  and  of  students  par- 
ticipating in  interscholastic  athletic  activities. 

It  was  the  subcommittee’s  opinion  that 
school  personnel  should  be  examined  every  two 
years. 

(d)  It  was  recommended  that  the  Education 
Department  be  urged  to  provide  a course  for 
teachers,  with  credit,  on  teaching  the  facts 
about  addiction  to  alcohol  and  narcotics,  to- 
bacco, venereal  diseases,  and  aU  other  health 
teachings. 

(e)  It  was  recommended  that  a strong  stand 
be  taken  with  the  Education  Department  that 
the  methods  of  health  teaching  in  the  schools 
be  thoroughly  checked  and  possible  improve- 
ments made. 

if)  It  was  recommended  that  the  Education 
Department  be  made  aware  that  the  school 
physician  should  be  given  credit  for  his  work 
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from  the  viewpoint  of  a community  service; 
that  he  contributes  generously  to  the  public 
welfare  by  taking  these  responsibilities. 

(g)  It  was  also  recommended  suggesting  to 
the  Education  Department  that  there  be  a 
three-year  tenure  provision  for  the  school 
physician,  if  there  is  not  already  such  a regula- 
tion. 

3.  Regional  Otology  Consultants.  It 
was  agreed  that  when  the  Education  Depart- 
ment is  approached  on  the  proposed  revisions 
in  the  law  they  should  be  reminded  of  the  sug- 
gestion of  having  regional  otology  consultants 
to  the  schools  to  whom  could  be  referred  doubt- 
ful or  complicated  cases. 

Glaucoma  and  Other  Diseases  of  the  Eye 

The  Subcommittee  on  Glaucoma  and  Other 
Diseases  of  the  Eye  is  composed  of  the  following 
members: 

David  F.  Gillette,  M.D.,  Chairman 


Onondaga 

Edmund  M.  Breinin,  M.D New  York 

James  I.  FarreU,  M.D Oneida 

John  F.  Gipner,  M.D Monroe 

Selig  H.  Katz,  M.D.,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 


The  Subcommittee  on  Glaucoma  and  Other 
Diseases  of  the  Eye  has  had  meetings  with 
representatives  of  the  New  York  State  Depart- 
ment of  Health  in  reference  to  screening  for 
glaucoma.  It  has  also  had  meetings  with 
representatives  from  the  Department  of  Motor 
Vehicles  together  with  those  from  the  Depart- 
ments of  Health  and  Education  to  discuss 
standards  of  visual  ability  thought  necessary 
for  the  safe  driving  of  a motor  vehicle. 

Glaucoma  screening  clinics  are  functioning  in 
the  major  cities,  where  possible  as  part  of  the 
regular  eye  clinic;  in  others  as  regularly  sched- 
uled sessions.  It  has  been  learned  that  the 
ophthalmologists  are  being  paid  in  some  counties 
while  their  fellows  in  neighboring  counties  are 
giving  like  services  as  volunteers.  This  is 
causing  some  concern  and  makes  it  embarrassing 
to  ask  for  other  volunteer  services  as  is  now 
necessary.  So  far,  the  results  of  the  clinics 
have  been  quite  uniform,  the  positive  cases 
discovered  varying  from  1.4  to  2 per  cent. 
Some  have  argued  that  this  is  so  insignificant 
that  it  is  unwarranted  to  continue.  The  sub- 
committee, however,  feels  that  it  is  all  important 
to  the  detected  case,  as  weU  as  a big  economic 
saving  to  the  State. 

The  publicity  generated  by  these  clinics  has 
been  of  inestimable  educational  value  both  to 
the  public  and  the  profession. 

It  is  a question  of  whether  or  not  the  New 
York  State  Department  of  Health  Bureau  of 
Geriatrics  should  conduct  this  study,  for  the 
prevention  of  blindness  due  to  glaucoma  alone 
is,  and  is  becoming  more  and  more,  a major 
problem  in  our  State. 

In  reference  to  other  diseases  of  the  eye,  we 
believe  that  this  study  likewise  should  be  made 
as  an  integral  part  of  the  other  medical  clinics, 
such  as  diabetes,  hypertension,  and  so  forth. 


Such  a setup  would  correlate  all  of  the  pathologic 
findings  at  one  session  instead  of  subjecting  the 
individual  to  many  delayed  referrals,  which  all 
too  often  do  not  materialize. 

We  have  found  it  most  interesting  that  when 
a medical  subject  receives  some  complimentary 
publicity  every  organization,  even  though 
remotely  concerned,  wants  to  ride  the  “band 
wagon,”  complicating  rather  than  helping  the 
cause. 

It  has  become  apparent  that  there  is  much 
overlapping  of  procedures  and  costly  reduplica- 
tion of  effort.  A coordinator  at  State  level 
could  save  time,  effort,  and  certainly  many  of 
the  taxpayers’  dollars,  whether  coming  from 
within  the  State  or  indirectly  at  added  cost  from 
the  national  treasury. 

In  reference  to  the  discussions  on  visual  ability 
necessary  to  drive  a motor  vehicle,  the  Commis- 
sioner of  Motor  Vehicles,  W.  S.  Hults,  has  been 
ordered  by  statute  to  make  a “medical  and 
engineering”  report  on  this  problem.  A study 
is  now  being  arranged  with  Mr.  Basil  Y.  Scott, 
director  of  research  and  development  within 
the  Motor  Vehicle  Department.  This  will  be 
conducted  in  the  major  cities  of  the  State. 
An  examination  will  be  made  of  from  3,000  to 
5,000  drivers  and  potential  drivers,  some  called 
in  for  re-examination  because  of  repeated  acci- 
dents and  other  applicants  seeking  their  first 
driver’s  licenses.  This  survey  will  be  conducted 
in  March  or  April.  Since  the  study  must  be 
“medical”  it  of  necessity  must  be  done  by  oph- 
thalmologists who,  insofar  as  is  now  known, 
will  have  to  volunteer  their  services  as  weU  as 
furnish  the  necessary  equipment.  We  are 
trying  to  get  a loan  of  the  needed  apparatus, 
but  so  far  without  success. 

It  is  hoped  that  from  the  results  of  this  study 
visual  standards  for  operators  of  motor  vehicles 
can  be  determined. 

At  present  the  Commissioner  of  Motor  Ve- 
hicles is  mandated  to  make  a test  of  the  visual 
acuity  of  an  applicant.  The  degree  is  left  to 
his  discretion.  He  had  ordered  that  it  shall 
he  20/40  (Snellen)  one  or  both  eyes  with  or 
without  correction.  He  must  also  examine  for 
color  vision,  with  no  comment. 

The  comparison  of  a national  survey  of  ten 
years  ago  and  one  now  being  conducted  shows 
that  the  states  are  arriving  at  more  uniform 
requirements  of  visual  ability,  but  the  variations 
in  age  remain  the  same.  The  greater  variations 
depend  somewhat  on  the  geography  and  dis- 
persion of  population. 

At  present  we  have  the  necessary  volunteer 
ophthalmologists  to  carry  out  the  upstate  study. 


Hard  of  Hearing  and  the  Deaf 

The  Subcommittee  on  Hard  of  Hearing  and 
the  Deaf  is  composed  of  the  following  members: 
Edmund  P.  Fowler,  Sr.,  M.D.,  Chairman.  . . . 


New  York 

John  F.  Daly,  M.D New  York 

Karl  W.  Gruppe,  M.D., Oneida 

Gordon  D.  Hoople,  M.D Onondaga 
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Anne  M.  Bahlke,  M.D.,  New  York  State 
Department  of  Health,  Adviser.  . Albany 
Clarence  D.  O’Connor,  Ph.D.,  Lexington 

School  for  the  Deaf,  Adviser New  York 

Mrs.  Eleanor  C.  Ronnei,  New  York  League 
for  Hard  of  Hearing,  Adviser.  .New  York 
At  the  last  meeting  of  the  subcommittee  on 
December  11,  1962,  Robert  Katz,  M.D., 

director  of  the  Society’s  Bureau  of  Industrial 
Health  and  Workmen’s  Compensation,  sum- 
marized for  the  subcommittee  the  present  status 
of  the  Workmen’s  Compensation  Law,  partic- 
ularly regarding  industrial  noise  and  occupa- 
tional loss  of  hearing.  It  was  brought  out  that 
the  employer  is  now  protected  by  the  pre- 
employment test,  but  a previous  employer  has 
the  right  to  question  the  validity  of  that  test, 
claiming  that  the  hearing  could  have  improved 
by  the  time  of  retesting,  which  according  to 
regulations  is  six  months  after  the  last  exposure 
of  the  individual  to  the  noise  he  claims  impaired 
his  hearing.  Also,  the  claimant  must  be  kept 
away  from  the  noise,  in  another  part  of  the  plant, 
during  the  six-month  period.  This  is  to  prevent 
a flood  of  claims.  It  is  well  known  that  the 
amount  of  improvement  of  hearing  is  usually 
negligible  following  a few  days  away  from  the 
noise. 

A principal  problem  in  settling  claims  has 
been  the  proper  apportionment  of  the  losses 
between  two  or  more  employers.  Unless  there 
is  evidence  that  the  individual  claimant  had  a 
hearing  loss  at  the  time  of  employment  by  the 
first  employer  subsequent  employers  are  now 
held  liable. 

There  has  been  so  much  improvement  in  the 
care  of  the  hard  of  hearing  and  the  deaf  that 
the  subcommittee  has  lately  become  really  a 
“watch  dog  committee.’’ 


Health  Aspects  of  Ionizing  Radiation 

The  Subcommittee  on  Health  Aspects  of 
Ionizing  Radiation  is  composed  of  the  following 
members: 

Norman  Simon,  M.D.,  Chairman 

New  York 

John  F.  Roach,  M.D Albany 

John  H.  Wentworth,  M.D Nassau 

Hanson  Blatz,  M.D.,  New  York  City  Depart- 
ment of  Health,  Adviser.  . . New  York 
John  Harley,  M.D.,  Atomic  Energy  Com- 
mission, Adviser New  York 

James  H.  Lade,  M.D.,  Bureau  of  Medical 

Defense,  Adviser Albany 

During  1962  and  1963  the  subcommittee  has 
been  involved  in  two  facets  of  the  health  aspects 
of  ionizing  radiation — education  of  the  physician 
and  regulation  of  the  use  of  radiation  sources. 

The  formulation  of  an  over-all  plan  for  a 
continuous  education  program  on  safe  proce- 
dures in  radiation  has  been  an  important  pre- 
occupation of  the  subcommittee.  Methods  of 
presentation  of  the  hazards  of  radiation  to  the 
public,  the  patient,  and  the  physician  have  been 
studied.  The  educational  progress  considered 
includes  sponsoring  publication  and  dissemina- 


tion of  books,  pamphlets,  and  articles  on  the 
effects  of  radiation;  utilization  of  teams  of 
radiologists  to  instruct  hospital  staff  members 
on  health  aspects  of  ionizing  radiation;  promo- 
tion of  a plan  for  teaching  radiation  hazards 
in  medical  schools;  proposing  programs  and 
speakers  at  professional  meetings. 

The  subcommittee  has  arranged  for  a general 
session  on  effects  of  radiation  at  the  1963 
annual  convention  of  the  Medical  Society  of  the 
State  of  New  York  as  a part  of  its  educational 
program.  This  program  is  designed  to  present 
authoritative  new  views  on  effects  of  radiation 
and  to  provide  the  members  of  the  Medical 
Society  with  a panel  of  experts  who  can  answer 
current  questions  on  the  safe  procedures  in  the 
use  of  radiation. 

This  past  year  (1962)  has  marked  an  im- 
portant change  in  government  control  of  radia- 
tion users,  for  the  regulation  and  the  licensure  of 
medical  use  of  radioactive  isotopes  have  been 
transferred  from  the  U.S.  Atomic  Energy 
Commission  to  New  York  State  and  New  York 
City.  The  subcommittee  has  had  a haison 
and  advisory  relationship  with  the  State  and 
the  City  on  problems  associated  with  regulation 
and  licensure  of  medical  use  of  radiation.  The 
subcommittee  has  felt  that  inspection  of 
radiation  installations  by  State  and  City  repre- 
sents an  additional  method  of  education  of  the 
radiation  user,  and  it  agrees  with  the  philosophy 
that  regulation  and  licensure  of  radiation  users 
is  chiefly  for  the  protection  of  the  public  health 
and  not  for  control  of  the  physician  in  his 
relationship  with  his  patient. 


Heart  Disease 

The  Subcommittee  on  Heart  Disease  is  com- 
posed of  the  following  members: 

J.  G.  Fred  Hiss,  M.D.,  Chairman.  . Albany 

A.  Wilbur  Duryee,  M.D New  York 

David  G.  Greene,  M.D Erie 

Marjorie  Greene,  M.D Nassau 

John  J.  Finigan,  M.D Monroe 

I.  Jay  Brightman,  M.D.,  New  York  State 

Department  of  Health,  Adviser.  . Albany 

1.  The  chairman  participated  in  the  imple- 
mentation of  the  emergency  resuscitation  pro- 
gram for  physicians  outside  of  New  York  City. 
Three  courses  have  been  given  to  physician 
members  of  the  New  York  City  Health  Depart- 
ment. This  program  is  carried  on  in  coopera- 
tion with  the  New  York  State  Health  Depart- 
ment, New  York  State  Hospital  Association, 
and  the  New  York  State  Heart  Assembly.  A 
statistical  report  of  courses  given  to  date  is 
shown  in  Table  I. 

2.  A meeting  of  the  subcommittee  was  held 
on  January  31. 

Plans  for  extending  the  emergency  resuscita- 
tion program  to  physicians  in  New  York  City 
were  discussed.  This  was  to  be  a cooperative 
program  involving,  in  addition  to  the  State 
Medical  Society,  the  State  Health  Department, 
the  City  Health  Department,  and  the  New 
York  Heart  Association. 
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TABLE  I.  Courses  in  heart-lung  resuscitation 
from  September,  1962,  through  January  15,  1963 


Region 

Num- 

ber 

of 

Ses- 

sions 

Number 

of 

Physi- 

cians 

Number 

of 

Others 

Total 

Partici- 

pants 

Albany 

18 

394 

108 

502 

Syracuse 

16 

231 

212 

443 

Rochester 

2 

41 

0 

41 

Buffalo 

16 

295 

72 

367 

New  York 

Metro- 

politan 

36 

877 

612 

1,489 

Totals 

88 

1,838 

1,004 

2,842 

It  was  also  decided  to  continue  the  submission 
of  articles  and  editorials  to  the  New  York 
State  Journal  of  Medicine,  the  first  few  of 
which  would  deal  with  the  emergency  resusci- 
tation program,  its  continuing  course,  and  the 
organization  of  hospitals  for  increasing  their 
efficiency  at  the  time  of  any  emergency  cardiac 
incident. 

The  continuing  medical  education  program 
was  discussed  and  emphasis  was  placed  on 
physician  participation  in  educational  programs 
rather  than  didactic  lectures. 

The  national  campaign  against  strokes  was 
discussed  and  endorsed  as  an  activity  of  this 
subcommittee. 

The  problems  of  providing  intensive  care 
units  in  the  larger  hospitals  for  patients  with 
acute  myocardial  infarction  and  the  develop- 
ment of  congestive  failure  programs  in  chnics 
and  under  home-care  programs  were  discussed 
as  methods  of  improving  cardiac  care  in  the 
State  in  two  specific  instances.  In  the  con- 
gestive failure  program  it  was  felt  that  nurses 
who  have  been  asked  to  make  home  calls  on 
patients  with  this  condition  frequently  receive 
inadequate  medical  orders  from  the  physicians 
in  charge. 

Maternal  and  Child  Welfare 

The  Subcommittee  on  Maternal  and  Child 
Welfare  is  composed  of  the  following  members: 

Edward  C.  Hughes,  M.D.,  Chairman 


Onondaga 

Harold  Jacobziner,  M.D New  York 

Bernard  J.  Pisani,  M.D New  York 

Clyde  L.  Randall,  M.D Erie 

Tyree  C.  Wyatt,  M.D Onondaga 

Ferdinand  J.  Schoeneck,  M.D.,  Adviser 

Onondaga 

Dale  Harro,  M.D.,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 

The  subcommittee  was  reduced  in  number  in 


compliance  with  the  general  policy  of  the  Society. 

Several  changes  were  made  in  appointments 
of  obstetric  and  pediatric  regional  consultants. 


The  Maternal  Welfare  section  of  the  New 
York  State  Journal  of  Medicine  was  con- 
tinued and  several  articles  were  published. 
These  dealt  principally  with  preventive  meas- 
ures for  reduction  of  maternal  and  perinatal 
mortalities  and  unification,  simplification,  and 
accuracy  of  medical  and  vital  statistical  rec- 
ords. 

The  program  of  analyzing  all  official  maternal 
mortalities  and  other  deaths  associated  with 
pregnancy  continued.  The  study  has  accumu- 
lated data  on  approximately  400  mortalities 
which  occurred  during  the  past  several  years  in 
upstate  New  York.  A “cause  of  death” 
analysis  of  300  cases  has  been  prepared  and  will 
appear  in  the  New  York  State  Journal  of 
Medicine  in  the  near  future.  A report  dealing 
with  the  deaths  due  to  anesthesia  and  aspiration 
factors  was  published.  The  processed  punch 
cards  dealing  with  deaths  due  to  hemorrhage 
were  used  by  the  New  York  State  Department 
of  Health  in  a study  concerning  adequate  blood 
replacement.  An  analysis  of  deaths  associated 
with  rupture  of  the  uterus  is  in  preparation. 
Acknowledgment  is  made  to  the  Bureau  of 
Maternal  and  Child  Health  of  the  State  De- 
partment of  Health  and  the  regional  obstetric 
consultants  for  their  cooperation  in  this  study. 

Arrangements  have  been  completed  with  the 
New  York  City  Department  of  Health  to  in- 
clude deaths  occurring  in  metropolitan  New 
York  in  the  series. 

This  continuous  study  seems  of  definite  value. 
The  work,  which  has  to  date  been  on  a volun- 
tary basis,  has  increased  to  an  extent  that  it  is 
felt  an  operational  budget  is  necessary  to  com- 
pensate a part-time  physician  analyzer  and 
part-time  clerk. 

It  is  felt  that  the  program  of  the  subcommittee 
should  be  expanded.  Plans  have  been  dis- 
cussed which  include: 

(1)  more  organized  liaison  between  the 
State  Health  Department,  local  health  officers, 
county  medical  societies,  and  specialty  obstet- 
ric and  pediatric  organizations  with  the  sub- 
committee; 

(2)  a stepped-up  program  to  promote  simpli- 
fication and  unification  of  obstetric  and  pediatric 
hospital  records.  This  would  involve  close 
cooperation  with  the  many  other  organizations 
interested  in  this  matter; 

(3)  promotion  of  a program  aimed  at 
unification  of  obstetric  and  pediatric  terminology 
for  hospital  and  vital  statistical  recording  as  an 
aid  to  accuracy  of  recorded  diagnoses  and  adap- 
tation to  modern  automated  coding  systems; 

(5)  increased  attention  by  the  subcommittee 
to  the  perinatal  mortality  and  morbidity 
problem,  principally  through  promulgating  a 
more  active  participation  in  the  problem  by  the 
regional  pediatric  consultants; 

(6)  organization  of  active  material  and  in- 
fant welfare  committees  in  all  county  medical 
societies  (a  few  county  societies  either  do  not 
have  such  committees  or  the  committees  are 
relatively  inactive) ; 

(7)  stepped  up  attention  to  organization  of 
perinatal  mortality  committees  with  the  aim  of 
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having  active  perinatal  mortality  committees  in 
all  New  York  State  hospitals  with  obstetric/pe- 
diatric services; 

(8)  organized  stimulation  for  more  autopsies 
of  stillbirths  and  neonatal  mortalities; 

(9)  a program  aimed  at  having  State-wide 
standards  for  the  conduct  of  maternity  and 
pediatric  hospital  departments. 

It  is  hoped  that  the  Society  will  provide  a 
budget  which  would  allow  the  Subcommittee  on 
Maternal  and  Child  Welfare  to  expand  its 
program. 

Mental  Hygiene 

The  Subcommittee  on  Mental  Hygiene  is 
composed  of  the  following  members; 

C.  Douglas  Darling,  M.D.,  Chairman 

Tompkins 


Matthew  Brody,  M.D Kings 

Frederick  H.  Hesser,  M.D Albany 

Reginald  R.  Steen,  M.D Nassau 

Duncan  Whitehead,  M.D Erie 

Henry  Brill,  M.D.,  Adviser Albany 


Leonard  C.  Lang,  M.D.,  New  York  State 

Department  of  Mental  Hygiene,  Adviser.  . 

Albany 

This  subcommittee  had  one  formal  meeting, 
on  November  8,  1962.  In  addition  to  this  the 
chairman  represented  the  subcommittee  at  the 
meeting  of  the  Committee  on  Public  Health 
and  Education  in  Albany  on  July  18,  1962. 
Throughout  the  year  the  subcommittee  has  been 
in  touch  by  telephone  and  by  mail  on  various 
matters.  The  subcommittee  has  cooperated 
with  the  Legislation  Committee  and  with  the 
Ad  Hoc  Committee  on  the  Psychiatric  Educa- 
tion of  the  General  Practitioner.  The  chair- 
man of  the  Subcommittee  on  Mental  Hygiene 
has  acted  as  chairman  of  the  Ad  Hoc  Committee. 

This  Ad  Hoc  Committee  on  Psychiatric 
Education  has  met  four  times  during  the  year 
and  is  composed  of  representatives  from  the 
Medical  Society,  from  the  Academy  of  General 
Practice,  from  the  Department  of  Mental 
Hygiene  in  Albany,  and  from  the  Department 
of  Health  in  Albany.  There  are  several  pro- 
grams sponsoring  these  educational  activities, 
in  Brooklyn,  the  Bronx,  Syracuse,  Albany,  and 
Plattsburgh,  and  several  others  are  being 
planned  at  the  present  time.  Funds  are 
provided  by  the  State  Department  of  Mental 
Hygiene.  The  faculty  are  recruited  from  the 
local  areas.  Curriculum  is  contributed  by  the 
group  as  a whole  and  the  response  to  these 
programs  is  most  gratifying.  This  committee 
is  an  example  of  a committee  that  has  no  power 
whatever  but  has  demonstrated  that  leadership 
and  communication  can  lead  to  definite  positive 
action. 

The  meeting  on  November  8,  1962,  was  held 
at  the  Cornell  Club.  Dr.  James  Greenough  was 
present,  and  Dr.  Alexander  Levine  and  Dr. 
Harvey  Tompkins  were  guests.  Dr.  Darling 
briefed  the  subcommittee  on  the  meeting  in 
July  at  Albany  of  all  the  chairmen  of  subcom- 
mittees in  an  effort  to  coordinate  their  activities 
more  closely.  Dr.  Darling  reported  that  the 


National  Congress  on  Mental  Health,  held  in 
Chicago  on  October  3 and  4,  1962,  sponsored 
by  the  A.M.A.  and,  for  the  first  time,  by  the 
A.P.A.,  was  a great  success.  Dr.  Darling, 
Dr.  Brody,  Dr.  Fineberg,  and  Dr.  Greenough 
were  among  the  representatives  from  New  York 
State.  The  work  and  the  participation  were 
three-pronged  (psychiatrists,  nonpsychiatric 
physicians,  and  lay  persons),  spearheaded  by 
the  medical  profession. 

There  was  extensive  discussion  concerning  a 
permanent  steering  committee  to  promote  the 
objectives  of  the  National  Congress  on  Mental 
Health.  Ideally,  such  a steering  committee 
should  be  made  up  of  approximately  15  mem- 
bers, 5 from  the  Medical  Society,  5 from  the 
district  branches  of  the  A.P.A.,  and  5 from 
citizens  mental  health  groups.  Such  a steering 
committee  would  need  a chairman  and  a per- 
manent executive  staff.  Funds  for  this  are  not 
forthcoming  at  the  present  time.  Dr.  Steen 
mentioned,  however  that  one  of  the  local  mental 
health  associations  might  supply  money  for 
such  a steering  committee.  He  was  asked  to 
contact  his  local  association  and  pursue  this 
further.  It  was  felt  that  the  Medical  Society 
was  putting  as  much  money  into  the  sub- 
committee structure  as  it  could  at  the  present 
time.  The  chairman  summarized  the  discus- 
sion by  saying  that  the  Subcommittee  on  Mental 
Hygiene  would  do  everything  in  its  power  to 
promote  the  principles  laid  down  by  the  A.M.A. 
Congress  in  Chicago. 

It  might  be  said  in  passing  that  the  New  York 
State  delegation  to  this  National  Congress  was 
the  largest  in  the  whole  group,  there  being  from 
90  to  100  present  at  the  aU-day  meeting.  The 
enthusiasm  engendered  in  the  meeting  was  most 
gratifying.  The  chairman  of  this  subcommittee 
acted  as  chairman  of  the  delegation  and  Dr. 
Matthew  Brody  acted  as  recorder. 

Discussion  then  centered  about  the  New  York 
State  Mental  Hygiene  Law  Amendment,  As- 
sembly Intro.  5147.  This  proposed  revision  of 
the  basic  Mental  Hygiene  Law  has  two  primary 
objectives.  The  first  is  to  liberalize  the  law 
governing  the  admission  and  the  discharge  of  a 
mentally  sick  person  from  a mental  hospital. 
State  or  private.  The  second  objective  is 
to  protect  further  the  civil  rights  of  a mentally 
sick  person.  After  discussion  the  subcommittee 
voted  to  endorse  this  law.  The  vote  was  three 
members  in  favor  and  one  opposed.  The 
opposed  member.  Dr.  Brody,  wrote  a minority 
opinion  in  the  form  of  a letter,  which  was 
presented  to  the  Council.  It  is  expected 
that  hearings  will  be  held  on  this  bill  and  that 
minor  revisions  will  be  made.  The  subcom- 
mittee endorsed  the  bill  because  it  believed  that 
the  two  primary  objectives  would  be  achieved 
by  the  passage  of  the  bill. 

The  subcommittee  wishes  to  extend  its 
thanks  to  Dr.  Greenough,  executive  coordinator 
of  all  the  subcommittees,  and  to  Miss  Susan 
V.  Baker,  executive  assistant.  Without  the 
help  of  Dr.  Greenough  and  Miss  Baker  it  would 
be  impossible  for  this  subcommittee  to  function 
effectively. 
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Operating  Room  Mortality 

The  Subcommittee  on  Operating  Room 
Mortality  is  composed  of  the  following  members; 

Richard  Ament,  M.D.,  Chairman Erie 

Milton  Helpern,  M.D New  York 

Henry  T.  Randall,  M.D New  York 

Frederick  Beck,  M.D.,  Adviser.  . . Onondaga 

Valentine  D.  B.  Mazzia,  M.D New  York 

An  epidemiologic  study  of  immediate 
anesthetic-surgical  mortality  has  been  in  effect 
in  the  New  York  City  area  under  the  direction 
of  Milton  Helpern,  M.D.,  and  Valentine  D.  B. 
Mazzia,  M.D.,  both  of  whom  are  members  of 
this  subcommittee.  Preliminary  reports  of  this 
study  indicate  the  value  of  autopsies  in  these 
cases  and  that  a moderate  proportion  of  this 
mortality  is  preventable.  Efforts  to  establish  a 
similar  study  upstate  have  not  been  successful 
to  date. 

A program  to  develop  an  efficient  resuscitation 
procedure  in  each  hospital  in  New  York  State, 
so  as  to  reduce  immediate  anesthetic-operative 
mortality,  is  contemplated. 

Physical  Medicine  and  Rehabilitation 

The  Subcommittee  on  Physical  Medicine  and 
Rehabilitation  has  the  following  membership: 
George  M.  Raus,  M.D.,  CAair/nan . Onondaga 

George  G.  Deaver,  M.D New  York 

Alfred  L.  Lane,  M.D Monroe 

Edward  J.  Lorenze,  M.D Westchester 

Leonard  D.  Policoff,  M.D Albany 

Edward  R.  Schlesinger,  M.D.,  New  York 

State  Department  of  Health,  Adviser 

Albany 

Following  a mail  poll  the  subcommittee 
unanimously  recommended  Arthur  S.  Abram- 
son, M.D.,  chairman  of  the  Department  of 
Rehabilitation  Medicine  at  the  Albert  Einstein 
College  of  Medicine,  as  the  nominee  of  the 
Medical  Society  of  the  State  of  New  York  for 
the  Physician’s  Award  of  the  Governor’s  Com- 
mittee “Employ  the  Physically  Handicapped” 
and  of  the  President’s  Committee  on  Employ- 
ment of  the  Physically  Handicapped.  This 
choice  was  approved  by  the  Council. 

Your  chairman  and  James  Greenough,  M.D., 
met  in  New  York  City  with  Mr.  Eugene  J. 
Taylor,  member  of  the  Governor’s  Council  on 
Rehabilitation,  to  discuss  ways  and  means  for 
the  State  Medical  Society  to  consult  and 
participate  with  this  body  in  matters  pertaining 
to  physical  rehabilitation  in  the  State. 

A supplementary  report  will  be  submitted  on 


the  meeting  of  the  subcommittee  on  February 
1, 1963. 

Youth  Health  and  Physical  Fitness 

The  Subcommittee  on  Youth  Health  and 
Physical  Fitness  has  the  following  member- 
ship: 

Frederick  A.  Groff,  Jr.,  M.D.,  Chairman 

Schenectady 


William  E.  Ayling,  M.D Onondaga 

Thomas  S.  Bumbalo,  M.D Erie 

Royal  S.  Davis,  M.D Westchester 

Harold  Jacobziner,  M.D New  York 

Dale  Harro,  M.D.,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 

Leon  Roper,  M.D.,  New  York  State  Education 
Department,  Adviser Albany 


The  Subcommittee  on  Youth  Health  and 
Physical  Fitness  met  as  a whole  on  June  12, 
1962,  in  Syracuse.  At  that  time  it  was  felt 
the  principffi  objectives  were:  (1)  elimination  of 
annual  examination  requirement  in  public 
schools,  (2)  drafting  of  a form  incorporating 
minimum  standards  for  school  health  exam- 
inations, (3)  drawing  up  of  standards  for  the 
New  York  State  Athletic  Protection  Plan,  and 
(4)  revision  of  the  Manual  of  School  Health 
Services. 

The  subcommittee’s  interest  was  expanded  to 
include  preschool  children,  the  encouragement 
of  physical  fitness  in  the  youth  of  New  York 
State,  planning  a hearing  consultation  service 
for  the  schools  in  the  rural  areas,  safety  pro- 
grams, and  the  urging  of  proper  instruction  in 
the  dangers  of  alcohol,  tobacco,  and  venereal 
disease. 

Your  chairman  attended  the  meeting  of  all 
subcommittee  chairmen  in  Albany  on  July  18, 
1962,  and  expressed  this  subcommittee’s  goals. 

Thomas  S.  Bumbalo,  M.D.,  a member  of  the 
subcommittee,  and  your  chairman  met  twice 
with  representatives  of  the  Subcommittee  on 
General  Practice  in  an  effort  to  offer  recom- 
mendations through  James  Greenough,  M.D.,  to 
Commissioner  James  E.  AUen,  Jr.,  of  the  New 
York  State  Education  Department,  concerning 
the  changing  of  the  yearly  school  physical  ex- 
amination to  a periodic  examination,  improving 
the  standards  of  the  examination,  improving  the 
status  of  the  school  physician,  revising  the 
school  health  manual,  advising  medical  con- 
sultation services  to  the  schools  in  hearing,  and 
so  forth,  and  improving  health  teaching  in  the 
schools.  Details  are  covered  in  the  report  of 
the  Subcommittee  on  General  Practice. 
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1963  HOUSE  OF  DELEGATES 


Scientific  Activities  and  Publications  B 


District  Branches 

First  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Fu'st  District 
Branch  of  the  Medical  Society  of  the  State  of 
New  York  was  held  at  the  Statler  Hilton  in 
New  York  City  on  May  15, 1962. 

The  minutes  of  the  annual  meeting  of  May  9, 
1961,  were  approved  as  published  in  the  April 
1,  1962,  issue  of  the  New  York  State  Journal 
OF  Medicine. 

George  Howley,  M.D.,  chairman  of  the 
nominating  committee,  presented  the  following 
candidates  who  were  unanimously  elected; 

President — Walter  T.  Heldmann,  M.D., 
Staten  Island 

Vice-President — Samuel  Wagreich,  M.D., 
Bronx 

Secretary — Jerome  L.  Leon,  M.D.,  Forest 
Hills 

Treasurer — David  Kershner,  M.D.,  Brooklyn 

David  Kershner,  M.D.,  presented  the  treas- 
urer’s annual  report. 

George  J.  Lawrence,  Jr.,  M.D.,  chairman  of 
the  Coordinating  Council,  presented  his  annual 
report. 

Upon  motion  duly  made,  seconded,  and  car- 
ried, it  was  voted  to  have  an  ad  hoc  committee 
study  the  feasibility  of  improving  the  Co- 
ordinating Council.  This  committee  is  to 
submit  its  report  to  the  May  annual  meeting  of 
the  First  District  Branch. 

The  First  District  Branch  meets  but  once  a 
year.  The  Coordinating  Coimcil,  which  is  the 
executive  committee  of  the  First  District 
Branch,  meets  in  September,  November,  Jan- 
uary, March,  and  May  and  at  such  other  times 
as  the  chairman  or  a majority  of  the  representa- 
tives may  see  fit.  The  minutes  of  the  Co- 
ordinating Council  meetings  are  distributed  to 
the  representatives,  and  most  societies  in  the 
First  District  Branch  abstract  the  minutes  for 
publication  in  the  society  bulletins.  No  useful 
purpose  can  be  served  by  printing  a resume  of 
the  Coordinating  Council  minutes  at  this  time. 

It  is  sufficient  to  say  that  the  Coordinating 
Council,  which  is  the  active  representative  of 
the  five  county  medical  societies  in  the  greater 
New  York  City  area,  is  aware  of  its  responsi- 
bility to  the  17,000  doctors  who  practice  in 
New  York  City,  and  we  hope  that  the  ad  hoc 
committee  will  devise  means  of  making  the 
Coordinating  Council  an  effective,  militant,  and 
prompt  spokesman  for  the  doctors  in  its  area. 
It  has  made  great  steps  in  this  direction  under 


the  fine  leadership  of  its  present  chairman.  Dr. 
George  J.  Lawrence,  Jr. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  President 

Second  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Second  District  Branch  held  its  56th 
annual  meeting  at  Grossinger’s,  Grossinger, 
New  York,  November  11  through  13, 1962. 

On  Monday  night,  November  12,  the  annual 
dinner  was  held.  In  attendance  were;  Mrs. 
Herbert  J.  Ulrich,  president  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State  of 
New  York;  Mrs.  Charles  W.  Shlimbaum,  coun- 
cillor for  Nassau  and  Suffolk  Counties,  and 
Jeff  J.  Coletti,  M.D.,  president  of  the  Nassau 
County  Medical  Society.  The  meeting  was 
presided  over  by  Charles  W.  Shlimbaum,  M.D., 
president.  Second  District  Branch. 

The  main  speaker  of  the  evening  was  William 

L.  Wheeler,  Jr.,  M.D.,  president-elect  of  the 
Medical  Society  of  the  State  of  New  York. 
His  talk  concerned  things  which  had  been 
accomplished  by  the  State  Medical  Society  in 
the  past  year  and  what  must  be  done  in  the 
future.  Mrs.  Herbert  J.  Ulrich,  president  of 
the  Woman’s  Auxihary  to  the  Medical  Society 
of  the  State  of  New  York,  gave  a short  talk  also 
which  was  well  received. 

There  was  a scientific  program  on  Monday 
afternoon,  November  12.  David  J.  Wexler, 

M. D.,  chief  of  gynecology  at  Southside  Hos- 
pital, Bay  Shore,  spoke  on  “The  Diagnosis  and 
Treatment  of  Female  Infertihty.”  This  talk 
brought  all  who  attended  up  to  date  on  the 
latest  treatment  and  results  in  this  field. 

Another  highlight  of  this  meeting  was  election 
of  officers.  The  officers  for  the  coming  year 
are; 

President — Paul  H.  SuUivan,  M.D.,  Great 
Neck 

First  Vice-President — John  P.  Ruppe,  Jr., 
M.D.,  Ishp 

Second  Vice-President — Reginald  R.  Steen, 
M.D.,  Hempstead 

Secretary — Albert  M.  Biglan,  M.D.,  Central 
Islip 

Treasurer — George  C.  Erickson,  M.D.,  Hemp- 
stead 

Delegate — Albert  M.  Biglan,  M.D.,  Central 
Islip 

The  help  of  Miss  MoUie  Pesikoff  from  the 
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State  Society  office  was  invaluable  in  arranging 
this  affair. 

Respectfully  submitted, 

Charles  W.  Shlimbaum,  M.D.,  President 

Fourth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Fourth  District  Branch  held  its  annual 
meeting  at  the  Queensbury  Hotel,  Glens  Falls, 
on  September  22, 1962. 

A scientific  program  was  presented  in  the 
morning  on  the  subject  of  auto  crash  injuries, 
“Treatment  of  Multiple  Crash  Injuries.”  Pres- 
ton A.  Wade,  M.D.,  of  New  York  City,  was 
the  guest  speaker  with  Lester  C.  Huested, 
M.D.,  of  Glens  Falls,  acting  as  moderator. 
William  E.  Gazeley,  M.D.,  of  Schenectady, 
and  Carleton  M.  Cornell,  M.D.,  of  Cambridge, 
took  part  in  the  panel  discussion. 

The  afternoon  program  consisted  of  a panel 
discussion  on  “Recent  Advances  in  Diagnosis 
and  Investigations  of  Certain  Gastrointestinal 
Diseases.”  The  moderator  was  William  P. 
Simmonds,  M.D.,  of  Glens  Falls;  Drs.  Douglas 
G.  Kinnear,  J.  Lawrence  Hutchison,  and  Flem- 
ing McConnell,  of  McGill  University,  par- 
ticipated in  an  excellent  discussion  of  the 
subject. 

At  the  business  meeting,  the  following  new 
officers  were  elected  for  the  coming  two  years; 

President — Arthur  Q.  Penta,  M.D.,  Sche- 
nectady 

First  Vice-President — Webster  M.  Moriarta, 
M.D.,  Saratoga  Springs 

Second  Vice-President — Ai-thur  Howard, 

M.D.,  Johnstown 

Secretary — August  Korkosz,  M.D.,  Sche- 
nectady 

Treasurer — George  Anderson,  M.D.,  Saratoga 
Springs 

Mr.  George  Weber  of  the  Mutual  of  Omaha 
Company  discussed  the  status  of  oru*  group 
insurance  program  and  urged  a gi-eater  effort 
be  made  to  bring  the  younger  physicians 
into  this  plan.  He  stated  that,  in  addition  to 
the  disability  insm-ance,  his  company  now 
offered  a major  medical  plan,  an  overhead 
expense  plan,  and  a life  insurance  plan.  Mutual 
of  Omaha’s  coverage  for  disability  has  been  in 
effect  for  several  yeeu's. 

Henry  I.  Fineberg,  M.D.,  our  executive  vice- 
president,  was  the  guest  speaker  for  the  annual 
dinner.  He  presented  his  plans  for  streamlining 
the  functions  of  the  State  Society  to  create  better 
rapport  among  its  members  at  all  levels, 
county,  district,  and  State. 

Mrs.  Domonic  Pitaro  of  Troy,  vice-president 
of  the  Woman’s  Auxiliary,  spoke  briefly. 

I would  like  to  express  my  gratitude  to  Miss 
Mollie  Pesikofif  of  the  State  Society  office  for 
her  cooperation,  patience,  and  understanding, 
which  helped  to  make  my  two  years  in  office  so 
pleasant. 

Respectfully  submitted, 

Milton  J.  Greenberg,  M.D.,  President 


Fifth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Fifth  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York  decided  in 
1961  to  hold  their  annual  meeting  at  a resort 
area,  spread  over  a weekend  the  early  part  of 
September.  They  did  so  and  found  they  liked 
it. 

Then  in  1962  they  repeated  the  formula  in 
association  with  their  neighbor,  the  Sixth 
District  Branch,  at  Whiteface  Inn,  Lake  Placid, 
September  7 thi-ough  September  9,  1962. 
They  still  liked  it.  So,  the  meeting  of  1963 
will  again  be  a joint  meeting  of  the  Fifth 
and  Sixth  District  Branches  and  is  scheduled 
for  Whiteface  Inn,  Lake  Placid,  September  13 
thiough  15.  As  of  now  the  committee  has 
completed  arrangements  as  to  the  hotel,  the 
tariff  ($19)  per  day,  American  plan,  and  the 
weather;  however,  program  arrangements  have 
not  as  yet  been  fuUy  confirmed  and  announce- 
ment as  to  this  must  be  postponed. 

In  regard  to  the  meeting  of  September,  1962, 
we  are  indebted  to  George  Moore,  M.D.,  and 
his  staff,  of  Roswell  Park  Institute,  Buffalo,  for 
their  cooperation  and  presentation  of  the 
scientific  progi'am  held  Saturday  and  Sunday 
morning,  to  the  many  representatives  from  the 
State  Society  including  the  president  and  the 
executive  vice-president,  as  well  as  from  the 
Auxiliary  honoring  us  by  theii'  attendance; 
and  particularly  to  Mr.  Russell  H.  Feltus, 
executive  secretary  of  the  Counties  of  Oneida, 
Herkimer,  Madison,  and  Chenango,  who  was 
the  only  pei'son  at  the  meeting  who  earned  his 
headache  by  working. 

The  annual  meeting  of  the  Fifth  District 
Branch  was  held  Saturday  morning,  September 
8,  1962,  in  convention  hall  at  Whiteface  Inn, 
Lake  Placid. 

After  the  minutes  of  the  previous  annual 
meeting  and  of  the  joint  planning  committee 
of  the  Fifth  and  Sixth  District  Branches  were 
heard  and  approved,  the  treasm'er’s  report  was 
heard  with  a sigh  of  relief.  The  Fifth  District 
Branch  voted  unanimously  to  continue  joint 
meetings  with  the  Sixth  District  Branch,  and  the 
executive  committee  was  authorized  to  serve 
as  a committee  on  arrangements  and  further 
authorized  to  make  definitive  commitments  on 
behalf  of  the  Fifth  District  Branch  for  1963 
and  1964  and  tentative  arrangements  covering 
the  next  three  years. 

In  accordance  with  this  action,  definite 
arrangements  have  been  concluded  for  a joint 
meeting  of  Fifth  and  Sixth  District  Branches  at 
Whiteface  Inn,  Lake  Placid,  September  12 
through  15,  1963,  and  at  the  Gideon  Putnam 
Hotel  at  Saratoga  Springs,  September  10 
thi'ough  13, 1964. 

Leo  E.  Gibson,  M.D.,  past-president  of  the 
Medical  Society  of  the  State  of  New  York, 
former  member  of  the  Council,  and  presently  a 
member  of  Board  of  Trustees  of  the  State 
Society,  spoke  as  to  the  objectives  and  organ- 
ization of  the  New  York  State  Association  of 
Professions  and  urged  individual  members  to 
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join,  suggesting  that  the  Fifth  District  Branch 
of  the  Medical  Society  of  the  State  of  New  York 
appoint  two  members  to  represent  our  organ- 
ization. On  motion  of  Dr.  Gaffney  this  matter 
was  referred  to  the  executive  committee  for 
consideration  and  action  if  considered  in  the 
best  interests  of  our  society. 

Per  the  usual  democratic  process  as  amended 
and  adapted  to  meet  the  peculiar  needs  and 
local  conditions  of  an  organization  such  as  a 
district  branch,  the  following  slate  of  officers 
was  drafted,  ignored,  and  elected,  before  any 
one  of  them  could  gain  recognition  from  the 
presiding  officer  and  explain  just  how  busy  he 
would  be  during  the  coming  year  and  that  he 
couldn’t  possibly  take  the  honor  so  graciously 
tendered.  Such  remarks  were  ruled  out  of 
order  as  irrelevant  and  not  germane  to  the 
action  of  the  society  inasmuch  as  the  term  of 
office  which  the  speaker  was  vainly  trying  to 
avoid  was  not  for  one  but  for  two  years. 

Officers  so  elected  were: 

President — William  L.  Don-,  M.D.,  Auburn 

First  Vice-President — Felix  Ottaviano,  M.D., 
Oneida 

Second  Vice-President — Marcus  S.  Richards, 
M.D.,Tully 

Secretary — William  R.  Carson,  M.D.,  Pots- 
dam 

Treasurer — Theodore  J.  Prowda,  M.D.,  Sher- 
rill 

Delegate — Arthm-F.  Gaffney,  M.D.,  Clinton 
Respectfully  submitted, 

William  R.  Carson,  M.D.,  Secretary 

Seventh  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Seventh  District  Branch  experienced  a 
resurgence  of  interest  and  participation  in  its 
annual  meeting  at  Grossinger’s,  Grossinger, 
September  20  through  23, 1963. 

A cancer  teaching  program  highlighted  the 
first  day,  with  all  speakers  from  the  Memorial 
Hospital  for  Cancer  and  AUied  Diseases,  New 
York  City,  as  follows: 

“Cancer  of  the  Breast,”  Arthur  I.  HoUeb, 
M.D.,  associate  medical  director;  “Cancer  of 
the  Ovary,”  Hugh  R.  Barber,  M.D.,  gynecology 
service.  Department  of  Surgery;  “Cancer  of 
the  Thyroid,”  Hollon  W.  Farr,  M.D.,  head  and 
neck  service.  Department  of  Surgery,  and 
“Cancer  Detection  Examination,”  Emerson 
Day,  M.D.,  director,  Strang  Prevention  Clinic, 
and  chah'man.  Department  of  Preventive 
Medicine. 

A program  on  “Professional  Conduct  In  and 
Out  of  the  Courtroom”  proved  of  great  interest 
to  all,  as  follows: 

“Practice,”  Milton  Helpern,  M.D.,  chief 
medical  examiner.  City  of  New  York;  “Ethics,” 
William  J.  McAuliffe,  Jr.,  Chicago,  dii-ector 
of  medical  ethics,  American  Medical  As- 
sociation; “Malpractice,”  Harold  Shapero, 
Esq.,  from  office  of  legal  counsel.  Medical 
Society  of  the  State  of  New  York. 


A delightful  social  hour  and  dinner  preceded 
remarks  from  President  Joseph  A.  Lane  of 
the  State  Society,  and  Mrs.  Herbert  J.  Ulrich, 
president  of  the  Woman’s  Auxiliary  to  the  State 
Society.  The  facilities  and  program  produced 
a record  turnout  of  200  to  participate  in  this 
enjoyable  and  stimulating  meeting. 

A number  of  other  matters  received  the 
attention  of  the  district  branch  organization, 
as  follows: 

1.  The  eighth  annual  joint  meeting  of  the 
Seventh  and  Eighth  District  Branches  was 
held  in  May  on  the  first  night  of  the  annual 
meeting  of  the  State  Society.  This  get-together 
with  other  upstate  colleagues  provides  an  excel- 
lent forum  to  discuss  issues  of  import  to  med- 
icine as  well  as  an  opportunity  to  know  each 
other. 

2.  The  Trussell  report  on  Blue  Shield  was 
discussed  by  the  advisory  council. 

3.  Progress  with  utilization  committees  was 
reported  to  the  entire  district. 

4.  A proposal  for  a stronger  regional  organ- 
ization was  presented,  looking  to  the  future 
problems  facing  the  medical  profession. 

5.  A precedent-breaking  meeting  was  held 
to  pass  on  a recommendation  concerning 
a local  institution’s  application  for  Hill-Burton 
funds.  This  was  an  instance  where  the  opinion 
of  the  medical  profession  concerning  planning 
for  health  facilities  was  of  paramount  im- 
portance. This  responsibility  will  require  in- 
creased participation  by  medicine  in  the 
planning  of  patient  care  facilities. 

Respectfully  submitted, 

Charles  M.  Smith,  M.D.,  President 

Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  year  1962  for  the  Eighth  District  Branch 
of  the  Medical  Society  of  the  State  of  New  York 
was  marked  by  the  57th  annual  scientific 
meeting  and  dinner,  two  dinner  meetings  of  the 
advisory  council  of  presidents  and  secretaries, 
and  other  auxiliary  agencies  of  the  branch,  and 
a joint  cocktail  hour  and  dinner  meeting  of  the 
Eighth  and  Seventh  District  Branches  held  in 
conjunction  with  the  1962  annual  meeting  of 
the  State  Medical  Society  in  New  York  City 
on  May  14, 1962. 

The  annual  midwinter  dinner  meeting  of 
Eighth  District  Branch  leaders  was  held  on 
February  1,  1962,  with  area  State  legislators  for 
the  pui'pose  of  exchanging  views  and  considering 
legislation  of  major  interest  to  medicine  pending 
or  hkely  to  be  introduced  in  the  session  of  the 
New  York  State  Legislature.  Approximately 
25  area  physicians  and  guests  were  in  attend- 
ance. Included  among  the  guests  were  Erie 
County  legislators  Vincent  P.  Arnone,  Frank  J. 
Caffrey,  Stephen  R.  Greco,  and  Julius  Volker. 
Genesee  County  Assemblyman  John  E.  Johnson 
was  also  present.  James  M.  Blake,  M.D., 
Schenectady,  chauman  of  the  State  Society 
Council  Committee  on  Legislation,  led  the 
discussion. 


1040  New  York  State  Journal  of  Medicine  / April  1, 1963 


1 Among  the  legislative  matters  discussed 
I were:  the  administration  of  the  Medical 

I Assistance  for  the  Aged  program  under  the 
terms  of  the  Metcalf-McCloskey  Act;  the 
j chiropractor  hcensing  bill;  the  contact  lens 
ophthalmic  dispensing  bill,  and  an  optometric 
! bill  requiring  Blue  Shield  Plans  to  pay  for 
j optometric  services  if  payment  for  same  services 
is  made  to  physicians. 

On  Monday  evening.  May  14,  1962,  the 
Eighth  District  joined  with  the  Seventh  District 
to  hold  their  tenth  joint  cocktail  party  and 
dinner  session  at  the  Statler  Hilton,  New  York 
City.  This  combined  meeting  created  a mem- 
orable scene  of  medical  men  from  every  county 
in  the  Seventh  and  Eighth  District  Branches 
gathered  together  in  the  same  spirit  of  fraternity 
in  science  and  medical  politics.  The  guests 
included  John  M.  Galbraith,  M.D.,  president 
of  the  State  Society;  Joseph  A.  Lane,  M.D., 
president-elect,  and  Henry  I.  Fineberg,  M.D., 
executive  vice-president.  The  discussion  of 
Western  New  York  medical  problems  was 
informal,  unhampered,  unrestrained,  and  un- 
inhibited. The  sociability  and  good  fellow- 
ship fills  one  with  pride  and  gratitude.  We 
look  forwai'd  to  our  next  regular  Western  New 
York  get-to-gether  of  doctors  attending  the 
State  Society  conclave. 

On  October  4,  1962,  the  57th  annual  meeting 
of  the  Eighth  District  Branch  was  held  at  the 
Bartlett  Country  Club,  Clean,  as  guests  of  the 
Cattaraugus  County  Medical  Society.  We 
were  received  by  people  with  a feeling  of  friend- 
ship and  a convivial  smile. 

The  curtain  to  the  day’s  events  was  raised 
with  the  traditional  noontime  luncheon  meeting 
of  the  advisory  council  of  presidents  and 
secretaries  and  members  of  the  other  auxiliary 
bodies  of  the  branch.  Mr.  Charles  J.  Sellers, 
Jr.,  president  of  Charles  J.  Sellers  & Co.,  Inc., 
administrators  of  the  disability  and  life  in- 
surance plans  of  the  branch,  outhned  new 
proposals  for  the  establishment  for  the  branch 
members  and  their  families  of  major  nurse  and 
hospital  expense  insurance  coverage  and  of 
the  establishment  of  large  sum  accidental 
death  and  dismemberment  insurance  coverage 
for  doctor  members  of  the  branch.  On  resolu- 
tion following  discussion,  the  proposals  were 
approved  in  principle  with  recommendation  that 
the  details  are  to  be  worked  out.  Branch 
President  F elsen  appointed  an  ad  hoc  committee 
of  Clarence  A.  Straubinger,  M.D.,  chairman; 
John  C.  Brady,  M.D.,  and  Wilfred  M.  Anna, 
M.D.,  to  inquire  into  the  proposals  and  report 
their  findings  and  recommendations  at  the 
annual  early-winter  dinner  meeting. 

The  afternoon  scientific  program  was  both 
exclusive  and  superior  in  its  educational  content 
and  consisted  of  a panel  discussion  on  “Better 
Understanding  of  Deafness:  Etiology,  Diag- 

nosis, and  Treatment.’’  The  panelists  were 
all  from  the  University  of  Buffalo  School  of 
Medicine,  Drs.  Irwin  A.  Ginsberg  and  Harold 
Brady  and  Elmo  Knight,  audiometrist. 

The  annual  business  meeting  was  witness  to 
changes  in  oflScers.  Myron  E.  Williams,  Jr., 


M.D.,  of  Batavia  tendered  his  resignation  as 
secretary  of  the  branch.  The  resignation  was 
received  “with  regret.”  John  T.  Donovan, 
Jr.,  M.D.,  of  Lockport,  treasurer  of  the  branch, 
was  advanced  to  secretary  and  Melvin  S. 
Martin,  M.D.,  of  Warsaw  was  elected  branch 
treasurer.  John  C.  Brady,  M.D.,  of  Buffalo, 
member  of  the  Council  Committee  on  Legisla- 
tion, addressed  the  business  meeting  on  “The 
Shape  of  Things  to  Come  in  Medical  Legislation 
at  the  1963  Session  of  the  State  Legislature.” 
John  D.  Naples,  M.D.,  Buffalo,  a member  of 
the  board  of  governors  of  Empire  Medical  Po- 
litical Action  Committee  (EMPAC)  and  pres- 
ident-elect of  the  branch,  spoke  on  “EMPAC — 
Let’s  Get  Behind  It  and  Make  It  Work  Ef- 
fectively.” Dr.  Naples  outhned  the  formation 
of  the  Erie  County  unit  of  EMPAC  and  urged 
the  physicians  present  to  get  into  practical 
politics  and  help  determine  and  shape  their 
future. 

At  the  evening  dinner  attended  by  about  150 
Society  and  Woman’s  Auxhiary  members, 
Joseph  A.  Lane,  M.D.,  of  Rochester,  president 
of  State  Medical  Society,  reviewed  the  Society’s 
legislation  program;  and  Mrs.  Herbert  J. 
Ulrich,  of  Buffalo,  president  of  the  Woman’s 
Auxihary  to  the  State  Medical  Society,  urged 
greater  participation  in  Auxiliary  activities. 

A vote  of  thanks  and  appreciation  was  given 
Kenneth  E.  Robinson,  M.D.,  of  Allegany, 
chaii’man  of  the  local  arrangements  committee, 
and  Mrs.  Ruth  Cash,  of  Glean,  in  charge  of  the 
Woman’s  Auxiliary  program,  for  the  hospitahty, 
cordiahty,  and  the  exceUent  program,  both 
scientific  and  social. 

The  annual  early-winter  dinner  meeting  of 
the  advisory  council  of  the  branch  was  held  on 
Thursday  evening,  December  6,  1962,  at  the 
Statler  Hilton,  Buffalo.  Twenty-two  branch 
leaders  attended  the  session.  An  invitation 
to  the  branch  from  Niagara  County  Medical 
Society  to  hold  its  next  annual  meeting  in 
Niagara  Falls  was  extended  by  John  T. 
Donovan,  Jr.,  M.D.,  Lockport,  on  behalf  of 
his  county  society.  It  was  voted  to  accept  the 
invitation  of  Niagara  County. 

The  ad  hoc  committee  appointed  at  the  annual 
meeting  reported  their  approval  of  the  group 
plan  of  large  sum  accidental  death  and  dis- 
memberment insurance  and  recommended  that 
Charles  J.  Sellers  & Co.,  Inc.  of  Buffalo  be 
named  administrators  of  the  plan.  The  rec- 
ommendations of  the  ad  hoc  committee  were 
unanimously  approved  by  the  advisory  council. 

The  meeting  was  addressed  by  three  speakers 
on  the  recently  enacted  “Self-employed  In- 
dividuals Tax  Retirement  Act  of  1962.”  The 
speakers  represented  firms  in  the  fields  of  public 
accounting,  banking,  and  insurance  consultants. 

The  annual  midwinter  dinner  meeting  of  the 
advisory  council,  legislation  committee  chair- 
men, and  other  elements  of  the  Eighth  District 
Branch  will  be  held  in  Buffalo  on  February  14, 
1963,  to  act  on  bills  pending  in  the  State 
Legislature  of  interest  or  concern  to  medicine. 
Western  New  York  members  of  the  State 
Legislatm’e  have  been  invited  to  this  meeting. 
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The  many  details  and  tasks,  both  great  and 
small,  which  meetings  such  as  these  entail  for 
success  and  orderliness  have  been  accom- 
plished by  the  loyal  efforts  of  our  late  executive 
officer,  Mr.  Harold  P.  Jarvis.  He  possessed 
the  necessary  knowledge,  virtues,  understand- 
ing, and  friendship  among  peoples  in  helping 
and  leading  om’  branch  to  reach  these  achieve- 
ments. As  he  has  gone  ahead  of  us  he  leaves 
an  empty  place  in  our  ranks  but  undeniably  a 
friendly  shade. 

Respectfully  submitted, 

Irwin  Felsen,  M.D.,  President 

Ninth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Ninth  District 
Branch  was  held  at  the  Statler  Hilton,  New  York 
City,  on  May  14,  1963,  with  Maxwell  Gosse, 
M.D.,  presiding.  Members  of  the  branch  were 
welcomed  to  the  Westchester  County  Medical 
Society  suite  by  John  N.  DlU,  M.D.  Invited 
guests  were  Henry  I.  Fineberg,  M.D.,  executive 
vice-president  of  the  State  Society;  J.  Stanley 
Kenney,  M.D.,  trustee,  and  William  Hammond, 
M.D.,  editor.  New  York  State  Journal  of 
Medicine. 

Minutes  of  the  last  meeting  held  at  Rochester 
in  May,  1961,  were  approved  as  published  in 
the  Journal  for  April  1,  1962.  No  officers 
were  to  be  elected  this  year,  but  a treasurer 
from  Dutchess  County  is  to  be  elected  in  1963. 

A letter  from  Group  Health  Insurance  Inc. 
to  the  president  of  the  branch  was  read,  in- 
viting our  branch  to  send  an  observer  to  their 
board  meetings,  continuing  the  practice  in 
effect  under  Reid  R.  Heffner,  M.D.,  who  was  an 
unofficial  observer.  The  president  was  em- 
powered to  fiU  this  vacancy  and  Frank  E. 
Ciancimino,  M.D.,  of  Nyack,  first  vice-pres- 
ident of  the  branch,  was  so  designated. 

Copy  of  a letter  was  received  from  the 
Council  of  Licensed  Physiotherapists  of  New 
York  State,  addressed  to  James  M.  Blake,  M.D., 
chairman  of  the  Council  Committee  on  Leg- 
islation, dated  October  26,  1961.  This  com- 
munication was  for  information  only  and 
required  no  action  by  the  branch. 

Also  read  was  a letter  from  Herman  E. 
Hilleboe,  M.D.,  Commissionerof  Health  for  New 
Y ork  State,  on  the  activities  of  the  State  Hospital 
Review  and  Planning  Council  with  the  report 


of  NormanS.  Moore,  M.D.,  chairman  of  the  Coun- 
cil, to  Governor  Rockefeller.  Waring  Willis, 
M.D.,  discussed  the  various  regional  councils  and 
especially  the  New  York  City  council,  including 
the  Long  Island  and  northern  metropohtan 
areas.  A new  program  has  been  drawn  up 
which  calls  for  a reorganization  of  the  present 
Hospital  Council  of  Greater  New  York.  Plan- 
ning and  review  will  cover  the  14  counties  in 
the  area,  to  be  called  the  Southern  New  York 
Regional  Hospital  Review  and  Planning  Coun- 
cil. The  Long  Island  and  Northern  Metro- 
politan Regional  Councils  wiU  continue  to 
formulate  recommendations  on  HiU-Bm’ton 
gi’ants  to  projects  within  their  own  regions. 

The  Ninth  District  Branch  expressed  its 
appreciation  to  Dr.  Hilleboe  for  the  very 
informative  synopsis  of  Dr.  Moore’s  report. 

The  chairman  of  the  Dutchess  County 
delegation,  Raymond  Koloski,  M.D.,  expressed 
the  adverse  opinion  of  the  Dutchess  County 
Medical  Society  to  automatic  membership  in 
the  A.M.A. 

The  branch  members  were  extremely  sorry 
to  hear  that  Earl  C.  Waterbury,  M.D.,  a former 
president,  was  incapacitated  and  in  the  hos- 
pital. Warmest  wishes  for  a speedy  recovery 
were  sent  by  personal  communication. 

The  branch  members  expressed  their  ap- 
preciation to  Westchester  County  Medical 
Society  for  entertaining  in  such  a gracious 
manner  and  to  Dr.  Fineberg  and  Dr.  Kenney 
for  their  interpretation  of  several  obscure 
points.  It  was  interesting  to  hear  that  with 
full  membership  in  our  societies  the  number  of 
New  York  State  delegates  to  the  A.M.A.  could 
rise  from  18  to  28. 

The  meeting  adjourned  at  6 : 30  p.m. 

According  to  the  Bylaws,  Chapter  HI, 
Section  1,  the  annual  meeting  of  the  Ninth 
District  Branch  shall  be  held  at  the  time  and 
place  of  the  annual  meeting  of  the  Medical 
Society  of  the  State  of  New  York,  and  the 
delegates  of  the  respective  coimty  societies  and 
officers  of  the  district  branch  shall  constitute 
the  governing  body,  and  a majority  of  the 
delegates  and  officers  must  be  present  to  con- 
stitute a quorum. 

This  year  the  meeting  wiU  be  in  the  presi- 
dential suite  at  the  Statler  Hilton,  as  guests  of 
the  Westchester  County  Medical  Society,  on 
Monday,  May  13,  at  5 : 00  p.m. 

Respectfully  submitted. 

Maxwell  Gosse,  M.D.,  President 
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Convention 


To  the  House  of  Delegates,  Gentlemen: 

1962  Convention.  The  committee  con- 
sisted of  the  following; 

Bernard  J.  Pisani,  M.D.,  Chairman 


New  York 

Merle  D.  Evans,  M.D Monroe 

George  J.  Lawrence,  Jr.,  M.D Queens 

Harold  W.  Mayberger,  M.D Nassau 

Frederick  A.  Wurzbach,  Jr.,  M.D Bronx 

Joseph  G.  Zimring,  M.D Nassau 

Charles  L.  Baldwin,  Adviser New  York 


The  convention  was  held  at  the  Statler  Hilton 
in  New  York  City,  May  14  through  18,  1962. 
Registration  figiu"es  are:  Physicians  3,384, 

guests  (includes  members  of  allied  professions, 
as  nurses,  dentists,  technicians,  medical  stu- 
dents, among  others)  1,057,  and  technical 
exhibitors  1,272,  for  a total  of  5,713. 

The  total  shows  a falling  off  in  attendance  as 
recorded  at  the  last  previous  meeting  in  New 
York  City,  in  May,  1960,  of  about  500. 

House  of  Delegates,  Frederick  A.  Wurzbach, 
Jr.,  M.D.,  Speakei — Fifty-eight  resolutions  were 
introduced  and  acted  on  in  the  House  of  Dele- 
gates, which  convened  from  Monday  through 
Thursday.  There  were  several  changes  made  in 
the  handling  of  registration  which  made  for  a 
smoother  meeting.  Among  these  was  the  Sun- 
day registration. 

The  name  of  the  Section  on  Physical  Medicine 
was  changed  to  Section  on  Physical  Medicine 
and  Rehabilitation. 

Scientific  Program,  Bernard  J.  Pisani,  M.D., 
Chairman — The  theme  of  the  1962  meeting  was 
“Medical  Centers  on  Parade.”  This  carried  out 
the  plan  in  which  each  medical  center  in  the 
State  was  allotted  time  in  the  General  Sessions 
to  present  a program  arranged  and  given  by  the 
staffs  of  the  individual  center.  The  deans  of  all 
the  medical  schools  had  been  approached  and 
indicated  their  willingness  to  join  in  the  project 
and  in  some  instances  participated  themselves. 

The  Section  on  Urology  and  the  Section  on 
Pediatrics  combined  for  a well-attended  and 
interesting  meeting  on  Friday.  The  Section  on 
Pediatrics  also  presented  its  own  program  on  the 
previous  Tuesday.  The  Section  on  General 
Practice  had  a combined  meeting  with  the 
Section  on  Physical  Medicine. 

We  find  that  combined  section  meetings  are 
profitable  from  the  standpoint  of  attendance  and 
interest  to  the  doctors.  This  is  encouraged 
wherever  possible. 

The  following  is  the  attendance  at  scientific 
meetings: 

General  Sessions 


Monday 35 

Tuesday 50 

Wednesday 83 

Thursday 130 

Friday 42 

Sections 

Allergy 120 


Anesthesiology 82 

Chest  Diseases 85 

Dermatology  and  Syphilology 108 

Gastroenterology  and  Proctology 45 

General  Practice 56 

Industrial  Medicine  and  Surgery 90 

Legal  Medicine 68 

Medicine 165 

Neurology  and  Psychiatry 60 

Obstetrics  and  Gynecology 36 

Ophthalmology 45 

Orthopedic  Surgery 100 

Otolaryngology 50 

Pathology,  Clinical  Pathology,  and 

Blood  Banking 50 

Pediatrics 50 

Physical  Medicine 56 

Preventive  Medicine  and  Public  Health  25 

Radiology 15 

Space  Medicine 100 

Surgery 40 

Urology  (joint  with  Pediatrics) 150 

Session 

History  of  Medicine 20 


Scientific  Exhibits,  William  L.  Watson,  M.D., 
Chairman — There  were  50  exhibits  well  dis- 
played on  the  mezzanine  in  one  area  and  well 
received  by  the  viewers.  A survey  had  been 
made  to  determine  whether  or  not  the  scientific 
exhibitors  would  need  built-in  backdrops  to 
support  their  exhibits.  When  we  found  that 
almost  aU  the  exhibits  were  self-supporting,  we 
eUminated  the  plywood  backwalls  and  used 
gold-colored  fabric  as  draperies.  This  innova- 
tion made  for  a very  attractive  exhibit  area  and 
proved  to  be  more  economical.  The  exhibits 
chosen  for  awards  by  the  Scientific  Awards 
Committee  were  reported  to  the  House  by 
Thurman  B.  Givan,  M.D.,  chairman  of  the 
Scientific  Exhibits  Awards  Subcommittee  (see 
New  York  State  Journal  of  Medicine, 
September  1,  1962,  Part  II,  Minutes  of  the 
House  of  Delegates,  Section  190,  page  121). 

At  the  convention,  temporary  awards  were 
affixed  to  each  award-winning  exhibit  by  the 
president  of  the  State  Society  and  the  chairman 
of  the  Scientific  Exhibits  Subcommittee.  Cer- 
tificates were  sent  later  to  the  award  winners, 
who  expressed  appreciation. 

Scientific  Motion  Pictures,  William  J. 
Sullivan,  M.D.,  Chairman — There  were  33  films 
shown  during  the  week.  A motion  picture  thea- 
tre had  been  set  up  in  the  scientific  exhibit  area 
and  was  well  attended.  There  were  several  pre- 
miere films  and  several  films  narrated  or  dis- 
cussed by  their  authors.  The  chairman  ex- 
pressed his  pleasure  at  the  response  of  members 
and  guests  to  the  quality  of  the  program. 

Technical  Exhibits,  William  B.  Rawls,  M.D., 
Chairman — Mr.  Baldwin  reported  140  technical 
exhibits.  These  were  attractive  and  well  dis- 
played. However,  the  technical  exhibitors  were 
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disappointed  in  the  attendance  at  the  exhibit. 
This  could  make  it  difficult  to  sell  space  for  the 
1963  convention. 

Banquet,  Samuel  Wagreich,  M.D.,  Chairman — 
The  1962  Dinner  Dance  was  held  on  Wednesday 
evening,  May  14,  in  the  Terrace  Ballroom  of  the 
Statler  Hilton,  preceded  by  a reception.  There 
were  435  people  who  attended.  The  meal  was 
excellent,  as  was  Ben  Cutler’s  band.  The  guest 
of  honor,  the  Honorable  Thomas  B.  Curtis, 
congressman  from  Missouri,  made  an  inspiring 
address. 

Guest  Reception,  Sol  Axelrad,  M.D.,  Chair- 
man— The  members  of  the  Guest  Reception 
Subcommittee  acted  as  hosts  to  guests  of  the 
State  Society.  A hospitality  room  was  made 
available  to  the  subcommittee,  where  they 
could  meet  and  greet  guests  and  have  coffee 
served.  The  hospitality  room  was  used  also  by 
various  panels  on  the  scientific  programs,  where 
they  met  before  the  meetings  to  go  over  their 
presentations.  This  is  a valuable  asset  to  the 
speakers  from  the  standpoint  of  public  relations 
and  smooth  running  of  the  meeting. 

Woman’s  Auxiliary — The  Woman’s  Auxiliary 
had  its  meeting  concurrently  with  that  of  the 
State  Society.  A hostess  committee  helped  take 
care  of  our  out-of-State  guests  in  the  hospitality 
room.  Another  group  of  Woman’s  Auxiliary 
members  helped  take  attendance  and  direct 
people  to  the  scientific  meetings.  We  are  grate- 
ful for  their  assistance. 

Miscellaneous — After  the  meeting,  cards  were 
sent  to  all  members  of  the  subcommittees  of  the 
convention  committee,  to  all  Woman’s  Auxiliary 
members  who  assisted  us  at  the  convention,  and 
to  all  participants  in  the  scientific  program  and 
exhibits,  and  others. 


The  chairman  extends  thanks  to  all  of  the 
members  of  the  Convention  Committee  and  its 
Subcommittees  on  Dinner,  Guest  Reception, 
Scientific  Motion  Pictures,  Scientific  Exhibit 
Awards,  Scientific  Exhibits,  Technical  Exhibits, 
and  Scientific  Program.  He  wishes  to  thank  the 
members  of  the  staff  who  worked  so  diligently  in 
the  preparation  of  aU  convention  activities  and 
during  the  convention,  especially  Mr.  Charles  L. 
Baldwin  and  Miss  MoUie  Pesikoff. 

Sincere  appreciation  is  extended  to  Alfred  P. 
Ingegno,  M.D.,  who,  since  1949,  has  been  the 
devoted  chairman  of  the  scientific  program 
committee  and  the  chairman  of  the  General 
Sessions.  Dr.  Ingegno  has  completed  with  dis- 
tinction his  long  and  tireless  labors  to  bring  to 
the  State  Society  meetings  the  high  standards 
which  are  now  a part  of  the  scientific  program. 

1963  Convention.  The  committee  consists 
of  the  following: 

Bernard  J.  Pisani,  M.D.,  Chairman 

New  York 

Philip  M.  Standish,  M.D Ontario 

Joseph  G.  Zimring,  M.D Nassau 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  ex  officio 

Bronx 

E.  Dean  Babbage,  M.D.,  ex  officio Erie 

Charles  L.  Baldwin,  Adviser New  York 

At  this  time  the  subcommittees  have  held 
meetings,  and  plans  are  well  implemented  for  the 
1963  Convention,  to  be  held  during  the  week  of 
May  13  to  17,  at  the  Statler  Hilton  in  New  York 
City.  The  Scientific  Program  Subcommittee 
again  urged  the  sections  to  combine  for  joint 
meetings  where  feasible. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 
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Publication 


To  the  House  of  Delegates,  Gentlemen: 

The  Publication  Committee  for  1962-1963 
consists  of  the  following  members: 

Alfred  P.  Ingegno,  M.D.,  Chairman. . . Kings 


Albert  H.  Douglas,  M.D Queens 

Edward  C.  Hughes,  M.D Onondaga 

Morris  R.  Keen,  M.D Suffolk 

Granville  W.  Larimore,  M.D Albany 


William  Hammond,  M.D.,  Editor 

I Westchester 

j Maurice  J.  Dattelbaum,  M.D.,  Adviser 

Kings 

j Henry  I.  Fineberg,  M.D.,  Adviser.  . . Queens 

i During  1962  the  Publication  Committee  met 
I seven  times,  in  January,  March,  April,  June, 
September,  November,  and  December,  to  act  in 
I its  capacity  as  the  responsible  committee  for  two 
major  State  Society  publications,  the  New 
York  State  Journal  of  Medicine  and  the 
Medical  Directory  of  New  York  State. 

A new  table  of  organization  for  the  head- 
quarters staff  was  proposed  by  Henry  I.  Fine- 
i berg,  M.D.,  executive  vice-president,  and 
approved  by  the  Council  at  its  September  meet- 
ing. This  establishes  a Division  of  Scientific 
Publications,  with  William  Hammond,  M.D.,  as 
director,  under  which  the  New  York  State 
Journal  of  Medicine  is  placed,  and  a Business 
Division,  under  which  the  Directory  and  Adver- 
tising and  Sales  become  two  departments  of  this 
division. 

Your  committee  has  been  active  this  year  in 
supervising  the  New  York  State  Journal  of 
Medicine  and  the  1963  edition  of  the  Medical 
Directory  of  New  York  State.  As  chairman  of  the 
Directory  subcommittee.  Dr.  Fineberg  has 
assumed  most  of  the  responsibility  for  the  re- 
visions and  improvements  in  the  Directory. 

We  note  with  sadness  the  death  in  November 
1 of  John  J.  Masterson,  M.D.,  former  chairman  of 
the  Publication  Committee,  whose  interest  and 
affection  for  the  Journal  extended  over  many 
years.  We  also  note  the  death  of  two  former 
editorial  contributors,  Armitage  Whitman, 
M.D.,  and  Fenwick  Beekman,  M.D.,  and  of  a 
member  of  the  editorial  staff,  Miss  Anne-Marie 
Fanshaw. 

New  York  State  Journal  of  Medicine 

Last  year  the  House  of  Delegates  adopted  the 
recommendations  of  the  reference  committee 
(1)  that  the  New  York  State  Journal  of 
Medicine  be  continued  in  its  present  form;  (2) 
that  the  State  Society  continue  to  publish  the 
Journal  according  to  the  present  program,  and 
(3)  that  the  recent  improvements  in  the  quality 
of  the  Journal  be  continued  and  developed. 
Accordingly,  your  committee  has  worked  con- 
stantly to  follow  these  directives. 

We  are  proud  to  report  that  the  Journal 
was  honored  in  October  by  receiving  a national 
award  for  distinguished  service  in  medical 
journalism  in  the  state  medical  journal  classifica- 


tion. This  award,  presented  by  the  American 
Medical  Writers’  Association  at  its  national 
convention,  cited  the  Journal  for  accuracy, 
clarity,  conciseness,  and  newness  of  information; 
for  excellence  of  design,  printing,  and  illustra- 
tions, and  for  distinguished  service  to  the  medi- 
cal profession.  The  citation  stated,  in  part: 
“The  New  York  State  Journal  of  Medicine  . . . 
presents  a wealth  of  diversified  material.  Pro- 
fessional articles  and  items  of  local  and  general 
interest  are  timely,  succinct,  and  easily  read. 
The  general  format  meets  the  popular  standards 
of  an  excellent  medical  publication.”  The 
award  was  voted  by  a national  committee  of 
five  who  examined  34  medical  journals  before 
making  its  decision. 

We  are  also  pleased  to  report  that  the  re- 
styling of  the  Journal  typography  and  design 
met  with  unanimous  and  enthusiastic  approval; 
many  letters  complimenting  the  “new  look” 
were  received. 

Further  honors  came  to  us  when  William 
Hammond,  M.D.,  editor,  was  elected  president- 
elect of  the  Metropolitan  New  York  Chapter  of 
the  American  Medical  Writers’  Association; 
Miss  Elizabeth  C.  Smith,  manuscript  editor, 
was  elected  to  the  executive  committee  of  the 
chapter,  and  Miss  Alvina  Rich  Lewis,  managing 
editor,  was  elected  secretary-treasurer  of  the 
national  American  Medical  Writers’  Associ- 
ation. 

In  an  effort  to  tighten  budgetary  allotments 
it  was  decided  to  postpone  for  the  present  imple- 
mentation of  the  plan  to  create  an  editorial 
hoard  of  six,  as  outlined  in  the  proposed  re- 
organization plan  approved  last  year. 

Your  chairman  and  members  of  the  committee 
have  been  impressed  with  the  interest  shown  in 
the  Journal  by  readers  from  all  corners  of  the 
world,  and  we  believe  firmly  that  this  past  year 
has  seen  a continuing  improvement  in  quality, 
appearance,  and  acceptance.  We  believe  that 
the  Journal  is  the  most  important  tangible 
return  to  our  Society  membership  for  the  dues 
payments  and  we  pledge  ourselves  to  ever 
higher  standards. 

Following  are  the  individual  reports  of  the 
editor  and  the  advertising  and  sales  director. 

Editor’s  Annual  Report — 1962.  Beginning 
with  volume  62,  number  1,  January  1,  1962,  the 
Journal  appeared  in  its  new  format  (headline 
type  in  news  gothic  and  body  type  in  century 
schoolbook)  and  came  out  regularly  on  a semi- 
monthly basis  to  the  number  of  24  issues  plus 
part  II  of  the  September  1 issue  concerned  with 
the  minutes  of  the  House  of  Delegates.  The 
total  number  of  pages  including  covers  was 
4,264,  of  which  1,012  were  advertising  pages 
including  covers  and  3,252  were  text  pages. 
During  the  year  752  manuscripts  were  sub- 
mitted; 331  were  published  including  162 
scientific  articles,  19  clinicopathologic  confer- 
ences, 9 nutrition  excerpts,  15  anesthesia  con- 
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ferences,  23  poison  control  reports,  54  case  re- 
ports, 29  special  articles,  and  75  editorials,  141 
book  reviews,  and  25  letters  to  the  editor. 

Material  published  throughout  the  year  has 
maintained  an  increasingly  higher  standard  as 
evinced  by  the  increasing  number  of  requests  for 
reprints  and  for  permission  to  quote  by  other 
journals.  In  one  of  the  digest  magazines  the 
Journal  was  tied  with  the  Journal  of  the  Ameri- 
can Medical  Association  for  the  number  of  times 
material  was  used  in  this  publication.  It  is 
gratifying  also  to  note  the  increasing  references 
to  the  Journal  and  the  material  printed  in  it  by 
the  New  York  daily  newspapers  and  those  up- 
state, particularly  in  Albany  and  Buffalo. 

One  of  our  most  important  accomplishments 
this  year  was  the  publication  of  the  excellent 
digest  of  Judge  Conway’s  decision  regarding  the 
use  of  x-ray  by  chiropractors.  This  digest  was 
very  ahly  done  by  Mr.  J.  Richard  Burns  of  our 
legal  counsel.  Reprints  of  this  resume  were 
widely  distributed  among  the  legislators  in 
Albany.  Another  important  accomplishment 
was  the  publication  simultaneously  with  the 
New  York  Academy  of  Medicine  of  the  results 
of  a definitive  study  made  by  a committee  from 
the  Academy  and  the  Bar  Association  on 
“Medicine  and  the  Law.”  This  also  had  wide 
dispersal  among  the  legislators. 

This  year  saw  also  the  first  presentation  of  the 
Laurance  D.  Redway  Award  for  Medical  Writ- 
ing, a gold  medal  and  an  honorarium  of  five 
hundred  dollars.  This  was  awarded  to  Jerome 
A.  Urban,  M.D.,  of  Memorial  Hospital,  for  a 
three-part  article  in  the  Recent  Advances  in 
Medicine  and  Surgery  series  on  the  treatment  of 
carcinoma  of  the  breast.  We  were  fortunate  in 
having  Mrs.  Laurance  D.  Redway  at  the  annual 
meeting  to  award  this  first  medal  in  honor  of  her 
late  husband. 

The  Editor  made  a week’s  trip  to  the  upstate 
medical  schools  and  had  pleasant  and  fruitful 
contact  with  the  deans  and  members  of  the 
faculty  of  the  schools.  One  of  the  aims  of  the 
Publication  Committee  is  to  develop  a close 
rapprochement  between  the  medical  schools  and 
the  Journal  and  the  Editor  feels  that  these  con- 
tacts which  he  has  made  upstate  and  others  in 
the  metropolitan  area  will  be  of  great  help  to  the 
Journal. 

Following  the  annual  meeting  of  the  Society 
in  May,  the  Journal  held  a Medical  Communi- 
cations Day  in  association  with  the  Metropolitan 
New  York  Chapter  of  the  American  Medical 
Writers’  Association.  The  Editor  had  the 
honor  to  chair  the  morning  session  of  this  meet- 
ing. There  was  a luncheon  session,  chaired  by 
the  Publication  Committee  chairman,  which  was 
addressed  by  Morris  Fishbein,  M.D.,  and  an 
afternoon  session  and  reception.  Discussion  at 
the  meeting,  which  had  an  attendance  of  about 
150,  ranged  over  the  whole  field  of  communica- 
tions, including  radio  and  television,  standard- 
ization of  nomenclature,  and  the  use  of  com- 
puters and  other  electronic  devices  for  storage 
and  retrieval.  The  substance  of  this  meeting 
was  important  enough  to  be  recorded  and  wiU 
be  presented  in  the  Journal  in  due  course. 


The  important  series  on  Current  Concepts  in 
Diabetes  Mellitus  was  concluded  this  year  and 
has  appeared  in  book  form,  having  been  pub- 
lished by  Blakiston  Division  of  McGraw-Hill. 
We  were  greatly  honored  by  the  New  York 
Diabetes  Society  by  being  chosen  to  publish 
these  excellent  articles  and  the  Journal  of 
course  gets  full  credit  for  this  in  the  bound 
volume. 

Another  interesting  series  started  this  year, 
the  Correlation  Conferences  in  Radiology  and 
Pathology,  coming  alternately  from  these  de- 
partments at  the  Upstate  Medical  Center  in 
Syracuse  and  St.  Luke’s  Hospital  in  New  York 
City.  The  aim  of  this  series  is  to  bring  together 
the  shadow  and  substance  in  such  a way  as  to 
stimulate  the  reader  to  apply  the  thinking  of 
these  two  disciplines  in  his  daily  work. 

An  important  addition  to  the  Journal  this 
past  year  has  been  the  column  “BiUsbord” 
written  by  William  R.  Carson,  M.D.,  of  Pots- 
dam. We  are  fortunate  in  having  here  a veri- 
table medical  Will  Rogers  whose  material  is  not 
only  rib  tickling  but  profound.  Others  have 
found  it  so.  Already  journals  of  national  circu- 
lation have  tried  to  entice  him  into  their  fold. 
Dr.  Carson,  a true  native  son,  continues  to 
write  exclusively  for  the  Journal  to  the  enjoy- 
ment of  us  all. 

In  October,  the  Journal  received  an  award 
from  the  American  Medical  Writers’  Association 
at  its  annual  meeting  in  Washington,  D.C.,  for 
the  best  state  journal.  Awards  were  also  given 
in  other  categories  to  the  New  England  Journal 
of  Medicine  and  the  Archives  of  Internal  Medi- 
cine. At  this  meeting  the  Editor  and  Managing 
Editor  took  part  in  a panel  discussion  on  the 
role  of  authors  and  editors.  This  panel  was 
moderated  by  Amos  R.  Koontz,  M.D.,  associate 
professor  of  surgery  at  Johns  Hopkins,  and  on 
the  panel  in  addition  to  the  Journal’s  repre- 
sentatives were  Colonel  John  B.  Coates,  Jr., 
director  of  the  Historical  Unit  of  the  United 
States  Army;  Joseph  Garland,  M.D.,  editor  of 
the  New  England  Journal  of  Medicine;  John 
Madden,  M.D.,  director  of  surgery,  St.  Clare’s 
Hospital,  and  Wallace  Yater,  M.D.,  editor  of 
the  Medical  Annals  of  the  District  of  Columbia. 
At  this  meeting  Miss  Lewis  was  elected  secre- 
tary-treasurer of  A.M.W.A.  and  subsequently 
the  Editor  was  elected  to  the  board  of  directors. 

In  November,  the  annual  dinner  for  the  asso- 
ciate editors  and  series  editors  of  the  Journal 
was  held  at  the  Canadian  Club  in  New  York 
City.  The  annual  diimer  is  the  only  recompense 
that  we  give  to  this  group  of  loyal  and  devoted 
people  who  lend  so  much  authority  to  editorial 
decisions.  The  speaker  at  this  dinner  was 
Milton  Helpem,  M.D.,  chief  medical  examiner 
of  the  City  of  New  York.  His  remarks  on  the 
interesting  facets  of  his  responsibility  made  this 
social  evening  one  to  be  remembered. 

The  editorial  staff  suffered  two  depletions  this 
year.  Mrs.  Sully  Bogardus,  our  research  assist- 
ant who  has  done  such  a fine  job  on  the  ab- 
stracts, took  a maternity  leave  but  she  is  still 
able  to  carry  on  with  the  abstracts  on  a free- 
lance basis.  We  were  all  shocked  toward  the 
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end  of  the  year  by  the  sudden  death  of  Miss 
Anne-Marie  Fanshaw,  a most  valued  member 
of  the  staff.  Her  particular  responsibility  was 
the  medical  news  section  of  the  Journal,  but 
her  ability  was  such  that  she  could  and  did 
handle  any  position  in  the  organization.  We 
miss  her  sorely,  not  only  for  the  competence  of 
her  work  but  for  the  beauty  of  her  character. 

The  Editor  wishes  to  thank  the  chairman  and 
the  members  of  the  Publication  Committee  for 
the  excellent  support  they  have  given.  Few 
people  appreciate  the  amount  of  time  these  men 
give  to  the  affairs  of  the  Journal.  Their 
counsel  is  invaluable  and  it  has  been  a great 
privilege  to  work  with  them. 

It  would  appear  that  the  Journal  is  emerging 
as  a national  journal  of  increasing  power  and 
distinction.  Based  on  its  solid  background  and 
tremendous  potential  it  could  not  be  otherwise. 
We  pledge  you  the  finest  journal  we  can  make. 
If  the  Journal  were  to  have  a slogan  on  its 
masthead  it  would  be  this,  “Dedicated  to  the 
progress  of  medicine  through  the  continuing 
education  of  the  physician.” 

The  strength  of  the  editorial  function  of  the 
Journal  may  be  attributed  to  a considerable 
extent  to  the  efficiency  of  its  staff.  Under  the 
close  direction  of  Miss  Alvina  Rich  Lewis, 
managing  editor,  the  members  produce  a volume 
of  careful  work  out  of  proportion  to  their  num- 
bers. Deep  appreciation  for  this  goes  to:  Miss 
Elizabeth  C.  Smith,  manuscript  editor;  Miss 
Nele  Lape,  Mrs.  Joan  V.  Hughes,  and  Mrs. 
Jane  F.  Jackson,  copy  editors;  Miss  Frances  E. 
Casey,  proofreader;  and  Mrs.  Olga  T.  Mielke, 
secretary. 

We  are  also  most  appreciative  of  the  excellent 
cooperation  we  receive  from  our  printer,  the 
Mack  Printing  Company  of  Easton,  Pennsyl- 
vania. 

{Prepared  by  William  Hammond,  M.D.,  edi- 
tor) 

Advertising  and  Circulation — 1962 
Annual  Report.  The  total  gross  advertising 
revenue  for  1962  was  $282,176.75.  This  was  a 
decrease  from  the  previous  year,  when 
$325,373.95  was  the  gross  advertising  sales.  We 
are  making  certain  recommendations  to  Dr. 
Fineberg  which  should  cut  down  on  Journal 
costs  during  this  difficult  period. 

During  1962  advertising  budgets  were  in  poor 
condition  due  to  the  continuing  pressure  of  the 
Kefauver  investigation  and  because  the  drug 
companies,  our  largest  advertisers,  feared  the 
Administration’s  effort  to  impose  firm  regula- 
tions on  all  their  activities. 

Although  advertising  controls  will  probably 
not  be  so  strict  as  envisioned,  what  hurt  the 
pharmaceutical  industry  most  was  its  realization 
that  new  drugs  would  have  to  undergo  the  long 
and  ardent  scrutiny  of  the  Food  and  Drug 
Administration,  thus  slowing  up  the  marketing 
of  such  new  drugs  to  the  medical  profession  and, 
ultimately,  to  the  public.  With  a dearth  of  new 
products,  advertising  schedules  were  cut  during 
1962  and  may  continue  to  be  during  1963. 

Fewer  new  drugs  were  marketed  in  1962  than 


in  any  recent  year  despite  drug  industry  re- 
search expenditures  of  270  million  dollars.  The 
Pharmaceutical  Manufacturers  Association  re- 
ported that  only  about  30  important  new  drugs 
were  made  available  to  the  public  last  year — 
down  from  41  in  1961,  45  in  1960,  and  63  in 
1959.  More  than  a hundred  new  drugs  are 
now  awmting  clearance  by  the  Food  and  Drug 
Administration. 

The  final  form  of  the  drug  bill  was  not  avail- 
able at  the  end  of  1962  but  was  promised  for 
sometime  in  January,  1963. 

At  the  request  of  the  Pharmaceutical  Adver- 
tising Club  of  New  York,  journals  were  asked  to 
fit  themselves  into  four  standard  sizes.  The 
Publication  Committee  of  the  Journal  ap- 
proved a slight  increase  in  the  publication’s 
size.  It  was  felt  that  as  a result  more  inserts 
would  be  used  by  Journal  advertisers. 

The  Key  Medical  Market  brochure  was  pub- 
lished and  sent  out  to  advertisers  and  prospects. 
There  have  been  many  requests  for  this  brochure 
which  is  a valuable  promotion  piece  for  the 
Journal  as  weU  as  a good  boost  for  the  Direc- 
tory and  Annual  Convention. 

As  a result  of  the  circulation  campaign  during 
1962  we  have  acquired  478  new  paid  subscrip- 
tions; 599  paid  subscriptions  were  renewed  dur- 
ing the  year  which  gives  us  a current  paid  sub- 
scription list  of  1,077. 

The  Journal’s  Director  of  Advertising  and 
Sales  was  re-elected  secretary  of  the  national 
Association  of  Medical  and  Allied  Pubhcations 
for  1962-1963.  At  the  same  time  his  title  at  the 
Medical  Society  was  changed  to  Director  of 
Advertising  and  Sales. 

Thanks  go  to  Miss  Camille  M.  Marra  for  her 
continuing  excellent  work  as  administrative 
secretary  in  the  Journal  Advertising  Depart- 
ment. 

Mr.  Robert  W.  Miller  finished  his  first  full 
year  as  advertising  production  manager,  doing 
well  at  the  job  and  solving  the  intricacies  of  a 
newly  devised  index  of  advertised  products 
which  lists  the  products  according  to  usage. 

Mrs.  Beth  Culhane  has  kept  Journal  billing 
records  and  worked  with  Mr.  Norman  Bloom- 
field on  paid  circulation  and  Directory  mailings. 
Mr.  Bloomfield  edited  and  compiled  the  Key 
Medical  Market  and  has  worked  on  circulation. 
It  should  be  pointed  out  here  that  the  total 
Journal  circulation  figures  are  now  correct  for 
the  first  time. 

Mr.  Joseph  A.  MuUaney  continues  to  cover  the 
midwest  and  upstate  New  York  for  Journal 
advertising  sales. 

In  conclusion  it  should  be  mentioned  that 
among  other  items  in  the  citation  to  the  New 
York  State  Journal  of  Medicine  from  the 
American  Medical  Writers’  Association,  the 
Journal’s  advertising  was  included. 

{Prepared  by  Charles  L.  Baldwin,  advertising 
and  sales  director) 

Medical  Directory  of  New  York  State 

Since  our  last  report  to  the  House  of  Dele- 
gates, much  work  has  been  completed  in 
preparation  for  the  1963  edition  of  the  Medical 
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Directory  of  New  York  State.  With  Dr.  Fineberg 
as  chairman  of  the  Directory  subcommittee, 
your  committee  approved  a number  of  recom- 
mendations for  changes  and  deletions  of  mate- 
rial, in  an  attempt  to  “streamline”  the  1963 
edition.  We  decided  to  use  a soft  cover,  thereby 
saving  several  thousand  dollars,  to  omit  a num- 
ber of  minor  medical  organizations,  record  of 
internships,  and  other  details,  to  include  hos- 
pitals accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals,  thereby  including 
private  hospitals  with  accreditation.  Much  of 
the  State  Society  information,  which  soon  be- 
comes out  of  date,  is  being  omitted  also.  We 
hope  the  “streamlined”  Directory  will  prove  to 
be  more  practical  in  its  usefulness  to  the  mem- 
bership. 

Following  are  reports  from  the  Directory  edi- 
torial supervisor  and  the  advertising  and  sales 
director. 

Directory  Editorial.  The  early  part  of 
1962,  the  Directory  cards  were  sent  to  all 
physicians — more  than  32,000 — in  the  active 
files.  The  cards  were  dated  as  they  were  re- 
turned and  put  in  order  as  to  previous  locations 
and  alphabetically  by  physician’s  name.  Much 
research  was  involved  in  procuring  current 
addresses  for  physicians  whose  mail  was  re- 
turned by  the  post  oflice  with  the  address 
marked  “unknown.” 

The  biographical  copy  then  was  started.  All 
of  this  copy  was  checked  as  to  accuracy.  Imme- 
diately the  individual  media  cards  were  compared 
or  made  for  all  claims  for  American  Boards, 
American  Colleges,  Qualified  Psychiatrists  (a 
total  of  35  such  societies),  as  well  as  hospital 
appointments,  and  so  forth,  which  must  be 
verified  before  publication. 

The  new  staff  lists  were  procured  from  the  389 
hospitals  throughout  the  State  for  which  staff 
appointments  are  listed  in  the  physicians’  indi- 
vidual biographical  listing.  These  were  edited, 
typed,  and  proofread  before  being  sent  to  the 
printer  for  the  hospital  section  of  the  Directory. 

The  media  cards  were  sorted  and  compared 
with  the  lists  received  from  the  American 
Boards,  American  Colleges,  hospitals,  and  so 
forth.  Verification  sheets  were  made  for  further 
checking  with  medical  organizations  and  hos- 
pitals when  there  were  discrepancies  between 
the  physicians’  claims  and  the  individual  lists  of 
the  various  organizations.  The  media  cards 
then  are  changed  according  to  the  information 
returned  on  the  verification  sheets.  Then  the 
media  cards  are  arranged  as  to  location  and 
corrections  are  transferred  to  the  biographical 
copy. 

The  new  and  old  biographical  cards  were  com- 
pared as  to  certain  necessary  information  to 
determine  changes  or  corrections  for  other 
records  and  to  transfer  some  items.  The  new 
cards  replaced  the  old  cards  if  there  was  no 
change  involving  other  files.  When  there  was 
a change  of  name  or  address,  a card  was  made 
showing  the  change  so  that  all  necessary  records 
could  be  adjusted. 

These  changes  or  corrections  were  made  in 
the  alphabetic  file  and  the  copy  for  the  alpha- 


betic list  was  prepared  for  the  printer. 

The  membership  media  cards  were  compared 
with  the  membership  records  to  determine 
designation  of  the  star  which  is  now  the  Direc- 
tory indication  of  membership  in  the  American 
Medical  Association  as  well  as  membership  in 
the  Medical  Society  of  the  State  of  New  York. 
These  cards  are  sorted  then  and  compared  with 
the  physician’s  biographical  card,  inserting 
stars  when  necessary,  or  removing  stars  if  no 
longer  a member. 

After  the  Publication  Committee  approved 
the  recommendations  for  revisions  and  improve- 
ments for  the  1963  Directory  made  by  Dr.  Fine- 
berg, chairman  of  the  Directory  subcommittee, 
many  medical  societies  were  removed  from  the 
biographical  listings. 

By  July  1,  1962,  which  was  the  deadline  for 
accepting  material  for  the  1963  Directory,  we  had 
a total  of  27  private  hospitals  accredited  by  the 
Joint  Commission  on  Accreditation  of  Hospitals. 
For  the  first  time,  these  are  being  included  in 
the  biographical  and  hospital  sections  of  the 
Directory. 

As  the  lists  of  newly  licensed  physicians  were 
received  from  the  University  of  the  State  of 
New  York,  Albany,  Directory  cards  were  sent  to 
all  physicians  who  were  not  already  in  our  files. 
These  were  processed  when  returned. 

The  cards  for  deceased  physicians  were  re- 
moved from  the  active  files  and  transferred 
twice  a month  to  the  Jour'nal  for  publication. 
Other  departments  concerned  were  so  notified. 

Improved  methods  for  compiling  and  publish- 
ing the  Directory,  following  the  1963  edition,  are 
being  investigated  and  studied.  These  include 
the  possibility  of  maintaining  Directory  records 
on  a form  of  magnetic  tape.  It  is  hoped  that 
these  methods  may  prove  more  accurate  and 
less  expensive,  as  well  as  faster  than  the  present 
method  whereby  all  information  and  changes  in 
data  are  processed  by  hand. 

We  are  continuing  to  ship  membership  copies 
of  the  1961  edition  of  the  Directory  to  new 
members  and  life  members  of  the  Society.  In 
1962,  a total  of  . 1,227  membership  copies  of  the 
1961  Directory  were  shipped  from  the  Society 
office — 1,127  to  new  members  and  100  to  life 
members. 

The  Directory  compilation  is  a cooperative 
enterprise  which  must  have  the  full  support  and 
competent  assistance  of  those  directing  the 
various  procedures.  Special  tribute  must  be 
paid  to  Mrs.  Evelyn  DeMarco,  Mrs.  Florence 
Gallagher,  and  Mr.  Jack  O’Brien  for  the  re- 
sponsibility which  they  so  ably  carried. 

{Prepared  by  Miss  Janet  E.  Loy,  editorial 
supervisor) 

Advertising  and  Sales — 1962  Annual  Re- 
port. We  have  been  working  since  August  on 
advertising  sales  for  the  Medical  Directory  of 
New  York  State.  As  of  December  31,  1962,  we 
had  sold  $13,261  worth  of  advertising  for  the 
1963  edition  of  the  Directory.  We  will  continue 
selling  space  through  March.  For  the  1961  edi- 
tion, the  total  advertising  sale  was  $13,490.49. 

Sales  of  individual  copies  of  the  1961  edition 
of  the  Directory  from  January  through  Decem- 
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ber,  1962,  amounted  to  $9,924,70.  Total  sales 
for  the  1961  edition  in  individual  copies  came  to 
$41,994.70. 

During  the  past  year  arrangements  have  been 
made  to  have  the  1963  Directory  printed  at  the 
Rumford  Press  in  Concord,  New  Hampshire. 
They  have  given  us  a price  that  will  be  $5,000 
I less  than  the  former  printer’s  charge.  As  the 
Directory  will  be  issued  in  soft  covers,  another 
I $5,000  will  be  saved. 

I Mr.  Jack  O’Brien  has  capably  handled  his 
first  full  year  as  Directory  production  manager. 

I Mr.  Norman  Bloomfield  has  sold  much  of  the 
! advertising  now  on  our  books. 

I {Prepared  by  Charles  L.  Baldwin,  director) 

I Medical  Society  Library 

The  official  library  for  the  Medical  Society  of 
the  State  of  New  York  is  the  library  of  the 
, Medical  Society  of  the  County  of  Kings  and  the 
I Academy  of  Medicine  of  Brooklyn,  located  in 
I Brooklyn.  The  services  of  the  library  are 
I available  to  all  members  of  the  State  Society, 

I and  the  staff  of  the  library  cooperates  to  the 
fullest  in  extending  these  services.  Most  im- 
I portant  development  of  this  past  year  has  been 
I the  final  step  in  moving  the  library  to  larger 
I quarters  at  the  Downstate  Medical  Center. 

The  committee  appointed  seven  years  ago  to 
study  the  needs  of  the  library  finally  finished  its 
work  and  made  recommendations  which  were 
approved  by  the  county  society  trustees  and 
officers  and  later  by  a vote  of  the  membership. 
Early  investigations  made  it  evident  to  the 
committee  that  the  library  could  best  fulfill  its 
responsibility  to  medical  research  by  moving  to 
the  Downstate  Medical  Center  in  Brooklyn  and 
combining  its  resources  with  those  of  the  library 
at  the  Center.  The  Council  of  the  Medical 
Society  of  the  State  of  New  York  approved  such 
a move.  On  April  30,  1962,  an  agreement  with 
the  State  University  of  New  York  was  signed 
making  such  a move  possible. 

This  contract  places  the  operation  of  the  com- 
bined libraries  under  the  direction  of  a Joint 
Library  Commission  with  equal  representation 
from  both  groups.  In  accordance  with  terms  of 
the  contract,  the  State  University  will  provide 
space  for  the  Joint  Library,  as  well  as  adequate 
library  equipment  and  supplies  and  will  be 
responsible  for  the  operation,  maintenance,  and 
repair  of  the  space  and  equipment  required. 
The  State  University  is  also  responsible  for  part 
of  the  payroll,  and  after  three  years  will  pay  all 
employes  except  the  Academy  librarian  who 
remains  in  the  employ  of  The  Academy  of 
Medicine  of  Brooklyn. 

The  following  extracts  from  the  signed  agree- 
ment indicate  how  the  collections  are  to  be 
integrated  and  managed:  “Prior  to  the  inter- 

shelving and  coordinating  of  the  two  libraries 
as  herein  provided,  each  of  the  parties  hereto 
shall  make  a complete  inventory  of  each  book, 
pamphlet,  and  other  items  to  be  contributed  by 
it  for  the  use  of  the  Joint  Library.  Each  item 
shall  be  plainly  and  clearly  marked  and  each 
party  shall  retain  its  ownership  in  aU  items  it 
contributes  for  the  use  of  the  Joint  Library. 


All  books  and  other  items  acquired  by  either 
party  by  purchase,  exchange,  or  gift  during  the 
term  of  this  agreement  shall  be  clearly  marked 
and  ownership  shall  be  retained  by  the  party  so 
acquiring  them.  All  books  or  other  items  which 
are  acquired  for  the  Joint  Library  under  the 
existing  agreement  between  The  Academy  of 
Medicine  of  Brooklyn  and  the  Medical  Society 
of  the  State  of  New  York  shall  become  and  re- 
main the  property  of  the  Academy. 

“Each  party  shall  be  responsible  for  the 
acquisition  of  the  continuations  to  its  own 
journal  sets,  from  its  own  funds.  In  the  event 
The  Academy  of  Medicine  wishes  to  discontinue 
a set,  the  opportunity  shall  be  given  to  State 
University  to  continue  the  set  and,  if  State 
University  elects  to  do  so.  The  Academy  of 
Medicine  shall  sell  the  back  set  to  State  Uni- 
versity for  a nominal  sum. 

“The  collection  of  the  books  and  journals  of 
the  two  libraries  shall  be  fully  coordinated  and 
intershelved,  except  that  the  librarian  of  either 
library  may  initially  or  from  time  to  time 
recommend  that  there  be  separate  shelving  of 
one  or  more  special  collections  and,  if  recom- 
mended by  the  Commission  on  the  Joint  Library 
and  approved  by  the  chief  administrative  officer, 
this  shall  be  done. 

“Each  party  shall  continue  to  own  and  man- 
age its  own  endowment  and  other  funds  which  it 
holds  or  receives  for  the  support  of  the  library 
and  to  determine  the  expenditure  of  said  funds. 

“The  Commission  on  the  Joint  Library  shall 
on  recommendation  of  the  two  librarians  make 
such  rules  and  regulations  concerning  use  of  the 
library  as  are  deemed  desirable,  except  that  no 
rule  or  regulation  may  be  made  which  woiild 
impair  the  right,  within  the  existing  policies  on 
use,  of  the  following  groups  to  use  the  library — 
members  of  The  Academy  of  Medicine  of 
Brooklyn,  members  of  the  Medical  Society  of 
the  State  of  New  York,  members  of  the  Second 
District  Dental  Society,  members  of  the  Associ- 
ated Physicians  of  Long  Island,  and  members  of 
the  faculty,  students,  and  staff  of  the  Down- 
state  Medical  Center  of  the  State  University  of 
New  York.  Further,  all  rules  and  regulations 
shall  apply  to  the  entire  collection.’’ 

Although  it  will  be  several  years  before  all  the 
space  needed  for  the  combined  library  will  be 
available,  an  initial  move  of  over  5,000  volumes 
was  made  during  the  summer  of  1962.  Other 
publications  will  be  moved  from  time  to  time  as 
space  becomes  available  and  parts  of  the  collec- 
tion are  rebound  and  rearranged  in  proper  order 
for  the  new  location.  It  will  be  difficult  to 
operate  efficiently  with  the  collection  in  two  dif- 
ferent locations  over  a mile  apart,  but  a direct 
telephone  line  between  the  reading  rooms  has 
been  installed  and  a station  wagon  provided  by 
the  Medical  Center  is  available  whenever  needed 
for  the  transportation  of  library  materials  from 
either  place. 

As  medical  research  advances  the  cost  of  stor- 
ing information  resulting  from  such  research  and 
making  it  available  to  others  multiplies  at  an 
alarming  rate.  In  addition  to  those  doing 
advanced  medical  research  students  need  their 
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information  at  an  early  age,  for  school  assign- 
ments are  made  which  require  the  use  of  publi- 
cations found  only  in  medical  libraries.  Until  it 
has  been  decided  who  should  provide  adequate 
medical  library  service  for  the  whole  community, 
it  remains  the  responsibility  of  existing  medical 
libraries  to  meet  the  problem  as  best  they  can. 
At  present  the  best  solution  is  through  coopera- 
tion. The  combined  resources  of  these  two 
libraries  will  form  a reservoir  of  knowledge 
surpassed  by  few  libraries  of  the  country.  Plans 
now  being  made  will  make  these  resources  more 
easily  available  to  all  in  the  area  who  need  to 
consult  medical  literature. 

{Prepared  by  Mr.  Wesley  Draper,  librarian) 

Conclusion 

Your  committee  is  highly  appreciative  of  the 
splendid  services  and  leadership  of  William 
Hammond,  M.D.,  editor,  and  Miss  Alvina  Rich 
Lewis,  managing  editor,  who  have  brought  the 
New  York  State  Journal  of  Medicine  to  the 
forefront  of  respected  medical  publications  in 
this  country. 


What  Goes  On 

To  the  House  of  Delegates,  Gentlemen: 

Beginning  with  the  January  1,  1962  issue. 
What  Goes  On  became  a publication  of  the 
Medical  Society  of  the  State  of  New  York.  A 
contract  was  received  from  Lederle  Laboratories 
for  two  pages  of  advertising  space  per  issue  for 
1962,  for  a total  of  24  pages  of  advertising  for 
the  year. 

The  bulletin,  as  in  previous  years,  was  dis- 
tributed monthly  to  all  physicians,  including 
interns,  in  New  York  and  New  Jersey,  to  the 
medical  directors  of  all  voluntary  hospitals  in 
the  two-state  area,  and  to  a list  of  800  persons 
comprised  of  out-of-state  physicians  and  in- 
dividuals closely  allied  with  the  medical  pro- 
fession who  have  requested  that  it  be  sent  to 
them.  In  addition,  the  names  of  472  osteopaths 
in  New  York  were  placed  on  the  mailing  list  in 
February,  and  511  osteopaths  in  New  Jersey 
were  added  in  June.  The  total  number  of 
bulletins  mailed  in  December,  1962,  was  43,925. 

Bulletins  varied  in  size  in  1962  from  12  pages 
in  July  to  72  pages  in  April.  The  breakdown  of 
organizations  contributing  to  the  April  issue 
was  as  follows:  specialty  groups,  43;  hospitals, 
33;  academies  of  medicine  and  state  and  county 


Mr.  Charles  L.  Baldwin,  director  of  advertis- 
ing and  sales,  is  to  be  commended  for  his  valiant 
efforts  in  a time  of  trial  and  tribulation  in  the 
advertising  world. 

Miss  Janet  Loy,  Directory  editorial  super- 
visor, has  done  her  usual  outstandingly  meticu- 
lous job. 

The  Council,  Trustees,  and  Executive  Vice- 
President  have  been  most  understanding  and 
cooperative.  In  the  near  future  your  committee 
expects  to  present  to  the  Council  a thorough 
resume  of  the  Journal’s  background,  a com- 
parison with  similar  publications,  and  further 
suggestions  for  the  most  efficient  and  economical 
management  consistent  with  the  Journal’s 
important  role  as  an  outstanding  and  authorita- 
tive scientific  publication  worthy  of  representing 
our  Society  throughout  this  country  and  the 
world. 

Your  chairman  is  personally  most  grateful  to 
the  members  of  the  Publication  Committee  for 
their  conscientious  efforts. 

Respectfully  submitted, 

Alfred  P.  Ingegno,  M.D  , Chairman 


medical  societies,  9;  medical  schools,  8.  An 
ever-increasing  number  of  organizations  have 
submitted  items  for  publication  in  What  Goes 
On,  many  of  them  unsolicited.  It  is  felt,  how- 
ever, that  the  editorial  office  is  not  being  ap- 
prised of  a large  number  of  medical  meetings 
being  scheduled  in  upstate  New  York.  Effort 
will  be  concentrated  in  1963  on  locating  medical 
groups  in  that  area  who  sponsor  educational 
activities  for  physicians. 

It  is  apparent,  from  the  number  of  inquiries 
received  during  the  past  year  in  the  editorial 
office,  that  the  What  Goes  On  bulletin  is  fulfilling 
an  important  function  in  New  York  and  New 
Jersey  in  bringing  postgraduate  medical  educa- 
tion information  together  in  one  handy  reference 
publication  for  physicians. 

It  is  hoped  that  1963  will  bring,  as  previous 
years  have,  a continuing  increase  in  interest 
and  cooperation  on  the  part  of  contributing 
organizations. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Director 
Scientific  Activities 
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1963  HOUSE  OF  DELEGATES 


Commission  on  Public  and  Professional  Affairs 

Public  Relations 


To  The  House  of  Delegates,  Gentlemen: 

Members  of  the  Council  Committee  on  Public 
Relations  are: 

John  C.  McClintock,  M.D.,  Chairman 


Albany 

Erwin  J.  Boerschlein,  M.D Monroe 

Felix  Ottaviano,  M.D Madison 

Irving  M.  Pallin,  M.D Kings 

Samuel  Wagreich,  M.D Bronx 

C.  Stewart  Wallace,  M.D Tompkins 


Communications  Division.  The  staff  of 
the  Communications  Division  now  consists  of 
John  K.  Pardee,  director;  Martin  J.  Tracey, 
associate  director  and  editor  of  the  Newsletter; 
Evelyn  Clark,  assistant  editor  of  the  Newsletter 
and  secretary  to  Mr.  Tracey;  Anita  Greenstein, 
secretary  and  part-time  assistant  to  the 
Woman’s  Auxiliary  and  to  the  New  York  State 
Medical  Assistants  Association;  and  Gretchen 
Wunsch,  media  relations  coordinator.  The 
committee  expresses  grateful  appreciation  to 
the  Division’s  depleted  staff  for  a job  well  done. 

Newsletter.  During  the  past  year  the 
Newsletter  carried  special  articles  on  the  fol- 
lowing: Medicare  regulations;  Empire  State 

Award  for  Excellence  in  Medical  Reporting; 
Medical  Care  for  the  Aged  and  the  Metcalf- 
McCloskey  Law;  American  Medical  Associa- 
tion membership;  program  of  the  annual  meet- 
ing; Guide  for  Cooperation  for  Doctors,  Hos- 
pitzds  and  Reporters;  directory  of  officers, 
councillors,  trustees,  and  committee  chairmen 
of  the  State  Society;  New  York  State  Associa- 
tion of  the  Professions;  information  on  the 
income  tax  regulations,  Workmen’s  Compensa- 
tion, and  the  Trussell  Report,  as  well  as  actions 
of  the  Coimcil  and  news  of  county  societies  and 
their  programs. 

Beginning  with  the  February  issue  the  News- 
letter is  being  mailed  to  all  physicians  in  New 
York  State,  not  just  to  members  of  the  Society, 
and  plans  are  being  made  to  carry  advertising 
in  this  publication. 

Legislation.  State — Under  the  guidance  of 
James  M.  Blake,  M.D.,  chairman.  Committee 
on  Legislation,  the  Communications  staff 
screened  bills  presented  to  the  State  Legislature 
and  prepared  and  mailed  to  a list  of  600  key 
persons  “Capitol  News  Bulletins,”  summarizing 
the  Society’s  1962  legislative  program  and  keep- 
ing members  abreast  of  developments  in  the 
progress  of  bills  during  the  legislative  session. 
Letters,  telegrams,  and  informational  pamphlets 
were  sent  to  members  of  the  State  Legislature, 


stating  the  State  Society’s  position  on  bills 
before  the  Legislature.  County  society  officers 
and  legislation  chairmen  were  alerted  when 
action  was  needed  and  their  cooperation  was 
sought  in  carrying  out  the  Society’s  program. 

During  this  present  Legislature  session  the 
screening  of  bills  and  preparation  of  the  Bulletin 
is  being  done  in  Albany.  The  staff,  however, 
keeps  abreast  of  developments  in  order  to 
answer  questions  and  is  at  the  call  of  the  Legisla- 
tion Committee  to  help  in  any  way. 

Work  has  begun  on  a vigorous  campaign  to 
prevent  the  licensure  of  chiropractors  in  New 
York  State,  and  the  staff  is  preparing  to  mail  a 
letter  to  3,000  delegates,  alternate  delegates,  and 
officers  of  the  American  Medical  Association, 
presidents  of  state  medical  societies,  and  others 
asking  that  they  send  Governor  Rockefeller 
their  views  on  the  licensing  of  chiropractors. 

The  Communications  staff  assisted  with  prep- 
arations for  the  attendance  of  representatives  of 
the  Society  at  the  hearing  of  the  New  York 
State  Joint  Legislative  Committee  on  Health 
Insurance  on  changes  (proposed)  in  the  Met- 
calf-McCloskey  Law.  A press  release  was 
prepared  as  were  the  statements  made  by  the 
representatives  of  the  Society. 

Federal — The  Division  continued  its  close 
cooperation  with  George  J.  Lawrence,  Jr., 
M.D.,  Federal  Legislation  chairman,  and  John 
Kiser,  A.M.A.  field  representative,  in  carrying 
on  the  campaign  to  defeat  the  King-Anderson 
Bill.  Personal  contact  was  made  with  officers 
of  county  medical  societies  urging  that  they 
meet  with  legislators,  and  the  Department  made 
arrangements  for  the  second  annual  visitation 
of  State  Society  representatives  to  Washington, 
D.C.,  to  confer  with  Federal  legislators,  Febru- 
ary 27  and  28  and  March  1,  1962.  Plans  are 
also  being  made  for  the  1963  visitation. 

The  Department  prepared  resolutions  for 
presentation  at  the  special  session  of  the  House 
of  Delegates  on  medical  care  for  the  aged.  Press 
conferences  were  set  up  and  a press  room  main- 
tained. Highlights  of  the  meeting  were  pre- 
pared and  distributed  to  the  delegates. 

County  medical  societies  were  kept  informed 
on  the  King-Anderson  Bill  by  letters  and  tele- 
grams and  letters  were  sent  to  members  of  the 
House  Ways  and  Means  Committee  and  to 
New  York  State’s  senators  and  representatives 
stating  the  Society’s  views. 

Twenty-three  requests  for  speakers  on  medi- 
cal care  for  the  aged  were  handled  by  the  staff. 
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Over  100,000  pamphlets  on  medical  care  for 
the  aged  were  mailed  to  interested  persons  as  a 
result  of  a coupon  in  the  Newsletter.  Many 
requests  for  information  from  persons  outside 
the  medical  profession  were  filled  and  speakers 
were  obtained  for  clubs  and  other  groups  to 
present  medicine’s  views  on  care  for  the  aged. 

Annual  Meeting.  The  press  room  main- 
tained during  the  meeting  was  used  by  75 
newspaper  reporters,  magazine  writers,  and 
representatives  of  radio  and  television  stations. 
Approximately  25  press  conferences  and  radio 
and  television  interviews  were  arranged  with 
officers  and  physicians  for  representatives  of 
the  various  media.  Among  networks  and  sta- 
tions covering  the  meeting  were  NBC  (Gabe 
Pressman),  WPIX,  and  CBS.  The  Associated 
Press  covered  the  meeting  and  among  the  papers 
represented  were:  the  New  York  Times,  the 

Herald  Tribune,  the  World-Telegram  and  Sun, 
the  Daily  News,  the  New  York  Post,  the  Mirror, 
the  New  York  Journal  American,  the  Wall 
Street  Journal,  the  Rochester  Times-Union,  and 
the  Rochester  Democrat  and  Chronicle.  Among 
magazines  represented  were  Newsweek  and 
Time.  The  meeting  was  also  covered  by  Medi- 
cal World  News,  Medical  Economics,  and 
Medical  Tribune. 

Advance  publicity  for  the  meeting  consisted 
of  eight  releases  sent  to  newspapers  and  radio 
stations  throughout  the  State,  mailings  to 
hospitals  and  medical  schools,  with  copies 
of  the  special  Convention  Newsletter  for  bulletin 
boards;  23  releases  were  prepared  in  advance 
on  scientific  papers  presented  at  the  meeting. 

Seven  scrolls,  28  president’s  citations,  and  158 
Fifty-Year  Doctor  certificates  were  processed 
for  presentation  at  the  time  of  the  convention. 

Approximately  350  news  items  appeared  in 
the  New  York  press  before  and  during  the 
convention. 

The  convention  bulletin  “Highlights  of  the 
House  of  Delegates”  was  prepared  and  mailed 
to  aU  delegates  shortly  after  the  close  of  the 
meeting. 

Exhibits.  The  exhibit  “A  Career  in  Medi- 
cine” was  purchased  and  made  available  to 
county  societies  for  use  at  annual  medical  career 
days.  To  date  the  exhibit  has  been  used  at  a 
dozen  health  career  days  throughout  the  State. 

Guide  for  Cooperation.  The  annual  re- 
view was  held  on  January  25,  1962.  The  1963 
review  has  been  postponed  because  of  the  strike 
which  has  stopped  the  publishing  of  newspapers 
in  New  York  City. 

Press,  Radio,  Television,  Motion  Pic- 
tures. The  Division  continued  to  offer  the 
following  services  to  press,  radio,  television,  and 
motion  picture  representatives:  (1)  interviews 

arranged  with  physicians  in  any  specialty  for 
aid  in  writing  medical  articles  or  for  radio  and 
TV  appearances;  (2)  manuscripts  checked  by 
qualified  physicians  for  medical  accuracy; 
(3)  Telanswer  service  (YUkon  6-5770)  for 
holidays  and  week-end  use  of  press,  radio,  and 
TV;  through  this  service  a member  of  the 


communications  staff  can  be  reached  at  all 
times;  (4)  information  service:  a list  of  500 
volunteer  physicians  is  maintained  to  carry  out 
these  services. 

Copies  of  each  issue  of  the  New  York  State 
Journal  of  Medicine  go  to  a special  list  of 
science  editors  and  writers  in  advance  of  the 
general  distribution.  Editors  are  kept  in- 
formed of  the  State  Society’s  stand  on  legisla- 
tion and  problems  dealing  with  the  health  of 
the  public. 

Sixty-five  interviews  were  arranged  with 
physicians  for  representatives  of  the  press  to 
aid  in  the  preparation  of  articles  and  special 
features.  Among  these  were  the  eight  articles 
on  surgery  which  ran  in  the  Daily  News. 

Fifteen  articles  were  checked  for  medical 
accuracy  for  magazines  and  newspapers,  among 
these  were  the  Associated  Press,  New  York 
Post,  Look,  Life,  Redbook,  Good  Housekeeping, 
Reader’s  Digest,  Coronet,  the  Better  Business 
Bureau,  and  Time. 

Each  week  a physician  was  scheduled  to 
appear  on  the  “Physician  Answers”  portion  of 
the  Jewish  Home  Show. 

In  addition  to  the  news  conferences  held  dur- 
ing the  annual  session  and  the  special  session,  a 
press  conference  was  held  in  October  to  call 
attention  to  the  high  calibre  of  medicine  in 
New  York  State  and  to  question  the  validity  of 
the  Trussell  Report.  Drs.  Lane,  Fineberg,  and 
Lawrence  represented  the  Society  and  Dr. 
Trussell  was  an  invited  guest.  The  press  was 
represented  by  the  New  York  Times,  the 
Associated  Press,  the  Daily  News,  the  Herald 
Tribune,  the  Wall  Street  Journal,  Look  magazine. 
Medical  Tribune,  Medical  Economics,  Medical 
World  News,  and  Radio  Stations  WMCA  and 
WPIX-TV.  Many  favorable  stories  appeared 
in  the  metropolitan  papers  and  the  New  York 
Times  published  a page-one  story  in  the  midst 
of  the  Cuban  crisis. 

Special  releases,  in  addition  to  those  sent 
out  at  annual  meeting,  sent  to  New  York  State 
newspapers  and  radio  stations  were  on: 

1.  Regional  conference  on  Health  Care  of  the 
Aged — Rochester; 

2.  Regional  conference  on  Health  Care  of  the 
Aged — Nassau  County; 

3.  One  for  each  district  branch  meeting; 

4.  Outstanding  General  Practitioner  of  the 
Y ear  for  New  Y ork  State; 

5.  Election  of  officers  of  New  York  State 
Association  of  the  Professions; 

6.  Announcement  of  the  Albion  O.  Bernstein, 
M.D.  Award. 

Awards.  The  staff  of  the  Communications 
Division  did  the  necessary  ground  work  on  the 
following  awards: 

Albion  O.  Bernstein,  M.D.  Award — es- 
tablished by  Dr.  Bernstein’s  father  in  memory  of 
the  dedicated  young  physician,  whose  untimely 
death  occurred  on  November  23,  1940,  while  he 
was  on  a hospital  call.  The  award  consists  of  a 
scroll  and  an  honorarium  of  $1,500  and  was 
presented  “to  the  physician,  surgeon,  or  medical 
research  scientist  who,  in  the  opinion  of  the 
judges,  shall  have  made  the  most  widely  bene- 
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ficial  discovery  or  developed  the  most  useful 
method  in  medicine,  sugery  or  the  prevention 
of  disease,  during  the  period  of  November  23, 
1960,  to  November  23, 1961.” 

A total  of  4,000  letters  were  sent  to  deans  of 
medical  schools,  hospitals  (over  100  beds), 
academies  of  medicine,  and  specialty  societies 
in  the  United  States.  A news  release  was  sent 
to  radio  and  television  stations  and  news- 
papers in  New  York  State,  announcing  the 
award,  which  will  be  presented  each  year. 

Empire  State  Award  for  Excellence  in  Medical 
Reporting — The  Communications  staff  sent 
letters  and  flyers  to  officers  of  county  medical 
societies  asking  for  nominations  for  this  award. 

President' s Citation — The  staff  prepared  and 
mailed  letters  requesting  nominations  for  this 
award  to  presidents  of  county  medical  societies 
and  district  branches.  This  has  proved  to  be 
an  excellent  project  for  local  newspaper  cover- 
age. 

Outstanding  General  Practitioner  of  New  York 
State — Letters  were  sent  to  presidents  of  county 
medical  societies  asking  for  nominations  for 
Outstanding  General  Practitioner  of  New  York 
State  for  1962  and  again  for  1963.  The  nomina- 
tions were  submitted  to  the  Committee  on 
Public  Relations  and  its  choice  was  approved 
by  the  Council. 

Woman’s  Auxiliary.  As  in  previous  years, 
assistance  was  given  to  the  Woman’s  Auxiliary 
in  the  preparation  of  minutes,  releases,  letters, 
and  other  material.  A staff  member  was  as- 
signed to  the  Auxiliary  during  its  annual  con- 
vention to  help  in  assembling  exhibits,  handle 
the  press  and  attend  to  many  other  details. 

Medical  Assistants  Association.  The 
Communications  staff  cooperated  with  the 
Medical  Assistants  Association  in  the  prepara- 
tion of  flyers,  the  Reflex,  and  other  communica- 
tions, as  well  as  helping  with  the  arrangements 
for  meetings. 


New  York  State  Association  of  the  Pro- 
fessions. A great  deal  of  assistance  was  given 
to  this  organization  in  preparing  letters,  mail- 
ings, announcements,  certificates,  and  so  forth, 
as  well  as  in  arranging  meetings  and  preparing 
exhibits.  Mr.  Pardee,  as  executive  secretary  of 
this  Association,  has  attended  its  meetings  and 
conferences.  Membership  of  the  Association 
is  now  1,248. 

1963  Proposed  Program. 

1.  Widening  of  the  scope  of  television  and 
radio  activities.  The  Public  Relations  Com- 
mittee at  its  meeting  on  January  12  authorized 
negotiations  with  the  Public  Relations  Projects 
Exchange  and  Promotion  Committee  of  the 
Medical  Society  Executives  Association  for  the 
purchase  of  television  and  radio  spots  for  adap- 
tion to  New  York,  these  to  be  offered  to  stations 
throughout  the  State. 

Cooperation  with  Station  WRVR  is  planned 
in  the  distributing  of  medical  interviews  to 
education  stations. 

2.  Fxrrther  expansion  of  contacts  with  the 
press  through  meetings  with  media  representa- 
tives, the  implementation  of  a medical  interview 
series  in  daily  papers,  and  the  use  of  the  Dr. 
Quiddity  series  of  cartoon  health  tips  in  weekly 
papers. 

3.  Continued  services  to  writers  and  others 
wishing  to  obtain  accurate  medical  information, 
and  so  help  in  giving  the  public  sound  medical 
information. 

4.  Assistance  to  county  societies,  particularly 
with  a new  series  of  health  information  releases 
for  distribution  to  newspapers  and  radio  and 
television  stations  by  the  public  relations  chair- 
man in  his  own  area;  in  arranging  medical 
career  days  and  the  use  of  the  exhibit  “A  Career 
in  Medicine.” 

5.  Increased  assistance  to  the  Legislation 
Committee  on  both  the  Federal  and  State 
levels  as  called  on  by  the  committee. 

Respectfully  submitted, 

John  C.  McClintock,  M.D.,  Chairman 
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1963  HOUSE  OF  DELEGATES 


Legal  Matters 


Malpractice  insurance  and  Defense 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Malpractice  Insurance 
and  Defense  Board  are: 

John  J.  Della  Porta,  M.D.,  Chairman 

Monroe 

Thomas  M.  d’Angelo,  M.D.,  Vice-Chairman  . 


Queens 

John  C.  Brady,  M.D Erie 

A.  L.  Loomis  Bell,  M.D New  York 

Raymond  S.  McKeeby,  M.D Broome 

George  H.  Shields,  M.D Oneida 

J,  Stanley  Kenney,  M.D..  . New  York 


Waring  Willis,  M.D.,  ex  officio. . .Westchester 

Maurice  J.  Dattelbaum,  M.D.,  ex  officio 

Kings 

William  F.  Martin,  counsel,  ex  officio 

New  York 

James  M.  Arnold,  indemnity  representative, 
ex  officio N ew  York 

The  problems  of  malpractice  continue  to  beset 
the  medical  profession  and  the  individual  prac- 
titioner. These  include  an  increasing  number 
of  actual  or  threatened  claims,  a continued 
tendency  on  the  part  of  judges  and  juries  to 
stress  injury  to  the  patient  rather  than  negli- 
gence by  the  physician,  and  a revision  of  the 
Civil  Practice  law  that  increases  from  two  to 
three  years  the  period  during  which  a malprac- 
tice suit  may  be  commenced. 

. In  contrast  to  this  rather  discouraging  out- 
look, the  Board  is  happy  to  report  that  the 
Society’s  malpractice  insurance  program  seems 
to  have  passed  its  critical  period  and  has  reached 
a point  where  consolidation  and  detailed  im- 
provement, rather  than  increased  participation, 
can  be  stressed.  The  number  of  insureds  by 
county  is  shown  in  Table  I. 

The  program’s  current  status  confirms  the 
correctness  of  the  Society’s  decisions  during  the 
past  ten  years.  Among  these  basic  decisions 
were:  to  increase  premiums  to  the  extent  neces- 
sary to  pay  losses  and  maintain  a stable  pro- 
gram; to  work  with  our  present  carrier  rather 
than  to  seek  new  companies  that  would  offer 
temporarily  lower  rates;  to  broaden  the  pro- 
tection afforded  under  our  master  policy;  to 
increase  the  number  of  premium  classes  and 
territories  and  thus  more  equitably  distribute 
premium  costs;  and  to  intensify  underwriting 
requirements.  The  adoption  of  our  classifica- 
tion procedure  and  territorial  divisions  by  other 
programs  and  companies  tends  to  confirm  the 
soundness  of  these  actions. 


New  and  Closed  Cases.  The  following  is  a 
comparison  of  new  and  closed  cases  during  the 
past  three  years: 


1962 

1961 

1960 

On  hand  at  first  of  year 

1,123 

1,001 

877 

Reported  during  year 

825 

733 

680 

Total, 

1,948 

1,734 

1,557 

Closed  during  year 

630 

611 

556 

On  hand  at  end  of  year 

1,318 

1,123 

1,001 

The  825  new  cases  reported,  which  involved 
966  insured  physicians,  grew  out  of  and  were 
charged  to  the  policy  years  shown: 


Policy 

Number 

Per  Cent 

Year 

of  Cases 

of  Total 

1962 

207 

25 

1961 

365  ' 

44 

1960 

171 

21 

1959 

58 

7 

1958 

9 

1 

1957  and  prior 

15 

2 

Loss  Experience.  The 

Board’s  report 

year  stated  that  a modest  rate  increase  was 
indicated  at  that  time  but  would  be  delayed 
pending  the  results  of  efforts  being  made  to 
improve  our  loss  experience.  Unfortunately, 
actuarial  calculations  at  the  end  of  1962  again 
show  that  an  over-all  increase  of  about  5 per 
cent  is  in  order,  and  both  the  Company  and  the 
Society’s  actuarial  consultant  feel  that  it  should 
not  be  delayed  further. 

Our  insurance  carrier,  in  conjunction  with  the 
Society’s  actuarial  consultant,  determines  at 
the  end  of  each  year,  based  on  our  loss  experience 
at  that  time,  the  over-all  rate  level  that  shoiold 
be  charged  for  the  year  commencing  the  fol- 
lowing September  1.  Calculations  to  determine 
how  rates  should  be  broken  down  by  territory 
and  by  premium  class  are  based  on  the  records 
maintained  by  the  Society’s  indemnity  repre- 
sentative, which  show  the  cumulative  loss 
experience  by  county  since  July  1,  1949,  and  by 
specialty  or  type  of  practice  since  September  1, 
1957. 

County  Experience.  In  1961,  Nassau 
County  was  transferred  from  the  suburban  to 
the  metropolitan  area,  and  the  loss  experience 
of  this  county  continues  to  show  that  the  change 
was  justified.  Recently  the  program  of  the 
American  College  of  Surgeons  also  placed 
Nassau  in  the  metropolitan  group  and  trans- 
ferred Delaware,  Orange,  Rockland,  Sullivan, 
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TABLE  I.  Insured  members,  1962,  by  county  of 
membership 

Number  Increase  or 
County  Insured  (Decrease) 


Albany 

335 

13 

Allegany 

24 

1 

Bronx 

912 

62 

Broome 

218 

9 

Cattaraugus 

70 

7 

Cayxiga 

69 

(2) 

Chautauqua 

88 

3 

Chemung 

92 

Chenango 

26 

a') 

Clinton 

39 

Columbia 

23 

Cortland 

25 

(1) 

Delaware 

24 

(1) 

Dutchess 

143 

4 

Erie 

935 

93 

Essex 

17 

Franklin 

35 

Fulton  and  Hamilton 

39 

(1) 

Genesee 

47 

(2) 

Greene 

16 

(1) 

Herkimer 

38 

Jefferson 

71 

3 

Kings 

1,751 

77 

Lewis 

7 

Livingston 

23 

Madison 

43 

a) 

Monroe 

662 

27 

Montgomery 

35 

3 

Nassau 

932 

13 

New  York 

4,258 

167 

Niagara 

123 

12 

Oneida 

241 

4 

Onondaga 

454 

6 

Ontario 

74 

2 

Orange 

140 

(24) 

Orleans 

15 

(4) 

Oswego 

48 

(2) 

Otsego 

42 

2 

Putnam 

20 

4 

Queens 

1,338 

65 

Rensselaer 

125 

(1) 

Richmond 

149 

13 

Rockland 

118 

(11) 

St.  Lawrence 

73 

Saratoga 

41 

1 

Schenectady 

183 

5 

Schoharie 

12 

(7) 

Schuyler 

7 

Seneca 

12 

(1) 

Steuben 

81 

(1) 

Suffolk 

382 

19 

Sullivan 

39 

(7) 

Tioga 

17 

(2) 

Tompkins 

74 

4 

Ulster 

81 

(6) 

Warren 

53 

1 

Washington 

32 

5 

Wayne 

39 

1 

Westchester 

961 

53 

Wyoming 

20 

1 

Yates 

13 

Totals 

16,004 

604 

and  Ulster  Counties  from  the  upstate  to  the 
suburban  area. 

These  five  counties,  and  also  Suffolk  County, 
continue  to  have  a loss  experience  higher  than 
that  of  Westchester,  the  seventh  and  the  largest 


county  in  the  suburban  group.  The  higher 
average  premium  paid  by  insured  members  in 
many  of  the  suburban  counties,  however,  tends 
to  offset  their  relatively  high  losses.  The 
worsening  experience  of  Suffolk  County,  which 
is  probably  the  inevitable  result  of  population 
growth  and  urbanization,  indicates  that  this 
county  may  have  to  be  shifted  to  the  metro- 
politan area  within  the  next  few  years. 

In  recommending  changes  to  date  the  Board 
has  felt  that  it  would  be  undesirable  to  single 
out  isolated  counties  and  charge  their  members 
a rate  higher  than  that  applicable  in  adjacent 
counties.  There  are,  however,  certain  counties 
whose  losses  are  out  of  line  with  those  of  others 
in  the  upstate  area  and,  unless  the  situation  im- 
proves, consideration  must  be  given  to  placing 
them  in  a higher  premium  group.  Among  the 
larger  upstate  counties  in  this  category  are 
Rensselaer,  Albany,  Onondaga,  and  Oneida. 

With  smaller  counties,  where  a few  large 
losses  have  a disproportionate  effect  on  the 
average  loss  per  insured  member,  it  is  more 
difficult  to  determine  when  a change  should  be 
made.  Among  the  smaller  counties  that  should 
be  alerted  to  possible  changes  at  some  later  date 
are  Fulton,  Dutchess,  Jefferson,  and  St.  Law- 
rence. 

Within  the  territorial  groups  as  now  con- 
stituted, the  relationship  between  losses  and 
premiums  is  satisfactory. 

Specialty  Group  Experience.  The  allo- 
cation of  specialties  to  premium  classes  has 
proved  to  be  generally  in  accord  with  loss  ex- 
perience. A revision  of  the  qualifications  for 
premium  class  2 and  class  3 of  general  practice 
was  made  last  year  and  this  revision  should 
correct  the  relative  positions  of  these  two  cate- 
gories. 

Of  the  specialties  in  premium  class  1,  it  ap- 
pears that  the  experience  of  neurosurgeons,  or- 
thopedic surgeons,  and  otolaryngologists  doing 
cosmetic  plastic  surgery  may  require  a premium 
rate  for  these  specialties  higher  than  that  of 
the  others  now  in  class  1.  For  the  reasons 
stated  later  in  this  report,  the  Board  is  not  rec- 
ommending such  a change  at  this  time. 

Within  the  other  premium  classes,  variations 
among  specialties  are  within  acceptable  limits. 

For  the  class  1 group  as  a whole,  the  cumula- 
tive loss  experience  is  considerably  greater  than 
is  justified  by  the  premiums  paid.  The  Board 
recommends,  therefore,  that  the  required  in- 
crease in  premium  be  applied  entirely  to  the 
speciedties  within  premium  class  1 and  that  the 
same  percentage  increase  be  applied  throughout 
the  group,  both  as  to  specialty  and  as  to  area. 
It  is  believed  that,  if  certain  specialties  were 
also  moved  up  to  a higher  premium  class,  the 
relatively  greater  increase  would  tend  to  drive 
out  the  better  risks  with  the  result  that  the  loss 
experience  of  these  specialties  would  further 
deteriorate. 

The  Board  recommends  approval  of  the  fol- 
lowing class  1 rates  for  standard  $5,000/$15,000 
limits  for  the  three  territorial  divisions,  which 
would  result  in  the  rates  indicated  for  the  more 
usual  $100,000/$300,000  limits; 
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Metro-  Subur- 

politan  ban  Upstate 

$5,000  $15,000  $307  $234  $162 

$100,000  $300,000  $632  $482  $334 

Rating  by  Individual  Loss  Experience. 

For  many  years  members  of  the  Society,  es- 
pecially those  who  had  thus  far  not  been  in- 
volved in  a malpractice  action,  have  been  urging 
the  adoption  of  a merit  rating  system,  whereby 
a member  with  a record  of  no  suits  or  claims 
would  be  entitled  to  a discount  applied  to  the 
regular  rates.  Because  of  the  delay  in  bringing 
malpractice  actions  and  the  further  delay  until 
cases  are  finally  closed,  the  Board  has  felt,  and 
stiU  feels,  that  malpractice  insurance  does  not 
lend  itself  readily  to  a merit  rating  plan  of  this 
kind. 

The  Board  suggests,  however,  that  it  would 
be  possible  to  adopt  a procedure  which,  by 
imposing  a penalty  charge  for  malpractice  cases, 
would  give  a comparatively  lower  rate  to  those 
who  maintain  a clear  record.  Such  a charge 
would  weigh  most  heavily  on  the  specialties 
and  premium  classes  that  now  have  the  highest 
loss  ratios  and  would  have  the  effect  of  increas- 
ing the  over-aU  premium  paid  by  these  groups 
without  unduly  penalizing  individual  members 
who  have  had  no  or  few  losses. 

The  Board  submits  for  consideration  by  the 
Society  a proposal  that  an  additional  charge,  of 
from  5 to  10  per  cent  of  the  regular  premium,  be 
imposed  for  each  suit  filed  or  for  each  claim 
settled  by  a payment  of  $100  or  more.  To  take 
into  account  severity  as  well  as  frequency,  a 
further  charge  might  be  made  for  each  $5,000 
or  $10,000  of  loss  and  loss  expense  assessed 
against  an  insured.  No  charge  would  be  ap- 
plied because  of  any  reported  incident  unless 
and  until  it  developed  into  a suit  or  claim  or 
because  of  any  claim  that  did  not  result  in  a 
payment  of  $100  or  more  to  a claimant. 

If  the  Society  approves  this  proposal  in 
principle,  the  Board  will  submit  a more  specific 
recommendation  next  year.  In  the  meantime, 
the  indemnity  representative  will  accumulate 
more  specific  information  regarding  the  effect  of 
such  a plan.  Subject  to  approval  by  our  carrier 
and  the  State  Insurance  Department,  the  plan 
might  be  put  into  effect  and  additional  charges 
commenced  on  September  1,  1964,  based  on 
suits  and  claims  reported  on  and  after  July  1, 
1963. 

The  above  proposal  would  be  in  addition  to 
and  not  a substitute  for  the  screening  of  appli- 
cants and  insured  members.  The  Board  will 
continue  to  examine  the  practices  and  loss 
records  of  insured  members  and  will  direct  the 
termination  of  insurance  of  those  who,  in  the 
judgment  of  the  Board,  represent  an  undue 
hazard  to  the  program. 


During  the  past  year,  the  Board  has  exam- 
ined a large  number  of  applications  from  mem- 
bers who  have  had  their  insurance  terminated  or 
have  been  offered  renewal  by  their  current 
carriers  at  higher  than  normal  rates.  While 
the  Board  examines  the  background  and  record 
of  each  applicant,  detailed  information  regard- 
ing closed  and  pending  cases  is  often  lacking. 
In  fairness  to  members  who  have  given  con- 
tinued support  to  the  Society’s  program,  many 
of  these  applications  must  be  declined. 

Policy  Revision.  When  the  Company  files 
new  rates  with  the  State  Insurance  Department, 
our  master  policy  will  be  rewritten  to  incorporate 
the  expanded  coverage  discussed  in  previous 
Board  reports.  Coverage  for  participation  of 
an  insured  as  a member  of  various  State  Society 
and  county  medical  society  committees  and 
hospital  accreditation  committees  will  continue 
to  be  provided  under  the  agreed  interpretation 
of  the  present  insuring  clause  of  the  policy. 
Exclusions  relating  to  acts  or  omissions  while 
under  the  influence  of  intoxicants  or  narcotics 
and  to  liability  assumed  under  an  agreement 
guaranteeing  the  result  of  any  treatment  or 
operation  will  be  omitted  for  the  reasons  stated 
in  the  1962  annual  report.  Exclusions  relating 
to  criminal  acts  and  to  the  liability  of  others 
assumed  under  any  contract  or  agreement  will 
be  retained.  The  Board  believes  that  these 
exclusions  should  be  stated  in  the  policy  as 
reminders  that  criminal  acts  cannot  be  insured 
against  as  a matter  of  public  policy  and  that  the 
assumption  by  contract  of  the  liability  of 
another  person  or  organization,  for  which  the 
insured  would  not  otherwise  be  responsible,  does 
not  fall  within  the  protection  afforded  under 
the  insuring  clause  of  a malpractice  pohcy. 

Conclusion.  The  Board  is  appreciative  of 
the  willingness  of  the  Company  to  extend  the 
provisions  of  our  policy  to  provide  broader 
protection  for  insured  members.  It  also  com- 
mends the  Company  for  the  claim  prevention 
program  initiated  during  the  past  year. 

The  Board  congratulates  Mr.  Martin  and  his 
associates  for  the  fine  work  they  are  doing  in 
resisting  suits  brought  against  members  of  the 
Society.  During  the  past  year,  more  than  half 
the  suits  closed  were  disposed  of  without  pay- 
ment to  the  plaintiff. 

Finally  the  Board  again  thanks  the  many 
members  throughout  the  State  who  have  con- 
tributed their  time  and  knowledge  in  serving 
on  the  various  specialty  and  county  society 
malpractice  advisory  committees. 

Respectfully  submitted, 

John  J.  Della  Porta,  M.D.,  Chairman 
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Judicial  Council 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Judicial  Council  are; 

Norton  S.  Brown,  M.D.,  Chairman 

New  York 


James  Greenough,  M.D Otsego 

John  F.  Kelley,  M.D Oneida 

Charles  H.  Loughran,  M.D Kings 

Edward  T.  Wentworth,  M.D Monroe 


As  required  by  Section  1,  Chapter  VI  of  the 
Bylaws,  the  Judicial  Council  held  an  organiza- 
tional meeting  immediately  at  the  close  of  the 
annual  meeting  of  the  State  Society,  May  17, 
1962,  in  New  York  City.  The  meeting  was 
adjourned  sine  die  because  of  the  lack  of  a 
quorum  and  reconvened  on  September  27,  1962, 
in  New  York  City. 

Norton  S.  Brown,  M.D.,  was  elected  chair- 
man. Waring  Willis,  M.D.,  secretary,  William 
F.  Martin,  Esq.,  legal  counsel,  and  his  associate, 
J.  Richard  Burns,  Esq.,  also  attended  the 
meeting. 

On  October  30,  1962,  the  Judicial  Council 
heard  an  appeal  by  a physician  from  a decision 
of  the  Bronx  County  Medical  Society  which, 
based  on  his  admission  that  he  had  given  “kick- 
backs”  to  an  insurance  company  representative 
for  referring  workmen’s  compensation  cases  to 
him,  suspended  his  membership  in  the  county 
society  for  one  year  and  recommended  to  the 

Autopsy  and  the  Dead  Human 

To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Autopsy  and  the 
Dead  Human  Body  has  the  following  members: 

Alfred  A.  Angrist,  M.D.,  Chairman.  . Queens 


Herbert  Derman,  M.D. Ulster 

Jacob  Taub,  M.D Bronx 


John  V.  Connorton,  Ph.D.,  Adviser 

New  York 

There  has  been  no  meeting  of  the  committee, 
the  items  of  concern  being  handled  by  letter. 

In  last  year’s  report  we  noted  the  grave 
situation  created  by  the  fined  support  of  the 
Court  of  Appeals  of  the  original  verdict  in  the 
Brown  v.  Broome  County  case,  wherein  a 
judgment  against  the  coroner  and  the  county 
was  reinstated  because  the  autopsy  was  done  by 
the  coroner  in  a case  where  Mr.  Brown  was 
found  dead  in  an  unusual  manner  in  a railroad 
yard.  It  was  the  contention  of  the  Court  that 
there  was  no  criminal  aspect  of  the  case  and 
therefore  an  autopsy  should  not  have  been  done 
without  the  consent  of  the  family. 

The  Law  Revision  Commission  gave  con- 
siderable study  to  this  aspect  of  the  problem. 
The  chairman  of  your  committee  spent  a day  in 
Albany  giving  opinion  testimony  before  the 
Commission.  The  Commission  last  year  intro- 
duced a bill  in  the  1962  session  of  the  Legislature 
dealing  with  the  problem  of  Brown  v.  Broome 


Chairman  of  the  New  York  State  Workmen’s 
Compensation  Board  that  the  physician’s  name 
be  removed  for  one  year  from  the  listing  of 
physicians  authorized  to  render  medical  care 
under  the  Workmen’s  Compensation  Law. 

The  Judicial  Council,  after  hearing  extensive 
oral  argument  by  the  respective  counsel  for  the 
physician  and  the  county  society  and  after  con- 
sidering the  written  briefs  submitted  by  the 
parties,  unanimously  afiirmed  the  decision  of  the 
Bronx  County  Medical  Society.  The  physician 
has  appealed  this  decision  to  the  Judicial  Coun- 
cil of  the  American  Medical  Association  and  the 
latter  is  scheduled  to  hear  the  appeal  on  Febru- 
ary 15,  1,963,  in  Chicago.  The  State  Society’s 
legal  counsel  has  submitted  a brief  in  opposition 
to  the  appeal  on  behalf  of  the  Judicial  Council. 

The  Judicial  Council  is  scheduled  to  hear  an 
appeal  by  a physician  from  a decision  of  the 
Medical  Society  of  the  County  of  Schenectady 
on  February  20,  1963. 

A supplementary  report  will  be  submitted  to 
the  House  of  Delegates  before  the  annual  meet- 
ing concerning  the  appeal  pending  before  the 
A.M.A.  and  the  appeal  from  the  decision  of 
Medical  Society  of  the  County  of  Schenectady. 

Respectfully  submitted, 

Norton  S.  Brown,  M.D.,  Chairman 

Body 


County,  but  this  law  did  not  pass. 

The  Law  Revision  Commission  prepared  a 
model  law  permitting  the  transformation  of  the 
coroner  system  to  that  of  the  medical  examiner. 
This  was  Senate  Introductory  Bill  2286.  This 
law  failed  to  pass.  Three  other  bills  introduced 
by  the  Law  Revision  Commission  bearing  titles 
Senate  Introductory  2285,  2280,  and  2281  did 
pass  the  Legislature  and  were  signed  by  the 
Governor. 

The  numerous  inquiries  and  letters  dealing 
with  problems  of  the  autopsy  and  the  willing  of 
bodies  have  been  referred  to  the  chairman  of  the 
committee,  and  he  has  responded  to  them 
offering  the  information  presently  available. 

The  committee  would  recommend  again  that 
we  support  the  introduction  of  two  bills  in  the 
Legislature  by  appropriate  resolutions:  (1) 

dealing  with  the  performance  of  a cesarean 
section  on  a moribund  or  deceased  pregnant 
woman,  and  (2)  dealing  with  our  old  standby, 
revision  of  the  autopsy  law  to  require  consent 
of  any  one  of  equal  rank  of  next  of  kin. 

I wish  to  thank  the  members  of  the  com- 
mittee for  their  prompt  responses  by  telephone 
and  letter  to  the  material  referred  to  us. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 
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1963  HOUSE  OF  DELEGATES 


Organization  and  Policies 

Planning  Committee  for  Medical  Policies 


To  the  House  of  Delegates,  Gentlemen: 

The  Planning  Committee  for  Medical  Policies 
consists  of  the  following; 

Thurman  B.  Givan,  M.D.,  Chairman.  .Kings 

Leo  E.  Gibson,  M.D Onondaga 

Henry  I.  Fineberg,  M.D Queens 

Norman  S.  Moore,  M.D Tompkins 

John  M.  Galbraith,  M.D Nassau 

George  A.  Burgin,  M.D Herkimer 

Renato  J.  Azzari,  M.D Bronx 

Joseph  A.  Lane,  M.D.,  President,  ex  officio.  . . 

Monroe 

William  L.  Wheeler,  Jr.,  M.D.,  President- 

Elect,  ex  officio New  York 

Waring  Willis,  M.D.,  Secretary,  ex  officio .... 

Westchester 

Maurice  J.  Dattelbaum,  Treasurer,  ex  officio 

Kings 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  Speaker, 
ex  officio Bronx 

The  Committee  met  on  November  14,  1962. 
At  its  May,  1962,  meeting  the  House  of  Dele- 
gates adopted  a recommendation  made  by  the 
then  President  Galbraith  that  a periodic  review 
of  the  policies  of  the  Society  be  made  by  the 
Planning  Committee  or  by  a committee  espe- 
cially instituted  for  that  purpose.  At  its  meet- 
ing on  June  22,  1962,  the  Council  voted  that  the 
review  should  be  made  by  the  Planning  Com- 
mittee. Accordingly,  the  committee  has  written 
to  all  chairmen  of  committees  of  the  Society 
asking  for  a detailed  enumeration  of  the  policies 
and  what  has  been  done  toward  implementa- 
tion. This  survey  has  not  been  completed. 
When  these  data  are  collected,  the  information 
will  be  evaluated  by  Henry  I.  Fineberg,  M.D., 
executive  vice-president,  and  staff  to  determine 
any  lack  of  coordination,  overlapping,  or  igno- 
rance of  objectives.  It  is  hoped  that  a full  report 
will  be  ready  for  the  May,  1963,  meeting  of  the 
House  of  Delegates. 

Your  chairman  reviewed  correspondence  be- 
tween Waring  Willis,  M.D.,  secretary,  and 
Howard  B.  Rasi,  M.D.,  concerning  a request  by 
the  New  York  Regional  Society  of  Plastic  and 
Reconstructive  Surgery  and  the  Society  of  Plas- 
tic Surgeons  of  Upstate  New  York  for  a session 
on  plastic  and  reconstructive  surgery.  This  was 
referred  to  the  Planning  Committee  by  the 
executive  committee  of  the  Council  on  Septem- 
ber 26.  The  committee  instructed  your  chair- 
man to  write  to  Dr.  Rasi  informing  him  that  the 
proper  procedure  for  establishing  a session 
would  be  to  apply  to  the  chairman  of  the  Scien- 
tific Program  Subcommittee. 


The  chairman  presented  a letter  from  Secre- 
tary Willis  in  regard  to  the  report  of  the  Refer- 
ence Committee  on  Commission  on  Medical 
Services — B at  the  last  meeting  of  the  House  of 
Delegates  which  contains  the  following  state- 
ment: “Dr.  Brown  wishes  to  call  to  the  atten- 
tion of  the  House  that  the  Committee  on  Ques- 
tions of  Ethics  is  not  mentioned  in  the  Constitu- 
tion and  Bylaws  and  that  nowhere  is  there 
delineated  the  scope  of  activity  of  such  a com- 
mittee. Your  reference  committee  wishes  to 
call  this  observation  to  the  attention  of  the 
Planning  Committee  now  functioning.”  Dr. 
Burgin  pointed  out  that  the  Constitution  and 
Bylaws  do  not  spell  out  the  duties  of  Council 
committees  of  which  the  Committee  on  Ques- 
tions of  Ethics  is  one.  Dr.  Fineberg  commented 
that  the  role  of  the  Judicial  Council  is  more  of  an 
appellate  nature,  whereas  the  Committee  on 
Questions  of  Ethics  is  designed  to  answer  ques- 
tions of  ethics  which  are  referred  to  it.  It  was 
decided  to  write  to  Dr.  Brown  telling  him  that 
the  function  of  his  committee  is  to  adjudicate 
problems  of  ethics  in  accordance  with  the  Princi- 
ples of  Professional  Conduct. 

After  deliberation  on  the  formation  of  a Com- 
mission on  Public  and  Professional  Affairs,  the 
committee  voted  to  recommend  that  such  a 
commission  be  implemented  and  that  James  M. 
Blake,  M.D.,  be  asked  to  serve  as  chairman. 

The  committee  contemplated  granting  a per 
diem  to  commission  chairmen.  President  Lane 
pointed  out  that  this  was  considered  by  a sub- 
committee of  the  Planning  Committee  a few 
years  ago.  The  subcommittee  disapproved  a 
per  diem  for  anyone  except  the  president  and 
president-elect.  Dr.  Lane  believed  also  that 
such  an  action  would  require  an  amendment  to 
the  Constitution  and  Bylaws. 

Dr.  Wurzbach  discussed  the  problem  of  the 
status  of  the  Special  Committee  on  Constitution 
and  Bylaws.  At  the  last  session  of  the  House  of 
Delegates  there  was  some  feeling  that  the  report 
of  the  Special  Committee  should  be  referred  to 
a reference  committee.  However,  it  was  Dr. 
Wurzbach’s  opinion  that  it  is  a committee  of  the 
House  of  Delegates,  acting  in  the  capacity  of  a 
reference  committee  of  the  House,  and  it  would 
be  needless  to  refer  its  report  to  an  additional 
reference  committee.  He  asked  the  Plarming 
Committee  to  back  him  is  his  position.  Dr; 
Burgin  stated  that  the  Special  Committee 
shared  this  viewpoint,  when  the  question  arose 
at  a meeting  the  week  before.  The  committee 
voted  to  recommend  that  the  Special  Committee 
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on  Constitution  and  Bylaws  continue  to  serve 
as  it  has  for  the  past  ten  years,  reporting 
directly  to  the  House  rather  than  to  a reference 
committee. 

Your  chairman  brought  up  the  financial  situ- 
ation of  the  New  York  State  Journal  of 
Medicine.  After  much  discussion  it  was  voted 


Ad  Hoc  Joint  Committee  with 

To  the  House  of  Delegates,  Gentlemen: 

The  Ad  Hoc  Joint  Committee  with  the 
Osteopathic  Society  has  the  following  members 
from  the  Medical  Society  of  the  State  of  New 
York: 

Norman  S.  Moore,  M.D.,  Chairman 


Tompkins 

E.  Dean  Babbage,  M.D Erie 

James  M.  Blake,  M.D Schenectady 

Henry  I.  Fineberg,  M.D Queens 

John  M.  Galbraith,  M.D Nassau 

James  Greenough,  M.D Otsego 


As  directed  by  the  House  of  Delegates  in  1961, 
this  committee  has  endeavored  to  function 
during  the  administration  of  President  Lane. 
However,  the  gross  inconsistencies  of  the  action 
of  the  1962  House  of  Delegates  made  it  nearly 
impossible  for  the  committee  to  be  effective — 
to  wit: 

1.  In  1962  the  House  of  Delegates  accepted 
and  approved  the  report  of  President  Galbraith. 
In  this  report  he  stated  the  historical  reason  for 
the  appointment  of  the  committee  and  a 
summary  of  understandings  that  the  committee 
had  worked  out  so  far,  namely: 

(а)  Osteopathy  in  this  State  is  no  longer 
considered  a cult,  since  osteopaths  are 
licensed  to  practice  medicine  and  surgery  by 
the  State  Board  of  Medical  Examiners  and 
adhere  to  the  same  scientific  principles  as 
are  embraced  by  doctors  of  medicine. 

(б)  Doctors  of  medicine  may  associate 
professionally,  on  a voluntary  basis,  with 
doctors  of  osteopathy  who  hold  full  licenses 
to  practice  medicine  and  surgery  from  the 
State  Board  of  Medical  Examiners. 

(c)  It  was  agreed  that  our  Society’s 


that  careful  study  be  carried  out  by  a committee 
and  a report  be  made  to  the  Planning  Commit- 
tee at  a future  meeting. 

Nothing  further  was  reported  for  discussion 
at  this  meeting. 

Respectfully  submitted, 

Thurman  B.  Givan,  M.D.,  Chairman 


Osteopathic  Society 


publication.  What  Goes  On,  will  be  distributed 
to  doctors  of  osteopathy  to  apprise  them  of 
what  is  taking  place  in  the  field  of  post- 
graduate medical  education.  We  also  agreed 
to  recommend  to  our  county  medical  societies 
that  they  invite  doctors  of  osteopathy  to 
their  scientific  meetings  and  seminars.  For 
their  part,  the  osteopaths  agreed  to  invite 
doctors  of  medicine  to  attend  their  conferences. 

The  Reference  Committee  on  Reports  of 
Officers,  Arthur  N.  Diedrick,  M.D.,  chairman, 
approved  this  report  as  follows:  “The  reference 
committee  recommends  continued  exploration 
of  the  mutual  problems  between  the  Medical 
Society  and  the  Osteopathic  Society  and  ap- 
proves the  president’s  report  on  osteopathy.” 

2.  The  House  of  Delegates  received  the 
1961-1962  report  of  this  ad  hoc  committee, 
which  gave  in  more  detail  the  historical  develop- 
ments of  osteopath-medical  liaison  and  the 
understandings  to  date.  These  need  not  be 
repeated  here,  but  are  given  in  detail  in  section 
13  on  pages  24  to  26  of  the  Minutes  of  The 
House  of  Delegates  published  in  Part  II  of  the 
September  1, 1962,  issue  of  the  New  York  State 
Journal  of  Medicine. 

The  1961-1962  Ad  Hoc  Committee’s  report 
was  referred  to  the  Reference  Committee  on 
Organization  and  Policies,  Charles  C.  Mangi, 
M.D.,  chairman.  The  reference  committee’s 
report  chastised  the  persons  responsible  for 
publishing  in  the  Newsletter  the  Council- 
approved  statement  in  President  Galbraith’s 
supplementary  report,  which  was  similarly 
reported  in  the  report  of  the  Ad  Hoc  Joint 
Committee.  The  report  of  the  reference  com- 
mittee concluded  by  stating  that  the  reference 
committee  “strongly  commends  the  excellent 


the 
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work  that  had  been  done  by  the  ad  hoc  commit- 
tee” and  recommended  two  proposals: 

(а)  that  the  committee  be  continued  for 
another  year  to  work  toward  a mutual,  meaning- 
ful, ethical  professional  relationship;  and 

(б)  that  the  committee  should  work  toward 
resolving  the  inequity  in  the  Workmen’s 
Compensation  Fee  Schedule  as  speedily  as 
possible. 

Thus,  it  appeared  that  the  ad  hoc  committee 
would  have  a dignified  assignment  and  an 
ethical  platform  on  which  to  negotiate  the 
assignment.  Apparently  not  so  soon,  however, 
could  such  a conclusion  be  reached,  for  there 
had  been  introduced  resolution  62-5  by  Charles 
C.  Mangi,  M.D.,  of  Queens,  which,  if  approved 
by  the  House  of  Delegates,  would  be  the  exact 
opposite  of  the  reports  of  both  the  Reference 
Committees  on  Reports  of  Officers  and  on 
Organization  and  Policies  and  would  set  up  a 
hostile  platform  on  which  the  medical  members 
of  the  ad  hoc  committee  would  be  taken  to  task 
by  their  opposites  on  the  committee  as  a group 
not  supported  by  its  own  Society. 

Resolution  62-5  is  as  follows: 

Whereas,  The  Council  of  the  Medical 
Society  of  the  State  of  New  York  has  issued 
a statement  on  osteopathy  in  which  the 
Council  states  that  osteopathy  in  this  State 
is  no  longer  considered  to  be  a cult  if  they 
adhere  to  the  same  scientific  principles 
embraced  by  doctors  of  medicine  and  that 
doctors  of  medicine  may  associate  profession- 
ally, on  a voluntary  basis,  with  doctors  of 
osteopathy  who  hold  full  licenses  to  practice 
medicine  and  surgery  granted  by  the  New 
York  State  Board  of  Medical  Examiners;  and 

Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  in 
May,  1959,  passed  a resolution  protesting 
the  fact  that  the  schedule  of  fees  for  doctors  of 
medicine  in  general  practice  is  lower  than 
the  schedule  of  fees  for  osteopaths  and 
requested  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  adjust  the  fees  paid  to 
physicians  and  osteopaths  to  remove  this 
basic  inequity;  and 

Whereas,  The  latest  Workmen’s  Compen- 
sation Fee  Schedule,  dated  July  1,  1960,  still 
maintains  this  inequity  with  each  fee  for 
osteopathy  including  osteopathic  manipula- 
tion; and 

Whereas,  “Osteopathic  manipulation”  is 
not  supported  by  the  scientific  principles 
embraced  by  doctors  of  medicine;  now 
therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
Y ork  request  that  all  inequities  in  fee  schedules 
between  osteopaths  and  doctors  of  medicine 
in  general  practice  based  on  osteopathic 
manipulation  be  abolished  immediately  before 
doctors  of  medicine  are  allowed  to  associate 
professionally  with  doctors  of  osteopathy. 

This  resolution  was  referred  to  the  Reference 
Committee  on  Commission  on  Medical  Services 
B,  C.  Joseph  Delaney,  M.D.,  chairman.  This 


reference  committee  understood  the  plight  of 
the  ad  hoc  committee  and  endeavored  to  enter 
a substitute  resolution  which  would  have  been  in 
harmony  with  the  other  reference  committee 
reports  previously  mentioned.  This  report  was 
not  to  prevail,  however,  because  a few  members 
of  the  House  arose  to  challenge  the  substitute 
motion  and  with  much  emotionalism  persuaded 
the  House  of  Delegates  to  accept  the  original 
resolution: 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
request  that  all  inequities  in  fee  schedules 
between  osteopaths  and  doctors  of  medicine 
in  general  practice  based  on  osteopathic 
manipulation  be  abolished  immediately 
before  doctors  of  medicine  are  allowed  to 
associate  professionally  with  doctors  of 
osteopathy. 

This  inconsistent  action  of  the  House  of 
Delegates  made  even  the  ad  hoc  committee 
unethical  in  meeting  with  its  counterpart  even 
though  the  House  had  previously  directed  the 
committee  to  continue  its  meetings  with  the 
Osteopathic  Society’s  ad  hoc  committee.  N ever- 
theless,  the  two  components  of  the  committee 
did  meet  and  discharged  their  responsibilities 
to  their  respective  societies  as  best  they  could. 

There  can  be  no  resolution  of  the  inequity  of 
the  fee  schedule  as  long  as  the  Medical  Society 
ad  hoc  committee  or  any  other  committee  must 
negotiate  from  the  hostile,  selfish,  and  prej- 
udiced platform  given  it  by  the  1962  House  of 
Delegates.  The  resolution  of  the  inequity  will 
not  be  simple.  The  intricate  angles  of  the 
problem  wind  through  the  Workmen’s  Com- 
pensation Board,  associated  industries,  insurance 
carriers,  and  the  Osteopathic  Society,  all  of 
whom  look  on  the  resolution  62-5  as  an  in- 
sincere move  for  any  reason  other  than  economic. 
Because  the  climate  was  made  so  difficult,  your 
ad  hoc  committee  ceased  negotiations  on  this 
subject  in  December,  1962. 

No  further  negotiations  are  possible  on 
matters  reported  last  year  so  long  as  the 
Medical  Society  of  the  State  of  New  York 
maintains  osteopaths  are  cultists  by  approval  of 
resolution  62-5. 

There  are  other  problems  that  the  ad  hoc 
committee  did  explore.  A strong  liaison 
legislation  team  was  set  up  with  the  chairman 
of  our  Committee  on  Legislation  working  with 
the  Osteopathic  Society  chairman  of  legislation 
on  legislation  of  mutual  concern. 

There  is  a problem  that  the  inconsistency  of 
the  1962  House  of  Delegates  may  worsen  for 
the  Society.  Many  osteopaths  from  California 
now  having  M.D.  licenses  in  their  state  are 
coming  to  New  York  State  and  requesting 
licensure  in  New  York  from  the  Board  of 
Regents.  Pennsylvania  is  about  to  amalgam- 
ate osteopaths  with  the  medical  profession. 
Before  our  Society  gets  through  quibbling, 
licensure  practices  may  have  been  set  up  by 
the  Board  of  Regents.  Further,  this  may  lead 
to  recommendation  for  permissive  legislation 
by  the  Board  of  Regents,  because  there  is  a 
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substantial  segment  of  the  Osteopathic  Society 
that  would  secede  from  osteopathic  affiliation 
if  they  could  obtain  M.D.  degrees  and  licensure 
in  New  York  State. 

The  ad  hoc  committee  gives  this  analytical 
report  in  detail  to  demonstrate  the  foUy  of 
contradictory  legislation  by  the  House  of 
Delegates.  During  its  first  year,  the  ad  hoc 
committee  made  much  progress.  Exchange  of 
points  of  view  on  many  matters  mutual  to 
medicine  and  osteopathy  were  made.  Better 
understanding  of  problems  made  possible 
negotiation  with  mutual  confidence.  During  the 
second  year,  the  climate  was  different.  In 
spite  of  all  past  attempts  of  our  House  of 
Delegates  to  obtain  A.M.A.  legislation  that 
would  permit  solution  of  the  problem  of  ethical 
relationships  between  those  practicing  medicine 
and  osteopathy  at  the  state  level,  the  action  of 
the  1962  House  of  Delegates  planted  a seed  of 
distrust  in  some  of  the  members  of  both  groups 
making  up  the  joint  committee.  In  the  Osteo- 
pathic Society  group  there  seemed  to  be  a 
feeling  that  there  was  insincerity  on  the  part  of 
the  Medical  Society  because  it  was  the  Medical 
Society  that  started  the  negotiations  in  the  first 
place. 

The  way  the  matter  now  stands  is  that  if  the 


Constitution  and  Bylaws  , 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Constitution  and 


Bylaws  consists  of  the  following: 

Ezra  A.  Wolff,  M.D.,  Chairman Queens 

Norman  C.  Lyster,  M.D Chenango 

Homer  L.  Nelms,  M.D Albany 

William  F.  M2u-tin,  ex  officio New  York 


The  committee  has  reviewed,  at  the  request 
of  the  Council,  all  proposed  changes  in  constitu- 
tions and  bylaws  of  county  societies  and  district 
branches  which  have  been  submitted  since  the 
last  meeting  of  the  House  of  Delegates.  We 


Medical  Society’s  sole  motive  is  economic,  then 
the  assistance  offered  last  year  in  postgraduate 
education,  clarification  of  accreditation  status  of 
hospitals  with  osteopaths  on  the  staff,  and  so 
forth,  was  probably  insincere  too,  and  perhaps 
they  had  better  look  elsewhere  for  assistance, 
for  example,  to  the  hospital  association,  the 
regional  hospital  councils,  their  own  fund-raising 
ability  for  undergraduate  and  postgraduate 
education,  or  to  the  State  or  Federed  govern- 
ments. The  sincere  interests  osteopaths  have 
for  economic  support  for  their  osteopathic 
schools  and  hospitals  caimot  be  negated  by  ill 
advised  flouting  resolutions  from  the  House  of 
Delegates  of  the  Medical  Society  of  the  State 
of  New  York. 

Your  ad  hoc  committee  believes  further 
negotiations  are  unwise  at  this  time  and  hereby 
recommends  that  this  ad  hoc  committee  be 
discharged.  Further,  it  recommends  that  no 
successor  to  this  committee  be  appointed  until 
the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  stabilizes  its  policy 
toward  the  solution  of  mutual  problems  of 
medicine  and  osteopathy. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Chairman 


have  had  the  earnest  cooperation  of  Mr.  J. 
Richard  Burns  from  the  office  of  Martin,  Clear- 
water and  Bell,  and  of  the  office  staff  of  the 
State  Society. 

The  chairman  is  grateful  for  the  diligent  and 
painstaking  analyses  which  have  been  submitted 
regularly  by  his  fellow  committee  members,  and 
hereby  offers  his  sincere  thanks  to  them,  Mr. 
Burns,  and  the  office  staff. 

Respectfully  submitted, 

Ezra  A.  Wolff,  M.D.,  Chairman 
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New  York  State  Delegation  to  the  American  Medical  Association 


To  the  House  of  Delegates,  Gentlemen: 

As  in  previous  years,  this  report  of  the  dele- 
gation of  the  Medical  Society  of  the  State  of 
New  York  to  the  American  Medical  Associa- 
tion House  of  Delegates  is  presented  in  two  sec- 
tions: (1)  the  annual  meeting  and  (2)  the 

clinical  meeting. 

Annual  Meeting 

The  111th  annual  meeting  of  the  American 
Medical  Association  took  place  at  the  Palmer 
House  in  Chicago,  June  24  to  28,  1962.  Its 
House  of  Delegates  convened  diuring  the  period 
from  June  25  through  the  morning  of  June  28. 

The  following  members  of  the  Society,  staff, 
and  guests  attended  our  conferences: 

Delegates.  Philip  D.  Allen,  M.D.,  Renato 
J.  Azzari,  M.D.,  James  M.  Blake,  M.D.,  George 
A.  Burgin,  M.D.,  Peter  J.  DiNatale,  M.D., 
Henry  I.  Fineberg,  M.D.,  chairman,  John  M. 
Galbraith,  M.D.,  Thurman  B.  Givan,  M.D., 
James  Greenough,  M.D.,  John  F.  Kelley,  M.D., 
Joseph  A.  Lane,  M.D.,  George  J.  Lawrence, 
Jr.,  M.D.,  John  C.  McCUntock,  M.D.,  Bernard 
J.  Pisani,  M.D.,  William  B.  Rawls,  M.D., 
Carlton  E.  Wertz,  M.D.,  William  L.  Wheeler, 
Jr.,  M.D.,  and  Waring  Willis,  M.D. 

Alternate  Delegates.  Solomon  Schuss- 
heim,  M.D.,  and  Ezra  A.  Wolff,  M.D. 

Others.  Arthur  J.  Bedell,  M.D.,  William 
T.  Boland,  M.D.,  Russell  L.  CecU,  M.D., 
Gerald  D.  Dorman,  M.D.,  William  Hammond, 
M.D.,  Chas.  Gordon  Heyd,  M.D.,  Robert  Katz, 
M.D.,  Doris  K.  Dougherty,  Charles  L.  Baldwin, 
George  P.  Farrell,  John  K.  Pardee,  and  John 
Kiser  (A.M.A.). 

The  delegation  met  on  the  evening  of  June 
24th;  breakfast  meetings  were  held  on  June 
26,  27,  and  28. 

Our  hospitality  suite,  with  an  old  Dutch  New 
Amsterdam  decor,  was  kept  open  at  various 
hours  of  the  day  on  June  25,  26,  and  27. 
Compared  to  other  times,  this  activity  was 
curtailed.  However,  as  usual  many  visitors 
from  all  parts  of  the  country  visited  our 
quarters  and  partook  of  our  hospitality.  The 
custom  of  the  wives  of  our  delegates  acting  as 
hostesses  was  continued.  They  and  the  staff 
played  a star  role  in  making  this  important 
pro  j ect  the  fine  success  it  was.  W e are  extremely 
grateful  to  all  of  them. 

Reference  Committees.  At  our  first  con- 
ference, members  of  the  delegation  were  desig- 
nated to  attend  meetings  of  reference  com- 
mittees. It  was  announced  that  three  of  our 
delegates  had  been  assigned  to  reference  com- 
mittees by  the  Speaker  of  the  House,  as  follows: 
Amendments  to  the  Constitution  and  Bylaws — 
William  L.  Wheeler,  Jr.,  M.D.,  Reports  of 
Board  of  Trustees — William  B.  Rawls,  M.D., 
and  Sections  and  Section  Work — John  M. 
Galbraith,  M.D. 


Resolutions.  Eighty-seven  resolutions  to 
be  presented  to  the  House  of  Delegates  were  re- 
viewed carefully.  Five  of  these  were  New  York 
State  proposals,  as  follows: 

1.  “Two-Year  Internships  for  American 
Medical  Graduates” 

“Resolved,  That  the  American  Medical 
Association  encoiurage  medical  schools  to  ad- 
vise their  graduates  to  take  two-year  intern- 
ships; and  be  it  further 

“Resolved,  That  the  American  Medical 
Association  use  its  influence  on  the  surgical 
boards  to  join  the  medical  boards  in  granting 
one  year  of  residency  credit  to  interns  for  a 
‘straight’  second  year  of  internship  follow- 
ing a first-year  rotating  internship.” 

2.  “Social  Security  for  Self-Employed  Doc- 
tors of  Medicine” 

“Resolved,  That  this  House  of  Delegates  of 
the  American  Medical  Association  go  on  rec- 
ord as  endorsing  compulsory  Social  Seciurity 
(OASI)  for  self-employed  doctors  of  medi- 
cine.” 

3.  “Use  of  General  Practitioners  as  Assist- 
ants at  Operations” 

“Resolved,  That  the  American  Medical 
Association  recommend  that  the  referring 
physician  be  permitted  to  participate  in  surgi- 
cal procedures  performed  on  his  patients  in 
the  operating  rooms  of  all  hospitals  to  the  ex- 
tent dictated  by  the  best  interests  of  the  pa- 
tient as  determined  by  the  operating  surgeon; 
and  be  it  further 

“Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  go  on  rec- 
ord as  opposing  the  practice  of  employing 
technicians  and/or  nonmedical  persormel  as 
surgical  assistants  at  operations  and  that  the 
general  practitioners  or  any  referring  physi- 
cians be  permitted  to  serve  as  assistants  at 
operations.” 

4.  “Private  Hospital  Insurance  for  the 
Aged” 

“Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  strongly 
endorse  the  principle  of  financing  hospital  in- 
surance for  the  needy  aged  utilizing  the  prin- 
ciple of  government  assistance  as  provided  by 
the  Kerr-Mills  Law  and  tax  credit  for  the 
purchasers  of  this  insurance;  and  be  it  further 

“Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  urge  the 
Congress  of  the  United  States  not  to  enact 
legislation  which  would  drastically  affect  the 
future  course  of  health  care  and  which  would 
further  centralize  government  control  by 
financing  hospital  care  through  the  mecha- 
nism of  Social  Security  taxation;  and  be  it  fur- 
ther 

“Resolved,  That  copies  of  this  resolution  be 
sent  to  the  President  of  the  United  States- 
the  Secretary  of  Health,  Education,  and  Wei, 
fare,  and  the  members  of  the  Senate  Corn- 
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mittee  on  Finance  and  the  House  Ways  and 
Means  Committee.” 

5.  “Creation  of  Commission  to  Study  Prob- 
lems of  Patient  Care,  Medical  Practice,  Hospital 
Service,  and  Medical  Education” 

“Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  establish  a 
commission  with  representation  from  all 
groups  involved  to  study  the  many  problems 
noted  above  from  the  over-all  viewpoint,  to 
set  forth  fundamental  goals  and  objectives, 
and  to  recommend  priorities  and  a program  of 
action;  and  be  it  further 

“Resolved,  That  such  a commission,  after 
dehberation  and  study,  suggest  specific  imme- 
diate steps  and  formulate  an  ultimate  pro- 
gram for  the  betterment  of  patient  care,  medi- 
cal practice,  hospital  service,  and  medical 
education.” 

Candidates.  At  the  three  breakfast  meet- 
ings, reports  of  the  deliberations  of  the  reference 
committees  were  submitted.  These  were  dis- 
cussed thoroughly.  The  “pohtical  situation” 
was  studied  and  analyzed.  It  was  decided  that 
New  York  delegates  would  support  the  follow- 
ing: for  president-elect — Raymond  M.  Mc- 

Keown,  M.D.,  of  Oregon;  for  vice-president — 
J.  P.  Culpepper,  Jr.,  M.D.,  of  Mississippi; 
for  Council  on  Medical  Education  and  Hos- 
pitals— W.  Clarke  Wescoe,  M.D.,  of  Kansas, 
and  Warde  B.  Allan,  M.D.,  of  M^yland; 
for  Council  on  Medical  Service — George  W. 
Slagle,  M.D.,  of  Michigan;  for  Council  on  Con- 
stitution and  Bylaws — Walter  C.  Bornemeier, 
M.D.,  of  Illinois,  and  Thurman  B.  Givan,  M.D., 
of  New  York. 

In  accordance  with  precedent,  we  arrived  at 
these  decisions  in  a democratic  way;  we  in- 
formed the  other  delegates  of  the  A.M.A.  where 
we  stood;  and  we  adhered  to  the  fine  ideology 
that,  even  in  political  maneuvers,  there  must  be 
probity  and  truth.  At  no  time  were  we  deceit- 
ful, and  we  did  not  use  pressure  tactics. 

Actions  on  Resolutions.  Here  is  a resume 
of  the  actions  taken  on  resolutions  which  the 
New  York  delegation  was  instructed  to  intro- 
duce in  the  A.M.A.  House  of  Delegates: 

1.  “Two-Year  Internships  for  American 
Medical  School  Graduates” 

Action:  The  House  adopted  a reference  com- 
mittee report  recommending  the  adoption  of  this 
resolution  and  its  implementation  by  the  Coun- 
cil on  Medical  Education  and  Hospitals. 

2.  “Social  Security  for  Self-Employed  Doc- 
tors of  Medicine” 

Action:  The  House  reaffirmed  the  position  of 
opposition  to  compulsory  inclusion  under  the 
Social  Security  Act  and  voted  that  the  reasons, 
as  stated  on  page  1302  of  the  Journal  of  the 
American  Medical  Association  for  November 
26,  1955,  be  republished  and  given  wide  distri- 
bution for  the  benefit  of  new  physicians  who 
have  joined  since  that  date. 

3.  “Use  of  General  Practitioners  as  Assist- 
ants at  Operations” 

Action:  The  House  adopted  the  following 
substitute  resolution: 


“Whereas,  There  is  a shortage  of  interns 
and  residents  who  might  act  as  surgical  assist- 
ants; and 

“Whereas,  Voluntary  hospitals  have  been 
curtailing  privileges  of  general  practitioners 
on  their  staffs,  including  assisting  at  opera- 
tions; therefore  be  it  hereby 

“Resolved,  That  the  American  Medical 
Association  recommend  that,  where  staff 
regulations  permit,  the  referring  physician  or 
general  practitioner  be  permitted  to  partici- 
pate in  the  surgical  procedures  performed  on 
his  patients  in  the  operating  rooms  of  all 
hospitals  to  the  extent  dictated  by  the  best 
interests  of  the  patient  as  determined  by  the 
operating  surgeon.” 

4.  “Private  Hospital  Insurance  for  the 
Aged” 

Action:  This  resolution  was  referred  to  the 
board  of  trustees  for  appropriate  investigation 
and  action. 

5.  “Creation  of  Commission  to  Study  Prob- 
lem of  Patient  Care,  Medical  Practice,  Hospital 
Service,  and  Medical  Education” 

Action:  It  was  voted  (a)  that  this  resolution 

not  be  adopted;  (6)  that  state  medical  as- 
sociations be  urged  to  develop,  according  to 
their  own  needs,  programs  for  objective  long- 
range  analysis;  and  (c)  that  the  A.M.A.,  as 
these  programs  develop,  hold  conferences  to 
exchange  information  to  mutual  advantage. 

A.M.A.  Report.  Following  is  a “Report 
on  Actions  of  the  House  of  Delegates,  American 
Medical  Association,  111th  Annual  Meeting, 
June  24-28,  1962,”  as  transmitted  to  us  by 
F.  J.  L.  Blasingame,  M.D.,  executive  vice- 
president  of  the  American  Medical  Associa- 
tion. 

Health  care  for  the  aged,  medical  discipline,  com- 
position of  the  A.M.A.  Board  of  Trustees,  a study  of 
the  American  Board  of  Abdominal  Surgery,  relations 
with  the  American  College  of  Surgeons,  and  voluntary 
health  insurance  were  among  the  major  subjects  acted 
on  by  the  House  of  Delegates  at  the  American  Medical 
Association’s  111th  annual  meeting  held  June  24  to  28 
in  Chicago. 

Edward  R.  Annis,  M.D.,  of  Miami,  Florida,  chair- 
man of  the  A.M.A.  National  Speakers  Bureau  and  well- 
known  spokesman  in  the  campaign  against  the  King- 
Anderson  Bill,  was  chosen  president-elect  of  the  Asso- 
ciation. Dr.  Annis  will  become  president  at  the  June, 
1963,  annual  meeting  in  Atlantic  City,  succeeding 
George  M.  Fister,  M.D.,  of  Ogden,  Utah,  who  assumed 
office  at  the  Tuesday  night  inaugural  ceremony  in 
Chicago. 

The  A.M.A.  1962  Distinguished  Service  Award  was 
voted  to  Russell  L.  Cecil,  M.D.,  of  New  York  City, 
senior  editor  of  the  Textbook  of  Medicine  and  one  of  the 
nation’s  leading  researchers  in  the  field  of  arthritis. 

Final  registration  figures  at  the  meeting  reached  a 
total  of  42,643,  including  14,092  physicians. 

Health  Care  for  the  Aged.  The  House  received  17 
resolutions  expressing  full  support  of  the  Kerr-Mills 
program  and  firm  opposition  to  the  King-Anderson  tj-pe 
of  legislation.  In  reaffirming  the  position  of  active 
opposition  to  the  King-Anderson  Bill,  the  House  cited 
the  following  reasons: 

1.  the  lack  of  need  for  such  a plan; 

2.  that  it  would  provide  inadequate  care  for  all 
aged  rather  than  complete  care  for  those  who  need  help ; 
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3.  the  fact  that  inherent  in  the  use  of  the  Social 
Security  mechanism  are  governmental  controls  of  medi- 
cal practice  which  would  increase  with  the  expansion  of 
the  program; 

4.  deterioration  of  the  quality  of  medical  care  not 
only  for  the  aged  but  for  the  population  as  a whole. 

In  reaffirming  strong  support  for  the  Kerr-Mills  Act, 
the  House  declared  that  “the  Kerr-Mills  method  should 
be  given  a fair  and  reasonable  chance  to  meet  the  need 
and  thus  remove  the  demand  for  further  Federal  legis- 
lation.” 

It  urged  that  in  states  where  existing  programs  indi- 
cate a need  for  a Kerr-Mills  implementing  law,  each 
state  association  should  actively  sponsor  and  promote 
with  other  responsible  citizens  the  enactment  of  such  a 
law.  It  also  urged  the  state  associations  to  “work 
actively  with  other  responsible  citizens  in  reviewing 
the  functions  of  the  law,  evaluating  its  effectiveness, 
and  aggressively  supporting  improvements  in  programs 
to  aid  those  aged  who  need  help  so  as  to  achieve  the 
provision  of  quality  medical  care  and  service.” 

The  House  took  no  action  on  one  resolution  which 
called  for  nonparticipation  in  the  implementation  of  the 
King-Anderson  Bill,  but  it  urged  individual  physicians 
to  give  particular  consideration  to  the  following  sec- 
tions of  the  Principles  of  Medical  Ethics: 

Section  1.  The  principal  objective  of  the  medical 
profession  is  to  render  service  to  humanity  with  full 
respect  for  the  dignity  of  man.  Physicians  should 
merit  the  confidence  of  patients  entrusted  to  their 
care,  rendering  to  each  a full  measure  of  service  and 
devotion. 

Section  5.  A physician  may  choose  whom  he  will 
serve.  In  an  emergency,  however,  he  should  render 
service  to  the  best  of  his  ability.  Having  imdertaken 
the  care  of  a patient,  he  may  not  neglect  him;  and 
unless  he  has  been  discharged  he  may  discontinue  his 
services  only  after  giving  adequate  notice.  He 
should  not  solicit  patients. 

Section  6.  A physician  should  not  dispose  of  his 
services  under  terms  or  conditions  which  tend  to 
interfere  with  or  impair  the  free  and  complete  exer- 
cise of  his  medical  judgment  and  skill  or  tend  to 
cause  a deterioration  of  the  quality  of  medical  care. 
Commenting  on  the  Association’s  fight  against  the 
King-Anderson  Bill,  Leonard  W.  Larson,  M.D.,  retir- 
ing president,  told  the  opening  session  of  the  House  that 
“this  great  struggle  has  been  testing  again  whether  the 
science  and  art  of  medicine  will  be  permitted  to  grow 
and  flourish  in  freedom,  or  whether  progress  in  medi- 
cine will  be  stunted  and  shriveled  by  the  excesses  of 
government  control.” 

He  declared  that  the  steadfast  refusal  of  the  A.M.A. 
to  compromise  on  basic  principles  “has  been  a source 
of  strength  for  us  and  our  friends.”  Dr.  Larson  ex- 
pressed confidence  in  ultimate  victory,  but  he  added 
that  victory  will  impose  a solemn  obligation  of  respon- 
sible leadership  for  all  physicians. 

Also  commenting  on  the  question  of  compromise. 
Dr.  Fister  in  his  inaugural  address  said  “we  will  not 
compromise  with  those  who  regard  medical  care  prob- 
lems as  simply  playthings  in  the  game  of  politics — gim- 
micks to  attract  the  votes  of  the  gullible.” 

Medical  Discipline.  To  implement  one  of  the  major 
recommendations  made  by  the  Medical  Disciplinary 
Committee  at  the  June,  1961,  meeting  in  New  York 
City,  the  House  approved  a change  in  the  Bylaws  under 
which  a proposed  Section  1 (b)  of  Chapter  IV  will  now 
read: 

In  addition  to  such  disciplinary  action  as  may  be 
taken  under  the  constitution  and  bylaws  of  the  com- 
ponent society  and  constituent  association  to  which 
the  member  belongs,  or  when  a state  medical  asso- 
ciation to  which  a member  belongs  requests  the 
A.M.A.  to  take  disciplinary  action,  or  when  at  the 
request  of  the  American  Medical  Association  the  state 


association  to  which  the  member  belongs  consents  to 
disciplinary  proceedings  by  A.M.A.,  the  Judicial 
Coimcil,  after  due  notice  and  hearing,  may  censure 
him,  or  may  suspend  or  expel  any  member  of  the 
American  Medical  Association  from  A.M.A,  member- 
ship only  for  an  infraction  of  the  Constitution  or 
these  Bylaws  or  for  a violation  of  the  Principles  of 
Medical  Ethics. 

A.M.A.  Board  of  Trustees.  The  House  approved  a 
report  of  the  Ad  Hoc  Committee  on  the  Board  of 
Trustees  which  recommended  that  the  size  of  the  Board 
be  increased  from  11  members  to  15  members.  This 
will  be  accomplished  by  adding  three  elected  members 
and  by  including  the  immediate  past  president  of  the 
Association  for  a one-year  term.  The  House  also 
accepted  a committee  recommendation  that  set  the 
term  of  office  for  elected  Board  members  at  three  years 
and  limited  the  number  of  terms  to  three,  for  a maxi- 
mum total  of  nine  years  service.  To  implement  the 
House  action,  the  Council  on  Constitution  and  Bylaws 
submitted  changes  in  the  Constitution  and  Bylaws  for 
consideration  at  the  1962  Clinical  Meeting. 

American  Board  of  Abdominal  Surgery.  A study 
report  from  the  Council  on  Medical  Education  and 
Hospitals,  recommending  that  recognition  should  not 
be  granted  to  the  American  Board  of  Abdominal  Sur- 
gery as  a specialty  board,  was  approved  by  the  House. 
In  accepting  the  Council  report,  the  House  also  de- 
clared its  disapproval  in  principle  of  establishing  spe- 
cialties which  are  based  largely  or  wholly  on  an  arbi- 
trarily defined  anatomic  region  of  the  body. 

The  study,  which  was  carried  out  under  instructions 
from  the  House  of  Delegates  at  the  1961  CUnical  Meet- 
ing, concluded  that  the  present  contribution  of  the 
American  Board  of  Abdominal  Surgery  to  the  advance- 
ment of  surgery  and  the  betterment  of  public  health  is 
inadequate  in  many  important  respects.  It  also  con- 
cluded that  the  American  Board  of  Abdominal  Surgery 
does  not  offer  significant  potential  for  the  advancement 
of  surgery  and  the  betterment  of  public  health. 

American  College  of  Surgeons.  In  considering  a 
Board  report  and  four  resolutions  involving  surgical 
assistants  and  relations  between  the  A.M.A.  and  the 
American  College  of  Surgeons,  the  House  declared  that 
the  adoption  and  interpretation  of  the  Principles  of 
Medical  Ethics  is  the  prerogative  and  duty  of  the  Ameri- 
can Medical  Association.  It  also  restated  the  Asso- 
ciation’s June,  1961,  policy  statement  in  the  following 
manner: 

1.  Each  member  of  the  A.M.A.  is  expected  to  ob- 
serve the  Principles  of  Medical  Ethics  in  every  aspect  of 
his  professional  practice. 

2.  Each  doctor  engaged  in  the  care  of  the  patient  is 
entitled  to  compensation  commensurate  with  the  value 
of  the  services  he  has  personally  rendered. 

3.  No  doctor  should  bill  or  be  paid  for  a service 
which  he  does  not  perform ; mere  referral  does  not  con- 
stitute a professional  service  for  which  a professional 
charge  should  be  made  or  for  which  a fee  may  be  ethi- 
cally paid  or  received. 

4.  When  services  are  rendered  by  more  than  one 
physician,  each  physician  should  submit  his  own  bill  to 
the  patient  and  be  compensated  separately  whenever 
possible. 

5.  It  is  ethically  permissible  in  certain  circum- 
stances, however,  for  a surgeon  to  engage  other  phj-si- 
cians  to  assist  him  in  the  performance  of  a surgical  pro- 
cedure and  to  pay  a reasonable  amount  for  such  assist- 
ance. This  principle  applies  whether  or  not  an  assist- 
ing physician  is  the  referring  doctor. 

Voluntary  Health  Insurance.  In  accepting  a Council 
on  Medical  Service  report  on  the  utilization  of  state 
and  federal  tax  funds  to  provide  voluntary  prepayment 
health  insurance  protection  to  assist  the  aged  in  meet- 
ing the  costs  of  health  care  services,  the  House  ap- 
proved the  following  policy  statement: 
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“1.  The  need  for  application  of  the  prepayment  or 
insurance  principle  to  protect  our  people  against  the 
costs  of  medical  care  is  fully  recognized  and  applies  to 
all  ages  rather  than  to  the  aged  alone. 

“2.  Persons  financially  able  to  prepay  their  own  ex- 
penses are  expected  to  do  so  and  must  be  encouraged 
rather  than  compelled  to  do  so. 

“3.  Persons  financially  unable  to  prepay  adequately 
their  expenses  may  properly  be  assisted  to  the  degree 
necessary  by  their  families,  their  communities,  their 
states,  and  if  these  fail,  by  the  Federal  government — ■ 
but  only  in  conjunction  with  other  levels  of  government. 

“4.  The  prepayment  system  should  be  devoid  of  gov- 
ernmental controls. 

“5.  Dignity  and  self-sufficiency  for  the  individual 
should  be  upheld. 

“6.  The  protection  offered  must  be  reasonably  com- 
prehensive rather  than  token  in  character.” 

The  House  recommended  that  the  Board  of  Trustees 
and  the  Council  on  Medical  Service  explore  all  possi- 
bilities, using  these  principles  as  a basis. 

Miscellaneous  Actions.  In  considering  reports  and 
resolutions  on  a wide  variety  of  subjects,  the  House  also : 

Learned  that  the  Board  of  Trustees  has  instructed 
the  Council  on  Drugs  to  conduct  a study  on  the  relation- 
ship between  tobacco  and  disease. 

Disapproved  a suggestion  that  the  Council  on  Medi- 
cal Education  and  Hospitals  be  replaced  by  two  sepa- 
rate councils  on  undergraduate  and  graduate  medical 
education. 

Referred  to  the  Board  of  T rustees  a proposal  that  at 
least  six  members  of  the  Council  on  Medical  Education 
and  Hospitals  shall  be  engaged  primarily  in  the  private 
practice  of  medicine  in  hospitals  without  a medical 
school  affiliation  and  that  no  more  than  four  members 
may  be  salaried  personnel  of  a medical  school  or  uni- 
versity. 

Approved  a resolution  that  honorariums  be  provided 
for  the  Association’s  elected  officers  in  amounts  to  be 
determined  by  the  Board  of  Trustees. 

Adopted  an  A.M.A.  Statement  of  Principles  on  Men- 
tal Health  and  urged  all  constituent  associations  to  lend 
active  support  to  the  First  National  Congress  for  Men- 
tal Illness  and  Health,  to  be  held  in  Chicago  in  October. 

Endorsed  a resolution  on  employment  of  the  handi- 
capped, stating  that  each  individual  candidate  for  em- 
ployment should  be  evaluated  in  light  of  his  ability  to 
perform  useful  work. 

Approved  a “Guide  to  the  Organization  and  Opera- 
tion of  Airport  Medical  Services”  submitted  by  the 
Council  on  Occupational  Health. 

Endorsed  the  joint  statement  on  narcotic  addiction 
by  the  A.M.A.  and  the  National  Research  Council  of 
the  National  Academy  of  Sciences. 

Urged  automobile  manufacturers  to  make  seat  belts, 
approved  by  the  Society  of  Automotive  Engineers, 
standard  equipment  on  all  automobiles. 

Approved  a recommendation  that  A.M.A.  meetings 
be  scheduled  as  follows:  annual  meetings — 1966,  Chi- 
cago; 1967.  Atlantic  City;  and  1968,  San  Francisco, 
and  clinical  meetings — 1965,  Philadelphia;  and  1966, 
Las  Vegas. 

Recommended  that  the  Council  on  Medical  Edu- 
cation and  Hospitals  conduct  a study  of  specialty  resi- 
dencies. 

Reaffirmed  its  opposition  to  compulsory  coverage  of 
physicians  under  the  Social  Security  Act,  after  receiv- 
ing 11  resolutions  opposing  coverage  and  only  two 
favoring  the  inclusion  of  physicians. 

Accepted  the  report  of  the  Committee  on  Communi- 
cations as  information,  and,  in  con.sidering  the  com- 
mittee recommendations,  suggested  that  the  executive 
vice-president  present  a report  of  Association  activities 
to  the  House  at  each  meeting. 

Opening  Session.  At  the  Monday  morning  session, 
the  A.M.A.  presented  a special  citation  to  Jackie 


Cooper,  star  of  television,  stage,  and  movies,  for  his 
portrayal  of  a Navy  doctor  in  the  “Hennesey”  tele- 
vision program.  The  1962  Joseph  Goldberger  Award 
in  clinical  nutrition  was  presented  to  Edwards  Albert 
Park,  M.D.,  of  Baltimore  for  his  investigations  of 
rickets  and  scurvy  in  children.  Dr.  Larson  received  a 
plaque  for  his  work  on  the  medical  advisory  board  of 
the  Sears-Roebuck  Foundation.  The  American  Medi- 
cal Association  was  given  awards  of  appreciation  from 
the  Cuban  Medical  Association  in  Exile  and  the  Girl 
Scouts  of  America. 

Inaugural  Ceremony.  Dr.  Fister,  in  his  inaugural 
address,  declared  that  “we  will  cooperate,  to  our  very 
utmost,  with  government  officials,  legislators,  and  all 
Americans  who  are  sincerely  interested  in  finding 
sound,  practical  solutions  to  medical  care  problems — 
solutions  which  include  both  a respect  for  medical 
standards  and  a respect  for  the  taxpayers.”  The  Dis- 
tinguished Service  Award  was  presented  to  Dr.  Cecil, 
and  Donald  D.  Van  Slyke,  Ph.D.,  research  chemist  at 
the  Brookhaven  National  Laboratories,  received  the 
first  A.M.A.  Scientific  Achievement  Award  honoring 
outstanding  contributions  to  medicine  by  nonphysician 
scientists.  Mrs.  George  Papanicolaou  was  given  a spe- 
cial award  honoring  her  late  husband’s  service  to  man- 
kind. 

Wednesday  Session.  Dr.  Fister,  in  his  Wednesday 
address,  assured  the  House  of  Delegates,  all  A.M.A. 
members,  and  the  citizens  of  this  country  that  “during 
the  next  year  there  will  be  no  letup  in  our  campaign  to 
preserve  the  high  standards  of  our  voluntary,  free 
choice,  medical  care  system.”  He  said  that  no  organ- 
ization, especially  one  which  thrives  on  challenge  and 
opportunity  to  serve  the  public,  can  be  static. 

Election  of  Officers.  In  addition  to  Dr.  Annis,  the 
new  president-elect,  the  following  officers  were  named 
at  the  closing  session  on  Thursday : 

J.  P.  Culpepper,  Jr.,  M.D.,  Hattiesburg,  Mississippi, 
vice-president;  Norman  A.  Welch,  M.D.,  Boston,  re- 
elected speaker  of  the  House,  and  Milford  O.  Rouse, 
M.D.,  Dallas,  Texas,  re-elected  vice-speaker. 

Charles  L.  Hudson,  M.D.,  Cleveland,  Ohio,  and 
Wesley  W.  Hall,  M.D.,  Reno,  Nevada,  were  re-elected 
to  five-year  terms  on  the  Board  of  Trustees.  Elmer  G. 
Shelley,  M.D.,  North  East,  Pennsylvania,  was  renamed 
to  the  Judicial  Council. 

Re-elected  to  the  Council  on  Medical  Education  and 
Hospitals  were  Warde  B.  Allan,  M.D.,  Baltimore,  and 
W.  Clarke  Wescoe,  M.D.,  Lawrence,  Kansas. 

George  W.  Slagle,  M.D.,  Battle  Creek,  Michigan, 
was  elected  to  the  Council  on  Medical  Service,  succeed- 
ing Robert  L.  Novy,  M.D.,  Detroit,  who  was  ineligible 
for  re-election. 

For  the  Council  on  Constitution  and  Bylaws,  Walter 
E.  Bornemeier,  M.D.,  Chicago,  was  re-elected,  and 
James  Monroe  Kalb,  Sr.,  M.D.,  Clarksville,  Arkansas, 
was  named  to  fill  the  unexpired  term  of  the  late  Walter 
E.  Vest,  M.D.,  Huntington,  West  Virginia. 

Clinical  Meeting 

The  16th  clinical  meeting  of  the  American 
Medical  Association  was  held  at  the  Biltmore 
Hotel,  Los  Angeles,  California,  November  25  to 
28,  1962.  The  House  of  Delegates  met  on 
November  26,  27,  and  28. 

These  members  of  our  Society,  staff,  and 
guests  attended  the  conferences: 

Delegates.  Philip  A.  Allen,  M.D.,  Renato 
J.  Azzari,  M.D.,  James  M.  Blake,  M.D., 
George  A.  Burgin,  M.D.,  Henry  I.  Fineberg, 
M.D.,  Chairman,  John  M.  Galbraith,  M.D., 
Leo  E.  Gibson,  M.D.,  John  F.  Kelley,  M.D., 
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Joseph  A.  Lane,  M.D.,  George  J.  Lawrence, 
Jr.,  M.D.,  John  C.  McClintock,  M.D.,  Norman 
S.  Moore,  M.D.,  Bernard  J.  Pisani,  M.D., 
William  B.  Rawls,  M.D.,  Thurman  B.  Givan, 
M.D.,  James  Greenough,  M.D.,  Carlton  E. 
Wertz,  M.D.,  and  William  L.  Wheeler,  Jr., 
M.D. 

Alternate  Delegates.  Solomon  Schuss- 
heim,  M.D.,  and  Waring  Willis,  M.D. 

Others.  Edward  C.  Hughes,  M.D.,  Gerald 
D.  Dorman,  M.D.,  Doris  K.  Dougherty,  John 
K.  Pardee,  Robert  D.  Potter,  New  York 
County,  and  John  Kiser  (A.M.A.). 

The  delegation  met  on  the  evening  of  Novem- 
ber 25.  Breakfast  meetings  were  held  on 
November  27  and  28. 

At  the  first  conference,  Henry  I.  Fineberg, 
M.D.,  was  re-elected  chairman  of  the  delega- 
tion. 

Reference  Committees  and  Resolutions. 
Appointments  of  New  York  delegates  to 
reference  committees  by  the  speaker  of  the 
House  were  announced,  as  follows:  Amend- 
ments to  Constitution  and  Bylaws — Thurman 
B.  Givan,  M.D.,  Chairman;  Insurance  and 
Medical  Service — Norman  S.  Moore,  M.D., 
Chairman;  Legislation  and  Public  Relations — 
John  F.  Kelley,  M.D.;  Rules  and  Order  of 
Business — Bernard  J.  Pisani,  M.D.;  and 
Credentials — Joseph  A.  Lane,  M.D. 

These  designations  showed  a considerable 
improvement  over  those  of  previous  years. 

Members  of  the  delegation  were  assigned  to 
cover  the  deliberations  of  the  reference  com- 
mittees. 

The  chairman  stated  that  44  resolutions  had 
been  submitted  to  A.M.A.  headquarters.  They 
were  read  and  evaluated,  and  preliminary 
decisions  were  made.  There  were  no  resolu- 
tions from  New  York  State. 

The  agenda  of  the  two  breakfast  meetings 
included  reports  of  our  representatives  to 
reference  committees,  the  determination  of 
how  we  would  vote  on  various  issues,  and  a 
review  of  the  oflices  and  positions  which  will 
be  filled  by  election  at  the  annual  meeting  in 
1963.  No  definite  conclusions  concerning  our 
“political”  choices  were  reached.  Many  candi- 
dates have  thrown  their  hats  in  the  ring  for  the 
various  vacancies,  and  the  election  in  June 
should  be  a true  Donnybrook. 

Major  Actions  Taken  by  New  York, 

1.  We  supported  a change  in  the  Constitu- 
tion and  Bylaws  which  would  increase  the 
number  of  members  of  the  Board  of  Trustees. 

2.  We  were  in  favor  of  that  portion  of  the 
report  of  the  Reference  Committee  on  In- 
surance and  Medical  Service  which  urged  state 
and  county  medical  societies  and  individual 
members  to  take  part  in  the  establishment  and 
operation  of  regional  hospital  planning  agencies. 

3.  We  supported  strongly  reaflSrmation  of 
the  Kerr-Mills  legislation. 

4.  Your  delegation  opposed  the  following 
recommendation  of  the  Reference  Committee 
on  Medical  Education  and  Hospitals: 


“.  . .In  order  to  maintain  high  standards  of 
education  and  better  assure  the  patients’ 
welfare,  at  least  25  per  cent  of  the  total  house 
staff  (interns  and  residents)  of  a hospital  should 
be  graduates  of  accredited  United  States  or 
Canadian  medical  schools.  When  United  States 
and  Canadian  graduates  represent  a lesser 
portion  of  the  house  staff  for  two  successive 
years,  this  will  warrant  that  serious  considera- 
tion be  given  to  disapproving  the  internship. 

“Your  reference  committee  recommends  that 
the  Council  on  Medical  Education  and  Hospitals 
should  be  instructed  to  exert  every  possible 
effort  and  influence  so  that  all  hospitals  with 
approved  house  officer  training  programs  ac- 
cept a reasonable  number  of  graduates  of 
foreign  medical  schools. 

“Your  reference  committee  believes  that  this 
report  offers  for  the  first  time  a promising  ap- 
proach to  the  frustrating  problems  relating  to 
the  long-existing  discrepancies  between  the 
number  of  intern  positions  offered  and  the 
interns  available  to  fill  them.  The  report 
takes  full  cognizance  of  the  important  hospital 
service  component  of  the  problem.  To  this 
end,  we  were  pleased  to  learn  that  the  Commis- 
sion to  Coordinate  the  Relationships  of  Medi- 
cine with  Allied  Health  Professions  and  Service 
has  agreed  to  collaborate  with  the  Council  on 
Medical  Education  and  Hospitals  in  the  study 
and  definition  of  types  of  hospital  service  func- 
tions which  may  be  performed  under  medical 
supervision  by  especially  trained  technical 
personnel.  The  Council  will  foUow  its  regular 
procedure  by  seeking  authorization  from  the 
House  of  Delegates  prior  to  implementing  any 
plan  for  this  new  function.” 

5.  A memorial  resolution  for  the  late  John 
J.  Masterson,  M.D.,  was  introduced  in  the 
House  of  Delegates  by  Dr.  Givan. 

A.M.A.  Report.  A summary  of  the  ac- 
complishments of  the  A.M.A.  House  of  Dele- 
gates, as  submitted  to  us  by  F.  J.  L.  Blasin- 
game,  M.D.,  executive  vice-president,  follows. 

Health  care  for  tlie  aged,  medical  ethics,  graduate 
medical  education,  expansion  of  the  A.M.A.  Board  of 
Trustees  and  a study  of  the  sections  and  scientific 
program  of  the  A.M.A.  were  among  the  major  subjects 
acted  on  by  the  House  of  Delegates  at  the  American 
Medical  Association’s  sixteenth  clinical  meeting  held 
November  25  to  28  in  Los  Angeles. 

In  keynoting  the  Association’s  attitude  toward  Social 
Security  health  care  for  the  aged,  George  M.  Fister, 
M.D.,  of  Ogden,  Utah,  A.M.A.  president,  told  the  open- 
ing session  of  the  House:  “We  will  not  compromise  on 
the  fundamental  principles  in  which  we  believe  and  for 
which  we  have  fought  in  the  past  with  courage  and  good 
judgment.  We  will  not  jeopardize  our  position  either 
by  indicating  a willingness  to  consider  a compromise 
which  would  damage  our  basic  principles,  or  by  hasty 
action  which  might  be  misinterpreted.” 

Dr.  Fister  urged  the  entire  medical  profession  to 
understand  the  basic  issues  in  this  struggle  so  that  they 
can  recognize  the  difference  between  compromise  and 
surrender. 

“The  people  will  respond  to  the  truth,”  he  said,  “and 
it  is  imperative  that  we  as  individuals  and  as  an  or- 
ganization see  that  tlrey  get  the  truth.” 

The  Hou.se  reaffirmed,  without  compromise  or 
change,  the  Association’s  present  policy  of  opposition 
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to  the  King-Anderson  type  of  legislation  and  support  for 
the  Kerr-Mills  program.  In  so  doing,  it  also  approved 
in  principle  the  following  suggested  amendments  to  the 
Kerr-Mills  Law: 

1.  Remove  the  requirement  that  both  Old  Age 
Assistance  (OAA)  and  Medical  Assistance  for  the 
Aged  (MAA)  programs  be  administered  by  the  same 
agency; 

2.  Provide  flexibility  in  the  administration  of  the  in- 
come limitations  proposed  under  state  law  so  that  a 
person  who  experiences  a major  illness  may  qualify 
for  benefits  if  the  expense  of  that  illness,  in  effect,  re- 
duces his  money  income  below  the  maximum  pro- 
vided; 

3.  Include  a provision  in  the  law  requiring  state 
administering  agencies  to  seek  expert  advice  from  physi- 
cians or  medical  societies  through  medical  advisory  com- 
mittees; and 

4.  Provide  for  "free  choice”  of  hospital  and  doctor 
under  state  programs. 

At  the  same  time,  the  House  also  endorsed  in  prin- 
ciple four  proposed  amendments  to  the  Internal  Reve- 
nue Code,  designed  to  assist  in  financing  the  medical 
and  hospital  expenses  of  the  aged.  These  amendments 
would:  liberalize  tax  deductions  for  medical  expenses  of 
dependents  over  age  sixty-five;  remove  the  1 per  cent 
drug  limitation  and  include  drugs  as  medical  expenses; 
permit  taxpayers  over  age  sixty-five  to  receive  full  tax 
benefit  for  medical  expenses  by  use  of  the  carry-forward 
and  carry-back  principle,  and  provide  a tax  credit  for 
medical  expenses  paid  by  the  over  age  sixty-five  tax- 
payer, proportionate  to  the  relation  between  his  medical 
expense  and  taxable  income. 

The  House  also  approved  a status  report  which  con- 
cluded with  this  statement : “It  is  our  strong  conviction 
that  the  legislative  situation,  the  expanding  health  in- 
surance and  prepayment  coverage,  the  improving  eco- 
nomic status  of  the  aged,  and  the  many  other  factors 
cited  in  this  report  require  that  we  face  the  1963-1964 
Congressional  campaign  without  defeatism  or  compla- 
cency and  with  pride  in  the  progress  that  has  occurred. 
Finally,  it  is,  above  all,  essential  that  our  position  not 
be  undermined  by  the  adoption  of  any  policies  that 
compromise  our  basic  principles.” 

In  considering  seven  so-called  "pledge”  resolutions, 
invoh^ing  professional  freedom,  the  House  adopted  a 
substitute  resolution  urging  that  all  physicians  be  en- 
couraged to  support  the  position  taken  by  the  House  of 
Delegates,  in  June,  1961.  That  policy  statement  said : 
“The  House  of  Delegates  invites  attention  to  the  fact 
that  the  medical  profession  is  the  only  group  which  can 
render  medical  care  under  any  system  and  that  the 
medical  profession  is  best  qualified  to  determine  how 
the  best  medical  care  can  be  delivered. 

"The  House  of  Delegates  believes  that  the  medical 
profession  will  see  to  it  that  every  person  receives  the 
best  available  medical  care  regardless  of  his  ability  to 
pay,  and  it  further  believes  that  the  profession  will 
render  that  care  according  to  the  system  it  believes  is 
in  the  public  interest  and  that  it  will  not  be  a willing 
party  to  implementing  any  system  which  is  detrimental 
to  the  public  welfare.” 

Medical  Ethics.  The  Judicial  Council  submitted  a 
report  containing  new  opinions  on  the  medical  ethics 
involved  in  physician  ownership  of  drug  stores,  drug 
repackaging  houses,  and  drug  companies,  dispensing  of 
glasses  by  ophthalmologists,  and  advertising  practices 
of  medical  laboratories.  The  House  decided  that  the 
questions  of  physician  ownership  of  drug  stores,  drug 
repackaging  houses,  and  drug  companies,  and  the  dis- 
pensing of  glasses  by  ophthalmologists,  should  not  be 
acted  on  at  this  time.  Those  opinions  were  returned  to 
the  Judicial  Council  for  further  study  and  report. 
The  House  approved  the  portion  of  the  report  relating 
to  the  advertising  practices  of  medical  laboratories  and 
agreed  that  the  propriety  of  such  practices  should  be 


determined  at  the  local  level  in  compliance  with  the  new 
opinion.  The  House  also  approved  the  rules  of  pro- 
cedure adopted  by  the  Judicial  Coimcil  for  disciplinary 
action  in  cases  where  the  Association  now  has  original 
jurisdiction  as  conferred  by  the  June,  1962,  change  in 
the  Bylaws. 

Interns  and  Residents.  A special  report  on  the  com- 
pensation of  interns  and  residents,  which  was  published 
in  the  October  27  issue  of  the  Journal  of  the  American 
Medical  Association,  was  presented  to  the  House  by  the 
Council  on  Medical  Education  and  Hospitals  and  the 
Council  on  Medical  Service.  The  report  was  submitted 
as  information  only,  with  a request  for  further  study, 
comments,  and  suggestions.  The  House  urged  that 
all  delegates,  hospital  staffs,  and  medical  societies  dis- 
cuss the  report  and  forward  all  suggestions  to  the  two 
Coimcils  in  time  to  influence  the  form  of  the  report  to 
be  presented  for  action  at  the  June,  1963,  meeting. 

In  another  action  on  graduate  medical  education,  the 
House  approved  a report  on  internships  and  hospital 
services  in  which  the  Council  on  Medical  Education 
and  Hospitals  recommended  numerous  changes  in  the 
“Essentials  of  an  Approved  Internship.”  The  House 
declared  that  “their  acceptance  will  further  strengthen 
the  educational  values  of  the  internship  and  advance 
American  medicine’s  contribution  to  worthy  goals  of 
international  educational  exchange.” 

The  House  modified  one  Council  recommendation  to 
read  as  follows:  “In  order  to  maintain  high  standards 
of  education  and  better  assure  the  patients’  welfare, 
at  least  25  per  cent  of  the  total  house  staff  (interns  and 
residents)  of  a hospital  should  be  graduates  of  accredited 
United  States  or  Canadian  medical  schools.  When 
United  States  and  Canadian  graduates  represent  a lesser 
portion  of  the  house  staff  for  two  successive  years,  this 
will  warrant  that  serious  consideration  be  given  to  dis- 
approving the  internship.” 

The  House  instructed  the  Council  on  Medical  Edu- 
cation and  Hospitals  to  exert  every  possible  effort  and 
influence  so  that  all  hospitals  with  approved  house 
officer  training  programs  accept  a reasonable  number  of 
foreign  medical  school  graduates. 

Board  of  Trustees.  The  House,  by  a vote  of  130  to 
48,  adopted  changes  in  the  Constitution  and  Bylaws, 
which  would  have  implemented  the  June,  1962,  recom- 
mendations of  the  Ad  Hoc  Committee  on  the  Board  of 
Trustees,  including  expansion  of  the  Board  from  11  to 
15  members.  However,  the  Judicial  Council  later  in- 
formed the  House  that  the  affirmative  votes  necessary 
to  amend  the  Constitution  should  have  totalled  at  least 
144,  or  two  thirds  of  the  216  voting  delegates  registered 
at  the  Wednesday  session.  The  House  then  adopted 
a motion  to  vote  on  the  proposed  Constitutional  amend- 
ments, in  accord  with  the  changes  made  in  the  Bylaws, 
at  the  opening  session  of  the  Jime,  1963,  meeting. 

Sections  and  Scientific  Program.  A report  by  the 
Committee  to  Study  the  Scientific  Sections,  recom- 
mending major  changes  in  the  organizational  structure 
and  scientific  program  of  the  Association,  was  pre- 
sented to  the  House  by  the  Board  of  Trustees.  How- 
ever, because  of  many  requests  for  delay  in  approval, 
the  House  instructed  the  Speaker  to  appoint  an  ad  hoc 
committee  composed  of  members  of  the  House,  and 
including  representatives  of  the  sections,  to  study  the 
subject  and  report  next  June. 

Miscellaneous  Actions.  In  considering  a wide  variety 
of  resolutions  and  annual  and  supplementary  reports, 
the  House  also: 

Instructed  the  Board  of  Trustees  to  use  every  in- 
fluence in  their  command  to  have  the  Hill-Burton  Law 
amended  in  such  a manner  as  to  eliminate  all  categorical 
grants,  eliminate  the  term  “diagnostic  and  treatment 
centers”  from  any  listings  in  the  act,  and  prevent 
Federal  funds  being  awarded  imder  existing  law  as  a 
grant  to  closed  panel  medical  corporations  to  build 
diagnostic  and  treatment  centers. 
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Declared  that  it  is  both  the  responsibility  and  duty 
of  the  A.M.A.  to  submit  testimony  before  Congress  on 
the  subject  of  research  appropriations  in  the  health 
field. 

Urged  state  and  county  medical  societies  to  continue 
promoting  the  aggressive,  consistent  development  of 
Blue  Shield  senior  citizen  programs. 

Encouraged  medical  societies  and  physicians  to  pro- 
vide cooperation  and  leadership  in  the  formulation  and 
operation  of  regional  hospital  planning  bodies. 

Approved  “Essentials  of  Acceptable  Schools  for  In- 
halation Therapy  Technicians,  Cytotechnologj'  and 
Medical  Technologj^  and  of  Approved  Residencies  in 
Pediatric  Cardiology.” 

Recommended  that  a Board  report  and  two  resolu- 
tions dealing  with  the  “Liberty  Amendment”  be  re- 
referred to  the  Council  on  Legislative  Activities  for 
further  study. 

Warned  against  the  dangerously  low  level  of  immu- 
nization for  smallpox  and  urged  physicians  and  their  pa- 
tients to  maintain  the  needed  protection. 

Pointed  out  that  state  and  county  medical  societies 
should  collaborate  with  departments  of  public  health  in 
the  interest  of  community  health,  always  keeping  in 
mind  the  need  for  a proper  balance  between  local  public 
health  programs  and  the  private  practice  of  medicine. 

Authorized  the  Board  ol  Trustees  to  investigate  the 
feasibility  of  establishing  a physicians’  pension  plan 
and  to  present  a plan  for  the  implementation  of  such  a 
program  to  the  House  in  June. 

Instructed  the  Board  of  Trustees  to  study  the  feasi- 
bility of  regional  clinical  sessions,  taking  into  consider- 
ation the  already  established  regional  meetings  of  medi- 
cal specialty  groups  and  the  Academy  of  General  Prac- 
tice. 

Commended  the  Council  on  National  Security  and 
its  Committee  on  Disaster  Medical  Care  for  initiating  a 
visitation  program  with  committees  on  emergency  medi- 
cal service  of  state  medical  societies. 

Expressed  appreciation  and  thanks  to  the  Woman’s 


Auxiliary  for  their  impressive  accomplishments  in  be- 
half of  our  free  society. 

Opening  Session.  The  delegates  learned  from  a re- 
port by  the  American  Medical  Association  Education 
and  Research  Foundation  that  one  out  of  every  ten 
medical  students  in  the  U.S.  is  now  benefiting  from  the 
new  student  loan  program.  Since  its  inception  nine 
months  ago,  the  program  has  granted  loans  totaling 
more  than  nine  million  dollars  to  3,042  medical  students 
and  1,787  interns  and  residents,  with  applications  being 
received  at  a rate  of  150  per  week.  It  also  was  an- 
nounced that  Merck  Sharp  & Dohme  pharmaceutical 
company  is  making  a second  matching  grant  of  S100,000 
in  support  of  the  loan  fund.  The  A.M.A.E.R.F.  also 
received  contributions  totaling  $440,583  from  physi- 
cians in  five  states  for  financial  aid  to  medical  schools. 

Registration.  Final  registration  at  the  meeting 
reached  a total  of  10,908,  including  5,209  physicians. 

The  activities  of  our  hospitality  suite  were 
further  reduced,  at  a much  lower  cost.  It  was 
open  on  Monday,  from  12  noon  to  2 p.m.; 
on  Tuesday,  from  12  noon  to  2 p.m.  and  5 p.m. 
to  7 P.M.;  and  Wednesday,  from  12  noon  to 
2 P.M.  The  theme  of  the  suite  was  “Phase  I 
of  the  World’s  Fair”  (this  theme  will  be  ex- 
panded at  the  Atlantic  City  meeting  in  June). 
As  usual,  our  women  were  the  official  hostesses. 
A complimentary  gift,  in  the  form  of  a folder 
for  papers,  was  given  to  each  delegate  and 
guest. 

Again,  may  we  express  our  gratitude  to  the 
members  of  our  delegation,  the  wives,  the  staff, 
and  all  others  who  contributed  so  much  to  the 
success  of  our  stays  in  Chicago  and  Los  Angeles. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Chairman 


Convention 

paging 

system 


We  hope  that  physicians  attending  the  157th  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New  York  will  be  able  to  devote  aU  their  atten- 
tion to  the  interesting  program,  exciting  exhibits,  and  other  features  of  the 
meeting.  However,  if  it  is  necessary,  physicians  can  always  be  in  touch  with 
their  offices,  their  patients,  or  whoever  else  may  wish  to  contact  them,  through 
the  SherPage  System.  They  may  be  reached  by  television  anywhere  at  the 
convention. 

This  service  is  provided  through  the  courtesy  of  Sherman  Laboratories, 
Detroit,  Michigan. 
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1963  HOUSE  OF  DELEGATES 


Miscellaneous  Business 

I Columbia  University  Study,  Advisory  to 


I To  the  House  of  Delegates,  Gentlemen: 

The  Advisory  Committee  to  the  Columbia 
' University  Study  of  Nonprofit  Prepayment 
||  Medical  Care  Insurance  Plans  in  New  York 
^ State  was  composed  of  the  following: 

John  C.  McClintock,  M.D.,  C/iairmaw  , Albany 


Carl  R.  Ackerman,  M.D Bronx 

Merle  D.  Evans,  M.D Monroe 

Leo  E.  Gibson,  M.D Onondaga 

Carlton  E.  Wertz,  M.D Erie 

Henry  I.  Fineberg,  M.D.,  Adviser.  . . .Queens 


One  meeting  with  the  Study  group  was  held  to 

t'  review  the  preliminary  material  on  payment  to 

physicians.  Your  committee  objected  strongly 
( to  the  features  in  the  report  recommending 
f payment  of  interns  and  residents  by  the  Plans 

I and  to  the  suggestion  that  the  boards  of  direc- 
tors of  Plans  be  reduced  to  less  than  50  per  cent 
physicians.  Other  inaccuracies  were  called  to 
the  attention  of  the  Study  group.  A final  report 
f to  the  Coimcil  was  made  in  September,  and  the 
I committee  was  discharged.  It  was  a final  sug- 
^ gestion  of  the  committee  that  when  the  report 
|]  became  public  a new  committee  be  appointed 
I to  study  the  full  text. 

’i  The  report  was  released  by  the  Study  group 
at  a press  conference  in  October.  It  made 
||  newspaper  headlines  because  of  one  sentence 
^ that  suggested  New  York  City  had  some  of  the 
worst  medical  care  in  the  world.  This  was 
' based  on  a study  of  Teamster  Union  families 
which  we  felt  was  scientifically  unreliable.  Be- 
cause of  the  furor,  the  president  of  the  State 


Medical  Society  appointed  a new  committee  to 
review  the  problem  with  power  to  act. 

Ad  Hoc  Committee  to  Study  the  Trussell 
Report.  This  committee  consists  of: 

John  C.  McClintock,  M.D.,  C/iairmara . Albany 


George  J.  Lawrence,  Jr.,  M.D Queens 

James  M.  Blake,  M.D Schenectady 

Samuel  Z.  Freedman,  M.D New  York 

John  M.  Galbraith,  M.D Nassau 

William  F.  Martin,  Esq.,  Adviser.  .New  York 

Joseph  A.  Lane,  M.D.,  ex  officio Monroe 

Waring  Willis,  M.D.,  ex  offlcio.  .Westchester 


This  committee  held  two  meetings  and  a 
press  conference.  Favorable  press  reports 
resulted  and  corrected  in  large  measure  the 
poor  reports  that  followed  release  of  the  full 
report. 

In  reporting  the  actions  of  this  committee 
to  the  Council,  it  was  recommended  that  an  ad 
hoc  committee  be  appointed  by  each  new  presi- 
dent to  advise  the  president,  executive  vice- 
president,  and  oflicers  on  matters  concerning 
press  stories  unfavorable  to  the  medical  profes- 
sion; this  committee  to  have  power  to  act  on 
short  notice  with  whatever  measures  appear 
most  suitable  for  each  specific  occasion.  The 
committee  appointed  in  October,  1962,  and 
listed  above  is  continuing  as  an  advisory  com- 
mittee to  the  incumbent  president  and  officers. 
Respectfully  submitted, 

John  C.  McClintock,  M.D.,  Chairman 


Medicine  and  Religion 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Medicine  and 
Religion  consists  of  the  following  members: 

William  T.  Boland,  M.D.,  Chairman 

Chemung 


John  A.  Morton,  M.D Monroe 

Solomon  Schussheim,  M.D Kings 


Designation  of  the  chairman  was  approved  at 
the  February  Council  meeting,  and  no  meetings 
of  the  committee  have  been  held. 

Each  member  of  the  committee  received  a 
copy  of  a letter  from  the  A.M.A.  Department  of 
Medicine  and  Religion  requesting  the  designa- 


tion of  three  counties  in  which  the  department 
might  develop  a trial  program  during  the  fall  of 
1962.  The  three  counties  selected  were  Monroe 
County,  Nassau  County,  and  Chenango  County, 
representing,  respectively,  the  urban,  suburban, 
and  rural  areas  of  this  State. 

The  plans  of  the  A.M.A.  department  include 
the  issuance  of  a manual  in  1963  to  guide  state 
and  county  committees  in  conducting  a con- 
tinuing program  in  this  field. 

Respectfully  submitted, 

William  T.  Boland,  M.D.,  Chairman 
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Disaster  Medical  Care 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Disaster  Medical 
Care  consists  of  the  following: 

Edward  A.  Burkhardt,  M.D.,  Chairman 

New  York 


Vincent  C.  Webb,  M.D Nassau 

Irving  G.  Frohman,  M.D Queens 

James  H.  Lade,  M.D.,  Adviser Albany 


This  committee  is  concerned  with  the  plan- 
ning, developing,  and  promoting  of  training  pro- 
grams in  mass  casualty  care  within  the  frame- 
work of  civil  defense.  Our  efforts  are  fre- 
quently defeated  by  the  failure  of  local  legally- 
constituted  civil  defense  agencies  to  incorporate 
voluntary  groups  in  planning  and  developing 
these  essential  services.  Counties  in  which  the 
medical  society  and  the  civil  defense  agencies 
are  wedded  in  this  effort  produce  excellent  dis- 
aster training.  Genesee  County  deserves  par- 
ticular commendation.  Many  county  societies 
have  httle  or  no  training  programs  and  have  dis- 
solved their  committees  on  disaster  medical  care. 
This  failure  is  due  to  rejection  of  volunteer 
groups  by  the  civil  defense  organizations  and  the 
failure  of  the  society  to  demand  participation. 

The  Medical  Service  of  the  State  Civil  De- 
fense Commission  and  the  State  Department  of 
Health  has  continued  its  activities  in  numerous 
training  programs.  State  Medical  Service  has 
given  instructions  to  medical  aids  in  assembly  of 
the  improvised  emergency  hospital,  sterile  sup- 
ply procedures,  and  disaster  nursing.  In  1962 
the  emergency  hospital  was  demonstrated  to  52 
groups  for  training  in  this  area  of  operation. 
Approximately  3,400  persons  were  trained  in 
these  various  categories.  The  Joint  Commission 
on  Accreditation  of  Hospitals  now  demands  that 
the  State  Medical  Service  approve  the  disaster 
plans  of  all  hospitals.  This  is  a major  develop- 


ment and  should  produce  drastic  improvement 
in  hospital  plans. 

Our  State  now  has  $20,000,000  in  stockpiled 
medical  supplies.  These  supphes  are  well  pro- 
tected and  inspected.  The  Medical  Service  of 
the  State  Civil  Defense  Commission  should  be 
commended  for  its  effort.  The  Federal  govern- 
ment has  placed  60  civil  defense  emergency  hos- 
pitals in  our  State. 

The  Federal  Medical  Self-Help  program  was 
inaugurated  in  New  York  by  General  Francis 
W.  Farrell,  director  of  the  New  York  State 
Civil  Defense  Commission;  James  H.  Lade, 
M.D.,  of  the  State  Department  of  Health,  and 
your  chairman.  Instructions  for  participation 
and  pubhcity  releases  were  sent  to  every  county 
medical  society  by  your  committee.  This  pro- 
gram wiU  continue  for  approximately  four  years. 
Six  hundred  training  kits  have  been  allocated  to 
New  York.  Training  classes  have  been  con- 
ducted with  physicians’  assistance.  Each  stu- 
dent becomes  a teacher  and  thus  this  training  is 
expected  to  grow  rapidly. 

Our  committee  was  visited  by  the  chairman 
and  secretary  of  the  A.M.A.  Committee  on  Dis- 
aster Medical  Care.  Our  plans  were  outlined 
and  we  received  suggestions  for  areas  of  opera- 
tion. 

Your  chairman  attended  three  national  meet- 
ings sponsored  by  the  A.M.A.  and  the  U.S.  Pub- 
lic Health  Service.  Valuable  suggestions  were 
obtained. 

We  are  currently  meeting  with  the  Deputy 
Mayor  of  the  City  of  New  York  to  present  plans 
for  improving  voluntary  participation  in  the  dis- 
aster medical  care  of  this  City.  This  effort  wiU 
be  reported  at  a later  date. 

RespectfuUy  submitted, 

Edward  A.  Burkhardt,  M.D.,  Chairman 
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I Nursing  Education 

I To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Nursing  Education  con- 
I sists  of  the  following: 

Charles  M.  Smith,  M.D.,  Chairman 


Seneca 

John  M.  Galbraith,  M.D Nassau 

Robert  F.  McMahon,  M.D Onondaga 

Frank  C.  Nichols,  M.D Nassau 


The  committee  convened  in  the  Council 
chamber  of  the  Medical  Society  of  the  State  of 
New  York  on  November  14,  1962.  Three  mem- 
bers were  present  and  one  was,  unfortunately, 
absent. 

A discussion  was  undertaken  concerning  the 
nursing  shortage  and  the  lack  of  nursing  educa- 
tion facilities.  It  seems  that  our  efforts  in  the 
past  had  been  rather  futile  and  that  we  were 
stymied  in  our  efforts  to  improve  nursing  educa- 
tion facilities.  We  all  keenly  felt  that  some- 
thing should  be  done  to  improve  facilities  and  to 
encourage  the  attraction  of  young  people  into 
nursing,  but  the  many  pitfalls  and  areas  of 
diversion  and  roadblocks  to  young  people  trying 
to  receive  a nursing  education  were  considered. 

Dr.  Galbraith  recommended  that  we  seek  an 
appointment  with  the  Assistant  Commissioner 


for  Professional  Education,  Dr.  Neville  L. 
Bennington,  sometime  in  the  Spring,  to  discuss 
possible  ways  of  improving  the  situation  to  give 
us  young  people  and  people  of  zeal  and  endeavor 
in  the  nursing  profession.  Dr.  McMahon  was  of 
the  opinion  that  we  should  try  to  make  this  a 
legislative  action  with  the  attempt  to  remove 
certain  obstacles  placed  in  the  way  of  young 
people  becoming  quahfied  nurses. 

Since  the  meeting  Dr.  McMahon  and  your 
chairman  have  had  an  opportunity  to  converse 
over  the  telephone  and  to  review  some  hterature 
that  he  has  collected,  hoping  to  start  a program 
that  might  aid  all  the  State  of  New  York  in 
meeting  nursing  education  problems. 

In  the  meantime,  your  chaii'man  has  been 
fortunate  enough  to  be  appointed  to  the  Board 
of  Regents  Nurse  Advisory  Council,  for  three 
years,  and  during  this  time  I perhaps  will  be 
able  to  talk  with  and,  I hope,  influence  some  of 
the  main  nursing  people  with  some  of  the  prob- 
lems with  which  the  doctors  are  faced. 

Respectfully  submitted, 

Charles  M.  Smith,  M.D.,  Chairman 


AnnOUnC6ni6nt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15, 1961,  reprints  of  the  series  is  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  flfty  cents  per  pamphlet  to 
cover  costs. 
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MEDICAL  SOCIETY 
OF  THE  STATE 
OF  NEW  YORK 


Annual  Dinner  Dance 


WEDNESDAY 
MAY  15,  1963 

TERRACE  BALLROOM 
STATLER  HILTON 

32nd  Street  &. 
Seventh  Avenue 
New  York  City 


in  honor  of 

JOSEPH  A.  LANE,  M.D. 

President 


Reception  at  7 p.m. 

Gourmet  Dinner 
Music  by  Ben  Cutler 
Dress  Optional 

Subscription  $1 7.50  Per  Person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York  17,  New  York 

Please  send  me tickets  for  the  Annual  Dinner  Dance  on  May  15. 

Enclosed  please  find  my  check  for . 


NAME 


ADDRESS 


Please  attach  guest  list 
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Necrology 


Ernest  Emanuel  Arnheim,  M.D.,  of  New 
York  City,  died  on  October  11,  1962,  at  the  age 
of  sixty-three.  Dr.  Amheim  graduated  in 
1923  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consvilting 
surgeon  in  pediatrics  at  The  Mount  Sinai 
Hospital  and  an  attending  surgeon  in  pediatrics 
at  Beth  Israel  Hospital.  Dr.  Arnheim  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Academy  of  Pedi- 
atrics, the  New  York  Academy  of  Medicine,  the 
New  York  Pediatric  Society,  the  New  York 
County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Eugene  Bauman,  M.D.,  of  the  Bronx,  died 
on  May  15,  1962,  at  the  age  of  eighty-one. 
Dr.  Bauman  graduated  in  1904  from  New  York 
University  and  Bellevue  Hospital  Medical 
School. 

Arnold  Theodor  Benfey,  M.D.,  retired, 
of  Muenchen,  West  Germany,  formerly  of  New 
York  City,  died  during  1962  in  his  eighty- 
second  year.  Dr.  Benfey  received  his  medical 
degree  from  the  University  of  Berlin  in  1903. 
He  was  a member  of  the  Rudolf  Virchow 
Medical  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Eugene  John  Cronin,  M.D.,  of  Kew  Gardens, 
died  on  February  18  at  the  age  of  eighty-one. 
Dr.  Cronin  graduated  in  1905  from  Columbia 
University  College  of  Physicians  and  Surgeons. 

Shirley  Louise  Ferris,  M.D.,  of  Albany,  died 
on  June  9,  1962,  in  her  thirty-ninth  year. 
Dr.  Ferris  graduated  in  1947  from  Albany 
Medical  College.  She  had  spent  several  years 
in  Tanganyika,  Africa,  and  had  been  attached 
to  the  African  Inland  Mission. 

Sara  Elizabeth  Foulks,  M.D.,  of  Watkins 
Glen,  died  on  June  12, 1962,  at  the  age  of  eighty- 
one.  Dr.  Foulks  graduated  in  1907  from  the 
Woman’s  Medical  College  of  Pennsylvania, 
Philadelphia. 

Boris  Mark  Fried,  M.D.,  of  the  Bronx,  died  on 
January  21  at  the  age  of  seventy-one.  Dr. 
Fried  received  his  medical  degree  from  the 
University  of  Saratov  in  1914.  He  was  an 
associate  attending  physician  in  neoplastic 
diseases  at  Montefiore  Hospital  and  an  as- 
sociate attending  physician  in  pulmonary 
diseases  at  Morrisania  Hospital.  Dr.  Fried  was 


a Fellow  of  the  American  College  of  Chest 
Physicians  and  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Chauncey  W.  Grove,  M.D.,  of  Geneva,  died 
on  January  30  at  the  age  of  eighty-three. 
Dr.  Grove  graduated  in  1904  from  the  Univer- 
sity of  Buffalo  School  of  Medicine.  He  was 
an  honorary  physician  at  Geneva  General 
Hospital  and  for  forty-two  years  had  served  as  a 
City  health  officer,  retiring  from  this  post  in 
1961.  Dr.  Grove  was  a member  of  tbe  Geneva 
Academy  of  Medicine,  the  Ontario  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Walter  John  Holbrook,  M.D.,  of  Bath, 
died  on  August  1,  1962,  at  the  age  of  sixty-six. 
Dr.  Holbrook  graduated  in  1920  from  the 
University  of  Buffalo  School  of  Medicine. 

Mandel  Jaflin,  M.D.,  of  the  Bronx,  died  on 
January  13  at  the  age  of  fifty-nine.  Dr.  Jaffin 
graduated  in  1930  from  the  University  of 

Louisville  School  of  Medicine.  Dr.  Jaffin  was 
a member  of  the  American  Geriatrics  Society, 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Daniel  Jung,  M.D.,  of  Snyder,  died  on  Jan- 
uary 22  at  the  age  of  seventy-two.  Dr.  Jung 
graduated  in  1917  from  the  University  of 

Buffalo  School  of  Medicine.  He  was  a con- 
sulting physician  in  general  practice  at  Millard 
Fillmore  Hospital  and  health  officer  for  the 
Town  of  Amherst,  Amherst  District  #18  school, 
and  the  Christ  the  King  School.  Dr.  Jimg  was 
a member  of  the  American  Academy  of  General 
Practice,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Sergei  Sergeevich  Krasnitski,  M.D.,  of 
New  York  City,  died  on  May  18,  1962,  at  the 
age  of  seventy-six.  Dr.  Krasnitski  received  his 
medical  degree  from  the  University  of  Kharkov 
in  1912. 

Thomas  Gayton  Letterese,  M.D.,  of  the 
Bronx,  died  on  January  8 at  the  age  of  forty- 
eight.  Dr.  Letterese  graduated  in  1939  from 
New  York  University  School  of  Medicine.  He 
was  an  assistant  attending  orthopedic  surgeon 
at  the  Bronx  Municipal  and  St.  Francis  Hospi- 
tals. Dr.  Letterese  was  a Diplomate  of  the 
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American  Board  of  Surgery  and  a member  of  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Kenneth  M.  Lewis,  M.D,,  of  New  York  City, 
died  on  December  14,  1962,  at  the  age  of  sixty- 
six.  Dr.  Lewis  graduated  in  1919  from  Colum- 
bia University  College  of  Physicians  and 
Surgeons.  He  was  director  of  surgery  at 
Bellevue  Hospital  and  a consulting  surgeon  at 
Veterans  Administration  Hospital.  A past- 
president  of  New  York  County  Medical  Society, 
Dr.  Lewis  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
American  Association  for  the  Surgery  of  Trauma, 
the  American  Therapeutic  Society,  the  New 
York  Surgical  Society,  the  New  York  Academy 
of  Medicine,  the  New  York  Gastroenterological 
Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Thomas  Hayes  Mesick,  M.D.,  of  Syracuse, 
died  on  August  7,  1962,  at  the  age  of  eighty-six. 
Dr.  Mesick  graduated  in  1902  from  Syracuse 
University  College  of  Medicine.  He  was  a 
senior  attending  physician  at  Syracuse  General 
Hospital.  Dr.  Mesick  was  a member  of  the 
Syracuse  Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Solomon  Siker,  M.D.,  of  Port 
Chester,  died  on  July  1,  1962,  at  the  age  of 
sixty-nine.  Dr.  Siker  graduated  in  1917  from 
Long  Island  College  Hospital  Medical  School. 
Retired,  he  was  a member  of  the  Westchester 
County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Edward  Solomons,  M.D.,  of  Brooklyn  and 
Lawrence,  died  on  January  28  at  the  age  of 
fifty-six.  Dr.  Solomons  graduated  in  1932  from 
the  National  University  of  Ireland,  University 
College,  Dublin.  He  was  director  of  obstetrics 
and  gynecology  at  Maimonides  Hospital,  pro- 


fessor of  obstetrics  and  gynecology  at  the  f 

Downstate  Medical  Center,  and  medical  ad-  ^ 

viser  to  the  Planned  Parenthood  Association  of  I 

Brooklyn.  Dr.  Solomons  was  a Fellow  of  - 

the  Royal  College  of  Physicians  in  Ireland  ; 

(Eire),  a Fellow  of  the  American  College  of  • 

Obstetricians  and  Gynecologists,  a Fellow  of 
the  American  CoUege  of  Surgeons,  and  a ^ 

member  of  the  American  Society  for  the  Study  i 

of  Sterility,  the  New  York  Obstetrical  Society,  ^ 

the  Brooklyn  Gynecological  Society,  the  Medical  ( 

Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  i 
American  Medical  Association. 

Leonard  Kay  Stalker,  M.D.,  of  Rochester, 
died  on  December  4,  1962,  at  the  age  of  fifty- 
three.  Dr.  Stalker  graduated  in  1933  from 
Syracuse  University  College  of  Medicine. 

He  was  an  attending  surgeon  at  Highland 
Hospital  of  Rochester  and  a consulting  surgeon  , 
at  Park  Avenue,  Lakeside  Memorial  (Brock-  ( 
port),  and  Arnold  Gregory  Memorial  (Albion) 
Hospitals.  Dr.  Stalker  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  Rochester  Academy  of  Medicine,  the 
Central  New  York  Surgical  Society,  the  Roches-  | 
ter  Pathological  Society,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association.  , 

Isaac  Philip  Starr,  M.D.,  of  Santa  Monica, 
California,  formerly  of  Brooklyn,  died  on 
November  5,  1962,  at  the  age  of  eighty-four. 

Dr.  Starr  graduated  in  1905  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
Retired,  he  was  a member  of  the  New  York 
Coimty  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Joseph  A.  Tripi,  M.D.,  of  Buffalo,  died  on 
January  19  at  the  age  of  sixty-six.  Dr.  Tripi 
graduated  in  1919  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  a member 
of  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Medical  Neivs 


Board  examinations 

The  American  Board  of  Obstetrics  and 
Gynecology  announces  that  the  next  oral  and 
clinical  examinations  (Part  II)  for  all  scheduled 
candidates  are  being  held  at  the  Edgewater 
Beach  Hotel,  Chicago,  Illinois,  by  the  entire 
Board,  April  29  through  May  4. 

New  and  reopened  applications,  and  requests 
for  re-examination  in  1964  wiU  be  accepted  in  the 
office  of  the  Executive  Secretary  on  or  before 
July  1.  Candidates  are  urged  to  apply  as  soon 
as  possible.  New  applicants,  re-opened  candi- 
dates, and  all  re-examinees  are  required  to  sub- 
mit a duplicate  list  of  hospital  dismissals  for  the 
preceding  twelve  months.  Requests  for  re- 
opening and  re-examination  will  not  be  accepted 
without  duplicate  current  dismissal  lists. 

Current  bulletins  outlining  present  require- 
ments, and  application  forms  may  be  obtained 
by  writing  to  the  Executive  Secretary,  Robert 
L.  Faulkner,  M.D.,  2105  Adelbert  Road,  Cleve- 
land 6,  Ohio. 

Applicants  are  urged  to  familiarize  themselves 
with  the  current  rules  and  regulations. 

Physical  therapy  pamphlet 

A new  pamphlet,  “Physical  Therapy  at 
Home,”  has  been  prepared  by  the  New  York 
State  Department  of  Health  and  is  available 
without  cost  to  residents  of  New  York  State. 

The  pamphlet  lists  disabilities  that  can  be 
helped  by  physical  therapy,  the  type  of  treat- 
ments given  by  physical  therapists,  and  ex- 
plains how  physical  therapy  can  help  to  restore 
handicapped  persons. 

The  pamphlet  states  that  residents  of  Upstate 
New  York  are  eligible  for  physical  therapy  serv- 
ices from  the  Health  Department  wherever 
personnel  are  available.  These  services  can  be 
obtained  on  the  written  order  of  a physician  to 
the  county,  city,  or  district  health  officer. 

Referral  forms  to  obtain  physical  therapy  serv- 
ices are  available  to  physicians  through  their 
county  or  city  health  department. 

Copies  of  “Physical  Therapy  at  Home”  are 
available  from  county,  city,  and  district  health 
offices  or  from  the  Office  of  Public  Health 
Education,  New  York  State  Health  Depart- 
ment, 84  Holland  Avenue,  Albany  8,  New 
York. 

Association  for  the  Advancement  of 
Psychoanalysis 

The  Association  for  the  Advancement  of 
Psychoanalysis  will  present  a talk  by  Jack  L. 
Rubins,  M.D.,  on  “The  Psychopathology  of 
Loneliness”  on  April  24  at  8:30  p.m.  at  The 


New  York  Academy  of  Medicine,  Fifth  Avenue 
and  103rd  Street,  New  York  City. 

Dr.  Rubins  is  assistant  professor  of  clinical 
psychiatry.  New  York  Medical  College;  presi- 
dent of  The  Association  for  the  Advancement  of 
Psychoanalysis;  faculty  member  at  The  New 
School  for  Social  Research;  and  lecturer  at  The 
American  Institute  for  Psychoanalysis.  He  will 
speak  on  loneliness  as  an  ubiquitous  phenom- 
enon both  among  the  general  population  and, 
more  specifically,  as  a symptom  in  our  patients. 

This  paper  will  be  discussed  by  Rose  Spiegel, 
M.D.,  president  of  The  William  Alanson  White 
Society,  and  by  Sara  Sheiner,  M.D.,  assistant 
dean  and  lecturer  at  The  American  Institute  for 
Psychoanalysis. 

Pamphlet  on  vision 

A new  25-cent  pamphlet  entitled  “Parents’ 
Guide  to  Children’s  Vision,”  written  by  James 
R.  Gregg,  O.D.,  has  been  issued  by  the  Public 
Affairs  Committee,  22  East  38th  Street,  New 
York  16,  New  York. 

This  pamphlet  is  one  of  a series  that  includes 
many  other  distinguished  titles  covering  health 
and  science,  family  relations,  social  and  eco- 
nomic problems,  and  intergroup  relations.  All 
pamphlets  sell  for  25  cents  each,  and  a list  is 
available  on  request  from  the  committee. 

Award  nominations 

The  Association  for  Improvement  of  Mental 
Health,  Inc.,  is  soliciting  nominations  for  its 
annual  Adolf  Meyer  Award  certificates.  Indi- 
viduals who  have  made  significant  major  con- 
tributions to  the  care  and  treatment  of  the 
emotionally  and  mentally  ill,  both  inside  and 
outside  of  hospitals,  are  eligible,  whether  they 
be  professionals  or  laymen — psychiatrists,  psy- 
chologists, social  workers,  aides,  researchers, 
writers,  and  so  forth. 

Recommendations  should  be  sent  to  Milton 
M.  Berger,  M.D.,  chairman,  Adolf  Meyer 
Awards  Committee,  50  East  72nd  Street,  New 
York  21,  New  York,  before  April  21.  The  cer- 
tificates win  be  bestowed  at  a luncheon  in  New 
York  City  on  May  11. 

Nutrition  and  atherosclerosis 

A cooperative  symposium  on  “Nutrition  and 
Atherosclerosis”  will  be  held  in  Minneapolis, 
Minnesota,  May  9 and  10.  The  symposium  is 
being  organized  by  the  Minnesota  Heart  As- 
sociation, and  the  expenses  will  be  undertaken 
as  a public  service  by  General  Mills. 

Further  information  may  be  obtained  from 
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Ivan  D.  Frantz,  Jr.,  M.D.,  Chairman,  Minne- 
sota Heart  Association,  1821  University  Avenue, 
St.  Paul  4,  Minnesota. 

Internships  and  fellowships 
in  clinical  psychology 

The  Devereux  Foundation  Institute  for  Re- 
search and  Training  announces  predoctoral 
internships  in  clinical  psychology  and  post- 
doctoral fellowships  in  chnical-child  psychology 
with  emphasis  on  rehabilitation  of  the  mentally 
retarded  and/or  emotionally  disturbed  children, 
adolescents,  and  young  adults  presenting  prob- 
lems of  personal  adjustment.  Devereux  is 
approved  by  the  Education  and  Training  Board 
of  the  American  Psychological  Association  as  an 
internship  center  for  predoctoral  training  in 
clinical  and  in  counsehng  psychology. 

The  clinical  psychology  training  program 
covers  an  intensive  twelve-month  period  of 
supervised  training  at  the  Devereux  Schools,  a 
private  residential  treatment  center  located  in 
suburban  Philadelphia.  Supervised  experience 
as  a member  of  an  orthopsychiatric  team  pro- 
vich'<^  orientation  to  residential  treatment  and 
rehabihtation  technics  in  a multidisciplinary 
setting.  Experience  is  offered  in  psychodiag- 
nostics, individual  and  group  psychotherapy, 
psychologic  research,  and  miheu  therapy. 

Graduate  students  enrolled  in  A. P. A. -ap- 
proved predoctoral  clinical  psychology  programs 
at  accredited  universities  are  ehgible  to  apply. 
Fellowship  applicants  must  have  backgrounds 
equivalent  to  predoctoral  applicants,  including  a 
prior  fuU-time  internship  in  chnical  psychology. 
The  basic  chnical  psychology  training  program 
is  supported,  in  part,  by  a grant  from  the  Na- 
tional Institute  of  Mental  Health.  Tax-exempt 
stipends  of  $2,400  to  $7,000  are  available  to 
qualified  apphcants  at  the  appropriate  level  of 
training  and  experience.  Room  and  board  is 
furnished  without  charge  to  unmarried  interns 
and  Fellows,  and  a housing  aUowance  of  $40 
per  month  is  granted  to  married  apphcants. 

Further  information  and  training  apphcation 
blanks  may  be  obtained  from  Henry  Platt, 
M.D.,  director  of  psychologic  training,  Devereux 
Foundation  Institute  for  Research  and  Training, 
Devon,  Pennsylvania. 

Centennial  celebration 

The  Hospital  for  Special  Surgery,  which 
constitutes  the  orthopedic  and  rheumatic  serv- 
ices of  the  New  York  Hospital- CorneU  Uni- 
versity Medical  Cohege,  535  East  70th  Street, 
New  York  City,  wiU  hold  a special  scientific 
program  May  1 through  3 in  connection  with  its 
centennial  celebration. 

The  May  1 program  wiU  be  devoted  to  discus- 
sion of  current  orthopedic  and  rheumatic  chnical 
problems.  On  May  2 and  3 the  program  wih  be 
devoted  to  talks  given  under  the  general  title  of 
“Prevention  of  Disease  in  a Changing  World.” 

The  May  2 program  wih  conclude  with  a panel 
discussion  on  “Changing  Aspects  of  Medical 


Education,”  and  the  May  3 program  wih  con-  i 
elude  with  a panel  discussion  on  “Changing  v 
Aspects  of  Medical  Care.”  j 

» 

Poisoning  file  1 

The  National  Registry  of  Deaths  from  Myce-  } 
tism  maintains  a file  of  deaths  attributed  to  i 
ingestion  of  wild  mushrooms  (1,957  to  date).  I 

Physicians  are  requested  to  send  notice  of  ah  I 

such  deaths,  including  age,  sex,  date,  and  I 

locahty,  to  Robert  W.  Buck,  M.D.,  Secretary,  J 
Massachusetts  Medical  Society,  22  The  Fenway, 
Boston  15,  Massachusetts.  ' 

Neurologic-neurosurgical  service 

Two  dates  have  been  assigned  to  the  opening 
of  the  combined  neurologic-neurosurgical  service 
at  University  Hospital  of  New  York  University 
Medical  Center  at  31st  Street  and  First  Avenue, 
on  the  campus  of  the  Medical  Center.  Neuro- 
surgical patients  wih  be  admitted  starting  April 
28,  and  neurologic  patients  wdh  be  accepted 
starting  June  1. 

Designed  to  accommodate  volunteu’y  private 
patients  requiring  diagnostic  evaluation  and/or 
treatment,  the  unit  wih  consist  of  55  beds.  Ah 
private  patients  admitted  wih  be  under  the  care 
of  the  Departments  of  Neurology  and  Neuro- 
surgery of  New  York  University  Schools  of 
Medicine. 

Inquiries  relative  to  the  admission  of  patients 
should  be  addressed  to:  Neurology- Neurosur- 
gery Service,  University  Hospital,  New  York 
University  Medical  Center,  560  First  Avenue, 
New  York  16,  New  York. 

Paintings  displayed 

Thirty  paintings,  mostly  surrealist,  by  Na- 
thaniel E.  Reich,  M.D.,  assistant  professor  of 
chnical  medicine  at  the  Downstate  Medical 
Center,  Brooklyn,  were  on  display  February  13 
through  March  8 in  Long  Island  University’s 
Metcalfe  Hah,  Brooklyn. 

Dr.  Reich,  who  has  written  three  books  on 
heart  disease,  studied  art  in  his  youth  and  has 
continued  to  paint  in  his  leisure  time  since  then. 

His  works  have  won  several  awards.  Proceeds 
from  the  sale  of  paintings  wih  be  contributed  to 
the  Heart  Fund.  This  was  Dr.  Reich’s  second 
one-man  show  for  its  benefit. 

Ophthalmological  society 

A meeting  of  the  Long  Island  Ophthalmo- 
logical Society  was  held  February  25  in  Syosset. 
Harvey  Lincoff,  M.D.,  spoke  on  “A  Critical 
Examination  of  Recent  Advances  in  the  Treat- 
ment of  Retinal  Detachment.” 

The  next  meeting  of  the  Society  wih  be  held 
on  April  22. 

Food  additive  regulation 

Proposed  regulations  of  the  Food  and  Drug 
Administration  permit  use  of  diethylstilbestro 
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as  an  ingredient  of  feed  for  fattening  beef  cattle 
under  specified  levels  and  feeding  rates. 

To  assure  safe  use,  the  labeling  of  the  additive 
and  any  feed  containing  it  would  be  required 
to  contain  the  following  information:  (1)  the 

name  of  the  additive — diethylstilbestrol,  (2)  a 
statement  of  the  concentration  or  strength  of  the 
additive,  (3)  adequate  directions  to  provide  for 
a daily  intake  of  not  more  than  10  mg.  of  di- 
ethylstilbestrol per  head  per  day,  (4)  a statement 
that  feeds  containing  diethylstilbestrol  are  not 
to  be  fed  to  breeding  or  dairy  animals,  and  (5)  a 
statement  that  the  feed  must  be  discontinued  at 
least  forty-eight  hours  before  slaughter. 

Workmen’s  Compensation  Board 

The  Workmen’s  Compensation  Rehabihtation 
Advisory  Committee  has  reviewed  the  Board’s 
program  for  1962  and  voiced  gratification  over 
the  accomplishments  of  the  past  year. 

The  Committee  noted  that  6,541  persons  were 
assisted  in  obtaining  rehabihtation — a 29  per 
cent  increase  over  1961;  the  expansion  in 
services  also  was  reflected  by  an  increase  in 
active  program  caseload,  from  1,679  at  the 
beginning  of  the  year,  to  5,955  programs  at  the 
end  of  the  year. 

Of  the  2,250  closed  programs  for  the  year, 
1,626  (73  per  cent)  were  successful  and  resulted 
in  an  estimated  aggregate  earnings  of  $115,000  a 
week  for  those  who  were  back  in  employment, 
as  against  drawing  compensation  benefits  of 
$49,000  weekly  prior  to  rehabihtation — a total 
weekly  swing  of  $164,000  a week. 

A measure  of  the  Board’s  concentration  on 
expediting  rehabihtation  assistance  is  shown  in 


the  number  of  independent  rehabihtation  eval- 
uations performed  by  its  Rehabihtation  Section 
physicians — 2,113  examinations,  a 57  per  cent 
increase  over  the  1,347  performed  the  previous 
year. 

The  committee  is  composed  of:  Arthur  S. 
Abramson,  M.D.,  Albert  Einstein  Medical 
Cohege,  The  Bronx;  Donald  A.  Covalt,  M.D., 
Institute  for  Physical  Medicine  and  Rehabihta- 
tion, New  York  City;  Wilham  H.  Georgi,  M.D., 
Buffalo  General  Hospital,  Buffalo;  Leo  Jivoff, 
M.D.,  Rehabihtation  Center  of  the  Hospital  of 
the  Good  Shepherd,  Syracxase;  and  Jerome  S. 
Tobis,  M.D.,  Montefiore  Hospital,  The  Bronx; 
and  Hon.  Adrian  Levy  of  the  State  Education 
Department,  Assistant  Education  Commissioner 
in  charge  of  vocational  rehabihtation. 

Personalities 

Elected.  Rachmiel  Levine,  M.D.,  professor 
and  chairman  of  the  Department  of  Medicine, 
New  York  Medical  Cohege,  as  president  of  the 
Association  for  Research  of  Nervous  and  Mental 
Diseases  for  1963. 

Appointed.  Andrew  C.  Fleck,  Jr.,  M.D., 
Troy,  as  deputy  commissioner  of  the  New  York 
State  Department  of  Health  . . . GranviUe  W. 
Larimore,  M.D.,  career  New  York  State  Depart- 
ment of  Health  employe,  as  first  deputy  com- 
missioner of  the  Department  ...  A.  W.  Martin 
Marino,  Jr.,  M.D.,  Brooklyn,  as  council  repre- 
sentative to  the  Residency  Review  Committee 
for  Colon  and  Rectal  Surgery  of  the  American 
Medical  Association  on  Medical  Education  and 
Hospitals. 


Announcement  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  is  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  peunphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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Medical  Meetings 


Clinical  psychiatry 

The  165th  regular  meeting  of  the  New  York 
Society  for  Clinical  Psychiatry;  New  York 
County  District  Branch,  American  Psychiatric 
Association,  will  be  held  at  the  St.  Vincent’s 
Hospital,  144  West  12th  Street,  New  York  City, 
April  11  at  8 : 30  p.m. 

John  Frosch,  M.D.,  will  speak  on  “The 
Psychotic  Character— Clinical  Features.”  Wil- 
liam A.  Horwitz,  M.D.,  will  be  the  discussant. 

Medical  officers  dinner 

The  annual  dinner  meeting  of  the  Medical 
OflBcers  of  the  Veterans  of  World  War  II,  of  the 
United  States  Naval  Hospital,  Brooklyn,  New 
York,  wiU  be  held  April  18  at  the  Commissioned 
OflBcers’  Mess,  U.S.  Shipyard,  Flushing  Avenue, 
Brooklyn,  New  York. 

American  College  of  Obstetricians 
and  Gynecologists 

The  eleventh  annual  clinical  meeting  of  the 
American  College  of  Obstetricians  and  Gyne- 
cologists win  be  held  at  the  Statler  Hilton  Hotel, 
New  York  City,  April  22  to  24. 

Included  on  the  program  will  be  general  ses- 
sions, correlated  seminars,  forums  on  current 
investigation,  panel  discussions,  breakfast  con- 
ferences, emd  both  a motion  picture  and  closed- 
circuit  color  television  program. 

Six  postgraduate  courses  on  gynecologic  and 
obstetric  subjects  have  been  scheduled  for  April 
20  and  21,  the  weekend  preceding  the  clinical 
meeting. 


Current  president  of  the  American  College  of 
Obstetricians  and  Gynecologists  is  a New  York 
physician,  Edward  C.  Hughes,  M.D.,  professor 
of  obstetrics  and  gynecology  at  the  State  Uni- 
versity of  New  York  in  Syracuse. 

Nursing  convention 

Program  topics  ranging  from  broad  per- 
spectives on  nursing’s  future  to  immediate  com- 
munity action  to  improve  nursing  service  and 
mnsing  education  will  be  featured  at  the  Na- 
tional League  for  Nursing  Convention,  May  13 
through  17,  in  Atlantic  City,  New  Jersey. 

Also  included  among  the  topics  will  be  patient 
care  services,  evaluation,  psychiatric  nursing, 
occupational  health  nursing,  maternal  and  child 
health  nursing,  research,  administration,  and 
tuberculosis  mnsing. 

Westchester  surgeons  meeting 

The  Westchester  Chapter  of  the  American 
College  of  Surgeons  wUl  hold  its  semiannual 
scientific  meeting  at  8:15  p.m..  May  15,  at  the 
Pforzheimer  Building,  Pmchase,  New  York. 

“Problems  of  the  Biliary  Tract”  will  be  dis- 
cussed by  members  of  the  Lahey  Clinic  stafif,  in- 
cluding its  director  and  surgeon,  Herbert  D. 
Adams,  M.D.;  internist  John  W.  Norcross, 
M.D.;  and  roentgenologist  Robert  E.  Wise, 
M.D.  A panel  discussion  will  follow. 

Reservations  for  cocktails  and  dinner  pre- 
ceding the  meeting  should  be  made  with  Howard 
B.  Simon,  M.D.,  Medical  Center,  White  Plains, 
at  WH  9-0608.  The  scientific  program  is  open 
without  charge  to  all  physicians. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochme. 

Copies  are  available  from  the  oflBce  of  the  Journal,  750  Third  Avenue,  New 
York  17,  New  York,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual  In- 
ternists Day  of  the  New  York  State  Society  of  Internal  Medicine,  held  March  3, 
1962,  in  New  York  City. 
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Books  Recehed 


The  following  books  were  received  during  the  month  of  January,  1963* 


Nouveau  Traitement  Chimique  du  Cancer. 
By  Raymond  Bijon.  Third  edition.  Octavo 
of  96  pages,  illustrated.  Paris,  Librairie 
Maloine,  1962.  Paper. 

Gastroenterology.  Volume  I.  By  Henry 
L.  Bockus,  M.D.  Second  edition.  Quarto  of 
958  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Cloth,  $25. 

I Learned  About  Women  from  Them.  By 
Virgil  G.  Damon,  M.D.,  and  Isabella  Taves. 
Octavo  of  300  pages.  New  York,  David 
McKay  Company,  Inc.,  1962.  Cloth,  $5.00. 

Les  Etats  Intersexuels.  By  Jacques  Decomt 
et  Paul  Guinet.  Quarto  of  332  pages,  il- 
lustrated. Paris,  Librairie  Maloine  S.A.,  1962. 
Paper. 

Symposium  on  The  Plasma  Membrane. 
Alfred  P.  Fishman,  M.D.,  Guest  Editor.  New 
York  Heart  Association,  Inc.,  New  York  City, 
December  8-9,  1961.  Quarto  of  250  pages,  il- 
lustrated. New  York,  American  Heart  Assn., 
Inc.,  1962.  Paper,  $2.75. 

Preventive  Pediatrics;  Child  Health  and 
Development.  By  Paul  A.  Harper,  M.D. 
Octavo  of  798  pages,  illustrated.  New  York, 
Appleton-Centmry-Crofts,  1962.  Cloth,  $14.95. 

The  Red  Cell.  By  John  W.  Harris,  M.D. 
Quarto  of  482  pages,  illustrated.  Cambridge, 
Massachusetts,  Published  for  The  Common- 
wealth Fxmd  by  Harvard  University  Press, 
1963.  Paper,  $5.75. 

Know  Your  School  Psychologist.  By  Wilma 
E.  Hirst,  Ed.D.  Octavo  of  240  pages.  New 
York,  Gnme  & Stratton,  1963.  Cloth,  $6.75. 

Transmutations  Biologiques.  By  C.  Louis 
Kervran.  Octavo  of  112  pages,  illustrated. 
Paris,  Librairie  Maloine  S.A.,  1962.  Paper. 

The  Growth  of  Medical  Thought.  By 
Lester  S.  King,  M.D.  Octavo  of  254  pages. 
Chicago,  The  University  of  Chicago  Press,  1963. 
Cloth,  $5.50. 

Les  Deficiences  Sexuelles  Masculines  et  la 
Frigidite.  By  Docteur  M.  Landry.  Second 
edition.  Duodecimo  of  160  pages,  illustrated, 
Paris,  Librairie  Maloine  S.A.,  1962.  Paper. 

♦ Books  received  for  review  are  acknowledged  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of 
those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Coronary  Heart  Disease.  The  Seventh 
Hahnemaim  Symposium.  Edited  by  William 
Likoff,  M.D.,  and  John  H.  Moyer,  M.D. 
Quarto  of  483  pages,  illustrated.  New  York, 
Grune  & Stratton,  1963.  Cloth,  $17.75. 

Stop,  Thief!  A discussion  of  the  so-called 
“Me^care”  bills,  the  possible  economic 
consequences  of  their  enactment,  and 
other  considerations.  By  Norman  Lombard, 
S.B.,  LL.B.  Octavo  of  34  pages.  New  York, 
United  Senior  Citizens,  Inc.,  1962.  Paper,  $1.00. 

Medical  Laboratory  Technology.  By  Mat- 
thew J.  Lynch,  M.D.,  Stanley  S.  Raphael, 
M.B.,  Leslie  D.  MeUor,  L.C.S.L.T.,  Peter  D. 
Spare,  F.I.M.L.T.,  Peter  Hills,  L.C.S.L.T., 
and  Martin  J.  H.  Inwood,  L.C.S.L.T.  Quarto 
of  735  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Cloth,  $12. 

Resuscitation  and  Artificial  Hypothermia. 
By  V.  A.  Negovskii.  Octavo  of  314  pages,  il- 
lustrated. New  York,  Consultants  Bmreau, 
1962.  Cloth,  $12.50. 

Radioactive  Isotopes  in  Medicine  and  Biol- 
ogy. By  Edith  H.  Quimby,  Sc.D.,  and  Sergei 
Feitelberg,  M.D.  Second  edition.  Octavo  of 
343  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1963.  Cloth,  $8.00. 

Ciba  Foundation  Study  Group  No.  13. 
Resistance  of  Bacteria  to  the  Penicillins. 
Edited  by  A.  V.  S.  de  Reuck,  M.Sc.,  and  Mar- 
garet P.  Cameron,  M.A.  With  14  illustrations. 
Duodecimo  of  125  pages.  Boston,  Little, 
Brown  and  Company,  1962.  Cardboard,  $2.50. 

Specific  and  Non-Specific  Factors  in  Psy- 
chopharmacology. Proceedings  of  a Sym- 
posium held  at  the  Third  World  Congress  of 
Psychiatry,  in  Montreal,  Canada  June 
4-10,  1961.  Edited  by  Max  Rinkel,  M.D. 
Octavo  of  174  pages,  illustrated.  New  York, 
Philosophical  Library,  1963.  Cloth,  $3.75. 

Ciba  Foundation  Symposium  on  Trans- 
plantation. Edited  by  G.  E.  W.  Wolsten- 
holme,  M.B.,  and  Margaret  P.  Cameron, 
M.A.  With  71  illustrations.  Octavo  of  426 
pages.  Boston,  Little,  Brown  and  Company, 
1962.  Cloth,  $12. 

Dictionary  of  Erotic  Literature.  By  Harry 
E.  Wedeck.  Octavo  of  556  pages.  New  York, 
Philosophical  Library,  1962.  Cloth,  $10. 
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Books  Reuieiued 


Practical  Anesthesiology.  By  Joseph  F. 
Artusio,  Jr.,  M.D.,  and  Valentino  D.  B.  Mazzia, 
M.D.  Octavo  of  318  pages,  illustrated.  St. 
Louis,  The  C.  V.  Mosby  Company,  1962. 
Cloth,  $7.75. 

These  seasoned  authors  who  are  heads  re- 
spectively of  the  Departments  of  Anesthesiology 
at  New  York  University  and  Cornell  University 
have  written  a fine  book  which  may  be  read 
with  profit  not  only  by  the  medical  student  and 
the  general  practitioner  but  also  by  everybody 
in  the  specialty. 

There  are  chapters  on  the  basic  sciences 
related  to  anesthesia,  preanesthetic  medication, 
the  stages  and  management  of  inhalation  and 
intravenous  anesthetics,  a short  treatise  on 
spinal  anesthesia,  and  last  a chapter  on  special 
considerations  which  contains  the  latest  avail- 
able knowledge  on  fire  and  explosions,  balanced 
anesthesia,  cardiac  resuscitation,  postanesthetic 
care  and  many  other  important  subjects  which 
are  clearly  and  expertly  described. 

The  book  is  printed  on  excellent  quality 
paper  and  is  extremely  well  illustrated. — 
F.  Paul  Ansbro,  M.D. 

Intestinal  Absorption.  By  T.  Hastings 
Wilson,  M.D.  Octavo  of  263  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1962. 
Cloth,  $11. 

Certainly  much  has  been  learned  and  more  is 
being  discovered  concerning  the  mysterious 
and  marvelously  coordinated  activities  of  that 
wonderful  machine  or  perhaps  better  said 
factory,  known  as  the  human  body. 

We  need  to  know  so  much  more  than  we  do 
of  the  normal  before  we  can  really  evaluate  the 
abnormal.  Let  us  not  forget  that  even  the 
normal  is  really  the  average  rather  than  a con- 
stant mathematical  factor  in  all  persons. 

People  differ  by  sex,  age,  heredity,  habit, 
climate,  race,  and  by  food  accessibility  and 
environment. 

It  has  been  said  very  tritely  “we  are  what  we 
eat.”  But  there  is  much  more  involved  than 
that.  Surely  the  quality  and  quantity  of  food 
we  consume  is  important.  However,  how  and 
why  and  what  happens  to  each  and  every  in- 
gredient of  that  food  must  be  vastly  important 
in  determining  what  kind  of  tissue  is  developed 
from  the  food  as  it  passes  through  the  chemical 
and  mechanical  gears  and  solvents  and  tubings 
which  make  the  digestive  portion  of  the  human 
being. 

Of  course  the  experimental  research  and 
applied  studies  must  come  by  way  of  the  animal. 

This  book  propounds  and  tries  to  answer 
many  of  the  questions  which  puzzle  the  phys- 
iologist and  the  investigator. 


Why,  for  example,  do  proteins,  triglycerides, 
and  cholesterol  find  their  way  into  the  system 
exclusively  by  way  of  the  lymphatic  vessels? 
Does  the  small  intestine  behave  simply  as  a 
semipermeable  membrane,  or  does  it  have  a 
secretory  or  absorptive  function  requiring 
energy  from  cellular  metabolism  for  its  activity? 

The  biochemical  mechanism  of  sugar  trans- 
port by  the  intestine  is  still  to  be  evaluated 
adequately. 

Did  you  know  the  “succus  entericus”  is 
really  not  a secretion  at  all?  Also  that  the 
ability  to  secrete  the  Na  and  Cl  ions  differ  in 
various  regions  of  the  intestinal  tract?  These 
are  but  a few  of  the  many  fascinating  facts  and 
problems  with  which  the  researcher  has  to 
grapple  when  he  or  she  becomes  interested  in 
the  challenging  physiology  of  intestinal  ab- 
sorption.— Benjamin  M.  Bernstein,  M.D. 

Drug  Therapy.  By  Frank  C.  Ferguson,  Jr., 
M.D.  Duodecimo  of  411  pages.  Philadelphia, 
Lea  & Febiger,  1962.  Cloth,  $7.50. 

The  author  of  this  book  produces  a book  on 
drug  therapy  that  decries  drugs.  For  instance, 
he  considers  most,  if  not  all,  antihypertensive 
drugs  useless  (except  nitroglycerine)  because 
the  “effect  can  be  duplicated  with  any  sedative 
at  lower  cost.”  Sedation  does  not  produce  a 
reliable  degree  of  vasodilation.  If  vasodilation 
is  sought,  then  cost  should  not  be  a determina- 
tive factor,  but  effect  should. 

The  extreme  concern  with  cost  is  discon- 
certing. For  example,  in  anabolic  agents  he 
finds  all  have  the  same  degree  of  masculinization 
for  a given  anabolic  effect,  and  therefore  he 
recommends  testosterone.  Few  would  agree 
with  that  nihilistic  view.  As  a matter  of  fact, 
the  discussion  of  other  hormones  is  rather 
extraordinary,  as  for  example,  when  the  oral 
effectiveness  of  estradiol  esters  is  ignored.  The 
search  for  a drug  that  is  at  one  and  the  same 
time  “most  eflicacious,  least  toxic,  and  least 
expensive”  is  illusory.  This  is  not  the  way  to 
find  it — if  it  exists. 

When  tranquilizers  are  discussed  as  “ ...  of 
no  more  value  than  ordinary  sedatives”  one 
is  led  to  believe  that  the  author  overlooks  the 
value  of  accessibility  to  an  emotionally  dis- 
turbed person.  When  he  says  that  if  parenteral 
iron  is  necessary  “ ...  it  can  be  accomplished 
safely  and  effectively  only  with  transfusion  of 
blood”  he  contradicts  his  own  premises.  Blood 
transfusion  is  not  the  least  toxic  and  the  least 
expensive  treatment.  The  death  rate  from 
blood  transfusion  now  is  greater  than  that  of 
common  surgical  procedures  such  as  rectal 
cancer,  intestinal  obstruction,  or  appendicitis. 
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HOW  TO  BE  SURE 
your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 

The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  1 grains  per  tablet.  Mothers  place  such  conh- 
dence  in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on. their  own.) 


For  professional  samples,  just  write  The  Bayer  Company.  Dept.  108,  1450  Broadway.  New  York  18,  N.  Y- 
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The  mortality  from  only  three  complications 
of  blood  transfusion  is  estimated  to  be  16,500 
aimually.  Compare  this  with  the  use  of  in- 
travenous iron! 

Nonetheless,  the  book  has  an  asset,  that  is, 
brevity,  in  the  presentation  of  the  pharmacologic 
basis  of  drug  activity,  although  few  would 
necessarily  agree  with  the  chnical  conclusions. 
There  are,  however,  some  creditable  parts  in 
the  book,  such  as  those  on  thyroid  disease. 
This  would  have  made  a fine  book  for  the  stu- 
dent— who  unfortunately  succumbs  to  short- 
range  needs — except  for  its  doctrinaire  views. 
These  will  give  the  neophyte  a feeling  of  futility 
in  drug  therapy  and  may  distort  what  he  has 
already  laboriously  learned. — Bruno  A. 
Marangoni,  M.D. 

Henry  Ford  Hospital  International  Sym- 
posium on  Otosclerosis.  Edited  by  Harold 
F.  Schuknecht,  M.D.  Octavo  of  660  pages, 
illustrated.  Boston,  Little,  Brown  and  Com- 
pany, 1962.  Cloth,  $18.50. 

This  book  has  been  edited  by  a famed  author 
who  has  earned  the  respect  and  admiration  of 
otologists  the  world  over.  Forty-four  con- 
tributors and  32  discussants  participated  in  the 
international  symposium,  sponsored  by  the 
Henry  Ford  Hospital,  Detroit,  Michigan,  which 
was  held  at  the  Hospital  in  November,  1960. 

The  subject  of  otosclerosis  is  minutely  covered 
in  50  chapters.  The  material  begins  with  normal 
histology  and  continues  through  the  histo- 
pathology;  genetic  problems;  physiologic  mech- 
anisms; testing  (before  and  after  svurgery); 
fenestration  of  the  horizontal  canal;  stapes 
surgery;  research  relating  to  stapes  surgery; 
and  summarizations.  Stapes  surgery  is  dis- 
cussed from  many  angles. 

The  format  is  excellent  and  the  text  is  il- 
lustrated by  numerous  halftones,  drawings, 
and  audiograms.  The  drawings  are  remarkable 
in  their  simplicity  and  information  that  they 
give.  At  the  end  of  each  chapter  are  numerous 
references,  and  the  index  is  most  comprehensive. 

Dr.  Schuknecht  has  created  a classic  in  this 
volume  which  will  always  remain  a classic 
regardless  of  advances  made  in  the  field  of  sur- 
gery for  otosclerosis.  It  has  been  a privilege  to 
review  this  book  and  it  is  recommended  that 
all  otologists  avail  themselves  of  this  monu- 
mental work. — Samuel  Zwerling,  M.D. 

Self-Hypnosis:  A Conditioned-Response 

Technique.  By  Laurance  Sparks.  Octavo  of 
255  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1962.  Cloth,  $5.75. 

The  main  thesis  of  the  book  is  that  most 
people  are  self-hypnotizable.  In  evidence, 
various  simple  tests  for  suggestibility  are  de- 
scribed. These  are  so  worded  that  a mind-set 
is  established.  The  author  expresses  the  hope 
these  will  make  it  possible  for  many  readers  to 
train  themselves  to  accomplish  feats  of  control 
which  otherwise  they  may  not  be  inclined  to 
attempt. 


The  chapters  are  divided  into  outline  methods 
listing  procedures  in  sequential  order.  This 
makes  it  easy  even  for  the  most  unsophisticated 
of  readers  to  follow  instructions.  Symbols  are 
freely  used  and  short-cut  methods  including 
use  of  mechanical  aids  in  self-induction  of 
hypnosis,  which  while  mentioned,  are  not 
recommended. 

Many  illustrative  case  histories  are  detailed 
to  demonstrate  the  universahty  of  this  method 
as  a self-therapy.  The  great  number  of  pa- 
tients reported  to  be  successfully  treated  is  truly 
amazing  as  the  types  of  conditions  are  so 
variegated.  Among  some  of  the  cases  described, 
EUen  lost  her  obesity,  Neil  became  less  agora- 
phobic, two  people  recalled  imdef  self-hypnosis 
what  they  had  forgotten,  another  woman  was 
freed  from  the  fear  of  pain  of  dental  work,  a 
man  was  relieved  of  phantom  hmb  discomfort, 
pretty  Marian  and  her  masochistic  migraine 
headaches  were  parted;  also,  Nancy  recognized 
the  cause  of  her  anxiety  and  adapted  herself  to 
her  environment,  Tim  overcame  a severe  anxiety 
neurosis,  Shari’s  asthma  disappeared,  a police 
officer’s  stuttering  was  replaced  by  loud  talking, 
Henry  watched  his  atopic  dermatitis  fade  by 
reciprocal  inhibition;  then,  Mr.  J.  overcame 
his  impotence,  Mrs.  C.  her  frigidity,  and  Mr. 
A.,  by  conditioning  aversion-responses,  ceased 
to  be  a transvestite. 

The  book  is  not  intended  for  those  who  use 
hypnosis  in  their  professional  work  but  rather 
serves  as  a manual  to  those  interested  laymen 
who  are  considering  self-hypnosis  as  a con- 
ditioned-response technic  in  overcoming  some  of 
their  troubles.  As  with  many  how-to-do-it 
books  for  the  laity  this  one,  too,  has  the  faults 
of  its  virtues,  for,  while  it  is  articulate  and 
clearly  conveys  its  points  to  the  reader,  it 
oversimplifies  a complex  situation.  While 
hypnosis  has  its  outstanding  advantages  it 
has  its  potential  for  harm,  if  used  irrespon- 
sibly.— Leo  Wollman,  M.D. 

Illustrated  Manual  of  Neurologic  Diagno- 
sis. By  R.  Douglas  Collins,  M.D.  Octavo  of 
177  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Co.,  1962.  Cloth,  $12. 

This  rather  small  book  attempts  to  give  a 
simplified  and  anatomically  oriented  approach 
to  the  neurologic  diagnosis.  The  difficulty  with 
the  approach  is  that  it  oversimplifies.  For  one, 
the  clinical  lesions  are  not  Umited  to  one  ana- 
tomic system,  and  multiple  involvements  are 
the  rule  rather  than  the  exception.  Also,  one 
caimot  ascribe  certain  definite  clinically  ob- 
served phenomena  with  too  great  a certainty 
to  one  particular  anatomic  location.  The 
pathophysiology  of  the  neurologic  disorders  is 
almost  completely  neglected  in  this  book  as  if 
the  structure  was  paramount  and  its  function 
was  not. 

Finally,  the  book  makes  the  assumption  that 
the  reader  can  readily  recognize  various  clinical 
phenomena  and  will  be  able  to  distinguish 
tremor,  rigidity,  chorea,  ataxia,  and  others 
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now:  a SANBORN  MAk  CARDIAC  MONITORING  SYSTEM 

Here  is  the  first  cardiac  monitoring  system,  with  alarms  and  pacemaker, 
to  provide  an  integral  electrocardiograph  — that  can  be  set  for  automatic 
ECG  recordings  at  either  selected  intervals,  at  the  onset  of  any  of  four  dis- 
tress conditions,  or  while  the  patient  is  being  paced.  Characteristic  Sanborn 
operating  advantages  are  reflected  throughout  the  design  of  the  new 
Model  780  Viso-Monitor  — in  the  amount  of  useful  information  presented 
and  the  completeness  of  controls  and  operating  modes  to  meet  individual 
patient  needs.  ■ The  four  basic  functions  of  the  Viso-Monitor  are  provided 
by  these  built-in  facilities:  direct-writing  electrocardiograph  of  proven  de- 
sign, with  added  marker  stylus  to  record  digital  pulse  and  to  distinguish 
between  "programmed"  ECG’s  and  "distress"  ECG’s;  front  panel  heart 
rate  meter  with  adjustable  upper  and  lower  limits;  visual  alarms  by  indicator 
lights  for  tachycardia,  bradycardia,  arrest,  no  pulse,  QRS  complex  — plus 
instrument  operating  conditions  (power,  pacing,  inoperate);  and  a pace- 
maker for  internal  or  external  pacing,  operated  manually  or  set  for  auto- 
matic pacing  at  arrest,  with  controls  to  preset  pace  current  and  rate.  ■ For 
simultaneous  visual  and  audible  alarm,  the  780-800  Remote  Indicator  dis- 
plays heart  rate  and  the  8 events  as  on  bedside  Viso-Monitor,  plus  a 
"beep"  at  each  QRS  complex  and  steady  tone  if  distress  occurs.  Indicator 
lights  remain  on  until  reset  at  main  unit.  The  Viso-Monitor  may  also  be 
connected  to  the  hospital  call  system,  for  an  addi- 
tional means  of  display  and  warning.  ■ Model  780 
Viso-Monitor  $1850,  Model  780-800  Remote  Indicator 
unit  $250,  F.O.B.  Waltham,  Mass.,  continental  U.S.A. 

Compact  bedside  unit  signals  8 events,  provides  ECG’s,  pacing 


SANBORN  COMPANY  . MEDICAL  DIVISION  • WALTHAM  54,  MASSACHUSETTS 

New  York  Branch  Office  1841  Broadway 
Circle  7-5794  and  7-5795 

Rochester  Branch  Office  528  Mt.  Hope  Ave.,  Browning  1-2005 
Schenectady  Resident  Representative  Q\  \ Union  St.,  Franklin  7-8691 
Buffalo  Resident  Representative  284  Delaware  Ave.,  TL  6-4850 
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from  each  other.  Since  that  task  may  not  be 
simple  for  many  students  of  other  tl^n  neu- 
rologic fields,  the  book  would  probably  be  of 
bttle  use  to  exactly  those  for  whom  it  was  ap- 
parently meant.  It  is  very  doubtful  therefore 
that  this  book  will  find  widespread  acceptance, 
despite  its  very  appealing  and  essentially 
correct  presentation. — L.  P.  Hinterbuchner, 
M.D. 

Basic  Anxiety;  A New  Psychobiological 
Concept.  By  Walter  J.  Garre,  M.D.  Octavo 
of  123  pages.  New  York,  Philosophical  Library, 
1962.  Cloth,  $5.00. 

Dr.  Walter  J.  Garre  went  into  the  specialty 
of  psychiatry  in  1955.  He  has  had  experience 
mainly  in  hospital  psychiatry  according  to  the 
dust  jacket  of  the  book. 

Although  the  book  is  entitled  Basic  Anxiety, 
the  author  attempts  to  explain  many  of  the 
problems  of  psychiatry.  The  foreward  by 
Robert  M.  Edwards,  M.D.,  says,  . . this 
theory  is  arrived  at  through  introspection  and 
presented  without  clinical  illustrations”  in 
referring  to  the  material  in  the  book. 

There  are  some  clever  intellectualizations 
concerning  psychotherapy  and  hypnosis,  the 
basic  mechanism  of  psychosomatic  medicine, 
and  alcoholism  and  addiction  in  the  chapters 
with  these  titles.  Unfortunately,  they  reveal 
a lack  of  contact  with  patients  and  the  current 
literature  related  to  these  topics.  This  book 
has  no  bibhography. 

This  material  might  be  useful  if  it  coidd  be 
somehow  correlated  with  meaningful  psychiatric 
research  and  practice.^ — Edward  L.  Pinney, 
Jr.,  M.D. 

A Textbook  of  Comparative  Endocrinology. 
By  Aubrey  Gorbman,  Ph.D.,  and  Howard  A. 
Bern,  Ph.D.  Octavo  of  468  pages,  illustrated. 
New  York,  John  Wiley  & Sons,  Inc.,  1962. 
Cloth,  $12.50. 

A clinical  endocrinology  is  of  direct  use  in 
clinical  practice.  Yet,  it  is  well  known  that 
practices  employed  in  human  endocrinology 
rest  on  experimental  work  on  mammals  and 
particularly  on  insects.  The  understanding 
of  function  as  well  as  the  effect  of  hormones  on 
animals  other  than  man  broadens  one’s  con- 
cept. This  is  the  field  of  comparative  en- 
docrinology. 

For  these  and  other  reasons  the  present  book 
can  be  recommended.  It  classifies  its  presenta- 
tion on  the  basis  of  each  gland.  It  presents  its 
subject  clearly,  emphasizes  function  and  inter- 
relationships, but  does  not  ignore  anatomic  and 
embryologic  facets.  It  is  well  organized, 
and  though  it  is  no  rival  to  Yoxmg’s  Sex  and 
Internal  Secretions,  which  has  no  rivals,  it 
offers  a readable  and  nondemanding  account 
of  its  subject. — Erwin  Di  Cyan,  Ph.D. 

Milieu  Therapy  in  Schizophrenia.  By 
Lieutenant  Colonel  Kenneth  L.  Artiss,  MC. 


Octavo  of  169  pages,  illustrated.  New  York, 
Gnme  & Stratton  1962.  Cloth,  $6.00. 

Dr.  Artiss’  second  venture  into  publication 
is  again  a noteworthy  event.  His  own  personal 
experience  translated  into  this  brief  monograph, 
with  acknowledgments  to  the  assistance  of 
others,  offers  a challenge  for  psychiatrists  to 
leave  the  security  of  established  psychiatric 
theories  and  venture  into  a new  modality  of 
treatment. 

The  author  carefully  reviews  his  experiences 
in  establishing  an  experimental  therapeutic 
milieu  for  treating  schizophrenic  military  pa- 
tients, organized  as  a separate  entity  within  the 
Psychiatric  Department  of  Walter  Reed  Army 
Hospital.  One  follows  the  evolution  of  the 
program  as  various  hurdles  are  met  and  sur- 
mounted in  the  selection  and  management  of 
patients  and  the  organization  and  education 
of  professional  staff.  Interpersonal  relation- 
ships between  all  individuals  concerned  are 
explained. 

Of  42  patients  who  were  treated,  27  (64  per 
cent)  were  returned  to  duty.  Since  the  patients 
in  this  pilot  study  were  selected  without  atten- 
tion being  paid  to  criteria  of  treatability,  it  is 
reasonable  to  assume,  as  the  author  suggests, 
that  in  a more  select  group  a higher  recovery 
figure  might  be  attained. 

One  unique  feature  of  this  program  is  the 
emphasis  on  the  ward  aide  personnel  serving 
in  an  active  psychotherapeutic  role  by  being 
available  for  discussion  in  which  the  patient 
is  directed  to  reflect  on  his  own  feelings.  An- 
other innovation  is  the  democratic  “patient 
government”  operation  in  which  the  group,  the 
leaders  of  which  are  selected  by  the  patient 
group,  plans  and  decides  the  social  activities  for 
the  evenings  and  all  periods  of  time  not  re- 
served for  patient  psychotherapy. 

In  discussing  possible  civihan  application 
of  this  study.  Col.  Artiss  emphasized  three 
points:  (1)  The  therapist  or  therapeutic 

agency  should  have  a known  goal  for  its  treat- 
ment efforts.  (2)  Education  in  the  rudiments 
of  successful  social  behavior  should  be  made  a 
part  of  the  treatment  regimen.  (3)  Place 
the  patient  in  a position  where  he  has  both  a 
regular  opportunity  to  interact  with  a healthy 
group  and  the  responsibility  to  do  so. 

The  author  deserves  credit  for  amply  demon- 
strating that  one  may  be  a successful  noncon- 
formist even  in  the  baihwick  of  the  military 
bureaucracy.  One  only  regrets  that  the  brevity 
of  the  book  affords  o^y'  a glimpse  of  how  he 
accomplishes  this  feat. — Ingram  Cohen,  M.D. 

Modern  Concepts  of  Psychoanalysis.  Ed- 
ited by  Leon  Salzman,  M.D.,  and  Jules  H. 
Masserman,  M.D.  Octavo  of  210  pages.  New 
York,  Philosophical  Library,  1962.  Cloth, 
$4.75. 

Each  individual  is  the  end  result  of  some  kind 
of  nature  and  nurture.  How  the  intrinsic  and 
extrinsic  factors  influence  one  another  determine 

continued  on  page  1086 


1084  New  York  State  Journal  of  Medicine  / April  1, 1963 


Only  Fleischmann’s 
offers  these  four  benefits 
in  a ^^special”  margarine 

Both  Fleischmann’s  Margarines  offer: 

1,  Exceptionally  high  ratio  of  polyunsaturated  to  saturated  fat  that  more  than  meets 
American  Heart  Association’s  suggested  level.  Made  from  100%  com  oil  with  almost 
one  cup  of  hquid  com  oil  in  every  pound. 

2.  Extraordinarily  delicious  taste  ...  so  outstanding  it’s  made  Fleischmann’s  the  coun- 
try’s largest  selling  com  oil  margarines. 

3,  Lightly  Salted  and  Unsalted  . . . yes,  Fleischmann’s  comes  both  ways.  And  both 
Fleischmann’s  Margarines  are  made  from  100%  com  oil. 

4.  National  availability  . . . Fleischmann’s  Margarines  are  in  practically  every  store  and 
supermarket  nationwide  ...  at  a price  your  patients  can  easily  afford.  This  avail- 
ability is  in  contrast  to  many  margarines  which  are  limited  to  certain  cities  or  areas. 


Because  only  Fleischmann’s  Margarines,  Lightly  Salted 
and  Unsalted,  offer  all  four  benefits  in  a “special”  mar- 
garine, they’re  by  far  the  most  practical  choice  for  your 
high  cholesterol  and  low-sodium  patients.  Fleischmann’s 
combines  the  delicious  flavor  your  patients  and  their 
families  will  love  with  the  highest  polyunsaturates  to 
saturates  ratio  of  any  leading  margarine.  This  makes 
it  much  easier  to  keep  patients  on  a therapeutic  diet. 


Exceeds  A.H.A.  Recommenda- 
tion — Fleischmarm’s  polyunsat- 
urated to  saturated  fat  ratio  of 
1 .7  to  1 (Polyunsaturated— 27.5%; 
Saturated— 16.5%)  exceeds  that 
suggested  as  acceptable  (1  to  1) 
by  the  A.H.A.  It’s  also  higher 
than  the  other  “corn  oil”  marga- 
rine which  is  really  a mixture  of  hardened  cottonseed 
and  soybean  oils  with  corn  oil.  Yes,  Fleischmann’s  has 
the  highest  P/S  ratio  because  both  brands  contain  50% 
liquid  corn  oil  (a  high  level)  and  50%  partially  hydro- 
genated corn  oil  (for  flavor  and  “spreadability”). 


Fl«ischmann*s  A.H.A. 

P/S  ratio:  recommended 

1.7  to  1 P/S  ratio:  1 to  1 


In  line  with  A.M.A.  Report- 
Using  Fleischmann’s  Lightly 
Salted  Margarine  instead  of 
butter  or  regular  margarines  in- 
creases your  patients’  intake  of 
polyunsaturates ...  while  lower-  j 


ing  their  intake  of  saturated  fat.  This  is  in  line  with  the 
suggestions  of  the  A.M.A.  Report  on  Dietary  Fat  Regu- 
lation in  managing  atherosclerosis.* 

Fleischmann’s  Unsalted  Marga- 
rine—Also  made  from  100% 
corn  oil,  Fleischmann’s  Unsalted 
Margarine  is  dietetically 
sodium-free— ideal  for  the  pa- 
tient who  needs  sodium  restric- 
tion. The  fat  content  has  the 
same  high  linoleic  acid  value  ( 27.5% ) as  Fleischmann’s 
Lightly  Salted  Margarine.  And  because  it  contains  no 
salt— or  preservative  of  any  kind— Fleischmann’s  Un- 
salted Margarine  is  kept  in  the  grocer’s  frozen  food  case. 

Fleischmann’s  Lightly  Salted 
Margarine— Outstandingly  deli- 
cious . . . Fleischmann’s  is  excep- 
tionally high  in  polyunsaturates 
and  low  in  saturated  fat.  Both 
Fleischmanns  Margarines  con- 
tain liquid  corn  oil  and  are 
made  from  100%  corn  oil. 


•"The  Regulation  of  Dietary  Fat,”  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association.  J.  A.M.A*r 
Yol.  181,  No.  5 (August  4,  1962). 


Visit  our  exhibit  in  the  free  form  section.  Ballroom  Foyer 
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the  personality.  If  the  environment  is  such 
that  certain  biologic  requirements  cannot  be 
met  or  have  not  been  met  within  the  broad 
hmits  of  “normal”  experiences  then  the  in- 
tegration of  the  personahty  follows  an  vmusual 
pattern.  The  unusual  integrative  pattern  of  an 
abnormal  person  reflects  itself  as  a “maladjust- 
ment” which  is  categorized  as  a psychosis, 
personality  disorder,  or  neurosis.  This  book  is 
concerned  with  environmental  factors  associated 
with  psychiatric  disorders.  Psychoanalysis  in- 
cludes consideration  of  the  intrinsic  physiologic 
and  structural  factors  as  well. 

Much  of  this  book  is  taken  up  with  protests 
about  some  Freudian  psychology  and  against 
the  American  Psychoanalytic  Association. 
Sometimes  the  reasons  for  this  disagreement  are 
impressive.  In  some  cases  the  articles  contain 
more  argument  than  they  do  scientific  informa- 
tion. 

Salzman’s  introduction  sounds  as  much  like 
a diatribe  against  Freud  as  it  does  the  overture 
to  positive  scientific  contributions.  One  could 
not  agree  with  his  inference  that  Freudian 
psychoanalysis  did  not  take  alternate  hypotheses 
into  account.  Freud  himself  frequently  posed 
several  hypotheses  to  account  for  phenomena 
he  observed  in  his  patients.  These  appeared 
regularly  in  his  papers.  Several  “Freudian” 
psychoanalysts,  however,  have  committed  ir- 
responsible errors  of  logic  in  dogmatic  papers 
that  have  been  poorly  worked  out.  Salzman 
has,  indeed,  presented  a sampler  of  ideas 
currently  entertained  by  “psychoanalytic” 
people  which  may  be  representative  of  the 
numerical  composition  of  the  various  schools. — 
Edward  L.  Pinney,  Jr.,  M.D. 


Drugs  of  Choice  1962-1963.  Edited  by 
Walter  Modell,  M.D.  Octavo  of  941  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1962.  Cloth,  $14.50. 

Recent  events  dispel  aU  doubts  that  constant 
anticipatory  evaluation  and  reappraisal  are 
essential  in  modern  pharmacotherapeutics. 
The  editor  has  elected  a two-year  period  as  the 
optimum  interval  to  revise  Drugs  of  Choice. 
Pursuant  to  established  policy,  this  third 
edition  has  dispersed  two  chapters  within 
the  remainder  and  added  four  new  chapters: 
Drugs  in  Arterial  Hypotension  and  Shock; 
Antidiabetic  Agents;  Anticonvulsants;  and 
Antiemetic  Agents.  Several  authors  have  been 
replaced  and  new  contributors  added  to  main- 
tain diversity  in  viewpoint. 

Unfortunately  its  usefulness  suffers  from 
that  defect  of  published  texts  that  some  of  its 
material  is  outmoded  betwixt  compilation 
and  publication.  Several  of  the  drugs  recently 
withdrawn  from  the  market  are  mentioned, 
while  many  newly  available  products,  already 
advertised  with  extravagant  claims,  are  not 
yet  appraised.  Only  the  availability  of  sup- 


plementary bulletins  at  frequent  (that  is, 
monthly)  intervals  could  overcome  this  de- 
ficiency. Despite  the  fault.  Drugs  of  Choice 
remains  authoritative,  impartial  and  indis- 
pensable.— Milton  B.  Spiegel,  M.D. 

Congenital  Cardiac  Disease:  A Review  of 

357  Cases  Studied  Pathologically.  By 
Robert  S.  Fontana,  M.D.,  and  Jesse  E.  Edwards, 
M.D.  Octavo  of  291  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1962. 
Cloth,  $10. 

This  book  represents  a necropsy  study  of  357 
cases  of  congenital  heart  disease  encountered  at 
the  Mayo  Clinic  from  1920  to  1954,  a thirty- 
four-year  interval  before  the  era  of  ever  increas- 
ing surgical  treatment  of  congenital  heart 
disease. 

The  aim  of  the  authors  is  to  analyze  the 
material  with  regard  to  age  distribution,  sex 
distribution,  life  span,  and  cause  of  death.  The 
authors  are  aware  of  the  pitfalls  in  studying 
the  life  history  of  a disease  based  solely  on  an 
analysis  of  postmortem  material,  with  its 
inherent  biases  which  are  related  to  such  factors 
as  the  type  of  hospital,  the  age  of  the  population 
treated,  and  the  interest  of  the  physician  in  the 
disease.  Accordingly,  they  have  compared 
their  statistical  results  with  those  recorded  in 
the  hterature  and  have  also  included  data 
derived  from  clinical  surveys  on  congenital 
heart  disease. 

On  the  basis  of  their  own  material  and  that  of 
the  literature,  the  authors  reach  conclusions  as 
to  the  incidence,  length  of  survival,  comphca- 
tions,  and  course  of  the  various  entities  en- 
countered in  the  field  of  congenital  heart  disease. 
For  example,  the  necropsy  material  shows  an 
order  of  incidence  with  ventricular  defect  most 
frequent,  followed  by  atrial  septal  defect,  patent 
ductus  arteriosus,  tetralogy  of  FaUot,  coarcta- 
tion of  the  aorta,  and  transposition  of  the  great 
vessels.  This  is  compared  with  the  clinical 
incidence  which  is  established  from  the  htera- 
ture. It  is  then  shown  that  the  latter  parallels 
the  autopsy  data  closely,  except  that  isolated 
pulmonary  stenosis  is  more  frequent  than 
coarctation  of  the  aorta  in  clinical  surveys  and 
is  not  seen  in  autopsy  material.  This  is  an 
example  of  the  information  which  is  provided 
and  which  may  prove  useful  in  the  clinical 
evaluation  of  patients  for  corrective  surgery, 
which  necessitates  weighing  the  life  history  of  the 
disease  and  immediate  prognosis,  against  the 
risk  of  palliative  or  corrective  surgery. 

An  extensive  bibliography  including  complete 
titles  of  the  references  is  arranged  according  to 
disease  entity.  This  should  prove  very  useful 
to  the  student  of  congenital  heart  disease. 

The  authors  have  accomphshed  their  purpose 
by  presenting  a statistical  survey  of  their 
necropsy  material,  by  comparing  it  with  that  of 
the  literature,  and  by  stressing  frequent  associa- 
tions which  are  useful  in  the  clinical  evaluation 
of  patients. — Irving  G.  Kroop,  M.D. 
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Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 


Index  to  Advertised  Products 


Analgesics 

Bayer  Aspirin  (Bayer  Aspirin  Company) 1081 

Percodan  (Endo  Laboratories)  929 

Antiasthmatic  bronchodilators 

Deltasmyl  (Roussei  Corp.) 927 

Antibiotics 

Cortisporin 

(Burroughs  Wellcome  & Company,  Inc.) 920 

Antineuritics 

Coenzyme-B 

(Barrows  Biochemical  Products  Corp.) 917 

Antiseptics 

Alkaloi  (Alkalol  Company)  922 

Antivertigo 

Antivert  (J.  B.  Roerig  & Company) 921 

Beverages 

Coca-Coia  (Coca-Coia  Company) 1092 

Corticosteroids 

Cortiphate 

(Travenoi  Laboratories,  Inc., 

Div.  Baxter  Labs.) 923 

Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 905 

Diagnostic  equipment 
Cardiac  instruments 

(Cambridge  Instrument  Company,  Inc.) 911 

Monitoring  systems  (Sanborn  Company) 1083 

Digestive  relaxants 

Decholin-BB  (Ames  Company,  Inc.) 3rd  cover 

Diuretic-anti  hypertensives 

Naqua,  Naquival  (Sobering  Corp.) 901 

Foods 

Fleischmann’s  Margarine 

(Standard  Brands,  Inc.) 1085 


Gastrointestinal 

Cozyme 

(Travenoi  Laboratories,  Inc., 

Div.  Baxter  Labs.) 909 

Gastrointestinal  anticholinergics 

Robinul  (A.  H.  Robins  Company,  Inc.)  936 

Intestinal  adsorbents 

Charcoal  (Requa  Manufacturing  Company,  Inc.)..  922 

Intestinal  bulk 

Metamucil  (G.  D.  Searle  & Company)  935 

Laxatives 

Eucarbon  (Standard  Pharmaceutical  Co.,  Inc.)...  1087 

Maltsupex  (Borcherdt  Company)  916 

Liquors 

Hennessy  cognac  (Schieffelin  & Company)  922 

Respiratory  liquifacients 

lodo-Niacin  (Cole  Chemical  Company) 925 

Sedatives 

Beta-Chlor  (Mead  Johnson  Laboratories) 919 

Valerianets-Dispert 

(Standard  Pharmaceutical  Co.,  Inc.) 1087 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  Laboratories) 4th  cover 

Steroids  & Hormones 
Neo-Aristocort 
(Lederle  Laboratories, 

Div.  Amer.  Cyanamid  Co.) 914-915 

Tranquilizers 

Miltown  (Wallace  Laboratories) 913 

Vitamins 

Cloc  Drops  (White  Laboratories) 907 

Vi-Daylin  (Abbott  Laboratories) 902-903 

Wet-dressing  antiinflammatory 
Presto- Boro 

(Standard  Pharmaceutical  Company,  Inc.) 1087 
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Officers  / County  Medical  Societies  / 1963 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . 

Cayuga 

Chautauqua. 
Chemung .... 

Chenango 

Clinton 

Columbia. . . . 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston . . . 

Madison 

Monroe 

Montgomery . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond . . . 
Rockland .... 
St.  Lawrence. 

Saratoga 

Schenectady . 
Schoharie. . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins . . . 

Ulster 

Warren 

Washington.. 

Wasme 

Westchester  . 
Wyoming .... 
Yates 


G.  Rehmi  Denton Albany 

John  F.  Glosser Wellsville 

Walter  Einhorn Bronx 

Michael  J.  Maggiore Endicott 

Leo  John  Murphy Olean 

WUliam  W.  Robertson Auburn 

Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Charles  L.  DuBuar Sherburne 

John  Menustik,  Jr Plattsburgh 

Roger  C.  Bliss Hudson 

William  J.  McAuliffe Cortland 

Clarence  E.  Dungan Hancock 

James  K.  Keeley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

C.  Bradley  Sageman . . Saranac  Lake 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Edmund  Frede Athena 

Arthur  H.  Mulligan Herkimer 

Thomas  P.  Hamilton . . . Watertown 

Leo  S.  Drexler Brooklyn 

Louis  A.  Avallone Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Lynn  R.  Callin Rochester 

Philip  Cortese Amsterdam 

Jeff  J.  Coletti Old  Westbury 

Milton  Helpern New  York 

William  R.  Lewis.  . . .Niagara  Falls 

E.  P.  Russell,  Jr Rome 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Charles  J.  Bivona Newburgh 

Harvey  J.  Blanche!,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Hans  E.  Wilk Oneonta 

S.  Bernard  Ross Brewster 

Kurt  Rosenberg. . .Long  Island  City 

John  J.  Noonan Troy 

Robert  E.  Wolkwitz.  .Staten  Island 

L.  G.  Weishaar,  Jr Nanuet 

Richard  Hatch Potsdam 

Geo.  D.  Anderson . Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Robert  Greenwald Cobleskill 

James  J.  Norton. . . . Montour  Falls 

Bruno  Riemer Romulus 

John  S.  Wolff Corning 

L.  B.  Davis . . . Westhampton  Beach 

Jacob  Rubin Woodbourne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

Alfred  M.  Feldshuh ....  Kerhonkson 

Dominic  A.  Zurlo Glens  Falls 

Walter  S.  Bennett Granville 

Myron  E.  Carmer Lyons 

Thomas  C.  Jaleski . . . New  Rochelle 

G.  Stanley  Baker Castile 

Wilfred  D.  McCusker. . . . Penn  Yan 


John  J.  Phelan,  Jr Albany 

Kurt  Zinner Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Olean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  D.  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falls 

James  L.  Harrington Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky.  . .Rochester 

Helen  M , Blanchard Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr. .New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt Oswego 

John  M.  Constantine Oneonta 

John  del  Campo Carmel 

Frank  W.  Farrell Flushing 

Thomas  R.  Engster Troy 

Edward  E.  Malarkey . Staten  Island 

S.  B.  Adler Spring  Valley 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  Dewell Cobleskill 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer.  . Waterloo 

Milton  TuUy Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried ....  Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

James  Q.  Haralambie . . . Larchmont 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Salvatore  Tabacco Albany 

Kurt  Zinner Wellsville 

Francis  J.  Loperfido Bronx 

F.  Maurice  Breed Johnson  City 

Dimcan  C.  Wormer Portville 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

A.  A.  Mitchell Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond . . . Johnstown 

James  McCutcheon Batavia 

Mahlon  A.  Atkinson Catskill 

Timothy  J.  Howard Newport 

James  L.  Harrington ....  Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

-G.  Emerson  Learn . . . Mount  Morris 

Robert  F.  Schramm Cazenovia 

Charles  D.  Sherman,  Jr..  .Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr.. Niagara  Falls 

Theodore  F.  Thomas Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newbm-gh 

James  L.  Sterling Medina  ' 

Marcus  A.  Wuerschmidt ....  Oswego 

John  M.  Constantine Oneonta 

Nathan  Sharove.  . . .Lake  Mahopac 

Victor  S.  Lait Flushing 

John  J.  Pohl 'Troy 

J.  J.  Silverman Staten  Island 

D.  Hyman Suffern 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 
Kurt  H.  Meyerhoff.  . . .Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer.  . Waterloo 

Milton  TuUy Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried ....  Livingston  Manor 

Paul  Zoltowski Waverly 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  Woodhill Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D.,  Director 


WEST  HITE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudaon,  New  York  City 
For  oervoof,  meoul»  drug  aod  alcoholic  pacieoti.  The  laaicanum  is 
beautifollf  located  in  a private  park  of  teo  acres.  Attractive  cottages, 
scieotificallf  air-cooditiooed.  Modero  facilities  for  shock  treatment. 
Occupational  therapy  aod  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  aod  illustrated  booklet  gladly  sent  on  request. 

MRS.  HENRY  W.  LLOYD,  R.N.,  Administrator 
Talaphone:  Klnftbridgt  9-8440 


PINEWOOD 

Physician  in  Charge 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEnIral  2-31 55  NYC,  Direct,  Tel:  CY  5-0264 
A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non*sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q P. 
HOL3RCOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


NIMS 

NATIONWIDE  IMPROVED  MAIL  SERVICE  PROGRAM 

HELP  THE  POST  OFFICE  SPEED  YOUR  LETTERS 

MAIL  EARLY  IN  THE  DAY— BEFORE  NOON! 


CLASSIFIED  RATES 

Effective  July  1 , 1 962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


PRACTICES  FOR  SALE  OR  RENT 


SYRACUSE,  N.Y.— ACTIVE  GENERAL  PRACTICE; 
home-office  combination,  centrally  located,  nearby  hospital 
appts.  available.  For  sale  ($20,000)  or  rent.  Will  intro- 
duce. Box  690,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTICE,  OTSEGO  COUNTY.  LOVELY 
home-office  combination.  Fully  equipped  with  X-ray, 
diathermy,  etc.  Sale  or  rent.  Box  698,  % N.  Y.  St.  Jr. 
Med. 


FOR  SALE— LOS  ANGELES  SUBURB;  GENERAL 
and  industrial  practice  in  smog  free  community  near  ocean. 
2,000  sq.  ft.  fully  equipped  modern  building.  Av.  gross 
$6,000/mo.  WUl  support  a surgeon  and  internist,  or  two 
G.P.’s.  Low-down  and  reasonable  terms.  Three  open 
staff  hospitals  in  area.  Write  Box  307,  Manhattan  Beach, 
Calif. 


MID-HUDSON  VALLEY:  FLOURISHING  MEDICAL 
practice  for  sale,  fully  equipped.  Finest  location  in  in- 
dustrial city;  pop.  75,OOiO;  accredited  hospitals;  intro- 
duction. Box  703,  %N.  Y.  St.  Jr.  Med. 


FOR  SALE— LONG  ISLAND:  EXCEPTIONAL  Op- 

portunity. Established,  thriving  general  practice  due 
recent  death.  Fully  equipped,  includ.  X-Ray.  Priced 
quick  sale.  Terms.  Box  704,  %N.  Y.  St.  Jr.  Med. 
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PEDIATRICIAN  or  general  practitioner  with  special 
interest  and  training  in  pediatrics  as  addition  to  team 
of  seven  pediatricians  in  comprehensive  medical  care 
group;  pleasant  New  York  City  suburb;  initial  contract 
leading  to  partnership;  $13,700  per  annum  or  higher 
first  year;  send  full  curriculum  vitae  in  first  letter.  Box 
676,  c/o  N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
be  Board  eligible.  Write  Box  581,  % N.  Y.  St.  Jr.  Med. 


NpRTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  is  a 240  bed  community  hospi- 
tal with  a high  caliber  and  well  organized  teaching  program 
and  a progressive  philosophy  regarding  internship  training. 
Wo  are  accepting  applications  for  July  of  1963  and  invito 
your  inquiries.  Address:  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New  York. 


GENERAL  PRACTITIONER  WANTS  AS  PARTNER 
1)  General  Practitioner,  rating  xcm-5  and/or  2)  Internist, 
Board  eligible,  still  doing  general  work,  specializing  later. 
University  city  upstate  New  York.  Modern  large  office. 
Income  first  year  ca.  20,000.  Permanent.  Congenial 
person,  not  over  45  (take  over  later).  Full  personal  and 
educational  background  in  first  letter;  American  or 
foreign  trained.  Box  675,  % N.  Y.  St.  Jr.  Med. 


G.P.  TO  ASSOCIATE  WITH  TWO  OTHER  G.P.’s,  20 
miles  from  New  York  City.  Excellent  working  condi- 
tions and  hospital  facilities.  New  York  license  and  com- 
pleted military  service  required.  Remuneration  $14,000 
per  year.  Excellent  opportunity  for  partnership.  Box 
680,  % N.  Y.  St.  Jr.  Med. 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


WANTED:  INTERNIST,  BOARD  QUALIFIED,  FOR 
large  hospital.  Box  702,  % N.  Y.  St.  Jr.  Med. 


WANTED— PHYSICIAN  AS  RESEARCH  ASSISTANT 
in  Cardiology.  Must  be  experienced  in  Phonocardio- 
graphy, Vectorcardiography  and  Cardiac  Catheterization. 
Box  711,  % N.  Y.  St.  Jr.  Med. 


PHYSICIAN  FOR  ESTABLISHED  NATIONAL  OR- 
ganization  in  Buffalo.  Social  Security  and  insurance. 
Write  C.  M.  Jones,  M.D.,  786  Delaware  Avenue,  Buffalo  9, 
New  York,  or  caU  TT  6-7500. 


PHYSICIAN  WANTED  WITH  TRAINING  IN  IN- 
ternal  medicine  to  join  me  in  a modern,  large  office  in  sub- 
urban New  York.  Offering  $12,000/year  starting  salary 
with  complete  partnership  after  three  years.  Friendly  out- 
going personality  preferred.  Box  709,  % N.  Y.  St.  Jr. 
Med. 


WESTERN  NEW  YORK  COMMUNITY  NEEDS  GEN- 
eral  practitioner.  Write  C.  H.  Krochmal,  Administrator, 
Dansville  Memorial  Hospital,  DansviUe,  N.  Y. 


PHYSICIANS  WANTED— CONT’D 


ASSOCIATE  GROUP  BEING  FORMED.  WANTED, 
young  internist  or  general  practitioner  interested  in  internal 
medicine.  First  and  second  year,  good  income  guaran- 
teed. Progressive  hospital  Va  mile  from  office.  Young 
physician  interested  in  future  growth  and  work  will  have 
unlimited  opportunity.  Box  708,  % N.  Y.  St.  Jr.  Med. 


REAL  ESTATE  FOR  SALE  OR  RENT 


SUITES— WEST  HEMPSTEAD  PROFESSIONAL 

building,  N.  Y.  Excellent  opportunity  for  G.P.,  Ophthal- 
mologist, Dermatologist;  no.  G.P.  at  present.  Modern,  air 
conditioned.  Parking.  Tel:  IV  3-7580. 


A GROUP  OF  MEDICAL  SPECIALISTS  CONTEMPLAT- 
ing  a change  in  location  may  be  interested  to  investigate  a 
new  modern  air-conditioned,  ground  floor  office  space  in  a 
small  professional  building.  Approximately  1200  sq.  ft, 
separate  entrance.  Located  at  166-26  89th  Avenue,  in 
the  heart  of  Jamaica’s  new  apartment  house  CTOwth  center, 
adjoining  the  area  of  the  new  Jamaica  Central  Public 
Library.  Ample  meter;  municipal  and  private;  parking. 
Convenient  to  buses,  subway  and  elevat^  transportation. 
(Rental  overhead  can  be  as  little  as  five  dollars  a day  per 
person  if  occupied  by  three  tenants.)  Please  phone  RE 
9-1300,  Morris  Fierstein,  D.D.S. 


FOR  RENT:  PHYSICIAN’S  OFFICE;  FIVE  ROOMS, 
centrally  air  conditioned  suite.  Conveniently  located  on 
main  thoroughfare  in  Flushing- Jamaica  area.  CaU  HO 
4-6262. 


SPACE  AVAILABLE:  3 PROFESSIONAL  OFFICES, 
WeU  populated  area,  Jackson  Heights.  WiU  alter  to  suit 
individuals  or  group.  Phone  HA  6-2350,  or  write  South- 
ridge  Cooj»rative,  Section  3,  Inc.,  33—46  92nd  Street, 
Jackson  Heights,  N.  Y. 


FOR  SALE  OR  SUBLEASE:  FIFTH  AVENUE  MED- 

ical  cooperative  office— completely  equipped;  air-con- 
ditioned, beautifuUy  furnished,  convenient  to  hospitals; 
2 consultation  offices;  3 examining  rooms;  located  at 
89th  St.  Inquire  days,  R.  Fischer.  YU  6-1116. 


RADIOLOGIST  WILL  SHARE  HIS  WELL  EQUIPPED 
and  staffed  air-conditioned  offices  with  another  radiologist. 
Professional  building.  East  Side  Manhattan.  Rental  basis 
or  partnership.  Butterfield  8-1880. 


SPACE  TO  RENT;  SHARE  SUITE  IN  NEW  MEDICAL 
building  near  Central  General  Hospital,  Plainview,  L.I. 
CaU  GE  3-7171  before  9 P.M. 


FOR  SALE— SPACIOUS  COOPERATIVE  OFFICE, 
lower  Central  Park  location.  AvaUable  furnished  and 
equipped  or  unfurnished.  Box  701,  % N.  Y.  St.  Jr.  Med. 


MEDICAL  OFFICE  FOR  RENT.  WILL  ALTER  TO 
suit.  7 Pulaski  Rd.,  East  Northport,  Long  Island,  New 
York.  CaU  516  AN  1-1068. 


ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  1089 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


GET  YOUR  “VILLAGE” 
OFFICE  NOW 

175  W.  13th  St. 

N.  W.  Corner  7th  Ave. 

The  "Cambridge” 

136  Apartments 

New  20-Story  & Penthouse 
Centrally  Air-Conditioned 
24-bour  Doorman  Building 

Reception  Area;  Laboratory; 

2 or  3 Private  Offices  plus  Bath 

Agent  daily  & Sunday,  WA  9-0829 


101  W.  12th  St. 

Avenue  of  the  Americas 

The  “John  Adam” 

416  Families 

New  21-Story 
Centrally  Air-Conditioned 
24-Hour  Doorman  Building 

Waiting  Room;  2 Private  Offices; 
Laboratory  & Bath 

Agent  daily  & Sunday,  CH  2-8339 

For  further  details  call  Mr.  Berg 
Charles  H.  Greenthal  & Co.,  Inc. 

Renting  & Managing  Agents 
18  E.  48th  St.,  NYC,  PL  2-4700 


SUITES  AVAILABLE 

Luxury  suites  available,  medical  professional  bldg. 
Rapidly  growing  Long  Island  Community — North  Shore. 
Full  or  part  time.  Call  OR  6-7142. 


MAMARONECK  (WESTCHESTER  COUNTY)  N.  Y. 
Professional  Building.  Office  available  June  1st.  444  E. 
Boston  Post  Rd.  Tel.  212  LUdlow  4-2500. 


RADIOLOGICAL  AND  PHYSICAL  THERAPY  OFFICE 
and/or  practice  of  prominent  radiologist;  unusual  oppor- 
tunity; minimal  rent  in  professional  building,  midtown 
Manhattan  near  Fifth  Avenue.  Large  floor  space  avail- 
able for  individual  or  shared.  Box  710,  % N.  Y.  St.  Jr. 
Med. 


FOR  RENT:  DOCTOR’S  OFFICE,  EXCELLENT  LOCA- 
tion.  Mount  Vernon,  N.  Y.  Fully  equipped.  Full  or 
part-time.  Very  reasonable.  Phone  WH  9-1268  eves. 


POMPEY,  NEW  YORK— FOR  SALE  OR  RENT,  COLO- 
nial,  10  room  house  on  one  acre  plot  in  scenic  Pompey  Hills 
on  U.  S.  Route  #20.  Complete  apartment  on  second  floor; 
13  miles  from  Syracuse,  4 miles  from  Cazenovia  Lake. 
Excellent  opportunity  for  lucrative  general  practice. 
Write  R.  G.  Damiano,  M.D.,  2617  Court  St.,  Syracuse  8, 
N.  Y. 


MISCELLANEOUS 


COLLECTIONS— "raE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  asstires  good  results.  Free 
Service  first  18  days — rates  after  Free  Service  30%  on  ac- 
counts lees  than  6 months  past  due;  33‘/a%  less  than  a 
year;  35%  less  than  3 years  and,  50%  on  accounts  over  3 
years  old,  accotmts  recovered  by  attorneys  and  on  the  first 
tan  dollars,  regardless  of  the  age  of  the  accoimt.  Write  for 
listing  forms — Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y. 
36. 


MISCELLANEOUS— CONT'D 


GET  HIGHER  EARNINGS,  MORE  FREE  TIME  WITH 
proven  practice-management  advice.  Our  thorough 
analysis  and  detailed  recommendations  will  help  you  in- 
crease your  productivity,  practice  efficiency,  net  income. 
Special  attention  to  retirement  planning,  practice-building, 
other  special  problems.  Reply  Professional  Business 
Consultants,  Inc.,  17th  Floor,  1 Liberty  Street,  New  York 
5,  N.  Y.,  or  phone  H.A  2-1536. 


XTH  JOHN  G.  GIBSON,  II  LECTURE  BY  FRED  H. 
Allen,  Jr.,  M.D.  of  The  Blood  Grouping  Laboratory, 
Boston.  “Attempts  at  the  Prevention  of  Intrauterine 
Death  in  Erythroblastosis  Fetalis,”  4:00  P.M.,  Thursday, 
April  25th,  Amphitheater  “A,”  College  of  Physicians  & 
Surgeons,  Columbia  University,  630  West  168th  Street, 
New  York  32,  New  York. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
CH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 


SOLO  G.P.,  38,  MALE,  ENERGETIC  AND  PERSON- 
able.  U.S.  born  and  trained.  Seeks  association  with 
busy  group  or  partnership.  Box  664,  % N.  Y.  St.  Jr.  Med. 


INTERNIST-GASTROENTEROLOGIST,  AGE  31, 
Board  eligible,  desires  association  with  group  or  private 
M.D.  in  greater  N.Y.  City  area  or  Long  Island.  Military 
completed.  Box  689,  % N.  Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  NATIVE,  TOP  AMERICAN 
school,  F.A.C.A.,  wants  active,  rural  or  suburban  hospital, 
100  beds  or  more.  Complete  charge,  fee-for-service.  Box 
691,  % N.  Y.  St.  Jr.  Med. 


MEDICAL  SECRETARY— MEDICAL  DICTATION, 
some  lab  work  & EKG  exp.,  desires  Manhattan,  1 girl 
pos.  Start  $90.  Box  692,  % N.  Y.  St.  Jr.  Med. 


OB/GYN,  AGE  34,  BOARD  ELIGIBLE,  MARRIED; 
available  July  1963.  Prefer  downstate  area;  service  obli- 
gation completed;  interested  solo  or  association.  Please 
send  details  first  letter.  Box  693,  % N.  Y.  St.  Jr.  Med. 


RADWLOGIST— N.  Y.  OR  N.  J.  DESIRES  PART  TIME 
position,  afternoons.  Box  695,  % N.  Y.  St.  Jr.  Med. 


INTERNIST,  BOARD  ELIGIBLE,  UNIVERSITY 
trained,  31,  married.  Completing  military  obligation  July, 
1963.  Desires  association  with  internist  or  group  in  New 
York,  New  Jersey.  Box  699,  % N.  Y.  St.  Jr.  Med. 


UROLOGIST,  58,  BOARD  CERTIFIED,  DESIRES  As- 
sociation with  Urologist  in  N.Y.C.  or  Westchester  County. 
Box  700,  % N.  Y.  St.  Jr.  Med. 


OBS.^GYN.,  AGE  30,  BOARD  ELIGIBLE,  UNIVERSITY 
trained,  available  July  1963.  Interested  in  association. 
Box  705,  %N.  Y. St.  Jr.  Med. 


OB-GYN.  DESIRES  ASSOCIATION  OR  CLINIC 
finishing  residency  July  1963.  Age  30.  Army  completed. 
Box  707,  % N.  Y.  St.  Jr.  Med. 
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too,  is  compatible  with  a well- 
balanced  menu.  As  a pure,  wholesome  drink,  it  provides  a bit  of 
quick  energy. . . brings  you  back  refreshed  after  work  or  play.  It 
contributes  to  good  health  by  providing  a pleasurable  moment’s 
pause  from  the  pace  of  a busy  day. 


“Sounds  like 
a case  for 
Protamide, 

Jim...” 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early^*^  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.® 

references:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  55:697  (May)  1960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Chn.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  52:381  (Sept.)  1959. 

P|^%  Jjk  II  il  I 1^^  ® —an  exclusive  colloidal  solution  of 

rY  I MJL  Iwl  I I J r*  processed  and  denatured  enzyme— 

* * * • * ■ w ■ ■ ba  jg  not  foreign  protein  therapy. 

Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


Detroit  11,  Michigan  . 


1093 


Schedule  Time  For  A Top  Scientific  Program 


at  your 

NEW  YORK  MEDICAL  MEETING 

STATLER  HILTON  HOTEL,  NEW  YORK  CITY,  MAY  13-17 


Join  in  discussion  with  some  of  the  nation’s  leading  medical  practitioners,  including: 
Alexander  Brunschwig  of  Memorial  Hospital,  New  York  City;  Charles  L.  Dunham,  Atomic 
Energy  Commission,  Washington,  D.  C.;  Ray  Gifford,  Cleveland  Clinic;  William  Likoff 
and  John  H.  Moyer,  Hahnemann  Medical  College  and  Hospital,  Philadelphia;  Ogelsby 
Paul,  University  of  Illinois  School  of  Medicine,  Chicago;  Howard  B.  Sprague,  Massa- 
chusetts General  Hospital,  Boston,  and  Shields  Warren,  Harvard  Medical  School  at  the 
New  England  Deaconess  Hospital,  Boston. 


GENERAL  SESSIONS 

MONDAY,  MAY  13 

2:00-4:30  p.m. — Advances  in  Drug  Therapy  And  Current  Attitudes  Toward  Newer 
Medications.  (Category  I Credit  has  been  requested) 

TUESDAY,  MAY  14 

9:30  A.M.-Noon — What  Can  The  Family  Doctor  Do  To  Aid  In  Cancer  Control?  (Category 
I Credit  has  been  requested) 

WEDNESDAY,  MAY  15* 

2:00-4:30  p.m. — Management  Of  The  Complications  Of  Atherosclerosis  From  The  Bio- 
chemical Approach  To  The  Patient  As  A Whole.  (Authorized  as  ac- 
ceptable for  three  hours  of  Category  I Credit) 

THURSDAY,  MAY  16* 

2:00-4:30  p.m. — Coronary  Thrombosis:  Management  From  The  Prodromal  Through 

Rehabilitative  Stages.  (Authorized  as  acceptable  for  three  hours  of 
Category  I Credit) 

FRIDAY,  MAY  17 

9:30  A.M.-Noon — Radiation  Effects  And  Safe  Procedures  In  Medical  Radiation.  (Category 
I Credit  has  been  requested) 


Plus  23  Scientific  Section  Meetings  And  Many  New  Exhibits 


* These  sessions  are  being  held  under  the  auspices  of  the  American  Therapeutic  Society  Educational  Program 
in  Practical  Therapeutics  in  conjunction  with  the  New  York  County  Chapter  of  the  American  Academy  of 
General  Practice. 
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LIFTS 

DEPRESSION 
...AS  IT 
CALMS 


“I  feel  like  my  old  self  again!”  Balanced  Deprol  therapy  has  helped  relieve 
her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have  returned. 


Brightens  mood,,. relaxes  tension 


I 


Energizers 
relieve  depression 


Tranquilizers 
reduce  anxiety 


Dosage:  Usual  starting  dose  is  1 tablet 
q.i.d.  When  necessary,  this  may  be  in- 
creased gradually  up  to  3 tablets  q.i.d. 

With  establishment  of  relief,  the  dose 
may  be  reduced  gradually  to  mainte- 
nance levels. 

Composition:  1 mg.  2-diethylaminoethyl 
benzilate  hydrochloride  (benactyzine 
HCI)  ond  400  mg.  meprobamate. 

Supplied:  Bottles  of  60  light-pink,  scored 
tablets. 

Write  for  literature  and  samples. 

^Deprol^* 

» WALLACE  LABORATORIES 
\ki»  Cranbury,  N.  J. 
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Scientific  Articles 

1129  Recent  Advances  in  the  Application  of  a Dialyzer 

Roland  Anthone,  M.D.,  and  Sidney  Anthone,  M.D. 

1135  Rehabilitation  Problems  in  Children 
George  G.  Denver,  M.D. 

1137  Medical  Treatment  of  Sudden  Deafness,  Meniere’s  Disease,  and  BeU’s  Palsy 
David  O.  Zenker,  M.D.,  and  Edmund  P.  Fowler,  Jr.,  M.D. 

1144  A Practical  Approach  to  Anxiety  Reactions 
Albert  F.  R.  Andresen,  Jr.,  M.D. 

1148  Diagnostic  Limitations  of  AchiUes  Tendon  Reflex  in  Thyroid  Disease 

George  M.  Simpson,  M.B.,  Ch.B.,  John  H.  Blair,  M.A.,  and  George  R.  Nartowicz, 
R.N. 

1154  Symposium  and  Panel  Discussion — Radiographic  Evaluation  of  the  Soft  Tissues  of 
the  Neck 

Arnold  L.  Bachman,  M.D.,  moderator 

1154  Introduction 

Arnold  L.  Bachman,  M.D. 

1155  Methodology  in  the  Radiographic  Examination  of  the  Larynx  and  Hypopharynx 
Arnold  L.  Bachman,  M.D. 

1163  Contrast  Examination  of  the  Larynx  and  Pharynx,  Accuracy  and  Value  in  Diag- 

nosis and  Therapy 

W.  E.  Powers,  M.D.,  Joseph  Ogura,  M.D.,  and  Sumner  Holtz,  M.D. 

1174  Cinefluorographic  Evaluation  of  the  Soft  Tissues  of  the  Neck 

James  H.  Scatliff,  M.D. 

1182  The  Treatment  of  Narcotics  Addiction 
Robert  J.  B.  Osnos,  M.D. 

Recent  Advances  in  Medicine  and  Surgery 

1189  Diagnosis  and  Treatment  of  Massive  Upper  Gastrointestinal  Tract  Hemorrhage 
William  M.  Stahl,  Jr.,  M.D.,  F.A.C.S. 

Tropical  Medicine  for  Temperate  Climates 

1194  Foreword 

A.  W.  Woodruff,  M.D.,  Ph.D.,  F.R.C.P.,  F.R.C.P.E.,  D.T.M.  & H. 
continued  on  page  1098 


1096  New  York  State  Journal  of  Medicine  / April  15,  1963 


with 


effective  tranquitizer  and  skefetaf  muscfe  relaxant 


THE  TRUE'TRANQUILAXANT” 

FOR  A RELAXED  MIND  IN  A RELAXED  BODY 

■ quiets  the  anxiety  of  the  tense  patient 

■ eases  tense  muscles,  relaxes  the  patient 

■ reported  side  effects  are  rare  and  usually  mild. 

AVAILABLE:  200  mg.  Caplets*  (green  colored,  scored),  100  mg.  Caplets 
(peach  colored,  scored),  each  in  bottles  of  100. 

DOSAGE;  Adults,  1 Caplet  (200  mg.)  three  or  four  times  daily;  children 
(5  to  12  years),  from  50  to  100  mg.  three  or  four  times  daily. 

Before  prescribing,  consult  Winthrop's  literature  for  addi- 
tional information  about  dosage,  possible  side  effects  and 
contraindications. 

LABORATORIES,  New  York  18,  N.  Y. 
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As  Natasha  posed  for  her  portrait. . . 


The  artist  solved  his  with  paint... 


and  a doctor  solved  hers  with  Antivert. 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of 
vestibular  dysfunction,  with  nicotinic 
acid,  a drug  of  choice  for  prompt 
vasodilation.  Side  reactions,  usually 
only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to 
vasodilation  produced  by  nicotinic  acid. 
As  with  all  vasodilators.  Antivert  is 
contraindicated  in  severe  hypotension 
and  hemorrhage.  For  complete  pre- 
scription information,  consult  product 
brochure.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s 
syndrome  and  allied  disorders. 

*Scal,  J.  C.;  Eye  Ear  Nose  & Throat  Month. 

38:738  (Sept.)  1959. 

Antiveif 
stops  vertigo 

...and  for  your  geriatric  patients: 

NEOBON® 

See  Physicians'  Desk  Reference 
for  prescription  information. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


Antivert  stopped  the  vertigo; 
but  it  couldn't  stop  the  artist 
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White's^ 

Cod  Liver  OH 

Concentrate 

Drops 

With  Added  Vitamin  D3 


For  infants,  essential  vitamins  A and  D at  only  a penny 
a day!  Only  two  drops  a day  of  White’s  Cod  Liver  Oil 
Concentrate  provide  an  economical,  therapeutically 
sound  way  to  give  infants  vitamins  A and  D.  Each 
White’s  Cod  Liver  Oil  Concentrate  Drop  provides  1,560 
units  of  vitamin  A and  312  units  of  vitamin  D (equiva- 
lent to  one  teaspoonful  of  Cod  Liver  Oil,  N.F.).  Usual 
prophylactic  dose:  2 to  4 drops  daily.  Supplied:  drop- 
per bottles  of  6 cc.,  30  cc.  and  50  cc. 

WHITE  LABORATORIES  INC./tonlhraKk.  Ira  JwMy 

PROGRESS  THROUGH  RESEARCH 
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FOR  OVERALL 
RELIEF 
IRDRY 
ITCHY  SKIN 


OF  THE  AGEO 


■ |MB^^^®Borota  and  Grinell^  found  that  SARDO  baths 
rehydrate,  relieve  dryness,  and  promptly  allay 
itching  over  the  entire  skin  in  elderly  patients. 

IN  THE  SATH  A very  fine  lubricating  film  prevents  undue  evap- 
oration of  moisture— to  help  restore  the  normal 
lipid/aqueous  balance  of  the  skin,  and  keep  it  softer,  smoother,  more 
comfortable. 

SARDO  is  the  original  high  quality,  superbly  dispersible*  bath  oil  — 
clinically  proven^-®  to  allay  xerosis  and  pruritus  in  atopic  dermatitis, 
diabetic  dry  skin,  eczematoid  dermatitis,  soap  dermatitis,  neuroderma- 
titis, etc.  Non-sensitizing,  pleasant,  non-sticky,  economical. 

SAMPLES  and  literature  = 

available  from...  SARDEAU,  INC.  75  East  55th  St.,  New  York  22,  N.Y. 

1.  Borota,  A.,  and  Grinell,  R.  N.:  J.  Amer.  Geriatrics  Soc.,  10:413,  1962.  2.  Spoor,  H.  J.:  Bottles  of 

N.  Y.  state  J.  M.,  58:  3292,  1958.  3.  Lubowe,  I.  I.:  Western  Med.,  1:45,  1960.  4.  Weissberg,  G.:  4,  8 and  16  oz. 

Clin.  Med.,  7:1161,  1960.  5.  Lieberman,  W.:  Amer.  J.  Proctology,  12:374,  1961.  6.  Dick,  L.  A.: 

Skin,  1:341,  1962.  »Pat.  Pend.  T.M.  © 1963  by  Sardeau,  Inc. 
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Kills  pain stops  tension 


For  neuralgias,  dysmenorrhea,  upper  respiratory  distress  and 
postsurgical  conditions  — new  compound  of  Soma,  phenacetin,  caffeine 
\ kills  pain,  stops  tension,  reduces  fever — acts  fast,  relief  lasts  four  to  six  hours 


i 


SomatCompound  # 


Composition:  200  mg.  Soma  (carisoprodol),  160  mg.  phenacetin,  32  mg.  caffeine. 
Dosage:  1 or  2 tablets  q.i.d.  Supplied:  Bottles  of  50  apricot-colored,  scored  tablets. 
For  more  severe  pain . . . 


SomaCompound+Codeine  J 


Soma  Compound  boosts  the  effectiveness  of 
codeine.  Soma  Compound  -I-  Codeine 
therefore  contains  only  14  grain  of  codeine 
phosphate  to  relieve  the  more  severe  pain  that 


usually  requires  Vi  grain.  Otherwise,  its  com- 
position—and  dosage— is  the  same  as  Soma 
Compound.  Supplied  in  bottles  of  50  white, 
lozenge-shaped  tablets. 


@.WATT  Arp-  T T 


Month  in  Washington 


The  American  Medical  Association  urged 
changes  in  the  Federal  income  tax  law  that 
would  increase  allowable  deductions  for  medi- 
cal expenses  of  older  persons. 

Percy  E.  Hopkins,  M.D.,  Chicago,  chauman 
of  the  A.M.A.  Board  of  Trustees,  and  Francis 
C.  Coleman,  M.D.,  Des  Moines,  Iowa,  chairman 
of  the  A.M.A.  council  on  Legislative  Activities, 
outlined  the  Association’s  position  before  the 
House  Ways  and  Means  Committee. 

Most  of  the  amendments  proposed  by  the 
A.M.A.  involve  changes  in  the  Internal  Revenue 
Code  affecting  those  sixty-five  and  over  and 
persons  contributing  to  their  support.  These 
changes  include: 

1.  Pei’mission  for  a taxpayer  to  deduct, 
without  regard  to  the  amount  of  support  contrib- 
uted, any  medical  expense  paid  for  an  aged 
dependent. 

2.  Reduction  of  the  income  tax  liability  of 
lower-income  persons  among  the  aged  who  have 
large  medical  expenses. 

3.  Permission  for  aged  taxpayers  to  receive 
full  tax  benefit  for  medical  expenses  by  use  of  the 
carry-forward  and  carry-back  method,  just  as 
businesses  are  presently  permitted  to  offset 
losses  in  one  year  against  profits  in  another 
year. 

4.  Removal  of  the  1 per  cent  floor  on  drugs 
and  medicines  for  taxpayers  sixty-five  and 
older. 

The  A.M.A.  recommended  the  tax  law  changes 
to  the  House  committee  shortly  after  President 
Kennedy  had  sent  to  Congress  a special  message 
asking  again  for  congressional  approval  of  his 
plan  that  would  put  limited  health  care  of  the 
aged  under  Social  Security. 

The  American  Medical  Association  reiterated 
its  determined  opposition  to  such  legislation. 

The  Administration’s  new  health  care  plan 
generally  was  similar  to  the  King-Anderson  bill 
which  the  Senate  rejected  last  year.  The  major 
change  would  extend  the  health  coverage  to  the 
2.5  mfilion  older  persons  not  covered  by  Social 
Security. 

A vEudable  hospitalization  benefit  program 
would  be  available  to  all  aged  Social  Security 
beneficiaries  with  costs  paid  from  funds  pro- 
vided by  an  increase  in  Social  Security  taxes. 
Coverage  for  those  not  participating  in  Social 
Security  programs  would  be  paid  from  general 
tax  revenues. 

Beneficiaries  would  have  the  option  of  select- 
ing from  three  coverage  plans:  forty-five  days 

of  hospitalization  with  no  deductible;  ninety 
days  with  a maximum  $90  deductible;  or  one 
hundred  eighty  days  with  the  insured  paying  a 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


deductible  equal  to  two  and  one-half  days  of 
average  hospital  costs. 

Home  nursing  facihties,  outpatient  diagnostic 
services,  and  up  to  240  home  health-care  visits 
a year  by  community  visiting  nurses  and  physi- 
cal therapists  also  would  be  provided. 

Administration  oflacials  estimated  the  cost 
would  be  $7  biUion  for  the  first  five  years. 
Insurance  officials  predicted  the  cost  would  be 
substantially  higher. 

Under  the  proposal.  Social  Secuiaty  taxes  for 
both  employers  and  employes  would  be  in- 
creased one-quarter  of  1 per  cent.  The  Social 
Security  tax  for  the  self-employed  would 
be  hiked  two  fifths  of  1 per  cent. 

President  Kennedy  also  requested  that  the 
annual  earnings  base  from  which  Social  Se- 
cinrity  taxes  are  collected  be  raised  to  $5,200 
from  the  present  $4,800.  The  plan  would 
start  January  1,  1965,  and  require  an  extra 
$27.50  contribution  yearly  from  both  the  em- 
ploye and  employer  where  the  employe  makes 
$5,200  or  more.  Maximum  added  cost  to  the 
self-employed  would  be  $42.40  a year. 

George  M.  Fister,  M.D.,  president  of  the 
American  Medical  Association,  said  the  Ad- 
ministration’s new  plan  “proposes  a govern- 
ment-controlled program  which  would  force 
increased  taxes  on  wage  earners  and  employers 
to  buy  limited  hospitalization,  nursing  home  and 
nursing  care  for  millions  of  people  over  sixty-five 
who  are  financially  able  to  take  care  of  them- 
selves.’’ 

“The  use  of  tax  funds  to  provide  benefits 
to  an  entire  population  group  regardless  of  need, 
the  wealthy  and  well-to-do  included,  is  just  as 
unwise  and  economically  vmsound  today  as  it 
was  last  year  and  the  year  before  that,”  Dr. 
Fister  said. 

“The  American  Medical  Association  believes 
in  helping  those  who  need  help,  using  tax  funds 
where  they  may  be  required.  We  believe  citi- 
zens of  whatever  age  who  are  able  to  take  care 
of  themselves  should  not  become  a burden  on 
the  taxpayers.  We  believe  the  vast  majority 
of  Americans  share  our  view.” 

* ♦ * 

The  American  Medical  Association  endorsed 
the  Kennedy  Administration’s  mental  health 
and  mental  retardation  program. 

Testifying  before  the  Senate  Committee  on 
Labor  and  Pubhc  Welfare,  Leo  H.  Bartemeier, 
M.D.,  former  chabman  of  the  A.M.A.’s  Council 
on  Mental  Health  and  medical  director  of 
Seton  Psychiatric  Institute,  Baltimore,  said: 

“We  beheve  these  measui'es  should  be  imple- 
mented in  such  a way  as  to  guarantee  every 
American  the  very  best  in  medical  cai'e  and 
treatment,  and  we  stand  ready  to  help  achieve 

continued  on  page  1108 
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Aramine 
may  make  the 
difference  between 
death  and  survival... 
because  you  can 
treat  shock 
on  the  scene 

in  traumatic  shock:  Aramine®  meta- 
raminol  bitartrate  buys  essential 
Itime  when  shock  follows  brain 
■ 'damage  or  severe  hemorrhage.  In 
grave  emergencies,  direct  intra- 
venous injection  brings  immediate 
pressor  response,  improves  renal 
plasma  flow,  cerebral  and  coro- 
nary blood  flow... with  little 
i;hance  of  tissue  irritation  or 
iiecrosis. 

n cardiogenic  shock: 

Aramine  has  a smooth  pre- 
dictable vasopressor  effect 
jno  apparent  vasodilating 
:omponent)  and  a direct 
nyocardial-stimulating 
:ffect.  It  can  be  given 
ntramuscularly,  subcuta- 
leously,  or  by  direct  intra- 
enous  injection,  thus 
'verting  the  use  of  extra 
fluids  contraindicated  in 
iome  gravely  ill  patients. 

n anaphylactic  shock: 

(ramine  is  the  general  pur- 
iose  vasopressor  in  shock 
Caused  by  medications  or 
isect  stings  or  in  shock  of  un- 
nown  etiology.  One  intramus- 
ular  injection  of  Aramine  will  usu- 
lly  maintain  adequate  blood  pres- 
ure  until  the  emergency  can  be 
ontained. 

ief  Summary:  Indications:  Acute  hypotension, 
dc  Effects,  Precautions,  and  Contraindications; 
oid  areas  unsuitable  for  injection.  Not  recom- 
snded  with  cyclopropane  or  halothane  anes- 
esia.  Avoid  excessive  blood  pressure  response. 

•e  with  caution  in  heart  or  thyroid  disease,  high 
30d  pressure,  diabetes.  Before  prescribing  or  ad* 
nistering,  read  product  circular  with  package 
available  on  request. 

pplled:  In  1-cc.  ampuls  and  10-cc.  vials,  each 
. containing  10  mg.  metaraminol  present  as  the 
.artrate  and  4.4  mg.  sodium  chloride  in  water 
• injection.  Preservatives;  0.15%  methylparaben, 

)2%  propylparaben,  and  0.2%  sodium  bisulfite. 
AMINE  is  a trademark  of  Merck  & Co.,  INC. 

:RCK  sharp  & DOHME 
rision  of  Merck  & Co.,  INC. 

!st  Point,  Pa.  ^ 

JECTION 

RRAMINE 

■ETARAMINOL  (present  as  the  bitartrate) 
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this  standaird.  There  is  little  doubt  that  these 
bills  are  of  the  utmost  importance  in  our  com- 
mon goal  of  improving  the  nation’s  mental 
health  profile.” 

The  A.M.A.  pai'ticularly  supported  the  basic 
approach  to  the  Administration  bills,  namely 
that  the  mental  health  program  should  concen- 
trate on  development  of  community  facUities 
for  care  of  patients  at  a local  level. 

‘‘The  American  Medical  Association  heartily 


approved  of  the  concern  shown  by  the  President 
of  the  United  States  and  by  this  Committee 
over  what  we  consider  to  be  America’s  most 
pressing  and  complex  health  problem,”  Charles 
L.  Hudson,  M.D.,  Cleveland,  Ohio,  a member  of 
the  A.M.A.  Board  of  Trustees  said. 

All  witnesses,  representing  other  health  or- 
ganizations and  state  governments,  also  sup- 
ported the  legislation.  Some,  including  the 
A.M.A.,  recommended  minor  changes. 


X John  G.  Gibson  II  Lecture 

by 

Fred  H.  Allen,  Jr.,  M.D. 

of 

The  Blood  Grouping  Laboratory,  Boston 

“Attempts  at  the  Prevention  of  Intrauterine 
Death  in  Erythroblastosis  Fetalis” 

4:00  P.M.,  Thursday,  April  25th 
Amphitheater  “A” — 

College  of  Physicians  & Surgeons 
Columbia  University 
630  West  168th  Street 
New  York  32,  New  York 


Investment 

Advisory 

Service 

Providing  portfolio  super- 
vision  for  both  individual 
and  institutional  investors 
on  a fee  basis. 

Direct  inquiries  to 
Investment  Advisory 
Department 


CARL  M.  LOEB, 
RHOADES  8c  CO. 

Members  New  York  Stock  Exchange 
42  WALL  STREET,  N.  Y.  5 
375  Park  Avenue,  N.  Y.  22 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


“Looks  like  an  exceedingly  difficult  operation  to 
me.” 
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greaseless  dehydrated  lotion  in  cake  form 


Clinically  tested*  in  112  patients  with 
acne  vulgaris  or  acne  rosacea, 
COSMEDICAKE  produced  results  that 
“were  cosmetically  and  therapeutically 
good  in  99.”  Skin  lesions  were 
effectively  controlled  and  masked. 
None  of  the  patients  experienced  any 
adverse  effects.* 

COSMEDICAKE  provides  adjunctive  treat- 
ment in  acne,  facial  seborrhea,  fol- 
liculitis, and  other  eruptions  of  cos- 
metic importance.  Its  con- 
venience and  elegance 
achieves  continued  coop- 
eration from  grateful 
patients.  Its  gentle,  astrin- 
gent, keratolytic  and  anti- 
septic agents*  help  dry 
up  excess  oiliness,  diminish 
pustules,  serve  to  elimi- 
nate comedones,  reduce 


pore  size  and  combat  skin  bacteria. 
COSMEDICAKE  is  available  in  easy-to- 
use  cake  form,  which  when  applied 
with  a damp  sponge  is  reconstituted 
as  a fast-drying  lotion.  There  is  no 
separation  ...  no  precipitation  ...  no 
uneven  application  or  concentration. 

The  patient  looks  better,  feels  more 
confident  as  COSMEDICAKE  helps  im- 
prove her  appearance  while  the  skin 
lesions  heal. 

*COSMEDICAKE  contains 
colloidal  sulfur,  benzal- 
konium  chloride,  salicylic 
acid  and  hexachlorophene 
in  a smooth,  greaseless 
base.  Supplied  in  four 
skin-matching  colors. 

• • • 

1.  Berger,  R.A.,  Clinical  Medicine, 
Sept.  1961. 
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from  sodoku  in  India 


to  pharyngitis  in  New  "Vbrk 


there  is  a world  of 


Whether  treating  sodoku  or  a host  of  other  infections,  physicians  throughout  the  world  continue 
to  rely  on  Terramycin  for  its  outstanding  safety,  effectiveness  and  excellent  tolerability.  Not  a 
single  case  of  phototoxic  reaction,  blood  dyscrasia  or  neurologic  disturbance  directly  attributable  to 
Terramycin  has  been  reported  in  more  than  3,000  clinical  papers  in  the  last  12  years.  In  your 
practice,  the  next  infection  you  see  will  very  likely  be  “Terra-responsive.” 

Sodoku  is  a synonym  for  the  type  of  rat-bite  fever  occurring  in  the  heavily  populated  Far  East.  The 
causative  organism  is  Spirillum  minus,* *  a flagellated  spirochete  easily  identified  in  dark-field  prep- 
arations by  its  quick,  darting  motility.  Besides  the  bandicoot,*  indigenous  to  India  and  Ceylon, 
other  rodents,  ferrets  and  cats  spread  the  disease.  During  the  incubation  period,  which  lasts  from 
five  to  sixty  days,  the  bite  wound*  heals,  only  to  become  inflamed  and  edematous  with  the  onset  of 
the  acute  stage.  Fever,  malaise,  and  a characteristic  purplish  maculopapular  rash  mark  the  erup- 
jtion  of  the  disease.  Without  treatment,  relapses  may  recur  periodically  for  four  to  six  weeks. 

*illustrated 


IN  BRIEp\The  dependability  of  Terramycin  in  daily  practice  is  based  on  its  broad  range  of  antimicrobial 
effectiveness,  excellent  toleration,  and  low  toxicity.  As  with  other  broad-spectrum  antibiotics,  overgrowth 
of  nonsusceptible  organisms  may  develop.  If  this  occurs,  discontinue  the  medication  and  institute  appro- 
priate specific  therapy  as  indicated  by  susceptibility  testing.  Glossitis  and  allergic  reactions  to  Terramycin 
are  rare.  For  complete  information  on  Terramycin  dosage,  administration,  and  precautions,  consult  pack- 
'age  insert  before  using.  More  detailed  professional  information  available  on  request. 


Science  for  the  world’s  well-being® 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  New  York 


Books  Reviewed 


The  Spine.  A Radiological  Text  and  Atlas. 
By  Bernard  S.  Epstein,  M.D.  Second  edition. 
Quarto  of  616  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1962.  Cloth,  $16.50. 

The  text  is  a storehouse  of  radiologic  in- 
formation about  the  spine.  Epstein  is  a radiolo- 
gist of  wide  and  alert  experience  who  has  had 
for  study  the  abundant  material  of  several  large 
hospitals.  The  pertinent  knowledge  and  litera- 
ture about  each  subject  is  comprehensively 
presented  and  his  own  experience  added.  The 
radiologist  will  benefit  from  the  information 
Epstein  has  accumulated  from  the  other 
disciplines  dealing  with  the  spine,  such  as 
orthopedics,  medicine,  and  neurosurgery.  Sim- 
ilarly, anyone  interested  in  these  specialties  will 
find  the  radiologic  coverage  very  superior. 

Regretfully,  one  must  note  that  the  publisher 
has  not  matched  Epstein’s  excellence.  The 
technical  quality  of  many  of  the  reproductions  is 
bad.  Surely  such  a fine  text  deserves  more 
respect  from  the  publisher.  One  has  but  to 
examine  the  superb  reproductions  in  some 
European  radiology  books  to  know  what  can 
be  done.  In  spite  of  this,  Epstein’s  work  is  of 
such  high  quality  that  the  book  is  recommended 
unequivocally. — Mortimer  R.  Camiel,  M.D. 

Surgical  Anatomy  of  the  Colon,  Rectum 
and  Anal  Canal.  By  Harry  E.  Bacon,  M.D., 
and  Porfirio  Mayo  Recio,  M.D.  Quarto  of  152 
pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Company,  1962.  Cloth,  $12. 

This  is  an  excellent  text  describing  in  detail 
the  anatomy  of  the  large  bowel,  rectum,  and 
anal  areas.  It  is  an  authoritative  treatise  with 
sufficient  minute  detail  of  the  structures; 
yet  it  is  not  verbose. 

The  material  offered  is  practical  and  provides 
an  excellent  guide  to  the  surgeon  who  operates  in 
these  areas.  The  illustrations  are  clear  and 
definitive.  The  printing  is  large  and  easily 
read.  The  book  is  divided  into  three  sections; 
embryology  and  developmental  anomalies, 
anatomy,  and  physiology.  The  bibliography  is 
complete. 

This  book  should  be  studied  by  all  surgeons 
who  operate  in  the  abdominal,  pelvic,  and  ano- 
perineal  areas. — Alan  A.  Kane,  M.D. 

Ciba  Foundation  Symposium  Jointly  with 
Co-ordinating  Committee  for  Symposia  on 
Drug  Action  on  Enzymes  and  Drug  Action. 
Editor  for  the  Co-ordinating  Committee  J.  L. 
Mongar,  Ph.D.  Editor  for  the  Ciba  Founda- 
tion A.  V.  S.  de  Reuck,  M.Sc.  With  90  il- 
lustrations. Octavo  of  556  pages.  Boston, 
Little,  Brown  & Co.,  1962.  Cloth,  $12.50 


The  action  of  drugs  is  unpredictable  only 
when  we  do  not  know  their  mechanism  of  action 
and  their  interaction.  That,  unfortunately,  is 
true  for  many  drugs.  The  description  that  a 
drug  acts  on  a given  organ  and  modifies  changes 
in  the  function  of  that  organ  is  only  part  of  the 
story,  and  usually  a superficial  part.  There  are 
numerous  levels  of  activity,  as  for  example,  the 
organ  level,  the  cell  level,  and  so  forth,  and 
the  effect  of  a drug  may  differ  on  different 
cells.  But  a drug  usually  does  not  act  on  a 
substrate  without  being  acted  on,  in  the  sense 
that  it  undergoes  a change  itself.  Such  a 
changed  drug  may  be  the  form  which  is  active. 
This  complex  feedback  system  influences,  as  far 
as  we  know,  the  pharmacologic  effect  of  numer- 
ous drugs.  The  variety  of  feedback  effects 
may  be  one  reason  for  the  nonuniformity  of 
therapeutic  effects.  The  same  nonuniformity 
has  a heuristic  importance. 

In  the  action  of  a drug  in  the  tissues  or  cells, 
enzymes  play  a role  at  a fundamental  level. 
They  are  the  principal  actors  in  metabolic 
conversions,  in  the  drama  of  the  various  cycles, 
such  as  the  well-known  Kreb’s  or  citric  acid 
cycle,  and  in  the  less  commonly  known  cycles, 
as  for  example,  urea  cycle,  in  the  nitrogen 
pool,  glycogen  transformations,  and  the  phos- 
phate pool.  Each  one  has  a specific  enzyme 
which  is  active  in  a specific  part  of  its  trans- 
formations. 

This  is  the  stage,  and  the  field  of  investigation 
with  which  the  above  book  is  concerned. 
The  enzymatic  explanations  in  this  book  relate 
to  a number  of  drugs,  including  those  having  an 
autonomic  or  CNS  effect,  and  how  tissue  or 
drug  are  triggered  by  other  events  or  other 
substances.  As  in  an  organized  society  in 
which  there  must  be  communication,  enzymes 
are  intimately  involved  in  transfer  mechanisms 
which  may  mean  motility  across  membranes 
or  may  mean  change  into  a different  molecular 
form. 

The  book  also  contains  a section  dealing  with 
sensitivity  phenomena  and  tolerance  of  drugs, 
discussed  or  even  speculated  at  the  enzyme 
level.  Other  data  speculate  on  drug  metabolism, 
as  to  where  it  may  take  place  and  what  probably 
happens  and  why  it  probably  happens. 

But  it  is  not  to  be  assumed  that  the  text 
records  merely  speculations — although  specula- 
tion adds  to  the  stimulating  nature  of  its  con- 
tents. This  is  most  apparent  in  the  discussions 
among  the  participants. 

Although  not  for  the  medical  student,  the 
book  is  nonetheless  recommended  to  the 
clinician  whose  interest  in  the  underpinnings  of 
the  apparent  action  of  drugs  is  keen. — Erwin 
Di  Cyan,  Ph.D. 

continued  on  page  1114 
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an  orally  active  progestogen -estrogen  combination 


Supplementing  and  supporting  ovarian  function, 
OuosTERONE  tablets  can  help  release  your  pa- 
tients from  the  anxiety,  discomfort  and  inconven- 
ience of  functional  amenorrhea  and  dysfunctional 
uterine  bleeding. 

Duosterone  therapy  simulates  and  enhances  the 
normal  hormonal  pattern  of  the  secretory  phase 
of  the  menstrual  cycle,  providing  orally  potent 
progesterone  with  ethinyl  estradiol  to  prime 
the  endometrium  for  adequate  progestational 

(Roussel) 


response.  Periodic  progestational  treatment  with 
Duosterone  tablets  aims  at  restoring  the  normal 
menstrual  cycle — much  as  touching  the  pendu- 
lum starts  a tightly  wound  clock. 

Based  on  the  classic  studies  of  Zondek,  Rakoff 
and  others,  Duosterone  provides,  dependable, 
trouble-free  progestational  therapy  by  mouth. 

Bottles  of  25  and  100*tablets  with  complete 
dosage  instructions. 

Roussel  Corporation,  New  York  17,  N.Y. 
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Strong  Medicine.  By  Blake  F.  Donaldson, 
M.D.  Octavo  of  245  pages,  illustrated.  Garden 
City,  N.  Y.,  Doubleday  & Company,  Inc.,  1962. 
Cloth,  $3.95. 

This  timely,  well  written,  well  edited  remi- 
niscence is  written  for  the  laity.  An  espouser  of 
hygienic  pragmatism  properly  places  great 
emphasis  on  exercise  and  diet.  The  per- 
ceptive physician  will  find  it  stimulating  but 
it  lacks  scientific  precision. — Bernard 

Seligman,  M.D. 


Textbook  of  Gynecology.  By  John  I. 
Brewer,  M.D.  Third  edition.  Octavo  of  831 
pages,  illustrated.  Baltimore,  The  Williams 
& Wilkins  Company,  1961.  Cloth,  $15. 

This  book  of  831  pages  covers  the  entire 
gamut  of  gynecology.  It  is  divided  into  two 
parts.  Part  I is  divided  into  three  sections; 
gynecology  during  childhood;  gynecology  dur- 
ing maturity;  and  gynecology  during  aging. 

Part  II  is  devoted  to  diseases  of  the  vulva, 
tumors  of  the  vagina,  carcinoma  of  the  cervix, 
uterine  myomas  and  the  various  other  patho- 
logic entities  of  the  genitalia. 

The  text  is  amply  illustrated  with  drawings, 
photographs,  and  photomicrographs.  Each 
chapter  is  followed  by  an  ample  list  of  refer- 
ences. 

Due  to  the  unusual  arrangement  of  the  text 
material  there  are,  of  necessity,  a number  of 
duplications  and  repetitions  which  are  somewhat 
confusing.  It  does  not,  however,  detract  from 
the  value  of  the  text  which  is  complete  and  well 
written. 

It  is  recommended  particularly  for  students 
and  general  practitioners  who  are  entering  the 
field  of  gynecology.  Jacob  Halperin,  M.D. 


Malpractice  Law  Dissected  for  Quick 
Grasping.  By  Charles  L.  Cusumano.  Quarto 
of  132  pages.  New  York,  Medicine-Law  Press, 
Inc.,  1962.  Cloth,  $10. 

The  conscientious  physician  has  little  time 
to  indulge  fantasies  of  himself  squirming  under 
cross-examination  in  court,  in  spite  of  the  wide 
currency  of  concern  about  malpractice  suits. 
Nevertheless,  anyone  in  medical  practice  re- 
mains ignorant  of  the  legal  implications  of  the 
physician-patient  relationship  at  his  peril. 

The  succinctness  and  readability  of  Cusu- 
mano’s  book  m.akes  it  easy  for  anyone  interested 
in  patients,  doctors,  and  the  laws  governing  their 
relationships  to  acquire  a usable  working  knowl- 
edge and  understanding  with  minimum  effort, 
no  small  blessing  in  this  era  of  overwhelming 
communication.  I enjoyed  reading  the  book 


from  cover  to  cover  in  continuity  and  can  rec- 
ommend this  approach  wholeheartedly.  I 
found  it  especially  valuable  that  the  author  has 
not  hesitated  to  be  constructively  repetitive 
when  necessary.  As  he  discusses  each  aspect 
of  malpractice  law  he  does  not  assume  that  the 
reader  recalls  everything  relevant  previously 
considered,  nor  does  he  merely  give  page  refer- 
ences. By  appropriate  pithy  repetition  he 
avoids  distracting  the  reader  from  an  even  flow 
of  interest  and  understanding  of  the  subject  at 
hand. 

In  spite  of  its  small  size  the  book  also  rates 
well  as  a reference  manual.  A splendid  general 
and  detailed  table  of  contents,  an  index,  and 
liberal  cross  references  make  it  easy  to  refer  to 
specific  facets  of  malpractice  law.  All  aspects 
of  the  physician-patient  relationship  and  con- 
tract are  covered.  The  duties  of  doctors  and 
patients,  common  and  uncommon  malpractice 
grounds,  physicians’  defense  in  malpractice 
cases,  third  party  interests  and  rights,  contract 
suits  against  physicians,  questions  relating  to 
consent,  autopsy,  abortions,  and  many  others, 
all  are  informatively  considered. 

Doctors  especially  will  be  intrigued  by  chap- 
ters on  how  a malpractice  case  is  proved  in 
court,  another  on  physicians’  defenses  in  mal- 
practice cases,  and  still  another  on  protective 
suggestions  for  physicians.  Cusumano’s  book 
also  gives  the  physician  a refreshing  insight  into 
the  many  ways  in  which  the  law  protects  him 
from  unjust,  unreasonable,  and  even  frivolous 
lawsuits.  This  is  a pleasant  bonus  that  will  un- 
questionably help  bolster  medical  morale  and, 
heaven  forfend,  make  of  the  doctor  a more 
knowledgeable  and  cooperative  defendant  if 
need  be.  It  even  may  be  that  lawyers  who  read 
the  book  will  find  in  it  many  reasons  to  dis- 
courage the  would-be  plaintiff  early  in  his 
pilgrimage  to  the  courts.  It  is  a consummation 
devoutly  to  be  wished.  Alfred  P.  Ingegno, 
M.D. 

Mechanisms  of  Disease,  An  Introduction  to 
Pathology.  By  Ruy  Perez-Tamayo,  M.D. 
Quarto  of  512  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1961.  Cloth,  $14. 

In  this  single  volume  is  a correlation  of  all 
major  disciplines  in  relation  to  medical  disease. 
This  exposition  by  an  able  pathologist  and 
educator  gives  a comprehensive  grasp  and  ade- 
quate understanding  of  present  medical  knowl- 
edge and  its  influence  on  gross  and  micro- 
pathology.  There  are  enough  details  to  satisfy 
those  interested  in  any  field  of  medicine.  It  is 
an  all  inclusive  philosophic  and  factual  study. 
A short  epilogue  of  the  historical  epics  in  medi- 
cine rounds  out  the  versatility  of  this  able  stu- 
dent. It  is  replete  with  well-chosen  tables, 
photographs,  and  references.  Bernard  Selig- 
man, M.D. 
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NOW  ALSO  IN  FLAVORED  FORM! 


HALEYS 


FLAVORED 


THE  DOUBLE  PURPOSE  LAXATIVE 
THAT  RELIEVES 

CONSTIPATION -ACID  INDIGESTION 


BOTTLES  OF 
4 OZ-.  8 OZ., 
1 PT.,  1 QT. 


Antacid— Laxative— Lubricant 
to  help  correct  constipation 

Magnesium  Hydroxide  plus  pure  mineral  oil  make  Haley’s  M-0  a smooth 
working  antacid-laxative-lubricant  that  efficaciously  relieves  constipation 
and  attendant  gastric  hyperacidity. 

The  oil  globules  in  Haley’s  M-0  are  minutely  subdivided  to  assure  uni- 
form distribution  and  thorough  mixture  with  intestinal  contents.  Oil  leak- 
age is  thus  avoided  and  a comfortable  evacuation  is  effected  through  the 
stimulation  of  normal  intestinal  rhythm  and  blunted  defecation  reflex. 


May  we  send  samples  for  your  evaluation?  Just  write: 

THE  CHAS.  H.  PHILLIPS  CO. 

Division  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18,  N.  Y. 
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WANTED! 

AUGUST  15th  ISSUE 
OF  THE  JOURNAL 

We  should  very  much  appreciate 
your  donating  this  back  issue  to  the 
Society.  We  are  in  short  supply, 
and  need  this  particular  back  num- 
ber for  foreign  and  medical  school 
requests.  Please  send  to:  New  York 
State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 


Free  to  Physicians 

West-ward’s 
’’Physician’s  Index  to 
Generic  Name  Prescribing” 

Containing  a therapeutic  index  for  guidance 
to  the  Physician  in  prescribing  West-ward’s 
quality  controlled  generic  name  products. 


West-ward,  Inc.  745  Eagte  Ave.,  Bronx  56,  N.Y. 

Please  forward  my  free  copy  of  West-ward’s 
“Physicians’  Index  to  GenericName  Prescribing’’ 

name MD 

address 

city state 
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In  dealing  with  the  chronic  stress  of  arthritis  the 
physician  often  faces  the  problem  of  nutritional  imbal- 
ance. High  potency  B and  C supplementation  is  needed 
for  rapid  replenishment  of  tissue  stores  of  these  water- 
soluble  vitamins.  STRESSCAPS  meet  this  need  and 
help  support  the  natural  metabolic  defenses  in  the 
disease.  Supplied  in  decorative  "reminder"  jars  of 
30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Be  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


STRESSCAPS 


Stevan  Dohanos  painting  of 
a ship-side  scene  during 
S.S.  hope’s  maiden  voyage 
to  Southeast  Asia  in  1960-61. 


HOPE  IS  A SHIP 

she  needs  your  continuing  help 


HOPE  stands  for  “Health  Opportunities  for  People 
Everywhere.” 

S.S.  HOPE,  the  floating  medical  teaching  center,  re- 
cently returned  from  her  very  successful  maiden  voy- 
age to  Indonesia  and  South  Vietnam.  The  yoyage  of 
the  HOPE  ship  proved  that  true  people-to-people 
diplomacy  of  helping  to  give  “health  opportunities” 
can  and  does  work . . . and  is  appreciated. 

But,  in  order  that  the  S.S.  HOPE  I,  with  her  needed 
sister  ships,  can  continue  to  spread  health  and  Amer- 
ican goodwill,  she  needs  your  continuing  help. 

While  skilled  American  professionals  aboard  are 
drawn  from  a list  of  over  3,000  volunteers,  serving 
without  pay,  the  costs  are  high  for  sending  our  medi- 


Donated  as  a public  service  by 
this  publication  and  the 
Pharmaceutical  Advertising  Council.) 


cal  diplomats  to  points  of  the  world  where  HOPE 
is  wanted.  HOPE  needs  help  from  all  Americans... 
and  now... in  the  form  of  dollars.  Won’t  you  donate 
your  next  fee  to  the  worthy  cause  of  giving  HOPE 
to  everyone...  every  where?  Help  show  that  the  peo- 
ple of  America  are  concerned  about  the  problems  of 
other  peoples. 


r 1 

j HOPE,  P.O.  Box  9808,  Washington  15,  D.  C.  j 

I Here  is  $ to  help  Project  HOPE.  (Please  make  i 

I checks  payable  to  Project  HOPE.)  All  contributions  are  i 

I deductible  under  the  provisions  of  Section  170  of  the  Inter-  ■ 

I nal  Revenue  Code  of  1954.  > 

I Please  send leaflets  for  distribution  to  my  pa-  > 

I tients,  friends  and  associates.  ■ 

I □ Please  let  me  know  how  I may  help  Project  HOPE  ■ 

I in  other  ways.  ■ 

I Name ■ 

I Address  I 
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THAN 

PHENOBARBITAL 


SAFER 


“The  use  of  phenobarbital-niacin  in  preference  to  phenobarbital 
adds  considerably  to  the  safety  of  that  sedative  and  avoids  most 
of  the  idiosyncratic  reactions.”* 

BARBA-NIACIN  (phenobarbital-niacin)  is  superseding  pheno- 
barbital for  all  of  its  uses  because  of  the  added  safety  factor.  Each 
tablet  contains  phenobarbital  Vz  gr.  and  niacin  14  gr. 

A recent  clinical  study  demonstrated  that  the  niacin  component 
prevents  the  neurological,  cutaneous  and  bizarre  idiosyncratic 
reactions  to  phenobarbital.* 

BARBA-NIACIN  is  the  sedative  of  choice  for  relief  of  nervousness, 
anxiety  and  apprehension.  It  is  also  indicated  as  an  antispasmodic 
in  angina  pectoris,  peptic  ulcer,  and  other  spastic  conditions,  and  in 
epilepsy  as  an  anticonvulsant.  Adult  dose,  1 tablet  up  to  4 times 
a day. 

BARBA-NIACIN  FORTE  tablet  (pheno- 
:in  % gr.)  on  retiring  is  safe  and  effective. 

Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the 
side  effects  due  to  hypersensitiveness. 
Like  phenobarbital,  it  is  contraindicated 
for  drug  addicts  or  patients  with  impaired 
renal  or  hepatic  elimination. 

Supplied  in  bottles  of  100  stored  tablets. 

•Feinblatt.  T.  M.,  and  Ferguson.  E.  A..  Jr..  Pheno- 
barbital idiosyncrasy,  avoidance  by  use  of  pheno- 
barbital-niacin, New  York  State  J.  Med.  62  :221-3. 
1962. 


Chemical  Company 
St.  Louis  8,  Mo. 


NYS-4 

COLE  CHEMICAL  COMPANY 

3715-31  Laclede  Avenue 
St.  Louis  8,  Mo. 

Gentlemen:  Please  send  me  clinical  sample,  reprint  and 
professional  literature. 


Dr. 


City 


Street 


Zone State 


When  sleep  is  needed,  1 
barbital  1 Vz  gr.  and  nia 


BARBA-NIACIN 

PHENOBARBITAL-NIACIN 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 

• Certification  by  American  Boards  in 
-Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  ol'  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  Y ork  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Advance  orders  for  the 
forthcoming  1963  Edi- 
tion may  be  placed  note. 
W rite:  Directory  De- 

partment, Medical  So- 
ciety of  the  State  of  Netv 
York,  750  Third  Are., 
IS  etc  York  17,  IS  .Y. 
$20.00  a copy  plus  3% 
sales  tax  for  N.Y.C.  de- 
livery. Society  members, 
tvho  have  paid  their  1963 
dues,  ivill  receive  the  Di- 
rectory as  part  of  their 
membership  — ivithont 
charge. 


.Many  physicians  .save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuahle  source  of 
information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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in  severe  respiratory  infections  refractory  to  other  measures... 


CHLOROMYCETIN 


for  established  clinicai  efficacy  against 
susceptibie  organisms  ” 


In  Friedlander's  Pneumonia'”  • In  Hemophilus  Influenzae  Pneumonia''''”''' 

• In  Staphylococcal  Pneumonia""  • In  Acute  Epiglottitis"'""  • In  Pneumonias  Due  to 
Gram-negative  Bacilii"  • In  Staphylococcal  Empyema” 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious 
infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other 
less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions;  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect 
early  peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Thacher,  H.  C..  & Fishman,  L.:  J.  Maine  M.  A.  52:84,  1961.  (2)  Hopkins,  E.  W.:  Postgrad.  Med.  29:451,  1961. 
(3)  Hall,  W.  H.:  M.  Clin.  North  Amer/co  43:191,  1959.  (4)  Krugman,  S.:  Pediat.  Clin.  North  America  8:1199,  1961.  (5)  Ede,  S.; 


(chloramphenicol,  Parke-Davis) 


Davis,  G.  M.,  & Holmes,  F.  H.:  J.A.M.A.  170:638, 
1959.  (6)  Wolfsohn,  A.  W.:  Connecticut  Med. 
22:769,  1958.  (7)  Caivy,  G.  L.:  New  England  J. 
Med.  259:532,  1958.  (8)  Hendren,  W.  H„  III,  & 
Haggerty,  R.  J.:  J.A.M.A.  168:6,  1958,  (9)  Cutts, 
M.:  Rhode  Island  A4.  J.  43:388,  1960.  (10) 
Berman,  W.  E.,  & Holtzman,  A.  E.:  California 
Med.  92:339.  1960.  (11)  Vetto,  R.  R.:  J.A.M.A. 
173:990,  1960.  (12)  Sia,  C.  0.  J.,  & Brainard,  S.  C.: 
Hawaii  M.  J.  17:339,  1958,  (13)  Rosenthal, 
I,  M.:  GP  17:77  (March)  1958.  (14)  Gaisford,  W.: 


Brit.  M.  J.  1:230,  1959, 


PARKE-DAVIS 


PARKS.  OAVIS  < COUPAMY.  OtroH  97. 


the  big 
potatoes 
“work 
their  way 
to  the  top’ 


>s.s  . 


Jostle  a peck  of  potatoes  long  enough 
and  the  little  ones  will  fall  to  the  bot- 
tom; the  big  ones  work  their  way  to  the 
top.  So  do  the  larger  particles  of  an 
admixture  of  powdered  chemicals.  Un- 
less steps  are  taken  to  keep  particle 
sizes  uniform,  the  active  ingredients 


will  not  be  evenly  dispersed  throughout 
an  excipient.  That  is  why  Lilly  pharma- 
ceutical chemists  establish  precise  speci- 
fications; maintain  rigid  controls.  A few 
more  steps  are  added  and  the  cost  is 
slightly  increased,  but  priceless  uniform- 
ity is  assured  in  the  finished  product. 


Eli  Lilly  and  Company  • Indianapols  6,  Indiana,  U.S.A. 
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Original  papers  will  be  considered  for  publica- 
tion with  the  understanding  that  they  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
750  Third  Avenue,  New  York  17,  New  York. 

Preparation  of  Manuscript:  Manuscripts 

should  be  face  copy  typed  double-spaced  with 
adequate  margins  on  firm  paper.  Carbon  copy 
flimsy  can  not  be  used.  The  first  page  should 
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Tables  should  be  typed  and  numbered  and 
should  have  a brief  descriptive  title.  Quota- 
tions must  include  full  credit  to  both  author  and 
source.  Periodical  references  should  include  in 
order:  author’s  name  with  initials,  title,  peri- 

odical abbreviation,  volume,  pages,  and  year. 
References  should  be  numbered  consecutively 
in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs 
should  be  submitted.  Illustrations  should  be 
numbered  consecutively  and  indicated  in  the 


text.  The  number,  indication  of  the  top,  and 
the  author’s  name  should  be  attached  to  the  back 
of  each  illustration.  Legend  should  be  typed, 
numbered,  and  attached  to  each  illustration. 
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Editorials 


Tropical  medicine  for  temperate  climates 


A knowledge  of  tropical  diseases  is  al- 
most as  essential  today  for  the  practicing 
physician  in  the  temperate  chmate  as  it 
is  for  his  colleague  in  the  torrid  zone.  A 
large  minority  in  any  cosmopolitan  city  at 
the  present  time  have  either  visited  or 
come  from  warm  areas.  Through  intimate 
contact  with  this  group  even  the  non- 
traveler may  contract  certain  tropical  mal- 
adies. Although  hospital  centers  and  con- 
sultants remain  necessary  for  the  adequate 
investigation  of  tropical  diseases,  it  is  no 
longer  justifiable  for  the  generalist  or  inter- 
nist to  dismiss  every  potential  tropical 
ailment  as  an  exotic  referral.  The  pop- 
ularity of  winter  cruises,  the  ease  of  air 
travel  to  distant  lands,  the  influx  of  Latin 
American  immigrants,  the  economic  ad- 
vantages of  business  expansion  in  the 
tropics,  and  our  political  investment  in  the 
vast,  underdeveloped,  warm  nations  of 
the  world  are  but  a few  of  the  reasons  why 
the  physician  here  must  more  and  more  often 
consider  tropical  diseases  in  his  differential 
diagnosis. 

We  shall  present  a review  article  on  a 
tropical  disease  in  each  issue  of  the  Journal 
for  the  next  year.  The  papers  will  be 
oriented  to  the  needs  of  the  practicing 
physician  and  medical  student  in  the  tem- 
perate climates.  We  know  of  no  previous 
series  in  which  a consistent  attempt  has 
been  made  to  present  a practical  basis  in 
tropical  medicine  for  the  modern  temperate 
zone.  Which  diseases  should  be  classified 
as  tropical  is  an  arbitrary  decision.  The 
bases  for  our  selection  include  the  exclusive 
prevalence  of  the  disease  in  warm  areas  and 
the  likelihood  of  its  presentation  in  American 
or  European  cities. 

Acute  manifestations  of  infections,  seen 
more  commonly  now  because  of  the  speed  of 
air  travel,  will  be  reviewed,  but  the  signs 
and  symptoms  of  chronic  disease  will  re- 


ceive equal  stress.  Intimate  insect  physi- 
ology, elaborate  fife  cycles,  and  complex 
sanitary  data — interesting  but  often  ir- 
relevant to  the  understanding  and  diagnosis 
of  tropical  diseases  in  our  society^ — will  be 
omitted.  A list  of  appropriate  references 
wiU  be  appended  to  each  article. 

It  is  our  hope  that  this  series  wiU  provide 
a practical  review  of  pertinent  data  for  the 
clinician,  will  serve  as  a suitable  introduc- 
tion for  the  student  in  temperate  areas,  and 
will  arouse  the  suspicions  necessary  to  de- 
tect and  treat  the  wide  variety  of  tropical 
diseases  seen  in  this  country.  Finally, 
we  trust  that  the  series  may  inspire  some 
men  to  investigate  the  vast  gaps  in  our 
knowledge  of  tropical  medicine,  using  the 
facihties  so  readily  available  here  and  so 
difficult  to  find  in  the  underdeveloped 
nations,  which  are  largely  in  the  warm 
climates  of  the  world. 

A detailed  list  of  the  many  physicians 
who  have  graciously  permitted  the  publica- 
tion or  re-use  of  case  material  and  a list 
of  the  pharmaceutical  houses  that  have 
financed  the  color  reproductions  wiU  be 
appended  to  the  final  article  rather  than  to 
individual  ones.  A particular  debt  of 
gratitude  is  acknowledged  here  to  Prof. 
A.  W.  Woodruff,  Wellcome  Professor  of 
Clinical  Tropical  Medicine,  London  Hospital 
for  Tropical  Diseases,  for  reviewing  the 
articles. 

Kevin  M.  Cahill,  M.D.,  D.T.M.&H. 
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Food  facts 


The  biggest  eater  in  the  nation  is  the 
nineteen-year-old  boy  who  consumes  60 
pounds  of  groceries  a week.  A total  diet 
study  recently  completed  by  the  Food  and 
Drug  Administration  has  come  up  with  this 
startling  piece  of  information.  It  will  come 
only  as  a confirmation  to  anyone  who  has 
had  a college  freshman  around  the  house 
for  any  length  of  time. 

The  study  was  aimed  at  determining  the 
amount  of  pesticide  residues  and  the  vitamin 
content  in  the  growing  boy’s  weekly  allot- 
ment of  food.  Samplings  were  taken  in  cities 
throughout  the  country  at  three-month 
intervals  over  a period  of  two  years.  The 
foods  chosen  were  those  recommended  for 
the  moderate  income  group  by  the  House- 
hold Economics  Research  Division  of  the 
Department  of  Agriculture.  The  clinic 
kitchen  of  the  National  Institutes  of  Helath 
cooked  the  food  in  the  normal  way. 

Determinations  were  made  for  residues 
of  20  chlorinated  hydrocarbons,  including 


DDT,  and  for  organic  phosphate  type 
insecticides.  Most  of  the  samples  contained 
either  no  residues  or  mere  traces  of  chlorin- 
ated hydrocarbons;  a few  contained  amounts 
that  were  only  measurable  by  extremely 
sensitive  technics.  Only  a few  traces  of 
organic  phosphate  were  foimd. 

Findings  in  regard  to  vitamin  content 
in  the  Washington,  D.C.,  samples  for  the 
first  four  quarters  are  summarized  in  the 
accompanying  table,  with  corresponding 
recommended  dietary  allowances.  These 
findings  would  indicate  that  the  Pesticide 
Amendment  to  the  Federal  Food,  Drug,  and 
Cosmetic  Act  in  force  at  present  is  in  control 
of  the  situation  and  that  we  need  not  fear  a 
“silent  spring”  for  our  youth. 

The  findings  also  support  the  conclusion 
that  foods  readily  available  at  supermarkets 
contain  ample  quantities  of  vitamins. 
They  contradict  the  allegations  of  food 
faddists  that  the  American  food  supply 
is  nutritionally  depleted. 


Substance 

Vitamin  Content  in 
One  Day’s  Food 
Supply  (Average 
for  12  Months) 

Recommended  Dietary 
Allowance  (Per  Day) 

Vitamin  A 

11,200  Int.  U. 

5,000  Int.  U. 

Thiamin 

2.9  mg. 

1 . 2 mg. 

Riboflavin 

4. 1 mg. 

1 . 9 mg. 

Niacin 

33.9  mg. 

16 . 0 mg. 

Vitamin  Be 

2 . 7 mg. 

Vitamin  Bij 

21.1  micro- 

grams 

An  ounce  of  prevention 


Public  health  authorities  call  our  atten- 
tion to  the  fact  that  the  declining  reservoir 
of  immunization  of  the  American  public 
against  smallpox  has  reached  a dangerously 
low  level.  Maintenance  of  protection 
against  this  serious  epidemic  disease  requires 
revaccination  at  five-year  intervals. 

The  rapidity  of  travel  to  and  from  the 
far  places  of  the  world  where  smallpox 
persists  constantly  threatens  the  introduc- 
tion of  this  disease  into  this  coimtry. 
Recent  outbreaks  in  other  nations  are  a 
potent  warning. 


The  epidemic  in  England  this  year  was 
traced  to  invalid  vaccination  certificates 
issued  to  travelers  from  Asia.  This  could 
have  been  due  to  false  certification  or,  more 
likely,  to  certification  before  the  result  of  the 
vaccination  was  known. 

With  a large  number  of  our  population 
lacking  immunity  it  takes  only  one  case  to 
touch  off  an  epidemic. 

All  physicians  are  urged  to  bring  up  to 
date  the  level  of  immunity  to  smallpox 
among  their  patients,  whether  or  not  the 
patient  travels  extensively. 
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Free  choice  of  physician 


. In  this  day  and  age  a great  effort  is  being  made  to  preserve 
the  “free  choice  of  physician.”  Several  episodes  have  been 
called  to  my  attention  in  recent  months  which  would  in- 
dicate that  there  is  a great  deal  of  indifference  on  the  part  of 
some  physicians  in  observing  the  requests  of  patients  for  the 
services  of  particular  physicians  or  hospitals. 

In  a recent  episode  a physician  on  the  emergency  panel  of 
one  of  the  County  Societies  was  called  to  see  a patient  who 
required  hospitalization  and,  eventually,  an  operation.  Both 
the  patient  and  her  daughter  indicated  that  they  preferred 
a certain  hospital  and,  if  an  operation  was  indicated,  a par- 
ticular surgeon.  Despite  their  request  the  physician  on  call  in- 
sisted that  the  patient  go  to  the  hospital  of  his,  the  physician’s, 
choice,  and  he  eventually  chose  the  surgeon  for  the  operative 
procedure  as  weU.  In  this  instance  I am  told  that  the  patient 
and  her  daughter  kept  reminding  the  physician  of  their  wishes 
but  apparently  did  not  press  their  desires  as  strongly  as  they 
might,  fearing  that  they  did  not  have  the  authority  to  do  so. 

In  the  second  instance,  which  concerns  intraprofessional  relationships,  a patient  was  seen  by 
a surgeon,  a diagnosis  was  made,  and  a surgical  procedure  recommended.  This  patient  then 
saw  a psychiatrist  with  whom  she  was  treating,  a fact  not  known  to  the  surgeon.  The 
psychiatrist,  without  discussing  it  with  the  surgeon,  referred  this  patient  to  another  surgeon. 
A second  opinion  is  frequently  desirable,  but  certain  courtesies  should  be  observed  before  a 
patient  is  referred  elsewhere. 

In  the  Principles  of  Professional  Conduct  of  the  Medical  Society  of  the  State  of  New  York, 
under  Article  VI,  Section  4,  it  is  stated  that  “the  right  of  the  patient  freely  to  choose  his 
doctor  of  medicine  must  be  preserved  and  maintained.  Nothing  in  any  individual  or  group 
method  of  practice  must  be  permitted  to  interfere  with  this  right.  Free  choice  of  a doctor 
of  medicine  is  defined  as  the  unrestricted  freedom  of  a patient  to  choose  his  doctor  of 
medicine.” 

I believe  that  these  episodes  of  omission  and  commission  are  the  result  of  several  factors, 
including  lack  of  knowledge  of  proper  professional  conduct,  disregard  of  common  courtesy, 
or,  unfortunately,  complete  disregard  of  the  rights  of  patients  and  a proper  relationship  with 
other  physicians. 

Finally,  I would  like  to  stress  the  importance  of  the  patient’s  right  to  the  physician  and 
hospital  of  his  choice  and  to  remind  all  physicians  of  the  courtesies  that  are  an  essential  part 
of  our  professional  relationships. 

^ Cl  ^ ^ 


Joseph  A.  Lane,  M.D.,  President  ' 


JOSEPH  A.  LANE,  M.D. 
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From  the  beginning,  woman  has  been  a vassal 
to  the  temporal  demands— and  frequently  the 
aberrations— of  the  cyclic  mechanism  of  her 
reproductive  system.  Now,  to  a degree  hereto- 
fore unknown,  she  is  permitted  normalization, 


enhancement,  or  suspension  of  cyclic  function 
and  procreative  potential.  This  new  medical 
control  is  symbolized  in  an  illustration  bor- 
lowed  from  ancient  Greek  mythology— An- 
dromeda freed  from  her  chains. 


the  first  fully  feminine  molecule 
for  cyclic  control  of  ovulation 


Norethynodrel,  a steroid  molecule  display- 
ing both  progestational  and  estrogenic 
properties,  is  singularly  appropriate  for 
feminine  use. 

Also  appropriate  to  feminine  physiology  are 
certain  effects  noted  clinically  in  women 
taking  Enovid  for  long-term  suspension  of 
fertility.  Characteristically,  cyclic  regularity 
is  achieved,  the  duration  of  menstrual  flow 
is  shortened  and  its  volume  lessened.  Ac- 
cording to  Andrews  and  Andrews:  “In 
9.=i  .2%  of  patients  on  this  cyclical  manage- 
ment the  volume  of  menstrual  flow  has  been 
decreased  and  this  has  been  of  help  in  those 
having  menorrhagia.  Dysmenorrhea  has 
been  eliminated  or  significantly  improved 
in  87.5%  of  patients  where  this  has  been 
present.  Relief  of  premenstrual  tension  has 
frequently  been  noted.”  Of  particular  sig- 
nificance, “The  general  acceptance*  by 
women  of  this  regimen  has  been  excellent. 
Many  have  commented  on  a feeling  of  well 
being  and  freedom  from  fear  of  pregnancy.” 


For  the  present  Enovid  is  not  recommended 
for  more  than  two  years. 

The  results  of  seven  years  of  wide  clinical 
experience  among  more  than  three  million 
users  of  Enovid  are  reported  in  Physicians’ 
Product  Brochure  No.  67,  extra  copies  of 
which  are  available  on  request. 

•Andrews.  W.  C.,  and  Andrews,  M.  C..  The  Use  of 
Progestins  for  Oral  Contraception,  Southern  Med.  J. 
55:4.54-456  (May)  1962. 

ENOVID* 

BRANO  OF 

NORETHYNODREL 
WITH  MESTRANOL 

( ethynylestradiol  3-melhyl  ether) 


tablets  of  5 mg.  and  of  10  mg. 


SEARLE 


Research  in  the  Service  of  Medicine 

Enovid  is  an  exclusive  product  of  Searle  Re- 
search. It  is  not  available  under  any  other  name. 
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Milestones  in  Nutrition 

★ ★★★★★★★★★★★★ 


when 

riboflavin 

was 

missing... 


. . . they  turned  to  milk.  In  1911  Osborne 
and  Mendel  prepared  a “synthetic”  milk 
from  purified  chemicals.  But  their  diet 
lacked  something  found  in  natural  milk. 
Years  later  this  substance  was  identified 
as  riboflavin. 

This  vitamin  has  been  so  strongly  asso- 
ciated with  milk  that  in  some  countries  it 
is  called  lactoflavin.  Of  the  four  food 
groups,  milk  and  other  dairy  foods  make 
the  largest  contribution  to  our  total  intake. 
When  consumed  as  part  of  an  adequate 
diet . . . 

...  3 or  4 glasses  for  children 
...  2 glasses  for  adults 
. . . milk  provides  Vi  of  the  riboflavin  re- 
quired daily. 

Riboflavin  functions  in  enzymes  cata- 
lyzing the  oxidation  of  fats,  carbohydrates 
and  proteins,  thereby  releasing  energy  for 
use  by  the  cells.  Only  occasional  cases  of 
riboflavin  deficiency  are  seen.  These  are 
usually  associated  with  poor  eating  habits 
. . . alcoholism  . . . fad  diets. 

As  they  have  in  the  past,  milk  and  other 
dairy  foods  will  continue  to  play  a vital  role 
in  the  nutritional  welfare  of  our  people. 

The  nulriiional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nu- 
trition of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


Since  1915  ...promoting  belter  health  through  nutrition  research  and  education 

NATIONAL  DAIRY  COUNCIL 

Greater  New  York  Program  • a non-profit  organization 
202  EAST  44TH  STREET  • NEW  YORK  17,  NEW  YORK 


AVAILABLE  ON  REQUEST:  Reprints  of  this  series  of  messages  on  ^‘milestones  in  nutrition** 
and  “nutrition  handbook  for  family  food  counseling”  booklet 
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Scientific  Articles 


Recent  Advances 
in  the  Application 
of  a Dialyzer 


ROLAND  ANTHONE,  M.D. 

Buffalo,  New  York 
SIDNEY  ANTHONE,  M.D. 
Buffalo,  New  York 

From  the  Department  of  Surgery, 
Buffalo  General  Hospital,  and 
University  of  Buffalo  School  of  Medicine 


Most  physicians  are  now  familieir  with 
the  use  of  a dialyzer  or  so-caUed  “artificial 
kidney”  in  the  therapy  of  renal  disease  and 
poisoning.  Although  originally  this  was 
the  primary  application  of  the  dialyzer,  its 
use  can  be  and  has  been  broadened  to  encom- 
pass other  clinical  and  investigative  situa- 
tions. The  principle  of  diffusion  of  water 
and  solutes  across  a semipermeable  mem- 
brane such  as  cellophane  allows  for  a host 
of  ideas  as  to  how  this  mechanism  can  be 
applied  to  the  treatment  of  body  fluids. 
The  purpose  of  this  paper  is  to  discuss  two 
additional  applications  of  a dialyzer  both 
clinical  and  investigative. 

Ultrafiltration 

The  removal  of  plasma  water  from  the 
body  can  be  accomplished  with  the  use  of 
the  dialyzer,  a process  known  as  ultrafiltra- 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Medicine,  May  17,  1962. 


THE  MACNEiLL  DIALYZER  has  been  used  suc- 
cessfully in  the  process  of  ultrafiltration  to 
remove  plasma  water  from  the  body  of  indi- 
viduals with  chronic  massive  edema  refractory 
to  the  usual  diuretic  therapy.  The  dialyzer 
has  been  used  also  to  restore  the  chemical  and 
electrolyte  balance  of  stored  ACD  (acid 
anhydrous  citrate  dextrose)  blood  solution. 
Laboratory  studies,  animal  experiments,  and 
clinical  adult  exchange  transfusions  have 
demonstrated  the  efficacy  of  this  method. 


tion.  One  or  a combination  of  mechanisms 
can  be  established  to  promote  the  passage 
of  plasma  water  across  the  cellophane  mem- 
brane within  the  dialyzer.  The  first  of 
these  methods  is  to  produce  an  osmotic 
gradient  across  the  membrane.  The  rinsing 
or  dialyzing  bath  fluid  is  made  hypertonic 
by  the  addition  of  excessive  glucose.  This 
hypertonicity  encourages  water  to  leave 
the  plasma  and  enter  the  rinsing  solution. 
The  second  method  is  to  establish  a hydro- 
static gradient  across  the  cellophane  barrier. 
This  can  be  accomplished  either  by  increas- 
ing the  pressure  within  the  blood-filled 
cellophane  tubes  or  by  reducing  the  atmos- 
pheric pressure  about  the  cellophane  tubes. 
The  latter  is  the  method  by  which  we  ultra- 
filtrate with  the  MacNefll-CoUins  dialyzer. 

The  MacNeiU  dialyzer  (Fig.  1)  by  means 
of  its  rigid  construction  and  closed  system 
allows  the  application  of  a vacuum  source 
to  its  bath  line,  thus  creating  a subatmos- 
pheric  pressure  about  the  blood-fiUed  cello- 
phane tubes.  In  brief,  this  dialyzer  con- 
sists of  parallel  flat  cellophane  tubes  which 
are  separated  by  woven  nylon  screens  en- 
cased within  a solid  rigid  frame.  The  blood 
flows  within  the  cellophane  tubes,  and  the 
rinsing  bath  solution  flows  about  the  cello- 
phane tubes  in  the  spaces  occupied  by  the 
nylon  screens.  The  diagram  of  the  circuit 
when  used  for  ultrafiltration  is  depicted  in 
Figure  2. 
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FIGURE  1.  Diagrammatic  longitudinal  cutaway  of 
MacNeill  dialyzer.  Heavy  dark  lines  represent 
blood  pathway  through  dialyzer.  Mesh  repre- 
sents nylon  screens  separating  tubes. 


The  amount  of  ultrafiltrate  which  is 
obtained  is  proportional  to  the  cellophane 
surface  area  and  the  degree  of  vacuum  which 
is  applied.  A dialyzer  containing  2 square 
meters  of  cellophane  surface  area  with  an 
applied  vacuum  of  25  inches  or  675  mm.  Hg 
will  produce  approximately  1 L.  of  ultra- 
filtrate per  hour.  As  the  plasma  compart- 
ment is  dehydrated,  there  is  almost  a simul- 
taneous shift  of  interstitial  fluid  to  the  intra- 
vascular compartment  resulting  in  a reduc- 
tion of  totgil  body  water.  By  this  mecha- 
nism, individuals  with  chronic  massive  edema 
which  is  refractory  to  the  usual  diuretic 
therapy  may  be  dehydrated  mechanically. 
The  ultrafiltrate  obtained  is  protein-free 
and  consists  of  a solute  concentration  similar 
to  the  plasma. 

Case  report 

Figure  3 represents  the  clinical  course  of  a fifty- 
year-old  female  with  severe  arteriosclerotic  heart 
disease  of  long  duration.  Her  present  admis- 
sion to  the  hospital  was  one  of  eight  admissions 
for  congestive  heart  failure.  At  this  time  she 
was  unresponsive  to  all  diuretics,  and  her  edema 
continued  to  accumulate.  On  her  fifth  hospital 
day,  a seven-hour  ultrafiltration  was  performed 
with  the  MacNeill  dialyzer.  During  the  first 
three  and  one-half  hours  a 2 square  meter 
dialyzer  was  used  with  a vacuum  of  22  inches  or 
558  mm.  Hg,  which  resulted  in  recovery  of  2,850 
cc.  of  filtrate.  This  unit  was  then  replaced 
with  a 1 square  meter  dialyzer  during  the  next 
three  and  one-heJf  hours  with  recovery  of  1,350 
cc.  of  ultrafiltrate.  The  diminished  return  was 
proportional  to  the  reduction  in  the  dialyzing 
surface  area.  The  total  fluid  extracted  was 
4,200  ml.,  and  there  was  a net  weight  loss  of  11.7 
pounds.  For  the  first  time  in  many  months  the 
patient  was  comfortable  in  a horizontal  position. 
Her  well-being  and  appetite  were  improved 
appreciably.  Within  a few  days  her  renal  out- 
put increased,  and  a diuresis  was  established 
with  the  administration  of  diuretics.  The  re- 
duction of  renal  parenchymal  edema  during 
ultrafiltration  may  be  responsible  for  the  return 
of  renal  response  to  diuretic  therapy. 


FIGURE  2.  Complete  MacNeill  ultrafiltration  cir- 
cuit. Blood  is  removed  from  inferior  vena  cava  via 
saphenous  vein  cannula.  Piston-powered  blood 
pump  circulates  blood  through  cellophane  tubes  in 
dialyzer  from  which  blood  flows  through  flow  meter 
and  then  returns  to  patient’s  circulation  via  ante- 
cubital  vein  cannula.  Simultaneously,  suction  is 
applied  by  meansof  vacuum  pump  to  outer  cham- 
ber of  dialyzer. 


Use  in  stored  blood 

During  the  past  two  years  we  have  worked 
with  another  very  interesting  aspect  of 
dialysis.  This  concerns  the  restoration  of 
the  chemical  and  electrolyte  balance  of 
stored  ACD  (acid  anhydrous  citrate  dex- 
trose) blood  solution.  It  is  well  known 
that  when  massive  amoimts  of  stored  cit- 
rated  blood  are  infused  rapidly  into  pa- 
tients, serious  toxicity  and  even  death  may 
result  from  so-called  citrate  intoxication 
and  abnormalities  of  electrolyte  concentra- 
tion. This  is  especially  true  of  patients  in 
profound  shock  or  patients  with  liver  or 
kidney  disease. 

A set  of  studies  determined  the  efficacy  of 
a 1 square  meter  MacNeiU-CoUins  dialyzer 
in  correcting  the  abnormalities  of  stored 
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FIGURE  4.  Results  of  perfusing  by  gravity  a series  of  10  units  of  stored  blood  fourteen-  to  thirty-five-days 
old  through  dialyzer  in  a single  pass  at  rates  of  44  to  68  ml.  per  minute. 
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FIGURE  5.  Experiment  to  demonstrate  therapeu- 
tic advantages  of  infusing  dialyzed  stored  blood 
for  treatment  of  hemorrhagic  shock  in  which  dogs 
were  bled  from  femoral  arteries  to  induce  hypoten- 
sion. 

citrated  bank  blood.  Figure  4 presents  the 
results  of  perfusing  by  gravity  a series  of 
10  units  of  stored  blood  fourteen  to  thirty- 
five  days  old  through  the  dialyzer  in  a single 
pass  at  rates  of  from  44  to  68  ml.  per  min- 
ute. The  distinct  reduction  in  serum  potas- 
siiun,  Eunmonia,  and  citrate  with  improve- 
ment of  calcium  concentration  and  pH  was 
felt  to  be  adequate  for  the  safe  infusion  of 
this  blood  to  recipients. 

In  addition  to  the  previously  mentioned 
studies,  animal  experiments  were  performed 
to  demonstrate  the  therapeutic  advantages 
of  infusing  dialyzed  stored  blood  for  the 
treatment  of  hemorrhagic  shock.  Dogs 
were  bled  from  their  femoral  arteries  to 
induce  hypotension  (Fig.  5).  They  were 
sustained  at  blood  pressures  of  from  45  to 
80  mm.  Hg  systolic  pressure  for  ten  minutes. 
The  response  to  the  infusion  of  autologous 
three-week-old  blood  preserved  in  ACD 
solution  was  compared  with  the  infusion 
of  similar  blood  which  was  dialyzed  just 
prior  to  infusion. 

Five  out  of  10  dogs  succumbed  during  or 
immediately  after  the  rapid  infusion  of 
untreated  stored  blood  (Fig.  6).  All  these 
dogs  showed  marked  electrocardiographic 
abnormalities  consisting  of  prolongation 
of  the  S-T  segments  and  elevations  of  the  T 
waves  suggesting  a combination  of  hypo- 
calcemia and  hyperkalemia.  In  many  of 


these  animals  there  was  no  elevation  of 
blood  pressure  to  the  infusion  of  stored 
blood. 

In  contrast,  the  infusion  of  dialyzed  stored 
blood  resulted  in  a prompt  and  sustained 
rise  in  blood  pressure  (Fig.  7).  The  electro- 
cardiogram tracings  revealed  anoxic  changes 
during  the  hypotensive  period  which  reverted 
to  a normal  pattern  during  the  infusion  of 
the  dialyzed  blood. 

Subsequent  to  these  studies  three  clinical 
adult  exchange  transfusions  were  performed 
utilizing  stored  ACD  bank  blood  which 
was  dialyzed  as  it  was  infused.  Fifteen  to 
19  units  of  two-  to  eight-day-old  ACD 
bank  blood  were  transfused  to  the  patients 
at  a rate  of  50  milliliter  per  minute 
with  simultaneous  exsanguination  at  the 
same  rate.  To  prevent  chiUing  of  the  pa- 
tient, the  dialysis  bath  was  maintained  at 
40  to  42  C.,  thus  warming  the  infused  blood. 
Clinically  the  procedures  were  weU  toler- 
ated. No  significant  electrocardiographic 
changes  were  noted,  and  the  patients’ 
chemistries  were  not  altered  adversely.  One 
of  these  patients  was  anuric  prior  to  the 
exchange  transfusion  and,  following  a sub- 
sequent hemodialysis  during  the  course  of 
acute  renal  failure,  made  a complete  recov- 
ery. 

Discussion 

John  E.  Kiley,  M.D.,  Albany,  New  York. 
Both  of  the  developments  described  in  this 
article  are,  although  new,  of  great  practical 
interest. 

First  of  aU,  I beheve  most  of  us  would 
agree  that  the  observations  just  described 
indicate  that  whenever  large  quantities  of 
stored  bank  blood  must  be  transfused,  par- 
ticularly into  patients  with  liver  or  kidney 
disease,  it  is  beneficial  to  pass  the  blood 
through  a dialyzer  during  administration. 
It  is  noteworthy  that  the  MacNefil  dialyzer 
is  an  especigdly  compact  imit  which  can  be 
adapted  readily  to  this  particular  use,  and 
it  must  be  recognized  that  the  form  of  some 
other  types  of  dialyzers  is  such  that  they 
cannot  be  adapted  so  readily  to  this  type  of 
application.  I have  one  question  about  this 
use  of  dialysis.  How  long  does  it  usually 
take  to  put  the  MacNeiU  dialyzer  in  opera- 
tion? 

To  turn  now  to  the  other  aspect  of  this 
paper:  Extracorporeal  hemodialysis  must 
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FIGURE  7.  Results  of  infusion  of  dialyzed  stored  blood  in  animal  experiments. 


be  considered  a possible  form  of  treatment 
of  any  case  of  refractory  anasarca,  although 
one  should  emphasize  that  the  exact  place 
of  this  new  form  of  treatment  has  not  yet 
been  determined.  There  has  heen  some 
fear  that  subjecting  the  dialysate  and  the 
blood  to  negative  pressure  will  cause  the 
formation  of  bubbles  in  the  blood,  that  this 
will  produce  some  danger  from  repeated 


small  air  emboli,  and  that,  moreover,  the 
bubbles  will  plug  up  and  block  the  flow  of 
blood  through  the  dialyzer.  I should  like 
to  ask  Dr.  Anthone  if  he  has  perceived  any 
difficulties  along  these  lines. 

Our  own  experience  demonstrates  another 
problem  in  this  use  of  hemodialysis.  We 
have  carefully  removed  water  by  ultrafiltra- 
tion in  3 patients  with  severe  congestive 
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heart  failure  and  anasarca  which  was  re- 
fractory to  £lU  attempts  at  diuretic  therapy 
over  long  periods  of  time.  Although  the 
dialysis  in  each  of  these  was  satisfactory 
and  7 or  8 pounds  of  water  were  removed, 
there  was  no  improvement,  and  the  patients 
aU  died  in  from  one  to  three  days  following 
this  treatment.  Our  experience,  viewed  in 
the  light  of  this  article,  suggests  that  there 
is  a stage  in  heart  failure  when  the  removed 
of  water  by  dialysis  may  be  beneficial,  and 
there  is  also  a more  advemced  stage  of  con- 
gestive heart  failure  when  the  removal  of 
water  by  dialysis  will  no  longer  be  helpful. 


Hazardous  procedure 

With  the  season  at  hand  for  forcing  spring- 
flowering shrubs  indoors,  the  University  of 
Rochester  Poison  Control  Center  warns  against 
the  dangerous  practice  of  using  a plastic  bag 
containing  a cloth  soaked  in  carbon  tetra- 
chloride as  an  “incubator”  for  forcing  spring 
blooms. 

Noting  that  this  “extremely  hazardous”  pro- 
cedure was  recently  recommended  in  a widely 
circulated  garden  column,  the  University  of 
Rochester  unit  points  out  that  inhaling  even  a 
small  amount  of  carbon  tetrachloride  in  a poorly 
ventilated  room  can  cause  toxic  reactions. 
These  may  range  in  severity  from  nausea  and 
vomiting  to  Uver  damage,  convulsions,  and  even 
death. 


I should  like  to  ask  Dr.  Anthone  if  he  could 
make  some  attempt  to  define  more  precisely 
the  indications  for  the  treatment  of  refrac- 
tory anasarca  by  the  removal  of  water  during 
dialysis  with  emphasis  on  the  timely  use  of 
dialysis  in  contrast  to  dialysis  used  too 
late. 

Finedly,  the  discussion  of  this  article  gives 
me  a welcome  chance  to  express  to  Dr. 
Roland  Anthone  and  Dr.  Sidney  Anthone 
my  appreciation  and  gratitude  and  that  of 
msmy  colleagues  for  their  continuing  signifi- 
cant contributions  to  the  development  of 
dialytic  therapy. 


Although  professional  nurserymen  sometimes 
use  this  technic  in  forcing  plants,  they  do  so 
under  rigidly  prescribed  safety  conditions  which 
the  average  gardener  is  unlikely  to  duphcate, 
the  University  of  Rochester  center  observes. 

Moreover,  other  types  of  cleaning  agents 
which  the  experimental  gardener  might  sub 
stitute  for  carbon  tet  also  may  be  hazardous. 

The  danger  is  especially  great  in  cases  where 
the  solvents  in  such  preparations  actually  may 
dissolve  the  plastic  bag,  permitting  toxic  fumes 
to  escape  freely  into  the  room. 

As  a final  word  of  caution  the  Rochester  center 
reminds  gardeners  that  the  misuse  of  plastic 
bags  is  a nationally  recognized  hazard  and  that 
manufacturers  recommend  that  such  bags  never 
should  be  left  where  small  children  have  ready 
access  to  them. 
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Rehabilitation  problems  in  children  are 
caused  by  congenital  defects,  trauma,  and 
disease.  Great  gains  have  been  made  in 
treating  the  physical  disabilities  produced 
by  diseases,  such  as  poliomyelitis,  tubercu- 
losis of  the  bone,  and  so  forth.  Traumatic 
disabilities  are  increasing,  but  physical 
disabilities  produced  by  congenital  defects 
present  the  largest  number  of  rehabilitation 
problems  in  children.  In  the  experience  of 
Boston  Lying-In  Hospital,  one  out  of  every 
100  newborn  infants  has  anomalies  of  the 
nine  developing  organic  systems.  Congen- 
ital anomalies  of  the  nervous  system  com- 
prise about  65  per  cent  of  aU  significant 
anomalies.  In  round  figures,  this  consti- 
tutes from  25,000  to  40,000  children  born 
annually  with  a variety  of  anomalies  requir- 
ing the  therapeutic  skills  of  almost  the  entire 
field  of  medicine. 

When  we  think,  however,  that  in  the  short 
space  of  two  hundred  eighty  days  a fertilized 
zygote  weighing  0.005  mg.  increases  its 
mass  600  million  fold  in  44  successive  cell 
divisions  prior  to  birth  and  that  only  four 
additional  ceU  divisions  are  required  to  reach 
adult  life,  it  is  surprising  that  serious  anom- 
alies are  not  more  frequent.  The  com- 
plexity of  early  embryonic  processes  leaves  a 
great  margin  of  error  with  astronomic  pos- 
sibihties  for  anomalies  to  occur. 

It  is  not  possible  to  discuss  aU  the  rehabil- 
itation problems  resulting  from  congenital 
defects,  trauma,  and  disease  in  children. 
Therefore,  I shall  limit  my  remarks  to  the 
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general  over-aU  problems  of  the  parent  and 
child  with  a physical  or  so-caUed  “ortho- 
pedic” hemdicap.  By  physical  handicap, 
I mean  those  conditions  caused  primarily 
by  a neuromuscular  condition  which  pre- 
vents the  child  from  performing  the  normal 
activities  of  daily  living,  such  as  the  condi- 
tions that  are  found  in  poliomyelitis,  cere- 
bral palsy,  amputations,  spina  bifida,  amy- 
tonia  congenita,  and  progressive  muscular 
dystrophy.  Of  lesser  magnitude,  but  cos- 
metically important  and  leading  to  pro- 
found psychosocial  problems,  are  condi- 
tions such  as  pigmented  nevi,  vascular  nevi, 
albinism,  and  so  forth. 

The  problems  which  every  physician 
must  be  responsible  for  are  those  concerned 
with  the  physical  rehabilitation  of  the  child, 
so  that  he  may  be  able  to  perform  the  phys- 
ical activities  necessary  for  daily  living. 
In  addition,  the  attitude  of  the  parents 
toward  the  handicapped  child  also  must  be 
considered. 

Study  of  child 

There  are  four  objectives  in  a program 
of  physical  rehabilitation,  aU  under  the 
supervision  of  a knowledgeable  physician: 

Bed  and  wheel  chair  activities.  Bed 
and  wheel  chair  activities  include  sitting 
up  in  bed,  transferring  to  a wheel  chair, 
dressing,  and  attending  to  aU  his  toilet  needs. 
These  activities  may  be  tested  by  the  re- 
habilitation nurse. 

Maximum  use  of  the  hands.  Maximum 
use  of  the  hands  includes  activities  such  as 
dressing,  eating,  writing,  and  so  forth, 
which  usually  are  tested  by  the  occupational 
therapist. 

Ambulation.  There  are  activities  in 
the  ambulation  test  which  include  items 
related  to  bracing,  crutches,  and  ambula- 
tion. These  tests  eu'e  given  by  the  physical 
therapist. 

Speech  and  hearing.  The  testing  pro- 
cedures that  are  related  to  problems  in 
speaking  and  hearing  are  tested  by  the 
speech  therapist. 

The  child  is  also  given  a complete  medical 
examination  to  discover  any  condition  other 
than  his  physical  disability;  included  also 
are  a psychologic  test  and  a recoimt  of  the 
social  history.  The  rehabilitation  program 
is  then  prescribed  by  the  physician,  based 
on  the  findings. 
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Attitude  of  parents 

The  second  problem,  and  one  which  is 
often  the  most  important  factor  in  attaining 
our  objectives,  is  the  attitude  of  the  parents. 
To  determine  this,  our  Medical  Social 
Service  Department  made  a study  of  104 
pEU*ents’  attitudes  and  problems.  These 
included  the  following  12  major  issues  in 
order  of  their  frequency: 

1.  Difficulties  in  the  parent-child  rela- 

tionship 

2.  Unrealistic  goals 

3.  Nonacceptance  of  reduced  disability 

4.  Schooling 

5.  Marital  problems 

6.  Housing  problems 

7.  Impact  of  sudden  iUness 

8.  Interference  by  relatives 

9.  Fatalistic  attitudes  of  the  parents 

10.  Disposition  problems 

11.  Agency  problems 

12.  The  adjustment  of  the  child  to  the 

home  environment 

The  number  of  problems  found  ranged 
from  one  to  seven,  with  32  per  cent  of  the 
families  having  at  least  three  identifiable 
problems,  19  per  cent  having  five,  17  per 
cent  having  four,  and  16  per  cent  having 
two  identifiable  problems. 

Comment 

It  is  my  opinion  that  very  few,  if  any, 
physicians  have  available  to  them  the  time, 
facilities,  or  personnel  to  meet  the  total 
needs  of  the  physically  handicapped  child 
or  his  parents.  It  is  essential,  therefore, 
that  every  physician  survey  the  resources 
of  his  community  to  discover  the  agencies 
capable  of  meeting  these  needs. 

Each  state,  county,  and  city  has  allocated 
funds  to  pay  for  the  rehabilitation  of  the 
physically  handicapped  child  if  the  family 
needs  such  assistance. 

No  physician  should  ever  teU  a parent 
that  nothing  can  be  done  for  his  disabled 
child  and  that  he  should  be  placed  in  an 
institution.  Something  can  be  done  for 
every  child,  and  the  parents  can  be  assisted 
practically  in  every  case. 

Teamwork  is  essential  to  rehabilitate 
children  with  correctible  lesions  to  the  high- 
est degree  possible  for  a suitable  place  in 
society.  This  calls  for  understanding  by  all 


concerned,  including  the  parents.  Rehabil- 
itation literature  and  pamphlets  are  avail- 
able and  are  intended  for  use  by  professional 
personnel  and  students  in  aU  disciplines 
concerned  with  rehabilitation  of  the  handi- 
capped child.  There  are  also  detailed  in- 
structions for  parents,  teachers,  and  even 
the  “do  it  yourself”  approach  for  the  older, 
intelligent  handicapped  person. 

Rehabilitation  is  a powerful  weapon  of 
modern  medical  practice  to  be  understood 
and  used  wisely  and  effectively  by  the  prac- 
ticing physician  to  the  advantage  of  his 
patients.  Total  medical  care  must  be 
offered  and  considered  in  the  three  phases 
of  prevention,  diagnosis  and  treatment,  and 
rehabilitation. 

This  third  phase,  rehabilitation,  requires 
extramural  cooperation,  integration  of  plan- 
ning with  other  medical  and  auxiliary 
groups,  and  acceptance  of  “our”  responsi- 
bility to  provide  the  best  opportunities  for 
the  handicapped  child.  The  complexities 
and  magnitude  of  the  problems  presented  by 
the  child  who,  because  of  mental  or  physical 
impairment,  cannot  compete  on  equal  terms 
with  a normal  child  calls  for  a qualified  co- 
ordinator, be  he  pediatrician,  general  prac- 
titioner, or  physiatrist.  This  is  especially 
true  in  the  “orthopedic”  disabilities,  requir- 
ing multiorgan  management  as  opposed  to 
the  single-organ  disabilities,  namely,  visual, 
auditory,  cardiac,  and  psychiatric  disabilities. 
Great  strides  have  been  made  for  patients 
with  visual,  auditory,  and  cardiac  disabil- 
ities; those  severely  retarded  intellectually 
are  provided  for;  and  the  psychiatric  pa- 
tients are  the  subject  of  much  study  and 
research. 

To  make  a handicapped  child  independent 
and  capable  of  self-care  frees  an  attendant 
for  other  duties.  Adjustment  to  home  care 
reduces  the  overwhelming  load  in  custodial 
institutions.  Self-help  locomotion  brings 
the  homebound  pupil  into  the  normal  social 
and  educational  environment  of  the  school- 
room. There  is  great  social,  economic,  and 
psychosomatic  value  in  each  of  these. 

Today’s  child  is  tomorrow’s  adult,  father, 
citizen,  breadwinner,  and  taxpayer.  The 
strength  and  welfare  of  our  nation  will  de- 
pend on  our  efforts  in  supervising  his  phys- 
ical and  mental  development  and  is  a pri- 
mary responsibility  for  the  physician. 

550  First  Avenue 
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Sudden  deafness,  Meniere’s  disease,  and 
Bell’s  palsy  are  three  perplexing  entities. 
When  little  is  known  about  the  etiology  and 
pathophysiology,  theories  are  numerous, 
treatment  becomes  nebulous,  and  thinking 
is  clouded.  There  is  further  confusion 
when  occasional  spontaneous  cures  or  remis- 
sions ensue.  Presently  there  are  several 
schools  of  thought  concerning  sudden  deaf- 
ness, Meniere’s  disease,  and  Bell’s  palsy, 
with  the  management  ranging  from  master- 
ful reassurance  and  the  nothing-can-be-done 
attitude  to  complex  procedures  requiring 
hospitalization  and  even  surgery. 
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SUDDEN  DEAFNESS,  Meniere’s  disease,  and 
Bell’s  palsy  may  be  caused  by  intravascular 
phenomena  within  the  stria  vascularis. 
Nicotinic  acid,  heparin,  and  intravenous 
procaine  have  produced  good  clinical  results, 
although  spontaneous  remissions  occasionally 
occur  also.  Experiments  with  guinea  pigs 
indicate  that  nicotinic  acid  acts  by  clearing 
the  vascular  bed  of  the  stria  vascularis  of 
microthromboemboli  rather  than  by  relieving 
spasm.  However,  the  mechanisms  are  not 
entirely  clear. 


In  an  effort  to  enhance  our  understanding 
along  these  lines,  we  have  been  studying  the 
circulation  of  the  inner  ear  in  guinea  pigs 
and  adding  this  knowledge  to  that  obtained 
by  observations  of  circulation  in  the  hamster 
cheek  pouch  and  human  conjunctiva.'  It 
is  our  feeling  that  sudden  deafness  and 
Meniere’s  disease  are  caused  primarily 
by  intravascular  phenomena  within  the  stria 
vascularis^  rather  than  by  extravascular 
phenomena  under  the  influence  of  the  auto- 
nomic nervous  system  as  supposed  by  some, 
that  is,  Hilger,®  Williams,''  and  Sheehy.^ 
Similarly,  we  subscribe  to  a school  of 
thought  that  Bell’s  palsy  also  may  be  pro- 
duced by  intravascular  phenomena  causing 
obstruction  followed  by  local  ischemia  and 
secondary  edema  about  a narrowed  stylo- 
mastoid foramen.  Exposure  to  cold  drafts 
may  initiate  this  chain  of  events  only  in 
some  cases,  according  to  Blunt.® 

The  best  known  intravascular  changes 
consist  of  agglutination  of  the  formed  ele- 
ments to  produce  microemboli  which  then 
may  adhere  to  the  walls  of  smaller  vascular 
channels  forming  thrombi  with  eventual 
occlusion.’  Through  the  observation  of 
human  conjunctival  circulation  we  know 
these  occur  in  many  disease  states."  They 
can  be  initiated  by  allergic  factors,  physical 
and  psychic  stress,  virus  diseases,  and  endo- 
crine embalance.®  '"  The  exact  mechanisms 
of  agglutination  formation  are  unknown. 

Sudden  deafness 

Sudden  sensory-neural  deafness*  is  the 

* The  nomenclature  of  the  Consservation  of  Hearing  Com- 
mittee is  used  in  this  paper.  By  “deafness**  we  mean  a 
more  than  82-decible  loss  in  the  speech  range  in  the  involved 
ear.^* 
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TABLE  I.  Thirty-three  cases  of  sudden  deaf- 
ness treated  with  nicotinic  acid  and  0.1  percent 
procaine* 


Treatment 

Not 

Begun 

Improved 

Improved 

Within  7 days 

16t 

2 

After  7 days 

1 

14 

* In  167  untreated  cases  there  were  only  4 instances  (2.4 
per  cent)  of  spontaneous  improvement. 

t In  12  patients  hearing  returned  to  serviceable  level. 


most  dramatic  and  easily  diagnosed  of  the 
three  conditions  selected  for  this  article. 
It  should  be  treated  as  an  acute  medical 
emergency  with  immediate  institution  of 
therapy.  We  are  pleased  with  our  results 
with  nicotinic  acid  and  procaine.  There 
is  some  indication  that  in  addition  heparin 
and  warfarin  sodium  (Coumadin)  further 
improve  the  chance  of  a good  result.  There 
have  been  4 cases  in  which  heparin  was 
started  late  and  no  improvement  occurred 
until  heparin  was  begim.  This  is  too  small 
a sample  to  be  significant,  but  it  naturally 
makes  us  feel  that  nicotinic  acid,  heparin, 
and  procaine  together  work  better  than  any 
one  alone.  Out  of  the  15,000  audiograms 
and  pimch  cards  which  were  reviewed  for 
this  study,  only  4 cases  of  sudden  deafness 
of  probable  vascular  origin  which  improved 
without  any  treatment  whatsoever  were 
foimd  (Table  I).  There  must  be  a reversible 
process  if  spontaneous  improvement  occa- 
sionally occurs.  However,  since  spontane- 
ous improvement  occurs  so  rarely,  it  seems 
reasonable  to  help  it  along  with  therapy 
(Fig.  1).* 

Meniere’s  disease 

After  more  than  twenty  years  of  studying 
Meniere’s  disease  by  one  of  us,  it  is  apparent 
that  this  condition  is  precipitated  by  stress 
factors  just  as  clearly  as  are  peptic  ulcers, 
migraine  headaches,  and  any  other  of  the 
weU-documented  psychosomatic  disorders. 
Typical  attacks  can  be  induced  by  psychic 

* Along  these  same  lines,  we  believe  that  the  sudden 
unilateral  deafness  as  often  found  following  mumps  is 
precipitated  by  intravascular  phenomena.  We  now  have  2 
cases  which  improved  markedly  following  the  administration 
of  nicotinic  acid  a few  days  after  the  deafness  was  noted. 
The  belief  that  the  problem  is  a vascular  one  has  since  been 
authenticated  by  Lindsay^^  who  found  changes  in  the  stria 
vascularis  in  microscopic  sections.  We  believe,  therefore, 
that  patients  with  mumps  should  be  tested  with  a watch  on 
each  ear  every  day  during  the  course  of  illness.  If  there  is  a 
marked  difference  in  the  hearing  between  the  two  ears, 
nicotinic  acid  by  mouth  should  be  initiated  at  once  in  ap- 
propriate doses  for  age  and  weight. 


trauma,  and  the  symptoms  often  can  be 
relieved  by  strong  reassurance.  However, 
such  therapy  must  be  accompanied  by  medi- 
cations which  reduce  the  tendency  of  the 
small  blood  vessels  of  the  body  to  block,  or 
new  attacks  will  develop  with  the  next  life 
stress  situation.  As  the  ultrasonic  treat- 
ment of  Meniere’s  disease  gains  in  popular- 
ity, we  feel  that  heroic  medical  regimens 
should  be  reserved  for  those  patients  with 
comparatively  infrequent  attacks  of  vertigo 
and  for  those  who  cannot  or  prefer  not  to  be 
operated  on. 

Bell's  palsy 

As  for  Bell’s  palsy,  since  more  than  80 
per  cent  of  aU  cases  recover  spontaneously, 
the  results  of  treatment  are  difficult  to 
evaluate.  One  is  more  reluctant  to  propose 
hospitalization  with  vigorous  therapy. 
However,  one  should  realize  that  potentially 
any  case  can  be  a failure,  and  consequently 
intensive  therapy  should  be  offered  from 
the  start  to  assure  the  best  results.  Our 
series  indicates  that  the  average  recovery 
time  with  nicotinic  acid  emd  procaine  was 
eleven  to  twelve  days  while  our  control 
series  ran  to  as  much  as  seventy -six  days.*"* 
In  an  excellent  review  from  the  Massachu- 
setts General  Hospital,  Park  and  Watkins^^ 
found  an  average  recovery  time  of  sixty 
days  in  patients  with  no  treatment.  Elec- 
trical studies  are  of  the  utmost  importance 
in  determining  the  prognosis.  It  should 
not  be  forgotten,  of  course,  that  when  chro- 
naxy  tests  and  electromyography  indicate 
complete  denervation,  surgical  decompres- 
sion may  be  indicated. 

Medical  treatment 

The  medical  treatment  of  the  three  condi- 
tions here  under  consideration  consists  of 
admitting  aU  cases  to  the  hospital.  In 
cases  of  sudden  deafness,  nicotinic  acid 
should  be  started  immediately  in  the  office. 
On  admission  a complete  history  is  taken, 
and  a physical  examination  is  performed, 
together  with  routine  laboratory  work 
including  venous  clotting  time,  prothrombin 
time,  and  fasting  blood  sugar.  Nicotinic 
acid  is  given  by  mouth  in  flush-producing 
doses  ranging  from  50  to  300  mg.  four  times 
a day  before  meals  and  at  bedtime.  Heparin 
is  given  intramuscularly  in  75-mg.  doses 
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FIGURE  1.  Four  cases  of  treated  sudden  deafness.  Bone  conduction  curves  when  obtainable  followed  air 
conduction  here  shown  almost  exactly.  (A)  Twenty-two-year-old  male.  Nicotinic  acid,  heparin,  and  intra- 
venous procaine  begun  four  days  after  onset  without  vertigo.  (B)  Thirty-six-year-old  male.  Nicotinic  acid, 
warfarin  sodium,  and  intravenous  procaine  begun  four  days  after  onset  without  vertigo.  (C)  Twenty-nine- 
year-old  female.  Nicotinic  acid  and  intravenous  procaine  started  thirteen  days  after  onset  with  vertigo. 
Improvement  began  November  16, 1959,  immediately  after  heparin  was  started.  Anticoagulation  continued 
with  warfarin  sodium.  (D)  Thirty-five-year-old  male.  Nicotinic  acid,  intravenous  procaine,  and  warfarin 
sodium  begun  fourteen  days  after  onset  with  vertigo.  Little  improvement  for  speech  range. 


every  six  hours  with  periodic  checking  of 
the  venous  clotting  time.  In  a few  days 
warfarin  sodium  is  begun,  and  heparin  is 
discontinued  when  the  prothrombin  time 
is  prolonged  to  two  and  a half  to  three  times 
normal.  From  the  time  of  admission  250 
cc.  of  0.1  per  cent  procaine  in  saline*  is 
administered  intravenously  twice  daily  by 
rapid  injection  over  an  eight-  to  twelve- 
minute  period.  This  program  is  continued 
for  ten  days  following  which  the  patient  is 
discharged  from  the  hospital.  Nicotinic 

♦ This  prepared  solution  can  be  obtained  in  500-cc. 
bottles  for  injection  from  Abbott  Laboratories.  Procaine 
hydrochloride  is  unstable  when  mixed  with  dextrose  solution 
after  twenty-four  hours.  However,  if  with  M4ni6re*s 
patients  one  desires  to  limit  the  salt  intake,  the  procaine 
solution  may  be  prepared  each  day  by  adding  2.5  cc.  of  20 
per  cent  procaine  to  500  cc.  of  5 per  cent  dextrose  in  water  to 
make  a 0.1  per  cent  solution. 


acid  is  continued  for  several  weeks  longer 
until  tirmitus  and  hearing  are  clearly  stabi- 
lized. Warfarin  sodium  is  continued  for 
four  weeks. 

Drug  action 

The  action  of  the  procaine  is  one  of  in- 
creasing the  cardiac  output  and  accelerating 
the  mean  lineal  velocity  of  the  blood  flow.'® 
Heparin,  in  addition  to  its  other  effects, 
decreases  the  agglutination  of  platelets.'^ 
Heparin  also  produces  a very  slight  drop  in 
the  viscosity  of  human  blood  which  probably 
is  of  no  clinical  importance.'®  Of  possible 
signiflcance  is  the  clearing  effect  which 
heparin  produces  in  blood  serum  after  fat 
ingestion.  Fuller"  has  shown  recently  that 
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the  lipemia  following  a meal  which  is  high 
in  fat  content  persists  for  at  least  six  hours. 
Heparin  activates  a lipoprotein  lipase  which 
hydrolyzes  the  triglycerides  of  lipoprotein. 
The  result  is  a marked  drop  in  the  turbidity 
of  blood  serum.  Fuller  concludes  that 
heparin  causes  a significant  reduction  in 
serum  lipemia  after  a standard  fat  meal. 
He  has  produced  a significant  reduction  in 
recurrent  myocardial  infarctions  in  patients 
taking  sublingual  heparin  over  a two-year 
period.  Perhaps  the  lipemia  contributes 
to  the  microemboli  and  thrombi  which  pro- 
duce obstruction  in  the  end-artery  system 
of  the  inner  ear. 

Nicotinic  acid  has  been  found  to  be  a 
lipemia-clearing  agent  also  and  is  thought 
to  make  platelets  and  perhaps  red  and  white 
cells  less  “sticky.” When  it  is  given  intra- 
venously it  produces  a significant  fibrinolytic 
activity.  Most  otologists  administer  nico- 
tinic acid  feeling  that  perhaps  the  inner  ear 
circulation  will  be  enhanced  by  vasodilata- 
tion. However,  Perlman  and  Kimura^^ 
have  stated  that  no  vasodilatation  occurs 
within  the  stria  vascularis  of  the  guinea  pig 
after  nicotinic  acid  administration.  The 
purpose  of  the  present  investigation  was 
to  study  further  the  precise  effects,  if  any, 
of  nicotinic  acid  in  the  inner  ear  circulation 
of  guinea  pigs. 

Experiments 

Using  the  technic  of  fenestrating  the 
guinea  pig  cochlea  in  the  fourth  turn  over 
the  scala  media  as  developed  by  Weille^^ 
and  modified  by  Perlman  and  Kimura,^* 
cinemicrophotographs  of  the  strial  circula- 
tion were  taken  under  basal  experimental 
conditions  and  then  at  intervals  following 
the  intravenous  injection  of  varying  doses 
of  nicotinic  acid.  Initially  51  guinea  pigs 
were  used  to  develop  the  necessary  surgical 
technics  and  to  eliminate  the  numerous 
technical  problems.  Following  this,  defini- 
tive experiments  were  performed  on  18 
animals.  All  pictures  of  the  circulation 
were  taken  at  32.5  frames  per  second  using 
a 6.5  ultrapac  objective  with  a 30  X ocular. 
Pictures  of  a micrometer  scale  were  taken 
at  the  same  magnification,  and  thus  the 
distance  between  any  two  points  on  a vessel 
could  be  determined.  By  projecting  the 
circulation  pictures  and  counting  the  number 
of  frames  which  were  required  for  a so-called 


“white  embolus”  to  move  from  a given 
point  A to  point  B,  the  mean  lineal  velocity 
could  be  determined  in  micra  per  second. 
An  increase  or  decrease  in  velocity  of  greater 
than  10  per  cent  following  the  injection  of 
nicotinic  acid  or  the  saline  control  was  con- 
sidered a significant  change.  There  is  no 
formula  for  converting  the  therapeutic 
dosage  in  man  to  that  in  the  guinea  pig,  and 
thus  we  used  a wide  range  of  doses. 

At  the  higher  dosage  levels  the  velocity 
of  the  blood  flow  was  usually  decreased. 
At  the  lower  dosage  levels  the  distribution 
was  random  with  no  discernible  trend. 
Analysis  indicates  that  it  is  very  likely  that 
an  inverse  relationship  exists  between  the 
dosage  of  nicotinic  acid  and  the  velocity  of 
the  blood  flow;  that  is,  the  greater  the  dose, 
the  slower  the  circulation.  With  continuity 
correction  the  Chi  square  is  2.2  with  a proba- 
bility of  11  per  cent.  This  is  not  statistically 
significant,  but  it  does  suggest  that  larger 
doses  of  nicotinic  acid  actually  slow  strial 
circulation. 

The  composition  of  “white  emboli”  ranges 
in  complexity  from  small  clumps  of  altered 
fibrin  to  rather  large  particles  containing 
fibrin,  platelets,  white  blood  cells,  and  per- 
haps lipoprotein.  Much  has  yet  to  be 
learned  about  them.  At  the  capillary  and 
arteriolar  levels,  the  size  and  number  of 
these  emboli  have  a decided  effect  on  the 
circulation  as  observed  in  the  guinea  pig 
stria  vascularis.  At  times  the  emboli  have 
been  seen  to  cause  an  actual  cessation  of  the 
flow.  The  effect  of  nicotinic  acid  on  these 
emboli  is  of  considerable  interest  and,  we 
feel,  of  great  importance.  In  all  but  3 
animals  tested  there  was  a decrease  in  the 
number  and  size  of  the  circulating  “white 
emboli.”  This  effect  was  most  pronounced 
immediately  after  the  intravenous  injection. 
It  persisted  for  a variable  period  of  time  but 
was  most  apparent  dming  the  first  ten 
minutes,  following  which  the  number  of 
“white  emboli”  gradually  returned  to  prein- 
jection levels  (Figs.  2 and  3). 

No  change  in  the  over-all  vessel  caliber 
was  discernible  following  nicotinic  acid 
injection.  However,  because  of  the  rela- 
tively low  magnification  which  was  used, 
extremely  fine  measurements  could  not  be 
made. 

This  pilot  study  suggests  that  low  doses 
of  nicotinic  acid  have  little  discernible  effect 
on  the  velocity  of  cochlear  circulation  while 
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FIGURE  2.  Microphotographs  of  living  guinea  pig  stria  vascularis  before  and  after  jugular  injection  of  10 
mg.  of  nicotinic  acid.  White  emboli  marked  with  arrows.  Note  striking  decrease  in  number  of  white  emboli 
following  nicotinic  acid.  Of  interest  is  vessel  marked  (v)  which  did  not  reveal  blood  flow  until  ten  minutes 
after  nicotinic  acid  was  administered.  (A)  Before  nicotinic  acid.  (B)  One  minute  after.  (C)  Three  minutes 
after.  (D)  Ten  minutes  after. 


Tl  ME  ^ 


FIGURES.  Graph  depictingfall  in  number  of  white 
emboli  following  jugular  injection  of  10  mg.  of  nico- 
tinic acid.  Number  ot  emboli  passing  through 
each  of  three  strial  vessels  during  fifteen-second 
period  is  shown,  counts  being  made  one  minute 
before  and  one,  three,  and  ten  minutes  after  in- 
jection. 


larger  doses  decrease  the  velocity  of  blood 
flow.  No  vasodilatation  can  be  appreciated. 
At  all  dose  levels  nicotinic  acid  produces  a 
decrease  in  the  “white  emboli.”  The  signifi- 
cance of  this  remains  obscure  but  may  well 
explain  the  apparent  effectiveness  of  nico- 
tinic acid,  since  no  gross  change  in  vessel 
caliber  was  noted  and  the  velocity  was  not 
increased. 

Further  controlled  investigation  of  the 
effect  of  intravenous  procaine  on  the  strial 
circulation  in  the  guinea  pig  has  not  demon- 
strated what  we  have  already  seen  in  human 
beings  and  dogs,  namely,  an  increase  in  the 
mean  lineal  velocity  thus  presumably  pro- 
ducing a “washing  out”  of  the  vascular  bed. 
Further  investigation  must  be  carried  out 
before  one  can  be  certain  of  the  clinical 
value  of  the  intravenous  use  of  this  drug. 

As  for  heparin,  there  is  also  much  to  be 
learned.  Just  as  nicotinic  acid  makes  the 
formed  elements  less  “sticky”  and  less  likely 
to  clump,  heparin  seems  to  clear  the  circula- 
tion in  those  small  vessels  that  are  patent 
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at  the  time  of  the  administration  of  the  drug. 
Experiments  on  the  hamster  cheek  pouch 
indicate  an  anti-inflammatory  effect  as  well 
as  an  antiagglutination  effect. 

Summary 

It  has  been  demonstrated  clinically  that 
nicotinic  acid,  heparin,  and  intravenous 
procaine  seem  to  have  a salutary  therapeutic 
effect  on  sudden  deafness,  Meniere’s  disease, 
and  Bell’s  palsy.  Prehminary  laboratory 
investigation  seems  to  indicate  that  nicotinic 
acid  acts  by  clearing  the  vascular  bed  of  the 
stria  vascularis  of  microthromboemboli 
rather  than  by  relieving  spasm.  Consider- 
ably more  laboratory  and  clinical  work  wiU 
have  to  be  done  before  the  mechanisms  in- 
volved are  altogether  clear.  In  the  mean- 
time, it  is  suggested  that  patients  with 
sudden  deafness,  Meniere’s  disease,  and 
Bell’s  palsy  receive  the  intensive  therapy 
that  has  been  outlined. 
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Discussion 

Wesley  H.  Bradley,  M.D.,  Syracuse, 
New  York.  Dr.  Zenker  and  Dr.  Fowler 
have  given  us  some  interesting  thoughts 
regarding  these  three  clinical  entities.  Sud- 
den deafness,  Meniere’s  disease,  and  BeU’s 
palsy  all  present  a common  problem  of 
therapy  because  of  our  lack  of  knowledge 
concerning  their  etiology.  The  authors’ 
assumption  that  these  three  entities  may  be 
grouped  together  for  therapy  on  the  basis 
of  a related  etiologic  background  is  an  inter- 
esting speculation.  For  the  present,  at 
least,  this  must  only  be  speculation.  As  yet 
we  do  not  have  definite  evidence,  either 
clinical  or  experimental,  that  these  three 
entities  are  of  a common  etiologic  back- 
ground. 

For  example,  other  investigators  continue 
to  produce  evidence  suggesting  different 
etiologic  factors.  The  viral  etiology,  which  is 
by  no  means  a new  one,  has  most  recently  re- 
ceived added  support  from  Schuknecht  et  al.'^ 
At  the  recent  Triological  Meeting  in  Dallas 
he  gave  a very  thorough  follow-up  on  4 clin- 
ical cases  of  sudden  deafness,  including  mi- 
croscopic studies  of  the  temporal  bones.  He 
felt  that  the  changes  in  the  cochlea  micro- 
scopically were  more  consistent  with  the 
damage  to  be  expected  following  a virus 
infection  than  with  the  damage  which  might 
be  expected  following  vascular  occlusion. 
He  used  for  comparison  the  work  on  partial 
and  complete  temporary  occlusion  of  the 
vascular  supply  of  the  cochlea  done  by  Perl- 
man and  Kimura,*  to  which  Dr.  Zenker  and 
Dr.  Fowler  have  already  referred.  I do 
not  submit  this  to  support  one  point  of  view 
as  opposed  to  the  other,  but  rather  to  re- 
emphasize the  fact  that  as  yet  we  do  not 
have  a definite  etiologic  basis  for  any  of 
these  three  entities.  Therefore,  I do  not 
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feel  we  can  be  as  positive  in  recommending 
an  all-inclusive  definitive  program  of  therapy 
as  the  authors  have  suggested  for  these 
three  separate  clinical  entities.  To  do  so 
would  have  some  inherent  dangers,  not  the 
least  of  which  would  be  in  providing  an 
unwarranted  sense  of  confidence  for  physi- 
cians utilizing  such  a program. 

However,  I am  not  opposed  to  treating 
these  patients.  They  need  treatment 
greatly,  both  physically  and  emotionally. 
I do  question  the  idea  of  giving  them  three 
different  forms  of  medication,  each  with  a 
different  mode  of  action,  in  clinical  condi- 
tions in  which  spontaneous  remissions  are 
known  to  occur  with  varying  degrees  of 
frequency.  Such  a practice  would  seem  to 
make  an  objective  evaluation  of  results  very 
difficult  as  to  which,  if  any,  is  an  effective 
agent. 

I feel  that  Dr.  Zenker  and  Dr.  Fowler  have 
approached  the  problem  logically  with  their 
investigative  work  on  the  effects  of  nicotinic 


Legible  writing 

“Legibility  conscious”  is  the  byword  of 
Herman  Feldman,  Ph.D.,  research  director  of 
Methodist  Hospital,  Gary,  Indiana,  who  urges 
that  hospital  administrators  embark  on  cam- 
paigns to  make  doctors  and  nurses  write  more 
legibly  and  thus  save  hospitals  thousands  of  dol- 
lars and  thousands  of  hours. 

Writing  in  the  February  16  issue  of  Hospitals, 
journal  of  the  American  Hospital  Association, 
Dr.  Feldman  states  that  a hastily  scribbled  order 
means  puzzling,  consulting,  and  telephoning 
by  the  nursing  staff  who  must  decipher  the 
order.  It  may  mean  that  a mistake  in  medica- 
tion is  made. 


acid  on  the  circulation  of  the  ear.  We  have 
seen  some  of  their  pictures  this  morning, 
and  they  are  quite  convincing.  However, 
as  Dr.  Zenker  has  stated,  this  is  only  a pilot 
study.  Much  more  work  in  this  area  is 
required  before  we  can  state  definitely  things 
that  at  this  time  we  may  suspect  to  be  true. 
More  work  on  the  actions  of  heparin  and 
procaine  as  well  as  other  agents  is  needed. 
I know  Dr.  Zenker  and  Dr.  Fowler  plan  to 
continue  their  studies,  and  I commend  them 
and  ask  them  to  bring  us  further  reports 
as  their  work  progresses. 

I have  enjoyed  this  report  very  much, 
and  I would  also  like  to  commend  the  au- 
thors on  their  efforts  in  compiling  figiues  on 
such  a large  series  of  cases  of  sudden  deaf- 
ness. 

® Schuknecht,  H.  F.,  et  al.:  The  pathology  of  sudden 

deafness,  Laryngoscope  72:  1142  (Sept.)  1962. 

^ Perlman,  H.  B.,  and  Kimura,  R.  S.:  Observations  on  the 
living  blood  vessels  of  the  cochlea,  Ann.  Otol.  Rhin.  & Laryng. 
64:  1176  (Dec.)  1955. 


Approximately  120,000  orders  are  written 
annually  at  Methodist  Hospital.  Dr.  Feldman 
found  that  if  all  of  these  were  legible,  annually 
it  would  take  3,200  hours  to  interpret  them  at  a 
minimum  cost  of  $6,000.  But  if  they  were  all 
very  illegible,  it  would  take  30,000  hours  and 
cost  $54,000  annually. 

Forty  per  cent  (48,000)  of  all  orders  written 
were  less  legible  than  average.  Dr.  Feldman 
said.  These  would  take  ft-om  1,280  to  12,000 
hours  to  decipher  and  cost  between  $2,400  and 
$21,500.  At  an  avei'age  cost  of  30  cents  for 
each  order,  it  cost  the  hospital  $12,000  more  in 
money  and  6,400  extra  hours  than  it  should 
have  if  all  the  orders  were  legible. 

The  solution  seems  to  be  simply  that  more 
time  and  care  must  be  taken  to  see  that  written 
orders  are  legible. 
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A Practical  Approach 
to  Anxiety  Reactions 

ALBERT  F.  R.  ANDRESEN,  JR..  M.D. 

New  Rochelle,  New  York 


Anxiety  reactions  are  epidemic  in  our 
society.  Through  the  offices  of  general 
practitioners  and  specialists  ahke  pass  an 
endless  procession  of  patients  who  have 
symptoms  but  are  without  organic  disease. 
Physicians  are  admonished  in  the  medical 
literature  to  use  psychotherapy  in  addition  to 
their  usual  definitive  medical  treatments. 
Unfortunately,  the  term  “psychotherapy” 
is  rarely  defined  clearly,  and  the  average 
practitioner  is  led  to  believe  that  to  ac- 
complish this  he  must  at  some  point  sit 
down  and  have  a “heart-to-heart”  talk  with 
his  patient.  Such  an  approach  to  the 
problem  is  disorganized  and  inadequate. 
It  is  the  purpose  of  this  paper  to  discuss 
anxiety  reactions  and  to  present  a simple 
method  of  dealing  with  the  problem  of 
psychotherapy  in  medical  practice. 

Let  us  investigate  a little  the  origin  of 
anxiety  reactions.  We  must  keep  in  mind 
that  there  are  two  rather  distinct  segments 
of  the  human  nervous  system.  There  is  the 
cerebral  cortex,  the  later  developing  and 
“thinking”  portion  of  the  brain;  and  there 
is  the  lower,  “hypothalmic”  portion  of  the 
brain,  which  is  more  responsible  for  vital 
functions  not  on  a conscious  level.  Animals 
in  general  share  with  us  a well-developed 
lower,  or  autonomic,  system  which  is  more 
advanced  than  our  own.  Man  alone  pos- 
sesses a highly  developed,  “thinking”  brain. 

During  the  early  stages  of  man’s  exist- 
ence, perhaps  in  an  age  when  he  depended 
solely  on  physical  prowess  to  secure  his 


food,  the  autonomic  nervous  system  was  ;• 
extremely  important.  It  was  part  of  the  ^ 
so-caUed  “fight-or-flight”  mechanism,  which  t 
enabled  man  to  be  prepared  to  meet  phys-  i 
ical  challenges.  As  we  know,  under  stress  I 
the  body  prepares  itself  for  instant  move-  * 
ment  as  a protective  mechanism.  Due  to  | 
autonomic  stimulation,  together  with  the  ^ 
release  of  various  hormones,  the  pupils  ^ 
dilate,  the  muscles  receive  a better  supply  | 
of  blood,  the  heart  is  more  capable  of 
vigorous  action,  the  bronchial  tree  dilates, 
and  in  a variety  of  ways  the  organism  is 
prepared  for  instant  action. 

Now,  in  a relatively  short  span  of  years, 
man  has  changed  his  environment  in  such 
a way  that  this  highly  developed  autonomic 
nervous  mechanism  is  seldom  called  on  to 
perform  its  duty  in  terms  of  sudden  response 
to  stress.  Civifized  man  is  less  often 
subjected  to  acute  situations  involving  ag- 
gression and  danger  to  his  life  than  was 
early  man.  Society  has  become  much  more 
complicated  in  every  way.  The  sources  of 
fear  and  tension  to  which  the  organism  is 
subjected  are  multiple  and  considerably 
more  subtle.  Thus  man’s  highly  sensitive 
autonomic  system  persists  in  him  almost  as 
a vestigial  structure.  Rather  than  being  a 
tool  for  warding  off  acute  situations  of 
danger,  it  has  become  an  irritable  and  com-  j 
plicated  system  capable  of  abnormal  stimula- 
tion and  useless  response. 

Some  people  seem  to  have  been  born  with  ! 
autonomic  nervous  systems  that  are  more 
reactive  than  average.  While  in  the  Stone 
Age  this  would  have  been  advantageous, 
at  this  stage  of  evolution  it  is,  perhaps,  a 
handicap.  Thus  some  people,  when  sub- 
jected to  relatively  little  pressure,  react  i 
violently,  while  others,  under  relatively 
severe  tension,  react  very  little. 

Practicing  physicians  are  generally  well 
aware  of  the  manifestations  of  both  inter- 
mittent and  chronic  autonomic  nervous 
system  stimulation.  Since  the  autonomic 
system  innervates  practically  every  portion 
of  the  body — every  organ  and  system— 
there  is  a symptomatic  manifestation  of 
tension  which  may  be  related  to  every  area 
of  the  body.  General  practitioners  are 
accustomed  to  seeing  generalized  autonomic 
discharges,  the  result  of  which  is  the  patient 
who  has  a “positive  system  review  and  a 
negative  physical  examination.”  Specialists 
in  every  field  are  often  confused  and  dis- 
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SYMPTOMS  OF  autonomic  stress  may  be 
neurologic,  cardiac,  pulmonary,  gastroin- 
testinal, or  dermatologic.  In  the  therapy  of 
anxiety  reactions  an  attempt  must  be  made 
with  each  patient  to  determine  the  conflicts  in 
his  life  that  have  produced  tension  and  to 
propose  adequate  outlets  for  these  tensions  as 
well  as  to  control  the  symptoms  which  may 
have  developed  as  a result  of  organic  reaction 
to  autonomic  stimulation. 


TABLE  I.  Psychophysiologic  reactions  to 
excessive  autonomic  stimulation 


System 

Psychophysiologic 

Reaction 

Neurologic 

Headache  (vascular?) 
Dizziness 

Nervousness  (tremor?) 

Cardiac 

Tachycardia  (palpitation) 
Arrhythmias 

Angina  (coronary  spasm?) 

Pulmonary 

Sighing  respiration  (a  feeling 
of  chest  oppression  associ- 
ated with  a feeling  of  in- 
ability to  breathe  deeply) 

Gastrointestinal 

Nausea 

Vomiting 

“Gas” 

Diarrhea 
Constipation 
Heartburn  (aerophagia) 

Dermatologic 

Neurodermatitis  (itch) 
Pruritis  vulvae  et  ani 
Paresthesias 
Neuralgias 

Hyperhydrosis,  and  so  forth 

mayed  by  so-called  functional  disorders 
associated  with  the  organ  or  system  of  their 
special  interest. 

Symptoms  of  autonomic  stress 

While  many  of  the  clinical  manifestations 
of  autonomic  stress  are  obvious  and  well 
known,  the  mechanisms  and  clinical  syn- 
dromes of  many  others  are  still  very  obscure. 
All  people  are  subjected  to  stressful  situa- 
tions at  some  time  and  have  experienced  at 
least  some  of  the  symptoms  of  anxiety. 
The  heart  reacts  by  palpitations  or  perhaps 
with  extrasystoles.  The  skin  becomes  cold 
and  clammy.  Sighing  respirations  increase 
to  the  point  of  respiratory  alkalosis  and 
dizziness.  A wave  of  nausea  passes,  and 
there  may  be  a sudden  urge  for  bowel 
evacuation.  Urinary  frequency  may  be 
troublesome.  A dull  vascular  headache 
may  develop,  along  with  excessive  tearing 
and  salivation.  And  thus  in  a lesser  degree 
we  observe  a widespread  autonomic  system 
discharge.  While  such  symptoms  are  toler- 
able when  experienced  acutely,  they  may 
be  nerve-racking  if  they  occur  as  a result 
of  chronic  stimulation. 

Interestingly  enough,  some  persons  seem 
to  be  more  vulnerable  in  one  area  of  their 
autonomic  systems  than  in  others.  In 


these  cases  there  tends  to  be  a manifesta- 
tion of  localized  response  either  in  a single 
organ  or  in  a system.  A mother  acutely 
upset  by  the  news  of  the  death  of  a child 
may  develop  sudden  nausea  or  vomiting 
and  perhaps  a little  diarrhea.  A business- 
man troubled  by  the  possibility  of  losing  an 
important  client  may  have  bouts  of  cardiac 
palpitation  or  perhaps  multiple  premature 
contractions.  A secretary  bored  with  her 
job  may  have  duU  headaches,  or  perhaps 
with  excessive  nasopharyngeal  secretion  she 
may  develop  the  famihar  vasomotor  rhinitis 
which  indeed  may  “lead  to”  a cold,  and 
the  excessive  secretion  may  result  in  an 
annoying  cough.  These  are  some  examples 
of  stressful  situations  causing  localized 
autonomic  nervous  system  reactions. 

Table  I lists  some  of  the  so-caUed  psycho- 
physiologic  reactions  which  may  occur  as  a 
result  of  excessive  autonomic  stimulation. 
The  list  is  far  from  complete. 

The  question  arises  as  to  whether  or  not 
these  various  autonomic  discharges,  if  they 
were  to  become  chronic,  might  lead  to 
organic  disease.  Is  peptic  ulcer  a reflection 
of  prolonged  gastric  hyperacidity  and  motil- 
ity secondary  to  tension?  Is  ulcerative 
colitis  merely  a prolongation  of  excessive 
motihty  due  to  autonomic  stimulation? 
Is  hypertension  due  to  prolonged  vascular 
spasm  brought  on  by  tension? 

We,  of  course,  do  not  know  the  exact 
answers  to  these  questions.  However, 
we  should  be  careful  not  to  run  headlong 
into  the  possible  error  of  beheving  that 
chronic  autonomic  stimulation  can  result 
in  organic  disease.  I often  have  the  feeling 
that  there  is  a missing  factor.  One  fre- 
quently fails  to  see  a complete  link  between 
the  gradual  development  of  emotional 
symptomatology  and  the  development  of 
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FIGURE  1.  Subconscious  mind — normal.  Ten- 
sion is  maintained  at  a satisfactory  level  by  a 
balance  bet\ween  intake  of  tension  and  release  by 
outlet.  No  autonomic  stimulation  occurs,  and  the 
subject  is  asymptomatic. 

organic  disease.  At  present  I would  choose 
to  feel  that  the  causes  of  these  diseases 
are  not  completely  clear  and  that  we  should 
restrict  our  diagnosis  of  anxiety  to  those 
patients  who  do  not  have  any  organic 
bases  for  their  symptoms.  In  elderly 
patients  the  combination  of  anxiety  reactions 
with  symptoms  referable  to  arteriosclerotic 
change  often  results  in  a less  manageable 
situation. 

Therapy  of  stress  reactions 

Bearing  in  mind  the  nature  of  the  anxiety 
reactions,  a therapeutic  approach  now  be- 
comes obvious.  We  must  make  an  effort 
with  each  patient  to  determine  the  obvious 
as  well  as  the  subtle  conflicts  in  his  life 
that  have  produced  tension  and  then  try 
to  help  him  to  resolve  these  conflicts.  The 
symptoms  that  have  developed  as  a result 
of  organic  reaction  to  autonomic  stimula- 
tion may  meanwhile  be  controlled  by  ap- 
propriate medication. 

I have  not  gone  into  a detailed  discussion 
about  the  diagnosis  of  the  anxiety  reaction 
because  it  is  my  impression  that  physicians 
who  are  on  the  alert  find  the  diagnosis  of 
these  reactions  relatively  simple.  We  all 
deal  with  them  every  day.  It  is  important 
that  the  diagnosis  of  anxiety  reactions  should 
not  be  considered  merely  a diagnosis  of 
exclusion.  Usually,  the  diagnosis  can  be 
made  accurately  at  the  time  of  the  first 
office  visit.  More  often  than  not  the  patient 
himself  announces  to  the  physician  that 
his  symptoms  most  probably  have  an 
emotional  basis. 


Nevertheless,  in  view  of  the  possibility 
of  underlying  or  coexisting  disease,  when 
the  patient  is  first  seen  by  the  examining 
physician,  he  should  be  subjected  to  a 
careful  and  complete  physical  evaluation, 
and  any  laboratory  studies  should  be 
made  that  might  be  considered  essential  to 
such  screening.  I do  not  agree  with  those 
who  feel  that  a physical  examination  should 
not  be  performed  by  one  who  is  treating  a 
patient  for  emotional  illness.  A careful, 
neat,  and  appropriate  physical  examina- 
tion is  appreciated  by  the  patient.  It  allows 
him  to  feel  that  the  physician  has  a greater 
understanding  of  his  case,  and  it  puts  the 
physician-patient  relationship  on  a much 
closer  personal  basis.  During  the  careful 
history  which  is  taken,  the  patient’s  family 
and  social  histories  are  inquired  into  to  a 
moderate  degree.  At  the  end  of  the  inter- 
view and  examination  the  patient  is  told 
that  his  symptoms  may  possibly  have  an 
emotional  basis;  however,  that  every  effort 
wiU  be  made  to  be  certain  that  no  underlying 
physical  illness  exists.  He  is  informed  that 
on  his  return  visit  the  nature  of  his  symp- 
toms will  be  explained,  and  a practical 
plan  of  therapy  will  be  outlined. 

It  is  at  this  stage  of  the  therapy  of  the 
anxiety  reactions  that  I have  found  some 
possible  benefit  from  tranquilizing  agents. 
In  my  estimation,  few,  if  any,  of  the  tran- 
quilizers have  attained  the  degree  of  per- 
formance for  which  they  have  been  ad- 
vertised. Standard  doses  of  meprobamate 
perhaps  do  tend  to  relax  the  patient  some- 
what, so  that  he  may  be  more  effectively 
dealt  with  in  the  subsequent  interview. 
In  more  agitated  patients,  the  promazine 
hydrochloride  drugs  in  relatively  high  doses 
seem  perhaps  to  be  more  effective. 

At  a subsequent  visit  it  has  been  my 
practice  to  sit  down  comfortably  with  the 
patient  and  to  draw  a diagram  like  the  one 
seen  in  Figure  1.  The  nature  of  the  sub- 
conscious mind  is  then  discussed  briefly. 
It  is  pointed  out  that  just  as  facts  and  ideas 
may  be  stored  in  the  subconscious,  so  also 
may  tension  be  stored.  Almost  every  waking 
hour  of  life  is  filled  with  numerous  conflicts 
of  varying  intensity,  each  of  which  feeds 
into  the  subconscious  mind  a supply  of 
tension;  so  that  there  is  a rather  constant 
pool  of  tension  within  the  subconscious  of 
everyone.  In  Figure  1 tension  is  being 
constantly  fed  into  the  subconscious  mind 
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FIGURE  2.  Subconscious  mind — increased  ten- 
sion. With  increase  of  tension  and/or  decrease  of 
outlet,  the  pool  of  tension  rises,  autonomic  stimu- 
lation occurs,  and  the  patient  develops  symptoms. 

through  the  pipe  at  the  left.  The  “water 
level”  in  the  container  is  a schematic  in- 
dication of  the  level  of  existing  tension. 
The  exit  pipe  on  the  right  consists  of  those 
outlets  which  allow  an  individual  to  release 
accumulated  tension.  Under  normal  cir- 
cumstances we  are  capable  of  maintaining 
a satisfactory  balance  of  tension  by  matching 
the  accumulation  of  tension  with  a satis- 
factory outlet. 

It  is  pointed  out  to  the  patient  that  if  for 
any  reason  there  is  an  increase  of  tension 
fed  into  the  subconscious  or  a decrease  in 
outlet,  then  the  pool  of  tension  may  rise, 
as  demonstrated  in  Figure  2.  If  the  level 
of  tension  rises,  like  steam,  it  may  slightly 
lift  the  lid  of  the  subconscious.  This  escape 
of  tension  results  in  autonomic  stimulation 
and  the  production  of  symptoms.  If  there  is 
a massive  sudden  conflict,  such  as  sudden 
death  in  a family,  the  lid  is  often  blown 
loose  and  the  patient  develops  the  general- 
ized response  of  acute  hysteria. 

On  the  left  side  of  Figure  1 we  list  for  the 
patient  those  areas  in  life  wherein  conflicts 
which  might  lead  to  tension  could  exist. 
Family  trouble,  financial  difficulties,  social 
problems,  sexual  inadequacies,  troubles  con- 
cerned with  employment,  and  so  forth, 
are  listed.  On  the  right  side  are  listed  the 


circumstances  which  might  be  considered 
outlets.  These  might  include  exercise, 
amusement  of  any  kind,  family  enjoyment, 
sex,  social  activity,  and  so  forth.  It  quickly 
becomes  apparent  that  one  man’s  conflict 
may  well  be  another  man’s  outlet. 

Now  that  an  explanation  for  the  de- 
velopment of  the  patient’s  symptoms  has 
been  made,  we  are  in  a position  to  discuss 
briefly  his  specific  case.  I say  “briefly” 
because  it  usually  becomes  immediately 
obvious  wherein  the  patient’s  excessive 
inflow  of  tension  or  decrease  of  outlet 
exists.  It  has  been  my  practice  to  give  the 
patient  the  diagram  and  to  send  him  home 
with  the  advice  that  he  should  now  review 
his  own  life  circumstances  and  attempt 
a better  balance  between  his  accumulation 
of  tensions  and  his  outlets.  At  this  point 
the  kindly  advice  of  the  physician  in  the 
resolving  of  his  patient’s  problems  is  ex- 
tremely helpful.  The  enlistment  of  the 
help  of  clergymen,  marriage  counselors, 
social  workers,  and  so  forth,  is  also  en- 
couraged. It  can  easily  be  seen  that  the 
prescription  of  a vacation  as  a ready  source 
of  outlet  is  often  sensible. 

In  my  experience  frequent  follow-up 
visits  have  not  often  been  necessary  for  these 
cases.  It  has  been  gratifying  to  see  how 
often  a simple  understanding  of  his  symp- 
toms allows  the  patient  to  put  his  life  in 
better  order  and  thus  to  keep  himself  less 
symptomatic.  If  it  is  deemed  desirable 
to  explore  the  patient’s  problems  somewhat 
more  deeply  with  him,  the  diagnostic  sketch 
outlined  serves  as  a helpful  background  for 
such  discussion. 

By  following  such  an  outline,  patients 
with  an  anxiety  reaction  are  handled  more 
systematically.  The  diagnosis  becomes 
clearer,  and,  not  the  least  important  result, 
the  cases  become  of  greater  interest  to  the 
practicing  physician. 

421  Huguenot  Street 
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T HE  DELAYED  RELAXATION  of  reflexes  in 
hypothyroidism  first  mentioned  by  Woltman 
over  forty  years  ago  is  now  an  accepted 
sign  in  the  diagnosis  of  hypothyroidism. 
Various  investigators,  attempting  to  im- 
prove or  standardize  this  sign,  have  con- 
structed machines  for  accurate  recording  of 
the  relaxation  time  of  reflexes  (Chaney,’ 
Lambert  et  al.,^  and  Harrell  and  DanieP). 
It  is  now  possible  to  obtain  accurate  meas- 
urements of  the  relaxation  time  and  estab- 
lish normal  and  pathologic  ranges.  In- 
terest in  the  sign  seems  to  be  increasing, 
and  recently  a simple  commercial  machine, 
suitable  for  routine  measurement  of  the 
ankle  jerk,  has  become  available.! 

* This  work  was  supported  in  part  by  the  New  York 
Foundation. 

t The  Burdick  photomotograph,  manufactured  by  the 
Burdick  Co.,  New  York  City.  Hypothyroid  range 
given  as  320  to  380  milliseconds.  Fogel  et  al.*  give  a clear 
cutoff  at  410  milliseconds  for  hypothyroidism. 


A recent  study  has  emphasized  the  validity 
and  reliability  of  the  relaxation  time  as  an 
index  of  thyroid  function.'*  It  was  their 
experience  that  the  delay  time  was  unaf- 
fected by  a wide  variety  of  physiologic  and 
pathologic  states.  There  have  been  two 
reports  in  the  literature,  however,  that  in- 
dicate that  a prolonged  delay  time  may  not 
be  pathognomonic  of  hypothyroidism.®'® 

This  report  presents  some  of  the  findings 
noted  by  us  after  using  the  photomotograph. 
The  only  results  reported  here  are  those 
which  present  difficulties  in  recording, 
measuring,  or  interpreting  the  findings  in 
terms  of  the  activity  of  the  thyroid  gland. 

Materials  and  methods 

Most  of  our  information  comes  from  a 
group  of  20  normal  male  control  subjects 
between  the  ages  of  eighteen  and  forty-five 
years  and  400  schizophrenic  patients  at 
Rockland  State  Hospital.  Additional  in- 
formation was  obtained  from  a group  of  30 
chronic  schizophrenic  males  between  the 
ages  of  twenty-seven  and  fifty-nine  years 
who  have  been  recorded  at  least  30  times. 

The  transducer  in  all  cases  was  the  photo- 
motograph, and  its  output  was  recorded  on 
a Grass  polygraph  at  a paper  speed  of  100 
mm.  per  second.  One  of  us  (J.  H.  B.)  ran 
the  apparatus  at  all  sessions,  and  the  tapping 
was  done  by  either  a physician  or  a registered 
nurse  who  had  been  instructed  by  a physi- 
cian in  this  work.  The  subject  knelt  in  a 
chair  with  his  shoes  and  socks  removed 
and,  if  reinforcement  was  necessary,  it  was 
accomplished  by  having  him  squeeze  the 
back  of  the  chair. 

The  standard  measurement  for  relaxation 
time  as  delineated  elsewhere  consists  of  the 
time  “between  the  tap  on  the  tendon  and 
the  moment  when  the  muscle  has  relaxed 
halfway.”^  An  apparatus  was  constructed 
for  measuring  the  relaxation  time  and  is 
illustrated  in  Figure  1. 

Results 

Difficulties  in  interpretation  and  measure- 
ment were  those  which  were  encountered 
when  the  diagnosis  of  the  patient  was  in- 
consistent with  the  reflex  findings  and  when 
various  anomalies  made  the  measurement 
of  the  reflex  impossible  or  misleading. 

Diagnosis.  The  claim  that  the  delayed 
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FIGURE  1.  Apparatus  constructed  for  measuring 
relaxation  time.  This  consists  basically  of  parallel 
rule  to  which  is  attached  a center  plastic  piece  with 
a hairline.  This  line  is  always  halfway  between 
two  straight  edges  and  when  top  ruler  (a)  is 
placed  at  top  of  contraction  and  bottom  ruler  (b) 
on  base  line,  with  "0”  point  at  beginning  of  re- 
corded tap,  hairline  (c)  cuts  relaxation  height  in 
half.  Another  plastic  piece  with  hairline  (d)  ruled 
with  same  arc  as  pen  is  moved  to  point  of  inter- 
section and  indicates  on  bottom  rule  distance  in 
millimeters  between  two  desired  points.  For  ease 
and  accuracy  in  making  necessary  adjustments, 
bottom  rule  is  connected  to  microscope  mechan- 
ical stage  and  controlled  by  knobs  A and  B,  and 
sliding  hairline  is  connected  to  another  rack  and 
pinion  gear  controlled  by  knob  C.  For  greater 
convenience  and  speed,  stage  is  connected  to 
mechanical  chart  mover.  Measuring  rule  is  grad- 
uated in  0.5  mm.,  and  repeated  measurements  on 
same  curve  never  exceed  10  milliseconds. 


relaxation  of  the  ankle  jerk  is  specific  for 
myxedema  led  to  its  being  called  the  myxe- 
dema refiex.^  However,  we  have  seen 
several  patients  with  clinically  delayed 
relaxation  of  the  ankle  jerk  who  were  not 
hypothyroid  by  any  standard  tests  including 
cholesterol,  protein-bound  iodine,  and  thy- 
roid uptake  of  I ' The  following  diagnoses 
were  encountered: 

Case  1.  A patient  with  syphilitic  meningo- 
encephalitis had  been  hospitalized  for  twenty- 
two  years.  This  forty-year-old  male  was  ad- 
mitted to  Rockland  State  Hospital  in  September, 
1939.  The  diagnosis  was  psychosis  with 
syphilitic  meningo-encephalitis. 

The  patient’s  blood  and  spinal  serology  tests 
were  both  markedly  positive,  4 plus.  Sub- 
sequent to  his  admission  the  patient  received 
tryparsamide,  a total  of  48.5  Gm.,  and  bismuth, 
60  grains.  After  several  months  he  showed  some 
clinical  improvement  in  that  his  gait  improved 
and  he  could  be  occupied  doing  small  jobs  about 
the  ward.  He  continues  to  require  custodial 
care  but  is  a willing  worker. 


A STUDY  WAS  made  of  delayed  relaxation  of 
the  ankle  jerk  reflex,  measured  by  the  photo- 
motograph,  as  a sign  of  hypothyroidism  in  20 
normal  male  control  subjects  and  400 
schizophrenic  subjects.  Delayed  relaxation  of 
tendon  reflexes  was  demonstrated  in  a small 
group  of  subjects  with  no  evidence  of  thyroid 
abnormality  and  was  shown  to  be  present  on 
occasion  only  in  the  Achilles  tendon.  Sig- 
nificant differences  in  relaxation  time  between 
the  left  and  right  ankle  jerks  were  noted,  which 
might  be  helpful  in  diagnosis  of  organic 
diseases  of  the  nervous  system,  and  consider- 
able variation  in  a series  of  tracings  was 
demonstrated,  with  a more  stable  and  faster 
reading  obtained  if  the  first  5 to  6 tracings 
were  not  measured.  Certain  anomalies  made 
the  measurement  of  the  reflex  impossible  or 
misleading. 


A recent  physical  examination  revealed  a 
slightly  built  male  with  an  obvious  visual  defect. 
His  pulse  was  68,  and  the  blood  pressure  was 
100/60.  The  heart  and  lungs  were  clear,  and 
the  thyroid  was  normal  to  palpation.  His 
pupils  were  irregular,  unequal,  and  did  not 
react  to  light  or  accommodation.  A left 
partial  ptosis  was  present,  and  he  had  bilateral 
optic  atrophy.  The  results  of  all  other  examina- 
tions were  within  normal  limits  except  for  a 
pronounced  delay  in  the  relaxation  of  the  ankle 
jerk.  (Since  this  work  was  completed,  a 
group  of  syphilitic  patients  was  studied,  and  the 
presence  of  the  delayed  relaxation  of  the  ankle 
jerk  was  confirmed.)  * 

On  August  30,  1961,  laboratory  studies 
revealed  the  following:  a hemoglobin  of  13.4 
Gm.  per  100  ml.,  packed  cell  volume  41  per 
cent,  mean  corpuscular  hemoglobin  concentra- 
tion 33,  sedimentation  rate  (Westergren  method) 
10,  and  a white  cell  count  of  6,100  per  cubic 
millimeter. 

A blood  serologic  test  for  syphilis  revealed 
negative  findings.  The  zinc  sulphate  was  4.5 
units,  thymol  turbidity  0.8  units,  serum 
bilirubin  0.45  mg.  per  100  ml.,  serum  alkaline 
phosphatase  6.5  King  Armstrong  units,  serum 
total  protein  6.8  Gm.  per  100  ml.,  albumin  4 
per  cent,  globulin  2.8  per  cent,  albumin-globulin 
1.6,  and  serum  cholesterol,  195  mg.  per  100  ml. 

The  cerebrospinal  fluid  protein  was  32  mg. 
per  100  ml.,  and  the  Lange  gold  curve  was 
5,  7,  8,  9,  9,  8,  7,  6,  5,  3,  (markedly  abnormal). 
The  relaxation  time  of  the  Achilles  tendon  was 
470  milliseconds,  a figure  considered  in  the 
hypothyroid  range.  The  thyroid  uptake  of 
at  twenty-four  hours  was  15.5  per  cent  (normal 
is  from  15  to  45  per  cent).  The  protein-bound 
iodine  was  4.8  micrograms  per  100  ml. 

Case  2.  A forty-two-year-old  male  chronic 
schizophrenic  patient  was  admitted  to  the  Rock- 
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TABLE  I.  Asymmetrical  reflex  relaxation  times 
(in  milliseconds) 


Subjects* 

Right  Leg 

Left  Leg 

1 

336 

278 

2 

370 

295 

3 

430 

370 

4 

454 

395 

5 

354 

420 

6 

360 

307 

* Subjects  1 to  3 normal  control  subjects;  subjects  4 to 
6 hospitalized  mental  patients. 


land  State  Hospital  in  1938  with  a diagnosis  of 
schizophrenia,  catatonic  type. 

In  1949  a bilateral  frontzd  topectomy  resulted 
in  improvement  over  his  preoperative  behavior. 
From  that  time  until  the  present  date  he  was 
less  of  a management  problem  and  now  oc- 
casionally helps  on  the  ward  and  eats  spontane- 
ously. He  speaks  only  in  a mumble,  smiles  in- 
appropriately, and  talks  to  himself. 

A physical  examination  revealed  a well- 
nourished  male,  who  looked  his  stated  age. 
His  skin  was  dry,  and  the  thyroid  was  normal  to 
palpation.  The  pulse  was  76,  blood  pressure 
130/90,  and  the  heart  and  lungs  were  normal. 
The  rest  of  the  examination  was  noncontribu- 
tory except  for  brisk  reflexes  with  delayed 
relaxation  of  the  ankle  jerk. 

Laboratory  studies  revealed  a hemoglobin  of 
16.6  Gm.  per  100  ml.,  packed  cell  volume  47  per 
cent,  mean  corpuscular  hemoglobin  concentra- 
tion 35,  zinc  sulphate  6.9  units,  thymol  tur- 
bidity 2.6  units,  serum  bilirubin  0.35  mg.  per 
100  ml.,  serum  total  protein  8.4  Gm.  per  100 
ml.,  albumin  4.3  per  cent,  globulin  4.1  per  cent, 
albumin-globulin  1.1,  and  cholesterol  205  mg. 
per  100  ml. 

The  cerebrospinal  fluid  protein  was  30  mg. 
per  100  ml.,  and  the  Lange  gold  curve  was 
3,  5,  6,  6,  6,  7,  6,  4,  3,  2 (slightly  abnormal). 
The  relaxation  time  of  the  Achilles  tendon  was 
420  milliseconds,  the  thyroid  uptake  of  at 
twenty-four  hours  was  20.3  per  cent.  The 
protein-bound  iodine  was  8.1  micrograms  per 
100  ml.  The  red-cell  uptake  of  labeled  tri- 
iodothyronine was  19.2  per  cent  (normal  for 
males  is  from  11.8  to  19  per  cent). 


Case  3.  One  of  us  (G.M.S.)  had  occasion  to 
examine  a thirty-five-year-old  woman  who  had 
been  thoroughly  investigated  in  a medical 
center  and  was  diagnosed  as  having  myasthenia 
gravis.  There  was  no  evidence  of  any  other 
pathologic  condition.  She  had  a pronounced 
delayed  relaxation  of  the  Achilles  tendon  but, 
since  measurements  could  not  be  made  on  this 
patient,  a detailed  history  will  not  be  given. 

Anomalies  in  the  ankle  jerk  record- 
ings. Absence  of  the  reflex.  In  10  per  cent 
of  the  schizophrenic  subjects  no  reflex  could 
be  obtained,  whereas  the  reflex  was  ob- 
tained on  all  of  the  normal  control  subjects. 

Time  differences  between  the  right  and  left 
legs.  We  have  seen  a prolonged  reflex  time 
(over  400  milliseconds)  on  many  occasions, 
both  in  schizophrenic  patients  and  in  control 
subjects.  Often  the  delay  is  present  on  one 
side  only  or  in  the  first  few  contractions 
only.  Table  I illustrates  the  differences 
encountered  in  3 normal  control  subjects 
and  3 hospitalized  patients  who  were  not 
hypothyroid. 

Difference  between  the  first  few  and  sub- 
sequent tracings  in  the  series.  It  is  apparent 
from  looking  at  the  tracings  of  several  hun- 
dred patients,  as  well  as  those  of  normal 
subjects,  that  there  can  be  a great  variation 
in  the  relaxation  time  in  any  series  of  records 
from  a subject.  Frequently  there  can  be 
from  75  to  100  milliseconds  between  the 
slowest  and  fastest  response  in  a sequence 
of  15  tracings,  and  it  does  not  seem  accurate 
enough  for  either  diagnostic  work  or  research 
to  follow  the  customary  usage  and  select, 
by  inspection,  some  three  or  four  tracings 
that  conform  to  the  “normal  pattern”  and 
average  them  for  the  final  figure. 

One  important  cause  of  the  variability 
lies  in  the  difference  in  time  between  the 
first  few  recordings  and  the  later  ones  in  the 
same  series.  Table  II  summarizes  the  re- 


TABLE  II.  Consecutive  ankle  jerk  measurements  demonstrating  “warm-up”  effect 


Subjects*  - — Milliseconds- 


1 

350 

320 

300 

300 

300 

280 

275 

280 

270 

275 

2 

400 

370 

370 

380 

300 

360 

355 

350 

340 

350 

3 

390 

350 

330 

320 

330 

300 

310 

310 

310 

300 

4 

365 

350 

345 

350 

330 

325 

325 

325 

295 

310 

5 

400 

370 

370 

375 

360 

340 

350 

345 

355 

340 

6 

420 

380 

350 

350 

355 

350 

355 

360 

350 

340 

7 

430 

410 

370 

415 

370 

300 

365 

365 

385 

375 

8 

415 

460 

370 

365 

380 

355 

340 

325 

335 

325 

9 

340 

365 

370 

350 

315 

285 

265 

260 

255 

255 

10 

425 

340 

385 

370 

340 

285 

280 

265 

285 

270 

* Subjects  1 to  5 normal  control  subjects;  subjects  6 to  10  hospitalized  mental  patients. 
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FIGURE  2.  Results  of  tracings.  1— a,  b,  c,  and  d 
indicate  separate  components  occurring  at  various 
points  during  relaxation;  2 — a and  c show  slow 
responses  interspersed  with  rapid  responses  (b); 
3 — a,  b and  c show  secondary  components  drop- 
ping out  during  recording;  4— notched  peak  with 
long  relaxation  time;  5 — abnormal  latency;  6 — 
slow  contraction;  7 — a shows  notched  response 
that  disappears  later  (b);  8— a shows  clonic  move- 
ment simulating  delayed  relaxation,  dropping  out 
in  next  tracing  (b);  and  9— notched  reflex,  a, 
dropping  out  in  b,  c,  and  d. 


suits  in  5 controls  and  5 schizophrenic 
subjects.  Here  not  only  is  the  difference  in 
relaxation  time  evident,  but  also  the  fact 
that  the  last  tracings  are  more  uniform. 

We  have,  therefore,  made  it  a practice  to 
measure  and  average,  when  possible,  the 
last  five  contractions  that  are  artifact  free 
in  a series  of  15  to  20  taps.  We  stiU  record 
all  contractions,  since  we  find  that  the  first 
few  contractions  can  be  oddly  shaped  and 
perhaps  significant  in  other  connections.* 

Multicomponents  in  the  tracings.  In  these 
atypical  and  often  idiosyncratic  records  the 
uncoordinated  action  of  one  or  more  of  the 
basic  components  of  the  reflex  produces  a 
characteristic  lack  of  smoothness  as  com- 
pared with  normal  tracings.  These  records 
are  sometimes  impossible  to  measure  in  the 
standard  manner  and  are  difficult  to  inter- 
pret in  terms  of  thyroid  function.  We  have 
not  seen  this  complication  in  any  but  a few 
schizophrenic  subjects. 

* I feel  that  the  suggestion  of  Weissbein  and  Lawson,* 
(namely,  that  the  shortest  recorded  reflex  be  considered  the 
true  reflex  time  since  it  is  the  maximum  performance  that  is 
sought)  has  considerable  merit.  However,  for  this  work  we 
elected  to  use  the  more  standard  and  widely  accepted 
methods. 


All  attempts  to  produce  smooth  curves  by 
light  tapping  have  failed  in  the  subjects  to 
be  described.  A few  examples  of  these  are 
included  and  for  convenience  they  may  be 
classified  under  the  following  headings: 

1.  Long  latency  (Fig.  2,  number  5) — ■ 
By  standard  measurement,  this  is  a relaxa- 
tion time  of  610  milliseconds  or  weU  within 
the  hypothyroid  range,  although  if  the 
patient’s  latency  had  been  normal,  the  time 

* would  have  been  in  the  euthyroid  range. 

2.  Prolonged  contraction  phase  (Fig.  2, 
number  6) — This  is  another  example  of 
relaxation  time  at  a normal  rate,  but  it  is  690 
milliseconds  if  the  standard  measurement  is 
employed.  Here  some  separate  components 
of  the  reflex  appear  during  the  contraction 
phase  and  lengthen  it  appreciably. 

3.  Separate  components  at  the  peak  of 
contraction  (Fig.  2,  numbers  7 and  9a) — 
These  are  the  two  most  extreme  examples 
we  have  seen,  and  they  occur  only  occasion- 
ally in  these  patients.  Both  wear  off  as 
recording  continues,  so  that  finally  a normal 
curve  is  obtained  (Fig.  2,  munbers  7,  9b,  9c, 
and  9d).  There  are  many  records  where 
the  separate  components  at  the  top  of  the 
curve  are  not  as  evident,  but  are  present 
most  of  the  time.  Figure  2,  number  4 
illustrates  such  a case.  This  is  a fifty-three- 
year-old  chronic  schizophrenic  patient  with 
well-marked  clinical  laboratory  evidence  of 
hypothyroidism. 

4.  Separate  components  in  the  relaxation 
phase — These  are  the  most  frequent  irregu- 
larities which  are  encountered  in  our 
patients,  and  in  a random  population  of  a 
single  building  (about  400  patients  recorded 
once  only)  these  irregularities  can  be  ob- 
served to  some  extent  about  25  per  cent  of 
the  time.  Figure  2,  numbers  1,  2a,  2c,  3a, 
and  3b  are  representative  of  this  condition. 

A final  difficulty  is  encountered  occasion- 
ally when  clonic  movements  are  established. 
If  they  are  low  in  amplitude  and  long  in 
duration  they  may,  when  seen  on  the  pa- 
tient, be  mistaken  for  the  typical  hypo- 
thyroid delayed  reflex,  although  the  indi- 
vidual movements  may  show  in  a recording 
(Fig.  2,  number  8a).  In  this  case  the 
standard  measurement  is  470  milliseconds  or 
in  the  hypothyroid  range.  This  subject 
produced  a similar  curve  most  of  the  time, 
but  on  only  one  tap  (Fig.  2,  number  8b) 
was  the  reflex  established  before  the  start 
of  the  clonic  movements,  and  this  is  probably 
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the  only  true  recording  of  the  patient’s 
reflex  time  (240  milliseconds). 

These  anomalies  have  not  been  reported 
in  the  literature  and  from  our  experience 
they  occur  more  frequently  in  schizophrenic 
than  in  nonschizophrenic  subjects  with 
thyroid  abnormalities.  The  faster  paper 
speed  (100  mm.  per  second)  will  help  show 
up  the  unevenness  in  some  curves  which 
might  not  be  seen  at  the  conventional 
speed  (50  mm.  per  second). 

Comment 

It  has  been  found  that  the  relaxation  time 
of  the  ankle  jerk  is  delayed  in  diseases  other 
than  myxedema.  The  theory  that  retarded 
relaxation  is  due  to  the  infiltration  of  the 
muscle  in  hypothyroid  states  by  the  myxe- 
dematous substance  may  stiU  be  valid,  but 
certainly  the  possibility  that  a similar 
process  is  at  work  in  all  cases  seems  unlikely, 
although  it  is  possible  that  in  all  cases  an 
abnormality  of  muscular  function  may  be 
present.  The  writers  do  not  feel  that  fur- 
ther speculation  would  be  of  value  at  this 
time. 

It  is  also  of  interest  that  Armstrong’®  says 
that  the  best  site  to  elicit  this  delayed  re- 
laxation in  hypothyroid  states  is  in  the  bi- 
ceps tendon,  whereas  Eckerstrom”)'^  states 
that  in  his  case  it  was  seen  only  in  the 
Achilles  tendon.  We  would  agree  with  the 
latter,  inasmuch  as  we  have  described  a case 
where  the  reflexes  were  brisk  in  all  areas 
and  the  delay  was  demonstrable  only  in  the 
AchiUes  tendon.  On  the  other  hand,  a 
case  where  delayed  relaxation  was  visible 
even  in  the  knee  jerk  was  also  noted. 

The  delayed  reflex  may  be  missed  unless 
it  is  elicited  with  the  patient  kneeling.  One 
of  the  patients  in  this  group  was  examined 
by  a neurologist  who  agreed  with  all  the 
positive  physical  findings  but  who  tested 
the  ankle  jerks  with  the  patient  lying  on  the 
bed  and  failed  to  elicit  this  sign.  However, 
on  being  shown  the  ankle  jerk  with  the 
patient  kneeling,  he  quickly  agreed  that  the 
reflex  was  indeed  delayed. 

The  second  part  of  the  study  demonstrates 
that  a speeding  up  of  the  reflexes  takes  place 
during  a series  of  records.  There  is  con- 
siderable variability  in  any  series,  the  great- 
est occurring  in  the  first  few  tracings.  It  is 
of  interest  from  this  point  of  view  that 
Jarcho  and  Tyler,’®  in  discussing  this  reflex 


under  the  heading  of  pseudomyotonia  and 
comparing  it  with  myotonia  congenita, 
state,  “Thompsen  noted  in  himself  and 
other  affected  members  of  his  family  that 
with  muscular  exercise  the  defect  of  relaxa- 
tion gradually  improved.”  This  waning 
of  myotonia  has  since  been  called  a 
“warm-up”  and  reportedly  does  not  occur 
in  pseudomyotonia  where  the  reflexes  are 
just  as  slow  after  repeated  elicitation  as 
after  the  first  tap.  The  findings  presented 
here  demonstrate  a type  of  “warmup”  in  our 
subjects. 

In  regard  to  the  difference  in  time  or  form 
between  the  reflex  of  the  right  and  left 
ankle,  it  would  be  most  reasonable  to  test 
all  patients  bilaterally  and  gain  additional 
information  of  help  in  neurologic  diagnosis. 
The  presence  of  clonic  movement  will 
probably  not  be  important  in  the  future 
studies  as  there  are  other  positions  of  the 
subject  which  can  be  used  which  will  pre- 
vent its  occurrence. 

Summary 

1.  It  has  been  shown  that  a small  group 
of  subjects  with  no  evidence  of  thyroid 
abnormality  have  a delayed  relaxation  of 
tendon  reflexes,  supposedly  pathognomonic 
of  hypothyroidism. 

2.  Absolute  measurements  were  made  in 
2 of  the  cases  and  confirmed  this  finding. 

3.  Delayed  relaxation  has  been  shown  to 
be  present  on  occasion  only  in  the  AchiUes 
tendon. 

4.  Significant  differences  in  relaxation 
time  between  the  left  and  right  ankle  jerks 
have  been  noted  and  may  be  of  help  in  the 
diagnosis  of  organic  disease  of  the  nervous 
system. 

5.  Considerable  variation  in  a series  of 
tracings  has  been  demonstrated  with  a more 
stable  and  faster  reading  obtained  if  the 
first  5 to  6 tracings  are  not  measured.  This 
is  felt  to  constitute  a “warm-up  period” 
similar  to  that  described  by  Thompsen  for 
myotonia  congenita. 

6.  A description  of  anomalies  in  the 
reflex  pattern  that  result  in  difficulties  in 
measurement  is  given,  and  suggestions  for 
overcoming  these  difficulties  are  described. 

7.  An  apparatus  for  measuring  the  re- 
laxation time  is  discussed. 
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proposals  which  could  help  substantially  in 
reducing  the  State’s  high  accident  and  casualty 
toll.  One  bill,  calling  for  a Good  Samaritan 
law,  is  designed  to  free  doctors  from  liability 
when  they  give  first  aid  to  accident  victims. 
The  other  measures  would  impose  restrictions 
on  the  sale  and  use  of  tires  to  ensure  that  basic 
strength  standards  are  met. 

Doctors  today  face  the  threat  of  malpractice 
suits  when  they  render  emergency  treatment  at 
the  scene  of  a crash.  This  situation  discourages 
them  from  stopping  to  give  aid.  Ironically, 
proper  care  at  that  point  may  mean  the  differ- 
ence between  life  or  death. 

The  Good  Samaritan  bill,  introduced  by 
State  Senator  Edward  J.  Speno  of  East  Meadow, 
a nationally  recognized  traffic  safety  expert,  is 
similar  to  legislation  ah’eady  enacted  in  14 
states.  It  would  exempt  doctors  from  liabihty 
for  gratuitous  emergency  care  unless  wilful 
neglect  or  gross  negligence  was  established. 
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The  tire  bills  were  introduced  by  Senator 
Speno,  chairman  of  the  Joint  Legislative  Com- 
mittee on  Motor  Vehicles  and  Traffic  Safety, 
and  by  Assemblyman  Robert  J.  Feinberg  of 
Plattsburgh,  head  of  the  Assembly  Committee 
on  Motor  Vehicles. 

One  measure  requires  the  Motor  Vehicles 
Commissioner  to  set  visual  inspection  rules  to 
force  replacement  of  hazardous  bald  or  near- 
bald tires,  and  to  establish  minimum  strength 
and  endurance  specifications  for  tires  sold  in  the 
State. 

The  second  bill  would  prohibit  the  sale  of 
recut  or  regrooved  tires.  Retreaded  and  re- 
capped tires  would  still  be  permissable. 

The  Citizens  Council  pointed  out  that  tii-e 
failure  is  a major  cause  of  expressway  accidents 
nationally.  One  out  of  six  disabled  vehicles 
on  the  New  York  State  Thruway  in  1962  had 
tire  trouble.  Moreover,  on  any  road  and  at  any 
speed  blow-outs  can  be  dangerous. 

Good  tires  are  needed  for  today’s  3,000- 
pound-and-up  cars,  the  Council  noted,  because 
the  rubber  surface  actually  in  contact  with  the 
road  at  any  one  time  is  not  much  bigger  than 
that  of  two  pairs  of  size  12  shoes. 
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Introduction 


ARNOLD  L.  BACHMAN,  M.D. 

New  York  City 


I AM  CERTAIN  that,  as  radiologists,  you  all 
are  aware  that  presentations  in  depth  on  the 
radiology  of  the  larynx  and  hypopharynx 
are  given  only  rarely.  There  are  several 
reasons  for  this.  First,  and  probably  most 
important,  is  that  the  opportunities  for 
examining  the  larynx  or  hypopharynx  roent- 
genographically  are  comparatively  few. 
Requests  for  detailed  radiologic  study  of  the 
area  come  only  infrequently  in  the  average 
general  hospital,  and  the  radiologist  just 
does  not  have  the  opportunity  to  develop 
the  technics  and  experience  required. 

Second,  the  proper  radiologic  interpreta- 
tion calls  for  the  utilization  of  special  tech- 
nics, some  of  which  employ  expensive  ap- 
paratus; that  is,  rapid  serialo graphic  radio- 
graphic  changers  or  cineradiography.  Ex- 
perience with  these  technics  is  necessary  for 
adequate  roentgenographic  visualization  of 
the  region.  Simple  frontal  and  lateral 
views  of  the  neck  are  usually  inadequate  to 
furnish  all  the  information  desired. 

Third,  as  will  be  shown  later,  the  prin- 
ciples of  interpretation  concerned  with 
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radiology  of  the  larynx  and  hypopharynx 
are  somewhat  different  from  those  for  other 
regions.  For  this  reason,  it  is  apparent  that 
again  experience  is  required  for  proper 
evaluation  of  the  films.  An  unfortunate 
status  thus  exists:  in  the  average  general 
practice  of  radiology  there  is  little  oppor- 
tunity to  obtain  the  experience  in  the  tech- 
nics and  interpretation  required  for  ade- 
quate radiology  of  the  larynx  and  hypo- 
pharynx. A discussion  of  this  subject  was 
therefore  considered  merited. 

We  are  fortunate  in  having  with  us  Wil- 
liam E.  Powers,  M.D.,  and  James  H. 
Scatliff,  M.D.,  both  of  whom  have  con- 
tributed much  information  on  this  topic. 
I am  certain  their  presentations  will  be  of 
great  interest.  The  discussion  wiU  be 
divided  into  four  sections.  In  the  fiirst,  I 
will  describe  the  anatomy  and  physiology 
of  the  larynx  and  hypopharynx,  and  give 
the  general  methodology  of  technics  and 
radiologic  interpretation  for  the  region. 
Second,  Dr.  Powers  wiU  discuss  opaque 
laryngography,  a very  important  recent 
addition  to  the  armamentarium  of  the 
radiologist  in  his  evaluation  of  the  laryn- 
gopharynx.  The  third  presentation  is  by 
Dr.  Scatliff  on  cineradiography.  His  pic- 
tures of  the  normal  and  abnormal  larynx 
and  pharynx  are  most  instructive,  and  we 
await  them  eagerly.  Finally,  we  shall  have 
a general  discussion  on  points  of  mutual 
interest  and  attempt  to  answer  the  questions 
you  may  wish  to  ask. 

Having  said  this,  I will  now  “change  my 
hat”  from  moderator  to  participator,  con- 
sider myself  as  having  been  properly  intro- 
duced, and  proceed  with  the  first  subject. 
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Methodology  in  the 
Radiographic  Examination  of 
the  Larynx  and  Hypopharynx 


ARNOLD  L BACHMAN,  M.D. 

New  York  City 


Diagnosis  and  evaluation  of  abnormal- 
ities of  the  larynx  and  hypopharynx  may  be 
facilitated  greatly  by  radiologic  examina- 
tion. However,  the  roentgenographic  ap- 
proach often  is  not  fully  utilized  or  appreci- 
ated, since  it  presents  a number  of  special 
problems.  Some  of  these  are:  (1)  technical 
difficulties  in  adequate  radiographic  visual- 
ization of  the  larynx  in  the  frontal  view  due 
to  obscuring  cervical  spine  shadows  and 
difficulties  in  adequate  radiographic  visual- 
ization of  the  hypopharynx  because  the  con- 
trast material  passes  through  this  region 
very  rapidly.  (2)  The  larynx  and  hypo- 
pharynx, although  discrete  structures,  are 
so  intimately  related  that  many  of  their 
soft  tissue  and  air  shadows  are  superimposed 
in  the  radiograph,  producing  confusion  in 
interpretation.  (3)  Both  structures  are 
mobile,  and  their  normal  radiographic  ap- 
pearances vary  considerably  with  the  dif- 
ferent stages  of  their  physiologic  activities. 

Often,  in  cases  of  neoplasm,  the  endoscopic 
diagnosis  of  the  lesion  is  accomplished  with 
ease  by  the  laryngologist.  However,  ad- 
ditional information  is  usually  required  for 
a proper  choice  of  therapeutic  approach. 
This  includes  the  exact  location  and  full 
extent  of  the  growth,  the  degree  and  direc- 
tion of  spread  deep  to  the  mucosa,  the  pres- 
ence of  ulceration,  the  involvement  of  bone 
or  cartilage,  and  the  status  of  the  airway. 
Much  of  these  data  frequently  is  not 
available  to  the  surgeon  by  clinical  or  endo- 
scopic studies  and  can  be  supplied  only  by 
adequate  radiographic  investigation.  This 
requires  of  the  roentgenologist  a knowledge 
of  the  detailed  anatomy  of  the  larynx  and 
hypopharynx  as  seen  radiographically,  an 
understanding  of  the  variations  in  appear- 
ance occurring  during  functional  activity 


FIGURE  1.  (A)  Diagrammatic  cross  section 

through  the  laryngeal  vestibule  and  hypopharynx. 
Note  eccentric  position  of  the  larynx  within  the 
hypopharynx  and  position  of  the  pyriform  recesses. 
(B)  Cross  section  of  neck  below  the  plane  of  the 
glottis.  Hypopharynx  and  larynx  have  divided  into 
the  completely  separated  trachea  and  esophagus. 


of  the  component  parts  of  these  structures, 
and  the  utilization  of  radiographic  technics 
which  adequately  visualize  the  region. 

Radiographic  study  of  anatomy 
of  the  larynx  and  hypopharynx 

Since  not  all  soft-tissue  structures  can  be 
visualized  radiographically,  anatomic  de- 
scription with  reference  to  radiologic  diag- 
nosis must  emphasize  those  structures  which 
can  be  identified  on  the  roentgenogram. 

The  larynx  and  hypopharynx  (laryngo- 
pharynx)  begin  above  at  the  tip  of  the 
epiglottis  and  extend  downward  to  the  level 
of  the  esophageal  entrance.  The  region  in- 
cludes the  laryngeal  vestibule  and  larynx 
proper  in  front  and  the  hypopharynx  behind 
and  laterally.  The  relationship  is  somewhat 
complex  and  may  be  appreciated  best  by 
considering  the  larynx  and  its  vestibule  as  a 
cylinder,  incompletely  closed  posteriorly, 
lying  eccentrically  within  a larger  flattened 
cyhnder,  the  hypopharynx.  The  two  cyl- 
inders are  in  contact  anteriorly  (Fig.  lA). 
At  the  inferior  end  of  the  laryngopharynx  the 
inner,  laryngeal  cylinder  becomes  completely 
closed,  and  the  two  cylinders  separate  into 
individual  tubes,  the  trachea  and  the 
esophagus  (Fig.  IB).  It  is  thus  apparent 
that  the  hypopharynx  surrounds  the  larynx 
posteriorly  and  on  each  side.  The  portions 
lateral  to  the  larynx  are  designated  as  the 
pyriform  recesses  or  lateral  pharyngeal  pas- 
sageways. They  lie  lateral  to  the  larynx  and 
in  front  of  the  plane  of  the  posterior  margin 
of  the  laryngeal  vestibule,  the  aryepiglottic 
folds  (Fig.  lA).  Just  below  the  level  of  the 
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FIGURE  2.  The  hypopharynx  and  larynx  as  seen 
from  posterior  aspect.  Relationship  of  the  larynx, 
aryepiglottic  folds,  pyriform  recesses,  and  aryte- 
noid and  cricoid  cartilages  is  well  shown. 


true  cords  the  larynx  closes  completely  and 
becomes  a separate  tube.  At  this  level  the 
pyriform  recesses  merge  with  the  posterior 
compartment  of  the  hypopharynx  and  dis- 
appear (Fig.  2).  The  size  of  the  pyriform 
recesses  may  be  varied  by  contractions  of 
the  pharyngopalatinus  muscle  and  inferior 
constrictor  of  the  pharynx  which  bound  the 
recesses  laterally,  as  well  as  by  the  amount  of 
distention  with  air  during  respiration.  Be- 
hind the  level  of  the  aryepiglottic  folds  is 
the  larger  compartment  of  the  hypopharynx 
proper.  This  space  is  quite  narrow  in  its 
anteroposterior  diameter,  distending  widely 
only  for  the  passage  of  a food  bolus.  It 
leads  directly  into  the  esophagus  just  below 
the  level  of  the  cricopharyngeus  muscle. 

The  larynx  itself  may  be  subdivided  into 
glottic  (intrinsic)  and  supraglottic  (extrinsic 
or  vestibular)  portions.  The  intrinsic 
larynx  consists  of  the  vocal  lip  containing 
the  true  cord  (vocal  ligament),  the  ventricle, 
and  the  under  surface  of  the  false  cord 
(band).  The  true  cord  and  the  ventricle 
above  it  border  only  the  anterior  two  thirds 
of  the  rima  glottidis,  the  posterior  third 
being  bounded  on  each  side  by  the  arytenoid 
cartilage.  The  supraglottic  section  of  the 


FIGURE  3.  Diagram  of  the  "triangle  of  the  larynx” 
and  surrounding  structures  as  seen  in  lateral  view 
of  the  neck. 


larynx  is  the  laryngeal  vestibule.  This 
compartment  is  bounded  in  front  by  the 
cartilaginous  epiglottic  plate,  on  each  side 
by  a quadrangular  membrane  which  gives 
support  to  the  lateral  walls,  and  posteriorly 
by  the  arytenoid  cartilages.  The  superior 
rim  of  the  vestibule  (laryngeal  aperture) 
slopes  downward  ventrodorsad  in  a free 
margin,  the  aryepiglottic  folds.  In  front 
of  the  epiglottic  plate,  lying  between  the 
epiglottis  and  the  thyroid  cartilage  and 
thyrohyoid  membrane,  is  a fat-fiUed  region, 
the  pre-epiglottic  space. 

AU  of  the  structures  described  may  be 
visualized  radiographically.  The  key  to 
interpreting  the  anatomy  of  the  larynx 
radiographically  is  the  “triangle  of  the 
larynx,”  which  is  visualized  readily  on  a 
conventional  lateral  roentgenogram  of  the 
neck  with  a soft-tissue  technic  (Figs.  3 and 
4).  Figure  3 shows  that  the  anterior  line 
of  the  triangle  (AB)  is  formed  by  the 
epiglottic  plate.  It  begins  at  the  apex  of 
the  triangle.  A,  the  epiglottic  tip,  and  ex- 
tends downward  and  anteriorly  to  point  B. 
Here,  at  the  anterior  epiglottico-cordal 
angle,  it  meets  the  true  cord,  line  BC.  The 
base  of  the  triangle  (BC)  is  formed  in  its 
anterior  two-thirds  by  the  true  cord.  Above 
the  cords  is  the  air-filled  ventricle  in  the 
shape  of  a flat  ovoid.  The  posterior  one 
third  of  the  base  lies  between  the  visualized 
mass  of  the  arytenoid  cartilages.  The 
posterior  line  of  the  triangle  (AC)  extends 
from  the  tip  of  the  epiglottis  downward  and 
backward.  Its  upper  half  is  formed  by  the 
aryepiglottic  folds,  while  its  lower  half  is 
composed  of  the  arytenoid  cartilages  capped 
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by  the  small  corniculate  and  cuneiform  car- 
tilages. 

Other  structures  are  identified  easily  from 
their  relationship  to  the  triangle.  The 
greater  cornu  of  the  hyoid  bone  usually 
crosses  the  tip  of  the  epiglottis  (A)  and  may 
help  identify  it  or  its  absence  in  abnormal 
cases.  Iji  front  of  the  epiglottic  tip  is  the 
air-filled  vallecula  and  base  of  the  tongue. 
Slightly  further  down,  in  front  of  the  epiglot- 
tic plate  (line  AB)  is  the  fat-filled  pre- 
epiglottic  space.  The  dot-shaded  area  in 
front  of  the  ary  epiglottic  folds  (line  AC)  is 
the  region  of  the  pyriform  recesses  on  either 
side  of  the  laryngeal  vestibule.  Behind 
the  aryepiglottic  folds  is  the  hypopharynx 
proper.  Note  that  the  soft  tissue  band  in 
front  of  the  cervical  vertebral  bodies  is 
narrow  at  this  level,  consisting  only  of  the 
thin  bundles  of  the  obhque  portion  of  the 
inferior  constrictor  of  the  pharynx  and  over- 
lying  mucosa.  Below  the  arytenoids  (point 
C)  the  soft  tissue  density  widens  because  of 
the  presence  of  the  thicker  bundles  of  the 
cricopharyngeus  muscle  and  the  origin  of  the 
esophagus.  Immediately  below  the  true 
cords  (line  BC)  is  the  subglottic  region,  the 
most  cephalad  portion  of  the  trachea. 

The  exact  anatomic  location  of  the  airway 
is  of  importance  for  several  reasons; 
Soft-tissue  masses  projecting  into  the  airway 
are  visualized  as  adventitious  shadows  and 
thus  are  recognized,  collections  of  air  outside 
the  limits  of  the  normal  airway  may  be 
identified  as  air-fiUed  ulcerations,  and  nar- 
rowing of  the  airway  requiring  tracheostomy 
may  often  be  recognized  best  radiographi- 
cally. Referring  to  Figures  3 and  4,  it  may 
be  seen  that  the  vallecula  in  front  of  point 
A and  the  hypopharynx  behind  line  AC 
normally  contain  air  and  that  the  mucosal 
margins  of  these  air  spaces  are  smooth  and 
regular.  Line  AC  represents  the  aryepiglot- 
tic folds,  the  entrance  into  the  larynx.  The 
triangle  of  the  larynx  itself  is,  of  course, 
completely  air-filled.  The  air  column  then 
continues  interiorly  into  the  trachea  di- 
rectly below  the  base  of  the  triangle  (line 
BC).  There  is  no  air  in  the  pre-epiglottic 
space  in  front  of  line  AB.  Occasionally,  a 
small  amount  of  air  may  be  seen  trapped  in 
the  upper  end  of  the  esophagus  just  below 
the  cricopharyngeus  muscle  behind  the 
trachea. 

Surrounding  the  larynx  are  the  thyroid 
and  cricoid  cartilages.  Calcifications  fre- 


quently occur  in  irregular  plaques  in  the 
thyroid  cartilage  and  may  present  disturbing 
shadows  on  the  roentgenogram.  The 
plaques  usually  are  most  marked  in  the 
lower  half  of  this  cartilage.  Errors  in  the 
interpretation  of  these  calcifications  may  be 
avoided  best  by  the  physician  being  aware 
of  their  frequent  presence  and  irregular 
shapes. 

The  larynx;  methods 
of  radiographic  study 

Without  contrast  media.  Fluoroscopy. 
The  larynx  may  be  studied  fluoroscopicaUy, 
with  or  without  image  intensification,  in 
both  the  frontal  and  lateral  views.  Al- 
though little  detail  of  the  structures  can  be 
visualized,  nevertheless  the  motion  of  the 
true  cords  is  satisfactorily  evaluated  in  the 
frontal  position.  Paralysis  of  one  cord  is 
recognized  easily,  and  the  examination  is 
therefore  of  value  in  cases  of  hoarseness. 

Lateral  radiograph.  The  lateral  radio- 
graph is  probably  the  most  important  single 
study  of  the  Isirynx.  The  anatomic  details 
of  the  “triangle  of  the  larynx”  are  all  visible 
on  the  roentgenogram.  It  is  usually  made 
at  a 6-foot  target-film  distance,  with  rapid 
exposure  (one  thirtieth  of  a second  or  less) 
and  with  moderately  high  voltage  (85  to  95 
peak  kilovolts).  Since  soft-tissue  shadows 
are  being  analyzed,  shadings  of  gray  become 
important,  and  the  Bucky  technic  is  not 
advised.  Depending  on  indication,  three 
films  may  be  made  in  this  position;  (1) 
with  respiration  suspended.  This  is  most 
commonly  used  and  should  be  part  of  every 
examination.  (2)  While  the  patient  is 
phonating  “e,”  of  value  in  cases  of  suspected 
paralysis  of  the  larynx.  The  film  often 
demonstrates  a paralysis  of  one  cord.  (3) 
While  the  patient  is  performing  a modified 
Valsalva  maneuver  by  blowing  out  forcibly, 
but  without  moving  against  almost-closed 
Ups  causing  the  cheeks  to  puff  out.  This 
maneuver  distends  the  hypopharynx  with 
air  and  may  reveal  masses  that  are  otherwise 
not  visible. 

Frontal  view.  The  frontal  view  utilizes 
planography  (tomography).  An  antero- 
posterior view  of  the  larynx  and  pharynx 
at  right  angles  to  the  lateral  view  is,  of 
course,  highly  desirable  and  necessary. 
Unfortunately,  the  shadow  of  the  cervical 
spine  is  superimposed  on  that  of  the  larynx 
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FIGURE  4.  Radiograph  of  lateral  view  of  neck 
showingthe  "triangle”  and  surrounding  structures. 


and  all  but  completely  obscures  it.  For  this 
reason,  planography  is  used  in  the  frontal 
projection  to  blm-  out  the  spine  shadow. 
While  the  method  is  satisfactory  for  this 
piu"pose,  it  imposes  several  of  its  own  prob- 
lems which  must  be  understood  and  con- 
tended with. 

First,  the  usual  “cuts”  with  the  piano- 
graph  are  about  0.5  to  1 cm.  thick.  Since 
the  larynx  and  hypopharynx  are  3.5  to  4 
cm.  in  anteroposterior  depth,  it  is  apparent 
that  the  correct  level  must  be  chosen  for  the 
visualization  of  the  area  under  study. 
Otherwise,  the  lesion  itself  might  be  blurred 
out.  The  simplest  procedure  to  obtain  the 
proper  levels  is  to  measure  the  height  from 
the  table  top  of  the  tip  of  the  thyroid  car- 
tilage with  the  patient  supine,  make  the 
first  “cut”  2 cm.  behind  this  plane,  and  con- 
tinue posteriorly  at  1-cm.  intervals  for  three 
or  four  additional  planes.  Further  studies 
may  be  made  as  indicated  after  viewing  the 
initial  tomograms. 

Second,  for  a satisfactory  visualization  of 
the  air -filled  ventricle,  it  is  essential  that 


FIGURE  5.  Demonstration  of  effect  of  rotation  of 
plane  of  true  cords  with  respect  to  central  rayon  the 
radiographic  visualization  of  ventricles.  (A)  Cords 
and  bands  parallel  to  central  ray;  ventricles  well 
demonstrated.  (B)  Cords  lie  obliquely  in  path  of 
the  central  ray;  ventricular  air  spaces  obliterated 
on  roentgenogram. 


the  plane  of  the  true  cords  be  parallel  to  the 
central  ray  and  perpendiculgir  to  the  plane 
of  the  table.  Any  angular  rotation  of  the 
true  cords  with  respect  to  the  central  ray 
in  the  cross  sectional  plane  causes  the  shad- 
ows of  the  false  cords  to  be  superimposed 
on  those  of  the  true  cords  and  obliterates 
the  projection  of  the  air-filled  ventricles  on 
the  radiograph  (Fig.  5).  Such  effects 
greatly  diminish  the  diagnostic  value  of  the 
planogram  and  may  result  in  a simulation 
of  tumors  of  the  larynx  (Fig.  6) . There  is  no 
technic  for  consistently  assuring  the  proper 
alignment  of  the  true  cords  and  the  central 
ray.  Generally,  the  true  cords  tend  to 
slope  caudally  as  they  extend  anteriorly  from 
the  arytenoid  cartilages  (Fig.  4).  Elevation 
of  the  chin  will  tend  to  compensate  for  this 
slope  and  more  often  than  not  will  yield 
satisfactory  tomograms.  In  doubtful  cases, 
the  lateral  view  will  show  the  acuity  of  the 
angle  of  caudal  sloping  and  give  additional 
information  concerning  how  much  chin  ele- 
vation is  required. 

Third,  it  is  essential  that  the  planogram 
be  made  while  the  patient  is  phonating 
“e.”  Indeed,  while  films  may  be  made  dur- 
ing “respiration  suspended”  as  well,  if  only 
one  planogram  is  to  be  taken,  it  must  be  the 
one  made  during  phonation.  The  primary 
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FIGURES.  Tomography  of  larynx.  Right  cord  and 
ventricle  are  the  sites  of  a documented  neoplasm. 
Left  half  of  larynx  is  normal.  Ventricle  is  oblit- 
erated by  oblique  position  of  cords  with  respect  to 
central  ray. 

reason  for  this  is  the  great  similarity  of  ap- 
pearance of  the  laryngeal  planograms  of 
some  intrinsic  laryngeal  tumors  and  of 
paralysis  of  one  vocal  cord.  A definitive 
differential  diagnosis  may  not  be  possible 
unless  the  tomogram  is  made  dmfing  phona- 
tion  (Fig.  7).  Another,  although  less  im- 
portant, reason  for  taking  a tomogram  dur- 
ing phonation  is  that  the  ventricle  is  more 
likely  to  be  demonstrated.  Phonation 
causes  the  vocal  cord  to  tense  and  straighten 
out,  and  the  probabilities  of  its  falling  into 
proper  alignment  with  the  central  ray  are 
thus  increased. 

With  contrast  media.  Examination  of 
the  larynx  with  the  aid  of  a contrast  me- 
dium, contrast  laryngography,  recently  has 
been  popularized  by  the  work  of  Powers, 
Seaman,  and  their  coworkers.  The  method 
will  be  described  fully  by  Dr.  Powers  at  this 
meeting  and  will  not  be  detailed  here.  Our 
own  experience  has  shown  it  to  be  of  great 
value  in  demonstrating  lesions  on  the  mu- 
cosal surfaces  of  the  larynx  and  hypopharynx 


FIGURE  7.  Tomography  of  larynx  during  phona- 
tion of  “e.”  Tomogram  on  left  illustrates  paralysis 
of  left  vocal  cord,  right  vocal  cord  normal.  Ap- 
pearance of  the  normal  right  cord  simulates  that  of 
a true  cord  tumor,  while  the  paralyzed  left  cord 
superficially  appears  more  normal.  However,  the 
“long  gothic  arch”  shape  of  the  left  subglottic 
angle  indicates  its  paralyzed  condition  and  sup- 
plies the  key  to  proper  interpretation.  Tomogram 
on  right  reveals  a tumor  of  right  true  cord  and  sub- 
glottic area.  Left  cord  is  normal,  but  ventricle 
obliterated  by  obliquity  of  projection. 

and  projections  into  the  airway  but  of  less 
import  in  the  determination  of  the  extent 
of  subsurface  spread  and  total  bulk  of 
neoplastic  involvement.  The  limiting  fac- 
tors in  its  use,  although  minor,  are  the  re- 
quirements of  local  anesthesia  of  the  laryn- 
geal region  and  the  use  of  a contrast  me- 
dium, some  of  which  enters  the  lungs. 

The  hypopharynx:  methods 
of  radiologic  study 

The  hypopharynx  is  utilized  in  the  trans- 
port of  both  air  and  food.  Inherent  in  its 
timction  is  the  exclusion  of  food  from  the 
larynx  during  swallowing  and  of  air  from  the 
esophagus  during  respiration.  A complete 
study  of  this  region  therefore  must  include 
not  only  the  demonstration  of  its  static 
anatomic  appearance,  normal  or  abnormal, 
but  also  an  examination  of  its  functional 
ability.  The  latter  study  is  particularly  re- 
quired in  cases  with  histories  of  dysphagia 
or  aspiration.  The  appearance  of  the 
hypopharynx  changes  considerably  during 
the  various  stages  of  swallowing,  and  knowl- 
edge of  these  different  aspects  is  necessary 
for  the  proper  interpretation  of  structural 
changes  as  weU  as  of  functional  abnormal- 
ities. Therefore,  the  laryngopharynx  is 
studied  radiographically  without  and  with 
contrast  media,  the  latter  while  the  region 
is  at  rest  and  during  swallowing. 

Without  contrast  media.  Lateral  ra- 
diograph. The  same  roentgenogram  is  uti- 
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lized  for  the  lateral  views  of  the  hypopharynx 
and  the  larynx.  The  posterior  wall  of  the 
hypopharynx  is  well  demonstrated  by  the 
air  contained  in  this  zone.  The  pyriform 
recesses  ordinarily  are  not  directly  visuaUzed 
in  this  view.  They  lie  superimposed  on 
each  other  in  the  area  immediately  in  front 
of  the  aryepiglottic  folds  extending  from 
the  level  of  the  floor  of  the  vallecula  to  just 
below  that  of  the  true  cords  (Fig.  3).  When 
the  presence  of  foreign  bodies,  such  as  flsh 
or  chicken  bones,  is  suspected,  the  exposure 
should  be  a little  greater  and  the  film  some- 
what darker  than  average  since  better 
visualization  of  the  bones  is  thereby  ob- 
tained. 

Frontal  view.  The  planogram  is  again 
required  to  blur  out  the  obscuring  shadow 
of  the  cervical  spine.  Essentially  the  same 
technic  is  employed  as  that  used  in  studies 
of  the  larynx.  However,  because  the  hypo- 
pharynx rather  than  the  intrinsic  larynx  is 
being  examined,  the  emphasis  of  study  is 
shifted.  Planograms  must  be  made  while 
the  patient  performs  the  modified  Valsalva 
maneuver  and  thereby  distends  the  hypo- 
pharynx with  air.  Space-filling  masses 
thereby  are  well  delineated,  and  thickening 
of  the  laryngeal  and  hypopharyngeal  walls 
is  demonstrated.  Phonation  and  axis  devia- 
tions of  the  true  cords  are  of  less  importance 
than  in  cases  of  intrinsic  larynx  lesions,  but 
the  level  of  the  “cut”  of  the  planogram  is  of 
significance  and  must  be  given  proper  at- 
tention. The  planogram  is  particularly 
useful  in  determining  the  extent  of  subsur- 
face involvement  and  total  volume  of  the 
tumor.  It  is  less  able  to  demonstrate  the 
superficial  mucosal  spread  and  shallow  ulcer- 
ations in  the  lesions. 

With  contrast  material.  The  hypo- 
pharyngogram.  The  region  should  be  at 
rest  with  no  swallowing.  In  this  study  the 
hypopharyngeal  mucosa  is  coated  by  a con- 
trast material  and  then  studied  radio- 
graphically. Oily  or  barium  paste  media 
may  be  employed  for  this  purpose.  Of  the 
former,  propyliodine  (Dionosil)  in  oil  or 
Lipiodol  are  probably  the  most  effective. 
Propyliodine-aqueous  gives  a somewhat  less 
even  coating.  If  a barium  suspension  is 
employed,  it  is  given  in  a well-mixed  creamy 
consistency  which  flows  slowly  of  its  own 
weight.  The  examinee  swallows  the  me- 
dium, and  a suitable  time,  about  ten  to 
twenty  seconds,  is  allowed  for  the  excess  to 


FIGURE  8.  Contrast  laryngopharyngogram  with 
oily  medium.  Note  clear,  linear  opacification  of 
the  mucosal  surfaces  of  larynx  and  hypopharynx. 
Effect  of  modified  Valsalva  maneuver  is  shown  on 
right.  There  is  air  distention  of  pyriform  recesses 
and  hypopharynx. 

drain  off  jnto  the  esophagus.  Films  are 
then  made  in  the  lateral  and  frontal  views 
with  respiration  suspended  and  during  the 
modified  Valsalva  maneuver  which  dis- 
tends the  hypopharynx  with  air.  If  de- 
sired, the  four  views  may  be  obtained  on  a 
single  four-on-one  spot  fihn  under  fluoro- 
scopic control.  No  topical  anesthesia  is 
required  since  the  larynx  is  not  visualized. 
The  examination  yields  an  excellent  study 
of  the  mucosa  and  inward  projections  of  the 
hypopharynx  (Fig.  8).  Irregifiarities  of 
the  surface  and  the  contour  are  well  shown, 
and  superficial  ulcerations  often  are  demon- 
strated. 

Studies  during  swallowing.  Studies  dur- 
ing swallowing  form  an  essential  part  of  the 
examination.  In  addition  to  the  gross 
structural  alterations  and  filling  defects 
which  are  demonstrated,  the  examination 
yields  vital  information  concerning  the 
functioning  of  the  laryngopharynx.  The 
presence  of  such  abnormalities  as  webs, 
obstructions,  and  aspiration  can  be  revealed 
and  analyzed  only  by  this  method. 

Regular,  slightly  heavy,  but  freely  flowing 
barium  suspensions  are  employed.  The 
examination  requires  that  the  hypopharynx 
be  completely  filled  and  even  slightly  dis- 
tended by  large  boluses  of  swallowed  barium 
suspension  of  uniform  density.  The  oils 
and  barium  paste  are  not  as  satisfactory 
since  their  boluses  are  not  sufficiently  large 
or  continuous,  and  their  densities  are  more 
patchily  and  irregularly  distributed. 

Several  methods  are  available  for  the 
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FIGURE  9.  One  film  of  sequence  study  of  hypo- 
pharynx  during  swallowing.  Appearance  of  turned 
down  epiglottis,  elevated  arytenoid  cartilages, 
pyriform  recesses,  aryepiglottic  fold  furrows, 
cricoid  cartilage,  and  larynx  is  well  shown. 

study  of  the  barium-filled  esophagus  and  the 
swallowing  maneuver.  The  movements  of 
the  laryngopharynx  are  very  rapid  during 
swallowing,  and  some  mechanism  of  high- 
speed serial  radiography  is  necessary  to 
record  the  rapid  progression  of  the  changes 
that  occur.  In  addition,  a proper  analysis 
also  requires  that  the  area  be  visualized  in 
sufficient  size  and  detail  so  that  the  normal 
movements  of  the  individual  component 
structures  can  be  appreciated  and  the  aber- 
rations in  the  abnormal  cases  can  be  recog- 
nized and  understood.  At  present  there  is 
no  single  method  of  study  which  satisfies 
all  the  desired  requirements  and  is  suffi- 
ciently inexpensive  to  allow  general  use  in 
clinical  radiology.  Compromises  of  some 
degree  are  therefore  accepted. 

The  most  rapid  serial  radiographic  method 
for  studying  deglutition  is  cineradiography 
used  in  conjunction  with  image  intensifica- 
tion. Thus  far  16-mm.  film  has  been  the 
most  practicable  picture  size,  although  35- 
mm.  film  is  being  investigated.  Our  own 


experience  with  this  technic  is  limited,  and 
it  wiU  be  discussed  more  fuUy  by  Dr. 
Scatliff  during  this  meeting.  My  impression 
is  that  cineradiography  is  weU  suited  for 
recording  the  swallowing  phenomenon  by 
virtue  of  its  speed.  However,  the  loss  of 
detail  in  each  of  the  small  16-mm.  frames  is 
such  as  to  limit  the  value  of  the  procedure 
significantly  for  a detailed  analysis  of  the 
action  and  the  appearance  of  the  component 
parts  of  the  laryngopharynx  during  swallow- 
ing. 

We  have  employed  the  Fairchild  serialo- 
graph  for  our  swallowing  studies.  This 
apparatus  permits  the  making  of  9-  by  9-inch 
radiographs  of  the  laryngopharynx,  slightly 
magnified,  at  the  rate  of  two  per  second. 
There  is  no  intermediate  photographic  step, 
as  with  the  cine  technic,  and  the  resultant 
detail  and  size  are  excellent.  We  have  foimd 
the  rate  of  two  exposures  per  second  ade- 
quately fast  for  recording  the  various 
laryngopharyngeal  motions  during  degluti- 
tion, particularly  since  several  swallowing 
cycles  are  recorded  in  one  sequence,  and  a 
phase  possibly  missed  in  one  cycle  is  usually 
obtained  in  another.  More  important,  how- 
ever, each  component  of  the  laryngo- 
pharynx, that  is,  the  arytenoid  cartilage 
mass,  the  aryepiglottic  folds,  the  pyriform 
recess,  the  epiglottis,  and  so  forth,  is  visual- 
ized in  satisfactory  detail.  As  a result,  the 
motions  of  the  components  can  be  studied 
and  correlated  carefully  (Fig.  9).  With 
experience  one  is  soon  able  to  understand 
the  actions  of  aU  the  components  during 
each  of  the  phases  of  swallowing  and  to 
recognize  readily  abnormalities  in  structure 
and  function  which  may  occur.  Indeed, 
the  knowledge  so  obtained  has  been  of  great 
aid  in  evaluating  the  cine  strips  we  have 
observed. 

The  procedure  with  the  Fairchild  ap- 
paratus is  simple.  The  patient  is  placed  in 
front  of  the  fihn-holder  portion  of  the  box  in 
a lateral  position,  given  a glass  of  moderately 
thick  barium  suspension,  and  told  to  drink  as 
rapidly  as  possible  without  moving  his 
head  or  body.  The  exposures  are  made 
automatically  while  the  patient  drinks. 
About  eight  seconds  of  drinking  yield  16 
exposures,  during  which  several  swallowing 
cycles  have  occurred.  Another  sequence  of 
similar  length  is  made  with  the  examinee  in 
the  anteroposterior  position.  This  time  the 
patient  drinks  as  rapidly  as  possible  through 
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a wide  siphon  (5-mm.  diameter)  from  the 
side  of  the  mouth  to  avoid  superimposing  the 
glass  of  barimn  suspension  on  the  area  under 
study.  These  strips  almost  invariably  yield 
the  information  desired. 

Where  the  Fairchild  or  cine  apparatus  is 
not  available,  the  laryngopharynx  may  be 
examined  by  single  exposures  made  in  the 
lateral  and  frontal  views  at  the  moments  of 
swallowing  when  the  region  is  filled  with  con- 
trast material.  Although  less  informative, 
these  studies  are  nevertheless  of  great  value 
in  demonstrating  anatomic  changes  in  the 
laryngopharynx.  Filling  defects,  constric- 
tions, and  deformities  are  recognized  readily. 
Accurate  surmises  of  malfunction  frequently 
may  be  inferred  from  the  single  radiograph 
after  sufficient  experience  with  the  other 
methods  lias  been  obtained. 

Several  technics  may  be  employed  for 
obtaining  the  bariiun-fiUed  laryngopharynx 
on  the  single  roentgenogram.  In  the  first 
of  these  procedures,  the  patient  is  placed 
against  the  casette  in  the  lateral  position  and 
told  to  drink  from  the  glass  of  barium  sus- 
pension as  rapidly  as  possible.  The  ex- 
posure is  made  at  any  time  while  drinking. 
If  the  patient  drinks  rapidly  enough,  the 
desired  roentgenogram  is  usually  obtained 
on  the  first  or  second  attempt.  For  the 
frontal  view  a wide  siphon  is  used,  as  in  the 
exposures  with  the  Fairchild  apparatus. 
The  second  and  third  methods  require  proper 
timing.  One  of  these  is  made  with  a fluoro- 
scopic “spot”  device.  The  patient  takes 
a large  mouthful  of  barium  and  is  placed  be- 
hind the  fluoroscopic  screen.  He  is  given 
the  command  “swallow,”  and  a count  is 
taken  while  the  bolus  passes  into  the  laryngo- 
pharynx under  fluoroscopic  observation. 
The  procedure  is  repeated,  but  a “spot” 
radiograph  is  made  on  a single  8-  by  10-inch 
film  at  the  predetermined  count  and  usually 
yields  the  desired  roentgenogram.  Films 
are  made  in  the  lateral  and  frontal  views. 
In  the  third  procedure  the  patient  is  erect 
and  is  positioned  against  the  casette  on  a 
casette  stand  in  the  anteroposterior  position 
facing  the  horizontally  directed  tube.  He 
holds  a large  quantity  of  barium  suspension 
in  his  mouth.  At  the  command  “swallow,” 
he  is  directed  to  swallow  the  mouthful  as 
rapidly  as  possible  and  avoid  moving  the 
head  and  body.  The  technician  watches 
the  patient’s  thyroid  cartilage  as  it  ascends 
during  the  swallowing  maneuver.  At  the 


peak  of  the  ascent,  the  exposure  is  made. 
The  procedure  is  then  repeated  with  the 
examinee  in  the  lateral  position.  Any  of 
these  methods  may  give  satisfactory  results. 
The  timed-exposiue  procedures  require  some 
experience  by  the  operator  for  consistently 
good  films. 

Summary 

Satisfactory  roentgenographic  diagnosis 
of  the  larynx  and  hypopharynx  requires  a 
somewhat  unusual  emphasis  on  the  detailed 
anatomy  of  the  soft  tissues  of  the  region 
and  painstaking  attention  to  detail  in  film- 
ing. 

The  roentgenographic  anatomy  of  the 
larynx  and  hypopharynx  is  most  easily  ap- 
preciated when  considered  with  reference  to 
the  “triangle  of  the  larynx,”  formed  by  the 
epiglottic  plate,  the  true  cords,  and  the 
aryepiglottic  folds  and  arytenoid  cartilages. 
The  roentgenographic  appearance  of  the 
area  has  been  described  in  some  detail. 

Variations  of  the  roentgenographic  ap- 
pearance during  the  different  phases  of  func- 
tion of  these  mobile  structures  must  be  in- 
vestigated and  understood  adequately  for 
the  proper  evaluation  through  roentgenog- 
raphy. Radiographic  technics  for  demon- 
strating the  region  must  therefore  include 
studies  of  static  anatomic  appearance  and 
analysis  of  function.  The  procedures  are 
somewhat  varied  and  complicated.  They 
may  be  summarized  as  follows; 

Lauynx 

Without  contrast  media 
Fluoroscopy 
Lateral  view 

Frontal  view — planography  at  rest 
and  with  phonation 
With  contrast  media 

Laryngogram,  frontal  and  lateral 
views 

Hypopharynx 

Without  contrast  media 
Lateral  view 

Frontal  view — planogram  at  rest 
and  during  modified  Valsalva  maneu- 
ver 

With  contrast  media 

Hypopharyngogram — frontal  and  lat- 
eral views  at  rest  and  during  mod- 
ified Valsalva  maneuver 
During  barium  swallowing — frontal 
and  lateral  views 
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Cineradiography 
Fairchild  canniera 

Single  views  with  hypopharynx 
distended 

During  rapid  drinking 

Timed  exposure  under  fluoro- 

scope 

Exposure  timed  with  rise  of 
thyroid  cartilage. 

Contrast  Examination 
of  the  Larynx  and  Pharynx 

Accuracy  and  Value 
in  Diagnosis  and  Therapy 
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It  may  seem  strange  for  me  to  discuss 
diagnostic  radiology  topics.  I am  a radia- 
tion therapist,  and  my  reasons  for  getting 
into  work  with  the  larynx  were  twofold. 
First,  we  had  no  means  of  communicating 
with  the  otolaryngologists  about  which  cases 
we  should  get  for  therapy;  second,  without 
any  means  of  communication  with  them, 
we  had  no  way  of  selecting  the  cases  we 
thought  should  be  treated. 

The  criticism  originally  made  of  us  was 
that  our  films  showed  the  same  thing  the 
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specimens  showed  but  that  they  didn’t 
mean  anything.  If  the  treatment  of  laryn 
geal  or  pharyngeal  cancer  required  simply 
a total  laryngectomy  with  removal  of  all 
structures,  regardless  of  the  location,  size, 
or  extent  of  the  tumor,  an  accurate  appraisal 
of  the  extent  of  the  tumor  would  not  be 
necessary.  However,  if  there  are  other 
methods  of  treatment  available,  either  radia- 
tion therapy  or  subtotal  laryngectomy  in 
selected  cases,  then  a completely  accurate 
delineation  of  the  tumor  and  specification 
of  the  tumor  extent  becomes  mandatory. 

Recently,  a group  made  up  of  an  oto- 
laryngologist and  several  pathologists  re- 
viewed 96  consecutive  specimens  of  laryn- 
geal tumor  in  which  an  en  bloc  resection  of 
the  primary  tumor  with  an  elective  or  thera- 
peutic neck  dissection  was  the  surgical  pro- 
cedure. ^ The  pathologic  material  was  ex- 
tremely well  worked  up  and  they  have  initi- 
ated a nomenclature,  if  you  wiU,  rather  than 
a classification  of  tumors  of  the  larynx  which 
correlates  the  pathologic  findings  and  the 
extent  of  the  tumor  with  lymph  node  involve- 
ment. I think  this  becomes  important  as 
we  select  cases  for  therapy  because  I am 
presently  unwilling  to  treat  the  entire  neck 
area  of  a patient  who  has  a limited  carcinoma 
of  the  larynx,  and  I would  like  to  make  my 
selection  partly  on  the  basis  of  how  extensive 
the  lesion  is  as  far  as  the  neck  nodes  are  con- 
cerned. 

Classification 

Figure  1 is  a fairly  complex  drawing 
taken  from  the  material  of  McGavran, 
Bauer,  and  Ogura.  ^ They  make  four  classi- 
fications of  carcinoma  of  the  larynx.  The 
first  is  glottic,  or  carcinoma  limited  to  the 
true  cord;  the  second  is  infraglottic  and 
indicates  tumors  involving  the  glottis  and 
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FIGURE  1.  Classification  of  tumors  of  the  larynx. ^ 

subglottis;  the  third  is  supraglottic  and  in- 
dicates tumors  involving  the  false  cord  or 
the  fixed  or  free  portions  of  the  laryngeal 
surface  of  the  epiglottis;  in  other  words, 
from  the  false  cord  up  to  the  tip  of  the  epi- 
glottis. The  fourth  name  they  use  is  signif- 
icant, transglottic,  and  this  represents  any 
combination  of  tumor  that  crosses  the  laryn- 
geal ventricle. 

This  classification  is  a nomenclature.  It 
is  a way  of  approaching  the  subject  in  think- 
ing and  is  based  on  where  the  tumor  is 
seen  at  the  moment,  not  on  what  is  the 
probable  site  of  origin  of  the  tumor. 

The  reason  that  this  nomenclature  be- 
comes significant  is  that  the  lymphatic 
distribution  from  the  false  cord  and  epi- 
glottis is  separated  considerably  from  the 
lymphatic  distribution  of  the  true  cord  and 
the  subglottic  area.  If  a tumor  crosses 
the  ventricle  and  possibly  involves  both 
lymph  node  distribution  areas,  the  incidence 
of  lymphatic  spread  presumably  would  be 
higher.’  In  this  group  of  96  patients,  they 
found  exactly  that. 

If  the  tumor  was  in  the  glottic  area,  the 
patients  did  not  have  lymph  node  metastases. 
There  were  5 such  glottic  cases;  the  number 
of  such  patients  is  small.  Most  of  these 
cases  are  treated  by  radiation  therapy. 
Four  of  the  5 patients  had  a fixed  cord  and 
were  considered  unsuitable  for  radiation 
therapy  by  the  surgeon.  I wouldn’t  agree 
with  that  and  we  are  in  the  process  of  dis- 
cussing this  further. 

They  had  27  patients  with  carcinoma  in 
the  infraglottic  region,  and  only  5 of  those 
had  involved  nodes.  Of  those  5,  1 had 
palpable  nodes  that  showed  positive  find- 
ings. The  others  were  clinically  inapparent 
nodes. 

In  the  supraglottic  area  they  found  a 
higher  incidence  of  nodes,  33  per  cent,  but 


the  significant  thing  is  that  in  the  trans- 
glottic area,  where  the  tumor  could  involve 
both  lymphatic  distributions,  they  had  an 
incidence  which  happens  to  be  the  sum  of 
these  two.  This  is  not  statistically  signifi- 
cant that  the  sum  is  the  sum  of  the  other 
two  distributions,  but  it  is  statistically 
significant  that  the  incidence  of  nodes  is 
increased  when  both  structures  are  involved. 

In  addition,  they  evaluated  how  many  of 
their  patients  who  had  no  palpable  nodes 
had  nodes  with  positive  findings  at  the 
time  of  an  elective  neck  dissection.  In  their 
glottic  group  again  they  had  no  patients. 
In  their  infraglottic  group  they  actually 
had  a higher  incidence  of  cUnicaUy  inap- 
parent nodes  than  apparent  nodes.  In  their 
supraglottic  group  the  interesting  point 
comes  out  that  only  1 patient  out  of  25  who 
had  a tumor  of  the  epiglottis  with  chnicaUy 
negative  neck  findings  had  lymph  nodes  that 
showed  metastases.  This  was  a tumor 
which  was  3 cm.  in  diameter  and  was 
extremely  undifferentiated.  The  authors 
correlated  the  histopathology  and  the  size 
of  the  tumor  with  the  lymph  nodes. 

We  believe  that  it  will  not  be  long  before 
we  wiU  be  treating  the  supraglottic  tumors, 
because  the  incidence  of  nodes  is  small,  and 
if  the  tumor  does  not  involve  cartilage  or 
destroy  structures  with  ulceration,  I think 
it  may  be  a problem  for  the  radiation 
therapist. 

Roentgenographic  study 

We  feel  that  with  contrast  roentgenog- 
raphy of  the  larynx  and  hypopharynx, 
tumors  and  masses  of  these  regions  can  be 
defined  accurately  as  to  location,  size,  and 
extent.  We  think  that  we  can  detect 
fvmctional  impairment  of  the  structures 
and  that  the  method  is  direct,  simple,  and, 
in  our  hands  at  least,  has  so  far  been  safe, 
as  we  have  had  only  one  complication. 
This  was  in  a patient  who  had  a leukemic 
infiltration  of  his  entire  larynx.  He  de- 
veloped fever  and  bronchopneumonia  fol- 
lowing the  laryngogram,  and  we  have  to 
accept  this  as  a complication  of  our  method 
of  study. 

We  do  this  examination  with  simple 
roentgenographic  equipment.  We  have 
given  little  exposure  to  the  patient  while 
doing  the  procedure,  and  we  think  we  our- 
selves get  little  exposure.  We  also  believe 
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that  it  takes  no  more  time  than  a gastro- 
intestinal series.  In  our  hands  it  doesn’t 
take  more  time  because  we  have  prevailed 
on  the  otolaryngologist  to  do  the  anesthesia 
for  us,  and  we  do  the  instillation  of  dye  and 
take  the  films.  This  has  cut  down  the 
time-consuming  portion  of  the  examination. 
We  do  not  feel  that  the  laryngogram  is  a 
screening  procedure,  in  that  we  don’t  do 
this  on  all  patients  who  come  in  complaining 
of  hoarseness;  we  prefer  the  patient  to  have 
been  seen  by  a qualified  observer  who  thinks 
that  a lesion  is  present.  We  have  had  a 
high  incidence  of  false  positive  results  when 
we  have  done  screening  examinations  be- 
cause we  have  over-read  the  films. 

We  don’t  think  that  it  is  a definitive 
procedure  to  determine  cancer  because  we 
have  had  a number  of  benign  conditions, 
such  as  hyperkeratosis,  laryngeal  nodules, 
laryngeal  papillomas,  and  1 case  of  histo- 
plasmosis of  the  epiglottis,  all  of  which 
produced  roentgenographic  findings  of  a 
tumor. 

We  do  think  that  no  other  single  roent- 
genographic examination  has  been  evaluated 
as  far  as  its  accuracy  is  concerned  and  then 
has  been  shown  to  be  as  accurate  as  this, 
but  we  don’t  say  that  this  is  the  only 
examination  because  we  use  soft  tissues,  we 
use  tomograms,  and  we  also  use  cineradiog- 
raphy in  the  selected  cases  where  these 
methods  apply. 

We  feel  that  contrast  roentgenography  is 
a somewhat  simpler  procedure  than  cine- 
radiography, since  we  don’t  require  so  much 
expensive  equipment.  To  prove  the  value 
of  this  procedure  we  have  to  show  that  we 
can  effectively  aid  in  the  selection  of  the 
treatment  procedure. 

Surgical  procedure 

One  of  the  methods  of  treatment  that  is 
utilized  in  our  institution  is  a subtotal 
supraglottis  dissection.*  This  is  a new 
operation  for  the  treatment  of  tumors  that 
involve  the  supraglottic  region  and  do  not 
cross  the  ventricle  to  involve  the  true  cord. 
It  is  competitive  with  radiation  therapy  in 
that  function  will  be  conserved,  since  the 
cords  and  arytenoids  are  preserved  and 
the  patient  is  able  to  talk.  The  structures 
that  are  removed  are  a portion  of  the  base 
of  the  tongue,  if  necessary;  the  hyoid,  if 
necessary;  and  the  epiglottis,  the  aryep- 


FIGURE  2.  Lateral  barium  swallow  sequence  in 
patient  who  had  his  epiglottis  and  false  cords 
removed  for  carcinoma  of  the  epiglottis.  Patient 
swallows  with  no  aspiration.  Speech  is  normal. 


iglottic  folds,  and  the  false  cords,  with  a 
portion  of  the  thyroid  cartilage.  This 
seems  to  be  a somewhat  mutilating  opera- 
tion and  one  would  suggest  that  the  patient 
could  not  swallow  after  this. 

The  series  (Fig.  2)  was  taken  using  Dr. 
Bachman’s  technic  of  a multiple  film  changer 
and  was  done  after  seeing  one  of  his  presen- 
tations. This  patient  had  a supraglottic 
subtotal  laryngectomy.  We  have  no  line 
referring  to  the  inferior  surface  of  the 
epiglottis  because  this  was  not  present  in 
this  patient,  since  the  epiglottis  had  been 
removed.  The  hyoid  is  much  closer  to  the 
air  shadow,  and  there  is  less  pre-epiglottic 
space  since  these  structures  have  been 
removed.  The  actual  base  of  the  tongue  is 
seen  and  a mucosal  graft  to  cover  the  bare 
area  where  the  epiglottis  was  removed. 
The  vocal  cords  are  present.  Arytenoids 
are  still  present,  and  the  patient  swallows 
well  by  elevating  the  arytenoids  against 
the  base  of  the  tongue.  These  are  larger 
sulci  than  those  in  Dr.  Bachman’s  patient 
because  there  just  isn’t  as  much  soft  tissue 
to  fiU  the  space,  but  these  are  lateral  exten- 
sions of  the  dye.  The  patient  learns  to  close 
his  glottis  completely  at  the  time  of  swallow- 
ing and  elevates  the  arytenoids  against  this 
new  inferior  surface.  These  patients  are  able 
to  swallow  quite  well  and  are  able  to  phonate 
very  well.®  This  operation  can  be  utilized 
in  selected  supraglottic  cases  and  is  competi- 
tive with  radiation  therapy  as  the  similar 
level  of  function  is  maintained. 

We  also  feel  that  in  patients  with  mobile 
true  cord  lesions  and  in  some  subglottic 
lesions  radiation  therapy  would  be  the 
method  of  choice,  and  this  is  again  one 
reason  for  study  in  this  field. 
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FIGURES.  Normal  laryngogram.  Inspiration.  (A)  Frontal  view.  Laryngeal  vestibule  is  opened  to  max- 
imal width.  Glottis  is  opened  wide  by  upward  and  outward  movement  of  true  cords.  (B)  Lateral  view. 
Surface  contrast  aids  in  evaluation  of  vallecula,  epiglottis,  and  trachea.  Pyriform  recesses  partially  super- 
impose and  conceal  posterior  portion  of  larynx.'* 


Technic 

We  described  the  technic  of  the  examina- 
tion in  1957.®  The  contrast  examination  of 
the  larynx  has  been  done  for  many  years; 
Dr.  Chevalier  Jackson  made  a fihn  of  this 
in  the  1930’s,  and  European  authors  use 
it  very  frequently.^  We  did  not  know  that 
these  people  had  done  this  procedure  when 
we  got  interested  and  started  doing  it. 
We  had  cooperation  from  a considerable 
number  of  people,  such  as  voice  therapists, 
otoleiryngologists,  and  pathologists,  to  de- 
vise an  examination  that  would  be  physio- 
logic. 

The  procedure  is  that  the  patient  is 
prepared  with  Nembutal  sodium  and  atro- 
pine. We  find  this  very  effective  in  that  it 
dries  the  mucous  membrane  sufficiently  and 
prevents  the  patient  from  having  excessive 
anxiety.  The  patient  is  anesthetized  with 
a topical  anesthetic  spray  into  the  hypo- 
pharynx  and  larynx.  We  most  frequently 
have  the  laryngologist  do  this  utilizing 
cocaine  10  per  cent  as  the  topical  anesthetic. 

Ten  to  20  cc.  of  oil  propyliodine,  which 
is  our  medium  of  choice,  are  dropped  slowly 
over  the  back  of  the  tongue  using  a plain 
syringe  and  a curved  metal  cannula  very 
much  like  the  one  that  is  commonly  used  for 
bronchography.  As  a matter  of  fact,  we 
got  part  of  our  idea  for  this  procedure  from 
looking  at  chest  films  of  patients  with 
bronchograms.  If  the  head  is  extended,  you 
will  find  in  every  bronchogram  that  the 
larynx  is  visualized  with  the  contrast  sub- 
stance. We  formed  our  ideas  of  this  pro- 
cedure from  seeing  these  bronchograms  and 


also  from  examining  patients  who  inad- 
vertently aspirated  barium  during  an  upper 
gastrointestinal  series.  This  performed  opac- 
ification of  the  larynx  and  aided  us  in  our 
search  for  a method  of  study. 

We  take  frontal  and  lateral  spot  films 
in  a number  of  physiologic  states.  We  make 
the  examination  before  a biopsy  is  performed, 
since  we  found  that  post-biopsy  and  post- 
tracheotomy examinations  have  been  very 
unsatisfactory  due  to  edema  of  the  laryn- 
geal structures.  We  have  had  only  one 
complication.  We  have  had  patients  who 
have  had  severe  apprehension  following 
cocaine  medication  and  have  returned 
these  patients  to  the  floor.  We  have  re- 
turned several  patients  to  the  floor  without 
examination  because  they  were  in  such 
respiratory  stridor  that  we  felt  it  inadvis- 
able to  continue  the  procedure.  Two  of  the 
5 patients  who  were  returned  to  the  floor 
without  having  had  the  examination  had  to 
have  an  immediate  tracheotomy.  None  of 
the  patients  on  whom  we’ve  done  the  ex- 
amination have  had  to  have  a tracheotomy 
performed  because  of  the  procedure.  We 
estimate  that  it  takes  about  ten  or  fifteen 
minutes;  we  get  aU  the  films  and  take  a look 
at  them  and  repeat  the  films  when  indicated. 

Illustrative  material 

We  will  examine  as  “normals”  pictures  of 
a patient  who  is  not  normal  in  that  she  is  a 
six-year  survivor  from  x-ray  therapy  of 
cmcinoma  of  the  larynx.  This  woman  was 
an  accomplished  amateur  singer  who  could 
control  her  larynx  very  well,  and  we  have 
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FIGURE  4.  Normal  laryngogram.  Phonation.  (A)  Frontal  view.  Laryngeal  vestibule,  false  cords,  true 
cords,  and  subglottic  space  are  outlined  by  contrast  substance.  (B)  Lateral  view.  The  entire  larynx  is 
elevated  in  phonation.  Pyriform  recesses  are  partially  distended  with  air.^ 


our  best  single  series  of  films  on  her.  We 
have  attempted  to  put  the  larynx  in  the 
widest  variation  of  function  we  can  get 
with  the  spot  films;  in  other  words,  with- 
out doing  cineradiography  where  we  would 
be  able  to  see  the  transition  from  one  phase 
of  fimction  to  another,  we  have  attempted 
to  put  the  larynx  at  extremes  of  function 
and  get  each  static  point  with  a spot  film. 
These  phases  are  done  with  a simple  spot 
filmer  that  one  would  use  for  a gastroin- 
testinal series,  and  they  are  done  with 
fluoroscopic  control.  The  patient  is  shown 
in  inspiration,  and  this  is  a forced  inspiration 
through  the  nose  (Fig.  3).  The  nose  then 
acts  as  the  narrowest  place  in  the  respira- 
tory tract,  and  the  patient  has  to  open  the 
larynx  wide.  In  this  situation,  the  pyriform 
recesses  are  only  partially  fiUed  with  con- 
trast substance,  and  the  laryngovestibule 
is  dilated  and  well  outlined.  The  laryn- 
goventricle  is  obliterated  by  the  upward 
and  outward  movement  of  the  vocal  cords. 
The  posterior  aspect  of  the  cords  is  seen 
laterally,  and  the  anterior  aspects  of  the 
cords  are  seen  nearly  coming  together  at  the 
anterior  commissure  region.  In  this  situa- 
tion, instead  of  having  a subglottic  area 
that’s  sharp  we  have  an  almost  straight 
passage.  We  have  attempted  with  this 
method  to  make  the  larynx  as  wide  as  it 
can  be. 

In  the  lateral  view  in  inspiration,  you 
can  recognize  the  tip  of  the  epiglottis,  the 
vallecula,  the  laryngeal  surface  of  the 
epiglottis,  the  ventricles  with  a httle  coat- 
ing of  dye,  and  the  anterior  extension  of 
the  pyriform  recesses.  The  arytenoids  are 


hidden  by  the  bulky  accumulation  of  the 
contrast  medium  in  the  pyriform  recesses. 

In  phonation,  you’ll  notice  that  the 
epiglottis  has  changed  its  configuration 
considerably  (Fig.  4).  Actually,  the  entire 
larynx  elevates,  and  if  you  phonate  and 
hold  the  tip  of  your  finger  on  your  thyroid 
cartilage  you  wiU  feel  it  bobbing  around 
as  you  are  talking.  In  phonation,  in  this 
case,  note  the  vallecula,  the  pyriform  re- 
cesses, and  the  laryngovestibule.  The  false 
cords  and  the  laryngoventricle  flooded 
with  contrast  substance  and  the  true  cords 
opposing  one  another  with  the  sharp 
subglottic  area  can  be  demonstrated. 

We  bave  done  some  studies  with  patients 
phonating  various  sounds,  and  I agree 
that  a simple  “e”  is  the  easiest  one  to  use. 
It’s  interesting  to  compare  phonation  with 
different  sounds.  The  cords  change  rela- 
tionship and  thickness  considerably,  as 
the  pitch  and  sound  vary. 

This  examination,  I think,  has  to  be 
looked  at  somewhat  the  way  you  look  at  a 
contrast  examination  of  the  colon,  in  that 
you  are  looking  at  a series  of  tubular 
structures  which  are  impinging  on  one 
another.  Some  of  these  structures  are 
anterior,  some  are  posterior,  and  one  has  to 
get  accustomed  to  looking  at  two  films 
that  are  focused  on  the  single  structure  and 
knowing  which  structures  are  front  and 
which  are  back.  We  can  do  it  on  a pelvic 
fihn  because  we  know  the  symphysis  is 
anterior  to  the  sacrum.  In  this  situation  we 
know  that  the  cords  are  anterior  to  the 
notch  which  is  the  interarytenoid  notch 
posteriorly,  placed  just  above  the  arytenoids 
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FIGURES.  Normal  laryngogram.  Valsalva  maneuver.  (A)  Frontal  view/.  Glottis  and  vestibule  are  obliter- 
ated by  the  opposition  of  the  true  and  false  cords  and  elevation  of  arytenoids.  (B)  Lateral  view.  Posterior 
displacement  of  epiglottis  and  anterior  and  superior  displacement  of  entire  larynx  opposes  elevated  ary- 
tenoids against  epiglottis  and  obliterates  vestibule  of  larynx.  Inferior  surface  of  true  cords  is  seen  by 
horizontal  contrast  line  below  vocal  cords."* 


with  the  two  smaller  cartilages.  The 
Eirytenoids  are  somewhat  elevated  in  phona- 
tion  in  this  large  mass,  and  the  large  pos- 
terior mass  represents  the  arytenoids.  Note 
also  the  aryepiglottic  fold,  the  laryngeal 
surface  of  the  epiglottis,  and  the  anterior 
margins  of  the  weU-ballooned  pyriform 
recesses. 

In  this  patient  we  were  fortunate  in  that 
she  had  swallowed  some  material  and  some 
air,  and  so  we  see  this  in  the  esophagus. 
The  bulge  in  the  posterior  aspect  of  the 
trachea  we  have  seen  very  frequently.  It’s 
a midline  bulge,  and  we  have  not  attached 
any  significance  to  it  because  we  see  it  in 
so  many  normal  patients,  but  it’s  seen 
particularly  in  patients  in  whom  the  con- 
trast material  coats  the  trachea.  This  is 
presumably  the  anterior  bulge  of  the  signet 
portion  of  the  cricoid  cartilage. 

We  have  an  illustration  of  a patient 
distending  in  a modified  Valsalva  maneuver; 
the  vallecula,  laryngovestibule,  the  false 
cords,  and  true  cords  almost  opposing  are 
well  seen.  The  ventricle  is  very  well  seen 
as  are  the  interarytenoid  area  which  we 
recognize  as  posterior  and  the  tremendous 
bulge  of  the  pyriform  recesses.  The  little 
bulges  that  stick  out  midway  up  the  lateral 
aspect  of  the  pyriform  recesses  on  either 
side  represent  the  bulge  of  the  pyriform 
recesses  into  the  hyothyroid  membrane 
and  represent  the  area  in  which  patients 
develop  lateral  pharyngeal  diverticula  in 
those  cases  of  glass  blowers  or  wind  in- 
strument players.  The  hyothyroid  mem- 
brane allows  protrusion  laterally  of  that 


portion  of  the  pyriform  sinus,  whereas  the 
remaining  lateral  wall  of  the  pyriform  sinus 
is  relatively  fixed  by  being  inside  the  thyroid 
cartilage  or  the  hyoid  bone.  In  the  lateral 
view,  you  can  again  see  the  change  in 
relationship  of  the  ventricle  with  respect 
to  the  hyoid,  and  the  change  in  the  rela- 
tionship of  the  epiglottis.  The  large  bulky 
posterior  mass  represents  the  group  of  three 
cartilages  in  the  posterior  aspect  of  the 
larynx — the  corniculate,  cuneiform,  and  ary- 
tenoid cartilages.  The  cricoid  cartilage  is 
actually  below  these  cartilages.  The  cri- 
copharyngeus  muscle  is  suggested  by  this 
delineation  of  the  air  and  contrast-filled 
esophagus. 

Now,  in  a Valsalva  maneuver  the  patient 
is  performing  a maneuver  not  too  different 
from  swallowing  (Fig.  5).  When  a patient 
swallows,  he  goes  through  essentially  the 
same  steps,  in  that  he  has  closed  the  larynx, 
exactly  as  this  patient  has.  The  arytenoids 
have  been  pushed  up  against  the  epiglottis, 
and  the  true  and  false  cords  are  opposing 
each  other  in  the  midline.  We  see  the 
obliterated  ventricle,  and  the  whole  cushion 
below  is  the  true  cord,  and  the  superior 
cushion  is  the  false  cord.  The  laryngo- 
vestibule is  practically  obliterated  by  ante- 
rior and  superior  displacement  of  the 
arytenoids  and  by  folding  of  the  structures. 
This  patient  is  again  overflooded  with 
contrast  substance  to  somewhat  obscure  the 
recesses. 

It  is  of  significance  to  perform  this  ma- 
neuver because  we  have  the  laryngoventricle 
with  only  a scanty  amount  of  dye,  but  below 
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that  we  have  the  true  cords  in  as  sharp  a 
right-angle  projection  as  can  be  obtained. 
In  tbe  lateral  view,  when  we’re  seeing  this, 
we  have  a good  indication  of  the  inferior 
margin  of  the  true  cord  as  a method  of  de- 
termining where  the  subglottic  area  begins. 
This  we  think  is  of  significance. 

In  the  study  of  accuracy  and  value  of 
this  procedure,  what  was  done  in  our  study 
was  a study  of  120  consecutive  laryngo- 
grams.  One  hundred  and  six  of  the  patients 
had  had  an  operation.  In  four  laryngo- 
grams,  the  contrast  examination  was  in- 
adequate for  examination,  and  these  have 
been  discarded.  Occasionally  we  get  an 
inadequate  x-ray  examination,  and  then 
we  just  state,  “This  cannot  be  interpreted.” 
I think  that’s  what  we  always  have  to  do  if 
we  have  a bad  examination.  It  is  a mistake 
to  attempt  to  interpret  an  inadequate  ex- 
amination. 

Several  of  the  laryngograms  could  not  be 
found  in  our  files,  and  so  we  were  left  with 
99  consecutive  patients  on  whom  we  had 
technically  adequate  laryngograms  and  on 
whom  operations  had  been  performed,  with 
a surgical  specimen  of  each  available  for 
comparison  with  the  clinical  and  roentgeno- 
graphic  findings. 

The  surgeon,  the  pathologist,  and  the 
radiologist  independently  examined  these 
cases.  The  surgeon  examined  his  old  records 
for  his  findings  at  the  time  of  endoscopy  and 
at  indirect  examination.  The  pathologist 
had  his  specimen,  and  we  had  our  x-ray 
films.  These  were  examined  independently, 
and  drawings  were  made  by  each  person. 
The  pathologic  findings  were  taken  as  the 
last  word,  and  we  compared  our  accuracy 
with  this.  We  found  that  there  were  22 
per  cent  inaccuracies  in  the  clinical  examina- 
tion for  evaluation  of  the  extent  of  the 
tumor  and  selecting  the  type  of  procedure 
to  be  utilized.  The  roentgenographic  error 
was  8 errors  out  of  99  cases. 

I think  you  can  recognize  a number  of 
the  cUnical  errors  from  some  of  the  speci- 
mens Dr.  Bachman  showed.  The  laryngol- 
ogist cannot  see  below  a bulky  tumor.  He 
cannot  see  certain  areas  within  the  larynx, 
and  he  recognizes  this.  He  cannot  tell 
if  certain  structures  are  involved  unless  he 
can  see  them,  and  so  he  is  going  to  make 
errors. 

Where  did  the  errors  come  in  the  x-ray 
examination?  We  have  one  case,  a carcinoma 


of  the  true  cord,  that  we  missed;  since  that 
time  I may  say  that  I have  missed  other 
carcinomas  of  the  true  cord  or  have  called 
them  on  the  wrong  side.  When  there  is 
only  a small  lesion  of  the  true  cord,  I think 
we  are  going  to  be  bound  to  make  errors. 
I think  in  these  cases  we  could  teU  that  there 
was  no  extension  beyond  the  true  cord, 
which  again  is  the  pragmatic  thing  to  make 
the  decision  about. 

In  the  infraglottic  area,  we  made  5 
errors  out  of  14  cases.  These  were  not 
errors  in  missing  the  subglottic  extension 
of  the  tumor  but  rather  in  localization. 
From  our  nomenclature  which  we  gave 
before,  if  the  tumor  involved  the  sub- 
glottic area  and  the  supraglottic  area,  it 
was  taken  from  the  subglottic  group  and 
put  in  the  transglottic  group.  We  frequently 
identified  tumors  as  involving  both  the 
true  cord  and  the  false  cord  when  actually 
the  false  cord  was  not  involved.  A bulky 
tumor  that  extends  subglottically  and  in- 
volves the  cord  might  bulge  into  the  ven- 
tricle completely  obliterating  the  ventricle 
so  that  we  could  not  get  contrast  substance 
into  the  ventricle,  couldn’t  see  it,  and 
might  mistakenly  conclude  that  it  was 
filled  with  tumor.  I wiU  demonstrate  a 
case  of  this. 

We  missed  one  supraglottic  and  one 
pyriform  sinus  lesion.  We  think  that  the 
otolaryngologist  is  going  to  make  errors 
and  that  we  are  going  to  make  errors 
whatever  method  we  use.  But  we  feel 
that  it  is  important  to  utilize  both  methods 
of  examination,  because  when  it  came  down 
to  it,  one  or  the  other  of  us  usually  was 
completely  correct,  and  the  correct  thing 
was  done  in  the  individual  patient. 

Figure  6A  is  of  soft  tissue,  a procedure 
which  we  recommend.  We  get  such  films  on 
aU  the  patients  before  contrast  substance  is 
instilled.  There  is  a large  bulky  tiunor  mass 
on  tbe  tip  of  the  epiglottis.  The  rest  of  the 
larynx  appears  completely  normal.  The 
laryngologists  were  faced  with  the  problem 
of  seeing  below  this  tumor,  and  since  they 
couldn’t  see  below  it,  they  asked  us  to 
perform  an  examination  on  the  patient. 
Figure  6C  is  the  laryngogram  on  the  same 
patient  showing  that  in  the  frontal  view 
the  tumor  mass  occupies  the  epiglottic 
tip  eccentrically  as  seen.  The  epiglottis 
below  the  tumor  bulk  is  shown  to  be  free 
of  disease.  I think  one  thing  of  interest 
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FIGURE  6.  Supraglottic  carcinoma.  (A)  On  soft  tissue  lateral  view,  tumor  involves  tip  of  epiglottis.  (B) 
Specimen  shows  tumor  at  tip  of  epiglottis,  T.  Only  epiglottis,  hyoid,  and  portion  of  thyroid  cartilage  have 
been  removed.  F indicates  false  cords  and  inferior  margin  of  resection.  (C)  Frontal  view  of  laryngogram 
defines  eccentric  supraglottic  tumor.  (D)  Lateral  view  of  laryngogram  demonstrates  with  contrast  the 
limited  extent  of  tumor. 
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FIGURE  7.  Supraglottic  carcinoma.  (A)  On  lateral  view,  laryngogram  demonstrates  large  supraglottic  soft 
tissue  mass  with  strands  of  contrast  media  penetrating  the  mass.  This  indicates  deep  ulceration  into  the 
tumor.  There  is  tumor  extension  into  anterior  commissure  area  between  true  cords.  (B)  Specimen 
demonstrates  extensive  nature  of  tumor.  True  cords  are  normal. 


about  this  patient  is  shown  on  the  lateral 
view  (Fig.  6D).  Contrast  material  and 
air  seen  in  the  esophagus  and  the  little 
trough  and  passage  of  contrast  substance 
are  thought  by  us  to  represent  the  sUng 
of  the  cricopharyngeus.  This  area  is 


frequently  poorly  evaluated  on  the  laryngo- 
gram, and  unless  the  area  is  seen  com- 
pletely, we  cannot  determine  postcricoid 
extension  of  tumors. 

Figure  6B  is  a specimen  of  this  patient. 
The  tip  of  the  epiglottis  seems  to  be  involved 
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by  tumor,  and  the  specimen  consists  only 
of  the  epiglottis  and  false  cords.  No  tumor 
was  present  below  the  mass  seen  near  the 
tip  of  the  epiglottis.  This  patient  is  eating, 
swallowing,  and  talking  well  at  the  present 
time.  No  tumor  was  cut  across,  and  the 
tumor  is  adequately  resected,  preserving 
the  function  of  the  larynx. 

Another  tumor  in  the  same  region  looks 
exactly  hke  a case  we  have  in  our  files  of 
histoplasmosis  of  the  larynx.  In  the  frontal 
view,  the  tumor  is  located  high  in  the 
supraglottic  region  and  involves  only  the 
laryngeal  surface  of  the  epiglottis.  In  the 
lateral  view,  there  is,  instead  of  the  smooth 
contour  of  the  laryngeal  surface  of  the 
epiglottis,  irregularity  and  a bulky  mass. 
This  represents  the  extent  of  the  tumor  mass. 
The  tumor  is  indicated  on  the  midUne  of 
the  laryngeal  surface  of  the  epiglottis.  The 
false  cord  area  is  at  the  inferior  margin  of 
the  specimen.  The  remainder  of  the  larynx 
was  preserved.  The  patient  is  swallowing 
well.  In  my  estimation,  this  would  be  an 
ideal  case  for  radiation  therapy. 

The  patient  in  f igure  7A  had  a more 
extensive  supraglottic  tumor.  In  the  lateral 
view,  the  tumor  is  ulcerated  with  contrast 
substance  going  well  into  the  pre-epiglottic 
space  (Fig.  7B).  We  felt  that  the  tumor 
extended  into  the  anterior  commissure 
region  without  involving  the  true  cords  and 
that  a supraglottic  procedure  would  be 
impossible.  We  were  correct  in  this  in- 
terpretation. 

Figure  7B  shows  the  specimen.  The 
tumor  is  large  and  ulcerating.  Histolog- 
ically, it  extended  into  the  anterior  com- 
missure without  involving  the  true  cords. 

The  patient  in  Figure  8A  represented 
one  of  oiu  errors,  since  the  patient  was 
classified  as  a transglottic  case.  There  was  a 
polypoid  mass  of  the  right  side  of  the 
larynx,  with  the  polypoid  mass  extending 
into  the  subglottic  region  as  is  well  seen 
in  the  lateral  view  (Fig.  8B).  There  is 
elevation  of  the  right  ventricle,  and  we 
reported  this  as  a tumor  involving  the 
true  and  false  cords.  On  the  lateral  view, 
we  felt  that  the  bulk  of  tumor  involved 
the  lateral  wall  of  the  subglottic  region  but 
that  it  extended  anteriorly  to  the  midline 
and  crossed  the  midline. 

On  the  specimen  of  this  tumor  (Fig.  8C) 
you  can  see  the  subglottic  extension  of  the 
tumor  with  the  anterior  commissure  in- 


FIGURE  8.  Subglottic  carcinoma.  (A)  Polypoid  j 
tumor  of  right  true  cord  is  well  seen.  Arrow  in- 
dicates elevated  laryngeal  ventricle.  (B)  In  lateral 
view  extensive  subglottic  nature  of  lesion  is  seen.  - I 
Since  lesion  involves  anterior  wall  of  subglottic  ; 1 

larynx,  it  can  be  evaluated  that  it  crosses  the  mid-  ^ / 

line.  (C)  Specimen  is  stretched  to  show  tumor  ) 
mass  is  bulky  and  encroaches  on  but  does  not 
cross  laryngeal  ventricle. 

1 

volvement,  and  it  appears  that  the  tumor  | 
is  limited  to  the  true  cord.  The  photograph  | 
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FIGURE  9.  Transglottic  carcinoma.  (A)  In  lateral 
view  of  laryngogram,  tumor  can  be  seen  to  extend 
into  thyroid  cartilage,  across  midline,  subglottic- 
ally,  and  across  the  laryngeal  ventricle.  (B)  Speci- 
men demonstrates  extensive  nature  of  disease. 
Incision  for  anticipated  hemilaryngectomy  is  seen. 


of  the  specimen  is  taken  with  the  specimen 
distracted  with  the  ventricle  dilated.  It  is 
easy  to  conceive  how  contrast  substance 
could  not  get  into  this  narrow  ventricle. 
In  this  case,  the  patient  does  not  have  a 
transglottic  but  rather  a subglottic  tumor. 
The  treatment  in  this  patient  would  be  the 
same  insofar  as  surgical  treatment  is  in- 
dicated since  the  transglottic  lesion  or  the 
subglottic  lesion  both  require  a total 
laryngectomy. 

One  patient  had  an  extensive  tumor  of  the 
true  and  false  cords  involving  the  sub- 
glottic region  (Fig.  9A).  In  the  lateral 


view,  the  subglottic  area  is  noted  to  be  in- 
volved, and  the  thyroid  cartilage  appears 
to  be  destroyed. 

The  patient  is  of  interest  because  the 
otolaryngologist  who  saw  this  patient  was 
going  to  perform  a hemilaryngectomy. 
First,  we  told  him  that  the  cartilage  was 
destroyed;  second,  we  told  him  that  there 
was  anterior  commissure  involvement;  and 
third,  we  told  him  that  it  extended  well 
down  into  the  subglottic  area. 

A specimen  of  this  patient  is  seen  in 
Figure  9B.  You  can  see  the  beginning  in- 
cision for  a hemilaryngectomy.  The  surgeon 
ran  into  the  tumor  and  finally  believed  us 
and  performed  a total  laryngectomy.  We 
have  found  that  the  laryngograms  are 
important  and  quite  accurate  in  the  evalua- 
tion of  these  lesions. 

Summary 

The  contrast  examination  of  the  larynx 
has  aided  in  the:  (1)  determination  of 

extent  of  disease,  (2)  selection  of  patients 
for  treatment,  and  (3)  commimication 
between  the  otolaryngologist  and  radiation 
therapist. 
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X HE  PERFECTION  of  X-ray  movie  technics  in 
the  last  several  years  has  permitted  the  devel- 
opment of  a new  diagnostic  approach  for  the 
evaluation  of  soft  tissue  lesions  of  the  neck. 
The  radiographic  documentation  of  lesions 
in  the  larynx  and  pharyngeal  region  often 
requires  the  use  of  contrast  materials. 
The  rapidity  of  movement  of  a barium 
bolus,  particularly  in  the  oral  and  pharyn- 
geal phases  of  swallowing,  necessitates  the 
use  of  rapid  filming  measures.  The  x-ray 
image  amphfier,  an  electronic  instrument 
which  may  be  substituted  for  the  conven- 
tional fluoroscopic  screen,  has  facilitated  the 
production  of  cinefluorographic  films  at 
acceptable  levels  of  radiation.  Camera 
speeds  ranging  from  16  to  60  or  more  frames 
per  second  allow  the  detection  not  only  of 
small  lesions  but  also  record  abnormal 
function  as  well.  The  subsequent  pro- 
jection of  the  movie  in  slow  motion  or  single 
frames  allows  a thorough  analysis  of  the 
information  gained.  Another  major  ad- 
vantage of  cinefluorography  is  the  simultane- 
ous observation  and  filming  of  an  area 
under  survey.  This  speeds  the  examination 
time  for  both  the  patient  and  radiologist, 
eliminating  multiple  and  perhaps  unsuccess- 
ful spot  or  routine  films. 

Abnormalities  in  the  food  and  air  passages 
of  the  neck  which  lend  themselves  to  cine- 
fluorographic analysis  may  be  divided  into 
five  major  categories. 

Pharynx  and  proximal  esophagus 
Extrinsic  pressure  defects 

Presented  at  the  155th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Rochester,  New  York, 
Section  on  Radiology,  May  11,  1961. 

* I3y  invitation. 


Pharynx  and  proximal  esophagus 

Two  important  examples  in  this  category 
are  osteophytes  of  the  cervical  spine  and 
parathyroid  adenomas.  Prominent  spur  for- 
mation at  the  anterior  cervical  spine  in 
older-age  groups  has  been  recognized  as  a 
cause  of  dysphagia  in  the  pharyngeal  region. 
Cinefluorographic  studies  may  be  used  to 
evaluate  the  exact  degree  of  indentation  of 
the  pharyngeal  wall  during  the  propulsion 
of  both  thick  barium  paste  and  a liquid 
barium  bolus  through  the  pharynx.  Para- 
thyroid adenomas  may  be  difficult  to  identify 
both  by  clinical  examination  and  routine 
radiographic  methods.  Cinefluorography 
with  subsequent  single  frame  analysis  has 
been  found  to  be  of  considerable  help  in 
recording  the  localized  and  often  minimal 
pressure  defect  exerted  by  the  adenoma  on 
the  walls  of  the  pharynx  and  esophagus. 

Usually  the  intrinsic  lesion  of  the  pharynx 
can  be  examined  and  biopsied  best  when 
necessary  by  endoscopy.  This  examination, 
however,  can  be  augmented  by  cinefluorogra- 
phy, or  at  times  information  obtained  in  an 
initial  cinefluorographic  survey  may  be  used 
to  guide  the  direct  examination.  Several 
examples  of  the  complementary  value  of 
cinefluorography  and  endoscopy  may  be 
cited.  The  only  means  of  documenting  the 
inferior  and  lateral  boundaries  of  a bulky 
hypopharyngeal  lesion  may  be  through  the 
use  of  x-ray  movie  filming.  In  similar 
fashion  the  degree  of  the  extension  of  an 
extrinsic  laryngeal  tumor  may  be  well  as- 
sessed. A close  inspection  of  single  frames 
of  movie  films  may  disclose  a small  pyriform 
sinus  lesion  overlooked  during  endoscopy. 
Mucosal  web  formations  associated  with 
Plummer-Vinson  disease  or  a small  Zenker’s 
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diverticulum  at  the  cricoesophageal  junction 
have  been  detected  at  an  earlier  period  in 
their  development  through  the  use  of  cine- 
fluorographic  technics. 

Conventional  fluoroscopy  serves  adequate- 
ly in  most  instances  for  the  recognition  of 
dysphagia  produced  by  neuromuscular  dis- 
orders. The  degree  of  pyriform  sinus  pool- 
ing and  possible  aspiration  of  a food  or 
hquid  bolus  is  best  recorded,  however,  with 
cinefluorographic  methods.  An  initial  cine- 
fluorographic  study  may  also  be  used  as  a 
base  line  for  the  evaluation  of  swallowing 
improvement  after  therapeutic  measures 
have  been  carried  out. 

Larynx  and  proximal  trachea 

As  has  been  pointed  out  in  this  seminar, 
laminography  or  opaque  contrast  coating 
of  the  laryngeal  structures  may  be  used  to 
delineate  better  the  position  and  size  of 
tumors  of  the  vocal  cords  or  supraglottic 
structures.  The  coupling  of  cinefluorogra- 
phy  and  the  opaque  contrast  coating 
technic  has  been  found  to  be  of  considerable 
value,  particularly  in  the  very  ill  or  un- 
comfortable patient.*  Following  the  pre- 
liminary anesthetization  of  the  larynx  and 
pharynx  with  Pontocaine  hydrochloride, 
cinefihning  is  carried  out  in  place  of  spot  or 
routine  filming.  The  x-ray  movie  is  made 
during  and  immediately  after  contrast 
material  (oily  Dionosil)  has  been  sprayed 
over  the  laryngeal  structures.  The  sub- 
glottic area  also  may  be  examined  by  the 
injection  of  contrast  material  through  a 
tracheostomy. 

Supraglottic  lesions  involving  the  epiglot- 
tis or  aryepiglottic  folds  may  be  coated  and 
filmed  satisfactorily  with  this  method. 
Radiologic  delineation  of  the  laryngeal 
ventricles  by  contrast  material  as  weU  as  the 
subglottic  trachea  can  be  achieved  in  most 
instances.  The  dynamic  recording  of  mo- 
tion, or  the  lack  of  it,  in  the  vocal  cords  is  of 
particular  aid  in  the  recognition  of  the 
subglottic  extension  of  vocal  cord  tumors. 

Pharynx  after  laryngectomy 

Until  very  recently  little  comment  has 
been  directed  toward  the  postoperative 
changes  in  the  pharynx  following  laryngec- 
tomy.* This  in  aU  probability  is  due  to  the 
preservation  of  normal  pharyngeal  degluti- 


tion in  most  patients.  Occasionally,  how- 
ever, fistulous  tracts  may  develop  between 
the  pharyngeal  mucosa  and  the  site  of  the 
skin  incision.  These  tracts  may  remain  open 
for  long  periods  of  time,  producing  varying 
degrees  of  disability  and  annoyance  for  the 
patient.  Cinefluorographic  methods  have 
offered  an  excellent  means  of  defining  the 
origin,  course,  and  caliber  of  these  tracts. 
Knowledge  of  the  length  and  size  of  the 
fistula  will  provide  an  index  for  the  rate  of 
healing.  The  long,  narrow  diameter  tract 
has  been  found  to  heal  rapidly,  whereas  the 
short,  wide  fistula  may  require  surgical 
intervention  to  effect  a closm’e. 

Pseudodiverticula  of  varying  size  have 
been  noted  in  the  upper  portion  of  the 
anterior  pharynx  at  the  site  of  the  surgical 
closure  after  the  removal  of  the  larynx. 
Movie  filming  has  shown  a retrograde 
movement  of  a liquid  bolus  from  the  diver- 
ticulum to  the  oral  cavity  during  deglutition 
in  several  patients  complaining  of  dysphagia. 

The  superior  and  middle  constrictor 
muscles  detached  during  laryngectomy  may 
form  obstructing  muscle  masses  in  the 
pharynx.  In  several  patients  a situation 
resembling  cricoesophageal  achalasia  may 
result  wherein  only  small  quantities  of  a 
liquid  bolus  may  move  through  a narrow 
channel  created  by  abnormally  functioning 
muscles. 

Postoperative  pharynx 

As  in  other  sites  in  the  gastrointestinal 
tract,  a study  of  peristaltic  activity  in  an 
organ  may  be  of  help  in  determining  the 
presence  of  a recurrent  tumor.  The  cine- 
fluorographic recognition  of  fixation  of  the 
pharyngeal  wall  after  surgery  may  suggest 
the  regrowth  of  a tumor  and  indicate  the 
necessity  of  direct  examination  and  biopsy. 

The  exact  length  of  stenosis  developing 
at  a primary  site  of  anastomosis  in  the 
pharynx  following  tumor  resection  may 
be  determined  by  cinefihning.  In  several 
patients  the  decision  to  continue  dilatation 
of  an  anastomotic  structure  and  thus  side- 
step operative  revision  rested  on  the  ability 
of  the  movie  camera  to  record  the  exact  de- 
gree of  expansion  of  the  anastomosis  during 
the  passage  of  a barium  bolus. 

The  function  of  pharyngeal  tube  grafts 
of  dermal  origin  (Wookey  procedure)  also 
have  been  studied  with  cinefluorography.* 
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In  1 patient  with  moderate  dysphagia, 
sharp  kinking  of  the  graft  with  each  swal- 
lowing effort  could  be  seen.  The  cine- 
fluorographic  method  also  can  be  used  in 
surgical  reconstruction  of  this  type  to 
evaluate  the  site  and  length  of  stricture 
formation. 

Speech  production 

As  in  the  conventional  movie,  cine- 
fluorography  may  be  performed  with  simul- 
taneous filming  and  sound  track  recording. 
This  method  recently  has  been  applied  to 
the  study  of  esophageal  speech.®  Of  in- 
terest has  been  the  finding  that  the  site  of 
sound  production  (pseudoglottis)  may  vary 
in  position  and  configuration.  A large 
number  of  patients  do  appear  to  have  a 
localized  area  of  coaptation  of  muscles  in 
the  cricopharyngeal  region  as  indicated  by 
previous  noncinefluorographic  estimations.^ 
However,  there  do  appear  to  be  a significant 
number  of  patients  with  multiple  sites  of 
approximation  of  the  pharyngeal  walls 
during  the  formation  of  sound.  In  1 
patient  a relatively  long  segment  formed  by 
the  inferior  and  middle  constrictor  muscles 
could  be  identified. 

The  soft  palate  is  in  most  instances  well 
outlined  in  the  lateral  radiograph.  A cine- 
fluorographic  analysis  of  the  cleft  palate 
is  an  accurate  guide  to  the  degree  of  naso- 
pharyngeal closure  during  phonation  and 


deglutition.  Cinefluorographic  studies  can 
be  used  in  this  area  to  evaluate  on  a serial 
basis  the  results  of  surgical  therapy. 

Summary 

A survey  of  various  apphcations  of  the 
cinefluorographic  method  has  been  pre- 
sented. The  evaluation  of  the  soft  tissues 
of  the  neck  with  the  technic  would  suggest 
that  it  is  a valuable  new  dimension  in  the 
diagnosis  of  lesions  in  this  region.  The 
method  can  be  used  to  advantage  in  the 
study  of  the  pharynx  pre-  and  postopera- 
tively.  The  dynamic  recording  of  contrast- 
coated  laryngeal  structures  improves  the 
documentation  of  tumor  position.  Simul- 
taneous filming  and  sound  track  recording 
improves  the  analysis  of  esophageal  speech 
mechanisms  and  cleft  palate  abnormalities. 
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Question  and  Answer  Period 


Dr.  Bachman:  I think  you  will  aU  agree 
with  me  that  we’ve  had  a really  fine  presenta- 
tion of  the  various  newer  aspects  of  radiology 
of  the  larynx  and  the  hypopharynx  and  of 
the  problems  to  be  encountered  in  attempt- 
ing to  interpret  abnormalities  in  this  area. 

We  wiU  now  attempt  to  answer  any 
questions  that  you  may  have.  I hope  the 
panelists  will  include  in  their  answers  any 
pertinent  discussion  which  they  believe 
might  be  helpful.  Are  there  any  questions? 

Question:  The  diagnosis  of  small  sub- 
glottic lesions  or  subglottic  extensions  is 
often  very  difficult.  What  criteria  do  you 
use  for  this  purpose,  particularly  on  the 


contrast  laryngograms?  Is  asymmetry  of 
the  cord  and  subglottic  area  as  seen  on  the 
frontal  view  important  and  significant? 
Is  the  lateral  view  helpful?  Are  there  any 
other  helpful  methods?  Are  there  any 
pitfalls? 

Dr.  Bachman:  Dr.  Powers,  would  you 
begin  the  discussion  of  this  question? 

Dr.  Powers:  We  have  evaluated  this 

with  the  idea  that  the  lateral  view  in  the 
Valsalva  maneuver  allows  us  to  teU  the 
inferior  margin  of  the  cord,  and  if  that  isn’t 
sharp,  we  feel  that  there  is  a possibility  of 
subglottic  extension. 

Second,  we  can  determine  with  some  de- 
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gree  of  accuracy  submucosal  subglottic 
constrictions.  We’ve  seen  two  of  those 
where  no  tumor  was  seen  in  the  subglottic 
region. 

Third,  we  defined  the  subglottic  area 
as  a centimeter  below  the  surface  of  the 
cord  or  below  the  intrinsic  muscles  of  the 
larynx.  This  is  difficult  to  determine, 
but  we  think  we  can  determine,  if  the 
defect  is  present  throughout  the  series  of 
films  in  the  frontal  view,  that  the  defect 
is  real  rather  than  imaginary.  Whether  the 
defect  is  due  to  edema  or  tumor  is  difficult 
to  ascertain.  We  think  the  tumor  will 
produce  fixation,  and  we  can  tell  this  from 
a series  of  films. 

Dr.  Scatliff:  I think  the  evaluation 

of  motion  can  be  helpful.  We  have  had 
only  1 patient,  in  a very  limited  series,  in 
whom  we  thought  there  was  a tumor,  and  it 
turned  out  to  be  edema  in  the  subglottic 
area.  This  patient  had  had  a direct 
examination  first  before  the  study.  I think 
from  my  early  impressions  of  this  technic 
that  edema  in  the  subglottic  area  allows 
more  motion  than  a tumor. 

But  in  answer  to  your  question  I think 
that  the  small  subglottic  invasion  with  a 
minimum  asymmetry  can  be  very  difficult 
to  evaluate,  even  with  movie  exeunination, 
and  particularly  to  differentiate  tumor  and 
edema,  or  tumor,  or  edema. 

Dr.  Bachman:  I agree  with  Dr.  Scatliff 
in  that  opinion.  I think  you  have  to  use 
the  same  criteria  here  that  you  employ 
in  interpreting  abnormalities  in  other  mobile 
structures,  such  as  the  gastrointestinal  tract. 
Constant  change  of  shape,  increased  size,  ab- 
normal masses,  and  the  absence  of  expected 
mobility  are  all  significant.  However,  one 
must  be  assured  of  the  constancy  of  the 
findings  before  expressing  a definite  opinion. 

One  additional  point:  In  the  lateral 

laryngogram.  Dr.  Powers  called  attention 
to  the  thin  line  of  contrast  material  below 
the  opacified  ventricle  as  being  an  important 
line  and  representing  the  lateral  view  of  the 
inferior  surface  of  the  cord.  This  is  reaUy 
also  the  roof  or  beginning  of  the  subglottic 
area.  I want  to  caution  you  a little  about 
the  interpretation  of  that  line.  It  is 
formed  by  the  actual  squaring  off  of  the 
cords  during  phonation  as  they  change  from 
an  “at  rest”  obliquity  to  the  phonating 
position.  But  cords  square  off  to  different 
degrees  and  often  with  slight  asymmetry. 


The  mere  presence  or  absence  of  this  line  is 
therefore  not  of  itself  of  diagnostic  signif- 
icance. In  other  words,  if  the  line  is  present, 
its  appearance  may  be  evaluated  as  normal 
or  abnormal.  However,  if  the  subglottic 
line  is  absent,  this  is  not  necessarily  ab- 
normal and  must  not  be  interpreted  as  such. 

Dr.  Powers:  I think  this  is  true  about 
our  anterior  commissure  involvement,  too. 
If  we  see  it,  it’s  there.  If  we  don’t  see  it. 
we  may  be  wrong,  but  we  don’t  attempt  to 
make  diagnoses  from  negative  findings. 

Dr.  Bachman:  One  other  point:  On  the 
conventional  lateral  view  of  the  neck  the 
ventricle  is  observed  in  only  60  per  cent 
of  the  normal  cases.  In  40  per  cent  of  the 
cases,  there  is  no  air  in  the  ventricle  and  it  is 
invisible  on  the  roentgenogram.  The  ab- 
sence of  ventricular  air  in  these  cases 
therefore  excludes  the  possibility  of  evaluat- 
ing the  anterior  commissure  in  the  con- 
ventional lateral  view.  In  these  instances 
the  laryngogram  may  be  more  useful,  al- 
though even  with  this  technic  incomplete 
visualization  of  the  ventricle  occurs  oc- 
casionally. 

Question:  Employing  contrast  laryn- 

gography,  is  the  diagnosis  of  laryngeal  palsy 
better  made  with  films  taken  during  in- 
spiration or  phonation? 

Dr.  Bachman:  Dr.  Powers,  would  you 
answer  this  one,  please? 

Dr.  Powers:  Medina  worked  with  Sea- 
man, who  worked  with  us  when  we  did  this 
originally,  and  our  experience  was  that  in  a 
forced  inspiration  we  could  tell  more  accu- 
rately the  presence  or  absence  of  laryngeal 
palsy. 

For  example,  a patient  is  told  to  produce  a 
forced  inspiration  through  the  nose.  In 
other  words,  it’s  not  a normal  inspiration, 
and  in  this  situation,  as  I pointed  out  in 
the  normal  case,  the  true  cords  fold  clear 
back  up.  The  problem  in  a cord  paralyzed 
by  a recurrent  laryngeal  nerve  paralysis — 
we’re  talking  about  that,  not  about  the 
cord  that’s  fixed  because  of  tumor — is  that 
the  abnormal  cord  does  not  move  back. 
The  best  way  I can  see  to  make  the  cord 
move  back  is  to  have  the  patient  inspire,  so 
that  the  normal  cord  folds  all  the  way  back, 
and  that  area  has  the  normal,  practically 
straight,  configuration.  The  larynx  is  prac- 
tically the  same  width  as  the  trachea  below  it. 

A paralyzed  cord,  on  the  other  hand,  in 
the  forced  inspiration  wiU  maintain  its 
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midline  position;  this  ventricle  wiU  be 
obliterated  completely  in  the  cord  folding 
back,  whereas  in  the  paralyzed  cord  the 
ventricle  will  stay  dilated  and  contain  a 
considerable  amount  of  air  and  a con- 
siderable amount  of  dye. 

In  addition,  I differ  with  Dr.  Bachman  in 
his  explanation  of  this  happening.  This 
paralysis  occurs  because  the  cord  is  not 
tensed,  and  the  cord  is  not  tensed  because 
the  arytenoid  has  fallen  forward. 

The  line  of  contrast  material  may  be 
confusing  because  it  is  not  an  anatomic 
structure.  It  is  a fimctional  line  where  the 
arytenoid  masses  impinge  on  the  posterior 
pharyngeal  wall  and  trap  the  opaque  oil. 
Its  curve  is  going  to  change  with  the 
changing  function  of  the  patient.  But, 
in  cases  of  paralysis,  during  inspiration 
there  is  very  frequently  an  asymmetry  of 
this  line,  and  the  homolateral  piriform  sinus 
appears  wider.  The  reason  is  that  the 
homolateral  arytenoid  has  fallen  forward, 
allowing  the  inferior  aspect  of  the  line  to 
descend  because  the  arytenoid  is  not  push- 
ing back  posteriorly  against  the  pharyngeal 
waU.  This  gives  a broader-based  appearance 
and  results  in  asymmetry  since  the  arytenoid 
on  the  nonparalyzed  side  makes  contact 
with  the  pharyngeal  waU  at  a higher  level. 
While  this  appearance  has  not  been  seen  in 
100  per  cent  of  the  paralyzed  cases,  the 
finding  of  a dilated  ventricle  with  the  cord 
maintaining  its  midline  position  has  been 
observed  in  our  experience  in  every  case 
of  about  20  cases  of  paralyzed  cord.  In 
this,  we’re  talking  about  recurrent  laryngeal 
nerve  paralysis  rather  than  a cord  fixed  by  a 
tumor  mass  or  muscle  or  fascia. 

Dr.  Bachman:  I would  like  to  comment 
on  this  question  also.  Paralysis  of  the 
hemUarynx  is  not  a simple  pathologic  state. 
There  is  no  one  specific  appearance  of  the 
paralyzed  cord.  Indeed,  three  general 
positions  are  described:  the  abduction, 

the  cadaveric,  and  the  adduction.  Inter- 
mediate positions  also  must  occur.  In  the 
abduction  position  the  cord  remains  re- 
tracted toward  the  laryngeal  waU  at  aU 
times  and  may  be  difficult  to  recognize  by 
an  inspiration  film.  In  the  cadaveric  and 
adduction  positions  the  paralyzed  cord 
extends  more  toward  the  midline  and  ap- 
pears readily  visualized  by  roentgenograms 
during  inspiration.  However,  it  appears  to 
me  that  the  essential  evidence  for  the 


diagnosis  of  paralysis  is  the  lack  of  active 
movement,  and  this  is  best  demonstrated 
with  films  during  phonation. 

I believe  that  Dr.  Powers  and  I do  not 
disagree  essentiaUy  about  the  significance 
of  the  asymmetry  of  the  pyriform  recesses 
and  posterior  curved  pharyngeal  Unes  of 
the  hemiparalysis  laryngograms.  In  our 
experience  asymmetry  of  the  pyriform  re- 
cesses was  not  a reliable  criterion  of  paraly- 
sis; in  some  cases  the  paralyzed  side  recess 
was  larger,  in  others  it  was  smaUer,  and  at 
times  it  was  equal  to  that  of  the  nonpar- 
alyzed side.  Phonation  did  not  exaggerate 
existing  differences,  but  occasionaUy  a 
modified  Valsalva  maneuver  increased  the 
difference  in  size. 

The  asymmetry  of  the  posterior  pharyn- 
geal curved  lines  depends  on  different 
positions  of  the  arytenoid  cartilages  with 
respect  to  the  posterior  pharyngeal  waU  in 
laryngeal  hemiparalysis.  I think  this  is  a 
secondary  manifestation  and  wUl  vary  from 
patient  to  patient  depending  on  the  posi- 
tion of  fixation  of  the  paralyzed  cord. 
With  the  modified  Valsalva  maneuver  the 
hypopharynx  is  distended,  and  the  curved 
line  is  lowered.  This  reduces  the  value  of 
the  sign.  I wonder  if  a similar  effect,  per- 
haps to  a lesser  degree,  may  not  occur  during 
forced  inspiration. 

The  point  that  I make,  therefore,  is  that 
paralysis  of  the  hemilarynx  does  not  assume 
a constant  appearance,  and  one  must  be 
familiar  with  the  range  of  abnormal  varia- 
tions to  be  encountered  to  visualize  and 
understand  their  radiographic  appeeirances. 

Dr.  Powers:  I’m  speaking  specifically 
about  a laryngeal  nerve  palsy  in  this 
category. 

Dr.  Bachman:  Any  other  questions? 

Frank? 

Frank  J.  Borelli,  M.D.:  Arnold,  I 

wonder  if  you  would  permit  me  to  comment 
on  one  of  your  illustrations? 

Dr.  Bachman:  Of  course. 

Dr.  Borelli:  I was  interested  many 

years  ago  in  the  anatomy  of  the  epiglottis 
with  its  attachment  in  the  glossoepiglottic 
fold.  I have  asked  many  noted  throat 
men  and  reviewed  the  anatomy  of  Thornhill, 
Cunningham,  and  Gray’s  anatomy.  They 
never  refer  to  the  epiglottis  ever  going 
backwards,  and  I have  never  seen  it.  It 
seems  utterly  impossible  in  the  first  and 
second  stages  of  deglutition;  the  tongue 
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rides  forward  and  upward  and  pulls  the 
epiglottis  in  the  same  direction  because  of 
the  attached  glossoepiglottic  folds,  and  not 
postero-inferiorly  as  you  have  demonstrated 
on  your  diagram.  The  bolus  of  food  now 
rides  over  the  posterior  surface  of  the 
epiglottis,  which  remains  erect,  and  be- 
cause of  the  attached  arytenoepiglottic 
folds  closes  over  the  laryngeal  opening. 

Dk.  Bachman;  This  was  thought  at  one 
time.  However,  all  of  us  studying  degluti- 
tion soon  found  that  this  so-called  impossible 
motion  of  the  epiglottic  tip  occurs  frequently 
as  a normal  movement.  In  my  illustration 
the  epiglottis  is  seen  actually  turning  back 
and  down  on  itself.  However,  this  action 
does  not  appear  to  play  a significant  role 
in  the  prevention  of  aspiration  but  is  purely 
a passive  phenomenon.  It  occurs  when  the 
bolus  of  food  or  fluid  is  large  enough  to  push 
it  back.  If  the  bolus  is  small,  swallowing 
occurs  with  the  epiglottic  tip  in  the  erect 
position.  Dr.  Powers,  what  do  you  think? 

Dr.  Powers;  I agree.  We  have  seen 
the  epiglottis  fold  back  this  way. 

Dr.  Bachman;  Employing  newer  methods 
of  rapid  filming  in  the  study  of  deglutition 
each  one  of  us  independently  has  arrived 
at  the  conclusion  that  the  epiglottis  fre- 
quently turns  backward  and  downward 
during  the  second  stage  of  swallowing. 
This  is  facilitated  by  the  dorsum  of  the 
tongue  which  moves  backward,  not  for- 
ward, at  the  end  of  the  first  stage  of  degluti- 
tion. 

In  Figure  4 of  my  article  with  the  pharynx 
at  rest  the  erect  epiglottis  is  visualized  in  its 
usual  position.  In  the  second  stage  of 
swallowing,  however,  the  appearance  is 
quite  different  (Fig.  9).  To  orient  you,  note 
the  location  of  the  vallecula,  the  base  of  the 
tongue,  and  the  base  of  the  epiglottis. 
Note  that  the  base  of  the  tongue  is  pushed 
backwEird,  not  pulled  forward,  during  the 
second  stage  of  swallowing.  It  is  also 
appeirent  that  the  epiglottis  is  here  turned 
backwards  and  downwards  on  itself  as  the 
large  bolus  of  barium  suspension  passes 
over  it. 

Dr.  Borelli;  The  epiglottis  deviates 
laterally,  and  that  is  what  you  are  looking  at. 

Dr.  Bachman;  Oh,  no.  Here  is  the 
typical  bandlike  radiolucency  of  the  epiglot- 
tic tip  turned  backward  and  downward  on 
itself.  Note  the  barium  suspension  passing 
over  it  and  mixing  with  the  bariiun  coming 


down  the  lateral  pharyngeal  passageways 
in  the  lower  hypopharynx  just  above  the 
esophagus.  Further,  it  is  almost  impossible 
to  discern  lateral  deviation  on  a lateral 
view. 

Dr.  Powers;  I don’t  have  a case  such 
as  this  here,  but  we  certainly  have  a num- 
ber of  cases.  As  a matter  of  fact,  we  are 
presently  studying  a group  of  patients. 

Dr.  Borelli;  Normal  patients? 

Dr.  Powers;  We  have  normal  patients 
who  demonstrate  the  epiglottis  coming 
back. 

More  particularly,  in  patients  who  have 
lye  strictures  of  the  esophagus,  very  fre- 
quently even  after  the  esophageal  area  is 
treated,  these  patients  have  hypopharyngeal 
and  laryngeal  strictures  with  the  epiglottis 
fixed  in  an  erect  position,  the  aryepiglottic 
folds  scarred,  and  the  arytenoids  not  able 
to  move  up  against  epiglottic  plate. 

These  people  have  difiiculty  swallowing. 
The  arytenoids  can’t  move  up  because  of 
stiffness,  not  because  the  epiglottis  can’t 
come  down.  I don’t  think  it’s  important  in 
swallowing  to  allow  the  epiglottis  to  come 
down.  I think  it  happens  that  the  epiglot- 
tis comes  down,  but  I think  that’s  Just  the 
weight  of  the  material. 

Dr.  Bachman;  Exactly;  it’s  purely  a 
passive  motion. 

Dr.  Powers;  The  problem  in  swallowing 
occurs  when  the  arytenoids  cannot  come 
up  against  the  inferior  surface  of  the  epiglot- 
tis or  the  base  of  the  tongue. 

Dr.  Bachman;  This  is  quite  true.  The 
movement  of  the  epiglottis  does  not  have 
great  significance  in  swallowing.  The  basic 
role  is  played  primarily  by  the  apposition 
and  rise  of  the  arytenoids  in  the  aryepiglottic 
fold.  It  is  this  action  which  seals  off  the 
laryngeal  vestibule  and  prevents  aspira- 
tion. 

Question;  In  the  case  of  the  large 
osteophyte  presented  today,  I assiune  the 
symptom  was  dysphagia.  In  view  of  the 
high  frequency  of  osteophyte  formation  on 
the  cervical  vertebral  bodies,  why  do  we 
not  encoimter  dysphagia  more  often? 

Dr.  Scatliff;  Well,  I think  that  there 
are  several  problems  that  I wanted  to  bring 
out  in  that  patient  and  one  is  that  perhaps 
it’s  just  not  the  osteophyte  alone  that  pro- 
duces dysphagia,  but  also  the  abnormal 
striking  of  the  osteophyte  and  narrowing 
of  the  cricopharyngeus.  There  are  several 
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things  involved.  In  several  patients  I 
have  seen  osteophytes  indent  the  barium  as 
it  went  down  when  we  were  studying 
patients  for  other  problems,  and  these 
people  did  not  have  dysphagia.  So  I 
think  we  have  to  be  very  careful  in  first 
asking  ourselves  when  we  see  a cervical 
spine  film  of  a patient  who  has  dysphagia, 
is  this  really  the  cause  of  his  dysphagia? 
The  patient  has  to  be  studied  carefully, 
including  not  only  the  pharynx  but  the 
esophagus  as  weU.  Also,  we  have  to  be  sure 
that  we’re  not  dealing  with  neuromuscular 
dysphagia  in  an  older-age  group. 

I have  seen  a patient  who  improved 
after  his  osteophyte  was  removed.  We 
have  another  patient  now,  a younger  man, 
who  had  definite  dysphagia,  particularly 
with  meats.  The  osteophyte  was  removed, 
and  he  improved. 

Dr.  Bachman:  Was  that  near  the  cri- 
copharyngeus,  too? 

Dr.  Scatliff:  Yes,  it  was  at  the  same 
level. 

Dr.  Bachman:  Large  osteophyte  spurs 
projecting  from  the  bodies  of  the  third, 
fourth,  and  fifth  cervical  vertebrae  are 
encountered  commonly.  Nevertheless,  I 
can  recall  no  instance  of  dysphagia  as- 
sociated with  them.  I do  believe  that  cri- 
copharyngeus  spasm  and  cricopharyngeus 
dysphagia  is  a real  entity,  although  it  may 
have  several  causes.  Sometimes  the  causes 
carmot  even  be  determined.  I think  that 
cervical  osteophyte  formation  on  the  fifth, 
sixth,  or  seventh  cervical  vertebrae  may  well 
be  a possible  cause  of  cricopharyngeus 
spasm.  However,  it  is  the  cricopharyngeus 
spasm  that  leads  to  dysphagia,  not  the 
osteophyte  itself. 

Dr.  Powers:  May  I make  a statement 
about  that?  First,  I didn’t  bring  any 
movies  with  me  because  I didn’t  want 
to  compete  with  Dr.  Scatliff,  since  his  are 
so  much  better  than  ours.  We  have  a 
number  of  patients  who  have  the  abnormal 
muscle  masses  after  surgery  or  abnormal 
muscle  masses  of  other  kinds.  A Heller- 
type  procedure  has  been  performed  on  3 or 
4 of  these  patients,  and  they  have  had  relief 
of  their  cricopharyngeus  spasm.  It  seems 
like  a perfectly  reasonable  way  of  attack- 
ing the  problem,  since  there  is  spasm  and 
increased  muscle  mass  there.  I would  ask 
Dr.  Scatliff  if  they  couldn’t  have  done  some- 
thing to  the  muscle  to  relieve  this  when  they 


removed  the  osteophyte. 

Dr.  Scatliff:  I don’t  think  that  this 
was  considered  at  the  time.  It  certainly 
may  be  that  spasm  enters  into  this.  In 
this  patient,  though,  the  only  thing  that  was 
done  was  the  removal  of  the  osteophyte, 
and  he  did  seem  to  improve. 

Dr.  Bachman:  Do  you  have  pictures 
thereafter? 

Dr.  Scatliff:  Yes. 

Dr.  Bachman:  Was  the  evidence  of 

cricopharyngeus  contraction  as  great  dur- 
ing swallowing  as  after  and  before? 

Dr.  Scatliff:  Yes.  We  were  very  care- 
ful about  this.  He  did  show  the  same 
degree  of  indentation,  so  it’s  hard  to  know. 
My  feeling  is  that  perhaps  the  osteophyte 
narrowed  the  food  channel  and,  with  the 
obstruction  offered  to  it  by  the  cricopharyn- 
geus as  well,  resulted  in  the  dysphagia. 

Dr.  Bachman:  This  one  is  a little  hard 
to  swallow. 

Speaker  from  floor:  May  I beg  your 
indulgence  to  discuss  two  illustrations? 
I am  a radiotherapist  and  I wanted  to  discuss 
the  radiotherapeutic  application  of  a laryn- 
gogram. 

We  have  a film  of  a patient  who  was  sent 
to  us  about  five  years  ago  when  we  first 
started  doing  laryngograms.  It  represents 
the  status  prior  to  radiotherapy.  He  had 
an  extensive  tumor  involving  his  entire 
piriform  sinus  and  a large  bulging  mass  in 
his  aryepiglottic  fold  which  almost 
obliterated  the  laryngeal  vestibule.  He  was 
not  an  ideal  case  for  radiation  therapy  be- 
cause he  was  heavier  than  I was  and  about 
half  my  height,  but  we  were  faced  with  the 
problem  that  he  wasn’t  going  to  be  treated 
otherwise,  and  so  we  gave  him  radiation 
therapy.  The  other  picture  demonstrates 
the  essential  total  disappearance  of  the 
tumor.  It  was  made  from  a film  after 
radiotherapy. 

The  point  I want  to  make  is  that  the 
laryngogram  serves  a useful  fimction  for  the 
examination  and  record  of  the  patient  after 
the  tumor  has  been  treated.  We  are  also 
doing  cineradiography  on  patients,  and 
we  have  a movie  on  this  man  taken  four 
years  after  his  therapy.  The  tumor  mass  is 
completely  gone  from  his  vestibule.  The 
piriform  sinus  is  certainly  not  as  distensible 
as  on  the  uninvolved  side,  but  there  is  no 
evidence  of  tumor.  I would  stress  that  the 
radiographic  examination,  whether  it  be  by 
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any  of  the  three  technics,  is  an  excellent 
method  of  recording  objectively  the  findings 
on  a patient.  Indeed,  it  may  often  be 
better  than  written  records,  and  films  last 
a long  time. 

Dr.  Bachman;  Thank  you.  The  radio- 
graphic  method  which  demonstrates  the 


tumor  initially  is  the  one  to  be  employed 
for  the  follow-up  studies.  They  are  ex- 
cellent supplements  to  the  records. 

In  conclusion,  as  moderator,  I want  to 
thank  Dr.  Powers,  Dr.  Ogura,  Dr.  Holtz, 
and  Dr.  Scatliff. 


What  can 
the  family 
physician  do 
to  improve 
cancer 
control? 


We  hear  rumblings  from  time  to  time  from  the  specialized  cancer  hospitals 
and  university  centers  that  many  patients  who  ultimately  come  to  them  for 
treatment  did  not  have  optimal  care  prior  to  admission.  Factors  such  as 
patient  delay,  physician  delay,  and  inadequate  or  improper  initial  treatment 
have  been  cited,  among  others,  as  reasons  for  this  allegedly  inferior  care. 
It  has  been  estimated  that  we  could  cure  two  or  three  times  as  many  people 
as  we  do  now  simply  by  using  well  the  knowledge  we  already  have.  This  is 
one  of  the  big  problems  all  of  us  as  physicians  face:  How  to  use  to  the  fullest 
what  we  have  already  learned. 

The  Subcommittee  on  Cancer  of  the  Medical  Society  of  the  State  of  New 
York  is  sponsoring  a morning  session  on  this  problem  on  Tuesday,  May  14, 
during  the  annual  meeting  of  the  State  Medical  Society.  We  are  contacting 
the  cancer  hospitals  and  universities  to  help  us  document  cases  of  less  than 
optimal  care  and  are  asking  for  suggestions  to  improve  this  situation.  We 
would  also  like  to  hear  from  the  family  physicians  themselves  for  specific 
practical  points  which  they  feel  would  be  of  value  to  the  family  physician  or 
which  they  would  like  discussed  by  one  of  our  “experts”  at  the  May  meeting. 
We  plan  to  pose  and  answer  specific  questions  rather  than  discuss  the  problem 
in  generalities.  The  chairman  of  the  meeting  will  not  allow  his  “experts” 
to  be  vague  or  inconclusive  in  replying  to  a specific  question. 

Let  us  have  your  questions  or  problems  now  instead  of  at  the  meeting  in 
May.  We  will  then  insist  that  our  speakers  dig  out  the  information  needed 
to  make  a reasonable  answer. 

Write  or  call:  Charles  D.  Sherman,  Jr.,  M.D.,  Chairman 

Subcommittee  on  Cancer 
University  of  Rochester  Medical  Center 
Rochester  20,  New  York 
GR  3-4400  (ext.  2461) 
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The  Treatment  of 
Narcotics  Addiction 

ROBERT  J.  B.  OSNOS,  M.D. 

New  York  City 


\A/ithin  the  last  few  years  there  has 
been  a resurgence  of  interest  in  the  treat- 
ment and  rehabilitation  of  the  narcotics  ad- 
dict. On  the  Federal  level  this  is  exemplified 
by  the  White  House  Conference  on  Narcotics 
and  Drug  Abuse  which  was  called  by  Presi- 
dent Kennedy  in  September,  1962.  In  New 
York  State,  the  recently  passed  Volker- 
Metcalf  Bill  provides  for  the  treatment  of 
selected  addicts  in  special  units  operated 
by  the  New  York  State  Department  of 
Mental  Hygiene.  In  New  York  City,  beds 
in  municipal  hospitals  have  been  made 
available  for  the  detoxification  of  addicts, 
and  the  Mayor  has  created  an  Office  of 
Narcotics  Coordinator  within  The  City 
of  New  York  Depeirtment  of  Health  which 
is  charged  with  the  development  of  treatment 
programs,  especially  after-cgure  facilities. 

The  reasons  for  both  the  long-term  medical 
disinterest  and  the  recent  change  in  attitude 
are  quite  complex.  Probably  the  medical 
profession  shied  away  from  narcotics  addicts 
because  of  a vague  awareness  that  these  are 
extremely  difficult  patients  who  don’t  re- 
spond readily  to  treatment.  The  recent 
change  may  be  secondary  to  a community 
concern  about  the  problem  and  a realization 
that  the  Federal  government  cannot  and  will 
not  solve  the  problem.  Also,  there  has  re- 
cently been  moderate  success  with  newer 
methods  of  psychotherapy  when  they  have 


been  applied  to  the  treatment  of  other  anti- 
social problems. 

At  this  point,  when  addiction  is  attracting 
wider  attention,  there  is  stiff  a paucity  of 
reliable  basic  information  on  many  aspects 
of  it.  There  are  no  accurate  incidence  and 
prevalence  figures;  not  enough  is  known 
about  the  operation  of  social  and  cultural 
factors;  the  natural  history  of  the  addiction 
syndrome  hasn’t  been  studied;  and  the  bio- 
chemical bases  of  physical  dependence,  tol- 
erance, and  relapse  which  occur  after  long 
periods  of  abstinence  are  not  yet  determined. 

On  the  other  hand,  there  is  a modest 
amount  of  clinical  information  about  the 
nature  of  addiction  and  its  treatment.  This 
has  been  acquired  by  the  study  Of  addicts  in 
specialized  settings,  a clearer  imderstanding 
of  the  pharmacology  of  narcotics,  and  a dis- 
criminating application  of  the  knowledge  ac- 
quired in  the  study  of  similar  problems. 

Before  describing  specific  treatment  tech- 
nics it  is  necessary  to  emphasize  a few 
general  points  about  narcotics  addiction  and 
the  treatment  of  the  addict. 

1.  Although  addicts  have  many  com- 
mon characteristics,  they  are  not  a homog- 
eneous group.  The  majority  are  charac- 
terized by  impulsivity  and  pronounced  anti- 
social traits  (this  is  concerned  primarily  with 
this  group),  but  there  are  a number  of  dis- 
tinct subgroups;  narcotics  addicts  who  re- 
semble alcoholic  individuals  emotionally; 
a small  group  of  addicts  who  are  grossly  psy- 
chotic; another  small  group  of  accidental  or 
medical  addicts;  and  the  professional  ad- 
dicts, usually  physicians  or  nurses.  These 
subgroups  must  be  delineated  carefully  and 
studied  separately. 

2.  Most,  if  not  all,  narcotics  addicts  are 
severely  emotionally  disturbed  individuals. 
Probably  they  are  disturbed  prior  to  their 
addiction  and  become  more  so  because  of  the 
addiction  process.  Besides  drug  use,  they 
have  difficulties  in  other  facets  of  living,  such 
as  study,  work,  and  getting  along  with  other 
people.  Also,  they  frequently  are  resistant 
to  giving  up  their  addiction  because  the  drugs 
do  give  them  pleasure  and  also  help  them  to 
forget  their  other  difficulties. 

3.  Asa  consequence,  the  rehabilitation  of 
an  addict  is  a long  and  arduous  process 
marked  by  many  failures.  There  is  no  way 
of  computing  the  hours  which  may  have  to  be. 
devoted  to  one  patient  by  psychiatrists,  psy- 


1182  New  York  State  Journal  of  Medicine  / April  15,  1963 


chologists,  social  workers,  vocational  coun- 
selors, nin'ses,  employers,  and  others.  He 
must  be  treated  even  though  he  relapses  to 
narcotics  many  times  because  relapse  is  an 
integral  part  of  the  addiction  syndrome  and 
when  it  does  occur,  it  indicates  only  a tem- 
porary and  not  necessarily  a permanent  set- 
back. 

4.  The  problem  is  not  a black  and  white 
one  of  an  addict  either  using  or  not  using 
narcotics.  Very  important  in  the  long  run 
is  a reduction  of  the  dosage  and  short  periods 
of  abstinence.  The  addict  who  uses  nar- 
cotics once  a day  is  better  off  than  the  one 
who  uses  them  four  times  a day,  and  a week’s 
abstinence  is  a major  accomplishment  for 
the  one  who  has  never  abstained  previously. 

5.  A decreased  narcotics  usage  is  in- 
separable from  changes  in  other  areas  of  the 
addict’s  life.  Usually,  narcotics  usage  di- 
minishes only  after  there  is  an  improvement 
in  these  other  eu*eas,  since  such  an  improve- 
ment provides  an  incentive  to  stop  using 
drugs. 

6.  Because  the  treatment  ultimately  may 
entail  all  aspects  of  the  patient’s  life  it  is  not 
helpful  to  speak  of  cures,  but  rather  of  im- 
provement or  reintegration.  Also,  treat- 
ment goals  are  more  ambitious  than  the  ces- 
sation of  drug  use  because  the  former  addict 
who  has  found  no  substitute  satisfactions 
usually  cannot  abstain  from  drugs  perma- 
nently. 

Turning  to  specific  treatment  technics, 
there  are  five  stages  recognized  in  the  treat- 
ment of  the  narcotics  addict:  prehospitaliza- 
tion, detoxification  or  withdrawal,  rehabili- 
tation, transition,  and  after-care. 

Prehospitalization 

When  an  addict  is  physically  dependent, 
the  immediate  goal  is  to  get  him  into  a hos- 
pital to  be  withdrawn  from  drugs.  At- 
tempts at  withdrawal  outside  a hospital  have 
had  very  limited  success,  and  it  is  not  rec- 
ommended except  in  special  circumstances. 

Most  hospitals  which  provide  withdrawal 
have  waiting  lists  so  that  the  addict  cannot 
be  admitted  immediately.  This  creates  a 
problem  if  he  states  that  he  has  no  money 
and  no  place  to  live.  It  is  helpful  to  re- 
member that  he  has  been  able  to  maintain 
himself  in  the  past  and  that  the  sense  of 
crisis  and  urgency  which  he  communicates  is 
intended  to  get  an  immediate  response  to  his 
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morphine,  and  pentobarbital  for  barbiturates; 
(3)  rehabilitation,  both  physical  and  emo- 
tional, including  the  acquisition  of  vocational 
and  educational  skills,  (4)  transition,  by 
careful  use  of  liberal  visiting  policies,  use  of 
weekend  passes  during  hospitalization,  de- 
velopment of  day  and  night  hospitals,  halfway 
houses,  and  foster  care  plans;  and  (5)  after- 
care, including  psychotherapy  at  least  once  a 
week,  contacts  with  legal  authorities  and  with 
the  family,  and  aiding  the  addict  to  isolate 
himself  from  his  past. 


demands.  It  is  common,  but  entirely  un- 
justifiable, for  workers  to  feel  that  if  they 
cannot  get  an  addict  into  a hospital  imme- 
diately they  are  personally  responsible  if  he 
goes  out  and  steals  to  get  money  for  drugs. 

Withdrawal 

Withdrawal,  or  detoxification,  is  the  proc- 
ess of  getting  the  physically  dependent  ad- 
dict off  drugs.  As  mentioned  previously,  it 
should  be  carried  out  in  a hospital  setting. 

The  most  satisfactory  procedure  for  with- 
drawal is  the  substitution  method.^  If  an 
addict  is  using  an  opiate,  such  as  heroin  or 
morphine,  it  is  replaced  by  an  equivalent 
dosage  of  methadone  hydrochloride,  a long- 
acting  synthetic  narcotic  which  eases  the 
withdrawal  symptoms  but  does  not  eliminate 
them  entirely.  The  methadone  hydrochlo- 
ride is  gradually  reduced  and  stopped  during 
a period  of  four  or  five  days.  The  symptoms 
of  opiate  withdrawal  are  rarely  worse  than  a 
case  of  “flu,”  and  there  have  been  few,  if 
any,  fatalities  during  opiate  withdrawal  in  an 
otherwise  healthy  addict.  The  methadone 
hydrochloride  may  be  supplemented  by 
sleeping  medication  and  symptomatic  treat- 
ment of  gastrointestinal  discomfort. 

Many  narcotics  addicts  use  barbitinrates, 
and  often  the  associated  barbiturate  addic- 
tion is  the  principal  medical  problem.  The 
withdrawal  from  barbiturates  takes  longer 
than  opiate  withdrawal^ — up  to  foin*  weeks^ — 
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and  fatalities  may  occur.  The  severe  symp- 
toms of  barbiturate  withdrawal  are  similar 
to  those  of  alcoholic  withdrawal,  namely, 
delirium  tremens  and  convulsions.  During 
barbiturate  withdrawal  pentobarbital  is  sub- 
stituted for  whichever  barbiturate  the  pa- 
tient was  using,  and  then  it  is  gradually  re- 
duced at  a rate  of  not  more  than  0.1  Gm.  per 
day. 

Whereas  during  opiate  withdrawal  it  is 
possible  to  wait  for  signs  of  withdrawal  be- 
fore administering  methadone  hydrochlo- 
ride, during  barbiturate  withdrawal  it  is 
preferable  to  keep  the  patient  slightly  intoxi- 
cated, because  severe  withdrawal  symptoms 
may  occur  without  any  prodromata.  If  an 
addict  is  dependent  on  both  opiates  and  bar- 
bitiurates,  these  can  be  withdrawn  concur- 
rently because  opiates  and  barbiturates  are 
relatively  independent  pharmacologically. 

The  routine  administration  of  tranquiliz- 
ers, such  as  the  phenothiazines  and  mepro- 
bamate, during  withdrawal  is  of  questionable 
value.  Pharmacologically,  they  have  a 
limited  value  and  may  confuse  the  symptoms 
in  a severely  addicted  individual.  Psycho- 
logically, the  addict’s  anxiety  can  be  handled 
better  by  proper  ward  management. 

The  medical  management  of  withdrawal  is 
a relatively  simple  matter  and  can  be  mas- 
tered by  any  physician  in  a few  weeks.  The 
real  difficulties  revolve  around  the  manage- 
ment of  the  addict’s  demanding,  unstable, 
and  frequently  intolerable  behavior.  Unless 
the  nursing  staff  is  well  familiarized  with  the 
process  of  withdrawal,  it  wiU  feel  insecure  and 
will  become  either  excessively  punitive  or 
overprotective  of  the  patient.  The  addict 
responds  to  staff  uncertainty  and  inconsist- 
ency by  panic,  increasingly  difficult  be- 
havior, and  resultant  chaos.  The  recruit- 
ment and  maintenance  of  adequate  nursing 
staffs  for  withdrawal  wards  has  been  one  of 
the  key  obstacles  faced  by  general  hospitals 
which  have  been  asked  to  treat  narcotics  ad- 
dicts. 

Rehabilitation 

The  next  phase  of  treatment  involves  the 
physical  and  emotional  rehabilitation  of  the 
addict.  A hospital  setting  is  once  again  pref- 
erable, although  it  is  not  as  e.ssential  as  it  is 
for  withdrawal.  Two  serious  obstacles  usu- 
ally are  encountered  at  this  time. 

1 . After  getting  off  drugs,  the  addict,  who 
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has  been  haggard  and  run  down,  quickly  de- 
velops a new  sense  of  physical  and  emo- 
tional weU-being.  He  feels  that  everything 
is  fine,  that  there  is  nothing  wrong  with  him, 
and  that  he  can  go  out  and  conquer  the 
world.  As  a consequence,  he  tries  to  reject 
any  attempt  to  help  him  as  an  imposition  on 
his  freedom. 

2.  Many  addicts  have  been  on  drugs  since 
their  early  teens  and  have  accomplished 
little  with  their  lives,  either  before  drug 
usage  or  during  it.  In  other  fields  of  medi- 
cine and  rehabilitation  the  goal  is  to  restore 
the  patient  to  a previous  level  of  functioning, 
but  when  treating  addicts  there  is  little  to 
start  with,  and  one  must  raise  the  patient 
above  what  he  was  previously.  Obviously, 
this  is  a much  more  difficult  problem  than 
bringing  a patient  back  to  a previous  level  of 
functioning. 

Physical  rehabilitation  is  relatively  simple 
since  most  addicts  are  young  and  otherwise 
physically  healthy.  They  require  dental 
care  and  may  have  skin  abscesses,  but 
otherwise  they  take  care  of  themselves. 
After  withdrawal  they  eat  well,  and  many  of 
them  enjoy  weight  lifting  so  that  they 
quickly  put  on  weight  and  muscle. 

Emotional  rehabilitation  has  many  facets. 
After  months  or  even  years  of  running 
wildly,  the  addict  has  to  get  adjusted  to  a 
regulated  existence,  the  type  of  which  is 
taken  for  granted  by  most  of  us  Also,  he 
has  considerable  difficulties  in  relating  in  an 
adult  fashion  to  others,  particularly  persons 
in  authority.  Those  who  have  worked  in- 
tensively with  addicts  are  fauniliar  with  how 
impulsive,  irresponsible,  and  demanding 
they  can  be,  even  after  they  have  been  off 
drugs  for  many  months.  An  important 
part  of  their  rehabilitation  is  trying  to  cor- 
rect these  deficits  by  a combination  of  firm- 
ness and  understanding. 

The  acquisition  of  vocational  and  educa- 
tional skills  is  emphasized  frequently  and  ap- 
propriately. Since  addicts  are  generally  of 
average  or  better  intelligence,  they  are  ca- 
pable of  acquiring  such  skills.  Without 
minimizing  the  importance  of  the  area  of  vo- 
cational and  educational  training,  it  is  nec- 
essary to  point  out  that  the  limiting  factors 
are  not  a lack  of  intelligence  or  knowledge, 
but  a lack  of  self-discipline  and  the  presence 
of  highly  unrealistic  goals.  For  example,  a 
young  man  who  has  never  worked  legiti- 


mately  in  his  life  and  who  left  high  school  in 
the  second  year,  expects  to  get  a job  earning 
a hundred  dollars  per  week.  Unfortu- 
nately, many  addicts  are  accustomed  to 
large  sums  of  money  which  they  had  ac- 
quired illegally  in  the  past,  along  with  an  ex- 
pensive taste  to  match. 

Psychotherapy  is  a vital  part  of  rehabili- 
tation. The  principal  obstacle  is  once  more 
the  addict’s  belief  that  there  is  nothing 
wrong  with  him  and  that  there  is  no  reason 
to  change  himself. 

In  general,  the  task  of  psychotherapy  is  to 
get  the  addict  to  assume  the  responsibility 
for  his  own  behavior  and  what  happens  to 
him.  Otherwise,  he  is  perfectly  happy  to 
blame  his  environment  and  his  background. 
That  is  why  it  does  not  make  any  sense  to 
tell  him  that  he  is  “sick”  and  “cannot  help 
himself”  or  that  he  did  not  get  enough  love 
from  his  mother  (which,  incidentally,  may  be 
true).  What  he  will  do  with  this  informa- 
tion is  get  into  further  trouble  and  then  say 
“You  can’t  blame  me  because  I 8un  sick,  and 
I did  not  get  enough  love  from  my  mother,” 
or  as  was  eloquently  stated  in  one  of  the 
songs  in  West  Side  Story,  “I  am  depraved  on 
account  of  I’ve  been  deprived.” 

To  complicate  the  problem  many  addicts 
start  treatment  with  the  previously  men- 
tioned attitude,  “It  is  aU  up  to  me,  I just 
have  to  go  out  and  face  the  world.”  This  is 
not  accepting  responsibility  for  oneself,  but 
rather  grandiosity,  which  is  a reaction  to 
feelings  of  helplessness.  It  may  take  many 
years  and  many  failures  before  this  kind  of 
helplessness  and  grandiosity,  is  converted  in- 
to a genuine  acceptance  of  self-responsibility. 

The  effective  therapist  is  the  one  who  does 
not  reject  the  patient  when  he  fails  but  at  the 
same  time  does  not  sympathize  with  him. 
Crises  can  be  utilized  effectively  to  show  the 
patient  in  what  ways  he  brings  on  his  own 
downfall.  Many  beginning  therapists  miss 
this  opportunity  because  they  are  concerned 
about  relieving  the  patient’s  anxiety  rather 
than  helping  him  to  grow  up  emotionally. 

Transition 

It  is  now  recognized  that  one  of  the  dis- 
advantages of  psychiatric  hospitalization  is 
that  the  patient  becomes  isolated  from  the 
outside  world,  and  as  a consequence  he  must 
be  prepared  graduadly  for  his  return  to  the 
community.  This  is  accomplished  by  Ub- 


eral  visiting  policies  and  the  use  of  week-end 
passes  during  the  hospitalization,  the  de- 
velopment of  day  and  night  hospitals,  half- 
way houses,  and  foster  care  plans. 

In  the  field  of  addiction  the  transition  is 
particuleuly  acute  because  the  addict  is  sud- 
denly discharged  from  a drug-free  environ- 
ment to  one  in  which  drugs  are  readily  avail- 
able and  frequently  offered  to  him.  How- 
ever, an  indiscriminate  application  of  the 
previously  mentioned  “transition”  tech- 
nics is  not  feasible  because  of  the  contagious 
nature  of  addiction.*  For  instance,  hos- 
pitals for  addicts  must  limit  passes  and  super- 
vise visits  to  maintain  a drug-free  environ- 
ment. Half-way  houses  are  always  in  the 
danger  of  drugs  being  smuggled  in,  with  a 
serious  disruption  of  the  program. 

Eventually,  these  obstacles  undoubtedly 
wUl  be  resolved.  At  this  time  the  best  way 
to  provide  a gradual  transition  for  an  addict 
is  to  make  arrangements  for  him  to  live  in 
another  community  after  he  is  discharged 
from  a hospital.  This  is  discussed  in  the 
next  section. 

Aftercare 

The  most  vital  phase  of  the  treatment  of 
the  narcotic  addict  is  his  treatment  in  the 
community  because  this  is  where  he  even- 
tually must  face  his  manifold  problems.  It 
is  generally  agreed  that  the  relative  failure  of 
the  two  United  States  Public  Heeilth  Service 
hospiteils  in  Lexington,  Kentucky,  and  Fort 
Worth,  Texas,  is  due  to  their  distance  from 
the  addicts’  home  commimities  and  a lack  of 
adequate  follow-up  facilities.* 

Ideally,  the  addict  should  be  followed  in 
the  community  by  the  same  person  who 
treated  him  in  the  hospital  and  with  whom 
he  has  already  developed  a therapeutic  rela- 
tionship. Patients  should  be  seen  at  least  once 
a week,  and  any  one  of  the  forms  of  psycho- 
therapy is  the  treatment  of  choice.  The  rou- 
tine use  of  medications,  such  as  sedatives  and 
tranquilizers,  is  contraindicated  because  the 
addict  must  learn  that  the  solution  to  his 
problems  is  not  in  taking  piUs. 

The  kindest  way  to  describe  the  addict’s 
performance  as  an  outpatient  is  to  say  that 
it  is  unreliable.  He  does  not  keep  appoint- 
ments,, he  does  not  bother  to  cancel  them,  he 

* Addiction  is  contagious  in  the  sense  that  drug  users 
frequently  try  to  introduce  their  nonusing  associates  to  drug 
use  for  a variety  of  conscious  and  unconscious  reasons. 
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arrives  late  and  gets  indignant  if  he  is  kept 
waiting,  and  when  he  does  come,  he  is  fre- 
quently either  highly  intoxicated  or  lies  out- 
rageously. Once  more  the  therapist’s  credo 
is  not  to  reject  the  patient  without  at  the 
same  time  being  unduly  accepting  and  per- 
missive. If  the  therapist  sees  him  casually 
for  a few  minutes  with  the  office  door 
opened,  this  is  interpreted  by  the  patient  as  a 
lack  of  interest,  and  if,  on  the  other  hand,  the 
therapist  is  continuously  fooled  by  his  lies, 
the  patient  eventually  wiU  lose  respect  for 
him. 

Coming  to  an  interview  in  such  an  intoxi- 
cated state  that  it  is  impossible  to  carry  on  a 
coherent  conversation  is  often  a hostile  act 
toward  the  therapist  and  may  be  handled  as 
such.  Little  is  accomplished  by  letting  the 
patient  sleep  dinging  the  interview  or  letting 
him  leave  after  a few  minutes  because  he  is 
“high.”  One  possible  approach  is  to  sug- 
gest to  the  patient  that  he  wash  his  face  with 
some  cold  water  and  then  try  to  bring  out 
into  the  open  his  anger  toward  the  therapist. 
In  the  process  he  generally  will  lose  his 
euphoria  and  get  so  angry  that  he  will  storm 
out  of  the  office.  However,  the  chances  are 
that  he  never  will  return  in  a similar  condi- 
tion if  for  no  other  reason  than  that  it  would 
be  a waste  of  “good”  heroin. 

What  does  one  do  if  the  patient  is  using 
drugs  and  is  in  danger  of  being  readdicted  or 
arrested?  There  are,  of  course,  no  exact 
rules,  and  each  situation  must  be  handled 
individually  except  that  the  therapist  should 
never  allow  himself  and  the  patient  to  ignore 
the  fact  that  he  is  using  drugs.  Immediate 
hospitalization  is  not  always  indicated  be- 
cause sometimes  the  addict  is  able  to  reduce 
his  drug  usage  or  stop  using  it  by  himself. 
However,  if  he  is  heavily  readdicted,  the  only 
solution  is  to  get  him  hospitalized  because 
little  else  can  be  accomplished  until  this  is 
done.  Patients  should  be  told  beforehand 
that  it  is  not  necessary  to  be  readdicted  to  be 
eligible  for  hospitalization,  since  occasion- 
ally they  may  become  frightened  by  the  out- 
side world  and  become  readdicted  only  for 
the  purpose  of  getting  admitted  to  the  hos- 
pital. 

Contacts  with  legal  authorities  and  with 
the  family  are  an  integral  part  of  the  treat- 
ment of  the  addict,  and  it  is  helpful  to  have 
a carefuUy  thought  out  approach  toward 
these  instead  of  considering  them  as  just  a 
necessary  evil.  Probation  officers  generally 


are  interested  in  knowing  if  the  patient  is 
keeping  his  appointments.  Other  informa- 
tion usually  need  not  be  disclosed  to  them, 
especially  whether  or  not  the  patient  is  using 
drugs.  However,  if  the  patient  is  readdicted 
and  refuses  to  come  back  to  the  hospital,  it 
may  be  necessary  to  inform  the  probation 
officer  of  this.  Usually  in  such  a situation  a 
warning  that  the  probation  officer  wiU  be 
caUed  is  sufficient  for  the  resistant  patient. 

It  is  essential  to  define  for  the  patient  be- 
forehand the  exact  extent  of  the  anticipated 
contacts  between  the  therapist  and  the  pro- 
bation officer  so  that  the  patient  wiU  not 
feel  later  that  his  confidence  has  been  broken 
when,  for  instance,  the  therapist  has  to  in- 
form the  probation  officer  that  the  patient  is 
readdicted  and  requires  rehospitaUzation. 

OccasionaUy,  the  addict  is  arrested  while 
he  is  receiving  treatment.  A natural  tend- 
ency for  the  therapist  is  to  become  his 
lawyer.  This  is  to  be  avoided  for  several 
reasons.  First,  those  individuals  who  are 
trained  in  psychiatric  treatment  do  not 
make  good  lawyers;  second,  this  is  apt  to 
aUenate  the  courts  which  feel  that  their  juris- 
diction is  being  imposed  on;  and  third,  the 
patient  should  always  feel  that  the  thera- 
pist’s role  is  to  protect  him  from  himself  and 
not  from  society.  One  way  of  handling  an 
arrest  is  to  write  a letter  to  the  court  stating 
that  the  patient  is  receiving  treatment  and 
that  he  wiU  be  accepted  for  further  treat- 
ment, outpatient  or  inpatient,  as  indicated, 
if  the  court  so  wishes.  It  may  be  added  that 
if  probation  is  ordered  by  the  court,  it  wiU 
facilitate  further  treatment  by  providing 
greater  control  over  the  patient. 

In  this  day  and  age  it  is  unnecessary  to  state 
that  the  family  is  vitaUy  important  in  the 
treatment  of  a psychiatric  patient.  With 
respect  to  an  addict,  if  the  family  tacitly 
cooperates  with  the  treatment,  it  is  faciU- 
tated,  but  if  the  family  undercuts  it,  as  by 
covering  up  for  the  patient  when  he  is  using 
drugs  or  when  he  stops  working,  the  treat- 
ment becomes  almost  impossible. 

The  family  should  meet  the  therapist  early 
in  the  treatment,  and  subsequent  phone  con- 
tacts are  useful.  If  prolonged  regular  meet- 
ings are  necessary,  these  preferably  should 
be  handled  by  someone  other  than  the  thera- 
pist. In  certain  cases  the  treatment  has 
been  aided  significantly  by  the  treatment  of 
the  mother  or  the  spouse.  Social  workers  at 
Riverside  Hospital  in  New  York  City  have 
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had  considerable  success  working  with 
groups  of  families  of  addicts  over  a long 
period  of  time. 

Although  contacts  with  the  family  are  im- 
portant, they  should  not  disrupt  the  patient- 
therapist  relationship.  Once  more,  a good 
way  to  avoid  such  a disruption  is  to  define 
for  the  patient  beforehand  the  amount  of 
anticipated  contact  with  the  family. 

Although  the  addict  is  not  encouraged  to 
blame  his  environment  for  his  difficulties, 
the  therapist  must  be  keenly  aware  of  its 
pathologic  influences  If  opportunities  arise 
for  the  addict  to  leave  his  locale,  he  is  en- 
couraged to  do  so,  especially  if  he  has 
something  worth  while  to  go  to.  Since  New 
York  City  has  a heavy  concentration  of  ad- 
dicts, some  addicts  may  do  better  if  they 
move  temporarily  or  permanently  to  another 
community  where  there  are  fewer  addicts. 

The  success  of  such  maneuvers  is  not  sim- 
ply due  to  the  geographic  removal  of  the  ad- 
dict from  the  drug.  In  addition,  family  re- 
lationships may  be  unhealthy,  and  the  pa- 
tient does  better  if  he  can  be  independent  of 
his  family.  Most  important,  the  willingness 
of  the  addict  to  leave  his  environment  implies 
a desire  for  change,  and  he  will  not  leave  un- 
less there  is  some  genuine  desire  for  changing 
his  way  of  life. 

Actually,  the  ability  to  break  with  the 
past,  especially  with  addicted  associates,  is 
one  of  the  most  sensitive  and  reliable  meas- 
ures of  improvement  in  the  addict.  The 
period  of  transition  from  the  time  the  addict 
isolates  himself  from  his  past  imtil  he  meets 
new  friends  is  a lonely  one,  and  the  therapist 
is  vitally  important  in  this  stage  of  the  treat- 
ment. 

Legal  background  for  treatment 

The  complex  legal  aspects  of  narcotics  ad- 
diction will  not  be  reviewed  here  except  to 
comment  on  the  optimal  conditions  for  treat- 
ment. I have  treated  prisoners  with  long 
sentences  who  were  not  eligible  for  parole, 
prisoners  with  indeterminate  sentences,  pro- 
bationers, addicts  who  were  civilly  com- 
mitted, and  so-called  volunteers.  It  is  my 
impression  that  many  addicts  are  too  unstable 
to  be  treated  voluntarily,  and  although  a 
small  minority  will  do  better  with  voluntary 
treatment,  often  the  voluntary  treatment  of 
the  narcotics  addict  is  an  inefficient  and 
chaotic  process.  At  the  other  extreme,  long- 


term incarceration  creates  so  much  bitterness 
and  “institutionalization”  that  these  addicts 
are  as  difficult  to  reach  as  volunteers. 

A useful  setting  for  treatment  is  a civil 
commitment  which  provides  for  compulsory 
hospitalization  as  well  as  supervision  in  the 
community.  Probation  is  indicated  for 
those  addicts  who  are  too  antisocial  to  be 
handled  by  a civil  commitment  alone. 

Prognosis 

tJltimately,  one  is  faced  with  the  painful 
question  of  what  the  chances  are  of  per- 
manent abstinence  from  narcotics.  It  is 
generally  agreed  that  the  prognosis  in  drug 
addiction  is  poorer  than  in  most  other  psy- 
chiatric disorders.^  An  as  yet  unpublished 
follow-up  study  of  patients  discharged  from 
Lexington,  Kentucky,  to  New  York  City,  in- 
dicated a 90  per  cent  relapse.  The  picture 
was  even  grimmer  when  the  Columbia  Uni- 
versity School  of  Public  Health  did  a follow- 
up study  of  adolescent  addicts  discharged 
from  Riverside  Hospital.  These  studies 
cannot  be  accepted  at  face  value  for  several 
reasons: 

1.  The  prognosis  is  probably  worse  for 
addicts  who  remain  in  New  York  City  where 
there  is  a great  concentration  of  drugs  and 
users.  The  abstinence  rate  may  be  much 
higher  in  certedn  other  communities.  An 
important  project  now  in  progress  at  the 
United  States  Public  Health  Service  Hospital 
in  Lexington  studies  those  addicts  who  are 
treated  at  Lexington  who  come  from  Ken- 
tucky, which  is  primarily  a rural  area  with  a 
low  concentration  of  addicts. 

2.  Certain  groups  of  addicts  respond  to 
treatment  better  than  others.  Those  are 
the  ones  who  come  from  a healthier  environ- 
ment, who  have  accomplished  something 
with  their  lives  prior  to  drug  use,  and  those 
who  have  started  using  drugs  later  in  life. 
For  instance,  the  prognosis  for  physicians, 
nurses,  and  musicians  who  use  narcotics  may 
be  quite  good. 

3.  Follow-up  studies  do  not  consider 
slight  improvements  which  may  precede  an 
eventual  abstinence.  It  is  my  impression 
that  many  addicts,  as  the  result  of  treat- 
ment, improve  in  minor  ways  but  not  enough 
to  stop  using  drugs  entirely.  Also,  we  don’t 
know  what  happens  to  those  addicts  who  do 
not  receive  any  treatment  at  all.  It  has 
become  a truism  to  say  that  the  controlled 
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study  of  the  results  of  treatment  is  one  of  the 
great  needs  in  this  area  as  it  is  in  aU  mental 
health. 

4.  Finally,  because  of  the  paucity  of  good 
results,  it  is  easy  to  adopt  a slipshod  attitude 
toward  treatment.  This  is  characterized  by 
statements  such  as  “it  doesn’t  matter  what 
is  done,  they  will  relapse  anyway,”  and  “the 
only  cured  addict  is  a dead  one.”  Of  course, 
with  such  a treatment  orientation  practi- 
cally no  one  can  ever  be  helped. 

Summary 

In  the  treatment  of  narcotics  addiction 
there  is  at  this  time  no  magic  pill,  whether 


it  is  called  a tranquilizer,  a new  hospital,  or  a 
new  law.  There  is  no  substitute  for  careful 
planning,  coordination,  and  application  of 
the  currently  available  and  appropriate 
treatment  methods. 

51  East  90th  Street,  New  York  28 
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We  hope  that  physicians  attending  the  157th  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New  York  will  be  able  to  devote  all  their  atten- 
tion to  the  interesting  program,  exciting  exhibits,  and  other  features  of  the 
meeting.  However,  if  it  is  necessary,  physicians  can  always  be  in  touch  with 
their  offices,  their  patients,  or  whoever  else  may  wish  to  contact  them,  through 
the  SherPage  System.  They  may  be  reached  by  television  anywhere  at  the 
convention. 

This  service  is  provided  through  the  courtesy  of  Sherman  Laboratories, 
Detroit,  Michigan. 
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T HE  SUDDEN  OCCURRENCE  of  massive  bleed- 
ing from  the  upper  portion  of  the  gastro- 
intestinal tract  is  a situation  which  demands 
the  utmost  skill  in  management  by  the  at- 
tending physician.  There  is  no  problem  in 
diagnosing  whether  or  not  the  patient  is 
bleeding.  The  problem  is  to  control  it.  The 
approach  may  be:  first,  adequate,  im- 

mediate resuscitation;  second,  the  precise 
localization  of  the  bleeding  lesion,  if  pos- 
sible; third,  the  determination  of  the  efficacy 
of  medical  treatment  in  this  lesion  or,  con- 
versely, the  need  for  surgical  therapy;  and 
fourth,  a decision  as  to  the  sin*gical  approach 
if  surgery  is  needed,  that  is,  placement  of  the 
incision  in  the  thorax  or  the  abdomen. 

Control 

When  he  is  first  seen,  the  patient  may  be 
in  clinical  shock  or  may  have  been  re- 
cently in  clinical  shock  as  determined  by  the 
history.  The  importance  of  adequate  im- 
mediate resuscitation  carmot  be  over- 
emphasized, and  the  first  effort  should  be 
toward  introducing  large  caUber  needles  or 
intravenous  catheters  into  the  patient’s 


veins  and  assinring  an  adequate  replacement 
route.  This  may  be  done  percutaneously,  if 
possible,  or  by  immediate  cut-down,  if  that 
is  required.  An  investigation  of  the  adverse 
effects  of  lowered  tissue  perfusion  caused  by 
diminution  in  the  circulating  volume  has 
given  strong  support  to  the  concept  of  the 
restoration  of  the  blood  volume  to  normal 
levels  as  rapidly  as  possible  in  these  pa- 
tients. It  has  been  shown  by  Corday  and 
Williams’  and  more  recently  by  Hinshaw  and 
his  CO  workers^  that  perfusion  of  organs  in  the 
body  may  be  diminished  in  much  greater 
proportion  than  can  be  measured  by  the  fall 
in  the  peripheral  blood  pressure.  It  also 
has  been  shown  by  Hinshaw  et  al.*  that  the 
restoration  of  the  peripheral  blood  pressure 
by  pressor  drugs  may  not  restore  organ 
profusion  and  in  some  cases  may  decrease  it. 
To  maintain  the  normal  cellular  function 
that  is  so  necessary  for  the  maintenance  of 
metabohsm  and  heahng,  the  replacement  of 
the  blood  loss  by  adequate  blood  is  man- 
datory.’ 

The  estimation  of  the  normal  circulating 
volume  in  any  given  patient  may  be  made 
by  weighing  the  patient  or  estimating  his 
weight  in  kilograms  and  using  a factor  of  75 
cc.  per  kilogram  for  males  and  slightly  less 
for  females.  A gross  estimate  of  the  amount 
of  blood  loss  in  the  vomitus  or  stool  as  re- 
ported by  the  patient  should  be  made.  A 
calculation  of  the  per  cent  of  diminution  of 
the  circulating  voltune  may  be  approached 
based  on  the  degree  of  clinical  shock  that  is 
manifested.  This  may  be  misleading,  how- 
ever. Studies  have  shown  errors  in  under- 
estimating the  amount  of  the  blood  loss, 
resulting  therefore,  in  undertransfusion  in 
more  cases  than  was  realized  formerly.’ 
Studies  by  Chien,^  using  dogs,  showed  a drop 
in  the  arterial  blood  pressure  after  a loss  of 
from  10  to  15  per  cent  of  the  blood  volmne, 
a rise  in  the  heart  rate  after  a loss  of  from 
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16  to  22  per  cent  of  volume,  and  a fall  in  the 
venous  pressure  after  a loss  of  25  per  cent  or 
more  of  volume.  Evidence  as  to  the  volume 
loss  in  human  beings  often  has  been  related 
to  the  hematocrit  or  hemoglobin  levels.^  ® 

Laboratory  tests  which  measure  con- 
centration only,  such  as  the  hemoglobin  and 
hematocrit  levels,  serve  merely  to  indicate 
the  status  of  the  patient  prior  to  his  acute 
bleeding  episode  and  do  not  indicate  the 
state  of  his  volume  at  the  time  it  is  measured. 
An  easily  available  method  of  monitoring 
volume  change  is  needed.  At  present,  the 
tests  available  to  measure  the  circulating 
volume  involve  the  injection  and  timed  dilu- 
tion of  dye,  radioactive  tagged  material,  or 
plasma  expander.®  These  methods  present 
difficulties  when  they  are  used  in  acutely 
bleeding  patients  because  of  a loss  of  tag 
material  by  hemorrhage  or  a transcapillary 
leak  of  protein. 

The  initial  appraisal  of  the  patient’s  his- 
tory may  indicate  possibilities  in  terms  of  a 
generahzed  bleeding  tendency,  past  symp- 
toms of  peptic  disease,  or  a history  of  ex- 
posure to  liver  poisons,  including  alcohol. 
The  physical  examination  may  give  a sug- 
gestion of  a general  bleeding  tendency  by 
the  presence  of  bruises  or  capillary  fragility. 
Ulcer  disease  may  have  no  physical  mani- 
festations. Patients  with  cirrhosis  of  the 
liver  may  have  an  enlargement  of  the  spleen 
or  liver,  jaundice,  ascites,  or  spider 
telangiectases. 


Diagnosis 

At  this  point  it  is  well  to  consider  the 
possibilities  of  diagnosis  and  their  relative 
proportions.  It  should  be  emphasized  that 
series  of  cases  of  massive  upper  gastro- 
intestinal bleeding  will  vary  in  the  propor- 
tion of  diagnostic  probability  depending  on 
geographic  location,  the  economic  class  of 
the  patient,  and  the  interest  of  the  managing 
physician  staff.  Patients  with  particular 
types  of  disease  will  tend  to  be  sent  to  areas 
known  for  their  treatment.  The  prob- 
abilities of  diagnosis  in  any  given  area  must 
be  evaluated  in  terms  of  these  factors.  For 
example,  Allen  and  Oberhelman'®  reported 
ulcer  disease  in  85  per  cent  of  their  pa- 
tients, varices  in  5 to  10  per  cent,  and  other 
lesions  in  the  remaining  10  per  cent;  while 
Welch®  found  60  per  cent  of  his  patients  to 


have  ulcers  and  25  per  cent  to  have  varices, 
while  15  per  cent  had  other  lesions.  It  is 
obvious  from  these  figures,  however,  that 
the  great  majority  of  patients  with  massive 
upper  gastrointestinal  bleeding  have  either 
ulcers  or  varices,  and  a consideration  of  rela- 
tively rare  causes  of  bleeding  must  be  made 
when  neither  of  these  diagnoses  is  present. 

Laboratory  aids  in  diagnostic  work-up 
now  can  be  examined.  Basic  laboratory 
tests  designed  to  give  us  information  as  to 
the  patient’s  general  condition  are  surely 
necessary.  They  include  the  complete  blood 
count  with  a check  of  the  normality  of  the 
white  cells  and  platelets,  urinalysis,  and 
perhaps  a consideration  of  the  blood  sugar 
and  urea  nitrogen  levels.  It  should  be 
emphasized,  of  course,  that  an  elevated  lurea 
nitrogen  may  be  the  result  of  the  absorption 
of  blood  from  the  gastrointestinal  tract. 
Laboratory  tests  to  check  the  state  of  the 
coagulation  mechanism  would  include  the 
measurement  of  the  venous  clotting  time  and 
of  the  prothrombin  level.  An  electro- 
cardiogram should  be  done  in  the  elderly 
patient  or  in  the  patient  with  heart  disease. 
The  laboratory  gives  little  information  with 
regard  to  the  diagnosis  of  peptic  ulcer 
disease.  It  may  be  more  helpful  in  diagnos- 
ing cirrhosis.  The  Bromsulphalein  excretion 
test  has  been  used  in  the  past  but  has  been 
found  to  show  elevated  levels  in  patients 
with  normal  liver  function  who  have  re- 
cently bled  from  a gastroduodenal  ulcer, 
and  thus  it  is  not  as  specific  as  one  might 
wish.  Recently,  Welch®  has  suggested  the 
use  of  the  blood  ammonia  level  as  a screening 
test  for  cirrhosis,  indicating  that  values 
greater  than  100  micrograms  per  100  cc. 
indicate  the  presence  of  Uver  disease.  Be- 
yond this,  the  laboratory  is  extremely 
valuable  in  following  the  course  and  con- 
dition of  the  patient  but  offers  little  in 
diagnosis. 

A consideration  of  procedural  methods 
should  then  be  made.  It  should  be  em- 
phasized that  procedures  must  be  under- 
taken to  insure  a diagnosis  in  the  highest 
possible  number  of  cases.  The  first  proce- 
dure to  be  done  may  depend  in  large  measure 
on  the  possibilities  that  have  been  suggested 
by  the  investigation  up  to  this  point  and  the 
expected  accuracy  of  this  examination. 
Proof  of  bleeding  should  be  gathered  in  all 
cases  by  intubating  the  stomach  and  ex- 
amining the  contents  and  by  examining  the 
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feces  found  on  the  rectal  examination.  At 
present  there  is  a choice  of  a gastric  tube. 
One  may  use  a simple  Levin  tube  for  the 
evaluation  of  the  gastric  contents  and  the 
removal  of  accumulated  blood.  If  indica- 
tions in  the  work-up  to  this  point  seem  to 
favor  a diagnosis  of  bleeding  from  varices,  a 
Sengstaken  esophageal  pressure  tube  may  be 
inserted.”  However,  if  the  indications  favor 
a diagnosis  of  ulcerative  disease,  the  lavage 
tube  as  suggested  by  Wangensteen  et 
may  be  used.  Merigan  et  al.^^  have  shown 
that  the  use  of  a Sengstaken  tube  tamponade 
as  a diagnostic  measure  is  accurate  in  only 
65  per  cent  of  cases.  A much  more  accurate 
method  of  diagnosing  bleeding  from  eso- 
phageal varices  is  that  of  esophagoscopy  as 
emphasized  by  Palmer  and  Scott.  This 
examination  is  probably  not  done  often 
enough.  Ice  water  lavage  has  been  of  aid 
in  slowing  bleeding  so  that  the  examination 
may  be  done.  Recently,  Panke,  Rousselot, 
and  Moreno”  have  suggested  the  use  of 
splenic  pulp  manometry  in  the  diagnosis  of 
cirrhosis  in  the  acutely  bleeding  patient. 
Their  figures  show  that  pressures  greater 
than  290  mm.  of  saline  were  found  to  in- 
dicate cirrhosis  with  portal  hypertension  in 
every  case.  Pressures  less  than  250  mm. 
of  saline  indicated  the  absence  of  portal 
hypertension.  This  examination  may  be 
done  imder  local  anesthesia  while  the  pa- 
tient is  in  bed,  and  it  deserves  further  testing 
and  evaluation. 

It  is  important  to  recall  that  the  diagnosis 
of  hepatic  cirrhosis  does  not  necessarily 
mean  that  the  patient  is  bleeding  from 
varices.  Cirrhotic  patients  have  an  in- 
creased incidence  of  gastroduodenal  ulcer 
disease.  Merigan  et  al.^^  have  stated  that 
cirrhotic  patients  with  signs  of  severe  liver 
disease,  such  as  ascites  or  jaundice,  usually 
will  be  bleeding  from  varices  but  that  cir- 
rhotic patients  who  lack  these  signs  of  fiver 
decompensation  are  found  to  be  bleeding 
from  other  than  varices  in  50  per  cent  of 
cases. 

If  indications  point  to  ulcerative  disease, 
the  use  of  the  esophagram  and  a gastro- 
intestinal x-ray  series  has  stood  the  test  of 
time.  This  examination  may  be  expected 
to  be  accurate  in  60  per  cent  of  cases  if  the 
diagnosis  is  varices  and  in  80  per  cent  of 
cases  if  the  diagnosis  is  ulcer.  It  is  felt 
strongly  in  this  regard  that  the  gastro- 
intestinal series  should  be  complete  as  far 


as  the  esophagus,  stomach,  and  duodenmn 
are  concerned  and  not  partial  because  of  fear 
of  increasing  the  bleeding.  The  patient 
must  be  in  a satisfactory  condition  to  un- 
dergo this  type  of  examination  or  an  x-ray 
examination  should  not  be  attempted. 

The  suggestion  made  recently  by  Karlan 
and  Traphagen”  and  again  by  Haynes, 
Pittman,  and  Christakis”  of  the  use  of  the 
fluorescein  string  test  bears  careful  evalua- 
tion. This  is  a modification  of  the  Einhorn 
string  test  which  has  been  suggested  for  the 
detection  of  slow  chronic  bleeding  but  which 
may  offer  a valuable  adjunct  in  the  diagnosis 
of  acute  bleeding.  A specially  marked  radio- 
paque string  is  introduced  into  the  stomach 
and  fluorescein  is  injected  intravenously. 
The  string  is  removed  after  four  minutes. 
An  examination  under  ultraviolet  fight  re- 
veals the  presence  of  fluorescein  only  where 
bleeding  has  taken  place  in  the  previous  four 
minutes.  If  a differential  between  the  lower 
esophagus  and  the  stomach  can  be  made, 
this  is  valuable  information. 

Treatment 

The  treatment  of  the  bleeding  patient  may 
now  be  considered.  Of  great  importance  is 
the  need  for  the  combined  management  of 
severely  bleeding  patients  by  both  the 
physician  and  the  surgeon  from  the  begin- 
ning of  care.  The  decision  for  surgery  de- 
pends on  an  evaluation  of  repeated  ex- 
aminations of  the  patient  and  his  vital  in- 
formation. Care  is  infinitely  improved  by 
observation  of  the  patient  from  the  earliest 
possible  moment.  Also  of  importance  and 
bearing  re-emphasis  is  the  need  for  an 
adequate  bleeding  chart,  which  keeps  a rim- 
ning  record  of  the  patient’s  general  condi- 
tion, his  vital  signs,  his  laboratory  examina- 
tions, his  overt  blood  losses  with  measure- 
ments, and  treatment  or  blood  replacement. 

Patients  with  ulcer  disease  should  be 
resuscitated  and  observed  in  terms  of  blood 
replacement  requirements.  Various  writers 
show  some  variation  in  this  regard,  but  in 
general  it  may  be  said  that  if  the  patient 
requires  more  replacement  than  500  cc.  of 
blood  in  each  four-  to  six-hour  period,  early 
surgery,  that  is,  within  the  first  twelve  to 
eighteen  hours,  should  be  undertaken.  If 
the  patient  requires  less  replacement  than 
this,  he  can  be  watched  for  a longer  period  of 
time.  However,  evaluation  has  shown  that 
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patients  requiring  more  than  a total  of  5,000 
cc.  of  blood  show  a higher  mortahty,  and 
therefore,  conservative  therapy  should  have 
a hmit.*®  In  general,  this  limit  should  be 
forty-eight  hours  or  5,000  cc.  of  blood, 
whichever  occurs  sooner.  If  the  patient 
stops  bleeding  and  then  his  bleeding  recurs 
in  the  hospital,  this  is  considered  an  indica- 
tion for  immediate  surgical  treatment. 
Special  care  should  be  taken  in  handling  the 
patient  over  fifty  years  old,  since  the  mor- 
tality is  higher  in  these  cases.  Patients  with 
gastric  ulcer,  patients  with  bleeding  in  as- 
sociation with  obstructive  symptoms,or  pa- 
tients with  severe  degrees  of  abdominal  or 
back  pain  with  bleeding,  show  increased 
mortality  and  may  require  earlier  surgery. 

Surgical  approach 

The  operative  procedure  may  vary  from 
gastrotomy  or  duodenotomy  with  suture 
ligation  of  the  bleeding  ulcer  bed  to  75  per 
cent  subtotal  gastrectomy.  The  trend  in 
recent  years  has  been  to  lesser  procedures  for 
the  elective  control  of  peptic  ulcer  disease 
with  more  authors  reporting  50  per  cent 
gastrectomy  and  subdiaphragmatic  va- 
gotomy. This  feeling  imdoubtedly  wiU  be 
reflected  in  the  treatment  of  the  acutely 
bleeding  patient.  Recent  reports  concern- 
ing the  use  of  vagotomy  and  pyloroplasty  by 
Farris  and  Smith,*^  and  Dorton’"’  have 
shown  that  this  is  a valuable  procedure  and 
an  addition  to  the  armamentarium.  Present 
concepts  would  indicate  that  an  operation 
similar  to  the  one  used  for  the  elective  con- 
trol of  peptic  ulcer  disease  should  be  used  in 
the  patient  whose  condition  can  be  restored 
to  a moderately  good  level.  In  patients 
whose  condition  is  more  precarious  a lesser 
procedure,  such  as  pyloroplasty,  suture  of 
the  bleeding  vessel,  and  vagotomy  may  be 
performed. 

The  treatment  of  massive  hemorrhage 
from  esophageal  varices  is  far  from  satis- 
factory at  the  moment,  and  the  mortality 
remains  high.^^-^  Merigan,  Plotkin,  and 
Davidson’*^  reported  the  dangers  of  pro- 
longed use  of  tamponade  of  the  lower 
esophagus,  and  the  intubated  patients  had  a 
higher  incidence  of  pneumonia  (18  per  cent 
as  opposed  to  9.6  per  cent  for  the  unin- 
tubated patients).  General  supportive  anti- 
coma care  is  mandatory  in  terms  of  the  re- 
moval of  blood  from  the  gastrointestinal 


tract  by  gastric  lavage,  withholding  of  any 
protein  administration,  and  consideration  of 
the  use  of  alimentary  neomycin  therapy. 

There  is  a growing  tendency  toward 
earlier  operation  in  these  patients,  with 
hgation  of  the  bleeding  varices  the  procedure 
most  indicated.  This  can  be  accomplished 
by  the  transthoracic  or  transabdominal 
route.  It  should  be  followed  by  an  elective 
portacaval  shunt  when  the  patient’s  con-  t 
dition  permits.  Emergency  portacaval 
shimting  has  been  performed,  but  in  general 
it  is  a procedure  of  such  magnitude  that  the 
mortality  wiU  be  high,  except  in  carefuUy 
selected  patients. 

The  use  of  intravenous  surgical  posterior 
pituitary  extract  (Pituitrin)  in  patients 
bleeding  from  esophageal  varices  has  re- 
sulted in  the  temporary  cessation  of  bleeding 
in  up  to  one  half  of  the  patients  so  treated. 
Studies  have  shown  a reduced  hepatic  blood 
flow  foUowing  this  medication,  and  pre- 
sumably this  is  the  mechanism  of  lowering 
of  pressure  in  the  portal  system. Merigan, 
Plotkin,  and  Davidson*^  recently  reported  a 
30-case  series,  using  20  cUnical  units  of 
sxirgical  extract  of  the  posterior  lobe  of  the 
pituitary  gland  in  one  half  of  the  patients 
chosen  at  random.  One  half  of  these  pa- 
tients stopped  bleeding.  The  mortahty 
figures  were  not  changed,  however.  It 
should  be  kept  in  mind  as  a method  for 
aiding  in  the  preoperative  preparation  of 
patients  with  bleeding  varices.  The  present 
indications  suggest  that  with  a positive 
diagnosis  of  bleeding  varices,  tamponade  by 
the  Sengstaken  tube  should  be  used  as  a 
temporary  expedient  to  improve  the  patient 
preoperatively,  with  transesophageal  ligation 
considered  the  emergency  treatment  of 
choice. 

Summary 

In  summary,  it  may  be  stated  that  the 
patient  who  is  bleeding  massively  from  his 
upper  gastrointestinal  tract  should  be  re- 
suscitated adequately  to  a normal  blood 
volume  as  rapidly  as  possible.  Early  vig- 
orous attempts  at  making  a definitive  diag- 
nosis should  be  carried  out,  choosing  the 
procedures  which  will  return  the  highest 
percentage  of  positive  results  in  each  case. 

The  course  should  be  followed  by  the  physi- 
cian and  the  surgeon  with  a detailed  record 
allowing  the  continuous  evaluation  of  meas- 
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urable  parameters.  Surgery  in  ulcer  patients 
should  be  decided  on  by  weighing  the  factors 
of  the  rate  of  bleeding  or  the  recurrence  of 
bleeding  with  special  attention  given  to  the 
aged  patient  and  the  patient  with  gastric 
ulcer,  obstructing  ulcer,  or  severe  pain.  The 
surgical  procedure  will  vary  somewhat  de- 
pending on  the  patient’s  condition.  The 
treatment  of  bleeding  varices  should  be  by 
the  use  of  a Sengstaken  tube  pressure 
tamponade  probably  only  as  a preoperative 
preparation  for  emergency  transesophageal 
ligation.  A portacaval  shimt  should  then 
be  done  in  these  patients  when  recovery 
permits. 
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X HE  WORLD,  metaphorically  speaking,  is 
shrinking.  Air  travel  has  brought  all 
peoples  within  a few  hours  journey  of  one 
another,  and  this,  together  with  inexpensive 
boat  travel,  has  tremendously  increased 
the  numbers  of  the  traveling  public  within 
the  past  decade.  This  increase  is  an  impor- 
tant factor  in  transferring  diseases  endemic  in 
one  region  to  others,  but  a still  greater  poten- 
tial hazard  is  the  shortening  of  transit  time 
brought  about  by  air  travel.  This  has  led 
to  the  possibility — and  the  reality^ — of 
diseases  with  short  incubation  periods  be- 
ing brought  to  countries  where  they  have 
either  not  been  seen  before  or  are  exces- 
sively rare.  Some  of  these  diseases  may 
only  be  medical  curiosities  in  the  places  to 
which  they  are  brought,  but  as  such  they 
will  certainly  create  diagnostic  problems. 
There  is,  however,  the  real  danger  that 
some  may  start  epidemics  in  their  new 
location.  Smallpox  has  already  shown  how 
this  can  happen. 

Several  epidemics,  fortunately  small  ones, 
have  originated  from  the  rapid  transmission 
from  one  country  to  another  of  persons 
incubating  a disease.  Such  patients  used 
to  develop  their  diseases  while  aboard  ship, 
and  the  health  authorities  at  the  port  of 
arrival  had  ample  warning  and  opportunity 
to  institute  measures  to  limit  the  spread  of 


infection.  But  with  air  travel,  warning 
of  this  kind  can  no  longer  be  expected,  and 
thus  probably  the  greater  part  of  the  re- 
sponsibility for  first  diagnosing  patients 
with  imported  disease  has  shifted  from  the 
immigration  health  staff  to  the  general 
practitioner.  Now  such  patients  commonly 
pass  immigration  officials  during  the  in- 
cubation period  of  their  disease,  while 
feeling  well,  showing  no  abnormal  signs, 
and  not  realizing  that  they  have  been  in 
contact  with  infection. 

There  are,  in  addition,  many  diseases 
with  long  silent  incubation  periods,  their 
duration  measured  in  years  rather  than  days 
and  weeks;  schistosomiasis  and  leprosy 
fall  into  this  category.  They,  too,  can 
present  difficult  diagnostic  and  public  health 
problems. 

It  is  therefore  essential  for  the  properly 
equipped  modern  practitioner  to  have  a 
working  knowledge  of  tropical  and  other 
exotic  diseases,  to  be  alerted  regarding  them, 
and  to  be  on  the  lookout  for  them.  Thus 
the  carefully  planned  and  thoughtful  articles 
of  Kevin  M.  CahiU,  M.D.,  D.T.M.  & H., 
have  timely  relevance.  They  give  the 
essential  facts  on  points  which  the  practi- 
tioners should  look  for  in  patients  from 
overseas;  they  are  concise,  up  to  date,  and 
extremely  readable.  And  for  the  under- 
graduate medical  student  this  series  offers  a 
comprehensive  survey  of  tropical  diseases, 
with  appropriate  emphasis  on  their  mani- 
festations in  temperate  climates. 

Dr.  Cahill  is  to  be  congratulated  most 
heartily  on  the  task  he  has  accomplished, 
and  both  he  and  the  New  York  State 
Journal  of  Medicine  are  to  be  praised 
for  their  foresight  and  wisdom  in  publish- 
ing this  series.  By  so  doing  they  have 
performed  a public  service  of  very  consider- 
able importance. 
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Mediastinal  Thymoma 
with  Superior  Vena 
Cava  Obstruction 


Case  history 

A sixty-one-year-old  minister  noticed  a pro- 
gressive swelling  of  his  face  during  the  two 
and  one-half  months  preceding  admission. 
This  was  associated  with  increased  lacrimal 
secretion  and  some  distention  of  the  veins  in 
his  right  anterior  chest  wall,  upper  abdomen, 
and  arms.  His  blood  pressure  measured  190,/ 
110  mm.  Hg  in  both  arms.  He  presented 
the  classical  appearance  of  the  superior 
vena  cava  syndrome  with  redness  and  swell- 
ing of  his  face,  periorbital  edema,  and 
distended  thoracoabdominal  veins  but  com- 
plained only  of  weakness,  fatigue,  and  slight 
weight  loss.  The  venous  pressure  was  ele- 
vated to  380  mm.  of  saline  in  both  arms  with  a 
venous  pressure  of  100  in  his  right  medial 
saphenous  vein.  Laboratory  studies  showed 
12.3  Gm.  of  hemoglobin.  The  white  blood 
count  was  8,400  with  a normal  differential. 
His  eosinophilia  varied  from  0 to  3 per  cent 
and  was  carefuUy  evaluated  because  the 
patient’s  missionary  work  in  the  Far  East 
suggested  the  possibility  of  echinococcic  in- 
fection. Echinococcus  complement  fixation 
test  and  serologic  tests  for  syphilis  gave  nega- 
tive results. 

Radiologic  discussion 

Nathaniel  Finby,  M.D.:  Radiographic 

study  of  the  chest  shows  a lobulated  mass 


containing  irregular  calcifications  in  the 
anterior  mediastinum  (Fig.  1).  This  is 
better  appreciated  in  the  lateral  projection. 
The  mass  and  flaky  calcifications  are  seen 
directly  behind  the  upper  sternum  extending 
into  the  superior  mediastinum. 

Angiographic  study.  Angiographic 
study  shows  complete  obstruction  of  the 
superior  vena  cava  with  irregular  filling  of 
its  proximal  portion  (Fig.  2).  Collateral 
vessels  in  the  shoulder  and  neck  and  a large 
azygos  vein  are  densely  opacified  by  the  con- 
trast material,  indicating  the  major  routes 
of  blood  return  to  the  heart  from  the  upper 
extremity. 

The  differential  diagnosis  of  a tumor  mass 
containing  calcium  in  this  portion  of  the 
mediastinum  includes  aneurysms  of  the 
aorta,  teratologic  tumors,  thyroid  tumors, 
and  tumors  of  the  thymus.  In  our  patient 
the  possibility  of  an  echinococcus  cyst  was 
also  considered  because  of  exposure  during 
his  missionary  work.  The  lack  of  thyroid 
enlargement  and  low  position  of  the  tumor 
mass  ruled  against  a thyroid  tumor.  The 
pattern  of  calcification  which  was  central  and 
not  marginal  and  the  serologic  test  were 
against  the  diagnosis  of  echinococcus  cyst 
and  aortic  aneurysm. 

Intravenous  angiographic  study  clearly 
shows  the  involvement  and  obstruction  of 
the  superior  vena  cava  and  the  large 
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FIGURE  1.  (A)  Frontal  chest  roentgenogram  reveals  lobulated  soft  tissue  mass  in  right  superior  medi- 
astinum (arrow).  (B)  Lateral  projection  shows  retrosternal  position  of  mass  (arrow).  Note  curvilinear 
calcifications  within  mass. 


FIGURE  2.  Representative  film  from  angiocardio- 
graphic study  demonstrates  obstruction  of  distal 
superior  vena  cava  with  collateral  circulation  in- 
volving azygos,  neck,  and  shoulder  veins.  Note 
filling  defects  within  superior  vena  cava  and  right 
innominate  vein  and  marginal  invasion  of  superior 
vena  cava. 
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collateral  circulation.  It  is  weU  to  remember 
that  the  collateral  circulation  may  include 
the  spinal  vessels,  and  when  angiographic 
study  is  performed  in  suspected  vena  cava  oc- 
clusion, small  doses  of  less  concentrated  con- 
trast material  should  be  used  to  avoid  a severe 
reaction.  The  aorta  is  not  visualized,  but 
the  pattern  of  involvement  of  the  superior  ' 
vena  cava  suggests  invasion  by  a neoplasm 
rather  than  occlusion  by  an  aortic  aneurysm. 

The  radiologic  differential  diagnosis  thus  I 
indicated  a maUgnant  neoplasm  arising  either 
in  the  thymus  or  in  a teratoma.  i 

Thymic  tumor  can  occur  at  any  age,  but  is  ! 
most  common  after  the  age  of  forty  years.  j 
Most  thymic  tumors  gire  benign,  and  the 
differential  between  benign  and  malignant 
cannot  be  made  by  tumor  size,  age,  or  ap-  | 
pearance.*  Calcifications  are  seen  rarely 
in  both  benign  and  malignant  thymic 
tumors.  1 

Angiographic  study  in  this  patient  clearly 
estabhshed  the  malignant  neoplastic  nature 
of  this  tumor  mass  and  excluded  the  possi- 
bilities of  aortic  aneurysm  and  echinococcus  i 

cyst. 

Surgical  exploration.  A firm  mass  | 

* Bernatz,  P.  E.,  Harrison,  E.  G.,  and  Clagett,  O.  T.:  I 

Thymoma:  a clinicopathologic  study,  J.  Thor.  Cardiov.  I 

Surg.  42:  424  (Oct.)  1961.  I 


FIGURE  3.  Anterior  mediastinum.  Tumor  oc- 
cupies center  of  picture.  Arrow  shows  displaced 
occluded  superior  vena  cava. 


FIGURE  4.  Cut  surface  of  tumor.  Dense  fibrous 
trabeculae  divide  specimen.  Between  them  are 
fleshy  areas  and  cystic  spaces. 


occupied  the  anterior  superior  mediastinum. 
It  was  attached  to  the  pericardium,  aorta, 
and  superior  vena  cava,  displacing  the 
last  structure  laterally.  The  superior  vena 
cava  and  the  right  innominate  vein,  as  far  as 
it  could  be  palpated,  were  firm.  It  was 
possible  to  remove  the  main  mass  by  sharp 
dissection.  The  superior  vena  cava  was  then 
opened.  Soft,  friable,  fleshy  fragments  were 
removed  from  it,  establishing  a free  flow  of 
blood  and  resulting  in  extensive  blood  loss. 
The  surgeon  did  not  believe  that  he  had  re- 
moved all  tumor  from  the  superior  vena  cava 
and  right  innominate  vein.  Figure  3 shows 
the  relationships  in  the  anterior  mediastinum 
at  the  time  of  exposure  and  prior  to  the  re- 
moval of  the  tumor. 

Pathologic  discussion 

Charles  F.  Begg,  M.D.;  The  main 
tumor  mass  weighed  168  Gm.  Its  cut  sur- 


FIGURE  5.  (A)  In  this  area,  the  lymphocyte  is 
predominating  cell.  There  are  cystic  spaces  be- 
tween wide  cords  of  lymphocytes.  (B)  There  is 
admixture  of  lymphocytes  with  large,  pale  ‘‘epi- 
thelial” cells.  (C)  "Epithelial”  elements  pre- 
dominate in  this  part  of  tumor. 


face  is  shown  in  Figure  4.  There  are  nu- 
merous fibrous  trabeculae  which  are  a helpful 
feature  in  distinguishing  this  tumor  from 
lymphoma.  Cystic  spaces  and  islands  of 
bulging,  fleshy  tissue  are  also  evident.  The 
fragments  removed  from  within  the  vena 
cava  were  also  fleshy  and  resilient;  they 
weighed  2 Gm. 

In  histologic  preparations,  one  sees  a 
mixture  of  lymphocytes  and  large,  pale  cells 
of  epithelial  character.  There  are  also 
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cysts  and  dense  fibrous  trabeculae  (Fig.  5). 
This,  then,  is  a thymoma  of  mixed-cell  type 
according  to  the  most  commonly  accepted 
classification.  The  two  cell  types  are  about 
equally  represented  in  the  main  mass,  but 
the  epithelial  type  predominates  in  the 
fragments  from  the  lumen  of  the  superior 
vena  cava. 

Comment.  Two  aspects  of  this  case  are  of 
particular  interest: 

Invasion  of  lumen  of  superior  vena  cava. 
Superior  vena  cava  syndrome  occasionally 
occurs  with  thymoma,  but  we  have  not 
known  it  to  be  caused  by  direct  growth  of 
the  tiunor  into  the  lumen  of  the  vessel  as 
occurred  in  this  case.  The  obstruction 
was  well  demonstrated  radiographically,  but 
the  nature  of  the  obstruction  could  not  be 


identified  prior  to  direct  examination  at 
surgery. 

Subsequent  course  of  the  patient.  This 
patient  is  well  and  free  of  evidence  of  tumor 
recurrence  two  years  and  ten  months  after 
the  surgery.  While  there  is  no  prediction  of 
malignant  or  benign  behavior  of  thymomas 
which  can  be  deduced  from  their  histology, 
the  fact  that  the  trnnor  invaded  a major 
vessel  and  was  disturbed  by  curettage  would 
make  one  predict  that  distant  metastases 
would  occur,  especially  in  the  lungs.  Post- 
operative irradiation  was  given  because  of 
this  possibility  and  because  it  was  known 
that  all  the  tumor  had  not  been  removed 
from  the  vessels.  It  is  probable  that  this 
therapy  has  contributed  to  the  successful 
(up  to  the  present)  outcome. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York  17,  New  York,  at  one  dollar  each. 

The  84-page  pamphlet  includes  aU  the  papers  presented  at  the  Third  Annual  In- 
ternists Day  of  the  New  York  State  Society  of  Internal  Medicine,  held  March  3, 
1962,  in  New  York  City. 
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Pathologic  Classification 
of  Fetal  and 
Neonatal  Mortalities 

F.  J.  SCHOENECK,  M.D.* 
Syracuse,  New  York 

From  the  Department  of  Obstetrics, 
State  University  of  New  York 
Upstate  Medical  Center 


T HE  CENTRAL  NEW  YORK  Maternal  and 
Perinatal  Mortality  Study  have  adopted  the 
Potter  Pathological  Classification  of  fetal 
and  neonatal  deaths.  This  classification, 
contained  in  the  second  edition  of  Pathology 
of  the  Fetus  and  Infant  by  Edith  L.  Potter, 
M.D.,t  seems  to  be  established  on  a good 
basis,  although  it  involves  some  rather  in- 
teresting departures  from  the  usual  methods 
of  recording  the  cause  of  death  of  stillbirths 
and  neonatal  deaths. 

The  Potter  classification  (Fig.  1)  is  used 
in  some  hospitals.  Oin:  experience  in  using 
the  classification  has  been  such  that  we  do 
not  necessarily  suggest  that  hospitals  using 
satisfactory  classification  systems  change  to 
the  Potter  classification.  We  find  it  serves 
a useful  purpose  in  oinr  research  studies  and 
feel  that  perinatal  mortality  committees 
might  employ  the  classification  to  advantage. 
We  plan  to  quote  freely  from  Dr.  Potter’s 
book,  and  one  sentence  is  illustrative 

* Adviser,  Subcommittee  on  Maternal  and  Infant  Welfare. 

t Potter,  E.  L.:  Pathology  of  the  Fetus  and  Infant,  2nd 
ed.,  Chicago,  Year  Book  Medical  Publishers,  Inc.,  1961. 


of  the  departures  from  current  terminology: 
“Prematurity  can  never  be  considered  to  be 
the  cause  of  stillbirth.” 

Potter  classification 

Dr.  Potter  feels  that  the  causes  of  still- 
birth and  neonatal  deaths  are  relatively 
few.  She  feels  that  the  time  during  preg- 
nancy or  after  birth  is  a logical  basis  for 
classification. 

The  system  involves  nine  groupings, 
namely:  malformations,  blood  disturbances, 
anoxia,  infection,  birth  injury,  prematurity, 
abnormal  pulmonary  function,  certain  other 
specific  causes,  and  certain  maternal  diseases 
without  pathologic  evidence  in  the  fetus. 

The  following  is  a brief  resume  of  Dr. 
Potter’s  explanation  of  the  various  groupings. 

Malformations.  Malformations  are 
classified  generally  by  systems,  although 
there  is  no  specific  differentiation  between 
deformities  caused  by  abnormal  genes  and 
those  due  to  postconceptional  environmental 
factors. 

Blood  disturbances.  Erythroblastosis 
and  some  instances  of  thrombocytic  purpura 
are  based  on  a normally  developing  fetus 
which  is  incompatible  with  its  mother. 
The  fetus  possesses  antigens  specific  for  anti- 
bodies which  reach  it  from  the  maternal 
circulation.  Hemorrhagic  disease  is  ex- 
plained as  being  due  to  a diminution  of  pro- 
thrombin which  results  from  the  inability 
of  vitamin  K to  reach  the  fetus  from  the 
mother  and  probably  accounts  for  some  of 
the  postnatal  hemorrhages. 

Anoxia.  Anoxia,  excluding  situations 
involving  abnormal  fetal  pulmonary  fimc- 
tion,  includes  any  condition  in  which  the  fetus 
is  unable  to  obtain  a sufficient  supply  of 
oxygen  from  the  maternal  circulation  and 
usually  is  associated  with  some  major  ob- 
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FIGURE  1.  Code  for  classification  of  causes  of  fetal  and  neonatal  deaths 


Living 

00 — Living  (not  included  in  study) 
Malformations 

10 —  Brain  and  spinal  cord 

11 —  Heart  and  blood  vessels 

12 —  Lungs  and  trachea 

13 —  Stomach,  intestine,  including  tracheo-eso- 
phageal  fistulas 

14 —  Kidneys,  bladder,  and  organs  of  repro- 
duction 

15 —  Skeleton 

16 —  Skin  and  muscle 

17 —  Tumors 

18 —  Inborn  errors  of  metabolism 

19 —  More  than  one  potentially  lethal  mal- 
formation 

lx — Other 

Trauma 

20 —  No  autopsy,  symptoms  interpreted  as 
trauma 

21 —  Cranial  cavity:  hemorrhage  from  lac- 

eration of  tentorium  cerebeUi  or  vein  of 
Galen 

22 —  -Cranial  cavity:  subdural  hematoma 

23 —  Cranial  cavity:  other 

24 —  Spinal  cord : hemorrhage  or  laceration 

25 —  Adrenal:  gross  hemorrhage 

26 —  Liver:  gross  hemorrhage 

27 —  Other 

Anoxia 

30 —  Abruptio  placentae 

31 —  Placenta  previa 

32 —  Cord  prolapse 

33 —  Cord  knots  and  entanglement 

34 —  Maternal  hypotension 

35 —  Anesthesia 

36 —  Shoulder  dystocia 

37 —  Delayed  delivery  of  aftercoming  head 

38 —  Prolonged  labor 

39 —  -Other  cause 

3x — Unknown  cause 

Infection 

40 —  Lungs,  probably  intrauterine 

41 —  Lungs,  probably  extrauterine 

42 —  Intestine,  stomach,  or  esophagus 

43 —  Heart  or  blood  vessels 

44 —  Kidneys  or  bladder 

45 —  Brain  or  meninges 

46 —  Bone,  muscle,  or  skin 

47 —  Umbilicus 

48 —  Generalized,  bacterial 

49 —  Generalized,  viral 
4x— Syphilis 

4y — Other 

Blood  dyscrasias 

50 —  ABO  erythroblastosis 

51 —  Rh  erythroblastosis  with  fetal  hydrops 

52 —  Rh  erythroblastosis  with  kernicterus 

53 —  Rh  erythroblastosis  without  hydrops  or 
kernicterus 

54 —  Hemorrhagic  disease 

55 —  Leukemia 

56 —  Anemia  from  other  than  above  causes 


Abnormal  pulmonary  function 

60 —  Generalized  atelectasis  with  hyaline  mem- 
brane 

61 —  ^Generahzed  atelectasis  without  hyaline 
membrane 

62 —  Mild  hyaline  membrane  without  other 
recognizable  cause  of  death 

Other 

70 —  Kernicterus  not  due  to  erythroblastosis 

71 —  Hydrops  without  erythroblastosis 

72 —  Liver  necrosis,  cirrhosis,  and  so  forth, 
without  known  cause 

73 —  Diffuse  pulmonary  hemorrhage  without 
known  cause 

74—  Other 
Iatrogenic  causes 

80 —  Craniotomy  or  other  destructive  operation 
on  living  fetus 

81 —  Delivery  for  maternal  cause  prior  to 
viabUity 

No  pathologic  state  at  autopsy  with  or  without 
possible  maternal  factors  and  not  elsewhere 
classifiable 

90 —  No  known  maternal  factor 

91 —  Toxemia  of  pregnancy 

92 —  -Glomerulonephritis 

93 —  Pyelocystitis 

94 —  ^Diabetes  mellitus 

95 —  Heart  disease,  symptomatic 

96 —  Preceding  accident 

97 —  Preceding  operation 

98 —  Over  301  days  gestation  without  other 
complications 

99 —  Other 

Conceptuses  not  included  as  fetal  or  neonatal 
deaths* 

xO — Fetus,  with  or  without  chorionic  vesicle, 
normal  nonmacerated 

xl — Fetus,  with  or  without  chorionic  vesicle, 
normal  macerated 

x2 — Fetus,  with  or  without  chorionic  vesicle 
malformed  (regardless  of  state  of  preserva- 
tion) 

x3 — Chorionic  vesicle,  intact  with  absent  or 
rudimentary  embryo 

x4 — Chorionic  vesicle,  ruptured,  without 
embryo  or  fetus 

x5 — Vnii,  with  or  without  decidua 
x6 — Decidua  only 
x7 — Hydatidiform  mole 
x8 — Ectopic  pregnancy 

* Necessary  only  when  classi6cation  of  all  unsuccessful  preg- 
nancies is  required.  Division  is  at  400  Gm.  at  the  Chicago 
Lying-In  Hospital. 
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stetric  complication.  We  found  it  necessary 
to  place  many  cases  under  “anoxia,  other 
causes.”  One  commonly  encountered  diag- 
nosis, notably  placental  insufficiency,  has 
to  be  so  designated. 

Infection.  Infection  of  the  fetus  may 
arise  from  amniotic  cavity  sources,  bacteria, 
or  viruses  in  maternal  blood  which  are 
transmitted  through  the  placenta  and  organ- 
isms which  enter  through  the  cut  umbilical 
stump,  lungs,  gastrointestinal  tract,  and  so 
forth  after  birth. 

Birth  injury.  Abnormal  pressures  which 
occur  during  labor  and  result  from  cephalo- 
pelvic  or  positional  dystocia  may  cause  a 
rupture  of  the  blood  vessels.  Most  of  the 
hemorrhages,  as  is  well  known,  occur  in  the 
cranial  cavity.  We  encoimtered  some  prob- 
lems in  pinpointing  the  exact  source  of 
hemorrhage  to  coincide  with  the  classifica- 
tion. 

Prematurity.  As  has  been  noted,  pre- 
maturity is  never  considered  a cause  of  still- 
birth. Prematurity  may  be  considered  as 
contributory  to  death  in  viable  fetuses, 
although  ordinarily  it  should  not  be  con- 
sidered a primary  cause.  A viable  infant 
is  described  as  one  who  has  reached  a degree 
of  maturity  compatible  with  extrauterine 
life.  Usually  a weight  of  1,000  Gm.  is 
associated  with  the  degree  of  maturity  which 
is  necessary  for  extrauterine  existence. 
Since  the  Potter  classification  does  not  pro- 
vide a place  for  unexplained  cases  of  pre- 
maturity, it  would  seem  logical  to  classify 
such  cases  under  anoxia,  unknown  cause, 
with  prematurity  listed  as  a contributory 
cause. 

Abnormal  pulmonary  function.  Ab- 
normal pulmonary  function,  which  is  cur- 
rently receiving  much  attention,  is  described 
by  Dr.  Potter  as  follows; 

After  birth,  the  lungs  must  function  im- 
mediately and  adequately  if  the  infant  is  to 
survive  and  if  the  child  is  normal,  they  will 
invariably  do  so.  Failure  to  breathe  properly 
may  be  the  result  of  anoxia,  intracrani^ 
hemorrhage,  malformations,  intrauterine 
pneumonia,  etc.  The  lungs  may  not  be 
completely  expanded  or  may  become  sub- 
sequently atelectatic.  Atelectasis  per  se  can 
probably  never  be  considered  as  a cause  of 
death,  being  only  a manifestation  of  some 
underlying  disturbance. 

In  a particular  group  of  infants  exhibiting 
marked  dyspnea  almost  immediately  after 
birth,  dying  within  a few  hours  and  at 
autopsy  showing  extreme  atelectasis  with 


characteristic  hyaline-hke  deposits  in  the 
lungs,  a definite  etiological  agent  has  not  yet 
been  established.  The  condition  has  been 
designated  pulmonary  hyaline  disease  or 
respiratory  distress  syndrome.  Without  an 
autopsy  the  cause  of  the  respiratory  disturb- 
ance can  seldom  be  identified  and  such  in- 
fants cannot  be  more  specifically  classified 
than  as  suffering  from  abnormal  pulmonary 
function. 

Other  specific  diseases.  Other  specific 
diseases  cover  a few  rather  specific  fetal  com- 
plications which  may  be  demonstrated,  such 
as  thrombosis  of  renal  vessels,  fetal  hydrops, 
and  liver  necrosis.  None  of  these  have 
known  specific  etiology. 

Maternal  disease  without  evidence 
IN  FETUS.  Certain  maternal  compUcations 
are  associated  with  increased  fetal  and 
neonatal  mortality  rates,  although  no  path- 
ologic lesions  can  be  found  when  the  fetus 
is  examined  at  autopsy.  Such  conditions 
as  maternal  nephritis,  toxemia,  diabetes, 
and  heart  disease  fall  into  this  group,  al- 
though the  mechanism  by  which  death  of 
the  fetus  occurs  is  not  precisely  known. 

Comment 

Experience  in  using  the  Potter  classifica- 
tion confirms  the  widespread  impression  of 
the  relative  futility  of  obtaining  an  accurate 
picture  of  the  causes  of  death  of  stillbirths 
and  neonatal  deaths  unless  the  fetuses  are 
examined  post  mortem. 

Dr.  Potter  states: 

The  primary  reason  for  studying  the  dead  is 
to  save  the  living — to  correlate  the  events  that 
have  transpired  during  life  with  the  state  of 
the  body  after  death  and  to  come  to  some 
conclusion  as  to  cause  and  effect.  To  ex- 
amine a dead  body,  to  record  the  pathological 
changes  and  to  make  no  attempt  to  recon- 
struct events  leading  to  those  changes  or  to 
try  to  arrive  at  a conclusion  as  to  why  the 
death  occurred  is  to  leave  the  job  half  done. 

Our  experience  in  perinatal  mortality 
studies  gives  us  the  impression  that  quite 
frequently  the  clinician  shares  equal  respon- 
sibility with  the  pathologist  in  “leaving  the 
job  half  done.”  The  pathologist  cannot 
perform  an  autopsy  unless  the  clinician 
obtains  permission  for  an  autopsy.  The 
pathologist  obviously  needs  a detailed  his- 
tory as  a guide  to  what  he  should  look  for. 
Most  benefit  accrues  when  the  pathologist 
submits  a complete  autopsy  report  to  the 
clinician  and  their  findings  are  correlated. 
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It  is  advisable  to  keep  in  mind  that  parents 
who  have  granted  permission  for  the  autopsy 
are  entitled  to  a relatively  prompt  explana- 
tion of  the  cause  of  death.  If  the  cause 
cannot  be  given  imtil  microscopic  examina- 
tions are  completed,  the  circumstances 
should  be  explained  to  the  parents. 

We  must  recognize  that  occasionally  an 
autopsy  examination  wiU  not  provide  the 
cause  of  stillbirth  or  death.  In  such  in- 
stances there  is  no  alternative  than  to 
classify  the  death  as  “cause,  undetermined.” 
This  procedure  should  be  the  same  in  in- 
stances where  there  is  no  postmortem  exam- 
ination and  the  cUnical  diagnosis  is  unveri- 
fied. An  adequate  clinical  history,  properly 
detailed  case  management,  and  an  accurate 
cause  of  stillbirth  or  neonatal  death  give 


the  whole  story.  This  is  the  basis  for  good 
perinatal  committee  function,  and  large 
numbers  of  such  complete  stories  form  the 
basis  for  many  studies  aimed  at  reducing 
perinatal  morbidity  and  mortahty. 

It  would  seem  helpful,  as  a means  of 
solving  the  perinatal  mortality  and  morbid- 
ity problem  to  a relative  irreducible  min- 
imum, eventually  to  evolve  a pathologic 
classification  that  could  be  used  on  a na- 
tional basis.  Such  a classification  should 
accommodate  to  a coding  system  and  serve 
to  satisfy  the  requirements  of  hospital 
diagnoses,  vital  statistics,  and  research 
work. 

Room  2023, 
766  Irving  Avenue,  Syracuse  10 


Convention 

paging 

system 


We  hope  that  physicians  attending  the  157th  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New  York  will  be  able  to  devote  aU  then  atten- 
tion to  the  interesting  program,  exciting  exhibits,  and  other  features  of  the 
meeting.  However,  if  it  is  necessary,  physicians  can  always  be  in  touch  with 
their  offices,  their  patients,  or  whoever  else  may  wish  to  contact  them,  thi'ough 
the  SherPage  System.  They  may  be  reached  by  television  anywhere  at  the 
convention. 

This  service  is  provided  through  the  courtesy  of  Sherman  Laboratories, 
Detroit,  Michigan. 


1202  New  York  State  Journal  of  Medicine  / April  15,  1963 


Case  Reports 


Hemorrhagic 
Mesenteric  Adenitis 

HERMAN  D.  ZEIFER,  M.D. 
Mount  Kisco,  New  York 

From  the  Northern  Westchester  Hospital 


N ONSPECIFIC  mesenteric  lymphadenitis  was 
so  named  to  distinguish  it  from  inflammatory 
conditions  in  the  same  locale  caused  by 
specific  agents,  such  as  the  tubercle  bacillus.  ^ 
More  recently,  the  absence  of  a specific 
etiologic  agent  has  led  to  the  suggestion 
that  an  unidentified  virus  is  to  blame, 
especially  if,  as  is  so  often  the  case,  a re- 
spiratory tract  infection  precedes  the  attack 
of  abdominal  pain. 

An  exploratory  laparotomy  discloses  the 
disappointingly  normal  appendix,  a small 
increase  in  the  amount  of  peritoneal  fluid, 
and  the  presence  of  enlarged  lymph  nodes 
in  the  mesentery  of  the  distal  ileum  and  the 
ileocecal  junction.  Recently  I have  en- 
countered 2 cases  of  hemorrhagic  mesenteric 
lymphadenitis,  and  I have  been  able  to 
find  only  one  reference  in  the  English  lit- 
erature to  this  variant  in  the  pathologic 
features  of  mesenteric  lymphadenitis.  ^ It 
is  hoped  that  the  description  of  the  findings 
in  these  cases  may  lead  other  surgeons  to 
report  their  experiences  with  this  lesion  and 
thus  aid  in  a better  understanding  of  this 
condition. 

Case  reports 

Case  1.  This  ten -year-old  white  female 
noted  the  onset  of  periumbilical  crampy 
pains  and  anorexia  two  days  before  her 
admission  to  the  hospital.  The  pain  sub- 
sequently localized  in  the  right  lower  quad- 


rant of  the  abdomen  and  was  made  worse 
by  motion.  There  had  been  no  vomiting, 
chills,  fever,  diarrhea,  or  a recent  infection 
of  the  respiratory  tract.  The  child  appeared 
ill.  The  temperature  was  100.6  F.,  the 
pulse  was  120,  and  the  respirations  were  22. 
The  throat,  heart,  and  lungs  were  normal. 
There  was  tenderness  to  pressure  in  the  right 
lower  portion  of  the  abdomen  associated 
with  local  muscular  spasm  and  rebound 
tenderness  both  direct  and  rebound.  The 
liver  and  spleen  were  not  palpable.  A 
rectal  examination  revealed  tenderness  high 
on  the  right.  The  urine  examination  pro- 
duced negative  findings.  The  hemoglobin 
was  12.8  Gm.  per  100  ml.  The  white  blood 
cell  count  was  15,300  with  68  polymorpho- 
nuclear leukocytes,  3 band  forms,  29  lym- 
phocytes, and  1 monocyte.  A diagnosis  of 
acute  appendicitis  was  made,  and  an  opera- 
tion was  performed. 

After  the  induction  of  anesthesia  a mass 
5 cm.  in  diameter  was  palpated  in  the 
right  lower  portion  of  the  abdomen  through 
the  unopened  abdominal  waU.  After  the 
incision  was  made  the  appendix  was  seen  to 
be  normal,  surroimded  by  a small  amount  of 
clear  fluid.  The  previously  palpated  mass 
was  retrocecal,  and  dissection  revealed  it  to 
be  a group  of  hemorrhagic  lymph  nodes. 
The  largest  of  these  was  excised  and  meas- 
ured 2 by  2 cm.  in  size.  The  lymph  nodes 
of  the  distal  small  bowel  mesentery  were 
enlairged  but  not  discolored.  The  cecum 
was  normal,  and  there  was  no  evidence  of  a 
Meckel’s  diverticulum.  An  appendectomy 
was  performed. 

A pathologic  examination  revealed  that 
the  appendix  was  normal.  The  lymph 
node  appeared  as  a cystlike  capsule  filled 
with  a dark  red  organizing  blood  clot. 
Sections  of  this  structure  revealed  it  to  be  a 
lymph  node,  the  cytoarchitecture  of  which 
was  markedly  hemorrhagic  and  congested 
although  preserved.  The  sinusoids  were 
engorged,  and  there  was  a diffuse  infiltration 
of  leukocytes  which  extended  into  the 
perinodal  adipose  tissue  (Figs.  1 and  2). 

The  diagnosis  was  of  an  appendix  with 


April  15,  1963  / New  York  State  Journal  of  Medicine  1203 


FIGURE  1.  Case  1.  Low-power  photomicrograph 
demonstrating  hemorrhage  into  the  lymph  node 
and  its  capsule. 


acute  hemorrhagic  lymphadenitis,  non- 
specific. 

A repeat  blood  smear  failed  to  reveal 
infectious  mononucleosis,  and  a heterophil 
antibody  titer  on  the  fifth  postoperative  day 
showed  negative  findings.  On  this  same 
day  the  child  was  discharged  completely 
well. 

Case  2.  This  seventeen-year-old  girl 
first  noted  the  onset  of  steady  pain  in  the 
right  lower  quadrant  of  the  abdomen  fifteen 
hours  prior  to  her  admission  to  the  hospital. 
There  was  neither  anorexia  nor  vomiting, 
dysuria  nor  urinary  frequency.  Her  men- 
strual periods  had  been  regular,  the  last 
one  having  been  completed  three  weeks 
prior  to  her  hospital  admission.  A physical 
examination  revealed  her  to  be  acutely  ill. 
The  throat,  heart,  and  lungs  were  normal. 
There  was  exquisite  tenderness  to  pressure 
in  the  right  lower  portion  of  the  abdomen 
with  rebound  tenderness  both  direct  and 
rebound  and  local  muscular  spasm.  The 
urine  examination  revealed  two  or  three 
white  blood  cells  and  one  or  two  red  blood 
cells  per  high-power  field.  The  hemoglobin 
was  13.7  Gm.  per  100  ml.  The  white  blood 
cell  coimt  was  8,400  cells  per  cubic  millimeter 
with  64  polymorphonuclear  leukocytes,  2 
band  forms,  25  lymphocytes,  7 monocytes, 
1 eosinophil,  and  1 basophil.  The  diagnosis 
was  acute  appendicitis,  and  an  operation 
was  performed  on  the  day  of  her  admission 
to  the  hospital.  There  were  5 ounces  of 
amber-colored  fluid  in  the  vicinity  of  a 
grossly  normal  appendix.  A retrocecal 
mass  was  felt,  and  dissection  revealed  the 
presence  of  two  lymph  nodes  each  measuring 


FIGURE  2.  Case  1.  High-power  photomicrograph  i 
from  center  of  Figure  1.  i 


2 cm.  in  their  maximum  diameter.  The  “ 

first  node  was  grossly  hemorrhagic,  and  the 
second  appeared  normal  in  color.  An  ap-  I' 
pendectomy  was  performed.  ^ 

The  pathologic  report  stated  that  the 
appendix  was  normal  except  for  a slight  f 

engorgement  of  the  subserosal  blood  vessels.  ® 

Sections  of  one  lymph  node  revealed  a well-  ft 

preserved  architecture.  Sections  of  the  » 

other  lymph  node  revealed  marked  distortion  i ^ 
of  the  architecture  by  diffuse  hemorrhage  1 ® 
associated  with  diffuse  infiltration  of  in-  P 
flammatory  leukocytes.  No  evidence  of  > ? 

any  specific  process  was  noted  (Figs.  3 ' - 

and  4).  j - 

The  diagnosis  was  of  an  appendix  with  j 1 

hemorrhagic  lymphadenitis  of  the  mesenteric  ! r 

node,  nonspecific.  ’ ' 

A chest  x-ray  film  on  the  fourth  post- 
operative day  showed  normal  findings  as  did 
a heterophil  antibody  test.  A repeat  blood 
smear  failed  to  reveal  evidence  of  infectious 
mononucleosis,  and  a tuberculin  skin  test 
produced  negative  findings.  The  patient 
was  discharged  completely  well  on  the  - 
seventh  postoperative  day. 


Acute  nonspecific  mesenteric  lymphad- 
enitis has  found  acceptance  as  one  of  the 


Comment 


1204  New  York  State  Journal  of  Medicine  / April  15,  1963 


FIGURE  3.  Case  2.  Low-power  photomicrograph 
demonstrating  the  hemorrhage  into  the  lymph 
node. 


commonest  causes  of  acute  abdominal  pain 
in  children  and  as  an  occasional  puzzling 
affliction  of  adults.  When  a normal  ap- 
pendix is  encoimtered  at  the  time  of  an 
operation  for  acute  appendicitis,  the  surgeon 
is  sooner  inclined  to  examine  the  terminal 
mesentery  for  enlarged  lymph  nodes  than 
he  is  to  search  the  ileum  for  a Meckel’s 
diverticulum. 

Wilensky,^  Wilensky  and  Hahn,'*  Foster,® 
Klein,®  and  Aird,^  have  written  excellent 
descriptions  of  the  significant  pathologic 
features  of  this  disease.  The  mesenteric 
glands — “juxta-intestinal”  along  the  mes- 
enteric attachment  of  the  most  distal  few 
feet  of  ileum,  “intermediate”  along  the 
ileal  arteries,  and  “terminal”  on  the  main 
superior  mesenteric  trunk — are  discretely 
enlarged.  The  first  or  the  last  of  these 
groups  may  be  involved  alone,  or  all  three 
groups  may  suffer  together.  The  anterior 
and  posterior  cecal  and  the  ileocolic  glands 
may  or  may  not  be  affected  simultaneously. 
The  juxta-intestinal  glands  are  involved 
predominantly  in  early  stages  of  the  disease. 
Early  in  an  attack  they  may  be  pink  in 
color,  but  usually  they  are  found  to  be 
white.  The  intermediate  and  terminal 
glands  are  predominantly  affected  in  later 
stages  of  the  disease.  They  seem  always  to 
be  white  in  color.  The  enlarged  glands  are 
soft  and  juicy  at  first,  elastic  later,  and 
finally  quite  hard.  It  is  imcertain  whether 
or  not  calcification  occurs  in  nontuberculous 
adenitis.  Suppuration  has  been  recorded  in 
the  mesenteric  glands,  but  usually  it  is  as  a 
result  of  a specific  bacterial  infection. 
Histologically,  the  glands  present  a non- 
specific hyperemia  and  cellular  hyperplasia. 


FIGURE  4.  Case  2.  High-power  photomicrograph 
from  center  of  Figure  3. 


Glands  that  are  removed  at  the  time  of  an 
operation  and  free  fiuid  from  the  peritoneal 
cavity  prove  to  be  sterile  on  culture  and 
animal  inoculation. 

Rosenburg^  presented  a review  of  75 
cases  of  nonspecific  mesenteric  lymphade- 
nitis. His  patients  were  classified  into  four 
clinical  groups:  (1)  chronic  mesenteric 

lymphadenitis,  (2)  acute  mesenteric  lym- 
phadenitis, (3)  acute  fulminating  mesenteric 
lymphadenitis,  and  (4)  acute  suppurative 
mesenteric  lymphadenitis.  In  discussing  the 
acute  fulminating  variety,  Rosenburg  states: 
“In  one  of  the  cases  I found  what  I have 
chosen  to  call  acute  hemorrhagic  mesenteric 
lymphadenitis.  Besides  the  aforementioned 
swelling  of  the  glands,  I noted  diffuse  hemor- 
rhages throughout  the  glands.”  This  is  the 
only  reference  that  I have  been  able  to  glean 
from  the  English  language  literature. 

The  cases  described  here  demonstrate  the 
usual  gross  pathologic  conditions  of  non- 
specific mesenteric  adenitis  in  that  the 
lymph  nodes  between  the  leaves  of  the 
terminal  ileal  mesentery  were  grossly  en- 
larged and  succulent.  The  unusual  feature 
they  had  in  common  was  a palpable  ret- 
rocecal mass  which  proved  to  be  a con- 
glomerate of  hemorrhagic  lymph  nodes. 
In  Case  1 there  were  several  hemorrhagic 
nodes,  while  in  Case  2 there  was  one  hemor- 
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rhagic  node  adjacent  to  a lymph  node  which 
was  free  of  hemorrhage. 

The  clinical  history,  the  gross  and  micro- 
scopic findings  at  the  time  of  the  operation, 
and  the  postoperative  courses  of  these 
patients  are  compatible  with  the  diagnosis 
of  nonspecific  mesenteric  adenitis.  The 
fact  that  only  the  retrocecal  or  ileocecal 
lymph  nodes  exhibited  hemorrhage  most 
likely  indicates  that  the  imknown  process 
in  this  disease  affected  these  particular 
nodes  most  severely  and  that  the  hemorrhage 
was  the  result  of  a more  advanced  state  of 
nonspecific  nodal  inflammation.  In  addition 
to  the  hemorrhage  in  the  lymph  nodes,  there 
appeared  diffuse  infiltration  with  leukocytes, 
another  indication  of  severe  inflammation. 
Although  cultures  of  the  peritoneum  and 
hemorrhagic  nodes  were  not  taken,  there 
was  no  evidence  at  the  operation  or  post- 
operatively  that  a bacterial  factor  was 
operative. 

Infectious  mononucleosis  was  excluded 
by  the  negative  findings  in  the  heterophil 
test.  Tuberculosis  was  ruled  out  in  Case  2 
and  was  most  unlikely  in  Case  1.  A non- 
specific cecal  ulcer,  cecal  diverticulitis, 
regional  enteritis,  and  neoplasm  all  were 
excluded  reasonably  well  by  the  gross 
operative  findings.  Acute  appendicitis  was 
unequivocally  absent.  It  has  been  my 
experience  that  even  advanced  appendiceal 
suppuration  may  be  imaccompanied  by 
lymph  nodes  as  large  as  those  found  to 
coexist  with  nonspecific  mesenteric  lym- 
phadenitis. 

It  should  be  pointed  out  that  hemorrhage 
into  the  mesenteric  lymph  nodes  may  be  a 
manifestation  of  the  severity  of  a local 
disease.  The  clinical  course  of  the  patients 
herein  presented  was  similar  to  that  of  the 
average  patient  with  mesenteric  lym- 
phadenitis who  has  been  subjected  to  an 
exploratory  laparotomy  or  appendectomy 
with  or  without  the  excisional  biopsy  of  a 
mesenteric  lymph  node. 


While  it  is  not  the  purpose  of  this  paper 
to’^review  the  subject  of  mesenteric  lym- 
phadenitis, I should  like  to  note  that  I have 
found  very  little  evidence  to  encourage  a 
classification  of  clinical  types  of  nonspecific 
mesenteric  adenitis.  In  my  experience,  most 
patients  with  this  disease  are  only  mod- 
erately ill  and  enjoy  imeventful  post- 
operative courses  foUowmg  an  appendec- 
tomy. Hemorrhagic  nonspecific  mesenteric 
lymphadenitis  is  presented  not  as  a clinical 
variant  but  as  an  uncommon  pathologic 
manifestation  of  this  disease. 


Summary 

The  entity  of  hemorrhagic  nonspecific 
mesenteric  lymphadenitis  has  not  been 
reported  previously  except  in  one  instance. 

I have  presented  2 patients  in  whom  there 
occurred  retrocecal  hemorrhagic  lymph 
nodes  with  leukocytic  invasion  in  association 
with  classical  nonspecific  mesenteric  lym- 
phadenitis. 

It  is  suggested  that  the  hemorrhage  emd 
leukocytic  infiltration  are  the  result  of  a 
greater  involvement  of  the  retrocolic  lymph 
nodes  by  the  as  yet  unknown  etiologic  agent. 

69  South  Moger  Avenue 
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Weil’s  Disease 
in  New  York  City 

KEVIN  M.  CAHILL,  M.D.,  D.T.M.&H. 

New  York  City* 


T HE  HISTORY  AND  incidence  of  leptospirosis 
in  New  York  State  (excluding  New  York 
City)  has  been  reviewed  recently.'  Al- 
though leptospirosis  is  a reportable  disease 
under  the  public  health  laws  of  New  York, 
only  20  human  cases  are  known  to  have 
occurred  in  the  last  decade  throughout  the 
entire  area  served  by  the  Department  of 
Health  of  the  State  of  New  York  labora- 
tory. Only  1 patient  has  been  diagnosed  in 
the  same  period  by  the  Department  of 
Health  of  the  City  of  New  York.  Through- 
out the  United  States,  on  the  other  hand, 
studies  on  animal  populations  have  re- 
vealed an  alarmingly  high  incidence  of 
leptospiral  reservoirs  in  dogs,  rats,  mice, 
cattle,  raccoons,  and  others. 

A patient  with  classic  Weil’s  disease 
(icteric  leptospirosis  due  to  Leptospira 
icterohaemorrhagiae)  has  been  investi- 
gated at  St.  Vincent’s  Hospital  in  New  York 
City.  Because  of  the  rarity  of  this  clinical 
syndrome  in  New  York,  this  case  report 
is  presented.  A limited  epidemiologic  survey 
was  undertaken  to  determine  the  source  of 
infection  and  to  examine  causes  for  the  ap- 
parent paucity  of  cases  in  a city  whose 
harbor,  lofts,  and  slums  are  known  to  be 
infested  with  rats. 

Case  report 

A twenty-seven-year-old  male  Puerto 
Rican  building  superintendent  was  admitted 
to  the  hospital  with  jaundice.  One  week 
previously  he  had  experienced  the  sudden 
onset  of  headache,  chills,  fever,  nausea, 
vomiting,  extreme  malaise,  and  anorexia. 
Within  a few  days  he  noted  clay-colored 
stools  and  dark  urine.  Abnormal  physical 
findings  on  admission  were  limited  to  gen- 

* Present  address:  Department  of  Clinical  Medicine, 

Hospital  for  Tropical  Diseases,  London,  England. 


FIGURE  1.  Graph  of  agglutination  titers  in  patient 
with  icteric  Weil’s  disease. 


eralized  icterus,  a tender  liver  palpable  4 
cm.  below  the  right  costal  margin,  bilateral 
conjunctival  hemorrhages,  and  a tempera- 
ture of  104  F. 

A laboratory  examination  on  admission 
included  a white  blood  cell  count  of  13,400 
per  centimeter  with  78  per  cent  polymor- 
phonuclear leukocytes,  a serum  bilirubin 
level  of  11.5  mg.  with  9.8  mg.  per  100  ml. 
directly  acting,  amylase  of  214  units,  and  a 
reversed  albmnin-globulin  ratio.  A urinaly- 
sis revealed  1 to  2 red  blood  cells  and  8 to 
10  white  blood  cells  per  high-power  field 
with  a positive  bile  test.  Agglutination 
titers  with  serotypes  of  leptospirosis  were 
performed  by  the  Bureau  of  Laboratories  of 
the  City  of  New  York  Department  of 
Health.  The  patient  had  a markedly 
elevated  titer  for  Lept.  icterohaemorrhagiae, 
with  a moderate  increase  in  the  levels  of 
Lept.  canicola  and  Lept.  pomona  (Fig.  1). 
No  leptospirae  were  isolated  from  blood, 
urine,  or  cerebrospinal  fluid.  Other  blood 
studies,  including  bleeding  and  clotting  times, 
prothrombin  time,  alkaline  phosphatase, 
thymol  turbidity,  cephalin  flocculation,  urea 
nitrogen,  and  sugar  and  serology  were  within 
normal  limits.  A lumbar  puncture  revealed 
xanthochromic  fluid  with  19  lymphocytes 
per  cubic  millimeter.  Pressure  studies, 
protein  content,  culture,  and  gram  and  acid- 
fast  stains  on  the  cerebrospinal  fluid  were 
all  within  normal  limits.  A liver  biopsy 
(Fig.  2)  revealed  a vacuolation  of  liver 
cells  with  polymorphonuclear  and  lym- 
phocytic infiltration  and  an  increased  de- 
position of  bile  pigments  in  the  bile  capil- 
laries. A repeat  biopsy  one  month  later 
(Fig.  3)  showed  complete  restoration  of 
normal  hepatic  parenchyma  without  evi- 
dence of  infiltration  or  fibrosis. 

The  hospital  course  was  imeventful.  The 
patient  became  afebrile  within  three  days 
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FIGURE  2.  Liver  biopsy  ten  days  after  onset  of 
symptoms  showing  parenchymatous  degeneration, 
cholestasis,  and  hepatitis. 


without  antibiotics,  and  therapy  was  limited 
to  supportive  measures  only.  One  month 
after  admission  he  was  anicteric,  without 
hepatomegaly,  and  repeat  laboratory  studies 
were  within  normal  limits.  He  was  dis- 
chEirged  to  the  care  of  the  outpatient  depart- 
ment. 


Epidemiologic  survey 

The  patient  had  come  to  the  United 
States  from  Puerto  Rico  eight  years  pre- 
viously and  had  not  left  the  environs  of  New 
York  City  since  then.  He  denied  any 
exposure  to  rural  animals,  swimming  in 
rivers  or  streams,  or  having  any  occupation 
other  than  that  of  superintendent.  Since  he 
described  the  building  he  cared  for  as  “the 
worst  kind  of  slum,”  a field  investigation  of 
the  site  was  organized  in  cooperation  with 
the  departments  of  health  and  police. 

The  structure  was  dilapidated  beyond 
repair,  foul-smeUing,  and  debris-laden.  Rats 
were  seen  by  the  investigators  both  in  the 
garbage  room  and  in  the  cellar.  Cock- 
roaches blanketed  the  walls.  The  landlord 
and  superintendent  had  no  idea  of  the  exact 
number  of  occupants  of  the  house.  All 
available  persons,  64  in  number,  were  inter- 
viewed, examined,  and  had  blood  drawn  for 
leptospiral  agglutination  tests.  Particular 
attention  was  given  to  46  occupants  who  had 
lived  in  the  building  longer  than  three 
months.  A summary  of  the  findings  of  these 
patients  is  found  in  Table  I. 

Leptospiral  agglutination  tests  were  per- 
formed by  the  standard  methods  of  the 
Bureau  of  Laboratories  of  the  Department 


[I 
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FIGURE  3.  Liver  biopsy  six  weeks  after  onset  of 
symptoms  showing  normal  hepatic  architecture. 


of  Health  of  the  City  of  New  York.  Three 
pools  of  antigens  against  nine  strains  of 
leptospira  (Lept.  baUum,  Lept.  canicola, 
Lept.  icterohaemorrhagiae,  Lept.  bataviae, 
Lept.  grippotyphosa,  Lept.  pyrogenes,  Lept. 
autumnahs,  Lept.  pomona,  and  Lept.  sejroe) 
were  used.  All  46  test  results  were  negative. 
Lept.  icterohaemorrhagiae  were  demon- 
strated by  dark-field  examination  from  the 
urine  and  by  an  agglutination  test  from  the 
serum  of  the  only  rat  trapped  in  the  building 
by  the  investigators. 

Comment 

The  characteristic  clinical  and  laboratory  | 
findings  in  overt  leptospirosis,  including  j 
Weil’s  disease,  have  been  well  reported,^* 
and  the  routine  diagnostic  evaluation  of  the  I 
patient  reported  here  needs  little  comment.  , 
It  is  of  note,  however,  that  newer  methods 
are  now  available  for  determining  the  extent  ' 
of  the  pathologic  conditions.  Liver  biopsy 
provides  a rapid  and  safe  method  of  following 
histologic  changes  in  the  natural  history  of  ■ 
Weil’s  disease.  Newer  liver  function  studies, 
such  as  serum  transaminase  levels,  also  pro- 
vide evidence  for  a more  complete  under-  ' 
standing  of  the  extent  and  duration  of  i 
hepatic  damage.  Kidney  biopsy  and  more  ■ i 
elaborate  renal  function  studies  may  be  used  i 
in  conjunction  with  standard  urinalysis  to 
test  the  effect  of  leptospira  on  the  kidneys. 

Since  from  80  to  90  per  cent  of  the  patients  ' 
with  leptospirosis  are  anicteric®  and  merely  I 
have  signs  and  symptoms  [of  headache, 
malaise,  and  fever,  an  awareness  of  the  possi-  I 
bility  is  the  first  essential  factor  in  detect-  I 
ing  cases.  In  the  present  survey  26  of  the  46  i 
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TABLE  I.  Summary  of  findings  for  Weil’s  dis- 
ease in  field  survey  of  46  persons 


Findings 

Number  of 
Positive 
Findings 

Intimate  exposure  to  rats 

46 

Rat  bites 

18 

Severe  headache 

26 

Fever 

26 

Myalgias 

24 

Conjuctival  hemorrhages 

24 

Hematuria 

21 

Hepatomegaly 

8 

Jaundice 

0 

Positive  agglutination  test 
results 

0 

patients  gave  a history  of  headache,  fever, 
conjunctival  hemorrhages,  with  intimate 
contact  and  chronic  exposure  to  infected 
rats  compatible  with  a diagnosis  of  anicteric 
Weil’s  disease.  It  is  well  realized  that  the 
signs  and  symptoms  of  subclinical  cases  are 
nonspecific.  Without  isolation  of  lepto- 
spira  from  the  blood  or  urine  or  positive 
agglutination  test  results,  the  diagnosis  can- 
not be  confirmed. 

Disappointing  laboratory  results,  in  face 
of  strong  clinical  suspicion,  are  the  rule 
rather  than  the  exception.  Over  the  past 
ten  years  the  Department  of  Health  of  the 
City  of  New  York  has  performed  the  lepto- 
spira  agglutination  tests  on  the  serum  of  not 
only  all  suspected  cases  of  leptospirosis,  but 
also  on  every  case  of  hepatitis  or  meningitis 
submitted  for  analysis.^  There  was  only  one 
previous  positive  result.  This  fact  is  even 
more  striking  when  it  is  realized  how  ample  is 
the  opportunity  for  exposure  to  pathogenic 
leptospira  in  the  United  States.  Veterinary 
surveys  indicate  that  over  50  per  cent  of  grey 
rats  harbor  Lept.  icterohaemorrhagiae,  10  to 
15  per  cent  of  cattle  are  infected  with  Lept. 
pomona,  while  20  per  cent  of  mice  and  other 
wild  rodents  and  9 per  cent  of  dogs,  with  a 
significant  but  smaller  incidence  of  other 
animals,  excrete  leptospira. In  the  pres- 
ent survey  aU  test  results  were  negative  in 
spite  of  the  highly  epidemic  setting,  the 
knowledge  that  at  least  one  rat  was  excreting 
leptospira,  and  that  one  inhabitant  of  the 
slum  had  developed  icteric  Weil’s  disease. 

Since  at  least  eleven  types  of  leptospira 
are  known  to  be  pathogenic  to  man  in  the 
United  States  and  each  of  these  has  several 
strains,  negative  agglutination  test  results 
may  be  due  to  incomplete  antigenic  test 


material.  Another  possibility  is  that  early 
therapy  with  antibiotics  may  prevent  anti- 
body formation.  There  is  a further  diffi- 
culty of  interpretation  on  single  specimens  of 
blood  for  leptospiral  agglutination.  Cross 
reaction  among  various  serotypes  of  lepto- 
spira is  usual  and  especially  early  in  the 
disease.  Common  antigenic  components 
and  nonspecific  coagglutinins  may  result  in 
diffuse  elevated  titers.  A paradoxical  rise 
of  heterologous  antigens  with  normal  hom- 
ologous serotype  levels  has  also  been  reported 
in  leptospirosis. 

Summary 

A patient  with  Weil’s  disease  in  New 
York  City  has  been  reported.  An  epi- 
demiologic survey  of  a rodent-infested  slum 
suggests  that  the  true  incidence  of  lepto- 
spirosis is  probably  greater  than  reported. 
Clinical  diagnoses  based  on  characteristic 
physical  findings  and  a history  of  exposure  to 
the  urine  of  infected  animals  deserve  more 
credence  than  they  have  been  given.  Con- 
firmation of  the  extent  and  duration  of 
systemic  disease  can  be  sought  in  liver  and 
renal  fimction  studies  and  biopsy  specimens. 
Although  attempts  to  cultivate  the  lepto- 
spirae  or  demonstrate  their  activity  by 
agglutination  methods  should  be  made 
repeatedly,  negative  results  by  the  present 
methods  cannot  rule  out  the  diagnosis  of 
leptospirosis. 

Acknowledgment.  I express  my  gratitude  to  Henry  A. 
Vogel,  M.D.,  Bureau  of  Laboratories,  Department  of  Health 
of  the  City  of  New  York,  for  performing  the  agglutination 
tests.  I am  grateful  to  Dr.  Vogel  and  A.  W.  Woodruff, 
M.D.,  Professor  of  Clinical  Medicine,  Hospital  for  Tropical 
Diseases,  London,  for  reviewing  this  report. 


References 

1.  Muraschi,  T.  F.,  and  Harris,  A.  H.:  Leptospirosis, 

past  and  present,  in  New  York  State,  New  York  State  J- 
Med.  61;  2750  (Aug.  15)  1961. 

2.  Galton,  M.;  The  epidemiology  of  leptospirosis  in 
the  United  States,  Pub.  Health  Rep.  74:  141  (Feb.)  1959. 

3.  Babudieri,  B.:  Animal  reservoirs  of  leptospires,  Ann. 
New  York  Acad.  Sc.  70:  393  (June  3)  1958. 

4.  Alston,  J.,  and  Broom,  J.:  Leptospirosis  in  Man  and 
Animals,  Edinburgh,  Livingstone  & Sons,  1958,  p.  367. 

5.  Edwards,  G.,  and  Domm,  B.;  Human  leptospirosis. 
Medicine  39:  117  (Feb.)  1960. 

6.  McCrumb,  F.  R.,  Jr.,  et  al.\  Leptospirosis  in  Malaya. 

I.  Sporadic  cases  among  military  and  civilian  personnel.  Am. 

J.  Trop.  Med.  6:  238  (Mar.)  1957. 

7.  Vogel,  H.;  Bureau  of  Laboratories,  Department  of 
Health  of  the  City  of  New  York,  personnel  communication. 

8.  Meyer,  K.,  Stewart-Anderson,  B.,  and  Eddie,  B.: 
Epidemiology  of  leptospirosis.  Am.  J.  Pub.  Health  29:  347 
(Apr.)  1939. 

9.  Larson,  C.  L.:  Experimental  leptospirosis  in  hamsters 
(Cricetus  auratus).  Pub.  Health  Rep.  69:  522  (Apr.  21) 
1944. 


April  15, 1963  / New  York  State  Journal  of  Medicine  1209 


Accidental 

Chemical 

Poisonings 


From  the  Poison  Control  Center 

The  City  of  New  York  Department  of  Health 

A series  prepared  by 

HAROLD  JACOBZINER,  M.D.,  Assistant  Commissioner, 

The  City  of  New  York  Department  of  Health; 

Medical  Director,  Poison  Control  Center 

HARRY  W.  RAYBIN,  M.S.,  Technical  Director,  Poison  Control  Center 


Hydralazine  Hydrochloride, 
Mercury,  Tranylcypromine, 
and  Permanganate 
Intoxications 


T HE  FOLLOWING  INCIDENTS  Were  reported 
recently  to  the  New  York  City  Poison  Con- 
trol Center. 

Incident  1 

Toxic  Agent  Age  Sex 

Hydralazine 

Hydrochloride  21  months  Female 

This  incident  was  reported  from  a large 
pediatric  department  in  the  city.  The  pa- 
tient was  a twenty-one-month-old  white  fe- 
male with  hypertension  associated  with  bi- 
lateral renal  disease,  probably  polycystic 
kidneys.  The  child  weighed  10  Kg.,  and  at 
the  time  of  the  incident  her  blood  pressure 
was  ranging  from  150  to  170  systolic  over  70 
to  90  diastolic.  At  this  time  she  was  under 
treatment  with  hydralazine  hydrochloride 
0.6  mg.  and  reserpine  0.3  mg.  every  twelve 
hours. 

As  a result  of  a nursing  error  the  patient 
received  0.6  cc.  of  hydralazine  hydrochloride 
instead  of  0.6  mg.  The  concentration  of  this 
drug  is  20  mg.  per  cubic  centimeter.  There- 
fore, the  patient  received  12  mg.,  or  20  times 
the  ordered  dose.  She  also  received  0.3  cc. 
reserpine  (2.5  mg.  per  cubic  centimeter) 
which  is  the  equivalent  of  0.75  mg.,  instead 
of  0.3  mg. 


During  the  next  twenty-four  hours  the 
patient’s  blood  pressure  and  pulse  were 
closely  monitored.  She  showed  only  a slight 
faU  in  blood  pressure,  with  a range  from  130 
to  150  systolic  and  70  to  80  diastolic.  On 
only  one  occasion  did  her  pulse  rate  increase 
from  a range  of  110  to  120  to  150.  No  un- 
toward effects  were  noted  in  other  respects. 

The  pharmaceutical  company  which  man- 
ufactiu:es  this  product  was  contacted  to  de- 
termine whether  or  not  their  files  contained 
any  case  reports  of  ingestions  of  similar 
amounts.  They  reported  that  they  did  not 
know  of  any  child  who  had  received  as  large 
a dose.  The  child  made  a complete  recovery. 

The  imphcations  of  this  case  are  clear. 
First,  prescriptions  should  be  written  legibly 
by  the  doctor  and  second,  they  should  be 
read  carefully  by  the  nurse  prior  to  the  ad- 
ministration of  the  drug  to  the  patient. 

Fortunately,  in  this  case  the  massive  over- 
dose occurred  with  a medication  which  was 
not  highly  toxic. 

Reported  incidents  of  this  type  are  helpful 
to  the  profession,  but  unfortunately  misad- 
ventures are  not  reported,  and  the  experi- 
ence resulting  from  them  is  too  frequently 
lost  for  the  record.  Physicians  may  be  as- 
sured that  reports  of  this  nature  will  be  ob- 
served in  strict  confidence. 
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Incident  2 

Toxic  Agent  Age  Sex 

Mercury  86  years  Male 

This  eighty -six-year-old  patient  was  ad- 
mitted to  the  hospital  with  dyspnea,  fever, 
and  abdominal  pains.  Because  of  abdominal 
distention,  the  patient’s  abdomen  was  de- 
compressed by  means  of  a Miller-Abbott 
tube.  While  it  was  in  the  stomach,  the  mer- 
cury bag  broke.  The  patient  appeared  gen- 
erally comfortable  and  was  given  an  enema 
and  stomach  lavage. 

Four  days  later  the  patient  was  operated 
on.  A right  hemicolectomy  was  performed 
for  adenocarcinoma  of  the  cecum. 

The  massive  ingestions  of  mercury  that 
have  been  reported  to  this  Department  have 
not  resulted  in  mercury  intoxication.  The 
frequency  with  which  these  tubes  are  broken 
has  been  noted  in  reports  to  this  Depart- 
ment. While  mercurial  poisoning  has  not 
been  reported  here  following  such  occur- 
rences, caution  is  indicated  in  the  use  of  such 
diagnostic  or  therapeutic  devices. 

Incident  3 

Toxic  Agent  Age  Sex 

Tranylcypromine  49  years  Female 

Barbara  Parker,  M.D.,  of  New  York 
University  School  of  Medicine  and  Bellevue 
Hospital  reports  the  following  interesting 
case. 

This  forty -nine-year-old  unmarried  Puerto 
Rican  woman,  a resident  of  New  York  City 
for  thirty  years,  ingested  65  tranylcypromine 
piUs.  She  vomited  about  one-half  hour  after 
the  ingestion.  She  was  taken  to  Knicker- 
bocker Hospital  at  5:30  p.m.  where  a gastric 
lavage  was  done,  and  at  8 p.m.  she  was  trans- 
ferred to  Bellevue  Hospital  for  psychiatric 
care. 

A physical  examination  in  the  psychiatric 
admitting  office  revealed  that  the  patient  was 
depressed,  agitated,  but  oriented.  The  pu- 
pils were  regular,  equal,  and  reactive  to 
light.  There  was  an  inconstant  rotary 
nystagmus.  The  lungs  were  clear  to  percus- 
sion and  auscultation.  The  heart  rhythm 
was  regular  at  120  beats  per  minute,  and  the 
blood  pressure  was  130/80  mm.  Hg.  The 
abdomen  was  soft,  nontender,  and  showed 
several  surgical  scars.  The  deep  tendon  re- 


flexes were  hyperactive.  There  were  no 
pathologic  reflexes. 

The  patient  was  seen  by  a medical  consult- 
ant who  elicited  a story  of  multiple  opera- 
tions including  transthoracic  vagotomy,  sub- 
total gastrectomy,  oophorectomy,  hernior- 
rhaphy, appendectomy,  and  cholecystec- 
tomy, and  of  pneumonia  but  no  tuberculosis, 
renal  disease,  diabetes,  high  blood  pressure, 
or  neurologic  problems. 

An  examination  revealed  a hyperactive, 
tremulous,  oriented  woman  with  a tempera- 
ture of  99.6  F.  The  eyes  showed  nystagmoid 
motions  which  were  rapid  in  all  directions  of 
her  gaze  and  a fine  tremor  of  the  tongue  and 
masseter  muscles  bilaterally.  The  pupils 
were  equal,  5 mm.,  and  reacted  to  light  and 
accommodation.  The  ocular  fundi,  ears, 
nose,  and  throat  were  normal.  The  chest 
was  clear  to  percussion  and  auscultation. 
An  examination  of  the  breasts  showed  nega- 
tive findings.  The  heart  was  normal  in  size 
with  a regular  rhythm  and  no  murmurs. 
The  second  aortic  sound  was  greater  than  the 
second  puhnonic  sound.  The  pulse  rate  was 
92  per  minute  and  the  blood  pressure  was 
120/75  mm.  Hg.  The  condition  of  the  ab- 
domen was  benign,  the  peripheral  pulses 
were  normal,  and  there  was  no  clubbing, 
cyanosis,  or  edema.  A neurologic  examina- 
tion showed  that  sensation  and  motor  power 
were  intact,  and  there  was  moderate  tremu- 
lousness. The  deep  tendon  reflexes  were  3 
plus  with  sustained  clonus  but  no  Hoff- 
man or  Babinski  sign.  The  patient’s  gait 
was  unsteady,  but  she  did  not  faU. 

She  was  admitted  to  a ward  where  an  ex- 
amination showed  similar  findings.  The 
temperature  was  99.6  F.,  and  respirations 
were  16  per  minute.  The  blood  pressure  was 
140/86  mm.  Hg.  According  to  a nurse’s 
note,  the  patient  arrived  on  the  ward  at  8 : 40 
P.M.  in  a wheelchair — alert,  cooperative,  and 
in  no  apparent  distress.  Intravenous  fluids 
were  begun.  She  showed  periods  of  restless- 
ness and  thrashing  about  the  bed  and  stated 
that  she  had  flashes  of  hot  and  cold  sensa- 
tions. At  10:00  P.M.  her  temperature  was 
101.2  F.,  respirations  24  per  minute,  and 
pulse  rate  110  per  minute.  Her  behavior  be- 
came more  agitated  despite  Seconal  and 
phenobarbital. 

At  about  1:00  a.m.  her  talk  became  inco- 
herent. She  continued  to  be  tremulous  with 
generalized  hyperactivity  and  profuse  per- 
spiration. At  2:00  A.M.  she  was  given  10  cc. 
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paraldehyde  and  became  and  remained  unre- 
sponsive thereafter  although  the  muscular 
overactivity  continued.  Her  temperature  at 
4 : 00  A.M.  was  102  F.  She  showed  arching  of 
the  back  and  clonus  at  the  wrists  and  ankles. 
Alcohol  sponges  failed  to  arrest  the  steady 
rise  of  body  temperature  which  was  more 
than  108  F.  at  6:00  a.m.  By  this  time  the 
respiratory  rate  was  less  rapid,  the  muscle 
twitching  was  diminished,  the  blood  pressure 
was  120/60  mm.  Hg,  and  the  pulse  rate  was 
150  per  minute.  The  patient  expired  at  6 : 30 
A.M.,  ten  and  one-half  hours  after  her  admis- 
sion to  BeUevue  Hospital,  thirteen  hours 
after  her  arrival  at  Knickerbocker  Hospital, 
and  less  than  twenty -four  hours  after  the  in- 
gestion of  the  drug.  An  autopsy  performed 
by  the  medical  examiner  revealed  generalized 
visceral  congestion. 

Tranylcypromine  is  dispensed  in  10-mg. 
tablets.  The  chemical  name  is  trans-dl-2- 
phenyl-cyclopropylamine.  It  is  a monamine 
oxidase  inhibitor,  a “psychic  energizer.” 
The  therapeutic  dose  is  about  10  to  30  mg. 
per  day.  According  to  the  history  this  pa- 
tient ingested  about  650  mg.  in  a single  dose. 
It  may  be  noted  that  because  of  a prior  gas- 
trectomy, ingested  material  entered  the  small 
intestine  promptly  in  this  patient,  and  theo- 
retically it  is  doubtful  if  gastric  lavage  or 
even  vomiting  could  eject  a significant 
amount  of  ingested  material.  The  final  diag- 
nosis was  of  an  acute  poisoning  due  to  tranyl- 
cypromine monamine  oxidase  inhibitor. 

It  is  worth  while  to  remember  that  mon- 
amine oxidase  drugs  have  a potentiating  ef- 
fect when  they  are  used  with  other  drugs  and 
may  produce  “marked  side  reactions.” 

A subsequent  call  to  the  manufacturer  of 
the  product  revealed  that  there  are  several 
cases  on  record  in  which  the  symptoms  ex- 
perienced were  similar  to  those  which  were 
manifested  by  this  patient.  In  patients  who 
ingested  massive  doses  of  tranylc3rpromine 
there  was  a picture  of  hyperthermia,  opis- 
thotonos, and  hyperreflexia  followed  by  coma 
and  death. 

There  is  no  specific  antidote  for  this  drug, 
and  the  treatment  is  symptomatic  and 
supportive.  The  question  often  has  been 
raised  in  cases  of  overdosage  whether  or  not 
the  particular  drug  involved  is  dialyzable. 
The  general  answer  to  this  problem  is  that 
drugs  with  a molecular  weight  of  under  1,000 
are  most  hkely  dialyzable.  However,  pro- 
tein binding  is  the  factor  to  be  considered. 


Incident  4 

Toxic  Agent  Age  Sex 

Cheu-coal  Lighter  Fluid  21  months  Male 

This  child  ingested  an  unknown  quantity 
of  charcoal  lighter  fluid.  This  type  of  lighter 
fluid  is  essentially  deodorized  kerosene.  The 
patient  was  taken  to  a hospital  emergency 
room.  On  admission  the  patient  was  in  a 
depressed  state  with  somewhat  gasping 
respirations.  He  appeared  flaccid,  his  pu- 
pils were  sluggish,  and  he  had  a hacking 
cough.  However,  his  limgs  appeared  clear, 
and  there  was  no  stridor.  The  oral  cavity 
was  normal. 

Since  the  patient  vomited  on  the  way  to 
the  hospital,  and  since  he  was  in  a stuporous 
condition,  lavage  was  not  performed.  The 
patient  was  given  intravenous  therapy  and 
gradually  became  less  depressed  but  febrile. 
X-ray  films  taken  after  his  admission  to  the 
hospital  showed  bilateral  pneumonitis  which 
is  typical  of  aspiration  pnemnonitis.  In 
addition  to  the  supportive  therapy,  the 
patient  also  was  given  antibiotics  with  a view 
toward  preventing  secondary  complications. 
Several  days  after  his  hospitalization  the  pa- 
tient made  an  uneventful  recovery. 

We  have  emphasized  repeatedly  the  need 
to  hospitalize  and  to  do  serial  x-ray  examina- 
tions in  cases  of  petroleum  ingestions.  This 
case  was  reported  by  New  Jersey,  an  area 
which  is  using  our  services  with  increasing 
frequency.  It  is  interesting  to  note  that  in 
this  latitude  the  outdoor  barbecue  is  replac- 
ing the  kitchen  stove  of  the  South  as  the  ma- 
jor cause  of  kerosene  poisoning.  At  barbe- 
cues the  heads  of  the  families  are  so  busy 
with  other  activities  that  the  usual  duties  of 
parents  are  neglected. 

Incident  5 

Toxic  Agent  Age  Sex 

Permanganate  60  years  Male 

This  case  was  reported  by  a physician  from 
Niagara  Falls  who  consulted  the  New  York 
City  Poison  Control  Center.  The  reporting 
physician  stated: 

I saw  this  patient  in  the  morning  for  a pyo- 
derma of  the  feet  for  which  I prescribed  ten 
5-grain  tablets  of  potassium  permanganate 
with  directions  to  dissolve  one  tablet  in  2‘/s 
quarts  of  water  for  a foot  soak.  At  the  same 
time  I prescribed  oxytetracycline  tablets. 
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On  his  arrival  home  he  did  not  have  his 
glasses  handy  and  opened  the  wrong  box,  acci- 
dentally swallowing  one  permanganate  tablet. 
His  wife  immediately  called  me,  and  I advised 
large  amounts  of  egg  whites.  After  calling 
your  Department,  I prescribed  large  amounts 
of  milk  and  vitamin  C,  100  mg.  four  times  a 
day.  He  had  no  symptoms  of  local  burning. 
To  be  on  the  safe  side,  I had  him  hospitalized 
for  observation.  He  was  discharged  forty- 
eight  hours  later  without  any  symptoms 
except  his  dermatitis. 

The  report  also  indicates  that  there  were 
no  blood  tests  done  for  the  presence  of  per- 
manganate. The  conservative  treatment  af- 


forded this  patient  is  commendable.  Many 
instances  reported  here  of  the  ingestions  of 
one  or  two  tablets  have  not  been  attended 
with  any  noteworthy  sequelae. 

At  this  time  pediatricians  are  making  de- 
termined efforts  to  warn  parents  about  pre- 
scribed medications.  Other  specialists  are 
less  assiduous  in  this  regard,  and  dermatolo- 
gists and  ophthalmologists  are  invited  es- 
pecially to  take  advantage  of  the  opportuni- 
ties to  alert  their  patients  relating  to  the 
hazards  of  the  potent  medications  which 
they  are  using  in  their  respective  specialties. 


Number  one  hundred  ten  in  a series  of  Accidental  Chemical  Poisonings 


Teaching  machines 


The  use  of  “teaching  machines”  to  save  time 
and  effort  for  professors  in  medical  colleges  is 
being  explored  by  the  University  of  Illinois  Col- 
lege of  Medicine  in  Chicago. 

Working  with  a $61,465  grant  from  the  United 
States  Public  Health  Service,  the  College  is  con- 
ducting a program  which  will  “free  instructors 
from  routine  tasks  of  introductory  instruction 
and  allow  them  to  devote  the  time  saved  to  in- 
dividual needs  of  individual  students,”  accord- 
ing to  George  E.  Miller,  M.D.,  director  of  Re- 
search in  Medical  Education  for  the  University 
of  Illinois. 

The  machine  presently  being  used  by  the  Col- 
lege of  Medicine  looks  something  like  a compact 
television  set.  It  is  called  the  Auto-Tutor  and 
is  made  by  United  States  Industries.  The  unit 


consists  of  a viewing  screen  and  a row  of  vertical 
buttons  that  activate  a microfilm  projector. 

The  student  sits  before  the  screen  and  views  a 
written  page  of  script.  After  reading  the  mate- 
rial, he  finds  a question  at  the  bottom  of  the 
page  with  a choice  of  several  answers.  He 
pushes  that  button  which  corresponds  to  the 
letter  identifying  the  answer  he  has  selected. 
A new  page  of  script  now  appears. 

If  he  has  chosen  the  right  answer,  he  is  given 
additional  information  and  asked  to  solve  an- 
other problem  based  on  the  material  he  has 
learned. 

If,  on  the  other  hand,  his  answer  is  wrong, 
remedial  instruction,  which  will  help  to  correct 
his  error,  is  offered,  and  he  is  then  returned  to 
the  original  sequence  to  select  the  proper  re- 
sponse. Each  page  leads  the  student  to  more 
questions  which  continue  the  pattern.  Each 
learner  can  thus  proceed  at  his  own  rate  instead 
of  that  of  a whole  class. 
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BILLSBORD 


tmm 


From  all  statistical  detail 
A female  will  outlive  any  male 
Tho’  her  sex  may  be  weak, 

’Tis  true,  so  to  speak 

That  the  Frail  will  always  prevail. 

* * * 

While  it  may  require  considerable  dissimula- 
tion, a successful  romance  demands  that  the  boy 
create  the  illusion  of  being  the  chaser  and  the 
girl  that  of  being  chaste. 

* * * 

Sooner  or  later  if  one  lives  long  enough  he 
comes  to  the  end  of  the  rainbow,  usually  to  find 
only  a pot  and  no  gold:  It  is  then  he  must  be 
“grown  up,”  else  he  won’t  be  able  to  “take  it.” 

* * * 

Summary  of  some  fifty  centuries  of  civilized 
progress  department:  Cave  to  Fallout  Shelter. 

* !(:  * 

For  those  so  na’ive  as  to  believe  the  “double 
standard”  vanished  with  the  Victorians,  we 
suggest  some  objective  study  of  the  Ivy  League 
colleges  and  their  paradoxic  attitude  to- 
ward football  and  music  or  perhaps  more 
correctly  between  a halfback  and  a trumpet 
player.  This  is  written  at  half  time  of  the  game 
between  the  New  York  Giants  and  the  St. 
Louis  Cardinals;  as  you  know,  if  you  were  at 
the  stadium  or  viewing  television,  the  enter- 
tainment at  this  point  was  furnished  by  a band 
from  “Far  Above  Cayuga’s  Waters.”  It 
would  appear  that  while  the  athlete  must 
dwell  in  the  crystal  pure  Olympian  heights  of 
amateurism  (must  the  pure  always  endure 
lonesomeness?),  still  their  bands  dare  enter  the 
soiled  and  tawdry  environs  of  professionalism 
without  losing  status  and  without  contamina- 
tion; but  whether  this  is  because  of  a special 
dispensation  or  protective  immunization,  I 
know  not. 

=(:  =(:  * 

Any  reader  of  previous  columns  must  be  well 
aware  that  Ole  Doc  is  not  without  his  prejudices. 
However,  in  all  fairness,  I must  admit  they  are 
directed  against  the  inanimate,  such  as  such 
business  corporations  as  the  Yankees,  or  against 
such  human  foibles  as  golf;  I have  never  known 
him  to  exhibit  bias  toward  any  individual 
because  of  what  he  was  or  where  he  came  from 
and  certainly  none  in  relation  to  religion,  color, 
or  sex.  But,  open-minded  as  he  may  be,  he  is 
not  a very  patient  person  and  is  not  reticent 
about  expressing  his  opinion,  whatever  the 
occasion  or  the  company,  when  he  is  confronted 
with  preposterous  assumptions  and/or  exag- 
gerated claims  of  doubtful  accuracy.  So  it  was 


that  I watched  him  with  considerable  amuse- 
ment during  a recent  luncheon  when  he  was 
exposed  to  the  blatant  polemics  of  an  ardent 
feminist.  At  first,  he  nodded  in  a benevolent 
and  complaisant  attitude  of  agreement  as  she 
lampooned  the  “mess”  (a  familiar  expression 
used  to  describe  the  world  situation);  but  as 
she  continued  to  ascribe  all  our  national  and 
international  ills  to  masculine  incompetence, 
I detected  a telltale  squirming  and  a slight 
redness  of  the  neck.  Impervious  to  the  obvious 
evidence  of  a gathering  storm,  she  continued  to 
deliver  herself  patronizingly  of  one  extravagant 
claim  after  another,  as  she  confidently  pictured 
a bright  new  idyllic  world  under  feminine 
direction.  Soon  I realized  she  had  passed  the 
point  of  no  return  and  could  only  wait  with 
some  anticipation  and  not  a little  apprehension 
for  the  inevitable  explosive  reaction. 

When  it  came,  it  surprised  me  by  its  gentle- 
ness and  deceptive  mildness  of  approach. 
Seizing  the  opportunity  provided  by  a necessary 
pause,  dictated  by  the  basic  needs  of  her 
respiratory  apparatus,  he  leaned  over  the 
table,  speaking  in  a blandly  soft  manner  as  he 
assured  her  there  was  a time  he  fully  agreed 
with  her  premise  and  so  had  given  the  subject 
considerable  thought  and  some  study.  While 
she  took  a second  helping  of  oxygen  by  means  of 
an  audible  gasp  he  continued  thus: 

When  the  women  of  this  country  were  at 
long  last  granted  the  privilege  of  suffrage  so 
long  denied  them,  I was  as  hopeful  as  you 
seem  sure  of  improvement.  Now  some  forty- 
two  years  later,  what  do  we  find?  Take  the 
forty  years  prior  to  1920,  when  women  were 
not  eligible  to  vote:  We  had  ten  national 

elections  of  which  the  Democrats  won  four 
for  a total  of  sixteen  years  and  the 
Republicans  won  six  for  a total  of  twenty-four 
years.  During  this  forty-year  period  we  had 
one  major  world-wide  war,  one  minor  war, 
and  many  so-called  police  actions;  and  during 
this  same  period  we  suffered  one  major 
economic  depression  (called  a panic)  and  two 
or  three  so-called  economic  recessions.  N ow, 
let  us  take  the  forty  years  following  1920 
and  the  gaining  by  women  of  the  right  to 
vote:  There  were  ten  national  elections  of 
which  the  Democrats  won  five  for  a total  of 
twenty  years  and  the  Republicans  won  five 
for  a total  of  twenty  years.  During  this 
forty-year  period  we  had  one  major  world- 
wide war,  one  minor  war,  and  many  so-called 
police  actions;  and  during  this  same  forty- 
year  period  we  suffered  one  major  economic 
depression  and  two  or  three  recessions. 
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Breaking  the  startled  and  oppressive  silence 
following  these  remarks,  he  continued: 

Perhaps  some  day,  we  will  stop  this  frantic 
search  for  a magic  panacea  for  all  our  problems 
as  well  as  a scapegoat  to  blame  for  it  all  and 
realize  our  problems  both  great  and  small. 


Factors  in  hay  fever 

Many  other  factors  besides  ragweed  are  re- 
sponsible for  hay  fever  symptoms  in  the  fall 
season,  according  to  Herbert  J.  Rinkel,  M.D., 
of  Kansas  City,  Missouri,  an  allergist.  Writing 
in  the  Februai'y  Archives  of  Otolaryngology,  Dr. 
Rinkel  said  that  there  could  be  more  success  in 
preventing  hay  fever  if  it  were  not  considered  to 
be  merely  a ragweed  problem  from  August  to 
the  first  frost. 

Five  or  six  pollen  groups  reach  their  peak  at 
the  peak  of  the  ragweed  season.  These  include 
the  fall  silk  season,  the  peak  of  Alternaria  mold 
spores  during  late  August  and  September,  dust 


the  troubled  world  we  precariously  dwell  in, 
and  the  sorry  state  of  our  morals  are  not  due 
to  any  race,  nor  sex,  nor  nation  but  to  the 
inescapable  handicap  that  we  all  are  human 
fallible  beings. 

WRC 


sensitivity  brought  about  by  the  stai'ting  of 
furnaces  in  the  fall,  pollination  of  the  plant 
Chenopodium  Album  in  mid-September,  and 
start  of  the  smut  season.  Also,  many  inhalant- 
sensitive  persons  are  quite  susceptible  when  tem- 
peratures drop,  and  the  early  autumn  evenings 
may  increase  their  symptoms.  Although  rag- 
weed is  the  most  important  primary  poUen  for 
most  hay  fever  patients  in  mid-America,  Dr. 
Rinkel  said,  there  are  very  few  persons  whose 
sole  allergy  is  ragweed. 

Although  some  cases  may  be  caused  by  an  un- 
known .factor,  Dr.  Rinkel  concluded,  if  all  the 
known  factors  are  carefully  evaluated  and  test- 
ing for  allergies  is  complete,  there  will  be  very 
little  unexplained  hay  fever  left. 
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Do  You  Have  Your  Hotel  Reservation  for  the 
Annual  Convention? 


If  you  do  not  now  have  a confirmed  hotel  reservation  in  New  York  City  for 
the  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York, 
May  13  to  May  17, 1963,  at  the  Statler  Hilton  Hotel,  please  fill  out  and  mail 
the  form  at  the  bottom  of  this  page  and  send  it  directly  to  the  Statler 
Hilton. 

Should  your  request  be  received  after  the  five  hundred  rooms  set  aside  for 
the  Society  at  the  Statler  Hilton  have  been  assigned,  your  reservation  will 
be  turned  over  to  one  of  the  hotels  in  the  neighborhood.  Confirmation  will 
come  to  you  direct  from  the  hotel  making  the  accommodation. 

If  you  do  not  use  the  form  below,  please  be  sure  to  identify  yourself  as  a 
physician  when  writing  regarding  reservations.  This  will  insure  proper 
attention  to  your  request. 

Waring  Willis,  M.D.,  Secretary 


All  Reservations  Must  be  Received  by  April  30 

157th  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York,  May  13  to  17,  1963 


Front  Oflice  Manager 

Statler  Hilton,  New  York  1,  New  York 

Please  reserve  accommodations  as  checked  (V)  below: 

Name  {Please  print) 

Address 


City 


Zone State 


(Unless  requested  otherwise,  we  will  hold  your  reservation  only  until  6 p.m.  of  the  day  of  your 
arrival.) 


Date  arriving Hour a.m p.m. 


Room  and  Bath  for  one — per  day 

N)  1-^  00 

O o o 

O O O 
□ □□ 

13.00D 

14.00D 

15.00D 

16.00D 

17.00D 

18.00n 

Double-Bed  Room  with  Bath  for  two — per  day 

11. ODD 
13.00D 

14.00D 

15.00D 

16.00D 

17.00D 

18.00D 

19.00D 

20.00D 

21.00n 

22.00D 

Twin-Bed  Room  with  Bath  for  two — per  day 

15.00D 

16.00D 

18.00D 

19.00D 

20.00D 

21.00D 

22.00D 

24.00D 

25.00D 

Suite — Living  Room,  Bed  Room  and  Bath 

36.00D 

43.00D 

45.00D 

47.00D 

More  Than  Two  Persons  in  One  Room:  For  each  additional  person 
Room,  the  extra  charge  is  $4.00  per  day. 

in  Double- 

or  Twin-Bed 

If  a room  at  the  rate  requested  is  unavailable,  reservation  will  be  made  at  the  next  available  rate. 
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1963  HOUSE  OF  DELEGATES 


Reports  of  Officers  B 


Board  of  Trustees 


To  the  House  of  Delegates,  Gentlemen: 


The  Board  of  Trustees  consists  of  the  follow- 
ing members: 

Frederic  W.  Holcomb,  M.D.,  Chairman.  . . . 

Ulster 

J.  Stanley  Kenney,  M.D New  York 

Leo  E.  Gibson,  M.D Onondaga 

John  M.  Galbraith,  M.D Nassau 

Norman  S.  Moore,  M.D Tompkins 

Renato  J.  Azzari,  M.D Bronx 

Thurman  B.  Givan,  M.D Kings 


Section  2,  page  127,  of  the  Constitution  states, 
in  peurt,  that  “The  Board  of  Trustees  shall 
have  charge  of  all  property  including  trust  funds 
and  shall  supervise  the  fiscal  affairs  of  the 
Society  and  shall  invest  the  surplus  from  time 
to  time.” 

At  this  point  your  chairman  must  draw  atten- 
tion to  the  fact  that  budgetary  deficits  have 
occmred  for  several  years  and  that  there  has 
been  no  surplus  to  be  invested.  The  Board  of 
Trustees  is  definitely  opposed  to  deficit  budgets. 

The  Constitution  also  defines  the  duties  of 
the  Board  of  Trustees,  stating  that  it  shall 
approve  a budget  prepared  by  the  Coimcil  and 
that  all  resolutions  or  recommendations  of  the 
House  of  Delegates  or  the  Council  pertaining  to 
expenditures  of  monies  must  be  approved  by  the 
Board  of  Trustees  before  the  same  shall  be 
effective. 

This  provision  was  further  implemented 
during  a Council  meeting  in  September,  1962, 
by  a resolution  passed  unanimously  by  the 
Council  stating  that  all  expenditures  for  any 
department  must  be  reviewed  by  the  Budget 
Committee  before  presentation  to  the  Council 
for  consideration. 

The  Trustees  have  attempted  to  administer 
their  duties  in  a conservative  manner  and  have 
usually  followed  the  mandates  of  the  House  of 
Delegates  and  the  Council  with  due  considera- 
tion of  the  financial  status  of  the  Medical 
Society. 

The  deficits  which  have  been  incurring  an- 
nually for  several  years  have  been  of  serious 
concern  to  the  Trustees,  for  the  Treasurer  has 
been  forced  to  borrow  money  during  the  latter 
months  of  each  fiscal  year  from  commercial 
banks  in  anticipation  of  dues  being  received  the 
following  fiscal  year. 


It  is  further  the  duty  of  the  Board  of  Trustees 
to  make  and  execute  all  contracts  of  the  So- 
ciety. 

For  many  years  this  Board  of  Trustees  has 
consisted  of  members  of  the  Medical  Society  of 
the  State  of  New  York  who  have  served  the 
Society  as  president  or  who  have  held  oflBces  in 
the  Society  for  many  terms. 

In  order  to  develop  and  administer  progres- 
sive policies  in  legislation,  public  health  and 
education,  and  to  carry  on  a constructive  rela- 
tionship with  our  constituent  county  societies, 
our  income  from  dues  membership  has  been 
inadequate. 

The  1962  House  of  Delegates  very  wisely 
increased  our  annual  dues  to  $45,  which  is 
consistent  and  in  line  with  other  state  societies 
in  the  United  States.  With  this  increase,  the 
oflScers,  Council,  and  Board  of  Trustees  hope 
to  keep  our  expenditures  in  a more  favorable 
balance  with  our  annual  income. 

Henry  I.  Fineberg,  M.D.,  assumed  the  office 
of  executive  vice-president  in  May,  1961. 
The  Board  of  Trustees  has  expressed  confidence 
and  has  approved  highly  of  the  capable  and 
courageous  manner  that  Dr.  Fineberg  has 
demonstrated  in  his  reorganization  of  the  ad- 
ministrative and  departmental  areas  of  our 
State  Medical  Society.  Dr.  Fineberg’s  report 
discusses  the  structural  changes  in  detail. 

The  members  of  the  Board  of  Trustees  at- 
tend all  Council  meetings  and  by  doing  so  are 
more  conversant  with  the  deliberations  and 
discussions  of  current  medical  policies  and 
Society  problems.  We  believe  that  this  liaison 
with  the  Council  is  a worthwhile  custom  and 
that  it  should  be  continued. 

Your  Board  of  Trustees  pledges  full  coopera- 
tion in  accordance  with  the  mandates  of  the 
House  of  Delegates  and  in  the  application  of 
fiscal  assistance  in  the  many  problems  that  are 
constantly  being  studied  and  acted  on  by  the 
officers,  the  Council,  and  the  25,000  members 
of  the  Medical  Society  of  the  State  of  New  York. 


Respectfully  submitted, 

Frederic  W.  Holcomb,  M.D.,  Chairman 
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Treasurer 


To  the  House  of  Delegates,  Gentlemen: 

As  had  been  anticipated  in  the  estimated 
budget  of  1962,  we  have  ended  operations  at 
December  31,  1962,  with  a net  loss  of  $153,055. 
Combining  this  total  with  our  deficit  at  Jan- 
uary 1,  1962,  we  open  1963  with  a deficit 
surplus  of  $228,653.  In  the  fall  of  1961,  we 
were  required  to  borrow  $225,000  to  continue 
our  operations  until  fresh  funds  were  received 
in  1962.  As  we  received  dues  in  1962,  we  had 
to  repay  our  indebtedness  to  the  bank.  Be- 
cause 1962  was  another  financially  poor  year, 
we  were  forced  again  to  borrow  from  com- 
mercial banks.  We  received  our  initial  1962 
loan  in  September  and  these  borrowings 
accumulated  to  $250,000  at  December  31, 1962. 

It  appears  from  the  figures  above  that  our 
borrowings  come  back  to  plague  us  every  year. 
For  this  reason,  an  ad  Hoc  committee  was 
formulated  in  December,  1962.  The  com- 
mittee will  study  the  fiscal  and  financial  status 


of  the  State  Society  and  will  recommend  steps 
to  eliminate  future  borrowings.  The  House  of 
Delegates,  through  your  Board  of  Trustees,  has 
mandated  that  in  the  future  the  Society 
operate  with  balanced  budgets.  The  Budget 
Committee  has  formulated  the  1963  budget 
and  at  present  it  is  in  balance.  Of  course,  the 
performance  of  our  estimated  1963  income  must 
come  up  to  par  in  order  to  realize  an  incre- 
ment. The  estimated  expenditures  are  easier 
to  control  than  are  the  income  factors. 

The  financial  operations  during  1962  are 
summarized  in  Table  I.  Expenses  in  general 
were  higher  than  in  1961.  Several  good  reasons 
accounted  for  increases.  We  had  a higher 
salary  schedule  because  of  implementation  of 
the  Willers  Report.  Payroll  taxes  rose 
because  of  increased  F.I.C.A.,  Federal,  and 
State  unemployment  rates.  Our  increases  in 
general  expenses  were  in  line  with  outside 


TABLE  I.  Summary  of  income  and  expenditures  for  twelve  months  ended  December  31,  1962 


Income 

Dues  (net)  $ 708,260 

Journal  450,782 

Annual  Meeting  -1962  63,254 

Medical  Directory — 1962  10,090 

Interest  earned  2,154 

What  Goes  On  bulletin  10,889 

Miscellaneous  income  138 

Transfer  from  other  funds  4,701 


TOTAL  GROSS  INCOME  $1 , 250 , 268 


Expenditures 

Journal  $ 487,612 

Administration  303,296 

Communications  141,967 

Legislation  21,257 

Workmen’s  Compensation  32,730 

Bureau  of  Medical  Care  Insurance  30,244 

Scientific  Activities  38,471 

Woman’s  Auxiliary  8,607 

Travel  59 , 493 

Annual  Meeting— 1962  85,335 

Medical  Directory — 1962  101,125 

District  Branches  4,255 

Planning  Committee  477 

Malpractice  Insurance  and  Defense  Board  2,064 

Malpractice  audit  2,000 

Legal  Counsel  40,540 

A.M.A.  delegates  expense  fund  6,790 

Conference  of  Presidents  75 

New  York  State  Association  of  Professions  4,563 

New  York  State  Society  for  Medical  Research  100 

World  Medical  Association  1,000 

Provision  for  additional  rent  15,000 

Moving  expense  616 

Federal  Legislation  Subcommittee  5,416 

House  of  Delegates — Special  Meeting  5,628 

Provision  for  Veterans  Medical  Serice  Plan  (bad  debt)  4,662 


TOTAL  GROSS  EXPENDITURES  $1,403,323 


Net  Excess  of  Income  over  Expenditures  $ — 153,055 
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1962  INCOME  - ’^1,250,268 


FIGURE  1.  Income  pie  chart  expressed  in  percentage  form. 


1962  EXPENDITURES  - ■^1,  403,  323 


FIGURE  2.  Expenditure  pie  chart  expressed  in  percentage  form. 


industry  as  far  as  insurance,  postage,  stationery, 
repairs,  maintenance,  telephone,  and  similar 
charges  were  concerned. 

I would  like  to  comment  on  some  individual 
performances  for  1962,  as  follows. 

Dues.  The  1962  member  dues  were  $35, 
the  same  as  in  1961.  Dues  received  amounted 
to  $828,260.  We  have  realized  approximately 
$10,000  more  than  projected  in  the  1962  budget. 
It  was  expected  that  because  of  required 
A.M.A.  membership  we  would  have  a higher 
delinquency  ratio  than  normal,  and  that  our 
new  members  would  decrease.  Our  thinking 
did  not  hold  true.  Dues  collections  were  only 
slightly  lower  than  the  1961  total  of  $833,199. 


Journal.  Journal  operations,  before  dues 
allocation,  show  a deficit  of  approximately 
$156,830.  After  dues  allocation,  the  loss  was 
reduced  to  $36,830.  Again,  the  advertising 
income  did  not  reach  expectations.  We  had 
initially  budgeted  $360,000,  but  actually  re- 
ceived $282,177,  or  $77,823  less  than  antic- 
ipated. At  the  same  time,  it  cost  us  $121,737 
in  expenditures  to  receive  this  advertising. 
The  ratio,  of  course,  is  not  a good  one.  Your 
Treasurer  has  continually  urged  the  Publication 
Committee  to  find  means  and  ways  to  correct 
the  poor  ratio  which  exists  between  Journal 
advertising  income  and  expenditures.  As  this 
report  is  being  compiled,  it  might  be  well  to 
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point  out  that  our  1963  advertising  income  is 
not  keeping  pace  with  last  year’s  low  total. 
We  are  receiving  12  per  cent  less  advertising 
even  though  we  have  increased  our  advertising 
rates  by  approximately  13.5  per  cent. 

Administration.  The  performance  of  this 
department  was  marred  only  by  the  over- 
expenditure in  salaries.  The  policy  of  un- 
limited overtime  caused  this  situation.  The 
office  of  the  Executive  Vice-President  has 
eliminated  abused  overtime  practices  and  over- 
time is  authorized  only  when  absolutely  neces- 
sary. 

Communications.  The  Communications 
Division  expended  $141,967  in  1962  versus 
$155,835  in  1961.  Expenditures,  therefore,  were 
held  to  a minimum  in  comparison  to  spiraling 
costs  of  the  division  in  1961,  1960,  and  in  prior 
years. 

Bureau  of  Medical  Care  Insurance.  Due 
to  the  activities  of  the  Medicare  department, 
the  division  overexpended  its  budget  in  1962. 
The  U.S.  Government  did  not  accept  our  rent 
and  electricity  allocation  to  them  for  the 
fiscal  years  1962  and  1963;  therefore  the 
division  had  to  accept  these  charges  which  were 
not  appropriated  in  the  budget.  Also,  the 
Medicare  credit  for  overhead  reimbursements 
was  $5,000  less  than  anticipated.  The  reduced 
quantity  of  dependents  claims  processed  for  the 
fiscal  year  1962  caused  us  to  receive  a de- 
creased amount  of  reimbursements  from  the 
Government.  These  low  reimbursements 
caused  an  operational  loss  for  the  Medicare 
account  for  the  fiscal  year  ended  July  31, 
1962. 

Medical  Directory.  At  the  December  20, 
1962,  meeting  of  the  Board  of  Trustees,  author- 
ity was  granted  to  change  the  procedure  of 
applying  our  expenses  to  the  Medical  Directory. 
The  prior  method  used  was  to  determine  the 
net  cost  (after  income)  of  each  edition,  then  the 
net  cost  was  divided  over  a two-year  span. 
Under  the  new  method,  the  expense  will  be 
applied  in  the  year  incurred.  We  believe  under 
the  new  setup  it  will  be  easier  to  comprehend 
what  is  being  received  as  income  and  what  is 
expended  each  year.  A look  at  the  income  and 
expense  statement  for  1962  shows  that  we 
expended  $101,125  in  the  Medical  Directory 
department  versus  a budgeted  amount  of 
$85,456.  However,  the  budgeted  figure  is 
based  on  our  old  system  of  applying  one  half  of 
the  net  deficit  each  year.  The  actual  expense  is 
based  on  the  new  system.  Therefore,  in 
reality,  we  cannot  truly  compare  the  budget 
versus  the  actual  expense  because  each  figure 
is  based  on  a different  method.  Commencing 
with  1963,  the  confusion  concerning  the  Medical 
Directory  operations  will  be  ehminated. 


Income  and  Expenditure  Charts.  As 
a matter  of  indicating  more  clearly  our  financial 
activities  for  1962,  we  have  appended  Figures 
1 and  2.  Without  going  through  too  many 
details  and  without  delving  too  deeply  into 
arithmetic,  it  was  thought  that  this  type  of 
presentation  would  show  at  a glance  our 
financial  activities  for  1962.  Figures  1 and  2 
are  displayed  in  the  form  of  two  “pie  charts,” 
Figure  1 for  income  and  Figure  2 for  expend- 
itures. The  income  chart  indicates  in  per- 
centage form  the  derivation  of  income.  The 
expenditure  chart  indicates  in  percentage  form 
how  and  for  what  purposes  our  monies  were 
applied.  A short  explanation  might  clarify 
what  some  of  the  items  contain. 

Income  Chart — (1)  Advertising  includes 
Journal  advertising  and  advertising  in  the 
What  Goes  On  bulletin,  (no  Medical  Directory 
advertising  for  1962). 

(2)  Sales  of  pubhcations  include  subscriptions 
to  the  Journal,  sales  of  copies  of  the  1961 
Medical  Directory,  and  sales  of  reprinted  Jour- 
nal articles. 

Expenditure  Chart — (1)  Officers,  Board,  etc., 
include  travehng  and  other  expenses  incurred 
by  officers.  Trustees,  Councillors,  Coimcil 
committee  members,  and  A.M.A.  delegates. 

(2)  Advertising  costs  include  expenses  incur- 
red in  receiving  advertisements,  such  as  agency 
commissions  and  discounts.  Journal  salesmen 
commissions,  miscellaneous  Journal  advertis- 
ing departmental  expenses,  and  the  expenses 
incurred  to  receive  What  Gees  On  advertise- 
ments. 

(3)  Publication  costs  include  the  mechanical 
setup  of  the  Journal  which  includes  printing, 
paper,  postage  and  wrapper  costs,  expenses  of 
the  Journal  editoried  department,  and  the 
expenses  of  the  Medical  Directory  editorial 
department. 

Conclusion.  In  concluding  the  Treasurer’s 
report,  I would  like  to  point  out  that,  as  stated 
in  the  1961  report,  we  have  commenced  on  a 
program  of  reducing  expenditures  to  a min- 
imum. Since  the  Treasurer’s  department  is 
associated  closely  with  the  Budget  Committee, 
we  are  in  complete  accord  as  to  reviewing  the 
budget  quarterly  to  see  that  performances 
correspond  to  estimations,  the  final  thought 
in  mind  being  elimination  of  deficit  surpluses. 

At  this  time,  your  Treasurer  would  like  to 
acknowledge  the  invaluable  assistance  and 
cooperation  of  the  executive  vice-president, 
Henry  I.  Fineberg,  M.D.;  the  business  director, 
Mr.  John  K.  Pardee,  and  the  director  of  ac- 
counting and  finances,  Mr.  Eugene  S.  Dom- 
browski.  Their  efforts  helped  tremendously  to 
alleviate  the  workload  of  the  Treasurer’s 
office. 

Respectfully  submitted, 

Maurice  J.  Dattelbaum,  M.D.,  Treasurer 
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Accountants  Report 

To  the  Board  of  Trustees, 

Medical  Society  of  the  State  of  New  York: 

We  have  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  New  York  as  of 
December  31, 1962,  and  the  related  statement  of 
operating  income  and  expenses  and  general  and 
other  funds  for  the  year  then  ended.  Our 
examination  was  made  in  accordance  with 
generally  accepted  auditing  standards,  and 
accordingly  included  such  tests  of  the  account- 
ing records  and  such  other  auditing  procedures 
as  we  considered  necessary  in  the  circumstances. 

We  did  not  confirm  the  unpaid  members’ 
dues  by  correspondence  with  the  members,  nor 
did  we  confirm  the  amounts  due  from  the  U.S. 
Government  under  the  “Medicare”  program, 
but  with  respect  to  the  latter  we  satisfied  our- 
selves by  other  auditing  procedures. 


Changes  have  been  made  in  the  method  of 
allocating  expenses  incurred  for  the  production 
and  sale  of  the  Medical  Directory  and  in  prepara- 
tion for  the  annual  meeting  to  be  held  in  the 
following  year,  as  explained  in  footnotes  to  the 
statement  of  operating  income  and  expenses — 
general  fund. 

In  oru  opinion,  the  accompanying  balance 
sheet  and  statements  of  operating  income  and 
expenses  and  general  and  other  funds  present 
fairly  the  financial  position  of  the  Medical 
Society  of  the  State  of  New  York  as  of  December 
31,  1962,  and  the  results  of  its  operations  for  the 
year  then  ended,  in  conformity  with  generally 
accepted  accounting  principles  applied  on  a 
basis  consistent  with  that  of  the  preceding  year, 
except  as  stated  in  the  above  paragraph. 

Patterson  & Ridgway 

March  5,  1963  Certified  Public  Accountants 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Statement  of  Operating  Income  and  Expenses— General  Fund 

For  the  Year  Ended  December  31,  1962 


Operating  Income 

Members  dues  after  reserve 

Less:  Allocation  to  Journal  circulation  income  as  authorized  by  the 
Board  of  Trustees 


Net  operating  deficit  from  Journal 

Sales  of  Medical  Directory  1961  less  charges 

Interest  on  savings  accounts  and  short-term  investments 
Sundries 


Operating  Expenses 

Administrative $303 , 295 . 63 1 

Department  of  Communications 141,966.95 

Legislation  Bureau,  Albany 21,257.26 

Workmen’s  Compensation  Bureau 32,730.32 

Bureau  of  Medical  Care  Insurance 30,243.57 

Scientific  Activities 27 , 581 . 47 

Woman’s  Auxiliary 8,607.07 

District  branches 4 , 255 . 05 

Planning  Committee  for  Medical  Policies 477.00 

Malpractice  Insurance  and  Defense  Board 2,063.87 

Malpractice  defense  audit 2,000.00 

Legal  counsel,  retainer  and  expenses 40,540.00 

Traveling  expenses 59,493.15 

Provision  for  additional  rent 15,000.00 

Moving  expense 616.41 

American  Medical  Association  expenses 6,790.16 

World  Medical  Association 1,000.00 

Special  House  of  Delegates  meeting 5 , 627 . 88 

New  York  State  Association  of  the  Professions 4 , 563 . 26 

Annual  Meeting  1962 22,080.96 

Medical  Directory  99,999.02** 

Provision  for  bad  debts.  Veterans  Medical  Service  Plan 4,662.33 

Stmdries ,5,590.86 


840,442.22 

Transfer  firom  Repair  and  Replacement  Fund  to  cover  purchases  of  equipment.  4,700  91 


Excess  of  Expenses  Over  Income  Transferred  to  General  Fund 


$828,260.21 

120,000.00 


$708,260.21 

36,830.40* 

8,963.75 

2,154.15 

138.00 


682,685.71 


835,741.31 

$153,055.60* 


* Italics  denote  figures  in  red. 

The  following  notes  form  an  integral  part  of  this  statement: 

t In  prior  years,  payroll  expenses  plus  a portion  of  rent  and  light  incurred  in  connection  with  the  preparations  for  the  Annual 
Meeting  of  the  following  year  were  deferred  to  that  year.  Beginning  with  1962,  the  Board  of  Trustees  has  decided  not  to  ap- 
portion such  expenses  to  the  Annual  Meeting;  hence,  similar  charges  for  the  Annual  Meeting  of  1963  have  been  absorbed  as  an 
expense  of  1962  and  included  in  administrative  expense  above. 

**  Beginning  with  1962,  the  Board  of  Trustees  has  decided  to  treat  expenses  of  publication  of  the  Medical  Directory  as  an 
expense  of  the  year  in  which  incurred.  In  the  past,  the  estimated  deficit  resulting  from  the  publication  of  the  Directory  was 
prorated  equally  between  the  year  of  publication  and  the  preceding  year,  the  year  of  publication  absorbing  the  difference  between 
the  estimated  and  the  actual  deficit.  The  total  of  $99,999.02  represents  costs  accumulated  in  1962,  except  the  sum  of  $1,476.16 
incurred  for  salesmen’s  commissions  and  discounts  allowed  on  advertising,  which  is  being  deferred  to  1963. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet 


December  31,  1962 


General  Fund 

CURRENT  ASSETS 

Cash  in  banks  and  on  hand 

Less;  Due  American  Medical  Association 


ASSETS 


$ 54,929.38 

4,032.50  $ 50,896.88 


Accounts  receivable  (after  reserves) 33 , 882 . 90 

Dues  receivable — net,  estimated 5,300.00 

Due  from  other  funds 25,149.48 

Due  from  U.S.  Government — “Medicare” 7,946.38 

Inventories 25,759.84 


TOTAL  CURRENT  ASSETS 
PREPAID  EXPENSES 

Sundry  expenses  and  deposits . . 
FURNITURE  AND  FIXTURES 

At  nominal  value 

ADVANCES  (after  RESERVE) 


Veterans  Medical  Service  Plan  of  New  York 9,848.20 

Blood  Banks  Association  of  New  York  State 2,500.00 


148,935.48 

11,746.72 

2.00 

12,348.20 


Total  General  Fund 

Investment  Fund 

Cash  in  banks 

Investments  at  cost  (market  value  $695,956.41)  f 

Accrued  interest  receivable 

Due  from  other  funds 


173,032.40 


87,423.65 

465,800.82 

2,898.19 

6,028.78 


Total  Investment  Fund 562,151.44 

Special  Funds  Under  Control  of  the  Board  of  Trustees 
BUILDING  FUND 

Cash  in  bank 

Investments,  at  cost  (market  value  $482,439.00)  f. 

Accrued  interest  receivable 

Due  from  other  fimds 


EMPLOYEES  BENEFICIARY  FUND 

Investments,  U.S.  and  other  obligations,  at  cost  (market  value 


$70,787.00)  t 76,677.60 

Accrued  interest  receivable 573.95 


77,251.55 

Less:  Due  to  other  funds 11,453.84  65,797.71 


REPAIR  AND  REPLACEMENT  FUND 

Investments,  at  cost  (market  value  $36,914.00)  t 37 , 901 . 54 

Accrued  interest  receivable 462.21 

Due  from  other  funds 7 , 202 . 29 


45,566.04 

Less:  Due  to  other  funds 2,947.85  42,618.19 


5,810.10 

279,025.33 

1,330.04 

29,000.00  315,165.47 


Total  Special  Funds 


Endowment  Funds 

Cash  in  banks 16,680.04 

Less:  Due  to  general  fund 600.00 


Total  Endowment  Funds 


423,581.37 


16,080.04 


Pension  Fund 

Cash  in  bank 2,714.41 

Investments,  at  cost  (market  value  $326,149.00) t 303,095.14 

Accrued  interest  receivable 2,801.32 

Due  from  general  fund 284.61 


Total  Pension  Fund 308,895.48 

War  Memorial  Fund 

Cash  in  bank 2,583.51 

Investments — U.S.  Treasury  Bonds  and  Notes  (market  value 

$122,504.00)  t 123,261.89 

Accrued  interest  receivable ^03 . 55 

Due  from  other  funds > 373 . 36 


131,122.31 

Less:  Due  to  other  funds 7,400.00 

Total  War  Memorial  Fund 123,722.31 

TOTAL  ASSETS $1,607,463.04 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet 


December  31,  1962 


General  Fund 


LIABILITIES  AND  FUNDS 


CURRENT  LIABILITIES 

Notes  payable  to  bank  (secured  by  pledge  of  securities 

held  in  various  funds) 

Taxes  payable  (including  withholding) 

Accounts  payable  and  accruals 

Due  to  other  funds 

Contingency  reserve 


$250,000.00 
15,584.59 
64,596.19 
19,284.61 
3,504. 86 


TOTAL  CURRENT  LIABILITIES 


$ 352,970.25 


DEFFERED  CREDITS 

Membership  dues  1963  (estimated) 13,011.68 

Annua)  Meeting  1963 17 , 777 . 25 

Sundry 17, 926 . 72 


TOTAL  DEFFERED  CREDITS 48,715.65 

GENERAL  FUND 228 , 653 . 50 


Total  General  Fund 


173,032.40 


Investment  Fund 

Reserve  for  depreciation  of  investments 50,000.00 

Due  to  other  funds 30,552.22 

Balance 481,599  22 


Total  Investment  Fund 


562,151.44 


Special  Funds  Under  Control  of  the  Board  of  Trustees 


BUILDING  FUND 315 , 165 . 47 

EMPLOYEES  BENEFICIARY  FUND 65,797.71 

REPAIR  AND  REPLACEMENT  FUND 42,618.19 


Total  Special  Funds 


423,581.37 


Endowment  Funds 

Lucien  Howe  Prize  Fund 6,801.39 

Merit  H.  Cash  Prize  Fund 2,086.35 

A.  Walter  Suiter  Lectureship  Fund 7,192.30 


Total  Endowment  Funds 


16,080.04 


Pension  Fund 


308,895.48 


War  Memorial  Fund 123,722.31 

TOTAL  LIABILITIES  AND  FUNDS $1,607,463.04 


* The  Society  has  a Revolving  Fund  of  $145,000  from  the  U.S.  Army  (“Medicare”  program)  not  included  in  this  exhibit 
It  has  claims  from  physicians,  either  paid  or  approved  for  payment,  amounting  to  $104,338.01,  that  have  not  yet  been  reimbursed 
by  the  Government.  The  Society  has  placed  $60,000  par  value  U.S.  Treasury  Bonds  in  escrow  with  a depositary  agent  of  the 
U.S.  Government,  as  a pledge  under  the  “Medicare”  contract. 

t Pleilged  to  secure  payment  of  notes  payable  to  bank,  except  as  set  forth  ill  the  above  paragraph. 

See  footnotes  to  Statement  of  Operating  Income  and  Expenses — General  Fund,  with  respect  to  changes  made  in  the  accounting 
treatment  of  certain  advance  expenditures  made  for  the  Medical  Directory  and  the  Annual  Meeting. 

**  Italics  denote  figures  in  red. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

December  31,  1962 

Cash  in  Banks  and  on  Hand 


General  Fund .... 
Investment  Fund 
Building  Fund . . . 
Pension  Fund .... 


$ 54.929.38* 
87,423.65 
5,810.10 
2,714.41 


Total 


150,877.54 


* Included  $4,032 . 50  due  American  Medical  Association. 


Endowment  Funds 

Lucien  Howe  Prize  Fund 7,001 .39 

Merit  H.  Cash  Prize  Fund 2,286.35 

A.  Walter  Suiter  Lectureship  Fund 7,392.30 


Total  (Union  Dime  Savings  Bank) 16,680.04 


War  Memorial  Fund 
On  deposit 


2,583.51 


Investments 


The  investments  of  the  Society  are  summarized  as  follows: 


Cost 

Investment  Fund 

U.S.  Treasury  Bonds $ 90,079.93 

Industrial  and  Finance  Bonds 55,034.12 

Utilities  Bonds 113,663.91 

Mortgage 23.91 

Preferred  Stocks 29,501.47 

Common  Stocks 177 , 497 . 48 


Market 

$ 89,884,00 

56.706.00 

115.892.00 
732.41 

28.821.00 

403.921.00 


Total 


465,800.82 


695,956.41 


Building  Fund 

U.S.  Treasury  Bonds 

Finance  and  Utilities  Bonds 
Common  Stocks 


93,124.37 

94,762.64 

91,138.32 


91.687.00 

91.637.00 

299,115.00 


Total 


279,025.33 


482,439.00 


Pension  Fund 

Utilities  Bonds 

Bank  and  Finance  Bonds 
Common  Stocks 


193,670.49 

50,925.00 

58,499.65 


196,495.00 

53.329.00 

76.325.00 


Total 


303,095. 14 


326,149.00 


Employees  Beneficiary  Fund 


U.S.  Treasury  Bonds 31,000.00  28,675.00 

UtUities  Bonds 35,427.70  33,012.00 

Industrial  Bonds 10,249.90  9,100.00 


Total 76,677.60  70,787.00 


Repair  and  Replacement  Fund 


Utilities  Bonds 32,395.27  32,390.00 

Common  Stocks 5,506.27  4,524.00 

Total 37,901.54  36,914.00 


War  Memorial  Fund 
U.S.  Treasury  Bonds 


$123,261.89 


$122, .504. 00 
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statement  of  General  and  Other  Funds 

For  the  Year  Ended  December  31,  1962 
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♦ Italics  denote  figures  in  red. 


Budget 


To  The  House  of  Delegates,  Gentlemen: 

The  Budget  Committee  consists  of  the  follow- 
ing: 

Frederic  W.  Holcomb,  M.D.,  Chairman  .... 

Ulster 

Renato  J.  Azzari,  M.D Bronx 

Maurice  J.  Dattelbaum,  M.D Kings 

Samuel  Z.  Freedman,  M.D New  York 

Thomas  F.  McCarthy,  M.D Bronx 

As  has  been  the  case  for  the  past  several 
years,  1962  has  ended  with  a deficit  operation  of 
$153,055.  Combining  the  1962  deficit  with  the 
deficit  surplus  figure  of  $75,598  at  January  1, 
1962,  we  have  closed  our  records  for  December 
31,  1962,  with  a deficit  surplus  of  $228,653.  The 
Board  of  Trustees,  once  again,  found  it  neces- 
sary to  borrow  $250,000  from  commercial  banks 
to  carry  on  the  activities  of  our  State  Society. 

The  picture  presented  from  the  above  figures 
is  indeed  dark.  However,  the  wheels  have 
already  commenced  turning  toward  a brighter 
outlook.  Your  Budget  Committee,  together 
with  the  executive  vice-president  and  his  staff, 
has  formulated  the  1963  estimated  budget  which 
is  shown  in  Table  I.  Many  hours  were  ex- 
hausted in  research,  conferences,  and  discus- 
sions with  Council  committeemen  and  divisional 
and  departmental  heads.  Line  items  had  to  be 
evaluated  without  hindrance  to  maximum  oper- 
ating efficiency  of  any  segment  of  the  State 
Society.  A new  format  to  the  budget  had  to  be 
developed  which  encompassed  the  reorganiza- 
tion of  the  office  staff.  A problem  involved  here 
was  in  establishing  criteria  for  innovations  for 
which  there  was  no  statistical  experience  or 
basis  in  prior  years. 

All  along  the  way,  the  economy  factor  was 
prominent  in  appraising  individual  appropri- 
ations. However,  some  consideration  had  to  be 
given  to  the  factor  of  progress  as  opposed  to 
stagnation  or  regression.  Also,  heavy  weight 
had  to  be  placed  on  our  efforts  to  enhance  the 
private  practice  of  medicine,  on  our  programs  of 
medical  education,  legislation,  public  relations, 
workmen’s  compensation,  industrial  health, 
scientific  activities,  and  all  other  ancillary  fields 
of  medicine. 

The  completed  version  of  the  1963  estimated 
budget,  therefore,  amalgamated  all  these  fac- 
tors. In  eliminating  deficit  budgeting,  we  have 
built  a foundation  for  making  forward  strides. 

A look  at  Table  I shows  that  there  is  an  antici- 
pated excess  of  income  over  expenditures  of 
$118,070  in  1963.  Of  course,  the  performance  of 
our  income  factors  must  be  maintained  in  order 
for  tbe  excess  to  be  realized.  As  this  report  is 
being  prepared,  we  have  compiled  the  figures  for 
Journal  advertising  income  for  the  two  months 
ended  February  28,  1963.  The  income  is 
averaging  approximately  25  per  cent  lower  or 
$6,725  less  per  month  than  the  1963  budgeted 
amount.  Unless  our  advertising  picture  im- 
proves and  if  the  present  trend  continues,  our 
1963  anticipated  income  will  be  modified  sub- 
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TABLE  I.  Estimated  budget  for  the  year  ending 
December  31,  1963 


Income 

Dues  Income 

$1, 

,057,500 

Journal  Advertising 

325,000 

Journal  Circulation 

5,500 

Journal  Reprints 

What  Goes  On  Bulletin,  Adver- 

40,000 

tising 

86,700 

Newsletter,  Advertising 

10,000 

Medical  Directory,  Advertising 

25,000 

Medical  Directory,  Sales 

35,000 

Annual  Meeting,  Booth  rentals 

62,000 

Interest  Income 

1,500 

Medicare,  Income 

25,000 

Total  Income 

$1: 

,673,200 

Expenditures 

Administration 

$ 

91,348 

Business  Division 

437,001 

Communications  Division 

121,833 

Legal  Division 

45,040 

Industrial  Health  Division 

30,699 

Medical  Care  Division 

56,994 

Scientific  Activities  Division 

149,006 

Scientific  Publications  Division 

363,158 

Annual  Meeting 

Officers,  Board,  A.M.A.  Dele- 

37,250 

gates 

44,000 

Council  Committees 

58,936 

Nondivisional 

119,865 

Total  Expenditures 

$1,555,130 

Excess  of  Income  Over 

Expenditures 

$ 

118,070 

stantially.  The  fact  remains  that  if  Journal 
advertising  increases  and  we  realize  an  incre- 
ment in  1963,  we  shall  still  retain  a deficit  sur- 
plus at  December  31,  1963,  of  approximately 
$110,583.  It  will  be  necessary,  therefore,  again 
to  borrow  from  commercial  banks  in  order  to 
carry  on  the  State  Society  activities  until  fresh 
funds  are  received  in  1964.  It  may  be  well  to 
point  out  that  in  1962  we  paid  $4,200  in'interest 
on  our  loans. 

In  November,  1962,  an  ad  hoc  committee  was 
formed  to  study  the  fiscal  affairs  and  the  finan- 
cial status  of  the  State  Society.  The  concept  of 
formulating  this  committee  was  to  establish  our 
projected  deficit  after  the  close  of  1963  and  to 
determine  the  most  practical  and  economical 
solution  to  eliminate  the  deficit.  The  committee 
will  explore  the  possibility  of  selling  some  low- 
earning  securities,  or  applying  income  earned 
from  our  special  funds,  and  all  other  factors  be- 
fore recommendations  are  rendered. 

The  chairman  wishes  to  acknowledge  the  time 
and  energy  expended  by  the  members  of  the 
committee.  Special  thanks  are  expressed  to 

15,  1963 


Henry  I.  Fineberg,  M.D.,  Miss  Doris  K. 
Dougherty,  Mr.  John  K.  Pardee,  Mr.  Eugene  S. 
Dombrowski,  Mr.  George  Forrest,  and  for  the 
secretarial  services  of  Mrs.  Lillian  Stekas. 
Their  diligent  efforts  contributed  enormously  in 


developing  the  novel  and  streamlined  appear- 
ance of  the  1963  budget. 

Respectfully  submitted, 

Frederic  W.  Holcomb,  M.D.,  Chairman 


To  Study  Recommendation  for  Our  Own  Building 


To  the  House  of  Delegates,  Gentlemen: 

The  Ad  Hoc  Committee  to  Study  Recom- 
mendation for  Om'  Own  Building  consists  of  the 
following: 

Frederic  W.  Holcomb,  M.D.,  Chairman 


Ulster 

Samuel  Z.  Freedman,  M.D New  York 

Reid  R.  Heffner,  M.D Westchester 

Henry  I.  Fineberg,  M.D.,  ex  officio . . New  York 
Waning  Willis,  M.D.,  ex  officio.  . .Westchester 
Following  several  discussions  by  members  of 


the  Board  of  Trustees  and  the  officers,  it  was 
decided  that  an  ad  hoc  committee  should  make 
a study  as  to  the  advisability  of  future  pur- 
chase of  a building  for  permanent  headquarters 
for  the  Medical  Society  of  the  State  of  New 
York. 

It  was  pointed  out  in  these  discussions  that 
our  present  offices  are  in  one  of  the  highest  rent 
areas  in  New  York  City.  Another  factor  which 
was  disturbing  was  the  escalator  clauses  in  our 
rental  contracts  which  are  spualing  our  rental 
costs  higher  each  year. 

Dr.  Freedman  made  a survey  of  Manhattan 
buildings  and  rental  costs.  Dr.  Willis  reported 
on  the  Westchester  possibilities,  and  Dr.  Fine- 
berg obtained  information  concerning  possible 
building  acquisitions  in  Long  Island  areas  such 
as  Suffolk  and  Nassau  Counties. 


The  survey  had  to  consider  not  only  building 
and  rental  problems  but  also  the  question  of 
transportation  facilities  which  would  be  avail- 
able and  convenient  for  the  officers,  members  of 
the  Boau’d  of  Trustees  and  Council,  and  mem- 
bers of  the  office  staff  of  70  employes,  and  also 
which  would  affect  the  many  State  Society 
members  who  attend  om'  numerous  meetings 
at  headquarters. 

Dr.  Fineberg  had  had  meetings  and  discus- 
sions with  several  key  individuals  concerned 
with  the  World’s  Fair  in  1964,  such  as  Mr. 
Robert  Moses,  with  the  thought  of  using  the 
Education  and  Science  Building  which  is  to  be 
erected  at  a cost  of  about  five  million  dollars 
and  which  might  be  retained  as  a permanent 
structure.  This  possibility  seemed  the  most 
attractive  solution  that  was  discussed  and  it 
was  agreed  to  explore  this  avenue  more  thor- 
oughly before  proceeding  further. 

The  fact  that  our  contract  at  750  Third 
Avenue  extends  to  the  year  1970  is  also  a factor 
that  has  to  be  considered  very  carefully  before 
final  decisions  can  be  made. 

Respectfully  submitted, 

Frederic  W.  Holcomb,  M.D.,  Chairman 
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War  Memorial 


To  the  House  of  Delegates,  Gentlemen: 

The  War  Memorial  Committee  consists  of 
the  following  members  of  the  Board  of  Trustees: 

Norman  S.  Moore,  M.D.,  Chairman 

Tompkins 

Leo  E.  Gibson,  M.D Onondaga 

Maurice  J.  Dattlebaum,  M.D.,  ex  officio 

Kings 

Henry  I.  Fineberg,  M.D.,  ex  officio 

Queens 

The  War  Memorial  Fund,  established  by  the 
House  of  Delegates  in  1948,  is  now  in  its  fifteenth 
year  of  operation.  The  War  Memorial  Com- 
mittee continues  to  administer  the  Fund  and 
makes  decisions  in  regard  to  the  eligibility  of 
the  beneficiaries.  Qualified  students,  children 
of  deceased  members  who  died  of  service-con- 
nected causes  or  in  the  service  of  our  country 
during  World  War  II  and  the  Korean  War, 
receive  twelve  hundred  dollars  per  year,  payable 
in  three  installments. 

Since  the  inception  of  the  Fund,  64  students 
have  been  awai'ded  benefits,  ranging  for  periods 
of  one  year  to  seven  years.  We  have  among 
oiu  beneficiaries  physicians,  dentists,  nm'ses, 
social  workers,  teachers,  lawyers,  and  others. 
These  students  attended  colleges  throughout 
the  United  States. 

For  the  1962-1963  school  year,  there  are  23 
beneficiaiies,  two  who  entered  college  as  fresh- 
men this  year.  The  other  students  range  from 
their  sophomore  through  senior  years. 

One  of  our  students  discontinued  her  training 
in  social  work  at  the  end  of  her  second  semester 
of  college  to  work  in  the  field  for  a semester  or 
two,  and  may  continue  her  college  work  at  a 
later  period.  Benefits  will  not  be  paid  her 
while  she  is  working.  If  she  returns  to  college 
while  she  is  still  imder  twenty-five  years  of  age, 
she  may,  at  the  discretion  of  the  committee,  be 
entitled  to  resume  further  benefits. 

The  committee  is  interested  in  all  the  stu- 
dents and  graduates  and  receives  many  lettei's 
from  them  and  their  mothers.  Excerpts  from 
just  a few  may  be  of  interest: 

Miss  T.,  student:  “.  . . After  a semester  of 

graduate  work  in  the  School  of  Social  Work, 
University  of  Michigan,  I am  planning  to 
work  in  the  field  before  continuing.  May  I 
take  this  opportunity  to  express  my  gratitude 
for  the  untold  help  that  has  come  to  me 
through  the  War  Memorial  Fund  during  my 
college  career.  The  tribute  paid  to  my  father 
and  the  many  other  doctors  in  this  manner  is 
most  heart  warming,  and  I trust  I may  be 
worthy  of  it.” 

Mrs.  T.,  mother  of  two  daughters:  . . No 

words  can  express  our  deep  appreciation  for 
the  assistance  given  to  us  during  their  college 
education,  which  otherwise  would  have  been 
most  difficult.  It  has  meant  much,  I 
assure  you,  and  I feel  the  hand  of  Providence 
has  had  a part  in  your  plan.” 

Mother  (a  nurse)  with  two  daughters:  “.  . . I 


have  been  a cardiac  for  many  years  and  since 
1960  have  been  hospitalized  three  times. 
This  naturally  has  caused  worry  and  concern. 
I hope  and  pray  I can  keep  on  working  until 
B.  is  finished.  This  is  why  the  possibility  of 
discontinued  funds  was  of  grave  concern  to 
me.  I am  deeply  grateful  for  all  the  assist- 
ance which  enabled  N.  to  obtain  her  R.N. 
and  B.S.,  and  B.  to  reach  her  present  level. 

They  are  both  hau'd-working  gfi-ls  and  are 
very  eager  for  advanced  education.  They 
are  both  very  grateful  for  this  scholarship 
assistance.  . . ” 

Mrs.  B.,  mother  of  a second  year  medical 
student  and  a daughter  who  is  studying  medical 
technology:  “.  . . acknowledge  with  deep  grati- 

tude the  checks  from  the  War  Memorial 
Fund.  It  is  because  of  this  help  that  he  is 
able  to  continue  his  studies  as  a second  year 
medical  student.  He  is  applying  himself 
with  enthusiasm  toward  his  goal.  He  is 
doing  very  well  scholastically,  being  in  the 
upper  quarter  of  his  class.” 

Mrs.  T.,  mother  of  one  daughter  who  has 
received  benefits  for  four  years  and  graduated 
from  Mt.  Holyoke  and  another  in  her  third 
year  at  Skidmore:  “K.  is  doing  very  well  at 

college.  She  made  the  dean’s  list.  This  fall 
she  has  been  chosen  to  be  a tutor  in  one  of  her 
subjects.  May  I again  express  how  grateful 
I am  for  all  the  assistance  the  Medical 
Society  has  given  us.” 

Miss  R.:  “For  approximately  the  last 

four  years  I have  been  a recipient  of  a scholar- 
ship from  the  War  Memorial  Fund  of  the 
Medical  Society  of  the  State  of  New  York. 
During  this  time  I have  obtained  my  license 
as  a registered  professional  nurse,  and  this 
June  I received  my  bachelor  of  science  degree 
in  nursing  from  New  York  University. 

“I  want  to  take  this  opportunity  to  whole- 
heartedly thank  the  members  of  the  Medical 
Society  of  the  State  of  New  York  for  making 
aU  of  this  possible,  as  without  this  financial 
assistance  my  educational  goals  could  not 
have  been  fulfilled  at  this  time. 

“This  fall  I intend  to  enter  the  field  of 
public  health  nursing  and  I am  looking  for- 
ward to  this  experience  with  great  expecta- 
tions. Thank  you  once  again  for  your  inter- 
est and  scholarship  assistance.” 

We  find  that  our  beneficiaries  are  serious 
students  who  are  well  aware  of  the  privilege  of 
attending  college  and  are  gi'ateful  for  om'  help. 
They  show  it  by  working  hard  and  maintaining 
good  grades.  Occasionally,  however,  there  is  a 
student  who,  for  various  reasons,  has  not  been 
able  to  maintain  grades  and  has  dropped  out. 
When  necessary  the  committee  has  been  able  to 
help  a student  by  advice  or  recommendations. 

A report  of  investments  is  included  in  the 
report  of  our  certified  public  accountants. 
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Following  is  the  financial  report  as  of  De- 


cember 31,  1962: 

Total  assessments  received*  $248,630 

Total  interest  earned*  70,430 

Total  paid  out  in  benefits*  188,900 

Assets  of  Fund,  December  31,  1962  123,722 

Year  ended  December  31,  1962: 

Assessments  received  12 

Interest  earned  4,493 

Payment  to  beneficiaries  28,400 


♦ Since  inception  of  fund. 

Several  of  our  students  have  been  affected 
by  the  marriage  clause  in  the  resolution  of  the 
House  of  Delegates  that  set  up  the  War  Memo- 
rial Fund.  Mairiage  disqualifies  a student  from 
receiving  War  Memorial  Fund  benefits. 

In  order  to  correct  this  situation,  the  War 
Memorial  Committee,  at  a meeting  held  on 
February  28,  1963,  with  the  Board  of  Trustees, 
approved  the  following  resolution,  to  be  pre- 
sented to  the  1963  House  of  Delegates: 

Whereas,  The  House  of  Delegates  in  its 
wisdom  voted  for  a one-time  assessment  of 
the  members  of  the  Medical  Society  of  the 
State  of  New  York  for  the  purpose  of  assisting 
in  the  education  of  the  children  of  deceased 


members  who  died  in  World  War  II  and  the 
Korean  War;  and 

Whereas,  The  House  directed  that  finan- 
cial assistance  for  education  cease  if  the  re- 
cipient became  married  and  denied  those  who 
apply  who  are  married  at  the  time  of  applica- 
tion; and 

Whereas,  The  custom  of  students  being 
married  has  become  common  practice  so  that 
many  college  students  are  now  married;  now 
therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates 
rescind  its  original  direction  to  the  trustees  of 
the  Medical  Society  of  the  State  of  New  York 
and  permit  them  to  assist  children  of  deceased 
members  who  died  in  World  War  II  and  the 
Korean  War  toward  educational  expenses  the 
same  as  if  they  were  not  mjirried. 

In  conclusion,  I wish  to  thank  all  the  members 
of  the  committee  for  their  assistance  in  carrying 
out  this  worthy  enterprise  and  our  staff  member. 
Miss  Mollie  Pesikofif,  who  is  assigned  to  our 
committee.  Her  work  is  much  appreciated  by 
both  the  committee  and  the  recipients  of  the 
War  Memorial  Fund  awards. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Chairman 
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1963  HOUSE  OF  DELEGATES 


Commission  on  Medical  Services  A 

Economics 


To  the  House  of  Delegates,  Gentlemen: 

The  Economics  Committee  is  composed  of 


the  following: 

G.  Rehmi  Denton,  M.D.,  Chairman.  . Albany 

Ralph  Stanton  Emerson,  M.D Nassau 

Merle  D.  Evans,  M.D Monroe 

Milton  B.  Spiegel,  M.D Kings 

Frank  W.  Farrell,  M.D Queens 


The  committee  has  held  three  meetings: 
May  9,  1962;  June  5,  1962;  and  December  13, 
1962,  and  met  as  required  for  review  and  adjudi- 
cation of  Medicare  claims. 

The  following  matters  were  considered  and 
acted  on  by  your  committee. 

Relative  Value  Study.  The  1962  House  of 
Delegates  voted  that  the  committee  pursue  its 
efforts  to  establish  a study  for  the  State  of  New 
York.  Responses  from  the  county  medical 
societies  in  returning  the  study  formats  sent  to 
them  for  completion  have  been  at  a standstill. 
Your  committee  was  advised  by  the  Medical 
Society  of  the  County  of  Erie  that  the  estabhsh- 
ment  of  a relative  value  study  might  possibly 
result  in  antitrust  violation.  This  was  explored 
by  your  committee  which  has  been  advised  by 
legal  counsel  that  the  compilation  of  relative 
value  studies,  per  se,  does  not  violate  any  law. 

Accordingly,  this  was  incorporated  in  a third 
and  final  letter  under  date  of  January  11,  1963, 
sent  to  each  county  medical  society  from  whom 
no  response  had  been  previously  received.  The 
current  status  of  the  committee’s  efforts  was  pre- 
sented to  the  Council  at  its  February  28,  1963, 
meeting,  as  follows: 

Completed  studies  have  been  received  from 
Westchester,  Saratoga,  and  St.  Lawrence; 
Albany,  Genesee,  and  Herkimer  agreed  to 
accept  the  September  10, 1960,  Cahfornia  Study; 
Queens  and  Erie  have  rejected  the  study;  Kings 
and  Richmond  feel  that  the  State  Society  should 
complete  the  study  and  submit  it  to  county 
societies  for  review;  Nassau  has  their  own  which 
they  are  bringing  up  to  date  and  will  have  it 
available  about  March  1,  1963;  Cayuga  has 
accepted  the  Onondaga  County  study  with  some 
changes;  Broome  expects  to  introduce  a study 
about  April  1,  1963;  Tompkins  encountered 
resistance  from  two  specialty  groups,  and  there- 
fore it  was  never  completed;  studies  are  being 
undertaken  by  Clinton,  Oneida,  Orange,  and 
Rockland  with  no  approximate  completion 
dates;  New  York  hopes  for  completion  of  the 
study  by  April  1,  1963;  Bronx  is  not  interested; 
Cbemung,  Fulton,  Madison,  Greene,  Rens- 


selaer, and  Sullivan  considered  their  societies  too 
small,  or  lacked  interest;  on  request,  an  addi- 
tional study  set-up  was  sent  to  Putnam  on 
February  11,  1963 — no  report;  Washington  did 
not  present  study  to  members  until  January, 
1963;  and  the  balance  of  32  counties  have  not 
rephed;  therefore,  no  report  on  progress. 

Simplified  Insurance  Form.  The  com- 
mittee considered  a letter  from  the  Superintend- 
ent of  Insurance,  Thomas  Thacher,  dealing 
with  a single  claim  form  for  filing  by  the  doctor 
in  accident  and  health  insinrance  cases.  It  was 
pointed  out  that  the  Health  Insurance  Council 
had  developed  a set  of  simplified  claim  forms 
which  were  reviewed  and  approved  by  your 
committee  and,  on  its  recommendation,  sent  to 
each  county  medical  society,  and  by  the  Headth 
Insurance  Council  to  member  and  nonmember 
commercial  insurance  companies.  A single 
form  was  also  developed  by  the  Health  Insur- 
ance Coimcil  at  the  request  of  medical  societies 
throughout  the  country  which  was  approved  by 
the  Council  on  Medical  Service  of  the  A.M.A.  in 
December,  1959,  for  use  of  the  doctor  in  fifing 
claims  for  insurance  claimants.  The  Health 
Insurance  CmmcU  is  preparing  a study  on  the 
extent  of  the  use  of  the  simplified  forms  and  this 
will  be  presented  to  your  committee  on  its 
completion. 

Group  Disability  Insurance.  The  1962 
House  of  Delegates  adopted  the  recommendation 
of  the  reference  committee  on  the  matter  of 
possible  loss  of  coverage  under  group  disability 
insurance  programs  arising  from  the  transfer  of 
a physician  subscriber  from  one  county  to  an- 
other, that  each  county  society  or  district 
branch  be  advised  to  re-examine  its  coverage 
relative  to  transfer  privileges. 

Your  committee  has  sent  a letter  to  the  presi- 
dent of  each  county  medical  society  and  district 
branch  calling  their  attention  to  this  matter  and, 
if  specific  information  is  requested  by  the  county 
society  or  district  branch,  the  Bureau  of  Medical 
Care  Insurance  will  be  pleased  to  cooperate. 

The  committee  reviewed  correspondence 
referred  by  the  Executive  Committee  of  the 
State  Society  dealing  with  a group  accidental 
death  and  dismemberment  policy  being  offered 
to  county  medical  societies. 

A county  society  secretary  requested  informa- 
tion regarding  tbe  stand  taken  by  the  State 
Society  where  an  endorsement  was  requested  by 
an  insurance  agency.  Y our  committee  in- 
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structed  Mr.  Farrell  to  answer  the  inquiry, 
pointing  out  that  the  Medical  Society  of  the 
State  of  New  York  does  not  endorse  or  sponsor 
any  insurance  program  regardless  of  the  agency, 
the  company,  or  benefits  provided  by  a particu- 
lar policy,  and  that  it  has  no  jurisdiction  over  a 
county  society  if  it  wishes  to  have  its  name 
listed  on  individual  contracts  being  offered  to  its 
members. 

The  committee  also  considered  correspond- 
ence referred  to  it  by  the  Executive  Committee 
regarding  a group  insurance  program  offered  by 
Mr.  A.  Charles  Kugel,  general  insurance  broker 
of  New  York  City,  covering  the  cost  of  blood, 
replacements,  transfusions,  and  so  forth,  for 
members  of  the  Medical  Society  of  the  State  of 
New  York  and  their  dependents.  The  com- 
mittee took  the  same  action  as  referred  to  above. 

Hospital  Utilization  Studies.  Your  com- 
mittee noted  approval  of  the  Council  to  conduct 
a study  in  the  counties  of  Nassau,  Monroe,  and 
Wyoming;  also,  that  the  1962  House  of  Dele- 
gates voted  against  an  outside  source  conducting 
the  survey,  the  University  of  Michigan  having 
been  suggested  by  your  committee  because  of  a 
similar  study  conducted  by  them  in  the  State  of 
Michigan.  The  House  felt  that  such  a study 
should  be  conducted  by  the  physicians  in  the 
hospitals,  your  committee  to  furnish  them  with  a 
criteria  broader  in  scope  than  that  used  in  the 
study  conducted  by  the  State  of  Michigan. 
Efforts  to  establish  a criteria  have  not  been  re- 
solved; however,  a report  on  the  studies  in  the 
three  counties  follows. 

The  Medical  Society  of  the  County  of  Monroe 
has  completed  the  first  phase  of  the  utilization 
studies  which  began  on  Jime  24,  1962,  and  con- 
cluded with  the  records  of  November  30,  1962. 
The  statistical  information  regarding  this  study 
is  now  being  tabulated;  there  were  3,352  cases 
studied  and  every  hospital  in  Monroe  County 
participated.  The  Rochester  Hospital  Council 
provided  advisory  services,  the  University  of 
Rochester  contributed  a biostatistician  and  a 
physician  from  the  Department  of  Medicine  in 
the  development  of  these  studies.  The  local 
Blue  Cross  and  Blue  Shield  Plans  did  the  neces- 
sary work  regarding  the  punching  of  IBM  cards. 

The  county  society  is  now  embarking  on  a 
second  study  and  a unique  approach  is  being 
used  where  physician  teams  will  move  to  hos- 
pitals other  than  those  with  which  they  are 
aflSliated.  This  provides  a cross  check  of  any 
possible  bias  that  might  enter  into  evaluation  of 


their  own  hospital  records.  This,  no  doubt,  is 
the  first  time  that  such  a crosschecking  pattern 
has  ever  been  utilized.  All  the  agencies  which 
assisted  in  the  first  study  are  participating  in  the 
second  study.  It  is  anticipated  that  the  second 
study  will  be  completed  about  June  1 of  this 
year. 

The  Nassau  County  Medical  Society,  under 
the  chairmanship  of  James  A.  Caddy,  M.D.,  has 
moved  forward  rapidly  in  the  society’s  utiliza- 
tion study.  They  have  been  assisted  by  the 
Health  Insurance  Association  of  America  and 
also  by  Mr.  Gerard  Clifford  of  the  Metropohtan 
Life  Insurance  Company,  who  has  acted  as  a 
full-time  coordinator  of  the  project.  The 
county  society  has  been  assisted  by  the  Uni- 
versity of  Michigan  using  the  criteria  furnished 
by  them  which  has  been  adapted  specifically  for 
the  Nassau  County  practice.  It  is  planned  that 
the  study  will  he  made  initially  in  four  voluntary 
hospitals  and  one  proprietary  hospital  and  that 
the  program  will  eventually  be  extended  to  all 
the  hospitals  in  the  county. 

The  Medical  Society  of  the  County  of  Wyo- 
ming has  reported  that  due  to  their  lack  of  staff 
they  have  been  unable  to  initiate  a utilization 
program  in  their  county. 

Public  Law  87-792 — Self-employment  In- 
dividuals Tax  Retirement  Act  of  1962.  Ma- 
terial by  the  Executive  Committee,  including  a 
summary  of  the  law  and  a letter  from  the  Chase 
Manhattan  Bank’s  Pension  Trust  Division 
offering  to  discuss  a program  from  State  Society 
members,  was  reviewed.  Information  from 
other  sources  has  been  received  offering  similar 
services  in  connection  with  a retirement  program 
for  Society  members  on  a State-wide  basis. 

The  committee  recommended  that  approval  or 
disapproval  of  such  a program  be  withheld 
pending  the  action  of  the  Council  on  the  commit- 
tee’s request,  whether  or  not  the  Council  wishes 
the  committee  to  explore  this  matter  further. 
A member  of  the  committee  was  of  the  opinion 
that  such  a program  would  be  better  if  ap- 
proached from  the  local  level  but  that  clarifica- 
tion of  the  law  might  prove  it  amenable  on  a 
State- wide  basis. 

The  members  of  the  committee  wish  to 
recognize  the  conscientious  and  efficient  assist- 
ance provided  by  Mr.  George  P.  FarreU  and  the 
members  of  his  staff. 

Respectfully  submitted, 

G.  Rehmi  Denton,  M.D.,  Chairman 
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Liaison  with  Veterans  Administration 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Liaison  with  Veterans 
Administration,  of  the  Economics  Committee, 
consists  of  the  following: 

Herbert  H.  Bauckus,  M.D.,  Chairman.  .Erie 

James  L.  Palmer,  M.D Broome 

Since  the  last  report  of  the  Subcommittee  on 
Liaison  with  Veterans  Administration,  all 
matters  have  been  cleared  by  your  chairman 
which  were  minor  misunderstandings;  therefore, 
no  meeting  of  the  committee  was  required. 

The  subcommittee  wishes  to  call  to  the  atten- 
tion of  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  that  it  anticipates  that  the 


Medicare 

During  the  year  1962  there  were  no  changes  in 
the  benefits  under  the  Medicare  Program.  Dur- 
ing this  period  there  were  14,900  claims  proc- 
essed in  the  amount  of  $1,072,792.  For  the  six- 
year  period  (1957  through  1962)  that  Medicare 
has  been  in  effect,  a total  of  83,497  claims  have 
been  paid,  in  the  amount  of  $6,253,944,  to  9,724 
individual  physicians. 

To  help  expedite  the  payment  of  claims  the 
department  would  be  most  appreciative  if,  when 
a claim  is  submitted,  it  were  complete,  because 
we  find  that  approximately  35  per  cent  of  the 
claims  received  have  to  be  returned  to  the  doctor 
for  additional  information.  This  causes  delay 
in  the  payment  of  a claim  and  also  a substantial 
cost  administratively  in  processing  the  claims. 

It  is  interesting  to  note  that  the  past  experi- 
ence of  the  Medicare  Program  indicates  the  fol- 
lowing results  (see  attached  table). 

The  Physicians’  Review  Committee  met  on 
several  occasions  to  review  special  reports  where 
exceptional  service  was  rendered  by  a physician. 
Approximately  150  claims  were  reviewed  by  the 
committee  and  referred  to  the  Office  for  De- 
pendents’ Medical  Care  in  Washington,  D.C., 
for  consideration.  In  every  instance  the  Wash- 
ington office  accepted  the  recommendation  of 
the  committee.  G.  Rehmi  Denton,  M.D.,  is 
chairman. 

On  January  14, 1963,  Major  General  James  H. 
Forsee,  special  assistant  to  The  Surgeon  General, 
visited  our  offices.  The  General  stated  he  was 
most  favorably  impressed  with  the  manner  in 
which  the  Medicare  Program  is  being  conducted. 


Letter  of  Agreement  with  the  Veterans  Adminis- 
tration will  be  negotiated  for  the  period  from 
June  30,  1963,  to  July  1,  1964. 

We  are  indebted  to  the  support  of  the  chair- 
man of  the  Commission  on  Medical  Services, 
Gerald  D.  Dorman,  M.D.,  and  G.  Rehmi 
Denton,  M.D.,  chairman  of  the  Economics 
Committee. 

The  subcommittee  expresses  its  appreciation 
to  George  P.  Farrell,  and  his  secretary,  Mrs. 
Ahce  Arana,  for  their  assistance. 

Respectfully  submitted, 

Herbert  H.  Bauckus,  M.D.,  Chairman 


Types  of  Care 

Per 

Cent 

of 

Total 

Claims 

Per 

Cent 

of 

Total 

Cost 

Deliveries 

33.7 

60.9 

Other  maternities 

2.7 

2.6 

Surgical 

Tonsils  and  adenoids 

3.2 

2.3 

Digestive  system 

2.C 

3.9 

Genitourinary  system 

3.6 

3.7 

Benign  tumor 

1.0 

1.5 

Injuries  and  poisonings 

0.9 

1.1 

All  others 

1.8 

2.9 

Medical,  In-Hospital 

19  8 

10.3 

Other  Services 

Anesthesia 

17.7 

5.7 

Consultants 

2.4 

1.0 

Assistants 

1.9 

0.6 

Radiology 

0.7 

0.3 

Pathology 

0.4 

0.1 

Not  Hospitalized 

8.2 

3.1 

The  doctors  have  been  advised  of  aqy  changes 
in  the  Program  during  the  past  year  through  the 
State  Society’s  Newsletter  and  the  New  York 
State  Journal  of  Medicine.  This  service  is 
appreciated  by  the  department. 

We  wish  to  commend  Mr.  George  P.  Farrell, 
administrative  officer,  and  Mrs.  Nan  Boynton 
and  the  members  of  her  staff  for  their  sincere  and 
conscientious  efforts  during  the  past  year. 
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Bureau  of  Medical  Care  Insurance 

The  Bureau  of  Medical  Care  Insurance,  Mr. 
George  P.  Farrell,  director  and  administrative 
officer  of  Medicare,  reports  through  your  Eco- 
nomics Committee  to  the  Council.  The  Bureau 
operates  under  the  direction  of  the  Economics 
Committee  and  the  Medical  Care  Insurance 
Committee. 

In  addition  to  his  duties  as  director  of  the 
Bureau  of  Medical  Care  Insurance  and  admin- 
istrative officer  of  the  Medicare  Program,  Mr. 
Farrell’s  other  activities  were  as  follows: 

Meetings.  April  11,  1962 — Health  Insur- 
ance Council,  New  York  City. 

May  12,  1962 — Associated  Blue  Shield  Plans 
of  New  York  State  at  the  Statler  Hilton,  New 
York  City,  and  at  the  same  hotel — the  State 
Society  convention.  May  17, 1962. 

May  28,  1962 — At  the  request  of  Dr.  Fine- 
berg,  executive  committee  of  the  Committee 
on  Public  Health  at  the  New  York  Academy  of 
Medicine. 

June  6,  1962 — Meeting  in  Auburn,  called  by 
Senator  George  R.  Metcalf  for  discussion  of  the 
implementation  of  the  M.A.A.  Program. 

June  21,  1962 — Conference  with  John  C. 
Kinzly,  M.D.,  president,  and  Mr.  Joseph  M. 
Kerrigan,  executive  director.  Western  New  York 
Medical  Plan,  Buffalo. 

June  23  to  28,  1962 — Annual  meeting  of  the 
American  Medical  Association,  Chicago. 

September  7,  1962 — Fifth  and  Sixth  District 
Branch  meetings. 

September  27  and  November  16,  1962 — 
Pubhc  hearings  on  the  M.A.A  Program. 

May  9,  June  5,  and  December  13,  1962 — 
Economics  Committee. 

September  20  and  December  12,  1962 — 
Medical  Care  Insurance  Committee. 


August  20,  December  7,  1962,  and  February 
1, 1963 — Public  Medical  Care  Subcommittee. 


Progress  Reports.  The  Bureau  has  com- 
piled its  sixteenth  Annual  Progress  Report  on 
the  New  York  State  Blue  Shield  Plans,  showing 
detailed  analysis  of  each  plan  in  regard  to  mem- 
bership, incurred  and  paid  claims,  claim  inci- 
dence, operating  expenses,  premium  income, 
and  surplus,  for  the  information  of  the  House  of 
Delegates  and  members  of  the  Society.  This 
report  will  be  available  for  distribution  at  the 
Annual  Convention  exhibit  booth  of  the  Bureau. 

Quarterly  progress  reports  on  the  plans 
have  been  prepared  and  mailed  to  county 
medical  society  secretaries  and  operating  offices 
and  to  a selected  list  of  interest  groups. 

Table  I is  a statement  showing  membership 
and  increases  as  of  December  31,  1962,  in  Blue 
Shield  and  Blue  Cross  Plans  in  New  York  State. 

Progress  of  the  Blue  Shield  Plans  in  New  York 
State  shows  that  as  of  December  31,  1962, 
membership  (subscribers  and  dependents)  was 
7,299,172,  an  increase  during  the  year  of  180,200 
members,  and  as  of  the  same  date  membership 
in  the  Blue  Cross  Plans  was  9,818,076,  an  in- 
crease during  the  year  of  209,633  members. 

Earned  premium  income  dming  the  year 
1962  amounted  to  $120,692,142  as  compared 
to  $105,028,490  during  1961,  an  increase  of 
$15,663,652. 

Incurred  claim  expense  during  1962  amounted 
to  $105,574,151  as  compared  to  $97,293,691  in 
1961,  an  increase  of  $8,280,460.  Incurred 
claim  expense  was  87.02  per  cent  of  earned 
premium  income  in  1962  as  compared  to  92.64 
per  cent  in  1961. 


TABLE  I.  Membership  in  Blue  Shield  and  Blue  Cross  Plans  in  New  York  State 


Location 

^ Membership » 

Blue  Shield  Blue  Cross 

Increa 

Blue  Shield 

ise . 

Blue  Cross 

New  York 

5,098,562 

7,313,030 

60,798 

114,692 

Buffalo 

736,264 

797,623 

47,106 

43,366 

Rochester 

567,806 

604,573 

25,107 

21,446 

Syracuse 

295,640 

418,332 

17,993 

7,571 

Utica 

247,264 

236,329 

12,856 

11,184 

Albany 

322,084 

367,180 

14,840 

10,739 

Jamestown 

31,552 

50,636 

1,500 

481 

Watertown* 

30,373 

154 

Totals 

7,299,172 

9,818,076 

180,200 

209,633 

* Utica  Plan  serves  Watertown  area  for  Blue  Shield  members. 
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1963  HOUSE  OF  DELEGATES 


Legal  Matters 

Legal  Counsel 


To  the  House  of  Delegates,  Gentlemen: 

This  is  my  twentieth  annual  report  as  coun  el 
for  the  Medical  Society  of  the  State  of  New 
York. 

I graduated  from  the  Law  School  of  Columbia 
University  in  June  of  1928  and  was  employed  as 
a law  clerk  by  Lloyd  Paul  Stryker,  then  counsel 
for  the  Society.  When  he  resigned  several 
years  later,  he  was  succeeded  by  Lorenz  J. 
Brosnan,  and  on  the  untimely  death  of  Lorenz, 
I was  appointed  counsel. 

Our  staff  has  remained  practically  the  same  as 
it  was  last  year.  Robert  J.  Bell,  who,  since 
the  death  of  Thomas  H.  Clearwater,  has  been 
the  attorney  for  the  Society,  has  been  with  us 
thirty-two  years.  I regard  him  as  one  of  the 
most  capable  trial  lawyers  in  the  courts,  and 
this  is  an  opinion  that  is  shared  by  a host  of  the 
trial  judges  in  this  State  and  is  witnessed  further 
by  the  many  letters  which  are  sent  to  me  from 
doctors  who  tell  of  his  patient,  untiring,  skillful 
efforts  on  their  behalf.  He  handles  a consider- 
able volume  of  the  litigation  upstate,  and  he  is  a 
perfectionist  working  all  hours  of  the  day  and 
night  to  achieve  the  wonderful  results  that  he 
does.  The  medical  profession  of  the  State  of 
New  York  is  greatly  in  his  debt. 

Harold  Shapero  and  I were  law  clerks 
together  in  Lloyd  Paul  Stryker’s  office.  When 
Mr.  Stryker  resigned  as  counsel  for  the  Medi- 
cal Society  to  devote  himself  to  a consulting 
practice,  Harold  went  along  as  his  associate. 
He  came  back  to  our  office  in  1955,  bringing 
with  him  a wealth  of  experience.  Widely  read 
in  medicine,  law,  and  many  other  fields,  he  has 
tried  a heavy  volume  of  cases  for  us  principally 
in  the  courts  of  New  York  City.  The  members 
of  the  malpractice  committee  of  Queens  County 
can  testify  to  his  industry  and  judgment  for  he 
has  been  adviser  to  that  group  for  many  years. 

John  J.  DeLuca,  who  has  been  with  us  for 
twenty-one  years,  is  a specialist  in  the  prepara- 
tion of  lawsuits  and  the  management  of  exami- 
nations before  trial  and  other  types  of  deposi- 
tions. Lawsuits  are  frequently  won  or  lost  in 
the  preliminary  stages.  The  liberal  pretrial 
hearings  which  can  go  on  for  days  of  sworn 
testimony  are  a tedious  but  all-important 
feature  of  litigation.  He  is  an  excellent  appel- 
late lawyer  and  brief  writer,  and  in  many  other 
ways  is  a tower  of  strength.  Jack  has  for  the 
last  several  years  been  adviser  to  the  Kings 
County  Medical  Society’s  malpractice  com- 
mittee. 

William  C.  Richardson,  who  has  been  with  us 


for  thirteen  years,  takes  on,  as  do  all  the  other 
lawyers,  his  share  of  the  pleadings.  He  does  a 
great  deal  of  the  preparation  of  the  lawsuits  and 
particularly  in  the  last  year  has  tried  with  suc- 
cess a number  of  Supreme  and  District  Court 
cases.  He  advises  the  Bronx  and  Nassau 
County  malpractice  committees. 

J.  Richard  Burns  manages  the  office,  attends 
all  meetings  of  the  Medical  Society,  and  made 
the  arrangements  for  and  participated  in  the 
several  meetings  of  the  Judicial  Council  of  the 
Society.  He  handles  a great  volume  of  legal 
correspondence  for  the  Society  as  well  as  acting 
as  secretary  of  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation,  Inc. 
In  addition  to  attending  many  depositions  and 
pretrial  hearings,  Dick  has  contributed  a num- 
ber of  editorials  to  the  New  York  State  Jour- 
nal OF  Medicine  and  is  adviser  to  the  West- 
chester County  Medical  Society’s  malpractice 
committee. 

Donald  J.  Fager  has  tried  an  increasing  vol- 
ume of  Supreme  Court  cases  all  over  the  State 
of  New  York.  I am  very  proud  of  his  work, 
and  he  handles  competently  whatever  is  as- 
signed to  him.  He  has  a fine  intellect,  great 
knowledge  of  the  law,  and  will,  like  a good 
soldier,  take  on  any  task  that  is  assigned  to  him 
and  perform  it  well.  Don  attends  all  meetings 
of  the  New  York  County  malpractice  committee 
which  has  a large  volume  of  work. 

William  C.  Ketchum,  Jr.,  has  done  a great 
deal  of  brief  writing,  attended  scores  of  exami- 
nations before  trial,  and  blossomed  out  as  a 
trial  lawyer  just  before  the  end  of  last  year. 
He  had  the  frustrating  experience  of  winning  his 
first  case  only  to  have  the  judge  set  the  verdict 
aside,  but  we  are  taking  it  up  on  appeal  and  I 
think  we  will  win.  Bill  has  attended  meetings 
of  the  Schenectady  County  malpractice  com- 
mittee. 

Anthony  L.  Schiavetti  has  been  of  great  help 
to  the  other  lawyers  in  the  office.  He  does  a 
large  volume  of  the  pleadings  work,  attends 
examinations  before  trial,  and  has  tried  lower 
court  cases. 

Andrew  A.  Goldman  left  our  staff  before  the 
end  of  1962  and  is  practicing  on  his  own  in  New 
York  City. 

We  have  had  a recent  addition  to  our  staff. 
Miss  Cecilia  M.  Brennan,  who  is  studying  for 
her  bar  examination.  She  graduated  from 
Misericordia  College  in  Dallas,  Pennsylvania, 
with  a B.S.  degree  in  nursing  education  and  from 


1234  New  York  State  Journal  of  Medicine  / April  15,  1963 


•y 


Columbia  University  in  1955  with  a Master  of 
Arts  degree  in  nursing  administration  and  at- 
tended Georgetown  University  Law  School 
from  1955  to  1959.  During  the  Korean  conflict 
she  was  a first  lieutenant  in  the  Army  Nurse 
Corps  at  Walter  Reed  Hospital.  Ceil  is  very 
interested  in  medical-legal  research  and  has 
done  a considerable  volume  of  preparation  of 
our  cases  and  has  interviewed  clients  and  wit- 
nesses. I am  very  pleased  with  her  work, 
and  I am  sure  she  will  be  of  great  help  to  us. 

In  addition  to  the  malpractice  meetings  in  the 
specific  counties  that  I mentioned  above,  either 
Mr.  Bell  or  myself  attend  meetings  in  a number 
of  other  counties  including  the  five-county 
group  centered  in  Utica,  Erie  County,  Albany 
County,  Rensselaer  County,  Momroe  County, 
Onondaga  County,  and  Broome  County.  Dur- 
ing the  last  year  I talked  to  the  following  groups: 
a joint  meeting  of  the  Ulster  County  Medical 
Society  and  Bar  Association;  a joint  meeting  of 
the  Cayuga  County  Medical  Society  and  Bar 
Association;  a meeting  of  the  Orleans  County 
Medical  Society,  Dental  Society,  and  Bar  Asso- 
ciation; a Law  Institute  meeting  of  the  North 
County  Hospital  in  Gouverneur;  the  medical 
staff  of  the  Lutheran  Medical  Center  in  Brook- 
lyn; the  medical  staff  of  the  New  Rochelle 
Hospital;  the  student  body  of  the  Vermont 
Medical  College  in  Burlington;  a medical-legal 
conference  sponsored  by  the  American  Medical 
Association  in  Chicago,  and  the  Chenango 
County  Medical  Society. 

Mr.  Bell  addressed  the  Rensselaer  County 
Medical  Society  in  Troy.  Mr.  Shapero  has 
lectured  on  medical-legal  questions  before  a 
joint  meeting  of  the  Queens  County  Medical 
Society  and  Bar  Association;  the  medical  staff 
and  the  nursing  staff  of  New  York  Polyclinic 
Medical  School  and  Hospital  on  separate  oc- 
casions; the  nursing  staff  of  Mary  Immaculate 
Hospital  in  Jamaica;  a New  England  regional 
meeting  of  residents  and  interns  sponsored  by 
the  Pfizer  Corporation  in  Groton,  Connecticut; 
a joint  meeting  of  the  Nassau  County  Medical 
Society  and  Bar  Association,  and  the  annual 
meeting  of  the  Seventh  District  Branch.  Mr. 
Pager  and  Mr.  Richardson  have  continued  their 
series  of  lectures  to  the  students  at  New  York 
Medical  College,  and  the  latter  also  addressed 
the  medical  staff  of  the  Good  Samaritan  Hospital 
in  West  Islip.  Mr.  Ketchum  spoke  to  the 
students  at  Metropolitan  Hospital  in  New 
York  City  as  well  as  the  nursing  staff  at  New 
York  Hospital. 

Malpractice.  I have  just  read  the  annual 
report  of  the  Malpractice  Insurance  and  Defense 
Board  of  the  State  Society.  It  is  a sobering 
thought  that  at  the  close  of  1962  there  were  on 
hand  1,318  open  cases  as  contrasted  to  1,001  two 
years  before.  I am  aware  that  some  of  this 
increase  is  due  to  the  fact  that  a considerably 
larger  number  of  the  doctors  of  this  State  have 
seen  the  advantage  of  signing  up  with  the 
Group  Plan  which  had,  at  the  end  of  1962, 
16,004  insureds  for  an  increase  of  604. 

There  seems  to  be  a growing  unfavorable 


trend  in  the  volume  of  suits  against  professional 
persons  which  is  not  restricted  to  the  medical 
profession  alone.  In  a speech  to  the  National 
Conference  of  Medical  Society  Representatives 
sponsored  by  the  American  Medical  Association 
in  Chicago  in  May,  1962,  which  was  elaborated 
on  in  the  Insurance  Counsel  Journal  of  Jan- 
uary, 1963,  Mr.  Crawford  Morris,  of  Cleveland, 
Ohio,  has  a most  interesting  analysis  of  current 
cases.  One  of  the  most  frightening  tables  that 
he  has  compiled  is  a list  of  malpractice  awards 
against  doctors  and  hospitals  in  various  states 
which  range  from  $130,000  in  New  York  to 
$675,000  in  California,  and  he  has  a list  of 
settlements  which  include  one  for  $250,000  in 
New  Jersey  and  another  for  $317,000  in  New 
York.  He  estimates  that  6,000  doctors  were 
sued  in  the  United  States  in  1959.  The  number 
of  lawsuits  against  hospitals  has  greatly  in- 
creased. He  says  there  are  more  able  plain- 
tiffs’ attorneys  moving  into  this  field.  Mal- 
practice liability  is  increasing — still  being 
broadened  by  the  courts.  Malpractice  rates 
are  increasing.  In  the  last  five  years  basic 
coverage  for  physicians  went  up  80  per  cent 
and  surgeons  went  up  95  per  cent,  nationwide. 

A large  part  of  the  January  25,  1963,  issue  of 
the  Lawyer  Service  Letter  of  the  New  York 
Bar  Association  summarized  two  recent  Court 
of  Appeals  cases,  both  of  which  weakened  what 
apparently  had  been  clearly  defined  defenses 
available  in  malpractice  cases.  These  are  out- 
lined as  follows: 

Joint  Tortfeasors — Malpractice — Effect  of  Gen- 
eral Release. 

Does  a general  release  given  by  an  injured 
party  to  the  wrongdoer  who  caused  his  initial 
injuries  automatically  release  a physician 
from  liabiUty  for  malpractice  in  treating 
him? 

It  has  long  been  thought  that  an  aflSrma- 
tive  answer  to  this  question  had  been  estab- 
lished in  Milks  V.  Mclver,  260  N.Y.  267, 
190  N.E.  487;  that  a gener^  release  given  to 
one  tortfeasor  releases  any  other  tortfeasor, 
including  a physician  charged  with  malprac- 
tice, whose  wrongdoing  coalesced  to  cause  the 
plaintiff  injm’y,  unless  the  claimant  in  the 
releasing  instrument  reserves  rights  to  proceed 
against  the  other.  A recent  decision  in  the 
Court  of  Appeals  indicates  a contrary  answer, 
at  least  as  to  malpractice  occurring  after  the 
execution  of  the  release. 

Plaintiff’s  leg  having  been  broken  when  she 
was  struck  by  a taxicab,  she  was  hospitalized 
and  operated  by  defendant  doctor.  Believ- 
ing herself  on  the  road  to  recovery  she  settled 
the  case  against  the  taxi  driver,  giving  him  a 
general  release.  Thereafter,  discovering  a 
permanent  shortening  of  the  leg  caused  by 
the  alleged  malpractice  of  the  doctor  both 
befoi’e  and  after  execution  of  the  release,  she 
brought  an  action  against  the  doctor.  Re- 
versing a Special  Term  denial  of  defendant’s 
motion  for  summary  judgment  the  Appellate 
Division  dismissed  the  complaint  upon 
authority  of  Milks  v.  Mclver. 

The  Court  of  Appeals,  distinguishing  Milks 
on  the  ground  that  the  malpractice  involved 
there  had  occurred  prior  to  the  execution  of 
the  release,  found  no  basis  for  the  application 
of  either  the  joint  tortfeasor  rule  or  the 


April  15,  1963  / New  York  State  Journal  of  Medicine  1235 


reasons  for  that  rule  where  the  parties  were 
not  true  tortfeasors,  where  they  did  not 
“combine  to  produce  the  wrong  but  only 
share  a common  element  of  liabihty,” 
therefore: 

“We  may  not  say,  as  a matter  of  law,  that 
the  release  executed  by  the  plaintiff  bars  the 
present  action.  The  basic  question,  in  the 
light  of  our  analysis,  is  whether  the  plaintiff’s 
settlement  with  the  taxicab  driver  did  in  fact 
constitute  satisfaction  of  all  damages  caused 
by  his  wi'ong  or  was  intended  as  such.  If  it 
did,  or  was  so  intended,  no  claim  remained 
against  the  doctor.  But,  if  it  did  not  reflect 
full  satisfaction,  and  was  not  so  regarded — 
and  the  burden  of  proving  such  facts  rests 
upon  the  plaintiff — the  release  will  not  prevent 
recovery  against  the  doctor.  However,  as 
indicated,  there  are  questions  of  fact  to  be 
decided  upon  a trial.  And,  indeed,  this  is  the 
conclusion  which  has  been  announced  in 
weU-considered  cases  in  other  jurisdictions.” 
— {Derby  v.  Prewitt,  N.Y.  Ct.  App.,  Fuld,  J., 
December  31,  1962). 

Froessel,  Dye,  and  Van  Voorhis,  J.  J., 
dissenting,  opposed  a judicial  change  in  a 
weU-settled  ride,  deeming  legislative  action 
the  appropriate  approach. 

Malpractice — When  Cause  of  Action  Accrues — 

Continuous  Treatment  Doctrine. 

In  a malpractice  action  against  a city, 
where  a notice  of  claim  is  required  to  be 
served  within  ninety  days  after  the  claim 
accrues  pursuant  to  the  provisions  of  Section 
50-e  of  the  General  Municipal  Law,  does  the 
claim  “accrue”  on  the  date  of  the  negligent 
act  or  omission,  or  at  the  end  of  a continuous 
course  of  medical  treatment  by  the  accused 
hospital? 

An  infant  plaintiff  was  admitted  to  a city 
hospital  October  10,  1956,  suffering  from 
severe  burns.  It  was  allowed,  unattended,  to 
go  into  shock  followed  by  anoxia,  resulting  in 
permanent  brain  damage.  The  child  re- 
mained in  the  hospital  until  Februai-y  14, 
1958,  for  physiotherapy  and  efforts  at  re- 
habilitation. During  that  period  on  three 
occasions,  April  22,  May  5,  and  November 
25,  1957,  it  was  found  to  be  cyanotic  (a 
bluish  discoloration  secondary  to  anoxia), 
malpractice  being  conceded  by  the  city  in 
each  instance.  Notice  of  claim  was  filed 
April  18,  1958.  Appealing  from  a judgment 
for  plaintiff  the  city  contended  that  the  ninety 
day  limitation  began  to  run  at  the  last  date 
of  malpractice,  hence  that  the  notice  of  claim 
was  not  timely  served. 

Recognizing  that  upon  existing  New  York 
precedent  it  was  free  to  choose  between  the 
last  date  of  malpractice  and  the  end  of  con- 
tinuous treatment  or  hospital- patient  or 
physician-patient  relationship,  the  Court  of 
Appeals  held  that  at  least  where  the  course 
of  treatment  which  includes  the  wrongful 
acts  or  omissions  has  run  continuously  and  is 
related  to  the  same  original  condition  or 
complaint  the  “accrual”  comes  only  at  the 
end  of  the  treatment.  It  was  careful  to 
point  out  that 

“The  continuous  treatment  we  mean  is 
treatment  for  the  same  or  related  illnesses 
or  injuries,  continuing  after  the  alleged  acts  of 
malpractice,  not  merely  continuity  of  a 
general  physician-patient  relationship.” 

In  adopting  the  “end  of  continuous  treat- 
ment” formula  for  computing  time  limitations 


in  malpractice  actions  the  Com-t  stated  with- 
out qualification  that 

“The  same  rule  must  be  applied  whether 
we  are  passing  on  a true  statute  of  limitations 
problem  (Civ.  Prac.  Act,  Section  49  subd. 
6 Section  50  subd.  2)  or  a Section  50-e  dis- 
pute. The  question  is  the  same:  when  did 

the  claim  or  cause  of  action  accrue?” — {Borgia 
V.  City  of  New  York,  N.Y.  Ct.  App.,  Des- 
mond, Ch.  J.,  December  31,  1962) 

Froessel  and  Van  Voorhis,  J.  J.,  dissenting, 
accepting  the  “continuous  treatment”  rule, 
found  it  inapplicable  to  the  facts: 

“This  doctrine,  a now  well-recognized  rule 
of  law,  has  been  confined  in  its  application  to 
cases  which  factually  present  some  plausible 
theory  of  a continued  course  of  treatment, 
and  not  merely  the  result  of  one  or  more 
separate  and  distinct  acts.  No  such  theory 
is  available  to  plaintiffs  in  the  case  at  bar.” 

There  is  a note  in  the  February  15,  1963,  issue 
of  the  Lawyer  Service  Letter  about  a case  in- 
volving a drug  company  which,  while  it  en- 
forced the  provisions  of  the  Statute  of  Limita- 
tions and  had  some  excellent  language  relating 
to  the  whole  philosophy  of  such  statutes,  found 
two  of  the  judges  dissenting.  The  note  reads 
as  follows: 

The  complaint  in  a negligence  action  al- 
leged that  while  plaintiff  was  a patient  in  a 
hospital  in  1944  a substance  manufactured 
by  the  defendant  was  injected  into  his  nasal 
sinuses;  that  this  substance  produced  a 
carcinoma  requiring  the  removal  of  an  eye  in 
1957,  at  which  time  he  learned  of  the  carcino- 
genic qualities  of  the  substance.  The  action 
was  commenced  in  1959  and  dismissed  as 
barred  by  the  statute  of  limitations. 

On  the  appeal  the  Court  of  Appeals 
was  urged  to  abandon  the  established  rule 
that  the  cause  accrued  at  the  time  of  the 
injection  of  the  substance  into  the  plaintiff’s 
body  {Schmidt  v.  Merchants  Dispatch  Trans. 
Co.,)  and  to  adopt  the  rule  that  the  cause 
accrued  upon  discovery  of  the  injury.  This 
it  declined  to  do,  aflBiming  the  dismissal. 

Granting  that  the  established  accrual  rule 
is  largely  founded  upon  the  rule  in  the  mal- 
practice cases,  which  were  originaUy  premised 
on  a breach  of  an  implied  contract  to  use  the 
standard  of  care  expected  of  a professional 
and  were  decided  in  accordance  with  the  usual 
warranty  rule,  the  Court  saw  no  escape  from 
the  conclusion  that,  since  it  is  now  recognized 
that  malpractice  cases  are  essentially  negli- 
gence cases,  an  adherence  to  the  established 
rule  in  malpractice  cases  require  that  Schmidt 
be  followed  in  a classic  negligence  case. 

Pointing  out  that  a policy  determination 
that  the  interests  of  an  occasional  claimant 
are  subordinate  to  society’s  interest  in  repose 
is  the  foundation  of  statutes  of  limitation, 
the  Court  remarked  that,  whatever  the  policy 
considerations,  the  recent  amendment  of  the 
malpractice  statute  from  two  to  three  years 
[CPLR  Section  214  (6)  ] indicates  a legislative 
choice  deliberately  made  in  the  face  of 
strenuously  advocated  alternatives.  [See 
1942  Law  Revision  Report,  pp.  141-143, 
recommending  a discovery  provision  with  an 
outside  limit  of  six  years.  A similar  recom- 
mendation was  made  in  1962,  Leg.  Doc. 
(1962)  65  (c).] 

“It  is  not  without  reason  that  change  in. 
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this  area  has  heen  thought  to  be  the  responsi- 
bility of  the  Legislature.  Our  court  has  no 
facilities  to  inquire  into  the  incidence  of  hard- 
ship cases  under  the  statute,  nor  the  peculiarly 
legislative  prerogative  to  balance  the  result 
of  such  an  inquiry  against  the  countervailing 
considerations  of  prudence  and  social  tran- 
quility that  are  supposed  to  justify  statutes 
of  Hmitations.  Moreover,  how  could  we  set 
limits  to  the  right  plaintiff  would  have  us 
grant?  Is  it  for  a court  to  say  that  there 
shall  be  an  outside  limit  of  six  years?  If  so, 
what  of  the  fact  that  fifteen  years  passed 
before  plaintiff  brought  this  action?” 

Desmond,  Ch.  J.,  and  Fuld,  J.,  dissenting 
would  hold  that  if  the  carcinogenic  q uadi  ties 
of  the  injection  were  not  discoverable  until 
after  the  1957  operation  “it  would  be  un- 
reasonable and  perhaps  unconstitutional  to 
hold  that  his  time  to  sue  expires  before  it 
was  possible  for  him  to  learn  of  the  wrong.” 

What  about  the  point  made  by  Mr.  Morris 
that  verdicts  and  settlements  in  large  amounts 
are  not  infrequent  and  that  this  trend  is  up- 
ward? This  trend  applies  to  all  tort  cases. 
For  how  little  liability  will  courts  give  money  in 
large  sums?  An  interesting  and  to  me  rather 
horrifying  answer  to  this  question  is  furnished  by 
the  February  18,  1963,  decision  of  the  Supreme 
Court  of  the  United  States  in  the  case  of 
James  Gallick  v.  The  Baltimore  and  Ohio  Rail- 
road Company,  reported  in  the  United  States 
Law  Week,  volume  31,  number  32  at  page  4182. 
In  this  case  the  Court  of  Appeals  of  the  State  of 
Ohio  had  reversed  a $625,000  verdict  of  a jury 
in  the  Common  Pleas  Court  of  Cuyahoga 
County,  Ohio,  and  the  Ohio  Supreme  Court  had 
refused  further  Appellate  review,  but  the  Su- 
preme Court  of  the  United  States  granted  cer- 
tiorari to  consider  the  questions  of  whether  or 
not  the  decision  improperly  invaded  the  jury’s 
function.  The  Supreme  Court  of  the  United 
States  in  an  opinion  by  Mr.  Justice  White,  with 
dissent  by  Judges  Stewart,  Goldberg,  and  Har- 
lan, reinstated  the  jury  verdict.  The  facts  of 
this  case  are  as  follows: 

Petitioner  was  a spotting  crew  foreman 
working  on  or  about  August  10,  1954,  along 
the  respondent  railroad’s  right  of  way  in  the 
Cuyahoga  River  “flats”  section  of  Cleveland, 
Ohio.  At  the  particular  stretch  of  roadbed 
where  petitioner  was  working  on  that  after- 
noon, there  had  been  for  many  years  a pool  of 
stagnant  water,  in  and  about  which  were 
dead  and  decayed  rats  and  pigeons,  or  por- 
tions thereof.  Insects  had  been  seen  on, 
over,  and  about  this  stagnant  pool,  and  the 
evidence  showed,  as  the  Court  of  Appeals 
stated,  that  respondent  had  long  been  aware 
of  the  fetid  condition  of  this  pool.  While 
he  was  temporarily  working  near  the  pool, 
petitioner  experienced  a bite  on  his  left  leg 
just  above  the  knee.  He  grasped  the  spot 
with  his  hand  and  felt  an  object  under  his 
trousers  which  seemed  to  be  a large  insect 
and  which,  when  he  crushed  it,  dropped  out 
of  his  trouser  leg.  The  wound  subseouently 
became  infected.  The  infection  failed  to 
respond  to  medical  treatment,  and  worsened 
pro^essively  until  it  spread  throughout 
petitioner’s  body,  creating  pus-forming  lesions 
and  eventually  necessitating  the  amputation 


of  both  his  legs.  None  of  the  doctors  who 
treated  and  studied  petitioner’s  case  could 
explain  the  etiology  of  his  present  condition, 
although  some  of  them  diagnosed  or  charac- 
terized it  as  “pyodermagangrenosa,  secondary 
to  insect  bite.” 

Suit  was  brought  under  the  Federal  Em- 
ployers A Liability  Act,  which  reads  in  part  as 
follows: 

The  F ederal  Employers  Liability  Act  makes 
railroads  liable  in  damages  to  any  employee 
“suffering  injury  or  death  resulting  in  whole  or 
in  part  from  the  negligence  of . . . [the  ] 
carrier,  or  by  reason  of  any  defect  or  insuffi- 
cience  due  to  its  neghgence  in  its  roadbed  . . . 
or  other  equipment.” 

The  special  verdict  of  the  jury,  to  the 
extent  that  it  is  relevant  here,  follows  (an- 
swers italicized): 

13.  Did  the  defendant  B.  & O.  provide 
the  plaintiff,  Mr.  Gallick,  a reasonably  safe 
place  to  work  under  the  facts  and  circum- 
stances existing  at  the  time?  Jury  can't  de- 
cide on  this  question. 

14.  Did  the  defendant  B.  & O.  know  that 
by  permitting  the  accumulation  of  said  pool 
of  stagnant  water,  dead  pigeons,  dead  rats, 
bugs  and  vermin  would  be  attracted  to  said 
area?  Yes. 

15.  If  the  answer  to  14  is  yes,  did  the  de- 
fendant B.  & O.  know  that  its  employees 
would  have  to  work  in  this  area?  Yes. 

16.  Was  the  defendant  negligent  in  one  or 
more  of  the  pai'ticulars  alleged  in  the  peti- 
tion? Yes. 

17.  If  the  answer  to  question  16  is  yes, 
indicate  in  the  words  of  the  petition  the  acts 
or  omissions  which  constitute  defendant’s 
negligence.  There  existed  a pool  of  stagnant 
water  on  premises  in  the  possession  of  and  under 
the  control  of  defendant  into  which  was  accumu- 
lated dead  pigeons,  rats,  and  various  other  forms 
of  bugs  and  vermin. 

18.  Was  the  illness  or  disease  from  which 
Mr.  Gallick  now  suffers  caused  in  whole  or  in 
part  by  an  insect  bite  sustained  by  him  on 
defendant  B.  & O.’s  premises.  Yes. 

19.  Were  the  injuries  to  the  plaintiff 
proximately  caused  . . . by  . . . the  acts  or 
omissions  of  the  defendant?  Yes. 

20.  Was  there  any  reason  for  the  defend- 
ant B.  & O.  to  anticipate  that  such  [maintain- 
ing stagnant,  infested  pool]  would  or  rnight 
probably  result  in  a mishap  or  an  injury? 
No. 

21.  Was  there  a proximate  causal  rela- 
tionship to  the  stagnant  water,  the  dead 
rats,  and  dead  pigeons,  the  insect  bite  and 
the  present  physical  condition  of  the  plain- 
tiff? Yes. 

22.  If  the  answer  to  question  21  is  yes,  was 
it  within  the  realm  of  reasonable  probability 
or  foreseeability  of  the  defendant  B.  & O. 
to  appreciate  this  proximate  causal  relation- 
ship between  the  stagnant  water,  the  dead 
rats,  the  dead  pigeons,  the  insect  bite  and  the 
present  physical  condition  of  the  plaintiff? 
No. 

The  majority  opinion  held  in  part:  “We 

agree  with  respondent  that  reasonable  fore- 
seeability of  harm  is  an  essential  ingredient  of 
Federal  Employers  Liability  Act  negligence. 
This  requirement  has  been  satisfied  in  the 
present  case  by  the  jury’s  findings  (Nos.  10, 
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14-19,  21)  of  negligence  in  maintaining  the 
filthy  pool  of  water.” 

The  minority  opinion  held  in  part:  “By 

undertaking  to  reconcile  irretrievably  con- 
flicting findings  of  the  jury,  the  Court,  we 
think,  has  made  the  same  error  that  it  cor- 
rectly attributes  to  the  Ohio  Court  of  Ap- 
peals— it  has  invaded  the  province  of  the 
jm'y  under  this  federal  statute.  We  would 
avoid  such  an  intrusion  by  ordering  that  the 
cause  be  put  to  another  jury.  For  these 
reasons  we  would  set  aside  the  judgment  and 
remand  this  case  for  a new  trial.” 

As  a further  instance  of  the  size  of  jury  ver- 
dicts, may  I call  attention  to  a recent  trial  in 
which  Bob  Bell  represented  several  doctors  who 
were  exonerated.  The  remaining  doctors  who 
managed  the  medical  postoperative  care  of  a 
critically  sick  sixty-four-year-old  patient  had  a 
verdict  returned  against  them  for  $150,000  for 
deafness  allegedly  caused  by  their  failure  to  run 
periodic  audiometric  tests  while  administering 
an  antibiotic. 

In  a recent  magazine  article  a British  doctor 
sang  the  praises  of  the  system  of  medicine 
which  prevails  in  his  country.  Wholly  apart 
from  the  merits  of  the  system,  he  did  make 
one  point  in  regard  to  which  we  can  bear  con- 
stant witness.  He  said  that  British  doctors  are 
not  plagued  with  as  many  malpractice  cases  as 
American  doctors  and  pay  only  a fraction  of  the 
malpractice  premiums  that  their  American 
brethren  pay  because  there  is  no  financial 
friction  between  the  patient  and  the  doctor. 
There  is  a group  of  malpractice  cases  which 
can  be  laid  at  the  door  of  overcharging  or 
at  least  failure  on  the  part  of  the  doctor 
to  explain  tactfully  to  the  patient  why  the 
charges  are  what  they  are.  Certainly,  the 
burden  of  heavy  medical  and  hospital  bills 
incurred  by  a patient  or  his  family  where  an 
unfortunate  result  ensues  often  leads  to  a 
malpractice  case.  There  is  little  expense  in 
starting  a malpractice  case,  and  much  testimony 
can  be  obtained  with  the  expenditure  of  only 
the  lawyer’s  energy  and  some  clerical  costs. 

At  this  point  a word  of  caution  to  all  doctors 
who  receive  any  indication  from  a patient  or  the 
patient’s  lawyer  that  an  action  for  malpractice  is 
being  thought  about.  No  matter  what  the 
reputation  of  the  lawyer  involved  is;  no  matter 
how  much  the  doctor  flatters  himself  that  the 
patient  holds  him  in  high  esteem;  no  matter 
how  good  an  advocate  the  doctor  feels  he  will 
be  in  his  own  behalf;  and  most  certainly,  no 
matter  how  skilled  a doctor  feels  he  is  in  ex- 
plaining his  acts  in  writing,  do  not,  and  I mean 
this  as  an  absolute,  attempt  to  act  on  your  own 
behalf  in  these  matters.  At  the  first  indication 
that  trouble  is  in  the  air,  get  in  touch  with  your 
carrier  if  insured,  or  a lawyer  if  you  are  not 
insured  and  let  someone  represent  you  in  all 
dealings  with  the  patient  and/or  his  counsel. 

We  have  had  a number  of  instances  in  the  last 
year  where  doctors,  who  were  beguiled  into 
carrying  on  a series  of  conversations  with  a 
patient’s  lawyer,  supplemented  by  the  latter’s 
examination  of  the  doctors  office  records,  sub- 
sequently found  themselves  served  with  plead- 


ings which  parroted  much  of  the  material  sup- 
plied to  the  lawyer  by  the  doctor.  This  resulted 
even  though  the  doctors  were  convinced  that 
they  were  immune  from  suit  because  of  their 
fairness  and  open  dealing  with  the  attorney. 

While  I am  on  this  subject  of  consulting  with 
others,  let  me  give  my  view  of  something  that  is 
controversial,  or  at  least  is  made  controversial  by 
a number  of  doctors  that  I have  talked  to  in  the 
last  year.  I suggest  that  if  you  carry  out  some 
procedure  for  a patient  and  you  run  into  a 
major  complication  that  you  had  every  reason 
not  to  expect,  then  before  committing  yourself 
to  further  corrective  surgery,  consult  with 
somebody  who  is  less  emotionally  involved  with 
the  decision  and  can  give  you  an  objective  ap- 
praisal. Some  surgeons  say  to  me,  “If  I am 
worth  my  salt  at  all,  I am  not  only  capable  of 
doing  the  first  operation,  but  I am  capable  of 
taking  care  of  any  complications  that  ensue  and 
that  is  that.”  They  are  usually  telling  you 
that  after  they  have  done  a number  of  subse- 
quent corrective  procedures,  but  a written  note 
by  a consultant  is  of  great  comfort  particularly 
when  the  secondary  procedure  leaves  you  back 
about  where  you  were  and  doesn’t  solve  the 
patient’s  problem. 

A very  interesting  and  wise  decision  relating 
to  the  severance  of  a laryngeal  nerve  during  the 
course  of  a pneumonectomy  was  handled  by 
United  States  District  Judge  Dyer  in  the 
Southern  District  of  Florida  under  date  of 
July  12,  1962.  It  reads  in  part  as  follows: 


On  February  13,  1961,  a left  side  pneu- 
monectomy was  performed  upon  the  plaintiff 
by  members  of  the  sm-gical  staff  of  that  hos- 
pital, acting  within  the  course  and  scope  of 
then’  employment  with  the  United  States. 
The  surgeon  performing  the  operation  was 
Dr.  Mark  Wolcott,  chief  of  surgery  and  a 
qualified  thoracic  surgeon,  who  was  assisted 
in  the  operation  by  Dr.  Walter  Shaw  and 
Dr.  Curtis  Wherry. 

The  operation  performed  on  February  13, 
1961,  was  necessary  to  preserve  and  protect 
the  plaintiff’s  health. 

Prior  to  the  operation  the  plaintiff  had  a 
normal  speaking  voice,  but  immediately 
following  it  his  voice  was  hoarse  and  weaker 
than  normal.  During  the  operation  the 
left  recurrent  laryngeal  nerve  was  severed. 
This  nerve  is  the  motor-producing  power  for 
the  left  vocal  cord.  The  result  was  that  the 
vocal  cord  is  permanently  paralyzed  in  an 
abducted  position. 

In  performing  the  operation  the  old  incision 
on  plaintiff’s  previous  pneumonectomy  was 
opened  for  its  full  length  and  extended  both 
posteriorly  and  anteriorly  and  a segment  of 
the  seventh  rib  was  removed.  The  chest 
cavity  was  then  entered,  and  it  was  observed 
that,  because  of  extremely  dense  fibrous 
tissue  and  adhesions  to  the  lung  over  almost 
its  entire  surface,  an  extraplem’al  type  of 
pneumonectomy  would  have  to  be  performed 
in  order  to  accomplish  the  mission  of  the 
operation.  The  usual  sm’gical  planes  were 
not  present  to  work.  Both  sharp  (scissors) 
and  blunt  (use  of  fingers)  resection  were 
necessary.  Extraplemal  pneumonectomy 
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and  blunt  and  shaip  resection  are  acceptable 
under  standard  medical  procedures  observed 
by  thoracic  surgeons  under  the  circumstances 
facing  Dr.  Wolcott. 

The  hne  of  dense  fibrotic  inflamed  plem'a 
over  the  arch  of  the  aorta  and  the  hning  of 
the  limg  could  not  be  demarked,  and  the 
fibrotic  pleura  had  to  be  removed  with  the 
lung.  This  was  attempted  by  the  use  of  the 
surgeon’s  fingers,  but  being  unable  to  do  so 
sharp  instruments  had  to  be  employed.  In 
the  vicinity  of  the  arch  of  the  aorta  the  left 
recurrent  laryngeal  nerve  arises  from  the 
vagus  nerve.  The  chief  smgeon  looked  for 
these  nerves  and  particularly  the  recmTent 
laryngeal  nerve,  but  it  was  so  encased  in  scar 
tissue  it  was  impossible  for  him  to  identify  it. 
He  was  dealing  with  a severe  diseased  process 
in  the  region.  Moreover,  where  fibrotic  tis- 
sue is  involved,  the  nerve  course  may  not  be 
constant  but  may  be  pulled  out  of  normal 
position.  In  order  to  avoid  injury  to  the 
nerve.  Dr.  Wolcott  cut  as  close  as  possible  to 
the  lung,  but  he  was  obliged  to  remove  all  of 
the  lung  tissue  because  of  postoperative 
complications  that  would  result  if  any  of  the 
diseased  tissue  were  left. 

While  the  risk  of  injury  to  the  recurrent 
laryngeal  nerve  was  increased  because  it  was 
involved  in  scar  tissue,  it  was  a risk  that  had 
to  be  taken  and  Dr.  Wolcott,  appreciating 
that  the  nerve  was  in  jeopardy,  was  compelled 
to  sacrifice  it  if  unable  to  locate  and  identify 
it  in  order  to  successfully  perform  the 
pnumonectomy. 

The  operation  was  carried  out  in  every 
respect  in  a manner  consistent  with  and  ac- 
ceptable under  standards  observed  by  com- 
petent thoracic  surgeons. 

Conclusions  of  Law 

1.  The  Court  has  jurisdiction  of  the  parties 
and  subject  matter  of  this  cause. 

2.  Under  standards  of  medical  procediue 
acceptable  to  qualified  thoracic  surgeons,  the 
operation  performed  by  Dr.  Wolcott  was 
performed  in  a competent  and  skillful  manner. 

3.  The  plaintiff  has  failed  to  sustain  his 
burden  of  proof  of  negligence  on  the  part  of 
employees  of  the  defendant.  United  States  of 
America. 

The  plaintiff’s  lawyers  are  well  organized 
and  through  national  publications  collate  infor- 
mation relative  to  different  types  of  situations 
and  run  clinics  at  their  meetings  where  specific 
types  of  cases  are  discussed.  In  the  January, 
1963,  News  Letter  of  the  National  Association 
of  Claimants’  Counsel  of  America,  some  of  the 
topics  discussed  include  the  Derby  v.  Prewitt 
case,  which  I mentioned  earlier  in  this  report; 
the  amount  of  damages  that  a “good”  boy  is 
worth  with  an  analysis  of  a $32,500  award  for 
the  death  of  a fifteen-year-old  “genius”;  how 
you  get  to  the  jury  on  the  theory  of  common 
knowledge  of  the  jurors  that  a limb  may  be  lost 
from  too  tight  a cast;  and  discussions  of  a 
recent  case  where  it  was  alleged  that  a radiolo- 
gist had  a patient  injured  because  she  fainted 
while  being  x-rayed,  and  he  failed  to  take  a 
history  which  would  have  revealed  that  she  was 
being  sent  to  the  x-ray  department  because  of 
periodic  fainting.  The  defense  was  that  the 
general  practice  of  radiologists  in  the  community 
did  not  call  for  the  radiologist  to  take  or  be 


furnished  patients’  histories,  and  the  Court 
found:  “To  relieve  a doctor  on  ground  that  other 
doctors  practice  in  the  same  manner  is  unthink- 
able when  the  defendant’s  standard  of  care  fails 
to  meet  the  general  test  of  reasonable  care.” 
{Favalora  v.  Aetna  Casualty  & Surety  Company, 
Louisiana,  1962.) 

The  News  Letter  then  goes  on  to  discuss  the 
Borgia  v.  City  of  New  York  case  which  I have 
commented  on  above.  It  has  a further  dis- 
cussion of  a gas  gangrene  case  in  relation  to  a 
$25,000  verdict  returned  in  North  Dakota  in  the 
case  of  Benzmiller  v.  Swanson.  There  is 
cited  a number  of  medical  authorities  on  the 
thalidomide  malpractice  and  products  liability 
claims.  Attention  is  called  to  the  growing 
medical  knowledge  on  prenatal  injuries  including 
the  effects  of  radiation  on  congenital  deformities. 
There  is  a long  note  headed  “Infections  Con- 
tracted in  Hospitals,”  in  the  text  of  which  is 
cited  an  article  by  Dr.  W.  A.  Altemeier,  a 
Cincinnati  surgeon,  in  Modern  Medicine,  Octo- 
ber 29,  1962,  issue,  which  speaks  of  “a  relaxation 
of  the  siurgical  conscience  which  tolerates  care- 
less preoperative  preparation,  inadequate  use 
of  masks,  and  use  of  other  short  cuts,”  and 
there  are  quotes  from  a number  of  other  Ameri- 
can and  Canadian  publications.  The  courts 
are  imposing  on  the  profession  the  obligation  of 
keeping  in  touch  with  the  cvurent  literature  so 
that  no  matter  how  beneficial  a drug  may  be, 
the  doctor  prescribing  it  is  chargeable  with  the 
latest  scientific  information  available.  In  fair- 
ness it  must  be  stated  that  the  drug  companies 
make  every  effort  to  keep  the  profession  ad- 
vised, but  a doctor  must  read  to  stay  advised. 

As  an  instance  of  the  need  for  a physician  to 
read  the  drug  manufacturer’s  brochure  to 
demonstrate  notice  of  qualities  of  drugs  ad- 
ministered, there  is  the  New  Jersey  case  of 
Sanzari  v.  Rosenfeld,  where,  in  an  opinion  by 
Proctor,  J.,  it  was  held  that  the  brochure  of  a 
manufacturer  supplying  epinephrine  to  a dentist 
could  be  admitted  into  evidence.  The  facts  of 
the  case  were  that  the  decedent,  plaintiff’s  wife, 
had  been  attended  by  the  dentist  for  two  years 
preceding  the  day  when  she  was  to  have  a 
filling  replaced.  During  that  time  she  suffered 
from  high  blood  pressure,  chronic  myocarditis, 
and  overweight.  The  defendant’s  records 
showed  no  notation  of  her  condition,  and  while 
the  defendant  testified  that  he  always  asked  his 
patients  about  their  “general  health”  it  could  be 
inferred  that  he  had  not  taken  an  adequate 
medical  history.  The  patient  suffered  a cere- 
bral hemorrhage  (stroke)  after  administration 
of  anesthesia  and  the  filling  of  the  tooth,  and 
died  three  days  later.  The  anesthetic  solution 
defendant  administered  consisted  of  an  anes- 
thetic and  epinephrine,  a drug  which  increases 
blood  pressure,  and  hence  extends  the  effect  of 
the  anesthesia.  The  manufacturer’s  brochure, 
introduced  into  evidence,  and  accompanying 
each  drug  container,  stated  that  the  anesthetic 
should  be  used  without  the  epinephrine  where  it 
was  contraindicated.  Plaintiff’s  evidence 
showed  that  epinephrine,  a vasopressor  drug, 
was  contraindicated  for  hypertension,  and  that 
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its  administration  caused  her  stroke.  The 
court  applied  the  doctrine  of  common  knowledge 
so  far  as  the  question  of  taking  an  ample  history 
is  concerned  and  admitted  the  manufacturer’s 
brochure  as  evidence  that  the  defendant  was  on 
notice  that  epinephrine  might  be  harmful  to 
hypertensive  patients. 

In  conclusion,  let  me  state  that  a great  many 
troublesome  situations  would  be  helped  if 
doctors  who  are  closely  associated  with  one 
another  did  not  indulge  in  the  all  too  common 
practice  of  carrying  their  malpractice  insurance 
with  a number  of  different  companies.  I re- 
cently went  upstate  to  try  a case  where  a general 
practitioner  was  insured  with  one  carrier,  his 
office  associate,  who  also  saw  the  patient,  with 
another;  the  smgeon  was  insured  with  a third 
carrier,  and  his  assistant  with  a fourth,  and  of 
course  the  hospital  was  with  a different  carrier. 

Comments.  I attend  the  evening  meetings 
of  the  Malpractice  Insurance  and  Defense  Board. 
The  work  of  this  Board  is  constantly  increasing. 
I marvel  at  the  unselfish  expenditvue  of  time 
which  its  members  freely  give.  The  skillful 
preparation  for  these  meetings  by  the  staff  of 
H.  F.  Wanvig  & Company,  indemnity  repre- 
sentatives, is  indispensable.  I have  the  highest 
regard  for  the  abilities  of  Jim  Arnold,  Frank 
Appleton,  and  their  staff.  The  statistical  work 
and  the  detailed  reports  of  cases  which  they 
prepare  are  a model  of  their  kind.  The  mem- 
bers of  the  Malpractice  Board  under  the  capable 
chairmanship  of  John  Della  Porta,  M.D.,  not 
only  take  one  day  out  of  nearly  every  month  to 
consider  the  coverage  problems,  but  they  do  a 
good  deal  of  homework  in  between,  and  they 
interview  a number  of  members  throughout  the 
State  in  an  attempt  to  learn  what  can  be  done 
to  improve  experience. 

We  appear  each  year  in  a number  of  unin- 
sured cases  and  claims.  There  is  from  year  to 
year  a rise  and  fall  in  this  volume,  but  there  are 
at  present  153  open  uninsured  cases.  Just  as 
I am  writing  this  report  Mr.  Shapero  has  been 
on  trial  for  two  weeks  in  a serious  uninsured 
case  which  resulted  in  a jury  disagreement,  and 
on  the  very  day  that  I dictated  this  report  I 
received  in  the  mail  a summons  from  a doctor 
upstate  who  has  no  insurance  and  is  sued  for 
the  death  of  a young  woman.  Not  a day  goes 


by  that  we  don’t  get  a number  of  telephone 
calls  from  doctors  all  over  the  State,  regardless 
of  whether  or  not  they  are  insured,  to  talk  over 
their  problems.  We  make  no  distinction  as  to 
whether  or  not  they  are  insured  in  the  Group 
Plan,  and  we  try  to  direct  them  in  the  prompt 
management  of  the  particular  situation  they 
are  faced  with.  WhoUy  apart  from  the  in- 
volvement in  malpractice  litigation,  we  have  a 
great  many  inquiries  directed  to  us  on  a myriad 
of  subjects  that  time  and  space  does  not  admit 
of  hsting. 

Acknowledgments.  I wish  to  extend  my 
sincere  thanks  and  appreciation  for  the  assist- 
ance freely  given  to  me  by  Joseph  A.  Lane, 
M.D.,  president  of  the  Medical  Society.  He 
served  on  the  Malpractice  Insurance  and  De- 
fense Board  for  a number  of  years  before  be- 
coming the  president  of  the  Society,  and  he  is 
most  understanding  and  helpful.  We  have 
been  afforded  great  consideration  by  President- 
Elect  WiUiam  L.  Wheeler,  Jr.,  M.D.,  Waring 
Willis,  M.D.,  secretary,  and  Henry  I.  Fineberg, 
M.D.,  executive  vice-president,  and  other  offi- 
cials of  the  Society. 

I acknowledge  a personal  debt  of  gratitude  for 
the  cooperation  afforded  the  medical  profession 
by  our  carrier.  Employers  Mutual  of  Wausau. 
It  has  through  its  State-wide  offices  continued  to 
furnish  us  with  efficient  claim  and  investigation 
services. 

May  I close  on  a note  of  sadness.  Two  very 
dear  friends  of  mine  died  this  year.  One  was 
John  J.  Masterson,  M.D.,  who  throughout  a 
long  and  wonderful  career  in  organized  medicine 
counselled  with  me  on  many  problems  that  I 
handled  for  the  State  Society,  and  the  other  was 
George  W.  Whiteside,  one  of  the  most  distin- 
guished lawyers  in  this  country.  He  was,  as  a 
member  of  the  firm  of  Whiteside  and  Stryker, 
counsel  to  the  Medical  Society  prior  to  1926. 
He  then  had  a long  career  as  the  managing 
partner  of  the  Chadbourne,  Parke,  Whiteside 
and  Wolff  firm.  Deeply  interested  in  the 
problems  of  doctors  and  hospitals,  he  was  never 
too  busy  to  spare  the  time  to  discuss  pressing 
problems  with  me. 

Respectfully  submitted, 

William  F.  Martin,  Legal  Counsel 
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Bar  Association,  Joint  Committee  with 


To  the  House  of  Delegates,  Gentlemen: 

The  Joint  Committee  of  the  Medical  Society 
of  the  State  of  New  York  and  the  New  York 
State  Bar  Association  consists  of  the  following 
members: 

Medical  Society  of  the 
State  of  New  York 

Milton  Helpern,  M.D.,  Chairman . . New  York 

George  A.  Burgin,  M.D Herkimer 

Samuel  Sanes,  M.D Erie 

New  York  State  Bar  Association 

William  F.  Martin,  Esq.,  Chairman 

New  York 

R.  Newell  Lusby,  Esq New  York 

Franklin  R.  Brown,  Esq Erie 


A meeting  of  the  committee  was  called  for 
February  28,  1963,  to  discuss  the  merits  of  a 
lien  law  for  physicians.  The  two  chairmen  were 
present  and  were  in  touch  with  Dr.  Sanes  by 
telephone.  Dr.  Burgin  was  excused  because  of 
illness.  There  was  discussion,  and  the  Medical 
Society  members  reported  they  were  in  favor  of 
passage  of  such  a law.  Mr.  Martin  reported  he 
had  been  in  touch  with  the  legal  members  and 
that  they  did  not  favor  such  legislation. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 
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1963  HOUSE  OF  DELEGATES 


Organization  and  Policies 

New  York  State  Association  of  the  Professions,  Inc. 


To  the  House  of  Delegates,  Gentlemen: 

Officers  to  serve  until  the  first  annual  meeting, 
November  25  and  26,  1963,  are  as  follows: 
Simeon  Heller,  A. I. A.,  President.  . .Flushing 
Henry  I.  Fineberg,  M.D.,  Vice-President.  . . . 

New  York  City 

Leigh  E.  St.  John,  P.E.,  Vice-President 

Binghamton 

John  F.  O’Brien,  Phar.  B.,  Vice-President.  . . . 

Rochester 

Robert  E.  Clark,  D.V.M.,  Secretary 

Mamaroneck 

Percy  T.  Phillips,  D.D.S.,  Treasurer 

New  York  City 

Directors  to  serve  until  the  first  annual  meet- 
ing of  the  Association  in  1963  are  as  follows: 
Henry  I.  Fineberg,  M.D.,  New  York  City, 
and  Leo  E.  Gibson,  M.D.,  Syracuse,  Medical 
Society  of  the  State  of  New  York 

Charles  E.  Wilkie,  D.D.S.,  New  York  City, 
and  Bernard  Clug,  D.D.S.,  New  York  City, 
Dental  Society  of  the  State  of  New  York 

Simeon  Heller,  A. I. A.,  Flushing,  and  Nathan 
Ginsburg,  A. I. A.,  New  York  City,  New  York 
State  Association  of  Architects 

Mr.  Nicholas  S.  Gesoalde,  New  York  City, 
and  Mr.  Daniel  Deodati,  New  York  City, 
Pharmaceutical  Society  of  the  State  of  New  York 
Leigh  St.  John,  P.E.,  Binghamton,  and 
James  P.  O’Donnell,  P.E.,  New  York  City, 
New  York  State  Society  of  Professional  Engineers 
Robert  E.  Clark,  D.V.M.,  Mamaroneck, 
and  Hadley  C.  Stephenson,  D.V.M.,  Ithaca, 
New  York  State  Veterinary  Medical  Society 
1962  saw  the  emergence  of  the  New  York 
State  Association  of  the  Professions  as  a major 
factor  in  the  effort  to  protect  and  advance  the 
interests  of  all  the  learned  professions,  in  the 
belief  that  such  protection  and  such  advance- 
ment are,  at  the  same  time,  in  the  public 
interest. 

As  of  the  end  of  March,  1963,  the  number  of 
individual  charter  members  in  the  Association 
had  risen  to  1,500  physicians,  pharmacists, 
dentists,  architects,  engineers,  and  veteri- 
narians. 

During  the  past  year,  NYSAP  issued  a 
number  of  news  releases  on  questions  affecting 
the  professions  and  sent  a letter  regarding  its 
aim  and  purposes  to  all  U.S.  Senators  and 
Congressmen  of  New  York  State. 


Ruling  on  Unprofessional  Conduct.  On 

December  3,  1962,  a delegation  from  the  Asso- 
ciation met  in  Albany  with  the  Committee  on 
Higher  and  Professional  Education  of  the 
State  Board  of  Regents  to  discuss  proposed 
Regents  ruling  designed  to  make  it  improfes- 
sional  conduct  “to  refuse  to  provide  treatment 
or  other  professional  service  to  any  person  on 
account  of  race,  religion,  creed,  color,  or  national 
origin.’’ 

The  delegation  told  the  committee  that  it 
agreed  with  the  ruling  in  principle,  but  that 
clarification,  and  possibly  rewording,  was  neces- 
sary to  prevent  the  regulation  from  being  used  in 
such  a manner  as  to  create  confusion  among  the 
professions. 

Specifically,  NYSAP’s  representatives  recom- 
mended that  the  word  “solely”  be  included,  so 
that  the  ruling  would  have  read:  “to  refuse  to 
provide  treatment  or  other  professional  service 
to  any  person  solely  on  account  of  race,  rehgjon, 
creed,  color,  or  national  origin.” 

Subsequently,  the  Board  of  Regents  adopted 
the  ruling  without  any  changes.  However, 
NYSAP  officers  believe  that  the  meeting  with 
the  Committee  on  Higher  and  Professional  Edu- 
cation was  useful  and  established  a precedent  for 
future  questions  affecting  the  professions.  Fur- 
thermore, it  is  felt  that,  because  of  NYSAP’s 
representations,  the  new  ruling  may  be  applied 
in  a more  judicious  and  circumspect  fashion, 
with  due  regard  for  the  complexities  of  profes- 
sional practice. 

Legislation.  On  February  19,  1963,  a dele- 
gation from  NYSAP  met  with  Governor  Rocke- 
feller to  discuss  legislation  that  would  permit  the 
practice  of  a profession  in  corporate  or  associa- 
tion form.  In  this  connection  the  NYSAP  repre- 
sentatives presented  the  following: 

Legislation  has  been  introduced  in  the  New 
York  State  Legislature  (Brydges  S-2000)  to 
permit  the  practice  of  any  profession  in  cor- 
porate or  association  form.  The  proposers 
hope  such  entities  will  be  treated  as  corpora- 
tions for  Federal  tax  purposes.  This  is  an 
historical  departure  from  tradition  since  the 
practice  of  professions  as  corporations  has 
been  forbidden  by  the  Education  Law. 

This  Association  recognizes  that  current  in- 
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terest  in  professional  incorporation  derives 
from  considerations  of  tax  saving.  However, 
thus  far,  the  United  States  Internal  Revenue 
Service  has  refused  to  clarify  its  position  on  the 
tax  status  of  such  profession  corporations  or 
associations.  In  the  absence  of  assurance 
from  the  Internal  Revenue  Service,  it  is  be- 
lieved legislative  action  is  premature  and 
would  be  of  doubtful  value  to  the  professions, 
to  the  State,  and  to  the  general  public. 

In  view  of  the  recognized  tax  uncertainties 
and  the  possibility  that  the  United  States 
Internal  Revenue  Service  might  rule  against 
anticipated  tax  benefits,  this  Association, 
speaking  for  its  ninety  thousand  members  of 
the  learned  professions  throughout  New  York 
State,  urges  a joint  legislative  study  which 
would  analyze  and  evaluate  all  the  factors  in- 
volved, both  pro  and  con. 

Meetings  and  Actions.  Since  the  report 
incorporated  in  the  House  of  Delegates  hand- 
book for  the  1962  annual  meeting  of  the  Medical 
Society  of  the  State  of  New  York,  the  Board  of 
Directors  of  NYSAP  has  held  four  meetings — on 
March  28,  1962,  July  26,  1962,  November  12, 
1962,  and  February  18,  1963. 

March  28,  1962,  meeting.  The  Board  of 
Directors  elected  permanent  oflScers,  who  will 
serve  until  the  first  annual  meeting  of  the  Asso- 
ciation, November  25  and  26,  1963.  John  K. 
Pardee,  of  the  State  Medical  Society,  was  se- 
lected to  serve  as  executive  director  of  NYSAP. 
Robert  C.  Gormley,  Larchmont,  was  designated 
as  legal  counsel  and  Joseph  F.  Addonizio,  of  the 
State  Association  of  Architects,  was  chosen  as 
legislative  representative. 

The  Board  of  Directors  adopted  a number  of 
amendments  to  the  Bylaws  of  the  Association 
that  strengthened  the  organization,  while  at  the 
same  time  making  it  reflect  more  effectively  its 
role  as  spokesman  for  all  member  organizations. 

On  the  recommendation  of  a special  com- 
mittee and  its  legal  counsel  and  legislative  repre- 
sentative, the  board  voted  to  withhold  support 
from  several  bills  relating  to  the  question  of  per- 
mitting professional  persons  to  engage  in  the 
practice  of  their  profession  in  corporate  form  for 
tax  purposes. 

However,  the  board  approved  the  special  com- 
mittee’s efforts  to  have  the  State  Senate  and  As- 
sembly adopt  a concurrent  resolution  memorial- 
izing Congress  to  adopt  the  then  pending  Keogh 
Bill,  which  would  have  provided  tax  relief  for 
professional  practitioners  organized  to  practice 
their  respective  professions  in  corporate  form, 
and  a further  concurrent  resolution  appointing  a 
committee  of  Senators  and  Assemblymen  to 
study  the  subject  of  professional  practice  in 
corporate  form  for  tax  purposes. 

These  particular  efforts  were  imsuccessful  but 
the  special  committee  was  authorized  to  con- 
tinue to  study  the  problem. 

The  board  instructed  Mr.  Pardee  to  initiate 
an  individual  membership  enrollment  campaign, 
and  those  present  agreed  to  lend  their  support 
by  publicizing  the  drive  in  their  organizations’ 


newsletters  and  journals  and  by  providing  space, 
free  of  charge,  for  a NYSAP  exhibit  at  their  an- 
nual meetings. 

It  was  reported  to  the  board  that  other  state 
professional  organizations  had  applied  for  mem- 
bership in  the  Association.  However,  the  Board 
voted  that  action  on  the  applications  of  all  pro- 
fessional organizations  not  then  members  of 
NYSAP  be  postponed  until  after  the  individual 
membership  enrollment  drive  was  well  under 
way. 

July  26,  1962,  meeting.  The  Board  of  Di- 
rectors accepted  a contribution  from  the  New 
York  State  Society  of  Certified  Public  Account- 
ants and  invited  that  organization  to  send  a rep- 
resentative to  act  as  an  observer  at  meetings  of 
the  board. 

In  connection  with  the  question  of  state  or- 
ganization membership  in  NYSAP,  the  board 
instructed  Mr.  Gormley,  the  legal  counsel,  to 
assist  the  membership  committee  in  developing 
an  acceptable,  workable  definition  of  a learned 
profession. 

The  board  appointed  the  following  chairmen 
to  the  five  standing  committees  of  NYSAP: 
Robert  E.  Clark,  D.V.M.,  Mamaroneck,  mem- 
bership; Nathan  R.  Ginsburg,  A. I. A.,  New 
York  City,  public  relations;  Henry  I.  Fineberg, 
M.D.,  New  York  City,  legislative;  Leo  E. 
Gibson,  M.D.,  Syracuse,  education;  and  Ber- 
nard Clug,  D.D.S.,  New  York  City,  business 
services. 

Each  state  organization  member  was  re- 
quested to  notify  President  Heller  regarding  the 
members  it  wished  to  have  appointed  to  each  of 
the  five  standing  committees.  It  was  noted, 
however,  that  members  of  aU  NYSAP  com- 
mittees must  be  individual  members  in  good 
standing  of  NYSAP. 

Mr.  Nicholas  S.  Gesoalde,  of  the  Pharmaceu- 
tical Society  of  the  State  of  New  York,  was  ap- 
pointed chairman  of  the  insurance  committee 
and  authorized  to  investigate  the  feasibility  of  a 
group  term  life  insurance  program  for  NYSAP 
members. 

The  board  adopted  an  amendment  to  the  By- 
laws that  provided  the  following: 

(6)  Individual  Memberships.  Such  of  the 
individual  members  in  good  standing  of  any 
state  organization  membership  under  the 
provisions  of  this  Section  1,  may  be  elected  to 
individual  membership  by  the  vote  of  not  less 
than  two  thirds  of  the  board  of  directors. 
The  method  and  manner  of  election  of  indi- 
vidual members  shall  be  determined  from 
time  to  time  by  resolution  of  the  board  of  di- 
rectors duly  adopted  at  any  regular  or  special 
meeting.” 

Funds  were  appropriated  for  materials  for  the 
individual  membership  enrollment  campaign. 

November  12,  1962,  meeting.  The  board 
took  action  on  a number  of  important  issues  fac- 
ing the  learned  professions,  as  follows: 

1.  Sent  the  telegram  which  resulted  in  the 
December  3,  1962,  meeting  with  the  Committee 
on  Higher  and  Professional  Education  of  the 
State  Board  of  Regents  on  the  proposed  ruling 
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relating  to  unprofessional  conduct. 

2.  Voted  to  request  a meeting  with  officials 
of  the  New  York  State  Education  Department 
to  discuss  the  question  on  enforcement  of  the 
various  State  professional  practice  laws.  The 
action  was  taken  because  of  a feehng  that  many 
of  the  problems  confronting  the  professions 
would  be  ameliorated,  if  not  completely  elimi- 
nated, if  present  laws  were  more  adequately 
enforced  through  cooperation  between  the  Edu- 
cation Department  and  the  various  professions 
involved. 

3.  Voted  to  support  the  Medical  Society  of 
the  State  of  New  York  in  its  efforts  to  prevent 
the  hcensure  of  chiropractors  in  New  York  State. 

4.  Voted  to  communicate  with  the  officers 
and  trustees  of  Bronx-Lebanon  Hospital  in  the 
Bronx  expressing  concern  over  a contemplated 
arrangement  with  the  Union  Family  Medical 
Fund  of  the  Hotel  Trades  CoimcU  and  the  Hotel 
Industry.  Under  the  arrangement,  Bronx- 
Lebanon  Hospital  would  not  only  set  aside  a cer- 
tain amount  of  space  and  a stipulated  number  of 
beds  for  the  exclusive  use  of  members  of  the 
Hotel  Trades  Council  (which  consists  of  aU  the 
hotel  unions  in  New  York  City),  but  would  also 
hire  and  set  the  salaries  of  physicians  and  other 
professional  persons  jointly  with  the  Hotel 
Trades  Council,  and  assign  full-time  staff  physi- 
cians to  render  medical  care  in  patients’  homes 
and  outside  clinics. 

In  presenting  the  situation  to  the  board, 
Samuel  Wagreich,  M.D.,  a past-president  of  the 
Bronx  County  Medical  Society,  contended  that 
if  the  agreement  between  the  hospital  and  the 
Hotel  Trades  Council  and  Hotel  Industry  were 
implemented,  not  only  would  the  community  at 
large  be  deprived  of  facilities  originally  intended 
for  its  use,  but  the  private  practice  of  medicine 
would  be  dealt  a severe  blow. 

5.  Recommended  that  coxmty  and  regional 
professional  societies  consider  forming  interpro- 
fessional councils  in  their  areas  to  promote 
greater  understanding  among  the  professions  at 
the  local  level  and  to  lay  the  basis  for  joint  action 
on  common  problems. 

6.  After  studying  the  matter  carefully, 
adopted  a resolution  rirging  members  of  the 
various  professions  to  proceed  cautiously  with 
respect  to  the  Self-Employed  Individuals  Tax 
Retirement  Act  of  1962  (Keogh  BUI)  which  al- 
lows self-employed  individuals  and  partners  to 
obtain  tax  benefits  by  setting  aside  up  to  10  per 
cent  of  earned  income  or  $2,500,  whichever  is 
less,  each  year  in  a specified  plan. 

The  board  pointed  out  that  the  Internal  Reve- 
nue Service  must  issue  rules  and  regulations  in 
connection  with  the  new  law  and  that,  untU  this 
is  done,  it  would  not  be  wise  to  enter  into  any 
hard  and  fast  arrangement — regardless  of  the 
stature  or  reputation  of  the  insurance  company, 
bank,  investment  counseUor,  or  mutual  fund 
with  whom  it  would  be  made. 

The  board  directed  its  legal  counsel  to  study 
the  rules  and  regulations  of  the  Internal  Reve- 
nue Service  when  they  are  issued  and  then  to  in- 
vestigate the  possibUity  of  setting  up  a group 
pension  plan  in  which  members  of  the  learned 


professions  could  participate.  Such  a group 
plan,  it  was  noted,  might  have  advantages  which 
an  individual  arrangement  could  not  offer  be- 
cause of  the  lack  of  sufficient  resources. 

The  board  also  approved  a motion  to  author- 
ize the  president  and  the  chairman  of  the  mem- 
bership committee,  at  their  discretion,  to  extend 
the  deadline  for  the  individual  membership  en- 
rollment campaign  beyond  January  1,  1963. 
During  the  discussion  on  the  motion,  the  point 
was  stressed  that  there  is  a great  need  for  indi- 
vidual members  of  the  learned  professions  to  join 
the  Association.  This  would  make  the  organi- 
zation much  stronger  and  more  effective,  while 
at  the  same  time  strengthening  the  position  of 
each  of  the  various  state  organization  members. 

Individual  membership  dues  are  $10  a year. 
If  a professional  person  joins  before  Jime  30, 
1963,  he  becomes  a charter  member  and  receives 
a charter  membership  card  and  a charter  mem- 
bership certificate  suitable  for  framing. 

The  following  members  were  appointed  to  the 
five  standing  committees  of  NYSAP: 

Membership:  (Robert  E.  Clark,  D.V.M., 

chairman) — Max  E.  Michaelson,  D.D.S.,  New 
York  City;  Virgil  C.  Strode,  P.E.,  Schenectady; 
Hadley  C.  Stephenson,  D.V.M.,  Ithaca. 

Public  Relations:  (Nathan  R.  Ginsbvirg, 

A. I. A.,  chairman) — Jacob  Anteleyes,  D.V.M., 
Middle  Village,  Queens;  H.  Alfred  Hendrich, 
P.E.,  Vest2d;  Alfred  A.  Lanza,  D.D.S.,  New 
York  City. 

Legislative:  (Henry  I.  Fineberg,  M.D., 

chairman) — Frank  Nicklaus,  D.D.S.,  Bath; 
Maurice  J.  Roses,  P.E.,  Albany;  Leo  A.  Wuori, 
D.V.M.,  Briarcliff  Manor. 

Education:  (Leo  E.  Gibson,  M.D.,  chair- 
man)— John  W.  Muller,  P.  E.,Tuckahoe. 

Business  Services:  (Bernard  Clug,  D.D.S., 

chairman) — Frank  E.  McClelland,  Jr.,  D.V.M., 
Buffalo;  Harold  E.  Rist,  P.E.,  Glens  Falls. 

Dr.  Fineberg,  chairman  of  the  NYSAP  legis- 
lative committee,  was  requested  to  arrange  a 
meeting  between  NYSAP  representatives,  rep- 
resentatives of  the  Governor’s  office,  and  State 
legislative  leaders  on  the  question  of  allowing  pro- 
fessional persons  to  practice,  for  tax  purposes,  in 
the  corporate  form  and  to  report  on  the  results  of 
his  efforts  at  the  next  board  meeting. 

In  keeping  with  the  principle  of  cooperation 
among  the  professions,  the  board  approved  a re- 
quest by  the  New  York  State  Association  of  Ar- 
chitects for  permission  to  circulate  a question- 
naire among  the  other  state  organization  mem- 
bers asking  for  information  on  the  costs  involved 
in  operating  the  various  organizations,  salaries 
paid  to  personnel,  and  other  similar  information. 
The  purpose  of  the  questionnaire  is  to  assist  the 
architects  in  solving  some  of  their  organizational 
problems. 

February  18,  1963,  meeting.  In  Albany, 
the  Board  of  Directors  heard  an  encouraging 
report  concerning  the  1963  Congress  of  the  Pro- 
fessions, in  Lansing.  Those  who  attended  the 
Congress — Dr.  Robert  E.  Clark  and  Messrs. 
Nathan  R.  Ginsburg,  Joseph  F.  Addonizio,  and 
John  K.  Pardee — reported  that  several  resolu- 
tions in  the  public  interest  were  adopted,  includ- 
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ing  proposals  calling  for  the  establishment  of 
more  adequate  water  and  air  pollution  control, 
legislation  providing  job  opportunities  for  people 
over  sixty-five,  and  support  of  quality  education, 
as  well  as  resolutions  directly  affecting  the  wel- 
fare of  the  professions. 

The  Congress  of  the  Professions  is  an  annual 
convention  sponsored  by  the  American  Associa- 
tion of  the  Professions,  which  was  incorporated 
in  Michigan  in  1960.  Those  attending  the  Con- 
gress were  from  North  Carolina,  Florida,  Texas, 
Illinois,  and  Michigan,  as  well  as  New  York. 
The  meeting  was  addressed  by  the  presidents  of 
five  national  professional  associations  as  well  as 
leaders  in  business,  industry  and  agricultmre. 

The  NYSAP  delegation  noted  in  its  report 
that  the  first  state  interprofessional  association 
to  be  formed  and  the  one  that  was  most  instru- 
mental in  organizing  the  American  Association 
of  the  Professions  was  the  Michigan  Association 
of  the  Professions.  It  was  pointed  out  that 
MAP  now  has  3,600  individual  members  and 
they  comprise  approximately  25  per  cent  of  the 
membership  of  the  eight  learned  professional 
groups  that  belong  to  MAP:  the  architects, 
dentists,  engineers,  teachers,  physicians,  phar- 
macists, veterinarians,  and  lawyers. 

The  Michigan  association  has  established  ex- 
cellent rapport  with  the  Governor,  state  legis- 
lative leaders,  and  leaders  in  business,  industry, 
and  other  areas. 

Dr.  Clark,  chairman  of  the  membership  com- 
mittee, reported  that  as  of  February  14,  1963, 
NYSAP  had  1,231  members.  He  noted  that  the 
enrollment  of  844  physicians  who  had  joined  as 
of  that  date  was  due  to  an  excellent  letter  that 
Dr.  Fineberg  had  sent  to  all  members  of  the 
State  Medical  Society. 

It  was  reported  that  the  Medical  Society  was 
planning  another  individual  membership  cam- 
paign, this  one  to  be  conducted  through  the 
membership  chairmen  who  will  be  appointed  in 
each  county  or  district  of  the  State. 

Because  of  the  great  increase  in  individual 
members,  Mr.  Pardee  recommended  the  immedi- 
ate employment  of  salaried  administrative  per- 
sonnel. Mr.  Pardee  noted  that,  up  to  now,  the 
State  Medical  Society  has  assumed  the  burden 
of  setting  up  membership  files,  preparing  ma- 
terials for  membership  campaigns,  drawing  up 
legislative  reports,  handling  publicity,  and  per- 
forming all  the  other  functions  that  are  necessary 
if  a new  organization  is  to  get  off  the  ground. 
He  added,  however,  that  NYSAP  had  become 
too  big  to  depend  any  further  on  such  extensive 
support  from  the  State  Medical  Society. 

The  Board  of  Directors  agreed  with  Mr.  Par- 
dee’s analysis  and  recommendations  and  voted 
(1)  to  employ  a membership  secretary  and  (2)  to 
set  up  and  staff  an  administrative  office.  It  also 
voted  to  issue  a periodic  newsletter. 

Mr.  Pardee  reported  that  the  first  annual 
meeting  of  NYSAP,  which  may  be  attended  by 
any  member  in  good  standing,  will  be  held  on 
November  25  and  26, 1963. 

The  board  authorized  Mr.  Gesoalde  to  con- 
tinue his  investigation  of  the  possibility  of  a 
group  term  life  insurance  program  for  NYSAP 


members  and  approved  a recommendation  by 
Dr.  Fineberg  and  his  committee  that  NYSAP 
continue  its  policy  of  not  admitting  other  state 
professional  associations  to  membership  in 
NYSAP  until  enough  individual  members  of  the 
charter  state  organization  members  had  joined 
to  make  the  Association  financially  and  other- 
wise able  to  render  appropriate  service  to  addi- 
tional professional  organizations. 

The  board  took  the  following  actions: 

Expressed  opposition  to  Senate  Intro.  1338 
(Kraf)  and  Assembly  Intro.  2105,  bills  which 
contain  the  same  provisions  as  the  Board  of 
Regents  ruling  making  it  unprofessional  conduct 
to  refuse  treatment  or  other  professional  service 
to  any  person  on  account  of  race,  religion,  creed, 
color,  or  national  origin.  The  board  felt  that, 
in  view  of  the  Regents  ruling,  the  proposed  legis- 
lation was  unnecessary. 

Expressed  opposition  to  Senate  Intro.  956  and 
Assembly  Intro.  2092,  which  would  eliminate 
provisions  in  State  laws  establishing  citizenship 
as  a qualification  for  the  various  State  licenses 
and  professions. 

Expressed  opposition  to  Senate  Intro.  2339 
(Peterson)  and  Assembly  Intro.  1901  (Selkirk) 
which  would  subject  the  professions  to  the  unin- 
corporated business  income  tax. 

Voted  not  to  support  passage  of  Senate  Intro. 
2000  and  Assembly  3065,  which  would  permit 
the  practice  of  a profession  in  a corporate  or 
association  form.  Instead,  the  board  recom- 
mended adoption  of  a resolution  creating  a joint 
legislative  committee  to  study  the  entire  subject 
and  memorialize  Congress. 

Voted  to  support  Senate  Resolution  9 (Brydges) 
and  Assembly  Resolution  22  (Becker),  which 
would  provide  for  a joint  legislative  committee 
to  revise  and  simplify  the  Education  Law.  The 
board  voted  to  send  letters  to  Senator  Brydges 
and  Assemblyman  Becker  advising  them  of  its 
views  and  offering  its  assistance  in  the  work  of 
the  proposed  committee. 

On  the  recommendation  of  the  State  Phar- 
maceutical Society,  the  Board  of  Directors  of 
NYSAP  expressed  opposition  to  Senate  Intro. 
704  (Peterson)  and  Assembly  Intro.  1186 
(Drum),  which  would  prevent  the  State  Board 
of  Pharmacy  from  imposing  fines  for  violations 
of  the  pharmacy  law  and  regulations; 

Supported  Senate  Intro.  1981  (Brydges)  and 
Assembly  Intro.  3792  (Waters)  which  would  pro- 
hibit the  granting  of  a certificate  to  operate  a 
pharmacy  to  individuals,  corporations,  and  part- 
nerships unless  the  proprietors  or  all  the  partners 
were  licensed  pharmacists.  In  case  of  corpora- 
tions, all  the  members  of  the  board  of  directors, 
the  president,  and  any  vice-presidents  would 
have  to  be  licensed  pharmacists,  with  the  excep- 
tion of  those  pharmacies  which  were  licensed  and 
operating  on  April  1, 1963. 

On  the  recommendation  of  the  New  York  State 
Society  of  Professional  Engineers,  the  Board  of 
Directors  expressed  support  for  Assembly 
Intro.  3765,  which  would  exclude  any  profes- 
sional association  or  society  whose  membership 
is  composed  solely  of  professional  engineers, 
land  surveyors,  or  architects  from  the  definition 
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of  a labor  organization  and  company  union. 

On  the  recommendation  of  the  State  Dental 
Society,  the  board  expressed  support  for  Senate 
Intro.  1891  and  Assembly  Intro.  3291,  which 
would  amend  the  Workmen’s  Compensation 
Law  to  include  dental  care  and  treatment  in  the 
types  of  care  to  be  provided  to  injured  employes; 
and  expressed  opposition  to  Assembly  Intro. 
3764,  which  would  include  only  oral  surgery  in 
the  Workmen’s  Compensation  Law,  omitting  all 
other  dental  benefits. 

On  the  recommendation  of  the  State  Medical 
Society,  the  board  expressed  support  for  the  so- 
called  Good  Samaritan  bills.  Senate  Intro.  1477 
(Speno)  and  Assembly  Intro.  1904  (Bartlett), 
which  would  exempt  licensed  physicians  and 
surgeons  who  render  free  first  aid  or  emergency 


treatment  outside  their  office  or  hospital  from 
liability  for  damages  alleged  to  be  sustained  as  a 
result  of  such  treatment,  unless  the  damages 
were  caused  by  willful  neglect  or  gross  negligence. 

Dr.  Fineberg  reported  that  he  and  other 
representatives  of  the  State  Medical  Society 
were  to  meet  with  Governor  Rockefeller  on 
February  19  to  discuss  chiropractic  licensure 
legislation.  Dr.  Fineberg  declared  that  the 
State  Medical  Society  was  vigorously  opposed  to 
these  proposals  because  they  were  inimical  to 
the  public  health.  The  directors  reaffirmed 
their  opposition  to  the  hcensure  of  chiropractor 
in  New  York  State. 

Respectfully  submitted, 

Leo  E.  Gibson,  M.D. 

Henry  I.  Fineberg,  M.D. 
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student  American  Medical  Association  Chapters 


Albany  Medical  College 

To  the  House  of  Delegates,  Gentlemen: 

The  local  Albany  chapter  of  the  Student 
American  Medical  Association  was  dissolved 
last  fall,  1962.  Accordingly,  a report  from  this 
ai'ea  is  not  possible. 

Respectfully  submitted, 

William  P.  Nelson,  M.D.,  Adviser 

State  University  of  New  York  School  of 
Medicine  at  Buffalo 

To  the  House  of  Delegates,  Gentlemen: 

As  adviser  to  the  Buffalo  chapter  of  the 
Student  American  Medical  Association  I have 
attended  several  meetings  of  the  officers  and 
have  been  in  touch  with  the  chapter  president, 
Mr.  Ronald  Carroll,  a senior  student. 

Representatives  from  the  Buffalo  chapter 
attended  the  national  S.A.M.A.  convention  in 
Washington,  D.C.,  through  a grant  from  the 
Medical  Society  of  the  County  of  Erie.  In 
requesting  the  grant,  the  Buffalo  S.A.M.A.  chap- 
ter furnished  the  Erie  County  Society  with  a 
detailed  account  of  its  activities  and  plans.  On 
return  from  the  Washington  convention,  the 
representatives  reported  on  the  national  ses- 
sions to  a small  group  of  students  from  various 
classes. 

A questionnaire  was  distributed  to  the  medi- 
cal students  to  learn  of  their  interests  in  topics 
and  activities.  A book  exchange,  particularly 
for  incoming  freshman  students,  was  started. 

Representatives  from  S.A.M.A.  met  with  the 
chairman  of  the  University’s  admissions  com- 
mittee in  regard  to  putting  into  action  a recruit- 
ment campaign  among  high  school  students. 
The  president  of  the  chapter  met  with  a repre- 
sentative from  the  School  of  Medicine’s  Partici- 
pating Fund  on  the  matter  of  scholarships  for 
medical  students.  There  was  discussion  of  a 
survey  of  the  financial  conditions  of  medical 
students  at  Buffalo. 

The  S.A.M.A.  chapter  was  permitted  to  erect 
two  bulletin  boards,  one  in  the  locker  room  and 
the  other  in  the  library.  These  boards  are  kept 
filled  with  legislative  and  congressional  bills, 
newspaper  and  journal  clippings,  announce- 
ments, and  so  forth. 


At  the  1962  summer  meeting  of  the  chapter 
officers  plans  were  projected  to  hold  a series  of 
lectures  and  social  events  at  the  medical  school. 
The  lectures  were  not  held  because  of  lack  of 
response  from  the  students. 

The  Buffalo  chapter  president,  Mr.  Carroll, 
has  reported  the  following  activities: 

1.  Letters  of  introduction  were  sent  to 
students  telling  of  S.A.M.A.  benefits,  including 
various  insm-ance  programs  and  pubhcations; 

2.  Forty  new  members  joined  during  the 
past  year; 

3.  Many  students  subscribed  to  the  life  and 
health  insurance  programs; 

4.  The  chapter  attempted  to  arrange  a moot 
court  trial  but  failed  to  get  cooperation  from 
the  law  school; 

5.  Several  members  are  now  working  with 
the  admissions  office  to  plan  a medical  career 
night  for  principals  and  guidance  counselors  of 
Erie  County  high  schools  to  discuss  opportuni- 
ties in  medicine  for  students  they  counsel; 

6.  A talk  for  students  on  estate  planning 
is  to  be  scheduled  before  the  year  is  over. 

Dm’ing  the  past  year.  Dr.  Robert  Brown,  as 
acting  dean  of  the  School  of  Medicine,  has  been 
most  cordial  to  and  cooperative  with  the  officers 
of  S.A.M.A. 

For  your  information,  on  September  1,  1962, 
the  School  of  Medicine,  University  of  Buffalo, 
became  the  School  of  Medicine,  State  University 
of  New  York  at  Buffalo.  The  newly  appointed 
dean  is  Douglas  Surgenor,  Ph.D. 

Respectfully  submitted, 
Samuel  Sanes,  M.D.,  Adviser 

University  of  Rochester  School  of 
Medicine  and  Dentistry 

To  the  House  of  Delegates,  Gentlemen: 

No  annual  report  is  available  from  the 
Student  American  Medical  Association  chapter 
since  there  is  “no  action”  in  this  area  at  the 
University  of  Rochester  School  of  Medicine 
and  Dentistry. 

Respectfully  submitted, 

Gordon  M.  Hemmett,  M.D.,  Adviser 
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MEDICAL  SOCIETY 
OF  THE  STATE 
OF  NEW  YORK 


Annual  Dinner  Dance 


WEDNESDAY 
MAY  15,  1963 

TERRACE  BALLROOM 
STATLER  HILTON 

32nd  Street  & 
Seventh  Avenue 
New  York  City 


in  honor  of 

JOSEPH  A.  LANE,  M.D. 

President 

Reception  at  7 p.m. 

Gourmet  Dinner 
Music  by  Ben  Cutler 
Dress  Optional 

Subscription  $17.50  Per  Person 


RESERVATION  BLANK 

make  checks  payable  to; 

Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York  17,  New  York 

Please  send  me tickets  for  the  Annual  Dinner  Dance  on  May  15. 

Enclosed  please  find  my  check  for . 


NAME 


ADDRESS 


Please  attach  guest  list 
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Necrology 


Michael  H.  Barsky,  M.D.,  of  New  York  City, 
died  on  July  20, 1962,  at  the  age  of  seventy-eight. 
Dr.  Barsky  graduated  in  1906  from  Cornell 
University  Medical  College.  He  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Conrad  Berens,  M.D.,  of  New  York  City  and 
Glen  Cove,  died  on  March  2 at  the  age  of 
seventy-three.  Dr.  Berens  graduated  in  1911 
from  the  University  of  Pennsylvania  School  of 
Medicine.  He  was  an  adviser  in  surgery  and 
consultant  in  pathology  and  consulting  director 
of  research  at  the  New  York  Eye  and  Ear 
Infirmary,  a consulting  ophthalmologist  at 
French  and  St.  Clare’s  Hospitals,  Community 
Hospital  of  Glen  Cove,  Nassau  (Mineola), 
Southside  (Bay  Shore),  and  Vassar  Brothers 
(Poughkeepsie)  Hospitals.  Dr.  Berens  was  a 
Diplomats  of  the  American  Board  of  Ophthal- 
mology, a Diplomats  of  the  American  Board  of 
Plastic  Surgery,  a Fellow  of  the  American 
College  of  Smgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  American  Ophthalmologi- 
cal  Society,  the  New  York  Academy  of  Medi- 
cine, the  New  York  Ophthalmological  Society, 
the  New  York  Pathological  Society,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Francis  Joseph  Butlak,  M.D.,  of  Buffalo, 
died  on  September  28,  1962,  at  the  age  of  sixty- 
nine.  Dr.  Butlak  graduated  in  1917  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  a consultant  for  the  New  York  State 
Workman’s  Compensation  Board,  an  honorary 
physician  and  consultant  in  surgery  at  Sisters  of 
Charity  Hospital  of  Buffalo,  and  an  honorary 
consulting  surgeon  at  Mercy  Hospital.  Dr. 
Butlak  was  a member  of  the  Workman’s 
Compensation  Board,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Erie 
County  Medical  Society  and  the  Medical  Society 
of  the  State  of  New  York. 

Harriet  Frances  Coffin,  M.D.,  of  New  York 
City,  died  on  September  12,  1962,  at  the  age  of 
eighty-three.  Dr.  Coffin  graduated  in  1905 
from  Tufts  College  Medical  School. 

J.  Homer  Cudmore,  M.D.,  of  Fairfield, 
Connecticut,  formerly  of  New  York  City,  died 
on  February  27  at  the  age  of  eighty.  Dr.  Cud- 
more  graduated  in  1905  from  Cornell  University 
Medical  College.  Retired,  he  was  a former 
consulting  physician  at  City  Hospital  and  a 


medical  expert  for  the  Office  of  the  Comptroller 
of  New  York  City.  Dr.  Cudmore  was  a Diplo- 
mats of  the  American  Board  of  Internal  Medi- 
cine, a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Helen  A.  D’Albora,  M.D.,  of  Troy,  died  on 
February  5 at  the  age  of  sixty -three.  Dr. 
D’Albora  graduated  in  1926  from  the  Woman’s 
Medical  College  of  Pennsylvania. 

Abner  M.  Fuchs,  M,D.,  of  New  York  City, 
died  on  February  26  at  the  age  of  sixty-two. 
Dr.  Fuchs  graduated  in  1925  from  the  Univer- 
sity of  Maryland  School  of  Medicine  and  College 
of  Physicians  and  Surgeons.  He  was  an  associ- 
ate professor  of  clinical  medicine  at  New  York 
University  School  of  Medicine,  an  attending 
physician  in  allergy  at  Bellevue  Hospital  and 
Bird  S.  Coler  Memorial  Hospital  and  Home,  an 
associate  attending  physician  at  Flower  and 
Fifth  Avenue  Hospitals,  an  attending  physician 
at  University  and  Metropolitan  Hospitals,  and 
a consulting  allergist  at  French  Hospital.  Dr. 
Fuchs  was  a Fellow  of  the  American  Academy  of 
Allergy  and  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  Allergy  Society,  the 
New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Morris  Green,  M.D.,  of  New  York  City,  died 
on  February  16  at  the  age  of  seventy.  Dr. 
Green  graduated  in  1915  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Hyman  Klein,  M.D.,  of  Brooklyn,  died  on 
March  7 at  the  age  of  sixty-four.  Dr.  Klein 
graduated  in  1923  from  Cornell  University 
Medical  College.  He  was  an  attending  ob- 
stetrician and  gynecologist  at  Kings  County 
Hospital  Center  and  St.  John’s  Hospital,  a 
consulting  obstetrician  and  gynecologist  at 
Jewish  Hospital  of  Brooklyn,  and  clinical  pro- 
fessor of  obstetrics  and  gynecology  at  the  State 
University  of  New  York  Downstate  Medical 
Center.  Dr.  Klein  was  a Diplomats  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Surgeons,  a 
Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  and  a member  of  the 
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Brooklyn  Gynecological  Society,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Julius  John  Layer,  M.D.,  of  Lyndonville, 
died  on  February  19  at  the  age  of  fifty-seven. 
Dr.  Layer  graduated  in  1928  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  chief 
of  medical  service  at  Medina  Memorial  Hospital 
and  had  served  as  health  officer  for  the  Village 
of  Lyndonville.  Dr.  Layer  was  a member  of 
the  Orleans  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Martin  Backes  Lehnen,  M.D.,  of  Rochester, 
died  on  October  21,  1962,  at  the  age  of  sixty- 
seven.  Dr.  Lehnen  graduated  in  1921  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of 
Internal  Medicine  and  a member  of  the 
Rochester  Academy  of  Medicine,  the  Monroe 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Basil  Clarendon  MacLean,  M.D.,  of  New 
York  City,  died  on  February  14  at  the  age  of 
sixty-seven.  Dr.  MacLean  graduated  in  1927 
from  McGill  University  Faculty  of  Medicine. 
From  1954  to  1956  he  was  administrator  of 
hospitals  for  the  City  of  New  York  from  which 
he  resigned  to  become  the  first  president  of  the 
National  Blue  Cross.  In  1935  he  was  director 
of  Strong  Memorial  Hospital  and  was  a former 
professor  of  hospital  administration  at  the 
University  of  Rochester  School  of  Medicine. 
In  1953  he  received  the  American  Hospital 
Association  Award  of  Merit  for  noteworthy 
service  in  hospital  administration.  Dr. 
MacLean  was  a Diplomate  of  the  American 
Board  of  Preventive  Medicine,  Inc.  (Public 
Health)  and  a member  of  the  American  Public 
Health  Association,  the  New  York  Academy  of 
Medicine,  the  New  York  Academy  of  Preven- 
tive Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Harry  Meyersburg,  M.D.,  of  New  York  City, 
died  on  September  14, 1962,  at  the  age  of  seventy- 
eight.  Dr  Meyersburg  graduated  in  1907  from 
New  York  University  and  Bellevue  Hospital 
Medical  School.  He  was  a consulting  phy- 
sician in  bronchoscopy  at  Jewish  Chronic 
Disease  Hospital  and  a consulting  physician  in 
otorhinolaryngology  at  Wyckoff  Heights  Hos- 
pital. Dr.  Meyersburg  was  a Diplomate  of 
the  American  Board  of  Otolaryngology,  a 
Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associ- 
ation. 


Clayton  Louis  Moravec,  M.D.,  of  Schenec- 
tady, died  on  February  15  at  the  age  of  fifty- 
four.  Dr.  Moravec  graduated  in  1934  from 
Penn  Medical  University,  Philadelphia.  He 
was  an  assistant  attending  physician  and  chief 
endocrinologist  and  metabolist  at  Ellis  Hospital. 
Dr.  Moravec  was  a member  of  the  Endocrine 
Society,  the  Clinical  Society  of  the  New  York 
Diabetes  Association,  the  Schenectady  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

James  Gerald  Morrissey,  M.D.,  of  Yonkers, 
died  on  February  12  at  the  age  of  sixty-eight. 
Dr.  Morrissey  graduated  in  1917  from  Fordham 
University  School  of  Medicine.  He  was  a con- 
sulting member  of  the  medical  staff  at  Dobbs 
Ferry  Hospital.  Credited  with  bringing  the 
first  bronchoscope  to  the  United  States  in  1921, 
he  was  a former  president  of  the  Yonkers 
Academy  of  Medicine  and  of  the  First  District 
Branch  of  the  State  Medical  Society.  Dr. 
Morrissey  was  a Diplomate  of  the  American 
Board  of  Otolaryngology,  a Fellow  of  the  Amer- 
ican College  of  Surgeons,  and  a member  of  the 
Yonkers  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jesse  Rush  Patton,  M.D.,  of  Ogdensburg 
and  Gouverneur,  died  on  February  15  at  the 
age  of  seventy-one.  Dr.  Patton  graduated  in 
1917  from  New  York  University  and  BeUevue 
Hospital  Medical  School.  He  was  an  attend- 
ing physician  in  tuberculosis  at  the  St.  Lawrence 
State  Hospital,  a consultant  in  chest  diseases  at 
Potsdam  Hospital,  an  attending  physician  at 
the  A.  Barton  Hepburn  Hospital,  and  an  at- 
tending physician  in  chest  diseases  at  the  North 
Country  Hospitals.  Dr.  Patton  was  a Fellow  of 
the  American  College  of  Chest  Physicians  and  a 
member  of  the  American  Thoracic  Society,  the 
St.  Lawrence  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Robert  Ross,  M.D.,  of  Poughkeepsie, 
died  on  September  7,  1962,  at  the  age  of  eighty- 
three.  Dr.  Ross  graduated  in  1907  from  Tufts 
College  Medical  School.  He  was  a consulting 
neuropsychiatrist  at  St.  Francis  Hospital  and 
an  honorary  member  of  the  neuropsychiatric 
staff  of  the  Vassar  Brothers  Hospital.  Dr. 
Ross  was  a Diplomate  of  the  American  Board 
of  Psychiatry  and  Neurology  (Psychiatry),  a 
Fellow  of  the  American  Psychiatric  Association, 
and  a member  of  the  Dutchess  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associ- 
ation. 

Karl  Thomas  Sanford,  M.D.,  of  Boonville, 
died  on  February  24  at  the  age  of  sixty-two. 
Dr.  Sanford  graduated  in  1925  from  Jefferson 
Medical  College  of  Philadelphia.  He  was  an 
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associate  staff  member  of  St.  Elizabeth  Hospital, 
Utica.  Dr.  Sanford  was  a member  of  the 
Oneida  County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Harrison  Martin  Wallace,  M.D.,  of  Oswego, 
died  on  May  19, 1962,  at  the  age  of  eighty-three. 
Dr.  Wallace  graduated  in  1907  from  New  York 
University  and  Bellevue  Hospital  Medical 
School.  He  was  an  emeritus  member  of  the 
medical  staff  of  the  Oswego  Hospital.  Dr. 
Wallace  was  a member  of  the  Oswego  Academy 
of  Medicine,  the  Oswego  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associ- 
ation. 

Daniel  Weller,  M.D.,  of  New  York  City,  died 
on  November  26,  1962,  at  the  age  of  fifty-two. 
Dr.  Weller  graduated  in  1939  from  Long  Island 
College  Medical  School.  He  was  an  associate 
attending  neurosurgeon  at  Harlem  and  at 


Improperly  worn  seat  belts 

A case  of  an  improperly  worn  seat  belt 
causing  an  internal  injury  to  a woman  in  an 
automobile  accident  has  been  reported  in  the 
February  23  Journal  of  the  American  Medical 
Association  by  William  M.  Cocke,  Jr.,  M.D., 
and  Kenneth  K.  Meyer,  M.D.,  of  New  Orleans. 

The  seat  belt  was  worn  loosely  and  high 
across  the  abdomen  and  lower  rib  cage  by  the 
short,  stocky,  sixty-two-year-old  woman.  When 
the  car  in  which  she  was  riding  coUided  with 


Mother  Cabrini  Memorial  Hospitals,  an  as- 
sistant attending  nemrosurgeon  at  Lincoln 
Hospital  and  Flushing  Hospital  and  Dispen- 
sary, and  an  attending  neurosurgeon  at  Kings 
Park  State  and  Willowbrook  State  Hospitals. 
Dr.  Weller  was  a Fellow  of  the  American  College 
of  Smgeons,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the  Pan- 
American  Medical  Association,  the  American 
Academy  of  Nevuology,  the  Medical  Society  of 
the  County  of  Kings,  and  the  Medical  Society  of 
the  State  of  New  York. 

Lester  Ells  Woolsey,  M.D.,  of  Hancock,  died 
on  August  7,  1962,  at  the  age  of  eighty-nine. 
Dr.  Woolsey  graduated  in  1901  from  North- 
western Medical  School.  For  many  years  he 
had  served  as  Delaware  County  coroner;  he  was 
a past-president  of  the  Delaware  County  Medi- 
cal Society,  and  at  his  death  was  an  emeritus 
member  of  the  medical  staff  of  the  Margaret- 
ville  Hospital. 


another  at  35  miles  per  hovtr,  the  impact  was 
transmitted  by  the  belt  to  internal  organs,  re- 
sulting in  a severely  ruptmed  spleen.  She  was 
also  thrown  against  the  windshield  and  dash- 
boai'd,  suffei'ing  fractmed  ribs  and  other  minor 
inirndes.  The  spleen  was  removed,  and  the 
patient  recovered. 

To  prevent  injiuies,  the  authors  said,  seat 
belts  must  be  worn  properly  regardless  of  how 
short  a distance  is  to  be  traveled  or  at  what 
speed  the  car  will  be  diiven.  The  belt  should  be 
placed  snugly  over  the  bony  structures  of  the 
hip  and  pelvis  with  the  buckle  in  the  center. 
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Medical  News 


Fellows  announced 

The  American  College  of  Obstetricians  and 
Gynecologists  has  released  the  names  of  587 
new  F eUows  inducted  into  the  College. 

To  become  a Fellow  of  ACOG  a physician 
must  have  completed  an  approved  program  of 
medical  training,  limited  his  practice  com- 
pletely to  obstetrics  and  gynecology  for  at  least 
five  years,  and  have  the  unqualified  professional 
approval  of  his  colleagues. 

Following  is  a list  of  new  Fellows  from  New 
York  State: 

Bayside:  Howard  Berk,  M.D.;  Bethpage: 

Barry  D.  Podell,  M.D.;  Binghamton:  Gerald  J. 

E.  AnseU,  M.D.,  Vernon  C.  Lubs,  M.D.,  James 
M.  Ludwig,  Jr.,  M.D.,  and  Harry  L.  Mueller, 
Jr.,  M.D.;  Bronx:  Robert  C.  Dyson,  M.D.; 
Bronxville:  John  W.  Schelpert,  III,  M.D.,  and 
Howard  Weinstein,  M.D.;  Brooklyn:  Ilumi- 
nado  N.  Achacoso,  M.D.,  Michael  S.  Burnhill, 
M.D.,  Theresa  M.  Figueira,  M.D.,  Anthony 

F.  Giffone,  Jr.,  M.D.,  Evan  W.  Gordon,  M.D., 
WiUiam  Gottschalk,  M.D.,  Wilham  C.  John- 
stone, M.D.,  Bernard  J.  Sicuranza,  M.D.,  and 
Ralph  M.  Wynn,  M.D. 

Also:  Buffalo:  M}n:oslaw  M.  Hreshchyshyn, 
M.D.,  and  Louis  M.  Privitera,  M.D.;  Far 
Rockaway:  Sanford  M.  Langsam,  M.D.;  Flush- 
ing: Joseph  A.  Pennisi,  M.D.;  Forest  Hills: 
Louis  Baion,  M.D. ; Freeport:  James  R.Giam- 
balvo,  M.D.;  Glen  Cove:  Edward  A.  Sawada, 
M.D.;  Grand  Island:  Norman  G.  Courey,  M.D. ; 
Hempstead:  Theodore  H.  Dickerson,  M.D.; 

Holliswood:  James  Hissom  Nelson,  Jr., 

M.D.;  Huntington:  Gerard  A.  Levi,  M.D. , Jack 
I.  Lipman,  M.D.,  and  J.  Gerald  Meagher,  M.D.; 
Ithaca:  Charles  A.  de  Prosse,  M.D.;  Jackson 
Heights:  William  W.  Filler,  Jr.,  M.D. ; Jamaica: 
James  S.  Goldrich,  M.D.;  Jamestown:  William 

E.  Chalecke,  M.D.;  Massapequa:  Anthony  J. 

Barbaro,  M.D.,  and  E.  Jack  Harris,  M.D.; 
Middle  Village:  Eugene  Schwalben,  M.D.; 

Mount  Vernon:  Max  J.  Goldberg,  M.D.;  New 
City:  Robert  A.  Wagner,  M.D.;  New  Hyde 
Park:  M.  Maurice  Abitbol,  M.D.,  and  Ira  H. 
Tepper,  M.D.;  New  Rochelle:  William  Winner, 
M.D. 

Also:  New  York  City:  Alfred  Brockunier, 
M.D.,  William  O.  Buell,  M.D.,  Maurice  Cohen, 
M.D.,  William  F.  Crittendon,  Maj.  MC 
U.S.A.,  Mahlon  V.  R.  Freeman,  Maj.  MC 
U.S.A.,  Louis  A.  Gentile,  M.D.,  Clinton  R. 
Hathaway,  Jr.,  M.D.,  Sherwin  A.  Kaufman, 
M.D.,  Cyril  C.  Marcus,  M.D.,  Frank  G.  Marx, 
Capt.  U.S.A.F.  MC,  Paul  S.  Metzger,  M.D., 
Warner  Nash,  M.D.,  Thomas  M.  O’Hern,  Maj. 
U.S.A.F.  MC,  Dolores  Paganelli,  M.D.,  Robert 

F.  Porges,  M.D.,  Milton  F.  Quander,  M.D., 
Samuel  J.  SaUomi,  Capt.  MC  U.S.A.,  Allan  B. 


Weingold,  M.D.,  and  Galen  S.  Wooley,  Capt. 
U.S.A.F.  MC. 

Also:  Newburgh:  William  J.  Chase,  M.D., 
and  Stanley  Z.  Selesnick,  M.D.;  Ogdensburg: 
Joseph  R.  Brandy,  M.D.;  Plattsburgh:  Charles 
A.  Stevens,  Jr.,  M.D.,  and  Elmer  Wessell,  M.D.; 
Poughkeepsie:  Malcom  G.  Idelson,  M.D.; 

Richmond  Hill:  James  B.  Tormey,  M.D.; 

Ridgewood:  Jacob  Ma3rron,  M.D.;  Rochester: 
Ludwig  Litten,  M.D.,  John  C.  Ninfo,  M.D., 
Joseph  M.  Plukas,  M.D.,  and  Mortimer  G. 
Rosen,  M.D.;  St.  Albans:  Felix  F.  McLymont, 
M.D.,  and  David  Pinckney,  M.D.;  Sayville: 
Ohver  J.  Blaber,  M.D.;  Snyder:  Harry  J. 

Pappas,  M.D.;  Staten  Island:  Raymond  J. 
Donovan,  M.D.,  and  Robert  J.  O’Connor, 
M.D.;  Tarrytown:  Nannie  M.  Hainje,  M.D.; 
Tonawanda:  John  H.  McArdle,  M.D.;  Utica: 
Sophie-Schorr-Reiner,  M.D.,  and  Sheldon  Spiel- 
man,  M.D.;  Watertown:  George  G.  Couch, 
M.D.;  Westislip:  Thomas  F.  Kilcourse,  M.D. ; 
and  White  Plains:  James  M.  Greer,  M.D. 


American  College  of  Obstetricians  and 
Gynecologists 

A series  of  symposia  will  be  featured  at  the 
eleventh  annual  clinical  meeting  of  the  American 
College  of  Obstetricians  and  Gynecologists  at 
the  Statler  Hilton  Hotel,  New  York  City,  April 
21  through  25.  Scientific  presentations  on  the 
second  day  of  the  meeting  will  commemorate 
the  founding  of  the  New  York  Obstetrical 
Society  one  hundred  years  ago. 

With  the  general  theme  of  “Basic  Science 
Advances  Related  to  Obstetrics  and  Gyn- 
ecology,’’ 11  outstanding  investigators  will 
discuss  recent  developments  in  their  respective 
fields. 

Leading  off  the  day-long  centennial  celebra- 
tion program  will  be  a symposium  on  cancer 
cell  biology.  Participants  will  be  Harvey  Patt, 
M.D.,  Argonne  National  Laboratory,  Argonne, 
Illinois;  Charles  B.  Huggins,  M.D.,  University 
of  Chicago,  Chicago,  Illinois;  Alfred  A.  Gell- 
horn,  M.D.,  Columbia  University,  New  York 
City;  and  Chester  M.  Southam,  M.D.,  Sloan- 
Kettering  Institute,  New  York  City. 

Afternoon  activities  will  be  a symposium  on 
physiology  of  pregnancy,  with  Professor  A. 
Jost,  University  of  Paris,  Paris,  France;  Willard 
M.  Allen,  M.D.,  Washington  University,  St. 
Louis,  Missouri;  and  Aithur  T.  Hertig,  M.D., 
Harvard  Univemity,  Boston,  Massachusetts. 

There  will  also  be  a symposium  on  physiology 
of  labor,  with  Arpad  Csapo,  M.D.,  Rockefeller 
Institute,  New  York  City;  Professor  Geoffrey 
Dawes,  University  of  Oxfoid,  Oxford,  England; 
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and  Allan  C.  Barnes,  M.D.,  Johns  Hopkins 
University,  Baltimore,  Maryland. 

Chairmen  of  the  three  symposia  are  Saul  B. 
Gusberg,  M.D.,  New  York  City,  president  of 
the  Society;  Nicholson  J.  Eastman,  M.D., 
University  of  Minnesota,  Minneapolis,  Min- 
nesota; and  R.  Gordon  Douglas,  M.D.,  Cornell 
University,  New  York  City. 


Maimonides  conference 

Another  in  the  series  of  pediatrics  conferences 
held  in  the  Solarium  of  the  Kronish  Pavilion  of 
Maimonides  Hospital,  4802  Tenth  Avenue, 
Brookl3m,  will  be  conducted  on  April  23. 

Archie  A.  Silver,  M.D.,  associate  clinical 
professor  of  psychiatry.  New  York  University 
College  of  Medicine;  and  psychiatrist  in  charge, 
Children’s  Section,  Bellevue  Hospital,  Mental 
Hygiene  Chnic,  will  speak  on  “Specific  Reading 
Disability.”  Conferences  are  held  at  10  a.m. 


Lectures  scheduled 

The  State  University  of  New  York  Down- 
state  Mediced  Center,  at  450  Clarkson  Avenue, 
Brooklyn  3,  New  York,  announces  special 
lectures  scheduled  to  be  held  at  the  Center. 

“The  Evolution  of  a Protein”  will  be  dis- 
cussed by  Vernon  M.  Ingram,  M.D.,  professor 
of  biochemistry.  Department  of  Biology,  Mas- 
sachusetts Institute  of  Technology,  on  May  6 
at  4:00  p.m.  This  lecture  will  be  sponsored  by 
the  State  University  of  New  York  Downstate 
Medical  Center  Student  Council. 

On  May  17  at  4:00  p.m.,  “The  Historical 
Development  of  the  DeafFerentation  Hypothesis 
of  Sleep  from  Purkinje  to  our  Times”  will  be 
discussed  by  Professor  Giuseppe  Moruzzi, 
professor  of  physiology.  University  of  Pisa, 
Italy.  This  lecture  will  be  sponsored  by  the 
Graduate  Educational  Program. 

Both  lectures  will  be  held  in  the  first  floor 
lecture  hall  of  the  Basic  Sciences  Building  at 
450  Clarkson  Avenue. 


Dermatology  lecture 

Norman  Orentreich,  M.D.,  associate  attend- 
ing at  University  Hospital,  New  York  Univer- 
sity Post-Graduate  School  of  Medicine,  will 
speak  on  “The  New  and  Newest  in  Der- 
matology” at  a discussion  held  under  the 
auspices  of  the  Division  of  Dermatology  of  the 
Department  of  Medicine,  State  University  of 
New  York,  Downstate  Medical  Center. 

The  session  will  be  held  at  10:00  a.m.  on 
May  3 in  the  “E”  Building  Auditorium,  Kings 
County  Hospital,  451  Clarkson  Avenue,  Brook- 
lyn 3,  New  York. 

Lawrence  Frank,  M.D.,  professor  of  der- 
matology, State  University  of  New  York 
Downstate  Medical  Center,  will  be  the 
moderator. 


Manuscript  award 

Industrial  Medicine  and  Surgery,  the  in- 
ternational journal  of  medicine  in  industry, 
annoimces  a competition  for  its  award  of  $1,000 
for  the  most  outstanding  original  manuscript 
submitted  to  the  journal  in  1963  devoted  to  the 
topic,  “The  Future  of  Health  in  Industry.” 

Any  person,  an5rwhere,  may  participate  in  this 
competition,  excepting  only  members  of  the 
staff  of  Industrial  Medicine  and  Surgery. 
Three  judges  of  national  prominence  wiU 
appraise  aU  manuscripts  and  decide  on  the 
winner.  Their  decision  will  be  final.  All 
entries  become  the  property  of  the  journal  and 
may  be  considered  for  pubhcation. 

For  further  information,  write  Industrial 
Medicine  and  Surgery,  P.O.  Box  306,  Tamiami 
Station,  Miami  44,  Florida. 

Faculty  members  receive  grants 

Twenty-five  young  medical  scientists,  all 
faculty  members  of  medical  schools  in  the 
United  States  and  Canada,  have  been  appointed 
Markle  Scholars  in  Academic  Medicine  by  the 
John  amd  Meuy  R.  Markle  Foundation  of  New 
York.  Thomas  H.  Meikle,  Jr.,  M.D.,  in- 
structor at  Cornell  University  Medical  CoUege, 
New  York  City,  will  receive  $30,000  for  studies 
in  the  field  of  anatomy. 

A total  of  355  men  and  women  in  83  medical 
schools  have  been  aided  dxiring  the  sixteen 
years  of  the  program  through  grants  totaling 
approximately  $10,750,000.  Each  appoint- 
ment provides  a $30,000  grant  to  the  medical 
school  where  the  scholar  will  teach  and  do 
research,  paid  at  the  rate  of  $6,000  a year  to 
supplement  his  salary,  aid  his  research,  and 
assist  in  his  development  as  a teacher  and 
investigator. 

Medical  schools  nominated  61  candidates  for 
the  grants  this  year.  Five  committees  com- 
posed of  educators  and  other  professional  men 
helped  to  select  the  25  scholars  whose  appoint- 
ments will  begin  on  July  1. 

Insulin  metabolism 

“Aspects  of  Insulin  Metabolism”  will  be 
discussed  by  DeWitt  Stetten,  M.D.,  dean-elect 
of  Rutgers — ^The  State  University  College  of 
Medicine,  at  the  Palmer  Motor  Inn,  Princeton, 
New  Jersey,  on  April  22  at  8:30  p.m.  All 
physicians  and  professional  persons  in  the  sci- 
ences are  invited  to  attend. 

Closed-circuit  telecast 

A ninety-minute,  closed-circuit  telecast  on 
three  timely  medical  and  surgical  subjects, 
originating  from  New  York  City,  New  Orleans, 
Minneapohs,  and  London,  will  be  seen  by 
physicians  and  surgeons  in  60  cities  on  April  24. 
The  program,  “Colleagues  in  Closeup,”  is 
being  presented  by  the  A.  H.  Robins  Co.  of 
Richmond,  Virginia,  and  will  be  seen  from 
9 : 00  to  10 : 30  p.m.,  E.S.T. 
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The  telecast,  divided  into  thirty-minute 
segments,  begins  live  from  New  York  City. 
Owen  H.  Wangensteen,  M.D.,  wiU  be  inter- 
viewed on  his  contributions  to  surgery  in  the 
field  of  gastric  freezing  for  duodenal  ulcer. 

The  second  thirty-minute  segment  will  be  a 
trans-Atlantic  television  conference  on  hepatic 
disease  between  London  and  Minneapolis. 

In  the  final  half  hour  of  the  telecast,  also  live 
from  New  York  City,  the  evaluation  and  dif- 
ferential diagnosis  of  chest  pain  and  the  im- 
portance of  the  clinical  examination  of  the 
patient  with  suspected  heart  disease  wiU  be 
discussed. 


Personalities 

Elected.  Horace  L.  Hodes,  M.D.,  director. 
Department  of  Pediatrics,  as  president;  Sergei 
Feitelberg,  M.D.,  director.  Department  of 
Physics,  as  vice-president;  and  Robert  S. 
Siffert,  M.D.,  director.  Department  of  Ortho- 
pedic Surgery,  as  secretary  of  the  medical 
board.  The  Moimt  Sinai  Hospital,  New  York 
City  . . . Charles  Weller,  M.D.,  Larchmont, 
president;  Walter  T.  Zimdahl,  M.D.,  Buffalo, 
president-elect;  Robert  Schwinger,  M.D.,  For- 
est HiUs,  vice-president;  and  Robert  M.  Kohn, 
Buffalo,  secretary-treasurer,  of  the  New  York 
State  Society  of  Internal  Medicine. 


Treatment  of  cholelithiasis 


A study  of  31  consecutive  cholecystectomies 
at  an  air  force  base  hospital,  discussed  in  the 
fall  Quarterly  Bulletin  of  Northwestern  University 
Medical  School,  brought  out  some  facts  which 
apparently  are  at  variance  with  some  time- 
honored  notions  about  gaUbladder  disease 
(“female,  fair,  fat,  forty,  and  flatulent.”) 

While  the  statistics  gave  some  support  to  the 
first  of  the  list  (despite  the  predominance  of 
males  in  the  military  population,  females  out- 
numbered the  males  in  the  series  four  to  one), 
the  parts  of  the  adage  relating  to  weight, 
complexion,  and  age  were  largely  incorrect. 
Only  8 of  the  31  patients  were  forty  or  over; 


Appointed.  Paul  J.  Anderson,  M.D.,  as- 
sociate attending  pathologist  (for  neuropa- 
thology); Stanley  M.  Blaugrund,  M.D.,  assistant 
attending  otolaryngologist;  Jacob  Churg,  M.D., 
associate  attending  pathologist  (for  special 
service);  Ephraim  Donoso,  M.D.,  assistant 
attending  physician  (for  cardiology);  Daniel 
M.  Maklansky,  M.D.,  assistant  attending 
radiologist;  Percy  Mason,  M.D.,  preceptor  in 
psychiatry;  Elmer  Pader,  M.D.,  assistant 
attending  physician  (in  special  service) ; Richard 
R.  P.  Warner,  M.D.,  assistant  attending 
physician  (for  gastroenterology);  and  J.  Law- 
rence Werther,  M.D.,  assistant  attending  physi- 
cian (for  gastroenterology  and  gastroscopy) 
on  the  medical  staff  of  The  Mount  Sinai 
Hospital,  New  York  City. 

Speakers.  Nathan  Beckenstein,  M.D.,  direc- 
tor, Brooklyn  State  Hospital,  before  the  hospital 
staff  of  the  Veterans  Administration  Hospital, 
Northport,  on  February  19,  on  “The  Modern 
State  Hospital  and  Its  Relationship  to  the 
Community”  . . . Abraham  S.  Jacobson,  M.D., 
and  Bernard  Rogoff,  M.D.,  CorneU  University, 
and  Jack  Sokolow,  M.D.,  New  York  University, 
at  a public  forum  on  arthritis  on  March  19 
at  the  Central  Branch  YWCA  in  New  York 
City. 

Anniversary.  Alton  B.  Daley,  M.D.,  Athens, 
fifty  years  of  practicing  medicine  in  Greene 
County. 


the  average  for  the  series  was  thh'ty-two  yeai's. 
At  this  hospital,  cholecystectomy  was  the  thu'd 
most  frequent  operation  performed,  outnum- 
bered only  by  appendectomy  and  operations  for 
hernia. 

The  high  incidence  of  young  women  in  the 
series  prompts  the  authors  to  inquire  whether  or 
not  there  is  frequent  failure  to  consider  the 
diagnosis  of  cholelithiasis  in  young,  thin  women 
suffering  from  only  moderately  severe  symptoms 
of  indigestion.  Since  no  satisfactory  medical 
treatment  for  cholelithiasis  exists,  they  inquire 
whether  or  not  these  young,  excellent  sm'giced 
risks  in  the  early  stages  of  gallbladder  disease 
should  not  be  considered  the  best  candidates  for 
cholecystectomy.  The  relationship  of  preg- 
nancy to  onset  of  symptoms  is  considered  and 
discussed. 
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Abstracts 


Anthone,  R.,  and  Anthone,  S.:  Recent  ad- 

vances in  the  application  of  a dialyzer.  New 
York  State  J.  Med.  63:  1129  (Apr.  15)  1963. 

The  MacNeill  dialyzer  has  been  used  success- 
fully in  the  process  of  ultrafiltration  to  remove 
plasma  water  from  the  body  of  individuals  with 
I chronic  massive  edema  refractory  to  the  usual 
[ diuretic  therapy.  The  dialyzer  has  been  used 
also  to  restore  the  chemical  and  electrolyte 
balance  of  stored  A.C.D.  (acid  anhydrous  citrate 
dextrose)  blood  solution.  Laboratory  studies, 
animal  experiments,  and  clinical  adult  exchange 
transfusions  have  demonstrated  the  eflBcacy  of 
1 this  method. 

I Zenker,  D.  O.,  and  Fowler,  E.  P.,  Jr.: 

( Medical  treatment  of  sudden  deafness,  Meniere’s 
' disease,  and  Bell’s  palsy.  New  York  State  J. 
Med.  63:  1137  (Apr.  15)  1963. 

I Sudden  deafness,  Meniere’s  disease,  and  Bell’s 
i palsy  may  be  caused  by  intravascular  phenom- 
ena within  the  stria  vascularis.  Nicotinic  acid, 
heparin,  and  intravenous  procaine  have  pro- 
. duced  good  clinical  results,  although  spontaneous 
remissions  occasionally  occur  also.  Experiments 
with  guinea  pigs  indicate  that  nicotinic  acid  acts 
by  clearing  the  vascular  bed  of  the  stria  vascularis 
of  microthromboemboli  rather  than  by  relieving 
spasm.  However,  the  mechanisms  are  not  en- 
tirely clear. 

I Andresen,  A.  F.  R.,  Jr.:  A practical  approach 

I to  anxiety  reactions.  New  York  State  J.  Med. 
63: 1144  (Apr.  15)  1963. 

Symptoms  of  autonomic  stress  may  be  neuro- 
I logic,  cardiac,  pulmonary,  gastrointestinal,  or 
' dermatologic.  In  the  therapy  of  anxiety  reac- 
tions an  attempt  must  be  made  with  each  pa- 
I tient  to  determine  the  conflicts  in  his  life  that 
have  produced  tension  and  to  propose  adequate 
outlets  for  these  tensions  as  well  as  to  control  the 
symptoms  which  may  have  developed  as  a result 
of  organic  reaction  to  autonomic  stimulation. 


I 


Simpson,  G.  M.,  Blair,  J.  H.,  and  Narto- 
wicz,  G.  R.:  Diagnostic  limitations  of  Achilles 

tendon  reflex  in  thyroid  disease.  New  York 
State  J.  Med.  63:  1148  (Apr.  15)  1963. 

A study  was  made  of  delayed  relaxation  of  the 
ankle  jerk  reflex,  measured  by  the  photomoto- 
graph,  as  a sign  of  hypothyroidism  in  20  normal 
male  control  subjects  and  400  schizophrenic  sub- 
jects. Delayed  relaxation  of  tendon  reflexes 
was  demonstrated  in  a small  group  of  subjects 
with  no  evidence  of  thyroid  abnormality  and  was 
shown  to  be  present  on  occasion  only  in  the 
Achilles  tendon.  Significant  differences  in  re- 
laxation time  between  the  left  and  right  ankle 
jerks  were  noted,  which  might  be  helpful  in 
diagnosis  of  organic  diseases  of  the  nervous  sys- 
tem, and  considerable  variation  in  a series  of 
tracings  was  demonstrated  with  a more  stable 
and  faster  reading  obtained  if  the  first  5 to  6 trac- 
ings were  not  measured.  Certain  anomalies 
made  the  measurement  of  the  reflex  impossible 
or  misleading. 

Osnos,  R,  J.  B.:  The  treatment  of  narcotics 

addiction.  New  York  State  J.  Med.  63:  1182 
(Apr.  15)  1963. 

There  are  five  stages  in  the  treatment  of  nar- 
cotics addiction:  (1)  prehospitalization,  in 

which  the  immediate  goal  is  to  get  the  addict 
into  a hospital  to  be  withdrawn  from  drugs;  (2) 
withdrawal  or  detoxification,  usually  by  the  sub- 
stitution method:  methadone  hydrochloride  for 
opiates  such  as  heroin  or  morphine,  and  pento- 
barbital for  barbiturates;  (3)  rehabilitation, 
both  physical  and  emotional,  including  the  ac- 
quisition of  vocational  and  educational  skills; 
(4)  transition,  by  careful  use  of  liberal  visiting 
policies,  use  of  weekend  passes  during  hospitali- 
zation, development  of  day  and  night  hospitals, 
halfway  houses,  and  foster  care  plans;  and  (5) 
aftercare,  including  psychotherapy  at  least  once 
a week,  contacts  with  legal  authorities  and  with 
the  family,  and  aiding  the  addict  to  isolate  him- 
self from  his  past. 
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Medical  Meetings 


Practice  management  conferences 

The  California  College  of  Medicine  wiU  co- 
sponsor the  second  in  a series  of  practice  man- 
agement conferences  April  17  and  18  at  the 
Riviera  Hotel,  Las  Vegas,  Nevada,  according  to 
the  dean  of  the  college,  Benjamin  B.  Wells, 
M.D. 

Activities  will  focus  on  facets  of  medical  prac- 
tice collaterally  related  to  patient  care.  Among 
the  topics  will  be  malpractice  insurance,  main- 
tenance of  records,  income  tax,  modem  oflSce 
plamning,  personnel  efficiency,  patient  com- 
munication, control  of  income  and  expenditures, 
investment,  and  estate  planning. 

Further  information  may  be  obtained  from 
the  Secretary,  Committee  for  Practice  Manage- 
ment, California  College  of  Medicine,  1721  Grif- 
fin Avenue,  Los  Angeles  31,  California. 

Clara  Thompson  memorial  lecture 

The  sixth  annual  Clara  Thompson  memorial 
lectme  will  be  presented  at  4:00  p.m.,  April  28, 
in  the  Windsor  Room  of  the  Hotel  Commodore, 
42nd  Street  and  Lexington  Avenue,  New  York 
City. 

J.  A.  M.  Schouten,  M.D.,  of  Amsterdam, 
Holland,  will  speak  on  “New  Technics  for 
Specific  Phases  of  Adolescent  Development,” 
with  Fritz  Redl,  M.D.,  as  discussant. 

Aerospace  meeting 

The  Department  of  Defense  has  announced 
that  retirement  point  credits  may  be  earned  by 
reserve  Medical  Corps  officers  who  attend  the 
34th  annual  meeting  of  the  Aerospace  Medical 
Association  which  will  meet  at  the  Statler- 
HUton  Hotel,  Los  Angeles,  California,  April 
29  through  May  2. 

This  authorization  covers  ehgible  physicians 
who  are  reserve  Medical  Corps  officers  of  the 
United  States  Army,  Navy,  or  Air  Force  on  in- 
active status. 

The  ninth  annual  Louis  H.  Bauer  lecture, 
established  in  honor  of  the  founder  of  the  Aero- 
space Medical  Association  and  the  first  com- 
mandant of  the  Air  Force  School  of  Aviation 
Medicine,  will  be  presented  by  Lloyd  V.  Berk- 
ner.  M.D.,  president  of  the  Graduate  Research 
Center  of  the  Southwest.  The  lectm*e  is  titled 
“Space  Medicine  from  the  Perspective  of  Space 
Geophysics.”  Dr.  Berkner  is  a consultant  to 
President  Kennedy’s  Science  Advisory  Com- 
mittee and  former  chairman  of  the  Space  Science 
Board  of  the  National  Academy  of  Sciences. 

Diabetes  symposium 

The  State  of  New  Jersey  Department  of 
Health,  in  cooperation  with  the  New  Jersey 


Diabetes  Association,  will  present  a symposium 
on  “Insulin — Extra  Pancreatic  Factors  in  Car- 
bohydrate Metabolism,”  on  May  8 from  noon  to 
5:00  P.M.  at  the  Palmer  Motor  Inn,  Princeton, 
New  Jersey. 

Among  the  speakers  will  be  Harold  Rifkin, 
M.D.,  chnical  professor  of  medicine  at  Albert 
Einstein  College  of  Medicine,  and  attending 
physician  at  Montefiore  Hospital,  The  Bronx. 

Members  of  the  American  Academy  of  Gen- 
eral Practice  will  receive  three  hours  credit  under 
category  II  for  attendance  at  this  symposium. 

Society  for  Cardiovascular  Surgery 

The  fifteenth  annual  meeting  of  the  New  York 
Society  for  Cardiovascular  Surgery,  with  the 
cooperation  of  the  New  York  Heart  Association, 
will  be  held  at  the  New  York  Academy  of 
Medicine,  Hosack  Hall,  2 East  103rd  Street, 
New  York  29,  New  York,  on  May  20  at  8:30 
P.M. 

Michael  E.  DeBakey,  M.D.,  professor  and 
chairman  of  the  department  of  surgery,  Baylor 
University  College  of  Medicine,  Houston, 
Texas,  wiU  read  his  paper  on  “Sm-gical  Correc- 
tion of  Renovascular  Hypertension:  Results  in 
225  Patients.”  A question  and  answer  period 
will  foUow. 

Members  of  the  medical  profession  are  in- 
vited. 

Nutrition  symposium 

A symposium  for  physicians  on  “Nutrition  in 
Medical  Science  and  Practice”  will  be  held  on 
May  22  at  the  Nassau  Academy  of  Medicine, 
1200  Stewart  Avenue,  Gaiden  City,  presented 
by  the  Nassau  Academy  of  Medicine  and  the 
Nassau  County  Nutrition  Council  and  spon- 
sored by  The  National  Vitamin  Foundation, 
Inc. 

Robert  S.  Goodhart,  M.D.,  scientific  director 
of  the  National  Vitamin  Foundation,  Inc.,  will 
be  the  moderator  of  the  morning  session. 
George  Christakis,  M.D.,  director  of  the  Bureau 
of  Nutrition,  The  City  of  New  York  Depart- 
ment of  Health,  will  speak  on  “The  Public 
Health  Aspects  of  Obesity”;  Robert  W.  Hill- 
man, M.D.,  professor  of  envuonmental  medicine 
and  community  health.  State  University  of  New 
York,  CoUege  of  Medicine  at  New  York  City, 
will  speak  on  “Nutrition  and  Pregnancy”; 
and  Elaine  P.  Ralli,  M.D.,  associate  professor 
of  medicine.  New  York  University-Bellevue 
Medical  Center,  College  of  Medicine,  will  dis- 
cuss “The  Management  of  the  Young  Diabetic.” 

At  the  afternoon  session,  Herbert  Pollack, 
M.D.,  associate  professor,  clinical  medicine. 
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New  York  University  Postgraduate  School  of 
Medicine,  will  be  the  moderator. 

Seymour  H.  Rinzler,  M.D.,  cardiologist  in 
charge,  diet  and  coronary  heart  disease  study 
project.  The  City  of  New  York  Department  of 
Health,  will  speak  on  “Diet  in  Coronary  Heart 
Disease  Prevention”;  Willard  A.  Krehl,  M.D., 
director.  University  Hospitals,  Clinical  Research 
Center,  State  University  of  Iowa,  Iowa  City, 
Iowa,  will  speak  on  “The  Nutritional  Approach 
to  Patients  with  Gastrointestinal  Disease”; 
and  Seymour  L.  Halpern,  M.D.,  clinical  as- 
sociate in  medicine.  New  York  Medical  College, 
Metropolitan  Medical  Center,  New  York  City, 
will  discuss  “The  Effect  of  Medications  on 
Nutrition.” 

Further  information  may  be  obtained  from 
the  Nassau  County  Nutrition  Council,  P.O.  Box 
103,  Mineola,  Long  Island,  New  York. 

American  Rheumatism  Association 

The  1963  annual  meeting  of  the  American 
Rheumatism  Association  will  be  held  June  13 
and  14  at  the  Hotel  Claridge,  Atlantic  City, 
New  Jersey. 

Data  acquisition  and  processing 

The  third  annual  Rochester  Conference  on 
Data  Acquisition  and  Processing  in  Biology  and 
Medicine  will  be  held  July  15  through  17  at  the 
University  of  Rochester  MediceJ  Center. 

Communications  regarding  participation  and 


I 

I 


Surgery  successful  in  kidney  failure 

Kidney  failure  resulting  from  decreased  blood 
circulation  to  that  organ  has  been  treated 
successfuUy  by  surgery  in  8 patients,  three 
Houston,  Texas,  surgeons  have  reported  in  a 
j recent  issue  of  the  Journal  of  the  American 
\ Medical  Association. 

“The  results  of  surgical  treatment  in  these 
8 seriously  ill  patients.  . .are  considered  highly 
gratifying,  George  C.  Morris,  Jr.,  M.D., 
Michael  E.  DeBakey,  M.D.,  and  Denton  A. 
Cooley,  M.D.,  from  the  Baylor  University 
College  of  Medicine  reported.  “All  are  alive 


attendance  should  be  addressed  to  Mr.  Kurt 
Enslein,  Chairman,  1963  Rochester  Conference, 
42  East  Avenue,  Rochester,  New  York. 

Congenital  malformations 

The  second  international  conference  on 
congenital  malformations  sponsored  by  The 
National  Foundation — March  of  Dimes  will  be 
held  July  15  through  19  at  the  Americana  Hotel 
in  New  York  City. 

Scientists  from  nine  nations  will  present  re- 
ports of  recent  advances  in  the  understanding 
and  treatment  of  birth  defects  during  the  five- 
day  meeting. 

Speakers  at  the  conference  will  include  leading 
geneticists,  surgeons,  biochemists,  pediatricians, 
immunologists,  and  epidemiologists.  Its  general 
chairman  will  be  Frank  L.  Horsfall,  M.D., 
president  and  director  of  Sloan-Kettering  In- 
stitute for  Cancer  Research. 

The  meeting  is  being  organized  by  the  In- 
ternational Medical  Congress,  Ltd.,  of  New 
York  City.  Foreign  countries  to  be  represented 
by  scientific  participants  in  the  conference  in- 
clude: Canada,  England,  Scotland,  France, 

Italy,  Brazil,  Japan,  and  Germany. 

Sessions  will  be  devoted  to  cell  genetics, 
cytogenetics,  genetic  variations  in  proteins,  gene 
action  in  relation  to  differentiation  and  develop- 
ment, developmental  mechanisms,  extrinsic 
factors  in  congenital  malformations  of  man, 
epidemiology,  and  management  of  human  con- 
genital defects. 


and  have  resumed  relatively  normed  activities. 
Essentially  normal  renal  function  has  been 
restored  in  all  but  2 of  the  patients ...  .” 

Circulation  was  impaired  in  these  patients 
by  a narrowing  of  the  main  kidney  artery. 
Circulation  was  restored  by  establishing  a 
bypass  of  the  narrowed  artery  through  use  of 
part  of  another  artery  or  an  artificial  artery 
segment. 

The  failing  kidney  is  the  most  difficult  com- 
phcation  of  high  blood  pressure  to  treat  and 
now  appears  to  be  the  most  common  com- 
plication of  this  disorder.  Drug  therapy  and 
other  medical  management  is  relatively  in- 
effective, the  authors  said. 
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Abstracts  in  Interlingua 


Anthone,  R.,  e Anthone,  S.:  Recente  pro- 

gresses in  le  application  de  un  dialysator 
(anglese),  New  York  State  J.  Med.  63:  1129 
(15  de  april)  1963. 

Le  dialysator  MacNeill  esseva  usate  a bon  suc- 
cesso  in  le  processo  del  ultrafiltration  visante  a 
eliminar  aqua  de  plasma  ab  le  corpore  de  sub- 
jectos  con  chronic  edema  massive  de  genere  re- 
fractori  contra  le  usual  therapia  diuretic.  Le 
dialysator  esseva  etiam  usate  pro  restaurar  le 
balancia  chimic  e electrolytic  de  magasinate 
sanguine  solutionate  in  acido,  citrato  anhydrose, 
e dextrosa.  Studios  laboratorial,  experimentos 
animal,  e clinic  transfusiones  de  excambio  in 
adultos  ha  servite  a demonstrar  le  efficacia  del 
methodo. 


Zenker,  D.  O.,  e Fowler,  E.  P.,  Jr.:  Tracta- 

mento  medical  de  surditate  subitanee,  de  morbo 
de  Meniere,  e de  paralyse  de  Bell  {anglese). 
New  York  State  J.  Med.  63:  1137  (15  de  april) 
1963. 

Surditate  subitanee,  morbo  de  Meniere,  e 
paralyse  de  Bell  pote  esser  causate  per  pheno- 
menos  intravascular!  in  le  stria  del  vaso.  Acido 
nicotinic,  heparina,  e procaina  intravenose  ha 
producite  bon  resultatos  clinic,  sed  remissiones 
spontanee  etiam  occurre  occasionalmente.  Ex- 
perimentos in  porcos  de  India  indica  que  acido 
nicotinic  produce  su  effecto  per  disembarassar  le 
vasculatura,  i.e.  le  stria  vascular!,  de  micro- 
thromboembolos  e non  per  alleviar  le  spasmos. 
Tamen,  le  mechanismo  non  es  clar  in  omne  su 
aspectos. 

Andresen,  A.  F.  R.,  Jr.:  Un  tactica  practic 

in  le  tractamento  de  reactiones  de  anxietate 
{anglese).  New  York  State  J.  Med.  63:  1144 
(15  de  april)  1963. 

Symptomas  de  stress  de  character  autonome 
pote  esser  neurologic,  cardiac,  pulmonar,  gas- 
trointestinal, o dermatologic.  In  le  therapia  de 
reactiones  de  anxietate,  le  effortio  debe  esser  fa- 
cite  in  omne  caso  individual  de  determinar  le 
conflictos  in  le  vita  del  patiente  que  ha  producite 
tension  e de  proponer  adequate  mechanismos  de 
abreaction  pro  iste  tensiones  e etiam  de  regular 
le  symptomas  que  se  ha  possibilemente  disvelop- 
pate  como  resultato  de  un  reaction  organic  a 
stimulation  autonome. 


Simpson,  G.  M.,  Blair,  J.  H.,  e Nartowicz, 
G.  R.:  Limitationes  del  valor  diagnostic  del 

reflexo  del  tendine  de  Achilles  in  morbo  thy- 
roidee  {anglese).  New  York  State  J.  Med.  63: 
1148  (15  de  april)  1963. 

Un  studio  esseva  effectuate  in  re  le  retardate 
relaxation  del  reflexo  del  tendine  de  Achilles — 
mesurate  per  medio  del  photomotographo — 
como  signo  de  hypothyroidismo  in  20  normal 
subjectos  de  controlo  de  sexo  mascule  e in  400 
schizophrenicos.  Retardo  del  relaxation  in  re- 
flexos  de  tendine  esseva  demonstrate  in  un 
micre  gruppo  de  subjectos  con  nuUe  evidente 
anormahtate  thyroidee.  In  certe  casos  iUo  es- 
seva demonstrate  solmente  in  le  tendine  de 
Achilles.  Significative  differentiae  esseva  notate 
in  le  tempores  de  relaxation  inter  le  reflexos  de 
Achilles  al  sinistra  e al  dextera.  Isto  va  possi- 
bilemente provar  se  utile  in  le  diagnose  de  mor- 
bos  organic  del  systema  nervose.  In  series  de 
registrationes,  considerabUe  variationes  esseva 
constatate,  sed  plus  stabile  lecturas  poteva  es- 
ser obtenite  quando  le  prime  5 o 6 registra- 
tiones non  esseva  mesurate.  Certe  anormali- 
tates  rendeva  le  mesuration  del  reflexo  impossi- 
bile  o equivoc. 

Osnos,  R.  J.  B.:  Le  tractamento  de  nar- 

cotismo  {anglese).  New  York  State  J.  Med.  63: 
1182  (15  de  april)  1963. 

Le  tractamento  de  narcotismo  consiste  de 
cinque  stadios:  (1)  Le  stadio  pre-hospitalari,  in 
que  le  objective  immediate  es  transferer  le  pa- 
tiente al  hospital  pro  le  disaccostumation;  (2) 
le  stadio  del  disaccostumation  o detoxification, 
usualmente  per  medio  del  methodo  de  substitu- 
tion— hydrochloruro  de  methadona  pro  opiates 
del  typo  de  heroina  o morphina  e pentobarbital 
pro  barbiturates;  (3)  le  stadio  del  rehabflitation, 
tanto  physic  como  etiam  emotional,  incluse  le 
acquisition  de  habilitates  vocational  e educa- 
tional; (4)  le  stadio  del  transition,  con  le  caute 
application  de  liberalisate  regulas  pro  le  contac- 
tos  social,  le  uso  de  congedos  de  fin  de  septimana 
durante  le  sojorno  al  hospital,  le  disveloppa- 
mento  de  pianos  de  hospitalisation  de  die  e de 
nocte,  de  asylos  de  medie  cammino,  e de  pianos 
de  assistentia  human,  e (5)  le  stadio  de  post-cura, 
incluse  psychotherapia  al  minus  un  vice  per  sep- 
timana, contactos  con  le  autoritates  legal  e con 
le  familia,  e assistentia  pro  le  patiente  in  su  ef- 
fortio de  distachar  se  ab  le  passato. 
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A Red  Letter  Event 
of  Your  Medical  Society’s  Year 

The  Annual  Reception  and  Dinner  Dance 
in  honor  of  President  JOSEPH  A.  LANE,  M.D. 

in  the 

TERRACE  BALLROOM 

of  the 

HOTEL  STATLER  HILTON 

New  York  City 
Wednesday,  May  15,  1963 

Reception  7:00  p.m.  Dinner  Dance  8:00  p.m. 

Dress  Optional  Tickets  $17.50 

Mark  the  date  on  your  calendar  now ! 
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Medical  Schools 


Albany  Medical  Center 

Chief  of  gastroenterology.  John  A.  Balint, 
M.D.,  assistant  professor  of  medicine.  Univer- 
sity of  Alabama  Medical  Center,  became  the 
first  full-time  head  of  gastroenterology  on  April 
1.  Dr.  Bahnt’s  duties  will  include  patient  care, 
departmental  administration,  undergraduate 
and  graduate,  and  research. 

Professor  of  experimental  pathology  and 
toxicology.  Frederick  Coulston,  Ph.D.,  has 
resigned  his  posts  at  the  Sterling-Winthrop  Re- 
search Institute,  Rensselaer,  to  become  profes- 
sor of  experimental  pathology  and  toxicology. 
Dr.  Coulston  plans  to  initiate  a research  pro- 
gram in  drug  evaluation.  This  program  will 
include  the  study  and  development  of  new  labo- 
ratory technics  for  measuring  the  safety  and 
efficacy  of  drugs  and  other  chemicals.  He  will 
also  establish  a graduate  teaching  program  in 
toxicology  for  physicians  and  basic  medical 
scientists.  Dr.  Coulston  is  a founder  of  the 
Society  of  Toxicology. 

Columbia  University  College  of  Physicians 
and  Surgeons 

Speakers.  Walter  Judd,  M.D.,  former  Con- 
gressman from  Minnesota,  and  former  medical 
missionary  to  China,  spoke  on  “The  Significance 
of  the  American  Medical  Missionary  Overseas” 
on  March  14.  Other  speakers  in  the  two-session 
program  on  March  14  on  the  different  roles  of 
the  American  physician  in  world  medicine  were; 
John  W.  Cashman,  M.D.,  deputy  chief  of  medi- 
cine, Peace  Corps,  who  discussed  “The  Peace 
Corps  and  Medical  Service  Overseas:  Present 
Operations  and  Outlook”;  John  Snyder,  M.D., 
dean.  School  of  Public  Health,  Harvard,  and 
director  of  the  American- Arabian  Oil  Company 
virus  project;  Harold  W.  Brown,  M.D.,  pro- 
fessor of  parasitology,  at  the  College,  and 
Biroum  Noerjasin,  M.D.,  member  of  the  faculty 
of  medicine,  Airlangge  University,  Sarabaja, 
Indonesia. 

Cornell  University  Medical  College 

Lecturer.  Herbert  Conway,  M.D.,  clinical 
professor  of  surgery  (plastic  surgery)  and  at- 
tending surgeon  in  charge  of  plastic  surgery,  has 
returned  from  a six-week  tour  through  India, 
Pakistan,  Saudi  Arabia,  and  Lebanon.  As  a 
government  lecturer  under  the  State  Depart- 
ment’s auspices.  Dr.  Conway  spoke  before  the 
AU-India  Surgeons’  Conference  in  Calcutta. 

Aid  in  establishing  City  blood  agency. 
August  H.  Groeschel,  M.D.,  as  president  of  the 
Community  Blood  Council  of  Greater  New 
York,  and  Aaron  KeUner,  M.D.,  as  medical 


director  of  the  New  York  Blood  Center  and  its 
associated  Research  Institute,  are  among  those 
taking  final  steps  to  establish  the  first  central 
facihty  in  New  York  City  for  collecting  and  dis- 
tributing blood  and  for  studying  problems  in- 
volved in  blood  transfusion  and  related  areas. 
The  new  agency  will  be  housed  in  a building 
near  The  New  York  Hospital- Cornell  Medical 
Center  and  is  expected  to  be  opened  in  Novem- 
ber, 1963.  The  agency  will  not  only  collect  and 
distribute  blood,  by  emergency  mobile  units 
when  necessary,  but  it  will  keep  careful  records 
of  needs,  inventories,  donors,  and  such,  and 
will  investigate  such  unsolved  problems  as 
hepatitis,  storage  life,  and  antibody,  antigen, 
and  incompatibility  difficulties. 

Researcher  joins  Pediatrics  Department. 
James  L.  German,  HI,  M.D.,  assistant  profes- 
sor, Rockefeller  Institute,  will  become  associate 
professor  of  pediatrics  and  associate  attending 
Pediatrician  of  The  Hospital  on  July  1, 1963. 

Heart  Association  awards  and  an  appoint- 
ment. Glenn  D.  Lubash,  M.D.,  instructor  in 
medicine,  has  been  appointed  an  Established 
Investigator  of  the  American  Heart  Association 
for  a five-year  period  beginning  July  1. 

The  New  York  Heart  Association  in  its  1962 
report  aimounced  the  following  staflF  members 
and  students  as  recipients  of  grants  and  awards: 
Research  Grants-in-Aid;  Edward  I.  Gold- 
smith, M.D.,  Aaron  Kellner,  M.D.,  Aaron  J. 
Marcus,  M.D.,  S.  Frank  Redo,  M.D.,  and  Albert 

L.  Rubin,  M.D.  Senior  Research  Fellowships; 

Norman  Brachfeld,  M.D.,  and  George  W. 
Frimpter,  M.D.  Research  Fellow:  Donald  A. 
Fischman,  M.D.,  and  Sidney  Goldstein,  M.D. 
Research  Traineeship:  Kathryn  H.  Ehlers, 

M. D.  Summer  Medical  Student  Research  Fel- 
lowships: Paul  A.  Bienstock,  Steven  D. 

Douglas,  Morton  D.  L5rnn,  and  Elinor  Miller. 

Markle  scholar.  ThomasH.  Meikle,  Jr.,M.D., 
instructor  in  anatomy,  has  been  chosen  to  re- 
ceive a Grant  for  Scholars  in  Academic  Medicine 
by  The  John  and  Mary  R.  Markle  Foundation 
to  become  effective  July  1, 1963. 

Fifteenth  annual  alumni  award.  May  G. 
Wilson,  M.D.,  emeritus  chnical  professor  of 
pediatrics,  was  the  recipient  of  the  fifteenth  An- 
nual Award  of  the  Alumni  Association  for  Dis- 
tinguished Service. 

New  York  University  Schools  of  Medicine 

Professor  of  experimental  neurology.  Dr. 
Max  A.  Woodbury  has  been  appointed  professor 
of  experimental  neurology.  Dr.  Woodbury  has 
been  research  professor  of  mathematics  at  New 

continued  on  page  1262 
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York  University  and  serves  as  research  co- 
ordinator of  the  Data  Processing  and  Compu- 
tation Laboratory  and  of  the  Statistics  Labo- 
ratory of  the  Engineering  Research  Division  of 
the  University.  He  has  established  a biomedi- 
cal computing  facility  in  his  laboratories  in  the 
Department  of  Neurology  which  is  designed  to 
serve  the  research  needs  of  all  departments  rep- 
resented in  the  New  York  University  Medical 
Center. 

Visiting  professor.  Wilder  Penfield,  M.D.,  a 
founder,  former  director,  and  now  honorary 
consultant  to  the  Montreal  Neurological  In- 
stitute, McGill  University,  served  as  the  1963 
Louis  J.  Horowitz  Visiting  Professor  in  March 
at  the  Institute  of  Physicial  Medicine  and  Re- 
habilitation. 

Christian  A.  Herter  lecture.  Emanuel  Far- 
ber,  M.D.,  professor  and  chairman.  Department 
of  Pathology,  University  of  Pittsburgh  School 
of  Medicine,  dehvered  the  61st  Christian  A. 
Herter  Lecture  at  the  School  of  Medicine  on 
April  3.  Dr.  Farber  lectured  on  “Ethionine 
Fatty  Liver — A Model  in  Biochemical 
Pathology.” 

Alumni  day  honors.  Clarence  E.  de  la 
Chapelle,  M.D.,  ’1922,  associate  dean.  New 
York  University  Post-Graduate  Medical  School, 
was  presented  with  the  New  York  University 
Presidential  Citation  at  the  annual  Alumni  Day 
on  February  22.  Cmrier  McEwen,  M.D., 
’1926,  professor  of  medicine  and  former  dean  of 
the  School,  received  the  1963  New  York  Univer- 
sity Medical  Alumni  Scientific  Award. 

State  University  of  New  York  Downstate 
Medical  Center 

New  Teaching  and  research  hospital. 
Ground  was  broken  on  February  14  for  the  new 
$24,000,000  teaching  and  research  hospital. 
Completion  of  the  hospital  is  scheduled  for 
July,  1965.  Designed  specifically  as  a training 
center  for  medical  education,  the  new  hospital 
will  provide  the  additional  clinical  facilities 
which  will  enable  the  Downstate  Medical  Center 
to  help  overcome  the  growing  shortage  of  medi- 
cal care  in  the  Greater  New  York  Area  by  in- 
creasing its  enrollment  from  600  to  800  medical 
students,  and  by  providing  the  community  with 
one  of  the  most  modern  hospital  and  medical 
research  complexes  in  the  country.  Under  the 
educational  plan,  each  medical  student,  during 
his  last  two  years,  will  receive  part  of  his  clerk- 
ship training  in  the  new  hospital  and  the  re- 
mainder, as  at  present,  in  the  Medical  Center’s 
12  affiliated  hospitals.  The  hospital  will  serve 
as  the  nucleus  of  the  clinical  teaching  program. 

Special  lectures.  Thomas  McKeown,  M.D., 
professor  of  social  medicine.  University  of 
Birmingham  Medical  School,  England,  delivered 
a lecture  on  “Longitudinal  Methods  in  the  Study 
of  Hypertension,”  on  February  18  under  the 
sponsorship  of  the  Department  of  Environ- 


mental Medicine  and  Community  Health.  On 
February  25,  Jacob  Furth,  M.D.,  professor  of 
pathology,  Columbia  University  College  of 
Physicians  and  Surgeons,  dehvered  the  annual 
Jean  Redman  Ohver  lecture  on  “Character  and 
Pathogenesis  of  Conditioned  and  Autonomous 
Neoplasms.”  This  lectiure  was  sponsored  by 
the  Phi  Lambda  Kappa  Club.  Walter  Modell, 
M.D.,  director  of  clinical  pharmacology,  Cornell 
University  Medical  College,  spoke  on  “The 
Ethics  of  Clinical  Investigation”  on  March  11 
under  the  sponsorship  of  Sigma  Xi  Club. 
Benjamin  Castleman,  M.D.,  chnical  professor 
of  pathology.  Harvard  Medical  School,  dehvered 
the  annual  Alpha  Omega  Alpha  Lecture  on 
“Clinico-pathological  Aspects  of  Hyperpara- 
thyroidism” on  March  18. 

Postgraduate  course.  The  Department  of 
Physiology  is  offering  a postgraduate  course  on 
“Heart  Failure:  Facts  and  Fallacies”  which 

began  April  3 and  wih  continue  until  June  12. 
The  course  is  held  on  Wednesday  evenings  from 
7:00  to  9:00  p.m.  in  the  fourth  floor  lecture  haU 
of  the  Medical  Center’s  Basic  Sciences  Building. 
Registration  is  limited  to  35  persons  and  the  fee 
is  $44.  Requests  for  further  information  and 
registration  forms  should  be  addressed  to  the 
Office  of  Postgraduate  Education,  State  Uni- 
versity of  New  York  Downstate  Medical  Center, 
450  Clarkson  Avenue,  Brooklyn  3,  New  York. 

Appointments.  Lewis  L.  Robbins,  M.D.,  has 
been  appointed  chnical  professor  of  psychiatry, 
and  Harry  Sterling,  M.D.,  has  been  appointed 
lecturer,  both  in  the  Department  of  Psychiatry. 
In  the  Department  of  Pediatrics,  Clarence  F. 
Friedman,  M.D.,  has  been  reappointed  as  chni- 
cal assistant  professor  after  an  abscence  of  two 
years  due  to  filness.  Appointed  lecturer  in  the 
Department  of  Dermatology  is  Mrs.  Claire  L. 
Taschdjian.  Mrs.  Taschdjian  is  a specialist  in 
mycology. 

Research  grants  received.  A total  of  25 
research  grants  amounting  to  $622,578  was 
received  during  December,  1962,  and  January, 
1963.  Fourteen  of  the  grants  were  for  the  re- 
newal of  research  work,  and  11  were  for  the  sup- 
port of  new  research.  Eighteen  of  the  grants 
came  from  the  National  Institutes  of  Health, 
six  from  the  Health  Research  Council  of  the 
City  of  New  York,  and  one  from  the  Office  of 
Vocational  Rehabilitation. 

The  largest  grant  of  $110,466,  from  the  Health 
Research  Council  went  to  the  Alcohol  Clinic  of 
the  Department  of  Psychiatry  for  studies  of 
rehabilitation  of  alcohohcs. 

May  lectures.  Dr.  Vernon  M.  Ingram,  pro- 
fessor of  biochemistry,  Massachusetts  Institute 
of  Technology,  wiU  deliver  a lecture  on  “The 
Evolution  of  a Protein”  on  May  6.  This  lecture 
is  sponsored  by  the  Student  Council.  On  May 
17,  Professor  Giuseppe  Moruzzi,  professor  of 
Physiology,  University  of  Pisa,  Italy,  will  speak 
on  “The  Historical  Development  of  the  Deaf- 
ferentiation  Hypothesis  of  Sleep  from  Purkinje 
to  Our  Times”  at  a special  lecture  sponsored  by 
the  Graduate  Educational  Program. 
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Officers  / County  Medical  Societies  / 1963 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus  . 

Cayuga 

Chautauqua. 
Chemung. . . . 

Chenango 

Clinton 

Columbia. . . . 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 

Jefferson 

Kings 

Lewis 

Livingston . . . 

Madison 

Monroe 

Montgomery. 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond . . . 
Rockland .... 
St.  Lawrence. 

Saratoga 

Schenectady . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington  . 

Wayne 

Westchester  . 
Wyoming.  . . . 
Yates 


G.  Rehmi  Denton Albany 

John  F.  Glosser Wellsville 

Walter  Einhorn Bronx 

Michael  J.  Maggiore Endicott 

Leo  John  Murphy Olean 

William  W.  Robertson Auburn 

Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Charles  L.  DuBuar Sherburne 

John  Menustik,  Jr Plattsburgh 

Roger  C.  Bliss Hudson 

William  J.  McAuliffe Cortland 

Clarence  E.  Dungan Hancock 

James  K.  Keeley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

C.  Bradley  Sageman . . Saranac  Lake 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Hans  Leeds Catskill 

Arthur  H.  Mulligan Herkimer 

Thomas  P.  Hamilton.  . .Watertown 

Leo  S.  Drexler Brooklyn 

John  H.  Brooks Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Lynn  R.  Callin Rochester 

Philip  Cortese Amsterdam 

Jeff  J.  Coletti Old  Westbury 

Milton  Helpern New  York 

William  R.  Lewis.  . . .Niagara  Faffs 

E.  P.  Russell,  Jr Rome 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Lome  S.  Tieman Middletown 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  Duston  Rames.Cooperstown 

S.  Bernard  Ross Brewster 

Kurt  Rosenberg. . .Long  Island  City 

John  J.  Noonan Troy 

Robert  E.  Wolkwitz.  .Staten  Island 

L.  G.  Weishaar,  Jr Nanuet 

Lampher  C.  Weston Massena 

John  Esposito Saratoga  Springs 

Norman  D.  Kathan. . . .Schenectady 

Donald  Rich  Lyon Middleburg 

James  J.  Norton.  . . .Montour  Faffs 

Bruno  Riemer Romulus 

John  S.  Wolff Corning 

Jesse  W.  Mahoney East  Setauket 

Jacob  Rubin Woodburne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

John  A.  Cooke,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Walter  S.  Bennett Granville 

Myron  E.  Carmer Lyons 

Thomas  C.  Jaleski.  . .New  Rochelle 

G.  Stanley  Baker Castile 

Wilfred  D.  McCusker Penn  Yan 


John  J.  Phelan,  Jr Albany 

Kurt  Zinner Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Olean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginou ves Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  D.  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poffak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falls 

James  L.  Harrington ....  Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Faffs 

G.  Emerson  Learn . . . Mount  Morris 

FeUx  Ottaviano Oneida 

Maurice  M.  Maltinsky.  . .Rochester 
Helen  M.  Blanchard. . . .Amsterdam 

Louis  Bush Baldwin 

Wiffiam  L.  Wheeler,  Jr.. New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger . . . , Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt Oswego 

John  M.  Constantine Oneonta 

John  del  Campo Carmel 

Frank  W.  Farrell Flushing 

Thomas  R.  Engster .Troy 

Edward  E.  Malarkey . Staten  Island 

S.  B.  Adler Spring  Valley 

Wiffiam  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tjrtko Schenectady 

Jay  C.  Vickers  Deweff. . . .Cobleskill 

Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falls 

Milton  TuUy Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried.  . . .Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Charles  R.  Bannon Glens  Faffs 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

James  Q.  Haralambie.  . Larchmont 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Salvatore  Tabacco Albany 

Kurt  Zinner Wellsville 

Francis  J.  Loperfido Bronx 

F.  Maurice  Breed Johnson  City 

Duncan  C.  Wormer Portville 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

A.  A.  Mitchell Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

George  L.  Coffins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Wiffiam  H.  Raymond.  . .Johnstown 

James  McCutcheon Batavia 

Mahlon  A.  Atkinson Catskill 

Timothy  J.  Howard Newport 

James  L.  Harrington. . . .Watertown 

James  L.  O’Leary Brooklsm 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Robert  F.  Schramm Cazenovia 

Charles  D.  Sherman,  Jr..  .Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr. . Niagara  Falls 

Theodore  F.  Thomas Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger. . . .Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Nathan  Sharove.  . . .Lake  Mahopac 

Victor  S.  Lait Flushing 

John  J.  Pohl Troy 

J.  J.  Silverman Staten  Island 

D.  Hyman Suffern 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer . . Waterloo 

Milton  TuUy Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried. . . .Livingston  Manor 

Paul  Zoltowski Waverly 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Faffs 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  WoodhuU Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

NoD'Sectarian.  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRalalgar  7-2666 


PINEWOOD 


Walter  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.y.  Tel:  CEntral  2-31  55  NYC,  Direct,  Tel:  CY  5-0264 
A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


WEST  HELL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-TIudson,  New  York  City 
For  aervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

MRS.  HENRY  W.  LLOYD,  R.N.,  Administrator 
Telephone:  Kingsbridsc  9-8440 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D.,  Director 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 .00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line,  .^dd  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


Due*  Your  Medical  Assistant  Need  Additional  Training? 
EVBNING  courses  in  lab.  & X-RAY  AVAILABLE 
Our  l0-montht  day  count  Includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

trained  medical  office  assistants  available 


MoAtcLL  ScUooi 


854  W.  54  St— N Y C 
Circle  7-3434 


Licensed  by  the  Stale  of  New  York 


PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTICE,  OTOEGO  COUNTY.  LOVELY 
home-office  combination.  Fully  o<iuip|)ed  with  X-ray, 
diathermy,  etc.  Sale  or  rent.  Box  698,  % N.  Y.  St.  Jr. 
Med. 


FOR  SALE— LOS  ANGELES  SUBURB;  GENERAL 
and  industrial  firactice  in  smog  free  community  near  ocean. 
2,000  sq.  ft.  fully  equipped  modern  building.  Av.  gross 
$6,000  mo.  Will  support  a surgeon  and  internist,  or  two 
G.P.’s.  Low-down  and  reasonable  terms.  Three  open 
staff  hospitals  in  area.  Write  Box  307,  Manhattan  Beach, 
Calif. 


MID-HUDSON  VALLEY:  FLOURISHING  MEDICAL 
practice  for  sale,  fully  equipped.  Finest  location  in  in- 
dustrial city;  pop.  75,000;  accredited  hospitals;  intro- 
duction. Box  703,  % N.  Y.  St.  Jr.  Med. 


FOR  SALE— LONG  ISLAND:  EXCEPTIONAL  Op- 

portunity. Established,  thriving  general  practice  due 
recent  death.  Fully  equipped,  includ.  X-Ray.  Priced 
quicksale.  Terms.  Box  704,  %N,  Y. St.  Jr. Med. 


EQUIPMENT  FOR  SALE 


FOR  SALE:  PHILLIPS  200  MA  DIAGNOSTIC  X-RAY, 
spot  device,  tilt  table,  new  tube — $2,800.  Picker  therapy 
x-ray,  excellent  condition — $2,000.  IV  1-6534. 


JONES  AIR  BASAL— LIKE  NEW.  $150.00.  CALL 
PEekskill  7-5288  on  Mon.,  Wed.,  or  Fri.  after  9 A.M. 


25  YEAR  GENERAL  PRACTICE,  HOME  AND  OFFICE 
for  sale.  Vicinity  St.  Johns  Hosp.,  Queens,  N.  Y.  Very 
active;  will  introduce.  Leaving  to  specialize  July  1. 
Write  M.D.,  Box  20,  Maspeth  78,  N.Y. 


NYACK,  New  YORK.  COMPLETELY  EQUIPPED 
office  of  lately  deceased  General  Practitioner.  Hospital 
facilities.  Great  need  of  G.P.  in  this  area.  Write  Mrs. 
J.  Relland,  162  So.  Broadway,  Nyack,  N.Y. 
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PHYSICIANS  WANTED 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
be  Board  eligible.  Write  Box  581,  % N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


ANESTHESIOLOGIST  WANTED  (N.Y.  STATE 
licenced)  full  or  part  time  practice.  Fee  for  service  basis. 
Minimum  guaranteed.  Box  714,  % N.Y.  St.  Jr.  Med. 


NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  is  a 240  bed  community  hospi- 
tal with  a high  caliber  and  well  organized  teaching  program 
and  a progressive  philosophy  regarding  internship  training. 
We  are  accepting  applications  for  July  of  1963  and  invite 
your  inquiries.  Address:  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New  York. 


GENERAL  PRACTITIONER  WANTS  'aS  PARTNER 
1)  General  Practitioner,  rating  xcm-5  and/or  2)  Internist, 
Board  eligible,  still  doing  general  work,  specializing  later. 
University  city  upstate  New  York.  Modern  large  office. 
Income  first  year  ca.  20,000.  Permanent.  Congenial 
person,  not  over  45  (take  over  later).  Full  personal  and 
educational  background  in  first  letter;  American  or 
foreign  trained.  Box  675,  % N.  Y.  St.  Jr.  Med. 


E.E.N.T.  ASSOCIATE  REQUIRED.  BOARD  ELIGIBLE 
in  one  or  other  specialty.  Working  conditions  excellent,  i 
Capital  district.  Percentage  leading  to  full  partnership.  y { 
Tremendous  opportunity.  Box  712,  % N.  Y.  St.  Jr.  Med. 


/ 

LICENSED  ANESTHESIOLOGIST  WANTED  IN 
Central  Nassau  County.  Part  time,  morning  to  early 
afternoon.  Box  716,  % N.  Y.  St.  Jr.  Med. 


RESIDENT  PHYSICIANS— OUR  RESIDENT  STAFF  IS 
composed  of  5 retired  physicians.  We  can  accommodate 
2 additional  resident  physicians  with  New  Jersey  licenses. 
Salary  open.  Pinehaven  Nursing  Home  & Sanitarium, 
Inc.,  Joseph  O.  Smigel,  Executive  Director,  Bayville, 
New  Jersey.  DI  9-2050. 


BS 

I 


Si: 


G.P.  TO  ASSOCIATE  WITH  TWO  OTHER  G.P.’s,  20 
miles  from  New  York  City.  Excellent  working  condi- 
tions and  hospital  facilities.  New  York  license  and  com- 
pleted military  service  required.  Remuneration  $14,000 
per  year.  Excellent  opportunity  for  partnership.  Box 
680,  % N.Y.  St.  Jr.  Med. 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  RENT:  PHYSICIAN’S  OFFICE;  FIVE  ROOMS, 
centrally  air  conditioned  suite.  Conveniently  located  on 
main  thoroughfare  in  Flushing-Jamaica  area.  Call  HO 
4-6262. 


RADIOLOGIST  WILL  SHARE  HIS  WELL  EQUIPPED 
and  staffed  air-conditioned  offices  with  another  radiologist. 
Professional  building.  East  Side  Manhattan.  Rental  basis 
or  partnership.  Butterfield  8-1880. 


WANTED:  INTERNIST,  BOARD  QUALIFIED,  FOR 
large  hospital.  Box  702,  % N.  Y.  St.  Jr.  Med. 


WANTED— PHYSICIAN  AS  RESEARCH  ASSISTANT 
in  Cardiology.  Must  be  experienced  in  Phonocardio- 
graphy, Vectorcardiography  and  Cardiac  Catheterization. 
Box  711,  % N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED  WITH  TRAINING  IN  IN- 
ternal  medicine  to  join  me  in  a modern,  large  office  in  sub- 
urban New  York.  Offering  $12, 000/year  starting  salary 
with  complete  partnership  after  progressive  percentage  of 
income.  Box  709,  % N.  Y.  St.  Jr.  Med. 


SPACE  TO  RENT:  SHARE  SUITE  IN  NEW  MEDICAL 

building  near  Central  General  Hospital,  Plainview,  L.I. 
Call  GE  3-7171  before  9 P.M. 


FOR  SALE— SPACIOUS  COOPERATIVE  OFFICE,  • 
lower  Central  Park  location.  Available  furnished  and 
equipped  or  unfurnished.  Box  701,  % N.  Y.  St.  Jr.  Med. 


MEDICAL  OFFICE  FOR  RENT.  WILL  ALTER  TO 
suit.  7 Pulaski  Rd.,  East  Northport,  Long  Island,  New 
York.  CaU  516  AN  1-1068. 


WESTERN  NEW  YORK  COMMUNITY  NEEDS  GEN- 
eral  practitioner.  Write  C.  H.  Krochmal,  Administrator, 
Dansville  Memorial  Hospital,  Dansville,  N.  Y. 


SUITES  AVAILABLE 

Luxury  suites  available,  medical  professional  bldg. 
Rapidly  growing  Long  Island  Community — North  Shore. 
Full  or  part  time.  Call  OR  6-7142. 


ASSOCIATE  GROUP  BEING  FORMED.  WANTED, 
young  internist  or  general  practitioner  interested  in  internal 
medicine.  First  and  second  year,  good  income  guaran- 
teed. Progressive  hospital  Vs  mile  from  office.  Young 
physician  interested  in  future  growth  and  work  will  have 
unlimited  opportunity.  Box  708,  % N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  July-Aug.  Good  salary,  free 
placement.  350  member  camps.  Dept.  P.,  Association 
Private  Camps,  55  West  42  St.,  New  York  36. 


GARDINER,  N.Y.  NEEDS  A GOOD  GENERAL  PRAC- 
titioner.  Midst  farm,  vacation,  state  college  area.  Popula- 
tion growing.  Nearest  physician  12  miles.  Contact 
C.L.  Schoonmaker,  Civic  & Taxpayers  Assn.,  Gardiner, 
N.Y.  914  AL  6-6700. 


MAMARONECK  (WESTCHESTER  COUNTY)  N.  Y. 
Professional  Building.  Office  available  June  1st.  444  E. 
Boston  Post  Rd.  Tel.  212  LUdlow  4-2500. 


RADIOLOGICAL  AND  PHYSICAL  THERAPY  OFFICE  » 
and/or  practice  of  prominent  radiolorist;  unusual  oppor-  ^ 
tunity;  minimal  rent  in  professional  building,  midtown 
Manhattan  near  Fifth  Avenue.  Large  floor  space  avail-  .. 
able  for  individual  or  shared.  Box  710,  % N.  Y.  St.  Jr.  ( 
Med. 


POMPEY,  NEW  YORK— FOR  SALE  OR  RENT,  COLO-  k 
nial,  10  room  house  on  one  acre  plot  in  scenic  Pompey  Hills  ■ ; 

on  U.  S Route  #20.  Complete  apartment  on  second  floor;  B , 
13  miles  from  Syracuse,  4 miles  from  Cazenovia  Lake.  ^ 1 
Excellent  opportunity  for  lucrative  general  practice.  J.  , 
Write  R.  G.  Damiano,  M.D.,  2617  Court  St.,  Syracuse  8,  R* 

N.  Y. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


FOR  RENT;  DOCTOR’S  OFFICE,  EXCELLENT  LOCA- 
tion.  Mount  Vernon,  N.  Y.  Fully  equipped.  Full  or 
part-time.  Very  reasonable.  Phone  WH  9-1268  eves. 


CITY  LINE,  QUEENS-NASSAU.  NOW  RENTING  OF- 
fices  North  Shore  Professional  Building.  HI  5-8212 
255-17  Northern  Blvd.,  Little  Neck,  L.I. 


BKLYN,  N.  Y„  SHORE  RD.  VIC.  EXCELLENT  Op- 
portunity for  doctor  looking  for  practice.  One  family, 
brick,  detached,  residence,  office  & practice.  9 Rms. 
Patio,  dark  rm.,  office  & medical  eqpt.  Asking  $45,000. 
John  Lo  Schiavo,  SH  3-2370.  3015  Ave.  U.,  Bklyn  29. 


SALE;  NO.  WESTCHESTER:  EXCELLENT  OPPOR- 

tunity  for  doctor  in  large,  growing  community.  Ten  room 
house,  separate  entrance  to  finished  playroom  suitable  for 
offices.  One  mile  from  new  hospital.  Private  lake,  good 
schools,  M.  Sharkey,  Peekskill,  N.  Y.,  914  PE  7-0053. 


FOR  SALE;  HOUSE  & OFFICE,  HEMPSTEAD.  CLAS- 
sic,  center  hall  colonial.  3 bedrooms,  dressing  room,  4 
baths,  maid’s  room,  patio,  2 car  garage,  store  room. 
Basement  x-ray  office  adaptable  other  specimties.  $44,500. 
IV  1-6534. 


WOODSIDE,  QUEENS— NEW  BUILDING  DENSELY 
populated  area.  Rent  $125.  Location  at  bus  stops  and 
subway.  Prof.,  private  entrance.  Phone  516  PY  1-8440. 


RIVERDALE  PROFESSIONAL  BUILDING  (3265  JOHN- 
son  Avenue,  West  235th  Street,  Bronx,  N.Y.).  In  the 
heart  of  shopping  center  with  population  of  70,000  and 
growing  daily.  Occupancy-Spring,  1963.  Suites  now 
rented  to;  Two  Internists,  Two  Gynecologist-Obstetri- 
cians, Dentist,  Optometrist,  Riverdale  Mental  Health 
Association,  Pharmacy.  Ancott  Associates,  60  East 
42nd  Street,  New  York  17,  N.Y.  TN.  7-0290. 


FLORAL  PARK,  QUEENS,  NYC.  6 ROOM,  CEN- 
trally  air-conditioned  ranch  home  and  equipped  5 room 
basement  office.  Immediate  income  from  active  general 

Eractice.  All  for  real  estate  value  of  $35,000.  Owner 
saving  to  take  full-time  academic  post.  CaJl  FI  7-7501. 


FOR  RENT;  SUITE  IN  NEW  PROFESSION  L BUILD- 
ing  which  includes  offices  of  two  established  dentists. 
Modern,  one  story  structure,  fully  air  conditioned  with 
ample  parking.  Thriving  area  of  15,000  in  Hudson  Valley 
is  in  dire  need  of  a physician.  Write  R.J.  Messina,  D.D’S., 
Barclay  Heights,  Saugerties,  New  York. 


80’S  NEAR  PARK;  5 ROOMS,  2 BATHS,  GROUND 
floor.  Formerly  occupied  by  Obstetrician.  Spacefinders, 
OX  7-4887  or  UL  2-1920. 


BAYSIDE,  EXCELLENT  LOCATION  FOR  DOCTOR  OR 
dentist.  New  house  under  construction.  Venet  Homes 
Inc.,  93-05  101  Ave.,  Ozone  Park,  N.Y.  Hickory  1-6140. 


55  E.  MOSHOLU  PKWY.  NORTH.  BRONX.  PROFES- 
sional  office  available;  private  street  entrance  to  beautiful 
4 large  rooms,  7 closets.  Suitable  for  one  or  more  phys- 
icians. Convenient  to  transportation.  Call  MU  2-1080 
or  TU  1-1634  or  write  Commodore  Construction  Co.,  7 E, 
42nd  St.,  NYC  17. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (miale  and  female)  available.  Phone 
CH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Foimded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 


OB/GYN,  AGE  34,  BOARD  ELIGIBLE,  MARRIED; 
available  July  1963.  Prefer  downstate  area;  service  obli- 
gation completed;  interested  solo  or  association.  Please 
send  details  first  letter.  Box  693,  % N.  Y.  St.  Jr.  Med. 


INTERNIST,  BOARD  ELIGIBLE,  UNIVERSITY 
trained,  31,  married.  Completing  military  obligation  July, 
1963.  Desires  association  with  internist  or  group  in  New 
York,  New  Jersey.  Box  699,  %N.  Y.  St.  Jr.  Med. 


UROLOGIST,  58,  BOARD  CERTIFIED,  DESIRES  As- 
sociation with  Urologist  in  N.Y.C.  or  Westchester  County. 
Box  700,  % N.  Y.  St.  Jr.  Med. 


OBS.-GYN.,  AGE  30,  BOARD  ELIGIBLE,  UNIVERSITY 
trained,  available  July  1963.  Interested  in  association. 
Box  705,  % N.  Y.  St.  Jr.  Med. 


OB-GYN.  DESIRES  ASSOCIATION  OR  CLINIC 
finishing  residency  July  1963.  Age  30.  Army  completed. 
Box  707,  % N.  Y.  St.  Jr.  Med. 


RADIOLOGIST,  EXPERIENCED,  VERY  WELL 
qualified,  early  40’s.  desires  association.  Box  641,  % N.  Y. 
St.  Jr.  Med. 


G.P.  WITH  EXPERIENCE  IN  GYN.  AND  OB.,  N.  Y. 
State  licensed,  desires  practice  or  association.  Box  713, 
% N.  Y.  St.  Jr.  Med. 


OPHTHALMOLOGIST,  WELL-TRAINED,  BOARD 
Certified,  seeks  part  or  full  time  association  with  busy 
ophthalmologist  or  Group.  Box  715,  % N.  Y.  St.  Jr.  Med. 


CERTIFIED  THORACIC  SURGEON,  AGE  35,  UNIVER- 
sity  trained,  desires  association  with  group  or  full  time 
hospital  appointment.  Box  717,  % N.  Y.  St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  assures  good  results.  Free 
Service  first  18  days — rates  after  Free  Service  30%  on  ac- 
coimts  less  than  6 months  past  due;  33'/<%  than  a 
year;  35%  less  than  3 years  and,  50%  on  accounts  over  3 
years  old,  accounts  recovered  by  attorneys  and  on  the  first 
ten  dollars,  regardless  of  the  age  of  the  account.  Write  for 
listing  forms — Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y. 
36. 


SAVE  TONSILS  AND  ADENOIDS.  WILL  PAY  $5.00, 
and  postage  for  specimens  from  100  cases.  M.  Unger 
M.D.,  1465  Broadway,  N.Y. 


ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  1265 
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but  it  can  help  you  relieve 
the  suffering  of  your  patient 
in  PAIN  . . . 


by  reducing  the  anxiety  and  fear 
that  intensify  pain 


Thorazine^  is  not  an  analgesic 

brand  of  chlorpromazine 


by  potentiating  analgesics — enabling 
you  to  reduce  narcotic  dosage  by 
50  to  75% 

and  by  controlling  nausea  and  vomitir 


'Thorazine'  is  particularly  useful  in 
the  severe  pain  seen  in  your  cancer, 
surgical,  and  obstetrical  patients. 

It  is  available  in  a wide  variety  of 
dosage  forms,  including  injection, 
Spansule®  sustained  release  capsules, 
suppositories,  syrup  and  tablets. 

For  prescribing  information,  please 
see  PDR  or  SK&F  literature. 


Deltasmyl 

gives  safer  steroid  protection  from  asthma 


The  aim  of  therapy  in  asthma  should  be 
relief  of  bronchospasm  by  means  of 
decongestant  and  bronchodilating 
agents  plus  prednisone.  When  long- 
continued  prednisone  treatment  is  de- 
sirable, “the  use  of  bronchodilator 
medication  and  other  allied  drugs  should 
be  continued  in  order  to  decrease  the 
dosage  of  the  steroid  hormone  to  a mini- 
mum." (Barach,  A.L.  and  Bickerman, 
H.A. : Pulmonary  Emphysema,  Balti- 


more, The  Williams  and  Wilkins  Com- 
pany 1956,  p.  523.) 

One  Deltasmyl  tablet  provides  the 
smallest,  safest  dose  of  prednisone  (1.5 
mg.),  augmented  by  theophylline  (120 
mg.),  ephedrine  HCl  (15  mg.),  and 
phenobarbital  (8  mg.),  protects  against 
asthma  for  about  4 hours.  Not  more 
than  six  tablets  should  be  taken  in  24 
hours.  Bottles  of  50  tablets. 
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lil  VlfStitis.  having  weighed  tlie  classical  considerations  basic  to  management,  physicians  often  choose 
■iCLOMYCIN  demetliylchlortetracycline  HCl  for  broad-spectrum  antibiotic  therapy.  DECLOMYCIN  demethyl- 
jlortetracycline  HCl  produces  activity  levels  higher  than  do  other  tetracyclines. ..at  lower  dosage. ..and  main- 
ins  them  without  significant  fluctuation. 

Activity  is  prolonged  24  to  48  hours  after  the  last  dose,  thus  helps  protect  against  relapse  — an  “extra 
.mension”  in  broad-spectrum  control. 

i Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young  and  aged 
the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive.  Side  Effects  typical  of 
tracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  dermatitis,  overgrowth 
, nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advisable)  and, 
!‘ry  rarely,  anaphylactoid  reaction.  Contraindications:  none.  Capsules,  ISO  mg.  and  75  mg.  of  demethylchlor- 
itracycline  HCl.  Average  Adult  Daily  Dosage:  ISO  mg.  q.i.d.  or  300  mg.  b.i.d. 

BECLOMYCIN 

DEMETHYLCHLOKTETRACYCLINE  HCl 


■f 
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’’What  is  a 
tranquilaxant?” 


'A 


nswer: 


”A  drug  that  is  both 
a tranquilizer 
and  a muscle  relaxant!’ 


TRANCOPAL 

, . brand  of 

chlormezanone 


■■  H 


IC'-, 


As  a tranquilizer,  TRANCOPAL  (chlormeza- 
noneA/VinthropJ,  “is  effective  in  the  symptomatic 
treatment  of  anxiety.”i  Its  tranquilizing  properties 
are  similar  to  those  of  other  mild  tranquilizers.^ 
Furthermore,  it  relieves  tension  of  both  mind  and 
muscle  without  interfering  with  normal  activity 
or  alertness. 

The  muscle  relaxant  properties^  of  TRANCO- 
PAL (chlormezanone/Winthrop)  provide  an  extra 
dimension  of  effectiveness ...  relaxing  the  spasm 
which  so  frequently  accompanies  psychogenic 
disorders.  Hence,  the  total  therapeutic  effect  of 
TRANCOPAL  (chlormezanone/Winthrop)— a true 
"tranquilaxant”— is  to  produce  a relaxed  mind  in 
a relaxed  body. 


Winthrop),  such  as  occasional  drowsiness,  dizzi- 
ness, flushing,  nausea,  depression,  weakness 
and  drug  rash.  If  severe,  medication  should 
be  discontinued.  In  most  patients,  however,  side 
effects  are  minor  and  do  not  necessitate  inter- 
ruption of  treatment.  There  are  no  known  contra- 
indications. ~~ 

colored. 


1 


Unsurpassed  Tolerance:  Less  than  3 
per  cent  of  patients  develop  side  effects 
with  TRANCOPAL  (chlormezanone/ 


twM&ra/i 


WINTHROP  UBORATORIES 
New  York  18,  N.Y, 


Available:  200  mg.  Caplets®  (green 
scored),  100  mg.  Caplets  (peach  colored,  scored), 
each  in  bottles  of  100.  Dosage:  1 Caplet  (200  mg.) 
three  or  four  times  daily;  in  some  patients  100 
mg.  three  or  four  times  daily  suffices.  Children 
(5  to  12  years),  from  50  to  100  mg.  three  or  four 
times  daily. 

References;  1.  A.M.A.  Council  on 
Drugs:  J.A.M.A.  183:469  (Feb.  9)  1963. 
2.  Gruenberg,  F.:  Current  Therap.  Res. 
2:1  (Jan.)  1960. 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 
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USE  ‘POLYSPORINl,. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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White's^ 

Cod  Liver  OH 

Concentrate 

Drops 

With  Added  Vitamin  D, 


For  infants,  essential  vitamins  A and  D at  only  a penny 
a day!  Only  two  drops  a day  of  White’s  Cod  Liver  Oil 
Concentrate  provide  an  economical,  therapeutically 
sound  way  to  give  infants  vitamins  A and  D.  Each 
White’s  Cod  Liver  Oil  Concentrate  Drop  provides  1,560 
units  of  vitamin  A and  312  units  of  vitamin  D (equiva- 
lent to  one  teaspoonful  of  Cod  Liver  Oil,  N.F.).  Usual 
prophylactic  dose:  2 to  4 drops  daily.  Supplied:  drop- 
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throughout  the  wide  middle  range  of  pain  - control 

with  one  analgesic  PERCQDAN  tablets 

(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC) 

In  a comprehensive  range  of  indications  marked  by  moderate 
to  moderately  severe  pain,  Percodan  assures  speed,  duration, 
and  depth  of  analgesia  by  the  oral  route . . . acts  within  5 to  15 
minutes  . . . usually  provides  uninterrupted  relief  for  6 hours 
or  longer  with  just  I tablet . . . rarely  causes  constipation. 


Formula  — Each  scored  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxycodeinone  HCI  (Warn- 
ing: May  be  habit-forming),  0.38  dihydrohydroxycodeinone  terephthalate  (Warning:  May  be  habit- 
forming), 0.38  rng.  homatropine  terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg.  acetophenetidin, 
and  32  mg.  caffeine.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with 
only  half  the  amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine.  Both  products  are  on  oral  Rx 
in  all  states  where  laws  permit.  Average  Adult  Dose  - 1 tablet  every  6 hours.  Side  Effects  and  Contra- 
indications — Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or 
constipation  in  some  patients.  Percodan  should  be  used  with  caution  in  patients  with 
known  idiosyncrasies  to  acetylsalicylic  acid  or  acetophenetidin  and  in  those  with  blood 
dyscrasias.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 
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’U.S.  Pats.  2,628,185  and  2,907,768 


Medical  News 


Rehabilitation  center  established 

Establishment  of  a secondary  rehabilitation 
center  at  Grasslands  Hospital,  Valhalla,  under  a 
State-wide  program  has  been  announced  by 
Hollis  S.  Ingraham,  M.D.,  State  health  com- 
missioner. 

Under  the  terms  of  an  agreement  between 
Westchester  County  and  the  State  Health  De- 
partment, the  rehabilitation  center  will  receive 
up  to  $35,000  a year  in  support  of  any  deficit 
resulting  from  the  operation  of  its  services. 

The  center  is  the  tenth  in  a State-wide  plan 
which  calls  for  a network  of  12  primary  centers 
affiliated  with  medical  schools  and  teaching 
hospitals  and  15  secondary  rehabilitation  cen- 
ters. 

Centers  have  been  established  under  the 
program  in  New  York  City,  Syracuse,  Albany, 
Rochester,  West  Haverstraw,  Schenectady, 
Ithaca,  and  Utica. 

Diplomates  in  pathology  named 

The  American  Board  of  Pathology  has  an- 
nounced the  names  of  those  physicians  named 
diplomates  of  the  Board.  This  certification  is 
given  after  a pathologist  has  met  the  highest 
standards  of  the  medical  specialty  of  pathology, 
with  a minimum  of  four  years  of  training  and  ex- 
perience after  getting  his  M.D.  degree. 

Newly  appointed  diplomates  from  New  York 
State  include: 

Hans  H.  Baruch,  M.D.,  New  York  City; 
Stanley  Bauer,  M.D.,  New  York  City;  Daphne 
F.  Burdman,  M.D.,  Brooklyn;  Foo  Chu,  M.D., 
New  York  City;  Joseph  A.  Daino,  M.D.,  New 
York  City;  Assaad  S.  Daoud,  M.D.,  Albany; 
Leonare  Ezrow,  M.D.,  New  York  City;  Sanford 
M.  Farrer,  M.D.,  New  York  City;  Antonio  I. 
German,  M.D.,  Tupper  Lake;  Kurt  E.  Gerst- 
mann,  M.D.,  New  York  City;  John  J.  Ghidoni, 
M.D.,  Bronx;  James  S.  Glenn,  M.D.,  North- 
port;  Paul  E.  Kalish,  M.D.,  Bronx;  Alfred  F. 
Lagace,  M.D.,  Albany;  Philip  H.  Lieberman, 
M.D.,  Brooklyn;  Laura  Molho,  M.D., 
Bellerose;  Marianna  Mouradian,  M.D.,  Yon- 
kers; Bernard  Peison,  M.D.,  New  York  City; 
Randi  V.  Rosvoll,  M.D.,  New  York  City; 
Richard  F.  Sabbia,  M.D.,  Riverdale;  William 
C.  Sleight,  M.D.,  Buffalo;  Oleh  S.  Sochan, 
M.D.,  Yonkers;  and  Robert  D.  Terry,  M.D., 
New  York  City. 

Ophthalmology  courses 

The  Institute  of  Ophthalmology  of  the  Ameri- 

Material  for  inclusion  in  the  medica  Inews  section  must  be 
received  six  weeks  prior  to  publication  date. 


cas  announces  that  the  sixth  series  of  post- 
graduate courses  for  specialists  in  ophthal- 
mology will  be  given  from  September  3 through 
November  9. 

The  courses  will  include  the  following:  Ad- 
vances in  ocular  prostheses;  anomalies  of  ex- 
traocular muscles,  including  ptosis;  application 
and  use  of  the  indirect  ophthalmoscope;  basic 
biomicroscopy;  biomicroscopy;  biomicroscopy, 
using  near  ultra-violet,  cobalt  blue,  polarized 
and  infra-red  light;  clinical  bacteriology; 
clinical  problems  of  tear  formation;  complica- 
tions of  ophthalmologic  surgery;  contact  lenses; 
electrophysiology  and  applied  physiology  of  the 
eye;  enucleation  and  evisceration;  fundus  bio- 
microscopy; glaucoma;  gonioscopy;  heredity 
in  ophthalmology;  keratectomies  and  kerato- 
plasties; lacrimal  sac  surgery;  light  coagulation 
(Meyer-Schwickerath  apparatus);  low- vision 
aids;  ocular  biochemistry;  ocular  geriatrics; 
ocular  neuro-ophthalmology;  ocular  photog- 
raphy; ocular  radiology;  ocular  therapeutics; 
ocular  trauma;  ophthalmoscopy;  orthoptics; 
pathology,  pediatric  ophthalmology;  perimetry; 
physiologic  optics;  plastic  eye  surgery;  pleop- 
tics  and  macular  function  testing;  psychoso- 
matic factors  in  ophthalmology;  radio-isotopes 
in  ophthalmology;  recent  advances  in  cataract 
surgery;  refraction;  retinal  detachment;  sur- 
gery of  the  orbit;  tonography  and  applanation 
tonometry;  and  uveitis. 

For  catalogue  and  additional  information, 
write  to  Mrs.  Tamar  Weber,  Registrar,  Institute 
of  Ophthalmology  of  the  Americas,  New  York 
Eye  and  Ear  Infirmary,  218  Second  Avenue, 
New  York  3,  New  York. 

Memorial  lecture 

The  sixth  annual  Clara  Thompson  Memorial 
Lecture  will  be  held  on  April  28  at  4:00  p.m. 
in  the  Windsor  Room  of  the  Hotel  Commodore, 
42nd  Street  and  Lexington  Avenue,  New  York 
City. 

“New  Technics  for  Specific  Phases  of  Adoles- 
cent Development”  will  be  presented  by  J.  A. 
M.  Schouten,  M.D.,  of  Amsterdam,  Holland, 
with  Fritz  Redl,  M.D.,  as  discussant.  This  is 
the  first  presentation  in  the  United  States  of  an 
unusual  experiment  in  residential  rieatment  for 
adolescents  in  Holland. 

Warm  Springs  Foundation 

Significant  gains  were  made  by  the  Georgia 
Warm  Springs  Foundation  during  the  past  year 
in  its  program  to  utilize  its  facilities  to  care  for 
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to  provide 
needed  sleep 
for  your 
older  patients 


BETA-CHLOR’TABLETS 

CHLORAL  BETAINE 


'offer  the  proved  advantages  of  chloral  hydrate' Vith 
virtual  elimination  of  gastrointestinal  side  effects’ 

' The  active  component  of  Beta-Chlor  is  chloral  hydrate,  which,  unlike  the  barbiturates, 
produces  its  effect  essentially  — □ without  agitation^  □ without  excitement®  □ without 
1 morning  hang-over®  □ without  confusion®  □ without  depression  of  respiration  rate"* 

□ without  changes  in  blood  pressure^ 


Dosage  and  Administration:  1 or  2 Beta-Chlor  “500”  Tablets, 
15  to  30  minutes  before  bedtime.  Beta-Chlor  "250”  Tablets  are 
' recommended  for  daytime  sedation  and  for  children.  Caution; 

Doses  in  excess  of  recommended  dosage  should  be  administered 
I with  caution  to  patients  with  severe  cardiac,  hepatic,  or  renal 
I impairment.  Side  Effects:  Side  effects  such  as  gastric  irritation 
I and  excitement  have  been  reported  only  infrequently.  Tolerance 
I and  habituation  have  not  been  reported.  Supplied .-  Beta-Chlor 
I '‘250"  Tablets  (light  green)  each  containing  435  mg.  of  chloral 
) betaine  (equivalent  to  250  mg.  of  chloral  hydrate),  and 
Beta-Chlor  "500”  Tablets  (dark  green),  each  containing  870  mg. 
I of  chloral  betaine  (equivalent  to  500  mg.  of  chloral  hydrate). 


Bottles  of  100.  Additional  professional  information  available  on 
request  from  the  Medical  Department,  Mead  Johnson  Labora- 
tories. Evansville  21,  Indiana. 

References:  (1)  Ravetz,  E. : Current  Therap.  Res.6:75-80  (Feb.) 
1963.  (2)  Morrison,  B.  O.,  and  Bernheim,  E.:  accepted  for  pub- 
lication : J.  Am.  Geriatrics  Soc.  (3)  Current  Concepts  in  Therapy: 
New  England  J.  Med.  255 :706  (Oct.  11)  1956.  (4)  Goodman, 
L.  S.,  and  Gilman,  A.:  Pharmacological  Basis  of  Therapeutics, 
ed.  2,  New  York,  The  Macmillan  Company,  1956,  pp.  163-166. 
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patients  disabled  by  strokes,  arthritis,  spinal 
cord  lesions,  and  other  cripphng  diseases. 

In  its  annual  report  for  the  year  ended  Septem- 
ber 30,  1962,  the  Foundation  revealed  that  45 
per  cent  of  all  patients  treated  during  the  year 
were  admitted  with  diagnoses  other  than  polio. 

Since  the  advent  of  the  Salk  vaccine  in  1955, 
the  Foundation  has  apphed  the  skills  gained  in 
thirty-five  years  of  caring  for  polio  patients  to  a 
wide  range  of  other  types  of  physical  handicap. 

The  Wai’m  Springs  Foundation  attracted  pa- 
tients from  33  states  and  9 foreign  countries. 
Of  2,988  patients  examined  during  the  year,  654 
were  admitted  for  physical  medicine  or  surgery. 

During  the  year  the  Georgia  Warm  Springs 
Foundation  and  the  Georgia  Division  of  Voca- 
tional Rehabilitation  entered  into  an  agreement 
whereby  the  State  of  Georgia,  through  the 
Board  of  Education,  and  the  Federal  govern- 
ment, through  the  Hill-Burton  Hospital  Con- 
struction Act,  are  financing  the  construction  of  a 
comprehensive  rehabihtation  center.  The  cen- 
ter, now  under  construction  on  land  deeded  to 
the  State  by  the  Foundation,  is  designed  to 
serve  the  vocational  needs  of  the  physically  dis- 
abled. Medical  supervision  and  services  will  be 
provided  by  the  Warm  Springs  Foundation.  It 
is  anticipated  that  the  center  will  be  completed 
by  the  latter  part  of  this  year. 

American  Board  of  Obstetrics  and 
Gynecology 

Apphcations  for  certification  in  the  American 
Boar  d of  Obstetrics  and  Gynecology,  letters  re- 
questing reopening  of  applications,  and  requests 
for  re-examination  are  now  being  accepted  in  the 
office  of  the  Executive  Secretary.  AU  applica- 
tions and  letters  of  request  must  be  submitted  by 
July  1 and  accompanied  by  current  duphcate 
lists  of  patient  dismissals  for  the  preceding 
twelve  months. 

Candidates  are  urged  to  review  carefully  the 
current  bulletin  of  the  Board  which  may  be  ob- 
tained by  writing  to  the  office  of  the  Executive 
Secretary,  American  Board  of  Obstetrics  and 
Gynecology,  2105  Adelbert  Road,  Cleveland  6, 
Ohio. 

Ira  I.  Kaplan  lecture 

The  twelfth  Ira  I.  Kaplan  lecture  will  be 
held  May  22  at  5 : 00  p.m.  in  the  main  auditorium 
of  the  New  York  University  College  of  Medi- 
cine, 550  First  Avenue,  New  York  City. 

Henry  L.  Jaffe,  M.D.,  director  of  laboratories 
at  the  Hospital  for  Joint  Diseases,  will  speak  on 
“The  Roentgenopathologic  Features  of  Paget’s 
Disease  of  Bone  and  the  Comphcation  of 
Paget’s  Sarcoma.’’ 

Geriatrics  research  grants 

The  American  Geriatrics  Society  has  an- 
nounced the  renewal  of  three  $1,800  grants  to 
encourage  resident  physicians  to  devote  more 


time  to  the  study  of  the  medical  problems  of  the 
aged. 

The  grants,  made  possible  by  Lederle  Labo- 
ratories, pharmaceuticals  division  of  American 
Cyanamid  Company,  wiU  augment  salaries  paid 
to  residents  while  they  continue  their  medical 
education. 

Known  as  the  Lederle  Residency  Supple- 
ments, the  individual  grants  will  cover  the 
period  July,  1963,  to  June,  1964. 

Application  for  the  Lederle  Residency  Supple- 
ments should  be  addressed  to  the  Chairman,  Res- 
idents and  Interns  Committee,  American  Geri- 
atrics Society,  10  Columbus  Circle,  New  York  19, 
New  York.  Deadline  for  applications  is  May 
20. 

Announcement  of  the  grantees  will  be  made 
at  the  annual  meeting  of  the  American  Geriatrics 
Society  in  Montreal  in  June. 


Glaucoma  symposium 

The  diagnosis  and  medical  management  of 
glaucoma  will  be  the  subject  of  a symposium 
sponsored  by  the  Manhattan  Eye,  Eai'  and 
Throat  Hospital  and  held  at  the  Barbizon-Plaza 
Hotel,  New  York  City,  on  May  25  from  9:30 
A.M.  to  5 : 30  P.M. 

The  speakers  will  include:  Bernard  Becker, 
M.D.,  Stephen  M.  Drance,  M.D.,  Miles  A. 
Galin,  M.D.,  George  Gorin,  M.D.,  Raymond 
Harrison,  M.D.,  Richai'd  Inghma,  M.D., 
Narendra  Krishna,  M.D.,  Irving  H.  Leopold, 
M.D.,  Adolph  Posner,  M.D.,  Edward  W.  Pur- 
nell, M.D.,  H.  Saul  Sugar,  M.D.,  Simegn  Taffet, 
M.D.,  Frederick  H.  Theodore,  M.D.,  and  Her- 
bert P.  Vogel,  M.D. 

The  program  will  consist  of  papers  and  a panel 
discussion  with  opportunity  for  questions  to  be 
submitted  by  the  audience.  Registration  fee  is 
$6.00;  advance  registration  is  desirable. 

Further  information  may  be  obtained  from 
Carl  Stromgren,  M.D.,  Registrar,  Glaucoma 
Symposium,  Manhattan  Eye,  Ear  and  Throat 
Hospital,  210  East  64th  Street,  New  York  21, 
New  York. 


Reference  panel  appointments 

Members  of  the  reference  panel  on  the  Ameri- 
can Hospital  Formulary  Service  for  1963  have 
been  approved  by  the  Board  of  Directors  of  the 
American  Society  of  Hospital  Pharmacists. 

Reference  panel  members  review  the  drug 
monographs  prepared  for  inclusion  as  supple- 
ments to  the  American  Hospital  Formulary 
Service  which  is  now  distx'ibuted  to  more  than 
2,000  American  hospitals. 

New  York  State  members  of  the  panel  for 
1963  include:  Arthur-  C.  DeGraff,  M.D.,  pro- 
fessor of  therapeutics.  School  of  Medicine,  New 
York  University;  and  Frank  C.  Ferguson,  Jr., 
M.D.,  professor  and  chahman.  Department  of 
Pharmacology,  The  Albany  Medical  College. 
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BALANCED  THERAPY  FOR  C H 0 LESTE  R 0 L- PH  OS  PH  0 LI  PI  D IMBALANCE. 


IN  ATHEROSCLEROSIS,  OTOSCLEROSIS,  VITREOUS  OPACITIES,  LIVER  DISOROERS 

Extensive  clinical  experience  using  Lipozyme  and  Betazyme*  has  demonstrated  the  superior  response 
of  patients  with  degenerative  diseases  to  the  balanced  therapeutic  approach  provided  by  these  two 
enzyme  preparations.  Administered  concurrently,  they  act  effectively  to  reverse  the  biochemical  im- 
balance, in  which  hypercholesterolemia  is  induced  by  disturbed  cholesterol-phospholipid  metabolism.^ 


LIPOZYME  TABLETS 

Lipozyme  Tablets  supply  correctly  bal- 
anced proportions  of  lipotropic  factors: 
choline,  methionine,  and  inositol  (approx- 
imately one  gram  total  per  tablet),  to 
reduce  the  cholesterol  levels  of  the  blood. 


BETAZYME  TABLETS 

Betazyme  Tablets  supply  balanced 
amounts  of  oxytropic  factors ; all  the  B vita- 
mins, cocarboxylase,  yeast  enzymatic  hydro- 
lysate, divalent  minerals  and  amino  acids, 
to  promote  cellular  oxidation  processes. 


DOSAGE:  One  tablet  of  each  t.i.d.,  after  meals.  SUPPLIED:  Bottles  of  100  tablets 


Samples  and  Professional  Information  on  Request 


BARROWS  BIOCHEMICAL  PRODUCTS  CORP. 


INWOOD,  LONG  ISLAND,  NEW  YORK 


Blochemicals  • Manufacturing  Chemists  • Pharmaceuticals. 


I.  Eggers,  H.:  "Lipotropic  sub- 
stances for  the  absorption  of 
vitreous  opacities."  New  York  St. 

J.  Med.  51:2255,  1951. 


"REFERENCES 
2.  Kopet2ky,  S.  "Reversal  of 
the  biochemical  processes  in 
cases  of  cochlear  and  vestibular 
dysfunction,"  i.  Int.  Coll.  Surg. 
13:139,  1950. 


3.  Tuttle,  E.;  "Methods  of  the 
early  determination  of  athero- 
sclerosis and  preventive  meas- 
ures." J.  Ins.  Med.  5:4.  1950. 
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Recruiting  program 

The  Suffolk  Academy  of  Medicine,  trying  to 
interest  high  school  juniors  and  seniors  in 
medical  careers,  has  launched  “Operation 
DOT”  (Doctors  of  Tomorrow).  The  DOT  pro- 
gram will  include  talks  by  doctors  at  25  to  30 
high  school  assemblies  on  the  medical  profes- 
sion; an  essay  contest  on  “Medicine  as  a Ca- 
reer” with  a $100  prize;  and  the  award  of  a 
$1,000  medical  school  scholarship  donated  by 
the  Suffolk  Academy  of  General  Practice,  to  a 
Suffolk  high  school  student. 

Personalities 

Elected.  Elvin  Gottdiener,  M.D.,  to  the 
board  of  directors  of  New  York  City’s  Blue 
Shield  ...  A.  W.  Martin  Marino,  Sr.,  M.D., 
Brooklyn,  re-elected  to  the  Board  of  Colon  and 
Rectal  Surgery,  American  College  of  Surgeons. 

Speakers.  L.  Emmett  Holt,  M.D.,  emeritus 


Investment 

Advisory 

Service 

Providing  portfolio  super- 
vision for  both  individual 
and  institutional  investors 
on  a fee  basis. 

Direct  inquiries  to 
Investment  Advisory 
Department 


CARL  M.  LOEB, 
RHOADES  8c  CO. 

Members  New  York  Slock  Exchange 
42  WALL  STREET,  N.  Y.  5 
375  Park  Avenue,  N.  Y.  22 


professor  of  pediatrics  at  New  York  University  1 
School  of  Medicine,  New  York  City,  on  “Over-  < 
nutrition-Calories  and  Specific  Nutrients,”  spon-  \ 
sored  by  the  Long  Island  Dietaric  Association 
at  Meadowbrook  Hospital,  East  Meadow,  on 
March  12  ...  A.  W.  Martin  Marino,  Jr.,  M.D., 
Brooklyn,  before  the  Brooklyn  unit  of  the  New 
York  Cancer  Committee  on  March  5 on  “Cancer 
of  the  Colon  and  Rectum”  . . . Stanley  T. 
Michael,  M.D.,  research  associate  at  the  Cornell 
University  Medical  College,  on  “The  Psychiatry 
of  Social  Phenomena”  at  Brooklyn  College  on 
March  ip  . . . George  T.  Pack,  M.D.,  New  York 
City,  dedicatory  address  on  February  20  at  ^ 
opening  ceremonies  of  the  Hope  Cancer  In- 
stitute in  Kingston,  Jamaica,  under  the  auspices  ' 
of  the  Jamaica  Cancer  Society  . . . Arthur  Q. 
Penta,  M.D.,  Schenectady,  Pan-American  Medi-  . 
cal  Association  president  of  section  on  oto-  J 
rhinolaryngology  and  broncho-esophagology,  at  | 
the  Association’s  38th  anniversary  congress  in  I 
San  Juan,  on  March  1,  on  “Bronchoscopy  in  I 
Treatment  of  Chronic  Bronchitis,  Asthma,  and  I 
Emphysema.”  I 


WANTED! 


AUGUST  15th  ISSUE 
OF  THE  JOURNAL 


We  should  very  much  appreciate 
your  donating  this  back  issue  to  the 
Society.  We  are  in  short  supply, 
and  need  this  particular  back  num- 
ber for  foreign  and  medical  school 
requests.  Please  send  to:  New  York 
State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 
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the  patient  under  physiologic  stress... 

a prime  candidate  for 

MYADEC 

high-potency  vitamin  formula  with  minerals 


It  is  generally  agreed  that  vitamin  requirements 
are  often  increased  after  surgery,  during  acute  or 
chronic  stages  of  disease,  throughout  convales- 
cence, and  at  other  times  of  physiologic  stress. 
Moreover,  nutritional  intake  may  be  inadequate  as 
a result  of  restricted  diets.  In  conditions  such  as 


these,  MYADEC  can  provide  an  extra  measure  of 
support.  Just  one  capsule  a day  provides  9 vita- 
mins in  therapeutic  potencies,  plus  a supplement 
of  selected  minerals  normally  present  in  body 
tissues.  MYADEC  is  also  useful  for  the  prevention 
of  vitamin  deficiencies  in  patients  whose  usual 
diets  are  lacking  in  these  important  food  factors. 

Each  MYADEC  capsulecontains:  Vitamins:  Cyanocobalamin 
-5  meg.;  Riboflavin  — 10  mg.;  Pyridoxine  hydrochloride  — 
2 mg.;  Thiamine  mononitrate- 10  mg.;  Nicotinamide- 
100  mg.;  Ascorbic  acid- 150  mg.;  Vitamin  A-(7.5  mg.) 
25,000  units;  Vitamin  D — (25  meg.)  1,000  units;  u-alpha- 
tocopheryl  acetate  concentrate -5  I.U. 


Minerals;  Iodine  — 0.15  mg.;  Manganese— 1 mg.;  Cobalt  — 
0.1  mg.;  Potassium -5  mg.;  Molybdenum -0.2  mg.;  Iron 
-15  mg.;  Copper-1  mg.;  Zinc-1.5  mg.;  Magnesium- 
6 mg.;  Calcium-105  mg.;  Phosphorus-80  mg.  (Minerals 
supplied  as  potassium  iodide,  dibasic  calcium  phosphate, 
sodium  molybdate,  and  the  sulfates  of  manganese,  cobalt, 
potassium,  iron,  copper,- zinc,  and  magnesium.) 

Bottles  of  30,  100,  and  250. 


PARKE-DAVIS 

PARH£.  DAVIS  4 COMPANY,  Dtiroit  37,  Miehlgtn 


Medical  Meetings 


Student  American  Medical  Association 

The  thirteenth  annual  meeting  of  the  Student 
American  Medical  Association  will  be  held  at 
the  Sherman  House,  Chicago,  May  2 through 
5. 

One  of  the  features  of  the  four-day  meeting 
will  be  a speech  by  Michael  DeBakey,  M.D., 
Houston,  Texas,  on  “The  Role  of  the  Physician 
in  Our  Changing  Society.”  Another  highlight 
will  be  the  speech,  “Faith  as  a Factor  in  Psy- 
chotherapy,” by  Corbett  Thigpen,  M.D.,  co- 
author of  the  novel.  The  Three  Faces  of  Eve. 

There  will  be  a symposium  on  “The  Newer 
Uses  of  Corticosteroid  Therapy,”  presentation 
of  award-winning  scientific  papers  by  S.A.M.A. 
members,  an  exhibit  of  medical  photographs  and 
illustrations,  and  a mock  trial  on  “The  Mal- 
pratcice  Trial  of  Dr.  Keasey  Kildare.” 

Other  speakers  include  Walter  Alvarez, 
M.D.,  Chicago,  Illinois;  Albert  Ritt,  M.D., 
president  of  the  American  Academy  of  General 
Practice;  George  Stilwell,  M.D.,  president  of 
the  American  Medical  Writers’  Association; 
and  George  M.  Fister,  M.D.,  president  of  the 
American  Medical  Association. 

Brooklyn  Thoracic  Society 

The  Brooklyn  Thoracic  Society  will  meet  on 
May  8 at  8:15  p.m.  at  the  State  University  of 
New  York  Downstate  Medical  Center,  450 
Clarkson  Avenue,  Brooklyn. 

Paul  M.  ZoU,  M.D.,  clinical  associate  pro- 
fessor of  medicine.  Harvard  Medical  School,  and 
research  associate,  Beth-Israel  Hospital,  Boston, 
will  speak  on  “Electricity  and  the  Heart: 
Therapeutic  Implication.”  All  physicians  are 
invited. 

Medical  conference 

A medical  conference  will  be  held  on  May  9 
at  3:30  p.m.  in  the  Louria  Auditorium  of  the 
Jewish  Hospital  of  Brooklyn,  555  Prospect 
Place. 

Irving  G.  Kroop,  M.D.,  clinical  associate  pro- 
fessor of  medicine  at  State  University  of  New 
York  Downstate  Medical  Center,  wiU  speak  on 
“Primary  Pulmonary  Hypertension.”  Dis- 
cussants wiU  be  Bernard  Wechsler,  M.D.,  in- 
structor in  medicine.  State  University  of  New 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


York  Downstate  Medical  Center,  and  director 
of  cardiology.  Kings  County  Hospitad;  and 
Gordon  Hennigar,  M.D.,  professor  of  pathology. 
State  University  of  New  York  Downstate  Medi- 
cal Centet. 


School  health  convention 

The  fifth  preconvention  session  on  school 
health  will  be  held  in  conjunction  with  the  an- 
nual meeting  of  the  American  Medical  Associa- 
tion in  the  Ambassador  Hotel,  Atlantic  City, 
New  Jersey,  at  7 : 30  p.m.  on  June  16.  The  meet- 
ing is  sponsored  jointly  by  the  American  School 
Health  Association  and  the  American  Medical 
Association,  through  the  Department  of  Health 
Education  and  its  Division  of  Environmental 
Medicine. 

The  session  is  planned  in  conjunction  with  the 
opening  of  the  A.M.A.  annual  meeting  to  permit 
interested  physicians  to  attend  both  meetings. 
Dentists,  nurses,  educators,  and  other  personnel 
involved  in  the  school  health  program  are  also 
urged  to  attend. 

The  program  wiU  feature  George  M.  Fister, 
M.D.,  president  of  the  A.M.A.,  and  Irma  B. 
Fricke  of  the  A.S.H.A.,  and  a symposium  on 
professional  preparation  of  school  health  person- 
nel. 


Academy  of  Psychosomatic  Medicine 

The  Academy  of  Psychosomatic  Medicine  will 
hold  its  second  symposium  on  “Anxiety  and 
Depression”  at  the  Marlborough  Blenheim 
Hotel,  Atlantic  City,  New  Jersey,  June  15  and 
16. 

The  sessions  will  begin  at  8:30  a.m.  on  June 
15.  Panels  will  consider  “Psychiatric  Education 
of  the  Non- Psychiatrist,”  “The  Multiple  Roots 
of  Emotional  lUness,”  and  “Problems  in  Clinical 
Psychophsumacology,”  as  weU  as  problems  in 
differential  diagnosis  of  different  forms  of 
anxiety  and  depression. 

On  June  16  “The  Psychopharmacology  of  De- 
pression” will  be  considered.  This  will  be  fol- 
lowed by  a spontaneous  panel  which  wiU  deal 
with  “Psychosomatics,  Psychopharmacology, 
and  Psychotherapy.” 

For  futher  information  contact  'the  program 
chairman,  Wilfred  Dorfman,  M.D.,  1921  New- 
kirk Avenue,  Brooklyn  26,  New  York. 
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Chemical  Company 
St.  Louis  8,  Mo. 


ATHEROSCLEROSIS 


lODO-NIACIN*  is  the  modern  drug  for  atherosclerosis.  It 
permits  long  continued  administration  of  protected  potas- 
sium iodide  in  full  dosage  without  iodism} 

Iodides  inhibit  the  increase  of  cholesterol  in  the  liver  and 
blood  and  the  development  of  atherosclerosis.^  They  are  used 
in  the  treatment  of  circulatory  diseases  including  athero- 
sclerosis, coronary  sclerosis  and  angina  pectoris.^ 

Idiosyncrasy  to  iodides  is  common  and  iodism  may  occur 
after  small  doses.'*  Niacinamide  hydroiodide,  combined  with 
potassium  iodide  in  lodo-Niacin,  prevents  and  corrects 
iodism.® 

In  a clinical  study  of  59  cases  of  generalized  atheroscler- 
osis, lodo-Niacin  relieved  dizziness  in  71%  of  cases,  vague 
abdominal  distress  in  87%,  chronic  headaches  in  61%,  and 
disorientation  in  50%.  No  iodism  in  any  case! 

Composition:  Each  tablet  contains  potassium  iodide  135 
mg.  (2*4  gr.)  and  niacinamide  hydroiodide  25  mg.  (%  gr.). 
Slosol  coated  pink,  in  bottles  of  100. 

Dosage:  2 tablets  three  or  four  times  daily.  May  be  con- 
tinued for  long  periods  without  iodism.  Also  available  in 
ampuls. 

Side  Effects:  Not  a single  case  of  iodism  resulting  from 
the  use  of  lodo-Niacin  has  been  reported. 


-NIACIN 


THERAPEUTIC  VALUE  WITHOUT  IODISM 


REFERENCES: 

1.  Am.  J.  Digest,  Dis.  22:5,  1955. 

2.  Circulation  5:647,  1952. 

3.  Sollmann’s  Manual  of  Pharmacology,  8th- 
ed.,  1957,  p.  1121. 

4.  Drill’s  Pharmacology  in  Medicine,  2nd  ed., 
1958  p.  562. 

5.  M.  Times  84:741,  1956. 


*U.S.  Patent  Pending 


COLE  CHEMICAL  COMPANY 
3721-27  Laclede  Ave.,  St.  Louis  8,  Mo. 

Gentlemen:  Please  send  me  professional  literature  and  samples  of  lODO-NIACIN. 
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WORRY  FREE! 

SUGAR  FREE!  SALT  FREE! 
CARBOHYDRATE  FREE! 
PROTEIN  FREE!  FAT  FREE! 


IT’S  FUN  TO  KEEP  FIT 
WITH  NO-CAL! 

No-Cal  is  the  soft  drink  you  can  pre- 
scribe with  complete  confidence  — it’s 
America’s  first  and  most  famous  sugar- 
free  soft  drink. 

Sweetened  with  calcium  cyclamate, 
No-Cal  is  absolutely  non-fattening  and 
safe  for  diabetics  and  dieters. 

10  delicious  flavors  and  zesty  mixers, 
No-Cal  is  the  only  carbonated  beverage  to 
add  so  much  care-free  sparkle  to  limited 
regimens.  (You’ll 
enjoy  it, 

Convenient  no-'^  CU&RANTEES 
deposit  bottles, 

W 
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HOPE  IS  A SHIP 

she  needs  your  continuing  help 


HOPE  stands  for  “Health  Opportunities  for  People 
Everywhere.” 

S.S.  HOPE,  the  floating  medical  teaching  center,  re- 
cently returned  from  her  very  successful  maiden  voy- 
age to  Indonesia  and  South  Vietnam.  The  yoyage  of 
the  HOPE  ship  proved  that  true  people-to-people 
diplomacy  of  helping  to  give  “health  opportunities” 
can  and  does  work... and  is  appreciated. 

But,  in  order  that  the  S.S.  HOPE  I,  with  her  needed 
sister  ships,  can  continue  to  spread  health  and  Amer- 
ican goodwill,  she  needs  your  continuing  help. 

While  skilled  American  professionals  aboard  are 
drawn  from  a list  of  over  3,000  volunteers,  serving 
without  pay,  the  costs  are  high  for  sending  our  medi- 


Donated  as  a public  service  by 
this  publication  and  the 
Pharmaceutical  Advertising  Council^ 


cal  diplomats  to  points  of  the  world  where  HOPE 
is  wanted.  HOPE  needs  help  from  all  Americans... 
and  now... in  the  form  of  dollars.  Won’t  you  donate 
your  next  fee  to  the  worthy  cause  of  giving  HOPE 
to  everyone... everywhere?  Help  show  that  the  peo- 
ple of  America  are  concerned  about  the  problems  of 
other  peoples. 


r — 1 

j HOPE,  P.O.  Box  9808,  Washington  15,  D.  C.  j 

I Here  is  $ to  help  Project  HOPE.  (Please  make  ■ 

I checks  payable  to  Project  HOPE.)  All  contributions  are  i 

I deductible  under  the  provisions  of  Section  170  of  the  Inter-  ■ 

I nal  Revenue  Code  of  1954.  . 

I Please  send leaflets  for  distribution  to  my  pa-  > 

I tients,  friends  and  associates.  ■ 

I □ Please  let  me  know  how  I may  help  Project  HOPE  ■ 

I in  other  ways.  ■ 

I Name I 

I Address  I 
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vacancy 

“The  direct  cost  for  caring  for  the  mentally  ill  is 
$1 .7  billion  a year.  Workers  who  become  mentally  ill 
lose  over  half  a billion  dollars  in  earnings  each  year. 

Staff  in  one  mental  hospital  recently  tried  an 
experiment  with  65  patients  who  had  been  confined 
for  an  average  of  13  years.  They  practiced  the  best 
treatment  methods  notv  knotvn  and,  within  six 
months  to  a year,  37  of  these  patients  were  well 
enough  to  be  discharged.  Only  eight  of  the 
discharged  patients  failed  to  hold  the  gains  they  had 
made  for  at  least  a year  after  they  left  the  hospital."* 


Hope  now,  where  there  was  no  hope.  Drugs  which 
help  now,  where  there  were  no  known  drugs  which 
helped  — even  five  years  ago.  Independent  drug 
research  is  continuing  in  this  vital  area.  But,  should 
it  be  discontinued  because  the  cost  must  somehow  be 
reflected  in  the  ultimate  price  of  the  new  drug— 
if  it  is  to  be  discovered?  Or  should  the  sign  read, 
as  it  has  throughout  time  in  overcrowded 
mental  institutions : “NO  VACANCIES.” 

*U.S.  Department  of  Health,  Education  and  Welfare, 

Public  Health  Service  Publication  No.  813. 


This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription  products. 


PHARMACEUTICAL  MANUFACTURERS  ASSOC.  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


A I special  | margarine 
for  the  atherosclerosis  diet 


rhe  latest  report*  in  ihtJAMA  on  atherosclerosis 
liets  states,  “...it  appears  logical  to  attempt  to 
reduce  high  concentrations  of  cholesterol  and 
Dther  serum  lipids  as  an  experimental  therapeutic 
procedure.” 

Since  this  report  recognizes  table  spreads  as  an 
important  source  of  dietary  fat,  we  believe  that  it 
IS  in  your  professional  interest  to  know  about  the 
'atty-acid  composition  of  Mrs.  Filbert’s  Corn  Oil 
Margarine. 

Mrs.  Filbert’s  Corn  Oil  Margarine  is  a special 
margarine  * * made  f rom  1 00%  corn  oil,  over  50% 
of  which  retains  its  liquid  characteristics. 


Because  of  its  high  linoleic  content,  its  ratio  of 
polyunsaturates  to  saturates  is  about  1 .7  to  1 . . . 
and  equals  the  highest  level  available  today  in  any 
corn  oil  margarine. 

Of  the  total  fatty  acid  content,  28%  is  cis-cis 
linoleic  acid. 

Moreover,  when  you  recommend  Mrs.  Filbert’s 
Corn  Oil  Margarine,  your  patient  is  assured  of 
receiving  unmatched  taste  and  flavor  satisfaction 
— an  important  consideration  in  promoting  ad 
herence  to  any  therapeutic  regimen. 

*AMA  Council  on  Foods  and  Nutrition:  The  Regulation  of 
Dietary  Fat,  JAMA  181:411-423  (August  4,  1962). 

**AMA  Council  on  Foods  and  Nutrition:  Composition  of 
Certain  Margarines,  7/4A//4  179:719  (March  3,  1962). 


Made  from  100%  corn  oil  with  liquid  corn  oil  as  its  major  ingredient 

For  additional  information— including  detailed  listings  of  component  characteristics— please  write  to  us. 

J.  H.  FILBERT,  Inc. 

BALTIMORE  29,  MARYLAND 
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Skin  Deep 


Allergic  and  inflammatory  dermatoses, 
including  psoriasis,  have  in  many  patients 
shown  dramatic  response  to  ARISTOCORT 
Triamcinolone  systemic  therapy.  But  it  also 
provides  gratifying  symptomatic  control 
with  only  minimal  interference  with 
other  metabolic  functions.  In  this  respect, 
ARISTOCORT  Triamcinolone,  when  com- 
pared with  other  corticosteroids,  old  and  new, 
is  distinguished.  Typical  steroid  problems  of 
sodium  retention  and  edema,  undesirable 
euphoria,  or  voracious  appetite  and  excessive 
weight  gain  rarely  occur. 

ARISTOCORT  Triamcinolone  is  indicated 
when  anti-inflammatory,  anti-allergic  action 
of  glucocorticoids  is  desired,  side  effects  of 
glucocorticoids  generally : Cushingoid  effects, 
hirsutism,  leucopenia,  purpura,  vertigo, 


fatigue,  increased  hyperglycemia,  osteopo- 
rosis, gastrointestinal  hemorrhage,  cataracts, 
growth  suppression  in  children  and  in- 
creased intracranial  pressure.  Other  gluco- 
corticoid effects  thought  more  likely  to  occur 
with  triamcinolone:  i-eversible  weakness  of 
muscles  and  flushing  of  face. 

PRECAUTIONS:  ARISTOCORT  Triamcino- 
lone should  be  used  with  exti’eme  caution  in 
viral  infection,  particularly  herpes  simplex 
and  chicken  pox,  in  tubercular  or  fungal 
infection,  in  active  peptic  ulcer,  acute 
glomerular  nephritis  or  myasthenia  gravis. 
FORMULA— Tablets  (scored)  containing  1 
mg.,  2 mg.  or  4 mg.  of  triamcinolone. 
Syrup  — 2 mg.  of  triamcinolone  diacetate 
per  5 cc.  (5  mg.  of  triamcinolone  diacetate 
is  equivalent  to  4 mg.  of  triamcinolone). 


Aristocorf 

Triamcinolone 

Maximum  steroid  benefits  with  minimum  steroid  penalty 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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This  is  haif  an  inspection 
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Inspecting  a coated  tablet  poses  a two-sided 
problem:  How  do  you  make  certain  that  both 
top  and  bottom  are  flawless  without  picking  up 
each  tablet  and  turning  it?  ■ We  have  a ma- 
chine especially  designed  to  do  the  job.  The 
tablets  pass  along  a belt  under  the  watchful 
eye  of  an  inspector.  Any  tablet  that  has  the 


slightest  irregularity  in  shape  or  coating 
rejected.  Then  a second  belt  overrides  the  fii 
and,  holding  the  tablets  tightly  in  place,  tur 
them  over  and  delivers  them  to  another  b< 
for  inspection  of  the  other  side.  ■ It  is  anoth 
in  a long  series  of  control  measures  design' 
to  deliver  quality  pharmaceuticals  every  tiir 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.  A. 
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Information  for  Authors 

Original  papers  will  be  considered  for  publica- 
tion with  the  understanding  that  they  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
750  Third  Avenue,  New  York  17,  New  York. 

Preparation  of  Manuscript:  Manuscripts 

should  be  face  copy  typed  double-spaced  with 
adequate  margins  on  firm  paper.  Carbon  copy 
flimsy  can  not  be  used.  The  first  page  should 
list  the  title,  the  name  of  the  author  (or  authors), 
degrees,  and  any  institutional  or  other  credits. 
Pages  should  be  numbered  consecutively. 
Tables  should  be  typed  and  numbered  and 
should  have  a brief  descriptive  title.  Quota- 
tions must  include  full  credit  to  both  author  and 
source.  Periodical  references  should  include  in 
order:  author’s  name  with  initials,  title,  peri- 

odical abbreviation,  volume,  pages,  and  year. 
References  should  be  numbered  consecutively 
in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs 
should  be  submitted.  Illustrations  should  be 
numbered  consecutively  and  indicated  in  the 


text.  The  number,  indication  of  the  top,  and 
the  author’s  name  should  be  attached  to  the  back 
of  each  illustration.  Legend  should  be  typed, 
numbered,  and  attached  to  each  illustration. 
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Editorials 


Education  for  disaster 


While  nations  teeter  on  the  brink  of 
nuclear  holocaust  and  men’s  hopes  are 
fastened  on  peaceful  solutions,  it  would  be 
the  height  of  folly  to  be  unprepared  for  the 
worst. 

While  bending  every  effort  to  make  reason 
and  brotherhood  prevail  in  international 
relations  it  nevertheless  behooves  us  simul- 
taneously to  make  a cold  appraisal  of  the 
results  of  failure. 

In  the  event  of  nuclear  disaster  the  medical 
profession  will  be  called  on  for  leadership 

Freedom  to  inform 

A trial  court  in  Brooklyn  in  a recent  mal- 
practice case  showed  the  “good  judgment” 
and  followed  the  admonition  to  “look  to  the 
quality  and  genuineness  of  the  proof”  de- 
manded by  New  York’s  highest  court  in  the 
now  well-known  “cancerphobia”  case. 

In  the  instant  action  the  treating  doctor 
was  accused  of  erroneously  informing  the 
patient  that  her  arrested  pulmonary  tuber- 
cular condition  had  became  active  and  that 
tuberculosis  germs  were  in  her  stomach. 

The  patient  claimed  that  this  misinforma- 
tion and  the  resultant  therapy  caused  her  to 
suffer  from  a tuberculosis  phobia  and  likened 
her  situation  to  that  of  the  psychic  injury 
suffered  by  the  cancerphobia  victim  whose 
recovery  against  the  original  treating  doctor 
encompassed  the  damaging  effects  of  the 
information  imparted  to  her  by  her  sub- 
sequent physician. 

The  Court  noted  that  the  patient  was  a 
highly  nervous  person,  always  apprehensive 
about  her  long-standing  disease,  and  it  saw 
little  reason  to  doubt  her  testimony  that 
she  had  become  exceedingly  conscious 
of  the  possibility  of  the  spread  of  the  tuber- 
culosis germ  to  her  intestines  and  that  her 
doctor’s  statements  and  treatment  caused 
her  real  distress. 


and  service  beyond  anything  previously 
known.  It  was  with  this  in  mind  that  the 
American  Medical  Association  through  its 
Council  on  National  Security  conducted 
important  meetings  in  June  and  November 
of  last  year  to  inform  physicians  on  the 
various  aspects  of  civil  defense  and  disaster 
planning.  We  shall  publish  the  reports  from 
these  meetings  as  a series  of  special  articles. 
They  are  factual  and  informative  and  reflect 
the  present  thinking  and  planning  for  the 
unthinkable. 


The  trial  judge  went  on,  however,  to 
direct  a verdict  for  the  doctor,  explaining 

In  the  light  of  the  overwhelming  evidence  that 
the  diagnosis  of  active  tuberculosis  disclosed 
by  him  to  the  plaintiff  and  his  administration 
of  effective  chemotherapy  were  medically 
warranted  and  constituted  no  deviation  from 
standard  medical  practice.  The  doctor  had 
thus  met  all  the  tests  of  skill  and  learning, 
method  of  treatment  and  acceptable  standards 
for  medical  care. 

On  aU  the  evidence  the  statement  (that  the 
“germs  may  have  reached  her  intestines”) 
clearly  was  a requisite  medical  technique  to 
induce  plaintiff,  then  suffering  from  stomach 
pains,  to  undergo  the  treatment  and  indeed, 
though  she  may  have  been  badly  frightened, 
plaintiff  may  be  alive  today  because  of  the 
very  chemotherapy  thus  administered  to 
her. 

The  judge  also  discussed  the  recent  de- 
cisions in  New  York  which  have  held  that  a 
person  may  recover  damages  for  psychic 
injury  caused  by  a neghgent  act  without 
physical  injury  or  contact.  However,  he 
noted  that  no  cases  had  been  brought  to  his 
attention  which  held  a doctor  liable  for 
causing  fright  and  a psychic  injury  brought 
on  by  a statement  in  the  course  of  the  doc- 
tor’s diagnosis  or  treatment. 
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The  Court  noted  that  the  doctor  may  have 
been  mistaken  and  possibly  should  have 
awaited  added  clinical  signs  and  medical 
proof  “but  certain  it  is  that  if  he  was  in 
error,  it  was  an  imderstandable  error,  if  not 
an  error  of  judgment.” 

Of  particular  importance  and  interest  is 
this  observation  of  the  trial  judge: 

Had  this  defendant  failed  to  fully  alert 
plaintiff  he  could  conceivably  have  been 
subjected  to  censure  and  suit  and  thus,  on 
plaintiff’s  reasoning,  there  is  jeopardy  both 
for  making  the  disclosure  and  for  withholding  it. 
Were  doctors  to  be  made  conscious  of  the 
possibility  of  suit  for  honestly  explaining  their 
diagnosis  to  patients  for  purpose  of  swift 
cure  they  would,  with  so  hazardous  a cloud 
over  them,  tend  to  avoid  doing  so.  What 
sort  of  medicine  would  we  then  achieve? 
The  practice  of  medicine  would  then  become 
a secretive  practice  with  doctors  uncom- 
municative to  patients,  delaying  therapy  and 
withholding  information  for  fear  that  fright- 


The  imperishable  input 

In  these  days  of  high-speed  electronic 
coding,  sorting,  computing,  and  retrieving 
of  information,  we  have  become  so  accus- 
tomed to  the  language  of  this  new  science 
that  we  have  added  some  of  its  words  to  the 
general  domain. 

The  A.M.A.  Education  and  Research 
Foundation  can  be  likened  to  a giant  com- 
puter with  a heart.  The  objective  of  its 
student  loan  program  is  to  insure  the  future 
of  American  medicine.  An  input  of  only 
$100  to  the  AMA-ERF  Student  Loan  Fund 
win  generate  a bank  loan  of  $1,250^ — enough 
to  finance  a medical  student’s  training  for 
half  a year.  The  power  of  that  $100  dona- 
tion is  self-sustaining.  When  the  student 


ened  patients  might  turn  upon  them.  Indeed, 
professionals  in  other  fields  would  also  find 
advice  to  clients  most  hazardous  if  fright 
were  caused  therapy  (sic.  thereby).  Think 
of  the  plight  of  a lawyer,  sued  by  a frightened 
cardiac  client  when  informed  of  the  poor 
prospects  of  a lawsuit  or  of  the  size  of  the 
proposed  fee  which  could  be  exceeded  by  the 
client’s  recovery  against  the  lawyer  for 
fright.  [R]eason  and  common  sense  demand 
that  in  the  interest  of  public  health  and  safety 
a doctor  who  stands  in  a special  relationship 
to  his  patient,  even  if  his  diagnosis  be  not 
fully  verified,  shall  be  free  to  inform  his 
patient  of  the  presence  of  disease  if  he  needs 
to  alert  her  to  it  or  to  induce  her  to  embark 
upon  safe  and  healing  therapy. 

He  concluded  by  stating,  in  part,  that: 

It  therefore  seems  to  me  that  a psychic 
injury  suit,  based  upon  fright  from  medical 
advice  by  a diagnosing  doctor,  should  be 
confined  togrossnegligence  and  is  not  warranted 
if  the  information  is  well  founded  not  capri- 
cious and  does  not  induce  harmful  therapy. 


completes  his  training  he  will  repay  the  debt, 
and  the  $100  will  return  to  the  fund,  where 
it  becomes  available  to  help  finance  a medi- 
cal education  for  another  student. 

A contribution  of  $1,000,  if  donated  now, 
could  provide  financial  aid  to  produce  a new 
physician  in  1970,  another  in  1977,  in  1984, 
again  in  1991,  and  in  1998,  and  the  $1,000 
would  stiU  be  in  the  fund,  serving  the  cause 
of  medicine  over  and  over.  What  better 
way  is  there  to  make  your  influence  felt 
throughout  the  twentieth  century  and 
beyond? 

Mail  your  check  to  the  AMA-ERF 
Student  Loan  Fund,  535  North  Dearborn 
Street,  Chicago  10,  Illinois. 
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MEDICAL  SOCIETY 
OF  THE  STATE 
OF  NEW  YORK 


Annual  Dinner  Dance 


WEDNESDAY 
MAY  15,  1963 

TERRACE  BALLROOM 
STATLER  HILTON 

32nd  Street  & 
Seventh  Avenue 
New  York  City 


in  honor  of 

JOSEPH  A.  LANE,  M.D. 

President 


Reception  at  7 p.m. 

Gourmet  Dinner 
Music  by  Ben  Cutler 
Dress  Optional 

Subscription  $17.50  Per  Person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York  17,  New  York 

Please  send  me tickets  for  the  Annual  Dinner  Dance  on  May  15. 

Enclosed  please  find  my  check  for . 


NAME 


ADDRESS 


Please  attach  guest  list 
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I OimOTI  I®^*^TIDIARRHEAL 

• I TABLETS /LI QUID 


brand  of  Diphenoxylate  Hydrochloride  with  Atropine  Sulfate 


PROMPT  • SAFE  • EFFICIENT 


Lomotil  directly  controls  the  mecha- 
nism of  diarrhea.  Therefore,  it  acts  to 
give  symptomatic  rehef  in  all  diarrheas. 

Lomotil  promptly  arrests  acute  diar- 
rhea and  controls  chronic  or  refractory 
diarrhea  with  a high  degree  of  safety. 

Pharmacologic  considerations  indi- 
cate that  Lomotil  acts  on  the  smooth 
muscle  of  the  intestines  and  thus  lowers 
the  excessive  propulsive  motUity  respon- 
sible for  increased  fluidity  and  frequency 
of  stools.  This  localized  action  makes 
Lomotil  unusually  free  of  secondary 
effects. 

By  reducing  excess  propulsive  motU- 
ity,  Lomotil  assures  safe,  selective  symp- 
tomatic control  of  virtually  all  diarrheas. 

Dosage:  For  adults  the  recommended 
initial  dosage  is  two  tablets  (2.5  mg. 
each)  three  or  four  times  daily.  Lomotil 


maintenance  dosage  may  be  as  low  as 
two  tablets  daily. 

Lomotil  is  supplied  as  unscored,  un- 
coated white  tablets  of  2.5  mg.  and  as 
liquid  containing  2.5  mg.  in  each  5 cc. 
A subtherapeutic  amount  of  atropine  sul- 
fate (0.025  mg.)  is  added  to  each  tablet 
and  each  5 cc.  of  the  liquid  to  discour- 
age deliberate  overdosage.  Recom- 
mended dosage  schedules  should  not  be 
exceeded. 

Note:  Lomotil  is  an  exempt  preparation 
under  Federal  narcotic  statutes. 

Detailed  information  and  directions 
for  use  in  children  and  adults  are  avail- 
able in  Physicians’  Product  Brochure  No. 
81.  G.  D.  Searle  & Co.,  P.  O.  Box  5110, 
Chicago  80,  Uhnois. 

e.D.  SEARLE  & CO. 

Research  in  the  Service  of  Medicine 


t 

>>■ 


1301 


Schedule  Time  For  A Top  Scientific  Program 

at  your 

NEW  YORK  MEDICAL  MEETING 

STATLER  HILTON  HOTEL,  NEW  YORK  CITY,  MAY  13-17 


Join  in  discussion  with  some  of  the  nation’s  leading  medical  practitioners,  including: 
Alexander  Brunschwig  of  Memorial  Hospital,  New  York  City;  Charles  L.  Dunham,  Atomic 
Energy  Commission,  Washington,  D.  C.;  Ray  Gifford,  Cleveland  Clinic;  William  Likoff 
and  John  H,  Moyer,  Hahnemann  Medical  College  and  Hospital,  Philadelphia;  Ogelsby 
Paul,  University  of  Illinois  School  of  Medicine,  Chicago;  Howard  B.  Sprague,  Massa- 
chusetts General  Hospital,  Boston,  and  Shields  Warren,  Harvard  Medical  School  at  the 
New  England  Deaconess  Hospital,  Boston. 


GENERAL  SESSIONS 

MONDAY,  MAY  13 

2:00-4:30  p.m. — Advances  in  Drug  Therapy  And  Current  Attitudes  Toward  Newer 
Medications.  (Category  I Credit  has  been  requested) 

TUESDAY,  MAY  14 

9:30  A.M.-Noon — What  Can  The  Family  Doctor  Do  To  Aid  In  Cancer  Control?  (Category 
I Credit  has  been  requested) 

WEDNESDAY,  MAY  15* 

2:00-4:30  P.M. — Management  Of  The  Complications  Of  Atherosclerosis  From  The  Bio- 
chemical Approach  To  The  Patient  As  A Whole.  (Authorized  as  ac- 
ceptable for  three  hours  of  Category  I Credit) 

THURSDAY,  MAY  16* 

2:00—4:30  P.M. — Coronary  Thrombosis:  Management  From  The  Prodromal  Through 

Rehabilitative  Stages.  (Authorized  as  acceptable  for  three  hours  of 
Category  I Credit) 

FRIDAY,  MAY  17 

9:30  A.M.-Noon — Radiation  Effects  And  Safe  Procedures  In  Medical  Radiation.  (Category 
I Credit  has  been  requested) 


P/us  23  Scientific  Section  Meetings  And  Many  New  Exhibits 


* These  sessions  are  being  held  under  the  auspices  of  the  American  Therapeutic  Society  Educational  Program 
in  Practical  Therapeutics  in  conjunction  with  the  New  York  County  Chapter  of  the  American  Academy  of 
General  Practice. 
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Scientific  Articles 


Selected  Events 
Leading  to  Development 
of  Space  Medicine 

CONSTANTINE  D.  J.  GENERALES,  JR., 
M.D.,  D.  PHIL. 
New  York  City 

Formerly  Assistant  Professor  of  Space  Medicine  and 
Coordinator,  Space  Medicine  Program, 
New  York  Medical  College,  and 
Consultant,  Advanced  Military  Systems, 
David  Sarnoff  Research  Center, 
Radio  Corporation  of  America, 
Princeton,  New  Jersey 


^PACE  TRAVEL  has,  in  the  shortest  period 
if  time,  captured  universally  the  attention 
if  yoimg  and  old.  I am  not  a historian, 
)ut  I shall  try  to  touch  on  some  interesting 
ispects  leading  to  the  development  of  space 
aedicine,  a new  field,  whose  impact  could 
lardly  have  been  foreseen  even  by  the  most 
irogressive  scientist  as  recently  as  ten  years 

igo. 

A truly  objective  historic  recording  of 
luman  events  is  not  achieved  easily  by  au- 
ochthonic  man  who  was  born  and  died  on 
his  planet  and  is,  therefore,  biased  in  one  way 
ir  another.  This  state  will  not  necessarily 
emain.  Generations  from  now  a human 
migre  to  a planet  or  some  new  type  of  in- 
elligent  being,  inconceivable  at  this  time, 
rom  somewhere  beyond  the  earth’s  gravita- 
ional  sphere  will  make  factual  recordings  of 
nan  on  terra  nostrum. 

Let  us  examine  more  closely  some  of  the 
vents  in  human  affairs  that  were  shared  or 
)ioneered  by  certain  members  of  the  medical 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
lociety  of  the  State  of  New  York,  New  York  City,  Section 
n History  of  Medicine,  May  16,  1962. 


FIGURE  1.  Daedalus  and  Icarus,  after  Bernard 
Picart,  1731  (courtesy,  Bettmann  Archive). 


profession  within  the  last  three  miUeniums. 
The  possibility  of  man  traveling  through 
interplanetary  space  has  been  a very  old 
dream  and  probably  is  as  old  as  the  science 
of  astronomy  itself,  going  back  to  the 
Babylonians  and  Chinese.  The  winged  gods 
and  angels  in  mythology  gave  imaginative 
expression  to  this  early  dream  of  freedom 
from  an  earthbound  existence. 

Space  travel  in  mythology 

Wan  Hu,  an  otherwise  obscure  Chinese 
official  who  was  desirous  of  exploring  the 
heavens,  had  an  ingenious  contraption  built 
between  two  large  kites  to  which  a saddle 
was  attached,  forming  the  center  of  a frame- 
work containing  47  strategically  situated 
rockets  that  were  fired  by  47  coolies.  Wan 
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FIGURE  2.  A prenewtonian  concept  of  compara- 
tively lesser  gravitational  attraction  on  the  surface 
of  the  earth's  natural  satellite  (courtesy,  Widener 
Library,  Harvard  University). 

Hu  disappeared  noisily,  machine  and  aU, 
into  black  smoke  some  4,000  years  ago! 

The  Egyptians  revealed  Isis  on  a bas- 
relief,  stretching  out  her  wings  to  waft  air 
and  life  to  her  murdered  spouse.  Daedalus 
and  Icarus  had  no  way  of  differentiating 
between  atmosphere  and  outerspace.  One 
can  easily  see  that  Icarus  was  the  first 
victim  of  the  heat  barrier,  although  perhaps 
not  quite  as  we  understand  it  today  (Fig.  1). 

Hero  of  Alexandria  discovered  about  120 
A.  D . the  principle  of  the  rocket.  His  aelopile 
(steam  propulsion)  would  open  and  close  the 
door  to  a temple,  an  action  considered  super- 
natural. Next,  the  Chinese  employed  solid 
propellent  rockets  in  the  siege  of  Mongolian- 
held  Kaifeng  in  1232. 

The  first  record  in  history  of  a flight  into 
celestial  space  is  found  in  True  History  by 
Lucian  of  Samosata*  (120  to  200  A.D.) 
wherein  he  describes  that  his  ship  with  50 


occupants  was  caught  in  a whirlwind  in  the  ■ 
Mediterranean  and  lifted  up  some  3,000  ■! 
furlongs  (375  miles)  into  the  air.  After  I 
sailing  seven  days  and  seven  nights,  they  ■ 
landed  on  an  island,  Selene,  in  the  sky  in-  n 
habited  by  Hippogyans  or  horse  vultures.  9 
After  occupying  the  moon,  the  sun  was  next.  II 
Lucian  and  his  group,  Endymion,  king  of  9 
the  moon,  and  Phaeton,  king  of  the  sim,  H 
contemplated  a landing  on  the  Morning  9 
Star  which  is  Venus.  9 

A passage  in  this  very  interesting  novel  w 
is  worth  noting:  “Now  therefore  my  pur-  9 
pose  is  once  again  to  denounce  war  and  to  9 
expedite  a colony  of  people  there:  if  there-  9 
fore  you  will  participate  with  us  in  our  ex-  A 
pedition  ...”  (this  is  reminiscent  of  the  1962  S 
pronouncements  of  President  Kennedy  and 
Premier  Khrushchev  toward  realistic  co- 
operation  in  space  exploration).  Lucian’s  ' 
highly  imaginative  writings  shaped  the 
thinking  of  more  recent  fiction  writers  cen- 
turies later,  as  evidenced  in  their  space 
novels,  such  as  Bishop  Francis  Godwin, 
1638,  Cyrano  de  Bergerac,  1656,  Jules 
Verne,  1865,  and  H.  G.  WeUs,  1901.  Also, 
Ramon  y Cajal,^the  famous  neuroanatomist, 
wrote  a book  on  a voyage  to  Jupiter! 

Early  pioneers  of  space  travel  jJ 

It  is  interesting  to  note  that  Francis  li 
Godwin,  in  his  book  Man  in  the  Moone,  pub- 
lished 1638,  describes  how  the  hero  of  his  j 
novel  noticed  that  his  weight,  as  he  was  I 
leaving  the  earth  on  a raft  was  “disappear-  j 
ing”  and  on  landing  on  the  lunar  surface 
observed  that  the  puU  on  the  moon  was  | 
much  weaker  than  the  earth’s  thus  enabling 
him  to  jump  to  great  heights  (Fig.  2). 
These  deductions  are  indeed  remarkable,  i 

J 

since  they  were  made  four  years  before  the  j 
birth  of  Newton.  j 

Of  stiU  further  interest  in  the  employ-  i 
ment  of  the  rocket  by  man  is  the  fact  that  | J 
the  rocket  antedated  the  balloon  in  historic  j 
times  by  more  than  half  a millenniiun.  , 
Incidentally,  Kazimierz  Siemienowicz,’  (j 
Lieutenant  General  of  Ordnance  to  the  King  ^ 
of  Poland,  set  forth  in  1650  A.D.  the  prin- 
ciple  of  the  multistage  rocket.  He  featured  }i  . 
a three-stage  rocket,  with  each  step  having  < : 
its  own  gunpowder  stage,  fuel,  fuse,  and  ; 
nozzle.  However,  it  took  roughly  three  ; 
himdred  years  to  utilize  the  rocket  for  bio- 
medical probes  into  the  vastness  of  space.  j 
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As  early  as  1660,  Robert  Boyle,  ^ the 
philosopher  and  chemist  who  gave  the  first 
reasonable  explanation  of  the  barometer  in 
1666,  studied  with  minute  accuracy  the 
behavior  of  various  animals  in  a decompres- 
sion chamber.  He  continued  his  experimen- 
tations and  writings  until  his  death  in 
1691.  His  fourteenth  and  last  publication 
in  1692  was  titled  The  General  History  of 
Air.  In  my  opinion,  Boyle  deserves  in  a 
very  special  way,  far  above  anybody  else, 
to  be  regarded  as  the  father  of  space  medi- 
cine. In  his  paper,  “Continuation  of  Ob- 
servations concerning  Respiration,”  pub- 
lished in  1670,  he  presented  the  first  account 
of  aeroembolism.  This  was  some  one 
hundred  years  before  the  discovery  of 
oxygen  by  Priestley  and  Steele  in  1774. 

Man’s  next  recording  of  biologic  experi- 
mentation without  the  possible  stigma  of 
myth  was  carried  out  in  1783.  In  that  year, 
on  September  19,  two  French  brothers, 
Joseph  and  Etienne  Montgolfier,  succeeded 
in  sending  up  in  a hot  air  linen  balloon  the 
world’s  first  live  cargo  consisting  of  a sheep, 
a cock,  and  a duck.  The  aerial  trip  took 
place  before  the  Court  of  Versailles.  The 
balloon  rose  to  a height  of  1,500  feet  and 
eight  minutes  later  settled  down  two  miles 
from  the  point  of  departure.  All  of  the 
passengers  returned  safely.  However,  there 
was  one  unrelated  mishap  of  a minor  nature. 
Not  so  well  padded  as  the  duck,  the  cock, 
feeling  a little  chilly  in  the  open  gondola  and 
seeking  woolly  warmth,  suffered  injury  from 
a kick  by  the  sheep  who  apparently  resented 
the  intimacy. 

This  feat  of  the  Montgolfier  brothers 
created  great  enthusiasm  for  human  ascent 
and,  following  the  rescinding  of  a short- 
lived order  by  Louis  XVI  that  no  human 
life  was  to  be  imperiled  by  such  fool  non- 
sense except  if  it  was  that  of  a convict, 
volunteers  became  numerous.  A physician, 
Frangois  Pilatre  de  Rozier,  in  October,  1783, 
after  several  captive  flights  up  to  330  feet, 
having  proved  to  his  satisfaction  that  “the 
air  up  there  was  not  poisonous,”  ascended 
with  a companion.  Marquis  d’Arlandes,  on 
November  21  of  that  same  year.  Thus  was 
man  latmched  on  his  first  trip  into  space! 
Flying  over  Paris  they  landed  safely  in  the 
midst  of  windmills.  That  evening  only  the 
Marquis  was  in  the  happy  position  to  ap- 
pear before  the  Academy  and  report  on  that 
first  ascent.  The  intrepid  physician  was 


sans  redingote  which  was  carried  away  in 
shreds  by  the  assembled  crowd  of  souvenir 
hunters. 

Now  the  English  also  became  interested. 
It  is  true  that  the  first  flight  in  England  was 
made  by  an  Italian,  Vincent  Lunardi,®  a 
dashing  secretary  in  the  Neapolitan  Em- 
bassy in  London.  On  September  15,  1784, 
Lunardi  floated  up  from  the  artillery  ground 
before  a huge,  skeptical  throng.  He  had 
with  him  a pigeon,  a cat,  and  a dog.  The 
pigeon  flew  off,  the  cat  jumped  out  of  the 
basket  when  Lunardi  touched  down  for  a 
moment  at  North  Mimms,  but  the  dog 
stayed  on  with  him  to  the  last  as  he  covered 
twenty-four  miles  in  a little  over  two  hours. 
There  were  Limardi  bonnets,  Limardi  gar- 
ters— everything  “went  Lunardi”  among  the 
English  ladies.  A few  days  later  Horace 
Walpole,  on  the  topic  of  Mr.  Limardi, 
wrote:  “.  . . he  had  full  right  to  venture  his 
own  neck,  but  none  to  risk  the  poor  cat.” 
Parenthetically,  I should  like  to  add  that 
one  hundred  and  seventy-seven  years  later 
astronaut  Alan  B.  Shepard,  after  the  com- 
pletion of  his  suborbital  flight,  stated,  “They 
(meaning  presumably  NASA  headquarters) 
really  wanted  to  send  a dog,  but  they  decided 
that  would  be  too  cruel!” 

Dr.  Samuel  Johnson,  known  as  a rather 
grumpy  man,  wrote  in  reference  to  balloons, 
“The  vehicles  can  serve  no  use  till  we  can 
guide  them.  I had  rather  now  find  a medi- 
cine that  can  ease  an  asthma.” 

Thus  we  see  that  even  in  those  days  people 
could  not  see  any  sense  in  spending  time, 
effort,  and  money  on  such  nonsensical  aerial 
adventures.  Today  human  nature  is  still 
the  same,  resisting  the  new  by  asking:  “Why 
spend  so  many  billions  of  dollars  in  wanting 
to  get  to  the  moon  when  there  is  so  much 
misery  and  disease  on  the  earth?”  I feel 
reasonably  sure  that  future  generations  wiU 
not  be  too  severe  in  criticizing  man’s  deci- 
sions and  judgements  in  that  direction.  We 
are  a healthier  race  in  spite  of  such  “fool- 
hardy” adventures  with  balloons,  airplanes, 
jets,  rockets,  and  satellites.  The  benefits 
resulting  from  seemingly  quixotic  ufider- 
takings  are  not  apparent  immediately. 

On  December  1,  1783,  Prof.  Jacques 
Charles,  a weU-known  physicist,  ascended  in 
the  first  hydrogen-fiUed  balloon  made  of  silk 
and  coated  with  elastic  gum.  The  balloon 
carried  a barometer  and  thermometer  to  a 
height  of  9,000  feet  and  covered  a distance 
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FIGURES.  John  Jeffries,  M.D.  (1744-1819),  Boston 
physician,  in  gondola  of  his  balloon;  pastel  by 
contemporary  artist,  John  Russel,  of  the  Royal 
Academy  (courtesy,  G.  H.  Gabb,  Esq.,  F.C.S.). 


of  three  miles  in  one-half  hour.  This  per- 
formance is  notable  for  the  first  recording  of 
a clinical  disorder,  an  earache  on  the  right 
side,  which  Professor  Charles  experienced 
on  descent.  Possibly,  as  we  are  in  a position 
to  know  today,  the  diagnosis  was  an  aero- 
otitis  due  to  a blocked  eustachian  tube 
caused  presumably  by  some  minor  upper 
respiratory  ailment. 

On  November  30,  1784,  John  Jeffries,® 
M.D.,  a Boston  physician  (1744  to  1819), 
with  J P.  Blanchard  made  the  first  planned 
scientific  flight  in  history  from  London  to 
Dartford  covering  21  miles  in  one  and  one 
quarter  hours.  In  the  open  gondola  of  the 
balloon  he  had  arranged  to  have  an  elec- 
trometer, compass,  telescope,  and  several 
small  bottles  fiUed  with  water  given  him  by 
Cavendish,  discoverer  of  hydrogen,  to  collect 
samples  of  air. 

The  keenness  of  Dr.  Jeffries,  a general 
practitioner,  in  anticipating  some  of  man’s 
problems  in  a new  envirorunent,  is  another 
illustration  of  the  role  of  the  physician  with 
paramedical  interests.  One  might  well  men- 
tion such  physician-scientists  as:  Pythag- 

oras, mathematics;  Empedocles  and  Democ- 
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FIGURE  4.  Purchase  record  of  John  Jeffries,  M.D., 
with  reference  to  items  preparatory  to  historic  Do- 
ver Calais  flight  in  1785  (private  collection  of  author). 


ritus,  natural  philosophy;  Copernicus  and 
Galileo,  astronomy;  Jean  Baptiste  von  Hel- 
mont,  chemistry;  William  Gilbert,  magnet- 
ism; and  Thomas  Young,  optics.  Their 
activities  advanced  the  application  of  knowl- 
edge for  the  welfare  of  man. 

Again  Dr.  Jeffries  (Fig.  3)^  was  a co- 
passenger in  the  challenging  hurdle  of  the 
English  Channel  in  1785.  To  cross  the  chan- 
nel was  the  pet  project  of  Jean-Pierre 
Blanchard,  and  he  found  a sympathetic 
partner  in  the  American  physician.  Since 
Dr.  Jeffries  had  paid  aU  of  Blanchard’s 
expenses  (Fig.  4),  he  naturally  assumed  that 
he  was  to  go  on  the  flight;  but  Blanchard 
wanted  the  glory  alone  (the  true  group 
astronaut  spirit  had  yet  to  be  bom).  Blan- 
chard even  went  so  far  as  to  weigh  himself 
down  with  lead  in  his  effort  to  persuade 
Jeffries  that  the  balloon  would  not  lift 
them  both.  After  an  appeal  to  the  governor 
of  Dover  Castle,  the  lead  was  removed  from 
Blanchard’s  pants,  Jeffries  was  admitted  to 
the  basket,  and  off  they  sailed  under  a leaky 
balloon,  encumbered  with  Blanchard’s 
customary  quota  of  futile  propellers,  oars, 
and  rudders  (Fig.  5). 

The  crossing  itself  was  “nip  and  tuck,” 
as  was  reported.  AU  their  baUast  was  gone 
before  they  were  half-way  over.  GraduaUy 
they  jettisoned  everything  else  they  could: 
flags,  anchors,  brandy,  oars,  a rudder,  and, 
despite  the  chiU  of  the  January  weather, 
their  coats.  Just  off  the  coast  of  Calais, 
Blanchard  chucked  off  his  trousers  as  well 
and  tossed  them  into  the  drink.  Luckily 
the  aeronauts  found  an  updraft  that  took 
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FIGURE  5.  First  balloon  crossing  of  the  English  Channel  by  American  physician,  John  Jeffries,  M.D.,  and 
Jean  Pierre  Blanchard,  on  January  1785. 


them  inland  where  they  faced  crashing  into 
a forest.  At  this  point  the  doctor  thought 
of  one  last  resort  for  lightening  the  ship  and 
proposed  that  they  both  relieve  their  blad- 
ders. He  reported  later,  “This  I have  reason 
to  believe  was  of  real  utility  to  us,  in  our 
situation.”  They  finally  made  it,  landing 
safely  some  12  miles  inland  from  Calais. 
The  clamor  and  ovations  which  greeted  this 
successful  trip  were  matched  only  by  Lind- 
bergh’s transatlantic  flight  in  a powered 
heavier-than-air  machine  one  hundred 
forty-two  years  later.  Unfortunately,  dur- 
ing that  same  year  Dr.  Rozier,  goaded  by 
pohtical  reason  and  against  his  better  judg- 
ment, tried  to  cross  the  channel  in  the  op- 
posite direction  and  lost  his  life.  This  was 
the  first  air  casualty. 

In  1793  Blanchard  came  to  America  and 
made  the  first  successful  flight  with  his  little 
black  dog  as  passenger,  covering  the  fifteen- 
mile  distance  from  Philadelphia  over  the 
Delaware  River  to  nearby  Woodbury,  New 
Jersey,  in  forty -six  minutes,  while  George 
Washington  looked  on. 


My  home  town,  Lowell,  Massachusetts, 
is  worthy  of  mention.  In  1850  it  was  the 
site  of  a new  attempt,  the  first  in  the  United 
States  to  steer  a balloon  by  means  of  paddles, 
which  was  made  by  a Mr.  Taggart  (Fig. 
6).  He  used  the  paddle-wheel  originally  in- 
vented and  used  in  1783  by  Marquis  Jouffroy 
d’Abbans  in  his  183-ton  Pyroscaphe  on  the 
Sa6ne  near  Paris.  The  publication  of  the 
observations  by  Mr.  Taggart  which  are 
being  reprinted  here  for  the  first  time  from 
the  newspaper.  The  Lowell  Daily  Journal  & 
Courier,  Friday,  July  5,  1850,  deserves  to  be 
quoted;* 

The  Balloon  Ascension  of  Mr.  Taggart, 
yesterday,  is  represented  as  having  been 
eminently  successful  and  brilliant.  The  aero- 
naut was  desirous  of  demonstrating  that  he 
could  ascend  and  so  guide  his  machine,  as  to 
return,  or  move  to  any  given  point.  For  this 
purpose  he  constructed  an  immense  balloon 
of  thirty-three  feet  in  diameter,  with  a car 
attached,  ten  or  twelve  feet  long.  To  the 
sides  of  the  latter  are  attached  two  cranks 
which  being  turned  by  the  hands,  operate 
large  fans  against  the  current  of  air.  It  is 
the  first  balloon  of  the  kind  ever  constructed. 
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FIGURE  6.  Rare  reproduction  of  forgotten  first 
man-propelled  balloon  flight  by  American,  Mr. 
Taggart,  who  completed  two-directional  trip  by  air 
from  Lowell,  Salem,  to  Middleton  in  Massachusetts 
on  July  4,  1850.  (Ascensions  Aerostatiques  Les 
Plus  Remarquable,  after  A.  M.  Perrot,  Paris,  1855). 

and  this  of  course  was  the  first  ascension. 
Mr.  Taggart  has  patented  his  invention  or 
improvement  (Fig.  6). 

At  four  o’clock,  yesterday  afternoon,  he 
took  his  seat  in  the  car  and  ascended  in 
beautiful  style,  bearing  off  in  the  direction 
of  Salem.  He  went  three  miles  over  the 
harbor  at  Salem,  and  then  turned  about  to 
return  to  LoweU,  whence  he  started.  He 
came  back  as  far  as  Middleton,  and  was  so 
tired  with  working  his  wings  or  fans,  that 
he  thought  best  to  descend  at  that  place 
which  he  did  in  admirable  style  at  half-past 
five.  He  returned  to  this  city  in  the  morning. 
His  highest  point  of  ascent  was  five  miles. 
He  states  that  as  he  passed  Bunker  Hill 
monument,  it  appeared  in  the  distance, 
about  the  size  of  a man.  He  passed  over  a 
shower — and  while  it  was  raining  beneath 
him  he  sat  in  his  car  completely  encrusted 
with  frost,  as  if  he  had  just  emerged  from  a 
snow  storm. 

While  the  ascension,  as  such,  was  entirely 


successful,  we  regret  that  the  receipts  were 
only  $112.00,  a sum  far  short  of  the  actual 
expenses,  which  were  about  $780.00.  The 
various  other  amusements  and  entertain- 
ments in  the  city,  yesterday,  no  doubt 
prevented  many  from  attending  who  desired 
to  do  so,  and  it  would  be  doing  no  more  than 
the  handsome  thing  to  engage  Mr.  Taggart 
to  make  another  ascension  under  more  favor- 
able circumstances.  We  understand  he  is 
ready  to  do  this,  if  there  is  a prospect  that 
he  shall  be  remunerated.  All  who  witnessed 
his  exhibition  yesterday,  speak  of  it  in  the 
highest  terms  of  admiration. 

Jourdanet,  on  the  basis  of  his  Aerotherapie, 
published  in  1863,  is  credited  with  having 
first  advocated  the  use  of  oxygen  in  the 
inspired  air  to  counteract  the  effects  of  acute 
altitude  sickness.  It  was  Paul  Bert,  how- 
ever, in  1871  who  first  demonstrated  that 
such  treatment  was  effective.  He  conducted 
many  experiments  on  the  effects  of  reduced 
atmospheric  pressure  and  oxygen  and  found 
the  increased  amount  of  hemoglobin  of  the 
circulating  red  blood  cells  in  higher  places  or 
elevations. 

In  1873  Gaston  Tissandier  and  two  scien- 
tists, Sivel  and  Croce-SpineUi,  rose  to  a 
height  equ£il  to  that  of  Mount  Everest, 
8,840  meters  or  29,000  feet,  in  the  gondola 
of  their  balloon,  Zenith.  When  the  balloon 
landed,  only  Tissandier  was  alive.  He 
barely  survived  and  was  said  to  have  been 
sickly  for  the  remainder  of  his  Ufe.  No  doubt 
the  state  of  hypoxia  bordering  on  anoxia 
left  some  irreversible  damage  to  his  brain 
cells.  These  brain  cells,  it  was  found  out 
much  later,  are  extremely  sensitive  to  the 
paucity  of  oxygen  in  the  cerebral  circulation. 
The  noteworthy  fact  of  this  special  event 
was  that  oxygen  was  actually  carried  for  the 
first  time,  having  been  made  available  in 
three  baUoonets  with  respirators  attached. 
However,  the  oxygen  was  never  used.  Due 
to  the  small  capacity  of  the  containers,  it  was 
decided  not  to  begin  its  utilization  until  the 
need  for  it  was  felt.  Apparently  there 
were  no  prodromal  symptoms  of  hypoxia  in 
this  case  (as  often  happens)  for  that  need 
did  not  become  manifest  to  the  passengers 
until  they  were  helpless  and  powerless  to 
manipulate  the  respirators.  The  fact  that 
such  a situation  may  arise  is  today  general 
knowledge  in  aviation  medicine  circles, 
especially  to  those  who  have  experienced 
oxygen  starvation  in  high-altitude  simu- 
lators. At  this  point  it  should  be  mentioned 
that  the  accidental  death  of  Sivel  and  Croce- 
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FIGURE  7.  The  immortalized  American  rocket  pioneer,  Dr.  Robert  H.  Goddard,  at  blackboard  at  Clark 
University,  Worcester,  Massachusetts,  in  1921,  explaining  method  by  which  rocket  might  reach  mcon 
(courtesy  of  Mrs.  Robert  H.  Goddard). 


Spinelli  and  the  crippling  illness  of  Tis- 
sandier  were  the  precipitating  factors  that 
stimulated  interest  in  aviation  medicine 
which  involved  more  and  more  preventive 
measures. 

The  poet-scientist,  Goethe,  wrote  in  the 
first  part  of  Faust  of  “flying  with  fiery  ex- 
haust above  the  earth.”  Jules  Verne  de- 
scribed with  unusual  cleverness  and  fore- 
sight a limar  journey  such  as  has  originated 
close  to  Cape  Canaveral  in  Florida.  Thus, 
these  two  followed  the  irmumerable  lesser 
literary  giants  who  had  expressed  earlier 
similar  dreams. 

Nikolai  Kiblachich,  in  1881,  advanced  the 
idea  of  the  use  of  jet  engines  for  flying  while 
he  was  in  prison,  and,  according  to  a spe- 
cialist in  aeronautics,  N.  A.  Rynin,  should 
be  granted  priority  in  this  field  following  its 
publication  right  after  the  Russian  October 
Revolution  in  1917. 

One  of  the  great  scholars  of  rocketry  in 
this  century  is  K.  I.  Tsiolkowsky,  formerly  a 
Russian  teacher.  His  work  in  1913  was 
fundamental  to  the  solution  of  today’s 
technical  rocket  problems.  He  wrote  then: 

Mankind  will  not  stay  on  the  earth  forever, 
but  in  the  pursuit  of  the  world  and  space  will 
at  first  timidly  penetrate  beyond  the  limits  of 
the  atmosphere  and  will  conquer  all  the  space 
around  the  sun. 


In  1920  Robert  H.  Goddard  (Fig.  7) 
pioneered  rocket  propulsion  in  this  country. 
Herman  Oberth,  a German  of  Transylvania 
in  1923,  Eugen  Sanger  and  Baron  Guido  von 
Pirquet  followed  in  Austria,  with  G.  A. 
Crocco  in  Italy  and  Robert  Esnault-Pelterie 
in  France  in  1930. 

As  early  as  1931  acceleration  (g  factor) 
was  recognized  as  a serious  problem  in 
rocketry  if  the  rocket  was  to  be  manned. 
Since  we  are  relating  here  the  history  of 
space  medicine,  a few  words  about  the  events 
leading  to  the  first  biomedical  experiments 
in  this  field  could  be  included  here. 

Our  early  experiments 

During  my  junior  year  (seventh  semester) 
at  the  medical  school  of  the  University  of 
Zurich,  I encoimtered  a German  student 
who  was  studying  engineering  at  the 
Eidgenossische  Technische  Hochschule. 
While  we  were  lunching  one  day  in  March, 
1931,  he  spoke  ebulliently  of  rockets  and 
space  ships  and  mentioned  the  names  of 
Goddard,  the  immortalized  American  rocket 
pioneer,  and  Oberth,  the  German  genius  of 
rocketry.  This  handsome  blond  lad  was 
quite  serious  about  space  travel  and  espe- 
cially in  getting  to  the  moon.  To  me  this 
whole  thing  seemed  very  ridiculous  until 
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FIGURE  8.  Original  drawing  of  bicycle  wheel  in 
letter  to  author’s  father,  September  8,  1931. 


a few  days  later  he  showed  me  gleefully  a 
letter  from  BerUn.  The  writer  of  that  letter 
was  Prof.  Albert  Einstein,  and  the  recipient 
was  my  student  friend,  Wernher  von  Braun. 

I starred  at  the  indecipherable  equations 
pertaining  to  mathematicad  problems  and 
solutions  in  rocket  design  and  propulsion. 
I was  dumbfounded.  A new  challenge  was 
arising  in  my  mind  on  the  horizon  of  pos- 
sible future  travel.  What  about  man — ^can 
he  withstand  aU  these  forces  and  new  ex- 
periences while  being  propelled  into  the 
vastness  of  space  with  the  contemplated 
rocket?  Right  then  and  there  I became  a 
convert  to  the  idea  of  exploration  of  space 
and  of  space  travel. 

I remember  clearly  my  verbal  reaction  as 
I handed  Wernher  back  that  letter:  “Wenn 
Du  zum  Mond  gehen  wiUst  ist  es  viel  besser 
zuerst  mit  Mausen  zu  versuchen!”  (If  you 
want  to  get  to  the  moon,  it  is  better  to  try 
with  mice  first!)*  And  so  within  a week’s 
time  we  were  spinning  mice  in  four  little 
bags  attached  to  the  perimeter  of  a bicycle 
wheel  whose  centrifugal  effect  simulated  the 
accelerative  force  experienced  with  rocket 
launchings  (Fig.  8).  We  had  no  idea  what 
the  tolerance  of  the  mice  would  be.  In  the 
beginning,  after  a few  turns  of  the  wheel,  the 
poor  mice,  whose  hearts  you  would  feel 
pounding  in  the  pahn  of  your  hand,  were 

* The  Moonbeam  Mouse  Project  is  the  realization  of  that 
statement  thirty  years  later  (the  paper  was  presented  before 
the  155th  Annual  Convention  of  the  Medical  Society  of  New 
York  at  Rochester,  New  York,  May  12,  1961),  The  aim 
of  the  project  is  to  acquire  as  much  pbysiopathologic  data 
as  possible  from  the  moon  for  medical  evaluation  before  the 
advent  of  man.  The  purpose  is  threefold:  (1)  to  investigate 
the  behavior  and  effects  of  transplanted  terrestrial  life  under 
physical  lunar  conditions,  (2)  to  detect  possible  lunar  micro- 
bial life,  and  (3)  to  study  the  effects  of  such  captive  hosts  on 
the  terrestrial  germ-free  rodent  guests.  It  represents  a re- 
fined interdisciplinary  study  with  multiple-channel  telemetry 
of  exquisite  biomedical  data  for  a predetermined  length  of 
time  on  a one-way  mission  following  a successful  soft  landing 
of  the  payload,  utilizing  a sterilized  Saturn  vehicle.  (In  con- 
nection with  landing  a man  on  the  moon,  it  would  be  well  to 
recall  that  the  medical  profession  has  still  not  irradicated 
syphilis  since  its  introduction  into  Europe  about  1493 
and  the  explosive  epidemic  of  Naples  in  1495 — an  onerous 
heritage  among  the  blessings  and  countless  commodities 
that  followed  in  the  wake  of  the  comparatively  simple  ex- 
ploration of  the  Western  Hemisphere!) 


FIGURE  9.  First  biomedical  documentation  of 
space  travel-oriented  studies  by  author  in  con- 
junction with  Wernher  von  Braun.  Paraffin  histo- 
pathologic slides  of  skull,  brain,  lungs,  and  heart 
of  two  mice,  souris  Nos.  5 and  6,  that  succumbed 
at  212  g’s. 


0 

A l«s6on  in  history 


FIGURE  10.  First  animal  experiments  in  early 
rocketry.  “Give  me  a lever  and  I shall  raise  the 
earth”  (Archimedes). 

placed  on  the  table.  We  observed  how  the 
little  creatures  would  scramble  slowly  at 
first  and  then  faster  in  a spiraling  fashion 
with  a rapid  lateral  nystagmus.  Many  of 
the  mice  succumbed  at  very  high  accelera- 
tive forces.  Autopsies  showed  a displace- 
ment of  the  organs  of  the  heart  and  lungs. 
There  was  bleeding  from  a number  of  areas: 
intrathoracic,  intra-abdominal,  and  intra- 
cranial. We  knew  that  the  force  of  accelera- 
tion that  we  had  achieved  was  far  greater 
than  the  mice  had  tolerated.  The  experi- 
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FIGURE  11.  March  to  galactic  maturity.  Yesterday:  channel  crossings  and  asthma.  Today:  moon  trips 
and  cancer.  Tomorrow:  quintessence  and  time. 


merits  came  to  an  abrupt  end  when  one  of  the 
bags  containing  a white  mouse  became  loose, 
and  the  poor  creature  was  flung  against  the 
wall,  leaving  a splattered  spot  of  blood.  * It 
was  not  too  surprising  that  our  landlady,  not 
accustomed  to  the  odor  of  small  laboratory 
animals,  became  infuriated  at  this  latest 
evidence  of  nonsensical  cruelty  and  torture 
and  threatened  to  evict  us  and  to  notify  the 
police.  We  were  very  unhappy  about  this 
and  felt  sorry  for  our  first  casualty.  And  so 
there  was  nothing  left  for  us  to  do  but  to  dis- 
mantle our  contraption.  Only  later  in  Paris 
did  I resume  the  experiments  with  a large 
centrifuge  and  demonstrated  the  damaging 
effects  of  the  high  g forces  with  histopatho- 


logic peu'afiin  slides  at  the  Hopital  St.  Louis 
(Fig. 

Although  the  work  was  crude  in  the  face 
of  today’s  refined  methods,  the  very  high 
g’s  over  the  many  minutes  of  exposure 
brought  scientific  evidence  for  the  first  time 
as  to  what  damage  one  might  expect  to  the 
unprotected  living  organism.  There  were 
cases  of  cerebral  hemorrhage,  pulmonary 
atelectasis,  hemothorax,  avulsion  or  disloca- 
tion of  the  eyeballs,  and  so  on.  The  work, 
however,  was  not  published  at  the  time.  It 
was  not  imtil  twenty  years  later  that  re- 
searchers in  this  and  other  countries  verified 
these  results.  As  the  senior  editor  of  News- 
week wrote  recently:*®  “This  was  probably 
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the  first  experiment  in  space  medicine.  The 
Air  Force  has  probably  spent  $7  million  to 
find  out  what  we  learned”  (Fig.  10). 

In  that  same  year  (1931)  as  these  space- 
minded  biomedical  experiments  were  being 
performed,  Karl  Jansky  was  studying  pecul- 
iar static  noises  from  outerspace  that  gave 
birth  to  the  new  science  of  radio  astronomy; 
Wiley  Post  was  successfully  completing  the 
first  round-the-world  flight  in  his  mono- 
plane, Winnie  Mae;  and  an  enthusiastic 
crowd,  including  Von  Braim  and  the  author, 
was  greeting  Auguste  Piccard  following  his 
first  stratospheric  ascent. 

Incidentally,  it  is  interesting  to  note  that 
the  Zurich-Paris  research  antedated  my 
first  flight  experience  in  an  airplane  by  two 
years,  which  reminds  me  of  the  remarks,  of 
Lansberg,2«  “Space  Flight  is  indeed  many 
centmies  the  senior  of  aviation  (reference  to 
Wan  Hu)^ — ^consequently,  it  was  space 
medicine  that  preceded  aviation  medicine 
and  not  vice  versa.”  (Fig.  11). 

115  Central  Park  West 
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The  relaxation  technics  devised  by  Edmund 
Jacobson,  M.D.,  director  of  the  Laboratory  for 
Clinical  Physiology,  Chicago,  will  be  used. 
Dr.  Jacobson,  after  whom  the  project  has  been 
named,  will  make  periodic  trips  to  Montreal  as 
consultant. 

The  evaluation  wiU  be  determined  through 
electronic  measurements  which  will  be  made 
of  the  muscle  tension  of  about  100  stutterers 
and  about  40  cerebral  palsy  patients.  These 
will  be  divided  into  two  groups,  each  matched 
as  to  age,  severity,  and  type.  One  group  will 
receive  training  in  tension  control  and  the 
other  will  not. 
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One  of  the  chief  responsibilities  of  a 
medical  center  is  to  amalgamate  formal 
medical  education,  research,  and  patient 
care.  Our  medical  centers  have  fimctioned 
so  successfully  that  the  resulting  product, 
the  American  physician,  has  dispensed  the 
best  medical  care  the  world  has  ever  known. 
Yet,  with  this  indisputable  fact  clearly  in 
evidence,  medical  educators  are  far  from 
satisfied. 

We  shall  dwell  specifically  on  this  dis- 
satisfaction a little  later,  but  it  may  be 
stated  that  it  is  dissatisfaction  which  is 
chiefly  responsible  for  the  fact  of  continuing 
excellence  in  medicine. 

Undergraduate  training 

I feel  sure  that  you  will  all  agree  that  you 
look  to  the  medical  centers  for  leadership. 
You  look  for  leadership  in  undergraduate 
medical  education.  You  know  that  from 
the  beginning  the  prime  responsibility  of 
medical  schools  has  been  to  educate  the 
undergraduate  medical  student.  You  are  a 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General 
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product  of  this  education.  The  medical 
colleges  are  responsible  for  this  education  in 
its  entirety.  No  one  else  does  it;  no  one 
else  can  do  it. 

Graduate  training 

You  should  also  be  able  to  look  to  the 
medical  centers  for  leadership  in  graduate 
medical  education.  The  responsibility  for 
graduate  medical  education  began  with  the 
medical  centers,  although  approximately  40 
per  cent  of  the  physicians  now  in  training 
are  located  in  the  nonuniversity  teaching 
hospitals.  Our  medical  centers  do  not  have 
the  facilities  to  train  aU  the  physicians  seek- 
ing graduate  medical  education.  They, 
however,  retain  the  leadership  for  the  de- 
velopment of  technics  and  standards  for 
this  training.  It  should  be  mentioned  that 
for  many  years  following  the  inception  of 
graduate  training  in  both  university  and 
nonuniversity  hospitals,  the  physician  in 
training  was  sought  primarily  as  a relatively 
cheap  source  of  labor.  Too  often  the  med- 
ical training  aspects  of  his  house  officership 
were  and  are  secondary  in  the  minds  of 
his  employers.  The  instruction  was  often 
insignificant  and  sometimes  when  it  oc- 
curred, more  detrimental  to  good  medical 
practice  than  if  there  had  been  no  instruction 
at  all.  It  was  the  medical  school  faculty 
members  involved  in  the  university  hospital 
graduate  training  programs  who  first  began, 
although  slowly,  to  recognize  and  do  some- 
thing about  this  deplorable  situation. 

In  the  main  during  the  last  twenty  to 
thirty  years  the  situation  has  changed 
within  the  medical  center  hospitals.  Al- 
most without  exception  they  give  excellent 
intern  and  resident  training  programs. 
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really  stimulating  fellowships,  and  they  have 
properly  balanced  medical  education  and 
patient  services. 

Fortunately,  there  are  an  increasing 
number  of  nonuniversity  hospitals  that  have 
also  improved.  Unfortunately,  there  re- 
main a large  number  of  nonuniversity 
hospitals  stiU  seeking  physicians  for  their 
graduate  training  programs,  the  prime 
motivation  being  cheap  labor.  If  the  prime 
motivation  of  the  hospital  staff  toward  its 
internship  and  residency  training  program 
relates  to  its  efforts  to  obtain  better  house 
officers,  for  example,  so  that  you,  the 
practicing  physician,  won’t  be  required  to 
get  out  of  bed  to  care  for  your  patients  at 
night,  the  internship  and  residency  training 
program  will  be  a failure.  Please  remember 
this  statement:  If  this  is  the  prime  motiva- 

tion, the  program  will  fail! 

There  is  nothing  wrong  about  wishing  to 
obtain  interns.  They  are  obviously  es- 
sential for  a graduate  training  program. 
However,  let’s  face  facts.  This  is  the  prime 
motivating  factor  for  the  majority  of  un- 
successful internship  training  programs. 
And  the  sooner  such  programs  disappear, 
the  better  for  everyone  concerned. 

The  time  has  arrived  when  the  average 
maturing  physician  spends  as  much  time  in 
graduate  training  as  he  does  in  under- 
graduate training.  The  period  of  instruction 
in  the  graduate  training  programs  is  as 
significant  as  the  medical  school  instruction. 
It  is,  then,  the  responsibility  of  all  medical 
schools  to  use  their  knowledge  to  assist 
selected  nonmedical  center  hospitals  to 
improve  their  graduate  training  programs. 
At  the  Albany  Medical  Center  we  have 
accepted  this  responsibility.  We  are  con- 
ducting a unique  five-year  experiment  known 
as  the  Albany  Regional  Hospital  Program. 
This  experiment  includes  six  hospitals  lo- 
cated in  Schenectady  and  Poughkeepsie, 
New  York,  and  Springfield  and  Pittsfield, 
Massachusetts.  Within  the  protocol  of 
this  experiment  is  included  the  most  com- 
plete effort  any  medical  center  has  ever 
made  to  be  of  assistance  to  nonmedical 
center  hospitals  in  developing  their  graduate 
training  programs. 

Postgraduate  training 

To  complete  the  consideration  of  the 
educational  responsibilities  medical  centers 


have  to  practicing  physicians,  we  need  to 
give  thought  to  another  phase  of  medical 
education.  Following  the  conclusion  of 
World  War  II,  there  were  approximately 
65,000  physicians  who  had  been  in  military 
service.  Many  of  these  physicians  had  been 
placed  in  situations  during  their  service 
which  did  not  enhance  their  medical  knowl- 
edge or  experience.  Many  of  these  physi- 
cians realized  that  they  needed  refresher 
information  and  approached  medical  facul- 
ties with  the  request  for  postgraduate 
training. 

Thus  there  developed  an  interval  during 
which  the  medical  schools  became  involved 
in  attempting  to  satisfy  these  physicians. 
Many  postgraduate  courses  were  formulated 
hurriedly,  and  the  medical  schools  found 
themselves  in  the  business  of  postgraduate 
medical  education. 

Because  of  the  great  demands  on  faculty 
time  from  all  areas  of  medical  education, 
the  schools  were  at  first  reluctant  to  assume 
their  responsibility  to  postgraduate  medical 
education.  Nevertheless,  the  increasing 
complexity  of  medical  science  has  made  it 
apparent  that  medical  college  faculties  must 
assume  an  ever-increasing  burden  in  the 
continuing  education  of  the  practicing 
physician.  As  time  goes  by,  post-graduate 
medical  education  will  become  increasingly 
essential  for  the  effective  clinical  practice  of 
medicine.  The  time  has  now  arrived  when 
continuing  education  is  mandatory  for  any 
practicing  physician  who  wishes  sincerely 
to  apply  the  utmost  knowledge  and  skill  in 
the  case  of  his  patients.  There  are  a 
number  of  schools  where  the  responsibility 
has  been  accepted  entirely;  others  where  the 
responsibility  has  been  accepted  in  part; 
and  I believe  most  of  the  remainder  have  at 
least  come  to  realize  that  they  cannot  avoid 
this  responsibility  indefinitely. 

So  let  me  pause  to  summarize  the  medical 
center  educational  activities  emd  responsi- 
bilities just  reviewed.  The  centers  are 
responsible  for  the  selection  and  training  of 
the  medical  student  during  his  four  years  of 
undergraduate  instruction.  They  are  the 
pacesetters  and  the  intellectual  leaders  in 
the  graduate  training  period  that  produces 
60  per  cent  of  aU  practicing  physicians. 

But  why  is  this  a responsibility  to  the 
practicing  physician?  Is  it  because  the 
medical  centers  through  these  educational 
efforts  assure  you  competent  colleagues  to 
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work  with  as  you  administer  to  the  sick? 
Surely,  this  is  one  reason  for  the  responsi- 
bility. You  are  also  supplied  with  essential 
assistance  in  your  efforts  to  keep  yourself 
informed  so  that  all  of  your  patients  may 
receive  the  advantages  of  the  frequent 
advances  in  medical  science.  And  how  are 
these  advances  made?  They  are  made  as 
the  faculties  of  the  medical  colleges  and  our 
colleagues  in  allied  and  applicable  scientific 
research  press  their  dedicated  quest  for 
knowledge  which  will  give  you  the  informa- 
tion and  the  substances  which  you  must 
have.  Without  this  ever-increasing  knowl- 
ledge,  without  an  augmenting  potency  in 
therapy,  the  practitioner  would  be  relatively 
inert;  but  he  is  not  inert  because  the 
medical  centers  discharge  their  research 
responsibilities  with  an  ever-increasing 
tempo.  Through  you,  this  accumulated 
medical  knowledge  is  applied  to  the  benefit 
of  your  patients. 

Diagnostic  and  therapeutic  facilities 

The  next  area  of  responsibility  may  be 
one  you  would  consider  the  most  obvious, 
the  special  diagnostic  and  therapeutic  fa- 
cilities of  the  medical  center.  Indeed,  this  is 
a responsibility  and  a costly  one.  The  high- 
voltage  x-ray  equipment,  the  radium,  the 
cobalt,  the  radioisotopes,  the  special  lab- 
oratories, the  artificial  kidneys,  the  highly 
trained  and  capable  subspecialists,  all  of 
the  rehabilitation  facilities — these  and  many 
others  represent  a service  too  expensive  or 
impractical  for  the  average  community 
hospital. 

Preventive,  diagnostic,  and  therapeutic 
medicine  are  a vital  part  of  the  strength  of 
this  nation.  No  small  part  of  the  success  of 
the  world’s  greatest  democracy  is  dependent 
on  the  effectiveness  of  the  medical  profes- 
sion. This  effectiveness  is  greatly  dependent 
on  the  medical  centers  as  they  discharge 
their  educational,  research,  and  clinical 
responsibilities  to  the  practicing  physician. 

Again,  let’s  summarize  briefly.  We  have 
considered  the  educational,  the  experimen- 
tal, and  the  clinical  activities  which  are 
responsibilities  the  medical  centers  hold. 
In  all  of  these  areas,  the  responsibility  is 
one  of  leadership,  production,  and  service. 

Dissemination  of  information  to  public 

In  concluding  these  thoughts  I wish  to 


suggest  a new  area  of  medical  center  respon- 
sibility and  to  discuss  with  you  briefly 
your  responsibilities  to  the  medical  center. 
The  new  responsibility  is  one  which  as  far  as 
I know  is  not  significantly  recognized  or 
accepted  by  any  medical  center.  It  con- 
cerns a fact  which  has  disturbed  many  of 
you,  has  at  times  irritated  most  of  you,  and 
has  in  some  way  affected  all  of  you.  I 
refer  to  the  very  widespread  dissemination 
of  medical  information  to  the  public.  Some 
of  this  information  comes  from  individuals 
who  are  unquestionably  authorities.  Some 
comes  from  pseudoauthorities.  Some  comes 
from  ill-informed  persons.  It  comes  from 
physicians,  from  the  “medical  science  writer,” 
(a  layman  whose  accuracy  is  dependent  on 
second-hand  information)  and  from  almost 
any  source  except  those  who  know  most, 
the  faculties  of  the  medical  colleges. 

It  is  true  that  the  American  Medical 
Association  and  its  departments  have  dis- 
seminated information,  but  not  enough. 
It  is  obvious  that  someone  is  going  to  do  it. 
Physical  and  mental  suffering  apparently  is 
attractive  news  at  times.  Dr.  Kildare  is 
better  looking  than  he  has  a right  to  be, 
and  Casey  Jones — I mean  Ben  Casey— is 
high-balling  along  at  a great  rate. 

I suggest  that  we  give  you  and  the  public 
a needed  service.  We  would  do  so  if  we  in 
medical  education  organized  and  presented 
authoritative  information  to  the  public. 
If  people  have  readily  recognizable  and 
available  authoritative  sources  for  their 
medical  information,  I am  sure  the  adverse 
effects  of  inaccurate  information  would  be 
attenuated  and  in  time  eliminated. 

Conclusion 

In  concluding,  I would  like  to  re-emphasize 
several  facts  and  concepts. 

As  the  medical  centers  discharge  their 
responsibilities  to  practicing  physicians, 
practicing  physicians  acquire  responsibilities. 
It  is  their  responsibility,  for  example,  to 
insure  that  the  information  they  received  in 
their  undergraduate  and  graduate  instruc- 
tion is  applied  in  their  practice  of  medicine. 
It  is  their  responsibility  to  make  certain 
that,  as  needed,  each  one  of  their  patients 
receives  the  professional  advice  and  services 
of  the  medical  center.  In  addition,  there  is 
the  responsibility  practicing  physicians  have 
to  involve  themselves  in  their  own  con- 
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tinuing  education— responsibility  relating  to 
the  fact  that  each  physician  should  remain 
a student  of  medicine  as  long  as  he  is  in- 
volved in  the  practice  of  medicine.  Prac- 
ticing physicians  must  partake  of  continuing 
education  if  they  are  to  keep  informed  about 
the  frequent  advances  in  medical  knowledge. 

As  important  as  it  is  for  the  practicing 
physician  to  know  of  and  apply  new  knowl- 
edge, there  is  still  a more  important  reason 
for  him  to  be  involved  in  his  own  continuing 
education.  Every  physician  has  been  ex- 
posed to  an  almost  unbelievable  amount  of 
information.  He  has  acquired  so  much 
information  that  it  is  humanly  impossible 
for  him  to  keep  this  knowledge  at  a threshold 
level  unless  he  is  involved  in  a continuous 
effort  to  recall,  unless  there  is  a repeated 
exposure  to  the  thought  processes  which 
enhance  recall.  This,  then,  is  the  chief 
value  of  postgraduate  medical  education. 
Only  in  this  continuing  educational  effort 
can  the  physician  keep  the  greater  part  of  his 
knowledge  available  to  be  applied  for  the 
benefit  of  his  patients. 

It  is  time  for  physicians  to  be  much  more 
actively  involved  in  fulfilling  their  responsi- 


bilities in  their  own  continuing  education. 
They  should  support  the  efforts  of  the 
medical  center  postgraduate  programs  ac- 
tively and  studiously.  Physicians  in  prac- 
tice and  as  they  group  themselves  on  hospital 
staffs  must  change  their  indifferent  attitude 
toward  continuing  medical  education  for 
themselves.  The  time  has  passed  when  any 
physician  can  continue  to  bring  better  and 
more  effective  care  to  his  patients  unless  he 
forces  himself,  if  necessary,  to  make  more 
than  a lackadaisical  effort  to  continue  his 
own  education.  Each  physician’s  involve- 
ment in  postgraduate  medical  education  is 
of  the  utmost  importance. 

Preventive,  diagnostic,  and  therapeutic 
medicine  are  a vital  part  of  the  strength  of 
this  nation.  No  nation  can  dominate  unless 
its  citizens  have  a dominance  of  good  health. 
A great  part  of  the  success  of  our  nation  is 
dependent  on  the  effectiveness  of  the  medical 
profession.  This  effectiveness  is  greatly 
dependent  on  the  coordinated  efforts  of  the 
practicing  physicians  and  the  medical  cen- 
ters as  they  discharge  their  educational, 
research,  and  clinical  responsibilities. 

684  Madison  Avenue 
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IVIosT  Americans  will  die  of  some  form  of 
cardiovascular  disease,  chiefly  high  blood 
pressure  or  atherosclerosis.  The  cause,  or 
more  probably  the  causes,  of  high  blood 
pressure  and  of  atherosclerosis  remain  un- 
known despite  intensive  investigation.  Na- 
tional measures  to  prevent,  to  control,  or  to 
cure  these  diseases  must  be  based  on  better 
knowledge  of  their  etiology,  pathogenesis, 
and  ecology.  Further,  it  seems  reasonable 
that  the  earliest  possible  detection  of  these 
diseases  may  be  advantageous  in  bringing 
available  therapeutic  and  prophylactic  meas- 
ures to  bear. 

The  classical  approach  to  the  study  of 
diseases  of  obscure  etiology  is  through  the 
discipline  of  epidemiology.  Disease  is 
studied  in  populations  as  well  as  in  in- 
dividuals. The  population  must  be  defined 
carefully  by  biologic  as  well  as  cultural, 
economic,  and  other  parameters.  Further- 
more, the  population  must  be  large  enough 
and  the  period  of  observation  sufficiently 
prolonged  to  permit  the  valid  comparison 
of  subgroups  of  differing  or  contrasting 
characteristics.  In  this  way,  risk  factors 
may  be  evaluated  and  may  provide  a clue  to 
the  etiology  and  pathogenesis  of  the  disease 
under  investigation. 

Ten  years  ago,  the  State  of  New  York 
Department  of  Health  established  a long- 
term prospective  study  of  degenerative 
cardiovascular  disease  at  the  Albany  Med- 
ical College  of  Union  University.  A high- 
risk  group  of  individuals  volunteered  to 
participate  in  this  study.  These  were 
1,913  men  who  at  that  time  were  between 
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TABLE  I.  Prevalence  of  heart  disease 


Number 

Rate 

of 

per 

Type 

Patients 

1,000 

Coronary 

70 

37 

Uncomplicated 

63 

With  hypertension 

7 

Hypertensive 

407 

220 

High  blood  pres- 

sure  only 

346 

Hypertensive  heart 

disease 

61 

Rheumatic 

28 

14 

thirty-nine  and  fifty-five  years  of  age  and 
working  in  the  Albany  area  as  members  of 
the  New  York  State  Civil  Service  organiza- 
tion. They  were  assured  complete  confi- 
dentiality. The  project  was  sanctioned  by 
the  State  and  county  medical  societies  since 
no  treatment  was  to  be,  or  in  fact  ever  has 
been,  offered  to  the  participants  in  the 
study. 

Method 

An  extensive  appraisal  of  the  total  med- 
ical history  of  each  participant,  supple- 
mented by  a complete  physical  examination, 
was  done  at  the  first  inventory.  Then,  and 
subsequently,  a considerable  battery  of 
laboratory  tests  have  been  done  which,  in 
the  interest  of  brevity,  I wiU  not  recite. 
These  men  have  been  re-examined  at 
intervals  of  one  to  two  years  since  the 
original  examination. 

Table  I shows  the  prevalence  of  heart 
disease  at  the  initial  examination.  Save 
for  high  blood  pressure,  this  heart  disease 
was  for  the  most  part  known  to  the  partici- 
pants. It  seems  to  me  particularly  signifi- 
cant that  these  men  were  all  productively 
employed  despite  significant  cardiac  disease. 

Table  II  shows  the  incidence,  that  is  the 
amoimt,  of  new  coronary  heart  disease 
developing  under  observation.  I should 
point  out  that  we  have  hitherto  used  the 
term  “ischemic  heart  disease”  in  deference 
to  the  World  Health  Organization  Expert 
Committee  recommendation  but  have  finally 
given  way  to  common  usage.  Henceforth 
“coronary  heart  disease”  will  be  used. 

The  final  category  (the  electrocardio- 
graphic response  to  exercise)  is  the  most  con- 
troversial. Unequivocal  S-T-segment  and 
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TABLE  II.  Incidence  of  coronary  heart  disease: 
six-year  follow-up 


Type 

Number  of 
Patients 

Rate  per 
1,000 
Per  Year 

Myocardial 

infarction 

42 

4 

Angina  pectoris 

26 

2 

Abnormal  exercise 

test  result 

10 

1 

Sudden  death 

20 

2 

Totals 

78  -f  20 

7-1-2 

T-wave  changes  indicative  of  acute  ischemia 
and  injury  have  been  required  as  evidence 
of  abnormahty,  irrespective  of  the  presence 
or  the  degree  of  junctional  displacement. 
These  criteria  are  highly  specific  although 
relatively  insensitive.  That  is  to  say,  the 
false-positive  rate  is  far  lower  than  when 
the  well-known  criteria  of  Master  and  his 
associates  are  used. 

Findings 

Nearly  a decade’s  experience  has  per- 
mitted us  to  evaluate  certain  risk  factors. 
Perhaps  the  most  urgently  personal  consid- 
eration, but  that  concerning  which  we  have 
the  least  rehable  information,  is  that  of 
heredity.  Our  data  do  indicate,  however, 
that  reported  heart  disease  in  both  parents 
does  double  the  risk  of  heart  disease  in  the 
son. 

We  have  been  told  repeatedly  by  fashion 
leaders  that  obesity  is  unlovely  and  by  the 
Metropohtan  Life  Insurance  Company  that 
it  is  dangerous.  Table  III  shows  that  any- 
thing less  than  the  grossest  obesity,  however, 
does  not  constitute  a significant  impairment 
from  the  standpoint  of  heart  disease. 

We  are  similarly  warned  by  the  life  insur- 
ance people  that  high  blood  pressure  is  bad. 
Actuarial  data  can  be  interpreted  indeed  in 
no  other  way:  The  higher  the  blood  pressure 
reported,  the  shorter  the  life  of  the  assured. 
Our  evidence  does,  however,  suggest  what 
has  long  been  suspected  by  clinicians: 
that  blood  pressure  is  truly  a variable 
biologic  phenomenon.  Thus,  while  the  prev- 
alence of  high  blood  pressure  in  our  group 
remains  constant,  the  faces  in  this  group 
change  annually.  If,  as  seems  reasonable 
to  me,  a considerable  segment  of  the  popula- 
tion, for  whatever  reason,  reacts  to  its 
environment  with  transient  hypertension. 


TABLE  III.  Incidence  of  coronary  heart  disease: 
six-year  follow-up 

Rate  per 

1,000 

Condition  Per  Year 

Relative  overweight  (per  cent) 

Less  than  120 
120  to  139 
140  or  more 
Total* 

Blood  pressure 
Normptensive 
Borderline 
Hypertensive 
Total* 

Cholesterol  level  (mg.  per  100 
ml.) 

Less  than  200 
200  to  274 
275  or  more 
Total* 

Exclusive  of  20  sudden  deaths. 

it  becomes  singularly  difficult  and  indeed 
wholly  improper  to  prognosticate  from  an 
isolated  and  inaccurate  measurement  of  the 
arterial  blood  pressure.  Table  III  also 
shows  that  only  with  extremely  elevated 
levels  of  blood  pressure  does  there  appear 
to  be  a significant  impairment  of  health. 

Now  let  us  consider  the  matter  of  choles- 
terol which  has  become  not  only  a contro- 
versial but  practically  a theological  problem. 
Table  III  finally  shows  that  a high  choles- 
terol level  is  associated  with  an  increased 
risk  of  coronary  heart  disease.  Cholesterol 
may  here  be  taken  as  the  type  since  aU  lipid 
measurements  show  the  same  trend.  It  may 
indeed  be  that  the  supernatant  cream  on  a 
postprandial  blood  specimen  is  equally  in- 
formative. 

Our  good  friends  in  Framingham  have 
stated  repeatedly  that  a combination  of  the 
previously  mentioned  risk  factors — to  wit, 
obesity,  high  blood  pressure,  and  high  blood 
cholesterol  levels — compounds  the  risk  of 
coronary  heart  disease;  that  is  to  say,  the 
sum  is  greater  than  the  parts.  We  have, 
for  obvious  reasons,  regularly  scrutinized 
this  relationship.  We  find  that  it  does  not 
exist.  In  our  opinion,  statistically  accept- 
able evidence  of  compounded  risk  does  not 
exist  for  the  elementary  reason  that  neither 
in  the  Albany  nor  in  the  Framingham  study 
are  the  numbers  of  cases  sufficiently  large 
to  justify  such  a conclusion. 

Electrocardiographic  evidence  of  acute 


6 

7 

22 

7 

5 

9 

11 

7 


4 

7 

15 

7 
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FABLE  IV.  Relative  risk  of  developing  coronary 
heart  disease  (follow-up  through  August,  1960) 


Exercise 

Response 

All 

Ischemic 

Heart 

Disease 

Myo- 

cardial 

Infarction 

Angina 

Pectoris 

blaster’s 

criteria 

2 

2 

3 

Abnormal  S-T 
segment 

4 

2 

10 

:oronary  insufficiency  (Table  IV)  induced  by 
jxercise  according  to  the  S-T-segment  and 
r-wave  criteria  already  mentioned  carries 
i poor  prognosis. 

Last,  of  all  of  the  environmental  factors 
iccessible  to  study  and  measurement,  cig- 
iret  smoking  appears  most  strikingly  to  be 
issociated  with  an  increased  risk  of  death 
md  of  myocardial  infarction  (Table  V). 

Conclusion 

These  are  some  of  the  risk  factors  in 
legenerative  cardiovascular  disease  that  we 
lave  observed  over  the  last  few  years  in  the 
Vlbany  study.  To  what  extent  these  ob- 
«rvations  are  apphcable  to  the  practice  of 
ffinical  medicine  is  difficult  to  say.  Of 
;hose  studied,  cigaret  smoking  would  seem 
mquestionably  the  risk  factor  most  justifi- 
ibly  eliminated.  Our  present  evidence  does 
lot,  I think,  justify  a radical  revision  of  our 
iietary  patterns. 

I have  avoided  purposely  mention  of 
jmotional  stress  as  a factor  in  cardiovascular 
iegeneration  because  of  a strong  personal 
conviction  that  recently  much  publicized 
ibservations  in  this  area  are  entirely  without 
ibjective  foundation. 

At  this  point  in  time,  we  must  concede 
chat  we  are  as  helpless  against  the  ravages 
if  cardiovascular  degeneration  as  were  our 
mcestors  against  the  plague.  If,  however, 
listory  is  any  guide,  these  diseases  of  cardio- 
v^ascular  degeneration  wUl  ultimately  and 
inevitably  yield  to  scientific  investigation. 

Question  and  answer  period 

Dr.  Woolsey:  Do  you  have  any 

thoughts  as  to  why  cigarets  predispose  one 
to  coronary  heart  disease? 

Dr.  Doyle;  I am  afraid  that  we  must 
concede  that  we  haven’t  a clue.  The 


TABLE  V.  Incidence  of  coronary  heart  disease  by 
smoking  habits:  six-year  follow-up 


Smoking  Habit 

Rate  per 
1,000  Per 
Year 

Nonsmoker 

5 

Smoker 

7 

<20  per  day 

7 

20  per  day 

6 

>20  per  day 

9 

Total 

7 

pharmacologic  effects  of  nicotine  on  the 
circulation  are  of  course  well  known.  I 
think  the  most  that  we  can  say  at  the  present 
time  is  that  inordinate  cigaret  smoking 
simply  increases  the  rate  of  dying  and  that 
coronary  disease,  since  it  is  the  most  impor- 
tant statistical  cause  of  death,  is  increased 
proportionately.  Much  more  needs  to  be 
learned  about  this  whole  subject. 

Dr.  Woolsey:  Do  you  have  any  objec- 

tions to  semipersonal  questions.  Dr.  Doyle? 

Dr.  Doyle:  None  whatsoever. 

Dr.  Woolsey;  How  many  of  your  col- 
leagues smoke  or  have  recently  stopped 
smoking?  Do  you  know? 

Dr.  Doyle:  I have  only  impressionistic 

figures  on  this.  Nonetheless,  I think  one 
notes  substantially  less  atmospheric  density 
in  any  sizable  medical  meeting  these  days. 
There  are  far  fewer  of  my  associates  who 
race  through  limch  so  that  they  can  have  a 
cigaret.  Many  of  my  friends  have  stopped. 

Dr.  Woolsey:  I can  truthfully  say  that 

at  the  moment  I see  none  curhng  from  the 
audience  in  front  of  me  here.  I can’t  speak 
for  the  unseen  radio  audience.  Dr.  Doyle, 
how  did  you  know  that  the  group  who 
entered  the  study  were  a “high-risk  group”? 

Dr.  Doyle;  Simply  on  the  basis  of  bio- 
statistics. A middle-aged  American  man 
is  a high  risk  by  definition. 

Dr.  Woolsey:  I think  we  might  have 

touched  on  this  following  one,  but  in  Fra- 
mingham obesity  has  been  dropped  as  a high- 
risk  factor  in  their  last  report  in  favor  of  left 
ventricle  enlargement.  How  does  this  com- 
pare with  your  findings? 

Dr.  Doyle;  As  I have  already  indicated, 
other  than  gross  obesity,  20  per  cent  or 
more  over  ideal  Metropolitan  Life  Insurance 
weight,  we  find  no  influence.  Indeed,  I 
would  argue  (as  I have  in  the  past  privately 
with  my  friends  in  Framingham)  that  since 
the  criterion  of  left  ventricular  enlargement 
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is  radiologic,  it  is  notoriously  a treacherous 
and  unreliable  index  of  this  condition. 

Dr.  Woolsey:  Of  course,  here  is  your 

opportunity  to  argue  with  absolutely  no 
privacy  at  aU,  Dr.  Doyle.  Here  is  another 
question;  Why  is  the  rate  of  coronary 
disease  so  high  in  young  men  in  the  United 
States? 

Dr.  Doyle:  Wilbiu:  A.  Thomas,  M.D., 

a little  later  perhaps  will  give  us  some  clues. 
It  is  a very  difficult  question  related  to 
many,  many  factors,  some  of  which  we 
can’t  measure;  but  the  diet  probably  is 
important.  Despite  what  I said,  it  is 
aU  too  true  that  our  young  are  reared  almost 
like  capons. 

Dr.  Woolsey:  Why  do  young  women 

not  have  coronary  heart  disease.  Dr.  Doyle? 

Dr.  Doyle;  It  seems  inescapable  that 
this  must  be  related  to  femaleness.  The 
fact  that  female  sex  hormones  don’t  protect 
men  does  not  prove  that  being  a girl  is  not 
helpful  so  far  as  one’s  blood  lipoprotein 
pattern  is  concerned.  There  must  be  some 
relative  immunity  to  coronary  disease  con- 
ferred by  this  particular  humoral  configura- 
tion. 

Dr.  Woolsey:  Dr.  Doyle,  are  the  idio- 

pathic arrhythmias  concerned  risk  factors 


in  ischemic  heart  disease? 

Dr.  Doyle:  I am  not  altogether  sure 

that  I imderstand  the  question.  Dr.  Woolsey. 
There  is,  I think,  a definite  entity  described 
some  years  ago  by  William  Evans  of 
Great  Britain,  and  our  own  William  L. 
Gould,  in  Albany  has  pretty  well  traced 
out  a three-  or  four- generation  family 
hneage  of  people  with  atrial  fibrillation. 
In  these  individuals  there  is  no  detectable 
associated  heart  disease,  and  longevity 
appears  to  be  normal. 

So  far  as  other  forms,  if  you  wiU,  of  idio- 
pathic arrhythmias,  I know  of  no  data  of 
sufficient  size  and  specificity  to  make  any 
further  comment. 

Dr.  Woolsey:  And  another  question 

for  you.  Dr.  Doyle,  before  we  move  on  to 
the  next  presentation:  Do  you  disregard 

diet  in  the  postinfarction  period? 

Dr.  Doyle:  I think  one  can  answer  this 

in  generahties  only,  Dr.  Woolsey.  Cer- 
tainly, on  theoretical  groimds  as  well  as  in 
practical  terms  of  preferring  to  have  a person 
fighter  than  heavier,  caloric  restriction, 
which  inevitably  means  a fat  restriction,  is 
generally  the  order  of  the  day;  but,  insofar 
as  elaborating  any  rituals  of  diet,  no.  I 
think  these  are  to  be  avoided. 
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In  our  laboratory  at  Albany  Medical 
College  we  are  interested  in  the  geographic 
pathology  of  coronary  arteriosclerosis  and 
myocardial  infarction  as  one  means  of  ob- 
taining basic  information  regarding  etiology 
and  pathogenesis.  We  utilize  the  tools  of 
hematology,  biochemistry,  and  anatomy, 
but  this  report  will  be  restricted  to  an  ana- 
tomic study. 

From  previous  studies  we  know  that  myo- 
cardial infarction  is  virtually  nonexistent 
among  East  and  West  African  natives  and 
that  coronary  arteriosclerosis  is  relatively 
mild  even  in  the  older-age  groups  of  Africans. 

In  the  current  study,  we  wanted  to  find 
out  at  what  age  New  Yorkers  would  begin 
to  show  more  coronary  arteriosclerosis  than 
Africans.  From  previous  work  of  others 
based  on  examination  of  the  aorta  only  and 
not  the  coronary  arteries,  we  postulated  the 
differences  in  the  amount  of  coronary  arterio- 
sclerosis between  Africans  and  Americans 
would  begin  to  appear  between  the  ages  of 
thirty  and  forty. 

Of  necessity,  our  work  was  Limited  to 
autopsy  material  so  that  all  I say  subse- 
quently applies  to  autopsies  and  is  not  neces- 
sarily applicable  to  living  people. 

Material  and  method 

We  had  available  in  Albany  hearts  from 
244  adult  Africans,  ranging  in  age  from 
twenty  to  ninety,  and  1,114  hearts  of  New 
Yorkers,  from  twenty  to  ninety  years  of  age. 
We  assessed  the  amount  of  coronary  arterio- 
sclerosis using  as  an  index  multiple  measure- 
ments of  coronary  wall  thickness. 
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Figure  1 illustrates  the  calipers  that  we 
have  used  to  measure  the  thickness  of  the 
coronary  artery  wall.  Multiple  measure- 
ments are  made,  and  the  results  of  these 
measurements  averaged  to  determine  the 
mean  coronary  wall  thickness  for  any  given 
heart.  The  method  is  based  on  the  assump- 
tion that  most  or  all  of  the  factors  involved 
in  coronary  arteriosclerosis  result  in  thicken- 
ing of  the  wall. 

Results 

Table  I records  the  results  of  our  study 
of  the  Africans  and  the  Americans.  In  one 
column  you  can  see  the  average  coronary 
waU  thickr  ess  of  groups  of  Africans  and 
Americans  separated  into  age  and  sex  groups. 
The  average  coronary  waU  thickness  of  the 
vessel  which  appears  grossly  normal  is 
approximately  0.25  mm.  You  can  see  from 
this  list  that  aU  of  the  American  groups  from 
the  earliest  age  had  considerably  greater 
coronary  waU  thickness  than  the  normal 
and  that  the  African  groups  for  the  most 
part  were  only  slightly  greater  than  the 
values  that  we  had  given  as  normal.  In 
each  age  group  of  males  the  mean  coronary 
waU  thickness  of  the  American  is  signifi- 
cantly greater  than  that  of  the  African.  The 
same  is  true  for  the  females  for  the  younger- 
age  groups  and  in  the  older-age  groups,  but 
as  you  can  see  the  numbers  available  to  us 
were  too  smaU  to  be  useful  for  statistical 
comparison. 

In  Figure  2A  the  results  presented  in  the 
previous  table  are  shown  in  simpler  form. 
Here  you  can  see  graphicaUy  iUustrated  the 
mean  coronary  waU  thickness  of  the  Ameri- 
can and  African  males  in  various  age  groups. 
It  is  apparent  that  the  separation  as  far  as 
the  two  groups  are  concerned  had  already 
occurred  prior  to  the  age  of  twenty.  In 
Figure  2B  it  is  apparent  that  the  differences 
in  the  amount  of  coronary  arteriosclerosis 
were  already  apparent  at  the  age  of  twenty 
in  the  female  too. 

Conclusion 

From  this  study,  it  appears  that  differ- 
ences in  the  degree  of  coronary  arteriosclero- 
sis between  Africans  and  Americans  begin  to 
develop  before  maturity  is  reached,  perhaps 
in  adolescence  or  even  as  far  back  as  child- 
hood, and  that  subsequent  studies  should 
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CALIPERS 


FIGURE  1.  Calipers  used  to  measure  thickness  of  coronary  artery  wall. 


TABLE  I.  Results  of  study  of  Africans  and  Americans 


Sex  and  Age  Groups 
(Years) 

Number 
of  Cases 

Number 

of 

Infarcts 

Average 

Wall 

Thickness 

(mm.) 

Number  of 
Cases 

Number 

of 

Infarcts 

Average 

Wall 

Thickness 

(mm.) 

Males 

20  to  29 

37 

0 

0.25 

10 

0 

0.38 

30  to  39 

47 

0 

0.27 

16 

2 

0.42 

40  to  49 

39 

0 

0.28 

56 

8 

0,43 

50  to  59 

23 

0 

0.28 

145 

40 

0.52 

60  to  69 

19 

0 

0.30 

163 

59 

0.53 

70  and  over 

11 

0 

0,40 

232 

85 

0.56 

Females 

20  to  29 

29 

0 

0.23 

15 

0 

0.28 

30  to  39 

17 

0 

0.25 

24 

2 

0.36 

40  to  49 

9 

0 

0.27 

76 

2 

0.33 

50  to  59 

4 

0 

0.27 

84 

9 

0.40 

60  to  69 

4 

0 

0.33 

110 

25 

0,46 

70  and  over 

5 

0 

0.34 

183 

74 

0,54 

be  done  in  pre-adult  life  if  we  are  to  get  at 
the  ultimate  causes  for  the  differences. 

Question  and  answer  period 

Dr.  Woolsey:  Dr.  Thomas,  are  you 

going  to  be  involved  in  those  continuing 
studies? 

Dr.  Thomas;  Yes,  those  studies  are 
under  way  at  the  present  time. 

Dr.  Woolsey:  Dr.  Thomas,  have  you 
studied  the  diet  of  the  Africans? 


Dr.  Thomas;  We  have  made  no  studies 
of  the  diet  of  the  Africans.  However,  a fair 
bit  is  known  about  the  diet  of  the  Africans 
in  the  particular  areas  where  we  have  been. 
It  consists  largely  of  carbohydrates  with  a 
very  small  amount  of  fat  and  relatively 
small  amoimts  of  protein.  Most  of  the 
calories  are  from  vegetables,  from  plantains, 
which  is  a form  of  banana,  sweet  potatoes, 
and  similar  items. 

Dr.  Woolsey;  Dr.  Thomas,  do  the 
American  Negroes  have  less  arteriosclerosis 
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AGE  GROUP  AGE  GROUP 

FIGURE  2.  Diagram  of  results  in  Table  I,  African  and  American  (A)  males,  (B)  females. 


than  white  persons? 

Dr.  Thomas:  It  is  a very  difficult  question 
to  get  at  but  as  fai  as  we  can  tell  from 
autopsy  studies  in  different  parts  of  the 
country  and  from  the  data  of  death  certifi- 
cates or  clinical  findings,  it  does  appear  that 
the  American  Negro  does  have  somewhat 
less  evidence  of  arteriosclerosis,  that  is  less 
myocardial  infarction,  than  white  people  of 
corresponding  age.  However,  the  difference 
appears  to  be  much  less  than  it  was  several 
years  ago.  In  other  words,  it  seems  quite 
likely  that  the  American  Negro  is  catching 
up  with  the  American  white  in  this  regard. 

Dr.  Woolsey:  Thank  you.  Dr.  Thomas. 
We  have  two  questions  that  are  somewhat 
similar  and  I will  ask  them  both  at  one  time. 

One  states  that  a study  at  the  Charity 
Hospital  in  New  Orleans  showed  that  high 
temperatures  had  an  adverse  effect  on  the 
course  of  the  treatment  of  patients  with 
congestive  heart  failure  versus  patients  who 
were  treated  in  an  air-conditioned,  low-tem- 
perature environment,  and  they  wonder  if 
you  had  noted  any  effect  of  the  season  of  the 
year  on  the  incidence  of  death  from  heart 
disease  of  various  types. 

Along  with  that  is  the  question:  Does 
climate,  heat,  sun,  and  so  forth  play  any 
part  with  these  Africans? 

Dr.  Thomas:  We  have  not  noted  in 

Albany  any  relationship  of  death  to  any 
particular  season  of  the  year;  that  is,  we  as 
pathologists  have  not  noted  it.  Since  myo- 
cardial infarction  is  nonexistent  with  the 
groups  that  we  are  studying  in  Africa,  of 
course  we  can  have  no  information  on  what 
effect  the  temperature  might  have.  The 


area  we  dealt  with  is  close  to  the  equator 
and  the  season  is  the  same  the  year  around. 

I am  familiar  with  the  work  with  tempera- 
ture in  New  Orleans.  I think  this  is  more 
pertinent  to  patients  with  clinical  evidence 
of  the  disease.  It  probably  has  nothing  to 
do  with  the  etiology,  that  is  with  the  under- 
lying arteriosclerosis,  and  the  imderlying 
factors  involved. 

Dr.  Woolsey:  You  mentioned  “close  to 
the  equator.”  One  of  the  questioners 
wants  to  know  where  these  Africans  came 
from  and  what  type  of  life  they  led.  In 
other  words,  what  part  of  Africa  are  they 
coming  from? 

Dr.  Thomas:  We  studied  two  groups, 
one  from  Uganda  along  the  shores  of  Lake 
Victoria,  a few  miles  from  where  Stanley 
met  Livingston  some  fifty  or  seventy-five 
years  ago.  This  is  a region  of  high  altitude 
with  a relatively  mild  climate  with  an  aver- 
age daily  temperature  aroimd  75  or  80  F. 
The  other  group  we  have  studied  was  from 
Nigeria,  again  along  the  equator  or  very 
close  to  it,  and  here  in  a much  lower  region 
where  the  temperatures  range  around  100 
F.  and  above. 

We  have  studied  relatively  primitive 
people  who  are  just  emerging  from  a tribal 
existence,  moving  into  the  towns  or  into 
agricultural  pursuits,  as  well  as  people  who 
have  advanced  farther,  at  least  as  far  as  our 
ideas  of  advancement  are  concerned,  and 
who  hold  government  positions  or  who  are 
in  professions.  And  so  it  is  a cross  section 
of  the  population  in  these  areas. 

Dr.  Woolsey:  Dr.  Thomas,  have  you 
studied  the  differences  in  the  coronary  artery 
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thickness  between  urban  and  rural  Africans? 

Dr.  Thomas:  We  have  not  been  able  to 
do  this.  We  are  particularly  interested  in 
studying  some  of  the  groups  in  government 
and  in  professional  life  whose  habits,  as  far 
as  the  content  of  their  diet  is  concerned, 
appear  to  be  like  those  of  ours.  In  other 
words,  they  are  the  emerging  group  who  are 
being  assimilated  into  our  Western  civiliza- 
tion. However,  we  have  had  the  opportu- 
nity to  study  blood  samples  from  living  indi- 
viduals in  these  groups,  and  we  find  that  their 
cholesterol  levels,  for  example,  are  very 
close  to  those  of  people  here  in  New  York. 
However,  we  have  not  had  the  opportunity 
to  study  a sufficient  number  at  autopsy  to 
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find  out  what  is  happening  in  regard  to 
coronary  arteriosclerosis. 

Dr.  Woolsey;  Another  questioner  asks 
whether  your  method  takes  into  account 
qualitative  changes. 

Dr.  Thomas:  Our  method  of  wall  thick- 
ness does  not  take  into  consideration  qualita- 
tive changes.  This  we  are  getting  at  in  j 
others  ways  with  histologic  and  biochemical  I 
studies  of  the  lipids,  proteins,  and  carbohy- 
drates  that  are  present  in  the  wall.  But  J 
this  discussion  today  has  been  strictly  of 
quantitative  measurements  and  not  of 
qualitative  changes. 

Locust  Lane,  Loudonville 


per  year.  Never  before  in  American  med- 
icine has  a medical  college  committed  itself 
to  such  an  intensive  relationship  with  a 
group  of  community  hospitals  to  help  them 
develop  their  fullest  potentials  in  medical 
education  and  ultimately  in  hospital  serv- 
ices and  patient  care. 

The  educational  programs  are  located  in 
the  EUis  Hospital,  Jchenectady,  New  York; 
The  Pittsfield  Affiliated  Hospitals  which 
include  both  the  Pittsfield  General  and  St. 
Luke’s  Hospitals  in  Pittsfield,  Massachu- 
setts; St.  Clair’s  Hospital,  Schenectady, 
New  York;  Springfield  Hospital,  Spring- 
field,  Massachusetts;  and  the  Vassar  Broth- 
ers Hospital  in  Poughkeepsie,  New  York. 
Thus,  there  are  six  general  hospitals  directly 
involved. 

Medical  educators  agree  that  the  com- 
plexity and  importance  of  graduate  medical 
education  equals  that  of  undergraduate 
medical  education  in  determining  the  quality 
of  practice  of  the  future  physician.  Ideally, 
therefore,  graduate  medical  education  ought 
to  be  planned,  administered,  emd  conducted 
at  the  same  professional  level  as  under- 
graduate medical  education. 

Method 

However,  there  are  many  problems  which 
interfere  with  the  realization  of  this  ideal. 
In  the  selection  of  individual  hospitals  for 
the  Albany  Regional  Hospital  Program 
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many  conferences  were  held  with  officials 
of  the  visiting  staff  and  the  administration 
and  in  some  cases  with  hospital  trustees. 
These  special  problems  of  the  community 
hospital  were  clearly  identified.  A formal 
contract  was  entered  into  between  the 
medical  college  and  the  individual  hospital 
only  after  agreement  was  reached  that  the 
goals  of  the  project  were  to  establish  sound 
medical  education  activities  at  the  hospital 
by  working  out  appropriate  solutions  to 
these  problems. 

Two  vital  points  were  stressed:  (1) 

Officials  of  the  medical  college  would  in  no 
way  interfere  in  the  internal  affairs  of  the 
hospital;  (2)  the  medical  college  would 
guarantee  nothing  in  the  recruitment  of 
interns  and  residents  for  any  of  the  hos- 
pitals. 

The  bed  capacities  of  these  hospitals  vary 
from  about  250  to  500  beds.  There  are 
two  Catholic  hospitals  and  four  nondenom- 
inational,  nonprofit  private  corporations. 
One  hospital  has  only  an  approved  intern- 
ship. One  hospital  has  an  approved  in- 
ternship and  a two-year  residency  in 
pathology.  Three  of  the  hospitals  have  ap- 
proved internships  and  various  residency 
programs  in  clinical  and  in  laboratory 
specialties.  Two  of  the  hospitals  have  full- 
time and  three  have  half-time  education 
directors. 

This  brief  summary  of  some  of  the  im- 
portant characteristics  of  the  regional  hos- 
pitals should  make  it  clear  that  we  are 
dealing  with  the  whole  spectrum  of  education 
in  community  hospitals. 

The  program  is  administered  by  three 
full-time  members  of  the  Department  of 
Postgraduate  Medicine.  Our  three  basic 
activities  in  the  Albany  Regional  Hospital 
Program  include  administration,  teaching, 
and  consultation.  We  are  continuously 
involved  in  scheduling  weekly  visits  to  each 
of  these  hospitals  for  members  of  the 
medical  school  faculty.  In  addition,  one 
of  us  visits  each  of  the  five  participating 
hospitals  each  week,  with  only  occasional 
exceptions.  During  these  visits  we  conduct 
teaching  rounds  and  conferences,  and  we 
carry  on  informal  meetings  providing  in- 
formation, advice,  and  guidance  to  the 
director  of  medical  education,  to  members 
of  the  administration,  and  to  responsible 
members  of  the  visiting  staff. 

Consultation  activities  refer  to  more 


formal  requests  for  special  meetings  in 
which  one  or  more  of  us  meet  with  the 
hospital  administrator,  trustees,  the  educa- 
tion director,  and  key  staff  officials  to 
discuss  long-term  problems  and  policy 
development  in  the  program.  These  meet- 
ings are  held  either  at  the  hospital  or  at  the 
medical  college. 

Comment 

In  this  presentation  I have  reviewed  as 
concisely  as  possible  the  essential  features  of 
the  Albany  Regional  Hospital  Program. 
In  the  future  we  plan  to  present  progress 
reports  in  the  hope  that  what  we  learn 
during  this  experiment  may  be  helpful  to 
others. 

The  initial  concern  of  each  hospital  with 
the  danger  of  the  medical  college  interfering 
in  its  internal  affairs  has  virtually  dis- 
appeared. Indeed,  in  some  instances,  our 
participation  in  internal  decisions  has  been 
and  is  being  actively  sought. 

Furthermore,  each  hospital  has  developed 
a more  realistic  attitude  toward  the  recruit- 
ment of  a house  staff  of  quality.  No  longer 
are  magic  solutions  expected.  Instead,  we 
are  more  and  more  devoting  our  attention  to 
the  certain  weaknesses  of  each  hospital  in 
order  to  develop  long-range  policies. 

In  this  way,  we  hope  our  ultimate  goal  of 
providing  the  best  in  medical  care  for  the 
pubhc  whom  the  hospitals  serve  will  be 
achieved. 

Question  and  answer  period 

Dr.  Woolsey:  Thank  you  very  much. 
Dr.  Nelson.  While  I am  waiting  for  any 
questions  from  the  audience  relating  to  the 
Albany  Regional  Hospital  Program,  I won- 
der if  you  would  make  a few  comments 
concerning  the  utilization  of  faculty  and 
guests  from  medical  centers  other  than 
Albany. 

Dr.  Nelson:  Yes,  Dr.  Woolsey,  I would 
be  very  glad  to.  I think  it  will  be  fully 
appreciated  that  we  do  use  assistance  from 
other  medical  centers  in  our  area.  We 
invite  various  speakers  to  visit  in  the  dif- 
ferent hospitals  and  to  contribute  to  the 
total  educational  program.  Not  uncom- 
monly, we  arrange  it  so  that  a visitor  can 
go  to  two  or  three  of  the  regional  hospitals 
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on  the  same  trip.  We  may  try  to  include 
him  in  programs  going  on  here  at  the  med- 
ical center  in  Albany. 

Dr.  Woolsey;  Here  is  a question  that 
gets  right  to  the  point  of  things.  What  do 
you  feel  is  the  greatest  problem  in  develop- 
ing a good  educational  program  in  a com- 
munity hospital? 

Dr.  Nelson:  One  of  the  greatest  dif- 
ficulties is  in  developing  strong  motivational 
interest  in  having  a good  educational  pro- 
gram at  the  “grass  roots,”  in  the  com- 
mimity  hospital.  It  is  a matter  of  generat- 
ing a real  desire  on  the  part  of  the  attending 
staffs  in  those  hospitals  to  take  the  time  and 
make  the  effort  to  develop  a good  program 
for  the  interns  and  residents. 

Dr.  Woolsey:  Here  is  a practical  prob- 
bm  on  the  subject.  I’d  be  interested  in 
your  answer,  Dr.  Nelson.  Does  this  type 
of  educational  program  eliminate  some  of 
the  meetings  required  to  meet  inspection 
requirements? 

Dr.  Nelson:  I do  not  think  it  will 
reduce  the  meetings  that  are  necessary  to 
fulfill  inspection  requirements.  On  the 
other  hand,  I think  we  ought  to  emphasize 
that  in  actuality  there  are  going  to  be  a 
great  many  more  meetings  if  a program  is  to 
be  effective. 

Dr.  Woolsey:  Since  we  are  getting  close 
to  the  end  of  our  part  of  the  program,  per- 
haps I may  be  a bit  bold.  We  have  a 
method  of  determining  whether  the  phy- 
sician is  indeed  interested  in  the  educational 
program  or  whether  he  is  interested  in 


hospital  politics.  The  hospital  politician 
attends  aU  staff  business  meetings  and  no 
educational  meetings! 

Dr.  Nelson,  how  do  you  handle  the  prob- 
lem of  teaching  basic  sciences  in  the 
regional  hospital  program? 

Dr.  Nelson:  We  have  several  ap- 

proaches. First,  a very  important  part  of 
this  whole  program  is  to  utilize  the  effective 
knowledge  and  information  at  hand  in  the 
community  hospitals  themselves.  Very 
often  there  is  more  available  than  the  hos- 
pitals and  their  staffs  appreciate. 

Second,  we  provide  basic  science  instruc- 
tion from  the  medical  college  and  also  invite 
experts  from  other  medical  centers.  Fi- 
nally, we  do  use  our  two-way  radio  facilities 
for  this  purpose,  the  facilities  demonstrated 
at  this  meeting.  These  programs  are  di- 
rected at  the  regional  hospitals.  The  housa 
staffs  gather  to  discuss  the  basic  science 
material  ahead  of  time.  Then  they  listen 
to  the  program  and  ask  their  questions. 

Dr.  Woolsey:  What  outside  organiza- 
tions give  you  financial  assistance?  Would 
you  teU  the  audience  very  briefly  what  the 
financial  structure  of  the  regional  hospital 
program  is? 

Dr.  Nelson:  The  hospitals  contribute 
importantly  to  the  program.  The  National 
Heart  Institute  has  given  us  very  substantial 
support.  Merck,  Sharp  & Dohme  has  given 
us  most  important  assistance.  We  plan 
that  the  program  eventually  wUl  become 
self-supporting  from  the  contributions  of  the 
hospitals. 
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Ac™.  KK...  tcb™..  degeneration  is  a 
significant  cause  of  morbidity  and  mortality 
following  a variety  of  types  of  severe  trauma 
and  various  surgical  procedures.  This  in- 
cludes not  only  the  trauma  as  it  is  seen  for 
example  in  the  emergency  room  following 
automobile  accidents;  it  not  only  includes 
major  surgical  procedures  such  as  resections 
of  abdominal  aortic  aneurysms  or  resection 
of  the  pancreas  and  duodenum;  but  also  it 
is  seen  as  a complication  of  certain  obstetric 
problems  and,  of  course,  may  occasionally  be 
seen  following  transfusion  reactions. 

In  analyzing  the  sequence  of  events  lead- 
ing to  renal  shutdown  due  to  tubular  de- 
generation, it  is  Important  to  realize  that 
the  kidneys  undergo  several  changes  follow- 
ing any  type  of  stress.  In  fact,  renal  func- 
tion may  become  so  altered  that  oliguria  or 
even  anuria  may  appear  even  in  the  absence 
of  primary  renal  disease.  Remember  that 
a reduction  of  urine  flow  may  be  only  a 
reflection  of  the  body  needs  for  additional 
sodium  and  water  following  some  major 
procedure,  and  this  in  itself  is  not  neces- 
sarily an  accompaniment  of  true  renal 
failure.  If  the  urinary  output  can  be  main- 
tained during  a normal  post-traiuna  or 
postoperative  period  of  oliguria,  or  if  it  can 
be  promptly  re-established  if  the  urine  flow 
has  ceased,  then  subsequent  renal  failure 
due  to  actual  tubular  damage  may  be 
avoided. 

In  an  attempt  to  analyze  the  sequence  of 
events  in  more  detail,  we  have  decided  to 
consider  the  problem  from  three  basic  stand- 
points. The  first  concerns  the  problem  of 
alterations  in  hemodynamics;  the  second. 
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alterations  in  body  fluid  balance;  and  the 
third,  the  deposition  of  obstructing  material 
in  the  tubular  lumen. 

Alterations  in  hemodynamics 

From  a hemodynamic  standpoint,  a large 
series  of  experimental  investigations  have 
demonstrated  that  certain  definite  things 
happen  to  renal  circulation  following  such 
nonspecific  trauma.  These  include  a de- 
crease in  renal  blood  flow  associated  with 
an  increase  in  the  renal  vascular  resistance. 
Along  with  this,  it  can  be  shown  that  there 
is  a decrease  in  oxygen  availability  to  the 
distal  tubule.  Parenthetically,  I might  men- 
tion that  this  can  be  shown  and  readily 
confirmed  both  in  the  experimental  animal 
and  in  patients  by  measurements  of  urine 
oxygen  tension,  since  the  urine  is  in  equilib- 
rium with  the  distal  tubule  at  the  time  that 
it  leaves  the  kidney.  Then  a measurement 
of  oxygen  tension  in  the  urine  wiU  give  an 
accurate  reflection  of  the  oxygen  tension  of 
the  distal  tubular  environment. 

Now,  these  changes  in  the  hemodynamics 
of  the  kidney  following  a variety  of  forms 
of  trauma  are  reversible  if  they  are  reversed 
at  an  early  enough  stage;  whereas,  if  the 
condition  is  sdlowed  to  proceed,  one  can 
show  by  such  means  as  histochemical  and 
electron  microscopy  studies  that  a disruption 
of  the  oxidative  enzyme  systems  of  the 
tubular  cells  will  occur.  And  once  this  has 
happened,  renal  tubular  degeneration  is  in 
fact  present. 

Alterations  in  body  fluid  balance 

A second  factor  which  we  believe  is  ex- 
tremely important  is  the  question  of  the 
total  fluid  balance.  As  most  of  you  are 
aware,  following  almost  any  type  of  major 
surgery  but  particularly  following  trauma 
in  which  large  quantities  of  crushed  tissue 
are  present,  there  will  be  a sequestration  of 
extracellular  fluid  into  the  damaged  area. 
This  may  well  be  a significant  fraction  of  the 
total  extracellular  fluid,  particularly  if  the 
patient  has  been  dehydrated  just  prior  to 
the  trauma.  It  is  necessary  to  restore  this 
extracellular  fluid  since,  although  it  is  stiU 
present  in  the  patient,  it  is  not  available  for 
metabolic  needs. 

The  quantity  and  quality  of  fluid  to  be 
replaced  is  obviously  that  quantity  and  of 
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that  composition  which  has  been  lost  into 
the  tissues.  This  fluid  is  predominantly 
extracellular  fluid  but,  because  of  the  dis- 
ruption of  capillaries,  it  also  contains  a fair 
amount  of  protein.  The  protein  in  the 
sequestered  fluid  has  an  osmotic  effect  which 
competes  with  the  osmotic  pressure  of  the 
plasma  proteins  within  the  vascular  bed, 
thereby  tending  to  remove  and  hold  addi- 
tional water  in  the  damaged  area.  Since 
the  primary  cause  of  this  cannot  be  cor- 
rected, it  is  necessary  that  a sufficient  volume 
of  fluid  be  administered  in  the  form  of  saline 
and  blood  to  make  up  for  this  loss.  Al- 
though it  is  impossible  to  measure  this 
accurately,  a good  rule  of  thumb  is  that  a 
sufficient  volume  of  fluid  should  be  given 
so  that  the  urine  volume  flow  is  maintained 
at  a level  of  approximately  30  to  40  ml.  per 
minute. 

Deposition  of  obstructing  material 
in  tubular  lumen 

Now,  the  final  factor  which  has  been 
shown  both  experimentally  and  clinically 
to  be  important  in  tubular  degeneration 
is  the  precipitation  of  various  protein  ma- 
terials within  the  tubular  lumen.  These 
may  be  merely  albumin  or,  in  the  case  of 
transfusion  reaction,  may  be  hemoglobin 
casts.  We  believe  these  casts  form  because 
of  resorption  of  the  tubular  fluid,  leaving 
behind  the  relatively  nonabsorbable  protein 
material;  or  to  put  it  the  other  way  around, 
if  a sufficient  volume  of  fluid  can  be  main- 
tained through  the  tubular  lumen,  this 
material  wiU  not  precipitate  and,  therefore, 
will  not  obstruct  the  tubular  lumen. 

Comment 

From  a practical  standpoint,  we  treat  all 
patients  with  impending  renal  shutdown  in 
a similar  fashion.  Our  definition  of  impend- 
ing renal  shutdown  is  a urine  volume  less 
than  30  ml.  per  hour  for  more  than  three 
successive  hours.  When  this  occurs,  the 
patients  are  immediately  put  on  an  hourly 
urine  volume  measurement.  They  are  then 
given  sufficient  fluid  in  the  form  of  half 
normal  saline  and  half  2.5  per  cent  glucose  to 
maintain  a urine  volume  above  30  to  40  ml. 
per  hour.  And,  if  this  does  not  occur,  an 
osmotic  diuretic  such  as  mannitol  is  added. 

Under  this  program,  we  have  now  treated 


approximately  300  patients  with  either  im- 
pending or  actual  renal  shutdown.  In  some 
of  them  oliguria  had  been  present  for  as  long 
as  seventy-two  hours.  We  have  not  yet 
had  a single  case  of  complete  renal  shutdown 
or  tubular  necrosis  in  the  group  of  patients 
so  treated.  This  does  not  mean,  of  course, 
that  aU  of  these  patients  would  have  devel- 
oped this  condition,  nor  do  we  know  which 
patients  would  have.  We  do  believe,  how- 
ever, that  somewhere  in  these  300  patients 
there  is  a small  group  which  would  have 
gone  on  to  develop  the  fuU-blown  clinical 
picture  of  distal  tubular  necrosis  had  not 
urine  volume  been  reinstituted  by  the  meas- 
ures indicated. 

Question  and  answer  period 

Dr.  Woolsey:  Thank  you  very  much. 
Dr.  Powers.  How  long  after  the  onset  of 
oliguria  or  anuria  do  you  think  mannitol 
might  stiU  be  effective? 

Dr.  Powers:  This  is  a question  I wish 
I could  give  a precise  answer  to.  I can 
suggest  that  the  duration  of  time  seems  to  be 
lengthening  beyond  that  which  we  thought 
it  would  be.  We  initially  felt  that  it  would 
be  a matter  of  hours,  but  in  the  course  of 
this  study  of  several  hundred  patients  we 
have  had  occasion  to  treat  some  who  have 
been  shut  down  for  seventy-two  hours  and 
have  achieved  restoration  of  urine  volume. 
At  least  in  some  cases  with  seventy-two 
hours  of  oliguria  or  anuria  this  method  has 
been  effective. 

Dr.  Woolsey:  And  could  you  comment 
on  how  much  mannitol? 

Dr.  Powers:  In  general,  the  answer  is 
a sufficient  quantity  to  restore  an  adequate 
urine  volume.  Obviously,  there  has  to  be  a 
cutoff  point  when  you  decide  that  the  situa- 
tion has  proceeded  to  irreversibility.  From 
a practical  standpoint,  about  1,000  cc.  of  a 
10  per  cent  mannitol  solution  should  re- 
institute some  urine  flow  if  it  is  going  to 
work,  and  I would  be  very  reluctant  to 
administer  more  than  this. 

Dr.  Woolsey:  Are  there  any  toxic  effects 
of  mannitol? 

Dr.  Powers:  Not  as  far  as  we  know. 
Some  of  the  original  work  that  was  done 
many,  many  years  ago  on  mannitol  and  other 
larger  molecular-weight  materials,  including 
sucrose  and  so  on,  indicated  that  in  very  large 
doses  there  were  changes  in  the  renal  tubular 
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cells.  These  changes  are  rather  nonspecific, 
looking  somewhat  like  the  “cloudy  swelling” 
that  we  are  aU  familiar  with.  It  was  thought 
that  this  represented  a toxic  effect  on  the 
renal  tubule.  Actually,  in  terms  of  renal 
function,  we  have  never  found  either  ex- 
perimentally or  clinically  that  any  depression 
of  renal  function  or  other  toxic  effect  oc- 
curred. 

However,  I must  emphasize  that  there  is 
a significant  volume  of  fluid  being  admin- 
istered to  the  patient.  If  he  is  already 
overhydrated  and  if  then  one  adds  an  addi- 
tional amount  of  fluid  in  the  form  of  man- 
nitol, it  is  possible  to  precipitate  circulatory 
decompensation  merely  on  the  basis  of  the 
excess  fluid. 

Dr.  Woolsey:  Dr.  Powers,  how  did  you 
measure  the  hourly  urine  volume  in  the 
incipient  phase  of  shutdown?  And  is  there 
any  danger  attendant  on  the  early  cathe- 
terization of  these  patients? 

Dr.  Powers:  This  is  a very  important 
question.  First  of  all,  we  have  learned  to 
recognize  from  experience  those  patients  in 
whom  the  likelihood  of  renal  shutdown  is 
fairly  high.  These  include  patients  who 
have  had  certain  types  of  surgery,  any  pa- 
tient with  severe  trauma  with  crushing  of 
muscle  tissues,  and  those  with  certain 
obstetric  complications,  such  as  abruptio 
placenta.  These  patients  are  routinely 
managed  with  an  indwelling  catheter. 

We  are  of  course  aware  of  the  fact  that 
there  is  some  risk  to  the  placement  of  an 
indwelling  catheter  in  terms  of  infection  and 
subsequent  possible  pyelonephritis.  Never- 
theless, we  feel  that  the  immediate  problem 
of  renal  shutdown  is  so  important  that  it 
transcends  aU  other  considerations.  And  if 
there  is  any  question  whatever  as  to  whether 
the  patient  is  or  is  not  producing  urine,  I 
think  there  is  no  doubt  that  a catheter 
should  be  inserted.  We  then  measure  the 


urine  output  on  an  hourly  basis,  or  if  the 
patient  is  actually  shut  down  and  we  are 
administering  mannitol,  we  measure  it  by 
observing  the  continuous  drip  from  the 
catheter,  almost  on  a minute-to-minute 
basis. 

Dr.  Woolsey:  Our  time  is  getting  a bit 
short.  Dr.  Powers,  but  would  you  care  to 
comment  on  why  the  renal  blood  flow  re- 
mains depressed  after  shock  has  been  treated 
successfully? 

Dr.  Powers:  This  is  one  of  our  most 
perplexing  questions.  It  was  pointed  out  a 
good  many  years  ago  by  Corcoran,*  among 
others.  If  you  take  an  experimental  animal 
and  produce  a sufficient  hemorrhage  to  cause 
shock,  the  cardiac  output  will  fall  and  the 
perfusion  of  all  organs  will  fall.  Then  if 
you  restore  the  hlood  which  has  been  re- 
moved so  that  the  blood  pressure  returns  to 
normal,  one  would  expect  that  renal  blood 
flow  should  also  return  to  normal.  But  it 
does  not  and  it  may  remain  depressed  for 
many  hours. 

Although  we  are  not  absolutely  certain 
as  to  the  cause,  we  do  have  some  evidence 
that  during  the  period  of  renal  ischemia 
associated  with  the  period  of  hypotension, 
renal  edema  develops.  This  is  interstitial 
edema,  and  it  occurs  within  the  rather  rigid 
capsule  of  the  kidney.  Since  the  capsule  of 
the  kidney  does  not  permit  much  expansion, 
this  increased  interstitial  pressure  has  the 
effect  of  causing  a significant  increase  in  the 
total  vascular  resistance  of  the  kidney. 
This  has  been  measured  and,  in  fact,  this  is 
exactly  what  happens.  Therefore,  we  think 
that  the  continuation  of  decreased  blood  flow 
is  due  to  the  edema,  and  it  is  interesting  that 
the  administration  of  mannitol  will  restore 
the  blood  flow  to  normal,  probably  by  re- 
moving the  interstitial  edema. 

* Corcoran,  A.  C.,  and  Page,  I.  N.:  Renal  blood  flow  in 

shock,  J-  Exper.  Med.  78:  205  (1943). 
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During  the  past  thirty  years  the  diagnosis 
of  acute  coronary  occlusion  has  been  greatly 
facilitated,  and  its  treatment  has  been  vastly 
improved.  1 The  diagnosis  has  been  im- 
proved by  the  widespread  routine  use  of  the 
electrocardiogram,  including  the  chest  leads, 
the  exercise  electrocardiogram,  increased 
attention  to  details  of  the  history  with  better 
recognition  of  atypical  symptoms,  more  fre- 
quent use  of  vectorcardiography  and  bal- 
listocardiography in  unusual  situations,  and 
the  widespread  use  of  serum  and  urine  en- 
zyme determinations.  Among  the  enzymes 
employed  to  reflect  myocardial  necrosis  are 
SGO-T  (serum  glutamic  oxaloacetic  trans- 
aminase), lactic  dehydrogenase,  acid  phos- 
phatase, malic  dehydrogenase,  and  aldolase. 
Five  electrophoretically  distinct  forms  of  LD 
(lactic  dehydrogenase)  have  been  identified 
and  they  exhibit  a characteristic  distribu- 
tion in  human  tissues.  Cardiac  muscle  con- 
tains LD4  and  LDs  with  a preponderance  of 
LD5.  Therefore,  myocardial  infarction  re- 
sults in  an  increase  in  plasma  LD4  and 
plasma  LDb,  in  the  isoenzyme  pattern,  and  a 

* Reprinted,  with  revisions  and  additions,  from  the 
November,  1962,  issue  (42:  457,  1962)  of  Diseases  of  the  Chesty 
with  the  permission  of  the  American  College  of  Chest  Physi- 
cians. 


relative  decrease  in  the  three  other  plasma 
isoenzymes.^ 

Wroblewski,  Ross,  and  Gregory*  state 
that  this  pattern  alteration  is  a more  specific 
reflection  of  myocardial  necrosis  than  the 
changes  in  total  enzyme  activity  of  either 
lactic  dehydrogenase,  glutamic  oxaloacetic 
transaminase,  or  aldolase.  They  also  state 
that  the  isoenzyme  alterations  in  transmural 
and  subendocardial  infarction  persist  when 
the  total  plasma  enzyme  activity  has  re- 
turned to  within  normal  range. 

Despite  these  considerations,  SGO-T  ac- 
tivity is  the  more  widely  used  determination 
at  this  time.  It  must  be  emphasized  that 
liver,  biliary  and  pancreatic  tract,  and  skel- 
etal muscle  disorders  may  result  in  quantita- 
tive changes  similar  to  those  observed  in 
myocardial  infarction.  Some  drugs,  such  as 
chlorpromazine  and  opiates  may  also  cause 
quantitative  increases  in  this  enzyme.  An- 
other limitation  of  this  quantitative  enzyme 
determination  is  that  it  returns  to  normal 
within  three  to  six  days  after  necrosis  has 
occurred.  Small  transmural  infarcts  may 
result  in  even  briefer  elevations.  The  re- 
cently introduced  test  for  UGO-T  (urine 
glutamic  oxaloacetic  transaminase)®  may  be 
more  simple  and  as  accurate  as  the  SGO-T 
test.  Urine  levels  may  remain  elevated 
longer  than  the  serum  values. 

Using  these  advances,  numerous  mild 
cases  have  been  discovered,  and  a broader 
understanding  of  the  disease  has  been 
reached.  It  should  be  emphasized  that  at 
the  onset  of  the  attack,  possibly  because  the 
artery  has  not  yet  been  completely  occluded, 
the  electrocardiogram  may  be  normal  or  may 
show  only  slight  changes.  At  this  time, 
RS-T  depression  may  occur,  as  in  coronary 
insufficiency,  ■*  instead  of  the  expected  RS-T 
elevation.®®  The  RS-T  elevation  may 
not  appear  for  hours  and  the  Q-waves  only 
later,  at  the  end  of  one  to  two  days. 

Stress  on  differential  diagnosis  is  indicated 
to  avoid  mistreatment.  Anticoagulants  are 
contraindicated  in  nonspecific  pericarditis 
since  they  are  apt  to  cause  bleeding  into  the 
pericardium.®  Therefore,  it  is  essential  to 
differentiate  this  condition  from  coronary 
occlusion.  This  can  usually  be  done  by 
means  of  the  electrocardiogram  and  other 
diagnostic  technics  presently  available. 

In  regard  to  the  diagnosis  of  acute  coro- 
nary occlusion,  one  must  be  alert  to  “silent” 
attacks.  Silent  coronary  occlusions  are  esti- 
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DURING  THE  PAST  thirty  years  the  prognosis 
in  coronary  occlusion  has  improved  from 
mortality  rates  of  10  per  cent  in  private  pa- 
tients and  more  than  40  per  cent  in  ward 
patients  to  less  than  4 per  cent  and  15  to  20 
per  cent  respectively,  owing  to  early  diagnosis 
through  such  methods  as  serum  and  urine 
enzyme  determinations  and  to  major  thera- 
peutic advances  which  include:  oxygen 

therapy;  low  calorie  diet  at  onset  of  the 
disease;  judicious  use  of  digitalis,  quini- 
dine,  anticoagulants,  and  diuretics;  me- 
chanical and  electrical  aids;  chair  rest  treat- 
ment; and  avoidance  of  such  drugs  as  epi- 
nephrine and  nitroglycerin,  if  possible. 
Serious  complications  include:  shock,  ar- 

rhythmias, heart  failure,  embolic  events,  post- 
myocardial  syndrome,  and  rupture  of  ven- 
tricular wall,  interventricular  septum,  chordae 
tendinae,  or  papillary  muscles.  The  main 
purpose  of  anticoagulants  is  prevention  of 
embolic  phenomena.  There  is  no  conclu- 
sive evidence  that  they  can  prevent  impend- 
ing attacks  from  materializing,  and  in  cer- 
tain diseases  simulating  coronary  occlusion 
they  are  contraindicated.  The  use  of  fibri- 
nolytic agents  in  lysing  of  thrombi  is  being 
investigated. 


mated  to  occur  in  30  to  50  per  cent  of  all  in- 
farctions.^ Therefore,  electrocardio- 

grams are  recommended  once  a year  as  a 
routine  measure  in  those  over  forty  years  of 
age,  and  if  the  electrocardiogram  is  normal, 
the  Master  “2-step”  exercise  tolerance  test 
should  be  done.  Often  substitute  symptoms 
for  the  chest  pain  or  pressure,  such  as  short- 
ness of  breath,  tiredness,  and  perspiration 
appear.  The  internist  or  cardiologist  should 
not  ask  if  “pain”  in  the  chest  has  been  pres- 
ent, but  rather  if  “pressure,”  “pain,”  or  any 
sensation  whatever  has  appeared  in  the 
chest,  shoulder,  arm,  or  neck.  The  reply  to 
the  question  of  “pain”  may  be  negative  but 
to  the  latter  queries,  affirmative. 

The  early  diagnosis  and  the  proper  man- 
agement of  acute  coronary  occlusion  has 
saved  many  lives.  This  coronary  heart 
attack  is  indeed  frequent.  An  incidence  of 
5,000  to  10,000  attacks  of  coronary  occlusion 
occur  daily.  In  1935,  the  mortahty  rate  in 
the  senior  author’s  private  patients  during 
the  first  attack  was  10  per  cent.^  '*"*^  To- 
day, it  is  less  than  4 per  cent  among  such 
patients,  and  it  is  only  15  to  20  per  cent 
during  aU  attacks  among  hospitalized  ward 
patients,  whereas  in  the  1920’s  it  was  more 
than  40  per  cent. ' ■ ^ ^ 

The  treatment  of  acute  coronary  occlusion 
has  been  improved  by  several  major  thera- 
peutic advances.  These  include  oxygen 
therapy,  a low  calorie  diet  at  the  very  onset 
of  the  disease,'’’’^^'^®'**  the  judicious  use  of 
digitalis,  quinidine,  anticoagulants  and  di- 
uretics, including  the  thiazides,  aldosterone 
antagonists,  (that  is,  the  spirolactones),  and 
adrenal  steroids  when  indicated.  Mechani- 
cal and  electrical  aids  are  now  prominent 
additions  to  our  armamentarium.  The  use 
of  chair  rest  treatment,  initially  advocated 
by  Dock,i®  Harrison,  i’'  and  Levine,  as 
well  as  the  avoidance  of  such  drugs  as  epi- 
nephrine (Adrenalin)  and  nitroglycerin,  if 
possible,  has  also  contributed  to  more  effica- 
cious treatment. 

The  following  are  the  severe  emergency 
complications  of  coronary  occlusion.  In 
most  of  them,  treatment  has  made  phenom- 
enal strides  in  recent  years. 

Shock 

One  of  the  most  dreaded  of  the  many  com- 
plications of  myocardial  infarction  is  shock. 
Mild  transitory  states  of  shock  are  very  com- 


mon at  the  onset  of  coronary  occlusion.  If 
the  systolic  blood  pressure  falls  to  70  or  80 
mm.  Hg  even  in  the  absence  of  clinical  evi- 
dence of  shock,  we  treat  this  as  if  bona  fide 
shock  were  present.  Sometimes  the  shock  is 
profoimd  and  persistent.  In  the  past,  this 
type  of  shock  has  augured  a fatal  outcome  in 
80  to  90  per  cent  of  those  cases.  Correction 
of  severe  hypotension  may  be  accomplished 
either  by  increasing  the  peripheral  vascular 
resistance  or  by  increasing  the  cardiac  out- 
put. The  sympathomimetic  drugs  accom- 
plish their  pressor  effect  by  increasing  the 
peripheral  vascular  resistance.  The  more 
popular  vasopressor  drugs  in  use  include: 
(1)  levarterenol  bitartrate,  or  norepinephrine 
(Levophed),  (2)  mephentermine  sulfate  (Wy- 
amine),  (3)  methoxamine  (Vasoxyl),  (4) 
phenylephrine  (Neo-Synephrine),  and  (5) 
metaraminol  (Aramine  bitartrate). 

Levarterenol*  bitartrate  must  be  given 
intravenously.  The  initial  dose  is  4 mg.  per 
liter  of  5 per  cent  glucose  in  water.  This 
may  be  increased  up  to  32  mg.  per  liter,  if 
necessary,  to  raise  tbe  systolic  blood  pressure 
to  100  to  110  mm.  Hg.  • Higher  systolic 
levels  may  result  in  heart  failure  or  even 
rupture  of  the  heart;  in  any  case  the  patient 
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does  not  do  as  well.  The  advantages  of 
norepinephrine  are  the  ability  to  regulate 
the  height  of  the  blood  pressure  by  varying 
the  dose  and  the  speed  of  injection,  the  rapid 
disappearance  of  its  effect,  and  the  absence 
of  undesirable  side-actions,  such  as  myo- 
cardial stimulation.  During  its  use,  the 
blood  pressure  should  be  monitored,  not  only 
to  determine  whether  the  dose  is  adequate, 
but  also  to  avoid  an  excessive  rise  in  blood 
pressure. 

The  local  administration  of  tolazohne 
(Priscoline)  or  phentolamine  hydrochloride 
(Regitine)  and  hyaluronidase  (Alidase)  into 
ischemic  tissue  resulting  from  extravasation 
or  diffusion  of  norepinephrine  has  been 
demonstrated  to  decrease  the  extent  of 
necrosis.  Five  to  10  ml.  of  isotonic  saline 
solution  with  2.5  mg.  of  phentolamine  and 
300  units  of  hyaluronidase  has  been  infil- 
trated with  disappearance  of  pallor  and  cold- 
ness in  five  to  seven  minutes.  Piperoxan 
(Benodaine),  another  antiadrenergic  drug, 
has  a similar  action.  Zucker  and  Levine 
have  combined  phentolamine  hydrochloride 
with  10  to  40  mg.  of  levarterenol  bitartrate 
(4  mg.)  in  1,000  ml.  5 per  cent  dextrose  in 
water  at  the  rate  of  24  to  88  drops  per  minute 
without  alterations  in  pressor  effect. 

Shafer  and  Weiser^*  have  administered 
levarterenol  bitartrate  into  ihac  chest  mar- 
row without  the  complication  of  necrosis  and 
without  the  frequently  encountered  difficulty 
of  obtaining  a suitable  subcutaneous  vein. 

The  dose  of  mephentermine  is  15  to  30  mg. 
given  intravenously  or  intramuscularly  every 
fifteen  to  sixty  minutes,  as  needed.  The 
dose  of  methoxamine  is  20  mg.  intravenously 
or  intramuscularly.  The  dose  of  phenyl- 
ephrine is  1 mg.  intravenously  or  5 to  10  mg. 
intramuscularly.  The  metaraminol  dose  is 
15  mg.  intramuscularly.  It  is  often  em- 
ployed by  the  intravenous  route. 

Unfortunately,  even  if  the  blood  pressure 
is  raised,  many  patients  do  not  recover. 
Measures  that  induce  an  increase  in  cardiac 
output,  such  as  intravenous  infusion  of  ordi- 
nary plasma  and  blood  or  of  intra-arterial 
transfusion  unfortunately  have  not  proved 
too  effective  in  shock  following  coronary 
occlusion.  **  The  use  of  adrenergic  block- 
ing agents  (phenoxybenzamine  IV  1 mg.  per 
kilogram)  has  been  proposed  recently  as  an 
effective  method  to  increase  blood  flow  to 
vital  areas  through  vasodilatation. 

When  there  is  an  element  of  congestive 


failure  associated  with  shock,  intravenous 
strophanthin  or  other  digitalis  preparations 
may  be  effective.  In  the  absence  of  failure, 
digitalis  may  be  harmful  in  shock  and  should 
be  avoided.  Less  digitalis  is  being  used 
than  formerly  since  the  vasopressors  counter- 
act shock  and  prevent  arrhythmias  much 
more  successfully.  The  steroids  have  been 
employed  in  shock,  but  they  still  have  to 
prove  their  efficiency.** 

In  cases  of  cardiogenic  shock,  unresponsive 
to  these  measures,  mechanical  obstruction  of 
the  lower  aorta  to  provide  an  increase  in  sys- 
temic arterial  resistance  and  support  of  circu- 
lation by  an  extracorporeal  pump  may  be- 
come an  effective  and  practical  measure.** 
The  use  of  moderate  hypothermia  has  been 
shown  by  Kuhn  et  al.^^  to  be  well  tolerated  in 
the  experimental  animal  with  acute  myo- 
cardial infarction,  and  it  is  possible  to  com- 
bine profound  hypothermia  with  closed- 
chest  extracorporeal  circulatory  support,  as 
they  reported  at  the  American  Heart  Asso- 
ciation scientific  meetings  in  October,  1961. 

Direct-current  defibriUation  is  more  effec- 
tive than  AC  defibriUation  during  induced 
hypothermia.  AC  discharges  result  in  fre- 
quent atrial  and  ventricular  arrhythmias  at 
esophageal  temperatures  below  30  C.** 

Blair  et  al.  **  used  hypothermia  in  the  treat- 
ment of  septic  shock.  By  diminishing  the 
oxygen  needs  of  vital  areas,  temporary  reduc- 
tions of  body  temperature  may  aUow  main- 
tenance of  function  untU  circulatory  integ- 
rity has  been  restored.  Another  approach 
utilizes  mechanical  augmentations  of  di- 
astoUc  pressures,  thereby  increasing  coronary 
artery  perfusion  pressure.*'*  These  proce- 
dures are  experimental  presently  and  are  of 
interest  because  of  their  contribution  to  the 
understanding  of  the  pathogenesis  of  shock 
in  myocardial  infarction,  and  they  imply 
that  the  future  outlook  for  the  treatment  of 
shock  may  be  much  more  successful  than  it  is 
today. 

Arrhythmias 

Every  type  of  arrhythmia  is  observed  in 
coronary  occlusion.  Posterior  wall  infarc- 
tions are  more  frequently  associated  with 
them.  We  do  not  use  quinidine  routinely  to 
prevent  the  cardiac  irregularities.  Prema- 
ture beats,  atrial  and  nodal  tachycardia,  and 
atrial  fibrillation  and  flutter  are  often  tran- 
sitory. If  they  do  not  remit  quickly  or  if 
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any  degree  of  shock  or  heart  failure  is  pres- 
ent, treatment  is  indicated.  For  frequent, 
or  multifocal,  or  symptom-producing  prema- 
ture beats,  quinidine  or  procaine  amide 
(Pronestyl)  is  given.  Corday  and  Irving^* 
state  that  premature  beats  occurring  after 
infarction  should  be  treated,  as  Woods  and 
Barnes®^  reported  82  per  cent  mortality  when 
the  premature  beats  were  numerous  and  un- 
treated. However,  Master,  Dack,  and 
JafFe*®  found  that  if  premature  beats  were 
not  frequent,  they  did  not  add  to  the  mor- 
tality risk  in  acute  coronary  occlusion. 
Atrial  or  nodal  tachycardia  often  responds  to 
carotid  sinus  or  Valsalva  maneuver.  If  this 
does  not  succeed,  0.5  to  1 mg.  of  phenyl- 
ephrine may  be  administered  intravenously, 
particularly  if  the  blood  pressure  is  low.  If 
phenylephrine  or  acetyl-beta-methylcholine 
(Mecholyl)  is  not  effective,  digitalis  is  admin- 
istered parenteraUy  or  orally.  If  necessary, 
quinidine  or  procaine  amide  may  be  given 
orally  or  intramuscularly.  Digitalization  is 
carried  out  prior  to  quinidine  administration 
to  increase  atrioventricular  block  and  de- 
crease the  likelihood  of  a rapid  ventricular 
response  to  the  accelerated  auricular  rate. 
When  PAT  (paroxysmal  atrial  tachycardia) 
with  block  is  present,  digitalis  withdrawal 
and  intravenous  potassium  administration 
are  recommended.  Gubner  and  Kalhnan®’ 
prefer  the  use  of  disodium  versenate  (Na2 
EDTA),  a chelating  agent,  in  this  situation 
together  with  the  oral  potassium.  Antazo- 
line,  a new  antiarrhythmic  agent  which  is 
both  an  antihistaminic  and  a potent  calcium 
chelating  preparation,  has  possibilities.  ^ 

Ventricular  tachycardia  should  be  treated 
promptly  with  either  quinidine  or  procaine 
amide  administered  orally  or  intramuscu- 
larly. If  these  drugs  are  ineffective  by  these 
routes,  procaine  amide  may  be  given  intra- 
venously. It  is  well  diluted  and  injected 
slowly  (50  to  75  mg.  per  minute  up  to  a total 
of  3 Gm.).  Since  intravenous  procaine 
amide  is  apt  to  cause  a considerable  drop  in 
blood  pressure,  levarterenol  bitartrate  or 
phenylephrine  may  be  administered  simul- 
taneously to  maintain  the  blood  pressure. 
Monitoring  of  the  electrocardiogram  and 
blood  pressure  is  recommended.  Cardiac 
standstill  has  been  reported  with  quinidine 
administration  in  ventricvilar  tachycardia. 

Atrioventricular  block  occurs  occasionally 
when  the  right  coronary  artery  is  occluded 
and  the  diaphragmatic  surface  of  the  left 


ventricle  is  infarcted.  Partial  block  usually 
requires  no  treatment,  but  atropine  or  meth- 
antheline  (Banthine)  may  abolish  it.  Com- 
plete atrioventricular  block  was  at  one  time 
considered  a very  ominous  finding,  but  recent 
experience  has  been  much  more  favorable.®® 
ACTH  and  cortisone  may  improve  atrioven- 
tricular conduction  by  direct  anti-inflam- 
matory effect  on  atrioventricular  node  and 
bxmdle  or  by  lowering  serum  potassium.  It 
deserves  a trial  in  aU  cases  of  Stokes-Adams 
syndrome®®  (usual  dosage  60  to  80  mg. 
prednisone  daily).  Chlorothiazide  may  also 
be  a useful  agent  in  Stokes-Adams  attacks. 
The  intraceUuar  to  extracellular  potassium 
in  heart  muscle  is  allegedly  altered,  resulting 
in  a 25  to  30  per  cent  increase  in  resting  mem- 
brane potential.  The  danger  of  complete 
block  lies  in  the  development  of  Stokes- 
Adams  seizures  which  may  result  from  asys- 
tole or  ventricular  fibrillation,  or  both. 
When  the  seizures  are  caused  by  prolonged 
asystole,  epinephrine  can  be  administered 
prophylactically  either  subcutaneously  or 
intravenously  in  very  small  doses.  How- 
ever, isoproterenol  (Isuprel)  is  superior  to 
epinephrine  because  it  is  less  likely  to  precipi- 
tate ventricular  arrhythmias.'”  It  can  be 
given  sublingually  (5  to  20  mg.),  orally  by 
long-acting  tablets  (30  mg.  every  four  to  six 
hours),  or  intravenously  1 to  4 mg.  in  500  ml. 
5 per  cent  dextrose  in  water.  The  pacemaker 
should  be  used  when  available  in  cases  of 
asystole.  If  the  Stokes-Adams  attacks  are 
caused  by  ventricular  fibrillation,  a defibril- 
lator should  be  employed;  quinidine  and 
procaine  amide  are  contraindicated  since 
they  may  completely  depress  the  ventricle. 
If  asystole  and  ventricular  fibrillation  alter- 
nate in  the  same  patient,  isoproterenol  and 
the  pacemaker  should  be  used.  In  recurrent 
Stokes-Adams  attacks  secondary  to  complete 
heart  block,  isoproterenol  may  be  repeated 
as  often  as  necessary,  and  the  pacemaker 
may  be  applied  for  long  periods.'”  Myo- 
cardial electrodes  implanted  surgically  (or 
endocardial  stimulation  by  intracardiac 
catheter  placed  in  the  right  ventricle)  are 
utilized  in  cases  of  recurrent  Stokes-Adams 
due  to  standstill . ® ■ ^ ^ A recen  t experimental 
approach  utilizes  the  implantation  of  adrenal 
meduUa  or  thyroid  autografts  or  tri-iodo- 
thyronine  tablets  into  the  myocardium  in 
surgically  induced  complete  heart  block.  ■‘® 
Cardiac  arrest,  whether  due  to  fibrillation 
or  standstill,  should  be  treated  with  immedi- 
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ate  emergency  attempts  at  resuscitation 
either  by  injecting  epinephrine  into  the  root 
of  the  aorta,  as  recommended  by  Gubner"*®  or 
by  the  closed -chest  method  of  Kouwenhoven, 
Jude,  and  Knickerbocker^^  or,  if  conditions 
permit,  by  the  open-chest  direct  method. 
This  latter  method  is  felt  by  many  including 
Weiser,  Adler,  and  Kuhn^  and  Hosier  and 
Leighninger"*^  to  yield  better  hemodynamic 
results  with  higher  cardiac  outputs  and  mean 
central  aortic  pressures  than  the  closed 
technic.  The  closed-technic  approach  also 
has  many  advocates  and  many  clinical  appli- 
cations, but  comparative  controlled  hemo- 
dynamic studies  will  have  to  be  made  and 
large  experiences  accumulated  before  relative 
efficacies  are  known.^®®i  Many  motor- 
driven  sternum  compression  devices  have 
now  been  developed  to  facilitate  the  use  of 
the  closed  technics. 

A synchronized  direct-current  capacitor 
discharge  instrument  has  been  developed 
which  wiU  have  wide  application  in  the  treat- 
ment of  acute  and  life-threatening  supra- 
ventricular and  ventricular  arrhythmias.^^ 
Chronic  arrhythmias  may  be  only  tempo- 
rarily converted.  However,  it  is  possible 
that  with  additional  experience  these  ar- 
rhythmias once  converted  may  be  main- 
tained with  the  time-honored  antiarrhythmic 
drugs. 

Before  leaving  the  subject  of  tachycardias 
and  arrhythmias,  it  must  be  pointed  out  that 
the  thiazides  may  precipitate  these,  particu- 
larly when  prescribed  without  adequate 
potassium.®^ 

Heart  failure 

Not  uncommonly,  coronary  occlusion  sets 
in  dramatically  as  an  attack  of  pulmonary 
edema.  The  treatment  of  this  condition  is 
the  same  as  though  coronary  occlusion  were 
not  present.  Morphine  intravenously  or 
intramuscularly  is  usually  efficacious,  but 
intravenous  theophylline  ethylenediamine 
(aminophylline  ) mxist  be  administered  very 
slowly,  the  dose  being  0.5  Gm.  The  initial 
dose  of  strophanthin  K is  0.25  mg.  Injec- 
tion of  0.1  mg.  may  be  repeated  every  hour 
until  1 mg.  has  been  given  in  twenty-four 
hours.  Oxygen  under  positive  pressure, 
perhaps  hyperbaric  oxygenation,  rotating 
tourniquets  or  phlebotomy  if  shock  is  not 
present,  or  an  organomercurial  diuretic  may 
be  helpful.  In  patients  with  pulmonary 


edema,  anticoagulant  therapy  should  be 
instituted  even  if  the  sputum  is  mildly 
bloody. 

In  pulmonary  edema,  tolazoline  and  other 
adrenergic  blocking  agents,  such  as  phentol- 
amine  hydrochloride  and  dibenamine  and 
sympathomimetic  pulmonary  vasodilators,  | 
such  as  isoproterenol,  have  been  found  effec-  ' 
tive  in  animal  experimental  work . 

In  the  persistent  type  of  congestive  failure  i 
in  corollary  occlusion,  the  usual  treatment  is  |; 
given.  However,  particular  care  is  required  ij 
to  avoid  digitalis  intoxication  which  is  more  jj 
dangerous  in  the  presence  of  acute  infarction.  j 

It  is  possible  that  the  infarcted  myocardium 
is  more  irritable  and  more  sensitive  to  digi-  j 
talis,  for  many  of  the  attacks  of  ventricular  ' 
tachycardia  encountered  in  coronary  occlu- 
sion have  followed  the  administration  of 
digitalis.  Aged  patients  are  more  sensitive  ! 
to  digitalis  than  the  young,  often  requiring  | 
hah,  one-fourth,  or  less  of  the  usual  dose  for 
the  same  weight  of  younger  adults.^  *^ 

The  earliest  symptoms  of  digitalis  overdos- 
age are  often  visual  difficulties  of  one  sort  or  j 
another,  cerebral  excitation  or  depression,  ( 
unusual  asthenia  or  anorexia,  and  abdominal  j 
pain.  These  may  appear  before  the  classic  1 
symptoms  of  nausea,  vomiting,  and  diarrhea. 
Premature  beats,  especially  bigeminy  or 
multifocal  beats  and  any  other  type  of  ar- 
rhythmia may  develop.  The  treatment  of  i 
digitahs  intoxication  is  an  emergency  meas- 
ure. The  drug  is  stopped  immediately. 
Potassium  is  a most  effective  antidote.  A 
convenient  method  of  administering  it  is  in  a 
liquid  oral  preparation,  such  as  potassium 
triplex,  or  potassium  gluconate  (Kaon),  but 
it  may  be  necessary  to  give  it  intravenously. 

The  usual  dose  is  40  mEq.  of  potassium  chlo- 
ride in  500  ml.  of  5 per  cent  glucose  in  water, 
given  over  a two-hour  period. 

Chelating  agents,  such  as  disodium  ethyl- 
enediamine tetraacetic  acid  (NajEDTA), 
which  rapidly  bind  ionized  serum  calcium, 
have  recently  been  used  in  the  treatment  of 
digitahs-induced  arrhythmias.  Digitalis 
requires  an  adequate  amount  of  ionized  cal- 
cium to  exert  its  action  on  the  heart;  the 
cardiac  actions  of  digitahs  and  calcium  are 
synergistic  and  similar.  Intravenous  ad- 
ministration of  chelating  agents  (500  mg.  to 
1 Gm.  of  Na2EDTA),  diluted  in  an  infusion, 
may  be  administered  within  a fifteen-minute 
period.  Further  increase  of  dosage  up  to  a 
total  of  3 or  4 Gm.  may  be  apphed  more  i 
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slowly  without  producing  tetany.  The  more 
commonly  seen  digitalis  arrhythmias,  such 
as  ventricular  ectopic  beats  and  PAT  with 
block,  often  respond  to  doses  of  1 Gm.  of 
potassium  or  less.  Incidentally,  it  will  be  of 
interest  to  record  that  on  theoretic  grounds, 
EDTA  might  possibly  help  remove  calcium 
from  the  intimal  plaques  of  diseased  coronary 
arteries. 

In  addition  to  the  use  of  digitalis  in  heart 
failure,  the  salt  intake  should  be  restricted 
and  diuretics  given. 

The  organomercurials  remain  most  potent 
agents  for  heart  failure.  However,  the  thia- 
zides are  apparently  the  most  effective  of  the 
oral  diuretics,  and  when  administered  con- 
tinuously (0.5  to  1.5  Gm.  of  chlorothiazide  or 
25  to  70  mg.  hydrochlorothiazide  daily),  they 
may  be  more  effective  than  the  intermit- 
tently administered  mercurials  and  more 
effective  than  digitalis.  Other  new  thiazide 
agents,  and  at  times  more  successful  prepa- 
rations, include  hydroflumethiazide  (Saluron ) , 
benzhydroflumethiazide  (Naturetin),  chlor- 
thalidone (Hygroton),  and  trichlormethi- 
azide  (Naqua).  They  may  deplete  potas- 
sium and  cause  renal  insufficiency  when  used 
in  larger  quantities  or  without  potassium 
administration.  The  newer  thiazide  prepa- 
rations are  said  to  eliminate  less  potassium  in 
the  quantities  given  than  some  of  their  pred- 
ecessors. Furthermore,  some  of  them  are 
combined  with  potassiiun.  Fruits,  such  as 
bananas,  dried  apricots,  dates,  and  figs,  and 
also  tomatoes  or  tomato  juice  are  excellent 
natural  sources  of  p>otassium.  In  any  case, 
we  prescribe  15  grains  enteric  coated  potas- 
sium chloride,  once,  twice,  or  three  times 
daily.  Other  complications  of  thiazide  ad- 
ministration include  an  exaggeration  of 
hyperuricemic  states  with  resultant  goutlike 
symptoms  or  actual  gout,  and  also  aggrava- 
tion of  diabetes  meUitus.®^  Arrhythmias,  as 
a complication  of  thiazide  therapy,  have 
already  been  mentioned.  This  is  why  many 
experienced  CEurdiologists  and  internists  al- 
ways prescribe  potassium  with  the  thiazide 
preparation. 

The  spirolactones  act  as  aldosterone  an- 
tagonists and  produce  saluresis  and  diuresis 
without  causing  potassium  depletion.  They 
are  not  as  effective  as  mercurials  or  thia- 
zides, but  they  may  contribute  to  diuresis 
when  used  along  with  these  agents. 

Corticosteroids  may  be  used  in  edematous 
states  and  hyponatremia  or  in  advanced 


(“refractory”)  heart  failure  in  combination 
with  other  diuretics. 

Acidification  is  also  useful  in  refractory 
edematous  conditions  and  in  the  low-salt 
syndrome.  Ammonium  chloride,  calcium 
chloride,  and  more  recently,  lysine  and 
arginine  monohydrochloride  are  effective 
acidifying  agents.^*  The  use  of  mercurials 
and  lysine  monohydrochloride  produces  a 
diuresis  and  elevation  of  plasma  sodium  in 
excessive  water  retention  conditions.  Acid- 
ification is  potentially  dangerous,  and  it  is 
recommended  only  under  controlled  obser- 
vations. In  fact,  serum  and  urine  electro- 
lyte studies  should  be  made  frequently  in 
advanced  heart  failure. 

Peritoneal  dialysis  has  been  used  in  some 
refractory  cases  of  heart  failure. 

Assisted  circulation  by  veno-arterial  by- 
pass should  be  considered  when  other  meth- 
ods of  treating  the  failing  heart  have  not 
proved  effective.  The  clinical  application 
of  this  technic  has  been  reported  in  cases  of 
myocardial  failure  and  shock  secondary  to  an 
obstructing  valvular  lesion  and  massive  pul- 
monary emboli.^*®®  Bypass  raises  aortic 
pressure  and  flow,  thereby  supporting  pe- 
ripheral and  coronary  circulation.  Pulmo- 
nary congestion  and  strain  on  the  right  side  of 
the  heart  are  reduced  by  diverting  venous  re- 
turn. A disadvantage  associated  with  this 
technic  is  the  increased  presstue  work  done 
by  the  left  ventricle.  If  arterial  return  is 
made  to  occur  during  diastole,  pressure  work 
of  the  left  ventricle  is  not  increased. 

Anticoagulation 

The  use  of  anticoagulants  has,  willy  nilly, 
become  routine  in  acute  coronary  occlusion 
unless  a specific  contraindication  exists. 
Reports  indicate  that  a significant  diminu- 
tion in  thromboembolic  complications  and  a 
lower  mortality  rate  result  therefrom. 
However,  several  authors  have  questioned 
the  value  of  anticoagulants  in  coronary  oc- 
clusion,®® or  have  suggested  that  they  were 
unnecessary  in  mild  attacks.®®®®  Russek 
and  his  coworkers®®  found  the  mortality  rate 
in  good-risk  patients  to  be  only  3.1  per  cent 
and  the  incidence  of  embolic  phenomena  to 
be  only  0.8  per  cent.  They  reasoned  there- 
from that  the  use  of  anticoagulants  can,  at 
best,  decrease  the  mortality  rate  only  1 per 
cent  and  that  such  a possible  improvement  is 
scarcely  worth  seeking  in  view  of  the  danger 
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of  hemorrhage.  On  the  other  hand,  it  has 
been  suggested  that  all  patients  should  re- 
ceive the  benefit  of  anticoagulant  drugs  since 
the  apparently  mild  case  may  develop  con- 
gestive failure  or  shock. 

In  our  own  experience,  in  view  of  the  infre- 
quency of  these  compUcations  in  mild  cases, 
however,  this  may  not  be  the  wisest  course  to 
follow.  At  present,  the  state  of  pubhc  and 
newspaper  opinion  is  such  that,  perforce, 
most  physicians  advise  anticoagulant  drugs 
in  every  attack  of  acute  coronary  occlusion. 

As  the  period  of  strict  bed  rest  in  the  treat- 
ment of  coronary  occlusion  has  been  gradu- 
ally shortened,  not  only  in  the  mild  but  also 
in  the  moderately  severe  cases,  the  indication 
for  anticoagulant  therapy  is  not  quite  so 
urgent  since  the  major  effect  of  these  drugs  is 
to  reduce  the  incidence  of  phlebothrombosis, 
and  early  ambulation  achieves  the  same  end. 
The  usefulness  of  anticoagulants  supposedly 
includes  prevention  of  extension  of  coronary 
artery  thrombosis  and  mural  thrombosis 
formation,  venous  thrombosis,  and  arterial 
thrombi.  However,  Honey  and  Truelove^® 
emphasize  that  prevention  of  pulmonary 
embolization  from  thrombotic  areas,  and  not 
alterations  in  the  actual  myocardial  infarc- 
tion, is  the  major  therapeutic  effect  of  anti- 
coagulants. Howell  and  Kyser^^  reported  a 
decreased  incidence  of  mural  thrombosis 
formation  in  those  receiving  anticoagulants. 
To  avoid  phlebothrombosis,  the  patient 
should  be  urged  to  move  his  toes  and  legs  and 
to  take  moderately  deep  breaths  early  in  the 
attack.  Massage  of  the  legs  and  the  use  of 
elastic  stockings  are  beneficial. 

Femoral  vein  or  inferior  vena  cava  hgation 
should  be  considered  in  the  less  common 
situation  of  pulmonary  embolization  during 
adequate  anticoagulant  therapy.  Cooley, 
BeaU,  and  Alexander^  ^ have  recently  used 
the  technic  of  cardiopulmonary  bypass  to 
remove  emboli  from  the  pulmonary  arteries 
and  the  lung  of  a patient,  and  this  technic 
may  some  day  be  applicable  in  selected  cases 
of  coronary  occlusion  and  pulmonary  em- 
bolization. 

Anticoagulant  drugs  are  definitely  indi- 
cated: (1)  when  congestive  failure  or  shock 

is  present;  (2)  if  there  is  evidence  of,  or  a 
history  of  phlebitis;  (3)  a pulmonary  em- 
bolus or  infarction;  (4)  following  peripheral 
arterial  embolism,  with  the  exception  possi- 
bly of  cerebral  embolism;  (5)  in  those  with  a 
huge  heart  or  ventricular  aneurysm;  (6)  in 


the  presence  of  serious  arrhythmias;  (7) 
severe  diabetes;  (8)  possibly  large  varicose 
veins;  and  (9)  when  the  patients  or  their 
families  ask  for  or  demand  them.  In  our 
own  experience,  the  age  of  the  patient  is  not 
a factor  in  anticoagulant  therapy;  old  age  is 
not  a contraindication  to  the  use  of  antico- 
agulants. 

Whether  or  not  to  use  anticoagulants 
during  the  premonitory  stage  of  acute  coro- 
nary ocfclusion  remains  a moot  question.”"^® 
We  define  this  premonitory  phase  of  acute 
coronary  occlusion  (impending  infarction)  as 
that  period  when  chest  pain  or  pressure  has 
taken  on  a new  quality,  increased  frequency, 
increased  severity  or  increased  duration,  a 
more  extensive  or  new  distribution  of  the 
pain,  an  onset  of  nocturnal  and/or  recum- 
bent pains,  a sudden  lack  of  response  to 
nitroglycerin,  and  an  appearance  of  appre- 
hension and  a fear  of  impending  death  (angor 
animi).  These  new  symptoms  or  character- 
istics should  suggest  impending  infarction. 
Although  success  has  been  claimed  for  this 
condition  by  employment  of  anticoagulant 
drugs  in  preventing  the  completion  of  the 
coronary  occlusion,’®  the  data  reported  thus 
far  appear  insufficient  and  inadequately  con- 
trolled. 

The  premonitory  stage  of  coronary  occlu- 
sion is  a form  of  acute  coronary  insufficiency 
without  occlusion,  and  since  the  majority  of 
attacks  of  coronary  insufficiency  subside 
spontaneously,  the  efficacy  of  anticoagulants 
in  the  premonitory  stage  of  occlusion  is 
necessarily  difficult  to  evaluate.  There  is 
no  way  of  knowing  whether  the  drugs  pre- 
vented the  completion  of  an  impending  oc- 
clusion or  whether  no  occlusion  was  impend- 
ing without  a large  controlled  clinical  study. 

The  senior  author  has  compared  a group  of 
patients  who  received  anticoagulant  prepa- 
rations with  a group  from  which  they  were 
withheld.  The  restdts  seem  to  indicate  that 
anticoagulants  in  the  type  of  impending 
infarction  just  described  will  not  alter  the 
incidence  of  acute  coronary  insufficiency, 
acute  coronary  occlusion,  or  death.  These 
compUcations  or  sequelae  are  just  as  fre- 
quent, if  not  more  so,  in  the  treated  than  in 
the  untreated  patient.’®"’®  In  fact,  at  pres- 
ent, apparently  no  known  treatment  will 
prevent  an  attack  of  coronary  occlusion.®” 

If  anticoagulants  are  employed  in  acute 
coronary  occlusion,  it  is  wise  to  give  50  to  75 
mg.  of  heparin  intravenously  every  four  to 
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six  hours  for  the  first  day  or  two,  or  200  mg. 
repository  of  heparin  potassium  (Depo- 
Heparin)  depending  on  the  weight  of  the 
patient,  every  eight  to  twelve  hours  intra- 
muscularly. Sublingual  heparin  potassium 
(Clarin)^®  may  become  more  popular,  since 
no  clotting  determinations  are  necessary. 
The  clearing  of  postprandial  lipemic  serum 
by  the  breakdown  of  chylomicrons  has  been 
demonstrated  with  sublingual  heparin,  and  a 
significant  decrease  in  the  incidence  of  recur- 
rence of  myocardial  infarction  has  sup- 
posedly been  demonstrated.  It  must  not  be 
forgotten  that  digitalis,  mercurial  diuretics, 
and  diphenhydramine  (Benadryl)  may  ac- 
celerate clotting. 

Oral  therapy  with  bishydroxycoumarin 
(Dicumarol),  ethyl  biscoumacetate  (Tro- 
mexan),®^-®^  warfarin  (Coumadin),  or  phen- 
indione  (Hedulin)  is  instituted  simultane- 
ously with  the  heparin  since  their  effects  are 
not  manifest  for  one  to  three  days.  The 
initial  dose  of  bishydroxycoumarin  is  300 
mg.  followed  by  100  to  200  mg.  the  second 
day  and  smaller  daily  doses  thereafter  de- 
pending on  the  prothrombin  time.  The 
effect  of  ethyl  biscoumacetate  is  apparent  in 
eighteen  to  twenty -four  hours,  but  the  indi- 
vidual reaction  and  daily  dose  are  more 
variable  than  with  bishydroxycoumarin. 
Phenindione  also  acts  more  rapidly  than 
bishydroxycoumarin.  The  initial  dose  is  200 
to  500  mg.  and  the  maintenance  daily  dose, 
50  to  100  mg.  The  initial  dose  of  warfarin  is 
from  35  to  50  mg.,  and  the  maintenance  dose 
varies  from  2.5  to  10  or  15  mg.  daily. 

It  is  scarcely  necessary  to  emphasize  the 
extreme  importance  of  careful  supervision 
during  anticoagulant  therapy,  for  hemor- 
rhage and  even  death  may  occur.  Attention 
must  be  paid  to  the  prothrombin  time  espe- 
cially when  oral  antibiotic  or  aspirin  therapy 
is  introduced.  While  the  response  of  most 
patients  to  anticoagulants  is  as  expected, 
that  of  others  is  entirely  impredictable.  An 
initial  300  mg.  dose  of  bishydroxycoumarin 
has  in  some  cases  prolonged  the  prothrombin 
time  to  dangerous  levels,  either  within  a day 
or  two  or  only  after  three  or  four  days.  Oc- 
casionally, bleeding  occurs  when  the  pro- 
thrombin is  well  within  therapeutic  levels, 
that  is,  40  to  50  per  cent  of  the  control.  Evi- 
dence of  bleeding  should  be  looked  for  daily 
in  the  urine,  skin,  stool,  and  elsewhere. 
Hemoglobin  determinations  should  be  made 
periodically.  Hemorrhage  may  occur  into 


serous  cavities,  including  the  pericardium.^® 
If  bleeding  occurs,  vitamin  Ki  (phytona- 
dione),  or  vitamin  Ki  oxide  (Mephyton)  (50 
to  100  mg.)  intravenously  wiU  return  the 
prothrombin  time  to  safer  levels  within  an 
hour.  Oral  vitamin  Ki  (5  to  10  mg. ) will  be 
effective  in  one  to  two  hours.  In  the  event 
of  serious  bleeding,  the  transfusion  of  three 
or  four  units  of  whole  blood  or  plasma  is  suc- 
cessful. 

Protamine  sulfate  or  the  passage  of  four  to 
six  hours  wfil  result  in  reduction  of  clotting 
time  to  more  normal  levels  in  those  patients 
receiving  heparin. 

For  surgery,  a prothrombin  level  of  30  per 
cent  of  control  is  considered  safe,  and  vita- 
min Ki,  5 to  10  mg.  orally,  hastens  the  return 
to  this  level. 

When  anticoagulants  are  administered, 
they  should  be  continued  for  approximately 
one  to  two  weeks  after  the  patient  has  been 
permitted  out  of  bed  and  longer  if  there  has 
been  evidence  of  peripheral  phlebitis  or  pul- 
monary infarction.  Long-term  anti-coagu- 
lant therapy  has  been  employed  for  months 
or  years  following  an  attack,  with  statistical 
evidence  of  improved  survival  rates.®'  ®® 
However,  the  senior  author  institutes  long- 
term therapy  only  if  the  patient  has  had 
more  than  one  attack  of  acute  coronary  heart 
disease,  be  it  acute  coronary  insufficiency 
without  occlusion  or  acute  coronary  occlu- 
sion. The  desirable  prothrombin  time  is  one 
and  one-half  to  two  times  the  control  level. 

The  prevention  of  bleeding  following  den- 
tal extraction  or  oral  surgery  of  any  kind  in 
patients  on  anticoagulants  frequently  poses 
a problem.®'  ~*®  Topical  thrombin  should  be 
applied  wherever  possible.  Cessation  of  the 
anticoagulant  drug  and  administering  small 
doses  of  vitamin  Ki  usually  is,  but  occasion- 
ally may  not  be,  adequate  for  prompt  control 
of  the  bleeding.  Giving  the  larger  doses  of 
vitamin  Ki  mentioned  previously  may  make 
subsequent  anticoagulation  regulation  more 
difficult  and  the  “rebound”  thromboUc  state 
more  common.  It  has  been  suggested  by 
Roberts®®  that  anticoagulants  be  withheld 
for  three  to  five  days  prior  to  (dental)  sur- 
gery, that  20  mg.  of  conjugated  estrogenic 
substances  (Premarin)  be  given  slowly  intra- 
venously one-half  hour  prior  to  extraction, 
and  that  no  vitamin  K be  used.  An  addi- 
tional do^  of  estrogen  is  administered  eight 
to  twelve  hours  after  the  operation  if  oozing 
is  present,  and  then  anticoagulants  are 
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resumed  the  day  after  surgery.  The  sug- 
gested reasons  for  hemostatic  action  of  the 
estrogenic  compounds  include  capillary  bed 
improvement,  increased  quantities  of  factor 
V (labile  factor),  and  inhibition  of  fibrin- 
olytic activity  with  rise  in  blood  fibrinogen 
levels.  Its  effects  on  the  acid  mucopolysac- 
charides of  the  ground  substance  surrounding 
blood  vessels  is  being  investigated  presently. 

It  also  has  been  suggested  that  anticoagu- 
lants should  not  be  employed  in  coronary 
occlusion  when  a definite  pericardial  friction 
sound  is  present.  This  is  not  wise.  The 
rub  is  no  contraindication  to  the  employment 
of  anticoagulant  drugs. 

Anticoagulants  are  contraindicated  in 
patients  with  a history  of  bleeding  tendency; 
severe  hypertension;  ulcerative  colitis;  pep- 
tic ulcer;  overt  bleeding  from  gastrointes- 
tinal, respiratory,  or  pulmonary  tract  (ex- 
cepting pulmonary  embolism);  renal  or 
hepatic  disease;  and  probably  in  those  who 
have  had  a cerebrovascular  hemorrhage.  If 
no  laboratory  facilities  are  available,  or  if  the 
patient  cannot  or  will  not  cooperate,  the 
drugs  should  not  be  prescribed.  When  anti- 
coagulants are  to  be  stopped  they  should  be 
tapered  off  very  slowly  over  a four-  to  five- 
week  interval  if  time  permits  to  avoid  the 
“rebound”  phenomenon  of  hypercoagula- 
bility with  the  threat  of  increased  thrombus 
formation.  Vitamin  Ki  should  not  be  used 
in  this  slow  tapering  off  process;  it  may 
make  the  blood  hypercoagulable. 

The  therapy  of  coronary  occlusion  and 
myocardial  infarction  with  fibrinolytic 
a gents®  ■*  is  being  investigated  intensively  in 
dogs  and  has  been  applied  to  man.®®“*i  Suc- 
cessful lysis  of  induced  coronary  thrombi  by 
a combination  of  human  plasminogen  and 
streptokinase  has  been  demonstrated.  With 
improvement  in  the  purification  of  the 
streptokinase,  fewer  reactions  like  fever, 
nausea,  vomiting,  and  muscle  pains  have 
occurred.  The  one-stage  prothrombin  time 
test  performed  during  infusion  of  fibrinolysis 
will  indicate  excessive  therapy  if  the  pro- 
thrombin time  goes  over  twenty -five  seconds. 
In  arterial  thromboses,  direct  application  of 
this  agent  is  used  and  some  (Boyles)*®  have 
reported  a more  “rapid  return”  of  laboratory 
determinations  (electrocardiogram,  SGO-T) 
to  normal.  No  intramyocardial  hemor- 
rhages or  myocardial  rupture  have  been  ob- 
served experimentally.  Urokinase-activated 
plasmin  and  newer  fungal  proteolytic  en- 


zymes derived  from  Aspergillus  oryzae*® 
(aspergiUin  O in  doses  of  7 to  10  mg.  with  1 
mg.  heparin  per  kilogram  of  body  weight),  or 
from  a filtrate  of  Paecilomyces  persincinus 
have  also  been  used  for  the  same  purpose. 
Despite  lack  of  statistical  support  of  the  use- 
fulness of  these  agents  in  acute  coronary 
artery  disease  and  myocardial  infarction,  it 
is  postulated  that  the  size  of  the  infarction 
can  be decreased  and  the  microcirculation 
kept  patent  with  the  use  of  fibrinolytic 
agents.®^”®* 

Post-myocardial  infarction  syndrome. 
Pericarditis,  pleuritis,  and  pneumonitis  may 
be  late,  prolonged,  and  recurrent  complica- 
tions of  infarction.  The  diagnosis  is  made 
by  the  presence  of  pain  on  breathing  or 
change  of  position  or  evidence  of  pericarditis, 
namely,  rub,  pneumonitis,  pleuritis,  and 
fever.  The  cause  of  the  postmyocardial 
infarction  syndrome,  so  adequately  de- 
scribed by  Dressier,®^  *®  is  unknown,  but 
autosensitization  to  products  of  necrotic 
myocardium  is  strongly  suspected.  Some 
success  has  been  reported  with  cardiac  mus- 
cle extract  injection.  The  pericardial  effu- 
sion is  either  serofibrinous  or  hemorrhagic, 
and  the  clinical  course  is  usually  benign. 
Corticosteroids  often  give  dramatic  relief  to 
the  fever  and  chest  pain,  but  withdrawal  of 
steroids  is  sometimes  followed  by  relapses. 
Anticoagulants  should  be  avoided  for  the 
reasons  stated  previously. 

The  differential  diagnosis  must  be  made 
from  another  coronary  occlusion  or  pul- 
monary infarction.  The  electrocardiogram 
may  be  diagnostic,  that  is,  reveal  RS-T  ele- 
vations and  no  new  Q-waves. 

Pain 

Very  severe  pain  and  prolonged  severe 
pain  of  more  than  a few  days  duration  is  an 
emergency.  It  usually  means  a very  large 
rriyocardial  infarct  or  serious  comphcations. 
The  latter  must  be  treated.  However,  the 
intensity  of  the  pain  which  ushers  in  the 
attack  is  not  an  accurate  gauge  of  the  sever- 
ity of  the  attack.  Not  infrequently,  a coro- 
nary occlusion  which  begins  with  very  severe 
pain  runs  a remarkably  smooth  course  after 
the  pain  has  eased. 

It  is  essential  to  relieve  the  pain  in  coro- 
nary occlusion  as  soon  as  possible.  The 
most  effective  drug  for  this  purpose  is  mor- 
phine; if  the  pain  is  intense,  morphine  should 
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be  given  intravenously  in  a dose  of  8 or  10 
mg.  In  most  cases  with  less  severe  pain,  the 
subcutaneous  administration  of  morphine, 
as  weU  as  of  meperidine  hydrochloride 
(Demerol),  dihydromorphinone  hydrochlo- 
ride (Dilaudid)  or  a mixture  of  hydrochlo- 
rides of  opium  (Pantopon)  is  effective.  In 
our  experience,  however,  meperidine  hydro- 
chloride is  much  less  efficacious  than  mor- 
phine. In  very  rare  cases,  intravenous  amo- 
barbital  (sodium  Amytal)  may  give  at  least 
temporary  relief.  Oxygen  and  aminophy  Uine 
rarely  are  effective  in  relieving  the  pain. 
Nitroglycerin  does  not  relieve  the  pain  of 
acute  coronary  occlusion  and,  in  fact,  is 
definitely  contraindicated. 

Nitroglycerin  is  effective  in  status  angi- 
nosus,  which  represents  a state  of  acute  coro- 
nary insufficiency  without  occlusion,  and,  of 
coiwse,  may  presage  an  episode  of  occlusion 
at  any  time.  It  is  distinguished  from  coro- 
nary occlusion  by  the  finding  of  RS-T  depres- 
sions and/or  T-wave  inversions  in  the  elec- 
trocardiogram. Reassiu*ance,  the  free  use 
of  nitroglycerin,  and  the  administration  of  a 
narcotic,  such  as  dihydromorphinone  hydro- 
chloride 1 to  4 mg.  or  iproniazid  (Marsilid), 
a monoamine  oxidase  inhibitor,  may  be  use- 
ful in  status  anginosus.  Iproniazid  elevates 
the  pain  threshold  and  increases  the  produc- 
tion of  serotonin.  Its  hepatic  side- 
effects  make  it  necessary  to  use  this  agent 
cautiously. 

On  two  occasions  during  the  long  practice 
of  the  senior  author,  an  emergency  appen- 
dectomy was  necessary  during  an  acute  coro- 
nary occlusion.  Both  patients  died.  A 
major  operation  should  be  deferred  if  at  aU 
possible,  during  the  acute  phase  by  the  use  of 
antibiotics  and  narcotics.  This  experience, 
of  course,  is  contrary  to  the  results  in  pa- 
tients with  significant  coronary  artery 
disease  who  undergo  major  operations. 
With  care,  prescription  of  antibiotics,  avoid- 
ance of  pain  and  apprehension,  monitoring 
of  vital  signs  during  anesthesia,  prevention 
of  a drop  in  blood  pressure  and  cyanosis,  even 
for  a fraction  of  a second,  and  adequate  pul- 
monary ventilation,  these  patients  do  un- 
believably weU,  far  better  than  the  healthy 
population  who  ordinarily  do  not  receive 
this  meticulous  care. 

Length  of  bed  rest 

When  acute  coronary  occlusion  first  be- 


came widely  recognized  and  its  diagnosis  was 
commonly  established,  complete  and  pro- 
longed bed  rest  was  the  cardinal  principle  in 
therapy,  although  only  scant  data  substan- 
tiated the  need  for  such  treatment.®®  ®^  In 
the  1920’s  and  1930’s  it  was  generally  be- 
lieved that  it  took  at  least  six  weeks  for  a 
scar  to  form  in  the  infarcted  area  and  that, 
therefore,  the  patient  should  remain  in  bed 
for  that  period.  However,  in  the  early 
1940’s,  many  physicians  questioned  the  need 
for  so  long  a period  of  bed  rest  and  shortened 
it  for  various  empiric  reasons. 

First,  “silent”  coronary  occlusions  were 
discovered  in  many  patients  whose  electro- 
cardiograms were  typical  of  a previous  coro- 
nary occlusion,  yet  who  gave  no  history  of 
previous  attack.  Furthermore,  although 
they  had  no  bed  rest,  their  cardiac  fimction 
was  good,  and  no  evidence  of  aneurysm  of 
the  left  ventricle  was  found. 

Again,  patients  with  known  acute  coro- 
nary occlusion  who  refused  to  stay  in  bed  or 
insisted,  openly  or  surreptitiously,  on  going 
to  the  bathroom  from  the  first  day  also  often 
showed  no  harmful  effects  of  their  activity. 
Finally,  many  patients  whose  course  during 
the  coronary  occlusion  was  mild,  developed 
great  anxiety  and  psychologic  tension  be- 
cause of  the  prolonged  rest  in  bed.  This 
merely  aggravated  an  otherwise  mild  iUness 
and  occasionally  produced  a prolonged 
psychoneurosis.  For  these  reasons  our  pa- 
tients with  mild  attacks  were  often  permitted 
to  use  a commode  after  the  first  two  to  three 
days  and  to  sit  in  a chair  after  two  to  three 
weeks. 

Great  credit  is  due  Levine, Dock,'® 
and  Harrison'^  ®*  for  pointing  out  that  pro- 
longed bed  rest  in  acute  coronary  occlusion 
and  in  heart  failure  is  often  unnecessary  and, 
indeed,  may  be  harmful.  It  has  been  shown 
that  recumbency  tends  to  increase  cardiac 
work  by  increasing  the  circulating  blood 
volume.  ®®  In  addition  to  the  anxiety  and 
depression  it  may  produce,  prolonged  bed 
rest  leads  to  generalized  loss  of  muscular  and 
vascular  tone,  causes  constipation  and  dis- 
tention, and  predisposes  to  venous  throm- 
bosis. Conversely,  chair  treatment  reduces 
these  ill-effects  and  lessens  the  need  for  pro- 
longed anticoagulant  therapy. 

While  many  physicians  now  permit  pa- 
tients whose  disease  runs  a mild  coiu*se  to  sit 
in  a chair  after  a shorter  interval  than  before, 
Levine  and  Lown*®  advocate  the  armchair 
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treatment  for  all  cases  of  acute  coronary 
thrombosis  from  the  onset  of  the  attack  and 
particularly  for  patients  with  definite  con- 
gestive failure.  The  patient  is  lifted  or 
helped  into  a chair,  remaining  there  as  long 
as  tolerated,  and  then  is  lifted  or  helped  back 
into  bed. 

We  permit  patients  to  be  lifted  into  a 
chair  near  the  bed  from  the  first  day  of  their 
illness  provided  they  are  not  too  sick.  Levine 
has  reported  patients  with  severe  left  ven- 
tricular failme  who  did  not  respond  to  treat- 
ment as  long  as  they  were  kept  in  bed,  but 
who  improved  when  they  were  placed  in  a 
chair.  Other  favorable  confirmatory  reports 
on  the  chair  method  have  appeared. 

Depression  and  anxiety.  It  seems  to 
us  that  the  most  important  principle  in  the 
therapy  of  coronary  thrombosis  is  to  treat 
each  patient  individually.  The  physical 
and  psychologic  state  of  each  patient  should 
determine  how  he  can  best  be  treated.  The 
patient  suffering  from  a mild  attack  may  be 
treated  with  only  few  restrictions  with 
every  expectation  of  a good  recovery. 
Therefore,  at  the  onset  of  the  attack,  the 
patient  is  usually  apprehensive.  He  may 
even  be  terrified,  for  like  many  others,  he 
may  believe  that  the  development  of  a 
coronary  occlusion  spells  the  end  of  his  life 
socially,  physically,  sexually,  and  financially. 
Therefore,  it  is  important  to  allay  his  fears 
at  the  first  feasible  opportunity  by  assuring 
him  that  the  vast  majority  of  patients  make 
a good  recovery  and  resume  a full,  produc- 
tive life. 

The  most  discouraged  type  of  patient  is, 
occasionally,  the  apprehensive  physician 
who  has  suffered  an  acute  coronary  occlusion. 
He  requires  extra  psychologic  support,  since 
he  often  proves  almost  impossible  to  reha- 
bilitate for  as  long  as  one  to  three  years. 
Sometimes  he  retires  completely  from  prac- 
tice and  lives  in  fear  although  there  is  no 
physical  reason  for  this.  It  is  entirely  an 
emotional  and  mental  situation. 

If  a patient  is  unable  to  use  a bedpan,  it 
may  be  desirable  to  permit  him  to  use  a bed- 
side commode  and  to  sit  in  a chair  from  the 
very  start.  If  micturition  is  impossible  in 
bed,  the  patient  is  allowed  to  stand  up  by  the 
bed  with  assistance.  This  tends  to  prevent 
dysuria  and  oliguria. 

The  patient  must  avoid  the  effort  asso- 
ciated with  elevating  himself  unassisted 
while  in  bed.  He  must  never  do  this  for  it  is 


unusual  effort  and  may  produce  added  acute 
coronary  insufficiency  and  even  death. 

The  patient  may  be  kept  in  bed  for  one 
week  and  then  be  permitted  to  sit  up  in  a 
chair.  Such  a short  stay  in  bed  does  not 
engender  any  of  the  harmful  sequelae  of  pro- 
longed bed  rest.  In  mild  attacks,  our  own 
inclination  is  to  keep  the  patient  in  bed  only 
a week  unless  we  think  that  earlier  chair 
treatment  is  necessary  to  raise  morale. 
However,  patients  who  are  more  seriously  iU 
(congestive  failure,  tachycardia,  a systolic 
blood  pressure  below  80,  or  more  profound 
shock)  should  be  kept  in  bed  until  the  usual 
therapeutic  measures  have  been  successful. 
Nevertheless,  efforts  should  be  made  to  ap- 
proximate the  sitting  position  by  using  a 
hospital-type  of  bed  and  or  by  placing  9-inch 
blocks  under  the  headposts.  If  a patient 
fails  to  improve  in  spite  of  these  procedures, 
he  may  be  placed  in  a chair.  There  should 
not  be  too  long  a delay  before  chair  treat- 
ment is  instituted  in  these  cases.  Although 
still  more  controlled  experience  is  necessary 
to  determine  the  efficacy  of  the  “armchair” 
treatment,  indiscriminate  prolonged  bed  rest 
for  aU  patients  appears  inadvisable. 

Ambulation  and  return  to  work 

When  the  patient  is  permitted  to  walk 
about  depends  to  some  extent  on  when  he 
sat  up.  In  very  mild  cases,  we  allow  walking 
at  the  end  of  the  second  week  or  at  the  begin- 
ning of  the  third;  usually  the  patient  begins 
to  walk  in  the  foiulh  week.  Such  patients 
may  be  ready  to  return  to  work  within  two  or 
three  months.  In  the  more  severe  cases, 
rehabilitation  is  slower,  but  many  of  these 
patients  are  able  to  resume  work  following 
coronary  occlusion  and  can  lead  productive 
lives  for  many  years. 

We  do  not  depend  on  the  electrocardio- 
gram as  a criterion  for  determining  the  prog- 
ress of  the  patient  or  for  deciding  when  he 
may  sit  up,  begin  to  walk,  or  return  to  work. 
If  his  clinical  course  is  satisfactory,  the  pa- 
tient may  get  up  and  walk,  even  though  the 
electrocardiogram  shows  pronoimced  altera- 
tions. Nor  do  we  always  wait  for  the  elec- 
trocardiogram to  show  stability.  If  the 
electrocardiogram  shows  a return  to  normal, 
the  outlook  is  usually  excellent,  but  the  pa- 
tient may  also  do  very  well  during  and  after 
the  attack  even  if  the  electrocardiogram  is 
markedly  abnormal  or  shows  the  changes  of 
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ventricular  aneurysm,  that  is,  large  Q-waves, 
persistent  S-T  elevation,  and  deeply  inverted 
T-waves. 

Nor  do  we  place  too  much  reliance  on  the 
sedimentation  time  of  the  erythrocytes  as  a 
guiding  factor  in  treatment.  We  have  ob- 
served patients  who  were  running  a severe 
course  of  acute  coronary  occlusion  with  little 
elevation  of  the  sedimentation  rate  and,  on 
the  other  hand,  patients  with  very  high  sedi- 
mentation rates  whose  courses  were  mild. 
A woman  of  sixty -three,  for  example,  became 
asymptomatic  and  afebrile  several  days 
after  the  onset  of  the  attack.  Her  first 
erythrocyte  sedimentation  rate  was  elevated 
to  95.  After  four  weeks  it  was  still  88,  al- 
though she  was  ambulatory  and  felt  well. 
We  do  not  prolong  the  period  of  bed  rest  be- 
cause of  an  elevated  erythrocyte  sedimenta- 
tion rate  if  the  patient  is  doing  well  clinically. 
In  some  patients,  the  sedimentation  rate 
remains  increased  to  40  to  50  mm.  for  many 
months  or  even  years  following  an  occlusion, 
long  after  they  have  resumed  working.  The 
determination  of  the  C-reactive  protein  re- 
veals similar  information  to  the  sedimenta- 
tion rate. 

A normal  baUistocardiogram  in  coronary 
occlusion  usually  indicates  a good  recovery, 
but  the  patient  may  be  doing  very  well  even 
when  the  baUistocardiogram  shows  definite 
abnormalities.  In  people  over  fifty  the  bal- 
listocardiogram may  show  abnormalities  in 
the  absence  of  clinical  heart  disease. 

Hospital  versus  home  care 

As  soon  as  the  pain  has  been  relieved,  the 
advisability  of  hospitalization  should  be  con- 
sidered. If  conditions  at  home  are  satisfac- 
tory, the  vast  majority  of  patients  can  be 
treated  at  home,  particularly  since  most  at- 
tacks run  a mild  course  foUowing  the  initial 
pain.  However,  if  the  patient’s  condition  is 
serious,  if  the  home  environment  is  unsuit- 
able, and  if  nurses  are  not  avaUable,  the  pa- 
tient may  be  removed  to  the  hospital  im- 
mediately by  ambulance. 

Other  therapeutic  measures 

Indigestion  and  diet.  A low-calorie 
diet,  at  least  for  the  first  few  days  or  a week 
or  two,  has  greatly  improved  the  outlook 
during  the  attack  of  coronary  occlusion.  It 
decreases  the  work  of  the  heart  and  prevents 


gastrocardiac  reflexes.  During  the  first  few 
days  or  weeks,  800  to  1,200  calories  daily 
suflfice.  Thereafter,  the  intake  may  be  in- 
creased graduaUy. 

Nausea  and  vomiting.  Nausea  and 
vomiting  were  often  very  disturbing.  They 
may  be  prevented  by  abstinence  from  fruit 
juices,  cold  milk,  and  spicy  foods.  Dimenhy- 
drinate  (Dramamine),  50  mg.,  or  cycUzine 
(Marezine)  25  or  50  mg.,  meclizine  (Bonine) 
and  trimethobenzamide  hydrochloride  (Ti- 
gan)  are  most  effective  agents  and  this  com- 
plication is  now  less  serious.  Chlorproma- 
zine  hydrochloride  (Thorazine)  and  pro- 
chlorperazine dimaleate  (Compazine)  are  to 
be  avoided,  since  they  lower  blood  pressure. 
Sips  of  charged  water  and  ginger  ale  also  may 
be  helpful.  Fluids  by  mouth  should  be  re- 
stricted and  solids  given.  Since  nausea  and 
vomiting  may  be  caused  by  digitalis,  mor- 
phine, aminophyUine,  ammonium  chloride, 
or  quinidine,  these  drugs  may  be  temporarily 
discontinued  if  they  are  thought  responsible. 
If  the  nausea  and  vomiting  persist,  however, 
administration  of  these  same  drugs  may 
cause  nausea  and  vomiting  to  cease. 

Particularly  if  the  patient  has  received 
much  morphine,  severe  constipation  and 
abdominal  distention  may  set  in.  A ca- 
thartic should  be  given  atnight.  The  patient 
must  be  warned  not  to  strain  at  stool.  In 
the  presence  of  abdominal  distention,  fruit 
juices  and  cold  mUk  should  be  avoided. 
Intramuscular  neostigmine  bromide  (Pros- 
tigmine  bromide)  may  be  required. 

Hiccough.  Hiccough  is  usually  frighten- 
ing to  the  patient,  and  it  is  extremely  im- 
portant to  reassure  him.  If  this  is  done,  the 
hiccough  almost  always  subsides.  If  it  per- 
sists, various  remedial  procedures  may  be 
employed,  all  of  which  have  proved  success- 
ful at  some  time:  rebreathing  into  a paper 
bag;  inhalations  of  5 to  7 per  cent  carbon 
dioxide  and  oxygen  (Carbogen);  quinidine 
intramuscularly;  niacin  or  atropine  intra- 
venously; inhalation  of  amyl  nitrite,  ethyl 
chloride  spray  along  the  diaphragm;  ether 
anesthesia  or  ether  intramuscularly;  gastric 
lavage;  stellate  ganglion  block;  and  manip- 
ulating the  hair  in  the  external  auditory 
canal  which  has  recently  been  found  help- 
ful. In  rare  cases,  unilateral  phrenicec- 
tomy  or  phrenic  nerve  crush  is  required. 
Chlorpromazine  hydrochloride  is  one  of  the 
best  forms  of  therapy,  but  dangerous,  as  it 
causes  a drop  in  the  blood  pressure.  If  it 
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must  be  employed,  only  very  small  doses,  for 
example,  5 mg.  three  times  a day  should  be 
given,  and  if  necessary,  mephentermine  sul- 
fate tablet  twice  a day  should  be  dispensed 
with  it. 

Penicillin.  The  senior  author  routinely 
gives  600  to  800,000  units  of  penicillin  daily 
for  three  days  to  prevent  pneumonia  when 
pulmonary  congestion  or  other  signs  of  con- 
gestive failure  are  present  or  if  the  tempera- 
tiure  is  elevated,  that  is,  about  102  F.  and  no 
untoward  reactions  to  this  regimen  have  been 
noted.  Vlasov  noted  an  incidence  of 
pneumonia  in  13.9  per  cent  of  those  with 
myocardial  infarction  and  in  27.2  per  cent  in 
those  who  died.  Reflex  distmbances  of 
ventilation  and  the  blood  supply  to  the  limgs, 
hypostasis,  and  immobile  position  of  the  pa- 
tient on  his  back  leads  to  lower  lobe  pneu- 
monia. 

Alcohol  and  tobacco.  Whiskey  should 
not  be  given  in  acute  coronary  occlusion  since 
it  may  increase  the  pulse  rate.  Smoking 
should  be  prohibited. 

Cortisone  and  ACTH.  Although  corti- 
sone and  ACTH  hormones  have  sometimes 
been  found  helpful  experimentally  in  reduc- 
ing the  extent  of  infarction,  they  are  of  no 
proved  value  clinically.  Their  use  in  heart 
block  and  congestive  failure  has  already  been 
discussed. 

Additional  complications.  Papillary 
muscle  rupture.  The  sudden  onset  of  a loud 
apical  systolic  or  diastoUc  murmur  or  a to- 
and-fro  murmmr  at  the  apex  or  left  sternal 
border  and  left  ventricular  failure  within 
hours  to  days  after  an  infarction  suggests 
papillary  muscle  rupture.  The  posterior 
papillary  muscle  of  the  left  ventricle  is  most 
often  involved.  It  is  difficult  to  distinguish 
a rupture  of  chordae  tendinae  from  rupture  of 
a papillary  muscle,  but  the  latter  is  more 
serious,  and  heart  failure  almost  immediately 
sets  in.  The  course  is  rapid,  and  death  usu- 
ally ensues.  In  the  former,  the  patient  may 
survive  for  months  but  again,  death  is  very 
frequent.  A seagull  screech  murmur  is  sup- 
posed to  be  more  frequent  in  chordae  ten- 
dinae rupture.  If  the  diagnosis  is  made, 
operation  should  be  seriously  considered. 

Ventricular  aneurysm.  Ventricular  aneu- 
rysm occurs  most  frequently  following  larger 
infarctions,  and  the  left  ventricular  wall  is 
the  area  most  often  involved.  Rupture  of 
the  aneurysm  is  rare.  When  intractable 
heart  failure  or  a large  thrombus  or  continued 


chest  pain  is  present,  operation  for  removal 
of  the  aneurysmal  sac  should  be  seriously 
considered  using  extracorporeal  circulation, 
and  clamping  of  the  aorta  to  prevent  emboli- 
zation is  indicated.  It  is  in  ventricular 
aneurysm  that  the  senior  author  has  ob- 
served transitory  cerebrovascular  accidents, 
imdoubtedly  embolic  from  a mural  throm- 
bus. Anticoagulant  drugs  have  been  very 

successful  in  this  situation. 

✓ 

Shoulder-hand  syndrome.  The  probable 
cause  of  the  thickened  skin,  coldness,  cyano- 
sis, and  hmitation  of  motion  with  resultant 
atrophy  and  pain  is  thought  to  be  a reflex 
due  to  activation  of  spinal  neurons  by  inces- 
sant stimulation  or  development  or  just  the 
result  of  immobility.  The  incidence  of  this 
complication  has  decreased  in  recent  years 
probably  because  of  early  recognition  and 
treatment.  The  corticosteroids  are  specific 
therapeutic  agents;  exercise  and  stellate 
block  also  are  useful.  Occasionally  sym- 
pathectomy is  necessary.  Vitamin  Bi  is 
often  administered.  Above  all,  physical 
movement  is  now  encouraged  following  an 
acute  coronary  occlusion  and  not  the  abso- 
lute six  weeks  of  bed  rest  formerly  advocated. 
With  this  new  regimen,  the  shoulder-hand 
syndrome  has  practically  disappeared. 

Rupture  of  heart.  Rupture  of  the  heart 
occurs  more  commonly  in  those  patients  re- 
ceiving anticoagulants,  but  this  is  not  a con- 
traindication to  their  use  since  rupture  is  so 
rare.  If  the  diagnosis  is  made  by  signs  of 
tamponade  and  shock,  then  surgical  repair 
should  be  instituted. 

Rupture  of  septum,  'o®  Rupture  of  the  sep- 
tum is  almost  invariably  fatal  and  surgical 
intervention  is  indicated.”®  Survival  of 
several  months  to  years  occurred  rarely  in 
untreated  cases.  Operation  has  recently 
been  successful.'”  The  appearance  of  a 
loud  harsh  murmur,  not  previously  present, 
the  occurrence  of  a bundle  branch  or  inter- 
ventricular block  and  right-sided  failure,  or 
Bernheim’s  syndrome  suggest  the  diagnosis. 

Rupture  of  chordae  tendinae.  A “seagull” 
screech  in  the  mitral  area  and  the  onset  of 
failure  indicate  rupture  of  the  chordae  tendi- 
nae. Operation  is  indicated,  for  the  patient 
wiU  surely  die  without  it. 

Surgery  of  any  type  is  dangerous  during 
an  acute  coronary  occlusion  and  major  sur- 
gery usually  results  in  death.  When  no  alter- 
native is  clinically  possible,  this  great  risk 
must  be  taken.  In  other  conditions  op>era- 
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tion  has  been  successfully  performed. 

Summary 

During  recent  years,  the  diagnosis  of 
acute  coronary  occlusion  has  been  greatly 
facilitated,  for  example,  by  the  widespread 
use  of  serum  and  urine  enzyme  determina- 
tions. More  definite  means  of  direct  and 
differential  diagnosis  makes  for  early  recog- 
nition of  complications  and  for  the  avoidance 
of  therapy  that  may  be  contraindicated. 

Serious  complications  of  acute  coronary 
occlusion  include  shock;  very  slow  or  very 
fast  ventricular  rates;  advanced  heart 
failure;  embolic  events;  the  postmyocar- 
dial  infarction  syndrome;  and  rupture  of 
either  the  ventricular  wall,  interventricular 
septum,  chordae  tendinae,  or  papillary 
muscles. 

Correction  of  severe  hypotension  in  shock 
may  be  accomplished  either  by  increasing 
the  peripheral  vascular  resistance  or  by  in- 
creasing cardiac  output.  The  sympatho- 
mimetic drugs  commonly  employed  increase 
peripheral  vascular  resistance.  Newer  ex- 
perimental approaches  include  the  use  of  hy- 
pothermia, extracorporeal  circulation,  or 
mechanical  augmentation  of  the  diastolic 
pressure. 

If  arrhythmias  do  not  remit  or  if  shock  or 
failure  is  present,  sedatives,  digitalis,  quini- 
dine,  procaine  amide,  sympathomimetic 
drugs,  isoproterenol,  thiazides,  atropine, 
ACTH,  corticosteroids,  the  electrical  AC  or 
DC  defibrillator  and  pacemaker,  implanted 
myocardial  electrodes,  and  closed-  and  open- 
chest  methods  of  cardiac  resuscitation  have 
proved  useful. 

The  treatment  of  heart  failin-e  is  essentially 
the  same  as  if  coronary  occlusion  were  not 
present  except  that  one  is  more  careful  to 
avoid  digitalis  intoxication.  Over-digitali- 
zation  with  resultant  arrhythmias  must  be 
treated  promptly  by  digitalis  withdrawal, 
potassium  administration,  and  occasionally 
the  use  of  chelating  agents. 

The  present-day  armamentarium  used  to 
treat  failure  includes  morphine;  theophyl- 
line; ethylenediamine;  oxygen;  tourni- 
quets; phlebotomy;  diuretics,  such  as  the 
organomercurias,  thiazides,  spironolactones, 
sulfonylureas,  corticosteroids,  and  acidifying 
agents  including  lysine  and  arginine  hydro- 
chloride; the  low  salt  diet;  peritoneal  dialy- 
sis; and  veno-arterial  bypass. 


Prevention  of  embolic  phenomena  is  the 
prime  purpose  of  anticoagulants.  There  is 
no  conclusive  evidence  that  they  can  prevent 
impending  attacks  from  materializing.  In 
certain  diseases  simulating  coronary  occlu- 
sion, they  are  contraindicated.  Long-term 
anticoagulant  therapy  is  considered. 

Bacterial  and  the  newer  fungal  fibrinolytic 
agents  have  proved  capable  of  lysing 
thrombi.  Wider  clinical  application  in  acute 
coronary  occlusion  may  occur  in  the  near 
future. 

The  prognosis  in  coronary  occlusion  has 
greatly  improved  during  the  past  thirty 
years.  In  private  practice,  the  mortaUty 
rate  during  the  first  attack  is  now  5 per  cent 
or  less.  Most  patients  can  be  rehabilitated 
within  two  or  three  months.  The  vast 
majority  make  a fair  or  better  recovery. 
More  than  half  make  an  excellent  recovery. 
Four  out  of  five  return  to  work. 

The  employment  of  the  therapy  reviewed 
in  this  paper  will  improve  the  outlook  of 
those  sustaining  a coronary  occlusion.  With 
the  present  concerted  investigative  attack  on 
the  problem,  the  future  is  encouraging  for 
even  greater  therapeutic  effectiveness. 
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T he  early  history  of  celiac  disease  in  the 
United  States  has  never  been  written.  Al- 
though Gee^  had  published  his  report  in 
England  in  1888,  in  this  country  the  disease 
was  quite  unknown  until  the  beginning  of  the 
present  century  when  the  late  L.  Emmett 
Holt,  Sr.,  M.D.,  shortly  after  assuming  the 
chair  of  pediatrics  at  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University, 
called  it  to  attention  and  tried  to  create  an 
interest  in  the  subject. 

It  is  not  generally  known  that  the  knowl- 
edge of  the  existence  of  such  a condition  and 
much  of  the  progress  made  in  the  develop- 
ment of  a successful  therapy  are  directly  due 
to  Holt’s  influence.  He  animated  three  men: 
Christian  A.  Herter,  M.D.,  Professor  of 
Pharmacology  and  Therapeutics,  a colleague 
on  the  faculty,  and  John  Howland,  M.D., 
and  the  author,  two  of  his  clinical  assistants 
in  the  Department  of  Pediatrics  at  the 
Vanderbilt  Clinic.  The  prognosis  of  celiac 
disease  at  that  time  was  very  bad,  in  part 
because  only  the  severest  form  of  the  condi- 
tion was  recognized.  The  mortality  rate 
was  more  than  50  per  cent,  and  of  those  who 
did  not  die  many  remained  stunted  in 
growth  in  a state  of  semi-invalidism. 

As  the  only  survivor  of  those  workers  who 
participated  in  the  early  investigation  of 
celiac  disease,  a short  rfeume  of  this  phase 
seems  desirable,  not  only  for  its  present  in- 
terest, but  also  for  the  future  when  the  con- 
dition has  been  fully  explored  and  properly 
evaluated. 

This  is  not  intended  to  be  a comprehensive 
review  of  the  subject,  but  rather  an  outline 
of  the  course  followed  in  arriving  at  its 
present  status,  calling  attention  to  the  fact 
that  the  specific  carbohydrate  diet  is  also 
a completely  gluten-free  diet  which  has  been 
used  with  utmost  success  for  more  than  forty 
years  in  the  treatment  of  the  celiac  syn- 
drome. 


Early  contributions 


Herter.  The  first  tangible  result  of  Dr. 
Holt’s  effort  was  the  monograph  of  Herter,’® 
published  in  1908,  a study  of  10  cases,  aU  but 
2 of  which  were  contributed  by  Dr.  Holt. 
The  monograph  attracted  great  and  favor- 
able attention,  and  for  years  Herter’s  in- 
fantilism became  a synonym  for  celiac 
disease.  It  was  an  era  when  a bacterial 
etiology  was  sought,  and  under  the  influence 
of  the  times  Dr.  Herter  was  led  to  believe 
that  the  change  in  the  intestinal  flora  was  a 
cause  instead  of  a result.  He  noted,  how- 
ever, that  proteins  were  well  borne,  fats 
moderately,  and  carbohydrates  very  badly. 
He  said: 


Carbohydrates  are  the  obvious  and  fruitful 
cause  of  derangements  of  digestion,  especially 
diarrhea  and  flatulence:  in  the  severest  cases 
the  total  quantity  of  carbohydrates  which  can 
be  tolerated  may  be  very  small  and  supply 
less  than  one  fifth  of  the  calories  required  by 
an  organism. 

Howland.  The  second  result  of  Dr. 
Holt’s  influence  was  the  important  com- 
munication of  Howland,®  by  this  time  pro- 
fessor of  pediatrics  at  Johns  Hopkins  Medi- 
cal School.  In  Jime,  1921,  as  his  presidential 
inaugural  address  to  the  American  Pediatric 
Society,  Howland  read  a report  in  which  the 
cause  of  celiac  disease  was  attributed  to  the 
carbohydrates,  and  for  its  treatment  he  ad- 
vised a carbohydrate-free  diet.  Dr.  How- 
land’s contribution  was  a great  forward  step. 
Although  others  had  noted  that  carbohy- 
drates were  badly  tolerated,  he  was  the  first 
to  emphasize  the  import  of  the  observation. 

Howland’s  therapeutic  results  were  the 
best  up  to  that  time.  He  stated: 

Of  aU  the  elements  of  the  food,  carbohydrate 
is  the  one  which  must  be  excluded  rigorously; 
with  this  greatly  reduced,  the  other  elements 
of  the  food  are  almost  always  well  digested, 
even  though  the  absorption  of  fat  may  not  be 
so  satisfactory  as  in  health.  One  would  be 
hard  put  to  treat  these  patients  without  pi'O- 
tein  milk. 

The  following  are  excerpts  from  the  litera- 
ture which  tend  to  substantiate  the  thesis 
that  the  fault  lies  in  the  carbohydrates; 

A deficit  of  lactase,  maltase,  or  invertase 
may  produce  diarrhea  profuse  enough  to  ar- 
rest growth.^  In  3 children  with  invertase 
or  maltase  deficit  or  both,  diarrhea  was  ar- 
rested with  a monosaccharide  diet.®  In  an 
infant  diarrhea  disappeared  promptly  when 
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the  sugar  concerned  was  omitted  from  the 
diet  or  if  the  lacking  enzyme  was  added.® 
Diarrhea  results  from  lactase  deficiency.® 
Diarrhea  was  caused  by  a deficiency  of 
sugar-splitting  enzymes.^  This  form  of 
diarrhea  disappears  promptly  when  the 
sugar  is  excluded  from  the  diet  or  if  the  lack- 
ing enzyme  is  added.®  In  the  production  of 
celiac  disease  starches  and  disaccharides 
are  only  second  to  gluten.®  In  further  sub- 
stantiation of  tbis  viewpoint  is  the  role 
played  in  celiac  disease  by  gluten,  a deriva- 
tive of  grain. 

Haas.  The  third  direct  result  of  Dr. 
Holt’s  influence  was  my  own  report,  i®  read 
before  the  Pediatric  Section  of  The  New 
York  Academy  of  Medicine  in  November, 
1923,  with  the  presentation  of  8 patients 
cured  by  a diet  from  which  carbohydrates, 
except  those  present  in  the  banana,  had  been 
excluded.  This  practically  solved  the  prob- 
lem of  the  successful  treatment  of  celiac 
disease. 

Howland®  had  shown  that  cure  could  be 
obtained  by  the  exclusion  of  carbohydrates 
from  the  diet,  but  he  had  met  with  almost 
insuperable  difficulties  when  their  reintro- 
duction was  attempted.  These  difficulties 
were  overcome  when  it  was  foimd  that  the 
carbohydrate-rich  banana  was  perfectly 
tolerated  and  apparently  assimilated. 

The  result  was  so  satisfactory  that  at  first 
a specific  factor  in  the  banana  was  suspected 
of  being  responsible  for  the  good  effect. 
However,  greater  experience  showed  that  in 
celiac  disease  all  fresh  fruits  could  be  used, 
but  owing  to  their  inherent  laxative  prop- 
erty, it  was  necessary  to  restrict  their  use  in 
the  presence  of  diarrhea.  Bananas,  on  the 
other  hand,  are  not  laxative  and  therefore 
possess  a second  unique  value  in  the  treat- 
ment of  celiac  disease. 

In  time  it  was  possible  to  postulate  that 
monosaccharides,  such  as  levulose,  glucose, 
present  in  aU  fresh  fruits,  dates,  honey,  and 
many  vegetables, were  weU  tolerated,  whereas 
the  disaccharides  and  polysaccharides,  such 
as  grain  of  all  kind,  flour,  and  other  sugars, 
were  not  and,  if  used,  would  cause  a return 
of  symptoms. 

Andersen.  In  1938  Andersen  “ called 
attention  to  a group  of  cases  presenting  the 
symptoms  of  celiac  disease,  aU  of  which 
ended  fatally.  At  autopsy  there  was  a 
characteristic  picture  of  cystic  fibrosis  of  the 
pancreas  and  usually  pulmonary  involve- 


DiAGNOSis OF  celioc  disease  usually  depends 
on  prolonged  intermittent  diarrhea.  The 
following  factors  are  important:  role  of 

carbohydrates;  toleration  of  monosaccharides 
but  not  of  disaccharides  and  polysaccharides, 
including  grain;  toleration  of  fats,  even  in 
presence  of  steatorrhea;  autonomic  imbalance, 
requiring  use  of  anticholinergics;  and  value 
of  fruit,  especially  bananas,  in  treatment  of 
syndrome.  In  children,  complete  cure  usually 
results  after  a year  of  adherence  to  the  specific 
carbohydrate  diet;  in  adults,  in  whom  the 
condition  is  called  sprue,  relapses  may  occur, 
requiring  a rigid  diet  for  a few  days  or  weeks. 


ment  as  well.  Although  Andersen  was  not 
the  first  to  recognize  or  describe  such  cases 
(this  had  been  done  by  Hess  and  Saphir,'® 
Fanconi,  Uehlinger,  and  Knauer,'®  and 
others),  it  was  through  her  influence  that 
these  cases  were  established  as  an  entity  and 
separated  from  celiac  disease.  Despite  this 
separation,  these  cases  do  better  when  given 
the  specific  carbohydrate  diet  in  addition  to 
the  antibiotics,  inhalations,  pancreatic  en- 
zymes, and  other  measures  which  constitute 
the  modern  treatment  of  fibrocystic  disease. 

Factors  in  celiac  syndrome 

Tbe  disturbance  of  the  autonomic  nervous 
system  in  the  celiac  syndrome  has  long  been 
recognized.  Stimulation  of  the  brain  stem  is 
capable  of  producing  gastroduodenal  lesions. 
The  psychic  irritability  present  in  this  condi- 
tion may  possibly  find  an  explanation  in  this 
relation,  although  most  cases  are  hypotonic 
and  many  are  hypertonic,  thus  demonstrat- 
ing the  autonomic  imbalance  which  exists. 

A pharyngeal  spasm  is  shown  by  difficulty 
or  inability  to  chew  or  swallow  solid  foods, 
pylorospasm  by  spitting  and  vomiting,  in- 
testinal hyperperistalsis  by  colic,  and  in- 
testinal distention  by  gas.  These  symptoms 
are  relieved  promptly  by  supplementing  the 
diet  with  adequate  dosage  of  anticholiner- 
gics. Under  the  fluoroscope,  when  glucose  is 
administered  with  the  barium  in  cases  of 
poor  absorption,  the  intestines  show  cliunp- 
ing  which  disappears  promptly  after  the  use 
of  Mecholyl.i® 

Contrary  to  the  general  belief,  fats  are  not 
harmful  in  celiac  diseases,  despite  the  pres- 
ence of  steatorrhea  which  apparently  is 
only  a secondary  manifestation  and  which 
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disappears  under  the  specific  carbohydrate 
diet  when  carbohydrate  tolerance  is  re- 
established. Fats  may  be  used  with  im- 
pimity  in  the  amounts  usually  taken,  they 
have  formed  a part  of  the  specific  carbohy- 
drate diet  which  has  been  used  with  success 
in  the  treatment  of  celiac  disease  for  more 
than  forty  years.  The  laboratory  lends  sup- 
port to  this  viewpoint.  In  1921  and  1923 
Schick  and  Wagner  demonstrated  that 
there  was  an  increased  fat  absorption  when 
the  fat  intake  was  increased. 

In  1957  Holt,  Jr..^’  showed  that  in  cehac 
disease  the  more  fat  that  is  given,  the  more 
fat  is  lost  in  the  stool,  but  also  the  more  is 
absorbed.  He  stated  that  no  change  was  ob- 
served in  the  percentage  of  absorption  that 
could  be  attributed  to  the  food,  nor  could  it 
be  discovered  that  the  recovery  was  delayed 
by  the  liberal  intake  in  any  of  the  conditions 
capable  of  recovery.  In  1949  Sheldon^®  re- 
ported that  fat  absorption  was  increased 
significantly  when  starches  were  withheld: 
“A  starch-free  diet  resulted  in  dramatic  im- 
provement.” The  Haas  specific  carbohy- 
drate diet  cures  celiac  disease  completely 
without  danger  of  relapse.  The  patient  is 
able  to  take  all  foods  including  gluten.  He 
develops  physically  and  mentally  in  a normal 
manner.  There  are  no  crises  or  deaths.  AH 
chemical  and  enzymatic  processes  connected 
with  the  digestion  of  fat  appear  normal.*® 
AU  the  unsaturated  fatty  acids  are  bet- 
ter tolerated. 

This  was  the  status  of  celiac  disease  in 
1950  when  Dicke“  of  Holland  showed  that 
gluten  of  wheat  could  produce  the  symptoms 
of  the  condition  which  would  clear  up  if  the 
gluten  was  omitted  from  the  diet.  His  find- 
ing was  haUed  as  a demonstration  of  the 
etiologic  factor  of  celiac  disease,  a point  of 
view  which  gained  wide  acceptance.  How- 
ever, time  has  shown  that  it  is  only  one  of 
the  causes  of  the  celiac  syndrome,  and  al- 
though great  improvement  follows  its  omis- 
sion from  the  diet,  only  a partial  cure  results, 
since  most  cases  remain  intolerant  to  gluten 
and  relapse  if  gluten  is  used. 

Sheldon  and  Simkiss®*  reported  that  of  a 
group  of  patients  who  had  been  on  a gluten- 
free  diet  for  two  years  nearly  50  per  cent  re- 
lapsed when  gluten  was  used  again.  There 
have  also  been  reports  of  failures,  crises,  and 
occasional  deaths.  Patients  in  whom  the 
gluten-free  diet  has  failed  have  been  cured  by 
the  specific  carbohydrate  diet  and  later  are 


able  to  take  gluten  without  iU  results.  1 

Dicke’s®®  was  the  first  scientific  demon-  i 
stration  that  an  etiologic  factor  of  the  celiac 
syndrome  existed  in  a carbohydrate,  al- 
though it  was  in  the  protein  fraction.  All 
previous  findings  had  been  based  on  chnical 
experience  and  observation.  Dicke’s  demon- 
stration was  an  excellent  achievement  scien- 
tifically and  of  immense  value  for  the  study 
of  the  cehac  syndrome,  but  chnicaUy  it  was  a 
possible  disservice,  since  it  ignored  other 
carbohydrates  as  etiologic  factors,  although 
experience  over  the  years  had  proved  them 
to  be  so. 

The  diagnosis  was  largely  dependent  on 
the  history  of  an  intractable  intermittent 
diarrhea,  and  the  laboratory  was  able  to 
furnish  only  negative  evidence.  With  the 
laboratory  data  furnished  by  Van  de  Kamer 
and  Weijers,^  Weijers  et  al.,^  Dicke,®®  and 
many  others,  this  doubtless  wUl  all  be 
changed  and  the  subject  finaUy  clarified.  I 
The  peroral  gastrointestinal  biopsies  open  up 
a vast  field  for  future  workers. 

A single  attack  of  diarrhea,  no  matter  how 
prolonged,  is  insufficient  justification  for  the 
diagnosis  of  cehac  disease.  The  diagnosis  is 
definite  only  if  it  is  proved  by  a test  of  a 
carbohydrate-free  alternating  with  a high- 
carbohydrate  diet  and  if  the  diarrhea  recurs 
on  the  introduction  of  carbohydrates.  That 
the  condition  is  outgrown  is  a myth  which 
has  scant  basis  in  fact,  although  it  may  occur 
occasionaUy.  What  usuaUy  happens  is  that 
the  individual  accepts  the  frequent  stools 
and  the  low  average  state  of  health  as  nor- 
mal. 

There  are  doubtless  other  causes  which 
produce  the  symptoms  of  the  celiac  syn- 
drome, but  they  play  a very  minor  role.  The 
celiac  syndrome  in  the  present  state  of 
knowledge  is  still  of  uncertain  etiology,  but 
preponderant  evidence  favors  a carbohy- 
drate intolerance.  Practically  aU  patients 
are  cured  by  the  specific  carbohydrate  diet, 
a cure  which  is  permanent  without  relapse. 
This  is  not  true  when  the  exclusion  of  carbo- 
hydrates is  incomplete,  as  in  the  so-called 
gluten-free  diet  in  which  a recurrence  of 
symptoms  is  not  uncommon  with  the  re- 
introduction  of  gluten. 

Specific  carbohydrate  diet 

The  specific  carbohydrate  diet,  as  used  by 
us,  is  simple  in  principle.  All  fats  and  pro- 
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teins  are  allowed,  but  carbohydrates  are  re- 
stricted as  far  as  possible  to  the  monosac- 
charides (levulose,  glucose).  It  is  a liberal 
diet  which  is  easy  to  follow  and  can  be  varied 
easily  to  suit  the  demands  of  the  patient. 

The  diet  requires  no  special  preparation 
except  for  the  protein  milk  or  an  equivalent 
substitute.  We  have  confined  ourselves  to 
casec  (calcium  caseinate ) which  is  the  casein 
of  milk,  pmified  and  powdered. 

Casec  milk  is  prepared  as  follows  (a 
double  boiler  simplifies  the  procedure): 

Whole  milk,  not  homogenized — 32  ounces 

Tap  water — 32  ounces 

Calcium  caseinate — 8 level  tablespoons 

Mix  the  calcium  caseinate  and  water  and 
add  to  the  milk  in  the  inner  vessel.  Heat  for 
twenty  to  thirty  minutes,  sthring  occasion- 
ally. The  inner  vessel  is  then  placed  over  the 
bare  flame  and  brought  to  a boil,  then  re- 
moved from  the  flame.  It  is  now  finished. 
It  may  be  sweetened  with  saccharin,  sucrol, 
or  similar  sweetener.  This  gives  64  ounces, 
enough  for  two  days;  refrigerated,  it  keeps 
for  days. 

The  following  is  the  specific  carbohydrate 
diet: 

Proteins:  All  meats,  with  the  fat,  if  desired. 

This  includes  ham,  bacon,  corned  beef, 
and  so  forth.  Gelatin  (unsweetened)  is  per- 
mitted. All  fish — fresh,  boiled,  broiled  or 
fried;  also  canned — tuna,  salmon,  or  sardines. 
All  shell  fish — crabs,  lobsters,  shrimp,  and  so 
forth.  AU  cheese  except  processed;  of  the 
soft  white  cheese,  pot  cheese  is  the  most 
satisfactory.  Eggs  in  any  form,  sparingly. 
Fats:  All  fats  including  oils  and  sour  cream 
in  amounts  usually  used. 

Milk:  None  except  protein  milk  or  its 

equivalent;  neither  whole,  skimmed,  or  the 
commercial  so-called  high-protein  milk  is 
acceptable. 

Carbohydrates:  All  fresh  fruits  without 

exception;  almost  all  vegetables  except  pota- 
toes or  corn;  honey,  dates,  raisins,  unsweet- 
ened fruit  juices,  in  amounts  depending  on 
the  frequency  and  consistency  of  the  stool. 
Foods  absolutely  prohibited: 

All  grain — anything  containing  flour  (bread, 
cakes,  and  so  forth). 

All  cereals. 

All  sugars  except  those  present  in  fruits  and 
honey. 

All  milk  except  protein  milk  or  its  equivalent. 
All  candies,  pastries,  ice  cream,  and  similar 
sweets. 

Bananas  should  be  offered  at  every  meal. 
They  are  the  substitute  for  bread,  potatoes, 
spaghetti,  and  so  forth  and  can  be  used  in 
any  amount,  fresh  or  dessicated,  fried  like 
potato  chips,  as  pancakes,  or  combined  with 


other  fresh  fruits  as  a salad.  In  the  des- 
sicated form  bananas  may  be  accepted,  even 
though  they  are  rejected  as  fresh  fruit. 
Many  palatable  dishes  can  be  made  with  the 
permitted  foods. 

Method 

The  specific  carbohydrate  diet  must  be 
maintained  for  at  least  one  year,  at  which 
time  it  will  be  found  that  about  10  per  cent 
of  the  cases  are  not  yet  ready  to  resume  the 
use  of  carbohydrates  but  must  continue  the 
use  of  the  diet  for  some  months  longer,  rarely 
for  six  months. 

Even  though  tolerance  seems  to  be  estab- 
lished much  sooner,  it  is  wise  to  continue  the 
diet  for  a year  when  all  carbohydrates  are 
returned  at  one  time.  Except  for  the  10  per 
cent,  aU  should  show  no  bad  reaction.  If  no 
adverse  symptoms  have  appeared  after  three 
months  use  of  carbohydrates,  full  milk  re- 
places the  protein  milk,  and  if  after  three 
months  more  there  have  been  no  ill  results, 
the  patient  may  be  discharged  as  perma- 
nently cured,  without  danger  of  relapse  and 
able  to  tolerate  all  foods  including  gluten. 
This  holds  true  for  children  but  not  for 
adults  in  whom  the  condition  is  called  sprue. 
Although  adults  respond  to  the  diet,  re- 
lapses wiU  occur,  requiring  a rigid  diet  for  a 
few  days  or  weeks.  The  condition  has  ap- 
parently become  irreversible. 

The  material  on  which  this  article  is  based 
is  from  private  practice.  The  patients 
usually  come  with  the  diagnosis  of  celiac 
disease  for  which  treatment  had  been  car- 
ried out  for  a long  or  short  period  of  time. 
A careful  analysis  and  foUow-up  of  603  cases 
substantiates  the  statements  made  in  this 
paper.  The  work  of  Weijers,  Van  de 
Kamer,  and  Dicke^  and  many  others  has 
been  of  great  scientific  value  which,  in  time, 
should  help  solve  the  problem  of  the  celiac 
syndrome. 

The  value  of  the  clinic  in  the  study  of 
disease  should  not  be  overlooked  and  is  well 
exemplified  in  celiac  disease  in  which  ob- 
servation and  clinical  experience  revealed  the 
following  facts:  (1)  the  role  played  by 

carbohydrates;  (2)  that  monosaccharides 
are  tolerated,  whereas  disaccharides  and 
polysaccharides,  including  grain,  are  not; 
(3)  that  fats  are  tolerated,  even  in  the 
presence  of  steatorrhea;  (4)  that  an  auto- 
nomic imbalance  exists  in  the  condition,  re- 
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quiring  the  use  of  anticholinergics;  and  (5) 
the  value  of  fruit  in  the  treatment  of  the 
celiac  syndrome. 

Summary 

This  is  not  a comprehensive  review  of 
celiac  disease,  but  it  recalls  its  early  history 
in  this  country  and  shows  the  steps  which 
led  to  the  conclusion  that  the  disease  is  due 
to  carbohydrate  intolerance.  The  labo- 
ratory has  added  further  evidence  of  the 
validity  of  this  viewpoint.  Gluten  as  an 
etiologic  factor,  since  it  is  a derivative  of 
grain,  also  supports  the  conclusion  of  carbo- 
hydrate intolerance.  This  intolerance  can  be 
overcome  completely  and  permanently  by 
the  use  of  the  specific  carbohydrate  diet 
which  happens  also  to  be  completely  gluten- 
free.  The  gluten-free  diet  improves  the  con- 
dition but  does  not  always  cure.  Relapses 
are  common  when  gluten  is  restored  to  the 
diet,  indicating  that  although  it  is  an 
etiologic  factor,  it  is  not  the  only  one.  Only 
monosaccharides  are  tolerated;  disac- 
charides and  polysaccharides  are  not.  The 
etiology  is  still  obscure;  the  factor  or  factors 
exist  in  the  carbohydrates.  The  importance 
of  gluten,  the  protein  fraction  of  grain,  has 
already  been  demonstrated,  but  there  are 
others  which  have  not  yet  been  revealed. 
Until  oiu:  knowledge  is  greater,  it  will  be 
necessary  to  exclude  all  carbohydrates,  not 
only  gluten,  if  a complete  cure  is  desired. 
Although  other  etiologic  factors  may  exist, 
they  can  only  be  of  minor  importance. 
Steatorrhea  apparently  is  only  a secondary 
factor  which  is  cured  simultaneously  with 
the  carbohydrate  intolerance  under  treat- 
ment with  the  specific  carbohydrate  diet. 
Fats  constitute  part  of  the  specific  carbo- 
hydrate diet  and  are  used  from  the  beginning 
of  treatment.  Autonomic  imbalance  so  fre- 
quently present  requires  the  use  of  anti- 
cholinergics. Cure,  according  to  our  stand- 
ard, means  a return  to  normal  health  and 
development  and  the  absence  of  steatorrhea, 
which  must  continue  imder  a full  diet  in- 
cluding gluten,  with  no  relapse  ascribable  to 
the  condition.  Children,  when  cured,  do  not 
have  a relapse.  Adults,  in  whom  the  con- 
dition is  called  sprue,  although  they  respond 
to  the  diet  as  children  do,  have  relapses  at 
intervals.  The  condition  apparently  has 
become  irreversible. 


In  this  coimtry  L.  Emmett  Holt,  Sr., 
M.D.,  was  the  first  person  to  caU  attention 
to  and  to  stimulate  interest  in  celiac  disease. 
There  is  a detailed  description  of  the  diet 
and  the  method  of  using  it.  The  long  course 
of  treatment  required  by  these  patients 
makes  them  imsuitable  for  hospitalization. 
The  patients  on  which  this  report  is  based 
were  treated  as  ambulant  cases,  usually  seen 
once  a month.  In  the  absence  of  pathog- 
nomonic symptoms,  the  diagnosis  depended 
on  the  history  of  prolonged  intermittent  foul 
diarrhea,  resistant  to  the  usual  treatment. 

1879  Crompond  Road 
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Although  the  use  of  the  mechanical 
respirator  in  crushed  chest  injuries  was 
eloquently  presented  and  illustrated  by 
Avery,  Morch,  and  Benson  in  1956,'  this 
method  of  therapy  still  has  not  come  into 
general  or  common  use.  The  technic  of 
external  stabilization  which  was  proposed 
originally  by  Jones  and  Richardson  in  1924^ 
still  remains  the  most  popular  method  and 
continues  to  be  recommended  in  current 
texts^  and  published  articles.  ^ The  fail- 
ure of  external  stabilization  and  the  success 
of  prolonged  mechanical  hyperventilation 
therapy  with  a respirator  in  3 patients  be- 
tween the  ages  of  fifty-seven  and  seventy- 
four  who  had  severely  crushed  flail  chests 
and  paradoxic  motion  has  led  us  to  report 
this  experience.  These  cases  re-emphasize 
the  value  of  internal  pneumatic  stabihza- 
tion  in  critically  crushed  chests  and  serve 
to  illustrate  the  clinical  experience  from 
which  many  observations  were  obtained. 
These  lessons  should  further  facilitate  and 
promote  the  use  of  this  technic. 

Presented  at  the  156th  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  Section  on 
Anesthesiology,  May  15, 1962. 

* Present  address:  7 Hopper  Street,  Utica,-  New  York. 


IN  PATIENTS  with  severely  crushed  chests  the 
principal  cause  of  death  is  hypoxia  due  to 
inadequate  and  uneven  ventilation  of  the 
lungs  because  of  pain  and  paradoxic  motion 
of  the  thoracic  cage  and  accumulation  of 
secretions  in  the  tracheobronchial  tree  because 
of  pain  and  inability  to  cough  effectively. 
Treatment  of  shock,  drainage  of  hemothorax 
and/or  pneumothorax,  and  establishment  of  a 
clear  airway  are  immediately  urgent,  and 
tracheostomy  should  then  be  performed.  In  3 
cases  of  severely  crushed  flail  chests  and  para- 
doxic motion,  the  success  of  prolonged  mechan- 
ical hyperventilation  therapy  with  a respi- 
rator illustrate  the  value  of  internal  pneumatic 
stabilization. 


Case  reports 

Case  1.  A fifty-seven-year-old  housewife 
was  brought  to  the  emergency  room  by  ambu- 
lance one  hour  after  sustaining  a severe  chest  in- 
jury in  an  auto  accident  which  occurred  30  miles 
from  the  hospital.  On  admission  she  was  cya- 
notic, hypotensive  (blood  pressure  70/50)  and  in 
acute  respiratory  distress  with  a flail  chest  and 
paradoxic  respiration.  A tracheostomy  was  per- 
formed immediately.  Portable  chest  x-ray  films 
revealed  fractures  of  ribs  2 through  9 on  the 
right  and  2 through  10  on  the  left  (Fig.  lA),  a 
compression  fracture  of  the  body  of  the  first  lum- 
bar vertebra,  a hemopneumothorax  on  the  right, 
and  a hemothorax  on  the  left. 

Bilateral  chest  catheters  were  inserted,  and  ex- 
ternal stabilization  by  skeletal  traction  was  in- 
stituted (Fig.  IB),  and  transfusions  given,  in 
addition  to  the  usual  measures  instituted  follow- 
ing major  trauma. 

Although  the  patient  improved  initially,  blood 
continued  to  drain  from  the  right  side  of  her 
chest,  and  her  condition  deteriorated  in  spite  of 
5,000  cc.  of  whole  blood.  Electrocardiograms 
were  normal,  and  an  abdominal  paracentesis 
showed  negative  findings.  Twelve  hours  after 
her  admission  a right  thoracotomy  was  per- 
formed. Laceration  of  the  upper  lobe  of  the 
right  lung  was  found,  in  addition  to  the  multiple 
rib  fractures  and  fractured  sternum.  The 
clotted  hemothorax  was  evacuated,  lung  lacera- 
tions were  sutured,  and  jagged  rib  edges  were  re- 
paired with  a rongeur. 

Postoperatively,  the  patient  was  maintained 
with  intermittent  positive  pressure  through  a 
tracheostomy  armored  tube,  using  a Jefferson 
respirator,  and  external  traction  was  not  re- 
applied. Her  course  was  complicated  by  a 
paralytic  ileus  and  anatelectasis  in  the  lower  lobe 
of  the  left  lung  which  was  treated  by  broncho- 
scopic  aspiration.  On  the  tenth  day  one  episode 
of  excessive  ventilation  produced  coma  which 
was  reversed  immediately  by  reducing  the  de- 
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FIGURE  1.  Case  1.  (A)  X-ray  film  on  admission,  showing  multiple  fractures  of  ribs,  surgical  emphysema, 
and  poor  aeration  of  lungs.  (B)  After  eight  hours  of  skeletal  traction.  No  improvement.  (C)  After  three 
months,  showing  healed  fractures  and  normal  lung  fields. 


FIGURE  2.  Case  2.  (A)  X-ray  film  on  admission,  showing  multiple  fractures  of  ribs  and  poor  aeration  of 
both  lungs.  (B)  After  two  days  of  internal  pneumatic  stabilization,  showing  excellent  aeration  of  lungs. 


gree  of  hyperventilation.  Ultimately,  the  pa- 
tient received  a total  of  11,600  cc.  of  whole 
blood,  and  on  her  twenty-eighth  hospital  day  in- 
termittent positive  pressure  endotracheal  venti- 
lation was  discontinued.  The  patient  experi- 
enced moderate  difficulty  with  retained  secre- 
tions during  the  subsequent  two  weeks  and  re- 
quired several  bronchoscopic  examinations.  She 
was  discharged  home  at  sixteen  weeks  with  a 
back  brace  (Fig.  1C),  and  when  she  was  seen  one 
year  later,  her  spine  fractures  had  undergone 
spontaneous  fusion  and  she  was  able  to  do  house- 
work. When  seen  two  and  a half  years  after  her 
injury,  she  was  well  and  working  on  her  farm. 

Comment.  This  patient  was  injured  severely 
and  required  major  therapeutic  measures  for  the 
correction  of  shock,  which  included  5 L.  of  blood 
and  a thoracotomy  in  addition  to  prolonged  me- 
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chanical  hyperventilation  therapy  on  a respira- 
tor. Her  case  dramatically  illustrated  the  supe- 
riority of  internal  pneumatic  stabilization  over 
external  fixation.  The  hazard  of  excessive  ven- 
tilation, as  manifested  by  coma  and  corrected  by 
ventilatory  alteration,  was  observed. 

Case  2.  A seventy-four-year-old  woman  sus- 
tained head,  chest,  and  extremity  injuries  when 
her  auto  collided  with  a bus.  She  had  multiple 
lacerations  and  had  fractures  of  the  right  femur, 
patella,  acromion,  and  the  left  radius  and  ulna. 
On  admission,  the  patient  was  dyspneic  and  hy- 
potensive (blood  pressure  80/60)  with  a de- 
formed flail  chest  and  paradoxic  respirations  due 
to  extensive  bilateral  rib  fractures  (Fig.  2A)  and 
a fractured  sternum.  Immediate  tracheostomy 
was  performed,  and  intermittent  positive  pres- 
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FIGURE  3.  Case  3.  (A)  X-ray  film  on  admission,  showing  multiple  fractured  ribs  and  surgical  emphysema. 
(B)  After  thirty-eight  days  of  internal  pneumatic  stabilization. 


sure  ventilation  was  begun  through  an  armored 
tube  inserted  through  the  tracheostomy  and 
connected  to  a Bennett  IPPB  (intermittent 
positive  pressure  breathing)  respirator.  Three 
L.  of  whole  blood,  antibiotics,  tetanus  antitoxin, 
meperidine  hydrochloride,  and  parenteral  fluids 
were  given.  The  limb  fractures  were  im- 
mobilized, and  the  patient  was  placed  on  an  al- 
ternating pressure  mattress.  Her  hospital 
course  was  benign  except  for  am  initial  ileus  (Fig. 
2B) . During  this  entire  period  mechanical 
hyperventilation  was  maintained  with  either  a 
Bennett,  Jefferson,  or  Stephenson  machine  for  a 
total  of  thirty-six  days.  She  subsequently  had  a 
right  patellectomy  under  spinal  anesthesia  and 
was  discharged  Eifter  ten  weeks. 

Comment.  This  elderly  woman  was  injured 
critically,  and  her  survival  was  clearly  and  di- 
rectly related  to  the  management  of  her  respira- 
tory insuflSciency.  She  illustrates  an  important 
feature  in  the  management  of  chest  trauma 
which  should  extend  the  use  of  this  treatment  to 
any  hospital.  It  was  possible  to  maintain  arti- 
ficial hyperventilation  satisfactorily  with  any  of 
several  types  of  respirators.  This  patient  also 
illustrates  prolonged  (thirty-six  day)  tolerance 
of  the  endotracheal  tube  and  respirator.  Per- 
haps if  this  tolerance  had  been  appreciated 
earher,  the  patient  in  Case  1 would  have  re- 
mained on  the  respirator  longer  and  avoided  the 
difficulty  with  tracheobronchial  secretions  which 
occurred  shortly  after  she  was  taken  off  the  res- 
pirator. 

Case  3.  A sixty-five-year-old  farmer  was 
brought  to  the  emergency  room  with  a severely 
crushed  flail  chest  one  hour  and  ten  minutes  after 
being  assaulted  by  an  angry  bull.  He  sustained 
multiple  rib  fractures  bilaterally  (Fig.  3A) , with 
posterior  disarticulation  in  addition  on  the  right, 
a left  pneumothorax,  a right  hemopneumo- 


thorax,  contusions,  lacerations,  and  a right  acro- 
mioclavicular separation. 

After  a portable  x-ray  film  of  the  chest  was 
obtained,  chest  catheters  were  inserted  in  the 
right  sixth  interspace  in  the  anterior  axillary  line 
and  in  the  left  mid-clavicular  line  in  the  second 
interspace.  Air  was  removed  from  both  sides  of 
the  chest  and  1,000  cc.  of  blood  from  the  right 
side  of  the  chest.  A tracheostomy  then  was  per- 
formed, and  an  armored  and  cuffed  endotra- 
cheal tube  was  inserted.  Controlled  ventilation 
was  instituted  with  a Jefferson  respirator  after 
an  initial  period  of  manual  ventilation  using  a 
self-inflating  bag. 

Initially  the  endotracheal  tube  cuff  was  in- 
flated, but  this  was  deflated  after  twelve  hours 
and  never  was  reinflated.  A nasogastric  tube 
was  inserted  for  the  first  four  hospital  days,  and 
fluid  feedings  were  given  parenterally.  Anti- 
biotics and  tetanus  toxoid  were  given.  Urinary 
output  was  maintained  above  22  cc.  per  hour. 
The  patient  received  2,000  cc.  of  whole  blood 
during  the  first  twenty- four  hours  of  hospitahza- 
tion.  The  chest  catheters  were  removed  on  the 
third  and  sixth  hospital  days,  and  the  patient 
made  slow  improvement.  He  did  develop  atelec- 
tasis in  the  lower  lobe  of  the  left  lung  and  re- 
quired bronchoscopic  aspiration  on  his  second 
and  fourth  hospital  days.  Subsequently,  the  pa- 
tient had  more  discomfort  from  his  right  acro- 
mioclavicular separation  than  from  his  multiple 
rib  fractures. 

After  two  unsuccessful  attempts  on  the 
twenty- eighth  and  thirty-fourth  hospital  days, 
the  patient  was  taken  off  the  respirator  thirty- 
eight  days  after  his  admission,  and  he  was  able 
to  maintain  normal  respirations  from  that  time 
(Fig.  3B).  Subsequently,  he  was  ambulated 
gradually  and  was  given  right  shoulder  physio- 
therapy prior  to  his  discharge  after  eleven  weeks. 

The  patient  was  seen  subsequently  on  several 
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FIGURE  4.  Schematic  diagram  of  equipment. 


occasions.  There  was  excellent  aeration  bi- 
laterally, and  only  a few  fine  inspiratory  rales 
were  audible  at  the  bases  of  the  lungs  pos- 
teriorly . 

The  patient  died  eight  months  later  of  mas- 
sive pulmonary  embohsm  while  in  the  hospital 
for  treatment  of  carcinoma  of  the  prostate. 

Comment.  The  effective  use  of  internal  pneu- 
matic stabilization  in  this  patient  was  impressive, 
since  it  is  hard  to  conceive  of  any  satisfactory 
mechanical  method  of  external  stabilization 
when  there  are  extensive  bOateral  anterior 
rib  fractures  in  addition  to  posterior  unilateral 
rib  disarticulations.  This  patient  and  the  pa- 
tient in  Case  1 further  illustrate  a period  of  grace 
which  may  last  for  as  long  as  two  hours  from  the 
time  of  injury. 

Comment 

The  principal  cause  of  death  in  patients 
with  severely  crushed  chests  is  hypoxia. 
This  is  due  to  inadequate  and  uneven  venti- 
lation of  the  lungs  because  of  pain  and  para- 
doxic motion  of  the  thoracic  cage  and  the 
accumulation  of  secretions  in  the  tracheo- 
bronchial tree  because  of  pain  and  the  in- 
ability to  cough  effectively.  The  institu- 
tion of  treatment  using  sound  physiologic 
principles  is  essential. 


The  treatment  of  shock,  the  drainage  of  ■ 
hemothorax  and/or  pneumothorax,  and  the  I 
establishment  of  a clear  airway  all  are  im-  1 
mediately  m’gent.  Tracheostomy  should  1 
then  be  performed  to  allow  tracheobronchial 
aspiration  and  pulmonary  ventilation.^ 

Technic 

A circle  system,  as  shown  in  Figure  4,  was 
used,  incorporating  a large-capacity  soda 
lime  carmister  (A),  an  ether  vaporizer  to 
collect  condensed  water  (B),  and  unidirec- 
tional valves  (C).  The  respirator  (D)  was 
attached  by  corrugated  tubing  to  tbe  circle 
with  the  bag  removed  from  tbe  chamber 
(E).  Oxygen  at  500  cc.  per  minute  was 
added  to  the  system  through  the  nipple  (F). 
The  apparatus  was  connected  to  a cuffed, 
armored,  latex  tube  (G)  replacing  the  usual 
tracheostomy  tube. 

Respiratory  rate  was  maintained  at  be- 
tween 25  and  35  per  minute  with  the  pres- 
sure limited  to  between  plus  20  to  plus  30 
cm.  of  water  on  inspiration  and  0 to  minus  1 
2 cm.  of  water  on  expiration.  Apnea  was 
achieved  readily  and  maintained  without  t 
the  use  of  muscle  relaxants  as  advocated  by  * 
Windsor  and  Dwyer.* 

Management  of  technic  | 

Ventilation.  Adequate  bilateral  pleural 
drainage,  by  eliminating  pneiunotborax  and  i 
hemothorax,  permitted  normal  lung  expan-  ‘ 
sion  within  the  plerual  cavities.  Hyper-  i 
ventilation,  by  producing  respiratory  alkalo- 
sis and  apnea,  permitted  control  of  expan- 
sion of  the  lungs  without  paradoxic  motion. 
The  rib  cage  was  expanded,  sepairating  most  ♦ 
of  the  fractures,  and  passive  motion  of  the  1 


TABLE  1.  Data  from  Case  1 


Day 

Oxygen 
Saturation 
(Per  Cent) 

Oxygen 
Content 
(Volumes 
Per  Cent) 

Whole 
Blood 
Carbon 
Dioxide 
Content 
(Millimols 
per  Liter) 

Venous 
Carbon 
Carbon  Dioxide 
Dioxide  (mEq. 
Tension  per 

(mm.  Hg)  Liter) 

Oxygen 
Capacity 
(Volumes 
Per  Cent) 

A xlT  I'C.'t Icll 

Hemoglobin 
Gm.  per 
100  ml. 

pH 

2 

94.7 

9.5 

7.58 

24.2 

31 

30 

3 

98.7 

7.54 

34 

32 

4 

102.2 

12.64 

12.36 

9.9 

7.55 

34 

30 

5 

99.6 

12.52 

12.59 

9.4 

7.48 

25.8 

39 

32 

9 

100.3 

14.28 

14.24 

11.5 

7.49 

26.4 

34 

32 

13 

102.2 

16.56 

16.20 

12.9 

7.50 

23.3 

35 

28 
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chest  wall  eliminated  pain  at  the  fracture 
sites. 

Blood  gas  analysis  was  used  as  a guide 
to  the  effectiveness  of  ventilation.  The 
data  from  Case  1 are  given  in  Table  I.  It 
can  be  seen  that  respiratory  alkalosis  was 
maintained.  However,  it  probably  is  un- 
necessary to  draw  arterial  blood  for  gas 
analysis  because  the  clinical  sign  of  apnea 
can  be  used  to  indicate  respiratory  alkalosis. 
During  the  first  two  days  of  ventilation  it 
was  necessary  to  depress  the  respiratory 
center  with  meperidine  hydrochloride  given 
every  three  hours  to  maintain  apnea.  In 
1 patient,  Case  1,  a short  period  of  extreme 
hyperventilation  on  the  tenth  day  produced 
delirium  and  confusion  and  ultimately  un- 
consciousness which  was  reversed  promptly 
by  reducing  the  degree  of  ventilation.  At 
no  time  did  any  of  the  patients  show  tetany, 
which  was  rather  surprising,  considering  the 
degree  of  hyperventilation  that  was  carried 
out.  The  inspired  oxygen  concentration 
was  measured,  using  a Beckman  oxygen 
analyzer,  and  oxygen  was  maintained  any- 
where from  25  to  100  per  cent,  the  higher 
range  being  used  in  the  early  stages  during 
the  period  when  there  was  the  greatest  lung 
damage  due  to  the  trauma. 

Humidification.  The  hazards  of  in- 
adequate humidification  have  been  described 
in  a recent  paper.®  Humidification  of  the 
gases  used  to  ventilate  the  patient  is  es- 
sential. Room  air  with  20  to  40  per  cent 
humidity  at  room  temperature,  when  in- 
spired through  the  normal  humidifying 
mechanism  of  the  nose  and  pharynx,  at- 
tains 100  per  cent  humidity  at  body  tem- 
perature by  the  time  it  reaches  the  major 
bronchi.  If  the  nose  and  pharynx  are  by- 
passed by  means  of  a tracheostomy,  humidi- 
fication does  not  occur  sufficiently  to  provide 
100  per  cent  humidified  air  to  the  terminal 
bronchioles.  A system  of  humidification, 
such  as  that  devised  by  Morch,  gives  ade- 
quate humidity  to  the  air  at  room  tempera- 
ture, but  when  the  air  temperature  rises  on 
its  passage  from  the  tracheostomy  to  the 
bronchiole,  it  does  not  gain  sufficient  water 
vapor  to  make  it  100  per  cent  humid,  and 
the  trachea  becomes  dried  out.  There- 
fore, a more  adequate  system  for  humidifica- 
tion is  mandatory.  Using  a closed  circle 
system  with  carbon  dioxide  absorption,  we 
have  been  able  to  maintain  very  high  humid- 
ity in  the  inspired  mixture.  In  all  3 cases. 


no  crusting  or  drying  of  tracheobronchial 
secretions  has  occurred,  and  instillation  of 
fluid  into  the  tracheobronchial  tree  was  not 
necessary  to  keep  the  air  passages  moist. 

Tracheostomy  care.  Tube.  An  ar- 
mored, latex  tube  was  used  to  give  some 
flexibibty  in  the  connection  to  the  circle 
system,  so  that  accidental  traction  on  the 
apparatus  did  not  pull  the  endotracheal  tube 
out.  The  cuff  was  inflated  during  the  first 
few  days  of  ventilation  and,  later  on,  a 
slight  leak  was  allowed  around  the  cuff  to 
provide  a flow  of  air  up  the  trachea  through 
the  larynx  to  remove  secretions  from  this 
area.'  It  also  was  possible  to  increase  the 
leak  and  allow  the  patient  to  speak,  because 
the  respirator,  being  pressure-limited,  could 
provide  extra  air  despite  the  leak. 

The  tube  was  changed  frequently  for 
cleaning  purposes  and  to  make  sure  that 
secretions  were  not  collecting  inside  the 
lumen  and  obstructing  the  airway.  Correct 
positioning  of  the  tube  is  very  important. 
It  is  very  easy  to  allow  the  tube  to  go  too 
far  down  the  trachea  and  enter  the  right 
main  bronchus,  thus  occluding  the  left  main 
bronchus.  The  tube  should  be  placed  so 
that  the  upper  end  of  the  cuff  shows  at  the 
skin  edge  of  the  tracheostomy. 

Secretions.  When  adequate  ventilation 
of  the  lungs  is  provided,  secretions  do  not 
accumulate  in  poorly  ventilated  areas  or 
deep  in  the  tracheobronchial  tree.  Normal 
ciliary  action  can  move  secretions  to  the 
trachea  where  they  accumulate  and  have 
to  be  removed  at  least  every  fifteen  to  twenty 
minutes  during  the  first  few  days  and  usually 
once  or  twice  per  hour  thereafter.  A sterile 
suction  catheter  must  be  used  to  prevent 
infection.  It  has  been  our  impression  that 
secretions  accumulate  more  rapidly  and 
are  more  copious  in  the  presence  of  hyper- 
car bia  and  hypoxia. 

Ventilators.  We  found  that  the  Jef- 
ferson ventilator  was  the  apparatus  of  choice 
for  two  reasons.  First,  we  were  able  to 
provide  ventilation  for  the  patient,  using 
room  air  supplemented  by  only  minimal 
amounts  of  oxygen  (500  cc.  per  minute), 
and  thus  were  able  to  maintain  the  nitrogen 
scaffold  in  the  lung  and  adequate  hiunidity 
by  maintaining  rebreathing  in  the  circuit; 
second,  the  Jefferson  ventilator  was  preferred 
by  all  3 patients.  It  appeared  to  give  them 
the  most  comfortable  form  of  chest  expansion, 
and  the  use  of  any  other  type  of  ventilator 
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provoked  considerable  complaint  from  the 
patients.  The  Bennett  IPPB  apparatus, 
the  Stephenson  respirator,  the  Bird  respira- 
tor, and  the  Barnett  respirator  all  were  tried. 
Although  aU  of  these  provided  adequate 
ventilation,  none  gave  the  patient  the  com- 
fort that  the  Jefferson  was  able  to  provide. 

Nursing  care.  An  alternating-pressure 
mattress  was  used  because  back  care  is 
difficult  in  a patient  who  is  immobile  and 
supine  for  from  three  to  five  weeks.  Ulcera- 
tion over  pressure  areas  was  avoided  in  aU 
3 cases. 

After  the  first  few  days  the  patients  were 
put  on  a regular  hospital  diet,  and  no  nutri- 
tion problems  were  evident. 

Conclusion 

Three  major  difficulties  are  experienced 
by  a patient  with  flail  chest,  aU  leading 
to  inadequate  gas  exchange: 

Pain.  Any  respiratory  movement  causes 
severe  pain  due  to  the  overriding  ends  of  the 
fractured  ribs. 

Paradoxic  movement.  When  the  dia- 
phragm descends  on  inspiration,  the  flail 
portion  of  the  chest,  usually  the  lower  part 
of  the  sternum,  and  the  anterior  ribs  are 
drawn  in,  and  there  is  uneven  lung  expan- 
sion with  gases  flowing  from  one  lobe  to 


another  if  both  sides  are  involved,  or  from 
one  lung  to  another  if  only  one  side  is 
damaged. 

Secretions.  The  patient  is  unable  to 
cough  because  of  pain  and  pai'adoxic  move- 
ment. As  effective  alveolar  ventilation 
diminishes,  carbon  dioxide  is  retained,  and 
the  amount  of  secretions  is  increased. 

The  correction  of  these  three  difficulties  j 

is  the  basis  of  treatment  reported  here.  I 

' j 
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AnnOUnC6m6nt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Gaurb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15, 1961,  reprints  of  the  series  is  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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T HE  IMPACT  of  the  silicones  on  the  field  of 
medical  science  has  had  a profound  effect. 
The  unusual  combination  of  properties  ex- 
hibited by  this  material  could  hardly  produce 
any  other  response  but  a change  in  some  of 
our  present  concepts  and  ideas  in  both  diag- 
nosis and  therapy.  In  the  field  of  diagnosis, 
its  potential  use  varies  from  silicone  flota- 
tion, ^ which  is  an  aid  in  the  field  of  labora- 
tory diagnosis,  to  silicone  foam  enemas,  ^ 
which  are  an  in  vivo  diagnostic  aid. 

Dimethyl  polysiloxane  silicone  oil  is  a 
clear,  colorless,  odorless  fluid  having  the 
general  formula  as  follows; 


CH3 

I 

CHr- Si— O— 

I 

CH3 


CH3 


CH3 


—Si— o— 

I 

CH3 


— Si— CH3 

I 

CH3 


X 


The  length  of  the  polymer  chain  deter- 
mines its  viscosity.  It  has  great  stability, 
both  thermal  and  oxidative.  It  can  be 
sterilized  repeatedly  by  standard  methods 
without  changes  in  its  physical  properties. 

A large  volume  of  data  has  been  compiled 


IN  27  PATIENTS  with  simple  cystitis,  6 surgical 
cases  studied  by  means  of  tissue  pathology,  4 
postoperative  cases  of  inoperable  carcinoma 
of  the  bladder,  and  in  4 cases  of  prostatitis, 
treatment  with  dimethyl  polysiloxane  resulted 
in  relief  of  dysuria,  burning,  and  in  some 
cases  urinary  frequency.  The  silicone  oil  was 
used  as  a protective  coating  for  relief  of 
symptoms  rather  than  as  a definitive  method  of 
treating  the  causes  of  any  of  the  diseases 
studied. 


on  the  toxic  effect  of  the  sflicones  in  both 
human  beings  and  in  animals.^  These 
studies  have  tended  to  show  that  the  sili- 
cones are  innocuous  to  the  hving  organisms 
within  certain  limits.  These  studies  prog- 
nosticated that  the  instillation  of  the 
silicones  in  the  human  bladder  would  cause 
no  adverse  effects.  It  is  noted  that  no 
therapeutic  effects  are  claimed  for  the 
silicone  oils  per  se.'' 

Clinical  studies  and  tissue  examination 

The  purpose  of  this  study  is  to  evaluate 
the  therapeutic  usefulness  of  the  silicone 
oils  in  the  human  bladder  and  to  study  the 
tissue  response,  if  any,  on  the  bladder  wall. 
The  inherent  quahty  of  water  repeUence 
and  resistance  to  removal  by  washing  in  this 
fluid  suggested  its  use  in  the  human  bladder. 

Method.  The  method  of  study  was 
basically  similar  in  aU  patients  except  in  4 
with  prostatitis.  In  all  cases,  sterile  dis- 
posable equipment  was  used  to  preclude 
the  need  for  washing  the  silicone  oil  from  the 
equipment  after  its  use.  The  patients  were 
prepared  for  catheterization  by  the  usual 
sterile  technic.  A sterile  disposable  urethral 
catheter  with  introducer  was  used.®  The 
bladder  was  emptied  of  urine.  Ten  cc.  of 
silicone  oil  were  then  instilled  via  a dis- 
posable syringe.  The  catheter  was  then 
removed. 

Fluid.  In  aU  cases  except  those  of 
inoperable  carcinoma  of  the  bladder,  Dow 
Corning  200  fluid,  350  centistokes,  was  used. 
In  the  case  of  prostatitis,  a 1-ounce  bulb 
syringe  with  acorn  was  used  to  instill  the  oil. 
The  silicone  oil  was  prepared  by  autoclave 
sterilization  in  a metallic  basin. 

Study.  A total  of  41  cases  were  studied. 
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These  included  27  patients  with  simple 
cystitis,  6 surgical  cases  studied  by  means 
of  tissue  pathology,  4 postoperative  cases  of 
inoperable  carcinoma  of  the  bladder,  and 
4 cases  of  prostatitis. 

The  27  patients  with  simple  cystitis  were 
female  and  ranged  in  age  from  twenty-six 
to  forty-five  years.  Complete  examination 
and  routine  studies  were  done  on  aU  cases. 
The  object  of  the  pretreatment  studies  was 
to  remove  from  the  series  cases  of  serious 
organic  pathologic  disease  and  retain  in  the 
study  those  cases  of  simple  cystitis  which  we 
regarded  as  idiopathic  in  origin.  These 
patients  had  symptoms  of  urineiry  frequency, 
bearing  down  sensations,  and  burning  on 
urination.  Fifty  per  cent  had  had  more 
than  one  previous  attack.  They  were 
treated  with  silicone  oil  regardless  of  whether 
they  were  on  antibiotic  therapy  or  not. 
Only  4 of  these  patients  were  completely 
devoid  of  previous  medical  care  for  the 
cystitis.  All  the  patients  of  this  group 
showed  subjective  improvement  following 
the  first  treatment  with  silicone  oils.  Ten 
of  the  patients  continued  to  have  urinary 
frequency,  but  all  were  relieved  of  the  burn- 
ing sensation  that  had  been  present  when 
voiding.  The  treatments  were  repeated 
three  times  a week  for  a two-week  period  of 
time.  The  results  were  of  sufficient  quahty 
to  eliminate  the  possibihty  that  simple  dilata- 
tion of  the  urethra  by  the  catheterization 
was  any  other  than  a concomitant  form  of 
therapy. 

In  4 of  the  cases,  the  patients  were  re- 
quested to  increase  their  alcoholic  beverage 
intake  the  evening  following  instillation  of 
the  oil.  The  object  was  to  determine  if  the 
silicone  oil  prevented  the  alcohol  from  in- 
fluencing the  course  of  the  cystitis  on  a 
symptomatic  basis.  It  was  noted  that  none 
of  these  patients  was  affected  adversely  by 
the  increased  alcoholic  consumption.  There 
were  no  controls  used  in  this  group  of  4. 

The  4 cases  of  inoperable  carcinoma  of  the 
bladder  were  treated  immediately  following 
their  discharge  from  the  hospital  in  the 
postoperative  state.  The  object  of  the 
treatment  was  to  relieve  their  urinary  symp- 
toms of  frequency,  dysuria,  and  urgency. 
The  patients  had  not  yet  received  x-ray 
therapy  or  other  camcer  chemotherapy. 
The  purpose  of  instilling  the  silicone  fluid 
was  to  determine  if  the  symptomatology  of 
the  disease  could  in  any  way  be  changed. 


AU  4 patients  noted  reUef  of  the  dysuria  for 
a twenty-four-hour  period  foUowing  the 
instiUation  of  the  silicone  oU.  None  of  the 
patients  received  more  than  4 instUlations. 
Temporary  reUef  of  the  dysuria  was  the  only 
noteworthy  finding. 

Four  patients  with  prostatitis  of  unknown 
origin  were  treated  with  the  instiUation  of 
silicone  fluid  into  the  urethra;  no  catheter 
was  passed  and  the  patients  had  not  yet 
received^  prostatic  massage.  These  patients 
also  had  temporary  reUef  of  their  dysuria. 

Six  patients  were  studied  to  determine 
the  tissue  response  resulting  from  exposure 
of  the  bladder  to  the  siUcone  oil.  The 
patients  chosen  were  those  requiring  supra- 
pubic surgical  intervention  for  prostatec- 
tomy or  for  pathologic  conditions  of  the 
bladder.  The  patients  were  anesthetized 
in  the  usual  manner  and  the  bladder 
emptied.  The  siUcone  oU  was  then  instiUed 
as  previously  described.  The  operation 
then  proceeded  in  the  usual  manner.  At 
the  time  of  bladder  cystostomy,  a portion 
of  the  bladder  waU  was  taken  in  the  form 
of  a fuU-thickness  biopsy  and  immediately 
fixed  for  microscopic  study.  The  bladder 
was  inspected  carefuUy  in  each  case  to  deter- 
mine if  there  were  any  gross  changes.  None 
were  noted.  The  opened  bladder  was  then 
irrigated  to  determine  how  rapidly  the 
siUcone  oil  could  be  removed.  The  oil  was 
not  removed  without  copious  irrigation. 

Microscopic  studies  of  the  tissue  failed  to 
reveal  any  changes  referable  to  the  oil.  In 
2 cases,  the  primary  biopsy  was  done  during 
the  cystostomy  phase  of  a two-stage  supra- 
pubic prostatectomy.  The  second  biopsy 
was  taken  ten  days  later  in  the  first  case  and 
twelve  days  later  in  the  second  case,  during 
the  enucleation  phase  of  the  prostatectomy. 
These  biopsies  revealed  no  changes  resulting 
from  the  oil. 

It  is  noted  that  there  was  no  excessive 
bleeding  in  these  2 cases  of  prostatectomy 
nor  was  wound  heaUng  affected  in  an  ad- 
verse manner  in  any  of  the  surgical  cases 
studied. 

In  2 cases  in  which  bladder  tumors  were 
removed  and  fulguration  undertaken,  the 
dielectric  properties  of  the  oil  did  not  affect 
the  results  of  the  currents  on  the  tissue. 
This  is  probably  because  the  dielectric  capac- 
ity of  siUcones  remains  only  to  10®  or  10’’ 
cycles  per  second,  which  is  the  frequency  of 
the  fulgurating  current  we  used.  At  that 
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point,  the  dielectric  property  is  presumed 
to  be  changed.® 

Theory  of  silicone  action  in  bladder 

Regardless  of  the  etiology  of  idiopathic 
cystitis,  the  bladder  responds  in  the  form 
of  an  inflammation.  Since  the  bladder 
cannot  be  put  at  rest  in  the  same  manner 
as  we  immobilize  an  injured  extremity,  it  is 
necessary  to  treat  the  bladder  in  a different 
manner.  The  inflamed  bladder  waU  is 
constantly  being  exposed  to  the  urinary  out- 
put of  the  body.  If  the  urine,  in  cases  of 
idiopathic  cystitis,  contains  the  causative 
material,  then  exposure  of  the  bladder  waU 
to  the  urine  only  increases  and  irritates  the 
disease  process.  If  the  cause  is  inherent  in 
the  bladder  wall,  then  exposure  to  the  urine 
acts  similarly  as  an  irritant.  This  is  seen 
when  one  considers  the  pathology  of  the 
disease. 

In  cases  of  cystitis,  the  microscopic  pic- 
ture reveals  disruption,  denudation,  or  even 
necrosis  of  the  mucous  membrane.  At 
times,  the  destruction  is  deep  enough  to  ex- 
pose the  underlying  tunica  propria  or  even 
the  muscular  wall.  The  mode  of  action  of 
the  silicone  oil  is  to  coat  the  bladder  wall 
with  a polymer  molecular  chain  which  will 
act  as  a barrier  between  the  inflamed  wall 
and  the  urine. 

The  fact  that  the  oil  wiU  remain  adherent 
to  the  bladder  waU  and  the  urine  will  not  re- 
sults from  the  relative  surface  tension  of  the 
two  liquids.  Dow  Corning  200  fluid,  350 
centistokes,  is  comparable  to  surface  tension 
at  77  F.  = 21.1  dynes  per  centimeter. 
Water  surface  tension  is  approximately  72 
dynes  per  centimeter. 

Future  potential 

The  concept  of  coating  the  bladder  waU 
with  a material  that  will  protect  it  and 
thereby,  in  actuality,  immobilize  it  brings 
to  mind  the  possibility  of  constructing  a 
flexible,  distensible  bladder  prosthesis  which 
can  be  placed  within  the  human  bladder. 
It  will  be  a temporary  replacement  for  the 
tunica  mucosa  and  tunica  propria.  Attached 
along  the  edges  of  the  trigone,  it  wiU  have  a 
tubelike  projection  passing  into  the  urethra. 


The  tube  can  be  soft  enough  to  allow  the  nor- 
mal sphincter  to  operate  against  it.  This 
synthetic  bladder  would  be  allowed  to  remain 
only  for  a short  period  of  time,  at  which 
point  it  could  either  be  removed  by  cysto- 
scopic  means  or  manufactured  of  a material 
that  would  be  dissolved  slowly  by  the  urine. 
The  problems  of  infection  would  be  con- 
trolled by  antibiotics.  The  value  of  this 
synthetic  bladder  is  obvious  to  all  who  have 
dealt  with  bladder  fistula  or  chronic  cystitis. 

Conclusion 

In  aU  patients  treated  with  dimethyl 
polysiloxane  the  most  noteworthy  results 
were  the  relief  of  dysuria,  burning,  and 
in  some  cases  urinary  frequency.  In  no 
cases  were  any  harmful  effects  of  the  therapy 
noted.  The  silicone  fluid  in  all  cases  was 
used  for  the  relief  of  symptoms.  In  no  way 
should  this  treatment  be  considered  a 
definitive  method  of  treating  the  causes 
of  any  of  the  aforementioned  processes.  It 
is  hoped  that  no  one  wiU  attempt  to  use  this 
solution  without  adequate  diagnostic  studies 
to  preclude  serious  organic  disease. 

The  siUcone  oil  is  understood  to  be 
purely  a protective  coating.  The  possi- 
biUty  of  adding  to  the  siUcone  oil  various 
antihistamines  and  other  therapeutic  agents 
for  further  studies  of  this  type  has  already 
been  undertaken.  The  object  of  these 
studies  is  to  determine  whether  or  not 
the  addition  of  these  elements  would  further 
enhance  the  value  of  the  silicone  oils. 

The  place  of  the  siUcone  oils  in  the 
armamentarium  of  the  urologist  is  in  the  form 
of  a bladder  sedative  having  as  its  basis  a 
protective  mechanism. 

References 

1.  McCrea,  L.  E.:  Silicone  flotation:  a more  accurate 

method  for  the  isolation  of  exfoliated  malignant  cells  of  car- 
cinoma in  the  urinary  tract.  A preliminary  study,  J.  Urol. 
85:  1006  (June)  1961. 

2.  Cook,  G.  A.,  and  Margulis,  A.  R.:  The  silicone-foam 
diagnostic  enema.  I.  An  assessment  with  surgical  speci- 
mens of  human  sigmoid  colon,  Surgery  50:  513  (Sept.)  1961. 

3.  McGregor,  R.  R.:  Toxicology  of  the  Silicones,  Part  I, 
Midland,  Michigan,  Dow  Corning  Center  for  Aid  to  Medical 
Research,  1962. 

4.  MuUison,  E.  G.:  Personal  communication.  Midland, 
Michigan,  Dow  Coming  Center  for  Aid  to  Medical  Research. 

5.  Rowan,  R.  L.,  and  Howley,  T.  F.:  A sterile,  disposable 
urethral  catheter  introducer,  J.  Urol.  85:  1014  (June)  1961. 

6.  Silicone  Fluids  as  Dielectric  Coolents,  Dow  Corning 
Reference  3-113,  December,  1958. 


May  1, 1963  / New  York  State  Journal  of  Medicine  1359 


Isosexual  Precocious 
Pseudopuberty 
Associated  with 
Retroperitoneal 
Carcinoma 

AURELIO  CABRERA,  M.D. 
Buffalo,  New  York 
SAMUEL  DE  LA  PAVA,  M.D. 

Buffalo,  New  York 

Department  of  Pathology, 
Roswell  Park  Memorial  Institute 


T HE  ONSET  OF  puberty  before  the  age  of 
eight  to  ten  in  girls  and  ten  to  eleven  in  boys 
is  abnormal.  There  are  two  types  of  pre- 
cocious sexual  development:  precocious 

puberty,  or  complete  sexual  precocity,  and 
precocious  pseudopuberty,  or  incomplete 
sexual  precocity. 

However,  these  various  terms  as  used  in 
the  literature  are  somewhat  confusing. 
Nelson*  uses  incomplete  (partial)  precocious 
development  to  describe  persons  with  mani- 
festations of  puberty  but  without  the  com- 
plete picture  of  typical  precocity  such  as 
isolated  development  of  breasts  and  growth 
of  sexual  hair.  Wilkins”  believes  these 
cases  represent  constitutional  differences  in 
the  pattern  of  development  or  a temporary 
imbalance  of  the  endocrine  mechanisms. 
Levine^  divides  true  sexual  precocity  into 
complete  and  incomplete,  depending  on 
whether  or  not  spermatogenesis  has  pro- 


ceeded to  the  stage  of  development  of  sper- 
matozoa. True  precocious  puberty  is  always 
isosexual,  and  there  are  normal  pituitary- 
adrenal-gonadal  relationships,  secondary  sex- 
ual characteristics,  and  an  increase  in  the 
size  of  the  gonads,  with  production  of  mature 
sperm  or  ova. 

In  precocious  pseudopuberty  only  the 
secondary  sexual  characteristics  appear; 
the  gonads  are  immature,  and  ovulation 
and  spermatogenesis  are  absent.  Wilkins,” 
however,  reported  the  cases  of  two  brothers 
with  proved  adrenal  hyperplasia,  each 
excreting  50  mg.  of  17-ketosteroids  daily; 
both  first  developed  virilism  at  eight  years, 
with  complete  testicular  maturation  and 
spermatogenesis.  Also,  under  treatment 
with  cortisone,  patients  with  virilizing 
adrenal  hyperplasia  undergo  testicular  mat- 
uration provided  they  have  reached  a 
level  of  somatic  development  indicated 
by  a bone  age  of  from  twelve  to  fourteen 
years. 

The  conditions  causing  precocious  sexual 
development  are  listed  in  Table  I. 

It  is  our  purpose  to  report  a case  of  iso- 
sexual precocious  pseudopuberty  in  an 
eleven-month-old  boy  in  whom  clinical, 
radiologic,  and  postmortem  studies  re- 
vealed a retroperitoneal  carcinoma  as  the 
only  possible  cause  of  the  syndrome. 

Case  report 

The  child  was  born  at  home  by  spontaneous 
delivery  at  full  term.  This  was  a first  pregnancy 
for  the  mother.  Both  parents  were  healthy  and 
both  were  twenty-two  years  old.  No  genetic 
factor  was  elicited  in  the  family.  The  child’s 
birth  weight  was  not  recorded.  He  was  breast 
fed  for  fom-  months  and  bottle  and  breast  fed 
to  the  seventh  month.  Thereafter,  he  was 
bottle  fed,  and  solid  foods  were  added.  He  was 
able  to  support  his  head  steadily  at  fom*  months 
and  started  using  a few  words  meaningfully  at 
ten  months.  The  chronology  of  deciduous 
teeth  eruption  was  within  normal  hmits.  The 
anterior  fontanel  was  obhterated  at  about  the 
seventh  month.  An  excessive  increase  in 
weight  and  length  and  a voracious  appetite 
were  noted  at  four  months  of  age. 

Enlargement  of  the  genitalia  with  retraction 
of  the  prepuce  and  a lowered  pitch  in  voice  was 
fii’st  noted  when  the  child  was  five  months  of 
age.  He  had  fii’st  been  brought  to  the  pediatric 
clinic  at  the  age  of  thirty-four  days  by  his  gi  and- 
mother.  He  had  had  measles  fomteen  days 
previously.  No  meningeal  or  cerebral  signs 
were  elicited.  A diagnosis  of  bronchopneu- 
monia was  made,  and  the  infection  cleared  up 
after  he  received  penicillin  and  sulfonamides. 
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He  was  admitted  to  the  hospital  at  eleven 
months  because  of  masculinization. 

Examination  revealed  a very  well-developed, 
muscular  mestizo  boy,  strong  for  his  age  and 
with  a deep  hoarse  voice.  He  was  80  cm.  tall 
and  weighed  11,920  Gm.  (Fig.  1).  There  was 
no  axillary  or  facial  hair,  but  the  abdomen  was 
hau'y,  and  the  pubic  hair  was  abundant  and 
coarse.  The  penis  was  enlarged  and  corre- 
sponded to  that  of  a seven-year-old  boy. 
Testes  of  normal  size  for  the  chronologic  age 
were  enclosed  in  an  enlarged,  wrinkled  scrotum 
(Fig.  1).  The  head  circumference  was  45  cm., 
the  chest  circumference  was  50  cm.,  and  the 
abdominal  circumference  was  52  cm.  The 
abdomen  was  soft  and  depressible,  and  an  ill- 


A CASE  IS  presented  of  isosexual  precocious 
pseudopuberty  in  an  eleven-month-old  boy  in 
whom  clinical,  radiologic,  and  postmortem 
studies  revealed  a retroperitoneal  carcinoma  as 
the  only  possible  cause  of  the  syndrome.  The 
tumor,  in  which  no  teratomatous  elements  were 
found,  apparently  arose  from  urogenital  rests 
metastasized  to  the  liver,  vertebra,  and  portal 
lymph  nodes  and  probably  secreted  gonado- 
tropic hormones,  with  stimulation  of  Leydig 
cells  and  androgen  secretion. 


TABLE  I.  Conditions  causing  precocious  sexual  development* 

Cause  Male  Femade 


No  anatomic  lesion 
(idiopathic  activation 
of  hypophysis) 

Cerebral  (neurogenic) 


Hepatic  carcinomas 


■True  Precocious  Puberty  (Always  Isosexual) 


Constitutional  type  (less  com- 
mon in  males  than  in  females^  ““ 

Brain  tumor,  encephalitis,  men- 
ingitis, congenital  defects  of 
hypothalamus,  hydrocephalus, 
mongolism  (rare)^ 

Primary  hepatic  tumors (2 
of  the  3 cases  reported  were  true 
precocious  puberty) 


Constitutional  type,  80  to  90 
per  cent  of  precocious  puberty 
in  girls'*’*’'^’*® 

Brain  tumor,  encephalitis,  men- 
ingitis, congenital  defects  of  hy- 
pothalamus, polyostotic  fibrous 
dysplasia  and  skin  pigmentation 
(Albright  syndrome),®  *'  '^  mon- 
golism (rare)® 


Precocious  Pseudopubert^  (Isosexual  or  Heterosexual) 


Gonadal  (isosexual)  Interstitial  cell  tumors  (rare),  18 

cases  to  1953,  unilateral  in  all 
but  1 case® 

Gonadotropic®  or  androgenic,** 
producing  teratoma 

Gonaded  (heterosexual) 


Adrenal  (isosexual) 


Adrenal  (hetereosexual) 


Iatrogenic  (isosexual, 
heterosexual)  . u , 2» 


Congenital  hyperplasia,  tumor, 
postnatal  hyperplasia.  Cushing 
syndrome  in  children  always 
accompanied  by  excessive  pro- 
duction of  androgens  since  it  is 
almost  always  tumoral.®®  Re- 
cently, several  malignant  tumors 
(lung,  thymus,  bronchial,  pan- 
creas, testis,  colon,  thyroid, 
prostate,  breast,  stomach,  bron- 
chial adenomas)  ®*“®*  have  been 
described  as  associated  with 
Cushing  syndrome  (none,  how- 
ever, associated  with  precocious 
puberty  or  pseudopuberty). 
Feminizing  tumor  of  adrenal 
cortex 


* Modified  from  Nelson,*  Wilkins,"  and  Paschkis.** 


Granulosa  cell  tumor  (rare), 
usually  palpable  when  signs 
were  evident 

Teratoma  (6  cases),**  chorion- 
epithelioma  (4  cases),'*  luteoma, 
or  thecoma  of  ovary  (5  cases),** 
not  palpable 

Arrhenoblastoma  (?),  tumors  of 
hdus  cells,*' **’®*>  gonadoblas- 
toma®* 

Feminizing  adrenal  tumors  (ex- 
tremely rare)**;  ectopical  ad- 
renocortical tumor  in  the  ovaries 
and  peritoneum  (1  case)®® 


Congenital  hyperplasia,  tumor, 
postnatal  hyperplasia;  adrenal 
rest  tumor 
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FIGURE  1.  Precocious  pseudopuberty.  (A)  Appearance  of  patient  at  eleven  months  of  age.  (B)  Closer 
view  of  enlarged  sexual  organs. 


defined  mass,  9 by  4 cm.,  probably  retroperi- 
toneal, was  felt  in  the  epigastrium  and  left  flank. 
The  neurologic  findings  were  within  normal 
limits.  The  diagnostic  impression  was  that  of 
macrogenitosomia  praecox  due  to  adrenal  tumor. 

The  results  of  available  laboratory  tests  were 
as  follows:  hemoglobin,  7.8  Gm.  per  100  ml.; 

hematocrit,  31.3.  Hematologic  studies  showed 
a deficiency  anemia.  Serum  electiolytes  were 
normal.  No  intestinal  parasites  were  found. 

Roentgenograms  of  the  skull  showed  bilateral 
thickening  of  the  periosteum  in  the  frontal 
region.  The  base  of  the  skuU  and  the  sella 
turcica  were  normal  (Fig.  2).  Roentgenograms 
of  the  chest  showed  nothing  abnormal.  An  x- 
ray  examination  of  the  left  elbow  and  right  hand 
showed  a visible  epicondyle  ossification  center 
and  acceleration  of  epiphyseal  growth  respec- 
tively (Figs.  3 and  4). 

Urography  revealed  a normal  bilateral  renal 
excretion,  with  deviation  of  pelvic  and  calyceal 
shadows  by  a mass  erasing  the  image  of  the 
right  psoas  muscle.  The  mass  was  probably 
retroperitoneal.  There  was  lumbar  spina  bifida 
(thu-d  and  fourth  lumbar),  with  a left  hemi- 
vertebi'a  between  the  second  and  third  lumbar 
and  partial  erosion  of  the  borders  of  the  third 
and  fourth  lumbar  vertebrae.  The  bladder 
appeared  normal.  The  twenty-four-hour  uri- 
nary excretion  of  17-ketosteroids  in  several 
samples  was  not  elevated.  The  Galli  Mainini 


test  (frog  test)  was  performed  three  times.  The 
frogs  died  rapidly,  and  no  information  could  be 
obtained. 

Clinical  course.  To  prepare  the  patient 
for  operation,  a blood  transfusion  was  ordered. 
The  child  developed  a severe  transfusion  reac- 
tion, with  erythematous  rash,  polypnea,  tachy- 
cardia (200  beats  per  minute),  and  fever.  On 
the  next  day  he  was  icteric  (direct  bilirubin, 
1.98  mg.  per  100  ml.;  total,  5.8  mg.  per  100  ml.); 
the  plasma  showed  frank  hemolysis;  and  the 
hematocrit  was  30.  On  the  fiftieth  hospital  day 
a nodule  was  felt  in  the  liver,  and  a few  days 
later  the  patient  developed  ascites.  He  im- 
proved slowly  until  the  sixty-second  hospital 
day,  when  an  exploratory  laporatomy  was  per- 
formed. A large,  acutely  inflamed  retroperi- 
toneal mass  was  encountered  from  which  1.5  L. 
of  pus  were  drained.  Culture  of  this  material 
revealed  a pure  strain  of  Escherichia  coli. 
Metastatic  nodules  were  noted  in  the  liver. 
The  histopathologic  report  was  that  of  adeno- 
carcinoma of  unknown  origin.  The  patient  did 
well  for  a few  days,  but  on  the  fourth  post- 
operative day  he  vomited,  developed  abdominal 
distention,  and  bled  acutely  from  the  surgical 
wound.  In  spite  of  active  treatment,  he  died 
on  the  ninth  postoperative  day. 

Autopsy  report.  Anatomic  findings.  The 
body  was  that  of  a well-developed,  poorly 
nourished,  one-year-old  boy  measuring  80  cm. 
in  length  and  weighing  9,700  Gm.  The  peri- 
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FIGURE  2.  Roentgenograms  of  the  skull,  showing  (A)  normal  sella  turcica  and  (B)  bilateral  thickening  of 
periosteum  in  frontal  region. 


. i 
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FIGURE  3.  Roentgenogram  of  left  elbow,  showing 
epicondyle  ossification. 


toneal  cavity  contained  1,000  ml.  of  sero- 
sanguineous  fluid.  The  lymph  nodes  were 
enlarged,  soft,  and  pink.  Nodes  at  the  hepatic 


FIGURE  4.  Roentgenogram  of  right  hand,  showing 
acceleration  of  epiphyseal  growth. 

hilus  were  white,  hard,  and  apparently  con- 
tained tumor.  The  retroperitoneum  showed  a 
mass  extending  from  the  fourth  lumbar  vertebra 
to  the  fourth  sacral  vertebra,  anterior  to  the 
right  psoas  muscle,  adherent  to  the  retroperi- 
toneal sheet,  and  extending  along  the  abdominal 
aorta  and  inferior  vena  cava,  deviating  these 
vascular  structures  to  the  left.  This  mass  was 
hard  and  on  section  was  clear  yellow  with 
necrotic  areas  (Fig.  5).  The  intestinal  serosa 
in  the  neighborhood  of  the  tumor  showed  an 
inflammatory  reaction.  The  thymus  was  small 
and  almost  completely  replaced  by  fibrofatty 
tissue. 

On  the  external  surface  of  the  liver,  which 
weighed  500  Gm.,  there  were  numerous  white, 
firm  nodules  measuring  as  much  as  4 cm.  in 
diameter.  On  section,  these  nodules  were 
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FIGURE  5.  Gross  specimens,  showing  tumor  found  in  the  retroperitoneum.  (A)  Shows  retroperitoneal 
space  infiltrated  by  tumor,  with  extensive  necrosis.  (B)  Illustrates  deviation  of  the  aorta  toward  the  left, 
due  to  tumor  compression. 


FIGURE  6.  Gross  appearance  of  liver,  showing 
metastatic  retroperitoneal  tumor. 


prominent.  The  liver  parenchyma  was  green, 
and  the  lobular  architecture  was  conspicuous 
(Fig.  6).  The  gallbladder  and  bile  ducts  were 
normal.  The  adrenals  together  weighed  6 Gm., 
and  no  gross  abnormalities  were  detected.  The 
kidneys  weighed  together  80  Gm.,  and  the  pelvis 
and  ureters  were  normal.  The  right  ureter, 
however,  had  been  surgically  sectioned  in  its 
middle  third,  between  two  catgut  ligatures. 
There  was  slight  distention  of  the  ureteral  stump 
and  right  pelvis.  The  left  ureter  was  deviated 
to  the  left  by  the  tumor.  The  testes  measured 
1.2  cm.  each  in  largest  diameter.  They  were  of 
normal  color,  shape,  and  consistency.  The 
spleen  weighed  40  Gm.  and  was  dark  red  and 
firm. 


The  vertebral  column  was  partially  eroded  by 
the  tumor.  The  defects  noted  at  x-ray  ex- 
amination were  encountered.  The  skull  was 
normal  for  the  patient’s  age,  and  the  brain 
weighed  680  Gm.  The  sulci  and  gyri  were 
normal,  and  the  meninges  showed  no  abnormah- 
ties  on  gross  examination.  The  arteries  had 
normal  distribution;  on  section,  no  abnormali- 
ties were  detected.  The  ventricular  system 
was  normal.  The  cerebellum  and  brain  stem 
showed  no  abnormalities,  and  the  hypophysis 
was  within  normal  limits  in  size  for  a male  child 
of  that  age. 

Histologic  findings.  The  material  was  fixed 
in  10  per  cent  formalin.  AU  sections  were 
stained  with  hematoxylin  and  eosin;  in  addi- 
tion, tumor  sections  were  stained  with  muci- 
carmine  and  periodic  acid-Schiff.  Serial  sec- 
tions of  both  testicles  were  made.  Control 
hypophyses  and  testes  of  children  the  same  age 
and  of  adolescents  and  adults  were  examined. 
The  sections  of  tumor  were  from  30  different 
blocks,  and  4 sections  of  each  were  cut. 

The  tumor  cells  were  of  variable  size  (10  to  56 
microns).  Photomicrographs  of  sections  of 
tumor  cell  appear  in  Figures  7 and  8.  The 
nucleus  was  sometimes  globular,  with  a con- 
spicuous central  nucleolus  and  a finely  dispersed 
chromatin.  In  other  cells  the  nucleus  was 
deeply  stained.  The  cytoplasm  was  scanty, 
eosinophilic,  clearly  defined,  and  here  and  there 
vacuoles  were  seen.  Mitotic  figui'es  were  rare. 
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FIGURE  7.  Microscopic  section  of  retroperitoneal  tumor,  showing  (A)  glandlike  structures  in  primary 
tumor  and  (B)  another  aspect  of  the  tumor,  in  which  the  cells  are  arranged  in  cords. 


M..  ♦ 

FIGURE  8.  High-power  view  of  gland,  showing 
vacuohzation  of  the  cells  and  the  enlarged  nucle- 
oli. Papillary  structures  are  also  apparent. 

These  cells  formed  acini,  lined  by  single  or 
multiple  layers  of  cells.  Papillary  projections 
were  frequent,  a few  were  formed  by  malignant 
cells,  and  most  had  a connective  tissue  core. 
The  connective  tissue  was  dense,  haline  and,  on 
occasion,  compressed  the  tumor  cells  in  rows. 
There  were  abundant  necrotic  areas.  Muci- 
carmine  and  periodic  acid-Schiff  stains  were 
negative  for  mucin. 

A metastatic  tumor  similar  to  that  seen  in  the 
retroperitoneal  area  was  found  in  the  liver,  and  a 
metastatic  tumor  was  also  seen  within  the 
marrow  spaces  of  the  lumbar  vertebrae.  Meta- 


static carcinoma  was  observed  in  the  liver  hilar 
nodes. 

The  right  and  left  testes  were  similar.  The 
interstitial  tissue  was  conspicuous;  here  and 
there,  groups  of  Leydig  cells  were  seen.  Most  of 
the  time,  however,  it  was  composed  of  well- 
vascularized  fibrous  tissue.  In  some  places  the 
interstitial  tissue  was  hyaline.  The  tubules 
contained  both  Sertoli  cells  and  spermatogonia 
as  well  as  undiffei’entiated  cells.  Mitoses  were 
extremely  rare.  The  lumen  was  not  clear 
(Fig.  9). 

The  general  size  as  well  as  the  cellular  com- 
ponents of  the  hypophysis  were  similar  to  those 
of  patients  of  the  same  age  and  sex.  A differ- 
ential count  of  hypophyseal  cells  was  about  the 
same  as  that  of  contiols  of  the  same  age  and  sex. 
In  the  thymus  the  thymocytes  were  diminished, 
and  fibrous  tissue  was  conspicuous.  The  tissue 
was  infiltrated  by  plasma  cells  and  polymorpho- 
nuclear leukocytes.  Sections  of  the  lungs, 
kidneys,  brain,  thyroid,  and  adrenals  revealed 
essentially  negative  findings. 

Comment 

To  our  knowledge,  this  patient  represents 
the  first  reported  case  of  a retroperitoneal 
carcinoma  producing  precocious  sexual 
development  in  which  no  teratomatous 
elements  were  present.^’ The  autopsy 
findings  did  not  show  any  of  the  usual  causes 
for  the  precocious  virilization.  The  only 
possible  cause  was  the  tiunor,  and  the  fea- 
tures of  masculinization  paralleled  the  de- 
velopment of  the  malignant  condition. 
It  is  postulated  that  a cause-and-effect 
relationship  existed  between  the  new  growth 
and  the  sexual  precocity. 

This  tiimor  perhaps  arose  from  a congeni- 
tal rest,  probably  of  urogenital  epithelium. 
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FIGURE  9.  Microscopic  sections  of  testes,  showing  (A)  general  view,  (B)  focal  interstitial  cell  increase,  and 
(C)  mitosis  in  spermatic  tubule. 


but  some  of  its  features  were  those  of 
embryonal  carcinoma  of  the  testes  and  of  a 
choriocarcinoma.^'  The  testes  showed  his- 
tologic changes  suggesting  gonadotropic 
stimulation.  There  was  diffuse  hyperplasia 
of  interstitial  cells,  but  no  abnormal  matura- 
tion of  the  tubules.  The  case  is  classified  as 
precocious  pseudopuberty  secondary  to  a 
gonadotropin-secreting  tumor  occurring  in 
an  eleven-month-old  baby  boy.  It  is  re- 
grettable that  lack  of  laboratory  facilities  did 
not  permit  more  detailed  clinical  hormonal 
studies  or  tissue  hormonal  assay  of  the 
tmnor. 

Summary 

One  case  of  precocious  sexual  development 
in  an  eleven-month-old  boy  probably  re- 
sulting from  a retroperitoneal  carcinoma  is 
presented.  The  tumor  apparently  arose 
from  urogenital  rests  metastasized  to  the 
liver,  vertebrae,  and  portal  lymph  nodes  and 
probably  secreted  gonadotropic  hormones, 
with  stimulation  of  Leydig  cells  and  androgen 
secretion.  This,  to  our  knowledge,  repre- 
sents the  first  case  of  a gonadotropin- 
secreting  tumor  in  which  no  teratomatous 
elements  were  found.^'^®'^® 

Acknowledgment.  We  are  indebted  to  William  A. 
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Financing  further  progress 


Each  person  in  this  country  is  spending  on  the 
I average  two  and  a half  times  as  much  for  all 
I forms  of  medical  and  dental  care  as  thirty  years 
ago,  measured  in  dollars  adjusted  to  the  same 
value.  Health  expenditures  represent  a steadily 
1 increasing  percentage,  now  about  6.6  per  cent, 

I of  all  personal  income,  and  the  public  has  been 

very  conscious  of  this  increase. 

There  have  been  higher  charges  for  hospital 
I care  and  physicians’  services  at  the  same  time 
that  there  has  been  an  increased  use  of  such 
services,  as  well  as  of  drugs  and  dental  care. 
Moreover,  the  public  does  not  always  choose  to 
be  economical  in  the  use  of  medical  care,  which 
in  part  explains  higher  expenditures.  People 
often  select  a private  or  semi-private  hospital 
room  instead  of  a ward.  Physicians  are  con- 
sulted more  than  necessary  by  some  people  for 
reassurance.  Drugs  are  often  taken  to  avoid 
discomfort  that  could  be  endured.  Every  com- 
I munity  wants  a hospital,  though  fewer  units 
centrally  located  would  be  less  expensive,  if  less 
convenient. 

On  the  other  hand,  there  is  evidence  that  too 
many  people  are  not  receiving  the  best  care 
available.  Many  people  delay  or  avoid  dental 
treatment.  Many  fail  to  see  their  physicians 
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regularly.  Cost,  or  worry  about  cost,  is  im- 
portant, but  much  unmet  need  results  from  fear 
and  procrastination.  If  the  public  were  to  seek 
all  services  needed,  expenditures  would  be 
greater  than  at  present. 

Total  expenditures  for  medical  care,  then,  to 
some  substantial  degree  represent  individual  de- 
cision by  consumers.  There  are  emergencies 
that  remove  individual  choice,  but  most  medical 
care  is  dependent  on  the  individual’s  deciding  to 
consult  a physician  and  to  follow  his  advice. 
Wise  use  of  medical  care  does  result  in  generous 
use  of  services  and  facilities.  While  many  may 
avoid  treatment,  rising  public  expenditure  re- 
flects the  public’s  decision  to  make  increasing  use 
of  the  available  services  and  facilities. 

The  financing  of  medical  care  in  this  country 
has  been  flexible  because  payments  come  from 
many  sources:  from  government  at  all  levels, 
primai’ily  from  individuals,  and  increasingly 
thiough  health  insurance.  There  is  inherent 
adaptability  in  these  many  sources  of  payment 
for  medical  care  which  are  dii'ectly  influenced  by 
consumers’  choices.  The  growth  of  expenditures 
represents  these  consumer  decisions  on  the 
value  of  modern  medical  care.  And  the  re- 
sulting flow  of  funds  has  financed  the  facilities 
needed  for  progress  in  providing  good  health 
services.-^George  Bugbee,  Director,  Health  In- 
formation Foundation 
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Progressive 
Abdominal  Pain 


Case  history 

Rene  Silva,  M.D.:  A thirty-five-year-old 
Puerto  Rican  man  was  admitted  to  St. 
Francis  Hospital  on  August  15  because  of 
abdominal  pain  which  had  become  severe 
and  acute  during  the  twenty-four  hours 
preceding  admission.  He  had  been  in  good 
health  until  three  or  four  months  before 
admission  when  he  developed  loss  of  ap- 
petite and  intermittent,  nonbloody  diarrhea 
unaccompanied  by  vomiting,  abdominal 
pain,  or  tenesmus.  Two  months  before 
entry  he  noticed  occasional  episodes  of  slight 
epigastric  discomfort.  These  episodes  were 
not  related  to  food  intake.  The  episodes 
lasted  for  about  ten  minutes.  The  pain  did 
not  radiate  and  was  associated  with  nausea 
but  not  vomiting.  Some  relief  was  obtained 
by  the  ingestion  of  Eno  salts.  About  two 
weeks  before  his  admission  to  the  hospital 
he  was  seen  at  a private  hospital  where  he 
was  told  that  he  had  an  inflammation  of  the 
liver.  The  day  before  admission  abdominal 
pain,  maximal  in  the  right  upper  quadrant, 
developed  and  became  constant  and  severe. 

The  patient  denied  having  noticed  weight 
loss  or  gastrointestinal  bleeding.  The  pa- 
tient had  noted  intolerance  to  fried  or  fatty 
foods  for  about  one  year.  He  was  an 
alcoholic  individual  who  drank  daily  and  had 
a poor  dietary  intake.  He  was  born  in 
Puerto  Rico  in  an  area  endemic  for  schistoso- 
miasis and  had  been  given  purgatives  as  a 
child  because  of  possible  intestinal  parasites, 
but  he  had  been  living  in  New  Y ork  for  eleven 
years  and  had  not  returned  to  Puerto  Rico. 

Examination  revealed  a pale,  chronically 


iU-looking  man  complaining  of  abdominal 
pain.  The  temperature  was  102  F.,  pulse 
94,  respirations  19,  and  blood  pressure 
120/80.  There  was  noticeable  pallor  of  aU 
mucous  membranes  but  no  icterus.  Spider 
angiomas,  telangiectasias,  and  palmar  ery- 
thema were  not  present.  The  chest  was  \ 
clear  to  percussion  and  auscultation.  The 
heart  was  not  enlarged,  and  there  were  no 
murmurs  or  arrhythmias.  The  abdomen 
was  distended  and  tympanitic  with  diffuse 
tenderness  and  generahzed  rigidity.  There  t 
was  no  rebound  tenderness,  and  peristaltic  i 
sounds  were  audible  but  faint.  No  organs  or  ) 
masses  could  be  felt.  Rectal  examination  j 
revealed  no  masses.  | 

A chest  roentgenogram  was  interpreted  as  < 
showing  basal  pneumonitis  on  the  right  side,  ■ 
and  flat  and  upright  x-ray  films  of  the  ab-  I 
domen  were  read  as  showing  free  air  under  • 
both  diaphragms. 

The  urine  on  admission  had  a specific  ' 
gravity  of  1.016,  1 plus  albumin,  1 plus 
sugar,  30  to  35  white  blood  cells  per  high- 
power  field,  and  a few  hyaline  casts.  The 
hemoglobin  was  6.6  Gm.  per  100  ml.,  red 
blood  cell  count  2,490,000,  and  hematocrit 
24.  The  white  blood  cell  count  was  7,200 
with  38  per  cent  mature  polymorphonuclear 
leukocytes,  30  per  cent  band  forms,  31  per 
cent  lymphocytes,  and  1 per  cent  monocytes. 
The  blood  sugar  was  119  mg.,  blood  urea 
nitrogen  7 mg.,  and  nonprotein  nitrogen  16 
mg.  per  100  ml.  The  serum  amylase  was 
14.3  units. 

An  operation  was  performed  eight  hours 
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after  admission.  At  laparotomy  no  perfora- 
tion could  be  identified  in  the  gastrointestinal 
tract.  The  peritoneal  cavity  contained 
about  300  ml.  of  slightly  turbid  fluid  and  a 
large  number  of  bodies  resembling  grains  of 
cooked  rice.  Some  of  these  were  floating  in 
the  fluid;  others  were  loosely  attached  to  the 
omentum  and  other  serous  surfaces. 

Following  operation  abdominal  discomfort 
persisted,  but  distention  and  tympany 
abated.  The  liver  was  now  palpable  3 to  4 
cm.  below  the  costal  margin.  It  was  not 
tender.  A low-grade  intermittent  fever  of 
from  99  to  101  F.  continued.  Several  blood 
transfusions  were  given  over  the  next  few 
days.  Three  days  after  surgery  the  serum 
bilirubin  was  2.6  mg.  per  100  ml.  with  0.6 
mg.  direct  and  2 mg.  indirect.  The  patient 
was  not  clinically  icteric.  The  cephalin 
flocculation  was  3 plus,  and  the  alkaline 
phosphatase  was  11.2  Bodansky  units.  A 
Coombs  test  produced  negative  findings. 
The  serum  protein  totaled  10.5  Gm.  per  100 
ml.  with  2.8  Gm.  albumin  and  7.7  Gm. 
globulin.  Stool  guaiac  tests  produced  nega- 
tive findings  until  two  weeks  after  surgery 
when  a single  test  showed  positive  results. 
Urinalysis  at  about  this  time  showed 
negative  findings  and  continued  to  do  so. 
Concurrently,  an  urticarial  rash  developed. 

Three  weeks  after  surgery  a hematoma 
in  the  abdominal  incision  was  evacuated. 
Following  more  blood  transfusions  the 
hemoglobin  rose  to  10.1  Gm.  per  100  ml. 
The  white  blood  cell  count,  which  had  been 
as  low  as  5,600  with  68  per  cent  neutrophils 
one  week  postoperatively,  now  rose  to 
9,400  with  38  per  cent  neutrophils,  23 
per  cent  lymphocytes,  and  39  per  cent 
eosinophils.  During  this  period,  from  two 
to  four  weeks  after  laparotomy,  several 
stool  specimens  were  positive  for  the  ova  of 
Strongyloides  stercoralis.  The  sedimenta- 
tion rate  was  23  mm.  per  hour  (corrected). 

Five  weeks  after  operation  another  hema- 
toma was  evacuated  from  the  abdominal 
incision.  At  this  time  the  hemoglobin 
was  8.7  Gm.  per  100  ml.  The  platelet 
count  was  180,000;  the  bleeding  time  was 
two  minutes  thirty  seconds;  the  clotting 
time  was  eight  minutes;  the  prothrombin 
time  was  seventeen  and  one-half  seconds 
(control  thirteen  and  one-half  seconds). 
The  white  blood  cell  count  remained  un- 
changed. On  September  26  a second  opera- 
tion was  performed. 


Discussion 

Michael  S.  Bruno,  M.D.:*  This  case 
presents  many  unusual  features,  and  I 
suspect  that  the  pathologic  findings  will  be 
remarkable.  The  patient  is  a thirty-five- 
year-old  Puerto  Rican  male  who  was  ad- 
mitted to  St.  Francis  Hospital  with  severe 
abdominal  pain  of  twenty-four  hours  dura- 
tion. The  pain  is  described  as  being  con- 
stant and  maximal  in  the  right  upper 
quadrant  of  the  abdomen.  The  patient 
was  an  alcoholic  person  whose  nutrition  had 
been  deficient  for  a prolonged  period. 
He  had  noted  intolerance  to  fried  and  fatty 
foods  unassociated  with  abdominal  pain 
for  about  a year.  He  had  been  anorectic 
for  about  four  months  and  had  had  oc- 
casional episodes  of  mUd  epigastric  distress 
unrelated  to  food  intake  for  about  two 
months.  During  this  period  he  also  had 
had  some  diarrhea,  and  it  is  probably 
important  to  observe  that  the  diarrhea  was 
non  bloody  and  was  not  associated  with 
vomiting,  abdominal  pain,  or  tenesmus. 

I have  the  distinct  impression  that  this 
patient  had  been  ill  for  a considerable 
length  of  time  before  his  present  symptoms 
developed.  He  is  described  as  pale  and 
appearing  chronically  ill,  and  I will  accept 
this  as  confirmation  of  my  impression. 
I would  interpret  the  onset  of  acute  ab- 
dominal pain  as  representing  an  abrupt 
complication  of  a disease  that  had  been 
present  and  unrecognized  for  a longer 
period. 

We  are  told  most  discreetly  that  the 
patient  was  born  in  Puerto  Rico  in  an  area 
endemic  for  schistosomiasis  and  had  been 
given  purgatives  as  a child  for  intestinal 
parasites.  I am  sure  that  the  region  where 
he  spent  his  childhood  was  endemic  for  a 
variety  of  other  parasitic  infestations  as 
weU,  and  I shall  infer  that  schistosomiasis 
was  mentioned  to  emphasize  the  parasitic 
environment  to  which  he  was  exposed 
rather  than  to  specify  a pathogen.  We  are 
told  that  the  ova  of  S.  stercoralis  alone 
were  found  in  his  stool  on  repeated  oc- 
casions. We  are  not  told  whether  these 
were  rhabditiform  or  filariform  larval  forms. 
This  is  an  important  point,  for  it  is  the 
filariform  form  of  larva  which  is  infectious. 
Likewise,  we  are  not  told  whether  or  not  the 
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stools  were  examined  in  the  fresh  state  after 
a saline  purge.  I would  also  like  to  know  if 
stool  cultures  for  Entamoeba  histolytica 
were  collected  and  whether  or  not  a rectal 
mucosal  biopsy  was  performed  to  exclude 
the  possibility  of  enteric  schistosomiasis. 

Stase  Kerpe,  M.D.;*  The  stools  were 
examined  in  a fresh  state  following  con- 
centration technics  but  not  after  saline 
purges.  Cultures  for  E.  histolytica  were 
not  done.  Rectal  biopsy  was  not  done 
prior  to  surgery,  since  the  situation  was  that 
of  an  acute  abdominal  process. 

Dr.  Bruno:  It  is  important  to  note  that 
the  patient  had  been  living  in  New  York 
continuously  for  eleven  years  prior  to  this 
illness  and  had  not  returned  to  his  native 
Puerto  Rico. 

On  admission  the  patient  was  quite 
anemic,  but  there  was  no  history  or  other 
evidence  of  overt  hemorrhagic  manifesta- 
tions. Prior  to  laparotomy  the  patient  was 
not  icteric,  but  three  days  later  the  serum 
bilirubin  was  reported  as  2.6  mg.,  and  again 
the  patient  was  described  as  nonicteric. 
This  is  not  surprising,  as  one  can  have  a 
modest  elevation  of  serum  bilirubin  without 
clinical  jaundice.  However,  one  does  begin 
to  wonder  about  the  status  of  the  patient’s 
liver.  There  were  no  ancillary  features  of 
liver  disease,  such  as  spider  angiomas, 
telangiectases,  or  palmar  erythema.  Sple- 
nomegaly was  not  reported,  and  the  liver, 
although  it  was  not  palpable  on  admission, 
was  subsequently  described  as  being  felt  3 
to  4 cm.  below  the  right  costal  margin. 
No  mention  is  made  of  the  superior  border  of 
the  liver.  I cannot  state  on  the  basis  of  this 
information  whether  or  not  the  liver  really 
was  enlarged.  Certainly  the  x-ray  films  do 
not  reveal  any  marked  enlargement.  How- 
ever, one  does  gain  the  impression  that  the 
liver  was  at  least  slightly  enlarged.  The 
liver  is  described  as  nontender,  and  there  is 
no  mention  of  asymmetry  of  this  organ. 

The  abdominal  findings  on  admission 
are  somewhat  clearer.  The  abdomen  is 
described  as  distended,  tympanitic,  dif- 
fusely tender,  and  generally  rigid.  There 
was  no  rebound  tenderness,  and  peristalsis 
was  present  but  faint.  These  are  signs  of 
peritoneal  irritation  if  not  of  overt  peritonitis. 
A chest  x-ray  film  is  described  as  showing  an 
area  of  pneumonitis  at  the  base  of  the  right 


FIGURE  1.  Chest  roentgenogram  on  admission. 
This  was  interpreted  as  showing  air  under  the  dia- 
phragm. 


lung,  contiguous  with  the  right  diaphragm. 
Flat  and  upright  films  (Fig.  1)  of  the 
abdomen  were  interpreted  as  showing  free 
air  under  both  diaphragms.  Now  here  1 
have  an  important  point  of  disagreement. 

I have  reviewed  all  the  films,  and  try  as  1 
may,  I cannot  see  free  air  under  either  | 
diaphragm.  There  is  a collection  of  air 
within  the  stomach  under  the  left  diaphragm. 

I also  see  a narrow  rim  of  relative  radio- 
lucency  beneath  the  homogeneous  density  j 
at  the  right  lung  base,  but  I do  not  think 
this  represents  free  air.  I think  it  represents 
a rim  of  aerated  lung  underlying  an  area 
of  inflammatory  infiltration.  The  x-ray 
films  do  furnish  us  with  some  significant 
negative  information.  There  is  no  striking 
organomegaly.  The  spleen  is  quite  small 
and  is  well  visualized.  There  is  no  calcifica- 
tion in  the  region  of  the  pancreas,  liver,  or 
gallbladder.  There  are  no  unusual  gas 
shadows  within  loops  of  bowel,  no  sentinel 
loops,  no  evidence  of  ileus  or  intestinal  ob- 
struction, and  no  blurring  of  the  psoas 
margins.  I would  like  Dr.  Moynahan’s 
opinion  about  these  x-ray  films. 

Joseph  M.  Moynahan,  M.D.:  1 have 
nothing  to  add  to  your  interpretation  of  the 
x-ray  films.  I agree  with  you  that  the 
presence  of  free  air  under  the  diaphragms 
is  not  established. 

Dr.  Bruno:  With  signs  of  peritoneal 

irritation  and  the  x-ray  report  of  air  under 
both  diaphragms,  an  exploratory  operation 
was  performed  eight  hours  after  admission. 
Parenthetically,  I would  like  to  re-emphasize 
a point  we  have  made  many  times  before  at 
these  exercises.  One  should  never  blindly 
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accept  the  interpretation  of  x-ray  films  by 
any  person,  no  matter  how  competent,  with- 
out reviewing  the  films  himself.  The  find- 
ings at  exploration  were  quite  startling. 
First,  no  gastrointestinal  perforation  could 
be  identified.  The  peritoneum  contained 
about  300  cc.  of  slightly  turbid  fluid.  A 
large  number  of  bodies  resembling  grains  of 
cooked  rice  were  seen.  Some  of  these  were 
floating  in  the  fluid,  and  others  were  loosely 
attached  to  serous  surfaces.  Here  we  have 
either  the  most  important  clue  for  considera- 
tion in  our  differential  diagnosis  or  else  the 
biggest  red  herring.  I sense  the  sly  hand  of 
Dr.  Ober  in  selecting  the  specific  descriptive 
adjectives  used. 

William  B.  Ober,  M.D.:  (aside).  . .and 

an  order  of  pilaff  on  the  side. 

Dr.  Bruno:  I feel  quite  certain  I have 

not  been  given  some  of  the  important  find- 
ings at  operation  for  obvious  reasons,  and 
the  only  thing  I am  sure  about  at  this 
point  is  that  these  bodies  which  resembled 
rice  were  not  rice.  What  could  they  have 
been? 

Postoperatively,  abdominal  distention  and 
tympany  abated,  but  abdominal  discomfort 
continued  along  with  low-grade  fever. 
Several  blood  transfusions  were  given  al- 
though signs  of  obvious  blood  loss  were 
lacking.  Postoperatively,  the  results  of 
blood  chemistries  confirm  my  suspicion  of 
the  presence  of  significant  liver  disease. 
The  alkaline  phosphatase  was  elevated  to 
11.2  Bodansky  units;  the  globulin  was 
markedly  elevated,  being  7.7  Gm.  per  100 
ml.;  and,  of  course,  flocculation  studies 
showed  positive  findings.  This  was  most 
likely  a reflection  of  hypergammaglobulin- 
emia. A repeat  determination  of  serum 
albumin  and  globulin  unfortunately  was  not 
done,  nor  was  a serum  electrophoresis  per- 
formed. 

Dr.  Kerpe:  An  electrophoresis  was 

performed  later  and  did  show  hypergamma- 
globulinemia. 

Dr.  Bruno:  In  the  absence  of  other 

causesto  explain  the  elevated  serum  globulin, 
such  as  multiple  myeloma,  sarcoid,  kala- 
azar,  or  diffuse  disease  of  connective  tissue,  I 
must  attribute  the  hypergammaglobulinemia 
to  intrinsic  disease  of  the  liver.  The  ques- 
tion to  be  answered  is,  which  disease  or  com- 
bination of  diseases  was  present. 

Three  weeks  after  surgery  a hematoma 
developed  in  the  surgical  incision.  This  was 


evacuated,  and  the  patient  again  received  a 
transfusion.  Five  weeks  after  surgery  a 
second  such  hematoma  had  to  be  evacuated. 
The  bleeding  and  clotting  times  and  the 
platelet  count  were  normal.  The  pro- 
thrombin time  of  17.5  seconds  with  a control 
of  13.5  seconds  in  the  absence  of  biliary  ob- 
struction I would  attribute  to  underlying 
liver  disease  and  as  a possible  cause  of  re- 
current bleeding.  The  patient  never  had  an 
elevated  leukocyte  count.  He  did  have 
some  immature  polymorphonuclear  leuko- 
cytes on  admission,  but  not  subsequently. 
Eosinophilia  was  conspicuously  absent  until 
three  weeks  after  surgery  when  it  developed 
and  was  associated  with  an  urticarial  rash. 
I strongly  suspect  that  both  the  rash  and  the 
eosinophilia  were  manifestations  of  hyper- 
sensitivity to  some  drug  or  medication  that 
was  administered  to  the  patient  subsequent 
to  surgery.  The  protocol  does  not  mention 
any  such  chemotherapeutic  agent  as  such  in- 
formation would  be  too  revealing.  I would 
like  to  stress  the  absence  of  eosinophilia  on 
admission,  and  for  the  next  three  weeks, 
in  spite  of  the  demonstrated  presence  of  an 
infestation  with  S.  stercoralis.  This  is  a 
common  and  poorly  understood  finding. 
Five  weeks  after  the  first  surgical  procedure 
a second  operation  was  performed.  The 
protocol  does  not  shed  too  much  light  on  the 
rationale  for  a second  procedure.  I do  not 
believe  that  recurrent  hematoma  was  the 
cause,  although  it  is  a secondary  possibility. 
The  second  surgical  procedure  was  undoubt- 
edly related  to  unreported  findings  en- 
countered during  the  initial  laparotomy. 
Perhaps  an  infection,  infestation,  abscess, 
or  cyst  was  found  initially,  which  was  sub- 
sequently medically  treated,  and  the  second 
procedure  was  performed  to  eradicate  the 
problem.  The  protocol  is  both  vague  and 
clearly  deceptive  on  this  and  many  other 
points  and  purposefully  so,  or  so  it  would 
seem. 

The  next  and  more  important  considera- 
tion is  our  differential  diagnosis.  I would 
like  to  stress  certain  points  before  going  fur- 
ther. The  patient  was  a thirty -five-year-old 
Puerto  Rican  male  admitted  to  the  hospital 
because  of  the  sudden  development  of  severe 
pain,  particularly  referable  to  the  right 
upper  quadrant  of  the  abdomen,  twenty- 
four  hours  before  admission.  He  was  a 
chronic  alcoholic  person  with  a poor  dietary 
history,  who  I suspect  had  been  iU  for  a 
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much  longer  period  of  time  than  his  history 
would  suggest.  Nonbloody  diarrhea  had 
been  present  for  many  months,  along  with 
anorexia,  nondescript  epigastric  discom- 
fort, and  intolerance  to  fried  and  fatty 
foods.  He  was  born  and  spent  the  first 
twenty-four  years  of  his  life  in  an  area  of 
Puerto  Rico  known  to  be  endemic  for 
schistosomiasis,  received  purgatives  for  an 
infestation  in  childhood,  and  was  found  to 
have  the  ova  of  S.  stercoralis  on  repeated 
stool  examination.  He  did  not  have  eosino- 
philia  initially,  but  three  weeks  after  surgery 
this  developed  in  association  with  generalized 
urticaria.  Although  it  was  not  mentioned, 
the  possibihty  of  a sensitivity  reaction  to  a 
chemotherapeutic  agent  administered  subse- 
quent to  surgery  for  a condition  found  at 
that  time  must  be  considered. 

On  admission  the  patient  had  obvious 
signs  of  peritoneal  irritation,  and  surgery 
was  performed  eight  hours  thereafter,  un- 
doubtedly influenced  at  least  in  part  by  an 
x-ray  report  of  air  under  both  diaphragms 
which  I have  already  questioned.  At 
laparotomy  a perforation  could  not  be  identi- 
fied, but  turbid  peritoneal  fluid  in  increased 
amounts  was  noted  along  with  many  floating 
bodies  resembling  grains  of  cooked  rice. 

Unexplained  anemia  was  quite  prominent; 
there  was  no  leukocytosis.  There  was  evi- 
dence to  suggest  some  impairment  of  hepatic 
function  without  signs  of  hepatic  decom- 
pensation or  portal  obstruction.  After  two 
episodes  of  bleeding  with  the  formation  of 
hematomas  in  the  surgical  incision,  a second 
surgical  procedure  was  performed  for  reasons 
not  readily  apparent. 

First,  I would  like  to  consider  the  possi- 
bility of  nutritional  disease  of  the  liver, 
fatty  metamorphosis  or  possibly  cirrhosis, 
associated  with  pancreatitis,  either  an  acute 
exacerbation  or  else  the  initial  episode  of 
acute  inflammation  of  the  pancreas.  As  an 
alcoholic  individual  with  a poor  dietary 
history  and  evidence  of  deranged  hepatic 
function,  in  the  light  of  the  clinical  picture 
this  association  cannot  be  excluded,  and,  in 
fact,  may  well  have  existed.  In  the  alcoholic 
person  acute  pancreatitis  is  frequently 
found  in  association  with  fatty  metamor- 
phosis or  cirrhosis  of  the  liver  or  both.  The 
abdominal  findings  seen  with  acute  exacerba- 
tion of  chronic  pancreatitis  or  acute  pan- 
creatitis are  variable,  but  signs  of  peritoneal 
irritation  often  are  present. 


There  are  some  facts,  however,  that  this 
combination  of  processes  does  not  explain. 

If  this  patient  had  an  episode  of  acute 
pancreatitis,  the  nature  of  the  peritoneal 
fluid  actually  found  at  surgery  is  at  variance 
with  the  usual  picture.  The  fluid  was  not 
hemorrhagic,  and  it  contained  floating  bodies 
resembling  grains  of  cooked  rice.  This  was 
not  a matter  of  digestion  of  and  calcium 
deposition  in  omental  fat.  Rather,  these 
bodied  would  appear  to  have  been  break- 
down products  of  hquefaction  or  granulation 
tissue  or  the  contents  of  what  might  well 
have  been  an  abscess  or  cyst. 

They  might  very  well  have  represented 
intraperitoneal  parasites.  The  lack  of  eleva- 
tion of  serum  amylase,  of  coiurse,  would  not 
be  extraordinary  in  a case  of  acute  pan- 
creatitis, but  it  would  be  somewhat  unusual 
since  this  patient  had  been  acutely  iU  for 
but  twenty-four  hours  prior  to  admission,  a 
time  interval  during  which  serum  amylase 
levels  should  be  increased.  The  lack  of 
radiographic  evidence  of  pancreatic  disease, 
such  as  calcification,  or  a sentinel  loop  of 
small  or  large  bowel,  which  is  often  seen  in 
acute  pancreatitis  or  acute  exacerbation  of 
chronic  pancreatitis,  is  another  point.  Per- 
haps the  most  important  fact  in  this  ad-  | 
mittedly  difficult  and  not  completely  eval-  ' 
uated  patient  is  the  feeling  I have  had  from  i 
the  beginning;  that  the  patient  had  been  f 
iU  a long  time  with  a disease  that  was  debili- 
tating, and  the  events  which  precipitated  ■ 
his  hospital  admission  were  probably  related 
to  some  complication  of  this  iUness. 

Could  the  patient  have  had  a parasitic 
infestation  to  have  explained  the  entire  pic- 
ture? If  so,  which  parasite  or  combination 
of  these  can  we  incriminate?  I would  hke 
to  stress  that  I do  not  believe  the  patient 
was  completely  evaluated  to  exclude  certain 
of  the  more  usual  infestations  where  long-  !| 
term,  rather  vague  intestinal  complaints 
are  found  in  association  with  derangement  of  < 

hepatic  function,  general  debility,  and  an  < 

acute  abdominal  catastrophe  with  signs  of  f 

peritoneal  irritation  in  association  with  a f 

pulmonary  infiltrate.  1 

Among  the  group,  amebiasis  with  an  I 

amebic  liver  abscess  rupturing  into  the  • 

peritoneum  must  be  considered.  Amebic  ^ 

pulmonary  complications  secondary  to  the 
rupture  could  be  similarly  explained.  The 
patient  did  not  have  the  cysts  or  trophozoites  I 

of  E.  histolytica  in  his  stool.  Hepatomegaly  | 
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was  not  a prominent  finding;  most  impor- 
tant, the  patient  did  not  have  tenderness  of 
significant  asymmetry  of  his  liver.  The 
right  diaphragm  was  not  particularly  ele- 
vated. When  an  amebic  abscess  does  rup- 
ture, its  contents,  made  up  of  necrotic 
hepatic  parenchyma,  usually  with  a signifi- 
cant secondary  enteric  infection,  are  ex- 
truded. The  material  is  characteristically 
chocolate  colored,  thick,  and  foul-smeUing. 
When  the  peritoneum  is  contaminated  by 
the  contents  of  a ruptured  amebic  abscess, 
the  findings  are  quite  different.  The  opera- 
tive findings  described  in  the  present  protocol 
are  at  variance  with  the  expected  if  this 
patient  had  had  a ruptured  amebic  liver 
abscess.  What  other  parasitic  infestations 
also  must  be  considered? 

Schistosomiasis  due  to  Schistosoma  man- 
soni  is  an  important  parasitic  infestation  of 
the  Puerto  Rican  population  where  serious 
changes  in  hepatic  function  and  prominent 
gastrointestinal  symptoms  may  be  seen. 
The  ova  of  this  parasite  are  sometimes  very 
difficult  to  find  even  on  repeated  examina- 
tion of  stool  specimens  collected  after  a 
saline  purge.  It  is  often  necessary  to  biopsy 
rectal  mucosa  to  find  the  pathogen.  Hepatic 
involvement  varies  from  very  mild  mani- 
festations to  severe  cirrhosis  with  all  its 
complications.  Basically,  two  types  of 
hepatic  involvement  are  seen  to  exist.  In 
the  first,  the  sequelae  of  portal  hypertension 
are  in  the  foreground  as  a result  of  obstruc- 
tion of  portal  veins  within  the  liver  and 
possibly  because  of  obstruction  of  mesenteric 
veins.  Splenomegaly  and  esophageal  varices 
dominate  the  picture;  anemia,  when  present, 
is  due  to  bleeding  varices  or  hypersplenism. 
In  the  second  type  all  manifestations  of 
cirrhosis  may  be  present  with  jaundice, 
ascites,  and  hepatic  failure.  In  either  in- 
stance the  development  of  signs  of  peritoneal 
irritation  could  not  be  explained.  Our 
patient  did  not  have  evidence  of  portal 
hypertension,  variceal  bleeding,  or  hyper- 
splenism. If  he  did  have  schistosomiasis  of 
his  liver,  one  could  only  confirm  this  possi- 
bility by  liver  biopsy,  and  if  this  did  exist, 
it  would  be  incidental  and  not  an  explanation 
for  this  patient’s  initial  problem. 

Echinococcus  (hydatid)  disease  of  the 
liver  with  cyst  formation  and  subsequent 
rupture  into  the  peritoneum  and/or  through 
the  diaphragm  also  must  be  mentioned. 
Taenia  echinococcus  inhabits  the  intestine 


of  dogs  and  other  animals.  The  excreted 
eggs  are  ingested  by  sheep,  cattle,  and  pigs, 
which  serve  as  hosts  for  the  larval  stage. 
In  countries  where  dog  as  well  as  sheep  in- 
festation is  frequent,  man  may  serve  as  an 
intermediate  host.  In  the  United  States 
dog  infestation  is  rare,  and  therefore  infesta- 
tion in  man  is  exceptional.  Echinococcal  in- 
festation is  not  known  to  occur  in  Puerto  Rico 
or  in  Puerto  Rican  immigrants.'  How- 
ever, except  for  epidemologic  considerations, 
this  patient’s  clinical  course  could  be  ex- 
plained to  a great  extent  by  the  presence  of 
an  Echinococcus  cyst  of  the  liver  with  rup- 
ture into  the  peritoneum.  The  peritoneal 
bodies  resembling  grains  of  cooked  rice  could 
represent  daughter  and  granddaughter  cysts 
or  granules  of  hydatid  sand.  The  signs  of 
peritoneal  irritation  could  be  attributed  to 
the  irritating  cytolytic  fiuid  contained  in 
these  cysts  which  can  cause  considerable 
irritation,  even  anaphylactic  shock,  subse- 
quent to  rupture.  However,  because  of  a 
total  lack  of  any  laboratory  confirmation 
for  the  existence  of  Echinococcus  disease, 
such  as  positive  findings  on  a skin  test, 
precipitin  test,  or  complement  fixation  test 
or  of  roentgenographic  demonstration  of 
calcification  of  such  a cyst,  in  the  light  of 
what  I have  said  about  epidemologic  con- 
siderations, I believe  I have  to  exclude 
Echinococcus  disease. 

The  last  condition  that  I would  like  to  con- 
sider, and  the  one  which  I beheve  best  ex- 
plains the  clinical  and  laboratory  findings,  is 
infestation  with  the  nematode,  S.  stercoralis. 

Strongyloidiasis  is  an  often  overlooked 
parasitic  infestation  which  is  associated 
with  a rather  predictable  clinical  picture  and 
is  becoming  more  important  in  the  field  of 
parasitology  for  the  following  reasons^: 

1.  The  causative  organism  shows  re- 
markable persistence  in  the  human  host. 

2.  The  symptoms  of  the  disease  are  more 
severe  and  are  more  characteristic  than  com- 
mon teaching  would  indicate. 

3.  The  possibility  of  a fatal  outcome  is 
little  appreciated. 

4.  There  is  increasing  awareness  that  the 
disease  is  encountered  not  infrequently  in 
temperate  climates. 

5.  The  most  important  factor  from  a 
clinical  and  epidemiologic  point  of  view  is 
the  possibility  of  persistence  of  the  organism 
in  the  human  host  for  many  years  following 
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primary  infection  through  the  mechanism  of 
hyperinfection. 

6.  There  may  be  a long  latent  period 
following  departure  from  the  tropics  with 
development  of  severe  symptoms  many 
years  later  in  a northern  cUmate. 

The  parasite  is  common  in  warmer 
climates  where  its  distribution  parallels  that 
of  hookworm.  It  is  quite  prevalent  in 
Puerto  Rico,  Brazil,  Panama,  and  Colombia. 
The  life  cycle  resembles  that  of  the  hook- 
worm. The  mother  worm  produces  ova 
which  develop  into  rhabditiform  larvae 
( noninfective)  which  migrate  into  the  in- 
testinal lumen.  After  this,  there  are  four 
possible  variations  in  the  cycle.  In  the 
hyperinfective  type  of  cycle  the  rhabditi- 
form larvae  are  retained  in  the  bowel  for  a 
sufficient  length  of  time  to  allow  develop- 
ment into  the  filariform  larvae  which  are 
infective.  These  penetrate  the  bowel  wall, 
pass  through  the  mesenteric  lymphatics  or 
portal  system,  and  enter  the  systemic 
circulation.  They  circulate  through  the 
heart  to  the  lungs,  enter  the  alveoli  where 
they  cause  a variety  of  pulmonary  com- 
plaints, and  are  coughed  up  and  swallowed, 
during  which  time  they  develop  into  adult 
male  and  female  worms.  After  arriving  in 
the  upper  portion  of  the  gastrointestinal 
tract  the  cycle  is  repeated. 

The  most  important  characteristic  of  this 
parasite  is  its  ability  to  inhabit  the  human 
body  actively  for  prolonged  periods  of  time 
because  of  the  hyperinfective  type  of  cycle 
where  an  external  intermediate  develop- 
ment of  the  parasite  is  not  required.  In- 
festations of  twenty  to  thirty  years  dura- 
tion are  well  documented. 

In  the  gastrointestinal  tract  the  female 
worm  attaches  itself  to  the  mucosa  of  the 
duodenum  and  jejunum.  It  also  is  found 
in  the  mucosa  of  the  colon,  appendix, 
and  gallbladder.  It  may  cause  consid- 
erable mechanical  damage  as  weU  as  an 
intense  inflammatory  reaction  attributable 
to  a cytolytic  agent  secreted  by  the  adult 
worms,  and  prominent  enteric  symptoms 
can  develop.  A granulomatous  tubercle- 
like lesion  may  be  formed  in  the  structures 
named  as  well  as  in  the  mesenteric  lymph 
nodes.  Striking  involvement  of  the  mesen- 
teric lymph  nodes  and  peritoneum  may 
occur  during  hyperinfective  cycles. 

The  formulation  of  a distinct  clinical 
pictirre  in  S.  stercoralis  infestation  is  de- 


pendent on  many  variables  including  host 
response,  location  of  primary  infestation,  type 
of  intermediate  life  cycle,  and  the  presence 
of  and  severity  of  other  types  of  infestations. 
In  pure  Strongyloides  infestation  of  the  hy- 
perinfective type,  prominent  gastrointestinal 
and  pulmonary  manifestations  may  occur. 
Infestation  of  the  gallbladder  and  bihary  tract 
often  simulates  an  acute  surgical  condition 
in  the  abdomen  requiring  surgery. 

Abdominal  pain  is  a very  prominent  symp- 
tom and  may  be  severe.  In  Hineman’s^ 
series  of  85  cases,  abdominal  pain  was  the 
chief  complaint  in  44  cases.  The  pain  was 
sometimes  generalized  but  often  was  epi- 
gastric or  localized  to  the  right  upper 
quadrant  of  the  abdomen.  Abdominal 
tenderness,  often  simulating  an  acute  sur- 
gical condition  of  the  abdomen,  was  prom- 
inent in  29  out  of  85  cases.  Many  patients 
with  this  infestation  are  often  subjected  to 
repeated  abdominal  surgical  procedures  be- 
fore the  true  cause  is  identified.  Diarrhea 
was  the  presenting  complaint  in  only  12 
per  cent  of  Hineman’s  cases,  but  in  26  of 
85  patients  it  was  a prominent  complaint. 
In  another  26  cases  significant  weight  loss 
averaging  15  pounds  was  noted;  it  was  the 
initial  complaint  in  10  per  cent  of  this 
series. 

Jaundice,  pain  in  the  right  upper  quadrant 
of  the  abdomen,  and  tenderness  may  simu- 
late exactly  the  diagnosis  of  cholecystitis, 
cholehthiasis,  and  or  common  duct  obstruc- 
tion. Adult  worms  may  inhabit  the  gall- 
bladder or  common  duct.  Bodan*  reports 
a case  of  recurrent  attacks  of  pain  in  the  right 
upper  quadrant  of  the  abdomen,  tenderness, 
jaundice,  and  signs  of  peritoneal  irritation 
where  surgery  was  performed  three 
times. 

Fever,  urticaria,  vomiting,  and  diarrhea 
may  be  prominent  symptoms.  Eosinophilia 
is  a poor  criterion  for  the  presence  or  degree 
of  infestation  with  Strongyloides.  There  may 
be  no  eosinophilia  at  all.  Anemia  is  usually 
present  but  to  a minimal  degree. 

An  important  point  to  stress  is  the  fre- 
quent occurrence  of  abdominal  pain  in 
association  with  signs  of  peritoneal  irritation 
in  Strongyloides  infestation.  This  is  partic- 
ularly related  to  the  gallbladder  and  biliary 
tract  and  to  a lesser  extent  the  appendix.® 

Treatment  of  strongyloidiasis  is  far  from 
satisfactory;  gentian  violet  was  used  by 
most  people  for  years  with  generally  poor 
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FIGURE  2.  Section  through  one  of  the  bodies  float- 
ing in  the  peritoneal  fluid  shows  it  to  be  composed 
of  coagulated  fibrin  and  entrapped  leukocytes. 


results.®  Today  dithiazanine  iodide*  is 
considered  the  most  effective  agent  for  the 
treatment  of  strongyloidiasis.  Cure  rates 
as  high  as  85  per  cent  have  been  reported 
after  one  or  more  courses  of  therapy. 
However,  side-effects  are  often  seen,  and 
deaths  attributed  to  sensitivity  reactions 
to  iodine  have  been  reported. 

From  what  has  been  said,  I believe  our 
patient  suffered  from  a parasitic  disease  of 
long  standing,  probably  S.  stercoralis  infesta- 
tion, and  that  the  acute  manifestations  of 
peritoneal  irritation  were  on  this  basis.  The 
mesenteric  nodes  and  liver  may  have  been 
infected  heavily  with  granuloma  formation. 
The  gallbladder  and  bile  ducts  may  have 
been  invaded  directly  by  adult  worms. 

In  addition,  because  of  long-standing 
alcoholism  and  poor  nutrition,  fatty  meta- 
morphosis of  the  liver  and  possibly  nutri- 
tional cirrhosis  may  also  have  been  present. 
The  findings  at  laparotomy  could  have  been 
due  to  massive  involvement  of  mesenteric 

* Marketed  by  Eli  Lilly  and  Company,  Indianapolis, 
Indiana,  as  Delvex. 


nodes,  the  liver,  the  gallbladder,  or  any 
combination.  The  floating  peritoneal  bodies 
resembling  grains  of  cooked  rice  could  have 
been  breakdown  products  of  Strongyloides 
granulomata  or  to  the  intraperitoneal  in- 
vasion of  the  adult  parasites  themselves. 

Thomas  Silverberg,  M.D.;  Are  such 
features  as  abdominal  pain  and  signs  of 
peritoneal  irritation  common  features  in 
strongyloidiasis? 

Dr.  Bruno:  Abdominal  pain  is  very 

common,  the  most  common  complaint  of  all. 
Peritoneal  irritation  is  less  common,  but  by 
no  means  rare,  and  may  simulate  an  acute 
surgical  condition  of  the  abdomen  requiring 
surgery.  One  of  the  entities  that  may  be 
simulated  closely  is  acute  inflammation  of  the 
gallbladder. 

Abraham  Sunshine,  M.D.:  Don’t  you 

think  that  echinococcus  disease  could  ex- 
plain this  whole  picture? 

Dr.  Bruno:  It  certainly  could.  If  this 

patient  had  come  from  Greece  or  the  Balkans, 
or  even  Spain,  or  some  other  endemic  area,  I 
would  have  been  directed  strongly  to  that 
diagnosis.  However,  there  is  no  indigenous 
echinococcus  disease  in  Puerto  Rico  or  in 
New  York.  Also,  there  is  no  direct  or  in- 
direct evidence  for  the  diagnosis. 

Albert  Zucker,  M.D.:  I doubt  that 

the  urticaria  eosinophilia  was  the  result  of  a 
drug  reaction.  Three  weeks  is  usually  too 
short  a period  for  it  to  develop.  Could  these 
features  be  due  to  a foreign  protein  reaction? 

Dr.  Bruno:  That  is  a distinct  possi- 

bility. The  objects  found  in  the  peritoneum 
could  well  be  breakdown  products  of  the 
parasite,  and  one  could  attribute  the  hyper- 
sensitivity to  them. 

Aaron  Ruchocki,  M.D.:  Would  you 

entertain  the  possibility  of  trichinosis  or 
miliary  tuberculosis? 

Dr.  Bruno:  The  absence  of  any  real 

muscle  pain  or  ocular  signs  is  very  much 
against  trichinosis.  Miliary  tuberculosis  is 
always  difficult  to  rule  out,  particularly  in  a 
somewhat  debilitated  patient.  However, 
there  just  are  not  enough  positive  clues  for 
me  to  discuss  this  as  a possible  case  of 
extrapulmonary  tuberculosis. 

Clinical  diagnosis 

Perforated  peptic  ulcer 

Dr.  Bruno's  diagnoses 

1.  Parasitic  infestation,  probably  S. 
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FIGURE  3.  (A)  The  omental  biopsy  shows  diffuse  granulomatous  inflammation  and  a large  number  of  dark- 
staining  parasites  (periodic-acid-Schiff  stain).  (B)  Detail  of  S.  mansoni  in  the  omental  biopsy.  The  lateral 
spine  is  well  shown  in  one  of  them  (hematoxylin  and  eosin  stain). 


stercoralis,  involving  gastrointestinal  tract, 
peritoneum,  biliary  tree,  and  fliver 

2.  Fatty  metamorphosis,  liver,  nutritional 
type  {? cirrhosis) 

Pathologic  report 

Dr.  Kerpe:  There  were  several  red 

herrings  in  this  case,  and  Dr.  Bruno  has 
managed  to  identify  most  of  them  as  such. 
The  peculiar  bodies  found  in  the  peritoneum 
were  described  to  me  by  the  attending  sur- 
geon as  resembling  “grains  of  cooked  rice.” 
When  we  examined  them  under  the  micro- 
scope, they  were  composed  of  fibrin  coagulum 
with  entrapped  leukocytes,  chiefly  poly- 
morphonuclear leukocytes  (Fig.  2).  The 
second  item  of  pathologic  interest  was  a 
biopsy  of  the  omentum.  Sections  revealed 
extensive  granulomatous  inflammation  and 
many  parasites,  readily  identifiable  as  S. 
mansoni  (Fig.  3).  The  schistosomes  stain 
strongly  with  Schiff’s  periodic  acid  reagent, 
but  details  of  their  structure  are  best  seen 


with  hematoxyhn  and  eosin  preparations. 
At  laparotomy,  a wedge  biopsy  of  the  liver 
margin  was  taken,  and  sections  showed 
cirrhosis  with  fatty  metamorphosis  (Fig.  4A) 
and  an  occasional  parasite  (Fig.  4B)  within 
a portal  vein  without  inflammatory  re- 
action. 

Now  we  come  to  the  most  deceptive  point 
of  aU.  The  histopathologic  diagnosis  w£is 
established  at  laparotomy,  and  treatment 
with  stibophen  (Fuadin)  was  begun  shortly 
thereafter.  The  second  operation,  per- 
formed about  six  weeks  later,  was  nothing 
more  than  a rectal  biopsy  to  see  if  we  could 
demonstrate  any  viable  Schistosoma.  Para- 
sites were  rather  sparse  in  the  specimen,  but 
an  occasional  viable  form  was  identified  (Fig. 
5).  We  infer  this  to  indicate  that  stibophen 
was  only  partially  successful  in  eradicating 
the  offending  organism. 

Identification  of  parasites  in  this  context 
poses  no  great  problem,  but  interpretation  of 
their  effects  is  not  altogether  clear-cut.  In 
hepatic  schistosomiasis  the  lesions  may 
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FIGURE  4.  (A)  Wedge  biopsy  of  the  liver  edge  shows  portal  cirrhosis  with  fatty  metamorphosis.  (B)  A sin- 
gle parasite  is  seen  in  fibrous  tissue  abutting  a lobule  of  fatty  liver. 


run  the  gamut  from  the  incidental  finding  of 
a healed  granuloma  in  a random  section  to 
extensive  infestation  with  considerable  re- 
active inflammation  and  fibrosis.  We  com- 
monly speak  of  the  cirrhosis  in  schisto- 
somiasis as  “pipe  stem  cirrhosis,”  implying 
interlobular  fibrosis  without  pronounced 
hepatocellular  damage.  However,  many 
patients  with  schistosomal  infection  have 
poor  or  borderline  nutritional  status,  and 
indeed  many  are  alcoholic  persons.  It  is 
difficult  for  me  to  evaluate  the  extent  of 
schistosomal  infestation  of  the  liver  in  this 
patient  from  a wedge  taken  from  the  margin. 
I do  think  he  has  a good  deal  of  liver  involve- 
ment, but  I think  it  is  concomitant  with  a 
nutritional  cirrhosis  aggravated  by  alcohol- 
ism. Nonetheless,  in  some  examples  of  un- 
complicated schistosomal  cirrhosis,  the 
cirrhosis  cannot  be  distinguished  from 
nutritional  cirrhosis  with  regenerative 
nodules.  There  are  several  theories  regard- 
ing the  morphogenesis  of  the  lesions:  in- 
creased pressure  in  hepatic  veins  from  wedg- 
ing, thrombophlebitis  of  portal  and  hepatic 


veins,  and  direct  irritation  from  ova  or  their 
toxins. 

There  are  few  data  on  experimental  infec- 
tion with  Schistosoma,  chiefly  because  there 
is  no  really  suitable  laboratory  animal  in 
which  the  disease  pattern  as  seen  in  man  is 
duplicated . Reports  from  the  United  States 
Public  Health  Service  indicate  that  in  rats 
and  mice  there  is  diffuse  involvement  of  aU 
organs.  Serologic  tests  for  schistosomiasis 
are  not  well  developed  or  standardized. 
Currently,  skin  tests  and  a complement  fixa- 
tion test  are  being  investigated  in  Brazil 
where  the  disease  is  endemic;  preliminary 
reports  indicate  that  it  is  more  accurate  in 
children  than  in  adults. 

Dr.  Silva:  Schistosomiasis  was  not 

suspected  either  before  operation  or  when 
the  peritoneal  cavity  was  opened.  The 
interval  of  eleven  years  between  his  last 
possible  exposure  and  the  onset  of  iUness  is 
certainly  long,  but  not  exceptional.  Hyper- 
gammaglobuhnemia  tends  to  be  more  pro- 
nounced in  schistosomal  infestation  than  in 
many  other  parasitic  infections,  but  it  is  by 
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FIGURE  5.  Rectal  biopsy  shows  inflammatory  fi- 
brosis of  the  submucosa  and  a single  parasite  with 
a lateral  spine  at  the  lower  right. 


no  means  a specific  sign.  The  electro- 
phoretic tracing  taken  a few  weeks  after 
laparotomy  is  certainly  striking  (Fig.  6),  but 
we  must  remember  that  the  patient  did 
have  intrinsic  liver  disease.  Prompted  by 
this  unusual  case,  I reviewed  the  world 
literature  and  was  able  to  find  reports  of  two 
similar  cases."-* 

Dr.  Bruno:  It  has  been  estimated  that 

at  least  50  million  people  in  this  world  have 
schistosomal  infection  at  any  given  time,  a 
rather  conservative  estimate.  If  this  is 


FIGURE  6.  Serum  protein  electrophoresis  exhibits 
marked  hypergammaglobulinemia. 


only  the  third  such  reported  case  of  this 
complication,  it  is  a rare  bird  indeed! 


Anatomic  diagnoses 

1.  Schistosomiasis  (S.  Mansoni)  involving 
omentum,  peritoneum,  liver,  and  rectum 

2.  Nutritional  cirrhosis,  liver 
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American  interest  in  filarial  infections 
reached  a peak  toward  the  end  of  World 
War  II.  Several  hundred  thousand  soldiers 
had  heen  exposed  to  the  disease,  especially 
in  the  South  Pacific,  and  15,000  were  known 
to  have  had  circulating  microfilariae.  Elab- 
orate plans  were  devised  to  cope  with  the 
expected  hordes  developing  scrotal  and 
pedal  elephantiasis,  but  these  were  almost 
never  seen.  The  only  problem  that  arose 
was  the  psychologic  one  of  reassuring  the 
frightened  soldiers  that  their  sexual  life 
was  not  impaired. 

Despite  the  number  of  patients  involved, 
the  new  investigations  begun,  and  the 
general  awareness  of  the  disease,  not  a single 
case  of  filariasis  has  been  reported  from  the 
New  York  metropolitan  area  since  1946. 
This  fact  is  even  more  striking  in  view  of 
the  250  million  people  in  the  world  who 
harbor  the  infection  and  the  fact  that  the 
West  Indies  and  Latin  America,  from  which 
so  many  of  our  new  citizens  come,  is  an 
area  in  which  the  disease  is  heavily  endemic. 
In  an  unpublished  survey,  the  Tropical 
Division  of  the  City  of  New  York  Depart- 
ment of  Health  detected  circulating  micro- 
filariae in  12  per  cent  of  routine  night  blood 
specimens  on  asymptomatic  patients  from 
Latin  America.  I recently  treated  3 patients 
with  filariasis  in  a New  York  general 
hospital  within  a two-month  period.  There 
is  no  question  but  that  many  other  cases 
exist  in  this  area. 

* Present  address;  Department  of  Clinical  Medicine, 
Hospital  for  Tropical  Diseases,  London,  England. 


It  is  particularly  important  to  diagnose 
and  treat  a disease  when  there  is  adequate, 
successful  therapy  for  the  early  stages, 
while  the  physical  and  psychologic  de- 
formities of  the  advanced  stages  are  re- 
sistant to  treatment.  Filariasis  is  such  a 
disease. 

Pathologic  features 

The  nematode  Wuchereria  bancrofti  is 
the  major  cause  of  filariasis.  The 
pathogenesis  of  other  filarial  infections  will 
be  considered  in  a separate  article.  The 
life  cycle  of  this  parasite  is  simple,  with 
man  serving  as  the  sole  definitive  host. 
Transmission  occurs  if  a suitable  mosquito 
(Culex,  Aedes,  or  Anopheles)  ingests  the 
infected  blood  of  man;  if  there  is  then 
sufficient  time  (from  one  to  three  weeks) 
for  larval  development  in  the  insect’s  gut; 
and  if  the  insect  then  bites  another  human 
within  from  five  to  six  weeks.  At  the  time 
of  biting,  the  microfilariae,  which  are  the 
prelarval  form,  migrate  along  the  proboscis 
and  enter  the  lymphatics  of  man.  De- 
pending on  host  resistance,  the  larvae  may 
either  die  or  reach  maturity  within  from 
one  to  three  years.  At  that  time,  if  both 
male  and  female  adult  filariae  are  present, 
mating  occurs,  and  swarms  of  microfilariae 
may  be  detected  at  night.  This  noctural 
appearance  has  yet  to  be  satisfactorily 
explained,  as  will  be  discussed.  Pathologic 
reactions  to  the  larvae  and  adult  worms  are 
common,  whereas  the  microfilariae  elicit 
no  response. 

The  earh'est  pathologic  changes  are  usually 
noted  in  the  genital  and  inguinal  lymphatics 
about  three  months  after  infection.  Tran- 
sient lymphangitis,  often  associated  with 
generalized  systemic  hypersensitivity  re- 
actions, occurs  with  the  extension  of  the 
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inflammation  to  adjacent  vascular  channels. 
Histologically,  parts  of  the  worm  can  be 
identified  in  lymph  node  biopsies  and  are 
surrounded  by  eosinophils  and  hyperplastic 
cells.  As  the  initial  allergic  reaction  re- 
solves, there  is  a proliferation  of  granuloma- 
tous tissue  and  eventual  lymphatic  ob- 
struction. Dilatation  and  a variceal  forma- 
tion of  dependent  lymph  channels  result. 
Perilymphangitis,  extension  phlebitis,  and 
phlebothrombosis  complicated  by  secondary 
bacterial  infection  are  usual.  Hyalinization 
and  calcification  of  the  worms  eventually 
occirr,  causing  further  fibroblastic  pro- 
liferation and  total  obliteration  of  the  in- 
volved lymph  channels. 

A rupture  or  extravasation  from  tortuous 
lymphatics  may  cause  edema  of  the  limbs, 
genitalia,  and  breasts.  The  microscopic 
alterations  seen  in  the  skin  biopsy  of  an 
elephantoid  organ  or  extremity  include 
atrophy  of  the  epidermis,  edema  and  eosin- 
ophilic infiltration  of  the  dermis,  and,  finally, 
hyperkeratosis  and  cicatrization  over  areas 
of  secondary  infection  resulting  in  the  typical 
fissured,  leather-like  skin.  Chyluria,  hy- 
drocele, and  inguinal  abcesses  are  other 
complications  of  chronic  filariasis. 


Clinical  features 

The  clinical  manifestations  of  early  filaria- 
sis are  at  most  nonspecific,  and  are  often 
nonexistent.  There  is  usually  no  reaction 
to  the  first  infection  with  the  filarial  larva. 
After  sensitization  to  the  initial  parasitic 
invasion,  however,  re-exposure  to  the  toxic 
proteins  of  the  larvae  can  elicit  a systemic 
allergic  reaction.  Whether  or  not  this  is 
because  of  migration  of  the  larva  through 
the  human  being  is  unknown.  Since  so 
little  is  known  of  the  pathogenesis  of  the 
incubational  period,  there  are  few  studies 
of  the  clinical  findings  during  the  first 
few  years  of  infection.  It  is  apparent, 
however,  from  the  enormous  numbers  in- 
fected and  the  paucity  of  complaints  that 
early  clinical  manifestations  are  minor. 

However,  this  is  certainly  not  true  of  the 
clinical  picture  in  the  acute  or  chronic 
phase.  During  the  acute  period  of  several 
months  there  are  brief  attacks  separated  by 
weeks  of  total  remission.  Recurrent  lym- 
phangitis with  visible  red  streaking,  fever, 
headache,  myalgias,  and  conjunctivitis 


FIGURE  1.  Scrotal  enlargement  with  visible  |j| 
lymphatic  dilatation  of  the  skin  and  inguinal  ad-  jj 
enopathy  in  patient  with  filariasis.  I 

j 

are  common.  The  inguinal  or  axillary  ■ 
nodes  may  be  palpable  and  tender.  In  the  I 
male,  orchitis,  funiculitis,  and  epididymitis  I 
are  common,  and  scrotal  swelling  is  frequent. 

As  the  duration  of  attacks  increases,  per-  |l 
manent  deformities  may  be  manifest.  1 

Chronic  filariasis  is  seen  only  in  those  with  I 
repeated  attacks  of  acute  lymphangitis  and  || 
exposure  to  reinfection  for  many  years  in  j' 
an  area  where  the  disease  is  endemic.  The  ■ i 
transient  visitor  to  a filarial  region  can  be  i > 
reassured  that  he  will  develop  none  of  i 
the  deformities  of  chronic  wuchereriasis.  ' i 
Not  a single  case  of  elephantiasis  developed  ' 
in  the  15,000  soldiers  known  to  be  infected 
in  World  War  II,  as  their  exposure  to 
reinfection  was  less  than  three  years.  ' I 
The  physician  in  a temperate  climate,  * 

however,  must  be  prepared  to  detect  chronic  , j 
filariasis  in  immigrants,  in  citizens  with  , t 
long-term  residence  in  the  tropics  such  as  * 
seamen,  missionaries,  or  international  busi- 
nessmen, as  well  as  in  the  inhabitants  of 
Hawaii,  Puerto  Rico,  and  Samoa.  Several 
patients  seen  by  the  author  at  The  St. 
Vincent’s  Hospital  of  the  City  of  New  York  i 
demonstrate  presenting  manifestations  com-  • 
mon  in  chronic  filariasis. 

Case  reports 

Case  1.  This  patient,  an  eighteen-yeai’-old 
Negro  male,  had  come  to  the  United  States  I 
from  the  Dominican  Republic  four  months  before  1 
he  was  seen  in  the  outpatient  clinic.  He  cqm-  I 
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plained  of  an  enlarged  scrotum  and  said  that 
during  the  past  eight  years  he  had  had  multiple 
attacks  of  fever,  painful  red  streaking  of  the 
inner  thigh,  scrotal  tenderness,  and  swelling  of 
the  inguinal  nodes.  Many  older  residents  of 
his  slum  community  in  Ciudad  Trujillo,  he  said, 
had  swollen  legs. 

Physical  examination  revealed  bilateral,  non- 
tender, firm,  inguinal  adenopathic  swelling. 
The  scrotum  was  enlarged  (Fig.  1)  and  de- 
scended halfway  to  the  knees.  Visibly  dilated 
lymphatics  lined  the  scrotal  surface.  A hydro- 
cele 3 cm.  in  diameter  could  be  transilluminated 
on  the  right  side.  There  was  no  pedal  or  penile 
edema.  A phlebogram  showed  nothing  remark- 
able, and  an  attempted  lymphangiogram  was 
unsuccessful.  Circulating  microfilariae  were 
found  in  mvdtiple  night  blood  specimens. 

The  patient  was  treated  with  three  courses  of 
diethylcarbamazine  (Hetrazan),  in  doses  of  3 
mg.  per  kilogram  three  times  a day  for  twenty- 
one  days  each  month  over  a four-month  period. 
No  microfilariae  were  detectable  after  the  eighth 
day  of  diethylcarbamazine.  Because  of  severe 
I depression  about  his  appearance  and  increasing 
I doubt  about  his  fertility,  the  patient  underwent 
a hydrocelectomy  and  cosmetic  repair  of  the 
scrotal  sac  six  months  after  therapy  was  begun. 
The  hydrocele  fluid  appeared  more  turbid  than 
, that  usually  seen  in  a general  hospital,  but  no 
' microfilariae  were  found.  The  patient  has  since 
( been  drafted  into  the  Army  and  appears  per- 
I fectly  well. 


FIGURE  3.  Typical  elephantoid  leg  in  patient  with 
filariasis.  Thick,  fissured,  and  folded  (leather- 
like) skin  with  superficial  infection  is  characteristic. 


Case  2.  This  patient,  a forty-eight-year-old 
Negro  woman  from  Haiti,  sought  medical  advice 
because  of  persistent  “milky”  urine.  She  had 
emigrated  to  the  United  States  seven  years 
before,  and  had  been  cleared  in  a medical 
quarantine  examination.  However,  for  many 
years  she  had  noted  intermittent  appearances  of 
milky  urine  associated  with  weakness  and  back 
pain  but  was  unable  to  correlate  any  activity  or 
stress  with  the  onset  of  an  attack.  The  only 
pertinent  past  history  was  that  of  repeated 
inguinal  abscesses. 

The  physical  examination  revealed  nothing 
abnormal.  The  urine  was  cream-colored,  with 
a red  base  formed  on  standing  (Fig.  2).  The 
protein  content  of  the  urine  exceeded  4 Gm.  per 
twenty-four  hours  (normal  is  50  mg.).  Total 
lipid  content  was  0.35  Gm.  per  100  ml.  (normal 
is  0.0  Gm.),  and  free  fat  was  confirmed  by 
positive  Sudan  III  stain.  Microscopic  exami- 
nation revealed  microfilariae,  many  red  blood 
cells,  but  no  white  cells  or  casts.  An  intravenous 
pyelogram  . showed  no  abnormalities.  Circu- 
lating microfilariae  were  found  in  four  specimens 
of  night  blood.  The  patient  received  a twenty- 
one-day  course  of  diethylcarbamazine,  with 


May  1, 1963  / New  York  State  Journal  of  Medicine  1381 


FIGURE  4.  Thick  blood  smear  with  W.  bancrofti. 


prompt  clearing  of  both  chyluria  and  circulating 
microfilariae.  Retrograde  pyelography  failed 
to  demonstrate  any  pyelolymphatic  backflow. 
The  patient  refused  further  investigation  and 
was  lost  to  follow-up. 

Case  3.  This  thirty-four-year-old  Puerto 
Rican  woman  was  seen  in  the  clinic  because  of 
edema  of  the  feet  and  legs.  Figure  3 shows  the 
characteristic  appearance  of  edema  of  the  leg  in 
filariasis.  The  patient  had  emigrated  to  New 
York  City  from  a town  70  miles  noi’th  of  San 
Juan  five  years  previously.  She  recalled  multi- 
ple episodes  of  “phlebitis”  in  Puerto  Rico,  com- 
plicated in  several  instances  by  inguinal  ab- 
scesses. She  had  been  thoroughly  investigated 
in  renal  and  cardiac  clinics,  but  no  abnormalities 
had  been  detected.  Treatment  with  mercurial 
diuretics  had  been  ineffective.  Because  she 
came  from  a tropical  area,  she  was  referred  for 
investigation  for  parasitic  infection. 

The  only  positive  physical  finding  was  a 
brawny,  indurated,  nonpitting  edema  of  both 
legs  to  mid-calf  level.  Circulating  microfilariae 
were  not  demonstrable  on  routine  night  blood 
specimens.  However,  filariae  were  found  (Fig. 
4)  after  the  patient  was  exposed  to  forced  oxygen 
inhalation  and  the  night  blood  had  been  con- 
centrated by  wire  mesh  and  formaldehyde 
technics.  Bilateral  inguinal  calcifications  were 
seen  on  x-ray  examination.  Lymphography 
and  phlebography  were  both  unsuccessful 
because  of  the  thickness  of  the  patient’s  skin 
and  our  unwillingness  to  incise  the  legs  of  a 
young  woman  extensively.  Treatment  with 
diethylcarbamazine  failed  to  reduce  the  swelling. 
Microfilariae,  however,  could  no  longer  be 


detected.  The  patient  continues  under  con- 
servative treatment  and  wears  elastic  stockings. 

Almost  all  the  classic  signs  and  symptoms 
of  filariasis,  including  the  psychologic  de- 
pression of  Case  1,  were  manifest  in  these  3 
patients.  All  were  residents  in  a northern, 
cosmopolitan  city  but  had  lived  most  of 
their  lives  in  tropical  regions  where  filariasis 
is  endemic.  Thus  in  pursuing  the  diagnosis 
in  these  cases,  it  was  essential  to  be  aware  of 
filariasis  as  a possibility. 

Diagnosis 

Unfortunately,  the  diagnosis  of  filariasis 
is  often  difficult  to  confirm.  This  is  particu- 
leu’ly  true  in  two  important  groups:  in 

those  with  initial  recent  exposure  to  the 
infection  and  in  those  with  advanced 
disease.  A definitive  diagnosis  is  possible 
only  by  demonstrating  microfilariae.  As 
was  noted  earlier,  three  years  usually 
elapse  before  adult  worms  are  mature  and 
mate.  Thus  blood  smears  in  early  cases  are 
negative.  In  the  advanced  case  with  com- 
plete fibrosis  of  lymph  channels  and  calcifica- 
tion of  adult  worms,  microfilariae  either  are 
not  produced  or  cannot  escape  into  the 
general  circulation. 

Microfilariae  are  present  in  peripheral 
blood  in  large  numbers  only  between  9 p.m. 
and  2 a.m.  The  explanations  for  this 
nocturnal  periodicity  are  as  conjectural 
today  as  when  Manson  first  described  it  in 
1878.  The  theories  currently  propounded 
are  based  on  the  nocturnal  biting  habits  of 
the  Culex  mosquito,  the  oxygen  saturation 
of  the  active  versus  the  resting  lung  reservoir, 
and  physiologic  changes  in  the  reproductive 
cycle  of  the  female  Wuchereria  bancrofti. 
None  has  been  proved.  It  is  interesting 
to  note  that  the  reversal  of  a man’s  sleeping 
and  waking  schedule  will  reverse  the 
periodicity  of  the  filarial  migration. 

The  yield  of  microfilariae  can  be  aug- 
mented in  borderline  cases  by  increasing  the 
oxygen  saturation  of  the  blood  and  by 
filtering  the  blood  through  fine-pore  wire 
mesh.  Blood  may  be  preserved  for  morning 
examination  by  placing  1 cc.  of  blood  in 
9 cc.  of  a 2 per  cent  formalin  solution. 
The  smears  should  be  made  by  both  thick 
and  thin  technics,  and  both  unstained 
smears  and  smears  colored  by  Giemsa  stain 
should  be  prepared.  If  a specimen  is 
examined  immediately,  the  microfilariae 
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may  be  seen  thrashing  about  without 
progressive  movement.  They  are  cream- 
white  in  color  and  are  from  40  to  80  mm. 
in  length.  The  anatomic  features  dif- 
ferentiating W.  bancrofti  from  other  filariae 
can  be  found  in  any  standard  text  of  para- 
sitology but  since  they  are  complex,  a 
differential  diagnosis  should  be  attempted 
only  by  an  experienced  parasitologist. 

Ancillary  diagnostic  methods  are  de- 
pendent on  a specific  immunologic  response. 
The  complement-fixation  test  has  been 
extremely  satisfactory  in  some  hands,  while 
others  have  been  unable  to  isolate  a specific 
antigenic  preparation.  Although  a skin 
test  has  been  of  value  in  survey  studies, 
conflicting  reports  have  appeared  as  to  its 
value  in  the  patient  with  the  multiple 
parasitic  infestation  so  common  in  the 
tropics.  In  many  cases,  therefore,  a clinical 
picture  compatible  with  filariasis,  coupled 
with  a history  of  long  exposure  in  an  area 
where  the  disease  is  endemic,  must  serve 
as  a basis  for  therapy  even  if  the  results  of 
the  laboratory  diagnostic  tests  are  incon- 
clusive. 

Treatment 

Diethylcarbamazine  is  the  drug  of  choice 
in  the  treatment  of  filariasis.  Introduced  in 
1947,  it  has  revolutionized  the  therapy  and 
prognosis  of  the  disease.  The  recommended 
dosage  of  3 mg.  per  kilogram  thrice  daily 
for  three  weeks  wUl  eliminate  all  circulating 
microfilariae  and  have  at  least  an  incapacitat- 
ing, if  not  lethal,  effect  on  the  adult  worms. 
There  are  no  serious  toxic  reactions  to  the 
drug,  but  mild  side-effects  such  as  nausea, 
vomiting,  slight  fever,  transient  urticaria, 
and  eosinoplulia  are  common.  Treatment 
should  not  be  discontinued  if  mild  side-efiFects 
occur.  The  drug  wiU  not  affect  the  elephan- 
tiasis of  advanced  cases. 

Supportive  measures  are  essential  in 
therapy  of  the  filarial  patient.  Elastic 
stockings,  exercise,  and  careful  hygiene  are 
necessary  measures  to  prevent  the  break- 
down and  secondary  infection  of  elephantoid 
limbs.  Plastic  surgical  treatment  of  the 
involved  extremities  is  fraught  with  the 
danger  of  infection,  and  healing  is  rarely 
successful  because  of  the  chronic  dermal 
edema  and  epidermal  atrophy  that  are 
present. 

Scrotal  resection  and  surgical  correction  of 


hydroceles  as  described  in  Case  1 are 
advisable  after  chemotherapy  has  been 
completed.  Recent  evidence  indicates  that 
the  cause  of  the  scrotal  edema  is  more 
inflammatory  than  obstructive  in  character. 
Thus  reaccumulation  of  swelling  should  not 
occur  if  adequate  chemotherapy  is  ad- 
ministered and  reinfection  does  not  occur. 
Reassurance  of  male  patients  as  to  their 
virility  and  potential  fertility  is  often  of 
paramount  importance.  Psychiatric  assist- 
ance often  may  be  advisable. 

There  is  no  satisfactory  treatment  for 
chyluria.  Although  strict  bed  rest  and 
elevation  of  the  foot  of  the  bed  are  advised, 
there  is  no  convincing  reason  why  these 
practices  should  be  effective,  and  they  have 
had  no  appreciable  impact  on  the  course  of 
patients  with  chyluria  under  our  care. 
Instrumentation  will  exacerbate  an  attack, 
and  the  surgical  stripping  of  the  perinephric 
lymphatics  does  more  harm  than  good. 
Patients  with  chyluria  can  lose  large 
amounts  of  fat  as  well  as  significant  quanti- 
ties of  blood.  Adequate  dietary  protection 
should  therefore  be  initiated. 

Frontiers:  modern  technics  in  the 
study  of  filariasis 

Our  knowledge  of  filariasis  is  incomplete. 
There  are  many  reasons  for  this,  some  of 
them  inherent  in  the  nature  of  the  disease. 
Some  of  the  most  important  causes,  how- 
ever, for  the  great  gaps  in  our  understanding 
of  a malady  affecting  hundreds  of  millions 
of  people  were  cited  in  the  editorial  that 
introduced  this  series.  The  pressures  of  the 
enormous  population  of  iU  persons,  the  lack 
of  weU-trained  investigators  and  tech- 
nicians and  of  financial  support,  and  the 
inadequacy  of  outmoded  research  equipment 
have  often  prevented  physicians  in  tropical 
areas  from  clarifying  our  hazy  knowledge  of 
prevalent  tropical  diseases. 

Yet  in  our  society  research  is  encouraged 
and  supported  with  extraordinary  facilities 
and  financial  aid,  and  the  thorough  investiga- 
tion of  a single  patient  with  filariasis  by 
modern  methods  may  provide  a fact  that 
can  elucidate  the  pathogenesis  of  the  entire 
disease.  Lymphangiography,  for  example, 
might  settle  the  question  of  the  role  of 
perilymphatic  reflux  or  perinephric  lym- 
phatic ruptiue  in  patients  with  chyluria. 
Lymphangiography  may  also  contribute  to 
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our  understanding  of  how  scrotal  edema 
occurs  in  the  absence  of  pedal  edema  when 
the  ultimate  drainage  of  both  is  into  the 
para-aortic  lymph  channels.  Fractionation 
by  complex  biochemical  tests  may  indicate 
the  quality  and  cause  of  the  fat  in  chylous 
urine.  Electron  microscopy  could  provide 
clues  to  the  pathologic  changes  in  the 
peripheral  lymphatics  in  early  filarial  in- 
fection, and  immunochemical  technics  and 
the  use  of  fluorescent  antibodies  might 
serve  as  the  basis  for  a much-needed  in- 
direct test  of  infection. 

4 St.  Pancras  Way,  London,  N.W.l 
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A™  o.  CO.PUS  cauosu.  . a 

! rather  uncommon  congenital  anomaly  of  the 
I brain.  Approximately  200  cases  have  been 
I reported  since  this  condition  was  first-  de- 
! scribed  by  Reil  in  1812. 

Phylogenetically  the  corpus  caUosum  is 
! the  most  recently  developed  of  the  three 
I longitudinal  commissures  of  the  forebrain. 

I Its  presence  in  higher  mammals  allows  this 
class  to  be  divided  into  two  subclasses,  the 
callosal  and  the  acaUosal  mammals.  It  is 
little  more  than  a thin  membrane  in  the 
lowest  group  of  caUosal  mammals.  The 
increase  in  size  of  the  corpus  callosum  as  one 
ascends  through  the  higher  groups  of  mam- 
mals is  directly  proportional  to  the  amount 
of  gray  matter  which  is  present  in  the  cere- 
bral hemispheres.  This  is  in  conformity 
I with  its  function  of  carrying  fibers  from  the 
I cerebral  cortex  of  one  hemisphere  to  the 
cortex  of  the  opposite  side. 

In  the  hmnan  fetus  the  corpus  callosum 
first  appears  in  the  third  month  as  a thicken- 
ing on  the  dorsal  aspect  of  the  lamina  termi- 
I nalis.  This  bulge  gives  rise  to  the  corpus 
j caUosum  and  the  hippocampal  commissure. 

! The  anterior  portion  of  the  corpus  callosum 
I develops  first  and  is  situated  on  the  superior 
1 pole  of  the  lamina  terminalis.  It  then  grows 
; posteriorly  in  contact  with  the  developing 

I 


hippocampal  commissure.  As  it  does  so,  it 
carries  beneath  it  the  septum  peUucidum. 
Development  is  not  complete  until  the  fifth 
month.  It  can  be  readily  appreciated  that 
any  arrest  in  growth  of  the  corpus  callo- 
sum wiU  be  associated  with  abnormalities  of 
these  surrounding  structures  which  develop 
at  the  same  time  and  along  with  it. 

Case  report 

A forty-eight-year-old  man  was  admitted 
to  Kings  Coimty  Hospital  in  April,  1961, 
following  a grand  mal  seizure.  There  was 
no  history  of  neurologic  disorder  in  the 
family  which  included  four  siblings.  The 
patient  had  a normal  childhood  and  a gram- 
mar school  education.  He  began  working  in 
his  teens  and  held  successive  jobs  with  in- 
creasing responsibility.  After  serving  in  the 
Army  during  World  War  II  he  worked 
steadily  until  some  time  after  1950.  He 
then  began  to  drink  and  his  employment 
record  became  sporadic.  However,  he  was 
in  good  health  and  was  never  hospitalized 
before  1961.  Physical  and  neurologic  ex- 
aminations on  admission  revealed  negative 
findings. 

Bilateral  angiograms  revealed  no  ab- 
normality on  the  antero-posterior  views. 
On  the  lateral  views  it  was  noted  that  the 
anterior  cerebral  arteries  had  lost  their  normal 
anterior  and  posterior  curves.  Instead, 
these  vessels  coursed  directly  superiorly. 
There  was  no  evidence  of  pressure  on  them. 
The  pericallosal  branches  appeared  lower 
than  usual.  In  the  lateral  venous  phase  the 
internal  cerebral  vein  was  elevated.  These 
findings  were  felt  to  be  diagnostic  of  agenesis 
of  the  corpus  callosum.  A pneumoenceph- 
alogram confirmed  this  impression  (Fig. 
1). 

The  patient  was  placed  on  DUantin 
therapy  and  had  no  further  seizures  during 
the  following  two  weeks  in  the  hospital.  He 
was  readmitted  to  the  hospital  in  July  and 
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FIGURE  1.  (A)  Right  lateral  carotid  angiogram.  Anterior  cerebral  artery  (arrows)  ascends  directly  supe- 
riorly. It  is  more  posteriorly  situated  than  normal  and  has  lost  its  inferior  and  superior  curves.  Appearance 
was  same  on  opposite  side.  (B)  Left  anteroposterior  carotid  angiogram.  Vessels  appear  normal.  (C) 
Venous  phase  of  right  carotid  angiogram.  Internal  cerebral  vein  (arrows)  is  higher  than  normal.  (D) 
Posterior-anterior  view  of  pneumoencephalogram  demonstrating  typical  appearance  of  agenesis  of  corpus 
callosum  with  third  ventricle  lying  between  lateral  ventricles  and  superior  portions  of  lateral  ventricles 
spread  apart. 


again  in  August,  1961,  because  of  grand  mal 
seizures.  On  the  last  admission  he  was 
drowsy,  disoriented,  and  exhibited  a right 
hemipairesis  with  a right  Babinski  toe  sign. 
The  patient  gradually  became  alert  and 
oriented,  and  the  abnormal  neurologic  find- 
ings disappeared. 

Comment 

The  pneumoencephalographic  findings  in 
this  condition  have  been  described  by  Gutt- 
mann,i  Davidoff  and  Dyke,^  and  Hyndman 


and  Penfield.^  Mauer'*  was  the  first  to  de- 
scribe the  angiographic  findings.  A more 
complete  description  was  given  by  Sheldon 
and  Peyman.®  Approximately  10  cases 
have  been  reported  thus  far  with  angio- 
graphic findings. 

In  air  studies  the  characteristic  finding  of 
agenesis  of  the  corpus  caUosum  is  a wide 
separation  of  the  lateral  ventricles  on  the 
anteroposterior  view.  In  addition,  the  su- 
perior portions  of  the  ventricles  have  a 
pointed  appearance  rather  than  a normal 
flat  roof.  This  is  because  of  the  absence  of 
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the  corpus  callosum  which  normally  restricts 
the  upward  expansion  of  the  ventricles  and 
molds  their  shape.  The  third  ventricle  is 
dilated  and  lies  between  the  lateral  ventricles 
rather  than  beneath  them.  On  the  lateral 
view  the  air  in  the  upper  portion  of  the  third 
ventricle  may  be  seen  to  overlie  the  air  in  the 
lateral  ventricles. 

When  carotid  angiography  is  performed, 
the  anterior  cerebral  artery  appears  in  nor- 
mal position  on  the  anteroposterior  view, 
however,  on  the  lateral  view  this  vessel  does 
not  demonstrate  its  normal  inferior  and 
superior  curvatures.  Rather,  it  ascends  in  a 
straight  fashion  from  the  region  of  the  C£u*otid 
bifurcation.  Its  pericallosal  branch  runs  pos- 
teriorly in  an  aimless  fashion.  In  the  lateral 
venous  phase  the  internal  cerebral  vein, 
which  rims  in  the  roof  of  the  third  ventricle, 
is  seen  to  be  in  a higher  position  than  normal. 
In  addition,  on  the  anteroposterior  view  this 
vein  is  displaced  laterally  from  its  normal 
midline  position. 

The  existence  of  a syndrome  of  the  corpus 
callosum  proposed  by  Alpers  and  Grant* 
has  been  denied  by  other  authors.  The 
appearance  of  convulsions  and  mental  re- 
tardation in  young  children  with  this  con- 
dition is  believed  to  be  caused  by  associated 
abnormalities. It  is  more  difficult  to 
explain  those  cases  in  which  convulsions 
first  appeared  at  from  twenty  to  thirty  years 
of  age.*®  If  congenital  malformations  are 
to  be  symptomatic,  they  should  be  so  at  a 
relatively  early  age.  Several  cases  have 
been  found  at  autopsy  of  individuals  who 
had  led  normal  lives.  *^  ** 

Hankinson  and  Amador*®  have  reported 
the  appearance  of  convulsions  at  forty-six 
years  of  age  in  an  alcoholic  male  with 
agenesis  of  the  corpus  callosum.  It  is  pos- 
sible that  in  our  case  the  convulsions  were 
caused  by  chronic  alcoholism  rather  than 
by  the  cerebral  abnormality.  However,  it 
is  apparent  that  the  presence  of  agenesis  of 
the  corpus  callosum  cannot  be  excluded  on 
the  basis  of  age  alone  in  patients  who  pre- 
sent symptoms  of  convulsive  disorders. 


Summary 

A case  of  agenesis  of  the  corpus  callosum 
with  angiographic  and  pneumoencephalo- 
graphic  findings  has  been  presented.  This 
case  is  unusual  in  that  convulsions  first  ap- 
peared at  the  age  of  forty -six  years  in  an 
otherwise  normal  male.  These  convulsions 
may  have  been  caused  by  chronic  alcoholism 
and  not  by  the  congenital  abnormality. 
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Low-Dose 

Fluororadiography 
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A FLUOROSCOPIC  IMAGE  intensifier  was  orig- 
inally suggested  in  our  radiologic  installation 
to  expedite  the  localization  of  tumors  in 
planning  radiotherapy,  but  this  intensifier 
has  proved  so  practical  that  it  has  replaced 
all  conventional  diagnostic  fluoroscopy  in 
our  office. 

Function 

A 9-inch  image  intensification  tube  with  a 
brightness  gain  of  3,000  times  provides  a 
considerable  saving  in  x-ray  dose  to  patients 
and  fluoroscopists.  Similar  great  ad- 
vantage in  dose  reduction  can  be  obtained 
by  supplanting  conventional  spot  filming 
by  the  use  of  a still  camera  to  photograph 
the  output  phosphor  of  the  image  intensifica- 
tion tube.  In  our  device  still  cameras  were 
mounted  on  an  image  intensifier  and  syn- 
chronized to  make  spot  films  of  the  output 
phosphor  at  doses  one  tenth  to  one  fiftieth 
of  the  amount  of  radiation  required  in  con- 
ventional spot  filming.  This  could  be  a 
highly  significant  factor  in  the  reduction 
of  population  radiation  dose  from  medical 
diagnostic  x-rays,  since  fluoroscopy  rep- 
resents one  of  the  greatest  contributions  to 
medical  x-ray  exposure. 

In  the  design  of  this  spot  filming  setup 
with  still  cameras,  a 9-inch  Keleket  image 
intensification  tube  (Thompson-Houston) 
with  a gain  of  3,000  times  was  adapted  to 
the  spot  filming  tower  of  an  x-ray  table 
(Fig.  1).  The  conventional  optical  system 

Presented  at  the  Eastern  Conference  of  Radiologists, 
Waldorf-Astoria  Hotel,  New  York  City,  March  31,  1962. 


on  the  intensifier  tube  is  used  for  viewing 
the  image  during  the  course  of  fluoroscopy. 
Directly  above  the  aperture  of  the  image 
intensification  tube  housing  there  is  mounted 
a freely  moving  slide  with  two  Hasselblad 
superwide  cameras  looking  at  the  output 
phosphor.  This  type  of  camera  was  selected 
because  the  film  size,  2V4-inch  square,  is 
large  enough  to  view  without  magnifying 
lens  and  because  its  film-holding  cassettes 
are  precision-made,  easily  handled,  and 
readily  interchangeable.  Twelve  exposures 
are  made  on  each  roll  of  120  film.  The  cam- 
eras have  external  motors  and  electrical 
circuitry  attached  to  their  mounts  to  pro- 
vide automatic  fihn  advance  immediately 
after  an  exposure  has  been  made.  Two 
cameras  were  mounted  to  permit  the  use  of 
two  different  focal  length  lenses.  One 
camera  has  a lens  which  covers  the  full 
diameter  of  the  output  phosphor,  thereby 
seeing  a maximum  anatomic  diameter  of  9 
inches.  The  second  camera  has  a longer 
focal  length  lens  which  sees  only  the  central 
portion  of  the  output  phosphor  correspond- 
ing to  a maximum  anatomic  area  of  4Vi 
inches  in  diameter.  The  first  camera  is  used 
for  filming  regions  under  examination,  while 
the  second  one  is  used  primarily  for  “spot 
radiography.” 

An  exposure  is  made  by  first  actuating 
the  radiographic  fluoroscopic  changeover 
by  a toggle  switch.  This  switch  also  moves  a 
mirror  out  of  the  path  of  the  output  phos- 
phor and  replaces  it  with  a reflecting  and 
transmitting  mirror.  When  the  actual 
exposure  is  made  by  pressing  a foot  switch, 
the  KV  and  MA  changeovers  are  controlled 
in  a conventional  manner.  The  time  of  the 
exposure  is  controlled  automatically  by  a 
photo  timer  which  uses  the  photo-cathode 
current  of  the  image  intensification  tube 
as  the  exposure  guide.  During  fluoroscopy 
through  the  image  intensifier  the  choice  of 
cameras  is  made  by  the  fluoroscopist.  The 
camera  slide  is  moved  easily  by  hand. 
Microswitches  and  suitable  circuitry  energize 
the  proper  film-winding  motor  automati- 
cally. The  cassettes  are  loaded  and  removed 
by  a technician,  and  the  film  is  developed 
in  a conventional  x-ray  developer  and  tanks. 
Other  devices  to  make  spot  films  photo- 
graphically are  becoming  available,  but 
these  use  stiU  cameras  of  70-mm.  film  size, 
and  they  have  only  one  focal  length  avail- 
able. In  comparison  with  cineradiography, 
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FIGUREl.  Image  intensification  tube  (1)  mounted  on  spotfilmingtower  (2).  System  of  lenses  and  mirrors 

(6)  displays  image  of  image  intensifier’s  output  phosphor  on  viewing  mirror  (9).  When  toggle  switch  is  ac- 
tivated, image  of  output  phosphor  is  “seen”  by  cameras,  either  short  focal  length  (3)  or  long  focal  length  (4). 
Cameras  may  be  selected  by  moving  slide  (5)  to  proper  position.  Ionization  chamber  (8)  and  electrometer 

(7)  are  used  for  measuring  radiation  exposure. 


still  photographs  of  the  output  phosphor 
require  more  radiation  for  each  exposure 
because  of  the  longer  focal  length  of  the 
lens  and  the  larger  film  size;  the  smaller 
film  size  of  the  cineradiograph  permits  the 
use  of  larger  apertures  and  more  efficient 
optical  systems. 

The  reduction  of  the  intensity  of  radiation 
from  one  tenth  to  one  fiftieth  of  the  required 
intensity  with  conventional  methods  means 
that  less  exposure  is  used  in  making  a full 
set  of  spot  films  with  still  photography  of 
the  image  intensification  output  phosphor 
than  in  making  a single  spot  film  exposure 
with  conventional  methods.  The  unit  we 
use  has  optional  conventional  spot  filming 
and  still  camera  filming  through  the  image 
intensifier.  Measurements  were  made  of 
entrance  and  exit  doses  in  patients  and 
phantoms  during  the  course  of  spot  filming. 
These  measurements  were  made  with  the 
sensitive  portable  electrometer,  Model  37A, 
made  by  Electronics  Instruments,  Ltd., 
of  England.  With  a 20-cm.  phantom  the 


TABLE  I.  Spot  film  dosage  (example  with  20  cm. 
phantom) 


With 

Dosage  Con-  Image 

ventional  Intensifier 


Entrance  dose 

(at  table  top)  (mr.) 
Exit  dose 

265 

5 

8 

(under  screen)  (mr.) 
Factors 

7 

0.3 

0.6 

Kilovolt 

90 

75 

90 

Time  (seconds) 

1/10 

1/10 

1/10 

Milliampere 

200 

17 

17 

entrance  and  exit  doses  (Table  I)  during 
conventional  spot  filming  are  265  and  7 mr. 
respectively.  With  the  image  intensification 
tube,  the  entrance  dose  is  8 mr.,  while  the 
exit  dose  is  0.6  mr. 

During  fluoroscopy  with  conventional 
equipment  and  conventional  factors  the 
usual  entrance  dose  rate  at  the  table  top 
between  the  patient  and  the  tube  is  6 r per 
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FIGURE  2.  (A)Tumor  of  ascending  colon  on  spot  film  made  with  300-mm.  lens  during  barium  enema  exam- 
ination, (B)  spot  film  of  upper  esophagus,  and  (C)  loops  of  small  bowel  on  spot  film  to  show  detail  obtained 
with  described  device. 


minute.  The  usual  dose  rate  with  the 
image  intensifier  is  0.3  r per  minute,  rep- 
resenting a diminution  of  radiation  of  20 
times.  The  Sanitary  Code  of  the  State 
of  New  York  advises  a dose  rate  at  the  table 
top  of  10  r per  minute  or  less. 

Some  of  the  practical  aspects  of  this  type 
of  fluoroscopy  and  spot  filming  seem  highly 
advantageous.  To  the  physician  the  long 
time  required  for  dark  adaptation  for  effi- 
ciency in  fluoroscopy  is  practically  elim- 
inated. What  real  saving  this  would  be 
for  aU  those  radiologists  dark-adapting 
every  morning  with  their  red  glasses  which 
keep  them  almost  “out  of  this  world!” 
The  teaching  of  radiology  is  made  simpler, 
too,  if  adaptation  and  deep  darkness  become 
unnecessary.  A light  fluoroscopy  room  also 
reduces  patient  anxiety. 

The  question  of  whether  or  not  one  sees 
more  in  an  image  intensifier  is  hard  to 
answer.  Objectively,  there  may  be  some 
difficulty  in  substantiating  the  better  delin- 
eation of  anatomic  structures,  but  sub- 
jectively there  is  no  question  that  this  is  true. 
The  feeling  that  the  fluoroscopist  gets  of 
seeing  more  has  its  dividends  and  decreases 
the  exposure  to  the  patient  in  still  another 
way.  The  confidence  of  the  fluoroscopist 
modifies  his  regular  filming  and  may  make 
him  satisfied  with  fewer  additional  exposures 
on  conventional-sized  films  in  barium-meal 
and  barium-enema  examinations. 

Existing  problems 

There  are  problems  associated  with  this 
method  of  still  camera  spot  filming  of  the 
output  phosphor.  Selection  of  the  ap- 
propriate film  in  the  amateur  120  size  has 


been  a difficulty.  The  easily  available  types 
of  high-speed  film  are  low  in  contrast.  Some 
film  with  apparent  good  contrast  has  been 
too  slow.  Of  the  amateur  films  Eastman 
Kodak  Tri-X  has  been  acceptable  because 
of  its  high  speed,  but  its  contrast  is  low. 
Gaevert  has  made  available  Scopix  G,  a 
green  sensitive  photofluorographic  emulsion 
which  has  high  contrast  but  is  somewhat 
slower  in  speed.  Contrast  and  speed  have 
also  been  functions  of  the  types  of  develop- 
ment, and  our  experience  leads  us  to  believe 
that  a conventional  x-ray  developer  is  equal 
to  or  better  than  available  amateur  “souped- 
up”  developers. 

Other  problems  in  the  design  of  a unit 
which  films  the  output  phosphor  at  two 
different  magnifications  have  concerned 
the  lens  systems.  In  the  short  focal  length 
camera,  a 200-mm.  lens  has  been  found 
suitable,  while  an  Artar-type  300-mm.  lens 
is  useful  in  the  long  focal  length  “spot  film” 
camera.  The  effective  aperture  of  the  op- 
tical systems  in  this  setup  is  f 11.  Spherical 
aberration  in  the  optical  system  was  the 
most  difficult  error  to  overcome. 

Resolution  and  contrast  of  the  image  were 
measured  with  a test  pattern.  The  resolu- 
tion and  contrast,  as  seen  in  the  mirror- 
viewing system  dirring  image  intensity 
fluoroscopy  of  the  test  pattern,  were  equaled 
or  bettered  on  the  still  photograph  of  the 
same  image.  The  system  resolved  35  to 
40  line  pairs  per  inch  and  registered  contrast 
at  a 5 per  cent  level.  The  limitation  in 
resolution  appears  to  be  in  the  image  on  the 
output  phosphor  rather  than  in  the  still 
photography  unit.  Examples  of  spot  films 
made  with  the  300-mm.  lens  camera  are 
reproduced  in  Figure  2 to  show  detail 
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obtainable  in  barium  meal  and  barium 
enema  examinations. 

In  considering  the  hazards  of  radiation 
in  general,  the  somatic  effect  of  radiation 
at  diagnostic  dose  levels  is  not  believed  to 
be  of  significance,  but  even  these  low  levels 
of  dose  in  diagnostic  x-ray  examinations 
may  represent  a genetic  hazard.  If  the  use 
of  image  intensification  could  decrease  the 
fluoroscopic  dose  and  spot  filming  dose  to 
gonads  by  a factor  of  one-tenth  to  one- 
fiftieth  as  has  been  experienced  with  the 
described  device,  this  could  represent  an 
appreciable  lowering  of  gonadal  dose.  The 
future  promises  even  greater  reductions 
in  dose  by  recording  spot  films  at  the  same 


Widows  in  the  U.S. 

Currently,  more  than  half  a million  wives  are 
widowed  annually  in  the  United  States,  ac- 
cording to  the  statisticians  of  Metropolitan  Life 
Insurance  Company.  There  are  now  well  over 
8 million  widows  in  the  country,  and  it  is  ex- 
pected that  their  total  will  continue  to  rise 
rapidly. 

Widows  in  the  population  have  been  out- 
numbering widoweis  by  a continuously  in- 
creasing margin.  The  reasons  for  this  are  the 
higher  mortality  among  men  and  the  higher 
remarriage  rate  among  widowers.  At  present, 
the  ratio  of  widows  to  widowers  is  four  to  one. 
About  fifty  years  ago,  it  was  a little  more  than 
two  to  one. 


exposure  levels  and  radiation  intensity 
required  of  image  intensification  fluoroscopy. 

Summary 

Image  intensification  fluoroscopy  with 
spot  filming  by  photographing  with  a stiU 
camera  the  image  of  the  output  phosphor 
decreases  radiation  dose  by  a factor  of  10 
to  50.  Subjective  evaluation  of  this  method 
suggests  it  is  most  likely  better  and  certainly 
not  inferior  to  conventional  methods  of 
fluoroscopy  and  spot  filming.  The  reduction 
of  radiation  dose  to  patient  and  physician 
by  the  use  of  such  devices  appears  signifi- 
cant as  far  as  genetic  effects  of  radiation 
are  concerned. 


As  age  advances,  widows  represent  a sharply 
increasing  proportion  of  the  female  population. 
For  example,  about  10  per  cent  of  all  women  at 
ages  forty-five  through  fifty-four  are  widows. 
This  proportion  rises  to  more  than  44  per  cent 
among  women  at  ages  sixty-five  to  seventy-four 
and  to  about  69  per  cent  at  ages  seventy-five 
and  over.  It  should  be  noted,  however,  that  a 
large  number  of  newly  widowed  women  still  are 
in  the  middle  years.  Thus,  of  the  550,000  new 
widows  in  1961  about  90,000  of  them  were  under 
age  forty-five. 

Economically,  widows  often  face  serious  prob- 
lems. These  are  especially  acute  for  widows 
under  sixty-five,  many  of  whom  have  the  re- 
sponsibility of  caring  for  dependent  children. 
Half  of  the  widows  at  these  ages  are  employed  or 
are  seeking  work.  Altogether,  nearly  one  third 
of  all  widows  are  in  the  labor  force. 
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P ERiANAL  ULCERS  are  usually  due  to 
local  factors,  probably  of  traumatic  origin. 
At  certain  times,  an  infectious  agent  may 
cause  or  aggravate  the  formation  of  these 
ulcers. 

The  purpose  of  this  report  is  to  describe 
a case  of  perianal  ulcer  due  to  beta  hemolytic 
Streptococcus  group  A,  to  emphasize  the 
importance  of  early  diagnosis  and  appropri- 
ate therapy. 

Case  report 

A twenty-four-year-old  salesman  was  ad- 
mitted to  the  Jewish  Hospital  of  Brooklyn 
on  April  15,  1962,  because  of  a three-day 
history  of  bilateral  groin  pain  and  perianal 
discomfort.  The  pain  in  the  groins  had 
become  progressively  more  severe  and 
twenty-four  hours  before  admission  was 
accompanied  by  malaise,  nausea,  and  vomit- 
ing. The  patient’s  bowel  habits  have  always 
been  irregular,  but  he  had  never  required 
any  laxative. 


His  physical  examination  on  admission 
revealed  an  acutely  ill,  somewhat  dehydrated 
white  male,  who  complained  of  severe  pain 
in  both  inguinal  regions  which  prevented 
him  from  standing  erect.  His  temperatiure 
was  101.4  F.  and  his  pulse  100.  There 
were  bilateral,  extremely  tender,  large 
inguinal  nodes.  There  was  a deep  ulcer 
with  a clean  base,  located  posterior  to  the 
anal  orifice.  The  ulcer  was  elliptical  and 
about  1 inch  in  length  (Fig.  1).  Digital 
rectal  examination,  although  associated  with 
marked  discomfort,  did  not  reveal  any 
abnormalities.  Sigmoidoscopy  also  was 
within  normal  limits. 

Laboratory  data  included  a hemoglobin 
of  13.5  Gm.  per  100  ml.  and  a white  cell 
count  of  11,550,  with  89  per  cent  neutrophils. 
The  blood  VDRL  test  gave  negative  results. 
Blood  and  urine  cultures  were  sterile. 
X-ray  films  of  the  chest  and  abdomen  showed 
negative  findings.  A dark-field  preparation 
of  scrapings  from  the  ulcer  failed  to  reveal 
any  spirochetes. 

The  perianal  ulcer  did  not  respond  to 
local  anesthetic  agents,  stool  softeners, 
and  sitz  baths.  Two  days  after  admission, 
the  area  around  the  ulcer  became  ery- 
thematous, and  a large  vesicle  with  a red 
halo  appeared  on  the  right  buttock  (Fig.  2). 
On  the  third  hospital  day,  the  report  of  a 
culture  taken  of  the  perianal  ulcer  on  ad- 
mission became  available  and  revealed  a 
pure  growth  of  beta  hemolytic  Streptococcus 
group  A.  The  patient  was  started  im- 
mediately on  500  mg.  of  phenethiciUin 
potassium  every  six  hours.  Within  forty- 
eight  hours  the  perianal  erythema  had  de- 
creased, and  the  inguinal  nodes  were  no 
longer  tender. 

The  patient  was  then  discharged  to 
continue  the  phenethiciUin  potassium  medi- 
cation. Three  days  later  the  vesicle  on  the 
buttock  had  dried  up,  and  there  was  no 
further  perianal  erythema.  One  week  later, 
and  nine  days  after  the  onset  of  therapy, 
the  perianal  ulcer  had  healed,  and  the  in- 
guinal lymph  nodes  were  smaU  and  non- 
tender. Therapy  was  maintained  at  the 
initial  dosage  for  fourteen  days.  FoUow-up, 
three  weeks  later,  revealed  a normal  perianal 
area. 

Several  cultures  of  the  nose  and  throat 
of  the  patient  and  his  wife,  taken  diu’ing  his 
hospital  stay,  failed  to  grow  any  beta 
hemolytic  Streptococcus  group  A. 
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FIGURE  1.  Ulcer  located  posterior  to  anal  orifice 
(arrow). 


Comment 

A perianal  ulcer  is  one  located  in  proxinaity 
to  the  anus,  in  contrast  to  an  anal  fissure 
which,  by  definition,  is  an  elliptical  ulcer 
which  is  situated  on  the  anal  verge  and 
extends  as  far  as  the  anal  valves.  * 

The  etiology  of  both  types  of  ulcers  is 
not  known,  although  anal  fissures  have 
been  attributed  to  venous  engorgement 
occurring  during  the  strain  of  defecation. 
Local  trauma  may  cause  both  types  of 
ulcer.  Infection  may  play  two  roles,  either 
initiating  an  ulcer  or  aggravating  one  al- 
ready present. 

The  symptoms  of  both  conditions  are 
quite  similar,  with  a burning  pain,  worse 
on  defecation,  the  most  common  complaint. 

* Turell,  R.:  Diseases  of  the  Colon  and  Anorectum, 

Philadelphia.  W.  B.  Saunders  Company,  1959,  vol.  2,  page 
922. 


FIGURE  2.  Large  vesicle  with  red  halo  on  right 
buttock. 


The  marked  local  inflammatory  reaction 
and  regional  lymphadenopathy,  in  the 
present  case,  suggest  an  early  primEiry 
bacterial  invasion.  The  source  of  the  in- 
fection was  not  determined.  Beta  hemolytic 
Streptococcus  group  A may  spread  by 
droplets  or  by  direct  contact  from  infected 
persons  or  immune  carriers.  The  rapid 
healing  that  occurred  when  specific  anti- 
biotic therapy  was  initiated  would  indicate 
that  early  determination  of  the  bacterial 
flora  of  perianal  ulcerations  is  extremely 
important. 

Summary 

A case  of  perianal  ulceration  with  isolation 
of  a beta  hemolytic  Streptococcus  group  A 
from  the  lesion  was  presented.  Etiology, 
symptomatology,  and  therapy  of  perianal 
ulcers  was  discussed. 
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Imipramine  Hydrochloride 
Intoxication 


T HE  FOLLOWING  INCIDENTS  Were  reported 
recently  to  the  New  York  City  Poison 
Control  Center. 

Incident  1 

Type  of  Poison  Age  Sex 

Imipramine  hydrochloride  4 years  Female 

The  Poison  Control  Center  was  called  by 
a pharmacist  from  Queens  Coimty  relating 
to  a massive  ingestion  of  imipramine  hy- 
drochloride by  a four-year-old  child.  Emesis 
and  hospitalization  were  advised.  Soon 
thereafter  a physician  from  the  hospital 
called  inquiring  about  the  management  of 
such  a poisoning. 

On  admission  to  the  hospital  the  patient 
was  dyspneic,  cyanotic,  convulsing,  and 
comatose.  Laboratory  findings  showed  a 
1 plus  albuminuria  and  100  red  blood 
cells  per  high -power  field. 

The  epidemiologic  investigation  revealed 
that  the  child  had  swallowed  forty  imipra- 
mine hydrochloride  tablets  of  25  mg.  each. 
At  first  the  child’s  mother  thought  that  her 
other  child  had  swallowed  the  pills,  and 
that  child  was  rushed  to  the  hospital  for  a 
stomach  lavage.  About  one  hour  later  the 
other  child  collapsed  and  went  into  a 
generalized  convulsion.  This  child  was  then 
also  brought  to  the  hospital  where  a gastric 
lavage  was  carried  out.  The  child  was  in  a 
state  of  collapse  with  respiratory  distress. 
Intravenous  fluids  were  started  and  the 


patient  received  oxygen  therapy.  The 
convulsions  were  treated  with  intravenous 
amobarbital  sodium.  The  convulsions  were 
recurrent,  and  later  paraldehyde  was  used. 
An  electrocardiogram  revealed  ventricular 
tachycardia  for  which  procainamide  hydro- 
chloride (Pronestyl)  was  prescribed. 

The  following  day  the  child  showed 
marked  improvement,  resulting  in  her 
removal  from  oxygen  therapy.  After  six 
days  of  hospitalization  the  patient  made  a 
complete  recovery. 

A similar  case  was  reported  recently  in  the 
pediatric  literature.  Alajem  and  Albagli* 
report  a case  of  severe  imipramine  hydro- 
chloride poisoning  in  an  eighteen-month- 
old  female  who  ingested  fifteen  to  twenty 
tablets  of  25  mg.  each.  On  admission  to  the 
hospital  the  child  was  apparently  in  good 
general  condition,  behaved  normally,  and 
was  fully  conscious.  A gastric  lavage  was 
done  immediately.  Half  an  hour  later  there 
was  a sudden  loss  of  consciousness  with 
twitching  of  the  muscles  and  face  and  clonic 
movements  of  the  limbs.  Her  pupils  were 
constricted  and  did  not  react  to  light,  and 
her  breathing  was  labored.  Her  pulse  was 
140  per  minute  and  irregular,  and  her 
blood  pressure  was  80  40  mm.  Hg.  She 
had  generalized  sweating,  and  her  face  was 
flushed.  She  had  severe  myocardial  damage 
with  electroencephalographic  and  electro- 

* Alajem,  N.,  and  AlbagH,  C.:  Severe  imipramine  |>oison- 
ing  in  an  infant,  A.M.A.  Am.  J.  Dis.  Child.  103:  702  (May) 
1962. 
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cardiographic  changes.  She  was  treated  with 
phenobarbital  intramuscularly  and  thio- 
pental sodium  rectally.  Within  two  hoiirs 
the  convulsions  were  controlled.  The  pa- 
tient became  comatose  and  had  gross 
neurologic  disturbances.  After  seven  days 
of  hospitalization  and  symptomatic  therapy 
all  symptoms  subsided  except  the  ataxic 
gait  which  lasted  for  several  weeks  there- 
after. Recovery  was  complete  within  a 
month. 

Physicians  are  greatly  handicapped  by 
lack  of  chnical  material  on  massive  over- 
doses of  the  newer  products,  and  for  this 
reason  it  is  exceedingly  important  that 
physicians  report  promptly  aU  such  events 
to  the  Poison  Control  Center  so  that  this 
information  can  be  disseminated  promptly 
to  the  profession.  Additionally,  caution 
must  be  exercised  in  identifying  the  real 
culprit  in  incidents  when  siblings  are  in- 
volved. 

Incident  2 

Type  of  Poison  Age  Sex 

Lindane  Tablets  2 years  Male 

This  two-year-old  child  obtained  Lindane 
tablets  on  the  closet  floor  and  ingested  an 
unknown  quantity.  Lindane  tablets  are 
used  in  household  electrical  insecticide 
vaporizing  devices.  These  tablets  have  been 
involved  in  a number  of  incidents,  and  the 
devices  themselves  represent  an  undesirable 
hazard  in  the  home.  Physicians  should  dis- 
courage their  use. 

This  child  soon  became  drowsy,  vomited, 
and  also  had  some  muscular  twitchings.  On 
admission  to  the  hospital  the  pertinent 
findings  were  stupor,  marked  sinus  brady- 
cardia, and  sinus  arrhythmia  of  68  per 
minute.  He  also  was  convulsive. 

On  admission  to  the  emergency  room  the 
patient’s  stomach  was  lavaged  with  isotonic 
saline,  and  he  was  then  hospitalized. 

The  blood  laboratory  findings  were  a 
hematocrit  of  34,  11,500  white  blood  cells, 
normal  differential,  and  the  urine  showed  an 
albumin  of  1 plus,  and  many  red  and 
white  blood  cells. 

Treatment  in  the  hospital  consisted  of 
maintenance  of  electrolyte  balance,  cal- 
ciiun,  and  phenobarbital.  After  five  days  of 
hospitalization  the  child  was  sent  home  as 
recovered. 

The  use  of  the  tablet  form  for  household, 


industrial,  or  hobby  use  is  disapproved 
because  it  is  associated  by  the  child  with  an 
oral  destination. 

Incident  3 

Type  of  Poison  Age  Sex 

Glutethimide  72  years  Male 

This  seventy-two-year-old  patient  took 
5 to  12  Gm.  of  glutethimide  presumably 
with  suicidal  intent.  He  became  comatose 
and  was  taken  to  a hospital  where  his 
stomach  was  lavaged  with  saline.  Be- 
cause of  the  coma  both  peritoneal  and 
hemodialysis  were  performed.  The  meager 
hospital  report  received  from  Jacobi  Hos- 
pital does  not  permit  more  detailed  medical 
reporting  about  the  course  of  the  illness 
which  must  have  been  stormy  at  first,  since 
the  patient  was  hospitalized  for  twenty-one 
days. 

There  is  an  increasing  tendency  on  the 
part  of  the  physician  to  prescribe  “non- 
barbiturates” in  the  apparent  belief  that 
they  are  “safe.”  As  we  have  indicated  on 
repeated  occasions,  the  fact  that  the  sub- 
stance does  not  contain  barbiturates  does 
not  insure  safety  or  lack  of  hazard  when  the 
substance  is  taken  in  massive  doses.  It 
is  again  strongly  recommended  that  physi- 
cians should  be  circumspect  on  the  amounts 
prescribed,  especially  for  unstable  patients. 

Incident  4 

Type  of  Poison  Age  Sex 

Castor  Oil  Adult  Male 

This  male  adult  took  some  castor  oil  as  a 
laxative  from  a first-aid  kit.  His  observant 
wife  noticed  later  with  great  alarm  that  the 
label  read  “for  eye  injuries  and  external 
use  only.”  She  immediately  called  the 
Poison  Control  Center  for  advice,  and  she 
was  informed  that  the  situation  did  not 
merit  alarm. 

The  Poison  Control  Center  then  contacted 
a New  Jersey  branch  of  the  Chicago  manu- 
facturer of  the  kit.  After  the  usual  delay 
the  information  was  received  from  Chicago 
that  the  content  was  U.S.P.  castor  oil,  and 
the  patient  was  then  reassured.  It  was 
pointed  out  to  the  company  that  uimecessary 
concern  was  created  by  the  ingestion  in- 
cident and  that  reconsideration  of  the  word- 
ing on  the  label  was  indicated.  Rewording 
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of  the  label  is  now  in  the  process  of  implemen- 
tation. It  is  our  suspicion  that  the  ap- 
prehension created  by  this  unnecessary 
wording  on  the  label  arose  because  cathartic 
castor  oil  requires  specific  labehng  which  was 
avoided  by  indicating  that  the  castor  oil 
was  intended  for  external  use  only. 

Incident  5 

Type  of  Poison  Age  Sex 

Phenindamine  Tartrate  15  months  Male 

At  about  5:00  p.m.  this  child  swallowed 
ten  tablets  of  25  mg.  of  phenindamine 
tartrate,  a nonsedative  antihistamine.  He 
vomited  about  an  hour  later.  Seven  hours 
later  at  about  1 : 35  a.m.  the  patient  became 
worse,  and  he  was  taken  to  the  hospital 
emergency  room.  He  had  tachycardia 
and  was  tremulous,  definitely  supporting 
the  nonsedative  designation.  He  was  given 
phenobarbital  and  because  he  was  de- 
hydrated he  was  also  given  intravenous 
fluids.  Two  days  later  the  symptoms  sub- 
sided, the  patient  became  asymptomatic, 
and  he  was  discharged. 

The  side-effects  exhibited  by  this  patient 
have  not  been  reported  previously  to  the 
Center  nor  are  they  mentioned  in  the  1962 
Physicians'  Desk  Reference.  This  rein- 
forces our  pleas  for  reporting  all  overdosages 
by  the  physician,  particularly  in  children. 

Incident  6 

Type  of  Poison  Age  Sex 

Barbiturate  Combination  3 years  Female 

This  three-year-old  child  swallowed  eight 
barbiturate  combination  tablets  containing 
10  mg.  methamphetamine  hydrochloride 
and  64.8  mg.  (1  grain)  phenobarbital.  The 
patient  vomited  thirty  minutes  following 
the  ingestion  and  was  taken  to  a hospital. 
On  admission  the  patient  had  convulsions 
and  was  very  excited  and  thrashing  about. 
Intramuscular  phenobarbital  was  ad- 
ministered, and  the  patient  soon  quieted 
down.  For  two  days  following  admission 
the  patient  was  comatose,  responding  only 
slightly  to  painful  stimuli.  Three  days 
following  admission  the  patient  showed 
marked  improvement,  was  taking  her  feed- 
ings, and  became  ambulatory. 

We  have  some  reservations  about  the 
rationale  of  the  use  of  barbiturate-ampheta- 


mine combinations  because  if  the  barbiturate 
is  intended  to  counteract  excitation,  many 
cases  reported  to  the  Center,  including  the 
present  one,  would  indicate  otherwise. 
In  many  incidents  the  treatment  is  directed 
toward  the  neutralization  of  the  excitation, 
and  hence  barbiturates  are  prescribed. 
In  this  particular  case  the  child  already  had 
ingested  8 grains  of  phenobarbital  which  is  a 
respectable  dose  in  itself.  The  presence  of 
slow-release  medications  in  the  home  rep- 
resents an  additional  hazard  to  children 
because  when  they  are  ingested  accidentally 
it  also  means  prolongation  of  the  toxicity. 

Incident  7 

Type  of  Poison  Age  Sex 

Salicylamide  2 years  Male 

The  hospital  reports  that  at  7:00  a.m. 
the  child  drank  approximately  half  a bottle 
of  liquid  aspirin.  The  mother  attempted  to 
induce  vomiting  by  giving  salt  and  water. 
The  child  did  not  vomit.  She  also  gave  the 
child  2 teaspoonfuls  of  milk  of  magnesia, 
and  at  8:00  a.m.  the  child  was  brought  to 
the  emergency  clinic.  A 2-cc.  injection  of 
menadiol  sodium  phosphate  (Synkayvite) 
75  mg.  was  given  intramuscularly  at  8:05 
A.M.  The  child  was  then  sent  home.  At 
that  time  he  was  awake  and  alert. 

Information  provided  by  the  company 
indicates  that  the  ingestion  of  the  contents  of 
a 50-cc.  bottle  would  not  be  dangerous  to  the 
child  and  that  the  toxicity  is  less  than  that  of 
aspirin.  No  serious  cases  of  poisonings  have 
been  reported  to  this  Center  from  the  use  of 
salicylamide.  This  case  is  typical  of  the 
all-too-frequent  practice  on  the  part  of  the 
physician  in  the  emergency  room  to  ad- 
minister some  form  of  therapy  in  all  cases  of 
potential  poisonings.  As  has  been  pointed 
out  on  previous  occasions,  over-treatment  in 
addition  to  the  emotional  trauma  also  may 
be  accompanied  by  hazards,  such  as  side- 
reactions,  infections,  and  so  forth.  No 
therapy  should  be  employed  unless  it  is 
actually  indicated.  In  this  incident  we 
truly  question  the  wisdom  of  menadiol 
sodium  phosphate  administration  since  even 
after  a massive  dose  of  aspirin  the  routine 
use  of  vitamin  K is  hardly  justified.  The 
frequent  routine  use  of  vitamin  K prepara- 
tions in  the  accidental  ingestion  of  rat 
poison  containing  one  of  the  various  anti- 
coagulant rodenticidal  chemicals  may  be 
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ited  as  another  example  of  unnecessary 
ise  of  this  medication. 

The  harmful  effects  on  newborn  infants 
allowing  the  widespread  use  of  vitamin  K 


has  been  discussed  widely  in  the  pediatric 
literature.  Therefore,  such  therapy  should 
be  highly  individualized  and  used  only 
when  indicated. 


Number  one  hundred  eleven  in  a series  of  Accidental  Chemical  Poisonings 


What  can 
the  family 
physician  do 
to  improve 
cancer 
control? 


We  hear  rumblings  from  time  to  time  from  the  specialized  cancer  hospitals 
and  university  centers  that  many  patients  who  ultimately  come  to  them  for 
treatment  did  not  have  optimal  care  prior  to  admission.  Factors  such  as 
patient  delay,  physician  delay,  and  inadequate  or  improper  initial  treatment 
have  been  cited,  among  others,  as  reasons  for  this  allegedly  inferior  care. 
It  has  been  estimated  that  we  could  cure  two  or  three  times  as  many  people 
as  we  do  now  simply  by  using  well  the  knowledge  we  already  have.  This  is 
one  of  the  big  problems  all  of  us  as  physicians  face.  How  to  use  to  the  fullest 
what  we  have  already  learned. 

The  Subcommittee  on  Cancer  of  the  Medical  Society  of  the  State  of  New 
York  is  sponsoring  a morning  session  on  this  problem  on  Tuesday,  May  14, 
during  the  aimual  meeting  of  the  State  Medical  Society.  We  are  contacting 
the  cancer  hospitals  and  universities  to  help  us  document  cases  of  less  than 
optimal  care  and  are  asking  for  suggestions  to  improve  this  situation.  We 
would  also  like  to  hear  from  the  family  physicians  themselves  for  specific 
practical  points  which  they  feel  would  be  of  value  to  the  family  physician  or 
which  they  would  like  discussed  by  one  of  our  “experts”  at  the  May  meeting. 
We  plan  to  pose  and  answer  specific  questions  rather  than  discuss  the  problem 
in  generalities.  The  chairman  of  the  meeting  will  not  allow  his  “experts” 
to  be  vague  or  inconclusive  in  replying  to  a specific  question. 

Let  us  have  your  questions  or  problems  now  instead  of  at  the  meeting  in 
May.  We  will  then  insist  that  our  speakers  dig  out  the  information  needed 
to  make  a reasonable  answer. 

Write  or  call:  Charles  D.  Sherman,  Jr.,  M.D.,  Chairman 

Subcommittee  on  Cancer 
University  of  Rochester  Medical  Center 
Rochester  20,  New  York 
GR  3-4400  (ext.  2461) 
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Reports  from  conferences  sponsored  by  the 
Council  on  National  Security, 

American  Medical  Association, 
and  held  in  June  and  November,  1962 


National 
Shelter  Program 

HON.  STEUART  L.  PITTMAN 
Washington,  D.  C. 

Assistant  Secretary  of  Defense  for  Civil  Defense 


About  a year  and  a half  ago  the  President 
returned  from  a grim  meeting  in  Vienna  with 
the  Russian  Premier.  Shortly  thereafter 
he  had  this  to  say  to  the  American  people: 

In  the  event  of  an  attack,  the  lives  of  those 
families  which  are  not  hit  in  a nuclear  blast 
and  fire  can  stiU  be  saved — if  they  can  be 
warned  to  take  shelter  and  if  that  shelter  is 
available.  We  owe  that  kind  of  insurance  to 
our  families — and  to  our  country. 

At  the  same  time  he  assigned  responsi- 
bility for  civil  defense  to  the  Secretary  of 
Defense,  reflecting  a decision  that  civil 
defense  must  be  an  integral  part  of  the  total 
national  defense.  In  addition,  the  President 
asked  Congress  for  an  increased  appropria- 
tion which  raised  the  size  of  the  Federal 
civil  defense  program  to  about  five  times  the 
average  of  preceding  years.  Coming  at 
the  height  of  the  Berlin  crisis,  these  events 
impressed  on  the  American  people  that 
measures  of  self-protection  were  important 
and  possible. 

Some  newspapers  speculated  that  the 
President  was  calling  for  a crash  shelter 
program  and  that  his  action  was  related  to 

Presented  at  the  Thirteenth  County  Medical  Societies 
Conference  on  Disaster  Medical  Care,  Chicago,  Illinois,  No- 
vember 3 and  4,  1962. 


the  BerUn  crisis.  The  result  was  that  for 
the  first  time  the  American  people  began 
to  comprehend  what  nuclear  war  might  mean 
to  them.  By  the  turn  of  the  year  Berlin 
had  quieted  down  somewhat,  and  public 
attitudes  toward  shelters  changed.  Some 
people  merely  wanted  to  think  of  other 
things.  Others  were  actively  hostile  to  the 
notion  of  accepting  the  mere  possibility  of 
nuclear  war.  The  majority,  in  my  opinion, 
are  still  concerned  about  war  and  civil 
defense  but  uncertain  as  to  what  to  do. 
Most  of  these  are  waiting  for  more  specific 
guidance  through  Federal,  state,  and  local 
civil  defense  programs  which  would  resolve 
their  uncertainty. 

In  August,  1962,  the  President  again  ex- 
pressed his  views  on  civil  defense  in  a letter  to 
Congressional  leaders.  The  occasion  for 
the  letter  was  the  sharp  cuts  in  the  House 
of  the  civil  defense  appropriation.  He  said: 

I wish  again  to  state  my  view  that,  in  these 
times,  the  Federal  government  has  an  ines- 
capable responsibility  to  take  practical  and 
sensible  measures  to  minimize  loss  of  life  in 
the  event  of  nuclear  attack,  to  continue  the 
essential  functions  of  the  government,  and  to 
provide  a base  for  our  survival  and  recovery 
as  a nation.  These  matters  are  an  integral  part 
of  a balanced  defense  progi'am  for  the  se- 
curity of  our  nation. 

Survey 

Between  the  President’s  first  statements 
on  civil  defense  and  the  letter  I have  quoted 
from,  there  has  been  a year  of  steady  work 
and  progress,  the  results  of  which  will  come 
to  light  in  the  months  immediately  ahead. 
Identifying,  marking,  and  provisioning  space 
for  60  million  people  is  over  the  hump  and  at 
a point  when  state  and  local  governments 
and  private  building  owners  are  becoming 
deeply  implicated.  This  is  a complicated 
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management  task  involving  many  parts  of 
the  Federal  government,  of  state  and  local 
governments,  and  private  organizations. 
It  will  be  a new  experience  for  the  many 
participants  and  wiU  set  the  stage  for  the 
nation’s  first  effective  civil  defense  program. 
More  immediately,  it  brings  the  nation  its 
first  real  physical  capability  for  saving 
large  numbers  of  lives  under  nuclear  attack. 

The  conditions  we  have  to  face  first  and 
which  dictate  the  nature  of  the  present  pro- 
gram are  the  following; 

1.  A large  fraction  of  the  area  of  the 
country  would  be  subjected  to  exposure  from 
nuclear  radiation  from  fallout  in  a nuclear 
attack. 

2.  From  40  to  120  million  Americans 
would  probably  survive  the  blast  and  heat 
of  nuclear  explosions  because  of  their  loca- 
tion but  would  die  slow  deaths  from  over- 
doses of  radiation. 

3.  The  country  has  large  resources  of 
shielding  against  nuclear  radiation  in  the 
buildings  and  underground  facilities  which 
exist  for  other  purposes.  This  resource  can 
be  greatly  increased  by  adding  protective 
features  to  present  and  future  buildings  at 
relatively  low  cost. 

The  conclusions  about  the  numbers  of 
lives  that  could  be  saved  by  providing  shield- 
ing against  the  radiation  from  fallout  were 
reached  largely  as  a result  of  systematic 
studies  of  the  effect  of  hypothetical  nuclear 
attacks  on  the  American  population.  These 
studies  were  conducted  by  the  Defense 
Department  for  a variety  of  purposes,  not 
just  for  civil  defense. 

The  first  phase  of  the  civil  defense  program 
to  provide  protection  against  the  radiation 
from  fallout  is  to  find  and  identify  the  build- 
ings and  facilities  in  the  country  that  could 
serve  as  shelters  and  to  stock  them  with 
survival  items. 

The  second  phase  of  the  program  is  a 
request  for  $460  million  to  help  finance  shel- 
ters in  schools,  hospitals,  and  colleges. 
However,  hearings  on  the  necessary  legisla- 
tion to  initiate  this  phase  were  deferred  to 
the  next  Congress. 

Objectives 

The  objective  of  the  present  program  is 
actually  twofold.  It  is  to  develop  enough 
fallout  shelter  space  to  meet  the  full  national 
requirement  of  space  for  everyone  and  simul- 


taneously to  bring  about  organization, 
planning,  and  training  in  every  community 
in  the  country  so  that  people  will  know  how 
to  go  to  shelter  space,  how  to  live  in  it,  how 
to  emerge,  and  how  to  decontaminate  and 
survive  in  the  first  few  weeks  after  an 
attack.  However,  the  provision  of  shielding 
against  the  radiations  from  fallout  is  the 
first  essential  task  of  civilian  protection 
under  nuclear  attack.  Without  a system 
of  shelters,  civil  defense  cannot  be  under- 
taken. This  is  becoming  more  thoroughly 
recognized  by  the  growing  number  of  people 
who  understand  what  a nuclear  explosion 
can  do. 

The  philosophy  of  the  present  program  is 
to  take  on  a manageable  part  of  the  risks 
to  life  in  a nuclear  attack;  this  is,  namely, 
to  concentrate  on  the  means  at  hand  to 
cut  back  the  large-scale  loss  of  life  which 
could  result  from  this  hazard,  rather  than 
to  take  on  all  the  risks  at  once  ineffectively 
or  to  do  nothing  at  all.  We  are  accustomed 
to  taking  out  insurance  against  only  part  of 
the  risks  to  which  our  lives,  health,  and 
property  are  exposed  at  premiums  we 
judge  to  be  reasonable.  Limitations  on  the 
scope  of  the  policy  do  not  lead  us  to  conclude 
the  insurance  is  without  value;  rather  than 
do  nothing,  we  at  least  take  the  protection 
that  is  available. 

' For  these  reasons,  priority  has  been  given 
to  finding  or  creating  for  all  Americans  the 
best  place  to  take  cover,  a place  which  will 
provide  shielding  against  fallout  radiation. 
As  I have  indicated,  this  first  year  has  been 
concentrated  on  finding  and  bringing  into  use 
shelter  space  which  already  exists  and  which 
costs  nothing.  We  call  this  the  National 
Shelter  Survey.  The  usefulness  of  this 
space  for  shelter  purposes  is  now  being 
verified  by  architects  and  engineers  under 
contract  with  the  Army  Corps  of  Engineers 
and  Navy  Bureau  of  Yards  and  Docks. 
Shelter  supplies  for  37  million  spaces  have 
been  procured  from  FY  1962  funds;  27,000 
building  owners  have  signed  licenses  giving 
permission  for  use  of  their  buildings  as 
public  shelters;  municipal  governments, 
working  closely  with  the  Department  of 
Defense,  are  preparing  to  take  delivery  of 
10,000  boxcars  of  shelter  supplies  for  200,000 
shelter  areas.  The  lifesaving  potential  of 
this  shelter  space  will  become  a reality  in 
one  city  after  another  during  the  coming 
winter. 
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The  combined  impact  of  the  survey  and 
the  shelter  incentive  program,  which  I 
described  as  the  second  phase  of  the  program 
requiring  new  legislation,  is  expected  to 
stimulate  local  resources  and  initiative  to 
create  a substantial  amount  of  additional 
unsubsidized  shelter  space  to  make  up  the 
total  requirements.  Industry  is  already 
responding,  and  there  will  be  a new  interest 
in  low-cost  home  shelters  by  home  owners 
located  away  from  community  shelters  or 
preferring  to  stay  in  their  homes. 

We  recognize  that  shelters  alone  wUl  not 
do  a complete  job  of  providing  protection. 
We  must  have  an  improved  warning  system. 
The  NEAR  home  buzzer  system  has  been 
developed  to  the  point  where  it  is  ready  for 
operational  pilot  installation.  A radiologic 
monitoring  net  of  150,000  stations  is  being 
equipped  and  set  up  to  provide  the  radiologic 
information  needed  to  carry  out  orderly 
emergency  work  from  shelters  and  decon- 
tamination and  rescue  work.  Emergency 
communications  during  the  period  of  shelter 
occupancy  wiU  depend  on  protection  of 
personnel  in  key  broadcasting  stations. 
Modification  of  the  top  priority  stations  has 
been  started. 

Shelters  for  large  groups  of  people  could 
not  be  used  effectively  without  special 
skills  in  shelter  management,  medical  care, 
and  use  of  radiation  detection  equipment. 
The  health  resources  of  the  country  must 
be  organized  for  use  during  and  after  the 
shelter  period.  Each  community  must  have 
guidance  in  planning  for  the  restoration  of 
community  services  and  the  bare  essentials 
of  living  following  emergence  from  shelters. 
In  short,  shelter  systems  in  those  areas 
which  will  have  them  this  year  must  be 
made  effective  by  a range  of  high  priority 
supporting  civil  defense  activities  which 
have  been  reoriented  to  the  priorities  of  the 
new  civil  defense  program  last  year  and 
require  accelerated  development  in  FY  1963. 

These  activities  are  a joint  undertaking  by 
the  Federal,  state,  and  local  governments. 
Division  of  responsibility  has  been  worked 
out  in  a manner  acceptable  to  the  state  and 
local  civil  defense  organizations,  the  new 
priorities  are  being  worked  into  local  survival 
plans,  and  the  Defense  Department  is  for 
the  first  time  using  Federal  financial  assist- 
ance as  leverage  to  accomplish  a more  co- 
herent nationwide  civil  defense  effort  over 
a reasonable  period  of  time.  State  and 


ocal  governments  are  responding  to  the 
Federal  program  but  are  relying  heavily  on 
the  tangible  support  which  is  now  offered 
and  must  continue  on  an  accelerated  basis 
to  meet  the  demands  of  the  60  million  shelter 
spaces  found  in  the  survey. 

Summary 

A quick  summary  of  the  Federal  role  in 
civil  (iefense  over  the  next  five  years  in- 
cludes the  following: 

1.  Surveying  shelter  space  in  large  build- 
ings in  imderground  facilities. 

2.  Financial  assistance  to  stimulate  new 
shelter  space  where  it  is  needed  and  can  be 
developed  at  low  cost  because  the  space  is 
primarily  used  for  peacetime  purposes. 

3.  Provide  shelter  space  in  suitable 
federal  and  military  buildings. 

4.  Provisioning  public  shelters  with  food, 
water,  medical  supplies,  chemical  toilets, 
and  radiation  detection  equipment. 

5.  An  improved  indoor  and  outdoor 
warning  system  and  a protected  emergency 
broadcasting  system. 

6.  Radiologic  monitoring  net  for  national 
damage  assessment  work,  as  weU  as  for  local 
use. 

7.  Developing  and  disseminating  the  new 
technology  of  protective  features  in  build- 
ings. 

8.  Training,  educating,  and  informing 
tens  of  millions  of  Americans  who  must  be 
organized  to  use  a shelter  system  and  to 
restore  communal  life  when  they  emerge  from 
shelters. 

9.  Assist  state  and  local  governments 
with  matching  funds,  equipment,  planning 
assumptions,  technical  assistance,  and  train- 
ing. 

Much  has  been  said  about  the  reaction  of 
public  opinion  to  the  civil  defense  shelter 
policy  announced  last  fall.  Public  atti- 
tudes on  a nationwide  basis  are  very  dif- 
ficult to  ascertain.  We  have  to  keep  the 
subject  under  constant  analysis  to  develop 
and  execute  a program  based  on  public 
participation.  One  of  our  research  con- 
tractors, Michigan  State  University,  carried 
on  a nationwide  study  of  public  opinion, 
using  Elmo  Roper  Associates  to  do  the 
field  work.  The  results  have  led  us  to 
question  the  widely  held  view  that  the 
public  is  opposed  to  the  development  of  a 
nationwide  shelter  system. 
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The  poll  provides  evidence  that  the 
country  is  preponderantly  in  favor  of  lo- 
cating and  bringing  into  use  aU  existing 
shelter  space;  in  favor  of  the  low-cost 
modifications  of  existing  buildings  and  of 
plans  for  new  buildings  which  can  create 
new  shelter  space;  and  in  favor  of  Federal 
help  for  schools,  hospitals,  and  colleges  to 
create  new  shelter  space.  This,  in  essence, 
is  the  national  shelter  program,  some  of 
which  is  moving  rapidly  to  completion  and 
some  of  which  is  pending  before  the  Congress. 

In  each  community,  I ask  that  considera- 
tion be  given  to  initiating  a local  plan  to 


Computer  tested  as  consultant 

A computer,  programmed  to  act  as  an  expert 
medical  consultant,  passed  its  test  with  flying 
colors.  The  problem  was  to  diagnose  one  of 
three  thyroid  conditions,  overactive,  under- 
active, or  normal,  on  the  basis  of  information 
supphed  on  individual  patients. 

The  computer  came  up  with  the  same  answer 
as  the  diagnosing  physician  in  258  of  268  cases, 
or  96  per  cent,  according  to  a report  in  the 
February  2 Journal  of  the  American  Medical 
Association. 

“This  degree  of  accuracy  approached  the 
level  of  agreement  to  be  expected  between  an 
expert  consultant  and  a well-qualified  diagnos- 
ing physician,”  John  E.  Overall,  Ph.D.,  Man- 
hattan, Kansas,  and  Clyde  M.  Williams,  M.D., 
Gainesville,  Florida,  who  conducted  the  study, 
said. 

The  use  of  computer  programs  may  lead  to  a 


develop  and  make  use  of  a shelter  system— 
a system  that  may  take  some  years  to 
create  and  that  consists  of  space  which 
exists  primarily  for  other  purposes,  space 
which  has  been  adapted  from  its  peacetime 
use,  space  in  institutional  buildings,  in 
industrial  plants,  in  apartment  houses,  in 
office  buildings,  in  public  buildings  and — 
equally  important — ^shelter  space  in  people’s 
homes.  No  resource  and  no  opportunity 
should  be  overlooked  in  the  development  of 
each  community’s  plan  for  a place  for  all 
of  its  citizens  to  go  if  there  should  ever  be  a 
nuclear  attack. 


substantial  increase  in  the  accuracy  of  diagnosis, 
especially  in  areas  where  the  human  capacity  to 
remember  and  combine  information  is  taxed  by 
the  need  to  consider  large  numbers  of  variables. 
There  is  no  direct  means  available  to  measure 
the  degree  of  function  of  the  thyroid  gland. 
In  making  a diagnosis,  the  physician  must 
consider  about  20  factors,  including  tests  and 
symptoms,  which  reflect  the  functioning  of  the 
thyroid  gland  to  a substantial  degree. 

At  the  same  time  he  must  also  weigh  the 
frequency  of  occurrence  of  these  signs  in  the 
three  conditions.  Since  the  average  physician 
may  see  only  10  cases  of  thyroid  disease  a year, 
much  time  is  needed  to  acquire  rehable  judg- 
ment on  the  probabihty  of  a certain  factor  being 
associated  with  one  of  the  conditions. 

In  the  study,  the  computer  made  its  decision 
on  the  basis  of  the  relative  frequencies  of  21 
factors  in  879  patients  whose  thyroids  had  been 
diagnosed  as  hyperthyroid,  hypothyroid,  or 
normal. 
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X HE  RELATIONSHIP  between  noise  and  im- 
paired hearing  has  been  recognized  for  over 
a century  and  has  been  the  subject  of  con- 
siderable investigation.  Advances  in  tech- 
nology during  recent  years  have  contributed 
in  large  measure  to  industrial  noise,  to  our 
knowledge  of  noise  abatement,  and  to 
technics  of  measurement  of  hearing.  Great 
impetus  to  the  study  of  occupational  hearing 
loss  and  hearing  conservation  was  brought 
about  by  judicial  action  awarding  Workmen’s 
Compensation  benefits  to  employes  with 
hearing  loss  induced  by  occupational  noise, 
but  without  loss  of  earnings. 

Occupational  hearing 
loss^noise  and  effects 

Occupational  hearing  loss  falls  into  the 
category  of  adventitious  deafness  and  may 
be  due  to  head  injury,  ear  infection,  or  noise 
exposure. 

Most  of  the  recent  studies  of  occupational 
hearing  loss  deal  with  industrial  noise.  The 


effects  of  noise  exposure  may  be  auditory  or 
nonauditory.  Nonauditory  effects  relating 
to  performance,  efficiency,  annoyance, 
mental  effort,  or  stress  are  as  a rule  not  con- 
sidered to  cause  health  problems  and  are 
frequently  offset  by  adaptation. 

The  auditory  effect  of  noise  is  either  a tem- 
porary or  a permanent  hearing  loss.  The 
major  portion  of  temporary  loss  occurs 
during  the  first  one  or  two  hours  of  exposure 
and  is  followed  by  recovery  in  one  or  sev- 
eral hours  after  the  termination  of  exposure. 
Permanent  hearing  loss  is  the  result  of  inner 
ear  damage.  It  is  progressive  in  nature  on 
continued  exposure.  Hearing  loss  varies 
with  the  type  of  exposure,  intermittency  of 
the  noise,  the  individual,  and  the  duration  of 
exposure. 

To  evaluate  the  noise  exposure  of  an 
employe  it  is  necessary  to  determine  the 
over-all  noise  level,  the  composition  of 
the  noise,  the  duration  and  distribution  of  the 
exposure  during  a typical  workday,  and 
the  total  time  of  exposure  during  a workhfe. 
Noise  exposure  analysis  yields  information 
concerning  the  sound-pressure  level  for  each 
of  the  eight  octave  bands  in  the  audible 
range. 

If  the  sound  energy  of  the  noise  is  dis- 
tributed more  or  less  evenly  throughout  the 
eight  octave  bands,  and  if  a person  is  to  be 
exposed  to  this  noise  regularly  for  many 
hours  per  day,  five  days  per  week,  for  many 
years,  then  if  the  noise  level  in  either  the 
300  to  600  cps.  (cycles  per  second)  band  or 
the  600  to  1,200  cps.  band  is  85  db.  (decibles), 
the  initiation  of  noise  exposure  control  and 
tests  of  hearing  is  advisable.  Tbe  more  the 
octave  band  levels  exceed  85  db.,  the  more 
urgent  is  the  need  for  hearing  conservation. 

It  has  been  shown  that  intermittent  ex- 
posures are  less  damaging  to  the  ear  than 
continuous  exposure  even  at  pressure  levels 
considerably  higher  than  85  db.  Early 
effects  of  noise-induced  hearing  loss  fre- 
quently go  unnoticed  since  initially  the  loss 
involves  frequencies  in  the  range  of  4,000  cps. 
Later,  with  more  exposure,  other  frequencies  j 
are  involved.  This  factor  is  important  in 
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the  detection  of  early  hearing  defects  and 
wUl  be  referred  to  again  in  the  discussion  of 
i hearing  conservation  programs  and  their 
monitoring. 

Adults  who  gradually  become  hard  of 
hearing  are  frequently  unaware  of  their  loss 
or  may  at  times  refuse  to  admit  their  dis- 
ability until  they  suffer  personal  or  voca- 
tional maladjustments. 

||  Hearing  conservation  program 

. When  noise-exposure  tests  reveal  the 
presence  of  a noise  problem,  a hearing  con- 
servation program  should  be  instituted. 
Such  a program  should  include  an  analysis 
of  the  noise  for  over-all  level,  composition, 
( duration,  and  distribution  during  the  work- 
I day  and  worklife  of  employes.  Provisions 
for  the  control  of  noise  exposure  may  con- 
I sist  of  environmental  measures  such  as  de- 
creasing the  amoimt  of  noise  produced  by 
redesigning  machinery,  reducing  transmitted 
I noise  through  suitable  enclosure  or  the  in- 
! stallation  of  baffles  of  sound-absorbing  ma- 
terials, or  revising  production  procedures. 
As  a last  resort  personal  control  in  the  form 
of  ear  plugs  or  muffs  may  be  necessary  as  the 
! only  feasible  and  practical  method. 

: The  measurement  of  hearing  threshold 

j level  is  the  yardstick  of  the  hearing  conser- 
I vation  program.  Therefore,  it  is  important 

I to  have  a record  of  the  hearing  threshold 
level  for  each  employe.  Pre-employment 
or  preplacement  examinations  should  in- 
clude an  air  conduction  threshold  audio- 
metric test  performed  at  least  sixteen  hours 
after  the  last  noise  exposure.  For  em- 
ployes  exposed  to  potentially  hazardous 
noise,  periodic  follow-up  tests  should  be  con- 
ducted  ninety  days  after  preplacement  tests 

I I and  yearly  thereafter.  The  main  function 
of  audiometric  retesting  is  to  monitor  the 
effectiveness  of  the  hearing  conservation 
program.  These  tests  need  not  be  as  elabo- 

I rate  as  the  preplacement  test. 

I Since  the  majority  of  audiograms  of  em- 
ployes exposed  to  industrial  noise  show  at 
least  as  much  hearing  loss  at  4,000  cps.  as 
they  show  at  any  lower  frequency,  it  may 
I suffice  to  use  a screening  test  for  follow-ups  at 

! 4,000  cps.  only.  Such  a test  can  be  com- 
pleted in  a few  seconds,  permitting  the  test- 
ing of  a large  number  of  employes  in  a short 
|j  time,  and  does  not  require  a soundproof 
I chamber.  Background  noises  interfere  very 


little  with  the  hearing  of  4,000  cps.  at  levels 
of  20  db.  or  above.  It  may  be  administered 
by  persons  with  a minimum  of  training. 
When  one  is  using  a single-frequency 
screening  test,  it  is  advisable  to  screen  at  2 
or  more  levels  15  db.  apart  so  that  threshold 
changes  of  the  order  of  15  db.  will  be  de- 
tected. The  single-frequency  test  at  4,000 
cps.  is  unreliable  if  hearing  loss  exceeds  50 
db.,  and  it  is  unsuitable  for  preplacement 
testing. 

Although  the  preservation  of  hearing  is  a 
medical  problem,  properly  entrusted  to  the 
industrial  medical  department,  it  is  obvious 
that  only  the  purely  medical  facets  of  the 
problem  are  the  sole  responsibility  of  the 
physician.  He  controls  the  measurement  of 
hearing,  the  evaluation  of  the  audiogram’, 
recommendations  for  referral  or  job  place- 
ment, scheduling  of  re-examination,  and 
fitting  of  ear  plugs.  The  technical  and  non- 
medical aspects  of  the  program  should  rest 
with  other  proper  professional  or  manage- 
ment personnel.  Measurements  of  noise, 
its  intensity  and  character,  should  be  per- 
formed by  competent  industrial  hygienists. 
Noise  control  is  entrusted  to  especially 
trained  engineers.  Where  personal  protec- 
tive devices  are  the  only  available  ear  pro- 
tection, they  should  be  fitted  or  prescribed 
by  the  medical  examiner  after  examination  of 
the  ears.  Ear  plugs  are  very  personal  and 
should  be  fitted  individually  in  the  medical 
department;  ear  muffs  may  be  supplied  in 
the  field  and  require  only  general  instruc- 
tions about  the  placement  of  the  cup  over 
the  ear  and  the  need  for  a good  seal  between 
the  cushion  and  the  head.  It  is  only 
through  the  coordinated  efforts  of  these  vari- 
ous disciplines  that  an  effective  hearing  con- 
servation program  can  be  conducted.  The 
services  of  experts  qualified  to  conduct  noise 
surveys  and  special  audiologic  and  otologic 
consultants  should  be  utilized.  Details  may 
be  obtained  from  the  Bureau  of  Industrial 
Health,  Medical  Society  of  the  State  of  New 
York,  or  from  the  Research  Center,  Sub- 
committee on  Noise  in  Industry,  327  S. 
Alvarado  Street,  Los  Angeles  57,  California, 
which  will  also  supply  on  request  hearing 
conservation  data  cards  designed  to  include 
all  of  the  information  now  thought  to  be 
necessary  for  hearing  conservation  and  for 
compensation  purposes,  as  well  as  some  addi- 
tional information  needed  for  research. 
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Workmen’s  compensation 

The  extension  of  Workmen’s  Compen- 
sation benefits  for  disability  due  to  ac- 
cidental injury  to  disability  induced  by 
occupational  diseases  began  shortly  after 
the  first  Workmen’s  Compensation  laws 
were  enacted.  The  original  concept  appears 
to  have  involved  the  replacement  of  reduced 
earning  capacity  which  resulted  from  oc- 
cupationally induced  impairment.  The 
wage  loss  concept  was  threatened  seriously 
when  in  1948  the  New  York  State  Court 
of  Appeals  ruled  in  Slavinski  v.  J.  H.  Wil- 
liams & Co.  in  favor  of  the  claimant, 
awarding  him  $1,661.25  for  hearing  loss 
while  he  was  stiU  working  actively  for  the 
company.  With  this  decision  the  court 
not  only  established  that  hearing  loss  due  to 
industrial  noise  is  an  occupational  disease, 
but  also  that  there  may  be  a compensable 
disability  in  an  occupational  disease,  with- 
out any  loss  of  earnings. 

This  decision  was  followed  by  a flood  of 
claims  for  hearing  loss  due  to  occupational 
noise.  The  New  York  State  Workmen’s 
Compensation  Board  in  the  years  1950  to 
1960  closed  from  181  to  327  loss  of  hearing 
cases  annually,  comprising  150  to  277  cases 
of  accidental  injury  and  8 to  87  cases  in- 
volving occupational  diseases.  The  awards 
totaled  between  $204,918  and  $328,625 
per  annum.  A careful  study  of  the  problem 
by  a panel  of  experts  was  conducted  in 
accordance  with  provisions  of  Article  3A 
of  the  Workmen’s  Compensation  Law  of  the 
State  of  New  York  dealing  with  occupational 
loss  of  hearing  and  enacted  by  the  laws  of 
1958. 

The  panel,  after  careful  consideration, 
recommended  rules  pertaining  to  claims  for 
occupational  loss  of  hearing  under  the 
Workmen’s  Compensation  Law  with  respect 
to  damage-risk  criteria  and  the  measure- 
ment and  determination  of  the  loss  of  hearing. 

The  tentative  hearing  conservation  level 
was  set  at  85  db.  in  the  300  to  600  and  600 
to  1,200  cps.  octave  bands.  It  should  be 
noted  that  the  level  refers  to  two  particular 
octave  bands  only  and  not  to  the  over-all 
sound  pressure  level.  Damaged  hearing  fre- 
quencies are  usually  one  octave  higher  than 
those  of  the  damaging  noise.  Therefore, 
high  noise  levels  in  300  to  600  and  600  to 
1,200  cps.  can  damage  the  whole  speech 
range  (500  to  2,000  cps.). 


Hearing  loss  shall  be  measured  at  500, 
1,000,  and  2,000  cps.  A hearing  level 
average  of  15  db.  or  less  is  not  considered  a 
hearing  impairment.  Allowing  1.5  per  cent 
for  each  decibel  above  15,  total  disability  is 
reached  at  82  db.  To  determine  the  per 
cent  of  binaural  hearing  loss,  it  was  recom- 
mended  that  the  per  cent  of  impairment  in  1 
the  better  ear,  as  obtained  by  the  best  of  i 
three  audiometric  examinations  conducted 
at  least  one  week  apart,  be  multiplied  by  5 
and  added  to  the  per  cent  of  impairment  of  i' 
the  poorer  ear  and  the  total  divided  by  6. 
No  allowance  is  made  for  the  possible 
effects  of  age  on  the  hearing  level  (pres-  . 
bycusis). 

Section  49,  aa  to  gg,  of  the  Workmen’s  i 
Compensation  Law  provides  for  a waiting  j 
period  of  six  months  after  separation  from  ) 
work  where  exposing  to  harmful  noise  i 
occurred  and  sets  the  last  day  of  the  six-  j 
month  period  as  the  date  of  disablement  (or 
date  of  death  if  the  claimant  expires  before 
the  end  of  the  waiting  period).  Where  the 
preplacement  physical  examination  reveals 
pre-existing  loss  of  hearing  which  may  be 
due  to  prior  employment,  notice  must  be 
given  to  prior  employer(s)  in  writing  within 
ninety  days  of  the  results  of  preplacement 
physical  examination,  and  that  request  to 
reimburse  succeeding  employer  in  the  event 
of  a future  award  for  the  portion  of  the  ; 
loss  caused  by  prior  employment  wiU  be 
made.  However,  no  habihty  shall  attach  to  | 
any  prior  employer  in  whose  employment  3 
the  last  preceding  harmful  exposure  shall  | 
have  occurred  more  than  three  years  prior  to  | 
the  mailing  of  the  notice.  On  receipt  of  such  I 
notice  the  prior  employer  (s)  shall  have  the  j 
right  to  a competent  examination  to  deter-  I 
mine  the  nature  and  extent  of  the  employe’s  ? 
loss  of  hearing,  and  such  examination  shall 
not  be  invalid  because  the  employe  has  not  t 
been  removed  from  harmful  exposing  for  a 
period  of  at  least  six  consecutive  months,  i 
If  no  notice  is  given  to  prior  employers,  the  t 
last  employer  shall  be  liable  for  the  employe’s  i 
entire  occupational  loss  of  hearing.  The  f 
minimum  exposure  required  under  the  l 
statute  to  qualify  for  benefits  is  ninety  days  ) 
in  this  State. 

Conclusion 

The  law  attempts  to  protect  the  rights  of 
the  worker  and  of  the  employer  and  to 
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take  into  account  change  of  occupation  or 
employment,  relocation,  transfers,  and  so 
forth.  Although  it  has  been  shown  that 
companies  with  active  hearing  conservation 
programs  face  fewer  claims  for  compensation 
than  do  companies  that  have  made  no 
effort  to  abate  noise  or  to  foUow  the  status 
of  hearing  of  their  employes,  there  are  stUl 
many  companies  which  wiU  not  organize 
hearing  conservation  programs  because  of 
the  fear  of  initiating  claims  for  compensation. 
This  attitude  is  entirely  unrealistic  and 
untenable.  No  one  should  be  expected  to 
pay  with  his  health  for  the  right  to  earn  his 
' living. 

Summary 

Exposure  to  noise  may  cause  permanent 
hearing  loss.  Since  there  is  no  therapy,  pre- 
I vention  is  the  only  approach.  A hearing 
I conservation  program  consisting  of  noise  ex- 
I posure  analysis,  provisions  for  control  of 
|i  noise  exposure,  and  measurements  of  hearing 
If  should  be  initiated  where  noise  levels  reach 
t 85  db.  or  more  in  the  300  to  600  and  600  to 
I,  1,200  cps.  octave  bands.  This  program. 


properly  conducted  by  a team  of  qualified 
experts,  will  prevent  hearing  loss  and  provide 
valid  records  for  compensation  claims. 

The  provisions  of  the  Workmen’s  Com- 
pensation Law  pertaining  to  occupational 
loss  of  hearing  and  the  rules  promulgated 
thereunder  are  outlined. 
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Announcement  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  is  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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BILLSBORD 


Always  but  always  ready  to  talk  sex, 

Never  but  never  praise  any  capitalist, 

Always  but  always  purchase  Brand  X: 

Code  of  a professional  non-conformist. 

* * * 

Up  until  now  we  have  stifled  any  impulse  to 
use  this  space  for  therapeutic  hints  or  personal 
professional  reminiscences,  but  as  secret  reme- 
dies are  unethical,  we  must  violate  our  self-im- 
posed rule  as  to  what  we  shall  not  write. 

Quite  by  accident  (a  phrase  that  betrays  our 
professional  naivete  but  somehow  the  word 
serendipity  always  reminded  me  of  the  baldric 
of  Porthos)  was  our  acquisition  of  this  remedy. 
My  wife  is  in  general  practice,  and  we  live  in  a 
small  town;  as  is  true  I am  sure  of  most  family 
doctors  in  this  situation,  patients  express  their 
loyalty  and  appreciation  by  backdoor  donations 
of  venison,  pastries  and  so  on,  and  by  personal 
gifts  frequently  of  treasured  family  heirlooms. 
So  it  was  that  when  one  of  her  patients  decided 
to  move  to  one  of  these  fancy  retirement  hostel- 
ries,  she  gave  my  wife  a lap  desk  that  was  the 
property  of  an  ancestor  who  was  the  first  Clerk 
of  the  Court  of  our  county.  Within  a secret 
compartment  of  the  desk  we  found  a small 
paperbound  book  inscribed  “REGISTER — 
JUNE  TERM  1812,”  and  within  this  book’s 
pages  (which  record  cases  heard  at  the  Court 
of  Common  Pleas  and  at  the  Supreme  Court) 
was  a folded  paper  placed  there  either  for  safe- 
keeping or  for  use  as  a bookmar  k. 

This  paper,  folded  lengthwise,  had  written  on 
the  otherwise  clean  back: 

Mrs.  Shepherd’s  receipt  to  cure  a cough — 
Then  on  the  other  side  was  the  following: 

Camfrey  — Alecampi  — Spignut  — Ore- 
hound — Solomans  Seal — Colts  foot — Sarsa- 
fareta — Life  everlasting  pound  them  together, 
then  boil  them  well;  put  them  in  an  earthen 
pot — 

take  four  pounds  of  Brown  Sugar,  half  gallon 
of  good  Brandy  make  a cover  for  the  Pot 
of  Doc.  put  it  into  a warm  oven  stew  it  well, 
then  strain  it  fit  for  use — 

Then  at  the  bottom  in  the  same  handwriting 
as  in  the  register  itself  was  this  notation: 

Mrs.  Shepard  please  to  say  what  her  portion  of 
herbs  to  that  Quantity  of  Sugar  and  Brandy. 

We  regret  we  have  no  indication  that  this 
latter  question  was  ever  answered,  but  we  doubt 
if  it  is  important  to  the  therapeutic  value  of  the 
remedy.  We  invite  you  to  try  it  for  yourself. 


but  we  warn  you  brown  sugar  is  not  easily  come 
by  these  days. 

* * * 

Ole  Doc  is  my  friend,  I have  considerable 
respect  for  his  professional  aciunen,  the  highest 
admiration  for  him  as  a person,  and  a deep 
affection  for  him;  but  I must  admit  his  limita- 
tions, and  one  of  them  is  an  abflity  to  serve  as 
a moderator.  Impartiality  is  as  foreign  to  his 
nature  as  climbing  trees  is  to  a dog’s.  We  have 
in  our  vicinity  four  institutions  of  higher  leain- 
ing:  a private  liberal  arts  college,  a teachera 
college,  an  engineering  college,  and  a technical 
institute;  as  one  may  imagine  there  is  consider- 
able discussion  of  tbe  art  of  teaching.  I 
suppose  it  is  an  oversimplification  but  sometimes 
it  seems  to  me  that  one  group  maintains  that 
the  only  requisite  is  a comprehensive  knowledge 
of  the  subject  while  the  other  states  that  all 
that  is  necessary  is  a knowledge  of  teaching 
methods  and  technics;  but  oversimplified  or 
not,  there  is  an  avoidance  of  facing  the  obvious 
truth  that  both  are  necessary.  A teacher  must 
know  his  subject  matter  but  also  he  must  know 
how  to  impart  this  knowledge;  neither  the 
method  nor  the  knowledge  are  sufficient  in 
themselves. 

Well,  the  faculties  decided  to  have  a meeting 
to  discuss  the  various  points  of  view  and  for 
some  reason  chose  Ole  Doc  to  preside.  All 
went  along  without  much  difficulty  for  awhile, 
with  arguments  waxing  hot  and  heavy  on  the 
one  side  about  the  value  of  having  a Nobel 
prize  recipient  as  a member  of  a depai'tment  and 
the  other  wanting  to  know  what  good  he  was  if 
he  couldn’t  transmit  his  knowledge  to  his  stu- 
dents and  stimulate  their  interest;  whereupon 
the  Chairman  could  restrain  himself  no  longer 
and  pontificated  as  follows: 

Seems  to  me  that  teachers  in  professional 
schools  fall  into  two  general  classes.  The 
first  considers  the  teaching  experience  as  a 
contest  between  himself  and  his  students,  in 
which  contest  he  must  do  everything  he  can 
to  impede,  discourage,  and  ridicule  the  stu- 
dent and  make  every  effort  to  defeat  the  stu- 
dent by  failing  him.  The  second  gioup  is 
more  liberal.  They  consider  the  teaching 
experience  as  a contest  between  then'  student 
and  the  textbook,  in  which  contest  they  act 
as  impartial  referees. 

* * * 

You  may  orbit  this  old  earth.  My  Boy, 

Get  programs  from  Telstar, 
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But  you’ll  never  know  the  joy,  My  Boy, 

Of  the  open  trolley  car. 

You  may  rocket  to  the  moon.  My  Boy, 
Commute  from  star  to  star. 

Yet  you’U  never  know  the  joy.  My  Boy, 

Of  the  open  trolley  car. 

♦ ♦ ♦ 

It  would  seem  that  the  newest  indoor  sport 
will  be  admission  as  a spectator  to  the  birth  of 
a baby.  As  of  now  the  emphasis  is  on  attend- 
ance by  the  husband,  but  as  we  read  the  argu- 
ments of  the  proponents  we  can’t  help  but  won- 
der if  this  is  just  the  first  step.  There  is  that 
sideshow  barker  quality  about  the  proponent 
statements  that  I am  sure  any  old  camival  man 
would  recognize.  However,  the  pai't  about 
theii-  propaganda  that  bothers  me  is  the  fre- 
quent statements  about  how  in  the  days  of 
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Hyperplasia  of  renal  arteries 

An  unusual  vascular  lesion  of  the  kidney, 
fibromuscular  hyperplasia  of  the  renal  arteries, 
is  discussed  in  the  October,  1962,  Annals  of 
Surgery,  by  Edwin  J.  Wylie,  M.D.,  Dorothee 
Perlofif,  M.D.,  and  John  S.  Wellington,  M.D., 
University  of  California  Medical  Center,  San 
Francisco. 

The  condition  was  studied  in  40  hypertensive 
patients,  5 of  whom  were  seen  in  consultation 
only.  The  lesion  is  characterized  by  irregular 
medial  thickening  of  both  fibrous  and  smooth 
muscle  elements.  In  their  report  on  the  clinical, 
radiologic,  and  pathologic  characteristics  of  the 


“home  dehveries’’  the  husband  was  always 
in  attendance  and  was  a tower  of  strength  to 
the  laboring  mother  and  the  worrying  obste- 
trician. All  I can  say  is  they  couldn’t  have  done 
many  home  deliveries  or  their  memories  are 
clouded.  Anyone  who  does  remember  will 
I am  sure  attest  to  the  problem  of  the  husband. 
As  for  me  I am  convinced  (although  I have  no 
desire  to  detract  from  the  contribution  of  Sem- 
melweis  or  of  Holmes)  that  asepsis  and  clean- 
liness came  to  obstetrics  only  because  in  des- 
peration over  the  problem  of  the  presenting 
husband  that  comes  long  before  that  of  the 
presenting  part,  doctors  finally  put  him  to  work 
boiling  water,  and  the  physical  fact  that  water 
boils  in  less  time  than  a woman  can  dehver 
herself  of  child  made  it  necessary  for  the  doctor 
to  use  the  hot  water. 

WRC 


disease  the  authors  conclude  that  its  prevalence 
in  younger  women  with  hypertension,  as  well 
as  the  encouraging  results  from  reconstructive 
vascular  surgery,  suggest  the  need  for  screening 
studies  in  most  young  female  hypertensives. 

The  authors  add  that  in  their  experience  an 
adequate  renal  arteriogram  has  proved  to  be  the 
only  consistently  dependable  diagnostic  medium 
for  this  purpose. 

Of  the  24  patients  operated  on,  6 underwent 
nephrectomy,  and  renal  artery  reconstruction 
was  carried  out  in  the  other  18.  Of  these  24 
patients,  the  blood  pressure  returned  to  normal 
or  close  to  it  postoperatively  in  19.  Of  the  other 
5 patients,  2 were  improved,  and  in  3 there  was 
no  change. 
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SATURDAY 
MAY  18,  1963 

STATLER  HILTON 
New  York  City 


Morning  Session 

9:00  A.M. 
9:30  A.M. 


12;  00  NOON 
12:30  P.M. 


Medical  Communications  Day 

sponsored  by 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
Official  publication 

Medical  Society  of  the  State  of  New  York 
and 

AMERICAN  MEDICAL  WRITERS’  ASSOCIATION 
Metropolitan  New  York  Chapter 


William  Hammond,  M.D.,  Scarsdale,  Presiding 

Editor,  New  York  State  Journal  of  Medicine 

Registration 

PANEL:  THE  CULTIVATION  OF  MEDICAL  WRITERS 

Professor  John  Foster,  Jr.,  New  York  City,  Moderator 

Director  of  Advanced  Programs,  Graduate  School  of  Journalism, 
Columbia  University 

1.  Changes  in  Style  of  Medical  Writing  from  the  Classic  Past  to 

the  Scientific  Present 

H.  D.  Kruse,  M.D.,  New  York  City 

Executive  Secretary,  Committee  on  Public  Health,  The  New 
York  Academy  of  Medicine 

2.  Teaching  the  Medical  Student  to  Write 

Milton  L.  Zisowitz,  New  York  City 

Lecturer  in  Medical  Writing,  Cornell  University  College  of 
Medicine 

3.  Teaching  the  Medical  Practitioner  to  Write 

William  B.  Ober,  M.D.,  New  York  City 

Director  of  Pathology,  Knickerbocker  Hospital;  Editor  for 
CPC’s,  New  York  State  Journal  of  Medicine 

4.  The  Ideal  Medical  Writer 

Simon  Dack,  M.D.,  New  York  City 

Editor,  American  Journal  of  Cardiology;  Associate  Chnical  Pro- 
fessor of  Medicine,  New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals 

A question  and  answer  period  will  follow  the  presentations. 

Reception 

{Courtesy  Hoffmann-La  Roche,  Inc.,  Nutley,  New  Jersey) 

Luncheon 

Address:  Random  Thoughts  from  a Random  Writer 

William  R.  Carson,  M.D.,  Potsdam 

Columnist,  New  York  State  Journal  of  Medicine 
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Afternoon  Session  Robert  a.  Peterman,  M.D.,  Nutley,  New  Jersey,  Presiding 

Hoffmann-La  Roche,  Inc.;  President,  Metropolitan  New  York  Chap- 
ter, American  Medical  Writers’  Association 

2:30  p.m.  PANEL:  TERMINOLOGY  LIMITED 

Morris  Fishbein,  M.D.,  Chicago,  Illinois,  Moderator 

Editor,  Medical  World  News,  World  Wide  Abstracts,  Excerpta 
Medica,  and  Postgraduate  Medicine 

1.  Medical  Words  in  the  Atomic  Age 

Norman  Simon,  M.D.,  New  York  City 

Associate  Radiotherapist,  The  Mount  Sinai  Hospital;  Chairman, 
Subcommittee  on  Health  Aspects  of  Ionizing  Radiation,  Medical 
Society  of  the  State  of  New  York 

2.  The  Problem  of  Generic  Names 

E.  Emerson  Leuallen,  D.Sc.,  New  York  City 

Dean,  Columbia  University  College  of  Pharmacy 

3.  The  Internationalization  of  Medical  Language 

Alexander  Code,  Ph.D.,  New  York  City 

Director,  Interlingua  Division,  Science  Service 

4.  Translating  Medicine’s  Message  to  the  Public 

James  E.  Bryan,  Ph.B.,  Stamford,  Connecticut 

Author  of  Public  Relations  in  Medical  Practice;  Executive  Secre- 
tary, American  Medical  Writers’  Association 

A question  and  answer  period  will  follow  the  presentations. 


REGISTRATION  Medical  Communications  Day  / Saturday,  May  18,  1963 

STATLER  HILTON,  NEW  YORK  CITY 

Sponsored  by  New  York  State  Journal  of  Medicine  and  Metropolitan  New 
York  Chapter,  American  Medical  Writers’  Association 
Registration  Fee:  $6.00  for  members  of  the  Medical  Society  of  the  State 
of  New  York  or  the  American  Medical  Writers’  Association 
$10.00  for  nonmembers 

Registration  fee  includes  morning  and  afternoon  sessions,  luncheon,  and  reception. 


Enclosed  is  check  [or  money  order)  in  the  amount  of for reservations  for  Medical 

Communications  Day  on  May  18,  1963. 


NAME 


ADDRESS 


AFFILIATION 

Please  make  checks  payable  to  New  York  State  Journal  of  Medicine;  send  to  750  Third  Avenue, 
New  York  17,  New  York. 
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Necrology 


Kate  Constable,  M.D.,  of  New  York  City, 
died  on  February  17  at  the  age  of  sixty-nine. 
Dr.  Constable  graduated  in  1925  from  Rush 
Medical  College.  She  was  an  assistant  attend- 
ing neurologist  (inactive)  at  Presbyterian 
Hospital  and  a consulting  neurologist  at  the  New 
York  Infirmary.  Dr.  Constable  was  a member 
of  the  American  Academy  of  Neurology,  the 
Association  for  Research  in  Nervous  and  Mental 
Disease,  the  New  York  Neurological  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

George  Young  Benvie,  M.D.,  of  Pleasant 
Valley,  died  on  February  22  at  the  age  of  forty- 
seven.  Dr.  Benvie  graduated  in  1944  from  Mid- 
dlesex University  School  of  Medicine.  He  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  Dutchess  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of  New 
York. 

Emil  John  Markulis,  M,D.,  of  Orchard 
Park,  died  on  February  16  at  the  age  of  fifty-six. 
Dr.  Markulis  graduated  in  1932  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  a member  of  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Martin  Joseph  Poppo,  M.D.,  of  Rhine- 
beck,  died  on  February  28  at  the  age  of  fifty- 
nine.  Dr.  Poppo  graduated  in  1930  from 
McGill  University  Faculty  of  Medicine.  He 
was  an  attending  surgeon  at  Northern  Dutchess 
Health  Service  Center.  Dr.  Poppo  was  a 
member  of  the  Dutchess  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

John  J.  Relland,  M.D.,  of  Nyack,  died  on 
February  24  at  the  age  of  fifty-eight.  Dr. 
Relland  graduated  in  1945  from  Montreal 
School  of  Medicine  and  Surgery.  He  was  an 
associate  attending  surgeon  at  Nyack  Hospital. 
Dr.  ReUand  was  a member  of  the  American 
Academy  of  General  Practice,  the  Rockland 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Leon  Francis  Roper,  M.D.,  of  Albany, 
died  on  March  2 at  the  age  of  fifty-six.  Dr. 
Roper  ^ graduated  in  1935  from  Georgetown 
University  School  of  Medicine.  He  was  super- 
intendent of  school  medicine  for  the  State 
Department  of  Education.  Dr.  Roper,  a for- 
mer director  of  Blue  Shield  in  the  Buffalo  area 
and  for  several  terms  president  of  the  Allegany 
County  Medical  Society,  was  a member  of  the 
Albany  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

Henry  Buel  Smith,  M.D.,  of  Hempstead, 
died  on  March  14  at  the  age  of  seventy-three. 
Dr.  Smith  graduated  in  1914  from  the  Syracuse 
University  School  of  Medicine.  A former 
president  of  the  Nassau  Coimty  Medical 
Society,  Dr.  Smith  was  a Diplomats  of  the 
American  Board  of  Otolaryngology,  a Fellow 
of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


John  G.  Stowe,  M.D.,  of  Buffalo,  died  on 
February  26  at  the  age  of  seventy-seven.  Dr. 
Stowe  graduated  in  1908  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  a 
consulting  physician  at  Buffalo  General  Hospi- 
tal, a former  assistant  professor  at  the  Univer- 
sity of  Buffalo  School  of  Medicine,  and  an  asso- 
ciate consulting  physician  at  Edward  J.  Meyer 
Memorial  Hospital.  Dr.  Stowe  was  a Diplo- 
mats of  the  American  Board  of  Internal  Medi- 
cine and  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Hans  Unger,  M.D.,  of  Buffalo,  died  on 
February  22  at  the  age  of  fifty-five.  Dr.  Unger 
received  his  medical  degree  from  the  University 
of  Heidelberg  in  1931 . He  was  chief  of  psychiatry 
at  Edward  J.  Meyer  Memorial  Hospital.  Dr. 
Unger  was  a Diplomats  of  the  American  Board 
of  Psychiatry  and  Neurology  (Psychiatry)  and 
a member  of  the  Buffalo  Neuropsychiatric  As- 
sociation, the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Abstracts 


I Master,  A.  M.,  and  Weiser,  F.  M.:  Treat- 
ment of  the  complications  of  acute  coronary 
artery  occlusion.  New  York  State  J.  Med. 
63:  1330  (May  1)  1963. 

During  the  past  thirty  years  the  prognosis 
in  coronary  occlusion  has  improved  from 
I mortahty  rates  of  10  per  cent  in  private  patients 
I and  more  than  40  per  cent  in  ward  patients  to 
i less  than  4 per  cent  and  15  to  20  per  cent 
I respectively,  owing  to  early  diagnosis  through 
I such  methods  as  serum  and  urine  enzyme  deter- 
I minations  and  to  major  therapeutic  advances 
I which  include:  oxygen  therapy;  low  calorie 

! diet  at  onset  of  the  disease;  judicious  use  of 
V digitalis,  quinidine,  anticoagulants,  and  di- 
I uretics;  mechanical  and  electrical  aids;  chair 
j rest  treatment;  and  avoidance  of  such  drugs  as 
! epinephrine  and  nitroglycerin,  if  possible, 
j Serious  complications  include:  shock,  arrhyth- 
I mias,  heart  failure,  embolic  events,  post- 
I myocardial  syndrome,  and  rupture  of  ventricular 
i wall,  interventricular  septum,  chordae  tendinae, 
j or  papillary  muscles.  The  main  purpose  of 
anticoagulants  is  prevention  of  embolic  phe- 
nomena. There  is  no  conclusive  evidence  that 
. they  can  prevent  impending  attacks  from 
materializing,  and  in  certain  diseases  simulating 
I coronary  occlusion  they  are  contraindicated. 

The  use  of  fibrinolytic  agents  in  lysing  of 
; thrombi  is  being  investigated. 

Haas,  S.  V.:  Celiac  disease.  New  York  State 
J.  Med.  63:  1346  (May  1)  1963. 

I Diagnosis  of  cehac  disease  usually  depends 
I on  prolonged  intermittent  diarrhea.  The  fol- 
I lowing  factors  are  important:  role  of  carbo- 

I hydrates;  toleration  of  monosaccharides  but 
I not  of  disaccharides  and  polysaccharides,  in- 
I eluding  grain;  toleration  of  fats,  even  in 
ll  presence  of  steatorrhea;  autonomic  imbalance 
requiring  use  of  antichohnergics;  and  value  of 
fruit,  especially  bananas,  in  treatment  of 
K syndrome.  In  children,  complete  cure  usually 
«'  results  after  a year  of  adherence  to  the  specific 
» carbohydrate  diet;  in  adults,  in  whom  the 
condition  is  called  sprue,  relapses  may  occur 
f'  requiring  a rigid  diet  for  a few  days  or  weeks. 

I Gillies,  A.  J.,  Max,  T.  C.,  and  Emerson,  G. 
L.:  Respiratory  management  of  the  crushed 


chest.  New  York  State  J.  Med.  63:  1351 
(May  1)  1963. 

In  patients  with  severely  crushed  chests  the 
principal  cause  of  death  is  hypoxia  due  to 
inadequate  and  uneven  ventilation  of  the  lungs 
because  of  pain  and  paradoxic  motion  of  the 
thoracic  cage  and  accumulation  of  secretions  in 
the  tracheobronchial  tree  because  of  pain  and 
inability  to  cough  effectively.  Treatment  of 
shock,  drainage  of  hemothorax  and/or  pneumo- 
thorax, and  estabhshment  of  a clear  airway  are 
immediately  urgent,  and  tracheostomy  should 
then  be  performed.  In  3 cases  of  severely 
crushed  flail  chests  and  paradoxic  motion,  the 
success  of  prolonged  mechanical  hyperventila- 
tion therapy  with  a respirator  illustrates  the 
value  of  internal  pneumatic  stabilization. 

Rowan,  R.  L.,  and  Howley,  T.  F.:  Effects  of 
dimethyl  polysiloxane  in  the  human  bladder. 
New  York  State  J.  Med.  63:  1357  (May  1) 
1963. 

In  27  patients  with  simple  cystitis,  6 simgical 
cases  studied  by  means  of  tissue  pathology,  4 
postoperative  cases  of  inoperable  carcinoma  of 
the  bladder,  ana  in  4 cases  of  prostatitis,  treat- 
ment with  dimethyl  polysiloxane  resulted  in 
rehef  of  dysuria,  brnning,  and  in  some  cases 
urinary  frequency.  The  silicone  oil  was  used 
as  a protective  coating  for  relief  of  symptoms 
rather  than  as  a definitive  method  of  treating 
the  causes  of  any  of  the  diseases  studied. 


Cabrera,  A.,  and  De  La  Pava,  S.:  Isosexual 
precocious  pseudopuberty  associated  with  retro- 
peritoneal carcinoma.  New  York  State  J. 
Med.  63:  1360  (May  1)  1963. 

A case  is  presented  of  isosexual  precocious 
pseudopuberty  in  an  eleven-month-old  boy  in 
whom  chnical,  radiologic,  and  postmortem 
studies  revealed  a retroperitoneal  carcinoma 
as  the  only  possible  cause  of  the  syndrome. 
The  tumor,  in  which  no  teratomatous  elements 
were  found,  apparently  arose  from  urogenital 
rests  metastasized  to  the  liver,  vertebra,  and 
portal  lymph  nodes  and  probably  secreted 
gonadotropic  hormones,  with  stimulation  of 
Leydig  cells  and  androgen  secretion. 


I 
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Medical  Schools 


Albany  Medical  Center 

Grants,  bequests,  and  gifts.  During  1962 
Albany  Medical  Center  received  $3,923,811 
in  grants,  bequests,  and  gifts,  including  a 
HUl-Burton  construction  grant  for  $1,601,185, 
grants  and  gifts  for  medical  research  for  $183,- 
745,  bequests  and  grants  for  general  use  for 
$75,350,  and  a $44,200  grant  from  the  National 
Foundation  for  the  establishment  of  a March  of 
Dimes  Birth  Defects  Center  at  the  Medical 
Center. 

New  York  Polyclinic  Medical 
School  and  Hospital 

Mid  -year  indoctrination  course.  The  mid- 
year indoctrination  course  for  graduates  of 
foreign  medical  schools  will  commence  on  August 
12,  1963.  The  ten-week  course,  designed  to 
orient  foreign  medical  graduates  in  American 
medical  and  hospital  practices  and  to  aid  in 
preparation  for  the  semiannual  examination 
required  by  the  Education  Council  for  Foreign 
Medical  Graduates,  includes  a survey  of  dif- 
ferences and  interrelations  between  foreign  and 
American  practices;  a digest  of  medicine,  sur- 
gery, the  specialties  and  basic  medical  sciences; 
and  a short  course  in  history  taking  and  labora- 
tory diagnosis. 

Foreign  doctors  must  take  and  pass  the  semi- 
annual examination  required  by  the  Education 
Council  for  Foreign  Medical  Graduates  which 
are  given  in  March  and  October  of  each  year 
before  they  can  be  permitted  to  work  as  in- 
terns or  residents  or  in  any  way  practice  in  an 
approved  American  hospital. 

State  University  of  New  York 
Downstate  Medical  Center 

Visiting  professor.  Visiting  professor  in  en- 
vironmental medicine  and  community  health 
for  the  month  of  April  was  Dr.  Charles  R.  Lowe, 
professor  of  social  and  occupational  medicine, 
Welsh  National  School  of  Medicine,  Cardiff, 
Wales.  On  April  15  Dr.  Lowe  delivered  a 
special  lecture  on  “Environmental  Influences 
in  the  Etiology  of  Congenital  Malformations.” 

State  University  of  New  York  Upstate 
Medical  Center 

Appointed.  Harry  A.  Feldman,  M.D.,  pro- 
fessor and  chairman.  Department  of  Preventive 
Medicine,  has  been  appointed  to  the  U.S. 
Public  Health  Service  Surgeon  General’s  special 
committee  on  measles  control. 


Lecturer.  Clayton  T.  Beecham,  M.D.,  pro- 
fessor of  clinical  obstetrics  and  gynecology,  and 
chief  of  the  Gynecologic  Tumor  Service,  Temple 
University  Medical  School,  delivered  the  annual 
George  Birney  Broad  Memorial  Lecture  in 
March.  Dr.  Beecham  discussed  “Current  and 
Future  Trends  in  the  Management  of  Cervical 
Cancer.” 

Postgraduate  teaching  day  held.  The 
thirteenth  annual  postgraduate  teaching  day  for 
ear,  nose,  and  throat  specialists  was  held  on 
March  21.  Members  of  the  faculty  and  staff 
who  took  part  in  the  program  were:  Marvin 
C.  Adams,  M.D.,  Cyrus  S.  Amiri,  M.D.,  David 
W.  Brewer,  M.ID.,  Alan  S.  Feldman,  M.D., 
Gordon  D.  Hoople,  M.D.,  Norman  E.  Johnson, 
M.D.,  Abraham  A.  King,  M.D.,  David  L. 
Poushter,  M.D.,  and  George  A.  Sisson,  M.D. 
Guest  speaker  for  the  evening  was  Harold  F.  | 
Schuknecht,  M.D.,  director,  Massachusetts  Eye 
and  Ear  Infirmary,  Boston.  Dr.  Schuknecht 
discussed  “Sensori-Neural  Hearing  Loss;  Its 
Pathology  and  Manifestations.” 

Visiting  lecturers.  Adrian  E.  Flatt,  M.D., 
associate  professor  of  orthopedic  surgery.  State 
University  of  Iowa,  will  discuss  “Principles  in 
the  Care  of  the  Injured  Hand”  at  the  MEND  ' 
(Medical  Education  for  National  Defense) 
lecture  on  May  27.  Also  on  May  27  will  be  a 
lecture  on  “A  Biologist  Looks  at  Mind  and 
Behavior”  by  Seymour  S.  Kety,  M.D.,  chief. 
Laboratory  of  Clinical  Science,  National  In-  • 
stitute  of  Mental  Health,  Bethesda,  Maryland. 
This  lecture  is  cosponsored  by  the  Hutchings 
Society  and  the  Department  of  Psychiatry. 

University  of  Rochester  School  of  Medicine 
and  Dentistry 

Hyperbaric  chamber.  The  Medical  Center  i 
has  installed  a hyperbaric  chamber  to  explore  { 
the  potential  uses  of  high  pressure  oxygen  in 
various  surgical  and  medical  problems.  The 
equipment  will  be  used  exclusively  for  animal 
research.  The  cost  of  the  pressure  chamber, 
plus  auxiliary  equipment,  is  estimated  at 
$25,000.  Support  of  this  project  is  being  pro- 
vided by  grants  from  the  United  States  Public 
Health  Service,  the  National  Institutes  of 
Health,  the  New  York  Heart  Association,  the 
Vascular  Research  Fund,  the  W.  J.  Merle  Scott 
Research  Fund,  and  the  Ebsary  Fund. 

I 

Pilot  project.  A pilot  project  in  cancer  teach-  1 
ing  by  “programmed  learning”  technics,  in-  i 
eluding  the  use  of  teaching  machines,  will  get  I 
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under  way  at  the  University  this  year  under  a 
three-year  grant  from  the  United  States  Public 
Health  Service.  The  project  will  be  conducted 
by  Charles  D.  Sherman,  Jr.,  M.D.,  assistant 
professor  of  surgery  and  coordinator  of  cancer 
teaching.  Dr.  Clarence  Williams,  associate  pro- 
fessor of  education  and  director  of  educational 
research,  and  Jerome  Lysaught,  associate 
lecturer.  College  of  Education. 

Research  program.  Arthur  J.  Moss,  M.D.,  is 


Progress  in  cancer  control 


Progress  in  cancer  control  is  indicated  by  the 
reduction  in  mortality  from  the  disease  among 
women  in  the  last  decade,  the  statisticians  of 
Metropolitan  Life  Insurance  Company  report. 

Among  Metropolitan  policyholders,  who  con- 
stitute a large  segment  of  urban  wage  earners 
and  their  families,  the  age-adjusted  cancer 
death  rate  of  white  females  at  ages  one  through 
seventy-four  years  fell  from  78.5  per  100,000  in 
1950-1951  to  68.4  in  1960-1961,  a decrease  of  13 
per  cent.  The  reduction  among  nonwhite 
females  was  4 per  cent,  from  89.6  to  85.6  per 
100,000. 

Each  age  group  of  white  females  recorded  a 
decrease  in  cancer  mortality  in  the  past  decade. 


studying  the  function  of  the  heart  in  a bed  that 
rides  on  air,  free  of  vibrations  of  any  kind,  under 
a grant  provided  by  the  Rochester  Heart  Chap- 
ter of  the  Health  Association  from  the  American 
Heart  Association  of  $6,000  for  the  purchase  of 
the  airborne  couch.  Another  factor  being 
studied  by  Dr.  Moss  includes  the  actual  move- 
ment of  the  body  produced  by  the  ejection  of 
blood  by  the  heart,  which  is  measured  by  a bal- 
listocardiograph. 


with  the  largest  relative  reductions  at  the 
childhood  ages.  Among  colored  females,  the 
death  rates  decreased  in  the  range  of  ages  from 
thirty-five  to  seventy-four  years. 

In  contrast  to  the  experience  among  females, 
mortality  rates  from  cancer  among  males  at 
ages  one  through  seventy-four  have  increased. 
Among  white  males,  the  death  rate  from  the 
disease  increased  8 per  cent — from  95.1  per 
100,000  in  1950-1951  to  102.6  in  1960-1961. 
Among  nonwhite  males  it  rose  nearly  20  per 
cent. 

The  difference  between  the  female  and  male 
cancer  deaths  has  been  widening  steadily, 
according  to  the  statisticians.  In  1950-1951, 
the  mortality  rate  among  white  males  was 
approximately  20  per  cent  higher  than  that 
among  white  females.  By  1960-1961  the  dis- 
parity had  increased  to  50  per  cent. 
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Abstracts  in  Interlmgua 


Master,  A.  M.,  e Weiser,  F.  M.:  Tractamento 
de  complicationes  de  acute  occlusion  del  arteria 
coronari  {anglese).  New  York  State  J.  Med. 
63:  1330  (1  de  maio)  1963. 

In  le  curso  del  passate  trenta  annos,  le  prog- 
nose in  occlusion  coronari  se  ha  meliorate  ab  un 
mortalitate  de  10  pro  cento  in  patientes  de 
practica  private  e de  plus  que  40  pro  cento  in 
patientes  de  sala  hospitalari  ad  un  mortalitate 
de  minus  que  4 pro  cento  e de  inter  15  e 20  pro 
cento  in  le  duo  categorias,  respectivemente, 
gratias  a prompte  diagnoses  per  medio  de 
methodos  como  le  determination  de  enzymas  in 
sero  e urina  e a major  progressos  therapeutic 
que  include:  therapia  a oxygeno,  dieta  a basse 
contento  caloric  al  tempore  del  declaration  del 
morbo,  un  uso  judiciose  de  digitalis,  quinidina, 
anticoagulantes,  e diureticos,  adjutas  mechanic 
e electric,  tractamento  a reposo  in  sede,  e 
evitantia  de  pharmacos  como  epinephrina  e 
nitroglycerina,  in  tanto  que  possibUe.  Serie 
compbcationes  include  choc,  arrhythmias,  dis- 
compensation  cardiac,  eventos  embolic,  syn- 
drome postmyocardial,  e ruptura  del  pariete 
ventricular,  del  septo  interventricular,  de 
chordas  tendinose,  o de  musculos  papillari.  Le 
objective  primari  del  uso  de  anticoagulantes  es 
le  prevention  de  phenomenos  embolic.  II  existe 
nulle  nette  indication  que  illos  pote  prevenir 
imminente  attaccos,  e in  certe  morbos  que  Simula 
occlusion  coronari  Ulos  es  contraindicate.  Le 
uso  de  agentes  fibrinolytic  in  lysificar  thrombos 
es  sub  investigation. 

Haas,  S.  V.:  Morbo  celiac  (anglese).  New 

York  State  J.  Med.  63:  1346  (1  de  maio)  1963. 

Le  diagnose  de  morbo  celiac  depende  usual- 
mente  de  prolongate  diarrhea  intermittente. 
Le  sequente  factores  es  importante:  Le  rolo  de 
hydratos  de  carbon;  le  toleration  de  mono- 
saccharidos  sed  non  de  disaccharidos  e poly- 
saccharides, incluse  grano;  le  toleration  de 
grassias,  mesmo  in  le  presentia  de  steatorrhea; 
imbalancia  autonome,  requirente  le  uso  de  anti- 
cholinergicos;  e le  valor  de  fructo,  specialmente 
bananas,  in  le  tractamento  del  syndrome.  In 
juveniles,  un  complete  curation  resulta  usual- 
mente  post  un  anno  de  adherentia  al  specificate 
dieta  relative  al  hydratos  de  carbon.  In  adultos, 
in  qui  le  morbo  es  appellate  sprue,  recidivas 
occurre,  requirente  un  rigide  dieta  durante  dies 
o mesmo  septimanas. 

Gillies,  A.  J.,  Max,  T.  C.,  e Emerson,  G.  L.: 


Tractamento  respirator!  del  contusionate  tho- 
race  (anglese).  New  York  State  J.  Med.  63: 
1351  (1  de  maio)  1963. 

In  pafientes  con  severmente  contusionate  tho- 
races, le  causa  major  de  morte  es  hypoxia  causa te 
per  inadequate  e non  uniforme  ventilation  del 
pulmones  in  consequentia  de  dolores  e motion 
paradoxe  del  thorace  e per  le  accumulation  de 
secretiones  in  le  arbore  tracheo-bronchial, 
etiam  isto  occasionate  per  dolores  e le  impossi- 
bilitate  de  tussir  efiicacemente.  Le  tracta- 
mento de  choc,  le  drainage  de  hemothorace  e b 
de  pneumothorace,  e le  establimento  de  patente 
vias  aeree  es  immediatemente  urgente,  e trache- 
ostomia  debe  alora  esser  effectuate.  In  3 casos 
de  severmente  contusionate  thoraces  con  motion 
paradoxe,  le  successo  de  prolongate  therapia  a 
hyperventilation  per  medio  de  un  respirator 
mechanic  illustra  le  valor  de  interne  stabilisa- 
tion pneumatic. 

Rowan,  R.  L.,  e Howley,  T.  F.:  Le  efifectos  de 
polysiloxano  dimethylic  in  le  vesica  human 
(anglese).  New  York  State  J.  Med.  63:  1357 
(1  de  maio)  1963. 

In  27  casos  de  simple  cystitis,  6 casos  chirur- 
gic  studiate  per  medio  de  pathologia  tissular,  4 
casos  post-operatori  de  inoperabile  carcinoma 
del  vesica,  e 4 casos  de  prostatitis,  le  tracta- 
mento con  polysiloxano  dimethylic  resultava  in 
le  alleviamento  de  dysuria,  arsura,  e in  plure 
casos  frequentia  urinari.  Le  oleo  siliconic  esseva 
usate  como  un  revestimento  protective  pro  le 
alleviamento  del  symptomas  e non  como  un 
methodo  definitive  pro  le  tractamento  del 
causas  de  ulle  del  mentionate  morbos. 

Cabrera,  A.,  e De  La  Pava,  S.:  Precoce  pseudo- 
pubertate  isosexual,  associate  con  carcinoma 
retroperitonee  (anglese).  New  York  State  J. 
Med.  63:  1360  (1  de  maio)  1963. 

Es  presentate  un  caso  de  precoce  pseudo- 
pubertate  isosexual  in  un  puero  de  dece-un 
menses  de  etate  in  qui  studios  clinic,  radiologic, 
e post  morte  revelava  xm  carcinoma  retroperi- 
tonee como  le  sol  causa  possibile  del  syndrome. 
Le  tumor,  in  le  qual  nulle  elementos  teratoma- 
tose  esseva  trovate,  pareva  haber  su  origine  in 
residues  urogenital,  se  metastatisava  a hepate, 
vertebras,  e portal  nodes  lymphatic,  e probabile- 
mente  secerneva  hormones  gonadotropic,  con 
stimulation  de  cellulas  de  Leydig  e secretion  de 
androgeno. 
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Books  Recehed 


The  following  books  were  received  during  the  month  of  February,  1963* 


Mental  Disorders:  A Guide  to  Control 

Methods.  Prepared  by  the  Program  Area 
Committee  on  Mental  Health,  American  Public 
Health  Association.  Octavo  of  132  pages, 
illustrated.  New  York,  American  Public 
Health  Association,  1962.  Paper,  $1.25. 

The  Human  Body;  Its  Structure  and 
Operation.  By  Isaac  Asimov.  Octavo  of 
340  pages,  illustrated.  Boston,  Houghton  Miff- 
lin Company,  1963.  Cloth,  $5.95. 

Moving  Into  Manhood.  By  W.  W.  Bauer, 
M.D.  Octavo  of  107  pages,  illustrated.  Gar- 
I den  City,  New  York,  Doubleday  & Company, 
I Inc.,  1963.  Cloth,  $2.95. 

The  Structure  and  Dynamics  of  Organiza- 
1 tions  and  Groups.  By  Eric  Berne,  M.D. 
I Octavo  of  260  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Company,  1962.  Cloth, 
I $7.50. 

I Current  Diagnosis  & Treatment.  By 
! Henry  Brainerd,  M.D.,  Sheldon  Margen,  M.D., 

! Milton  J.  Chatton,  M.D.,  and  Associate 
Authors.  Octavo  of  841  pages,  illustrated. 

I Los  Altos,  Calif.,  Lange  Medical  Publications, 

I 1963.  Fabrikoid,  $9.50. 

Current  Therapy  1963.  Edited  by  Howard 
F.  Conn,  M.D.,  Quarto  of  775  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963.  Cloth,  $12.50. 

Protein  Metabolism:  Influence  of  Growth 
I Hormone,  Anabolic  Steroids,  and  Nutrition 
I in  Health  and  Disease.  An  International 

If  Symposium,  Leyden,  25th-29th  June,  1962. 
Sponsored  by  Ciba.  Edited  by  F.  Gross. 
Octavo  of  521  pages,  illustrated.  Berlin, 
,1  Springer  Verlag,  1962.  Cloth. 

Case  Development  Problems  in  Hematol- 
I ogy.  Series  1:  The  Red  Cell,  Problems 
1-8.  By  John  W.  Harris,  M.D.,  and  Daniel 
L.  Horrigan,  M.D.  Quarto  of  196  pages,  illus- 
: trated.  Cambridge,  Mass.,  Published  for  the 

Commonwealth  Fund  by  Harvard  University 
I Press,  1963.  Paper,  $3.50. 

Synopsis  of  Pediatrics.  By  James  G. 
Hughes,  M.D.  Duodecimo  of  1,031  pages, 

I illustrated.  St.  Louis,  The  C.  V.  Mosby 
. Company,  1963.  Cloth,  $9.85. 

♦ Books  received  for  review  are  acknowledged  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


A Practicum  of  Group  Psychotherapy. 
By  Asya  L.  Kadis,  Jack  D.  Krasner,  Charles 
Winick,  and  S.  H.  Foulkes,  M.D.  Octavo  of 
195  pages.  New  York,  Hoeber  Medical  Divi- 
sion, Harper  & Row,  Publishers,  1963.  Cloth, 
$6.50. 

A Primer  of  Urinalysis.  By  Robert  M. 
Kark,  M.D.,  James  R.  Lawrence,  M.B.,  Victor 
E.  Poliak,  M.B.,  Conrad  L.  Pirani,  M.D., 
Robert  C.  Muehrcke,  M.D.,  and  Homero  Silva, 
M.D.  Second  edition.  Duodecimo  of  83 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  Publishers,  1963. 
Paper,  $3.85. 

The  Afferent  Innervation  of  the  Heart. 
By  A.  Ya.  Khabarova.  Authorized  translation 
from  the  Russian  by  Basil  Haigh,  M.B.  Octavo 
of  175  pages,  illustrated.  New  York,  Consult- 
ants Bureau,  1963.  Cloth,  $12.50. 

The  Pneumoconioses.  Edited  by  A.  J. 
Lanza,  M.D.  Octavo  of  154  pages,  illustrated. 
New  York,  Grune  & Stratton,  1963.  Cloth, 
$7.50. 

Accident  Surgery.  Volume  One.  Edited 
by  H.  Fred  Moseley,  D.M.  Octavo  of  242 
pages,  illustrated.  New  York,  Appleton-Cen- 
tury-Crofts,  1962.  Cloth,  $10. 

The  Medical  Clinics  of  North  America. 
Chicago  Number.  Volume  47,  Number  1, 
January,  1963.  Endocrine,  Metabolic  and 
Nutritional  Disorders.  Henry  T.  Ricketts, 
M.D.,  and  Richard  L.  Landau,  M.D.,  Guest 
Editors.  Octavo.  Philadelphia,  W.  B.  Saun- 
ders Company,  1963.  Published  Bimonthly 
(six  numbers  a year).  Cloth,  $18  net;  paper, 
$15  net. 

Endocrine  and  Metabolic  Aspects  of  Gyne- 
cology. By  Joseph  Rogers,  M.D.  Octavo  of 
189  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Cloth,  $8.00. 

Bringing  Up  Babies.  By  Walter  W.  Sackett, 
Jr.,  M.D.  Octavo  of  295  pages,  illustrated. 
New  York,  Harper  & Row,  1962.  Cloth,  $4.95. 

A Clinical  Manual  of  Orthopedic  Traction 
Techniques.  By  Gerhard  Schmeisser,  Jr., 
M.D.  Quarto  of  60  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1963. 
Cloth,  $4.50. 

Physiology  of  the  Circulation  in  Human 
Limbs  in  Health  and  Disease.  By  John  T. 
Shepherd,  M.D.  Octavo  of  416  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Corn- 
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pany,  1963.  Cloth,  $12. 

Evaluation  of  Thyroid  and  Parathyroid 
Functions.  Proceedings  of  the  Third  Ap- 
plied Seminar  of  the  Association  of  Clinical 
Scientists.  Edited  by  F.  WiUiam  Sunderman, 
M.D.,  and  F.  WiUiam  Sunderman,  Jr.,  M.D. 
Quarto  of  292  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Company,  1963.  Cloth,  $12.50. 

Pediatric  Surgery.  By  Orvar  Swenson,  M.D. 
Second  edition.  Quarto  of  779  pages,  illus- 
trated. New  York,  Appleton-Century-Crofts, 
1962.  Cloth,  $20.' 


Major  Activities  in  the  Atomic  Energy 
Programs — January-December  1962.  United 
States  Atomic  Energy  Commission.  Octavo 
of  599  pages,  iUustrated.  Wash.,  D.C.,  United 
States  Government  Printing  Office,  1963. 
Paper,  $2.00. 

Surgery.  By  Richard  Warren,  M.D.,  in 
Collaboration  with  Members  of  the  Depart- 
ment of  Surgery  of  the  Harvard  Medical 
School.  Quarto  of  1,397  pages,  iUustrated. 
PhUadelphia,  W.  B.  Saunders  Company,  1963 
Cloth,  $19.50. 


Books  Reuieived 


Skin  Surgery.  By  Ervin  Epstein,  M.D. 
Second  edition.  Octavo  of  339  pages,  illus- 
trated. Philadelphia,  Lea  & Febiger,  1962. 
Cloth,  $10. 


This  excellent  book  is  written  for  the  general 
practitioner,  the  dermatologist,  the  general 
surgeon,  and  the  plastic  surgeon. 

As  the  author  states  in  his  preface,  the  re- 
viewers of  the  first  edition  were  very  kind  but 
some  of  their  criticisms  need  to  be  answered. 
In  so  doing  he  divides  the  book  into  three  parts. 
The  first  covers  the  general  principles  of  skin 
surgery,  office  surgery,  plastic  surgery,  and 
surgical  treatment  of  advanced  carcinoma  and 
the  biopsy.  The  second  section  is  more  adapted 
to  the  dermatologist,  covering  the  various  elec- 
tric modalities  he  would  use.  The  third  sec- 
tion includes  those  special  technics  requiring 
dermabrasion,  therapeutic  tattooing,  and  chemo- 
therapy. 

Throughout  the  entire  book,  the  author  and 
his  notable  battery  of  contributors,  all  outstand- 
ing men  in  their  particular  fields,  are  most 
meticulous  in  the  detailed  descriptions  which 
they  apply  to  their  particular  subjects.  In  fact, 
they  make  it  seem  so  easy,  the  reader  might  be 
tempted  to  do  some  of  the  procedures  himself. 

The  final  chapter  on  the  surgical  treatment 
of  baldness  should  appeal  to  many  physicians 
so  afflicted. 

The  book  is  replete  with  many  photographs 
showing  before  and  after  results,  many  diagrams 
illustrating  technics,  microphotographs  showing 
pathology,  and  photographs  of  equipment. 

The  book  should  be  a welcome  edition  to  the 
library  of  the  physician  having  to  do  with  the 
skin,  its  appendages,  and  contiguous  mucous 
membranes. — George  F.  Price,  M.D. 


Essentials  of  Neurosurgery.  By  Sean  Mull  an  i 
M.D.  Octavo  of  273  pages,  illustrated.  New 
York,  Springer  Publishing  Company,  Inc.,  1961. 
Cloth,  $6.75. 

In  this  small  volume.  Dr.  MuUan  has  ac- 
complished the  most  difficult  task  of  compress- 
ing the  essentials  of  modem  neurosurgical 
problems  into  a compact  and  easily  readable 
form  suitable,  as  he  points  out,  for  students  and 
general  practitioners  of  medicine.  It  should 
be  recommended  also  as  a ready  manual  of 
neurosurgical  care  for  residents  and  interns  who 
are  rotating  through  a neurosurgical  service  as 
part  of  their  medical  or  surgical  training.  Be-  , 
cause  they  represent  essentially  a distillation  of 
personal  experience,  some  of  the  statements  in 
the  book  may  be  open  to  question,  and  no  J 
serious  student  of  neurosurgery  would  fail  to 
pursue  them  more  deeply  in  texts  and  journals  i 
of  neurology  and  neurosurgery. 

Each  of  the  sections  is  well  written  and  quite 
comprehensive,  but  I should  particularly  recom- 
mend to  the  general  practitioner  the  chapters 
on  trauma  to  the  central  and  peripheral  nervous  / 
systems.  The  discussion  of  brain  tumors  points  r 

up  the  effects  of  distortion  of  the  brain  and  may 
indicate  the  reasons  for  the  urgency  evidenced  t 
by  the  neurosurgeon  in  dealing  with  some  of  1 
their  problems. — Howard  Freedman,  M.D. 

Textbook  of  Medical  Physiology.  By  t 

Arthur  C.  Guyton,  M.D.  Second  edition.  \ 

Quarto  of  1,181  pages,  illustrated.  Philadelphia,  j 
W.  B.  Saunders  Company,  1961.  Cloth,  f 
$15.50.  I 

Most  texts  of  physiology  have  several  men  i 
write  specific  sections  in  which  the  author  has  » 

continued  on  page  1418  Q 
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Protect  the  kidneys  and  other  threatened  organs  w ith 

13  -p v*0  V SQUIBB  STANDARDIZED  RAUWOLFIA  SERPENTINA  WHOLE  ROOT 

X VClLiLl  AND  BENDROFLUMETHIAZIDE  WITH  POTASSIUM  CHLORIDE 

When  treatment  of  hypertension  is  effective,  the  danger  of  damage  to  the  renal  system  is 
reduced.'’ “ “Hypertensive  patients  suffer  from  vascular  deterioration  roughly  proportional  to  the 
severity  of  the  hypertension. . . . Reduction  of  blood  pressure  to  normotenslve  levels  reduces  or 
arrests  the  progress  of  vascular  damage  with  a resultant  decrease  in  morbidity  and  mortality.”* 
Because  Rautrax-N  lowers  blood  pressure  so  effectively,  it  will  provide  this  important  protection 
not  only  for  the  kidneys  but  also  for  the  heart  and  brain  of  your  hypertensive  patients. 

Rautrax-N— a combination  of  Raudixin,  Squibb  Standardized  Rauwolfia  Serpentina  Whole 
Root,  and  the  diuretic,  Naturetin,  Squibb  Bendroflumethiazide— is  effective  in  mild,'*  mod- 
erate,^’ ■*  or  severe  hypertension.**’  ® For  full  information,  see  your  Squibb  Product  Reference  or 
Product  Brief. 

Supply:  Rautrax-N—  capsule-shaped  tablets  providing  50  mg.  Raudixin,  4 mg.  Naturetin,  and  400  mg.  potas- 
sium chloride.  Rautrax-N  Modified— capsule-shaped  tablets  providing  50  mg.  Raudixin,  2 mg.  Naturetin, 
and  400  mg.  potassium  chloride.  Bottles  of  100. 

References:  (1)  Moyer,  J.  H.,  and  Heider,  C. : Am.  J.  Cardiol.  9:920 
(June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Pennsylvania  M.  J 
6J:545  (Apr.)  1960.  (3)  Hutchison,  J.  C.:  Current  Therap.  Res.  4:610 
(Dec.)  1962.  (4)  Berry,  R.  L.,  and  Bray,  H.  P.:  J.  Am.  Geriatrics  Soc 
70:516  (June)  1962.  (5)  Feldman,  L.  H.:  North  Carolina  M.  J.  2J:248 
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special  proficiency.  This  text  is  the  work  of 
a single  author  and  is  based  on  his  experience 
of  teaching  physiology  to  medical  students. 

In  reading  the  book,  one  gets  the  feeling  that 
it  follows  an  all-inclusive  outline  of  a course  in 
physiology  with  just  enough  explanation  of 
each  topic  to  keep  the  material  within  1,153 
pages.  However,  even  though  the  discussions 
of  each  topic  are  brief,  they  have  remarkable 
clarity.  Difficult  physiologic  concepts  are  ex- 
plained in  an  easily  understandable  fashion. 
One  is  also  impressed  with  the  fact  that  the 
information  is  up  to  date.  This  is  explained 
by  the  author  in  his  introduction  as  due  to 
having  120  physiologists  review  his  work  prior 
to  the  publication  of  this  second  edition. 

One  entire  section  deals  with  aviation  and 
deep  sea  diving  and  another  with  radiation. 
These  include  valuable  information  concerning 
physiologic  problems  that  are  of  particular 
interest  currently. 

F rom  the  point  of  view  of  the  medical  student 
this  text  is  an  excellent  introductory  book  and 
should  facilitate  his  understanding  of  the 
physiologic  processes  in  the  normal  body  as 
well  as  in  some  disease  states.  However,  a 
considerable  amount  of  additional  reading  is 
necessary  to  bring  the  student  up  to  the  level 
of  physiologic  information  required  when  con- 
fronted by  clinical  problems  and  research. 
For  this  reason,  the  practising  physician  would 
find  this  a good  review  to  see  what  major  ad- 
vances have  been  made  in  physiology  recently 
but  not  useful  as  a reference  book  for  specific 
advanced  information. — Milton  B.  Handels- 
MAN,  M.D. 

Extracorporeal  Hemodialysis  Therapy  in 
Blood  Chemistry  Disorders.  By  John  E. 
Doyle,  M.D.  Octavo  of  353  pages,  illustrated. 
Springfield,  Charles  C Thomas,  1962.  Cloth, 
$11.50. 

Since  the  clinical  introduction  of  artificial 
hemodialysis  by  Kolff  in  1943,  a voluminous 
literature  on  this  subject  has  been  published. 
There  has  been  a definite  need  for  the  correla- 
tion of  this  material.  This  is  very  well  done 
by  the  book  here  reviewed. 

It  begins  with  a chapter  on  historic  develop- 
ment and  then  describes  the  various  methods 
used  for  extracorporeal  hemodialysis.  The 
author  has  had  an  extensive  experience  with 
the  MacNeill  dialyzer  which  he  uses  in  his 
laboratories. 

The  bulk  of  the  book  is  properly  devoted  to 
the  indications  for  hemodialysis  and  its  use  in 
specific  disease  states.  These  are  grouped 
under  the  headings  of  acute  and  chronic  renal 
failure,  exogenous  and  endogenous  poisonings, 
and  intractable  edema.  Chapters  pointing 
out  the  contraindications  and  comphcations  of 
hemodialysis  as  well  as  other  mechanical  methods 
for  managing  uremia  are  also  included.  There 
is  a final  provocative  chapter  dealing  with  the 
experimental  application  of  hemodialysis.  An 
excellent  bibliography  with  several  photographs 


and  illustrations  are  included. — Isaac  S.  Fried- 
man, M.D. 

Differentiation  Between  Normal  and  Ab- 
normal in  Electrocardiography.  By  Ernst 
Simonson,  M.D.  Quarto  of  327  pages,  illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Company, 
1961.  Cloth  $13.50. 

The  author  addresses  himself  to  the  age  old 
question  of  what  is  normal  and  what  is  abnor- 
mal— this  time  in  electrocardiography.  This 
task  has  required  an  enormous  amount  of  work 
at  the  Laboratory  of  Physiological  Hygiene  at 
the  University  of  Minnesota  obtaining  informa- 
tion about  the  distribution  of  the  electrocardio- 
graphic characteristics  in  persons  with  cardiac 
abnormalities  and  among  persons  otherwise 
comparable  who  are  clinically  healthy.  There 
is  no  need  to  restudy  the  gross  deviations  from 
normal  that  are  familiar  to  everyone.  Instead 
the  author  concentrates  his  attention  on  such 
things  as  the  upper  and  lower  normal  limits 
for  QRS  and  T amplitudes,  intervals,  and  the 
absence  of  certain  deflections.  The  book  is  a 
mine  of  information  on  these  matters  and  the 
statistical  treatment  is  such  as  to  make  the 
results  completely  reliable. 

There  are  excellent  chapters  on  the  ventricular 
gradient,  stress  tolerance  tests,  and  minor  varia- 
tions in  the  electrocardiogram.  The  necessity 
for  the  repeatability  of  the  findings  and  the 
value  of  serial  electrocardiograms  are  stressed. 

Each  chapter  is  so  packed  with  statistical 
data  and  references  to  the  literature  that  in 
this  reviewer’s  opinion  a recapitulation  em- 
bodying the  author’s  own  views  would  make 
the  book  more  readable  and  more  easily  under- 
stood by  those  who  are  not  well  versed  in 
statistical  methods. 

Nevertheless  the  volume  is  highly  recom- 
mended for  everyone  interpreting  electrocardio- 
grams and  especially  for  those  involved  in 
surveys  of  populations  apparently  in  good  health. 
— Edwin  P.  Maynard,  Jr.,  M.D. 

Radioactive  Isotopes  in  Medicine  and 
Biology — Medicine.  By  Solomon  Silver, 

M.D.  Second  Edition.  Octavo  of  347  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1962. 
Cloth,  $8.00. 

This  volume  follows  the  same  format  success- 
fully used  in  all  of  the  previous  volumes  on  the 
treatment  of  cancer  and  allied  diseases.  Discus- 
sion is  complete,  comprehensive,  and  concise. 
The  statistical  surveys  of  each  condition  are 
excellent.  At  the  end  of  the  volume  there  is  a 
bibliography  of  world  literature  related  to  each 
chapter. 

This  is  a very  satisfactory  source  book  and 
an  excellent  guide  in  the  therapy  of  gynecologic 
malignancy.— Emanuel  Mendelson,  M.D. 

Disturbances  of  Heart  Rate,  Rhythm  and 
Conduction.  By  Eliot  Corday,  M.D.,  and 
David  W.  Irving,  M.D.  Octavo  of  357  pages, 
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illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1961.  Cloth,  $8.50. 

It  is  quite  obvious  that  this  book  is  not  writ- 
ten as  a reference  work  on  electrocardiography 
but  rather  as  the  authors  state  “for  students 
and  clinicians.”  It  covers  simply,  clearly,  and 
well  disturbances  of  heart  rate  and  rhythm. 
The  understanding  of  these  should  be  greatly 
aided  by  numerous  diagramatic  drawings  of 
normal  and  abnormal  pathways  of  excitation. 

The  chapter  on  the  bed-side  diagnosis  of  the 
arrhythmias  is  a good  one  and  should  counter- 
act the  tendency  to  wait  for  the  electrocardio- 
gram before  attempting  a diagnosis.  Also  the 
discussion  of  the  emotional  factors  in  cardiac 
arrhythmias  is  interesting  and  useful. 

In  the  opinion  of  this  reviewer  the  authors 
have  done  what  they  set  out  to  do,  to  produce 
a book  that  will  be  useful  to  students  and 
clinicians. — Edwin  P.  Maynard,  Jr.,  M.D. 

Gynecologic  Endocrinology.  By  Edward 
A.  Graber,  M.D.  Octavo  of  218  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Com- 
pany, 1961.  Cloth,  $7.50. 

This  volume  is  of  particular  value  because 
of  the  style  in  which  it  is  written.  Every 
conceivable  connection  between  an  obstetric 
or  gynecologic  condition  and  an  endocrine  rela- 
tionship is  covered,  mostly  in  summary  form. 
In  this  way,  ready  reference  is  made  to  the 
symptoms,  etiology,  diagnosis,  and  treatment 
of  these  conditions.  The  chemistry  and  formula 
of  many  of  the  preparations  available  are  listed 
as  well  as  their  trade  names.  For  those  who 
are  interested  in  greater  detail,  there  is  an  ex- 
tensive bibliography. — Sanford  Kaminester, 
M.D. 

Tobacco  and  Health.  Edited  by  George 
James,  M.D.,  and  Theodore  Rosenthal,  M.D. 
Octavo  of  408  pages,  illustrated.  Springfield, 
Charles  C Thomas,  1962.  Cloth,  $13.75. 

This  timely  book,  edited  by  the  New  York 
City  Commissioner  of  Health  and  the  Assistant 
Commissioner,  is  an  effort  toward  dedicated 
preventive  medicine.  It  presages  aggressive 
activity  by  the  newly  founded  New  York  State 
Academy  of  Preventive  Medicine  in  cooperation 
with  the  New  York  Academy  of  Medicine.  It 
stresses  evidence  linking  cigaret  smoking  to 
deaths  from  cancer  of  the  lung,  circulatory 
disease,  peptic  ulcer,  bronchitis,  and  pulmonary 
fibrosis.  Prominent  discussants  of  international 
caliber  make  this  a penetrating  scientific  review. 
The  chemistry,  pharmacology,  epidemiologic 
data  are  well  presented.  The  format  is  good 
and  the  tables  are  easy  to  read.  This  book  will 
be  appreciated  by  those  who  are  in  doubt  about 
the  evils  of  tobacco. — Bernard  Seligman, 
M.D. 

Textbook  of  Ophthalmology.  By  Francis 
Heed  Adler,  M.D.  Seventh  edition.  Octavo 


of  560  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1962.  Cloth,  $9.00. 

Francis  Heed  Adler,  M.D.,  emeritus  professor 
of  ophthalmology  at  the  University  of  Pennsyl- 
vania, is  a teacher,  a clinician  of  long  experience, 
and  the  author  of  many  texts  on  ophthalmology. 

This  edition  is  a new  and  practical  approach 
to  diseases  and  injuries  of  the  eye  and  is  not 
merely  a summary  of  other  texts.  It  is  pri- 
marily oriented  towards  the  general  practitioner 
and  the  medical  student.  Rarer  conditions 
of  the  eye  which  are  of  interest  to  the  specialist 
have  been  eliminated. 

The  author  has  not  emphasized  therapy,  but 
there  is  sufficient  therapeutic  material  for  the 
nonspeciahst.  He  has  a new  chapter  on  the 
symtomatology  of  eye  diseases  based  solely 
on  the  patients’  complaints,  which  is  useful 
as  a guide  in  diagnosis.  For  those  of  limited 
experience  with  eye  diseases,  this  chapter  is 
extremely  useful. 

This  seventh  edition  is  well  worth  acquiring 
as  a reference  text. — Norris  C.  Elvin,  M.D. 

Diagnostic  Tests  in  Infants  and  Children. 
By  Hans  Behrendt,  M.D.  Second  edition. 
Octavo  of  617  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1962.  Cloth,  $15. 

Like  its  predecessor  in  this  second  edition 
the  method  that  the  author  uses  is  outstanding. 
First  he  presents  a physiologic  review  and 
pediatric  consideration  and  then  follows  this 
with  detailed  methods  of  procedure  and  an 
interesting  and  important  discussion  of  interpre- 
tation. Numerous  up-to-date  references  at 
the  end  of  each  chapter  include  every  author 
mentioned  in  the  text. 

The  author’s  discussion  of  some  subjects  is 
meager  and  some  of  his  tables  and  charts  are 
not  as  detailed  as  other  sources. 

Considering  the  excellence  of  this  unique 
book,  it  is  obviously  unfair  to  select  one  chap- 
ter for  individual  review.  However,  for  com- 
pactness, clearness,  and  ease  of  understanding 
the  author’s  discussion  of  the  cardiovascular 
system  is  superb. 

This  volume  by  an  outstanding  author  is 
ideal  for  the  student,  general  practitioner,  and 
pediatrician. — Samuel  K.  Levy,  M.D. 

Hemodynamics  of  Aortic  and  Mitral  Valve 
Disease.  By  Alvin  J.  Gordon,  M.D.,  Paul  A. 
Kirschner,  M.D.,  and  Howard  L.  Moscovitz, 
M.D.  Octavo  of  136  pages,  illustrated.  New 
York,  Grune  & Stratton,  1961.  Cloth,  $5.75. 

This  volume  is  a compilation  of  the  results 
of  left  heart  catheterization  obtained  by  means 
of  the  transbronchial  approach  in  93  patients 
with  mitral  stenosis,  mitral  insufficiency,  aortic 
stenosis,  and  aortic  insufficiency  either  as  iso- 
lated lesions  or  in  combination.  The  technic 
involved  are  well  described  and  the  limitations 
of  the  transbronchial  approach  delineated.  It 
cannot  be  used  in  infants  and  children.  In  the 
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adult  it  adds  considerable  discomfort  to  the 
procedure  of  cardiac  catheterization. 

The  bronchoscope  was  kept  in  place  for  a 
maximum  of  one  hour  but  the  average  time  was 
from  twenty-five  to  thirty-five  minutes.  In 
their  series  there  were  two  deaths  hut  several 
serious  complications  occurred  such  as  hemo- 
pericardium,  prolonged  hypotension,  paroxys- 
mal tachycardia,  acute  pulmonary  edema,  dis- 
lodgement  of  a mural  thrombus,  spinal  cord 
myelomalacia,  hemoptysis,  and  mediastinitis. 

The  results  obtained  by  right  and  left  heart 
catheterization  are  well  described  and  the 
reproductions  of  the  records  are  clear  and  con- 
tain much  valuable  information.  This  book 
should  be  of  value  to  those  interested  in  left 
heart  catheterization  by  the  transbronchial 
approach  and  should  serve  as  a valuable  addi- 
tion to  the  library  of  cardiopulmonary  labora- 
tories because  of  the  physiologic  data  it  contains. 
— Edwin  P.  Maynard,  Jr.,  M.D. 


Strabismus.  Symposium  of  the  New  Or- 
leans Academy  of  Ophthalmology.  Edited 
by  George  M.  Haik,  M.D.  Octavo  of  369 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosby 
Co.,  1962.  Cloth,  $18. 

This  is  a well-edited  and  well-organized  re- 
port of  highly  qualified  clinicians  who  have 
succeeded  in  presenting  a practical  approach 
to  the  neuroanatomy,  physiology,  and  neurology 
of  the  extraocular  muscles. 

Emphasis  has  been  placed  on  the  neuro- 
anatomic  and  neurophysiologic  basis  rather 
than  on  a purely  anatomic  basis  of  study. 
Special  consideration  is  directed  to  proper 
classification  of  the  various  phorias  and  tropias 
with  their  differential  characteristics  and  the 
therapeutic  means  at  hand  to  manage  them  as 
is  best  possible.  The  author  admits  a limita- 
tion of  knowledge  in  many  areas  of  strabismus 
but  strive  to  meet  these  limitations  with  practi- 
cal methods  of  therapy. 

The  chapter  on  “Neuroanatomy  of  Ocular 
Motility  and  of  Strabismus”  is  excellently 
written  with  numerous  valuable  illustrations 
even  though  the  author  deplores  the  lack  of 
definitive  information  available. 

Diagnostic  and  therapeutic  aids  are  stressed 
throughout  the  volume.  The  A and  V syn- 
dromes are  very  well  described  and  clarified 
in  the  light  of  present-day  knowledge. 

The  “Round  Table  Discussions”  that  close 
the  book  are  interesting  and  further  emphasize 
many  of  the  important  features  presented  by 
the  participants. 

All  residents  and  ophthalmologists  in  general 
can  profit  by  what  the  symposium  has  to  offer. 
— M.  A.  Lasky,  M.D. 


Advances  in  Rheumatic  Fever  1940-1961. 

By  May  G.  Wilson,  M.D.  Quarto  of  249  pages, 
illustrated.  New  York,  A Commonwealth  ' 
Fund  Book,  Published  by  Hoeber  Medical  i 
Division,  Harper  & Row,  Publishers,  1962. 
Cloth,  $10. 

For  those  who  may  not  be  acquainted  with 
the  author’s  work,  it  is  sufficient  to  relate  that 
she  and  the  same  experienced  social  service 
worker  have  followed  the  rheumatic,  cardiac, 
and  socioeconomic  fortunes  of  a group  compris- 
ing 191  families  afflicted  with  acute  rheumatic 
fever  and/or  chorea  over  the  course  of  the  past 
forty  years  in  a specialty  clinic  at  The  New 
York  Hospital. 

This  book  is  important  because  it  discusses 
adversely  some  present  dominant  concepts  of 
rheumatic  fever,  giving  reasons  why  we  should 
not  be  satisfied  with  them.  i 

Her  first  objection  is  to  the  generally  held  | 

belief  that  sulfa  drugs  and  antibiotics  have  | 

produced  the  present  amelioration  of  rheumatic  | 
fever.  Dr.  Wilson  demonstrates  by  statistical 
analyses  that  betterment  is  the  result  of  higher  j 
standards  of  living  in  the  United  States.  | 

A second  point  of  criticism  is  the  assumption 
that  streptococcic  infection  is  the  only  infectious 
factor  initiating  the  first  attack  or  recurrences 
of  rheumatic  fever.  She  warns  that  the  anti- 
streptolysin titer  is  often  anamnestic  and  the 
sedimentation  time  nonspecific  and  that  not 
infrequently  the  infection  occurring  before  each 
event  is  nonstreptococcic. 

The  doctor  then  discusses  presently-held 
ideas  of  pathology  and  complains  that  too  little 
thought  is  given  to  damage  done  to  the  myo- 
cardium. She  quotes  the  latest  demonstra- 
tions that  the  true  Aschoff  bodies  are  a reaction 
in  the  myocardium  to  myocardial  degeneration 
and  differs  from  the  false  so-called  Aschoff 
bodies  which  are  a nonspecific  reaction  in  the  wall 
of  the  vascular  capillaries  which  can  be  induced  , 
in  experimental  animals  by  a variety  of  technics.  j 

The  book  is  replete  with  tables,  charts,  illus- 
trations, a statistical  appendix,  and  contains  a 
good  index.  A generous  bibliography  follows  ♦ 
each  chapter. — Kenneth  G.  Jennings,  M.D. 

Textbook  of  Endocrinology.  Edited  by 
Robert  H.  Williams,  M.D.  Third  edition. 
Quarto  of  1,204  pages,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Company,  1962.  Cloth, 

$21. 

This  third  edition  of  endocrinology  continues  f 
the  excellent  tradition  of  the  previous  two  < 
editions.  It  should  satisfy  the  basic  needs  of  1 
a handy  reference  required  in  all  fields  of 
endocrinology.  The  tables  and  photographs, 
some  in  color,  are  well  done.  It  is  authoritative,  ; 
comprehensive,  yet  succinct.  Many  new  authors  f 
make  this  volume  complete  and  up  to  date.  } 
— Bernard  Seligman,  M.D.  { 

f 
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Free  to  Physicians 

West-ward’s 
’’Physician’s  Index  to 
Generic  Name  Prescribing” 

Containing  a therapeutic  index  for  guidance 
to  the  Physician  in  prescribing  West-ward's 
quality  controlled  generic  name  products. 


West-ward,  Inc.  745  Eagle  Ave.,  Bronx  56,  N.Y. 

Please  forward  my  free  copy  of  West-ward’s 
"Physicians’  Index  toGenericName  Prescribing” 
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County 
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Allegany 
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Louis  G.  Fournier Syracuse 
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Donald  Rich  Lyon Middleburg 

James  J.  Norton ....  Montour  Falls 

Bruno  Riemer Romulus 

John  S.  Wolff Corning 
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PINEWOOD 


Waller  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


}.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A  . 
Katonah,  N.Y.  Tel:  CEnlral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


WEST  UMLL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 
For  QccTOus,  meatal,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-<ooditiooed.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

MRS.  HENRY  W.  LLOYD,  R.N.,  Administrator 
Telephone:  Kingsbridgt  9-8440 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D.,  Director 


CLASSIFIED  RATES 

Effective  July  I,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1.00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

' NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


U EQUIPMENT  FOR  SALE 


IFOR  SALE:  PHILLIPS  200  MA  DIAGNOSTIC  X-RAY. 
spot  device,  tilt  table,  new  tube — $2,800.  Picker  therapy 
x-ray,  excellent  condition — $2,000.  IV  1-6534, 


I PHYSICIANS  EQUIPMENT  AND  INSTRUMENTS, 
I new  and  used,  bought  and  sold.  Send  or  call  for  catalogue 
I of  special  items.  Harry  Wells,  217  East  23rd  St.,  N.  Y.  C. 
I 10.  Murray  Hill  9-3480. 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
CH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 


OB-GYN.  DESIRES  ASSOCIATION  OR  CLINIC 
finishing  residency  July  1963.  Age  30.  Army  completed. 
Box  707,  % N.  Y.  St.  Jr.  Med. 


RADIOLOGIST,  EXPERIENCED,  VERY  WELL 
qualified,  early  40’s.  desires  association.  Box  641,  % N.  Y. 
St.  Jr.  Med. 


CERTIFIED  THORACIC  SURGEON,  AGE  35,  UNIVER- 
sity  trained,  desires  association  with  group  or  full  time 
hospital  appointment.  Box  717,  % N.  Y.  St.  Jr.  Med. 


INTERNIST,  BOARD  QUALIFIED.  AGE  29,  DESIRES 
evening  or  weekend  work,  N.  Y.  C.  area.  Box  719,  % 
N.  Y.  St.  Jr.  Med. 


3 ANESTHESIOLOGISTS;  ONE  BD.  CERTIFIED  AND 
two  Bd.  qualified,  seek  opportunity  to  form  Dep’t.  or  join 
existing  group  in  N.  Y.  C.  area  on  fee  for  service  basis. 
Box  724,  % N.  Y.  St.  Jr.  Med. 


ADMINISTRATOR,  EXPERIENCED,  AGE  37,  M.D., 
M.P.H.,  pediatric  certification,  Med.  school  appointment. 
Seeking  job  N.  Y.  metropolitan  area.  Box  731,  % N.  Y. 
St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  assures  good  results.  Free 
Service  fast  18  days — rates  after  Free  Service  30%  on  ac- 
counts less  than  6 months  past  due;  33Vi%  less  than  a 
year;  35%  less  than  3 years  and,  50%  on  accounts  over  3 
years  old,  accounts  recovered  by  attorneys  and  on  the  fast 
ten  dollars,  regardless  of  the  age  of  the  account.  W rite  for 
listing  forms — Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y. 
36. 
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PHYSICIANS  WANTED 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
be  Board  eligible.  Write  Box  581,  % N.  Y.  St.  Jr.  Med. 


NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  is  a 240  bed  community  hospi- 
tal with  a high  caliber  and  well  organized  teaching  program 
and  a progressive  philosophy  regarding  internship  training. 
We  are  accepting  applications  for  July  of  1963  and  invite 
your  inquiries.  Address:  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New  York. 


G.P.  TO  ASSOCIATE  WITH  TWO  OTHER  G.P.’s,  20 
miles  from  New  York  City.  Excellent  working  condi- 
tions and  hospital  facilities.  New  York  licen^  and  com- 
pleted military  service  required.  Remuneration  $14,000 
per  year.  Excellent  opportunity  for  partnership.  Box 
680,  % N.  Y.  St.  Jr.  Med. 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


WANTED:  INTERNIST,  BOARD  QUALIFIED,  FOR 
large  hospital.  Box  702,  % N.  Y.  St.  Jr.  Med. 


WANTED— PHYSICIAN  AS  RESEARCH  ASSISTANT 
in  Cardiology.  Must  be  experienced  in  Phonocardiog- 
raphy, Vectorcardiography  and  Cardiac  Catheterization. 
Box  711,  % N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED  WITH  TRAINING  IN  IN- 
ternal  medicine  to  join  me  in  a modern,  large  office  in  sub- 
urban New  York.  Offering  $12,000/year  starting  salary 
with  complete  partnership  after  progressive  percentage  of 
income.  Box  709,  % N.  Y.  St.  Jr.  Med. 


WESTERN  NEW  YORK  COMMUNITY  NEEDS  GEN- 
eral  practitioner.  Write  C.  H.  Krochmal,  Administrator, 
Dansville  Memorial  Hospital,  Dansville,  N.  Y. 


ASSOCIATE  GROUP  BEING  FORMED.  WANTED, 
young  internist  or  general  practitioner  interested  in  internal 
medicine.  First  and  second  year,  good  income  guaran- 
teed. Progressive  hospital  •/!  mile  from  oflice.  Young 
physician  interested  in  future  growth  and  work  will  have 
unlimited  opportunity.  Box  708,  % N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  July-Aug.  Good  salary,  free 
placement.  350  member  camps.  Dept.  P.,  Association 
Private  Camps,  55  West  42  St.,  New  York  36. 


CENTRAL  NEW  YORK  COMMUNITY  OF  50,000 
population  and  growing,  needs  Radiologist  and  Pedia- 
trician. Modern  air-conditioned  professional  building 
available.  Superior  school  system  in  area.  Box  686, 
%N.  Y.St.  Jr.  Med. 


ANESTHESIOLOGIST  WANTED  (N.  Y.  STATE 
licenced)  fuU  or  part  time  practice.  Fee  for  service  basis. 
Minimum  guaranteed.  Box  714,  % N.  Y.  St.  Jr.  Med. 


E.E.N.T.  ASSOCIATE  REQUIRED.  BOARD  ELIGIBLE 
in  one  or  other  specialty.  Working  conditions  excellent. 
Capital  district.  Percentage  leading  to  full  partnership. 
'Tremendous  opportunity.  Box  712,  % N.  Y.  St.  Jr.  Med. 


LICENSED  ANESTHESIOLOGIST  WANTED  IN 
Central  Nassau  County.  Part  time,  morning  to  early 
afternoon.  Box  716,  % N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


TWO  HOUSE  PHYSICIANS  WITH  N.  Y.  STATE  Li- 
cense wanted  for  new  private  hospital  in  Staten  Island. 
Good  salary.  Pleasant  working  conditions.  Good  hours. 
CaU  YU  1-1400  or  GI  8-7920. 


GENERAL  PRACTI'TIONER  TO  ASSOCIATE  WITH 
well  established  medical  group.  $12,000  per  annum, 
bonus  arrangement,  plus  opportunity  for  later  partnership. 
Write  or  call  Patchogue  Medical  Group,  1 Roe  Blvd.‘ 
Patcho^ue,  N.  Y.,  GRover  5-3900. 


A FAMILY  PHYSICIAN  WANTED  BY  NEW  YORK 
medical  group.  Qualifications  needed:  1 year  internship 
and  2 years  residency  in  Internal  Medicine.  Starting 
salary  $15,000  and  fringe  benefits.  Pleasant  working  con- 
ditions, no  nights,  full  specialists  staff.  Box  721,  % N.  Y. 
St.  Jr.  Med. 


PEDIATRICIAN  AND  G.P.  (NO.  OB.  OR  SURG.)  for 
new  young  group  of  2 G.P.’s,  Brd.  cert,  internist  and  sur- 
geon, with  established  practices  in  lovely  suburban  college 
town  75  miles  from  New  York  City.  Brand  new  building. 
X-ray,  lab.  Salary  open,  leading  to  possible  partnership 
in  one  year.  Box  722,  % N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED  TO  WORK  IN  NEW  YORK 
State,  months  of  July  and  August  doing  general  practice. 
Box  726,  % N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED  TO  DO  GENERAL  PRACTICE, 
to  join  a medical  group  of  four  general  practitioners  in 
New  York  State.  Partnership  at  the  end  of  one  year. 
Physician  must  be  under  40  years  of  age.  Please  forward 
resume  of  personal  & medical  background.  Box  727, 
7oN.  Y.St.  Jr.  Med. 


FRIENDLY,  PROGRESSIVE  UPSTATE  NEW  YORK 
community,  Rochester  area,  needs  doctor  urgently. 
Population  2,735;  modern  hospitals  nearby.  Well 
equipped  office  and  attractive  home  available.  Contact: 
Mr.  Gordon  Youngman,  Committee  Chairman,  Walworth, 
New  York. 


ASSOCIATE  WITH  GENERAL  PRACTICE  BACK- 
ground  for  office  in  California’s  foremost  year-round  resort 
area.  Percentage  basis  or  share  expense  partnership. 
Box  723,  % N.  Y.  St.  Jr.  Med. 


ASSISTANT  GENERAL  PRACTITIONER  TO  Associ- 
ate with  AAGP  member  in  N.  J.  suburb,  population 
40,000;  20  miles  from  NYC.  Established  8 yrs.  Gross- 
ing over  $40,000.  Salary  to  start  and  assistant  may  have 
practice  when  I specialize  in  3 to  4 years.  Box  733,  % N.  Y. 
St.  Jr.  Med. 


REAL  ESTATE  FOR  SALE  OR  RENT 


RADIOLOGIST  WILL  SHARE  HIS  WELL  EQUIPPED 
and  staffed  air-conditioned  offices  with  another  radiologist. 
Professional  building.  East  Side  Manhattan.  Rental  basis 
or  partnership.  BUtterfield  8-1880. 


FOR  SALE— SPACIOUS  COOPERATIVE  OFFICE, 
lower  Central  Park  location.  Available  furnished  and 
equipped  or  unfurnished.  Box  701,  % N.  Y.  St.  Jr.  Med. 


MEDICAL  OFFICE  FOR  RENT.  WILL  ALTER  TO 
suit.  7 Pulaski  Rd.,  East  Northport,  Long  Island,  New 
York.  CaU  516  AN  1-1068. 


SUITES  AVAILABLE 

Luxury  suites  available,  medical  professional  bldg. 
Rapidly  growing  Long  Island  Community — North  Shore. 
Full  or  part  time.  Call  OR  6-7142. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


MAMARONECK  (WESTCHESTER  COUNTY)  N.  Y. 
Professional  Building.  Office  available  June  1st.  444  E. 
Boston  Post  Rd.  Tel.  21 2 LUdlow  4-2500. 


RADIOLOGICAL  AND  PHYSICAL  THERAPY  OFFICE 
and/or  practice  of  prominent  radiologist;  unusual  oppor- 
tunity; minimal  rent  in  professional  building,  midtown 
Manhattan  near  Fifth  Avenue.  Large  floor  space  avail- 
able for  individual  or  shared.  Box  710,  % N.  Y.  St.  Jr. 
Med. 


POMPEY,  NEW  YORK— FOR  SALE  OR  RENT,  COLO- 
nial,  10  room  house  on  one  acre  plot  in  scenic  Pompey  Hills 
on  U.  S.  Route  #20.  Complete  apartment  on  second  floor; 
13  miles  from  Syracuse,  4 miles  from  Cazenovia  Lake. 
Excellent  opportunity  for  lucrative  general  practice. 
Write  R.  G.  Damiano,  M.D.,  2617  Court  St.,  Syracuse  8, 
N.  Y. 


FOR  RENT;  DOCTOR’S  OFFICE,  EXCELLENT  LOCA- 
tion.  Mount  Vernon,  N.  Y.  Fully  equipped.  Full  or 
part-time.  Very  reasonable.  Phone  WH  9-1268  eves. 


CITY  LINE,  QUEENS-NASSAU.  NOW  RENTING  OF- 
fices  North  Shore  Professional  Building.  HI  5-8212 
I 255-17  Northern  Blvd.,  Little  Neck,  L.  I. 


FOR  SALE:  HOUSE  & OFFICE,  HEMPSTEAD.  CLAS- 
sic,  center  hall  colonial.  3 bedrooms,  dressing  room,  4 
baths,  maid’s  room,  patio,  2 car  garage,  store  room. 
Basement  x-ray  office  adaptable  other  specialties.  $44,500. 
IV  1-6534. 

I 

WOODSIDE,  QUEENS— NEW  BUILDING  DENSELY 
populated  area.  Rent  $125.  Location  at  bus  stops  and 
subway.  Prof.,  private  entrance.  Phone  516  PY  1-8440. 


RIVERDALE  PROFESSIONAL  BUILDING  (3265  JOHN- 
son  Avenue,  West  235th  Street,  Bronx,  N.  Y.).  In  the 
heart  of  shopping  center  with  population  of  70,000  and 
growing  daily.  Occupancy-Spring,  1963.  Suites  now 
rented  to:  Two  Internists,  Two  Gynecologist-Obstetri- 
cians, Dentist,  Optometrist,  Riverdale  Mental  Health 
Association,  Pharmacy.  Ancott  Associates,  60  East 
42nd  Street,  New  York  17,  N.  Y.  TN  7-0290. 


FLORAL  PARK,  QUEENS,  NYC.  6 ROOM,  CEN- 
trally  ^ur-conditioned  ranch  home  and  equipped  5 room 
baseinent  office.  Immediate  income  from  active  general 
practice.  All  for  real  estate  value  of  $35,000.  Owner 
leaving  to  take  full-time  academic  post.  Call  FI  7-7501. 


FOR  RENT:  SUITE  IN  NEW  PROFESSIONAL  BUILD- 

ing  which  includes  offices  of  two  established  dentists. 
Modern,  one  story  structure,  fully  air  conditioned  with 
ample  parking.  Thriving  area  of  15,000  in  Hudson  Valley 
is  in  dire  ne^  of  a physician.  Write  R.  J.  Messina,  D.D.S., 
Barclay  Heights,  Saugerties,  New  York. 


FOR  SALE  OR  SUBLEASE:  FIFTH  AVENUE  MED- 

ical  cooperative  office — -completely  equipped;  air-con- 
ditioned, b^utifully  furnished,  convenient  to  hospitals; 
2 consultation  offices;  3 examining  rooms;  located  at 
89thSt.  Inquiredays.  R.  Fischer.  YU  6-1116. 


A'TTRACTIVE,  ULTRA-MODERN  OFFICE  IN  N.  J. 
suburban  area  for  rent.  Excellent  for  G.P.  or  Internist. 
Box  729,  % N.  Y.  St.  Jr.  Med. 


825  SQ.  FT.  SUITE  AVAILABLE.  DENTAL-MEDICAL 
Center  in  Deer  Park,  N.  Y.  Unopposed  opportunity  for 
Pediatrician,  Ophthalmologist.  1919  Deer  Park  Avenue, 
Deer  Park,  N.  Y.  MO  7-8630. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


FOR  RENT— 5 ROOM  SUITE,  AIR  COND.;  AMPLE 
parking.  Bay  Shore  area;  Brightwaters  Prof.  Bldg. 
MO  5-5074. 


ROCKLAND  COUNTY— NEW  SUITES  NOW  RENT- 
ing.  General  practice  and  specialists  needed  in  fast 
growing  area.  New;  air-conditioned;  elevator;  off- 
street  parking.  Inquire;  Milton  Karel,  Village  Square, 
West  Nyack,  N.  Y.  EL  8-3321. 


PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTICE,  OTSEGO  COUNTY.  LOVELY 
home-office  combination.  Fully  equipped  with  X-ray, 
diathermy,  etc.  Sale  or  rent.  Box  698,  % N.  Y.  St.  Jr. 
Med. 


25  YEAR  GENERAL  PRACTICE,  HOME  AND  OFFICE 
for  sale.  Vicinity  St.  Johns  Hosp.,  Queens,  N.  Y.  Very 
active;  will  introduce.  Leaving  to  specialize  July  1. 
Write  M.D.,  Box  20,  Maspeth  78,  N.  Y. 


NYACK.  NEW  YORK.  COMPLETELY  EQUIPPED 
office  of  lately  deceased  General  Practitioner.  Hospital 
facilities.  Great  need  of  G.P.  in  this  area.  Write  Mrs. 
J.  Relland,  162  So.  Broadway,  Nyack,  N.  Y. 


VALLEY  STREAM.  LONG  ISLAND;  DUE  TO  DEATH, 
general  practice  for  sale;  excellent  opportunity;  ten  room 
home-office  combination,  corner  house,  perfect  condition. 
Fully  equipped.  X-ray,  EKG,  shortwave  diathermy,  etc. 
Box  728,  % N.  Y.  St.  Jr.  Med. 


TERRIFIC  OPPORTUNITY 
For  sale  or  rent;  Recently  deceased  doctor’s  modern  home- 
office  combination  in  Yonkers,  New  York;  16  years  active, 
general  practice;  excellent  location  in  good  residential  sec- 
tion; fully  equipped  office  and  files;  all  facilities;  air  con- 
ditioned. Call  YOnkers  5-2071. 


UNUSUAL  OPPORTUNITY  FOR  G.P.  TO  START  AS 
partner  or  owner  of  old  establ.  busy  practice,  upstate  N.  Y. 
Home-office,  aU  conveniences,  compl.  furnished,  equipped, 
hospitals  nearby.  $10,000  cash  rest  easy  terms.  Box  718, 
% N.  Y.  St.  Jr.  Med. 


ACTIVE  GENERAL  PRACTICE,  NORTHERN  N.  Y. 
Immediate  income.  Industry,  dairying,  insurance.  School 
physician.  Open  hospitals.  Lovely  home,  office  building 
adjacent  for  price  of  real  estate.  Will  introduce.  Box 
720,  % N.  Y.  St.  Jr.  Med. 


PEDIATRIC  PRACTICE,  LONG  ISLAND,  SOU'TH 
Shore,  Nassau  County.  Unusual  opportunity.  Leaving 
tosub-specialize.  Box  730,  % N.  Y.  St.  Jr.  Med. 


N.  Y.  C.-QUEENS;  ACTIVE  PRACTICE;  LARGE 
fully  equipped  office,  suitable  Internist,  G.P.,  group. 
Excellent  opportunity.  Box  732,  % N.  Y.  St.  Jr.  Med. 


GENERAL  AND  INDUSTRIAL  PRACTICE,  NORTH- 
ern  New  York,  for  sale.  8,000  population  town.  Fully 
equipped,  9 room  modern  building.  Gross  average  over 
$40,000  per  year.  Write  Mrs.  E.  C.  Soults,  820  State 
Street,  Carthage,  N.  Y. 


ADDITIONAL  CLASSIFIED  ADS 
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A Red  Letter  Event 
of  Your  Medical  Society’s  Year 

The  Annual  Reception  and  Dinner  Dance 
in  honor  of  President  JOSEPH  A.  LANE,  M.D. 

in  the 

TERRACE  BALLROOM 

of  the 

HOTEL  STATLER  HILTON 

New  York  City 
Wednesday,  May  15,  1963 

Reception  7:00  p.m.  Dinner  Dance  8:00  p.m. 

Dress  Optional  Tickets  $17.50 

Mark  the  date  on  your  calendar  now ! 
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Why 


is  the 


BATH  OIL 
OF  CHOICE 

for  dry, 
itchy  skin 


Why  does  SARDO  so  effectively  relieve^-s  dryness  and  itching  in  so  many  patients 
with  eczematoid  dermatitis,  atopic  dermatitis,  senile  pruritus,  contact  dermatitis, 
soap  dermatitis,  diabetic  dry  skin,  neurodermatitis? 

These  are  the  reasons . . . 

HIGH  QUALITY  SARDO  is  the  original,  exclusive,  high  quality  water- 
dispersible  bath  additive  oil.* 

IMMEDIATE  DISPERSIBILITY 

SARDO  promptly  disperses  millions  of  microfine  globules  uniformly  throughout  the 
bath  water;  no  unsightly  oil  slicks  as  with  certain  other  bath  additives. 

SUPERIOR  ADSORBABILITY  SARDO  covers  the 

skin  with  a fine,  unobtrusive  long-clinging  oil  film  . . . which  lubricates,  softens,  pre- 
vents excessive  moisture  evaporation  and  so  helps  to  replenish  natural  oil  and 
moisture. 

ECONOMICAL  i n addition,  the  cost  per  application  of  SARDO 
is  low  — for  only  one  capful  per  bath  is  required  for  therapeutic  effect. 

PLEASANT  Unique  pine  scent,  non-sticky,  non-sensitizing, 
SARDO  assures  patient  cooperation. 

SARDO  consists  of  oils  and  various  esters  of  specially  selected  organic 
acids  having  a chain  length  of  C-14  and  16  in  combination  with  non-irritat- 
ing wetting  agents  to  provide  colloidal  dispersion  of  the  lipophilic  phase. 

Fragrance  consists  of  natural  essential  oils,  isolates,  and  aromatics. 


INC.  75  East  55th  Street,  New  York  22,  N.  Y, 

1.  Borota,  A.,  and  Grinell,  R.  N.:  J.  Amer.  Geriatrics  Soc., 
10:413.  1962.  2.  Spoor.  H.  J.:  N.  Y.  State  J.  M..  58:3292. 
1958.  3.  Lubowe.  I.  I.:  Western  Med..  1:45.  1960. 
4.  Weissberg.' G.:  Clin.  Med..  7:1161.  1960.  5.  Lieber- 
man.  W.;  Amer.  J.  Proctology.  12:374.  1961. 

*Pjl.  Pend.  T.M.  © me'  by  Sardeau,  tnc. 


FOR  SAMPLES  AND  LITERATURE 

please  write . . . SARDEAU, 

Also  available:  SARDOETTES,  disposable 
compresses  impregnated  with  SARDO, 
for  topical  application  in  relieving  skin  dry- 
ness, itching,  scaliness  in  the  same  cond- 
itions as  listed  for  SARDO. 
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If  you  don^t  have  fluoride 
in  your  water 


• • • you  should  kuow  uhout  uew 
‘ \l"DuyUu^  u^/ Fluoride  mith  entrupped  fluvor 


'he  evidence  is  in.  More  than  8,000  published  reports  verify  the  effectiveness  and  safety  of  fluoride  as 
irophylaxis  against  dental  caries.  Yet  most  communities  today  are  still  without  water  fluoridation. 
If  you  are  in  such  an  area,  new  Vi-Daylin  w/Fluoride  is  an  almost  ideal  means  of  supplementation 
or  children.  For  three  reasons: 

. Each  tablet  contains  the  equivalent  of  1 mg.  fluoride.  This  is  the  amount  suggested  for  children 
ihree  and  over  by  the  American  Dental  Association.*''^ 

if.  As  in  regular  Vi-Daylin  Chewable,  your  patient  gets  the  benefit  of  entrapped  flavor.  This  ingenious, 
Jouble-coating  process  permits  complete  entrapment  of  raw  vitamin  tastes  and  odors— and  keeps 
Jelicate  flavoring  oils  fresh  until  the  moment  of  use.  Result:  A tablet  that  tastes  like  citrus  candy. 

. f.  Sweetened  with  sugar-free  Sucaryl®.  Because  Sucaryl  is  non-nutritive,  it  will  not  react  with 
t ^acteria  to  form  acids  in  the  mouth. 

i Cost?  No  more  than  regular  Vi-Daylin  Chewable  in  economical  bottles  of  100. 

I 

I.  Prescribing  Supplements  of  Dietary  Fluorides,  Council  of  Dental  Therapeutics,  J.A.D.A.,  56:591,  April,  1958. 

■ Fluoride  Compounds,  Accepted  Dental  Remedies,  27th  Ed.:139,  1962. 

j'l-DAYLIN  w/FLUORIDE— Multivitamins  with  Fluoride.  SUCARYL — Abbott's  Non-Caloric  Sweetener. 

:ln  areas  where  drinking  water  is  substantially  devoid  of  fluoride.  lo.:,! 
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Scientific  Articles 

Soap  Intoxication  Following  Criminal  Abortion 

Nikolas  A.  Janovski,  M.D.,  Louis  Weiner,  E.E.,  and  William  B.  Ober,  M.D. 
Symposium — Recent  Advances  in  Ophthalmology 
Bernard  Kronenberg,  M.D.,  F.A.C.S.,  Chairman 
Ocular  Therapeutics 
Bernard  Kronenberg,  M.D.,  F.A.C.S. 

Medical  Therapy  of  Glaucoma 
Adolph  Posner,  M.D. 

Glaucoma  Surgery 
Joseph  H.  Krug,  M.D. 

Senile  Cataract  Surgery 
Walter  C.  Mott,  M.D. 

Congenital  Cataract  Surgery 
John  F.  Gipner,  M.D. 

Corneal  Surgery 

A.  Benedict  Rizzuti,  M.D.,  F.A.C.S. 

Motihty  Surgery 
Hunter  H.  Romaine,  M.D. 

Management  of  Optic  Nerve  Disease 
Frank  D.  Carroll,  M.D. 

Emphysema  Studied  by  Fluorodensimetry  and  Microradiography 
Charles  Oderr,  M.D. 

Transmissible  Agents  and  Anemia  of  Mouse  Cancer 
Vernon  Riley 

Corns,  Calluses,  and  Warts 

Royal  M.  Montgomery,  M.D. 

Chronic  Cough  in  Children 

Daniel  C.  Baker,  Jr.,  M.D. 

Clinicopathologic  Conference 

Hepatosplenomegaly 

Metropolitan  Hospital 

Correlation  Conferences  in  Radiology  and  Pathology 

Substernal  Heaviness  and  Cough 

State  University  of  New  York  Upstate  Medical  Center 

continued  on  page  1434 
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constant  degerming  of  skin,  faster  clearing,  better  results 


adjunct  to  any  acne  therapy 


Regular  washing  with  pHisoHex  instead  of 
soap  can  be  a decisive  factor  in  the  successful 
management  of  acne.  pHisoHex  degerms  skin 
constantly,  even  between  washings.  With  fre- 
quent, exclusive  use  it  builds  up  an  antibacte- 
rial film  on  the  skin  to  help  guard  against 
infection. 

In  a series  of  67  patients  using  pHisoHex  to 
treat  acne,  50  per  cent  found  that  their  acne 
lesions  ‘‘...cleared  in  a matter  of  one  to  two 
weeks. All  except  ten  found  “...‘pHisoHex’ 
the  most  effective  treatment  they  had  tried. 

pHisoHex,  containing  3 per  cent  hexachloro- 
phene,  enhances  any  therapy  for  acne.  Hexa- 
chlorophene  is  100  times  more  effective  than 
soap  in  ridding  the  skin  of  bacteria. 2 pHisoHex 
removes  dirt,  emulsifies  oil  and  cleanses  acne 
skin  rapidly  and  thoroughly.  It  is  superior  to 
soap  in  cleansing  the  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  follicles.  Non- 
alkaline,  nonirritating  and  hypoallergenic. 


pHisoHex  lacks  the  potentially  harmful  quali- 
ties of  soap. 

With  pHisoHex,  prescribe  pHisoAc®  Cream  for 
essential  keratolytic  action.  pHisoAc  dries, 
peels  and  masks  lesions— helps  prevent  come- 
dones, pustules  and  scarring.  pHisoAc  Cream 
contains  colloidal  sulfur  6 per  cent,  resorcinol 
1.5  per  cent  and  hexachlorophene  0.3  per  cent. 
In  a recent  series^  of  100  patients  with  acne 
vulgaris  treated  with  pHisoHex  and  pHisoAc, 
good  or  excellent  results  were  obtained  in  79. 

How  Supplied:  pHisoHex  is  available  In  unbreakable 
squeeze  bottles  of  5 oz.  and  1 pint,  in  unbreakable 
plastic  bottles  of  1 gallon  and  in  combination  package 
with  pHisoAc  Cream. 

References:  1.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and 
East,  M.  0.:  Practitioner  189:82,  July,  1962.  2.  Sea- 
stone,  C.  V.:  Surg.  Gynec.  & Obst.  84:355,  March,  1947. 
3.  Wexler,  Louis:  Treatment  of  acne  vulgaris,  Clin.  Med. 


70:404,  Feb.,  1963. 

Winthrop  Laboratories 
New  York  18,  N.Y.  

pHisoHex  and  pHisoAc,  trademarks  reg.  U.  S.  Pat.  Off 


l^iT^rop 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin  — neomycin)  Antibiotic  Ointment  has  consistently  proven  its  effective- 
ness  in  thousands  of  cases  of  bacterial  skin  infection.  The  spectra  of  the  three  anti- 
I biotics  overlap  in  such  a way  as  to  provide  bactericidal  action  against  most  pathogenic 

bacteria  likely  to  be  found  topically.  Diffusion  of  the  antibiotics  from  the  special 
I petrolatum  base  is  rapid  since  they  are  insoluble  in  the  petrolatum,  but  readily  soluble 

j in  tissue  fluids.  The  Ointment  is  bland  and  rarely  sensitizes. 

I ' Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  non- 

susceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

I Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

I Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


'NEOSPORIN' 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

ANTIBIOTIC  OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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WHEN  BRONCHIAL  ASTHMA  IS  COMPLICATED  BY 
HYPERTENSION  ♦ HEART  DISEASE  • HYPERTHYROIDISM 

ELIXOPHYLUN 

(theophylline  in  its  most  absorbable  oral  form) 

...provides  relief  quickly,  dependably,  safely." 

...avoids  the  side  effects  and  contraindications  of 
ephedrine  polypharmaceuticals  or  similar  sympathomimetics 
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Rapid— therapeutic 
theophylline  blood 
levels  (equal  to  I.  V.“ 
aminophylline)  reached 
in  minutes.'’* 


Sustained— theophyl- 
line is  inherently  'long- 
acting'— t.i.d.  dosage 
provides  day  and  night 
relief.'"’ 


0 15  30  60 


120 


240 


Minutes  after  administration.  Mean  values  in  adult  subjects  following 
administration  of  the  single  dose  commonly  used  in  clinical  practice.^ 


Each  tablespoonful  (15  cc.)  contains  theophylline  80  mg.  (equivalent  to  100  mg.  amino- 
phylline) in  a hydroalcoholic  vehicle  (alcohol  20%). 

Acute  Attacks:  single  dose  of  75  cc.  for  adults;  0.5  cc.  per  lb.  of  body  weight 
for  children. 


24  Hour  Control:  for  adults  45  cc.  doses  before  breakfast,  at  3 P.M.,  and  before 
retiring;  after  two  days,  30  cc.  doses.  Children,  first  6 doses  0.3  cc.— then  0.2  cc. 


per  lb.  of  body  weight  as  above. 
(Gastric  distress  rarely  encountered.) 

References:  (1)  Kessler,  F.:  Connecticut  S.M.J.  2/:205 
(March)  1957.  (2)  Burbank,  B.;  Schluger,  J.,  and  McGinn, 
J.:  Am.  J.  Med.  Sci.  234:28  (July)  1957.  (3)  Spielman,  A.D.: 
Ann.  Allergy  15:270  (June)  1957.  (4)  Greenbaum,  J.:  Ann. 
Allergy  15:312  (May-June)  1958.  (5)  Kessler,  F.:  Medical 
Times  57:1298  (Oct.)  1959.  (6)  Bickerman,  H.A.,  and  Barach, 


A.  L.,  in  Modell,  W.:  Drugs  of  Choice  1960-1961,  St.  Louis, 
The  C.  V.  Mosby  Company,  1960,  p.  516.  (7)  Wilhelm,  R.  E. 
in  Conn.,  H.  F.:  Current  Therapy— 1961,  Philadelphia,  W.  B. 
Saunders  Company,  p.  417.  (8)  Schluger,  J.  McGinn,  J.  T., 
and  Hennessy,  D.  J.:  Am.  J.  Med.  Sci.  235:296,  1957. 
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THAN 

PHENOBARBITAL 


SAFER 

* “The  use  of  phenobarbital-niacin  in  preference  to  phenobarbital 

* adds  considerably  to  the  safety  of  that  sedative  and  avoids  most 

* of  the  idiosyncratic  reactions.”* 


BARBA-NIACIN  (phenobarbital-niacin)  is  superseding  pheno- 
barbital for  all  of  its  uses  because  of  the  added  safety  factor.  Each 
tablet  contains  phenobarbital  Vi  gr.  and  niacin  Vi  gr. 


A recent  clinical  study  demonstrated  that  the  niacin  component 
prevents  the  neurological,  cutaneous  and  bizarre  idiosyncratic 
reactions  to  phenobarbital.* 


BARBA-NIACIN  is  the  sedative  of  choice  for  relief  of  nervousness, 
anxiety  and  apprehension.  It  is  also  indicated  as  an  antispasmodic 
in  angina  pectoris,  peptic  ulcer,  and  other  spastic  conditions,  and  in 
epilepsy  as  an  anticonvulsant.  Adult  dose,  1 tablet  up  to  4 times 
a day. 


When  sleep  is  needed,  1 B.4RBA-NIACIN  FORTE  tablet  (pheno- 
barbital 1 V2  gr.  and  niacin  % gr.)  on  retiring  is  safe  and  effective. 


BARBA-NIACIN 

PHENOBARBITAL-NIACIN 


Chemical  Company 
St.  Louis  8,  Mo. 


Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the 
side  effects  due  to  hypersensitiveness. 
Like  phenobarbital,  it  is  contraindicated 
for  drug  addicts  or  patients  with  impaired 
renal  or  hepatic  elimination. 

Supplied  In  hollies  of  100  stored  lablels. 


•Feinblatt,  T.  M..  and  Ferguson.  E.  A.,  Jr..  Pheno- 
barbital idiosyncrasy,  avoidance  by  use  of  pheno- 
barbital-niacin, New  York  State  J.  Med.  62  :221-3, 
1962. 


NYS-5 

COLE  CHEMICAL  COMPANY 

3715-31  Laclede  Avenue 
St.  Louis  8,  Mo. 

Gentlemen:  Please  send  me  clinical  sample,  reprint  and 
professional  literature. 


Dr. 


street 


City 


Zone Stote  . 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 


numbs  the  pain... not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical 
problem— but  it  does  hurt.  And  if  there  is 
housework  to  do  and  kids  to  mind,  the  patient 
needs  something  to  numb  the  pain. 

2.  A.P.C.  compounds  have  limited  usefulness; 
and  the  patient  can  buy  them  without  your 
prescription.  Unfortunately,  most  of  them  are 
too  mild  to  be  effective  for  sprains— and  more 
potent  products  too  often  make  the  patient 
feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases. 
Since  it  contains  both  ‘Soma’  (carisoprodol) 
and  acetophenetidin  it  is  both  a potent  anal- 
gesic and  a superior  muscle  relaxant;  it  also 
contains  caffeine  to  offset  any  drowsiness 
(‘‘numbs  the  pain . . . not  the  patient”). 

4.  Why  not  try  ‘Soma’  Compound?  Dosage  is 


1 or  2 tablets  q.i.d.  For  more  severe  pain,  try 
‘Soma’  Compound -t-Codeine.  Dosage:  1 or  2 
tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur 
rarely.  Codeine  may  produce  addiction, 
nausea,  vomiting,  constipation  or  miosis. 


Soma  Compound  ® 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SomaCompound+Codeine  j 

carisoprodol  200  mg.,acetophenetidin  160  mg., caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

V'^f/sWALLACE  LABORATORIES ^ Cranbury,  N . J . 


CSO-9192 


Month  m Washington 


A presidential  advisory  commission  urged  a 
massive  attack  by  the  Federal  government  on 
illicit  traffic  in  narcotics  and  dangerous  drugs. 

The  commission  recommended  establishment 
of  a special  unit  of  investigators  and  lawyers  in 
the  Department  of  Justice  to  hunt  down  and 
prosecute  big-time  smugglers  and  sellers. 

For  the  addict,  the  commission  suggests  more 
emphasis  on  rehabilitation  rather  than  punish- 
ment. The  commission  said  penalties  in  F ederal 
narcotics  laws  are  too  rigid  for  some  of  the  lesser 
offenses  and  m’ged  that  these  be  relaxed  to  give 
courts  more  discretion  in  dealing  with  these 
offenders. 

In  an  interim  report,  the  commission  also 
touched  on  the  controversial  question  of  whether 
or  not  drugs  should  be  dispensed  to  addicts  in 
treatment  by  physicians.  It  recommended  that 
the  American  Medical  Association  and  the  Na- 
tional Research  Council  “submit  definitive 
statements  as  to  what  constitutes  legitimate 
medical  treatment  of  an  addict,  both  in  and  out 
of  institutions.” 

The  commission  said  it  intends  to  make  an 
intensive  study  of  the  issue  of  discipline  versus 
rehabilitation  in  the  treatment  of  drug  abusers. 
It  said  it  considered  a combination  of  the  two 
approaches  best. 

Other  major  recommendations  included: 

Stricter  control  of  the  manufacture  and  use  of 
the  so-called  “dangerous  drugs,”  such  as  bar- 
biturates and  amphetamines. 

A comprehensive  research  program  into  aU 
phases  of  drug  abuse. 

Establishment  of  a joint  United  States- 
Mexican  commission  to  control  the  illicit  traffic 
of  narcotics  and  drugs  from  Mexico  into  the 
United  States. 

On  the  same  day,  the  New  York  Academy  of 
Medicine  issued  a report  sharply  attacking  what 
it  called  the  Federal  Bureau  of  Narcotics’ 
“punitive  attitude”  of  treating  drug  addicts  as 
criminals  and  attempting  to  control  addiction  by 
imposing  stiff  legal  penalties. 

The  report  of  the  New  York  physicians 
charged  the  Bimeau  of  Narcotics  with  forcing 
“unsound”  medical  treatment  of  drug  addicts, 
intimidating  doctors  who  attempt  to  treat  ad- 
dicts, and  generally  holding  back  “progress  in  the 
conquest  of  addiction.” 

The  Department  of  Health,  Education,  and 
Welfare  licensed  the  manufacture  of  both  live- 
virus  and  killed- virus  measles  vaccines. 

Merck  Sharp  and  Dohme  of  Philadelphia  was 
licensed  to  market  a five- virus  measles  vaccine, 
and  Charles  Pfizer  & Co.  of  New  York  City  was 
licensed  to  market  a dead- virus  vaccine  in  what 

Prepared  by  the  Washington,  D.C.,  OflBce  of  the  American 
Medical  Association. 


health  officials  foresaw  as  the  weapons  for  pos- 
sible victory  in  the  age-old  battle  against  the 
persistent  and  often  serious  ailment. 

Merck  Sharp  and  Dohme  made  available  a 
limited ''  quantity  of  the  live- virus  vaccine 
throughout  the  United  States  within  two  days  of 
the  licensing  on  March  21. 

Surgeon  General  Luther  L.  Terry  of  the 
Public  Health  Service  urged  inoculation  of  any 
child  under  the  age  of  six  who  had  not  had 
measles. 

Hugh  H.  Hussey,  M.D.,  director  of  the  Ameri- 
can Medical  Association’s  Division  of  Scientific 
Activities,  said  the  new  vaccines  made  it  pos- 
sible to  launch  an  all-out  attack  against  one  of 
the  most  common  childhood  diseases. 

Both  H.E.W.  Secretary  Anthony  J.  Cele- 
brezze  and  Dr.  Terry  were  optimistic  about  the 
possibility  of  the  vaccines  putting  the  nation  on 
the  road  toward  elimination  of  the  disease. 

Development  of  the  measles  vaccines  stemmed 
from  the  work  of  Nobel  prize  winner,  John 
Enders,  M.D.,  of  Harvard  University  and  an 
associate,  Thomas  Peebles,  M.D.,  who  isolated 
a strain  of  the  measles  virus  in  1954.  From  this 
original  strain  of  the  virus,  designated  the 
Edmonston  strain,  both  the  live  and  the  killed 
vaccines  have  been  produced. 

Over  the  past  several  years  the  vaccines  have 
been  tested  successfully  in  both  this  country 
and  abroad.  Nearly  50,000  children  in  the 
United  States  alone  have  received  these  vaccines 
in  field  trials.  Celebrezze  characterized  the  field 
trials  as  “a  long  and  painstaking  evaluation” 
and  said  that  “this  was  made  possible  by  the  co- 
operative efforts  of  scientists — both  in  and  out 
of  government — by  physicians,  the  phar- 
maceutical industry,  and  thousands  of  unselfish 
and  courageous  parents  who  have  permitted 
their  childi'en  to  participate  in  the  field  trails.” 

A Surgeon  General’s  advisory  committee  on 
measles  control,  composed  of  government  and 
nongovernment  experts,  suggested  most  physi- 
cians would  want  to  administer  the  five  vaccine, 
with  an  accompanying  shot  of  gamma  globulin 
to  reduce  reactions.  One  injection  of  the  live 
vaccine  has  conferred  complete  immunity  to 
more  than  95  per  cent  of  those  vaccinated  and 
susceptible  to  measles.  But  when  given  alone  it 
produces  side-reactions,  including  a rash  and  a 
fever  of  at  least  103  F.,  in  30  per  cent  or  more  of 
those  vaccinated. 

The  advisory  committee  said  the  killed  vac- 
cine, because  of  its  poorer  immunizing  qualities, 
should  be  used  only  where  the  live  product 
wasn’t  suitable. 

Experts  said  the  live  vaccine’s  protection  was 
as  good  as  that  resulting  from  the  natural 

continued  on  page  1444 
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White's^ 

Cod  Liver  OH 

Concentrate 

Drops 

With  Added  Vitamin  Dj 


For  infants,  essential  vitamins  A and  D at  only  a penny 
a day!  Only  two  drops  a day  of  White’s  Cod  Liver  Oil 
Concentrate  provide  an  economical,  therapeutically 
sound  way  to  give  infants  vitamins  A and  D.  Each 
White’s  Cod  Liver  Oil  Concentrate  Drop  provides  1,560 
units  of  vitamin  A and  312  units  of  vitamin  D (equiva- 
lent to  one  teaspoonful  of  Cod  Liver  Oil,  N.F.).  Usual 
prophylactic  dose:  2 to  4 drops  daily.  Supplied:  drop- 
per bottles  of  6 cc.,  30  cc.  and  50  cc. 
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continued  from  page  1442 

disease  and  had  been  demonstrated  to  last  for 
more  than  fom’  yeax's. 

The  estimated  number  of  measles  cases  in  the 
U.S.  was  6.8  million  in  1962  and  averages  at 
least  4 million  a year  annually.  In  1961  there 
were  434  deaths  from  measles. 

Government  health  officials  said  they  antic- 
ipated no  Federal  financing  or  distribution  of 
the  measles  vaccine.  It  was  expected  that  the 
distribution  will  be  through  physicians  in 
private  practice  or  through  community  “well 
baby”  clinics. 

♦ * ♦ 

The  Food  and  Di'ug  Administration  banned 
the  use  of  menadione,  vitamin  Kj,  in  foods  and 
food  supplements. 

An  F.D.A.  spokesman  said  the  ban  was 
ordered  because  the  agency  decided  that  the 
manufacturer  had  not  provided  sufficient  data 
under  the  food  additive  law  to  prove  comphance 
with  safety  requirements. 

However,  the  spokesman  denied  reports  that 


use  of  menadione  posed  a serious  danger  to  un- 
born infants.  He  said  expectant  mothers  who 
had  taken  it  in  prenatal  vitamin  capsules  should 
not  be  alarmed. 

The  F.D.A.  action  followed  testimony  by 
John  O.  Nester,  M.D.,  a pediatrician  on  the 
F.D.A.  staff,  before  a Senate  Government 
Operations  Subcommittee  that  use  of  menadione 
in  prenatal  supplements  might  result  in  “brain 
damage,  spasticity  and  death”  to  some  newborn 
infants. 

Nestor  charged  that  the  F.D.A.  had  over- 
ruled expert  medical  opinion  and  permitted 
sale  of  some  “new  drugs  imminently  hazardous 
to  the  public  health.” 

The  F.D.A.  denied  the  charges  that  its  non- 
medical officials  had  been  allowing  potentially 
dangerous  drugs  to  reach  the  market. 

The  F.D.A.  said  that  Dr.  Nestor  had  never 
informed  the  agency  of  his  complaints  before  he 
made  the  charge  before  the  subcommittee. 

“We  categorically  deny  that  laymen  have 
been  making  medical  decisions,”  the  F.D.A. 
said. 
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>RAMINE 

' hay  make  the 
“ ifference  between 
eath  and  survival... 
ecause  you  can 
eat  shock 
n the  scene 


K I '| 


traumatic  shock:  Aramine®  meta- 
minol  bitartrate  buys  essential 
Tie  when  shock  follows  brain 
mage  or  severe  hemorrhage.  In 
ave  emergencies,  direct  intra- 
lous  injection  brings  immediate 
Tssor  response,  improves  renal 
isma  flow,  cerebral  and  coro- 
7 blood  flow... with  little 
mceof  tissue  irritation  or 
irosis. 

cardiogenic  shock: 

')^MiNE  has  a smooth  pre- 
:£  table  vasopressor  effect 
{ apparent  vasodilating 
(oponent)  and  a direct 
• ocardial-stimulating 
| ect.  It  can  be  given 
'ramuscularly,  subcuta- 
jjiusly,  or  by  direct  intra- 
'lous  injection,  thus 
rting  the  use  of  extra 
I ds  contraindicated  in 
sie  gravely  ill  patients. 

i. anaphylactic  shock: 

A(mine  is  the  general  pur- 
p e vasopressor  in  shock 
c sed  by  medications  or 
iilict  stings  or  in  shock  of  un- 
ALjk'wn  etiology.  One  intramus- 
^ir  injection  of  Aramine  will  usu- 
ai  maintain  adequate  blood  pres- 
until  the  emergency  can  be 
fitained. 

Summary:  Indications:  Acute  hypotension. 
MEfftcts,  Precautions,  and  Contraindications: 
1 areas  unsuitable  for  injection.  Not  recom* 
4ed  with  cyclopropane  or  halothane  anes> 
ji.  Avoid  excessive  blood  pressure  response, 
ij/ith  caution  in  heart  or  thyroid  disease,  high 
1 pressure,  diabetes.  Before  prescribing  or  ad< 
read  product  circular  with  package 
on  request. 

In  1-cc.  ampuls  and  10*cc.  vials,  each 
ntalning  10  mg.  metaramlnol  present  as  the 
ate  and  4.4  mg.  sodium  chloride  in  water 
ection.  Preservatives:  0.15%  methylparaben, 
propylparaben,  and  0.2%  sodium  bisulfite. 
E is  a trademark  of  Merck  & Co.,  Inc, 
SHARP  & DOHME 
Of  Merck  & Co.,  Inc. 

Pa.  {.5 
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Medical  Meetings 


Doctors’  Gun  Club 

The  next  meeting  of  the  Doctors’  Gun  Club 
will  be  held  on  June  3 at  8:00  p.m.  at  Poly- 
clinic Hospital,  345  West  50th  Street,  New  York 
City,  in  the  Chinese  Lounge. 

E.  J.  Felderman,  M.D.,  former  assistant 
medical  examiner  of  New  York  City,  will  dis- 
cuss “Forensic  Medicine  as  Applied  to  Gunshot 
Injuries.” 

All  members  of  the  medical  profession  are 
invited  to  attend.  The  club  is  open  to  all 
physicians  and  dentists  interested  in  guns  and 
offers  rifle  and  pistol  instruction  for  beginners, 
as  well  as  excellent  range  facilities. 

For  information  on  membership  contact 
William  Greenfield,  D.D.S.,  110  East  36th 
Street,  New  York  16,  New  York,  or  at  MUrray 
Hill  3-0367. 

Annual  health  conference 

The  59th  annual  health  conference  will  take 
place  June  10  through  12  in  New  York  City, 
according  to  Hollis  S.  Ingraham,  M.D.,  State 
Health  Commissioner. 

The  conference,  called  each  year  by  the  New 
York  State  Health  Commissioner,  provides 
postgraduate  education  for  professionals  in 
the  health  field  and  keeps  them  informed  of 
new  developments. 

The  three-day  meeting  is  conducted  under  the 
auspices  of  Annual  Health  Conference,  Inc., 
a nonprofit  organization  chartered  by  the 
Secretary  of  State. 

Herman  E.  Hilleboe,  M.D.,  former  State 
Health  Commissioner,  will  deliver  the  annual 
health  conference  lectureship  in  public  health 
at  the  second  general  session.  His  topic  will 
be  “Improving  Performance  in  Public  Health.” 

In  addition  to  two  general  sessions,  a wide 
range  of  public  health  subjects  will  be  discussed 
at  the  various  conference  meetings. 

One  of  the  conference  highlights  will  be  the 
annual  luncheon  of  the  New  York  State  Public 
Health  Association,  at  which  the  recipient  of 
the  annual  Hermann  M.  Biggs  Memorial  Award 
will  be  announced.  The  award,  named  for  a 
pioneer  in  public  health  who  was  a former 
State  Health  Commissioner,  is  presented  for 
outstanding  achievement  in  public  health  in 
New  York  State. 

Details  of  the  program  will  be  announced 
in  the  near  future. 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


Rocky  Mountain  Cancer  Conference  j 

The  seventeenth  annual  Rocky  Movmtain  ■ 
Cancer  Conference  will  be  held  July  12  and  13  I 
at  the  Brown  Palace  Hotel  in  Denver,  Colorado. 
Edward  R.  Annis,  M.D.,  president-elect  of  the 
American  Medical  Association,  will  be  one  of 
the  principal  speakers.  I 

The  first  day  of  the  conference  will  be  devoted 
to  scientific  papers  presented  by  the  guest  j 
speakers.  A panel  discussion  and  a round-  i 
table  forum  will  highlight  the  second  day. 

Application  has  been  made  for  A.A.G.P. 
accreditation  of  the  conference. 

The  conference,  held  annually  in  Denver,  is 
cosponsored  by  the  Colorado  Division  of  the  ■ 
American  Cancer  Society  and  the  Colorado  I 
Medical  Society.  F 

Further  information  may  be  obtained  by  | 
writing  Rocky  Mountain  Cancer  Conference,  j 
1809  East  18th  Avenue,  Denver  18,  Colorado.  i 


Congress  on  Diseases  of  the  Chest  ' 

The  eighth  International  Congress  on  Diseases 
of  the  Chest,  sponsored  by  the  Council  on  In- 
ternational Affairs  of  the  American  College 
of  Chest  Physicians,  will  be  held  in  Mexico 
City,  October  11  through  15,  1964.  , 

The  congress  wiU  be  presented  with  the  ^ 
cooperation  of  the  Mexican  chapter  of  the 
College  and  imder  the  patronage  of  the  govern-  ( 
ment  of  Mexico.  It  will  be  held  in  the  Congi-ess  ( 
Building  at  the  new  Medical  Center  in  Mexico  : 
City. 

Additional  information  may  be  obtained  by  't 
writing  to  Mr.  Murray  Kornfeld,  Executive  1| 
Director,  American  College  of  Chest  Physicians, 

112  East  Chestnut  Street,  Chicago  11,  Illinois. 


American  Society  of  Cytology 

The  American  Society  of  Cytology  (formerly 
the  Inter-Society  Cytology  Council)  will  hold 
its  eleventh  annual  scientific  meeting  at  The 
Neil  House,  Columbus,  Ohio,  November  7 
through  9. 

The  Society’s  twelfth  annual  meeting  will  be  i 
held  at  the  Penn  Sheraton  Hotel,  Pittsbm'gh, 
Pennsylvania,  November  12  through  14,  1964. 

Further  information  may  be  obtained  from 
Warren  R.  Lang,  M.D.,  secretary-treasurer, 
1012  Walnut  Street,  Philadelphia  7,  Pennsyl- 
vania. 
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from  the  feet  up— elears  ringworm 
economieally  with  half  the  dosage 


I.  I! 
« II 
i[  j- 

d 1 

» 


lulvicill-u/l. 

griseofulvin,  ultra/fine,  Schering 


^ [‘Culture  negative^* 

I after  four  weeks 
^ in  this  case  of 
« plantar  tinea  pedis 

y R.  B.,  a 36-year-old  writer,  was 
^ 6rst  seen  on  November  5, 1%2, 
with  severe  inflammatory  tinea 
pedis  involving  the  sole  of  the 
right  foot.  There  was  an  8-cen- 
timeter area  of  erythema,  with 
vesicles,  bullae  and  scales  on 
*'  the  plantar  surface  of  the  foot. 
The  lesion  had  been  present 
for  two  weeks.  Microscopic  ex- 
® amination  of  scrapings  showed 
hyphae,  and  cultures  grew  out 
* T.  mentagrophytes. 

j.  The  patient  was  started  on  0.5 
I gm.  Fulvicin-u/f  (griseoful- 
|vin,  ultra-fine)  daily.  Three 
weeks  later  there  was  distinct 
It  improvement  with  only  mild 
erythema  and  scaling  present. 
After  one  additional  week, 
'therapy  was  discontinued  and 
a second  culture  was  negative. 
The  patient  was  last  seen  on 
December  24,  approximately 
three  weeks  after  termination 
„ of  therapy.  At  this  time  the 
jil  skin  was  entirely  normal  in 
ippearance. 

I Plantar  tinea  pedis  before 
b*  herapy. 

^ 2 After  two  weeks  of  therapy. 

Six  weeks  later,  skin  essen- 
ially  normal  (two  weeks  after 
ermination  of  therapy). 


Clinical  considerations:  Al- 
though clinical  studies  with 
griseofulvin  have  not  revealed 
evidence  of  serious  toxicity, 
side  effects  — as  with  any  po- 
tent drug  or  antibiotic  — may 
occur  in  some  patients.  An  oc- 
casional minor  decrease  in 
leukocyte  count  has  been  ob- 
served, which  was  reversible 
when  medication  was  discon- 
tinued. Occasionally,  there  may 
be  heartburn,  nausea,  epigas- 
tric discomfort,  diarrhea,  leth- 
argy, fatigue,  psychomotor 
incoordination  and,  during  the 
first  week  of  therapy,  headache. 
Studies  are  in  progress  to  de- 
termine the  safety  of  this  drug 
during  pregnancy;  until  the 
results  of  these  studies  are 
available,  griseofulvin  is  con- 
traindicated during  pregnancy. 
Caution  should  be  observed  in 
patients  with  known  penicillin- 
sensitivity.  Should  urticaria  or 
drug  rash  develop,  the  drug 
should  be  withdrawn.  Avail- 
able in  125  mg.,  250  mg.  and 
500  mg.  scored  tablets,  bottles 
of  60  and  250. 


For  complete  details,  consult 
Schering  literature  available 
from  your  Schering  Represen- 
tative or  Medical  Services 
Department,  Schering  Corpo- 
ration, Union,  New  Jersey, 


CASE  HISTORY  AND  PHOTOGRAPHS  COURTESY 
OF  LEO  R.  LESE,  M.O.,  NEW  YORK,  N.  Y. 


COUGH  TOO  MUCH? 
COUGH  TOO  MUCH? 
COUGH  TOO  MUCH? 
COMRH  TOO  MUCH? 


Don’t  take  chances  . . . you  [nay  have  a Respiratory 
Disease.  Your  local  Christmas  Seal  organization  and  the 
National  Tuberculosis  Association  say:  See  Your  Doctor! 


SHORT  CF  BRLATH? 
SHORT  OF  BREATH? 
SHORT  OF  BREATH? 
SHORT  OF  BREATH? 
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Milestones  in  Nutrition 


when 
vitamin  A 
was 

missing... 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Councii  on  Foods  and  Nu- 
trition of  the  A merican  M edicai  A ssociation  and  found 
consistent  with  current  authoritative  medical  opinion. 


^ they  turned  to  milk.  In  1913  McCollum  and 
Davis  found  that  the  need  for  an  unidentified 
growth  factor  could  be  met  by  small  amounts 
of  butterfat.  The  factor  eventually  was  identi- 
fied as  vitamin  A. 

One  function  of  vitamin  A is  established:  it 
is  required  for  the  formation  of  visual  pigments 
essential  to  normal  vision.  The  reasons  for 
growth  failure  in  vitamin  A deficiency,  however, 
are  still  not  clear.  A half  century  after  its  dis- 
covery, vitamin  A remains  an  active  subject  of 
research. 

An  adequate  intake  of  vitamin  A is  obtained 
by  eating  a balanced  diet  based  on  the  four  main 
food  groups:  milk  and  other  dairy  foods,  meats 
and  eggs,  vegetables  and  fruits,  bread  and  cere- 
als. Dairy  foods  represent  the  main  source  of 
preformed  vitamin  A for  children  . . .while  veg- 
etables and  fruits  contribute  most  to  the  total 
vitamin  A value. 

As  they  have  in  the  past,  milk  and  other  dairy 
foods  will  continue  to  play  a vital  role  in  the 
nutritional  welfare  of  our  people. 


Since  1915  ...promoting  better  health  through  nutrition  research  and  education 

NATIONAL  DAIRY  COUNCIL 

Greater  New  York  Program  • a non-profit  organization 
202  EAST  44TH  STREET  • NEW  YORK  17,  NEW  YORK 


available  on  request:  Reprints  of  this  series  of  messages  on  ^'milestones  in  nutrition" 
and  "calorie  restricted  diets" 
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WANTED! 

AUGUST  15th  ISSUE 
OF  THE  JOURNAL 

We  should  very  much  appreciate 
your  donating  this  back  issue  to  the 
Society.  We  are  in  short  supply, 
and  need  this  particular  back  num- 
ber for  foreign  and  medical  school 
requests.  Please  send  to:  New  York 
State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 


Free  to  Physicians 

West-ward’s 
"Physician’s  Index  to 
Generic  Name  Prescribing’’ 

Containing  a therapeutic  index  for  guidance 
to  the  Physician  in  prescribing  West-ward’s 
quality  controlled  generic  name  products. 


West-ward,  Inc.  745  Eagle  Ave.,  Bronx  56,  N.Y. 

Please  forward  my  free  copy  of  West-ward’s 
’’Physicians’  Index  toGenericName Prescribing” 

name MD 

address 

city state 

NYS  5-15 
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Why  do  Frenchwomen  consider  their  household 
incomplete  when  there  is 

M)PIKINA? 


THE  VERSATILE.. 
SANGUINE. . 
DELICIOUS. , 
APERITIF 


Since  1931 
Pikina  has  become 
one  of  France’s  most 
called-for  aperitifs. 

For  reasons  of  their  own, 
Pikina  is  in  special 
demand  by  the  ladies. 

Pikina  is  an  aperitif  made 
with  a select  wine  base*, 
a specified  trace  of 
quinine  bark,  and  the 
golden  perfume  of 
oranges  to  make  it 
more  attractive. 

Try  it  in  your  own 
household — Then  ask 
your  wife. 

*"Mi$telles’',  known  as  the 
"noble”  wine  of  France. 


PIKINA 

RHYMES  WITH 
''TINA” 

Sole  U.  S.  Agents  C H A U Q U I N , I N C . M o rri  svi  1 1 e,  Pa. 
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BREAST  CANCER  will  strike  one  of  every  twenty  women  in  the  United 
States.  At  present  rates,  less  than  half  of  them  will  he  cured. 

Breast  cancer  is  a disease  of  immense  frustration  for  the  physician . . . and  is 
one  of  woman’s  deepest  fears.  Yet,  for  the  individual  patient,  there  is  hope. 
Five-year  cures  result  in  82%  of  localized  cases. 

Monthly  hreast  self-examination  and  annual  health  checkups  are  essential  in 
uncovering  such  cases.  Essential,  too,  is  person-to-person  exchange  between 
doctor  and  patient,  to  give  women  a chance  to  resolve  their  anxieties  about 
this  disease... anxieties  which  paralyze  judgment  and  delay  life-saving  action. 

The  Society’s  newest  film,  “Breast  Self-Examination,”  has  been  highly  praised 
by  physicians  and  laymen.  A physician  is  present  at  each  showing  so  that 
women  may  ask  questions  and  be  influenced  to  see  their  own  doctors  promptly 
about  any  breast  problem. 

The  Society  is  working  intensively  on  the  breast  cancer  problem,  through 
research  and  education.  Through  our  concerted  efforts ...  yours,  doctor,  and 
ours ...  we  will  prevail  against  this  great  enemy. 

AMERICAN  CANCER  SOCIETY 
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If  you  have  a friend  practicing  in  Hohokus  or 
Muskogee,  why  not  send  him  a gift  subscription  to 
the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE? 

Gift  subscriptions  are:  $5.00  for  the  first  year,  $7.50  thereafter 

You’re  not  limited  to  a single  gift  subscription.  You  can,  as  a matter 
of  fact,  make  use  of  this  offer  to  give  tv/o  or  three  old  school  friends  a 
chance  to  read  your  Journal — no  matter  where  they  are.* 


* Friends  in  such  places  as  Tierra  del  Feugo  or  Timbuktu 
will  require  added  foreign  postal  charges  of  $1.50  a 
year. 


P.S.  If  you  don’t  happen  to  be  one  of  our  fortunate  members,  you  can 
also  treat  yourself  to  the  same  special  introductory  subscription  rate. 
Mail  your  order  to:  New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  1 7,  N.  Y. 


PLEASE  SEND  A SPECIAL-RATE  INTRODUCTORY  SUBSCRIPTION  TO: 

Name 


Address. 


City  & State. 


Name 

Address. 


City  & State. 


I I Enclosed  is  $5.00  for  the  first  year  (Regularly  $7.50) 

I I Enclosed  is  $1  8.00  for  the  first  three  years  (Regularly  $22.50) 
I I Plus  $1.50  for  foreign  addressee. 
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This  is  haif  an  inspection 


. . . this  is  the  other  haif 

i 


Inspecting  a coated  tablet  poses  a two-sided 
problem:  How  do  you  make  certain  that  both 
top  and  bottom  are  flawless  without  picking  up 
each  tablet  and  turning  it?  ■ We  have  a ma- 
chine especially  designed  to  do  the  job.  The 
tablets  pass  along  a belt  under  the  watchful 
eye  of  an  inspector.  Any  tablet  that  has  the 


slightest  irregularity  in  shape  or  coating  I 
rejected.  Then  a second  belt  overrides  the  fi  I 
and,  holding  the  tablets  tightly  in  place,  tuji 
them  over  and  delivers  them  to  another  b' 
for  inspection  of  the  other  side.  ■ It  is  anotl 
in  a long  series  of  control  measures  design 
to  deliver  quality  pharmaceuticals  every  tin  ■ 
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Editorials 


Psychosomatic  factors  in  ulcerative  colitis  in  children 


In  the  last  fifty  years  ulcerative  colitis  has 
been  increasingly  recognized  as  a severe  in- 
testinal disease  — ^debilitating,  invaliding, 
threatening  life  and  comfort,  and  often  re- 
quiring drastic  surgical  correction  to  save 
life.  Whether  the  disease  occurred  much 
less  often  in  the  past  and/or  was  not  recog- 
nized by  the  profession  is  an  open  question. 
But  in  the  adult  population  of  today  it  con- 
stitutes a frequent  and  serious  problem  in 
medicine  and  surgery. 

StiU  more  alarming,  however,  is  its  in- 
creasing frequency  in  preadolescence  and 
even  earlier.  In  addition,  there  is  the  new 
and  disturbing  problem  of  the  unusual 
severity  of  the  disease  in  children,  in  whom 
there  is  a high  incidence  of  complications, 
hemorrhage,  perirectal  infections,  and  even 
early  carcinoma,  with  its  exceedingly  poor 
prognosis. 

Since  medical  science  does  not  yet  know 
the  cause  of  ulcerative  colitis,  it  might  be  en- 
lightening to  review  some  of  the  possible  or 
probable  factors  implicated.  With  very  rare 
exceptions  it  is  not  a familial  disease  and,  of 
course,  is  not  hereditary.  It  is  not  peculiar 
to  certain  ethnic  or  national  groups,  al- 
though it  seems  to  be  a rarity  in  countries 
outside  our  own.  It  does,  in  fact,  appear  to 
be  a disease  of  our  own  society,  affecting  the 
more  intelligent  and  mentally  and  emo- 
tionally alert  of  our  children.  It  has  re- 
cently been  demonstrated  statistically  that 
the  incidence  of  the  disease  in  the  Jewish 
group  is  higher  than  in  the  rest  of  our  popu- 
lation. 

Why  is  this  disease  occurring  with  in- 
creasing frequency  in  children,  and  why  is  it 
more  severe  in  children  than  in  adults? 
Within  the  last  five  years  in  my  own  practice 
I have  seen  30  cases  of  ulcerative  colitis  in 
children  ranging  from  three  to  seventeen 
years  of  age,  except  for  1 child  said  to  have 
had  symptoms  immediately  after  birth  (the 
only  fatal  case).  In  4 of  these  30  children 
the  disease  was  so  virulent  that  to  save  life 


colectomy  and  permanent  ileostomy  were 
necessary,  one  in  a ten-year-old,  two  in 
thirteen-year-olds,  and,  one  in  a seventeen- 
year-old.  Two  of  these  children  were  girls. 

Ulcerative  colitis  is  accepted  by  most,  if 
not  all,  clinicians  as  being  psychosomatic  in 
its  nature.  It  may  be  caused  by  sudden  or 
continued  psychosomatic  trauma;  but  the 
course  of  the  disease,  it  is  agreed,  reflects 
psychic  influence  of  an  emotionally  trau- 
matic nature.  I have  seen  ulcerative  colitis 
originate  in  a young  girl  within  hours  of 
criminal  rape,  clearing  up  in  two  weeks  when 
menses  were  re-established  and  venereal  in- 
fection was  ruled  out.  Similar  striking  ex- 
amples of  ulcerative  colitis  originating  in,  or 
immediately  aggravated  by,  a violent 
psychic  trauma  are  weU  recognized.  In  fact, 
the  whole  course  of  the  disease  is  one  often 
influenced  by  traumatic  personal  events  in 
the  life  of  the  child  or  adolescent,  by  the  re- 
lationship of  the  child  to  the  parent  or 
parents,  by  competition  with  other  children, 
or  by  unhappy  home  surroundings.  Most  of 
these  children  or  adolescents  are  unusually 
bright,  frequently  ambitious  or  overam- 
bitious,  and  usually  striving  for  perfection. 

Probably  among  the  greatest  stresses  in 
the  life  of  a school  child  and  the  high  school 
adolescent  are  school  examinations,  term 
marks,  and,  above  aU,  College  Entrance 
Board  examinations  and  the  intense  com- 
petition for  admission  to  the  college  of 
choice.  It  is  the  competition  for  “A”  marks 
at  term  examinations,  the  attempt  to  be 
graded  in  the  first  10  of  the  class,  the  strug- 
gle to  qualify  for  and  be  accepted  in  one  of 
the  Ivy  League  colleges,  particularly  for 
girls,  that  constitute  some  of  the  most 
traumatic  experiences  of  adolescence. 

Today,  a college  education  is  practically 
a status  symbol  for  all  adolescents.  Whether 
or  not  they  are  fit  for  higher  education  or 
desire  it  for  itself  or  to  prepare  them  for  a 
career,  every  child  of  a middle-  or  upper- 
class  family  is  expected  to  go  to  college.  And 
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any  college  won’t  do;  it  must  be  one  of  the 
so-caUed  Ivy  League  colleges,  so  popular 
with  the  growing  and  competitive  young 
population  in  secondary  schools.  The  com- 
petition is  tense,  intense,  and  harrowing. 
The  older  children  and  adolescents,  par- 
ticularly the  girls,  are  in  a race  in  which  the 
entrance  examinations  constitute  a truly 
competitive  traumatic  experience.  These 
school  strains  constitute  a possible  causative 
factor  in  the  patient  with  cohtis  and  often 
aggravate  the  illness,  making  therapy  of  this 
dread  disease  even  more  difficult. 

Some  years  ago  a brilliant  girl  of  seventeen 
was  aU  set  to  leave  her  home  upstate  to  take 
the  competitive  examinations  at  one  of  the 
superior  women’s  colleges  in  Boston.  The 
day  she  was  to  fly  to  Boston  her  plane  was 
groimded  by  bad  weather.  A harrowing 
night  train  ride,  intense  anxiety,  a relatively 
poor  showing  the  next  day  at  the  stiff  ex- 
amination was  followed  within  days  by  the 
outbreak  of  fulminating  ulcerative  colitis  in 
this  most  lovable  and  intelligent  child.  The 
course  of  the  disease  was  so  severe  and  un- 
controlled that  even  eventual  colectomy  and 
ileostomy  failed  to  save  her  life. 

A child  with  ulcerative  colitis  who  fails  an 
examination  or  who  ftmctions  below  expecta- 
tion will  frequently  suffer  an  immediate  re- 
currence of  the  disease.  One  should,  of 
course,  encourage  and  even  insist  that  the 
child  or  adolescent  with  colitis  continue  his 
or  her  school  or  college  education.  To  deny 
to  these  usually,  even  unusually,  bright 
children  such  an  opportunity  would  in  itself 
constitute  a traumatic  factor.  However,  the 


competition  for  private  school  and  college 
placement  is  so  keen  in  our  ever-growing 
school  population,  and  the  preferred  college 
facilities  in  our  prosperous  coimtry  are  so  in- 
adequate that  the  competition  examination 
and  the  College  Bo£U"d  examinations  often 
constitute  the  greatest  single  traumatic  ex- 
perience in  the  life  of  the  maturing  child. 
Most  colleges  will  accept  or  continue  to  en- 
roll a child  with  known  ulcerative  colitis, 
but  the  dietary  limitations,  the  limited 
choice  of  menus,  and  the  long  distance  from 
dormitory  to  dining  area  compoimd  the 
difficulty  for  the  colitis  patient. 

Every  physician,  every  psychiatrist,  and 
every  parent  should  be  conscious  of  the 
traumatic  impact  of  very  stiff  highly  com- 
petitive examinations  on  children  and  pre- 
adolescents. * The  child  with  cohtis  and,  for 
that  matter,  those  without  it  should  be  im- 
pressed again  and  again  with  the  fact  that  all 
A’s  are  not  necessary  and  not  necessarily 
even  good;  that  relaxation  and  the  arts  and 
play  are  also  very  essential  parts  of  educa- 
tion. 

The  child  should  be  sent  to  an  accredited 
and  well-respected  college,  less  well  known, 
perhaps,  and  the  emphasis  from  parent  and 
educators  should  be  on  good,  wholesome 
education  and  on  the  acquisition  of  knowl- 
edge for  future  personal  satisfaction  rather 
than  on  getting  into  the  most  popular  and 
difficult  schools  where  the  student  body  is 
intensely  competitive. 

Burrill  B.  Crohn,  M.D. 

* “If  a bow-string  is  too  taut  it  will  snap” — Confucius. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland;  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York  17,  New  York,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 


May  15,  1963  / New  York  State  Journal  of  Medicine  1457 


ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York  i 

FEBRUARY  10  through  14,  1964 

The  Americana,  New'York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a 
paper  before  a scientific  section  or  a general  session  is 
requested  to  write  to  James  Greenough,  M.D.,  Director 
of  Scientific  Activities,  Medical  Society  of  the  State  of 
New  York,  750  Third  Avenue,  New  York  17,  New  York, 
before  August  1,  1963.  A short  abstract  of  the  proposed  I 
presentation  should  accompany  the  letter.  | 

I 

Scientific  Exhibits 

Requests  for  application  for  scientific  exhibit  space 
at  the  1964  Convention  should  be  addressed  to  the 
Director  of  Scientific  Activities  at  the  above  address, 
as  soon  as  possible. 


NOTE  CHANGE  OF  MONTH  FOR  ANNUAL  CONVENTION: 

FEBRUARY  10  TO  14,  1964 
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In  defining  “image,”  the  dictionary  gives  a variety  of  inter- 
pretations, but  I believe  that  for  our  purposes  the  simplest  defi- 
nition is  the  following:  “For  those  in  medicine,  an  image  is 
what  the  patient  thinks  when  he  views  his  doctor  and  the  pro- 
fession. He  sees  the  sum  total  of  his  own  and  his  family’s  ex- 
periences, and  he  blends  this  with  the  experiences  of  others. 
The  patient  sees  medicine,  or  his  own  physician,  in  terms  of  the 
psychologic  and  emotional  impact  that  he  has  experienced. 
The  resulting  image  may  be  real  or  imaginary.  Nevertheless, 
it  is  his,  and  his  thoughts,  words,  and  actions  are  based  on  this 
image.” 

The  doctors  of  thirty -five  to  forty  years  ago  spent  their  days 
making  house  calls,  seeing  patients  in  their  offices,  doing  obstet- 
ric cases  in  the  home,  and  frequently  doing  emergency  major 
surgery.  Even  in  my  younger  days  I assisted  older  surgeons  in 
many  procedures  in  the  home,  including  tonsillectomies,  D and 
C’s,  and  an  occasional  hernia.  This  doctor  was  very  close  to 
i his  families;  he  knew  their  personal  and  socioeconomic  problems  very  well;  they  depended  on 
I him  and  often  revered  him.  His  judgment  and  decisions  were  rarely  questioned.  It  was 
I unusual  for  him  to  be  unavailable  at  any  time  of  the  day  or  night. 

He  had  certain  advantages:  He  was  relatively  free  of  tax  burdens;  it  was  most  imusual  if 
there  was  any  threat  of  malpractice  action;  he  was  not  beset  by  the  multiple  medical  meetings 
' that  we  contend  with  today;  and  his  hospital  staff  appointments  were  not  burdened  with  regu- 
! lations  concerning  the  meetings  and  committees  that  we  know  today.  It  was  rare  that  there 
was  any  publicity  concerning  medications  or  medical  matters.  This  status  persisted  until 
after  World  War  II. 

With  the  release  of  many  doctors  from  service  in  1946  and  1947,  as  well  as  graduating  classes 
I from  accelerated  courses,  there  was  a sudden  influx  of  men  to  be  trained  in  specialties  and  to 
, take  refresher  courses  in  specialties  or  in  general  medicine. 

) Doctors  who  began  practice  during  this  era  foimd  themselves  extremely  busy  in  a very  short 
I time.  The  result  was  that  they  were  almost  overwhelmed  with  the  demands  on  their  time 
and  resources. 

• i The  decrease  in  the  number  of  general  practitioners  with  a corresponding  increase  in  the 
' I number  of  specialists  made  the  former  group  work  excessively  and  brought  about  more 
, numerous  referrals  to  the  specialist.  It  also  made  it  difficult  for  the  private  practitioner  to  be 
available  as  readily  as  his  older  colleague  had  been  in  years  gone  by,  with  the  result  that  men 
could  not  meet  the  demands  of  their  calls  and  frequently  were  unavailable. 

Partly  as  a result  of  this  problem  the  physician  gradually  educated  his  patients  to  come  to 
the  office.  In  turn,  this  developed  a situation  in  which  the  waiting  rooms  were  crowded,  de- 
lays developed  in  seeing  patients  according  to  schedule,  and  dissatisfaction  on  the  part  of  the 
patient  arose.  Some  practitioners  reacted  by  becoming  somewhat  arrogant  and  aloof. 

These  changes  have  brought  about  the  fact  that  the  average  physician  today  has  lost  some  of 
the  warm  human  rapport  that  was  so  characteristic  of  what  people  nostalgically  referred  to  as 
the  “old  time  family  doctor.”  I am  sure  that  none  of  us  wish  to  go  back  to  this  era  either  as  to 
the  type  of  practice  or  availability  of  medications  and  technics.  Many  of  the  things  that  de 
veloped  almost  unnoticed  have  brought  us  to  the  point  where  many  lay  individuals  feel  that 
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doctors,  as  a whole,  are  inclined  to  be  unapproachable,  that  they  are  too  affluent  and  do  not 
have  the  personal  interest  in  the  patient  that  was  characteristic  of  the  older  type  of  practi- 
tioner. Many  patients  feel  that  self-interest  has  taken  the  place  of  dedication  to  service.  It 
is  possible  that  the  general  commercialism  of  our  times  may  be  partly  responsible  for  this  im- 
pression. 

If  all  these  factors  have  influenced  the  current  image  of  the  physician,  there  are  some  sta- 
tistics that  show  that  our  appearance  in  the  eyes  of  the  public  is  not  so  bad  as  painted. 

In  a study  of  Opinion  Research,  it  was  shown  that  people  not  only  have  a very  high  regard 
for  their  own  doctor,  but  also  hold  the  medical  profession  in  lofty  esteem.  In  an  article  by  C. 
Lincoln  WiUiston,  which  appeared  in  the  Dallas  Medical  Journal  in  May,  1961,  he  stated  that 
when  medicine  was  compared  with  15  other  occupational  groups,  it  was  found  that  doctors 
stand  highest  on  the  scale  of  public  favor.  As  evidence  of  the  public’s  esteem  of  health,  three 
other  allied  professional  groups,  nurses,  pharmacists,  and  dentists,  ranked  two,  three,  and  four, 
respectively.  At  the  bottom  of  the  scale  were  government  employes,  business  executives, 
lawyers,  actors,  and  finally  labor  leaders. 

An  article  by  William  B.  Bean,  M.D.,  professor  of  medicine  at  the  University  of  Iowa,  in 
The  Choice  of  Medical  Career,  states: 

...  I defined  the  physician’s  essential  quality  as  “Caritas  Medici,”  using  the  Latin  words  because 
they  not  only  defined  the  mores  of  the  physician  of  good  will  but  embodied  them  in  a rich  expression 
with  the  freshness  of  the  early  morning  dew  still  on  it.  The  expression  “bedside  manner,”  now 
much  abused,  captures  some  of  the  meaning.  “Caritas,”  through  vagrant  changes,  stands  for 
charity  and  care  and  carries  implications  of  love  and  tenderness  and  dearness — of  “loving  kindness.” 
But  “Caritas  Medici,”  a physician’s  caritas,  means  much  more.  It  is  that  vigilant  and  humane 
insight  and  care,  compact  of  wisdom  and  spirit,  which  the  doctor  owes  his  patient,  be  it  for  sympathy 
or  discipline.  The  concept  Francis  Peabody  epitomized  beautifully  for  us  once  and  for  all  in  his 
statement  that  “The  secret  of  the  care  of  the  patient  is  in  caifing  for  the  patient.” 


I would  like  also  to  stress  the  importance  that  the  main  objective  in  medical  treatment 
should  be  the  treatment  of  the  person  as  a whole  and  not  the  disease  alone.  With  the  tre- 
mendous advancement  in  the  field  of  the  science  of  medicine,  this  attitude  on  the  part  of  the 
physician  is  perhaps  more  important  than  ever  before.  In  this  way,  the  art  of  medicine  can  be 
revived  and  our  relations  with  our  patients,  and  the  general  public  as  weU,  enhanced. 

In  many  ways  the  concept  of  the  physician  is  that  he  is  on  a pedestal,  and  in  view  of  this,  he, 
like  the  clergyman,  must  act  accordingly.  His  conduct  must  be  exemplary  in  aU  ways  includ- 
ing reasonable  fees,  avoidance  of  fee  splitting,  and  the  like.  While  the  true  physician  should 
conduct  himself  in  such  a manner  that  he  will  be  looked  up  to  and  respected,  he  cannot  be  aloof 
and  Live  alone  in  an  ivory  tower.  As  a matter  of  fact,  he  wiU  not  gain  the  proper  respect  of  his 
patients  in  this  modern  day  unless  he  assumes  the  responsibility  of  his  role  as  a business  man. 
He  should  be  an  active  citizen,  participating  not  only  in  local,  state,  and  national  affairs,  but 
he  should  be  a leader  in  these  activities  because  of  the  advantage  of  his  education  and  experi- 
ence. 

The  practice  of  medicine  is  a way  of  life  as  weU  as  a way  of  making  a living.  If  we  adhere  to 
these  principles  the  image  will  be  satisfactory. 


Joseph  A.  Lane,  M.D.,  President 
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ute  nausea  and  vomiting 


Bf  s Syndrome:  With  vertigo,  nausea  and  vomiting 
jesent  during  a severe  attack,  a Dramamine  [di- 
>y  inate]  Supposicone®  will  swiftly  control  the  symp- 
lice  the  acute  stage  has  subsided,  the  patient  may 
ained  on  the  liquid  or  tablet  dosage  form.  Dimen- 
n|»  may  mask  symptoms  of  streptomycin  activity 
sf  jld  be  used  with  caution  in  these  circumstances. 


dramatic  results  with 

Uramamine 

dimenhydrinate 

the  classic  antinauseant 


SUPPOSICONES«/LIQUID/TABLETS/AMPULS  (FOR  I.M.  OR  I.V.  USE) 


Research  in  the  Service  of  Medicine 


SEARLE 


an  orally  active  progestogen -estrogen  combination 


Supplementing  and  supporting  ovarian  function, 
Duosterone  tablets  can  help  release  your  pa- 
tients from  the  anxiety,  discomfort  and  inconven- 
ience of  functional  amenorrhea  and  dysfunctional 
uterine  bleeding. 

Duosterone  therapy  simulates  and  enhances  the 
normal  hormonal  pattern  of  the  secretory  phase 
of  the  menstrual  cycle,  providing  orally  potent 
progesterone  with  ethinyl  estradiol  to  prime 
the  endometrium  for  adequate  progestational 

(Roussel) 


response.  Periodic  progestational  treatment  with 
Duosterone  tablets  aims  at  restoring  the  normal 
menstrual  cycle — much  as  touching  the  pendu- 
lum starts  a tightly  wound  clock. 

Based  on  the  classic  studies  of  Zondek,  Rakoff 
and  others,  Duosterone  provides  dependable, 
trouble-free  progestational  therapy  by  mouth. 

Bottles  of  25  and  100  tablets  with  complete 
dosage  instructions. 

Roussel  Corporation,  New  York  17,  N.Y. 
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Scientific  Articles 


Soap  Intoxication 
Following 
Criminal  Abortion 

NIKOLAS  A.  JANOVSKI,  M.D. 

New  York  City 
LOUIS  WEINER.  E.E. 
New  York  City 
WILLIAM  B.  OBER,  M.D. 

New  York  City 

Assistant  Professor  of  Pathology,  Department  of 
Obstetrics  and  Gynecology,  Columbia-Presbyterian 
Medical  Center  (Dr.  Janovski);  Assistant  Director, 
Bureau  of  Records  and  Statistics,  The  City  of 
New  York,  Department  of  Health  (Mr.  Weiner); 
and  Director  of  Laboratories,  Knickerbocker 
Hospital  (Dr.  Ober) 


T HE  CLINICAL  and  pathologic  syndrome 
which  develops  following  the  instillation  of 
soap  into  the  uterine  cavity  in  an  attempt  to 
procure  abortion  is  not  well  represented  in 
the  American  literature,  although  the  Con- 
tinental literature  contains  a number  of 
well-documented  isolated  case  reports.  It 
' is  the  purpose  of  this  communication  to 
epitomize  the  relevant  case  material,  to 
I present  in  detail  a case  studied  by  the  au- 
I thors,  to  discuss  implications  for  manage- 
j ment,  and  to  relate  this  specific  set  of  ob- 
’ servations  to  the  problem  of  abortion  in 
I general. 

I The  application  of  soap  to  the  external 
i surfaces  of  the  body  has  a detergent,  cleaning 
I effect  on  epidermis.  However,  it  is  a mild 
I irritant  to  internal  mucosal  surfaces,  as  any- 
one who  has  received  the  benefits  of  a mild 
I soapsuds  clyster  can  attest.  Despite  this 
I apparent  blandness,  the  effect  of  this  ad- 


OF 77  CASES  OF  soap  intoxication  following 
criminal  abortion  reported  in  the  literature, 
34  survived,  and  43  died.  Another  case  is 
reported.  Soap  is  not  very  effective  as  an 
abortifacient,  but  it  may  cause  a syndrome 
consisting  of  hemolysis  followed  by  oliguria  or 
anuria  and  acute  renal  tubular  necrosis, 
icterus  and  varying  degrees  of  fatty  meta- 
morphosis and  toxic  necrosis  of  the  liver,  and 
hemorrhagic  phenomena  associated  with  toxic 
depression  of  the  bone  marrow.  Chemical 
peritonitis  and  thrombophlebitis  are  usually 
present,  and  pulmonary  thrombo-embolism 
and  fat  embolism  may  occur.  Complications 
include  bacterial  or  mycotic  infection.  In 
New  York  City,  abortion  as  a cause  of  puer- 
peral death  has  risen  from  about  20  per  cent  in 
the  period  from  1945  to  1952  to  almost  45  per 
cent  in  the  period  from  1957  to  1961,  and 
about  80  per  cent  of  the  deaths  due  to  abortion 
were  among  Negroes  and  Puerto  Ricans. 


mixture  of  alkali  and  fatty  acid  residues  on 
parenchymatous  tissues  is  that  of  a power- 
ful necrotizing  toxin  at  the  site  of  adminis- 
tration. Local  necrosis  is  speedily  followed 
by  vascular  thrombosis,  which  may  propa- 
gate extensively,  and  by  hemolysis,  which 
exerts  profound  disturbances  at  remote  sites. 

Antecedent  literature  consisting  of  77 
cases  reported  between  1917  and  1962  is 
summarized  in  Table  I.  Of  the  77  patients, 
34  survived;  43  died,  a mortality  rate  of  56 
per  cent;  and  37  were  autopsied.  Sum- 
marizing this  body  of  observations,  it  is 
evident  that  the  onset  of  symptoms  usually 
occurs  shortly  after  the  chemical  insult  to  the 
uterus.  Patients  may  delay  seeking  medical 
care  for  a variety  of  reasons.  However, 
soap  is  not  necessarily  an  effective  aborti- 
facient. Many  patients  were  seen  with 
symptoms  of  some  duration  who  had  not 
yet  expelled  the  products  of  conception; 
only  6 patients  had  actually  aborted  before 
seeking  proper  medical  attention.  Indeed, 
in  one  instance  the  patient  recovered,  carried 
her  pregnancy  to  term  delivery,  and  then  de- 
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TABLE  I. — continued.  Summary  of  clinical  and  pathologic  features  of  77  cases  of  soap-induced  abortion,  1917  to  1962 
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Ibid,  30  Soap  solution  in-  Spontaneous  abor-  ....  ....  ....  Endocarditis.  Bi- 

Married  jection  by  abor-  tion  3 days  fol-  Death  5 weeks  fol-  lateral  broncho- 

tionist.  lowing.  Sepsis.  lowing  admission.  pneumonia.  In- 

voluting uterus, 
with  myometritis. 
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Ibid,  21  Self-administration  Fever;  3 weeks  ....  Curettage. 

of  soap  solution,  thereafter,  en-  Recovery. 

2 times,  intra-  largement  of  liver.  Alive, 

uterine. 
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TABLE  \. —continued.  Summary  of  clinical  and  pathologic  features  of  77  cases  of  soap-induced  abortion,  1917  to  1962 
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veloped  uterine  rupture  through  the  area  of 
soap-induced  necrosis.  Ries^®  cites  3 pa- 
tients who  recovered  from  the  effects  of 
intra-uterine  soap  and  failed  to  abort;  1 of 
these  later  induced  abortion  by  self-in- 
strumentation; the  other  2 carried  to  term 
and  had  normal  deliveries.  Even  in  patients 
hospitahzed  for  therapeutic  interruption, 
sterile  soap  has  an  element  of  risk.  Bach- 
Nielsen,  Wilhjehn,  and  WiUijehn®®  report  1 
case  of  hemolysis  with  oliguria  and  1 fatal 
case  of  pulmonary  embohsm  caused  by  soap 
in  227  patients. 

The  presenting  complaints  are  somewhat 
variable,  but  vaginal  bleeding  and  abdominal 
pain,  soon  followed  by  nausea,  vomiting, 
cramps,  and  distention,  were  almost  in- 
evitably found  as  manifestations  of  uterine 
necrosis  and  chemical  peritonitis.  Both 
Smith,  Smith,  and  Tenney^®  and  Deane  and 
Russell^®  emphasize  the  frequency  of  low 
abdominal  pain  in  soap-induced  abortion  as 
contrasted  with  its  rarity  in  mechanically  in- 
duced abortion.  Diarrhea,  frequently 
severe,  was  present  in  a majority  of  patients. 
Many  patients  did  not  present  themselves  to 
a legitimate  medical  authority  until  prostra- 
tion and  coUapse  had  developed.  Clinical 
evidence  of  renal  failure  such  as  ohguria  or 
anuria  was  observed  in  42  patients;  in  19  of 
these,  lower  nephron  necrosis  (acute  renal 
tubular  necrosis)  was  found  at  autopsy; 
2 others  had  bilateral  cortical  necrosis. 
Icterus  of  varying  severity  developed  in  23 
patients,  and  in  10  of  these,  fatty  meta- 
morphosis or  focal  necrosis  was  demon- 
strated at  autopsy.  Hemorrhagic  phenom- 
ena with  clinical  and  laboratory  evidence  of 
bone  marrow  damage  were  reported  in  14  pa- 
tients. Coma,  convulsions,  and  other  signs 
of  damage  to  the  central  nervous  system 
were  recorded  in  17  patients,  and  in  6 of  them 
autopsy  revealed  either  encephalitis  or  focal 
necrosis  in  the  brain.  Dyspnea  and  cyanosis 
were  recorded  as  prominent  features  in  10 
patients,  presumably  the  result  of  throm- 
bo-embolism  or  fat  (soap)  embolism  to  the 
lungs. 

In  fatal  cases  the  predominant  cause  of 
death  may  be  variably  interpreted.  In 
many  cases  a terminal  infection,  usually 
labeled  bronchopneumonia,  was  listed. 
However,  acute  renal  failure  and  hepatic 
failure  were  present  in  many  of  these  pa- 
tients, and  their  chemical  peritonitis  alone 
could  have  been  sufficient  to  cause  death.  In 


1 case,  as  in  the  case  reported  here,  dis- 
seminated moniliasis  was  found.*®  In  2 pa- 
tients with  patent  foramen  ovale,®  *®  en- 
cephalitis was  found,  as  soluble  soap  was 
permitted  to  enter  the  peripheral  circulation. 
In  2 patients'*"*  death  ensued  from  massive  in- 
traperitoneal  hemorrhage  from  imrecognized 
ruptiu-ed  tubal  pregnancies  which  underwent 
necrosis. 

Analysis  of  Table  I reveals  the  following 
data  about  the  patients.  They  ranged  in  age 
from  fourteen  to  forty  years,  and  the  average 
age  was  27.2  years.  Only  6 patients  were 
imder  twenty  years  of  age  and  only  6 were 
over  thirty -five  years  of  age.  Marital  status 
was  mentioned  in  45  patients,  of  whom  31 
were  married  and  14  were  single.  Parity  was 
recorded  in  29  patients,  of  whom  only  8 were 
in  their  first  pregnancy;  5 patients  had 
borne  one  Uving  child;  16  patients  were 
multiparous.  These  data  are  not  unexpected 
and  conform  closely  to  published  reports 
about  the  age,  marital  status,  and  parity  of 
women  procuring  criminal  abortions  by  other 
means. 

We  have  excluded  from  our  tabulation 
many  reported  cases  in  which  Lysol  alone 
was  used  as  an  abortifacient,  although  Lysol 
is  a mixture  of  soap  and  cresol.  We  have  in- 
cluded, however,  6 cases  in  which  a mixture 
of  Lysol  and  soap  solution  was  employed. 
Also  included  is  a case  in  which  hypochlorite 
solution  was  employed®®;  this  chemical  is  a 
common  additive  to  soaps.  In  two  other 
cases  the  abortifacient  used  was  Sagrotan 
soap  paste.®®  ®*  There  seems  to  be  no  es- 
sential clinical  or  pathologic  difference 
among  these  cases.  Indeed,  we  cannot  find 
any  substantive  difference  between  cases  in 
which  soap  solution  was  used  and  in  which 
Lysol  alone  was  used.  The  exclusion  of  cases 
using  Lysol  alone  is  based  on  a desire  not  to 
bring  in  the  additional  element  of  phenol  in- 
toxication, which  is  already  well  recognized 
in  the  American  hterature. 

In  one  unusual  case,  pieces  of  soap  in  the 
shape  of  a suppository  were  habitually  in- 
serted into  the  vaginal  canal  as  part  of  a 
ritual  of  vaginal  cleaning  and  as  a con- 
traceptive prior  to  coitus.  “**  This  patient  was 
not  pregnant  and  therefore  is  not  included  in 
the  tabulation  of  abortions.  These  pieces  of 
soap  were  never  removed.  The  patient  de- 
veloped vaginal  necrosis  and  suppmation, 
multiple  abscesses  of  the  labia,  severe 
parametritis,  fatty  metamorphosis  of  the 
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liver,  and  died. 

Viewed  as  a group,  these  patients  pre- 
sented a variety  of  problems  in  management. 
Hysterectomy  was  performed  in  25;  of 
these,  14  recovered  and  11  died.  Curettage, 
to  evacuate  the  products  of  conception  and 
necrotic  material  from  the  uterus,  was  per- 
formed in  22  patients;  of  these  14  recovered 
and  8 died.  In  30  patients  there  was  no  at- 
tempt to  remove  the  uterus  or  evacuate  its 
contents;  of  these,  8 recovered  and  22  died. 
However,  many  of  these  patients  were  first 
seen  when  so  seriously  ill  that  a major 
surgical  procedure  was  thought  to  be  a fur- 
ther hazard.  The  management  of  renal, 
hepatic,  hemolytic,  thrombo-embolic,  and 
septic  complications  has  varied  over  the 
years,  and  it  is  not  profitable  to  analyze 
older  cases  in  the  Ught  of  present  therapeutic 
methods. 

The  histopathologic  effects  of  the  instilla- 
tion of  soap  and  soap  solutions  into  the 
gravid  womb  include  coagulation  necrosis  of 
the  decidua  and  placental  tissue.  Similar 
necrosis,  focal  to  widespread,  is  present  in 
the  uterine  wall  in  aU  cases.  These  areas  of 
necrosis  may  appear  grossly  hemorrhagic,  as 
small  suffusions  of  blood  discolor  the  necrotic 
tissues.  Thrombosis  of  intra-uterine  and 
parametrial  veins  is  an  almost  invariable 
result  of  vascular  damage  by  the  toxin;  it 
was  present  to  a gross  degree  in  20  of  37 
autopsied  patients.  The  thrombotic  process 
may  become  extensive  and  involve  the  entire 
plexus  of  pelvic  veins,  including  the  para- 
cervical, perivaginal,  and  perivesical  veins. 
Thrombosis  of  the  ovarian  veins  is  common, 
but  overt  pulmonary  embolization  and  in- 
farction is  not  common.  Fat  embolism  was 
found  in  4 cases,  air  embolism  in  1,'*^  and 
diffuse  pulmonary  embolization  by  tropho- 
blast  in  1 case.“^  Hemorrhagic  infarction  of 
the  fallopian  tubes  and  ovaries  is  quite  fre- 
quent, being  recorded  in  21  cases;  the  corpus 
luteum  of  pregnancy,  with  its  rich  sinusoidal 
vasculature,  is  singularly  vulnerable  and 
often  strikingly  affected.  This  lesion  is  well 
discussed  and  illustrated  by  Elstub. 

Chemical  peritonitis,  maximal  in  the 
pelvis,  often  with  secondary  infection, 
particularly  if  the  uterus  has  been  perforated 
by  an  exceptionally  maladroit  malefactor,  is 
invariably  present.  The  remote  effects  of 
soap  intoxication  on  parenchymatous  organs 
include  acute  tubular  necrosis  of  the  kidney 
as  the  sequel  to  intravascular  hemolysis. 


fatty  metamorphosis  of  the  liver,  often  with 
toxic  necrosis,  and  depression  of  aU  elements 
in  the  bone  marrow,  including  erythro- 
poietic, granulocytopoietic,  and  thrombo- 
cytopoietic  elements.  A variety  of  in- 
fectious and  hemorrhagic  phenomena  may 
also  be  present  as  sequelae  to  this  con- 
catenation of  damage  to  a number  of  vital 
organs. 


Case  report 

A thirty-four-year-old  Puerto  Rican  woman, 
gravida  4,  para  4,  aborta  1,  was  admitted  on 
July  17,  1961,  eleven  days  after  the  administra- 
tion of  a soapy  solution  into  the  uterus  by  cath- 
eter in  an  attempt  to  procure  abortion.  Her 
last  menses  had  been  on  March  29,  1961.  To- 
ward the  end  of  May  she  had  consulted  a phy- 
sician, who  gave  her  a series  of  injections  de- 
signed to  terminate  pregnancy.  The  nature  of 
the  injected  material  was  not  known  to  the 
patient.  When  this  method  failed,  she  at- 
tempted self-induction  of  abortion  by  instrumen- 
tation but  was  unsuccessful.  On  July  6,  1961, 
she  consulted  a lay  woman  who  inserted  a 
flexible  catheter  into  the  uterine  cavity  and 
instilled  a soapy  solution.  She  was  also  given 
an  injection  of  penicillin.  The  fee  for  this 
procedure  was  $70  plus  $5  extra  for  the  penicil- 
lin. 

Immediately  after  this  procedure  she  be- 
came violently  ill,  with  diffuse  abdominal  pain, 
nausea,  vomiting,  and  nonbloody  diarrhea. 
Vomiting  persisted,  and  she  was  unable  to  re- 
tain food  or  fluid  for  eleven  days.  The  diarrhea 
diminished  after  four  or  five  days.  Urinary  fre- 
quency and  dysuria  developed  after  about  five 
days.  The  abdominal  pain  became  increas- 
ingly severe,  especially  in  the  right  upper 
quadrant,  and  there  was  pain  on  deep  inspira- 
tion. Two  days  before  entry  she  had  a nose- 
bleed, and  the  vomitus  was  blood-tinged. 
Vaginal  discharge  was  minimal  and  brownish. 
No  fetus  had  been  passed. 

Physical  findings.  Examination  on  admis- 
sion revealed  a prostrated,  dehydrated,  adult 
woman  who  was  acutely  ill,  nauseated,  and  com- 
plaining of  severe  right  upper  quadrant  pain. 
The  temperature  was  98.2  F.,  pulse  96,  and  blood 
pressure  130/90.  Examination  of  the  head  and 
neck  revealed  nothing  remarkable.  The  heart 
was  normal.  There  was  decreased  excursion  of 
the  ribs,  particularly  on  the  right,  because  of 
pain,  but  there  were  no  rales.  The  breasts  were 
engorged.  The  abdomen  was  diffusely  tender, 
with  direct  and  rebound  tenderness  in  the  left 
upper  and  both  lower  quadrants;  rebound 
tenderness  from  the  left  upper  quadrant  was 
referred  as  severe  pain  in  the  right  upper 
quadrant.  The  liver  was  felt  2 fingerbreadths 
below  the  right  costal  margin;  it  was  soft  and 
exquisitely  tender  to  pressure.  Costovertebral 
tenderness  was  severe  on  the  right  and  moderate 
on  the  left.  Pelvic  examination  revealed  a small 
amount  of  yellowish-brown  material  in  the 
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FIGURE  1.  (A)  Low-power  view  of  a cavitated  lesion  in  the  lung.  The  cavity  is  lined  by  suppurative  granu- 

lomatous inflammatory  tissue.  (B)  Detail  of  (A)  showing  hyphae  of  Monilia  within  a vascular  lumen. 


vagina  but  no  frank  blood.  There  was  no 
evidence  of  perforation  of  either  the  anterior  or 
posterior  fornix.  The  cervix  uteri  was  soft; 
the  external  os  was  patulous,  but  the  internal  os 
was  closed.  The  corpus  uteri  was  the  size  of  a 
fourteen-week  gestation  and  slightly  irritable. 
No  adnexal  mass  or  tenderness  was  present. 

Laboratory  report.  The  urine  had  a 
specific  gravity  of  1.005,  contained  2 plus  albu- 
min, many  white  blood  cells  with  occasional 
clumps,  10  to  12  red  blood  cells,  and  many  bac- 
teria. The  hemoglobin  was  9.2  Gm.  per  100 

ml.  The  leukocyte  count  was  8,100,  with  86 
per  cent  neutrophils,  9 per  cent  lymphocytes, 
and  2 per  cent  monocytes.  The  platelet  count 
was  220,000.  The  sedimentation  rate  was  116 

mm.  per  hour.  The  blood  urea  nitrogen  was 
150  mg.  per  100  ml.  The  serum  sodium  was  124 
mEq.;  potassium,  5.1  mEq.;  chlorides,  92 
mEq.;  and  carbon  dioxide,  15  mM.  per  liter. 
Cephalin  flocculation  was  1 plus;  thymol  tur- 
bidity, 1 plus;  alkaline  phosphatase,  13  units; 
serum  glutamic  oxaloacetic  transaminase,  26 
units;  Bromsulphalein  retention,  38  per  cent  at 
five  minutes,  15  per  cent  at  thirty  minutes;  and 
the  prothrombin  time  was  13  seconds  (control, 
14  seconds).  Culture  of  the  endocervical  canal 
yielded  Micrococcus  tetragenus  and  a moderate 
number  of  yeast  forms.  No  growth  was  ob- 
tained on  urine  culture.  An  Aschheim- Zondek 
test  result  was  positive.  An  electrocardiogram 
showed  normal  sinus  rhythm,  no  axis  deviation, 
and  no  findings  suggestive  of  hyperkalemia. 

Treatment  and  clinical  course.  It  was 
the  clinical  impression  at  the  time  of  admission 
that  the  intra-uterine  pregnancy  was  viable. 
Dehydration,  electrolyte  imbalance,  and  acido- 
sis were  treated  by  blood  transfusions  and  intra- 
venous fluids.  Nausea  and  vomiting  were 
treated  by  Dramamine  and  Compazine;  an 
attempt  at  intestinal  intubation  was  not  success- 


ful. Over  the  first  week  of  hospitalization  the 
patient  improved  subjectively,  and  the  blood 
urea  nitrogen  fell  first  to  92  mg.,  then  to  70  mg. 
per  100  ml.  The  sedimentation  rate  was  29 
mm.  per  hour.  The  urinary  output  increased 
from  750  cc.  on  the  day  of  entry  to  3,300  cc.  one 
week  later.  However,  the  urine  continued  to 
contain  slight  amounts  of  alhumin  for  several 
days  as  well  as  many  red  and  white  blood  cells. 
Calcium  oxalate  crystals  were  found  on  several 
occasions.  Electrolyte  values  returned  to  nor- 
mal, except  for  carbon  dioxide,  which  remained 
low.  Ten  days  after  entry  the  serum  calcium 
was  found  to  be  4.8  mg.  per  100  ml. 

However,  clinical  improvement  was  only 
temporary.  About  one  week  after  admission 
severe  vomiting  recurred.  A foul  vaginal  dis- 
charge was  noted  for  the  first  time,  and  a pleural 
effusion  appeared.  Careful  examination  sug- 
gested that  the  fetus  had  died.  Intravenous 
Pitocin  was  administered,  and  a slightly  macer- 
ated 12  cm.  fetus  was  passed  on  the  eleventh 
hospital  day  with  intact  membranes  and  ap- 
parently complete  placenta.  Curettage  was 
not  attempted.  The  pleural  effusion  was 
tapped  and  found  to  be  sterile,  but  urine  cultures 
at  this  time  revealed  Escherichia  coli  and  Bacil- 
lus proteus  sensitive  to  the  antibiotics  which  the 
patient  was  receiving.  By  the  time  of  delivery 
she  was  clinically  icteric;  the  serum  bilirubin 
was  8.5  Gm.  per  100  ml. 

After  delivery,  hemorrhagic  phenomena  be- 
gan to  appear.  There  was  bleeding  from  the 
gums  and  oral  mucosa;  the  vaginal  discharge 
continued  bloody.  The  prothrombin  time  had 
risen  to  35  seconds,  and  a vitamin  K preparation 
was  given.  Two  days  after  delivery  the  platelet 
count  had  declined  to  105,000.  Blood  fibrinogen 
was  47  mg.  per  100  ml.,  prothrombin  consump- 
tion was  22  seconds,  and  factor  5 was  20  per 
cent.  The  serum  glutamic  p3Tuvate  trans- 
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FIGURE  2.  Wall  of  bronchus  showing  Monilia 
clustered  around  the  cartilage  and  the  intense  in- 
flammatory reaction.  (PAS  stain). 


aminase  was  94  units.  Intensive  treatment  was 
carried  out  with  increasing  amounts  of  whole 
blood  amounting  to  9 units;  tetracycline,  strep- 
tomycin, penicillin,  and  alkamycin  in  large 
doses;  hydrocorticone  calcium  gluconate  mephy- 


ton;  and  intravenous  fluids.  However,  bleed- 
ing became  progressively  more  severe;  the 
vomitus  was  grossly  bloody  and  the  stool  guaiac 
was  4 plus.  The  patient  became  progressively 
more  hypotensive  despite  Aramine.  The  plate- 
let count  declined  to  29,000  by  the  fourteenth 
hospital  day,  although  the  blood  fibrinogen  had 
risen  to  147  mg.  per  100  ml.  The  urine  became 
grossly  bloody,  and  urinary  volume  decreased, 
although  not  to  ohguric  levels.  Profuse  epi- 
staxis,  severe  vaginal  bleeding,  and  hemorrhagic 
petechial  eruption  appeared,  and  the  patient 
deteriorated,  slowly  dying  on  the  seventeenth 
day  after  admission,  twenty-eight  days  after 
the  extramedical  attempted  induction  of  abor- 
tion. 

Autopsy  findings.*  Postmortem  examina- 
tion disclosed  the  heart  to  be  dilated,  but  there 
were  no  lesions.  The  lungs  had  a combined 
weight  of  1,520  Gm.  and  showed  patchy  areas 
of  pneumonic  consolidation  as  well  as  a few 
scattered,  raised,  granular  rough  areas  on  the 
pleural  surfaces.  Microscopic  examination  re- 
vealed confluent  bronchopneumonia,  principally 
in  the  lower  lobes,  on  which  was  superimposed  a 
diffuse  monilial  infection  with  many  isolated 
monilial  abscesses  (Fig.  1).  There  was  exten- 
sive monflial  infection  of  the  trachea  and 
bronchial  tree  (Fig.  2) . The  liver  weighed  2,050 
Gm.,  was  soft,  yellowish,  and  showed  a blurred 
lobular  architecture.  Microscopic  examination 
revealed  a severe  degi’ee  of  fatty  metamorphosis 
(Fig.  3),  but  there  was  no  necrosis  of  parenchy- 

* The  postmortem  examination  was  performed  by  Milton 
Helpern,  M.D.,  Chief  Medical  Examiner  of  the  City  of  New 
York,  who  graciously  furnished  us  with  his  gross  observations 
and  tissue  for  microscopic  study. 


FIGURE  3.  (A)  Liver  showing  diffuse  fatty  metamorphosis.  (B)  Fat  stain  of  liver. 
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FIGURE  4.  (A)  Wall  of  stomach  showing  acute  granulomatous  gastritis.  The  mucosa  is  ulcerated  and  re- 
placed by  inflammatory  exudate.  (B)  Detail  of  (A)  showing  Monilia  inside  a dilated  submucosal  vein 


posits  suggestive  of  oxalate  crystals. 

mal  cells  and  no  fibrosis.  The  spleen  was  not  creas  was  not  abnormal.  The  gastrointestinal 

enlarged  but  was  soft  and  mushy.  The  pan-  tract  was  filled  with  blood,  and  there  were  mul- 
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FIGURE6.  Bone  marrow  showing  extensive  deple- 
tion of  all  cellular  elements.  There  is  moderate 
amount  of  erythropoietic  tissue  remaining. 


■|  tiple  superficial  ulcerations  of  the  stomach,  duo- 
denum, and  jejunum,  all  containing  monilial 
I colonies  (Fig.  4). 

I The  kidneys  weighed  175  Gm.  apiece.  The 
1 capsular  surfaces  were  smooth,  but  the  cortices 
were  pale  and  the  medullary  pyramids  dark  and 
streaked  with  red.  Microscopic  examination 
1 revealed  acute  necrosis  of  tubular  epithelium, 
with  areas  of  regeneration;  old  heme  casts  were 
found  in  a few  tubules,  and  crystalline  deposits 

I suggestive  of  calcium  oxalate  were  found  both 
' inside  tubules  and  in  the  interstitial  tissue. 

' An  occasional  monilial  abscess  was  present  in 

the  kidneys  (Fig.  5).  The  bone  marrow  was 
not  grossly  remarkable,  but  on  microscopic 
i examination  it  showed  early  regenerative 
changes  following  severe  depression;  gi-anulo- 
cytopoiesis  was  reduced,  and  focal  necroses  of 
the  marrow  were  present  in  profusion  (Fig.  6). 

I I There  was  no  gross  or  microscopic  lesion  in  the 
central  nervous  system.  The  skin  and  subcu- 

; taneous  tissues  were  icteric. 

The  uterus  was  twice  normal  size,  had  a post- 
I partum  appearance,  and  showed  extensive 
I necrosis  of  the  endometrial  cavity  and  inner 
myometrium,  somewhat  more  extensive  on  the 
left  side  (Fig.  7).  The  necrosis  extended  half- 
I I way  through  the  thickness  of  the  2.2-cm.  myo- 

!j  metrium  on  the  left,  and  section  through  this 
area  revealed  retained,  necrotic  chorionic  villi 
. (Fig.  8),  extensive  infiammatory  debris  with 
• I massive  accumulation  of  fibrin,  necrosis  of  sub- 
I jacent  myometrium  at  the  placental  site,  and 


FIGURE  7.  Uterus  and  upper  vagina  showing  ex- 
tensive alkali  necrosis  of  the  endometrium  and 
inner  myometrium  one  month  after  soap  instilla- 
tion. 


multiple  thromboses  of  uterine  veins  and 
arteries  whose  walls  were  partly  to  completely 
necrotic.  The  bladder  was  distended  with 
blood  clot  and  showed  a similar  picture,  with  a 
hemorrhagic,  edematous  mucosa  and  a partially 
infarcted  wall.  There  were  multiple  adherent 
thromboses  grossly  visible  in  the  periuterine, 
perivaginal,  and  perivesical  plexuses  of  the 
veins;  the  right  ovarian  vein  was  thrombosed 
(Fig.  9)  and  occlused  up  to  its  junction  with  the 
right  renal  vein;  the  left  renal  vein  was  throm- 
bosed but  not  occluded.  Monilial  colonies  with 
densely  matted  myceha  were  present  in  pro- 
fusion in  the  endomyometriumand  in  the  necrotic 
bladder  mucosa  and  bladder  wall.  The  right 
ovarian  cortex  showed  diffuse  hemorrhagic 
infarction;  the  left  ovary  showed  severe  conges- 
tion. 

Postmortem  examination  of  the  fetus*  re- 
vealed a female  fetus  weighing  130  Gm.  and 
measuring  12  cm.  in  crown-nimp  length. 
Apart  from  a few  epidermal  petechiae,  no  lesions 
were  found  in  the  fetus.  There  were  no  inflam- 
matory changes  in  the  amnion  or  chorionic 
plate.  There  was  extensive  necrosis  of  the 
adherent  decidua.  It  appeared  most  likely  that 
a necrotizing  agent  had  been  injected  between 
the  decidua  and  the  placenta. 

* Performed  by  William  A.  Blanc,  M.D. 
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FIGURE  8.  Degenerated  chorionic  villi  embedded 
in  a fibrinous  matrix  remain  in  the  uterus  six  days 
after  the  fetus  \was  passed. 


Comment 

The  immediate  cause  of  death  in  this  pa- 
tient was  disseminated  moniliasis.  This 
overwhelming  infection  developed  against  a 
background  of  hemolytic  jaundice,  toxic 
depression  of  the  bone  marrow,  and  damage 
to  hepatic  parenchyma  following  attempted 
abortion  by  the  intra-uterine  instillation  of 
soap.  The  role  of  intensive  antibiotic  and 
steroid  therapy  in  rendering  such  a host 
susceptible  to  mycotic  infection  is  weU 
known.  Azotemia  and  acidosis  secondary  to 
acute  renal  tubular  necrosis  dominated  the 
early  clinical  picture,  but  chemical  and 
anatomic  recovery  from  this  lesion  was  pro- 
ceeding well  by  the  time  of  death.  The  ex- 
tensive necrosis  of  retained  placental  tissue, 
decidua,  and  myometrium  are  attributed  to 
the  direct  toxic  action  of  the  instilled  alkali. 
Diffuse  thrombosis  of  the  venous  drainage  of 
the  uterus,  vagina,  and  bladder  developed  as 
the  result  of  necrosis  of  vessels  in  this  region. 
The  diffuse  infarction  of  the  bladder  and  of 
the  right  ovarian  cortex  are  interpreted  as 
the  sequel  of  thromboses  in  appropriate 
segments  of  the  venous  drainage. 

The  presence  of  large  amounts  of  alkali  in 


the  form  of  soap  is  responsible  for  the 
persistent  hypocalcemia  after  other  elec- 
trolytes were  corrected.  The  calcium  ion 
couples  preferentially  with  two  fatty  acid 
side-chain  residues  to  form  an  insoluble 
soap;  the  instilled  soap  solution  was  pre- 
sumably of  a soluble  sodium-  or  potassimn- 
containing  soap. 

A review  of  the  hterature  established 
clearly  the  effect  of  instilled  soap  as  an  agent 
whiclj  produces  severe  local  tissue  necrosis, 
hemolysis,  depression  of  all  elements  in  the 
bone  marrow,  and  damage  to  hepatic 
parenchyma.  The  presence  of  necrotic 
placental  tissue  was  expressed  in  depletion  of 
blood  fibrinogen;  possibly  the  liver  damage 
contributed  somewhat  to  failure  of  fibrinogen 
synthesis. 

One  therapeutic  consideration  of  para- 
moimt  importance  is  the  decision  whether  or 
not  to  evacuate  the  uterus  by  cmettage,  to 
perform  a hysterectomy,  or  to  employ  non- 
surgical  measures  only.  A review  of  the 
hterature  indicated  that  in  patients  treated 
by  curettage  or  hysterectomy,  the  crude 
survival  rate  was  about  60  per  cent;  pa- 
tients treated  supportively  had  a survival 
rate  of  about  25  per  cent.  It  is  our  opinion 
that  failure  to  remove  necrotic  material  from 
the  uterus  provides  a portal  of  entry  for  in- 
fection or  permits  a focus  for  propagation  of 
multiple  pelvic  thromboses  to  remain.  The 
prolonged  use  of  antibiotics  and  steroids  in 
such  patients,  while  needed  to  control 
ordinary  bacterial  infection,  carries  with  it 
the  hazard  of  permitting  the  development  of 
mycotic  infections,  notoriously  diflBcult  to 
manage. 

While  in  the  hospital  this  patient  had  a 
positive  Aschheim-Zondek  test  result.  This 
is  not  an  index  of  fetal  viabihty;  it  merely 
indicates  significant  urinary  excretion  of 
chorionic  gonadotropins.  In  this  patient 
there  was  no  substantive  evidence  of  fetal 
life. 

Soap-intoxication  syndrome  is  a dis- 
tinctive clinical  and  pathologic  entity  which 
should  be  recognized  by  obstetricians  and 
can  often  be  differentiated  from  mechani- 
cally induced  abortion  and  its  complica- 
tions. Failure  to  recognize  the  syndrome 
may  result  in  inadequate  therapy,  with  re- 
sulting high  mortality.  In  Europe,  the 
classical  contributions  of  Runge*  and  Mon- 
dor^®  have  been  influential  in  securing  wider 
recognition  of  the  special  aspects  of  alkaline 
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FIGURE  9.  (A)  Thrombosis  of  right  ovarian  vein.  There  is  infarction  of  the  cortex  of  the  rignt  ovary.  (B) 
Microscopic  view  of  (A).  There  is  intense  thrombophlebitis  of  the  right  ovarian  vein. 


necrosis  of  the  uterus.  However,  in  this 
country,  the  entity  is  usually  treated  under 
the  broad  aspect  of  septic  abortion. 

There  is  no  reliable  information  regarding 
the  use  of  soap  solution  as  an  abortifacient; 
probably  the  frequency  of  its  use  will  vary 
from  place  to  place  and  from  time  to  time. 
Turrettini,  in  1948,^^  reported  on  162  cases  of 
abortion  occurring  in  one  institution.  Of 
these,  66  (40  per  cent)  were  criminally  in- 
duced and  37  of  these  (23  per  cent)  were 
provoked  by  soap.  Chosson  and  Ruf,  in 
1961,  studied  a group  of  82  criminal  abor- 
tions in  which  17  cases  (20  per  cent)  were 
induced  by  soap  solution  alone  and  2 cases 
by  soap  that  was  used  in  combination  with 
other  agents. 

It  is  apparent  tha't  not  all  patients  in 
whom  abortion  is  procured  by  soap  wiU  de- 
velop the  full-blown  soap-intoxication  syn- 
drome. The  clinical  severity  depends  on  the 
amount  of  soap  instilled  and  the  precise 
location  where  the  soap  was  applied  within 
the  pregnant  uterus.  If  soap  is  injected 
directly  into  the  ovisac,  no  remarkable 
clinical  picture  develops,  and  the  pregnancy 
terminates  with  fetal  death  and  abortion. 
If,  however,  soap  extravasates  into  the 
placental  tissue  or  between  the  placenta  and 


the  decidua,  or  if  the  soap  is  actually  de- 
posited in  these  locations  or  injected  directly 
into  the  myometrium,  fetal  death  and  abor- 
tion may  be  delayed,  and  the  syndrome  of 
systemic  soap  intoxication  can  develop.  In 
a few  patients  direct  injection  of  soap  solu- 
tion into  the  uterine  veins  and  blood  sinuses 
has  led  to  almost  immediate  collapse  and 
death  within  minutes  or  an  hour  or  two. 
Heller'*^'^®  terms  this  “death  sub  crimine”  and 
distinguishes  it  from  the  later  development 
of  the  soap-intoxication  syndrome  dependent 
on  slower  absorption  of  the  toxic  agent  which 
he  classifies  as  “death  post  crimen. ” Puder^“ 
estimated  that  in  only  1 per  cent  of  soap- 
induced  abortion  will  the  soap-intoxication 
syndrome  develop.  In  the  series  reported  by 
Kraus,**  in  74  women  with  soap-induced 
abortion,  67  patients  (90  per  cent)  developed 
only  minimal  to  moderate  constitutional 
symptoms,  whereas  7 patients  (10  per  cent) 
developed  severe  clinical  symptoms.  How- 
ever, when  the  syndrome  does  develop,  it  is 
extremely  dangerous;  Mondor**  reported  a 
73  per  cent  mortality  (14  out  of  19  cases)  in 
those  patients  who  did  develop  the  syn- 
drome. 

There  is  little  information  regarding  the 
lethal  dosage  of  soap  solution.  In  experi- 
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TABLE  II.  Deaths  from  puerperal  causes,  New  York  City,  1945  to  1961:  total  and  deaths  associated 

with  abortions 


Puerperal  Deaths 

Abortion  Deaths 

Associated  with 

as  Per  Cent  of 

Year 

Total 

Abortions 

Total  Puerperal  Deaths 

1945 

205 

43 

21.0 

1946 

179 

35 

19.6 

1947 

185 

40 

21.6 

1948 

169 

40 

23.7 

1949 

132 

28 

21.2 

1950 

118 

27 

22.9 

1951 

96 

17.7 

1952 

106 

25 

23.6 

1953 

105 

38 

36.2 

1954 

96 

36 

37.5 

1955 

99 

34 

34.3 

1956 

104 

35 

33.7 

1957 

107 

44 

41.1 

1958 

103 

45 

43.7 

1959 

104 

48 

46.2 

1960 

115 

46 

40.0 

1961 

130 

55 

42.9 

mental  animals  the  lethal  dose  is  stated  to 
be  0.2  to  0.3  Gm.  of  potassium-containing 
soap  per  kilogram  of  body  weight.  In 
human  subjects  the  lethal  dose  is  stated  as  8 
to  10  Gm.  of  pure  soap.  This  corresponds  to 
a piece  of  soap  about  the  size  of  a walnut, 
usually  dissolved  in  300  to  400  ml.  of  water. 

The  differential  diagnosis  within  the 
category  of  septic  abortion  includes  several 
important  entities  of  which  the  soap-in- 
toxication syndrome  is  one.  The  others 
include; 

1.  Uterine  perforation  with  pelvic  peri- 
tonitis. 

2.  Abortion  infected  by  Clostridia,  with 
gas  gangrene  of  the  uterus  and  intravascular 
hemolysis. 

3.  Abortion  infected  by  gram-negative 
bacilli  with  secondary  endotoxin  shock. 

4.  Abortion  infected  by  gram-positive, 
cocci  with  pelvic  cellulitis  and  septicemia. 

5.  Abortion  by  antifolic  drugs  with  bone 
marrow  damage  and  hemorrhagic  phe- 
nomena. 

6.  Air  embolism  or,  less  commonly,  fat 
embohsm. 

It  is  clear  from  analysis  of  the  protocol  in 
the  present  case  that  these  entities,  separable 
on  etiologic  grounds,  may  exhibit  clinical  and 
laboratory  features  in  conunon,  so  that  spe- 
cific diagnosis  may  be  difficult.  Smith, 
Smith,  and  Tenney  point  out  that  significant 
low  abdominal  pain  is  common  in  soap-in- 
duced abortion  but  rare  in  abortion  induced 


by  mechanical  methods.  It  is  beyond  the 
province  of  this  communication  to  detail  the 
clinical  and  laboratory  diagnostic  procedures 
which  might  be  useful,  but  it  is  emphasized 
that  in  many  patients  optimal  treatment  of  a 
complex  abortion  will  depend  on  recognition 
of  the  means  used  to  procure  it  and  their 
potential  sequelae. 

There  is  no  specific  laboratory  test  (other 
than  recovery  of  soap  from  the  uterus  or 
peritoneal  cavity)  which  wiU  incriminate 
soap  as  the  cause  of  an  abortion.  The  occur- 
rence of  renal,  hepatic,  and  hematologic  com- 
plications are  not  specific  but  may  be  found 
as  the  result  of  a wide  range  of  toxins.  Dem- 
onstrations of  methemoglobin,  oxyhemo- 
globin, or  hematin  in  the  blood  are  likewise 
not  specific.  Laboratory  data  most  sug- 
gestive of  soap-induced  abortion  would  be  a 
precipitous  decline  in  serum  calcium,  ele- 
vated seriun  sodium  or  potassium  levels,  and 
a rise  in  blood  pH  toward  alkaline  levels. 
However,  such  data  are  available  only  in 
sporadic  cases.  With  the  notorious  reluc- 
tance of  aborted  patients  to  supply  their 
medical  attendants  with  accurate  informa- 
tion, it  is  not  surprising  that  the  use  of  soap 
as  the  abortifacient  is  not  considered  until 
the  opportunity  to  secure  diagnostic  labo- 
ratory data  has  dissolved. 

A large  number  of  procured,  extramedical 
abortions  reflect  failure  of  the  entire  complex 
of  moral,  legal,  and  social  structure  as  it 
impinges  on  individual  cases.  Many  of  our 
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TABLE  III.  Deaths  from  puerperal  causes,  New  York  City,  1957  to  1961,  by  ethnic  group:  total  and 

deaths  associated  with  abortions 


Abortion  Deaths 

^ Puerpei'al  Deaths as  Per  Cent  of 

Total  Associated  with  Abortions  Total  Puerperal  Deaths 

Non-  Puerto  Non-  Puerto  Non-  Puerto 

Year  White  white  Rican  White  white  Rican  White  white  Rican 


1957 

44 

42 

21 

11 

21 

12 

25.0 

50.0 

57.1 

1958 

36 

46 

21 

10 

20 

15 

27.8 

43.5 

71.4 

1959 

35 

47 

22 

6 

27 

15 

17.1 

57.5 

68.2 

1960 

42 

47 

26 

8 

23 

15 

19.0 

48.9 

57.7 

1961 

50 

61 

19 

14 

32 

9 

28.0 

52.5 

47.4 

Totals 

207 

243 

109 

49 

123 

66 

23.7 

50.6 

60.6 

laws  as  written  stultify  not  only  the  efforts  of 
physicians  to  offer  prompt,  accessible  treat- 
ment to  those  few  persons  in  whom  thera- 
peutic interruption  of  pregnancy  is  indicated 
but  also  the  efforts  of  law  enforcement  agen- 
cies to  detect  and  deal  with  offenders.  In 
1 effect,  they  encourage  the  persistence  of 
j abortionists,  skilled  and  unskilled,  who  offer 
their  services  to  those  lacking  other  recourse, 
j Data  from  The  City  of  New  York,  De- 
' partment  of  Health  (Table  II)  from  1945  to 
! 1961  show  an  irregular  decline  in  the  num- 

ber of  annual  puerperal  deaths  but  a progres- 
, sive  increase  in  both  the  number  and  per- 
centage of  deaths  following  abortion.  In 
round  numbers,  deaths  from  abortion  com- 
! prised  about  20  per  cent  of  puerperal  deaths 
from  1945  to  1952,  rose  to  about  35  per  cent 
from  1953  to  1956,  and  from  1957  to  date 
have  been  in  the  order  of  almost  45  per  cent. 

I If  this  trend  continues,  in  a few  years  abor- 
i'  tions  will  account  for  over  50  p>er  cent  of  the 
puerperal  deaths  in  New  York  City 
^ Examination  of  the  data  for  the  five  years 
from  1957  to  1961  in  terms  of  ethnic  groups 
(Table  III)  shows  that  24  per  cent  of  deaths 
I from  puerperal  causes  in  white  women  in 
New  York  City  were  associated  with  abor- 
i tion.  The  corresponding  figures  for  Negroes 
) and  for  Puerto  Ricans  were  51  and  61  per 
cent  respectively.  Looking  at  the  data  in 
Table  III  from  another  point  of  view,  we  find 
that  while  14  per  cent  of  aU  the  births  in  New 
York  were  to  Puerto  Rican  women,  20  per 
cent  to  Negro  women,  and  66  per  cent  to 
white  women,  of  the  deaths  associated  with 
'\  abortion,  27  per  cent  were  in  Puerto  Ricans, 
j 52  per  cent  in  Negroes,  and  only  21  per  cent 
! in  whites.  The  disproportionate  distribution 
j among  the  lower  socioeconomic  orders  in- 
I dicates  that  a woman  who  is  poor  and  un- 


educated runs  a much  greater  risk  when  she 
secures  an  extramedical  abortion  than  her 
better  financed  sister.  It  is  a telling  ex- 
ample of  the  effect  of  ignorance,  poverty  and 
fear  on  vital  statistics. 

The  medical  profession  caimot  escape  its 
share  of  responsibihty  for  this  situation. 
Most  physicians  and  most  organized  medical 
groups  are  reluctant  to  express  a public 
opinion  regarding  abortions.  Understand- 
ably, they  may  feel  that  it  is  a dirty  business 
and  that  no  one  who  touches  it  can  come  out 
with  clean  hands.  Nonetheless,  it  is  the 
responsibility  of  physicians  to  caU  such 
situations  to  the  attention  of  social  and 
legislative  bodies  and  to  participate  con- 
structively in  appropriate  remedial  meas- 
ures. Organized  medicine  cannot  exculpate 
itself  by  pointing  to  its  own  clean  hands  and 
pure  heart.  If  legislative  and  law-enforce- 
ment agencies  are  laggard,  physicians  must 
be  the  motive  and  the  cue  for  their  action. 
It  is  useless  to  argue  that  women  procuring 
extramedical  abortions  have  been  in  large 
measirre  the  cause  of  their  own  debacle.  One 
of  the  important  duties  of  physicians  is  to 
save  people  from  paying  the  price  for  their 
foUy,  let  alone  their  sins. 

Summary 

1.  The  chnical  and  pathologic  details  of  a 
patient  dying  following  soap-induced  abor- 
tion are  presented,  and  the  relevant  litera- 
ture of  77  cases  is  summarized. 

2.  The  soap-intoxication  syndrome  in- 
cludes hemolysis  followed  by  ohguria  or 
anuria  and  acute  renal  tubular  necrosis, 
icterus  and  varying  degrees  of  fatty  meta- 
morphosis and  toxic  necrosis  of  the  hver, 
and  hemorrhagic  phenomena  associated  with 
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toxic  depression  of  the  bone  marrow.  The 
instillation  of  soap  or  soap  solution  into  the 
gravid  uterus  produces  alkali  necrosis  of 
decidua  and  myometrium  but  is  not  very  ef- 
fective as  an  abortifacient.  Chemical  peri- 
tonitis is  almost  always  present.  Thrombo- 
phlebitis propagates  throughout  the  pelvis 
from  damage  to  uterine  vessels,  and  pul- 
monary thromboembolism  and  fat  (soap) 
embolism  may  occur.  Superimposed  in- 
fection, either  bacterial  or  mycotic,  may 
comphcate  the  picture. 

3.  It  is  difficult  to  distinguish  between 
soap-induced  and  mechanically  induced 
abortion,  but  the  presence  of  severe  low 
abdominal  pain  and  a falling  serum  calcium 
level  favor  the  former. 

4.  Attention  is  directed  to  an  increase  of 
abortion  as  a cause  of  puerperal  death  in 
New  York  City,  rising  from  about  20  per 
cent  in  the  period  from  1945  to  1952  to  a level 
of  almost  45  per  cent  of  maternal  deaths 
during  the  years  from  1957  to  1961.  About 
80  per  cent  of  the  deaths  due  to  abortion 
were  among  Negroes  and  Puerto  Ricans,  a 
disproportionate  percentage  in  individuals  of 
poor  economic  and  educational  status. 

5.  The  failure  of  current  legal,  medical, 
and  social  institutions  to  deal  effectively  with 
this  problem  is  briefly  noted. 
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Hazards  of  “wonder  glues” 

Among  the  nation’s  home  handymen,  boat 
owners,  and  do-it-yourselfers  in  general,  the  new 
“wonder  glues”  known  as  epoxy  resins  are  gain- 
ing wide  popularity.  Although  useful,  these  ad- 
hesives require  careful  handling  because  of  their 
potentially  toxic  properties,  advises  the  Uni- 
versity of  Rochester  Department  of  Pharma- 
cology. 

In  a recent  issue  of  the  Department’s  monthly 
bulletin,  which  is  sent  to  poison  control  centers 
and  state  health  departments  throughout  the 
country,  Harold  H.  Borgstedt,  M.D.,  notes  that 
“epoxy  resins  are  useful  bonding  agents  with 
properties  that  make  them  very  desirable,  if 
not  indispensable,  for  certain  applications. 
They  are,  however,  endowed  with  certain  toxic 
properties  which,  at  present,  seem  to  be  indivis- 
ible from  their  desirable  ones.” 

In  fact,  notes  Dr.  Borgstedt,  the  very  char- 
acteristic that  makes  them  potentially  haz- 
ardous— the  high  degree  of  chemical  reactivity 
of  the  basic  ingredients — is  leu-gely  responsible 
for  their  great  strength  as  bonding  agents. 

The  University  of  Rochester  specialist  ex- 
plains that  most  epoxy  resin  products  sold  for 
home  use  consist  of  two  components:  the  epoxy 
material  that  forms  the  backbone  of  the  resin 
and  a hardener.  When  completely  cured  or 
hardened,  the  combination  of  these  materials 
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apparently  poses  no  toxic  hazard  with  the  ex- 
ception of  rare  sensitivity  reactions,  genei’ally 
dermatitis.  However,  this  is  not  the  case  with 
the  individual  components  or  with  the  mixture 
before  it  hai  dens. 

The  toxic  reactions  are  not  the  same  for  each 
component,  he  observes.  The  epoxy  backbone 
has  a low  oral  toxicity  but  is  occasionally  ir- 
ritating to  the  skin.  Considerably  more  toxic, 
however,  are  the  hardeners.  These  belong  to 
several  distinct  classes  with  different  toxic  prop- 
erties, all  of  them  unpleasant  and  some  dan- 
gerous. Most  of  the  hardeners  used  in  packages 
for  home  use  are  polyamides  of  low  toxicity. 
Only  a few  of  the  amine  class  of  hardenei’s  are 
volatile  at  room  temperature  and  produce  vapor 
concentrations  in  the  air  high  enough  to  be 
dangerous,  thus  occasionally  causing  eye  and 
lung  irritation.  Hazardous  vapors  may  be 
produced  even  if  no  external  heat  is  apphed  to 
the  adhesive  as  part  of  the  hardening  process. 

Moreover,  Dr.  Borgstedt  points  out,  “any 
external  application  of  heat,  especially  in  closed 
spaces,  such  as  an  oven,  which  is  recommended 
for  fuU  curing  of  some  household  adhesives,  wUl, 
of  course,  worsen  the  problem.” 

He  concludes:  “The  best  way  of  avoiding  the 
toxic  hazards  is  good  housekeeping,  especially  in 
keeping  the  material  off  the  skin.  Special  care 
must  be  taken  to  prevent  exposure  to  vapors  if 
the  adhesive  must  be  heated  during  prepara- 
tion.” 
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Recent  advances  in  ocular  therapeutics 
have  not  been  as  dramatic  as  in  the  days  of 
the  introduction  of  antibiotics  and  steroids. 
One  cannot  expect  such  advances  all  the 
time.  Nevertheless,  a number  of  interest- 
ing and  exciting  developments  have  oc- 
curred in  the  last  few  years,  and  even  in  the 
last  few  months. 

Herpetic  keratitis 

A true  antiviral  agent,  of  comse,  would 
stir  up  a great  deal  of  enthusiasm. 

Recently  the  treatment  of  herpetic  kera- 
titis has  seen  such  an  innovation,  that  is, 
the  use  of  an  antiviral  agent.  The  early 
press  reports  on  the  use  of  IDU  (idoxuri- 
dine)  for  the  treatment  of  a viral  condition 
such  as  herpetic  keratitis  were  very  exciting. 
The  clinical  evaluations  of  IDU,  however, 
are  not  complete. 

IDU  (5-iodo-2  deoxym-idine)  acts  as  a 
metabolic  antagonist  during  the  synthesis  of 
DNA  (desoxyribose  nucleic  acid)  by  tumor 
tissue.  It  has  been  reported  to  inhibit 
bacteria,  herpes  simplex,  and  vaccinia  vi- 
ruses in  tissue  cultures.  It  has  also  been 
used  in  the  treatment  of  cancer.  Since 
IDU  blocks  the  metabolic  pathways  of  virus 
synthesis,  it  should  be  effective  in  the  treat- 
ment of  herpetic  keratitis. 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Ophthalmology,  May  15,  1962. 


IDU  has  been  used  in  a small  series  of 
patients  by  various  investigators.  ^ One  or 
two  drops  of  0.1  per  cent  solution  are  in- 
stilled in  the  affected  eye  every  hour  during 
the  day  and  every  two  hours  during  the 
night.  The  treatment  must  be  continued 
for  three  to  four  days. 

The  results  which  have  been  reported  are 
very  encouraging.  There  are  minimal  local 
reactions  to  the  drug,  and  corneas  are  sup- 
posed to  heal  without  leaving  any  opacities. 
It  is  too  early  to  report  as  to  the  rate  of  re- 
currences. Naturally,  the  method  of  treat- 
ment, instilling  drops  every  hour,  presents 
a nursing  problem.  If  the  results  are  as 
good  as  the  investigators  claim,  however,  it 
is  worth  the  trouble. 

Parenthetically,  in  a recent  case  of  her- 
petic keratitis  of  my  own,  IDU  was  not  at 
aU  effective  at  the  end  of  four  days  of  its 
continuous  use  every  hour  even  during  the 
night.  In  the  end,  the  patient  was  treated 
with  ether,  and  in  twenty-four  hours  there 
was  no  evidence  of  any  dendritic  figure. 

The  use  of  chymotrypsin  has  also  been 
reported  in  the  treatment  of  herpetic  kerati- 
tis.^ It  is  used  as  a corneal  bath  in  a 
1:20,000  units  solution  over  a period  of  five 
to  ten  minutes.  The  results  which  have 
been  obtained,  however,  do  not  seem  uni- 
form. Personal  experiences,  as  well  as  those 
reported  in  conversations  with  other  oph- 
thalmologists, are  not  as  satisfactory  as  those 
in  the  literature.  Time  will  teU  whether 
chymotrypsin  and  IDU  will  replace  cau- 
terization with  ether  or  other  chemical 
agents. 

Chronic  blepharitis 

Chronic  blepharitis  stiU  remains  a thera- 
peutic problem  to  ophthalmologists.  At 
regular  intervals  reports  appear  in  the  litera- 
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ture  on  the  use  of  one  or  another  new  agent 
in  the  treatment  of  this  condition.  Selen- 
ium disulfide  has  been  known  for  a number 
of  years  to  be  useful  in  the  short-term  treat- 
ment of  chronic  blepharitis.  Recently,  a 
combination  of  selenium  sulfide  fO.5  per 
cent)  and  hydrocortisone  acetate  (0.5  per 
cent)  was  reported  to  be  effective.®  The 
association  of  squamous  chronic  blepharitis 
and  seborrhea  of  the  scalp  was  pointed  out 
again,  and  the  need  to  treat  the  scalp  for 
this  condition  was  stressed. 

Personal  experiences  with  selenium  sulfide 
over  the  course  of  the  last  few  years  have 
also  been  most  gratifying.  However,  none 
of  these  agents  cures  the  patient  perma- 
nently. An  autogenous  vaccine  frequently 
controls  the  condition  over  a longer  period. 
The  definitive  cure  still  eludes  us. 

Use  of  oximes 

The  usefulness  of  the  oximes  in  ophthal- 
mology has  not  been  appreciated  fully. 
They  are  specific  antidotes  to  the  powerful 
anticholinesterases  developed  in  the  last 
few  years.  Two  of  these  substances  are 
pyridine-2-aldoximine  methiodide  (2-PAM) 
and  2-pyridine  aldoxime  methochloride  (Pro- 
topam  chloride).  They  are  most  effective 
as  antidotes  to  strong  anticholinesterases 
such  as  DFP  (isofluorophate)  and  phos- 
phoUne  iodide  (echothiophate  iodide)  when 
these  medications  have  been  used  locally 
and  an  antidote  is  required. 

The  oximes  are  also  used  effectively  in 
other  directions.  In  freeing  posterior 
synechias  after  uveitis,  the  alternative  use  of 
miotics  and  mydriatics  has  been  known  to  be 
effective.  Here  oximes  can  be  used  in  com- 
bination with  such  miotics  as  DFP  or  phos- 
pholine  iodide.  These  same  substances 
also  can  be  applied  when  extreme  dilation 
of  the  pupil  is  desirable  for  diagnostic  and 
surgical  reasons.  These  drugs  can  also  be 
used  to  counteract  the  systemic  effects  of 
anticholinesterases  used  in  ophthalmology. 

The  oximes  cannot  be  used  topically  but 
must  be  given  by  the  subconjunctival  injec- 
tion of  0.1  to  0.2  cc.  of  a 5 per  cent  aqueous 
solution.'* 

Macular  degeneration 

Macular  degenerations  stiU  remain  a 
taxing  problem  to  ophthalmologists.  Any 


therapeutic  measure  which  promises  results 
is  grasped  with  hope.  Heparin  therapy  for 
senile  macular  degeneration  was  first  rec- 
ommended by  Rome  in  1957.®  He  re- 
ported improvement  in  more  than  50  per 
cent  of  his  series  of  23  patients  who  were 
treated  twice  weekly  with  100  mg.  of 
intravenous  heparin.  This  report  caused  a 
great  deal  of  interest.  Havener,  Sheets, 
and  Cook,®  however,  could  not  confirm 
these  findings  and  called  attention  to  the 
psychologic  effect  of  attentive  treatment. 
Recent  reports  by  European  authors^-®  are 
basically  in  agreement  with  Havener’s  find- 
ings. To  date  no  effective  therapy  has  been 
found. 

Fibrinolysis 

Fibrinolysis  is  a desirable  therapeutic 
effect  for  many  ocular  problems.  Condi- 
tions such  as  acute  anterior  uveitis  with 
free  fibrin  in  the  anterior  chamber,  hyphema, 
vitreous  hemorrhages,  and  thrombosis  of 
the  retinal  vein  would  be  treated  ideally 
with  a fibrinolytic  agent.  Anticoagulants 
prevent  the  formation  of  fibrin,  but  once 
fibrin  is  formed,  agents  must  be  used  to  dis- 
solve the  fibrin. 

Physiologically,  plasminogen  (profibrinol- 
ysin)  is  activated  in  the  blood  stream  to 
plasmin  (fibrinoly sin) . Therapeutically  this 
can  be  achieved  by  the  use  of  trypsin,  strep- 
tokinase, or  plasmin  itself  or  by  injecting 
foreign  protein.  Foreign  protein  probably 
is  the  most  active  fibrinolytic  agent  known 
to  us. 

A recent  report  on  the  use  of  fibrinolysin 
in  the  treatment  of  dissolution  of  fibrin  in 
the  anterior  chambers  was  encouraging.® 
However,  the  same  report  states  that  hy- 
phema and  vitreous  hemorrhages  were 
less  responsive.  There  are  reports  of  suc- 
cess in  the  use  of  fibrinolysin  in  the  treat- 
ment of  several  cases  of  thrombosis  of  the 
central  retinal  vein.*®  ” These  reports  in- 
dicate that  such  patients  do  weU  if  they  are 
treated  with  fibrinolysin  within  three  days 
of  the  thrombosis. 

Fibrinolysin,  however,  is  very  toxic  and 
can  lead  to  many  undesirable  side-reactions. 
In  view  of  the  questionable  results  which 
have  been  obtained,  one  must  use  fibrinolysin 
with  a great  deal  of  caution. 

Ophthalmologists  have  used  foreign  pro- 
tein for  decades  in  the  treatment  of  a num- 
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ber  of  ocular  diseases.  It  was  referred  to 
as  “nonspecific  therapy”  for  a long  time, 
nonspecific  because  the  mechanism  of  action 
was  not  known.  With  increasing  knowledge 
of  steroids,  we  recognize  that  foreign  protein 
acts  as  a “stress”  stimulus  in  the  activa- 
tion of  the  anterior  pituitary-adrenal  cortex 
axis.  We  recognize  also  that  foreign  pro- 
tein causes  a leukocytosis  and  fibrinolysis. 

Protein-free  pyrogens,  as  re-emphasized 
recently  by  Von  KauUa,^^  axe  the  most 
potent  fibrinolysis-inducing  agents  known 
at  present.  These  pyrogens  eu*e  obtained 
from  various  bacteria  (such  as  Salmonella 
abortus  equi  and  Escherichia  coli).  Pos- 
sibly, these  pyrogens  can  be  applied  for 
some  of  our  problems. 

Retinitis  pigmentosa 

Retinitis  pigmentosa  reportedly  was 
treated  with  some  success  by  Mizuno  and 
Vesugi^^  using  catalin.  They  reported  im- 
provement in  vision,  peripheral  fields,  and 
dark  adaptation.  Tusini  and  Bergonzini'^ 
reported  the  same  results  with  x-radiation 
of  the  cervicodorsal  sympathetic  chain. 

Tamesis^^  and  Tamesis,  Vera  Cruz,  and 
Mendoza  in  the  Philippines  recently  re- 
ported excellent  results  in  the  treatment  of 
retinitis  pigmentosa  by  a surgical  procedure 
which  consisted  of  transplanting  a slip  of  the 
inferior  oblique  into  the  subchoroidal  space 
near  the  macula.  This  procedure  was  de- 
veloped from  one  reported  by  Birrnside^’’’^* 
and  Westsmith,  Demorest,  and  Flocks. 
Tamesis  believes  that  the  beneficial  effect 
is  due  not  to  the  development  of  a collateral 
circulation,  but  most  likely  to  some  change 
in  the  neuroreflexes  which  helps  reduce  the 
local  edema.  Because  of  this  he  also  used 
the  same  procedure  in  patients  with  macular 
disease  and  reported  considerable  improve- 
ment in  vision.  A report  presented  by 
Maskati  and  Mody  at  the  Bombay  State 
Ophthahnological  meeting  on  November  6, 
1960,“  described  in  detail  the  results  ob- 
tained with  the  operation  in  6 patients.  The 
reports  were  most  favorable,  with  an  im- 
provement in  vision  as  weU  as  in  visual  fields. 
This  surgical  approach  may  perhaps  be  the 
hope  of  these  patients. 

The  development  of  newer  therapeutic 
measures  occasionally  leads  to  the  appear- 
ance of  new  pathologic  entities.  Long-term 
corticosteroid  therapy  has  been  a boon  to 


patients  with  arthritis  and  other  medical 
problems.  Unfortunately,  there  is  the  other 
side  of  the  coin.  Oglesby  et  have  re- 
ported a series  of  patients  who  were  treated 
for  rheumatoid  arthritis  with  steroids  and 
who  developed  posterior  subcapsular  cata- 
racts. They  reported  these  changes  in  30 
out  of  72  patients  (42  per  cent)  who  were 
treated  with  long-term  corticosteroids.  In 
addition,  aU  12  patients  who  were  treated 
with  more  than  15  mg.  of  prednisolone 
(Prednisone)  or  its  equivalent  daily  for  more 
than  one  year  showed  these  changes. 

Another  unexpected  complication  has  been 
reported  recently.  Goldmann*^  at  the  1962 
Participating  Conference  of  the  New  York 
Society  for  Clinical  Ophthalmology  reported 
5 cases  of  secondary  glaucoma  following  the 
long-term  use  of  topical  steroid  drops. 
The  patients  aU  developed  an  intractable 
glaucoma  which  did  not  respond  too  well 
to  miotics  or  to  carbonic  anhydrase  inhibi- 
tors. As  soon  as  the  steroids  were  stopped, 
the  tension  became  normal.  This  imex- 
pected  complication  is  not  too  weU  known 
and  certainly  should  be  called  to  our  at- 
tention. Many  patients  use  steroid  drops 
over  a long  period.  They  should  be  checked 
at  intervals  for  an  increase  in  tension. 

The  time  allotted  in  this  symposivun  is, 
of  course,  too  short  to  report  many  other 
recent  therapeutic  advances.  I have  at- 
tempted, however,  to  present  a niunber  of 
the  most  interesting  and  exciting  develop- 
ments. Some  of  the  measures  advocated 
may  be  short-lived,  but  others  may  remain 
a permanent  part  of  our  therapeutic  arma- 
mentarium. Time  will  teU. 
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It  was  as  recently  as  1961  that  De  Roetthi 
presented  an  exhaustive  account  of  the  phar- 
macologic actions  and  therapeutic  applica- 
tions of  the  newer  drugs  used  in  glaucoma. 
Since  no  startling  developments  or  basic  in- 
novations have  taken  place  during  the 
interim,  I shall  discuss  the  new  drugs  only 
briefly  and  then  pass  on  to  a discussion  of 
some  personal  experiences  which  bear  on  the 
mode  of  action  of  miotics  as  well  as  on  the 
undesirable  side-effects  which  they  occasion- 
ally produce. 

Among  the  newer  miotics,  phosphohne 
iodide  has  been  meeting  with  increasing  ac- 
; ceptance.  It  has  the  advantage  over  pilo- 
carpine hydrochloride  of  requiring  less  fre- 
quent instillations.  Aqueous  solutions  of 
f any  desired  concentration  can  be  readily 
prepared.  The  0.25  per  cent  and  0.125 
per  cent  solutions  exhibit  powerful  effects 
I on  both  the  sphincter  and  the  ciliEury  muscles. 
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The  0.06  per  cent  solution  has  approxi- 
mately the  same  effect  as  pilocarpine  2 
per  cent  and  requires  only  one  or  two  instil- 
lations during  a twenty-four-hour  period. 

The  intravenous  administration  of  urea 
has  contributed  greatly  toward  reducing  the 
hazards  connected  with  surgery  in  acute 
glaucoma. 

The  epinephrine  compounds  have  been 
gaining  in  popularity  in  the  treatment  of 
open-angle  glaucoma.  They  are  used  gener- 
ally in  conjunction  with  miotics  and  car- 
bonic anhydrase  inhibitors.  Epinephrine 
should  not  be  prescribed  unless  angle-closure 
glaucoma  has  been  definitely  ruled  out  by 
means  of  a gonioscopic  examination.  Nei- 
ther the  absence  of  subjective  symptoms  nor 
the  slit-lamp  finding  of  a deep  anterior 
chamber  constitutes  a reliable  criterion  for 
the  differential  diagnosis. 

Epinephrine  has  been  assiuned  to  act  by 
lowering  the  rate  of  formation  of  aqueous. 
Recently,  Ballintine  and  Garner,^  as  well 
as  Becker,  Pettit,  and  Gay,®  reported  an 
improvement  in  the  facility  of  outflow  after 
the  prolonged  use  of  epinephrine.  This  im- 
provement, however,  has  not  been  found  by 
these  authors  to  occur  with  any  degree  of 
regularity  and  is  not  always  predictable. 

In  1948,^  I called  attention  to  the  adju- 
vant action  of  phenylephrine  (Neo-Syneph- 
rine)  10  per  cent  when  used  in  conjunc- 
tion with  miotics.  One  of  the  2 patients 
whose  cases  I reported  at  that  time  is  still 
using  a drop  of  phenylephrine  once  in  three 
weeks  in  addition  to  the  regular  instilla- 
tions of  pilocarpine,  and  to  date  his  tension 
has  been  controlled  consistently. 

It  is  diflBcult  to  explain  the  beneficial 
effects  of  epinephrine  therapy.  In  some 
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cases,  epinephrine  may  counteract  the  toxic 
action  of  the  miotics;  in  others,  it  may  exert 
an  inhibiting  effect  on  some  toxic  substances 
of  unknown  nature  that  may  play  an  etiologic 
role  in  glaucoma.  I shall  pursue  this 
thought  further  in  another  part  of  this 
article. 

One  must  entertain  the  possibility,  of 
course,  that  some  of  the  patients  whose  ten- 
sion becomes  normal  after  long-term  epi- 
nephrine therapy  would  have  improved  even 
without  any  medication.  I am  convinced 
that  chronic  simple  glaucoma  can  occasion- 
ally run  a self-limiting  course.  In  a series 
of  231  cases  of  chronic  simple  glaucoma,  I 
found  24  cases  which  showed  spontaneous 
remissions,  so  that  the  tension  remained 
normal  after  aU  treatment  was  stopped.^ 
In  addition  to  these,  at  least  an  equal  mun- 
ber  showed  partial  improvement  with  time. 

Mode  of  action  of  miotics 

It  has  become  almost  an  axiomatic  rule 
that  pilocarpine  must  be  prescribed  as  soon 
as  the  diagnosis  of  glaucoma  has  been  made 
and  that,  should  the  drops  prove  ineffec- 
tual, either  their  strength  must  be  increased, 
or  a more  powerful  miotic  must  be  substi- 
tuted. In  the  hope  of  preventing  glaucoma, 
many  ophthalmologists  prescribe  pilocarpine 
for  normal  eyes  with  borderline  tensions, 
as  well  as  for  conditions  which  occasionally 
lead  to  glaucoma,  such  as  thrombosis  of  the 
central  retinal  vein.  It  is  as  though  miotics 
were  expected  to  be  endowed  with  magic 
powers  which  enable  them  to  keep  the  eye 
safe  from  the  capricious  effects  of  the  fiendish 
disease  which  we  caU  glaucoma.  Nothing 
could  be  further  from  the  truth. 

The  rationale  for  the  use  of  miotics  in 
glaucoma  is  based  on  their  action  on  the 
sphincter  of  the  iris.  Therefore  it  is  only  in 
angle-closure  glaucoma  that  their  therapeutic 
effect  is  predictable  with  some  degree  of 
certainty.  In  the  typical  case,  one  may 
expect  the  contraction  of  the  pupil  to  result 
in  a stretching  of  the  iris  so  that  its  periph- 
eral zone  is  drawn  away  from  the  trabecular 
wall.  By  this  means  any  existing  angle 
closure  is  relieved,  and  the  tendency  to  re- 
currence is  diminished. 

In  chronic  simple  glaucoma,  on  the  other 
hand,  the  action  of  miotics  is  not  weU  un- 
derstood. Several  hypotheses  have  been 
advanced,  but  none  have  been  substantiated 


by  experimental  proof.  The  fact  is  that, 
more  often  than  not,  pilocarpine  fails  to 
lower  the  tension  in  chronic  simple  glau- 
coma. The  optimistic  attitude  which  is 
generally  prevalent  grew  out  of  the  miscon- 
ception, which  was  current  prior  to  the 
introduction  of  the  gonioscopic  classifica- 
tion, that  an  asymptomatic  course  is  prima 
facie  evidence  that  the  angle-closure  mech- 
anism does  not  play  a role  in  the  pathogene- 
sis. As  a matter  of  fact,  the  descriptions 
of  glaucoma  which  are  to  be  found  in  the 
classic  writings  of  Weber,®  Knies,^  and 
Priestley  Smith®  fit  perfectly  the  condition 
which  today  is  known  as  noncongestive 
angle-closure  glaucoma.  These  authors  em- 
phasized such  features  as  angle  closure, 
peripheral  anterior  synechias,  hypertrophy 
of  the  ciliary  body,  a small  eyeball,  and  a 
disproportionately  large  lens.  Yet  they 
referred  to  their  cases  as  “glaucoma  simplex,” 
“chronic  simple  glaucoma,”  or  “primary 
glaucoma,”  terms  which  they  used  inter- 
changeably. 

In  a recent  statistical  study  of  720  cases 
of  primary  glaucoma  from  my  private  prac- 
tice, I found  that  angle-closure  glaucoma 
constituted  57  per  cent  of  the  total.®  The 
remaining  43  per  cent  included,  in  addition 
to  typical  chronic  simple  glaucoma,  a not 
insignificant  number  of  cases  of  glaucoma 
capsulare  and  pigmentary  glaucoma.  When 
the  cases  of  angle-closure  glaucoma  were  fur- 
ther subdivided  into  noncongestive  and 
congestive  types,  the  noncongestive  group, 
which  without  the  aid  of  gonioscopy  ' 
probably  would  have  been  diagnosed  as 
chronic  simple  glaucoma,  constituted  47 
per  cent  of  the  total  number  of  cases  of  ' 
primary  glaucoma,  while  the  congestive 
group  was  represented  by  a mere  10  per 
cent.  A statistical  study  based  on  a clini- 
cal classification,  without  the  employment 
of  gonioscopic  criteria,  obviously  would 
lead  to  erroneous  conclusions.  For  ex- 
ample, if  it  were  found  that  50  per  cent  of 
the  cases  classified  as  “chronic  simple  glau-  1 
coma”  responded  to  miotics,  it  may  well  be  1 
that  these  are  unrecognized  cases  of  angle- 
closure  glaucoma. 

Paradoxic  action  of  miotics 
in  angle-closure  glaucoma 

It  has  been  the  experience  of  most  oph- 
thalmologists that  the  administration  of 
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FIGURE  1.  Diagram  of  anterior  segment  showing 
role  played  by  hydrodynamic  forces  in  producing 
angle  closure  in  predisposed  eye.  Pressure  gradi- 
ent which  results  from  aqueous  flow  causes  forward 
displacement  of  root  of  iris  and  is  increased  when 
pupil  contracts.  In  presence  of  narrow  angle,  this 
increase  in  pressure  gradient  may  be  sufficient  to 
close  angle  and  to  produce  paradoxic  elevation  of 
intraocular  pressure  which  occasionally  follows  use 
of  miotics.  Predisposing  factors  are:  (1)  re- 

dundant iris  which  does  not  become  stretched  by 
miosis;  (2)  thin,  nonresistant  iris  root;  and  (3) 
rapid  rate  of  outflow  into  canal  of  Schlemm. 

miotics  in  angle-closure  glaucoma  occasion- 
ally has  the  unexpected  effect  of  producing 
a marked  rise  in  tension.  This  paradoxic 
effect  is  observed  most  frequently  when  the 
powerful  cholinesterase  inhibitors  are  used, 
but  it  is  known  to  occur  also  after  pilo- 
carpine. The  danger  of  such  an  untoward 
reaction  is  greatest  in  those  cases  in  which 
the  closure  of  the  angle  begins  in  the  pe- 
riphery and  in  which  the  synechias  gradually 
creep  forward  along  an  irregular  line  of  con- 
tact to  occlude  more  and  more  of  the  tra- 
becular area.  This  form  of  angle  closure  has 
been  described  recently  by  Gorin®  who 
refers  to  it  as  “shortening  of  the  angle.” 
I believe  that  the  most  important  predis- 
posing factor  to  angle  closure  is  a redundant, 
flabby  iris.  This  type  of  iris  is  character- 
ized by  the  presence  of  deep  contraction 
folds  which  persist  even  after  the  pupil  has 
become  miotic. 

A second  predisposing  factor  is  an  exces- 
sively thin  iris  root  which  tends  to  bulge 
forward  when  the  hydrostatic  pressure  be- 
hind is  only  slightly  higher  than  in  front. 
Attempts  have  been  made  to  explain  the 
paradoxic  action  of  miotics  by  assuming  that 
the  relative  pupillary  block  becomes  greater 
when  a larger  area  of  iris  is  in  contact  with 
the  lens.  It  has  also  been  postulated 
that  the  tendency  to  increased  tension  is 


most  marked  when  the  pupil  is  in  mid-dila- 
tation. It  seems  to  me  that  these  two 
concepts  are  mutually  exclusive.  I should 
like  to  suggest  an  alternate  view  which  re- 
moves this  inconsistency  and  explains  why 
both  a partially  dilated  pupil  and,  in  some 
cases,  at  least,  a very  miotic  pupil  are  pre- 
disposing causes  to  an  increased  tension. 

Since  aqueous  is  formed  behind  the  pe- 
ripheral zone  of  the  iris  and  leaves  the  eye  in 
front  of  this  same  zone,  a pressure  gradient 
is  created  between  these  two  zones  (Fig. 
1).  It  is  this  pressure  gradient  which 
causes  the  aqueous  to  flow  from  the  region 
where  the  pressure  is  highest  to  the  one 
where  it  is  lowest.  It  is  significant  that  these 
two  zones  are  situated  opposite  each  other 
and  that  they  are  separated  from  each  other 
merely  by  a thin,  nonresistant  iris  root. 
As  a result  of  this  pressure  difference,  the 
iris  root  is  driven  forward,  and  this  creates 
the  appearance  which  has  been  described 
as  “physiologic  iris  bombe,”  which  is  so 
characteristic  of  angle-clostue  glaucoma. 
From  Figure  1 it  will  be  seen  that  the  pre- 
disposing factors  in  the  production  of  angle 
closure  are:  a redundant  iris,  a thin  iris 
root,  and  a rapid  rate  of  outflow.  An  ad- 
ditional factor  becomes  operative  when 
the  pupil  is  made  to  contract:  Namely, 

the  aqueous  has  a longer  path  to  travel. 
This  increases  the  elapsed  time  and  there- 
fore also  the  pressure  gradient.  It  is  pos- 
sible that  the  increased  pupillary  block  also 
plays  a role  in  delaying  the  flow  from  the 
posterior  to  the  anterior  chamber,  but  this 
factor  is  insignificant  in  the  normotensive 
eye.  After  the  angle  has  become  closed 
and  an  increase  in  pressure  supervenes,  the 
lens  may  become  displaced  forward,  so  as 
to  occlude  the  pupil.  This  baU-valve  action 
of  the  lens  was  demonstrated  by  Koster  in 
1895'®  by  means  of  a simple  hydraulic  model 
for  which  he  used  two  funnels  joined  to- 
gether at  their  wide  ends  and  connected 
with  water  manometers.  The  funnels  were 
separated  by  a perforated  rubber  mem- 
brane to  represent  the  iris,  while  a rubber 
ball  was  used  to  represent  the  lens. 

Toxic  action  of  miotics 
on  uveal  pigment  epithelium 

I have  adopted  the  policy  of  dilating  the 
pupils  in  open-angle  glaucoma  at  frequent 
intervals,  using  phenylephrine  10  per  cent. 
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This,  I feel,  is  a safe  procedure  now  that 
gonioscopy  makes  it  possible  to  differentiate 
between  chronic  simple  (or  open-angle) 
glaucoma  and  noncongestive  angle-closure 
glaucoma.  In  eyes  which  have  been  sub- 
jected to  protracted  miotic  therapy,  I have 
noted  that,  as  the  pupil  dilates,  clouds  of 
pigment  granules  enter  the  anterior  cham- 
ber through  the  pupil.  I believe  that  those 
pigment  granules  have  their  origin  in  the 
ceUs  of  the  pigment  epithelial  layer  of  the 
iris  and  that  they  are  indicative  of  injury 
to  these  ceUs  by  the  action  of  miotics. 

In  children,  the  prolonged  use  of  miotics 
in  the  treatment  of  strabismus  frequently 
leads  to  the  formation  of  cysts  of  the  pig- 
ment epithelium.  This  is  also  true  in  some 
young  adults.  These  cysts  eventually  burst, 
and  their  content  of  pigment  granules  is  dis- 
charged into  the  aqueous.  In  the  older-age 
group,  the  ceUs  are  less  resistant,  and  their 
wadis  break  before  they  have  been  subjected 
to  excessive  stretching.  PUocarpine  and 
eserine  were  known  as  poisons  long  before 
they  were  used  in  the  treatment  of  glaucoma. 
DFP  (Floropryl)  too,  was  originaUy  de- 
veloped as  a poison  to  be  used  in  chemical 
wairfare.  Therefore,  we  should  be  cognizant 
of  the  fact  that  these  drugs  are  bound  to 
have  imdesirable  side-effects  which  always 
should  be  weighed  against  the  therapeutic 
effects  which  may  be  expected  from  them. 
In  general,  a miotic  should  be  employed  in 
the  lowest  concentration  which  is  adequate 
to  produce  the  desired  result.  The  size  of 
the  pupil  appears  to  be  a reUable  thera- 
peutic index. 

Miotics  may  have  deleterious  effects  on 
other  intraocular  tissues  as  weU,  although 
clinical  proof  for  this  assumption  is  lacking 
thus  far.  ExperimentaUy,  MueUer  and  his 
co-workers“'^^  have  shown  that  the  presence 
of  pUocarpine  in  therapeutic  concentrations 
in  the  aqueous  inhibits  the  metabolism  of 
the  lens  and  completely  blocks  its  oxygen 
uptake.  These  authors  put  forth  the  sug- 
gestion that  the  accelerated  development  of 
cataract  which  is  often  observed  in  glaucoma 
may  be  related  to  the  use  of  miotics. 

Corroborative  evidence  of  the  relation- 
ship between  cellular  damage  and  pigment 
dispersion  may  be  found  in  the  pigment 
epithelial  cysts,  as  well  as  in  the  pigment 
dispersion  which  is  so  characteristic  of  dia- 
betes. 

Both  glaucoma  capsulare  and  pigmentary 


glaucoma  are  characterized  not  only  by 
destructive  changes  in  the  pigment  epi- 
thelial cells,  but  also  by  an  increased  vul- 
nerability of  these  cells  to  the  toxic  action  of 
miotics.  These  two  special  forms  of  open- 
angle  glaucoma  react  poorly,  if  at  aU,  to 
miotics  and  may  show  a considerable  in- 
crease in  pigment  dispersion  when  these 
drugs  are  used  in  high  concentrations.  The 
improvement  which  frequently  is  observed 
when  epinephrine  compounds  are  added  may 
be  attributed  to  the  inhibiting  effect  which 
epinephrine  exerts  on  the  action  of  some  as 
yet  obscure  glaucoma-producing  toxins. 
Hakim  has  reported,  for  example,  that 
epinephrine  prevents  the  experimental  epi- 
demic dropsy  glaucoma  which  is  caused  by 
the  administration  of  Argemone  mexicana 
and  sanguinarine.  Inglima  and  I^^  have 
been  able,  in  our  laboratory,  to  corroborate 
Hakim’s  findings. 

In  some  cases  of  chronic  simple  glaucoma, 
there  is  reason  to  believe  that  the  cause  is  a 
toxic  substance  which  is  related  to  abnormal 
lens  metabolism.  A case  in  point  is  that  of 
a sixty-four-year-old  man  with  bilateral 
open-angle  glaucoma  who  was  referred  to 
me  in  consultation  because  the  administra- 
tion of  pilocarpine  2 per  cent  was  followed 
almost  immediately  by  a massive  outpouring 
of  pigment  granules  into  the  vitreous  and 
aqueous,  so  that  the  fundus  details  were 
obscured.  The  tensions,  which  had  been 
about  50  mm.  Hg  (Schi^tz),  were  not  in- 
fluenced by  the  miotic.  The  pUocarpine 
was  discontinued  and  phenylephrine  10 
per  cent  substituted.  This,  together  with 
acetazolamide  (Diamox),  resulted  in  a 
moderate  lowering  of  tension  and  partial 
clearing  of  the  vitreous.  Within  a few 
months,  subcortical  lens  opacities  developed, 
and  I felt  justified  in  advising  the  removal  of 
both  lenses.  After  bUateral  combined  intra- 
capsular  extractions,  the  tensions  became 
permanently  restored  to  normal  without 
therapy,  and  the  vitreous  became  almost 
completely  free  of  pigment. 

Detachment  of  vitreous  and  retina 
caused  by  miotics 

We  all  are  awEire  of  the  danger  of  detach- 
ment of  the  retina  resulting  from  the  use  of 
such  powerful  cholinesterase  inhibitors  as 
DFP  and  phospholine  iodide.  However, 
the  fact  that  the  relatively  mild  pilocarpine 
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also  may  produce  a retinal  detachment  and, 
even  more  frequently,  vitreous  detachment  is 
not  generally  recognized. 

Several  years  ago  I had  under  my  obser- 
vation a forty-five-year-old  woman  who 
complained  of  recurring  attacks  of  left- 
sided headache  accompanied  by  blurring 
of  vision  of  her  left  eye.  The  tension  meas- 
ured 50  mm.  Hg  (Schi^tz),  and  the  angle 
was  closed.  Under  treatment  with  pilo- 
carpine 2 per  cent,  the  tension  dropped 
promptly  to  16  mm.  Hg,  and  the  vision 
cleared.  One  week  later,  however,  her 
vision  became  hazy,  as  if  covered  by  a veil 
or  by  smoke.  The  tension  remained  nor- 
mal and  the  pupil  miotic.  My  tentative 
diagnosis  was  posterior  detachment  of  the 
vitreous,  possibly  accompanied  by  a shower 
of  red  cells  originating  in  a torn  retinal  vessel. 
After  performing  a peripheral  iridectomy,  I 
dilated  the  pupil  and  confirmed  my  diag- 
nosis. I could  not  explain  the  vitreous  de- 
tachment satisfactorily,  but  I thought  at 
the  time  that  it  was  connected  somehow 
either  with  the  shallowing  of  the  anterior 
chamber  which  occm*red  in  the  course  of  the 
acute  attack  or  with  a sudden  drop  in  intra- 
ocular pressure  which  accompanied  the  re- 
opening of  the  angle  by  the  pilocarpine.  I 
could  not  understand,  however,  why  vitreous 
detachment  had  not  occirrred  either  during 
or  after  the  previous  attacks  which  had 
subsided  spontaneously. 

I was  forced  to  abandon  my  theory  when 
I learned  that  pilocarpine  frequently  pro- 
duces a posterior  detachment  of  the  vitreous 
in  open-angle  glaucoma,  in  which  the  fall 
in  tension  is  not  dramatic  and  may  even  re- 
main in  abeyance. 

A recent  experience  gave  rise  to  some  in- 
teresting speculations.  A forty-one-year- 
old  woman  noticed  a haziness  of  vision  of  her 
left  eye.  When  this  persisted,  she  visited 
an  ophthalmologist  who  found  her  fundi 
normal  but  her  tension  elevated  to  26  in 
each  eye.  He  prescribed  pilocarpine  1 
per  cent  three  times  daily.  After  two  weeks 
on  this  therapy,  the  vision  of  the  left  eye 
was  stiU  blurred,  and  the  tension  of  each  eye 
was  found  to  be  even  shghtly  higher.  The 
patient  was  told  to  use  pilocarpine  2 per 
cent  four  times  daily.  Two  days  later  she 
informed  her  ophthalmologist  that  she 
was  seeing  flashes  of  light  in  the  temporal 
periphery  of  her  left  eye.  She  was  told  to 
ignore  her  symptoms  which  were  ascribed 


to  emotional  tension  incident  to  her  moving 
from  Chicago  to  New  York.  If,  however, 
the  flashes  were  to  persist  for  more  than  one 
week,  she  was  to  return  to  the  doctor’s 
office.  The  flashes  subsided  after  three 
days;  this  was  unfortunate  for  the  patient, 
because  when  she  consulted  me  two  weeks 
later,  the  retina  of  her  left  eye  was  found 
to  be  totally  detached  and  showed  multiple 
retinal  breaks.  There  was  lattice-shaped 
retinal  degeneration  in  both  eyes.  The 
initial  symptom  of  blurred  vision  was  prob- 
ably caused  by  a posterior  detachment  of  the 
vitreous  and  not  by  the  slight  elevation  of 
intraocular  pressure.  The  retinal  detach- 
ment was  corrected  by  two  budding  pro- 
cedures. Miotics  were  discontinued,  and 
the  tension  is  now  controlled  with  one  tablet 
of  acetazolamide  daily. 

One  is  tempted  to  ascribe  the  formation  of 
retinal  breaks  to  the  puU  which  the  contract- 
ing ciUary  muscle  exerts  on  vitreoretinal 
adhesions.  It  is  true  that  such  mechanical 
traction  may  indeed  play  a subsidiary  role. 
The  primary  factor  in  the  production  of  a 
retinal  break  is,  however,  the  tugging  action 
of  the  detached  vitreous.  Numerous  per- 
sonal observations  have  brought  me  to  the 
conviction  that  this  process  can  be  initiated 
by  the  use  of  pilocarpine  or  other  miotics. 
I beheve  that  the  deleterious  effect  of  miotics 
will  be  traced  some  day  to  their  action  either 
on  the  cellular  elements  of  the  vitreous  or 
on  the  complex  mucopolysaccharide  mole- 
cules which  determine  its  structural  in- 
tegrity. 

Summary 

The  treatment  of  glaucoma  has  been  facih- 
tated  by  such  new  drugs  as  phosphohne 
iodide,  intravenous  urea,  and  epinephrine 
or  its  derivatives. 

A recent  statistical  analysis  of  the  author’s 
cases,  based  on  gonioscopic  criteria,  has 
shown  that  miotics  are  effective  chiefly  in 
angle-closure  glaucoma  and  are  often  with- 
out value  in  chronic  simple  glaucoma. 

In  angle-closure  glaucoma,  miotics  oc- 
casionally produce  a paradoxic  rise  of  ten- 
sion which  may  be  explained  by  an  increase 
in  the  pressure  gradient  between  the  poste- 
rior and  anterior  chambers  with  resulting  for- 
ward displacement  of  the  root  of  the  iris. 

The  prolonged  use  of  miotics  in  high  con- 
centration should  be  avoided  whenever 
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possible  because  of  their  toxic  side-effects. 
These  include  injury  to  the  pigment  epi- 
thelium which  manifests  itself  in  adults  by 
marked  pigment  dispersion  and  in  children 
by  the  formation  of  cysts.  Detachment  of 
the  vitreous  or  retina  which  sometimes  fol- 
lows the  use  of  these  drugs  likewise  may  be 
ascribed  to  their  chemical  action  on  the 
cellular  and  mucopolysaccharide  com- 
ponents of  the  vitreous. 
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X HIS  ARTICLE  wiU  consider  only  two  com- 
ponents of  the  complex  glaucoma  problem: 
the  angle-closure  syndrome  and  chronic 
simple  glaucoma.  The  discussion  wiU  be 
developed  under  four  headings:  preoper- 

ative study  and  evaluation,  anesthesia,  sur- 
gical technics,  and  postoperative  manage- 
ment. 

Preoperative  study  and  evaluation 

A major  advance  in  glaucoma  surgery  has 
been  the  ability  to  control  medicaUy  the 
acute  attack  which  frequently  brings  about 
the  first  contact  between  the  patient  and  the 
physician.  Aside  from  the  usual  methods 
to  lower  intraocular  tension,  the  introduction 
of  the  use  of  intravenous  urea  has  proved  of 
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great  value  in  controlling  recalcitrant  cases 
at  least  temporarily.^  The  need  for  oper- 
ating on  a hard  eye  with  aU  the  attendant 
hazards  is  eliminated,  and  time  is  afforded 
for  a better  understanding  of  the  inciting 
cause  of  the  elevated  tension  and  a more 
considered  decision  as  to  further  manage- 
ment. 

When  the  acute  episode  can  be  attributed 
to  interference  by  approximation  to  the 
trabecular  area  of  the  basal  portion  of  the 
iris,  surgery  is  indicated.  Iridectomy,  pe- 
ripheral or  fuU  sector,  the  operation  of  choice, 
is  preferable  during  a quiet  phase  and  proves 
sufficient  after  a first  attack  and  even  after 
several  historically  determined  abortive 
attacks  which  have  caused  no  recognizable 
established  pathologic  changes  in  the  iris, 
chamber  angle,  or  optic  nerve.  The  pres- 
ence of  pathologic  changes  in  these  tissues 
denotes  a chronic  recurrent  type  of  angle 
closure  which  requires  some  mild  form  of 
anterior  segment  external  fistulization  pro- 
cedure. 

Surgical  treatment  of  chronic  simple 
glaucoma  may  become  necessary  at  times 
because  of  the  inability  to  control  the  intra- 
ocular tension  even  with  intensive  medical 
treatment.  On  other  occasions,  the  de- 
cision to  advise  surgery  is  based  on  the  reali- 
zation that  after  a protracted  period  of  ob- 
servation the  medical  approach,  with  all 
possible  variations,  is  not  providing  adequate 
tonometric  stability  at  a suflSciently  low 
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level  to  prevent  increasing  pathologic  change. 
Progressive  loss  of  visual  field,  corroborated 
by  an  optic  nerve  examination,  and  deterio- 
rating outflow  facility,  especially  when  the 
tonographic  tracings  have  been  made  during 
a period  of  relatively  good  tension  control, 
suggest  the  need  for  the  surgical  approach. 
Since  the  timing  of  the  need  for  surgery  may 
occur  at  an  early,  intermediate,  or  late  stage 
in  the  life  history  of  the  glaucoma,  the 
selection  of  an  operative  procedure  should 
take  into  account  the  estimated  need  for  re- 
placing poorly  functioning  or  permanently 
damaged  ordinary  drainage  channels  and 
must  consider  the  secondary  changes  in 
secretory  function  which  likewise  may  have 
occurred.  The  appearance  of  the  optic 
nerve  would  seem  to  be  one  of  the  most  im- 
portant criteria,  conservative  procedures 
being  especially  indicated  both  when  the 
nerve  shows  little  change  and  also  when  it 
has  been  markedly  affected.  It  is  weU  to 
remember  that  the  types  of  glaucoma  we 
are  discussing  affect  both  eyes  and  that  there- 
fore the  result  which  is  obtained  surgically 
on  one  eye  may  well  determine  the  future 
course  of  both. 

Anesthesia 

The  advantages  of  performing  glaucoma 
siugery  on  a normotensive  eye,  if  only 
temporarily  controlled,  or  even  a hypoten- 
sive eye  are  manifold.  The  complications 
that  can  attend  sudden  decompression  of  the 
eyeball  are  minimized,  and  whatever  intra- 
ocular instrumentation  may  be  necessary 
during  a given  procedure  is  facilitated. 
Measures  to  provide  such  an  operative 
^ field  include  intensification  of  medical  treat- 
ment,  including  intravenous  urea  imme- 
!|  diately  preoperatively,  if  it  is  necessary  and 
tj  unless  it  is  medically  contrjiindicated,® 
t;  and  adequate  preoperative  sedation.  At 
i the  operating  table,  the  usual  local  instiUa- 
' tions  and  injections  for  regional  anesthesia 
and  gentle  ocular  massage  are  important 
aids.  The  technics  are  covered  fully  by 
• Atkinson'*  and  Everett,  Vey,  and  Veenis^  in 
recent  pubhcations.  At  the  New  York 
Eye  and  Ear  Infirmary,  our  anesthesia  de- 
partment has  developed  a technic  of  com- 
bined anesthesia  which  represents,  in  my 
! opinion,  one  of  the  important  advances  in 
V providing  an  ideal  surgical  field.  Combined 
anesthesia  supplements  the  previously  men- 


tioned preoperative  medication  and  topical 
and  regional  anesthesia,  with  a 0.4  per  cent 
intravenous  thiamylal  sodium  (Surital  so- 
diiun)  drip  combined  with  oropharyngeal 
insufflation  of  nitrous  oxide,  trichloroethyl- 
ene, and  oxygen.®  The  patient  is  asleep, 
the  eye  is  controlled,  and  the  surgeon  is 
relaxed. 

In  cases  in  which  this  form  of  general 
anesthesia  is  contraindicated  on  medical 
groimds  but  in  which  additional  amnesia 
and  analgesia  appear  desirable,  the  intra- 
venous administration  of  small  intermittent 
doses  of  meperidine  hydrochloride  (Dem- 
erol hydrochloride)  and  pentobarbital 
sodium  (Nembutal  sodium)  in  an  infusion 
of  5 per  cent  glucose  in  distilled  water,  sup- 
plemented by  a high  oxygen  environment 
under  the  head  drapes,  so-caUed  fractional 
sedation,  is  an  effective  alternative. 

Our  internists  and  anesthetists  at  the  New 
York  Eye  and  Ear  Infirmary  are  excellent 
consultants  in  selecting  the  best  form  of  sup- 
plementary anesthesia  for  each  case.  Post- 
operative nausea  and,  or  vomiting,  the  chief 
objection  of  many  surgeons  to  the  use  of 
the  previously  mentioned  combined  anes- 
thesia, is  very  rare  in  our  experience.  The 
prescription  of  an  antiemetic  of  the  pheno- 
thiazine  group  as  part  of  the  preoperative 
medication  as  well  as  during  the  immediate 
postoperative  period  provides  good  pro- 
phylaxis. 

Surgical  technics 

After  a case  evaluation  has  determined 
not  only  the  need  for  surgical  treatment  but 
Eilso  the  type  of  procediue  required  to  meet 
this  need,  and  when  the  patient  and  the  eye 
have  been  prepared  and  the  anesthesia 
chosen  to  minimize  the  potential  deterrents 
to  success  which  might  be  encountered  at 
the  operating  table,  it  now  remains  to  dis- 
cuss surgical  procedures. 

Figure  1 shows  a tridimensional  view  of  the 
eyeball  marking  the  area  of  reference  for  in- 
terpretation of  succeeding  illustrations  to 
which  reference  is  made  in  the  text. 

Iridectomy  is  indicated  whenever  the 
basal  portion  of  the  iris  can  be  incriminated 
as  the  prime  cause  of  obstruction  to  anterior 
chamber  fluid  drainage  through  Schlemm’s 
canal.  The  piupose  of  iridectomy,  whether 
peripheral  or  full  sector,  is  to  establish  a 
new  communication  of  fluid  transfer  be- 
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FIGURE  1.  Tridimensional  view  of  eyeball  showing 
areas  of  reference  of  succeeding  illustrations. 


tween  the  anterior  and  posterior  chambers, 
thereby  resulting  in  a deepening  of  the 
anterior  chamber  and  eliminating  the  basal 
portion  of  the  iris  as  a factor  in  angle  closure. 


Since  the  angle  is  presumed  open  between 
periods  of  elevated  tension,  the  significance 
as  to  whether  or  not  the  iridectomy  is  basal 
is  of  less  importance  than  the  precaution  to 
perform  the  operation  in  such  a way  that 
the  anterior  chamber  either  is  not  fully 
lost  in  the  first  place,  as  described  by  Bar- 
kan,® or  that  it  will  reform  before  the 
patient  leaves  the  operating  table.  The 
smaller  the  incision,  from  2 to  3 mm., 
the  more  likely  the  preceding  condition  wiU 
result  and  the  less  likely  that  any  instru- 
ment win  have  to  enter  the  eye.  The  site 
of  the  incision  will  be  discussed  later.  A 
vertical  incision  requires  suture.  ® A shelved 
one,  if  the  opening  into  the  anterior  chamber 
is  small,  does  not.  Figure  2 shows  a verti- 
cal and  a shelved  incision  in  iridectomy. 

When  a new  drainage  channel  is  needed, 
some  form  of  subconjunctival  anterior  seg- 
ment extraocular  fistulization  procediue  is 
the  choice  of  most  surgeons.  Examples  of 
such  operations  include  filtering  iridec- 
tomy^" or  Scheie  procedure,  “ iris  inclusion, 
cor  neosclerectomy,  or  sclerectomy®;  or  com- 
binations of  these. With  the  exception 


FIGURE  2.  Vertical  and  shelved  incision  in  iridectomy. 
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FIGURE  3.  Thermal  cauterization  of  posterior  scleral  lip  in  filtering  iridectomy.  Vertical  incision  is  nec- 
essary for  proper  spreading  of  wound  edges  and  can  be  duplicated  from  procedure  to  procedure.  Amount 
of  cauterization  and  tissue  response  are,  of  course,  variable. 


of  corneosclerectomy  or  sclerectomy  per- 
formed by  an  ideal  full  round  button  treph- 
ination of  set  diameter,  none  of  these  op- 
erations is  reproducible  because  of  several 
variable  features.  Prominent  among  these 
are:  (1)  the  location,  length,  and  direction 
of  the  incision;  (2)  the  degree,  depth,  and 
extent  along  the  wound  edge  or  wound 
edges  of  the  thermal  cauterization  if  it  is 
used;  (3)  the  varying  structure  of  the  iris 
to  be  included  as  well  as  the  type  of  inclusion 
(for  example,  single  or  two-pillar);  and  (4) 
the  amount  and  thickness  of  corneoscleral 
or  scleral  tissue  which  is  excised  (the  num- 
ber of  punch  applications  and  the  degree  of 
previous  shelving  of  the  excised  edge). 
Further,  combinations  of  these  variations 
occur  in  the  use  of  thermal  cauterization  in 
the  iridencleisis  operation  or  in  iris  inclusion 
with  sclerectomy,  to  mention  only  two  possi- 
bilities. 

Of  all  these  factors,  however,  the  incision 
is  the  key  to  a successful  filtering  operation. 
It  should  be  at  right  angles  to  the  surface 
of  the  globe,  as  particularly  favored  by 
Scheie,'!  and  should  be  located  just  anterior 
to  the  ciliary  body  shadow  as  visualized  by 
transillumination  with  a point  of  light 
pressed  at  the  lower  limbus.'^’'*  The  ver- 


tical nature  of  the  incision  makes  it  efficient 
for  filtration,  thus  requiring  less  operative 
area  and  consequently  resulting  in  less  sur- 
gical damage  to  angle  structure,  and  the 
location  places  its  entry  into  the  anterior 
chamber  near  the  angle  and  close  to  the 
trabecular  area.'®  The  different  degrees 
of  thermal  cauterization,  the  types  of  iris 
incarceration,  or  the  amount  of  tissue  ex- 
cision or  combinations  of  these  modify  the 
desired  effectiveness  of  the  procedure.  Fig- 
ures 3 to  7 illustrate  some  of  these  points. 

The  only  special  instruments  which  should 
be  available  at  the  surgery  are  the  Castro- 
viejo  razor  blade  knife  or  Bard  Parker  handle 
with  number  15  blade,  the  battery-operated 
Hildreth  cautery,  smooth-tipped  iris  forceps, 
and  a smaU-size  Holth  scleral  pimch.  The 
steps  in  the  operative  plan  for  filtering 
operations  by  incision  perpendicular  to  the 
sclera  as  used  on  my  service  at  the  New 
York  Eye  and  Ear  Infirmary  can  be  sum- 
marized as  follows: 

Preparation  for  incision.  After  pre- 
paring the  usual  conjunctival  flap,  starting 
weU  up  neeir  the  fornix  and  broad  enough  to 
allow  easy  and  full  exposure  of  the  required 
limbal  area,  transiUumination  of  the  lower 
limbus  is  performed  to  demonstrate  the 
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FIGURE  4.  Effect  of  shelved  versus  vertical  incision  in  iris  inclusion.  Note  circuitous  route  of  iris  wick 
when  shelved  incision  is  used,  and  visualize  tendency  for  shelved  edges  to  press  together  on  reasser- 
tion of  intraocular  pressure. 


ciliary  shadow  above.  A mark  is  placed 
in  the  sclera  just  anterior  to  this  shadow  to 
indicate  the  proper  site  for  aU  incisions. 
The  Castro viejo  razor  blade  knife  or  the 
number  15  Bard  Parker  blade  serve  very 
well  as  marking  devices  and  for  making  the 
incision. 

Incision.  In  filtering  iridectomy.  In  a 
filtering  iridectomy  a 4-mm.  long  vertical 
incision  parallel  to  the  limbus  is  started  at 
the  scleral  mark,  and  thermal  cauteriza- 
tion is  applied  only  to  the  posterior  scleral 
lip  as  the  wound  is  deepened  slowly  and 


uniformly.  Cautery  is  never  applied  after 
the  chamber  is  entered.  Only  light  ther- 
mal cautery  if  any  is  applied  to  the  anterior 
lip  for  reasons  of  hemostasis,  for  the  anterior 
lip  is  the  landmark  to  maintain  the  proper  lo- 
cation and  direction  of  the  incision  (Fig.  3). 

In  iridencleisis.  In  iridencleisis  the  same 
incision  as  for  filtering  iridectomy  is  made 
but  without  cauterization  except  for  hemo- 
stasis (Fig.  4). 

In  sclerectomy  or  cor  neosclerectomy.  In 
sclerectomy  or  corneosclerectomy  the  sur- 
geon measures  the  distance  from  the  scleral 
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i FIGURES.  (A)  Anterior  lip  sclerectomy  with  shelved  incision.  Degree  of  shelving  is  significant  factor  in 
I limiting  effectiveness  of  procedure.  (B)  Posterior  lip  corneosclerectomy  with  shelved  incision. 


I mark  to  the  limbus.  If  this  distance  pro-  procedure;  as  much  corneal  splitting  with  a 

I vides  too  little  area  for  the  contemplated  Tooke  knife  as  is  deemed  necessary  should 
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FIGURE  6.  Corneosclerectomy  or  sclerectomy  after  vertical  incision.  Note  extensions  to  limbus  at  either 
end  of  incision,  as  described  by  Stallard.'*  Full  thickness  sclera  is  excised. 


tension  at  either  end  of  the  incision  directed 
toward  the  limbus  hinges  the  anterior  scleral 
lip^^  and  facilitates  the  use  of  pimch  or  scis- 
sors; a single  bite  with  punch  or  a narrow  strip 
excision  of  sclera  is  quite  adequate  (Fig.  6).  i 
Management  of  the  iris.  The  manage-  > 
ment  of  the  iris  is  according  to  established  ( 
principles 

In  iris  inclusions  and  in  filtering  iridec- 
tomy. In  iris  inclusion  and  in  filtering  ; 
iridectomy  the  iris  may  prolapse  spon- 
taneously following  gentle  pressure  put 
behind  the  posterior  scleral  lip.  On  the 
other  hand,  it  may  have  to  be  grasped  and 
dehvered  into  the  wound,  and  the  incision  | 
may  have  to  be  enlarged  slightly  to  allow  I 
easy  introduction  of  smooth-tipped  forceps  i 
for  this  purpose.  A single-  or  two-piUar  I 
incarceration  is  performed  in  iridencleisis  : 
depending  on  the  amount  of  filtration  effect 
desired;  a peripheral  or  full-sector  iridec- 
tomy is  performed  in  the  cauterization  k 
procedure.  I 

In  corneosclerectomy  or  sclerectomy.  In  i 
corneosclerectomy  or  sclerectomy  a peripher- 
al or  full-sector  iridectomy,  peripheral 
iridencleisis,  or  one-piUar  iridencleisis  can 
be  performed;  the  incision  is  large  enough  to 
permit  easy  manipulation  of  the  iris,  without 
distorting  the  eyeball . 

Conjunctival  closure.  Conjunctival 
closure  must  be  accurate.  Separate  suture 
of  Tenon’s  capsule  prior  to  the  conjunctival 
stitch  is  done  at  the  surgeon’s  option. 
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FIGURE  7.  Appearance  of  Elliott  trephine  opera- 
tion which  except  for  location,  one-half  in  cornea 
and  one-half  in  sclera,  shows  great  similarity  to 
punch  corneosclerectomy  with  vertical  incision. 
The  latter,  however,  usually  places  area  of  tissue 
excision  further  back  in  sclera. 

be  carried  out  before  the  5-  to  6-mm.  long 
vertical  incision  is  deepened  and  the  anterior 
chamber  entered.  Sclerectomy  with  scissors 
does  not  require  as  large  an  area  as  sclerec- 
tomy by  punch,  and  if  corneal  splitting  can 
be  avoided,  a disfiguring  dissecting  corneal 
bleb  is  less  likely  to  occur.  Wound-edge 
hemostasis  by  light  thermal  cauterization  is 
permissible  as  needed.  A meridional  ex- 


Conclusion  of  procedure.  At  the  con- 
clusion of  the  operation,  the  conjunctiva,  if 
it  lies  flat,  should  be  ballooned  again  with 
saline  to  discourage  the  adherence  of  raw 
edges.  No  drops,  miotic  or  mydriatic,  are 
instilled,  and  only  a light  pressure  dressing 
and  Fox  shield  are  applied. 

Postoperative  care 

Postoperative  care,  involving  as  it  does 
careful  observation  and  control  of  the  ten- 
sion of  the  feUow  eye,  seeks  to  avoid  the 
use  of  carbonic  anhydrase  inhibitors,  at 
least  in  the  early  postoperative  course. 
Protection  against  external  trauma  is  af- 
forded by  the  dressing  and  shield.  Early 
ambulation  is  routine. 

The  postoperative  management  after 
iridectomy,  as  far  as  the  operated  eye  is 
concerned,  consists  primarily  of  control  of 
inflammatory  reaction. 

In  the  case  of  the  more  drastic  filtering 
operations,  the  eye  on  which  the  operation 
was  performed  is  watched  for  signs  of  in- 
flammation which  should  be  controlled  by 
local  antibiotic  steroid  preparations  and, 
if  the  eye  is  quite  soft,  by  homatropine 
and  cyclogyl  hydrochloride  or  even  atropine. 
The  administration  of  systemic  steroids  may 
be  valuable  as  well  in  cases  showing  marked 
postoperative  inflammatory  reaction,  pro- 
vided there  is  no  general  medical  contra- 
indication. The  local  and  systemic  steroids 
serve  both  to  reduce  inflammation  and  to 
minimize  scar  tissue  formation,  thereby 
helping  to  establish  good  filtration.  In 
addition,  they  tend  to  discourage  the  de- 
velopment of  angle  adhesions  and  posterior 
synechias.  Maintaining  a mobile  pupil 
helps  in  the  latter  regard  as  well. 

At  times,  the  postoperative  care  of  the 
less  drastic  filtering  operations  may  require, 
in  addition  to  the  previously  mentioned 
measures,  gentle  ocular  massage,  which  is 
best  done  from  below  so  as  not  to  rub  and 
irritate  the  area  of  new  filtration. 

Summary 

The  discussion  has  been  limited  to  con- 
sideration of  angle-closure  glaucoma  and 
chronic  simple  glaucoma.  The  control  by 
medical  means  of  the  acute  attack  has  many 
advantages  and  has  been  aided  by  the  in- 
troduction of  intravenous  urea.'’® 


Surgery  on  eyes  manifesting  high  intra- 
ocular tension  is  full  of  hazard  and  should  be 
avoided  whenever  possible.  The  selection 
of  an  operative  procedure  is  based  on  the 
results  of  a work-up  and  should  be  tailored 
to  meet  the  apparent  needs  of  each  indi- 
vidual case. 

Certain  anesthesia  technics  help  to  ensure 
surgery  on  a quiet,  relaxed  patient  and  on  a 
normotensive  or  even  hypotensive  eye. 
A standard-type  incision  designed  to  foster 
filtration  is  best  for  filtering  operations. 
Many  varieties  of  filtering  operation  can  be 
developed  from  this  standard-type  incision 
and  can  be  modified  as  desired  to  produce 
little  to  great  effect.  Brief  mention  is  given 
to  factors  in  postoperative  management. 

The  combination  of  aU  factors,  namely, 
controlled  eye  pressure  at  the  time  of  sur- 
gery, a controlled  patient,  ideal  surgical 
field,  the  surgical  principles,  and  careful 
postoperative  management  as  discussed,  is 
essential  for  the  best  surgical  results  in 
angle-closure  and  chronic  simple  glaucoma. 

Acknowledgment.  The  illustrations  in  this  presentation 
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IVl  ine  is  but  an  average  practice  with 
limited  surgery  in  contrast  to  that  of  many 
who  engage  chiefly  in  surgery.  The  pro- 
cedures which  are  used  in  a large  center 
where  one  has  abundant  trained  assistants 
may  not  be  vahd  or  practical  in  an  average 
general  hospital.  Here  the  ophthalmic  sur- 
geon may  work  alone  or  with  the  assistance 
of  an  inexperienced  medical  associate  or 
nurse. 

A review  of  the  literature  for  the  past  two 
years  shows  little  attention  to  the  evaluation 
of  recent  developments  in  cataract  surgery 
other  than  the  excellent  article  by  Boyd, 
Maumenee,  and  McLean.^  The  interest  of 
most  writers  is  directed  to  results  obtained 
by  using  alpha  chymotrypsin. 

A summary  of  the  opinions  of  many  sur- 
geons would  seem  to  be  of  greater  interest 
and  more  worth  while  than  my  individual 
expression.  A questionnaire  was  prepared 
and  circulated  at  a meeting  of  our  regional 
Eastern  New  York  Eye,  Ear,  Nose,  and 
Throat  Society  and  at  the  Fourteenth  An- 
nual Chnical  Conference  of  the  WiUs  Eye 
Hospital,  Philadelphia,  in  February,  1962. 
While  the  majority  of  those  attending  the 
latter  meeting  practice  in  Pennsylvania, 
there  was  a samphng  of  opinion  from  Boston 
to  South  CaroHna  along  the  eastern  sea- 
board. A total  of  118  replies  was  obtained. 
We  are  familiar  with  the  dictum  that  the 
chief  advantage  of  the  round  pupil  is  grati- 
fication of  the  surgeon’s  pride.  A goodly 
number  of  proud  surgeons  apparently  are 
included  in  this  survey  as  50  per  cent  stated 
that  they  use  this  technic  in  varying  degrees. 

The  extensive  use  of  alpha  chymotrypsin 
is  also  noteworthy.  Of  the  118  physicians 
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replying,  104  use  the  enzyme  either  routinely 
or  selectively. 

It  would  be  redundant  to  include  a re- 
view of  the  extensive  Uterature  on  enzymatic 
zonulolysis.  Reports  such  as  that  of  Ken- 
nedy and  his  associates’'  and  Barraquer’ 
in  which  923  and  757  cases,  respectively, 
evaluate  its  use  are  known  to  you.  The 
specificity  of  the  enzyme  action  on  the  lens 
zonule,  the  easier  lens  dehvery,  and  minimal 
side-effects  and  comphcations  make  it  the 
most  significant  advance  in  cataract  surgery 
in  the  present  era. 

Questionnaire  results 

The  questions  which  were  asked  and  a 
summary  of  the  rephes  which  were  ob- 
tained foUow: 

1.  (a)  Do  you  use  routine  culture?  Yes, 

39.  No,  79.  (b)  Do  you  use  an  antibiotic 

preoperatively?  Yes,  78.  No,  34.  (c) 

Which  antibiotic  do  you  use?  Chloramphen- 
icol, 18.  Polymysin  B sulfate,  15.  Sulfa 
drugs,  13.  Others,  12.  Systemic,  11. 

2.  Do  you  use  a hd  block?  Yes,  119. 
No,  3.  Which  method  do  you  use?  Van 
Lint,  54.  O’Brien,  51.  Atkinson,  13. 

3.  Do  you  use  retrobulbar  procaine 
hydrochloride  (Novocain  hydrochloride)  or 
hdocaine  hydrochloride  (Xylocaine  hydro- 
chloride)? Yes,  98.  No,  20.  Do  you  use 
Wydase  routinely?  Yes,  70. 

4.  When  do  you  place  sutures?  Pre- 
placed, 64.  Post-placed,  52.  What  kind 
of  suture  do  you  use?  Catgut,  55.  Silk, 
60. 

5.  What  type  of  instrument  do  you  use? 
Graefe  knife,  25.  Keratome  and  scissors, 
93. 

6.  Which  procedure  do  you  use?  Com- 
plete iridectomy,  84.  Round  pupil,  60. 
What  is  the  percentage  of  round  pupil? 
Fifty  per  cent  and  above,  39.  Below  50 
per  cent,  15. 

7.  Do  you  use  alpha  chymotrypsin? 
Routinely,  27.  Selectively,  77.  Average 
selective  per  cent,  35. 

8.  What  type  of  lens  delivery  do  you 
use?  Forceps,  84.  Erysiphake,  34. 

9.  Do  you  feel  that  the  use  of  the  en- 
zyme increases  the  incidence  of  vitreous 
loss?  Yes,  5.  Striate  keratitis?  Yes,  19. 
Delayed  wound  heahng?  Yes,  11.  Do 
you  think  that  it  causes  any  other  complica- 
tions? Redder  eye,  1.  Persistent  iritis,  2. 
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Hemorrhage,  3.  Dystrophy.  No  compli- 
cations, 81. 

10.  What  medication  do  you  instill  at 
the  conclusion  of  the  operation?  Atropine, 
26.  Pilocarpine,  38.  Antibiotic,  28.  Sulfa 
drug,  4.  Furacin,  2.  Steroid,  2.  None, 
13. 

11.  Since  you  began  your  surgery,  what 
developments  do  you  consider  of  first  im- 
portance in  obtaining  better  results?  Bet- 
ter sutures,  48.  Alpha  chymotrypsin,  39. 
Better  needles,  26.  Akinesia,  12.  Pres- 
sure and  massage,  11.  Preoperative  seda- 
tion, 10.  Retrobulbar  medication,  4.  Gen- 
eral anesthesia,  4.  Local  antibiotics,  3. 
General  antibiotics,  3.  Preoperative  aceta- 
zolamide,  3.  Other  developments  listed 
include;  steroids,  early  ambulation,  ex- 
perience, and  better  instruments. 

Comment 

Some  of  us  received  our  basic  surgical 
training  thirty  or  more  years  ago.  We 
used  preoperative  sedation,  bd  block,  Graefe 
knife  for  corneal  section,  and  extracapsular 
extraction  with  unsutured  conjunctival  flap. 
A few  surgeons  were  using  the  intracapsular 
method  without  sutures. 

The  significant  additions  we  note  from  the 
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Bilateral  cataracts  in  adults  are  handled 
ideally  by  consecutive  intracapsular  ex- 
tractions with  the  early  restoration  of  binocu- 
lar vision  and  the  avoidance  of  exophoria 
or  exotropia  which  may  develop  from  dis- 
sociation of  the  eyes  when  the  operations  are 
separated  by  a long  time  interval. 
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present  survey  are  the  use  of  excellent  needles 
and  suture  material,  keratome  and  scissor 
corneal  section,  zonulolysis,  antibiotics,  and 
steroids. 

Summary 

A limited  survey  has  been  made  to  obtain 
information  relative  to  the  surgery  of 
senile  cataract. 

An  evaluation  of  the  recent  additions  to 
the  armamentarium  of  the  surgeon  shows 
the  use  of  better  needles  and  sutures  of 
greatest  importance  followed  by  the  routine 
or  selective  use  of  alpha  chymotrypsin. 

Akinesia,  pressure  and  massage,  and 
adequate  preoperative  sedation  foUow  in 
order  in  the  general  estimate  of  importance. 

The  summarized  opinion  of  the  surgeons 
who  replied  to  the  questionnaire  is  essen- 
tially in  agreement  with  my  own. 

75  WiLLEiT  Street 
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The  early  restoration  or  preservation  of 
binocular  vision  in  children  with  congenital 
cataracts  is  much  more  important  than  in 
the  cases  of  cataracts  in  adults,  as  divergence 
develops  quickly  in  children  when  the 
acuity  of  one  eye  is  reduced  suddenly  and 
severely.  Since  the  surgery  for  bilateral 
congenital  cataracts  should  be  planned  for 
the  early  restoration  of  binocular  vision, 
consecutive  linear  extractions  or  suction 
operations  on  all  favorable  soft  congenital 
cataracts  would  appear  to  be  advisable, 
leaving  multiple  needling  operations  only 
for  unfavorable  cases. 

If  the  operation  on  the  first  eye  has  re- 
moved most  of  the  lens  cortex  successfully 
so  that  a good  pupillary  opening  is  visible  or 
appears  likely  to  be  visible  very  soon,  the 
second  eye  can  be  operated  on  within  a week 
following  the  first  operation.  Usually  the 
fifth  postoperative  day  is  favorable  for 
surgery  on  the  second  eye.  If  for  any 
reason  the  pupil  of  the  first  eye  is  occluded 
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with  soft  cortex  at  the  end  of  one  week,  a 
postponement  of  the  second  operation  is 
advisable  to  avoid  a period  of  bUndness, 
should  the  second  operation  also  prove  to 
be  unsuccessful  in  securing  a good  pupillary 
opening.  Operating  on  the  second  eye  after 
a waiting  period  of  one  week  may  result 
in  uveitis  in  one  or  both  eyes  from  sensitiza- 
tion of  the  patient  to  his  lens  protein.  It 
has  been  my  custom  to  wait  almost  a year  in 
such  instances.  This  is  probably  unneces- 
sarily long,  and  exophoria  is  likely  to  de- 
velop. This  concern  of  mine  is  not  held  by 
others. 

Jones  ^ reported  bilateral  simultaneous 
needlings  in  infants  and  a waiting  period  of 
from  two  months  to  six  months  between 
operations  on  the  two  eyes  in  children. 
Simultaneous  discissions  on  the  eyes  of  in- 
fants would  seem  to  be  open  to  the  same 
criticism  that  applies  to  simultaneous  cata- 
ract extractions  in  adults. 

By  successful  consecutive  linear  extrac- 
tions or  suction  operations,  the  child  can 
usually  wear  correcting  lenses  within  a week 
of  each  operation,  and  binocular  vision,  if  it 
was  present  before  surgery,  will  be  retained. 

The  credit  for  popularizing  hnear  extrac- 
tion in  this  country  must  go  to  Barkan^ 
who  in  1932  reported  a procedure  for  the  ex- 
traction of  congenital  soft  cataract.  In 
1948  Cordes*  described  his  modification  of 
this  operation.  His  description  of  this 
operation  follows 

After  the  routine  preoperative  preparation 
and  anesthesia,  two  drops  of  epinephrine  hy- 
drochloride (1 : 1,000)  are  injected  at  the  lim- 
bus above,  the  open  part  of  the  needle  being 
du’ected  toward  the  limbus.  After  five  or  ten 
minutes,  the  pupil  is  widely  dilated,  especially 
at  the  site  of  the  impending  incision,  and  a 
suture  is  placed  in  the  superior  rectus.  The 
dilation  of  the  pupil  resulting,  as  it  does,  from 
the  contraction  of  the  sympathetic  fibers,  per- 
sists when  the  anterior  chamber  is  opened,  and 
this  keeps  the  h’is  out  of  the  wound. 

Prior  to  the  incision  a stab  wound  is  made 
into  the  anterior  chamber  below  and  tem- 
porally to  facilitate  the  injection  of  air  after 
the  completion  of  the  operation.  As  an  aid  in 
locating  the  opening,  the  knife-needle  is 
wiped  on  a piece  of  wet  filter  paper  that  has 
previously  been  impregnated  with  fluorescein, 
according  to  the  method  described  by  Kimura, 
and  the  fluorescein  is  allowed  to  dry  on  the 
knife  before  the  stab  wound  is  made.  This 
leaves  a green  stain  along  the  course  of  the 
stab  wound,  which  persists  during  the  entire 
operation. 

A keratome  incision  is  made  1.5  to  2 mm. 


inside  the  limbus  and  parallel  to  the  iris  sur- 
face, to  produce  a valvehke  opening.  A 
large  capsulotomy  is  now  perfoi'med  with 
Fuchs’  capsule  forceps.  It  is  important  to 
remember  that  the  capsule  forceps  should  be 
used  only  once,  because  of  the  danger  of  biting 
through  the  posterior  capsule  into  the  vitre- 
ous. The  lens  substance  is  now  expressed  and 
the  anterior  chamber  washed  out  with  iso- 
tonic sodium  chloride  solution. 

With  a small  Luer  syringe  and  a 28-gauge 
needle,  an-  is  injected  through  the  previously 
made  puncture  wound.  If  the  tip  of  the 
needle  is  duUed  a httle,  it  has  less  tendency  to 
catch  in  the  course  of  the  punctm'e  wound. 
The  air  remains  in  the  anterior  chamber  for 
several  days  and  prevents  the  iris  from  coming 
into  contact  with  the  keratome  wound  in  the 
cornea,  and  thus  prevents  the  formation  of 
anterior  synechias.  The  long-continued  use 
of  atropine  after  operation  is  important. 

Because  of  the  development  of  post-opera- 
tive anterior  synechias  after  the  Cordes- 
Barkan  operation,  in  spite  of  the  precau- 
tions taken  and  prolonged  atropinization,  I 
prefer  to  make  a perpendicular  incision  at 
the  limbus  under  a conjunctival  flap,  closing 
the  corneoscleral  section  with  a buried  6-0 
mild  chromic  gut  suture.  A peripheral 
iridectomy  is  always  made,  and  if  the  pupil 
fails  to  dilate,  a complete  iridectomy  is 
done  as  advised  by  Chandler®  and  by  Von 
Graefe,  whom  he  cites,  many  years  ago. 
The  injection  of  air  into  the  anterior  chamber 
is  usually  unnecessary  as  the  chamber  re- 
forms quickly. 

Case  reports 

Case  1.  By  following  this  method  I had  the 
unusual  experience  of  performing  successfully  a 
round-pupil  intracapsular  extraction  of  congen- 
ital cataracts  on  both  eyes  of  a four-and-one- 
half-month-old  infant.  This  male  child  was 
full  term  but  had  a corticoneuromuscular  condi- 
tion characterized  by  drowsiness  and  flaccid 
immobility  and  an  exfohative  skin  lesion  which 
had  healed.  He  had  bilateral  dense  anterior 
polar  cataracts  which  occluded  the  pupils  com- 
pletely. The  pupils  dilated  moderately  well, 
and  the  periphery  of  the  lenses  were  clear.  The 
eyes  were  otherwise  normal. 

When  the  right  eye  was  operated  on  by  the 
technic  I have  mentioned,  the  anterior  chamber 
was  so  shallow  that  the  Fuch’s  capsule  forceps 
could  not  be  introduced  between  the  h-is  and  the 
cornea.  Since  a generous  periphei’al  iridectomy 
had  been  made,  the  forceps  were  passed  through 
the  u'idectomy  opening,  and  the  capsule  forceps 
grasped  the  dense  opacity  of  the  anterior  cap- 
sule. Instead  of  tearing  the  capsule  as  I had 
planned,  with  gentle  traction  of  the  forceps,  the 
lens  broke  free  from  the  zonule  and  moulded 
itself  thi’ough  the  iridectomy  opening  as  an  intra- 
capsular extraction.  There  was  no  apparent 
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adhesion  between  the  lens  and  the  vitreous  face. 
The  corneoscleral  suture  was  tied,  and  the  con- 
junctiva was  sutured  with  a running  stitch. 
There  was  practically  no  reaction  from  the  sur- 
gery, and  five  days  later  the  left  cataract  was 
removed  in  the  same  manner. 

The  child’s  eyes  have  central  round  pupils 
with  peripheral  iridectomies  at  12:00  o’clock, 
normal  intraocular  pressure,  normal  fundi 
except  for  possible  slight  temporal  pallor  of  the 
disks,  and  absent  reflexes  to  light.  He  does  not 
foUow  a light  with  the  eyes  because  he  has  corti- 
cal blindness.  After  one  year  the  child  con- 
tinues a vegetative  existence. 

Case  2.  The  ordinary  result  of  consecutive 
lineeu-  extractions  is  illustrated  by  the  case  of  a 
nine-year-old  boy  with  congenital  zonular  cata- 
racts  who  had  orthophoria  and  visual  acuity  of 
1 20/200  in  both  eyes  which  was  not  improved  by 

lenses,  and  yet  he  was  able  to  read  the  finest 
print  at  8 inches.  Linear  extractions  which  were 
done  five  days  apart  permitted  the  wealing  of 
temporary  lenses  five  days  after  each  operation 
so  that  at  no  time  was  there  a loss  of  vision,  and 
binocular  vision  was  restored  within  ten  days. 
A year  later  both  eyes  had  adequate  openings  in 
the  posterior  capsule  membranes.  The  visual 
acuity  corrects  to  20/ 40  in  each  eye.  The  intra- 
ocular pressure  remains  normal.  Both  round 
pupUs  are  mildly  displaced  upward. 


they  are  posterior  to  clear  cornea,  and  late 
corneal  edema  does  not  develop.  Scheie® 
reconunends  this  technic  for  the  removal 
of  cataracts  due  to  any  cause  occurring  in 
the  individual  up  to  thirty  years  of  age 
before  the  nucleus  is  firmly  formed.  He 
prefers  it  for  juvenile  cataracts  and  trau- 
matic cataracts  in  young  people. 

Newton^®  notes  in  his  article  on  con- 
genital cataracts  that  few  proponents  of 
linear  extraction  report  the  need  for  a 
needling  of  the  secondary  membrane,  and 
he  ventures  to  imply  that  many  of  them  will 
require  this  secondary  procedure  as  time 
passes.  From  my  experience,  weU  over  half 
of  the  linear  extractions  require  a secondary 
needling  sooner  or  later.  This,  however, 
does  not  detract  from  the  advantage  of  the 
early  restoration  of  useful  binocular  vision 
which  cannot  be  obtained  with  multiple 
needUngs.  The  avoidance  of  secondary 
glaucoma  with  linear  extraction  is  also  a 
distinct  advantage. 

Summary 


Comment 


I: 

! 


The  prolonged  use  of  atropine  in  such 
cases  has  been  emphasized  by  Cordes,® 
Chandler,®  and  Scheie.®  The  use  of  steroid 
therapy  should  be  maintained  also  if  signs 
of  low-grade  uveitis  are  present.  Chand- 
ler^ advised  linear  extraction  with  full  iridec- 
tomy and  inferior  iridotomy  in  congenital 
cataract  where  the  pupil  fails  to  dilate 
widely.  When  no  iridectomy  has  been 
made,  the  failure  to  keep  the  pupil  dilated 
may  result  in  pupillary  block  and  glaucoma. 
He  urges  frequent  follow-up  visits  post- 
operatively  so  that  if  pupil  block  develops, 
it  can  be  dealt  with  immediately  before 
the  angle  is  closed  permanently  by  peripheral 
adhesions. 

The  aspiration  of  soft  congenital  cataracts 
has  been  recommended  by  Dean  in  1926,® 
Wilder,®  Blaess  in  1938,^®  Daily  in  1958,“ 
and  recently  by  Scheie  in  1960®  and  Carbajal 
in  1961.“  The  last  two  writers  have  de- 
scribed their  procedures  adequately  in 
these  articles.  It  would  appear  that  this 
method  is  ideal  for  soft  congenital  cataract 
when  the  pupil  dilates  widely.  The  fact 
that  the  needle  opening  is  made  1.5  to  2 
mm.  behind  the  limbus  makes  wound  com- 
plications extremely  rare,  and  if  adhesions 
of  the  iris  or  the  lens  capsule  should  develop. 


Whenever  possible,  bilateral  consecutive 
linear  extractions  or  suction  operations  of 
soft  congenital  cataracts  are  recommended 
to  avoid  a period  of  temporary  blindness  and 
to  secure  binocular  vision  for  the  young 
patient  with  reasonable  safety  in  the  shortest 
time,  thus  avoiding  the  development  of 
exotropia  from  dissociation  of  the  two  eyes. 
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Corneal  Surgery 
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It  is  now  over  fifty-six  years  since  a suc- 
cessful penetrating  corneal  transplantation 
was  first  performed  on  a human  being  and 
authentically  recorded  by  Zirm^  in  Ger- 
many. Since  that  time,  numerous  lines  of 
inquiry  have  been  directed  to  a major 
fascinating  but  as  yet  unsolved  question. 
What  is  it  that  determines  whether  or  not  a 
transplanted  cornea  remains  viable  and 
clear?  A definitive  answer  to  this  problem 
would  be  a major  breakthrough  in  corneal 
surgery.  Unfortunately  the  answer  stiU 
remains  to  be  found.  Postoperative  scar- 
ring, edema  of  the  graft,  and  excessive  neo- 
vascularization are  aU  factors  of  the  utmost 
importance  that  can  lead  to  opacification  of 
the  transplanted  cornea.  Within  recent 
years  there  have  been  a number  of  out- 
standing advances  in  corneal  grafting 
directed  mainly  to  minimizing  these  factors. 
Chief  among  them  have  been  the  refinement 
of  instrumentation,  improved  methods  of 
preserving  donor  corneal  material,  a better 
understanding  of  the  biologic  responses  to 
corneal  homografts,  and  the  discovery  of 
highly  effective  chemotherapeutic  drugs. 
In  this  paper  we  shall  limit  ourselves  to  the 
first  two  groups  of  these  advances. 

Refinement  of  instrumentation 

Operating  microscope.  The  introduc- 
tion of  the  operating  microscope  with  its 
increased  magnification  has  opened  new 
vistas  in  corneal  surgery.  Microsurgery 
can  thus  be  performed  with  stereovision  at  an 
optimum  working  distance  of  200  mm.,  at  a 
visual  magnification  of  6 to  10  or  16  power. 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
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When  working  with  the  operating  micro-  i 
scope,  the  surgeon  can  appreciate  the  use  of  I 
delicately  made  miniature  instruments.  It  | 
is  not  at  aU  essential  to  use  the  operating  ;; 
microscope  throughout  the  entire  length  of  || 
the  surgical  procedure.  An  able  assistant  at  |' 
the  microscope  can  help  pinpoint  the  most 
critical  steps  by  viewing  at  magnifications  ! 
greater  than  normal  and  thus  aid  in  improv-  1 
ing  surgical  technics. 

A very  important  further  advantage  of 
this  instrument  hes  in  its  use  for  taking  ex- 
cellent motion  pictures  and  stiU  photographs,  f 
The  author  has  devised  a simplified  method  J 
of  filming  motion  pictures  with  a Bolex  c 
Rex  16-mm.  camera.  Still  photography  ^ 
may  be  made  with  a 35-mm.  Contax  camera  | 
adapted  to  the  microscope.  The  cameras  t 
can  be  mounted  and  used  independently,  or  I 
they  may  be  used  together  at  the  same  pro-  t 
cedure  by  mounting  both  on  the  micro-  e 
scope  by  means  of  an  especially  designed  » 
plate  made  for  the  author  by  the  Carl  Zeiss  '• 
Company.  Since  one  tube  of  the  binocular  ,i 
mount  is  used  for  the  movie  camera,  stereo  - 
viewing  is  sacrificed  with  this  method. 

The  motion  picture  photography  is  per-  t 
formed  through  the  lens  system  of  the  oper-  j 
ating  microscope.  Adequate  illumination  i< 
is  obtained  by  using  a 50-watt  rather  than  1 
the  normal  30-watt  bulb  and  by  controlling  i 
the  intensity  with  a transformer- voltage  | 
regulator.  A heat-resisting  glass  built  into  I 
the  microscope  assures  a cool  light  in  the  ^ 
operating  area.  The  35-mm.  camera  has 
its  own  special  lens  system  which  is  par-  i 
focal  with  but  does  not  use  the  lenses  of  the  ( 
microscope.  An  electronic  flash  unit  which  i 
is  supplied  with  a 35-mm.  camera  has  suflB-  ! 
cient  fight  output  to  produce  pictures  of 
discriminating  quality.  The  advantages  of 
this  type  of  photography  are  numerous,  but 
one  outstanding  feature  is  that  it  offers  an 
incomparable  method  of  critical  self-analysis  ‘ 
of  one’s  surgical  skill  and  technic.  This  i 
is  all  the  more  true  since  the  motion  pictures  ' 
present  the  procedure  as  seen  from  the  sur- 
geon’s position  and  viewpoint. 

Needles  and  suture  materials.  A 
minimum  amount  of  trauma  to  the  recipient 
in  direct  suturing  of  the  corneal  graft  is  of 
primary  concern.  To  this  end,  it  is  of 
paramount  importance  to  use  the  finest 
of  needles  and  suture  materials  that  cause 
the  least  amount  of  tissue  reaction.  The 
suture  material  must  be  extremely  fine  and 
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possess  sufficient  tensile  strength.  The 
new  Grieshaber  82F  (Castroviejo),  the 
Oertli,  and  the  Riedel  needles  which  have 
been  improved  recently  have  proved  to 
be  most  satisfactory.  They  are  made 
thinner  and  flatter  than  previously  and  can 
be  introduced  through  corneal  tissue  with 
much  less  effort  and  without  the  danger  of 
1 cutting  out. 

The  author  has  been  using  sterile  human 
hair  in  preference  to  the  standard  Barraquer 
I virgin  sUk  for  the  direct  suturing  of  the 
' corneal  button.  Human  hair  measures  on 
the  average  approximately  7-0,  possesses 
greater  tensile  strength,  and  causes  very 
i little,  if  any,  tissue  reaction.  Monofilament 
nylon  8-0  which  is  manufactured  by  Ethicon 
under  the  trade  name  of  Ethilon  also  has 
proved  to  be  satisfactory  in  direct  suturing 
but  should  not  be  used  as  a continuous  run- 
ning suture.  The  most  satisfactory  suture 
that  the  author  has  employed  in  penetrating 
keratoplasty  is  one  which  has  been  especially 
prepared  for  him  by  Davis  and  Geek.  This 
is  a 2-strand  siliconized  silk  which  measures 
approximately  8-0  and  possesses  very  satis- 
factory tensile  strength.  The  siliconization 
allows  the  suture  material  to  pass  through 
corneal  tissue  with  greater  facility  and  pro- 
duces less  tissue  reaction  than  that  of  ordi- 
neu’y  silk. 

Selection  of  donor  material 

i Use  of  fresh  cornea.  In  penetrating 
l|  keratoplasty  it  is  imperative  that  fresh 

• corneal  material  be  employed.  The  best 
5 results  are  obtained  at  present  when  an 
j eye  is  placed  in  a moisture  chamber,  kept 
I at  4 C.,  and  used  preferably  within  a period 
I of  twenty-four  hours.  Success  in  this  type 
I of  corneal  surgery  depends  largely  on  the 
I viability  of  the  endothelial  cells. 

Use  of  preserved  cornea.  It  has  been 
' shown  previously  that  when  an  eye  is  kept 

• under  the  proper  conditions  in  a moisture 
> chamber,  the  delicate  endothelium  disinte- 
i grates  after  the  third  day.  Since  the  endo- 

theliiun  is  not  involved  in  lamellar  grafting, 
the  time  element  is  not  as  critical.  There- 
fore, such  a preserved  eye  occasionally  can 
be  used  up  to  seventy-two  hours. 

British  and  other  European  authors  have 
i recorded  excellent  clinical  results  with  cor- 
neas stored  in  liquid  paraffin  (mineral  oil), 
at  -|-4  C.  The  better  results  were  obtained 


in  lamellar  grafting.  Rycroff*  has  recorded 
successful  penetrating  grafts  (which  remained 
optically  clear)  using  eyes  preserved  in  this 
manner  for  as  long  as  three  weeks.  This 
method  of  preservation  has  been  abandoned 
recently  because  of  the  difficulty  in  main- 
taining proper  sterile  conditions  and  the 
nuisance  experienced  in  clearing  the  cornea 
entirely  of  mineral  oil. 

Three  preserving  methods  are  now  com- 
monly employed  for  tissue  to  be  used  in 
lamellar  keratoplasties:  (1)  frozen  corneas 

stored  in  glycerin  (Rycroft,  England,  1957*): 
(2)  silica  desiccation  method  (Payrau  and 
Pouliquen,  France,  1960^);  and  (3)  chemi- 
cal glycerin  dehydration  method  (King, 
McTigue,  and  Meryman,  United  States, 
1961*). 

The  first  method  begins  by  immersing 
the  donor  eye  in  15  per  cent  glycerin  mixed 
with  Ringer’s  balanced  salt  solution  for 
one  hour.  Then  the  eye  is  placed  in  a flask 
and  stored  at  a temperature  of  —79  C., 
obtained  by  the  use  of  carbon  dioxide  snow. 
Rycroft*  has  reported  an  occasional  suc- 
cessful penetrating  homograft  in  human 
beings,  but  he  recommends  this  method 
of  preservation  as  practical  only  for  tissue 
to  be  used  in  cases  of  lamellar  grafting. 

The  present  method  used  by  Pa5rrau 
and  Pouliquen^  is  to  excise  a cornea  from 
a donor  eye  with  a small  rim  of  sclera  and 
to  wrap  it  carefully  in  a sterile  piece  of  dry 
cellophane.  Then  this  is  placed  in  a sterile 
bottle  which  contains  silica  gel  crystals. 
The  crystals  are  colored  blue  with  cobalt 
chloride  which  acts  as  an  indicator.  Then 
the  bottle  is  closed  hermetically.  In  case 
there  is  an  excess  of  moisture,  the  color  of  the 
hlue  silica  gel  turns  to  pink  and  eventually 
white.  The  corneas  which  are  preserved  by 
their  current  method  can  be  kept  at  ordinary 
room  temperature  apparently  for  an  indefi- 
nite time.  When  it  is  ready  for  use,  the 
cornea  wrapped  in  cellophane  is  rehydrated 
by  immersion  in  an  aqueous  merthiolate 
solution  of  1 : 5,000  or  in  polymyxin  B sulfate 
(Neosporin)  solution  at  room  temperature 
for  a period  of  approximately  fifteen  min- 
utes. 

McNair  and  King  in  1955®  immersed 
fresh  corneas  in  15  per  cent  glycerin,  then 
froze  them  in  an  alcohol  dry  ice  bath,  and 
finally  dehydrated  them  under  vacuum. 
In  1958,  King  modified  this  method  hy  the 
substitution  of  95  per  cent  glycerin,  the  ad- 
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dition  of  antibiotics,  and  vacuum  dehydra- 
tion without  freezing. 

To  shorten  the  time  interval  and  simphfy 
the  procedure,  King,  McTigue,  and  Mery- 
man  in  1961®  developed  their  present 
method  of  preservation.  They  continue 
the  use  of  95  per  cent  glycerin  which  is  pre- 
ferred for  its  ability  to  maintain  the  struc- 
ture and  consistency  of  the  cornea  tissue 
but  which  achieves  the  required  complete 
dehydration  by  the  addition  of  a chemical 
desiccant  rather  than  by  the  use  of  vacuum 
drying.  The  desiccant,  known  as  a molecu- 
lar sieve,  consists  of  synthetic  crystals  of 
sodium  and  calcium  aluminosilicates. 

The  cornea  to  be  preserved  is  excised 
with  a rim  of  sclera  from  the  donor  eye  and 
is  washed  thoroughly  with  polymyxin  B 
sulfate  solution,  after  which  it  is  drained 
of  excess  fluid.  Ten  Gm.  of  molecular  sieve 
in  a nylon  mesh  bag  (to  avoid  damage  to  the 
cornea)  are  placed  in  a 15-cc.  bottle  and 
sterilized  by  dry  heat.  After  the  bottle  cools, 
it  is  flUed  with  sterilized  95  per  cent  glycerin, 
and  the  prepared  cornea  is  also  placed  inside. 

The  bottle  is  closed  tightly  with  a sterilized 
screw  top  and  sealed  with  plastic-coated 
tape.  By  means  of  this  method,  such 
corneas  can  be  stored  for  a period  of  many 
months  at  room  temperature.  The  bottle 
is  opened  under  sterile  conditions  when  ready 
for  use.  The  glycerin  is  drained  off,  and 
the  cornea  is  then  submerged  in  polymyxin 
B sulfate  solution  for  a period  of  about  ten 
minutes  to  rehydrate  it.  Special  clamps 
are  available  which  can  fixate  the  scleral 
rim  in  a tight  position  for  trephination  and 
the  removal  of  a lamellar  graft  either  with 
some  type  of  sharp  knife  or  with  the  elec- 
trokeratome.  Corneas  which  have  been 
preserved  by  means  of  chemical  desiccation 
have  produced  satisfactory  results  compa- 
rable to  those  of  fresh  donor  material.  Pay- 
rau  and  Pouliquen'*  and  King,  McTigue, 
and  Meryman®  were  of  the  opinion  that 
when  this  type  of  cornea  was  used  in  highly 
vascularized  recipient  eyes,  it  produced  less 
of  an  antigenic  effect  than  other  types  be- 
cause the  protein  molecules  were  inert. 
Tissue  cultures  and  metabohsm  studies  have 
shown  that  none  of  the  3 layers  of  the  cornea 
were  viable.  In  the  experience  of  the  author 
the  cornea  prepared  by  the  King,  McTigue, 


and  Meryman®  method  with  glycerin  and 
molecular  sieve  seemed  to  be  more  suitable 
for  surgical  manipulation  for  it  seemed  to 
possess  greater  firmness  and  more  structural 
resistance  than  the  cornea  prepared  by  the 
dry  chemical  method  of  Payrau  and  Pouli- 
quen. ^ Satisfactory  results  were  obtained 
with  the  Payrau  cornea,  but  the  disad- 
vantage of  the  marked  shrinkage  and  dis- 
tortion of  the  cornea  and  at  times  the  ex- 
treme softness  of  the  donor  tissue  seemed 
✓ 

to  present  some  difficulties  in  the  course  of 
surgery. 

Summary 

Within  the  past  decade  there  has  been 
great  progress  in  laboratory  research  and 
clinical  experience  pertaining  to  kerato- 
plasty. This  has  been  achieved  mainly 
through  the  refinement  of  instnunentation 
and  improved  methods  of  preserving  donor 
corneal  material. 

The  operation  microscope  has  demanded 
more  precise  surgical  skill.  Especially  de- 
signed needles  and  extra-fine  suture  material 
such  as  human  hair,  8-0  monofilament 
nylon,  and  silicon-treated  2-strand  virgin 
silk  aU  have  contributed  to  producing  a 
minimal  degree  of  tissue  tramna  in  direct 
suturing  of  the  corneal  graft. 

The  use  of  corneas  preserved  by  chemical 
desiccation  has  lessened  the  allergic  reac- 
tion of  host  to  donor,  particularly  in  highly 
vascularized  corneas.  Preserved  corneas 
used  in  lamellar  keratoplasty  undoubtedly 
have  saved  many  eyes  that  showed  evi- 
dence of  impending  perforating  keratitis 
due  to  trauma,  chemical  injuries,  and  in- 
tractable virus  infections. 

160  Henry  Street,  Brooklyn  1 
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T HERE  HAVE  BEEN  a number  of  improve- 
ments in  the  surgical  handling  of  motility 
j problems  over  the  past  decade,  and  these 
changes  have  manifested  themselves  in  im- 
proved postoperative  results.  Some  of  these 
are  the  result  of  improved  diagnostic  aids, 
others  the  result  of  improvements  in  pre- 
operative preparation,  and  still  others  the 
result  of  a better  understanding  of  the 
physiologic  principles  involved.  It  is  to 
these  things  that  I direct  the  attention 
of  my  report. 

, Improvement  of  technics 

, It  is  a known  fact  that  after  a surgical 
j procedure,  bringing  the  retinal  elements 
to  the  physiologic  binocular  fixation  posi- 
j tion  as  quickly  as  possible  is  vitally  im- 

i portant.  The  sooner  this  takes  place,  the 
; more  quickly  wiU  the  adjustment  to  the 

new  situation  come  about.  Years  back 
1 strabismus  patients  were  patched  post- 

ii  operatively  for  many  days,  sometimes  as 
i;  long  as  a week  to  ten  days.  Fortunately, 
» this  has  been  reduced  in  length  gradually 

up  until  the  past  four  or  five  years  when  a 
1 number  of  surgeons  have  made  a drastic 
' change  in  their  attitude  toward  the  post- 
operative patching  for  two  reasons.  First, 

' patches  and  masks  were  applied  at  the 
operating  table  to  prevent  the  patient 
from  placing  his  hands  into  the  newly  oper- 
ated site  and  introducing  infection.  Un- 

1 Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
I Ophthalmology,  May  15,  1962. 


fortunately,  the  use  of  patches  does  not 
prevent  the  finger  from  protruding  under- 
neath the  bandage  and  rubbing  the  eye, 
whether  it  is  patched  or  not.  Therefore, 
the  patches  do  not  eliminate  this  imfortunate 
possibility.  Second,  in  the  relatively  young 
child  it  is  quite  evident  that  the  bilateral 
patching  of  the  eyes  is  a very  severe  trau- 
matic psychologic  experience,  and  if  it  can 
be  eliminated  safely,  it  should  be  eliminated. 
If  a child  consistently  keeps  putting  the 
hands  to  the  eyes  postoperatively,  whether 
the  eye  is  patched  or  not,  it  is  necessary  to 
put  arm  cuffs  on  the  patient  to  prevent  this 
occurrence;  therefore,  again  we  eliminate 
the  actual  necessity  of  the  bandage  and 
shields.  Along  with  a number  of  other  in- 
vestigators, particularly  Braley^  of  the 
University  of  Iowa  who  was  the  first  to  try 
this,  we  have  eliminated  bandages  post- 
operatively in  an  extensive  series  of  patients 
and  have  proved  statistically  that  the 
number  of  infections  is  reduced  rather  than 
increased  by  not  using  postoperative  patch- 
ing. 

Additionally,  the  immediate  use  of  cold 
compresses  along  with  antibiotics  and  local 
steroids  has  reduced  the  severity  of  post- 
operative reactions  to  the  point  that  the 
child  can  open  his  eyes  very  rapidly  and  re- 
establish normal  binocular  function  without 
having  to  wait  a period  of  time  for  the  process 
to  quiet  down. 

Advances  in  pleoptic  therapy,  establishing 
a more  normal  central  fixation  point,  have 
been  helpful  in  making  it  possible  to  produce 
better  functional  results,  including  binocu- 
lar fixation  postoperatively.  Improvements 
in  orthoptic  technics  also  have  added  to  the 
capacity  of  the  eyes  to  readjust  to  a new 
situation  postoperatively,  thereby  increas- 
ing the  functional  results  of  the  operative 
procedures.  Advances  in  electrophysiologic 
testing  have  increased  our  knowledge. 

“A-V"  syndrome 

It  is  interesting  to  note  that  many  oph- 
thalmologists indicate  by  their  records  that 
they  have  realized  for  a number  of  years 
that  a difference  in  the  degree  of  exophoria 
or  exotropia  and  esophoria  or  esotropia, 
with  the  eyes  in  the  up  position  as  opposed 
to  the  down  position,  has  been  present; 
however,  untU  direct  attention  was  brought 
to  this  phenomenon,  insufficient  under- 
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standing  of  the  physiology  involved  pre- 
vented the  satisfactory  correction  of  the 
defects  noted.  The  hterature  has  been 
somewhat  crowded  by  various  approaches 
and  considerations  of  the  A-V  syndrome  to 
the  point  that  some  people  are  highly  con- 
fused by  the  entire  issue. 

It  is  possible,  however,  to  discuss  this  sub- 
ject simply  and  to  try  to  evaluate  the  possi- 
bilities involved  in  the  surgical  procedures 
which  are  suggested  for  the  correction  of 
same.  When  an  esophoria  or  esotropia  is 
greater  with  the  eyes  upward  than  downward 
we  are  dealing  with  an  “A”  esophoria  or 
-tropia;  when  the  esophoria  or  -tropia  is 
greater  with  the  eyes  turned  down  than  with 
the  eyes  up,  we  are  dealing  with  a “V” 
esophoria  or  -tropia.  Likewise,  in  the  exo- 
phoria  -tropia  group,  when  the  defect  is 
greater  with  the  eyes  up,  we  are  dealing 
with  a “V”  exophoria  or  -tropia;  when  the 
divergence  is  greater  with  the  eyes  turned 
down,  we  are  dealing  with  an  “A”  exophoria 
or  -tropia.  This  classification  would  indi- 
cate that  there  should  be  considerable  dif- 
ference between  the  findings  in  the  upper 
field  and  the  findings  in  the  lower  field  to 
consider  these  true  A-V  syndromes.  The 
degree  of  difference  depends  on  the 
examiner’s  analysis,  but  certainly  it  should 
be  at  least  10  to  20  prism  diopters  of  dif- 
ference, otherwise  aU  defects  would  soon  be 
classified  as  A-V. 

In  determining  the  various  approaches  to 
the  correction  of  these  situations,  the 
physiology  was  re-examined  and  the  follow- 
ing determinations  arrived  at.  First,  in  a 
situation  in  which  a divergence  excess  was 
greater  above  than  below,  it  was  quite  evi- 
dent that  the  lateral  recti  were  overacting 
in  the  up  position  or  the  medial  recti  under- 
acting  in  the  up  position  more  than  in  the 
depressed  position  of  gaze.  Second,  the 
secondary  function  of  the  oblique  muscles 
was  showing  its  values  in  either  the  upper 
field  of  gaze  or  the  lower  field  of  gaze  de- 
pending on  whether  an  esotropia  or  an  exo- 
tropia  was  present.  Likewise,  the  su- 
perior and  inferior  recti  muscles  could  well 
be  involved  on  the  basis  of  the  point  of  at- 
tachment being  either  too  far  nasally  or 
too  far  temporally,  thereby  either  in- 
creasing or  decreasing  the  adductive  second- 
ary action  of  these  muscles.  With  this  in 
mind,  there  were  three  definite  surgical 
approaches  worthy  of  consideration. 


The  first  and  probably  the  most  evaluated 
and  the  most  frequently  used  is  the  raising 
or  lowering  of  the  medial  or  lateral  recti 
muscles,  depending  on  the  situation  faced,  i 
Perhaps  the  best  rule  of  thumb  to  foUow  in 
the  consideration  of  this  situation  is  that  I 
suggested  by  Knapp,  ^ who  states  that  the  > 
muscle  should  always  be  moved  in  the  direc-  • 
tion  in  which  one  wishes  to  reduce  the  func- 
tion of  that  particular  muscle.  For  example,  ' 
if  in  receding  the  lateral  recti  in  a situation  i 
with  a V exophoria  or  -tropia  one  wishes  to  x 
reduce  the  action  of  the  lateral  recti  overall,  t 
but  to  the  greatest  extent  upward,  while  I 
retaining  their  greater  function  with  down- 
ward gaze,  the  lateral  recti  are  receded  and 
moved  upward  on  the  globe.  Postoper- 
atively,  when  the  eye  is  rotated  into  the  up- 
ward position,  the  lateral  recti  muscles  are 
attached  way  beyond  the  point  where  their 
greatest  functional  capacity  is;  therefore, 
one  reduces  the  effectiveness  of  the  lateral 
recti  muscles  in  this  position.  When  the  |l 
eye  is  rotated  downward,  the  lateral  rectus  d 
muscle  has  its  greatest  proficiency  and 
therefore  pulls  the  V out  from  below,  push-  I 
ing  it  in  from  above  and  inducing  an  “H”  | 
situation.  The  amount  of  raising  or  lower-  f 
ing  depends  on  the  degree  of  difference  1 
between  the  findings  in  the  upper  field  i 
and  the  lower  field  and  is  carried  out  with  I 
either  the  lateral  recti  or  the  medial  recti, 
either  resecting  or  receding,  depending  on 
the  situation  involved  and  what  is  needed. 

The  second  group  of  muscles  that  are  I 
under  consideration  are  the  oblique  muscles, 
and  I feel  that  it  should  be  very  strongly 
stressed  that  the  oblique  muscles,  when  i 
they  are  involved  by  a very  definite  over- 
action or  underaction  in  the  face  of  an  A I 
or  V syndrome,  should  be  operated  on  as  i 
much  for  the  weakness  or  overaction  of  ' 
these  muscles  as  for  the  fact  that  they  will  i 
help  to  straighten  the  A or  V or  to  convert  it 
into  an  H.  It  seems  very  wrong  to  my 
way  of  thinking  to  operate  on  the  oblique 
muscles  merely  to  correct  the  A and  V 
situation  because  if  the  oblique  muscles  are  i 
normal  to  start  with  and  they  are  weakened  ■ 
or  strengthened  by  recessions  or  resections, 
over  a period  of  years  the  opposing  muscle  ' 
will  show  a response  to  this  situation,  and  • 
it  has  been  noted  over  a period  of  time  that  i 
what  had  previously  been  an  A can  be  con- 
verted into  a V and  vice  versa.  It  is 
my  suggestion,  therefore,  that  if  the  oblique 
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muscles  involved  are  lending  a part  of  the 
physiologic  reason  for  the  A or  V situation 
present  and  they  show  a definite  underaction 
or  overaction,  they  should  be  operated  on, 
but  not  under  other  circumstances. 

This  leads  us  to  the  third  and  last  of  the 
suggested  surgical  approaches  used  in  reme- 
dying the  A-V  syndromes.  This  is  the 
action  of  the  superior  and  inferior  recti 
muscles.  Fink®  has  pointed  out  frequently 
the  numerous  abnormalities  that  exist  in 
the  extraocular  muscles,  and  the  superior 
and  the  inferior  recti  are  no  exception  to 
this.  Under  certain  circumstances,  in  the 
face  of  an  A or  V syndrome  in  which  the 
adduction  power  of  the  superior  and  inferior 
recti  are  gravely  questioned,  the  transplan- 
tation of  these  muscles,  either  temporally 
or  nasally  to  induce  increased  adduction  or 
reduced  adduction,  is  justifiable. 

The  procedures  as  listed  previously  all 
have  been  tried  most  frequently  in  the  order 
in  which  they  have  been  taken  up  and  have 
shown  effective  results  in  some  situations, 
but  it  will  be  a long  time  before  sufficient 
clinical  evidence  can  be  correlated  to  prove 
whether  these  procedures  are  right  or  wrong. 
In  the  interim  they  should  be  carried  out 
with  due  consideration  to  the  late  complica- 
tions that  can  occur  from  the  procedures 
themselves. 

Tendon  sheath  syndrome 

A great  deal  of  consideration  has  been 
given  over  the  past  few  years,  probably 
stimulated  by  Fink’s®  work  on  the  anatomy 
of  the  extraocular  muscles,  to  the  causes  of 
the  previously  diagnosed  elevator  paresis 
of  an  individual  eye  with  secondary  devia- 
■ tions  of  the  unaffected  eye.  For  many 
) years  it  was  felt  that  this  was  a partial 
I paresis  of  the  elevators  of  the  involved  eye, 
i the  superior  rectus,  and  the  inferior  oblique, 
imtil  the  advent  of  traction  testing,  when  it 
was  definitely  found  that  the  globe  could  not 
be  rotated  superiorly  against  some  obstruc- 
tion. Also  the  more  recent  investigations 
led  by  Brown  ^ found  definite  evidence  to 
indicate  that  there  were  constriction  bands 
blocking  the  proper  rotation  of  a globe. 
The  syndrome  very  quickly  received  the 
name  of  the  superior  oblique  tendon  sheath 
I syndrome.  Although  I believe  that  this 
is  a sound  name,  it  does  not  describe  fully 
j the  possibilities  that  may  occur  because  the 


adhesions  may  be  between  the  tendon  sheath 
and  the  superior  rectus  muscle,  between  the 
superior  rectus  muscle  and  the  globe,  or 
between  the  superior  rectus  muscle  and  the 
orbital  bone.  The  check  ligaments  that 
exist  in  this  area  are  of  varying  degrees 
and  strength  and  vary  in  any  number  of 
patients  with  the  same  clinical  findings. 
The  only  satisfactory  approach  is  an  ex- 
ploratory operation  in  the  area  involved 
and  a close  examination  of  the  various  tis- 
sues. It  may  be  found  that  in  addition  to 
bands  in  the  area  of  the  trochlea  there  are 
side  bands  rotating  around  the  globe  as  far 
as  the  medial  and  lateral  check  ligaments. 
Furthermore,  after  breaking  aU  adhesions 
it  may  also  be  found  again  that  the  eye  will 
not  rotate  upward  with  the  traction  test. 
When  this  is  the  case,  the  operator  is  justi- 
fied in  opening  the  conjunctiva  below  and 
examining  the  area  of  Lockwood’s  ligament 
and  the  inferior  rectus  and  the  inferior 
oblique  muscles,  because  here  again  the  same 
type  of  band  phenomenon  may  exist.  If 
these  are  not  freed,  the  globe  obviously  can- 
not rotate  upward  against  the  traction  of 
bands  in  this  area.  The  tendon  sheath 
syndrome  should  be  localized  not  to  one 
muscle  but  to  a number  of  muscles,  and 
these  factors  should  be  taken  into  con- 
sideration whenever  the  limitation  of  the 
globe  is  involved.  One  other  point  which 
is  most  important  is  that  correction  of  this 
type  in  the  very  young  is  practically  useless 
because  in  the  presence  of  painful  motion 
the  eye  wiU  be  immobilized  by  the  patient 
himself.  No  attempt  to  rotate  the  globe 
and  prevent  the  reformation  of  adhesions  is 
possible  except  by  manual  force,  and  even 
this  is  rather  difficult  to  do.  Therefore 
it  is  my  opinion  that  these  patients  should 
not  be  operated  on  until  such  time  as  they 
are  willing  and  able  to  comply  with  the 
postoperative  therapy,  which  involves  the 
rotation  of  the  globe  upward  and  downward 
as  far  as  it  can  go  at  least  20  to  30  times  a 
day  to  prevent  the  reformation  of  adhesions. 
Likewise,  the  use  of  cold  packs  and  local 
steroids  will  help  to  prevent  a reinforcement 
of  the  original  problem. 

Nystagmus 

The  third  oculomotor  surgical  procedure 
I should  like  to  mention  is  the  suggested 
procedures  used  for  various  forms  of  nys- 
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tagmus.  Our  late  colleague  and  my  very 
good  friend,  Alfred  Kestenbaum,  M.D.,® 
suggested  mobilization  of  the  globes  to  pre- 
vent nystagmus  motions  by  the  resection  of 
both  the  medial  and  lateral  rectus  muscles 
of  the  same  eye,  this  being  carried  out  on 
both  eyes  at  the  same  time  in  the  same 
amount  of  correction.  This  was  carried  out 
and  followed  up  in  a number  of  cases. 
The  great  fear  in  those  of  us  carrying  out 
these  operations  was  that  the  patients  would 
end  up  with  an  enophthahnos,  which  for- 
tunately did  not  occur.  It  was  found  that 
by  doing  nystagmography  there  was  an 
immediate  postoperative  reduction  in  the 
size  and  amount  of  nystagmus  but  that  when 
it  was  followed  over  a period  of  a year  or 
more  the  nystagmus  continued  to  increase 
again  until  it  reached  practically  the  same 
state  as  it  had  been  preoperatively.  There- 
fore, this  is  a temporizing  effect  but  not  a 
permanent  cure.  Perhaps  the  more  ade- 
quate of  the  procedures  suggested  has  been 
given  by  Anderson  of  Australia  who  local- 
izes the  area  where  the  nystagmus  increases 
to  its  greatest  extent  and  operates  in  such 
a way  as  to  relieve  the  spasm  produced  in 
the  direction  of  the  fast  or  larger  nystagmus 
position.  If  the  nystagmus  increases  on 
rotation  of  eyes  to  the  left  and  is  less  to  the 
right,  the  weakening  of  the  muscles  ro- 
tating in  the  direction  of  least  nystagmus 
is  carried  out  on  both  eyes  so  as  to  remove 
the  resistance  causing  the  increased  nystag- 
mus on  left  gaze.  There  have  been  vari- 


ous other  suggestions  made  as  to  the  surgical 
therapy  of  nystagmus,  but  none  has  been 
fuUy  evaluated  to  date,  and  it  is  hoped 
that  greater  strides  can  be  made  along  this 
line  in  the  years  ahead.  The  improved 
nystagmography  will  help  us  to  evaluate 
the  patients  better  and  give  us  a better  idea 
of  just  what  is  being  accomplished  by  this 
type  of  surgery. 

Concfusion 

In  conclusion  I would  like  to  state  that 
as  surgeons  we  are  still  working  on  a neuro- 
muscular process  in  which  the  neurologic 
factors  are  certainly  as  significant,  if  not 
more  significant,  than  the  muscular,  and  we 
are  attempting  to  correct  these  defects  by 
a muscular  approach  only.  As  long  as  this 
situation  exists  we  cannot  expect  to  end  up 
with  totally  satisfactory  surgical  results. 
The  improvement  in  the  diagnostic  criteria, 
the  preoperative  therapy,  and  the  postoper- 
ative care  have  enhanced  the  surgical  pro- 
cedures that  are  carried  out.  We  can  only 
hope  that  the  future  will  add  greater  im- 
provements to  our  present  knowledge. 

Ill  East  65th  Street 

References 

1.  Braley,  A.;  Personal  communication. 

2.  Knapp,  P.:  Personal  communication. 

3.  Fink,  W.  H.:  Personal  communication. 

4.  Brown,  H.  W.:  Personal  communication. 

5.  Kestenbaum,  A.:  Personal  communication. 


1514  New  York  State  Journal  of  Medicine  / May  15,  1963 


Management  of 
Optic  Nerve  Disease 

FRANK  D.  CARROLL.  M.D. 

New  York  City 

Assistant  Clinical  Professor  of  Ophthalmology, 
College  of  Physicians  and  Surgeons,  Columbia 
University,  and  Associate  Attending 
Ophthalmologist,  Presbyterian  Hospital 


T he  first  step  in  the  management  of  optic 
nerve  disease  is  the  determination  of  the 
cause  of  the  optic  nerve  disorder.  This  is 
possible  in  approximately  70  per  cent  of 
such  patients  that  I examine,  and  these  are 
the  ones  who  will  be  discussed  first.  Let  us 
therefore  consider  the  following  disorders 
and  their  management. 

Inflammation 

Infiammation  may  occur  in  structures 
adjacent  to  the  optic  nerve. 

Papillitis  or  papilledema.  Papillitis 
or  papilledema  may  be  secondary  to  uveitis. 
Steroids  may  control  the  infiammation  and 
therefore  help  the  optic  nerve  disease. 

Orbital  cellulitis  or  osteitis.  Orbital 
cellulitis  or  osteitis  of  the  bony  optic  canal 
may  foUow  sinus  disease,  and  occasionally 
treatment  of  the  condition  medically  or 
^surgically  may  be  needed. 

Meningitis.  The  treatment  of  tubercu- 
lous meningitis  with  isoniazid  and  strepto- 
mycin doubtless  has  saved  many  lives,  but 
both  these  drugs  (or  the  meningitis  itself) 
may  cause  optic  atrophy.  Isoniazid  inter- 
feres with  the  metabolism  of  pyridoxine 
(vitamin  Be),  and  so  if  isoniazid  is  to  be 
administered  in  large  doses  (10  to  15  mg. 
I>er  kilogram  of  body  weight)  50  mg.  of 
pyridoxine  daily  have  been  advised.  In 
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spite  of  this,  severe  peripheral  neuritis  and 
optic  neuritis  may  result  occasionally. 

Systemic  infection 

Systemic  infection  may  cause  optic  nerve 
involvement. 

Lues.  Lues  is  stiU  an  important  disease 
in  the  etiology  of  optic  neuritis  in  spite  of 
the  great  decrease  in  its  frequency  due  to 
the  use  of  penicillin.  If  syphilis  is  present, 
it  should  be  treated  vigorously  with  peni- 
cillin in  the  same  dosage  as  is  used  for  other 
central  nervous  system  involvement. 

Sarcoidosis.  Sarcoidosis  was  foimd  in 
2 patients  with  optic  neuritis  whom  I saw 
recently,  and  steroids  seemed  to  be  of  at 
least  temporary  value  in  their  treatment. 

Other  infections.  Almost  any  systemic 
infection,  whether  bacterial,  virus,  parasitic, 
or  mycotic,  may  involve  the  optic  nerve. 

Multiple  sclerosis 

Multiple  sclerosis  and  allied  diseases 
account  for  about  one  third  of  optic  nerve 
problems,  and  we  have  no  specific  treatment 
for  them.  Steroids  have  been  tried  with 
indifferent  results.  Most  attacks  of  optic 
neuritis  due  to  multiple  sclerosis  will  run 
their  natural  course  within  a month,  and 
recovery  of  vision  wiU  occur.  In  perhaps 
25  per  cent  of  attacks,  recovery  will  be  pro- 
longed, and  there  will  be  only  partial  or 
even  no  visual  recovery.  The  management 
of  such  patients  is  shared  with  a neurologist 
who,  of  course,  establishes  the  diagnosis  by 
discovering  other  lesions  in  the  nervous  sys- 
tem in  addition  to  the  optic  nerve  involve- 
ment and  frequently  by  finding  increased 
gamma  globulin  in  the  spinal  fluid.  These 
patients  are  maintained  in  the  best  possible 
general  health  and  often  lead  useful  lives 
for  many  years. 

Hereditary  affections 

A family  history  is  aU-important  in  making 
the  diagnosis  of  Leber’s  disease  or  other 
hereditary  affections.  No  treatment  is  of 
value,  but  a few  patients  have  apparently 
improved  spontaneously.  One  patient  in- 
formed me  that  he  had  received  large 
doses  of  steroids  for  eighteen  months  at  a 
Veterans  Administration  hospital  without 
improvement. 
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Circulatory  disorders 

Great  advances  have  been  made  in  the 
management  of  some  of  the  circulatory  dis- 
orders. 

Amaurosis  fugax.  Amaurosis  fugax,  the 
transient  loss  of  vision  in  one  eye,  is  now 
known  to  be  due,  in  many  instances,  to  an 
insufficiency  of  the  internal  carotid  artery 
on  the  side  of  the  visual  loss.  Ophthalmo- 
dynamometry usually  shows  a decreased 
retinal  arterial  pressure  on  the  involved  side 
as  compared  with  the  other  eye.  Arterio- 
grams show  the  site  of  the  partial  or  com- 
plete vascular  occlusion  which  may  lead  to 
optic  atrophy  unless  the  vascular  insuffi- 
ciency is  relieved  by  anticoagulants  or 
vascular  surgery.  If  the  transient  loss  of 
vision  is  due  to  a temporary  hemianoptic 
visual  field  defect,  the  vascular  insufficiency 
is  posterior  to  the  chiasm;  anticoagulants 
may  be  of  great  value  in  saving  not  only  the 
vision  but  also  the  lives  of  these  individuals. 
Sometimes  an  arteriogram  will  show  an 
aneurysm  involving  the  visual  pathway; 
neurosurgery  often  wiU  cure  this  condition. 
However,  we  must  remember  in  the  differ- 
ential diagnosis  that  a transient  loss  of 
vision  may  occur  in  glaucoma,  brain  tumor, 
papilledema,  arteriosclerosis,  and  sometimes 
from  unknown  causes. 

Atherosclerosis.  Vascular  disease  as- 
sociated with  atherosclerosis  is  the  most  com- 
mon cause  of  optic  neuritis  in  patients  over 
the  age  of  fifty.  Anticoagulants  sometimes 
seem  of  value  if  they  are  started  soon  after 
the  onset  of  visual  loss.  In  the  management 
of  temporal  arteritis  (not  arteriosclerosis) 
steroids  should  be  administered  immediately 
and  continued  for  many  months,  probably  a 
year.  The  sedimentation  rate  should  be  ob- 
tained, and,  if  it  is  elevated,  temporal  ar- 
teritis must  be  considered  even  if  the  tem- 
poral vessels  are  not  tender  and  painful. 
Biopsy  of  a temporal  artery  in  such  patients 
win  sometimes  show  the  typical  giant  ceU 
arteritis  in  spite  of  the  lack  of  pain  in  the 
temporal  area. 

Generalized  noninfectious  diseases 

Blood  dyscrasias.  Pernicious  anemia. 
Pernicious  anemia  usually  can  be  suspected 
from  the  blood  count,  but  occasionally 
vitamin  B12  deficiency  may  be  present  and 
cause  bilateral  centrocecal  scotomas  in 


spite  of  a normal  blood  count.  The  Schil- 
ling test  with  radioactive  cobalt  will  show 
positive  results  in  such  cases. 

Iron-deficiency  anemia.  Iron-deficiency 
anemia  usually  responds  weU  to  iron  therapy. 

Blood  loss.  Blood  loss  often  requires  im- 
mediate and  sometimes  repeated  blood  trans- 
fusions; then  a search  is  made  for  the  cause 
of  the  bleeding.  A patient  of  mine  with 
bilateral  papiUitis  of  “unknown  etiology” 
was  fqund  to  have  a red  blood  count  of  ap- 
proximately 3 million  cells.  The  stool 
guaiac  test  showed  positive  results.  A 
barium  enema  showed  a large  mass  in  the 
colon.  At  operation  a carcinoma  was  ex- 
cised. With  the  aid  of  transfusions  the 
blood  picture  became  normal;  the  papillitis 
subsided,  and  the  vision  has  remained  nor- 
mal for  the  past  five  years. 

Thyroid  disease— papilledema.  Papil- 
litis or  papilledema  may  be  associated  with 
the  severe  or  so-called  “infiltrative  ophthal- 
mopathy” type  of  thyroid  disease.  Robert 
Day,  M.D.,  and  I have  studied  12  such 
cases  in  the  past  few  years.  The  extra- 
ocular muscles  are  always  involved;  this 
condition  may  occur  in  hypothyroidism, 
hyperthyroidism,  or  the  euthyroid  state. 
The  prognosis  in  older  patients  with  vascular 
disease  is  worse  than  in  younger  patients. 
The  disease  usually  tends  to  improve  over  a 
period  of  months,  sometimes  several  years. 
Orbital  decompression  may  be  necessary 
especially  if  the  exophthahnus  has  caused 
exposure  keratitis.  Steroids,  diuretics,  and 
radiation  of  the  orbit  or  pituitary  have  also 
been  advocated. 

Malnutrition.  Nutritional  amblyopia 
in  this  country  is  usually  found  in  alcoholic 
patients.  A bilateral  centrocecal  scotoma  is 
always  present.  Large  doses  of  vitamin  B 
complex  (8  to  10  capsules  daily),  an  im- 
provement in  the  patient’s  diet,  and  a de- 
crease in  his  intake  of  alcohol  is  the  treat- 
ment of  choice. 

Toxic  agents 

Fifty  toxic  agents  which  may  affect  the 
optic  nerve  have  been  listed  by  the  author:  * 
Tobacco  amblyopia  may  occur  rarely  in 
the  United  States  in  teetotalers.  The  nu- 
trition of  the  patient  is  important,  and  im- 

* Carroll,  F.  D.:  Symposium:  diseases  of  the  optic  nerve; 
introduction,  Tr.  Am.  Acad.  Ophth.  & Oto.  60:  7 (Jan.— Feb.) 
1956. 
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provement  may  occur  in  spite  of  the  con- 
tinued smoking  if  vitamin  B complex  or 
possibly  vitamin  B12  is  used. 

Other  toxic  substances  include  chlor- 
amphenicol (Chloromycetin),  digitalis,  di- 
phenylhydantoin  (Dilantin),  * ethyl  and 
methyl  alcohol,  quinine  and  quinidine,  sali- 
cylates in  large  doses,  spinal  anesthesia, 
isoniazid,  streptomycin,  sulfonamides,  thal- 
lium, trimethadione  (Tridione),  arsenic, 
lead,  and  mercury.  A recent  addition  to 
the  list  is  pheniprazine  hydrochloride  (Ca- 
tron), a tranquilizer.  Thioridazine  hy- 
drochloride (Mellaril)  another  tranquilizer, 
and  chloroquine  phosphate  (Aralen  phos- 
phate) have  caused  pigmentary  degeneration 
of  the  retina.  Management  consists  in  the 
discontinuance  or  reduction  in  the  dosage  of 
these  substances  (depending  on  the  toxic 
agent,  reaction,  and  so  forth)  plus  the  fol- 
lowing: In  a condition  caused  by  isoniazid, 

pyridoxine,  50  mg.  daily,  should  be  given. 
For  lead,  the  chelating  agent,  calcium  di- 
sodium versenate,  is  given.  For  ethyl 
alcohol,  vitamin  B complex,  8 to  10  capsules 
daUy,  and  improved  diet  are  used.  For 
methyl  alcohol,  the  intravenous  and  oral 
administration  of  sodium  bicarbonate  to 
combat  acidosis  is  used. 
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If  the  visual  fields  tend  to  have  hemianop- 
tic  or  quadrantal  defects,  an  intracranial 
lesion  should  be  suspected,  not  optic 
neuritis.  Skull  roentgenograms  and  some- 
times arteriograms  are  advisable  if  the  pa- 
tient does  not  have  the  typical  symptoms 
which  are  associated  with  acute  optic  neu- 
ritis, that  is,  moderately  sudden  loss  of  vision, 
pain  on  movement,  and  tenderness  to  pal- 
pation of  the  globe.  Pain  behind  the  eyes 
and  loss  of  vision  are  associated  not  un- 
commonly with  intracranial  aneurysm  or 
neoplasm,  but  pain  on  movement  of  the 
globe  never,  or  almost  never,  accompanies 
intracranial  lesions.  At  the  onset  of  the 
first  attack  of  optic  neuritis,  hospitalization 
is  often  advisable.  The  general  health  of 
the  patient  is  reviewed  carefully,  any  de- 


ficiency,  such  as  anemia,  is  corrected,  and 
emotional  tension  is  alleviated  as  far  as 
possible.  The  patient  is  reassured  on  the 
basis  of  the  medical  findings.  Long-term 
steroid  therapy  should  be  avoided  in  the 
treatment  of  cases  of  unknown  etiology; 
in  large  series  of  these  cases  there  is  no  good 
evidence  that  it  is  of  value  even  on  a short- 
term basis,  except  perhaps  in  an  occasional 
patient.  If  the  physician  wishes  to  try 
steroid  therapy  the  following  is  one  possible 
method:  (1)  ACTH  (adrenocorticotropic 

hormone),  25  to  40  units  intravenously  by 
drip  for  eight  to  twelve  hours  daily  for  four 
days;  (2)  ACTH  gel,  40  units  intramuscu- 
larly for  three  to  four  days;  and  (3)  pred- 
nisone 40  mg.  (or  equivalent  drug)  for  three 
days,  then  gradually  decrease  the  dosage  and 
discontinue  all  steroid  therapy  within  three 
weeks.  During  this  length  of  time  most  at- 
tacks of  unknown  cause  wiU  have  started  to 
improve  spontaneously. 

In  the  management  of  such  patients 
moderate  optimism  for  the  return  of  vision 
is  warranted  regardless  of  therapy.  It  is 
well  to  know  that  (1)  an  occasional  indi- 
vidual may  show  improvement  even  after 
an  interval  of  many  months;  (2)  some  in 
the  unknown  group  wiU  eventuaUy  show 
signs  and  symptoms  of  multiple  sclerosis; 
but  (3)  the  great  majority  wiU  have  one  or 
two  attacks  of  optic  neuritis  and  never 
throughout  their  entire  lives  have  other 
neurologic  symptoms.  I have  been  able 
personaUy  to  foUow  the  medical  lives  of  a 
number  of  these  people  for  many  years. 

Summary 

The  management  of  optic  nerve  disease 
depends  entirely  on  the  cause  of  the  dis- 
order. Optic  nerve  involvement  may  be 
due  to  (1)  inflammation  in  adjacent  struc- 
tures, (2)  systemic  infection,  (3)  multiple 
sclerosis  or  allied  disease,  (4)  heredity,  (5) 
circulatory  disorders,  (6)  generalized  non- 
infectious  diseases  including  malnutrition, 
and  (7)  toxic  agents.  Optic  neuritis  must 
be  carefully  differentiated  from  expanding 
intracranial  lesions. 

635  West  165th  Street 
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T wo  DEVELOPMENTS  in  the  radiologic  field 
have  contributed  to  our  knowledge  of  em- 
physema: one  at  the  clinical  level,  which  we 
call  fluorodensimetry,  and  one  at  the  pathol- 
ogy level,  which  we  refer  to  as  microra- 
diography.** 

Fluorodensimetry 

Simpler  than  image  intensification,  fluoro- 
densimetry is  density  intensification  ac- 
comphshed  in  such  a way  that  fluctuations 
can  be  recorded  accurately.  The  “electronic 
eyes”  which  fluorodensimetry  uses  to  re- 
place the  human  eyes  have  several  advan- 
tages. They  can  be  made  very  sensitive; 
they  can  look  at  several  different  places 
simultaneously;  and  it  is  easy  to  connect 
them  to  oscilloscopes  and  recording  cameras. 

Instrumentation.  The  basic  instrument 
is  an  ordinary  fluoroscopic  unit  with  the 
undertable  tube  centered  and  coupled  to 
the  fluoroscopic  screen.  The  screen  is  di- 
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vided  vertically  by  a 1-inch-wide  strip  of 
black  paper.  A divided  light-tight  housing 
is  built  to  cover  each  of  the  two  halves 
separately.  Each  part  of  the  housing  is 
pyramidal  in  shape  and  about  14  inches  high. , 
Within  each  part  of  the  housing  a photo- ^ 
multiplier  tube  (931A)  is  affixed  to  receive  i 
the  light  coming  from  the  corresponding' 
half  of  the  screen.  The  dosage  rate  for| 
adults  at  the  table  top  is  about  3r  per  minute  ' 
with  the  previously  mentioned  tubes,  but 
mor6  sensitive  tubes  are  now  available.  | 
Less  than  a minute  is  required  for  each  of  thej 
three  or  four  small  areas  observed.  For' 
still  smaller  areas,  the  pick-up  tube  can  bei 
placed  very  close  to  the  screen,  and  the| 
dosage  can  be  further  reduced  by  lowering 
the  miUiamperage  to  1 or  less. 

The  signals  from  the  fluoroscopic  screen  i 
resemble  a 60-cycle  full- wave  rectified  sinu-j 
soidal  voltage.  This  results  from  the  facti 
that  the  pulsations  on  the  high  tension  cur- 1 
rent  are  reflected  in  the  x-ray  signal  as  inter-  i 
mittent  pulsations  of  the  same  frequency.] 
These  signals  (called  the  carrier  signals)! 
are  then  amplified  by  two  120-cycle  band- 
pass amplifiers. 

The  amplitude  of  the  pulsations  depends] 
on  the  density  of  body  structures  through 
which  the  x-ray  beam  passes.  The  dif- 
ference in  the  amplitude  of  the  signal  from 
the  two  sides  varies  in  response  to  simul- 
taneous differences  which  occur  in  the  rela- 
tive density  of  corresponding  parts  in  the 
two  sides  of  the  body.  By  having  the  gain  *. 
control  on  the  two  amplifiers  under  individ- 
ual manual  control,  inequalities  of  basic  i 
density  on  the  two  sides  can  be  calibrated  I 
out  before  breathing  records  start.  This  is  f 
necessary  so  that  the  base  lines  from  which ! i 
breathing  patterns  are  recorded  will  be ; ' 
equivalent.  The  envelope  of  the  signal  will  f 
be  seen  to  oscillate  as  the  patient  breathes. 
By  suitable  filtration  this  can  be  made  into  ) 
a line  signal  and  amplified  appropriately.  } 
The  band  width  of  the  output  signal  is  from  • 
0 to  8 cycles  per  second.  , 

From  the  foregoing  it  wiU  be  seen,  for  i 
example,  that  the  record  of  ventilation  in  a ' 
part  of  a lung  under  pleural  effusion  would  ' 
not  appear  diminished  as  a result  of  the  f 
density  of  fluid  to  x-rays.  Likewise,  the 
density  of  the  lung  on  the  side  of  the  remain- 
ing breast,  after  a mastectomy  on  the  op- 
posite side,  would  not  appear  diminished 
owing  to  the  loss  of  breast  density.  Similarly 
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other  inequalities,  either  inside  or  outside 
of  the  chest,  are  calibrated  out  before  the 
recording  of  pulmonary  ventilation  is  begun. 

An  effort  is  made  to  keep  the  magnitude 
of  amplification  of  the  carrier  signal  and  of 
the  envelope  of  the  carrier  signal  constant 
for  aU  areas,  as  well  as  for  all  patients.  This 
permits  the  demonstration  of  the  relative 
ventilatory  amplitudes  in  various  parts 
of  the  lungs,  as  well  as  in  different  patients. 

Although  the  fluorodensigrams  which  are 
obtained  closely  resemble  graphs  of  gas 
volume  changes,  the  actual  measurement  is 
related  to  the  amoimt  of  tissue  and  blood 
within  a fixed  field  of  vision.  Within  a 
selected  field  on  the  fluoroscopic  screen  the 
amount  of  blood  and  tissue  moving  into  and 
out  of  view  apparently  is  determined  largely 
by  the  degree  of  inflation  and  deflation  of  the 
corresponding  part  of  the  lung. 

Testing  the  emphysematous  patient. 
The  patient  is  centered  properly  on  the 
x-ray  table.  He  can  be  examined  in  the 
horizontal  position  or  at  any  other  con- 
venient angle  within  the  range  of  the  table. 
The  fluoroscopic  screen  height  is  adjusted  so 
that  it  can  move  caudad  and  cephalad  with- 
out touching  the  patient  and  is  locked  at  this 
height.  With  the  lights  out,  an  exactly  pre- 
scribed position  of  the  screen  and  shutters  in 
relationship  to  the  limgs  is  obtained.  The 
strip  of  black  paper  covering  the  center  of 
the  screen  is  adjusted  to  the  center  of  the 
patient’s  body.  With  the  lateral  shutters 
wide  open  and  the  upper  and  lower  shutters 
spread  just  enough  that  the  projection  of 
i their  opening  onto  the  screen  is  about  3 
inches,  the  position  of  the  tube  is  adjusted 
I to  any  two  corresponding  right  and  left 
lung  areas.  If  it  is  desired  to  test  areas  more 
specific  than  can  be  localized  with  the  shut- 
I ters,  black  paper  over  the  screen  with  ap- 
I propriate  cutouts  can  be  used.  With  the 
screen  locked  in  place,  the  light-tight  hous- 
i ing,  which  remains  hinged  to  the  upper  edge 
1 of  the  screen,  is  lowered  into  place  so  that 
light  from  the  room  is  excluded  completely 
from  the  fluorescent  screen. 

The  basic  density  of  the  two  sides  is 
i equilibrated.  The  calibration  record  of  the 
I left  side  of  the  patient  is  adjusted  to  the 
' upper  half  of  the  oscilloscope  screen  and  that 
of  the  right  side  to  the  lower  half.  Records 
; of  normal  quiet  breathing,  vital  capacity, 
■ and  maximal  breathing  capacity  are  made, 
followed  by  an  observation  of  breathing 


FLUORODENSiMETRY,  consisting  of  Special 
fluoroscopy  using  electronic  amplification  and 
oscilloscopic  recording,  is  valuable  in  deter- 
mining ventilatory  function  in  various  parts  of 
the  lung  and  is  especially  useful  in  diagnosing 
paradoxical  air  exchange.  Almost  the  same 
instrumentation  may  be  used  to  record  the 
amplitude  and  form  of  the  pulmonary  pulse, 
which  may  aid  in  roughly  determining  in- 
congruities between  ventilation  and  blood  flow. 
Soft-ray  radiographs  of  inflation-fixed  lung 
slices  can  elicit  lung  details  unavailable  by 
clinical  x-ray  instrumentation,  especially  the 
diameter  of  structures  too  large  to  be  included 
in  a section  cut  for  study  by  the  light  micro- 
scope, abnormal  fenestrations  not  recognizable 
when  disrupted  by  classical  tissue  section 
methods,  and  vascular  pattern  in  relationship 
to  diseased  respiratory  units. 


during  the  recovery  from  the  previously 
mentioned  hard-breathing  effort.  Other 
observations  such  as  a sniff  test  and  cough 
are  sometimes  made.  Such  ventilatory  rec- 
ords of  the  upper,  middle,  and  lower  thirds 
of  the  two  lung  fields  are  usually  made.  A 
fourth  tracing  with  the  shutters  open  over 
the  range  of  the  diaphragmatic  excursion  is 
also  desirable  in  order  that  the  record  of 
relative  movement  of  the  two  sides  of  the 
diaphragm  will  be  available.  If  the  dia- 
phragmatic excursion  is  severely  limited,  the 
same  electronic  amplification  which  is  used 
for  the  lung  field  ventilation  can  be  used. 
For  near-normal  patients,  the  amplification 
must  be  reduced  to  keep  the  beam  within  the 
dimensions  of  the  oscilloscope. 

Findings.  The  curves  obtained  resemble 
spirometric  curves,  but  each  one  represents 
the  breathing  in  a localized  part  of  one  lung 
rather  than  the  ventilation  of  the  whole  of 
two  lungs  combined  as  in  conventional 
spirometry.  The  amplitude  and  shape  of 
curves  obtained  in  the  emphysematous  pa- 
tient differ  enormously  from  those  obtained 
in  healthy  young  adults.  Precisely  how 
much  they  differ  can  be  measured  on  the 
camera  or  direct-writer  tracings.  More 
pertinent  to  the  patient  and  his  doctor  is 
information  about  how  efficiently  the  avail- 
able good  lung  tissue  is  being  used  and  what 
changes  for  better  or  for  worse  take  place  in 
the  course  of  time  and  as  the  result  of  treat- 
ment. 
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The  ventilatory  deficiency  in  any  given 
area  may  be  expressed  as  (1)  reduced  volume 
of  air  exchange,  (2)  no  air  exchange,  or  (3) 
paradoxical  air  exchange.  The  last  is  of 
particular  interest.  It  occurs  when  the  pres- 
sure fluctuations  in  a given  area  are  out  of 
step.  The  paralysis  of  one  side  of  the 
diaphragm  is  only  one  of  the  causes.  Partial 
bronchial  stenosis  is  equally  effective.  In 
this  instance  not  only  any  one  lobe  but  also 
any  one  segment  may  be  affected  selectively. 
Usually  this  operates  only  when  the  patient 
is  making  more  than  just  the  quiet  breathing 
effort.  The  involved  segment,  when  ven- 
tilating paradoxically,  not  only  is  useless  to 
the  patient  but  also  is  actually  making  a 
negative  contribution  to  gas  exchange.  The 
reason  for  this  is  as  follows;  During  the 
expiratory  phase,  the  carbon  dioxide-laden 
air,  instead  of  finding  its  way  out  through 
the  trachea,  finds  itself  being  sucked  into 
some  good  portion  of  the  lung  where  a nega- 
tive pressure  has  developed.  It  is,  indeed, 
the  sucking  power  of  the  good  portions  of  the 
lung  during  inspiration  and  their  expulsion 
power  during  expiration  that  make  the  par- 
tially stenosed  portions  function  paradoxi- 
cally. The  diseased  segment  becomes  just 
like  another  portion  of  the  atmosphere  from 
which  and  into  which  the  good  lung  venti- 
lates. This  increases  enormously  the  work 
of  breathing  for  the  quantity  of  gas  exchange 
which  is  accomplished.  A further  effort  re- 
sults in  a further  loss  of  ventilatory  ef- 
ficiency. Under  these  circumstances,  a pa- 
tient can  become  a respiratory  cripple  while 
he  still  has  a reasonable  amount  of  good  lung 
tissue.  When  there  is  a combination  of  dif- 
fuse disease  and  paradoxical  ventilation,  the 
work  of  breathing  itself  would  approach  the 
point  of  requiring  the  entire  oxygen  supply 
more  quickly  than  one  might  suppose. 

Pulmonary  pulse.  Using  almost  the 
same  instrumentation,  but  increasing  the 
electronic  gain  and  increasing  the  speed  of 
the  oscilloscopic  and  camera  paper  sweep, 
one  can  record  the  amplitude  and  form  of  the 
pulmonary  pulse.  A large  primary  wave  is 
present  close  to  the  puhnonic  valve  (left 
pulmonary  artery)  which  becomes  smaller 
as  one  moves  farther  away.  There  are  at 
least  two  secondary  waves  which  are  small 
by  comparison  with  the  primary,  when  the 
tracing  is  made  over  the  left  pulmonary 
artery  trunk,  but  which  are  proportionately 
greater  as  one  moves  peripherally  in  the  left 


limg  or  to  the  right  limg.  There  is  also  a 
preprimary  wave  which  may  be  venous.  } 

When  a pathologic  condition  in  the  left 
limg  shunts  all  or  most  of  the  blood  to  the 
right  side,  a big  primary  wave  is  picked  up  in 
the  right  hilum  even  though  it  is  further  re-  • 
moved  from  the  pulmonic  valve.  We  antic-  | 
ipate  that  most  of  the  information  relating  | 
to  heart  disease  wiU  be  available  from  re-  It 
cordings  of  the  left  hilum,  but  information  j 
that  teflects  disease  in  pulmonary  vascu- 
larity should  be  available  from  a recording 
of  the  pulse  form  in  the  midperipheral  and 
peripheral  pulmonary  zones.  To  the  extent  ■ 
that  the  pulse  wave  represents  perfusion  we  j'l 
can  determine,  roughly,  incongruities  be-  » 
tween  ventilation  and  blood  flow.  For  I 
example,  if  there  is  still  a good  pulse  wave  in  r 
an  area  that  is  not  ventilating  or  is  ventilat-  • 
ing  paradoxically,  we  can  conclude  that  a if 
right-to-left  shunt  of  some  proportion  exists  It 
in  this  area.  Conversely,  if  the  pulse  dis-  - 
appears  before  ventilation,  an  increase  of  f 
physiologic  dead  space  in  this  area  is  sug- 
gested. 

Microradiography  1 

I 

No  amount  of  refinement  in  clinical  x-ray 
instrumentation  can  elicit  the  radiographic  ( 
lung  detail  which  is  available  in  soft-ray  ji 
radiographs  of  inflation-fixed  lung  slices.  To  j; 
elicit  the  best  detail,  as  many  of  the  long-  f 
wave  x-rays  as  possible  must  be  used.  This  f 
involves  not  only  the  removal  of  the  alumi-  ■ 
num  filters,  but  also  the  use  of  a nonabsorb-  ■ 
ing  x-ray  tube  window  and  sometimes  the 
substitution  of  a vacuum  or  helium  (atomic 
number  2)  for  normal  atmosphere,  which  is 
composed  largely  of  elements  of  atomic  num- 
bers 7 and  8.  It  so  happens  that  element  4 i 
(beryllium)  exists  in  such  a form  that  it  can 
be  substituted  for  the  usual  glass  window, 
which  is  composed  largely  of  silicon  (atomic 
number  14).  ' 

In  a more  advanced  and  difficult  form  of 
instrumentation  the  window  of  the  x-ray  '( 
tube  itself  can  become  the  target.  Un-  J 
fortunately,  such  a window  has  to  be  ex-  i 
tremely  thin  in  order  that  it  not  become  also  < 
too  much  of  a filter.  Tolerances  are  so 
critical  that  it  has  been  very  difficult  to 
match  a ray  of  suitable  quality  to  a specific 
specimen.  However,  this  system  has  a 
tremendous  advantage  in  focal  spot  size 
because  the  electrons  can  be  focused  by  a 
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magnetic  lens  before  they  hit  the  target,  and 
focal  spot  sizes  down  to  a micron  or  less 
probably  can  be  obtained. 

Sample  preparation  and  findings. 
The  study  of  inflation-fixed  lung  slices  which 
are  cut  at  various  thicknesses  from  half  a 
millimeter  to  a centimeter  or  more  is  a 
I fascinating  occupation.  Radiographs  of  the 
! thinner  slices  can  be  compared  with  the  ap- 
pearance of  the  same  slice  under  the  dis- 
1 secting  microscope.  These  whole  slices  can 
be  put  in  the  photographic  enlarger  and  pro- 
jected at  XlO  magnification.  What  one 
sees  is  not  a lacework  of  polygons  as  one 
I sees  in  the  conventional  microscopic  limg 
preparation  slide,  but  a lacework  of 
“caterpillar  ghosts,”  marvelously  entwined 
to  make  a solid  pattern.  By  ghosts  I mean 
that  the  air  spaces  resemble  the  outlines  of  a 
caterpillar.  These  air  spaces  are  anatomic 
units  which  have  important  functional  sig- 
nificance for  ventilation.  Anatomic  purists 
may  quibble  about  their  name,  but  they  are 
for  the  most  part,  and  their  anatomic  pro- 
totype is,  the  alveolar  duct.  This  accordion- 
like unit  is  not  a scraggly  structure  as  shown 
in  anatomy  books.  Such  pictures  derive 
from  sections  of  collapsed  and  distorted 
limgs.  It  is  rather  a neat,  although  com- 
plicated, geometric  structure  fitting  per- 
fectly with  its  neighbors.  It  would  be  hard 
to  name  a more  perfect  example  of  nature’s 
organized  irregularity. 

The  framework  of  the  central  lumen  of 
I these  imits  is  fundamentally  an  elastic  or 
i musculoelastic  helix.  One  can  imagine  that 
the  normal  operation  of  the  unit  is  somewhat 
I like  the  accordion  movements  of  a caterpil- 
I lar.  With  such  an  image  in  mind,  it  is  easy 
j to  visualize  the  profoimd  significance  of  the 
precise  range  and  amplitude  of  the  ac- 
I cordion-Uke  motion.  Any  deviation  from 
I the  physiologically  determined  optimum 
I would  cause  some  degree  either  of  hyper- 
i inflation  or  of  atelectasis.  We  must  dis- 
i tinguish  between  hyperinflation  and  em- 
( physema  itself,  which  is  an  intrinsic  tissue 
change  and  can  be  independent  of  inflation. 

Two  striking  tissue-change  observations 
are  available  to  the  x-ray  microscopist  which 
can  easily  escape  the  classical  microscopist. 
One  is  the  increasing  diameter  of  the  helix 
as  the  elastic  tissue  in  the  framework  thins 
' out  and  becomes  frayed,  thus  simultaneously 
increasing  the  anatomic  dead  space  and 
I destroying  three-dimensional  tissue  tension. 


The  concept  of  tissue  tension  in  lung  paren- 
chyma is  very  important  and  very  in- 
teresting, but  rather  difficult  to  describe. 
We  must  realize  that  not  only  is  the  lung  as  a 
whole  surrounded  by  a chamber  of  negative 
pressure,  but  also  that  each  smaller  and 
smaller  unit  of  parenchyma  is  surrounded  by 
a space  with  varying  negative  pressure.  The 
negative  pressure  on  the  surface  of  these 
units  is  transmitted  internally  through  stress 
lines  in  the  tissue  framework.  Opposite 
points  on  a parenchymal  unit  are  always 
pulling  against  each  other.  So  long  as  the 
distribution  of  the  negative  pressure,  created 
by  skeletal  muscles,  and  the  integrity  of  the 
tissue  in  the  stress  lines  remain  intact,  the 
tissue  tension  and  the  geometric  spaces  re- 
main functional.  However,  when  the  tissue 
in  one  stress  line  lengthens,  the  tension  on 
other  stress  lines  slackens.  The  fimctions 
that  depend  on  optimal  tissue  tension  there- 
fore become  impaired. 

The  other  tissue  change  which  can  easily 
escape  the  classical  microscopist  is  the  ap- 
pearance of  fenestrations  of  all  sizes  in  the 
alveolar  walls.  These  fenestrations  are  im- 
portant not  only  because  they  represent 
a loss  of  gas  exchange  surface,  but  more  im- 
portant because  they  cause  disturbance  in 
the  mechanics  of  ventilation.  Fenestrations 
of  small  size  exist  normally  and  serve  a use- 
ful function.  When  they  exceed  their  useful 
size,  an  excessive  shuttling  of  air  back  and 
forth  between  units  takes  place,  rather  than 
the  optimal  exchange  of  air  with  the  out- 
side. This  is  similar  to  paradoxical  ventila- 
tion, repeated  on  a microscopic  scale.  When 
we  see  a flat  spirometry  curve  in  an  em- 
physematous area,  it  is  probably  the  net  re- 
sult of  air  shuttling  between  multitudes  of 
small  units. 

In  addition  to  changes  in  the  limg  paren- 
chyma, microradiographs  can  demonstrate 
pertinent  information  about  the  vascular 
pattern,  which  is  germane  to  changes  in  the 
right  ventricle  and  in  the  blood.  Radio- 
graphs of  lung  cross-section  slices  several 
millimeters  thick  will  demonstrate  variations 
in  the  richness  of  vessels  of  different  sizes  in 
different  zones.  Of  special  note  is  the  den- 
sity of  precapiUary  size  vessels  in  the  first 
centimeter  or  so  below  the  pleural  surface  of 
the  lung.  The  capfllary  travel  of  a red  ceU 
from  arteriole  to  venule  in  this  zone  is  only  a 
small  fraction  of  what  it  is  in  some  other 
zones,  and  there  is  some  suggestion  that  the 
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capillaries  are  larger.  This  zone  probably 
represents  expansion  channels  which  are  put 
into  service  during  periods  of  vigorous  activ- 
ity. Likewise,  these  channels  could  repre- 
sent pressure-regulating  systems  when  the 
use  of  significant  portions  of  the  regular 
capillaries  is  lost  temporarily.  They  may  be 
called  into  continuous  use  when  chronic 
disease  of  lung  parenchyma,  respiratory 
muscles,  or  the  respiratory  brain  center 
disrupts  normal  capillary  flow.  When  this 
expansion  system  itself  becomes  disabled, 
increased  vascular  resistance  develops,  which 
is  reflected  eventually  in  right  ventricular 
hypertrophy. 

There  is  another  feature  of  the  vascular 
pattern  which  can  be  demonstrated  in 
radiographs  of  somewhat  thinner  lung  slices. 
Although  they  are  not  regularly  demon- 
strable, one  sometimes  sees  small  vessels, 
which  are  bordering  an  elastic  rung  of  an 
alveolar  duct  or  related  structure,  hook  over 
the  elastic  rung.  They  are  thus  projected 
into  the  air  pathway  and  at  the  same  time 
remain  in  intimate  touch  with  the  musculo- 
elastic  framework  of  the  ventilatory  units. 
It  seems  possible,  therefore,  that  these  hook- 
ing vessels  may  be  sensing  devices  for  vascu- 
lar reflexes  arising  from  a variety  of  stimuli. 
Conceivably  they  could  respond  to  both 
pressure  and  chemical  change  in  the  airway 
and  to  tonus  changes  in  the  musculoelastic 
framework  of  the  lung. 

Summary 

Special  fluoroscopy  using  electronic  ampli- 
fication and  oscflloscopic  recording  can 
yield  valuable  data  regarding  the  ven- 
tilatory function  in  various  parts  of  the 
lung.  This  can  be  done  without  attach- 
ments of  any  kind  to  the  nose  or  mouth  of 
the  patient  and  at  small  cost  to  the  physician 
in  terms  of  time.  The  radiation  involved  is 


well  within  permissible  limits,  and  the  cost 
of  accessory  equipment  is  a small  fraction  of 
the  cost  of  the  basic  x-ray  machine  and  table. 
Data  regarding  regional  ventilation  that  may 
not  be  obtainable  in  any  other  way  are 
readily  available.  This  is  particularly  true 
of  the  details  of  paradoxical  ventilation 
when  conditions  give  rise  to  this  crippUng 
defect  in  physiology. 

The  skiUful  use  of  extremely  soft  radiation 
in  ra(Jiographing  inflated-fixed  lung  slices 
can  yield  low-power  anatomic  details  which 
are  not  readily  appreciated  by  classic  his- 
tologic methods.  Of  especial  note  in  this  re- 
gard are:  (1)  the  diameter  of  structures  too 
large  to  be  included  in  a section  cut  for  study 
by  the  light  microscope,  (2)  the  appreciation 
of  abnormal  fenesl  rations  which  are  not 
recognizable  when  disrupted  by  classical  tis- 
sue section  methods,  and  (3)  the  vascular 
pattern  in  relationship  to  the  diseased  re- 
spiratory units. 
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Transmissible  Agents 
and  Anemia  of 
Mouse  Cancer 

I 

VERNON  RILEY 
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T HE  FACTORS  responsible  for  anemia  asso- 
ciated with  various  diseases  have  a long 
, history  of  speculation  and,  in  some  instances, 
a brilliant  resolution.  While  great  progress 
in  the  understanding  of  anemia  in  many 
blood  dyscrasias  has  been  made  and  en- 
couraging control  measures  have  been  de- 
1 vised,  analogous  processes  found  with  malig- 
nant conditions  have  remained  essentially 
mysterious  and  largely  unresponsive  to 
therapeutic  procedures.  Such  disquieting 
erythrocyte  destruction  as  a frequent  ac- 
companiment of  cancer  has  stimulated  much 
fundamental  research  which,  in  turn,  has 
generated  considerable  spirited  contro- 
versy. 

The  recent  discovery  that  unsuspected 
transmissible  virus-like  entities  are  present 
in  most  of  our  classical  transplantable  mouse 
tumors  has  for  the  first  time  permitted  con- 
trolled studies  to  be  undertaken  concerning 
their  biologic  effects  on  both  the  tumors  and 
the  hosts. This  report  describes  the 
apparent  influence  which  these  and  other 
f infectious  transmissible  entities  have  on  the 

! induction  of  host  anemia  and  illustrates 
their  ability  to  alter  quantitatively  other 
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STUDIES  WERE  MADE  m tumor-beariug  and 
normal  mice  of  the  role  of  infectious  transmis- 
sible entities  in  induction  of  host  anemia  and 
quantitative  alteration  of  other  blood  elements 
such  as  reticulocytes  and  plasma  enzymes. 
Evidence  is  presented  for  combination  effects 
with  a virus-like  infectious  entity  in  con- 
junction with  other  transmissible  agents  such 
as  the  Bartonella  category,  especially  Epe- 
rythrozoon  coccoides.  There  is  partial  protec- 
tion of  the  host  from  the  anemia-inducing  ef- 
fects of  whole  body  x-radiation  by  the  virus- 
like LDH  {lactic  dehydrogenase) -elevating 
agent. 


blood  elements,  such  as  reticulocytes  and 
plasma  enzymes.  Such  studies  were  made 
both  with  and  without  the  complicating 
presence  of  neoplasia. 

Characteristics  of  the  LDH  (lactic 
dehydrogenase)  agents 

The  previous  failure  to  detect  these  in- 
fectious agents,  which  apparently  have 
been  associated  with  experimental  mouse 
tumors  for  many  years,  should  be  credited 
to  the  inconspicuous  nature  of  the  factor 
both  in  respect  to  pathologic  activity  and 
to  size.  Even  though  a copious  “fac- 
toremia”  is  present  in  the  host,  no  overt 
disease  is  evident,  and  no  gross  pathologic 
lesion  is  seen.  This  perhaps  also  constitutes 
a prophetic  lesson  for  further  interesting 
biologic  surprises  in  the  future. 

However,  the  agent  does  induce  a sub- 
stantial and  conspicuous  biochemical  lesion. 
Within  forty-eight  hours  following  the  in- 
jection of  a cell-free  preparation  from  a 
tumor-bearing  mouse,  a five-  to  tenfold 
increase  in  a blood  enzyme  can  be  observed. 
Although  several  enzymes  become  elevated 
following  the  infection,  the  greatest  increase 
so  far  observed  is  with  LDH.  This  bio- 
chemical alteration  of  the  host  plasma  is  the 
only  practical  method  for  detection  and 
quantitation  of  the  agent  that  is  known  at 
present,  since  it  has  not  yet  exhibited  any 
cytopathic  effects  in  tissue  culture  or  given 
any  indication  of  an  exploitable  immunologic 
response. 

Some  of  the  additional  characteristics  of 
the  agent  are  similar  to  those  associated  with 
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classical  viruses,  but  the  possibility  of  this 
factor  being  “free”  infectious  nucleic  acid  or 
belonging  to  another  unknown  biologic 
category  cannot  be  completely  ruled  out 
at  this  time.  Thus,  imtil  further  clarifica- 
tion is  obtained,  we  wiU  refer  to  it  simply  as 
an  “agent.” 

The  LDH-elevating  agent  passes  all  of  the 
usual  bacteria-retaining  filters,  including 
Selas  03  grade  ceramic  candles.  Unlike  any 
known  viruses,  however,  an  infectious  unit 
also  can  pass  through  filtration  membranes 
having  a reported  average  pore  size  of  only 
10  millimicrons  diameter,*  and  under  some 
circumstances,  through  intact  Visking  cellu- 
lose dialysis  tubing  which  is  considered  to 
retain  particles  with  molecular  weights  in 
excess  of  approximately  20,000.®  Independ- 
ent data  obtained  from  free-diffusion  cell 
experiments  appear  to  confirm  the  minute 
size  of  this  agent.  Discussion  of  the  unex- 
pected implications  of  this  in  respect  to 
minimum  nucleic  acid  size,  molecular  genetic 
information,  and  the  biochemical  nature  of 
such  a transmissible  entity  awaits  further 
information. 

The  agents  can  be  transmitted  indefinitely 
in  normal  mice  of  any  of  several  strains  that 
have  been  tested  so  far.  Replication  occurs, 
and  the  peak  activity  in  terms  of  infective 
titer  is  reached  between  twenty-four  and 
forty -eight  hours  following  the  injection  of 
infected  plasma  diluted  1 to  10.  Titers  of 
10®  infectious  units  per  milliliter  are  stand- 
ard, but  titers  in  excess  of  10 median  in- 
fective dose  per  milliliter  have  been  ob- 
tained.Rats  and  hamsters  do  not  show 
any  evidence  of  susceptibility  to  this  agent, 
although  the  intraperitoneaUy  injected  fac- 
tor will  survive  in  the  blood  of  a rat  for 
three  or  four  days  but  then  seems  to  disap- 
pear. 

A normal  mouse  can  be  infected  by  any 
route,  including  dermal  application,  al- 
though the  intraperitoneal  route  is  usually 
employed  for  convenience.  The  agent  also 
can  be  transmitted  by  cage  contact  between 
infected  and  healthy  mice.  This  ordinarily 
takes  several  weeks  to  detect  enzymicaUy, 
but  a much  shorter  interval  recently  was  re- 
ported by  HiU,  Tanaka,  and  Roberts.  “ 

The  agent  can  be  destroyed  by  heating  for 
ten  minutes  at  100  C.  or  for  forty  minutes 
at  60  C.  It  is  partially  sedimented  at 


* MiUipore  Filter  Corp.,  Bedford,  Massachusetts. 


FIGURE  1.  Enzymic  response  (LDH)  produced  in 
plasma  of  mice  by  a transmissible  virus-like  agent. 
Three  phases  are  obtained  when  agent  is  injected 
into  normal  animals,  as  compared  with  five  phases 
when  it  is  associated  with  tumor  growth. 


100,000  times  gravity  for  one  hour,  using  an 
angle  head  in  the  ultracentrifuge.  One 
rather  interesting  and  useful  characteristic 
of  the  agent  is  its  ability  to  be  filtered  rapidly 
through  the  peritoneal  membranes  into  the 
peripheral  blood  within  a very  few  minutes. 

Although  the  agent  is  intimately  and 
ubiquitously  associated  with  transplanted 
mouse  tumors,  its  significance  to  the  etiology 
of  the  neoplastic  process  is  uncertain.  Its 
possible  oncogenic  properties  are  undergoing 
long-term  studies,  and  the  impressions  at 
present  suggest  that  speculations  which  con- 
clude that  they  are  casual  contaminants  and 
have  no  bearing  on  the  cancer  process  may 
be  as  premature  and  unconservative  as  the 
contrary  assiunption. 


Agent-enzyme-tumor  interrelationships 


The  remarkable  correlation  between  tu- 
mor growth  and  increasing  PLDH  (plasma 
lactic  dehydrogenase)  is  illustrated  in  Fig- 
ure 1.  The  five-phase  PLDH  curve  shown 
is  typical  of  the  enzymic  response  with  most 
transplanted  mouse  tumors.  However,  the 
first  three  phases  can  be  produced  independ- 
ently by  injecting  cell-free  tumor  extracts, 
plasma,  or  any  organ  extract  from  a tumor-  I 
bearing  mouse  into  normal  animals.  The  « 
five-  to  tenfold  increased  PLDH  produced  f 
(from  the  normal  value  of  from  200  to  700  to  jl 
3,000  to  5,000  LDH  units)  persists  for  the  « 
life  of  the  recipient.  Such  an  infected  • 
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FIGURE  2.  Synergistic  increase  of  plasma  LDH  in 
"agent-free”  tumor-bearing  mice  following  injec- 
tion of  hosts  with  agent  associated  with  Ehrlich  car- 
cinoma. (Reprinted  from  Science  by  permission.) 


FIGURE  3.  Progressive  anemia  associated  with  a 
developing  malignant  condition  in  a mouse  and 
inversely  correlated  with  increasing  plasma  LDH. 


animal  may  be  used  to  transmit  the  agent 
further  by  its  blood  or  plasma  at  any  time 
from  ten  minutes  following  an  injection 
until  more  than  eighteen  months  later. 

To  demonstrate  that  the  PLDH  phase  4, 
which  is  seen  only  with  progressive  tumor 
growth,  also  depends  on  the  transmissible 
agent,  experiments  such  as  those  illustrated 
in  Figure  2 were  done.  A radiation-induced 
transplantable  pituitary  tumor  was  found 
which  did  not  appear  to  carry  the  PLDH- 
elevating  agent  since  its  PLDH  during  the 
tumor  growth  was  maintained  at  a normal 
level. However,  by  introducing  the  agent 
from  another  mouse  tumor  source,  the 


various  phases  could  be  produced  “syn- 
thetically” with  this  tumor.  Similar  results 
were  obtained  with  MCA  (methylcholan- 
threne) -induced  tumors  and  their  early 
transplants.  It  was  such  “agent-free”  tu- 
mors which  permitted  us  to  study  and  com- 
pare the  behavior  of  identical  tumor  pop- 
ulations with  and  without  the  introduction 
of  these  transmissible  entities. 

Distribution  of  the  agents 

Tables  I and  II  list  the  various  neoplasia 
tested  for  the  presence  of  the  LDH-elevat- 
ing  factor.  It  may  be  seen  that  most  long- 


TABLE  1.  Tumors 

associated  with  LDH-elevating  agents 

Carcinomas 

Sarcomas 

Leukemias  Melanomas 

Miscellany 

Ehrlich  carcinoma 

Sarcoma  180 

Leukemia  L-1210  Cloudman  S91 

Glioma  26 

(solid) 

(solid) 

melanoma 

Ehrlich  carcinoma 

Sarcoma  180  (as- 

Leukemia  L-4946  Harding-Passey 

Adrenotropic  at 

(ascitic) 

citic) 

melanoma 

T-20 

Nelson  ascites 

Sarcoma  T-241 

Friend  virus  leu-  B-16  melanoma 

Plasma  cell  neo- 

kemia 

plasm  5647 

Carcinoma  1025 

Ridgway  osteo- 

Friend  virus  leu- 

Ovarian  cell 

genic  sarcoma 

kemia  (solid) 

granulosa  tumor 

(H4929) 

Bashford  carcinoma 

Sarcoma  MA387 

Moloney  leukemia 

63 

Lewis  bladder  car- 

Wagner  osteo- 

EL-4  leukemia 

cinoma 

genic  sarcoma 

(ascites) 

Lewis  lung  car- 

Mecca  lympho- 

C-1498 

cinoma 

sarcoma 

Mammary  adeno- 

Lymphosarcoma 

Rauscher  leukemia 

carcinoma  EO- 

P1798 

771 

C3HBA  mammary 

Rhabdomyosar- 

adenocarcinoma 

coma  (BW- 

10139) 

Miyono  adenocar- 

cinoma 

. 

Carcinoma  755 
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TABLE  II.  Neoplasms  not  overtly  associated  \with  LDH-elevating agents 


Primary  Mouse  Neoplasms 

Transplantable  Mouse  Tumors 

Tumor- 

Bearing 

Species 

Apparently 

Negative 

Methylcholanthrene-induced  tumors 

Pituitary  thyrotropic  tumor 
(Furth-Money) 

Rat 

Dibenzanthracene-induced  tumors 

Hemangioendothelioma  (BW- 
6473) 

Hamster 

Radiation-induced  leukemias 

Hepatoma  (BW-7756) 

Rabbit 

Spontaneous  AKR  thymoma 

Spontaneous  C57L/J  thymoma 
Spontaneous  mammary  adenocarcinomas 

Ovarian  granulosa  ceU  tumor 
(E-11731) 

Chicken 

transplanted  mouse  tumors  carry  the  agents 
while  most  primary  tumors  do  not  readily 
exhibit  their  presence. 

Other  laboratories,  in  widespread  geo- 
graphic locations,  recently  have  begun  to 
report  finding  similar  agents  associated  with 
some  of  their  tumors. 

Source  of  increased 
plasma  enzyme  (PLDH) 

A fundamental  aspect  of  understanding 
the  mechanism  of  enzyme  elevation  in  disease 
is,  of  course,  the  identity  of  the  donor  tissue, 
or  tissues,  and  the  establishment  of  the 
primary  inciting  factors  that  are  responsible. 
In  an  effort  to  resolve  a portion  of  this  prob- 
lem we  have  examined  various  host  tissues 
and  some  of  the  blood  elements  for  indica- 
tions of  the  primary  source  of  the  impressive 
plasma  enzyme  increase  that  was  induced 
jointly  by  these  transmissible  agents  and  a 
concomitant  malignant  condition.  As  will 
be  seen,  the  establishment  of  a single  pri- 
mary source  of  the  accumulating  enzyme  is 
not  a simple  matter.  This  is  partly  because 
of  the  fact  that  LDH  is  distributed  ubiq- 
uitously in  all  of  the  cells  of  the  body  so 
that  any  tissue  or  cell  population  is  a po- 
tential candidate. 

Table  III  compares  the  extractable  LDH 
obtained  from  the  tumors  and  various  organs 
of  tumor-bearing  hosts  which  were  experi- 
mentally identical,  with  the  exception  of  the 
presence  or  absence  of  the  transmissible 
agent.  It  may  be  observed  that  less  enzyme 
was  obtainable  consistently  from  the  various 
tissues,  including  the  tumor,  of  the  agent- 
infected  host  than  from  the  animal  with  the 
agent-free  tumor.  However,  in  contrast 
there  was  about  fourteen  times  as  much 


TABLE  III.  Relative  concentration  of  extractable 
LDH  in  the  tissues  of  tumor-bearing  mice  with  and 
without  an  LDH-elevating  agent* 

• — LDH  Units  per  Mg.  Tissue  t — - 
No  With  Per  Cent 
Tissue  Agent  Agent  Decrease 


Tumor 

170 

134 

21 

Spleen 

94 

73 

22 

Kidney 

573 

341 

40 

Liver 

509 

284 

44 

Plaisma** 

520 

7,250 

* Obtained 

from  a mouse 

bearing  a 

Cloudman 

Nelanoma. 

t Wet  weight. 

♦*  LDH  units  per  ml.  of  plasma. 


enz3nme  in  the  plasma  of  the  agent-infected 
hosts.  This  suggests  three  optional  pos- 
sibilities: (1)  AH  of  the  tissues  of  the  agent- 
tumor  host  are  leaking,  or  otherwise  donat- 
ing their  cellular  LDH  to  the  blood  plasma;  ! 
(2)  there  is  an  agent-induced  host  deficiency  | 
in  the  synthesis  of  the  intracellular  enzyme;  ( 
or,  (3)  there  is  a differential  extractability 
of  LDH  from  the  two  hosts.  These  data  are 
presented  to  offset  any  impression  of  over- 
simplification which  the  following  data  on 
red  cells,  PLDH,  and  anemia  may  imply. 

The  anemia  which  accompanies  many 
varieties  of  mouse  cancer  is  a common 
phenomenon.  Two  experimental  examples  | 
are  shown  in  Figures  3 and  4.  The  possible  | 
relationship  between  the  red  cell  destruction  I 
observed  with  mouse  cancer  and  the  LDH-  | 
elevating  agents  is  indicated  by  the  inverse  f 
relationship  of  the  disappearance  of  LDH-  ■ 
containing  erythrocytes  and  the  increasing 
appearance  of  this  enzyme  in  the  blood 
plasma.  These  observations  raise  several  .* 
questions.  Is  the  abnormally  high  PLDH 
coming  largely  from  the  destroyed  red  cells 
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FIGURE  4.  Progressive  anemia  in  mice  with  a 
rapidly  developing  ascites  tumor.  Plasma  LDH 
increases  inversely  with  red  cell  disappearance. 


during  the  tumor  growth?  Are  one  or  more 
transmissible  agents  partially  or  totally  re- 
sponsible for  the  observed  anemia,  or  is  the 
tumor  or  its  products  alone  capable  of  in- 
ducing the  decrease  in  the  host  hematocrit? 


1 Synergism  between  Bartonella  and 
LDH-elevating  agents 

Since  microorganisms  of  the  Bartonella 
family,  such  as  Eperythrozoon  coccoides,  are 
known  to  be  frequent  inhabitants  of  the 
blood  of  rodents,  and  under  some  circum- 
stances are  capable  of  inducing  host  ane- 
I mia,*®  we  have  been  concerned  with  detect- 

I ^ ' 

1 ing  their  presence  and  in  distinguishing  be- 
! tween  their  effects  on  the  host  and  those 
I caused  by  the  considerably  smaller  LDH- 
1 elevating  agents.  It  now  appears  that  the 
I interrelationship  is  more  complicated  and 
♦ ! perhaps  more  interesting  than  was  originally 
'( 1 appreciated. 

I Eperythrozoon  coccoides  is  not  responsible 
for  the  typical  plasma  LDH  elevation  seen 
with  the  new  agents  which  we  have  de- 
scribed. However,  E.  coccoides  is  capable 
of  inducing  a temporary  LDH  elevation 
under  host  circumstances  in  which  a severe 
anemia  is  developing.  This  LDH  peak  is 
presumably  due  to  erythrocyte  destruction 
by  the  Bartonella.  In  contrast  to  effects  by 
the  LDH  agent,  the  PLDH  elevation  is  not 
permanently  sustained  and  quickly  returns 
to  normal  if  the  animal  survives  the  E. 
coccoides-induced  anemia  crisis.  There 
does,  however,  appear  to  be  a synergistic 


Splenectomy  deyO  Oeyv 


FIGURE  5.  Anemia  induced  in  mice  by  trans- 
missible agents,  following  insult  to  its  erythropoietic 
system  by  splenectomy  and  injection  with  cell-free 
plasma  from  Ehrlich  carcinoma-bearing  mice. 

effect  between  the  two  infectious  agents 
when  they  are  together  in  the  host  under 
proper  circumstances.  This  may  be  ex- 
pressed by  an  increased  plasma  LDH  and  an 
enhancement  of  anemia.  Evidence  for  this 
may  be  seen  in  the  various  Figures  in  which 
anemia  was  increased  following  the  introduc- 
tion of  doubly  infected  plasma  or  the  trans- 
plantation of  tumor  containing  both  E. 
coccoides  and  the  LDH  agents.  Details  of 
this  interrelationship  will  be  published  else- 
where, but  it  now  seems  quite  clear  that 
some  of  the  anemia  seen  with  rodent  tumors 
is  associated  with  the  undetected  presence  of 
E.  coccoides.  This  probably  applies  to  all 
rodent  tumor-bearing  hosts,  but  in  the  case 
of  mice  there  is  the  added  activating  influ- 
ence of  the  LDH-elevating  agents. 

Erythrocyte  destruction  by  agents 

If  mouse  tumor-host  plasma  is  injected 
into  normal  recipients  in  the  absence  of  neo- 
plasia, very  little  evidence  of  agent-induced 
anemia  is  observed.  However,  the  erythro- 
poietic system  of  the  host  is  capable  of  com- 
pensating rapidly  for  a rather  substantial 
attack  on  its  blood  elements.  Therefore, 
one  might  not  expect  to  observe  a gross  alter- 
ation in  the  red  blood  cell  count  or  hemato- 
crit. However,  by  handicapping  the  red  cell 
recovery  capacity  of  the  host  through  the 
removal  or  damage  of  part  of  its  hema- 
topoietic system,  we  were  able  to  demon- 
strate the  destructive  effect  of  cell-free  prep- 
arations from  agent-infected  animals  on  the 
host  red  cells.  Two  experimental  devices 
have  been  employed,  namely,  the  removal  of 
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FIGURE  6.  Plasma  LDH  in  sham-operated  and 
splenectomized  mice,  with  and  without  injection  of 
the  LDH-elevatingagent. 


FIGURE  7.  Differential  induction  of  anemia  in 
mice  exposed  to  similar  dose  of  whole  body  irradia- 
tion with  and  without  the  presence  of  infectious 
agents. 


the  spleen  and  whole  body  x-irradiation.  In 
the  mouse,  unlike  the  adult  human  being,  the 
spleen  is  considered  an  erythropoietic  organ. 

The  effect  of  a splenectomy  on  the  host 
anemia  is  illustrated  in  Figure  5.  It  may  be 
seen  that  a splenectomy  or  a sham  operation 
by  itself  had  but  a slight  effect  on  the  hema- 
tocrit of  the  host.  Also,  a sham  operation 
plus  infection  by  plasma  agents  had  no  sub- 
stantial or  prolonged  influence  on  the  red 
ceU  population.  However,  following  the 
injection  of  centrifuged  plasma  from  a 
tumor-bearing  mouse  known  to  have  a 
PLDH -elevating  agent,  a substantial  anemia 
was  produced  in  the  splenectomized  animal. 

The  corresponding  PLDH  elevation  in  the 
same  animals  is  shown  in  Figure  6.  From 
the  increased  LDH  it  is  possible  that  erythro- 
cyte destruction  occurred  in  both  groups 
injected  with  the  agent,  although  the  anemia 
was  demonstrable  overtly  only  in  the 
splenectomized  host.  Further  evidence  to 
support  this  assumption  was  obtained  by 
observing  an  increase  in  the  reticulocytes 
following  agent  injection  in  nonsplenecto- 
mized  animals. 

Similar  supporting  evidence  for  the  ability 
of  the  agents  to  reduce  the  number  of  host 
erythrocytes  was  found  by  depressing  the 
host  hematopoietic  tissues  with  whole  body 
x-irradiation.  Figure  7 shows  a comparison 
of  the  hematocrits  of  mice  receiving  radia- 
tion only,  agents  only,  and  the  two  factors 
combined.  On  the  third  day,  following  an 
exposure  to  600  r,  there  was  no  significant 
difference  between  the  hematocrits  of  the 
untreated  control  mice  and  those  of  the  mice 
receiving  the  agents  only  or  irradiation  only. 
However,  animals  receiving  plasma-borne 


FIGURE  8.  Differential  red  cell  destruction  in  | 
mice  with  and  without  plasma-borne  agents  fol-  i 
lowing  a single  exposure  to  various  doses  of  whole 
body  irradiation. 


transmissible  agents  and  irradiation  exhib-  ' 
ited  a depression  in  their  erythrocyte  popula-  * 
tion.  Figure  8 illustrates  the  difference  5 
obtained  in  the  induced  anemia  of  mice  with  i 
and  without  the  agents,  at  three  days  post-  ♦ 
irradiation  with  0,  200,  400,  and  600  r of  ' 
whole  body  exposure.  It  may  again  be  seen 
that  plasma-bome  agents  enhanced  the  host 
anemia  at  aU  doses. 

If  a number  of  assumptions  are  made,  the 
LDH  content  of  the  detectable  red  cell 
destruction  is  sufficient,  theoretically,  to 
account  for  the  observed  agent-induced 
plasma-LDH  elevation.  As  a practical 
experimental  test  of  the  calculations  and  the 
assumptions,  an  erythrolytic  chemical  agent, 
phenylhydrazine,  was  administered  intra- 
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FIGURE  9.  Comparison  of  per  cent  of  red  cells  in 
blood  of  tumor-bearing  mice  with  and  without  the 
association  of  plasma-borne  agents. 


peritoneally  to  normal  mice  at  various  doses. 
The  resulting  anemia  was  followed,  and  the 
plasma  LDH  was  determined  during  the 
treatment  and  the  anemic  phase.  Follow- 
ing the  drug  injection,  the  host  PLDH  be- 
came elevated,  was  quantitatively  related 
to  the  phenylhydrazine  dose,  and  was  cor- 
related inversely  with  the  anemia.  Thus, 
by  the  administration  of  an  appropriate 
red  cell-destroying  drug,  it  was  possible  to 
simulate  experimentally  the  elevated  LDH 
blood  picture  obtained  with  these  trans- 
missible biologic  agents. 

Anemia  of  tumor-bearing  mice 

Most  of  the  “agent-free”  tumors  which  we 
have  studied  so  far  induced  relatively  little 
anemia  in  their  host  compared  with  anal- 
ogous tumors  which  have  had  plasma-bome 
agents  added.  Figure  9 illustrates  a typical 
example.  In  this  experiment,  hosts  bear- 
ing MCA-induced  tiunors  in  their  first 
transplant  generation  were  followed  for 
their  hematocrit  values  and  plasma  LDH 
levels  during  tumor  growth.  It  is  seen  that 
the  packed  red  cell  volume  of  the  “agent- 
free”  hosts  remained  relatively  normal  com- 
{ pared  with  similar  tumor-bearing  hosts 


which,  however,  had  in  addition  experi- 
mentally introduced  LDH-elevating  agents. 

Exceptions  to  this  correlation  between 
high  plasma  LDH  and  red  cell  destruction, 
as  expressed  by  frank  anemia,  have  been 
observed  with  some  tumors.  For  example, 
in  a rapidly  growing  ascites  leukemia  under 
study,  the  plasma  LDH  reached  values  one 
thousandfold  above  normal  in  approxi- 
mately two  weeks  but  with  only  a moderate 
accompan5dng  host  anemia.  It  would  seem 
that  in  this  instance  the  plasma  LDH  must 
have  a source  in  addition  to,  or  other  than, 
erythrocytes,  presumably  the  neoplastic 
cells.  The  data  of  Table  HI  are  not  incon- 
sistent with  this  interpretation. 

Protection  of  x-irradiated  host 
by  a transmissible  agent 

In  contrast,  and  in  apparent  contradiction 
to  the  potentiating  capacity  of  the  plasma- 
bome  agents  to  enhance  host  anemia  in  con- 
junction with  tumor  growth  and  perhaps 
other  circumstances,  an  unexpected  “protec- 
tive” effect  of  the  LDH-elevating  agent  was 
observed  when  introduced  into  an  irradiated 
mouse  in  the  absence  of  any  Bartonella. 
Figtue  10  illustrates  this  phenomenon  as 
seen  following  whole  body  x-irradiation  of 
Swiss  HA  ICR  male  mice.  It  may  be 
observed  that  the  extent  of  the  radiation- 
induced  anemia  was  less  severe  in  animals  in 
which  the  agent  was  introduced  by  intra- 
peritoneal  injection  on  the  same  day  as 
exposure  to  the  irradiation.  This  beneficial 
effect  is  partially  explained  by  the  early 
response  of  the  host  hemopoietic  system  as 
indicated  in  Figure  10  by  the  earlier  reticulo- 
cyte response  in  the  hosts  where  the  LDH- 
elevating  agent  was  present.  This  suggests 
that  the  attack  of  the  LDH-agent  on  host 
blood  elements  is  subtle  except  when  allied 
with  other  blood-destroying  circumstances 
and  even  then  in  some  cases  may  be  bene- 
ficial rather  than  harmful.  A tentative 
explanation  might  assume  that  a mild  attack 
on  some  elements  of  the  host  hemopoietic 
system  could  stimulate  an  earlier  recovery 
response  which  would  anticipate  the  more 
delayed  anemia  induced  by  the  radiation. 
A practical  extension  of  this  hypothesis 
would  call  for  consideration  of  the  use  of 
blood-stimulating  substances  prior  to  thera- 
peutic rrieasures  having  known  hemopoietic 
destructive  potential. 
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FIGURE  10.  Partial  protection  of  an  x-irradiated 
host  by  the  presence  of  a transmissible  agent. 
Anemia  reduced,  and  recovery  accelerated  in  mice 
injected  with  an  LDH-elevating  agent  on  day  of 
irradiation. 

Comment 

When  the  LDH-elevating  agents  are  in- 
jected into  a host  system  which  is  totally 
free  of  compromising  circumstances,  such  as 
Bartonella  infection,  irradiation,  or  tumor 
growth,  there  is  very  little  tangible  evidence 
of  the  agent’s  presence  except  the  tenfold 
increase  in  plasma  lactic  dehydrogenase. 
The  agent  appears  to  enhance  host  anemia 
significantly  only  under  potentiating  condi- 
tions with  tumor  growth  and  particularly 
where  E.  coccoides  is  also  present. 

The  LDH-elevating  agents  do  appear, 
however,  to  have  an  independent  effect  on 
the  erythropoietic  system  of  the  mouse. 
This  has  been  observed  through  the  “pro- 
tective” phenomenon  described  previously 
which  implies  mild  attack  followed  by 
stimulation  and  compensation.  A more 
direct  effect  can  be  observed  by  a slight  de- 
crease of  the  host  hematocrit  as  measured  by 
the  per  cent  packed  red  cell  volume  of  mice 
injected  intraperitoneally  with  the  LDH- 
elevating  agent  as  compared  with  experi- 
mentally comparable  normal  mice.  Since 
the  difference  between  the  two  groups  is 
subtle,  a substantial  number  of  mice  must  be 


employed  for  measuring  the  hematocrit  [ 

differences  to  be  statistically  significant.  f 

Furthermore,  the  difference  is  seen  only  for  a 
limited  period,  usually  on  day-three  and  | 
day-four  following  agent  injection. 

The  source  of  the  agent-induced  plasma 
LDH  increase  is  a difficult  matter  to  estab- 
hsh  unequivocally.  The  preceding  experi- 
mental data  implicate  blood  elements,  vari- 
ous normal  tissues,  and  particularly  neo- 
plastic cells  or  tissues  when  present.  How- 
ever, tke  enzyme-donating  role  of  tissues, 
such  as  the  spleen,  is  somewhat  minimized  in 
these  circumstances  since  no  alteration  in  I 
the  plasma  LDH  of  splenectomized  normal  I 
hosts  was  observed.  When  plasma  LDH 
was  compared  following  injection  of  the 
agent  into  intact  and  splenectomized  hosts, 
there  was  actually  a slight  increase  in  the 
PLDH  of  the  splenectomized  mice.  This 
effect  may  be  seen  in  Figure  6.  It  would 
seem  that  if  any  substantial  amoimt  of  the 
agent-induced  PLDH  was  coming  from  the 
spleen  of  infected  intact  animals,  a signifi- 
cant reduction  of  plasma  LDH  would  have 
been  observed. 

It  is  usually  hazardous  to  extrapolate 
experimental  findings  indiscriminately  from 
one  species  to  another,  and  no  serious  I 
attempt  in  this  direction  is  proposed  with  i 
our  present  information.  This  particular  ^ 
mouse-agent  model,  for  instance,  apparently 
cannot  yet  be  applied  successfully  to  its  j 
relative,  the  rat.  Whether  this  is  because 
of  a fundamental  species  difference  or  be-  i 
cause  of  a lack  of  appropriate  technics  is 
uncertain.  It  is  known,  of  course,  that 
certain  enzymes  are  elevated  in  the  plasma 
of  man,  as  well  as  in  rats,  during  the  course  > 
of  malignant  conditions  and  other  diseases. 
Until  recent  studies  permitted  a different  » 
assay  principle  to  be  applied  to  the  detection  ^ 
of  unsuspected  transmissible  agents  in  mice,  j 
however,  the  elevation  of  plasma  lactic  \ 
dehydrogenase  and  anemia  during  tumor  ' 
growth  in  this  species  was  also  more  of  a 
mystery.  Perhaps  it  would  he  prudent, 
therefore,  to  continue  to  seek  for  other 
nonconventional  biologic  parameters  for 
the  detection  of  inapparent  transmissible 
agents  in  other  species.  Conceivably,  the 
basic  principles  of  the  mouse-enzyme  model 
could  become  applicable  to  other  species  if  an 
appropriate  specific  enzyme  or  other  agent- 
induced  host  component  were  to  be  recog- 
nized. 
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Summary 

The  complex  factors  influencing  anemia  in 
tumor-bearing  and  “normal”  animals  in 
respect  to  the  role  of  plasma-borne  trans- 
missible agents  are  illustrated  with  the  aid 
of  an  experimental  mouse  model.  Evidence 
for  combination  effects  with  a virus-like 
infectious  entity  in  conjimction  with  other 
transmissible  agents,  such  as  the  Bartonella 
category,  particularly  Eperythrozoon  coc- 
coides,  is  presented.  Partial  protection  of 
the  host  from  the  anemia-inducing  effects  of 
wholebody  x-irradiation  by  the  virus-like, 
LDH  (lactic  dehydrogenase)-elevating  agent 
is  demonstrated. 
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Corns,  Calluses, 
and  Warts 

Differential  Diagnosis* 


FIGURE  1.  Plantarcorns,  showing  localized  hyper- 
keratotic  masses. 
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Since  treatment  of  localized,  hyper- 
keratotic  lesions  of  the  plantar  surface  of  the 
foot  varies,  it  is  most  important  to  diagnose 
the  lesion  correctly.  ^ Superficially,  the 
lesions  resemble  one  another  closely,  and  it 
is  only  after  the  keratotic  covering  has  been 
removed  that  their  true  identity  is  revealed. 
This  paring  exposes  the  diffusion  or  sharp- 
ness of  the  margin,  the  presence  and  pattern 
of  the  blood  vessels,  and  the  effect  of  the 
lesion  on  the  normal  papillary  line  pattern. 
Differentiation  between  warts,  caUuses,  and 
corns  is  important  because  the  treatment  is 
often  specific  and  varies  widely  from  one  con- 
dition to  another. 

All  corns  and  calluses  are  located  under 
pressure  points  whether  they  are  on  the 
plantar  surface  of  the  foot  or  on  the  dorsum 
of  the  toes.  On  the  sole  they  usually  occur 
under  the  first  and  the  fifth  metatarsal 
heads.  If  the  patient  has  a callus  under  the 
second  metatarsal  head,  he  has  a Morton’s 
foot  which  is  characterized  by  a congenital 
shortening  of  the  first  metatarsal  which 
throws  more  weight  onto  the  second  meta- 
tarsal head. 

•Chairman’s  address. 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Dermatology  and  Syphilology,  May  17,  1962. 


Corns 

Since  many  corns  or  even  localized  cal- 
luses on  the  sole  are  confused  with  warts  and 
are  removed  either  by  surgery  or  electro- 
surgery only  to  reciu:  in  a more  severe  form, 
it  is  important  to  distinguish  these  lesions 
from  each  other  (Fig.  1).  The  paring  of  a 
corn  discloses  a sharply  marginated,  trans- 
lucent core  without  blood  vessels.  The 
normal  papillary  line  pattern  is  interrupted. 
The  pain  is  greater  when  the  pressure  is  ap- 
plied directly  than  when  given  laterally. 

One  variety  of  corn,  the  neurovascular,  is 
frequently  mistaken  for  a wart  (Fig.  2). 
This  type  is  usually  present  for  years  under 
the  pressure  points  mentioned  previously. 
It  is  characterized  by  much  pain,  long  dura- 
tion, and  resistance  to  treatment.  When  the 
hyperkeratotic  material  is  pared  away,  a 
small  but  not  sharply  marginated  core  is 
revealed.  At  times  several  cores  are  present 
which  are  separated  by  minute  fissures. 
Within  the  core  are  small,  coagulated  blood 
vessels,  some  of  which  he  parallel  to  the  sur- 
face, and  others  rise  perpendicularly.  AU 
are  usuaUy  the  same  in  diameter. 

Soft  corns  are  found  in  the  interdigital 
webs  on  adjacent  toes.  They  usually  occur 
in  the  fourth  web  but  are  found  in  ah  webs. 
They  are  often  mistaken  for  locahzed  inter- 
triginous  dermatophytosis.  The  causative 
factor,  as  in  all  corns,  is  pressvue.  In  these 
corns  the  pressure  is  between  the  condyle  of 
a phalanx  of  one  toe  and  the  condyle  on  the 
head  of  a metatarsal  of  the  adjacent  toe. 
Thus,  there  are  usually  two  corns  in  contact 
with  each  other  on  the  adjacent  toes. 

Examination  shows  that  the  area  is 
covered  with  soggy,  keratotic  material. 
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FIGURE  2.  Neurovascular  corn,  showing  diffuse 
border  and  blood  vessels  of  same  size,  some  of 
which  lie  parallel  to  surface. 


FIGURE  3.  Single  type  of  plantar  wart;  sharply 
marginated  border  and  papillary  lines  are  inter- 
rupted. 


Direct  pressure  over  the  area  causes  pain. 
After  paring,  two  small  cores  are  visible. 
One  is  usually  deep  in  the  web  over  a meta- 
tarsal condyle,  and  the  other  is  on  the  side  of 
the  toe.  In  early  cases  only  the  translucent 
core  is  present,  but  in  older  ones  there  is  a 
small  sinus  in  the  core  burrowing  down  to 
the  joint  on  the  dorsal  side  between  the 
metatarsal  heads.  At  times  this  sinus  be- 
comes infected  and  may  cause  a localized 
cellulitis. 


SUPERFICIALLY,  coms,  callusBs,  and  warts 
resemble  one  another  closely  until  paring  of  the 
keratotic  covering  exposes  the  identifying  char- 
acteristics. Effective  treatment  depends  on  a 
differential  diagnosis.  Paring  of  the  lesion 
reveals:  (1)  in  corns,  a sharply  marginated, 

translucent  core  without  blood  vessels  and  in- 
terruption of  the  normal  papillary  line  pat- 
tern; (2)  in  calluses,  no  core,  blood  vessels, 
or  disturbance  of  the  papillary  line  pattern; 
and  (3)  in  warts,  a sharply  marginated  border, 
interruption  or  deviation  of  the  papillary  line 
pattern,  and  coagulated  capillaries. 


Calluses 

Ordinary  callus,  if  localized  and  hyper- 
keratotic,  can  also  simulate  a wart.  When 
the  lesion  is  pared,  the  normal  papillary  line 
pattern  is  undisturbed,  although  these  lines 
may  often  be  wider.  No  core  is  present  and 
no  blood  vessels  are  seen. 

In  a diabetic  patient  a callus  may  have  a 
dull,  red  color.  After  removing  the  keratotic 
covering,  a small  lake  of  coagulated  blood, 
a small  ulcer,  or  sinus  may  be  found.  The 
presence  of  any  one  indicates  poor  circula- 
tion, and  further  investigation  of  the  pa- 
tient’s general  health  should  be  made. 

Warts 

Plantar  warts  are  usually  found  imder 
pressure  points,  although  they  may  occur 
anywhere  on  the  sole.  The  ordinary  or  single 
type  of  plantar  wart  after  paring  reveals  a 
sharply  marginated  border  (Fig.  3).  The 
papillary  line  pattern  is  interrupted  or  de- 
viates around  the  wart.  Further  paring  dis- 
closes small  black  dots.  These  are  coagu- 
lated capillaries.  All  are  the  same  size  and 
rise  perpendicularly  to  the  surface  of  the 
skin.  At  times  they  may  flare  out  from  the 
center  peripherally.  Continued,  deeper  par- 
ing may  cut  an  active  capillary,  and  some 
pain  will  be  elicited.  Lateral  pressure  with 
the  fingers  causes  more  pain  than  direct 
pressure. 

In  the  multiple  type  of  plantar  wart, 
which  is  also  called  the  epidemic  or  mother- 
daughter  type,  there  is  usually  a larger, 
single  wart  under  a pressure  point  sur- 
rounded by  many  smaller  satellites.  Each 
one,  no  matter  how  small  or  translucent,  has 
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FIGURE  4.  Mosaic  wart  with  many  individual 
granular  cores,  some  of  which  form  irregular 
patches. 


a small  capillary  in  the  center.  Some  even 
resemble  vesicles.  As  these  smaller  ones 
grow  larger,  they  continue  to  have  the  same 
characteristics  of  the  single  type.  They  are 
not  grouped  together,  and  they  usually  have 
normal  skin  dividing  them.  Both  the  single 
type  and  the  epidemic  type  are  painful,  so 
that  treatment  is  sought  within  two  or  three 
months  after  they  appear. 

The  most  persistent  wart  is  the  mosaic 
type  (Fig.  4)J  It  is  often  misdiagnosed  as  a 
common  caUus  because  of  the  hyperkeratosis 
over  it.  Little  or  no  pain  is  associated  with 
the  mosaic  wart  even  though  it  may  be  5 cm. 
or  more  in  diameter. 

Before  paring,  the  area  involved  has  a 
granular,  keratotic  surface.  This  lesion  may 
vary  in  size  from  a few  millimeters  to  over 
6 cm.  in  diameter.  After  paring,  small  warty 
cores,  1 to  3 mm.  in  diameter,  are  seen.  In 
the  larger  patches  these  cores  are  pressed 
together,  so  that  they  form  a mosaic  pattern. 
Each  core  contains  small  capUlaries  rising 
perpendicularly  to  the  surface.  As  the  mass 
grows,  its  border  becomes  irregular.  Small 
satellite  lesions  may  be  found  nearby.  Often 
there  are  concomitant  warts  about  the 
cuticles  of  the  finger  nails. 


FIGURE  5.  Plantar  radiodermatitis,  showing  scar- 
ring with  various-sized  blood  vessels. 


Occasionally  a wart  occurs  in  a com  on 
the  side  of  the  small  toe.  This  is  an  in- 
tensely painful  lesion.  After  paring,  the 
sharply  marginated  wart  with  typical  small 
blood  vessels  in  it  is  visible.  Occasionally, 
even  the  mosaic  wart  appears  in  a corn. 

Small  areas  of  plantar  radiodermatitis 
may  be  mistaken  for  a wart  (Fig.  5).  The 
area  is  scarred,  has  a diffuse  border,  and  con- 
tains desiccated  capillary  tips  of  varying 
size  which  may  or  may  not  be  perpendicular 
to  the  surface.  If  the  fat  pad  under  it  has 
been  destroyed,  there  is  often  pain. 

Summary 

The  identifying  characteristics  of  the 
common  hyperkeratotic  lesions  of  the  foot 
have  been  described,  so  that  proper  dif- 
ferential diagnosis  of  them  can  be  made.  It 
is  emphasized  that  effective  treatment  de- 
pends on  correct  diagnosis  and  the  scru- 
pulous avoidance  of  scarring  technics. 

57  West  57th  Street,  New  York  19 
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Chronic  Cough 
in  Children 


THE  MOST  COMMON  CAUSE  of  chronic  cough  in 
children  is  upper  respiratory  infection; 
other  causes  include  foreign  bodies,  allergy, 
tumors,  and  congenital  lesions  such  as  mal- 
formation of  the  nose  and  throat,  choanal 
atresia,  cysts  and  hemangioma  of  the  larynx, 
thyroglossal  cyst,  and  pressure  on  the  trachea 
and  esophagus  due  to  a vascular  ring.  Other 
possible  causes  include  pulmonary  abscess, 
tuberculosis  of  the  lungs  or  glands,  tumors  of 
the  bronchus,  cystic  fibrosis  of  the  pancreas, 
pertussis,  the  pneumonias,  pleurisy,  em- 
pyema, pneumothorax,  mediastinal  lesions, 
and  Boeck's  sarcoid.  Bronchoscopy  and  otl 
instillation  are  particularly  useful  aids  in 
making  a differential  diagnosis. 


DANIEL  C.  BAKER,  jR.,  M.D. 

New  York  City 

Clinical  Professor  of  Otolaryngology, 
College  of  Physicians  and  Surgeons 
of  Columbia  University,  and 
Attending  Otolaryngologist, 
Presbyterian  and  Babies  Hospitals 


Ghronic  cough  is  one  of  the  most  common 
symptoms  that  the  pediatrician  and  the 
otolaryngologist  have  to  deal  with.  It  may 
be  of  functional  origin,  or  it  may  be  a symp- 
tom of  serious  organic  disease.  It  is  pres- 
ent in  almost  every  case  of  upper  respira- 
tory infection.  Aside  from  infection,  there 
are  other  causes  of  chronic  cough.  A dif- 
ferential diagnosis  in  this  group  is  frequently 
difficult  because  the  etiologic  factor  is  ob- 
scured by  the  presence  of  secondary  infec- 
tion. 

If  a list  were  to  be  made  of  all  the  diseases 
in  which  chronic  cough  appears  as  a symp- 
tom, the  list  would  have  to  include  every 
affection  of  the  ear,  nose,  throat,  sinuses, 
larynx,  tracheobronchial  tree,  lungs,  and 
pleura  and  functional  disorders.  The  sub- 
ject is  very  broad,  and  although  the  manage- 
ment of  chronic  cough  usually  is  dealt  with 
successfully,  there  are  many  patients  in 
whom  the  symptom  offers  a real  challenge. 
A careful  history,  a physical  examination, 
and  laboratory  studies  are  indispensable. 
It  is  the  pm*pose  of  this  presentation  to  con- 
sider the  problem  from  the  standpoint  of  the 
otolaryngologist  and  bronchoscopist. 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Chest  Diseases,  May  16,  1962. 


Children  with  chronic  cough  usually  are 
seen  first  by  the  local  physician  or  pedi- 
atrician for  the  treatment  of  the  disease 
causing  the  symptom.  In  this  day  of  spe- 
cialization, the  symptom  may  develop  in 
children  who  make  regular  visits  to  the 
physician  or  to  weU-baby  and  other  special 
clinics.  Most  children  with  chronic  cough 
never  consult  the  otolaryngologist  directly. 
Usually  the  cause  of  the  symptom  is  recog- 
nized and  treated  successfully  by  the  pedi- 
atrician. 

In  many  instances  the  services  of  the 
otolaryngologist  are  required  for  a dif- 
ferential diagnosis  and  treatment  of  the 
cause  of  the  chronic  cough.  It  is  of  impor- 
tance for  the  ear,  nose,  and  throat  specialist, 
as  well  as  for  the  pediatrician  and  general 
practitioner,  to  be  familiar  with  all  phases  of 
the  problem.  The  failure  to  make  a com- 
plete study  of  children  with  chronic  cough 
usually  results  in  a late  diagnosis  which  may 
have  serious  consequences. 

Subacute,  chronic,  or  repeated  upper 
respiratory  infections  are  the  most  common 
cause  of  chronic  cough.  Congenital  lesions, 
foreign  bodies,  allergy,  and  tumors  are 
among  other  causes  of  this  symptom. 

Congenital  lesions 

Congenital  lesions,  including  malforma- 
tion of  the  nose  and  throat,  choanal  atresia, 
cysts  and  hemangioma  of  the  larynx,  thyro- 
glossal cyst,  and  pressure  on  the  trachea  and 
esophagus  due  to  a vascular  ring,  all  can 
cause  a chronic  cough. 
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In  infants  who  have  paroxysmal  cough 
with  stridor  and  perhaps  cyanosis,  a careful 
examination  should  be  made  for  congenital 
anomalies.  These  children  all  should  have  a 
complete  work-up,  including  a direct  ex- 
amination of  the  larynx,  trachea,  and 
bronchi  and  also  a tracheobronchogram  and 
an  esophagram.  Although  stridor  and  cough 
may  be  due  only  to  the  weakening  of  the 
laryngeal  cartilages,  such  as  is  seen  in  con- 
genital laryngeal  stridor,  vascular  anomalies 
definitely  have  to  be  considered.’  The 
surgical  management  of  congenital  cardiac 
and  vascular  anomalies  has  been  one  of  the 
most  striking  advances  of  recent  years. 
Children  who  were  once  doomed  to  die  or  to 
survive  as  invalids  now  are  restored  to 
health. 

The  differential  diagnosis  of  congenital 
anomalies  of  the  tracheobronchial  tree  is 
usually  simple  if  the  possibility  is  kept  in 
mind.  A tracheobronchogram  can  be  made 
in  a few  minutes  without  danger  to  the  pa- 
tient, providing  there  is  teamwork  on  the 
part  of  the  otolaryngologist  and  the  roent- 
genologist. The  method  which  is  employed 
consists  of  doing  a direct  laryngoscopy  on 
the  x-ray  table  and  instilling  3 to  5 cc.  of  oily 
propyliodine  (Dionosil)  into  the  trachea 
through  a laryngeal  cannula.  X-ray  pictures 
are  taken  immediately  in  anteroposterior 
and  lateral  views.  The  results  are  very  satis- 
factory; usually  the  trachea  and  both  large 
bronchi  are  well  outlined,  and  abnormalities 
are  visualized  easily.  If  the  films  show  an 
insufficient  amount  of  oil  in  the  tracheo- 
bronchial tree,  more  oil  is  instilled.  There 
have  been  no  unusual  reactions  from  this 
type  of  procedure.  The  information  which  is 
gained  is  indispensable  in  determining  the 
cause  of  chronic  cough  in  children. 

Infection 

In  practice,  it  is  infection  which  plays  the 
most  important  role  in  chronic  cough.  It  is 
weU  to  consider  the  clinical  anatomy  of  the 
nose  and  throat  in  infants  and  young  chil- 
dren. At  birth  the  maxillary  and  ethmoid 
sinuses  already  are  fairly  well  developed. 
After  the  first  year  of  life,  the  frontal  sinus 
can  be  demonstrated,  and  after  four  years 
of  life,  the  sphenoid  sinus  is  present  in  the 
sphenoid  bone.  The  presence  of  the  sinuses 
at  birth  means  that  sinusitis  can  develop  in 
the  very  small  child.  In  acute  respiratory 


infections  involving  the  nose  and  pharynx, 
the  entire  respiratory  tract  may  be  involved; 
we  recognize  acute  laryngotracheobronchitis 
as  a clinical  entity.  It  is  possible  in  chronic 
infection  of  the  nose,  sinuses,  and  pharynx  to 
have  also  an  associated  chronic  laryngitis 
and  chronic  tracheobronchitis.  Chronic 
cough  is  always  present  in  this  type  of  in- 
fection. 

The  prominence  of  lymphoid  tissue  in  the 
young  child  is  a very  important  factor  in  the 
development  and  chronicity  of  infection. 
Dming  the  first  few  years  of  life,  lymphoid 
tissue  is  at  its  greatest  degree  of  growth. 
This  growth  of  lymphoid  tissue  may  or  may 
not  represent  a response  to  local  infection. 
Waldeyer’s  ring,  which  includes  the  ade- 
noids, faucial  tonsils,  lingual  tonsils,  and 
lymphoid  deposits  in  the  mucous  membrane 
of  the  pharynx,  is  an  important  factor  in  the 
cause  of  chronic  cough.  The  fact  that  these 
structures  can  undergo  hypertrophy  either 
in  the  presence  or  in  the  absence  of  infection 
is  very  significant.  For  the  nose  and  throat 
to  function  properly,  it  is  necessary  that 
there  be  good  nasal  ventilation  and  drainage. 

Hypertrophied  adenoids  can  cause  marked 
nasal  obstruction  with  real  interference  in 
drainage  and  ventilation  of  the  nose.  We  are 
aU  familiar  with  the  child  who  is  a noisy 
breather,  with  his  mouth  wide  open,  and 
who  has  a persistent  nasal  discharge  from 
the  front  of  his  nose.  One  of  the  functions 
of  the  nose  is  to  supply  moisture  to  the  in- 
spired air;  to  do  this,  the  glands  of  the 
mucous  membrane  secrete  large  quantities 
of  mucus.  This  mucus  also  forms  a sheet 
over  the  mucous  membrane  of  the  nose  and 
helps  to  catch  foreign  particles  in  the  inspired 
air.  This  mucus  normally  gets  into  the 
nasopharynx  and  is  swallowed  or  spit  out. 
If  the  adenoids  obstruct  the  flow  of  mucus 
posteriorly,  the  mucus  has  to  get  out  in  some 
fashion,  and  it  eventually  finds  its  way 
anteriorly  through  the  anterior  nares  and 
over  the  front  of  the  upper  lip  and  face. 
The  obstruction  causes  a tendency  to  second- 
ary infection  in  the  nose  and  lower  respira- 
tory passages. 

There  is  a definite  relationship  between  the 
climate  and  respiratory  infection  in  chil- 
dren. Most  children  thrive  in  a warm  dry 
climate  and  usually  are  more  free  of  respira- 
tory symptoms  and  infection  than  their 
cousins  in  cold  and  humid  sections  of  the 
country.  In  the  early  faU,  with  a drop  in 
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temperature,  the  need  for  heating  the  home 
occurs,  and  the  use  of  extra  clothing  out- 
doors becomes  a necessity.  Heating  of  the 
home  seems  to  be  a definite  factor  in  the 
cause  of  respiratory  symptoms.  The  dryness 
of  the  air  in  some  types  of  home  heating 
brings  about  an  extra  burden  on  the  mucous 
membrane  of  the  nose  and  throat.  These 
symptoms  are  usually  blockage  and  crusting 
of  the  nasal  passages,  with  the  development 
of  a cough  or  frequently  a real  infection. 
Children  are  a problem  when  it  comes  to 
being  dressed  adequately.  The  change  of 
temperature  indoors  and  outdoors  requires 
a change  in  clothing.  If  the  body  is  allowed 
to  become  chiUed  or  if  undue  exposure  takes 
place,  respiratory  infection  with  subsequent 
symptoms  develops.  Very  often  these  symp- 
toms persist  imtil  late  spring  or  until  the 
weather  again  becomes  warmer  and  more 
equable. 

The  preschool  child  and  even  those  in  the 
lower  grades  seem  to  have  a continuous  cold, 
characterized  by  nasal  obstruction,  dis- 
charge, cough,  and  occasional  fever,  with  or 
without  a tendency  to  sore  throat  and 
cervical  adenitis.  It  is  important  to  in- 
vestigate the  nose,  sinuses,  and  nasopharynx 
in  these  children.  Sinusitis  can  be  treated 
satisfactorily  in  children.  Normal  saline 
nose  drops,  with  or  without  vasoconstrictors, 
and  specific  antibacterial  agents  are  helpful. 
Nasal  irrigation  with  normal  saline  or  Proetz 
displacement  therapy  is  easy  to  perform  on 
the  small  child,  providing  that  his  confidence 
can  be  gained.  In  the  presence  of  chronic 
respiratory  infection,  the  nose  and  throat 
always  should  be  put  into  as  healthy  a con- 
dition as  is  possible. 

In  the  preceding  paragraphs,  nose  and 
throat  conditions  which  cause  cough  were 
considered.  A definite  plan  of  therapy  is 
possible  because  the  diseased  condition  is 
recognized  readily.  Other  affections  of  the 
respiratory  tract  may  offer  a greater  problem 
in  diagnosis  and  treatment. 

Allergy 

AUergy  of  the  respiratory  tract  is  a fairly 
common  condition  in  children,  and  again 
chronic  cough  may  be  a constant  symptom 
of  allergy.  A complete  history  and  careful 
examination  are  necessary  to  make  an  early 
diagnosis.  The  rhinologist  usually  is  able 
to  demonstrate  allergic  changes  in  the  nasal 


mucosa  and  secretions.  The  nasal  obstruc- 
tion which  occurs  in  allergy  may  be  difficult 
to  distinguish  from  that  caused  by  hyper- 
trophied adenoids.  Very  often  allergic  dis- 
turbances of  the  respiratory  tract  are  as- 
sociated with  infection,  and  the  allergy  may 
be  due  to  infection.  In  addition  to  skin 
studies,  routine  cultures  and  sensitivity 
studies  are  made  of  nose  and  throat  secre- 
tions. Bronchial  asthma  usually  offers  no 
problem  in  diagnosis.  If  the  symptoms  of 
wheeze  and  chronic  cough  are  the  outstand- 
ing findings  and  are  not  controlled,  bron- 
choscopy may  be  indicated.  One  child  of 
three  years  of  age  had  been  treated  for 
asthma  for  a period  of  a year.  He  failed  to 
show  improvement  on  an  allergic  regimen. 
A bronchoscopy  was  performed,  and  a water- 
melon seed  causing  partial  obstruction  was 
removed  from  his  right  main  bronchus. 
Bronchoscopy  may  be  of  value  in  the  severe 
case  of  bronchial  asthma.  When  it  is  per- 
formed in  conjunction  with  deep  ether  anes- 
thesia, frequently  it  will  break  up  an  attack 
and  give  relief  for  several  months. 

Bronchoscopy  and  oil  instillation 

Chronic  tracheobronchitis  usually  is  as- 
sociated with  chronic  rhinitis  and  sinusitis. 
The  cause  of  the  condition  should  be  sought 
in  the  nose  and  throat,  and  every  effort 
should  be  made  to  put  the  nose  and  throat 
into  a healthy  condition.  Differential 
diagnoses  of  diseases  of  the  trachea,  bronchi, 
and  lungs  usually  require  special  studies,  in- 
cluding bronchoscopy  and  bronchography. 
All  children  with  chronic  cough  should  be 
subjected  to  these  studies  if  difficulty  is  en- 
countered in  making  an  accurate  diagnosis. 
The  information  which  is  obtained  at 
bronchoscopy  may  be  of  real  diagnostic 
value.  One  child  of  six  years  of  age  had 
chronic  cough  and  repeated  attacks  of  right 
lower  lobe  pneumonia  over  a period  of  a 
year.  At  bronchoscopy,  inflammation  and 
purulent  exudate  were  found  in  the  right 
lower  lobe  bronchus.  Oil  studies  showed  the 
presence  of  bronchiectasis  in  the  right  lower 
lobe.  The  right  lower  lobe  was  removed 
surgically  witb  an  excellent  result.  Another 
child,  five  years  of  age,  gave  a history  of 
chronic  cough,  hemoptysis,  and  repeated  at- 
tacks of  pneumonia  involving  the  left  upper 
lobe.  At  bronchoscopy,  considerable  granu- 
lation tissue  and  purulent  exudate  were 
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found  in  the  left  upper  lobe  bronchus. 
After  the  granulation  tissue  was  removed,  a 
foreign  body  was  encountered,  and  this 
turned  out  to  be  a pine  needle  which  the 
child  had  aspirated  on  a preceding  Christ- 
mas. Follow-up  studies,  including  oil  in- 
stillation, showed  a bronchiectasis  in  the 
lingula  of  the  left  upper  lobe.  This  was  re- 
moved surgically  with  a good  result. 

The  diagnosis  of  bronchiectasis  is  readily 
made  by  bronchoscopy  and  oil  instillation. 
Many  cases  of  atelectasis,  particularly  if  the 
atelectasis  is  of  long  standing,  result  in 
bronchiectasis.  Early  bronchoscopy  should 
always  be  performed  in  such  instances. 

The  instillation  of  a radiopaque  substance 
in  children  may  offer  a problem  to  the 
physician.  In  infants,  the  procedure  is  car- 
ried out  on  the  x-ray  table.  A direct  laryn- 
goscopy, without  anesthesia,  is  performed, 
and  approximately  5 cc.  of  oily  propyliodine 
are  instilled  into  the  trachea  through  a 
laryngeal  cannula.  X-ray  pictures  are  made 
and  developed  immediately.  Frequently,  the 
major  portion  of  the  tracheobronchial  tree  is 
outlined.  If  not  enough  oil  is  present,  more 
is  introduced  immediately,  and  further  films 
are  taken.  This  procedure  has  been  found  to 
be  safe,  and  no  complications  have  resulted 
from  its  use. 

A bronchogram  is  so  important  that 
general  anesthesia  may  be  necessary  to  ac- 
complish the  desired  result.  In  older  chil- 
dren the  opaque  material  may  be  instilled 
by  catheter  or  by  means  of  a bronchoscope 
under  fluoroscopic  guidance. 

Other  causes  of  chronic  cough 

Pulmonary  abscess  in  children  is  not  seen 
as  frequently  by  the  bronchoscopist  as  in 
former  days.  The  condition  stiU  occurs,  but 
chemotherapy  and  antibiotics  usually  effect 
a cure.  If  the  condition  stiU  persists,  a 
bronchoscopy  should  be  performed.  The 
abscess  may  be  secondary  to  a bronchial  ob- 
struction. 

Tuberculosis  of  the  lungs  or  glands  is  not 
an  uncommon  cause  of  chronic  cough.  It 
should  always  be  kept  in  mind  in  patients 
with  this  symptom.  Routine  tuberculin 
tests  and  x-ray  examination  of  the  chest  are 
a very  valuable  aid  in  the  detection  of  tuber- 
culosis. The  bronchoscopist  occasionally  is 
called  on  to  examine  cases  in  which  the 
diagnosis  may  be  in  doubt  or  in  which  there 


is  obstruction  somewhere  in  the  tracheo- 
bronchial tree.  Compression  stenosis  of  the 
lower  air  passages  can  be  caused  by  enlarged 
lymph  nodes  which  may  be  of  tuberculous 
origin.  Actual  ulceration  is  sometimes 
present. 

Tumors  of  the  bronchus  can  be  a cause 
of  chronic  cough.  One  child  of  ten  years  of 
age  had  repeated  attacks  of  bronchitis  and 
pneumonia  in  the  left  lower  lobe.  These  at- 
tacks occurred  over  a period  of  a year.  A |j 
bronchoscopy  was  performed,  and  a rounded  ! 
glandular  tumor  was  found  in  the  left  lower  I 
lobe  bronchus.  The  pathologic  report  of 
the  lesion  was  adenoma  of  the  bronchus. 
There  was  bronchiectasis  distal  to  the  tumor, 
and  the  left  lower  lobe  was  resected.  The 
child  made  an  uneventful  recovery  and  has 
remained  well. 

A congenital  disease  which  frequently  is 
the  cause  of  pulmonary  infection  is  muco- 
viscidosis or  cystic  fibrosis  of  the  pancreas. 
This  disease  is  congenital  and  familial  and  is 
characterized  by  a defect  in  the  secretory 
glands  of  the  mucus-producing  organs. 
Among  other  signs  and  symptoms,  the 
children  are  apt  to  develop  repeated  upper 
respiratory  infections,  chronic  bronchitis,  j 
bronchiectasis,  and  bronchopneumonia.  | 
The  pulmonary  lesion  usually  begins  after  | 
birth  and  is  primarily  the  result  of  nutri-  , 
tional  deficiency  and  the  thick  viscid  secre-  I 
tions.  Occasionally,  the  respiratory  symp-  j 
toms  dominate  the  clinical  picture.  Chronic  j 
cough  is  usually  a constant  symptom  of  the  I 
disease.  i 

A differential  diagnosis  is  readily  possible 
if  the  disease  is  kept  in  mind.  The  sweat 
test  should  be  carried  out  in  every  child  with 
chronic  pulmonary  disease.'*’®  An  x-ray 
study  may  be  reported  as  showing  negative 
findings  or  may  show  mottling  of  the  lung 
fields,  infiltration,  localized  atelectasis,  or 
emphysema.  The  bronchoscopist  usually  is 
called  on  to  examine  these  children.  The 
bronchoscopic  findings  are  characteristic. 
Usually  there  is  marked  thickening  of  the 
tracheobronchial  mucosa  with  widening  of 
the  bronchial  spurs.  The  secretions  are  very 
thick,  tenacious,  and  creamy  white  in  color. 
Occasionally,  the  secretions  are  blood-tinged. 
The  consistency  is  such  that  they  are  aspi- 
rated with  great  difficulty.  If  drugs  such  as 
atropine  or  scopolamine  are  given  preoper- 
atively,  the  drying  effect  of  the  drugs  may 
render  the  secretions  so  thick  that  respira- 
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tory  obstruction  may  take  place.  Bron- 
choscopic  aspiration  usually  brings  about 
symptomatic  improvement,  but  it  is  not  of 
lasting  benefit. 

The  prognosis  of  the  cystic  fibrosis  of  the 
pancreas  with  associated  pulmonary  infec- 
tion has  improved.  With  better  manage- 
ment of  the  nutritional  disorder,  these  chil- 
dren grow  into  adults.  Many  continue  to 
have  pulmonary  insufficiency.  It  has  been 
learned  that  surgical  interference,  either  on 
the  nose  or  sinuses,  or  on  the  lung,  should 
not  be  carried  out  unless  it  is  absolutely 
necessary. 

The  diagnosis  of  pertussis  may  offer  some 
problem  and  should  be  ruled  out  in  every 
case  of  chronic  paroxysmal  coughing  before 
the  patient  is  seen  by  the  otolaryngologist 
and  bronchoscopist.  Patients  with  whoop- 
ing cough  have  undergone  bronchoscopy 
without  harmful  results.  The  procedure  is 
of  no  value  in  this  disease. 

The  pneumonias,  pleurisy,  empyema, 
pneumothorax,  mediastinal  lesions,  and 
Boeck’s  sarcoid,  aU  must  be  considered  in  dif- 
ferential diagnosis  in  patients  with  chronic 
cough.  A careful  history  and  a complete 
work-up  are  essential  in  every  case. 

There  are  instances  in  which  chronic  cough 
is  present  and  no  diagnosis  can  be  made  in 
spite  of  a thorough  work-up.  Some  of  these 
patients  are  psychosomatic  problems. 
Others  may  have  the  symptom  of  cough  or 
clearing  of  the  throat  from  habit.  The 
diagnosis  of  psychosomatic  disease  and 
habit  should  never  be  made  until  all  other 
conditions  have  been  excluded. 

Disease  of  the  esophagus  can  cause  chronic 
cough.  When  esophageal  obstruction  is 
present,  food  and  saliva  may  spill  over  and 


may  be  aspirated  into  the  tracheobronchial 
tree.  Acute  and  chronic  infection  may  re- 
sult. Tracheobronchial  fistula  is  also  a pos- 
sibility in  chronic  cough. 

Summary 

A group  of  conditions  which  can  cause  the 
symptom  of  chronic  cough  has  been  dis- 
cussed. The  list  is  not  complete,  but  it  does 
suffice  to  show  the  problem  and  what  is 
necessary  to  arrive  at  a proper  diagnosis 
and  treatment  of  the  underlying  condition. 

Chronic  cough  is  a common  symptom  of 
many  affections  of  the  nose,  throat,  sinuses, 
larynx,  trachea,  and  bronchi.  The  oto- 
laryngologist and  bronchoscopist  should 
have  a thorough  understanding  of  the 
diseases  which  cause  chronic  cough  in  chil- 
dren. The  pediatrician  should  be  aware  of 
the  aids  to  diagnosis  and  treatment  which 
can  be  given  by  the  otolaryngologist  and 
bronchoscopist.  Patients  with  chronic 
cough,  regardless  of  the  cause,  usually  can  be 
treated  with  success. 

903  Park  Avenue,  New  York  21 
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Conducted  by  VICTOR  TCHERTKOFF,  M.D. 
Discussed  by  MARK  TOBIN,  M.D. 


Hepatosplenomegaly 


Case  history 

Richard  Mahler,  M.D.:*  This  was 
the  second  Metropolitan  Hospital  admission 
of  a fifty -ye£u--old  Puerto  Rican  female  who 
entered  because  of  a mass  in  the  abdomen. 

On  her  first  admission  two  years  pre- 
viously this  woman  entered  the  hospital 
because  of  generalized  abdominal  pain  and 
malaise  of  twenty-four  hours  duration. 
This  pain  was  diffuse  but  not  severe.  She 
had  been  taking  35  to  40  units  of  NPH 
insulin  for  many  years.  However,  she 
had  not  taken  any  insulin  in  the  four  days 
previous  to  admission  because  she  had 
nm  out  of  it  and  did  not  feel  well.  Physical 
examination  revealed  a fifty -year-old,  obese, 
well-developed,  well-nourished  female  who 
did  not  look  acutely  or  chronically  ill. 

The  skin  was  dry,  smooth,  and  had  good 
turgor.  The  skin  under  the  breast  was 
scaly  and  dry.  Some  sUver  wire  effects 
were  noticed  in  the  ocular  fundi.  The 
abdominal  findings  were  unremarkable. 

The  temperature  was  100  F.,  the  pulse 
was  90,  and  the  respirations  22.  The  blood 
pressure  was  100  systolic  and  70  diastolic. 

The  urine  gave  a trace-positive  test  result 
for  albumin  and  a 4 plus  test  for  acetone 
and  sugar,  and  the  sediment  showed  a rare 
white  ceU  and  a rare  red  ceU  with  occasional 
squamous  cells.  Examination  of  the  blood 
revealed  a hemoglobin  of  14.7  Gm.  per  100 
ml.  and  a white  cell  count  of  26,600  with 
53  per  cent  neutrophils,  45  segmented  and 
8 bandforms,  44  per  cent  lymphocytes, 
and  3 eosinophils.  The  blood  urea  nitrogen 
was  17  mg.  per  100  ml.  and  the  glucose 
320  mg.  per  100  ml.  The  sodium  was  135 

* Senior  Resident  in  Medicine,  Metropolitan  Hospital. 


mEq.,  potassium  4.8  mEq.,  and  chloride  i 
110  mEq.  per  100  ml.  The  carbon  dioxide 
combining  power  was  44  volumes  per  100 
ml.  j 

The  patient  was  treated  with  fluids  and  I 
insulin  and  discharged  five  days  later  to  be  ^ 
followed  in  the  medical  clinic. 

The  patient  was  referred  by  her  doctor 
for  her  present  admission  because  of  a mass  • 
which  he  had  palpated  in  the  abdomen.  She  | 
denied  vomiting,  hematemesis,  malaise,  1 
jaundice,  and  food  intolerance.  There  * 
was  pain  in  the  left  upper  quadrant  of  the  ! 
abdomen  which  was  intensified  by  palpation 
in  the  area.  There  was  a 36-pound  weight  ij 
loss  in  the  past  six  months,  her  weight  fall- 
ing  from  176  to  140  poimds.  The  patient  '1 
also  complained  of  intermittent  constipation.  i 
She  gave  a history  of  a previous  abdominal  i 
operation  many  years  ago,  but  the  exact 
nature  was  undetermined.  She  denied 
renal  disease,  allergies,  smoking,  or  alcohohc 
intake.  She  had  had  two  normal  deUveries. 

Physical  examination  revealed  an  obese 
fifty-ye£U‘-old  Puerto  Rican  female  in  no 
acute  distress.  There  was  a firm  tender 
mass  in  the  left  upper  quadrant  of  the 
abdomen  extending  3 fingers  below  the  left 
costal  margin  in  the  midclavicular  line. 
There  was  slight  tenderness  to  deep  palpa- 
tion in  the  left  lower  quadrant  of  the  ab- 
domen. There  was  a 4-inch  vertical  supra- 
umbilical  scar.  One  observer  felt  that  the 
Uver  was  enlarged  3 cm.  below  the  right 
costal  margin.  Rectal  and  vaginal  examina- 
tions produced  negative  findings. 

The  temperature  was  99  F.,  respirations 
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20,  pulse  88,  and  blood  pressure  120  systolic 
and  70  diastolic. 

The  urine  was  normal  with  the  exception 
of  one  to  two  hyaline  casts  in  the  sediment. 
The  hemoglobin  was  12  Gm.  per  100  ml.; 
the  hematocrit  33;  the  white  blood  cell 
count  5,500  with  56  per  cent  neutrophils, 
39  per  cent  lymphocytes,  and  5 per  cent 
eosinophils;  and  the  platelet  count  was 
124,000.  The  fasting  blood  sugar  was  100 
mg.,  serum  bilirubin  0.24  mg.,  and  the 
total  protein  was  8.8  Gm.  per  100  ml.,  with 
3.4  Gm.  albumin  and  5.4  Gm.  globulin. 
The  thymol  turbidity  was  0.7  units  and  the 
cephalin  flocculation  2 plus.  Stools  were 
negative  for  occult  blood  except  for  a trace 
in  one  specimen.  An  electrocardiogram 
showed  normal  findings. 

X-ray  films  of  the  chest  were  interpreted 
as  showing  minimal  healed  fibrocalcific 
tuberculosis  at  the  right  apex.  A gallbladder 
series  showed  normal  function  and  no 
calculi.  An  upper  gastrointestinal  series 
showed  a diverticulum  in  the  distal  third 
of  the  esophagus.  A barium  enculade 
showed  that  the  splenic  flexure  was  dis- 
placed medially;  the  displacement  was 
attributed  by  the  roentgenologist  to  a 
congenital  abnormality,  and  he  stated 
that  the  spleen  was  not  enlarged.  There 
was  no  intrinsic  lesion  in  the  colon. 

Following  these  studies,  a Coombs  test, 
a sickle  cell  preparation,  and  a Sia  test  all 
showed  negative  findings.  Aspiration  of  the 
bone  marrow  revealed  normal  ceUularity 
and  distribution  of  myeloid  elements.  On 
the  twenty-sixth  hospital  day  an  operation 
was  performed. 


Discussion 

Mark  Tobin,  M.D.:*  I think  it  might 
be  helpful  if  we  looked  at  the  x-ray  films 
first. 

Otto  Deutschberger,  M.D.rf  The 
chest  x-ray  film  shows  several  fibrocalcific 
foci  in  the  right  apex  and  infraclavicular 
region  consistent  with  arrested  pulmonary 
tuberculosis.  The  hilar  shadows  are  not 
enlarged,  and  I can  see  no  evidence  of  hilar 
lymphadenopathy.  The  remainder  of  the 
lung  field  is  clear,  and  the  costophrenic 

* Instructor  in  Medicine,  New  York  Medical  College, 
Metropolitan  Hospital. 
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angles  are  sharply  defined.  Radiologic 
examination  of  the  abdomen  shows  a large 
soft  tissue  mass  in  the  left  hypochondrium 
which  I take  to  be  an  enlarged  spleen  be- 
cause of  its  sharp  definition,  its  indentation, 
and  the  way  in  which  it  extends  over  into 
the  left  lumbar  area.  There  is  no  calcifica- 
tion in  this  spleen.  A barium  enculade 
shows  the  splenic  flexure  to  be  displaced 
medially  and  downward,  typical  of  spleno- 
megaly. An  upper  gastrointestinal  series 
shows  that  the  stomach  is  displaced  to  the 
right,  also  an  effect  of  the  enlarged  spleen. 

Sheldon  Rothenberg,  M.D.:  Couldn’t 

the  mass  be  the  left  kidney?  Why  wasn’t 
an  intravenous  pyelogram  done? 

Dr.  Deutschberger:  You  can  see  the 

outline  of  the  left  kidney  quite  clearly  with 
the  shadow  of  the  enlarged  spleen  super- 
imposed over  most  of  it. 

An  intravenous  pyelogram  might  have 
told  us  whether  or  not  the  renal  pelvis  or 
ureter  was  displaced;  very  rarely  a large 
intraperitoneal  mass  may  displace  a retro- 
peritoneal structure,  but  I don’t  think  it 
would  give  us  useful  information  in  this 
case.  A suprarenal  tumor,  of  course,  can 
be  ruled  out  by  the  location  of  the  mass. 
It  is  much  too  far  lateral  to  be  anything 
but  spleen. 

Victor  Tchertkoff,  M.D.:**  In  all 
fairness  to  the  surgeon  who  operated  on 
this  patient,  it  should  be  pointed  out  that 
the  original  x-ray  report  denied  any  splenic 
enlargement. 

Dr.  Tobin:  Does  the  pancreas  appear 

normal? 

Dr.  Deutschberger:  The  pancreas 

invariably  is  not  demonstrated  unless  it  is 
immediately  involved  in  the  tumor  or  there 
is  pancreatitis  with  calcification,  but  we 
had  no  such  evidence  at  this  time.  We 
would  be  unable  to  demonstrate  small 
enlargement  unless  it  is  in  the  head  of  the 
pancreas  where  you  see  displacement  of  the 
duodenal  sweep. 

Dr.  Tobin:  In  summary,  we  have  a 

fifty-year-old  woman  who  was  admitted 
to  the  hospital  with  very  little  in  the  way 
of  systemic  complaints  but  who  had  marked 
weight  loss  in  the  six  months  prior  to  her 
admission.  On  physical  examination  the 
pertinent  features  were  a large  spleen,  proba- 
ble hepatomegaly,  but  no  other  significant 

**  Pathologist,  Metropolitan  Hospital;  Assistant  Professor 
of  Pathology/ New  York  Medical  College. 
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findings.  The  laboratory  helps  us  very 
little,  reveahng  only  thrombocytopenia  and 
mild  anemia  and  a bone  marrow  consistent 
with  the  hypersplenism  for  that  matter. 
We  have  very  little  information  on  which 
to  build  a solid  foundation. 

I will  approach  this  as  a problem  in 
hepatosplenomegaly,  and  I am  not  sure 
what  diagnosis  I will  offer  at  the  end.  Let 
us  go  through  some  of  the  possible  causes 
of  this  particular  situation  and  try  to 
eliminate  the  least  likely  and  guess  at 
one  of  the  more  likely.  I am  not  quite  sure 
why  surgery  was  undertaken  in  this  patient 
at  this  particular  time.  I would  have 
thought  that  there  were  certain  maneuvers 
that  one  might  resort  to  before  surgery 
which  I take  in  this  case  was  an  exploratory 
laparotomy.  A needle  biopsy  of  the  liver, 
for  example,  might  have  yielded  an  anatomic 
diagnosis. 

Could  she  have  a so-called  mesenchymal 
or  systemic  type  of  disease  or  collagen 
disorder?  Felty’s  syndrome  is  character- 
ized by  a large  spleen,  but  this  patient 
has  none  of  the  other  features  of  the  disease, 
specifically  no  neutropenia  and  no  arthritis. 

The  most  frequent  cause  of  hepatospleno- 
megaly is  cirrhosis  or  one  of  the  variants 
of  cirrhosis.  Could  this  patient  have 
Laennec’s  cirrhosis?  This  is  a possibility, 
but  there  is  very  little  information  to 
substantiate  or  refute  it.  We  have  some 
abnormalities  in  serum  protein,  but  this 
marked  weight  loss,  if  correct,  would  argue 
against  cirrhosis  in  the  absence  of  any  other 
complication,  such  as  ascites,  jaundice, 
or  anorexia.  If  we  accept  the  statement 
concerning  her  weight  loss  as  valid,  then 
it  is  quite  difficult  to  accept  Laennec’s 
cirrhosis  or  postnecrotic  cirrhosis  or  any 
of  the  cirrhotic  states  as  being  a cause  of 
her  illness.  Could  she  have  a parasitic 
type  of  cirrhosis?  This  woman  comes  from 
Puerto  Rico,  and  schistosomiasis  is  a disease 
one  should  consider. 

A rectal  biopsy  would  have  been  useful 
in  ruling  in  or  out  schistosomiasis.  She 
does  have  some  eosinophilia,  and  all  we 
can  say  at  this  particular  juncture  is  that 
this  is  one  of  the  possible  diagnoses,  although 
not  a likely  one.  Could  she  have  had 
anicteric  hepatitis  at  the  time  she  was  seen? 
This  would  seem  rather  unlikely  since  she 
was  not  sick  enough  at  that  time.  I believe 
the  disease  period  was  too  lengthy  and  the 
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symptoms  were  too  mild;  moreover,  the 
normal  results  of  the  flocculation  tests 
militate  against  this  diagnosis.  There  is 
no  history  of  cardiac  failure  in  this  patient  | 
so  that  hepatosplenomegaly  based  on  back- 
ward failure  would  seem  to  be  very  im- 1 
probable.  ■ 

At  this  point  I think  that  cirrhosis  is  not! 
likely  to  be  the  primary  mechanism  here: 
for  the  hepatosplenomegaly.  Could  she! 
have  lupus  or  a variant,  such  as  lupoid  i 
hepatitis?  Once  again  we  have  very  httlel 
evidence.  She  has  no  particularly  noticeable! 
leukopenia.  There  is  no  history  of  joint 
pains  or  fever.  On  the  basis  of  the  informa- [ 
tion  we  are  given  I think  we  must  say  that  I 
she  does  not  have  lupus  hepatitis  or  one  of  the  | 
other  collagen  diseases. 

Could  she  have  sarcoidosis?  This  is| 
always  a strong  possibility  in  such  a pa-| 
tient.  The  relatively  normal  findings  on  the> 
chest  roentgenogram  argue  somewhat  I 
against  sarcoidosis,  but  I think  that  a liveij 
biopsy  might  have  been  helpful.  A tuber  i 
culin  test  would  have  been  most  helpfuj 
as  well  as  evaluation  of  serum  calcium  anc| 
proteins  by  electrophoresis.  Tuberculosifj 
certainly  can  imitate  practically  any  situa  | 
tion,  and  miliary  tuberculosis  of  the  spleeri 
and  liver  has  been  described.  However 

I 

these  patients  usually  are  sicker  and  havu 
a fever,  and  it  would  be  most  unlikely  thaij 
she  had  miliary  tuberculosis. 

Could  she  have  an  infiltrative  disorder'! 
Hodgkins’s  disease  certainly  can  show  signs, 
of  hepatosplenomegaly,  and  one  may  fine  I 
no  evidence  of  peripheral  lymph  nod<  I 
enlargement.  However,  an  inferior  vene  ' 
cavagram  or  an  intravenous  pyelogram  ma} 
give  evidence  of  tumor  masses  or  lym 
phadenopathy.  It  would  be  helpful  to  ques 
tion  this  patient  directly  as  to  whether  or  no  : 
she  had  night  sweats  or  fever.  Did  she  hav<  1 
any  intolerance  to  alcohol?  Her  periphera  ' 
blood  count  argues  somewhat  agains 
Hodgkin’s  disease  in  that  she  has  a mod 
erately  elevated  lymphocyte  count.  In  thi 
majority  of  cases  of  Hodgkin’s  disease  thi 
lymphocyte  counts  are  low.  Could  sh' 
have  lymphosarcoma  with  involvement  o 
the  spleen  and  liver?  Again  the  same  argu 
ments  hold,  namely,  that  there  were  n< 
systemic  complaints  except  for  the  weigh 
loss.  The  bone  marrow  showed  no  evideno 
of  lymphosarcoma,  but  this  in  no  way  rule 
out  the  possibility. 

, 1963 

ii 


Could  she  have  amyloidosis?  This  pecul- 
iar disorder  characteristically  has  hepa- 
tosplenomegaly  and  must  be  considered  in 
any  chronically  ill  patient.  She  has  weight 
loss,  but  she  has  no  primary  disorder  which 
would  give  rise  to  secondary  amyloidosis. 
Rectal  biopsy  has  been  shown  to  have  a 
high  yield  in  establishing  a diagnosis  of 
amyloid.  Furthermore,  she  has  no  evidence 
of  renal  involvement  of  any  degree,  and 
I think  that  this  would  militate  somewhat 
against  amyloidosis.  In  addition  to  biopsy 
studies,  binding  features  of  certain  dyes, 
such  as  Congo  red  or  Evans  blue,  would 
be  helpful  in  ruling  in  or  out  amyloid. 
Another  infiltrative  disorder  of  the  spleen 
and  liver  that  one  should  consider  is  Gau- 
cher’s disease.  Her  bone  marrow  showed  no 
evidence  of  Gaucher  cells. 

Characteristically,  adults  who  have 
Gaucher’s  disease  will  have  other  com- 
plaints. Vague  pains  in  the  knees  are  a 
frequent  complaint.  Nonspecific  abdominal 
pains  are  also  common  in  adult  Gaucher’s 
disease,  and  many  such  patients  have  been 
subjected  to  elaborate  clinical  investigations 
prior  to  diagnosis.  One  may  not  find 
Gaucher’s  cells  in  the  bone  marrow,  and 
yet  they  may  be  found  in  the  spleen  or 
in  the  liver,  but  the  old  familiar  refrain 
that  we  just  have  not  enough  evidence  to 
make  the  diagnosis  of  Gaucher’s  disease 
must  be  chanted. 

We  also  have  to  consider  primary  tumors 
of  the  spleen.  These  are  relatively  rare, 
but  I have  seen  one  cavernous,  sinusoidal 
sarcoma  of  the  spleen  with  metastasis  to 
the  liver.  Pericytoma  of  the  spleen  is 
another  primary  tumor  that  one  might 
consider.  A feature  that  possibly  argues 
for  a primary  splenic  tumor  is  pain.  There 
are  very  few  situations  giving  rise  to  pain 
in  the  spleen.  Splenic  infarct  is  one,  and 
enleirging  spleen  due  to  tumor  is  another. 
One  more  exotic  cause  of  hepatospleno- 
megaly  that  one  might  consider  is  a Webster- 
Osler-Rendu  syndrome,  or  hereditary  hemor- 
rhagic telangiectasia.  These  patients  may 
have  evidence  of  angiomas  of  the  spleen 
and  angiomas  of  the  liver.  One  often  hears 
a bruit  on  auscultation  over  the  liver  or 
spleen,  and  auscultation  should  be  a part 
of  the  routine  physical  examination  in  a 
patient  who  demonstrated  either  spleno- 
megaly or  hepatomegaly.  We  have  no 
evidence  in  this  patient  of  previous  bleeding. 


There  is  no  description  of  telangiectasia 
of  mucous  membranes  or  angiomas  of  nail 
beds  which  would  be  useful  in  making  the 
diagnosis  of  hereditary  hemorrhagic  tel- 
angiectasia. 

Finally,  I think  that  the  other  vascular 
infiltrative  diseases  we  might  think  about 
are  the  so-called  diseases  of  phakomatosis. 
These  are  the  vascular  congenital  syndromes 
into  which  Recklinghausen’s  disease  and 
the  Lindau-von  Hippel  and  Sturge- Weber 
syndromes  have  been  classified.  These 
patients  may  have  enlargements  of  the 
spleen  and  fiver  not  due  to  vascular  involve- 
ment but  rather  due  to  some  other  develop- 
mental defect,  usually  in  the  mesoderm. 
We  have  no  evidence  of  any  vascular 
anomalies  on  the  skin,  no  descriptions  of 
what  palpation  of  the  skin  revealed  that 
would  implicate  Recklinghausen’s  disease, 
and  I think  we  only  have  to  mention  this 
for  the  sake  of  completeness. 

The  final  diagnosis  that  we  might  consider 
here  is  carcinoma  somewhere  else  in  the  body 
with  involvement  of  the  fiver  and  spleen. 
Palpable  metastases  to  the  spleen,  of  course, 
are  unusual,  although  microscopic  metas- 
tases are  not  at  aU  infrequent.  Metastasis 
to  the  fiver  probably  occurs  in  somewhere 
around  60  per  cent  or  more  of  abdominal 
neoplasms.  In  attempting  to  tie  this  to- 
gether, one  can  make  a plausible  story  for 
carcinoma  of  the  body  or  tail  of  the  pancreas. 
The  patient  has  a history  of  diabetes, 
entering  with  a marked  weight  loss  over  a 
six-month  period  with  no  other  symptom- 
atology. A majority  of  patients  with 
carcinoma  of  the  body  and  tail  of  the 
pancreas  present  this  as  their  primary 
complaint  before  they  have  evidence  of 
pain,  jaundice,  or  mental  disturbance.  The 
spleen  is  palpable  in  approximately  3.5 
to  4 per  cent  of  cases  of  carcinoma  of  the 
pancreas.  Splenomegaly  is  usually  at- 
tributed to  involvement  of  the  portal  vein, 
and  ascites  is  often  found  in  these  cases. 
We  have  no  evidences  of  ascites  either  on 
the  flat  film  of  the  abdomen  or  on  physical 
examination.  Nonetheless,  this  is  a unitary 
diagnosis  and  a very  tempting  one.  I will 
present  this  as  my  primary  diagnosis. 

William  McKinnon,  M.D.:  There  was 

a great  deal  of  disagreement  as  to  whether 
or  not  this  woman  should  be  operated  on. 
In  all  honesty,  I must  say  that  I did  not 
want  her  to  be  operated  on  because  I did 


May  15,  1963  / New  York  State  Journal  of  Medicine  1543 


FIGURE  1.  Spleen  weighed  720  Gm.,  and  its  sur- 
face was  studded  with  soft  whitish  nodules.  On 
section  the  parenchyma  was  replaced  by  many  dis- 
crete tubercles  without  evidence  of  necrosis. 


not  think  that  we  had  any  reason  to  at  that 
time.  Dr.  Tobin  has  been  very  gentle  with 
us.  He  was  correct  in  inferring  that  the 
operation  was  an  exploratory  laparotomy. 
The  reasoning  of  the  surgical  staff  was  that 
this  patient  did  have  symptoms,  had  lost 
weight,  and  had  an  abdominal  mass.  There 
is  a generalization  in  surgery  that  an  ab- 
dominal mass  should  be  explained,  if  nec- 
essary, by  laparotomy.  I think  that  the 
decision  for  operation  in  hepatosplenomegaly 
or  hypersplenism  properly  belongs  to  the 
hematologists.  This  is  the  one  instance 
where  we  are  really  the  handmaidens  to  the 
internists. 

Clinical  diagnosis 

Hepatosplenomegaly  of  undetermined  cause 

Dr.  Tobin’s  diagnosis 

Carcinoma  of  the  body  or  tail  of  the  pancreas 
with  invasion  of  the  splenic  vein 

Pathologic  report 

Dr.  Tchertkoff:  At  laparotomy  it 

was  readily  apparent  that  the  liver  was 
moderately  enlarged  and  the  spleen  greatly 
enlarged.  The  surface  of  the  liver  was 
studded  with  small,  whitish,  circumscribed, 
opalescent  areas.  These  foci  were  not 
raised  above  the  surface;  if  anything,  they 
were  depressed.  A wedge  of  liver  was  re- 
moved, and  frozen  section  revealed  a gran- 
ulomatous process.  The  granulomas  were 
not  caseous,  but  beyond  that  a frozen 


section  cannot  specify  further.  Splenectomy 
was  performed.  The  spleen  weighed  720 
Gm.,  and  its  surface  was  likewise  studded 
with  numerous  small,  whitish  nodules, 
varying  from  0.5  to  2 cm.  in  size  (Fig.  1). 
Permanent  sections  of  both  the  liver  and 
spleen  revealed  replacement  of  parenchyma 
by  discrete,  noncaseating  granulomas  com- 
posed of  epithelioid  cells  and  an  admixture 
of  giant  cells  (Fig.  2).  Asteroid  bodies 
were  seen  occasionally  in  giant  cells,  but 
Schaulnann  bodies  were  absent.  Stains 
for  fungi  and  other  pathogens  produced 
negative  findings.  The  inflammatory  re- 
action around  these  epithelioid  tubercles 
were  scanty  and  almost  purely  lymphocytic. 
The  final  anatomic  diagnosis  was  Boeck’s 
sarcoid. 

At  the  operating  table  there  was  some 
discussion  as  to  whether  or  not  the  whitish 
nodules  might  represent  metastatic  car- 
cinoma. Certainly,  when  one  sees  the 
liver  involved  by  a multiplicity  of  discrete 
nodules,  one  should  think  first  of  cancer. 
The  only  features  against  a presumptive 
gross  diagnosis  of  metastatic  carcinoma  were 
that  the  nodules  were  relatively  uniform, 
soft,  and  neither  raised  nor  umbilicated. 
None  of  these  criteria  is  absolute  by  itself. 
However,  considering  the  liver  lesions  in 
vacuo,  and  taking  all  these  features  to- 
gether, one  can  cast  doubt  on  the  possibility 
of  cancer.  Now,  if  we  add  to  the  observa- 
tions on  the  liver  nodules  the  fact  that 
similar  multiple  nodules  were  present  in  the 
spleen,  the  doubt  is  serious.  It  is  a clinical 
truism  that  the  spleen  is  rarely  the  seat 
of  metastatic  disease.  Indeed,  this  im- 
pression has  been  so  widely  held  that  in- 
vestigations for  a humoral  antitumor  sub- 
stance in  the  spleen  have  been  made.  None- 
theless, like  many  beliefs  which  have  been 
handed  down  from  one  generation  to  the 
next,  this  one  does  not  withstand  close  ana- 
tomic scrutiny.  Yokohata^  found  a fre- 
quency of  34  per  cent  metastasis  in  known 
cases  of  cancer,  and  Harman  and  Dacorso- 
found  an  incidence  of  up  to  50  per  cent  on 
serial  section  of  the  spleen.  To  be  sure, 
most  of  these  metastatic  foci  were  micro- 
scopic, not  grossly  appreciable.  That  is 
why  we  use  microscopes.  In  grossly  un- 
remarkable spleens  it  is  customary  practice 
to  take  but  one  section  for  microscopic  study, 
and  this  is  indeed  a limited  sample  of  a 
sizable  organ.  The  two  types  of  cancer 
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FIGURE  2.  (A)  Wedge  biopsy  of  liver  revealed  discrete  subcapsular  granulomas.  (B)  Hepatic  granulomas 
were  noncaseating  and  were  composed  of  epithelioid  cells  and  giant  cells  surrounded  by  a narrow  collar 
of  lymphocytes.  (C)  Discrete  noncaseating  granulomas  replaced  the  splenic  parenchyma.  (D)The  splenic 
granulomas  were  similar  in  structure  to  those  in  the  liver. 


which  we  usually  think  of  as  exceptions 
to  the  “rule”  that  the  spleen  is  not  a fre- 
quent site  of  metastasis  are  malignant 
melanoma  and  choriocarcinoma.  Although 
these  two  tumors  are  not  frequent,  they 
do  have  distinctive  coloration  in  gross 
specimens,  which  is  why  they  are  more 


obvious.  However,  there  are  several  re- 
ported series  in  the  literature  in  which  breast 
cancer  has  about  a 15  per  cent  rate  of  splenic 
metastasis. 

Returning  briefly  to  sarcoidosis,  involve- 
ment of  the  liver  and  spleen  is  very  com- 
mon. Needle  biopsy  of  the  liver  is  reputed 
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FIGURE  3.  Serum  protein  paper  electrophoresis 
showed  the  “step-wise”  increase  in  globulins 
characteristic  of  sarcoidosis. 


to  have  at  least  70  per  cent  accuracy  as  a 
diagnostic  procedure.  Anderson®  states 
that  the  spleen  is  often  enlarged  in  general- 
ized sarcoidosis  and  that  it  may  be  the 
most  conspicuous  clinical  feature. 

Serum  protein  electrophoresis  is  often 
helpful  in  the  diagnosis  of  sarcoidosis, 
and  I am  sure  that  Mr.  Appleton  has  some- 
thing to  tell  us  about  this  point. 

Harold  Appleton,  M.S.:  A specific 

electrophoretic  pattern  was  described  for 
sarcoidosis  by  Sunderman  and  Sunderman'* 
and  subsequently  confirmed  by  Stephenson 
and  Snoddy.®  Even  though  this  patient 
had  an  altered  albumin : globulin  ratio,  this 
was  not  explored  further  while  she  was 
hospitalized.  We  were  fortunate  to  obtain 
a specimen  of  serum  a few  days  ago,  and 
it  showed  the  typical  “steplike”  pattern 
of  the  increased  globulins  as  cited  by  the 
previously  mentioned  authors  (Fig.  3). 
Although  this  pattern  is  not  diagnostic 


in  and  of  itself,  it  is  highly  suggestive  and 
has  been  a valuable  aid  to  diagnosis  in  our 
laboratory.  I 

Dr.  Tchertkoff:  Although  the  most 

common  sites  of  sarcoid  granulomas  are  the 
lung,  liver,  and  spleen,  we  have  had  recent  i 
biopsies  from  a case  with  extensive  involve- 
ment of  skeletal  muscle,  and  indeed  the  [ 
lesions  can  involve  almost  any  organ  or 
tissue  in  the  body.  The  disease  usually  ' 
runs  a benign  course,  the  over-all  mortality  i 
being  about  5 per  cent  or  less.  A fatal  out-  , 
come  usually  depends  on  the  localization  , 
of  lesions,  their  extent,  and  space-occupying  ' 
characteristics.  | 

Bernard  M.  Wagner,  M.D.:  Would 

you  comment  on  the  Nickerson-Kveim  test?  ] 
Dr.  Tchertkoff:  The  Nickerson-Kveim  ] 
test  is  used  to  corroborate,  not  to  diagnose, 
sarcoidosis.  An  antigen  is  prepared  from  ■ 
known  sarcoid  tissue,  and  we  always  hope 
it  is  prepared  in  a standard  manner.  This 
material  is  injected  subcutaneously  into  the 
patient,  and  the  injection  site  is  biopsied 
four  to  six  weeks  later.  In  known  human 
sarcoid,  noncaseating  granulomas  are  found 
in  about  80  per  cent  of  cases.  There  have 
been  cross-reactions  with  other  diseases. 

Patients  with  sarcoidosis  are  anergic 
to  tuberculin.  They  can  receive  very  high 
skin  test  doses  of  tuberculin  without  re- 
action. 


Anatomic  diagnosis 

Sarcoidosis,  liver  and  spleen 
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Substernal  Heaviness 
and  Cough 


Case  history 

A forty-nine-year-old  lawyer  was  ad- 
mitted to  the  hospital  with  a chief  complaint 
of  a heavy  sensation  over  the  lower  sub- 
stemal  area  and  anterior  chest  wall.  He 
had  had  a dry  cough  for  two  and  a half  weeks. 

Present  illness.  Over  a period  of  two  and 
a half  weeks  the  patient  had  two  separate 
episodes  of  substernal  “heaviness”  and 
cough.  Each  time  he  had  been  treated  with 
antibiotics  and  had  improved.  He  had 
also  noticed  late  afternoon  and  night 
sweats  and  fatigue  for  the  last  two  weeks. 
He  had  had  no  weight  loss. 

Past  history.  The  only  positive  findings 
were  that  he  had  had  a hemorrhoidectomy 
and  that  as  a child  he  had  had  an  abscessed 
node  in  his  neck  which  had  been  lanced. 

Physical  examination.  His  physical 
examination  showed  a well-developed,  well- 
nourished  white  male  with  normal  vital 
signs.  The  left  anterior  side  of  his  neck 
showed  a 0.7-cm.  scar.  Examination  of  the 
chest  revealed  harsh  breath  sounds  an- 
teriorly, adjacent  to  the  right  heart  border. 
He  had  a tuberculin  test  of  1 : 10,000  which 
gave  a positive  result.  His  bronchoscopy 
was  normal. 

Radiologic  discussion 

E.  Robert  Heitzman,  M.D.*:  This  is  a 

♦ Assistant  Professor,  Radiology,  State  University  of  New 
York  Upstate  Medical  Center. 


forty-nine-year-old  man  with  a heavy  sensa- 
tion beneath  his  sternum.  He  had  had 
some  previous  symptoms  which  were  con- 
strued as  being  due  to  an  inflammatory  dis- 
ease that  was  responsive  to  antibiotics. 
I gather  he  had  no  evident  venous  distention 
in  the  neck. 

The  heart  is  of  normal  size  and  the  aorta 
is  not  particularly  unusual,  although  we  do 
not  see  its  ascending  portion  particularly 
well  (Fig.  1).  The  left  lung  seems  to  be 
clear,  and  the  bones  appear  to  be  normal. 

There  are  several  shadows  which  are 
abnormal  in  the  right  lung  and  in  the  right 
paramediastinal  area.  The  superior  medi- 
astinum is  widened  especially  to  the  right. 
Its  right  border  presents  a gently  undulating 
margin  extending  down  to  a poorly  defined 
right  hilum.  There  is,  however,  quite  a bit 
of  parenchymal  disease  coming  up  toward 
the  hilum  inferiorly.  This  might  tend  to 
obscure  hilar  detail.  On  the  lateral  film 
there  seems  to  be  a rounded  shadow  in  the 
inferior  and  posterior  portion  of  the  hilum 
representing  hilar  mass. 

You  can  see  the  trachea  well.  The  carina 
is  sharply  defined  and  appears  to  be  normal. 
The  right  main  bronchus  is  not  unusual  and 
the  right  lower  lobe  bronchus  is  seen  for  some 
distance  from  its  origin. 

There  are  linear  shadows  of  increased 
density  which  appear  to  radiate  from  the 
right  hilum  into  the  right  base  posteriorly. 
On  the  posteroanterior  film,  the  border  of 
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FIGURE  1.  Roentgenograms  of  chest.  (A)  Posteroanterior  view  showing  widening  of  superior  medias- 
tinum. (B)  Right  anterior  oblique  view.  (C)  Left  anterior  oblique  view.  (D)  Lateral  chest  film.  (E)  Over- 
penetrated Bucky  chest  film. 


the  right  side  of  the  heart  is  not  seen  quite 
as  well  as  I would  like  to  see  it.  This  does 
not  fit  particularly  weU  with  the  posterior 
placement  of  the  parenchymal  abnormality. 
I don’t  see  any  evidence  of  middle  lobe 
disease  at  this  time,  and  the  more  heavily 
penetrated  view  does  show  the  border  of  the 
right  side  of  the  heart,  and  so  I feel  that  the 
middle  lobe  is  normal. 

We  have  a group  of  spot  films  which  were 
made  at  the  time  of  chest  fluoroscopy  and 
barium  swallow.  The  barium-filled  esopha- 


gus is  deviated  slightly  posteriorly  at  the 
level  of  the  previously  described  mass  in  the 
posterior  inferior  portion  of  the  right  hilum. 
In  the  right  lower  lobe  you  see  the  bronchi 
just  a bit  farther  out  than  usual,  probably 
caused  by  contrast  produced  by  surrounding 
parenchymal  disease. 

On  the  right  anterior  oblique  spot  film  a 
shadow  is  seen  which  is  more  sharply  defined 
and  rounded  than  is  apparent  on  the  other 
films.  This  strongly  suggests  a mass  in  the 
right  lower  lobe. 
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I think  that  the  best  way  to  correlate  this 
in  a forty-nine-year-old  man  is  to  say  that 
there  is  a poorly  defined  right  lower  lobe 
bronchogenic  carcinoma,  that  there  are 
metastatic  nodes  in  his  right  hilum,  meta- 
static nodes  deviating  the  esophagus  at  the 
carinal  level,  and  metastases  in  the  superior 
mediastinum.  The  widened  right  superior 
mediastinum  could  be  in  part  a distended 
vena  cava,  I suppose.  He  could  have 
mediastinal  nodal  disease  and  vena  caval 
obstruction,  but  he  doesn’t  seem  to  have 
any  venous  distention  or  other  findings  of  a 
vena  caval  syndrome.  The  right  lower  lobe 
parenchymal  disease,  I would  think,  could 
be  either  lymphangitic  spread  or,  more 
likely,  inflammatory  disease  behind  a par- 
tially obstructed  bronchus. 

Dr.  Heitzman's  diagnosis 

Anaplastic  bronchogenic  carcinoma  right 
lower  lobe  with  extensive  mediastinal  spread. 

A physician;  When  fluoroscopy  was 
used  on  the  patient  it  was  obvious  that  the 
mass  was  posterior  in  the  right  lower  lobe. 
The  question  was  whether  or  not  this  patient 
did  have  acute  symptomatic  inflammatory 
disease  in  the  middle  lobe  and  whether  the 
carcinoma  was  an  incidental  finding  along 
with  all  the  mediastinal  abnormalities.  I 
think  this  is  something  we  can’t  resolve 
completely.  This  would  help  to  explain 
why  we  don’t  see  the  mass  on  the  postero- 
anterior  film  which  is  fairly  well  penetrated. 
If  there  were  disease  in  the  middle  lobe,  it 
might  overlie  and  obscure  the  quite  precise 
mass  that  he  does  have  against  the  posterior 
pleura. 

Dr.  Heitzman;  Don’t  you  think  the 
heart  border  is  fairly  well  seen  on  the  over- 
exposed film? 

A physician;  But  then  that  film  was 
made  with  an  entirely  different  technic.  A 
Bucky  film  may  show  in  profile  a slightly 
different  area  of  the  right  side  of  the  heart 
from  a posteroanterior  film.  Depending  on 
the  location  of  the  middle  lobe  disease,  one 
film  may  show  loss  of  heart  border,  the 
other  may  not.  This  is  only,  I think,  a 
possibility.  It  is  confusing  because  there 
was  an  inflammatory  episode  in  the  recent 
past  which  probably  accounted  for  the  films 
having  been  made. 

A PHYSICIAN ; If  the  disease  were  bilateral 


FIGURE  2.  Anaplastic  squamous  carcinoma  re- 
placing lymph  node  (hematoxylin  and  eosin  stain, 
X 90). 


would  you  think  more  of  lymphoma?  The 
reason  I ask  is  that  I think  the  paraspinal 
line  in  the  left  superior  mediastinum  is 
slightly  widened  and  irregular. 

Dr.  Heitzman;  What  you  say  is  well 
taken.  I think  that  the  left  superior  medi- 
astinum is  widened.  I didn’t  notice  this. 
I don’t  think  this  would  change  my  analysis. 
In  cases  of  anaplastic  carcinoma  of  the  limg, 
you  frequently  see  nodal  disease  on  each 
side. 

A physician;  I think  this  case  is  an 
example  of  the  old-fashioned  way  of  working 
up  a chest  case.  Everything  that  can  be 
done  in  a simple  manner  has  been  done  and  a 
lot  of  information  obtained.  The  barium 
swallow  shows  mediastinal  metastasis.  I 
think  this  is  a nice  lateral  film,  and  you  can’t 
see  either  the  right  or  the  left  pulmonary 
artery  on  that  lateral  film.  The  para- 
mediastinal lines  are  certainly  distorted  on 
both  sides  (Fig.  1 D) 

Charles  Bender,  M.D.;  The  patient 
had  class  IV  Papanicolaou  smears  made  from 
the  sputum.  He  was  operated  on  and  a 
6-cm.  hard  lobulated  mass  was  found  in  the 
posterior  and  lateral  basal  segments  of  the 
right  lower  lobe.  There  was  a string  of  hard, 
slightly  lobulated  pale  yellow,  pink  to  gray 
masses  along  the  bodies  of  the  vertebrae  and 
at  the  apex  of  the  right  hemithorax.  A 
portion  of  one  of  these  nodes  was  taken. 

Pathologic  discussion 

J.  Howard  Ferguson,  M.D.;  The  nodal 
structure  is  completely  replaced  by  ana- 
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plastic  squamous  cell  tumor  with  a lot  of 
necrosis  in  it  (Fig.  2). 

A physician:  Were  there  nodes  on  both 

sides? 

Dr.  Bender:  They  only  operated  on  the 
right  side. 

A physician:  Was  a scalene  node  re- 

moved from  this  man? 

Dr.  Bender:  I don’t  believe  so. 

A physician:  I’m  not  quite  clear  as  to 

why  a thoracotomy  was  done.  Is  there  any 
indication  on  the  chart? 

Dr.  Bender:  No.  I’m  sure  there  was 

no  scalene  node. 

A physician:  Did  the  surgeon  say  any- 

thing about  the  middle  lobe? 

Dr.  Bender:  No. 


A physician:  I think  that  from  the 

films  you  can  say  that  it  is  an  unresectable 
lesion. 


Histologic  diagnosis 

Anaplastic  bronchogenic  carcinoma  with 
mediastinal  metastases. 
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Insurance  coverage  on  rise 


The  trend  in  group  health  insurance  policies 
to  provide  coverage  after  retirement  saw  a sharp 
increase  in  1962  as  more  workers  acquired  this 
type  of  protection  against  the  costs  of  medical 
care. 

The  Health  Insurance  Institute  has  reported 
that  four  out  of  every  five  employes  covered 
under  group  health  insurance  policies  issued  by 
insurance  companies  last  year  have  the  right  to 
retain  their  health  coverage  when  they  retire. 
In  previous  years  the  proportion  had  been  two 
out  of  every  three,  declared  the  Institute. 

The  Institute  said  workers  can  retain  their 
group  health  insurance  coverage  on  retiring  in 
two  ways:  by  converting  the  group  coverage  to 
an  individual  policy,  or  by  continuing  the  cover- 
age on  a group  basis.  Some  workers  can  exercise 
either  option,  the  HI  I declared. 

The  Institute  said  its  findings  came  from  its 
third  annual  survey  of  new  group  health  in- 


surance policies,  based  this  year  on  data  from  44  | 

insurance  companies  which  were  responsible  for 
nearly  75  per  cent  of  total  group  health  in-  | 
surance  premiums  written  by  insurance  com-  t 
panics  in  1961.  The  samphng  consisted  of  2,531  1 

new  group  coverages  protecting  284,424  em-  i 
ployes  and  an  estimated  711,000  dependents  for  j 
a total  of  nearly  one  million  persons.  I 

Some  262,108  workers  in  the  sample  were  pro-  I 
tected  by  medical  care  coverages.  Of  this  num-  | 
her,  210,866,  or  80.5  per  cent,  were  provided  I 
with  health  insurance  which  they  can  carry  into 
their  retirement  years. 

This  figure  shows  a sharp  increase  over  the 
previous  year,  the  Institute  stated.  In  1961, 
some  68.4  per  cent  of  the  employes  surveyed  that 
year  had  the  right  to  retain  their  health  in- 
surance protection  on  retiring.  In  1960,  the  ; 
corresponding  figure  was  67.6  per  cent. 

In  addition,  a 1959  study  of  group  hospital 
expense  plans  disclosed  that  55  per  cent  of  em- 
ployes and  dependents  had  the  right  either  to 
continue  or  convert  their  health  coverage  on 
retirement. 
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In  addition  to  wuchereriasis,  discussed  in 
the  preceding  article  of  this  series,  two 
other  filarial  infections,  onchocerciasis  and 
loiasis,  occur  in  man  in  significant  numbers. 
A knowledge  of  onchocerciasis  is  essential 
for  any  physician  deahng  with  large  mun- 
bers  of  migrants  from  Central  America; 
an  awareness  of  both  diseases  is  helpful 
with  patients  traveling  to  and  from  Africa. 
Both  are  chronic  diseases,  and  initial  mani- 
festations may  appear  many  years  after 
a person  has  left  a tropical  area.  Thus  a 
history  of  travel  and  exposure  to  the  extent 
necessary  to  contract  certain  tropical  dis- 
eases may  first  arouse  the  suspicions  of  the 
good  clinician  who  is  trying  to  arrive  at  a 
diagnosis. 

The  life  cycle  of  the  infecting  agents. 
Onchocerca  volvulus  and  Loa  loa,  is  similar 
to  that  described  for  Wuchereria  bancrofti. 
The  major  differences  are  the  varying  insect 
vectors  and  the  alteration  in  microfilarial 
migration  and  periodicity.  The  pathologic 
features,  chnical  course,  and  prognosis  of 
the  two  diseases,  however,  are  quite  distinct, 
and  they  will  be  presented  separately. 

Onchocerciasis 

Less  than  fifty  years  ago  a parasitic 
disease  affecting  75  to  100  per  cent  of  the 

Present  address;  Department  of  Clinical  Medicine, 
Hospital  for  Tropical  Diseases,  London,  England. 


population  in  certain  communities  of  Cen- 
tral America  was  described.  Since  that 
time  many  aspects  of  the  disease  have  been 
elucidated.  The  parasite  has  been  identi- 
fied and  its  life  cycle  determined.  The 
insect  vector  (various  species  of  Simulium, 
or  black  flies)  has  been  fotmd,  and  its 
breeding  and  biting  habits  have  been  in- 
vestigated. Elaborate  histologic  and  chn- 
ical studies  have  clarified  many  features  of 
the  pathogenesis  of  the  disease,  and  several 
effective  drugs  for  control  and  treatment 
have  been  discovered.  Yet  the  incidence 
of  onchocerciasis  today  is  probably  un- 
changed from  the  estimates  of  a half- 
century  ago.  It  is  estimated  that  20  million 
people  are  affected  on  the  Pacific  coasts  of 
Guatemala  and  Mexico,  in  Venezuela,  the 
Congo,  Liberia,  Nigeria,  Ghana,  the  Cam- 
eroons,  Kenya,  Uganda,  Tanganyika,  and 
the  Sudan.  Because  of  the  ease  of  travel 
and  the  chronic  nature  of  the  disease,  it 
is  found  with  increasing  frequency  in  cos- 
mopohtan  cities  as  well  as  in  the  areas  where 
it  is  endemic. 

Pathologic  features.  The  major 
pathologic  changes  in  onchocerciasis  are 
due  either  to  the  migration  and  disintegra- 
tion of  microfilariae  or  to  the  death  of  the 
adult  worm.  After  a minimal  incubation 
period  of  one  year,  histologic  changes  may 
be  found  in  the  skin  of  patients  with  on- 
chocerciasis. There  is  thickening  of  the 
epidermis,  loss  of  elasticity,  and  often 
fibrous  cicatrization  caused  by  an  associated 
pruritic  excoriation.  Microfilariae  lodge 
in  the  corium  and  are  surrounded  by  an 
eosinophilic  infiltration  and  a generalized 
perivascular  inflammation.  Filariae  may 
be  found  with  the  greatest  frequency  in  the 
skin  of  the  scapular  and  lower-leg  regions 
as  well  as  adjacent  to  subcutaneous  nodules. 

The  formation  of  nodules  is  related  to 
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the  death  of  the  adult  worms.  Toxins 
liberated  from  a degenerating  O.  volvulus 
in  the  subcutaneous  tissue  elicit  an  in- 
flammatory response.  Histologic  sections 
reveal  leukocytic  infiltration,  fibroblastic 
proliferation,  and  eventual  granulomatous 
formation.  In  chronic  nodules  there  may 
be  caseation  and  calcification.  The  major- 
ity of  nodules  in  African  onchocerciasis  are 
on  the  trunk  and  legs,  while  almost  all 
in  Central  America  are  found  on  the  head 
and  scalp.  The  reason  for  this  distribu- 
tion is  unknown.  It  has  been  claimed  that 
there  is  an  association  between  the  incidence 
of  scalp  nodules  and  blindness. 

Pathologic  changes  in  the  eyes  have 
been  associated  with  onchocerciasis  since 
the  discovery  of  the  disease.  For  many 
years  it  was  considered  to  be  a late  but 
almost  inevitable  complication  of  chronic 
infection.  Recent  evidence  from  European 
visitors  to  Africa  has  indicated  that  ocular 
involvement  may  also  be  an  initial  symptom 
and  that  it  may  be  foimd  in  light  infections. 
In  the  anterior  segment,  punctate  keratitis, 
corneal  opacification,  iritis,  sclerosing  lim- 
bitis,  and  glaucoma  may  occur.  There  is 
no  involvement  of  the  lens.  In  the  posterior 
segment,  chorioretinitis  and  optic  atrophy 
have  been  widely  attributed  to  O.  volvulus 
infection,  although  the  pathogenesis  of 
these  lesions  has  not  yet  been  fully  explained. 
The  prevalence  of  syphilis,  trachoma,  and 
nutritional  deficiencies  may  account  for  a 
proportion  of  the  blindness  in  communities 
where  onchocerciasis  is  a concomitant  disease. 
Epidemiologic  evidence,  however,  strongly 
supports  the  contention  that  onchocerciasis 
is  the  cause  of  the  “river  blindness,”  which 
comes  from  optic  atrophy  and  is  found  in 
up  to  10  per  cent  of  the  village  populations 
in  areas  where  onchocerciasis  is  endemic. 

Clinical  manifestations.  Oncho- 
cercal  keratitis  and  the  minute  opacifica- 
tions from  dead  microfilariae  are  rarely 
associated  with  any  change  in  visual  acuity. 
The  gradual  development  of  blindness  is  a 
feature  of  heavy  infection  and  pathologic 
changes  in  the  posterior  segment.  Oncho- 
cercal  keratitis  is  usually  painless,  but 
photophobia,  conjunctivitis,  and  epiphora 
may  occur. 

Pruritus  is  the  most  common  symptom 
(in  70  per  cent),  with  the  back  and  the 
thighs  most  frequently  involved.  These 
are  the  areas,  it  will  be  recalled,  where 


FIGURE  1.  Biopsy  section  of  an  onchocercal 
nodule  with  both  well-preserved  and  disintegrating 
segments  of  0.  volvulus  gut  and  uteri. 


microfilariae  are  most  easily  demonstrable. 
A rash  may  or  may  not  coexist;  the  same 
is  true  for  subcutaneous  nodules.  Since 
nodules  were  the  diagnostic  featvure  in  early 
reports,  it  was  long  held  that  they  were 
found  in  100  per  cent  of  these  patients.  In 
a recent  survey,  however,  nodules  were 
noted  in  only  23  per  cent,  and  their  pres- 
ence is  certainly  not  essential  in  making  a 
diagnosis  of  onchocerciasis.  They  may 
appear,  in  fact,  only  after  adequate  therapy 
has  caused  the  death  of  the  adult  worm. 

Diagnosis.  Demonstration  of  the  micro- 
filariae of  O.  volvulus  on  skin  biopsy  con- 
firms the  diagnosis  of  onchocerciasis.  A 
thin  section  of  skin  (so  superficial  as  not 
to  cause  bleeding)  should  be  excised  from 
the  scapular  area,  the  upper  thighs,  or 
over  nodules  and  should  be  mounted  in 
saline  and  examined  directly  with  the  micro- 
scope. Alternative  methods  include  ex- 
amining the  lymph  from  a scarified  site, 
or  making  histologic  sections  through  a 
nodule  (Fig.  1),  or  by  visualizing  the  filariae 
or  onchocercal  keratitis  when  there  is  ocular 
involvement.  Complement-fixation  and  in- 
tradermal  tests  have  been  available  for  over 
thirty  years. 

Several  investigators  have  reported  favor- 
ably on  the  skin  test  (Dirofilaria  immitis  as 
antigen)  as  a screening  measure.  A nega- 
tive test  result  provides  strong  evidence 
against  infection,  while  a positive  test  result 
indicates  a more  intensive  search  for  the 
parasite.  A cross-reaction  with  other  filarial 
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FIGURE  2.  Camera  lucida  rendition  of  a blood 
smear  in  patient  with  loiasis. 

infections  does  occur.  An  eosinophOia  of 
over  10  per  cent  is  usually  present  in  active 
infection.  A supportive  but  not  a diagnostic 
feature  is  the  therapeutic  response. 

Treatment.  Diethylcarbamazine  (Het- 
razan)  is  the  drug  of  choice  for  oncho- 
cerciasis. As  with  wuchereriasis,  its  action 
is  primarily  on  the  microfilaria,  with  death 
of  the  adult  worm  occurring  rarely  after 
one  course  of  therapy,  more  usually  after 
several.  Allergic  reactions  are  the  rule 
rather  than  the  exception  and  may  be 
serious  when  there  are  ocular  pathologic 
changes.  When  the  eyes  are  not  involved, 
the  initial  dosage  should  be  1 mg.  per 
kilogram  of  body  weight,  with  rapid  in- 
crements to  a daily  dose  of  10  mg.  per 
kilogram  by  the  fourth  day.  This  should 
be  continued  for  two  weeks,  and  a second 
course  should  be  given  after  an  interval  of 
two  weeks.  When  the  eyes  are  involved, 
the  initial  dose  should  be  smaller  and  the 
increments  slower.  Allergic  manifestations 
are  usually  controllable  with  antihistamines, 
but  cortisone  may  be  necessary  to  diminish 
severe  ocular  reactions. 

After  microfilarial  elimination  the  adult 
worm  can  be  destroyed  by  intravenous  ad- 
ministration of  antrypol.  The  usual  ef- 
fective regimen  is  a weekly  injection  of  1 
Gm.  (10  per  cent  solution)  for  five  weeks. 
The  drug  has  definite  renal  toxicity,  and 


pre-existing  kidney  disease  is  a contraindica- 
tion. The  urine  should  be  checked  to  ensure 
that  it  is  free  of  protein  before  each  injection. 
If  either  drug  is  administered  alone,  there 
is  a high  incidence  of  relapse.  With  combi- 
nation therapy,  however,  and  no  reinfection, 
the  cure  rate  exceeds  90  per  cent.  Since 
the  nodule  arises  from  degenerating  worms, 
surgical  extirpation  does  not  remove  a 
source  of  continuing  parasitic  production. 

There  is  no  effective  drug  prophylaxis  for 
patients  visiting  rural  areas  where  the 
disease  is  endemic.  The  sole,  practical 
preventive  measure  is  to  avoid  being  bitten 
by  the  Simulium  fly.  Insect  repellents  for 
skin  and  clothes  such  as  dimethyl  phthallate 
(Indalone)  are  effective  for  less  than  three 
hours  and  must  be  frequently  reapplied. 
Insecticide  spraying  of  sleeping  quarters  is 
of  no  use,  and  mosquito  nets  over  beds  should 
be  advised.  Adequate  clothing  should  be 
worn  when  on  hiking  trips,  to  cover  exposed 
skin. 

Loiasis 

In  many  of  the  wet,  wooded  areas  of 
Africa,  another  filarial  infection,  loiasis, 
is  found.  Transmitted  by  the  day-biting 
female  deer  fly,  Chrysops,  the  microfilariae 
Loa  loa  have  a diurnal  periodicity  in  man. 
The  life  cycle  of  the  parasite  is  similar  to 
that  described  for  W.  bancrofti  except  that 
the  larvae  lodge  in  connective  and  muscular 
tissues  rather  than  in  the  lymphatics  during 
the  one  year  required  for  maturation. 

Pathologic  and  clinical  features. 
Migrations  of  the  adult  worm  are  responsible 
for  the  occasional  pathologic  features  of 
loiasis.  In  the  majority  of  infected  patients 
the  parasite  wanders  in  the  soft  tissues  of  the 
body  without  eliciting  either  a histologic 
or  a clinical  response.  Transient  erythema 
and  pruritus  may  occur  in  the  skin  above  the 
worm;  edema,  conjunctivitis,  and  pain 
accompany  the  ocular  migrations  of  the 
parasite.  Loa  loa  have  been  found  in 
almost  all  tissues  of  the  body,  and  a wide 
variety  of  unusual  signs  and  symptoms  have 
been  reported  from  areas  where  loiasis  is 
endemic.  The  most  consistent  manifesta- 
tion of  the  disease  is  the  development  of 
subcutaneous  nodules  (Calabar  swellings), 
usually  appearing  after  exercise  or  on  ex- 
posure to  heat  and  disappearing  within 
three  days;  they  may  or  may  not  be  pain- 
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FIGURE  3.  “Extraction  of  the  Guinea  Worm,”  from 
an  engraving  by  J.  H.  Jordens,  1802.  The  current 
therapy  for  dracontiasis  is  unchanged  from  this 
native  worm-extraction  technic. 

ful.  The  pathogenesis  of  these  lesions  is 
most  probably  of  an  allergic  nature  similar 
to  that  described  for  onchocercal  nodules. 
In  many  Calabar  swellings,  however,  live 
Loa  loa  can  be  found,  so  that  the  antigen- 
antibody  reaction  in  these  nodules  is  not 
always  due  to  degenerating  parasites  as  in 
onchocerciasis.  Calabar  swellings  may  be 
induced  in  a patient  with  loiasis  by  a sub- 
cutaneous injection  of  D.  immitis  solution. 

Diagnosis.  Once  again,  demonstration 
of  the  parasite  is  the  only  definitive  method 
of  diagnosis.  Visible  adult  worms  may  be 
removed  from  ocular  or  cutaneous  sites, 
and  microfilariae  may  be  found  on  thick, 
diurnal,  peripheral  blood  smears  or  on 
scrapings  from  Calabar  swellings  (Fig.  2). 
The  yield  of  microfilariae  can  be  increased 
by  straining  the  blood  through  a fine  mesh 
filter  which  retains  the  parasite.  An  eosino- 
philia  of  over  20  per  cent  is  invariably 
present  in  infected  patients.  Complement- 
fixation  and  skin  tests,  using  D.  immitis, 
have  the  same  advantages  and  disadvantages 
noted  for  other  filarial  infections. 

Treatment.  Diethylcarbamazine  is 
highly  effective  in  loiasis,  causing  the  death 
of  both  microfilariae  and  adult  worms. 
Allergic  reactions  to  the  degenerating  para- 
sites are  so  common  that  antihistamines 
should  be  administered  for  the  first  four 
days  of  the  ten-day  regimen.  Patients 
visiting  regions  where  loiasis  is  endemic 
should  be  aware  of  the  biting  habits  of 
Chrysops  to  avoid  infection.  Since  the 
deer  flies  do  not  travel  far  from  the  forest 
edge,  a 200-yard  clearing  around  the  camp 
provides  excellent  protection.  The  fly  bites 


only  during  the  day,  so  that  adequate  cloth- 
ing and  insect  repellent  is  most  essential 
during  this  period. 

Related  infestations 

Rare  cases  of  human  infection  with  the 
canine  parasites,  D.  immitis  and  Dirofilaria 
conjunctivae,  have  been  reported.  In  the 
few  cases  detected  in  the  southern  United 
Stated,  the  diagnosis  was  made  from  mor- 
phologic characteristics  of  worms  removed 
from  the  conjimctiva  and  subcutaneous 
tissues. 

The  oldest  known  filarial  infection  of  man 
is  dracontiasis.  The  parasite  Dracunculus 
medinensis  infects  man  over  a wide  area  of 
Africa  and  India  and  has  been  found  in 
several  species  of  wild  animals  in  the  United 
States.  Infection  follows  the  ingestion  of 
water  contaminated  with  infected  Cyclops, 
the  liberation  of  the  parasite  in  the  intestine, 
and  its  migration  to  and  maturation  in  sub- 
cutaneous tissues.  The  adult  worm  bores 
to  the  surface  of  an  extremity  and  eventually 
erupts  through  a pruritic  blister. 

Traditional  treatment  has  been  limited 
to  aiding  the  evacuation  by  coHing  the  worm 
around  a solid  instrument  and  pulling  (Fig. 
3).  Failure  to  remove  the  entire  parasite, 
however,  is  common,  and  secondary  infec- 
tion is  then  the  rule.  Various  modifica- 
tions, including  prior  ethyl  chloride  freezing 
of  the  skin,  superficial  dissection,  and  rhyth- 
mic dermal  massage,  enhance  the  expulsion 
of  the  entire  worm.  Diethylcarbamazine 
has  been  used  but  has  not  been  consistently 
effective.  Visitors  to  areas  where  the 
disease  is  endemic  should  be  advised  to 
boil  their  drinking  water. 

4 St.  Pancras  Way,  London  N.W.  1 
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Surgery  in  general  is  of  two  types:  The 
first  is  reparative  or  corrective,  as  in  the 
repair  of  a traumatic  wound  or  the  correc- 
tion of  a congenital  abnormality;  the  second 
is  extirpative  or  destructive,  as  in  ap- 
pendectomy or  breast  amputation.  In  the 
first  instance,  an  attempt  is  made  to  return 
the  body  to  normal;  but  in  the  second,  a 
portion  of  the  body  is  sacrificed  or  per- 
manently altered  in  return  for  relief  from  a 
disabling  or  potentially  fatal  disease. 

Except  for  operations  to  correct  congenital 
hypertrophic  pyloric  stenosis,  almost  aU 
gastric  surgery  is  of  the  extirpative  or  de- 
structive type.  Depending  on  the  opera- 
tion, part  or  all  of  the  stomach  is  removed; 
its  extrinsic  nerve  supply  partially  or  com- 
pletely destroyed;  and  its  emptying  mecha- 
nism, the  pylorus,  bypassed,  removed,  or 
rendered  ineffective. 

Functions  of  stomach 

In  addition  to  serving  as  a reservoir  for 
ingested  food,  the  stomach  has  the  following 
important  fvmctions  which  are  interfered 
with  or  actually  eliminated  by  most  gastric 
operations. 

1.  Continuation  of  starch  digestion  by 
salivary  amylase  until  hydrochloric  acid  and 
pepsin  penetrate  the  food  bolus  and  in- 


activate the  amylase.  BeazeU^  has  shown 
that  a food  bolus  may  remain  solid  in  the 
fundus  of  the  stomach  for  one  to  two  hours 
and  that  gastric  juice  penetrates  such  a 
bolus  so  slowly  that  starch  digestion  can 
continue  for  one  to  two  hours. 

2.  Denaturing  raw  protein  with  the 
hydrochloric  acid  of  gastric  juice,  thus  pre- 
paring it  and  providing  the  proper  pH  for  the 
proteolytic  action  of  pepsin  which  in  the 
stomach  breaks  protein  down  to  poly- 
peptides. In  common  with  the  other  pro- 
teolytic enzymes  of  the  digestive  tract, 
pepsin  acts  more  readily  on  denatured  pro- 
tein; indeed,  in  the  absence  of  hydrochloric 
acid,  raw  protein  is  not  readily  digested.* 

3.  Changing  many  essential  dietary  ele- 
ments that  are  present  in  the  diet  as  in- 
soluble salts  into  more  soluble  chlorides  by 
the  action  of  hydrochloric  acid.  Iron  is  one 
of  the  best  and  most  important  examples  of 
this.* 

4.  Mixing  food  thoroughly  with  gastric 
juice  which  contains  water,  hydrochloric 
acid,  electrolytes,  pepsin,  intrinsic  factor, 
and  mucin;  thus  not  only  is  the  breakdown 
of  protein  started,  but  the  first  step  is  taken 
toward  rendering  the  ingested  food  isotonic. 
The  pylorus  then  squirts  this  prepared  food, 
little  by  little,  over  a period  of  several  hours 
into  the  duodenum.  Most  of  the  mixing 
takes  place  in  the  pylorus,  while  the  proximal 
part  of  the  stomach  remains  fairly  passive, 
acting  as  a reservoir.^ 

5.  Contributing  to  the  regulation  of 
digestion  by  liberating  gastrin  when  food 
enters  the  pylorus  and  by  frequently  in- 
jecting small  amoimts  of  properly  prepared 
chyme  into  the  duodenum  over  a period  of 
several  hours,  causing  the  liberation  of 
enterogastrone,*  secretin,  cholecystokinin, 
and  pancreozymin.®  When  distended  with 
food,  the  stomach  also  stimulates  pancreatic 
secretion  by  means  of  the  vagus  nerve.®'* 
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6.  Manufacturing  the  mucoprotein 
which  is  the  intrinsic  factor  of  Castle  and 
which  is  necessary  for  the  absorption  of 
vitamin  by  the  terminal  ileum. 

It  is  evident  that  removal  of  part  or  all  of 
the  stomach  and,  or  changing  the  emptying 
mechanism  so  that  food  either  passes  rapidly 
from  the  stomach  into  the  duodenum  or  by- 
passes the  duodenum  entirely,  to  be  dis- 
charged directly  into  the  jejunum,  could 
disrupt  some  or  all  of  these  functions  and 
thereby  could  have  a deleterious  effect  on 
nutrition.  After  subtotal  gastrectomy, 
about  one  half  of  the  patients  have  difficulty 
maintaining  their  normal  weight.® After 
total  gastrectomy,  very  few  patients  regain 
their  normal  weight,  and  some  are  known  to 
have  died  of  malnutrition. An  oc- 
casional patient  may  become  incapacitated 
even  after  a gastroenterostomy.*®'^®  The 
strange  thing  is  that  some  individuals  can 
maintain  their  nutrition  quite  well,  and  dif- 
ferent patients  may  exhibit  a marked  varia- 
tion of  nutritional  response  following  the 
identical  procedure.  This  is  inexplicable, 
unless  one  accepts  the  premise  that  the 
digestive  systems  of  different  individuals 
have  considerable  variation  in  compensating 
ability. 

Digestive  disturbances  following 
gastric  surgery 

The  following  digestive  disturbances  have 
been  described  after  gastric  surgery. 

Inability  to  eat  normal-sized  meal. 
After  resection,  the  stomach  remnant  is  too 
small  to  hold  a large  meal.  When  an  ex- 
cessive amount  of  food  is  forced  into  a small 
remnant,  the  stomach  remnant  either  must 
produce  an  uncomfortable  sensation  from 
undue  distention  or  must  empty  the  food 
rapidly  and  prematurely  into  the  small  in- 
testine, thereby  producing  the  symptoms 
associated  with  the  “dumping”  syn- 
drome. 

The  “dumping”  syndrome.  Soon  after 
eating,  the  patient  may  experience  one  or 
more  of  the  following:  epigastric  fullness, 
bloating,  nausea,  sensations  of  warmth  and 
flushing,  sweating,  palpitation,  vertigo,  fall 
in  blood  pressure,  and  often  cramps  and 
diarrhea,  all  of  which  are  partially  or  com- 
pletely relieved  by  lying  down.  In  its  mild 
form,  the  dumping  syndrome  does  not  in- 
terfere seriously  with  nutrition,  but  in  the 


more  severe  instances  the  discomfort  after 
eating  is  such  that  the  patient  curtails  his 
intake  of  food  substantially.  Furthermore, 
the  rapid  transit  time  prevents  adequate 
mixing  of  food  and  decreases  the  time  that 
food  remains  in  the  upper  part  of  the  small 
intestine  where  most  of  the  absorption 
normally  occurs. Severe  dumpers 
can  pass  the  food  through  the  small  bowel 
with  great  rapidity.  Abbott  et  al.^^  report  j 
the  case  of  a patient  with  dumping  syndrome  | 
who,  after  ingesting  150  cc.  of  50  per  cent  I 
glucose,  promptly  passed  a stool  containing 
3.7  Gm.  of  glucose  per  100  cc.,  although 
glucose  is  usually  easily  and  completely 
absorbed. 

Bohmansson^®'**^  emphasized  that  diges- 
tion after  gastric  operation  is  largely  depend- 
ent on  the  rapidity  of  transit  through  the 
intestine  which,  in  turn,  depends  on  the  rate 
of  gastric  emptying.  Emery  “ found  that, 
after  total  gastrectomy,  dogs  could  maintain 
their  nutrition  if  they  were  fed  small 
amounts  of  food  frequently.  The  normal 
stomach  evacuates  a meal  slowly  over  a 
period  of  from  three  to  four  hours.^®'^®“®* 

In  the  course  of  digestion  the  volume  of  a 
500-ml.  test  meal  is  diluted  from  three  to  j 

five  times  during  the  several  hours  in  which  i 

it  passes  through  the  duodenum.®*  A dump- 
ing stomach  may  empty  its  contents  into  the  i 
small  intestine  with  extreme  rapidity,  and 
when  the  hyperosmolar  contents  of  the 
stomach  are  suddenly  dumped  into  the 
small  intestine,  it  becomes  necessary  to 
render  this  large  amount  of  food  isotonic 
promptly. Roberts  et  attribute 

the  untoward  symptoms  of  the  dumping 
syndrome  to  sudden  fluid  shifts  into  the 
intestine,  resulting  in  intestinal  distention 
and  a significant  decrease  in  circulating 
plasma  volume.  Hyperosmolar  solutions, 
such  as  hypertonic  glucose,  are  more  apt  to 
precipitate  dumping  symptoms  than  is  a dry 
meal  of  fat  and  protein. 

There  is  no  question  that  there  is  a de- 
crease in  the  circulating  plasma  volume  as- 
sociated with  the  dumping  syndrome.  Win- 
ner and  Clarke®®  have  shown  that  the  actual 
migration  of  fluid  into  the  gut  in  response  to 
a hyperosmolar  stimulus  is  considerably 
greater  than  that  measured  as  plasma  loss  by 
conventional  dilution  methods.  Some  have 
questioned  that  this  fluid  shift  is  the  cause 
of  the  symptoms,  since  the  symptoms  of 
dumping  are  unlike  those  usually  seen  in 
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response  to  acute  reduction  of  blood  volume, 
and  the  reduction  in  plasma  volume  is  not 
always  correlated  with  the  symptoms.®®-^’ 
Hinshaw,  et  have  demonstrated  that 
there  is  an  increase  in  the  peripheral  blood 
flow  in  the  dumping  syndrome,  and  Johnson 
et  have  shown  that  this  peripheral 

circulatory  change  is  one  of  the  earliest 
manifestations  of  dumping.  They  believe 
that  the  peripheral  circulatory  change 
antedates  the  shift  of  fluid  into  the  intestine 
and  is  caused  by  the  release  of  serotonin. 
In  a few  patients  they  have  prevented  the 
symptoms  of  dumping  by  the  use  of  sero- 
tonin antagonists. 

Regardless  of  the  exact  mechanism  of  the 
process,  there  is  no  question  that  the  sud- 
den introduction  of  a hyperosmolar  solution 
into  the  duodenum  or  jejunum  will  pre- 
cipitate dumping  symptoms  in  many  but 
not  aU  individuals.  Hinshaw,  Joergenson, 
and  Stafford''^  have  instilled  150  cc.  of  50 
per  cent  glucose  solution  into  the  jejunum 
preoperatively  to  test  whether  the  patient 
was  one  who  was  likely  to  develop  the  dump- 
ing syndrome  postoperatively.  It  is  well 
known  that  some  people  with  intact  stom- 
achs have  mild  dumping  symptoms.  These 
known  individuals  and  those  who  display 
severe  symptoms  with  the  preoperative  test 
are  poor  subjects  for  operation. 

Steatorrhea  and  stool  nitrogen  loss. 
After  total  gastrectomy,  steatorrhea  is 
almost  universal, and  a moderate  in- 
crease in  stool  nitrogen  can  be  demon- 
strated. After  subtotal  gastrectomy, 

many  but  not  all  patients  lose  more  fat  and 
nitrogen  in  the  stool  than  normal. 

The  nitrogen  loss  occasionally  is  as  high  as 
4 Gm.  a day,  compared  with  a normal  loss  of 
2 Gm.,  but  can  be  compensated  for  by  an 
increased  intake.'"  The  loss  of  fat  seems  to 
be  proportional  to  the  intake.  Vanamee,^" 
who  considers  92  per  cent  as  the  lower  hmit 
of  normal  fat  absorption,  found  that  after 
total  gastrectomy  the  mean  fat  absorption 
was  80.8  per  cent  of  ingested  fat  and  90.2 
per  cent  after  subtotal  gastrectomy. 

POSTABSORPTIVE  HYPOGLYCEMIA.  The 
rapid  emptying  of  the  stomach  remnant  in 
some  patients  results  in  rapid  but  brief  ab- 
sorption of  carbohydrate  with  a rapid  rise  in 
blood  sugar.  In  a sensitive  patient,  an  ex- 
cessive insulin  response  can  result  in  re- 
active hypoglycemia,  since  the  absorptive 
phase  is  so  short. This  is  most  likely 


to  occur  if  the  patient  indulges  in  strenuous 
physical  activity. 

Decreased  external  pancreatic  secre- 
tion. Normally,  food  in  the  duodenum 
serves  as  a potent  stimulus  of  pancreatic 
secretion.  In  cases  of  total  or  partial  gas- 
trectomy in  which  the  reconstruction  is  such 
that  the  duodenum  is  bypassed,  external 
pancreatic  secretion  is  altered.'"  Section  of 
the  vagus  nerve  supply  to  the  pancreas, 
either  by  total  abdominal  vagotomy  or  by 
section  of  the  celiac  and  hepatic  branches 
which  run  with  the  left  gastric  artery,  de- 
prives the  pancreas  of  its  ability  to  secrete 
in  response  to  vagal  stimulation. White 
and  Magee,  have  shown  that  distention  of 
the  stomach  increases  the  secretion  of  both 
water  and  enzymes  from  the  pancreas,  and 
that  this  is  mediated  through  the  vagus 
nerve.  They  have  also  demonstrated  that, 
in  general,  there  is  a higher  content  of 
proteolytic  enzymes  in  the  upper  small  in- 
testine after  a Billroth  I anastomosis  than 
after  a Billroth  II.  They  postulate  that  the 
generally  slower  emptying  time  of  the  stom- 
ach after  a Billroth  I anastomosis  permits  it 
to  distend  and  stimulate  the  pancreas. 

Iron-deficiency  anemia.  In  almost  aU 
cases  of  total  gastrectomy  and  in  many 
cases  of  partial  gastrectomy  iron-deficiency 
anemia  occurs.''’®'"""  Gastrectomized  pa- 
tients absorb  iron  poorly. The  anemia 
is  thought  to  be  due  to  several  factors: 
first,  the  absence  of  or  decreased  amount  of 
hydrochloric  acid  needed  to  convert  organic 
iron  into  the  soluble  absorbable  form; 
second,  the  bypassing  by  a Billroth  II  type 
of  anastomosis  of  the  duodenum  or  upper 
jejunum  where  most  of  the  iron  absorption 
is  known  to  occur;  finally,  the  rapid  gastric 
emptying  time  and  rapid  transit  time 
through  the  first  portion  of  the  small  in- 
testine which  occurs  in  many  patients. 

Megaloblastic  anemia.  When,  after 
total  gastrectomy,  the  body  stores  of  vitamin 
Bi2  have  become  exhausted,  megaloblastic 
anemia  is  certain  to  occur  since  the  stomach 
is  the  sole  source  of  the  mucoprotein  which 
is  the  intrinsic  factor  of  Castle.  This  usually 
requires  from  two  to  three  years,  depending 
on  the  quantity  of  vitamin  Bij  in  the  body 
at  the  time  of  gastrectomy;  but  from  six 
months  to  eleven  years  may  pass  before  this 
happens,  u.ee-es  Megaloblastic  anemia  oc- 
curs after  subtotal  resection  in  a few  pa- 
tients. Whether  they  are  individuals  who 
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would  have  developed  pernicious  anemia 
anyway,  or  whether  it  is  caused  by  mucosal 
atrophy  occurring  in  the  gastric  remnant  as 
a result  of  iron  deficiency,  or  by  gastritis 
from  the  abnormal  reflux  of  duodenal  and 
jejunal  contents,  is  not  certain.  This  sub- 
ject has  been  discussed  by  Klipstein.®® 
WaUensten’®  has  found  that  the  instance  of 
abdominal  discomfort  after  eating  is  higher 
in  anemic  patients  and  improves  following 
iron  therapy.  There  also  is  some  question 
whether  or  not  the  rapid  proliferation  of  the 
bowel  epithelium  and  its  absorptive  ability 
may  also  be  impaired  by  iron  deficiency  and 
thus  contribute  to  poor  absorption  of  fat  and 
amino  acids.^®  ” 

“Blind  loop”  syndrome.  It  has  long 
been  known  that  stasis  in  blind  intestinal 
loops  can  cause  macrocytic  anemia,  steator- 
rhea, and  protein  deficiency.  The  exact 
mechanism  of  these  changes  has  not  been 
established,  but  it  appears  to  be  related  to 
abnormal  bacterial  growth  in  the  stagnant 
contents  of  the  blind  loop.  Obstruction  of 
the  loop  between  the  closed  end  of  the 
duodenal  stump  and  the  gastrojejunostomy 
of  a Billroth  II  reconstruction  can  occur  as  a 
result  of  adhesions  or  narrowing.  Starzl, 
Butz,  and  Hartman'^*  have  reviewed  the 
literature  and  have  collected  several  cases  of 
the  blind  loop  syndrome  after  gastric  opera- 
tions. They  have  outhned  the  criteria  neces- 
sary for  diagnosis  and  suggest  that  this  con- 
dition may  be  a more  common  cause  of 
postgastrectomy  anemia,  steatorrhea,  and 
malnutrition  than  has  been  previously 
suspected.  Certainly,  in  addition  to  its 
other  nutritional  advantages,  the  BiUroth 
I type  of  reconstruction  avoids  the  pos- 
sibility of  such  a blind  loop  occurring. 
Wirts  and  his  coworkers^®  ’'*  have  made  care- 
ful studies  of  a group  of  patients  who  were 
having  severe  nutritional  difficulties  after 
the  Billroth  II  type  of  gastrectomy  and  have 
come  to  similar  conclusions. 

Calcium  deficiency.  Calcium  deficiency 
has  been  reported  following  partial  gas- 
trectomy and  gastroenterostomy.’®’’®  In 
each  instance  it  occurred  at  the  same  time  as 
marked  steatorrhea  and  was  corrected  by 
large  doses  of  calcium  and  vitamin  D. 
Calcium  deficiency  may  be  more  common 
following  gastrectomy  than  has  been 
thought,  since  it  requires  many  years  to 
manifest  itself. 

Vitamin  C and  Bi  deficiencies.  Vita- 


min C and  Bi  deficiencies  also  have  been 
reported  following  subtotal  gastrec- 

tomy.All  these  patients  responded 
rapidly  to  therapy.  Vitamin  A deficiency 
has  been  reported,”  and  it  might  be  sus- 
pected that  a deficiency  of  aU  fat-soluble 
vitamins  could  be  associated  with  post- 
gastrectomy steatorrhea.  This  certainly 
does  not  occur  commonly  enough  to  be 
recognized,  and  this  together  with  the  ab- 
sence ^of  other  vitamin  deficiencies  may  be 
owing  to  the  tendency  of  people  to  take  vita- 
min supplements  so  freely. 

Comment 

It  is  apparent  that  these  several  nutri- 
tional disturbances  can  occur  in  various  com-  i 
binations  depending  on  the  amount  of  stom-  ! 
ach  removed,  whether  or  not  the  pyloric  , 
valve  has  been  divided  or  bypassed,  whether  I 
the  vagus  supply  of  the  small  bowel  and 
pancreas  has  been  sacrificed,  whether  the  i 
reconstruction  puts  food  through  the  duo-  ; 
denum  or  bypasses  it,  and  how  effective  the  ( 
gastrojejunostomy  or  gastroduodenostomy 
is  in  making  the  stomach  empty  slowly,  j 
While  an  occasional  patient  can  compensate  J 
for  the  loss  of  his  entire  stomach  and  can  > 
maintain  himself  adequately  when  food  ' 
passes  directly  from  his  esophagus  into  his 
jejunum,  others  have  been  incapacitated  by 
a rapidly  emptying  gastroenterostomy.  Zol- 
linger and  EUison’®  believe  that  those  thin, 
bird-like  individuals  who  have  trouble  main- 
taining their  weight  or  gaining  weight  under 
normal  circumstances  are  apt  to  become  i 
gastric  cripples  after  a gastric  resection, 
while  obese  or  weU-nourished  persons  are 
usually  able  to  compensate  quite  well. 
Gastric  surgery  should  be  approached  with 
great  caution  in  thin  individuals.  If  it 
should  become  imperative,  a minimal 
amount  of  stomach  should  be  removed,  and 
the  reconstruction  should  return  the  flow  of 
food  through  the  duodenum,  if  possible. 

In  spite  of  the  alterations  in  gastroin- 
testinal physiology  that  are  caused  by 
gastrectomy,  it  is  possible  for  most  people  to 
compensate  for  aU  of  them  except  the  severe 
form  of  the  dumping  or  hyperosmolarity 
syndrome.  An  inability  to  eat  a normal 
meal  because  of  decreased  or  absent  reser- 
voir function  can  easily  be  overcome  by 
eating  smaller  amounts  more  frequently. 

Steatorrhea  is  usually  mild,  and  whether 
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it  is  caused  by  too  rapid  emptying  of  food 
into  the  small  intestine,  improper  mixing  of 
fat  with  digestive  enzymes  and  bile  (espe- 
cially when  the  duodenum  has  been  bypas- 
sed), inadequate  pancreatic  secretion,  too 
rapid  transit  time,  or  a combination  of  all 
these  does  not  reaUy  matter.  It  has  been 
shown  that,  within  Umits,  if  the  amount  of 
ingested  fat  is  increased,  the  amount  ab- 
sorbed is  increased  sufficiently  to  more  than 
compensate  for  that  lost  in  the  stools. 

The  increased  loss  of  nitrogen  in  the  stool 
is  not  enough  to  affect  nutrition  seriously. 
It  can  be  minimized  and  compensated  for  by 
denaturing  protein  by  cooking,  chewing  it 
well,  or  ingesting  it  in  a finely  divided  form, 
and  by  eating  frequently  in  small  amounts. 

Postabsorptive  hypoglycemia  responds  to 
the  usual  methods  for  control  of  this  con- 
dition in  people  who  have  intact  gastro- 
intestinal tracts,  and,  if  this  fails,  it  can  be 
controlled  by  eating  a little  sugar  when  the 
need  arises. 

The  tendency  for  decreased  pancreatic 
secretion  can  be  minimized  by  preserving 
the  vagal  branch  supplying  the  pancreas  and 
by  reconstructing  the  gastrointestinal  tract 
so  that  food  passes  through  the  duodenum,  if 
possible. 

Anemias  of  both  the  iron-deficiency  and 
megaloblastic  types  are  controlled  by  supply- 
ing iron  in  the  readily  absorbable  ferrous 
form  and  using  the  Billroth  I type  of  recon- 
struction if  possible.  Iron  can  be  adminis- 
tered parenteraUy  if  necessary.®^'®®  Vitamin 
Bn  can  be  given  parenteraUy. 

The  blind  loop  syndrome  can  be  avoided  if 
the  Billroth  I method  of  reconstruction  is 
used  and,  should  it  be  necessary  to  use  the 
Billroth  II  method,  by  employing  proper 
caution  with  the  anastomosis. 

The  other  nutritional  deficiencies,  such  as 
calcium,  vitamin  C,  and  vitamin  B com- 
plex, are  usuaUy  not  a problem  and  can 
easily  be  overcome  by  proper  therapy. 

The  dumping  syndrome,  then,  presents 
the  most  severe  problem.  Patients  who  are 
afflicted  with  moderate  or  severe  dumping 
have  so  much  distress  after  eating  that  they 
decrease  their  caloric  intake  to  very  low 
levels.  Investigators  who  have  studied 
this  find  that  patients  may  consume  as  Uttle 
as  800  calories  a day.®^-®®  OccasionaUy  some 
of  this  intake  may  be  lost  as  vomitus,  so 
that  the  net  oral  intake  is  smaU  indeed. 
Inasmuch  as  one  of  the  manifestations  of 


dumping  is  rapid  emptying  of  the  remaining 
stomach  and  rapid  transit  time  through  the 
small  bowel  with  occasional  explosive  diar- 
rhea in  some  patients,  it  is  obvious  that 
there  is  not  the  normal  amount  of  time  avail- 
able for  the  food  to  be  mixed  with  and  broken 
down  by  digestive  enzymes  or  to  be  ab- 
sorbed. 

No  matter  what  is  the  cause  of  dumping,  it 
is  the  most  important  cause  of  malnutrition 
after  gastric  surgery.  It  wreaks  its  damage 
by  a compUcated  mechanism  of  which  the 
most  important  factor  is  Umitation  of  food 
intake.  Every  effort  should  be  made  to 
avoid  its  occurrence  by: 

1.  Avoiding  gastric  surgery  if  possible 
on  thin  people  who  normally  have  trouble 
eating  and  on  those  people  in  whom  a pre- 
operative challenge  with  a hyperosmolar 
glucose  solution  indicates  that  they  will 
become  dumpers^'; 

2.  Removing  as  little  stomach  as  is  com- 
patible with  relief  of  the  pathologic  process 
at  issue; 

3.  Joining  the  stomach  remnant  to  the 
duodenum  if  possible,  and  whether  it  is  to  be 
anastomosed  to  the  duodenum  or  to  the 
jejunum,  make  a small  anastomosis  which 
simulates  the  size  of  the  normal  pylorus  and 
provides,  as  nearly  as  possible,  a normal 
gastric  emptying  time®®  ®^; 

4.  Paying  close  attention  to  proper  feed- 
ing in  the  postoperative  period  until  the 
patient  becomes  adjusted  to  his  new  situa- 
tion; and 

5.  Following  the  patient’s  caloric  intake 
carefully  until  it  is  certain  that  he  is  eating 
enough  food  to  maintain  his  weight. 

This  attention  to  postoperative  feeding  is 
very  important,  and  a number  of  workers 
have  outlined  dietary  regimens  for  this 
purpose.  ^®'‘®’®®'®®  Essentially,  they  involve 
frequent  feedings  of  small  amounts  of  fairly 
solid  food  consisting  largely  of  protein  and 
fat.  Carbohydrates,  specifically  in  liquid 
form,  such  as  soft  drinks  and  ice  cream,  are 
avoided.  Patients  are  given  supplements  of 
vitamins,  iron,  and,  if  necessary,  vitamin  B^. 
If  patients  are  introduced  carefully  to  the 
proper  dietary  regimen,  most  of  them  will  do 
very  well.  In  fact,  many  patients  with  mUd 
or  moderate  dumping  symptoms  will  im- 
prove in  one  or  two  years  time.  The  sur- 
geon, then,  not  only  has  the  responsibility 
of  selecting  the  proper  operative  procedure 
for  each  patient  and  performing  it  well  tech- 
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nically,  but  also  he  has  the  obligation  to  help 
the  patient  with  his  nutrition.  This  involves 
not  only  instructing  him  in  the  proper  diet, 
but  also  of  following  him  over  the  years  to 
prevent  or  correct  any  deleterious  nutritional 
effects  which  may  become  manifest  only 
after  the  passage  of  considerable  time. 

Professional  Building, 
Trumansburg  Road 
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Number  thirty-six  in  a new  series  of  Nutrition  Excerpts 


AnnOLinC6m6nt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepzured  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15, 1961,  reprints  of  the  series  is  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a.  charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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Cleidocranial  dysostosis  is  a rare  con- 
genital and  hereditary  abnormality  charac- 
terized by  hypoplasia  and  aplasia  of  intra- 
membranous  and  cartilaginous  bone.  The 
only  known  soft  tissue  abnonnality  is  the 
deficiency  of  those  muscles  inserted  in  the 
defective  bone.  Although  the  affected  in- 
dividuals may  have  multiple  areas  of  in- 
volvement, there  are  virtually  no  known 
deleterious  effects.  Almost  all  of  these  per- 
sons are  gainfully  employed,  enjoy  the  usual 
athletic  activities,  and  evidently  suffer 
neither  unusual  injury  nor  fatigue.  How- 
ever, the  abnormal  pelvis  may  be  the  cause 
of  dystocia,  and  ambulation  is  impaired  in 
patients  with  coxa  vara. 

The  hallmarks  of  the  syndrome  are  the 
deficient  or  absent  clavicles,  the  multiple 
wormian  bones,  and  the  persistently  large 
fontanels.  These  defects  are  present  in  the 
great  majority  of  cases,  and  their  absence 
should  cast  doubt  on  the  diagnosis.  In  the 
3 classical  cases  reported  here  these  defects 
were  present,  but  it  was  noted  that  the 
mother  had,  in  addition,  hypoplastic  Uia. 
The  roentgenograms  in  our  files  of  2 other 
adult  patients  with  cleidocranial  dysostosis 
demonstrated  the  same  abnormally  small 
Uia,  and  on  inspection  of  cases  illustrated  in 
the  literature  the  identical  appearance  was 
noted. ' 

The  abnormality  of  the  ilium  is  mani- 
fested by  an  increase  in  the  size  of  the  ilial 


FIGURE  1.  Cases.  Anteroposterior  view  of  pelvis 
illustrating  hypoplasia  of  pubis  and  ilia. 


angle  and  a decrease  in  the  transverse  di- 
ameter of  the  alae  of  the  Uia  (Fig.  1).  Nor- 
mally the  ala  of  the  ilium  flares  to  more  than 
twice  the  width  of  its  body.  In  this  disorder 
the  body  of  the  ilium  is  almost  as  wide  as 
the  ala.  This  feature  of  the  syndrome  is 
not  present  in  infancy  but  does  become 
noticeable  at  approximately  five  years  of 
age.  It  is  the  purpose  of  this  report  to  call 
attention  to  this  characteristic  hypoplasia 
and  to  report  3 additional  cases  of  cleido- 
cranial dysostosis. 

Case  Reports 

Case  1.  The  proband  first  came  under 
observation  on  April  29,  1957,  at  the  age  of 
six  days.  She  was  the  product  of  a normal 
fuU-term  gestation  and  was  delivered  by 
cesarean  section.  The  birth  weight  was  3.2 
Kg.,  and  the  length  was  52.5  cm.  She 
appeared  normal  except  for  prominent 
cranial  bo.sses  and  a comparatively  small 
face.  The  fontanels  were  excessively  large 
but  not  tense.  Only  a nubbin  of  the  clavicles 
could  be  palpated  near  the  sternum.  With 
gentle  pressure  the  tips  of  the  shoulders 
could  be  approximated  anteriorly.  Her 
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physical  development  was  somewhat  less 
than  average,  although  her  mental  and 
emotional  developments  were  normal  (Fig. 
2). 

In  roentgenograms  taken  at  the  age  of 
three  years  the  skull  (Fig.  3A)  showed 
numerous  wormian  bones  and  large  fonta- 


nels. There  was  an  epiphysis  and  a pseudo- 
epiphysis on  the  second  and  fifth  metacarpal 
bones  (Fig.  3B).  The  pubic  bones  were 
hypoplastic  as  were  the  clavicles  (Fig.  4). 

Case  2.  This  was  the  only  other  sibling 
of  patient  1.  She  was  bom  by  cesarean 
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FIGURES.  Casel.  (A)  Lateral  view  of  skull.  There  is  a large  anteriorfontanel  and  multiple  wormian  bones 
(B)  Anteroposterior  view  of  hands  and  wrist  showing  pseudoepiphyses  of  second  and  fifth  metacarpals. 


FIGURE  4.  Casel.  Anteroposterior  view  of  chest 
and  abdomen  showing  extreme  hypoplasia  of 
pubes  and  clavicles. 


section  on  December  30,  1959.  On  physical 
and  radiographic  examination,  she  presented 


the  same  stigmata  as  did  her  sister.  Her 
growth  was  charted  (Fig.  5)  and  is  also  below 
average. 

Case  3.  A thirty -year-old  female,  the 
mother  of  patients  1 and  2,  was  short  of  • 
stature,  superficially  resembled  an  achondro- 
plastic dwarf,  but  was  61  inches  taU.  The 
forehead  was  prominent,  and  the  bridge  of 
the  nose  was  depressed.  Prognathism  was 
prominent  and  probably  was  exaggerated  by 
the  lack  of  development  of  the  maxillas. 

She  had  no  known  physical  disability  other 
than  a small  pelvis  which  necessitated 
cesarean  sections.  Her  husband,  mother, 
and  father  were  interrogated,  and  a complete 
radiographic  survey  was  obtained.  No  stig-  t 
mata  of  the  disease  were  encountered.  The  | 
maternal  grandparents  were  said  to  be  nor-  I 
mal. 

Roentgenograms  are  classical  portrayals 
of  the  syndrome.  In  particular,  the  pa- 
tient’s pelvis  (Fig.  1)  showed  extreme  hypo- 
plasia of  the  iha,  defective  pubes,  and  a 
narrowed  inlet. 

Comment 

Cleidocranial  dysostosis  is  an  autosomal 
dominant  hereditary  abnormality  of  high 
penetrance  and  variable  expressivity.'*  It  is 
probable  that  the  mother  represents  a muta- 
tion and  characteristically  transmitted  the 
trait  to  her  children.  It  is  also  of  interest 
that  both  her  children  have  the  trait  and 
both  are  female,  lending  some  substance  to 
an  observation  that  in  cleidocranial  dysosto- 
sis the  affected  children  are  likely  to  be  of 
the  same  sex  as  the  affected  parent.  * Analy- 


1564  New  York  State  Journal  of  Medicine  / May  15,  1963 


sis  of  the  chromosomal  pattern  shows  no 
recognizable  abnormality.^ 

The  belief  that  only  bones  preformed  in 
membrane  are  affected  is  no  longer  accepted.^ 
Not  only  are  cartilaginous  bones  involved, 
but  dental  dysplasias  are  common,  and  a 
duplication  of  the  epiphyses  in  the  meta- 


carpals  and  metatarsals  is  frequent. 

Although  widespread  and  varied  abnor- 
malities may  be  present,  the  most  common 
disorders  are  those  of  the  skull,  teeth, 
clavicles,  and  pelvis.®  In  the  skull  the 
sutures  and  fontanels  are  abnormally  large 
and  remain  open  well  into  adult  life.  Nu- 
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merous  wormian  bones  are  present  in  the 
lambdoidal  suture,  duplicating  the  findings 
in  osteogenesis  imperfecta.  The  deciduous 
teeth  are  normal,  but  the  permanent  teeth 
may  be  absent,  delayed  in  eruption,  and 
show  defective  enamel  and  deficient  roots.’ 
Impaction  and  supernumerary  teeth  are  not 
uncommon.  The  cardinal  feature  is  the 
aplastic  or  hypoplastic  clavicle,  and  the 
defect  is  usually  synametrical.  The  ability 
of  these  patients  to  touch  the  tips  of  their 
shoulders  together  is  overemphasized  and 
exaggerated,  since  only  a few  of  these  pa- 
tients can  perform  this  maneuver.  In  the 
pelvis  the  pubes  is  narrowed. ' Infantile  coxa 
vara  is  an  infrequent  finding  but  an  unfortu- 
nate one.  The  alae  of  the  ilia  are  severely 
narrowed  and  in  adult  life  are  only  slightly 
wider  than  the  body  or  acetabular  segment 
of  the  ilia.  This  last  characteristic  appears 
to  be  a consistent  feature  and  one  not  dupli- 
cated by  other  acquired  or  congenital  os- 
seous dystrophies. 


Grants  to  recruit  nurses 


The  American  Medical  Association  has  an- 
nounced a grant  of  $20,000  for  1963  to  the 
national  student  nurse  recruitment  program. 
George  M.  Fister,  M.D.,  president  of  the 
A.M.A.,  and  Mrs.  Lucille  Petrey  Leone,  presi- 
dent of  the  National  League  for  Nursing,  which 
administers  the  recruitment  program,  made  the 
joint  announcement. 

Mrs.  Leone  said  a recent  survey  of  schools 
shows  that  1962  admissions  probably  would 
total  51,000  for  schools  of  professional  nursing. 


Summary 

The  salient  features  of  cleidocranial  dys- 
ostosis have  been  reviewed,  and  3 new  cases, 
a mother  and  her  two  daughters,  have  been 
presented.  Attention  is  called  to  the  char- 
acteristic finding  of  extreme  hypoplasia  of 
the  wings  of  the  ilium  in  adult  cases. 
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approximately  the  same  number  admitted  in 
1961.  For  schools  of  practical  nm'sing,  admis- 
sion probably  will  total  27,000,  a sharp  increase 
over  the  25,000  of  a year  ago. 

Although  nursing  continues  to  attract  larger 
groups  of  students  each  year,  the  rise  in  admis- 
sions is  not  enough  to  keep  pace  with  the 
growth  in  population  and  the  demands  for 
skilled  personnel  able  to  cope  with  advances  in 
medical  care  or  scientific  equipment  used  in 
patient  care. 

In  addition  to  the  National  League  for  Nurs- 
ing, other  sponsoring  organizations  for  the 
recruitment  program  include  the  American 
Nurses’  Association  and  the  American  Hospital 
Association. 
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T HE  INCIDENCE  of  cancer  in  the  small  bowel 
in  regional  ileitis  or  nonspecific  granuloma- 
tous enteritis  is  very  low.  ’ Weingarten 
and  Weiss*  recently  reviewed  the  literature 
and  reported  5 authenticated  cases  of 
adenocarcinoma  occurring  in  instances  of 
long-standing,  chronic  granulomatous  en- 
teritis. These  cases  are  summarized  in 
Table  I.^~®  A sixth  case  is  reported  here- 
with. 

Case  report 

A forty-year-old  white  male  was  admitted 
to  Montefiore  Hospital  for  the  first  time  on 
October  9,  1960,  because  of  abdominal  pain, 
nausea,  vomiting,  and  diarrhea  of  four  days 
duration. 

His  present  illness  began  four  days  prior 
to  his  admission  to  the  hospital.  The  pa- 
tient noted  the  onset  of  epigastric  fullness 
and  pain,  followed  by  an  episode  of  violent 
vomiting  and  diarrhea  lasting  for  from  six 
to  eight  hours.  He  felt  moderately  well 
following  this  until  the  morning  of  admission 
when  he  was  awakened  at  5:00  a.m.  by 
severe,  steady,  sharp  pressure  pains.  The 
pain  was  not  relieved  by  two  small  bowel 
movements,  and  admission  to  the  hospital 
was  advised. 


The  patient  had  had  a similar  episode 
eighteen  days  prior  to  his  admission  for 
which  he  was  hospitalized  at  another  institu- 
tion for  four  days.  He  was  considered  to 
have  had  a virus  enteritis  and  responded 
to  bland  diet  therapy.  A barium  enema  at 
that  time  reportedly  produced  negative 
findings. 

The  patient  stated  that  he  had  frequent 
episodes  of  pain  in  the  left  lower  quadrant 
of  the  abdomen  for  many  years  but  denied 
observing  mucus  or  blood  in  his  stools. 
Frequent  soft  bowel  movements,  three  or  four 
per  day,  were  noted  for  the  first  time  in  May, 
1959.  A tonsillectomy  had  been  performed 
in  1945  and  a hemorrhoidectomy  in  1954. 

Physical  examination  showed  that  the 
patient  was  a well-developed,  well-nourished, 
anxious  white  male  in  moderate  distress. 
The  blood  pressure  was  110/80,  pulse  112, 
and  respirations  16.  The  pertinent  physical 
findings  were  localized  to  the  abdomen 
where  there  was  generalized  rigidity  with 
marked  tenderness  in  the  epigastric  area 
and  just  to  the  left  of  the  umbilicus  in  the  left 
lower  quadrant.  No  masses  were  palpable. 
Hyperactive  bowel  sounds  were  present. 
An  emergency  flat  plate  of  the  abdomen 
revealed  several  dilated  loops  of  small 
bowel  with  a stepladder  pattern  of  air 
fluid  levels.  The  impression  was  of  small 
bowel  mechanical  obstruction. 

Laboratory  findings  included  a hematocrit 
of  42.5,  and  8,000  white  blood  cells  with  64 
polymorphonuclear  cells,  8 stab  forms,  1 
myelocyte,  1 basophil,  24  lymphocytes,  and 
2 monocytes.  A urinalysis  produced  nega- 
tive findings.  Fasting  blood  sugar,  blood 
urea  nitrogen,  sodium,  potassium,  carbon 
dioxide,  chlorine,  and  amylase  all  were 
within  normal  limits. 

A Cantor  tube  was  passed  successfully 
and  progressed  beyond  the  pylours  without 
difficulty.  The  small  bowel  was  decom- 
pressed efficiently.  On  October  11,  1960, 
an  upper  gastrointestinal  and  small  bowel 
series  was  carried  out  with  the  Cantor  tube 
left  in  the  small  bowel  (F’g.  1).  The  x-ray 
films  revealed  diffuse  changes  in  the  small 
bowel  with  a marked  “string  sign”  in  the 
terminal  ileum.  The  findings  were  those  of 
diffuse  regional  enteritis  with  multiple 
“skip”  areas.  It  was  felt,  therefore,  that 
the  patient  was  a candidate  for  medical 
therapy,  and  he  was  placed  on  a low-residue 
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TABLE  I.  Adenocarcinoma  of  terminal  ileum 


Case 

Author 

Age  of 
Patient 
(Years) 

Sex  of 
Patient 

Duration 

of 

Disease 

(Years) 

Location  of 
Lesion  (s) 

Treatment 

Follow-Up 

1 

Ginzburg, 
L.,  et  al.^ 

30 

Male 

19 

Upper  jejunum 

Resection 

Expired  less  than 
year  following  sur 
gery  with  large 
liver  metastases 

2 

Kornfeld,  P., 
et  alJ 

36 

Female 

8 

Jejunum,  trans- 
verse and  de- 
scending colon 

Bypass  anastomosis 
between  duodenum 
and  jejunum  dis- 
tal to  lesion 

Expired  five  months 
postoperatively 
with  generalized 
metastases 

3 

Bersack,  S. 
R.,  et  alJ 

26 

Male 

9 

Jejunum,  ileum, 
colon  / 

4 

Weingarten, 
B.,  etal.^ 

44 

Female 

28 

Jejunum,  ileum 

Jejuno-jejunostomy 
to  bypass  stric- 
tures, resection  of 
jejunal  loop 

Expired  of  cachexia 
with  generalized 
metastases 

5 

Weingarten, 
B.,  et  al.^ 

28 

Female 

5 

Ileum 

Bypass  surgery  for 
stricture 

Expired  three  years 
after  surgery  with 
abdominal  carci- 
nomatosis 

FIGURE  1.  Small  bowel  series  with  Cantor  tube  in 
situ  revealing  diffuse  regional  enteritis  with  multi- 
ple “skip”  areas  and  marked  “string  sign"  in 
terminal  ileum. 

diet  with  antispasmodics.  After  initial  im- 
provement, the  patient  developed  recurrent 
abdominal  pain  with  intermittent  obstruc- 
tion and  abdominal  distention.  He  was 
started  on  a neomycin -Sulfathalidine  bowel 
preparation,  and  surgery  was  performed 
on  October  20,  1960.  At  surgery,  an  ileo- 
transverse  colostomy  with  exclusion  was 
carried  out.  The  anastomosis  was  approxi- 


mately three  feet  proximal  to  the  ileocecal 
valve.  The  patient  did  well  postopera- 
tively,  passing  gas  and  feces  per  rectum  by 
the  fourth  postoperative  day.  The  patient 
was  discharged  from  the  hospital  on  Novem- 
ber 1,  1960. 

He  was  readmitted  to  the  hospital  on 
December  29,  1960,  because  of  crampy 
abdominal  pains  and  vomiting  of  thirty -six 
hours  dmation.  He  had  done  well  since  his 
discharge  from  the  hospital,  having  six  to 
eight  loose  to  semisolid  stools  daily.  The 
patient  was  awakened  at  4:00  a.m.  the  day 
prior  to  his  admission  by  crampy  abdominal 
pains  followed  by  vomiting  four  times  that 
day.  The  abdominal  pain  persisted,  and 
the  patient  passed  no  gas  or  feces  per  rectum 
on  the  day  of  admission. 

Physical  examination  on  admission  re- 
vealed a temperature  of  102.6  F.,  pulse  96, 
respirations  24,  and  blood  pressure  125/75 
mm.  Hg.  The  abdomen  was  rigid  with 
generalized  tenderness  maximal  over  the 
left  para-umbilical  region.  There  was  no 
rebound  tenderness.  Bowel  sounds  were 
decreased.  The  white  blood  cell  count  was 
9,600  with  a hematocrit  of  45.  Urinalysis 
was  negative  except  for  a trace  of  albumin. 
X-ray  films  revealed  air-fluid  levels  in  the 
small  intestine  that  were  interpreted  as 
probably  due  to  small  bowel  obstruction. 
A Miller-Abbott  tube  was  passed  and  pro- 
gressed beyond  the  pylorus  but  did  not  make 
any  further  progress  (Fig.  2).  Abdominal 
tenderness  with  rebound  tenderness  in  the 
left  lower  quadrant  persisted.  The  tem- 
perature rose  to  103.4  F.  on  December  30, 
1960.  Because  of  the  persistence  of  pain 
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FIGURE  2.  (A)  Miller-Abbott  tube  has  passed  beyond  pylorus.  (B)  No  further  progress  of  Miller-Abbott 
I tube  twenty-four  hours  later. 


FIGURE  3.  (A)  Normal  ileum.  (B)  Terminal  ileum  in  this  case  with  same  magnification  as  (A),  showing 
marked  thickening  of  wall. 


I and  the  ineffectiveness  of  the  Miller-Abbott 
tube  in  rebeving  the  discomfort,  the  possi- 
bility was  entertained  of  a closed  loop  ob- 
struction not  amenable  to  Miller-Abbott 
tube  decompression.  Siurgery  was  carried 
out  on  December  31,  1960,  at  which  time  a 
point  of  perforation  was  noted  in  the  sutured 
end  of  the  bypassed  loop  of  terminal  ileum. 
The  stricture  of  the  terminal  ileum  which 
had  been  noted  at  the  time  of  the  original 
surgery  had  progressed,  producing  complete 
obstruction  of  the  lumen  and  converting 
the  bypassed  loop  into  a closed  loop.  The 
terminal  ileum  and  ascending  colon  were 


resected,  and  the  original  ileotransverse 
colostomy  was  left  intact.  Two  loculations 
of  purulent  material  were  drained.  The 
patient’s  postoperative  course  was  unevent- 
ful, and  he  was  discharged  on  January  15, 
1961. 

The  gross  surgical  specimen  consisted  of 
a 47-cm.-long  segment  of  ileum,  the  cecum, 
appendix,  and  a small  portion  of  ascending 
colon.  The  serosal  surface  of  the  entire 
small  bowel,  as  weU  as  the  pericecal  fat, 
was  covered  by  a yeUowish-white  exudate. 
The  cecum  was  small  and  distorted  due  to 
the  presence  of  firm  adhesions  between  its 
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FIGURE  4.  Acute  ulcer  is  seen  at  left.  Adjacent  to 
it  is  layer  of  regenerating  mucosa.  On  right  is 
noted  area  of  submucosal  fibrosis  covered  by 
atrophic  mucosa. 


FIGURE  5.  Group  of  glands  of  pyloric  type. 


wall  and  that  of  the  adjacent  ileum.  These 
adhesions  were  thought  to  be  the  result  of 
scarring.  However,  on  microscopic  exami- 
nation they  proved  to  consist  of  an  infiltrating 
adenocarcinoma  eirising  in  the  mucosa  of 
the  terminal  ileum.  The  terminal  25  cm. 
of  the  ileum  were  somewhat  constricted  and 
appeared  rigid.  There  was  no  marked 
difference  in  diameter  between  this  portion 
and  the  remaining  heum,  since  the  entire 
specimen  had  been  bypassed  for  some  time 
prior  to  the  resection.  On  section  there  was 
a striking  difference  between  the  thickness 
of  the  wall  in  the  terminal  25  cm.  of  the 
ileum  and  the  remaining  portion.  The 
terminal  ileal  wall  measured  1.5  cm.  in 
thickness  compared  with  0.5  cm.  in  the  area 
close  to  the  margin  of  resection  (Fig.  3). 
The  mucosa  had  a “cobblestone”  appear- 
ance, and  with  the  aid  of  a loupe  small 
fissure-like  ulcers  were  noted.  These  were 
mostly  located  near  the  mesenteric  insertion. 


FIGURE  6.  Adenocarcinoma  infiltrating  submu- 
cosa and  muscularis.  Section  includes  pseudo- 
polyp (P).  This  is  not  origin  of  tumor. 


No  tumor  could  be  identified  macroscop-  ' 
ically. 

Microscopic  preparations  revealed  the 
lesions  of  regional  enteritis  involving  the 
terminal  25  cm.  of  ileum  and  a superimposed 
adenocarcinoma  of  the  distal  3 cm.  of  the 
terminal  ileum.  The  inflammatory  lesions 
were  both  acute  and  chronic.  The  acute 
lesions  were  in  the  form  of  narrow  ulcera- 
tions covered  by  a mixture  of  fibrin  and 
inflammatory  cells,  predominantly  polymor-  t 
phonuclear  leukocytes.  Somewhat  older  le-  I 
sions  consisted  of  pseudopolyps  identical  1 
with  those  seen  in  ulcerative  colitis.  These  j 
were  composed  of  granulation  tissue  con-  I 
taining  glandular  remnants  and  covered  by  ( 
a layer  of  cuboidal  epithelial  cells.  The 
old  cicatrizing  lesions  were  represented  by 
fibrosis  of  the  submucosa  and  atrophy  of  the 
overlying  mucosa  (Fig.  4).  In  many  places 
the  overlying  mucosa  was  reduced  to  one 
layer  of  regenerating  epithelial  cells.  The 
viUi  were  completely  flattened.  Foci  of 
hyperplastic  glands  of  the  type  normally 
seen  in  the  small  bowel  were  noted,  as  well 
as  groups  of  other  glands  of  a pyloric  type 
(Fig.  5).  The  entire  mucosa,  submucosa. 
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FIGURE  7.  Tumor  glands  in  muscularis  (M), 
serosa,  and  fat  (F). 


and  muscularis  were  severely  edematous 
and  contained  a large  number  of  dilated 
lymphatics  and  blood  vessels  (Fig.  6). 
There  was  relatively  little  scarring  in  the 
musculgiris.  The  serosa  was  covered  by  a 
purulent  exudate  displaying  different  stages 
of  organization  and  healing.  Foreign  body 
granulomata  were  present  on  the  serosal 
surface.  Most  of  these  contained  suture 
material  within  the  cytoplasm  of  the  giant 
cells.  The  surrounding  fat  showed  fat 
necrosis  and  fibrosis.  The  lymph  nodes 
were  normal. 

In  addition  to  the  inflammatory  lesions 
described  here,  the  distal  portion  of  the 
terminal  Ueum  was  the  seat  of  an  adenocar- 
cinoma. The  tumor  arose  in  the  mucosa 
and  infiltrated  the  entire  thickness  of  the 
wall  with  extension  into  the  surrounding  fat. 
It  was  composed  of  tubular  glands  lined 
by  one  layer  of  low  cuboidal  epithelial  ceUs 
and  contained  a small  amount  of  faintly 
eosinophilic  cytoplasm  and  basally  placed 
moderately  chromatic  nuclei.  The  tumor 
was  weU  differentiated  in  most  fields.  Occa- 
sional glands  in  the  fat  were  iU  limited  and 
lined  by  irregularly  shaped  ceUs  containing 
hyperchromatic  nuclei.  Surrounding  the 
tumor  were  a great  number  of  inflammatory 
cells.  One  of  the  sections  containing  tumor 
revealed  a great  deal  of  granulation  tissue 
within  the  muscularis  and  subserosa  and 
may  have  represented  the  site  of  the  original 
perforation  which  produced  peritonitis  (Fig. 
7).  The  lymph  nodes  were  free  of  tumor. 
The  ileocecal  valve  and  the  ascending  colon 
were  normal. 


1.  A case  of  adenocarcinoma  developing 
in  a segment  of  terminal  Ueum  with  co- 
existing active  Ueitis  is  presented. 

2.  Five  cases  of  adenocarcinoma  develop- 
ing in  nonspecific  granulomatous  enteritis 
are  reviewed  from  the  literature. 

3.  In  view  of  this  experience,  the  advisa- 
bUity  of  resectional  rather  than  bypass 
surgery  must  be  given  serious  consideration, 
especiaUy  where  the  disease  has  been  of  long 
duration. 

Addendum 

Since  the  submission  of  this  paper,  the 
patient  was  readmitted  to  the  Montefiore 
Hospital  on  April  5,  1962,  for  crampy, 
periumbiUcal  pains  of  two  to  three  weeks 
duration.  He  was  treated  with  long  tube 
decompression  and  rehydration  and  was 
operated  on  on  April  8,  1962.  Six  inches 
proximal  to  the  ileotransverse  colostomy  the 
ileiun  was  adherent  to  a hard  mass  on  the 
anterior  abdominal  waU,  at  which  point  it 
was  obstructed  One  foot  of  ileum  was 
resected  on  either  side  of  the  obstruction, 
and  the  mass  was  excised  from  the  abdominal 
waU.  The  proximal  end  of  the  divided 
ileum  was  anastomosed  to  the  left  transverse 
colon,  and  the  distal  end  of  ileum  was  over- 
sewn. The  pathology  report  was  adeno- 
carcinoma infiltrating  the  waU  of  the  smaU 
bowel.  The  patient  did  well  and  was  dis- 
charged on  April  22,  1962. 

In  January,  1963,  he  was  admitted  to  a 
hospital  in  Massachusetts  with  the  signs  of  a 
perforated  abdominal  viscus,  went  into 
irreversible  shock,  and  expired  in  twelve 
hours.  No  autopsy  permission  was  ob- 
tained. 
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' Sodium  Fluoride 
Intoxication 


T HE  FOLLOWING  INCIDENTS  Were  reported 
recently  to  the  New  York  City  Poison  Con- 
trol Center. 

Incident  1 

Toxic  Substance  Age  Sex 

Calcium  Tablets  2V2  Years  Female 

A frantic  mother  called  the  Poison  Control 
Center  relating  to  her  child’s  ingestion  of  a 
calcium  medication  originally  prescribed  for 
the  mother  during  pregnancy.  The  two-year- 
old  child  obtained  the  medication  from  a low 
shelf  and  swallowed  a few  tablets. 

Further  inquiry  revealed  that  this  so- 
called  calcium  tablet  was  a proprietary  prep- 
aration which  contained  calcium  lactate, 
vitamin  A,  vitamin  D,  vitamin  K,  vitamin 
E,  thiamine  hydrochloride,  riboflavin,  nia- 
cinamide, ascorbic  acid,  pantothenate,  cal- 
cium, pyridoxine  hydrochloride,  folic  acid, 
vitamin  Bu,  flavonol,  ferrous  fumarate, 
copper,  manganese,  zinc,  magnesium,  and 
iodine. 

The  mother  was  assured  by  the  Poison 
Control  Center  that  this  ingestion  did  not 
represent  any  danger  to  the  child,  and  the 
child  did  not  suffer  any  ill-effects. 

Although  calcium  and  vitamin  D some- 
times may  be  indicated  during  pregnancy, 
it  may  be  dangerous  to  prescribe  drugs  which 
are  not  definitely  indicated.  At  a recent 
meeting  of  the  Pediatric  Advisory  Com- 
mittee of  the  Department  of  Health  the  fol- 
lowing resolution  was  unanimously  adopted: 


“No  drug  should  be  administered  to  preg- 
nant women,  particularly  early  in  pregnancy, 
until  after  it  has  been  sufficiently  tested  on 
humans  and  on  pregnant  animals  to  be  es- 
tablished as  safe  and  free  from  serious  side- 
effects  or  teratogenic  properties.  In  general, 
no  therapeutic  procedure  should  be  used 
early  in  pregnancy  unless  the  medical  indi- 
cations are  urgent  and  the  effectiveness  of 
the  procedure  weU  established  and  safe.” 

If  the  physician  feels  that  calcium  is  indi- 
cated, he  should  pick  a simple  formula  which 
contains  this  ingredient  alone  and  not  a shot- 
gun prescription. 

Incident  2 

Toxic  Substance  Age  Sex 

Camphor  Oil  16  months  Female 

Three  hours  prior  to  her  hospital  admission 
the  patient  swallowed  about  1 tablespoonful 
of  camphor  oil.  The  mother  immediately 
gave  the  child  cold  milk,  which  caused  the 
child  to  vomit.  The  mother  then  placed  the 
child  in  a warm  bath  and  noticed  that  she 
had  chiUs.  These  she  described  as  shaking 
all  over,  grinding  the  teeth,  and  foaming  at 
the  mouth.  The  convulsion  lasted  for  about 
twenty  minutes.  On  the  way  to  the  emer- 
gency room  the  child  suffered  another  sei- 
zure. The  child’s  stomach  was  lavaged,  and 
after  several  days  of  hospitalization  and  sup- 
portive therapy  the  patient  improved. 

This  incident  resulting  from  camphor  oil 
ingestion  is  another  addition  to  the  long  list 


1572  New  York  State  Journal  of  Medicine  / May  15,  1963 


of  camphor  oil  poisonings  reported  to  this 
Center.  Such  accidents  are  particularly  re- 
grettable since  there  is  no  indication  or  justi- 
fication for  the  use  of  this  product  in  modern 
therapeutics.  Since  so  many  needless  acci- 
dents occur  with  camphor  oil  because  of  its 
availability  as  an  over-the-counter  prepara- 
tion, it  would  appear  profitable  to  have  this 
made  a prescription  item  to  curtail  its  use. 

Incident  3 

Toxic  Substance  Age  Sex 

Sodium  Fluoride  24  Years  Male 

This  patient  felt  depressed  and  took  V2  to 
1 tablespoon  of  sodium  fluoride  and  water 
with  suicidal  intent.  The  amount  ingested 
was  estimated  as  between  1 and  4 Gm.  He 
also  took  8 chlordiazepoxide  (Librium)  tab- 
lets. He  vomited  spontaneously  one-half 
hour  following  the  ingestion.  He  was  taken 
to  the  hospital,  and  on  admission  he  was  suf- 
fering from  nausea,  vomiting,  burning  of  the 
mouth,  and  diarrhea.  The  stomach  was 
lavaged  with  calcium  gluconate  and  milk, 
and  he  was  also  given  10  Gm.  of  calcium 
gluconate  orally  and  a large  quantity  of  milk. 
The  urine  showed  a 1 plus  albumin  on  one 
occasion. 

After  three  days  of  hospitalization  and 
supportive  therapy  he  was  discharged  as 
symptom-free. 

While  lesser  amounts  of  sodium  fluoride 
often  are  ejected  by  the  vomiting  reflex,  it  is 
1 fortunate  that  in  this  case  the  patient  chose 
to  take  chlordiazepoxide  and  not  one  of  the 
phenothiazines  which  might  have  acted  as  an 
effective  antiemetic. 

' A lethal  dose  is  estimated  to  be  between  5 
and  8 Gm.  Death,  when  it  occurs,  is  usually 
I due  to  respiratory  failure  or  cardiovascular 
collapse. 

' While  the  role  of  calcium  has  not  been 
established  in  the  treatment  of  fluoride  poi- 
sonings, it  is  considered  appropriate  therapy 
not  only  in  the  prevention  of  hypocalcemia, 
which  generally  results  from  such  poisoning. 


but  also  because  it  inactivates  a fluoride  ion 
either  by  binding  it  or  precipitating  it. 

The  symptoms  of  acute  fluoride  poisoning 
are  nausea,  burning  in  the  mouth,  dysphagia, 
abdominal  pain,  vomiting,  which  may  be 
bloody,  diarrhea,  dehydration,  excessive 
salivation,  and  thirst.  In  cases  of  massive 
ingestion,  tremors,  muscle  spasm,  and  epilep- 
tiform convulsions  have  been  reported. 
Speech  also  may  be  impaired.  Respirations 
are  labored,  and  the  patient  may  have 
dyspnea  and  cyanosis.  Kidney  and  liver 
damage  also  occur,  and  shock  is  not  infre- 
quent. 

In  addition  to  gastric  lavage  and  lime- 
water,  the  treatment  consists  of  the  intra- 
venous administration  of  isotonic  saline  and 
also  intramuscular  administration  of  10  cc. 
of  10  per  cent  of  calcium  gluconate 
every  four  hours.  If  the  patient  manifests 
shock,  it  should  be  treated  vigorously.  It  is 
important  to  treat  dehydration  promptly 
and  to  maintain  electrolyte  balance. 

Numerous  cases  of  the  ingestion  of  fluoride 
tablets  by  children  are  being  reported  at  the 
present  time.  These  incidents  are  unevent- 
ful except  for  some  temporary  gastritis. 
Sodium  fluoride  is  generally  sold  as  a blue- 
green  powder.  Physicians,  however, 
should  not  be  misled  by  this  fact  because 
some  exterminators  mix  this  powder  with 
ground  pyrethrum  flowers,  and  the  resultant 
product  is  a muddy  brown.  This  warning  is 
necessary  because  of  the  association  of  the 
blue-green  color  as  an  indicator  of  insecti- 
cidal fluoride.  Because  of  the  increasing 
resistance  of  roaches  to  the  organic  insecti- 
cides of  chlorinated  hydrocarbons  and  or- 
ganic phosphate  categories  there  has  been 
an  increasing  use  of  sodium  fluoride  to  which 
roaches,  especially,  have  not  exhibited  re- 
sistance. 

During  a recent,  typical  weekend,  85  in- 
cidents of  poisoning  were  reported  to  the 
Poison  Control  Center.  Physicians  are 
asked  to  report  such  cases,  including  perti- 
nent information  regarding  amounts  in- 
gested, therapy,  and  so  forth. 
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The  American  Community 
Looks  at  Civil  Defense 


GEORGE  V.  LEROY,  M.D. 

Chicago,  Illinois 

Professor  of  Medicine,  University  of  Chicago 


T HE  OPINIONS  that  I have  chosen  to  ex- 
press represent  what  I think  the  American 
community  expects  of  its  doctors  and  what 
I beheve  each  American  doctor  should  think 
about  his  potential  role  in  the  unhappy 
event  that  we  are  faced  with  a nuclear  attack. 
I am  deeply  concerned  about  the  repercus- 
sions of  presentations  such  as  one  containing 
the  statement;  “It  is  not  the  intent  of  the 
authors  to  provide  a comprehensive  plan 
for  survival  in  the  face  of  a thermonuclear 
Armageddon;  it  should  be  clear  from  the 
article  that  there  is  no  rational  basis  for 
such  plans  ...”  and  “Since  it  is  impossible 
to  plan  for  every  possible  type  of  nuclear 
attack,  the  physicians’  responsibility  goes 
beyond  mere  disaster  planning  . . . ”*  If 
we  agree  in  advance  that  nothing  can  be 
done,  then  surely  nothing  will  be  done. 

Preparation  for  attack 

First  of  all,  I submit  that  at  the  present 
time  it  is  realistic  for  American  physicians 
to  prepare  for  the  consequences  of  an  attack 

Presented  at  the  Thirteenth  County  Medical  Societies 
Conference  on  Disaster  Medical  Care,  Chicago,  Illinois, 
November  3 and  4,  1962. 

♦ The  medical  consequences  of  thermonuclear  war,  New 
England  J.  Med.  266:  1126  (May  31)  1962. 


with  nuclear  weapons.  Each  of  us,  in  effect, 
is  a dual  personality;  as  citizens  we  may 
work  for  nuclear  disarmament,  we  may 
support  a so-called  sane  nuclear  pohcy, 
we  may  fear  and  abhor  the  idea  of  nuclear 
warfare,  and  we  may  approve  or  disapprove 
the  policies  of  our  government.  As  phy- 
sicians, on  the  other  hand,  regardless  of  our 
pohtical  opinions,  we  must  be  ready  to ' 
care  for  the  victims  of  a nuclear  war.  The 
traditions  and  the  honor  of  our  profession 
require  only  that  we  stand  fast  and  do  our 
best,  and  this  is  what  the  community  expects 
us  to  do. 

Broadly  speaking,  our  modem  health 
services  are  manned  by  a relatively  small 
number  of  physicians  and  a much  larger, 
number  of  paramedical  personnel:  nurses,  > 
technologists,  administrators,  and  service  - 
workers.  Today  the  ratio  of  active  doctors 
to  aU  health  personnel  is  about  1:11.  Among 
this  group  only  the  nurses  share  completely 
our  professional  ideals  of  service  to  the  sick 
and  injured.  It  is  necessary,  therefore,  for 
the  medical  profession  to  assume  and  exert  I 
leadership  in  planning  for  medical  care  I 
following  a nuclear  attack.  ! 

We  are,  or  we  should  be,  qualified  by 
experience  and  temperament  to  deal  with  • 
the  victims  of  disaster.  Strictly  speaking,  . 
the  size  and  nature  of  the  disaster,  man-  « 
made  or  natural,  is  immaterial.  Each  J 
individual  physician  and  those  who  serve  •. 
with  him  will  be  surrounded  by  only  a 
fraction  of  the  sick,  the  injured,  the  dying, 
and  the  dead.  Until  fatigue  overcomes  him 
or  until  his  supplies  are  exhausted,  the 
physician  in  a disaster  does  the  best  he  can. 
The  effectiveness  of  each  doctor,  however, 
is  clearly  related  first,  to  the  extent  to  which 
he  has  prepared  himself,  and  second,  to  the 
effectiveness  of  the  larger  organization 
of  emergency  health  services  of  which  he  is 
necessarily  a part. 
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Physicians  share  with  most  citizens  the 
enormous  psychologic  difficulty  which  every- 
body has  of  coming  to  grips  with  the  concept 
of  thermonuclear  war  as  a disaster  that  may 
be  experienced  and  recovered  from.  The 
imagination  is  staggered  by  the  prospect 
of  millions  of  casualties,  the  toll  predicted 
by  some  authorities  on  the  effects  of  nuclear 
weapons.  Apathy  and  indifference  are 
the  results  of  the  profoimd  pessimism  gener- 
ated by  calculations  of  the  consequences  of 
the  detonation  of  even  a single  1 -megaton 
weapon  over  a modern  American  city. 
Few  fail  to  be  depressed  after  reading  about 
the  number  of  casualties  expected  following 
an  all-out  attack  with  hundreds  of  weapons 
and  thousands  of  megatons  of  explosive 
yield.  Even  though  some  of  the  grimmer 
reports  speculate  that  the  chances  of  sur- 
viving are  less  than  even,  competent  cal- 
culations suggest  that  adequate  civil  defense 
measures  may  increase  the  chances  of  sur- 
vival to  more  than  30  to  1.  Less  pessimistic 
reports  tend  to  be  lost  in  the  general  gloom, 
even  though  few  generally  believe  that  a 
nuclear  attack  will  lead  to  Armageddon. 
Physicians  are  accustomed  to  long  odds, 
and  by-and-large  are  qualified  optimists. 
None  of  us  throw  up  our  hands  in  despair 
at  the  prospect  of  dealing  with  a village 
where  the  infant  mortality  exceeds  50 
per  cent  in  the  first  year  of  life.  Few  of  us 
refuse  to  treat  a patient  with  lung  cancer 
where  the  chances  of  cure  are  no  better 
than  1 in  10.  In  each  situation  we  do  the 
best  we  can.  We  have  great  confidence 
that  scientific  knowledge,  experience,  and 
organization,  properly  applied,  wUl  improve 
^ any  medical  situation.  There  is  no  a priori 
reason  why  the  same  prescription  should 
fail  in  a nuclear  war,  and  this  is  what  we 
should  teU  our  people. 

I The  point  I am  trying  to  make  is  that 
I modem  physicians,  regardless  of  their  politi- 
! cal  beliefs,  are  uniquely  qualified  to  counter- 
act some  of  the  apathy,  indifference,  and 
sheer  pessimism  based  on  ignorance  that 
characterizes  the  reaction  of  the  average 
citizen  to  civil  defense.  Adequately  trained 
and  properly  organized,  the  American  medi- 
cal profession  could  report  truthfully  that 
i it  was  prepared  for  whatever  disaster  might 
come  and  that  it  would  perform  its  tradi- 
tional services  faithfully  and  efficiently. 
I This  is  what  the  American  community 
I would  like  to  hear. 


Aid  to  casualties 

Since  nuclear  war  is  a possibility,  phy- 
sicians must  be  prepared  to  care  for  its 
victims.  To  do  this  it  is  imperative  that 
all  of  us  know  certain  facts,  and  it  happens 
that  these  facts  are  much  less  complicated 
than  many  of  us  have  been  led  to  believe. 
The  essential  fact  is  that  it  is  legitimate  for 
the  individual  physician  to  focus  his  atten- 
tion on  the  role  he  will  play  and  the  stage 
on  which  he  will  play  it.  Some  of  us,  nat- 
urally, will  have  to  deal  with  the  big  pic- 
ure,  but  for  the  moment,  using  what  in- 
formation we  have,  let  us  try  to  visualize 
the  realistic  situation  as  it  wiU  be  for  most 
physicians. 

In  Japan  volunteer  parties  moved  rapidly 
to  the  periphery  and  into  each  of  the  bombed 
cities.  Aid  stations  were  established  which 
were  poorly  organized  but  which  managed 
to  provide  first  aid.  Each  aid  station  cared 
for  approximately  2,000  to  4,000  casualties 
during  the  first  two  weeks.  In  each  station 
there  were  at  the  most  one  or  two  doctors, 
and  in  some  there  were  only  medical  students 
or  nurses.  Somewhat  more  definitive  care 
was  provided  in  temporary  hospitals  and 
in  established  hospitals  in  neighboring  towns 
where  more  doctors  and  nurses  were  as- 
sembled. Approximately  200  doctors  were 
active  at  any  one  time  in  caring  for  casualties 
at  Hiroshima  where  the  toll  was  from  60,000 
to  80,000.  Better  organization  and  planning 
should  make  it  possible  for  each  doctor 
to  treat  five  to  ten  times  as  many  people 
as  was  the  case  in  Japan. 

After  the  detonation  of  a 1-megaton  bomb 
over  a modern  urban  area  of  several  hundred 
square  miles,  the  number  of  casualties 
able  to  reach  aid  stations  might  be  as 
great  as  500,000,  and  the  niunber  of  dead 
outright  might  be  another  half  million. 
The  areas  involved  are  about  as  follows; 
The  central  area  of  total  destruction  could 
be  about  50  square  miles  and  the  area  with 
serious  casualties  requiring  care  about  200 
square  miles.  A circular  area  of  this  size 
has  a circumference  of  approximately  60 
miles,  and  except  at  the  downwind  sector 
the  intensity  of  fallout  radiation  at  any 
point  on  the  periphery  should  not  exceed 
30  r per  hour  of  hydrogen  ion  concentration. 
To  this  periphery  the  casualties  would  come 
or  be  transported,  and  about  this  periphery 
could  be  located  emergency  medical  facilities. 
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The  radiation  dose  for  an  exposure  of 
several  weeks  duration  is  less  that  200  r 
when  the  hydrogen  ion  concentration  dose 
rate  is  no  greater  than  30  r per  hour.  This 
is  where  any  one  of  us  might  be  located. 
No  one  really  knows  how  rapidly  casualties 
would  arrive  or  how  rapidly  they  could 
be  moved  on  after  receiving  emergency 
care.  Likewise,  no  one  knows  how  long 
it  will  take  us  to  get  there.  We  can,  however, 
make  some  fair  guesses  about  the  kind  of 
injuries  we  will  see:  bums  of  exposed  skin, 
lacerations  due  to  flying  glass  and  other 
debris,  contusions  and  fractures  due  to 
violent  displacement,  injuries  associated 
with  the  collapse  of  dwellings  and  buildings, 
and  after  several  days  or  weeks  varying 
degrees  of  whole-body  radiation  injury 
and  beta-ray  burns  of  the  skin.  The  clinical 
problems  encountered  will  not  be  unfamiliar 
for  the  most  part,  and  it  should  be  possible 
for  any  of  us  to  handle  a large  number  of 
cases  efficiently  provided  that  supplies  are 
adequate. 

From  our  aid  stations  casualties  may 
go  in  several  directions:  the  slightly 

wounded  to  refugee  centers  and  the  seriously 
wounded  to  undamaged  hospitals  in  neigh- 
boring towns  and  cities.  Some  of  us  will 
serve  in  these  hospitals  doing  famihar  things 
but  having  to  care  for  many  more  patients 
than  usual.  Some  of  us  will  certainly  choose 
to  devote  full  time  to  these  centers  for 
definitive  care  until  the  emergency  period 
has  passed. 

The  United  States  is  a large  country — its 
area  is  3,675,630  square  miles,  and  although 
everyone  thinks  his  town  is  a prime  target, 
this  is  unrealistic  just  as  it  is  unrealistic 
to  think  that  every  enemy  weapon  will 
strike  its  designated  target.  Even  with  a 
heavy  attack  large  fractions  of  urban  United 
States  will  be  undamaged,  and  even  with 
heavy  fallout,  large  areas  of  country  will 
be  uncontaminated  or  so  lightly  con- 
taminated as  to  be  of  no  serious  concern. 
It  is  perfectly  proper  to  believe  that  the 
odds  favor  survival. 

Backing  up  the  mobile  emergency  stations 
on  the  periphery  of  bombed  areas,  there 
will  be  the  portion  of  the  hospital  system 
of  the  country  which  is  outside  the  damaged 
area.  Very  approximately  the  fraction  of 
the  hospital  beds  that  will  be  undamaged 
and  habitable  is  equal  to  the  fraction  of  the 
country  that  is  undamaged  and  habitable 


after  an  attack.  It  is  not  foolhardy  to 
expect  that  even  after  a very  heavy  raid  at 
least  one-third  or  more  of  the  hospitals 
will  be  usable.  In  each  of  these  the  situation 
will  be  similar  to  that  of  the  aid  stations: 
there  will  be  many  patients  and  few  doctors. 
There  will  be  work  for  aU  to  do,  of  this  we 
can  be  sure. 

The  reality,  then,  is  this:  Some  fraction 
of  the  medical  profession  must  serve  in  the 
aid  stations.  Their  job  will  be  the  familiar 
problems  of  any  emergency  room.  Another 
portion  of  the  profession  will  work  in  the 
hospitals  where  they  regularly  attend, 
but  they  will  be  much  busier  than  usual 
providing  definitive  and  specialized  care 
for  the  casualties.  Another,  and  a smaller, 
portion  of  the  profession  will  have  to  be 
administrators,  assisting  civil  defense  com- 
manders, assigning  emergency  units,  assign- 
ing hospital  beds,  supervising  medical  sup- 
ply, engaging  in  public  health  activities, 
and  so  on.  There  is  no  reason  for  the  doctor 
to  expect  to  serve  alone;  other  members  of  the 
health  profession  will  follow  where  he  leads. 

Organization 

None  of  these  arrangements  will  happen 
automatically;  and  if  the  emergency  medical 
service  is  organized  on  a last-minute,  ad  i 
hoc,  totally  decentralized  basis,  one  can 
predict  confidently  that  it  will  be  confused 
and  inefficient.  Above  all  else  the  American 
community  expects  the  health  service,  led 
by  the  medical  profession,  to  make  plans 
well  in  advance  of  the  need. 

Recently  I had  occasion  to  deal  directly 
with  the  problem  of  organizing  an  emergency  I 
medical  service.  The  U.S.  State  Depart-  1 
ment  asked  MEDICO-CARE  to  recruit 
some  physician-volunteers  to  serve  in  Al-  - 
geria.  The  scheme  was  simple  and  reason-  c 
able:  ask  members  of  the  staffs  of  teaching  I 

hospitals  to  volunteer  in  groups  of  six  to  | 
ten  for  four  weeks  of  service  overseas.  J 
With  great  effort  one  such  team  was  re- 
cruited at  the  University  of  Chicago  Hospital 
and  another  at  the  University  of  Pennsyl- 
vania. The  Chicago  team  was  able  to  leave 
two  weeks  after  the  staff  was  first  approached 
about  the  matter.  We  were  assured  that 
this  was  unusually  rapid  action,  as  was 
the  equally  difficult  task  of  selecting  and 
dispatching  medical  supplies  for  the  team 
to  use. 
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It  is  possible  that  recruiting  might  have 
been  easier  if  the  call  had  been  for  volunteers 
to  provide  mutual  assistance  to  an  American 
city  that  had  just  been  the  victim  of  a 
nuclear  attack.  Some  doctors  would  sign 
up  at  once,  but  some  would  be  reluctant 
fearing  radioactive  fallout,  subsequent  raids 
on  their  own  community,  and  so  on.  Even 
if  dozens,  or  hundreds,  agreed  to  go,  how 
quickly  could  they  be  provided  with  trans- 
portation, supplies,  and  so  forth,  and  how 
well  would  such  “scratch”  teams  function? 
Surely  it  would  be  preferable  and  easier 
to  have  the  emergency  medical  teams  formed 
in  advance  to  have  the  opportunity  to 
discuss  operational  plans  together  and  to 
have  some  familiarity  with  emergency 
supplies  and  equipment  and  procedures. 
Most  of  aU  it  would  be  an  advantage  to 
have  the  teams  designated  and  available 
so  that  the  proper  representatives  of  an 
embattled  government  could  call  on  the 
i number  of  teams  that  were  needed  for  a 
! particular  incident.  Surely,  also,  the  phy- 
sicians who  choose  to  remain  at  their  own 
hospitals  should  have  some  sort  of  continuing 
organization  and  some  sort  of  disaster  plan 
to  follow  in  the  event  the  hospital  was 
' designated  to  receive  casualties.  This  is 
' what  the  American  community  expects  its 
doctors  to  do. 


I 

I 

1 

I 

I 

1 

Routine  Pap  smears  urged 

Routine  Pap  smear  tests  have  been  recom- 
mended for  women  admitted  to  the  obstetrics 
and  gynecology  sections  of  hospital  emergency 
rooms  as  an  effective  means  of  discovering 
unsuspected  cancer  of  the  cervix. 

A screening  program  at  Jackson  Memorial 
Hospital  in  Miami  revealed  serious  cervical 
disease  in  a large  number  of  women,  James 
Henry  Ferguson,  M.D.,  and  Sergio  Leon, 

I 


I have  purposely  refrained  from  any  dis- 
cussion of  the  additional  problem  posed 
by  radiation  from  fallout.  This  subject 
has  been  dealt  with  by  a subcommittee 
of  the  National  Committee  on  Radiation 
Protection  and  is  presented  in  detail  in 
their  Report  29,  issued  in  January,  1962. 
It  is  worth  while,  however,  to  quote  the 
following  from  the  Report: 

The  members  of  the  National  Committee 
on  Radiation  Protection  and  Measurements 
would  not  issue  this  report  if  they  were  not 
firmly  convinced  that  appropriate  actions 
would  reduce  the  toll  of  casualties  from  a 
radiation  emergency,  regardless  of  cause  and 
regardless  of  size.  They  are  confident  that 
even  the  widespread  fallout  after  an  attack 
with  high-yield  nuclear  weapons  need  not 
create  a hopeless  situation.  The  committee 
believes  that  enough  is  known  about  radio- 
logic  physics  and  about  the  medical  and 
biological  effects  of  radiation  to  go  far  toward 
assuring  the  survival  of  the  nation,  if  the 
knowledge  is  properly  applied.  However, 
the  effective  application  of  existing  knowledge 
for  civil  defense  presupposes  many  prepara- 
tions made  well  in  advance  of  the  disaster. 
These  include  the  development  of  (1)  shelters 
adequately  stocked  with  food  and  water, 
(2)  a capability  for  radiation  monitoring,  (3)  an 
effective  civil  defense  organization,  including 
an  adequate  number  of  people  having  at 
least  a basic  knowledge  of  radiation  hazards 
and  safeguards. 


M.D.,  reported  in  the  February  23  Journal  of 
the  American  Medical  Association. 

Of  3,697  cervical  smear  examinations  per- 
formed during  a two  and  one-half  year  period, 
261  produced  evidence  of  cancer.  In  43  per 
cent  of  these  261  patients,  there  were  no  visible 
signs  of  cancer,  and  the  disease  might  not  have 
been  detected  without  the  Pap  test. 

The  physicians  termed  the  emergency  room 
service  “a  valuable  cancer-detection  effort”  and 
suggested  that  other  hospitals  and  cancer 
screening  programs  “explore  this  avenue.” 
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Professional  Views 
on  Providing 
Medical  Services 


CARL  R.  ACKERMAN,  M.D. 

New  York  City 

Chairman  of  the  Board,  United  Medical  Service,  Inc. 


In  discussing  how  medical  services  should 
be  provided  there  are  two  important  points 
to  be  considered:  First,  the  method  of 

financing  medical  care,  and  second,  the 
method  of  supplying  medical  care.  These 
are  closely  related.  In  fact,  they  cannot 
reaUy  be  separated.  The  financing  of  care 
directly  affects  how  the  care  is  furnished. 
Each  influences  the  other.  I would  like  to 
discuss  these  with  particular  attention  to  the 
various  methods  available  in  the  financing  of 
medical  care. 

However,  before  I review  these,  I think  it 
equally  important  to  consider  one  other 
aspect  of  medical  care  to  which  increasing 
attention  is  currently  being  devoted — one 
which  vitaUy  concerns  us  aU  and  about  which 
I’m  inclined  to  feel  there  is  somewhat  less 
understanding  than  is  required.  That  is  the 
quality  of  medical  care.  How  do  we  measure 
quality?  In  a recent  study  called  “Medical 
Care  under  Workmen’s  Compensation”  pre- 
pared for  the  U.S.  Bureau  of  Labor  Stand- 
ards by  Earl  F.  Cheit  of  the  University  of 
California’s  Institute  of  Industrial  Relations, 
the  observation  was  made  that  “The  quality 
of  medical  care  is  an  elusive  concept — per- 
haps impossible  to  define  satisfactorily.” 

Presented  at  the  New  School  for  Social  Research,  New  York 
City,  December  19,  1962.  Published  in  JVew  York  Medicine^ 
March  5,  1963,  and  reprinted  by  permission. 


It  was  further  noted,  however,  and  I quote: 
“Yet,  it  is  often  observed  that,  when  efforts 
are  made  to  appraise  the  quality  of  care,  im- 
proved care  is  the  inevitable  result.”  Al- 
though, as  Mr.  Cheit  states,  “the  quality  of 
medical  care  is  an  elusive  concept,”  it  bears  a 
direct  relation  to  our  discussion,  and  there 
is  no  doubt  it  merits  our  attention.  But 
when  we  speak  of  quality,  we  must  also 
speak  of  cost.  How,  then,  do  we  measure 
cost  as  applied  to  the  quality  of  medical 
care?  These  are  pertinent  questions  that 
must  be  considered  in  any  discussion  of  the 
provision  of  medical  services. 

Freedom  of  choice 

Most  medical  care  at  the  present  time  is 
being  rendered  under  circumstances  in  which 
the  patient  is  exercising  his  right  to  select  his 
own  doctor.  We  call  this  “free  choice.” 
This  concept,  however,  is  being  challenged. 
Therefore,  we  must  look  at  it  in  detail. 
This  right  of  the  patient  to  select  his  own 
physician  implies  an  assurance,  a strength 
or  power  on  the  patient’s  part.  This  is  what 
is  so  important.  This  is  what  must  be 
recognized  and  emphasized.  The  patient 
has  the  authority — the  freedom  to  select  or 
to  reject.  This  is  a very  personal,  intimate 
right  that  belongs  to  him  and  to  no  one  else. 
If  he  does  not  have  this  free  choice,  he  does 
not  have  the  right  or  the  authority.  He  is, 
therefore,  deprived  of  a measure  of  his  free- 
dom. It  matters  little,  I suppose,  how  it  is 
taken  away  from  him  or  who  takes  it  away 
from  him.  When  it’s  gone,  it’s  gone!  And 
it  would  be  extremely  difficult  to  recapture. 
But  when  he  has  the  freedom  to  choose,  he  is 
able  to  put  on  the  shoulders  of  the  physician 
who  accepts  him  as  a patient  the  full  respon- 
sibility for  his  medical  care.  Free  choice 
also  means,  then,  the  responsibility  of  the 
doctor  to  his  patient. 

Quality  of  care 

Inherent  in  the  physician’s  responsibility 
to  the  patient  is  the  quality  of  care  rendered. 
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Quality  is  to  be  measured  in  the  deliverance 
or  performance  of  care,  however,  and  not 
only  in  the  technical  qualifications  of  the 
doctor  who  renders  the  care.  When  en- 
deavoring to  arrive  at  a judgment  or  an 
evaluation  of  the  quality  of  care  rendered,  it 
is  of  very  little  help  to  base  such  judgment 
mainly  on  the  doctor’s  accredited  qualifica- 
tions; We  are  using  the  wrong  yardstick  if 
our  real  consideration  is,  and  I think  it 
should  be,  a measurement  of  the  proper  sup- 
plying of  good  medical  care. 

The  first  requirement  for  medical  care  is 
the  availability  of  a physician  to  render  such 
care.  Without  a physician  there  is  no  medi- 
cal care.  This  lack  of  care,  then,  is  “care” 
of  the  worst  quality — no  quality  at  aU,  in 
fact.  We  are  all  aware  of  the  need  for 
physicians’  services  at  times  of  emergency 
or  at  night.  It  is  of  the  utmost  importance 
to  each  and  every  one  of  us  to  know  that 
when  a doctor  is  needed  he  will  be  available. 
In  this  instance  quality  can  be  measured  by 
the  character,  devotion,  and  integrity  of  the 
doctor  rather  than  by  the  concept  of  ac- 
credited skills.  Yet,  it  must  be  borne  in 
mind  that  the  fee-for-service  principle,  on 
which  most  medical  practice  in  this  country 
is  based,  supplies  an  incentive  for  the  physi- 
cian to  render  services  when  called  on.  We 
must  further  bear  in  mind  that  when  ar- 
ranging for  medical  care  on  other  than  a fee- 
for-service  basis,  it  is  possible  that  a doctor’s 
response  to  certain  aspects  of  needed  medical 
services,  such  as  time-consuming  house  calls 
and  the  disruptiveness  and  inconvenience  of 
emergency  calls,  might  be  influenced  by  the 
absence  of  the  incentive  of  fee  for  service. 

The  quality  of  medical  care  also  is  in- 
fluenced through  the  continuity  of  the 
doctor’s  services.  In  the  past,  and  in  most 
of  the  present  or  traditional  methods  of 
medical  care,  this  continuity  has  been  in- 
herent in  our  system.  It  means  the  pa- 
tient can  rely  on  his  doctor,  can  depend  on 
him  to  see  him  through  his  iUness.  It 
doesn’t  mean  one  doctor  wiU  necessarily  be 
supplying  all  technical  services  needed.  It 
does  mean,  however,  that  the  patient  has  an 
assurance  that  responsibility  for  him  is  defi- 
nitely placed  in  the  hands  of  his  doctor. 
Where  necessity  requires  it,  the  services  of 
another  physician  may  be  utilized,  but  the 
over-aU  responsibility  of  the  attending  physi- 
cian is  established,  even  though  this  respon- 
sibility may  at  times  be  shared.  What  I 


mean  by  continuity  of  care  or,  rather,  the 
lack  of  continuity  can  be  illustrated  by 
reference  to  the  medical  care  program  of  the 
City  of  New  York  Department  of  Welfare. 
The  responsibility  for  medical  care  furnished 
to  a patient  under  the  auspices  of  the  City 
Welfare  Department  is  divided  among  dif- 
ferent physicians  and  services:  the  “house 
caU”  physician,  the  “hospital  clinic”  physi- 
cian, and  then  perhaps  the  “in-hospital” 
physician.  Because  of  this  division  of 
responsibility  and  services  the  patient  feels 
lost.  He  has  no  one  physician  in  whom 
he  can  put  his  confidence,  no  one  doctor  who 
bears  full  responsibility  for  him  on  a personal 
patient-doctor  relationship.  A similar  dif- 
ficulty can  occur  where  group-  or  panel-type 
medical  care  plans  are  supplying  medical 
care.  The  first  visiting  doctor  may  be  a 
stranger,  and  if  more  than  one  house  call  is 
necessary,  the  patient  may  be  visited  by  a 
different,  and  to  him,  strange  physician  each 
time.  This  is  disconcerting  to  the  patient 
to  say  the  least.  It’s  a situation  not  likely 
to  contribute  to  the  patient’s  rapid  recovery. 
And  too,  as  the  type  of  service  shifts  from 
home  care  to  office  care,  when  the  patient  is 
able  to  get  about,  he  may  see  even  another 
doctor  at  the  clinic  center.  And  were  he  to 
need  hospital  services,  he  might  encounter 
yet  another  group  of  physicians.  These  are 
examples  of  how  the  method  of  financing 
medical  care  can  impair  the  continuity  of 
care,  and,  thereby,  influence  the  quality  of 
care. 

Previously  I referred  to  the  technical 
qualifications  or  the  skills  of  the  doctor,  and 
I think  we  ought  to  consider  these  since 
they  have  a bearing  on  the  quality  of  medical 
care.  It  goes  without  saying  that  skills  are 
essential.  But  I’m  inclined  to  think  that 
to  a large  extent  there  has  been  a misplace- 
ment of  emphasis  on  technical  skills  when 
they  are  considered  without  respect  to 
over-aU  medical  care  needs.  In  my  opinion 
an  overemphasis  on  the  technical  qualifica- 
tions of  physicians  can  affect  both  the 
quality  and  the  cost  of  medical  care.  Let  me 
explain. 

First  of  aU,  it’s  probably  the  general 
feeling  among  the  men  and  women  in  the 
medical  profession — I know  of  no  reliable 
statistics  to  which  I can  refer  but  it  is  a 
generally  supported  opinion — ^that  75  to  80 
per  cent  of  patient  care  requires  no  inordi- 
nate technical  and  scientific  skills.  In  the 
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20  or  25  per  cent  of  cases  where  special 
knowledge  and  skills  are  required,  the  need 
for  such  services  is  usually  understood  and 
appreciated  by  the  attending  physician,  and 
he  makes  arrangements  to  obtain  the  neces- 
s£u-y  skilled  services  of  other  physicians. 

If  we  do  not  agree  that  most  patient  care 
requires  no  inordinate  technical  and  scien- 
tific skills  and,  instead,  hold  the  opinion  that 
consummate,  exquisite,  specialized  skills  al- 
ways must  be  available  and  utilized  at  the 
very  onset  of  illness,  or  whenever  care  is 
first  required,  we  are,  in  effect,  rejecting  the 
services  of  about  50  per  cent  of  the  medical 
practitioners  in  the  United  States,  those 
who  are  in  general  practice  and  who,  in  their 
area  or  scope  of  practice,  have  the  broadest 
and  hence  the  finest  skill  for  the  initial 
contact  with  a patient.  Such  skill  may  be 
identified  as  something  perhaps  not  within 
the  capacity  of  the  specialist.  Furthermore, 
if  we  are  not  going  to  use  the  services  of  such 
a large  part  of  the  physician  population,  we 
are  going  to  funnel  aU  medical  care  into  a 
bottleneck.  We  are  going  to  put  the  entire 
burden  for  supplying  medical  care  on  a 
specialized  group  of  doctors  who  could 
hardly  begin  to  cope  with  the  demand. 
Additionally,  such  an  approach  to  medical 
care  services  would  involve  the  misuse  and 
waste  of  the  extraordinary  skills  actually  in 
short  supply,  skills  that  must  be  utilized 
properly  so  that  they  are  available  when 
needed.  The  improper  use  of  specialist 
skills  would  raise  fantastically  the  cost  of 
such  services. 

Whenever  we  talk  about  high  degrees  of 
physician  skill  and  specialist-type  care,  we 
must  consider  the  cost  involved.  There  is 
no  need  for  us  to  make  medical  care  expen- 
sive when  it  doesn’t  have  to  be.  For  ex- 
ample: who  is  to  be  asked  to  do  minor 

surgery,  even  lance  a boil?  Only  the  spe- 
cialist? I’ve  heard  authorities  say  there  is 
no  such  thing  as  minor  surgery,  that  all 
surgery  is  major!  When  considering  the 
logistics  and  cost  of  medical  care,  such  a 
statement  is  in  the  realm  of  pure  fantasy. 
If  the  specialist’s  time  is  to  be  devoted  to  a 
simple  or  routine  type  of  care,  we  shall  be 
wasting  his  skills  and  ability.  It  is  of  the 
utmost  importance  that  we  keep  these 
considerations  in  mind  when  we  talk  about 
the  quality  of  medical  care.  We  must  not 
forget  that  cost  and  quality  are  interrelated. 


Supplying  and  financing  medical  care 

We  have  touched  on  the  aspect  of  quality 
in  the  provision  of  medical  services.  But  as 
I mentioned  earlier,  there  are  two  other ! t 
major  points,  the  method  of  supplying  | . 
medical  care  and  the  method  of  financing  j 
medical  care.  These,  too,  as  I have  already  ^ 
indicated,  are  closely  related.  As  a matter  • 
of  fact,  one  can  actually  dominate  the  other.  . 
It  would  be  helpful,  I believe,  if  we  were  to  ) 
take-  a brief  look  at  some  of  the  various 
methods  through  which  medical  care  is  I 
furnished  and  financed.  What  are  their  i 
advantages  and  disadvantages  in  considering  i 
how  medical  services  should  be  provided?  4 
In  this  discussion  I shall  omit  government-  I 
supplied  medical  care.  ) 

In  the  past  the  most  general  method  for  I 
financing  medical  care  has  been  the  pay-as-  | 
you-go  or  out-of-pocket  system.  Here  the 
patient  selects  his  doctor  and  agrees  to  pay 
the  fee  the  doctor  charges  for  his  services. 
Many  people  still  arrange  and  pay  for  med- 
ical care  this  way,  but  there  is  a strong  trend 
these  days  toward  the  prepayment  approach. 
Most  people  wish  to,  and  almost  have  to, 
avoid  the  impact  of  large  medical  or  hospital  | 
bills  and  so,  in  our  installment-buying  j 
economy,  where  there  is  precommitment  of 
income  yet  to  be  earned,  they  prefer  to  i 
prepay  their  medical  care  through  some  form 
of  voluntary  health  insurance. 

I would  like  to  consider  the  pros  and  cons 
of  the  various  methods  of  supplying  and  , 
financing  medical  care. 

Past  and  traditional  way — patient 
PAID  DOCTOR  OUT  OF  POCKET.  Pro.  Argu- 
ments for  the  traditional  method  of  payment  » 
include: 

1.  A close  personal  relationship  between 
doctor  and  patient  is  maintained. 

2.  The  strength  and  authority  of  the 
patient  is  maintained.  He  engages  and  pays  t 
the  physician. 

3.  The  patient  chooses  his  own  physician 
and  is  able  to  change  physicians. 

4.  This  system  is  a check  on  medical  care 
expenditures  because  both  patient  and  doc- 
tor have  to  be  concerned  with  the  patient’s 
ability  to  pay. 

5.  The  patient’s  limited  resources  results 
in  “cost  control.”  The  physician  needs  a 
satisfied  patient  and  must  be  responsive  to 
the  patient’s  financial  problem. 
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Con.  Arguments  against  this  traditional 
method  include: 

1.  There  is  a reluctance  to  spend  money 
for  illness.  This  point  often  is  exaggerated, 
however.  It  is  often  overshadowed  by  other 
reasons  for  not  seeking  medical  care. 

2.  In  the  event  of  catastrophic  cost,  the 
patient  suffers  financial  hardship. 

Blue  Cross  and  Blue  Shield  prepay- 
ment. Pro.  Arguments  for  prepayment 
include: 

1.  Many  medical  care  costs  are  prepaid. 
The  impact  of  catastrophic  cost  is  dimin- 
ished, although  not  eliminated. 

2.  The  patient  is  free  to  seek  care  without 
an  economic  barrier — the  fear  of  cost.  This 
is  first-doUar  coverage. 

3.  It  is  operated  as  a nonprofit  system. 
(This  eventually  will  be  aU-important  to  the 
public.  For  example,  if  aU  health  insurance 
were  commercial,  the  public  would  be  bound 
to  resent  the  profit  motive  and  eventually 
would  reject  the  profit  or  commercial  ap- 
proach.) 

4.  Service  benefits  include  paid-in-full 
coverage  for  people  in  low-  and  middle- 
income  brackets. 

5.  There  is  the  cooperation  and  contribu- 
tion of  participating  physicians  because  they 
act  voluntarily. 

6.  The  power  and  authority  of  the  pa- 
tient are  retained,  since  the  patient  is  free 
to  select  his  own  doctor  and  his  medical  care. 

7.  There  is  the  cooperation,  guidance, 
and  support  of  organized  medicine. 

8.  Coverage  is  available  to  individuals 
and  families  on  a direct  payment  basis  as 
well  as  to  groups.  The  principle  of  com- 
munity coverage  is  much  more  widely 
applied. 

9.  There  is  a traditional  continuation  of 
coverage  without  regard  to  the  patient’s  age 
or  state  of  health. 

10.  It  is  community  rated.  Here  the 
effort  is  to  include  low-income  and  poorer- 
risk  subscribers  as  an  integral  part  of  the 
group  as  against  select  group  coverage  which 
disregards  the  more  universal  need  and  is 
more  likely  to  leave  population  gaps  in 
coverage. 

Con.  Arguments  against  prepayment  in- 
clude: 

1.  In  the  event  of  catastrophic  cost.  Blue 
Cross  and  Blue  Shield  programs  may  not 
afford  sufficient  financial  protection.  (Sup- 
plemental programs  are  available,  however.) 


2.  Programs  are  not  comprehensive  in 
scope,  hence  some  medical  costs  fall  on  the 
patient. 

3.  Prepayment  doesn’t  always  pay  the 
doctor’s  bill  in  full. 

4.  The  income  ceiling  on  service  benefits 
may  be  too  low,  which  results  in  patients  not 
receiving  the  benefit  of  paid-in-fuU  coverage. 

5.  There  is  the  problem  of  administrative 
cost  in  paying  for  small  items  on  a fee-for- 
service  basis. 

6.  First-doUar  coverage  may  give  rise  to 
utilization  problems. 

Commercial  insurance.  Pro.  Argu- 
ments for  commercial  insurance  include: 

1 . There  is  a free  choice  of  doctor. 

2.  There  is  a fee  for  service. 

3.  Some  contracts  are  more  satisfactory 
for  catastrophic  coverage. 

4.  Use  of  deductibles  and  coinsurance 
puts  a financial  responsibility  on  the  sub- 
scriber which  may  aid  in  the  problem  of 
utilization  control,  hence  costs. 

Con.  Arguments  against  commercial  in- 
surance include: 

1.  Much  coverage  that  is  sold  is  inade- 
quate in  scope  and  provides  very  limited 
financial  protection. 

2.  Because  of  profit  the  amount  of 
money  paid  out  to  subscribers  must  be  less. 

3.  Such  a plan  pays  out  doUars  instead  of 
supplying  services. 

4.  There  is  a minimum  of  physician 
participation  in  the  development  and  admin- 
istration of  benefits. 

5.  It  is  difficult  to  control  cost.  There  is 
the  possibility  of  spiraling  charges  for  med- 
ical services. 

6.  It  is  difficult  to  control  utilization. 

7.  Good  risks  are  favored.  It  is  not 
community  oriented.  Poor  risks,  those  who 
may  need  coverage  most,  are  less  likely  to 
get  coverage  at  low  cost. 

Programs  using  coinsurance  through 
deductibles  and  percentage  payment  of 
COSTS  BY  PATIENT.  Coinsurance  has  been 
popularized  by  commercial  insurers.  It  is 
also  used  to  a limited  degree  as  a supplement 
to  basic  Blue  Cross/Blue  Shield  coverage. 

Pro.  Arguments  for  a coinsurance  plan 
are: 

1.  It  provides  significant  financial  protec- 
tion against  catastrophic  illness  on  a per- 
centage basis. 

2.  It  includes  the  subscriber  as  an  ele- 
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ment  in  utilization  control  since  he  must  pay 
part  of  the  costs. 

3.  With  co-pay  and  deductibles,  the 
scope  of  coverage  can  be  increased  for  the 
same  premium. 

Con.  Arguments  against  a coinsurance 
plan  are; 

1.  It  is  a financial  barrier  to  early  care. 
This  may  not  be  too  important,  however. 

2.  More  important,  it  can  escalate  med- 
ical charges,  thus  increasing  costs  to  a degree 
that  opens  the  door  to  political  action, 
that  is,  government-supplied  medical  care. 

Self-insured  groups.  Pro.  Arguments 
for  a self-insured  group  include: 

1.  It  saves  third-party  costs.  There- 
fore, the  plan  can  be  cheaper  to  operate. 

2.  There  is  a free  choice  of  physician,  per- 
haps even  service  benefits  or  paid-in-full 
coverage. 

3.  The  self-insurer  can  be  directly  in 
contact  with  the  patient’s  needs. 

Con.  Arguments  against  a self-insured 
group  include; 

1 . Difficulties  occur  because  the  financing 
parties  (imion  health  and  welfare  groups  and 
union  members)  are  too  close.  This  causes 
friction  in  supplying  benefits.  The  buffer 
effect  of  an  impersonal  third-party  insurer  is 
absent. 

2.  The  need  to  conserve  health  and 
welfare  funds  can  result  in  the  restrictive 
administration  of  benefits. 

3.  Administrative  costs  may  be  signifi- 
cant. Savings  may  be  more  apparent  than 
real.  Medical  knowledge  is  necessary  in 
the  operation  of  the  program. 

4.  Where  the  plan  uses  the  participating 
physician  concept,  the  number  of  doctors 
enrolled  is  too  small  to  provide  a significant 
service  benefits  program  to  aU  its  members. 

5.  The  plan  is  a service  for  one  organiza- 
tion and  disregards  over-aU  community 
needs. 

Labor  union  clinic  center  concept. 
Pro.  Arguments  for  a labor  union  clinic 
center  concept  are; 

1.  It  may  or  may  not  provide  compre- 
hensive coverage. 

2.  There  is  no  cost  barrier. 

3.  Diagnostic  and  preventive  services  can 
be  made  available  readily. 

Con.  Arguments  against  a labor  union 
clinic  center  concept  are: 

1.  There  is  no  free  choice  of  physician. 

2.  The  member  becomes  a captive  pa- 


tient or  pays  elsewhere  for  services  already 
prepaid. 

3.  The  plan  is  not  community  oriented. 

It  is  restricted  to  workers  and  their  families 
and  disregards  the  rest  of  the  community’s 
needs. 

4.  The  plan  can  run  into  geographic 
problems,  for  example,  members  may  no 
longer  live  locally.  Care  is  less  available 
because  they  may  have  to  travel  too  far  to 
get  to  the  clinic. 

5.  Often  service  ceases  at  5 : 00  p.m. 

6.  The  personal  doctor-patient  relation- 
ship may  be  impaired. 

Closed  panel  or  capitation  plans.  Pro. 
Arguments  for  a closed  panel  or  capitation 
plan  are; 

1.  There  is  more  comprehensive  cover- 
age, including  preventive  care. 

2.  Group  practice  with  specialists  is 
offered. 

3.  Plans  claim  their  doctors  are  selected 
for  quality  and  that  a high  degree  of  spe- 
cialist service  is  supplied. 

4.  The  cost  barrier  to  early  care  is 
eliminated. 

Con.  Arguments  against  a closed  panel  or  i 
capitation  plan  are; 

1.  There  is  no  free  choice  of  physician.  j 

2.  It  is  generally  restricted  to  groups. 

3.  Although  comprehensive  care  is  prom-  | 
ised,  the  very  structure  of  this  type  of  ' 
organization  in  terms  of  the  number  of  ' 
doctors  in  relation  to  the  number  of  patients 
actually  restricts  the  delivery  of  compre- 
hensive care.  Promised  coverage,  therefore, 
perhaps  can’t  be  provided. 

4.  Plans  claim  they  offer  quality  care 
by  selection  of  doctors.  But  economically 
successful  doctors  usually  don’t  apply  for  I 
positions  in  panel  plans.  Thus  panel  physi-  > 
cians  are  drawn  from  the  residue  who  do 
apply  or  from  among  beginners. 

5.  There  is  the  difficulty  of  establishing 
with  one  physician  the  over-all  responsibility 
for  care  of  the  patient. 

6.  Sometimes  the  panel  doctor’s  interest 
is  divided  between  his  panel  practice  and  his 
private  practice. 

7.  There  may  be  an  impaired  doctor-  < 
patient  relationship. 

8.  Absence  of  a fee  for  service  may  impair 
the  physician’s  effort. 

More  recent  development  of  obtain- 
ing COMPREHENSIVE  MEDICAL  SERVICES 
THROUGH  CONTRACTUAL  ARRANGEMENTS 
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WITH  A HOSPITAL  OR  A MEDICAL  SCHOOL. 
The  contractual  type  of  prepaid  health  care 
program  is,  as  yet,  not  fully  tested.  Only 
through  further  experience  will  it  be  possible 
to  measure  its  value  and  effectiveness. 
Certain  problems  and  difficulties  are  ap- 
parent, however,  and  should  be  identified. 

One  of  these  is  that  in  entering  into  such 
an  arrangement,  a hospital,  originally  estab- 
lished to  provide  a service  to  the  community- 
at-large,  reserves,  segregates,  and  sets  apart 
a portion  of  its  services  and  facilities  for  a 
specific  group.  The  community  in  general 
thus  loses  a portion  of  the  service  and  pro- 
tection furnished  by  the  hospital.  This 
type  of  arrangement  thus  can  interfere  with 
the  general  community  responsibility  of  the 
hospital. 

Where  this  contractual  arrangement  in- 
volves a medical  school,  there  are  additional 
factors  of  both  immediate  and  long-range 
importance  that  must  be  taken  into  account. 
While  it  has  been  stated  that  it  was  with  a 
view  to  improving  medical  training  that  this 
type  of  program  was  developed,  it  might 
actually  impair  medical  training.  By  im- 
posing on  the  teaching  program  a responsi- 
bility for  routine  patient  care,  the  broad 
scope — the  wide  range  of  clinical  experience 
necessary  in  medical  training— could  be 
narrowed  and  reduced.  This  broad  range 
of  clinical  experience  and  training  tradition- 
ally has  been  achieved  through  a high  degree 
' of  selection  of  clinical  cases  for  educational 
purposes.  But  if  the  training  program  is 
hampered  by  an  agreement  on  the  part  of 
I the  medical  school  to  supply  routine  patient 
care  for  all  members  in  a given  group,  tbe 
proper  selection  of  cases  for  clinical  training 
purposes  may  be  impaired,  and  it  is  the 
I medical  school  and  its  teaching  program 
[ which  may  suffer. 

j It  is  pertinent  too,  I think,  to  inquire 
j whether  or  not  under  such  contractual 
arrangements  with  a hospital  certain  medical 
care  services  will  be  furnished  as  outpatient 
department  clinic  care.  Many  patients  are 
not  willing  to  accept  a clinic-oriented  type 
of  medical  service.  They  may  not  like  the 
rather  impersonal,  assembly  line  atmosphere 
of  the  clinic  nor  the  feeling  of  being  in  sur- 
roundings reminiscent  of  those  where  charity 
care  is  rendered.  Here  again,  if  patients 
prefer  to  select  their  own  physician  they  are 
faced  with  out-of-pocket  cost  which,  added 


to  their  insurance  premium,  results  in  double 
payment. 

Summary 

As  you  can  see,  some  of  these  methods  of 
supplying  and  financing  medical  care  allow 
the  subscriber  freedom  of  choice  in  selecting 
his  physician,  and  some  do  not.  Under 
some,  the  fee-for-service  principle  applies, 
and  under  some  it  does  not.  In  all  candor, 
I don’t  think  we  can  point  to  any  one  of 
these  methods  as  being  perfect.  In  an 
analysis  of  each  I have  endeavored  to  point 
out  the  pros  and  cons.  I am  persuaded, 
however,  that  those  plans  or  methods  that 
retain  for  the  subscriber  the  right  to  choose 
his  own  doctor  are  the  best  for  the  subscriber. 
I would  identify  such  choice  as  an  actual 
need  of  the  patient.  It  is  also  true  that  this 
freedom  actually  can  benefit  the  patient 
during  illness.  It  can  affect  his  rate  of 
recovery  and  can,  and  does,  influence  the 
quality  of  care. 

I am  not  suggesting  that  the  freedom  of 
choice  and  fee-for-service  principles  of  them- 
selves guarantee  complete  satisfaction.  But 
they  provide,  I believe,  a sounder  basis  for 
the  supplying  of  medical  services.  There 
are  defects  in  our  current  voluntary,  free 
choice  method  of  supplying  and  financing 
medical  care,  but  in  any  system  that  is 
developed  by  imperfect  human  beings  we  are 
going  to  have  defects  of  one  sort  or  another. 
This  must  be  expected.  But  because  we 
can  identify  what’s  weak  or  wrong  with 
one  system  we  ought  not  to  condemn  the 
whole  system.  If  we  discard  the  entire 
structure  on  which  our  present  system  of 
medical  care  is  based- —discard  it  in  favor  of 
some  relatively  new  and  untried  system  in 
which  we  are  inevitably  bound  to  find  a new 
set  of  defects — we  may  be  jumping  from  the 
frying  pan  into  the  fire. 

I am  not  advocating  the  maintenance  of 
the  status  quo.  Progress  and  development 
must  always  be  our  watchwords.  In  this 
changing  world  we  have  need  for  and  we 
must  continue  the  experimental  approach  in 
finding  improved  ways  to  supply  and  finance 
medical  care  just  as  industry  and  medicine, 
for  that  matter,  never  cease,  through  re- 
search, to  strive  for  better  products,  manu- 
facturing methods,  or,  in  the  case  of  medi- 
cine, newer  and  improved  types  of  medical 
care  and  surgical  procedures. 
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What  I propose,  then,  is  evolution  not 
revolution.  Let’s  build  on  the  broad  foun- 
dation already  established  rather  than 
demolishing  what  we  now  have  in  the  sole 
hope  that  what  we’ll  build  wiU  be  bigger  and 
better.  We’re  talking  about  human  beings 
• — -human  relationships,  not  a new  building — 
not  stone,  bricks,  and  mortar. 

In  an  atmosphere  where  freedom  of  ex- 
perimentation is  encouraged  we  can,  and  I 
believe  we  shall,  through  trial  and  error  find 
a solution.  However,  we  must  avoid  an 
approach  to  present  problems  or  dissatis- 
factions that  freezes  us  into  one  position: 
one  static  system  where  perhaps  govern- 
ment, through  the  passage  of  legislation, 
forces  medical  care  into  one  mold,  into  one 
pattern  of  medical  care  financing  that  re- 
stricts our  freedom  in  arranging  for  and  pay- 
ing for  our  medical  care  needs.  At  this  time 
we  simply  don’t  know  enough  to  take  the 
risk  of  mandating  a specific  pattern  of  sup- 
plying and  financing  medical  care.  A free 
atmosphere  in  which  experimentation  is 
encouraged  wiU  bring  the  best  results.  I 


"Making  weight”  criticized 


The  practice  of  placing  high  school  and  college 
boxers  and  wrestlers  on  starvation  diets  so  they 
can  “make  weight”  for  a particular  event  has 
been  strongly  criticized  by  two  national  as- 
sociations, the  American  Medical  Association’s 
Committee  on  the  Medical  Aspects  of  Sports 
and  the  National  Federation  of  State  High 
School  Athletic  Associations. 

By  reducing  to  a certain  weight,  an  athlete 
may  compete  in  a class  below  that  in  which  he 
rightfully  belongs.  Such  practices  markedly 
reduce  strength  and  stamina. 

The  system  of  requiring  weighing  in  before 
each  contest,  still  common  in  wrestling  and 
boxing,  encourages  an  intense  effort  to  lose 


believe  that  the  worst  thing  that  could 
happen  would  be  for  some  “brain  trust”  to 
take  over  in  the  belief  that  it  can  solve  the 
problems  we  recognize  exist  and  to  ignore 
what  can  be  accomplished  through  experi- 
mentation. No  one  group,  however  erudite 
or  experienced,  can  hope  to  or  even  be  ex- 
pected to  come  up  with  the  one  perfect 
answer  to  present-day  problems  in  the 
supplying  and  financing  of  medical  care.  As 
we  endeavor  to  solve  our  problems  and  to 
develdp  solutions  for  those  things  now 
troubling  us,  let’s  not  make  the  mistake  of 
“throwing  out  the  baby  with  the  bath 
water.” 

I would  recommend  that  in  seeking  ways 
to  improve  our  method  of  providing  medical 
and  hospital  services  we  adopt  the  attitude 
or  approach  to  problematic  matters  so 
eloquently  expressed  by  Abraham  Lincoln 
in  his  second  annual  message  to  Congress: 
“to  try  to  correct  errors  where  shown  to  be 
errors,  and  . . . (to)  adopt  new  views  as 
fast  as  they  shall  appear  to  be  true  views.” 

2 Park  Avenue,  New  York  16 


weight  before  the  weighing-in  ceremony,  fol- 
lowed by  a quick  reversal  to  regain  as  much 
weight  as  possible  prior  to  the  contest.  How- 
ever, the  food  eaten  between  the  weigh-in  and 
the  match  cannot  be  metabolized  in  time  to  con- 
tribute appreciably  to  the  restoration  of  energy 
reserves.  At  one  wrestling  tommament  where 
such  a “making  weight”  practice  was  followed, 
two  competitors  collapsed  before  they  had  even 
participated  in  a match. 

Both  associations  urged  each  state  high 
school  association  to  work  out  some  procedure 
to  take  the  emphasis  off  “making  weight.”  One 
approach  would  have  all  athletes  weighed  on  an 
unannounced  day  before  the  season.  A per- 
centage allowance  would  be  made  for  additional 
weight  gain  during  the  season,  and  the  com- 
petitors then  assigned  to  weight  classes  in  which 
they  would  remain  throughout  the  season. 
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Medical  News 


Tuberculosis  and  Health  Association 

During  the  twelve  months  which  began  on 
April  1,  the  New  York  Tuberculosis  and  Health 
Association  plans  to  spend  almost  three  quar- 
ters of  a miUion  dollars  in  its  attack  against 
tuberculosis  in  New  York  City. 

During  the  coming  year  the  Association  will 
continue  to  place  major  emphasis  on  research 
and  the  education  and  training  of  doctors  and 
other  medical  persons.  One  quarter  of  the 
1 $716,930  budget  is  earmarked  for  these  pur- 
poses. 

Eighteen  per  cent  of  the  budget  is  allocated 
for  services  to  the  general  community,  such 
as  free  and  low-cost  chest  x-rays  to  reveal  un- 
suspected tuberculosis,  studies  of  the  city’s 
needs  in  finding  hidden  TB  and  providing 
information  regarding  chest  x-ray  services, 
and  clinical  and  hospital  facilities  for  tuber- 
culous patients. 

The  board  appropriated  24  per  cent  of  the 
budget  for  the  Association’s  major  effort  in 
mass  education  and  information  which  is 
carried  out  during  the  Christmas  Seal  Campaign, 
and  for  the  campaign  itself. 

^ The  remaining  third  of  the  budget  will  be 
used  for  services  to  patients,  public  health 
education  materials,  and  general  operating 
expenses. 

I The  program  of  work  and  its  accompanying 
I budget  is  one  of  the  first  announced  in  New 
[ York  City  to  have  been  prepared  in  accordance 
with  a uniform  accounting  system  developed 
by  the  National  Health  Council  for  use  by 
voluntary  health  agencies.  When  it  is  finally 
adopted  by  all  health  agencies,  this  system 
I will  enable  contributors  and  the  agencies  them- 
selves to  better  understand  the  cost  and  the 
emphasis  placed  by  various  agencies  on  ac- 
tivities such  as  research,  public  health  educa- 
tion, and  services  to  patients.  The  American 
Institute  of  Certified  Public  Accountants  as- 
sisted the  National  Health  Council  in  prepar- 
ing the  uniform  accounting  system  for  volun- 
tary health  agencies.  The  Council  is  now  work- 
ing on  further  refinements  which  may  allow  the 
voluntary  welfare  agencies  to  join  the  voluntary 
health  agencies  in  using  this  uniform  system. 

Pediatric  postgraduate  course 

The  second  annual  pediatric  postgraduate 
program  sponsored  by  Maimonides  Hospital 
of  Brooklyn  and  the  State  University  of  New 
York  Downstate  Medical  Center  will  be  held 
May  26  through  28  in  the  Solarium  of  the 
Kronish  Pavilion  of  Maimonides  Hospital. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Sessions  will  be  held  in  recent  advances  in 
pediatric  cardiology,  endocrinology,  surgery, 
and  hematology,  and  there  will  be  presenta- 
tions of  unusual  cases. 

Information  concerning  registration  may  be 
obtained  from  Maimonides  Hospital,  4802 
10th  Avenue,  Brooklyn  19,  New  York. 

Electronics  in  clinical  medicine 

The  State  University  of  New  York  Downstate 
Medical  Center  in  Brooklyn  is  currently  of- 
fering a special  course  in  electronic  methods  in 
clinical  medicine  which  will  run  until  June  5. 

The  course,  which  is  open  to  physicians, 
investigators,  and  medical  students,  emphasizes 
the  application  of  modern  technics  of  physics, 
electronics,  and  computers  to  clinical  problems 
in  medicine.  Topics  covered  include  fetal  and 
maternal  phonocardiography;  fetal  and  ma- 
ternal electrocardiography;  surface  electro- 
myography; dynamic  stress  tests;  special  sensors 
(ingestible  telemeter,  microscanner,  and  so 
forth) ; data  handling  and  recording  equipment; 
and  computers. 

The  course  is  held  on  Wednesdays  from  3:00 
to  5 : 00  P.M.  in  Room  C-51,  Kings  County 
Hospital  Center,  451  Clarkson  Avenue,  Brook- 
lyn. There  is  no  fee.  Further  information  may 
be  obtained  from  the  Department  of  Obstetrics 
and  Gynecology,  State  University  of  New  York 
Downstate  Medical  Center,  450  Clarkson 
Avenue,  Brooklyn  3,  New  York. 

Society  of  Medical  Jurisprudence 

The  752nd  regular  meeting  of  The  Society 
of  Medical  Jurisprudence  was  held  at  the  New 
York  Academy  of  Medicine  building,  2 East 
103rd  Street,  New  York  City,  on  April  22. 

“The  Use  of  Electro-Diagnostic  Studies  in 
Cases  Involving  Disk  Pathology”  was  dis- 
cussed by  Louis  R.  Harolds,  Esquire,  of  the 
New  York  and  Federal  Bars,  and  a director  of 
the  New  York  State  Association  of  Trial 
Lawyers. 

“Trauma  and  Diabetes”  was  the  topic  of 
Harry  Zeitlan,  Esquire,  of  the  New  York  and 
Federal  Bars,  also  a director  of  the  New  York 
State  Association  of  Trial  Lawyers. 

Cancer  research  program  launched 

The  National  Cancer  Institute  and  the 
Atomic  Energy  Commission  will  begin  a joint 
research  project  to  investigate  the  roles  of 
radiation,  viruses,  and  chemicals  as  causes  of 
cancer.  The  research  will  be  done  at  the  Oak 
Ridge  National  Laboratory  in  Oak  Ridge, 
Tennessee. 
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The  joint  program  will  include  a lung  cancer 
study  in  which  animals  will  be  exposed  to  some 
of  the  types  of  chemicals,  radiation,  and 
viruses  to  which  man  is  constantly  exposed. 
Radiation,  for  example,  will  be  given  both  in 
doses  large  enough  to  produce  cancer  and  in 
smaller  doses  corresponding  to  the  low  levels 
normally  present  in  the  human  environment. 

One  of  the  studies  will  seek  information 
which  may  help  explain  whether  the  increased 
incidence  of  cancer  in  middle-aged  and  elderly 
people  results  from  a greater  sensitivity  of  aged 
tissues  to  cancer-causing  agents  acting  over 
relatively  brief  periods  of  time  or  from  the 
cumulative  effects  of  lifelong  exposure  to  such 
agents. 

Mental  hospital  opens 

Governor  Rockefeller  has  announced  the 
opening  of  the  new  Bronx  State  Hospital,  the 
first  mental  hospital  facility  to  be  built  in  New 
York  State  in  thirty-two  years.  It  is  located 
on  a 125-acre  tract  on  Hutchinson  River 
Parkway  and  Westchester  Avenue  in  The 
Bronx. 

Two  40-bed  wards  in  the  680-bed  medical- 
surgical  building  are  now  ready  for  occupancy. 
The  facilities  will  care  for  1,392  patients  when 
in  full  operation.  A second  installation,  a 
six-story,  721-bed  reception  building,  also  is 
nearing  completion.  As  a temporary  measure 
only,  this  building  will  be  used  to  relieve  over- 
crowding in  the  State  schools  for  the  mentally 
retarded  in  the  downstate  area. 

The  Bronx  hospital  will  work  in  cooperation 
with  the  Albert  Einstein  College  of  Medicine, 
providing  for  the  college  resources  for  psychi- 
atric teaching  material  and  availing  itself  of 
the  postgraduate  education  opportunities  for 
its  professional  stalf  as  well  as  consultant  serv- 
ices offered  by  the  college. 

In  addition  to  the  two  patient  buildings,  built 
at  a cost  of  approximately  $18.7  million,  a 
$1.7  million  power  plant  has  been  completed 
at  the  new  institution.  Other  units  presently 
under  construction  are  a $521,000  administra- 
tion building,  a $698,000  nurses  home,  and 
staff  housing  costing  $1,183,000. 

Fellowships  offered 

The  New  York  Tuberculosis  and  Health 
Association  is  offering  fellowships  for  investiga- 
tors in  the  fields  of  medical,  epidemiologic, 
or  social  research  related  to  tuberculosis  and 
other  respiratory  diseases.  Training  fellow- 
ships are  also  offered  to  young  physicians  who 
wish  to  become  qualified  in  the  field  of  tuber- 
culosis and  other  respiratory  diseases. 

Additional  information  may  be  obtained 
from  the  New  York  Tuberculosis  and  Health 
Association,  260  Park  Avenue  South,  New  York 
10,  New  York. 

Rabies  quarantine  lifted 

The  Monroe  County  rabies  quarantine  im- 


posed by  the  New  York  State  Department  of  I 
Health  in  1959  has  been  lifted,  according  to  I 
Wendell  R.  Ames,  M.D.,  Monroe  County  II 
Health  Commissioner.  jl 

No  cases  of  rabies  were  reported  in  the  I 
county  during  1962.  | 

All  dogs  must  still  be  inoculated  against  the  I 
disease.  Dr.  Ames  said.  A regulation  adopted  i 
by  the  county  board  of  health  in  1960  makes  it  | 
mandatory  for  dogs  to  be  immunized  before 
they  can  be  licensed.  j 

The  county  health  department  will  continue  I 
to  conduct  free  inoculation  clinics  every  fall  | 
for  dogs  needing  shots.  Vaccine  gives  protec-  | 
tion  for  about  four  years. 

Detergents,  water  supply  being  studied 

A study  to  determine  the  effects  of  house- 
hold detergents  on  water  supply  is  underway 
in  Nassau  and  Suffolk  Counties. 

The  study  is  being  financed  by  the  New  York  j 
State  Department  of  Health.  Seven  Federal, 
State,  and  local  agencies  are  participating,  I 
working  under  the  Temporary  State  Com- 
mission on  Water  Resources  Planning.  The  | 
Commission  has  been  authorized  by  the  t 
Legislature  to  make  the  study. 

The  amount  of  detergent  in  Long  Island’s 
ground  water  supply  has  increased  steadily 
in  the  past  five  years,  according  to  Department 
engineers.  They  say  this  indicates  that  the 
residue  from  cesspools  and  septic  tanks  is 
contaminating  the  water  supply. 

Nassau  and  Suffolk  County  health  depart- 
ment personnel  take  samples  of  the  flow  of  de- 
tergent in  area  homes  from  washing  machines, 
through  cesspools,  and  into  the  ground  water. 

An  experimental  detergent  produced  by  the 
Soap  and  Detergent  Association  is  being  used. 

The  researchers  hope  to  find  a product  whose 
chemistry  enables  it  to  break  down  and  lose  its 
sudsing  power  once  in  the  ground.  They  also 
hope  to  determine  the  flow  of  detergents  and 
other  residues  of  cesspools  and  septic  tanks  I 
into  the  ground  water,  the  ability  of  the  ground  f 
water  to  “recuperate”  from  such  doses,  and 
the  saturation  limits  of  various  soils. 

Aid  for  asthmatic  children 

Comprehensive  care  for  asthmatic  children 
is  now  available  at  the  New  York  Infirmary, 
Stuyvesant  Square  East  and  15th  Street, 
New  York  City. 

A unit  with  special  environmental  controls 
on  the  tenth  (pediatric)  floor  will  accommodate 
a number  of  asthmatic  children  for  diagnostic 
evaluation,  intensive  care,  and  rehabilitation 
under  the  direction  of  the  Departments  of 
Pediatrics,  Allergy,  and  Psychiatry.  These 
departments  have  coordinated  their  resources 
in  a multidisciplinary  approach,  and  will  be 
assisted  by  social  service  and  other  facilities 
of  the  hospital. 

An  essential  part  of  the  program  is  the  family 
counseling  provided  during  the  child’s  hospital 
stay  and  convalescence.  This  service  is  de- 
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signed  to  assist  in  improving  the  physical  and 
psychologic  environment  to  which  the  child 
will  return. 

Cases  are  usually  admitted  Monday  morn- 
ings, but  emergencies  can  be  admitted  at  any 
time.  For  admission,  call  the  Pediatric  Res- 
ident, at  CAnal  8-8000. 

Personalities 

Elected.  Joseph  G.  Gilbert,  M.D.,  Roslyn 
Heights,  consultant  in  otolaryngology  to  the 
College  Division,  Kings  County  Hospital, 
Brooklyn;  Sea  View  Hospital,  Staten  Island; 
Doctors  Hospital,  Freeport;  and  Brunswick 
General  Hospital,  Massapequa,  re-elected  sec- 
retary-treasurer of  the  American  Otorhinologic 
Society  for  Plastic  Surgery,  Inc.  . . . John  L. 
Norris,  M.D.,  Rochester,  associate  medical 
director  of  the  Eastman  Kodak  Company,  as 
president  of  the  Industrial  Medical  Association. 


New  approach  to  syphilis  needed 


A new  approach  to  “time-tried”  methods  of 
controlling  syphilis  is  needed  to  curb  the  rising 
number  of  cases  in  this  country,  according  to  R. 
H.  Kampmeier,  M.D.,  Vanderbilt  University 
School  of  Medicine,  Nashville,  Tennessee,  writ- 
ing in  the  March  30  Journal  of  the  American 
Medical  Association. 

Since  the  advent  of  penicillin,  more  patients 
are  being  treated  in  physicians’  oflSces  than  in 
public  clinics.  Eradication  of  syphilis,  there- 
fore, must'have  as  its  pivot  the  doctor  in  private 
practice  and  will  depend  mainly  on  cooperation 
between  the  practitioner  and  health  authorities. 

Dr.  Kampmeier  advocates  the  use  of  case 


Awarded.  John  W.  Berg,  M.D.,  Joseph 
Holland  Burchenal,  M.D.,  and  Joseph  G. 
Fortner,  M.D.,  of  the  Memorial  Sloan-Ketter- 
ing  Cancer  Center,  the  Alfred  P.  Sloan  Founda- 
tion annual  awards  for  the  advancement  of 
cancer  research. 

Appointed.  David  A.  Blumenstock,  M.D., 
as  surgeon-in-chief  of  The  Mary  Imogene 
Bassett  Hospital,  Cooperstown.  . . WiUiam  A. 
Miles,  M.D.,  M.A.C.R.,  Staten  Island,  as 
clinical  instructor  in  radiology  at  the  New 
York  Medical  College. 

Speakers.  Saul  Krugman,  M.D.,  professor 
and  chairman  of  the  Department  of  Pediatrics, 
New  York  University  Medical  Center,  the 
Bela  Schick  Lecture  on  “Natural  History  and 
Prevention  of  Infectious  Hepatitis,”  before 
the  board  of  trustees  and  the  medical  staff 
of  The  Mount  Sinai  Hospital,  New  York  City, 
on  April  16. 


finding  and  investigation  of  contacts  which  have 
proved  veduable  in  public  clinics.  Since  the 
physician  is  not  qualified  in  investigative  tech- 
nics, he  should  have  the  help  of  a trained  inter- 
viewer. 

This  plan  had  great  success  in  Georgia,  where 
the  number  of  reported  cases  of  infectious 
syphilis  between  1956  and  1959  increased  by 
more  than  10  times  the  number  in  the  previous 
three  years,  and  the  number  of  patients  inter- 
viewed increased  to  97  per  cent. 

It  is  estimated  that  the  incidence  of  acute 
syphilis  in  this  country  is  about  60,000  cases  per 
year.  However,  over  a five-year  period  the 
average  annual  number  of  reported  cases  was 
6,500,  indicating  that  53,500  probable  cases  of 
infectious  syphilis  were  missed  or  not  reported 
each  year. 
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SATURDAY 
MAY  18,  1963 

STATLER  HILTON 
New  York  City 


Morning  Session 

9:00  A.M. 
9:30  A.M. 


12:00  NOON 
12:30  P.M. 


Medical  Communications  Day 

sponsored  by 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
Official  publication 

Medical  Society  of  the  State  of  New  York 
and 

AMERICAN  MEDICAL  WRITERS’  ASSOCIATION 
Metropolitan  New  York  Chapter 


William  Hammond,  M.D.,  Scarsdale,  Presiding 

Editor,  New  York  State  Journal  of  Medicine 

Registration 

PANEL:  THE  CULTIVATION  OF  MEDICAL  WRITERS 

Professor  John  Foster,  Jr.,  New  York  City,  Moderator 

Director  of  Advanced  Programs,  Graduate  School  of  Journalism, 
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Leslie  Homer  Backus,  M.D.,  of  Buffalo,  died 
on  April  7 at  the  age  of  sixty.  Dr.  Backus 
graduated  in  1928  from  Albany  Medical 
College.  Recently  elected  secretary  general  of 
the  Third  International  Congress  of  Plastic  Sur- 
geons to  be  held  on  October  13,  1963,  in  Wash- 
ington, D.C.,  he  was  a consulting  plastic  sur- 
geon at  Deaconess,  Mercy,  Sisters  of  Charity, 
Millard  Fillmore,  Our  Lady  of  Victory  (Lacka- 
wanna), St.  Francis,  and  Veterans  Administra- 
tion Hospitals,  associate  consulting  plastic 
surgeon  at  Buffalo  Eye  and  Ear  Hospital  and 
Wettlaufer  Clinic,  attending  plastic  surgeon 
at  Children’s  Hospital,  and  an  assistant  at- 
tending surgeon  at  Buffalo  General  Hospital. 
Dr.  Backus  was  a Diplomate  of  the  American 
Board  of  Plastic  Surgery,  a FeUow  of  the  Amer- 
ican College  of  Surgeons,  a Fellow  of  the  In- 
ternational College  of  Surgeons,  and  a member 
of  the  American  Society  of  Plastic  and  Recon- 
structive Surgery,  the  American  Association  of 
Plastic  Surgeons,  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Aaron  Leonard  Burger,  M.D.,  of  Brooklyn, 
died  on  April  6 at  the  age  of  sixty-five.  Dr. 
Burger  graduated  in  1923  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  attending  physician  at  Coney  Island 
Hospital  and  a member  of  the  staff  of  the 
Brooklyn  Society  for  the  Prevention  of  Cruelty 
to  Children.  Dr.  Burger  was  a Fellow  of  the 
American  College  of  Physicians  and  a mem- 
ber of  the  Brooklyn  Society  of  Internal 
Medicine,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

James  Arthur  Elson,  M.D.,  of  Albion,  re- 
tired, died  on  March  9 at  the  age  of  eighty. 
Dr.  Elson  graduated  in  1907  from  the  University 
of  Michigan  Medical  School.  From  1943  until 
his  retirement  in  1960  he  had  served  as  Albion 
High  School  physician.  Dr.  Elson  was  a mem- 
ber of  the  Orleans  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New  York. 

Israel  G.  Epstein,  M.D,,  of  Brooklyn,  died 
on  April  7 at  the  age  of  fifty-eight.  Dr.  Epstein 
graduated  in  1927  from  Long  Island  College 
Hospital  Medical  School.  He  was  director  of 
pulmonary  diseases  at  Metropolitan  Hospital 
and  Bird  S.  Coler  Memorial  Hospital  and 
Home,  chief  of  Chest  Service  at  Maimonides 
Hospital  of  Brooklyn  Outpatient  Department, 
attending  physician  at  Sea  View  Hospital  and 
Maimonides  Hospital  of  Brooklyn,  consulting 


physician  in  pulmonary  diseases  at  Prospect 
Heights  Hospital,  and  an  associate  clinical  pro- 
fessor of  medicine  at  New  York  Medical 
College.  Dr.  Epstein  was  a Fellow  of  the 
American  College  of  Chest  Physicians  and  a 
member  of  the  American  Thoracic  Society, 
the  Brooklyn  Thoracic  Society,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Walter  I.  Galland,  M.D.,  of  New  York  City, 
died  on  December  30, 1962,  at  the  age  of  seventy- 
three.  Dr.  Galland  graduated  in  1920  from 
Cornell  University  Medical  College.  He  was  a 
consulting  orthopedic  surgeon  at  Lenox  Hill  > 
Hospital  and  the  New  York  Infirmary.  Dr.  • 
Galland  was  a Diplomate  of  the  American  Board 
of  Orthopedic  Surgery  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons, 
the  New  York  Academy  of  Medicine,  the  New  i 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  i 
American  Medical  Association. 

Simon  Joseph  Gormley,  M.D.,  of  Ham- 
mondsport,  died  on  March  1 at  the  age  of 
fifty-eight.  Dr.  Gormley  graduated  in  1932 
from  Albany  Medical  College.  He  was  chief  * 
of  domiciliary  medicine  at  the  Bath  Veterans 
Administration  Center. 

Ira  I.  Kaplan,  M.D.,  of  New  York  City,  died 
on  March  15  at  the  age  of  seventy-six.  Dr. 
Kaplan  graduated  in  1914  from  Columbia 
University  College  of  Physicians  and  Surgeons. 

He  was  a consultant  in  radiation  therapy  at  ' 
Bellevue,  Beth-El,  French,  Grand  Central,  4 
Jewish  Memorial,  and  Southside  (Bay  Shore)  ' 
Hospitals,  and  a consulting  radiologist  at  the 
Brooklyn  Hebrew  Hospital  and  Home  for  the 
Aged.  Dr.  Kaplan  was  a Diplomate  of  the 
American  Board  of  Radiology  (Therapeutic 
Radiology),  a FeUow  of  the  American  College  | 
of  Radiology,  and  a member  of  the  American  t 
Association  for  Cancer  Research,  the  American  < 
Radium  Society,  the  American  Roentgen  Ray 
Society,  the  Radiological  Society  of  North 
America,  Inc.,  the  New  York  Academy  of 
Medicine,  the  New  York  Roentgen  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Adam  Kobryner,  M.D.,  of  New  York  City, 
died  on  March  24  at  the  age  of  sixty-nine. 

Dr.  Kobryner  received  his  medical  degree  from 
the  University  of  Warsaw  in  1917.  He  was  a 
member  of  the  New  York  County  Medical 
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Society  and  the  Medical  Society  of  the  State  of 
New  York. 

Lewis  A,  Koch,  M.D.,  of  Brooklyn,  died  on 
April  5 at  the  age  of  sixty-two.  Dr.  Koch 
graduated  in  1926  from  the  University  of 
Nebraska  College  of  Medicine.  He  was  an 
attending  pediatrician  at  Long  Island  College 
Hospital  and  Kings  County  Hospital  Medical 
Center  and  a consulting  pediatrician  at  St. 
John’s  Episcopal  Hospital.  Dr.  Koch  was  a 
Diplomate  of  the  American  Board  of  Pediatrics 
and  a member  of  the  American  Academy  of 
Pediatrics,  the  Brooklyn  Academy  of  Pediatrics, 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Adolph  Joseph  Musante,  M.D.,  of  Tuckahoe, 
died  on  November  7,  1962,  at  the  age  of  sixty- 
six.  Dr.  Musante  graduated  in  1923  from 
Jefferson  Medical  College  of  Philadelphia. 
He  was  an  associate  attending  otolaryngologist 
at  Yonkers  General  Hospital.  Dr.  Musante  was 
a member  of  the  Westchester  County  Medical 
Society  and  the  Medical  Society  of  the  State 
of  New  York. 

Lee  Rice  Pierce,  M.D.,  of  Scarsdale,  died  on 
April  3 at  the  age  of  seventy-one.  Dr.  Pierce 
graduated  in  1915  from  the  University  of 
Buffalo  School  of  Medicine.  Decorated  for 
devising  a new  kind  of  front-line  hospital  in  the 
Itahan  campaign  in  World  War  II,  Dr.  Pierce 
was  a Diplomate  of  the  American  Board  of 
Otolaryngology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  New 
York  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Thomas  Paul  Rumore,  M.D.,  of  New  York 
City,  died  on  January  19  at  the  age  of  forty- 
one.  Dr.  Rumore  graduated  in  1946  from  the 
Stritch  School  of  Medicine  of  Loyola  University, 
Chicago.  He  was  a chnical  assisting  psy- 
chiatrist at  Kings  County  Hospital  Center.  Dr. 
Rumore  was  a member  of  the  American  Psy- 
choanalytic Association,  the  Psychoanalytic 
Association  of  New  York,  Inc.,  the  New  York 
County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Hall  Glesnor  Van  Vlack,  M.D.,  of  Cherry 
Creek,  retired,  died  on  March  14  at  the  age  of 
seventy-eight.  Dr.  Van  Vlack  graduated  in 
1910  from  the  University  of  Michigan  Medical 
School.  A former  managing  director  of  James- 
town General  Hospital,  during  World  War  II 


he  was  in  command  of  the  38th  General  Hos- 
pital in  North  Africa,  later  was  appointed  chief 
medical  officer  of  the  American  and  British 
forces  in  Iraq  and  Iran,  and  also  was  appointed 
as  principal  medical  officer  for  the  Allies  in 
bringing  relief  to  Greece,  Yugoslovia,  and 
Albania.  He  received  the  U.S.  Army  Legion 
of  Merit  for  “exceptionally  meritorious  serv- 
ice” as  principal  medical  officer  of  the  Allied 
Relief  Mission  in  the  Balkans  and  the  British 
award  of  “Honorary  Officer  of  the  Military 
Division  of  the  Most  Excellent  Order  of  the 
British  Empire.”  Dr.  Van  Vlack  was  a 
Diplomate  of  the  American  Board  of  Ortho- 
pedic Surgery,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American 
Academy  of  Orthopaedic  Surgeons  and  the 
Buffalo  Academy  of  Medicine. 

Walter  L,  Weeden,  M.D.,  of  Syracuse,  died 
on  March  11  at  the  age  of  seventy-four.  Dr. 
Weeden  graduated  in  1915  from  Syracuse 
University  College  of  Medicine.  He  was  a 
senior  attending  physician  at  Syracuse  General 
Hospital  and  a former  assistant  professor  of 
medicine  at  Syracuse  University  College  of 
Medicine.  Dr.  Weeden  was  a member  of  the 
Syracuse  Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Tyree  C.  Wyatt,  M.D.,  of  Syracuse,  died  on 
March  19  at  the  age  of  sixty-three.  Dr. 
Wyatt  graduated  in  1922  from  Syracuse  Uni- 
versity College  of  Medicine.  Professor  emeritus 
of  pediatrics  at  Syracuse  University  College 
of  Medicine,  from  1948  to  1953  he  was  chair- 
man of  the  Pediatrics  Department;  he  was  also 
senior  attending  pediatrician  at  Syracuse  Me- 
morial Hospital  and  attending  pediatrician  at 
Syracuse  City  Hospital.  A member  of  the 
Maternal  and  Child  Welfare  Committee  of 
the  Medical  Society  of  the  State  of  New  York 
and  former  vice-chairman  of  the  Perinatal 
Mortality  Study  he  also  served  on  the  Com- 
mittee for  State  Aid  to  Children,  Governor 
Rockefeller’s  Committee  for  the  Youth  De- 
velopment Program,  and  the  board  of  the  local 
cerebral  palsy  clinic  at  Elmcrest.  Dr.  Wyatt 
was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American 
Academy  of  Pediatrics  (for  which  he  served  on 
the  executive  board  and  as  former  chairman 
of  District  2),  the  American  Pediatric  Society, 
the  Society  for  Pediatric  Research,  the  Syracuse 
Academy  of  Medicine,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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Abstracts 


Janovski,  N.  A.,  Weiner,  L.,  and  Ober,  W. 
B.:  Soap  intoxication  following  criminal  abor- 

tion, New  York  State  J.  Med.  63:  1463  (May 
15)  1963. 

Of  77  cases  of  soap  intoxication  following 
criminal  abortion  reported  in  the  literature,  34 
survived,  and  43  died.  Another  case  is  re- 
ported. Soap  is  not  very  effective  as  an  aborti- 
facient,  but  it  may  cause  a syndrome  consisting 
of  hemolysis  followed  by  oliguria  or  anuria  and 
acute  renal  tubular  necrosis,  icterus  and  varying 
degrees  of  fatty  metamorphosis  and  toxic  necro- 
sis of  the  liver,  and  hemorrhagic  phenomena  as- 
sociated with  toxic  depression  of  the  bone  mar- 
row. Chemical  peritonitis  and  thrombophlebitis 
are  usually  present,  and  pulmonary  thrombo- 
embolism and  fat  embolism  may  occur.  Com- 
plications include  bacterial  or  mycotic  infection. 
In  New  York  City,  abortion  as  a cause  of 
puerperal  death  has  risen  from  about  20  per  cent 
in  the  period  from  1945  to  1952  to  almost  45 
per  cent  in  the  period  from  1957  to  1961,  and 
about  80  per  cent  of  the  deaths  due  to  abortion 
were  among  Negroes  and  Puerto  Ricans. 

Oderr,  C.:  Emphysema  studied  by  fluoroden- 
simetry  and  microradiography.  New  York 
State  J.  Med.  63:  1518  (May  15)  1963. 

Fluorodensimetry,  consisting  of  special  fluor- 
oscopy using  electronic  amplification  and  oscil- 
loscopic  recording,  is  valuable  in  determining 
ventilatory  function  in  various  parts  of  the  lung 
and  is  especially  useful  in  diagnosing  paradoxical 
air  exchange.  Almost  the  same  instrumentation 
may  be  used  to  record  the  amplitude  and  form  of 
the  pulmonary  pulse,  which  may  aid  in  roughly 
determining  incongruities  between  ventilation 
and  blood  flow.  Soft-ray  radiographs  of  in- 
flation-fixed lung  slices  can  elicit  lung  details 
unavailable  by  clinical  x-ray  instrumentation, 
especially  the  diameter  of  structures  too  large 
to  be  included  in  a section  cut  for  study  by  the 
light  microscope,  abnormal  fenestrations  not 
recognizable  when  disrupted  by  classical  tissue 
section  methods,  and  vascular  pattern  in  rela- 
tionship to  diseased  respiratory  units. 

Riley,  V.:  Transmissible  agents  and  anemia  of 

mouse  cancer.  New  York  State  J.  Med.  63: 
1523  (May  15)  1963. 


Studies  were  made  in  tumor-bearing  and  nor- 
mal mice  of  the  role  of  infectious  transmissible 
entities  in  induction  of  host  anemia  and  quanti- 
tative alteration  of  other  blood  elements  such 
as  reticulocytes  and  plasma  enzymes.  Evidence 
is  presented  for  combination  effects  with  a virus- 
like infectious  entity  in  conjunction  with  other 
transmissible  agents  such  as  the  Bartonella 
category,  especially  Eperythrozoon  coccoides. 
There  is  partial  protection  of  the  host  from  the 
anemia-inducing  effects  of  whole  body  x-radia- 
tion  by  the  virus-like,  LDH  (lactic  dehydro- 
genase)-elevating  agent. 

Montgomery,  R.M.:  Corns,  calluses,  and 

warts;  differential  diagnosis.  New  York  State 
J.  Med.  63:  1532  (May  15)  1963. 

Superficially,  corns,  calluses,  and  warts  re- 
semble one  another  closely  until  paring  of  the 
keratotic  covering  exposes  the  identifying  char- 
acteristics. Effective  treatment  depends  on  a 
differential  diagnosis.  Paring  of  the  lesion  re- 
veals: (1)  in  corns,  a sharply  marginated,  trans- 
lucent core  without  blood  vessels  and  inter- 
ruption of  the  normal  papillary  line  pattern; 
(2)  in  calluses,  no  core,  blood  vessels,  or  dis- 
turbance of  the  papillary  line  pattern;  and  (3) 
in  warts,  a sharply  marginated  border,  inter- 
ruption or  deviation  of  the  papillary  line  pat- 
tern, and  coagulated  capillaries. 

Baker,  D.  C.,  Jr.:  Chronic  cough  in  children. 

New  York  State  J.  Med.  63:  1535  (May  15) 
1963. 

The  most  common  cause  of  chronic  cough  in 
children  is  upper  respiratory  infection;  other 
causes  include  foreign  bodies,  allergy,  tumors, 
and  congenital  lesions  such  as  malformation  of 
the  nose  and  throat,  choanal  atresia,  cysts  and 
hemangioma  of  the  larynx,  thyroglossal  cyst, 
and  pressure  on  the  trachea  and  esophagus  due 
to  a vascular  ring.  Other  possible  causes  include 
pulmonary  abscess,  tuberculosis  of  the  lungs  or 
glands,  tumors  of  the  bronchus,  cystic  fibrosis  of 
the  pancreas,  pertussis,  the  pneumonias, 
pleurisy,  empyema,  pneumothorax,  mediastinal 
lesions,  and  Boeck’s  sarcoid.  Bronchoscopy  and 
oil  instillation  are  particularly  useful  aids  in 
making  a differential  diagnosis. 
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Abstracts  in  Interlingua 


Janovski,  N.  A.,  Weiner,  L.,  e Ober,  W.  B,: 

Intoxication  a sapon  post  aborto  criminal 
(anglese).  New  York  State  J.  Med.  63: 
1463  (15  de  maio)  1963. 

Ex  77  casos  de  intoxication  a sapon  post 
aborto  criminal  reportate  in  le  litteratura,  43 
se  terminava  mortalmente.  Un  caso  addi- 
tional es  reportate.  Sapon  non  es  multo  ef- 
ficace  como  abortifico,  sed  Ulo  pote  causar  un 
syndrome  consistente  de  hemolyse  sequite  de 
oliguria  o anuria  e acute  necrose  reno-tubular, 
ictero  e varie  grades  de  metamorphose  grasse  e 
de  necrose  toxic  del  hepate,  e phenomenos 
hemorrhagic  associate  con  depression  toxic 
del  medulla  ossee.  Peritonitis  chimic  e throm- 
bophlebitis es  etiam  presente  usualmente,  e le 
occurrentia  de  thrombo-embolismo  pulmonari  e 
de  embolismo  de  grassia  es  possibile.  Le  com- 
plicationes  include  infection  bacterial  o mycotic. 
In  New  York  City,  aborto  como  causa  de 
morte  puerperal  ha  montate  ab  circa  20  pro 
cento  in  le  periodo  ab  1945  ad  1952  ad  quasi 
45  pro  cento  in  le  periodo  ab  1957  ad  1961, 
e approximativemente  80  pro  cento  de  istes 
mortes  occurreva  inter  negros  e portoricanos. 


Oderr,  C.:  Emphysema  studiate  per  fluoro- 

I densimetria  e microradiographia  {anglese).  New 
! York  State  J.  Med.  63:  1518  (15  de  maio) 

] 1963. 

Fluorodensimetria,  consistente  de  fluoroscopia 
special  con  le  uso  de  amplification  electronic 
' e registration  oscilloscopic,  es  de  valor  in 
j determinar  le  function  ventUatori  in  varie 
I partes  del  pulmon.  Illo  es  particularmente 
utile  in  diagnosticar  excambio  paradoxe  de 
^ aere.  Quasi  le  mesme  instrumentation  pote 
, esser  usate  in  registrar  le  amplitude  e le  forma 
1 del  pulso  pulmonari,  lo  que  pote  esser  de  as- 
I sistentia  in  estimar  incongruitates  inter  ventila- 
I tion  e fluxo  de  sanguine.  Radiographia  a 
radios  molle  applicate  a sectiones  de  pulmon 
fixate  in  inflation  pote  revelar  detalios  pul- 
monari que  non  es  accessibile  al  roentgeno- 
instrumentation  clinic,  particularmente  struc- 
turas  a diametro  troppo  grande  pro  esser  in- 
cludite  in  sectiones  destinate  al  studio  per 
microscopia  optic,  fenestrationes  anormal  que 
non  es  recognoscibile  quando  illos  es  disrumpite 
per  classic  method  os  de  histo-section,  e con- 
figurationes  vascular  in  relation  a morbide 
unitates  respiratori. 


I Riley,  V .:  Transmissibile  agentes  e anemia 

I 


de  cancere  murin  {anglese).  New  York  State 
J.  Med.  63:  1523  (15  de  maio)  1963. 

Esseva  studiate,  in  muses  tumorigere  e 
normal,  le  rolo  de  transmissibile  entitates  in- 
fectiose  in  le  induction  in  le  recipiente  de 
anemia  e de  alterationes  in  specific  elementos 
del  sanguine,  tal  como  reticulocytos  e enzymas 
de  plasma.  Es  presentate  evidentia  de  ef- 
fectos  combinate  de  un  virusoide  entitate  in- 
fectiose  in  conjunction  con  altere  transmis- 
sibile agentes,  tal  como  le  categoria  Bartonella, 
e specialmente  Eperythrozoon  coccoides.  Es- 
seva notate  un  protection  partial  del  recipiente 
contra  le  effectos  productori  de  anemia  de  ir- 
radiation del  corpore  total,  providite  per  le 
agentes  virusoide  que  augmenta  le  nivello  de 
dishy drogenase  lactic. 

Montgomery,  R.  M.:  Clavos,  callos,  e ver- 

rucas; diagnose  differential  {anglese).  New 
York  State  J.  Med.  63:  1532  (15  de  maio) 
1963. 

Al  vista  superficial,  clavos,  callos,  e verrucas 
resimila  le  unes  le  alteres  fortemente,  sed  le 
remotion  de  lor  copertura  ceratotic  expone 
prestemente  lor  characteristicas  identificatori. 
Le  eflScacia  del  tractamento  depende  del  diag- 
nose differential.  Le  remotion  del  copertura 
ceratotic  revela  (1)  in  clavos,  un  nettemente 
marginate  e translucente  nucleo  sin  vasos  de 
sanguine  e interruption  del  normal  lineatura 
papillari,  (2)  in  callos,  nulle  nucleo,  vasos  de 
sanguine,  o disturbation  del  lineatura  papillari, 
e (3)  in  verrucas,  un  nettemente  marginate 
contorno,  interruption  o deviation  in  le  linea- 
tura papillari,  e coagulate  capillares. 

Baker,  D.  C.,  Jr.:  Tusse  chronic  in  juveniles 
{anglese).  New  York  State  J.  Med.  63: 
1535  (15  de  maio)  1963. 

Le  causa  le  plus  commun  de  tusse  chronic  in 
juveniles  es  infection  supero-respiratori.  Altere 
causas  es  presentia  de  corpores  alien,  allergia, 
tumores,  e lesiones  congenite  tal  como  mal- 
formation de  naso  e gurgite,  atresia  choanal, 
cystes  e hemangioma  del  larynge,  cyste  thyro- 
glossal,  e pression  contra  trachea  e esophago 
como  effecto  de  un  anulo  vascular.  Altere 
possibile  causas  include  abscesso  pulmonari, 
tuberculose  del  pulmones  o de  glandulas, 
tumores  del  broncho,  fibrosis  cystic  del  pan- 
creas, pertusse,  le  pneumonias,  pleuritis,  empy- 
ema, pneumothorace,  lesiones  mediastinal,  e 
sarcoide  de  Boeck.  Bronchoscopia  e instilla- 
tion de  dleo  es  particularmente  utile  como 
adjutas  in  establir  le  diagnose  differential. 
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Fundamentals  of  Voluntary  Health  Care. 

Edited  by  George  B.  de  Huszar.  Octavo  of 
457  pages,  illustrated.  Caldwell,  Idaho,  The 
Caxton  Printers,  Ltd.,  1962.  Cloth,  $6.00. 

This  book  is  written  by  33  authors,  who  are 
outstanding  clergymen,  economists,  physicians, 
insurance  experts,  and  others.  The  editor’s 
objective  is  achieved  in  this  symposium  of 
essays  giving  the  reader  a comprehensive 
knowledge  of  all  the  basic  factors  involved  in 
health  care. 

Most  important,  although  rarely  stressed, 
are  the  excellent  presentations  of  the  moral, 
biologic,  and  psychologic  implications.  This 
book  provides  these  as  well  as  the  usual  economic 
and  political  aspects  of  this  issue. 

With  these  considerations  as  a basis,  it  illu- 
minates a score  of  pitfalls  and  dangers  in  govern- 
mental services.  It  presents  a thorough  survey 
of  voluntary  health  insurance  and  analyses  all 
the  implications  of  social  security  and  welfare 
activities. 

Multiple  styles  and  subjects  necessarily  re- 
sult in  variable  interest,  but  it  is  generally 
readable  and  well  organized.  It  fulfills  a need 
for  a thorough  collection  of  clear  and  funda- 
mental interpretations  under  one  cover.  The 
prevalent  confusion,  misunderstanding,  and 
misrepresentations  of  the  principles  involved 
are  nicely  and  accurately  clarified. 

This  book  is  strongly  recommended  to  all. 
It  is  especially  useful  as  a reference  for  physi- 
cians whose  concern  in  this  matter  is  a vital  one. 
It  certainly  should  be  required  reading  for  all 
government  officials  who  would  legislate  health 
services.  It  would  be  most  helpful  in  educating 
the  general  public,  the  consumers  of  health 
care,  who  at  present  are  mostly  uninformed  or 
misinformed  about  this  problem. — Vincent 
J.  Tesoriero,  M.D. 

General  Pathology.  Edited  by  Sir  Howard 
Florey.  Third  edition.  Octavo  of  1,104  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1962.  Cloth,  $22. 

The  third  edition  of  Dr.  Florey’s  book  on 
General  Pathology  brings  extensive  revision  to 
many  of  the  chapters  including  numerous  new 
illustrations.  An  additional  chapter  on  the 
immunology  of  tissue  transplantation  has  been 
added.  Numerous  new  illustrations,  including 
several  electron  micrographs,  are  helpful  addi- 
tions and  have  been  carefully  selected  to  supple- 
ment the  text. 

While  the  object  of  the  book  remains  the 
same  as  that  of  previous  editions — a text  in 
general  pathology  for  the  medical  student,  its 
revision,  including  current  concepts  of  physi- 
ologic and  pathologic  processes  with  emphasis  on 


experimental  methods,  make  it  a valuable  addi- 
tion to  the  library  of  the  graduate  pathologist 
and  all  scientists  concerned  with  clinical  or 
animal  experimentation. — Philip  G.  Cabaud, 
M.D. 

/ 

Psychoanalytic  Education.  Edited  by  Jules 
H.  Masserman,  M.D.  Octavo  of  332  pages. 

New  York,  Grune  & Stratton,  1962.  Cloth, 
$9.75. 

This  is  volume  five  of  the  series  “Science  and 
Psychoanalysis,”  and  is  based  on  the  papers 
presented  at  the  recent  meeting  of  the  Academy 
of  Psychoanalysis.  Dr.  Masserman,  who  is 
professor  of  neurology  and  psychiatry  at  North- 
western University,  has  edited  all  five  volumes. 

It  is  well  that  all  teachers  of  medicine  should 
question  their  methods  of  teaching  and  psychia- 
try is  no  exception.  The  papers  presented  here 
are  an  attempt  to  evaluate  present-day  teach- 
ing of  psychiatry  to  medical  students  as  well  as 
to  training  analysts.  There  is  an  attempt  to 
explore  various  theoretic  and  social  aspects  of 
analytic  education,  and  to  evaluate  the  tech- 
nics and  supervision  of  the  training  processes. 

It  is  a book  which  is  “seeking”  direction 
based  on  the  experiences  of  the  past  which 
have  been  found  wanting. 

This  series  has  always  been  a source  of  in- 
formation to  this  reviewer,  and  I am  sure  will 
be  found  stimulating  to  psychiatrists,  psy-  [ J/ 
chologists,  and  teachers  of  psychiatry.— Joseph  |)i" 
L.  Abramson,  M.D.  ^ 

Urology  in  Medical  Practice.  By  Frank  C. 
Hamm,  M.D.,  and  Sidney  R.  Weinberg,  M.D.  j 
Second  edition.  Quarto  of  323  pages,  illus-  x 
trated.  Philadelphia,  J.  B.  Lippincott  Co.,  ' { 
1962.  Cloth,  $9.75.  J | 

Urology  in  Medical  Practice  offers  a fine  text-  j i 
book  for  medical  students  and  a good  reference  | 
book  for  practicing  physicians.  ; 

Authored  by  Dr.  Frank  C.  Hamm,  professor  j 
of  urology  at  The  State  University  of  New  York, 
Downstate  Medical  Center,  and  Dr.  Sidney  R.  i 
Weinberg,  associate  professor  at  the  same  in-  J:  , 
stitution,  their  first-hand  experience  in  teach-  T f 
ing  medical  students  makes  these  men  well  }|  ■ 
qualified  to  compile  a text  which  is  arranged  in  I ' 
an  orderly  fashion,  written  in  simple  language,  i-  V 
and  which  manages  to  cover  the  subject  very  j.  ; 
completely . 

A new  chapter,  included  in  this  second  edition,  j ; 
is  on  urologic  examination  in  infancy  and  child- 
hood, by  Keith  Waterhouse,  M.D.,  associate  i 
professor  of  urology  at  the  State  University  ■ 
Medical  Center,  which  brings  this  volume  up  to  jj 

t ' 

continued  on  page  1596  ('  i 


1594  New  York  State  Journal  of  Medicine  / May  15,  1963 


“I  feel  like  my  old  self  again!”  Balanced  ‘Deprol’  therapy  has  helf 
her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have 


LIFTS 

DEPRESSION 
...AS  IT 
CALMS 
ANXIETY 


Brightens  mood... relaxes  tension 


Energizers  may  stimulate  the  depressed  patient, 
but  they  often  aggravate  anxiety.  Tranquilizers 
may  help  anxious  patients,  but  they  often  deepen 
depression.  ‘Deprol’  avoids  these  “seesaw” 
effects;  it  relieves  both  anxiety  and  depression. 
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date  on  a number  of  vital  new  developments  in 
the  field  of  pediatric  urology. 

The  text  reviews  history  and  physical  tech- 
nics, the  urologic  armamentarium,  and  then 
goes  on  to  cover  the  field  of  urologic  practice, 
excluding  only  the  very  controversial  subjects. 
Each  chapter  is  illustrated  well  and  the  repro- 
ductions of  x-rays  are  particularly  outstanding. 
Very  good  bibliographies  are  included  at  the 
end  of  each  chapter. 

This  book  is  highly  recommended  for  medical 
students,  interns,  and  residents.  It  also  will 
prove  useful  as  a reference  to  any  physician 
teaching  medical  students  or  housemen. — Bill 
F.  Horton,  M.D. 

Inflammation  and  Diseases  of  Connec- 
tive Tissue.  A Hahnemann  Symposium. 
Edited  by  Lewis  C.  Mills,  M.D.,  and  John 
H.  Moyer,  M.D.  Octavo  of  900  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1961.  Cloth,  $16. 

In  December  of  1960  some  150  investigators 
from  many  parts  of  the  world  gathered  in 
Philadelphia,  Pennsylvania,  to  discuss  in- 
flammation and  diseases  of  connective  tissue. 
The  subjects  covered  ranged  from  basic  bio- 
chemical studies  of  connective  tissue  to  a de- 
tailed consideration  of  the  steroid  treatment  of 
the  so-called  collagen  diseases.  This  book  is 
the  representation  of  that  December  conference. 

There  are  nine  chapters.  Each  chapter  con- 
tains many  papers,  most  of  them  only  a few 
pages  long.  At  the  end  of  each  chapter  there 
is  a panel  discussion  by  the  contributors. 
These  panel  discussions  are  excellent.  The 
moderators  of  the  panels  have  kept  the  dis- 
cussion lively,  stimulating,  and  entertaining. 
They  have  made  the  discussants  come  to 
specific  conclusions  which  is  most  refreshing. 

A large  amount  of  material  has  been  covered, 
not  much  of  which  will  be  of  great  interest 
to  the  practicing  clinician.  The  chapters  which 
are  particularly  useful  are  those  concerned  with 
the  current  evaluation  of  the  adrenal  steroids 
in  the  treatment  of  disseminated  lupus  erythe- 
matosus, dermatomyositis,  rheumatic  fever, 
rheumatoid  arthritis,  polyarteritis  nodosa, 
asthma,  the  nephrotic  syndrome,  and  ocular 
inflammation. 

Two  other  noteworthy  features  are  the 
extensive  bibliography  in  each  chapter  and 
the  excellent  job  of  indexing  that  the  editors 
have  done. 

This  book  can  serve  as  a reference  for  any- 
one interested  in  diseases  of  connective  tissue, 
treating  these  diseases  of  connective  tissue, 
and  using  steroids  for  whatever  reason. — Felix 
Taubman,  M.D. 

System  of  Ophthalmology.  Edited  by  Sir 
Stewart  Duke-Elder.  Vol.  VII.  The  Foun- 
dations of  Ophthalmology.  Quarto  of  829 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1962.  Cloth,  $30. 


This  volume  of  the  series  covers  pathology, 
diagnosis,  and  therapeutics. 

Of  great  importance  is  the  lucidity  in  which 
the  book  is  written  making  its  contents  easy 
to  read  and  to  understand.  Not  only  is  each 
subject  discussed  thoroughly  but  each  contains 
the  latest  ideas  in  various  fields;  particularly 
thorough  is  the  one  on  heredity.  Under  diag- 
nostic methods  are  included  the  latest  tech- 
nics of  indirect  ophthalmoscopy,  ophthal- 
modynometry,  and  retinography. 

Like  all  other  of  Duke-Elder’s  books,  it  is  a 
must  in  the  library  of  every  ophthalmologist 
as  a reference  on  the  subjects  within  its  covers. 
— Daniel  Kravitz,  M.D. 

Treatment  of  Cancer  and  Allied  Diseases. 
Second  edition.  Volume  VI.  Tumors  of 
the  Female  Genitalia.  By  twenty-seven 
authors.  Edited  by  George  T.  Pack,  M.D., 
and  Irving  M.  Ariel,  M.D.  Quarto  of  381 
pages,  illustrated.  New  York,  Harper  & 
Brothers,  Publishers,  1962.  Cloth,  $16.50. 

This  volume  is  an  amplification  of  the  course 
on  clinical  use  of  radioactive  isotopes  given 
at  The  Mount  Sinai  Hospital.  The  entire 
field  is  covered  briefly.  The  major  stress,  how- 
ever, almost  half  the  book,  has  been  laid  on  the 
use  of  radioactive  iodine  and  the  diagnosis 
and  treatment  of  thyroid  disorders.  There  are, 
however,  satisfactory  studies  of  the  use  of 
radioactive  isotopes  in  the  circulatory  system 
and  in  studies  of  the  cardiac  output  and  general 
heart  disease,  renal  and  hepatic  function,  and 
tumor  localization,  labeled  fat  and  fatty  acid. 

This  volume  stresses  the  clinical  aspects  of 
radioactive  isotopes,  and  will  therefore  be  of 
value  to  the  average  physician  who  is  not  in- 
terested in  the  mathematical  or  physical  con- 
siderations involved.  This  book  is  recom- 
mended for  a radiological  library. — Emanuel 
Mendelson,  M.D. 

Clinical  Obstetrics.  By  Benjamin  Tenney, 
M.D.,  and  Brian  Little,  M.D.  Octavo  of  440 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1961.  Cloth,  $8.50. 

Drawing  conclusions  from  a wealth  of  ex- 
perience, the  authors  have  presented  an  interest- 
ing and  valuable  treatise  on  the  management  of 
common  and  unusual  obstetrical  problems. 
For  the  most  part,  their  solutions  are  the 
generally  accepted  ones  and  are  presented  in 
a straightforward  and  positive  way.  The 
reader  is  not  left  in  doubt  as  to  what  procedure 
to  follow  to  obtain  the  best  results. 

The  chapter  on  blood  imcompatibilities  is 
thorough,  timely,  and  quite  complete. 

The  discussion  of  cesarean  section  is  excel- 
lent, covering  the  subject  in  all  phases.  It  is 
somewhat  surprising  that  the  recommendations 
in  a splendid  chapter  on  anesthesia  do  not 
emphasize  the  excellence  of  a well-administered 
epidural  anesthesia  for  cesarean  section. 

Favorable  comments  could  be  made  on  the 
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author’s  discussion  of  the  entire  subject  of 
Clinical  Obstetrics.  The  book  is  interesting, 
well  illustrated,  and  easily  read.  It  will  be  of 
value  to  those  who  have  advanced  in  the 
specialty. — William  C.  Meagher,  M.D. 

Progress  in  Clinical  Surgery.  Edited  by 
Rodney  Smith,  M.S.  Series  II.  Octavo  of  327 
pages,  illustrated.  Boston,  Little,  Brown  and 
Company,  1961.  Cloth,  $11.50. 

This  book  is  made  up  of  22  articles  on  a va- 
riety of  surgical  subjects  written  by  a group  of 
English  surgeons  recognized  as  authorities  on 
the  special  subjects.  There  is  no  effort  to  cover 
the  complete  field  of  surgery  and  many  of  the 
most  common  disorders,  in  most  of  which  there 
is  very  little  change  in  management  of  late 
years. 

A wide  range  of  subjects — cardiac,  urologic, 
orthopedic,  endocrine,  and  abdominal  condi- 
tions are  well  presented.  Tbe  purpose  in  gen- 
eral is  to  help  clear  the  confusion  which  must 
exist  in  the  mind  of  the  young  surgeon  in  train- 
ing when  he  is  faced  with  the  multiplicity  of  pro- 
cedures recommended  by  many  authors. 

These  senior  surgeons  have  done  very  well 
in  carrying  out  the  aim  of  the  editor  of  the  vol- 
ume.—Edward  P.  Dunn,  M.D. 

Medical  Department,  United  States  Army. 
Surgery  in  World  War  II.  Activities  of 
Surgical  Consultants.  Volume  I.  Editor- 
in-chief,  Colonel  John  Boyd  Coates,  Jr.,  MC. 
Editor  for  Activities  of  Surgical  Consultants, 
B.  Noland  Carter,  M.D.  Associate  editor, 
Elizabeth  M.  McFetridge,  M.A.  Octavo  of 
621  pages,  illustrated.  Washington,  D.C., 
Office  of  the  Surgeon  General,  Department  of 
the  Army,  1962.  Cloth,  $6.50. 

The  volumes  comprising  the  official  history 
of  the  medical  department  of  the  U.S.  Army  in 
World  War  II  are  prepared  by  the  Historical 
Unit,  U.S.  Army  Medical  Service,  published 
under  the  direction  of  the  surgeon  general. 
This  volume  is  under  the  professional  series. 
It  is  devoted  to  the  activities  of  the  surgical 
consultants.  It  deals  with  their  work  in  the 
office  of  the  surgeon  general.  It  embodies  the 
extension  of  the  system  to  the  service  commands 
in  the  zone  of  the  interior  and  its  operation  in 
the  U.S.  Field  Armies  overseas. 

The  volume  tells  the  story  of  the  organization 
of  this  group  of  consultants.  There  is  a most 
interesting  and  dramatic  summary  of  the  story 
of  the  blood  program  in  World  War  II.  (It 
is  told  in  detail  in  another  volume.)  The  re- 
habilitation program  of  aural  and  visual  casual- 
ties is  outlined.  The  development  of  prosthesis 
for  amputees  is  discussed. 

The  difficulties  and  obstacles  in  all  phases 
of  the  consultant  program  are  depicted.  The 
entire  book  is  a lesson  in  progress  toward 
the  development  of  our  excellent  Medical  Corps. 
It  makes  interesting  reading  and  serves  as  a 
guide  for  the  future. — A.  A.  Kane,  M.D. 


Carcinoma  of  the  Cervix.  By  John  B. 
Graham,  M.D.,  Luciano  S.  J.  Sotto,  M.D.,  and 
Frank  P.  Paloucek,  M.D.  Octavo  of  487 
pages,  illustrated  Philadelphia,  W.  B.  Saun- 
ders Company,  1962.  Cloth,  $14. 

The  three  authors  have  written  an  exhaustive 
study  of  carcinoma  of  the  cervix  with  an  ex- 
tensive bibliography  at  the  end  of  each  chapter. 
They  present  different  points  of  view  where  these 
exist. 

In  the  early  chapters,  concerned  with  diag- 
nosis and  pathologic  findings,  the  text  is  clear 
and  concise.  Careful  thought  is  given  to  prog- 
nosis based  on  clinical  staging  and  histologic 
findings. 

Considerable  space  is  devoted  to  the  use  of 
irradiation  and  this  phase  of  the  subject  is 
offered  in  detail. 

Surgical  treatment  is  also  outlined,  together 
with  the  handling  of  complications  resulting 
from  both  tumor  growth  and  surgical  manipula- 
tion. 

Finally,  in  the  last  portion  of  the  text,  diver- 
gent points  of  view  regarding  surgery  versus 
irradiation  are  presented  without  drawing  con- 
clusions as  to  which  is  better.  This  approach 
sometimes  leaves  the  reader  in  doubt  as  to  the 
best  course  to  follow. 

In  all,  Carcinoma  of  the  Cervix  is  a valuable 
addition  to  the  library — ^both  as  to  the  manner 
in  which  the  subject  is  presented  and  the  ex- 
tensive bibliography  made  available  to  the 
reader. — Sanford  Kaminester,  M.D. 

Psychosomatic  Medicine.  The  First 
Hahnemann  Symposium.  Edited  by  John 
H.  Nodine,  M.D.,  and  John  H.  Moyer,  M.D. 
Octavo  of  1,002  pages,  illustrated.  Phila- 
delphia, Lea  & Febiger,  1962.  Cloth,  $16.50. 

Psychosomatic  Medicine  is  a modest  title  for 
this  large  book  of  1,000  pages.  In  the  Hahne- 
mann Symposium  there  are  about  135  contri- 
butions presented  in  either  short  papers  or  panel 
discussions  on  almost  every  phase  of  modem 
psychiatry.  There  are  chapters  of  psychiatric 
classification,  psychologic  testing,  psychody- 
namics in  psychoneuroses,  and  psychophysi- 
ologic  reactions.  There  are  60  pages  on  cerebral 
chemistry  and  physiology.  There  are  over  440 
pages  on  the  methods  of  evaluation,  mechanism, 
and  uses  of  the  various  drugs  used  in  psychiatry. 

There  are  short  sections  on  psychoanalysis, 
psychotherapy  management,  “management  of 
specific  psychoneuroses  and  personality  dis- 
orders in  outpatients  (office  practice),’’  manage- 
ment of  psychosomatic  and  somatopsychic  con- 
ditions. 

The  specialist  will  find  here  up-to-date  re- 
ports on  almost  every  facet  of  modern  psy- 
chiatry with  a stabilizing  and  clarifying  dis- 
cussion of  controversial  subjects  by  the  panels. 

The  general  practitioner  should  not  be  fright- 
ened away  by  the  vast  material  since  it  is  well 
edited  in  short  chapters.  There  is  much  help- 
ful and  stimulating  material  both  for  specialist 
and  general  physician. — Arthur  J.  Lapovsky, 
M.D. 
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■ 

FOR  gastro  intestinal  OVSFUNCTION  ANO 

■ 

"Sedition  & Euphorii  for  Nervoui, 

"A  modernized  method  of  preparme  Surow't 

B 

^^UmAT^NT  EFFECTS  IN  FERMENT 

s 

Solution  U.S.P.  XIV" 

EUCARBON® 


Ejch  taiilet  conijins:  Citrjct  of  Rhubarb, 
Senna.  PreciRitateb  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  In  a hlfhljr  activated  char- 
coal base. 

Action  and  Uses;  Mild  laxative,  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  In  dermatology. 

Doses:  1 or  2 tablets  daily  hr.  after 
meals  — Supply;  Tins  of  100.  , 


VALERIANETS-DISPERT® 


PRESTO-BORO® 


Each  Chocolate  Coaled  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  0.0$  gm. 
dispergentited.  Tastless,  Odorless,  Non- 
Depressant,  Non-Habit  forming.  Indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  insomnia. 


POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings,  Inflammations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO..  INC.  • 253  WEST  26lh  ST.,  NEW  YORK  1,  N.  Y. 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 


Index  to  Advertised  Products 


Analgesics 

Soma  Compound  (Wallace  Laboratories) 1441 

Antibiotics 
1 Neosporin 

(Burroughs  Wellcome  & Company,  Inc.) 1435 

Antiinflammatory  enzymes 
Chymoral 

[ (Armour  Pharmaceutical  Company) 2nd  cover 

Antivertigo 

I Dramamine  (G.  D.  Searle  & Company) 1461 

Bronchopulmonary 

Elixophyllin  (Sherman  Laboratories) 1437 

I Dermatologic  preparations 

I pHisoHex  (Winthrop  Laboratories) 1433 

Sardo  (Sardeau,  Inc.) 1429 

Diagnostic  aids 

Urine  tests  (Ames  Company,  Inc.) 3rd  cover 

Energizers 

f Deprol  (Wallace  Laboratories) 1595 

Foods 

Milk  (National  Dairy  Council) 1449 

H Fungicides 

U Fulvicin  U/F  (Schering  Corp.) 1447 


Laxatives 

Eucarbon 

(Standard  Pharmaceutical  Company,  Inc.) 1599 

Mood  elevators 

Dexamyl  (Smith  Kline  & French  Laboratories)....  1604 
Ovarian  hormones 

Duosterone  (Roussel  Corp.) 1462 

Sedatives 

Barba-Niacin  (Cole  Chemical  Company) 1439 

Valerianets  Dispert 

(Standard  Pharmaceutical  Co.,  Inc.) 1599 

Vasopressors 

Aramine  (Merck  Sharp  & Dohme) 1445 

Vitamins 

Cloc  Drops  (White  Laboratories) 1443 

Stresscaps 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Vi-Daylin  (Abbott  Laboratories) 1430-1431 

Wet-dressing  antiinflammatory 
Presto-Boro 

(Standard  Pharmaceutical  Co.,  Inc.) 1599 

Wines 

Pikina  (Chauquin,  Inc.) 1451 
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County 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus  . 

Cayuga 

Chautauqua. 
Chemung .... 
Chenango. . . . 

Clinton 

Columbia. . . . 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston . . . 

Madison 

Monroe 

Montgomery. 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer  . . 
Richmond . . . 
Rockland .... 
St.  Lawrence . 

Saratoga 

Schenectady . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington  . 

W ayne 

Westchester  . 
Wyoming  ... 
Yates 


Officers  / County  Medical  Societies  / 1963 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


President 


G.  Rehmi  Denton Albany 

John  F.  Glosser Wellsville 

Walter  Einhorn Bronx 

Michael  J.  Maggiore Endicott 

Leo  John  Murphy Glean 

William  W.  Robertson Auburn 

Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Charles  L.  DuBuar Sherburne 

John  Menustik,  Jr Plattsburgh 

Roger  C.-  Bliss Hudson 

William  J.  McAuliflfe Cortland 

Clarence  E.  Dungan Hancock 

James  K.  Keeley Poughkeepsie 

Walter  T,  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Hans  Leeds Catskill 

Arthur  H.  Mulligan Herkimer 

Thomas  P.  Hamilton . . . Watertown 

Leo  S.  Drexler Brooklyn 

John  H.  Brooks Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

L3mn  R,  Callin Rochester 

Philip  Cortese Amsterdam 

Jeff  J.  Coletti Old  Westbury 

Milton  Helpern New  York 

William  R.  Lewis.  . . Niagara  Falls 

E.  P.  Russell,  Jr Rome 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Lome  S.  Tieman Middletown 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  Duston  Rames.Cooperstown 

S.  Bernard  Ross Brewster 

Kurt  Rosenberg. . .Long  Island  City 

John  J.  Noonan Troy 

Robert  E.  Wolkwitz.  Staten  Island 

L.  G.  Weishaar,  Jr Nanuet 

Lampher  C.  Weston Massena 

Jolin  Esposito Saratoga  Springs 

Norman  D.  Kathan. . . Schenectady 

Donald  Rich  Lyon Middleburg 

James  J,  Norton.  . , Montour  Falls 

Bruno  Riemer Romulus 

Ralph  F.  Traver Bath 

Jesse  W,  Mahoney . . . East  Setauket 

Jacob  Rubin Woodburne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

John  A.  Cooke,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Walter  S.  Bennett Granville 

Evan  Tansley Newark 

Thomas  C.  Jaleski.  . .New  Rochelle 

Leo  L.  Trnka Arcade 

Wilfred  D.  McCusker. . . .Penn  Yan 


Secretary 


John  J.  Phelan,  Jr..  . Albany 

Kurt  Zinner Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Olean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  D.  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falls 

James  L.  Harrington. . . Watertown 

Vincent  J,  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky.  . .Rochester 
Helen  M.  Blanchard. . . .Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr. .New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger  ....  Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

John  del  Campo Carmel 

Frank  W.  Farrell Flushing 

Thomas  R.  Engster Troy 

Edward  E.  Malarkey . Staten  Lsland 

S.  B,  Adler Spring  Valley 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  Dewell. . . .Cobleskill 

Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falls 

Milton  TuUy Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried ....  Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Charles  R.  Bannon Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

James  Q.  Haralambie.  . , Larchmont 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Treasurer 


Salvatore  Tabacco Albany 

Kurt  Zinner Wellsville 

Francis  J.  Loperfido Bronx 

F.  Maurice  Breed Johnson  City 

Duncan  C.  Wormer Portville 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

A.  A.  Mitchell Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley.  . . .Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond.  . .Johnstown 

James  McCutcheon Batavia 

Mahlon  A.  Atkinson Catskill 

l^mothy  J.  Howard Newport 

James  L.  Harrington ....  Watertown 

James  L.  O^Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn.  . .Mount  Morris 

Robert  F.  Schramm Cazenovia 

Charles  D.  Sherman,  Jr..  .Rochester 

'I’homas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr. .Niagara  Falls 

Theodore  F.  Thomas Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger.  . . .Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt.  . . .Oswego 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Victor  S.  Lait Flushing 

John  J.  Pohl Troy 

J.  J.  Silverman Staten  Island 

D.  Hyman Suffern 

Maurice  J.  Elder Massena 

William  H.  Moore , Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer.  Waterloo 

Milton  TuUy Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried. . . .Livingston  Manor 

Paul  Zoltowski Waverly 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  Woodhull  . . . .Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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PINEWOOD 


Wallet  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


}.  Epstein,  M.D.,  L.F. A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEnlral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — -moderate. 


WEST  HILL 

West  2S2nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 
For  nervous,  mcncal,  drug  and  alcoholic  paciencs.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scicntihcally  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

MRS.  HENRY  W.  LLOYD,  R.N.,  Administrator 
Telephone:  Kingsbiidgc  9-8440 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Hishland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banayg  IVl.D.,  Director 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1.30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 .00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  V. 


HOLBROOK  MANOR 

Five  Acres  of  Pinewof^.ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  0>P-r  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  S X-RAY  AVAILABLE 
Our  10-monlhi  day  couri*  Includes  Intensive  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

254  W.  54  St— N Y C 
Circle  7-3434 

Licensed  by  the  Stale  of  New  York 


Mandl  SoUool 


POSITIONS  WANTED 


MEDICAL,  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techa.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
CH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 


CERTIFIED  THORACIC  SURGEON,  AGE  35,  UNIVER- 
sity  trained,  desires  association  with  group  or  full  time 
hospital  appointment.  Box  717,  % N.  Y.  St.  Jr.  Med. 


ADMINISTRATOR,  EXPERIENCED,  AGE  37,  M.D., 
M.P.H.,  pediatric  certification,  Med.  school  appointment. 
Seeking  job  N.  Y.  metropolitan  area.  Box  731,  % N.  Y. 
St.  Jr.  Med. 


SURGEON:  YOUNG;  EXCELLENT  UNIVERSITY 

training.  Awaiting  orals  for  Board  certification.  Desires 
good  association  in  the  northeast.  Box  734,  % N.  Y.  St. 
Jr.  Med. 


GENERAL  PRACTICE:  UNLIMITED  OPPORTUNITY 
for  general  practitioner.  New  hospital  opening  in  18 
months.  Phone  or  write  Mahopac  Hospital,  Mahopac, 
New  York.  MA  8-3406. 


EQUIPMENT  FOR  SALE 


FOR  SALE:  PHILLIPS  200  MA  DIAGNOSTIC  X-RAY. 
spot  device,  tilt  table,  new  tube — $2,800.  Picker  therapy 
x-ray,  excellent  condition — $2,000.  IV  1-6534. 


PHYSICIANS  EQUIPMENT  AND  INSTRUMENTS, 
new  and  used,  bought  and  sold.  Send  or  call  for  catalogue 
of  special  items.  Harry  Wells,  217  East  23rd  St.,  N.  Y.  C. 
10.  Murray  Hill  9-3480. 


FOR  SALE:  MODERN  EQUIPMENT  INCLUDING 

X-Ray.  Office  recently  deceased  physician;  excellent 
condition;  Long  Island;  reasonable.  Box  742,  % N.  Y. 
St.  Jr.  Med. 


PATHOLOGIST— DIPLOMATE  AP  AND  CP,  ALL  N.  Y. 
qualifications,  seeks  immediate  relocation  near  N.  Y.  C. 
Box  743,  % N.  Y.  St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  assures  good  results.  Free 
Service  first  18  days — rates  after  Free  ^rvice  30%  on  ac- 
counts less  than  6 months  past  due;  33 ‘/i%  less  than  a 
year;  35%  less  than  3 years  and,  50%  on  accounts  over  3 
years  old,  accounts  recovered  by  attorneys  and  on  the  first 
ten  dollars,  regardless  of  the  age  of  the  account.  Write  for 
listing  forms — Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y. 
36. 
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PHYSICIANS  WANTED 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
be  Board  eligible.  Write  Box  581,  % N.  Y.  St.  Jr.  Med. 


NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  is  a 240  bed  community  hospi- 
tal with  a high  caliber  and  well  organized  teaching  program 
and  a progressive  philosophy  regarding  internship  training. 
We  are  accepting  applications  for  July  of  1963  and  invite 
your  inquiries.  Address:  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New  York. 


G.P.  TO  ASSOCIATE  WITH  TWO  OTHER  G.P.’s,  20 
miles  from  New  York  City.  Excellent  working  condi- 
tions and  hospital  facilities.  New  York  license  and  com- 
pleted military  service  required.  Remuneration  $14,000 
per  year.  Excellent  opportunity  for  partnership.  Box 
680,  % N.  Y.  St.  Jr.  Med. 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Memcal  Education;  abundant  in-patient 
and  out-patient  material  for  cliiiical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


WANTED:  INTERNIST,  BOARD  QUALIFIED,  FOR 
large  hospital.  Box  702,  % N.  Y.  St.  Jr.  Med. 


WANTED— PHYSICIAN  AS  RESEARCH  ASSISTANT 
in  Cardiology.  Must  be  experienced  in  Pbonocardiog- 
raphy.  Vectorcardiography  and  Cardiac  Catheterization. 
Box  711,  % N.  Y.  St.  Jr.  Med. 


CENTRAL  NEW  YORK  COMMUNITY  OF  50,000 
population  and  growing,  needs  Radiologist  and  Pedia- 
trician. Modern  air-conditioned  professional  building 
available.  Superior  school  system  in  area.  Box  686, 
%N.  Y.St.  Jr.  Med. 


ANESTHESIOLOGIST  WANTED  (N.  Y.  STATE 
licenced)  full  or  part  time  practice.  Fee  for  service  basis. 
Minimum  guaranteed.  Box  714,  % N.  Y.  St.  Jr.  Med. 


E.E.N.T.  ASSOCIATE  REQUIRED.  BOARD  ELIGIBLE 
in  one  or  other  specialty.  Working  conditions  excellent. 
Capital  district.  Percentage  leading  to  full  partnership. 
Tremendous  opportunity.  Box  712,  % N.  Y.  St.  Jr.  Med. 


LICENSED  ANESTHESIOLOGIST  WANTED  IN 
Central  Nassau  County.  Part  time,  morning  to  early 
afternoon.  Box  716,  % N.  Y.  St.  Jr.  Med. 


TWO  HOUSE  PHYSICIANS  WITH  N.  Y.  STATE  Li- 
cense wanted  for  new  private  hospital  in  Staten  Island. 
Good  salary.  Pleasant  working  conditions.  Good  hours. 
CaU  YU  1-1400  or  GI  8-7920. 


GENERAL  PRACTITIONER  TO  ASSOCIATE  WITH 
well  established  medical  group.  $12,000  per  annum, 
bonus  arrangement,  plus  opportunity  for  later  partnership. 
Write  or  call  Patchogue  Medical  Group,  1 Roe  Blvd., 
Patchogue,  N.  Y.,  GRover  5-3900. 


A FAMILY  PHYSICIAN  WANTED  BY  NEW  YORK 
mediced  group.  Qualifications  needed:  1 year  internship 
and  2 years  residency  in  Internal  Medicine.  Starting 
salary  $15,000  and  fringe  benefits.  Pleasant  working  con- 
ditions, no  nights,  full  specialists  staff.  Box  721,  % N.  Y. 
St.  Jr.  Med. 


PEDIATRICIAN  AND  G.P.  (NO.  OB.  OR  SURG.)  for 
new  young  group  of  2 G.P.’s,  Brd.  cert,  internist  and  sur- 
geon, with  established  practices  in  lovely  suburban  college 
town  75  miles  from  New  York  City.  Brand  new  building. 
X-ray,  lab.  Salary  open,  leading  to  possible  partnership 
in  one  year.  Box  722,  % N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


PHYSICIAN  WANTED  TO  WORK  IN  NEW  YORK  j 
State*  months  of  July  and  August  doing  general  practice. 

Box  726,  % N.  Y.  St.  Jr.  Med. 


PHYSICIAN  W^TED  TO  DO  GENERAL  PRACTICE, 
to  join  a medical  group  of  four  general  practitioners  in 
New  York  State.  Partnership  at  the  end  of  one  year. 
Physician  must  be  under  40  years  of  age.  Please  forward 
resume  of  personal  & medical  background.  Box  727, 
%N.  Y.  St.  Jr.  Med. 


FRIENDLY,  PROGRESSIVE  UPSTATE  NEW  YORK 
commumty,  Rochester  area,  needs  doctor  urgently. 
Population  2,735;  modern  hospitals  nearby.  Well 
equipped  office  and  attractive  home  available.  Contact: 
Mr.  Gordon  Youngman,  Committee  Chairman,  Walworth, 
New  York. 


ASSOCIATE  WITH  GENERAL  PRACTICE  BACK- 
ground  for  office  in  California's  foremost  year-round  resort 
area.  Percentage  basis  or  share  expense  partnership. 
Box  723,  % N.  Y.  St.  Jr.  Med. 


ASSISTANT  GENERAL  PRACTITIONER  TO  ASSOCI- 
ate  with  AAGP  member  in  N.  J.  suburb,  population 
40,000;  20  miles  from  NYC.  Established  8 yrs.  Gross- 
ing over  $40,000.  Salary  to  start  and  assistant  may  have 
practice  when  I specialize  in  3 to  4 years.  Box  733,  % N.  Y. 
St.  Jr.  Med. 


LOCUM  TENENS.  LARGE  MIDTOWN  HOTEL, 
N.Y.C.,  July  & August.  Full  time.  G.P.  or  Internist- 
Advantageous.  Box  735,  % N.  Y.  St.  Jr.  Med. 


INTERNIST,  PEDIATRICIAN  OR  GENERALIST 
wanted  as  partner  in  busy,  modern  office,  Rochester, 
N.  Y.  Unusual  opportunity.  Give  background  in  first 
letter.  Box  739,  % N.  Y.  St.  Jr.  Med. 


DIRECTOR,  CLINICAL  LABORATORY,  WANTED. 

M. D.  or  Ph.D.  to  serve  as  Laboratory  Director  in  clinical 
laboratory.  Must  meet  qualifications  of  a Director  as 
prescribed  by  the  Department  of  Health  of  the  City  of 
New  York.  To  supervise  and  work  with  trained  personnel. 
Age  not  a criteria.  Write  giving  full  details.  Box  738,  % 

N.  Y.St.  Jr.  Med. 


LOCUM  TENENS  WANTED  FOR  MODERN,  ACTIVE 
general  practice  for  June  or  later,  for  at  least  4 weeks. 
Rochester,  N.  Y.  No  obstetrics.  You  may  replace  me 
up  to  10  weeks  yearly,  if  interested.  Box  740,  % N.  Y.  St. 
Jr.  Med. 


EXCELLENT  OPENING  GENERAL  PRACTITIONER 
capable  Anesthesiology;  Western  New  York  community 
of  8,000  serving  area  20-25,000.  Box  744,  % N.  Y.  St.  Jr. 
Med. 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  SALE— SPACIOUS  COOPERATIVE  OFFICE, 
lower  Central  Park  location.  Available  furnished  and 
equipped  or  unfurnished.  Box  701,  % N.  Y.  St.  Jr.  Med. 


MEDICAL  OFFICE  FOR  RENT.  WILL  ALTER  TO 
suit.  7 Pulaski  Rd.,  East  Northport,  Long  Island,  New 
York.  CaU  616  AN  1-1068. 


SUITES  AVAILABLE 

Luxury  suites  available,  medical  professional  bldg. 
Rapidly  growing  Long  Island  Community — North  Shore. 
Full  or  part  time.  Call  OR  6-7142. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


RADIOLOGICAL  AND  PHYSICAL  THERAPY  OFFICE 
and/or  practice  of  prominent  radiolo^t;  unusual  oppor- 
tunity; minimal  rent  in  professional  building,  midtown 
Manhattan  near  Fifth  Avenue.  Large  floor  space  avail- 
able for  individual  or  shared.  Box  710,  % N.  Y.  St.  Jr. 
Med. 


POMPEY,  NEW  YORK— FOR  SALE  OR  RENT,  COLO- 
nial,  10  room  house  on  one  acre  plot  in  scenic  Pompey  Hills 
on  U.  S.  Route  #20.  Complete  apartment  on  second  floor; 
13  miles  from  Syracuse,  4 miles  from  Cazenovia  Lake. 
Excellent  opportunity  for  lucrative  general  practice. 
Write  R.  G.  Damiano,  M.D.,  2617  Court  St.,  Syracuse  8, 
N.  Y. 


FOR  RENT:  DOCTOR’S  OFFICE,  EXCELLENT  LOCA- 
tion.  Mount  Vernon,  N.  Y.  Fully  equipped.  Full  or 
part-time.  Very  reasonable.  Phone  WH  9-1268  eves. 


CITY  LINE,  QUEENS-NASSAU.  NOW  RENTING  OF- 
fices  North  Shore  Professional  Building.  HI  5-8212 
255-17  Northern  Blvd.,  Little  Neck,  L.  I. 


FOR  SALE;  HOUSE  & OFFICE,  HEMPSTEAD.  CLAS- 
sic,  center  hall  colonial.  3 bedrooms,  dressing  room,  4 
baths,  maid’s  room,  patio,  2 car  garage,  store  room. 
Basement  x-ray  ofiice  adaptable  other  specialties.  $44,500. 
IV  1-6534. 


WOODSIDE,  QUEENS— NEW  BUILDING  DENSELY 
populated  area.  Rent  $125.  Location  at  bus  stops  and 
subway.  Prof.,  private  entrance.  Phone  516  PY  1-8440. 


FOR  RENT:  SUITE  IN  NEW  PROFESSIONAL  BUILD- 

ing  which  includes  ofiSces  of  two  established  dentists. 
Modern,  one  story  structure,  fully  air  conditioned  with 
ample  parking.  Thriving  area  of  15,000  in  Hudson  Valley 
is  in  dire  need  of  a physician.  Write  R.  J.  Messina,  D.D.S., 
Barclay  Heights,  Saugerties,  New  York. 


FOR  SALE  OR  SUBLEASE:  FIFTH  AVENUE  MED- 

ical  cooperative  office — completely  equipped;  air-con- 
ditioned, beautifully  furnished,  convenient  to  hospitals; 
2 consultation  offices;  3 examining  rooms;  located  at 
89th  St.  Inquiredays.  R.  Fischer.  YU  6-1116. 


ATTRACTIVE,  ULTRA-MODERN  OFFICE  IN  N.  J. 
suburban  area  for  rent.  Excellent  for  G.P.  or  Internist. 
Box  729,  % N.  Y.  St.  Jr.  Med. 


825  SQ.  FT.  SUITE  AVAILABLE.  DENTAL-MEDICAL 
Center  in  Deer  Park,  N.  Y.  Unopposed  opportunity  for 
Pediatrician,  Ophthalmologist.  1919  Deer  Park  Avenue, 
Deer  Park,  N.  Y.  MO  7-8630. 


FOR  RENT— 5 ROOM  SUITE,  AIR  COND.;  AMPLE 
parking.  Bay  Shore  area;  Brightwaters  Prof.  Bldg. 
MO  5-5074. 


ROCKLAND  COUNTY— NEW  SUITES  NOW  RENT- 
ing.  General  practice  and  sp^ialists  needed  in  fast 
growing  area.  New;  air-conditioned;  elevator;  off- 
street  parking.  Inquire:  Milton  Karel,  ViUage  Square, 

West  Nyack,  N.  Y.  EL  8-3321. 


SUBLET  PART  OF  LARGE  ORTHODONTIC  SUITE. 
2 examining  rooms;  1 consultation  room,  common  waiting 
r<mm,  receptionist  area.  54-44  Little  Neck  Parkway, 
Little  Neck,  N.  Y.  Ample  parking.  Call,  Leonard 
GoreUck,  D.D.S.,  LI  4-4183;  HA 8-5757. 


BAY  RIDGE,  BKLYN— DOCTOR’S  ROW.  NEW  3 
room  ultra-mod.,  street  level  office.  All  panelled  & 
decorated.  428  74  St.  TE  9-3192. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


RADIOLOGIST’S  OFFICE,  EAST  80’S,  FULLY 
equipped  for  diagnosis  and  therapy;  professional  building. 
Available  complete  or  equipment  and  furnishings  sepa- 
rately. Very  reasonable  price.  Suite  of  six  rooms,  dark- 
room, three  bathrooms,  dressing  rooms,  air  conditioned. 
Low  rent  with  renewable  lease.  Sub-tenant  in  internal 
medicine  will  remain  if  possible.  Box  741,  % N.  Y.  St.  Jr. 
Med. 


72ND  ST.  (NEAR  PARK)  N.  Y.  C.— EXCELLENT  FOR 
psychiatrist;  private  street  entrance,  phone  service,  share 
wait,  room;  part-time;  furnished,  reasonable.  Yukon 
8-3771. 


RENT;  SUCCESSFUL  LOCATION  AT  39  MILL  RD. 
Eastchester  in  Westchester  County.  3 room  office;  wood 
paneling;  private  garden  entrance;  equipped  and  fur- 
nished. Contact  Mr.  Kehoe,  One  East  42nd  St.,  N.  Y.  C. 
212  Oxford  7-5695. 


PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTICE,  O'TSEGO  COUNTY.  LOVELY 
home-office  combination.  Fully  equipped  with  X-ray, 
diathermy,  etc.  Sale  or  rent.  Box  698,  % N.  Y.  St.  Jr. 
Med. 


25  YEAR  GENERAL  PRACTICE,  HOME  AND  OFFICE 
for  sale.  Vicinity  St.  Johns  Hosp.,  Queens,  N.  Y.  Very 
active;  will  introduce.  Leaving  to  specialize  July  1. 
Write  M.D.,  Box  20,  Maspeth  78,  N.  Y. 


NYACK,  NEW  YORK.  COMPLETELY  EQUIPPED 
office  of  lately  deceased  General  Practitioner.  Hospital 
facilities.  Great  need  of  G.P.  in  this  area.  Write  Mrs. 
J.  Relland,  162  So.  Broadway,  Nyack,  N.  Y. 


UNUSUAL  OPPORTUNITY  FOR  G.P.  TO  START  AS 
partner  or  owner  of  old  establ.  busy  practice,  upstate  N.  Y. 
Home-office,  all  conveniences,  compl.  furnished,  equipped, 
hospitals  nearby.  $10,000  cash  rest  easy  terms.  Box  718, 
% N.  Y.  St.  Jr.  Med. 


ACTIVE  GENERAL  PRACTICE,  NORTHERN  N.  Y. 
Immediate  income.  Industry,  dairying,  insurance.  School 
physician.  Open  hospitals.  Lovely  home,  office  building 
adjacent  for  price  of  real  estate.  Will  introduce.  Box 
720,  % N.  Y.  St.  Jr.  Med. 


N.  Y.  C.-QUEENS:  ACTIVE  PRACTICE;  LARGE 

fully  equipped  office,  suitable  Internist,  G.P.,  group. 
Excellent  opportunity.  Box  732,  % N.  Y.  St.  Jr.  Med. 


LUCRATIVE  GENERAL  PRACTICE  IN  LAKE 
George,  N.  Y.  Best  location  for  rent,  lease  or  sale  from 
retiring  physician.  Box  737,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTICE,  DUTCHESS  COUNTY.  EX- 
cellent  opportunity.  Home-office  combination;  $27,000. 
Will  introduce;  retiring.  Box  736,  % N.  Y.  St.  Jr.  Med. 


FOR  SALE:  LONG  ESTABLISHED  PRACTICE  OF 

recently  deceased  ophthalmologist.  Fully  equipped  office 
for  immed.  occupancy.  Call  716-  CH  4-8121  or  write 
Mrs.  Helen  Balconi,  2219  Clinton  Ave.  So.,  Rochester  18, 
N.  Y. 


NEW  JERSEY  (NEWARK);  LONG  ESTAB.  WELL 
known  broad  general  practice,  internal  medicine,  in  ex- 
cellent community.  Modern,  completely  equipped  office, 
EKG,  X-Ray,  modalities,  etc.  Box  745,  % N.  Y.  St.  Jr. 
Med. 


ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  1601 
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WORDS  THAT  CHARACTERIZE 
THE  MANY  DIFFERENT 
DEPRESSIVE  PATIENTS 
IN  WHOM  DEXAMYL®  CAN 
BE  SO  EFFECTIVE 


“I  feel  as  though  everything  in  me 
has  slowed  down. . . 

“After  all  those  months,  the  baby  is 
here  and  all  I do  is  cry.” 

“Everything  bothers  me  now,  Doctor. 
I wasn’t  like  this  before  my  meno- 
pause. . . .” 

“The  harder  I try  to  work,  the  more 
I get  behind.  . . . my  boss  doesn’t 
respect  me— my  own  children  don’t 
seem  to  respect  me  anymore.” 

“Now  that  Dad  is  gone,  I just  sit 
and  wait  to  die.” 


DEXAMYL®  SPANSULE®  brand  of  sustained  release  capsules 


FORMULA:  Each  'Spansule'  capsule  No.  1 contains 
10  mg.  of  Dexedrine®  (brand  of  dextro  amphetamine 
sulfate),  and  1 gr.  of  amobarbital,  derivative  of  bar- 
bituric acid  [Warning,  may  be  habit  forming).  Each 
'Spansule'  capsule  No.  2 contains  IS  mg.  of  'Dexedrine' 
(brand  of  dextro  amphetamine  sulfate)  and  1)2  gr.  of 
amobarbital  [Warning,  may  be  habit  forming).  The 
active  ingredients  of  the  'Spansule'  capsule  are  so  pre- 
pared that  a therapeutic  dose  is  released  promptly  and 
the  remaining  medication,  released  gradually  and  with- 
out interruption,  sustains  the  effect  for  10  to  12  hours. 

INDICATIONS:  (1)  For  mood  elevation  in  depressive 
states;  (2)  for  control  of  appetite  in  overweight. 

USUAL  DOSAGE:  One  'DexamyT  Spansule  capsule 
taken  in  the  morning  for  10-  to  12-hour  effect. 


SIDE  EFFECTS:  Insomnia,  excitability  and  increased 
motor  activity  are  infrequent  and  ordinarily  mild. 

CAUTIONS:  Use  with  caution  in  patients  hypersensitive 
to  sympathomimetics  or  barbiturates  and  in  coronary  or 
cardiovascular  disease  or  severe  hypertension.  Excessive 
use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  rare  in- 
stances withdrawal  of  medication  is  recommended.  It 
is  generally  recognized  that  in  pregnant  patients  all 
medications  should  be  used  cautiously,  especially  in 
the  first  trimester. 

SUPPLIED:  'Spansule'  capsules  No.  1 (1  dot  on  cap- 
sule) and  No.  2 (2  dots  on  capsule),  in  bottles  of  SO. 
Prescribing  information  Jan.  1963.  GkC 

Smith  Kline  & French  Laboratories 
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Fibre-free 

HYPOALLERGENIC 

formula 

d)  Provides  balanced  nutritional  values. 

(^An  excellent  formula  for  regular 
infant  feeding. 

@An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


§(wn|)4i 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOMA  LINDA  FOOD  COMPANY 

ARLIN8TON.  CALIFORNIA  • M T.  VERNON.  OHIO 
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Skin  Deep 


Allergic  and  inflammatory  dermatoses, 
including  psoriasis,  have  in  many  patients 
shown  dramatic  response  to  ARISTOCORT 
Triamcinolone  systemic  therapy.  But  it  also 
provides  gratifying  symptomatic  control 
with  only  minimal  interference  with 
other  metabolic  functions.  In  this  respect, 
ARISTOCORT  Triamcinolone,  when  com- 
pared with  other  corticosteroids,  old  and  new, 
is  distinguished.  Typical  steroid  problems  of 
sodium  retention  and  edema,  undesirable 
euphoria,  or  voracious  appetite  and  excessive 
weight  gain  rarely  occur. 

ARISTOCORT  Triamcinolone  is  indicated 
when  anti-inflammatory,  anti-allergic  action 
of  glucocorticoids  is  desired.  SIDE  effects  of 
glucocorticoids  generally : Cushingoid  effects, 
hirsutism,  leucopenia,  purpura,  vertigo, 


fatigue,  increased  hyperglycemia,  osteopo- 
rosis, gastrointestinal  hemorrhage,  cataracts, 
growth  suppression  in  children  and  in- 
creased intracranial  pressure.  Other  gluco- 
corticoid effects  thought  more  likely  to  occur 
with  triamcinolone : reversible  weakness  of 
muscles  and  flushing  of  face. 

PRECAUTIONS:  ARISTOCORT  Triamcino- 
lone should  be  used  with  extreme  caution  in 
viral  infection,  particularly  herpes  simplex 
and  chicken  pox,  in  tubercular  or  fungal 
infection,  in  active  peptic  ulcer,  acute 
glomerular  nephritis  or  myasthenia  gravis. 
FORMULA— Tablets  (scored)  containing  1 
mg.,  2 mg.  or  4 mg.  of  triamcinolone. 
Syrup  — 2 mg.  of  triamcinolone  diacetate 
per  5 cc.  (5  mg.  of  triamcinolone  diacetate 
is  equivalent  to  4 mg.  of  triamcinolone). 


Aristoeorf 

Triamcinolone 

Maximum  steroid  benefits  with  minimum  steroid  penalty 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Regular  washing  with  pHisoHex  instead  of 
soap  can  be  a decisive  factor  in  the  successful 
management  of  acne.  pHisoHex  degerms  skin 
constantly,  even  between  washings.  With  fre- 
quent, exclusive  use  it  builds  up  an  antibacte- 
rial film  on  the  skin  to  help  guard  against 
infection. 

In  a series  of  67  patients  using  pHisoHex  to 
treat  acne,  50  per  cent  found  that  their  acne 
lesions  ‘‘...cleared  in  a matter  of  one  to  two 
weeks. All  except  ten  found  “...‘pHisoHex’ 
the  most  effective  treatment  they  had  tried. 

pHisoHex,  containing  3 per  cent  hexachloro- 
phene,  enhances  any  therapy  for  acne.  Hexa- 
chlorophene  is  100  times  more  effective  than 
soap  in  ridding  the  skin  of  bacteria. 2 pHisoHex 
removes  dirt,  emulsifies  oil  and  cleanses  acne 
skin  rapidly  and  thoroughly.  It  is  superior  to 
soap  in  cleansing  the  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  follicles.  Non- 
alkaline,  nonirritating  and  hypoallergenic. 


pHisoHex  lacks  the  potentially  harmful  quali- 
ties of  soap. 

With  pHisoHex,  prescribe  pHisoAc®  Cream  for 
essential  keratolytic  action.  pHisoAc  dries, 
peels  and  masks  lesions— helps  prevent  come- 
dones, pustules  and  scarring.  pHisoAc  Cream 
contains  colloidal  sulfur  6 per  cent,  resorcinol 
1 .5  per  cent  and  hexachlorophene  0.3  per  cent. 
In  a recent  series^  of  100  patients  with  acne 
vulgaris  treated  with  pHisoHex  and  pHisoAc, 
good  or  excellent  results  were  obtained  in  79. 

How  Supplied:  pHisoHex  is  available  in  unbreakable 
squeeze  bottles  of  5 oz.  and  1 pint,  in  unbreakable 
plastic  bottles  of  1 gallon  and  in  combination  package 
with  pHisoAc  Cream. 

References:  1.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and 
East,  M.  O.:  Practitioner  189:82,  July,  1962.  2.  Sea- 
stone,  C.  V.:  Surg.  Gynec.  & Obst.  84:355,  March,  1947. 
3.  Wexler,  Louis:  Treatment  of  acne  vulgaris,  Clin.  Med. 
70:404,  Feb.,  1963. 

Winthrop  Laboratories 
New  York  18,  N.Y. 

pHisoHex  and  pHisoAc,  trademarks  reg.'  U.  S.  Pat.  Off. 
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Modernized 


lodo-Niacin  Avoids  lodism 

For  more  than  100  years  iodides  have  heen  employed  in  treatment  of 
atherosclerosis,  coronary  sclerosis  and  angina  pectoris  (Bouillaud,  1858).’ 
The  principal  drawback  was  the  serious  and  unpredictable  side  effect  of 
iodism.2 

lodism  has  been  eliminated  by  combining  potassium  iodide  with  the 
protective  factor,  niacinamide  hydroiodide  (lodo-Niacin) Many  clinical 
reports  on  lodo-Niacin  have  been  published  without  a single  case  of  iodism. 

In  a study  of  59  cases  of  generalized  arteriosclerosis,  lodo-Niacin  was 
administered  in  full  dosage  for  a year  or  longer.  Dizziness  was  relieved 
in  71%  of  cases,  vague  abdominal  distress  in  87%,  chronic  headaches  in 
61%,  and  disorientation  in  50%.  No  iodism.^  Retinal  hemorrhages  were 
absorbed  rapidly .■* 

The  signs  and  symptoms  of  atherosclerosis  which  are  partly  reversible 
have  shown  significant  improvement  under  treatment  with  oral  or  paren- 
teral Iodo-Niacin.5 

Composition:  Each  tablet  contains  potassium  iodide  135  mg.  (2V4  gr.) 
and  niacinamide  hydroiodide  25  mg.  (%  gr.).  Slosol  coated  pink,  in 
bottles  of  100. 

Dosage:  2 tablets  three  or  four  times  daily.  May  be  continued  for 
long  periods  without  iodism.  Also  available  in  ampuls. 

Side  Effects:  Not  a single  case  of  iodism  resulting  from  use  of  lodo- 
Niacin  has  been  reported. 


[lODO-NIACIN 


For  Sustained  Treatment  of  Atherosclerosis 


^ \ 

CHEMICAL 

COMPANY  I 

3715-31  Laclede  Ave.,  | 
St.  Louis  8,  Mo.  I 


REFERENCES: 

1.  Sollniann’s  Manual  of  Pharmacology,  8th 
€d.,  1957,  p.  1121. 

2.  Goodman  4c  Gilman’s  Pharmacological 
Basis  of  Therapeutics,  2nd  ed.,  1955, 
p.  824. 

3.  Am.  J.  Digest.  Dis.  22:5,  1953. 

4.  Am.  J.  Ophth.  42:771,  1956. 

5.  M.  Times  84:741,  1956. 


COLE  CHEMICAL  COMPANY  NYS-6 

3721-27  Laclede  Ave.,  SI.  Louis  8,  Mo 

Gentlemen: 

Please  send  me  professional  sample  ond  literature  on  lODO-NIACIN. 

DOCTOR  

STREET 

CITY :ZONE STATE  
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This  modern,  mobile  ECG  is  liter- 
ally a “heart  station  on  wheels”  — 
providing  a comprehensive  2- 
speed,  3-sensitivity  'cardiograph 
with  all  needed  accessories  in  a 
rugged,  handsome,  roll-around 
cabinet.  Proper  balance,  easily- 
grasped  handles  and  large  ball- 
bearing casters  make  it  easy  to 
guide  through  doorways  and 
around  beds  and  other  furniture. 

'Cardiograms  may  be  run  on  the 
lOOM  “Mobile  Viso”  at  25  or  50 
mm  sec.  and  at  'h,  1 or  2 times 
normal  sensitivity;  stylus  is  auto- 
matically stabilized  as  lead  se- 
lector knob  is  turned;  grounding 
(polarity  reversing)  is  done  by 
pushbutton.  Recordings  are  clean, 
well-defined  and  permanent  on 
5 cm  wide  Sanborn  Permapaper® 
charts,  with  5'/j"  visible  at  all 
times  in  viewing  window  at  top. 
And  all  operators  will  appreciate 
the  convenience  of  the  automat- 
ically retracting  power  cord  and 
electrodes,  Redux®  paste,  cables, 
extra  paper  and  other  accessories 
right  at  hand  in  cabinet  compart- 
ment. The  Mobile  Viso  may  be 
ordered  with  either  a mahogany 
or  scratch-and-stain-resistant 
plastic  laminate  cabinet. 

Your  nearby  Sanborn  man  will  be 
glad  to  supply  full  details  — and 
describe  the  Sanborn  15-day  No 
Obligation  Trial  Plan.  Sales  and 
service  in  46  cities  throughout 
the  U.  S. 


SANBORN  COMPANY 

MEDICAL  DIVISION  Waltham  54.  Mass. 


New  York  Branch  Office  1841  Broadway 
Circle  7-5794  and  7-5795 


Rochester  Branch  Office  528  Mt.  Hope  Ave.,  Browning  1-2005 
Buffalo  Resident  Representative  284  Delaware  Ave.,  TL  6-4850 
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Deltasmyl 

for  safer  Steroid  protection  from  asthma 


Theophylline  (120  mg.) 

Ephedrine  HCI  (15  mg.) 

Phenobarbital  (8  mg.) 
(Barbituric  acid  derivative) 

Prednisone  (1.5  mg.) 


Deltasmyl®  opens  the  airways  and  suppresses 
inflammation  by  combiningtheanti-allergic,  anti- 
inflammatory action  of  prednisone  with  the  bron- 
chodilating,  decongestant  and  quieting  effects 
of  theophylline,  ephedrine  and  phenobarbital. 

Deltasmyl  provides  prompt,  prolonged  relief  of 
asthma  with  prednisone  protection  against  aller- 
gens and  stress,  and  a wider  margin  of  safety 
through  reduction  of  the  effective  corticoid  dose. 

The  aim  of  therapy  in  asthma  shou\d  be  relief  of 
bronchospasm  by  means  of  decongestant  and 
bronchodilating  agents — plus  prednisone,  not 
just  prednisone  alone.i  Uhde2 — using  theophyl- 
line-ephedrine-phenobarbital  with  prednisone — 
reports  an  increase  of  about  25%  in  the  action 
of  prednisone  with  quicker  arrest  of  inflam- 
mation, hypersecretion,  and  alveolar  stasis;  a 
marked  sedative  action  on  heart  and  circulation; 
improved  ventilation.  Bopp3  also  has  obtained 
satisfactory  results  with  the  same  combination, 
probably  through  synergistic  enhancement  of 
prednisone  potency. 

Dosage:  One  Deltasmyl  tablet  provides  sympto- 
matic relief  for  4 hours  or  longer.  Not  more  than 
6 tablets  should  be  taken  in  24  hours.  Withdraw 
gradually. 


Precautions:  Deltasmyl  contains  ephedrine  and 
should  not  be  given  with  epinephrine  since  both 
drugs  may  cause  tachycardia.  Carefully  observe 
patients  hypersensitive  to  sympathomimetic 
amines.  Phenobarbital  is  a barbituric  acid  deriv- 
ative which  may  be  habit  forming.  Despite  the 
low  prednisone  dose,  all  precautions  and  contra- 
indications of  corticosteroids  must  be  heeded, 
since  warning  signs  such  as  fluid  retention  or 
moon  face  may  not  be  present.  When  corti- 
costeroids are  given  to  patients  with  acute  or 
chronic  bacterial  infections,  appropriate  protec- 
tion should  be  provided. 

Contraindications:  Hyperthyroidism,  cardiovas- 
cular diseases,  peptic  ulcer,  diabetes  mellitus, 
psychotic  tendencies,  ocular  herpes  simplex, 
glaucoma,  prostatic  hypertrophy,  Cushing’s  syn- 
drome, arrested  tuberculosis. 

Supplied:  Bottles  of  50  tablets,  on  prescription 
only. 

References:  1.  Barach,  A.  L.  and  Bickerman,  H.  A.: 
Pulmonary  Emphysema,  Baltimore,  Williams  & Wilkins, 
1956,  p.  523.  2.  Uhde,  H.:  Med.  Monatsschr.  No.  8, 
505,  1959.  3.  Bopp,  K.  Ph.:  Medizinische  Klinik 
53.-186,  1958  and  Algeria  Medicale  62:1081,  1958. 


(Roussel) 

Roussel  Corporation 
155  East  44th  Street,  New  York  17,  N.Y. 
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John  J.  Clemmer,  Delegate Albany 

PEDIATRICS 

Samuel  Keurelitz,  Chairman Nassau 

Frank  A.  Disney,  Vice-Chairman Monroe 

Samuel  S.  Brown,  Secretary Kings 

Harry  R.  Litchfield,  Delegate Kings 

PHYSICAL  MEDICINE  AND  REHABILITATION 

Victor  Cummings,  Chairman Bronx 

Sigmund  Forster,  Vice-Chairman Kings 

Milton  B.  Spiegel,  Secretary Kings 

Henry  Fleck,  Delegate Bronx 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 
David  E.  Bigwood,  Jr.,  Chairman ....  Onondaga 
Donald  G.  Dickson,  Vice-Chairman.  Rockland 

Malcolm  A.  Bouton,  Secretary Schenectady 

Theodore  Rosenthal,  Delegate New  York 

RADIOLOGY 

Charles  E.  Sherwood,  Chairman Monroe 

Milton  Elkin,  Vice-Chairman Westchester 

Roy  E.  Seibel,  Secretary Erie 

Frank  J.  BorreUi,  Delegate New  York 

SPACE  MEDICINE 

Hans  H.  Zinsser,  Chairman New  York 

Cortez  F.  Enloe,  Jr.,  Vice-Chairman . .New  York 

William  H.  Lewis,  Jr.,  Secretary New  York 

Constantine  D.  J.  Generales,  Delegate.New  York 

SURGERY 

Charles  E.  Wiles,  Chairman Erie 

Seymour  I.  Schwartz,  Vice-Chairman . . .Monroe 

John  F.  Prudden,  Secretary New  York 

Harold  G.  Barker,  Delegate New  York 

UROLOGY 

DonsJd  F.  McDonald,  Chairman Monroe 

George  A.  Fiedler,  Vice-Chairman.  . .New  York 

Ralph  R.  Di  Pace,  Secretary Westchester 

E.  Craig  Coats,  Delegate New  York 


Session  Officers  / 1962-1963 

HISTORY  OF  MEDICINE 

John  A.  Benjamin,  Chairman Monroe 

William  J.  Fitzgerald,  Secretary Albany 
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Relieves  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record 
of  safety  with  which  ‘Miltown’  (mepro- 
bamate) relieves  anxiety  and  anxious 
depression  has  been  clinically  authenti- 
cated time  and  again  during  the  past 
eight  years.  This,  undoubtedly,  is  one 
reason  why  physicians  still  prescribe 
meprobamate  more  than  any  other  tran- 
quilizer in  the  world. 

Slight  drowsiness  may  occur  with  mepro- 
bamate and,  rarely,  allergic  reactions. 
Meprobamate  may  increase  effects  of  ex- 
cessive alcohol.  Use  with  care  in  patients 
with  suicidal  tendencies.  Massive  over- 
dosage may  produce  coma,  shock, 
vasomotor  and  respiratory  collapse.  Con- 
sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 


alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 

Usual  dosag;e:  1 or  2 400  mg.  tablets 
t.i.d.  Supplied:  400  mg.  scored  tablets, 
200  mg.  sugar-coated  tablets;  bottles 
of  50. 


the  original 
meprobamate 

Miltowir 

\Va 

WALLACE  LABORATORIES  / N.J. 


CM-9243 


Medical  Schools 


Albert  Einstein  College  of  Medicine 

Grant.  An  initial  grant  of  $288,600  has  been 
awarded  to  the  College  by  the  National  In- 
stitutes of  Health  for  the  support  of  a compre- 
hensive research  program  to  explore  the  struc- 
ture and  function  of  biologic  substances  at  the 
molecular  level.  The  research  program  will  be 
carried  out  under  the  direction  of  Dr.  Bernard 
L.  Horecker  who  will  head  a newly-established 
Department  of  Molecular  Biology  which  will  be 
activated  at  the  College  in  July,  1963. 

Fifth  annual  commencement  colloquium. 

The  fifth  annual  commencement  colloquium  was 
held  on  May  27  in  the  Karl  and  Mary  Robbins 
Auditorium.  “Man  and  Environment”  was  the 
subject  under  discussion.  The  morning  session 
was  from  9:30  A.M.  to  12:15  P.M.  Marcus  D. 
Kogel,  M.D.,  dean,  gave  the  greetings  and  the 
moderator  was  Robert  S.  Morison,  M.D.,  direc- 
tor, Medical  and  Natural  Sciences,  The  Rocke- 
feller Foundation.  Bentley  Glass,  Ph.D.,  pro- 
fessor of  biology,  Johns  Hopkins  University, 
presented  “Radiation,  a Biologic  Influence”; 
Gordon  M.  Fair,  Ph.D.,  professor  of  engineering 
and  sanitary  engineering.  Harvard  University, 
“Water  and  Water  Pollution”;  Nevin  Scrim- 
shaw, Ph.D.,  M.D.,  professor  of  nutrition,  food 
science  and  technology,  Massachusetts  Institute 
of  Technology,  “Factors  Influencing  Nutrition 
Status”;  which  was  followed  by  an  open  discus- 
sion. 

The  afternoon  session  was  held  from  2:00 
P.M.  to  4:00  P.M.  and  included:  “Population,  an 
Emerging  Factor  in  Science  and  Technology,” 
by  Phihp  M.  Hauser,  Ph.D.,  professor  of 
sociology.  University  of  Chicago;  “Technology, 
the  Effort  to  Modify  and  Control  the  Environ- 
ment,” by  Gordon  R.  Clapp,  LL.D.,  president. 
Development  and  Resources  Corporation,  New 
York  City;  “Man’s  Evolutionary  Perspec- 
tives,” by  Theodosius  Dobzhansky,  professor. 
The  Rockefeller  Institute,  with  an  open  discus- 
sion closing  the  session. 

Columbia  University  College  of  Physicians 
and  Surgeons  and  Presbyterian  Hospital 

Alumni  associations.  The  second  reunion  of 
the  Alumni  Associations  of  the  Columbia- 
Presbyterian  Medical  Center  was  held  from 
April  18  through  April  20.  A feature  of  the 
reunion  was  a symposium  on  “New  Vistas  in 
Treatment  of  Heart  Disease.” 

Rustin  McIntosh,  M.D.,  Columbia  Car- 
pentier  Professor  Emeritus  of  Pediatrics,  former 
director  of  Babies  Hospital  and  a recipient  of 
the  Medical  Center’s  Distinguished  Service 
Medal,  was  guest  speaker  at  a banquet  on  April 


19  which  celebrated  the  seventy-fifth  anniver-  \ 
sary  of  Babies  Hospital. 

Cornell  University  Medical  College  ; 

/ 

Annual  alumni  reunion.  The  annual  alumni 
reunion  was  held  on  April  5 and  6.  The  scientific  ,■ 
program  of  April  5 was  on  the  basic  and  clinical 
aspects  of  kidney  function.  Participants  were:  ' 

Wallace  W.  McCrory,  M.D.,  professor  of  ^ 
pediatrics  and  pediatrician-in-chief;  Robert  F.  i, 
Pitts,  M.D.,  professor  of  physiology  and  bio-  ! 
physics;  Vincent  du  Vigneaud,  M.D.,  professor  ! 
of  biochemistry;  Gustave  J.  Dammin,  M.D., 
professor  of  pathology  (Harvard  Medical  1 
School),  Warren  Guild,  M.D.,  associate  physi- 
cian to  the  University  Health  Services  ( Harvard  1 
University);  Edward  A.  Maumenee,  Jr.,  M.D., 
director  and  professor  of  ophthalmology  (Johns  « 
Hopkins  University  Medical  College);  Leslie  ,•* 
E.  Rudolf,  M.D.,  clinical  instructor  of  surgery; 
and  Willet  F.  Whitmore,  M.D.,  clinical  as- 
sociate professor  of  surgery  at  the  morning  ses- 
sion. 

Participants  in  the  afternoon  session  were:  | ' 

David  D.  Thompson,  M.D.,  associate  professor 
of  medicine  and  president.  Alumni  Association;  ly 
Albert  L.  Rubin,  M.D.,  associate  professor  of  J 
medicine,  and  Parker  Vanamee,  M.D.,  associate  li 
professor  of  medicine.  j , 

Visiting  professor.  Thomas  P.  Almy,  M.D., 
professor  of  medicine  and  director.  Second  li 
(Cornell)  Medical  Division,  Bellevue  Hospital,  , 
recently  spent  a week  in  Mexico  City  as  visiting 
professor  in  various  teaching  hospitals  under  the  i 
sponsorship  of  the  Mexican  Gastroenterological 
Association. 

Speakers.  John  M.  McLean,  M.D.,  as  the  an- 
nual Schoenberg  Memorial  Lecturer  of  the  Na- 
tional Society  for  the  Prevention  of  Blindness 
and  the  New  York  Society  for  Chnical  Ophthal- 
mology; Frank  Glerm,  M.D.,  on  a four-day 
teaching  tour  sponsored  by  a group  of  directors 
of  medical  education  in  the  Tampa -St.  Petersburg 
area,  and  in  collaboration  with  Charles  Mc- 
Sherry,  M.D.,  presented  a paper  at  the  aimual 
meeting  of  the  Southern  Surgical  Association. 
Among  the  other  speakers  at  the  Southern  > 
Surgical  Association  were  S.  W.  Moore,  M.D., 
and  Marion  E.  Erlandson,  M.D. 

New  alumni  officers.  At  the  annual  business  i 
meeting  of  the  alumni  the  following  officers  ; 
elected  were:  George  Schaefer,  M.D.,  president; 
Alphonse  E.  Timpanelli,  M.D.,  vice-president; 
Frederic  T.  Kirkham,  Jr.,  M.D.,  secretary;  | 
Henry  Mannix,  Jr.,  M.D.,  treasurer,  and  i 

continued  on  page  1620  f 
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White's^ 

Cod  Liver  OH 

Concentrate 

Drops 

With  Added  Vitamin  D3 


For  infants,  essential  vitamins  A and  D at  only  a penny 
a day!  Only  two  drops  a day  of  White’s  Cod  Liver  Oil 
Concentrate  provide  an  economical,  therapeutically 
sound  way  to  give  infants  vitamins  A and  D.  Each 
White’s  Cod  Liver  Oil  Concentrate  Drop  provides  1,560 
units  of  vitamin  A and  312  units  of  vitamin  D (equiva- 
lent to  one  teaspoonful  of  Cod  Liver  Oil,  N.F.).  Usual 
prophylactic  dose:  2 to  4 drops  daily.  Supplied:  drop- 
per bottles  of  6 cc.,  30  cc.  and  50  cc. 


WHITE  LABORATORIES  INC./Nenllworiri.  Niw  Jiriiy 

PROGRESS  THROUGH  RESEARCH 
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Carolyn  Diehl  Rubin,  M.D.,  Henry  H.  Kessler, 
M.D.,  Norman  S.  Moore,  M.D.,  and  Maurice  T. 
Root,  M.D.,  as  members  of  the  board  of  the 
Alumni  Association. 

Director  of  ambulatory  services  and  pro- 
fessor of  medicine.  Allyn  B.  Ley,  M.D., 
newly-appointed  Director  of  Ambulatory  Serv- 
ices of  The  Hospital  has  been  promoted  to  pro- 
fessor of  medicine  at  the  College. 

Niles  memorial  lecture.  Howard  A.  Rusk, 
M.D.,  professor  and  chairman.  Department  of 
Physical  Medicine  and  Rehabilitation,  New 
York  University  School  of  Medicine  and  direc- 
tor, The  Institute  of  Physical  Medicine  and  Re- 
habilitation, gave  the  Walter  L.  Niles  Memorial 
Lecture  on  May  2.  The  lecture  on  “Sick  People 
in  a Troubled  World”  was  sponsored  by  the 
Nu  Sigma  Fraternity. 

New  York  Medical  College 

To  author  special  article  for  Soviets.  Dr. 
Alfred  L.  Copley,  associate  professor.  Depart- 
ment of  Physiology  and  Pharmacology,  has 
accepted  an  invitation  to  author  a review  article 
on  the  mechanism  of  thrombosis  for  the  Russian 
Journal  Pathological  Physiology  and  Experi- 
mental Therapy. 

Special  rehabilitation  course.  Milton 
Lowenthal,  M.D.,  professor  and  chairman.  De- 
partment of  Physical  Medicine  and  Rehabilita- 
tion, conducted  a special  experimental  teaching 
session  in  rehabilitation  medicine  at  Stanford 
University  from  April  17  to  20. 

Graduate  School  of  Medical  Sciences.  The 
formation  of  a Graduate  School  of  Medical 
Sciences  was  announced  on  April  9 by  Dr.  Ralph 
E.  Snyder,  president  and  dean  of  the  College. 
The  Graduate  School  will  offer  opportunities  for 
study  leading  to  Master  of  Science  and  Doctor 
of  Philosophy  Degrees  in  the  basic  medical 
science  fields.  Similar  opportunities  in  clinical 
specialties  will  allow  qualified  residents  and 
others  to  earn  Master  of  Science  and  Doctor  of 
Science  degrees  in  their  designated  fields. 
Warner  F.  Bowers,  M.D.,  professor  of  chnical 
surgery,  has  been  appointed  director  of  the 
Graduate  School.  Other  appointments  are: 


Dr.  W.  Ward  Pigman,  chairman  and  professor. 
Department  of  Biochemistry,  will  be  assistant 
director  in  charge  of  basic  sciences;  Robert  A. 
O’Connor,  M.D.,  assistant  professor.  Depart- 
ment of  Medicine,  postgraduate  programs; 
Linn  J.  Boyd,  M.D.,  professor  of  clinical  medi- 
cine, will  be  emeritus  professor  of  medicine  in 
residence  and  consultant  to  the  Graduate 
School. 

State  University  of  New  York  Downstate 
Medical  Center 

Appoiijted.  Fred  Pine,  M.D.,  has  been  ap- 
pointed research  associate  professor  of  psy- 
chiatry under  a National  Institutes  of  Health 
Research  Career  Development  Award.  Schuy- 
ler G.  Kohl,  M.D.,  professor  of  obstetrics  and 
gynecology  and  associate  dean  for  postgraduate 
education  and  intern  placement,  has  been  ap- 
pointed to  the  New  York  State  Board  of  Medi- 
cal Examiners.  He  will  be  responsible  for  the 
obstetrics  and  gynecology  sections  of  the  State 
Board  licensing  examinations. 

Research  grants  received.  A total  of  26 
research  grants  amounting  to  $377,090  was 
received  during  February  and  March,  1963. 
Sixteen  of  the  grants  were  for  renewal  of  research 
work  already  in  progress  and  ten  were  for  the 
support  of  new  research.  Thirteen  of  the  grants 
came  from  the  National  Institutes  of  Health; 
two  each  from  the  Atomic  Energy  Commission 
and  the  American  Heart  Association;  and  one 
each  from  the  American  Cancer  Society,  the 
Squibb  Institute  for  Medical  Research,  the 
Oflice  of  Naval  Research,  Wyeth  Laboratories, 
the  Warner  Lambert  Co.,  the  United  Cerebral 
Palsy  Association,  the  James  Picker  Founda- 
tion, the  Health  Research  Council  of  the  City  of 
New  York,  and  the  Office  of  Vocational  Re- 
habilitation. 

In  addition  to  the  individual  grant  awards, 
the  United  States  Pubhc  Health  Service  has 
made  a grant  of  $190,144  to  President  Robert  A. 
Moore  under  its  General  Research  Support 
Grant  Program.  This  is  the  second  year  the 
U.S.  Public  Health  Service  has  awarded  these 
grants,  which  are  designed  to  help  meet  the 
needs  of  research  and  research  training  in- 
stitutions for  greater  flexibility  in  the  use  of 
federal  funds. 
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Stevan  Dohanos  painting  of 
a ship-side  scene  during 
S.S.  hope’s  maiden  voyage 
to  Southeast  Asia  in  1960-61. 


HOPE  IS  A SHIP 

she  needs  your  continuing  help 


HOPE  stands  for  “Health  Opportunities  for  People 
Everywhere.” 

S.S.  HOPE,  the  floating  medical  teaching  center,  re- 
cently returned  from  her  very  successful  maiden  voy- 
age to  Indonesia  and  South  Vietnam.  The  yoyage  of 
the  HOPE  ship  proved  that  true  people-to-people 
diplomacy  of  helping  to  give  “health  opportunities” 
can  and  does  work... and  is  appreciated. 

But,  in  order  that  the  S.S.  HOPE  I,  with  her  needed 
sister  ships,  can  continue  to  spread  health  and  Amer- 
ican goodwill,  she  needs  your  continuing  help. 

While  skilled  American  professionals  aboard  are 
drawn  from  a list  of  over  3,000  volunteers,  serving 
without  pay,  the  costs  are  high  for  sending  our  medi- 


Donated  as  a public  service  by 
this  publication  and  the 
Pharmaceutical  Advertising  Council^ 


cal  diplomats  to  points  of  the  world  where  HOPE 
is  wanted.  HOPE  needs  help  from  all  Americans... 
and  now... in  the  form  of  dollars.  Won’t  you  donate 
your  next  fee  to  the  worthy  cause  of  giving  HOPE 
to  everyone...  every  where?  Help  show  that  the  peo- 
ple of  America  are  concerned  about  the  problems  of 
other  peoples. 


r — 1 

j HOPE,  P.  0,  Box  9808,  Washington  15,  D.  C.  j 

I Here  is  $ to  help  Project  HOPE.  (Please  make  i 

I checks  payable  to  Project  HOPE.)  All  contributions  are  j 

I deductible  under  the  provisions  of  Section  170  of  the  Inter*  ■ 

I nal  Revenue  Code  of  1954.  . 

I Please  send leaflets  for  distribution  to  my  pa*  ■ 

I tients,  friends  and  associates.  ■ 

I D Please  let  me  know  how  I may  help  Project  HOPE  ■ 

I in  other  ways.  ■ 

I Name_ I 

I Address  ■ 


1621 


Books  Reuieiued 


Child  Psychiatry  and  the  General  Practi- 
tioner. Edited  by  Adam  J.  Krakowski,  M.D., 
and  Dante  A.  Santora.  Octavo  of  190  pages, 
illustrated.  Springfield,  111.,  Charles  C 

Thomas,  1962.  Cloth,  $5.75. 

This  book  is  written  for  the  general  practi- 
tioner to  give  him  some  insight  into  the  current 
thinking  in  the  field  of  child  psychiatry.  Since 
he  is  close  to  the  family  he  is  in  a position  to 
evaluate  the  clinical  situation  and  decide  on  the 
child’s  need  for  specialized  psychiatric  attention. 

There  are  discussions  of  the  emotional  aspects 
of  childhood  and  adolescence,  psychosomatic 
disorders,  organic  behavior  disorders,  neuroses, 
the  psychotic  child,  and  mental  retardation,  to 
name  a few  of  the  topics  covered. 

The  various  chapters  are  written  by  different 
authors  and  the  discussions  are  somewhat  brief, 
but  they  do  bring  out  the  major  points  to  be 
considered  in  diagnosis.  Certainly  the  authors 
have  succeeded  in  creating  an  awareness  of 
interacting  processes  between  children  and  their 
parents,  so  necessary  for  an  understanding  of  the 
complaints  for  which  a general  practitioner  is 
consulted. 

As  a book  which  offers  an  introduction  into 
the  various  problem  areas  that  general  prac- 
titioners may  encounter  in  day-to-day  practice, 
it  definitely  achieves  its  purpose. — Stanley  S. 
Lamm,  M.D. 


Textbook  of  Pathology  with  Clinical  Appli- 
cation. By  Stanley  L.  Robbins,  M.D.  Sec- 
ond edition.  Quarto  of  1,190  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1962. 
Cloth,  $19. 

The  second  edition  of  Dr.  Robbins’  Textbook 
of  Pathology  as  the  first  edition  is  primarily 
written  for  the  medical  student.  It  has  several 
unusual  features  that  make  it  particularly  at- 
tractive to  the  student.  These  include;  out- 
lines at  the  beginning  of  each  chapter  which 
organize  the  subject  matter  to  follow,  frequent 
correlation  of  pathologic  changes  and  clinical 
findings,  liberal  use  of  illustrations  and  charts, 
and  selected  up-to-date  references.  The  use 
of  bold  faced  type  to  emphasize  the  more 
important  aspects  of  the  text  will  also  be  helpful 
to  the  student  who  is  making  his  initial  foray 
with  pathology. 

Because  of  the  all-inclusive  nature  of  the  text, 
much  of  the  subject  matter  is  not  dealt  with  in 
depth.  This  omission  of  detail  is  good  for  the 
novice,  and  also  affords  a concise  source  of 
reference  for  the  busy  clinician. — Philip  G. 
Cabaud,  M.D. 


Pye’s  Surgical  Handicraft.  Volume  I. 
Edited  by  Hamilton  Bailey,  F.R.C.S.  Eight- 
eenth edition.  Duodecimo  of  487  pages,  illus- 
trated. Baltimore,  The  Williams  and  Wilkins 
Company,  1962.  Cloth,  $8.50. 

This  excellent  monograph  was  first  published 
in  1884.  It  has  been  through  18  revisions  at 
periods  varying  from  two  to  seven  years.  The 
original  book  was  the  work  of  Walter  Pye. 
When  the  first  edition  was  published.  Lord 
Lister  was  still  alive. 

The  contributors  to  this  book  have  had  a wide 
experience  and  are  teachers  of  renown  in  various 
parts  of  England.  This  book  reflects  the 
accepted  teachings  in  surgery.  It  serves  as  a 
practical  guide  for  the  house  surgeon  and  resi- 
dent. 

The  editor,  Hamilton  Bailey,  is  one  of  the 
most  capable  surgical  authors  in  England.  His 
writing  and  that  of  his  associates  is  in  the  clear 
easily  read  style  of  the  British. — Alan  Kane, 
M.D. 

Laboratory  Medicine — Hematology.  By 

John  B.  Miale,  M.D.  Second  edition.  Quarto 
of  918  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1962.  Cloth,  $17. 

This  edition  of  hematology  by  Dr.  Miale  has 
kept  apace  with  the  advances  in  hematology. 
The  chapter  on  morphology  of  blood  and  mar- 
row cells  is  especially  informative.  Likewise 
the  other  chapters  can  be  singled  out  for  similar 
excellence. 

This  book  has  fast  become  a sine  qua  non 
for  the  student  of  hematology.  It  is  quite 
easy  to  recommend  this  exhaustive  and  author- 
itative text  very  highly. — Maurice  Morrison, 
M.D. 

Peripheral  Vascular  Diseases.  By  Edgar  V. 
Allen,  M.D.,  Nelson  W.  Barker,  M.D.,  and 
Edgar  A.  Hines,  Jr.,  M.D.  Third  edition. 
Octavo  of  1,044  pages,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Company,  1962.  Cloth, 
$18. 

This  third  edition  comprises  over  1,000  pages 
with  356  illustrations,  some  in  color.  More 
than  two  dozen  contributors  collaborated  in 
the  various  vascular  fields  to  bring  the  subject 
matter  up  to  date  in  all  its  phases.  A biograph- 
ical plethora  is  furnished  for  those  interested 
in  further  pursuit,  making  a well-authenticated 
reference  volume. 

Each  subject  is  presented  fully  by  giving  its 

continued  on  page  1624 
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CHLORAL  BETAINE 

offer  the  proved  advantages  of  chloral  hydrate'^^with 
virtual  elimination  of  gastrointestinal  side  effects" 

The  active  component  of  Beta-Chlor  is  chloral  hydrate,  which,  unlike  the  barbiturates, 
produces  its  effect  essentially—  □ without  agitation®  □ without  excitement®  □ without 
morning  hang-over®  □ without  confusion®  □ without  depression  of  respiration  rate^ 

□ without  changes  in  blood  pressure^ 


Dotage  and  Administration;  1 or  2 Beta-Chlor  "500”  Tablets, 
15  to  30  minutes  before  bedtime.  Beta-Chlor  “250”  Tablets  are 
recommended  for  daytime  sedation  and  for  children.  Caution; 
Doses  in  excess  of  recommended  dosage  should  be  administered 
with  caution  to  patients  with  severe  cardiac,  hepatic,  or  renal 
impairment.  Side  Effects;  Side  effects  such  as  gastric  irritation 
and  excitement  have  been  reported  only  infrequently.  Tolerance 
and  habituation  have  not  been  reported.  Supplied;  Beta-Chlor 
“260"  Tablets  (light  green)  each  containing  435  mg.  of  chloral 
betaine  (equivalent  to  250  mg.  of  chloral  hydrate),  and 
Beta-Chlor  “500”  Tablets  (dark  green),  each  containing  870  mg. 
of  chloral  betaine  (equivalent  to  500  mg.  of  chloral  hydrate). 


Bottles  of  100.  Additional  professional  information  available  on 
request  from  the  Medical  Department,  Mead  Johnson  Labora- 
tories. Evansville  21,  Indiana. 

References ; (1)  Ravetz,  E.:  Current  Therap.  Res.  5 ;75-80  (Feb.) 
1963.  (2)  Morrison,  B.  O.,  and  Bernheim,  E. ; accepted  for  pub- 
lication : J.  Am.  Geriatrics  Soc.  (3)  Current  Concepts  in  Therapy: 
New  England  J.  Med.  255:706  (Oct.  11)  1956.  (4)  Goodman, 
L.  S.,  and  Gilman,  A. : Pharmacological  Basis  of  Therapeutics, 
ed.  2,  New  York,  The  Macmillan  Company,  1956,  pp.  163-166. 
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historical  data,  etiology,  pathology  and  physi- 
ology, with  clinical  description,  diagnosis,  com- 
plications, treatments,  and  prognosis. 

Although  treatment  methods  followed  at  the 
Mayo  Clinic  are  presented  in  detail,  those  pro- 
pounded by  other  groups  or  individuals  are 
lightly  passed  over  with  the  shrug  that  “in  our 
experience,  we  have  failed  to  see  the  merit  of 
the  ‘others’  procedure.”  Those  who  are  aware 
of  other  groups’  work  as  well  can  discern  these 
little  peccadillos. 

However,  on  the  whole  the  book  is  very  in- 
structive and  brought  up  to  date  to  include  re- 
cent advances  in  cardiac  and  cerebral  as  well 
as  peripheral  vascular  diseases  and  is  recom- 
mended for  those  in  the  field,  as  well  as  a ready- 
reference  volume  for  the  hospital  staff  library. 
— Hugh  L.  Murphy,  M.D. 

Artificial  Respiration,  Theory  and  Ap- 
plications. Edited  by  James  L.  Whitten- 
berger,  M.D.  Octavo  of  276  pages,  illustrated. 
New  York,  Hoeber  Medical  Division,  Harper  & 
Row,  Publishers,  1962.  Cloth,  $10. 

The  physician  who  used  critical  judgment 
and  who  wishes  to  learn  about  a subject  con- 
sults an  expert  in  the  field.  He  attempts  to 
find  one  who  is  also  a good  teacher  and  most 
articulate.  Each  of  the  15  authors  of  this  book 
on  artificial  respiration  is  this  sort  of  an  expert 
on  a particular  aspect  of  the  subject.  Each 
chapter  is  written  with  a clarity  of  expose 
and  in  a thorough  and  critical  exposition  of  his 
assigned  topic. 

The  book  actually  is  fundamental  by  its 
detailed  description  of  normal  respiratory 
physiology  and  the  usefulness  of  the  various 
methods  of  artificial  respiration.  Detailed 
objective  evaluating  of  physiologic  principles 
and  results  are  given.  Methods,  procedures, 
guides,  and  the  reasons  for  each  is  presented  in 
a clear  descriptive  tone.  The  book  is  most 
attractive  because  it  is  a summation  of  the 
work  of  years  by  each  of  these  authors.  Each 
is  an  authority  who  has  contributed  worthily 
to  the  body  of  scientific  knowledge  on  artificial 
respiration. 

The  contents  of  this  book  is  within  the  prov- 
ince of  any  physician,  safety  officers,  and  mili- 
tary medical  officers  or  any  other  individual 
who  may  at  sometime  be  called  to  render 
first  aid  and  artificial  respiration.  It  is  a work 
which  is  highly  commended  and  which  is  recom- 
mended for  reading  certainly  by  all  physicians 
and  rescue  personnel. — Harold  A.  Lyons,  M.D. 


Psychoanalysis  in  Groups.  By  Alexander 
Wolf  and  Emanuel  K.  Schwartz.  Octavo  of 
326  pages.  New  York,  Grune  and  Stratton, 
1962.  Cloth,  $8.00. 

Despite  frequent  changes  in  the  formulation, 
interpretations,  and  direction  of  group  therapy 
in  the  treatment  of  emotionally  disturbed  pa- 
tients since  World  War  II,  there  long  has  been 
a need  for  a book  which  will  attempt  to  set  up 
standards  for  this  type  of  therapy. 

The  authors  are  both  psychoanalysts  who 
have  been  engaged  in  treating  disturbed  pa- 
tients in  a group  setting  for  many  years.  This 
book  i^  the  outgrowth  of  twenty  years  of  ex- 
perience and  experimentation  with  group  ther- 
apy, much  of  wlfich  lias  already  been  published, 
but  has  finally  been  integrated  into  this  book. 

The  book  deals  with  group  therapy  on  a 
psychoanalytic  basis  and  therapy.  It  utilizes 
dream  interpretations,  free  association,  analysis 
of  resistance,  transference  and  counter-trans- 
ference, all  of  which  is  of  great  importance 
in  any  analytic  setting  and  in  therapy. 

It  is  an  attempt  to  set  up  standards  of  treat- 
ment as  they  have  been  evolved  through  the 
years  by  the  experience  of  the  authors.  In  the 
first  part  of  the  book  there  is  an  excellent  dis- 
cussion of  the  basic  design  of  group  setting — 
the  makeup  of  the  group,  the  pitfalls  of  this 
type  of  therapy,  the  goals  and  dangers  of  pos- 
sible sexual  entanglements  between  patients. 
There  then  follows  a discussion  of  the  structure 
of  the  groups — the  role  of  the  therapist,  the 
question  of  homogenous  or  heterogenous  make- 
up of  the  participants. 

Later  in  the  book  the  authors  take  up  the 
matter  of  the  size  of  a group,  the  debatable 
question  of  alternate  sessions,  dream  analysis, 
the  working  through  of  problems,  the  acting 
out  of  conflicts. 

To  this  reviewer,  the  book  represents  a val- 
uable attempt  on  the  part  of  the  authors  to  give 
us  a comprehensive,  basic  set  of  standards  as 
evolved  by  the  authors  through  experience  and 
experimentation.  Their  understanding  of  the 
dynamics,  the  analytic  goals  of  analysis  of  in- 
dividuals in  a group  setting,  and  their  under- 
standing that  others  will  advance  this  and 
modify  it  through  further  experimentation, 
makes  this  book  an  admirable  one  with  which  to 
start  an  understanding  of  group  therapy  on  a 
psychoanalytic  basis.  It  will  undoubtedly  pro- 
voke much  discussion  among  workers  in  the 
field,  but  all  this  can  lead  only  to  further  ele- 
vation of  the  standards  of  therapy. — Joseph 
L.  Abramson,  M.D. 
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for  the  atherosclerosis  diet 


The  latest  report*  in  iheJAMA  on  atherosclerosis 
diets  states,  “...it  appears  logical  to  attempt  to 
reduce  high  concentrations  of  cholesterol  and 
other  serum  lipids  as  an  experimental  therapeutic 
procedure.” 

Since  this  report  recognizes  table  spreads  as  an 
important  source  of  dietary  fat,  we  believe  that  it 
is  in  your  professional  interest  to  know  about  the 
fatty-acid  composition  of  Mrs.  Filbert’s  Corn  Oil 
Margarine. 

Mrs.  Filbert’s  Corn  Oil  Margarine  is  a special 
margarine*  * made  from  100%  corn  oil,  over  50% 
of  which  retains  its  liquid  characteristics. 


Because  of  its  high  linoleic  content,  its  ratio  of 
polyunsaturates  to  saturates  is  about  1 .7  to  1 . . . 
and  equals  the  highest  level  available  today  in  any 
corn  oil  margarine. 

Of  the  total  fatty  acid  content,  28%  is  cis-cis 
linoleic  acid. 

Moreover,  when  you  recommend  Mrs.  Filbert’s 
Corn  Oil  Margarine,  your  patient  is  assured  of 
receiving  unmatched  taste  and  flavor  satisfaction 
— an  important  consideration  in  promoting  ad 
herence  to  any  therapeutic  regimen. 

*AMA  Council  on  Foods  and  Nutrition:  The  Regulation  of 
Dietary  Fat,  JAMA  181:411-423  (August  4,  1962). 

**AMA  Council  on  Foods  and  Nutrition:  Composition  of 
Certain  Margarines, 179:719  (March  3,  1962). 
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Made  from  100%  corn  oil  with  liquid  corn  oil  as  its  major  ingredient 

For  additional  information— including  detailed  listings  of  component  characteristics— please  write  to  us. 

J.  H.  FILBERT,  Inc. 

BALTIMORE  29,  MARYLAND 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Advance  orders  for  the 
forthcoming  1963  Edi- 
tion may  be  placed  notv. 
Write:  Directory  De- 

partment, Medical  So- 
ciety of  the  State  of  New 
York,  750  Third  Ave., 
New  York  17,  N.Y. 
$20.00  a copy  plus  3% 
sales  tax  for  N.Y.C.  de- 
livery. Society  members, 
who  have  paid  their  1963 
dues,  will  receive  the  Di- 
rectory as  part  of  their 
membership  — without 
charge. 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 


1627 


Red,  white,  and  blue  nest  egg 


If  you’re  like  most  Americans,  you  prob- 
ably intend  to  use  your  Savings  Bonds  as 
a down  payment  on  a house,  to  help  send 
a child  to  college,  or  otherwise  upgrade 
your  standard  of  living. 

You  don’t  need  to  feel  one  whit  less 
patriotic  because  of  this. 

The  fact  that  you  and  tens  of  millions 
of  other  American  family  groups  and  in- 
dividuals buy  and  hold  U.S.  Savings 
Bonds  helps  Uncle  Sam  manage  his  finan- 
cial affairs  better  and  puts  him  in  a 
position  to  be  a stronger  voice  and  a 
stronger  power  in  the  free  world. 

And  the  fact  that  you  and  these  other 
millions  of  American  family  groups  and 
individuals  have  accumulated  the  savings 
you  have — 45  billions  in  E and  H Savings 


Bonds  alone — is  one  of  the  reasons  why 
Americans  are  financially  strong  and  re- 
liant. And  their  individual  strengths  are 
the  strength  of  the  nation. 

When  the  Communists  make  one  of 
their  favorite  statements — that  they’re 
going  to  “bury  us”  economically — your 
savings  and  your  support  of  your  country 
with  U.S.  Savings  Bonds  are  mighty 
powerful  answers. 


Quick  facts  about 
U.S.  Savings  Bonds 

• You  get  ?4  for  every  at  maturity 

• You  can  get  your  money  anytime 

• Your  Bonds  are  replaced  free  if  lost, 
destroyed,  or  stolen 


Help  yourself  while  you  help  your  country 

BUY  US.  SAVINGS  BONDS 


This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘polysporih::. 
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ANTIBIOTIC  OINTMENT 
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this  occurs.  Supplied:  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 
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COUGH  TOO  MUCH? 
COUGH  TOO  MUCH? 
COUGH  TOO  MUCH? 
COUGH TOO MUCH? 


Don’t  take  chances  . . . you  niay  have  a Respiratory 
Disease.  Your  local  Christmas  Seal  organization  and  the 
National  Tuberculosis  Association  say:  See  Your  Doctor! 


SHORT  OF  BREATH? 
SHORT  OF  BREATH? 
SHORT  OF  BREATH? 
SHORT  OF  BREATH? 


If  you  have  a friend  practicing  in  Hohokus  or 
Muskogee,  why  not  send  him  a gift  subscription  to 
the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE? 

Gift  subscriptions  are:  $5.00  for  the  first  year,  $7.50  thereafter 

You’re  not  limited  to  a single  gift  subscription.  You  can,  as  a matter 
of  fact,  make  use  of  this  offer  to  give  tv/o  or  three  old  school  friends  a 
chance  to  read  your  Journal — no  matter  where  they  are.* 


* Friends  in  such  places  as  Tierra  del  Feugo  or  Timbuktu 
will  require  added  foreign  postal  charges  of  $1.50  a 
year. 


P.S.  If  you  don’t  happen  to  be  one  of  our  fortunate  members,  you  can 
also  treat  yourself  to  the  same  special  introductory  subscription  rate. 
Mail  your  order  to:  New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  1 7,  N.  Y. 


PLEASE  SEND  A SPECIAL-RATE  INTRODUCTORY  SUBSCRIPTION  TO: 


Name. 


Address. 


City  & State. 


Name 

Address. 


City  & State. 


r~1  Enclosed  is  $5.00  for  the  first  year  (Regularly  $7.50) 

I I Enclosed  is  $18.00  for  the  first  three  years  (Regularly  $22.50) 
n Plus  $1.50  for  foreign  addressee. 
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This  IS  halt  an  inspection  ^ 


Inspecting  a coated  tablet  poses  a two-sided 
problem:  How  do  you  make  certain  that  both 
top  and  bottom  are  flawless  without  picking  up 
each  tablet  and  turning  it?  ■ We  have  a ma- 
chine especially  designed  to  do  the  job.  The 
tablets  pass  along  a belt  under  the  watchful 
eye  of  an  inspector.  Any  tablet  that  has  the 


slightest  irregularity  in  shape  or  coating  l‘  ^ 
rejected.  Then  a second  belt  overrides  the  firsi 
and,  holding  the  tablets  tightly  in  place,  turn.*  ^ 
them  over  and  delivers  them  to  another  bell 
for  inspection  of  the  other  side.  ■ It  is  anothei , 
in  a long  series  of  control  measures  designedly 
to  deliver  quality  pharmaceuticals  every  time 
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Editorials 


Rehabilitation  potential 


The  accelerated  expansion  of  rehabilita- 
tion facilities  has  stimulated  considerable 
interest  in  the  referral  of  physically  handi- 
capped patients  for  appropriate  services. 
What  are  the  criteria  for  such  a referral? 

To  develop  a yardstick  for  referral  one 
must  think  in  terms  of  functional  impairment 
in  relation  to  the  medical  diagnosis.  The 
potential  must  be  one  that  can  be  developed 
into  a concrete  gain  in  functional  capacity. 
This  may  be  as  limited  as  the  training  of  a 
patient  with  a double  lower  extremity 

. TABLE  I. 


amputation  to  be  independent  in  a wheel 
chair  or  as  ambitious  as  the  complete 
physical  and  vocational  restoration  of  a pa- 
tient with  an  upper  limb  amputation  who  has 
been  provided  with  a complicated  prosthesis. 
Any  functional  gain  justifies  the  rehabilita- 
tion effort. 

What  then  are  the  specific  components 
for  the  evaluation  of  a potential  functional 
gain?  The  schematic  profile  shown  in  Table 
I has  proved  of  value.  The  general  physical 
condition  (P)  apart  from  any  specific  dis- 

Physical  profile* 


P.  Physical  condition  including  diseases  of  the  viscera  (cardiovascular,  pulmonary,  gastro- 

intestinal, urologic,  and  endocrine)  and  cerebral  disorders  which  are  not  enumerated  in  the 
lettered  categories  below. 

1.  No  gross  abnormalities  considering  the  age  of  the  individual. 

2.  Minor  abnormahties  not  requiring  frequent  medical  or  nursing  supervision. 

3.  Moderately  severe  abnormalities  requiring  frequent  medical  or  nursing  supervision  yet 
still  permitting  ambulation. 

4.  Severe  abnormalities  requiring  constant  medical  or  nursing  supervision  confining  individual 
to  bed  or  wheelchair. 

U.  Upper  extremities  including  shoulder  girdle,  cervical  and  upper  dorsal  spine. 

1.  No  gross  abnormalities  considering  the  age  of  the  individual. 

2.  Minor  abnormalities  with  fairly  good  range  of  motion  and  function. 

3.  Moderately  severe  abnormalities  but  permitting  the  performance  of  daily  needs  to  a limited 
extent. 

4.  Severe  abnormalities  requiring  constant  nursing  care. 

L.  Lower  extremities  including  the  pelvis,  lower  dorsal  and  lumbosacral  spine. 

1.  No  gross  abnormalities  considering  the  age  of  the  individual. 

2.  Minor  abnormalities  with  fairly  good  range  of  motion  and  function. 

3.  Moderately  severe  abnormalities  permitting  limited  ambulation. 

4.  Severe  abnormalities  confining  the  individual  to  bed  or  wheelchair. 

S.  Sensory  components  relating  to  speech,  vision,  and  hearing. 

1.  No  gross  abnormalities  considering  the  age  of  the  individual. 

2.  Minor  deviations  insufficient  to  cause  any  appreciable  functional  impairment. 

3.  Moderate  deviations  sufficient  to  cause  appreciable  functional  impairment. 

4.  Severe  deviations  causing  complete  loss  of  hearing,  vision,  or  speech. 

E.  Excretory  function,  i.e.,  bowel  and  bladder  control. 

1.  Complete  control. 

2.  Occasional  stress  incontinence  or  nocturia. 

3.  Periodic  bowel  and  bladder  incontinence  or  retention  alternating  with  control. 

4.  Total  incontinence,  either  bowel  or  bladder. 

S.  Mental  and  Emotional  Status. 

1.  No  deviations  considering  the  age  of  the  individual. 

2.  Minor  deviations  in  mood,  temperament  and  personality  not  impairing  environmental 
adjustment. 

3.  Moderately  severe  variations  requiring  some  supervision. 

4.  Severe  variations  requiring  complete  supervision. 

♦Reprinted  by  permission  from  Moskowitz,  E.,  and  McCann,  C.  B.:  Classification  of  disability  in  the  chronically  ill  and 
aging,  J.  Chron.  Dia,  6:  342  (Mar.)  1957. 
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ability  must  be  considered.  An  amputee 
with  severe  pulmonary  emphysema  and 
dyspnea  cannot  be  taught  to  walk.  How- 
ever, he  might  become  independent  in  a 
wheelchair. 

The  upper  extremity  function  (U)  may 
play  a determining  role  in  the  rehabilitation 
effort.  A patient  with  severe  rheumatoid 
arthritis  may  not  be  able  to  walk  because 
of  inability  to  carry  a cane  or  crutches.  Sim- 
ilarly, the  lower  extremities  (L)  obviously 
determine  the  sphere  of  activities  of  the 
handicapped  patient.  The  patient  with 
hemiplegia  can  be  trained  to  walk  with  the 
aid  of  a brace  despite  loss  of  function  in  one 
upper  extremity. 

The  senses  (S) — hearing,  vision,  and 
speech — exert  considerable  influence  on  the 
restoration  effort.  A hemiplegic  patient 
with  hemianopsia  presents  a severe  challenge 
and  is  appreciably  limited  despite  relatively 
good  motor  function.  Excretory  function, 
(E)  bowel  and  bladder,  may  similarly  limit 
the  scope  of  functional  activities  on  a purely 
practical  level. 


Last,  the  social  (S),  environmental, 
and  emotional  factors  often  play  a determin- 
ing role  in  the  rehabilitation  effort.  The 
trainee  must  have  the  proper  motivation  to 
capitalize  on  the  potentials  which  have  been 
enumerated.  This  is  not  a passive  process, 
as  is  the  reduction  of  a fracture  or  digitaliza- 
tion, but  a dynamic  effort,  with  the  patient 
playing  the  role  of  a pupil  who  wants  to 
learn.  Similarly,  road  blocks  in  the  environ- 
ment create  problems  and  influence  the 
rehabilitation  goal.  An  elderly  widow  with 
hemiplegia  often  has  to  be  trained  for  self- 
sufficiency  in  a custodial  setting,  while  a 
hemiplegic  child  can  be  fully  independent 
and  participate  in  a school  program. 

In  summation:  The  profile  of  the  various 
interrelated  factors  just  enumerated  (P-U- 
L-S-E-S)  may  serve  the  physician  as  a 
guideline  for  establishing  the  indication  for 
rehabilitation,  bearing  in  mind  that  any 
improvement  justifies  the  effort  if  the  patient 
is  willing. 

Eugene  Moskowitz,  M.D. 


Imminent  advance  in  air  pollution  control 


State  law  provides  that  aU  motor  vehicles 
registered  in  New  York  and  manufactured  or 
assembled  after  June  30,  1963,  must  be 
equipped  with  a crankcase  ventilating  sys- 
tem of  a type  approved  by  the  Air  Pollution 
Control  Board.  The  Board  has  established 
interim  criteria  for  approval  of  crankcase 
ventilation  systems  for  1963  and  1964  model 
cars.  It  is  expected  that  the  automobile 
manufacturers  will  improve  these  systems 
further  in  time  for  the  1965  models. 

Crankcase  ventilating  systems,  sometimes 
called  blow-by  control  devices,  return  fumes 
to  the  engine,  where  they  are  reburned. 
They  replace  road  draft  tubes  that  discharge 
contaminants  from  automobile  crankcases 
into  the  air.  Blow-by  devices  reduce  most 
of  the  air  pollution  from  crankcases  and 
eliminate  about  one  third  of  the  total  air 
pollution  from  automobiles. 

The  Board-approved  criteria,  developed 


with  the  help  of  a special  nine-man  technical 
advisory  council,  are  as  follows: 

The  crankcase  ventilation  system  shall 
prevent  the  emission  to  the  atmosphere  of 
at  least  80  per  cent  of  the  blow-by  that  can 
be  attributed  to  most  vehicles. 

jThe  crankcase  ventilation  system  shall  be 
so  designed  that  it  will  have  no  adverse  effect 
on  engine  operation  or  vehicle  performance. 

The  crankcase  ventilation  system  shall  not 
cause  oil  loss  from  the  crankcase. 

The  crankcase  ventilation  system  shall 
operate  in  a safe  manner. 

The  crankcase  ventilation  system  must 
operate  in  such  a manner  that  it  does  not 
create  excessive  heat,  noise,  or  odor. 

Installation  of  the  crankcase  ventilation 
system  shall  not  contribute  to  a noxious  or 
toxic  effect  in  the  outdoor  air. 

The  materials  of  the  crankcase  ventilation 
system  shall  adequately  resist  corrosion, 
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erosion,  fatigue,  and  wear.  They  must  also 
be  thermally  stable  under  the  conditions  of 
use  and  be  resistant  to  gasoline,  oil,  and 
other  materials  present  in  engines  and  out- 
door air  (including  ozone  and  oxides  of 
nitrogen)  so  as  to  promote  durability. 

The  crankcase  ventilation  system  shall 
operate  efficiently  for  at  least  12,000  miles 
with  normal  maintenance. 


The  law  states  that  all  motor  vehicles  are 
covered.  We  earnestly  hope  that  much  ef- 
fort will  be  concentrated  on  the  diesel  truck 
engine.  Thirty  per  cent  less  of  diesel  ex- 
haust would  be  most  welcome. 

For  the  benefit  of  medical  engineers  the 
above  illustration  is  a working  drawing  of 
the  blow-by  device. 
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1.  Asher,  L.  M.:  The  Choice  of  Anficholinerglc  Drugs 
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and  Dentistry 

Moderator 

RALPH  F.  JACOX,  M.D.,  Associate  Professor  of  Medicine;  Director,  Arthritis 
Clinical  Study  Center,  Rochester,  New  York* 

Panelists 

EDWARD  S.  MONGAN,  M.D.,  Instructor  in  Medicine 
JOHN  H.  VAUGHAN,  M.D.,  Associate  Professor  of  Medicine 
EDWARD  C.  ATWATER,  M.D.,  Instructor  in  Medicine 
SANFORD  MEYEROWITZ,  M.D.,  Assistant  Professor  of  Psychiatry 
ROBERT  B.  DUTHIE,  M.D.,  Professor  of  Orthopedic  Surgery 


An  Interdisciplinary  Approach 
to  the  Care  of  Patients  with 
Rheumatoid  Arthritis 


Ralph  F.  Jacox,  M.D.:  It  is  a privilege 

for  us  to  have  the  opportunity  to  discuss  our 
program  of  comprehensive  care  in  which 
we  feel  a great  deal  of  pride.  We  propose 
to  describe  a program  of  the  Medical  Center 
at  the  University  of  Rochester  in  which  an 
integrated  care  of  patients  with  musculo- 
skeletal diseases  has  been  attempted. 

Three  years  ago  an  already  functioning 
arthritis  clinic  was  reorganized  so  that  a 
multidisciplinary  participation  of  internists, 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General 
Session,  May  18, 1962. 

* The  support  of  the  Arthritis  Clinical  Study  Center  is 
obtained  from  a grant  (jfCRMC  24)  from  the  National  Foun- 
dation. 


orthopedists,  pediatricians,  and  psychia- 
trists was  created.  This  group  has  func- 
tioned since  that  time,  not  on  a consultative 
basis,  but  as  a team  of  physicians  who  are 
concerned  with  comprehensive  care  of  pa- 
tients with  disabling  arthritis.  A great 
advantage  of  such  a team  approach  has  been 
the  development  of  an  interdisciplinary  par- 
ticipation of  physicians  and  a social  worker. 
The  net  result  is  the  formulation  of  an  over- 
all therapeutic  plan  which  is  woven  into  a 
program  of  management  for  the  patient 
under  consideration.  Such  a multidiscipli- 
nary approach  has  not  only  greatly  improved 
patient  care,  but  also  has  increased  the 
depth  of  teaching  for  our  medical  students, 
resident  staff,  and  trainees. 

The  modus  operandi  of  oirr  group  is  best 
demonstrated  by  a discussion  of  some  of  the 
current  clinical  problems  which  we  have  now 
at  the  Arthritis  Clinical  Study  Center. 
Some  of  the  members  of  the  clinical  team 
of  this  Center  make  up  this  panel.  The 
first  problem  will  be  presented  by  Dr. 
Mongan. 
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Presentation  of  Case  1 

Edwakd  Mongan,  M.D.;  The  first  pa- 
tient is  a fifty-six-year-old  housewife  whose 
first  joint  symptoms  occurred  in  1944  as 
pain  without  swelling  or  redness  in  her  feet, 
wrists,  and  hands.  She  attributed  these 
symptoms  to  the  heavy  physical  exertion  she 
was  doing  in  a war  plant  and  sought  no 
medical  attention.  The  symptoms  disap- 
peared in  approximately  two  weeks.  Over 
the  next  eighteen  years  the  patient  had 
occasional  transient  episodes  of  arthralgia 
for  which  she  never  sought  medical  atten- 
tion. 

In  November,  1961,  the  patient  noticed 
that  the  arthralgias  became  more  persistent 
and  bothersome.  For  the  first  time  she 
noticed  joint  stiffness  on  arising  in  the  morn- 
ing. These  symptoms  progressed.  In  Jan- 
uary, 1962,  they  were  severe  enough  so  that 
she  had  to  curtail  some  of  her  physical 
activities.  At  that  time  she  also  noted  bi- 
lateral temporomandibular  pain. 

She  was  first  seen  in  the  Strong  Memorial 
Hospital  on  February  18,  1962.  She  came 
to  the  emergency  room  at  3 : 00  a.m.  because 
her  joint  pain  was  so  severe  that  she  was 
unable  to  sleep. 

Physical  examination  on  admission  re- 
vealed an  obese,  middle-aged,  white  woman 
who  complained  bitterly  of  pain  on  motion 
of  aU  of  her  extremities.  The  vital  signs 
were  normal.  The  physical  examination 
showed  findings  entirely  within  normal  lim- 
its, except  for  swelling  of  her  ankles  and 
proximal  interphalangeal  joints  bilaterally. 
She  had  redness  over  the  metacarpal  and 
metatarsal  phalangeal  joints. 

Pertinent  laboratory  data  revealed  a 
hematocrit  of  40,  an  erythrocyte  sedimenta- 
tion rate  of  43  mm.  per  hour  (Wintrobe), 
and  a positive  Wassermann  test  result  with 
a titer  of  1.  A Treponema  pallidum 
immobilization  test  produced  negative  find- 
ings. The  latex  test  for  the  rheumatoid 
factor  had  a positive  result  in  a dilution  of 
1:1,280.  An  L.E.  (lupus  erythematosus) 
preparation  showed  positive  findings  with 
four  L.E.  cells  seen  on  the  slide. 

The  patient  was  given  4 Gm.  of  magne- 
sium salicylate  a day.  She  received  hydro- 
therapy followed  by  exercises  twice  a day. 

Improvement  was  dramatic  on  this  regi- 
men, and  the  patient  became  ambulatory 
and  free  of  symptoms.  Two  weeks  later 
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she  was  discharged  home  to  continue  salicyl- 
ates and  physical  therapy. 

Her  improvement  continued  for  the  next 
three  weeks.  She  then  returned  with  com- 
plaints of  severe  epigastric  pain.  A barium 
swallow  disclosed  a hiatus  hernia  without 
evidence  of  stomach  ulceration.  Salicylates 
were  discontinued.  The  patient  was  treated 
with  a bland  diet  and  with  atropine  and 
a magnesium  and  aluminum  hydroxide  mix- 
ture (Maalox).  Within  twenty -four  hours 
the  epigastric  distress  cleared,  but  within 
seventy-two  hours  her  joint  symptoms  re- 
curred. The  therapeutic  regimen  for  the 
hiatus  hernia  was  continued,  and  the  patient  ' 
was  again  started  on  a salicylate-antacid 
preparation,  650  mg.  three  times  daUy. 

The  patient  has  done  moderately  well 
since  that  time.  She  is  able  to  do  her  own 
housework.  She  stiU  has  occasional  joint 
pains  and  stifhiess  in  the  morning. 

Dr.  Jacox;  This  patient  presents  an 
interesting  problem  of  differential  diagnosis. 

She  is  a woman  whose  complaints  of  joint 
symptoms  extend  back  many  years.  Finally 
these  symptoms  flared  into  a more  acute 
problem.  Such  individuals  often  present 
problems  in  differential  diagnosis.  Dr. 
Vaughan,  will  you  discuss  diagnostic  criteria 
to  differentiate  joint  symptoms? 

Diagnostic  criteria 

John  H.  Vaughan,  M.D.:  The  essential 

problem  in  this  patient  is  whether  or  not 
she  has  lupus  erythematosus  or  rheumatoid  | 
arthritis.  There  are  other  diagnostic  pos-  i 
sibilities  for  this  patient’s  joint  disease,  but  i 
they  are  either  more  or  less  remote  or  com-  t 
pletely  out  of  the  question.  I thought  it  1 
would  be  worth  while  to  look  for  a moment  ;) 
at  some  of  the  paramoimt  clinical  presenta- 
tions in  this  patient  and  then  discuss  how 
they  may  help  us  from  the  diagnostic  point  > 
of  view.  ’ 

This  patient  had  symmetrical  joint  dis-  i 
ease.  Symmetrical  joint  disease  is  a feature  (t 
of  rheumatoid  arthritis,  as  aU  of  you  know.  » 
It  also  may  be  a feature  of  subacute  or 
chronic  lupus  erythematosus.  Although  i, 
osteoarthritis  is  often  characterized  by  sym-  ( 
metrical  joint  disease,  its  distribution  is  quite  » 
different  from  that  in  our  patient,  who  has  i 
involvement  of  the  proximal  interphalangeal  ’ 
and  metacarpal  joints.  Osteoarthritis  of  the 
hands  typically  affects  the  distal  inter- 
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phalangeal  joints  producing  typical  Heber- 
den’s  nodes. 

Spondylitis  may  involve  the  peripheral 
joints  and  often  is  symmetrical.  Typically, 
joint  involvement  in  spondylitis  affects  large 
joints  and  not  small  joints,  such  as  we  see  in 
this  patient. 

This  patient’s  joint  symptoms  were  not 
migratory  and  were  subacute  and  chronic. 
Thus,  the  common  causes  of  acute  migratory 
polyarthritis,  such  as  rheumatic  fever,  early 
gonorrheal  arthritis,  serum  sickness  arthritis, 
and  the  acute  polyarthritis  that  sometimes 
ushers  in  acute  lupus  erythematosus,  are 
not  to  be  considered  seriously. 

Our  patient  had  morning  stiffness.  Morn- 
ing stiffness  is  an  important  symptom  in 
rheumatoid  arthritis.  To  a certain  extent 
morning  stifhiess  or  stiffiiess  of  inactivity 
can  be  seen  in  osteoarthritis  but  is  not 
nearly  as  prominent  a symptom  in  osteo- 
arthritis as  it  is  in  rheumatoid  arthritis. 
Stiffness  rarely  involves  the  small  joints  in 
osteoarthritis. 

Our  patient  has  bUateral  temporomandib- 
ular involvement,  a feature  that  we  very 
commonly  associate  with  rheumatoid  disease 
and  rarely  with  other  types  of  joint  disease. 
Osteoarthritis  can  rarely  involve  the  tem- 
poromandibular joints,  but  when  it  does,  it 
is  usually  unilateral. 

Dr.  Jacox:  WiU  you  discuss  what  sero- 

logic tests  may  help  to  differentiate  this 
patient’s  disease? 

Dr.  Vaughan;  On  the  basis  of  serologic 
tests  this  patient  has  either  lupus  erythema- 
tosus or  she  has  rheumatoid  arthritis.  The 
latex  test  showed  strongly  positive  results. 
A few  L.E.  cells  were  seen  in  an  L.E.  prepa- 
ration. A weak  but  definitely  biologically 
false-positive  test  result  for  syphilis  was 
found.  Before  we  discuss  the  significance  of 
these  tests  a review  of  their  origin  may  be 
helpful. 

The  positive  latex  test  result,  first  of  aU, 
is  taken  as  an  indicator  of  the  presence  of 
rheumatoid  factor.  The  rheumatoid  factor, 
as  Franklin  et  al.^  set  it  forth  for  us  is  a large 
macrogammaglobulin.  It  exists  in  serum 
complexed  with  small  7-S  gamma  globulin 
molecules.  The  19-S  gamma  globulins  are 
a class  of  protein  which  are  known  to  contain 
many  antibodies:  Wassermann  antibodies, 

heterophil  antibodies,  certain  of  the  A and 
B blood  group  antibodies,  and  others.  Each 
of  these  antibodies  is  differentiated  from  the 


TABLE  I.  Incidence  of  positive  latex  test  results  in 
different  diseases 


Disease 

Per  Cent 

Rheumatoid  arthritis 

90 

Disseminated  lupus 

20 

erythematosus 

Advanced  leprosy 

35 

Tuberculosis 

20 

Subacute  and  chronic  hepatitis 

30 

Late  syphilis 

10 

Subacute  bacterial  endocarditis 

Frequent 

Chronic  pulmonary  disease 

Frequent 

Native  African  populations  with 

Frequent 

hypergammaglobulinemia 

others  by  its  specific  ability  to  react  with 
its  own  antigen;  otherwise,  these  particular 
antibodies  cannot  be  differentiated  from  the 
rest  of  the  macrogammaglobulins  by  their 
specific  ability  to  react  with  7-S  gamma 
globulin  molecules. 

The  7-S  gamma  globulin  molecules  are 
the  type  of  gamma  globulin  which  carry 
many  of  our  protective  antibodies  and  are 
essentially  what  is  present  in  Red  Cross 
immime  globulin,  used  in  the  treatment  or 
prophylaxis  of  measles. 

Latex  particles,  when  coated  with  7-S 
gamma  globulin  molecules,  are  agglutinated 
because  of  the  anti-gamma  globulin  activity 
of  the  rheumatoid  factor.  The  agglutinat- 
ing particle  need  not  be  a latex  particle. 
Sometimes  it  is  a red  cell  coated  in  one  way 
or  another  with  gamma  globulin.  Bentonite 
particles  are  another  type  of  vehicle  for  the 
7-S  gamma  globulins. 

What  does  it  mean  when  we  have  a 
rheumatoid  factor  in  a patient’s  serum? 
Experimentally,  there  is  some  evidence  to 
suggest  that  the  rheumatoid  factor  repre- 
sents an  anti-antibody,  that  the  19-S  rheu- 
matoid factor  is  auto-antibody  to  a de- 
natured 7-S  gamma  globulin  molecule,  per- 
haps formed  in  response  to  hyperimmuniza- 
tion so  as  to  have  exposed  the  individual  to 
large  amounts  of  antigen-antibody  complex. 

Clinically,  the  meaning  of  the  rheumatoid 
factor  can  be  seen  as  indicated  in  Table  I. 
The  rheumatoid  factor,  as  evidenced  by  a 
positive  latex  test  result,  can  be  found  in 
about  90  per  cent  of  patients  with  rheuma- 
toid arthritis.  But,  as  you  can  see,  there 
are  other  diseases  which  also  may  exhibit 
positive  latex  test  results.  Lupus  erythema- 
tosus was  very  early  observed  to  be  one  of 
these  other  diseases. 
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Subsequently,  we  have  recognized  that 
various  types  of  infectious  disease,  partic- 
ularly certain  chronic  infectious  diseases, 
can  give  rise  to  positive  latex  test  results. 
Leprosy  and  tuberculosis  are  examples. 
Williams  and  KunkeP  recently  have  reported 
some  very  interesting  observations  on  the 
appearance  of  latex  positivity  in  sera  of 
patients  with  subacute  bacterial  endocardi- 
tis. These  test  results  reverted  to  negative 
with  cure  of  the  disease.  Hypergamma- 
globulinemic  native  populations  also  have  a 
somewhat  increased  incidence  of  latex  posi- 
tivity. 

Our  patient  also  had  a positive  L.E.  test 
result.  Four  L.E.  cells  were  seen.  The 
L.E.  cell  is  a cell  which  has  engulfed  the 
swollen  nucleus  of  another  disintegrated  cell. 
This  engulfment  depends  on  the  presence  in 
the  serum  of  antinuclear  antibody. 

So,  the  L.E.  phenomenon  indicates  to  us 
that  some  sort  of  antinuclear  auto-antibody 
has  developed.  Clinically,  the  L.E.  phe- 
nomenon is  most  vividly  associated  with 
lupus  erythematosus,  but  perhaps  5 per  cent 
of  our  patients  with  rheiunatoid  arthritis 
also  exhibit  L.E.  cells,  and  their  sera  are 
capable  of  exhibiting  the  typical  immuno- 
fluorescent  staining  of  nuclei  such  as  char- 
acterizes the  antinuclear  activities  of  sera 
from  patients  with  lupus. 

Occasionally,  individuals  with  other  dis- 
eases have  positive  L.E.  test  results.  Hepa- 
titis in  particular  (and  you  remember  the 
syndrome,  lupoid  hepatitis,  in  which  young 
women  with  hepatitis  have  joint  diseases 
and  positive  L.E.  test  results)  may  exhibit 
L.E.  test  results.®  Whether  or  not  these 
are  really  lupus  patients  with  concomitant 
or  manifest  hepatitis  as  a part  of  the  lupus 
or  whether  lupoid  hepatitis  is  an  individual 
disease  is  not  yet  certain.  Many  patients 
have  been  described  in  whom  drug  reactions 
have  been  accompanied  by  positive  L.E. 
test  results.  Whether  or  not  these  are  lupus 
patients  who  temporarily  exhibit  a positive 
L.E.  test  result  during  the  stress  of  drug 
reactions  again  is  not  decided.  Patients 
with  leprosy  frequently  have  positive  L.E. 
test  results. 

Our  patient  also  had  a biologic  false- 
positive test  result  for  syphilis.  We  do  not 
ordinarily  associate  biologic  false-positive 
test  results  for  syphilis  with  rheumatoid 
arthritis.  Indeed,  this  would  be  a very 
uncommon  phenomenon.  And  so,  the  pos- 


itivity of  the  test  result,  plus  the  few  L.E. 
cells  seen  in  this  patient,  might  make  you 
lean  purely  from  the  serologic  point  of  view 
toward  the  diagnosis  of  lupus  erythematosus. 

On  the  other  hand,  I think  aU  of  us  would 
agree  that  clinically  the  patient  has  rheuma- 
toid arthritis.  The  important  thing  in 
thinking  about  this  patient  and  the  way  one 
should  handle  her  therapy  is  that  one  should 
go  by  the  clinical  picture;  there  is  Uttle  in 
the  clinical  picture  in  this  individual,  for 
instance,  to  make  one  consider  using  steroid 
therapy.  If  such  therapy  is  given,  one  would 
be  treating  a laboratory  test  rather  than  the 
patient. 

Correspondingly,  we  should  label  this 
patient  “rheumatoid  arthritis  with  a positive 
L.E.  test  result”  rather  than  “lupus  with 
a clinical  picture  resembling  rheumatoid 
arthritis.”  I would  like  to  re-emphasize; 

One  of  the  main  reasons  for  this  type  of 
reasoning  is  to  keep  therapy  aimed  at  the 
clinical  rather  than  the  serologic  picture. 

Dr.  Jacox;  One  of  the  great  dividends  of 
the  combined  operation  of  our  clinic  is  that 
we  have  the  skillful  assistance  of  Dr. 
Vaughan.  By  combining  a research  interest 
in  the  serology  of  connective  tissue  diseases 
with  a complete  clinical  analysis  of  patients, 
we  hope  to  gain  new  insight  into  the  coUagen 
diseases. 

Recently  we  have  seen  a patient  who  had 
an  unexplained  positive  L.E.  test  result  and 
who  also  had  a classical  rheumatoid  arthritis 
when  he  was  first  observed  two  years  ago. 
This  patient  now  shows  signs  of  a peri- 
carditis. We  can  report  other  instances  in 
which  patients  with  classical  rheumatoid 
arthritis  and  a positive  L.E.  test  result 
appear,  if  studied  long  enough,  to  show 
significant  clinical  differences  that  may  help  i 
in  our  understanding  of  the  pathogenesis  of  1 
these  connective  tissue  diseases. 

Dr.  Vaughan;  Dr.  Jacox,  if  I may,  I 
would  like  to  add  one  more  comment.  We 
should  look  on  the  serologic  manifestations 
in  the  connective  tissue  diseases  merely  as 
different  ways  in  which  a patient  can  re- 
spond. The  constellation  of  positive  sero-  •< 
logic  entities  observed  are  representative  of  I 
a type  of  patient  response.  Given  types  of  I 
patient  response  are  seen  more  commonly  j| 
with  given  diseases.  But  from  there  on,  we  f 
haveto  depend  on  our  clinical  diagnostic  > 
acumen. 

Dr.  Jacox;  I agree.  We  must  not  diag-  i 
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nose  L.E.  just  from  the  laboratory  tests. 

We  have  not  yet  spoken  of  our  concepts 
of  treatment  of  rheumatoid  disease.  Our 
panel  will  now  discuss  various  aspects  of 
management  of  rheumatoid  arthritis.  Dr. 
Atwater,  will  you  discuss  the  management 
of  the  patient  just  presented? 

Management 

Edward  C.  Atwater,  M.D.;  This  pa- 
tient illustrates  very  nicely  the  effect  of 
salicylates  as  a basic  regimen  in  the  treat- 
ment of  rheumatoid  arthritis.  All  patients 
with  rheumatoid  arthritis  should  be  started 
on  an  adequate  regimen  of  salicylates. 

One  of  the  disadvantages  of  using  salicyl- 
ates as  a basic  therapeutic  regimen  is  that 
they  are  available  without  a prescription. 
They  are  usually  not  given  in  adequate 
doses,  and  they  are  not  taken  regularly  by 
the  patient.  The  physician  may  prescribe 
salicylates  in  an  offhand  manner,  leading 
the  patient  to  suspect  that  salicylates  are 
of  little  more  value  than  sugar  pills.  It  is 
very  important  at  the  institution  of  a salicyl- 
ate regimen  to  emphasize  the  usefulness  of 
salicylates  as  an  effective  analgesic  drug. 

Usually  we  prescribe  0.650  Gm.  of  salicyl- 
ate to  be  taken  four  times  a day.  The  dose 
is  increased  to  1.2  Gm.  four  times  a day  or 
even  higher  to  obtain  a desired  effect. 
Indeed,  if  the  patient  develops  tinnitus,  we 
then  decrease  the  salicylate  to  just  below 
the  amount  to  produce  this  symptom  and 
maintain  the  patient  at  this  level.  If  after 
several  weeks  of  adequate  salicylate  therapy 
and  a good  program  of  physical  therapy  we 
have  not  been  able  to  control  the  patient’s 
pain,  then  other  drugs  such  as  phenylbu- 
tazone will  be  used. 

It  is  very  important  to  explain  to  the 
patient  that  rheumatoid  arthritis  is  not  a 
disease  Uke  pneumonia  in  which  one  im- 
proves dramatically  with  penicillin.  After  a 
period  of  weakness  during  convalescence 
from  pneumonia,  the  patient  usually  returns 
to  his  former  activity.  Patients  should 
learn  that  rheumatoid  arthritis,  in  contrast, 
is  a chronic  disease  in  which  some  patients 
will  have  remission.  Most  patients  may 
have  activity  to  some  degree  for  the  rest  of 
their  lives.  So,  it  is  very  important  to 
define  for  them  the  goals  of  treatment. 
These  goals  should  be  relief  of  pain  and 
prevention  of  deformities. 


One  of  the  most  important  side-effects 
attending  the  administration  of  salicylates 
is  an  increase  of  blood  loss  through  the 
gastrointestinal  tract.  This  problem  is  not 
so  much  concerned  with  blood  loss  as  it  is 
with  the  question  of  whether  or  not  there 
is  sufficient  blood  loss  to  be  serious  or  clin- 
ically significant.  In  most  patients  it  is 
not  a significant  problem.  Thus,  aspirin  or 
salicylates  in  any  form  are  stiU  safe  drugs 
even  when  administered  m large  quantities. 
It  has  been  demonstrated  that  the  blood  loss 
through  the  gastrointestinal  tract  in  a nor- 
mal individual  is  between  0.2  and  2 ml. 
When  a normal  person  is  given  salicylates, 
this  blood  loss  will  increase.  In  most  pa- 
tients who  take  12  to  15  tablets  of  aspirin  a 
day,  the  loss  will  be  less  than  5 ml.  in  a 
twenty-four-hour  period.  In  some  patients 
the  blood  loss  will  be  greater.  In  a rare 
patient  salicylates  will  cause  a massive 
gastrointestinal  hemorrhage.  In  these  in- 
dividuals it  is  often  difficult  to  demonstrate  a 
radiologic  defect. 

A number  of  investigators  have  attempted 
to  determine  why  aspirin  causes  gastro- 
intestinal bleeding.  It  is  well  established 
that  such  bleeding  is  not  due  to  hypopro- 
thrombinemia.  Such  a complication  occurs 
only  when  an  excessive  dose  of  salicylate  is 
given,  and  it  is  found  particularly  in  children. 
It  appears  probable  that  salicylates  produce 
a caustic  action  on  gastric  mucosa  which 
then  undergoes  superficial  erosion. 

There  is  no  direct  relationship  during 
administration  of  salicylate  between  gastro- 
intestinal symptoms  and  the  amount  of 
gastrointestinal  hemorrhage.  The  intestinal 
symptoms  appear  to  be  mediated  through 
the  central  nervous  system  and  can  be 
induced  just  as  readily  by  intravenous  as 
by  oral  administration  of  salicylates. 

A more  soluble  form  of  salicylate  may  be 
less  erosive  in  the  gastrointestinal  tract  than 
a relatively  insoluble  product,  such  as  as- 
pirin. Thus,  we  prefer  to  use  the  more 
soluble  magnesium  salicylate.  There  are 
even  more  soluble  salicylates,  such  as  cal- 
cium salicylate,  calcium  acetylsalicylate,  and 
choline  salicylate,  but  the  use  of  these  drugs 
in  large  quantities  may  be  prohibited  be- 
cause of  a considerably  added  expense  to  the 
patient. 

Dr.  Jacox:  Thank  you.  Dr.  Atwater. 

We  wUl  now  proceed  with  the  second 
patient  who  presents  somewhat  different 
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problems  from  our  first  patient.  Dr.  Mon- 
gan,  will  you  present  this  patient? 

Presentation  of  Case  2 

Dr.  Mongan:  The  second  patient  is  a 

fifty -six-year-old  surveyor  whose  iUness  be- 
gan in  January,  1960,  when  he  noticed  pain 
in  his  feet  and  stiffness  in  his  feet,  fingers, 
and  wrists.  The  symptoms  persisted  for  the 
following  eight  months  and  gradually  be- 
came more  severe.  He  also  noticed  the 
insidious  onset  of  easy  fatigue  and  general- 
ized malaise. 

In  October,  1960,  the  patient  developed 
swelling  in  his  right  knee.  Four  joint 
aspirations  followed  by  the  injection  of 
hydrocortisone  failed  to  improve  the  knee 
symptom.  Because  of  the  refractory  and 
undiagnosed  nature  of  the  patient’s  iUness, 
he  was  referred  to  our  clinic  in  December, 
1960. 

On  admission  to  the  hospital  the  physical 
examination  produced  normal  findings  ex- 
cept for  an  effusion  in  the  right  knee  and  a 
right  popliteal  cyst. 

A significant  point  in  the  past  history  was 
the  patient’s  statement  that  he  had  been 
depressed  since  1955.  He  felt  that  this  was 
due  to  an  imsatisfactory  work  situation. 
The  significant  laboratory  data  were  an 
erythrocyte  sedimentation  rate  of  35  and  a 
latex  titer  for  the  rheumatoid  factor  of 
1:5,120.  X-ray  films  of  both  knees  showed 
normal  findings  except  for  slight  osteoporo- 
sis. Joint  fluid  was  aspirated  from  the 
right  knee.  It  formed  a poor  mucin  clot, 
and  the  viscosity  was  low. 

A surgical  excision  of  the  right  popliteal 
cyst  was  done.  The  patient  was  given  5 
mg.  of  magnesium  salicylate  daily  and  was 
sent  to  the  physiotherapy  department  for 
hydrotherapy  and  passive  exercises  of  the 
right  leg.  After  three  weeks  in  the  hospital 
he  was  discharged  home  to  be  followed  by 
his  private  physician  and  by  the  Arthritis 
Clinic.  Two  weeks  later  he  reported  an 
increase  in  joint  symptoms  on  increased 
physical  activity  at  home.  This  had  pre- 
vented him  from  returning  to  work. 

At  this  time  250  mg.  of  chloroquine  given 
daily  was  added  to  his  regimen  of  salicylates. 
During  the  next  six  weeks  he  improved 
suflBciently  so  that  by  March  1,  1961,  he 
returned  to  work.  Three  days  later  an 
acute  flare-up  of  joint  symptoms  occurred. 


He  developed  a bilateral  knee  effusion  and 
complained  of  nausea  and  epigastric  pain. 
Chloroquine  was  discontinued.  Prednisone 
was  started  in  a dose  of  5 mg.  twice  daily. 
The  patient  returned  to  work,  although  he 
continued  to  complain  of  joint  pain.  At  the 
next  clinic  visit  it  was  decided  that  the 
patient  should  be  given  gold  therapy  in 
addition  to  the  salicylates  and  prednisone. 
During  the  next  four  months  the  patient 
showed  a marked  improvement.  He  was 
able  toAvork  regularly,  and  by  autumn,  1961, 
he  was  doing  well.  The  patient’s  improve- 
ment continued,  although  in  February,  1962, 
he  had  a mild  recurrence  of  joint  symptoms. 
At  that  time  a second  course  of  gold  therapy 
was  added  to  the  therapy  with  salicylates 
and  the  small  amounts  of  prednisone.  At 
the  present  time  he  is  physically  active  and 
has  worked  regularly. 

Dr.  Jacox:  There  are  a number  of 

aspects  of  this  patient’s  illness  that  we  would 
like  to  bring  out.  First,  Dr.  Atwater,  would 
you  speak  about  some  differences  in  manage- 
ment from  that  discussed  in  the  first  patient. 

Dr.  Atwater:  Since  this  patient  made 

little  or  no  response  to  salicylate  therapy,  it 
was  decided  to  give  him  one  of  the  corti- 
costeroids. Probably  the  chief  reason  for 
doing  this  was  the  need  to  get  the  patient 
back  to  work.  There  are  always  great 
temptations  to  use  the  corticosteroids.  The 
patient  is  in  pain;  it  is  easier  with  a suffi- 
ciently large  amoimt  of  steroid  to  give  a 
patient  complete  relief  of  pain,  and  it  is  often 
easier  for  the  physician  to  manage  the  pa- 
tient’s complaints  by  suppressing  the  symp- 
toms. However,  we  feel  that  such  manage- 
ment is  a disservice  to  the  patient.  The 
side-effects  of  long-term  steroid  therapy  are 
dangerous  and  complicate  the  management 
of  arthritis.  It  is  also  clear  that  steroid 
therapy  does  not  alter  the  inexorable  joint 
destruction  of  the  rheumatoid  process. 
Joint  destruction  continues  at  the  same  rate 
whether  it  is  treated  with  steroids  or  with 
salicylates.  When  one  considers  the  many 
complications  of  steroid  therapy,  one  offers 
the  patient  relief  of  pain  at  a high  cost. 

The  most  alarming  side-effect  which  we 
have  encountered  is  the  onset  of  overwhelm- 
ing infection.  This  is  often  poorly  controlled 
by  the  administration  of  additional  steroids 
and  antibiotic  therapy.  Another  even  more 
serious  problem  in  rheumatoid  arthritis  is  the 
emergence  of  an  acute  generalized  vasculitis. 
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This  complication  may  be  associated  with 
the  prolonged  administration  of  steroids. 

The  evidence  that  steroids  cause  or  ag- 
gravate peptic  ulcers  is  not  conclusive. 
Some  data  support  the  ulcerogenic  elfect  of 
steroids,  while  other  studies  fail  to  make  this 
association.  When  a patient  can  be  man- 
aged on  small  amounts  of  steroids  (not  more 
than  10  mg.  of  prednisone),  many  complica- 
tions can  be  minimized. 

You  will  recall  that  this  patient  was 
initially  treated  with  chloroquine.  There  is 
some  evidence  that  this  drug  may  exert  the 
beneficial  effect  in  rheiunatoid  disease  by 
producing  a remission  of  the  inflammatory 
process.  Unfortunately,  in  this  patient, 
there  were  sufficient  toxic  reactions  to  this 
drug  that  it  had  to  be  discontinued. 

We,  therefore,  elected  to  treat  the  patient 
with  gold  therapy.  One  is  always  imcertain 
when  improvement  occurs  with  gold  therapy 
as  to  whether  the  improvement  was  the 
result  of  a spontaneous  remission  or  was 
some  direct  effect  of  the  treatment.  The 
best  information  we  have  today  concerning 
gold  therapy  comes  from  a study  made  in 
Great  Britain  where  a three-year  double- 
blind study  was  carried  out.^  These  in- 
vestigators found  after  six  and  eighteen 
months  that  gold-treated  patients  were  bet- 
ter symptomatically  and  fimctionally  than 
the  control  group.  However,  there  were  no 
significant  radiographic  differences  between 
the  two  groups.  An  evaluation  made  three 
years  after  therapy  revealed  that  there  was 
little  difference  between  the  treated  and  the 
control  population. 

Thus,  we  feel  that  gold  has  a definite  place 
in  the  management  of  acute  arthritis  al- 
though we  are  willing  to  acknowledge  that 
the  careful  attention  and  the  weekly  visits 
that  are  an  important  feature  in  the  control 
of  gold  treatment  also  may  have  a strong 
part  to  play  in  the  improvement  of  our 
patients. 

Dr.  Jacox:  An  important  orientation  in 

our  thinking  about  the  problems  surrounding 
the  arthritic  patient  is  the  effect  of  the  emo- 
tional impact  of  their  disease  on  them.  We 
are  investigating  this  problem,  not  only  to 
learn  more,  but  more  important,  to  try  to 
treat  any  depression,  anxiety,  and  other 
unusual  emotional  response  that  the  patient 
may  have. 

You  will  recall  that  this  patient  was  quite 
depressed.  This  was  as  important  a problem 


as  the  acute  arthritis.  Our  group  has  a 
psychiatrist,  who  is  not  only  a skilled 
psychiatrist  but  who  also  participates  fully 
as  a physician  in  the  arthritis  clinic,  examin- 
ing and  treating  patients.  We  feel  that 
because  of  this  he  has  a unique  prospective  of 
this  disease.  Dr.  Meyerowitz,  how  do  you 
look  at  this  patient’s  problem  as  related  to 
his  arthritis? 

Psychiatric  aspects 

Sanford  Meyerowitz,  M.D.:  I would 

like  to  comment  about  this  patient’s  ar- 
thritis and  depression  within  the  framework 
of  some  observations  we  have  made  about 
the  life  patterns  of  people  who  become  sick 
with  rheumatoid  arthritis. 

As  mentioned,  this  patient  is  a fifty-six- 
year-old  surveyor.  He  is  married  and  the 
father  of  two  children,  both  of  whom  live  at 
home.  Earlier  in  his  life  he  had  worked  at 
a nmnber  of  different  jobs  in  various  cities, 
among  these  as  a letter  carrier,  a shopkeeper, 
and  a repairman;  but  in  recent  years  he  has 
settled  down  to  a job  with  the  county  high- 
way department.  He  is  not  a surveyor  by 
training  but  learned  his  work  in  an  informal 
apprenticeship.  During  good  weather  he 
is  out  with  the  surveying  team,  and  in  recent 
years  he  has  been  placed  in  charge  of  this 
team.  The  income  from  this  job  is  mar- 
ginal, but  he  has  enjoyed  the  work  a great 
deal  and  had  always  planned  to  continue 
until  retirement  so  as  to  obtain  the  pension 
benefits.  Throughout,  he  has  had  hopes  for 
promotion.  Five  years  ago  when  his  im- 
mediate supervisor  reached  the  legal  retire- 
ment age,  the  patient  anticipated  promotion. 
However,  some  special  legal  provision  per- 
mitted the  other  man  to  stay  on,  and  he 
never  received  the  promotion. 

An  almost  identical  situation  occurred 
again  one  year  before  his  admission  to  the 
hospital.  He  again  expected  to  be  promoted 
but  was  not. 

Five  years  ago,  at  the  time  of  the  first 
disappointment,  mild  intermittent  depres- 
sion began.  This  became  much  worse  one 
year  before  admission  at  the  time  of  the 
second  disappointment;  shortly  thereafter 
the  joint  symptoms  began. 

Dining  that  year  before  he  entered  the 
hospital  the  patient  gave  up  his  work  in  the 
field  with  the  surveying  team,  partly  on  the 
advice  of  his  physician  and  because  of  his 
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loss  of  interest  and  energy;  he  remained  at 
a desk  most  of  the  time  when  he  did  work. 
Amphetamine  and  other  drugs  provided  only 
slight  relief. 

When  we  first  saw  the  patient  in  the 
hospital,  he  was  markedly  depressed.  Al- 
though we  commonly  see  a significant  degree 
of  depression  in  patients  at  the  onset  of 
their  disease,  this  case  was  more  severe. 
The  diagnosis  of  depression  was  based  on  the 
patient’s  characteristic  appearance  and  be- 
havior. He  had  a typical  sad  facial  expres- 
sion with  furrowed  brow.  In  his  behavior 
he  was  overtly  withdrawn,  and  he  expressed 
feehngs  of  helplessness. 

The  diagnosis  was  supported  by  a history 
of  significant  anorexia  dming  the  preceding 
year  with  historical  as  well  as  objective 
evidence  of  weight  loss.  He  had  been  having 
sleep  disturbance  with  difficulty  in  falling 
asleep  and  a broken  sleep  pattern  during 
the  night.  Also,  in  the  history  he  and  his 
family  described  a progressive  loss  of  in- 
terest in  things  he  previously  enjoyed,  a 
general  withdrawal  from  people,  crying 
speUs,  and  difficulty  in  concentrating. 

During  our  evaluation  of  this  patient  on 
the  ward,  we  learned  a great  deal  about  him 
as  a person  and  about  his  relationship  and 
attitudes  toward  his  family  and  to  his  job. 
In  many  ways  he  presented  the  personality 
features  of  patients  with  rheumatoid  ar- 
thritis. As  part  of  a long-range  study  of 
the  psychologic  aspects  of  the  disease  we 
have  learned  that  there  may  be  specific 
personality  patterns  occurring  in  significant 
association  with  the  disease,  although  the 
observation  requires  further  study  with  more 
controls.  It  is  also  impossible  to  answer  the 
question  as  to  which  comes  first,  the  disease 
or  the  psychologic  characteristics  seen  with 
the  disease.  However,  there  are  many  sug- 
gestions that  the  characteristic  life  pattern 
comes  first.  One  of  the  cardinal  features 
about  these  patients  pertains  to  the  concept 
of  mobility. 

In  many  of  these  patients’  lives  there 
appears  to  be  a characteristic  emphasis  on 
movement,  action,  and  activity.  There  is 
unusual  interest  and  drive  toward  travel  and 
toward  participation  in  athletics,  especially 
when  the  patients  are  yoimger.  There  is  an 
unusual  interest  in  specific  housing  arrange- 
ments. They  may  move  from  one  residence 
to  another  more  than  other  patients.  They 
appear  to  fimction  most  comfortably  in 


occupations  where  there  are  opportunities 
for  body  movement  and  activity.  Finally, 
in  their  relationship  with  other  people  they 
are  also  quite  active,  assuming  characteristic 
roles  of  actively  doing  for  others,  serving 
others,  and  taking  care  of  others,  rather  than 
being  taken  care  of  passively.  These  data 
about  movement  and  activity  are  obtained 
from  our  patients’  retrospective  accoimts  of 
their  own  lives,  from  our  assessment  of 
their  current  ways  of  relating  to  us,  and 
from  the  descriptions  by  members  of  the 
family.  Similar  data  are  obtained  from  the 
fantasies  of  patients  who  have  long  since 
become  immobilized  and  who  cannot  par- 
ticipate any  longer  in  such  activity. 

In  addition,  with  great  frequency  we 
elicit  a specific  stressful  life  event  related  to 
the  onset  of  the  disease,  usually  occurring 
during  a period  of  days,  weeks,  or  months 
before  the  first  symptoms  appear.  Other 
workers  in  psychiatry  and  medicine  at 
Rochester  have  demonstrated  a high  inci- 
dence of  such  stressful  life  events  in  the 
period  anteceding  disease  onset.  In  as  many 
as  80  per  cent  of  imselected  medical  admis- 
sions, retrospective  accounts  reveal  a pre- 
ceding period  of  stress  around  an  event  best 
categorized  as  a “loss”  with  which  the  pa- 
tient could  not  cope.® 

In  the  case  of  rheumatoid  arthritis  the 
event  that  occurs  frequently  has  the  quality 
of  entrapment,  a situation  in  which  the 
patient  is  forced  into  a close  relationship 
with  another  person  or  in  which  he  is  gener- 
ally curtailed  in  his  mobility.  Often  our 
patients  report  unpleasant  feelings  aroimd 
this  event.  They  feel  “trapped”  or  “stuck,” 
and  they  are  helpless  to  do  anything  about 
it. 

In  this  patient’s  case,  the  pattern  of 
mobility  was  quite  apparent  throughout  his 
life.  He  had  been  an  active  person  who  had 
lived  in  several  cities,  who  had  tried  several 
different  kinds  of  jobs,  and  who  was  happiest 
in  those  jobs  which  emphasize  physical  ac- 
tivity. He  enjoyed  the  surveying  work  in 
which  he  could  get  out  into  the  field.  It 
appeared  that  for  him  the  second  failure  to 
be  promoted  at  a job  he  could  not  leave 
represented  the  final  aspect  of  entrapment. 
He  could  teU  us  that  he  was  “fed  up,”  that 
he  was  “stuck”  in  a job  which  he  used  to 
enjoy  but  which  offered  poor  pay  and  not 
much  opportimity.  He  felt  unable  to  leave 
because  of  the  eventual  retirement  benefits. 
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This  was  further  intensified  with  the  appear- 
ance of  joint  symptoms,  his  decreased  ac- 
tivity at  work,  and  his  concern  over  what  his 
supervisors  thought  of  his  failing  work 
performance. 

In  this  patient,  whose  depression  presented 
a considerable  problem  in  addition  to  joint 
symptoms,  it  became  clear  to  our  group  that 
his  rehabilitation  would  have  to  entail 
special  effort  to  help  restore  a satisfactory 
self-image.  To  maintain  his  self-esteem  it 
would  be  necessary  to  re-establish  the  self- 
image  of  an  active,  vigorous,  self-suflBcient 
person,  someone  who  could  again  move 
freely.  By  the  time  we  had  come  to  see  him, 
however,  he  already  had  become  entrenched 
in  the  role  of  an  invalid.  Following  surgery 
in  the  hospital,  he  began  to  improve  regard- 
ing both  joint  disease  and  depression.  Relief 
of  depression  was  probably  related  to  the 
close  support  he  was  receiving  in  his  relation- 
ship with  our  group  of  doctors.  We  began 
to  talk  to  him  more  directly  about  his  futime 
when  he  would  be  discharged.  We  sug- 
gested to  him  that  he  try  to  go  back  to  work 
within  a week  after  leaving  the  hospital, 
initially,  if  necessary,  starting  at  a desk  job 
and  from  there  retiuming  gradually  to  field 
work.  We  spoke  to  his  supervisor  at  work 
who  agreed  to  help  with  this  plan.  The 
patient  was  somewhat  incredulous.  He 
didn’t  think  he  could  return  so  soon.  Ac- 
tually, he  was  right,  and  it  wasn’t  until  two 
months  after  leaving  the  hospital  that  he 
“took  a chance”  and  went  back  to  work. 
Since  then,  he  has  remained  active  at  work 
and  has  fuUy  participated  in  aU  his  previous 
activities,  although  he  has  continued  to  have 
some  recurrent  symptoms. 

Last,  I would  like  to  comment  about  the 
specific  treatment  plan.  This  patient  lives 
I 40  or  50  miles  from  Rochester.  When  we 
I decided  to  institute  gold  treatment  we  hoped 
that  he  would  benefit  from  the  frequent 
contacts  with  our  clinic  that  the  treatment 
would  now  require,  a consideration  to  which 
Dr.  Atwater  has  already  alluded.  How- 
ever, the  patient  also  had  a relationship  with 
his  family  doctor  at  home.  We  believe  it 
is  extremely  important  to  maintain  a close 
working  relationship  with  the  referring 
physician.  Also,  it  would  have  been  diffi- 
cult for  the  patient  to  make  the  trip  to  our 
clinic  every  week.  Therefore,  following  sev- 
eral telephone  calls,  we  worked  out  a scheme 
whereby  the  patient  would  come  to  our 


clinic  first  every  other  week  and  then  every 
fourth  week  for  his  injection  of  gold.  In  the 
intervals  he  would  be  seen  by  his  family 
doctor  weekly  for  an  examination  of  his 
urine  and  blood  and  for  the  gold  injection. 
It  meant  a great  deal  to  the  patient  that  we 
had  taken  the  time  to  arrange  this  plan  so 
that  he  stiU  had  a local  consultant  at  home 
while  visiting  our  clinic  at  regular  intervals. 

In  summary,  this  case  illustrates  many  of 
the  features  seen  in  the  broader  life  pattern 
of  people  who  are  susceptible  to  rheumatoid 
arthritis.  We  do  not  imderstand  the  nature 
of  the  relationship  between  such  a personal- 
ity pattern  and  the  susceptibility  to  the 
disease.  It  is  an  observation  which  has 
been  useful  in  the  management  of  many  of 
our  patients,  although  it  is  not  meant  to 
suggest  any  specific  theory  of  etiology. 
Concerning  management,  we  have  come  to 
realize  that  the  major  problem  in  the  re- 
habilitation of  many  of  our  patients  is  either 
to  maintain  or  attempt  to  restore  their  self- 
image  as  productive  and  active  people.  At 
times,  we  have  to  balance  carefully  some 
need  for  rest  and  immobilization  of  the  joint 
with  the  serious  risk  of  fostering  in  the 
patient  the  viewpoint  or  self-image  of  help- 
lessness, dependency,  and  immobility,  aU  of 
which  we  unfortunately  see  so  often  in  the 
end  stages  of  the  disease.  During  the  early 
and  critical  period  in  our  relationship  with 
the  patient  we  are  oriented  toward  actively 
helping  him  and  taking  care  of  him.  Later, 
as  he  becomes  mobile  and  self-sufficient 
again,  we  remain  available  so  that  he  can 
come  to  us  actively  for  help  when  necessary. 

Dr.  Jacox;  Thank  you.  Dr.  Meyero- 
witz.  Dr.  Duthie  examined  this  patient’s 
knee.  Dr.  Duthie,  would  you  comment? 

Robert  B.  Duthie,  M.D.;  The  interest 
of  this  man  was  in  an  accurate  diagnosis. 
He  was  presented  to  me  because  of  a coinci- 
dental pathologic  condition  in  the  nature  of 
a popliteal  cyst.  This  was  operated  on,  and 
biopsy  was  carried  out,  but  there  was  no 
evidence  of  rheumatoid  arthritis  in  the 
histology  of  the  tissue.  We  believe  that  a 
reasonable  excisional  biopsy  should  be  car- 
ried out  early,  either  to  confirm  the  diagnosis 
or  to  demonstrate  the  presence  of  some 
other  pathologic  condition.  For  example, 
pigmented  viUonodular  synovitis  may  pre- 
sent in  some  respects  and  be  similar  to 
rheumatoid  arthritis  in  elderly  or  middle- 
aged  patients. 
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Therefore,  for  diagnosis  we  believe  in 
aspiration  to  examine  the  fluid  and  its  char- 
acteristics. By  biopsy  of  synovial  tissue  I 
think  we  can  challenge  our  abilities  and  our 
understanding  of  what  is  really  going  on  in  a 
patient  with  joint  disease. 

Dr.  Jacox;  Our  last  patient  is  one  whom 
we  have  seen  for  a long  time  in  the  clinic. 
She  developed  joint  changes  which  we  felt 
were  remediable  by  a surgical  approach. 
We  are  excited  about  the  possibilities  that 
surgery  may  offer  to  patients  with  rheuma- 
toid arthritis.  Thus,  we  would  like  to 
explain  to  you  our  attitude  with  respect  to 
surgical  management.  Dr.  Mongan,  please 
present  the  next  patient. 

Presentation  of  Case  3 

Dr.  Mongan:  This  patient  is  a thirty- 

two-year-old  housewife  whose  joint  symp- 
toms began  in  1953  when  she  awoke  one 
night  with  severe  pain  and  swelling  in  her 
left  knee.  During  the  next  two  to  three 
months  she  developed  multiple  symmetrical 
joint  pain,  swelling,  and  stiffness.  We  first 
saw  her  in  December,  1955,  when  she  was 
referred  to  us  because  her  joint  symptoms 
had  gotten  worse  during  a pregnancy.  At 
this  time  she  was  treated  by  salicylates. 
At  the  termination  of  her  pregnancy  she  was 
started  on  a course  of  gold  therapy.  When 
a dose  of  600  mg.  had  been  given,  the  patient 
developed  a rash,  thought  to  be  due  to  a 
toxic  effect  of  gold,  and  the  gold  was  dis- 
continued. 

At  this  point  the  patient  was  given 
prednisone  which  has  been  continued  to  the 
present  despite  frequent  attempts  to  with- 
draw the  drug.  We  did  not  see  the  patient 
for  three  and  one-half  years,  and  then  she 
returned  in  February,  1959.  At  that  time 
she  was  worse.  She  had  gained  weight  to 
185  pounds,  her  joint  symptoms  were  worse, 
and  the  joints  had  deteriorated.  A latex 
fixation  titer  produced  positive  findings  in  a 
titer  of  1:1,280.  The  patient  was  placed 
on  a reduction  diet  and  lost  50  poimds  in  a 
year.  A further  cautious  trial  of  gold  was 
not  attended  by  dermatitis,  and  the  patient 
was  able  to  do  most  of  her  housework  and 
care  for  her  family.  She  continued  to  have 
mild  joint  pain  and  swelling,  particularly  in 
her  wrists  and  hands.  Despite  sympto- 
matic improvement,  the  hands  showed  a 
progressive  disabling  deformity. 


In  March,  1961,  corrective  hand  surgery 
was  performed.  Two  months  postopera- 
tively  the  patient  was  not  only  able  to  care 
for  her  family,  but  she  obtained  outside 
employment. 

During  the  last  three  years  whenever  we 
have  attempted  to  decrease  or  discontinue 
the  daily  dose  of  15  mg.  of  prednisone,  an 
increase  in  joint  symptoms  has  prevented 
this  attempt. 

Dr. 'Jacox:  Dr.  Duthie,  would  you  tell 

us  what  you  did  for  this  patient? 

Dr.  Duthie:  I would  like  to  make  one 

comment  about  Dr.  Jacox’s  use  of  the 
adjective,  “exciting.”  Therapy  has  become 
exciting,  and  this  is  in  quite  a contrast  to  a 
previous  era  of  surgical  management  of 
rheumatoid  arthritis.  Until  recent  yegurs 
surgeons  have  been  trying  to  reconstruct 
and  to  carry  out  arthroplasties  on  totally 
disorganized  and  diseased  joints.  The  re- 
sults were  most  disappointing.  But  now  I 
believe  we  are  coming  into  a new  era  which 
emphasizes  an  attack  on  the  soft  tissue  lesion 
rather  than  waiting  for  bony  or  joint  changes 
of  disorganization  to  occur. 

This  is  particularly  important  when  you 
consider  that  rheumatoid  arthritis  progresses 
in  spite  of  or  in  the  face  of  adequate  medical 
and  physical  therapies.  I always  feel  that 
my  physician  friends  shudder  when  I make 
this  remark,  but  I believe  it  to  be  true. 
There  is  no  known  drug  at  the  present  time 
which  can  alter  the  progression  or  cause  a 
regression  of  the  invasive,  virifient  destruc- 
tive process  of  rheumatoid  arthritis.® 

I think  it  is  imperative  that  each  patient 
be  observed  initially  by  both  the  physician 
and  the  smgeon,  which  is  only  possible  in 
such  a group  activity  as  ours.  I consider 
myself  fortunate  that  there  is  this  opportu- 
nity, because  if  surgery  is  indicated,  it  can 
be  performed  early  rather  than  too  late. 
The  orthopedic  part  of  the  team  also  can 
contribute  to  conservative,  nonoperative 
management. 

In  the  hand  of  the  yoimg  women  just 
presented,  the  characteristic  features  of  the 
rheumatoid  process  are  seen.  The  meta- 
carpophalangeal joints  are  swollen,  and  the 
swelling  due  to  a synovitis  of  both  wrists 
can  be  seen  (Fig.  1).  When  this  patient 
attempted  to  pinch  between  the  index  finger 
and  the  thumb,  there  was  marked  weakness 
and  instability.  She  was  unable  to  extend 
her  thumb  as  much  in  the  left  as  in  the 
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FIGURE  1.  Preoperative  appearance  of  hands  of 
Case  3.  Observe  swelling  over  wrist  joints  and  met- 
acarpophalangeal joints.  There  was  loss  of  ex- 
tension of  left  thumb. 


I FIGURE  2.  Histologic  appearance  of  tendon  re- 
\ moved  from  Case  3.  Note  invasion  of  tendon  by 
; inflammatory  tissue.  There  is  separation  and  at- 
I tenuation  of  tendon  fibers  adjacent  to  inflammatory 
j reaction.  This  destructive  process  ultimately  pro- 
I duces  tendon  disruption. 

right  hand.  This  disturbance  of  function  of 
! the  left  thumb  was  due  to  a rupture  of  the 
1 extensor  poUicis  longus. 


The  typical  pathologic  condition  which  is 
commonly  found  in  the  hands  of  such  a 
patient  with  rheimiatoid  arthritis  affects  the 
joints,  tendons,  muscle,  and  bone,  and  to  this 
we  should  also  add  the  lesions  of  a vascu- 
litis. The  characteristic  ulnar  deviation  de- 
formity at  the  metacarpophalangeal  joint 
no  longer  can  be  accepted  as  resulting  from 
the  resigned  position  of  rhemnatoid  patients 
as  they  sit  in  bed  or  in  a chair.  The  ex- 
planation for  this  deformity  lies  in  the 
anatomy  of  the  articular  surfaces  of  the 
metacarpophalangeal  joints.  With  disten- 
sion of  these  joints  from  an  acute  synovitis 
and  effusion,  a ligamentous  laxity  occurs. 
The  extensor  tendons  then  “drift”  into  what 
is  called  the  “gutters”  between  the  meta- 
carpal joints.  These  tendons  then  shorten 
and  pull  the  fingers  into  a typical  ulnar 
deviation. 

In  severe  rheumatoid  disease,  tendons 
invariably  are  weakened  and  destroyed  by 
an  invasion  of  granulation  tissue  between 
tendon  fibers.  These  fibers  then  become 
attenuated  and  may  ruptirre  under  strain 
(Fig.  2).  It  was  formerly  stated  that  rup- 
ture of  the  extensor  pollicis  longus  tendon 
resulted  from  a wear  and  tear  effect  as  this 
tendon  moved  around  Lister’s  tubercle. 
This  concept  is  a little  naive  when  the  path- 
ologic process  is  examined  microscopically. 
One  can  always  see  a splitting  up  of  tendon 
fibers.  The  disruption  of  tendons  in  the 
rheumatoid  process  is  always  a consequence 
of  inflammation. 

An  examination  of  the  pathologic  condition 
of  this  patient’s  synovial  tissue  obtained 
from  the  metacarpophalangeal  joint  shows 
hyperplasia,  hypertrophy  of  the  synovial 


FIGURE  3.  (A)  This  photograph  illustrates  appearance  of  synovial  tissue  of  metacarpophalangeal  joint  of 
Case  3.  Observe  hyperplasia  of  synovial  cells  and  invasion  of  plasma  cells  into  synovial  villi.  (B)  This  is  a 
view  at  higher  magnification  which  shows  degree  of  plasma  cell  infiltration  and  inflammation  in  synovial 
tissue  removed  from  Case  3. 
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FIGURE  4.  Postoperative  view  of  hands  and 
wrists  of  Case  3.  Synovectomy  was  performed  of 
all  metacarpophalangeal  joints  of  right  hand  and 
both  wrists.  Tendon  transfer  to  right  thumb  pro- 
duced improved  abduction  and  extension. 


cells,  and  an  invasion  by  plasma  cells  (Fig. 
3).  This  patient  also  had  a fairly  marked 
vasculitis  occurring  in  the  small  blood  ves- 
sels. 

Several  reconstructive  procedures  were 
carried  out  for  this  yoimg  woman.  Syn- 
ovectomy was  carried  out  in  aU  the  meta- 
carpophalangeal joints  of  the  right  hand 
and  both  wrist  joints.  A tendon  transfer 
was  made  to  permit  extension  of  the  left 
thumb  (Fig.  4).  The  postoperative  recovery 
was  uneventful,  and  after  intensive  physical 
therapy  the  patient  had  considerable  im- 
provement of  hand  function.  She  returned 
to  work  as  a saleswoman  two  months  after 
operation.  One  month  later  she  began  work 
as  a secretary,  a function  which  she  had  been 
unable  to  do  for  several  years.  She  was 
now  able  to  type  fairly  rapidly.  This  pa- 
tient is  jiast  one  example  of  what  a surgical 
approach  may  offer  to  patients  with  rheuma- 
toid arthritis. 

Functions  of  the  hand  are  very  much 
taken  for  granted.  We  see  our  patients 
losing  their  ability  to  do  up  a button  or  pull 
up  a zipper  or  hold  a pencil,  and  we  often 
say  that  although  they  cannot  do  these,  they 
can  manage  quite  weU.  The  three  main 
functions  of  the  hand  are  to  pinch,  to  grasp, 
and  to  hook.  Any  of  these  fimctions  may  be 


FIGURES.  Radiograph  of  "intrinsic  plus”  recurva-  ; 
turn  deformity  in  patient  with  rheumatoid  arthritis. 
This  lesion  is  produced  by  foreshortening  of  intrin-  , 
sic  musculature  of  fingers.  Observe  inefficient  i 
function  of  pinching  or  of  holding  cylindrical  objects.  , 
Patient  was  unable  to  flex  her  fingertips  into  the  1 
palms.  Surgical  excision  of  the  oblique  fibers  of  | 
the  intrinsic  muscles  greatly  facilitated  hand  func- 
tion. 


lost  quickly  in  rheumatoid  arthritis.  It  is 
up  to  us  to  maintain  as  many  of  these  func- 
tions as  possible,  because  these  are  the 
activities  by  which  everyone  lives  if  he  is  to 
remain  independent. 

There  are  various  surgical  procedures 
which  can  be  carried  out.  For  instance, 
arthrodesis  of  small  joints  of  the  digits  is 
often  preferable  to  arthroplasty,  especially 
when  one  uses  internal  fixation  wires  so  that 
one  can  avoid  plaster  immobilization.  An 
arthrodesis  of  the  distal  interphalangeal 
joint  with  the  insertion  of  cross  pins  permits 
the  patient  to  use  the  thumb  as  the  joint 
undergoes  fusion. 

Arthroplasty  rather  than  arthrodesis  of 
the  metacarpophalangeal  joints  is  carried 
out  because  such  movement  is  required  in 
these  joints  for  good  pinch  and  grasp  fimc- 
tions. At  the  time  of  arthroplasty  and 
synovectomy,  tendons  which  have  been  dis- 
placed are  reattached  over  the  median  plane 
of  the  metacarpal  joint  to  relieve  deformity 
and  to  improve  function. 

The  most  successful  surgical  procedure  in 
the  rheumatoid  hand  is  the  correction  of 
the  “intrinsic  plus”  recurvatum  deformity 
caused  by  a foreshortening  of  the  intrinsic 
musculature  of  the  fingers.  One  can  see  in 
the  radiographs  (Fig.  5)  this  type  of  hand 
deformity,  which  is  most  inefficient  in  per-  ^ 
forming  pinch  or  in  holding  cylindrical  oh-  ^ 
jects.  The  patient  is  unable  to  flex  the 
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I fingertips  into  the  palm.  The  foreshorten- 
ing effect  is  caxised  by  fibrosis  and  contrac- 
tures of  the  intrinsic  muscles.  This  defect 
can  be  reheved  by  a simple  operation  in 
which  excision  of  the  oblique  fibers  of  the 
intrinsics  is  carried  out.  (A  motion  picture 
shows  a woman  of  forty-two  who  had  both 
j hands  deformed  with  a hyperextension  re- 
curvatum  lesion  of  the  proximal  interpha- 
langeal  joints.  On  attempting  to  make  a 
I fist  her  fingertips  could  not  reach  the  pahn. 

I She  was  imable  to  hold  anything  cylindrical 
in  shape,  such  as  the  handle  of  a cooking 
utensil.  The  pinching  function  of  the  pulp 
of  the  index  finger  to  the  thumb  was  impos- 
sible. . After  operation  she  was  able  to  flex 
her  fingers  into  the  pahn  and  could  close  her 
thumb  over  the  flexed  fingers.) 

The  important  objectives  of  therapy  in 
rheumatoid  arthritis  are  to  (1)  maintain 
position  and  function,  (2)  to  treat  acute  soft 
tissue  and  joint  changes  by  immobilization, 
and  (3)  to  correct  deformities  and  to  restore 
fimction  by  surgical  procedures. 

Patients  no  longer  are  rigidly  immobilized 
I by  heavy  plaster  of  Paris  casts.  We  now 
use  splints  which  are  light  (about  4 to  6 
' plaster  layers  thick)  into  which  we  incor- 
I porate  corrugated  straws  to  give  tubular 
strength  and  reinforcement.  We  recently 
I have  begim  the  use  of  synthetic  plastic 
I materials  which  show  promise  to  give  strong 
j splinting  with  a minimum  of  weight, 
j The  meaning  and  the  reason  for  the  use  of 
I splints  has  to  be  taught  to  each  patient — the 
i reason  why  splints  are  being  used  must  be 
clear.  It  is  only  by  persistent  education 
; that  a patient  will  use  splints  to  the  best 
I advantage. 


The  principle  of  physiologic  rest  described 
by  Hilton^  at  the  beginning  of  this  century 
is  most  applicable  in  the  rheumatoid  patient 
who  has  acute  inflammation  of  the  joint. 
By  physiologic  rest  is  meant  the  intimobiliza- 
tion  of  a diseased  joint  in  a position  of 
function  so  that  repair  can  occur.  The  joint 
should  be  rested  during  the  night.  During 
the  day  the  patient  should  have  passive 
ranges  of  motion  carried  out  as  well  as  active 
range  of  motion  up  to  the  point  of  pain 
threshold.  Such  physical  therapy  proce- 
dures require  very  close  supervision  and 
education  of  the  patient  by  the  physician 
and  physical  therapist.  Joint  stiffness  and 
adhesions  have  to  be  overcome.  Muscle 
tone  has  to  be  improved.  This  can  be 
accomplished  only  by  a carefully  coordinated 
physical  therapy  program  which  has  the 
understanding  and  enthusiasm  of  the  pa- 
tient. 
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Hospital  epidemics  of  resistant  staphy- 
lococcal infections  have  become  a difficult 
and  distressing  problem  in  the  last  ten  years. 
The  means  of  spread,  the  pathogenicity  of 
some  strains  of  invading  microorganisms, 
the  susceptibility  of  the  diseased  host,  and 
the  prevention  and  the  treatment  of  the 
disease  itself  have  been  studied  carefully 
in  some  of  these  outbreaks,  i""*  The  prob- 
lem is  not  limited  to  the  hospital,  however. 
Resistant  strains  of  staphylococci  are  being 
recovered  with  great  regularity  from  ambu- 
latory patients.®"^  Occasionally  there  has 
been  a hospital  contact  prior  to  the  develop- 
ment of  such  a staphylococcal  infection, 
but  the  majority  of  these  cases  give  no  his- 
tory of  hospitalization  or  a hospital  visit. 
Resistant  staphylococcal  infections  are  not 
only  a hospital  problem  but  also  a com- 
munity problem. 

* This  investigation  was  carried  out  while  under  a Charles 
R.  Rein  Fellowship  in  Dermatology  of  the  Phi  Delta  Epsilon 
fraternity. 


A STUDY  WAS  made  of  43  cases  of  recurrent 
furunculosis  occurring  in  private  dermatologic 
practice.  Strains  of  staphylococcus  coagulase 
positive  {SCP)  phage  type  80/81,  which  were 
cultured  from  23  of  the  patients,  were  resistant 
in  vitro  to  penicillin,  streptomycin,  tetra- 
cycline, erythromycin,  and  oleandomycin. 
Eight  patients  had  received  systemic  corticos- 
teroid or  antibiotic  therapy  prior  to  the  onset 
of  furunculosis;  3 were  members  of  the  same 
family;  and  3 developed  furunculosis  follow- 
ing hospitalization.  Management  consists  of 
cultures  and  sensitivity  tests,  systemic  anti- 
biotics, of  which  the  most  effective  are  sodium 
oxacillin  or  chloramphenicol,  and  local  treat- 
ment, including  hot  soaks,  incision  and  drain- 
age, topical  antibacterial  agents,  and  careful 
personal  and  family  hygiene. 


TABLE  1.  Resistance  to  Antibiotics 

Total 

SCP 

Number  of 

Phage 

Patients  — 

Resistant  to*- 

Type 

Recovered  1 

2 3 4 5 6 7 

8 

9 

80/81 

53  49 

52  51  48  3 2 0 

16 

1 

Other  than 

80/81 

50  20 

11  11  10  4 1 0 

5 

1 

* (1)  Penicillin,  (2)  dihydrostreptomycin  sulfate,  (3) 
tetracycline,  (4)  erythromycin,  (5)  chloramphenicol  (Chloro- 
mycetin), (6)  novobiocin  sodium,  (7)  kanamycin  sulfate 
(Kantrex),  (8)  oleandomycin,  and  (9)  methicillin  (Staphcil- 
lin). 


This  report  presents  our  experience  with 
staphylococcal  infection  as  it  occurs  in  pri- 
vate dermatologic  practice.  During  a two- 
year  period  43  cases  of  recurrent  furun- 
culosis were  studied  from  the  bacteriologic, 
epidemiologic,  and  clinical  viewpoints. 

Metho(d 

Bacteriologic  cultures  were  performed  on 
specimens  from  the  furuncles  in  aU  cases. 
In  some  cases  cultures  were  also  taken  from 
the  nasal  mucosa. 

All  staphylococcus  coagulase  positive 
(SCP)  strains  were  tested  for  antibiotic 
sensitivity  by  the  disk  method.  The  sensi- 
tivity tests  were  done  every  three  to  four 
weeks,  as  necessary.  The  antibiotic  disks 
used  are  listed  in  Table  I. 

All  SCP  strains  recovered  were  phage 
typed  by  the  Bureau  of  Laboratories, 
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TABLE  II.  Results  of  treatment  of  furunculosis 
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Department  of  Health of  the  City  of 
New  York. 

All  patients  were  questioned  about  treat- 
ment with  corticosteroids  or  antibiotics 
prior  to  the  development  of  their  staphylo- 
coccal infection. 

All  patients  were  questioned  about  any 
possible  hospital  contact  as  a source  of  in- 
fection. 

Any  concomitant  dermatologic  condition 
was  noted  to  determine  whether  or  not  there 
was  any  correlation  with  the  development 
of  the  staphylococcal  infection. 

The  response  to  various  treatments  in- 
cluding meticulous  hygiene,  topical  therapy, 
and  systemic  antibiotics  was  noted. 
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Results 


Phage  type  of  SCP.  SCP  80  81  was 
cultured  from  23  of  the  43  cases  of  furimcu- 
losis.  Phage  Type  52A,  79,  80,  or  some 
combination  within  phage  Type  1 also  oc- 
curred frequently  (Table  II).  Fourteen 
of  the  23  cases  (61  per  cent)  caused  by  SCP 
80/81  were  associated  with  a severe  clinical 
course  with  recurrences  over  a period  of  more 
than  six  months.  Six  of  23  (26  per  cent)  of 
the  SCP  80,  81  patients  had  received  either 
corticosteroids  or  antibiotics  prior  to  the 
development  of  staphylococcal  infection. 
In  2 cases  of  SCP  80  '81  infection  there  was 
a strong  implication  for  hospital-acquired 
infection. 

Antibiotic  sensitivity  pattern  of  SCP. 
Fifty-three  strains  of  SCP  80  81  show  a 
strikingly  uniform  in  vitro  resistance  to 
penicillin,  streptomycin,  tetracycline,  eryth- 
romycin, and  oleandomycin.  Fifty  strains 
of  SCP  other  than  80/81  showed  a much 
lower  rate  of  resistance  to  these  antibiotics 
(Table  I). 

Concomitant  dermatologic  diagnosis. 
Seven  patients  with  seborrheic  dermatitis 
and  4 patients  with  atopic  dermatitis  (2  of 
whom  received  systemic  corticosteroid 
therapy)  developed  staphylococcal  infec- 
tions, but  no  pre-existing  or  concurrent 
dermatosis  was  present  in  the  majority  of 
the  patients  in  this  series  (Table  II). 

Nasal  carriers.  SCP  80/81  was  cul- 
tured repeatedly  from  the  nares  of  5 patients 
in  this  series.  Identification  and  treatment 
of  this  and  other  “carrier”  sites,  such  as  the 
perianal  region  and  ear  canal,  may  be  im- 
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portant  in  the  control  of  recurrent  furun- 
culosis. 

Systemic  corticosteroid  or  antibiotic 

THERAPY  PRIOR  TO  THE  ONSET  OF  FURUNCU- 
LOSIS. Eight  patients  received  one  of  these 
drugs  for  their  dermatologic  condition.  In 
2 patients  the  course  was  very  short;  Case  20 
received  prednisone,  20  mg.  daily,  for  one 
week  and  Case  29  received  griseofulvin,  1 Gm. 
daily,  for  two  weeks.  The  other  6 patients 
had  received  such  therapy  for  several  months. 
Cases  20  and  29  continued  to  develop  boils 
for  many  weeks  after  the  drugs  were  dis- 
continued. In  6 of  the  8 cases,  the  causa- 
tive organism  was  SCP  80  81." 

Family  infection — hospital  contact. 
Three  patients  in  this  series  were  members  of 
a single  family  group,  a father  and  two  young 
children  (Cases  24,  25,  and  26).  Their 
numerous  clinical  episodes  were  all  caused 
by  a SCP  80/81  strain.  Three  patients 
developed  furimculosis  following  hospitaliza- 
tion (Cases  12,  39,  and  41). 

Management  of  recurrent  furuncu- 
losis. Culture  and  sensitivity.  In  17  of  20 
cases  there  was  good  correlation  between  the 
sensitivity  tests  and  the  clinically  effective 
antibiotic.  In  3 cases  there  was  disagree- 
ment between  the  in  vitro  and  in  vivo  re- 
sults. In  general,  in  vitro  sensitivity  tests 
repeated  during  the  course  of  the  infection 
should  guide  the  systemic  antibiotic  treat- 
ment of  recurrent  funmculosis. 

Systemic  antibiotic  treatment.  In  the  23 
cases  caused  by  SCP  80  81,  the  most  effec- 
tive antibiotics  were  sodium  oxacillin  and 
chloramphenicol.  In  the  cases  caused  by 
SCP  other  than  80  81,  Declomycin  was 
consistently  effective.  Systemic  antibiotics 
should  be  given  for  several  weeks  after  the 
clinical  remission.  Even  so,  there  were 
recurrences  among  the  80/81  group  as  soon 
as  the  antibiotic  was  discontinued. 

Local  treatment.  Hot  soaks,  incision  and 
drainage,  topical  antibacterial  agents,  and 
careful  attention  to  personal  and  family 
hygiene  are  aU  essential  adjuncts  to  sys- 
temic antibiotic  therapy  and  may  them- 
selves bring  the  condition  under  control  in 
some  cases. 


Summary 

1.  Resistant  staphylococcic  furunculosis 
has  become  a difficult  therapeutic  and  epidem- 
iologic problem  in  the  ambulatory  patient 
as  weU  as  the  hospitalized  one. 

2.  Strains  of  staphylococcus  coagulase 
positive  (SCP)  phage  type  80  81  were 
cultured  from  23  of  43  ambulatory  patients 
who  had  furimculosis.  The  majority  of 
these  patients  showed  a severe  and  recur- 
rent clinical  course. 

3.  These  strains  of  SCP  80/81  were  uni- 
formly resistant  in  vitro  to  penicillin,  strep- 
tomycin, tetracycline,  erythromycin,  and 
oleandomycin.  They  responded  best  to 
sodium  oxacillin  (Prostaphlin)  or  chlor- 
amphenicol (Chloromycetin). 

4.  Eight  patients  in  this  series  received 
systemic  corticosteroids  or  broad -spectrum 
antibiotics  prior  to  the  development  of 
furunculosis. 

5.  The  ambulatory  management  of  re- 
current furunculosis  has  been  outlined. 
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T HE  PRIVATE  PRACTICE  of  medicine  is 
concerned  primarily  with  the  health  of  the 
individual;  the  field  of  public  health  is 
focused  on  the  impact  of  illness  on  the 
community.  The  study  of  the  history  of 
medicine  takes  us  back  thousands  of  years 
into  the  earliest  known  civilizations  and 
even  into  the  primitive  societies  which 
preceded  them,  and  indications  of  public 
health  measures  may  be  found  in  the  earliest 
organized  societies  of  men.  Environmental 
sanitation  was  practiced  by  the  ancient 
Egyptians,  and  the  isolation  of  the  sick  for 
the  protection  of  the  well  probably  char- 
acterized even  earlier  societies.  Personal 
hygiene  was  developed  to  a high  point  in 
ancient  Greece,  and  public  sanitation 
reached  a brilliant  development  in  ancient 
Rome.  The  Biblical  injunction  to  cast  out 
the  leper  was  literally  obeyed  down  through 
the  ages. 

Comparison  of  drug  addiction 
and  syphilis 

It  is  interesting  to  note  the  parallels  that 
emerge  when  drug  addiction  is  compared 
with  other  diseases  which  have  been  public 
health  problems  for  centuries.  The  at- 
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Society  of  the  State  of  New  York,  New  York  City,  Section 
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titude  of  contemporary  society  toward 
narcotics  addiction  bears  a striking  re- 
semblance to  society’s  attitudes  toward 
syphilis  until  quite  recently.  The  control 
of  syphilis  as  a public  health  problem  was 
hampered  for  hundreds  of  years  by  the  social 
taboos,  based  largely  on  moral  considera- 
tions which  prevented  adequate  epi- 
demiologic study  or  preventive  and  treat- 
ment efforts. 

Parran,!  in  his  history -making  attack  on 
entrenched  prejudices  surrounding  syphilis, 
goes  back  to  the  late  eighteenth  century 
when  leprosy  and  syphilis  remained  en- 
meshed in  popular  prejudice  during  a 
long  period.  He  states: 

A curious  excerpt  taken  from  Blackstone’s 
Commentaries  on  the  .Laws  of  England  (12th 
ed.,  1794)  illustrates  the  association  of  the 
two  diseases.  “There  are  only  three  disorders 
which  the  law  deems  it  scandalous  to  report 
that  a person  labors  under,  viz:  the  plague, 
the  leprosy,  and  the  lues  venerea  ...  It  is 
actionable  to  say  a person  has  such  a dis- 
order, the  infection  of  which  may  have  been 
long  removed.” 

How  familiar  and  how  suggestive  of  our 
present  problems  in  considering  addiction 
as  a crime  or  a disease! 

From  the  point  of  view  of  treatment  and 
control,  similarly,  ancient  records  have  a 
familiar  ring.  To  quote  from  Pusey*  on 
the  history  of  syphilis: 

On  April  21,  1497,  the  town  council  of 
Aberdeen,  Scotland,  ordered  that,  “for  pro- 
tection from  the  disease  which  had  come  out 
of  France  and  strange  parts,  all  light  women 
desist  from  their  vice  and  sin  of  venery  and 
work  for  their  support,  on  pain,  else,  of  being 
branded  with  a hot  iron  on  their  cheek  and 
banished  from  the  town.”  Six  months  after 
the  Aberdeen  order,  the  Scottish  Privy  Council 
passed  an  edict  ordering  all  inhabitants  of 
Edinburgh  afflicted  with  syphilis  into  banish- 
ment to  the  Island  of  Inchkeith  near  Leith. 

The  branding  iron  is  no  longer  in  use,  but 
the  Narcotic  Control  Act  of  1956  in  the 
United  States  provides  for  imprisonment 
of  from  two  to  ten  years  and  a possible 
maximum  fine  of  $20,000  for  a first  offense 
involving  unauthorized  possession  of  nar- 
cotics. 

Difficulties  of  treatment 

Modern  public  health  practice  has  been 
defined  by  Emerson^  as  “the  application  of 
the  sciences  of  preventive  medicine  through 
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civil  government  for  social  ends.” 

It  is  scarcely  necessary  to  spell  out  for  a 
group  of  physicians  the  difficulties  which 
have  characterized  individual  treatment 
efforts  in  the  field  of  drug  addiction.  It 
is  a truism  to  say  that  the  relapse  rate  after 
treatment  is  remarkably  high  and  the 
degree  of  therapeutic  success  discouragingly 
low.  For  this  reason,  first  of  all,  it  is  ap- 
parent that  any  successful  approach  to  the 
elimination  of  the  disease  of  drug  addiction 
must  lie  in  the  area  of  preventive  medicine. 

In  addition,  when  we  consider  the  latter 
part  of  Emerson’s  definition,  that  is,  the 
“social  ends”  to  be  achieved  by  preventive 
medicine,  we  again  find  that  addiction 
qualifies  as  a public  health  concern.  At 
the  present  time  drug  use  flourishes  among 
the  most  economically  deprived  classes  in 
our  urban  slums;  as  a consequence,  the  cost 
to  the  community  is  enormous.  If  we 
overlook  the  waste  of  potentially  useful 
citizens,  the  cost  in  money  alone  is  appalling. 
For  example,  it  has  been  estimated  that  if 
one  assumes  an  average  cost  of  $10  per  day 
to  support  a heroin  habit  (this  is  a very  low 
figure,  since  adult  addicts  average  $30  per 
day)  and  assumes  that  approximately  23,000 
narcotic  addicts  live  in  the  New  York  City 
area,  the  annual  expenditure  for  drugs  is 
greater  than  $80  million.  Since  this  money 
is  usually  raised  by  larceny,  property  at 
least  three  times  as  valuable  must  be  stolen. 
A more  accurate  figure  would  probably  be 
three  to  five  times  as  great.  In  any  event, 
the  cost  of  addiction  to  the  residents  of  the 
City  of  New  York  alone  is  in  excess  of 
$250  million  per  year  or  around  $5  million 
per  week! 

Internationally  addiction  has  been  recog- 
nized as  a public  health  problem  of  serious 
magnitude  for  many  years.  International 
conventions  relating  to  the  determination 
of  the  addiction  liability  of  drugs,  as  well  as 
to  the  international  control  of  illicit  traffic 
in  opium,  morphine,  and  other  drugs  used 
by  addicts,  were  drawn  up  by  the  League  of 
Nations,  and  those  functions  have  since 
been  assumed  by  the  World  Health  Organiza- 
tion and  the  United  Nations.  In  addition, 
the  World  Health  Organization  has,  through 
its  Expert  Committee  on  Addiction-Pro- 
ducing Drugs,  concerned  itself  with  the 
medical  aspects  of  the  problem.  A report 
of  this  Expert  Committee  in  1957,^  recogniz- 
ing the  many  serious  gaps  in  our  knowledge 


NARCOTICS  ADDICTION  is  a pubUc  health 
problem  which  reaches  epidemic  proportions 
in  certain  urban  neighborhoods  and  socio- 
economic groups  although  no  single  agent  of 
contagion  can  be  isolated.  In  its  course  and 
persistence  it  parallels  other  chronic  diseases. 
Host,  agent,  and  environment  must  be  taken 
into  consideration  in  attempts  to  accomplish 
primary  prevention,  consisting  mainly  of 
environmental  modification,  and  secondary 
prevention,  consisting  of  adequate  case- 
finding, early  diagnosis,  and  appropriate 
therapy,  including  rehabilitation. 


in  the  field  of  addiction,  attributed  the 
deficiencies  largely  to  a lack  of  utilization 
of  technics  and  application  of  newer  knowl- 
edge in  the  fields  of  medicine  (including 
public  health),  sociology,  and  psychology. 
It  was  pointed  out  that  there  is  a need  for 
the  determination  of  the  prevalence  and 
incidence  of  drug  addiction  in  various 
countries  and  the  reasons  for  the  cyclic 
fluctuations  in  drug  abuse.  Longitudinal 
life  studies  of  addicts  were  carried  on  to 
determine,  among  many  others,  such  items 
as  deep-going  biographic  data,  origin  and 
development  of  addiction,  relationship  be- 
tween personality  structure  and  choice 
of  drugs,  and  effectiveness  of  various 
methods  of  treatment.  In  addition  to  such 
epidemiologic  studies,  there  was  recom- 
mended more  investigation  into  the  influence 
of  social  attitudes  on  the  development  of 
different  kinds  of  addicts  and  addiction  and 
the  effect  of  families  and  immediate  social 
groups  on  the  development  and  course  of 
addiction.  However,  it  must  be  emphasized 
that  this  concern  with  the  medical  aspects  of 
the  problem  is  a recent  development,  and  that 
for  many  years  the  effort  and  attention  of 
international  bodies  were  directed  primarily 
to  the  control  of  illicit  traffic  in  drugs. 

A fundamental  concept  to  be  kept  in 
mind  when  thinking  of  narcotics  addiction 
as  a disease  is  the  well-known  triad  of  host, 
agent,  and  environment.  Makover’’  has 
pointed  out  that  in  the  case  of  mental 
disorders  generally  the  agent,  for  the  most 
part,  remains  unknown  and  so  is  not  subject 
to  the  usual  public  health  attack.  The 
host,  on  the  other  hand,  is  the  primary 
target  of  psychotherapy,  and,  although  this 
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may  result  in  great  benefit  to  individuals,  its 
limitations  for  any  mass  attack  on  a disease 
are  obvious. 

Another  fundamental  concept  in  the 
public  health  approach  is  that  of  primary 
and  secondary  prevention.  In  general, 
primary  prevention  is  accomplished  by 
measures  designed  to  prevent  occurrence  of 
disease.  Most  often  this  is  accomplished 
by  modifying  the  environment  which  in- 
cludes the  total  complex  of  biologic,  physical, 
social,  cultural,  and  economic  factors.  Fur- 
ther, such  environmental  modification  (or 
controls)  may  have  dual  effects  on,  first, 
developing  nonspecific  or  even  specific  host 
resistance,  and,  second,  on  the  unidentified 
environmental  agents  which  share  in  the 
etiology  of  disease  or  the  susceptibility  of 
the  host.  Achievements  in  the  area  of 
primary  prevention,  that  is,  the  prevention 
of  the  occurrence  of  disease,  have  resulted 
in  the  almost  total  elimination  in  our 
society  of  many  of  the  communicable 
diseases  which  for  centuries  caused  the 
unnecessary  loss  of  countless  lives  and  vast 
amounts  of  disability. 

Secondary  prevention,  on  the  other  hand, 
consists  of  measures  directed  toward  pre- 
venting the  extension  of  disease  and  dis- 
ability. This  is  accomplished  by  adequate 
case  finding,  early  diagnosis,  and  appropriate 
therapy,  including  rehabihtation. 

Drug  addiction  may  be  viewed  as  a chronic 
disease  resembling  other  chronic  diseases 
in  several  ways.  There  are  periods  of 
exacerbation  and  of  remission.  Individuals 
vary  at  different  times  in  the  degree  of 
disabihty  they  suffer  as  a result  of  their 
addiction.  Further,  by  definition  the  dura- 
tion of  chronic  illness  is  measured  not  in 
days,  as  is  the  case  in  acute  illness,  but  in 
months  and  years,  and  recovery  is  seldom 
distinguished  by  a clear-cut  end  of  symptoms, 
as  is  the  case  in  acute  iUness.  Disability 
or  handicap  may  remain  for  life  in  most 
chronic  diseases;  in  addiction,  the  ever- 
present possibility  of  relapse  to  drugs  is 
analagous  to  such  prolonged  disability. 
Inability  to  use  narcotics  with  safety  even 
when  medically  indicated  may  also  be  a 
disability.  Detoxification  may  be  compared 
with  symptomatic  relief,  but  the  rapidity 
and  frequency  of  relapse  to  the  use  of  drugs 
emphasizes  the  chronicity  of  the  disease. 

When  members  of  the  health  professions 
turned  their  serious  attention  to  the  in- 


creasing problem  of  chronic  disease  about 
fifteen  years  ago,  a joint  statement  of 
recommendations  on  planning  for  the  chroni- 
cally iU  was  drawn  up  by  the  American 
Hospital  Association,  the  American  Medical 
Association,  the  American  Pubhc  Health 
Association,  and  the  American  Public  Wel- 
fare Association.®  It  was  recognized,  first 
of  aU,  that  the  basic  approach  to  chronic 
disease  must  be  preventive;  otherwise  the 
probleihs  created  by  chronic  disease  would 
grow  larger  with  time,  and  the  hope  of  any 
substantial  decline  in  their  incidence  and 
severity  would  be  postponed  for  many 
years.  It  was  also  understood  that  the 
most  important  goal  of  medical  care  for  the 
chronically  iU  must  be  the  maintenance 
and  restoration  of  such  patients  to  the  status 
of  independent  and  self-supporting  members 
of  the  community.  The  problem  of  nar- 
cotics addiction  as  a chronic  disease  re- 
quires the  same  preventive  approach  for  the 
same  reasons. 

Etiologic  factors  and  treatment 

Research  into  the  etiology  of  narcotics 
addiction  has  been  conducted  for  many 
years  on  many  fronts.  Impressive  work 
has  been  done,  and  continues,  on  the 
pharmacologic  and  metabolic  aspects  of 
addiction,  but  to  date  it  has  been  impossible 
to  demonstrate  any  clear-cut  physiologic 
factor  of  susceptibihty  to  addiction.  In 
the  psychologic  area,  also,  intensive  studies 
have  been  conducted  in  an  effort  to  de- 
termine the  personality  or  psychologic 
characteristics  that  predispose  to  addiction. 
The  literature  in  this  field  is  voluminous 
and  the  theories  have  varied  from  time  to 
time,  but  it  is  apparent  at  the  present  time 
that  the  entire  spectrum  of  normal  and 
abnormal  behavior  is  found  in  narcotics 
addicts.  There  is  certainly  indication  that 
there  are  highly  individualized  processes 
leading  to  the  habitual  use  of  drugs  within 
a certain  social  milieu  and  structure. 
Thus,  given  a large  number  of  adolescents 
exposed  to  a readily  available  source  of 
heroin,  the  fact  that  some  get  “hooked” 
and  others  do  not  may  be  related  to  per- 
sonality factors.  This  is  an  association; 
it  is  not  a cause  of  addiction.  Some  of  the 
character  traits  apparent  in  addicts  may 
not  be  entirely  negative.  Thus,  curiosity, 
adventurousness,  and  participation  in  group 
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l!  activities,  generally  considered  worth-while 
characteristics,  may  be  involved  in  the  ad- 
I diction.  It  would  appear  from  several 
studies  that  certain  individuals  with  prob- 
lems that  give  rise  to  intense  anxiety- — 
generally  related  to  fear  of  pain,  anger,  and 
sexual  urges — find  opiates  effective  in  re- 
ducing such  anxiety.  It  is  noteworthy  that 
heroin  brings  this  relief  without  causing  any 
mental  confusion  or  the  impairment  of  the 
I effectiveness  of  internalized  controls  on 
j behavior.  Such  individuals  have  been  un- 
able to  gratify  these  basic  needs  by  other 
j means.  In  other  words,  other  adaptive 
mechanisms  -normal,  neurotic,  or  psycho- 
I pathic^ — ^have  either  not  been  available  or 

' have  been  ineffective. 

Any  discussion  of  the  cultural  and 
secioeconomic  factors  predisposing  to  or 
I associated  with  addiction  would  vary  greatly 
with  the  historical  period  and  the  group  of 
addicts  studied.  It  is  only  in  recent  years, 
however,  that  there  has  been  recognition  of 
I the  importance  of  the  environment  as  well 
as  of  the  host  in  the  development  of  this 
disease.  In  fact,  the  changing  nature  of  the 
addict  population  in  this  country  in  the 
past  twenty-five  years  has  made  it  inevi- 
table that  attention  be  focused  thus.  In 
I the  early  twentieth  century  there  were  large 
numbers  of  persons  who  became  unwittingly 
addicted  to  narcotics  because  of  their 
indiscriminate  use  in  patent  medicines  and 
doctors’  prescriptions.  At  that  time  there 
was  no  homogeneity  of  social  or  economic 
class  in  the  addict  population.  Today  the 
medically  addicted  patients  comprise  a 
I minute  proportion  of  the  total,  while  the 

I addict  population  who  present  a public 

I health  problem  to  society  fall  into  a dif- 
j ferent  category. 

I , In  a previous  report^  we  have  referred  to 
one  of  the  few  intensive  epidemiologic 
studies  in  this  field.  This  broad  investiga- 
tion of  narcotics  use  among  juveniles  was 
done  by  a group  at  The  Research  Center  for 
Human  Relations  at  New  York  University 
between  1952  and  1956  under  the  direction 
of  Professor  Isidor  Chein.  Using  available 
records  of  all  boys  between  the  ages  of 
sixteen  and  twenty-one  years  who  had  in 
the  four-year  period  from  1949  to  1952  come 
to  the  attention  of  some  official  agency 
in  the  city  in  connection  with  narcotics, 
this  group  arrived  at  a list  of  1,844  boys  who 
were  involved  with  the  use,  possession. 


and  or  sale  of  drugs.  There  were,  on  the 
average,  more  than  500  new  cases  a year 
from  1950  onward. 

In  studying  the  characteristics  of  neigh- 
borhoods in  which  youthful  drug  use 
flourished,  the  group  found  that  they  con- 
stituted the  most  underprivileged,  crowded, 
and  dilapidated  areas  in  the  city.*  Even 
within  these  neighborhoods  they  found  that 
drug  use  was  highest  where  income  and 
education  were  lowest  and  where  there  was 
the  greatest  breakdown  of  normal  family 
living.  While  the  areas  in  which  drug  use 
seems  to  spread  in  epidemic  proportions  have 
very  high  delinquency  rates,  there  are 
other  areas  that  are  equally  high  in  de- 
linquency rates  but  low  in  drug  use.  These, 
however,  are  substantially  less  deprived 
than  the  areas  of  high  drug  use. 

Groups  of  boys  who  were  interviewed 
during  the  Chein*  studies  provided  much 
specific  information  on  the  steps  which  led 
to  addiction  or,  in  the  case  of  nonusers, 
did  not  result  in  that  end.  It  was  found 
that  most  of  the  users  had  heard  about 
heroin  before  they  actually  had  a chance  to 
try  it,  usually  at  the  age  of  about  fifteen 
years.  By  that  age  most  of  them  had 
already  seen  someone  inject  or  ingest  heroin. 
While  in  most  cases  the  first  opportunity 
to  try  the  drug  came  when  they  were  about 
sixteen  or  seventeen  years  old,  a sizable 
group  were  fourteen  years  old  or  younger 
when  this  happened.  Sixteen  years  seemed 
to  be  the  age  at  which  the  boys  were  most 
likely  to  become  users.  The  marked  in- 
crease in  susceptibility  at  that  age  suggests  a 
specific  factor  operating  to  bring  this  about. 
Sixteen  years  is  the  age  at  which  youngsters 
may  leave  school  if  they  have  a job  which, 
all  too  often,  is  fictitious.  Thus,  this  is  the 
age  in  which  no  major  social  institution  is 
involved  in  their  lives.  These  boys  are 
truly  cast  adrift  without  an  institution  or  an 
anchor  personality  to  guide  them.  Could 
this  be  why  they  readily  turn  to  narcotics? 

Of  the  boys  who  served  as  a control  group 
for  the  study,  those  who  did  not  become 
users,  a substantial  proportion  (40  per  cent) 
had  also  been  given  the  opportunity  to  try 
heroin  between  the  ages  of  fifteen  and 
seventeen  years,  but  none  of  them  did. 
Dr.  Chein  raises  the  interesting  question  of 
why  they  refused  to  try  it  and  suggests 
several  factors  that  entered  into  this  course 
of  action:  the  boys’  age,  some  pertinent 
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information  about  the  results  of  drug  use 
that  had  a deterrent  effect,  and,  less  clearly, 
the  boys’  interpretation  of  the  attitudes  of 
significant  adults  to  drug  use.  The  two 
final  factors  contain  implications  of  great 
importance  for  preventive  programs  in  this 
area.  Without  minimizing  the  importance 
of  the  individual  boy’s  psychologic  pre- 
disposition to  become  addicted,  we  must 
consider  to  what  extent  some  youngsters,  at 
least,  might  be  deterred  from  even  that 
first  try  if  they  had  really  acquired  some 
factual  information  on  the  effects  of  nar- 
cotics and,  probably  even  more  important, 
had  a significant  relationship,  an  “anchor” 
relationship,  with  an  adult  with  whose 
negative  attitude  to  drug  use  they  could 
identify. 

However,  there  is  a problem  involved  in 
reaching  conclusions  from  the  kind  of 
retrospective  studies  just  described.  The 
addicts  who  were  studied  had  already  been 
addicts  for  a variable  period  of  time.  These 
are  youngsters  who  had  been  picked  up  by 
the  police  for  crimes.  They  were  not  only 
a selected  group,  but  also  they  had  been 
modified  by  their  experiences.  Thus  great 
care  must  be  exercised  before  final  accept- 
ance of  any  of  the  conclusions  presented. 
It  is  essential  to  gather  data  prior  to  the 
onset  of  addiction  and  continue  to  study 
those  persons  who  become  addicted  and 
those  who  do  not.  In  fact,  I see  as  one  of 
our  greatest  needs  the  intensive  study  of  the 
resistances  of  those  children  living  in  areas 
where  narcotic  use  is  endemic  who  do  not 
become  addicts.  There  lies  the  key  to  a 
positive  approach  to  prevention. 

In  addition  to  his  retrospective  studies, 
Chein^  ® investigated  information  and  at- 
titudes toward  drug  use  in  a population  of 
1,000  boys  about  thirteen  and  fourteen 
years  old  who  lived  in  three  neighborhoods 
differing  in  known  incidence  of  heroin  use. 
In  this  investigation  Chein  inquired  not  only 
about  drug  information  and  attitudes  but 
also  about  certain  general  attitudes  and 
value  systems  held  by  these  boys,  and  certain 
specific  attitudes  toward  police,  parents, 
and  so  forth.  In  general,  it  was  found  that 
boys  from  the  neighborhoods  in  which 
drug  use  is  most  widely  prevalent  held  the 
most  tolerant  attitudes  toward  drugs  and 
their  consequences.  These  are  the  same 
boys  who,  according  to  their  own  report, 
pick  up  most  of  their  drug  information  from 


the  street,  about  half  of  them  knowing  at 
least  one  heroin  user  personally.  An  as- 
tonishing number  of  these  youngsters,  one 
third  of  a specific  group  of  Harlem  boys  and 
Puerto  Rican  boys  in  the  lower  East  Side, 
agreed  with  the  statement,  “Heroin  is  not  as 
bad  for  a person  as  some  people  say.  They 
make  too  big  a fuss  about  it.” 

Comment 

/ 

An  awareness  of  these  attitudes  and  this 
lack  of  accurate  information  should  galva- 
nize us  to  a vigorous  program  of  education 
Most  of  the  boys  referred  to  previously 
were  in  the  eighth  grade.  Here  is  a group 
that  can  be  reached.  I do  not  envision  a 
simple  lecture  full  of  gruesome  detail  that 
the  students  accept  as  a joke,  but  rather  a 
series  of  small  group  sessions,  possibly  with 
movies,  conducted  by  a group  worker  or 
recreation  worker,  where  there  is  freedom 
for  questioning  and  discussion.  Utiliza- 
tion of  older  ex-addicts  in  such  sessions 
might  also  be  of  value  to  both  the  youngsters 
and  the  ex-addicts,  the  latter  deriving 
some  sense  of  value  and  importance  from 
such  activity. 

Another  technic  that  might  be  used  is  the 
one  described  by  Whyte.*®  In  this  study 
the  author,  a Harvard  student,  moved  into 
a lower-class  neighborhood  and  became  a 
participant  observer  of  the  young  people’s 
street  corner  groups.  He  lived  with  them 
and  observed  the  members  in  their  daily 
lives  and  activities.  Thus,  there  was  an 
orderly  scrutiny,  an  examination  carried 
on  by  someone  who  was  able  to  draw  the- 
oretical inferences.  Such  a procedure  might 
be  carried  out  to  obtain  definitive  data  on 
the  origin  and  genesis  of  drug  addiction. 
Until  now,  theory  about  the  origin  of  addic- 
tion has  arisen  in  two  ways^ — either  as  a 
construct  that  seems  to  fit  a more  general 
theory  or  as  inferences  drawn  from  post 
hoc  recollections  in  which  with  even  the  best 
intentions  and  methods  the  investigator  may 
be  misled  or  tend  to  gather  information  that 
best  fits  his  preconceived  notions. 

While  it  is  of  great  importance  that  we 
continue  to  conduct  research  into  the 
etiologic  factors  of  drug  addiction  from 
various  starting  points — the  physiologic, 
pharmacologic,  psychologic,  sociocultural,  Ji. 
and  environmental — it  is  by  no  means  < 
necessary  to  await  definitive  answers  in  any 
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of  these  areas  before  taking  preventive 
action.  The  field  of  public  health  is  re- 
plete with  examples  of  successful  avoidance 
or  cure  of  disease  before  its  origin  had  been 
discovered.  Long  before  the  malaria  para- 
site had  been  identified,  soldiers  refused  to 
build  their  camps  in  low  swampy  ground 
because  they  knew  the  “bad  air”  of  the 
swamps  would  give  them  malaria. 

In  the  case  of  addiction,  where  both  the 
genesis  and  the  treatment  of  the  disease 
remain  clouded  and  successful  attack  at 
either  end  eludes  us,  a different  kind  of 
research  is  needed.  This  is  action  research, 
and  it  can  be  based  on  our  awareness  that, 
just  as  we  have  studied  the  natural  history 
of  other  diseases,  we  can  observe  the  move- 
ment of  narcotic  addiction  through  a popula- 
tion in  time  and  space.  There  may  be 
points  in  the  life  history  of  an  addict  where 
the  course  of  the  disease  may  be  interrupted. 
A knowledge  of  etiology  is  not  required 
for  such  a step. 

I would  like  to  refer  briefly  to  such  an 
action-research  program  now  being  con- 
ducted at  New  York  Medical  College  — 
Metropolitan  Hospital  Center  and  described 
in  greater  detail  in  previous  reports." 

In  the  Department  of  Psychiatry  at  this 
hospital  there  has  been  established  a 
voluntary  inpatient  narcotic  addiction  treat- 
ment service  as  well  as  an  outpatient  after- 
care program.  The  clinical  treatment  proc- 
ess is  supplemented  by  and  closely  inter- 
woven with  an  ongoing  research  program 
aimed  at  discovering  how  it  is  possible  to 
estabhsh  a continuum  of  patient  care 
services  that  will  bridge  the  gaps  between 
hospital-based  care  and  neighborhood-based 
care.  In  addition  to  investigating  the 
dynamics  of  the  treatment  process  itself, 
there  is  a thorough-going  study  of  the  addict 
subculture  and  of  the  ways  in  which  the 
addict  functions  within  it  as  he  moves 
back  and  forth  from  his  role  as  “just”  an 
addict  or  an  addict-criminal  to  his  role  as  a 
patient. 

There  are  valid  reasons  for  the  placement 
of  a narcotics  addiction  treatment  service  in 
a community  general  hospital  in  contrast 
with  the  specialized  hospitals  such  as  those 
at  Lexington  and  Fort  Worth.  Among 
the  recommendations  of  the  Joint  Commit- 
tee on  planning  for  the  chronically  ill  to 
which  I referred  earlier,  were  several  re- 
lating to  institutional  care.  It  was  stated: 


Most  patients  with  chronic  illness  who  re- 
quire hospitalization  are  best  cared  for  in  a 
unit  of  the  general  hospital  especially  designed 
to  meet  their  needs.  This  arrangement  en- 
courages patients  to  seek  and  use  care  since 
it  is  near  their  homes,  families,  and  friends; 
makes  available  to  them  the  existing  facilities 
of  general  hospitals;  provides  opportunities 
to  internes,  nurses,  and  staff  for  experience 
and  teaching  in  chronic  disease;  avoids  ex- 
pensive duplication  of  existing  general  hospital' 
facilities;  and  alfords  the  most  ready  means 
of  transfer  to  and  from  the  acute  and  chronic- 
disease  sections  of  the  hospital  when  needed. 

I submit  that  this  is  an  equally  valid 
rationale  for  the  institutional  treatment  of 
narcotics  addicts  in  community  general 
hospitals.  An  additionally  strong  argu- 
ment may  be  made  for  the  addict  which  does 
not  apply  to  other  chronic  disease  patients. 
This  is  the  extent  to  which  a specialized 
narcotics  addiction  hospital,  or,  at  any  rate, 
those  hospitals  presently  existing,  resembles 
a penal  institution  and  thus  contributes  to 
the  conception  and  treatment  of  the  addict 
as  a criminal  rather  than  as  a patient,  a 
concept  which  may  interfere  with  the 
treatment  process  from  both  subjective  and 
objective  points  of  view.  However,  the 
very  existence  of  these  institutions  is  in 
itself  testimony  of  the  degree  to  which  addic- 
tion has  been  recognized  as  a public  health 
problem,  and  governmental  responsibility 
has  been  assumed  for  its  treatment. 

The  action-research  in  our  own  Depart- 
ment of  Psychiatry  represents  an  effort 
to  conduct  scientific  investigation  as  part  of 
a treatment  program  which  can  be  con- 
stantly evaluated  and  modified  where  in- 
dicated. This  treatment  program  has  under- 
gone a number  of  fundamental  changes  in 
the  two-and-a-half  years  since  it  was  started. 
At  the  present  time,  in  recognition  of  the 
nature  of  addiction  as  a social  as  well  as  an 
individual  problem,  psychiatrists  and  other 
staff  members  are  working  closely  with 
established  neighborhood  agencies  concerned 
with  the  social,  psychologic,  and  physical 
health  of  the  families  in  an  area  where 
addiction  is  endemic.  Psychiatrists,  as 
leaders  of  teams  composed  also  of  psycholo- 
gists, social  workers,  vocational  specialists, 
and  other  ancillary  personnel,  spend  part  of 
their  time  in  a neighborhood  family  medical 
clinic  on  the  street  in  the  heart  of  East 
Harlem.  There  they  see  prospective  in- 
patients referred  to  them  by  another 
neighborhood  agency  which  has  worked 
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with  addicts  on  an  outpatient  basis  for 
some  years.  In  addition,  they  see  hospital 
dischargees,  some  of  whom  will  not  keep 
formal  appointments  in  the  aftercare  clinic 
of  the  hospital  but  wiU  drop  in  to  see  the 
psychiatrist  when  they  know  he  is  in  the 
neighborhood.  This  is  an  attempt  to  inject 
an  element  of  positive  activity  into  a 
voluntary  treatment  program.  An  effort  is 
being  made  to  adapt  to  the  addict,  win  his 
confidence,  help  him  with  his  immediate 
problems,  and,  in  general,  provide  a form  of 
help  the  addict  will  accept  and  use. 

It  is  apparent  that  the  after-care  program 
is  of  major  importance  if  any  degree  of  success 
is  to  be  attained  with  addict-patients. 
It  is  necessary  for  such  a program  to  provide 
a wide  range  of  services  addressed  to  the 
problems  of  life  as  an  addict  in  our  society. 
We  see  these  services  as  including  general 
medical  care,  legal  aid,  a family  assistance 
unit  operating  in  the  addict’s  life  space 
rather  than  ours,  vocational  training  and 
placement,  provision  of  meals  and  other 
material  requisites  when  necessary,  and,  of 
course,  individual  and  group  psychotherapy, 
modified  from  its  usual  middle-class  orienta- 
tion. In  addition,  there  must  be  liaison 
with  law  enforcement  agencies  and  with 
community  social  and  welfare  agencies. 
Finally,  this  broad  range  of  services  must  be 
available  to  the  addict  at  his  time  of  crisis  or 
it  will  be  of  little  value  to  him. 

Among  the  services  planned  for  the  near 
future  are  a day -night  hospital  for  dischargees 
from  the  inpatient  service  or  for  those 
addicts  who  have  not  been  inpatients  but 
have  undergone  withdrawal  elsewhere.  This 
service  would  provide,  during  the  day, 
occupational  and  recreational  therapy,  vo- 
cational training,  perhaps  a sheltered  work- 
shop, and  group  psychotherapy.  As  a 
night  hospital  it  would  provide  similar 
services  in  the  evenings  and,  perhaps,  some 
beds  for  those  patients  employed  during  the 
day  who  require  the  supportive  services  of 
the  hospital  at  night. 

This  program  is  an  experiment  established 
within  the  existing  legal  framework  that 
surrounds  narcotic  addiction.  It  has  been 
estabhshed  with  no  illusion  that  it  provides  a 
definitive  answer  to  the  numerous  problems 
presented  by  narcotics  addicts.  It  is 
thought  of,  rather,  as  a laboratory  for  re- 
search in  tbe  etiologic  factors  and  treat- 
ment of  addiction.  A careful  evaluation 


of  all  aspects  of  tbe  program  may  lead  to 
modification,  but  a base  line  wiU  have  been 
established.  Experimentation  and  new 
methods  of  treatment  should  be  attempted 
at  various  centers  with  common  methods 
of  evaluation  that  permit  comparison  of 
results. 

Both  voluntary  and  compulsory  ap- 
proaches need  to  be  tested.  At  the  present 
time  it  makes  little  difference  whether  we 
force  or  permit  an  addict  to  participate 
in  a tre.atment  program  that  does  not  exist. 
A voluntary  program  cannot  be  tested 
unless  it  contains  the  range  of  services 
described  previously — a research-oriented 
continuum  of  services  seeking  progressively 
more  regular  contact  with  the  addict 
and  eventual  attenuation  of  his  psychic 
dependence  on  drugs  within  his  own 
community. 

As  we  have  indicated,  there  is  no  treat- 
ment program  at  the  present  time  that 
offers  a significant  percentage  of  successes. 
However,  it  must  also  be  stated  that  the 
programs  have  been  along  traditional  lines, 
and  experimental  ones  have  not  been  pur- 
sued extensively  enough  for  long  periods  of 
time.  Further,  the  methods  of  evaluation 
have  been  faulty.  Last,  tbe  success  of  a 
program  is  judged  by  the  number  of  patients 
who  leave  the  hospital  and  never  again  have 
a relapse.  This  may  be  eliminating  a 
significant  number  of  patients  who  function 
in  the  community  with  variable  success. 
They  have  brief  relapses  but  manage  to 
abandon  the  use  of  neircotics  for  a period  of 
time  by  themselves  or  with  medical  aid. 
We  do  not  know  at  the  present  time  to  what 
extent  this  is  true,  but  it  is  not  being 
measured  and  it  should  be.  The  “week-end 
alcoholic”  is  accepted  in  our  society, 
although  the  full-time  alcoholic  patient  is 
considered  a problem.  This  is  an  area  which 
calls  for  greater  flexibility  in  our  thinking. 
It  may  well  be  that  the  concept  of  “success- 
ful treatment”  of  narcotic  addiction  re- 
quires redefinition,  and  that  the  customary 
criteria  for  “cure”  of  a disease  are  in- 
applicable. 

Conclusion 

Tbe  problems  presented  to  the  medical 
profession  and,  in  fact,  to  our  society  as  a 
whole  by  present-day  narcotics  addiction  are 
essentially  problems  of  social  deviation  and 
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disorganization.  Since  those  who  are  re- 
cruited into  the  ranks  of  the  addict  popula- 
tion are  young  people,  mostly  adolescents, 
this  deviation  can  be  seen  primarily  as  a 
problem  of  youth.  It  has  been  found, 
incidentally,  that  a certain  proportion  of 
addicts  do  give  up  their  use  of  drugs,  either 
with  or  without  medical  help,  when  they 
grow  older — ^in  the  thirties  or  forties. 
We  do  not  know  precisely  why;  perhaps 
some  matin*ational  factor  is  at  work.  Our 
concern  must  be  with  the  prevention  of  those 
wasted  twenty  years  or  so  in  the  lives  of 
those  who  succumb  to  a chronic  disease  at 
the  age  of  fifteen  or  sixteen  years. 

A new  kind  of  environmental  sanitation 
is  called  for.  We  need  not  concern  our- 
selves here  with  the  elimination  of  typhus, 
malaria,  or  hookworm,  or  with  air  and  water 
pollution.  That  has  been  accomplished 
or  is  being  dealt  with  by  the  traditional 
public  health  activities.  Those  things  which 
need  to  be  eliminated  from  the  narcotogenic 
environment  are  the  breeders  of  frustration, 
alienation,  rootlessness,  and  aimlessness. 
We  cannot,  unfortunately,  isolate  the  dis- 
ease-carrying baciUus  nor  immunize  in  the 
traditional  way  the  growing  child  in  this 
environment  to  prevent  his  succumbing  to 
addiction.  But  we  can  effect  environmental 
change  that  may  provide  a kind  of  psy- 
chiatric vaccination  for  those  children  we 
know  wiU  be  exposed  to  the  addiction- 
carrying agents.  Two  kinds  of  attack 
through  environmental  change  are  indicated: 
first,  a general  strengthening  of  population 
resistance  to  the  disease  of  drug  addiction, 
and,  second,  amelioration  or  elimination  of 
the  contributory  environmental  factors. 

Such  change  might  weU  start  in  the  schools. 
In  a report  we  have  pointed  out  that  the 
middle-class  child  often  has,  in  addition 
to  his  school  experience,  private  music, 
dance,  or  art  lessons;  private  tutoring  when 
it  is  needed;  clubs  and  similar  organizations; 
summer  camps;  and  a home  environment 
that  provides  an  enrichment  of  life  experi- 
ence which  supplements  the  influence  of  the 
school.*^  Furthermore,  he  may  be  fairly 
confident  that  when  he  reaches  adulthood 
he  will  become  an  accepted  member  of  the 
affluent  society  of  which  he  is  a part  and 
for  which  his  school  experience  has  pre- 
pared him. 

For  the  lower-class  child,  on  the  other 
hand,  the  school  may  be  the  only,  and  cer- 


tainly the  most  important,  socializing  in- 
fluence to  which  he  is  exposed.  It  is  now 
widely  recognized  among  educators  that 
the  development  of  healthy  and  mature 
personalities  is  part  of  the  function  of  the 
schools.  Actually  the  “educative”  func- 
tion, that  is,  the  inculcation  of  skills  and  the 
transmission  of  knowledge  respecting  the 
material,  social,  and  cultural  worlds,  is 
closely  interrelated  with  the  “develop- 
mental” function,  that  is,  the  fullest  develop- 
ment of  the  individual.  Studies  have  demon- 
strated that  anxiety  in  children  interferes 
with  their  ability  to  learn  in  the  classroom 
and  that  inability  to  meet  academic  stand- 
ards may,  in  turn,  lead  to  frustration  and 
loss  of  self-esteem  with  accompanying 
neurotic  adjustment.'*'  The  child  who  at- 
tends an  inferior  school  in  East  Harlem 
may  be  subjected  to  just  such  frustration  and 
will  be  aware,  in  addition,  that  when  he 
drops  out  of  school  at  the  earliest  possible 
moment,  the  chances  are  very  good  that  he 
wiU  not  participate  in  the  affluence  with 
which  he  is  surrounded.  There  is  reason  to 
believe  that  the  narcotic  addict  is  usually  a 
person  with  a low  tolerance  for  frustration 
and  failure.  Is  it  not  possible  that  a school 
experience  which  is  characterized  largely 
by  frustration  and  failure  may  fertilize  the 
soil  in  which  addiction  can  take  root? 
Since  it  has  been  demonstrated  that  addic- 
tion spreads  in  epidemic  proportions  in  those 
neighborhoods  which  are  the  most  deprived 
and  socially  disorganized,  it  follows  that  a 
first  step  in  the  public  health  approach 
must  be  aimed  at  that  disorganization  and 
deprivation. 

We  hear  a great  deal  about  cultural  lag 
in  our  society.  Usually  this  refers  to  the 
slow  pace  at  which  scientific  knowledge 
is  adapted  to  and  incorporated  into  our 
social  life.  In  the  field  of  education  I 
believe  we  see  an  outstanding  example  of 
such  a lag.  Since  we  know  quite  a bit  about 
the  home  and  environmental  backgrounds  of 
a large  proportion  of  deprived  children  in 
our  urban  schools,  why  are  we  making 
no  serious  and  widespread  effort  to  provide 
for  such  children  a school  experience  that  is 
stimulating  and  enriching  instead  of  boring, 
frustrating,  and  productive  of  anxiety? 
We  do  not  lack  the  means,  either  factually 
or  financially.  I believe  that  we  must 
recognize  that  when  social  action  lags  behind 
existing  knowledge,  such  a lag  reflects  the 
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fundamental  fabric  of  our  society’s  attitudes. 
So  far  as  the  adolescents  of  our  urban  slums 
are  concerned,  that  fundamental  attitude  is 
destructive  and  punitive.  Therefore,  in 
spite  of  the  continuing  news  stories  in  the 
sensational  press  about  narcotics  addiction 
and  even  the  occasional  passage  of  some 
constructive  legislation,  we  do  very  little 
to  change  the  social  environment  in  which 
addiction  spreads  like  an  epidemic. 

The  medical  profession  itself  is  now 
recognizing  that  for  too  many  years  it  has 
avoided  its  own  responsibility  to  search 
for  and  apply  therapeutic  efforts  to  addic- 
tion as  a disease.  There  is  no  lack  of  crea- 
tive talent  in  a profession  that  has  succeeded 
in  eliminating  the  scourges  that  plagued 
mankind  for  centuries.  However,  so  long  as 
physicians  allow  the  jailer  or  the  law 
enforcement  official,  who  has  his  own  work 
to  do  in  this  field,  to  assume  responsibility 
for  the  management  of  a disease,  they  are 
contributing  to  the  maintenance  rather 
than  the  elimination  of  a public  health 
problem. 

There  are  indications  that  some  change 
is  occurring  in  the  United  States  in  both 
professional  and  governmental  attitudes 
toward  narcotics  addiction.  The  increasing 
acceptance  of  the  view  that  addiction  must 
be  approached  as  a disease  is  reflected  in  the 
Report  of  the  Joint  Committee  of  the 
American  Bar  Association  and  the  American 
Medical  Association  published  recently.”’ 
In  addition,  there  has  been  some  further 
assumption  of  governmental  responsibility 
for  treatment  programs  apart  from  the 
Federal  hospitals  at  Lexington  and  Fort 
Worth.  California  now  has  a state  law 
providing  for  the  civil  commitment  of 
narcotics  addicts  to  state  mental  hospitals 
under  certain  circumstances,  while  the  recent 
session  of  the  New  York  State  Legislature 
also  passed  bills  providing  in  various  ways 
for  civil  commitment,  hospitalization,  and 
after-care  for  certain  addicts  under  the 
jurisdiction  of  the  State  Department  of 
Mental  Hygiene.  For  the  most  part,  how- 
ever, it  is  stiU  necessary  for  an  addict  to  be 
arrested  before  these  services  become  avail- 
able to  him. 

In  New  York  City  an  outstanding  pro- 
gram aimed  at  coordinating  and  increasing 
the  treatment  efforts  for  addicts  is  located  in 
the  City  of  New  York  Department  of 
Health.  However,  it  must  be  recognized 


that  at  the  present  time  there  are  very  few  I 

local  or  state  public  health  agencies  seriously  ' 

concerned  with  addiction  or  attacking  it  in  | 
the  traditional  ways  that  have  resulted  in  | 
the  successful  control  of  communicable  ^ 
disease.  Chronic  disease  is  seen  as  a pressing 
public  health  problem,  but  narcotics  addic- 
tion  is  not  seen  as  a chronic  disease  by  the 
members  of  the  health  professions.  Mus- 
tard‘s said: 

A health  problem  becomes  a public  health  re- 
sponsibility if  or  when  it  is  of  such  a character 
or  extent  as  to  be  amenable  to  solution  only 
through  systematized  social  action.  Its  rela- 
tive importance  varies  with  the  hazard  to  the 
population  exposed.  This  hazard  may  be 
qualitative,  in  terms  of  disability  or  death; 
quantitative,  in  terms  of  proportion  of  popula- 
tion affected;  it  may  be  actual  or  potential. 

The  hazard  of  drug  addiction  is  potential 
in  some  areas  and  for  some  classes  in  our 
society.  It  is  actual  for  large  numbers 
of  growing  children  in  our  big-city  slums. 
Before  the  potential  hazard  becomes  an 
actual  one  for  aU  of  us,  it  is  essential  that 
we  attack  this  “communicable”  disease  with 
aU  the  skiU  and  knowledge,  with  aU  the 
creative  effort  that  have  brought  us  success 
in  the  elimination  of  other  major  public 
health  problems. 

Fifth  Avenue  at  106th  Street, 
New  York  29 
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Colombian  customs 


During  four  years  with  a family  in  Siloe, 
Colombia,  a medical  student  sees  the  effects  of 
local  customs.  When  he  encounters  tetanus 
neonatorum,  it  is  likely  that  onions  or  dried 
horse  manure  were  applied  to  the  freshly  cut 
umbilical  cord  of  the  newborn,  according  to  a re- 
port in  a publication  of  Ross  Laboratories, 
Columbus,  Ohio. 

On  entering  a home  for  the  first  time  where 
there  is  a new  baby,  he  will  pat  the  child’s  head 
and  say  “God  bless  you.”  Otherwise,  the 
parents  are  sure  their  baby  will  develop  a fever 
and  die. 

When  he  sees  the  red  and  black  strings  that 
mothers  place  around  their  children’s  wrists,  he 
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knows  they  are  protection  against  evil  spirits. 
Some  mothers  have  discarded  the  strings  in 
favor  of  inexpensive,  Japanese-made  charm 
bracelets. 

If  he  sees  in  a home  something  that  looks  to 
a North  American  like  a bar  of  naphtha  soap,  it 
is  panela,  a cheap  intermediary  product  of  sugar 
refining.  A popular  infant  food,  panela  is 
carbohydrate  and  one  of  the  chief  agents  creat- 
ing the  conditions  for  malnutrition  among 
Colombian  children.  “Mothers  have  the  idea 
that  the  milk  of  a pregnant  woman  is  poison,” 
a physician  points  out.  “If  a mother  gets 
pregnant  six  months  after  delivery,  the  breast- 
fed baby  is  put  on  panela. 

“The  baby  will  do  OK  for  three  months,  but 
when  it  gets  sick  and  the  doctor  tells  the  mother 
it  is  the  panela,  she  says  ‘No,  Doctor,  the  baby 
has  been  on  panela  three  months.’  ” 
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Benign  gastric  tumors  are  of  interest  not 
only  because  of  their  rarity  but  particularly 
because  of  the  severity  of  the  symptoms 
which  they  may  cause,  the  favorableness  of 
their  surgical  treatment,  and  their  liability 
to  undergo  malignant  change. 

From  1946  to  1961  12  leiomyomas  and  5 
neurinomas  of  the  stomach  were  recorded  in 
the  pathologic  files  of  the  Maria  Hospital. 
Six  leiomyomas  were  found  at  the  time  of 
operation,  and  the  remaining  11  tumors  were 
discovered  at  autopsy.  During  this  period 
there  had  been  124,885  hospital  admissions, 
and  a total  of  42,985  operative  procedures 
and  4,667  autopsies  had  been  performed. 
These  figures  show  that  gastric  tumors  of 
intramural  origin  are  infrequent. 

Leiomyoma  is  the  most  common  of  the 
intramural  tumors.  Minnes  and  Geschick- 
ter‘  showed  that  these  growths  formed  65 
per  cent  of  a group  of  522  cases  of  gastric 
neoplasms  arising  from  mesenchyma. 
Abrams,^  who  presented  5 cases  of  his  own 
and  analyzed  50  cases  of  leiomyoma  of  the 
stomach  reported  in  the  literature,  found 
most  of  them  in  patients  from  forty  to  sixty 
years  of  age.  There  is  no  sex  predilection. 
In  our  series  the  distribution  between  both 
the  sexes  was  roughly  equal. 

In  this  report  roentgenologic  character- 
istics of  the  extramucosal  intramural  tumors 
of  the  stomach  will  be  assayed,  with  an 


evaluation  of  the  pertinent  clinical  and 
pathologic  findings. 

Pathology 

Benign  gastric  tumors  are  classified  as 
polypi  proceeding  from  the  epithelial  tissue, 
leiomyomas  proceeding  from  the  muscular 
tissue,  and  tumors  proceeding  from  the  con- 
nective tissue,  neimely,  fibroma,  hpoma, 
angioma,  and  neurinoma.  In  spite  of  the 
histologic  differences,  tumors  of  the  intra- 
mural origin  can  be  considered  as  a single 
group  from  a chnical  and  radiologic  point  of 
view. 

Grossly,  the  tumors  arising  in  the  muscular 
layer  appear  as  firm,  round  or  ovoid,  smooth, 
and  sessile  or  pedunculated.  They  may 
project  into  the  lumen  of  the  stomach  or  be 
subserosal.  Small  tumors  may  remain  in 
the  gastric  waU.  Usually  they  are  single, 
and  they  vary  in  size  from  some  miUimeters 
to  a few  centimeters.  Occasionally  they 
may  attain  considerable  size.  The  large 
ones  may  be  lobulated.  The  surface  ulcera- 
tion that  may  occur  is  attributed  to  necrosis 
because  of  the  relative  avascularity  of  the 
tumor. 

Ehason  and  Wright^  and  later  Lahey  and 
Colcock^  showed  that  these  tumors  are 
microscopically  much  less  benign  than 
external  appearances  would  warrant.  Fortu- 
nately, the  type  of  mahgnant  degeneration 
is  usually  of  a low  grade.  In  our  series  2 
cases  of  leiomyoma  showed  sarcomatous 
degeneration. 

Clinical  symptoms 

In  the  hterature  there  is  a discrepancy 
between  autopsy  and  surgical  incidence  of 
intramural  gastric  tumors.  One  explanation 
for  the  vao'ying  reports  is  that  most  tumors 
found  at  the  time  of  autopsy  are  small  in 
size.  Usually  they  cause  no  symptoms  and, 
hence,  fail  to  attract  attention  during  life. 
Of  the  12  leiomyomas  and  5 neurinomas 
recorded  in  the  pathologic  disease  files  of  the 
Maria  Hospital  only  6 leiomyomas  were  of 
sufficient  chnical  importance  to  warrant 
operation. 

Hemorrhage  is  by  far  the  commonest 
symptom,  and  symptoms  of  anemia,  such  as 
fatigue,  weakness,  malaise,  headache,  or 
dizziness,  often  are  observed.  Bleeding  may 
vary  from  occult  blood  to  severe  hema- 
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BENIGN  GASTRIC  TUMORS  are  infrequent. 
However,  they  may  cause  severe  symptoms, 
including  hemorrhage,  symptoms  of  anemia, 
and  pseudo-lulcer  symptoms;  surgical  treat- 
ment is  favorable;  and  they  are  liable  to 
undergo  malignant  change.  Intramural  gas- 
tric tumors  include  leiomyomas  proceeding 
from  the  muscular  tissue  and  tumors  pro- 
ceeding from  the  connective  tissue,  namely, 
fibroma,  lipoma,  angioma,  and  neurinoma. 
Radiologically  they  produce  a pathologic 
mucosal  relief  where  the  normal  folds  are 
lacking,  at  the  place  where  the  tumor  de- 
velops. In  benign  tumors,  as  contrasted  with 
malignant  conditions,  generally  there  is  an 
ulcer  crater;  on  careful  fluoroscopic  examina- 
tion, uninterrupted  peristalsis  often  indicates 
absence  of  infiltration;  and  rugae  surround- 
ing them  are  more  nearly  normal  in  arrange- 
ment and  distribution. 


temesis  or  melena.  Hemorrhage  was  fatal 
in  1 patient  of  our  autopsy  series. 

Pseudoulcer  symptoms,  such  as  epigastric 
pain,  burning,  anorexia,  nausea,  or  vomiting, 
are  next  in  order  of  frequency.  Weight  loss 
is  usually  not  marked.  Gastric  acidity 
findings  are  not  significant.  In  a few  cases  a 
mass  is  palpable.  Pyloric  obstruction  is 
uncommon.  It  may  be  related  to  posture  if 
the  tumor  attains  considerable  size  or  is 
pedunculated. 

Roentgenologic  findings 

Radiologically,  benign  tumors  of  the 
stomach  produce  a pathologic  mucosal  relief 
where  the  normal  folds  are  lacking,  at  the 
place  where  the  tumor  develops.  If  the 
tumor  springs  from  the  epithelium,  the  folds 
are  obliterated  while  the  mucosal  pattern  of 
the  opposite  wall  may  be  superimposed  on 
the  defect.  If  the  tumor  is  rooted  in  the 
tissue  that  is  situated  beneath  the  mucosa, 
the  folds  may  be  flattened  or  entirely 
obUterated,  depending  on  the  size  of  the 
tumor.  In  profile  projection,  a smooth- 
margined,  half-rounded  translucency  of 
varying  size  is  seen  in  the  contour  of  the 
barium-fiUed  stomach.  In  the  frontal  view 
they  generally  show  a round,  well-defined 
translucency  occasionally  exhibiting  a crater 
in  the  dome. 

That  an  accurate  preoperative  differential 
diagnosis  of  gastric  tumors  is  desirable  is 
self-evident.  The  increasing  number  of 
preoperative  roentgen  diagnoses  of  extra- 
mucosal  intramural  gastric  tumors  can  be 
ascribed  to  several  factors,  principally  to  the 
awareness  of  the  possibility  of  such  a lesion 
which  is  combined  with  an  improved  roent- 
genographic  technic.  Nevertheless,  Low- 
man,  Shapiro,  and  Kushlan®  stressed  that, 
despite  the  roentgen  criteria  which  have 
been  set  forth  for  the  diagnosis  of  such 
tumors,  certain  intramural  adenocarcinomas 
may  produce  identical  roentgen  findings. 

As  a rule,  a filling  defect  is  observed,  and 
it  may,  of  course,  be  mistaken  for  carcinoma. 
However,  on  careful  fluoroscopic  examina- 
tion uninterrupted  peristalsis  often  indicates 
the  absence  of  infiltration,  and  the  correct 
diagnosis  may  be  suspected  if  not  confirmed. 
While  in  inflammatory  or  mahgnant  condi- 
tions the  rugae  are  obhterated  in  the  im- 
mediate area  of  the  tumor,  the  rugae  sur- 
rounding the  benign  tumors  are  more  nearly 


normal  in  their  arrangement  and  distribu- 
tion. 

Thus,  the  well-known  roentgen  syndrome 
of  a sharply  defined  intraluminal  defect  has 
been  considered  pathognomonic  of  a tumor 
of  extramucosal  intramural  origin.  Most 
reports  dealing  with  extramucosal  intra- 
mural gastric  masses  stress  the  importance 
of  searching  for  an  ulcer  crater.  Ulceration 
of  the  mucosa  in  such  cases  is  attributed  to 
necrosis  because  of  the  relative  avascularity 
of  the  tumor.  " However,  ulceration  may  not 
be  present  as  in  the  cases  here  reported. 

Treatment 

The  treatment  is  surgical,  and  the  prog- 
nosis is  usually  favorable.  Sarcomatous 
degeneration  and  hemorrhage  are  two  serious 
complications  which  render  prompt  surgery 
advisable  when  the  diagnosis  is  made.  The 
presence  of  a malignant  lesion  cannot  be 
totally  excluded  until  the  tumor  is  examined 
histologically.  Therefore,  surgical  removal 
is  indicated  in  all  cases. 

Case  reports 

Case  1.  A sixty-three-year-old  female  was 
admitted  to  the  hospital  one  week  after  an 
episode  of  severe  hematemesis.  Recently  she 
had  felt  tired  and  weak,  but  there  had  never 
been  epigastric  pain  or  discomfort.  Physical 
examination  reveeded  a well-nourished,  well- 
developed  elderly  woman  not  appearing  acutely 
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FIGURE  1.  Case  1.  Frontal  view  shows  a round, 
well-defined  translucency  in  upper  part  of  pars 
media  of  stomach. 


ill.  Abdominal  examination  revealed  neither 
tenderness  nor  abdominal  masses.  The  pulse 
was  78,  blood  pressure  205  mm.  Hg,  and  the 
temperature  36.8  C.  Roentgen  examination  of 
the  chest  showed  negative  findings. 

Laboratory  examinations  showed  hemoglobin 
of  8.9  Gm.  per  100  ml.,  red  blood  cell  count 
4,054,000,  color  index  0.9,  and  white  blood  cell 
count  5,600.  The  blood  sedimentation  rate 
was  30  mm.  in  one  hour  (Westergren).  Wasser- 
mann  and  Kahn  tests  produced  negative  results. 
Gastric  analysis  showed  no  free  acid  and  6 
degrees  of  total  acid.  Urinalysis  was  normal, 
and  stools  were  negative  for  occult  blood. 

On  July  9,  1949,  a gastrointestinal  roentgen 
series  was  made.  A sharply  defined  filling 
defect  was  disclosed  in  the  upper  pai't  of  the 
pars  media  of  the  stomach  (Figs.  1 and  2). 
This  filling  defect  was  located  on  the  posterior 
wall.  While  the  rugae  were  obliterated  in  the 
immediate  area  of  the  tumor  surrounding  the 
tumor,  they  were  nearly  normal  in  their  arrange- 
ment and  distribution.  Peristaltic  activity  was 
normal  below  the  tumor,  and  no  gastric  reten- 
tion was  present. 

At  operation,  an  oval  tumor  measuring  3 by 
2.5  by  2.5  cm.  was  found  on  the  posterior  wall 
of  the  stomach  extending  to  the  lesser  curvature. 
The  mucous  membrane  on  it  appeared  normal. 
The  tumor  was  enucleated.  Histologically,  the 
tumor  showed  unstriated  muscle  fibers  mingled 
with  varying  amounts  of  fibrous  tissues  (Fig.  3). 


FIGURE2.  Case  1.  Spot  film  in  profile  projection. 
Note  abrupt  angle  which  is  formed  by  normal 
stomach  wall  and  edge  of  tumor  as  it  projects  into 
lumen. 


No  evidence  of  cancer  was  found.  The  patho- 
logic diagnosis  was  leiomyoma. 

Following  the  operation  the  patient  made  an 
uneventful  recovery  and  was  discharged  from 
the  hospital  on  the  tenth  postoperative  day. 

Case  2.  A twenty-nine-year-old  female  had 
suffered  from  epigastric  pain  of  an  inconstant 
nature  for  three  year's  prior  to  her  entry  into  the 
hospital.  Initially  this  complaint  was  associ- 
ated with  vomiting,  and  melena  was  observed  on 
one  occasion.  The  patient  was  admitted 
following  a severe  attack  of  pain  in  the  right 
upper  quadrant  of  the  abdomen.  Physical 
examination  revealed  an  asthenic  and  emaciated 
woman.  Abdominal  examination  disclosed  no 
palpable  masses.  The  pulse  was  68,  blood 
pressure  130  mm.  Hg,  and  the  temperature  was 
37.2  C. 

Laboratory  studies  showed  hemoglobin  of  9.1 
Gm.  per  100  ml.,  red  blood  cell  count  3,130,000, 
color  index  1.02,  and  white  blood  cell  count 
11,800.  The  blood  sedimentation  rate  was  18 
mm.  in  one  hour  (Westergren).  Wassermann 
and  Kahn  tests  produced  negative  results. 
Gastric  analysis  showed  no  free  acid  and  17 
degrees  of  total  acid.  Urine  culture  disclosed 
Escherichia  coli  on  admission,  but  the  mine 
became  sterile  with  antibiotic  medication  during 
the  hospitalization.  Stools  were  negative  for 
occult  blood. 

On  August  11,  1958,  a roentgen  series  of  the 
upper  portion  of  the  gastrointestinal  tract 
showed  a large  rounded  filling  defect  in  the 
fundus  of  the  stomach  just  below  the  cardiac 
orifice  (Fig.  4).  The  edges  of  the  tumor  were 
well-defined,  and  the  adjacent  mucosa  appeared 
normal.  Peristaltic  activity  below  the  tumor 
was  somewhat  delayed,  but  no  gastric  retention 
was  present. 
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FIGURE  3.  Case  1.  Photomicrograph  showing 
section  of  tumor.  The  muscle  fibers  are  arranged 
in  curving  bands  which  merge  with  other  groups  of 
muscle  fibers.  Nuclei  are  oval  in  longitudinal  sec- 
tion. 


At  operation,  a large  tumor  springing  near  the 
gastric  cardia  was  found.  The  mass  was  sub- 
mucous and  mobile,  and  it  was  removed  easily 
by  enucleation.  The  gross  specimen  consisted 
of  a lobulated  tumor  with  a smooth  surface 
measuring  6 by  2 by  2 cm.  (Fig.  5).  The  cut 
surface  was  grayish,  and  no  necrosis  was 
encountered.  On  histopathologic  examination 
the  tumor  was  composed  of  interlacing  bundles 
of  smooth  muscle  cells.  The  diagnosis  was 
leiomyoma  of  the  stomach. 

Convalescence  of  the  patient  was  uncompli- 
cated, and  she  was  discharged  from  the  hospital 
on  the  twelfth  postoperative  day. 


FIGURE  4.  Case  2.  Supine  film  demonstrates 
barium-filled  gastric  lumen  with  large  tumor  in 
fundus  of  stomach. 


FIGURES.  Case  2.  Photograph  of  surgical  speci- 
men showingovoid  shape  of  tumor. 


Roentgen  variations  are  exemplified  by 


case  reports. 


Apollonkatu  23 


Summary 

Roentgen  criteria  of  extramucosal  intra- 
mural gastric  tumors  are  presented.  The 
study  is  based  on  17  proved  cases. 

Differentiation  between  benign  tumors  of 
intramural  and  intramucosal  origin  and 
differentiation  between  benign  extramucosal 
intramural  tumors  and  malignant  tumors  of 
the  stomach  are  discussed. 
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Davies-Colley,  in  1922,  i described  2 cases 
of  abnormal  mobility  of  the  lower  intercostal 
joints  which  he  called  “slipping  rib.”  He 
considered  this  term  to  be  clinically  de- 
scriptive, as  both  of  his  patients,  and  sub- 
sequently many  others,  quite  clearly  de- 
scribed the  sensation  caused  by  this  condi- 
tion “as  if  a rib  slipped  out  of  place.”  Fur- 
thermore, by  certain  maneuvers  many  of  the 
patients  could  cause  the  slipped  rib  to  return 
to  its  normal  location  with  complete,  al- 
though usually  temporary,  alleviation  of 
their  symptoms.  The  term  “slipping  rib” 
has  since  been  used  to  describe  a condition 
of  recurring  luxation  of  a costal  cartilage. 

It  is  the  purpose  of  this  report  to  draw 
attention  to  the  fact  that  slackening  be- 
tween the  normal  attachments  of  the  costal 
cartilages  may  often  cause  signs  and  symp- 
toms suggesting  serious  diseases  of  the  heart, 
lungs,  or  upper  abdominal  viscera. 

Case  Report 

A thirty-two-year-old  female  nurse  com- 
plained of  a rubbing  sensation  of  three 
months  duration  in  the  right  side  of  her 
chest.  Although  she  was  not  aware  of  any 
particular  incident  of  injury  or  strain,  she 
first  noted  a peculiar  grating  sensation  at 
certain  times  in  her  right  lower  anterior  chest 
wall,  occurring  infrequently  at  first  and 
la.sting  only  a few  minutes  at  a time.  It 


often  occurred  without  exertion,  even  when 
she  was  merely  sitting  at  a desk  and  writing. 
However,  after  she  had  lifted  some  heavy 
packages,  this  condition  became  more  notice-  I 
able  and  more  frequent,  occurring  many  I 
times  a day.  It  was  always  relieved  by  I 
taking  a short,  sharp  cough  or,  occasionally,  I 
by  taking  a deep  inspiration.  She  never  felt 
the  grating  sensation  while  lying  in  bed, 
and  after  lifting  the  heavy  packages  she  felt  . 
it  only  when  she  was  in  an  upright  position.  I 
The  grating  or  sensation  of  vibration  which 
she  described  generally  lasted  from  three  to 
five  minutes  and  immediately  subsided  with  i 
the  coughing  and  deep  inspiration  described.  j 
It  must  be  emphasized  that  at  no  time  did 
she  have  any  pain. 

Later,  the  grating  vibration  appeared  to  be 
precipitated  by  manual  labor.  During  her 
work  she  noticed  that  turning  or  pulling  a 
patient  from  side  to  side  brought  on  the 
grating  sensation  in  her  chest.  A forced  ex- 
piration against  a closed  glottis  invariably 
reheved  the  condition,  as  did  a very  deep 
inspiration  or  a deep  cough. 

The  patient  was  seen  by  several  physi- 
cians, one  of  whom  thought  that  she  might 
have  pleurodynia  or  a pleural  effusion.  A 
chest  x-ray  was  taken  which  was  reported 
as  showing  nothing  abnormal.  Another 
physician  suggested  that  she  might  have  a 
“torn  cartilage.”  When  the  rubbing  sensa- 
tion appeared,  it  could  only  be  made  ap- 
parent by  deep  inspiratory  and  expiratory 
movements.  Normal  respirations  did  not 
cause  the  grating,  but  when  she  exerted  her- 
self, increased  respiratory  movements  were 
necessary,  and  the  sensation  was  apparent. 
During  an  “attack”  the  patient  noted  that 
she  voluntarily  restricted  her  respirations  to 
shallow  breathing,  for  although  she  had  not 
the  slightest  pain,  she  felt  that  this  was  the 
best  way  to  correct  the  abnormal  condition. 
Her  exact  words  were:  “I  have  the  feeling 
that  something  isn’t  just  in  the  right  place 
in  the  lower  part  of  my  ribs.  A sharp  cough 
replaces  it,  and  it  seems  to  go  back  into  its 
proper  place.”  In  the  interims  between  the 
“attacks,”  deep  breathing  did  not  produce 
the  grating  sensation.  y 

Physical  examination  revealed  essentially 
normal  findings.  It  was  noticed  that  the 
patient  had  a “slouching  posture,”  but  she 
was  not  having  any  unusual  sensations  at 
that  time.  The  grating  sensation  had  been 
observed  by  several  others,  who  described  a 
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A CASE  IS  presented  of  slipping  rib  syndrome 
without  chest  pain  but  with  a grating  vibrating 
sensation  of  the  right  lower  chest  cage. 
Slackening  between  the  normal  attachments  of 
the  costal  cartilages  may  cause  signs  and 
symptoms  suggesting  serious  diseases  of  the 
heart,  lungs,  or  upper  abdominal  viscera. 
Clinical  manifestations  may  range  from  ex- 
tremely benign  to  very  severe  and  disabling. 
It  is  suggested  that  all  the  anterior  chest  wall 
syndromes,  including  Tietze's  syndrome  and 
the  costochondral  syndrome,  may  be  caused  by 
trauma.  Also,  they  may  be  manifestations  of 
the  same  basic  disorder.  Subluxation  of  the 
articulations  of  the  cartilages  may  vary 
only  in  degree  of  involvement  and  in  site  of 
most  prominent  local  symptoms. 


“blowing,  high-pitched  noise  synchronous 
with  respiration”  and  “a  squeaking  noise,” 
audible  at  such  times.  There  was  no  evi- 
dence of  a tumor  or  mass  or  displacement 
of  the  ribs  on  the  initial  examination,  nor 
was  there  tenderness  in  this  area.  The  area 
of  involvement  was  the  seventh  and  eighth 
costal  cartilages  on  the  right,  at  about  the 
mid-clavicular  hne. 

At  a subsequent  examination  the  grating 
sensation  of  which  the  patient  complained 
was  actually  present.  At  that  time,  on 
auscultation,  a noise  was  heard  in  the  area 
indicated  which  sounded  like  “squeaking 
leather,”  a high-pitched,  squeaking  noise 
synchronous  with  her  deep  voluntary  re- 
spiratory movements.  This  was  heard  for 
one  or  two  respiratory  movements,  where- 
upon the  patient  took  a still  deeper  breath 
and  this  disappeared  completely,  with  the 
immediate  alleviation  of  her  abnormal  sensa- 
tions. 

Review  of  the  literature 

Although  the  “slipping  rib”  syndrome 
may  cause  considerable  pain  and  disability, 
it  is  occasionally  neither  serious  nor  progres- 
sive, as  in  the  case  described.  Since  it  is  not 
uncommon,  however,  it  is  important  in  the 
differential  diagnosis  of  anterior  chest  pain 
and  discomfort.  As  a clinical  syndrome,  it 
must  be  diagnosed  from  the  history  and 
clinical  data  alone.  Laboratory  aids  help 
only  in  excluding  other,  more  common, 
and  more  serious  causes  of  anterior  chest 
pain.  The  syndrome  may  not  have  received 
the  amount  of  attention  it  deserves  partly 
because  the  original  descriptions  of  it  all  ap- 
peared in  the  same  publication*”^  within  a 
short  period,  and  it  has  since  been  largely 
overlooked. 

Both  of  the  cases  originally  described  by 
Davies-Colley ' occurred  in  women.  The 
first,  forty-two  years  old,  underwent  several 
unnecessary  surgical  procedures  before  the 
true  nature  of  her  difficulty  was  ascertained. 
She  noted  that  when  she  lifted  anything 
heavy,  one  of  her  ribs  “seemed  to  jump  out 
of  place,”  and  a painful  swelling  appeared 
simultaneously  at  the  lower  margin  of  her 
ribs.  The  second  case  was  in  a seventeen- 
year-old  girl  who  complained  of  sudden  acute 
pain  in  the  left  side  whenever  she  bent  for- 
ward or  attempted  to  lift  anything.  She 
stated  that  “one  of  the  ribs  was  out  of 


place”  and  had  been  for  some  months. 
On  examination  it  was  clear  that  the  tip  of 
the  tenth  left  costal  cartilage  slipped  over 
the  lower  border  of  the  ninth  rib  and  jutted 
forward  beneath  the  skin  when  she  flexed 
her  body.  This  slipping  movement  of  the 
rib  was  accompanied  by  twinges  of  acute 
pain  and  left  a dull  ache  under  the  rib  margin 
for  several  minutes  after  the  rib  had  fallen 
back  into  place.  Surgical  excision  of  the 
terminal  portion  of  the  cartilage  involved  in 
each  of  these  patients  resulted  in  complete 
cure. 

The  pubhcation  of  this  original  report 
prompted  the  appearance  of  four  other  re- 
ports during  the  same  year  and  in  the  same 
journal.  The  authors  were  Marshall,^ 
Poynton,^  Soltau,'*  and  Mahon,®  who  re- 
ported observations  similar  in  general  to 
those  of  Davies-Colley.  They  all  noted  that 
their  patients  could  often  cause  the  rib  to 
slip  out  of  place  by  certain  activities  and 
usually  could  just  as  easily  cause  its  return  to 
its  normal  location  by  certain  other  maneu- 
vers. Marshall’s  case^  was  of  some  special 
interest  as  it  involved  the  third  right 
chondrosternal  joint,  and  pathologic  exami- 
nation following  local  anesthesia  and  resec- 
tion showed  villous  fringes  projecting  into 
the  joint,  suggesting  a true  type  of  arthritic 
degeneration.  AU  these  authors  noted  that 
their  patients  had  pain  at  the  site  of  the 
abnormality.  Mahon®  stated  that  his  pa- 
tient had  relief  from  “unbearable  pain” 
only  after  surgical  excision  of  cartilage.  His 
second  patient,  however,  was  said  to  have 
had  no  pain  at  all. 
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In  1924  RusselP  reported  a case  of  slipping 
rib  in  a twenty-eight-year-old  woman  who 
had  no  previous  history  of  injury.  She  had 
been  treated  for  many  years  for  a supposed 
ptosis  of  the  kidney,  but  it  was  not  until 
careful  examination  of  the  lower  tenth  costal 
cartilage  that  a movable  tender  object  about 
the  size  of  a hazelnut  was  discovered.  This 
flipped  away  from  the  examiner’s  palpating 
hand  with  a sensation  resembling  crepitus,  to 
reappear  with  almost  any  change  in  the  pa- 
tient’s position. 

Bisgard’  reported  a case  of  slipping  rib 
in  a sixteen-year-old  schoolgirl  in  whom  the 
pain  followed  the  course  of  the  fifth  and  sixth 
intercostal  nerves  on  the  right  side.  Both 
cartilages  could  be  felt  to  move  forward  and 
upward  when  she  flexed  her  body  and 
promptly  snapped  back  in  place  on  re-ex- 
tension of  her  trunk. 

Graham,  Singer,  and  Ballon*  reported  2 
cases  in  1935.  The  first  was  that  of  a 
physician  who  believed  that  he  was  suffering 
from  angina  pectoris.  In  his  case  the  fifth 
costal  cartilage  on  the  left  was  involved,  and 
a clicking  sensation  could  be  elicited  by 
palpation  over  the  tender  area.  In  the 
second  case  the  patient  had  been  injured  by 
a coal  car  in  a mine,  and  the  fifth  costo- 
chondral junction  on  the  right  was  found  at 
operation  to  have  been  torn  away  from  its 
attachments  to  the  rib. 

Ballon  and  Spector*  later  added  8 more 
cases  to  the  reports  on  slipping  rib  previously 
accumulated  in  the  literature.  They  further 
delineated  the  clinical  syndrome,  although  it 
seems  clear  that  they  may  have  been  dealing 
with  several  variants  of  the  same  basic  dis- 
order. They  noted  that  the  local  findings  in 
the  slipping  rib  syndrome  included  swelling 
and  nearly  always  tenderness  over  the 
cartilage.  The  diagnosis  could  be  made  more 
readily  when  there  was  a history  of  injury. 
Abduction  of  the  arm  often  increased  the 
pain  and  frequently  produced  a clicking 
sound,  which  they  felt  was  pathognomonic 
of  slipping  rib.  Five  of  their  8 patients  were 
males;  the  youngest  was  twenty-two,  and 
the  oldest  was  sixty -eight.  Diagnoses  which 
had  previously  been  considered  by  other 
physicians  included  neurasthenia,  neuritis, 
tumor  of  the  rib,  pleurisy,  coronary  throm- 
bosis, and  gallbladder  and  kidney  disease. 
Ballon  and  Spector  suggested  that  slipping 
rib  is  best  treated  by  immobilization  of  the 
chest  by  strapping.  However,  they  thought 


that  on  rare  occasions  resection  of  the  of-  I 
fending  cartilage  might  be  necessary.  f 

In  1939  Ball*®  published  a report  of  3 i 
cases  of  what  he  called  “displaced  ribs,”  in  I 
which  he  stated  his  belief  that  the  primary  I 
difficulty  in  this  condition  came  from  an  I 
abnormality  at  the  jimction  of  the  rib  and 
the  articulations  of  the  spine  posteriorly. 

He  felt  that  the  rib  usually  was  dislocated 
and  was  out  of  position  in  its  costovertebral 
axis.  Manipulation,  according  to  him,  was 
the  treatment  of  choice. 

Some  years  later  another  report  by  Har- 
wood Stevenson**  appeared  under  the  title  of 
“Nerve  Nipping  at  the  Intercostal  Margin,” 
describing  a condition  that  seemed  to  be 
directly  related  to  the  clinical  syndrome  of 
the  slipping  rib.  He  called  the  syndrome 
that  he  was  describing  “traumatic  inter- 
costal neuritis”  and  noted  that  it  was 
present  in  patients  in  whom  the  cartilages  at  - 
the  costal  margin  did  not  fuse  firmly  in  the 
normal  way,  each  to  the  one  above.  The 
ribs  could  be  pressed  against  one  another  . 
by  the  examiner’s  fingers.  He  believed  that 
the  grinding  of  one  costal  cartilage  on  the 
other  caused  pain  by  nipping  the  intercostal 
nerve  between  the  two  loose  cartilages  if  it 
occurred  where  the  nerve  passes  between  the 
ribs  into  the  anterior  abdominal  wall. 

Some  years  after  his  original  report, 
Davies-Colley*  ^clarified  hisclinical  conceptof 
the  slipping  rib  syndrome.  He  noted  that  in 
slipping  rib  the  attachment  of  the  tenth  costal 
cartilage  to  the  ninth,  or  more  rarely  that  of 
the  ninth  to  the  eighth,  became  stretched,  so 
that  an  abnormal  degree  of  movement  was 
permitted  between  them.  When  the  patient 
bent  forward  or  sideways,  the  loose  extremity 
of  the  rib  slipped  outward  and  upward  over 
the  rib  above  it  with  a characteristic  jerk  that 
produced  a sharp,  stabbing  pain.  Often  the 
pain  was  momentary  at  first,  but  as  time 
went  on  the  muscle  attachments  to  the  rib 
became  inflamed,  and  the  sharp  initial  pain 
was  followed  by  a dull  ache  that  persisted 
for  several  minutes  or  even  an  hour  after  the 
acute  pain  subsided.  He  noted  that  the  in- 
flammation around  the  rib  resulted  in  a 
localized,  tender  swelling  which  lasted  for  a 
few  days  at  a time  and  recurred  at  intervals. 

He  found  the  condition  much  more  common 
in  women  between  the  ages  of  thirty  and  fifty 
than  in  men. 

Obviously,  many  of  the  cases  reported  as 
“slipping  rib”  after  the  original  report  by  . 
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Davies-Colley  did  not  conform  to  his  impres- 
sion that  this  was  a disease  primarily  of  the 
lower  rib  cartilages.  He  described  the  con- 
dition as  present  only  at  the  end  of  the 
cartilage  where  it  is  joined  to  its  neighbor 
above.  Others  extended  this  concept  to  in- 
clude subluxation  of  the  lateral  attachments 
of  the  lower  rib  cartilages  where  they  are 
joined  side  by  side  to  each  other. 

Related  anterior  costal  cartilage 
syndromes 

Recently,  there  has  been  a renewed  in- 
terest in  what  has  come  to  be  called  “Tietze’s 
syndrome.”  It  has  been  considered  impor- 
tant in  the  differential  diagnosis  of  anterior 
chest  pain  caused  by  myocardial  ischemia. 
Indeed,  this  interest  has  focused  attention 
of  diagnosticians  on  the  structmes  of  the 
chest  wall  as  a source  of  pain  as  distinguished 
from  pain  caused  by  disease  of  the  thoracic 
contents.  A review  of  Tietze’s  syndrome  is 
quite  beyond  the  scope  of  this  paper,  but  an 
excellent  review  of  the  literature  that  con- 
tains 48  references  was  published  by  Kayser 
in  1956.'^  It  seems  probable  that  this 
syndrome  may  be  merely  another  anterior 
costal  cartilage  syndrome  but  primarily  in 
the  upper  costal  cartilages. 

Benson  and  Zavala  i'*  studied  patients  with 
chest  pain  which  they  believed  originated  in 
the  costochondral  junctions.  They  reported 
on  62  cases  having  five  characteristic  fea- 
tures: (1)  pain  in  the  chest;  (2)  tenderness, 
with  or  without  swelling  of  one  or  more  of 
the  costochondral  junctions  and  often  as- 
sociated with  tenderness  over  the  cor- 
responding costothoracic  joints;  (3)  a his- 
tory of  unusual  stress  or  of  injury  to  the 
chest  wall;  (4)  a high  incidence  of  anxiety 
induced  by  pain  in  the  chest;  and  (5)  im- 
provement after  the  anxiety  was  alleviated 
and  the  chest  wall  protected  from  injury  and 
stress. 

Their  case  reports  suggest  that  at  least 
some  of  these  cases  were  “slipping  rib,” 
which  they  did  not  recognize  as  such.  They 
felt  that  the  condition  they  described  and 
called  the  “costochondral  syndrome”  was 
related  in  some  way  to  Tietze’s  syndrome. 
None  of  their  patients  showed  an  inflam- 
matory reaction;  however,  their  working 
hypothesis  was  that  the  ribs  were  easily 
strained  at  both  of  their  insertions  and  that 
the  ensuing  subluxation  readily  produced  a 


chronic  irritation.  They  noted  that  in  the 
group  of  cases  they  reported,  the  third  left 
cartilage  was  most  frequently  affected. 
This  is  a frequent  location  for  the  so-called 
Tietze’s  syndrome.  They  concluded  that  the 
costochondral  syndrome  is  a commonplace 
disease,  presumably  resulting  from  stress  or 
trauma  to  the  rib  structures  that  produces  an 
irritation  and  sensitivity  in  one  or  more 
costochondral  jimctions.  Because  of  their 
location,  these  junctions,  when  painful, 
produce  a disproportionate  amount  of  dis- 
comfort and  anxiety.  They  stated  that  im- 
provement followed  reassurance  and  the 
removal  of  the  sources  of  chest  trauma,  par- 
ticularly by  corrective  exercises  for  poor 
posture. 

Miller  and  Texidor'^  **  reported  their  in- 
terest in  left-sided  chest  wall  pain  at  or 
above  the  apex  of  the  heart.  Their  patients 
felt  as  though  “something  was  catching” 
when  they  bent  over  or  assumed  a slouched 
postvne.  The  immediate  reaction  to  this 
sharp,  sudden  onset  of  severe  pain  was  a 
suspension  of  breathing  in  mid-respiration 
or  expiration.  Breathing  was  then  con- 
fined to  shallow  chest  excursions  and  was 
aggravated  by  deep  inspiration.  They 
noted  that  assuming  a correct  posture  eased 
the  pain  and  that  a forced  inspiration,  in 
spite  of  the  pain,  often  quickly  relieved  it. 
They  described  the  pain  as  sporadic  and 
lasting  from  one-half  a minute  to  five 
minutes.  It  often  recurred  repeatedly 
during  a few  hours  and  then  might  disappear 
for  months.  It  was  not  observed  during 
severe  exertion,  and  there  was  no  radiation 
from  the  site  of  origin.  A duU,  vague  ache 
often  persisted  for  some  time  over  the  left 
anterior  chest  wall  after  the  acute  pain  had 
subsided.  These  authors  felt  that  the  term 
“precordial  catch”  seemed  appropriate  as  it 
made  no  attempt  to  indicate  the  cause  of 
this  pain,  supposedly  always  confined  to  the 
left  side  of  the  chest. 

Comment 

A knowledge  of  the  basic  anatomy  and 
the  action  of  the  rib  cage  in  respiration 
seems  to  be  essential  in  understanding  the 
production  of  the  various  syndromes  of 
anterior  chest  waU  pain  from  disease  of  the 
costal  cartilages.  It  is  felt  that  it  is  worth 
while  to  review  these  briefly  for  this  purpose. 

Figure  1,  taken  from  Best  and  Taylor,*’ 
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FIGURE  1.  Diagram  illustrating  action  of  external 
costal  muscles  (E.l.)  during  inspiration;  EXP: 
expiration;  INSP;  inspiration. 

illustrates  diagrammatically  the  actions  of 
the  intercostal  muscles  during  inspiration 
and  expiration  and  the  consequent  action  on 
the  rib  cage.  Figure  2 shows  the  axis  of  the 
movements  of  the  ribs  about  axes  AB  and 
CD  from  the  second  to  the  sixth  ribs.  The 
ribs  from  the  seventh  to  the  tenth  also  make 
a movement  around  the  anterior-posterior 
axis  but  not  around  the  axis  CD.  The  in- 
terrupted lines  indicate  the  position  of  the 
rib  in  inspiration. 

Figure  3,  from  Spalteholz,**  shows  the 
anatomic  structure  of  the  ribs,  sternum,  and 
costal  cartilages.  It  should  be  noted  that  the 
articulations  designated  as  incisurae  are 
present  in  the  lateral  aspect  of  the  sternum 
to  receive  the  costal  cartilages  medially. 
Laterally,  the  costal  cartilages  articulate 
with  their  respective  ribs.  In  addition,  it 
should  be  particularly  appreciated  that  the 
costal  cartilages  from  the  fifth  through  the 
ninth  thoracic  vertebra  articulate  on  their 
superior  and  inferior  borders  with  each 
other  and  are  bound  together  through 
ligamentous  attachments.  The  eighth, 
ninth,  and  occasionally  the  tenth  thoracic 
vertebra  do  not  attach  to  the  sternum  but  do 
attach  at  their  medial  extremes  to  the  ad- 
joining superior  rib. 

It  should  be  evident  that  as  the  chest  wall 
moves,  especially  in  deep  respiratory  effort, 
these  cartilagenous  articulations  must  also 
move.  In  fact,  they  act  as  the  anterior 
hinges  diagrammed  in  Figure  1.  It  is  equally 
obvious  that  any  of  one  or  several  of  these 
attachments  of  the  costal  cartilages  to  bone, 
sternum,  manubrium,  or  to  each  other  may 
be  the  site  of  luxation,  subluxation,  pain,  or 
slipping  of  the  articulations  with  one  an- 
other. 


FI  CURE  2.  Diagram  showing  axis  of  movement  (AB 
and  CD)  of  second  to  sixth  ribs.  Seventh  to  tenth 
ribs  also  make  a movement  around  an  anteropos- 
terior axis  but  not  around  axis  CD.  Broken  lines 
indicate  position  of  rib  in  inspiration.  (After  Gray) 

It  is  therefore  tempting  to  speculate  that 
under  various  terms  and  titles,  variants  of  the 
same  basic  disorder  of  the  costal  cartilage 
articulations  have  been  described  by  dif- 
ferent authors.  The  terms  variously  ap- 
plied have  been  slipping  rib,  displaced  rib, 
precordial  catch,  intercostal  neuritis,  an- 
terior costochondral  syndrome,  and,  of 
course,  Tietze’s  syndrome.  Although  the  ^ 
disease  varies  in  the  area  affected  and  in  - 
some  minor  clinical  manifestations,  a review 
of  these  syndromes  indicates  many  im- 
portant similarities.  The  suggestion  is  most 
attractive  that  these  syndromes  are  aU  part 
of  various  degrees  of  the  same  basic  process 
in  different  locations.  Obviously,  such  | 
speculation  requires  further  careful  clinical  <• 
observation  and,  if  possible,  pathologic  cor-  i 
relations  of  all  of  these  anterior  chest  wall  % 
syndromes.  J 

Endogenous  trauma  from  severe  cough,  ^ 
strain,  twisting,  deep  breathing  (as  in  the  ? 
hyperventilation  syndrome  due  to  anxiety),  T 
and  exogenous  direct  trauma  to  the  chest  I 
wall  may  be  the  common  inciting  factors.  J 
Such  injury  may  result  in  relaxation  of  the  I 
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FIGURE  3.  Anatomic  structure  of  ribs,  sternum,  costal  cartilages,  and  articulations  (reprinted  by  per- 
mission of  J.  B.  Lippincott  Company). 


costal  cartilage  ligaments  and  thus  result  in 
different  degrees  of  luxation  of  the  costal 
cartilages.  Variations  in  the  consequent 
hypermobility  of  what  are  generally  rela- 
tively stable  joints,  brought  about  by 
slackening  of  their  ligamentous  attachments, 
must  lead  to  slightly  different  clinical  mani- 
festations and  local  inflammatory  changes  of 
varying  degrees. 

Summary 

A case  of  “slipping  rib”  without  chest 
pain  but  with  only  a grating  vibrating 
sensation  on  the  right  lower  chest  cage  as  its 
presenting  symptom  has  been  presented. 
The  literature  on  the  subject  of  anterior 
chest  costochondral  syndromes  has  been  re- 
viewed, although  the  literature  on  Tietze’s 
syndrome  was  merely  touched  on  because  of 
its  great  extent. 

It  is  suggested  that  all  the  anterior  chest 
wall  syndromes  caused  by  disease  of  the 
costal  cartilages  may  have  a common  basic 
cause,  namely,  trauma.  In  addition,  they  may 
be  manifestations  of  the  same  basic  disorders. 
Subluxation  of  the  articulations  of  the 
cartilages  may  vary  only  in  degree  of  in- 
volvement and  in  the  site  of  the  most 
prominent  local  symptoms.  Whether  or  not 
luxation  of  the  costochondral  junctions  to 
bone  and  to  each  other  in  fact  represents  the 
same  basic  disorder,  leading  to  various 
anterior  chest  wall  clinical  syndromes,  de- 
serves further  study  and  evaluation. 


The  value  of  recognizing  these  sprain 
syndromes  and  distinguishing  them  from 
common  serious  diseases  of  the  heart  and 
lungs  and  occasionally  from  diseases  of  the 
upper  abdominal  viscera  is  obvious.  The 
clinical  manifestations  of  these  conditions 
may  range  in  severity  from  extremely  benign 
to  very  severe  and  disabling. 

100  Remsen  Street,  Brooklyn  1 
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\A/hen  one  speaks  of  modern  trends  in 
medicine,  there  is  usually  the  implication  of 
new  ideas  and  progress.  This  is  only  partly 
the  purpose  of  this  presentation,  for  actually 
the  general  impression  exists  that  interest 
and  competence  in  intranasal  surgery  have 
been  waning  in  our  specialty.  It  has  been 
said  that  intranasal  surgery  has  become  a 
lost  art.  If  so,  this  is  unfortunate  because 
intranasal  procedures  offer  many  opportuni- 
ties to  provide  relief  for  patients  suffering 
from  intranasal  disease  under  surgical  con- 
ditions which  offer  the  minimal  amount  of 
morbidity.  One  should  not  be  deluded  by 
intranasal  surgery;  a precise  knowledge  of 
anatomy  and  considerable  training  and  skill 
are  needed  for  its  successful  execution. 
Thus,  this  article’s  main  objective  is  to  dis- 
cuss some  present  concepts  in  intranasal 
therapy  and  to  revive  interest  in  the  scope 
and  possibilities  of  intranasal  surgery.  Be- 
fore attempting  this,  however,  it  seems 
pertinent  that  the  different  kinds  of  nasal 
and  sinus  disease  should  be  distinguished 
and  the  diagnostic  problems  involved  dis- 
cussed. 

Nasal  and  sinus  diseases 

The  common  nasal  symptoms, — nasal  ob- 
struction, anterior  and  posterior  nasal  dis- 
charge which  sometimes  is  associated  with 
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pharyngeal  irritation,  cough,  and  discomfort 
in  the  head  and  ears — may  be  caused  by 
either  vasomotor  or  infectious  vasomotor 
rhinitis  and  sinusitis.  Not  infrequently  the 
symptoms  are  caused  by  a combination  of 
these  conditions. 

The  nasal  and  sinus  mucous  membrane 
should  be  regarded  as  a reactive  organ  which 
produces  symptoms  after  a certain  degree 
of  stimulation.  In  other  words,  symptoms 
are  produced  after  stimuli  exceed  the  par- 
ticular threshold  for  the  person  involved. 

A single  vasomotor  factor,  a combination  of 
vasomotor  factors,  infection  alone,  or  in- 
fection plus  vasomotor  reaction  may  create 
the  clinical  picture.  An  understanding  of  I 
this  mechanism  will  permit  the  physiologic 
implementation  of  therapy. 

It  has  not  been  so  long  ago  that  most  I 
alterations  of  the  nose  and  paranasal  sinuses 
were  interpreted  for  the  most  part  in  terms 
of  infection.  At  present  we  are  aware  that 
manifestations  of  nasal  and  sinus  hyper- 
function can  be  accounted  for  more  fre-  ' 
quently  by  causes  other  than  infection. 
More  specifically,  the  etiologic  factor  may 
be  primarily  or  conjointly  atopic  or  physical  l! 
allergy,  emotional  disturbances,  or  some  con-  ; 
stitutional  predisposition.  It  seems  to  be  Ij 
generally  agreed  that  the  term  “vasomotor  !i 
rhinitis  and  sinusitis”  is  most  descriptive  for  !-i 
these  noninfectious  disorders.  Since  the  j( 
etiology  and  therapy  of  the  atopic  form  of  ! 
allergy  are  based  on  the  concept  of  an  > 
antigen-antibody  reaction,  this  type  of  i 
vasomotor  response  will  not  be  considered  in 
this  presentation. 

Williams*  and  Hilger^  have  helped  con- 
siderably to  clarify  the  mechanism  respon- 
sible for  nasal  as  well  as  aural  vasomotor  re- 
actions. They  implicate  the  autonomic  i 
nervous  system  as  the  control  which  regu-  ' 
lates  the  reactivity  of  the  nasal  and  sinus  \ 

mucous  membrane  and  glands.  It  should  1 

be  appreciated  that  the  nasal  mucous  mem-  • 
brane  and  turbinates,  containing  mucous  ' 
and  serous  glands  and  a network  of  vascular  ' 
channels  and  nerve  endings  of  the  autonomic 
nervous  system,  constitute  a delicately  sensi- 
tive and  reactive  organ.  It  is  believed  that 
the  vasoconstriction  of  the  nasal  mucous 
membrane  is  controlled  by  the  adrenergic 
fibers  in  the  sympathetic  nerves,  while  | 
vasodilation  and  increased  activity  of  the  ' 
mucosal  glands  are  governed  by  cholinergic  | 
fibers  in  the  parasympathetic  nerves.  Thus,  | 
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THE  COMMON  NASAL  symptoms  may  be 
caused  by  either  infectious  or  vasomotor 
rhinitis  and  sinusitis.  Bacteriologic  and 
cytologic  examinations  of  nasal  or  sinus 
secretions  are  useful  in  distinguishing  be- 
tween the  two  types.  Treatment  is  directed  to 
providing  an  adequate  airway,  eliminating 
formation  of  excess  secretion,  and  destroying 
infection  when  present.  In  infections,  treat- 
ment consists  of  antibiotics  and  irrigation  of  the 
sinuses.  In  vasomotor  rhinitis,  the  systemic 
use  of  appropriate  drugs  to  correct  the  auto- 
nomic imbalance  is  the  therapy  of  choice. 
Intranasal  surgery,  often  overlooked,  may  be 
valuable  in  either  type  of  disorder. 


vasomotor  rhinitis  is  a manifestation  of 
hyperfunction  of  the  neurovascular,  neuro- 
muscular, and  neurosecretory  mechanisms 
which  are  influenced  by  the  parasympathetic 
nerves. 

In  support  of  the  concept  of  autonomic 
dysfunction  are  the  observations  reported  by 
Fowler,’  Holmes  and  his  co workers,'*  and 
MiUonig,  Harris,  and  Gardner.®  These  ob- 
servers described  swelling  of  the  nasal 
mucous  membrane  and  turbinates  and  in- 
creased secretion  in  cases  in  which  the  sym- 
pathetic nerve  supply  was  interrupted  sur- 
gically by  resection  or  blocking  of  the 
cervical  sympathetic  gangUon.  On  the  other 
hand,  the  mucous  membrane  was  found  to  be 
shrunken  and  dry  in  cases  in  which  the  para- 
sympathetic nervous  supply  was  interrupted. 

In  an  experimental  study.  Holmes  et  al.* 
were  able  to  demonstrate  in  a large  group  of 
patients  that  vasomotor  changes  in  the  nose 
could  be  evoked  by  threatening  life  situa- 
tions. The  manifestation  of  hypersecretion 
is  stressed  and  compared  with  the  increase 
in  gastric  secretion  that  occurs  in  cases  of 
peptic  ulcer.  The  thesis  is  well  developed 
on  clinical  grounds  that  nasal  hyperfunction 
is  the  result  of  parasympathetic  stimxflation 
which  is  initiated  by  emotional  disturbances. 

Diagnosis 

It  is  often  very  difficult,  if  not  impos- 
sible, to  differentiate  clinically  the  vaso- 
motor from  the  infectious  type  of  rhinitis  or 
sinusitis.  The  significant  manifestation  in 
nasal  and  sinus  disease  is  the  presence  of  ex- 
cess secretion  or  discharge  in  the  nasal  cavi- 
ties and  sinuses.  However,  the  amount  or 
appearance  of  nasal  or  sinus  secretion  does 
not  indicate  whether  the  disorder  is  of  vaso- 
motor or  infectious  origin.  The  author®-^  has 
shown  that  bacteriologic  and  cytologic  ex- 
aminations of  such  secretions  can  provide 
precise  criteria  which  are  most  helpful  in  the 
determination  and  differentiation  of  vaso- 
motor and  infectious  rhinitis  and  sinusitis. 
It  must  be  realized  that  the  sinuses,  par- 
ticularly the  maxillary  antrums,  must  be  ir- 
rigated on  occasion  (1)  to  determine  if  secre- 
tion is  present  in  the  sinus  and  (2)  to  obtain 
the  secretion  for  diagnostic  determination. 
The  term  “diagnostic  lavage”  might  be  used 
for  this  procediu’e.  Thus,  routine  cultures 
of  nasal  and  sinus  secretions  together  with 
microscopic  examinations  of  these  secretions 


provide  a precise  diagnostic  method  to  dif- 
ferentiate the  vasomotor  from  the  infectious 
type  of  rhinitis  and  sinusitis.  This  leads  to 
a rational  basis  for  therapy. 

The  technic  for  the  bacteriologic  and 
microscopic  study  of  nasal  and  sinus  secre- 
tions which  has  been  found  to  be  most  ef- 
fective in  office  or  routine  hospital  practice 
follows;  A sterile  platinum  loop  is  applied  to 
the  reactive  mucous  membrane  in  the 
sphenoethmoidal  recess,  the  middle  meatus, 
and  over  the  turbinates  for  the  removal  of 
secretion.  If  the  discharge  is  copious,  a 
sterile  capillary  pipet  is  used  for  this  pur- 
pose. It  is  believed  that  the  platiniun  loop 
is  far  superior  to  a cotton  applicator,  which 
is  liable  to  cause  gagging  and  contamination 
from  nasopharyngeal  secretion.  When  a 
nasopharyngeal  culture  is  desired,  a curved 
large  loop  is  passed  carefully  through  the 
mouth  into  the  nasopharynx,  avoiding  con- 
tamination. Secretion  from  a sinus  is  col- 
lected in  a basin  under  surgically  clean  con- 
ditions and  is  aspirated  into  a sterile  capil- 
lary pipet  for  bacteriologic  study. 

Secretions  are  spread  on  clean  glass  slides 
for  microscopic  study  and  are  stained  with 
Wright  stain  for  routine  purposes.  Such 
spreads  permit  the  microscopic  identification 
of  microorganisms,  when  they  are  present, 
and  cellular  elements.  If  it  is  desired,  the 
gram  stain  should  be  made  to  differentiate 
the  gram-positive  and  gram- negative  micro- 
organisms. The  Hansel  stain  is  of  value  for 
the  clearer  delineation  of  the  eosinophil. 

AU  cultures  are  made  routinely  on  blood 
agar  plates  alone.  Not  only  are  micro- 
organisms easily  grown  on  blood  agar  but 
also  the  opportunity  for  quantitative  estima- 
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tion,  which  is  so  important,  is  afforded  by 
this  method. 

The  data  which  should  be  obtained  in  the 
microscopic  examination  of  nasal  and  sinus 
secretion  are  (1)  the  number  and  kinds  of 
microorganisms,  (2)  the  amount  of  mucus, 
and  (3)  the  types  of  ceils.  In  infections,  as  a 
rule,  in  contradistinction  to  vasomotor  dis- 
turbances, bacteria  can  be  found  readily  on 
spreads  and  usually  can  be  correlated  with  a 
pathogenic  microorganism  on  culture. 
Neutrophilic  polymorphonuclear  cells  also 
are  coiimionly  foimd  in  large  numbers. 
Mucus  is  a prominent  finding  in  allergic  and 
vasomotor  rhinitis,  while  it  tends  to  be  lack- 
ing in  infections.  The  belief  is  that  active 
growth  of  bacteria  destroys  mucus. 

The  information  which  should  be  sought 
in  the  culture  is  whether  the  microorganism 
which  has  been  obtained  from  the  nose  or 
sinus  is  pathogenic  or  nonpathogenic  and  the 
quantitative  estimation  of  such  microor- 
ganisms. Inasmuch  as  pneumococci,  hemo- 
lytic streptococci.  Hemophilus  influenzae 
and  parainfluenzae,  and  Klebsiella  pneu- 
moniae are  found  very  rarely  in  the  normal 
nose  or  sinus,  the  isolation  of  any  of  these 
microorganisms,  even  in  very  small  num- 
bers, from  the  secretion  in  the  nasal  cavity 
or  irrigated  from  a sinus  strongly  suggests 
the  presence  of  infection.  Moderate  or  large 
growth  on  culture  of  Staphylococcus  aureus 
A,  Streptococcus  viridans,  Str.  nonhemo- 
lyticus,  Proteus  bacillus,  or  Pseudomonas 
aeruginosa  also  suggests  the  existence  of  in- 
fection, particularly  if  it  is  found  on  repeated 
occasions.  The  probability  of  infection  is 
substantiated  further  if,  in  addition,  spreads 
of  stained  secretion  show  similar  micro- 
organisms and  neutrophils.  It  should  be 
mentioned  that  these  microorganisms  can  be 
isolated  from  nasopharynges  which  show  no 
evidence  of  infection.  In  other  words,  these 
potentially  pathogenic  microorganisms  are 
present  in  the  normal  nasopharynx.  It  is  my 
belief  that  the  nasopharynx  is  the  carrier 
focus  of  pathogenic  microorganisms  which 
spread  into  the  nose  (and  also  into  the 
tracheobronchial  tree)  and  cause  infections 
when  the  antibacterial  barriers  are  broken 
by  lowered  resistance  of  the  nasal  mucosa. 

On  the  other  hand.  Staph,  albus.  Staph, 
aureus  B,  diphtheroids.  Neisseria  pharynges, 
and  Staph,  aureus  A in  very  small  numbers 
are  present  in  the  normal  nose  and  as  a rule 
are  not  associated  with  infection;  thus,  if 


any  of  these  microorganisms,  alone  or  in 
combination,  are  cultured  from  nasal  or 
sinus  secretion,  it  is  unlikely  that  infection 
exists.  If  spreads  of  such  secretion  show  no 
microorganisms,  or  just  a few,  and  a large 
amount  of  mucus,  then  the  evidence  is  strong 
that  one  is  dealing  with  a vasomotor  dis- 
order. It  should  be  mentioned  that  nasal 
and  sinus  cultures  in  health  may  be  sterile. 

With  the  increasing  incidence  of  resistant 
Staph,  aureus  and  gram-negative  micro- 
organisms in  nasal  and  sinus  infections,  the 
need  to  determine  the  sensitivity  of  infecting 
agents  to  antibiotics  is  most  important  for 
specific  and  accurate  therapy.  In  fact,  aU 
microorganisms  occasionally  may  show  un- 
expected variations  in  susceptibility  to  anti- 
biotic drugs. 

Therapy 

Contrary  to  general  impression,  precise 
otolaryngologic  therapy,  including  intra- 
nasal surgery  for  specific  alterations,  can 
yield  most  gratifying  therapeutic  results; 
but  the  disorder  must  be  clearly  understood, 
and  the  therapy  should  be  unquestionably 
indicated  and  appropriate. 

Infections.  In  infections,  antibiotics 
and  irrigation  of  the  sinuses  are  the  first 
line  of  attack.  Sinus  lavage  is  stiU  an  ef- 
fective therapeutic  procedure  and  at  times 
should  be  performed  when  chnical  findings 
suggest  infection  even  though  roentgeno- 
grams are  clear.  Vasoconstrictors  and  steam 
inhalations  can  be  helpful  in  acute  infections. 
In  acute  and  recurrent  frontal  sinusitis  the 
removal  of  the  anterior  tip  of  the  middle 
turbinate  and  the  opening  of  the  nasofrontal 
duct  are  simple  procedures  and  often  lead  to 
relief.  In  persistent  maxillary  sinusitis,  in- 
tranasal antrotomy  can  be  a most  effective 
method  to  clear  the  infection  after  all  con- 
servative measures  have  failed.  The  indica- 
tion for  sphenoethmoidectomy  is  usually  for 
infection  superimposed  on  polypoid  disease. 

Vasomotor  rhinitis.  In  vasomotor  rhini- 
tis, therapy  must  be  based  on  appropriate 
physiologic  considerations  for  existing  altera- 
tions. For  atopic  individuals,  specific 
hyposensitization  or  elimination  of  the 
offending  allergen  must  be  instituted;  for 
the  patient  suffering  from  a physical  allergy 
or  emotional  or  constitutional  reactions,  the 
way  of  life  must  be  analyzed  and  ad- 
justed. This  requires  patience,  insight,  and 
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an  appreciation  of  the  influences  on  the 
circulation  and  psyche. 

As  far  as  medication  is  concerned,  intra- 
nasal medication  should  be  avoided  except 
occasionally  for  the  acute  episode  of  several 
days  duration.  Corticosteroids  (when  there 
is  no  constitutional  contraindication)  and 
antihistamines  can  prove  to  be  more  effec- 
tive even  for  this  purpose.  In  general,  the 
systemic  use  of  appropriate  drugs  to  correct 
the  autonomic  imbalance  should  be  the 
therapy  of  choice.  For  instance,  drugs  such 
as  ephedrine  and  pseudoephedrine  hydro- 
chloride (Sudafed)  should  be  employed  for 
desired  sympathetic  stimulation;  meth- 
antheline  bromide  (Banthine  bromide), 
Prantal,  or  atropine  should  be  given  for 
parasympathetic  inhibition;  and  the  anti- 
histamine group  should  be  given  for  indi- 
cated hypersensitivities.  It  should  be  em- 
phasized, however,  that  antihistamines  are 
not  a substitute  for  hyposensitization  or  the 
avoidance  of  specific  allergens. 

Persistent  hyperfimction  in  the  nose  and 
sinuses  can  result  in  permanent  tissue 
changes.  The  enlarged,  edematous  hyper- 
plastic inferior  turbinate  is  an  example  of 
tissue  alteration  which  can  occur  in  advanced 
vasomotor  rhinitis.  The  effective  shrinking 
of  this  tirrbinate  can  make  the  afliicted  pa- 
tient very  comfortable  by  providing  ade- 
quate space  for  breathing  and  by  diminish- 
ing the  amount  of  secretion.  In  my  experi- 
ence this  can  be  best  accomplished  by  sub- 
mucosal electrocoagulation  with  bipolar 
needles.  Care  must  be  taken  to  avoid  bone 
necrosis  and  excessive  epithelial  damage. 
Richardson*  obtained  good  results  in  175 
out  of  200  consecutive  patients  who  were 
treated  by  this  method.  At  times  it  may  be 
necessary  also  to  remove  the  posterior  tips  of 
the  inferior  turbinates.  House®  also  has 
been  successful  in  reducing  the  size  of  the  en- 
larged inferior  turbinate  in  vasomotor  rhini- 
tis by  submucous  resection  of  the  anterior 
portion  of  the  inferior  turbinal  bone. 

Polyposis  is  a frequent  complication  in  ad- 
vanced vasomotor  rhinitis.  When  a poly- 
pectomy is  performed,  an  attempt  should  be 
made  to  remove  all  visible  polypoid  tissue 
with  punch  forceps  without  entering  the 
ethmoidal  labyrinth.  At  times  an  intra- 
nasal antrotomy  is  necessary  to  remove 
polyps  and  polypoid  disease  from  the  maxil- 


lary sinus.  With  appropriate  cup  forceps 
and  curets,  this  approach  can  be  very  ef- 
fective in  clearing  the  antrum  of  diseased  tis- 
sue. Also,  there  are  indications  for  the  in- 
tranasal sphenoethmoidectomy  when  all  the 
cells  are  destroyed  by  polypoid  disease  and 
polyps  tend  to  recur. 

The  essential  problem  in  all  these  con- 
siderations is  to  provide  an  adequate  air- 
way, to  eliminate  the  formation  of  excess 
secretion,  and  to  destroy  infection  when 
present.  The  therapy  and  procedures  have 
been  outlined  with  these  goals  in  mind  at 
all  times. 

Summary 

Intranasal  therapy  requires  an  under- 
standing of  present  concepts  of  intranasal 
physiology  and  a clear  differentiation  of  the 
vasomotor  and  infectious  disorders.  It  is 
contended  that  routine  cultures  of  nasal  and 
sinus  secretions  together  with  microscopic 
examinations  of  these  secretions  can  be  very 
helpful  in  accomplishing  this  goal. 

The  waning  interest  in  intranasal  surgery 
as  an  important  part  of  intranasal  therapy  is 
decried,  and  an  appeal  has  been  made  for  a 
revival  of  interest  in  this  field  of  surgery. 
Current  ideas  of  intranasal  therapy  with 
special  reference  to  the  opportunities  af- 
forded by  intranasal  procedures  have  been 
discussed. 
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P HYSiciANS  OFTEN  HAVE  their  reputations 
damaged  because  of  the  recurrences  of  warts 
which  are  cured  subsequently  by  a wart 
hexer  or  through  the  use  of  innumerable 
home  remedies.  If  the  physician  used  a 
surgical  approach,  the  patients  believe  that 
the  warts  returned  because  of  an  incomplete 
excision  or  inadequate  “burning.”  If  I 
knew  of  a treatment  that  would  always  cure 
verrucae,  this  entire  discussion  would  con- 
sist of  a simple  statement  of  the  details  of 
such  therapy.  The  fact  is  that  there  are 
many  so-called  “wart  cures”  which  are  ef- 
fective with  some  patients  but  not  one 
method  is  effective  in  aU  cases. 

The  answer  to  the  therapeutic  riddle  lies  in 
the  viral  origin  of  verrucae.  The  disap- 
pearance of  these  tumors  is  the  result  of 
stimulation  of  the  immune  mechanism  of  the 
patient  and  the  resultant  production  of  the 
required  antibodies  or  other  stiU  poorly 
defined  immunologic  agents.^  This  is  the 
same  mechanism  by  which  all  other  true 
virus  diseases  are  resolved,  and  warts  should 
not  be  considered  differently.  The  host- 
produced  biologic  agents  interfere  with  viral 
propagation  or  actually  may  destroy  the 
virus  bodies  outright.  Stimulation  of  the 
host’s  immune  mechanism  is  the  probable 
mode  of  action  in  spontaneous  resolution 
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and  in  cures  obtained  by  one  of  the  suggestion 
methods  and  by  the  outright  destructive 
technics. 

Methods  of  treatment 

Plantar  warts  should  be  treated  actively 
if  they  are  symptomatic;  in  other  areas  of 
the  body  cosmetic  reasons  may  also  be  an 
indication  for  therapy.  It  may  be  argued 
that  since  verrucae  are  contagious,  aU  cases 
should  be  treated  surgically  to  diminish 
quickly  the  possibility  of  spread.  For  the 
single  type  of  plantar  wart  the  quick  re- 
moval is  acceptable,  using  one  of  the  non- 
scarring technics  such  as  curettage  or  ex- 
cision through  the  wart  margin.  In  the 
multiple  types  of  warts  or  in  the  event  of 
epidemics  of  the  single  type  surgical  modali- 
ties are  not  practical. 

Therefore,  every  physician  who  elects  to 
treat  warts  is  urged  to  develop  a safe  surgical 
method  and  also  to  have  knowledge  of  a 
medical  approach.  The  therapist  is  urged 
not  to  forget  that  the  successful  medical  or 
surgical  management  is  the  result  of  stimula- 
tion of  the  host’s  immune  mechanism.  A 
combined  medical-surgical  management, 
which  includes  simple  paring  and  the  use  of 
a local  caustic,  results  in  about  the  same 
percentage  of  cure  as  does  frank  surgical 
excision.  Cryotherapy  is  now  popular,  using 
dry  ice  or  liquid  nitrogen,  but  warts  stiU 
recur  in  about  the  same  per  cent  of  cases. 
X-ray  therapy  is  as  successful  as  any  of  the 
other  methods.  This  method  should  be 
used  only  by  trained  dermatologists. 

A period  of  from  four  to  seven  weeks 
should  elapse  before  deciding  that  a 
surgically  treated  patient  is  cured.  This 
same  period  of  time  should  be  the  interval 
between  purely  medical  or  placebo  treat- 
ments. This  peculiar  period  of  time  seems 
to  be  required  by  the  inununologic  mecha- 
nism and  is  also  found  in  animal  verruca. 
Dogs,  horses,  cattle,  rabbits,  and  others  may 
develop  warts,  caused  in  each  one  by  a 
host-specific  virus.  Most  veterinarians 
believe  that  warts  are  not  transmitted  from 
one  type  of  animal  to  another  and  this  in- 
cludes from  lower  animals  to  man.  Just  as 
epidemics  of  warts  occur  in  schools  and 
from  swimming  pools,  dogs  and  cattle  may 
be  involved  in  epidemics.  In  cattle  warts 
may  vary  from  one  to  hundreds,  and  one 
method  of  therapy  is  to  desiccate  some  of  the 
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verrucae  lightly.  In  many  instances  within  a 
period  of  from  four  to  six  weeks  all  warts  will 
have  disappeared,  including  those  not 
treated.  Warts  in  horses  and  dogs  are  often 
treated  by  surgical  excision,  and  the  vet- 
erinarians have  the  same  problem  of  wart 
recurrence  that  we  have  in  human  beings. 
Warts  may  recur  in  and  about  a scar,  even 
after  extensive  excision  of  the  surrounding 
areas  and  a reassuring  report  from  a pa- 
thologist that  the  tumor  was  completely  re- 
moved. 

Because  warts  are  still  a therapeutic  prob- 
lem, every  new  typ>e  of  drug  or  modality  that 
becomes  available  to  the  medical  profession 
for  other  ailments  is  also  tried  on  warts.  In- 
jections are  most  popular,  and  therefore  the 
materials  used  range  from  the  latest  steroid 
to  materials  not  yet  released,  but  which  some 
companies  feel  might  be  the  wart  panacea 
because  some  employes  working  with  the 
given  materials  underwent  spontaneous  cure 
of  warts.  The  latest  reports  involve  the  use 
of  gamma  globulin  and  chloroquine.  The 
original  enthusiastic  investigator  may  re- 
port up  to  90  per  cent  cures,  but  time  puts 
each  drug  into  the  proper  60  to  70  per  cent 
category.  A classic  example  of  this  is  the 
procaine  injection  technic  which  was  the 
“new”  treatment  in  1953  and  on  full  evalua- 
tion was  found  no  more  effective  than  in- 
jections of  water.  The  so-called  vaccine 
therapy  has  long  been  debated  and  has 
passed  quietly  on  into  the  realm  of  abandoned 
methods.  Oral  therapy  also  goes  through 
periods  of  popularity,  and  then  evaluation  in- 
dicates the  effects  are  only  equal  to  that  of 
placebos.  Other  physical  methods  such  as 
ultrasound,  cold-quartz,  whirlpool,  and  foot 
balancing  fit  into  the  placebo  percentages  as 
far  as  cure  rates  are  concerned. 

/ The  report  of  Miller  and  Stoughton,* 
which  indicated  that  the  enzyme  papain 
would  cause  a buUa  with  dermal-epidermal 
separation,  was  used  as  the  basis  of  experi- 
ments at  The  Roosevelt  Hospital  wart  re- 
search program.  The  production  of  sub- 
lesional  bullae  by  vesicant  drugs  or  by 
cryotherapy  is  an  easy  but  painful  method  of 
therapy.  If  the  use  of  an  enzyme  would  give 
the  same  results  but  with  less  pain,  it  might 
be  a worth-while  addition.  The  first  batch 
of  material  used  “cured”  warts  in  from  five 
to  six  weeks  after  one  injection,  even  though 
the  activity  of  the  papain  was  uninten- 
tionally destroyed  by  our  sterilization 


THERE  IS  NO  one  method  of  cure  of  plantar 
warts  because,  as  in  other  virus  diseases,  cure 
depends  on  stimulation  of  the  host's  immune 
mechanism.  Active  treatment  is  indicated  if 
the  warts  are  symptomatic  or  if  there  are 
cosmetic  reasons.  For  the  single  type  of 
plantar  wart,  surgical  removal  may  be  used; 
in  the  multiple  type,  medical  or  combined 
medical-surgical  management  is  indicated. 


method.  In  fact,  inert  material  was  in- 
jected and  no  bullae  were  produced.  When 
a papain  of  proved  activity  was  used,  a 
sublesional  buUa  developed.  In  some  in- 
stances the  wart  was  trimmed  out,  and  in 
other  patients  the  procedure  was  not  as  pain- 
less as  Miller  and  Stoughton*  described  when 
injections  were  made  into  the  sole.  There 
have  been  recurrences  of  warts  with  this 
method,  and  so  it  is  not  any  more  specific 
than  other  vesicating  devices. 

Conclusion 

Pending  the  discovery  of  a vaccine  to  pre- 
vent warts  or  a specific  viricidal  agent  such 
as  the  experimental  drug  known  as  IDU 
and  used  by  ophthalmalogists,  the  major  pur- 
pose of  the  presentation  is  to  emphasize  the 
teachings  of  the  late  Andrew  Montgomery, 
M.D.  In  a paper  he  read  before  the  West 
Side  Clinical  Society  in  1928,  he  not  only 
described  the  mosaic  type  of  plantar  wart 
for  the  first  time,  but  also  urged  the  use  of 
nonscarring  methods  of  treatment  for  all 
three  different  types  of  plantar  warts.  ^ He 
wished  to  emphasize  that  the  plantar  scar 
which  results  from  enthusiastic  surgical 
therapy  is  often  more  painful  than  the  origi- 
nal verruca.  In  my  opinion,  the  patient  or 
responsible  parent  should  be  informed  prior 
to  treatment  that  the  wart  will  not  vanish  if 
the  medical  approach  is  used  or  may  return 
after  surgical  therapy  unless  the  immime 
mechanism  has  been  stimulated.  To  sum  it 
up,  for  the  treatment  of  warts,  the  physicians 
using  placebos  should  not  abandon  their 
methods. 
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A Pelvic  Mass 
and  Unexplained  Fever 


Case  history 

Jerome  Kamlet,  M.D.;  A fifty -four- 
year-old  Puerto  Rican  woman  was  admitted 
to  Knickerbocker  Hospital  for  the  first  time 
on  March  16, 1961,  complaining  of  cough  and 
fever  of  eight  days  duration.  She  also  com- 
plained of  malaise,  anorexia,  and  mild  ab- 
dominal discomfort.  She  had  not  been  really 
weU  for  about  a year.  She  tired  easily,  her 
appetite  was  poor,  and  she  had  lost  about  25 
pounds.  Menopause  had  occurred  two 
years  previously,  and  she  had  had  no  uterine 
bleeding  or  spotting  since.  However,  her 
relatives  had  noted  that  she  seemed  to  be 
aging  rapidly,  and  they  were  impressed  by  a 
profound  change  in  her  skin  texture. 

About  ten  years  previously  a goiter  had 
been  treated  by  unspecified  medical  therapy. 
The  past  history  was  otherwise  unremark- 
able. 

The  patient  was  pale,  appearing  chroni- 
cally ill  and  older  than  her  stated  age.  The 
temperature  was  99  F.,  pulse  108,  and  blood 
pressure  130/70.  Scattered  rhonchi  were 
heard  in  both  lung  fields.  The  heart  was 
not  enlarged,  and  there  were  no  murmurs. 
The  abdomen  was  soft.  The  liver  and  spleen 
were  not  palpable,  but  a firm,  orange-sized, 
nontender  mass  was  felt  in  the  right  lower 
quadrant  of  the  abdomen.  It  was  not  freely 
movable  and  appeared  to  be  deeply  situated. 
Rectal  and  vaginal  examination  defined  this 
mass  as  stony  hard,  in  the  region  of  the  right 
adnexa,  somewhat  posterior,  and  fixed  to  the 
lateral  pelvic  wall  displacing  the  corpus 
uteri  to  the  left.  The  skin  was  dry,  smooth, 
and  sallow.  There  was  no  peripheral  lym- 


phadenopathy.  No  lesions  were  seen  in  the 
extremities.  Neurologic  examination  was 
unrevealing. 

The  urine  had  a specific  gravity  ranging 
from  1.005  to  1.015.  It  was  free  of  sugar  and 
acetone  but  contained  a trace  of  albumin  and 
2 to  5 white  blood  cells  per  high-power  field. 
The  hemoglobin  was  9.4  Gm.  per  100  ml., 
red  blood  ceU  count  3.1  million,  white  blood 
ceU  count  9,300  with  72  per  cent  neutrophils, 
26  per  cent  lymphocytes,  and  2 per  cent 
monocytes.  The  hematocrit  was  37.  The 
sedimentation  rate  was  112  mm.  per  hour. 
The  stools  gave  negative  findings  for  occult 
blood.  The  VDRL  test  produced  negative 
results.  The  fasting  blood  sugar  was  103 
mg.,  nonprotein  nitrogen  31  mg.,  calcium 
9.6  mg.,  and  phosphorus  3.8  mg.  per  100 
ml.  Total  protein  was  7.2  Gm.  per  100  ml. 
with  3.7  Gm.  albumin  and  3.5  Gm.  globulin, 
and  serum  bilirubin  was  1.1  mg.  per  100  ml. 
The  alkaline  phosphatase  was  6 Bodansky 
units  on  admission  and  18  units  a week  later. 
The  acid  phosphatase  was  6 King- Armstrong 
units,  and  the  transaminase  was  28  units. 
The  protein-bound  iodine  was  8.5  micro- 
grams per  100  ml.  The  prothrombin  time 
was  15.4  seconds  (control  12.8  seconds). 
Gastric  analysis  showed  normal  findings. 
The  bone  marrow  showed  moderate  eryth- 
roid  hyperplasia.  Serum  protein  electro- 
phoresis showed  a slight  increase  in  alpha-2 
globulin.  An  electrocardiogram  showed 
normal  findings. 

A chest  roentgenogram  showed  only 
minor  fibrotic  changes  in  the  right  costo- 
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phrenic  angle.  An  excretory  urogram  re- 
vealed medial  displacement  of  the  distal 
portion  of  the  right  ureter  and  a collection  of 
contrast  medium  in  the  upper  pole  of  the 
right  kidney.  A barium  enema  demon- 
strated that  the  terminal  ileum  and  the 
sigmoid  colon  did  not  descend  normally  into 
the  pelvis,  suggesting  the  presence  of  a pelvic 
mass.  An  upper  gastrointestinal  series  was 
unrevealing. 

Cultures  of  blood,  sputum,  and  urine  re- 
vealed none  of  the  common  pathogens  and 
no  acid-fast  baciUi.  Purified  protein  deriva- 
tives 1 and  2 gave  negative  results. 

Three  or  four  days  after  admission  the 
patient’s  initial  symptoms,  attributed  to  an 
infection  of  the  respiratory  tract,  subsided. 
However,  she  continued  to  complain  of 
weakness  and  appeared  to  deteriorate 
slowly.  The  temperature  showed  continuing 
irregular  elevations  up  to  101  F.,  and  this 
persisted  for  three  weeks.  Efforts  to  localize 
an  infectious  process  were  fruitless,  there 
being  no  clear-cut  clinical  or  laboratory  evi- 
dence to  incriminate  either  an  organism  or  a 
site.  On  one  occasion  a urine  specimen 
showed  10  to  15  white  blood  cells  per  high- 
power  field,  but  urine  culture  was  negative, 
and  this  laboratory  finding  could  not  be 
duplicated  in  succeeding  specimens.  There 
was  no  appreciable  change  in  the  patient’s 
physical  findings  over  a three- week  period. 
At  this  time  she  was  transferred  to  the 
Gynecology  Service,  and  an  operation  was 
performed. 


Discussion 

Benjamin  E.  Krentz,  M.D.:  It  appears 
reasonable  to  surmise  that  the  patient  under 
discussion  was  operated  on  by  a gynecologist 
because  the  obvious  pathologic  condition 
lurked  in  the  pelvis  and  not  necessarily  be- 
cause it  was  gynecologic.  The  patient  is  a 
fifty-four-year-old  woman  who  entered  the 
hospital  with  an  acute  infection  of  the  re- 
spiratory tract  but  was  found  to  be  afliicted 
with  a serious  disease  of  perhaps  a year’s 
duration.  Several  days  after  admission  her 
obvious  complaints  on  admission  had  di- 
minished only  to  be  superseded  by  such 
vague,  nonspecific  complaints  as  feverish- 
ness, abdominal  discomfort,  and  a general 
deterioration  in  health.  There  was  nothing 
that  pointed  to  any  one  organ  or  system. 


FIGURE  1.  Excretory  urogram  fifteen  minutes 
after  injection  of  dye  showing  a rounded  density 
in  the  upper  pole  of  the  right  kidney  interpreted 
as  a “calyceal  cyst.”  The  lower  portion  of  the 
right  ureter  is  displaced  medially  by  a soft  tissue 
mass. 


The  most  significant  feature  on  physical 
examination  was  a prominent  mass  seem- 
ingly arising  from  the  right  posterolateral 
pelvic  wall  and  displacing  the  uterus.  There 
were  no  other  intrinsic  gynecologic  abnor- 
malities, no  hepatic  or  splenic  enlargement, 
no  lymphadenopathy,  and  no  other  masses 
or  nodules.  The  laboratory  teUs  us  that  the 
patient  had  a normochromic,  normocytic 
anemia,  a rapid  sedimentation  rate,  eleva- 
tions in  both  acid  and  alkaline  phosphatase, 
a slight  prolongation  of  the  prothrombin 
time,  and  a slight  increase  in  the  alpha-2 
globulins.  None  of  these  items  of  informa- 
tion is  of  direct  value  in  arriving  at  a diag- 
nosis. However,  the  x-ray  findings  may  be 
helpful,  and  I shall  ask  Dr.  Moynahan  for  his 
opinions. 

Joseph  M.  Moynahan,  M.D.;  The  chest 
film,  as  the  protocol  states,  was  not  very  il- 
luminating. The  minor  fibrotic  changes  in 
the  right  costophrenic  angle  suggest  a re- 
siduum of  an  old  infectious  process.  The 
most  useful  films  were  obtained  by  intrave- 
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nous  pyelography.  For  example,  the  expo- 
sure taken  fifteen  minutes  after  dye  was  in- 
jected shows  a rounded  density  in  the  upper 
pole  of  the  right  kidney  (Fig.  1).  It  repre- 
sents a defect  filled  with  contrast  mediiun.  It 
is  consistent  with  the  so-caUed  “calyceal  cyst” 
or  diverticuliun,  a congenital  anomaly  which 
is  not  usually  of  clinical  importance.  The 
possibility  that  this  density  might  represent 
an  abscess  cavity,  such  as  that  seen  in  tuber- 
culosis, cannot  be  excluded,  although  its 
smooth  contour  is  somewhat  against  it.  In 
addition,  the  lower  portion  of  the  right  ureter 
is  displaced  medially  for  quite  a distance  by  a 
soft-tissue  mass.  This  was  the  mass  felt  on 
abdominopelvic  examination.  There  is  a 
suggestion  of  increased  soft-tissue  density 
seen  in  the  urogram  in  the  vicinity  of  the 
right  side  of  the  pelvis  and  pelvic  brim.  A 
barium  enema  also  was  performed.  There 
was  no  intrinsic  pathologic  condition  in  the 
large  bowel,  but  on  the  postevacuation  film 
the  sigmoid  was  displaced  from  its  usual  posi- 
tion low  in  the  pelvis  by  the  presence  of  the 
mass. 

Dr.  Krentz;  Does  the  mass  appear  to 
arise  from  the  soft  tissue  of  the  right  lateral 
pelvic  wall?  Is  there  any  bone  involvement 
of  either  a lytic  or  blastic  type? 

Dr.  Moynahan:  The  bony  architecture 
is  intact.  As  for  the  origin  of  the  mass, 
that’s  a difficult  matter.  It  is  a soft-tissue 
mass  within  the  pelvis,  possibly  extending 
beyond  it,  but  its  precise  point  of  origin  is 
not  revealed. 

Dr.  Krentz;  I assume  that  you  consider 
the  displacement  of  the  ureter  to  be  fairly 
conclusive  evidence  that  the  mass  is  retro- 
peritoneal. 

Dr.  Moynahan:  That  is  a reasonable  in- 
ference. I do  believe  it  is  a retroperitoneal 
mass,  although  rarely  a large  intraperitoneal 
mass  has  been  known  to  displace  retroperi- 
toneal structures. 

Dr.  Krentz:  Is  it  cystic  or  solid? 

Dr.  Moynahan:  The  mass  has  the  same 
density  throughout,  but  whether  or  not  it  is 
cystic  or  solid,  it  presents  a water  density, 
and  one  cannot  come  to  a conclusion  on  this 
point. 

Dr.  Krentz:  Do  you  feel  that  the  mass  is 
lobulated? 

Dr.  Moynahan;  I don’t  think  I can  tell 
one  way  or  the  other.  The  visible  contours 
of  the  mass  don’t  seem  lobulated,  but  that 
is  no  guarantee. 


Dr.  Krentz;  I take  it  there  is  nothing  to 
suggest  translucency  or  increased  radio- 
lucency,  nor  any  evidence  of  calcification. 

Dr.  Moynahan;  That  is  correct. 

Dr.  Krentz;  Do  you  see  any  evidence  of 
involvement  or  invasion  of  any  pelvic  organ, 
such  as  the  bladder  or  the  rectosigmoid? 

Dr.  Moynahan;  Nothing  beyond  the 
presence  of  a mass  extrinsic  to  them.  The 
bladder  is  indented  but  not  displaced. 

Dr.  Krentz:  And  there  is  no  evidence  of 
metastasis  to  distant  sites? 

Dr.  Moynahan:  No. 

Dr.  Krentz:  Given  that  much  help,  I 
think  we  can  dismiss  the  collection  of  barium 
in  the  right  kidney  calyx  as  being  unrelated 
to  our  problem.  If  one  combines  the  phys- 
ical and  roentgenographic  findings,  one  may 
proffer  the  following  interpretation;  A solid 
mass  is  situated  on  the  right  posterolateral 
pelvic  wall.  It  displaces  such  movable 
organs  as  the  right  ureter,  bowel,  and  uterus, 
and  it  indents  the  bladder,  but  it  does  not 
attach  itself  to  or  infiltrate  any  of  the  pelvic 
organs.  Adjacent  bone  is  not  involved,  nor 
are  there  lesions  elsewhere  which  could  be 
construed  as  the  cause  or  effect  of  this  pelvic 
mass.  Finally,  the  presence  of  this  mass 
produces  no  abnormality  in  the  function  of 
any  important  organ  system. 

Stating  the  problem  in  this  way,  I must 
conclude  that  the  mass  arises  from  mesen- 
chymal tissue.  Because  of  its  hardness  and 
insensitivity,  because  the  patient  had  lost 
weight  and  strength,  and  because  the  patient 
was  febrile,  anemic,  and  anorectic,  I can  con- 
clude that  the  mesenchymal  mass  was  malig- 
nant and  could  fall  into  the  group  of  soft- 
tissue  sarcomas. 

Infection  seems  too  remote  a possibility 
to  warrant  discussion.  I could  not  seriously 
argue  with  anyone  who  suggested  that  the 
first  possibility  to  be  considered  in  this  case 
is  a nonfunctioning  solid  tmnor  of  the  ovary 
which  attached  itself  to  the  pelvic  wall  or 
metastasized  to  pelvic  lymph  nodes.  This 
idea  makes  a neat  package,  but,  once  stated, 
disquieting  thoughts  arise  to  negate  its  ac- 
curacy. Cancer  of  the  ovary  behaves  more 
in  character  when  it  rises  freely  in  the  pelvis 
as  it  enlarges.  Such  cancers  often  attain 
considerable  size;  they  can  violate  the  broad 
ligament  and  uterus  and  may  embrace  in 
unholy  imion  the  bladder  and  the  rectum. 
If  the  ureter  is  involved  in  such  a mass,  it  is 
more  likely  to  be  occluded  than  nudged 
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aside.  Invasion  of  the  pelvic  wall  is  a very 
late  phenomenon  in  ovarian  cancer.  The 
bulk  of  the  evidence  in  this  case  favors  a 
retroperitoneal  mass  rather  than  a mass 
primary  in  the  ovary. 

Mahgnant  tumors  are  more  common  in 
the  retroperitoneum  than  benign  ones. 
Stout'  reviewed  the  experience  of  the  labo- 
ratory of  surgical  pathology  at  Columbia 
University  from  1905  through  1951  and 
found  265  malignant  tumors  but  only  65 
benign  ones,  a ratio  of  about  4:1.  Malignant 
lymphoma  was  the  most  common  type,  some 
51  of  the  265  malignant  tumors  being  clas- 
sified as  lymphosarcoma  and  26  as  Hodgkin’s 
disease;  that  is,  about  30  per  cent  were 
lymphomas.  Liposarcoma,  leiomyosarcoma, 
fibrosarcoma,  and  sympathicoblastoma  were 
also  among  those  encountered  with  some 
frequency.  This  group  of  soft-tissue  tumors 
accounted  for  another  30  to  40  per  cent  of 
malignant  retroperitoneal  tumors.  The  re- 
mainder were  divided  into  a number  of  clas- 
sifications and  rare  entities  that  are  meaning- 
ful only  to  the  skilled  histopathologist. 

I gather  that  I am  supposed  to  decide 
whether  the  tumor  in  this  patient  fits  into 
the  lymphoma  group  or  into  the  solid  soft- 
tissue  tumor  group.  Under  the  rules  of  this 
exercise  I must  make  this  choice  without  the 
aid  of  a microscope.  I cannot  aflfirm  a diag- 
nosis of  lymphoma.  Granted  that  the  pa- 
tient had  anemia  and  persistent  fever,  these 
are  not  specific  observations  and  can  be 
found  in  any  neoplastic  disease.  There  was 
no  peripheral  lymph  node  enlargement,  no 
mediastinal  widening,  no  splenomegaly,  no 
hint  of  a hemolytic  process.  AU  these  fea- 
tures are  common  in  lymphoma,  be  it 
lymphosarcoma  or  Hodgkin’s  disease.  The 
tumor  was  a single,  solitary  retroperitoneal 
mass.  Lymphosarcoma  and  Hodgkin’s 
disease  may  appear  this  way,  but  rarely. 
Soft-tissue  sarcomas  commonly  are  seen  as  a 
solitary  mass,  and  I shall  have  to  select  one 
of  them  as  my  final  diagnosis.  Clinically, 
there  is  no  real  way  of  deciding;  it  is  a micro- 
scopic diagnosis.  However,  the  tumor  was 
not  radiolucent,  so  I shall  exclude  lipo- 
sarcoma on  that  feeble  ground,  knowing  full 
well  that  as  fatty  tumors  become  malignant 
they  can  lose  their  radiolucency.  The  tumor 
is  described  as  “stony  hard.”  This  suggests 
a tumor  of  the  consistency  of  fibrosarcoma  or 
leiomyosarcoma,  and  I would  have  to  infer 
that  this  tumor  was  one  or  the  other. 


Michael  S.  Bruno,  M.D.:  I agree  that 
the  retroperitoneal  mass  is  probably  a 
sarcoma.  I saw  this  patient  several  times 
on  rounds  prior  to  operation,  and  that  was 
one  of  the  strong  possibilities.  However, 
fibrosarcoma  is  very  rare  in  the  retroperito- 
neal space.  Don’t  you  think  some  other  cell 
type  is  more  probable? 

Dr.  Krentz:  Statistically,  yes.  But  I am 
impressed  by  the  hardness  of  the  mass  and 
its  possible  lobulation,  hence  my  preference 
for  fibrous  or  muscular  origin. 

Dr.  Bruno:  Is  lobulation  on  roentgen- 

ography a significant  point  in  differential 
diagnosis  of  retroperitoneal  masses? 

Dr.  Moynahan:  Not  to  any  great  extent. 
I don’t  think  any  radiologist  would  commit 
himself  to  a cell-of-origin  diagnosis  on  that 
feature.  Even  matted  lymph  nodes  can  cast 
a lobulated  shadow. 

Mardoqueo  I.  Salomon,  M.D.:  The 

clinical  features  of  an  unexplained,  irregular 
fever  which  persisted  for  a few  weeks  coupled 
with  nondescript  skin  changes  are  very  sug- 
gestive of  a lymphoma  or  Hodgkin’s  disease. 

Dr.  Krentz:  Malignant  lymphoma  of 

one  type  or  another  is  a distinct  possibility. 
Even  though  most  patients  with  lymphoma 
present  signs  and  symptoms  of  peripheral 
lymphadenopathy,  or  if  that  is  not  the  initial 
complaint,  it  is  found  on  physical  examina- 
tion; nonetheless  we  do  see  from  time  to 
time  a primary  retroperitoneal  lymphoma 
without  evidence  of  peripheral  lymphade- 
nopathy. I don’t  know  of  any  way  to  make 
an  affirmative  diagnosis  of  lymphoma  in  such 
a patient  preoperatively  unless  there  are 
hematologic  abnormalities,  splenomegaly,  or 
some  feature  which  directs  one’s  attention 
preferentially  to  the  lymphoid  or  reticulo- 
endothelial system.  In  the  absence  of  such 
evidence  in  this  patient,  I prefer  to  make  a 
diagnosis  of  a tumor  of  connective  tissue 
origin. 

Clinical  Diagnosis 

1.  ? Retroperitoneal  neoplasm,  ? lymphoma, 
??  soft  tissue  sarcoma 

2.  ? Ovarian  tumor 

Dr.  Krentz’s  diagnosis 

1.  Retroperitoneal  soft  tissue  sarcoma, 
? fibrosarcoma,  ? leiomyosarcoma 
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Pathologic  report 

William  B.  Ober,  M.D.:  Possibly  the 
most  extraordinary  feature  of  this  case  is 
that  the  patient  was  operated  on  by  a 
gynecologist  for  a pelvic  mass  and  did  not 
have  a hysterectomy  performed.  At  lapa- 
rotomy the  mass  was  found  to  be  lobulated 
as  Dr.  Krentz  suspected.  It  extended  to  the 
obturator  area  on  the  right  pelvic  wall  and 
involved  the  major  iliac  vessels  in  that  re- 
gion. It  was  not  resectable.  After  exposure 
the  mass  was  found  to  be  composed  of  a 
number  of  enlarged  lymph  nodes  clustered 
and  matted  together;  one  of  these  was  taken 
for  histopathologic  study.  The  aortic  lymph 
nodes  were  not  enlarged,  and  the  process 
seemed  confined  to  the  pelvic  retro- 
peritoneum. 

The  lymph  node  measured  3.5  by  2 Gm.; 
its  architecture  was  destroyed,  and  its  sub- 
stance was  replaced  by  a pleomorphic 
proliferation  of  reticulum  cells,  abnormal 
lymphoid  cells,  plasma  cells,  and  occasional 
eosinophils  (Fig.  2A).  There  was  slight 
fibrosis  but  no  necrosis.  Typical  Reed- 
Sternberg  cells  were  identified  with  ease, 
some  with  three  nuclei  (Fig.  2B),  some  with 
multiple  nuclei  (Fig.  2C),  and  with  ab- 
normal mitoses  (Fig.  2D).  The  lesion  was 
classified  as  Hodgkin’s  disease,  granuloma 
type,  and  the  presence  of  many  mitoses  was 
thought  to  augm  a more  rapid  clinical  course 
than  average. 

One  of  the  reasons  this  case  was  selected 
is  that  its  management  presented  rather  dif- 
ficult problems,  and  I shall  ask  Dr.  Kamlet 
to  summarize  them. 

Dr.  Kamlet;  Following  operation  and 
the  establishment  of  a histopathologic  diag- 
nosis, persistent  spiking  fever  as  high  as  104 
F.  continued  for  three  weeks  in  the  absence 
of  overt  infection  and  with  no  response 
to  antibiotics.  Spontaneous  remission  oc- 
curred, and  the  patient  became  afebrile  and 
asymptomatic.  Decision  as  to  specific 
therapy  was  reserved  for  a brief  period. 
However,  by  about  five  weeks  after  opera- 
tion the  hemoglobin  had  declined  to  8.8 
Gm.  per  100  ml.,  the  liver  became  palpable 
3 cm.  below  the  costal  margin,  and  a brief 
episode  of  gram-negative  urinary  tract 
infection  had  responded  to  nitrofurantoin 
(Furadantin). 

Several  possible  modalities  of  lymphoma 
therapy  were  considered.  When  an  episode 


of  apparent  Pel-Ebstein  fever  accompanied 
by  malaise  and  anorexia  supervened,  a full 
course  of  nitrogen  mustard  therapy  was 
given  about  the  end  of  May,  1961.  Rapid 
defervescence  of  symptoms  and  fever  was 
achieved,  leukopenia  of  2,800  was  obtained, 
and  the  alkaline  phosphatase  fell  to  normal 
levels.  Therapeutic  remission  lasted  for 
only  two  months.  Fever,  accompanied  by 
anemia,  malaise,  and  anorexia  recurred 
toward  the  end  of  July,  and  the  alkaline 
phosphatase  rose  to  20  imits.  Full  dosage 
of  corticosteroids  yielded  a dramatic  sub- 
jective improvement;  objectively,  fever 

disappeared,  and  the  hemoglobin  rose  from 
8.2  to  10.3  Gm.  per  100  ml.  However, 
under  the  influence  of  corticoids,  diabetes 
developed  rapidly,  blood  sugar  levels  rising 
as  high  as  350  mg.  per  100  ml. 

During  the  next  eight  months  her  course 
was  characterized  by  three  major  problems: 
intermittent  urinary  tract  infections; 

sporadic  bouts  of  fever,  malaise,  anorexia, 
and  intractable  anemia  suggesting  continued 
lymphomatous  activity;  and  persistence 
of  diabetes  after  steroids  were  discontinued. 
At  no  time  was  there  peripheral  lymphade- 
nopathy,  chest  x-ray  films  failed  to  disclose 
mediastinal  or  pulmonary  involvement,  and 
there  was  no  x-ray  evidence  of  bone  in- 
volvement. A liver  biopsy  did  not  demon- 
strate hepatic  spread,  and  there  was  never 
any  jaundice.  The  alkaline  phosphatase 
levels  behaved  in  a singular  manner, 
fluctuating  from  10  to  35  units  despite  the 
apparent  absence  of  osseous  or  hepatic 
disease;  actually,  the  rise  and  fall  of  this 
serum  enzyme  seemed  to  coincide  with 
exacerbations  and  remission  of  the  symptoms 
ascribed  to  lymphoma  activity  and  their 
response  to  chemotherapy. 

She  was  readmitted  to  the  hospital  three 
times  during  this  eight-month  period  and 
was  treated  with  twelve  doses  of  vinblastine 
sulfate  (Velban),  responding  to  each  treat- 
ment for  only  brief  periods.  Her  final  ad- 
mission was  in  March,  1962.  The  hemo- 
globin was  7.3  Gm.  per  100  ml.,  the  white 
blood  cell  count  12,000,  and  the  alkaline 
phosphatase  28  units.  Albuminuria  and 
glycosuria  were  absent,  but  the  fasting 
blood  sugar  was  268  mg.  per  100  ml.  The 
last  dose  of  vinblastine  sulfate  was  given 
on  April  30,  1962.  The  next  day  she  be- 
came hypotensive  and  unresponsive.  Sup- 
portive therapy  included  hydrocortisone 
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FIGURE  2.  (A)  Medium-power  view  of  lymph  node  removed  at  laparotomy  showing  replacement  by  a 
variegated  mixture  of  proliferated  reticulum  cells,  lymphocytes,  plasma  cells,  and  eosinophils.  Multi- 
nucleated  Reed-Sternberg  cells  are  visible  at  this  magnification.  (B)  High-power  detail  of  the  lymph  node 
iri  Figure  2A  showing  a Reed-Sternberg  cell  with  three  nuclei.  (C)  High-power  detail  of  the  lymph  node  in 
Figure  2A  showing  a number  of  Reed-Sternberg  cells,  some  with  many  nuclei.  (D)  High-power  detail  of  the 
lymph  node  in  Figure  2A  showing  similar  features  as  well  as  an  abnormal  mitotic  figure. 
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FIGURES.  (A)  Medium-power  view  of  a preaortic  lymph  node  at  autopsy  showing  a large  number  of  bizarre, 
hyperchromatic  cells  in  the  peripheral  sinus.  Are  these  cells  going  to  the  node  or  coming  from  it?  (B) 
Medium-power  view  of  a preaortic  lymph  node  at  autopsy  showing  para-amyloid  material  interspersed  be- 
tween aggregates  of  Hodgkins’s  tissue. 


which  appeared  to  improve  her  blood 
pressure,  but  she  developed  diabetic  acidosis 
and  died  on  May  8,  1962,  fourteen  months 
after  her  first  admission.  At  no  time  was 
any  radiotherapy  given. 

Dr.  Ober:  Postmortem  findings  showed 

that  the  Hodgkin’s  disease  was  confined  to 
lymph  nodes  with  only  two  small  foci  in  an 
otherwise  normal  spleen.  The  lesion  was 
maximal  in  the  iliac,  pelvic,  and  aortic 
lymph  nodes,  but  disease  was  present  to  a 
lesser  degree  in  inguinal,  axiUary,  and  supra- 
clavicular nodes.  There  was  no  involve- 
ment of  the  mediastinum.  The  lungs, 
liver,  and  other  parenchymatous  organs  were 
free  of  Hodgkin’s  disease.  There  were 
bilateral  pleural  effusions  of  400  cc.  and 
ascites  to  1,000  cc.  Pulmonary  edema  was 
severe.  Morphologic  confirmation  of  di- 
abetes was  not  evident;  tbe  adrenal  glands 
showed  narrow  cortices  with  depleted  lipoid. 
Both  kidneys  showed  shallow  U-shaped 
scars  on  the  capsular  surface,  but  the  inter- 
vening parenchyma  was  grossly  normal. 

Microscopic  observations  of  note  included 
the  presence  of  many  bizarre  cells  with  large, 
hyperchromatic  nuclei  in  the  peripheral 


sinuses  of  lymph  nodes  (Fig.  3A),  and  an 
occasional  lymph  node  showed  para-amyloid 
change  in  areas  replaced  by  Hodgkin’s 
tissue  (Fig  3B).  Tbe  microscopic  features 
of  the  lesion  had  not  been  changed  greatly  by 
chemotherapy.  Microscopic  examination  of 
the  renal  scars  were  consistent  with  healed 
pyelonephritis  (Fig.  4).  If  we  assume  that 
the  patient’s  kidneys  were  normal  before  her 
first  admission  and  that  her  first  attack  of 
pyelonephritis  occurred  in  May,  1961, 
secondary  to  ureteral  displacement  by 
tumor,  it  is  of  some  interest  to  note  that 
significant  thickening  of  medium-sized 
arteries  near  pyelonephritic  scars  can  develop 
in  no  longer  than  one  year.  The  autopsy 
yielded  two  significant  negative  observa- 
tions. First,  despite  the  repeated  doses  of 
vinblastine  sulfate  there  was  no  evidence  of 
aplasia,  hypocellularity,  or  depression  of  the 
bone  marrow.  There  was  a slight  increase 
in  erythropoiesis  in  the  specimens  taken 
from  the  sternum  and  vertebrae;  granu- 
locytopoiesis  was  normal.  Second,  despite 
the  combination  of  lymphoma,  chemo- 
therapy, and  corticoid  therapy  there  was 
no  evidence  of  any  mycosis.  A recent  article 
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FIGURE  4.  (A)  Low-power  view  of  kidney  showing  a U-shaped  depression  at  the  capsular  surface  created 
by  a healed  linear  scar  of  pyelonephritis.  (B)  Detail  of  Figure  4A  showing  a minimal  lymphocytic  interstitial 
exudate,  thyroidization  of  tubules,  and  thickening  of  an  interlobular  artery. 


by  Hutter  and  Collins’*  describes  experience 
at  a cancer  hospital  with  mycoses  in  a similar 
context.  During  the  decade  of  1950  to  1959 
they  observed  a fifteen-fold  increase  in 
mycotic  infection.  Candida  is  the  most 
frequent  pathogen,  but  actinomycetes,  As- 
pergillus, and  Cryptococcus  have  also  be- 
come more  frequent.  In  patients  who  have 
antecedent  diabetes  or  who  have  developed 
iatrogenic  diabetes,  such  as  this  patient  did, 
mucormycosis  is  also  a potential  hazard.’ 
Before  beginning  the  prosection  on  this 
patient,  I was  so  bold  as  to  hazard  a guess 
that  we  might  find  Mucor.  Alas  for  the 
pathologist’s  prescience,  I was  unable  to 
find  it. 

Dr.  Moynahan;  What  was  the  filling 
defect  in  the  right  renal  pelvis? 

Dr.  Ober:  Just  a pouchlike  diverticu- 

lum as  you  predicted. 

Dr.  Bruno;  It  is  always  easy  to  use  the 
retrospectroscope  when  one  has  a less  than 
satisfactory  result.  Sometimes,  however, 
it  is  profitable  to  analyze  what  one  has  done 
and  see  if  one  would  manage  matters 
differently  in  a subsequent  case.  In  this 
patient,  once  the  diagnosis  was  established 


there  were  two  important  decisions  to  be 
made:  when  to  treat  her  and  with  what  to 
treat  her.  Regarding  the  time  element,  ther- 
apy was  deferred  for  a while  pending  further 
investigation  for  infection,  and  during  this 
study  a urinary  tract  infection  actually  did 
supervene,  secondary  to  ureteral  obstruction 
by  the  pelvic  mass.  I don’t  think  that  the 
delay  in  starting  treatment  was  very  help- 
ful. Patients  with  lymphoma  of  any  type 
are  highly  susceptible  to  all  sorts  of  infection 
because  of  alterations  in  their  immunologic 
defenses.  Probably  the  best  way  to  control 
or  prevent  infection  is  to  treat  the  lymphoma 
vigorously. 

Regarding  the  modality  of  therapy,  the 
problem  is  like  a multiple-choice  examina- 
tion. Perfusion  technics  were  not  feasible 
because  of  the  location  of  the  mass.  Steroid 
therapy  alone  would  not  have  been  suitable 
primary  therapy,  since  it  has  but  little 
effect  on  the  course  of  disease  unless  it  is 
used  in  conjunction  with  other  agents. 
The  principal  decision  was  whether  to  use 
nitrogen  mustard  alone,  radiation  therapy 
alone,  or  a combination  of  both.  It  was 
felt  that  systemic  disease  was  present  be- 
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cause  of  the  elevated  alkaline  phosphatase  in 
the  face  of  a lack  of  evidence  for  osseous 
disease.  Ergo,  the  use  of  folic  acid  an- 
tagonists, nitrogen  mustard  first,  then  vin- 
blastine sulfate  was  selected.  The  remission 
following  nitrogen  mustard  therapy  was  only 
for  two  months,  much  less  than  was  hoped 
for.  At  this  point  corticoids  were  employed 
rather  than  radiation  of  the  retroperitoneal 
area  because  it  was  feared  that  ionizing 
radiation  to  any  extensive  hematopoietic 
region  might  be  disastrous.  Unfortimately, 
she  developed  diabetes  as  a complication 
of  corticoid  therapy.  I do  not  know  whether 
or  not  she  was  a latent  diabetic  individual 
to  begin  with;  her  original  blood  sugar 
level  was  normal.  However,  only  rarely 
have  I seen  this  degree  of  hyperglycemia  and 
its  persistence  after  medication  was  dis- 
continued. We  must  ask  oiurselves  at  this 
juncture  whether  or  not,  if  confronted  by  a 
similar  situation,  we  might  not  more 
profitably  advise  another  course  of  nitrogen 
mustard  (or  vinblastine  sulfate)  supple- 
mented by  radiotherapy. 

One  of  the  unusual  aspects  of  this  patient’s 
course  was  the  alkaline  phosphatase.  As 
Dr.  Kamlet  pointed  out,  we  could  not 
demonstrate  liver  or  bone  involvement  when 
the  patient  was  alive,  and  Dr.  Ober  could 


not  do  so  at  autopsy.  The  alkaline  phos- 
phatase level  seemed  to  rise  and  fall  with 
exacerbations  and  remission  of  her  manifesta- 
tions of  lymphoma.  Can  we  suggest  on  this 
evidence  that  the  tumor  might  have  been 
elaborating  this  enzyme,  or  a member  of 
this  family  of  enzymes? 

Final  anatomic  diagnoses 

1.  Hodgkin’s  disease,  involving  retroperi- 
toneal and  preaortic  lymph  nodes  (generalized) 
and  spleen  (focal) 

2.  Pulmonary  congestion  and  edema 

3.  Pleural  effusions,  bilateral  (400  cc.) 

4.  Ascites  (1,000  cc.) 

5.  Healed  pyelonephritis,  bilateral 

6.  (Diabetes  mellitus  with  acidosis) 

7.  Chronic  cholecystitis  and  cholelithiasis 
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Schistosomiasis 
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New  York  City* 

T HE  RENASCENCE  of  tropical  medicine  in 
the  United  States  is  due  primarily  to  the 
recent  increase  in  the  domestic  incidence  of 
schistosomiasis,  a parasitic  infection  that 
American  clinicians  must  consider  more  often 
in  differential  diagnosis  than  any  other  trop- 
ical disease.  In  the  past  decade  nearly  1 
million  citizens  have  come  to  New  York  City 
alone  from  areas  of  Latin  America  where  the 
disease  is  endemic,  and  the  migration  of 
these  people  to  other  sections  of  the  nation 
is  just  begirming.  Careful  studies  indicate 
that  over  one  third  of  the  Puerto  Rican  pop- 
ulation harbor  Schistosoma.  Over  150  mil- 
lion persons  throughout  the  world  are  in- 
fected with  the  disease,  and  the  global  in- 
cidence, in  contrast  to  that  of  other  parasitic 
infections,  is  rising.  Further,  it  is  likely  to 
increase  even  more  in  the  next  few  years  as 
irrigation  and  reclamation  projects  in  un- 
derdeveloped countries  allow  wider  dissemi- 
nation of  infected  snail  vectors. 

The  speed  of  modern  air  travel,  the  rela- 
tively long  incubation  period  of  the  disease, 
and  the  parasite’s  distribution  over  a vast 
geographic  area  make  a knowledge  of  the 
acute  manifestations  of  schistosomiasis  essen- 
tial for  the  American  clinician.  Since  the 
active  disease  may  exist  thirty  years  after 
the  initial  infection,  with  pathologic  changes 
in  many  organs  of  the  body,  the  detection  of 
chronic  schistosomiasis  should  be  as  fre- 
quent as  the  awareness  of  the  possibility. 

Recent  improvements  in  laboratory  meth- 
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ods  of  diagnosis  and  advances  in  pharmaco- 
logic and  surgical  therapy  contribute  to  the 
clinical  challenge  of  schistosomiasis.  In- 
vestigators, stimulated  by  the  vast  numbers 
of  people  infected  and  the  appalling  gaps  in 
our  knowledge  of  the  disease,  are  attempting 
to  unravel  facts  from  a mass  of  experimental, 
epidemiologic,  and  clinical  data.  Immuno- 
logic studies  and  studies  of  the  pathology 
of  the  parasite  and  of  the  relation  of  schisto- 
somiasis to  bladder  cancer  are  in  progress. 
A search  is  being  made  for  effective  moUusca- 
cides  and  new  drugs  to  treat  the  disease. 
Many  aspects  of  the  natural  history,  pre- 
vention, and  treatment  of  schistosomiasis  are 
being  investigated.  Physicians  in  the  New 
York  area  have  an  unusual  opportunity  to 
study  the  disease  because  they  have  avail- 
able a large  population  known  to  harbor  the 
parasite  but  no  longer  exposed  to  reinfec- 
tion. 

Three  species  of  Schistosoma,  S.  mansoni, 
S.  haematobium,  and  S.  japonicum,  cause 
significant  disease  in  man.  Since  Manson’s 
schistosomiasis  is  the  variety  prevalent  in 
Latin  America  and  therefore  is  seen  most 
often  in  the  United  States,  this  infection  will 
be  considered  first.  Schistosomiasis  caused 
by  S.  haematobium  and  S.  japonicum  will 
be  discussed  in  subsequent  articles. 

Life  cycle  of  S.  mansoni 

A fresh  water  snail  is  a necessary  inter- 
mediate vector  in  the  transmission  of  schisto- 
somiasis. Appropriate  snails  for  S.  mansoni, 
for  example,  Australorbis  glabratus  in 
Puerto  Rico,  are  found  only  in  Africa,  north- 
eastern South  America,  and  the  West  Indies. 
The  life  cycle  of  the  parasite  commences 
when  schistosomal  eggs  that  have  been 
passed  in  the  excreta  of  an  infected  human 
being  into  a body  of  fresh  water  hatch 


June  1,  1963  / New  York  State  Journal  of  Medicine  1691 


FIGURE  1.  Rectal  mucosal  biopsy  showing  (left)  ulceration  and  inflammation  and  (right)  invasion  by 
lateral-spined  schistosoma. 


miracidia.  The  miracidia  enter  the  host 
snail  and  in  approximately  one  month  are 
liberated  as  motile,  infective  cercariae.  In 
this  stage  of  development  the  parasite  enters 
the  human  being,  either  by  penetrating  the 
skin  of  a person  wading  or  in  contaminated 
drinking  water.  Within  three  weeks  the 
cercariae  mature  into  adult  worms,  and  after 
copulation,  eggs  are  produced  and  passed 
in  the  feces  of  the  human  being,  thus  com- 
pleting the  life  cycle. 

Pathophysiology 

The  pathophysiologic  manifestations  of 
schistosomiasis  last  from  the  moment  of 
entry  of  the  cercariae  until  long  after  the 
evacuation  of  the  final  egg.  As  the  head  of 
the  cercaria  penetrates  the  human  skin  (its 
body  and  tail  disengage),  an  acute  inflam- 
matory reaction  occurs.  An  urticarial  wheal 
may  develop,  with  marked  leukocytic  in- 
filtration in  the  stratum  corneum  and  basal 
layer  of  the  epidermis.  The  larvae  are 
swept  through  lymphatic  and  vascular 
channels  to  the  liver,  where  they  mature 
for  two  to  three  weeks.  Histologic  changes 
during  this  phase  of  development  are  caused 
by  the  local  migratory  movements  of  the 
parasite  and  by  general  sensitization  reac- 
tions. Small  areas  of  hemorrhage  and  local- 
ized inflammation  with  acute  visceral  dis- 
tention may  be  found  in  the  liver,  lungs,  and 
spleen.  Peripheral  eosinophilia,  urticaria, 
and  bronchial  constriction  form  part  of  the 
wide.spread  allergic  disease  condition. 

The  adult  worms  migrate  from  the  liver 
against  the  portal  stream  to  their  final  resting 


Ijlace  in  the  inferior  hemorrhoidal  and  mesen- 
teric vessels.  In  the  human  being  there  is 
little  reaction  to  the  intravascular  adult 
worms.  However,  as  the  female  parasite 
produces  eggs,  acute  and  chronic  changes 
occur.  The  exact  mechanism  of  intestinal 
penetration  by  ova  deposited  in  the  mesen- 
teric vessels  is  unknown.  A lytic  substance 
secreted  by  the  egg  elicits  an  inflammatory 
reaction,  with  neutrophilic  and  eosinophilic 
infiltration,  formation  of  submucosal  ab- 
scesses, edema,  hypertrophy  and  petechial 
hemorrhage  of  the  mucosa  (Fig.  1).  Eggs 
swept  back  into  the  circulatory  system 
produce  foci  of  hepatic  necrosis  around  the 
portal  veins  and  incite  pseudotubercle  forma- 
tion. This  characteristic  lesion  consists  of 
the  necrotic  egg  surroimded  by  epithelioid 
and  giant  cells,  with  connective  tissue  pro- 
liferation. At  least  part  of  the  hepatic  and 
much  of  the  systemic  reaction  during  this 
acute  phase  of  schistosomiasis  is  a hyper- 
sensitivity reaction  to  the  foreign  parasitic 
protein.  Eosinophilia,  urticaria,  pyrexia, 
and  vascular  and  bronchiolar  constriction 
are  therefore  frequent. 

The  cumulative  damage  from  multiple 
acute  episodes  of  egg  deposition  and  dissemi- 
nation produces  the  pathologic  manifesta- 
tions of  chronic  schistosomiasis.  The 
colonic  wall  becomes  thickened,  rigid,  and 
fibrotic,  and  the  mucosa  is  often  granular 
and  friable.  Polyps,  bowel  strictures,  and 
rectal  prolapse  are  occasional  comphcations. 

The  severity  of  chronic  schistosomal  liver 
damage  bears  only  a slight  relationship  to 
the  extent  of  parasitic  infection.  Prolifera- 
tion and  cicatrization  around  pseudo- 
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FIGURE  2.  Hepatic  schistosomiasis  with  intia- 
lobular  fibrosis,  vascular  dilatation,  and  calcified 
ova. 


tubercles  results  in  periportal  fibrosis,  pipe- 
stem  cirrhosis,  and  portal  hypertension  (Fig. 
2).  Hepatic  parenchymal  changes  char- 
acteristic of  postnecrotic  cirrhosis  also  occur, 
and  they  explain  the  high  incidence  of  post- 
sinusoidal  hypertension  and  ascites.  In 
tropical  disease  areas  where  malnutrition 
and  multiple  parasitic  infections  are  the  rule, 
it  is  extremely  difficult  to  ascribe  diffuse 
pathologic  alterations  to  one  cause.  Con- 
trolled animal  experiments  and  studies  in 
man  outside  schistosomiasis  areas  indicate 
that  the  primary  hepatic  damage  is  caused 
by  the  ovum,  while  continuing  destruction 
may  be  attributed  to  immunologic  response 
and  ischemia.  As  cirrhosis  develops  and 
portal  hypertension  rises,  hypersplenism 
may  occur,  and  gastric,  esophageal,  and 
hemorrhoidal  varices  form  as  collateral 
blood  charmels.  Rupture  of  esophageal 
and  gastric  varices  accentuates  the  hepatic 
ischemia  in  chronic  schistosomiasis. 

Dilatation  of  the  hemorrhoidal  plexus  and 
evolution  of  portopuhnonary  anastomoses 
in  the  patient  with  cirrhosis  provide  direct 
channels  for  parasitic  dissemination  to  the 
lungs.  The  ova  incite  an  allergic  arteriolitis 
and  eventually  an  obliterative,  granulom- 
atous arteritis  (Fig.  3).  Pulmonary  hy- 
pertension and  secondary  right  ventricular 
enlargement  (cor  pulmonale)  develop. 

Schistosomal  granulomas  occasionally  in- 
volve the  nervous  system,  usually  in  the 
form  of  expanding  spinal  cord  tumors. 
Bizarre  pathologic  patterns  of  S.  mansoni 
invasion  of  the  brain,  genitalia,  skin,  and 
viscera  are  sufficiently  rare  to  deserve  report 
in  the  literature. 


FIGURE  3.  Pseudotubercle  formation  in  pul- 
monary schistosomiasis.  Central  calcified  ovum, 
peripheral  leukocytic  infiltration,  and  granulom- 
atous change  are  characteristic. 


Clinical  manifestations 

The  most  common  clinical  finding  in 
Manson’s  schistosomiasis  occurs  with  the 
initial  infection.  Over  95  per  cent  of 
Puerto  Rican  patients  in  one  study  had  a 
pruritic  dermatitis  at  the  time  of  cercarial 
penetration.  A transient  macular  eruption 
is  frequent,  and  occasionally  diffuse  ery- 
thema and  urticaria  are  seen.  Since  this 
reaction  lasts  less  than  twenty-four  hours  in 
almost  all  cases,  however,  it  is  rarely  seen 
outside  regions  where  the  disease  is  endemic. 
Later  manifestations  of  the  disease  are 
neither  specific  nor  consistent. 

Depending  on  the  degree  of  host  re- 
sistance, signs  and  symptoms  may  or  may 
not  occur  during  the  phase  of  parasitic 
migration,  maturation,  and  egg  deposition. 
A severe  reaction,  easily  correlated  with  the 
symptoms  described,  may  include  fever, 
abdominal  pain,  cough,  hemoptysis,  urti- 
carial rash,  headache,  malaise,  anorexia, 
recurrent  diarrhea  with  fecal  blood  and 
mucus,  tenesmus,  and  hepatosplenomegaly. 
Evidence  of  chronic  infection  is  also  diffuse 
and  in  those  with  severe  intestinal  and 
hepatic  lesions,  includes  hematemesis,  me- 
lena,  ascites,  weight  loss,  malaise,  alter- 
nating diarrhea  and  constipation,  paUor, 
and  fever.  Pulmonary  involvement  may 
result  in  failure  of  the  right  side  of  the  heart, 
with  dyspnea  and  syncope  on  exertion, 
hemoptysis,  and  cyanosis.  In  the  rare 
patient  with  involvement  of  the  central 
nervous  system  or  other  unusual  sites. 
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clinical  findings  are  appropriate  to  the 
pathologic  changes. 

Diagnosis 

Visualization  of  eggs,  remnants,  or  parts 
of  the  adult  worm  is  necessary  for  the  diag- 
nosis of  Manson’s  schistosomiasis.  Hema- 
tologic and  immimologic  tests  may  provide 
the  initial  evidence  of  infection  and  the 
stimulus  for  an  intensive  search  for  the 
parasite.  The  morphologic  identification  of 
S.  mansoni  nevertheless  remains  the  only 
certain  basis  for  diagnosis. 

Six  to  eight  weeks  after  primary  infection, 
lateral-spined  ova  of  S.  mansoni  may  be 
detectable  in  the  stool.  Since  it  is  not 
primarily  a lumenal  parasite,  eggs  may  be 
few  in  number,  and  concentrating  technics 
can  increase  the  positive  yield  by  50  to  75 
per  cent.  The  easiest  method  is  a double 
sedimentation  in  lukewarm  tap  water,  with 
straining  through  standard  surgical  gauze. 
When  the  supernatant  clears  (in  approxi- 
mately thirty  to  forty  minutes)  the  sediment 
is  examined  under  the  microscope.  Since 
eggs  will  hatch  into  miracidia  within  foirr 
hours,  microscopy  should  not  be  delayed. 
The  ova  are  a yeUow-brown  color,  elongated 
(100  X 60  microns),  and  with  a prominent 
lateral  spine. 

Alternate  methods  of  detecting  ova  in  the 
rectal  mucosa  include  microscopy  of  mucus 
removed  by  digital  or  instrument  manipula- 
tion and  direct  examination  of  a proctoscopic 
snip  of  a rectal  valve  pressed  between  two 
slides.  Half  of  the  rectal  biopsy  specimen 
should  be  examined  directly  and  the  re- 
mainder preserved  for  histologic  sections 
(Fig.  1 j . Inspection  with  the  sigmoidoscope 
may  reveal  a characteristic  granular  mucosa, 
with  small  punctate  hemorrhages  and  iso- 
lated ulcerations.  Polyps  are  uncommon, 
and  the  findings  will  be  normal  in  at  least 
50  per  cent  of  patients  with  chronic  schisto- 
somiasis. Liver  biopsy  with  the  percu- 
taneous Manghini  or  Vim-Silverman  needle 
is  a useful  and  safe  method  of  assessing 
hepatic  involvement  in  advanced  schisto- 
somiasis (Fig.  2)  but  should  not  serve  as  a 
substitute  for  fecal  or  rectal  examination. 

Immunologic  tests  using  cercariae  and 
adult  worms  as  antigenic  substance  are  of 
many  varieties:  skin  tests  and  hemag- 

glutination, circumoval,  complement-fixa- 
tion, test  tube,  and  slide  flocculation  exami- 


nations. The  skin  and  complement-fixa- 
tion tests  have  been  most  widely  used,  and 
in  extensive  epidemiologic  surveys  they 
demonstrate  a sensitivity  of  90  per  cent  or 
better.  False  positive  and  false  negative 
test  results  do  occur,  however,  so  that  a 
decision  on  therapy  should  not  be  based 
solely  on  these  tests.  A positive  result, 
however,  in  a patient  in  whom  stool  and 
biopsy  examinations  show  a negative  result 
demands  vigorous  reinvestigation  and  repe- 
tition ofstandard  diagnostic  measures. 

The  procedure  in  the  skin  test  is  as  follows: 
An  intracutaneous  injection  of  0.05  ml.  of 
cercarial  antigen  is  given.  Fifteen  minutes 
later  the  size  of  the  wheal  is  measured.  The 
results  of  the  test  are  considered  positive  if 
the  wheal  is  greater  than  1 cm.  square. 

Blood  tests  provide  ancillary  evidence 
of  infection  in  both  the  early  and  late 
phases  of  schistosomiasis.  Eosinophilia 
during  the  acute  stage  of  maturation  and 
egg  deposition  usually  exceeds  15  per  cent 
but  may  be  normal  in  the  patient  with 
chronic  disease.  Anemia  from  schistosomi- 
asis alone  is  rare.  Liver  function  test  re- 
sults in  the  patient  with  advanced  disease 
are  often  abnormal.  Bromsulphalein  and 
cephalin  flocculation  tests  are  often  elevated, 
whereas  the  measurements  of  active  liver 
damage  are  usually  normal. 

Splenic  portography  can  outline  the  vascu- 
lar comphcations  of  schistosomal  cirrhosis. 
The  investigation  of  the  more  unusual  sites 
of  S.  mansoni  infection  may  require  a wide 
variety  of  appropriate  tests. 

Treatment 

The  diagnosis  of  Manson’s  schistosomiasis 
outside  tropical  areas  is  not  always  an  indi- 
cation for  therapy.  If  there  is  immunologic 
evidence  of  infection,  for  example,  but  no 
eggs  can  be  demonstrated,  it  is  usually  ad- 
visable to  withhold  treatment.  Not  only  is 
the  patient  no  longer  exposed  to  the  cumula- 
tive insults  of  reinfection  but  also  has  ap- 
parently had  sufficient  host  resistance  or 
previous  therapy  to  inactivate  the  parasite. 
The  dubious  benefits  of  treating  asympto- 
matic patients  over  the  age  of  fifty  to  fifty - 
five  are  outweighed  by  the  complications 
that  must  be  expected  with  currently  avail- 
able drugs. 

However,  in  younger  patients  and  in 
patients  in  whom  the  eggs  of  S.  mansoni  can 
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be  demonstrated  or  who  show  evidence  of 
extra-intestinal  schistosomal  lesions,  therapy 
should  be  instituted.  Stibophen  (Fuadin), 
despite  many  drawbacks,  remains  the  drug  of 
choice  for  adults  with  both  symptomatic  and 
asymptomatic  S.  mansoni  infection.  An 
adequate  course  of  therapy  (80  to  100  ml.) 
requires  intramuscular  injections  thrice 
weekly  for  six  to  eight  weeks.  It  is  in- 
effective in  20  per  cent  of  patients  and 
incites  toxic  reactions  in  60  per  cent. 
Nevertheless,  the  alleviation  of  acute  dysen- 
tery and,  primarily,  the  prevention  of 
hepatopulmonary  lesions  justify  therapy. 
However,  it  should  not  be  used  in  infants. 
Other  contraindications  to  its  use  include 
severe  cardiac,  vascular,  liver,  and  renal 
disease;  developing  proteinuria,  concomi- 
tant pyrexic  infections,  and  pregnancy. 
In  children  from  1 to  15  years  of  age, 
lucanthone  hydrochloride  (Miracil  D,  Nilo- 
din)  is  particularly  effective  and  may  be  ad- 
ministered orally.  However,  as  therapeutic 
blood  levels  are  reached,  severe  vertigo, 
nausea,  vomiting,  and  prostration  are 
common. 

In  many  tropical  hospitals,  intravenous 
sodium  or  potassium  antimony  tartrate  re- 
main the  drugs  of  choice  for  Manson’s 
schistosomiasis.  Nevertheless,  in  the  privi- 
leged temperate  zones,  where  treatment  on 
an  outpatient  basis  can  be  carefully  super- 
vised, the  dangers  of  intravenous  medication 
and  the  need  for  hospitalization  during  the 
entire  drug  regimen  contraindicate  the  use 
of  these  substances.  Their  use  should  be 
reserved  for  the  stibophen-resistant  patient. 

Since  all  the  drugs  currently  used  have 


Population  growth  down  slightly 


The  rate  of  population  growth  in  the  United 
States  slackened  slightly  in  1962,  according  to 
the  statisticians  of  Metropolitan  Life  Insurance 
Company. 

Although  the  population  increased  by 
2,760,000  during  1962,  to  a total  of  just  over 
188  million  persons,  the  relative  rise  of  1.5  per 
cent  was  below  the  1.7  per  cent  annual  income 
increase  experienced  in  the  ten  yeai-s  since 
January,  1953. 

Much  of  the  population  gain  in  the  United 
States  reflected  record  high  numbers  of  births. 
More  than  4,150,000  live  births  were  registered 


their  primary  effect  on  the  adult  worm,  eggs 
may  be  found  in  the  stool  for  six  to  eight 
weeks  after  initial  therapy.  Patients  should 
be  considered  “cured”  only  when  stool  and 
or  rectal  biopsy  specimens  remain  negative 
for  S.  mansoni  after  quarterly  examinations 
for  one  year.  Therapeutic  measures  such  as 
portacaval  anastomosis,  cord  decompression, 
or  digitahzation  may,  of  course,  be  useful 
adjuncts  to  the  antischistosomal  drugs  in 
selected  cases.  Patients  visiting  areas  where 
schistosomiasis  is  endemic  should  be  advised 
to  avoid  swimming  or  wading  in  fresh  water 
ponds  or  drinking  the  water.  Worried  pa- 
tients in  areas  such  as  New  York  should  be 
reassiured  that  transmission  of  schisto- 
somiasis from  the  large  Latin  American 
reservoir  cannot  occur  here,  since  the  inter- 
mediate snail  vectors  do  not  migrate  from 
the  tropics. 

4 St.  Pancras  Way,  London  N.  W.  1 
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in  the  country  last  year,  the  ninth  consecutive 
yeai’  that  they  have  exceeded  four  million. 

As  a consequence,  the  population  under  age 
twenty-one  has  grown  very  rapidly  in  the  past 
decade.  It  rose  from  58.1  million  in  January, 
1953,  to  76.1  million  at  the  end  of  1962,  an  in- 
crease of  18  million  or  31  per  cent.  The  same 
proportionate  increase  was  experienced  among 
older  people,  although  in  actual  numbers  per- 
sons aged  sixty-five  and  over  increased  from  13.4 
million  to  only  17.5  million  in  the  same  period. 

The  smallest  relative  increase  in  the  United 
States  population  was  in  the  age  gi'oup  21  to  44, 
which  grew  to  56.8  million  by  the  end  of  the 
year,  a rise  of  only  2 V2  per  cent.  As  a result,  the 
number  of  people  at  these  prime  ages  dropped 
from  35 'to  30  per  cent  of  the  total  population, 
the  statisticians  reported. 
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T HE  SUBCOMMITTEE  ON  Maternal  and  Child 
Welfare  of  the  Medical  Society  of  the  State 
of  New  York  has  accumulated  data  on  300 
deaths  associated  with  pregnancy  which 
occurred  in  New  York  State,  exclusive  of 
New  York  City,  between  the  years  1956  and 
1961.  This  study  started  under  the  chair- 
manship of  the  late  Charles  Gordon,  M.D., 
and  continues  under  the  chairmanship  of 
Edward  C.  Hughes,  M.D. 

The  analysis  is  of  no  vital  statistical 
value,  since  it  does  not  include  aU  the 
deaths  during  the  years  included.  The 
study,  furthermore,  includes  not  only  “of- 
ficial” maternal  deaths,  but  all  types  of 
deaths  occurring  in  pregnant  women  and 
those  who  expired  within  ninety  days  after 
the  termination  of  pregnancy.  The  analysis, 
thus,  presents  various  statistics  on  a group 
of  300  deaths  associated  with  pregnancy. 
It  serves  purposes  ranging  from  satisfying 
natural  curiosity  to  providing  material  of 
clinical  interest  and  pointing  up  areas  de- 
serving of  concentrated  scientific  investiga- 
tion. 

♦ Adviser,  Subcommittee  on  Maternal  and  Child  Welfare. 


The  data  on  the  causes  of  death  are,  of 
course,  by  far  the  most  significant.  The 
reliability  of  the  analysis  may  be  judged 
by  the  fact  that  the  cause  of  death  is  based 
on  autopsy  diagnoses  in  73.66  per  cent  of  the 
deaths.  The  vast  majority  of  the  other 
cases  are  diagnosed  on  the  basis  of  verifiable 
chnical  diagnoses,  and  it  is  our  impression 
that  not  more  than  2 or  3 per  cent  of  the 
diagnoses  are  based  on  “educated  guesses.” 

It  must  be  acknowledged,  however,  that 
certain  difficulties  were  encoimtered  because 
of  incorrectly  recorded  diagnoses.  We  noted 
on  occasion  that  the  death  certificate 
diagnosis  and  the  diagnosis  recorded  on  the 
completed  questionnaires  used  in  the  study 
did  not  correspond.  In  a few  instances  we 
had  photostatic  copies  of  hospital  charts  of 
the  deaths  at  our  disposal.  At  times 
diagnoses  on  death  certificates,  question- 
naires, and  hospital  charts  failed  to  cor- 
respond, and  we  wondered  if  we  were  deal- 
ing with  1 or  3 different  deaths.  Much  has 
been  said  and  written  about  the  importance 
of  accurate  diagnostic  recording,  and  we 
realized  very  early  in  our  study  the  im- 
portance of  simplifying  and  unifying  ter- 
minology, as  well  as  the  need  for  more 
accurate  recording  of  carefully  considered 
diagnoses. 

The  most  difficult  interpretation  and  most 
interesting  facet  of  the  cause  of  death 
factor  involved  the  cases  with  multiple 
causes  for  the  fatality.  The  determination 
of  what  we  have  classified  as  the  basic 
cause  of  death  was  indeed  a challenge,  since 
it  involved  evaluating  the  primary,  con- 
tributory, and  immediate  causes  of  death. 

We  reviewed  the  multiple  cause  of  deaths 
most  carefully  and  then  chose  what  we 
judged  to  be  the  basic  cause  of  death.  An 
example  involves  a rather  commonly  en- 
countered sequence  of  pathologic  condi- 
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TABLE  I.  Maternal  deaths— categories 


Type  of 
Delivery 

Number 
of  Cases 

Percentage 

Undelivered  cases 

49 

16.3 

Vaginal  deliveries 

140 

46.7 

Cesarean  sections 

54 

18.0 

Postmortem  sections 

15 

5.0 

Abortions 

27 

9.0 

Ectopic  pregnancies 

15 

5.0 

Totals 

300 

100.0 

TABLE  II.  Maternal  deaths — age  groups 


Age 

(Years) 

Number 
of  Cases 

Percentage 

Under  20 

22 

7.2 

21  to  25 

43 

14.3 

26  to  30 

71 

23.6 

31  to  35 

77 

25.6 

36  to  40 

62 

21.0 

Over  40 

19 

6.3 

Not  stated 

6 

2.0 

Totals 

300 

100.0 

tions  of  the  placenta,  postpartum  hemor- 
rhage, afibrinogenemia,  and  irreversible 
shock  with  early  exodus  or  varying  degrees 
of  uremia,  occasionally  terminating  in  death 
ascribed  to  Sheehan’s  syndrome.  In  these 
instances  we  classified  the  basic  cause  of 
death  as  the  pathologic  conditions  of  the 
placenta:  that  is,  abruptio  placenta,  placenta 
previa,  and  so  forth. 

The  understanding  of  our  method  will 
clarify  some  otherwise  quite  mysterious 
implications.  Afibrinogenemia  does  not 
appear  as  a cause  of  death,  although  it  was 
encountered  quite  frequently  as  a contrib- 
utory cause  of  death.  Afibrinogenemia 
may  actually  be  a primary  cause  of  death 
in  a few  cases,  since  the  basic  cause,  post- 
partum hemorrhage,  includes  bleeding  due 
to  lacerations,  atonia,  and,  in  a few  instances, 
faulty  blood-clotting  mechanisms. 

This  method  of  handling  multicause 
mortalities  presents  a most  interesting 
stimulation  to  analyze  these  cases  in  various 
ways  for  really  important  knowledge  con- 
cerning clinical  management  and  research 
directed  toward  preventive  channels.  We 
would  postulate  that  one  of  the  most  in- 
teresting and  instructive  categories  wiU 
involve  the  cases  classified  as  “cause  un- 
determined,” although  an  autopsy  was 


TABLE  III. 

Maternal  deaths- 

—gravidity 

Data 

Number 

Percentage 

Primipara 

34 

11.3 

Multipara 

219 

73.0 

Not  recorded 

47 

15.7 

Total 

300 

100.0 

performed.  The  method  of  obtaining  our 
material  will  be  explained  in  the  comment 
portion,  since  the  program  of  the  subcom- 
mittee of  the  Medical  Society  of  the  State 
of  New  York  with  the  active  support  of  the 
Department  of  Health  of  the  State  of  New 
York  is  of  a continuous  nature  and  involves 
an  ever-increasing  source  of  material  for  the 
study  of  deaths  associated  with  pregnancy. 
It  is  of  interest  that  the  volume  of  data 
win  be  increased  substantially  in  the  near 
future  by  the  inclusion  of  deaths  occurring 
in  New  York  City  which  will  approximately 
double  the  annual  number  of  cases  avail- 
able for  study. 

It  is  to  be  hoped  that  the  explanatory  in- 
troduction will  emphasize  our  recognition 
of  an  understandable  lack  of  interest  on  the 
part  of  some  practitioners  in  purely  statis- 
tical material.  The  reader  can  judge  for 
himself,  for  example,  whether  or  not  embo- 
lism has  become  a “waste-basket”  diagnosis 
for  otherwise  unexplained  deaths  associated 
with  pregnancy.  It  may  also  point  out 
that  a few  deaths  are  unexplainable  even  if 
there  are  autopsy  data  available,  and  that 
there  is  no  particular  need  for  reluctance 
in  clinically  diagnosing  deaths  as  “cause 
undetermined”  if  there  is  no  verifiable 
diagnosis  in  nonautopsied  cases. 

Analysis  of  data 

Classification  of  deaths  associated 
WITH  PREGNANCY.  The  deaths  were  sub- 
divided into  categories  of  undelivered  cases, 
vaginal  deliveries,  ces«u*ean  sections,  post- 
mortem cesarean  sections,  abortions,  and 
ectopic  pregnancies  (Table  I). 

Age  analysis.  The  incidence  of  death 
in  the  various  age  groups  is  shown  in 
Table  II. 

Gravidity.  Gravidity  of  patients  in  the 
series  is  shown  in  Table  III.  This  table  is 
simplified  to  a breakdown  of  primiparas, 
multiparas,  and  “gravidity  not  stated.” 
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TABLE  IV.  Period  of  gestation  when  death 
occurred 


Weeks  of 
Gestation 

Number 
of  Cases 

Percentage 

Under  20 

52 

16.6 

20  to  29 

31 

12.2 

30  to  36 

40 

13.3 

37 

10 

2.3 

38 

20 

6.6 

39 

18 

6.0 

40 

105 

35.0 

Over  41 

16 

5.3 

Unknown 

8 

2.7 

Totals 

300 

100.0 

We  do  have  available  for  special  studies 
detailed  past-pregnancy  histories  which 
specify  not  only  the  actual  number  of 
pregnancies,  but  also  the  specific  condition 
of  the  fetus  at  birth,  ranging  from  abortion 
to  living  childern  with  congenital  anomalies, 
and  so  forth. 

Period  of  gestation  at  which  death 
OCCURRED.  The  time  in  pregnancy  when 
death  occurred  is  shown  in  Table  IV.  Those 
deaths  specified  as  under  twenty  weeks 
were  usually  classified  as  abortions  and  in- 
clude the  ectopic  pregnancy  fatalities. 

Prenatal  care.  Table  V shows  the 
number  of  prenatal  visits  in  the  case  reports 
where  this  information  was  available.  These 
data  are  relatively  insignificant  in  some  of 
the  abortion  and  ectopic  fatalities,  but  are 
of  definite  help  in  evaluating  the  quality  of 
prenatal  care  in  such  categories  as  toxemia 
and  cardiac  fatalities. 

Fetal  salvage  in  postmortem  cesarean 
SECTIONS.  The  fetal  salvage  in  15  post- 
mortem sections  is  shown  in  Table  VI. 
It  is  our  impression  that  some  of  the  6 
neonatal  deaths  might  possibly  have  been 
prevented  if  some  controllable  circumstances 
had  not  delayed  the  postmortem  delivery 
of  the  baby. 

Deaths  associated  with  pregnancy. 
Table  VII  lists  the  basic  causes  of  the 
fatalities.  The  cases  are  subdivided  into 
undelivered  cases,  vaginally  delivered  cases, 
cesarean  deliveries,  abortion,  and  ectopic 
pregnancy.  The  number  of  cases  based  on 
autopsy  diagnoses  is  indicated.  These 
subdivisions  are  essentially  a matter  of 
convenience  and  should  not  be  interpreted 
as  implying  that  the  type  of  delivery  was 
necessarily  a factor  in  the  fatality. 


TABLE  V.  Prenatal  care 


Prenatal  Visits 

Number  of  Cases 

None 

17 

1 to  3 

35 

4 to  7 

45 

Over  8 

91 

Unknown  or  not  significant 

112 

Total 

300 

TABLE  \/l.  Postmortem  cesarean 
fetal  salvage 

deliveries — 

Delivery  Data 

Number 

Live  babies 

3 

Neonatal  deaths 

6 

Stillborn  babies 

6 

Total 

15 

The  basic  causes  of  death  are  grouped  un- 
der the  general  headings  of  cardiovascular 
system,  respiratory  system,  abnormal  obstet- 
ric bleeding,  uterine-pelvic  complications, 
toxemia,  infection,  communicable  diseases, 
and  miscellaneous.  All  the  ectopic  cases 
(listed  under  abnormal  obstetric  bleeding) 
were  verified  by  autopsy  or  at  laparotomy. 
Details  of  abortion  fatalities  will  be  analyzed 
in  a future  report.  This  grouping  was 
chosen  for  practical  purposes,  since  there 
seemed  no  particular  reason  to  conform  to 
vital  statistic  or  established  clinical  scien- 
tific classifications. 

One  of  our  most  important  impressions 
was  a need  for  attention  to  accuracy  in 
recorded  diagnoses,  which  are  the  bases  of 
any  attempt  at  classifying  the  causes  of 
deaths  associated  with  pregnancy.  On 
occasion  the  death  certificate  diagnosis, 
the  final  recorded  hospital  diagnosis,  and 
the  autopsy  diagnosis  did  not  coincide,  and 
on  the  basis  of  the  recorded  diagnoses  one 
seemingly  was  dealing  with  different  deaths. 

Comment 

There  is  no  question  that  everyone  in- 
volved in  obstetrics  is,  of  necessity,  in- 
terested in  maintaining  high  standards  of 
obstetric  practice.  This  involves  attention 
to  preventable  factors  in  prenatal,  labor, 
delivery,  and  postpartum  management.  I 
find  myself  in  agreement  with  the  people 
who  feel  that  evaluation  and  attention  to 
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TABLE  VII.  Deaths  associated  with  pregnancy 


Total  - 
Deaths 

Unde- 

livered* 

Vaginal 

Delivery 

Cesarean 
Section 
Autopsy 
Yes  No 

Abortion 

Ectopic 

Basic  Cause  of  Death 

Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

Cardiovascular 

Heart  disease  (all  types)*  (3) 

19 

5 

3 

9 

1 

1 

0 

0 

0 

0 

0 

Cardiovascular  disease 

1 

0 

0 

1 

0 

0 

0 

0 

0 

0 

0 

Cerebral  hemorrhage 

7 

0 

0 

3 

1 

1 

1 

1 

0 

0 

0 

Ruptured  varicose  vein — broad  ligament 

1 

0 

0 

0 

0 

1 

0 

0 

0 

0 

0 

Ruptured  aneurysm — congenital  splenic  artery 

1 

0 

0 

0 

0 

1 

0 

0 

0 

0 

0 

Dissecting  aneurysm — aorta*  (1) 

1 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Pulmonary  embolism 

35 

9 

0 

15 

4 

3 

2 

1 

1 

0 

0 

Cardiac  embolism 

3 

1 

0 

1 

0 

1 

0 

0 

0 

0 

0 

Cerebral  embolism 

2 

0 

0 

0 

1 

0 

1 

0 

0 

0 

0 

Pulmonary  infarction 

1 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Pulmonary  thrombosis 

1 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Respiratory 

Pneumonia  (all  types)*  (1) 

10 

4 

0 

3 

1 

0 

1 

1 

0 

0 

0 

Haraman-Rich  syndrome  associated  with  benign 

hydatidiform  mole 

1 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Pulmonary  collapse — cause  undetermined 

1 

0 

0 

1 

0 

0 

0 

0 

0 

0 

0 

Abnormal  obstetric  bleeding 

Postpartum  hemorrhage 

21 

7 

12 

2 

Intra-abdominal  postpartum  hemorrhage 

1 

1 

Placenta  previa 

11 

1 

1 

5 

4 

Abruptio  placentae 

14 

2 

5 

2 

2 

3 

Placenta  accreta 

1 

1 

Ruptured  ectopic  with  hemorrhage 

15 

11 

4 

Uterine/pelvic  complications 

Ruptured  uterus 

23 

16 

3 

1 

3 

Cephalopelvic  disproportion 

1 

1 

Inversion  of  uterus 

2 

2 

Toxemia 

Eclampsia 

15 

5 

5 

2 

2 

1 

Preeclampsia 

4 

1 

1 

1 

1 

Chronic  nephritis 

3 

1 

1 

1 

Acute  yellow  atrophy  of  liver 

2 

1 

1 

Infection 

Septicemia 

16 

2 

5 

2 

2 

1 

4 

Puerperal  sepsis 

1 

1 

Peritonitis — postoperative 

2 

2 

Abscess  of  brain 

1 

1 

Communicable  infection 

Meningitis 

3 

2 

1 

Poliomyelitis 

2 

2 

Chicken  pox 

1 

1 

Hepatitis 

4 

3 

1 

Malignant  tumors 

Neoplasms — nonobstetric 

12 

2 

3 

4 

2 

1 

Choriocarcinoma 

5 

3 

1 

1 

Chorio-epithelioma 

1 

1 

Miscellaneous 

Anesthetic  reaction 

7 

2 

1 

2 

1 

1 

Aspiration 

5 

4 

1 

Transfusion  reaction 

1 

1 

Thrombocytopenic  purpura 

2 

1 

1 

Acidosis — secondary  to  prolonged  vomiting 

1 

1 

Alkalosis — secondary  to  prolonged  vomiting 

1 

1 

Status  epilepticus 

1 

1 

Diabetes 

2 

1 

1 

Infarct,  pituitary  gland 

1 

1 

Acute  adrenal  crisis 

1 

1 

Myelogenous  leukemia 

1 

1 

Acute  leukemia 

1 

1 

Chronic  ulcerative  colitis 

1 

1 

Postoperative  ileus 

1 

1 

Paralytic  ileus 

1 

1 

Postoperative  shock 

2 

1 

1 

Postoperative  (cholecystectomy)  complications 

1 

1 

Suicide — drugs 

2 

1 

1 

Suicide — traumatic 

1 

1 

Auto  accident 

1 

1 

Accident  (type  not  specified) 

1 

1 

Undetermined 

10 

4 

3 

1 

2 

Criminal  abortion 

1 

1 

Self-induced  abortion 

9 

8 

1 

* Includes  postmortem  cesarean  sections. 


corrective  procedures  are  basically  a matter 
of  local  consideration,  specifically  the  func- 


tion of  hospital  obstetric  staffs  and  county 
society  maternal  welfare  committees.  The 
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responsibility  of  other  organized  groups, 
including  public  health  authorities,  is  to 
encourage  and  facilitate  functioning  of  the 
local  groups  in  this  area  of  obstetric  care. 

We  are  convinced  that  maternal  mor- 
tahty  rates  have  not  reached  an  irreducible 
minimum.  We  feel,  in  fact,  that  in  view 
of  a projected  increased  birth  rate,  atten- 
tion to  high  standard  obstetric  care  will 
be  increasingly  important  to  maintain  our 
present  low  maternal  mortality  rates.  One 
method  of  doing  this  is  by  maternal  mor- 
tality surveys  for  the  primary  purposes  of 
postgraduate  education. 

The  method  of  obtaining  the  data  pre- 
sented represents  a well-rounded  cooperative 
means  of  accomplishing  this  purpose.  Our 
procedure  involves  local  health  departments 
in  New  York  State  which  forward  the 
identification  of  aU  women  who  expire 
during  pregnancy  or  within  ninety  days 
after  the  termination  of  a pregnancy,  as 
weU  as  the  specific  neoplasms  associated 
with  reproduction,  such  as  choriocarcinoma, 
to  the  Department  of  Health  of  the  State 
of  New  York.  The  Bureau  of  Maternal 
and  Child  Health  of  the  Department  of 
Health  of  the  State  of  New  York,  combining 
this  basic  source  of  information  with  their 
cross-checking  facilities,  forwards  photo- 
static copies  of  death  certificates  to  the 
regional  obstetric  chairmen  of  the  Medical 
Society  of  the  State  of  New  York  (New  York 
State  is  subdivided  into  twelve  regions, 
each  including  several  counties).  The 
regional  obstetric  chairmen  are  responsible 
for  completing  questionnaires  on  the  in- 
dividual deaths  and  channeling  the  com- 
pleted questionnaires  to  the  Subcommittee 
on  Maternal  and  Child  Welfare  of  the 
Medical  Society  of  the  State  of  New  York. 
The  Subcommittee  analyzes  each  com- 
pleted questionnaire  and  places  the  data 
on  punch  cards,  with  a summary  of  the 
case  typed  on  the  reverse  side  of  the  punch 
card.  Each  death  is  numbered,  and  the 
punch  card  and  the  completed  question- 
naire are  filed.  Some  questionnaires  are 
not  completed  in  a manner  that  adapts  itself 
to  a scientific  study  of  specific  complica- 
tions or  pregnancy  deaths,  such  as  an  in- 
vestigation of  the  various  ramifications  of 
afibrinogenemia.  We  have  found,  however, 
that  necessary  data  are  often  available. 
We  have,  therefore,  set  up  a confidential 


card  index  system  that  allows  us  to  obtain 
this  additional  data  by  contacting  the 
attending  physician  or  the  hospital  in  which 
the  death  occurred. 

Thus,  we  operate  through  the  coopera- 
tion of  practitioners,  hospitals,  coimty 
medical  societies,  the  Medical  Society  of 
the  State  of  New  York,  and  the  public 
health  departments.  Cooperation  has  been 
most  encouraging,  although  we  have  not 
accomplished  a miracle.  We  do,  however, 
by  various  foUow-up  technics,  receive  com- 
pleted questionnaires  on  approximately  75 
per  cent  of  the  deaths.  My  part  in  this 
cooperative  program  has  given  me  a rather 
unique  opportunity,  since  my  function  in- 
volved reviewing  this  rather  sizable  group 
of  deaths  and  assimilating  the  data. 

One  obviously  gains  impressions  from 
such  an  experience.  One  of  the  more  pro- 
vocative challenges  involves  the  use  of 
predelivery  oxytocic  agents,  particularly 
intravenous  Pitocin.  We  think  we  can 
demonstrate  from  our  material  that  such 
use  of  oxytocic  agents  is,  as  is  weU  under- 
stood, specifically  contributory  to  some 
maternal  mortalities.  We  feel,  in  addition, 
that  we  can  show  a similar  relationship  to 
some  perinatal  deaths  and  morbidities. 
This  relationship  has  been  shown  in  other 
studies  that  do  not  involve  maternal  deaths. 
We  feel  that  we  may  be  in  a position  to 
contribute  some  bedrock  information  on  the 
lethal  potentials  of  oxytocic  agents  used  for 
the  induction  or  stimulation  of  labor  which 
will  show  the  calculated  risk  that  must  be 
taken  even  when  the  oxytocic  agents  are 
used  most  prudently  and  under  the  most 
meticulously  controlled  conditions. 
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The  City  of  New  York  Department  of  Health 

A series  prepared  by 
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Medical  Director,  Poison  Control  Center 

HARRYW.  RAYBIN,  M.S.,  Technical  Director,  Poison  Control  Center 


Carbon  Tetrachloride, 

Iron,  and  Aspirin  Poisonings 


J HE  FOLLOWING  INCIDENTS  Were  reported 
recently  to  the  Poison  Control  Center. 

Incident  1 

Substance  Ingested  Age  Sex 

Carbon  Tetrachloride  45  Years  Female 

Barbara  Parker,  M.D.,  of  Bellevue  Hos- 
pital, reported  that  this  forty-five-year-old 
white  female  ingested  120  cc.  of  carbon 
tetrachloride  one  day  prior  to  her  admission 
to  the  hospital.  The  patient  also  drank  30 
cc.  of  Clorox.  She  had  a history  of  three 
mental  hospitalizations  in  1943,  1950,  and 
1955,  all  for  episodes  of  schizophrenia.  Ap- 
parently while  she  was  in  a confused  state  the 
day  prior  to  admission  she  ingested  the  sub- 
stances mentioned.  It  was  not  a suicide 
attempt.  She  related  that  immediately 
after  the  ingestion  she  felt  somewhat  sick, 
but  no  other  adverse  effects  were  noted. 
She  continued  to  urinate  during  the  day, 
urinating  four  times  with  a normal  quantity, 
but  dark  urine.  She  presented  herself  for 
admission  the  following  day  at  the  suggestion 
of  her  husband  and  her  local  physician.  The 
rest  of  her  past  history  was  unremarkable. 

Physical  examination  revealed  a well- 
developed,  weU-nourished  white  female  in  no 
distress.  Her  blood  pressure  was  140/100, 
pulse  76  and  regular,  and  respirations  16. 
The  skin  revealed  no  jaundice.  The  rest  of 
the  physical  examination  was  without  no- 
table findings.  The  liver  was  not  palpable. 


A complete  blood  count  on  admission 
showed  findings  within  normal  limits,  as 
they  were  throughout  her  course.  The 
sedimentation  rate  was  57  on  admission, 
rising  to  103,  and  was  maintained  at  the 
level  of  100  throughout  her  course.  Ad- 
mission chest  x-ray  films  and  abdominal  flat 
plates  showed  no  notable  findings.  The 
blood  urea  nitrogen  was  17.  On  admission 
the  electrolytes  were  within  normal  limits. 
Urinalysis  showed  a specific  gravity  of 
1.030,  1 plus  bile,  1 plus  proteinuria,  1 to  20 
urobilinogen  and  microgranular  casts,  and 
many  epithelial  cells. 

Urine  output  on  the  first  day  was  noted 
to  be  400  cc.  On  the  second  day  her  blood 
urea  nitrogen  rose  to  37.  She  was  placed 
on  a renal  failure  regimen  consisting  of  500 
cc.  of  fluid  plus  fluid  equal  to  her  urine  out- 
put each  day.  Her  blood  urea  nitrogen 
rose  from  17  to  37,  up  to  a high  point  of  82, 
and  slowly  came  down  from  there  over  a two- 
week  period.  SCOT  (serum  glutamic  oxal- 
acetic  transaminase)  rose  from  an  initial 
level  of  60/40  to  a high  of  350/200  and  then 
returned  to  its  normal  level  over  a period  of 
two  weeks.  Her  bilirubin  rose  from  an 
initial  level  of  1.3  to  a high  of  3.2  and  then 
returned  to  0.9.  Phosphates  rose  from  an 
initial  2.7  to  a high  of  9 and  then  re- 
turned to  its  normal  level.  The  patient 
remained  oliguric  for  sixteen  days  with  urine 
output  varying  from  400  to  900  cc.  On  the 
seventeenth  day  of  hospitalization,  with  her 
blood  urea  nitrogen  already  falling,  the 
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patient  began  to  experience  diuresis,  and  for 
the  next  week  her  urine  output  varied  from 
1,400  to  2,400  cc.  daily.  Her  electrolytes 
during  her  entire  admission  were  within  nor- 
mal limits.  Her  potassium  never  rose  above 
4.8  mg.  per  100  ml.  After  three  weeks  of 
renal  failure  regimen  with  electrolytes  and 
blood  urea  nitrogen  completely  normal  and 
transaminases  and  bilirubin  back  to  normal 
levels,  the  patient  was  placed  on  a fuU  fluid 
diet  and  then  a regular  diet  two  days  later. 
She  tolerated  both  of  these  weU.  Her 
weight  on  admission  of  136  pounds  slowly 
dropped  to  120  pounds  during  the  three- 
week  course,  and  when  she  was  placed  on  a 
regular  diet  her  weight  slowly  rose  back  to 
129  poimds.  Her  blood  pressure  remained 
unchanged  during  this  time.  Toward  the 
end  of  her  course  the  patient’s  behavior  be- 
came unmanageable,  and  there  were  episodes 
of  hallucinations  and  combativeness.  She 
would  throw  plates  around  the  ward  and 
would  generally  create  a disturbance,  steal- 
ing other  patients’  property.  When  it  was 
felt  that  her  renal  and  hepatic  status  were 
completely  under  control,  she  was  trans- 
ferred to  another  ward  for  psychiatric  treat- 
ment. 

The  final  diagnosis  was  carbon  tetrachlo- 
ride intoxication,  renal  failure,  mild  hepatic 
failure,  and  Paranoid  schizophrenia. 

We  repeat  that  carbon  tetrachloride  has 
no  place  in  the  home,  especially  since  there 
are  available  safer  and  equally  effective 
alternatives. 

Incident  2 

Substance  Ingested  Age  Sex 

Glutethimide  22  Years  Female 

This  twenty-two-year-old,  married,  un- 
employed barmaid  with  a history  of  depres- 
sion for  about  a year  was  found  unresponsive 
at  about  noon  on  November  15,  1962.  The 
patient  was  last  seen  awake  at  2:00  a.m. 
on  the  same  day.  A vial  which  had  con- 
tained 6 or  8 glutethimide  tablets  at  2:00 
A.M.  was  empty.  The  patient  also  was 
taking  a monoamine  oxidase  inhibitor  twice 
daily. 

The  day  before  admission  she  “finished  a 
course  of  sulfa  and  phenylazo-diamino- 
pyridine  hydrochloride”  for  cystitis. 

Physical  examination  revealed  a patient 
who  was  responsive  to  deep  pain  with  motion 
of  the  extremities  but  no  cyanosis.  Respi- 


rations were  quiet  and  shallow  at  20  per 
minute.  Her  temperature  was  99  F.  The 
pupils  were  3 mm.  and  constricted  to  2 mm. 
with  light,  no  nystagmus,  and  normal 
ocular  fundi,  and  the  eyes  were  fixed  in 
midposition  (absent  oculocephalic  reflex). 
Tendon  reflexes  were  symmetrically  active 
without  Babinski  signs,  and  the  lungs  were 
clear.  Her  blood  pressure  was  1 14  '64. 

Laboratory  findings  revealed  a normal 
urinalysis,  blood  count,  and  blood  chemistry. 

The  patient  continued  to  be  alternately 
restless  and  stuporous  for  twenty -four  hours. 
By  5:00  p.m.  on  November  15  she  was 
responsive  to  verbal  stimuli  but  continued 
to  appear  somewhat  obtunded  until  the 
afternoon  of  November  16.  Respirations 
were  shallow  for  the  first  twelve  hospital 
hours  and  then  became  less  rapid  (16  per 
minute)  and  deeper.  Blood  pressures  of 
98/38  mm.  Hg  were  recorded  at  8:00  and 
9:00  P.M.  on  November  15.  On  November 
17  she  was  transferred  to  the  medical  service 
of  the  psychiatric  division  of  Bellevue  Hos- 
pital where  she  was  found  to  be  entirely 
alert  and  cooperative.  Her  family  arranged 
her  transfer  to  Lenox  HiU  Hospital  for 
psychiatric  care. 

The  final  diagnosis  was  acute  glutethimide 
intoxication  (about  3 or  4 Gm.)  in  a patient 
receiving  a monoamine  oxidase  inhibitor. 

Special  consideration  should  be  given  by 
the  physician  when  prescribing,  to  the 
simultaneous  use  of  monoamine  oxidase  in- 
hibitors and  other  drugs.  Adverse  effects 
have  been  reported  from  the  combined 
use  of  other  drugs,  such  as  morphine  and 
meperidine  hydrochloride. 

Incident  3 

Substance  Ingested  Age  Sex 

Iron  Preparation  17  Months  Female 

This  case  was  reported  from  Bronx 
Municipal  Hospital.  This  was  the  first 
admission  to  the  Bronx  Municipal  Hospital 
of  a seventeen-month-old  white  girl  referred 
to  the  emergency  room  because  of  ferrous  sul- 
fate ingestion. 

At  4:00  P.M.  on  August  10,  1962,  the  pa- 
tient’s mother  noted  the  patient  in  bed  with 
a fistful  of  green  pills  which  were  prescribed 
for  the  mother  at  the  prenatal  clinic,  and 
green  was  smeared  on  the  child’s  face  and 
dress.  The  mother  removed  51  piUs  from 
the  child’s  hand.  The  mother  had  ingested 
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9 pills,  and  the  patient  vomited  4,  giving  a 
total  of  64  piUs  from  a total  of  90  in  the  bot- 
tle, leaving  an  estimated  ingested  number  of 
26  pills.  Each  piU  contained  60  mg.  of  fer- 
rous sulfate  which  equaled  1,560  mg.  The 
mother  brought  the  patient  to  the  emergency 
room  after  calling  to  get  information.  The 
patient  vomited  at  5 : 30  p.m.  after  the  inges- 
tion of  milk.  She  received  an  additional  4 
ounces  of  milk.  No  other  medications  were 
given  prior  to  admission. 

Past  family  history  and  a review  of  sys- 
tems were  noncontributory. 

Physical  examination  revealed  a pulse  of 
189,  respirations  40  per  minute,  temperature 
99  F.,  and  blood  pressure  not  obtained.  She 
was  a well-developed,  weU-nourished  girl, 
crying  irritably  but  in  no  pain.  No  signs  of 
infection  were  noted  in  the  ears,  nose,  and 
throat.  The  conjunctivas  were  pale.  A 
heart  examination  revealed  regular  sinus 
rhythm,  tachycardia,  and  no  thriU  or  mur- 
mur. Her  lungs  were  clear  to  percussion 
and  auscultation.  The  abdomen  was  soft 
and  sunken  with  no  masses.  The  genitalia 
were  normal.  There  was  a skin  rash  on  the 
neck  and  genitalia. 

Laboratory  data  showed  normal  urine  ex- 
cept for  4 to  6 white  blood  cells.  The  blood 
hematocrit  was  31,  white  blood  cells  13,900, 
lymphocytes  56,  polymorphonuclear  leuko- 
cytes 42,  and  bands  2.  The  blood  urea  nitro- 
gen was  17  and  sugar  150  mg.  per  100  ml. 
Carbon  dioxide  was  28,  chlorides  101,  sodium 
140,  and  potassium  3.5  mEq.  per  liter.  The 
purified  protein  derivative  produced  negative 
findings. 

The  patient  received  a gastric  lavage  with 
sodium  bicarbonate.  White  milk  curds  were 
removed  from  the  stomach.  Occasional 
slight  flecks  of  blood  were  removed.  The 
patient  then  had  watery,  black-grayish 
diarrhea  with  positive  hematest  findings. 
Rectal  lavage  continued  until  clear  with  so- 
dium bicarbonate.  The  patient  was  alert  and 
crying  throughout  these  procedures  which 
took  approximately  two  and  one-half  hours. 
Blood  was  drawn  for  type  and  cross-match 
and  for  the  other  reported  chemistries.  In- 
travenous therapy  was  begun.  The  patient’s 
respirations  were  40  per  minute  and  stable, 
and  she  appeared  in  no  distress.  The  next 
morning  the  patient  was  on  oral  feeding,  and 
intravenous  feeding  was  discontinued.  The 
patient’s  temperature  was  102.4  F.  The 
diagnosis  was  acute  iron  intoxication. 


It  is  regrettable  that  medications  are  still 
being  prescribed  for  adults  without  appro- 
priate routine  caution  to  keep  such  drugs 
away  from  the  reach  of  children.  It  may  also 
be  worth  while  emphasizing  that  when  iron 
therapy  is  needed  it  should  be  prescribed  as  a 
single  preparation  and  in  the  amount  needed 
for  immediate  use — not  large  quantities  in 
combination  with  other  products  where  its 
identity  may  be  masked. 


Incident  4 

Substance  Ingested  Age  Sex 

Aspirin  2V2  Years  Female 

The  mother  of  this  child  had  an  infection 
of  the  respiratory  tract  for  which  aspirin  was 
prescribed.  After  the  mother  used  the  as- 
pirin she  left  the  bottle  carelessly  on  a low 
night  table  where  the  child  obtained  the 
bottle  and  swallowed  between  40  and  45 
adult  dose  aspirin  tablets  (5  grains  each). 
The  child’s  aunt,  who  was  taking  care  of 
the  child,  noticed  that  the  child  had  labored 
breathing.  The  aunt  called  the  mother  who 
was  then  still  at  work,  and  when  the  mother 
returned  from  work  at  8:00  p.m.,  eleven 
hours  following  ingestion,  the  patient  was 
taken  immediately  to  the  Babies  Hospital. 
On  admission  the  following  symptoms  were 
noted:  nausea,  vomiting,  dyspnea,  and 

Kussmaul  respiration.  Because  of  the  long 
interval  between  the  ingestion  and  admission 
to  the  hospital,  the  stomach  was  not  lavaged. 
The  blood  salicylate  level  on  admission  was 
50  mg.  per  100  ml.,  and  the  urine  contained 
4 plus  acetone.  The  patient  was  given  intra- 
venous fluids  with  bicarbonate,  and  after 
four  days  of  hospitalization  and  supportive 
therapy  the  patient  made  a complete  re- 
covery. 

The  reiterated  mention  of  salicylate  poi- 
soning is  justified  by  its  continued  recurrence 
as  the  leading  cause  of  poisoning. 


Incident  5 

Substance  Ingested  Age  Sex 

Thioxanthene  Sedative  38  Years  Female 

This  incident  was  reported  from  Upstate 
New  York.  The  patient  took  210  tablets  of 
10  mg.  each  of  this  relatively  new  psycho- 
therapeutic agent.  On  admission  to  the 
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hospital  the  patient  was  cyanotic  and  stu- 
porous. The  patient’s  stomach  was  lavaged 
with  water,  and  she  was  admitted  to  the  in- 
patient service. 

The  laboratory  findings  included  a white 
blood  count  of  12,200  and  a red  blood  cell 
count  of  5,000,000,  and  hemoglobin  15.2  Gm. 
per  100  ml.  The  gastric  content  contained 
many  undigested  tablets. 

During  the  course  of  hospitalization  the 
patient  also  exhibited  intense  dryness  of  the 
mouth  and  dilated  pupils.  Among  the  side- 


effects  mentioned  by  the  company  as  rarely 
occurring  are  dermatitis,  photosensitization, 
and  extrapyramidal  stimulation.  The  most 
frequent  side-effect  is  drowsiness  immedi- 
ately after  ingestion.  In  isolated  cases  con- 
vulsions, constipation,  nervousness,  insom- 
nia, edema,  and  dryness  of  the  mouth  have 
also  been  reported. 

The  patient  remained  in  the  hospital  for 
three  days  and  made  a complete  recovery. 

This  is  the  first  case  involving  this  psycho- 
therapeutic agent  reported  to  our  Center. 


Number  one  hundred  thirteen  in  a series  of  Accidental  Chemical  Poisonings 


Diabetes  among  Hawaiians 


Hawaiians  have  a higher  incidence  of  diabetes 
than  any  other  ethnic  group  on  the  island  of 
Oahu,  according  to  a report  by  Norman  R. 
Sloan,  M.D.,  Department  of  Health,  State  of 
Hawaii,  Honolulu,  in  the  February  9 Journal  of 
the  American  Medical  Association. 

Dr.  Sloan’s  study  revealed  that  the  rate  of 
diabetes  among  Hawaiians  was  two  and  one-half 
times  that  of  the  over-all  occurrence  of  the 
disease  and  six  times  the  rate  among  Caucasians. 

There  appear  to  be  ethnic  differences  in 
susceptibility  to  diabetes. 

About  one  fourth  of  the  island’s  employed 


civilians,  38,103  persons,  were  screened  for 
diabetes  by  means  of  a finger  blood  sample. 
Of  these,  819  were  confirmed  as  having  diabetes. 

Since  the  prevalence  of  the  disease  increases 
rapidly  with  age,  age-adjusted  rates  were 
calculated.  The  over-all  age-adjusted  rate  was 
18.4  per  1,000  persons.  The  rate  for  Hawaiians 
was  48.8  per  1,000  persons  compared  with  7.3 
for  Caucasians. 

The  rate  for  part-Hawaiians  was  26.6,  possibly 
this  lower  rate  because  the  group  is  a mixture 
with  Caucasians  and  Chinese,  two  groups  with 
lower  than  average  rates.  The  rate  among 
Chinese  was  14.6,  among  Filipinos,  21.8,  and 
among  Portuguese,  11.7.  More  detailed  study 
is  needed  to  determine  if  the  differences  are 
basically  due  to  inheritance. 
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Case  Reports 


Primary 

Intrapulmonary  Thymoma 

PAUL  E.  KALISH,  M.D. 
The  Bronx,  New  York 

I'  From  the  Pathology  Department  of  the 

Veterans  Administration  Hospital 

I 

I A PULMONARY  TUMOR  of  unusual  histology 
is  reported  because  of  its  rarity  and  because 
of  the  problem  of  understanding  its  genesis. 

; Case  report 

The  patient  was  a seventy-year-old  white 
male  who  presented  a history  of  multiple 
basal-cell  carcinomas  of  the  skin  treated 
surgically  and  severe  asthma  and  chronic 
bronchitis  for  many  years.  In  May,  1959, 

! a routine  roentgenogram  of  the  limgs  re- 
vealed a “coin”  lesion  in  the  right  upper  lobe. 
A previous  roentgenogram  in  1957  did  not 
disclose  the  lesion.  During  the  year  follow- 
ing its  discovery  the  tumor  enlarged  more 
than  twice  in  size.  The  results  of  a bron- 
choscopic  examination  and  a scalene  fat 
pad  biopsy  were  negative.  On  September 
20,  1960,  the  apical  segment  of  the  right 
upper  lobe  of  the  lung,  including  the  tumor, 
was  removed. 

Pathologic  examination 

The  specimen  was  an  apical  segment  of 
lung  which  contained  a spherical  firm  tumor 
2.5  cm.  in  diameter  beneath  the  pleura  of 
the  anterior  surface  (Fig.  1).  The  pleura 
overlying  the  tumor  was  slightly  retracted 
but  intact.  The  tumor  was  weU  demarcated 


FIGURE  1.  Drawing  of  anterior  aspect  of  apical 
segment  of  right  upper  lobe  to  show  location  and 
gross  appearance  of  intrapulmonary  thymoma. 


from  the  surrounding  parenchyma  but 
showed  no  encapsulation.  The  cut  surface 
was  grayish-white,  bulging,  and  showed 
irregular  spotty  anthracosis.  There  was 
no  evidence  of  hemorrhage  or  necrosis. 
Microscopically  the  neoplasm  consisted  of 
two  distinct  cellular  types  (Fig.  2A).  One 
was  a small  cell  with  round  nucleus  and 
indistinct  cytoplasm.  The  nucleus  con- 
tained coarse  chromatin  clumps  with  marked 
regularity  from  one  cell  to  another  and  no 
mitotic  figures.  These  cells  occurred  in 
small  clusters  associated  with  the  fibrous 
stroma  of  the  tumor  and  were  also  scattered 
irregularly  throughout  the  growth.  The 
cells  were  indistinguishable  from  lympho- 
cytes. The  second  cell  type  was  the  more 
common  and  had  an  “epithelioid”  appear- 
ance (Fig.  2B).  The  cells  and  their  nuclei 
varied  considerably  in  size  and  shape. 
However,  there  was  a marked  similarity  of 
endonuclear  structure.  Each  nucleus  was 
vesicular  with  a single  prominent  central  or 
paracentral  nucleolus.  The  chromatin  was 
stippled  delicately  and  was  condensed  into 
a narrow  peripheral  band.  Many  nuclei 
were  enormous,  while  most  were  quite 
large.  Mitotic  figures  were  rare.  The  cy- 
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FIGURE  2.  Intrapulmonary  thymoma:  (A)  Photomicrograph  showing  relationship  of  lymphocytic  to 
epithelioid  cells.  Note  cholesterol  clefts  and  granulomata.  (B)  High-power  photomicrograph  showing  de- 
tails of  epitheloid  cells. 


toplasm  of  these  cells  was  faintly  eosino- 
philic, with  indistinct  cell  boundaries.  In 
some  areas  the  cells  were  spindle-shaped. 
There  was  no  clearly  discernible  pattern  of 
cell  arrangement,  although  poorly  defined  ro- 
settes, acini,  and  tight  whorls  of  cells  rem- 
iniscent of  Hassal’s  corpuscles  were  noted. 
Numerous  small  cholesterol  granulomata 
were  present  within  the  tumor,  particularly 
at  its  periphery.  Despite  some  variation  in 
ceU  and  nuclear  size  and  shape,  the  tumor 
was  undoubtedly  benign.  A diagnosis  of 
benign  tumor  resembling  thymoma  was 
made. 

The  patient  died  of  empyema  and  chronic 
pulmonary  disease  approximately  two  weeks 
after  smgery.  A postmortem  examination 
failed  to  reveal  any  tumor,  either  primary  or 
secondary,  anywhere  in  the  body.  Partic- 
ular detailed  attention  was  paid  to  the 
examination  of  the  mediastinum,  neck, 
lungs,  and  testes. 

Comment 

There  have  been  several  cases  reported 
of  thymoma  or  thymic  tissue  in  the  lung.  '■ 
These  cases  appear  to  fall  into  two  distinct 
groups.  The  cases  comprising  the  first 
group  occmred  in  the  hilus  of  the  lung,  in 
relation  to  the  waU  of  a major  bronchus,  or 
attached  to  the  pericardium.  There  are 
six  such  reports.  In  the  second  group  of 
cases  the  lesion  was  peripheral  in  the 
lung  and  beneath  the  visceral  pleura. 
Two  cases  fall  into  this  category.  Oddly 
enough,  in  the  latter  group  the  lesions  were 
all  in  the  right  lung,  but  there  are  too  few 


cases  to  attach  any  significance  to  this  fact. 

Our  case  resembles  those  cases  of  the  sec-  ^ 
ond  group  and  is  similar  to  the  cases  re- 
ported previously  by  McBurney,  Clagett, 
and  McDonald  in  1951  ^ and  by  Horanyi  and 
Kerenyi  in  1955.^  The  subject  of  McBur- 
ney’s  report  was  a sixty -five-year-old  woman 
with  myasthenia  gravis  who  had  a tumor 
beneath  the  pleura  of  the  middle  lobe  of  the 
right  lung.  McBurney  believed  his  case  to  be 
the  first  instance  of  such  a tumor  to  be  re- 
ported, a belief  which  made  him  cautious  in 
suggesting  the  diagnosis.  The  case  of  Ker- 
enyi, reported  from  Budapest,  Hungary,  was 
that  of  a fourteen-year-old  boy  with  a large 
tumor  at  the  junction  of  the  major  and  minor 
fissures  of  the  right  lung  with  about  one-half 
of  the  tumor  within  the  upper  lobe.  We 
have  separated  the  group  of  peripheral  ; 
“thymomas”  from  the  slightly  larger  group 
of  lesions  which  occur  in  the  hUus  since  sev-  * 
eral  differences  are  apparent.  With  the  i 
exception  of  a case  of  Lattes,®  aU  of  the  hilar  ‘ 
thymic  masses  occurred  on  the  left  side,  i 
In  Lattes’  case  the  thymoma  was  thought  i 
to  have  extended  into  the  lung  from  the 
mediastinum,  so  that  it  was  probably  not 
a primary  pulmonary  tumor.  Several  of 
the  lesions  which  were  found  in  the  left  pul- 
monary hilus  represented  nonneoplastic 
thymic  tissue.  The  first  of  these  was  de- 
scribed by  Patterson  and  HeUer^  in  a young 
boy  who  died  during  anesthesia  for  a tonsil- 
lectomy from  bronchial  compression  by  aber- 
rant hyperplastic  thymic  tissue.  Fontaine, 
et  al.^  reported  aberrant,  nonneoplastic 
thymic  tissue  in  the  left  pulmonary  hilus, 
adherent  to  the  pericardium  and  containing 
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a teratoid  cyst.  Novi®  reviewed  the  litera- 
ture for  cases  of  intrathoracic  thymic  nodules 
and  added  a case  of  his  own  in  which  a “thy- 
mic hamartoma”  adherent  to  the  pericar- 
dium was  present  in  the  hilus  of  the  left 
lung.  These  cases  indicate  that  nonneo- 
plastic thymic  tissue  may  occur  in  the  hilus 
of  the  lung.  Where  thymic  tissue  occurs, 
thymomas  are  also  likely  to  occur.  Two 
thymomas  have  indeed  been  reported  in  this 
location.  The  first  of  these  was  reported 
by  Thorbum,  Stephens,  and  Grimes’  and  the 
second  by  Crane  and  Carrigan.®  Both  of 
these  were  benign  thymomas  beneath  the 
visceral  pleura  of  the  hilus  of  the  left  lung. 
Whereas  the  presence  of  aberrant  thymic 
tissue  in  the  pulmonary  hUus  accounts  for 
the  presence  of  thymomas  at  that  site, 
to  our  knowledge  there  have  not  been  any 
reported  instances  of  peripheral  pulmonary 
thymic  rests.  It  is,  therefore,  difficult  to 
provide  a satisfactory  explanation  for  the 
presence  of  thymomas  at  the  .periphery  of 
the  lungs. 

To  account  for  the  presence  of  aberrant 
thymic  tissue  in  the  lung  several  authors 
proposed  the  concept  of  thymic  derivation 
from  the  fourth  pharyngeal  pouch  (thymus 
IV).  This  concept,  advanced  by  Van 
Dyke,®  asserts  that  it  is  not  unusual  in  the 
human  being  for  thymic  tissue  to  be  de- 
rived from  the  fourth  pouch,  but  this  theory 
is  the  subject  of  some  dispute.  In  any  case. 
Van  Dyke  uses  the  embryology  of  thymus 
IV  to  account  only  for  cervical  aberrant 
thymus  associated  with  the  superior  para- 
thyroids (parathyroid  IV). 

The  thymus  is  normally  derived  from  a 
ventral  sacculation  of  the  third  pharyngeal 
pouch  during  the  sixth  week  of  fetal  life. 
According  to  Arey*®  the  caudal  ends  of  the 
thymic  anlage  become  attached  to  the  peri- 
cardium and  descend  with  the  latter  into 
the  thorax.  This  might  explain  the  rela- 
tionship to  the  pericardium  of  the  lesions 
described  by  Fontaine®  and  by  Novi.®  The 
respiratory  system  arises  during  the  third 
week  of  fetal  life  as  a ventral  groove  in 
the  pharynx,  just  caudal  to  the  branchial 
pouches.  This  groove  migrates  caudaUy  be- 
fore extensive  development  of  thymus  III 
occurs.  It  is  difficult  to  understand,  there- 
fore, how  thymic  tissue  could  become  at- 
tached to  the  periphery  of  the  developing 
lung.  This  fact,  together  with  the  absence 
of  any  report  of  ectopic  thymic  tissue  in  the 


periphery  of  the  lung,  would  appear  to  be 
significant  arguments  against  the  origin  of 
these  tumors  in  embryologically  misplaced 
thymic  tissue. 

Some  authors,  notably  Castleman,”  sug- 
gest that  intrapulmonary  thymomas  are 
derived  from  mediastinal  thymomas  which 
migrate  into  the  lung  with  pinching  off  of 
the  pleura  behind  them.  In  the  case  of 
hilar  thymomas,  this  notion  would  be  ac- 
ceptable, but,  in  our  opinion,  it  fails  to 
provide  a satisfactory  explanation  for  the 
occurrence  of  peripheral  thymomas.  One 
possible  explanation,  which  we  have  con- 
sidered seriously,  is  the  likelihood  that  these 
tumors  are  not  of  thymic  origin  at  all. 
McBurney  must  have  given  this  problem 
some  thought,  for  in  his  description  he 
cautioned  that  the  tumor  resembled  medi- 
astinal thymomas  which  he  had  seen,  and 
in  his  title  he  added  a significant  question 
mark  to  the  word  “thymoma.”  The  pres- 
ence of  myasthenia  gravis  in  McBurney’s 
case  argues  strongly  in  favor  of  the  diagnosis 
of  thymoma.  There  is  no  doubt  that  the 
tumor  in  our  case  resembles  a mediastinal 
thymoma;  but  are  there  other  tumors, 
more  common  to  the  periphery  of  the  lung, 
which  might  give  a similar  histologic 
picture? 

We  have  considered  the  possibility  of 
metastatic  seminoma  or  of  metastatic  tera- 
toma, but  the  common  as  well  as  imusual 
sites  of  origin  of  these  tumors  were  found 
free  of  tumor.  The  lesion  itself  was  only 
vaguely  suggestive  of  seminoma,  and  care- 
ful study  revealed  features  not  at  aU  com- 
patible with  that  diagnosis.  The  pharynx 
was  also  free  of  tumor,  but  the  possibility 
that  the  lesion  we  have  described  might 
be  a pharyngeal  lympho-epithelioma  could 
not  even  be  suggested  on  the  basis  of  the 
histology.  We  have  considered  lymphoma 
as  a possibility,  but  in  the  absence  of  any 
involvement  of  lymph  nodes,  liver,  and 
spleen  we  have  excluded  such  a possibility. 
The  tiunor  does  not  at  all  resemble  any  pri- 
mary epithelial  tumors  of  the  lung.  Certain 
granulomatous  lesions  were  considered,  but 
the  lack  of  fibrosis,  the  persistent  growth, 
and  cellular  arrangement  point  to  the  neo- 
plastic nature  of  the  lesion.  The  conclusion 
that  the  tumor  we  are  describing  is  a thy- 
moma, therefore,  is  based  on  its  resemblance 
to  mediastinal  thymomas,  on  exclusion  of 
other  plausible,  known  conditions,  and  on 
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the  reports  of  others  who  have  recognized 
this  entity. 

We  have  no  suitable  answer  to  the  ques- 
tion raised  by  the  unusual  location  of  this 
tumor.  The  lesion  does  occur  and  will  un- 
doubtedly be  encoimtered  with  greater 
frequency  as  the  use  of  thoracotomy  for 
diagnosis  of  suspicious  thoracic  masses 
increases.  We  feel  that  this  tiunor  is  more 
common  than  would  be  indicated  by  the 
number  of  reported  cases,  and  it  is  likely 
that  as  pathologists  become  familiar  with 
this  entity,  the  diagnosis  wiU  be  made  with 
greater  frequency  and  less  reluctance.  The 
histogenesis  of  these  tiunors  may  become 
clearer  as  more  cases  are  studied. 

Summary 

A case  has  been  presented  of  a primary 
subpleural  “thymoma”  occiuring  in  the 
apical  segment  of  the  right  upper  lobe  in  a 
seventy -year-old  male.  This  is  the  third 
such  case  reported,  although  several  pul- 
monary hilar  thymic  masses  and  thymomas 
have  been  studied.  Why  thymomas  occur 
in  the  periphery  of  the  lung  cannot  be  de- 
termined from  the  evidence  at  hand. 
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Accident-prone  children 


The  accident-prone  child  is  usually  found  in  a 
family  where  the  parents  for  one  reason  or  an- 
other show  little  concern  about  what  happens  to 
him,  according  to  Feelings,  published  by  Ross 
Laboratories,  Columbus,  Ohio. 

In  his  efforts  to  get  attention  from  any  source, 
the  child,  in  turn,  doesn’t  seem  to  care  much 
what  happens  to  himself.  Accompanying  the 
neglect  is  often  the  parental  attitude  of  oversub- 
mission or  punitiveness.  When  the  physician 
finds  an  accident-prone  child  he  can: 

1.  Get  as  complete  a history  as  possible  of 
the  child’s  living  situation,  which  will  provide 
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clues  to  the  specific  parental  attitudes  to  which 
the  child  is  reacting. 

2.  Foster  a close  nonjudgemental  relation- 
ship between  the  child  and  an  adult,  perhaps  a 
relative  or  older  friend,  with  whom  he  can  dis- 
cuss and  pai'ticipate  in  mutual  interests.  When 
the  child  feels  that  someone  whom  he  admires 
cares  enough  to  spend  time  participating  in 
things  that  interest  him,  he  will  gradually  care 
more  about  himself,  perhaps  eventually  enough 
to  avoid  the  accidents  that  were  so  much  part  of 
his  former  adjustment. 

3.  Some  of  these  children  have  so  little 
capacity  for  meaningful  interpersonal  relation- 
ships that  skilled  foster  home  ceu-e,  or  intensive  | 
psychiatric  out-  or  inpatient  treatment  may  be  * 
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P RIMARY  RETROPERITONEAL  tumors,  com- 
paratively rare  entities  which  confront  the 
surgeon,  present  numerous  unusual  prob- 
lems. In  the  differential  diagnosis  of  ab- 
dominal masses  this  type  of  neoplasm  should 
always  be  included.  The  intimate  attach- 
ment of  such  growths  to  adjacent  viscera 
may  lead  to  postulation  of  the  tumor  arising 
in  one  of  these  organs. 

Retroperitoneal  leiomyosarcoma,  a malig- 
nant type  of  smooth  muscle  tumor,  is  of 
diverse  origin.  It  may  arise  from  structures 
such  as  blood  vessels,  spermatic  cord,  and 
Wolffian  or  miiUerian  duct  remnants.  Hans- 
mann  and  Budd,‘  in  17  cases,  noted  that 
tumors  in  the  retroperitoneal  space  re- 
sembled adult  urogenital  organ  neoplasms. 
They  stated  that  smooth  muscle  tumors  in 
this  area,  without  adjacent  visceral  attach- 
ment, stemmed  from  embryonic  miiUerian 
tissue.  In  the  recent  exhaustive  study  by 
Pack  and  Tabah,*  retroperitoneal  tumors 
formed  about  0.2  per  cent  of  all  reported 
tumors.  Leiomyosarcoma  accounted  for 
4.2  per  cent  of  the  retroperitoneal  group 
and  0.08  per  cent  of  the  over-aU  reported 


group.  To  date  approximately  870  cases 
of  primary  retroperitoneal  tumor  have  been 
reported. 

Retroperitoneal  smooth  muscle  neoplasms 
are  capable  of  attaining  gigantic  proportions. 
The  tumors  appear  lobulated,  with  a well- 
circumscribed  pseudocapsule.  Hemor- 
rhage, cyst  formation,  necrosis,  and  calcifi- 
cation may  occur  in  the  larger  growths. 
Interlaced  spindle-shaped  smooth  muscle- 
cell bundles  or  ceUs  arranged  in  palisade 
fashion  are  present  in  a connective  tissue 
lattice.  The  nuclei  are  rounded  or  blunt- 
ended,  and  special  stains  demonstrate  myo- 
fibrils. Golden  and  Stout  ^ have  stated  that 
the  presence  of  from  2 to  4 mitoses  per 
high-power  field  postulates  the  malignancy 
of  the  tumor.  Atypical  giant  cells  and 
evidence  of  blood  vessel  invasion  indicate 
the  sarcomatous  nature  of  the  tumor. 

As  in  the  cases  to  follow,  diagnosis  is 
rarely  specific.  Lesions  of  all  intra-  and 
extraperitoneal  viscera,  blood  vessels,  and 
the  sympathetic  nervous  system  must  be 
considered.  Although  the  clinical  history 
may  elicit  symptoms  referable  to  one  sys- 
tem, physical  examination  may  reveal  that 
the  mass  more  than  likely  produces  pressure 
effects  in  many  sites.  Radiographic  studies 
usually  include  a flat  plate  of  the  abdomen, 
intravenous  pyelography,  retrograde  pyelog- 
raphy with  or  without  retroperitoneal  pneu- 
mography, gastrointestinal  series,  and  bar- 
ium enema  and  colon  air  contrast  study, 
with  possibly  tomography  and  abdonainal 
aortography.  The  definitive  nature  of  the 
lesion  is  still  determined  mainly  at  the 
time  of  exploration.  Symptoms  such  as 
abdominal  mass,  weight  loss,  gastrointestinal 
disturbances,  abdominal  or  lower  extremity 
pain,  fever,  weakness,  genitourinary  changes, 
dyspnea,  and  chest,  flank,  or  back  pain 
occur  in  varied  proportions.  Because  of  the 
unusual  neoplastic  configurations  and  the 
calcific  appearance  of  one  tumor  on  radio- 
logic  studies,  the  following  2 cases  are  pre- 
sented. Nowhere  in  the  literature  has  so 
extensive  a calcific  leiomyosarcoma  been 
reported. 

Case  report 

Case  1.  A fifty-four-year-old  Negro  fe- 
male was  admitted  to  Misericordia  Hospital 
on  June . 29,  1960,  complaining  of  fullness 
in  the  left  upper  portion  of  the  abdomen. 


June  1, 1963  / New  York  State  Journal  of  Medicine  1709 


recurrent  nausea,  and  intermittent  emesis, 
unaccompanied  by  any  genitourinary  symp- 
toms. In  1952  the  patient  had  undergone 
cholecystostomy  followed  in  eight  weeks  by 
cholecystectomy.  A large,  stony- hard  mass 
which  filled  the  left  upper  and  lower  quad- 
rants of  the  abdomen  from  the  level  of  the 
tenth  rib  to  the  ihac  crest  was  noted.  The 
mass  extended  to  the  midline  above  the 
umbilicus  and  curved  laterally  in  the  sub- 
umbilical  area.  Digital  pressure  on  a full, 
tense  left  flank  produced  anterior  motion  of 
the  mass  which  seemed  well  demarcated 
and  smooth  bordered.  In  the  left  lateral 
position  the  mass  moved  medially  and  in- 
teriorly. 

The  admission  diagnoses  included  a 
calcific  tumor  of  the  renal  capsule,  calcific 
adrenal  neoplasm,  renal  tumor,  massive 
nephrocalcinosis,  foreign  body  reaction, 
calcific  renal  hamartoma,  cyst  of  the  tail 
of  the  pancreas,  retroperitoneal  hematoma 
with  calcification,  and  retroperitoneal 
cystic  tumor.  Blood  studies  (complete 
blood  count,  platelet  count,  fasting 
blood  sugar,  blood  urea  nitrogen  and  uric 
acid,  serum  phosphorus,  calcium,  prothrom- 
bin time,  bleeding  and  venous  coagu- 
lation times,  and  serum  amylase)  were 
within  normal  limits  except  for  an  eryth- 
rocyte sedimentation  rate  of  50  mm.  per 
hour.  Urinalyses  revealed  a persistent 
microscopic  hematuria  of  from  1 to  5 red 
blood  cells  per  high-power  field.  An  electro- 
cardiographic study  and  radiographic  survey 
of  the  chest  were  reported  as  within  normal 
limits. 

On  July  1,  1960,  a left  retrograde  pyelog- 
raphy with  retroperitoneal  pneumography 
revealed  a calcific  mass  extrinsic  to  the 
kidney,  although  retroperitoneal  in  position 
(Fig.  1,  A and  B).  The  left  kidney  lay 
directly  over  the  vertebral  bodies,  and  the 
left  ureter  was  pushed  medially,  5 cm.  to  the 
right  of  the  midline.  Papanicolaou  smears 
on  both  left  renal  and  bladder  urines  were 
reported  as  negative  (class  1 and  2).  Addi- 
tional diagnoses  at  this  time  were  calcific 
retroperitoneal  dermoid  and  idiopathic 
splenic  calcification  with  splenomegaly. 
Barium  enema  and  gastrointestinal  study 
revealed  that  the  colon  filled  normally 
in  retrograde  fashion.  The  calcified  mass 
displaced  the  splenic  flexure  of  the  colon 
(Fig.  1 C).  The  stomach  and  small 
intestinal  loops  visualized  revealed  displace- 


ment to  the  right  by  the  mass  (Fig.  1 lower 
right). 

Exploration  was  performed  on  July  8, 
1960,  through  a left  rectus  muscle-sphtting 
incision  carried  upward  along  the  left  costal 
margin  to  the  level  of  the  xiphoid.  A huge, 
irregular,  almost  stony-hard,  partially 
lobulated  elliptic  mass,  40  by  25  by  16  cm., 
occupied  the  left  retroperitoneal  space. 
It  had  a relatively  intact  capsule,  and  was 
covered  with  irregular,  bumpy  tumor  masses 
on  its”^  surface,  resembling  a collection  of 
uterine  fibroids.  It  was  pinkish  red,  fleshy 
in  appearance,  stony  hard  in  its  central 
portion,  and  after  removal  it  weighed  2,640 
Gm.  It  lay  immediately  beneath  the  pos- 
terior parietal  peritoneum,  was  sandwiched 
between  the  leaves  of  the  mesentery  of  the 
transverse  and  splenic  colon,  and  formed 
the  greater  portion  of  the  floor  of  the  lesser 
sac.  It  extended  superiorly  to  the  inferior 
margin  of  the  left  lobe  of  the  fiver,  the  in- 
ferior margin  of  the  diaphragm,  and  the 
lower  medial  aspect  of  the  spleen.  The 
left  kidney,  which  was  mobile  and  free, 
was  displaced  to  the  right  of  the  midfine. 
The  tumor  was  traversed  on  its  surface  by  a 
number  of  medium-to-large-sized  left  colic 
vessels.  Only  in  very  few  areas  was  there  a 
free  cleavage  plane,  since  the  mass  had 
stretched  the  overlying  peritoneum  to  a 
point  where  gentle  peeling  away  or  sharp 
dissection  was  necessary.  In  many  areas 
the  cleavage  plane  faded  out  into  the  sur- 
roimding  areolar  tissues  including  perirenal 
fat,  but  there  was  no  evidence  of  invasion 
beyond  the  capsule  or  into  any  contiguous 
structures.  No  evidence  of  hepatic  metas- 
tasis or  lymphadenopathy  was  observed. 
The  pancreas  was  stretched  thin  over  the 
upper  margin  of  the  tumor  and,  although 
adherent  to  this  structure,  did  not  appear 
to  arise  as  an  integral  part  of  the  body  or 
tail. 

The  pathology  report  (Harry  D.  Bucalo, 
M.D.)  stated: 

Received  unfixed  is  a roughly  ovoid  mass 
measuring  25  by  16  cm.  It  is  well  encap- 
sulated, with  some  rubbery  nodular  masses 
bulging  through  the  capsule.  On  section,  a 
large  11-cm.  area  of  the  cut  surfaces  is 
occupied  by  hard,  whitish,  calcific  material. 
Surrounding  this  area,  the  tissue  is  rubbery, 
tannish  grey,  moderately  bulging,  with  vari- 
ously sized  nodules,  delimited  by  gi'eyish 
white,  glistening  fibrous  intervening  stroma. 

Microscopic  sections  of  tumor  mass  (Fig. 
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FIGURE  1.  Case  1.  (A)  Retroperitoneal  pneumography  with  retrograde  pyelography,  demonstrating  dis- 
placement of  left  kidney  and  ureter  by  calcific  mass.  (B)  Retroperitoneal  pneumography,  demonstrating 
complete  diffusion  of  oxygen  into  right  retroperitoneal  space,  and  extensive  calcification  of  tumor.  (C) 
Barium  enema,  demonstrating  anteromedial  displacement  of  splenic  flexure  and  transverse  colon,  (lower 
right)  Gastrointestinal  series,  with  displacement  of  stomach  and  small  intestine  to  the  right  by  calcific  mass. 
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FIGURE  2.  Case  1.  (A)  Sections  of  tumor  mass;  no  mitotic  figures  are  seen.  (B)  Postoperative  intra- 
venous pyelogram:  return  of  left  kidney  and  ureter  to  normal  site. 


2 A)  reveal  numerous  interlacing  fascicles 
of  oblong  cells,  with  poorly  defined  cytoplasm 
and  ovoid  nuclei.  The  latter  frequently  have 
a plump  appearance,  and  occasionally,  their 
ends  appear  blunted.  For  the  most  part, 
the  chromatin  content  in  these  nuclei  appears 
rather  evenly  dispersed.  Infrequently,  how- 
ever, a single  nucleus  is  found  to  be  mod- 
erately enlarged,  and  its  chromatin  particles 
appear  coarsely  clumped.  No  mitotic  figm-es 
are  seen  in  the  sections  studied.  Moderate 
amounts  of  connective  tissue  are  found  cours- 
ing u’regulai'ly  thi'oughout  the  tumor  bundles. 

Excretion  urography  performed  prior 
to  the  patient’s  discharge  on  July  20,  1960, 
demonstrated  an  essentially  normal  pyelo- 
gram, with  return  of  the  left  kidney  and 
ureter  to  their  normal  site  and  configuration 
(Fig.  2 B).  Sixteen  months  postoperatively, 
an  examination  revealed  no  evidence  of 
recurrence  or  metastasis. 

Comment 

It  is  noteworthy  that  despite  the  size 
of  the  neoplasm,  no  involvement  of  adjacent 
organs  was  present  and  operative  dissection 
for  its  removal  was  not  complicated.  In 
Pack  and  Tabah’s^  series  71.6  per  cent  of 
the  cases  had  tumor  infiltration  or  intimate 
adherence  to  adjacent  viscera.  In  this 


case  the  left  kidney  and  ureter  returned  to 
normal  position  following  tumor  excision. 
No  point  of  origin  from  lumbar  or  mesenteric 
vessels  was  noted,  and  the  site  of  primary 
growth  remains  undetermined.  Since  this 
was  considered  a well-differentiated  tumor 
of  low-grade  malignancy,  no  radiation 
therapy  was  initiated. 

Case  2.  A sixty-two-year-old  white  male 
was  admitted  on  September  2,  1960.  The 
patient  complained  of  nocturia,  slowed 
urinary  stream,  and  a sense  of  right  ab- 
dominal fullness,  particularly  after  meals. 
His  local  physician  had  noted  a moderate 
prostatic  enlargement  and  palpable  mass 
occupying  the  right  upper  and  the  superior 
half  of  the  right  lower  quadrants  of  the 
abdomen.  A preliminary  medical  survey 
of  the  cardiovascular  system  revealed  no 
abnormalities,  and  blood  chemistries  (fasting 
blood  sugar,  serum  amylase,  blood  urea 
nitrogen,  serum  acid,  and  alkaline  phos- 
phatase) were  within  normal  limits.  Gastro- 
intestinal series  and  barium  enema  demon- 
strated a right-sided  mass  extrinsic  to  the 
intestinal  tract  which  displaced  the  small 
bowel  and  ascending  colon  medially  and 
anteriorly. 
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FIGURES.  Case  2.  (A)  Delayed  film,  right  pyelogram  with  retroperitoneal  pneumography:  oxygen  pene- 
tration only  into  left  space.  (B)  Sections  of  tumor  mass;  observe  numerous  mitotic  figures  present  (X300). 


Retroperitoneal  pneumography  demon- 
strated oxygen  penetration  only  into  the 
left  retroperitoneal  space  but  not  the  right 
one  which  was  filled  by  a large  mass  occupy- 
ing the  entire  right  abdomen.  Retrograde 
pyelograms  (Fig.  3 A)  showed  a right  hydro- 
nephrosis, and  the  mass  appeared  integral 
I with  the  lower  two  thirds  of  the  kidney. 

I A normal  left  kidney  was  noted . 

I On  September  8,  1960,  exploration  re- 
1 vealed  that  the  right  retroperitoneal  space 
was  occupied  by  a mass  of  tumor  measuring 
i 30  by  20  by  15  cm.  The  right  renal  lower 
pole  blended  into  a large  soft  friable  tumor 
mass  which  was  adherent  posteriorly  to  the 
I psoas  and  quadratus  muscles  and  medially 
to  the  peritoneum.  There  was  infiltration 
along  the  aorta,  vena  cava,  and  common 
[ iliac  arteries.  Superiorly  the  renal  pedicle 
was  infiltrated  with  tumor,  and  a separate 
tumor  mass,  8 cm.  in  diameter  with  a friable 
capsule,  extended  toward  the  mediastinum. 
Nephrectomy  was  performed,  as  well  as 
the  removal  of  masses  of  gelatinous  neo- 
plasm adherent  to  the  upper  ureter.  The 
entire  retroperitoneal  space  was  observed 
to  be  infiltrated  with  similar  tumor  which 
of  necessity  was  left  behind.  The  pathology 
report  (Dr.  Bucalo)  revealed  that  the  tumor 
was  composed  of: 


. . . interlacing  bundles  of  oblong  cells 
with  spindle-shaped  nuclei,  larger  than  oidi- 
nary  and  hyperchromatic  (Fig.  3 B).  Some 
forms  with  blunted  ends  are  seen.  Approxi- 
mately three  to  six  mitotic  figures  are  ob- 
served per  high-power  field.  Diagnosis: 
leiomyosarcoma  with  right  hydronephi'osis 
from  tumor  compression. 

The  postoperative  course  was  surprisingly 
good.  In  view  of  the  operative  findings,  the 
prognosis  for  survival  was  considered  poor. 
The  patient  received  20  mg.  of  nitrogen 
mustard  intravenously  followed  by  a course 
of  cobalt  irradiation  (8,000  r- in-air  total). 
He  was  discharged  from  the  hospital  in 
late  October,  1960.  As  of  November  8, 
1961,  no  abdominal  masses  were  palpable, 
chest  roentgenologic  studies  were  normal, 
there  was  a weight  gain  of  25  pounds,  and 
the  patient  had  resumed  his  occupation 
as  a jeweler.  Recurrence  and  generalized 
sarcomatosis  resulted  in  death,  however,  in 
November,  1962. 

Comment 

In  this  case  the  intimate  attachment  of  the 
neoplasm  to  the  right  kidney,  as  well  as 
its  gross  appearance,  led  us  to  the  conclusion 
that  we  were  dealing  with  a clear  cell  renal 
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carcinoma  until  the  histologic  sections  were 
reported.  The  extensive  tumor  invasion 
appears  to  correlate  with  the  degree  of 
carcinoma  observed  histologically.  With  a 
view  to  possibly  destroying  tumor  growth 
by  a blood-borne  agent,  nitrogen  mustard 
therapy  was  first  utilized.  However,  poor 
response  to  this  agent  necessitated  the 
addition  of  deep  cobalt  irradiation  therapy, 
with  a surprisingly  good  result,  up  to  four- 
teen months  postoperatively,  with  rapid  de- 


How  much  sleep? 

The  amount  of  sleep  necessary  for  “a  good 
night’s  sleep”  varies  from  person  to  person,  but 
it’s  easy  to  tell  the  next  day  if  one  did  get 
enough,  according  to  Nathaniel  Kleitman, 
Ph.D.,  Santa  Monica,  California. 

Writing  in  the  question  and  answer  section  of 
the  March  16  Journal  of  the  American  Medical 
Association,  Dr.  Kleitman  said  the  amount  of 
sleep  on  which  one  can  “get  by”  varies  from 
person  to  person  and  probably  from  time  to 
time,  but  there  is  a minimum  sleep  requirement. 
This  can  be  determined  by  a person’s  ability  to 


dine  after  this  period. 

229  East  79th  Street,  New  York  21 
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wake  up  spontaneously  at  the  usual  getting-up 
time,  as  weU  as  having  freedom  from  drowsiness 
in  the  afternoon. 

Dr.  Kleitman  cited  a study  of  the  effect  of  in- 
creasing amounts  of  sleep  on  perfoimance  of 
various  physical  and  mental  tests  the  following 
afternoon  between  3:00  and  5:00  p.m.  when  a 
person’s  efficiency  is  at  its  highest.  The  study 
showed  that  performance  improved  shaiply  as 
the  amount  of  sleep  was  increased  from  one  to 
six  hours,  but  the  rate  of  improvement  was  much 
smaller  when  the  duration  of  sleep  was  increased 
to  eight  hours,  and  there  was  no  further  im- 
provement in  performance  as  the  length  of  sleep 
was  extended  to  ten  hours. 
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Reports  from  conferences  sponsored  by  the 
Council  on  National  Security, 

American  Medical  Association, 
and  held  in  June  and  November,  1962 


Civil  Defense  Health 
Programs  in  Canada 

A.  C.  HARDMAN,  M.D. 
Ottawa,  Canada 

Chief,  Emergency  Health  Services, 
Department  of  National  Health  and  Welfare 


^A/hile  Canada  appears  to  be  an  immense 
land  mass,  almost  as  big  as  Texas  or  Alaska, 
we  are,  in  fact,  a linear  country  with  a thin 
thread  of  communications  extending  from 
coast  to  coast.  Ninety  per  cent  of  our  18 
million  people  live  within  100  miles  of  our 
joint  border  and  95  per  cent  within  300  miles. 
The  military  have  recognized  that  the  de- 
fense of  the  North  American  continent  must 
be  a totally  integrated  effort,  and  I believe 
we  are  now  reaching  a state  of  planning  in 
both  our  countries  where  civilian  prepara- 
tions must  also  be  closely  integrated. 

Canada  is  a federation  of  provinces,  and 
constitutionally  the  responsibility  for  health 
is  vested  in  the  provincial  authorities.  The 
continuous  discussion  of  “states’  rights” 
that  I read  in  your  newspapers  is  echoed  in 
Canada  by  “provincial  rights.”  This  re- 
sponsibility is  carried  over  into  the  field  of 
emergency  planning.  The  Department  of 
National  Health  and  Welfare  is  responsible 
for  the  provision  of  advice  and  assistance  in 
the  organization  of  medical,  hospital,  nurs- 
ing, and  public  health  services  for  emergency 

Presented  at  the  Thirteenth  County  Medical  Societies 
Conference  on  Disaster  Medical  Care,  Chicago,  Illinois, 
November  3 and  4,  1962. 


purposes,  while  the  provincial  authorities 
are  actually  responsible  for  the  organization 
and  implementation  of  plans. 

At  this  point,  it  might  be  useful  to  examine 
a study  we  prepared  outlining  the  problems 
needing  planning  if  the  North  American 
continent  were  to  be  attacked. 

In  our  16  major  cities  there  are  some  7 
million  people  at  risk  from  the  immediate 
effects  of  nuclear  weapons.  We  would  ex- 
pect that  between  2 and  3 million  would  be 
killed  outright.  With  some  1.25  million  in- 
jured and  alive  one  hour  after  attack,  with- 
out organized  rescue  only  10  per  cent  of  this 
number  could  be  expected  to  make  their 
way,  or  with  the  help  of  their  family,  to  reach 
the  medical  services  outside  these  target 
areas.  With  organized  rescue,  up  to  65  per 
cent  could  be  rescued. 

At  the  same  moment  in  time,  3 to  4 mil- 
lion survivors  in  the  target  area,  and  11 
million  Canadians  elsewhere  would  be  at 
risk  from  injury  due  to  radioactive  fallout. 
At  any  given  time,  we  would  expect  between 
7 and  8 million  to  be  actually  exposed,  with 
perhaps  5 million  casualties  reaching  the 
medical  services  over  a period  of  twenty -one 
days.  About  half  of  these  would  ultimately 
die. 

At  the  same  moment,  survivors  would  be 
exposed  to  the  hazards  of  communicable 
disease,  possibly  biologic  warfare,  and  cli- 
matic exposure,  which  would  have  its 
maximum  casualty-producing  effects  some- 
where after  thirty  days.  This  stairway  to 
disaster  looks  pretty  dreadful,  but  it  was  de- 
signed to  indicate  those  areas  in  which  effec- 
tive planning  can  reduce  morbidity  and 
mortality. 

The  first  area,  that  of  casualty  care,  has 
been  assigned  to  two  agencies.  In  the 
first  instance,  the  Department  of  National 
Defence’  is  organizing  mobile  survival  col- 
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umns  for  re-entry  into  damaged  areas  to 
carry  out  rescue  and  first  aid.  This,  of 
course,  can  be  undertaken  only  if  the  radia- 
tion environmental  hazards  permit. 

To  support  organized  rescue,  hospital  and 
health  services  of  each  province  must  be 
capable  of  providing  both  mobile  forward 
medical  units  and  static  installations  to  pro- 
vide lifesaving  medical  and  surgical  care. 

The  responsibility  for  planning  in  the 
prevention  of  radiation  injury  has  been 
divided  between  two  federal  agencies.  The 
Department  of  National  Defence  has  estab- 
lished a nuclear  detonation  and  radiation 
fallout  warning  system  which  will  identify 
the  point  of  detonation,  size  and  height  of 
burst,  and  predict  fallout  patterns  for  warn- 
ing the  population  at  risk.  In  addition, 
we  have  some  2,000  fallout  reporting  stations 
manned  on  a twenty-four-hour  basis  and 
capable  of  reporting  to  regional  authorities 
the  actual  intensity  of  the  radiation  present 
at  that  point.  The  warning  of  the  popula- 
tion will  take  place  through  the  siren  system 
and  the  Emergency  Broadcasting  Network 
of  our  Canadian  Broadcasting  Corporation. 

Plans  for  the  production  of  shelter  space 
have  been  assigned  to  the  Emergency  Meas- 
ures Organization  under  our  Prime  Minister. 
At  the  moment  the  major  reliance  has  been 
placed  on  individual  action  by  families  to 
provide  shelter.  However,  surveys  have 
been  carried  out  of  all  suitable  shelter  space 
in  existing  government  buildings,  and  the 
costs  of  converting  such  space  have  been 
determined. 

The  third  area  requiring  planning  is 
really  the  concern  of  many  agencies.  As  far 
as  our  Department  is  concerned,  the  pro- 
vision of  health  hazard  information  and 
advice  and  the  programs  of  our  departments 
of  health  to  prevent  the  onset  of  conununi- 
cable  disease  in  epidemic  proportions  have 
been  proceeding  during  the  past  year  to- 
gether with  disaster  planning  in  various 
health  departments. 

Time  phases 

To  determine  the  goals  that  we  should  set 
for  our  programs  we  suggest  possible  time 
phases  that  would  occur  after  an  attack. 

D TO  D PLUS  7.  During  the  first  period 
the  problems  facing  our  country  would 
be  the  disruption  of  the  family  unit  and  the 
disruption  of  the  municipal  government  by 


the  impact  of  an  attack.  Consequently,  our  I 
programs  are  directed  to  making  the  family  || 
unit  and  the  municipality  self-sufficient  for  I 
this  period  of  time.  There  can  be  no  sig-  I 
nificant  movement  of  manpower  or  supplies  I 
from  one  municipality  to  another  unless  it  P 
has  been  preplanned.  Municipal  health 
services  must  be  prepared  to  expand  both 
casualty  care  and  public  health  services  by 
the  use  of  all  available  health  resources 
within  the  community.  This  could  be  done 
only  by  pre-emergency  planning  and  organi- 
zation. 

D PLUS  7 TO  D PLUS  30:  immediate 

POST-ATTACK  PERIOD.  During  the  second 
phase  various  governments  and  agencies 
must  be  prepared  to  reunite  and  re-establish 
family  units  and  municipal  agencies  that 
have  been  disrupted  by  the  attack.  Sim- 
ilarly, health  services  can  function  effectively 
only  if  they  have  prior  planning.  Within 
any  given  province  it  would  now  be  possible 
to  move  manpower  and  supplies  between  one 
area  or  another,  but  we  anticipate  that  no 
significant  movement  from  one  province  to 
another  can  be  attempted  as  yet.  , 

D PLUS  30  TO  D PLUS  165:  recovery 
PERIOD.  In  the  third  phase  emergency 
health  services  are  interested  in  dealing 
with  the  problems  which  would  prevent 
restoration  of  priority  industries.  We  are 
interested  specifically  in  the  pharmaceutical 
and  medical  equipment  producers  and  their 
capabilities  and  the  restoration  to  function  • 
of  individuals  with  essential  skills,  on  a 
priority  basis. 

D PLUS  165  TO  D PLUS  365:  rehabilita- 
tion PERIOD.  While  continuing  to  deal 
with  the  problems  of  the  earlier  phases  we 
would  now  be  concerned  with  the  restora- 
tion of  educational  facilities  and  with  the 
long-range  hazards  of  radiation. 

Four  major  programs  have  been  estab- 
lished to  meet  the  needs  of  our  planning  role. 

Continuity  of  government  program 

The  government  program  provides  for  a 
cadre  of  key  government  officials  to  be  lo- 
cated in  alternate  sites  of  government  at  our  ■* 
federal,  provincial,  zonal,  and  municipal  t 
levels.  These  officials  are  provided  with? 
communications,  data,  and  emergency  pow-  T 
ers  to  enable  them  to  provide  guidance  and 
leadership  to  the  health  services.  Officials* 
have  been  selected  and  are  being  trained  f 
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for  this  function  in  cooperation  with  the 
other  agencies  that  are  vital  to  the  survival 
of  the  country. 

Organization  program 

The  previous  program  will  have  been  of 
very  little  use  unless  the  key  agencies  at  the 
municipal  level  are  prepared  to  meet  the 
disaster  situation.  Consequently  we  have 
placed  great  emphasis  on  disaster  planning 
for  hospitals  and  mimicipal  departments  of 
health  and  the  integration  of  such  plans  into 
a municipal  disaster  plan  which  provides 
for  the  use  of  the  vital  health  services  of  the 
community.  A disaster  plan  is  now  a re- 
quirement for  accreditation  for  hospitals 
surveyed  by  the  Canadian  Council  of 
Hospital  Accreditation. 

Information  and  education  program 

The  information  and  education  program  is 
directed  in  the  first  instance  to  the  general 
public  in  conjunction  with  other  agencies. 
We  are  specifically  interested  in  providing  in- 
formation on  the  types  of  health  hazards 
and  the  measures  that  could  be  taken  to  pre- 
vent the  spread  of  disease.  A pamphlet. 
Family  Health  Planning  for  Disaster,  is  pres- 
ently scheduled  for  release  through  the  retail 
pharmacists  of  our  country. 

In  addition,  we  feel  that  each  family 
should  have  at  least  one  member  trained  in 
first  aid  and  home  nursing.  During  the 
last  year  some  200,000  Canadians  have  been 
trained  in  first  aid  through  the  auspices  of 
the  St.  John  Ambulance  Association.  Two 
of  our  provinces  now  have  first-aid  training 
as  a mandatory  part  of  the  curriculum  in 
high  schools,  and  we  hope  to  expand  this  to 
the  other  provinces.  In  the  past  three  years 
some  80,000  women  have  been  trained  in 
home  nursing.  These  are  the  steps  we  have 
taken  with  other  agencies  to  help  the  family 
unit  remain  self-sufficient  in  a time  of  crisis. 

As  far  as  the  health  worker  is  concerned, 
we  have  two  major  projects  here.  In  the 
first  instance,  we  cannot  expect  a civilian 
health  worker  to  report  to  his  emergency 
station  if  his  family  is  in  danger,  and  con- 
sequently, through  the  various  national  and 
provincial  associations  we  have  been  direct- 
ing an  intensive  campaign  on  family  survival 
planning,  specifically  oriented  to  this  group. 
Complete  issues  of  the  professional  journals 


from  all  these  associations  have  been  devoted 
to  this  problem. 

We  have  had  the  additional  problem  of 
preparing  the  health  worker  for  an  emer- 
gency role.  We  have  generally  accepted  the 
need  for  expanded  functional  training,  and 
we  have  been  introducing  this  into  under- 
graduate schools  of  medicine,  nursing,  and 
dentistry.  In  addition,  we  have  been  con- 
ducting postgraduate  training  under  both 
federal  and  provincial  auspices. 


National  medical  stockpile 

At  the  present  time  the  federal  govern- 
ment has  authority  to  stockpile  some  $18 
million  of  supplies  which  will  provide  for 
200,000  casualties  for  twenty-one  days.  A 
large  portion  of  the  stockpile  has  been  pro- 
cured and  packaged  for  long-term  storage 
and  distributed  to  regional  depots  across  the 
country.  However,  it  is  of  very  little  use 
in  the  event  of  an  emergency  unless  it  is 
in  the  hands  of  agencies  who  are  organized  to 
provide  disaster  care.  Consequently,  we 
have  reached  agreement  with  several  of 
the  provinces  to  release  items  from  the 
stockpile  to  hospitals  and  other  organiza- 
tions who  have  prepared  a satisfactory 
disaster  plan  within  the  over-aU  program  of 
the  provincial  services.  We  have  procured 
some  200  200-bed  hospitals  as  the  first 
phase  of  a 500-hospital  project.  In  addi- 
tion, we  have  packaged  and  distributed 
some  600  forward  medical  units  for  use  in 
supporting  re-entry  operations  with  the 
Department  of  National  Defence.  The  re- 
mainder of  the  stockpile  comprises  line 
items  which  will  be  used  to  resupply  existing 
hospitals  and  emergency  units. 

We  are  currently  conducting  a survey 
of  available  stocks  of  medical  supplies  and 
equipment  and  determining  the  production 
capability  of  our  industries.  Our  goals  in 
this  area  are  to  make  the  municipality  self- 
sufficient  for  seven  days,  the  provinces  self- 
sufficient  for  thirty  days,  and  the  country  as 
a whole  for  six  months. 

I have  attempted  to  discuss  very  rapidly 
the  state  of  health  planning  in  Canada  and 
to  indicate  to  you  that  we  are  now  pre- 
pared, with  organizations  at  our  federal 
and  provincial  level,  to  discuss  health  prob- 
lems of  the  continent  as  a whole  and  to 
plan  for  any  possible  contingency. 
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Special  Article 


An  Actuarial  View 
of  Mortality 

ARDIAN  GILL,  F.S.A. 
New  York  City 

Associate  Actuary,  The  Mutual  Life 
Insurance  Company  of  New  York 


George  Bernard  Shaw  once  suggested 
that  insurance  companies  were  not  unlike 
bookies  in  their  operations.  In  elaborating 
on  this  analogy,  he  wrote; 

A bookmaker  who  gambles  will  ruin  him- 
self as  certainly  as  a publican  who  drinks,  or  a 
picture  dealer  who  cannot  bear  to  part  with  a 
good  pictm-e  . . . An  insurance  company, 
sanely  directed,  and  making  scores  of  thou- 
sands of  bets,  is  not  gambling  at  all.  It 
knows  with  sufficient  accuracy  at  what  age 
its  clients  will  die,  how  many  of  their  houses 
will  be  burnt  every  year,  how  often  their 
houses  will  be  broken  into  by  burglars,  to 
what  extent  their  money  will  be  embezzled  by 
their  cashiers;  in  short,  what  will  happen  to 
every  thousand  or  ten  thousand  or  a million 
people,  even  when  the  company  cannot  tell 
what  will  happen  to  any  individual  among 
them. 

It  is  the  function  of  the  actuary  to  provide 
this  prediction,  this  sense  of  certainty,  that 
distinguishes  insiu-ance  from  gambling.  Ac- 
cording to  Byron,  “In  play  there  are  two 
pleasures  for  your  choosing.  The  one  is 
winning  and  the  other  losing.”  It  is  this 
choice  that  further  separates  gambling  and 
insurance.  The  race  will  be  run  whether 
you  bet  on  it  or  not.  It  is  your  bet  that 
creates  the  risk.  But  death  is  a certainty. 
And  the  risk  of  untimely  death  exists 
whether  we  insure  ourselves  or  not. 

Adapted  from  a talk  given  at  a meeting  of  the  Metropolitan 
Medical  Society,  Hotel  Delmonico,  New  York  City,  January 
24, 1963. 


Early  insurance 

Among  the  earliest  known  uses  of  the 
principle  of  insurance  was  the  practice  of  the 
Chinese  river  merchants.  In  transporting 
their  goods  on  the  Yangtze  River  they  were 
plagued  by  pirates.  If  a merchant  put  all 
his  goods  on  his  own  junk  its  loss  could  mean 
his  ruin.  Therefore,  he  divided  his  cargo 
among  aU  the  junks  going  to  the  same  des- 
tination at  about  the  same  time,  and  other 
merchants  did  the  same,  thus  sharing  the 
risk.  While  they  were  certain  to  lose  some 
of  their  goods  each  trip,  because  at  least 
one  of  the  boats  was  likely  to  be  sunk,  they 
knew  that  they  were  also  certain  to  get  the 
bulk  of  their  cargo  through.  It  is  this  sub- 
stitution of  a small  certain  loss  for  a large 
uncertain  loss  that  characterizes  insurance. 

An  enterprising  entrepreneur  on  the  scene 
could  have  saved  those  merchants  the 
trouble  of  splitting  up  their  cargos.  If,  on 
the  average,  a merchant  lost  10  per  cent  of 
each  shipment,  he  would  have  been  willing 
to  pay  someone  that  10  per  cent  to  reim- 
burse him  for  a total  loss.  In  other  words, 
he  would  pay  a premium  to  insure  his  cargo. 

Premiums 

In  any  insiu"ance  the  premium  is  an  ex- 
pression of  the  probability  of  the  occurrence 
of  the  event  insured  against.  In  life  insur- 
ance the  compilation  of  the  probabilities  of 
death  at  the  various  ages  is  called  a mor- 
tality table.  This  is  the  actuarial  tote 
board. 

Since  this  risk  of  death  increases  through- 
out life,  anyone  wishing  to  insure  his  life 
should,  theoretically,  pay  a higher  premium 
each  year.  It  is  a fact,  however,  that  most 
life  insurance  carries  a level  premium;  there 
is  no  increase  with  age.  This  premium, 
then,  must  be  based  on  an  average  proba- 
bility of  death.  The  premium  is  higher  than 
the  probability  of  death  at  the  beginning  and 
lower  at  the  end.  The  excess  in  the  early 
years  is  put  aside  to  make  up  the  anticipated 
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deficiency  in  later  years.  The  amount  put 
aside  is  called  a reserve  and  is  necessary  to 
assure  the  solvency  of  the  insurer.  The 
laws  enacted  by  each  state  specify  a mor- 
tality table  designed  to  assure  the  adequacy 
of  reserves  in  the  aggregate.  Since  the  mills 
of  the  law  grind  slow,  this  table  may  not 
reflect  current  rates  of  death.  This  is  of 
little  consequence  as  long  as,  in  the  aggre- 
gate, reserves  are  adequate  to  pay  off  the 
contracts  as  necessary.  The  actual  cost 
of  life  insurance  to  the  purchaser  is  not 
based  on  this  legal  reserve  table.  Neither 
are  a company’s  profits  determined  by  this 
reserve  table.  The  purchaser  of  life  in- 
surance, or  life  insurance  stock,  should  not 
concern  himself  with  the  age  of  the  reserve 
table  any  more  than  he  would  worry  about 
legal  reserve  requirements  of  his  savings 
bank. 

The  important  mortality  table  to  the 
purchaser  of  insurance,  the  one  that  deter- 
mines his  cost,  may  never  find  its  way  to  the 
printer.  In  a mutual  company  the  pre- 
miums may  be  calculated  using  the  reserve 
table  for  convenience.  But  the  actuary  ob- 
serves closely  the  year-to-year  rates  that  the 
company  actually  experiences,  and  these 
represent  the  mortality  table  that  deter- 
! mines  the  cost  of  insurance.  The  difference 
between  these  actual  death  rates  and  those 
I assumed  in  calculating  the  premiums  con- 
I stitute  a mortality  saving  which  is  reflected 
1 in  policy  dividends.  In  nonparticipating 
! insurance  no  policy  dividends  are  paid,  but 
a new  mortality  table  is  compiled  every  few 
I years,  completely  independent  of  the  reserve 
table.  In  this  table  the  stock  company 
) actuary  attempts  to  anticipate  the  mor- 
tality savings  that  find  their  way  into  a 
mutual  company’s  dividends.  “The  ac- 
I tuary  forecasts  what  the  accountant  will 
later  record.” 

Actuarial  forecasts 

In  making  this  forecast  the  actuary  has 
in  mind  insuring  only  certain  types  of  in- 
dividuals. In  keeping  with  the  idea  of 
sharing  the  risk,  he  expects  a certain  ho- 
mogeneity among  the  lives  he  assumes  wiU 
be  insured  and  those  actually  insured.  It 
is  for  the  underwriter  to  bring  about  this 
result.  The  underwriter  considers  a man 
physically,  morally,  and  financially.  He 
considers  his  height  and  weight,  his  medical 


history,  his  physical  impairments,  his  habits, 
his  occupation;  he  considers  a multitude  of 
characteristics  and  sometimes  appears  ca- 
pricious. Robert  Benchley  studied  this 
thoroughly  and  offered  this  advice: 

The  best  way  to  be,  in  order  to  live  to  be 
one  hundred  (for  some  reason  it  is  taken  for 
granted  that  you  want  to  live  to  be  one 
hundred — doubtless  something  the  insurance 
companies  thought  up  by  themselves)  is  to  be 
about  6 feet  tall,  to  weigh  around  175 
pounds,  avoid  diabetes  and  staiches,  live  out- 
of-doors  (going  indoors  at  night  after  you 
have  reached  eighty)  and  keep  your  parents 
and  grandparents  alive,  at  the  point  of  a 
pistol  if  necessary. 

It’s  important  to  keep  those  grandparents 
alive,  because  their  longevity  seems  statisti- 
cally to  have  an  effect  on  subsequent  genera- 
tions. The  cause  and  effect  relationship  is 
not  clear,  but  to  the  actuary  or  under- 
writer, none  need  be  proved.  We  need  not 
be  philosophers  any  more  than  the  tote 
board  is  a philosopher.  We  need  merely  to 
demonstrate  that  a group  exhibiting  certain 
characteristics  wiU  have  a significantly  dif- 
ferent longevity  from  another  group.  We 
need  not  be  too  concerned  with  the  cause, 
as  long  as  the  statistical  connection  is  not 
spurious. 

A case  in  point  is  the  smoking-lung  cancer 
link,  which  has  been  scoffed  at  as  “only 
statistical.”  In  this  connection,  the  now 
famous  British  report  of  the  Royal  College 
of  Physicians  begins  this  way: 

Several  serious  illnesses,  in  particular  lung 
cancer,  affect  smokers  more  often  than  non- 
smokers.  Heavier  smokers  have  a higher 
death  rate  than  lighter  smokers;  those  who 
continue  to  smoke  have  a higher  death  rate 
than  those  who  stop;  cigarette  smokers  have 
a higher  death  rate  than  smokers  of  pipes  or 
cigars.  There  is  no  doubt  of  the  truth  of 
these  statements;  dispute  continues  only 
about  their  interpretation. 

For  the  actuary,  the  statistical  connection 
is  the  important  one;  the  interpretation  is 
secondary. 

Consideration  of  risks 

Even  though  a higher  mortality  rate  can 
be  demonstrated  among  smokers,  life  in- 
surance companies  do  not  take  a man’s 
smoking  habits  into  account  when  they  con- 
sider him  for  insixrance.  This  is  because 
smoking  constitutes  a hazard  common  to 
the  general  population  just  as  does  auto- 
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mobile  travel.  Each  involves  a risk,  but 
a majority  are  exposed  to  this  risk,  at  least 
at  the  moment. 

Life  insurance  companies  pay  no  special 
attention  to  risks  that  everyone  is  exposed 
to.  They  look,  instead,  for  characteristics 
that  distinguish  an  individual,  or  a group  of 
individuals,  from  the  general  insured  pop- 
ulation in  terms  of  the  risk  of  death.  And 
what  is  considered  a distinction  may  be 
trivial  to  a man’s  family  doctor.  How  often 
have  we  been  told  by  someone  who  has 
been  charged  an  extra  premium  that  his 
doctor  has  given  him  a “clean  bill  of  health.” 
This  may  be  completely  true,  but  in  the 
process  his  doctor  may  have  found  blood 
pressures  of,  say,  135  over  90.  He  pre- 
scribed no  medication  since  he  considered 
these  as  clinically  normal,  or  at  most 
representing  a modest  elevation.  Yet  we 
have  clear  evidence  that  a group  with  these 
pressures  at,  say,  age  forty  will  experience 
higher  than  average  death  rates  each  year. 
According  to  the  1959  Build  and  Blood 
Pressure  Study  of  the  Society  of  Actuaries, 
males,  age  forty,  with  blood  pressures  of 
135/90  are  exposed  each  year  to  a risk  of 
death  one  and  one-half  times  as  great  as 
normal  insured  individuals.  The  life  ex- 
pectancy at  age  forty  is  reduced  from  thirty- 
two  to  twenty-eight  years.  The  expecta- 
tion of  living  to  age  sixty -eight  is  a clinically 
normal  hfe  expectancy,  but  actuariaUy 
it  is  an  abbreviated  one.  It  would  be 
manifestly  unfair  to  include  applicants  with 
these  blood  pressure  characteristics  with  the 
general  insured  population. 

These  risks  must  be  classified  according 
to  the  financial  effect  of  the  elevated  blood 
pressures.  Once  again,  the  cause  of  death 
is  secondary.  The  actuary  looks  at  the 
causes  of  death  as  any  statistical  explorer 
would,  to  seek  the  important  characteristics 
of  those  experiencing  higher  than  normal 
death  rates  from  a given  cause.  This  is 
not  always  a fruitful  search,  and  the  direc- 
tion of  further  search  is  not  always  clear. 
We  find,  for  example,  in  the  first  known  tables 
compiled  by  John  Graunt  on  deaths  in 
London  in  1662  that  one  person  died  “af- 
frighted,” eleven  of  “griefe,”  and  two  of 
“lethargie.” 

The  cause  of  death  is  also  important  in 
appraising  what  will  happen  if  certain 


major  causes  of  death  are  eliminated  or 
mitigated.  Cancer  today  occupies  every- 
one’s interest  and  is  characterized  by  the 
newspapers  as  a dread  killer.  Yet  if  deaths 
ascribable  to  malignant  neoplasms  were 
entirely  ehminated,  it  would  increase  the 
average  fife  span  of  insured  males,  age  forty, 
for  example,  by  only  shghtly  over  two  years. 
Compare  this  with  the  four-year  reduction  in 
life  span  caused  by  a modest  blood  pressure 
elevation. 

Conclusion 

And  who  is  to  say  that  some  new  thing 
will  not  arise  to  take  cancer’s  place.  We 
seem  now  to  have  reached  a plateau  as  far 
as  mortality  improvement  is  concerned. 
The  great  improvement  in  mortality  rates 
at  aU  ages  that  came  about  in  the  last  two 
decades  is  attributable  to  advances  in 
medicine  and  improvement  in  our  level  of 
living.  While  we  eagerly  await  further 
strides  by  the  medical  profession,  none  of 
this  is  likely  substantially  to  decrease  the 
over-all  mortality  rate,  except  control  of 
cancer  and  heart  disease.  As  illustrated  in 
the  case  of  cancer,  the  effect  is  not  too  great 
among  males.  It  is  more  significant  among 
females. 

Sometimes  the  very  cause  of  improve- 
ment in  mortality  carries  with  it  a new  cause 
of  death,  just  as  new  strains  of  bacteria 
developed  after  the  introduction  of  anti- 
biotics and  as  new  drugs  may  have  danger- 
ous side-effects.  Even  the  rise  in  the  level 
of  living  can  worsen  mortality  through  over- 
eating, too-rich  food,  and  lack  of  exercise. 
Then,  too,  there  are  new  hazards  yet  un- 
evaluated: the  effects  of  DDT  (the  subject 
of  a best-seUing  book),  atomic  radiation,  air 
pollution,  even  accidents.  The  death  rate 
in  the  twenty-  to  thirty-year  age  group  now 
is  worsening  because  of  an  increased  rate 
of  death  from  accidents,  especially  auto 
accidents.  The  distribution  of  death  causes 
must,  after  aU,  total  100  per  cent,  and  there 
is  always  a cause  of  death  waiting  to  leap 
into  a front  spot  when  a major  cause  is 
eliminated.  According  to  Abraham  Cow- 
ley, “Let  nature  and  let  art  do  what  they 
please.  When  all  is  done,  life’s  an  incurable 
disease.” 

Broadway  at  55th  Street,  New  York  19 
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A stripper  who  came  from  Duluth 
Would  dance  in  a way  most  uncouth 
As  her  clothes  she  did  shed. 

Any  man; — if  not  dead 

Would  encounter  a moment  of  truth. 

* * ♦ 

When  and  if  the  limerick  above  is  read  it  will 
remain  the  only  tangible  memento  of  a snow- 
drift that  held  me  captive  in  my  own  car  for 
some  two  hours.  For,  by  the  time  of  publica- 
tion, the  spring  sun  will  have  relegated  to  the 
limbo  of  weather  department  prosaic  records, 
or  the  romantic  and  exaggerated  reminiscences 
of  my  neighbors,  the  some  30  inches  of  ice  now 
throttling  the  river  and  the  60  plus  inches  of 
beautiful  and  immaculate  but  deadly  snow  now 
blanketing  this  North  Country. 

* * :(! 

Many  communities  support  a cable  service 
for  improved  television  reception,  consisting  of 
a master  antenna  and  individual  house  cables, 
available  at  an  installation  fee  and  a monthly 
usage  charge.  Somewhat  later  than  to  most, 
but  in  association  with  the  usual  political 
bickering  and  a normal  quota  of  lawsuits,  it 
has  come  to  our  town.  As  a result,  it  became 
the  subject  of  the  day  at  our  informal  staff 
session.  It  provoked  a diversity  of  opinion 
and  soon  generated  considerable  heat. 

Controversy  was  at  peak  level  when  Ole  Doc 
made  his  entrance.  Oblivious  to  the  excited 
argument  surrounding  him,  he  assumed  his  usual 
chair  and  became  engaged  in  that  personal 
ritual  which  repetition  has  made  familiar  to  us 
all.  Habitual  though  it  be,  he  is  always  delib- 
erate, with  none  of  the  nonchalant  indifference 
so  often  seen  in  well-established  habits.  It 
is  never  casual,  and  he  has  never  brooked  dis- 
traction. I can  only  describe  it  as  a circum- 
cision of  a cigar,  performed  with  the  precision 
and  the  meticulous  technic  of  a dedicated  sur- 
geon, yet  with  all  the  reverence  of  a devout 
Rabbi.  The  celebration  of  this  ceremonious 
rite  completed,  he  leaned  back,  regarding  the 
evenly  lit  end  of  his  cigar  with  the  same  air  of 
reassmdng  benevolence  as  has  comforted  the 
misgivings  and  quelled  the  panic  of  patient 
and  family  for  many  a year.  It  didn’t  serve  to 
protect  him  from  demands  on  all  sides  for  his 
opinion  as  to  the  new  cable  service.  Yielding, 
he  closed  the  discussion  with  this  observation: 
“This  cable  is  the  same  as  marriage — if  you 
compare  what  you  get  with  what  you  think  it 
ought  to  be  or  to  what  you  thought  it  was 
going  to  be,  then  it  is  a disappointing  failure; 
but  if  you  compare  it  with  what  you  had  before, 
then  it’s  wonderful.’’ 


* ♦ * 

Ole  Doc  may  not  always  be  right,  but  he  is 
always  forceful  and  usually  quotable  and,  I 
might  add,  voluble.  Here  are  some  sample 
excerpts: 

On  progress.  Sure,  I know  you  think  I am 
still  in  the  horse-and-buggy  era,  but  that  doesn’t 
mean  I don’t  realize  what  all  of  you  are  intimat- 
ing: that  I am  not  aware  of  what  has  happened. 
I know  that  the  production  time  for  a modern 
jet  plane  is  one  or  two  years  less  than  for  one 
of  the  ships  that  brought  early  settlers  to  this 
continent  and  also  that  the  function  relative  to 
the  time  span  in  fulfilling  the  objective  for  which 
they  were  produced,  namely,  crossing  the  Atlan- 
tic, has  been  reduced  from  three  months  to  less 
than  a day.  The  same  comparison  can  be  made 
to  the  covered  wagon  and  crossing  the  continent: 
I know  that  the  production  time  for  modern 
automobiles  is  measured  in  minutes  compared 
with  weeks  or  months  for  the  old  horse-drawn 
buggy  and  that  the  roads  on  which  they  travel 
now  are  built  in  months  rather  than  years. 
The  same  relative  comparison  can  be  made  to 
all  facets  of  modem  living:  housework,  clothes, 
home  and  office  building,  and  so  on.  The  point 
I am  making,  and  which  you  don’t  seem  to 
appreciate,  is  that  the  production  time  of  the 
navigator  of  the  ocean-crossing  jet  and  of  the 
fleet  of  Columbus,  of  the  pilot  of  the  transcon- 
tinental plane  and  the  driver  of  the  covered 
wagon,  the  Puritan  maiden  at  her  spinning  wheel 
or  the  female  machine  tender  in  some  modern 
cotton  mill — in  all  cases  theu'  production  time 
remains  the  same,  about  ten  twenty-eight-day 
months,  but  their  span  of  function  (life)  has 
been  increased  instead  of  shortened  by  some 
thousand  plus  per  cent.  This  is  the  problem: 
No  rational  person  wants  to  go  back  to  the 
mud  hut,  communal  fire,  and  cannibal  stew  era; 
but  sooner  or  later  we  must  realize  we  are 
running  1963  cars  on  1940  I'oads  driven  by 
5000  B.C.-model  chauffeurs. 

* * * 

Ole  Doc  suggested  today  that  he  finally 
learned  what  became  of  the  “five  o’clock 
shadow”  character  of  some  years  ago — he  has 
become  today’s  beatnik! 

* * * 

On  conservation.  Because  of  the  rigorous 
winter  many  of  the  local  game  clubs  as  well  as 
members  of  private  hunting  preserves  are  snow- 
shoeing  into  the  woods  and  leaving  feed  for  the 
deer  herd.  When  Ole  Doc  was  asked  to  paitici- 
pate,  he  agreed;  then  added  he  was  not  sure  it 
really  helped.  In  his  experience  the  two  chief 
factors  in  preserving  the  numerical  standard  of 
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the  deer  herd  ax'e  the  unloaded  gun  and  the 
loaded  hunter. 

* * * 

Doctors  seem  uncomfortable  and  uneasy 
when  in  the  company  of  lay  people  whether 
such  contacts  be  social  or  professional,  probably 
because  of  a lack  of  communication.  When 
such  contacts  are  on  a professional  level,  the 
doctor  is  apt  to  become  impatient  and  in  some 
cases  even  irritable.  Whether  they  be  hospital 
trustees,  insurance  representatives,  family  mem- 
bers, government  agents,  police,  clergy,  or  at- 
torneys, doctors  resent  their  intrusion  into  a 
medical  situation,  they  bridle  at  an  explanation 
demanded,  rebel  at  necessary  paper  work,  and 
when  insistence  on  this  becomes  necessary,  (as 


TV  and  epilepsy 

Although  a series  of  14  epileptic  children  with 
television-induced  seizures  was  reported  re- 
cently in  Britain,  epileptic  seizures  provoked 
by  the  flicker  of  a TV  set  are  a rare  occurrence  in 
the  United  States,  according  to  an  editorial  in 
the  February  16  Journal  of  the  American  Medical 
Association. 

“A  difference  in  the  flicker  frequency  of  the 
television  picture  in  Great  Britain,  as  compared 
with  the  television  sets  in  the  United  States, 
may  explain  the  rarity  of  television-produced 
convulsions  in  this  country,”  the  editorial  said. 
“An  increased  flicker  frequency  and  a greater 


it  often  does)  they  are  inclined  to  blame  the 
individual  agent.  The  doctor  is  forced  to  ac- 
cept their  interference  and  authority,  but  never 
willingly,  and  accordingly  gripes  constantly 
about  these  matters.  In  the  event  such  an 
agent  is  obnoxious  and  tactless,  then  he  becomes 
the  taiget  of  repeated  gidping  sessions,  where 
doctor  vies  with  doctor  in  enumerating  the 
foibles,  inadequacies,  and  specific  villainies  of 
the  human  race.  In  a recent  such  conclave 
Ole  Doc  outdid  the  assembly  and  probably  him- 
self with  this  pungent  observation  of  the  objec- 
tive for  the  day  with  the  following:  “He  has 

the  physique  of  Falstaff  and  the  personality  of 
Uriah  Keep.” 

WRC 


number  of  individual  lines  make  up  the  tele- 
vision picture  in  America.”- 

Close  proximity  to  a TV  screen  is  more  likely 
to  provoke  a convulsion  because  a larger  area 
of  the  retina  is  stimulated  and  more  sensoi'y- 
nerve  fibers  are  activated.  The  outside  edges  of 
the  retina,  which  are  more  sensitive  to  flicker 
perception,  also  are  more  likely  to  be  affected. 
Tests  have  shown  that  closing  the  eyes  also 
enhances  the  effect  of  the  flicker. 

Susceptible  children  should  be  told  to  look 
away  and  keep  their  eyes  open  if  the  TV  picture 
becomes  faulty,  the  editorial  advised.  They 
should  sit  at  least  five  feet  from  the  screen. 

Phenobarbital  has  been  found  to  be  effective 
in  preventing  TV-induced  convulsions. 
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Jerome  Bert  Abelman,  M.D.,  of  Valley 
Stream,  died  on  October  26,  1962,  at  the  age  of 
thirty-eight.  Dr.  Abelman  graduated  in  1949 
from  Long  Island  College  Medical  School.  He 
was  an  associate  attending  obstetrician  and 
gynecologist  at  Kings  County  Hospital  Center 
and  an  attending  member  of  the  obstetric  and 
gynecologic  staff  at  Long  Island  Jewish  and 
South  Nassau  Communities  Hospitals.  Dr. 
Abelman  was  a Diplomats  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and 
Gynecologists,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  Nassau 
Obstetrical  Society,  the  Brooklyn  Gynecological 
Society,  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Charles  Moore  Allaben,  M.D.,  of  Bingham- 
ton, died  on  April  12  at  the  age  of  seventy-seven. 
Dr.  Allaben  graduated  in  1910  from  Cornell 
University  Medical  College.  He  was  a senior 
attending  orthopedic  surgeon  at  Binghamton 
General  Hospital  and  the  first  orthopedic 
surgeon  to  practice  in  Broome  County.  Dr. 
Allaben  was  a Diplomate  of  the  American  Board 
of  Orthopedic  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Ameri- 
can Academy  of  Orthopaedic  Surgeons,  the 
Binghamton  Academy  of  Medicine,  the  Broome 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Henry  Ferdinand  Balconi,  M.D.,  of  Roches- 
ter, died  on  April  2 at  the  age  of  fifty-six.  Dr. 
Balconi  graduated  in  1931  from  the  University 
of  Michigan  Medical  School.  He  was  an  as- 
sistant attending  ophthalmologic  surgeon  at 
Strong  Memorial  Hospital  and  an  emeritus 
ophthalmologist  at  St.  Mary’s  Hospital.  Dr. 
Balconi  was  a Diplomate  of  the  American  Board 
of  Ophthalmology  and  a member  of  the  Roches- 
ter Academy  of  Medicine,  the  Rochester  Patho- 
logical Society,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frederic  W.  Bancroft,  M.D.,  of  New  York 
City,  died  on  April  24  at  the  age  of  eighty-two. 
Dr.  Bancroft  graduated  in  1906  from  Johns 
Hopkins  University  School  of  Medicine.  Re- 
tired, he  was  a surgeon  emeritus  at  Flower  and 
Fifth  Avenue  Hospitals,  director  of  surgery 
emeritus  at  Grand  Central  Hospital,  and  a con- 
sulting surgeon  at  Lincoln,  Harlem,  City  (at 
Elmhurst),  Flushing,  Kings  Park  State,  Vassar 
Brothers  (Poughkeepsie)  and  Brookhaven  Me- 


morial Hospitals.  A former  associate  clinical 
professor  of  surgery  at  Columbia  University 
College  of  Physicians  and  Surgeons  and  clinical 
professor  of  surgery  at  New  York  Medical  Col- 
lege, he  was  editor  in  chief  of  “Surgical  Treat- 
ment” and  the  author  of  many  articles  on 
surgery.  Dr.  Bancroft,  a founder  and  former 
vice-chairman  of  the  New  York  City  Cancer 
Committee,  was  a Diplomate  of  the  American 
Board  of  Surgery  and  a member  of  its  founders’ 
group,  a Fellow  of  the  American  College  of  Sur- 
geons, a FeUow  of  the  American  College  of 
Gastroenterology  and  a past-president,  and  a 
member  of  the  American  Surgical  Association, 
the  American  Association  for  the  Surgery  of 
Trauma,  the  Association  of  Military  Surgeons  of 
the  United  States,  the  Academy-International  of 
Medicine,  the  New  York  Academy  of  Medicine, 
the  New  York  Gastroenterological  Society,  the 
New  York  Surgical  Society,  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Frank  Edward  Benkovic,  M.D.,  of  Bingham- 
ton, died  on  March  28  at  the  age  of  fifty-two. 
Dr.  Benkovic  graduated  in  1935  from  George- 
town University  School  of  Medicine.  A medical 
examiner  for  the  Binghamton  Board  of  Educa- 
tion, Dr.  Benkovic  was  a member  of  the 
Binghamton  Academy  of  Medicine,  the  Broome 
County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

John  Winfield  Bennett,  M.D,,  of  Patchogue, 
died  on  February  16  at  the  age  of  seventy.  Dr. 
Bennett  graduated  in  1919  from  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  School. 
He  was  an  emeritus  obstetrician  at  the  John 
T.  Mather  Memorial  Hospital,  Port  Jefferson. 

Abraham  Arthur  Bernhardt,  M,D.,  of 
Brooklyn,  died  on  April  17  at  the  age  of  fifty- 
nine.  Dr.  Bernhardt  graduated  in  1927  from 
Long  Island  College  Hospital  Medical  School. 
He  was  a volunteer  physician  for  the  Pride  of 
Judea  Children’s  Service  in  Brooklyn.  Dr. 
Bernhardt  was  a member  of  the  Medical  Society 
of  the  County  of  Kings  and  the  Medical  Society 
of  the  State  of  New  York. 

William  Quentin  Clarke  Bole,  M.D.,  of 
Groton,  died  on  November  29,  1962,  at  the  age 
of  fifty-seven.  Dr.  Bole  graduated  in  1928 
from  Western  Ontario  Faculty  of  Medicine,  the 
University  of  London.  He  was  a member  of  the 
Tompkins  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Esteban  Verges  Casals,  M.D.,  of  New  York 
City,  died  on  September  24,  1962,  at  the  age  of 
seventy-eight.  Dr.  Casals  received  his  medical 
degree  from  the  University  of  Barcelona  in  1907. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Shirley  Ann  Collins,  M.D.,  of  Plainfield,  New 
Jersey,  formerly  of  Kingston,  died  on  September 
15,  1962,  at  the  age  of  thirty-nine.  Dr.  Collins 
graduated  in  1949  from  the  New  York  Medical 
College.  She  was  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists  and 
a member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

William  Robert  Cotton,  M.D.,  of  Brooklyn, 
died  on  October  14,  1962,  at  the  age  of  fifty- 
two.  Dr.  Cotton  graduated  in  1937  from 
Hahnemann  Medical  College  of  Philadelphia. 
He  was  an  assistant  attending  surgeon  at  Coney 
Island  Hospital.  Dr.  Cotton  was  a member  of 
the  Medical  Society  of  the  County  of  Kings  and 
the  Medical  Society  of  the  State  of  New  York. 

Caroline  Croasdale,  M.D.,  of  Albany,  died 
on  October  22,  1962,  at  the  age  of  seventy-nine. 
Dr.  Croasdale  graduated  in  1914  from  the 
Woman’s  Medical  College  of  Pennsylvania. 

Salvatore  di  Palma,  M.D.,  of  New  York  City, 
died  on  December  24,  1962,  at  the  age  of 
seventy-two.  Dr.  di  Palma  graduated  in  1913 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  gynecologist 
at  Harlem  and  University  Hospitals.  Dr.  di 
Palma  was  a Diplomate  of  the  American  Board 
of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

David  Stewart  Fettes,  M.D.,  of  Brooklyn, 
died  on  October  14,  1962,  at  the  age  of  fifty-two. 
Dr.  Fettes  graduated  in  1935  from  Georgetown 
University  School  of  Medicine.  He  was  an  as- 
sociate attending  obstetrician  and  gynecologist 
at  St.  Peter’s  Hospital.  Dr.  Fettes  was  a Diplo- 
mate of  the  American  Board  of  Obstetrics  and 
Gynecology  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Clifford  Davey  Gallagher,  M.D.,  of  Orange- 
burg, died  on  October  26,  1962,  at  the  age  of 
sixty-seven.  Dr.  Gallagher  graduated  in  1916 
from  Queen’s  University  Faculty  of  Medicine, 
Kingston,  Ontario.  He  was  a senior  attending 


pathologist  at  Rockland  State  Hospital.  Dr. 
Gallagher  was  a member  of  the  American  Public 
Health  Association,  the  New  York  State  Society 
of  Pathologists,  the  Rockland  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Aloysius  Gibbons,  M.D.,  of  Clifton 
Springs,  died  on  October  31,  1962,  at  the  age  of 
fifty-three.  Dr.  Gibbons  graduated  in  1933 
from  Jefferson  Medical  College  of  Philadelphia. 
He  was  director  of  anesthesiology  at  Clifton 
Springs  ^Sanatorium  and  Clinic.  Dr.  Gibbons 
was  a Diplomate  of  the  American  Board  of 
Anesthesiology  and  a member  of  the  American 
Society  of  Anesthesiologists,  Inc.,  the  New  York 
State  Society  of  Anesthesiologists,  the  Ontario 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Isaac  Goldstein,  M.D.,  of  New  York  City, 
died  on  November  28,  1962,  at  the  age  of 
seventy.  Dr.  Goldstein  graduated  in  1920  from 
New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  superintendent  of  the 
Department  of  Medicine  at  Bellevue  Hospital. 
Dr.  Goldstein  was  a member  of  the  New  York 
County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Isador  Charles  Goldstein,  M.D.,  of  Brooklyn, 
died  on  October  11,  1962,  at  the  age  of  eighty- 
seven.  Dr.  Goldstein  graduated  in  1897  from 
New  York  University  Medical  College.  He  was 
a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Abraham  Gottlieb,  M.D.,  of  Brooklyn,  died 
on  February  15  at  the  age  of  seventy.  Dr. 
Gottlieb  graduated  in  1916  from  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  School. 
He  was  an  associate  attending  pediatrician  at 
Cumberland  Hospital.  Dr.  Gottlieb  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Lloyd  Diamond  Harris,  M.D.,  of  Pough- 
keepsie, died  on  October  8,  1962,  at  the  age  of 
fifty-four.  Dr.  Harris  graduated  in  1934  from 
the  University  of  London  Faculty  of  Medicine, 
St.  Mary’s  Hospital  Medical  School.  Former 
director  of  the  Dutchess  County  Mental  Health 
Clinic,  he  was  an  assistant  attending  neuro- 
psychiatrist at  Vassar  Brothers  Hospital  and  a 
consulting  psychiatrist  at  Northern  Dutchess 
Health  Service  Center.  Dr.  Harris  was  a 
Diplomate  of  the  American  Board  of  Psychia- 
try and  Neurology  (Psychiatry)  and  a member 
of  the  American  Association  for  Research  in 
Psychosomatic  Problems,  the  Academy  of 
Psychosomatic  Medicine,  the  Association  for  the 
Advancement  of  Psychotherapy,  the  Dutchess 
County  Medical  Society,  the  Medical  Society  of 
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the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Robert  William  Helm,  M.D.,  of  Ossining, 
died  on  March  24  at  the  age  seventy-two.  Dr. 
Helm  graduated  in  1914  from  Albany  Medical 
College.  He  was  an  attending  physician  at 
Phelps  Memorial  Hospital  Association,  North 
Tarrytown,  and  had  been  the  first  president  of 
its  medical  staff.  Dr.  Helm  was  a member  of 
the  American  Academy  of  General  Practice,  the 
Westchester  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  Melford  Hershey,  M.D.,  of  Albany, 
died  on  October  6,  1962,  at  the  age  of  sixty-two. 
Dr.  Hershey  graduated  in  1934  from  the  Uni- 
versity of  Toronto  Faculty  of  Medicine.  He 
was  a steff  member  of  the  New  York  State  De- 
partment of  Health.  Dr.  Hershey  was  a Dip- 
lomate  of  the  American  Board  of  Preventive 
Medicine,  Inc.  (Public  Health)  and  a member  of 
the  Albany  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Aaron  Hirsch,  M.D.,  of  Brooklyn,  died  on 
September  28,  1962,  at  the  age  of  sixty-seven. 
Dr.  Hirsch  graduated  in  1918  from  New  York 
University  and  Bellevue  Hospital  Medical 
School.  He  was  an  attending  obstetrician  and 
gynecologist  at  Maimonides  Hospital  and 
Maimonides  Hospital  Outpatient  Department. 
Dr.  Hirsch  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and 
Gynecologists,  and  a member  of  the  Brooklyn 
Gynecological  Society,  the  Medical  Society  of 
the  County  of  Kings,  and  the  Medical  Society  of 
the  State  of  New  York. 

Joseph  Horowitz,  M.D.,  of  Brooklyn,  died  on 
September  6,  1962,  at  the  age  of  sixty-eight. 
Dr.  Horowitz  graduated  in  1916  from  Long 
Island  College  Hospital  Medical  School.  He 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Henry  Randolph  Jackson,  M.D.,  of 

Brooklyn,  died  on  October  24,  1962,  at  the  age 
of  sixty-seven.  Dr.  Jackson  graduated  in  1927 
from  Howard  University  College  of  Medicine. 
He  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Howard  Conkling  Johnston,  M.D.,  of 
Corinth,  died  on  November  26,  1962,  at  the  age 
of  seventy.  Dr.  Johnston  graduated  in  1916 
from  Albany  Medical  College.  He  was  an 
honorary  member  of  the  medical  staff  of  Corinth 
Hospital.  Dr.  Johnston  was  a member  of  the 


Saratoga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  N.  Katz,  M.D.,  of  EUenville,  died  on 
October  14,  1962,  at  the  age  of  fifty-four.  Dr. 
Katz  graduated  in  1935  from  the  University  of 
Edinburgh  Faculty  of  Medicine.  He  was  an  at- 
tending surgeon  at  Veterans  Memorial  Hospital. 
Dr.  Katz  was  a member  of  the  Ulster  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Loretta  L.  Knappenberg,  M.D.,  of  Buffalo, 
died  on  September  13, 1962,  at  the  age  of  eighty- 
six.  Retired,  she  graduated  in  1900  from  the 
University  of  Buffalo  School  of  Medicine. 

John  Hamilton  Korns,  M.D.,  of  Tarrytown, 
died  on  December  9, 1962,  at  the  age  of  seventy- 
nine.  Dr.  Korns  graduated  in  1909  from  Rush 
Medical  College.  Former  director  of  the  tuber- 
culosis control  division  of  Westchester  County 
and  former  director  of  tuberculosis  services  with 
the  Cattaraugus  County  Health  Department, 
he  was  an  honorary  staff  member  in  chest 
diseases  at  Grasslands  Hospital.  Dr.  Korns  was 
a member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Alexander  F.  Laszlo,  M.D.,  of  New  York  City, 
died  on  April  18  at  the  age  of  seventy-two.  Dr. 
Laszlo  received  his  medical  degree  from  the 
University  of  Budapest  in  1914.  He  was  an 
honorary  otolaryngologic  surgeon  at  Harlem 
and  New  York  Eye  and  Ear  Hospitals,  and  an 
assistant  attending  otolaryngologist  at  Bellevue 
and  Madison  Avenue  Hospitals.  Dr.  Laszlo  was 
a Diplomate  of  the  American  Board  of  Otolaryn- 
gology and  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Bella  S.  Levin,  M.D.,  of  Brooklyn,  died  on 
March  23  at  the  age  of  seventy-one.  Dr.  Levin 
received  her  medical  degree  from  the  University 
of  Kharkov  in  1915.  She  was  a member  of  the 
Medical  Society  of  the  County  of  Kings  and  the 
Medical  Society  of  the  State  of  New  York. 

Samuel  Sheldon  Lockett,  M.D.,  of  Brooklyn, 
died  on  April  24  at  the  age  of  fifty-six.  Dr. 
Lockett  graduated  in  1936  from  the  National 
University  of  Ireland,  College  of  Dublin.  He 
was  an  assistant  attending  physician  at  Adelphi 
Hospital  and  a consulting  physician  to  the 
Franciscan  Brothers  in  Brooklyn  and  in  1961 
was  awarded  the  St.  Francis  College  Medal  of 
Honor  for  his  work  at  the  College.  Dr.  Lockett 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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Burdge  P.  MacLean,  M.D.,  of  Huntington, 
died  on  February  24  at  the  age  of  eighty.  Dr. 
MacLean  graduated  in  1906  from  New  York 
University  and  Bellevue  Hospital  Medical 
School.  Former  Suffolk  County  deputy  health 
commissioner  he  was  also  a past-president  of  the 
Second  District  Branch.  Dr.  MacLean,  an 
honorary  member  of  the  medical  staff  of  the 
Huntington  Hospital,  was  a member  of  the 
Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Bernard  W.  Maisel,  M.D.,  of  New  York  City, 
died  on  April  22  at  the  age  of  forty-seven.  Dr. 
Maisel  graduated  in  1940  from  Johns  Hopkins 
University  School  of  Medicine.  He  was  an  as- 
sociate attending  surgeon  at  New  York  Hospital 
and  at  City  Hospital  at  Elmhurst,  an  associate 
attending  thoracic  surgeon  at  St.  Vincent’s 
Hospital,  Staten  Island,  and  an  assistant  pro- 
fessor of  surgery  at  the  Cornell  University  Medi- 
cal College.  Dr.  Maisel  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the 
American  College  of  Chest  Physicians,  and  a 
member  of  the  American  Thoracic  Society,  the 
American  Geriatrics  Society,  the  New  York 
Academy  of  Medicine,  the  New  York  Surgical 
Society,  the  New  York  Society  for  Thoracic 
Surgery,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Henry  Louis  Martone,  M.D.,  of  Islip,  died  on 
January  30  at  the  age  of  fifty-seven.  Dr. 
Martone  received  his  medical  degree  from  the 
University  of  Rome  in  1934.  He  was  an  as- 
sistant attending  obstetrician  and  gynecologist 
at  Lutheran  Medical  Center  and  Southside 
Hospital,  Bay  Shore.  Dr.  Martone  was  a mem- 
ber of  the  Suffolk  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New  York. 

Leon  Peisachowitz,  M.D.,  of  Spring  Valley, 
died  on  September  20,  1962,  at  the  age  of  sixty- 
five.  Dr.  Peisachowitz  graduated  in  1923  from 
New  York  University  and  Bellevue  Hospital 
Medical  School.  He  was  a member  of  the  In- 
dustrial Medical  Association,  the  Association 
for  Military  Surgeons  of  the  United  States,  the 
New  York  Society  of  Industrial  Medicine,  the 
New  York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New  York. 

Ernest  Herbert  Purvis,  M.D.,  of  Lockport, 
died  on  September  20, 1962,  at  the  age  of  eighty- 
five.  Dr.  Purvis  graduated  in  1899  from  Trinity 
University  Medical  Department,  Toronto, 
Canada. 

Sidney  Melville  Saphir,  M.D.,  of  New  York 
City,  died  on  September  9,  1962,  at  the  age  of 
sixty-five.  Dr.  Saphir  graduated  in  1919  from 
New  York  University  and  Bellevue  Hospital 
Medical  School.  He  was  an  associate  attending 
proctologist  at  Manhattan  General  Hospital. 


Dr.  Saphir  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Abraham  David  Segal,  M.D.,  of  Brooklyn, 
died  on  April  19  at  the  age  of  sixty-three.  Dr. 
Segal  graduated  in  1921  from  Long  Island  Col- 
lege Hospital  Medical  School.  He  was  director 
of  urology  at  Coney  Island  Hospital,  an  attend- 
ing urologist  at  Swedish  Hospital  in  Brooklyn, 
and  a consulting  urologist  at  Jewish  Hospital  of 
Brooklyp.  Dr.  Segal  was  a Diplomate  of  the 
American  Board  of  Urology,  a Fellow  of  the 
International  College  of  Surgeons,  a member  of 
the  American  Urological  Association,  the 
Brooklyn  Urological  Society,  the  New  York 
Society  of  the  American  Urological  Association, 
the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

George  Seiken,  M.D.,  of  Liberty,  died  Septem- 
ber 22,  1962,  at  the  age  of  sixty-three.  Dr. 
Seiken  graduated  in  1926  from  Creighton  Uni- 
versity School  of  Medicine.  He  was  an  attend- 
ing physician  at  Liberty  Maimonides  Hospital 
and  an  associate  attending  physician  at  Liberty- 
Loomis  Hospital.  A past-president  of  the 
Sullivan  County  Medical  Society,  Dr.  Seiken 
was  a member  also  of  the  Medical  Society  of  the 
State  of  New  York  and  the  American  Medical 
Association. 

Robert  A.  Soblen,  M.D.,  of  New  York  City, 
died  on  September  11,  1962,  at  the  age  of 
sixty-two.  Dr.  Soblen  received  his  medical 
degree  from  the  University  of  Bern  in  1935. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Raymond  P.  Sullivan,  M.D.,  of  New  York 
City,  died  on  April  21  at  the  age  of  eighty-one. 
Dr.  Sullivan  graduated  in  1907  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  surgeon  at  the  Hospital  of 
the  Holy  Family,  St.  Joseph’s  (Yonkers), 
Nyack,  and  Southside  (Bay  Shore)  Hos- 
pitals, an  emeritus  surgeon  at  St.  Vincent’s 
Hospital  (Staten  Island),  and  director  of  sur- 
gery emeritus  at  St.  Vincent’s  Hospital  (New 
York  City).  Dr.  Sullivan  was  a Diplomate  of 
the  American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  New  York  Academy  of  Medicine,  the 
Brooklyn  Surgical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Jakob  Weiss,  M.D.,  of  Brentwood,  died  on 
September  11,  1962,  at  the  age  of  fifty-three. 
Dr.  Weiss  received  his  medical  degree  from  the 
University  of  Prague  in  1936.  He  was  a member 
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of  the  Suffolk  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

Leopold  D.  Weiss,  M.D.,  of  New  York  City, 
died  on  October  6,  1962,  at  the  age  of  eighty- 
five.  Dr.  Weiss  graduated  in  1899  from  New 
York  University  and  Bellevue  Hospital  Medical 
School.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 


Ernest  E.  Whipple,  M.D.,  of  Painted  Post, 
died  on  March  27  at  the  age  of  seventy-nine. 
Dr.  Whipple  graduated  in  1908  from  the  Uni- 
versity of  Maryland  School  of  Medicine  and 


College  of  Physicians  and  Surgeons.  Retired,  he 
was  a member  of  the  Steuben  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Harold  A,  Wilson,  M.D.,  of  Kingston,  died  on 
October  13,  1962,  at  the  age  of  sixty-two.  Dr. 
Wilson  graduated  in  1925  from  Cornell  Univer- 
sity Medical  College.  He  was  a consulting 
surgeon  in  ophthalmology  and  otolaryngology  at 
Kingston  Hospital.  Dr.  Wilson  was  a Diplo- 
mats of  the  American  Board  of  Ophthalmology 
and  Otolaryngology  and  a member  of  the  Ameri- 
can Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  Ulster  County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New  York. 


Correction 


Unfortunately,  two  recent  book  reviews  have  been  printed  with 
the  reviews  transposed  so  that  the  incorrect  review  was  attributed  to 
a book  different  from  that  for  which  it  was  written.  The  Journal 
regrets  this  error  and  publishes  below  the  two  correct  reviews.  The 
original  incorrect  reviews  appeared  in  the  May  1 and  May  15  issues 
of  the  Journal. 


Books  Reuleiued 


Radioactive  Isotopes  in  Medicine  and  Biol- 
ogy— Medicine.  By  Solomon  Silver,  M.D. 

Second  Edition.  Octavo  of  347  pages,  illus- 
trated. Philadelphia,  Lea  & Febiger,  1962. 
Cloth,  $8.00. 

This  volume  is  an  amplification  of  the  course 
on  clinical  use  of  radioactive  isotopes  given  at 
The  Mount  Sinai  Hospital.  The  entire  field  is 
covered  briefly.  The  major  stress,  however, 
almost  half  the  book,  has  been  laid  on  the  use  of 
radioactive  iodine  and  the  diagnosis  and  treat- 
ment of  thyroid  disorders.  There  are,  however, 
satisfactory  studies  of  the  use  of  radioactive 
isotopes  in  the  circulatory  system  and  in  studies 
of  the  cardiac  output  and  general  heart  disease, 
renal  and  hepatic  function,  and  tumor  localiza- 
tion, labeled  fat  and  fatty  acid. 

This  volume  stresses  the  clinical  aspects  of 
radioactive  isotopes,  and  will  therefore  be  of 
value  to  the  average  physician  who  is  not  in- 
terested in  the  mathematical  or  physical  con- 
siderations involved.  This  book  is  recommended 


for  a radiological  library. — Emanuel  Mendel- 
SON,  M.D. 


Treatment  of  Cancer  and  Allied  Diseases. 
Second  edition.  Volume  VI.  Tumors  of 
the  Female  Genitalia.  By  twenty-seven 
authors.  Edited  by  George  T.  Pack,  M.D.,  and 
Irving  M.  Ariel,  M.D.  Quarto  of  381  pages, 
illustrated.  New  York,  Harper  & Brothers, 
Publishers,  1962.  Cloth,  $16.50. 

This  volume  follows  the  same  format  success- 
fully used  in  all  of  the  previous  volumes  on  the 
treatment  of  cancer  and  allied  diseases.  Discus- 
sion is  complete,  comprehensive,  and  concise. 
The  statistical  surveys  of  each  condition  are 
excellent.  At  the  end  of  the  volume  there  is  a 
bibliography  of  world  literature  related  to  each 
chapter. 

This  is  a very  satisfactory  source  book  and 
an  excellent  guide  in  the  therapy  of  gynecologic 
malignancy. — Emanuel  Mendelson,  M.D. 
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Medical  Neius 


Obstetrics  and  Gynecology 

The  American  Board  of  Obstetrics  and 
Gynecology  has  set  July  1 as  the  final  date  for 
the  receipt  of  applications,  letters  requesting 
reopening  of  applications,  or  re-examinations. 

All  applications  and  letters  of  request  must 
be  accompanied  by  a duplicate  list  of  patient 
dismissals  for  the  preceding  twelve  months,  not 
to  date  prior  to  January  1,  1962.  This  require- 
ment also  applies  to  candidates  who  have  pre- 
viously been  declared  eligible,  but  who  did  not 
accept  examination  in  the  same  year. 

Diplomates  are  requested  to  keep  the  Board 
office  informed  of  their  current  address. 

Correspondence  should  be  addressed  to 
Robert  L.  Faulkner,  M.D.,  Executive  Secretary 
and  Treasurer,  American  Board  of  Obstetrics 
and  Gynecology,  2105  Adelbert  Road,  Cleve- 
land 6,  Ohio. 

Hospital  safety  award  winner 

Franklin  Delano  Roosevelt  Veterans  Ad- 
ministration Hospital,  Montrose,  New  York, 
has  been  named  grand  award  winner  of  the  1962 
Hospital  Safety  Contest,  sponsored  by  the 
American  Hospital  Association  and  the  National 
Safety  Council. 

The  contest,  completed  by  384  hospitals,  was 
designed  to  encourage  the  observance  of  safety 
practices  among  hospital  employes.  It  was 
judged  on  the  basis  of  the  lowest  number  of 
injuries  among  hospital  employes  in  relation  to 
the  number  of  man-hours  worked  during  the 
year. 

Eighty-five  hospitals  completed  the  contest 
with  pei'fect  records,  operating  over  59  million 
injury-free  man  hom’s. 

Hospitals  taking  part  in  the  contest  were 
divided  into  eight  groups  according  to  the  num- 
ber of  employes.  First  place  winner  in  the 
group  consisting  of  1,000  or  more  employes  was 
Veterans  Administration  Hospital  in  New  York 
City. 

Association  for  the  Advancement 
of  Psychotherapy 

The  195th  scientific  meeting  of  the  Associa- 
tion for  the  Advancement  of  Psychotherapy, 
Inc.,  was  held  on  April  26  at  the  New  York 
Academy  of  Medicine,  2 East  103rd  Street,  New 
York  City. 

Benjamin  Nelson,  Ph.D.,  chairman  of  the 
Department  of  Sociology-Anthropology,  State 
University  of  New  York  at  Stony  Brook,  Long 
Island,  spoke  on  “Contemporary  Social  Science 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


and  Philosophy.” 

Lectures  to  the  Laity 

The  second  talk  in  the  28th  series  of  “Lectures 
to  the  llaity,”  sponsored  by  the  New  York 
Academy  of  Medicine,  was  given  on  April  17  in 
the  Academy’s  Hosack  Hall  by  Frank  Glenn, 
M.D.,  surgeon-in-chief  at  New  York  Hospital. 

Dr.  Glenn  spoke  on  the  development  of  heart 
and  blood  vessel  surgery  and  its  possible  future 
achievements.  The  public  is  invited  to  attend 
the  lectures  to  which  admission  is  free. 

Doctors'  Orchestral  Society 

The  Doctors’  Orchestral  Society  of  New  York 
marked  its  concert  on  May  23  by  noting  three 
occurrences. 

The  first  half  of  the  program  was  dedicated  to 
the  memory  of  Mr.  James  Flanagan,  who  aided 
the  group  in  their  endeavors.  For  the  first  time 
in  the  history  of  the  orchestra  a graduate  physi- 
cian appeared  as  piano  soloist.  And  the  concert 
was  one  of  farewell  for  the  current  music  direc- 
tor. 

The  concert  opened  with  Beethoven’s  Third 
Symphony  in  tribute  to  Mr.  Flanagan.  The 
second  half  of  the  concert  featured  a solo  by 
Richard  M.  Ziter,  M.D.,  resident  in  ophthal- 
mology at  Manhattan  Eye  and  Ear  Hospital. 
Mr.  Norman  Masonson,  conductor  and  music  di- 
rector of  the  Doctors’  Orchestral  Society  of  New 
York  for  five  consecutive  seasons,  has  been  ac- 
cepted for  a doctoral  degree  in  music  at  Stan- 
ford University  in  California. 

National  Vitamin  Foundation 

The  National  Vitamin  Foundation  has  an- 
nounced its  schedule  of  speakers  at  its  future 
medical  conferences.  Conferences  are  held  on 
Fridays  at  11:00  a.m.  in  the  main  conference 
room  at  Northern  Westchester  Hospital,  Mount 
Kisco,  New  York. 

On  June  14  Rachmiel  Levine,  M.D.,  will 
speak  on  “Diabetes:  Basic  Metabolic  Abnor- 
mality, and  Rationale  of  Diet  Therapy.” 

On  September  20  Michael  G.  Wohl,  M.D.,  will 
speak  on  “Therapeutic  Nutrition;  Obesity.” 

On  October  18  Herbert  Pollack,  M.D.,  will 
discuss  “Diabetes  with  Special  Reference  to 
Diet.” 

Glorney-Raisbeck  Fellowship 
in  the  Medical  Sciences 

The  Glorney-Raisbeck  Fellowship  in  the 
Medical  Sciences  for  the  academic  year  begin- 


1728  New  York  State  Journal  of  Medicine  / June  1,  1963 


ning  July  1,  1964,  will  be  awarded  by  the  Com- 
mittee on  Medical  Education  of  The  New  York 
Academy  of  Medicine  for  one  year  of  research 
and/or  study  in  any  field  of  medicine  or  its  al- 
lied sciences.  Under  circumstances  deemed  ap- 
propriate by  the  committee,  the  fellowship  is 
renewable  on  a year-to-year  basis  for  two  addi- 
tional years. 

The  fellowship,  which  carries  a stipend  of 
$6,000,  is  open  to  holders  of  the  M.D.  degree 
who  have  demonstrated  potential  for  pro- 
ductivity in  research  and  teaching,  and  only  to 
physicians  from  the  New  York  area  and  adjacent 
states  who  can  make  themselves  available  for 
interview  by  the  committee  on  awards. 

A candidate  should  be  prepared  to  give  as- 
surance that  he  will  have  an  institutional  ap- 
pointment which  will  enable  him  to  carry  out  the 
objectives  of  his  program  or  research  and/or 
study.  Such  institutions  will  be  encouraged  to 
supplerhent  the  fellowship  stipend. 

Deadline  for  receipt  of  applications  is  Novem- 
ber 1,  1963. 

Requests  for  application  forms  and  additional 
information  should  be  addressed  to:  Aims  C. 
McGuinness,  M.D.,  Executive  Secretary,  Com- 
mittee on  Medical  Education,  The  New  York 
Academy  of  Medicine,  2 East  103rd  Street,  New 
York  29,  New  York. 

Courses  on  cardiovascular  diseases 
for  physicians 

A limited  number  of  courses  of  the  “work- 
shop” or  “active  participation”  type  on  cardio- 
vascular diseases  are  available  to  interested 
groups  of  physicians  in  general  practice,  accord- 
ing to  an  announcement  from  J.  G.  Fred  Hiss, 
M.D.,  director  of  the  Bureau  of  Heart  Disease, 
State  of  New  York  Department  of  Health. 
Interested  groups  of  physicians  should  contact 
their  local  health  officer  who  in  turn  will  con- 
tact Dr.  Hiss  through  the  regional  health  officer 
for  further  information  or  for  making  a definite 
application. 

Each  course  will  consist  of  8 to  16  sessions  of 
a half  day  each  at  intervals  of  one  to  three 
months  over  a period  not  to  exceed  two  years. 
There  should  be  at  least  eight  physicians  and 
probably  no  more  than  12  or  15  in  a course,  and 
only  physicians  who  feel  that  they  can  attend 
all  the  sessions  should  be  enrolled.  In  each  ses- 
sion two  or  possibly  three  physicians  will  take 
the  history  and  examine  the  patients  and  study 
the  laboratory  findings,  blood  counts,  electro- 
cardiogiams,  chest  x-rays,  and  so  forth.  Then 
when  the  other  members  of  the  group  have  as- 
sembled they  will  present  the  patient,  his  story, 
the  findings,  and  the  tentative  diagnosis  and 
recommended  treatment,  for  general  discus- 
sion. 

A recognized  cardiologist  paid  by  the  State 
Health  Department  will  act  as  consultant  and 
moderator  and  will  dictate  a combined  opinion 
which  will  be  sent  to  the  physician  who  referred 
the  patient.  Participating  and  area  physicians 
will  be  asked  to  refer  patients  who  exemplify 


certain  categories  of  cardiovascular  conditions, 
without  reference  to  their  means.  No  treat- 
ment will  be  given,  and  any  recommendations 
that  may  evolve  will  be  sent  only  to  the  referring 
physician. 

A suggested  curriculum  for  an  eight-session 
course  might  be  as  follows:  (1)  history,  physical 
examination,  and  general  problems;  (2)  con- 
genital cardiovascular  defects;  (3)  rheumatic 
fever  and  rheumatic  heart  disease;  (4)  athero- 
sclerotic heart  disease  with  congestive  failure; 
(5)  atherosclerotic  heart  disease  with  angina  or 
infarction;  (6)  hypertension  and  hypertensive 
heart  disease;  (7)  cerebrovascular  and  periph- 
eral vascular  disease;  (8)  cardiovascular  reha- 
bilitation. In  the  larger  courses  the  above  top- 
ics can  be  subdivided  or  additional  topics  in- 
cluded. Hospitals  that  will  house  these  courses 
can  be  reimbursed  to  some  degree. 

The  requirements  are,  therefore,  a group  of 
physicians  who  want  this  kind  of  continuing 
medical  education  and  a hospital  that  will  house 
the  program  and  provide  the  necessary  diagnos- 
tic and  other  facilities.  This  type  of  course  has 
been  endorsed  by  tbe  Medical  Society  of  the 
State  of  New  York.  If  prior  approval  through 
proper  channels  is  obtained,  these  courses  can 
qualify  for  category  1 Academy  of  General 
Practice  credits. 

Personalities 

Awarded.  I.  H.  Goldberger,  M.D.,  New  York 
City,  director  of  health  education  emeritus  of  the 
Board  of  Education  of  the  City  of  New  York, 
the  Dr.  William  G.  Anderson  Award  for  1963, 
by  the  American  Association  for  Health,  Physi- 
cal Education  and  Recreation,  on  May  3 in 
Minneapolis,  “in  recognition  of  his  dedication 
to  the  service  of  mankind  and  to  his  profes- 
sion” . . . Nicholas  T.  Maoris,  M.D.,  Brooklyn, 
a postdoctoral  fellowship  from  the  Scientific  and 
Educational  Council  of  the  Allergy  Foundation 
of  America  . . . James  H.  Puleo,  M.D.,  Albany, 
a $1,000  Mead  Johnson  residency  scholarship, 
from  the  American  College  of  Physicians  . . . 
Michael  D.  Turner,  M.D.,  University  of  Roches- 
ter School  of  Medicine  and  Dentistry,  and 
Gerald  B.  Phillips,  M.D.,  Columbia  University 
College  of  Physicians  and  Surgeons,  two  of  the 
Lederle  Medical  Faculty  Awards,  made  an- 
nually to  sustain  the  high  caliber  of  medical 
education  in  the  United  States  and  Canada. 

Appointed.  Robert  Lee  Patterson,  Jr.,  M.D., 
New  York  City,  as  surgeon-in-chief  at  the 
Hospital  for  Special  Surgery  . . . John  H.  Philp, 
M.D.,  formerly  chief  of  the  Division  of  Alcoholic 
Rehabilitation  of  the  California  State  Depart- 
ment of  Health,  as  first  deputy  commissioner  of 
the  New  York  City  Department  of  Health. 

Elected.  Paul  N.  Yu,  M.D.,  Rochester,  as 
president  of  the  New  York  State  Heart  As- 
sembly, and  James  A.  Manning,  M.D.,  Roches- 
ter, to  the  executive  committee  of  the  New  York 
State  Heart  Assembly  and  as  director-at-large  to 
the  American  Heart  Association. 

Speakers.  Joseph  C.  Hinsey,  Ph.D.,  director 
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of  New  York  Hospital,  at  the  dinner  honoring 
recipients  of  the  tenth  annual  Lederle  Medical 
Faculty  Awards  on  April  18  in  Atlantic  City  . . . 
Albert  Hyman,  M.D.,  New  York  City,  on  “The 
Q-First  Heart  Sound  Interval  in  Athletes  at  Rest 
and  After  Exercise”  at  the  tenth  annual  meeting 
of  the  American  College  of  Sports  Medicine  May 


1 in  Minneapolis  . . . Alexander  Wolf,  M.D., 
New  York  City,  associate  clinical  professor  of 
psychiatry.  New  York  Medical  College,  on 
“Counter-Transference  in  Group  Psycho- 
therapy” at  a meeting  of  the  staff  of  the  Veter- 
ans Administration  Hospital,  Northport,  on 
April  11. 


Abstracts  in  Interlingua 


Biro,  L.,  e Kanof,  N.  B.:  Furunculosis 

resistente,  occurrente  in  le  practica  private 
(anglese).  New  York  State  J.  Med.  63:  1652 
(1  de  junio)  1963. 

Esseva  studiate  43  casos  de  furunculosis  recur- 
rente  incontrate  in  un  private  practica  dermato- 
logic. Lineas  de  staphylococcos — positive  pro 
coagulase,  phagotypo  80/81 — esseva  culturate 
ah  23  del  patientes  e se  monstrava  resistente  in 
vitro  contra  penicillina,  streptomycina,  tetra- 
cyclina,  erythromycina,  e oleandomycina.  Octo 
del  patientes  habeva  recipite  cursos  therapeutic 
de  corticosteroide  o de  antibiotico  ante  le 
declaration  del  furunculosis.  Tres  esseva  mem- 
bros  del  mesme  familia.  In  3 le  furunculosis 
se  disveloppava  post  lor  hospitalisation.  Le 
tractamento  require  culturas  e tests  de  sen- 
sibilitate  e le  administration  constitutional  de 
antibioticos.  Le  plus  efficace  de  istos  es  ox- 
acillina  a natrium  o chloramphenicol.  Le 
tractamento  local  require  baniage  calide,  in- 
cision, e drainage,  topic  agentes  antibacterial,  e 
meticulose  hygiene  personal  e de  familia. 

Freedman,  A.  M.:  Aspectos  de  sanitate 

public  del  narcotismo  {anglese).  New  York 
State  J.  Med.  63:  1656  (1  de  junio)  1963. 


Narcotismo  es  un  problema  de  sanitate  public 
que  attinge  dimensiones  epidemic  in  certe  areas 
urban  e gruppos  socio-economic,  ben  que  nulle 
agente  individual  de  contagion  pote  esser  isolate. 
In  su  curso  e su  persistentia,  narcotismo  se 
trova  in  parallela  con  altere  morbos  chronic. 
Vector,  agente,  e ambiente  debe  esser  prendite 
in  consideration  in  effortios  de  efifectuar  un 
prevention  primari,  le  qual  consiste  primari- 
mente  de  un  modification  del  ambiente,  e le 
prevention  secundari,  le  qual  consiste  in  le 
adequate  detection  de  casos,  un  diagnose  pre- 
coce,  e appropriate  mesuras  therapeutic,  incluse 
le  rehabilitation. 

Kettunen,  K.:  Manifestation  roentgenologic 

de  extramucosal  intramural  tumores  gastric 
{anglese).  New  York  State  J.  Med.  63:  1666 
(1  de  junio)  1963. 

Benigne  tumores  gastric  es  infrequente. 
Tamen,  illos  pote  causar  sever  symptomas, 
incluse  hemorrhagia,  symptomas  de  anemia,  e 
symptomas  de  pseudo-ulcere.  Le  tractamento 
chirurgic  es  favorabile.  Illos  es  apte  a sufifrer 
alteration  maligne.  Intramural  tumores  gastric 
include  leiomyomas  (prendente  lor  origine  in  le 
tissus  muscular)  e fibromas,  lipomas,  angiomas. 
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e neurinomas  (prendente  lor  origine  in  le  tissus 
conjunctive).  Radiologicamente  illos  produce 
un  pathologic  relievo  mucosal  ubi  le  plicas 
normal  es  absente  in  le  sito  in  que  le  tumor  se 
disveloppa.  In  benigne  tumores — per  contrasto 
con  conditiones  maligne — il  existe  generalmente 
un  crater  ulceric.  In  meticulose  examines 
fluoroscopic,  le  ininterrumpite  peristalsis  indica 
frequentemente  absentia  de  infiltration,  e le 
rugas  in  le  circumjacentia  es  plus  proximemente 
normal  in  disposition  e distribution. 

Blackman,  N.  S.:  Syndrome  de  costa  glis- 

sante;  con  un  revista  de  connexe  syndromes  del 
pariete  antero-thoracic  (anglese).  New  York 
State  J.  Med.  63:  1670  (1  de  junio)  1963. 

Es  presentate  un  caso  de  syndrome  de  costa 
gbssante,  sin  dolores  sed  con  un  sensation  de 
grattante  vibration  in  le  thorace  dextero-in- 
ferior.  Relaxation  in  le  normal  attachamentos 
del  cartilagines  costal  pote  causar  signos  e 
symptomas  suggerente  serie  morbos  del  corde, 
del  pulmones,  o del  visceres  supero-abdominal. 
Le  manifestationes  clinic  pote  variar  inter  le 
extremes  de  benignissime  e severissime  e 
invalidante.  Es  suggerite  que  omne  le  syn- 
dromes del  pariete  antero-thoracic — incluse  le 
syndrome  de  Tietze  e le  syndrome  costochon- 
dral— es  forsan  causate  per  trauma  In  plus,  il 
pare  possibile  que  illos  es  manifestationes  del 
mesme  disordine  fundamental.  Subluxation  del 
articulationes  del  cartilagines  varia,  il  pote 
esser,  solmente  in  le  grado  e in  le  sito  del  plus 
prominente  symptomas  local. 


Doodling  doctors 

Medicine  at  Work,  published  by  Pharmaceuti- 
cal Manufacturers  Association,  tells  us  that  a 
staffer  at  the  Mississippi  State  Medical  As- 
sociation is  collecting  doodles  and  having  them 
interpreted  by  F.  J.  Moore,  M.D.,  chairman  of 
the  University  of  Mississippi  psychiatry  depart- 
ment. 

What  does  it  all  mean?  A tree  hit  by  a 
whirlwind— trees  often  represent  security — may 


Goldman,  J.  L.:  Trends  modeme  in  le 

therapia  e chirurgia  intranasal  {anglese).  New 
York  State  J.  Med.  63:  1676  (1  de  junio)  1963. 

Le  common  symptomas  nasal  pote  esser 
causate  per  rhinitis  e sinusitis  infectiose  o 
vasomotori.  Examines  bacteriologic  e cytologic 
del  secretiones  nasal  o sinusal  es  utUe  in  dis- 
tinguer  inter  le  duo  typos.  Le  tractamento  visa 
a provider  un  adequate  via  aeree,  a eliminar  le 
formation  de  excessive  secretiones,  e a destruer 
le  infection  si  un  tal  es  presente.  In  infectiones, 
le  tractamento  consiste  de  antibioticos  e irriga- 
tion del  sinuses.  In  rhinitis  vasomotori,  le  uso 
generalisate  de  appropriate  pharmacos  pro 
corriger  le  imbalancia  autonome  es  le  therapia  de 
election.  Chirurgia  intranasal,  frequentemente 
negligite,  pote  esser  de  valor  in  le  tractamento 
del  un  e del  altere  del  duo  typos  de  disordine. 

Hyman,  D,:  Verrucas  plantar;  nove  modos 

de  tractamento  {anglese).  New  York  State 
J.  Med.  63:  1680  (1  de  junio)  1963. 

Il  non  existe  un  specific  methodo  universal  pro 
curar  verrucas  plantar  proque,  como  etiam  in 
altere  morbos  a virus,  le  cura  de  verrucas  de- 
pende  del  stimulation  del  mechanismo  de  im- 
munitate  in  le  vector.  Un  active  tractamento 
es  indicate  quando  le  verrucas  es  symptomatic  o 
si  il  ha  rationes  cosmetic.  In  le  typo  simplice  de 
verruca  plantar,  excision  chirurgic  pote  esser 
usate.  In  le  typo  multiplice,  un  tractamento 
medical  o combinatemente  medico-chirurgic  es 
indicate. 


mean  that  this  particular  doodler  can  do  with  a 
little  less. 

Many  elephants?  A collection  from  the  1960 
pi’esidential  campaign. 

An  embellished  drawing  of  the  word  “preg- 
nancy”? It  supports  Dr.  Moore’s  theory  that 
doodles  relate  to  the  matter  under  discussion, 
and  this  was  done  at  a meeting  of  the  Committee 
on  Maternal  and  Child  Care.  But  another 
portion  of  the  same  doodle  merits  pondering. 
It  shows  a figure  drowning  beside  a boat.  The 
drowner  is  a man.  The  boat  captain  is  a woman. 
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Medical  Meetings 


Neurology  groups  plan  programs 

The  88th  annual  meeting  of  the  American 
Neurological  Association  wUl  be  held  at  the 
Clai'idge  Hotel,  Atlantic  City,  New  Jersey,  on 
June  10  thi'ough  12  under  the  presidency  of 
Charles  Aring,  M.D.  Infonnation  regarding  the 
meeting  may  be  obtained  from  the  secretary, 
Melvin  D.  Yahr,  M.D.,  Neurological  Institute, 
710  West  168th  Street,  New  York  32,  New 
York. 

The  Fulton  Society  will  hold  its  first  annual 
meeting  on  June  9 at  2:00  p.m.  at  the  Claridge 
Hotel. 

The  American  Association  of  Neuropatholo- 
gists will  be  held  June  8 and  9 at  the  Hotel 
Dennis,  Atlantic  City.  Inquiries  regarding  this 
meeting  should  be  directed  to  Irwin  Feigin, 
M.D.,  Secretary,  550  First  Avenue,  New  York 
16,  New  York. 

Congress  of  Scientists  on  Survival 

The  second  annual  conference  of  the  Congress 
of  Scientists  on  Survival  will  be  held  at  the 
Biltmore  Hotel,  New  York  City,  June  14  to  16. 

This  Congress  includes  scientists  from  all  the 
physical  and  behavioral  disciplines,  who  have 
gathered  together  attempting  to  study  and 
make  suggestions  about  resolving  the  major 
problems  of  war  and  peace  that  face  the  world 
today. 

Interested  persons  can  receive  copies  of  the 
conference  program  and  announcements  of 
future  plans  by  writing  to  Scientists  on  Survival, 
21  Washington  Place,  New  York  3,  New  York. 

Research  forum 

The  third  annual  Multiple  Discipline  Re- 
search Forum  will  be  held  June  18  thi’ough  20 
in  Atlantic  City,  New  Jersey,  during  the  annual 
meeting  of  the  American  Medical  Association. 

A series  of  100  scientific  papers  will  be  pre- 
sented under  six  general  headings:  nutrition 

and  metabolism;  behavioral,  environmental, 
and  neurogenic  mechanisms;  homeostatic  or- 
gans and  their  functions;  hormonal  and  enzy- 
matic systems;  neoplasia,  cytogenetics,  and 
molecular  biology;  and  immune  processes  and 
microbiology. 

The  Joseph  Goldberger  lecture  in  clinical 
nutrition,  entitled  “The  Changing  Face  of 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Nutritional  Disease  in  America,”  wiU  be  pre- 
sented by  John  B.  Youmans,  M.D.,  New  York 
City. 

/ 

Ukrainian  Medical  Association  of  North 
America 

The  Ukrainian  Medical  Association  of  North 
America  will  hold  its  annual  meeting  on  June 
22  and  23  at  the  Ukrainian  National  Estate  in 
Kerhonkson,  New  York.  R.  W.  Sochynsky, 
M.D.,  New  York  City,  who  is  completing  his 
two-year  term  as  national  president,  will  be 
succeeded  by  Myron  Zarycky,  M.D.,  Brooklyn, 
president-elect. 

Established  in  1950,  this  organization  has 
more  than  600  members  consisting  of  physicians 
of  Ukrainian  descent  belonging  to  14  chapters 
throughout  the  United  States  and  Canada. 
Nearly  45  European  medical  schools  are  repre- 
sented in  the  membership. 

The  association  publishes  its  own  scientific 
quarterly,  the  Ukrainian  Medical  Journal, 
printed  in  the  Ukrainian  language  and  the  only 
medical  journal  pubhshed  in  a foreign  language 
in  the  United  States. 

For  detailed  infonnation,  please  write  to: 
R.  W.  Sochynsky,  M.D.,  president,  Ukrainian 
Medical  Association  of  North  America,  2 East 
79th  Street,  New  York  21,  New  York. 


American  College  of  Cardiology 

The  thirteenth  annual  convention  of  the 
American  College  of  Cardiology  will  be  held  at 
the  Roosevelt  Hotel,  New  Orleans,  Louisiana, 
February  12  through  16,  1964. 

Abstracts  of  papers  intended  for  the  scientific 
program  should  be  sent  before  October  1,  1963, 
to  George  E.  Bmch,  M.D.,  1430  Tulane  Avenue, 
New  Orleans,  Louisiana.  Abstracts  should  be 
approximately  250  words  in  length.  The 
original  and  three  copies  are  required.  Special 
uniform  copy  sheets  will  be  supplied  on  request. 

Commercial  exhibitore  should  write  to  Philip 
Reichert  M.D.,  executive  director  of  the  Col- 
lege, Empire  State  Building,  New  York  1,  New 
York. 

Anyone  interested  in  the  Y oung  Investigators’ 
Award  for  1964  may  apply  for  a brochure  and  in- 
formation to  the  executive  director  of  the  Col- 
lege. 
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HOW  TO  BE  SURE 
your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 

The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  1 V4  grains  per  tablet.  Mothers  place  such  conh- 
dence  in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 


For  professional  samples,  just  write  The  Bayer  Company,  Dept.  108,  1450  Broadway,  New  York  18,  N-Y. 
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Abstracts 


Biro,  L.,  and  Kanof,  N.  B.:  Resistant 

furunculosis  occurring  in  private  practice, 
New  York  State  J.  Med.  63:  1652  (June  1) 
1963. 

A study  was  made  of  43  cases  of  recurrent 
furunculosis  occurring  in  private  dermatologic 
practice.  Strains  of  staphylococcus  coagulase 
positive  (SCP)  phage  type  80/81,  which  were 
cultured  from  23  of  the  patients,  were  resistant 
in  vitro  to  penicillin,  streptomycin,  tetracycline, 
erythromycin,  and  oleandomycin.  Eight  pa- 
tients had  received  systemic  corticosteroid  or 
antibiotic  therapy  prior  to  the  onset  of 
furunculosis;  3 were  members  of  the  same 
family;  and  3 developed  furunculosis  following 
hospitalization.  Management  consists  of  cul- 
tures and  sensitivity  tests,  systemic  antibiotics, 
of  which  the  most  effective  are  sodium  oxacillin 
or  chloramphenicol,  and  local  treatment,  in- 
cluding hot  soaks,  incision  and  drainage,  topical 
antibacterial  agents,  and  careful  personal  and 
family  hygiene. 

Freedman,  A.  M,:  Public  health  aspects  of 

narcotics  addiction.  New  York  State  J.  Med. 
63:  1656  (June  1)  1963. 

Narcotics  addiction  is  a public  health  problem 
which  reaches  epidemic  proportions  in  certain 
urban  neighborhoods  and  socioeconomic  groups 
although  no  single  agent  of  contagion  can  be 
isolated.  In  its  course  and  persistence  it  paral- 
lels other  chronic  diseases.  Host,  agent,  and 
environment  must  be  taken  into  consideration  in 
attempts  to  accomplish  primary  prevention, 
consisting  mainly  of  environmental  modifica- 
tion, and  secondary  prevention,  consisting  of 
adequate  case-finding,  early  diagnosis,  and 
appropriate  therapy,  including  rehabilitation. 

Kettunen,  K.:  Roentgenologic  manifestation 

of  extramucosal  intramural  gastric  tumors.  New 
York  State  J Med.  63:  1666  (June  1)  1963. 

Benign  gastric  tumors  are  infrequent.  How- 
ever, they  may  cause  severe  symptoms,  in- 
cluding hemorrhage,  symptoms  of  anemia,  and 
pseudoulcer  symptoms;  surgical  treatment  is 
favorable;  and  they  are  liable  to  undergo  malig- 
nant change.  Intramural  gastric  tumors  include 
leiomyomas  proceeding  from  the  muscular  tissue 
and  tumors  proceeding  from  the  connective 
tissue,  namely,  fibroma,  lipoma,  angioma,  and 
neurinoma.  Radiologically  they  produce  a 
pathologic  mucosal  relief  where  the  normal  folds 
are  lacking,  at  the  place  where  the  tumor  de- 
velops. In  benign  tumors,  as  contrasted  with 
malignant  conditions,  generally  there  is  an  ulcer 
crater;  on  careful  fluoroscopic  examination,  un- 


interrupted peristalsis  often  indicates  absence  of 
infiltration;  and  rugae  surrounding  them  are 
more  nearly  normal  in  arrangement  and  distri- 
bution. 

Blackrnan,  N.  S.:  Slipping  rib  syndrome; 

with  review  of  related  anterior  chest  wall  syn- 
dromes, New  York  State  J.  Med.  63:  1670 
(June  1)  1963. 

A case  is  presented  of  slipping  rib  syndrome 
without  chest  pain  but  with  a grating  vibrating 
sensation  of  the  right  lower  chest  cage.  Slacken- 
ing between  the  normal  attachments  of  the 
costal  cartilages  may  cause  signs  and  symptoms 
suggesting  serious  diseases  of  the  heart,  lungs, 
or  upper  abdominal  viscera.  Clinical  mani- 
festations may  range  from  extremely  benign 
to  very  severe  and  disabling.  It  is  suggested 
that  aU  the  anterior  chest  wall  syndromes,  in- 
cluding Tietze’s  syndrome  and  the  costochondral 
syndrome,  may  be  caused  by  trauma.  Also, 
they  may  be  manifestations  of  the  same  basic 
disorder.  Subluxation  of  the  articulations  of  the 
cartilages  may  vary  only  in  degree  of  involve- 
ment and  in  site  of  most  prominent  local  symp- 
toms. 

Goldman,  J.  L.:  Modern  trends  in  intranasal 

therapy  and  surgery.  New  York  State  J. 
Med.  63:  1676  (June  1)  1963. 

The  common  nasal  symptoms  may  be  caused 
by  either  infectious  or  vasomotor  rhinitis  and 
sinusitis.  Bacteriologic  and  cytologic  examina- 
tions of  nasal  or  sinus  secretions  are  useful  in 
distinguishing  between  the  two  types.  Treat- 
ment is  directed  to  providing  an  adequate  air- 
way, eliminating  formation  of  excess  secretion, 
and  destroying  infection  when  present.  In 
infections,  treatment  consists  of  antibiotics  and 
irrigation  of  the  sinuses.  In  vasomotor  rhinitis, 
the  systemic  use  of  appropriate  drugs  to  correct 
the  autonomic  imbalance  is  the  therapy  of 
choice.  Intranasal  surgery,  often  overlooked, 
may  be  valuable  in  either  type  of  disorder. 

Hyman,  D.:  Plantar  warts;  newer  treat- 

ments, New  York  State  J.  Med.  63:  1680 
(June  1)  1963. 

There  is  no  one  method  of  cure  of  plantar 
warts  because,  as  in  other  virus  diseases,  cure 
depends  on  stimulation  of  the  host’s  immune 
mechanism.  Active  treatment  is  indicated  if 
the  warts  are  symptomatic  or  if  there  are  cos- 
metic reasons.  For  the  single  type  of  plantar 
wart,  surgical  removal  may  be  used;  in  the 
multiple  type,  medical  or  combined  medical- 
surgical  management  is  indicated. 
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State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 


PINEWOOD 


Walter  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D.,  Director 


1735 


County 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus  . 

Cayuga 

Chautauqua. 
Chemung. . . . 
Chenango. . . . 

Clinton 

Columbia. . . . 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston . . . 

Madison 

Monroe 

Montgomery. 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Kensselaer.  . . 
Richmond . . . 
Rockland .... 
St.  Lawrence. 

Saratoga 

Schenectady. 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington  . 

Wayne 

Westchester  . 
Wyoming .... 
Yates 


Officers  / County  Medical  Societies  / 1963 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


President 


G.  Rehmi  Denton Albany 

John  F.  Glosser Wellsville 

Walter  Einhorn Bronx 

Michael  J.  Maggiore.  . . .Endicott 

Leo  John  Murphy Clean 

William  W.  Robertson Auburn 

Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Charles  L.  DuBuar Sherburne 

John  Menustik,  Jr Plattsburgh 

Roger  C.  Bliss Hudson 

William  J.  McAuliffe Corlland 

Clarence  E.  Dungan Hancock 

Janies  K.  Keeley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Hans  Leeds Catskill 

Arthur  H.  Mulligan Herkimer 

Thomas  P.  Hamilton.  . Watertown 

Leo  S.  Drexler Brooklyn 

John  H.  Brooks Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Lynn  R.  Callin Rochester 

Philip  Cortese Amsterdam 

Jeff  J.  Coletti Old  Westbury 

Milton  Helpern New  York 

William  R.  Lewis.  . . Niagara  Falls 

E.  P.  Russell,  Jr Rome 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Lome  S.  Tieman Middletown 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  Duston  Rames.Cooperstown 

S.  Bernard  Ross Brewster 

Kurt  Rosenberg. . .Long  Island  City 

John  J.  Noonan Troy 

Robert  E.  Wolkwitz.  .Staten  Island 

L.  G.  Weishaar,  Jr Nanuet 

Lampher  C.  Weston Massena 

John  Esposito Saratoga  Springs 

Norman  D.  Kathan. . . .Schenectady 

Donald  Rich  Lyon Middleburg 

James  J.  Norton.  . . .Montour  Falls 

Bruno  Riemer Romulus 

Ralph  F.  Traver Bath 

Jesse  W.  Mahoney. . .East  Setauket 

Jacob  Rubin Woodburne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

John  A.  Cooke,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Walter  S.  Bennett Granville 

Evan  Tansley Newark 

'I'homas  C.  Jaleski . . . New  Rochelle 

Leo  L.  Trnka Arcade 

Wilfred  D.  McCusker. . . .Penn  Yan 


Secretary 


John  J.  Phelan,  Jr Albany 

Kurt  Zinner Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck.  Jr Olean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jame.stown 

J.  George  Gbidston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Donald  R.  Gibbs Corlland 

Marvin  1..  Huyck Walton 

Joseph  D.  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falls 

James  L.  Harrington. . . .Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn.  . .Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky.  . .Rochester 
Helen  M.  Blanchard. . . .Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr. .New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger  ....  Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

John  del  Campo Carmel 

Frank  W.  Farrell Flushing 

Thomas  R.  Engster Troy 

Edward  E.  Malarkey  Staten  Island 

S.  B.  Adler Spring  Valley 

W’illiam  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  Dewell. . . .Cobleskill 

Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falls 

Milton  Tully Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried.  . . . Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Charles  H.  Bannon Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

James  Q.  Haralambie.  . .Larchmont 

Newland  W,  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Treasurer 


Salvatore  Tabacco Albany 

Kurt  Zinner Wellsville 

Fruiu  is  J.  Loperfido Bronx 

F.  Maurice  Breed Johnson  City 

Duncan  C.  Wormer Portville 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

A.  A.  Mitchell Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley.  . . Poughkeepsie 

George  L.  Collins.  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond.  . .Johnstown 

James  McCutcheon Batavia 

Mahlon  A.  Atkinson Catskill 

'I'imothy  J.  Howard Newport 

James  L.  Harrington. . . .Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn. . .Mount  Morris 

Robert  F.  Schramm Cazenovia 

Charles  D.  Sherman,  Jr,.  .Rochester 

ITiomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr. .Niagara  Falls 

Theodore  F.  Thomas Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger ....  Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Julian  L.  Glatt. Carmel 

Victor  S.  Lait Flushing 

John  J.  Pohl Troy 

J.  J.  Silverman Staten  Island 

D.  Hyman Suffern 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer.  . Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R,  Fried. . . .Livingston  Manor 

Paul  Zoltowski Waverly 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman. . .Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  WoodhuU  . . . .Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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CLASSIFIED  RATES 


Effecfive  July  1 , 1 962 


1 time -f  1 . 50  per  line  per  insertion 

3 Consecutive  times.  1.30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 .00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 


MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  da\'s  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OP 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


EQUIPMENT  FOR  SALE 


PHYSICIANS  EQUIPMENT  AND  INSTRUMENTS, 
new  and  used,  bought  and  sold.  Send  or  call  for  catalogue 
of  special  items.  Harry  Wells,  217  East  23rd  St.,  N.  Y.  C. 
10.  Murray  Hill  9-3480. 


FOR  SALE:  MODERN  EQUIPMENT  INCLUDING 

X-Ray.  OflSce  recently  deceased  physician;  excellent 
condition;  Long  Island;  reasonable.  Box  742,  % N.  Y. 
St.  Jr.  Med. 


DIAGNOSTIC  X-RAY,  200  MA,  FLUOROSCOPY,  SPOT 
device,  excellent  condition.  For  quick  disposal;  cheap. 
BU  8-0655  (NYC). 


FOR  SALE:  OFFICE  EQUIPMENT,  INCLUDING 

Picker  X-Ray,  EKG,  exam  tables,  autoclave.  Anxious  to 
sell.  Daniel  &honfeld,  M.D.,  206  Maple  Avenue,  Victor, 
New  York.  716  WA  4-2210. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  assures  good  results.  Free 
Service  first  18  days— rates  after  Free  Service  30%  on  ac- 
counts less  than  6 months  past  due;  33Vi%  less  than  a 
year;  35%  lees  than  3 years  and,  50%  on  accounts  over  3 
years  old,  accounts  recovered  by  attorneys  and  on  the  first 
ten  dollars,  regardless  of  the  age  of  the  account.  Write  for 
listing  forms — Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y. 
36. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Teclis.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
Oil  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 


SURGEON:  YOUNG;  EXCELLENT  UNIVERSITY 

training.  Awaiting  orals  for  Board  certification.  Desires 
good  association  in  the  northeast.  Box  734,  % N.  Y.  St. 
Jr.  Med. 


GENERAL  PRACTICE:  UNLIMITED  OPPORTUNITY 
for  general  practitioner.  New  hospital  opening  in  18 
months.  Phone  or  write  Mahopac  Hospital,  Mahopac, 
New  York.  M A 8-3406. 


PATHOLOGIST— DIPLOMATE  AP  AND  CP,  ALLN.  Y. 
qualifications,  seeks  immediate  relocation  near  N.  Y.  C. 
Box  743,  % N . Y . St.  Jr.  Med. 


CERTIFIED  DERMATOLOGIST,  34,  SALARIED 
position;  rharmaceutical,  academic,  group.  5 years  prac- 
tice, teaching,  research.  Box  746,  % N.  Y.  St.  Jr.  Med. 


INTERNIST,  BOARD  ELIGIBLE,  TRAINED  AND 
licensed  in  medical  radio-isotopes,  with  equipment, 
wishes  part-time  position  or  affiliation.  Box  747,  % N.  Y. 
St.  Jr.  Med. 


PHYSICIAN  IS  INTERESTED  IN  PART-TIME  Posi- 
tion with  industrial  firm,  insurance  company  or  any  other 
organization.  Box  748,  % N.  Y.  St.  Jr.  Med. 


GENERALIST,  55,  WELL  TRAINED,  AMERICAN;  25 
years  general  iJractice  including  private  & industrial  major 
surgery,  desires  G.P.,  clinic,  industrial  group  association. 
N.  Y.  City,  Nassau  County  area.  Box  752,  % N.  Y.  St. 
Jr.  Med. 


ADMINISTRATOR— CURRENTLY  WITH  MAJOR 
medical  group,  seeks  challenging  position  with  heavy  work 
load  in  hospital  or  medical  center.  Box  755,  % N.  Y.  St. 
Jr.  Med. 


PHYSICIANS  WANTED 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
be  Board  eligible.  Write  Box  581,  % N.  Y.  St.  Jr.  Med. 


G.P.  TO  ASSOCIATE  WITH  TWO  OTHER  G.P.’s,  20 
miles  from  New  York  City.  Excellent  working  condi- 
tions and  hospital  facilities.  New  York  license  and  com- 
pleted military  service  required.  Remuneration  $14,000 
per  year.  Excellent  opportunity  for  partnership.  Box 
680,  % N.  Y.  St.  Jr.  Med. 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph's  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinicstl  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


WANTED:  INTERNIST,  BOARD  QUALIFIED,  FOR 
targe  hospital.  Box  702,  %N.  Y,  St.  Jr.  Med. 


WANTED— PHYSICIAN  AS  RESEARCjlH  ASSISTANT 
in  Cardiology.  Must  be  experienced  in  Phonocardiog- 
raphy, Vectorcardiography  and  Cardiac  Catheterization. 
Box  711,  % N.  Y.  St.  Jr.  Med. 
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PHYSICIANS  WANTED— CONT’D 


CENTRAL  NEW  YORK  COMMUNITY  OF  50,000 
population  and  growing,  needs  Radiologist  and  Pedia- 
trician. Modern  air-conditioned  professional  building 
available.  Superior  school  system  in  area.  Box  686, 
%N.  Y.St.  Jr.  Med. 


E.E.N.T.  ASSOCIATE  REQUIRED.  BOARD  ELIGIBLE 
in  one  or  other  specialty.  Working  conditions  excellent. 
Capital  district.  Percentage  leading  to  full  partnership. 
Tremendous  opportunity.  Box  712,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  TO  ASSOCIATE  WITH 
well  established  medical  group.  $12,000  per  annum, 
bonus  arrangement,  plus  opportunity  for  later  partnership. 
Write  or  call  Patchogue  Medical  Group,  1 Roe  Blvd., 
Patchogue,  N.  Y.,  GRover  5-3900. 


A FAMILY  PHYSICIAN  WANTED  BY  NEW  YORK 
medical  group.  Qualifications  needed:  1 year  internship 

and  2 years  residency  in  Internal  Medicine.  Starting 
salary  $15,000  and  fringe  benefits.  Pleasant  working  con- 
ditions, no  nights,  full  specialists  staff.  Box  721,  % N.  Y. 
St.  Jr.  Med. 


PEDIATRICIAN  AND  G.P.  (NO.  OB.  OR  SURG.)  for 
new  young  group  of  2 G.P.’s,  Brd.  cert,  internist  and  sur- 
geon, with  established  practices  in  lovely  suburban  college 
town  75  miles  from  New  York  City.  Brand  new  building. 
X-ray,  lab.  Salary  open,  leading  to  possible  partnership 
in  one  year.  Box  722,  % N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED  TO  WORK  IN  NEW  YORK 
State,  months  of  July  and  August  doing  general  practice. 
Box  726,  % N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED  TO  DO  GENERAL  PRACTICE, 
to  join  a medical  group  of  four  general  practitioners  in 
New  York  State.  Partnership  at  the  end  of  one  year. 
Physician  must  be  under  40  years  of  age.  Please  forward 
resume  of  personal  & medical  background.  Box  727, 
% N.  Y.  St.  Jr.  Med. 


ASSOCIATE  WITH  GENERAL  PRACTICE  BACK- 
ground  for  office  in  California’s  foremost  year-round  resort 
area.  Percentage  basis  or  share  expense  partnership. 
Box  723,  % N.  Y.  St.  Jr.  Med. 


ASSISTANT  GENERAL  PRACTITIONER  TO  Associ- 
ate with  AAGP  member  in  N.  J.  suburb,  population 
40,000;  20  miles  from  NYC.  Established  8 yrs.  Gross- 
ing over  $40,000.  Salary  to  start  and  assistant  may  have 
practice  when  I specialize  in  3 to  4 years.  Box  733,  % N.  Y. 
St.  Jr.  Med. 


LOCUM  TENENS.  LARGE  MIDTOWN  HOTEL, 
N.  Y.  C.,  July  & August.  Full  time.  G.P.  or  Internist. 
Advantageous.  Box  735,  % N.  Y.  St.  Jr.  Med. 


INTERNIST,  PEDIATRICIAN  OR  GENERALIST 
wanted  as  partner  in  busy,  modern  office,  Rochester, 
N.  Y.  Unusual  opportunity.  Give  background  in  first 
letter.  Box  739,  % N.  Y.  St.  Jr.  Med. 


LOCUM  TENENS  WANTED  FOR  MODERN,  ACTIVE 
general  practice  for  June  or  later,  for  at  least  4 weeks. 
Roche.ster,  N.  Y.  No  obstetrics.  You  may  replace  me 
up  to  10  weeks  yearly,  if  interested.  Box  740,  % N.  Y.  St. 
Jr.  Med. 


EXCELLENT  OPENING  GENERAL  PRACTITIONER 
capable  Anesthesiology;  Western  New  York  community 
of  8,000  serving  area  20-25,000.  Box  744,  % N.  Y.  St.  Jr. 
Med. 


WANTED:  M.D.  ANESTHESIOLOGIST,  N.  Y.  S.  Li- 

censed; 4'/2  days,  no  weekends,  no  nights,  Mon.-Thurs. 
8:4.5  to  4 PM;  Fri  8:45  to  noon;  12,000  per  year.  Box 
760,  %N.  Y.St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


PHYSICIANS  WANTED— MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  July-Aug.  Good  salary,  free 
placement.  350  member  camps.  Dept.  P.,  Association 
Private  Camps,  55  West  42  St.,  New  York  36. 


PEDIATRICIAN  AS  ASSOCIATE:  LOWER  WEST- 

chester-Upper  Bronx.  Guaranteed  income  until  full 
partnership.  Teaching  hospital  afiUiation.  Box  753, 
% N.  Y.  St.  Jr.  Med. 


A YOUNG  PEDIATRICIAN,  BOARD  MEMBER  OR 
Board  eligible,  wanted  by  New  York  Medical  Group. 
Starting  salary  $15,000,  no  nights,  full  specialists  staff. 
Fringe  benefits.  Private  practice  permissible.  Box  751, 
% N.  Y.  St.  Jr.  Med. 


LOCUM  TENENS  WANTED;  MEDICAL  PRACTICE 
in  mid-Hudson  industrial  city;  accredited  hospitals; 
excellent  opportunity.  Box  757,  % N.  Y.  St.  Jr.  Med. 


WANTED;  PHYSICIAN  TRAINED  IN  INTERNAL 
medicine.  Large  modern  office;  city  of  50,000  upstate 
N.  Y.  $16,000/year  starting  salary  with  future  partner- 
ship. Excellent  hospital  and  recreational  facilities.  Box 
758,  % N.  Y.  St.  Jr.  Med. 


OPHTHALMOLOGIST  AND  OTOLARYNGOLOGIST 
associate — With  intention  of  semi-retirement  if  association 
proves  successful;  no  down  payment  necessary;  will 
consider  salary  on  retirement  for  sale  of  practice  and 
accounts  receivable.  Box  759,  % N.  Y.  St.  Jr.  Med. 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  SALE— SPACIOUS  COOPERATIVE  OFFICE, 
lower  Central  Park  location.  Available  furnished  and 
equipped  or  unfurnished.  Box  701,  % N.  Y,  St.  Jr.  Med. 


RADIOLOGICAL  AND  PHYSICAL  THERAPY  OFFICE 
and/or  practice  of  prominent  radiolorist;  unusual  oppor- 
tunity; minimal  rent  in  professional  building,  midtown 
Manhattan  near  Fifth  Avenue.  Large  floor  space  avail- 
able for  individual  or  shared.  Box  710,  % N.  Y.  St.  Jr. 
Med. 


POMPEY,  NEW  YORK— FOR  SALE  OR  RENT,  COLO- 
nial,  10  room  house  on  one  acre  plot  in  scenic  Pompey  Hills 
on  U.  S.  Route  #20.  Complete  apartment  on  second  floor; 
13  miles  from  Syracuse,  4 miles  from  Cazenovia  Lake. 
Excellent  opportunity  for  lucrative  general  practice. 
Write  R.  G.  Damiano,  M.D.,  2617  Court  St.,  Syracuse  8, 
N.  Y. 


FOR  RENT:  DOCTOR’S  OFFICE,  EXCELLENT  LOCA- 
tion.  Mount  Vernon,  N.  Y.  FuUy  equipped.  Full  or 
part-time.  Very  reasonable.  Phone  WH  9-1268  eves. 


CITY  LINE,  QUEENS-NASSAU.  NQW  RENTING  OF- 
fices  North  Shore  Professional  Building.  HI  5-8212 
255-17  Northern  Blvd.,  Little  Neck,  L.  I. 


FOR  SALE  OR  SUBLEASE;  FIFTH  AVENUE  MED- 
ical  cooperative  office — completely  equipped;  air-con- 
ditioned, beautifully  furnish^,  convenient  to  hospitals; 
2 consultation  offices;  3 examining  rooms;  located  at 
89th  St.  Inquire  days.  R.  Fischer.  YU  6-1116. 


A'TTRACTIVE,  ULTRA-MODERN  OFFICE  IN  N.  J. 
suburban  area  for  rent.  Excellent  for  G.P.  or  Internist. 
Box  729,  % N.  Y.  St.  Jr.  Med. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


825  SQ.  FT.  SUITE  AVAILABLE.  DENTAL-MEDICAL 
Center  in  Deer  Park,  N.  Y.  Unopposed  opportunity  for 
Pediatrician,  Ophthalmologist.  1919  Deer  Park  Avenue, 
Deer  Park,  N.  Y.  MO  7-8630. 


FOR  RENT— 5 ROOM  SUITE,  AIR  COND.;  AMPLE 
parking.  Bay  Shore  area;  Brightwaters  Prof.  Bldg. 
MO  5-5074. 


ROCKLAND  COUNTY— NEW  SUITES  NOW  RENT- 
ing.  General  practice  and  sp^ialists  needed  in  fast 
growing  area.  New;  air-conditioned;  elevator;  off- 
street  parking.  Inquire:  Milton  Karel,  Village  Square, 

West  Nyack,  N.  Y.  EL  8-3321. 


BAY  RIDGE,  BKLYN— DOCTOR’S  ROW.  NEW  3 
room  ultra-mod.,  street  level  office.  All  panelled  & 
decorated.  428  74  St.  TE  9-3192. 


RENT:  SUCCESSFUL  LOCATION  AT  39  MILL  RD. 
Eastchester  in  Westchester  County.  3 room  office;  wood 
paneling;  private  garden  entrance;  equipped  and  fur- 
nished. Contact  Mr.  Kehoe,  One  East  42nd  St.,  N.  Y.  C. 
212  Oxford  7-5695. 


FOR  SALE:  DOCTOR’S  HOUSE,  TWO-STORY;  HOME, 
5 '/a  rooms;  office,  7 rooms,  air-conditioned.  Same  loca- 
tion 25  years.  Very  lucrative  practice.  Fully  equipped 
with  X-ray.  Mrs.  B.  Trachtman,  3113  Avenue  D., 
Brooklyn,  N.  Y.  Tel:  BU  7-9605. 


SPACIOUS,  FULLY  EQUIPPED,  ESTABLISHED 
doctor’s  office;  diathermy  machines.  Also  suitable  for 
dentist.  Reasonable  rental.  HY  7-0322.  Montrose  Ave. 
Brooklyn. 


WHITE  PLAINS;  FINEST  LOCATION;  WELL 
equipped  office,  X-Ray,  ECG.  Private  entrance.  Sublet 
afternoons,  evenings.  Also  suitable  psychiatrist.  Rea- 
sonable. 914  WH  8-6687. 


BREWSTER,  NEW  YORK.  MEDICAL  SUITE,  AIR 
conditioned;  on  busy  Route  6,  with  new  hospital  under 
construction.  $80.00  up/mo.  P.O.  Box  178,  Brewster, 
New  York. 


OFFICE  TO  SHARE;  PARK  AVENUE,  86TH  STREET. 
Includes  minor  operating  and  recovery  rooms.  Photo 
and  X-Ray  facilities.  Suitable  ENT,  plastic  or  similar 
specialty.  Box  754,  % N.  Y.  St.  Jr.  Med. 


EXCELLENT  LOCATION  FOR  RENT  FOR  PHYSICIAN 
in  E.  Northport,  L.I.  Pop.  22,000.  Ophthal.  or  Ob- 
Gyn  best.  CaU  516  AN  1-1068. 


FOR  RENT:  PHYSICIAN’S  OFFICE.  FOUR  ROOMS, 

street  floor.  E.  76th  St.  near  Park,  opp.  Lenox  Hill  Hos- 
pital. BU  8-5107. 


UNUSUAL  OPPORTUNITY  FOR  INTERNIST,  PEDIA- 
trician,  ophthalmologist,  dermatologist,  ear,  nose  & 
throat  specialist,  in  one  of  the  largest  villages  in  Suffolk 
County.  None  of  these  specialists  presently  in  area. 
Location  in  prestige  professional  building  with  seven 
professionals  and  space  for  three  more.  Box  756,  % N.  Y. 
St.  Jr.  Med. 


YONKERS,  COR.  BX.  RIVER  RD.  FOR  RENT  OR 
sale,  new  2 fm  brick,  suitable  for  office.  Excellent  resid. 
location  in  area  of  new  apt.  houses.  914  BE  7-5271 
evenings. 


FOR  RENT:  JACKSON  HEIGHTS.  SPACE  AVAIL- 

able  in  furnished,  luxurious,  dental  suite.  Also  entire 
professional  suite  available.  HA  9-0877  or  HA  4-3453. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


MASSAPEQUA,  N.  Y.— GIVING  AWAY  GENERAL 
practice;  fully  equipped.  Pick  up  lease  or  buy;  income 
producing  bldg.  Excellent  opportunity;  hospitals  in 
area.  CaU  PE  1-3272. 


PRIVATE  HOME,  2 CAR  GARAGE,  PELHAM  PARK- 
way  area.  Exclusive,  aU  brick,  including  garage,  Spanish 
tile  roof,  corner  building,  completely  detatched  with 
private  grounds  and  driveway,  beautifuUy  landscaped, 
with  water  fountain,  separate  entrance  for  private  office. 
Apply  at  premises,  1144  Mace  Avenue,  Bronx.  Telephone 
OL  3-3875. 


PROFESSIONAL  OFFICES  AVAILABLE.  NEW 
building,  air-conditioned,  garage,  doormen,  exceUent 
transportation.  Physician  needed  in  area.  401  W.  56 
St.  PL  5-9134  or  BU  8-5468. 


PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTICE,  OTSEGO  COUNTY.  LOVELY 
home-office  combination.  Fully  equii>i>ed  with  X-ray, 
diathermy,  etc.  Sale  or  rent.  Box  698,  % N.  Y.  St.  Jr. 
Med. 


25  YEAR  GENERAL  PRACTICE.  HOME  AND  OFFICE 
for  sale.  Vicinity  St.  Johns  Hosp.,  Queens,  N.  Y.  Very 
active;  wiU  introduce.  Leaving  to  specialize  July  1. 
Write  M.D.,  Box  20,  Maspeth  78.  N.  Y. 


UNUSUAL  OPPORTUNITY  FOR  G.P.  TO  START  AS 
partner  or  owner  of  old  establ.  busy  practice,  upstate  N.  Y. 
Home-office,  all  conveniences,  compl.  furnished,  equipped, 
hospitals  nearby.  $10,000  cash  rest  easy  terms.  Box  718, 
% N.  Y.  St.  Jr.  Med. 


ACTIVE  GENERAL  PRACTICE,  NORTHERN  N.  Y. 
Immediate  income.  Industry,  dairying,  insurance.  School 
physician.  Open  hospitals.  Lovely  home,  office  building 
adjacent  for  price  of  real  estate.  WiU  introduce.  Box 
720,  % N.  Y.  St.  Jr.  Med. 


N.  Y.  C.-QUEENS:  ACTIVE  PRACTICE;  LARGE 

fuUy  equipped  office,  suitable  Internist,  G.P.,  group. 
ExceUent  opportunity.  Box  732,  % N.  Y.  St.  Jr.  Med. 


LUCRATIVE  GENERAL  PRACTICE  IN  LAKE 
George,  N.  Y.  Best  location  for  rent,  lease  or  sale  from 
retiring  physician.  Box  737,  % N.  Y.  St.  Jr.  Med. 


NEW  JERSEY  (NEWARK):  LONG  ESTAB.  WELL 

known  broad  general  practice,  internal  medicine,  in  ex- 
ceUent community.  Modern,  completely  equipped  office, 
EKG,  X-Ray,  modaUties,  etc.  Box  745,  % N.  Y.  St.  Jr. 
Med. 


RENT  OR  SALE:  GENERAL  PRACTICE,  SYRA  CUSE, 

New  York.  Equipped  office  and  residence.  Write  Box 
750,  % N.  Y.  St.  Jr.  Med. 


FOR  SALE  OR  LEASE:  PRACTICE,  GENERAL 

medicine,  suburban  Rochester.  Brick  ranch-style  building, 
1700  sq.  ft.  FuUy  equipped  & furnished.  Av.  gross 
$4, 500/mo.  WiU  support  two  physicians;  reasonable 
terms.  Box  4153,  Rochester,  N.  Y. 


■ ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  1737 
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too,  is  compatible  with  a well- 
balanced  menu.  As  a pure,  wholesome  drink,  it  provides  a bit  of 
quick  energy. . . brings  you  back  refreshed  after  work  or  play.  It 
contributes  to  good  health  by  providing  a pleasurable  moment’s 
pause  from  the  pace  of  a busy  day. 


Aramine 
may  make  the 
difference  between 
death  and  survival... 
because  you  can 
treat  shock 
on  the  scene 

in  traumatic  shock:  Aramine®  meta- 
raminol  bitartrate  buys  essential 
time  when  shock  follows  brain 
damage  or  severe  hemorrhage.  In 
grave  emergencies,  direct  intra- 
venous injection  brings  immediate 
pressor  response,  improves  renal 
plasma  flow,  cerebral  and  coro- 
nary blood  flow... with  little 
chance  of  tissue  irritation  or 
necrosis. 

in  cardiogenic  shock: 

Aramine  has  a smooth  pre- 
dictable vasopressor  effect 
(no  apparent  vasodilating 
component)  and  a direct 
myocardial-stimulating 
effect.  It  can  be  given 
intramuscularly,  subcuta- 
neously, or  by  direct  intra- 
venous injection,  thus 
averting  the  use  of  extra 
fluids  contraindicated  in 
I some  gravely  ill  patients, 
in  anaphylactic  shock: 

Aramine  is  the  general  pur- 
pose vasopressor  in  shock 
caused  by  medications  or 
insect  stings  or  in  shock  of  un- 
known etiology.  One  intramus- 
cular injection  of  Aramine  will  usu- 
ally maintain  adequate  blood  pres- 
sure until  the  emergency  can  be 
contained. 

Acute  hypotension. 

«de  Effects,  Precautions,  and  Contraindications: 

Word  areas  unsuitable  for  injection.  Not  recom- 
nended  with  cyclopropane  or  halothane  anes- 
nesia.  Avoid  excessive  blood  pressure  response. 

Ise  with  caution  In  heart  or  thyroid  disease,  high 
itood  pressure,  diabetes.  Before  prescribing  or  ad* 
siaistering,  read  product  circular  with  package 
If  available  on  request  ^ * 

Wiled:  In  1-cc.  ampuls  and  I0*cc.  vials,  each 
c.  containing  10  mg.  metaraminol  present  as  the 
iianrate  and  4.4  mg.  sodium  chloride  In  water 
Jriniection  Preservatives.  0.15%  methylparaben. 

02%  propylparaben,  and  0.2%  sodium  bisuifite. 
RAMINe  Is  a trademark  of  Merck  & Co.,  Inc. 
lERCK  SHARP  & DOHME 
Ivision  of  Merck  & Co..  fNC. 

'est  Point.  Pa.  5,5 

SECTION 

MUMINE* 

METARAMINOL  (present ae the bitartrale) 


both  victims 
of 

’’communicable”* 

ANXIETY 

both 

responsive  to 

™r;ix 

(brand  of  hydroxyzine  HCI) 


widely  favored 
for  the 

disturbed  child 

ATM  R7IX  syrup 

because  of  its  efficacy,  outstanding  record  of 
safety. ..and  its  excellent  flavor  which  makes 
administration  a pleasure  instead  of  a project 


equally  effective 
for 

grownups 

ATM  RJZIX  tablets 

and  equally  well  tolerated  by  patients  of  any 
age. ..no  dulling  of  mental  acuity  to  interfere 
with  normal  activities  of  busy  adults 


FOR  COMPLETE  PRESCRIPTION  INFORMATION,  CONSULT  PRODUCT  BROCHURE 

•Literally,  of  course,  anxiety  is  not  "communicable"  os  the  word 
is  commonly  used,  but  you  probably  see  many  patients  whose 
emotional  disturbances  are  transmitted  to  and  reflected  in  the 
people  who  ore  closest  to  them. 


For  0 high  potency  vitamin  B complex  formula  with  C, 
recommend  ASF®  (Anti-Stress  Formula). 


New  York,  N.  Y. 

Diyision,  Chos.  Pfizer  & Co.,  Inc. 
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’’What  is  a 
tranquilaxant?" 


nswer: 


"A  drug  that  is  both 
a tranquilizer 
and  a muscle  relaxant!' 


TRANCOPAi: 

, , brand  of 

chlormezanone 


is  a tranquilaxant 


As  a tranquilizer,  TRANCOPAL  (chlormeza- 
noneAVinthropJ,  "is  effective  in  the  symptomatic 
treatment  of  anxiety.”i  Its  tranquilizing  properties 
are  similar  to  those  of  other  mild  tranquilizers.’ 
Furthermore,  it  relieves  tension  of  both  mind  and 
muscle  without  interfering  with  normal  activity 
or  alertness. 

The  muscle  relaxant  properties2  of  TRANCO- 
PAL (chlormezanone/Winthrop)  provide  an  extra 
dimension  of  effectiveness... relaxing  the  spasm 
which  so  frequently  accompanies  psychogenic 
disorders.  Hence,  the  total  therapeutic  effect  of 
TRANCOPAL  (chlormezanone/Winthrop)— a true 
“tranquilaxant”— is  to  produce  a relaxed  mind  in 
a relaxed  body.  ' 

Unsurpassed  Tolerance:  Less  than  3 
per  cent  of  patients  develop  side  effects 
with  TRANCOPAL  (chlormezanone/ 


WINTHROP  LABORATORIES 
New  York  18,  N.Y. 


Winthrop),  such  as  occasional  drowsiness,  dizzi- 
ness, flushing,  nausea,  depression,  weakness 
and  drug  rash.  If  severe,  medication  should 
be  discontinued.  In  most  patients,  however,  side 
effects  are  minor  and  do  not  necessitate  inter- 
ruption of  treatment.  There  are  no  known  contra- 
indications. 

Available'  200  mg.  Caplets'®  (green  colored, 
scored),  100  mg.  Caplets  (peach  colored,  scored), 
each  in  bottles  of  100.  Dosage;  1 Caplet  (200  mg.) 
three  or  four  times  daily;  in  some  patients  100 
mg.  three  or  four  times  daily  suffices.  Children 
(5  to  12  years),  from  50  to  100  mg.  three  or  four 
times  daily. 

References:  1.  A.M.A.  Council  on 
Drugs:  J.A.M.A.  183:469  (Feb.  9)  1963. 
2.  Gruenberg,  F,:  Current  Therap.  Res. 
2:1  (Jan.)  1960. 
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u 


is  the 

BATH  OIL 
OF  CHOICE 

for  dry, 
itchy  skin 


Why  does  SARDO  so  effectively  reliever-5  dryness  and  itching  in  so  many  patients 
with  eczematoid  dermatitis,  atopic  dermatitis,  senile  pruritus,  contact  dermatitis, 
soap  dermatitis,  diabetic  dry  skin,  neurodermatitis? 

These  are  the  reasons . . . 

HIGH  QUALITY  SARDO  is  the  original,  exclusive,  high  quality  water- 
dispersible  bath  additive  oil.* 

IMMEDIATE  DISPERSIBILITY 

SARDO  promptly  disperses  millions  of  microfine  globules  uniformly  throughout  the 
bath  water;  no  unsightly  oil  slicks  as  with  certain  other  bath  additives. 

SUPERIOR  ADSORBABILITY  SARDO  covers  the 

skin  with  a fine,  unobtrusive  long-clinging  oil  film  . . . which  lubricates,  softens,  pre- 
vents excessive  moisture  evaporation  and  so  helps  to  replenish  natural  oil  and 
moisture. 

ECONOMICAL  i n addition,  the  cost  per  application  of  SARDO 
is  low -for  only  one  capful  per  bath  is  required  for  therapeutic  effect. 

PLEASANT  Unique  pine  scent,  non-sticky,  non-sensitizing, 
SARDO  assures  patient  cooperation. 

SARDO  consists  of  oils  and  various  esters  of  specially  selected  organic 
acids  having  a chain  length  of  C-14  and  16  in  combination  with  non-irritat- 
ing wetting  agents  to  provide  colloidal  dispersion  of  the  lipophilic  phase. 

Fragrance  consists  of  natural  essential  oils,  isolates,  and  aromatics. 


INC.  75  East  55th  Street,  New  York  22,  N.  Y. 

1.  Borota,  A.,  and  Grinell,  R.  N.:  J.  Amer.  Geriatrics  Soc., 
10:413,  1962.  2.  Spoor,  H.  J.:  N.  Y.  State  J.  M.,  58:3292, 
1958.  3.  Lubowe,  I.  I.:  Western  Med.,  1:45,  1960. 
4.  Weissberg,  G.:  Clin.  Med.,  7:1161,  1960.  5.  Lieber- 
man,  W.:  Amer.  J.  Proctology,  12:374,  1961. 

Pend.  T.M.  Ip  leea  by  Sardeeu,  Inc. 


FOR  SAMPLES  AND  LITERATURE 

' please  write .. . SARDEAU, 


Also  available:  SARDOETTES,  disposable 
compresses  impregnated  with  SARDO, 
for  topical  application  in  relieving  skin  dry- 
ness, itching,  scaliness  in  the  same  cond- 
itions as  listed  for  SARDO. 
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an  orally  active  progestogen -estrogen  combination 

Duosterone 

Ethisterone  . . . 10.00  mg.  Ethinyl  estradiol  . . . 0.01  mg.  per  tablet 


Supplementing  and  supporting  ovarian  function, 
Duosterone  can  help  release  your  patients  from 
the  anxiety,  discomfort  and  inconvenience  of 
functional  amenorrhea,  dysmenorrhea,  and 
dysfunctional  uterine  bleeding. 

Periodic  progestational  treatment  with 
Duosterone  aims  at  restoring  the  normal  hor- 
monal pattern  of  the  secretory  phase  of  the 
menstrual  cycle,  providing  an  orally  active  pro- 
gestogen with  an  estrogen  to  prime  the  endome- 
trium for  adequate  progestational  response. 

Dosage:  Functional  amenorrhea,  5 tablets  daily 
for  5 days.  Dysmenorrhea,  1 to  2 tablets  daily 
during  the  second  half  of  the  menstrual  cycle, 
except  for  the  final  two  days.  Dysfunctional 
uterine  bleeding,  5 to  7 tablets  daily  for  5 days; 
in  mild  cases,  reduce  dose  1 tablet  each  day. 


Side  Effects:  Ethinyl  estradiol  may  occasionally 
cause  headache,  diarrhea,  engorgement  and 
tenderness  of  the  breasts,  nausea,  vomiting, 
cramping,  or  skin  rash.  These  side  effects  usu- 
ally fade  as  the  patient  adjusts  to  the  estrogen. 

Cautions  and  Contraindications:  Duosterone  is 
contraindicated  in  carcinoma  of  the  breast  and 
reproductive  organs  and  should  be  used  with 
caution  in  cases  of  known  liver  impairment. 

Supplied:  Bottles  of  25  and  100  tablets. 


-(Roussel)- 


Roussel  Corporation 

155  East  44th  Street,  New  York  17,  N.Y. 
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”Visit  her,  gentle  Sleep!  with  wings  of  healing.” 


Coleridge  — Dejection 

A good  night’s  sleep  often  provides  the  best  therapy.  When  insomnia  is  a 
problem,  BARBA-NIACIN  FORTE  (triple  strength)  may  be  indicated. 

Each  tablet  contains  phenobarbital  IV2  gr.  and  niacin  % gr.  The  adult  dose 
is  1 tablet  on  retiring.  The  niacin  component  prevents  the  serious  reactions 
of  phenobarbital  due  to  hypersensitiveness.* 

BARBA-NIACIN  tablets  (phenobarbital  V2  gr.  and  niacin  Va  gr.)  are 
indicated  as  a sedative  for  relief  of  nervousness,  anxiety  and  apprehension; 
as  an  antispasmodic  for  peptic  ulcer,  gallstone  or  renal  colic,  and  angina 
pectoris;  and  as  an  anticonvulsant  for  epilepsy.  Adult  dose,  1 tablet  up  to 
4 times  a day. 

For  greater  safety,  many  physicians  are  now  prescribing  BARBA-NIACIN 
and  BARBA-NIACIN  FORTE  instead  of  phenobarbital. 

Summary:  Provides  all  of  the  therapeutic  properties  of  phenobarbital  without 
the  side  effects  due  to  hypersensitiveness.  Like  phenobarbital,  it  is  contra- 
indicated for  drug  addicts  or  patients  with  impaired  renal  or  hepatic  elimination. 

Supplied  in  bottles  of  J 00  scored  tablets. 


r 

Chemical  Company  j 

St.  Louis  8,  Mo.  I 
J 

I 
I 

*Feinblatt,  T.  M.,  and  Ferguson,  • 
E.  A.,  Jr.,  Phenobarbital  idio- 
syncrasy, avoidance  by  use  of  . 
phenobarbital-niacin.  New  York  j 
State  J.  Med.  62:221-3,  1962.  ' 
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BARBA-NIACIN  FORTE 

PHENOBARBITAL-NIACIN 


NYS-6 

COLE  CHEMICAL  COMPANY 

3715-31  Laclede  Avenue 
St.  Louis  8,  Mo. 

Gentlemen:  Please  send  me  clinical  sample,  reprint  and 
professional  literature. 
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in  dermatoses  amenable  to  topical  steroid  therapy 

METI-DERM’ 


Prednisolone,  16.6  mg.  in  50  Gm.  container  and  50  mg.  In  150  Gm.  con- 
tainer; in  nonsensitizing  vehicle  — isopropyl  myristate  with  inert  propel- 
lants — trichloromonoiluoromethane,  dichlorodifluoromethane. 


instant  cooling,  soothing  effect  • covers  every  part 
of  the  lesion,  any  area  of  involvement  • controls 
the  itch,  delimits  the  area  of  edema  and  erythema  • 
nonfluorinated  — avoids  risk  of  steroid  absorption  • 
easy  to  carry  and  apply  away  from  home  — no  resi- 
due on  the  skin 

Clinical  Considerations:  In  allergic  dermatoses,  until  the  specific  causa- 
tive agent  is  identified  and  removed  from  the  patient's  environment,  the 
condition  may  be  expected  to  recur  when  therapy  is  terminated.  If  infec- 
tion is  present,  appropriate  antibacterial  measures  should  be  taken.  METI- 
DERM  (prednisolone)  Aerosol  should  not  be  sprayed  around  the  eyes. 
Contents  of  can  are  not  flammable  but  are  under  pressure.  Containers 
should  be  stored  In  a cool  place  and  neither  punctured  nor  incinerated. 
For  complete  details,  consult  Schering  literature  available  from  your 
Sobering  Representative  or  Medical  Services  Department,  Schering 
Corporation,  Union,  New  Jersey. 


I 


Sc/tOA’/n^ 


METI-DERNT. 

— 


AEROSOir 


® prednisolone  topical,  Schering. 
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Month  in  Washington 


Congressional  passage  of  the  Administration’s 
medical  education  bill  appeared  assured  fol- 
lowing a 288-122  vote  of  approval  in  the  House. 
Backers  of  the  bill  predicted  the  Senate  would 
pass  it  overwhelmingly. 

The  key  vote  in  the  House  came  on  the  dis- 
puted provision  for  a federally-administered  loan 
program  for  medical  and  other  students.  This 
was  upheld  by  a 188  to  150  tally,  paving  the  way 
for  final  House  approval. 

Although  the  Administration  had  sought  a 
ten-year,  $755  million  program  of  grants  for  the 
construction  of  medical  schools  and  for  loans,  the 
House  Commerce  Committee  reduced  the  pro- 
gram to  three  years  and  $236  million  to  give 
Congress  power  to  review  progress  periodically. 

As  approved  by  the  House,  the  bill  calls  for  a 
$175  million  progi  am  of  matching  grants  for  the 
construction,  replacement,  and  rehabihtation 
of  schools  for  physicians,  pharmacists,  dentists, 
optometrists,  nurses,  and  professional  pubhc 
health  personnel.  Also  in  the  bill  is  a $61 
million  loan  program  for  medical,  dental, 
and  osteopathic  students. 

Student  nurses  also  might  be  eligible  under  a 
provision  giving  the  H.E.W.  Secretary  author- 
ity to  extend  the  loans  to  other  health  profes- 
sions if  there  is  a shortage  in  a particular 
category. 

The  American  Medical  Association  endorsed 
the  construction  feature  of  the  bill  and  opposed 
the  loan  plan  on  grounds  that  it  “is  not  neces- 
sary since  most  of  the  demands  are  clearly 
being  met  by  privately  sponsored  programs,” 
including  the  A.M.A.’s  own  plan. 

Under  the  construction  part  of  the  biU, 
medical  and  allied  schools  would  get  $105 
million  in  matching  grants,  dental  schools 
would  get  $35  miUion,  and  $35  million  would 
be  for  renovation  of  existing  facilities  in  medical 
and  allied  schools. 

The  loan  program  provides  individual  loans 
not  exceeding  $2,000  a year.  Interest  would  be 
a minimum  of  3 per  cent  or  the  going  federal 
interest  rate,  whichever  is  higher.  A “for- 
giveness” feature  for  part  of  the  loan  for  duty  in 
physician  shortage  areas  or  in  the  armed  serv- 
ices was  stricken  from  the  bill  on  the  House 
floor. 

* * ♦ 

The  government’s  major  medical  research 
branch,  the  National  Institutes  of  Health,  had 
its  budget  trimmed  slightly  by  the  House,  the 
first  time  in  recent  years  N.I.H.  hasn’t  received 
a hefty  boost  over  the  Administration’s  request. 

The  House  voted  $962.4  million  for  N.I.H., 
$18  million  less  than  called  for  in  the  budget. 

Prepared  by  the  Washington,  D.  C.,  Office  of  the  American 
Medical  Association. 


but  still  a record  total  and  $31  million  above 
this  fiscal  year’s  sum. 

The  H.E.W.  Department  as  a whole  received 
$5,021,759,000  from  the  House,  $263  miUion 
under  the  budget  proposal  and  $150  miUion 
less  than  appropriated  last  year.  Much  of  this 
reduction,  however,  involved  public  assistance 
funds  which  would  have  to  be  restored  if  the 
money  is  needed. 

The  Public  Health  Service  had  its  budget 
slashed  $51.8  miUion,  receiving  a total  of 
$1.5  bUhon. 

Food  and  Drug  Administration  appropria- 
tions of  $40  miUion  were  $9  miUion  less  than 
requested  but  $11  miUion  more  than  last  year. 

The  HiU-Burton  program  of  hospital  con- 
struction aid  received  $177.9  miUion,  almost  as 
much  as  the  request,  but  $48  miUion  less  than 
last  year. 

The  House  Appropriations  Committee  warned 
N.I.H.  in  its  report  to  “exercise  a high  degree 
of  vigUance”  that  its  actions  tightening  super- 
vision of  research  grants  “not  diminish  the 
basic  independence  and  integrity  of  om"  insti- 
tutions of  higher  learning  and  the  essential 
conditions  of  scientific  freedom.” 

The  committee  said  it  has  been  concerned 
with  reports  that  steps  taken  by  N.I.H.  “seri- 
ously threaten  the  freedom  of  scientists  and  that 
they  constitute  evidence  of  Federal  control 
over  science.” 

Meantime,  a House  Commerce  subcommittee 
headed  by  Rep.  Kenneth  Roberts  (D.,  Ala.) 
started  hearings  on  charges  N.I.H.  has  been  lax 
in  management  of  research  grants  and  funds. 
Another  purpose  of  the  hearing  was  to  deter- 
mine whether  Congress  should  keep  a closer 
check  on  N.I.H.  expenditures.  U.S.  Surgeon 
General  Luther  L.  Terry  told  the  subcommittee 
that  most  of  the  criticism  of  the  government’s 
medical  research  activities  was  unjustified. 
Dr.  James  Shannon,  head  of  N.I.H.,  said  50 
administrative  steps  have  been  taken  in  the  past 
year  to  make  sure  N.I.H.  money  is  properly 
spent. 

* * * 

Sen.  George  Smathers  (D.,  Fla.)  and  Rep. 
Wilbur  Mills  (D.,  Ark.)  introduced  simUar  bills 
requhang  states  to  provide  medical  care  for  the 
indigent  equal  to  the  protection  given  the 
elderly  under  the  Kerr-Mills  Act  provision  for 
the  medicaUy  indigent. 

“It  seems  poor  policy  to  us  to  provide  less 
in  the  way  of  medical  care  to  persons  on 
old-age  assistance,  who  require  help  with  their 
day-to-day  living  expenses,”  Smathers  said, 
“than  we  provide  to  the  recipients  of  medical 
assistance  for  the  aged  who  have  enough  re- 

continued  on  page  1756 
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Robins’  new  oral  skeletal  muscle  relaxant 


Skelaxin  (metaxalone)  is  specifically  recommended  for 
the  early  treatment  of  acute  muscle  spasm  associated 
with  sprains  and  strains,  fractures,  dislocations,  and  other 
acute  conditions.  In  595  patients  a favorable  clinical  re- 
sponse was  observed  in  507  (85%).  It  acts  promptly— 
often  relieves  painful  muscle  spasm  within  a few  hours. 
Average  recovery  time  among  136  good-or-excellent  re- 
sponse patients  was  just  over  3 days. 

Dosage:  2 tablets  q.i.d.  or  t.i.d. 

Brief  summary:  side  effects:  Generally  mild,  with  nausea 
or  gastrointestinal  upset  being  most  frequent.  Other 
effects  infrequently  noted  are  drowsiness,  dizziness,  head- 
ache, nervousness  or  "irritability”,  vomiting,  and  a hyper- 
sensitivity reaction  of  light  rash. 

precautions:  Variations  in  white  cell  count  and  hemo- 
globin levels  have  been  reported  in  a few  patients.  There- 
fore metaxalone  therapy  for  more  than  10  consecutive 
days  is  not  recommended.  One  case  of  jaundice  has  been 
reported.  Elevation  in  cephalin  flocculation  tests  in  several 
instances  were  not  paralleled  by  changes  in  other  liver 
function  parameters.  False  positive  Benedict’s  tests,  due 
to  an  unknown  reducing  substance  in  the  urine,  have 
been  reported. 


contraindications:  Do  not  administer  to  patients 
with  known  tendency  to  drug-induced  anemia,  or 
give  to  them  only  under  careful  supervision.  Not 
recommended  for  use  during  pregnancy. 

*U.  S.  patent  number  3,062,827. 


wraps  up 
acute 
sprains 

fcicf  I 


A.  H.  ROBINS  COMPANY,  INC.,  Richmond  20,  Va 
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sources  to  meet  theii’  regular  expenses  other 
than  medical  bills.” 

Rep.  Mills  is  chairman  of  the  House  Ways  and 
Means  Committee.  Sen.  Smathers  is  a high- 
ranking  member  of  the  Senate  Finance  Commit- 
tee and  chairman  of  the  Special  Senate  Commit- 
tee on  Aging.  Their  proposal  was  part  of  two 
programs  cairying  out  President  Kennedy’s 
recommendations  designed  to  help  the  elderly. 
* * ♦ 

The  American  Medical  Association  supported 
Administration  proposals  in  the  fields  of  mater- 
nal and  child  health. 

In  a letter  to  the  House  Ways  and  Means 
Committee  A.M.A.  executive  vice-president 


Minimizing  postoperative  edema 


Untd  recently  no  positive  treatment  to  pre- 
vent or  abort  postoperative  edema  and  ecchymo- 
ses  was  available,  particularly  important  follow- 
ing such  procedures  as  rhinoplasty,  according 
to  a study  reported  by  Albert  P.  Selzer,  M.D., 
University  of  Pennsylvania,  in  Philadelphia,  in 
the  Eye,  Ear,  Nose  and  Throat  Monthly  of 
October,  1962. 

Since  1953,  however,  a number  of  investiga- 
tors have  demonstrated  the  effectiveness  of 
proteolytic  enzymes  in  treating  edema  associated 
with  a variety  of  clinical  conditions.  In  this 


F.  J.  L.  Blasingame,  M.D.,  said  the  intent  of  the 
legislation  is  in  accord  with  the  major  objectives 
of  the  A.M.A.’s  Committee  on  Maternal  and 
Child  Care.  “These  objectives  simply  stated 
are  to  reduce  perinatal  and  maternal  mor- 
bidity. The  provisions  of  this  act  hopefully 
can  make  a contribution  toward  this  end.” 

The  legislation  authorizes  over  a five-year 
period  an  increase  to  $50  miUion  from  the  pres- 
ent $25  million  level  for  grants  to  state  for 
maternal  and  child  health  progi'ams.  A five- 
year,  $110  miUion  program  of  matching  grants 
to  states  for  special  projects  for  maternal  and 
infant  care  including  projects  for  the  provision 
of  health  care  to  prospective  needy  mothers 
who  have  conditions  associated  with  possible 
mental  retardation  of  their  children  is  included. 


study  the  author  compares  the  oral  use  of  a 
concentrate  of  proteolytic  enzymes,  bromelain, 
against  a placebo  in  53  rhinoplasty  patients. 
On  the  author’s  basis  of  evaluation,  there  was  no 
satisfactory  response  in  any  placebo  patient. 
For  the  bromelain-treated  patients  there  was  a 
satisfactory  response  of  84.1  per  cent.  Reduc- 
tions of  swelling  and  ecchymoses  ran  approxi- 
mately parallel. 

The  author  concludes  that  bromelain  gives 
substantial  protection  against  both,  and  should 
prove  particularly  useful  in  plastic  surgery.  No 
undesirable  side-effects  were  reported.  The 
median  duration  of  ecchymoses  after  operation 
was  seven  days  for  the  placebo-treated  patients 
and  two  days  for  the  bromelain  group. 
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whatever  the  shape  or  form  of  allergy 

Benadryl  (Diphenhydramine  hydrochloride) 

effectively  relieves  the  symptoms  of  vasomotor  rhinitis 


For  patients  sensitive  to  animal  danders^  this  agent  provides  twofold  therapeutic  action  to  help  abort  an  allergic 
attack.  Antihistaminic  action:  A potent  antihistaminic,  it  breaks  the  cycle  of  allergic  response,  bringing  relief  of  sneez- 
ing, lacrimation,  nasal  blockage,  and  rhinorrhea.  Antispasmodic  action:  Because  of  its  inherent  atropine-like  properties, 
the  drug  affords  concurrent  relief  of  bronchial  spasm.  Indications:  Allergic  diseases  such  as  hay  fever,  allergic  rhinitis, 
urticaria,  angioedema,  bronchial  asthma,  serum  sickness,  atopic  dermatitis,  contact  dermatitis,  gastrointestinal  allergy, 
vasomotor  rhinitis,  pruritus,  physical  allergies,  reactions  to  injection  of  contrast  media,  reactions  to  therapeutic  prepara- 
tions, and  allergic  transfusion  reactions;  also  postoperative  nausea  and  vomiting,  nausea  of  pregnancy,  motion  sickness, 
parkinsonism  and  drug-induced  extrapyramidal  reactions,  and  quieting  emotionally  disturbed  children.  Parenteral 
administration  is  indicated  where,  in  the  judgment  of  the  physician,  prompt  action  is  necessary  and  oral  therapy  would 
be  inadequate.  Precautions;  Avoid  subcutaneous  or  perivascular  injection.  Single  parenteral  dosage  greaterthan  100 mg. 
should  be  avoided,  particularly  in  hypertension  and  cardiac  disease.  Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose  tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other 
activities  requiring  keen  response  while  using  this  product.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with  this  product, 
should  be  prescribed  with  caution  because  of  possible  additive  effect.  Diphenhydramine  hydrochloride  has  an  atropine- 
like action  which  should  be  considered  when  prescribing  it.  Cream  (Ointment)  should  not  be  applied  to  extensively 
denuded  or  weeping  skin  areas.  Supp/ied:  Kapseals®  of  50  mg.;  Capsules  of  25  mg.;  Emplets®  (enteric-coated  tablets)  of 
50  mg.;  in  aqueous  solutions:  1-cc.  Ampoules,  50  mg.  per  cc.;  10-  and  30-cc.  Steri-Vials,®  10  mg.  per  cc.  with  1:10,000 
benzethonium  chloride  as  a germicidal  agent;  Elixir,  10  mg.  per  4 cc.  with  14  per  cent  alcohol; 

2 per  cent  Ointment  (water-miscible  base).  ,*553 
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Medical  News 


Newest  x-ray  facilities 

Announcement  has  been  made  of  installa- 
tion of  the  country’s  latest,  most  complete,  and 
most  versatile  x-ray  diagnostic  facilities  in  the 
cardiopulmonary  laboratory  at  Metropolitan 
Hospital. 

Metropohtan,  staffed  professionally  by  the 
New  York  Medical  College,  serves  a million 
and  a quarter  persons  from  42nd  to  116th 
Streets,  and  from  the  Hudson  to  the  East 
River.  It  is  a part  of  the  medical  center  du'ected 
by  Ralph  E.  Snyder,  M.D.,  president  and  dean 
of  the  College,  and  completely  staffed  by  the 
College.  The  center  also  includes  Flower  and 
Fifth  Avenue  and  Bird  S.  Coler  Hospitals. 

The  diagnostic  laboratory  is  comprised  of  a 
Triplex  Angiomatic  generator,  which  is  in 
reality  two  generators  in  one  and  is  common 
controlled  designed  especially  for  angiography, 
cine,  stereo  radiography,  and  general  radiograph- 
ic-fluoroscopic procedures  with  ratings  of  150 
KV-500  MA  for  each  generator.  Necessary  per- 
sonnel are  being  specially  trained  by  Westing- 
house,  installer  of  the  unit,  which  is  one  of  a kind 
in  its  entirety. 

Postgraduate  gastroenterology  course 

The  annual  course  in  postgraduate  gastro- 
enterology of  the  American  College  of  Gastro- 
enterology wiU  be  given  at  the  Shoreham  Hotel, 
Washington,  D.C.,  October  24  thu'ough  26. 

Moderators  for  the  course  will  be  I.  Snapper, 
M.D.,  director  of  medical  education,  Beth-El 
Hospital,  Brooklyn,  and  Robert  J.  Coffey,  M.D., 
professor  of  surgery,  Georgetown  University 
School  of  Medicine,  Washington,  D.C. 

Subjects  to  be  covered  will  include  the  diag- 
nosis and  treatment  of  gastrointestinal  diseases 
and  comprehensive  discussions  of  diseases  of  the 
mouth,  esophagus,  stomach,  pancreas,  spleen, 
liver,  gallbladder,  colon,  and  rectum.  A clinical 
session  wiU  be  held  at  one  of  the  hospitals  in 
Washington  in  addition  to  the  several  individual 
papers  to  be  presented. 

For  further  information  and  enrollment, 
write  to  the  American  CoUege  of  Gastroenter- 
ology, 33  West  60th  Street,  New  York  23,  New 
York. 

TB  increase  noted 

A comeback  of  tuberculosis  in  drug-resistant 
strains  was  described  by  George  James,  M.D., 
New  York  City  Health  Commissioner,  at  the 
1963  Conference  on  Tuberculosis  and  Other 
Respiratory  Diseases  at  the  Statler  Hilton 
Hotel,  New  York  City. 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


Dr.  James  said  that  tuberculosis  has  not  been 
eliminated  and  warned  against  the  medical 
profession  and  the  public  thinking  that  it  has. 
He  stated  that  there  are  a number  of  patients 
for  whom  the  possibility  of  cure  with  any 
drugs  has  apparently  been  exhausted.  The 
resistant  organisms,  he  said,  can  be  transmitted 
from  one  person  to  another,  spreading  a new 
and  worse  strain  of  tuberculosis. 

Commission  marks  anniversary 

The  New  York  State  Commission  for  the 
Blind  marked  its  50th  anniversary  on  April  30 
with  a dinner  in  the  Waldorf-Astoria  Hotel, 
New  York  City. 

Senator  Jacob  K.  Javits,  RepubUcan  of  New 
York,  spoke  at  the  dinner.  John  Charles  Daly, 
news  commentator  and  television  moderator, 
was  toastmaster. 

Awards  for  service  to  the  blind  went  to 
Telephone  Pioneers  of  America  and  to  David  F. 
Gillette,  M.D.,  chairman  of  the  commission; 
Senator  Jennings  Randolph,  Democrat  of 
West  Virginia,  and  Peter  J.  Salmon,  executive 
director.  Industrial  Home  for  the  Bhnd, 
Brooklyn. 

Conference  on  aging 

The  second  annual  Governor’s  Conference  on 
Aging  was  held  at  the  Waldorf-Astoria  Hotel 
in  New  York  City  on  May  2. 

Margaret  Mead,  M.D.,  internationally  known 
anthropologist  and  associate  curator  of 
ethnology  at  the  American  Museum  of  Natural 
History  spoke  on  “Aging  Differently  in  the 
Space  Age.” 

Governor  Nelson  Rockefeller  delivered  the 
principal  address  at  the  luncheon  session  of  the 
conference. 

An  afternoon  workshop  entitled  “The  Well- 
Aging,”  featured  Hollis  S.  Ingraham,  M.D., 
State  Commissioner  of  Health,  who  discussed 
“Keeping  the  Aged  Healthy — What  Can  Be 
Done?” 

A second  workshop  entitled  “The  View  From 
the  Fifties”  featured  an  address  by  Alexander 
Reid  Martin,  M.D.,  New  York  City  psychiatrist 
and  lecturer. 

The  New  York  State  OflSce  for  the  Aging  was 
oflicially  estabhshed  in  April,  1961,  to  stimulate, 
coordinate,  and  promote  further  services  for  the 
aging.  By  acting  as  the  service  arm  of  the 
Governor’s  Interdepartmental  Committee  on 
Problems  of  the  Aging,  which  is  composed  of  the 
heads  of  the  twelve  State  departments  and 
agencies  with  programs  for  the  aging,  the  State 

continued  on  page  1760i 
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“Sounds  like 
a case  for 
Protamide, 
Jim..." 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early’*^  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.^ 

references:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 

JR  IVil  I 1^®  -colloidal  solution  of  denatured 

I IVI  I LJ  [■  proteolytic  enzyme-not  foreign 

Dosage:  1 Ampul  I.M.  daily  for  2 to  5 days;  longer  if  pain  per- 
sists. Caution:  Avoid  I.V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


Detroit  11,  Michigan 
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OfEce  for  the  Aging  is  the  central  State  agency 
deahng  with  programs  for  the  aging. 

Course  in  laryngology  and 
bronchoesophagology 

The  Department  of  Otolaryngology,  Univer- 
sity of  Illinois  College  of  Medicine,  will  conduct  a 
postgraduate  course  in  laryngology  and  broncho- 
esophagology from  September  16  through  28 
under  the  direction  of  Paul  H.  Holinger,  M.D. 

Registi'ation  wiU  be  limited  to  fifteen  physi- 
cians who  wiU  receive  instruction  by  means  of 
animal  demonstrations  and  practice  in  bron- 
choscopy and  esophagoscopy,  diagnostic  and 
surgical  clinics,  as  well  as  didactic  lectures. 

Interested  registrants  should  write  to  the 
Department  of  Otolai’yngology,  University  of 
Illinois  College  of  Medicine,  1853  West  Polk 
Street,  Chicago  12,  Illinois. 

Teaching  day  on  respiratory  diseases 

A teaching  day  on  respuatory  diseases  for 
doctors  and  nurses  was  held  at  Orange  County 
Community  College,  Middletovm,  on  May  22. 

The  welcoming  address  was  given  by  Lome  S. 
Tieman,  M.D.,  president  of  the  Medical  Society 
of  the  County  of  Orange.  Alexander  Krasnitz, 
M.D.,  presided. 

Speakers  included  Carl  Muschenheim,  M.D., 
Eli  H.  Rubin,  M.D.,  and  Marshall  Henry 
Williams,  Jr.,  M.D.,  New  York  City. 

Chest  disease  fellowship  established 

The  Alfred  A.  Richman  Fellowship  for  Chest 
Disease  has  been  estabhshed  by  the  Council  on 
International  Affairs  of  the  American  College  of 
Chest  Physicians. 

This  fellowship,  thiough  a gi'ant  from  Dr. 
Richman  of  New  York  City  and  his  associates, 
will  make  it  possible  for  deserving  physicians  to 
pursue  postgraduate  study  in  an  approved 
institution  of  their  choice  for  a period  of  one 
year. 

The  fellowship  provides  for  a grant  of  $100 
per  month  for  a period  of  twelve  months. 

The  selection  of  candidates  will  be  under  the 
supervision  of  the  Council  on  International 
Affah’s  of  the  College.  For  complete  informa- 
tion, applicants  are  requested  to  write  to  the 
Council,  c/o  American  College  of  Chest  Physi- 
cians, 112  East  Chestnut  Street,  Chicago  11, 
Illinois. 

Study  of  myelogenous  leukemia 

The  cooperation  of  physicians  is  requested 
in  a study  of  chronic  myelogenous  leukemia 
being  conducted  by  the  Chemotherapy  Service 
of  the  National  Cancer  Institute  at  the  Clinical 
Center,  National  Institutes  of  Health,  Bethesda, 
Maryland. 

Referrals  of  patients  with  chronic  myeloge- 
nous leukemia  are  needed.  Particularly  needed 
are  those  in  the  twenty-  to  forty-year  age  group 


with  high  white  blood  cell  counts  and  platelet 
counts,  for  studies  of  newer  chemotherapeutic 
agents  and  as  a source  of  white  cells  and  platelets 
for  in  vitro  and  in  vivo  study. 

Physicians  who  wish  to  have  their  patients 
considered  for  the  study  may  contact  Dr.  Paul 
P.  Carbone,  Chemotherapy  Service,  Medicine 
Branch,  National  Cancer  Institute,  Bethesda 
14,  Maryland. 

Medical  seminar  cruise 

The  Duke  University  School  of  Medicine  is 
sponsoring  its  ninth  postgraduate  medical 
seminar^  cruise  this  fall.  The  cruise  will  take 
doctors  to  the  Mediterranean,  visiting  Lisbon, 
Tangier,  Palma  de  Marjorca,  and  Naples. 
The  cruise  ship,  Itaha,  will  sail  from  Port 
Everglades  on  September  11  and  from  New 
York  City  on  September  14.  The  cruise  will 
terminate  in  Naples,  Italy,  on  September  28. 
Some  of  the  doctors  will  remain  in  Europe  for 
further  vacationing,  while  others  will  return 
immediately  to  the  United  States  by  ship  or  ah'. 

Shipboard  lectures  and  informal  panel  dis- 
cussions will  be  given  on  various  subjects  in 
medicine  by  five  members  of  the  Duke  Medical 
School  Faculty.  While  designed  primarily  for 
the  generalist,  the  program  should  be  of  interest 
and  value  to  the  specialist. 

Approval  has  been  requested  for  thhty  homs 
credit  toward  Category  I requhements  of  the 
American  Academy  of  General  Practice  for  the 
instructional  program.  Registration  fee  for  the 
postgraduate  course  is  $35. 

Information  concerning  the  medical  seminar 
cruise  may  be  obtained  by  wi'iting  the  AUen 
Travel  Service,  565  Fifth  Avenue,  New  York  17, 
New  York. 

Rehabilitation  center  established 

A primary  rehabihtation  center  has  been 
estabhshed  under  the  Statewide  program  for 
comprehensive  rehabihtation  centers  at  the 
Edward  J.  Meyer  Memorial  Hospital  in  Buf- 
falo, according  to  HoUis  S.  Ingraham,  M.D., 
State  Health  Commissioner.  The  center  wiU 
serve  the  western  region  of  the  State. 

Under  terms  of  the  agi’eement  between  Erie 
County  and  the  State  Health  Department,  the 
rehabilitation  center  wih  receive  up  to  $50,000 
a year  in  support  of  any  deficit  resulting  from 
the  operation  of  its  outpatient  services. 

The  center  is  the  eleventh  in  a Statewide  plan 
which  ultimately  calls  for  a network  of  12 
primary  centers  affiliated  with  medical  schools 
and  teaching  hospitals  and  15  secondary  re- 
habihtation centers.  The  plan  was  developed 
at  Governor  RockefeUer’s  request  with  the 
help  of  the  Governor’s  Council  on  Rehabihta- 
tion and  the  Committee  on  Rehabihtation  of 
The  Interdepartmental  Health  and  Hospital 
Council  which  includes  the  departments  of 
education,  health  insurance,  mental  hygiene, 
and  social  welfare. 

Centers  have  already  been  estabhshed  in 
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NOW  ALSO  IN  FIAVORD  FORM! 


THE  DOUBLE  PURPOSE  LAXATIVE 
THAT  RELIEVES 

CONSTIPATION-ACID  INDIGESTION 


BOTTLES  or 
4 OZ..  8 OZ., 
1 PT.,  1 QT. 


Antacid— Laxative— Lubricant 
to  help  correct  constipation 

Magnesium  Hydroxide  plus  pure  mineral  oil  make  Haley’s  M-0  a smooth 
working  antacid-laxative-lubricant  that  efficaciously  relieves  constipation 
and  attendant  gastric  hyperacidity. 

The  oil  globules  in  Haley’s  M-0  are  minutely  subdivided  to  assure  uni- 
form distribution  and  thorough  mixture  with  intestinal  contents.  Oil  leak- 
age is  thus  avoided  and  a comfortable  evacuation  is  effected  through  the 
stimulation  of  normal  intestinal  rhythm  and  blunted  defecation  reflex. 

May  we  send  samples  for  your  evaluation?  Just  write: 

THE  CHAS.  H.  PHILLIPS  CO. 

Division  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18,  N.  Y. 
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New  York  City,  Syracuse,  Albany,  Rochester, 
West  Haverstraw,  Schenectady,  Ithaca,  and 
Utica,  and  Valhalla,  Westchester  County. 

The  new  rehabilitation  center  will  employ  a 
community  rehabilitation  services  coordinator 
who  will  work  with  community  agencies  to  help 
ensure  effective  use  of  the  center  and  of  State 
and  local  services.  The  goal  will  be  to  achieve 
maximum  rehabilitation  of  disabled  persons 
throughout  the  Buffalo  region. 

The  coordinator  also  will  serve  as  executive 
secretary  to  the  soon-to-be-estabhshed  Buffalo 
Regional'Interdepartmental  Rehabilitation  Com- 
mittee consisting  of  representatives  of  state 
agencies  concerned  with  rehabilitation.  The 
Committee  wiU  be  a regional  counterpart  of  the 
Committee  on  Rehabilitation  of  the  Inter- 
departmental Health  and  Hospital  Council. 

The  new  center  wiU  provide  personnel,  space, 
and  equipment  for  comprehensive  evaluation 
and  treatment  of  physically  handicapping 
conditions.  Staff  members  will  include  quali- 
fied specialists  in  physical  medicine  and  re- 
habihtation,  psychologists,  social  workers,  physi- 
cal therapists,  occupational  therapists,  speech 
and  hearing  therapists,  and  vocational  testing, 
guidance,  and  counseling  personnel. 

Bowen-Brooks  scholarship 

In  the  current  year  the  New  York  Academy  of 
Medicine’s  committee  on  medical  education 
will  award  one  scholarship  grant  in  the  amount 
of  $5,600  for  the  academic  year  1964-1965. 

This  scholarship  was  established  by  the 
donor  to  provide  aid  for  advanced  study  abroad 
in  a clinical  subject  in  preparation  for  the 
practice  of  medicine  or  sm'gery  in  any  of  their 
branches. 

As  stipulated  by  the  donor  of  the  fund, 
candidates  must  be  male  interns  or  residents  in 
voluntary,  municipal,  or  Veterans  Administra- 
tion hospitals  in  New  York  City. 

The  course  of  study,  the  auspices  under  which 
it  is  to  be  taken,  and  the  place  or  places  where 
the  study  is  to  be  pursued  must  receive  the 
approval  of  the  committee.  Applicants  are 
favored  who,  from  their  records,  show  them- 
selves capable  of  advanced  work  in  clinical 
medicine.  The  committee  stipulates  that  the 
study  be  pursued  abroad,  preferably  in  Great 
Britain  or  in  continental  Europe. 

Applications  for  this  scholarship  must  be 
submitted  by  November  1.  Candidates  may 
secure  application  forms  by  addressing  Aims  C. 
McGuinness,  M.D.,  Executive  Secretary  for 
Medical  Education,  The  New  York  Academy 
of  Medicine,  2 East  103rd  Street,  New  York  29, 
New  York. 

Endocrine  Society  assembly 

The  fifteenth  postgraduate  assembly  of  The 
Endocrine  Society  wiU  be  held  at  Bard  Hall, 
Columbia  University  College  of  Physicians  and 
Surgeons,  50  Haven  Avenue,  New  York  32, 
New  York,  from  September  30  through 
October  4. 


Nicholas  P.  Christy,  M.D.,  College  of  Physi- 
cians and  Surgeons,  620  West  168th  Street,  New 
York  32,  New  York,  is  local  chairman. 

Registration  fee  is  $100.  Registration  must 
be  limited  to  250.  The  program  will  be  pub- 
hshed  in  the  May  issue  of  the  Journal  of  Clinical 
Endocrinology  and  Metabolism. 

Registration  fees  and  inquiries  should  be 
addressed  to  Dr.  Christy. 

Personalities 

Elected.  J.  Lowell  Orbison,  M.D.,  professor 
and  chairman  of  the  Department  of  Pathology 
at  the  University  of  Rochester  School  of  Med- 
icine and  Dentistry,  as  president  of  the  In- 
ternational Academy  of  Pathology  at  the  or- 
ganization’s annual  meeting  in  Cincinnati 
April  29  through  May  1.  . .Bronson  S.  Ray, 
M.D.,  clinical  professor  of  surgery  (neuro- 
surgery) and  attending  surgeon  in  charge  (neuro- 
surgery) at  The  New  York  Hospital,  as  presi- 
dent of  the  Society  of  Neurological  Surgeons 
at  the  annual  meeting  in  Detroit  on  April  16 
and  17. 

Awarded.  Jerard  Hurwitz,  M.D.,  associate 
professor  of  microbiology  at  New  York  Uni- 
versity School  of  Medicine,  the  17th  lifetime 
American  Cancer  Society  Research  Professor 
award. 

Appointed.  Herman  E.  Hilleboe,  M.D., 
former  New  York  State  Commissioner  of  Health, 
as  DeLamar  Professor  of  Public  Health  Prac- 
tice in  Columbia  University’s  School  of  Public 
Health  and  Administrative  Medicine.  . .Henry 
J.  Lefkowits,  M.D.,  as  director  of  the  Social 
Adjustment  Service  at  the  Institute  for  the 
Crippled  and  Disabled,  New  York  City. 

Speakers.  Leona  Baumgartner,  M.D.,  as- 
sistant administrator  of  the  Department  of 
State’s  Agency  for  International  Develop- 
ment, at  the  dedication  of  the  Dr.  Connie  Guion 
Building  of  the  New  York  Hospital-Cornell 
Medical  Center,  on  May  8.  . .Henry  G.  Grand, 
M.D.,  senior  supervising  psychiatrist.  Post- 
graduate Center  for  Psychotherapy,  221  East 
50th  Street,  New  York  22,  New  York,  before 
the  members  of  the  hospital  staff  of  the  Veterans 
Administration  Hospital,  Northport,  Long  Is- 
land, on  April  18  on  “The  Masochistic  Char- 
acter”. . . Hollis  S.  Ingraham,  M.D.,  State 
health  commissioner,  before  the  combined  annual 
meeting  of  the  Ulster  County  Tuberculosis 
and  Health  Association  and  Heart  Chapter  on 
May  1 on  cigarets  as  a chief  cause  of  heart 
disease  and  cancer.  . .Joseph  A.  Lane,  M.D., 
president  of  the  Medical  Society  of  the  State 
of  New  York,  before  the  14th  annual  convention 
banquet  of  the  New  York  State  Nursing  Home 
Association,  Rochester,  on  June  12.  . .Marie 
Pichel  Warner,  M.D.,  New  York  City,  before 
The  American  Society  for  the  Study  of  Sterility, 
on  April  21  in  New  York  City,  on  “Methods  and 
Results  of  Treatment  of  Female  Infertility  in 
the  Late  Reproductive  Years”  and  as  moderator 
at  two  luncheon  seminars  on  artificial  insemina- 
tion on  April  19  and  20  at  the  same  meeting. 
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after  surgery:  vitamins  are  therapy 


Nutritional  supplementation  is  basic  to  postoperative  care.  Therapeutic  allov/ances 
of  B and  C vitamins  help  meet  increased  metabolic  requirements  and  compensate 
for  stress  depletion.  STRESSCAPS  can  set  the  patient  on  a more  favorable  course 
and  contribute  to  full  recovery. 


Each  capsule  contains:  Vitamin  B|  (Thiamine  Mononitrate) ...  10  mg.  / Vitamin  B2  (Riboflavin) ...  10  mg 
'/  Niacinamide  . . . 100  mg.  / Vitamin  C (Ascorbic  Acid)  . . . 300  mg.  / Vitamin  B6  (Pyridoxine  HCl)  . . 

2 mg.  / Vitamin  Bi2  Crystalline. ..4  mcgm.  / Calcium  Pantothenate... 20  mg.  Recommended  intake:  Adults 
1 capsule  daily,  for  the  treatment  of  vitamin  deficiencies.  Supplied  in  decorative  "reminder"  jars  of  30  and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 
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greaseless  dehydrated  lotion  in  cake  form 


Clinically  tested'  in  112  patients  with 
acne  vulgaris  or  acne  rosacea, 
COSMEDICAKE  produced  results  that 
“were  cosmetically  and  therapeutically 
good  in  99.”  Skin  lesions  were 
effectively  controlled  and  masked. 
None  of  the  patients  experienced  any 
adverse  effects.* 

COSMEDICAKE  provides  adjunctive  treat- 
ment in  acne,  facial  seborrhea,  fol- 
liculitis, and  other  eruptions  of  cos- 
metic importance.  Its  con- 
venience and  elegance 
achieves  continued  coop- 
eration from  grateful 
patients.  Its  gentle,  astrin- 
gent, keratolytic  and  anti- 
septic agents*  help  dry 
up  excess  oiliness,  diminish 
pustules,  serve  to  elimi- 
nate comedones,  reduce 


pore  size  and  combat  skin  bacteria. 
COSMEDICAKE  is  available  in  easy-to- 
use  cake  form,  which  when  applied 
with  a damp  sponge  is  reconstituted 
as  a fast-drying  lotion.  There  is  no 
separation  ...  no  precipitation  ...  no 
uneven  application  or  concentration. 

The  patient  looks  better,  feels  more 
confident  as  COSMEDICAKE  helps  im- 
prove her  appearance  while  the  skin 
lesions  heal. 

*COSMEDICAKE  contains 
colloidal  sulfur,  benzal- 
konium  chloride,  salicylic 
acid  and  hexachlorophene 
in  a smooth,  greaseless 
base.  Supplied  in  four 
skin-matching  colors. 


FOR  SAMPLES  AND 
COMPLETE  LITERATURE 
WRITE 


I.  Berger,  R.A.,  Clinical  Medicine, 
Sept.  1961. 


KAY  PREPARATIONS  COMPANY,  INC.  345  West  S8  st..  n.y.  n.y. 
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This  is  haif  an  inspection 


Inspecting  a coated  tablet  poses  a two-sided 
problem:  How  do  you  make  certain  that  both 
top  and  bottom  are  flawless  without  picking  up 
each  tablet  and  turning  it?  ■ We  have  a ma- 
chine especially  designed  to  do  the  job.  The 
tablets  pass  along  a belt  imder  the  watchful 
eye  of  an  inspector.  Any  tablet  that  has  the 


slightest  irregularity  in  shape  or  coating  is 
rejected.  Then  a second  belt  overrides  the  first 
and,  holding  the  tablets  tightly  in  place,  turns 
them  over  and  delivers  them  to  another  belt 
for  inspection  of  the  other  side.  ■ It  is  another 
in  a long  series  of  control  measures  designed 
to  deliver  quality  pharmaceuticals  every  time. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.  A. 
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Editorials 


How  low  is  low? 


The  Special  Committee  on  Aging  of  the 
United  States  Senate  has  completed  hearing 
testimony  on  fraudulent  practices  directed 
in  large  part  to  old  people.  The  facts 
presented  were  sad  and  shocking.  It  is 
difficult  to  keep  up  with  the  predators — they 
come  up  with  a new  angle  almost  every  day. 

One  case  recently  disposed  of  in  the  courts 
concerned  a so-called  remedy  called  “Ad- 
miral” Sea  Salt.  The  manufacturers  were 
prosecuted  for  fraudulent  claims.  Reading 
the  brochure  would  leave  one  with  the 
impression  that  the  product  was  effective 
in  the  prevention  or  treatment  of  arthritis, 
baldness,  cancer,  dental  caries,  diabetes, 
fits,  greying  hair,  insanity,  sterility,  and 
many  other  conditions.  How  cleverly 
this  was  zeroed  in  to  the  afflictions  and 
uncompromising  changes  of  aging!  The 


To  pay  or  not  to  pay 

Most  physicians  are  aware  of  the  New 
York  statute  which  provides  that  if  a 
physician  renders  professional  services  to  a 
patient  at  a municipal  institution  without 
receiving  compensation  from  the  patient, 
the  municipality  is  ultimately  liable  and 
must  pay  any  judgment  rendered  against 
the  physician  if  he  is  sued  for  malpractice. 
However,  a decision  in  New  York  City  in 
1962  demonstrates  the  strict  interpretation 
put  by  the  courts  on  the  meaning  of  the 
term  “compensation”  in  the  statute. 

The  patient  in  the  action  in  question 
had  sued  a physician  who  had  rendered 
services  to  him  at  a New  York  City  munici- 
pal hospital.  The  City’s  Corporation  Coun- 
sel had  appeared  on  the  physician’s  behalf 
pursuant  to  the  terms  of  the  statute  and 
had  interposed  as  one  of  his  defenses  that 
the  patient  had  failed  to  file  a notice  of 
claim  and  failed  to  commence  the  action 
within  the  time  prescribed  by  the  statute. 


court  ordered  the  brochures  destroyed. 
Curiously  enough,  the  material  was  ul- 
timateiy  disposed  of  for  use  in  removing 
snow  and  ice. 

Another  scheme  is  that  of  the  so-caUed 
heating-plant  inspector  who  persuades  nerv- 
ous old  folk  to  change  or  modify  their 
heating  systems  unnecessarily  at  a very 
tidy  profit  to  themselves. 

Real-estate  swindlers  practice  among  the 
elderly,  selling  “dream”  lots  in  the  ideal 
climate  sight  unseen  to  the  gullible.  Well 
over  $500  million  has  been  paid  for  worthless 
land  in  deserts,  swamps,  jungles,  and  on 
steep  mountainsides. 

New  legislation  will  be  proposed  to  protect 
the  elderly  from  this  new  type  of  racketeer 
who  could  well  be  classed  with  the  illegal 
narcotics  hierarchy — as  low  as  they  come. 


The  patient’s  attorney  made  a motion  to 
dismiss  the  defense  as  sham. 

The  Court  noted  that  Section  50-D  of  the 
General  Municipal  Law  “ . . . was  enacted 
to  create  a new  cause  of  action  or  claim, 
whereby  the  City  would  save  harmless, 
in  any  claim  of  malpractice,  ‘any  . . . phy- 
sician . . . rendering  medical . . . services  of 
any  kind  to  a person  without  receiving 
compensation  from  such  person  in  a public 
institution  maintained  ...  by  the  municipal 
corporation  ...  .’  Based  on  an  earlier  ver- 

sion of  the  section  it  was  determined  in 
Derlicka  v.  Leo  {281  N.  Y.  266)  that,  in 
such  a situation,  where  a claimant  did  not 
timely  file  a notice  of  claim  and  did  not 
timely  commence  an  action,  the  physician 
lost  his  right  to  resort  to  the  City  for  pay- 
ment of  any  judgment  obtained  against 
him;  because  of  such  loss  of  right  on  the 
doctor’s  part  to  claim  over,  the  claimant,  by 
not  filing  a timely  notice  of  claim,  lost  her 
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cause  of  action  against  the  physician.” 

The  Court  went  on  to  observe:  “That 
case  was  decided  in  1939  prior  to  the  amend- 
ment of  section  50-D  into  its  present  word- 
ing; at  that  time  it  referred  to  the  rendition 
of  services  ‘of  any  kind  gratuitously  to  a 
person  in  a public  institution.’  It  had  been 
held  that  the  statute  did  not  apply  when 
the  physician  rendered  a service  for  which 
he  was  not  directly  paid  by  a patient,  but 
was  paid  in  the  sense  that  he  was  a paid 
member  of  the  staff.  The  purpose  of  this 
statute  was  to  protect  those  physicians 
who  rendered  their  services  freely,  not 
only  to  the  patient,  but  to  the  institution 
as  well,  and  were  paid  by  neither,  and  the 
statute  was  designed  to  encourage  continua- 
tion of  the  rendition  of  such  services.  The 
later  amendment  eliminated  the  word  ‘gra- 
tuitously’ and  substituted  ‘without  receiving 
compensation.’  ” 

The  Court  said  that  the  patient’s  motion 
was  based  on  the  claimed  fact  that  the 
physician  did  expect  compensation  from 
the  patient.  The  latter  submitted  to  the 
Court  five  documents  which  he  contended 
established  the  patient-physician  relation- 
ship on  the  basis  of  expected  compensation. 
It  noted  that  the  physician  was  actually 


It  can  happen  here 

The  Federal  Food  and  Drug  Administra- 
tion has  confirmed  the  deaths  of  two  persons 
from  food  poisoning  as  due  to  Type  E 
botulin  toxin  contained  in  canned  tuna  fish. 

WY3Y2 

The  can  bore  the  code  number  . 

llo-X. 

The  numerator  identifies  the  packer  as  one 
from  San  Francisco,  Cahfornia.  The  State 
of  Cahfornia  Health  Department  found 
another  can  of  this  code  similarly  con- 
taminated. This  is  the  first  instance  of 
botuhsm  poisoning  attributable  to  canned 
foods  commerciaUy  packed  to  come  to  the 
attention  of  the  F.D.A.  in  thirty-five  years. 

Canning  processes  are  expressly  designed 
to  destroy  botulin  organisms  of  any  type, 
and  the  California  State  Cannery  Inspection 
records  show  that  this  lot  was  properly 
processed.  However,  something  must  have 
gone  wrong  with  a small  ninnber  of  the  lot 


not  paid  but  observed  that  he  was  not  paid 
because  the  patient  felt  that  the  biU  was 
excessive  and  probably  also  that  the  service 
was  less  than  adequate. 

The  physician,  according  to  the  Court, 
offered  nothing  to  challenge  the  patient’s 
version  of  the  relationship  between  the 
parties,  but  the  Corporation  Counsel  ap- 
pearing on  his  behalf  relied  solely  upon  the 
fact  that  nothing  was  paid  to  the  physician 
and  nothing  was  received  and  therefore 
he  argued  that  the  words  of  the  statute, 
“without  receiving  compensation,”  came 
into  play. 

The  Court  rejected  this  argiunent  and 
struck  the  defense  in  question  saying.  “Were 
this  construction  to  be  upheld,  then,  be- 
cause there  was  no  filing  of  a claim,  and 
therefore,  no  timely  commencement  of  the 
action,  the  defense  would  be  good.  But 
the  statute  is  not  so  constructed,  and  plain- 
tiff’s failure  to  pay  is  held  not  to  fall  under 
the  words  of  the  present  statute.  Plaintiff’s 
right  to  sue  defendant  should  not  be  made 
to  depend  upon  actual  fulfillment  and  per- 
formance, by  payment  of  moneys,  by  the 
patient  to  the  doctor,  of  the  contract  be- 
tween the  parties;  it  should  depend  on  what 
the  arrangement  was:  to  pay  or  not  to  pay.” 


since  random  sampling  of  a large  number 
failed  to  show  contamination. 

All  stocks  of  this  code  have  been  recalled, 
and  the  F.D.A.  and  the  Cahfornia  Depart- 
ment of  Public  Health  are  continuing  in- 
vestigations of  this  packer’s  operation  to 
determine,  if  possible,  the  cause  of  this  con- 
tamination so  that  future  occurrences  may 
be  prevented. 

The  distributor  of  this  particular  product, 
the  Great  Atlantic  & Pacific  Tea  Co., 
is  to  be  praised  for  its  immediate  with- 
drawal of  the  canned  tuna  on  the  first 
suspicious  report. 

Consumers  should  be  warned  not  to  use 
any  canned  product  which  looks,  smells, 
or  tastes  in  any  way  “off”  and  to  discard 
immediately  any  can  which  is  sweUed  or 
bulging. 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  10  through  14,  1964 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a 
paper  before  a scientific  section  or  a general  session  is 
requested  to  write  to  James  Greenough,  M.D.,  Director 
of  Scientific  Activities,  Medical  Society  of  the  State  of 
New  York,  750  Third  Avenue,  New  York  17,  New  York, 
before  August  1, 1963.  A short  abstract  of  the  proposed 
presentation  should  accompany  the  letter. 


Scientific  Exhibits 

Requests  for  application  for  scientific  exhibit  space 
at  the  1964  Convention  should  be  addressed  to  the 
Director  of  Scientific  Activities  at  the  above  address, 
as  soon  as  possible. 


NOTE  CHANGE  OF  MONTH  FOR  ANNUAL  CONVENTION: 

FEBRUARY  10  TO  14,  1964 
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in  acute  nausea  and  vomiting 


G.  I.  Upsets:  Whether  induced  by  infection  or,  perhaps,  a 
simple  functional  disturbance,  nausea  and  vomiting  are 
effectively  controlled  by  Dramamine  [dimenhydrinate]. 
The  easy-to-take  liquid  form  is  ideal  for  the  patient  who 
finds  tablets  hard  to  swallow.  Dimenhydrinate  may  mask 
symptoms  of  streptomycin  activity  and  should  be  used 
with  caution  in  these  circumstances. 


dramatic  results  with 

Uramamine 

I ■ BRAND  OF  . g 0 

dimenhydrinate 

the  classic  antinauseant 

LIQUID/TABLETS/ AMPULS  (FOR  I.M.  OR  I.V.  USE)/SUPPOSICONES® 

Research  in  the  Service  of  Medicine  searle 


“I  feel  like  my  old  self  again!”  Balanced  ‘Deprol’  therapy  has  helped  relieve 
her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have  returned. 


Brightens  mood... relaxes  tension 


Energizers  may  stimulate  the  depressed 
patient,  but  they  often  aggravate  anxiety  and 
insomnia.  Tranquilizers  may  help  the  anxious 
patient,  but  they  often  deepen  depression. 
‘Deprol’  avoids  these  “seesaw”  effects;  it 
relieves  both  anxiety  and  depression.  More- 
over, it  does  not  cause  liver  damage,  psy- 
chotic reactions  or  changes  in  sexual  function. 

Slight  drowsiness  and,  rarely,  allergic  reac- 
tions, due  to  meprobamate,  and  occasional 
dizziness  or  feeling  of  depersonalization  in 
higher  dosage,  due  to  benactyzine,  may 
occur.  Meprobamate  may  increase  effects  of 
excessive  alcohol.  Use  with  care  in  patients 
with  suicidal  tendencies.  Consider  possibility 
of  dependence,  particularly  in  patients  with 
history  of  drug  or  alcohol  addiction.  With- 
draw gradually  after  prolonged  use  at  high 
dosage. 


Usual  Dosage:  1 tablet  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  3 tablets 
q.i.d.;  with  establishment  of  reUef,  may  be 
reduced  gradually  to  maintenance  levels. 


^Deprol^” 

meprobamate  400  mg. 
+ benactyzine  1 mg. 


WALLACE  LABORATORIES/Cranbur!/.  N.J. 




Scientific  Articles 


SYMPOSIUM 
AND  PANEL 
DISCUSSION 


Automotive  Safety 

Chairman 

RAYMOND  J.  MURRAY,  M.D. 
Westbury,  New  York 


Medical  Factors 


HAROLD  BRANDALEONE,  M.D.,  F.A.C.P. 

New  York  City 

Associate  Clinical  Professor 
of  Medicine,  New  York  University 
School  of  Medicine 


T HE  NATIONAL  SAFETY  COUNCIL  reported 
that  in  1960  there  were  38,200  persons 
killed  in  motor  vehicle  accidents  and  1.4 
million  persons  injured  and  disabled  beyond 
the  day  of  accident,  at  a cost  of  over  6 
bmion  dollars.  Such  mortality  and  mor- 
bidity are  more  serious  than  that  which 
occurs  in  most  diseases. 

These  statistics  stress  the  fact  that  motor 
vehicle  accidents  constitute  one  of  the  na- 
tions largest  unsolved  health  problems. 
Reduction  of  this  high  mortality  and  mor- 
bidity rate  can  be  accomplished  by  the  co- 
operation of  many  different  agencies.  The 
following  factors  are  necessary  to  decrease 
motor  vehicle  accidents: 

Presented  at  the.  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City  , Section  on 
Industrial  Medicine  and  Surgery,  May  15, 1962. 


1.  Improvement  of  road  and  highway 
design. 

2.  Improvement  of  vehicles  through 
safety  design,  padded  interiors,  safety  door 
catches,  rigid  frame  tops,  and  safety  belts 
and  harnesses. 

3.  Improvement  in  and  uniformity  of 
licensing  procedures. 

4.  Improvement  in  law  enforcement  pro- 
cedures. 

5.  Driver  education  through  high  school 
courses  and  retraining  of  problem  drivers. 

6.  Education  of  the  public. 

7.  Evaluation  of  the  driver  through  pe- 
riodic medical  and  psychologic  examinations. 

8.  Establishment  of  physical  and  mental 
standards  for  drivers. 

9.  Evaluation  of  medical  problems;  (a) 
the  drinking  driver;  (b)  treatment  of  drivers’ 
medical  problems. 

Many  of  these  factors  require  study  by 
engineers,  motor  vehicle  designers  and 
administrators,  the  judiciary,  law  enforce- 
ment agencies,  safety  engineers,  and  educa- 
tors. The  physician  has  a most  important 
responsibility,  particularly  in  relation  to 
the  driver.  Physicians  can  assist  in  the 
following  manner: 

1.  By  developing  medical  and  psycho- 
logic criteria  for  safe  driving. 

2.  By  performing  research  to  study  the 
causes  of  accidents. 
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3.  By  assisting  in  removing  hazardous 
drivers,  particularly  the  alcoholic  drivers. 

4.  By  acting  as  advisors  to  highway 
safety  groups  and  licensing  agencies. 

5.  By  indoctrinating  patients  concerning 
the  cause  and  prevention  of  accidents  and 
advising  patients  not  qualified  to  drive  to 
give  up  their  licenses  voluntarily. 

6.  By  developing  and  maintaining  proce- 
dures for  care  of  accident  victims. 

7.  By  arranging  facilities  to  transport 
injured  persons  to  hospitals. 

8.  By  setting  an  example  by  good  driv- 
ing and  by  the  use  of  such  safety  measures 
as  safety  belts. 

The  most  important  factor  in  motor 
vehicle  accidents  is  the  driver.  Human 
failure  accounts  for  more  accidents  than  any 
other  single  cause.  Therefore  the  physician 
must  realize  the  importance  of  his  role  in 
the  prevention  of  motor  vehicle  accidents. 
He  is  the  only  person  able  to  determine 
the  physical,  mental,  and  emotional  health 
of  his  patient  and  can  thus  evaluate  any 
existing  disabilities  that  could  affect  safe 
driving.  He  must  assume  the  responsibility 
of  certifying  fitness  for  driving,  and  it  is 
his  moral  obligation  to  use  every  effort  at 
his  command  to  persuade  a patient  to  refrain 
from  driving  when  he  believes  the  patient 
cannot  drive  safely.  The  patient  will  often 
resist  such  advice  because  not  driving  incon- 
veniences him.  To  persuade  him  may 
require  time  and  effort  and  careful  evalua- 
tion of  aU  the  facts.  Nevertheless,  it  must 
be  made  clear  that  the  safety  of  the  driver 
and  the  pubUc  is  paramount.  There  are 
a number  of  articles  in  the  literature  that 
physicians  should  obtain  as  guides  to  assist 
them  in  advising  their  patients  when  they 
can  drive  with  safety.  ^ 

One  factor  the  physician  must  consider  is 
whether  his  patient  drives  on  lightly  traveled 
country  roads  or  in  heavy  traffic  under 
strain  for  long  hours  at  a time.  Other 
factors  to  be  taken  into  account  are  the 
following;  Does  the  patient  drive  to  earn 
a living?  Does  he  have  the  responsibility 
of  passengers  when  driving?  Does  he  drive 
for  personal  pleasure  and  convenience  or 
for  commercial  or  transportation  purposes? 
Is  the  patient  required  to  drive  in  all 
weather  and  traffic  conditions? 

In  1960  the  State  of  Pennsylvania  insti- 
tuted medical  examinations  as  a new  require- 
ment for  obtaining  or  renewing  a motor 


FIGURE  1.  Reduction  of  accidents  in  a transporta- 
tion company  following  a program  of  preplacement 
and  periodic  medical  examinations.  (Reprinted, 
by  permission,  from  Brandaleone,  H.,  and  Fried- 
man, G.  J.:  The  medical  aspects  of  motor  vehicle 
accident  prevention,  Ann.  Int.  Med.  48:  363  (Feb.) 
1958. 

vehicle  license.  There  has  been  a great 
deal  of  discussion  concerning  the  legal 
responsibility  of  the  physician  who  certifies 
that  a person  is  capable  of  driving  with 
safety.  In  the  opinion  of  the  legal  depart- 
ment of  the  American  Medical  Association, 
it  is  not  likely  that  a physician  can  be  held 
responsible  for  an  accident  in  such  a case. 

Can  medical  supervision  really  be  a factor 
in  the  reduction  of  motor  vehicle  accidents? 
Figure  1 presents  the  results  of  a compre- 
hensive medical  program  in  a large  urban 
transportation  company  following  a program 
of  careful  preplacement  and  periodic  exam- 
ination and  training  of  bus  operators.  Acci- 
dents due  to  driver  responsibility  were 
reduced  from  6,377  per  year  in  1946  to  3,608 
per  year  in  1950,  2,568,  in  1957,  and  2,713, 
in  1956.  This  is  a reduction  in  accident 
rate  of  over  50  per  cent.  The  details  of  the 
physical  examination  have  been  published 
elsewhere. Briefly,  it  should  be  a complete 
physical  examination  and  include  a urinal- 
ysis, complete  blood  count,  chest  x-ray,  and 
electrocardiogram. 

It  has  been  recommended^  that  civilian 
drivers  be  examined  every  three  years  up 
to  the  age  of  forty-five  and  every  two  years 
thereafter  and  that  commercial  vehicle 
and  transportation  drivers  have  a preplace- 
ment and  periodic  physical  examination 
every  two  years  up  to  the  age  of  forty -five 
and  annually  thereafter. 

For  the  physician  to  determine  when  his 
patient  should  stop  driving,  he  must  have 
a good  knowledge  of  the  patient.  He  should 
take  a complete  history  and  give  a thorough 
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physical  examination  to  determine  the  an- 
swers to  the  following  questions: 

Does  the  patient  have  the  personal  char- 
acteristics of  a safe  driver?  Is  he  emotion- 
ally stable?  Does  he  become  fatigued  more 
readily  than  normal?  Does  he  take  any 
drugs  that  would  interfere  with  his  abUity 
to  drive  with  safety?  Does  he  drink  alcohol? 
Do  infirmities  of  age  interfere  with  his  ability 
to  drive  with  safety?  Does  he  have  the 
physical  ability  to  drive  with  safety?  Is 
his  vision  normal?  Does  he  have  diabetes 
or  vertigo  that  might  interfere  with  his 
ability  to  drive?  Does  he  have  a neurologic 
disease  or  some  disorder  that  might  cause 
him  suddenly  to  become  unconscious  while 
driving?  When  the  physician  has  the 
answers  to  these  questions,  he  can  then 
determine  when  his  patient  is  qualified  to 
drive  with  safety. 

The  hiunan  mechanism  must  be  in  good 
condition  to  cope  with  the  split-second  tim- 
ing needed  to  drive  a high-speed  motor 
vehicle.  Poor  judgment,  impaired  reaction 
time,  a faulty  attitude,  emotional  disturb- 
ances, illnesses,  and  physical  disability  are 
basically  responsible  for  the  majority  of 
accidents.  It  is  for  this  reason  that  the 
physician  can  be  of  tremendous  assistance 
in  reducing  motor  vehicle  accidents.  There 
is  no  question  that  a diabetic  patient  on 
insulin  who  has  frequent  insulin  reactions  or 
a patient  with  uncontrolled  convulsive 
seizures  should  not  be  permitted  to  drive. 
Certainly,  a patient  with  severe  Parkinson’s 
disease  or  paralysis  following  a cerebral 
vascular  accident  is  not  a suitable  candidate 
to  drive  with  safety.  Patients  with  cardiac 
problems  such  as  aortic  stenosis,  congestive 
heart  failure,  carotid  sinus  syndrome, 
Adams-Stokes  syndrome,  or  any  cardiac 
condition  that  might  suddenly  incapacitate 
them  should  be  disqualified  from  driving. 

Norman ' has  listed  a number  of  conditions 
which  may  cause  sudden  loss  of  conscious- 
ness. These  include: 

Simple  faint  (syncopal  attack) 

Cerebral  anoxia  (perhaps  anemia) 

Falling  asleep  (and  narcolepsy) 

Postural  hypotension 

Ganglion-blocking  agents 
Splanchnic  pooling 
Psychogenic  episode  (hysteria) 

Hemorrhage  into  cerebral  tumor 
Aortic  stenosis  or  regurgitation 
Pulmonary  embolism 
Carotid  sinus  syncope 


Poisoning  (for  example,  carbon  monoxide) 
Laryngeal  vertigo  (cough  syncope) 

Intestinal  hemorrhage 
Massive 

Slight,  recurrent,  leading  to  syncope 
Head  injury:  Subdural  hematoma. 
Cerebrovascular  accidents 
Subarachnoid  hemorrhage 
Epilepsy 
Idiopathic 

Space-filling  lesion,  for  example,  secondary 
to  bronchial  carcinoma 
Triggered-off  by  hypoglycemia,  alkalosis, 
or  hypocalcemia 
Abnormal  cardiac  rhythm 
Adams-Stokes  attacks 

Rarely,  auricular  fiutter  or  paroxysmal 
tachycardia 
Myocsurdial  infarction 
Dissection  of  the  aorta 
Hypoglycemia 
Insulin 
Spontaneous 
Reactive 


Psychologic  disturbances 

Low  intelligence,  youthfulness,  aggressive- 
ness, and  social  irresponsibility  are  the  usual 
characteristics  associated  with  persons  who 
have  repeated  car  accidents.  Emotional 
disturbances  are  also  an  important  cause  of 
motor  vehicle  accidents,  since  they  may 
temporarily  incapacitate  normal  people. 
The  driver  may  become  temporarily  antag- 
onistic, impulsive,  or  aggressive.  He  may 
be  thinking  about  the  argument  he  had 
before  he  left  home  that  morning  or  the 
difficulty  he  had  with  his  office  supervisor. 
He  may  become  depressed  or  angry  and  say, 
“I  don’t  care  what  happens  now.”  He 
may  be  worried  about  some  personal  or 
financial  problems.  AH  these  factors  might 
easily  cause  a normal  person  to  become  in- 
volved in  an  automobile  accident.  For 
this  reason,  people  who  are  easily  upset 
should  be  advised  against  driving  during  the 
period  of  their  emotional  instability. 

Persons  with  psychoneuroses  must  be 
evaluated  by  their  physician  to  determine 
whether  or  not  they  can  drive  with  safety. 
Tl^e  psychotic  patient  must  be  evaluated 
individually.  Most  psychotic  patients  are 
likely  to  be  in  hospitals  and  therefore  unable 
to  drive.  Those  who  have  been  released 
from  a hospital  must  be  observed  very  care- 
fully before  being  permitted  to  drive. 

The  older  driver  presents  special  problems. 
He  may  not  be  able  to  perceive  danger  or 
interpret  warning  signals  rapidly  because 
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of  his  failing  sensory  abilities.  He  may  be 
unable  to  move  in  a rapid  or  coordinated 
manner.  Furthermore,  the  older  driver 
may  not  be  aware  of  new  rules  and  regula- 
tions. He  may  feel  that  he  has  been  driving 
for  a long  time,  does  not  need  any  retraining, 
and  knows  how  to  drive  better  than  anyone 
else  on  the  road. 

Youthful  drivers  may  use  a car  to  express 
their  egos.  They  would  like  to  pass  every 
car  on  the  road  and  show  their  importance. 
Improper  attitudes  such  as  these  are  often 
causes  of  reckless  driving,  resulting  in  acci- 
dents. 

Fatigue 

Fatigue  is  the  cause  of  many  accidents. 
It  usually  occurs  when  someone  drives  for 
many  hours  without  stopping  or  when  the 
driver  is  physically  ill  and  unable  to  drive 
a normal  length  of  time.  It  is  the  physi- 
cian’s responsibility  to  warn  the  patient 
who  becomes  easily  fatigued  of  the  dangers 
of  such  fatigue  while  driving.  He  should  be 
advised  to  stop  frequently,  get  out  of  his  car 
and  rest,  to  take  caffeine  drinks  such  as 
coffee  or  cola,  and  keep  his  car  well  venti- 
lated. Proper  rest  is  extremely  important 
in  individuals  who  become  easily  fatigued. 

Drugs 

Patients  may  take  drugs  on  their  own  or 
prescribed  by  a physician  and  may  not 
realize  the  serious  effect  the  drugs  may  have 
on  their  ability  to  drive  safely.  Many  of  the 
cold  tablets  sold  by  the  pharmacist  contain 
antihistamines  that  may  cause  drowsiness 
and  therefore  endanger  safe  driving.  The 
physician  must  remember  to  advise  his 
patient  to  determine  the  effects  of  any  new 
medication  before  he  attempts  to  drive, 
since  some  patients  are  very  sensitive  to 
drugs. 

Central  nervous  system  depressants. 
Hypnotics,  sedatives,  and  anesthetics  pro- 
duce depression  and  drowsiness.  Small 
doses  may  temporarily  improve  a nervous 
person’s  ability  to  drive  but  usually  cause 
sleepiness.  The  tranquilizing  drugs  such  as 
meprobamate,  chlorpromazine  hydrochlo- 
ride, and  reserpine  or  other  hypertensive 
drugs  may  also  produce  drowsiness  in  some 
patients.  Great  care  should  be  taken  when 
the  drug  is  first  given  to  be  sure  that  drowsi- 


ness does  not  occur. 

Central  nervous  system  stimulants. 
Central  nervous  system  stimulants  such  as 
amphetamine  cause  temporsiry  alertness  and 
efficiency,  but  the  patient  must  be  cautioned 
that  this  is  only  a transitory  effect  and  that 
he  should  not  expect  the  medication  to  keep 
him  awake  for  prolonged  periods.  It  should 
also  be  stressed  that  large  doses  of  such  stimu- 
lants may  cause  dizziness,  agitation,  irrita- 
bility, and  a decreased  ability  to  concen- 
trate. 

Antihistamines.  Antihistamines  and 
drugs  preventing  motion  sickness  usually 
cause  dizziness  and  drowsiness.  Any  pa- 
tient taking  such  medication  should  be 
cautioned  not  to  drive  until  he  knows  that 
the  medication  wiU  not  cause  sleepiness  or 
interfere  with  his  safe  driving. 


Physical  Disabilities 

Vision.  Adequate  vision  is  essential 
for  safe  driving.  In  addition,  visual  fields 
and  eye  muscle  balance  should  be  within 
normal  limits.  The  patient’s  ability  to 
see  in  the  dark  must  also  be  evaluated. 
Color  blindness  per  se  does  not  seem  to  be 
an  important  cause  of  accidents.  It  is 
usually  accepted  that  persons  with  less 
than  20/40  vision  should  be  referred  to  an 
ophthalmologist  in  an  attempt  to  improve 
the  vision.  Anyone  with  less  than  20/70 
corrected  vision  in  the  better  eye  should  be 
advised  not  to  drive.  The  visual  fields 
should  be  140  degrees  or  better  for  driving 
with  safety.  A visual  field  of  less  than  110 
degrees  causes  tunnel  vision,  and  persons 
with  this  condition  should  not  be  allowed 
to  drive.  Muscle  imbalance  may  produce 
diplopia,  and  every  effort  should  be  made  to 
correct  this  abnormality.  It  has  been  shown 
that  accidents  may  occur  in  a driver  with 
normal  vision  who  is  inattentive  and  does 
not  perceive  what  his  eyes  are  able  to  see. 

Otologic  disorders.  Deafness  and  ver- 
tigo due  to  internal  or  middle-ear  disturb- 
ances are  the  principal  otologic  symptonas 
of  significance  in  the  safe  operation  of  a 
motor  vehicle.  Deafness  per  se  is  not 
important.  The  deaf  driver  is  usually  con- 
scious of  his  disability  and  is  very  cautious 
and  alert  at  all  times. 

Cardiovascular  diseases.  Each  pa- 
tient with  cardiovascular  disease  must  be 
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individually  evaluated  by  his  physician  in 
an  effort  to  determine  whether  or  not  he  is 
likely  to  be  suddenly  incapacitated  and 
thereby  injure  himself  and  others.  Detailed 
discussion  of  various  cardiovascular  diseases 
in  relation  to  driving  fitness  has  been  pre- 
sented elsewhere.*’^ 

The  patient  with  aortic  stenosis  may 
suddenly  develop  syncope  and  die;  there- 
fore, he  should  be  advised  against  operating 
a motor  vehicle.  A patient  with  severe 
disturbances  in  heart  rhythm  may  suddenly 
be  disabled  and  should  also  be  advised  not 
to  drive  a motor  vehicle.  The  hypertensive 
patient  must  be  carefuUy  evaluated.  Hy- 
pertension per  se  is  not  disabling,  but  its 
complications — damage  to  the  brain,  eyes, 
heart,  or  kidney — may  very  well  prove  so. 
Complications  involving  the  optic  fundus 
with  a degree  of  impairment  in  vision  may  be 
extremely  serious.  A patient  who  has  had 
a cerebrovascular  accident  with  paralysis 
should  not  be  allowed  to  drive  unless  he  can 
maneuver  the  various  levers  in  an  auto- 
mobile. 

Careful  tests  should  be  made  and  the 
patient’s  muscular  strength  should  be  evalu- 
ated before  he  is  allowed  to  return  to  driv- 
ing. In  addition,  the  physician  must  decide 
whether  or  not  there  is  a likelihood  of  an- 
other vascular  accident  causing  temporary, 
sudden  disability.  Arteriosclerotic  heart 
disease  is  a serious  problem  that  requires 
individual  evaluation.  Some  patients  with 
mild  coronary  disease  may  very  well  return 
to  normal  and  drive  under  certain  circum- 
stances. However,  a patient  who  has  had 
a serious  coronary  occlusion  with  extensive 
myocardial  infarction  should  not  be  per- 
mitted to  drive  under  conditions  of  stress 
and  strain.  Certainly,  if  he  is  a professional 
driver,  he  should  be  most  carefully  evaluated 
before  he  is  permitted  to  drive.  In  patients 
with  marked  cerebral  arteriosclerosis  the 
risk  should  be  carefully  weighed  because  of 
the  possibility  of  attacks  of  syncope  and 
dizziness. 

Neurologic  diseases.  Convulsive  dis- 
orders are  the  most  important  and  serious 
problems  to  be  considered  in  motor  vehicle 
accident  prevention.  The  epileptic  patient 
usually  cannot  safely  be  permitted  to  drive. 
However,  if  he  is  seizure-free  for  a minimum 
of  two  years  and  is  under  medication  and 
constant  surveillance,  he  might  be  allowed 
to  drive  if  he  submits  to  regular  examinations 


every  few  months.  Such  a patient,  of 
course,  should  not  drive  professionally. 
Neurologic  disorders  affecting  muscular  con- 
trol and  coordination  such  as  paralysis 
agitans,  poliomyelitis,  multiple  sclerosis, 
and  mental  deterioration  require  individual 
evaluation  on  the  part  of  the  physician. 
Usually,  patients  with  these  disorders  are 
not  fit  to  drive. 

Metabolic  diseases.  The  most  impor- 
tant metabolic  disease  for  consideration 
in  driving  is  diabetes  meUitus.  The  patient 
with  diabetes  that  can  be  controlled  by  diet 
alone  or  by  diet  and  the  oral  drugs  can  safely 
drive  any  type  of  motor  vehicle.  If  he 
requires  insulin,  and  the  diabetes  is  well 
controlled,  he  may  be  permitted  to  drive  a 
private  motor  vehicle.  However,  the  brittle, 
or  uncontrolled,  diabetic  patient  may  have 
sudden  attacks  of  hypoglycemia.  There- 
fore, he  should  be  advised  against  driving 
under  any  circumstances. 

Alcohol.  Alcohol  is  a well-known  cause 
of  a large  number  of  motor  vehicle  accidents 
that  are  attributed  to  speed,  reckless  driv- 
ing, driving  on  the  wrong  side  of  the  road, 
and  many  other  infractions  of  the  law. 
The  best  rule  is  to  prevent  anyone  who 
drinks  from  driving.  It  has  been  shown 
that  the  levels  of  alcohol  in  the  blood  suffi- 
cient to  interfere  with  driving  performance 
are  much  lower  than  was  realized.  Studies 
show  that  .05  per  cent,  or  50  mg.  of  alcohol 
per  100  cc.  of  blood,  cause  significant  deteri- 
oration in  driving  skill.  It  has  been  esti- 
mated that  one  drink  may  be  tolerated; 
that  two  drinks  impair  a driver  for  approxi- 
mately two  hours;  and  that  three  drinks 
are  too  many.  The  problem  of  driving  and 
alcohol  is  extremely  important,  and  the 
physician  must  utilize  his  entire  skill  in 
diplomacy  in  convincing  patients  who  drink 
not  to  drive  after  drinking. 

Miscellaneous  conditions.  The  physi- 
cian is  occasionally  called  on  to  determine 
whether  or  not  a patient  with  other  physical 
disabilities  can  safely  control  a motor  vehicle. 
Can  a person  with  one  eye  drive?  Can  a 
person  with  one  leg  drive?  Orthopedically 
handicapped  persons  who  have  been  properly 
evaluated  and  trained  for  driving  usually  do 
extremely  well.  However,  in  these  cases 
the  physician  and  the  safety  engineer  must 
together  decide  whether  or  not  the  patient 
is  capable  of  safe  driving.  Muscular  con- 
trol, coordination,  and  strength  must  be 
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determined  in  each  patient.  Prosthetic 
devices  can  be  used  to  assist  the  disabled 
driver  to  manipulate  the  levers  properly. 
Every  effort  should  be  made  to  permit  the 
handicapped  individual  to  drive,  provided 
he  can  do  so  safely. 

A physician  may  sometimes  have  to  decide 
how  soon  a patient  can  drive  after  an  opera- 
tion. Here  again,  the  physician  must  utilize 
his  own  common  sense  and  good  judgment. 
A person  who  has  had  an  operation  on  a 
lower  extremity  might  be  incapacitated 
until  his  muscular  strength  and  coordination 
are  such  that  he  can  use  his  brake  properly. 
A person  who  has  undergone  a serious  ab- 
dominal operation  may  drive  shortly  after 
he  develops  enough  physical  strength.  In 
other  words,  the  decision  depends  on  the 
type  and  site  of  the  operation  and  on  the 
patient’s  present  capabilities. 

The  problem  of  aging  is  an  important  fac- 
tor in  driving  a motor  vehicle.  Many 
experienced  drivers  can  continue  to  drive 
safely  even  in  their  eighties;  others  are  no 
longer  safe  drivers  in  their  sixties.  The 
decision  must  be  an  individual  one,  as  the 
abihty  to  drive  is  based  on  physiologic, 
not  chronologic,  factors. 

One  aspect  of  driver  safety  in  older  persons 
that  is  often  overlooked  is  their  failme  to 
keep  informed  on  traffic  regulations  and  the 
required  technics  for  operating  modern 
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T HE  IMPAIRED  DRIVER  is  Said  to  be  per- 
manently or  temporarily  deficient  in  some 
phase  of  driving.  He  may  also  be  medically 
or  psychologically  predisposed  to  sudden  or 
periodic  failure  of  ability  to  perform  the 
task  safely.  Growing  concern  for  his  role 
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motor  vehicles  in  today’s  complex  traffic 
situation.  Just  because  an  aged  man  has 
been  a safe  driver  in  a small  town  for  many 
years  doesn’t  mean  that  when  he  comes  to 
live  with  his  son  in  a New  York  City  suburb, 
he  wiU  be  a safe  driver  there.  Here  again, 
the  physician  must  be  called  on  to  evaluate 
each  individual  case.  If  there  is  no  reason 
why  the  patient  might  suddenly  become 
incapacitated  and  if  he  has  the  physical 
ability  to  drive,  he  then  may  be  permitted 
to  do  so. 

The  role  of  the  physician  in  motor  vehicle 
accident  prevention  is  most  important. 
The  patient  regards  him  with  respect  and 
values  his  advice.  Thus  physicians  can 
do  a great  deal  to  reduce  the  tremendous 
loss  of  life,  disability,  and  pain  resulting 
from  motor  vehicle  accidents. 
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in  traffic  accidents  is  reflected  by  such 
activities  as  campaigns  for  compulsory 
periodic  medical  examinations  and  action 
against  intoxicated  drivers.  What  can  real- 
istically be  done  to  minimize  the  involvement 
of  the  impaired  driver  in  accidents?  A look 
at  the  driving  task  might  suggest  some  an- 
swers. 

The  driving  task  can  be  divided  arbitrarily 
into  the  major  components  of  input,  organi- 
zation, and  output.  Input  represents  all 
of  the  stimuli  reaching  a driver;  what  he 
sees,  hears,  feels,  and  so  forth.  Organization 
is  the  process  whereby  he  decides  what  to 
do  about  what  reaches  him,  and  this  involves 
perception  of  a hazard,  judgment  (take  the 
risk  or  avoid  it),  and  the  influence  of  atti- 
tude on  these.  Output  is  what  he  actually 
does  to  the  car:  braking,  steering,  accelerat- 
ing, or  some  combination  of  these.  Output 
may  of  course,  provide  feedback  which  in- 
fluences input  and  organization;  the  corn- 
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ponents  are  interrelated.  An  impaired 
driver  may  be  deficient  or  predisposed  to 
failure  in  one  or  more  of  these  areas.  At 
least  that  is  the  assumption  on  which  medi- 
cal examinations  for  licensure  seem  to  be 
based.  How  valid  is  this  assumption? 

Medical  examinations 

Psychophysical  abilities  (for  example, 
visual  acuity,  hearing,  depth  perception) 
that  relate  to  input  and  reaction  time  and 
motor  skills  that  relate  to  output  do  not  in 
themselves  differentiate  accident  repeaters 
from  others.  As  presently  tested,  the  re- 
peaters may  excel,  while  the  accident-free 
may  be  inferior  without  apparent  jeopardy.  *•  * 

Visual  requirements  for  licensing  are  the 
most  widely  accepted  of  all.  But  how  valid 
are  the  requirements?  The  uncertainty  is 
shown  in  comparisons  of  visual  standards 
for  licensure  throughout  the  United  States.® 
A wide  range  of  limits  and  conditions  is  ac- 
ceptable. Vision  tests  vary  from  a simple 
test  of  visual  acuity  on  a waU  chart  to  in- 
struments that  measure  phorias,  stereopsis, 
and  visual  fields.  Even  more  indicative 
are  the  many  searches  for  characteristics 
common  to  drivers  in  accidents — searches 
that  have  revealed  only  a shght  relationship 
between  selected  single  visual  conditions 
and  accident  frequencies. '*  And  two  years 
ago,  in  a study  conducted  with  the  National 
Safety  Council,  we  discovered  that  a small 
group  of  professional  drivers  who  for  twenty 
years  or  more  had  not  had  a preventable 
accident  were  average  or  below  on  standard 
vision  tests.  * 

Patients  with  diabetes  and  epilepsy  and 
those  suffering  vascular  lesions  pose  licen- 
sure problems.®  They  might  fail  in  driving, 
but  there  is  limited  evidence  on  the  incidence 
of  accidents  caused  specifically  by  such  con- 
ditions. As  one  illustration,  reports  of 
motor  vehicle  accidents  attributed  to  vascu- 
lar failures  are  sometimes  completely  with- 
out medical  foundation  and  are  often  based 
on  unsubstantiated  guesswork.®  This  lack 
of  reliable  information  makes  it  difficult  to 
weigh  the  risk  of  licensing  individuals  with 
cardiovascular  disease.  The  question  is 
whether  or  not  a person  with  a carotid  sinus 
or  a “bad  heart”  should  be  prevented  from 
driving  because  he  might  fail  at  any  moment; 
for  in  an  entire  driving  career  he  may  never 
fail. 


It  is  not  my  purpose  simply  to  be  critical 
of  medical  standards  for  licensure  or  to  sug- 
gest that  these  standards  be  abandoned  be- 
cause their  validity  is  in  question.  Cer- 
tainly, we  should  not  abandon  present  stand- 
ards until  we  find  better  ones.  But  we 
should  devote  a greater  proportion  of  our 
energies  to  seeking  more  valid  standards 
than  to  supporting  the  application  of  stand- 
ards of  questionable  validity  more  often 
and  more  vigorously. 

Perhaps  we  are  not  currently  evaluating 
the  most  important  requirements  for  driv- 
ing. Granted  that  static  visual  acuity  has 
not  been  related  to  accident  frequency. 
What  about  dynamic  visual  acuity?  We 
know  virtually  nothing  about  the  capabili- 
ties of  the  eye  in  perceiving  absolute  motion 
or  relative  motion  in  typical  and  atypical 
driving  situations.  Yet  it  is  precisely  here 
that  the  capacities  of  the  driver  are  exercised. 
When  he  drives,  his  eyes  and  the  various 
objects  on  and  about  the  road  are  in  motion 
relative  to  each  other  most  of  the  time. 
And  if,  as  seems  evident,  compensation  is  a 
factor,  how  do  we  measure  the  ability  of  an 
individual  to  compensate?  What  are  used 
as  substitute  or  compensatory  input  cues 
when  various  visual  components  are  im- 
paired? 

Perhaps  medical  research  should  be  more 
concerned  with  identifying  “high-risk”  pa- 
tients with  heart  disease,  epilepsy,  diabetes, 
and  so  forth,  to  eliminate  or  reduce  their 
accidents.  In  addition,  there  wiU  always 
be  persons  with  hidden,  incipient  diseases 
who  may  have  their  first  acute  attacks  while 
driving.  A “dead-man’s  throttle,”  geared 
to  control  responses  (output)  in  the  opera- 
tion of  the  vehicle,  might  be  part  of  the 
answer. 

Psychologic  examinations 

While  few  significant  relationships  have 
been  found  between  physical  characteristics 
of  the  driver  and  accident  frequencies,  there 
is  mounting  evidence  that  the  basic  person- 
ality of  the  driver  is  an  important  influ- 
ence.^’' The  hterature  is  replete  with  find- 
ings which  identify  accident-  and  violation- 
involved  drivers  by  personality  and  socio- 
logic characteristics.®  They  are  generally 
more  aggressive,  more  impulsive,  more  in- 
clined to  take  risks;  they  come  from  less 
satisfactory  home  backgrounds  than  other 
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drivers.  These  characteristics  most  prob- 
ably cause  deficiency  in  the  organization 
component  (judgment  and  attitude)  of  the 
driving  task.  This  means  a psychologically 
impaired  driver. 

While  the  tests  and  inventories  used  in 
the  studies  cited  were  administered  ex  post 
facto,  it  is  possible  that  they  could  be  used 
predict! vely.  The  insurance  industry  for  a 
number  of  years  has  successfully  used  bio- 
graphic data  and  psychologic  tests  in  screen- 
ing risks. In  general,  however,  the  test 
batteries  are  complicated  and  require  many 
hours  to  administer.  They  are  impractical 
for  licensure.  In  view  of  this  shortcoming, 
work  is  under  way  to  develop  a shorter  test 
to  measure  psychologic  competence  for  the 
driving  task  and  perhaps  to  indicate  the 
extent  to  which  any  impairment  is  remedi- 
able. 

Our  own  activity  in  this  regard  has  been 
rewarding.  We  have  developed  a promis- 
ing pilot  test  form.  It  is  straightforward 
and  easy  to  administer.  It  takes  ten  to 
fifteen  minutes  and  cannot  be  faked,  that  is, 
“right”  answers  are  not  self-evident.  It 
is  based  on  the  premise  that  what  a car 
means  to  a person  has  an  influence  on  how 
he  drives  it. 

The  meaning  of  an  object,  like  a car,  has 
two  components:  One  is  the  standard  defini- 
tion or  denotation;  the  other  is  a personal 
meaning,  which  may  have  little  connection 
with  external  reality.  This  meaning  proba- 
bly is  determined  by  one’s  dominant  needs 
in  life.  Theorists  have  speculated  that 
variations  in  driver  behavior  are  due  to 
personal  meanings  attached  to  cars  and  the 
use  of  the  car  to  satisfy  personal  needs.  We 
have  conducted  some  preliminary  studies  to 
determine  general  connotative  meaning  for 
“car”  and  are  now  testing  the  relation  of 
these  meanings  to  driver  behavior.  The 
person  is  asked  to  relate  noun  concepts  like 
“car,”  “freedom,”  “power,”  “weapon,” 
“work,”  and  “transportation”  to  closely 
associated  adjectives.  The  choice  is  be- 
tween an  adjective  and  its  opposite — 
“good”  - “bad,”  “strong”  - “weak”— on  a 
seven-position  scale  indicating  the  degree 
(strongly  to  slightly)  to  which  the  person 
relates  the  adjective  to  the  noun.  Each 
noun  concept  is  rated  on  the  same  adjective 
scales,  but  the  sequence  of  adjectives  is  ro- 
tated at  random. 

This,  then,  is  a complex  word-association 


test.  By  comparing  the  differences  and 
similarities  in  ratings  between  the  various 
concepts  and  “car”  we  hope  to  predict  a 
violator.  As  an  illustration  (and  only  that 
because  it  is  not  factually  so),  a violator 
might  associate  “car”  with  “weapon”  and 
“freedom,”  while  a non  violator  might  associ- 
ate “car”  with  “work”  and  “transporta- 
tion.” The  actual  association  patterns  are, 
of  course,  far  more  complex. 

The  existing  form  is  experimental  in 
every  sense.  It  has  been  refined  in  a series 
of  pilot^  tests,  the  most. recent  of  which  was 
conducted  with  1,000  people  attending  The 
Driver  Improvement  School  of  the  Munici- 
pal Traffic  Court  of  The  City  of  Chicago, 
Further  work  with  the  test  has  been  sup- 
ported by  The  National  Institutes  of  Health, 
U.  S.  Public  Health  Service,  and  we  are  co- 
operating with  the  Industrial  Medical 
Association  in  the  standardization  and  vali- 
dation of  the  test  form,  which  may  take  two 
years. 

However,  while  we  feel  promising  work  is 
under  way,  there  is  at  present  no  vaUd 
psychologic  test  to  predict  accident  in- 
volvement. Even  if  such  a test  is  developed, 
consequences  of  its  use  for  licensure  will  have 
to  be  carefully  considered.  Rational  and 
practical  licensing  policies  have  to  achieve 
balance  between  the  cost  to  society  of  deny- 
ing licensure  to  a group  of  its  members  and 
the  cost  to  society  of  the  accidents  the  group 
might  otherwise  produce.  Perhaps  a more 
important  outcome  of  such  tests  as  ours  will 
be  identifying  those  with  remediable  defi- 
ciencies so  that  they  can  be  sent  to  appropri- 
ate training  or  rehabilitation. 

The  temporarily  impaired  driver 

Now  what  of  the  impaired  driver  who 
normally  suffers  no  deficiencies  in  the  driv- 
ing task  but  who  temporarily  succumbs  to 
the  influence  of  drugs,  fatigue,  alcohol,  or 
some  combination  of  these? 

Drunkenness  gives  us  the  greatest  con- 
cern. Alcohol  is  especially  sigm’ficant  in 
fatal  accidents.*^-'®  It  also  adversely  af- 
fects the  major  components  of  the  driving 
task — input,  organization,  and  output*'— 
although  one  finds  an  occasional  argument 
here  about  the  sequence  in  which  the  com- 
ponents are  influenced  and  about  the  sig- 
nificance of  this  influence  in  accidents." 
From  the  prolific  literature  on  alcohol  in  high- 
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way  accidents,  some  observations  might  be 
drawn. 

Physiologic  and  psychologic  effects 
OF  ALCOHOL.  The  physiologic  and  psy- 
chologic effects  of  alcohol  on  the  driver  are 
varied,  complex,  and  subtle.  There  is 
no  valid  way  of  predicting  how  alcohol  wiU 
influence  a driver.  The  pharmacologic  ef- 
fects of  alcohol  are  correlated  more  with  the 
concentration  of  alcohol  in  the  blood  and 
brain  than  with  the  amount  consumed. 
Many  factors  influence  the  ratio  of  ingestion 
to  concentration  in  the  blood:  the  presence 
or  absence  of  food,  type  of  drink,  habitua- 
tion,^^ and  elapse  of  time  since  ingestion,  to 
name  some. 

There  is  increasing  evidence  that  the 
deterioration  of  fimctions  important  to 
driving  begins  at  a surprisingly  low  concen- 
tration, Although  there  are  wide  dif- 
ferences in  individual  suceptibihty  to  alco- 
hol, its  influence  on  psychomotor,  percep- 
tual, and  mental  functions  is  always  in  a 
deleterious  direction. ‘‘■^l  22. 24  -phe  wide  dif- 
ferences deserve  comment.  If  a person 
with  unusually  good  ability  to  drive  is 
somewhat  impaired  by  alcohol,  he  may  stiU 
be  better  at  the  task  than  the  unimpaired 
driver  of  marginal  ability.  On  the  other 
hand,  the  slightest  impairment  to  the  driver 
with  marginal  ability  in  one  or  more  com- 
ponents of  the  driving  task  could  be  disas- 
trous. This  might  be  especially  so  if  he 
compensates  heavily  in  the  summation  of 
his  driving  skill.  And  who  knows  on  the 
basis  of  present  testing  procedures  who  is 
marginal  in  what? 

Perhaps  the  most  dangerous  effect  of 
alcohol  is  that  insight  is  lost  into  the  degree 
to  which  one’s  performance  is  impaired. 
An  intoxicated  person  frequently  believes  he 
is  doing  better  than  he  is,  although  there  is 
much  objective  evidence  to  the  contrary. 

In  short,  the  findings  are  such  that  any 
less  stringent  advice  than,  “Do  not  drink 
at  aU  if  you  intend  to  drive,”  would  be  mis- 
leading. But  does  the  pubUc  know  of  these 
research  findings,  and,  if  so,  do  they  believe 
them? 

Public  credibility.  Most  of  the  re- 
search findings  on  the  relation  of  alcohol  in 
the  blood  to  driver  impairment  have  been 
directed  to  more  effective  prosecution  of  the 
driver  who  is  apprehended.”'^*  It  is  in  this 
way  that  the  findings  receive  pubUc  atten- 
tion. Effort  has  been  devoted  more  to 


imposing  regulations  than  to  explaining 
them.  As  a consequence  the  public  is  un- 
convinced and  uncooperative.  A large  num- 
ber of  reasonable  citizens  have  driven,  and 
will  drive  again,  after  drinking,  and  they 
think  they  do  it  quite  well.  They  have 
pragmatically  established  that  drinking  and 
driving  can  be  safe.  Even  when  enforce- 
able laws  exist,  the  consensus  of  authorities 
is  that  prosecutors  do  not  prosecute,  juries 
do  not  convict,  and  judges  do  not  use  the 
legislation  they  have  in  hand.^®'*“  There 
may  be  many  reasons  for  this  public  apathy, 
but  some  of  it  can  be  summarized  by 
“There,  but  for  the  grace  of  God,  go  I.”*i 
There  is  also  evidence  that  the  authorities 
imposing  the  regulations  do  not  reaUy  un- 
derstand them  or  believe  in  them.  Road- 
houses and  taverns  are  frequently  situated 
where  they  can  be  reached  only  by  car.  The 
cocktail  party  is  a great  suburban  institu- 
tion. 

“Call  it  to  their  attention  through  punish- 
ment” approaches  have  definite  limits. 
We  are  all  for  enforcement  which  discour- 
ages persons  from  driving  when  they  drink. 
But  we  are  for  it  as  a preventive  program. 
We  are  not  interested  in  punishing  a drunken 
driver  simply  to  punish  him.  We  punish 
him  to  discourage  his  drinking  and  driving 
again  or  to  let  others  know  by  the  example 
of  what  happens  to  him  that  they  had  better 
not  drive  and  drink. 

It  is  not  enough  to  know  how  much  alcohol 
in  the  blood  means  risk  of  accident.  It  is 
not  sufficient,  reasonable,  or  relevant  to  pass 
laws  based  on  such  information  unless  such 
laws  can  modify  the  behavior  of  drinkers 
whose  accidents  comprise  the  problem. 
Despite  the  expenditure  of  millions  of  dollars 
there  have  been  very  few  scientifically 
acceptable  attempts  to  measure  the  actual 
value  of  such  programs.** 

Most  accidents  are  first  accidents. 
In  1961  nearly  80  per  cent  of  drivers  licensed 
in  Idaho  who  were  involved  in  fatal  accidents 
had  no  previous  accident  record.  Records 
of  the  others  showed  that  previous  court 
actions  against  them  were  mainly  for  minor 
violations.** 

But,  again,  it  is  not  my  purpose  simply  to 
be  critical.  How  can  we  encourage  a better- 
informed,  more  cooperative  public? 

Group  methods.  There  is  now  evidence 
that  group  methods  may  indeed  be  the  most 
effective  for  conveying  information  and 
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modifying  attitudes.  One  particular 

technic,  group  discussion-decision,  has  been 
used  with  good  effect.®^  In  essence,  it 
allows  no  one  to  tell  a group  what  to  do  but 
has  a trained  person  lead  discussions  so  that 
behavior  decisions  come  from  the  group 
itself. 

The  use  of  alcohol  is  totally  related  to  our 
society  and  our  habits.  I think  this  implies 
that  we  are  really  interested  in  drinking 
during  the  activities  which  precede  driving, 
since  driving  is  simply  a means  for  getting 
us  to  and  from  the  activities.  This  means 
also  that  we  are  interested  in  changing  drink- 
ing habits  during  business  meetings,  enter- 
tainment, dating,  lunch,  and  many  other 
activities  which  are  an  intimate  part  of 
everyday  existence.  These  activities  repre- 
sent natural  groups.  In  1948  Riley  (see 
Cisin^O  reported  the  results  of  a nation- 
wide sampling  study  of  the  motivational 
patterns  of  drinking  in  the  general  popula- 
tion. The  data  lend  powerful  support  to 
the  hypothesis  that  drinking  is  directly 
motivated  by  the  influence  of  social  pres- 
sures in  such  groups,  more  so  than  by 
inner  drives. 

Natm-al  groups  could  be  used  to  develop 
an  “in-group”  which  would  support  no 
drinking  before  driving.  The  group  could 
also  support  luncheon  or  party  pools  in  which 
one  member  is  designated  as  driver  for  the 
whole  group,  and  it  is  incumbent  on  him 
not  to  drink  at  all.  Or  perhaps  the  group 
could  arrange  for  a member  to  assist  another 
who  had  imbibed  too  freely,  by  driving  him 
and  his  car  home.  At  the  same  time,  of 
course,  there  could  be  a calculated  program 
to  stigmatize  the  antisocial  driver,  creating 
a well  defined  “out-group”  against  which 
social  pressures  could  be  exerted,  thus  exploit- 
ing fear  of  censure  by  one’s  fellows. 

In  suggesting  such  methods,  we  are  not 
assuming  their  utility  for  the  chronic  alco- 
holic person,  whose  problem  is  alcohol,  not 
driving,  except  when  they  are  coincidentally 
and  unfortunately  combined.  His  problem 
is  probably  so  pervasive  that  it  is  unrealistic 
to  think  about  wrestling  with  it  for  the  lim- 
ited purposes  of  traffic  safety.  We  are  sug- 
gesting the  utility  of  group  methods  for  the 
“normal”  members  of  natural  groups  whose 
drinking  behavior  we  should  like  to  modify 
in  regard  to  driving,  without  necessarily 
involving  their  drinking  behavior  in  general. 
The  group  method  has  been  demonstrably 


effective  in  just  this  sort  of  thing. 

In  addition,  such  groups  might  provide 
the  opportunity  to  find  out  more  about  the 
person  who  drives  a lot  and  also  drinks  but 
does  not  drive  after  drinking.  How  does 
he  manage  to  organize  his  driving  and  drink- 
ing so  they  do  not  coincide? 

Recuperative  aids.  Because  the  con- 
centration of  alcohol  in  the  blood  and  brain 
ultimately  decreases  directly  with  time  after 
ingestion,  some  have  suggested  a waiting 
period  after  the  party  or  after  drinking  at 
the  bar — a sort  of  recovery  room  for  intoxi- 
cated drivers.  This  scheme  would  be  im- 
practical and  unpopular  with  hostesses  and 
bartenders.  It  has  also  been  suggested 
seriously  that  a sobering  pill  be  developed 
which  would  rapidly  oxidize  ingested  alco- 
hol.’* 

Automatic  driving  aids.  The  final  sug- 
gestion apphes  to  all  impaired  drivers,  not 
the  intoxicated  driver  alone. 

A vast  number  of  Americans  who  drive 
drink  more  than  occasionally,  and  it  is 
generally  conceded  by  authorities  that  vir- 
tually any  discernible  amount  of  alcohol  in 
the  blood  will  be  accompanied  by  a decrease 
in  competence.  Difficulties  in  vision  and 
drowsiness  have  been  reported  as  side- 
effects  of  drugs,  medications,  and  tranquihz- 
ers,  which  many  Americans  use.  Skill 
reactions  tend  to  become  disorganized  dur- 
ing acute  emotional  stress  and  a number  of 
Americans  suffer  this  from  time  to  time. 
It  seems  reasonable  to  say  that  a consider- 
able number  of  drivers  at  one  time  or  an- 
other wiU  be  temporarily  impaired. 

An  intoxicated,”  fatigued, drugged, 
or  emotionally  upset  driver  has  been  seasoned 
for  an  accident.’  Of  course  he  can  be  ad- 
vised through  education  not  to  drive  when 
in  one  of  these  conditions;  but  the  condition 
itself,  like  intoxication,  impairs  judgment 
of  the  extent  of  the  condition.  Add  to  this 
group  the  driver  who  suffers  biologic  failure 
like  a heart  attack  or  a diabetic  or  epileptic 
seizure.  Should  he  be  told  not  to  drive  if 
he  feels  a heart  attack  coming  on?  What 
is  the  answer? 

A driver’s  control  responses  (output)  are 
what  ultimately  determine  his  efficiency 
and  safety  in  traffic.  Control  responses  are 
comparatively  easy  to  measure.  Typical 
of  these  measures  are  frequency,  amplitude, 
and  speed  of  brake  application,  acceleration 
adjustment,  and  steering  wheel  correction 
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movement.  Automatic  devices  triggered 
by  prespecified  values  of  these  measures 
might  provide  a warning  to  a driver  that  he 
is  not  controlling  a vehicle  adequately,  and 
if  he  failed  to  heed  the  warning  would  take 
control  of  his  vehicle  from  him.'*^  There  is 
no  morahzing;  control  is  seized  when  he  is 
demonstrably  deficient. 

Such  technics  are  in  the  realm  of  “when,” 
not  “if.”  They  hold  great  potential  for 
reductions  in  accidents  due  to  driver  fail- 

m.0_43,44 

We  owe  it  to  ourselves  and  those  we  serve 
to  direct  research  efforts  and  findings  to  the 
accumulation  of  empirically  derived  data  to 
facilitate  the  development  and  utilization  of 
such  devices. 
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Question  and  answer  period 


Dr.  Brandaleone:  Thank  you  very 

much,  Dr.  Malfetti.  I believe  we  can  open 
the  discussion  now.  Are  there  any  ques- 
tions? 

Speaker  from  the  floor:  Dr.  Malfetti, 

in  your  talk  you  made  the  statement  that 
alcohol  will  disrupt  the  compensatory  mech- 
anism. Have  you  made  any  studies  showing 
the  relationship  of  alcoholism  to  the  psy- 
chologic and  psychosomatic  aspects  of  the 
individual? 

Dr.  Malfetti:  I interpret  the  question 

this  way.  There  are  what  you  might  call 
the  person  with  chronic  alcoholism  and  the 
social  drinker — 

Speaker  from  the  floor:  — the  social 

drinker  who  has  a familial  problem  at  home, 
or  difficulties  at  his  job,  or  some  other 
problem.  What  causes  him  to  drink? 

Dr.  Brandaleone:  I believe  that  this 

is  an  individual  problem.  In  each  person 
there  are  different  causes  for  the  underlying 
emotional  disease  that  causes  him  to  drink. 

Speaker  from  the  floor:  Dr.  Malfetti, 

will  you  comment  on  the  defensive  driving 
program  that  is  going  on,  particularly  on  its 
value  for  that  testing? 

Dr.  Malfetti:  As  I understand  the 

program,  it  is  teaching  a driver  to  anticipate 
what  the  other  driver  is  going  to  do,  on  the 
assumption  that  other  drivers  are  going  to 
make  a large  number  of  mistakes  for  which 
one  should  be  prepared.  Practically  speak- 
ing, it  is  a complicated  thing  to  teach,  be- 
cause there  are  so  many  other  things  going 
on  in  the  driving  task.  Part  of  the  skill  of 
any  capable  driver  is  attempting  to  watch 
as  many  other  things  as  he  can,  to  be  sure 
that  he  is  not  involving  himself  in  a hazard- 
ous situation.  I would  place  more  stock  in 
teaching  people  to  anticipate  hazards,  such 
as  is  done  in  these  elementary  driving  pro- 
grams, so  that  when  they  are  faced  with  a 
hazard-producing  situation,  their  defenses 
come  habitually;  in  other  words,  teaching 
an  increased  perception  of  hazards. 

Dr.  Brandaleone:  Does  that  answer 

your  question? 

Speaker  from  the  floor:  Yes,  but  I 
would  fike  to  know  whether  or  not  this  pro- 
gram is  being  worked  on.  Is  it  like  the 
simulator  program? 

Dr.  Malfetti:  Yes,  a very  modified 

form  of  it.  Film  strips  are  also  being  used 


in  this  fashion.  For  example,  a ball  is 
shown  coming  out  from  between  two  parked 
cars,  and  you  are  to  anticipate  that  a child 
wiU  perhaps  foUow.  They  create  aU  sorts 
of  situations  fike  this  and  speed  up  the  time 
in  which  you  must  make  a judgment  about 
them. 

Speaker  from  the  floor:  Is  that 

taught  in  high  school  in  the  driver  education 
courses? 

Dr.  Malfetti:  Yes,  it  is  being  used 

there  now. 

Speaker  from  the  floor:  Dr.  Branda- 

leone, would  you  comment  on  the  driver 
who  has  total  loss  of  vision  in  one  eye? 

Dr.  Brandaleone:  It  has  been  our 

experience  that  a person  who  loses  vision  in 
one  eye  suddenly  may  have  difficulty  in 
driving  at  first,  but  after  he  is  aware  of  his 
loss  of  vision,  he  frequently  can  accommo- 
date and  drive  safely.  However,  if  this  loss 
of  vision  were  to  occur  slowly,  and  he  was 
not  aware  of  it,  he  might  be  an  unsafe 
driver. 

Speaker  from  the  floor:  Is  there  any 

reason  to  suspect  that  there  may  be  other 
than  a moral  responsibility,  that  is,  a legal 
financial  responsibility  on  the  pairt  of  the 
physician  who  certifies  his  patient’s  renewal 
of  his  operator’s  license  or  certifies  truckers 
under  I.C.C.  regulations? 

Dr.  Brandaleone:  This  problem  arose 

when  Pennsylvania  instituted  physical  exam- 
inations for  licensing.  There  was  a question 
concerning  the  liability  of  the  physician. 
The  legal  department  of  the  American 
Medical  Association  clarified  the  situation. 
They  indicated  that  there  is  no  fiabifity  on 
the  part  of  the  physician.  To  the  best  of 
my  knowledge,  the  legal  department  of  the 
State  of  New  York  feels  the  same  way. 

Speaker  from  the  floor:  I wonder  if 

we,  as  individual  doctors,  couldn’t  do  a great 
deal  toward  bringing  this  information  on 
safe  driving  to  our  local  high  schools,  espe- 
cially to  the  seniors.  The  local  doctor  could 
have  a considerable  influence  on  the  students 
in  his  own  neighborhood  if  he  would  make 
a point  of  talking  to  the  senior  class  in  the 
high  school  each  year  and  bring  to  their 
attention  the  facts  that  have  already  been 
discovered  and  worked  out.  This  is  being 
done,  I know,  in  some  schools,  not  only 
through  the  literature  sent  by  the  State 
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but  also  by  the  school  physician  or  some 
other  physician  in  the  community  who  talks 
to  the  seniors  about  the  problems  of  safe 
driving. 

Dr.  Brandaleone:  We  think  this  is 

one  of  the  very  important  public  services 
that  the  physician  should  give,  and  we 
strongly  recommend  it.  The  American 
Automobile  Association  recently  published 
a new  edition  of  their  book  Sportsman-Like 
Driving  that  could  be  a very  good  volume 
to  use  in  some  of  this  discussion.  Dr. 
Lauer,  you  had  a question? 

Kurt  E.  Lauer,  M.D.:  First  of  all  I 

would  like  to  compliment  Dr.  Brandaleone 
and  the  panel  group  for  an  excellent  sympo- 
sium. Dr.  Malfetti,  will  you  expand  a little 
on  your  ideas  about  alcohol  and  group 
dynamics,  in  terms  of  the  use  of  alcohol 
before  driving? 

In  the  Scandinavian  countries,  one  is 
tremendously  impressed  not  only  with  the 
amount  of  drinking  that  is  done  but  also 
by  seeing  that  the  man  who  is  going  to  drive 
does  not  drink. 

The  point  I would  like  to  make  is  that  this 
is  a positive  group  step  forward.  Here  we 
tend  toward  the  negative  or  legalistic  ap- 


proach, how  we  can  penalize  the  unsafe 
driver  or  what  devices  can  be  developed 
to  catch  him,  and  so  on.  We  instinctively 
rebel  against  this  approach. 

Dr.  Malfetti:  Reinforcing  your  last 

statement.  Doctor,  there  is  not  one  shred 
of  scientifically  derived  evidence  to  support 
the  fact  that  a good  legalistic  program 
improves  the  situation. 

About  groups,  I would  say  that  in  the  paper 
which  I prepared  for  this  meeting,  I sug- 
gested some  solutions.  There  are  natural 
groups  such  as  luncheon  groups,  and  so  on. 
Efforts  should  be  made,  working  with 
these  natural  groups,  at  a luncheon,  let  us 
say,  under  the  leadership  of  a skilled  discus- 
sion leader,  to  bring  borne  the  facts  about 
drinking  before  driving,  to  educate  tbe 
public,  so  to  speak,  through  this  group 
medium.  We  might  then  have  the  group 
itself  reach  the  decision  that  the  way  to 
solve  this  problem  is  not  to  try  to  discover 
one’s  capacity  to  drink  and  drive,  since 
drinking  may  interfere  with  one’s  judgment 
of  this  capacity,  but  to  see  to  it  that  one 
man  in  the  group  remains  entirely  sober  on 
this  particular  occasion.  The  responsibiUty 
could  subsequently  be  passed  around. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,’’  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York  17,  New  York,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 


June  15,  1963  / New  York  State  Journal  of  Medicine  1785 


Papillomas  and  Cancer: 
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Recent  observations  concerning  the  abil- 
ity of  viruses  to  cause  neoplasia  in  experi- 
mental animals  have  once  again  focused 
attention  on  the  role  these  agents  may  play 
in  the  etiology  of  the  neoplastic  diseases  in 
man.  This  development  completes  the  cycle 
first  begun  by  Variot^  and  Jadassohn^  who 
transmitted  warts  from  man  to  man  in  the 
latter  part  of  the  nineteenth  century. 
Ciuffo®  then  succeeded  in  transmitting  warts 
by  ceU-free  filtrates  in  1907.  These  demon- 
strations were  confirmed  and  extended  by 
various  other  investigators  (Table  I)  who 
in  the  ensuing  years  also  succeeded  in 
demonstrating  that  the  etiologic  factors  of 
condyloma  acuminatum  appear  to  be  related 
to  a virus.  * 

These  early  investigations  concerning  the 
viral  etiologic  factors  of  hiunan  papillomas 
were  complemented  by  a number  of  investi- 
gators who  demonstrated  that  some  neo- 
plastic diseases  of  animals  were  also  virus- 
induced.  Most  noteworthy  among  these 
early  observations  were  those  of  EUermann 
and  Bang*  who  in  1908  demonstrated  that 
the  cause  of  fowl  leukemia  was  a virus  and 
Rous*  who  subsequently  demonstrated  that 
a sarcoma  of  chickens  could  be  induced  by 
cell-free  filtrates.  These  observations  were 
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TABLE  I.  Development  of  viral  etiology  of  human 
papillomas 


Investi- 

gators 

Year 

Accomplishment 

Variot' 

1894 

Transmitted  warts  from 

Jadassohn* 

1896 

man  to  man 

Ciuffo* 

1907 

Transmitted  warts  with 
cell-free  filtrates 

Waelsch® 

1917 

Transplanted  condyloma 
accuminatum 

Wile  and 

1919 

Extended  Ciuffo’s  oh- 

Kingery' 

servations 

UUmann* 

1923 

Transmitted  papillomas 
by  cells  and  with  cell- 

/ 

free  filtrates 

Serra* 

1924 

Transmitted  condyloma 
accuminatum  with  cell- 
free  filtrates 

extended,  and  the  number  of  viruses  found 
capable  of  inducing  animal  neoplasms  rose 
steadily  during  the  next  three  decades. 

Demonstration  that  various  papillomas  in 
animals  were  also  caused  by  viruses  was 
sporadic^*  until  1929  when  Creech'*  reported 
that  warts  in  cattle  could  be  transmitted  in 
this  fashion.  The  discovery  of  canine  oral 
papiUoma  virus  and  of  the  Shope  papiUoma 
of  rabbits  was  next,  and  these  observations 
were  followed  by  a number  of  others  con- 
cerning the  rabbit  and  horse  (Table  II). 

The  spectrum  of  animal  tumors  caused  by 
viruses  continues  to  widen,  although  murine 
leukemias  have  been  the  source  of  most  of 
the  recently  isolated  viruses  that  can  be 
demonstrated  to  have  neoplastic  poten- 
tial, lo,  is.  19 

Isolation  of  tumor  viruses 

The  isolation  of  tumor  viruses  is  usually 
carried  out  in  adult  or  newborn  experimental 
animals,  the  fertile  embryonated  hen’s  egg, 
or  in  tissue  culture.  Development  of  the 
tissue  culture  technic  has  especially  facili- 
tated the  recovery  of  viruses  from  infected 
tissues  and  from  experimental  animals  and 
man.  Although  the  number  of  viruses  de- 
tected capable  of  causing  neoplasia  is  in- 
creasing, efforts  to  isolate  such  oncogenic 
agents  from  human  disease  have  been  gener- 
ally unsuccessful.  It  is,  therefore,  of  some 
interest  that  attempts  to  isolate  viruses  from 
the  papillomas  of  both  man  and  animal  have 
also  been  unsuccessful  in  spite  of  knowledge 
gained  concerning  the  etiologic  factors  of 
these  lesions.  It  would  seem  valuable  to 
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TABLE  II.  Development  of  viral  etiology  of  animal 
papillomas 


Investigators 

Year 

Animal 

Lesion 

Magalhaes** 

1920 

Cow 

Warts 

Creech** 

1929 

Cow 

Warts 

DeMonbreun  and 

1932 

Dog 

Oral 

Goodpasture  *< 

papilloma 

Shope*® 

1933 

Rabbit 

Shope 

papilloma 

Parsons  and 

1936 

Rabbit 

Oral 

Kidd*® 

papilloma 

Cook  and 

1951 

Horse 

Cutaneous 

Olson** 

papilloma 

explore  the  reasons  for  such  failures,  to 
develop  technics  that  would  aid  in  the  isola- 
tion of  the  viruses  involved,  and  to  utilize 
such  methods  in  attempts  to  demonstrate 
that  other  human  neoplasias  may  at  times 
be  caused  by  viruses.  The  virus  that  has 
been  most  studied  in  this  connection  is  the 
Shope  papilloma  virus  of  rabbits. 

Shope  rabbit  papilloma 

The  Shope  rabbit  papilloma  virus  infects 
wild  cottontail  rabbits  under  natural  condi- 
tions. The  virus  can  be  readily  extracted 
from  the  resulting  cutaneous  papillomas. 
Inoculation  of  the  virus  into  the  domestic 
rabbit  causes  development  of  the  papilloma, 
but  recovery  of  the  virus  is  extremely  diffi- 
cult. A percentage  of  both  the  cottontail 
and  the  domestic  rabbits  develop  a carci- 
noma that  appears  to  arise  from  the  papil- 
loma.Virus,  however,  carmot  be  re- 
covered from  the  carcinoma  so  induced, 
although  the  rabbit  appears  to  form  anti- 
body against  virus  components.  Formation 
of  this  antibody  suggested  the  continued 
presence  of  virus  antigen.  These  observa- 
tions, made  more  than  twenty -five  years  ago, 
led  to  the  belief  that  the  virus  could  exist 
in  a “masked”  form;  virus  components  in 
this  state  were  not  detectable  by  the  technics 
available. 

A few  years  ago  Noyes  and  Mellors^®  and 
MeUors*^  observed  that  components  of  the 
papiUoma  virus  could  be  found  in  the  nuclei 
of  differentiated  keratinized  cells  but  not  in 
the  proliferating  cells  in  the  papilloma  of 
cottontail  rabbits.  Virus  in  the  papilloma 
of  domestic  rabbits  was  present  in  quanti- 
tatively smaller  amounts.  Noyes*®  then  ex- 
tracted papilloma  virus  from  the  keratinized 
layer  of  cells  but  also  failed  to  detect  virus 


ALTHOUGH  THE  number  of  viruses  detected 
capable  of  causing  neoplasia  is  increasing, 
efforts  to  isolate  such  oncogenic  agents  from 
human  disease  have  been  generally  unsuccess- 
ful. However,  attempts  to  isolate  viruses 
from  the  papillomas  of  both  man  and  animals 
also  have  been  unsuccessful  in  spite  of  knowl- 
edge gained  concerning  the  causative  agents, 
method  of  replication,  and  disappearance  of 
the  virus  in  experimental  animals  during 
the  papilloma-to-carcinoma  transformation. 
Therefore  it  is  suggested  that  these  systems 
remain  ideal  for  study  of  the  relationship  of 
viruses  to  the  human  neoplastic  diseases. 


in  the  actively  proliferating  cells  from  the 
same  papilloma.  These  observations  were 
consistent  with  the  hypothesis  that  the  virus 
exists  in  the  proliferating  cells  in  a form  not 
detectable  by  the  technics  employed. 

Variations  in  the  chromosome  content  of 
the  rabhit  papilloma  and  in  the  carcinomas 
derived  from  the  papiUomas  have  been  re- 
ported. The  number  of  chromosome  pairs 
appears  to  increase  as  the  normal  cells  are 
transformed  to  those  of  the  papilloma  and 
then  to  cells  of  the  carcinoma.  Rogers** 
has  reported  that  arginase  synthesis  in  rabbit 
epithelium  is  induced  by  the  virus  and 
speculated  whether  or  not  this  increased  the 
metabolic  efficiency  of  the  cells.  Such  an 
increase  in  efficiency  could  be  responsible  for 
the  more  rapid  multiplication  of  these  cells 
with  the  resulting  formation  of  the  papil- 
loma. These  studies  represent  attempts  to 
explain  the  mechanism  underlying  the  con- 
version of  the  cells  by  the  virus,  but  their 
significance  is  not  yet  clear. 

The  ultrastructure  of  the  virus,  as  well  as 
of  the  papilloma  cells,  has  been  studied  by 
a number  of  investigators  using  the  electron 
microscope  and  thin-sectioning  technics.**-** 
Such  studies  revealed  that  the  virus  was 
apparently  formed  in  the  nucleus  of  epider- 
mal cells.  Stone,  Shope,  and  Moore**  sug- 
gest that  the  papilloma  virus  is  formed 
initially  in  the  nucleolus  and  then  spreads 
throughout  the  nucleus  of  the  infected  cell. 

Many  attempts  have  been  made  to  isolate 
this  virus  in  experimental  animals  and  in 
tissue  culture.  We  have  attempted  to  iso- 
late it  in  cells  derived  from  adult  domestic 
rabbit  kidney,  fetal  domestic  rabbit  kidney, 
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fetal  domestic  rabbit  skin,  and  cottontail 
rabbit  skin  and  kidney.  Encouraging  re- 
sults obtained  on  the  first  passage  of  papil- 
loma homogenates  into  the  cultured  cells 
could  not  be  maintained  on  serial  transfer; 
the  technics  employed  yielded  only  incon- 
clusive evidence  of  virus  replication.  Re- 
cently Ito^i  and  Ito  and  Evans  reported 
the  induction  of  papillomas  with  nucleic  acid 
extracted  from  glycerolized  papillomas.  The 
confirmation  of  these  studies  and  attempts  to 
isolate  virus  by  infecting  cells  in  culture  with 
such  extracts  would  be  an  extremely  im- 
portant contribution  in  this  field. 

Human  warts  and  papillomas 

The  relationship  of  viruses  to  human 
warts  and  papUlomas  has  been  an  area  of 
fruitful  investigation.  Initial  observations 
are  described  in  Table  I.  Attempts  to  iso- 
late the  etiologic  agent  in  experimental 
animals  or  tissue  cultures  have  not  been 
successful.  Nevertheless,  the  virus  has  been 
characterized  with  the  electron  microscope 
and  thin-sectioning  technics.  Infected 

cells  have  been  examined  and  virus-like 
particles  have  been  seen  only  in  the  nucleus; 
particles  were  not  seen  by  most  investigators 
in  the  cytoplasm  of  any  of  the  infected  cells. 
Preparations  of  the  virus  that  were  shadowed 
with  heavy  metals  yielded  particles  approxi- 
mately 65  millimicrons  in  diameter.  Re- 
cently a method  utilizing  negative  staining 
and  phosphotungstic  acid  has  revealed  that 
the  surface  of  the  particle  is  composed  of 
symmetrically  arranged  subunits  similar  to 
those  of  other  viruses.®®  Such  studies  sug- 
gest that  the  particles  consist  of  42  subimits 
or  capsomeres,  having  a diameter  of  approxi- 
mately 8 millimicrons  and  separated  from 
one  another  by  a distance  of  about  4 milli- 
microns. The  average  size  of  the  particles 
may  be  55  millimicrons.  The  number  and 
arrangement  of  the  capsomeres  on  the  wart 
virus  are  the  same  as  those  established  for 
polyoma  virus.  * 

* Polyoma  virus  is  capable  of  causing  a variety  of  tumors  in 
the  mouse,  its  natural  host,  and  has  been  shown  to  Induce 
tumors  in  other  animals.**  ”**  Mclnick**  has  recently  pointed 
out  that  the  size,  morphology,  chemical  composition,  and  bio* 
logic  properties  of  the  viruses  of  human  warts,  the  rabbit 
papilloma,  mouse  polyoma,  and  vacuolating  virus  of  monkeys 
are  very  similar.  He  has,  therefore,  proposed  the  group 
name  of  **papova  virus**  for  these  tumor  viruses  and  has 
further  suggested  that  the  human  wart  virus  be  Type  2 in  this 
group.  The  spectrum  of  animals  susceptible  to  infection 
with  polyoma  and  vacuolating  virus,  however,  appears  greater 
than  that  of  the  two  papilloma  viruses  in  this  group. 


Comment 

The  infection  of  cells  by  viruses  may  be 
mediated  by  at  least  four  mechanisms; 

1.  Production  of  fully  infectious  virus 
accompanied  by  liberation  of  virus  into  the 
extracellular  fluid.  This  newly  formed  virus 
can  adsorb  to,  and  penetrate  into,  iminfected 
cells. 

2.  Production  of  infectious  virus  followed 
by  spread  via  intracellular  routes  to  neigh- 
boring cells.  Unlike  the  extracellular  mate- 
rial, this  intracellular  virus  is  protected  from 
the  neutralizing  action  of  antivirus  anti- 
bodies. 

3.  Virus  components  formed  in  the  in- 
fected cells  and  transmitted  to  daughter 
cells  during  mitosis. 

4.  Virus  nucleic  acid  formed  in  the  in- 
fected cells  and  transferred  from  cell  to  cell 
via  intracellular  routes.  It  seems  unlikely 
at  the  present  time  that  nucleic  acids 
liberated  into  the  extracellular  fluids  could 
remain  biologically  active,  so  that  this 
mechanism  is  probably  not  important  in  the 
transmission  of  biologically  active  virus 
components. 

It  has  long  been  known  that  viruses  can 
spread  from  cell  to  cell  via  the  extracellular 
fluid,  where  it  may  be  neutralized  by  anti- 
body, but  that  virus  within  the  cell  is  not 
affected.  “ This  is  due  primarily  to  the 
inability  of  antibody  to  penetrate  the  viable 
cell.  A number  of  investigators  have  dem- 
onstrated the  spread  of  viruses  from  cell  to 
neighboring  cell  in  tissue  cultures  imder 
conditions  designed  to  inhibit  the  spread  of 
the  virus  by  the  extracellular  fluid.  Such 
studies  have  revealed  an  ever-increasing 
number  of  infected  cells  and  an  increase  in 
the  foci  of  infection  with  time  after  inocula- 
tion of  the  cells.  Figure  lA  represents  a 
focus  of  HeLa  cells  infected  with  herpes 
simplex  virus.  The  focus  developed  from  a 
single  cell  infected  with  a single  particle  of 
virus;  the  infection  was  then  communicated 
to  neighboring  cells  primarily  via  intracel- 
lular routes  since  the  spread  of  extracellular 
virus  was  curtailed  by  a semisolid  overlay. 
It  is  noteworthy  that  the  strain  of  virus  used 
in  this  study  does  not  appeal  to  inhibit 
mitosis  of  the  cells  employed  (Fig.  IB). 

Evidence  for  the  spread  of  viruses  in 
mammalian  cells  via  nucleic  acids  has  been 
difficult  to  obtain.  It  is,  nevertheless,  con- 
firmed knowledge  that  bacterial  viruses  can 
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FIGURE  1.  (A)  Immunofluorescent  photomicrograph  of  HeLa  cells  infected  with  herpes  simplex  virus 
under  overlay  of  methyl  cellulose.  Cells  were  harvested  forty-eight  hours  after  infection  and  reacted  with 
human  anti-herpes  serum  and  anti-human  globulin  labeled  with  fluorescein  isothiocyanate.  Arrow  points 
to  group  of  infected  cells  (white  focus).  Infection  was  initiated  by  single  virus  particle  infecting  single  cell. 
(B)  Immunofluorescent  photomicrograph  of  HeLa  cells  infected  with  herpes  simplex  virus.  Cells  have 
been  treated  with  human  anti-herpes  serum  and  anti-human  globulin  labeled  with  fluorescein  isothio- 
cyanate. Arrow  points  to  cell  undergoing  division  in  which  virus  antigen  (white)  has  been  detected  in 
daughter  cells. 


be  transferred  from  bacteria  to  bacteria 
after  the  virus  nucleic  acid  has  become  inte- 
grated on  the  bacterial  genome;  this  state 
has  been  called  lysogenicity.  Evidence  for 
such  a mechanism  in  virus-mammalian  cell 
systems  is  lacking,  however.  Recently,  nu- 
cleic acids  extracted  from  viruses  have  been 
shown  capable  of  infecting  cells  imder  suit- 
able conditions.  These  experiments 

strongly  support  the  concept  that  the  nucleic 
acids  represent  the  infectious  unit  of  the 
virus  and  that  the  protein  coat  surrounding 
it  constitutes  primarily  a protective  armor 
enabling  the  virus  to  travel  from  cell  to  cell 
or  from  host  to  host. 

Transmission  of  viruses  from  host  to  host 
most  often  appears  to  involve  virus  liberated 
into  the  extracellular  environment.  Most 
common  infectious  disease  viruses  are  trans- 
mitted in  this  manner.  A number  of  tumor 
viruses  have  been  shown  to  be  transmitted 
by  such  contact,  and  a few  have  been  shown 
to  be  transmitted  via  the  infected  egg  or  can 
be  transferred  from  the  milk  of  an  infected 
mother  to  nursing  offspring.  Trans- 
mission of  the  viruses  by  way  of  the  germinal 
cells  has  been  termed  “vertical”  transmission 
by  Gross.  The  failure  to  isolate  viruses 
from  human  neoplastic  disease  and  from  the 
various  papillomas  of  animals,  as  well  as  the 
observation  that  viruses  in  the  papillomas 
are  formed  primarily  in  the  nucleus,  suggest 
that  efforts  should  be  concentrated  on  means 
for  isolating  and  identifying  “hypothetic” 


viral  nucleic  acids.  Unfortunately,  it  is 
extremely  difficult  to  accomplish  this  imless 
test  systems  are  found  in  which  such  virus 
nucleic  acids  can  govern  the  formation  of 
fully  mature,  infectious  virus.  Without 
such  forms,  serologic  and  immunologic  stud- 
ies, vital  for  the  identification  of  the  agents 
involved,  are  not  possible  at  the  present 
time. 

The  electron  microscope,  a very  powerful 
tool  for  the  detection  of  virus-like  particles, 
should  be  used  to  determine  those  conditions 
which  appear  fruitful  for  the  isolation  of  such 
agents.  A recent  study  suggests  that  when 
complete  virus  is  not  formed,  reagents  may 
be  available  for  the  detection  of  virus  nucleic 
acids  under  certain  conditions. How- 
ever, attempts  to  link  such  particles  or 
nucleic  acids  to  the  etiology  of  human  disease 
remain  diflScult.  Accessibility  of  papillomas 
and  knowledge  gained  during  the  past  thirty 
years  concerning  the  causative  agents,  the 
method  of  replication,  and  the  disappearance 
of  the  virus  in  experimental  animals  during 
the  papilloma-to-carcinoma  transformation 
suggest  that  these  systems  remain  ideal  for 
study  of  the  relationship  of  viruses  to  the 
human  neoplastic  diseases. 

Addendum 

It  has  been  reported  recently  that  human 
adenoviruses  Types  12  and  18  can  cause 
tumorg  when  inoculated  into  new-born  ham- 
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sters.  These  reports  by  Trentin,  Yabe,  and 
Taylor, and  by  Huebner,  Rowe,  and  Lane^* 
represent  the  first  observations  that  prev- 
alent human  viruses  have  the  ability  to 
cause  tumor  induction.  The  relationship  of 
these  viruses  to  human  neoplasia,  if  any,  is 
unknown. 
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X HIS  REPORT  is  concerned  with  the  follow-up 
of  254  survivors  of  acute  myocardial  infarc- 
tion discharged  from  Medical  Service  B of 
the  Kings  County  Hospital  Center  between 
July  1,  1954,  and  June  30,  1956,  inclusive. 
The  clinical  features,  experiences  with  anti- 
coagulants, treatment  of  shock,  and  clinico- 
pathologic  correlations  in  the  262  patients 
observed  in  the  first  year  of  the  two-year 
period  have  been  reported  previously. 
More  recently,  a follow-up  study  of  131 
survivors  of  this  sub-group  has  been  pre- 
sented.* 

Methods  and  materials 

The  Special  Cardiac  Clinic  was  established 
in  July,  1957,  at  the  Kings  County  Hospital 
to  follow  survivors  of  acute  myocardial 
infarction  discharged  from  Medical  Service 
B of  the  Kings  County  Hospital.  Letters  of 
explanation  with  a reply  card  and  an  ap- 
pointment card  were  sent  to  the  survivors  on 
the  third  anniversary  after  discharge.  Per- 
sonal contact  by  telephone  was  attempted 
where  no  reply  card  was  received.  In  the 
instances  where  follow-up  could  not  be 
observed  or  where  death  was  known  to  have 

Presented  in  part  at  the  156th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Medicine,  May  17,  1962. 

* This  study  was  aided  by  grants  from  A.  H.  Robins  Co., 
Inc.,  courtesy  of  Paul  W.  Bowden,  M.D. 


A FOLLOW-UP  was  made  of  254  survivors  of 
acute  myocardial  infarction.  The  mortality 
rate  was  24  per  cent  at  one  year  and  46  per 
cent  at  five  years,  with  82  per  cent  of  deaths 
due  to  recurrent  myocardial  infarction  and/or 
congestive  heart  failure.  The  long-range 
outcome  was  not  affected  significantly  by 
pre-existing  angina  pectoris,  location  of  the 
acute  infarction,  or  cardiomegaly  during 
hospitalization;  however,  previous  myocardial 
infarction,  hypertension,  or  congestive  heart 
failure  adversely  affected  the  five-year  survival. 


occurred,  a search  was  conducted  by  the 
Bureau  of  Vital  Statistics  of  the  Department 
of  Health.  Since  New  York  City  has  reci- 
procity with  all  other  states  in  the  reporting 
of  deaths,  patients  with  no  certificates  on 
file  were  presumed  to  be  alive. 

Those  patients  who  appeared  at  the  clinic 
underwent  history-taking;  physical  exam- 
ination; and  laboratory  investigation,  con- 
sisting of  a roentgenogram  of  the  thorax, 
12-lead  electrocardiogram,  and  blood  sugar, 
urea  nitrogen,  and  cholesterol.  These  same 
procedures  were  repeated  at  yearly  intervals. 

Five  years  after  discharge  another  attempt 
was  made  to  locate  all  those  known  survivors 
who  had  not  appeared  in  the  clinic  in  this 
period.  The  present  report  details  the  find- 
ings at  three  and  five  years  respectively. 

Observations 

Clinical  characteristics.  The  254  sur- 
vivors of  acute  myocardial  infarction  of  the 
period  July  1,  1954,  through  June  30,  1956, 
inclusive  comprised  174  men  and  80  women 
with  a white  to  nonwhite  ratio  of  245:9. 
Decade  of  onset  of  the  infarction  was  as 
follows:  fourth  decade  in  7 patients,  fifth 
in  21,  sixth  in  59,  seventh  in  98,  eighth  in 
53,  and  ninth  decade  in  5.  The  previous 
history  revealed  coronary  artery  disease 
(angina  pectoris  or  myocardial  infarction) 
in  162,  congestive  heart  failure  in  122, 
hypertension  in  84,  and  none  of  the  foregoing 
in  43.  Cardiomegaly  was  demonstrated  dur- 
ing hospitalization  in  81  of  116  patients  in 
whom  thoracic  roentgenograms  were  avail- 
able. Location  of  the  infarction  in  218  of 
the  254  survivors  was  as  follows:  anterior 
waU  in  102  patients,  posterior  wall  in  93, 
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NO.  of  PATIENTS 

FIGURE  1.  Place  of  death  of  survivors  of  years 
1954-1956. 


anterior  and  posterior  walls  in  3,  and  sub- 
endocardial in  20. 

Deaths.  The  mortality  rate  at  five  years 
after  discharge  in  this  group  of  254  survivors 
of  acute  myocardial  infarction  was  46  per 
cent,  comprising  116  patients.  Of  the  latter, 
62  (24  per  cent)*  died  in  the  first  year,  21 
(8.2  per  cent)  in  the  second  year,  18  (7.1 
per  cent)  in  the  third  year,  4 (1.6  per  cent) 
in  the  fourth  year,  and  ten  (5.9  per  cent)  in 
the  fifth  year.  Excluding  the  61  patients 
with  previous  myocardial  infarction,  the 
five-year  mortality  rate  was  38  per  cent. 

Place  of  death  was  the  home  in  28  cases. 
Kings  County  Hospital  in  38,  other  hospitals 
in  38,  public  and  other  places  in  6,  and  un- 
known in  6 (Fig.  1). 

The  cause  of  death  in  12  of  the  116  pa- 
tients was  noncardiac.  In  the  104  remaining 
patients,  acute  coronary  occlusion  and/or 
myocardial  infarction  was  the  cause  of  death 
in  67;  this  was  combined  with  congestive 
heart  failure  in  6.  Congestive  heart  failure 
secondary  to  coronary  artery  disease  with  or 
without  hypertension,  pneumonia,  or  pul- 
monary thromboembolism  was  responsible 
in  21  cases  (Table  I). 

The  relation  of  the  previous  history  of 
cardiovascular  disease  to  time  of  death  after 
discharge  was  determined  (Table  II).  The 
five-year  mortality  was  significantly  greater 
(50  vs.  23  per  cent)  in  those  patients  with 
pre-existing  cardiovascular  disease  (X^c(l) 
= 9,p  < 0.01).  Although  the  91  patients 
with  no  previous  history  of  coronary  artery 
disease  (angina  and/or  myocardial  infarc- 
tion) demonstrated  a lesser  five-year  mor- 

* Percentages  of  entire  group  of  254. 


TABLE  I.  Cause  of  death  in  116  patients 


Cause 

Number 
of  Cases 

Noncardiac 

12 

Cerebrovascular  accident 

4 

Pulmonary  thromboembolism 

2 

Pneumonia  and  carcinomatosis 

1 

Pneumonia  with  uremia 

1 

Cardiac  pyelonephritis  and  uremia 

1 

Bleeding  gastric  ulcer 

1 

Diabetic  gangrene 

1 

Murder 

1 

Unknown 

9 

Cardiac 

95 

Acute  coronary  occlusion/ 
myockrdial  infarction 

67 

Above  with  congestive  heart 
failure 

6 

Congestive  heart  failure  secondary 
to  coronary  artery  disease/ 
hypertension 

21 

Cardiac  arrest  during  myopexy 

1 

tality  than  their  counterpart  (30  vs.  53  per 
cent),  the  difference  is  not  statistically 
significant  (X^c(l)  = 1.7,p  < 0.5).  Like- 
wise, the  presence  of  cardiomegaly  during 
hospitalization  for  the  acute  infarction  did 
not  significantly  affect  the  five-year  sirrvival 
(Table  III).  Similarly,  there  was  no  sig- 
nificant difference  between  the  ultimate 
prognosis  of  those  patients  with  infarction 
of  the  anterior  waU  and  those  with  infarc- 
tions of  the  posterior  waU.  The  numbers  of 
patients  with  subendocardial  and  with  com- 
bined anterior  and  posterior  infarctions  are 
relatively  small  for  statistical  analysis.  A 
comparison  of  the  survival  rate  between  the 
transmural  and  subendocardial  infarction 
groups  reveals  no  significant  difference 
(X=c(l)  = 3.1,p<0.5)  (Table  IV). 

Analysis  of  the  survival  rates  at  five  years 
(X*c(l)  = 14.7,p  < 0.001)  reveals  a highly 
significant  difference  between  those  patients 
who  sustained  one  or  more  myocardial 
infarctions  prior  to  the  acute  one  under 
consideration  and  those  who  did  not  (Table 
V).  The  group  without  previous  infarction 
discernible  by  history  or  electrocardiogram 
revealed  a sirrvival  rate  almost  twice  as  great 
as  its  counterpart.  On  the  other  hand,  the 
presence  or  absence  of  pre-existing  angina 
over  one  month’s  duration  did  not  signifi- 
cantly affect  the  five-year  survival  rate. 

Survivors.  The  disposition  of  the  254 
survivors  at  three  and  five  years  is  presented 
in  Table  VI.  As  indicated  previously, 
those  patients  who  were  presumed  to  be 
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TABLE  II.  Relation  of  preinfarction  history  to  mortality 


Cardiovascular 

No 

Cardiovascular 

Coronary 

Artery 

No  Coronary 
Artery 

Disease 

Disease 

- — Disease — - 

Disease 

Num- 

Per 

Num- 

Per 

Num-  Per 

Num- 

Per 

Mortality 

ber 

Cent 

ber 

Cent 

ber  Cent 

ber 

Cent 

Deaths 


First  year 

56 

27 

6 

14 

48 

29 

14 

15 

Two  through  five  years 

48 

23 

4 

9 

38 

24 

14 

15 

Survivals 

106 

50* 

33 

77* 

76 

47t 

63 

70 1 

Totals 

210 

100 

43 

100 

162 

100 

91 

100 

* X*c(X)  = 9.0,  p < 0.01  > 0.001 
t X2c(l)  = 1.7,  p < 0.5  > 0.05 


TABLE  III.  Relation  of  cardiomegaly*  during  acute 
infarction  to  mortality 

No 

Cardiomegaly  Cardiomegaly 


Mortality 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Deaths 

First  year 

25 

31 

5 

14 

Two  through 

five  years 

16 

19 

6 

18 

Survivals 

40 

50t 

24 

68t 

Totals 

81 

100 

35  . 

100 

* X-ray  films  available  in  116  or  254  survivors 
t X2c(l)  = 3,  p < 0.5  > 0.05 


alive,  comprising  of  the  total  group  31  per 
cent  at  three  years  and  34  per  cent  at  five 
years,  are  those  who  could  not  be  traced 
and  for  whom  no  death  certificate  could  be 
located  at  the  Bureau  of  Vital  Statistics 
after  a careful  search. 

Angina.  At  three  years  after  discharge 
angina  was  noted  in  51  of  77  patients  (66  per 
cent);  of  these  51  patients  28  had  not  had 
this  symptom  prior  to  the  acute  infarction. 
Of  the  26  patients  without  angina  at  three 
years,  6 had  this  symptom  pre-existing.  At 


five  years  angina  was  noted  in  12  of  26 
patients  (46  per  cent);  of  these  12  patients 
7 had  not  noted  this  complaint  prior  to  the 
acute  episode.  Of  the  14  patients  without 
angina  at  five  years,  3 had  this  symptom 
pre-existing. 

Hypertension.  At  three  years,  hyper- 
tension was  observed  in  26  of  77  patients 
(34  per  cent);  of  these  26  cases  14  had  no 
history  of  hypertension  prior  to  the  acute 
infarction.  Of  the  51  patients  without 
hypertension  at  three  years,  8 had  a prior 
history  of  this  condition.  At  five  years, 
hypertension  was  noted  in  11  of  26  patients 
(42  per  cent);  of  these  11  cases,  8 had  pre- 
existing normotension.  By  contrast,  of  the 
15  normotensive  patients  only  1 had  a 
history  of  prior  hypertension. 

Heart  failure.  At  three  years,  left- 
sided heart  failure  was  in  evidence  by  query 
or  physical  examination  in  42  of  77  patients 
(54  per  cent),  of  whom  19  had  no  such 
history  prior  to  the  acute  infarction.  Of  the 
35  patients  with  no  evidence  of  pulmonary 
congestion,  6 had  a previous  history  of  such. 
Five  years  later,  after  discharge,  left-sided 
heart  failure  was  noted  in  5 of  26  patients 


TABLE  IV.  Relation  of  location  of  acute  infarction  to  mortality 

Electrocardiogram 

Anterior  and  Total  Subendo- 

Anterior*  Posteriori  - — Posterior — . Transmural  - — cardial — • 


Mortality 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Deaths 
First  year 

24 

24 

15 

16 

1 

33 

40 

20 

8 

40 

Two  through  five  years 

23 

22 

20 

22 

0 

0 

43 

22 

5 

25 

Survivors 

55 

54 

58 

62 

2 

67 

115 

58** 

7 

35** 

Totals 

102 

100 

93 

100 

3 

100 

198 

100 

20 

100 

* Including  anterolateral  and  anteroseptal 
t Including  posterolateral 
**  X«c(l)  = 3.1,  p < 0.5  > 0.05 
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TABLE  V.  Relation  of  preinfarction  history  to  mortality 

Previous  No  Previous  Angina  No  Angina 


Infarction  Infarction  (Over  One  Month)  (Over  One  Month) 


Mortality 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Deaths 
First  year 

23 

37 

39 

20 

39 

26 

23 

23 

Two  through  five  years 

18 

30* 

34 

18* 

30 

20 

22 

22 

Survivals 

20 

33t 

119 

62t 

82 

54 

57 

55 

Totals 

61 

100 

192 

100 

151 

100 

102 

100 

* X2c(l)  = 0.006,  p < 0.95  > 0.5 
t X5c(l)  = 14.7,  p < 0.001  > 


TABLE  VI.  Disposition  of  survivors  of  years 
1954-1956 


Status 

Three 

Years 

Five 

Years 

Known  alive 

112 

53 

Appeared  in  clinic 

77 

26 

Under  other  care 
Too  ill  for  clinic  ap- 

4 

5 

pearance 

Other  reasons  for  no  ap- 

2 

0 

pearance 

29 

22 

Presumed  alive* 

79 

86 

Letter  returned 

32 

28 

No  reply 

47 

58 

♦No  death  certificate  on  file 


(19  per  cent),  of  whom  2 had  no  such  history 
prior  to  the  acute  infarction.  By  contrast, 
of  the  21  patients  without  any  evidence  of 
left-sided  heart  failure,  3 had  prior  pul- 
monary congestion. 

Cardiomegaly.  At  three  years,  cardio- 
megaly  by  roentgenographic  examination 
was  detected  in  25  of  53  patients  (47  per 
cent),  and  at  five  years  in  13  of  19  cases 
(60  per  cent).  Considering  only  survivors 
whose  serial  roentgenograms  were  available, 
after  three  years  there  were  7 patients  with 
cardiomegaly.  Three  revealed  normal-sized 
hearts  during  hospitalization  for  the  acute 
infarction,  and  of  11  without  cardiomegaly, 
the  conditions  of  10  remained  unchanged 
from  the  conditions  seen  on  their  hospital 
films.  Five  years  after  their  acute  infarc- 
tion, 6 of  9 patients  with  cardiomegaly 
demonstrated  normal-sized  hearts  during 
hospitalization. 

Coronary  artery  disease  alone  was  not 
responsible  for  cardiomegaly  (by  x-ray  ex- 
amination) observed  at  three  and  five  years 
in  the  presence  of  a normal  cardiac  size 
during  hospitalization.  In  aU  such  cases 
where  serial  roentgenograms  were  compared. 


preceding  or  concomitant  hypertension  or 
congestive  failure  or  both  served  as  the 
explanation  for  an  enlarged  heart  shadow. 

The  electrocardiogram  three  years  later 
revealed  no  sign  of  previous  infarction  in  7 
of  52  patients  (13  per  cent),  although  1 of 
these  7 presented  a normal  tracing  during 
hospitalization.  The  remainder  was  com- 
prised of  subendocardial  infarction  during 
the  acute  episode  in  2 patients,  acute  pos- 
terior wall  in  2,  and  old  posterior  waU  in  2. 
Five  years  after  discharge  1 of  5 patients 
presented  a normal  tracing;  this  was  also 
true  at  three  years  (Tables  VII  and  VIII). 

Comments 

Mortality.  Twelve  reports®"*^  of  five- 
year  mortality  of  survivors  of  an  initial  acute 
myocardial  infarction  present  a range  of 
from  31  per  cent®  to  66  per  cent,®  with  a 
mean  of  45  per  cent.  The  death  rate  of  38 
per  cent  in  five  years  in  the  present  series  is 
comparable.  The  prognosis  would  appear 
to  be  more  favorable  after  the  first  year  of 
survival.  Thus,  in  three  reports  in  the 
literature,  28  per  cent,i*  34  per  cent,®  and  37 
per  cent’®  of  the  five-year  deaths  occurred 
during  the  first  year.  In  the  present  series 
this  proportion  was  53  per  cent  in  those 
surviving  their  initial  infarction  and  56  per 
cent  in  those  survivors  with  a previous 
infarction. 

In  general,  there  is  some  correlation  be- 
tween age  at  discharge  and  ultimate  mortal- 
ity as  revealed  in  Table  IX.®’^  *®“’^  How- 
ever, exceptions  are  to  be  found  in  at  least 
three  series,®  ® including  the  present.  Com- 
parison of  the  various  reports  is  difficult  be- 
cause of  the  unavailability  of  mean  ages  in 
about  half  and  statistical  analysis  in  almost 
all.  In  one  series,®  there  was  no  correlation 
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TABLE  VII.  Follow-up  data  in  survivors  of  years  1954-1956 


Finding 



Number 

Per  Cent 

Number 

Per  Cent 

Angina 

51 

66 

12 

46 

Congestive  heart  failure 

37 

48 

5 

19 

Hypertension 

26 

34 

11 

42 

Totals 

77 

100 

26 

100 

Cardiomegaly 

18 

42 

8 

57 

of  43 

of  14 

cases 

cases 

No  sign  of  infarction 

7 

13 

1 

20 

(electrocardiogram) 

of  52 

of  5 

, cases 

cases 

TABLE  VIII. 

Change  in  findings  at  follow-up 

Preinfarction  Factor 

Number 

Studied 

Per  Cent 
Changed 

N umber 
Studied 

Per  Cent 
Changed 

Angina 

29 

25 

8 

25 

No  angina 

48 

62 

18 

62 

Congestive  heart  failure 

29 

21 

6 

50 

No  congestive  heart  failure 

48 

40 

20 

10 

Hypertension 

20 

40 

4 

25 

Normo  tension 

57 

25 

22 

36 

Cardiomegaly  * 

22 

50 

9 

33 

No  cardiomegaly* 

21 

33 

5 

40 

♦ During  hospitalization 


TABLE  IX.  Summary  of  reported  five-year  mortality  in  initial  myocardial  infarction 


Author 

- — Age  at  Discharge  (Years)—' 
Median  Mode  Mean 

Immediate 

Survival  Time  Patients 
(Months)  Number 

Mor- 
tality 
Per  Cent 

Bland  and  White  (1941)® 

56.7 

1 

162 

51 

Billings,  et  al.  (1949)’ 

55 

60-69 

60 

1 

143* 

65 

Eckerstrom  (1951)* 

60.5 

61-70 

2 

98 1 

66 

Smith  (1953)® 

53 

50-60 

1 

85 

34 

Cole,  Singian,  and  Katz 
(1954)  ‘0 

55 

50-59 

56.7 

2 

285 

33 

Oslo  City  Hospitals 
(1956)“ 

50 

60-64 

2 

929** 

50ft 

Weiss  (1957)“ 

55 

50-59 

2 

653 

35 

Biorck,  Sievers,  and 
Blomqvist  (1958)“ 

60 

60-69 

60.9 

6 

635 

37 

Burstein  (1958)“ 

55 

50-59 

55.7 

After  discharge 

127 

31 

Beard,  et  al.  (1960) 

53 

50-59 

2 

427 

31 

Juergens,  et  al.  (1960)  “ 

60 

60-69 

62 

1 

224 

45 

Sigler  (I960)” 

2 

594 

58 

Rosenberg  (1963) 

60 

60-69 

1 

192 

39 

* 56  with  previous  infarction 
t 21  with  previous  infarction 
**  99  with  previous  infarction 
ft  Four-year  mortality 


between  age  at  the  time  of  discharge  and 
ultimate  mortality  up  to  the  age  of  sixty, 
while  in  another®  there  was  none  at  all. 

Place  of  death.  None  of  the  twelve  re- 
ports in  the  literature  just  referred  to  present 
any  data  concerning  the  place  of  demise. 


In  the  present  series,  66  per  cent  of  the 
deaths  occurred  in  the  hospital. 

Cause  of  death.  Death  in  survivors  of 
acute  myocardial  infarction isusuaUy  cardiac, 
about  60  per  cent  being  due  to  recurrent 
acute  infarction,  with  or  without  congestive 
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heart  failure,  or  sudden  myocardial 
ischemia.^’  Twenty  per  cent  generally 

succumb  to  congestive  heart  failure  (pri- 
marily) and  a similar  proportion  to  non- 
cardiac causes.  In  two  other  series  in  the 
literature,  the  percentage  of  deaths  due  to 
cardiac  causes  is  given  as  90  per  cent  or 
above.  1“'^“  Our  proportion  of  82  per  cent 
was  in  this  range. 

Hypertension.  The  relationship  of  hy- 
pertension to  coronary  artery  disease,  partic- 
ularly as  regards  prognosis,  has  received 
much  attention  in  the  literature.  We 
briefly  summarized  the  contrasting  experi- 
ences in  a previous  paper  dealing  with  acute 
myocardial  infarction  of  the  patients  in- 
cluded in  the  present  report  and  observed 
a higher  mortality  (53  vs.  32  per  cent)  dim- 
ing the  acute  episode  in  those  who  remained 
consistently  normotensive.  At  five  years, 
there  was  a significantly  lower  mortality  in 
those  patients  with  no  history  of  prior 
hypertension  (38  vs.  58  per  cent,  X^c(l)  = 
7.7,  p < 0.01  > 0.001).  Again,  the  literature 
is  controversial  regarding  the  effect  of  pre- 
existing hypertension  on  five-year  mortality, 
with  some  authors*' stating  there  is  no 
adverse  effect  and  others' taking  the 
opposite  view.  However,  these  positions 
may  be  reconciled  by  noting  the  influence  of 
associated  advanced  age  with  hypertension 
as  well  as  the  lack  of  statistically  significant 
difference  in  at  least  two  such  studies.*  '* 

Pre-existing  hypertension  has  been  noted 
to  disappear  permanently  after  the  acute 
infarction  in  about  one  third  to  one  half  of 
the  patients.  In  this  series  this  observation 
was  made  in  8 of  20  such  patients  at  three 
years  and  in  1 of  4 at  five  years. 

Angina.  Angina  prior  to  the  acute 
infarction,  according  to  Levine  and  Rosen- 
baumin  an  older  publication  and  Burstein'^ 
in  a more  recent  one,  does  not  adversely 
affect  the  long-range  outlook  of  survivors. 
By  contrast,  at  least  three  other  studies 
demonstrate  an  increased  mortality  at  five 
years  in  such  survivors  with  pre-existing 
angina."  '*  '*  In  the  present  series,  there 
was  no  difference  in  the  five-year  mortality 
between  the  groups  with  and  without  angina 
pectoris. 

According  to  Friedberg,'"  angina  pectoris 
occasionally  disappears  after  an  acute  myo- 
cardial infarction.  However,  Burstein"  re- 
ported 14  out  of  36  patients  to  have  lost 
these  symptoms  at  five  or  more  years  after 


the  acute  infarction.  In  our  experience, 
about  a fourth  of  the  patients  seen  at  both 
three  and  five  years  observed  a loss  of  angina 
pectoris.  On  the  other  hand,  this  symptom 
appears  for  the  first  time  in  about  a third 
to  a half"  to  two  thirds**  of  survivors  of 
acute  myocardial  infarction.  In  the  current 
series  angina  pectoris  was  noted  for  the  first 
time  in  five  eighths  of  the  cases  observed  at 
both  three  and  five  years  without  pre-exist- 
ing symptoms. 

Previous  infarction.  Although  most  of 
this  repo;'t  and  discussion  emphasizes  sur- 
vivors of  an  initial  myocardial  infarction,  the 
influence  of  a previous  one  on  the  long-term 
prognosis  must  be  considered.  Thus,  in  the 
Oslo  City  Hospitals  study,"  the  mortality 
rate  four  years  after  survival  of  an  acute 
myocardial  infarction  was  50  per  cent  in 
patients  with  no  previous  infarction  and  57 
per  cent  in  those  with  such  a history.  In 
our  series  the  difference  in  five-year  mortality 
rates  was  even  more  striking  and  statistically 
significant  (38  vs.  67  per  cent  respectively). 
By  contrast,  the  influence  of  a previous 
myocardial  infarction  on  the  acute  prognosis 
is  controversial.*'  ** 

Congestive  heart  failure.  The  report 
of  Juergens  et  al.  '*  is  one  of  the  few  to  men- 
tion the  relation  of  pre-existing  congestive 
heart  failure  to  the  long-term  prognosis  of 
acute  myocardial  infarction.  In  their  series, 
none  of  6 such  patients  were  alive  at  five 
years,  whereas  in  the  current  series  47  of  122 
such  patients  survived  to  that  point.  How- 
ever, our  cases  were  diagnosed  on  the  basis 
of  history  alone. 

Congestive  heart  failure  develops  in  over 
half  the  survivors  of  acute  myocardial  in- 
farction judging  by  history*'  and  in  about 
one-fourth  by  physical  examination.*'** 
Three  years  after  discharge  similar  observa- 
tions were  made  in  patients  of  the  present 
series.  However,  at  five  years  only  19  per 
cent  of  the  cases  presented  evidence  of  con- 
gestive heart  failure.  This  discrepancy  can 
be  resolved  partially  by  the  fact  that  only  a 
third  as  many  patients  were  seen  at  foUow-up 
at  five  years  as  at  three  years.  Furthermore, 
congestive  heart  failure,  as  has  been  pointed 
out,  is  responsible  for  at  least  20  per  cent  of 
the  deaths  of  survivors  of  an  acute  myo- 
cardial infarction. 

Cardiomegaly.  In  one  report  only  2 
per  cent  of  489  survivors  of  an  initial  myo- 
cardial infarction  demonstrated  cardio- 
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megaly  by  follow-up  roentgenographic  exam- 
ination, and  congestive  heart  failmre  was 
present  in  all  8 cases. Heart  size  was  with- 
in normal  limits  at  the  time  of  infarction  in 
that  study.  One  author  states  that  cardio- 
megaly  is  present  in  over  half  of  the  survivors 
of  an  acute  infarction. In  the  current 
series,  the  incidence  of  enlarged  heart  at 
three  and  five  years  was  42  per  cent  and  57 
per  cent  respectively,  but  32  of  38  such 
patients  demonstrated  congestive  heart 
failure  or  hypertension  or  both.  The  infre- 
quent occurrence  of  cardiomegaly  secondary 
to  coronary  artery  disease  alone  is  again 
demonstrated  as  has  been  amply  done  in  the 
past  by  others, including  ourselves, 
although  contrary  opinion  also  exists.^® 

Electrocardiogram.  Three  other  re- 
ports beside  the  present  one  demonstrate  the 
lack  of  influence  of  the  location  of  the  acute 
infarction  on  the  outcome  at  five  years. ® 
However,  it  should  be  pointed  out  that  the 
antithesis  appears  to  be  true  in  the  acute 
prognosis,  as  the  anterior  wall  is  involved 
two  to  four  times  as  often  in  those  dying 
with  an  acute  myocardial  infarction.^ 

The  electrocardiogram  is  said  to  return  to 
normal  in  2 to  15  per  cent  of  cases  within  one 
year  of  an  acute  myocardial  infarction.  In 
our  series  at  three  years  13  per  cent  and  at 
five  years  20  per  cent  of  such  survivors 
revealed  no  electrocardiographic  evidence  of 
myocardial  infarction. 

Summary 

1.  A five-year  follow-up  study  of  254 
survivors  of  acute  myocardial  infarction  in  a 
municipal  hospital  during  a two-year  period 
is  presented. 

2.  The  mortality  rate  is  24  per  cent  at  one 
year  and  46  per  cent  at  five  years.  Sixty- 
six  per  cent  of  the  deaths  occurred  in  the 
hospital.  Eighty-two  per  cent  of  deaths 
were  due  to  recurrent  myocardial  infarction 
and / or  congestive  heart  failure. 

3.  Pre-existing  angina  pectoris,  location 
of  the  acute  infarction,  or  cardiomegaly  dirr- 
ing  hospitalization  did  not  significantly  in- 
fluence the  long-range  outcome.  Previous 
myocardial  infarction,  hypertension,  or  con- 
gestive heart  failure  adversely  affected  the 
five-year  survival  of  the  patients  with  acute 
infarction. 

4.  Pre-existing  angina  pectoris  was 
absent  in  one  fourth  of  patients  three  and 


five  years  after  discharge,  while  pre-existing 
hypertension  disappeared  in  two-fifths  at 
three  years  and  one-fourth  at  five  years. 

5.  Angina  pectoris  was  noted  for  the  first 
time  in  five  eighths  of  the  cases  at  three  and 
five  years.  Hypertension  was  first  recorded 
in  25  per  cent  of  patients  at  three  years  and 
36  per  cent  at  five  years. 

6.  Congestive  heart  failure  was  evidenced 
in  48  per  cent  at  three  years  and  19  per  cent 
at  five  years. 

7.  Cardiomegaly  was  noted  in  42  per  cent 
at  three  years  and  57  per  cent  at  five  years. 

8.  The  electrocardiogram  revealed  no 
sign  of  infarction  in  13  per  cent  at  three 
years  and  20  per  cent  at  five  years. 
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Question  and  answer  period 

Arthur  Master,  M.D.;  Did  you  in- 
clude immediate  deaths  or  exclude  imme- 
diate deaths,  that  is,  deaths  within  forty- 
eight  hours  or  a week  or  a month? 

Dr.  Rosenberg;  The  report  dealt  pri- 
marily with  five-year  eventual  mortality; 
that  is,  death  after  discharge  from  the  hos- 
pital which  is  approximately  one  month. 

Dr.  Master:  In  one  place  I noticed  the 

expression  of  subendocardial  infarction. 
Therefore,  in  your  terminology  of  myo- 
cardial infarction  did  you  include  acute 
coronary  insufficiency  without  occlusion  or 
only  the  classical  Q waves  with  transmural 
infarction? 

Dr.  Rosenberg:  Yes,  the  bulk  of  the 

cases  were  transmural. 

Dr.  Master:  Well,  subendocardial  in- 

farction is  a much  more  benign  thing  than 
transmural. 

Dr.  Rosenberg:  Ninety-one  per  cent  of 

the  cases  were  transmural;  9 per  cent  were 
so-called  subendocardial. 

Dr.  Master:  Did  I understand  that  25 

per  cent  of  your  patients  with  coronary 
occlusion  lost  their  anginal  syndrome? 


Dr.  Rosenberg:  Yes,  of  those  who  had 

pre-existing  angina,  25  per  cent  were  with- 
out this  symptom  at  both  three  and  five 
years. 

Dr.  Master;  That’s  a very  large  per  cent. 
When  a patient  sees  his  physician,  he  has  a 
tendency  to  say  he  feels  fine.  The  physician 
hasn’t  seen  him  for  two  or  three  months  or  a 
year.  The  patient  says  he  has  had  no  pain, 
but  the  doctor  finds,  on  close  questioning, 
that  he  has  changed  his  mode  of  living.  He 
doesn’t  walk  fast.  He  doesn’t  climb.  He 
doesn’t^  hustle.  If  the  physician  asks  if  he 
has  hustled  or  climbed,  the  patient  will 
admit  that  he  has  pain.  That  is  the  only 
thing  I am  critical  about. 

Dr.  Rosenberg:  In  all  fairness,  these 

patients  were  city  hospital  patients,  and 
about  two-thirds  were  unemployed  follow- 
ing their  infarction. 

Dr.  Master:  That  is  a very  large  per- 

centage. It  is  much  larger,  I think,  than 
anybody  has  seen.  You  also  said  they  had 
lost  cardiomegaly.  I don’t  believe  I ever 
have  seen  a patient’s  heart  that  has  become 
enlarged  following  a coronary  occlusion  re- 
vert to  a normal-sized  cardiac  shadow. 

Dr.  Rosenberg:  Cardiomegaly  was  de- 

fined as  a cardiothoracic  ratio  exceeding  55 
per  cent.  An  enlarged  cardiac  shadow  which 
was  no  longer  noted  at  follow-up  represented 
acute  dilatation,  or  aneurysmal  dilatation 
during  the  time  of  infarction. 

Dr.  Master:  You  know,  I didn’t  get 

the  last  point.  I’m  very  much  interested. 
What  did  you  say  about  anticoagulants? 
Do  you  think  they  help  or  not? 

Dr.  Rosenberg:  Our  experience  in  the 

Kings  County  Hospital  has  been  that 
anticoagulants  do  not  significantly  affect  the 
mortality  rate  of  acute  myocardial  infarction. 
However,  we  use  them  anyway,  especially  in 
so-called  “poor-risk”  cases. 

Dr.  Master:  Well,  I feel  the  same  way. 

Speaker  from  floor:  Have  these  pa- 

tients been  on  anticoagulants  for  the  five- 
year  period,  all  of  them? 

Dr.  Rosenberg;  I would  say  without 
exception  they  have  not.  This  series  then 
represents  what  can  be  expected  of  survivors 
of  acute  myocardial  infarction  who  are 
treated  in  a city  hospital  without  long-term 
anticoagulants. 
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Several  years  ago,  when  visiting  the 
Moorsfield  Hospital  in  London,  it  was  my 
good  fortune  to  observe  Mr.  H.  Ridley  per- 
forming his  unique  cataract  extraction  with 
implantation  of  an  acrylic  lens.  His  con- 
fidence and  technic  were  superb.  One  could 
scarcely  doubt  a successful  outcome.  How- 
ever, emboldened  by  bitter  experience,  I in- 
quired as  to  the  complications  he  antici- 
pated. Mr.  Ridley  replied  laconically, 
“None.”  This  seemed  a possible  oversimpli- 
fication, and  so  I pursued  the  question  with 
Mr.  Ridley’s  resident.  Dr.  I.  Psmith,  who 
replied,  “Complications?  He  never  sees 
them!  I spent  the  morning  obtaining  opti- 
mum pupillary  dilatation  for  surgery,  and 
I’ll  spend  the  night  mobilizing  the  pupil  to 
control  the  iritis.”  Simple  or  complicated, 
surgery  derives  much  of  its  success  from  ad- 
junct medical  care. 

Cataract  surgery*  dates  back  some  three 
thousand  years,  but  the  objective  has  re- 
mained the  same^ — the  restoration  of  sight. 
Technical  advance  from  the  ancient  couch- 
ing operation  to  extracapsular  expression  by 
Daviel  in  1745  was  a monumental  stride. 
Progression  to  the  intentional  intracapsular 
extraction  and  subsequent  refinements  of 
technic  have  resulted  in  an  exquisite  opera- 


adequate preparation  of  the  patient  to 
undergo  cataract  surgery  includes  preoperative 
psychologic  and  physical  evaluation,  pre- 
vention of  infection,  and  alleviation  of  pre- 
operative anxiety.  Preoperative  medication 
consists  of  sedative,  analgesic,  and  antiemetic 
agents;  hypnosis  also  may  be  of  value.  Local 
anesthesia  is  the  more  common  procedure,  but 
general  anesthesia  may  be  used.  Postopera- 
tively,  both  eyes  may  be  covered  for  the  first 
twenty-four  hours,  although  there  is  an  in- 
creasing number  of  reports  on  the  benefits  of 
monocular  dressing. 


tive  procedure.  Mechanical  skill  alone  is  not 
enough. 

It  was  not  until  Pasteur  and  Koch  recog- 
nized the  nature  of  infection  and  Lister’s 
ideas  of  sterilization  were  introduced  into 
ophthalmic  surgery  that  postoperative  sup- 
puration was  reduced  significantly.  In  1843 
von  Graefe  dared  investigate  the  eye  on  the 
first  postoperative  day.  Previously  the  eye 
was  opened  on  the  tenth  day  and  the  re- 
sultant success  or  failure  ascertained.  Aseptic 
technic  improved,  but  still  the  dreadful  post- 
surgical  waiting  period  remained  until  the 
advent  of  prophylactic  chemotherapy  and 
antibiotics.  Today’s  relative  freedom  from 
the  danger  of  infection  has  altered  the  indica- 
tions and  prognosis  of  cataract  surgery. 

No  effective  means  to  control  pain  were 
known  in  the  early  days.  Crude  methods 
were  employed:  for  example,  carotid  vessel 
compression,  counterirritation,  inhalation  of 
fumes,  or  a knockout  blow  on  the  head. 
Inhalation  anesthetics  gradually  evolved  and 
were  tried  through  the  period  1842  to  1847, 
but  the  general  disquieting  effects  during  the 
operation  and  the  unfortunate  aftermath 
rendered  them  unsuitable  for  intraocular 
surgery.  The  intravenous  anesthetics  have 
recently  met  with  more  acceptance. 

The  greatest  progress  in  cataract  surgery 
followed  the  discovery  of  cocaine  as  a local 
anesthetic.  In  1884  Carl  Roller  developed 
and  established  its  application  to  eye  sur- 
gery, both  for  instillation  and  infiltration. 
In  1904  the  less  toxic  procaine  hydrochloride 
supplanted  cocaine  for  infiltration,  and  de- 
velopment of  holocaine  hydrochloride,  buta- 
caine  sulfate,  and  especially  pontocaine 
hydrochloride  for  instillation  greatly  im- 
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proved  the  operative  field.  Simultaneous 
discovery  and  exploitation  of  sedatives, 
analgesics,  and  ataractics  rounded  out  our 
means  of  insuring  a quiet  cooperative  pa- 
tient for  present-day  extraction. 

The  three  salient  goals  for  care  of  the 
surgical  patient  are  stiU  (1)  to  establish  the 
best  physical  and  psychologic  condition  pos- 
sible for  the  individual,  (2)  to  prepare  the  eye 
adequately  to  avoid  surgical  complications, 
and  (3)  to  prevent  infection. 

Preparation  of  patient 

Management  of  the  patient  begins  in  the 
office  as  soon  as  one  is  satisfied  as  to  the 
diagnosis,  the  prognosis,  and  the  advisability 
of  surgery.  The  patient  must  be  informed  in 
such  a manner  that  he  understands  the 
necessity  and  seriousness  of  the  undertaking. 
We  must  at  the  same  time  impart  confidence 
in  a successful  outcome  and  dispel  his  fear 
of  the  operation.  It  is  helpful  to  explore  the 
patient’s  preconceptions,  to  correct  possible 
misinformation,  and  to  acquaint  him  with 
the  manner  of  hospital  admission,  daily 
routine,  probable  duration  of  stay,  and  total 
disability  prior  to  his  refraction.  Our  legal 
advisers  also  strongly  urge  a discussion  of 
fees! 

Since  surgery  is  a traumatic  experience 
both  to  the  soma  and  the  psyche,  it  is  wise 
to  consider  the  best  time  for  scheduling  this 
elective  procedure. 

Preoperative  evaluation.  Preopera- 
tive evaluation  of  the  patient  is  imperative, 
not  only  to  ascertain  surgical  risks  but  also 
to  make  him  safe  for  surgery.  This  may  best 
be  done  by  the  family  physician  who  is 
broadly  equipped  to  analyze  the  situation 
and  to  make  practical  suggestions.  The 
surgeon  must  be  alert  for  systemic  compli- 
cations. ^ 

In  taking  the  history,  find  out  what  type 
of  person  you  are  handling.  Is  he  emo- 
tionally stable,  or  should  you  anticipate  a 
postoperative  psychosis?  Investigate  his 
habits  in  the  use  of  drugs.  A patient  using 
steroids  must  be  supported  during  the  sur- 
gical event  to  avoid  adrenal  insufficiency. 
Tranquilizers  potentiate  the  effects  of  bar- 
biturates and  may  evoke  a very  serious  if 
not  fatal  outcome.  Excessive  smoking  pre- 
disposes to  lung  complications,  induces 
coughing,  and  enhances  the  dangers  of  bed 
rest.  It  is  especially  important  to  identify 


the  allergic  patient  and  to  take  precautions 
to  avoid  a sensitivity  reaction.  Test  doses 
of  drugs  to  be  employed  are  highly  desirable. 
One  must  be  aware  of  possible  activation  of 
chronic  gastrointestinal  or  gallbladder 
disease  or  of  urinary  retention  from  pros- 
tatic obstruction.  In  the  older-age  group 
cardiovascular  problems  are  common,  and 
so  care  should  be  taken  to  avoid  wide  fluctua- 
tions in  blood  pressure  or  embarrassment  of 
respiration.  Elastic  stockings  may  help  the 
patient  with  a history  of  phlebitis,  emboli,  or 
varicose  veins.  Time  may  be  needed  to  cor- 
rect nutritional  deficiencies  or  to  regulate  a 
diabetic  condition. 

The  careful  physical  examination  is  ac- 
companied by  certain  laboratory  procedures. 
Urinalysis,  complete  blood  count,  and  bleed- 
ing and  clotting  time  may  be  augmented  by 
sedimentation  rate,  fasting  blood  sugar,  or 
nonprotein  nitrogen.  Jones*  advises  routine 
chest  x-ray  examination  in  all  cataract  pa- 
tients as  a necessary  precaution  and  as  a use- 
ful means  of  evaluating  complications. 

Prevention  of  infection.  The  pre- 
operative measures  for  the  prevention  of  in- 
fection are  widely  disputed.  It  is  agreed 
that  operation  is  contraindicated  in  the 
presence  of  active  systemic  disease  or  mani- 
fest inflammation  of  the  upper  respiratory 
tract,  throat,  or  orbital  region.  Less  decisive 
signs  of  infection  must  be  evaluated  in  rela- 
tion to  the  physical  condition  of  the  patient. 
A study  of  the  allergic  status  may  be  ob- 
tained by  intracutaneous  tests  with  bacterial 
proteins.  The  last  word  has  not  been  written 
on  the  management  of  focal  infections.  The 
pendulum  has  swung  to  the  conservative 
side,  and  indiscriminate  removal  of  teeth  and 
tonsils  is  now  considered  inadvisable. 

When  is  an  eye  surgically  clean?  Cer- 
tainly, when  evidence  of  infection  exists, 
isolation  of  the  organisms  and  appropriate 
methods  of  eradicating  the  bacteria  must  be 
undertaken  until  cultures  are  sterile,  and 
therapy  should  be  continued  throughout  the 
surgical  regimen.  If  an  eye  is  clinically 
clean,  however,  with  no  history  of  chronic 
blepharitis  or  dacryocystitis  and  no  recent 
conjunctivitis,  should  smears  and  cultures  be 
done  routinely?  Since  positive  laboratory 
findings  have  not  established  clinical  bac- 
terial pathogenicity,  the  routine  culture  has 
been  generally  discontinued,  although  some 
argue  for  its  value  in  early  treatment  of  post- 
operative involvement. 
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Recently  antibiotic  medication  was 
adopted  enthusiastically.  However,  the  re- 
sulting bacterial  resistance  and  allergy  re- 
sponse from  long-term  administration  has 
prompted  some  to  limit  its  use  to  immediate 
preoperative  care.  ^ Since  no  single  agent  can 
“cover  all  bets,”  there  is  at  present  some 
hesitancy  in  using  antibiotics  routinely  in  a 
chnically  clean  eye. 

Statistics  from  many  sources  indicate  a 
postoperative  purulent  endophthalmitis  rate 
of  approximately  0.5  per  cent.  The  Illinois 
Eye  and  Ear  Infirmary^  began  the  subcon- 
junctival injection  of  100,000  units  of 
penicillin  as  a prophylactic  measure  at  the 
completion  of  cataract  surgery.  The  rate 
dropped  to  0.24  per  cent  on  the  services 
participating,  whereas  it  remained  0.51  per 
cent  for  the  rest  of  the  hospital.  Later, 
10,000  units  (10  mg.)  of  streptomycin 
were  added  to  the  penicillin  injection.  Sub- 
sequently 3,226  extractions  were  performed 
without  a single  infection.  This  practice  is 
stiU  continued.®  Impressed  with  this  report, 
the  Buffalo  Eye  and  Ear  Hospital  ordered 
this  procedure  for  aU  chnic  cataract  opera- 
tions. While  our  statistical  group  is  small, 
it  is  significant  that  no  infections  occurred  in 
the  group  so  treated  while  the  balance  of  our 
surgical  series  shows  the  average  infection 
rate. 

The  prophylactic  use  of  steroids  in  cata- 
ract surgery  is  dangerous  and  should  be 
avoided  except  when  extraction  is  contem- 
plated in  the  presence  of  active  uveitis.® 

Preoperative  anxiety.  Preoperative 
anxiety  often  interferes  with  the  smooth 
course  of  operative  technic  and  recovery. 
The  confidence  instilled  in  the  office  must  be 
reinforced  in  the  hospital.  A quiet  peaceful 
atmosphere  has  been  stressed  by  Atkinson.^ 
Sedation  should  be  started  with  elimination 
of  stimulants  and  administration  of  small 
doses  of  phenobarbital  or  a tranquilizer  a 
day  or  two  in  advance.  The  patient  must  be 
insured  sleep  with  nightly  sedation. 

Preoperative  medication 

Immediate  preoperative  medication  com- 
prises a delicate  balance  among  sedative, 
analgesic,  and  antiemetic  agents.  Drugs 
used  prior  to  anesthesia  have  four  principal 
purposes:  (1)  induction  of  mental  equanim- 
ity, (2)  abolition  of  pain,  (3)  protection  from 
toxicity  of  anesthetic  agents,  and  (4)  adjust- 


ment of  existing  physical  or  biochemical  ab- 
normalities of  the  patient  and  of  conditions 
specific  to  the  eye.*  Remember  that  seda- 
tive, analgesic,  and  anesthetic  drugs  over- 
lap in  effect,  and  due  regard  must  be  given 
to  this  factor  when  they  are  combined. 

Barbiturates.  Sedatives  constitute  the 
basic  premedication.  The  optimum  dose  is 
the  smallest  amount  which  wiU  produce 
drowsiness  and  mental  freedom  for  that 
particular  patient.  Secobarbital  (Seconal) 
and  pentobarbital  (Nembutal)  are  the  most 
commonly  used  of  the  barbiturates.  Seco- 
barbital is  favored  by  those  desiring  a 
shorter  duration  of  sedation.  A dose  of 
0.1  Gm.  of  either  drug  is  given  the  night 
before  surgery  and  repeated  sixty  to  ninety 
minutes  preoperatively.  Larger  doses  of 
these  drugs  were  formerly  recommended,  but 
the  resulting  profound  sedation  caused  un- 
reliable patient  response  and  unnecessary 
depression.  Chloral  hydrate,  0.5  to  2 Gm., 
may  be  substituted  in  the  elderly  patient  or 
paraldehyde,  10  to  15  cc.,  may  be  used  for 
those  accustomed  to  alcohol. 

Analgesics.  Meperidine  hydrochloride 
(Demerol)  has  become  the  analgesic  of 
choice.  It  is  usually  tolerated  well  and  has 
few  undesirable  side-effects.  In  combination 
with  the  barbiturates  it  enhances  amnesia. 
Administered  intramuscularly  one  or  two 
hours  preoperatively  in  50-mg.  dosage,  it 
may  be  repeated  intravenously  at  the  start 
of  the  surgery  if  further  quietude  of  the  pa- 
tient is  indicated.  It  is  an  excellent  medica- 
tion for  alleviation  of  postoperative  discom- 
fort. Morphine  and  codeine  are  seldom  used 
for  intraocular  surgery  for  fear  of  nausea 
and  because  of  the  danger  of  depression  of 
the  respiratory  and  gastrointestinal  systems. 
The  salicylates  are  useful  when  less  analgesia 
is  needed. 

Ataractic  drugs.  Vomiting  may  cause 
dangerous  complications  during  and  after 
intraocular  surgery.  It  is  less  likely  to  occur 
if  a patient  experiences  no  pain  and  is  re- 
laxed and  unafraid.  The  introduction  of  the 
ataractic  drugs  is  the  most  important  recent 
advance  in  the  search  for  patient  tranquillity 
and  the  prevention  of  surgical  emesis. 
Dimenhydrinate  (Dramamine),  pro- 
methazine hydrochloride  fPhenergan), 
Compazine,  and  chlorpromazine  hydro- 
chloride (Thorazine)  have  been  the  most 
widely  used.  The  latest,  perphenazine  (Trila- 
fon),®  has  proved  of  great  potency  with  few 
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side-effects.  It  does  not  potentiate  the 
barbiturates  and  is  not  a hypotensive.  The 
recommended  dosage  is  4 mg.  four  times 
daily  for  two  days  and  10  to  15  mg.  intra- 
muscularly one  hour  before  surgery.  Seco- 
barbital is  a necessary  adjunct  to  induce 
drowsiness. 

There  is  frequently  undue  reliance  placed 
on  drugs  presumed  to  counteract  potential 
toxicity  of  the  anesthetics.  The  prescribed 
doses  of  barbiturates  are  insufficient  to  pre- 
vent toxic  reactions  to  local  anesthetics.  It 
is  therefore  advisable  to  have  a solution  of 
barbiturate  ready  for  immediate  intravenous 
injection  in  the  event  of  convulsions.  Al- 
though atropine  will  dry  secretions  in  the 
respiratory  tract,  it  wiU  not  prevent  con- 
tracture of  the  striated  muscles  of  the  larynx. 
Curare,  on  the  other  hand,  will  reduce  ac- 
tivity of  these  muscles. 

Curare,  the  lethal  agent  on  the  Indians’ 
poisoned  arrows,  has  a unique  place  in  the 
evolution  of  cataract  surgery.  Kirby  ^ in- 
troduced this  drug  into  ophthalmic  work  in 
1949  when  he  observed  paralysis  of  the  ex- 
traocular muscles  as  well  as  general  akinesia 
following  its  injection.  Curare  did  more 
than  this  however!  It  fortuitously  lowered 
the  intraocular  tension,  producing  a soft  eye 
at  surgery.  Henderson*"  wrote  in  1953: 
“At  first  the  soft  eye  made  the  delivery  of  the 
lens  more  difficult,  but  later  this  difficulty 
was  replaced  by  a feeling  of  more  security, 
and  the  surgical  results  were  better.”  Simul- 
taneously, Barraquer**  reported  a reduc- 
tion of  vitreous  loss  from  4 to  6 per  cent  to  1 
to  2 per  cent  after  the  use  of  curare. 

An  alteration  in  surgical  mechanics  re- 
sulted, and  since  it  is  not  considered  safe 
to  administer  curare  without  an  anesthetist 
in  attendance,  alternate  means  of  achieving 
a soft  eye  were  sought.  The  addition  of 
hyaluronidase  to  the  retrobulbar  injection 
effected  some  lowering  of  pressure.  Recent 
investigation  has  shown  that  complete 
hypotony  may  be  obtained  by  intermittent 
digital  pressure  on  the  globe  for  five  to  ten 
minutes  after  the  retrobulbar  injection.*^ 

Hypnosis.  Reviewing  the  proper  prep- 
aration of  a patient  brings  to  mind  the 
striking  accomplishments  of  applied 
hypnosis.  Hypnosis  can  be  achieved  in  any 
patient  of  average  intellect  and  imagination 
if  the  incentive  is  great  enough.  The  suc- 
cessful attainment  of  the  hypnotic  state  re- 
sults in  a pleasantly  detached,  preoccupied 


subject  who  is  undisturbed  by  the  current  of 
activity  around  him  yet  is  capable  of  perfect 
cooperation.  Loss  of  appreciation  of  lapsed 
time  and  complete  amnesia  are  experienced. 
Posthypnotic  suggestions  are  exceedingly 
effective  in  controlling  postoperative  be- 
havior. Do  not  underestimate  the  value  of 
hypnotic  preparation  combined  with  local 
anesthesia. 


Preparation  of  eye 

✓ 

The  final  setting  of  the  operative  stage 
involves  physical  preparation  of  the  eye. 
The  pupil  is  dilated  as  desired  with  the  in- 
stillation of  Homatropine  5 per  cent,  Neo- 
Synephrine  10  per  cent,  or  Cyclogyl  1 per 
cent.  The  skin  of  the  lids  and  orbit  is 
cleansed  with  soap  and  water  and  treated 
with  iodine  and  alcohol  or  Zephiran.  The 
conjunctival  sac  is  irrigated  with  saline.  The 
instillation  of  20  per  cent  Argyrol  to  coagu- 
late mucus  is  a habitual  precaution  which  I 
find  condemned  in  the  literature  as  an  un- 
necessary irritant.  Canthotomy  may  be 
advisable  to  relieve  spastic  contraction 
of  the  orbicularis. 

Details  of  local  anesthesia  have  been  so 
thoroughly  presented  by  Atkinson*^  that 
only  a brief  outline  need  be  presented  here. 
Anesthesia  is  initiated  by  intermittent  in- 
stillations of  Pontocaine  hydrochloride  0.5 
per  cent  in  the  conjunctival  sac.  Procaine 
hydrochloride  (Novocain)  2 per  cent  or 
lidocaine  hydrochloride  (Xylocaine)  2 to 
4 per  cent  infiltration  of  the  orbicularis 
muscle,  using  a Van  Lint  type  of  technic  or 
the  O’Brien  block,  followed  by  a retrobulbar 
injection  of  1.5  cc.  of  anesthetic  drug  usually 
affords  effective  anesthesia  and  akinesia. 
Epinephrine  may  be  included  in  the  solution 
for  vasoconstriction  in  suitable  cases,  and 
the  addition  of  hyaluronidase  wiU  potentiate 
the  anesthetic  and  increase  hypotony.  Sub- 
conjunctival injection  enhances  the  ocular 
anesthesia  and  facilitates  the  placement  of 
the  superior  rectus  suture.  Ideally,  the 
orbital  muscles  should  be  completely  relaxed 
to  avoid  any  contracture  which  might  pro- 
duce undesirable  pressure  on  the  incised 
globe.  The  eye  should  be  entirely  free  of 
sensitivity  to  prevent  pain  and  uncontrolled 
roving  of  the  globe.  The  patient  should  be 
mentally  as  well  as  physically  freed  of  all 
responsibility  for  the  operative  performance. 
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Anesthesia 

Although  local  anesthesia  is  the  more  com- 
mon procedure,  it  does  not  offer  any  par- 
ticular safety  factor  to  the  patient.'^  The 
large  amounts  of  medication  plus  the  depres- 
sant effects  of  the  anesthetic  itself  may  com- 
bine to  produce  a less  responsive  patient. 
Recently  more  surgeons  have  been  em- 
ploying general  anesthesia  because  of  the 
improvements  in  this  method.  The  patient 
is  given  a sleeping  dose  of  an  intravenous 
barbiturate  to  produce  unconsciousness  and 
a muscle  relaxant  to  permit  laryngoscopy 
and  intubation.  The  popular  preparations 
are  thiopental  sodium  (Pentothal  sodium), 
Surital  sodium,  and  Neraval  sodium. 
Curare  should  be  used  for  the  muscle  relax- 
ant since  succinylcholine  ( Anectine)  has  been 
shown  to  cause  contraction  of  extraocular 
muscles  with  a transient  rise  in  intraocular 
pressure.  Following  the  induction,  uncon- 
sciousness is  maintained  by  intermittent  in- 
jection of  the  barbiturate  or  meperidine 
hydrochloride  or,  alternatively,  by  carrying 
on  with  nitrous  oxide  and  oxygen  or  cyclo- 
propane and  oxygen.  The  inhalation  tech- 
nic allows  earlier  recovery  with  less  pro- 
longed depression. 

The  general  objective  in  emergence  from 
the  anesthetic  is  the  early  return  to  con- 
sciousness with  ventilation  fully  restored  to 
adequate  independent  breathing.  Of  unique 
concern  to  the  ophthalmologist  is  the  pre- 
vention of  “bucking”  when  the  tracheal  tube 
is  withdrawn.  This  problem  may  be  miti- 
gated by  spray  anesthesia  to  the  larynx  or  by 
avoiding  tracheal  intubation.  The  use  of 
tranquilizers  must  be  restrained  since  they 
prolong  the  time  for  recovery  from  general 
anesthesia. 

Postoperative  management 

At  the  conclusion  of  the  operation  atropine, 
or  eserine  salicylate  in  cases  of  round-pupil 
extraction,  is  dropped  onto  the  eye.  A 
lubricating  ointment  is  spread  on  a pad,  and 
a light  guarded  dressing  is  applied.  Oint- 
ment should  not  be  placed  in  the  eye  itself, 
to  avoid  the  danger  of  entrance  into  the 
anterior  chamber.  Both  eyes  may  be 
covered  for  the  first  twenty-four  hours  if  one 
does  not  anticipate  emotional  instability, 
although  there  are  more  and  more  reports 
negating  the  hazards  and  expounding  the 


benefits  of  monocular  dressing.  The  patient 
should  be  transported  to  his  bed  and  made 
comfortable  with  a pUlow,  head  elevation, 
and  a familiar  voice.  Assure  him  he  need 
not  be  painfxiUy  immobile,  that  he  may  be 
moved  to  maintain  his  comfort  without 
danger  to  his  eye.  Sufficient  medication 
should  be  ordered  to  reUeve  pain  and  insure 
nightly  rest.  If  urinary  retention  occurs, 
the  patient  should  be  helped  up  to  use  bed- 
side facilities  before  further  measures  are 
pursued.  The  eye  is  cleansed  in  twenty-four 
hours,  treated  accordingly,  and  a fresh  dress- 
ing applied.  On  the  average  “out-of-bed” 
and  bathroom  privileges  are  allowed  the 
second  postoperative  day,  and  with  un- 
eventful recovery  the  patient  may  be  dis- 
charged after  the  seventh  day  depending  on 
the  home  accommodations. 

Ching’s  report'^  from  Hongkong  is  of  in- 
terest in  this  connection.  He  performed  70 
uneventful  cataract  extractions  in  his  office, 
stipulating  return  home  via  taxi.  He  cites 
one  man  who,  lacking  the  fare  but  having 
promised  not  to  take  the  bus,  later  revealed 
he  had  walked  the  5 miles  to  his  home, 
a cave,  which  required  a great  deal  of  climb- 
ing. He  returned  for  his  first  postoperative 
visit  on  a crowded  tram.  Dr.  Ching  had 
fewer  comphcations  in  this  series  than  in  his 
hospital  cases  but  regretted  the  patients’ 
lack  of  recognition  of  the  seriousness  of  the 
operation.  He  observed  no  advantage  in 
monocular  or  binocular  bandaging  except 
that  a blind  eye  rolled  aimlessly  while  a 
patient  with  a seeing  eye  turned  his  whole 
head  to  see.  He  subsequently  patched  all 
blind  eyes  and  left  useful  eyes  open.  He 
made  the  delightful  comment  that  the 
majority  of  cataract  operations  in  the  world 
today  are  stiU  performed  by  the  couching 
method  which  is  the  only  possible  approach 
when  the  roof  of  the  surgical  theater  is  a tree. 

I recall  as  a resident  a hasty  summons 
concerning  a six-hour  postoperative  cataract 
patient.  I found  her  in  the  midst  of  en- 
thusiastic deep  trunk  bends,  and  no  amount 
of  pleading  could  halt  her  habitual  nightly 
exercises.  The  eye  healed  uneventfully. 

All  of  us,  then — Mr.  Ridley,  Dr.  Ching, 
you,  and  I — place  substantial  pre-  and  post- 
operative reliance  on  the  essential  resilience 
of  the  human  organism. 

568  Lafayette  Avenue,  Buffalo  22 
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Age,  sex,  and  hearing 


Hearing  acuity  diminishes  with  advancing 
age,  becoming  noticeable  in  men  at  age  thirty- 
two  and  in  women  at  age  thirty-seven,  it  has 
been  reported  in  the  March  Archives  of  Environ- 
mental Health,  published  by  the  American  Medi- 
cal Association. 

Marked  changes  in  the  hearing  of  men  occur  on 
the  average  in  steps  of  about  fifteen  years.  In 
women,  changes  are  not  so  marked,  and  the  rate 
of  deterioration  of  hearing  is  fairly  uniform. 

The  effects  of  aging  on  hearing  depend  on  fre- 
quency, the  number  of  vibrations  or  cycles  in  a 


14.  Hamilton,  W.:  Some  fallacies  in  choice  of  anesthetic 
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15.  Ching,  R.:  Operation  for  cataract  as  an  office  proce- 

dure, J.  Internet.  Coll.  Surgeons  29:  429  (Apr.)  1958. 


Discussion 

William  T.  Boland,  M.D.,  Elmira,  New 
York.  I agree  with  Dr.  Olmsted’s  remarks, 
and  would  add  but  one  of  my  own.  Patients 
often  are  disturbed  and  feel  as  though  they 
are  going  to  suffocate  when  their  faces  are 
covered  with  drapes.  Before  the  patient’s 
face  is  covered,  a tube  is  placed  so  that  oxy- 
gen can  be  supplied  beneath  the  drapes; 
this  adds  greatly  to  the  patient’s  comfort. 
The  use  of  oxygen  is  an  added  safety  factor 
in  the  patient  who  is  oversedated  or  has 
hypoxia  from  any  cause.  By  using  oxygen 
at  the  rate  of  5 to  6 L.  per  minute  during  aU 
intraocular  operations  for  the  last  five 
years,  none  of  my  patients  has  complained 
of  “air  hunger.” 


unit  of  time.  The  greatest  losses  in  men  and 
women  in  all  age  groups  occur  between  4,000 
and  6,000  cycles  per  second. 

Women  have  better  hearing  than  men  at  all 
ages  except  ages  fifty-one  to  sixty-five  where 
women  have  poorer  hearing  than  men  at  ap- 
proximately 1,000  cycles  per  second. 

The  greatest  effect  of  aging  on  men  is  at  4,000 
cycles  per  second.  The  decline  in  healing  seems 
to  occur  in  distinctive  stages.  From  twenty-six 
to  forty,  there  is  relatively  little  change  in  the 
hearing  sensitivity  of  men;  then  there  is  a 
marked  drop  in  sensitivity  but  no  fm'ther  pro- 
nounced changes  from  forty-three  to  fifty-seven, 
but  a second  major  drop  occm's  in  the  fifty-nine 
to  sixty-five  age  group. 
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Future  of  Neurology’ 
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|t  is  particularly  opportune  at  this 
time  to  cast  a critical  glance  at  the  func- 
tions and  achievements  of  neurology  and  the 
associated  fields.  Besides  its  practical 
medical  application,  in  which  we  as  phy- 
sicians have  particular  interest,  neurology 
is  almost  a pure  science,  directed  toward 
the  satisfaction  of  human  curiosity.  As 
such,  it  is  in  effect  a field  which  attempts  to 
understand  and  to  describe  the  nervous 
system  and  its  operations,  not  only  in  terms 
of  stimulation  and  response,  but  also  in 
the  broader  field  of  the  total  adjustment 
of  the  organism  to  its  internal  needs  and 
external  environment.  In  a broader  sense, 
the  nervous  system  is  the  organ  of  behavior, 
and,  in  a very  real  sense,  the  organ  of  the 
mind,  no  matter  what  view  one  may  take 
as  to  the  nature  of  the  mind.  * 

The  basic  sciences  continue  to  attract 
research  interests  of  many  individuals. 
Investigators  in  neurohistology,  neuro- 
physiology, neuropathology,  neurochem- 
istry, and  neuropharmacology  have  made 
innumerable  contributions  in  recent  years. 
Each  specialist  has  centered  his  technics 
and  often  highly  complex  instruments  on 
the  innermost  secrets  of  the  nerve  cell. 
In  the  course  of  these  ingenious  studies 
the  nerve  ceU  has  been  probed,  stimulated, 
irritated,  injured,  destroyed,  cultured,  ir- 
radiated, centrifuged,  stained,  homogenized. 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Neurology  and  Psychiatry,  May  18,  1962, 

* Chairman’s  address. 


and  extracted.  2 Neither  the  fetal  nor  the 
aged  neuron  has  escaped  scientific  investiga- 
tion. Increments  in  our  knowledge  of  nerve 
ceU  structure  and  function  are  increased 
tremendously  each  year. 

Some  years  ago  the  specialty  of  neurology 
was  criticized  for  its  lack  of  interest  in 
therapy.  It  was  the  consensus  that  neurol- 
ogy was  concerned  mainly  with  the  in- 
tricacies of  localization  of  lesions  and  that 
after  a diagnosis  had  been  established  there 
was  usually  no  effective  therapy.  This 
criticism  of  nemrology  was  in  part  justified, 
but  it  could  have  been  as  well  directed 
toward  many  of  the  other  specialties  of 
medicine. 

Advances  in  neurology 

In  recent  years  the  enormous  advances 
in  our  knowledge  of  the  causation  of  neuro- 
logic diseases  have  resulted  in  equally 
great  advances  in  therapy.  Many  diseases 
which  were  common  in  former  years  are 
rarely  seen  in  the  wards  of  our  hospitals 
at  the  present  time.  Dementia  paralytica, 
tabes  dorsalis,  and  other  forms  of  central 
nervous  system  syphilis  are  now  clinical 
rarities.  Similarly,  there  has  been  a great 
reduction  in  the  number  of  patients  with 
spinal  cord  degeneration  associated  with 
primary  anemia,  abscess  of  the  brain,  and 
other  conditions.  We  now  have  effective 
therapy  for  tuberculous  and  pneumococcal 
meningitis  which  in  former  years  were  almost 
100  per  cent  fatal  diseases.  Also,  the 
virulent  and  formerly  quite  serious  infec- 
tions of  the  meninges  can  be  cured.  Satis- 
factory, although  not  as  yet  perfect,  forms  of 
therapy  are  now  available  for  epilepsy, 
migraine  headaches,  myasthenia  gravis,  and 
many  other  diseases  of  the  nervous  sys- 
tem.^ 

Of  particular  interest  has  been  the  con- 
cern of  the  neurologist  and  others  in  the 
problem  of  rehabilitation  of  patients  with 
the  sequelae  of  acute  anterior  poliomyelitis, 
cerebral  vascular  lesions,  multiple  sclerosis, 
and  cerebral  palsy.  Much  can  be  done  to 
restore  these  afflicted  persons  to  their  role 
in  society,  but  this  has  not  slowed  up  the 
efforts  to  prevent  these  disabling  diseases. 
An  effective  vaccine  is  now  available  for 
acute  anterior  poliomyelitis,  and  it  is  not 
too  much  to  hope  that  a chemotherapeutic 
agent  wiU  be  developed  which  will  be  ef- 
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fective  against  the  virus  of  acute  encephalitis. 
Similarly,  the  study  of  the  causes  and  pre- 
vention of  arteriosclerosis,  which  is  re- 
sponsible for  the  vast  majority  of  cerebral 
vascular  lesions,  is  being  pursued  vigorously, 
and  extensive  investigations  are  being  made 
of  the  factors  which  cause  multiple  sclerosis 
and  cerebral  palsy. 

Need  for  further  research 

There  are  still  many  diseases  of  the 
nervous  system,  most  of  which  are  rela- 
tively rare,  for  which  there  is  no  therapy. 
Many  of  these  afflictions  have  been  labeled 
as  degenerative  or  heredodegenerative. 
While  it  is  true  that  hereditary  factors  are 
operative  in  some  of  these  diseases,  this 
is  not  an  indication  that  a treatment  cannot 
be  devised.  It  is  quite  likely  that  many  of 
these  conditions  are  due  to  an  inherited 
metabolic  defect  and  that  this  defect  can 
be  remedied  by  therapy,  as  is  the  case  with 
the  neural  degeneration  of  pernicious  anemia. 

Increasing  interest  in  the  circulatory 
anatomy  and  physiology  of  the  brain  has 
been  a striking  feature  of  neurologic  lit- 
erature for  the  past  several  years.  No 
doubt  the  great  stimulus  afforded  by 
angiography  is  responsible  for  much  of  this 
interest.  Aside  from  purely  anatomic 
studies,  most  recent  investigations  have 
been  directed  toward  an  understanding  of 
the  flow  of  the  blood  through  the  major 
arteries  of  access  to  the  brain,  carotid  and 
vertebral,  (basilar  pathways)  and  the  re- 
markable circle  of  Willis.  In  the  last  few 
years,  angiography  has  continued  to  be 
exploited  almost  universally,  not  only  in 
such  conditions  as  vascular  anomalies, 
aneurysms,  and  occlusions,  but  also  in  the 
diagnosis  and  localization  of  tumors.  To  a 
considerable  degree  it  is  displacing  ven- 
triculography for  this  purpose.  The  practice 
of  cerebral  angiography  has  become  much 
safer  in  properly  selected  cases  as  a result  of 
better  mediums  and  increasing  caution  and 
skill  among  angiographers. 

The  modern  curiosity  about  the  cellular 
metabolism  of  the  nervous  system  grows 
steadily,  and  some  important  additions  to 
our  knowledge  have  recently  been  made. 
For  example,  the  glia,  already  shown  to 
have  a major  role  in  the  production  of 
myelin  in  the  central  nervous  system  and 
perhaps  in  its  maintenance,  now  appears 


to  serve  actively  in  the  metabolism  of  the 
nerve  ceU.  It  seems  probable  that  the 
metabohc  functions  of  glia  may  prove  still 
more  important  with  further  work  of  this 
sort  and  may  be  the  seat  of  disturbances 
underlying  supposedly  primary  neuronal 
disease.  In  the  light  of  recent  work,  these 
possibilities  wiU  have  to  be  considered  and 
tested,  including  the  possibility  that  the 
cause  of  demyelination  in  multiple  sclerosis 
may  have  to  be  sought  in  the  ohgodendroglia. 
Vivid  interest  continues  in  the  investigation, 
largely  through  the  use  of  stereotaxic  chem- 
ical lesions  in  extrapyramidal  diseases,  of 
the  localization  of  function  in  the  basal 
ganglia.  Further  pursuit  of  this  sort  of 
research  will  teach  much  about  the  diseases 
but  more  about  the  physiology  of  motor 
activity. 

Prospects  of  neurology 

I would  like  to  say  a few  words  with  regard 
to  the  prospects  of  our  specialty.  Great 
strides  have  been  made  in  the  past  fifteen 
years.  The  most  significant  of  these  has 
been  the  establishment  of  the  National 
Institute  of  Neurological  Diseases  and 
Bhndness  in  the  National  Institutes  of 
Health  of  the  U.  S.  Pubhc  Health  Service. 
At  the  time  of  the  formation  of  the  categori- 
cal institute  of  health,  neiurology  was  in- 
cluded in  the  National  Institute  of  Mental 
Health.  The  amounts  appropriated  by 
Congress  were  relatively  small,  and  grants 
for  research  in  neurologic  diseases  were  few. 
Pressure  for  the  recognition  of  the  needs 
of  our  specialty  came  from  a source  which 
to  me  was  somewhat  unexpected;  that 
is,  from  lay  organizations  interested  in 
neurologic  diseases.  Their  efforts  were 
aided  by  the  late  Sen.  Charles  W.  Tobey  of 
New  Hampshire  who  had  an  interest  in 
neurologic  diseases  because  of  the  occurrence 
of  multiple  sclerosis  in  a member  of  his 
family.  Senator  Tobey  appeared  before 
committees  of  the  House  and  Senate, 
pleading  for  the  appropriation  of  funds  for  re- 
search in  neurologic  diseases.  His  pleas  were 
augmented  by  a number  of  prominent  phy- 
sicians who  testified,  for  example,  H.  H.  Mer- 
ritt, M.D.,  T.  J.  Putnam,  M.D.,  and  others. 
Through  these  efforts  Congress  established 
the  National  Institute  of  Neurological 
Diseases  and  Blindness  as  a separate  in- 
stitute. The  Institute  has  grown  from  a 
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small  institution  without  an  independent 
budget  to  one  of  the  most  important  of  the 
health  Institutes  of  the  U.  S.  Public  Health 
Service.® 

Thus  a new  and  important  center  of 
neurologic  activity  has  been  added.  The 
research  grants  program  and  the  graduate 
training  program  are  part  of  it.  The 
graduate  training  program  is  the  prime 
factor  in  the  recent  upsurge  in  chnical 
neurology  in  the  teaching  hospitals  connected 
with  our  medical  schools.  It  has  led  to 
the  establishment  of  new  departments 
in  many  schools  and  the  strengthening  of 
departments  in  the  majority  of  the  re- 
maining schools.  Other  factors  which 
have  played  the  role  in  the  advance  of 
neurology  include  the  general  growth  of  other 
specialties  of  medicine,  particularly  neuro- 
logic surgery;  the  formation  of  a new  neuro- 
logic society,  the  American  Academy  of 
Neurology;  and  the  activities  of  lay  or- 
ganizations interested  in  the  health  of  our 
citizens.  Those  groups  of  special  importance 
to  neurology  include  the  National  Multiple 
Sclerosis  Society,  The  United  Cerebral 
Palsy  Association,  The  National  Foundation 
for  Infantile  Paralysis,  The  Muscular  Dys- 
trophy Associations  of  America  and  many 
others. 

The  prospects  for  the  future  of  neurology 
are  indeed  bright,  particularly  with  regard 
to  research  and  training.  Our  specialty 
has  not,  however,  taken  its  proper  role  in 


Doctors  need  better  “image” 

A New  York  City  doctor  raises  a point  for 
physicians  to  ponder.  He  feels  that  the  med- 
ical profession  needs  to  improve  its  public 


clinical  practice.  With  the  exception  of  a 
few  large  centers,  there  are  few  neurologists 
in  clinical  practice.  This  deficit  will  be 
remedied  in  the  coming  years,  I hope,  if  the 
members  of  our  neurologic  associations,  the 
leaders  in  the  field,  see  that  our  young  men 
are  properly  trained  in  aU  aspects  of  neurol- 
ogy, particularly  in  therapy. 

Psychiatry,  too,  appears  to  be  entering  a 
new  era  of  progress.  Because  of  the  fascina- 
tion of  the  subject  psychiatry  was  able  to 
attract  many  followers.  The  recent  ad- 
vances in  the  basic  sciences,  particularly 
neurochemistry  and  neuropharmacology, 
have  contributed  tremendously  to  the 
progress  of  scientific  psychiatry.  The  pre- 
diction is  even  warranted  that  increasing 
knowledge  of  the  chemical  composition 
of  the  different  structures  of  the  brain  will 
lead  to  better  understanding  of  the  nature 
and  meaning  of  psychiatric  disorders. 
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image.  “We  who  once  stood  high  in  the  esteem 
of  mankind  have,  it  seems,  discovered  the 
secret  of  making  the  public  hate  us,”  Frank  E. 
Stinchfield,  M.D.,  said  in  a speech  prepared 
for  the  American  Academy  of  Orthopedic 
Surgeons  in  Miami  Beach,  Florida. 
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Developments  in  the  field  of  thermo- 
stable transistors,  printed  circuitry,  power- 
ful lightweight  batteries,  and  storage  units 
have  opened  the  field  for  the  development  of 
prosthetic  devices.  These  devices  are  ca- 
pable of  accomphshing  a variety  of  functions 
in  clinical  syndromes  in  which  normal  neuro- 
muscular action  has  been  impaired  because 
nerve  impulses  are  unable  to  reach  muscle  or 
where  such  impulses  do  reach  the  end  organ 
in  an  incoordinate  manner.  As  a result, 
weak  or  uncoordinated  responses  are  pro- 
duced. 

One  of  the  largest  clinical  groups  to  whom 
such  prosthetic  devices  could  be  easily  ap- 
plied are  patients  with  upper  motor  neuron 
lesions  caused  by  brain  damage  following 
cerebrovascular  accidents,  resulting  in  hemi- 
plegia or  hemiparesis,  with  ambulation  on 
the  affected  side  which  results  in  toe  drag. 
The  dorsiflexors  are  either  paralyzed  or 
paretic  and  do  not  have  sufficient  power  to 


elevate  the  toes  to  clear  the  ground.  The 
end  result  is  usually  a circumduction  gait 
which  is  awkward  and  very  tiring  and  more 
often  than  not  encroaches  increasingly  on 
the  cardiac  reserve  of  the  patient.  There 
are  other  groups  of  patients  with  similar 
syndromes  as  the  result  of  other  forms  of 
cerebral  or  spinal  cord  injury.  In  some  of 
these  patients  electrical  prostheses  could  be 
used,  for  instance,  in  paraplegic  patients 
where  programming  with  multiple  units 
could  assist  ambulation. 

Liberson  et  al.  * have  demonstrated  a 
method  'of  functional  electrotherapy  which 
embodies  the  use  of  lightweight  faradic 
stimulating  equipment  for  use  in  the  patient 
group  listed.  This  method  is,  in  reahty,  a 
dynamic  form  of  splinting  which  can  be  ar- 
ranged to  suit  each  individual’s  needs.  The 
method  was  demonstrated  at  the  Third  In- 
ternational Congress  of  Physical  Medicine 
and  Rehabilitation,  in  Washington,  D.C., 
in  August,  1960. 

A low-frequency  alternating  pulse  current 
is  apphed  either  over  the  motor  point  of  the 
muscle  to  be  stimulated  or  over  a nerve 
which  is  fairly  superficial  and  supplies  a 
group  of  muscles  which  are  activated,  such 
as  in  the  case  of  the  common  peroneal  nerve 
in  the  leg.  In  this  case  the  peroneal  muscles 
are  stimulated  with  those  of  the  front  of  the 
leg,  and  an  integrated  response  is  produced 
which  at  the  same  time  corrects  the  foot 
drop  and  whatever  inversion  of  the  foot  may 
be  present.  Pulses  of  very  short  duration 
(20  to  300  microseconds)  are  best  tolerated 
by  patients.  Small  electrodes  of  approxi- 
mately 1 square  inch  area  are  most  practical. 
Voltage  requirements  vary  between  0 and  50. 
Currents  used  are  quite  low  in  amphtude, 
although  Liberson  et  al.  * have  stated  that  90 
milliamperes  was  the  peak  current  tolerated 
by  the  patients  in  his  series.  Short  pulses  of 
the  duration  of  approximately  20  micro- 
seconds were  best  tolerated  in  this  group. 

Methods  and  materials 

The  large  therapeutic  potentiality  of  this 
new  application  of  electrotherapy  prompted 
our  group  to  undertake  a study  with  a series 
of  suitable  patients  to  develop  practical 

* Liberson,  W.  T.,  Holmquest,  H.  J.,  Scot,  D.,  and  Dow, 
M.;  Functional  electrotherapy;  stimulation  of  the  per- 
oneal nerve  synchronized  with  the  swing  phase  of  the  gait  of 
hemiplegic  patients.  Arch.  Phys.  Med.  42:  101  (Feb.) 
1961. 


1808  New  York  State  Journal  of  Medicine  / June  15,  1963 


technics  whereby  this  form  of  “prosthesis” 
could  be  added  routinely  to  rehabilitation 
procedures.  A transistorized,  portable,  bat- 
tery-operated generator  was  chosen  for  the 
present  series.  It  produces  a combination  of 
a square  and  a sine  wave  at  relatively  low 
frequencies.  The  amplitude  varies  from  0 
to  50  volts.  The  instrument  uses  three 
variable  time  delays.  The  first  of  these  con- 
trols the  delay  time  which  occurs  between 
the  activation  of  a switch  and  the  sending 
of  the  stimulating  current  to  the  patient 
electrodes.  The  second  one  controls  the 
time  duration  of  the  ciurent  flow.  The 
third  controls  the  delay  in  the  decay  time 
while  the  current  is  falling  off.  These 
circuits  are  important  because  they  give 
fine  control  in  timing  the  application  of  the 
stimulus,  duration  of  the  stimulus,  and 
relaxation  of  the  contracted  muscle.  The 
unit  used  two  patient  electrodes,  although 
another  one  could  be  added  easily,  so  that 
more  than  one  muscle  could  be  stimulated  at 
one  time.  The  electrodes  were  placed  over 
the  motor  point  of  the  tibialis  anticus  muscle 
or  over  the  common  peroneal  nerve  where  in- 
version of  the  foot  was  a major  factor  in  ad- 
dition to  foot  drop. 

The  electrodes  are  held  in  position  by  ex- 
ternal clips  or  by  the  use  of  an  Ace  bandage. 
The  unit  contains  circuitry  which  varies  the 
frequency  of  the  stimulating  current  in 
proportion  to  the  load  impedance.  This  is 
important  since  we  have  found  that  different 
patients  respond  best  to  an  optimal  fre- 
quency which  varies  from  case  to  case  and 
even  in  the  same  patient  at  different  times. 
It  is  a weU-known  fact  that  the  skin  changes 
its  impedance  with  temperature,  emotional, 
and  stress  variations.  To  establish  a basic 
technic,  electrodes  were  spaced  2 inches 
apart.  This  prevents  the  impedance  change 
which  develops  with  larger  or  smaller  dis- 
tances between  electrodes.  At  a distance  of 
2 inches,  the  average  skin  load  resistance  is 
approximately  200  ohms.  A feedback  circuit 
activates  the  transistor  oscillator  at  a fre- 
quency of  about  200  cycles.  As  the  distance 
between  electrodes  is  increased  to  the  point 
where  the  skin  load  resistance  becomes  ap- 
proximately 10,000  ohms,  the  frequency  rises 
to  about  750  cycles.  Standard  electro- 
cardiographic contact  jelly  was  used  as  the 
conducting  medium  after  preparation  of  the 
skin  with  an  ether  wash  and  dry  gauze 
scrubbing. 


FOURTEEN  HEMIPLEGIC  patients  who  Were 
able  to  walk  without  any  appliance  but  whose 
gait  was  awkward  and  tiring  were  fitted  with 
an  electrical  apparatus  to  stimulate  dorsi- 
flexion  of  the  foot.  In  all  cases  there  was 
unquestionable  improvement  in  the  gait. 
There  are  many  other  possibilities  for  use  of 
functional  electrotherapy  in  the  treatment  and 
rehabilitation  of  patients  with  neuromuscular 
diseases. 


A series  of  14  hemiplegic  patients  were 
used  in  this  study.  All  of  them  were  victims 
of  cerebrovascular  accidents.  Two  were 
women  and  12  were  men.  Nine  were  right- 
sided and  5 were  left-sided.  Seven  patients 
exhibited  almost  no  dorsiflexion  of  the  af- 
fected foot.  Four  of  them  had  a range  of 
between  3 to  8 degrees,  and  3 patients  had 
none  at  all.  The  age  groups  ranged  from 
fifty-three  to  sixty- seven  years.  All  were 
able  to  walk  supporting  themselves  without 
any  appliance,  although  4 patients  had  been 
fitted  with  short  leg  braces  with  Klenzak 
springs.  The  gait  in  most  of  these  people 
was  awkward  and  tiring.  All  were  willing 
to  try  the  new  method  of  gait  assistance,  and 
none  refused  to  continue  with  the  therapy 
because  of  objectionable  electric  shock.  All 
agreed  that  the  use  of  this  “prosthesis” 
would  be  a marked  cosmetic  improvement 
over  the  use  of  a short  leg  brace. 

The  following  technic  was  used  in  the 
training  of  each  subject.  First,  a short  ex- 
planation of  the  analysis  of  the  phases  of 
ambulation  was  given  to  make  the  patient 
understand  the  goal  we  were  to  reach.  The 
functional  deficit  was  explained  and  demon- 
strated by  imitation,  and  the  function  of  the 
instrument  in  overcoming  the  deficit  was 
demonstrated.  Each  patient  was  shown  how 
the  movement  produced  by  the  stimulus  and 
muscle  response  substituted  for  the  missing 
motion  resulting  from  the  vascular  insult. 
The  patient  was  then  fitted  with  the  ap- 
paratus which  in  this  series  was  triggered  by 
a microswitch  fitted  into  the  heel  of  the 
shoe.  The  generator  is  packaged  in  a small 
container  about  twice  the  size  of  a package  of 
cigarets,  with  a clip  made  to  catch  onto  the 
trouser  belt  or  ladies’  waist  belt,  within  easy 
reach  of  the  unaffected  upper  limb.  Two 
control  dials  operate  the  unit.  One  operates 
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FIGURE  1.  Schematic  drawing  demonstrating 
application  of  electrodes  and  position  of  con- 
trol box.  Patient  has  right  hemiplegia. 


as  the  “on-off”  switch  and  delay  time,  and 
the  other  varies  the  stimulus  voltage  (Fig.  1). 

The  patient  was  taught  that  only  with 
pressure  on  the  heel  does  current  flow  and 
that  he  must,  therefore,  when  standing  still, 
either  lean  onto  the  toe  or  shut  the  on-off 
switch.  During  ambulation  the  following 
cycle  takes  place; 

On  heel  strike,  the  microswitch  closes  and 
starts  the  delay  circuit  which  will  activate 
the  generator.  The  patient  proceeds 
through  stance  phase  and  into  toe-off.  By 
this  time,  the  delay  circuit  has  triggered  the 
stimulator,  and  the  required  muscles  respond 
with  a tetanic  contraction  which  dorsiflexes 
the  foot  and  also  everts,  if  necessary.  The 
limb  is  then  elevated  and  goes  through  the 
swing  phase  to  end  in  heelstrike  which  starts 
the  cycle  again.  The  delay  time  of  the 
stimulating  current  ends  well  within  the 
swing  phase,  thereby  giving  the  muscle  a 
chance  to  relax  completely  and  get  ready  for 
the  next  response. 

The  training  was  begun  in  parallel  bars,  so 
that  the  line  of  ambulation  was  fairly  con- 
fined. Each  patient  was  taught  to  adjust 
the  strength  of  the  stimulus  to  a comfortable 
level,  capable  of  producing  contraction.  The 
effect  of  the  delay  time  control  in  relation  to 


the  speed  of  the  gait  was  practiced.  A slow 
gait  requires  a long  delay,  while  the  more 
rapid  rates  of  ambulation  need  a smaller 
delay  time.  An  average  instruction  period 
lasted  approximately  three  quarters  to  one 
hour,  and  the  usual  period  of  training  needed 
for  the  patient  to  learn  to  handle  the  equip- 
ment fairly  weU  by  himself  was  approxi- 
mately two  to  three  weeks.  In  every  case 
there  was  unquestionable  improvement  in 
the  gait,  as  judged  by  the  patient  and  ex- 
aminer. The  criteria  noted,  as  compared  to 
the  time  before  prosthesis  was  used,  were  the 
amount  of  fatigue  which  developed,  the 
awkwardness  of  the  gait,  and  the  handling  of 
the  affected  limb  in  managing  low  obstruc- 
tions such  as  curbs  and  short  steps.  The 
comments  of  the  relatives  was  still  another 
guidepost  as  to  the  success  of  the  appliance. 

Comment 

There  is  no  doubt  that  functional  electro- 
therapy is  of  definite  value  in  gait  training. 
It  should  be  stated,  however,  that  one  of  the 
criteria  in  choosing  a candidate  for  this  type 
of  training  must  be  his  ability  to  flex  the 
hip  and  knee  enough  to  raise  the  heel  off  the 
ground.  If  the  patient  cannot  do  this,  then 
no  amount  of  dorsiflexion  of  the  foot  will  im- 
prove his  gait.  A number  of  patients  were 
not  selected  for  this  reason,  but  were,  in- 
stead, set  aside  for  progressive  resistive 
exercise  programs  to  build  the  hamstrings 
and  flexors  of  the  hip.  Some  of  these  pa- 
tients may,  at  a later  date,  become  can- 
didates for  electronic  prostheses.  This 
modality  should  also  be  applicable  to  the 
plegic  or  paretic  upper  extremity.  With  the 
use  of  suitable  switching  devices,  one  should 
be  able  to  stimulate  muscles  to  produce 
timed  responses  which  could  integrate  with 
the  activity  of  spared  muscle  to  produce  a 
useful  motion  of  the  limb.  This  would  be  of 
theoretical  value  in  neuromuscular  re- 
education. 

In  the  same  vein,  it  might  be  well  to  con- 
sider other  potential  applications  for  the  use 
of  stimulating  equipment  in  functional  elec- 
trotherapy. One  possible  use  might  be  in 
retraining  programs  after  tendons  have  been 
transplanted  and  subsequent  cross-polariza- 
tion takes  place.  With  a proper  switch -on 
device,  re-education  could  be  simplified. 
Another  possible  use  might  be  in  the  re- 
covery phase  of  facial  paralysis  where,  by 
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using  a mercury  switch  on  the_  normal  side  of 
the  face,  one  can  produce  simultaneous  con- 
traction of  the  opposite  (paretic)  side  to 
coincide  with  the  normal  facial  movements. 
There  is  also  the  possihility  of  amputee 
training  with  the  aid  of  a muscle  “booster” 
in  the  form  of  a stimulating  device. 

Another  possible  development  which  could 
result  from  further  investigation  into  the  use 
of  programmed  stimulators  might  be  in  the 
area  of  lower  motor  neuron  lesions  where 
muscle  can  still  respond  to  galvanic  stimuli 
or  possibly  to  exponential  currents.  This 
would  entail  producing  tetanic  contraction 
in  partly  or  wholly  denervated  muscle.  Such 
a possibility  exists,  providing  the  patient 
can  tolerate  enough  current,  as  is  noted 
during  the  performance  of  a galvanic-tetanus 
ratio  test.  It  is  possible  that  in  the  future  we 


Auto  crashes 


Automobile  accidents  are  the  nation’s  number 
one  public  health  problem,  Fletcher  D.  Wood- 
ward, M.D.,  of  Chai’lottesville,  Virginia,  has 
stated  in  an  article  in  The  New  Physician,  the 
journal  of  the  Student  American  Medical  As- 
sociation. 

Dr.  Woodward,  clinical  professor  of  oto- 
laryngology at  the  University  of  Virginia,  is 
probably  the  country’s  most  outstanding  physi- 
cian in  the  crusade  for  automobile  safety. 

Dr.  Woodward  stated  these  statistics: 


may  so  modify  a direct  current  that  the 
parameters  required  to  produce  tetanic  re- 
sponse will  not  be  intolerable  to  the  patient. 
Such  an  accomplishment  would  bring  new 
stimulus  to  the  treatment  and  rehabilitation 
of  patients  with  neuromuscular  diseases. 

Conclusion 

There  is  no  doubt  that  functional  electro- 
therapy is  a most  valuable  adjunct  in  re- 
habihtation  programming  of  gait  problems  in 
hemiplegic  patients.  The  use  of  electronic 
devices  such  as  prostheses  opens  a new 
horizon  for  further  development  and  applica- 
tion. 

Acknowledgment.  Acknowledgment  is  made  of  the  pro- 
vision of  the  instruments  used  in  this  study  by  the  Heinicke 
Instrument  Company,  Hollywood,  Florida. 


There  is  now  one  crash  every  three  seconds 
with  one  death  and  25  injuries  every  ten  minutes 
for  a total  of  40,000  deaths  and  5,000,000  in- 
juries in  the  United  States  last  year. 

Twenty  per  cent  of  these  injuries  are  classified 
as  from  severe  to  critical;  patients  with  such 
injuries  constitute  eight  per  cent  of  all  hospital 
admissions,  and  the  repair  of  these  injuries  is 
one  of  the  most  frequent  surgical  procedures 
performed  today. 

In  all  wars  less  than  one  million  men  were 
killed  while  the  automobile  counted  its  one 
millionth  victim  more  than  five  years  ago  and 
now  averages  2,000  deaths  a year  from  auto- 
motive crashes  in  the  armed  services  alone. 
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IVIebutamate  (2-methyl-2-sec-butyl-l,  3 

propanediol  dicarbamate)  has  recently  been 
introduced  as  a centrally  acting  blood  pres- 
sure-lowering agent.  It  is  closely  related 
to  meprobamate,  differing  from  it  only  in  the 
addition  of  a methyl  group  (Fig.  1).  Animal 
studies  indicate  that  it  has  a hypotensive 
activity  as  weU  as  the  tranquilizing  effect 
of  meprobamate.^’*  Mebutamate  is  a mild 
central  depressant  of  an  exceedingly  low 
order  of  either  acute  or  chronic  toxicity. 

Reports  of  its  efficacy  in  human  beings 
are  few;  the  only  other  controlled  studies 
available  at  this  writing  show  that  when 
used  alone,  the  drug  has  a modest  hypoten- 
sive effect  which  is  potentiated  by  the  addi- 
tion of  hydrochlorothiazide  to  the  regimen.  * 
The  need  for  a stringently  controlled  evalua- 
tion is  apparent  and  the  present  study  was, 
accordingly,  set  up. 

Patients 

Hypertensive  subjects  for  the  study  were 
selected  from  the  outpatient  department 
of  The  Long  Island  College  Hospital. 
All  had  been  known  to  the  clinic  staff  for 
long  periods  of  time.  The  patients  were 
carefully  screened  to  exclude  those  in  the 
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FIGURE  1.  Chemical  formulas  of  mebutamate 
and  meprobamate. 


malignant  or  accelerated  phase  of  essential 
hypertension  as  well  as  those  with  hyper- 
tension of  renal  or  endocrine  origin.  All 
had  hypertension  severe  enough  to  have  war- 
ranted previous  specific  therapy. 

Patients  receiving  medications  such  as 
digitalis,  quinidine,  thiadiazine  deriva- 
tives, and  other  drugs  without  central- 
depressant  activity  were  continued  on  these 
drugs.  In  those  patients  receiving  a 
barbiturate,  the  drug  was  discontinued  one 
week  prior  to  the  commencement  of  the 
study;  Rauwolfia  and  its  derivatives  were 
replaced  by  a known  placebo  three  or  more 
weeks  before  the  test  period. 

Method 

On  the  first  visit  a complete  history  was 
elicited,  and  a thorough  physical  examina- 
tion, including  fundoscopy,  was  performed. 
Laboratory  studies  were  collated  at  this 
time;  these  included  hemogram,  routine 
and  microscopic  urinalysis,  electrocardio- 
gram, teleroentgenogram  of  the  chest,  blood 
urea,  sugar,  and  cholesterol.  The  hemogram 
and  urinalysis  were  repeated  at  each  weekly 
visit.  The  previous  range  of  blood  pressure 
was  also  recorded  whenever  this  was  avail- 
able. 

The  patients  were  seen  thereafter  at 
weekly  intervals  by  the  same  physician; 
a brief  history  was  obtained  with  particular 
attention  to  the  symptoms  usually  ascribed 
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IN  CONTROLLED  STUDIES  of  the  hypotejisive 
effect  of  mebutamate  in  50  patients  with 
essential  hypertension,  no  significant  effect  on 
the  blood  pressure  was  noted.  The  slight 
improvement  obtained  was  attributed  to  the 
psychologic  effect  of  regular  interviews  with  an 
interested  physician  and  close  supervision  of 
such  measures  as  salt  restriction.  The  only 
side-effect  was  drowsiness,  which  occurred  in 
over  one  third  of  the  patients. 


to  hypertension  and  to  any  side-effects  of 
the  mebutamate  therapy.  A general  phys- 
ical examination  was  performed,  and  a com- 
plete blood  count  and  urinalysis  were  ob- 
tained. 

The  blood  pressure  was  measured  in  the 
same  arm  in  each  patient,  that  being  the 
limb  which  yielded  the  higher  readings. 
The  pressure  was  taken  three  times,  and 
the  average  of  the  three  readings  was  used. 
In  the  early  stages  of  the  study  the  blood 
pressure  was  recorded  in  both  the  supine 
and  erect  positions,  but  this  procedure  was 
discontinued  when  it  became  apparent  that 
the  effect  of  the  medication  in  no  way  al- 
tered normal  postural  differences. 

Study 

First  phase.  The  first  phase  of  the 
study  was  carried  out  in  double  blind  fashion 
on  23  patients.  The  patients  were  treated 
for  four  or  more  weeks  with  mebutamate 
and  for  an  equal  period  with  an  identical 
placebo.  Only  the  pharmacist  dispensing 
the  tablets  knew  the  contents.  The  cross- 
over date  as  well  was  determined  by  the 
pharmacist  and  fell  approximately  in  the 
middle  of  the  observation  period;  this  date 
was  not  known  by  the  participating  phy- 
sician. 

The  two  preparations  were  administered 
four  times  daily,  the  mebutamate  in  300- 
mg.  doses.  Preprandial  administration  was 
suggested  but  not  insisted  on.  In  this 
group  the  results  could  be  summarized 
as  follows;  23  patients  with  essential  hy- 
pertension, with  an  average  age  of  fifty- 
eight  years  and  an  average  blood  pressure 
of  177/102,  had  an  average  blood  pressure 
of  172/99  during  four  or  more  weeks  of 
therapy  with  mebutamate  and  an  average 
blood  pressure  of  169/96  during  four  or  more 
weeks  of  placebo  medication  (Table  I). 

The  results  within  the  group  showed 
remarkable  uniformity;  no  individual 


showed  any  significant  changes  contrary 
to  the  group  trend.  The  cause  of  the  ap- 
parent superiority  of  the  placebo  probably 
is  that  more  patients  were  started  on  placebo 
and  then  transferred  to  mebutamate  therapy 
than  vice  versa.  It  has  been  noted  that 
regular  interviews  with  a sympathetic  physi- 
cian have  a pronounced  hypotensive  effect 
on  the  patient,  especially  at  the  beginning 
of  the  contact. 

This  phase  of  the  study  had  originally 
been  programmed  for  50  patients  but  was 
abandoned  after  23  cases  demonstrated 
such  sparse  changes. 

Second  phase.  The  second  phase  of  the 
study  entailed  the  evaluation  of  the  effect 
on  blood  pressure  when  mebutamate  was 
administered  three  times  daily,  before  meals, 
in  a dose  of  300  mg.  Study  group  B con- 
sisted of  27  patients,  6 of  whom  were  drawn 
from  study  group  A.  No  attempt  was  made 
to  preserve  the  double  blind  status  of  the 
study. 

The  average  blood  pressure  of  this  group 
was  196/108  before  therapy;  during  three 
or  more  weeks  of  treatment  with  mebut- 
amate the  average  blood  pressure  was 
195/112  (Table  II).  Again,  the  intragroup 
results  were  uniform.  Eighteen  of  the  27 
patients  complained  of  drowsiness  severe 
enough  to  cause  them  to  decrease  the  dose 
or  cease  therapy  completely. 


TABLE  I.  Effects  of  mebutamate  and  placebo  on  blood  pressure* 


Treatment 

Mean 

Median  High 

Low 

Pretreatment 

Mebutamate  (300  mg.  fom' 

177/102 

180/105 

210/120 

150/95 

times  per  day) 

172/99 

173/99 

220/120 

140/90 

Placebo 

169/96 

165/96 

240/110 

140/85 

* 23  Patients — Age  (years):  Mean  58,  median  54,  high  76,  low  42. 
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TABLE  II.  Effect  on  blood  pressure  when  mebutamate  administered  three  times  daily 


Group  Blood  Pressure  Readings 

Treatment  Mean  Median  High  Low 


Pretreatment 

186/106 

190/110 

240/116 

180/90 

Mebutamate  (300  mg.  before 

meals,  three  times  per  day) 

195/112 

195/111 

250/114 

155/115 

Pretreatment 

186/106 

190/100 

220/110 

180,  90 

Mebutamate  (450  mg.  after 

meals,  three  times  per  day) 

185/108 

185/107 

192/110 

173/94 

* 23  Patients — Age  (years);  Mean  63.  median  63,  high  74,  low  43. 


In  an  attempt  to  circumvent  the  drow- 
siness occasioned  by  the  preprandial  ad- 
ministration of  the  300-mg.  dose,  the  drug 
was  administered  after  meals  in  a dose  of 
450  mg.  It  was  hoped  that  slower  absorp- 
tion in  a full  stomach  would  lead  to  pro- 
longed blood  levels  and  slower  onset  of 
action.  Twenty-two  patients  were  included 
in  this  study.  The  average  pretreatment 
blood  pressure  was  186/106;  the  mean  blood 
pressure  during  four  or  more  weeks  of 
therapy  was  185/108.  Again,  the  per- 
formance within  the  group  was  uniform. 
One  of  3 patients  in  this  group  complained 
of  drowsiness  (Table  II). 

Comment 

No  significant  hypotensive  effect  with  the 
use  of  mebutamate  could  be  demonstrated. 
The  results  which  were  obtained  must 
be  attributed  to  the  psychologic  effect  of 
the  rapport  established  by  regular  personal 
contact  with  an  interested  physician  and 
also,  because  of  the  close  supervision,  to 
the  tighter  control  of  measures  such  as  salt 


Reward  or  punishment? 

Both  the  physician  and  the  parent  can  be 
partly  responsible  for  the  development  of  the 
overweight  adult  by  the  use  of  food  as  a reward 


restriction.  The  drowsiness  which  ac- 
companied the  use  of  mebutamate  is  an 
undesirable  feature  but  was  the  only  side- 
effect  noted.  No  toxic  effects  were  noted 
on  physical  examination  or  on  repeated 
laboratory  examinations,  nor  were  any 
allergic  reactions  encountered. 

Summary 

Fifty  patients  were  treated  with  mebut- 
amate under  controlled  conditions.  No 
significant  effect  on  the  blood  pressure  was 
noted;  there  were  no  side-effects  except 
for  drowsiness,  which  occurred  in  over 
one-third  the  patients  treated.  No  allergic 
reactions  became  evident. 
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for  the  child.  The  harassed  mother  who  says 
to  her  two-year-old,  “If  you’ll  be  good  I’ll  give 
you  a cookie,”  is  probably  starting  a habit  that 
could  ultimately  result  in  her  child  having  a 
shorter  life  span. — Morton  B.  Glenn,  M.D.,  New 
England  Journal  of  Medicine 
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In  1960  WE  LEARNED,  while  participating 
in  the  program  of  medical  education  for 
national  defense,  that  the  established  emer- 
gency hospital  units  in  New  York  State 
were  supplied  with  an  anesthetic  machine, 
the  E.M.O.  inhaler  (so  called  because  it  was 
designed  by  Epstein  and  Macintosh  in 
Oxford,  England),  which  would  have  to  be 
used  in  case  of  a military  emergency.  To 
our  knowledge,  no  attempt  had  been  made 
to  train  the  personnel  taking  part  in  this 
educational  program  in  the  use  of  the 
particular  apparatus;  it  was  not  otherwise 
generally  available;  nor  was  its  applica- 
tion in  anesthetic  practice  a part  of  specialty 
training. 

After  appropriate  inquiries  were  made, 
the  E.M.O.  inhaler  was  procured  and  used  in 
a pilot  program  designed  to  provide  med- 

Presented  at  the  d56th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Anesthesiology,  May  15, 1962. 


THE  GARDNER  UNIVERSAL  Vaporizer  IS  a 
portable  quantitative  apparatus  that  can  be 
used  with  ambient  air  as  the  vehicle  for 
vaporization  and  which  incorporates  a tem- 
perature compensator  in  the  vaporizer.  It 
is  suitable  for  general  use  and  in  preparation 
for  service  in  a disaster  situation.  It  can  be 
used  free  or  fitted  to  standard  anesthetic 
machines.  The  following  ancillary  equip- 
ment may  be  used  with  the  vaporizer:  bellows 
valve  unit,  medical  gas  oxygen  attachment, 
and  induction  attachment. 


ical  students  with  a knowledge  of  this 
device  and  practice  in  using  it.  It  was  soon 
obvious  to  us  that  the  apparatus  could  be 
far  more  useful  in  an  emergency  than  the 
standard  anesthetic  apparatus  which  is 
available  in  this  country,  but  only  in  the 
hands  of  trained  anesthetists.  The  main 
drawback  to  this  apparatus  was  that  it  was 
awkward  to  incorporate  in  standard  anes- 
thetic machines,  and  its  recommended  use 
was  limited  to  diethyl  ether. 

Much  has  now  been  written  about  which 
anesthetic  drugs  are  safest  in  the  hands  of 
the  occasional  anesthetist  and  which  equip- 
ment might  be  best  applied  in  field  situa- 
tions,' but  we  have  done  little  since  World 
War  II  to  provide  basic  training  in  the  prac- 
tical application  of  these  suggestions.  A 
disturbing  aspect  of  this  whole  matter  is 
the  fact  that  the  civil  defense  authorities, 
state  medical  societies,  and  medical  school 
curriculum  committees  have  ignored  this 
vital  aspect  of  emergency  medical  care, 
even  though  the  provision  of  anesthesia  by 
unskilled  personnel  can  compound  the  effect 
of  a disaster. 

Thus,  in  the  organization  for  the  medical 
management  of  a major  disaster,  there  is 
stiU  a glaring  need  for  trained  personnel 
who  will  be  able  to  administer  anesthesia 
safely  to  victims  who  might  require  emer- 
gency operations,  and  there  is  no  apparatus 
in  general  use  that  can  be  used  for  training 
and  then  be  applied  in  emergency  situa- 
tions.*”'® 

The  purpose  of  this  communication  is  to 
describe  a new  quantitative  vaporizer, 
more  versatile  than  the  E.M.O.  inhaler, 
which  can  be  used  in  the  routine  administra- 
tion of  anesthesia  and  which  is  easily 
adaptable  for  use  in  difficult  emergency 
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TRANSFER  MECHANISM. 


FIGURE  1.  Universal  vaporizer.  Gas  enters  vaporizer  at  inlet  I.  Depending  on  concentration  desired, 
set  with  control  knob  K,  air  or  gas  inflow  divides  into  two  streams:  One  passes  through  bypass  device  B and 
mixing  chamber  C direct  to  outlet  0,  other  stream  is  channeled  into  vapor  chamber  containing  liquid  anes- 
thetic via  port  P and  exits  through  mixing  chamber  C where  it  mixes  with  bypassed  gas.  Separate  cam  unit 
(U)  is  connected  to  control  knob  for  each  liquid  anesthetic  agent  that  may  be  used  in  vaporizer.  Cam  is 
three-dimensional,  and  its  rotation  moves  a cam-follower  in  a horizontal  plane.  Thermostat  (temperature- 
sensitive  unit)  moves  cam  follower  in  vertical  plane  (F).  Thus  both  ambient  temperature  and  concentration 
setting  of  control  knob  are  involved  in  determining  final  position  of  cam  follower.  Motion  of  cam  follower  is 
transferred  through  linkage  to  mechanism  within  mixing  chamber  that  controls  final  proportions  of  by- 
passed gas  and  vapor-laden  gas  which  emerges  from  outlet. 


situations  in  which  surgical  anesthesia 
might  be  required. 

The  desirable  features  of  an  anesthetic 
vaporizer  for  use  in  an  emergency  should 
include  the  following: 

1.  It  should  be  simple  to  use  and  easy 
to  teach  its  application  to  those  without 
special  experience. 

2.  The  concentration  of  the  anesthetic 
mixture  that  the  apparatus  delivers  should 
be  known  and  controllable. 

3.  A control  should  limit  the  maximum 
concentration  of  the  anesthetic  that  the 


apparatus  can  deliver,  below  that  which  is 
likely  to  cause  undesirable  effects,  par- 
ticularly on  the  circulation. 

4.  The  concentration  which  is  supplied 
should  be  reasonably  accurate  over  the 
entire  range  that  the  apparatus  can  be  set 
to  deliver.  There  should  not  be  a “peak” 
concentration  output  immediately  after 
the  apparatus  is  turned  on  from  the  zero 
position. 

5.  The  external  resistance  added  to  the 
anesthetic  circuit  by  the  vaporizer  should 
be  negligible  (less  than  1 cm.  of  water). 
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FIGURE  2.  (A)  Free-standing  vaporizer.  (B) 
"Ruben”  bag  attached  to  inlet.  (C)  Inhaler  tube, 
nonrebreathing  valve,  and  mask  attached  to 
outlet. 


6.  The  delivered  concentration  from 
the  vaporizer  should  not  alter  significantly 
over  a wide  range  of  external  temperatures 
and  barometric  pressures;  with  fluctua- 
tions in  the  flow  rate  of  gas  through  the 
apparatus;  with  fluctuations  in  the  gas 
pressure  as  it  passes  through  the  apparatus 
(as  produced  by  a bellows  respirator); 
and  with  changes  of  volume  of  anesthetic 
in  the  apparatus. 

7.  It  should  not  be  possible  to  overfill 
the  apparatus. 

8.  The  apparatus  should  be  sturdy 
enough  to  tolerate  accidental  or  intentional 
movement  or  jarring;  it  should  be  capable 
of  withstanding  extreme  temperatinre  and 
pressure  conditions  during  transit  or  when 
in  use;  and  the  materials  used  in  its  con- 
struction should  readily  withstand  or  resist 
corrosion  by  the  anesthetic  agents  that 
might  be  volatilized. 

9.  The  apparatus  should  be  applicable 
in  the  field  with  ambient  air  as  the  vaporiz- 
ing vehicle,  and  it  should  be  possible  to 
utilize  any  liquid  anesthetic  in  common  use 
or  any  new  volatile  agent  that  may  be 
developed  and  found  useful  for  clinical 
anesthesia. 

10.  It  should  be  possible  to  incorporate 
the  apparatus  easily  into  a standard  anes- 
thetic machine. 

Special  requirements  of  vaporizers  if  they 
are  to  be  used  by  the  Armed  Services 
should  be:  (1)  have  no  loose  parts;  (2)  be 
suitable  for  dropping  by  parachute;  (3) 
have  ancillary  components  to  be  assembled 
with  vaporizer  in  one  simple  way  only, 
which  cannot  be  altered  in  error;  (4)  be 
sufficiently  light  to  be  handled  by  one  man; 
and  (5)  be  suitable  for  prolonged  storage 


but  able  to  be  brought  readily  into  im- 
mediate use  with  a capacity  for  sufficient 
anesthetic  agent  for  several  anesthetics. 

Description  of  apparatus 

The  Gardner  Universal  vaporizer*  is  cir- 
cular in  shape;  it  is  17  cm.  in  diameter, 
20  cm.  in  height,  and  weighs  5 Kg.  (11 
pounds)  when  it  is  filled  with  water. 
Mounted  on  top  is  the  concentration  con- 
trol imit  consisting  of  knob,  scale,  and 
control  cam.  This  control  unit  can  be 
removed  easily  from  the  vaporizer  and  a 
control  unit  calibrated  for  a different 
anesthetic  agent  substituted  (Fig.  1). 

The  anesthetic  liquid  level  and  filler 
both  are  mounted  on  the  front  of  the 
vaporizer,  and  the  fiUer  for  the  water 
jacket  is  immediately  above.  Inlet  and 
outlet  connections  are  on  either  side  of  the 
apparatus,  13  cm.  distant  from  the  base. 

The  vaporizer  is  manufactured  almost 
exclusively  of  stainless  steel;  the  com- 
ponents are  brazed  simultaneously  in  a 
“hard  vacuum”  furnace. 

There  are  no  loose  components,  and  this 
type  of  construction  makes  the  vaporizer 
suitable  for  parachute  dropping.  Should 
it  be  necessary,  the  water  compartment  is 
designed  to  accommodate  an  emergency 
supply  of  anesthetic  for  an  indefinite  period. 

The  vaporizer  can  be  left  free-standing 
or  can  be  mounted  on  a standard  anesthetic 
machine  by  means  of  the  mounting  bracket 
at  the  rear  of  the  vaporizer.  To  allow  the 
apparatus  to  be  mounted  in  the  most  con- 
venient position  for  use,  the  inlet  and  outlet 
can  be  reversed  (Figs.  2 and  3). 

The  standard  tapered  connections  can  be 
detached  from  the  vaporizer,  and  any  pre- 
ferred connections  can  be  fitted.  At  the 
present  time,  inlet  and  outlet  tapered  con- 
nections are  dimensionally  as  proposed  for 
the  British  standard,  which  may  be  used 
as  an  international  standard. 


Capacity 

The  total  capacity  of  the  vaporizing 
chamber  is:  ether,  190  cc.,  and  halothane 

(Fluothane),  174  cc.  The  initial  take-up 
of  the  wicks  is:  ether,  38  cc.,  and  halo- 

* Made  by  F.  H.  Gardner  & Co.,  Oxford,  England. 
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FIGURE  3.  (A)  Vaporizer  mounted  on  a gas  ma- 
chine. (B)  Oxygen  and  nitrous  oxide  flowmeters. 
(C)  Medical  gas  attachment.  (D)  Inflating  bellows. 
(E)  Inhaler  tubing,  nonrebreathing  valve,  and  mask. 

thane,  22  cc.  The  capacity  of  the  water 
jacket  is  500  cc. 

The  anesthetic  liquid  filler  is  designed  to 
prevent  overfilling  of  the  vaporizing  cham- 
ber. 

Separate  concentration  control  units  are 
available  for  the  anesthetic  agents  listed  in 
Table  I. 

Vaporizer  performance 

At  a flow  of  40  L.  per  minute,  the  maxi- 
mum resistance  to  the  vaporizer  at  any  con- 
centration setting  or  any  ambient  tempera- 
ture is  less  than  1 cm.  water  gauge. 

A change  from  intermittent  flow  to  con- 
tinuous flow  does  not  cause  any  appreciable 
difference  in  the  vapor  concentration  out- 
put. 

The  temperature-sensitive  unit  is  hy- 
draulic in  operation  and  therefore  is  not 
sensitive  to  ambient  air  pressure  change  due 
to  altitude  and  so  forth.  The  unit  is  filled 
with  liquid  ether.  Thus,  in  the  unlikely 
event  of  any  leak,  no  harmful  vapor  will  be 
released  into  the  vaporizer. 

The  concentration  output  of  diethyl  ether 
does  not  vary  more  than  ±3/4  volume  per 
cent  over  the  range  of  ambient  temperatures 
at  which  surgical  procedures  may  be  car- 
ried out.  This  variation  in  concentration 
output  is  correspondingly  less  with  the  more 
potent  anesthetic  agents. 

With  intermittent  or  continuous  flow 
through  the  vaporizer,  an  average  accuracy 
of  ±®A  volume  per  cent  is  maintained  be- 
tween 3 to  10  L.  per  minute  (ether).  With 
continuous  flow  using  oxygen  only,  an  aver- 
age accuracy  of  ±1  volume  per  cent  is 
maintained  between  0.75  to  3 L.  per  min- 
ute (ether). 


TABLE  I.  Control  units  on  vaporizer  for  anes- 
thetic agents 


Agent 

Concentration 
(Per  Cent 
Volume  to 
Volume) 

Diethyl  ether 

0 to  15 

Methyl  N-propyl  ether 

0 to  12 

(Neothyl) 

Halothane 

0 to  6 

Chloroform 

0 to  4 

Trichlorethylene  (Trilene) 

0 to  4 

Trichlorethylene  for  analgesia 

0.5 

Methoxyflurane  (Penthi’ane) 

0 to  3 

Fluroxene  ether  (Fluoromar) 

0 to  8 

Ether-halothane  azeotropic 

0 to  4 

mixture 

Because  of  its  low  resistance,  the  vaporizer 
can  be  placed  either  within  the  circle  or  in 
the  nitrous  oxide-oxygen  feed  line,  as  pre- 
ferred. 

It  is  not  necessary  to  fill  the  vaporizing 
chamber  completely  to  the  “fuU”  mark  on 
the  level  indicator  to  ensure  accurate  work- 
ing. It  is  sufficient  if  the  liquid  level  can 
be  seen  in  the  level  indicator.  When  adding 
halothane  to  the  dry  vaporizing  chamber, 
about  25  cc.  are  required  before  the  liquid 
level  can  be  seen. 


Ancillary  equipment 

The  following  ancillary  equipment  may 
be  used  with  the  vaporizer:  (1)  bellows  valve 
unit,  (2)  medical  gas  oxygen  attachment,  and 
(3)  induction  attachment. 

Bellows  valve  unit.  The  bellows  valve 
unit  (Fig.  3)  provides  a means  of  assisting 
or  controlling  the  patient’s  respiration  and 
ensuring  unidirectional  flow  when  using 
air.“  It  consists  of  a spring-loaded  bellows 
and  two  easily  visible  nonreturn  valves. 
Inlet  and  outlet  connections  can  be  ar- 
ranged to  fit  existing  equipment  or  possible 
future  international  standards. 

The  bellows  valve  imit  can  be  used  with 
the  vaporizer  to  form  a portable  anesthetic 
unit  and  also  can  be  conveniently  mounted 
on  any  standard  anesthetic  machine.  Ow- 
ing to  the  fact  that  it  is  possible  to  adapt 
the  unit  for  flow  in  either  direction,  it  can 
be  placed  at  any  convenient  point  on  a 
standard  anesthetic  machine.  The  outlet 
valve  can  be  immobilized  to  allow  the  use 
of  a nonrebreathing  valve. 
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FIGURE  4.  (A)  Vaporizer  with  stand.  (B)  Induc- 
tion attachment.  (C)  Inflating  bellows.  (D)  In- 
halertubing, nonrebreathing  valve,  and  mask. 


The  unit  also  may  be  used  for  resuscita- 
tion. 

Medical  gas  oxygen  attachment.  The 
inlet  to  the  vaporizer  is  left  open  when  only 
air  is  being  used  with  the  anesthetic  agent. 
If  nitrous  oxide-oxygen  is  to  be  used,  the 
supply  tube  from  the  flowmeters  can  be 
connected  directly  to  the  inlet  of  the 
vaporizer.  If  a combination  of  air  and 
nitrous  oxide-oxygen  is  to  be  used,  it  is 
necessary  to  use  the  medical  gas  oxygen 
attachment  (Fig.  3). 

This  attachment  consists  of  a visible 
gravity  valve,  one  outlet  (connected  to  the 
vaporizer  inlet),  and  two  inlets,  one  of 
which  is  permanently  open  to  incoming 
air  which  enters  via  the  gravity  valve.  The 
gas  supply  is  cormected  to  the  second  inlet. 
If  no  nitrous  oxide-oxygen  is  flowing,  the 
patient  wiU  breathe  air.  However,  if  a 
supply  of  nitrous  oxide  or  oxygen  is  flowing, 
this  will  replace  the  air.  Therefore,  if  the 
patient’s  requirements  are  8 L.  per  minute 
and  a metered  flow  of  4 L.  of  oxygen  is 
added,  the  patient  will  receive  4 L.  of  air 
and  4 L.  of  oxygen. 

The  minute  volume  of  the  patient  can 
be  ascertained  by  watching  the  gravity 
valve.  This  wiU  be  seen  to  lift  on  inspira- 
tion, showing  the  passage  of  air.  If  the 
supply  of  nitrous  oxide-oxygen  is  increased 
slowly,  at  the  point  where  the  valve  ceases 
to  lift,  the  minute  volume  of  the  patient 
can  be  read  from  the  flowmeters. 

Induction  attachment.  When  using 
the  vaporizer  and  bellows  valve  unit  as  an 
ether-air  drawover  apparatus,  the  induction 
attachment  (Fig.  4)  allows  the  anesthetist 
to  use  a predetermined  quantity  and  con- 
centration of  halothane  to  assist  induction. 


FIGURE  5.  Vaporizer  with  attachments  in  carrying 
case  suitable  for  dropping  by  parachute. 


The  attachment  normally  is  placed  between 
the  vaporizer  and  the  bellows  valve  unit, 
and,  because  of  its  low  flow  resistance, 
the  attachment  may  be  left  in  the  circuit. 
In  use,  there  are  no  appreciable  starting 
“peaks”  due  to  the  inadvertent  escape  of 
strong  vapors  by  syphoning. 

The  performance  of  the  induction  attach- 
ment can  be  preset  and  the  whole  procedure 
arranged  if  semiskilled  assistants  are  being 
supervised. 

The  entire  unit  with  attachments  fits  into 
a case  which  can  be  dropped  safely  by  para- 
chute (Fig.  5). 

Comment 

In  any  training  program  for  those  who 
might  have  to  administer  anesthetics,  it 
is  important  to  point  out  that  satisfactory 
and  safe  anesthesia  can  be  administered 
without  an  elaborate  apparatus.  The  use 
of  the  complicated  apparatus  which  is  gen- 
erally available  carries  with  it  many  hazards 
and  leaves  the  administrator  prone  to  acci- 
dents which  increase  the  difficulty  of  pro- 
viding a smooth  surgical  anesthetic  or  may 
produce  a serious  or  lethal  effect  on  the 
patient  by  its  unskilled  regulation.  These 
hazards  are  well  known  in  underdeveloped 
countries  of  the  world  where  modem 
anesthetic  machines  have  been  used  by  oc- 
casional anesthetists  without  adequate  train- 
ing. 

One  of  the  reasons  that  ordinary  anes- 
thetic machines  are  hazardous  in  the  hands 
of  those  with  limited  training  is  the  lack  of 
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accurate  quantitative  vaporizers.  Since  the 
vapor  concentration  which  is  delivered  from 
a vaporizer  depends  mainly  on  the  tempera- 
ture of  the  liquid,  this  is  affected  grossly 
by  variation  in  ambient  air  temperature  and 
by  heat  loss  during  vaporization.  Thus,  on 
vaporizers  that  have  no  quantitative  regu- 
lator, a much  higher  vapor  concentration  is 
delivered  when  the  ambient  air  is  hot  than 
when  it  is  cool,  with  the  same  setting. 
It  is  essential,  therefore,  for  a vaporizer  to 
have  an  automatic  temperature  compensator 
which  will  regulate  the  volume  of  anesthetic 
vapor  that  leaves  the  vaporizing  chamber 
in  accordance  with  the  desired  setting. 
Such  a device  greatly  simphfies  training  in 
the  use  of  any  anesthetic  agent. 

Further  drawbacks  to  the  use  of  conven- 
tional anesthetic  machines  in  emergency 
situations  are:  their  bulkiness  and  weight, 

which  makes  them  difficult  to  transport 
easily;  the  need  for  gas  cylinders,  which 
may  become  exhausted  at  the  most  inop- 
portune moment;  distraction  from  the 
patient  by  the  machine  when  it  is  used  by 
an  imskilled  person;  and,  finally,  the  fact 
that  these  machines  are  rather  expensive 
to  stock  in  large  numbers,  as  would  be  re- 
quired for  their  need  in  a widespread 
disaster. 

With  these  points  in  mind,  it  is  obvious 
that  a portable  apparatus  that  can  be  used 
with  ambient  air  as  the  vehicle  for  vaporiza- 
tion and  which  incorporates  a temperature 
compensator  in  the  vaporizer  is  desirable 
for  general  use  and  in  preparation  for  service 
in  a disaster  situation. 


Summary 

In  a mass  disaster  trained  anesthesiolo- 
gists and  anesthetic  equipment  with  com- 
pressed gases  wiU  certainly  be  in  short  sup- 
ply. Air  win  have  to  be  used  as  the  gas 
with  anesthetic  and  resuscitation  apparatus. 
Some  anesthesiologists  already  have  used 
air  by  choice  and  are  familiar  with  its  use 
in  anesthetic  procedures. 

The  quantitative  anesthetic  vaporizer 
which  is  described  here  can  be  fitted  to 
standard  anesthetic  machines  or  used  free, 
and  it  is  equally  suitable  with  air  and  with 
nitrous  oxide-oxygen. 

Several  advantages  are  gained  by  using 
this  vaporizer  routinely:  By  replacing  non- 


quantitative  anesthetic  vaporizing  bottles, 
the  standard  anesthetic  machine  wUl  meet 
the  growing  demand  that  aU  anesthetic 
apparatus  should  be  quantitative  as  far  as 
possible.  Experience  can  be  gained  in  the 
use  of  air  during  the  administration  of  rou- 
tine anesthetics.  The  training  of  personnel 
who  might  be  delegated  to  administer 
anesthetics  under  conditions  of  a disaster 
with  mass  casuahties  can  then  be  carried 
out  during  normal  hospital  routine  anes- 
thesia. 

Should  the  need  for  emergency  stockpil- 
ing of  ahesthetic  equipment  cease,  such  a 
vaporizer  could  be  used  routinely  along 
with  standard  anesthetic  apparatus,  or  it 
could  be  used  in  underdeveloped  areas  where 
it  is  difficult  to  obtain  expensive  anesthesia 
apparatus  or  the  parts  and  servicing  which 
these  may  require. 

Acknowledgment.  We  are  grateful  to  Mr.  F.  H. 
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Discussion 

Robert  W.  Robertazzi,  M.D.,  Neiu 
York  City.  The  article  by  Dobkin  and  his 
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coworkers  is  an  excellent  description  of  the 
latest  type  of  vaporizer  that  might  be  ap- 
plicable to  disaster  situations. 

In  tbe  prescientific  era  of  anesthesia  when 
the  only  demand  which  was  made  on  the 
anesthetist  by  the  surgeon  was  the  produc- 
tion of  insensible  tissues,  simplicity  reigned 
supreme.  As  our  knowledge  increased,  more 
and  more  demands  were  made  on  the  spe- 
cialist. Many,  however,  stiU  stressed  the 
need  for  simplicity  in  design  in  anesthesia 
apparatus.  One  need  only  recall  the  prin- 
ciple on  which  was  based  the  design  of  the 
original  Gwathmey  anesthetic  machine  with 
its  simple  tubes  immersed  in  water  allowing 
the  gases  to  escape  as  bubbles  through 
calibrated  orifices.  If  simplicity  is  the  goal 
in  design,  consider  the  use  of  the  Waters 
to-and-fro  setup  with  a Peterson  ether  cup 
and  a foot  bellows.  Again  if  simplicity 
is  the  keynote,  consider  the  Flagg  can  with 
its  built-in  safety.  The  problems  of  sim- 
plicity in  design  have  always  occupied  the 
minds  of  the  thinkers  in  anesthesia.  A few 
years  ago  Macintosh  gave  a series  of  talks 
in  New  York  City  entitled  “Simplicity  in 
Anesthesia.”  His  experiences  in  far-off 
lands  prompted  him  to  design  and  use 


Medical  sleuthing 

A medical  “whodunit”  baffled  Washington, 
D.C.,  investigators  in  the  case  of  a three-month- 
old  infant’s  infection.  The  child  suffered  a 
fungus  ailment  usually  caused  by  soil  con- 
taminated by  bird  or  fowl  droppings.  When 
soil  samples  from  the  yard  and  potted  plants  in 
his  home  yielded  negative  test  findings,  doctors 
at  Children’s  Hospital  called  in  a team  of 


anesthetic  appliances  and  technics  which 
could  cope  with  the  surgical  situation  and 
at  the  same  time  could  render  adequate 
anesthesia. 

The  present  apparatus,  it  seems  to  me,  is 
one  of  a series  of  modifications  of  the  original 
Oxford  vaporizer.  Temperature-compen- 
sating bypass  and  fancy  precision  control 
knobs  make  it  a wonderful  piece  of  apparatus 
for  the  operating  theater  in  a modem 
hospital. 

But,  is  it  what  we  want  in  the  field?  I 
do  not  believe  so.  Its  versatility  is  intri- 
guing. It  is  capable  of  precision  administra- 
tion of  nine  volatile  anesthetic  agents.  This 
presupposes  a profound  basic  knowledge  of 
pharmacology  on  the  part  of  the  administra- 
tor. Does  this  versatility  make  this  in- 
strument idiot-proof? 

I should  like  again  to  make  a plea  in  my 
closing  remarks,  for  simple  agents  and 
simple  technics.  A bag,  mask,  bellows,  a 
can  of  ether,  and  a bottle  of  chloroform 
might  well  serve  our  purposes.  I think 
that  in  the  hands  of  the  inexperienced 
person,  anesthesia  should  be  terribly  simple; 
otherwise  it  may  become  simply  terrible. 


specialists  in  fungus-caused  diseases. 

The  investigators  traced  three  donors  who  had 
provided  blood  during  the  child’s  first  day,  but 
tests  again  gave  negative  findings.  So  did  those 
on  all  eight  family  members  and  the  pet  dog, 
and  on  washings  from  the  air  conditioner  filter 
and  water  taps. 

Finally,  rinse  water  from  a feather-stuffed 
pillow — the  family’s  traditional  baby  pillow, 
homemade  in  Hungary  years  before — yielded 
the  suspected  organism.  The  mystery  was 
solved. 
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Listeriosis  is  a little-understood  bacterial 
infection  of  man  and  domestic  and  wild 
animals.  The  incitant,  Listeria  mono- 
cytogenes, is  a gram-positive  bacterium 
which  has  a tumbling  and  rotating  move- 
ment in  fluid  media  at  room  temperature, 
20  to  25  C.,  that  decreases  and  finally 
disappears  as  the  temperature  is  raised  to 
37  C.  Although  it  may  be  very  difficult 
to  isolate  initially,  on  subculture  the  bac- 
teria grow  readily  on  ordinary  media. 
Sometimes  it  is  necessary  to  refrigerate  the 
specimen  and  reculture  it  for  as  long  as  six 
months  before  isolation  is  accomplished.'  ^ 
Lack  of  awareness  of  the  disease  and  the 
failure  to  identify  Listeria  in  culture  have 
limited  the  number  of  human  cases  reported 
to  date.  Not  only  does  motility  disappear, 
but  also  there  is  a pleomorphism  of  the 
Listeria,  which  resembles  that  of  the  diph- 
theroids, in  cultures  incubated  at  37  C.  for 
more  than  twenty-four  hours.  The  portal 
of  entry  is  probably  via  the  mucous  mem- 
branes of  the  conjunctiva,  nasal  and  gas- 
trointestinal passages,  and  open  wounds 
of  the  skin.  There  are  eight  serotypes: 
1,  2,  3,  4a,  4b,  4c,  4d,  and  4e.  Almost  all 
the  strains  isolated  in  the  United  States  have 
been  either  1 or  4b. 

Listerial  infections  have  been  reported 


FIGURE  1.  Possible  epidemiology  and  epizoology 
of  listeriosis. 


in  28  species  of  animals  and  11  species  of 
fowl.^'^  Listeria  produce  a meningo-en- 
cephalitis  and  abortion  in  cattle  and  sheep 
and  septicemia  and  myocardial  necrosis  in 
fowls  in  which  inapparent  infections  occur. 

Listeria  have  been  isolated  from  water, 
milk,  fodder,  especially  silage,  and  soil.''^~^ 
Aerogenous  transmission  is  strongly  sup- 
ported by  observation  in  human  infections. ' 
Pork  and  chicken  have  been  indicated  as 
a source  of  infection  (Fig.  1).' 

Increasing  evidence  indicates  that  rural 
populations  and  persons  in  contact  with 
animals  have  a greater  risk  of  listerial 
infections  than  do  urban  populations.  There 
is  no  preference  for  sex.  Although  cases 
have  been  found  in  all  age  groups,  the  in- 
cidence is  greater  among  newborn  infants 
and  old-age  groups,  particularly  those  with 
debilitating  diseases  such  as  diabetes,  cancer, 
and  chronic  cardiovascular,  renal,  and  liver 
disease. 

Seeliger'  has  classified  the  clinical  forms 
of  human  listeriosis  as  follows:  septicemia 
with  angina  and  mononucleosis,  ocular- 
glandular  listeriosis,  cervicoglandular  hs- 
teriosis,  listeriosis  of  the  central  nervous 
system,  granulomatosis  and  typhoid-pneu- 
monic form,  listeriosis  of  the  newborn 
(granulomatosis  infantiseptica),  listeriosis 
during  pregnancy,  cutaneous  listeriosis,  and 
other  clinical  forms  (urethritis,  asympto- 
matic, secondary  to  tumors). 
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The  majority  of  cases  in  the  United  States 
have  been  meningitis,  meningo-encephalitis, 
and  bacteremia.  Systemic  granulomatous 
Listeriosis  of  the  newborn,  the  granulomatosis 
infantiseptica  seen  quite  commonly  in  Eu- 
rope, is  rare  in  the  western  hemisphere.®  A 
case  of  cutaneous  listeriosis  in  a veterinarian 
exposed  to  an  aborting  cow  whose  fetus 
had  listeriosis  has  been  reported  in  this 
country.  ® 

The  clinical  picture  varies  from  a mild, 
viral-like  syndrome  to  severe  septicemia 
or  meningitis  with  high  fever,  leukocytosis, 
with  convulsions  and  coma  in  children. 
The  Paul-Bunnell  reaction  measuring  hetero- 
phil antibody  is  not  obtained.  The  diagnosis 
is  made  by  the  isolation  of  the  Listeria 
from  secretions  or  infected  tissues.  While, 
in  the  experimental  animal,  significant  rises 
in  agglutinating  and  complement-fixing  anti- 
bodies are  noted,  these  immune  responses 
in  man  have  not  been  valuable  in  diagnosis, 
but  paired  sera  (acute  and  convalescent 
phase)  should  be  submitted.  Since  no 
agreement  has  been  reached  in  the  interpre- 
tation and  evaluation  of  agglutination  and 
complement-fixation  tests  for  listeriosis, 
there  is  need  for  further  serologic  studies 
on  cases  proved  by  isolation  of  the  Listeria. 

The  inflammation  and  granulomatous 
processes  induced  by  Listeria  are  not 
pathognomonic.  In  children  the  meningitis 
may  be  mild.  In  adults  there  is  a purulent 
meningitis  with  diffuse  microabscesses  most 
common  in  the  midbrain  and  cerebrum. 
The  granulomatosis  of  the  newborn  infant, 
seen  frequently  in  Europe  and  rarely  in 
the  United  States,  consists  of  microabscesses 
of  various  viscera.  In  the  acute  purulent 
inflanunatory  process  the  gram-positive 
baciUi  with  “Y”  and  “V”  forms  can  be 
readily  found,  but  in  the  microabscesses 
the  microorganisms  are  rare  and  often  look 
like  diphtheroids.  This  may  account  for 
the  failure  to  recognize  the  chronic  gran- 
ulomatous form  of  listeriosis  in  neonates. 
Seeliger'  has  summarized  the  present  knowl- 
edge concerning  listeriosis  and  has  reviewed 
the  therapy  of  cases  reported  to  date.  In 
vitro  studies  indicate  that  bacitracin  and 
polymyxin  are  not  effective.  Sulfonamide 
therapy  is  successful  when  treatment  is 
started  early  and  in  high  dosage.  The  tetra- 
cycline group  appears  to  be  one  of  the  agents 
of  choice.  They  penetrate  the  placental 
barrier,  reach  bacteriostatic  levels  in  the 


FROM  1950  TO  1961  there  were  39  cases  of 
human  listeriosis  in  Upstate  New  York  and 
23  cases  in  New  York  City.  In  the  Upstate 
group  33  per  cent  were  in  the  first  year  of  life 
and  an  equal  number  over  fifty  years  of  age, 
whereas  in  New  York  City  the  majority  were 
in  the  old-age  group  and  had  neoplastic 
disease.  Of  the  62  cases,  there  were  50  of 
meningitis,  10  of  bacteremia,  1 of  pneumonia, 
and  1 of  cutaneous  ulcer  of  the  neck.  The 
mortality,  highest  in  persons  over  fifty  years 
of  age,  was  33  per  cent  in  the  Upstate  group 
and  52  per  cent  in  New  York  City.  Listerio- 
sis has  been  found  in  sheep,  cows,  and 
chinchillas  in  the  State.  It  is  a known  cause 
of  abortion  in  sheep,  cattle,  and  rabbits  and 
may  have  a role  in  the  interruption  of  human 
pregnancy. 


mother’s  milk,  and  produce  high  levels 
in  the  spinal  fluid  after  intramuscular 
or  intravenous  administration.  As  a po- 
tentially bactericidal  agent,  penicillin  is  the 
other  antibiotic  of  choice;  it  has  less  toxic 
effect  and  is  more  economical. 

Listeriosis  in  New  York  State 

Animal  cases.  L.  monocytogenes  was 
isolated  from  the  brains  of  four  cows  (one 
1,  three  4b),  a sheep  (4b),  and  two  chinchillas 
(1)  in  1960  to  1961.  A type  4b  Listeria 
was  demonstrated  in  films  of  the  cerebellum 
of  a deer  by  fluorescent  antibody  method. 
A rough  index  of  the  possible  incidence  of 
the  meningo-encephalitis  in  domestic  and 
wild  animals  was 'obtained  from  a review 
of  the  brains  submitted  to  this  laboratory, 
with  a suspected  diagnosis  of  rabies  during 
a ten-year  period  (1950  to  1959).  Of  1,626 
cows’  brains,  59  showed  a meningo-encepha- 
litis and  not  rabies;  of  69  sheep’s  brains, 
there  were  2;  of  10  goats’  brains,  1;  of  31 
horses’  brains,  1;  and  of  14  deer’s  brains, 
1.  Random  samples  of  these  brains  were 
stained  by  the  Brown-Brenn  technic,*® 
and  gram-positive  bacteria,  some  showing 
the  “Y”  and  “V”  forms  seen  with  Listeria, 
were  found.  These  observations  represent 
the  experience  of  only  oirr  laboratory,  and 
more  extensive  knowledge  of  the  extent 
of  the  disease  in  domestic  animals  of  the 
State  has  been  gathered  over  the  years 
by  the  Veterinary  College  of  Cornell  Uni- 
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TABLE  I.  Human  listeriosis  in  New  York  State  (1948  to  1961)* 


Prevailing 

Years 

Situations 

1948 

1950 

1951 

1952 

1953 

1954 

1955 

1956 

1957 

1958 

1959 

1960 

1961 

Total 

New  York  State 

exclusive  of 
New  York 
Cityt 

Cases 

1 

1 

1 

3 

2 

1 

1 

3 

7 

14 

5 

39 

Deaths 

Types 

1 

0 

1 

2 

0 

0 

0 

0 

3 

4 

2 

13 

1 

1 

1 

5 

2 

9 

4b 

1 

2 

6 

9 

3 

21 

Not  typed 

1 

1 

2 

1 

1 

3 

9 

New  York  City** 

Cases 

1 

1 

1 

0 

0 

0 

1 

4' 

6 

2 

2 

5 

0 

23 

Deaths 

Types 

1 

1 

1 

0 

0 

0 

0 

1 

3 

2 

0 

2 

0 

12 

1 

1 

1 

1 

1 

3 

0 

1 

1 

9 

4b 

1 

3 

2 

2 

1 

3 

12 

Not  typed 

1 

1 

2 

* Twelve  cases  were  collected  by  Harvey  Shields  Collins,  M.D.,  Memorial  Hospital  for  Cancer  and  Allied  Diseases,  New  York 
City.  The  cases  were  typed  by  Mitchell  Gray,  M.D.,  Bozeman,  Montana.  Other  cases  were  referred  by  Dr.  Gray  or  cultures 
were  sent  to  the  authors. 

t Deaths  by  type:  Type  1,  5;  Type  4b,  7;  not  typed,  1.  Clinical  forms:  meningitis,  30;  bacteremia,  8;  pneumonia,  1. 
Mortality  rate  was  33  per  cent. 

**  Deaths  by  type:  Type  1,  4;  Typ>e  4b,  7;  not  typed,  1.  Clinical  forms:  meningitis,  20;  bacteremia,  2;  cutaneous,  1. 
There  were  3 additional  cases  with  no  histories.  Mortality  rate  was  52  per  cent. 


versity,  Ithaca,  New  York.  The  so-caUed 
“circling”  disease  of  cattle  and  sheep  has 
heen  seen  for  many  years  during  late  winter 
and  spring  in  the  State,  and  outbreaks  of 
abortion  in  these  species  occur.  The  types 
of  Listeria,  1 and  4b,  found  in  animals 
have  been  the  same  as  those  isolated  from 
human  cases  so  far. 

Human  cases.  During  the  past  twelve 
years  (1950  to  1961)  cultures  from  39  cases 
of  human  listeriosis  in  New  York  State, 
exclusive  of  New  York  City,  were  identified; 
during  the  same  period,  there  were  23 
proved  cases  in  New  York  City.  In  addi- 
tion, there  were  3 other  proved  cases  from 
which  no  history  was  obtained  (Table  I). 
The  cases  were  widely  distributed  through- 
out the  State.  No  definite  relation  to  rural 
populations  or  association  with  animal 
reservoirs  was  established.  The  mother  of  a 
child  with  neonatal  meningitis  had  dressed 
a large  number  of  chickens  about  three 
months  before  delivery.  Listeria  were  not 
isolated  from  the  feces  on  the  floor  of  the 
chicken  house.  At  least  2 to  4 cases  oc- 
curred in  each  month  of  the  year.  In 
this  series  8 cases  occurred  in  July,  9 in 
November,  5 in  December,  and  5 in  January. 

The  cases  were  about  equally  divided 
between  males  and  females.  Thirty-three 
per  cent  (12)  were  in  the  first  year  of  life. 


and  an  equal  number  were  over  fifty  years 
of  age  in  the  group  excluding  New  York 
City.  In  the  New  York  City  group  less 
than  10  per  cent  were  in  the  first  year  of 
life  (Table  II).  The  majority  of  this  group 
had  neoplastic  disease,  commonly  of  the 
lymphoid  tissue,  and  usually  had  received 
steroid  therapy  or  antimetabohtes  prior 
to  the  listerial  infection.  There  were  more 
Type  4b  strains  (33)  isolated  than  Type 
1 (18),  the  only  two  types  found. 

Of  the  62  cases,  50  had  meningitis,  10  a 
bacteremia,  1 was  a case  of  pneumonia  from 
which  Listeria  were  isolated  from  the  lungs, 
and  1 was  a case  of  cutaneous  ulcer  of  the 
neck.  The  over-all  mortality  rate  in  the 
Upstate  group  was  33  per  cent  and  in  the 
New  York  City  group,  52  per  cent.  The 
mortality  was  highest  in  persons  over  fifty 
years  of  age. 

There  was  little  opportunity  to  investigate 
any  antecedent  genital  listeriosis  in  the 
parents  of  cases  of  neonatal  meningitis. 
The  father  of  one  baby  showed  a significant 
titer  (50  per  cent  units  fixed)  of  complement- 
fixing antibodies  to  listerial  antigens  in  his 
serum.  In  another  case.  Listeria,  Type  4b, 
were  demonstrated  by  fluorescent-antibody 
technic  in  two  successive  specimens  of 
urethral  secretions  from  the  father  and  in 
the  vaginal  secretions  of  the  mother. 
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TABLE  II.  Human  listeriosis  in  New  York  State — age  incidence  and  deaths 


Age  (Years) 

0 

1 

11 

21 

31 

41 

51 

61 

71 

81 

to 

to 

to 

to 

to 

to 

to 

to 

to 

to 

Un- 

Prevailing  Situations 

1 

10 

20 

30 

40 

50 

60 

70 

80 

90 

known  Total 

New  York  State  exclusive 

of  New  York  City 
Cases 

12 

4 

2 

0 

2 

2 

5 

4 

1 

2 

5 

39 

Deaths 

New  York  City 

4 

1 

2 

0 

0 

1 

3 

1 

0 

1 

0 

13 

Cases 

2 

2 

1 

1 

1 

0 

0 

6 

0 

0 

10 

23 

Deaths 

2 

2 

0 

1 

1 

0 

0 

4 

2 

12 

Neither  one  had  specific  antibodies  in  their 
sera.  The  strains  could  not  be  isolated 
culturally. 

Comment 

More  and  more  cases  of  listeriosis  of 
newborn  infants  are  being  recognized. 
Hood“  reported  29  cases  at  the  Charity 
Hospital,  New  Orleans,  Louisiana,  in  a 
five-year  period.  The  role  of  the  mother  as 
a carrier  and  source  of  the  neonatal  infec- 
tion is  still  to  be  proved.  Rappaport  et  alJ'^ 
isolated  Listeria  from  25  of  34  women  with  a 
history  of  repeated  abortion.  Of  these, 
11  were  pregnant  and  treated  with  1 million 
units  of  penicillin  and  1 Gm.  of  sulfameth- 
oxylpyridazine  daily  for  fourteen  days.  The 
Listeria  disappeared  from  the  vaginal  flora 
at  varying  periods  of  time.  Wenkebach*^ 
has  described  a urethritis  due  to  L.  mono- 
cytogenes in  a group  of  5 men  in  whom  the 
infection  was  suspected  of  being  contracted 
from  a common  promiscuous  source. 

Single  and  small  groups  of  cases  have  been 
reported.  Gray*^  has  received  approxi- 
mately 450  strains  from  human  cases  in  the 
United  States  at  his  Listeria  Typing  Center, 
State  Veterinary  CoUege,  Bozeman,  Mon- 
tana. In  the  Albany  area  during  a two- 
month  period  in  1962  films  of  vaginal  se- 
cretions were  received  from  14  women  with 
histories  of  repeated  abortions.  Five  se- 
cretions from  five  women  showed  fluorescing 
Listeria  of  either  Type  1 or  4b.  Two  patients 
aborted,  and  Listeria  were  demonstrated  in 
the  placentas;  in  1 case.  Listeria  were  found 
in  a film  of  the  brain  of  the  fetus. 

The  need  to  determine  the  incidence  of 
Listeria  in  the  vaginal  flora  of  pregnant 
women  and  the  role  of  Listeria  in  the  inter- 
ruption of  pregnancy  prompted  us  to  under- 


take a survey  in  three  hospitals  in  two  large 
medical  centers  in  Upstate  New  York,  which 
will  provide  approximately  2,000  cases  a 
year. 

Our  studies  of  listeriosis  in  gravid  rabbits 
show  that  the  pregnant  animal  is  particularly 
susceptible  to  listeriosis  which  results  in 
abortion,  miscarriage,  and  neonatal  menin- 
gitis.*^ In  the  gravid  rabbit,  which  may 
not  succumb  to  the  infection,  there  is  a 
marked  rise  in  complement-fixing  and  ag- 
glutinating antibodies.  The  complement- 
fixing antibodies  are  a more  reliable  index 
of  the  clinical  course  of  the  infection. 

Summary 

Sixty -two  cases  of  human  listeriosis  were 
reported  in  New  York  State  during  a twelve- 
year  period.  There  were  39  cases  in  Upstate 
New  York  and  23  cases  in  New  York  City. 
The  cases  were  equally  divided  between 
males  and  females.  Thirty-three  per  cent 
(12)  were  in  the  first  year  of  life,  and  an 
equal  number  were  over  fifty  years  of  age 
in  the  Upstate  group.  The  majority  of 
the  cases  in  New  York  City  were  in  the 
old-age  group  and  had  neoplastic  disease, 
usually  of  the  lymphoid  tissues.  There 
were  more  Type  4b  (33)  than  Type  1 (18) 
strains  isolated;  these  two  types  were  the 
only  ones  recovered.  Of  the  62  patients, 
50  had  a meningitis,  10  had  a bacteremia, 
1 had  pneumonia  from  which  Listeria  were 
isolated  from  the  lung,  and  1 had  a cutaneous 
ulcer  of  the  neck.  The  mortality  in  the 
Upstate  groups  was  33  per  cent;  in  the 
New  York  City  group,  it  was  52  per  cent. 
The  mortality  rate  was  highest  in  persons 
over  fifty  years  of  age.  Listeria  have  been 
isolated  from  sheep,  cows,  and  chinchillas 
in  the  State.  The  types  isolated,  1 and  4b, 
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are  the  same  and  are  the  only  types  found 
so  far  in  human  cases. 

The  role  of  listeriosis  in  the  interruption 
of  human  pregnancy  is  yet  to  be  determined, 
but  it  may  be  important.  It  is  a known 
cause  of  abortion  in  sheep,  cattle,  and 
rabbits. 

New  Scotland  Avenue,  Albany  1 
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Breathing  problem  linked  to 
cord  clamping 

Clamping  the  umbilical  cord  before  a new- 
born infant  has  drawn  his  second  breath  may  be 
a factor  in  the  development  of  possible  fatal 
breathing  difficulty,  a University  of  California 
study  reported  in  the  April  6 Journal  of  the 
American  Medical  Association  has  shown. 

Difficulty  in  breathing  and  incomplete  ex- 
pansion of  the  lungs  at  birth,  the  so-called 
“respiratory  distress  syndrome,”  accounts  for 
about  27  per  cent  of  deaths  during  the  first  seven 
days  of  life. 

In  a report  of  results  of  early  and  late  clamp- 
ing among  124  infants,  all  of  the  infants  were 
either  premature,  delivered  by  cesarean  section, 
or  had  diabetic  mothers.  The  syndrome  is  more 
common  under  these  circumstances. 

Nineteen  of  41  premature  infants  in  whom  the 
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cord  was  clamped  before  they  drew  their  second 
breath  showed  moderate  to  severe  distress, 
whereas  only  6 of  52  premature  infants  in  whom 
the  cord  was  clamped  after  they  drew  a second 
breath  were  affected.  Among  infants  born  by 
cesarean  section  or  of  diabetic  mothers,  2 of  10 
clamped  early  demonstrated  respiratory  distress, 
while  none  of  the  21  clamped  late  had  any  evi- 
dence of  this  problem. 

Labored  breathing  in  newborns  may  arise 
from  a variety  of  conditions,  but  causes  relating 
to  the  lungs  can  be  associated  with  clamping  the 
umbilical  cord  before  the  infant’s  lungs  are  fully 
expanded. 

A gradual  change-over  from  placental  to 
pulmonary  oxygen  is  probably  accomplished 
with  only  minor  changes  in  over-all  blood 
flow,  pressure,  and  resistance.  But  if  the  um- 
bilical cord  is  clamped  before  the  lungs  have  ex- 
panded fully,  there  will  be  a sudden  over-all 
rise  in  blood  pressure  which  could  damage  the 
lungs  or  other  organs. 
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Case  history 

A thirty-year-old  Negro  woman  was 
admitted  to  the  hospital  because  of  severe 
colic  in  her  left  flank  radiating  to  the 
perineum  of  one  day’s  duration.  The  pain 
had  appeared  suddenly  and  had  become 
progressively  more  severe.  There  was  no 
history  of  urinary  calculi  or  hematuria.  The 
patient  had  been  well  except  for  a hys- 
terectomy for  uterine  myomas  one  year 
before  admission. 

She  was  a young,  obese  woman  who  was 
afebrile  but  appeared  acutely  ill  with  pain 
in  the  left  flank.  Her  blood  pressure  was 
94/40  mm.  Hg.  Except  for  definite  ab- 
dominal tenderness  of  the  left  flank  and 
left  lower  quadrant  and  a surgically  absent 
cervix  and  uterus,  her  physical  examination 
was  within  normal  limits. 

Urinalysis  showed  a specific  gravity  of 
1.027  without  evidence  of  albiunin  or  sugar. 
Microscopic  study,  however,  showed  4 
red  blood  cells  and  3 white  blood  cells  per 
high-power  field.  Special  studies  of  the 
urine  for  bacteria,  especially  for  tuberculosis, 
gave  negative  results.  Other  laboratory 
studies  showed  normal  findings. 

Radiologic  discussion 

Nathaniel  Finby,  M.D.:  Radiographic 
study  of  the  abdomen,  on  admission,  showed 
normal  abdominal  structures  without  ev- 
idence of  a radiopaque  urinary  calculus  or 


abnormal  soft  tissue  mass.  The  patient  was 
treated  with  oral  propantheline  bromide 
(Pro-Banthlne  bromide)  and  intramuscular 
meperidine  hydrochloride  (Demerol  hydro- 
chloride). When  she  was  free  of  pain,  eight 
hours  after  admission,  an  intravenous  pyelo- 
gram  demonstrated  prompt  function  in 
both  kidneys  (Fig.  1).  The  right  kidney 
and  ureter  appeared  normal,  but  there  was 
hydronephrotic  change  on  the  left  with 
evidence  of  a dilated,  tortuous  left  ureter. 
An  unusual  “beading”  due  to  transverse 
lucent  bands  was  seen  in  a relatively  narrow 
segment  of  the  distal  left  ureter. 

This  same  segmental  “banding”  or  “bead- 
ing” was  more  clearly  demonstrated  on 
retrograde  injection  of  contrast  material 
into  the  distal  left  ureter  (Fig.  2).  No 
filling  defect,  extrinsic  pressure,  or  mass 
could  be  demonstrated.  There  again  was 
dilatation  of  the  ureter  proximal  to  the 
segmented  distal  ureter,  but  removal  of  the 
catheter  resulted  in  prompt  but  slow  empty- 
ing of  the  contrast  material  into  the  bladder 
(Fig.  3). 

Pathologic  discussion 

John  W.  Draper,  M.D.:  Cystoscopy  re- 
vealed a moderately  congested  bladder 
with  some  edema  of  the  left  ureteral  orifice. 
A number  4 French  ureteral  catheter  could 
not  be  passed  more  than  2 cm.  into  the 
ureter.  As  noted,  contrast  material  instilled 
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FIGURE  1.  Pyelographic  study,  thirty  minutes 
after  intravenous  injection  of  contrast  medium, 
demonstrates  normal  right  collecting  system  but 
obstructive  uropathy  on  the  left.  Note  the  band- 
like lucencies  in  the  narrow  distal  left  ureter. 

into  the  lower  left  ureter  showed  the  distal 
one  third  to  be  irregular  in  contour  with 
areas  of  multiple  narrowing.  There  was 
residual  contrast  medium  in  the  left  ureter 
thirty  minutes  later. 

A left  nephrostomy  was  instituted  for 
preliminary  drainage,  and  one  week  later  the 
left  lower  ureter  and  bladder  were  explored 
retroperitoneaUy  through  a left  Gibson- 
type  incision.  The  left  ureter  was  located 
and  freed  retroperitoneaUy.  There  was  scar 
tissue  around  the  distal  centimeter  of  the 
ureter,  presumably  a tissue  reaction  from 
the  previous  hysterectomy.  The  remainder 
of  the  ureter  appeared  essentially  normal  by 
external  inspection. 

The  ureter  was  divided  at  its  insertion 
into  the  bladder.  Despite  a patent  orifice, 
a number  5 ureteral  catheter  could  not  be 
passed  up  the  ureter.  The  ureter  was  then 
cut  longitudinally,  and  four  valve-like  struc- 
tures were  demonstrated  as  the  cause  of  the 
obstruction  to  the  retrograde  passage  of  the 
ureteral  catheter.  After  the  distal  ureter 
was  cut  longitudinally  for  a distance  of  9.5 


FIGURE  2.  Retrograde  injection  of  contrast  mate- 
rial into  the  most  distal  segment  of  the  left  ureter 
clearly  demonstrates  the  segmental,  transverse 
‘‘ring”-like  lucencies  distal  to  the  dilated  upper 
ureter. 

cm.,  the  last  valve  was  encountered,  and 
the  catheter  finally  could  be  passed  into 
the  left  kidney. 

The  entire  distal  third  of  the  ureter  with 
its  valves  was  excised.  A bladder  flap  of 
the  Ockerbladt  type  was  fashioned,  and 
the  remaining  ureter  was  reinserted  into  the 
bladder  flap. 

The  nephrostomy  tube  was  removed  three 
weeks  later,  followed  by  intravenous  pyelo- 
graphic study  in  one  week.  This  showed  a 
complete  resolution  of  the  left  hydroureter 
and  hydronephrosis. 

Nora  H.  Spens,  M.B.:  The  segment  of 
ureter  removed  measured  9.5  cm.  On  the 
mucosal  surface  there  were  four  annular 
bands,  each  1 to  2 mm.  in  width,  about  1 
cm.  apart,  the  lowest  being  2 cm.  from  the 
distal  end  of  the  specimen.  Microscopic 
examination  showed  that  these  consisted  of 
localized  sessile  thickenings,  or  spurs  of  the 
mucosal  connective  tissue,  covered  by  nor- 
mal transitional  cell  epithelium.  Muscle 
fibers  were  not  present  in  the  valve  tissue 
fFigs.  4 and  5). 

Comment 

Dr.  Finby:  The  strange  radiolucent 

banding  of  the  distal  left  ureter  is  more 
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FIGURE  3.  Removal  of  the  ureteral  catheter  dem- 
onstrates prompt  but  slow  flow  from  ureter  into 
bladder.  Contrast  material  was  demonstrated  in 
obstructed  left  ureterthirty  minutes  later. 

reminiscent  of  webs  or  rings  in  the  esophagus 
than  of  obstructing  structures  seen  as 
congenital  valves  in  the  urethra.  Indeed, 
the  obstruction  to  retrograde  passage  of  the 
catheter  is  in  sharp  contrast  to  the  false 
ease  of  retrograde  passage  of  the  urethral 
catheter  through  in-ethral  valves.  Indeed, 
voiding  urethrograms  are  usually  neces- 
sary to  demonstrate  congenital  urethral 
valves. 

Ureteral  “valves”  (webs,  bands,  rings?) 
are  rare,*""*  and  certainly  their  roentgeno- 
graphic  demonstration  is  unique.  It  is 
interesting  to  note  that  the  usual  roent- 
genographic  demonstration  has  been  on  the 
basis  of  obstruction  or  nonfunction  of  a 
kidney.  One  patient  has  been  reported  with 
a ureteral  and  a urethral  valve.  ^ 

Differential  diagnosis  includes  vascular 
impressions  on  the  ureter  due  either  to 
anomalous  or  to  collateral  circulation.® 
Varicose  veins  or  arteriovenous  fistulas  also 
notch  the  ureter,  but  these  vascular  im- 
pressions are  usually  marginal,  rounded,  and 
nonobstructive,  clearly  different  from  the 
appearance  in  our  patient. 

Similarly,  the  beading  due  to  tuberculosis 
or  ureteritis  cystica  should  be  easily  dif- 
ferentiated since  the  former  usually  causes 
irregular  areas  of  narrowing  and  dilatation 
and  the  latter  causes  marginal  rounded 


FIGURE  4.  Photomicrograph  of  mucosal  spur 
showing  continuity  of  the  fibrous  connective  tissue 
fromthe  lamina  propia  intothe  spur. 


A 


FIGURE  5.  Diagram  of  longitudinal  section  of 
ureter  showing  sessile  thickening  (A)  and  spur  (B) 
of  the  mucosal  connective  tissue. 


defects  rather  than  transverse  lucent  linear 
shadows. 

Kinking  of  an  elongated,  dilated  ureter 
and  transverse  fibrotic  scars  may  cause 
similar  linear  defects  and  must  be  considered 
in  differential  diagnosis. 

Dr.  Spens:  The  folding  of  the  excess 
mucosal  tissue  of  the  valves  is  not  con- 
sidered to  be  the  result  of  inflammatory 
disease  or  to  contraction  following  trauma 
from  the  previous  surgery,  because  of  the 
lack  of  fibrosis  or  any  other  pathologic 
change  in  the  ureteral  wall  in  the  region  of 
the  valves.  They  are  believed  to  represent 
a congenital  malformation  of  the  lining  of 
the  distal  third  of  the  left  ureter. 

Congenital  valves  of  the  ureter  occur  most 
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commonly  at  the  pelviureteral  junction  or 
at  the  ureterovesical  junction.  Urinary 
obstruction,  partial  or  complete,  has  been 
reported  caused  by  valves  in  the  course  of 
the  ureter,  but  these  are  usually  single  and 
formed  by  a transverse  fold  containing 
muscle  tissue  in  addition  to  mucosa.  These 
have  been  described  as  forming  an  annular 
ring  with  a pinpoint  orifice,  or  as  occurring 
in  the  form  of  cusps.  * 

It  has  been  estimated  that  in  5 per  cent 
of  newborn  infants  there  are  thin  vestigial 
remnants  forming  valves  in  the  ureter. 
These  normally  disappear  without  causing 
any  obstruction.  The  valves  in  our  case 
appear  to  be  similar  vestigial  remnants, 
which,  for  some  reason,  have  persisted. 
Although  they  were  small,  partial  symptom- 
less obstruction  had  been  present  for  some 
time  as  demonstrated  by  the  hydroureter 


Compensation  changes  urged 


The  cost  of  compensation  for  cardiac  dis- 
ability borne  by  industry  can  be  “greatly  re- 
duced” but  not  by  keeping  heart  patients  off 
the  payrolls,  Louis  H.  Sigler,  M.D.,  Brooklyn, 
has  stated  in  the  March  9 Journal  of  the  Ameri- 
can Medical  Association. 

Instead  of  devising  methods  of  eliminating 
cardiacs  and  so-called  potential  cardiacs,  in- 
dustry should  aim  at  detecting  and  preventing 
heart  attacks  among  its  employees  and  in  re- 
habilitating and  encouraging  claimants  to  con- 
tinue their  work.  Dr.  Sigler  says. 

“In  a great  many  individuals  in  the  ‘arterio- 
sclerotic age’  there  may  be  absolutely  no  physi- 
cal or  laboratory  findings  to  indicate  the  pres- 


and hydronephrosis.  The  reason  for  the 
sudden  onset  of  acute  obstruction  is  not 
obvious,  but  it  is  possible  that  a small 
stone  became  lodged  in  one  of  the  bands, 
although  it  was  not  demonstrated  radio- 
graphically, or  that  abnormal  kinking  oc- 
curred at  the  site  of  one  of  the  bands. 
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ence  of  coronary  disease  shortly  before  the 
acute  attack,  and  it  is  often  impossible  to  pre- 
dict who  will  suffer  an  attack  and  to  what  ex- 
tent,” he  said.  “The  theory  of  eliminating 
cardiacs  from  industry  is  therefore  hypothetical 
in  many  cases.” 

There  have  been  many  instances  in  which 
heart  trouble  occurred  at  home  and  no  careful 
medical  examination  was  made  before  the 
worker  was  allowed  to  return  to  his  job.  In 
many  of  these  cases,  proper  management  of  the 
patient  and  rest  would  have  prevented  a later 
attack  occurring  at  work  for  which  the  em- 
ployer was  held  responsible. 

The  relative  safety  of  heart  patients  returning 
to  work  after  recovery  from  an  attack  and  the  in- 
frequency of  total  disability  and  early  death 
should  be  demonstrated  to  industry  and  pa- 
tients. 
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A PREVIOUS  article  of  this  series  dealt  with 
Manson’s  schistosomiasis,  a tropical  disease 
resulting  from  infestation  with  the  parasite 
Schistosoma  mansoni.  There  are  two  other 
main  schistosomal  infections,  urinary  and 
Oriental  schistosomiasis.  Their  pathologic 
and  chnical  features  will  be  described  in  the 
present  article,  and  appropriate  treatment 
will  be  discussed. 

Schistosoma  haematobium  infections 

Urinary  schistosomiasis  (bilharziasis), 
caused  by  the  parasite  S.  haematobium,  af- 
fects 50  million  people  in  Africa  and  the 
Middle  East.  Recent  irrigation  projects 
such  as  the  Aswan  Dam  in  the  heavily  in- 
fested waters  of  the  Nile  VaUey  have  ex- 
tended the  geographic  distribution  of  in- 
fected snail  hosts,  and  several  million  new 
infections  have  been  diagnosed  in  the  past 
decade  in  Egypt  alone. 

Pathologic  features.  The  life  cycle  of 
the  parasite  is  similar  to  that  described  pre- 
viously for  S.  mansoni.  The  only  major  dif- 
ferences are  that  the  adult  worms  lie  pri- 
marily in  vesical  rather  than  mesenteric 
vessels,  that  the  eggs  are  excreted  in  the 
urine  rather  than  in  the  stool,  and  that  the 
snail  hosts  (Bulinus  or  Physopsis)  are  dis- 
tinct. Pathologic  changes  during  the  period 
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FIGURE  1.  Multiple  calcified  S.  haematobium  in  a 
biopsy  of  the  bladder  wall.  The  tissue  is  in- 
filtrated with  leukocytes  and  shows  early  gran- 
uloma formation. 

of  parasitic  penetration,  migration,  and 
maturation  are  also  comparable  with  those 
described  for  S.  mansoni. 

The  primary  pathologic  changes  of  urinary 
schistosomiasis  are  in  the  vesical  mucosa  and 
submucosa.  Characteristic  reactions  in  the 
bilharzial  bladder  include  the  following: 
in  the  submucosa,  abscess  formation  and  in 
mucosa,  thickening,  ulceration,  calcification, 
pseudotubercle,  and  polyp  and  papiUoma 
formation,  with  villous  cystitis  and  squa- 
mous metaplasia.  Foreign-body  reaction 
with  leukocytic  infiltration  (Fig.  1)  and 
superimposed  bacterial  infection  are  com- 
mon. Chronic  bilharzial  changes  include 
obstruction  of  the  ureteral  orifices  with  re- 
sultant hydro-ureter  and  hydronephrosis, 
vesical  and  urethral  fistulas,  and  anaplasia 
of  the  mucosa. 

The  most  serious  sequel  of  urinary  schisto- 
somiasis is  the  evolution  of  bladder  cancer. 
Vesical  carcinoma  is  extremely  rare  in  the 
United  States,  accounting  for  less  than  1 
per  cent  of  aU  cancers.  In  Egypt,  on  the 
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FIGURE  2.  Advanced  urinary  bilharziasis.  When  the  bladder  is  contracted  (A),  its  calcified  wall  appears  as 
“crumpled  paper,”  and  when  dilated  with  urine  (B),  it  has  been  likened  to  a fetal  head. 


other  hand,  where  S.  haematobium  was  de- 
monstrable in  40  per  cent  of  autopsies  in 
a general  survey,  bladder  neoplasms  are  the 
most  common  tumors  seen.  Underlying 
bilharzial  infection  was  found  in  83  per  cent 
of  all  vesical  cancers  in  this  survey.  Squa- 
mous cell  carcinoma  is  the  most  common 
type  encountered,  correlating  well  with  the 
high  incidence  of  squamous  metaplasia. 
Experimental  studies  have  incriminated 
chronic  irritation  by  the  eggs  and  toxic 
secretions  of  the  parasite  as  causative  fac- 
tors, but  the  role  these  play  is  undetermined. 

Clinical  manifestations.  The  early 
signs  and  symptoms  of  bilharziasis  are  simi- 
lar to  those  described  for  S.  mansoni  infec- 
tion. Symptoms  referable  to  vesical  in- 
volvement occur  in  only  a small  percentage 
of  infected  patients.  Urgency  and  fre- 
quency of  urination,  mild  dysuria,  or  ter- 
minal hematuria  are  often  the  earliest  indi- 
cations. Gross,  persistent  hematuria, 
urinary  retention,  severe  dysuria,  incon- 
tinence, and  fistulous  leakage  are  evidence  of 
advanced  disease. 

Diagnosis.  The  identification  of  the 
terminally  spined  eggs  of  S.  haematobium  is 


necessary  for  confirmation  of  bilharziasis. 
The  highest  yield  is  obtained  by  microscopy 
on  concentrated  sediment  from  the  last 
drops  of  early  morning  urine.  Cystoscopy 
may  reveal  the  characteristic  mucosal 
changes  described,  and  biopsy  of  these  areas 
will  often  reveal  S.  haematobium  ova  in  large 
numbers.  Gross  calcification  of  the  bladder 
is  a common  radiologic  finding  (Fig.  2)  in 
advanced  cases,  and  intravenous  pyelog- 
raphy may  provide  added  evidence  of 
secondary  renal  damage.  Skin  tests,  com- 
plement-fixation, and  other  immunologicaUy 
based  procedures  are  of  the  same  value  as  in 
S.  mansoni  infections. 

Treatment.  Sodium  antimony  tartrate 
is  recommended  for  the  treatment  of  urinary 
bilharziasis.  The  frequency  and  severity  of 
chronic  changes  in  bladders  invaded  by 
S.  haematobium,  even  in  those  only  tran- 
siently exposed  or  lightly  infected,  demand 
the  most  effective  treatment.  Despite  the 
drawbacks  of  intravenous  administration, 
enforced  hospital  observation,  and  nausea 
and  vomiting  late  in  the  regimen,  completion 
of  a full  course  of  sodium  antimony  tar- 
trate therapy  almost  always  eradicates  the 
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parasite.  The  initial  dosage  should  be  40 
mg.  daily,  with  a gradual  increase  to  120  mg. 
per  day  by  the  fourth  day  and  continua- 
tion of  this  level  each  day  until  a total  of 
1.5  Gm.  has  been  administered.  Nausea 
and  vomiting  are  common  after  1 Gm.  has 
been  received,  and  a hiatus  of  several  days 
is  desirable  before  completing  the  injections. 

An  adequate  course  of  intramuscular 
stibophen  (Fuadin)  (see  previous  article) 
will  eradicate  S.  hematobium  in  about  75 
per  cent  of  patients  with  early  disease. 
Stibophen  is  the  drug  of  choice  if  therapy  is 
to  be  maintained  on  an  outpatient  basis. 
Lucanthone  hydrochloride,  the  only  oral 
antischistosomal  agent  available,  is  also  ef- 
fective against  S.  haematobium  but  causes 
marked  vertigo,  nausea,  vomiting,  and 
prostration.  It  may  also  cause  acute  psy- 
chosis in  adults,  and  its  routine  use  in 
areas  where  the  disease  is  not  endemic  is  con- 
traindicated. Response  to  therapy  should  be 
classified  as  a “cirre”  only  if  urine  or  vesical 
biopsy  foUow-up  studies  show  negative  re- 
sults for  over  a year. 

The  biUiarzial  tubercle  on  the  bladder  wall 
disappears  or  diminishes  after  therapy,  and 
cystoscopy  may  reveal  only  pallor  or  residual 
scarring.  Urologic  surgical  treatment  is 
often  indicated  in  the  patient  with  advanced 
disease.  Dilatation  of  constricted  ureters  is 
helpful,  and  excision  of  stenotic  orifices  may 
be  necessary.  Cystotomy  or  ileocystoplasty 
may  be  useful  in  patients  with  contracted, 
calcific  bladders.  Repair  of  fistulas  is  im- 
perative, and  antibiotic  therapy  for  super- 
imposed bacterial  infection  is  a further  neces- 
sary adjunct. 

Schistosoma  japonicum  infections 

The  global  incidence  of  Oriental  schisto- 
somiasis, caused  by  S.  japonicum,  cannot  be 
determined  today  with  accuracy.  It  is 
estimated  that  50  million  people  are  in- 
fected, but  for  over  twenty  years  there  have 
been  no  valid  statistics  available  from  the 
area  of  its  highest  incidence,  which  is  in  the 
Yangtze  VaUey  in  China.  Endemic  foci 
exist  in  Forrhosa,  Japan,  and  the  Philippines. 
Despite  this  limited  distribution,  the  po- 
tential danger  of  the  parasite  can  be  ap- 
preciated from  the  fact  that  at  least  1,500 
American  soldiers  during  World  War  II 
were  known  to  be  infected  within  a six- 
month  period  on  the  island  of  Leyte. 


Pathologic  features.  The  life  cycle  of 
S.  japonicum  is  similar  to  that  described  for 
S.  mansoni  except  that  a specific  intermediate 
snail  vector  (Oncomelania)  exists,  and  other 
mammals  may  serve  as  definitive  hosts.  The 
adult  worms  lie  in  the  mesenteric  vessels,  but 
the  female  S.  japonicum  produces  about  11 
times  as  many  eggs  as  her  S.  mansoni  coun- 
terpart. 

The  pathogenesis  of  the  lesions  is  the  same 
for  both  infections,  but  the  histologic 
changes  are  correspondingly  more  severe  in 
Oriental  schistosomiasis.  Submucosal  ab- 
scess formation  is  more  extensive,  mucosal 
proliferation  greater,  and  polyp  formation, 
fibrotic  strictures,  fissures,  and  prolapse 
more  common.  Hepatosplenic  damage  is 
also  more  severe,  both  in  the  acute  and 
chronic  stages.  Presinusoidal  and  post- 
sinusoidal  hypertension  become  marked  in 
untreated  cases,  with  resultant  variceal 
formation  and  ascites.  The  central  nervous 
system  is  involved  in  2.5  per  cent  of  cases. 
The  typical  lesion  is  an  expanding  granulo- 
matous tumor  with  a necrotic  center  and 
giant-ceU  border.  There  may  be  pressure 
atrophy  of  surrounding  brain  tissue.  Other, 
unusual  sites  of  involvement  are  the  eye, 
heart,  and  skin. 

Clinical  manifestations.  Unlike  pa- 
tients with  the  other  two  schistosomal  in- 
fections, the  majority  (80  to  90  per  cent) 
with  an  initial  infection  with  S.  japonicum 
have  a marked  chnical  reaction.  Fever, 
chiUs,  abdominal  pain,  diarrhea,  weight  loss, 
hacking,  nonproductive  cough,  irrticaria, 
malaise,  anorexia,  tender  hepatosplenomeg- 
aly  (in  90  per  cent),  diffuse  moist  rales,  and 
a stiff  neck  are  common  signs  and  symptoms 
during  the  acute  phase  of  egg  deposition, 
which  occurs  about  one  month  after  expo- 
sure. Chronic  featiues  of  the  disease  in- 
clude hematemesis,  ascites,  anemia,  and 
other  evidence  of  terminal  liver  failiue. 

Diagnosis.  The  identification  of  the 
S.  japonicum  ova  is  the  surest  way  to  con- 
firm a diagnosis  of  Oriental  schistosomiasis. 
Dmring  the  early  phase  of  generalized  symp- 
toms, this  is  not  a major  problem,  for  eggs 
are  being  excreted  in  great  numbers.  If  one 
searches  in  the  mucus  or  blood-stained  sec- 
tion of  the  stool  or  uses  a simple  water-con- 
centrating technic,  eggs  can  be  found 
quickly  in  over  90  per  cent  of  infected  pa- 
tients. After  inadequate  therapy  or  in  the 
chronic  phase  the  demonstration  of  eggs  is 
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much  more  difficult.  Five  times  as  many 
stool  examinations  are  required  to  detect  in- 
fected patients,  and  much  more  patience  and 
experience  is  required  of  the  parasitologist. 
The  use  of  rectal  snips,  mucus  smears,  and 
liver  biopsies  wiU  increase  the  positive  yield, 
as  noted  in  S.  mansoni  infections.  The  S. 
japonicum  eggs  are  about  one-third  smaller 
than  those  of  the  other  schistosomes  and 
have  a minute  lateral  spine. 

Complement-fixation  and  skin  tests  are 
useful.  False  positive  and  false  negative  re- 
sults do  occur  occasionally,  but  a positive  re- 
sult in  a patient  with  a history  of  exposure, 
characteristic  symptoms,  and  negative  stool 
examination  results  is  a sufficient  basis  for 
treatment  in  this  variety  of  schistosomiasis. 
Both  the  skin  test  and  complement-fixation 
show  negative  results  after  therapy  in  the 
majority  of  patients.  Eosinophilia  is  in- 
variably present  in  the  acute  phase  but  may 
be  absent  in  the  chronic  stage.  Sigmoid- 
oscopy reveals  abnormalities  in  the  large 
majority  of  untreated  patients,  with  over 
two  thirds  revealing  characteristic  elevated, 
firm  yellow  nodules  in  the  rectosigmoid.  A 
barium  enema,  however,  usually  reveals 
normal  findings.  Cerebrospinal  fluid  was 
found  to  be  abnormal  in  one  third  of  the 
soldiers  with  neiirologic  lesions. 

Treatment.  The  high  morbidity  and 
mortality  of  Oriental  schistosomiasis  can  be 
prevented  by  early  and  adequate  therapy. 
Because  of  the  serious  complications  in  un- 
treated cases,  treatment  in  this  variety  of 
schistosomiasis  should  be  instituted  on 
clinical  plus  immunologic  evidence  if  eggs 
cannot  be  detected.  Despite  the  ominous 
prognosis  that  most  textbooks  state  is  typi- 
cal, there  was  not  a single  fatality  after  a 
proper  regimen  of  diagnosis  and  drug  dosage 
had  been  initiated  in  the  large  military  group 
infected  on  Leyte.  Specific  treatment  wiU 
even  alleviate  symptoms  of  neurologic 
lesions  but  will  not  alter  the  outcome  if 
damage  caused  by  chronic  liver  involvement 
is  evident. 

Stibophen  is  not  as  effective  against 
S.  japonicum  as  against  the  other  two  schis- 


tosomes. Viable  eggs  will  persist  after 
therapy  in  50  per  cent  of  patients.  The 
antimony  compound,  tartar  emetic,  is  the 
drug  of  choice  and  should  be  administered 
intravenously.  A total  of  2.22  Gm.  in  a 
0.5  per  cent  solution  (444  cc.)  should  be  in- 
jected on  alternate  days  over  a thirty-five- 
day  period,  with  an  initial  dose  of  8 cc.  and 
an  average  one  of  28  cc.  Toxic  reactions, 
including  arthralgias,  coughing  paroxysms, 
nausea,  vomiting,  and  conjunctivitis,  occur 
in  a high  percentage  of  patients,  and  the 
regimen  "should  be  undertaken  only  with  the 
patient  imder  hospital  observation.  Necro- 
sis of  tissue  may  occur  if  the  drug  extrav- 
asates  into  the  perivascular  tissue.  Serious 
toxic  reactions  such  as  cardiac  arrhythmias 
and  hypotension  are  rare  if  administration  is 
not  too  rapid  and  the  dosage  is  not  exceeded. 
Nevertheless,  cardiac  disease  is  a relative 
contraindication,  as  is  advanced  hepatic 
decompensation. 

Neurosurgical  treatment  is  indicated  for 
schistosomal  brain  lesions,  and  portacaval 
anastomosis  may  alleviate  variceal  bleeding 
in  patients  with  advanced  cirrhosis. 

Rare  schistosomal  infections 

Man  may  serve  as  an  abnormal  host  to  a 
wide  variety  of  schistosomes.  At  least  20 
different  species  have  been  reported  to  cause 
transient  dermatitis,  and  several  have  caused 
vesical  and  intestinal  symptoms  in  isolated 
cases. 

4 St.  Pancras  Way,  London,  N.W.  1 
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Recent  advances  in  our  knowledge  of 
intestinal  absorption  have  not  only  followed 
physiologic  investigations,  but  have  also 
resulted  from  the  clinical  and  laboratory 
studies  of  malabsorption  states.  It  has  been 
believed  for  many  years  that  extensive 
disease  of  the  intestinal  tract,  involving  gross 
disturbances  of  food  absorption,  results  in 
an  inadequate  therapeutic  response  to  orally 
administered  drugs.  Rogers  ‘ noted  this  de- 
fect in  relation  to  tropical  sprue,  and  he 
advocated  the  parenteral  routes  of  admin- 
istration for  medicinal  agents  used  in  the 
treatment  of  concomitant  nutritional  defi- 
ciency states.  It  is  now  known  that  nutrient 
absorption  may  potentiate  the  assimilation 
of  certain  drugs,  but  our  understanding  of 
this  subject  is  stiU  very  incomplete. 

General  principles  for  intestinal 
absorption  of  drugs 

The  intestinal  absorption  of  drugs  involves 
their  transfer  from  the  intestinal  lumen  into 
mucosal  blood  and  lymph  vessels,  by  way  of 
the  epithelium  and  lamina  propria.  It  has 
been  shown  that  this  transference  may  be 
effected  either  by  the  process  of  passive 
diffusion  or  by  active  transport.  “ 

Passive  diffusion.  Passive  diffusion 
occurs  in  the  same  direction  as  the  chemical 


or  electric  gradient  that  exists  across  a 
membrane  and  in  itself  requires  no  expendi- 
ture of  energy.  It  is  modified  by  the  phys- 
icochemical nature  of  the  membrane  barrier. 
In  the  case  of  the  intestinal  epithelium,  the 
character  of  the  barrier  has  been  deduced 
from  observations  relevant  to  the  behavior 
of  pharmacologic  agents  in  the  absorptive 
process.  Drugs  with  high  lipid  solubility 
are  rapidly  absorbed,  whereas  lipid-insoluble 
drugs  are  poorly  absorbed.  For  a given  drug, 
its  un-ionized  form  is  preferentially  absorbed 
in  relation  to  its  ionized  form,  because  this 
is  the  most  lipid-soluble  form  of  the  drug.^-^ 
It  has  therefore  been  suggested  that  the 
barrier  between  the  intestinal  epithelium 
and  the  blood  has  the  properties  of  a lipoid 
membrane.^ 

Since,  however,  water  and  certain  water- 
soluble,  lipid-insoluble  substances  are  ab- 
sorbed from  the  small  intestine,  it  has  been 
postulated  that  there  are  pores  in  the  lipoid 
membrane.  From  studies  comparing  the 
rates  of  absorption  with  the  molecular  size 
of  the  drug  or  nutrient  particle,  it  has  been 
estimated  that  the  pore  size  is  approximately 
4 A in  diameter.®  The  exact  method  of 
transport  of  water  across  the  intestinal 
mucosa  is  not  well  understood.  Water- 
soluble  molecules  tend  to  diffuse  in  the 
direction  of  water  flow,  and  this  so-called 
“solvent”  drag  may  enhance  the  absorption 
of  certain  compounds.’  Poral  absorption 
may  also  be  modified  by  molecular  size, 
electric  charge,  and  water  solubility.  It 
must  be  remembered  that  the  pores  cannot 
be  resolved  by  any  microscopic  methods, 
and  therefore  their  presence  is  purely  hypo- 
thetical: a convenient  theory  to  explain  the 
kinetics  of  water  absorption.® 

Active  transport.  Active  transport  sys- 
tems, within  the  intestinal  epithelial  cells, 
have  been  demonstrated  to  have  consider- 
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able  importance  in  the  absorption  of  drugs. 
For  example,  foreign  pyrimidines  with  anti- 
tumor activity  have  been  shown  to  be 
“carried”  by  the  pyrimidine  transport  sys- 
tem.® 

It  has  been  pointed  out  that  from  the 
clinical  point  of  view,  slow,  continuous 
absorption  may  be  more  desirable  than  very 
rapid  absorption,  especially  where  constant 
blood  levels  are  required. 

Influence  of  nutrient  absorption  on 
uptake  of  drugs 

The  absorption  of  certain  lipid-soluble 
nutrients,  such  as  cholesterol  and  vitamin  A, 
is  known  to  be  increased  by  the  feeding  of 
lipid  materials.®  ’®  Similarly,  it  has  been 
found  that  the  intestinal  uptake  of  the 
systemic  antifungal  agent,  griseofulvin,  may 
be  increased  by  administration  together  with 
a meal  of  high-fat  content.”  Therapeutic 
failures  with  this  drug  have  been  shown  to  be 
closely  associated  with  inadequate  intestinal 
absorption.  The  production  of  the  newer 
microcrystaUine  form  of  griseofulvin  has 
partially  overcome  the  absorption  difficulty, 
although  in  some  individuals  serum  and  tis- 
sue levels  of  the  drug  stiU  fall  short  of  those 
required  for  the  inhibition  of  the  dermato- 
phytes. Administration  of  the  microcrystal- 
line preparation  following  a high-fat  meal 
approximately  doubles  the  serum  levels 
found  in  any  one  individual  as  compared 
with  that  same  patient  when  griseofulvin  is 
given  in  the  fasting  state.  At  the  present 
time,  this  is  the  most  useful  method  of 
increasing  the  therapeutic  efficacy  of  the 
drug.  Indeed,  it  may  be  the  only  method  of 
obtaining  adequate  therapeutic  levels.”  ’® 
Whether  the  fat  or,  more  likely,  the  fatty 
acids  derived  from  the  diet  aid  in  the  trans- 
port of  the  griseofulvin  across  the  intestinal 
mucosa  is  at  present  unknown. 

Drug-induced  malabsorption 

The  nutritional  and  metabolic  effects  of 
neomycin  administration  have  been  studied 
extensively  in  recent  times.”  The  diarrhea 
which  is  commonly  associated  with  high- 
dosage  neomycin  therapy  has  been  found  to 
reflect  an  induced  malabsorption  syndrome. 
Since  this  medication  is  usually  prescribed 
in  advanced  hepatic  cirrhosis  and  impending 
liver  failure,  to  prevent  or  to  reverse  hepatic 


coma,  this  side-effect  has  become  an  accepted 
hazard  of  an  otherwise  powerful  therapeutic 
agent.  When  neomycin  is  used  for  the 
preoperative  reduction  of  intestinal  flora,  the 
secondary  malabsorption  syndrome  may  in- 
terfere with  the  desired  therapeutic  effect  of 
the  drug.  Fecal  excretions  of  fat,  nitrogen, 
sodium,  and  potassium  are  increased,  and 
the  absorption  of  carotene,  vitamin  Bis, 
glucose,  and  iron  is  reduced.  The  produc- 
tion of  an  iron-deficiency  anemia,  similar  to 
that  found  in  patients  with  idiopathic 
steatorrhea,  celiac  disease,  and  tropical 
sprue,  is  a potential  danger,  but  long-term 
studies  of  this  problem  are  not  yet  avail- 
able.” Lowering  of  serum  cholesterol  also 
occurs  during  neomycin  therapy,  and  it  is 
thought  that  this  may  reflect  an  increased 
conversion  of  cholesterol  to  bile  acids.  It 
has  been  shown  that  increased  fecal  excretion 
of  bile  acids  takes  place  when  patients  are 
receiving  neomycin  in  doses  of  2 Gm.  per 
day.”  An  irregular  cholesterol  lowering 
effect  has  also  been  recorded  in  patients  on 
chlortetracycline  and  kanamycin. 

Evidence  has  been  obtained  that  oral 
neomycin  therapy  limits  the  gastrointestinal 
absorption  of  oral  penicillin  severely  and 
therefore  inhibits  its  therapeutic  efficacy. 
Fortunately,  in  the  healthy  subjects  studied, 
it  was  found  that  penicillin  absorption  re- 
turned to  normal  approximately  six  days 
after  the  neomycin  was  discontinued.” 

The  bile  acid  sequestrant  cholestyramine 
has  been  used  therapeutically  to  relieve  the 
pruritus  associated  with  biliary  cirrhosis.” 
In  this  instance,  the  desired  therapeutic 
effect  has  been  achieved  apparently  by  the 
mobilization  of  bile  acids  in  the  skin  and 
associated  increased  fecal  excretion  of  bile 
acids.  However,  it  has  not  yet  been  demon- 
strated conclusively  that  deposition  of  bile 
acids  in  the  skin  is  responsible  for  the  intense 
pruritus  which  is  chgiracteristic  of  the  dis- 
ease. It  has  recently  been  shown  that  the 
pruritus  occurring  in  psoriasis  is  also  relieved 
by  cholestyramine  and  this  disease  may  be 
controlled  by  this  anion  exchange  resin.  In 
a small  group  of  cases,  amelioration  of  the 
dermatosis  was  associated  with  the  increased 
fecal  excretion  of  the  amino  acid  taurine.” 
Cholestyramine  reduces  serum  cholesterol, 
apparently  because  of  its  binding  effect  on 
bile  acids  in  the  intestine  and  the  consequent 
increased  conversion  of  cholesterol  to  these 
catabolic  products.  Prolonged  therapy  is 
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J found  to  result  in  hypoprothrombinemia, 
although  clinical  evidence  of  vitamin  K 
deficiency  has  not  been  recorded.  Never- 
theless, the  prolonged  prothrombin  time  is 
rapidly  restored  to  normal  by  parenteral 
administration  of  vitamin  K.  In  normal 
healthy  subjects  a dose  of  cholestyramine,  in 
excess  of  30  Gm.  per  day,  induced  steator- 
rhea.^® However,  in  patients  with  chronic 
intrahepatic  obstructive  jaundice  steatorrhea 
was  induced  by  much  lower  daily  doses  of  the 
resin. Clinical  evidence  of  malabsorption 
of  vitamins  A and  D have  not  been  observed. 
Yet  it  should  be  kept  in  mind  that  the  in- 
testinal absorption  of  vitamin  D is  depend- 
ent on  the  presence  of  bile,  and  therefore 
substitution  therapy  with  intramuscular 
vitamin  D would  be  indicated  when  long- 
term medication  of  cholestyramine  is  re- 
quired. This  would  be  particularly  neces- 
sary if  children  were  receiving  this  drug. 
The  absorption  of  vitamin  A is  only  limited 
to  a minor  extent  by  the  absence  of  bile,  but 
here  again,  serum  levels  of  the  vitamin 
should  be  checked  and  parenteral  doses  of 
the  vitamin  given  as  necessary . ^ ^ 

Although  there  is  no  direct  evidence  of 
malabsorption  induced  by  amphotericin  B, 
the  known  side-effects  of  oral  therapy  sug- 
gest that  this  may  occur.  Severe  gastro- 
intestinal side-effects  are  produced  by  oral 
administration  of  the  solubilized  product  to 
patients  with  systemic  fungus  disease.  In- 
deed, it  was  impossible  to  achieve  adequate 
blood  levels  with  the  drug  when  it  was  given 
by  this  route.  This  in  itself  was  thought  to 
1 be  caused  by  impaired  absorption,  although 
f it  was  suggested  that  the  presence  of  sodium 
j„  desoxycholate  in  the  preparation  induced  the 
diarrhea. 

) Drug  absorption  in  idiopathic 
I steatorrhea  and  related  syndromes 

In  the  primary  malabsorption  syndrome, 
f manifested  by  celiac  disease  in  the  child  and 
^ idiopathic  steatorrhea  in  the  adult,  it  is 
known  that  drug  absorption  from  the  in- 
testine may  be  impaired.  However,  this 
i subject  has  not  received  adequate  attention, 
and  there  are  but  few  controlled  investiga- 
r tions  of  the  problem.  The  iron-deficiency 
^ anemia,  which  is  a common  characteristic  of 
' the  syndrome,  is  notably  refractory  to 
^ treatment  by  iron  salts  administered  by  the 
» oral  route.  However,  iron  absorption  re- 

& 


turns  to  normal  when  a gluten-free  diet  is 
given  or  when  corticosteroids  are  used 
therapeutically.  Cortisol  absorption  rates 
are  reduced,  although,  judging  from  the 
clinical  effects,  corticosteroids,  with  the  ex- 
ception of  hydrocortisone,  are  well  ab- 
sorbed. 

Metallic  poisoning  and 
deficiency  states 

The  clinical  findings  in  cases  of  gold, 
arsenic,  mercury,  and  thallium  poisoning 
have  been  analyzed,  and  it  has  been  shown 
that  lesions,  characteristic  of  vitamin-defi- 
ciency states,  may  be  produced.  These 
conditions  are  clinical  examples  of  the  theory 
of  the  “biochemical  lesion”  as  it  was  defined 
originally  by  Peters.^®'^^  Many  enzyme  sys- 
tems occur  in  which  the  coenzymes  contain 
members  of  the  vitamin  B2  complex,  at- 
tached to  proteins  containing  sulfhydryl 
groups  which  may  be  “poisoned  by  heavy 
metals.”  Possibly  other  vitamin  systems 
may  be  involved,  but  accurate  studies  of  this 
subject  are  not  available.  When  the  heavy 
metal  is  ingested,  interference  with  the 
absorption  and  tissue  utilization  of  certain 
vitamins  may  occur.  However,  elucidation 
of  this  problem  wiU  require  further  investiga- 
tion. 

Summary 

Within  the  compass  of  this  brief  com- 
munication, it  can  be  seen  that  the  influence 
of  drugs  on  food  absorption  and  vice  versa 
are  important  concepts  which  should  receive 
intensive  study.  As  yet,  the  subject  is  in 
its  infancy,  and  contributions  from  phys- 
iologists, pharmacologists,  nutritionists,  bio- 
chemists, and  members  of  the  medical  pro- 
fession will  be  necessary  before  we  can  make 
a rational  therapeutic  approach  to  the  varied 
clinical  entities  involved. 
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Number  thirty-seven  in  a new  series  of  Nutrition  Excerpts 


Blowing  the  nose 


The  simple  act  of  blowing  one’s  nose  has  long 
been  known  to  cause  ear  trouble. 

Adjustment  of  air  pressure  in  the  middle  ear  is 
normally  carried  out  automatically  and  without 
conscious  effort.  If  there  is  too  rapid  a change 
in  outside  air  pressm-e,  the  air  in  the  middle  ear 
may  expand  or  contract,  causing  the  eardmm  to 
either  bulge  out  or  curve  in,  causing  ear  pain. 
Then  a conscious  effort  is  needed  to  open  the 


tubes  in  the  throat  and  let  air  in  or  out  of  the 
middle  ear.  This  can  be  done  by  swallowing, 
chewing  gum,  or  holding  the  nose  and  then 
trying  to  blow. 

The  nose  should  be  blown  with  both  nostrils 
open,  so  there  is  no  chance  of  back  pressme  de- 
veloping and  forcing  the  tubes  open.  Dmnng  the 
acute  stage  of  a cold,  germ-laden  mucus  is 
present  in  the  upper  part  of  the  thi’oat,  and  this 
can  be  forced  into  the  openings  and  thus  into  the 
middle  ear.  This  is  more  likely  to  happen  if  one 
nostril  is  closed  and  the  other  is  blown  hard, 
since  considerable  pressure  is  developed. 
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Aspirin  Poisoning 
with  Two  Fatalities 


The  following  incidents  were  reported 
recently  to  the  New  York  City  Poison  Con- 
trol Center. 

.Incident  1 

Type  of  Poison  Age  Sex 

Aspirin  2 Years  Female 

The  mother  related  to  the  interviewing 
Public  Health  nurse  who  visited  the  home 
following  the  child’s  death  that  the  victim 
was  in  the  habit  of  eating  and  mouthing 
everything  within  reach.  On  the  evening  of 
the  day  of  the  occurrence  the  victim  began 
vomiting  her  food,  and  the  vomitus  con- 
tained a dark  material,  presumably  blood. 
The  mother  suspected  a possible  ingestion  of 
a chemical  product.  On  further  investiga- 
tion she  noticed  that  the  aspirin  bottle  of 
5-grain  tablets  was  half  empty,  and  thus  the 
possibility  of  aspirin  ingestion  was  enter- 
tained. 

The  mother  immediately  called  the  family 
physician  who  suggested  that  the  child  be 
taken  to  a hospital.  On  admission  to  the 
hospital  emergency  room  the  patient  did  not 
appear  acutely  iU  or  in  distress  and  was  sent 
home  without  therapy. 

About  thirty  hours  later,  however,  the 
child  began  gasping  for  breath,  became 
cyanotic,  and  appeared  critically  iU.  At 
this  point  the  mother  again  called  the  physi- 
cian, and  immediate  hospitalization  was 
advised.  The  child  was  rushed  by  taxi  to 


the  hospital  and  on  admission  was  dyspneic, 
cyanotic,  convulsing,  and  had  Kussmaul 
breathing  and  abdominal  pains. 

The  blood  carbon  dioxide  combining  power 
was  11  miUimols  per  liter.  Sugar  was  110, 
sodium  130,  potassium  4,  and  chlorides  109 
mg.  per  100  ml.  Blood  urea  nitrogen  was  20 
and  salicylates  10  mg.  per  100  ml.  There 
was  a marked  leukocytosis  with  a shift  to  the 
left.  The  urine  contained  a moderate 
amount  of  salicylates.  The  vomitus  was 
brown  in  color  as  were  the  stomach  contents 
which  were  aspirated  by  suction.  It  was 
felt  that  the  child  possibly  aspirated  some  of 
the  stomach  contents. 

On  examination  a few  moist  rales  were 
also  heard  at  the  base  of  the  left  lung.  The 
diagnosis  on  admission  was  salicylate  intoxi- 
cation with  metabolic  acidosis.  On  the 
afternoon  of  the  day  following  admission  to 
the  hospital,  about  twenty-six  hours  after 
the  first  blood  chemical  analysis  was  done, 
the  carbon  dioxide  combining  power  was  25 
miUimols  per  liter  and  blood  urea  nitrogen  31 
mg.  per  100  ml.  Serum  salicylate  level  was 
below  10  mg.  per  100  ml. 

The  patient  was  given  a 250-cc.  blood 
transfusion  as  weU  as  antibiotics  and  vitamin 
K and  was  put  in  an  oxygen  tent.  In  spite 
of  heroic  therapy,  the  patient  expired. 
Prior  to  expiration  the  child  manifested 
oUguria  and  anuria  due  to  renal  shutdown. 
She  also  manifested  a late  stage  of  pulmonary 
edema  and  stasis  which  was  foUowed  by 
ceirdiac  arrest. 
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This  case  is  cited  to  indicate  that  in  spite 
of  the  increasing  use  by  physicians  of  IV4- 
grain  aspirin  tablets,  the  aspirin  hazard  still 
remains  with  us,  mainly  from  the  use  of 
adult-dose  tablets. 

A delay  in  the  typical  symptoms  of  sali- 
cylism  also  poses  a problem  to  the  admitting 
physician.  However,  in  this  case  there  was 
a history  of  bloody  vomitus  which  should 
have  been  taken  as  a warning  signal  of  a 
possible  case  of  salicylate  ingestion.  In  such 
instances  it  is  wise  to  hospitalize  the  victim 
for  careful  observation  and  possible  therapy. 

Incident  2 

Type  of  Poison  Age  Sex 

Aspirin  1 Year,  10  Months  Male 

According  to  information  obtained,  the 
mode  of  occurrence  was  as  follows:  The 

mother  of  the  patient  found  a bottle  of 
aspirin  (100  5-grain  tablets)  half  empty  on 
the  floor.  She  discovered  that  while  her 
three  children  shared  the  aspirin,  the  baby 
had  taken  the  lion’s  share.  No  ill  effects 
were  manifested  until  seven  hours  following 
ingestion  when  the  patient  began  to  vomit. 
He  was  then  taken  to  the  hospital  where  he 
expired  eight  hours  following  admission. 

The  autopsy  findings  as  reported  from  the 
office  of  the  Chief  Medical  Examiner,  Milton 
Helpern,  M.D.,  were  as  follows: 

The  body  was  that  of  a male  white  infant  of 
about  two  years  of  age,  measuring  2 '/a  feet  in 
length  and  weighing  about  25  pounds.  The 
hair  was  brown,  hides  gray,  and  deciduous 
teeth  quite  regular  and  well  erupted.  There 
was  no  external  evidence  of  ti’auma.  Rigor 
and  lividity  were  present.  There  were  no 
operative  scars  noted.  There  were  venipunc- 
ture marks  evident  in  both  antecubital  fossae. 

The  scalp  was  divided,  and  the  calvaria  was 
removed.  The  brain  appeared  grossly  nor- 
mal. The  spinal  fluid  was  clear  and  some- 
what increased  in  quantity.  There  were  no 
lesions  of  the  brain  externally  or  on  section. 
There  was  no  trauma  to  the  vault  or  base  of 
the  skull. 

For  the  internal  examination  the  body  was 
sectioned,  and  the  tongue,  larynx,  and  trachea 
were  removed.  The  mucous  membrane  of 
the  pharynx,  larynx,  and  trachea  was  some- 


what redder  than  normal  but  no  other  gross 
lesions  were  apparent.  The  thyroid  gland 
appeared  normal.  Both  lungs  showed  ex- 
treme congestion  throughout  all  lobes,  very 
marked  in  the  lower  lobes.  There  was  some 
edema  evident  also  on  the  cut  surfaces.  No 
evidence  of  consolidation  was  found.  A few 
scattered  petechial  hemorrhages  were  noted. 
The  thymus  appeared  normal. 

The  heart  was  normal  in  size.  No  struc- 
tural changes  were  found  in  the  valves,  septae, 
or  great  vessels.  The  myocardium  was  firm. 
The  endocardial  lining  appeared  normal. 

The  stomach  was  completely  empty. 
There  were  no  evidences  of  erosion  or  hyper- 
emia of  the  esophagus,  stomach,  or  duodenum. 
There  was  no  blood  in  the  gastrointestinal 
tract. 

The  liver,  spleen,  and  kidneys  showed  no 
gi  oss  findings.  The  liver  was  somewhat  paler 
than  normal  but  otherwise  not  remarkable. 
The  spleen  was  firm  with  normal  follicular 
topography  on  section.  The  gallbladder,  bile 
ducts,  pancreas,  and  adrenals  appeared  nor- 
mal. The  urinary  bladder  contained  about  4 
ounces  of  urine. 

There  was  no  trauma  to  the  bony  struc- 
tures. 

Sections  for  histologic  examination  showed 
the  blood,  ui’ine,  brain,  liver,  and  kidneys  to 
contain  salicylates. 

Cause  of  death  was  accidental  salicylate 
poisoning.  A microscopic  examination  pro- 
duced negative  findings. 

The  liver  showed  a salicylate  level  of  14  mg. 
per  100  ml. 

By  the  time  the  visiting  nurse  made  a 
home  visit  the  family  had  moved  out  of  town, 
and  further  details  of  the  occurrence  were 
not  available.  Since  an  adult  dose  is  so 
much  more  hazardous  for  children,  it  is  again 
strongly  recommended  that  this  type  of 
medication,  when  not  in  use,  should  be  kept 
under  lock  and  key  and  not  in  an  open 
medicine  cabinet  where  it  can  be  obtained 
easily  by  young  children. 

Although  this  advice  has  been  repeated 
frequently,  the  practicing  physician  has  not 
as  yet  succeeded  in  transmitting  this  homely 
message  to  the  families  under  his  guidance. 

During  a recent  weekend,  125  incidents  of 
poisoning  were  reported  to  the  Poison  Con- 
trol Center.  Physicians  are  asked  to  report 
such  cases,  including  pertinent  information 
regarding  amounts  ingested,  therapy,  and  so 
forth. 


Number  one  hundred  fourteen  in  a series  of  Accidental  Chemical  Poisonings 
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Reports  from  conferences  sponsored  by  the 
Council  on  National  Security, 

American  Medical  Association, 
and  held  in  June  and  November,  1962 


Civil  Defense 
in  the  United  Kingdom 

DANIEL  THOMSON,  M.D. 

London,  England 

Deputy  Chief  Medical  Officer,  Ministry  of  Health 


If  we  could  first  know  where  we  are,  and  whither 
we  are  tending,  we  could  better  judge  what  to 
do  and  how  to  do  it. 


I SHOULD  LIKE  to  base  this  short  account  of 
Civil  Defense  in  the  United  Kingdom  as  it 
affects  the  medical  profession  on  these 
words  of  Abraham  Lincoln,  addressed  in 
this  state  and  to  this  nation  just  over  one 
hundred  years  ago.  They  are  as  true  today 
in  a divided  world  as  on  that  distant  oc- 
casion in  Springfield  when  this  country  it- 
self was  rent  asunder. 

Initially,  I feel  it  best,  however,  to  re- 
mind you  that  the  problem  which  will  face 
you  here  in  an  emergency  may  differ  con- 
siderably from  that  with  which  we  in  Eng- 
land wiU  be  called  on  to  cope  for  no  other 
reason  than  the  vastly  differing  geographic 
circumstances  of  the  two  countries.  For 
while  the  population  of  Great  Britain  is  less 
than  a third  of  that  of  the  United  States, 
the  area  of  the  country  is  less  than  a thir- 
tieth. Our  population  density  is  567  per 
square  mile;  with  you  the  corresponding 

Presented  at  the  thirteenth  County  Medical  Societies 
Conference  on  Disaster  Medical  Care,  Chicago,  Illinois, 
November  3 and  4,  1962. 


figmre  is  59.  So,  we  have  very  much  less 
of  that  most  valuable  asset  in  any  form  of 
warfare — room  for  maneuver — and  this  has 
its  restricting  repercussions  on  medical 
care  planning.  Also,  it  greatly  limits  the 
possibility  of  dispersal  of  the  population  and 
correspondingly  increases  the  hazard  of 
“fallout.”  So,  we  have  to  be  prepared  for 
immense  and  fearful  casualties,  although 
many  will  survive,  however  gravely  injured. 

Against  that  background,  I will  briefly 
acquaint  you  with  our  present  arrangements 
and  future  plans  as  regards  the  use  of 
medical  manpower  and  the  provision  of 
medical  aid.  In  drawing  up  these  programs 
we  have  had  the  advantage  of  the  painful 
lessons  learned  in  Civil  Defense  during  the 
long  years  of  World  War  II  when  the  civilian 
population  of  England  was  under  frequent 
and  severe  bombardment.  Remembering 
those  experiences,  much  medical  thought  and 
effort  has  been  given  to  preparing  to  meet 
that  part  of  the  Civil  Defense  burden  which 
will  have  to  be  borne  by  om  profession. 
For,  we  have  learned  from  history  that 
“all  that  is  necessary  for  the  triumph  of  evil 
is  that  good  men  do  nothing.” 

Medical  manpower 

Where  we  are  and  whither  we  are 
TENDING.  In  Great  Britain  around  24,000 
doctors  are  engaged  in  general  practice: 
20,000  in  hospitals  and  2,500  in  the  pubUc 
health  service,  and  this  represents  85  per 
cent  of  our  medical  manpower.  A register 
of  these  doctors  and  also  those  engaged  in 
other  fields  and  those  who  are  retired  but 
able-bodied,  has  been  compiled  by  the 
British  Medical  Association.  This  docu- 
mentation obviously  wiU  be  of  great  value 
in  any  emergency. 

During  recent  years,  to  make  smooth 
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arrangements  for  the  call-up  of  doctors  for 
their  short  service  in  our  Armed  Forces, 
we  have  had  two  committees,  which  are 
continuations  of  similar  bodies  which  sat 
during  World  War  II.  These  have  ensured 
that  the  medical  profession  has  the  decisive 
say  in  the  selection  of  those  of  its  members 
who  are  to  be  conscripted  for  the  Forces. 
These  committees  are; 

National  Medical  Manpower  Committee. 
The  National  Medical  Manpower  Committee 
is  a committee  of  eminent  doctors  appointed 
by  the  Ministers  of  Health,  Labor,  and 
Defense,  in  consultation  with  the  profession. 
Its  function  has  been  to  advise  on  the  best 
methods  of  utilizing  medical  manpower,  and 
it  has  made  block  allocations  between  the 
Armed  Forces  and  the  various  civilian 
services. 

Central  Medical  Recruitment  Committee. 
The  Central  Medical  Recruitment  Commit- 
tee is  appointed  by  the  profession,  meets 
under  British  Medical  Association  auspices, 
and  has  been  concerned  with  the  selection 
of  individual  doctors  for  the  Armed  Forces. 
It  works  through  area  committees,  and  there 
are  different  area  committees  for  general 
practitioners,  hospital  and  university  doc- 
tors, and  public  health  doctors.  The  in- 
dividual doctor  has  been  able  to  appeal 
against  his  conscription  to  the  Central 
Committee  or  to  ask  for  deferment. 

These  arrangements  have  worked  very 
well,  and  remarkably  few  doctors  have 
complained  against  the  decisions  of  these 
committees  of  their  professional  colleagues. 
Apart  from  the  dentists,  with  similar  ar- 
rangements, no  other  section  of  the  British 
community  has  had,  to  the  same  extent,  the 
privilege  of  working  out  its  own  arrange- 
ments in  the  field  of  conscription. 

What  to  do  and  how  to  do  it.  It  is 
recognized  that  the  chief  limiting  factor 
as  to  what  can  be  done  for  those  injured  in 
any  emergency  will  be  a shortage  of  medical 
manpower.  Thus,  the  great  need  is  to 
use  the  expertise  available  to  the  maximum 
extent.  Not  only  must  those  who  are  active 
in  clinical  practice  be  called  on,  but  also 
those  who  are  retired  and  at  present  en- 
gaged in  such  as  academic  activities.  Again, 
it  is  our  intention  to  engage  final-year  medi- 
cal students  and  dentists  on  tasks  for  which 
they  have  had  the  basic  training. 

No  detailed  decisions  have  been  made 
as  to  how  medical  men  will  be  allocated  to 


the  various  wartime  tasks.  But  since  the 
prevailing  committee  machinery,  which  I 
have  described,  has  worked  so  weU,  it  seems 
likely  that  something  comparable,  if  not 
exactly  similar,  will  be  set  up.  In  con- 
sidering this  the  profession,  through  the 
British  Medical  Association,  will  be  taken 
into  full  consultation.  Past  experience  in 
this  field  gives  assurance  that  an  acceptable 
and  efficient  machinery  will  be  devised. 

Provision  of  medical  care 

✓ 

Where  we  are  and  whither  we  are 
TENDING.  It  is  recognized  that  the  object 
of  medical  care  in  the  days  immediately 
following  an  attack  must  be  to  give  the 
necessary  minimum  lifesaving  treatment  to 
the  largest  number.  To  help  achieve  this 
we  have  a doctor  appointed  to  the  head- 
quarters of  each  of  the  eleven  regions  into 
which  England  has  been  divided  for  Civil 
Defense  purposes.  He  and  the  adminis- 
trative medical  men  under  him  will  be 
responsible  for  ensuring  that  as  far  as 
possible  medical  facilities  are  available 
where  they  are  most  needed.  To  conserve 
medical  manpower  it  is  our  intention  that 
all  treatment  in  the  forward  areas  should 
be  given  by  trained  first-aid  workers.  From 
there  patients  will  be  taken  by  ambulance 
to  improvised  Forward  Medical  Aid  Units, 
each  staffed  by  4 doctors,  4 fully  trained 
nurses,  and  36  volunteer  auxiliary  nurses. 
These  units  will  act  as  filters — the  less 
seriously  injured  would  be  treated  and  dis- 
charged, those  who  would  benefit  from 
hospital  treatment  would  be  sent  on  by 
ambulance,  and  the  most  seriously  injured 
would  be  detained.  For  instance,  patients 
with  less  than  15  per  cent  of  the  body  sur- 
face burned  would  be  discharged,  while  if 
more  than  50  per  cent  of  the  body  surface 
were  involved,  there  would  be  no  onward 
transmission.  Many  such  aid  units  are 
now  under  regular  training  and  participating 
in  exercises  and  competitions. 

A large  proportion  of  our  hospitals  are 
situated  in  large  cities,  and  full  arrangements 
have  been  made  for  their  evacuation  to 
designated  buildings  in  the  country  and  for 
their  considerable  expansion.  In  addition, 
buildings  such  as  large  stores  and  haUs 
have  been  earmarked  to  serve  as  “auxiliary 
hospitals”  to  which  patients  can  be  dis- 
charged as  early  as  possible  from  the  main 
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hospitals  and  where  the  facilities  and  atten- 
tion will  be  much  less  elaborate. 

To  help  them  gain  appreciation  of  the 
situations  which  they  may  have  to  face,  an 
appreciable  number  of  British  doctors  have 
attended  Civil  Defense  courses.  Also, 
over  62,000  women  have  been  enrolled  in 
our  National  Hospital  Service  Reserve, 
and  they  are  given  initial  training  in  first 
aid  and  home  nursing,  and  many  take  hospi- 
tal training  as  well. 

What  to  do  and  how  to  do  it.  With 
our  essential  planning  complete,  there  is 
need  to  press  on  with  the  training  of  doctors 
and  nurses.  But,  at  best,  those  wiU 
afford  much  less  aid  and  succor  than  is  re- 
quired. So,  we  recognize  the  need  for 
community  care,  and  to  achieve  this  the 
general  public  must  have  instruction  in 
self-help.  Again,  we  have  accomplished 
much  in  building  up  dispersed  stores  of 
medical  supplies,  but  these  we  are  seeking 
ways  to  augment. 

In  Britain  there  is  at  present  close  liaison 
between  the  civilian  medical  services  and 
those  of  the  Armed  Forces.  Apart  from 
day-to-day  contact  at  the  periphery,  a 
central  body  consisting  of  service  medical 
chiefs — the  Medical  Services  Coordinating 
Committee^ — meets  regularly  to  discuss  com- 
mon problems.  In  wartime  this  coopera- 
tion will  become  even  closer.  The  Armed 
Services  representation  at  each  of  the 
regional  headquarters  which  I have  men- 
tioned will  ensure  the  closest  liaison  between 
the  civihan  and  Forces  medical  services; 
civilians  will  be  admitted  to  military  hos- 
pitals and  Service  personnel  to  civilian 
hospitals.  Thus  will  we  be  bearing  in  mind 
the  theme  of  Lincoln’s  address  to  which  I 
have  referred;  “A  house  divided  against 
itself  cannot  stand.” 

Lessons  from  World  War  II 

From  the  wisdom  of  a great  American 
statesman  of  a bygone  day  to  that  of  a 
great  English  statesman  who  is  still  with  us: 
At  a time  in  World  War  II  when  Britain’s 
fortunes  were  low,  Winston  Churchill  en- 
couraged his  countrymen  by  reminding  that 
“the  longer  you  can  look  back,  the  further 
you  can  look  forward,”  and  he  proceeded  to 
show  that  great  difficulties  had  been  met  and 
overcome  before. 

Admittedly,  our  new  peril  is  infinitely 


greater  than  anything  encountered  to  date. 
But  the  nearest  experience  to  that  which 
Chicago  may  be  called  on  to  face  was 
probably  that  which  was  London’s  ordeal 
from  1940  to  1945.  From  that  you  can 
take  hope,  for  the  medical  outcome  was 
much  better  than  anyone  had  dared  fore- 
cast. 

During  those  years  many  left  London  and 
the  big  cities  to  live  in  the  countryside,  but 
for  large  numbers  the  deep  shelter  was  their 
nightly  resting  place,  and  there  some  had  as 
little  as  4 square  feet  of  floor  space  and  30 
cubic  feet  of  air.  Despite  this  and  severe 
winters,  there  was  no  serious  epidemic  al- 
though there  was  some  increase  in  cerebro- 
spinal meningitis  and  dysentery.  An  out- 
standing feature  was  the  low  mortality  of 
children  from  diseases.  Notwithstanding 
deaths  from  bombing  and  an  increase  in 
accidental  deaths  arising  through  war  con- 
ditions, the  mean  annual  death  rate  during 
1940  to  1945  was  below  the  rates  for  any 
period  prior  to  1939  at  every  year  of  age 
from  one  to  fifteen.  In  1945  new  low 
levels  were  reached  for  the  stillbirth  rate, 
neonatal  mortality,  and  maternal  mortality. 
To  aspire  to  similar  records  must  be  a de- 
clared objective  to  Civil  Defense  in  a nuclear 
war,  because  then  the  survival  of  the  race 
wiU  depend  on  it. 

These  results  were  probably  partly 
brought  about  by  a well-planned,  equa- 
ble, and  adequate  distribution  of  food 
and  constant  medical  vigilance.  Such  watch 
would  have  to  be  maintained  in  any  new 
emergency,  for  history  shows  us  that  at  time 
of  war  a previously  unknown  disease  may 
appear.  The  absence  of  serious  epidemics 
may  also  be  explained  By  the  fact  that  those 
in  large  shelters  tended  to  come  from  the 
same  locality  and  the  same  social  groups, 
and  so  to  have  a relative  herd  immunity. 
There  was  no  large-scale  massing  of 
strangers;  the  population  was  relatively 
immobilized,  and  haphazard  meetings  in 
places  of  amusement,  and  so  forth,  were 
lessened.  We  had  homogeneous,  stable 
societies,  attained  more  by  luck  than  by 
judgment.  In  a nuclear  war  we  must  plan 
this  and  not  leave  it  to  chance,  for  it  is 
vital  not  only  to  defense  against  epidemics 
but  also  against  demoralization. 

During  those  years,  despite  the  sometimes 
appalling  conditions  in  crowded  deep  shel- 
ters, which  we  are  engaged  at  present  in 
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ensuring  are  never  repeated,  morale  was  high 
and  patience,  good  temper,  and  even  heroism 
were  common.  The  psychologic  ill  effects 
of  bombing  were  compensated  by  the  bene- 
fits of  new  social  experience.  Surprisingly, 
there  seemed  to  be  no  increase  in  neurosis. 
Indeed,  it  was  asserted  that  as  the  intensity 
of  the  bombing  of  London  increased,  the 
incidence  of  psychoneurosis  fell. 

It  may  be  that,  as  was  postulated  at  the 
time,  psychosomatic  and  neurotic  forms  of 
illness  are  due  to  the  excessive  development 
of  the  cult  of  personality  and  that  there  is 
nothing  like  a bomb  for  hiunbling  men. 
More  probably  morale  was  boosted  by  being 


Rheumatic  fever  often  misdiagnosed 

The  frequent  misdiagnosis  of  acute  rheumatic 
fever  in  children  ranging  from  one  to  eighteen 
years  of  age  is  reported  in  Pediatric  Currents  in 
General  Practice,  published  by  Ross  Labora- 
tories, Columbus,  Ohio. 

Of  4,264  patients  referred  to  La  Rabida 
Sanitarium,  Chicago,  with  a diagnosis  of  pos- 
sible rheumatic  fever,  455  were  found  to  have 
neither  rheumatic  nor  related  disease. 

Errors  commonly  made  by  the  referring  phy- 
sician include  interpreting  an  innocent  murmur 
or  murmur  of  acyanotic  congenital  heart  disease 
as  the  murmur  of  rheumatic  heart  disease  (in 
163);  interpreting  arthralgia  as  arthritis  (in 
165);  and  interpreting  abnormal  movements  as 
chorea  (in  39).  None  of  the  455  patients  had 
any  of  these  three  major  manifestations  of  the 
disease  when  the  Jones  criteria  (modified)  were 
strictly  applied. 

The  following  errors  in  application  of  the 
minor  criteria  were  common:  interpreting  low- 
grade,  persistent  fever  as  rheumatic  fever; 


in  “the  herd.”  But,  be  that  as  it  may, 
Britain’s  experience  confirmed  that  the 
common  man  is  a being  of  remarkable 
adaptability  and  indomitable  courage.  We 
medical  men,  who  have  a vital  part  to 
play  in  the  Disaster  Care  Program,  must 
surely  strive  to  foster  these  qualities.  This 
can  be  achieved  by  our  emulating  the  English 
poet’s  Happy  Warrior,  who  was: 

One  who  never  turned  his  back  but  marched 
breast  forward. 

Never  doubted  clouds  would  break. 

Never  cjreamed,  though  right  were  worsted, 
wrong  would  triumph. 

Held  we  fall  to  rise,  are  baffled  to  fight  better. 
Sleep  to  wake. 


interpreting  clinical  evidence  of  sore  throat  as 
beta  hemolytic  streptococcal  pharyngitis  with- 
out laboratory  verification;  and  interpreting  a 
rise  in  antistreptolysis  0 titer  as  indicative  of 
rheumatic  fever.  In  no  case  was  an  elevated 
erythrocyte  sedimentation  rate  (reported  in  52 
but  actually  found  in  173)  associated  with  evi- 
dence of  rheumatic  fever  or  other  connective 
tissue  disease. 

Correct  evaluation  of  symptoms  suggesting 
rheumatic  fever  is  particularly  important  be- 
cause residual  cardiac  involvement  can  be  de- 
creased by  treating  those  who  show  endocarditis 
accompanying  the  disease  with  steroids  early 
enough  and  long  enough  and  preventing  recur- 
ring attacks  with  long-term  prophylactic  medi- 
cation. 

On  the  other  hand,  detrimental  psychologic 
effects  may  be  caused  by  the  restricted  activity 
required  in  treating  the  disease.  Therefore,  the 
authors  urge  strict  application  of  the  diagnostic 
criteria  based  on  complete  and  accurate  evi- 
dence derived  from  history,  physical  data,  and 
laboratory  findings  to  help  arrive  at  an  accurate 
diagnosis. 
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Abstracts 


Rapp,  F.:  Papillomas  and  cancer;  are  viruses 

the  cause?  New  York  State  J.  Med.  63: 
1786  (June  15)  1963. 

Although  the  number  of  viruses  detected 
capable  of  causing  neoplasia  is  increasing,  ef- 
forts to  isolate  such  oncogenic  agents  from 
human  disease  have  been  generally  unsuccessful. 
However,  attempts  to  isolate  viruses  from  the 
papillomas  of  both  man  and  animals  also  have 
been  unsuccessful  in  spite  of  knowledge  gained 
concerning  the  causative  agents,  method  of 
replication,  and  disappearance  of  the  virus  in 
experimental  animals  during  the  papilloma-to- 
carcinoma  transformation.  Therefore  it  is 
suggested  that  these  systems  remain  ideal  for 
study  of  the  relationship  of  viruses  to  the  human 
neoplastic  diseases. 

Rosenberg,  B.  A.:  Acute  myocardial  in- 

farction. I.  Follow-up  studies.  New  York 
State  J.  Med.  63:  1791  (June  15)  1963. 

A foUow-up  was  made  of  254  survivors  of 
acute  myocardial  infarction.  The  mortality 
rate  was  24  per  cent  at  one  year  and  46  per  cent 
at  five  years,  with  82  per  cent  of  deaths  due  to 
recurrent  myocardial  infarction  and/or  con- 
gestive heart  failure.  The  long-range  outcome 
was  not  affected  significantly  by  pre-existing 
angina  pectoris,  location  of  the  acute  infarction, 
or  cardiomegaly  during  hospitahzation;  how- 
ever, previous  myocardied  infarction,  hyper- 
tension, or  congestive  heart  failure  adversely  af- 
fected the  five-year  survival. 

Olmsted,  K.  E.  P.:  Care  of  the  patient  with 

cataract;  pre-  and  postoperative.  New  York 
State  J.  Med.  63:  1799  (June  15)  1963. 

Adequate  preparation  of  the  patient  to  un- 
dergo cataract  surgery  includes  preoperative 
psychologic  and  physical  evaluation,  prevention 
of  infection,  and  alleviation  of  preoperative 
anxiety.  Preoperative  medication  consists  of 
sedative,  analgesic,  and  antiemetic  agents; 
hypnosis  also  may  be  of  value.  Local  anes- 
thesia is  the  more  common  procedure,  but 
general  anesthesia  may  be  used.  Postopera- 
tively,  both  eyes  may  be  covered  for  the  first 
twenty-four  hours,  although  there  is  an  in- 
creasing number  of  reports  on  the  benefits  of 
monocular  dressing. 

Post,  B.  S.,  Forster,  S.,  Rosner,  H.,  and 
Benton,  J,  G.:  Use  of  functional  electro- 

therapy in  neuromuscular  diseases.  New  York 
State  J.  Med.  63:  1808  (June  15)  1963. 

Fourteen  hemiplegic  patients  who  were  able 
to  walk  without  any  apphance  but  whose  gait 
was  awkward  and  tiring  were  fitted  with  an  elec- 


trical apparatus  to  stimulate  dorsiflexion  of  the 
foot.  In  all  cases  there  was  unquestionable  im- 
provement in  the  gait.  There  are  many  other 
possibilities  for  use  of  functional  electrotherapy 
in  the  treatment  and  rehabilitation  of  patients 
with  neuromuscular  diseases. 

McGinn,  J.  T.,  Avram,  M.  M.,  and  Free- 
man, T.  I.:  Mebutamate:  a clinical  appraisal. 

New  York  State  J.  Med.  63:  1812  (June  15) 
1963. 

In  controlled  studies  of  the  hypotensive  effect 
of  mebutamate  in  50  patients  with  essential 
hypertension,  no  significant  effect  on  the  blood 
pressure  was  noted.  The  shght  improvement 
obtained  was  attributed  to  the  psychologic  ef- 
fect of  regular  interviews  with  an  interested 
physician  and  close  supervision  of  such  meas- 
ures as  salt  restriction.  The  only  side-effect 
was  drowsiness,  which  occurred  in  over  one 
third  of  the  patients. 

Dobkin,  A.  B.,  Israel,  J.  S.,  Samonte,  A.  L., 
and  Byles,  P.  H.:  Universal  anesthesia 

vaporizer  useful  in  disasters.  New  York  State 
J.  Med.  63:  1815  (June  15)  1963. 

The  Gardner  Universal  vaporizer  is  a portable 
quantitative  apparatus  that  can  be  used  with 
ambient  air  as  the  vehicle  for  vaporization  and 
which  incorporates  a temperature  compensator 
in  the  vaporizer.  It  is  suitable  for  general  use 
and  in  preparation  for  service  in  a disaster 
situation.  It  can  be  used  free  or  fitted  to  stand- 
ard anesthetic  machines.  The  following  ancil- 
lary equipment  may  be  used  with  the  vaporizer: 
bellows  valve  unit,  medical  gas  oxygen  attach- 
ment, and  induction  attachment. 

Miller,  J.  K.,  and  Muraschi,  T.  F.:  Human 

listeriosis  in  New  York  State,  New  York 
State  J.  Med.  63:  1822  (June  15)  1963. 

From  1950  to  1961  there  were  39  cases  of 
human  hsteriosis  in  Upstate  New  York  and  23 
cases  in  New  York  City.  In  the  Upstate  group 
33  per  cent  were  in  the  first  year  of  life  and  an 
equal  number  over  fifty  years  of  age,  whereas  in 
New  York  City  the  majority  were  in  the  old-age 
group  and  had  neoplastic  disease.  Of  the  62 
cases,  there  were  50  of  meningitis,  10  of  bac- 
teremia, 1 of  pneumonia,  and  1 of  cutaneous 
ulcer  of  the  neck.  The  mortality,  highest  in 
persons  over  fifty  years  of  age,  was  33  per  cent 
in  the  Upstate  group  and  52  per  cent  in  New 
York  City.  Listeriosis  has  been  found  in  sheep, 
cows,  and  chinchillas  in  the  State.  It  is  a 
known  cause  of  abortion  in  sheep,  cattle,  and 
rabbits  and  may  have  a role  in  the  interruption 
of  human  pregnancy. 
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Abstracts  in  Interlmgua 


Rapp,  F.:  Papillomas  e cancere:  Es  virus  le 

causa?  (anglese).  New  York  State  J.  Med. 
63:  1786  (15  de  junio)  1963. 

Ben  que  un  numero  crescente  de  virus  es 
detegite  que  es  capace  a causar  neoplasia,  le 
efiFortio  de  isolar  tal  agentes  oncogene  ab  pa- 
tientes  human  ha,  a generalmente  parlar, 
remanite  sin  successo.  Tamen,  essayos  de  isolar 
virus  ab  le  papillomas,  in  humanos  e in  animales, 
ha  etiam  remanite  sin  successo  in  despecto  del 
solide  cognoscentias  establite  con  respecto  al 
agentes  causative,  al  methodos  de  rephcation,  e 
al  disparition  del  virus  in  animales  experimental 
durante  le  transformation  de  papilloma  in 
carcinoma.  A base  de  iste  considerationes  le 
conclusion  es  presentate  que  le  systemas  in 
question  remane  ideal  pro  le  studio  del  relation 
de  virus  con  morbo  neoplastic  in  humanos. 

Rosenberg,  B.  A.:  Acute  infarcimento  myo- 

cardial. I.  Studios  de  catamnese  {anglese).  New 
York  State  J.  Med.  63:  1791  (15  de  junio) 
1963. 

Esseva  facite  un  studio  catamnestic  de  254 
superviventes  de  acute  infarcimento  myocardial. 
Le  mortalitate  esseva  24  pro  cento  post  un  anno 
e 46  pro  cento  post  cinque  annos.  Octanta-duo 
pro  cento  del  mortes  esseva  le  resultato  de 
recurrente  infarcimento  myocardial  e/o  de 
congestive  discompensation  cardiac.  Le  suc- 
cesso a longe  vista  non  esseva  afBcite  signifi- 
cativemente  per  le  pre-existentia  de  angina  de 
pectore,  per  le  sito  del  acute  infarcimento,  o per 
le  presentia  de  cardiomegalia  durante  le  sojorno 
al  hospital.  Del  altere  latere,  un  effecto  adverse 
in  le  superviventia  quinquenne  esseva  condi- 
tionate  per  le  previe  occurrentia  de  infarcimento 
myocardial,  per  le  presentia  de  hypertension,  e 
per  congestive  discompensation  cardiac. 

Olmsted,  K.  E.  P.:  Guardantia  del  patiente 

con  cataracta;  ante  e post  le  operation  (anglese). 
New  York  State  J.  Med.  63:  1799  (15  de 
junio)  1963. 

Le  adequate  preparation  del  patiente 
destinate  a esser  operate  pro  un  cataracta  in- 
clude le  pre-operatori  evalutation  psychologic  e 
physic,  le  prevention  de  infectiones,  e le  allevia- 
tion del  anxietate  pre-operatori.  Le  medication 
pre-operatori  consiste  de  agentes  sedative, 
analgesic,  e antiemetic.  Hypnose  es  etiam  de 
utilitate  possibile.  Anesthesia  es  le  procedi- 
mento  plus  frequente,  sed  anesthesia  general 
pote  etiam  esser  usate.  Post  le  operation, 
ambe  le  oculos  pote  esser  coperite  durante  le 
prime  vinti-quatro  horas,  sed  il  existe  un  cres- 
cente numero  de  reportos  de  beneficios  re- 
sultante  del  uso  de  bandages  monocular. 


Post,  B.  S.,  Forster,  S.,  Rosner,  H.,  e Ben- 
ton, J.  G.:  Le  uso  de  electrotherapia  func- 

tional in  morbos  neuromuscular  (anglese).  New 
York  State  J.  Med.  63:  1808  (15  de  junio) 
1963. 

Dece-quatro  patientes  con  hemiplegia  qui 
esseva  capace  a ambular  sin  adjuta  mechanic 
sed  qui  rtiarchava  malhahUemente  e con  precoce 
fatiga  esseva  equipate  con  un  apparato  electric 
pro  stimular  le  dorsiflexion  del  pede.  In  omne 
le  casos  le  ambulatura  se  meliorava  indubitabile- 
mente.  II  existe  multe  altere  possibilitates  pro 
le  uso  de  electrotherapia  functional  in  le  tracta- 
mento  e le  rehabilitation  de  patientes  con 
morbos  neuromuscular. 

McGinn,  J.  T.,  Avram,  M.  M.,  e Freeman, 
T.  I.:  Mebutamato:  Un  evalutation  clinic 

(anglese).  New  York  State  J.  Med.  63:  1812 
(15  de  junio)  1963. 

Esseva  studiate,  con  controlos,  le  effecto 
hypotensive  de  mebutamato  in  50  patientes  con 
hypertension  essential.  Nulle  significative  ef- 
fecto in  le  tension  de  sanguine  esseva  notate.  Le 
leve  grado  de  melioration  que  esseva  obtenite 
pareva  attribuibile  al  effecto  psychologic  del 
visitas  regular  ad  un  medico  interessate  e al 
stricte  survehantia  in  mesuras  como  le  restric- 
tion del  sal  dietari.  Le  sol  adverse  effecto  secun- 
dari  esseva  le  somnolentia  que  occurreva  in  plus 
que  un  tertio  del  patientes. 

Dobkin,  A.  B.,  Israel,  J.  S.,  Samonte,  A. 
L.,  e Byles,  P.  H.:  Vaporisator  universal  de 

anesthesia,  utile  in  disastros  (anglese).  New 
York  State  J.  Med.  63:  1815  (15  de  junio) 
1963. 

Le  vaporisator  typo  Gardner  Universal  es  un 
portabile  apparato  quantitative  que  pote  esser 
usate  con  le  aere  ab  le  atmosphera  como  vehiculo 
pro  le  vaporisation  e que  es  equipate  con  un 
compensator  de  temperatura.  lUo  es  ap- 
propriate al  uso  general  e pote  esser  preparate 
pro  le  servicio  in  un  situation  de  disastro.  lUo 
pote  esser  usate  lib  ere  o attachate  a machinas 
standard  de  anesthesia.  Equipamentos  ancillari 
que  pote  esser  usate  con  le  vaporisator  es  un 
aggregate  de  valvula  a folle,  un  attachamento 
pro  oxygeno  medical,  e un  attachamento  de 
induction. 

Miller,  J.  K.,  e Muraschi,  T.  F.:  Listeriosis 

human  in  le  Stato  New  York  (anglese).  New 
York  State  J.  Med.  63:  1822  (15  de  junio) 
1963. 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical 
problem— but  it  does  hurt.  And  if  there  is 
housework  to  do  and  kids  to  mind,  the  patient 
needs  something  to  numb  the  pain. 

2.  A.P.C.  compounds  have  limited  usefulness; 
and  the  patient  can  buy  them  without  your 
prescription.  Unfortunately,  most  of  them  are 
too  mild  to  be  effective  for  sprains— and  more 
potent  products  too  often  make  the  patient 
feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases. 
Since  it  contains  both  ‘Soma’  (carisoprodol) 
and  acetophenetidin  it  is  both  a potent  anal- 
gesic and  a superior  muscle  relaxant;  it  also 
contains  caffeine  to  offset  any  drowsiness 
(‘‘numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is 
1 or  2 tablets  q.i.d.  For  more  severe  pain,  try 
‘Soma’  Compound-h Codeine.  Dosage:  1 or  2 
tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur 
rarely.  Codeine  may  produce  addiction, 
nausea,  vomiting,  constipation  or  miosis. 


SomifCompoimd  g; 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,catfeine  32  mg. 

SonufCompound+Codeine  j 

carisoprodol  200  mg., acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

'S?/®WALLACE  LABORATORIES  Cranbury,  N.  J. 
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Inter  1950  e 1961  il  occurreva  39  cases  de 
listeriosis  human  in  le  hinterland  de  New  York 
e 23  cases  in  le  Citate  New  York.  In  le  gruppo 
del  hinterland,  33  pro  cento  del  patientes  esseva 
in  le  prime  anno  del  vita  e le  mesme  proportion 
habeva  etates  de  plus  que  cinquanta  annos, 
durante  que  in  le  gruppo  in  le  Citate,  le 
majoritate  del  patientes  habeva  etates  avantiate 
e suffreva  de  morbos  neoplastic.  In  le  total  de 


New  CMT  edition  planned 

The  second  edition  of  Current  Medical  Ter- 
minology, a paperback  handbook  of  preferred 
medical  terms  for  all  important  diseases,  is 
scheduled  for  publication  in  September,  accord- 
ing to  the  American  Medical  Association. 

The  first  edition,  published  by  the  A.M.A. 
in  1962,  listed  1,872  diseases  with  brief  defini- 
tions in  346  pages. 

The  new  edition  will  include  additional  terms 
and  definitions,  mainly  in  the  fields  of  gyne- 
cology, obstetrics,  pediatrics,  and  psychiatry,  an 


62  casos,  5 esseva  casos  de  meningitis,  10  de 
bacteremia,  1 de  pneumonia,  e 1 de  ulcere 
cutanee  del  coUo.  Le  mortahtate  esseva  le  plus 
alte  inter  le  patientes  de  etates  de  plus  que 
cinquanta  annos.  lUo  amontava  a 33  pro  cento 
in  le  hinterland  e a 52  pro  cento  in  le  Citate. 
Listeriosis  ha  essite  incontrate  in  oves,  vaccas,  e 
chinchillas  in  le  Stato.  lUos  es  un  causa  recog- 
noscite  de  abortos  in  oves,  bestial,  e conilios  e ha 
possibilemente  un  rolo  in  le  interruption  de 
pregnantias  human. 


expanded  section  on  tumors,  and  cross  refer- 
ences, according  to  Burgess  L.  Gordon,  M.D., 
A.M.A.’s  director  of  nomenclature.  Although 
larger  than  the  first  edition,  it  will  not  exceed 
450  pages. 

The  handbook  was  developed  in  response  to 
demands  for  a simplified  method  of  terminology, 
Dr.  Gordon  said.  Changing  concepts  of  modern 
medicine  pose  serious  problems  of  communica- 
tion and  evaluation  of  medical  data  based  on  old 
terms  for  diseases.  In  publishing  a handbook  of 
preferred  modern  terms,  the  A.M.A.  serves  as  a 
coordinator  among  the  various  fields  of  termi- 
nology “to  bring  order  out  of  chaos.” 
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“Six  children  in  five  years!  Do  you  think  I’m  one  of 
those  accident-prone  people,  Doctor f” 
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OF  THE  JOURNAL 
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Society,  We  are  in  short  supply, 
and  need  this  particular  back  num- 
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Necrology 


Lewis  P.  Addoms,  M.D.,  of  Huntington,  died 
on  February  3 at  the  age  of  eighty-six.  Dr. 
Addoms  graduated  in  1899  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
was  a member  of  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Craig  D.  Bulger,  M.D.,  of  White  Plains,  died 
on  August  16,  1962,  at  the  age  of  sixty-five. 
Dr.  Bulger  graduated  in  1923  from  McGill 
University  Faculty  of  Medicine.  He  was  an  at- 
tending psychiatrist  at  the  Veterans  Adminis- 
tration Hospital,  Canandaigua. 

James  Harry  Bunn,  Jr.,  M.D.,  of  Loudon- 
ville,  died  on  January  4 at  the  age  of  fifty-two. 
Dr.  Bunn  graduated  in  1936  from  the  University 
of  Maryland  School  of  Medicine,  CoUege  of 
Physicians  and  Surgeons.  He  was  an  attending 
radiologist  at  Albany  Hospital.  Dr.  Bunn  was 
a Diplomate  of  the  American  Board  of  Radiol- 
ogy and  a member  of  the  Radiological  Society  of 
North  America,  Inc.,  the  Albany  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Emanuel  Deligtisch,  M.D.,  of  Rye,  died  on 
November  21,  1962,  at  the  age  of  seventy-one. 
Dr.  Deligtisch  graduated  in  1914  from  Long 
Island  College  Hospital  Medical  School.  Re- 
tired, he  was  a former  member  of  the  obstetrics 
and  gynecology  staff  of  Jewish  Memorial  Hos- 
pital. 

Sheldon  Griswold  Edgerton,  M.D.,  of  Delhi, 
died  on  March  30  at  the  age  of  sixty-two.  Dr. 
Edgerton  graduated  in  1942  from  Syracuse  Uni- 
versity College  of  Medicine.  He  was  a member 
of  the  Workmen’s  Compensation  Board  and  of 
the  medical  staff  of  Delhi  Hospital,  as  well  as  a 
former  member  of  the  Delaware  County  Tuber- 
culosis and  Health  Committee  and  a past- 
secretary of  the  Delaware  County  Medical 
Society.  Dr.  Edgerton  was  a member  of  the 
Delaware  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

Stanley  B.  Folts,  M.D.,  of  Interlaken,  died  on 
March  22  at  the  age  of  fifty-six.  Dr.  Folts 
graduated  in  1934  from  Syracuse  University 
College  of  Medicine.  He  was  an  attending  ob- 
stetrician and  gynecologist  at  Taylor-Brown 
Memorial  (Waterloo)  and  Tompkins  County 
(Ithaca)  Hospitals  and  a consulting  obstetrician 
and  gynecologist  at  Willard  State  Hospital 
(Willard),  as  well  as  a former  health  officer  for 
Seneca  County.  Dr.  Folts  was  a member  of  the 


Seneca  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Benzion  Gelfman,  M.D.,  of  New  York  City, 
died  on  October  22,  1962,  at  the  age  of  sixty-six. 
Dr.  Gelfman  received  his  medical  degree  from 
the  University  of  Wurzburg  in  1924.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Theodore  Golden,  M.D.,  of  New  York  City, 
died  on  Januairy  3 at  the  age  of  fifty-four.  Dr. 
Golden  graduated  in  1934  from  Ohio  State  Uni- 
versity College  of  Medicine.  He  was  an  associ- 
ate attending  surgeon  at  St.  Vincent’s  Hospital. 
Dr.  Golden  was  a Diplomate  of  the  American 
Board  of  Surgery  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York 
Cancer  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

A.  Carl  Hofmann,  M.D.,  of  Syracuse,  died  on 
December  31,  1962,  at  the  age  of  fifty-four.  Dr. 
Hofmann  graduated  in  1933  from  the  Syracuse 
University  College  of  Medicine.  He  was  chief 
of  the  general  practice  section  and  internal  medi- 
cine at  St.  Joseph’s  Hospital,  as  well  as  an  attend- 
ing physician  there,  and  an  associate  attending 
physician  at  St.  Mary’s  Hospital.  A past-presi- 
dent of  the  Onondaga  County  Medical  Society, 
Dr.  Hofmann  was  a member  also  of  the  Medical 
Society  of  the  State  of  New  York  and  the 
American  Medical  Association. 

Julius  Theodore  Kane,  M.D.,  of  Lake  Placid, 
died  on  February  23  at  the  age  of  seventy-four. 
Dr.  Kane  graduated  in  1910  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a consulting  physician  in 
eye,  ear,  nose,  and  throat  at  Jamaica  Hospital, 
an  attending  physician  in  eye,  ear,  nose,  and 
throat  at  Placid  Memorial  Hospital,  and  a 
consulting  ophthalmologist  at  Ray  Brook  State 
Tuberculosis  Hospital.  Dr.  Kane  was  a Diplo- 
mate of  the  American  Board  of  Otolaryngology, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  Essex  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

John  Kimberly  Meneely,  Jr.,  M.D.,  of 
Albany,  died  on  March  22  at  the  age  of  forty-six. 

continued  on  page  1852 
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If  you  have  a friend  practicing  in  Hohokus  or 
Muskogee,  why  not  send  him  a gift  subscription  to 
the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE? 

Gift  subscriptions  are:  $5.00  for  the  first  year,  $7.50  thereafter 

You’re  not  limited  to  a single  gift  subscription.  You  can,  as  a matter 
of  fact,  make  use  of  this  offer  to  give  two  or  three  old  school  friends  a 
chance  to  read  your  Journal — no  matter  where  they  are.* 


* Friends  in  such  places  as  Tierra  del  Feugo  or  Timbuktu 
will  require  added  foreign  postal  charges  of  $1.50  a 
year. 


P.S.  If  you  don’t  happen  to  be  one  of  our  fortunate  members,  you  can 
also  treat  yourself  to  the  same  special  introductory  subscription  rate. 
Mail  your  order  to:  New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  1 7,  N.  Y. 


PLEASE  SEND  A SPECIAL-RATE  INTRODUCTORY  SUBSCRIPTION  TO: 
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Address. 


City  & State. 
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Add  ress 

City  & State 

Q Enclosed  is  $5.00  for  the  first  year  (Regularly  $7.50) 

I I Enclosed  is  $18.00  for  the  first  three  years  (Regularly  $22.50) 
Q Plus  $1.50  for  foreign  addressee. 
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Dr.  Meneely  graduated  in  1941  from  Yale  Uni- 
versity School  of  Medicine.  He  was  an  assist- 
ant attending  physician  at  Albany  Hospital 
and  Albany  Hospital  Outpatient  Department, 
an  attending  physician  at  Veterans  Administra- 
tion Hospital,  director  of  the  cancer  detection 
clinic  at  Albany  Medical  Center  Hospital,  and 
an  instructor  in  medicine  at  Albany  Medical 
College.  Dr.  Meneely  was  a Diplomats  of  the 
American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Physicians,  and  a 
member  of  the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Myron  Louis  Morris,  M.D.,  of  New  York 
City,  died  on  May  4 in  Venice  Hospital,  Venice, 
Florida,  at  the  age  of  seventy-four.  Dr.  Morris 
graduated  in  1913  from  New  York  University 
and  Bellevue  Hospital  Medical  School.  He  was 
an  assistant  attending  physician  at  Flower  and 
Fifth  Avenue  Hospitals.  Dr.  Morris  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Clarence  Albert  Potter,  M.D.,  of  Orwell, 
died  on  April  28  at  the  age  of  eighty-nine.  Dr. 
Potter  graduated  in  1897  from  New  York  Home- 
opathic Medical  College  and  Flower  Hospital. 
He  was  a Life  FeUow  of  the  American  Psychi- 
atric Association  and  a member  of  the  Oswego 


County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Isidor  Rosenthal,  M.D,,  of  Brooklyn,  died  on 
May  17,  1955,  at  the  age  of  seventy-eight.  Dr. 
Rosenthal  graduated  in  1905  from  Cornell  Uni- 
versity Medical  College. 

Lorton  Holden  Teeter,  M.D.,  of  Grand 
Island,  died  on  April  3 at  the  age  of  eighty-two. 
Dr.  Teeter  graduated  in  1905  from  Syracuse 
University  College  of  Medicine.  Retired,  he  was 
an  honorary  surgeon  at  Memorial  Hospital. 
Dr.  Teeter  was  a member  of  the  Buffalo 
Academy  of  Medicine,  the  Buffalo  Ophthalmo- 
logic Club,  the  Niagara  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Willis  Webber  Young,  M.D.,  of  Watertown, 
died  on  March  29  at  the  age  of  fifty-eight.  Dr. 
Young  graduated  in  1931  from  Johns  Hopkins 
University  School  of  Medicine.  He  was  chief 
urologist  at  Mercy  and  Good  Samaritan  Hospi- 
tals and  a consulting  urologist  at  North  Country 
Hospitals  and  Potsdam  Hospital.  Dr.  Young 
was  a Diplomats  of  the  American  Board  of 
Urology  and  a member  of  the  American  Uro- 
logical Association,  the  Jefferson  Coimty  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical 
Association. 


AnnOUnCBmGnt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  is  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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Analgesics 


Protamide  (Sherman  Laboratories) 1759 

Soma  Compound  (Wallace  Laboratories) 1847 


Antibiotics 

Declomycin 
(Lederle  Laboratories, 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Antihistamines 

Benadryl  (Parke,  Davis  & Company) 1757 

Antiinflammatory  enzymes 
Chymoral 


(Armour  Pharmaceutical  Company) 2nd  cover 

Antivertigo 

Dramamine  (G.  D.  Searle  & Company) 1771 

Beverages 

No-Cal  (Kirsch  Beverages,  Inc.) 1764 

Dermatologic  preparations 
Cosmedicake 

(Kay  Preparations  Company,  Inc.) 1765 

Meti-Derm  (Schering  Corp.) 1753 

Sardo  (Sardeau,  Inc.) 1747 

Diagnostic  aids 

Urine  tests  (Ames  Company,  Inc.) 3rd  cover 

Energizers 

Deprol  (Wallace  Laboratories) 1772 


Laxatives 
Haley’s  M-O 


loieiiuruurv  i_dud., 

Chas.  H.  Phillips  Co.) 1761 

Muscle  relaxants 

Trancopal  (Winthrop  Laboratories) 1745 

Ovarian  hormones 

Duosterone  (Roussel  Corp.) 1749 

Sedatives 

Barba-Niacin  (Cole  Chemical  Company) 1751 

Skeletal  muscle  relaxants 

Skelaxin  (A.  H.  Robins  Company,  Inc.) 1755 

Tranquilizers 

Atarax  (J.  B.  Roerig  & Company) 1742-1743 

Thorazine  (Smith  Kline  & French  Laboratories)..  1858 

Vasopressors 

Aramine  (Merck  Sharp  & Dohme) 1741 

Vitamins 

Stresscaps 

(Lederle  Laboratories, 

Div.  Amer.  Cyanamid  Co.) 1763 


THE  MOUNT  SINAI  HOSPITAL 
NEW  YORK  29,  NEW  YORK 

POSTGRADUATE  COURSES 
IN  CLINICAL  MEDICINE 

given  in  affiliation  with 

COLUMBIA  UNIVERSITY 
JULY  THROUGH  DECEMBER  1963 

COURSES  FOR  GENERAL  PRACTITIONERS 

Basic  psychiatry  for  general  practitioners,  internists  and 
medical  specialists 

Oct.  2 to  June  27:  Wed  & Sat.,  9 to  1 P.M. 

Differential  diagnosis  in  gastro-intestinal  radiology 
Oct.  8 to  Dec.  10:  Tues.,  5 to  6 P.M. 

Electrocardiography 

Oct.  14  to  Oct.  25:  Mon.  to  Fri.,  9 to  12  Noon 

Diseases  of  the  Liver 

Oct.  14  to  Dec.  IS:  Mon.,  2 to  5 P.M. 

Differential  diagnosis  in  radiology  of  the  chest 
Oct.  28  to  Jan.  13:  Mon.,  4:45  to  6:15  P.M. 

Clinical  Hematology 

Nov.  4 to  Nov.  6:  Mon.  to  Wed.,  9 to  5 P.M. 

Spatial  vectorcardiography  and  vector  interpretation  of  the 
electrocardiogram 

Dec.  2 to  Dec.  6:  Mon.  to  Fri.,  9 to  3 P.M. 


COURSES  FOR  SPECIALISTS 

Trans-meatal  (Endaural)  surgery 

Sept.  3 to  Sept.  13:  1st  week— Tues.  thru  Sat. 

2nd  week— Mon.  thru  Fri., 
9—6  P.M. 

Clinical  use  of  radioactive  isotopes 

Sept.  16  to  Apr.  27:  Mon.,  3 to  6 P.M. 

Clinical  electroencephalography 

Oct.  17  to  Jan.  30:  Thur.,  9 to  12  Noon 


For  application  forms  and  information,  address  the 
Registrar  for  Postgraduate  Medical  Instruction 


THE  MOUNT  SINAI  HOSPITAL 

Fifth  Avenue  at  One-Hundredth  Street 
New  York  29,  N.Y. 
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County 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus  . 

Cayuga 

Chautauqua. 
Chemung. . . . 

Chenango 

Clinton 

Columbia. . . . 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 

Jefferson 

Kings 

Lewis 

Livingston . . . 

Madison 

Monroe 

Montgomery. 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orlesins 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond . . . 
Rockland .... 
St.  Lawrence. 

Saratoga 

Schenectady . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington  . 

Wasme 

Westchester  . 
Wyoming .... 
Y ates 


Officers  / County  Medical  Societies  / 1963 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 

President  Secretary  Treasurer 


G.  Rehmi  Denton Albany 

John  F.  Glosser Wellsville 

Walter  Einhorn Bronx 

Michael  J.  Maggiore Endicott 

Leo  John  Murphy Olean 

William  W.  Robertson Auburn 

Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Charles  L.  DuBuar Sherburne 

John  Menustik,  Jr Plattsburgh 

Roger  C.  Bliss Hudson 

William  J.  McAuliffe Cortland 

Clarence  E.  Dungan Hancock 

James  K.  Keeley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Hans  Leeds Catskill 

Arthur  H.  Mulligan Herkimer 

Thomas  P.  Hamilton . . . Watertown 

Julius  E.  Stolfi Brooklyn 

John  H.  Brooks Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Lynn  R.  Callin Rochester 

Philip  Cortese Amsterdam 

Jeff  J.  Coletti Old  Westbury 

Milton  Helpern New  York 

William  R.  Lewis.  . . .Niagara  Falls 

E.  P.  Russell,  Jr Rome 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Lome  S.  Tieman Middletown 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  Duston  Rames.Cooperstown 

S.  Bernard  Ross Brewster 

Kurt  Rosenberg . . . Long  Island  City 

John  J.  Noonan Troy 

Robert  E.  Wolkwitz.  .Staten  Island 

L.  G.  Weishaar,  Jr Nanuet 

Lampher  C.  Weston Massena 

John  Esposito Saratoga  Springs 

Norman  D.  Kathan. . . .Schenectady 

Donald  Rich  Lyon Middleburg 

James  J.  Norton ....  Montour  Falls 

Bruno  Riemer Romulus 

Ralph  F.  Traver Bath 

Jesse  W.  Mahoney. . .East  Setauket 

Jacob  Rubin Woodburne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

John  A.  Cooke,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Walter  S.  Bennett Granville 

Evan  Tansley Newark 

Thomas  C.  Jaleski.  . .New  Rochelle 

Leo  L.  Trnka Arcade 

Wil&ed  D.  McCusker . . . . Penn  Yan 


John  J.  Phelan,  Jr Albany 

Kurt  Zinner . Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Olean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  D.  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falla 

James  L.  Harrington. . . . Watertown 

Vincent  J.  Tesoriero Brooklyn 

Al&ed  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Felix  Otta  viano Oneida 

Maurice  M.  Maltinsky . . . Rochester 

Helen  M.  Blanchard Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr. .New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger ....  Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt Oswego 

John  M.  Constantine Oneonta 

John  del  Campo Carmel 

Frank  W.  Farrell Flushing 

Thomas  R.  Engster Troy 

Edward  E.  Malarkey . Staten  Island 

S.  B.  Adler Spring  Valley 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  Dewell Cobleskill 

Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falls 

Milton  TuUy Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried ....  Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Charles  R.  Bannon Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

James  Q.  Haralambie.  . .Larchmont 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Salvatore  Tabacco Albany 

Kurt  Zinner Wellsville 

Francis  J.  Loperfido Bronx 

F.  Maurice  Breed Johnson  City 

Duncan  C.  Wormer Portville 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

A.  A.  Mitchell Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond.  . .Johnstown 

James  McCutcheon Batavia 

Mahlon  A.  Atkinson Catskill 

Timothy  J.  Howard Newport 

James  L.  Harrington Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Lemn . . . Mount  Morris 

Robert  F.  Schramm Cazenovia 

Charles  D.  Sherman,  Jr. . . Rochester 

'Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr. . Niageura  Falls 

Theodore  F.  Thomas Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger ....  Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt.  . . .Oswego 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Victor  S.  Lait Flushing 

John  J.  Pohl Troy 

J.  J.  Silverman Staten  Island 

D.  Hyman Suffem 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer.  .Waterloo 

Milton  TuUy Hornell 

Samuel  T.  Horstone Bay  Shore 

Alan  R.  Fried ....  Livingston  Manor 

Paul  Zoltowski Waverly 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dover Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  Woodhull  ....  Scarsdale 

Newland  W.  Foimtain Warsaw 

R.  J.  Harpending Penn  Yan 
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PINEWOOD 


Waller  A.  Thompson,  M.D.,  F.A.P.A. 
Physitian  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEnIral  S-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  ofifering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


WJiST  HELL 

West  252nd  St.  and  Fieldston  Road 
Riwerdale-on>the-Hudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

MRS.  HENRY  W.  LLOYD.  R.N..  Administrator 
Telephone:  Kingsbridst  9>8440 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you're 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


HOLBROOK  MANOR 

Five  Acres  of  Pinewor.ded  Grounds 

SENILE— AGED 

Non-sectariari,  dietary  laws  observed 
Medical  Director.  O.  L.  Friedman,  M.D..  Q.P.,  M.A.P.A. 
HOLBROOK.  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Hishland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D..  Director 


CLASSIFIED  RATES 

Effeef/Ve  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1.00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  » X-RAY  AVAILABLE 
Our  10-monlhi  day  count  Ineludti  inicnilve  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 


Mcuidl  Scltool 


254  W.  54  SI— N Y C 
Circle  7-3434 
. Licensed  by  the  Stale  of  New  York  


EQUIPMENT  FOR  SALE 


DIAGNOSTIC  X-RAY,  200  MA,  FLUOROSCOPY,  SPOT 
device,  excellent  condition.  For  quick  disposal;  cheap. 
BU  8-0655  (NYC). 


1 PICKER  SENIOR  COMENT  UNIT  60  M.A.  COM- 
plete  fluoroscope  with  X-ray.  Call  or  write:  Mr.  H.  E. 
Cox,  Room  1709, 122  East  42nd  Street,  New  York  17,  New 
York,  oxford  7-3800,  Ext.  411. 


FOR  SALE:  McFEDRIES  25  MA  X-RAY  AND  FLUORO- 
scope.  No  offer  refused.  WE  8-4223,  6-8  P.M. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  assures  good  results.  Free 
Service  first  18  days — rates  after  Free  Service  30%  on  ac- 
coimta  lees  than  6 months  past  due;  33Vi%  lees  than  a 
year;  35%  less  than  3 years  and,  50%  on  accounts  over  3 
years  old,  accounts  recovered  by  attorneys  and  on  the  first 
ten  dollars,  regardless  of  the  age  of  the  account.  Write  for 
listing  forms — Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y. 
36. 
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PHYSICIANS  WANTED 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
be  Board  eligible.  Write  Box  581,  % N.  Y.  St.  Jr.  Med. 


G.P.  TO  ASSOCIATE  WITH  TWO  OTHER  G.P.’s,  20 
rniles  from  New  York  City.  Excellent  working  condi- 
tions and  hospital  facilities.  New  York  license  and  com- 
pleted military  service  required.  Remuneration  $14,000 
per  year.  Excellent  opportunity  for  partnership.  Box 
680,  % N.  Y.  St.  Jr.  Med. 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bod  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


WANTED:  INTERNIS’P,  BOARD  QUALIFIED,  FOR 
large  hospital.  Box  702,  %N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTICE:  UNLIMITED  OPPORTUNITY 
for  general  practitioner.  New  hospital  opening  in  18 
months.  Phone  or  write  Mahopac  Hospital,  Mahopac, 
New  York.  MA  8-3406. 


E.E.N.T.  ASSOCIATE  REQUIRED.  BOARD  ELIGIBLE 
in  one  or  other  specialty.  Working  conditions  excellent. 
Capital  district.  Percentage  leading  to  full  partnership. 
Tremendous  opportunity.  Box  712,  % N.  Y.  St.  Jr.  Med. 


PEDIATRICIAN  AND  G.P.  (NO.  OB.  OR  SURG.)  for 
new  young  group  of  2 G.P.’s,  Brd.  cert,  internist  and  sur- 
geon, with  established  practices  in  lovely  suburban  college 
town  75  miles  from  New  York  City.  Brand  new  building. 
X-ray,  lab.  Salary  open,  leading  to  possible  partnership 
in  one  year.  Box  722,  % N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED  TO  WORK  IN  NEW  YORK 
State,  months  of  July  and  August  doing  general  practice. 
Box  726,  % N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED  TO  DO  GENERAL  PRACTICE, 
to  join  a medical  group  of  four  general  practitioners  in 
New  York  State.  Partnership  at  the  end  of  one  year. 
Physician  must  be  under  40  years  of  age.  Please  forward 
resume  of  personal  & medical  background.  Box  727, 
% N.  Y.  St.  Jr.  Med. 


LOCUM  TENENS.  LARGE  MIDTOWN  HOTEL, 
N.  Y.  C.,  July  & August.  Full  time.  G.P.  or  Internist. 
Advantageous.  Box  735,  % N.  Y.  St.  Jr.  Med. 


INTERNIST,  PEDIATRICIAN  OR  GENERALIST 
wanted  as  partner  in  busy,  modern  office,  Rochester, 
N.  Y.  Unusual  opportunity.  Give  background  in  first 
letter.  Box  739,  % N.  Y.  St.  Jr.  Med. 


LOCUM  TENENS  WANTED  FOR  MODERN,  ACTIVE 
general  practice  for  June  or  later,  for  at  least  4 weeks. 
Rochester,  N.  Y.  No  obstetrics.  You  may  replace  me 
up  to  10  weeks  yearly,  if  interested.  Box  740,  % N.  Y.  St. 
Jr.  Med. 


PEDIATRICIAN  AS  ASSOCIATE:  LOWER  WEST- 

chester-Upper  Bronx.  Guaranteed  income  until  full 
partnership.  Teaching  hospital  affiliation.  Box  753, 
% N.  Y.  St.  Jr.  Med. 


A YOUNG  PEDIATRICIAN,  BOARD  MEMBER  OR 
Board  eligible,  wanted  by  New  York  Medical  Group. 
Starting  salary  $15,000,  no  nights,  full  specialists  staff. 
Fringe  benefits.  Private  practice  permissible.  Box  751, 
% N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


LOCUM  TENENS  WANTED;  MEDICAL  PRACTICE 
in  mid-Hudson  industrial  city;  accredited  hospitals; 
excellent  opportunity.  Box  757,  % N.  Y.  St.  Jr.  Med. 


WAN'TED:  PHYSICIAN  TRAINED  IN  INTERNAL 

medicine.  Large  modern  office;  city  of  50,000  upstate 
N.  Y.  $16, 000/year  starting  salary  with  future  partner- 
ship. Excellent  hospital  and  recreational  facilities.  Box 
758,  %N.  Y.  St.  Jr.  Med. 


OPHTHALMOLOGIST  AND  OTOLARYNGOLOGIST 
associate-’^With  intention  of  semi-retirement  if  association 
proves  successful;  no  down  payment  necessary;  will 
consider  salary  on  retirement  for  sale  of  practice  and 
accounts  receivable.  Box  759,  % N.  Y.  St.  Jr.  Med. 


WANTED:  GENERAL  PRACTITIONER,  CLYDE, 

N.  Y.  Small  but  active  upstate  New  York  community 
located  in  Finger  Lakes  region;  area  population  7,500. 
Two  30  bed  hospitals  within  seven  miles.  Unusual  op- 
portunity for  establishing  an  excellent  general  practice. 
Write:  Chamber  of  Commerce,  Clyde,  N.  Y. 


PATHOLOGY  RESIDENT  FOR  300  BED  COMMUNITY 
hospital  with  an  active  teaching  program.  Salary  $300 
per  month  & up,  plus  room  and  board.  4500  surgical 
specimens  and  200  autopsies  annually.  Affiliate  training 
at  nearby  medical  center.  Vacancies  available  July  1st, 
1963.  Contact  A.  L.  Statsinger,  M.D.,  Pathologist, 
Wyckoff  Heights  Hospital,  374  Stockholm  St.,  Brooklyn  37, 
New  York. 


REAL  ESTATE  FOR  SALE  OR  RENT 


RADIOLOGICAL  AND  PHYSICAL  THERAPY  OFFICE 
and/or  practice  of  prominent  radiologist;  unusual  oppor- 
tunity; minimal  rent  in  professionEd  building,  midtown 
Manhattan  near  Fifth  Avenue.  Large  floor  space  avail- 
able for  individual  or  shared.  Box  710,  % N.  Y.  St.  Jr. 
Med. 


POMPEY,  NEW  YORK— FOR  SALE  OR  RENT,  COLO- 
nial,  10  room  house  on  one  acre  plot  in  scenic  Pompey  Hills 
on  U.  S.  Route  #20.  Complete  apartment  on  second  floor; 
13  miles  from  Syracuse,  4 miles  from  Cazenovia  Lake. 
Excellent  opportunity  for  lucrative  general  practice. 
Write  R.  G.  Damiano,  M.D.,  2617  Court  St.,  Syracuse  8, 
N.  Y. 


FOR  RENT:  DOCTOR’S  OFFICE,  EXCELLENT  LOCA- 
tion.  Mount  Vernon,  N.  Y.  Fully  equipped.  Full  or 
part-time.  Very  reasonable.  Phone  WH  9-1268  eves. 


FOR  RENT— 5 ROOM  SUITE,  AIR  COND.;  AMPLE 
parking.  Bay  Shore  area;  Brightwaters  Prof.  Bldg. 
MO  5-5074. 


RENT:  SUCCESSFUL  LOCATION  AT  39  MILL  RD. 
Eastchester  in  Westchester  County.  3 room  office;  wood 
paneling;  private  garden  entrance;  equipped  and  fur- 
nished. Contact  Mr.  Kehoe,  One  East  42nd  St.,  N.  Y.  C. 
212  Oxford  7-5695. 


WHITE  PLAINS:  FINEST  LOCATION;  WELL 

equipped  office,  X-Ray,  ECG.  Private  entrance.  Sublet 
afternoons,  evenings.  Also  suitable  psychiatrist.  Rea- 
sonable. 914  WH  8-6687. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


OFFICE  TO  SHARE;  PARK  AVENUE,  86TH  STREET. 
Includes  minor  operating  and  recovery  rooms.  Photo 
and  X-Ray  facilities.  Suitable  ENT,  plastic  or  similar 
specialty.  Box  754,  % N.  Y.  St.  Jr.  Med. 


EXCELLENT  LOCATION  FOR  RENT  FOR  PHYSICIAN 
in  E.  Northport,  L.I.  Pop.  22,000.  Ophthal.  or  Ob- 
Gyn  best.  Call  516  AN  1-1068. 


UNUSUAL  OPPORTUNITY  FOR  INTERNIST,  PEDIA- 
trician,  ophthalmologist,  dermatologist,  ear,  nose  & 
throat  specialist,  in  one  of  the  largest  villages  in  Suffolk 
County.  None  of  these  specialists  presently  in  area. 
Location  in  prestige  professional  building  with  seven 
professionals  and  space  for  three  more.  Box  756,  % N.  Y. 
St.  Jr.  Med. 


PROFESSIONAL  OFFICES  AVAILABLE.  NEW 
building,  air-conditioned,  garage,  doormen,  excellent 
transportation.  Physician  needed  in  area.  401  W.  56 
St.  PL  5-9134  or  BU  8-5468. 


SUITE  AVAILABLE  FOR  INTERNIST  IN  MEDICAL 
Clinic  Building  occupied  by  surgeon,  pediatrician,  ob-gyn 
doctor,  ophthalmologist.  Location,  Long  Island,  50  miles 
from  New  York.  CaU  516  BR  3-4567. 


ATTRACTIVE  HOME  AND  OFFICE,  BERGEN 
Coimty,  New  Jersey  near  Geo.  Washington  Bridge. 
$39,500.  S.  Rosner,  M.D.,  21  Harriet  Ave.,  Bergenfield, 

N.  J. 


FOR  RENT:  PHYSICIAN’S  OFFICE  IN  OSSINING, 

New  York,  Westchester  County.  Six  rooms  attractively 
furnished.  Center  of  town,  with  ample  parking.  Call 
914  WI  1-3894. 


FOR  RENT:  BROOKLYN,  LINCOLN  RD.  BETWEEN 
Rogers  & Bedford  Aves.;  attractively  decorated,  well 
equipped  office.  IN  2-0569  evenings. 


FOR  RENT:  DOCTOR’S  OFFICE,  EXCELLENT 

location,  professional  bldg.,  Manhattan,  East  side.  Suit- 
able for  surgeon.  Phone  TE  8-7870. 


RIVERDALE  4601  HENRY  HUDSON  PKWAY 
Bus  stops  at  corner.  Suitable  2 or  3 
Doctors,  dentists  or  clinic;  8 rms,  large 
reception  rm.  Immed.  Supt  KI  6-0198. 

Will  rent  to  group  or  individuals. 

Horace  S.  Ely  & Co.,  WH  3-0228 


FULLY  EQUIPPED  DOCTOR’S  OFFICE  FOR  RENT. 
Bronx-Pelham  Pkwy.  Established  successful  corner. 
Call  UN  3-0112;  or  Box  762,  % N.  Y.  St.  Jr.  Med. 


DOCTOR’S  OFFICE  AVAILABLE  THREE  DAYS  A 
week.  Bensonhurst,  Brooklyn.  Professional  home  and 
office.  Corner  house.  Air  conditioned.  Main  thorough- 
fare; bus,  train  and  Belt  Parkway  close  by.  Parking 
faciUties.  BE  6-0795;  BE  6-4235. 


GARDEN  CITY,  L.I.  HOME-OFFICE.  IMMEDIATE 
occup.  Ideal  second  office.  $38,500.  Call  weekdays: 
212  GI  2-5100,  ext.  228.  Week-ends:  516  PI  7-3140. 


SELDEN,  L.I.:  7 ROOMS.  CORNER  PLOT.  EXCEL, 

opportunity  for  young  physician.  Separate  office  en- 
trance; beautiful  locality.  Only  $16,000.  SE  2-6146. 


PRACTICES  FOR  SALE  OR  RENT 


UNUSUAL  OPPORTUNITY  FOR  G.P.  TO  START  AS 
partner  or  owner  of  old  establ.  busy  practice,  upstate  N.  Y. 
Home-office,  aU  conveniences,  compl.  furnished,  equipped, 
hospitals  nearby.  $10,000  cash  rest  easy  terms.  Box  718, 
% N.  Y.  St.  Jr.  Med. 


ACTIVE  GENERAL  PRACTICE,  NORTHERN  N.  Y. 
Immediate  income.  Industry,  dairying,  insurance.  School 
physician.  Open  hospitals.  Lovely  home,  office  building 
adjacent  for  price  of  real  estate.  Will  introduce.  Box 
720,  % N.  Y.  St.  Jr.  Med. 


N.  Y.  C.-QUEENS:  ACTIVE  PRAC'TICE;  LARGE 

fully  equipped  office,  suitable  Internist,  G.P.,  group. 
Excellent  opportunity.  Box  732,  % N.  Y.  St.  Jr.  Med. 


LUCRATIVE  GENERAL  PRACTICE  IN  LAKE 
George,  N.  Y.  Best  location  for  rent,  lease  or  sale  from 
retiring  physician.  Box  737,  % N.  Y.  St.  Jr.  Med. 


UROLOGIC  PRACTICE  IN  WESTCHES’TER  COM- 
munity  for  sale.  Will  introduce  properly  qualified.  Board- 
eligible  man.  Box  761,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTICE,  OVER  $60,000  GROSS.  BEAU- 
tiful  home,  modem  equipped  office.  Hudson  Valley  area. 
Your  terms.  Roy  A.  Keute,  Bkr.,  Red  Hook,  N.  Y. 


OFFICES  FOR  RENT:  FULLY  EQUIPPED  FOR  TWO 

doctors.  Sole  village  doctor  recently  deceased;  28 
years  general  practice.  Eunice  L.  Williams,  Executrix 
Cicero,  N.  Y.  OW  9-7443. 


POSITIONS  WANTED 


MEDICAL  ASSISTAN'TS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
CH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 


PATHOLOGIST— DIPLOMATE  AP  AND  CP,  ALL  N.  Y. 
qualifications,  seeks  immediate  relocation  near  N.  Y.  C. 
Box  743,  % N.  Y.  St.  Jr.  Med. 


INTERNIST,  BOARD  ELIGIBLE,  TRAINED  AND 
licensed  in  medical  radio-isotoces,  with  equipment, 
wishes  part-time  position  or  affiliation.  Box  747,  % N.  Y 
St.  Jr.  Med. 


GENERALIST,  55,  WELL  TRAINED,  AMERICAN;  25 
years  general  practice  including  private  & industrial  major 
surgery,  desires  G.P.,  clinic,  industrial  group  association, 
N.  Y.  (iity,  Nassau  County  area.  Box  752,  % N.  Y.  St. 
Jr.  Med. 


ADMINISTRATOR — CURRENTLY  WITH  MAJOR 
medical  group,  seeks  challenging  position  with  heavy  work 
load  in  hospital  or  medical  center.  Box  755,  % N.  Y.  St. 
Jr.  Med. 
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there  is 
nothing 
"new"  abouti 

I 

Thorazine*  i 

I 

brand  of 

chlorpromazine 

In  the  nine  years  since  it  became  available 
to  American  physicians,  Thorazine  (chlor- 
promazine, SK&F)  has  been  more  widely; 
used,  more  thoroughly  investigated  and 
more  extensively  documented  than  any  ■ 
other  agent  of  its  type. 

Its  actions,  effects — and  side  effects— are 
well  known  throughout  the  medical  pro- 
fession. Its  efficacy  has  been  clearly  demon- 
strated. And  when  properly  used,  its  ad- 
vantages far  outweigh  any  possible  dis- 
advantages. 

This  is  why  there  is  nothing  “new”  about 
Thorazine  (chlorpromazine,  SK&F).  This  is 
why  it  remains  the  first  choice  in  many 
conditions — and  the  standard  against  which 
other  agents  are  inevitably  compared. 

This  is  why  it  is  one  of  the  fundamental 
drugs  in  medicine. 


SMITH  KLINE  & FRENCH 
LABORATORIES,  PHILADELPHIA 
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early  dia^osis,  820 

Acute  Glomerulitis  with  Nephrotic  Syndrome  Occurring 
During  Steroid  Therapy  (Tulgan  and  Garrett),  853 
Acute  Myocardial  Infarction.  I.  Follow-Up  Studies  (Rosen- 
berg), X79X 

Addiction,  narcotics,  treatment  of,  1X82 
Adenitis,  hemorrhagic  mesenteric,  X203 

Adenocarcinoma,  cytologic  diagnosis  of,  from  examination  of 
sputum,  678 

Adenocarcinoma  of  the  Terminal  Ileum  in  a Segment  of 
Bowel  with  Coexisting  Active  Ileitis  (Hoffert,  Weingarten, 
Friedman,  and  Morecki),  X567 

Adenoma:  problem  in  advanced  renal  decompensation 

[Clinicopathologic  Conference],  435 
Advicin:  common  mycotic  infections  of  lower  extremities,  548 
Agenesis  of  Corpus  Callosum  (Gyepes  and  Gannon),  1385 
Air  embolism:  management  of  sports  diving  accidents,  667 
Albany  Medical  College  of  Union  University  (Seminar),  X3X3 
Alcohol:  automotive  safety  (Symposium  and  Panel  Dis- 
cussion), X773 

Alcoholism,  public  health  aspects  of,  273 
Allergic  diseases,  present  status  of  foods  in  etiology  of,  538 
Allergic  patient,  criteria  for  referral  of  [ Recent  Advances  in 
M^cine  and  Surgery],  704 
Allergy 

chronic  cough  in  children,  X535 

modern  trends  in  intranasal  therapy  and  surgery,  1676 
pros  and  cons  of  repository  injection  therapy  in  practice  of 
(Symposium  and  Panel  Discussion),  557 
Amaurosis  fugax:  management  of  optic  nerve  disease  [Recent 
Advances  in  Ophthalmology  ] (Symposium),  X5X5 
Amblyopia:  management  of  optic  nerve  disease  [Recent 

Advances  in  Ophthalmology]  (Symposium),  X5X5 
American  Community  Looks  at  Civil  Defense  [Disaster 
Medical  Care]  (Leroy),  X574 

Ammonia  encephalopathy:  current  status  of  surgery  for 

complications  of  portal  hypertension  [Recent  Advances  in 
Medicine  and  Surgery],  835 

Analgesics:  care  of  patient  with  cataract;  pre-  and  post- 
operative, X799 

Analysis  of  300  Deaths  Associated  with  Pregnancy  [Maternal 
Welfare]  (Schoeneck),  X696 

A.  N.  Brady  Hospital  and  Infant  Home,  history  of;  X9X5  to 
X96X  [History  of  Medicine],  594 
Anemia 

management  of  optic  nerve  disease  [Recent  Advances  in 
Ophthalmology]  (Symposium),  X5X5 
of  mouse  cancer,  transmissible  agents  and,  X523 
nutritional  sequelae  of  gastric  surgery  [Nutrition  Excerpts], 
1555 

refractory  aregenerative,  and  benign  thymoma  treated  by 
thymectomy  with  remission,  723 
Anesthesia 

care  of  patient  with  cataract;  pre-  and  postoperative,  X799 
general,  with  minimal  equipment,  829 

glaucoma  surgery  [Recent  Advances  in  Ophthalmology] 
(Symp>osium),  X496 

vaporizer,  universal,  useful  in  disaster,  X8X5 
Anesthetic  and  Postanesthetic  Hazards  in  Patients  on  Chloro- 
thiazide Therapy  (Schapira,  Lewin,  Kepes,  and  Burack), 
849 

Aneurysm 

mediastinal  mass  calcified  in  periphery  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  846 
splenic  artery,  297 

traumatic  aortic  [Correlation  Conferences  in  Radiology 
and  Pathology],  586 

Angina:  acute  myocardial  infarction.  I.  Follow-up  studies, 
179X 

Ankle:  dia^ostic  limitations  of  Achilles  tendon  reflex  in 
thyroid  disease,  XX48 

Anoxia:  pathologic  classification  of  fetal  and  neonatal  mor- 
talities [Maternal  Welfare],  XX99 
Anterior  Removal  of  Cervical  Intervertebral  Disk  with  Inter- 
body Fusion  (Weiss),  86 

Antibiotics:  resistant  furunculosis  occurring  in  private 

practice,  X652 

Anticoagrulants:  pulmonary  infarction;  current  concepts  in 
diagnosis  and  therapy,  382 


Anticoagulants:  treatment  of  complications  of  acute  coronary 
artery  occlusion,  1330 

Anti-Coronary  Club;  The  First  Four  Years  (JoUiffe,  Baum- 
gartner, Rinzler,  Archer,  Stephenson,  and  Christakis),  69 
Antihypertensive  drugs:  anesthetic  and  postanesthetic 

hazards  in  patients  on  chlorothiazide  therapy,  849 
Antisepsis,  topical,  new  iodophor  for,  XXO 
Anxiety  reactions,  practical  approach  to,  XX44 
Aorta:  mediastinal  mass  calcified  in  periphery  [Correlation 
Conferences  in  Radiology  and  Patholo^],  846 
Aortic  aneurysm,  traumatic  [Correlation  Conferences  in 
Radiology  and  Pathology],  586 
Arrhythmias:  treatment  of  complications  of  acute  coronary 
artery  occlusion,  X330 

Arsenic  poisoning,  so-called  bleeding  ulcer  proving  to  result 
from,  7X9 

Arteriosclerosis,  geographic  pathology  of  [Albany  Medical 
College  of  Union  University]  (Seminar),  X32X 
Arteriosclerosis:  pulmonary  infiltrate  and  massive  hemopty- 
sis [Clinicopathologic  Conference],  X24 
Arthritis  and  erythema  multiforme  exudativum  following  in- 
fection with  rubella,  859 

Arthritis,  rheumatoid,  interdisciplinary  approach  to  care  of 
patients  with  [University  of  Rochester  School  of  Medicine 
and  Dentistry]  (Panel  Discussion),  X639 
Ascites:  pelvic  mass  and  unexplained  fever  [Clinicopathologic 
Conference],  X682 

Aspirin,  carbon  tetrachloride,  and  iron  poisonings  [Accidental 
Chemical  Poisonings],  X701 

Aspirin:  interdisciplinary  approach  to  care  of  patients  with 
rheumatoid  arthritis  [University  of  Rochester  School  of 
Medicine  and  Dentistry]  (Panel  Discussion),  X639 
Aspirin  Poisoning  [Accidental  Chemical  Poisonings],  864 
Aspirin  Poisoning  with  Two  Fatalities  [Accidental  .Chemical 
Poisonings],  X839 

Asthma:  criteria  for  referral  of  allergic  patient  [Recent  Ad- 
vances in  Medicine  and  Surgery  ],  704 
Atarax:  hydroxyzine  hydrochloride  given  as  preanesthetic 
medication;  intravenous  and  intramuscular  study,  529 
Atherosclerosis:  management  of  optic  nerve  disease  [Recent 
Advances  in  Ophthalmology } (Symposium),  X5X5 
Audiometry  and  Recruitment  in  Acoustic  Neurinomas; 

Aids  in  Early  Diagnosis  (Strauss  and  Fowler),  820 
Autoimmunity  and  Its  Relationship  to  Thyroid  Diseases 
[Diseases  of  the  Thyroid  Gland;  Current  Concepts:  Part 
I]  (Symposium)  (Witebsky  and  Rose),  56 
Automotive  Safety  (Symposium  and  Panel  Discussion),  X773 
A-V  syndrome:  motility  surgery  [Recent  Advances  in 

Ophthalmology]  (Symposium),  X5XX 
Ayur-Veda:  Hindu  medicine  [History  of  Medicine],  45X 


Bacteremia:  human  listeriosis  in  New  York  State,  X822 
Barbiturate  Poisonings  [Accidental  Chemical  Poisonings], 
7X3 

Barbiturates:  care  of  patient  with  cataract;  pre-  and  post- 
operative, X799 

Bell’s  palsy,  sudden  deafness,  and  Meniere’s  disease,  medical 
treatment  of,  XX37 

Bilharziasis:  other  schistosomal  diseases  [Tropical  Medicine 
for  Temperate  Climates],  X83X 

Biochemistry  and  Physiology  of  Thyroid  Hormones  [Diseases 
of  the  Thyroid  Gland;  Current  Concepts:  Part  I]  (Sym- 
posium) (Pitt-Rivers),  43 

Birth  injury:  pathologic  classification  of  fetal  and  neonatal 
mortalities  [Maternal  Welfare],  XX99 
Bladder,  human,  effects  of  dimethyl  polysiloxane  in,  1357 
Blepharitis:  ocular  therapeutics  [Recent  Advances  in  Oph- 
thalmology] (Symposium),  1488 
Blood 

disturbances:  pathologic  classification  of  fetal  and  neonata 
mortalities  [Maternal  Welfare],  XX99 
stored:  recent  advances  in  application  of  dialyzer,  XX 29 
transfusion:  prognosis  in  homologous  serum  hepatitis,  672 
Blue  plans:  professional  views  on  providing  medical  services, 
X578 

Bowel,  adenocarcinoma  of  terminal  ileum  in  segment  of,  with 
coexisting  active  ileitis,  X567 
Brain:  agenesis  of  corpus  callosum,  X385 
Brain  tumors,  parkinsonism  produced  by,  801 
Bronchogenic  carcinoma:  substernal  heaviness  and  cough 

[Correlation  Conferences  in  Radiology  and  Pathology], 
X547 

Bronchopneumonia:  diarrhea,  vomiting,  fever,  and  seizures 
in  infant  [Clinicopathologic  Conference],  841 
Bronchopulmonary  tract:  cytologic  diagnosis  of  adeno- 

carcinoma from  examination  of  sputum,  678 
Bronchoscopy:  chronic  cough  in  children,  1535 
Butanol:  physiologic  basis  of  thyroid  function  tests  [Diseases 
of  the  Thyroid  Gland;  Current  Concepts:  Part  II]  (Sym- 
posium), 228 
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Calluses,  corns,  and  warts;  differential  diagnosis,  1532 
Canada,  civil  defense  health  programs  in  [Disaster  Medical 
Care],  1715 

Canadian  Health  Insurance;  Observations  from  the  Ringside 
(Kilgour),  726 

Cancer  Often  Strikes  Twice  (Pickren),  95 
Cancer 

effectiveness  of  fear-arousing  movies  in  motivating  pre- 
ventive health  measures,  867 
lung,  in  New  York  City  firemen,  92 
mouse,  anemia  of,  and  transmissible  agents,  1523 
new  horizons  in,  through  cytology  [Recent  Advances  in 
Medicine  and  Surgery],  426 
and  papillomas:  are  viruses  the  cause?,  1786 
pathogenesis  and  treatment  of  nodular  goiter  [Diseases  of 
the  Thyroid  Gland;  Current  Concepts:  Part  II]  (Sym- 
posium), 233 

see  also  Adenocarcinoma,  Carcinoma,  Hodgkin’s  disease. 
Leiomyosarcoma,  Sarcoma,  Tumor(s) 

Candidiasis:  common  mycotic  infections  of  lower  extremities, 
548 

Carbon  Tetrachloride,  Iron,  and  Aspirin  Poisonings  [Acci- 
dental Chemical  Poisonings],  1701 
Carcinoma  of  the  Esophagus  (Boyd),  267 
Carcinoma 

effects  of  dimethyl  polysiloxane  in  human  bladder,  1357 
medical  management  of  some  common  esophageal  dis- 
orders, 398 

retroperitoneal,  isosexual  precocious  pseudopuberty  as- 
sociated with, 1360 

substernal  heaviness  and  cough  [Correlation  Conferences  in 
Radiology  and  Pathology],  1547 
thyroid,  genesis  and  therapy  of  [Diseases  of  the  Thyroid 
Gland;  Current  Concepts:  Part  II]  (Symposium),  240 
see  also  Adenocarcinoma,  Cancer,  Hodgkin’s  disease. 
Leiomyosarcoma,  Sarcoma,  Tumor(s) 

Cardiac  disease:  rehabilitation  technics  in  geriatric  practice, 
795 

Cardiac:  see  a/so  Heart 

Cardiovascular  diseases:  automotive  safety  (Symposium  and 
Panel  Discussion),  1773 

Care  and  complications  in  uterine  surgery  [Management  of 
Uterine  Prolapse]  (Panel  Discussion)  (Grandin),  121 
Care  of  the  Patient  with  Cataract;  Pre-  and  Postoperative 
(Olmsted),  1799 

Carinamide:  search  for  uricosuric  agents  suited  to  manage- 
ment of  tophaceous  gout,  576 
Cataract 

care  of  patient  with;  pre-  and  postoperative,  1799 
surgery,  congenital  [Recent  Advances  in  Ophthalmology] 
(Symposium),  1505 

surgery,  senile  [Recent  Advances  in  Ophthalmology] 
(Symposium),  1504 
Celiac  Disease  (Haas),  1346 

Celiac  disease:  relationship  of  food  and  drug  absorption  from 
intestinal  tract  [Nutrition  Excerpts],  1835 
Celiac  syndrome:  present  status  of  foods  in  etiology  of  al- 
lergic diseases,  538 

Cellulitis,  orbital:  management  of  optic  nerve  disease  [Recent 
Advances  in  Ophthalmology]  (Symposium),  1515 
Cerebrovascular  accidents:  rehabilitation  technics  in  geriatric 
practice,  795 

Cervical  intervertebral  disk,  anterior  removal  of,  with  inter- 
body fusion,  86 

Chest,  crushed,  respiratory  management  of,  1351 
Chest  wall  syndromes,  slipping  rib  syndrome;  with  review  of 
related  anterior,  1670 
Children,  chronic  cough  in,  1532 
Children,  rehabilitation  problems  in,  1135 
Chloramphenicol:  resistant  furunculosis  in  private  practice, 
1652 

Chloroquine:  interdisciplinary  approach  to  care  of  patients 
with  rheumatoid  arthritis  [University  of  Rochester  School 
of  Medicine  and  Dentistry]  (Panel  Discussion),  1639 
Chlorothiazide  therapy,  anesthetic  and  postanesthetic 
hazards  in  patients  on,  849 

Cholecystitis:  pelvic  mass  and  unexplained  fever  [Clinico- 
pathologic  Conference],  1682 

Cholecystitis:  pulmonary  infiltrate  and  massive  hemoptysis 
[Clinicopathologic  Conference],  124 
Cholesterol:  Anti-Coronary  Club;  first  four  years,  69 
Chronic  Cough  in  Children  (Baker),  1535 

Chymotrypsin:  senile  cataract  surgery  [Recent  Advances  in 
Medicine  and  Surgery]  (SympKisium),  1504 
Cigaret  smoking:  lung  cancer  in  New  York  City  firemen,  92 
Cinchophen:  search  for  uricosuric  agents  suited  to  manage- 
ment of  tophaceous  gout,  576 

Cinefluorographic  Evaluation  of  the  Soft  Tissues  of  the  Neck 
(Radiographic  Evaluation  of  the  Soft  Tissues  of  the  Neck] 
(Symposium  and  Panel  Discussion)  (Scatliff),  1174 
Cirrhosis:  progressive  abdominal  pain  [Clinicopathologic 

Conference],  1368 

Civil  defense,  American  community  looks  at  [Disaster  Medi- 
cal Care],  1574 

Civil  Defense  Health  Programs  in  Canada  (Disaster  Medical 
Care]  (Hardman),  1715 

Civil  Defense  in  the  United  Kingdom  [Disaster  Medical 
Care]  (Thomson),  1841 

Cleidocranial  Dysostosis  (Levin  and  Sonnenschein),  1562 
Clinicopathologic  Conference  (Series),  124,  435,  707,  841, 
1368,  1540,  1682 


Colchicine:  search  for  uricosuric  agents  suited  to  manage- 
ment of  tophaceous  gout,  576 

Colic:  criteria  for  referral  of  allergic  patient  [Recent  Ad- 
vances in  Medicine  and  Surgery],  704 
Colitis:  present  status  of  foo<£  in  etiology  of  allergic  diseases, 
538 

Common  Mycotic  Infections  of  the  Lower  Extremities  (Reiss 
and  Kornblee),  548 

Congenital  Cataract  Surgery  [Recent  Advances  in  Oph- 
thalmology] (Symposium)  (Gipner),  1505 
Congenital  Ureteral  Valves  [Correlation  Conferences  in 
Radiology  and  Pathology],  1827 
Contrast  Examination  of  the  Larynx  and  Pharynx;  Accuracy 
and  Value  in  Diagnosis  and  Therapy  (Powers,  Ogura,  and 
Holtz),  1163 

Corneal  Surgery  (Recent  Advances  in  Ophthalmology]  (Sym- 
posium) (Rizzuti),  1508 

Corneosclerectomy:  glaucoma  surgery  [Recent  Advances  in 
Ophthalmology]  (Symposium),  1496 
Corns,  Calluses,  and  Warts;  Differential  Diagnosis  (Mont- 
gomery), 1532 

Coronary  artery  disease:  Anti-Coronary  Club;  first  four 

years,  69 

Coronary  artfery  occlusion,  acute,  treatment  of  complications 
of,  1330 

Coronary  heart  disease,  risk  factors  in  [Albany  Medical 
College  of  Union  University]  (Seminar),  1317 
Corpus  callosum,  agenesis  of,  1385 

Correlation  Conferences  in  Radiology  and  Pathology  (Series), 
287, 586, 846, 1195, 1547,  1827 

Coryza:  criteria  for  referral  of  allergic  patient  [Recent  Ad- 
vances in  Medicine  and  Surgery],  704 
Costochondral  syndromes:  slipping  rib  syndrome;  with  re- 
view of  related  anterior  chest  wall  syndromes,  1670 
Cot  death:  present  status  of  foods  in  etiology  of  allergic 
diseases,  538 

Cough,  chronic,  in  children,  1535 

Cough  and  substernal  heaviness  [Correlation  Conferences  in 
Radiology  and  Pathology],  1547 
Cranial,  cleido-,  dysostosis,  1562 

Creatinuria:  myopathies  and  their  relation  to  thyroid  disease 
[Diseases  of  the  Thyroid  Gland;  Current  Concepts:  Part 
II]  (Symposium),  218 

Cretinism:  hypothyroidism:  physiology  and  treatment 

[Diseases  of  the  Thyroid  Gland;  Current  Concepts:  Part 
II]  (Symposium),  248 

Criteria  for  Referr^  of  the  Allergic  Patient  [Recent  Advances 
in  Medicine  and  Surgery]  (Adler),  704 
Curare:  care  of  patient  with  cataract;  pre-  and  postopera- 
tive, 1799 

Current  Status  of  Surgery  for  Complication  of  Portal  Hyper- 
tension [Recent  Advances  in  Medicine  and  Surgery] 
(Bowers),  835 

Cystitis:  effects  of  dimethyl  polysiloxane  in  human  bladder, 
1357 

Cytologic  Diagnosis  of  Adenocarcinoma  from  Examination  of 
Sputum  (Messinger  and  Sanes),  678 
Cytology,  new  horizons  in  cancer  through  [Recent  Advances 
in  Medicine  and  Surgery],  426 


Deafness,  sudden,  Meniere’s  disease,  and  Bell’s  palsy,  medi- 
cal treatment  of,  1137 

Decompression  sickness:  management  of  sports  diving  acci- 
dents, 667 

Dermatomyositis  and  scleroderma,  therapy  of,  140 
Dextro  Amphetamine  Sulfate  Poisoning  [Accidental  Chemi- 
cal Poisonings],  132 

DFP:  medical  therapy  of  glaucoma  [Recent  Advances  in 
Ophthalmology]  (Symposium),  1491 
Diabetes  mellitus:  automotive  safety  (Symposium  and  Panel 
Discussion),  1773 

Diabetes  mellitus:  pelvic  mass  and  unexplained  fever  [Clini- 
copathologic Conference],  1682 
Diagnosis  and  Treatment  of  Massive  Upper  Gastrointestinal 
Tract  Hemorrhage  [Recent  Advances  in  Medicine  and 
Surgery]  (Stahl),  1189 

Diagnostic  Limitations  of  Achilles  Tendon  Reflex  in  Thyroid 
Disease  (Simpson,  Blair,  and  Nartowicz),  1148 
Diagnostic  Methods  in  Thyroid  Disease  [Diseases  of  the 
Thyroid  Gland;  Current  Concepts:  Part  I]  (Symposium) 
(Freedberg) , 60 

Dialyzer,  recent  advances  in  application  of,  1129 
Diaphragm,  role  of,  in  chronic  pulmonary  emphysema,  415 
Diarrhea:  celiac  disease,  1346 

Diarrhea:  relationship  of  food  and  drug  absorption  from  in- 
testinal tract  [Nutrition  Excerpts],  1835 
Diarrhea,  Vomiting,  Fever,  and  ^izures  in  an  Infant  [Clinico- 
pathologic Conference],  841 
Diet 

Anti-Coronary  Club;  first  four  years,  69 

celiac  disease,  1346 

see  also  Nutrition  Excerpts  (Series) 

Diethylcarbamazine:  filariasis  [Tropical  Medicine  for  Tem- 
j>erate  Climates],  1379 

Diethylcarbamazine:  other  filarial  infections  of  man  [Tropi- 
cal Medicine  for  Temperate  Climates],  1551 
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Digitalis:  heart  failure  in  Infancy;  diagnosis  and  manage- 
ment, 257 

Digitalis:  potassium  depletion  in  heart  failure,  805 
Dimethyl  polysiloxane,  effects  of,  in  human  bladder,  1357 
Diphemanil  methylsulfate:  common  mycotic  infections  of 
lower  extremities,  548 

Disaster  Medical  Care  (Series),  1398, 1574,  1715, 1841 
Diseases  of  the  Thyroid  Gl^d;  Current  Concepts  (Sym- 
posium), Part  I,  33,  Part  II,  211 
Disk,  cervical  intervertebral,  anterior  removal  of,  with  inter- 
body ftision,  86 

Dislocations:  anterior  removal  of  cervical  intervertebral  disk 
with  interbody  fusion,  86 

Diuresis:  prophylactic  aspects  of  post-traumatic  and  post- 
operative renal  failure,  812 

Diuretics:  heart  failure  in  infancy;  diagnosis  and  manage- 
ment, 257 

Diuril:  anesthetic  and  postanesthetic  hazards  in  patients  on 
chlorothiazide  therapy,  849 

Diverticulum:  medical  managment  of  some  common  eso- 
phageal disorders,  398 

Diving  accidents,  sports,  management  of,  667 
Drowning:  management  of  sports  diving  accidents,  667 
Drug(s) 

automotive  safety  (Symposium  and  Panel  Discussion),  1773 
care  of  patient  with  cataract;  pre-  and  postoperative,  1799 
and  food  absorption  from  intestinal  tract,  relationship  of 
(Nutrition  Excerpts],  1835 

hydroxyzine  hydrochloride  given  as  preanesthetic  medica- 
tion; intravenous  and  intramuscular  study,  529 
maternal  and  fetal  blood  levels  after  oxytetracycline,  263 
mebutamate:  a clinical  appraisal,  1812 

propiomazine  hydrochloride  in  preanesthetic  medication, 
409 

public  health  aspects  of  narcotics  addiction,  1656 
search  for  uricosuric  agents  suited  to  management  of 
tophaceous  gout,  576 
Dysostosis,  cleidocranial,  1562 


Eating  at  various  times,  effect  of,  on  subsequent  performances 
in  swimming,  600 

Eczema:  criteria  for  referral  of  allergic  patient  [Recent  Ad- 
vances in  Medicine  and  Surgery],  704 
Edema:  pelvic  mass  and  unexplained  fever  [Clinicopathologic 
Conference],  1682 

Effect  of  Eating  at  Various  Times  on  Subsequent  Perform- 
ances in  Swimming  (Ball),  600 

Effectiveness  of  Fear-Arousing  Movies  in  Motivating  Pre- 
ventive Health  Measures  (Leventhal  and  Kafes),  867 
Effects  of  Dimethyl  Polysiloxane  in  the  Human  Bladder 
(Rowan  and  Howley),  1357 

Electrical  stimulation:  wrritten  prescription  in  physiatric 

medicine,  544 

Electrotherapy,  functional,  use  of,  in  neuromuscular  diseases, 
1808 

Embolism 

air:  management  of  sports  diving  accidents,  667 
pulmonary  infarction;  current  concepts  in  diagfnosis  and 
therapy,  382 

soap  intoxication  following  criminal  abortion,  1463 
Emergency  Management  of  Spinal  Injuries  (Krueger),  682 
E.M.O.  vaporizer:  general  anesthesia  wdth  minimal  equii>- 
ment,  829 

Emphysema,  chronic  pulmonary,  role  of  diaphragm  in,  415 
Emphysema:  pulmonary  infiltrate  and  massive  hemoptysis 
[Clinicopathologic  Coherence],  124 
Emphysema  Studied  by  Fluorodensimetry  and  Micro- 
radiography (Oderr),  1518 
Encephalitis:  frontiers  in  measles  prophylaxis,  377 
Encephalopathy,  ammonia:  current  status  of  surgery  for 

complications  of  portal  hypertension  [Recent  Advances  in 
Medicine  and  Surgery],  835 

Epilepsy:  automotive  safety  (Symposium  and  Panel  Dis- 
cussion), 1773 

Epinephrine:  medical  therapy  of  glaucoma  [Recent  Ad- 

vances in  Ophthalmology]  (Symposium),  1491 
Erythema  Multiforme  Exudativum  and  Arthritis  Following 
Infection  with  Rubella  (Fruehan),  859 
Esophageal  disorders,  some  common,  medical  management  of, 
398 

Esophagitis:  medical  management  of  some  common  eso- 

phageal disorders,  398 
Esophagus,  carcinoma  of,  267 

Esophagus:  current  status  of  surgery  for  complications  of 
portal  hypertension  [Recent  Advances  in  Medicine  and 
Surgery],  835 

Etiopathogenesis  and  Management  of  Thyroiditis  [Diseases 
of  the  Thyroid  Gland;  Current  Concepts:  Part  II] 

(Symposium)  (Skillern),  241 

Exercise:  written  prescription  in  physiatric  medicine,  544 
Exophthalmos:  myopathies  and  their  relation  to  thyroid 
disease  [Diseases  of  the  Thyroid  Gland;  Current  Concepts: 
Part  II]  (Symp)osium),  218 

Experience  with  Manchester  operation  from  1955  to  1960 
[Management  of  Uterine  Prolapse]  (Panel  Discussion) 
(Loizeaux),  118 


Experiment  in  Medical  Center- Community  Hospital  Col- 
laboration [Albany  Medical  College  of  Union  University] 
(Seminar)  (Nelson),  1324 


Facial  Pain  (Poushter),  100 

Fallout:  see  Disaster  Medical  Care  (Series) 

Fear-arousing  movies  in  motivating  preventive  health  meas- 
ures, effectiveness  of,  867 

Fetal  and  maternal  blood  levels  after  administration  of 
oxytetracycline;  early  prophylaxis  in  premature  rupture  of 
membranes,  263 

Fever,  unexplained,  pelvic  mass  [Clinicopathologic  Con- 
ference], 1682 

Fibrinolysin:  pulmonary  infarction;  current  concepts  in 

diagnosis  and  therapy,  382 

Fibrinolysis:  ocular  therapeutics  [Recent  Advances  in  Oph- 
thalmology] (Symposium),  1488 
Fibrous  Mesothelioma  of  the  Pleura  (Krause  and  Ross),  135 
Filarial  infections  of  man,  other  [Tropical  Medicine  for  Tem- 
perate Climates],  1551 

Filariasis  (Tropical  Medicine  for  Temperate  Climates] 
(CahiU),  1379 

Firemen,  New  York  City,  lung  cancer  in,  92 
First  Reported  Case  of  Naturally-Occurring  Human  Spar- 
ganosisin  New  York  State  (Mueller,  Hart,  and  Walsh),  715 
Fluorodensimetry  and  microradiography,  emphysema  studied 
by,  1518 

Fluororadiography,  low-dose,  1388 

Foods,  present  status  of,  in  etiology  of  allergic  diseases,  538 
Foreword  [Tropical  Medicine  for  Temperate  Climates] 
(Woodruff),  1194 

Fractures:  anterior  removal  of  cervical  intervertebral  disk 
with  interbody  fusion,  86 
Frontiers  in  Measles  Prophylaxis  (Katz),  377 
Fulvicin:  common  mycotic  infections  of  lower  extremities, 
548 

Fungus:  common  mycotic  infections  of  lower  extremities,  548 
Furunculosis,  resistant,  occurring  in  private  practice,  1652 
Future  of  Neurology  (Margulies),  1805 


Gamma  globulin:  frontiers  in  measles  prophylaxis,  377 
Gamma  globulin:  measles  vaccine  and  immunity,  519 
Gastric  surgery,  nutritional  sequelae  of  [Nutrition  Excerpts), 
1555 

Gastric  tumors,  extramucosal  intramural,  roentgenologic 
manifestation  of,  1666 

Gastroenteritis:  diarrhea,  vomiting,  fever,  and  seizures  in  in- 
fant [Clinicopathologic  Conference],  841 
Gastrointestin^  tract  hemorrhage,  massive  upper,  diagnosis 
and  treatment  of  [Recent  Advances  in  Medicine  and 
Surgery),  1189 

General  Anesthesia  writh  Minimal  Equipment  (Boyan),  829 
Genesis  and  Therapy  of  Thyroid  Carcinoma  [Diseases  of  the 
Thyroid  Gland;  Current  Concepts:  Part  II  ] (Symposium) 
(Crile),  240 

Genitourinary  allergy:  present  status  of  foods  in  etiology  o 
allergic  diseases,  538 

Geographic  Pathology  of  Arteriosclerosis  [Albany  Medical 
College  of  Union  University)  (Seminar)  (Thomas),  1321 
Geriatric  practice,  rehabilitation  technics  in,  795 
Glaucoma,  medical  therapy  of  [Recent  Advances  in  Oph- 
thalmologry)  (Symposium),  1491 
Glaucoma  Surgery  (Recent  Advances  in  Ophthalmology] 
(Symp^ium)  (Krug),  1496 

Glomenmtis,  acute,  with  nephrotic  syndrome  occurring  dur- 
ing steroid  therapy,  853 

Glue  sniffing:  year-end  report  of  New  York  City  Poison 
Control  Center  [Accident^  Chemical  Poisonings],  444 
Goiter  in  Michigan  [History  of  Medicine]  (Greenw^d),  312 
Goiter,  nodular,  pathogenesis  and  treatment  of  [Diseases  of 
the  Thyroid  Gland;  Current  Concepts:  Part  II]  (Sym- 
posium), 233 

Gold:  interdisciplinary  approach  to  care  of  patients  with 
rheumatoid  arthritis  (University  of  Rochester  School  of 
Medicine  and  Dentistry]  (Panel  Discussion),  1639 
Gout,  tophaceous,  search  for  uricosuric  agents  suited  to 
management  of,  576 

Graves  disease:  diseases  of  thyroid  gland;  current  concepts 
(Symposium),  part  I,  33,  part  II,  211 
Griseofulvin:  common  mycotic  infections  of  lower  extrem- 

ities, 548 


Hamartoma:  pain  and  mass  in  left  upper  quadrant  of  abdo- 
men [Clinicopathologic  Conference],  707 
Harelip,  congenital,  treatment  of;  unilateral  and  bilateral, 
418 
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Hashimoto’s  disease:  diseases  of  thyroid  gland;  current  con- 
cepts (Symposium),  part  I,  33,  part  II,  211 
Hay  fever:  criteria  for  referral  of  allergic  patient  (Recent 
Advances  in  Medicine  and  Surgery],  704 
Hay  fever:  pros  and  cons  of  repository  injection  therapy  in 
practice  of  allergy  (Sj^posium  and  Panel  Discussion),  557 
Head  injuries:  traumatic  intracranial  hemorrhage,  699 
Head  and  neck,  reconstructive  surgery  in  management  of 
tumors  of,  301 

Hearing  loss,  occupational,  1402 

Heart  Failure  in  Infancy;  Diagnosis  and  Management 
(Lynfield),  257 
Heart 

acute  myocardial  infarction.  I.  Follow-up  studies,  1791 
Anti-Coronary  Club;  first  four  years,  69 
disease,  coronary,  risk  factors  in  [Albany  Medical  College 
of  Union  University]  (Seminar),  1317 
failure,  potassium  depletion  in,  805 

pulmonary  infarction;  current  concepts  in  diagnosis  and 
therapy,  382 

treatment  of  complications  of  acute  coronary  artery  oc- 
clusion, 1330 
see  also  Cardiac 

Hematoma:  traumatic  intracranial  hemorrhage,  699 
Hemiplegia:  use  of  functional  electrotherapy  in  neuro- 

muscular diseases,  1808 

Hemoptysis,  massive,  pulmonary  infiltrate  and  [Clinico- 
pathologic  Conference],  124 
Hemorrhage 

current  status  of  surgery  for  complications  of  portal  hyper- 
tension [Recent  Advances  in  Medicine  and  Surgery],  835 
diarrhea,  vomiting,  fever,  and  seizures  in  infant  [Clinico- 
pathologic  Conference],  841 

massive  upper  gastrointestinal  tract,  diagnosis  and  treat- 
ment of  [Recent  Advances  in  Medicine  and  Surgery], 
1189 

traumatic  intracranial,  699 
Hemorrhagic  Mesenteric  Adenitis  (Zeifer),  1203 
Heparin:  medical  treatment  of  sudden  deafness,  Meniere’s 
disease,  and  Bell’s  palsy,  1137 

Heparin:  pulmonary  infarction;  current  concepts  in  diag- 
nosis and  therapy,  382 
Hepatic:  see  Liver 

Hepatitis,  homologous  serum,  prognosis  in,  672 
Hepatosplenomegaly  [CUnicopathologic  Conference],  1540 
Hernia:  medical  management  of  some  common  esophageal 
disorders,  398 

Hetrazan:  other  filarial  infections  of  man  [Tropical  Medicine 
for  Temp>erate  Climates],  1551 

Hindu  M^icine:  Ayur-Veda  [History  of  Medicine]  (Gut- 
stein),  451 

History  of  A.  N.  Brady  Hosoital  and  Infant  Home;  1915  to 
1961  [History  of  Medicine]  (Fitzgerald),  594 
History  of  Medicine  (Series),  312,  451,  594 
Hodgkin’s  disease:  pelvic  mass  and  unexplained  fever 

(Clinicopathologic  Conference],  1682 
Hormones:  diseases  of  thyroid  gland;  current  concepts,  part 
I,  33,  part  11,211 

Hospitals,  recommendations  from  Joint  Commission  on  Ac- 
creditation of,  604 

Human  Listeriosis  in  New  York  State  (Miller  and  Muraschi), 
1822 

Human  soarganosis,  naturally-occurring,  first  reported  case 
of,  in  New  York  State,  715 

Hyaline  membranes:  respiratory  distress  syndrome  [Peri- 

natal Mortality  Conference],  277 
Hydralazine  Hydrochloride,  Mercury,  Tranylcypromine,  and 
Permanganate  Intoxications  [Accidental  Chemical  Poison- 
ings], 1210 

Hydrotherapy:  written  prescription  in  physiatric  medicine, 
544 

4-Hydroxv-17a-methyltestosterone:  nutritional  and  meta- 

bolic effects  of  some  newer  steroids.  II.  4-OH  MT,  80 
Hydroxyzine  Hydrochloride  Given  as  Preanesthetic  Medica- 
tion: Intravenous  and  Intramuscular  Study  (Bizzarri, 

Giuffrida,  Fierro,  Schmookler,  Latteri,  and  Berger),  529 
Hypertension 

acute  myocardial  infarction.  I.  Follow-up  studies,  1791 
mebutamate:  clinical  appraisal,  1812 

portal,  current  status  of  surgery  for  complications  of  [Re- 
cent Advances  in  Medicine  and  Surgery],  835 
Hyperthyroidism:  diseases  of  thyroid  gland;  current  con- 
cepts (Symposium),  part  I,  33,  part  II,  211 
Hypnosis:  care  of  patient  with  cataract;  pre-  and  post- 
operative, 1799 

Hypoglycemia:  nutritional  sequelae  of  gastric  surgery 

[Nutrition  Excerpts],  1555 

Hypooharynx:  radiogranhic  evaluation  of  soft  tissues  of 

neck  (Symposium  and  Panel  Discussion),  1154 
Hypothyroidism:  diagnostic  limitations  of  Achilles  tendon 
reflex  in  thyroid  disease,  1148 

Hypothyroidism:  myopathies  and  their  relation  to  thyroid 
disease  [Diseases  of  the  Thyroid  Gland;  Current  Concepts: 
Part  II]  (Symposium),  218 

Hypothyroidism:  Physiology  and  Treatment  [Diseases  of  the 
Thyroid  Gland;  Current  Concepts:  Part  II  ] (Symposium) 
(Lerman),  248 

Hysterectomy,  vaginal,  as  treatment  for  prolapse  [Manage- 
ment of  Uterine  Prolapse]  (Panel  Discussion),  117 


1181:  diseases  of  thyroid  gland;  current  concepts,  (Sympo- 
sium) part  I,  33,  part  II,  211 

Idoxuridine:  ocular  therapeutics  [Recent  Advances  in  Oph- 
thalmolo^]  (Symposium),  1488 
Ileitis,  coexisting  active,  adenocarcinoma  of  terminal  ileum 
in  segment  of  bowel  with,  1567 

Imipramine  Hydrochloride  Intoxication  [Accidental  Chemi- 
cm  Poisonings],  1394 

Immune  mechanisms,  radiation  effects  on,  691 
Immunity:  autoimmunity  and  its  relationship  to  thyroid 
diseases  [Diseases  of  the  Thyroid  Gland;  Current  Con- 
cepts: Part  I]  (Symposium),  56 
Impaired  Driver  [Automotive  Safety  ] (Symposium  and  Panel 
Discussion)  (Malfetti),  1778 

Infancy,  heart  failure  in;  diagnosis  and  management,  257 
Infarction 

acute  myocardial.  I.  Follow-up  studies,  1791 
pulmonary;  current  concepts  in  diagnosis  and  therapy,  382 
pulmonary  infiltrate  and  massive  hemoptysis  (Clinico- 
pathologic Conference],  124 

treatment  of  complications  of  acute  coronary  artery  oc- 
clusion, 1330 
Infection(s)  ✓ 

chronic  cough  in  children,  1535 
common  mycotic,  of  lower  extremities,  548 
filariasis  [Tropical  Medicine  for  Temperate  Climates],  1379 
first  reported  case  of  naturally-occurring  human  spargano- 
sis  in  New  York  State,  715 
human  listeriosis  in  New  York  State,  1822 
management  of  optic  nerve  disease  [Recent  Advances  in 
Ophthalmology]  (Symposium),  1515 
modern  trends  in  intranasal  therapy  and  surgery,  1676 
pathologic  classification  of  fetal  and  neonatal  mortalities 
[Maternal  Welfare],  1199 
radiation  effects  on  immune  mechanisms,  691 
resistant  fxirunculosis  occurring  in  private  practice,  1652 
soap  intoxication  following  criminal  abortion,  1463 
transmissible  agents  and  anemia  of  mouse  cancer,  1523 
Influenza:  radiation  effects  on  immune  mechanisms,  691 
Insurance 

actuarial  view  of  mortality,  1718 
Canadian  health;  observations  from  ringside,  726 
professional  views  on  providing  medical  services,  1578 
Interdisciplinary  Approach  to  the  Care  of  Patients  with 
Rheumatoid  Arthritis  [University  of  Rochester  School  of 
Medicine  and  Dentistry]  (Panel  Discussion),  1639 
Intestinal  tract,  relationship  of  food  and  drug  absorption 
from  [Nutrition  Excerpts],  1835 
Introduction  [Diseases  of  the  Thyroid  Gland;  Current  Con- 
cepts: Part  I]  (Symposium)  (Spring),  33 
Introduction  [Management  of  Uterine  Prolapse]  (Panel  Dis- 
cussion) (Rodgers),  115 

Introduction  [Radiographic  Evaluation  of  the  Soft  Tissues  of 
the  Neck]  (Symposium  and  Panel  Discussion)  (Bachman), 
1154 

Iodine  Metabolism  and  the  Thyroid  Gland  [Diseases  of  the 
Thyroid  Gland:  Current  Concepts:  Part  I]  (Symposium) 
(Berson  and  Yalow),  35 
lodophor,  new,  for  topical  antisepsis,  110 

Iridectomy:  glaucoma  surgery  [Recent  Advances  in  Oph- 

thalmology] (Symposium),  1496 
Iridencleisis:  glaucoma  surgery  [Recent  Advances  in  Oph- 
thalmology] (Symposium),  1496 
Iron,  carbon  tetrachloride,  and  aspirin  poisonings  [Accidental 
Chemical  Poisonings],  1701 

Isosexual  Precocious  Pseudopuberty  Associated  with  Retro- 
peritoneal Carcinoma  (Cabrera  and  de  la  Pava),  1360 


Keratitis:  ocular  therapeutics  [Recent  Advances  in  Oph- 
thalmology] (Symjwsium),  1488 
Kidney 

pain  and  mass  in  left  upper  quadrant  of  abdomen  [Clinico- 
pathologic Conference],  707 
recent  advances  in  application  of  dialyzer,  1129 
see  also  Renal 

KPAB:  therapy  of  scleroderma  and  dermatomyositis,  140 


Lactic  acid  dehydrogenase:  pulmonary  infarction;  current 
concepts  in  diagnosis  and  therapy,  382 
Laminectomy:  emergency  management  of  spinal  injuries,  682 
Largon:  propiomazine  hydrochloride  in  preanesthetic  medica- 
tion, 409 

Larynx:  radiographic  evaluation  of  soft  tissues  of  neck  (Sym- 
posium and  Panel  Discussion),  1154 
LDH:  pulmonary  infarction;  current  concepts  in  diagnosis 
and  therapy,  382 

LDH:  transmissible  agents  and  anemia  of  mouse  cancer,  1523 
Lead  poisoning:  year-end  report  on  activities  of  New  York 
City  Poison  Control  Center  [Accidental  Chemical  Poison- 
ings], 444 

Leiomyoma:  roentgenologic  manifestation  of  extramucosal 
intramural  gastric  tumors,  1666 
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Leiomyosarcoma,  primary  retroperitoneal,  1709 
Leptospirosis:  WeiPs  disease  in  New  York  City,  1207 
Listeriosis,  human,  in  New  York  State,  1822 
Liver 

current  status  of  surgery  for  complications  of  portal  hyper- 
tension [Recent  Advances  in  Medicine  and  Surgery],  835 
prognosis  in  homologous  serum  hepatitis,  672 
progressive  abdominal  pain  [Clinicopathologic  Conference], 
1368 

soap  intoxication  following  criminal  abortion,  1463 
see  also  Hepatic 

Loiasis:  other  filarial  infections  of  man  [Tropical  Medicine 
for  Temp>erate  Climates],  1551 

Low-Dose  Fluororadiography  (Simon  and  Greenberg),  1388 
Lues:  management  of  optic  nerve  disease  [Recent  Advances 
in  Ophthalmology]  (Symposium),  1515 
Lung  Cancer  in  New  York  City  Firemen  (Saland  and  Seley), 
92 
Lung 

cancer:  effectiveness  of  fear-arousing  movies  in  motivating 
preventive  health  measures,  867 
emphysema  studied  by  fiuorodensimetry  and  microradi- 
ography, 1518 

primary  intrapulmonary  thymoma,  1705 
Lupus  erythematosus:  interdisciplinary  approach  to  care  of 
patients  with  rheumatoid  arthritis  [University  of  Rochester 
School  of  Medicine  and  Dentistry]  (Panel  Discussion),  1639 
Lymph:  current  status  of  surgery  for  complications  of  portal 
hypertension  [Recent  Advances  in  Medicine  and  Surgery], 
835 

Lymph:  hemorrhagic  mesenteric  adenitis,  1203 


Macular  degeneration:  ocular  therapeutics  [Recent  Advances 
in  Ophthalmology]  (Symposium),  1488 
Malabsorption:  celiac  disease,  1346 

Malabsorption:  relationship  of  food  and  drug  absorption 
from  intestinal  tract  [Nutrition  Excerpts],  1835 
Malformations:  pathologic  classification  of  fetal  and  neo- 
natal mortalities  [Maternal  Welfare],  1199 
Malnutrition:  management  of  optic  nerve  disease  [Recent 
Advances  in  Ophthalmology]  (Symposium),  1515 
Management  of  Optic  Nerve  Disease  [Recent  Advances  in 
Ophthalmology]  (Symposium)  (Carroll),  1515 
Management  of  Sports  Diving  Accidents  (Lanphier  and  Gil- 
lenL  667 

Management  of  Uterine  Prolapse  (Panel  Discussion),  115 
Manchester  op>eration,  experience  with,  from  1955  to  1960 
[Management  of  Uterine  Prolapse]  (Panel  Discussion),  118 
Mannitol:  prophylactic  aspects  of  post-traumatic  and  post- 
operative renal  failure,  812 

Massage:  written  prescription  in  physiatric  medicine,  544 
Maternal  and  Fetal  Blood  Levels  After  Administration  of 
Oxytetracycline;  Early  Prophylaxis  in  Premature  Rupture 
of  Membranes  (Monfort,  Diamond,  Macgregor,  and 
Peluso),  263 

Maternal  Welfare  (Series),  1199,  1696 

Measles,  German:  erythema  multiforme  exudativum  and 

arthritis  following  infection  with  rubella,  859 
Measles  prophylaxis,  frontiers  in,  377 
Measles  Vaccine  and  Immunity  (Karelitz),  519 
Mebutamate:  A Clinical  Appraisal  (McGinn,  Avram,  and 
Freeman),  1812 

Mediastinal  Mass  Calcified  in  Periphery  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  846 
Mediastinal  Thymoma  with  Superior  Vena  Cava  Obstruction 
[Correlation  Conferences  in  Radiology  and  Pathology], 
1195 

Medical  Center  Responsibilities  to  Practicing  Physicians 
[Albany  Medical  College  of  Union  University]  (Seminar) 
(Woolsey),  1313 

Medical  Factors  (Automotive  Safety  ] (Symposium  and  Panel 
Discussion)  (Brandaleone),  1773 
Medical  Management  of  ^me  Common  Esophageal  Dis- 
orders (Moersch),  398 

Medical  services,  professional  views  on  providing,  1578 
Medical  Therapy  of  Glaucoma  [Recent  Advances  in  Oph- 
thalmology] (Symposium)  (Posner),  1491 
Medical  TVeatment  of  Sudden  Deafness,  M^ni^re’s  Disease, 
and  Bellas  Palsy  (Zenker  and  Fowler),  1137 
Medicine:  see  Recent  Advances  in  Medicine  and  Surgery 
(Series) 

M^ni^re’s  disease:  audiometry  and  recruitment  in  acoustic 
neurinomas;  aids  in  early  diagnosis,  820 
Meniere’s  disease,  sudden  deahiess,  and  Bell’s  palsy,  medical 
treatment  of,  1137 

Meningitis:  human  listeriosis  in  New  York  State,  1822 
Meningitis:  management  of  optic  nerve  disease  [Recent  Ad- 
vances in  Ophthalmology]  (Symposium),  1515 
Meperidine:  hydroxyzine  hydrochloride  given  as  preanes- 

thetic medication;  intravenous  and  intramuscular  study, 
529 

Meperidine:  propiomazine  hydrochloride  in  preanesthetic 

medication,  409 

Mercury,  hydralazine  hydrochloride,  tranylcypromine,  and 
permanganate  intoxications  [Accidental  Chemical  Poison- 
ings], 1210 


Mesenteric  adenitis,  hemorrhagic,  1203 

Mesothelioma,  fibrous,  of  pleura,  135 

Metabolic  and  nutritions  effects  of  some  newer  steroids. 
II.  4-OHMT,80 

Methodology  in  the  Radiographic  Examination  of  the  Larynx 
and  Hypopharynx  (Radiographic  Evaluation  of  the  Soft 
Tissues  of  the  Neck]  (Symposium  and  Panel  Discussion) 
(Bachman),  1155 

Methyl  Salicylate  Poisoning  [Accidental  Chemical  Poison- 
ings], 295 

Microradiography  and  fiuorodensimetry,  emphysema  studied 
by, 1518 

Miotics:  medical  therapy  of  glaucoma  [Recent  Advances 
in  Ophthalmology],  1491 

Modern  Trends  in  Intranasal  Therapy  and  Surgery  (Gold- 
man), 1676 

Mortality,  actuarial  view  of,  1718 

Motility  Surgery  [Recent  Advances  in  Ophthalmology] 
(Symposium)  (Romaine),  1511 

Mouse  cancer,  anemia  of,  and  transmissible  agents,  1523 

Movies,  fear-arousing,  effectiveness  of,  in  motivating  pre- 
ventive health  measures,  867 

Muscles:  myopathies  and  their  relation  to  thyroid  disease 
[Diseases  of  the  Thyroid  Gland;  Current  Concepts:  Part 
II]  (Ssrmposium),  218 

Myasthenia  ^avis:  myopathies  and  their  relation  to  thyroid 
disease  [Diseasesof  the  Thyroid  Gland;  Current  Concepts: 
Part  II]  (Symposium),  218 

Mycotic  infections,  common,  of  lower  extremities,  548 

Myocardial  infarction,  acute.  I.  Follow-up  studies,  1791 

Myopathies  and  Their  Relation  to  Thyroid  Disease  [Diseases 
of  the  Thyroid  Gland;  Current  Concepts:  Part  I]  (Sym- 
posium) (Grob),  218 

Myxedema:  diagnostic  limitations  of  Achilles  tendon  refiex  in 
thyroid  disease,  1148 

Myxedema:  diseases  of  thyroid  gland;  current  concepts 

(Symposium),  part  II,  228 


Narcotics 

addiction,  public  health  aspects  of,  1656 
addiction,  treatment  of,  1182 

injection:  prognosis  in  homologous  serum  hepatitis,  672 
Neisal,  intra-,  therapy  and  surgery,  modern  trends  in,  1676 
National  Shelter  Program  [Disaster  Medical  Care]  (Pittman), 
1398 

Neck  and  head,  reconstructive  surgery  in  management  of 
tumors  of,  301 

Neck,  radiographic  evaluation  of  soft  tissues  of  (Symposium 
and  Panel  Discussion),  1154 

Nephrocalcinosis:  problem  in  advanced  renal  decompensa- 
tion [Clinicopathologic  Conference],  435 
Nephrosclerosis:  pulmonary  infiltrate  and  massive  hemopty- 
sis [Clinicopathologic  Conference],  124 
Nephrotic  syndrome,  acute  glomerulitis  with,  occurring 
during  steroid  therapy,  853 

Nerve  disease,  optic,  management  of  [Recent  Advances  in 
Ophthalmology]  (Symi>osium),  1515 
Neurinomas,  acoustic,  audiometry  and  recruitment  in;  aids 
in  early  diagnosis,  820 
Neurology,  future  of,  1805 

Neuromuscular  diseases,  use  of  functional  electrotherapy  in, 
1808 

New  Horizons  in  Cancer  Through  Cytology  [Recent  Ad- 
vances in  Medicine  and  Surgery]  (Ayre),  426 
New  lodophor  for  Topical  Antisepsis  (Prigot,  Medina,  and 
Brown),  110 

Nicotinic  acid:  medical  treatment  of  sudden  deafness, 

M^nidre’s  disease,  and  Bell’s  palsy,  1137 
Nodular  goiter,  pathogenesis  and  treatment  of  [Diseases  of 
the  Thyroid  Gland;  Current  Concepts:  Part  II]  (Sym- 
posium), 233 

Nuclear  war:  see  Disaster  Medical  Care  (Series) 

Nutrition  Excerpts  (Series),  291,  590,  1555,  1835 
Nutrition:  treatment  of  congenital  harelip;  unilateral  and 
bilateral,  418 

Nutritional  and  Metabolic  Effects  of  Some  Newer  Steroids. 

II.  4-OH  MT  (Albanese,  Lorenze,  and  Orto),  80 
Nutritional  Sequelae  of  Gastric  Surgery  [Nutrition  Excerpts], 
' 1555 

Nystagmus:  motility  surgery  [Recent  Advances  in  Oph- 

thalmology] (SympK>sium),  1511 


Occlusion,  acute  coronary  artery,  treatment  of  complications 
of,  1330 

Occupational  Hearing  Loss  (Katz,  Fowler,  DiNatale,  and 
Freese),  1402 

Ocular  Therapeutics  [Recent  Advances  in  Ophthalmology] 
(Symposium)  (Kronenberg),  1463 

4-OH  MT,  nutritional  and  metabolic  effects  of  some  newer 
steroids,  II.,  80 

Onchocerciasis:  other  filarial  infections  of  man  [Tropical 

Medicine  for  Temperate  Climates],  1551 
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Onychomycosis:  common  mycotic  infections  of  lower  ex- 
tremities, 548 

Ophthalmology,  recent  advances  in  (Symposium),  1488 
Optic  nerve  disease,  management  of  [Recent  Advances  in 
Ophthalmology]  (Symposium),  1515 
Osteitis,  orbital:  management  of  optic  nerve  disease  [Recent 
Advances  in  Ophthalmology  ] (Symposium),  1515 
Ost^phytes:  anterior  removal  of  cervical  intervertebral  disk 
with  interbody  fusion,  86 

Osteoporosis:  A Disorder  of  Nutrition  [Nutrition  Excerpts] 
(Lutwak),  590 

Other  Filarial  Infections  of  Man  [Tropical  Medicine  for  Tem- 
perate Climates]  (Cahill),  1551 
Other  Schistosomal  Diseases  [Tropical  Medicine  for  Tem- 
perate Climates]  (Cahill),  1831 

Otologic  disorders:  automotive  safety  (Symposium  and  Panel 
Discussion),  1773 

Oximes:  ocular  therai^utics  [Recent  Advances  in  Oph- 

thalmology] (Symposium),  1488 
Oxytetracycline,  maternal  and  fetal  blood  levels  after  admin- 
istration of;  early  prophylaxis  in  premature  rupture  of 
membranes,  263 


Pain,  facial,  100 

Pain  and  a Mass  in  the  Left  Upper  Quadrant  of  the  Abdomen 
[Clinicopathologic  Conference],  707 
Pain  and  Tenderness  in  Left  Side  of  Abdomen  [Correlation 
Conferences  in  Radiology  and  Pathology],  287 
Palsy,  Bell’s,  sudden  deafness,  and  Meniere’s  disease,  medical 
treatment  of,  1137 

2-PAM:  ocular  therapeutics  [Recent  Advances  in  Oph- 

thalmology] (Symposium),  1488 
Papilledema:  management  of  optic  nerve  disease  [Recent 
Advances  in  Ophthalmology]  (Symposium),  1515 
Papillomas  and  Cancer:  Are  Viruses  the  Cause?  (Rapp), 
1786 

Paralysis  agitans:  parkinsonism  produced  by  brain  tumors, 
801 

Parasites:  first  reported  case  of  naturally-occurring  human 
sparganosis  in  New  York  State,  715 
Parkinsonism  Produced  by  Brain  Tumors  (Margulies  and 
Slade),  801 

Pathogenesis  and  Treatment  of  Nodular  Goiter  [Diseases  of 
the  Thyroid  Gland;  Current  Concepts:  Part  II]  (Sym- 
posium) (Perlmutter),  233 

Pathologic  Classification  of  Fetal  and  Neonatal  Mortalities 
[Maternal  Welfare]  (Schoeneck),  1199 
Pathology:  see  Clinicopathologic  Conference  (Series),  Cor- 
relation Conferences  in  Radiology  and  Pathology  (^ries) 
Pelvic  Mass  and  Unexplained  Fever  (Clinicopathologic  Con- 
ference], 1682 

PeniciUin:  treatment  of  complications  of  acute  coronary 

artery  occlusion,  1330 

Perianal  Ulcer  Caused  by  Beta  Hemolytic  Streptococcus 
Group  A (Bandler  and  Weintraub)  ,1392 
Pericarditis:  problem  in  advanced  renal  decompensation 

[Clinicopathologic  Conference],  435 
Perinatal  Mortality  Conference  (^ries),  277 
Peritonitis:  soap  intoxication  following  criminal  abortion, 
1463 

Permanganate,  hydralazine  hydrochloride,  mercury,  and 
tranylcypromine  intoxications  [Accidental  Chemical  Poi- 
sonings], 1210 

Pharynx:  radiographic  evaluation  of  soft  tissues  of  neck 

(Symposium  and  Panel  Discussion),  1154 
Phenylephrine:  medical  therapy  of  glaucoma  [Recent  Ad- 
vances in  Ophthalmology]  (Symposium),  1491 
Philosophic  aspects  of  gynecologic  service  [Management  of 
Uterine  Prolapse]  (Panel  Discussion)  (Graber),  115 
PhosphoUne  iodide:  medical  therapy  of  glaucoma  [Recent 
Advances  in  Ophthalmology]  (Symposium),  1491 
Physiatric  medicine,  written  prescription  in,  544 
Physiologic  Basis  of  Thyroid  Function  'Tests  [Diseases  of  the 
'Thyroid  Gland;  Current  Concepts:  Part  II]  (Symposium) 
(Silver),  228 

Pilocarpine:  medical  therapy  of  glaucoma  [Recent  Advances 
in  Ophthalmology]  (Symposium),  1491 
Pituitary-thyroid  relationship  [Diseases  of  the  Thyroid 
Gland;  Current  Concepts;  Part  I]  (Symposium),  50 
Plantar  Warts;  Newer  Treatments  (Hyman),  1680 
Pleura,  fibrous  mesothelioma  of,  135 

Pleural  efiFusions;  pelvic  mass  and  unexplained  fever  [Clinico- 
pathologic Conference],  1682 

Pneumococcal  infection:  radiation  effects  on  immune  mecha- 
nisms, 691 

Poison;  see  Accidental  Chemical  Poisonings  (Series) 
Poisoning,  arsenic,  so-called  bleeding  ulcer  proving  to  result 
from,  '719 

Portacaval  shunt:  current  status  of  surgery  for  complications 
of  portal  hypertension  [Recent  Advances  in  Medicine  and 
Surgery],  835 

Portal  hypertension,  current  status  of  surgery  for  complica- 
tions of  [Recent  Advances  in  Medicine  and  Surgery],  835 
Postoperative  and  post-traumatic  renal  failure,  prophylactic 
aspects  of,  812 


Post-Traumatic  Acute  Renal  Failure  (Albany  Medical  Col- 
lege of  Union  University]  (Seminar)  (Powers),  1327 
Potassium  Depletion  in  Heart  Failure  (Berger),  805 
Potassium  para-aminobenzoate:  therapy  of  scleroderma  and 
derraatomyositis,  140 

Practical  Approach  to  Anxiety  Reactions  (Andresen),  1144 
Preanrathetic  medication,  hydroxyzine  hydrochloride  given 
as;  intravenous  and  intramuscular  study,  529 
Preanesthetic  medication,  propiomazine  hydrochloride  in,  409 
Pregnancy:  soap  intoxication  following  criminal  abortion, 
1463 

Pregnancy;  see  also  Maternal  Welfare  (Series) 

Prematurity;  pathologic  classification  of  fetal  and  neonatal 
mortalities  [Maternal  Welfare],  1199 
Present  Status  of  Foods  in  the  Etiology  of  Allergic  Diseases 
(Kleinman),  538 

Preventive  health  measures,  effectiveness  of  fear-arousing 
movies  in  motivating,  867 
Primary  Intrapulmonary  'Thymoma  (Kalish),  1705 
Primary  Retroperitoneal  Leiomyosarcoma  (Adlerman,  Healy, 
Pellegrino,  and  Rothbard),  1709 
Probenecid;  search  for  uricosuric  agents  suited  to  manage- 
ment of  tophaceous  gout,  576 

Problem  in  Advanced  Renal  Decompensation  [Clinico- 
pathologic Conference],  435 

Procaine:  medical  treatment  of  sudden  deafness,  Meniere’s 
disease,  and  Bell’s  palsy,  1137 

Professional  Views  on  Providing  Medical  Services  (Acker- 
man), I578 

Prognosis  in  Homologous  Serum  Hepatitis  (Jampol  and 
Shahidi),  672 

Progressive  Abdominal  Pain  [Clinicopathologic  Conference], 
1368 

Prolapse,  uterine,  management  of  (Panel  Discussion),  115 
Prophylactic  Aspects  of  Post-Traumatic  and  Postoperative 
Renal  Failure  (Boba,  Landmesser,  and  Powers),  812 
Propiomazine  Hydrochloride  in  Preanesthetic  Medication 
(Lear,  Chiron,  and  Pallin),  409 

Pros  and  Cons  of  Repository  Injection  Therapy  in  the  Prac- 
tice of  Mlergy  (Symposium  and  Panel  Discussion),  557 
Prostaphlin:  resistant  furunculosis  in  private  practice,  1652 
Prostatitis:  effects  of  dimethyl  polysiloxane  in  human  blad- 
der, 1357 

Protopam  chloride;  ocular  therapeutics  [Recent  Advances  in 
Ophthalmology]  (Symposium),  1488 
Pseudopuberty,  isosexual  precocious,  associated  with  retro- 
peritoneal carcinoma,  1360 

Psychiatric  aspects;  interdisciplinary  approach  to  care  of 
patients  with  rheumatoid  arthritis  [University  of  Rochester 
School  of  Medicine  and  Dentistry]  (Panel  Discussion),  1639 
Puberty,  isosexual  precocious  pseudo-,  associated  with  retro- 
peritoneal carcinoma,  1360 
Public  Health  Aspects  of  Alcoholism  (Block),  273 
Public  Health  Aspects  of  Narcotics  Addiction  (Freedman), 
1656 

Pulmonary  congestion;  pelvic  mass  and  unexplained  fever 
[Clinicopathologic  Conference],  1682 
Pulmonary  emphysema,  chronic,  role  of  diaphragm  in,  415 
Pulmonary  function,  abnormal:  pathologic  classification  of 
fetal  and  neonatal  mortalities  [Maternal  Welfare],  1199 
Pulmonary  Infiltrate  and  Massive  Hemoptysis  [Clinico- 
pathologic Conference],  124 

Pulmonary  Infarction;  Current  Concepts  in  Diagnosis  and 
Therapy  (Rakov),  382 
Pulmonary,  intra-,  thymoma,  primary,  1705 
Pyelonephritis;  pelvic  mass  and  unexplained  fever  [Clinico- 
pathologic Conference],  1682 

Pyrazolidinediones:  search  for  ludcosuric  agents  suited  to 
management  of  tophaceous  gout,  576 


Radiation  Effects  on  Immune  Mechanisms  (Stoner  and  Hale) 
691 

Radiation 

carcinoma  of  esophagus,  267 

thyroid  scintillation  scanning;  methodology  and  interpre- 
tation [Diseases  of  the  Thyroid  Gland;  Current  Con- 
cepts; Part  II]  (Symposium),  211 
transmissible  agents  and  anemia  of  mouse  cancer,  1523 
see  also  Correlation  Conferences  in  Radiology  and  Pathol- 
ogy (Series),  Disaster  Medical  Care  (Series) 
Radioactivity  in  Foods;  Is  Action  Needed?  [Nutrition 
Excerpts]  (Comar),  291 

Radiographic  Evaluation  of  the  Soft  'Tissues  of  the  Neck 
(Symposium  and  Panel  Discussion),  1154 
Radiography,  fluoro-,  low-dose,  1388 

Radiography,  micro-,  and  fluorodensimetry,  emphysema 
studied  by,  1518 

Recent  Advances  in  the  Application  of  a Dialyzer  (Anthone 
and  Anthone),  1129 

Recent  Advances  in  Medicine  and  Surgery  (Series),  426,  704, 
835,  1189 

Recent  Advances  in  Ophthalmology  (Symposium),  1488 
Recommendations  from  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  (Babcock),  604 
Reconstructive  Surgery  in  Management  of  Tumors  of  Head 
and  Neck  (Bakamjian  and  Hoffmeister),  301 
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Recruitment  and  audiometry  in  acoustic  neurinomas;  aids  in 
early  diagnosis,  820 

Refractory  Aregenerative  Anemia  and  Benign  Thymoma 
Treated  by  Thymectomy  with  Remission  (Crastnopol, 
EUman,  and  Weissman),  723 
Rehabilitation  Problems  in  Children  (Deaver),  1135 
Rehabilitation  Technics  in  Geriatric  Practice  (Lippmann), 
795 

Rehabilitation:  use  of  functional  electrotherapy  in  neuro- 

muscular diseases,  1808 

Relationship  of  Food  and  Drug  Absorption  from  the  Intes- 
tinal Tract  [Nutrition  Excerpts]  (Roe),  1835 
Renal  abnormalities:  potassium  depletion  in  heart  failme, 
805 

Rened  decompensation,  problem  in  advanced,  435 
Renal  fmlure,  post-traumatic  acute  [Albany  Medical  College 
of  Union  University  ] (Seminar),  1327 
Renal  failure,  post-traumatic  emd  postoperative,  prophylactic 
aspects  of,  812 

Renal  necrosis:  soap  intoxication  following  criminal  abortion, 
1463 

Renal:  see  also  Kidney 

Repository  injection  therapy  in  practice  of  allergy,  pros  and 
cons  of  (Symposium  and  Panel  Discussion),  557 
Resistant  Furunculosis  Occurring  in  Private  Practice  (Biro 
and  Kanof),  1652 

Respiratory  Distress  Syndrome  [Perinatal  Mortality  Con- 
ference] (Gruenwald,  Nitowsky,  and  Siegel),  277 
Respiratory  infection:  chronic  cough  in  children,  1535 
Respiratory  Management  of  the  Crushed  Chest  (Gillies,  Max, 
and  Emerson),  1351 

Reticulum  Cell  Sarcoma  (Altman  and  Atwood),  145 
Retinitis  pigmentosa:  ocular  therapeutics  [Recent  Advances 
in  Ophthalmolo^  ] (SympHjsium),  1488 
Rheumatoid  arthritis,  interdisciplinary  approach  to  care  of 
patients  with  [University  of  Rochester  School  of  Medicine 
and  Dentistry]  (Panel  Discussion),  1639 
Rhinitis:  modern  trends  in  intranasal  therapy  and  surgery, 
1676 

Rib,  slipping,  syndrome;  with  review  of  related  anterior  chest 
wall  syndromes,  1670 

Risk  Factors  in  Coronary  Heart  Disease  [Albany  Mediced 
College  of  Union  University]  (Seminar)  (Doyle),  1317 
Roentgenologic  Manifestation  of  Extramucosal  Intramural 
Gastric  Tumors  (Kettunen),  1666 
Role  of  Diaphragm  in  Chronic  Pulmonary  Emphysema 
(Barach  and  Seaman),  415 

Rubella,  erythema  multiforme  exudativum  and  arthritis  fol- 
lowing infection  with,  859 


Salicylates:  interdisciplinary  approach  to  care  of  patients 
with  rheumatoid  arthritis  [University  of  Rochester  School 
of  Medicine  and  Dentistry]  (Panel  Discussion),  1639 
Salicylates:  search  for  uricosuric  agents  suited  to  manage- 
ment of  tophaceous  gout,  576 

Sarcoidosis:  hepatosplenomegaly  [Clinicopathologic  Con- 

ference], 1540 

Sarcoidosis:  management  of  optic  nerve  disease  [Recent  Ad- 
vances in  Ophthalmology  ] (Symposium),  1515 
Sarcoma,  reticulum  cell,  145 

Schistosomal  diseases,  other  [Tropical  Medicine  for  Tem- 
perate CUmates],  1831 

Schistosomiasis  [^^pical  Medicine  for  Temperate  Climates] 
(Cahill),  1691 

Schistosomiasis:  progressive  abdominal  peiin  [Clinicopatho- 
logic Conference],  1368 

Sclerectomy:  glaucoma  surgery  [Recent  Advances  in  Oph- 
thalmology] (Symposium),  1496 
Scleroderma  and  dermatomyositis,  therapy  of,  140 
Scleroderma:  medical  management  of  some  common  eso- 
phageal disorders,  398 

Sclerosis,  multiple:  management  of  optic  nerve  disease  [Re- 
cent Advances  in  Ophthalmology]  (Symposium),  1515 
Search  for  Uricosuric  Agents  Suited  to  the  Management  of 
Tophaceous  Gout  (Gutman),  576 
Secobarbital:  hydroxyzine  hydrochloride  given  as  preanes- 
thetic medication;  intravenous  and  intramuscular  study, 
529 

Sedatives:  care  of  patient  with  cataract;  pre-  and  post- 
operative, 1799 

Selected  Events  Leading  to  Development  of  Space  Medicine 
(Generates),  1303 

Senile  Cataract  Surgery  [Recent  Advances  in  Ophthalmol- 
ogy) (Symposium)  (Mott),  1504 
Serum  glutamic  oxalacetic  transaminase:  pulmonary  infarc- 
tion; current  concepts  in  diagnosis  and  therapy,  382 
Shelter  program,  national  [Disaster  Medical  Care],  1398 
Shock:  treatment  of  complications  of  acute  coronary  artery 
occlusion,  1330 

Silicone:  effects  of  dimethyl  polysiloxane  in  human  bladder, 
1357 

Sinus:  modern  trends  in  intranasal  therapy  and  surgery,  1676 
Skin  tests:  present  status  of  foods  in  etiology  of  allergic 
diseases,  538 

Slipping  Rib  Syndrome;  With  Review  of  Related  Anterior 
Chest  Wall  Syndromes  (Blackman),  1670 


Smoking:  effectiveness  of  fear-arousing  movies  in  motivating 
preventive  health  measures,  867 
Smoking:  lung  cancer  in  New  York  City  firemen,  92 
Soap  Intoxication  Following  Criminal  Abortion  (Janovski, 
Weiner,  and  Ober),  1463 

So-Called  Bleeding  Ulcer  Proving  to  Result  from  Arsenic 
Poisoning  (Kleppel  and  Dunn),  719 
Socialized  medicine:  Canadian  he^dth  insurance;  observa- 
tions from  ringside,  726 

Sodivun  Fluoride  Intoxication  [Accidental  Chemical  Poison- 
ings], 1572 

Sodium  oxacillin:  resistant  furunculosis  in  private  practice, 
1652 

Space  medicine,  selected  events  leading  to  development  of, 
1303 

Sparganosis,  naturally-occurring  human,  first  reported  case 
of,  in  New  York  State,  715 
Spinal  injuries,  emergency  management  of,  682 
Spine:  anterior  removal  of  cervical  intervertebral  disk  with 
interbody  fusion,  86 

Spleen:  hepatosplenomegaly  [Clinicopathologic  Conference], 
1540 

Splenic  Artery  Aneurysm  (Bennett  and  Katter),  297 
Sports  diving  accidents,  management  of,  667 
Sputum,  cytologic  diagnosis  of  adenocarcinoma  from  exami- 
nation of,  678 

Staphylococcus:  resistant  furunculosis  occurring  in  private 
practice,  1652 
Steatorrhea 

celiac  disease,  1346 

nutritional  sequelae  of  gastric  surgery  [Nutrition  Ex- 
cerpts], 1555 

relationship  of  food  and  drug  absorption  from  intestinal 
tract  [Nutrition  Excerpts],  1835 
Steroids,  some  newer,  nutritional  and  metabolic  effects  of. 
II.  4-OH  MT,80 

Steroid  therapy,  acute  glomerulitis  with  nephrotic  syndrome 
occurring  during,  853 

Stevens-Johnson  syndrome:  erythema  multiforme  exuda- 

tivum and  arthritis  following  infection  with  rubella,  859 
Stibophen:  schistosomiasis  [Tropical  Medicine  for  Temperate 
Climates],  1691 

Stomach:  nutritional  sequelae  of  gastric  surgery  [Nutrition 
Excerpts],  1555 

Streptococcus,  beta  hemolytic,  group  A,  perianal  ulcer  caused 
by, 1392 

Stretchers:  emergency  management  of  spinal  injuries,  682 
Strokes:  rehabilitation  technics  in  geriatric  practice,  795 
Substernal  Heaviness  and  Cough  Correlation  [Conferences  in 
Radiology  and  Pathology],  1547 
Sulfinpyrazone:  search  for  uricosuric  agents  suited  to  man- 
agement of  tophaceous  gout,  576 
Surgery 

anterior  removal  of  cervical  intervertebral  disk  with  inter- 
body fusion,  86 

care  of  patient  with  cataract;  pre-  and  postoperative,  1799 
emergency  management  of  spinal  injuries,  682 
gastric,  nutritional  sequelae  of  [Nutrition  Excerpts],  1555 
management  of  uterine  prolapse  (Panel  Discussion),  115 
modern  trends  in  intranasal  therapy  and,  1676 
prophylactic  aspects  of  piost-traumatic  and  postoperative 
renal  failure,  812 

recent  advances  in  ophthalmology  (Symposium),  1488 
reconstructive,  in  management  of  tumors  of  head  and  neck, 
301 

treatment  of  congenital  harelip;  unilateral  and  bilateral, 
418 

see  also  Recent  Advances  in  Medicine  and  Surgery  (Series) 
Swimming,  effect  of  eating  at  various  times  on  subsequent 
performances  in,  600 

Sympathetic  blockade:  prophylactic  aspects  of  post- 

traumatic  and  postoperative  renal  failure,  812 
Syphilis:  mediastinal  mass  calcified  in  periphery  [Correlation 
Conferences  in  Radiology  and  Pathology],  846 


Tachycardia:  treatment  of  complications  of  acute  coronary 
artery  occlusion,  1330 

Tattooing:  prognosis  in  homologous  serum  hepatitis,  672 

Tendon  sheath  syndrome:  motility  surgery  [Recent  Ad- 

vances in  Ophthalmology]  (Symposium),  1511 

Terramycin:  maternal  and  fetal  blood  levels  after  adminis- 
tration of  oxy tetracycline;  early  prophylaxis  in  premature 
rupture  of  membranes,  263 

Thalidomide:  year-end  report  on  activities  of  New  York  City 
Poison  Control  Center  [Accidental  Chemical  Poisonings], 
444 

Therapy  of  Scleroderma  and  Dermatomyositis  (Grace, 
Keimedy,  and  Formato),  140 

Thermotherapy:  written  prescription  in  physiatric  medicine, 
544 

Thrombophlebitis:  soap  intoxication  following  criminal 

abortion,  1463 

Thrombosis:  diarrhea,  vomiting,  fever,  and  seizures  in  infant 
[Clinicopathologic  Conference],  841 

Thrombosis:  pulmonary  infarction;  current  concepts  in 

diagnosis  and  therapy,  382 
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Thymoma 

benign  and  refractory  aregenerative  anemia,  treated  by 
thymectomy  with  remission,  723 
me^astinal,  with  superior  vena  cava  obstruction  [Correla- 
tion Conferences  in  Radiology  and  Pathology],  1195 
primary  intrapulmonary,  1705 

Thyroid-Pituitary  Relationship  [Diseases  of  the  Thyroid 
Gland;  Current  Concepts:  Part  I ] (Symposium)  (Danow- 
ski),  50 

Thyroid  Scintillation  Scanning;  Methodology  and  Interpre- 
tation (Diseases  of  the  Thyroid  Gland;  Current  Concepts: 
Part  II 1 (Symposium)  (CroU  and  Brady),  211 
Thyroid 

disease,  diagnostic  limitations  of  AchiUes  tendon  reflex  in, 
1148 

gland,  diseases  of;  current  concepts  (Symposium),  part  I, 
33.  part  II,  211 

management  of  optic  nerve  disease  [Recent  Advances  in 
Ophthalmology]  (Symposium),  1515 
Thyroiditis,  etiopathogenesis  and  management  of  [Diseases  of 
the  Thyroid  Gland;  Current  Concepts;  Part  II]  (Sym- 
posium), 41 

Thyrotropin;  diseases  of  thyroid  gland;  current  concepts 
(Symposium),  part  I,  33 

Thyroxine;  diseases  of  thyroid  gland;  current  concepts 
(Symposium),  part  I,  33,  part  II,  211 
TMetze’s  syndrome;  slipping  rib  syndrome;  with  review  of 
related  anterior  chest  wall  syndromes,  1670 
Tinea:  common  mycotic  infections  of  lower  extremities,  548 
Tissues,  soft,  of  neck,  radiographic  evaluation  of  (Symposium 
and  Panel  Discussion),  1154 

Tracheostomy:  respiratory  management  of  crushed  chest, 
1351 

Transfusions:  prognosis  in  homologous  serum  hepatitis,  672 
Transmissible  Agents  and  Anemia  of  Mouse  Cancer  (Riley), 
1523 

Tranylcypromine,  hydralazine  hydrochloride,  mercury,  and 
permanganate  intoxications  [Accidental  Chemical  Poison- 
ings], 1210 

Trauma:  prophylactic  aspects  of  post- traumatic  and  post- 
operative renal  failure,  812 

Traumatic  Aortic  Aneurysm  [Correlation  Conferences  in 
Radiology  and  Pathology],  586 
Traumatic  Intracranial  Hemorrhage  (Cook),  699 
Treatment  of  the  Complications  of  Acute  Coronary  Artery 
Occlusion  (Master  and  Weiser),  1330 
Treatment  of  Congenital  Harelip;  Unilateral  and  Bilatered 
(Wang),  418 

Treatment  of  Narcotics  Addiction  (Osnos),  1182 
TrichineUa  infection:  radiation  effects  on  immune  mecha- 
nisms, 691 

Triiodothyronine:  diseases  of  thyroid  gland;  current  con- 
cepts (Symposium),  part  I,  33,  part  II,  211 
Tropical  Medicine  for  Temperate  Climates  (Series),  1194, 
1378,  1551,  1691,  1831 

TSH;  diseases  of  thyroid  gland;  current  concepts  (Sympo- 
sium), part  I,  33,  part  II,  211 
Tumor(s) 

audiometry  and  recruitment  in  acoustic  neurinomas;  aids 
in  early  diagnosis,  820 
brain,  parkinsonism  produced  by,  801 

extramucosal  intramural  gastric,  roentgenologic  manifesta- 
tion of,  1666 

fibrous  mesothelioma  of  pleura,  135 

of  head  and  neck,  reconstructive  surgery  in  management  of, 
301 

mediastinal  thymoma  with  superior  vena  cava  obstruction 
[Correlation  Conferences  in  Radiology  and  Pathology], 
1195 

medical  management  of  some  common  esophageal  dis- 
orders, 398 

pain  and  tenderness  in  left  side  of  abdomen  [Correlation 
Conferences  in  Radiology  and  Pathology],  287 
primary  intrapulmonary  thymoma,  1705 
primary  retroperitoneal  leiomyosarcoma,  1709 
radiographic  evaluation  of  soft  tissues  of  neck  (Symposium 
and  Panel  Discussion),  1154 

see  also  Adenocarcinoma,  Cancer,  Carcinoma,  Hodgkin’s 
disease.  Leiomyosarcoma,  Sarcoma 


Ulcer 

current  status  of  surgery  for  complications  of  portal  hyper- 
tension [Recent  Advances  in  Medicine  and  Surgery],  835 
diagnosis  and  treatment  of  massive  upper  gastrointestinal 
tract  hemorrhage  [Recent  Advances  in  Medicine  and 
Surgery],  1189 

periai^,  caused  by  beta  hemolytic  Streptococcus  group  A, 

so-called  bleeding,  proving  to  result  from  arsenic  poisoning, 
719 

Ultrafiltration;  recent  advances  in  application  of  dialyzer, 
1129 

United  Kingdom,  civil  defense  in  [Disaster  Medical  Care], 
1841 

Universal  Anesthesia  Vaporizer  Useful  in  Disaster  (Dobkin, 
Israel,  Samonte,  and  Byles),  1815 
University  of  Rochester  School  of  Medicine  and  Dentistry 
(Panel  Discussion),  1639 

Ureteral  valves,  congenital  [Correlation  Conferences  in 
Radiology  and  Pathology],  1827 
Uricosuric  agents  suited  to  management  of  tophaceous  gout, 
search  for,  576 

Urinary  tr^t:  other  schistosomal  diseases  [Tropical  Medi- 
cine for  Temperate  Climates],  1831 
Use  of  Functional  Electrotherapy  in  Neuromuscular  Diseases 
(Post,  Forster,  Rosner,  and  Benton),  1808 
Uterine  prolapse,  management  of  (Panel  Discussion),  115 


Vaginal  hysterectomy  as  treatment  for  prolapse  [Manage- 
ment of  Uterine  Prolapse]  (Panel  Discussion)  (Bowen), 
117 

Vaporizer,  universal  anesthesia,  useful  in  disaster,  1815 

Varices:  diagnosis  and  treatment  of  massive  upper  gastro- 
intestinal tract  hemorrhage  [Recent  Advances  in  Me^cine 
and  Surgery],  1189 

Vascular  disease:  rehabilitation  technics  in  geriatric  practice, 
795 

Vena  cava  obstruction,  superior,  mediastinal  thymoma  with 
[Correlation  Conferences  in  Radiology  and  Pathology], 
1195 

Ventilation;  respiratory  management  of  crushed  chest,  1351 

Virus  (es) 

the  cause,  are?  papillomas  and  cancer,  1786 
radiation  effects  on  immune  mechanisms,  691 
transmissible  agents  and  anemia  of  mouse  cancer,  1523 

Vision:  automotive  safety  (Symposium  and  Panel  Discus- 
sion), 1773 


Warts 

corns,  and  calluses;  differential  diagnosis,  1532 
papiUomas  and  cancer:  are  viruses  the  cause?,  1786 
plantar;  newer  treatments,  1680 
Weil’s  Disease  in  New  York  City  (Cahill),  1207 
Wilms  tumor:  pain  and  tenderness  in  left  side  of  abdomen 
[Correlation  Conferences  in  Radiology  and  Pathology],  287 
Worms;  first  reported  case  of  naturally-occurring  human 
sparganosis  in  New  York  State,  715 
Written  Prescription  in  Physiatric  Medicine  (Benton),  544 
Wuchereriasis;  filariasis  [Tropical  Medicine  for  Temperate 
Climates],  1379 


X-ray  films:  effectiveness  of  fear-arousing  movies  in  moti- 
vating preventive  health  measures,  867 


Year-End  Report  on  Activities  of  the  New  York  City  Poison 
Control  Center  [Accidental  Chemical  Poisonings],  444 


Zoxazolamine;  search  for  uricosuric  agents  suited  to  man- 
agement of  tophaceous  gout,  576 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  10  through  14,  1964 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a 
paper  before  a scientific  section  or  a general  session  is 
requested  to  write  to  James  Greenough,  M.D.,  Director 
of  Scientific  Activities,  Medical  Society  of  the  State  of 
New  York,  750  Third  Avenue,  New  York  17,  New  York, 
before  August  1, 1963.  A short  abstract  of  the  proposed 
presentation  should  accompany  the  letter. 

Scientific  Exhibits 

Requests  for  application  for  scientific  exhibit  space 
at  the  1964  Convention  should  be  addressed  to  the 
Director  of  Scientific  Activities  at  the  above  address, 
as  soon  as  possible. 


NOTE  CHANGE  OF  MONTH  FOR  ANNUAL  CONVENTION; 

FEBRUARY  10  TO  14. 1964 
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92%  excellent  to  good  results  j 
in  6,929  cases^  '*  1 

of  fractures,  strains,  sprains, 
wounds  and  lacerations 

Rapid  reduction  of  inflammation,  swelling 
and  pain  follows  the  use  of  Chymoral  (En-j 
zyme  Tablets)  in  treatment  of  accidental* 
trauma.  By  accelerating  absorption  of  blood 
and  lymph  extravasates  from  subcutaneous 
and  muscle  tissue,  Chymoral  (Enzyme  Tab- 
lets) improves  local  circulation.  In  many 
athletic  injuries,  particularly  those  associ- 
ated with  edema,  hematoma  and/or  ecchy- 
mosis,  Chymoral  (Enzyme  Tablets)  shortens 
the  duration  of  disability. 

Side  effects:  On  rare  occasions  nausea, 
diarrhea,  or  mild  skin  reactions  (hives)  have 
been  reported.  These  symptoms  subside 
promptly  upon  cessation  of  therapy. 

Contraindications:  None  reported.  Safe  I 
use  of  Chymoral  (Enzyme  Tablets)  in  preg-  I 
nancy  has  not  been  established.  [i 

Its  unusual  freedom  from  toxicity  combined 
with  the  obvious  advantage  of  an  easily  - 
swallowed  tablet^  make  Chymoral  (Enzyme 
Tablets)  especially  useful  for  office  man- 
agement of  accidental  trauma. 

Formula:  Each  tablet  provides  enzymatic  activity 
equivalent  to  50,000  Armour  Units  supplied  by  a 
purified  concentrate  which  has  specific  trypsin  and 
chymotrypsin  activity,  in  a ratio  of  approximately  six 
to  one.  Dosage:  Initially,  two  tablets  q.i.d.;  one 
tablet  q.i.d.  for  maintenance. 

1.  Physicians'  Reports  to  the  Medicai  Department,  Armour 
Pharmaceutical  Company,  1961.  2.  Beck  C.,  e(  a/.:  Clin  Med. 
7:519,  1960.  3.  Teitel,  L.  H„  et  a/.:  Indust.  Med.  29:150,  1960. 

4.  Billow,  B.  W.,  et  at.:  Southwestern  Med.  4I:28&,  1960. 

The  true  economy  of  proven  effective  dosage 
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all  things  considered 


in  cystitis^  having  weighed  the  classical  considerations  basic  to  management,  physicians  often  choose 
DECLOMYCIN  demethylchlortetracycline  HCl  for  hroad-spectrum  antibiotic  therapy.  DECLOMYCIN  demethyl- 
chlortetracycline  HCl  produces  activity  levels  higher  than  do  otlier  tetracyclines... at  lower  dosage... and  main- 
tains them  without  significant  fluctuation. 

Activity  is  prolonged  24  to  48  hours  after  the  last  dose,  tlius  helps  protect  against  relapse  — an  “extra 
dimension”  in  broad-spectrum  control. 

Effective  in  a wide  range  of  everyday  infections— resj)iratory,  urinary  tract  and  others— in  the  young  and  aged 
—the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive.  Side  Effects  typical  of 
tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  dermatitis,  overgrowth 
of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advisable)  and, 
very  rarely,  anaphylactoid  reaction.  Contraindications:  none.  Capsules,  l.fiO  mg.  and  75  mg.  of  dcmethylchlor- 
tetracycline  HCl.  Average  Adult  Daily  Dosage:  150  mg.  (|.i.d.  or  300  mg.  h.i.d. 
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Codeine  at  the  White  House  Conference 

Relative  Safety  Established 


I*  ■ 7 


The  just-published  proceedings  of 
the  White  House  Conference  on 
Narcotic  and  Drug  Abuse  include 
valuable  information  on  the  relative 
safety  of  codeine.  An  important  con- 
tribution to  this  Conference  was  the 
“Report  of  an  Ad  Hoc  Panel  on  Drug 
Abuse,”  drafted  by  eight  prominent 
scientists  and  health  officials.  This 
report  has  been  endorsed  also  by  the 
Committee  on  Drug  Addiction  and 
Narcotics,  National  Research  Council. 

Among  the  points  presented: 

1.  Addiction  to  codeine  is  nn- 
nsual 

2.  Substitution  of  codeine  for 
another  opiate  to  maintain 
addiction  is  rare 

3.  The  very  low  abuse  potential 


of  codeine  is  recognized 
throughout  the  world 

This  new  report  is  an  important  ad- 
dition to  the  vast  body  of  clinical 
knowledge  and  literature  on  codeine. 
It  is  further  evidence  that  the  many 
codeine  products  available  today 
may  be  prescribed  and  recommended 
■with  confidence. 

Codeine  has  steadily  maintained  its 
status  as  a therapeutic  agent  of 
choice.  It  is  still  unique,  being  at 
once  . . . relatively  safe  . . . orally 
and  parenterally  effective  . . . versa- 
tile and  widely  compatible. 
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I eifStitis.  leaving  weighed  the  classical  considerations  basic  to  manapment, 

ECLOMYCIN  demethylchlortetracycline  HCl  for  broad-spectrum  antibiotic  therapy.  DECLO.M^UIN  demetiiyi 
dortetracycline  HCl  produces  activity  levels  higher  than  do  other  tetracyclines.. .at  lower  dosage. ..and  mam- 
ins  them  without  significant  fluctuation. 

Activity  is  prolonged  24  to  48  hours  after  the  last  dose,  thus  helps  protect  against  relapse -an  ex 
mension”  in  broad-spectrum  control.  j j 

Effective  in  a wide  range  of  everyday  infections-respiratory,  urinary  tract  and  others-m  t ^ r 

Ithe  acutely  or  chronically  ill-when  the  offending  organisms  are  tetracychne-sensitive.  Side  Effects  tyP'cal  o 
tracyclines  which  mav  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  dermatitis,  overgr 
f nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of 

^ry  rarely,  anaphylactoid  reaction.  Contraindications:  none.  Capsules,  150  mg.  and  /5  mg.  of  deniethylchlor- 
dracycline  HCl.  Average  Adult  Daily  Dosage:  L50  mg.  i|.i.d.  or  300  mg.  b.i.d. 


IDECLOMYCIN 

tDEMETHYLCHLOKTETRACYCLINE  HCl 
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’’What  is  a 
tranquilaxant?” 


/Answer: 

"A  drug  that  is  both 
a tranquilizer 
and  a muscle  relaxant!’ 


TRANCOPAL 

- , brand  of 

chlormezanone, 

LI  1 1 


As  a tranquilizer,  TRANCOPAL  (chlormeza-"’ 
none/Winthropi  "is  effective  in  the  symptomatic 
treatment  of  anxiety.”*  Its  tranquilizing  properties 
are  similar  to  those  of  other  mild  tranquilizers.* 
Furthermore,  it  relieves  tension  of  both  mind  and 
muscle  without  interfering  with  normal  activity 
or  alertness. 

The  muscle  relaxant  properties®  of  TRANCO- 
PAL (chlormezanoneAVinthrop)  provide  an  extra 
dimension  of  effectiveness... relaxing  the  spasm 
which  so  frequently  accompanies  psychogenic 
disorders.  Hence,  the  total  therapeutic  effect  of 
TRANCOPAL  (chlormezanoneAVinthrop)— a true 
“tranquilaxant”— is  to  produce  a relaxed  mind  in 
a relaxed  body. 

Unsurpassed  Tolerance:  Less  than  3 
percent  of  patients  develop  side  effects 
with  TRANCOPAL  (chlormezanone/ 


Winthrop),  such  as  occasional  drowsiness,  dizzi- 
ness, flushing,  nausea,  depression,  weakness 
and  drug  rash.  If  severe,  medication  should 
be  discontinued.  In  most  patients,  however,  side 
effects  are  minor  and  do  not  necessitate  inter- 
ruption of  treatment.  There  are  no  known  contra- 
indications. 

Available:  200  mg.  Caplets®  (green  colored, 
scored),  100  mg.  Caplets  (peach  colored,  scored), 
each  in  bottles  of  100.  Dosage:  1 Caplet  (200  mg.) 
three  or  four  times  daily;  in  some  patients  100 
mg.  three  or  four  times  daily  suffices.  Children 
(5  to  12  years),  from  50  to  100  mg.  three  or  four  ® 
times  daily. 

References;  1.  A.M.A.  Council  on 
Drugs:  J. A.M.A.  183:469  (Feb.  9)  1963. 

2.  Gruenberg,  F.:  Current  Therap.  Res. 
2:1  (fan.)  1960. 
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for 

inflamed, 
infected, 
itching 
skin  lesions 


anti-inflammatory  / bactericidal  / antipruritic 


‘CORTISPORIN’ 
OINTMENT 


brand 


POLYMYXIN  B-BACITRACIN- 
NEOMYCIN  WITH  HYDROCORTISONE  1% 


Each  gram  contains: 

‘Aerosporin’®  brand  Polymyxin  B*  Sulfate  5,000 
Units;  Zinc  Bacitracin  400  Units;  Neomycin  Sul- 
fate 5 mg.;  Hydrocortisone  10  mg.  (1“/o). 

• relieves  pain  and  itching 

• reduces  inflammation  and  edema 

• provides  bactericidal  action  against  most  gram- 
positive and  gram-negative  organisms,  includ- 
ing Pseudomonas  aeruginosa 

• rarely  sensitizes 

General  Indications:  Wherever  inflammation  or 
infection  occurs  and  is  accessible  for  topical 
therapy,  as  in  burns,  wounds,  skin  grafts;  and 
plastic  proctologic,  gynecologic,  or  general  sur- 
gical procedures. 


Dermatologic  Indications:  Atopic,  contact,  stasis, 
infectious  eczematoid,  and  lichenoid  dermatitis; 
neurodermatitis,  eczema,  pyoderma:  anogenital 
pruritus:  primary  dermatoses  with  or  without  sec- 
ondary infection:  external  otitis. 

Caution:  As  with  other  antibiotic  products,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindications:  Local  application  is  contra- 
indicated in  tuberculous  conditions  of  the  skin, 
herpes  simplex,  vaccinia  and  varicella. 

Available:  In  tubes  of  Vz  oz.  with  applicator  tip 
and  Vs  oz.  with  ophthalmic  tip.  Although  the 
Vs  oz.  tube  is  intended  for  ophthalmic  use,  it  may 
be  used  topically. 

Complete  literature  available  on  request 
from  Professional  Services  Dept.  PML. 

*U.S.  PAT.  NOS.  2,565,057  AND  2,695,261 
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CREAM  0.1% 

Neomycin  Sulfate  (0.5%)— Triamcinolone  Acetonide  (0.1%) 


two  new  steroid  forms  for  dermatoses 

threatened  by  infection  Both  of  these  new 
members  of  the  ARISTOCORT  family  of  topicals  contain 
Triamcinolone  Acetonide  (0.1%),  highly  active  in  control- 
ling inflammatory  dermatoses,  complemented  by  neomycin 
sulfate  (0.5%),  the  topical  antibiotic  with  outstanding 
efficacy  against  a wide  range  of  Gram-negative  and  Gram- 
positive organisms.  The  Ointment  or  the  Cream,  sparingly 
applied,  brings  early  gratifying  relief  and  at  the  same  time 
helps  protect  the  affected  areas  against  infection. 

Effective  in  atopic  dermatitis,  eczematous  dermatitis,  num- 
mular eczema,  contact  dermatitis,  pruritus  vulvae  and  ani, 
generalized  erythrodermia,  external  otitis,  seborrheic  der- 
matitis, eczematized  psoriasis,  neurodermatitis,  eczema- 
tized  mycotic  dermatitis.  Dosage:  Apply  to  area  3 or  4 
times  daily.  May  be  used  with  occlusive  dressing  in  some 
cases  of  psoriasis.  Side  Effects:  Local  skin  sensitization 
due  to  neomycin.  Contraindications : Tuberculosis  of  the 
skin,  herpes  simplex  and  chicken  pox.  Supplied  in  5 and 
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OINTMENT  0.1% 

Neomycin  Sulfate  (0.5% )— Triamcinolone  Acetonide  (0.1%) 
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A I special  | margarine 
for  the  atherosclerosis  diet 


The  latest  report*  in  ihtJAMA  on  atherosclerosis 
diets  states,  “...it  appears  logical  to  attempt  to 
reduce  high  concentrations  of  cholesterol  and 
other  serum  lipids  as  an  experimental  therapeutic 
procedure.” 

Since  this  report  recognizes  table  spreads  as  an 
important  source  of  dietary  fat,  we  believe  that  it 
is  in  your  professional  interest  to  know  about  the 
fatty-acid  composition  of  Mrs.  Filbert’s  Corn  Oil 
Margarine. 

Mrs.  Filbert’s  Corn  Oil  Margarine  is  a special 
margarine** made  from  100%  corn  oil,  over  50% 
of  which  retains  its  liquid  characteristics. 


Because  of  its  high  linoleic  content,  its  ratio  of 
polyunsaturates  to  saturates  is  about  1 .7  to  1 . . . 
and  equals  the  highest  level  available  today  in  any 
corn  oil  margarine. 

Of  the  total  fatty  acid  content,  28%  is  cis-cis 
linoleic  acid. 

Moreover,  when  you  recommend  Mrs.  Filbert’s 
Corn  Oil  Margarine,  your  patient  is  assured  of 
receiving  unmatched  taste  and  flavor  satisfaction 
— an  important  consideration  in  promoting  ad 
herence  to  any  therapeutic  regimen. 

*AMA  Council  on  Foods  and  Nutrition:  The  Regulation  of 
Dietary  ¥&i,JAMA  181:411-423  (August  4,  1962). 

**AMA  Council  on  Foods  and  Nutrition:  Composition  of 
Certain  Margarines,  7/1  179:719  (March  3,  1962). 


Made  from  100%  corn  oil  with  liquid  corn  oil  as  its  major  ingredient 

For  additional  information— including  detailed  listings  of  component  characteristics— please  write  to  us. 

J.  H.  FILBERT,  Inc. 

BALTIMORE  29,  MARYLAND 
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Relieves  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record 
of  safety  with  which  ‘Miltown’  ( mepro- 
bamate) relieves  anxiety  and  anxious 
depression  has  been  clinically  authenti- 
cated time  and  again  during  the  past 
eight  years.  This,  undoubtedly,  is  one 
reason  why  physicians  still  prescribe 
meprobamate  more  than  any  other  tran- 
quilizer in  the  world. 

Slight  drowsiness  may  occur  with  mepro- 
bamate and,  rarely,  allergic  reactions. 
Meprobamate  may  increase  effects  of  ex- 
cessive alcohol.  Use  with  care  in  patients 
with  suicidal  tendencies.  Massive  over- 
dosage may  produce  coma,  shock, 
vasomotor  and  respiratory  collapse.  Con- 
sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 


alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 

Usual  dosage:  1 or  2 400  mg.  tablets 
t.i.d.  Supplied:  400  mg.  scored  tablets, 
200  mg.  sugar-coated  tablets;  bottles 
of  50. 


the  original 
meprobamate 

Miltowir 
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Books  Reuieiued 


Surgery  of  the  Chest.  Edited  by  John  H. 
Gibbon,  Jr.,  M.D.  Octavo  of  902  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1962.  Cloth,  $27. 

It  is  a far  cry  from  the  basic  concepts  of 
Sauerbruch  and  Alexander  to  the  complex 
multifaceted  specialty  of  thoracic  surgery  as  it  is 
now  practiced.  In  such  a relatively  young 
branch  of  surgery,  the  astounding  advances, 
with  the  amazing  concepts  on  which  they  are 
based  render  obsolete  any  textbook,  even  before 
it  is  published.  Nevertheless,  the  need  exists 
for  a book  which  will  encompass  the  vast  field 
which  ranges  from  pulmonary  physiology 
through  esophageal  procedures  to  the  intricate, 
though  basically  simple  physiologic  procedures 
utilized  in  cardiac  surgery.  This  is  such  a book, 
edited  by  Gibbon  with  chapters  written  by  men 
who  are  truly  specialists  within  a specialty. 
This  is  a good  book  in  many  ways.  It  is  com- 
prehensive, well  written,  and  beautifully  illus- 
trated. There  are  excellent  bibliographies  at 
the  end  of  each  chapter.  It  is  suited  for  the 
student  as  well  as  the  surgeon  and  will  prove 
to  be  a reference  source  to  all  who  are  interested 
in  thoracic  surgery. — Edward  Hirsch,  M.D. 

Medical  Department,  United  States  Army. 
Wound  Ballistics.  Editor-in-chief,  Colonel 
John  Boyd  Coates,  Jr.,  MC.  Editor  for  Wound 
Ballistics,  Major  James  C.  Beyer,  MC.  Octavo 
of  883  pages,  illustrated.  Washington,  D.C., 
Office  of  the  Surgeon  General,  Department  of 
the  Army,  1962.  Cloth,  $7.50. 

The  Army  Medical  Service  is  primarily 
interested  in  the  treatment  and  recovery 
of  the  casualty.  This  is  to  speed  the  return  of 
the  soldier  to  the  fighting  force.  It  is  interested 
therefore  in  the  various  devices  used  by  the  en- 
emy to  destroy  our  fighting  force  and  is  vitally 
concerned  with  any  method  that  will  reduce  the 
severity  of  the  wound.  It  is  also  concerned 
with  methods  of  complete  defeat  of  a wounding 
agent. 

It  was  by  capitalization  on  these  lessons  and 
with  the  institution  of  armor  that  the  mortality 
rate  of  the  wounded  in  Korea  was  reduced.  In 
Korea  the  mortality  rate  of  the  wounded  that 
reached  medical  treatment  facilities  was  about 
2.3  per  cent.  There  was  a decrease  in  the  num- 
ber of  wounded  and  the  killed  in  action.  The 
severity  of  the  wounds  was  also  markedly  de- 
creased. 

War  wounds  are  different  from  those  en- 
countered in  civilian  practice.  The  medical 
officer  must  have  a knowledge  of  the  weapons 
and  missiles  which  are  creating  the  wounds. 
The  wound  track  characteristics  must  also  be 


known  so  that  necessary  treatment  may  be  in- 
stituted. 

This  volume  consists  of  studies  of  enemy 
ordnance  material,  ballistic  characteristics  of 
wounding  agents,  and  mechanisms  of  woimding. 
There  are  several  chapters  devoted  to  careful 
survey  of  battle  casualties. 

This  is  a really  worth-while  portion  of  the 
detailed  medical  history  of  the  recent  war. — 
A.  A.  Kane,  M.D. 

Stereoencephalotomy.  Part  II — Clinical 
and  Physiological  Applications.  By.  E.  A. 
Spiegel,  M.D.,  and  H.  T.  Wycis,  M.D.  Quarto 
of  504  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1962.  Cloth,  $27.  (Monographs  in 
Biology  and  Medicine.  Volume  II). 

As  the  pioneers  in  stereotaxic  surgery,  the 
authors  have  expertly  summed  up  their  fourteen 
years  experience  in  this  field.  This  volume  deals 
not  only  with  their  clinical  experiences  in  stereo- 
encephalotomy but  also  with  their  valuable 
physiologic  observations  through  painstaking 
electrical  stimulation  and  recording  of  the  deep 
subcortical  structures  in  the  brain. 

The  monograph  is  made  up  of  six  sections. 
Section  I,  the  demonstration  and  description  of 
the  development  of  stereotaxic  technic,  is 
rather  tedious  and  perplexing.  One  gets  a 
feeling  that  there  is  a great  need  for  simphfica- 
tion  of  the  stereotaxic  instrument.  Section  II, 
the  thalamotomy  for  psychosurgery,  and  section 
III,  mesencephalotomy  and  thalamotomy  for 
pains,  may  have  some  clinical  application,  but 
the  stereotaxic  surgery  for  these  problems  are 
in  a somewhat  experimental  stage.  Section  IV, 
which  takes  up  two  fifths  of  this  book,  is  that  of 
extrapyramidal  disorders,  namely,  parkinsonism, 
chorea,  athetosis,  torsion  spasm,  and  so  forth. 
The  description  of  surgical  technics  involved, 
the  indication  for  operation,  and  the  surgical 
results  for  basal  ganglia  diseases  are  fascinating, 
and  the  discussion  of  the  physiologic  observa- 
tions and  theoretic  considerations  on  the  neuro- 
mechanism of  the  dyskinesia  are  intriguing. 
There  is  a promising  future  in  stereotaxic 
surgery  as  the  treatment  for  various  dyskinetic 
disorders.  Sections  V and  VI  deal  individually 
with  the  authors’  experiences  in  stereoencepha- 
lotomy for  convulsive  disorders  and  certain  deep- 
seated  brain  tumors  of  which  usefulness  remain 
to  be  explored. 

All  in  all,  this  book  is  a valuable  reference  for 
those  who  are  interested  in  participating  in  the 
field  of  stereotaxic  surgery.  The  readers  will 
glimpse  the  perplexing  pathophysiologic  mecha- 
nism of  the  basal  ganglia  diseases  through  the 

continued  on  page  1892 
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Drops 

With  Added  Vitamin  D3 


For  infants,  essential  vitamins  A and  D at  only  a penny 
a day!  Only  two  drops  a day  of  White’s  Cod  Liver  Oil 
Concentrate  provide  an  economical,  therapeutically 
sound  way  to  give  infants  vitamins  A and  D.  Each 
White’s  Cod  Liver  Oil  Concentrate  Drop  provides  1,560 
units  of  vitamin  A and  312  units  of  vitamin  D (equiva- 
lent to  one  teaspoonful  of  Cod  Liver  Oil,  N.F.).  Usual 
prophylactic  dose:  2 to  4 drops  daily.  Supplied:  drop- 
per bottles  of  6 cc.,  30  cc.  and  50  cc. 
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authors’  vast  experiences  and  their  review  on 
these  subjects. — Tung-Hui  Lin,  M.D. 

Treatment  of  Cancer  and  Allied  Diseases. 
Second  edition.  Volume  VII:  Tumors  of 

the  Male  Genitalia  and  the  Urinary  Sys- 
tem. By  thirty  authors.  Edited  by  George  T. 
Pack,  M.D.,  and  Irving  M.  Ariel,  M.D.  Quarto 
of  397  pages,  illustrated.  New  York,  A Hoeber 
Medical  Book,  Harper  & Row,  Publishers,  1962. 
Cloth,  $18. 

This  volume  uses  the  same  successful  format 
as  the  preceding  volumes  of  Treatment  of  Cancer 
and  Allied  Diseases.  Thirty  physicians  have 
contributed  the  various  chapters.  All  of  the 
chapters  have  been  updated.  The  bibliography, 
while  fairly  extensive,  includes  only  a relatively 
small  proportion  of  the  pertinent  literature  of 
the  past  few  years.  Therapy,  both  surgical  and 
radiologic,  of  these  diseases  is  treated  with 
exceUent  detail.  This  edition  is  recommended 
both  as  a reference  and  a textbook  in  its  field. — 
Emanuel  Mendelson,  M.D. 

Clinical  Genodermatology.  By  Thomas 
Butterworth,  M.D.,  and  Lyon  P.  Strean,  D.D.S. 
Quarto  of  221  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1962. 
Cloth,  $13.50. 

This  book  presents  a comprehensive  compila- 
tion of  a group  of  dermatoses  and  systemic  con- 
ditions with  cutaneous  manifestations  which 
have  in  common  some  inherent  defect,  usually 
genetic  in  character.  A number  of  the  syn- 
dromes included  do  not  fit  this  category  ac- 
curately; however,  their  clinical  nature  is  such 
that  their  inclusion  in  the  appropriate  sections 
makes  a well-balanced  presentation  of  some  of 
these  abnormalities. 

While  many  of  the  standard  textbooks  on 
dermatology  have  excellent  sections  on  geno- 
dermatoses,  this  is  the  first  English  monograph, 
to  my  recollection,  published  since  the  edition 
by  Cockayne  in  1933.  The  authors  are  well 
qualified  for  this  presentation,  both  of  them 
having  been  associated  with  one  of  the  State 
hospitals  in  Pennsylvania,  with  a high  incidence 
of  these  syndromes.  They  have  had  an  excellent 
opportunity  to  survey  the  long-range  course  of 
many  of  these  diseases.  Where  their  own  ex- 
perience has  been  incomplete  they  have  sup- 
plemented this  by  an  exceUent  review  of  relevant 
literature.  Each  chapter  has  at  the  end  several 
basic  references  aUowing  the  reader  an  oppor- 
tunity to  explore  further  any  particular  entity. 

The  introduction  by  Dr.  Wright  is  outstand- 
ing for  the  clarity,  simplicity,  and  brevity  with 
which  he  presents  enough  of  the  basic  science 
of  genetics  to  make  it  possible  for  the  reader  to 
orient  himself  with  the  mechanisms  involved 
and  with  the  specific  type  of  transmission  in 
particular  syndromes  of  interest  to  him. 

The  text  itself  is  weU  written;  the  authors 
have  been  successful  in  combining  conciseness 
with  clarity;  the  Ulustrations  are  excellent  and 
well  placed  so  that  the  reader  has  very  little 


difficulty  correlating  the  text  material  with 
photographs. 

It  is  this  reviewer’s  opinion  that  this  book 
fulfills  a very  definite  need  in  the  fields  of 
dermatology  and  internal  medicine  and  should 
prove  to  be  very  useful  as  a reference. — 
I.  N.  Holtzman,  M.D. 

Erythropoiesis.  Edited  by  Leon  O.  Jacobson, 
M.D.,  and  Margot  Doyle,  Ph.D.  Quarto  of 
399  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1962.  Cloth,  $6.75. 

This  book  in  reality  is  a symposium  on 
erythropoietin.  In  January,  1962,  a three-day 
conference  devoted  to  studies  relating  to  erythro- 
poietin was  held  in  San  Francisco.  Members 
of  the  hematology  study  section  of  the  National 
Institutes  of  Health,  as  well  as  other  interested 
persons  from  home  and  abroad,  participated. 
The  most  recent  advances  in  methodology  of 
assay  and  standardization,  as  weU  as  purification 
procedures  are  presented.  Sites  of  erythro- 
poietin production  and  its  ultimate  metabolic 
disposal  are  discussed.  Kinetics  of  erythro- 
poiesis, specific  metabolic  effects,  and  cellular 
responses  are  included  as  well  as  relationship  of 
erythropoietin  to  iron  absorption,  hypoxia, 
anemia,  and  polycythemia.  Studies  relating 
erythropoietin  production  to  renal  disturbances 
are  presented  also. 

This  work  brings  together  the  most  recent 
data  available  about  this  erythrocyte-stimulat- 
ing factor.  It  is  an  excellent  reference  source  for 
research-oriented  physicians  and  biologists. — 
Alan  N.  Morrison,  M.D. 

Gynecology  and  Obstetrics.  By  John  Wil- 
liam Huffman,  M.D.  Quarto  of  1,190  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co., 
1962.  Cloth,  $28. 

This  is  a voluminous  treatise  on  the  whole  of 
gynecology  and  obstetrics.  Dr.  Huffman,  who 
is  professor  of  obstetrics  and  gynecology  at 
Northwestern  University  Medical  School, 
stresses  diagnosis  with  merely  an  outline  of 
treatment  and  technics  given.  Its  scope  is 
comprehensive  but  it  does  not  seem  to  offer 
anything  especially  new  except  in  one  area. 

The  one  outstanding  feature,  basic  to  both 
subjects,  is  the  detailed  and  sequential  descrip- 
tion of  the  development  of  the  female  generative 
tract  from  conception  through  senility. 

Over-all,  the  book  is  a useful  reference  and 
could  be  used  as  a text  for  students. — Toni 
Novick,  M.D. 

A History  of  Colonial  Medical  Education: 
in  the  Province  of  New  York,  with  its 
subsequent  development  (1767-1830).  By 
Byron  Stookey,  M.D.  Octavo  of  286  pages, 
illustrated.  Springfield,  lU.,  Charles  C Thomas, 
Publisher,  1962.  Cloth,  $10.50. 

The  reconstruction  of  medical  history  can 
constitute  a fascinating  exercise  in  rebirth,  and 
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the  hunt  for  interlocking  and  pertinent  detail  a 
merry  pursuit.  With  enthusiasm  and  in- 
dustry Byron  Stookey,  formerly  professor  of 
neurological  surgery  at  Columbia  University, 
has  reconstituted  painstakingly  the  flavor  and 
detail  of  colonial  medical  education  in  the  Prov- 
ince of  New  York  from  its  beginnings.  Dr. 
Stookey  has  employed  a wealth  of  original 
material  drawn  from  contemporary  journals  and 
documents,  and  extravagantly  illustrated  this 
book  in  tracing  the  development  of  Columbia 
Medical  School  from  its  origin  as  Kings  College 
in  1767. 

This  monograph  is  almost  unique  in  its 
encompassment,  ranking  with  Blanton’s  Medi- 
cine in  Virginia.  Stookey  relates  the  vicissi- 
tudes, mainly  political  and  personal,  of  the 
founders  and  faculty  of  the  variously  evolving 
medical  institutions  in  the  Province.  The  story 
is  not  always  pretty  but  always  interesting 
despite  the  handicap  of  narration  imposed  by 
specific  and  overwhelming  documentation.  Al- 
though the  disturbing  political  overtones  com- 
pounded by  selfish  interests  in  high  medical 
places  may  shock  the  naive,  they  serve  weU  as  a 
rude  base  against  which  we  can,  with  justifiable 
pride,  compare  our  present-day  attitudes  and 
goals  in  medical  education. 

Although  this  reviewer,  in  concord  with  most 
historians  of  medical  education  in  the  United 
States,  believes  that  the  University  of  Pennsyl- 
vania was  our  first  medical  school,  we  must 
regard  with  respectful  attention  the  author’s 
contention  that  Kings  College  deserves  the 
credit  for  priority  on  the  basis  of  its  having  had 
the  first  “complete”  faculty  and  graduating  the 
first  “doctor  of  medicine”  in  the  colonies. 

The  book  is  handsomely  printed,  stocked  with 
valuable  and  profuse  references,  and  will  afford 
pleasure  reading  to  anyone  interested  in  our 
colonial  history  or  more  specifically  in  our  early 
institutions  of  medicine. — Norman  Shaftel, 
M.D. 

Cancer.  By  Lauren  V.  Ackerman,  M.D.,  and 
Juan  A.  del  Regato,  M.D.  Third  edition. 
Quarto  of  1,296  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1962.  Cloth, 
$29.50. 

This  is  the  third  edition  of  a now  standard 
text  about  cancer.  Lauren  V.  Ackerman, 
M.D.,  pathologist,  and  Juan  A.  del  Regato, 
M.D.,  radiologist,  have  incorporated  their 
extensive  experience  into  a compendium  which 
is  straightforward  and  practical.  It  is  written 
in  depth,  but  avoids  the  details  of  surgical  and 
radiographic  technic.  Where  possible,  con- 
jectural material  is  omitted. 

The  illustrations  are  excellent;  a happy  ex- 
ception to  many  American  publications.  The 
price  is  not  high  for  this  text  (1,296  pages  and 
779  illustrations)  but  is  reflective  of  the  high 
price  one  does  have  to  pay  for  books. 

Many  of  us  are  discouraged  by  the  “cancer 
problem”  but  this  book  especially  is  recom- 
mended to  the  defeatist  who  should  be  made  to 


understand  that  there  is  much  skill  available  for 
the  diagnosis  and  treatment  of  cancer  which  will 
surely  help  and  sometimes  cure  his  cancer 
patient.  The  book  is  recommended  unequivo- 
cally as  useful  to  any  physician  who  has  cancer 
patients. — Mortimer  R.  Camiel,  M.D. 

Clinical  Nutrition.  Edited  by  Norman 
JoUifife,  M.D.  Second  edition.  Octavo  of  1,012 
pages,  illustrated.  New  York,  Harper  & Bros., 
1962.  Cloth,  $23.50. 

Since  his  untimely  death  in  1961,  the  late 
eminent  physician,  investigator,  teacher,  and  Di- 
rector of  the  Bureau  of  Nutrition,  of  the  City  of 
New  York  Department  of  Health,  Dr.  Norman 
Jolliffe,  even  as  during  his  productive  lifetime, 
has  received  fitting  and  moving  encomiums. 
Had  it  been  his  choice  it  is  doubtful  that  this 
great,  good,  yet  always  modest  man,  who 
typified  the  optimum  synthesis  of  medical 
science  and  community  service  would  elect  any 
of  these  accolades  before  the  splendid  volume 
which  now  appears  among  the  finest  and  most 
fitting  of  all  memorials.  The  names  of  the  23 
other  contributors  not  only  insure  the  high 
quality  of  the  contents  but  reflect  the  inspiration 
of  one  whose  own  rare  ability  and  dedication 
could  invite  the  collaboration  of  some  of  the 
foremost  international  authorities  in  the  field 
of  clinical  nutrition. 

As  a second  edition  this  volume  retains  the 
principal,  special  features  of  the  earlier  book, 
while  emphasizing  the  major  nutritional  de- 
velopments of  the  intervening  twelve  years. 
Appropriate  attention  stiU  is  accorded  to  the 
assessment  of  nutriture  including  physical  as 
weU  as  laboratory  facets  of  clinical  appraisal. 
The  classical  deficiency  diseases  also  continue 
to  receive  extensive  consideration  in  sections 
devoted  to  the  individual  ahments,  minerals, 
and  vitamins.  The  traditional  areas  of  clinical 
nutrition  are  discussed  in  the  context  of  the 
latest  revelations,  but  concepts  of  nutrition  in 
relation  to  ischemic  heart  disease  are  under- 
standably regarded  with  commensurate  concern. 
Chapters  by  Drs.  Bronte-Stewart  and  Jolliffe, 
the  latter  based  largely  on  the  experience  of  his 
Anticoronary  Club  in  New  York  City,  provide 
a review  of  the  principal  epidemiologic  chnical 
and  experimental  evidence  pertaining  to  this 
complex  problem,  as  well  as  a dietary  regimen 
designed  specifically  for  the  practical  control  of 
this  condition.  A major  chapter  on  obesity 
succinctly  examines  the  hmited  knowledge 
relating  to  its  causation  and  more  extensively 
discusses  its  correction  and  long-term  manage- 
ment. In  support  of  the  well-organized  authori- 
tative text  material,  presented  on  glare-proof 
pages  to  further  encourage  its  persistent  pur- 
suit, are  a valuable  appendix,  a useful  index, 
and  abundant  illustrations,  notably  a continued 
series  of  color  plates  which  most  effectively 
portray  the  principal,  detectable  signs  of  de- 
ficiency disease. 

In  every  respect  this  fine  tome  on  clinical 
nutrition  is  a unique  contribution  to  medical 
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practice  and  to  public  health — a lasting  and 
living  tribute  to  the  equally  unique  human  being 
who  epitomized  the  very  best  in  both. — 
Robert  W.  Hillman,  M.D. 

Direct  Psychoanalytic  Psychiatry.  By  John 
N.  Rosen,  M.D.  Octavo  of  253  pages.  New 
York,  Grune  & Stratton,  1962.  Cloth,  $7.00. 

This  book  contains  an  exposition  of  Dr.  John 
Rosen’s  theoretic  basis  and  recommendations 
for  carrying  out  a special  kind  of  treatment 
procedure  for  psychotics.  Dr.  Rosen’s  approach 
to  these  problems  is  highly  individualistic  and 
controversial.  His  terminology  is  unusual. 
In  speaking  of  some  of  the  controversy  about 
his  methods,  Rosen  himself  may  be  quoted: 
(p.  237)  “.  . . For  instance,  one  of  these  features, 
direct  interpretation,  has  been  a subject  of 
rebate  since  it  was  first  described  in  my  paper 
on  acute  catatonic  excitement  (1946).  To  my 
mind,  this  debate  has  been  inconclusive  ...  .” 

One  of  the  purposes  of  this  book  appears  to  be 
to  answer  the  objections  to  Rosen’s  approach 
and  some  of  the  criticisms  of  his  claims  to  have 
effected  the  recovery  of  patients. — Edward  L. 
PiNNEY,  Jr.,  M.D. 

Gynecology.  By  Langdon  Parsons,  M.D., 
and  Sheldon  C.  Sommers,  M.D.  Quarto  of 
1,250  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1962.  Cloth,  $20. 

This  book  is  unique  in  that  it  was  written  and 
illustrated  by  the  joint  efforts  of  a clinical 
gynecologist  and  a pathologist. 

The  text  is  divided  into  seven  parts  of  the 
various  periods  of  a woman’s  life,  from  gyneco- 
logic problems  of  infancy  to  childhood,  to 
gynecologic  problems  of  old  age;  in  other  words 
from  pediatric  to  geriatric  gynecology,  covering 
in  an  authoritative  manner  all  conditions  pecul- 
iar to  the  various  times  of  the  life  of  a woman. 

Most  of  the  text  is  written  in  question  and 
answer  form,  a method  good  for  study  and  com- 
mitment to  memory  of  knowledge  and  informa- 
tion. The  text  is  authoritative,  lucid,  and  read- 
able. 

The  book  is  highly  recommended  to  students 
of  gynecology. — Jacob  Halperin,  M.D. 


The  Hemorrhagic  Disorders.  By  Mario 
Stefanini,  M.D.,  and  William  Dameshek,  M.D. 
Second  Edition.  Quarto  of  614  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1962. 
Cloth,  $21.50. 

This  second  edition  has  kept  pace  with  the 
concept  of  hemostasis.  We  now  have  a tome  to 
reckon  with.  Clarity  of  presentation  and  a 
comprehensive  discussion  of  the  clotting  mecha- 
nism are  both  accomplished.  Abnormadities  of 
coagulation  factors,  platelets,  also  vascular  fac- 
tors and  disturbance  of  mechanism  resulting  in 
lysis  of  the  fibrin  clot  are  discussed  and  there  is 
an  ample  bibliography.  The  text  also  quite 


practically  discusses  diagnosis  and  therapy  of 
hemostatic  disorders.  The  appendix  presents  a 
section  devoted  to  technics  for  studying  the 
coagulation  mechanism.  A brief  section  relates 
the  coagulation  mechanism  to  problems  of 
thrombosis. 

The  authors  have  expanded  their  original  ef- 
fort into  a book  that  all  students  of  medicine 
should  read.  There  are  too  few  opportunities  to 
read  such  a lucid  presentation  of  this  most  com- 
plex and  complicated  subject. — Alan  N.  Mor- 
rison, M.D. 

The  Closed  Treatment  of  Common  Frac- 
tures. By  John  Chamley,  M.D.  Third  edi- 
tion. Octavo  of  272  pages,  illustrated.  Balti- 
more, The  Williams  and  Wilkins  Company, 
1961.  Cloth,  $10. 

This  well-known  work,  now  in  its  third  edi- 
tion, is  the  result  of  years  of  research  and  clinical 
experience. 

The  section  dealing  with  the  nature  of  fracture 
repair  makes  stimulating  reading;  it  contains 
many  interesting  facts  not  usually  found  in  dis- 
cussions of  this  problem.  In  the  words  of  the 
author  “ . . . I venture  to  suggest  that  the  re- 
cent failure  of  ‘bone  glue’  could  have  been  pre- 
dicted from  the  facts  of  blood-supply  in ‘the 
process  of  fracture  repair  and  that  this  conclusion 
could  have  been  reached  by  argument  from  the 
depth  of  an  armchair  without  ever  resorting  to 
trials  on  the  human  subject.” 

An  excellent  case  is  made  for  the  conservative 
treatment  of  most  fractures.  The  failures  of 
conservative  treatment  are  worse  than  the 
failures  of  operative  treatment  only  in  fractures 
of  the  middle  and  upper  third  of  the  femur  and 
in  fractures  of  the  shafts  of  both  bones  of  the 
forearm. 

Technics  of  reduction  and  application  of 
plaster  are  described  thoroughly;  the  illustra- 
tions and  diagrams  are  excellent. 

This  book  is  heartily  recommended  to  all  who 
are  interested  in  the  treatment  of  fractures. — 
Mayer  E.  Ross,  M.D. 


Expanding  Goals  of  Genetics  in  Psychiatry. 
Edited  by  Franz  J.  Kallmann,  M.D.  Quarto 
of  275  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1962.  Cloth,  $6.75. 

This  book  represents  an  anniversary  sympo- 
sium of  the  Department  of  Medical  Genetics, 
New  York  State  Psychiatric  Institute,  October 
27  to  28,  1961,  and  proceedings  of  sixth  annual 
meeting  of  the  Eastern  Psychiatric  Research 
Association.  A distinguished  group  of  con- 
tributors participated  in  the  symposium  re- 
ported in  this  book.  Several  aspects  of  the 
genetic  determinants  of  mental  disorders  are 
presented.  From  the  historical  standpoint  this 
book  is  recommended  for  psychiatric  libraries. 
It  should  be  of  particular  interest  to  psychia- 
trists and  researchers  concerned  with  the  biology 
and  heredity  of  human  behavior. — Edward  L. 
PiNNEY,  Jr.,  M.D. 
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® Theophylline  (120  mg.) 

Ephedrine  HCI  (15  mg.) 

Phenobarbital  (8  mg.) 
(Barbituric  acid  derivative) 

Prednisone  (1.5  mg.) 

for  safer  Steroid  protection  from  asthma 


Deltasmyl®  opens  the  airways  and  suppresses 
inflammation  by  combining  theanti-allergic,  anti- 
inflammatory action  of  prednisone  with  the  bron- 
chodilating,  decongestant  and  quieting  effects 
of  theophylline,  ephedrine  and  phenobarbital. 

Deltasmyl  provides  prompt,  prolonged  relief  of 
asthma  with  prednisone  protection  against  aller- 
gens and  stress,  and  a wider  margin  of  safety 
through  reduction  of  the  effective  corticoid  dose. 

The  aim  of  therapy  in  asthma  should  be  relief  of 
bronchospasm  by  means  of  decongestant  and 
bronchodilating  agents — plus  prednisone,  not 
just  prednisone  alone.i  Uhde^ — using  theophyl- 
line-ephedrine-phenobarbital  with  prednisone — 
reports  an  increase  of  about  25%  in  the  action 
of  prednisone  with  quicker  arrest  of  inflam- 
mation, hypersecretion,  and  alveolar  stasis;  a 
marked  sedative  action  on  heart  and  circulation: 
improved  ventilation.  Bopp3  also  has  obtained 
satisfactory  results  with  the  same  combination, 
probably  through  synergistic  enhancement  of 
prednisone  potency. 

Dosage:  One  Deltasmyl  tablet  provides  sympto- 
matic relief  for  4 hours  or  longer.  Not  more  than 
6 tablets  should  be  taken  in  24  hours.  Withdraw 
gradually. 


Precautions:  Deltasmyl  contains  ephedrine  and 
should  not  be  given  with  epinephrine  since  both 
drugs  may  cause  tachycardia.  Carefully  observe 
patients  hypersensitive  to  sympathomimetic 
amines.  Phenobarbital  is  a barbituric  acid  deriv- 
ative which  may  be  habit  forming.  Despite  the 
low  prednisone  dose,  all  precautions  and  contra- 
indications of  corticosteroids  must  be  heeded, 
since  warning  signs  such  as  fluid  retention  or 
moon  face  may  not  be  present.  When  corti- 
costeroids are  given  to  patients  with  acute  or 
chronic  bacterial  infections,  appropriate  protec- 
tion should  be  provided. 

Contraindications:  Hyperthyroidism,  cardiovas- 
cular diseases,  peptic  ulcer,  diabetes  mellitus, 
psychotic  tendencies,  ocular  herpes  simplex, 
glaucoma,  prostatic  hypertrophy,  Cushing’s  syn- 
drome, arrested  tuberculosis. 

Supplied:  Bottles  of  50  tablets,  on  prescription 
only. 

References:  1.  Barach,  A.  L.  and  Bickernnan,  H.  A.; 
Pulmonary  Emphysema,  Baltimore,  Williams  & Wilkins, 
1956,  p.  523.  2.  Uhde,  H.:  Med.  Monatsschr.  No.  8, 
505,  1959.  3.  Bopp,  K.  Ph.;  Medizinische  Klinik 
53.-186,  1958  and  Algeria  Medicale  62:1081.  1958. 
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If  you’re  like  most  Americans,  you  prob- 
ably intend  to  use  your  Savings  Bonds  as 
a down  payment  on  a house,  to  help  send 
a child  to  college,  or  otherwise  upgrade 
your  standard  of  living. 

You  don’t  need  to  feel  one  whit  less 
patriotic  because  of  this. 

The  fact  that  you  and  tens  of  millions 
of  other  American  family  groups  and  in- 
dividuals buy  and  hold  U.S.  Savings 
Bonds  helps  Uncle  Sam  manage  his  finan- 
cial affairs  better  and  puts  him  in  a 
position  to  be  a stronger  voice  and  a 
stronger  power  in  the  free  world. 

And  the  fact  that  you  and  these  other 
millions  of  American  family  groups  and 
individuals  have  accumulated  the  savings 
you  have — 45  billions  in  E and  H Savings 


Bonds  alone — is  one  of  the  reasons  why 
Americans  are  financially  strong  and  re- 
liant. And  their  individual  strengths  are 
the  strength  of  the  nation. 

When  the  Communists  make  one  of 
their  favorite  statements — that  they’re 
going  to  “bury  us”  economically — your 
savings  and  your  support  of  your  country 
with  U.S.  Savings  Bonds  are  mighty 
powerful  answers. 


Quick  facts  about 
U.S.  Savings  Bonds 

• You  get  ?4  for  every  $2  ‘it  maturity 

• You  can  get  your  money  anytime 

• Your  Bonds  are  replaced  free  if  lost, 
destroyed,  or  stolen 


Help  yourself  while  you  help  your  country 


BUY  US.  SAVINGS  BONDS 


T/iis  advertising  is  donated  by  The  Advertising  Council  and  this  magazine,. 
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Your  State  Society  Malpractice  Insurance  Program 

gives  you 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  over  forty 
years. 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  State  Society. 

by  the  Society’s  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.  16,  N.  Y. 
Murray  Hill  4-3211 
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SERVICE  . . . 


WANTED! 

AUGUST  15th  ISSUE 
OF  THE  JOURNAL 

We  should  very  much  appreciate 
your  donating  this  back  issue  to  the 
Society.  We  are  in  short  supply, 
and  need  this  particular  back  num- 
ber for  foreign  and  medical  school 
requests . Please  send  to : Ne w Y ork 
State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you're 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


ALKALOL 

Mild  nasal  douche 
for 

hay  fever 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 
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If  yon  have  a friend  practicing  in  Hohokus  or 
Muskogee,  why  not  send  him  a gift  subscription  to 
the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE? 

Gift  subscriptions  are:  $5.00  for  the  first  year,  $7.50  thereafter 

You’re  not  limited  to  a single  gift  subscription.  You  can,  as  a matter 
of  fact,  make  use  of  this  offer  to  give  two  or  three  old  school  friends  a 
chance  to  read  your  Journal — no  matter  where  they  are.* 


* Friends  in  such  places  as  Tierra  del  Feugo  or  Timbuktu 
will  require  added  foreign  postal  charges  of  $1.50  a 
year. 


P.S.  If  you  don’t  happen  to  be  one  of  our  fortunate  members,  you  can 
also  treat  yourself  to  the  same  special  introductory  subscription  rate. 
Mail  your  order  to:  New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  1 7,  N.  Y. 


PLEASE  SEND  A SPECIAL-RATE  INTRODUCTORY  SUBSCRIPTION  TO: 

Name 


Address 

City  & State. 


Name 

Address. 


City  & State. 
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Q Enclosed  is  $5.00  for  the  first  year  (Regularly  $7.50) 

Q Enclosed  is  $18.00  for  the  first  three  years  (Regularly  $22.50) 
n Plus  $1.50  for  foreign  addressee. 


Modernized 

lodotherapy 


lodo-Niacin  Avoids  lodism 


For  more  than  100  years  iodides  have  been  employed  in  treatment  of 
atherosclerosis,  coronary  sclerosis  and  angina  pectoris  (Bouillaud,  1858). ^ 
The  principal  drawback  was  the  serious  and  unpredictable  side  effect  of 
iodism.2 

lodism  has  been  eliminated  by  combining  potassium  iodide  with  the 
protective  factor,  niacinamide  hydroiodide  ( lodo-Niacin)  Many  clinical 
reports  on  lodo-Niacin  have  been  published  without  a single  case  of  iodism. 

In  a study  of  59  cases  of  generalized  arteriosclerosis,  lodo-Niacin  was 
administered  in  full  dosage  for  a year  or  longer.  Dizziness  was  relieved 
in  71%  of  cases,  vague  abdominal  distress  in  87%,  chronic  headaches  in 
61%,  and  disorientation  in  50%.  No  iodism.^  Retinal  hemorrhages  were 
absorbed  rapidly 

The  signs  and  symptoms  of  atherosclerosis  which  are  partly  reversible 
have  shown  significant  improvement  under  treatment  with  oral  or  paren- 
teral lodo-Niacin. 5 


Composition:  Each  tablet  contains  potassium  iodide  135  mg.  (2V4  gr.) 
and  niacinamide  hydroiodide  25  mg.  (%  gr.).  Slosol  coated  pink,  in 
bottles  of  100. 


Dosage:  2 tablets  three  or  four  times  daily.  May  be  continued  for 
long  periods  without  iodism.  Also  available  in  ampuls. 

Side  Effects:  Not  a single  case  of  iodism  resulting  from  use  of  lodo- 
Niacin  has  been  reported. 


lODO-NIACIN 


For  Sustained  Treatment  of  Atherosclerosis 


CHEMICAL 

COMPANY 


3715-31  Laclede  Ave., 
St.  Louis  8,  Mo. 


REFERENCES: 

1.  SoIImann’s  Manual  of  Pharmacology,  8th 
ed.,  19S7,  p.  1121. 
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Basis  of  Therapeutics,  2nd  ed.,  19S5. 
p.  824. 

3.  Am.  }.  Digest.  Dis.  22:5,  1955. 
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BREAST  CANCER  will  strike  one  of  every  twenty  women  in  the  United 
States.  At  present  rates,  less  than  half  of  them  will  be  cured. 

Breast  cancer  is  a disease  of  immense  frustration  for  the  physician . . . and  is 
one  of  woman’s  deepest  fears.  Yet,  for  the  individual  patient,  there  is  hope. 
Five-year  cures  result  in  82%  of  localized  cases. 

Monthly  breast  self-examination  and  annual  health  checkups  are  essential  in 
uncovering  such  cases.  Essential,  too,  is  person-to-person  exchange  between 
doctor  and  patient,  to  give  women  a chance  to  resolve  their  anxieties  about 
th  is  disease... anxieties  which  paralyze  judgment  and  delay  life-saving  action. 


The  Society’s  newest  film,  “Breast  Self-Examination,”  has  been  highly  praised 
by  physicians  and  laymen.  A physician  is  present  at  each  showing  so  that 
women  may  ask  questions  and  be  influenced  to  see  their  own  doctors  promptly 
about  any  breast  problem. 


The  Society  is  working  intensively  on  the  breast  cancer  problem,  through 
research  and  education.  Through  our  concerted  efforts ...  yours,  doctor,  and 
ours... we  will  prevail  against  this  great  enemy. 

AMERICAN  CANCER  SOCIETY 
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analgesic  formula 

PERCODAN 


throughout  the  wide 
middle  range  of  pain- 
control  with  one 


Each  scored  yellow  Percooan* 
Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  HCI 
(Warning:  May  be  habit-forming), 
0.38  dihydrohydroxycodeinone 
terephthalate  (Warning:  May  be 
habit- forming),  0.38  mg. 
homatropine  terephthalate,  224 
mg.  aspirin,  160  mg.  phenacetin, 
and  32  mg.  caffeine. 

In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain, 
PERCODAN  assures  speed,  duration, 
and  depth  of  analgesia  by  the 
oral  route . . . acts  within  5 to  15 
minutes . . . usually  provides 
uninterrupted  relief  for  ^ hours 
or  ionger  with  just  £ tablet . . . 
rarely  causes  constipation. 


Average  Adult  Dose— 1 tablet  every  6 hours.  Side  Effects  and  Contraindications— Although  generally  well 
tolerated,  PERCODAN  may  cause  nausea,  emesis,  or  constipation  in  some  patients.  PERCODAN  should 
be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias.  Also  available:  PERCODAN®-DEMI,  containing  the  complete  PERCODAN  formula  but 


with  only  half  the  amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine. 
Both  products  are  on  oral  Rx  in  all  states  where  laws  permit.  Narcotic  order  required. 
Literature  on  request,  endo  laboratories  Richmond  Hill  is,  n.  y. 


*u.  s.  Pats.  2,628,185  and  2,907,768 


We  like  visitors.  We  like  to  show 
them  our  modern  equipment  and 
latest  research  facilities,  our  exact- 
ing manufacturing  techniques  and 
unexcelled  quality  standards.  Up  to 
a point,  that  is.  A white  line  pro- 
vides the  barrier  that  discourages 


further  exploration.  It  means  look 
but  don’t  cross.  It  is  a safeguard 
against  inadvertent  mishandling  or 
misplacing  of  products  — another 
precaution  in  an  endless  list  of  rules 
contributing  immeasurably  to 
the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Editonals 


Measles  vaccination 


“The  Status  of  Measles  Vaccines,”  a 
technical  report  from  Luther  Terry,  M.D., 
Surgeon  General,  U.S.  Public  Health  Service, 
is  a truly  welcome  contribution  to  the 
family  physician.  Prepared  with  the  advice 
of  the  Ad  Hoc  Committee  on  Measles 
Control,  these  eight  thin  pages  present  a 
concise  summary  of  the  basic  research  and 
the  results  from  the  preliminary  field 
trials  of  the  two  vaccines  now  licensed  for 
production.  The  American  Medical  As- 
sociation is  rnging  our  American  families  to 
ask  their  doctors  about  immunization  against 
measles,  and  this  promptly  printed,  widely 
distributed  report  gives  the  doctor  the 
currently  available  authoritative  in- 
formation. It  includes  recommendations 
for  use,  dosage  schedules,  and  con- 
traindications. 

In  the  New  York  State  Journal  of 
Medicine  for  February  1,  1963,  the  article 
by  Katz  on  the  attenuated  live-virus 
measles  vaccine  was  presented.  On  Febru- 
ary 15,  1963,  the  Journal  published  the 
article  by  Karelitz  that  described  his  work 
with  alum-adsorbed,  formalin-killed  measles 
vaccine.  The  dilemma  is  obvious.  The 
live-virus  vaccine  gives  an  excellent  im- 
munity but  also  a high  percentage  of  reac- 
tions to  the  injection.  The  relatively 
reaction-free  vaccine  of  the  killed  type  gives 
a less  demonstrable  immunity,  with  less 
lasting  properties  than  that  of  the  natural 
disease.  Products  of  the  two  types  have 
been  licensed. 

The  U.S.  Public  Health  Service  report 
suggests  the  use  of  the  live  vaccine  alone  or 
in  combination  with  measles-immune  glob- 
ulin for  most  children  and  the  use  of  the 
killed  type  for  the  special  cases  where  any 
reaction  might  be  hazardous.  That  some 
combination  of  live  and  inactivated  vaccine 
may  eventually  be  the  preferred  schedule  is 
suggested  in  the  report,  but  “substantiating 
data  are  not  yet  available.”  The  report 
advises  that  the  high-risk  group — children 


especially  prone  to  develop  complications 
from  natural  measles — should  be  protected. 
These  are  the  children  with  cardiac  disease, 
pancreatic  fibrosis  and  asthma  and  groups 
of  institutionalized  children. 

As  we  try  to  keep  our  people  immunized 
against  any  given  disease,  it  becomes  quite 
apparent  that  as  the  disease  gradually 
disappears,  even  though  it  be  a dangerous 
killer  like  smallpox,  the  enthusiasm  of  the 
average  patient  in  maintaining  his  im- 
munity disappears.  At  first,  people  be- 
came frantic  about  getting  pohomyelitis 
immunization  for  their  children.  How- 
ever, the  U.S.  Public  Health  Service  cur- 
rently reports  that  less  than  50  per  cent  of 
the  nation’s  preschool  children  are  ade- 
quately protected.  Will  we  be  able  to  get 
and  keep  at  least  35  per  cent  of  our  children 
immunized  against  measles  and  thus  break 
the  recurrent  epidemics  of  this  disease? 

It  is  important  that  the  search  for  a 
method  of  creating  “permanent”  immunity 
be  continued.  If  this  theoretical  vaccine,  or 
combination  of  vaccines,  could  be  injected 
into  the  newborn  infant  or  dropped  into  his 
mouth  at  delivery,  the  family  doctor  might 
be  remembered  by  the  children  for  some- 
thing besides  his  “needles”!  Each  step  in 
bringing  forth  a stable,  potent  antigenic 
measles  vaccine  with  a minimum  reaction  or 
a vaccine  that  can  be  combined  with  our  pres- 
ent routine  of  diphtheria-pertussis-tetanus 
immunization  is  welcome. 

When  the  Public  Health  Service  serves  us, 
not  only  by  studying  and  recommending 
new  vaccines  for  licensing,  but  also  in  getting 
adequate  and  accurate  information  to  the 
men  on  the  firing  lines,  the  family  doctors,  it 
should  receive  recognition  for  the  accom- 
plishment. But  the  final  decisions  as  to 
what  is  used,  when  it  is  given,  and  to  whom 
will  be  made,  as  so  many  difficult  final 
decisions  are  made,  by  the  doctor. 

G.  M.  H. 
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Charity  begins  at  home 

“Withhold  not  good  from  them  to  whom  it 
is  due,  when  it  is  in  the  power  of  thine  hand 
to  do  it.  ” — Proverbs  III:  27 

Some  of  our  lay  critics  choose  to  regard 
medical  associations  as  mutual  benefit 
societies.  In  a very  high  sense  they  are. 
Our  own  Medical  Society  of  the  State  of 
New  York,  since  June  4,  1919,  through  the 
Physicians’  Home  has  been  taking  care  of 
those  of  its  members  who  have  fallen  upon 
misfortune. 

It  all  came  about  when  one  of  our  mem- 
bers, the  late  Doctor  Wolff  Freudenthal, 
discovered  that  one  of  his  elderly  colleagues 
had  been  sent  to  the  poorhouse.  Being  a 
man  of  action  as  well  as  compassion,  he, 
together  with  his  associates  in  an  organiza- 
tion known  as  the  Medical  Union,  incor- 
porated the  “Physicians’  Home”  for  the 
purpose  of  “giving  financial  and  other 
assistance  to  aged  and  indigent  physicians, 
their  wives,  widows,  and  needy  minor 
children.”  After  the  Physicians’  Home 
had  operated  independently  for  ten  years, 
the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  voted  to 
form  a closer  relationship  with  it  by  ap- 
proving and  appointing  certain  of  its  mem- 
bers to  be  directors  of  the  corporation. 
Thus  the  Physicians’  Home  became  an 
integral  part  of  the  organized  medical  pro- 
fession in  this  state  and  something  which  its 
members  may  look  on  with  justifiable  pride. 

The  Physicians’  Home,  while  not  a physical 
home  in  being,  is  something  far  better. 
It  is  an  individual  home  supporter.  Enough 
funds  are  appropriated  for  each  beneficiary 
to  enable  him  to  live  on  in  his  own  home  in 


Reasonable  care 

A recent  decision  in  a dental  malpractice 
action  in  an  upstate  county  points  up  the  im- 
portance with  which  the  courts  view  the 
duty  of  using  reasonable  care  in  the  medical 
treatment  of  a patient. 

The  defendant  dentist,  assisted  by 
another,  had  been  in  the  process  of  filling 


his  accustomed  way  and  among  his  own 
friends.  There  is  no  uprooting  and  no 
regimentation. 

The  endowment  fund,  which  has  slowly 
accrued  over  the  years  with  the  help  of  an- 
nual contributors,  was  able  last  year  to  give 
$100,272  to  87  persons  in  21  counties.  The 
annual  voluntary  assessment  from  county 
medical  societies  amounted  last  year  to 
$17,515  from  only  about  one  third  of  the 
members  of  the  Society  as  a whole.  The 
Women’s  Auxiliaries  contributed  $2,842. 
Only  about  20  per  cent  of  the  membership  of 
the  Society  as  a whole  contributes  the  annual 
$10  membership  fee.  Over  the  past  twelve 
years,  financial  aid  to  beneficiaries  has  in- 
creased from  $22,115  to  $100,272.  In- 
fiation  in  living  costs,  better  case-finding, 
and  more  funds  to  operate  with  are  re- 
sponsible for  this  increase. 

Doctors  have  no  social  security,  and 
health  insinrance  may  have  to  be  dropped 
through  hardship.  It  could  happen  to 
any  of  us.  No  one  is  immune  from  the 
swift  blow  to  health  which  suddenly  cuts  off 
income  or  from  the  slow,  downward,  re- 
lentless erosion  of  health  which  can  consume 
resources  like  a smoldering  fire. 

Every  member  of  the  Medical  Society  of 
the  State  of  New  York  should  have  a heart- 
felt interest  in  the  Physicians’  Home — an 
interest  backed  up  by  a $10  membership 
each  year.  If  the  20  per  cent  response  to 
membership  can  be  raised  to  50  per  cent  each 
year,  the  Home  will  be  a strong  and  secure 
fiduciary,  and  the  physicians  of  this  state 
can  be  assured  that  their  own  will  always 
walk  erect  into  the  sunset. 


a cavity  in  the  patient’s  tooth.  During  the 
treatment  it  had  become  necessary  to  change 
a tool  in  the  drill.  Also,  as  part  of  the 
operation,  carbolic  acid  was  being  used  to 
debride  the  tooth.  This  liquid  was  contained 
in  a small  bottle  and  had  been  placed  on  a 
work  table  near  the  patient.  As  the  elbow 
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of  the  unit  was  swung  by  the  assistant, 
it  had  knocked  over  the  bottle  of  acid,  some 
of  which  had  spilled  on  the  patient’s  right 
leg,  causing  the  injuries  for  which  she  sued. 
The  plaintiff  claimed  that  the  accident 
was  due  solely  to  the  negligence  of  the 
defendants;  the  defendants  contended  that 
the  occurrence  was  a pure  accident. 

The  Court  ruled  that  the  essential  facts 
and  admissions  submitted  by  the  defendants 
did  not  sustain  their  contention  of  unavoid- 
able accident.  It  observed  that  “(i)t  was 
the  duty  of  the  defendants  to  use  reasonable 
care  in  the  medical  treatment  of  the  plaintiff. 
She  was  a patient  undergoing  treatment  in 
his  office  and,  as  such,  she  was  under  his 
direction  and  control.  The  breaching  of 


this  duty  is  evidenced  by  the  fact  that  the 
bottle  of  acid  was  left  in  such  a place  that 
it  could  fall  upon  the  plaintiff.  Certainly 
she  did  nothing  to  contribute  to  the  acci- 
dent. The  equipment  used  was  mobile  and 
being  of  that  type,  it  was  certainly  forsee- 
able  by  these  defendants  that  the  bottle 
of  acid  would,  if  struck  and  spilled,  then 
become  a dangerous  instrumentality.  The 
mere  placement  of  the  bottle  of  carbolic 
acid  in  proximity  to  the  plaintiff  without 
due  precautions  was  an  act  suflBcient  to 
constitute  neghgence  herein.  In  sum,  negli- 
gence is  the  failure  to  use  that  due  care  which 
the  circumstances  require.  It  follows  that 
the  act  was  the  proximate  cause  of  the 
injury  to  the  plaintiff.” 


Report  to  the  givers 

A record  $1,461,810.92  was  contributed  in 
1962  to  the  American  Medical  Association 
Education  and  Research  Foundation  for  the 
use  of  existing  medical  schools.  This  was 
12  per  cent  more  than  last  year. 

Contributors  may  designate  a specific 
school  to  receive  the  gift  or  they  may  give 
without  designation  and  have  the  con- 
tribution apportioned  equally  among  aU  the 
medical  schools  in  The  United  States. 
Funds  wiU  be  distributed  to  88  medical 
schools  this  year,  30  per  cent  undesignated. 
Since  administrative  costs  are  borne  by  the 
American  Medical  Association  and  its 
constituent  state  societies,  all  the  funds 
contributed  are  directed  to  the  desired 
purpose. 

The  10  medical  schools  in  New  York  State 
have  been  designated  and  allocated  funds 
this  year  in  the  amount  of  $90,780.70,  or  6 
per  cent  of  the  total  amount  raised.  Dis- 
tribution to  the  schools  is  as  follows: 

State  University  of  New 
York  Upstate  Medical 
Center  College  of  Med- 
icine, Syracuse  $ 7,172.32 

Albany  Medical  College, 

Albany  9,227.32 

Albert  Einstein  College  of 

Medicine,  The  Bronx  6 , 809 . 82 

Columbia  University  Col- 


lege of  Physicians  and 
Surgeons,  New  York  11,173.82 

Cornell  University  Medical 

College,  New  York  13,415.32 

New  York  Medical  College, 

Flower  & Fifth  Avenue 
Hospitals,  New  York  9,248.32 

New  York  University 
School  of  Medicine, 

New  York  9,308.82 

University  of  Rochester 
School  of  Medicine  and 
Dentistry,  Rochester  8 , 925 . 32 

New  York  Downstate  Med- 
ical Center  College  of 
Medicine  in  Brooklyn  6 , 695 . 32 

State  University  of  New 
York  at  Buffalo  School  of 
Medicine  8 , 804 . 32 

This  report  concerns  but  one  arm  of 
AMA-ERF.  The  other  is  the  Medical 
Education  Loan  Guarantee  Program,  which 
underwrites  low-interest  bank  loans  to 
medical  students,  interns,  and  residents  to 
help  them  meet  essential  expenses.  To 
date,  this  activity  has  helped  4,694  borrowers 
in  training  at  83  medical  schools  and  462 
hospitals  in  46  states  and  United  States 
possessions.  Education  can  be  everyone’s 
avocation — one  merely  provides  the  funds 
and  gains  the  satisfaction  of  watching 
AMA-ERF  operate. 
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BULK  IS  BASIC 


METAMUCIi:  IS  BASIC... 

(brand  of  psyllium  hydrophilic  mucilloid) 


Metamucil  corrects  constipation  in  preg- 
nant patients  without  disturbing  either  the 
rhythmic  or  digestive  functions  of  the  gas- 
trointestinal tract. 

By  adding  a soft,  hydrophilic,  easily- 
compressed  bulk  to  the  diet,  Metamucil 
augments  and  reinforces  the  natural  bulk 
stimulus  to  intestinal  peristalsis  and  the 
defecation  reflex.  This  purely  local  action 
softens  hard  fecal  masses,  increases  muscle 
tone  and  helps  reestablish  the  normal 
rhythm  of  elimination. 

Since  its  action  is  not  systemic  and  not 


habit  forming,  Metamucil  may  be  safely  f 

administered  throughout  pregnancy. 

Average  Adult  Dose:  One  rounded  teaspoon- 
ful of  Metamucil  powder  (or  one  packet  of 
Instant  Mix  Metamucil)  in  a glass  of  cool  [ 
liquid.  i' 

Metamucil  is  available  as  Metamucil  / 

powder  in  4-,  8-  and  1 6-ounce  containers  and  | 

as  flavored  Instant  Mix  Metamucil  in  cartons  . 
containing  16  and  30  single-dose  packets.  I 

G.  D.  SEARLE  & CO  >1  Chicago  80,  Illinois  U 

Research  in  the  Service  of  Medicine  | 
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HOPE  IS  A SHIP 

she  needs  your  continuing  help 


HOPE  stands  for  “Health  Opportunities  for  People 
Everywhere.” 

S.S.  HOPE,  the  floating  medical  teaching  center,  re- 
cently returned  from  her  very  successful  maiden  voy- 
age to  Indonesia  and  South  Vietnam.  The  yoyage  of 
the  HOPE  ship  proved  that  true  people-to-people 
diplomacy  of  helping  to  give  “health  opportunities” 
can  and  does  work . . . and  is  appreciated. 

But,  in  order  that  the  S.S.  HOPE  I,  with  her  needed 
sister  ships,  can  continue  to  spread  health  and  Amer- 
ican goodwill,  she  needs  your  continuing  help. 

While  skilled  American  professionals  aboard  are 
drawn  from  a list  of  over  3,000  volunteers,  serving 
without  pay,  the  costs  are  high  for  sending  our  medi- 


Donated  as  a public  service  by 
this  publication  and  the 
Pharmaceutical  Advertising  Council,) 


cal  diplomats  to  points  of  the  world  where  HOPE 
is  wanted.  HOPE  needs  help  from  all  Americans... 
and  now... in  the  form  of  dollars.  Won’t  you  donate 
your  next  fee  to  the  worthy  cause  of  giving  HOPE 
to  everyone... everywhere?  Help  show  that  the  peo- 
ple of  America  are  concerned  about  the  problems  of 
otlier  peoples. 


r n 

j HOPE,  P.O.  Box  9808,  Washington  15,  D.  C.  j 

I Here  is  $ to  help  Project  HOPE.  (Please  make  i 

I checks  payable  to  Project  HOPE.)  All  contributions  are  i 

I deductible  under  the  provisions  of  Section  170  of  the  Inter-  ■ 

I nal  Revenue  Code  of  1954.  • 

I Please  send leaflets  for  distribution  to  my  pa-  . 

I tients,  friends  and  associates.  ■ 

I □ Please  let  me  know  how  I may  help  Project  HOPE  ■ 

I in  other  ways.  ■ 

I I 

I Address I 

L J 
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RACHMIEL  LEVINE,  M.D. 

New  York  City 


I N TEXTBOOKS  the  definition  of  diabetes 
mellitus  concerns  hyperglycemia  and  gly- 
cosuria, and  the  word  “diabetic”  has  come 
to  mean  “hyperglycemic.”  This  definition 
is  too  narrow;  it  does  not  fit  all  the  clinical 
and  experimental  facts.  For  the  past 
fifteen  to  twenty  years,  we  have  learned  a 
I tremendous  amount  about  diabetes,  and 
I this  knowledge  broadens  the  definition  of 
I the  disease  and  leads  to  the  inclusion  of 
I disorders  which  were  formerly  not  called 
“diabetes.” 

How  did  this  broadening  of  the  definition 
come  about?  In  1890  when  Minkowski 
removed  the  pancreas  in  dogs  and  produced 
hyperglycemia,  glycosuria,  ketosis,  and  coma 
— in  other  words  the  picture  of  severe 
diabetes — the  problem  appeared  almost 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General 
Session,  May  18,  1962. 


solved.  It  looked  as  if  diabetes  mellitus 
in  man  was  completely  reproduced  ex- 
perimentally by  the  removal  of  the  pancreas. 

The  islands  of  Langerhans  had  been  dis- 
covered a short  while  before.  At  the  turn 
of  the  twentieth  century,  the  word  “insulin” 
was  used  for  the  secretion  of  these  cells, 
before  the  factor  itself  was  isolated.  And 
when  the  factor  was  isolated  by  Banting 
and  Best  in  1921,  the  puzzle  appeared 
solved  because  all  the  classic  endocrine 
proofs  were  obtained. 


Etiology 

The  classical  proof  of  an  endocrine  dis- 
order begins  with  the  removal  of  an  endo- 
crine gland,  leading  to  dysfunction.  It 
is  followed  by  giving  back  to  the  patient 
or  to  the  experimental  animal  the  product 
of  that  gland  to  restore  normal  function. 
It  seemed  in  1921  that  this  had  been 
achieved  completely  in  the  case  of  diabetes 
because  insulin  extracted  from  cattle  was 
and  is  successfully  being  used  to  restore 
the  metabolic  deviations  completely  to 
normal:  hyperglycemia,  glycosuria,  ketosis, 
polydipsia,  polyuria,  and  so  forth. 

In  1921  while  Banting  and  Best  had 
described  the  isolation  of  insulin,  a then- 
obscure  Argentinian  physiologist  by  the 
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name  of  Houssay  discovered  that  after  the 
removal  of  the  pancreas  in  a previously 
diabetic  animal,  if  the  pituitary  was  also 
removed  the  diabetes  was  modified,  with- 
out the  use  of  insulin.  A fasting  diabetic- 
hypophysectomized  animal  had  a drop  in 
blood  sugar,  had  no  ketosis,  and  only  when 
food  was  given  did  he  have  hyperglycemia. 
This,  of  course,  was  substantiated  in  man 
by  finding  panhypopituitarism  with  mod- 
ified diabetes  (very  insulin-sensitive)  or 
the  combination  of  diabetes  and  Addison’s 
disease,  which  is  a mild,  nonketotic,  very 
insulin-sensitive  situation. 

The  pituitary  and  the  adrenal  cortex 
were  thus  involved  in  the  picture,  and 
diabetes  now  was  given  a new  etiologic 
definition:  not  just  insulin  lack  but  a 

derangement  of  the  endocrine  balance. 
The  pituitary  and  the  adrenal  glands  were 
considered  to  be  diabetogenic  while  the 
pancreas  was  antidiabetogenic,  and  the 
balance  between  the  two  sets  determined 
the  presence  or  absence  of  diabetes  mellitus. 

If  one  surveys  the  enormous  number  of 
human  diabetic  persons  from  the  stand- 
point of  pituitary  or  adrenal  cortical  hy- 
perfunction, the  results  are  disappointing. 
The  adrenal  steroid  excretion  in  the  urine 
of  ordinary  diabetic  patients  is  normal, 
and  there  is,  as  well,  no  evidence  for  hyper- 
pituitarism. The  only  time  a person  with 
diabetes  has  hyperpituitarism  is  when  he  also 
has  acromegaly;  and  the  only  time  he 
exhibits  increased  steroids  is  when  he  also 
has  Cushing’s  disease.  There  are  only  some 
hundreds  of  cases  of  one  or  the  other  of  these 
disorders  among  several  million  ordinary 
diabetic  patients. 

Therefore,  the  term  “endocrine  balance” 
in  respect  to  the  causation  of  diabetes  mellitus 
in  man  became  somewhat  weakened.  In 
addition  the  supposition,  first  broached 
in  Germany  years  ago  by  Prof.  Bernard 
Naunyn,  that  diabetes  mellitus  in  man  is  a 
genetic,  familial  disorder  had  been  amply 
substantiated  in  recent  years. 

It  is  true  that  many  diabetic  persons  are 
obese  before  they  exhibit  hyperglycemia, 
but  most  obese  persons  never  become  dia- 
betic; only  those  do  that  have  the  genetic 
diathesis. 

If  that  be  true,  then  the  disorder  really 
begins  not  with  hyperglycemia  but  when 
the  ovum  is  fertilized.  This  is  when  the 
genetic  change  should  become  evident. 


Hyperglycemia  will  start  either  at  birth 
or  soon  thereafter  or  it  will  start  at  the  age 
of  seventy-five,  or  anywhere  in  between. 
But  that  does  not  mean  that  when  the 
hyperglycemia  is  not  yet  overt  the  diabetic 
genetic  disturbance  doesn’t  exist. 

This  concept  has  led  to  a search  of  clinical 
signs,  symptoms,  and  perhaps  some  chem- 
ical and  histologic  indicators  of  this  genetic 
disturbance,  preceding  hyperglycemia.  You 
all  know,  of  course,  that  if  a young  woman 
has  a child,  a first,  second,  or  third  child, 
weighing  10  pounds  or  over,  there  is  a clear 
suspicion  that  this  young  woman  will  be 
overtly  hyperglycemic  some  time  after 
this  pregnancy  is  over,  even  if  she  is  not 
hyperglycemic  at  that  time  or  has  no  dis- 
turbance of  glucose  tolerance. 

Conn'  at  Ann  Arbor  has  shown  that 
among  close  relatives  of  those  with  hy- 
perglycemic diabetes,  many  youngsters  will 
show  one  or  two  or  three  yeeu*s  of  hypo- 
glycemia before  diabetes  sets  in  in  its  usual 
form.  It  has  been  shown  that  obesity 
precedes  the  appearance  of  overt  adult 
diabetes  for  many  years,  accompanied  by 
normal  blood  sugar  levels. 

In  recent  years  it  has  also  been  shown 
by  DitzeP  and  others  that  there  are  char- 
acteristic changes  in  the  microscopic  ap- 
pearance of  small  blood  vessels  in  the 
conjunctiva  and  in  the  digital  blood  vessels 
in  relatives  of  known  diabetic  as  well  as 
in  early  juvenile  diabetic  persons. 

Very  recently,  many  kidney  biopsies 
have  been  done,  not  only  of  diabetic  pa- 
tients who  have  nephropathy  but  also  of 
juveniles  with  diabetes  at  the  onset  of  the 
disease  or  before,  as  well  as  of  close  relatives, 
and  they  already  show  not  a full-fledged 
Kimmelstiel-Wilson  disorder  but  a sizable 
enlargement  and  thickening  of  the  basement 
membrane  of  the  glomerular  capillaries. 
Ellenberg^  has  pointed  out  that  neuropathy, 
the  characteristic  neurologic  lesion,  man- 
ifested by  extraocular  movement  paralysis, 
pain,  and  neuritis  of  different  segments, 
may  occur  as  the  presenting  symptom  of 
diabetes  or  in  unsuspected  diabetes. 

All  these  things  have  given  rise  to  a term 
which  you  have  seen  from  time  to  time  in 
the  literature,  “prediabetes.”  The  term 
implies  that  diabetes  does  not  yet  exist. 
I would  prefer  to  call  this  phase  “diabetes 
premellitus,”  that  is  diabetes  before  it 
becomes  “sweet,”  before  hyperglycemia 
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and/or  glycosuria. 

I would  like  to  point  out  to  you  that  it  is 
remarkable  that  out  of  the  many  thousands 
and  hundreds  of  thousands  of  people  who 
are  given  adrenal  steroids,  only  a small 
percentage  become  hyperglycemic.  We 
feel  that  this  is  because  most  individuals 
who  have  not  inherited  the  diabetic  genetic 
defect  will  respond  to  steroids  by  produc- 
ing more  insuhn  and  therefore  balancing 
its  effects,  but  that  those  people  who  have 
inherited  a genetic  defect  do  not  have 
sufficient  pancreatic  reserve. 

Among  many  hundreds  of  thousands  of 
coronary  attacks,  only  some  show  decided 
hyperglycemia  and  glycosuria  during  the 
acute  phase  or  a disturbance  in  tolerance 
immediately  after.  There  is  no  proof  for 
the  statement,  but  I would  venture  a guess 
that  those  are  the  cases  with  diabetes  in  the 
family  tree. 

If  that  be  so,  then  diabetes  is  a much 
broader  disease,  and  the  term  “complica- 
tions of  diabetes”  ceases  to  have  its  usual 
meaning.  We  have  usually  spoken  of  the 
array  of  vascular  and  neurologic  lesions 
that  occur  as  compUcations  of  diabetes, 
implying  that  the  metabolic  disturbance 
has  slowly  produced  the  pathologic  changes. 

Management 

We  have  used  insuhn  now  for  forty-one 
years,  and  insulin  has  done  a tremendously 
exciting  and  good  therapeutic  job.  It  has 
prolonged  the  lives  of  diabetic  patients 
in  unheard-of  fashion.  Because  of  that, 
we  see  more  instances  of  vascular  and 
neurologic  disease.  The  genetic  aspect  of 
diabetes  is  more  evident  because  juvenile 
diabetic  females  are  now  able  to  reproduce 
successfuUy. 

However,  there  is  no  ready  relationship 
between  the  severity  of  the  metabolic 
deviation  and  the  severity  of  the  vascular 
and  neurologic  findings.  Advanced  bilateral 
retinopathy  can  be  seen  in  “mild”  diabetes 
and,  conversely,  few  if  any  lesions  may  occur 
in  “severe”  diabetes. 

Even  though  we  don’t  know  the  details, 
the  total  disease  presumably  starts  out 
with  one  or  more  gene  changes.  These 
gene  changes  must  produce  abnormal  pro- 
teins, proteins  not  found  in  the  normal 
population.  These  proteins  (one  or  more) 
affect  the  small  blood  vessels,  peripheral 


nerves,  and  the  pancreas. 

The  course  of  the  disorder  would  depend 
on  the  resistance  of  the  pancreatic  cells. 
When  the  beta  cells  finally  break  down, 
the  metabolic  phase  of  diabetes  supervenes. 
Meanwhile,  these  proteins  have  affected 
the  basement  membranes  of  capillaries  all 
over  the  body.  It  has  been  shown  in  the 
last  five  or  six  years  that  the  characteristic 
para-aminosalicylic  acid-staining  material 
is  deposited  in  the  blood  vessels  through- 
out the  body;  in  the  heart,  the  subcutaneous 
tissues,  brain,  placenta,  and  so  forth. 

We  know  how  to  control  the  intermediary 
metabolic  aspects  of  diabetes.  Insulin 
or  the  oral  agents,  which  we  will  hear 
discussed,  can  produce  adequate  relief; 
but  these  remedies  do  not  seem  to  affect 
materially  the  vascular  or  neurologic  le- 
sions. 

I do  not  want  to  imply  that  I am  there- 
fore in  favor  of  not  controlling  the  classic 
metabolic  deviations  of  diabetes.  These 
should  be  controlled,  because  of  the  sequelae 
of  dehydration,  demineralization,  prone- 
ness to  certain  infections,  cataracts,  and 
so  on.  The  principles  of  control  are  the 
same  irrespective  of  whether  one  thinks 
that  the  vascular  picture  is  dependent  on 
the  metabolic  derangement  or  not. 

The  view  here  expressed  is  supported 
not  only  by  the  clinical  considerations  al- 
ready discussed  but  also  by  animal  data. 
Depancreatized  dogs  are  severely  diabetic 
from  the  metabolic  standpoint.  You  can 
then  treat  them  as  you  treat  human  beings 
and  maintain  them  for  long  periods  of  time. 
Unlike  human  beings,  however,  they  do  not 
develop  the  typical  and  characteristic  renal 
or  retinal  lesions.  Only  the  dogs  with 
spontaneous  diabetes,  the  pets  who  oc- 
casionally have  spontaneous  diabetes,  may 
develop  such  lesions. 

Recently  the  first  studies  of  a genetic 
form  of  experimental  diabetes  have  ap- 
peared, that  in  the  Chinese  hamster.  It 
was  accidentally  discovered  that  in  a large 
colony  of  Chinese  hamsters,  interbred,  there 
appeared  a strain  with  spontaneous  diabetes 
genetically  transmitted.  They  are  reported 
to  show  some  of  the  specific  vascular 
lesions.  * 
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Recently,  we  have  described  what  we 
consider  are  the  properties  of  the  ideal  drug 
in  the  treatment  of  diabetes,  as  follows: 

1.  This  agent  should  be  capable  of 
controlling  the  biochemical  alterations  and 
the  clinical  manifestations  of  all  diabetic 
patients. 

2.  It  should  prevent  the  appearance  of 
the  so-called  late  complications  of  diabetes: 
the  retinopathy,  the  nephropathy,  and 
so  on. 

3.  It  should  be  effective  orally  and  pref- 
erably when  given  once  daily. 

4.  It  should  not  produce  dangerous 
hypoglycemia. 

5.  It  should  be  free  of  toxicity. 

6.  Its  mechanism  of  action  should  be 
known. 

However,  at  the  outset,  it  must  be  em- 
phasized that  the  treatment  of  diabetes  be- 
gins with  a diet  regardless  of  what  drug 
may  ultimately  be  added  to  this  regimen. 
The  initial  demand  made  of  the  diabetic 
patient  is  reasonably  strict  adherence  to 
this  diet. 
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Now,  this  by  itself  should  be  effective 
in  controlling  the  majority  of  the  diabetic 
population. 

However,  in  a survey  of  the  practices  of 
several  large  diabetic  clinics  widely  divergent 
therapeutic  approaches  are  evident.  For 
instance,  the  percentage  of  patients  treated 
by  diet  was  from  13  to  52  per  cent.  Oral 
hypoglycemic  agents  were  used  in  from  10 
to  43  per  cent.  The  percentage  of  those  re- 
ceiving insulin  was  most  constant,  about 
40  per  cent. 

These  statistics  were  derived  from  three 
separate  areas  of  the  globe:  Germany, 

England,  and  the  United  States.  The  con- 
clusion must  be  reached  that  there  are 
distinct  and  diverse  beliefs  as  to  how  diabetes 
mellitus  should  be  managed.  How  dif- 
ferent must  be  the.  fasting  blood  sugars 
in  London,  Berlin,  New  York,  and  Phil- 
adelphia! 

Despite  these  reflections,  two  varieties 
of  diabetic  persons  are  clearly  discernible. 
One  segment  is  referred  to  as  the  juvenile 
or  growth-onset,  the  ketotic,  or  the  insulin- 
dependent  group.  Diabetic  children,  adoles- 
cents, and  most  young  adults  belong  to  this 
category.  To  such  a patient,  insulin  is 
indispensable  for  life.  This  hormone  repre- 
sents complete  replacement  therapy  in  one 
totally  deficient  in  insulin. 

The  other  segment  of  the  diabetic  popula- 
tion is  the  more  common  one,  the  maturity 
or  the  adult-onset  group,  the  stable  or 
nonketotic  variety.  An  age  of  onset  of 
diabetes  after  forty  years  is  the  usual 
story.  Control  in  this  person  must  first  be 
attempted  by  a strict  dietary  regimen  in- 
asmuch as  this  diabetic  patient  is  frequently 
obese,  and  the  success  of  dietary  measures 
ought  to  be  great.  It  is  to  be  remembered, 
though,  that  a significant  proportion  of 
diabetes  appearing  after  the  age  of  forty  is 
of  the  insulin-dependent  type. 
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Drugs 

Salicylates.  Very  likely,  the  first  ob- 
servation made  on  an  oral  hypoglycemic 
drug  occurred  in  1876.  The  salicylates 
were  then  found  to  decrease  the  urinary 
glucose  in  some  diabetic  patients.  There 
has  been  some  reawakening  of  interest  in 
the  hypoglycemic  properties  of  this  group 
of  compounds.  However,  large  doses  of 
salicylates  are  required,  approximately  5 to 
6 Gm.  a day,  and  as  you  know  this  will 
frequently  produce  a fair  amount  of  tinnitus, 
deafness,  or  significant  gastrointestinal  dis- 
tress. 

Guanidine  group.  Guanidine  was  the 
next  drug  found  to  be  hypoglycemic  in 
1918.  It  proved  to  be  most  toxic,  and  in  the 
1920’s  the  diguanidines,  synthalin  A and 
synthalin  B,  received  most  of  the  atten- 
tion. These  also  fell  into  disrepute  because 
of  reports  of  liver  damage. 

Biguanides.  At  about  the  same  time, 
still  another  class  of  compounds  quite  re- 
lated to  the  diguanidines,  the  biguanides, 
were  synthesized.  Clinical  trials,  however, 
were  not  undertaken  until  thirty  years 
later,  and  a new  member  of  this  group,  the 
phenethyl  derivative,  or  phenformin,  was 
investigated. 

SuLFONYLUREAS.  The  final  class  of  com- 
pounds is  the  sulfonylureas.  The  noted 
French  physiologist,  Loubatieres,  ^ studied 
the  mechanism  of  action  of  these  compounds. 
Despite  the  great  deal  of  work  that  has 
followed  Loubatieres,  his  conclusions  about 
the  fundamental  nature  of  the  sulfonylureas 
are  those  that  we  generally  adhere  to  today. 
Strangely,  though,  during  this  period  of 
time,  there  were  no  clinical  studies  under- 
taken with  the  sulfonylureas. 

In  1955,  however,  there  was  a publica- 
tion from  Germany  by  Franke  and  Fuchs’® 
on  the  hypoglycemic  sulfonylureas.  The 
first  one  was  carbutamide.  You  may  recall 
that  this  compound  was  also  evaluated 
clinically  in  the  United  States  and  by  our 
standards  was  found  to  be  entirely  too 
toxic. 

Two  related  drugs,  tolbutamide  and 
chlorpropamide,  followed  very  soon  there- 
after. They  were  found  to  be  safe  and  ef- 
fective under  certain  conditions  and  are  in 
wide  use  today. 

It  is  fair  to  state  that  despite  a huge 
volume  of  work  the  precise  mechanism 


of  action  of  the  sulfonylurea  drugs  is  stiU 
unknown.  However,  it  has  been  clearly 
established  that  basic  to  the  action  of  these 
agents  is  the  necessity  for  an  intact  source 
of  endogenous  insulin.  While  it  is  true 
that  in  the  depancreatized  animal  one  can 
demonstrate  some  potentiating  effects  of 
sulfonylureas  on  exogenous  insulin,  this 
feature  really  is  of  very  little  importance 
in  the  clinical  usefulness  of  this  class  of 
compounds. 

Following  the  administration  of  the  sul- 
fonylureas, the  initial  event  appears  to  be 
the  release  of  insulin  from  the  beta  cells. 
This  would  seem  basically  to  be  via  a 
direct  effect  on  the  pancreas  and  not 
mediated  through  the  nervous  system  or 
other  endocrine  glands. 

There  exists  some  controversy  on  the 
events  subsequent  to  the  release  of  this 
additional  insulin  into  the  portal  circula- 
tion. This  confusion  stems  from  the  con- 
flicting evidence  on  the  issue  of  whether  or 
not  insulin  has  a direct  effect  on  the  liver, 
that  is  to  decrease  hepatic  glucose  output. 
This  question  really  has  not  been  answered 
to  everyone’s  satisfaction.  It  is  noteworthy 
to  recall,  though,  that  the  sulfonylurea 
drugs  are  hypoglycemic  in  the  hepatec- 
tomized  animal.  In  other  words,  these 
agents  can  act  in  the  absence  of  the  liver; 
at  least,  the  liver  is  not  necessary. 

In  summary,  then,  despite  gaps  in  our 
knowledge,  there  is  considerable  informa- 
tion dealing  with  the  mode  of  action  of  the 
sulfonylureas,  and  the  bulk  of  this  indicates 
that  it  has  a “physiologic”  mechanism. 

Comment 

The  precise  mechanism  of  action  of  phen- 
formin is  unknown.  Perhaps,  there  may 
remain  more  mystery  surrounding  its 
manner  of  action  than  of  that  for  the  sul- 
fonylureas. Whatever  the  case  may  be, 
phenformin  produces  hypoglycemia  by 
means  differing  drastically  from  that  at- 
tributed to  the  sulfonylureas.  Phenformin 
does  not  stimulate  the  beta  cells  to  secrete 
more  insulin  and  has,  in  fact,  been  shown 
to  be  hypoglycemic  in  the  totally  depan- 
creatized animal.  Curiously,  phenformin 
does  not  lower  the  blood  sugar  of  a normal 
subject  which  of  course  the  sulfonylureas 
wiU. 

There  is  considerable  evidence  that  the 
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biguanides  inhibit  oxidative  phosphoryla- 
tion in  a number  of  tissues,  but  there  are 
heated  controversies  as  to  how  significant 
a role  these  observations  play  in  explaining 
the  fall  of  the  blood  sugar. 

As  I have  mentioned,  an  intact  beta  cell 
is  indispensable  to  the  action  of  the  sul- 
fonylureas.  It  now  becomes  apparent  why 
these  drugs  prove  to  be  relatively  or  totally 
ineffective  in  the  juvenile  diabetic  patient 
but  exert  a hypoglycemic  activity  in  the 
adult-onset  stable  patient.  Recall  the 
fascinating  studies  of  Wrenshall  et  al.^  who 
showed  that  the  pancreas  of  the  adult- 
onset  diabetic  person  contained  significant 
amounts  of  extractable  insuhn  while  the 
pancreas  of  the  juvenile  diabetic  patient 
contained  virtually  no  extractable  insulin. 

The  diabetic  patient  most  likely  to  be 
controlled  successfully  with  tolbutamide 
or  chlorpropamide,  and  as  a matter  of  fact 
with  phenformin,  may  be  characterized  as 
follows;  (1)  an  onset  of  diabetes  after  the 
age  of  thirty-five  to  forty  years;  (2)  an  in- 
sulin requirement  of  less  than  30  to  40 
units  per  day;  (3)  no  history  of  serious 
ketoacidosis;  and  (4)  the  duration  of  diabetes 
and  the  duration  of  previous  insulin  therapy 
appearing  to  bear  less  on  the  ultimate  re- 
sponsiveness of  the  maturity -onset  group. 

Oral  therapy.  It  is  safe  to  assume  that 
by  this  date  virtually  every  diabetic  patient 
under  treatment  with  insulin  as  of  1956, 
the  year  the  first  sulfonylurea  was  released, 
has  been  contemplated  for  oral  therapy  and 
such  a replacement  attempted.  At  present, 
if  a physician  is  confronted  with  a patient 
with  newly  discovered  diabetes,  and  when 
it  appears  that  dietary  measures  alone  are 
inadequate,  the  patient  may  be  considered 
for  insulin  or  oral  hypoglycemic  therapy. 
The  patient  possessing  the  characteristics 
listed  is  the  ideal  candidate  for  oral  drug 
therapy. 

Our  first  choice  remains  tolbutamide,  with 
chlorpropamide  second.  We  favor  tolbut- 
amide because  the  over-all  incidence  of  side- 
effects  reported  in  over  9,000  patients  sev- 
eral years  ago  was  about  3.2  per  cent,  and 
very  few  of  these  were  of  a serious  natme. 
In  over  5,000  patients  on  chlorpropamide, 
side-effects  were  reported  to  have  occurred 
in  about  8 per  cent,  and  at  least  potentially 
some  of  these  were  of  a more  disturbing 
quality,  that  is,  intrahepatic,  cholestatic 
jaundice  occurred.  Tolbutamide  possesses 


the  relative  disadvantage  of  requiring  a 
thrice  or  twice  per  day  dosage.  Chlor- 
propamide may  be  given  at  one  time  which, 
naturally,  is  advantageous. 

The  usual  dose  of  tolbutamide  is  any- 
where from  0.5  to  2 Gm.  per  day.  Oc- 
casionally one  goes  above  this  dose.  The 
daily  requirement  for  chlorpropamide  is 
between  100  and  250  mg.  to  500  mg.,  and 
it  is  inadvisable  to  exceed  this. 

It  should  be  mentioned  that  the  monthly 
drug  bill  will  be  greater  when  using  any  of 
the  oral  hypoglycemic  agents,  including 
phenformin,  than  with  most  doses  of  in- 
sulin. 

Side-effects.  As  mentioned,  the  toxic 
effect  from  the  use  of  either  of  the  two 
sulfonyliu-eas  are  few  and  generally  mild. 
Most  frequently  they  consist  of  gastro- 
intestinal symptoms.  The  next  most 
common  manifestation  has  been  skin  re- 
actions. The  bone  marrow  has  occasionally 
been  involved  and  even  fatally.  Intolerance 
to  alcohol  is  a rare  and  curious  occurrence. 
The  jaundice  seen  with  chlorpropamide 
therapy  should  be  kept  in  mind.  Very 
likely,  some  of  these  episodes  have  been 
related  to  a dose  of  chlorpropamide  that 
is  now  considered  excessive.  But  this  is  not 
true  of  all  the  published  cases. 

Hypoglycemic  episodes  are  not  common 
with  either  drug  but  may  be  prolonged  for 
several  days  when  secondary  to  chlor- 
propamide. 

A variable  percentage  of  patients  after  a 
period  of  adequate  control  will  subsequently 
cease  to  respond  to  the  sulfonylureas. 
Such  a relapse  following  thirty  days  of 
therapy  is  known  as  a secondary  failure. 
All  of  the  reasons  for  this  phenomenon  are 
not  known.  Of  interest,  though,  is  the 
observation  that  a secondary  failure  with 
one  sulfonylurea  may  at  times  be  success- 
fully treated  with  another  or  that  a brief 
return  to  insulin  therapy  will  restore  re- 
sponsiveness to  the  sulfonylureas. 

We  feel  that  some  of  the  reports  of  a 
high  secondary  failure  rate  to  the  sul- 
fonylureas probably  represents  poor  initial 
selection  of  patient  material.  It  is  in  this 
area  of  the  management  of  a secondary 
failure  that  phenformin  has  usefulness.  It 
is  also  true  that  a majority  of  the  stable 
diabetic  patients  could  be  controlled  by 
phenformin  alone.  However,  the  frequency 
of  gastrointestinal  effects,  such  as  metallic 
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taste,  anorexia,  nausea,  vomiting,  and  even 
diarrhea,  may  limit  such  wide  application. 
The  total  daily  dose  is  generally  100  to  150 
mg.  a day,  again  best  given  in  divided 
form.  There  is  increasing  experience  with 
a sustained-release  preparation  of  phen- 
formin  permitting  once-  or  twice-a-day 
administration.  Serious  toxicity  to  this 
agent  has  not  as  yet  been  reported. 

This  biguanide  may  also  have  some  place 
3n  the  treatment  of  the  ketosis-prone,  in- 
:suHn-dependent  diabetic  patient.  Occa- 
sionally, such  brittle  patients  appear  to  run 
a smoother  course  when  phenformin  has 
been  added  to  their  insulin  regimen.  The 
insulin  requirement  may  even  fall.  How- 
lever,  there  is  no  point  in  merely  administer- 
ing phenformin  to  a well-regulated  insulin- 
requiring  patient  merely  to  gain  a reduction 
in  the  munber  of  units  ingested  each  day. 

Previously  we  expressed  some  doubt 
as  to  the  wisdom  of  instituting  a regimen 
consisting  of  two  or  more  hypoglycemic 
oral  agents  given  at  the  same  time;  but 
in  view  of  an  increasing  number  of  reports 
as  to  the  efficacy  of  such  a combination 
(that  is  a sulfonylurea  and  phenformin) 
in  primary  or  secondary  failures  to  either, 
such  therapy  certainly  merits  more  atten- 
tion. 

Conclusion 

I would  like  to  return  to  our  original 
description  of  the  ideal  drug  for  diabetes. 
It  becomes  apparent  that  such  an  agent  is 
unavailable  today — including  insulin,  after 
forty  years  of  trial.  There  are  drugs  that 
can  be  given  orally  and  even  once  a day. 
They  appear  to  be  reasonably  safe  but  not 
completely  effective.  More  could  be  known 
of  their  mechanism  of  action.  There  is 
only  scant  experience,  for  instance,  with 
their  usefulness  in  postponing  or  forestalling 
overt  diabetes  in  the  patient  with  latent 
diabetes. 

In  the  most  important  area  of  the  pre- 
vention of  the  miserable  complications  of 
diabetes,  no  information  is  at  hand. 

The  problem  really  becomes  staggering 


with  the  realization  mentioned  by  Levine^ 
that  the  so-called  complications  already 
exist  in  the  premellituria  phase  of  diabetes. 

Question  and  answer  period 

Dr.  LeviNE:  This  phase  of  the  subject 

is  open  for  discussion.  Are  there  any 
questions? 

Question:  Would  you  tell  us  about  the 

use  of  these  drugs  in  postponing  or  forestall- 
ing the  emergence  of  diabetes? 

How  about  the  remission  that  occasionally 
occurs  in  a juvenile  diabetic  person?  Could 
you  explain  this? 

Dr.  Smith;  In  answer  to  your  first 
question,  except  for  the  publication  by 
Fajans  and  Conn*  and  possibly  another  there 
is  little  information  in  this  area.  This  is  a 
subject  that  deserves  a great  deal  of  our 
attention,  and  it  is  one  receiving  little.  I 
am  in  favor  of  additional  investigations  in 
this  field. 

About  the  remission  that  occasionally 
occurs  in  a juvenile  diabetic  person,  I 
don’t  know  what  this  represents.  I am 
not  aware  of  studies  during  such  a period 
on  blood  insulin  or  insuUn-like  activity. 
This  phenomenon  certainly  occurs.  Not 
rarely  such  a patient  presents  symptoms 
of  ketosis,  and  after  treatment  the  dose  of 
insulin  gradually  decreases,  ultimately  to 
zero,  and  the  patient  appears  to  have  a 
cure.  Of  course,  the  “cure”  is  not  per- 
manent. The  diabetes  will  reappear  within 
months  or  even  years. 
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H ISTORICALLY,  before  the  advent  of  insulin, 
diabetes  and  pregnancy  were  considered 
incompatible.  Following  the  universal  use 
of  insulin  and  modern  concepts  of  diabetes 
mellitus,  maternal  and  infant  mortality  have 
been  reduced  markedly.  I would  like  to 
review  certain  problems  in  diagnosis  and 
management  that  still  arise  in  pregnancy 
complicated  by  diabetes. 

Problems  in  diagnosis 

With  modern  methods  of  diabetic  manage- 
ment juvenile  patients  with  diabetes  are 
able  to  traverse  the  childbearing  years  and 
reproduce  as  effectively  as  those  who  are 
nondiabetic.  Subsequently,  juvenile  dia- 
betic persons  have  increased  their  ability 
to  transmit  the  disease.  Besides  the  in- 
creasing incidence  of  diabetes  in  pregnant 
women  on  a genetic  basis  is  the  recognition 
that  maturity  onset  diabetes  may  manifest 
itself  as  a transient  state  during  pregnancy. 

In  an  early  series  of  pregnant  women. 
White'  reported  a diabetes  incidence  of  1 
in  1,000.  In  recent  reports,  Coirrt,  Futcher, 
and  Long^  found  an  incidence  of  1 in  200, 
and  Wilkerson’  discovered  unsuspected 
asymptomatic  diabetes  in  1 in  116  pregnant 
women. 

Similar  studies  with  intensive  case-finding 
at  the  New  York  Medical  College,  Metro- 
politan Medical  Center,  have  also  revealed 
a correspondingly  high  incidence  of  asympto- 
matic diabetes  during  pregnancy.  Actually 
this  is  a larger  group  of  patients  than  those 
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with  known  overt  diabetes  who  become 
pregnant. 

A suspicion  of  diabetes  during  pregnancy 
is  suggested  by  a family  history  of  diabetes 
or  the  past  obstetric  history.  Prominent 
obstetric  findings  are:  repeated  toxemia, 

hydramnios,  glucosuria,  and  premature 
labor.  A high  incidence  of  fetal  gigantism, 
congenital  anomalies,  and  unexplained  death 
in  utero  are  also  characteristic.  Fetal 
islet-cell  hyperplasia  in  the  absence  of 
erythroblastosis  is  considered  pathogno- 
monic of  maternal  diabetes. 

Prior  to  insulin,  the  abortion  rate  was 
very  high.  In  well-controlled  diabetic 
persons  there  is  no  apparent  increase  over 
those  who  are  nondiabetic.  Babbott,  Rubin, 
and  Ginsburg,'*  however,  suggest  a higher 
incidence  of  abortion  among  the  nondiabetic 
wives  of  diabetic  husbands. 

The  more  preceding  findings  are  present, 
the  more  likely  is  it  that  the  patient  is  a 
diabetic  or  eventually  becomes  diabetic 
in  the  absence  of  a positive  glucose  toler- 
ance curve.  If  the  glucose  tolerance  tests 
are  repeated,  they  may  show  abnormal 
results  in  the  third  trimester. 

Before  interpreting  glucose  tolerance  tests, 
we  have  to  realize  that  significant  influences 
on  carbohydrate  metabolism  during  preg- 
nancy are  poorly  understood.  This  is  true 
not  only  of  pancreatic  effects,  but  of  the 
relationship  to  the  other  endocrine  glands 
as  well.  Recently  Randle  and  Ehrlich® 
have  presented  evidence  in  support  of  in- 
creasing pituitary  growth  hormone  in  preg- 
nancy. Whether  increased  adrenal  steroids 
are  physiologically  active  or  bound  to 
plasma  proteins  has  not  been  decided. 
There  also  remains  some  question  as  to  the 
significance  of  the  elevated  protein-bound 
iodine  and  increased  metabolic  rate.  And 
the  status  of  placental  hormones  is  open 
to  considerable  controversy. 

Dietary  disturbances  in  pregnancy  may 
result  in  poor  carbohydrate  preparation 
or  an  inability  to  tolerate  the  glucose  solu- 
tions given  for  the  oral  glucose  tolerance 
test.  Delayed  gastric  motility  may  result 
in  a lag-type  curve.  These  may  be  avoided 
by  stressing  adequate  carbohydrate  intake 
prior  to  the  test  or  utilizing  other  methods 
of  performing  the  test,  such  as  the  substitu- 
tion of  candy  or  the  intravenous  glucose 
tolerance  test. 

Since  1925  it  has  been  known  that  a poor 
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correlation  exists  between  oral  and  intrave- 
nous glucose  tolerance  test  results  during 
pregnancy,  the  incidence  of  abnormal  re- 
actions being  considerably  lower  from  in- 
travenous than  from  oral  tests.®  Welsh’ 
has  further  documented  that  the  patients 
with  abnormal  intravenous  test  results  are 
the  patients  who  present  problems  in  preg- 
nancy. Besides  the  disagreement  about 
the  sensitivity  of  the  intravenous  versus 
the  oral,  universally  acceptable  minimal 
values  for  abnormality  in  the  oral  glucose 
tolerance  test  are  not  available. 

The  cortisone  glucose  tolerance  test  has 
been  standardized  at  a dose  of  cortisone 
to  demonstrate  decreased  insulin  reserve. 
We  do  not  believe  it  applicable  to  the  al- 
ready stress  state  of  pregnancy. 

The  change  in  insulin  requirement  usually 
observed  is  dependent  not  only  on  the 
patient’s  insulin  reserve,  but  also  on  the 
interrelationship  of  other  factors  still  under 
investigation.  Burf*  ® has  demonstrated 
a decreased  sensitivity  to  insulin  as  preg- 
nancy advances  associated  with  decreased 
plasma  phosphate  fall  when  insulin  is 
administered  intravenously.  Freinkel  and 
Goodner'®  have  reported  on  the  ability  of 
placental  tissue  to  inactivate  insulin,  and 
they  correlate  increased  requirements  of 
insulin  to  the  increasing  size  of  the  placenta. 
The  work  by  Vallance-Owen  and  Lilley*' 
and  Antoniades’^  suggests  an  increase  in 
insulin  antagonist  or  insulin-binding  protein 
in  the  blood  during  pregnancy. 

Effects 

In  discussing  the  effects  of  diabetes  in 
relation  to  management,  some  method  of 
classifying  the  severity  of  diabetes  is 
needed.  Generally,  in  obstetric  literatirre 
there  is  a willingness  to  use  the  White’ 
classification.  Unless  some  indication  is 
given  of  the  severity  of  the  cases  reported, 
the  results  are  meaningless.  Fetal  loss  in 
Classes  D,  E,  and  F of  White  approximates 
50  per  cent  with  the  best  of  management. 
Fetal  loss  in  mild,  or  Class  A,  diabetes  cor- 
rected should  approach  zero. 

The  severity  of  diabetes  is  also  of  im- 
portance in  evaluating  fetal  size  and  con- 
sequently gestational  age  and  the  termina- 
tion of  pregnancy. 

Digressing  for  a moment  on  fetal  macro- 
somia,  what  factors  are  concerned  with  fetal 


size?  Before  discussing  the  problem  in  rela- 
tion to  diabetes,  we  have  to  recall  certain 
factors  independent  of  diabetes. 

Babies  may  be  large,  over  10  pounds,  with 
no  evidence  of  diabetes  in  the  family  as  far 
as  can  be  determined.  These  babies  will 
mature  and  reach  old  age  without  manifest- 
ing diabetes.  They  will  not,  however,  be 
born  with  the  typical  Cushingoid  appearance 
of  diabetic  offspring.  In  any  event,  fetal 
size  may  be  genetically  determined  inde- 
pendent of  diabetes. 

Fetal  size  is  also  dependent  on  sex,  race, 
and  environment.  The  male  infant  is 
usually  larger  than  the  female.  Caucasians 
in  general  have  smaller  babies  than  Negroes. 
Nutrition  and,  recently,  smoking  have  also 
been  implicated  as  determinants  of  fetal 
size. 

Besides  these  diabeticaUy  independent 
factors,  Jackson”  and  Kellock”  have  dem- 
onstrated that  the  sons  of  diabetic  fathers 
are  large  without  the  mother  having  dia- 
betes. Babbott,  Rubin,  and  Ginsburg"*  do 
not  agree. 

Gellis  and  coworkers”  ’®  in  various  stud- 
ies of  infants  of  diabetic  mothers  found  a 
similar  weight  up  to  twenty-eight  weeks 
gestation.  Following  twenty-eight  weeks, 
there  was  a disparity  in  ultimate  fetal  size. 
Those  diabetic  patients  with  renal  disease 
produced  smaller  offspring,  while  the  infants 
of  those  without  renal  involvement  increased 
in  weight  more  rapidly  than  normal  in- 
fants by  the  fortieth  week. 

In  White’s’  original  report  68  per  cent  of 
her  diabetic  patients,  the  severe  cases,  bore 
infants  weighing  less  than  8 pounds.  Mild 
diabetic  and  prediabetic  patients,  on  the 
other  hand,  have  larger  babies.  During 
their  prediabetic  years,  Jackson”  noted  62 
per  cent  of  mothers  claimed  to  have  pro- 
duced one  infant  over  10  pounds.  Hag- 
bard’*  found  27  per  cent  to  be  more  than  10 
pounds,  if  the  mother  developed  diabetes 
within  two  years  of  giving  birth.  Carring- 
ton’® noted  that  20  per  cent  of  the  infants 
were  over  9 pounds  in  her  “prediabetic” 
series. 

Apropos,  White®®  in  her  studies  of  dia- 
betic juveniles  observed  that  only  10  per 
cent  were  more  than  8 pounds,  14  ounces 
at  birth.  However,  with  maturity  onset 
diabetes,  if  they  were  males  42  per  cent  and 
if  females  27  per  cent  weighed  over  8 pounds, 
14  ounces. 


July  1,1963  / New  York  State  Journal  of  Medicine  1921 


Wilkerson,^  in  comparing  gestational  dia- 
betic infants  treated  with  insulin  and  not 
treated  with  insulin,  noted  a smaller  size 
in  the  treated  group.  Hoet^'  and  Car- 
rington'® also  state  that  with  the  use  of 
insulin  they  are  able  to  prevent  excessive 
size. 

As  reported  by  Brandstrup®®  in  Sweden 
and  by  PeeP®  in  England,  who  came  to  a 
similar  conclusion,  meticulous  care  was  more 
important  in  decreasing  fetal  size.  So  the 
importance  of  insulin  and  fetal  size  still 
needs  further  elucidation. 

Of  course  the  effects  of  increased  growth 
hormone,  placental  transfer  of  insulin,  car- 
bohydrate transfer,  insulin  antagonists,  fat 
metabolism,  and  protein  synthesis  by  the 
fetus  are  still  subjects  requiring  further 
study.  Apparently,  however,  there  is  no 
relation  between  hyperglycemia  and  fetal 
size. 

Management 

Returning  again  to  management,  we 
have  to  differentiate  mild  from  severe  dia- 
betes. “Prediabetic,”  “gestational  dia- 
betic,” or  Class  A diabetic  patients  who  are 
weU  controlled  and  under  close  obstetric 
observation  in  general  are  allowed  to  go  to 
term,  unless  there  is  a history  of  previous 
fetal  loss  in  utero  prior  to  term.  If  this  has 
occurred  the  patient,  no  matter  how  mild  the 
diabetes,  should  be  delivered  prior  to  thirty- 
eight  weeks  or  prior  to  time  of  the  previous 
intrauterine  death. 

If  there  is  hydramnios,  a decrease  in  fetal 
activity,  a large  infant  on  palpation,  im- 
pending toxemia,  that  is,  an  elevation 
in  blood  pressure  or  other  signs  such  as 
albuminuria  or  sudden  water  retention,  or 
if  there  is  a change  to  or  a necessity  to  in- 
clude insulin,  or  any  evidence  of  acidosis, 
the  pregnancies  of  these  patients  should  be 
terminated  immediately  after  the  thirty- 
sixth  week  of  gestation. 

In  severe  diabetes,  and  this  would  in- 
clude those  definitely  in  Classes  C,  D,  E,  and 
F of  White  and  most  of  the  patients  in  Class 
B,  we  have  to  weigh  the  hazards  of  intra- 
uterine loss  with  the  hazards  of  prematurity. 
Remembering  that  diabetic  offspring  resem- 
ble premature  ones,  regardless  of  birth 
weight  and  gestational  age,  they  should  be 
delivered  during  the  thirty-sixth  week  of 
gestation. 


Once  delivered  they  are  treated  as  pre- 
mature infants  in  anticipation  of  the  high 
incidence  of  pulmonary  comphcations,  es- 
pecially hyaline  membrane  disease.  In 
Driscoll,  Benirshke,  and  Curtis’®^  study,  ap- 
proximately 50  per  cent  of  neonatal  deaths 
of  diabetic  offspring  resulted  from  pul- 
monary hyaline  membrane  disease.  In- 
vestigation into  the  causes  and  management 
of  hyahne  membrane  disease  should  ma- 
terially reduce  fetal  loss  in  diabetic  patients. 

As  far  as  the  method  of  termination  is 
concerned,  this  is  not  as  important  as  choos- 
ing the  optimal  date  of  termination.  Dia- 
betes, per  se,  is  not  an  indication  for  cesarean 
section;  it  is  an  indication  to  terminate 
pregnancy  to  decrease  perinatal  mortality. 

Reported  cesarean  section  rates  vary  from 
21  to  68  per  cent.  Some  of  these  studies 
were  done  prior  to  the  use  of  such  oxytocics 
as  are  available  today,  with  which  it  is  some- 
what easier  to  induce  patients  before  term 
than  it  was  with  the  older  methods  of  ca- 
thartics, stripping  membranes,  and  hoping 
labor  would  ensue. 

Other  studies  compared  older  series  of 
vaginal  deliveries  with  newer  series  of 
cesarean  section,  series  in  which  the  patients 
also  received  closer  attention  to  details  in 
management  brought  about  by  newer  con- 
cepts of  diabetes  in  pregnancy. 

Variabihty  in  the  section  rate  also  results 
from  differences  in  the  ratio  of  mild  to  se- 
vere diabetic  conditions  and  average  age  and 
parity  of  patients  treated.  It  will  also  re- 
fiect  the  incidence  of  complications  and 
associated  conditions,  the  vigor  of  medical 
induction,  and  the  philosophy  of  cesarean 
section. 

The  most  pressing  problem  that  still  re- 
mains is  dating  with  accuracy  the  thirty - 
sixth  week  of  gestation.  Once  it  has  been 
decided  the  pregnancy  has  reached  thirty - 
six  weeks  or  if  a mild  diabetic  pregnancy 
should  be  terminated,  it  should  be  termi- 
nated in  the  least  traumatic  and  in  the  easiest 
way  possible. 

There  is  still  difiiculty  in  inducing  primi- 
gravidas  at  thirty-six  weeks.  It  may  be 
more  advantageous  to  section  these  patients 
if  induction  cannot  be  easily  and  rapidly 
performed.  In  borderline  cases  of  cephalo- 
pelvic  disproportion,  breeches,  excessive 
fetal  size,  prolonged  rupture  of  the  mem- 
branes, or  prior  traumatic  vaginal  delivery, 
section  would  appear  to  be  the  wiser  course. 
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Oral  diabetic  agents 

Before  closing,  I would  like  to  say  a few 
words  about  the  oral  diabetic  agents. 
Several  series  of  cases  have  appeared  in  the 
literature,*® “2*  as  well  as  an  isolated  case  of 
fetal  death  associated  with  tolbutamide.*** 
It  is  known  that  tolbutamide  crosses  the 
placenta.  The  significance  with  regard  to 
rate  of  transfer  and  effect  on  the  fetus  is 
unknown.  At  present  the  sites  of  action 
of  the  sulfonylureas  and  biguanides  are 
controversial  and  have  to  be  more  clearly 
elucidated.  When  it  is  better  established 
what  these  actions  are,  then,  theoretically, 
we  may  be  able  to  determine  the  effects  of 
these  agents  on  embryonic  enzymatic  sys- 
tems. 

To  give  oral  agents  in  the  hope  of  prevent- 
ing or  decreasing  insulin  during  pregnancy 
in  the  present  state  of  knowledge  does  not 
appear  justifiable.  Before  we  use  these 
agents  on  a clinical  basis,  we  should  be  sirre 
they  are  not  hazardous  to  the  fetus  and  their 
use  will  give  much  better  results  than  diet 
or  insulin  alone. 

Conclusion 

I have  not  attempted  to  formulate  answers 
to  the  problems  that  arise  in  pregnant  dia- 
betic patients.  I have  reviewed  some  prob- 
lems and  have  shown  that  many  gaps  in 
knowledge  still  exist.  Intensive  case-find- 
ing of  gestational  diabetes  will  not  only  im- 
prove the  fetal  outcome,  but  also  wiU  con- 
tribute a group  of  patients  that  may  be 
utilized  for  the  study  of  diabetes  before  it  be- 
comes clinically  manifest. 

The  ultimate  prognosis  for  the  outcome  of 
pregnancy  for  the  fetus  at  present  is  de- 
pendent on  the  most  meticulous  care,  both 
medically  and  obstetrically,  and  is  still  de- 
pendent on  the  severity  of  the  disease. 
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Victor  H.  Witten,  M.D.;  I would  like 
to  start  with  the  questions  which  have  heen 
handed  in  from  the  audience.  Dr.  Rapp, 
how  do  you  explain,  on  immunologic 
grounds,  the  successful  treatment  of  warts 
with  hypnosis  and/or  suggestion? 

Fred  Rapp,  Ph.D.;  That  is  a somewhat 
loaded  question.  The  success  of  immimo- 
logic  treatment  for  warts  and  papiUomas 
is  very  limited.  Using  the  well-studied 
rabbit  papilloma  system  as  an  example,  it 
is  known  that  the  papillomas  continue  to 
exist  even  though  large  quantities  of  anti- 
body against  the  papilloma  virus  can  be 
detected  in  the  serum.  It  is  probably 
easier  to  prevent  the  lesions  by  vaccination 
than  to  cure  them  once  they  are  established. 

* Present  address;  University  of  Miami,  School  of  Medi- 
cine, 1600  Northwest  Tenth  Avenue,  Miami  36,  Florida. 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Dermatology  and  Syphilology,  May  17,  1962. 


The  reason  for  this  may  well  be  that  the  I 
virus,  once  inside  the  cell,  cannot  be  reached  ' 
by  antibody.  We  have  conducted  studies 
that  show  clearly  that  antibodies  cannot 
penetrate  the  viable  cell.  The  virus  can 
spread  directly  from  ceU  to  cell  and  is 
neutralized  only  when  it  enters  the  extra- 
cellular environment.  Antibody  therapy 
would  therefore  tend  to  localize  the  lesion  ■ 
but  would  not  cure  it.  This  also  appears 
to  be  the  case  for  herpes  simplex  infection 
where  the  virus  continues  to  persist  in  the 
presence  of  large  amounts  of  antibody.  I 
know  almost  nothing  about  hypnosis  but 
would  question  the  virus  etiologic  factors 
of  the  warts  cured  by  this  or  related  meth- 
ods. 

Dr.  Witten;  It  would  be  marvelous  if 
we  did  know  the  mechanism  by  which 
psychotherapy  works.  I question  the  use 
of  the  word  “placebo”  when  referring  to  « 


1924  New  York  State  Journal  of  Medicine  / July  1,  1963 


methods  for  treating  warts,  particularly 
if  it  is  used  synonymously  with  psy- 
chotherapeutic approaches.  I believe  here 
is  one  instance  in  aU  of  dermatology 
where  a given  modality,  which  is  often 
referred  to  as  placebo  or  a psychotherapeutic 
agent,  is  known  to  have  essentially  the  same 
therapeutic  benefits  as  a specific  clinical 
or  surgical  method  of  management. 

I am  trying  to  distribute  the  questions 
so  that  each  of  the  panelists  can  select  the 
ones  he  thinks  are  of  the  greatest  value. 

Daniel  Hyman,  M.D.:  I would  like  to 
discuss  hypnosis  first. 

Hypnosis  is  successful  in  70  per  cent  of 
the  cases,  as  in  cases  where  physicians  use 
placebos.  I stiU  prefer  the  word  “placebo.” 
I feel  that  placebos  and  hypnosis  work 
through  the  stimulation  of  the  immune 
mechanism.  How  this  stimulation  occurs, 
of  course,  is  pure  speculation.  Some  psy- 
chiatrists feel  that  they  can  control  the 
vascular  response  through  hypnosis  which 
cuts  off  circulation.  This  has  never  been 
proved.  Used  with  enthusiasm,  hypnosis 
wiU  give  the  same  percentage  of  cures  as  the 
injection  of  distilled  water,  a sterile  needle 
in  the  buttock,  exposure  to  a light,  or  other 
placebos. 

Royal  Montgomery,  M.D.;  The  ques- 
tion presented  is  what  is  my  conception  of 
the  pseudoplantar  wart.  This  would  take  a 
good  hour  to  discuss,  but  the  one  lesion 
that  is  commonly  misdiagnosed  is  the  corn. 
When  one  looks  at  this  lesion  prior  to 
paring,  it  is  often  difficult  to  distinguish 
it  from  a plantar  wart.  On  paring,  the 
corn  might  shell  out  completely  or  leave  a 
translucent  core  without  blood  vessels. 
It  has  none  of  the  characteristics  of  the 
plantar  wart  following  the  removal  of  the 
hyperkeratotic  area. 

Daniel  Hyman,  M.D.:  I believe  Ameri- 
can and  British  dermatologists  are  finding 
warts  increasing  in  frequency.  What  is  the 
treatment  of  innumerable  verruca  vulgaris 
on  the  hand?  You  will  be  amazed  that  crude 
liver  intramuscularly  will  give  you  the 
highest  percentage  of  effectiveness.  Now 
I attribute  this  purely  to  placebo  action, 
with  the  stimulation  of  the  immune  mech- 
anism a possibility.  Lo  and  behold,  the 
Norwegians  put  out  a report  on  the  use  of 
crude  liver  in  viral,  upper  respiratory 
diseases  or  disorders,  alleging  specific  re- 
sults due  to  an  interferon-like  action  of  the 


crude  liver.  For  these  warts  I use  from 
one  to  six  injections.  It  is  a very  rare  case 
that  will  require  further  treatment.  Remem- 
ber that  the  injections  should  be  four  or 
five  weeks  apart  and  that  we  are  discussing 
the  wart-covered  hand. 

Dr.  Witten;  I wish  it  were  possible  to 
present  some  proof  about  the  immimologic 
basis  for  the  cure  of  warts.  I know  it  sounds 
enticing.  If  the  day  comes  that  we  can 
prove  this  possibility,  we  will  have  made  a 
great  advance  in  our  outstanding  of  the 
pathogenesis,  and  therapy  of  this  disease. 

John  Hinelein,  M.D.,  at  the  New  York 
Skin  and  Cancer  Unit  uses  crystals  of 
monochloracetic  acid  on  plantar  warts. 
A layer  of  crystals  is  applied  on  the  wart, 
adhesive  tape  is  placed  over,  and  all  is 
left  in  place  for  forty-eight  hours.  At  the 
end  of  that  time  the  tissue  is  usually  “fixed,” 
and  it  is  possible  to  cut  it  out  with  scissors, 
very  often  without  any  anesthesia  if  one 
stays  within  the  limits  of  the  fixed  tissue. 
I mention  this  method  because  of  the  usually 
severe  pain  of  introducing  a needle  at  any 
place  in  the  sole. 

I would  like  to  ask  Dr.  Montgomery  how 
he  uses  monochloracetic  acid  in  the  treat- 
ment of  mosaic  warts. 

Dr.  Montgomery:  Well,  first  of  aU  I 
do  not  use  it  in  crystalline  form  because  the 
effect  is  too  severe.  A case  came  to  me  where 
crystalline  monochloracetic  acid  had  been 
applied  to  an  area  of  radiodermatitis.  The 
result  was  an  ulcer  in  the  metatarsal  area 
that  was  2 cm.  in  diameter.  It  took  six 
months  to  heal.  However,  it  did  destroy 
all  the  devitalized  tissue.  Now  the  patient 
has  a plantar  scar  that  is  painful. 

I use  monochloracetic  acid  in  a saturated 
solution  sparingly  because  of  the  severe 
reactions.  In  stubborn  mosaic  warts  I 
apply  it  lightly  and  then  cover  the  wart  with 
40  per  cent  salicylic  acid  plaster.  I do  this 
weekly  until  the  wart  is  broken  down. 
Sooner  or  later  one  will  get  a severe  reaction. 
Then  I substitute  a strong  silver  nitrate 
solution  or  a saturated  solution  of  trichlor- 
acetic acid. 

Physician;  How  long  do  you  leave  the 
plaster  on? 

Dr.  Montgomery:  One  week. 

Physician:  I would  Just  like  to  interject 
one  word  of  caution  about  the  use  of  the 
monochloracetic  crystals  in  the  treatment 
of  plantar  warts  according  to  the  method 
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of  Dr.  Hinelein.  I was  instructed  by  him, 
and  I have  used  it.  Be  sure  to  put  the 
crystals  only  on  the  lesion,  then  apply 
adhesive  tape  to  hold  them  in  place.  At 
the  end  of  forty -eight  hours,  you  will  find 
that  some  patients  will  have  a terrific 
amount  of  pain.  When  you  remove  the 
adhesive  tape  after  forty-eight  hours,  there 
is  often  blister  formation.  If  it  is  sufficiently 
weU  formed,  you  do  not  need  an  anesthetic 
to  remove  it.  The  wound  will  heal  nicely. 

Dr.  Witten:  Are  there  any  comments 
from  the  panel  about  any  hematologic 
changes  that  occur  in  a full-blown  Kaposi’s 
sarcoma? 

Fred  Reiss,  M.D.:  There  are  no  changes 
that  I know  of. 

Dr.  Witten:  I know  of  none.  Dr. 

Sachs,  among  the  newer  methods  of  therapy 
of  Kaposi’s  sarcoma  is  amethopterin  (Meth- 
otrexate) which  is  now  being  shown  to  be 
of  some  value  in  long-term  administration 
as  long  as  it  is  tolerated.  I would  like  to  ask 
you  whether  you  know  of  any  experience 
with  intralesional  or  intra-arterial  perfusion 
of  the  nitrogen  mustards  and  other  agents? 

Perry  M.  Sachs,  M.D.:  I have  no 

experience  with  this.  I know  of  a group  who 
seem  to  be  somewhat  encouraged  with  this 
treatment.  However,  I do  not  believe  their 
final  word  or  results  have  yet  appeared  on 
this  study. 

Dr.  Witten:  Dr.  Kessler,  are  you 

familiar  with  the  intra-arterial  perfusion 
in  Kaposi’s  sarcoma  of  the  lower  extremity? 

Richard  W.  Kessler,  M.D.:  I am  not 
acquainted  with  the  use  of  intra-arterial 
perfusion  in  Kaposi’s  sarcoma,  but  I am 
acquainted  with  its  use  in  malignant  mel- 
anoma. In  all  fields  of  carcinoma  therapy 
we  are  striving  to  find  a chemotherapeutic 
substance  which  benefits  the  patient  to  some 
degree,  but  just  as  in  breast  carcinoma, 
where  we  today  do  adrenalectomies  and 
hypophysectomies,  we  are  stiU  only  doing 
something  palliative.  Furthermore,  I would 
say  that  in  the  case  of  perfusion  of  the  lower 
and  upper  extremities  and  also  in  cancer 
of  the  head  and  neck,  where  the  perfusion 
is  done  through  the  carotid  artery  branches, 
most  results  must  stiU  be  looked  on  as 
temporary  or  palliative.  However,  there 
have  been  some  spectacular  results,  and 
some  specific  tumors  which  have  been 
radioresistant  are  chemotherapeuticaUy 
sensitive,  so  we  will  follow  this  newer 


technic  with  enthusiastic  interest. 

Dr.  Montgomery:  I have  been  asked  to 
discuss  the  problem  of  differential  diagnosis 
of  the  malignant  melanoma  of  the  sole. 
This  can  be  divided  into  two  parts:  those 
that  have  a bluish-black  pigmentation  and 
the  granulomatous  nodules  without  pig- 
mentation. 

With  the  bluish-black  pigmented  macules 
or  nodules  with  or  without  ulceration 
there  should  be  no  difficulty  in  diagnosing 
malignant  melanoma.  Occasionally  small 
ones  have  been  mistaken  for  warts,  but 
wben  the  lesion  is  growing,  changing  color, 
and  ulcerating,  malignant  melanoma  should 
be  suspected. 

The  melanomas  on  the  sole  of  the  feet 
that  cause  confusion  in  diagnosis  are  the 
granulomatous  ones.  As  Dr.  Sachs  men- 
tioned, Kaposi’s  sarcoma,  granuloma  pyo- 
genicum,  and  a granulating  type  of  mel- 
anoma all  look  similar.  With  this  type 
only  a biopsy  can  determine  its  true  nature 
and  positively  diagnose  it  as  a melanoma. 
Only  recently  I saw  such  a case.  Clinically 
it  appeared  to  be  a Kaposi’s  sarcoma,  but 
pathologically  it  was  a melanoma. 

Dr.  Witten:  Would  you  say  a word 
about  the  management  of  the  soft  corn 
between  the  toes? 

Dr.  Montgomery:  The  treatment  may 
also  be  divided  into  two  types,  conservative 
and  surgical.  The  corn  is  caused  by  pressure  | 
of  a phalangeal  condyle  on  one  toe  against  j 
a condyle  of  the  adjacent  toe  or  metatarsal. 
Treatment  should  be  designed  primarily  to 
relieve  this  pressure.  j 

The  conservative  method  includes  paring  ' 
down  the  corn  with  a number  15  blade. 
After  this  a pad  placed  imder  the  foiufh  or 
fifth  metatarsal  head  will  sometimes  lift 
the  head  enough  so  that  the  two  condyles 
will  not  press  against  each  other.  Another 
way  of  relieving  pressure  is  to  place  a small 
piece  of  foam  rubber  between  these  toes 
so  that  they  will  not  come  in  contact. 
Another  simple  method  is  to  wrap  some 
lamb’s  wool  around  one  toe  which  helps 
to  separate  them. 

If  the  conservative  treatment  does  not 
give  relief,  then  surgical  intervention  has 
to  be  considered.  The  condyle  on  the 
metatarsal  or  on  the  phalanx  must  be  I 
removed.  However,  this  is  a procedure  for  ' 
the  orthopedic  surgeon  and  not  the  der- 
matologist. j 
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Dr.  Witten:  Would  you  answer  one  of 
your  questions,  Dr.  Reiss? 

Dr.  Reiss:  The  question  is:  “I  wonder 
whether  it  is  at  all  necessary  to  use  griseo- 
fulvin  in  interdigital  mycoses  caused  by 
Trichophyton  gypsum  because  there  seems 
to  be  a certain  paradox  in  relation  to  the 
treatment.” 

We  have  observed  frequent  resistance 
to  griseofulvin  in  interdigital  mycosis.  Leon 
Goldman,  M.D.,  of  Cincinnati  wrote  a 
few  months  ago  in  one  of  his  articles  that 
the  meager  therapeutic  response  in  this 
area  is  a rather  common  problem  in  which 
other  factors  beside  fungi  are  responsible. 

Dr.  Witten:  Dr.  Hallett,  you  have  been 
spared  any  questions.  Your  presentation, 
I guess,  convinced  everyone.  I would  like 
to  ask  if  you  can  differentiate  nodular 
vasculitis  from  erythema  nodosum  on  clinical 
grounds. 

Joseph  J.  Hallett,  M.D.:  No.  I think 
that  it  becomes,  almost,  a microscopic 
diagnosis.  I think  vasculitis  itself  can 
be  suspected  clinically,  but  it  actually 
becomes  a microscopic  diagnosis. 

Dr.  Witten:  Have  you  had  any  ulcera- 
tions foUow  the  intralesional  injection  of  the 
corticosteroids  in  this  disease? 

Dr.  Hallett:  Not  in  this  entity. 

Dr.  Witten:  I am  interested  in  the  in- 
cidence of  ulcerations  following  the  injection 
of  various  lesions  of  the  skin  with  various 
corticosteroids.  I would  like  to  see  a 
show  of  hands  of  aU  those  who  have  seen 
such  ulcerations.  I see  four,  five  hands. 
That  is  really  a small  incidence  in  view  of 
the  number  of  injections  of  corticosteroids 
administered  today.  If  one  considers  the 
amount  of  material  being  injected  into  an 
area  that  is  relatively  avascular,  compared 
with  the  remainder  of  the  lower  extremity, 
it  is  a wonder  we  do  not  see  more.  I brought 
this  up  as  a word  of  caution  because  once 
ulcerations  form,  they  can  develop  into 
nasty  ulcers  owing  to  their  slowness  in 
healing. 

Dr.  Kessler,  what  examinations  must  be 
done  to  decide  on  the  siu"gical  approach  to 
be  carried  out  on  chronic  ulcers  of  the  lower 
extremity? 

Dr.  Kessler:  One  of  the  greatest  fears, 
up  until  the  present  era,  has  been  to  operate 
on  the  superficial  vein  systems  when  there 
may  stiU  be  occlusion  of  the  deep  system. 
I wish  to  make  a general  statement  which 


is  that  superficial  dermatitis  and  ulcerations 
do  not  develop  until  the  deep  system  is 
again  patent.  Also,  I know  of  no  case  where 
surgery  has  been  performed  where  the  con- 
dition has  become  worse  because  of  the 
fact  that  the  superficial  venous  system 
has  been  operated  on.  If  you  see  a leg, 
where  a diagnosis  of  occlusion  of  the  deep 
system  has  been  made  and  the  superficial 
veins  are  dilated  where  you  know  there  was 
no  dilation  previously,  then  you  have  to 
suspect  that  the  deep  system  may  still  be 
occluded.  This,  however,  can  best  be 
determined  by  doing  the  routine  Trendelen- 
burg test,  with  the  leg  raised  above  the  level 
of  the  heart.  The  veins  collapse  and  the 
tourniquet  is  applied  high  in  the  thigh. 
The  patient  is  then  asked  to  walk  and  stand. 
If  these  superficial  veins  do  not  dilate,  you 
know  that  the  deep  system  is  again  patent. 
The  Trendelenburg  test,  when  properly 
performed  and  evaluated,  is  still  our  best 
over-all  test.  The  history  from  the  patient 
relative  to  the  change  of  edema  during  the 
day  and  the  elevation  of  the  leg  for  a period 
of  time  win  determine  how  much  of  the 
swelling  is  reversible.  Many  patients  who 
have  had  edema  for  as  long  as  ten  years 
can  be  brought  back  to  a relative  normal 
size  by  adequate  surgical  procedures  on  the 
superficial  vein  systems. 

Dr.  Witten:  Dr.  Reiss,  would  you  say  a 
word  about  the  limitation  of  griseofulvin 
in  the  management  of  mycoses  and  also 
your  experience  with  a fatty  diet? 

Dr.  Reiss:  I know  the  work  which  has 
been  done  in  Miami  with  fatty  diet  and  the 
increased  absorption  of  griseofulvin.  We 
have  not  really  done  any  specific  studies  to 
differentiate  between  the  therapeutic  effect 
of  the  change  of  diet,  but  I believe  that  with 
the  micronized  griseofulvin  the  rate  of 
absorption  is  probably  almost  as  good  as  with 
the  addition  of  a fatty  diet. 

Dr.  Witten:  What  is  the  ratio  of  the 
dosage  with  the  micronized  form? 

Dr.  Reiss:  I believe  that  it  is  about  125 
mg.,  as  compared  with  250  mg.  of  regular 
griseofulvin. 

Dr.  Witten:  Therefore,  it  is  about  half 
the  dose  of  the  regular  griseofulvin. 

Dr.  Reiss:  May  I add  a few  words  on  the 
limitations  of  griseofulvin  in  relation  to 
various  superficial  infections  such  as  can- 
didiasis, tinea  versicolor,  and,  as  I mentioned 
already,  erythrasma?  In  these  three  my- 
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coses  it  is  not  only  futile  to  use  griseofulvin, 
but  also  candidiasis  may  become  aggravated 
in  our  experience  under  the  treatment  of 
griseofulvin.  Another  limitation  which 
should  be  mentioned  is  the  failure  of  griseo- 
fulvin therapy  in  onychomycoses.  The 
question  now  arises  whether  or  not  we  should 
continue  indefinitely  with  griseofulvin.  As 
mentioned,  we  observed  cases  which  have 
not  responded  to  griseofulvin.  I wonder 
whether  or  not  avulsion  of  the  nails  should 
be  combined  with  griseofulvin  in  the  manage- 
ment of  recalcitrant  onychomycosis?  This 
modality  has  also  its  limitations — the  handi- 
cap of  walking. 

Dr.  Witten:  The  combined  avulsion 

of  the  nail  and  the  systemic  administration 
of  griseofulvin  has  been  advocated  as  a 
worth-while  approach  to  this  problem.  I 
have  foimd  that  if  one  wiU  double  the  dose 
of  griseofulvin  to  eight  tablets  or  2 Gm.  a 
day,  without  surgery,  one  may  see  beneficial 
results  in  some  cases  of  such  nail  involve- 
ment. 

Dr.  Wolf  would  like  to  say  something 
about  psychotherapy  in  warts. 


Dr.  Jack  Wolf:  I just  wanted  to  raise  a 
question  about  the  70  per  cent  of  good 
results  obtained  in  the  treatment  of  warts 
by  hypnosis.  I question  that  figure.  I 
know  of  no  substantiated  statistical  evidence 
which  would  bear  that  out.  It  is  important 
to  know,  first  of  all,  whether  or  not  the 
results  were  obtained  in  the  treatment  of 
flat  warts  or  common  warts.  It  is  weU 
known  that  suggestion  therapy  may  cure 
90  per  cent  or  more  of  the  cases  treated. 
The  cure  rate  of  common  warts  with  sug- 
gestion therapy  is  probably  no  greater  than 
is  to  be  expected  on  the  basis  of  their  weU- 
known  tendency  to  disappear  spontaneously. 
I know  of  no  better  form  of  suggestion 
therapy  than  the  actual  surgical  removal 
of  warts.  The  results  obtained  in  the  re- 
moval of  plantar  warts  or  periimgual 
warts  by  surgical  means  do  not  confirm 
the  enthusiastic  70  per  cent  cure  rate  by 
hypnosis  or  other  forms  of  suggestion  treat- 
ment. 

Dr.  Witten:  I wish  to  express  my  ap- 
preciation to  the  members  of  the  panel  and 
those  in  the  audience  for  their  participation. 
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Barometric  Pressure 
, Changes  and  Mortality* 


AN  ATTEMPT  was  made  to  utilize  readily 
available  mortality  data  in  such  a way  that 
specific-cause  groups  could  be  used  as  an  index 
of  psychologic  and  physiologic  responses  in  a 
large  population  and  to  compare  these  mor- 
tality indices  with  changes  in  barometric  pres- 
sure. The  results  of  a linear  correlation 
analysis  indicated  that  little  consistent  linear 
relationship  exists  between  mortality  and 
barometric  pressure  changes.  An  analysis  of 
variance  indicated  that  extreme  changes  in 
pressure  were  associated  with  increases  in 
mortality  from  circulatory  and  respiratory 
diseases,  but  no  association  was  indicated 
between  pressure  changes  and  causes  assumed 
as  psychologic  responses.  Pressure  changes 
were  shown  to  be  significantly  related  to  other 
weather  parameters. 


JOHN  C.  RUMFORD 
Washington,  D.C. 
ROBERT  HARMON 
Antioch,  Ohio 


' Analytical  Statistician,  Office  of  Vocational 

Rehabilitation,  Division  of  Statistics  and  Studies 
(Wlr.  Rumford),  and  Public  Health  Analyst  Trainee, 

( Antioch  College  (Mr.  Harmon) 

i 

! One  OF  THE  MANY  unsolved  problems  of 
^ modern  bioclimatology  is  the  precise  role 
j that  barometric  pressure  change  may  play 
I in  the  psychologic  and  physiologic  health  of 
I a community. 

j Pioneer  studies  by  Richter^  and  Petersen* 
I suggested  that  barometric  instability  was 
directly  associated  with  gross  mortality 
fluctuations  in  several  cities  of  the  United 
States.  Recent  work  by  Kutschenreuter* 
in  New  York  City  has  indicated  that 
frontal  passages,  among  other  weather 
variables,  are  closely  related  to  sharp 
fluctuations  in  daily  mortality. 

Other  than  these  investigations,  few 
attempts  have  been  made  in  this  country  to 
study  the  possible  association  between 
daily  changes  in  barometric  pressure  and 
daily  variations  in  mortality  from  specific 
; cause  groups.  The  principal  reasons  why 
• so  few  studies  of  this  type  have  been  at- 
tempted are:  First,  no  clear-cut  measure- 

^ ments  of  psychologic  or  physiologic  re- 
I sponse  to  pressure  changes  have  been  de- 
veloped for  a large,  heterogeneous  popula- 
tion; second,  barometric  pressure  change  in 

* This  work  was  supported  by  the  Division  of  Air  Pollu- 
tion, Bureau  of  State  Services,  Public  Health  Service, 
Department  of  Health,  Education,  and  Welfare,  Washington, 
D.C. 


itself  has  not  been  effectively  isolated  as  an 
independent  meteorologic  variable.  How- 
ever, before  any  attempt  may  be  made  to 
isolate  the  independent  effect  of  barometric 
pressure  changes  on  health,  investigations 
must  first  be  initiated  to  establish  precedents, 
to  point  up  suspect  causes,  to  test  method- 
ology, and  to  stimulate  the  interest  of 
physiologists,  epidemiologists,  and  meteor- 
ologists in  the  United  States  in  the  study  of 
this  problem. 

The  dual  purpose  of  the  present  study  is 
to  attempt  to  utilize  readily  available 
mortality  data  in  such  a way  that  specific- 
cause  groups  may  be  used  as  an  index  of 
psychologic  and  physiologic  responses  in  a 
large  population  and  then  to  compare 
these  mortality  indices  with  changes  in 
barometric  pressme.  It  is  realized  that 
barometric  pressure  change  as  such  is  not  an 
independent  meteorologic  variable  but  one  of 
the  more  important  indices  of  daily  weather 
variations  which  may  relate  to  community 
health. 

The  working  hypothesis  in  this  investiga- 
tion is  that  changes  in  barometric  pressure 
may  act  as  a possible  conditioning  or  cata- 
lytic force  which  may  precipitate  a total  re- 
sponse in  persons  with  psychologic  or 
physiologic  illness.  Such  a response  may 
be  enough  to  create  an  abnormal  increase  in 
daily  mortality  for  specific  causes. 

Investigations  by  Horvath,'*  Tholuch,® 
Yamaguchi,®  and  others  suggest  that  the 
mortality  causes  which  may  be  assumed  as 
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TABLE  I.  International  classification  of  mortality  causes  combined  into  six  groups 


Cii'culatory 

Diseases 

Respiratory 

Diseases 

Suicides 

Homicides; 
Self- 
Inflicted 
Injury 
( Excluding 
Execution ) 

Transportation  Other 

330-334 

240-241 

E810-E825 

E870-E888 

E970-E979 

E980-984 

400-402 

470-475 

E830-E835 

E890-E895 

410-416 

480-483 

E840-E845 

E900-E904 

420-422 

490-493 

E850-E858 

E910-E936 

430-434 

500-502 

E860-E866 

E940-E946 

440-447 

510-527 

E950-E965 

450-456 

460-468 

population  indices  of  psychologic  responses 
to  pressure  changes  are  suicides,  homicides, 
and  accidents  not  involving  and  accidents  in- 
volving transportation  equipment.  Studies 
by  Boles  and  Westerman,’  Chekin,*  Franke,  ® 
and  Sarre  and  Betz^“  indicate  that  the  cause 
groups  which  may  be  used  as  population 
indices  of  physiologic  response  are  diseases 
of  the  circulatory  system  and  diseases  of  the 
respiratory  tract.  Mortality  from  all  other 
causes  has  been  grouped  as  residual  and 
included  for  completeness.  The  Inter- 
national List  munbers  for  the  specific 
causes  included  in  these  groups  are  shown 
in  Table  I. 

Method 

Because  of  the  large  population  needed  for 
this  investigation,  the  daily  mortality  among 
residents  of  New  York  City  during  1958 
was  selected.  This  was  tabulated  from 
punch  cards  supplied  by  the  Bureau  of 
Records  and  Statistics  of  the  Health  Depart- 
ment of  the  City  of  New  York.  Total  num- 
ber of  deaths  used  was  over  84,000.  Daily 
changes  in  barometric  pressure  were  com- 
puted from  the  Local  Climatological  Data 
Sheet,  Battery  Place,  New  York  City, 
1958.  Changes  were  computed  by  sub- 
tracting the  barometric  pressure  observa- 
tion of  midnight  from  the  pressure  observa- 
tion of  the  preceding  midnight.  In  this 
way  the  pressure  change  was  contemporary 
with  the  mortality  recording  time. 

Two  methods  of  analysis  were  used; 
linear  correlation  and  analysis  of  variance. 
Simple  linear  correlations  were  computed 
between  changes  in  barometric  pressure  and 
daily  mortality  from  the  six  cause  groups. 


residual  causes,  and  total  mortality.  Cor- 
relation coefficients  were  computed  for 
each  month  and  for  the  year  1958.  The 
results  are  shown  in  Table  II. 

Results 

It  is  immediately  apparent  that  no 
consistent  linear  relationship  exists  between 
barometric  pressure  changes  and  mortality 
from  the  grouped  causes.  Although  an 
occasional  significant  result  was  obtained  for 
diseases  of  the  circulatory  and  respiratory 
systems,  transportation  accidents,  and  total 
mortaUty,  the  explained  variation  was 
extremely  low. 

The  results  in  themselves,  however,  do 
not  rule  out  the  possibility  of  a pressure- 
mortality  association.  On  the  contrary,  it 
may  be  expected  that  the  small  everyday 
changes  which  occur  in  barometric  pressiu'e 
would  not  precipitate  any  change  in  mortal- 
ity. Since  the  overwhelming  majority  of 
pressure  changes  are  small,  this  may  sub- 
merge any  relationship  between  extremes  in 
pressure  changes  and  increases  in  mortality. 

To  study  the  extremes,  a frequency 
distribution  was  tabulated  for  barometric 
pressure  changes.  The  six  major  areas 
under  the  curve  were  computed.  The 
results  are  graphically  presented  in  Figure  1. 
The  data  indicate  that  barometric  pressure 
changes  which  occurred  during  1958  were 
systematically  distributed  around  the  mean, 
and,  as  expected,  the  mean  change  was 
approximately  zero. 

Daily  mortality  for  the  six  groups, 
residual  causes,  and  total  mortality  were 
compiled  by  standard  deviations  under  the 
barometric  pressure  change  curve.  Since 
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FIGURE  1.  Frequency  distribution  of  changes  in 
daily  barometric  pressure  occurring  in  New  York 
City  in  1958. 


it  is  conceivable  that  an  increase  or  decrease 
in  pressure  may  each  produce  a separate 
psychologic  and  physiologic  response,  all 
six  standard  deviations  were  used.  These 
were:  pressure  decreases  and  increases  0 

to  1 standard  deviation  (S.D.)  from  the 
mean  (X  < 1 S.D.);  more  than  1 but  less 
than  2 S.D.  from  the  mean  (1  S.D.  < X 
< 2 S.D.);  and  2 or  more  S.D.  from  the 
mean  (X  > 2 S.D.).  Because  the  extremes 
are  of  particular  interest,  the  days  when 
pressure  decreases  or  increases  of  2 S.D. 
or  greater  occurred  may  be  considered 
significantly  different  from  normal.  An 
analysis  of  variance  was  computed  among 
the  six  means.  The  results  are  presented 
in  Table  III. 

Immediately  apparent  is  the  relation- 
ship between  days  with  extremes  in  baro- 
metric pressure  and  changes  in  daily  total 
mortality  and  mortahty  from  circulatory 
and  respiratory  disease.  Furthermore,  the 
distribution  suggests  that  extreme  decreases 
in  barometric  pressure  changes  are  associated 
with  the  greater  physiologic  response.  Other 
than  among  the  extreme  changes,  however, 
very  Httle  variation  is  noted  in  daily  mortal- 
ity for  other  areas  under  the  barometric 
pressure  curve.  Apparent  also  is  the  lack  of 
relationship  between  pressure  changes  and 
the  mortality  groups  which  were  assumed  to 
be  indices  of  psychologic  responses  to  pres- 
sure changes  in  the  population. 

Although  the  results  suggest  that  an 
association  exists  between  extremes  in 
barometric  pressure  changes  and  certain 
mortality  cause  groups,  this  may  have 
resulted  from  three  conditions:  random 

sampling  variation;  the  overt  association 
caused  by  the  contemporary  occurrence  of 
variation  in  total  mortality  and  barometric 
pressure  changes  which  are  unrelated;  and. 
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* The  1 per  cent  level  of  significance, 
t The  5 per  cent  level  of  significance. 


TABLE  III.  Analysis  of  variance  results  of  daily  mortality  that  occurred  on  days  grouped  by  standard  devia- 
tions in  increases  and  decreases  in  barometric  pressure  changes  in  New  York  City,  1958 


■Changes  in  Barometric  Pressure- 


Cause 

X>2 

SD 

X 

— Decreases 
1 S.D.  < 
(X)<2 
SD 
X 

(X)  1< 

SD 

X 

X 1< 
SD 
X 

Increases 
1 S.D. 
<X<2 
SD 
X 

X>2 
S D 
X 

F 

Ratio 

Circulatory  diseases 

155 

124 

122 

122 

130 

141 

7.06* 

Respiratory  diseases 
Accidents 

18 

12 

11 

12 

13 

12 

4.01* 

Transporation 

2 

2 

2 

2 

2 

2 

1.18 

Other 

5 

5 

5 

5 

5 

5 

0.78 

Suicides 

3 

2 

2 

2 

2 

3 

1.44 

Homicides 

1 

1 

1 

1 

1 

1 

0.75 

Residual 

88 

84 

84 

85 

84 

83 

0.31 

Total 

271 

231 

227 

230 

238 

246 

5.09* 

* The  1 per  cent  level  of  significance. 


as  pointed  out  earlier,  the  association  of 
other  weather  variables  which  occur  in 
conjunction  with  barometric  pressure 
changes.  The  association  in  extremes 
caused  by  random  sampling  variation  may 
be  solved  by  repeated  sampUng  of  other 
years.  The  other  two  factors,  however, 
may  be  investigated  by  using  the  data  of  the 
present  study. 

The  possible  false  association  caused  by 
concurrent  seasonal  variation  in  both  param- 
eters may  have  resulted  because  16  of  the 
18  days  in  1958  when  extreme  changes  in 
barometric  pressure  occurred  were  in  the 
months  of  November,  December,  January, 
and  February.  Since  mortahty  in  these 
months  is  known  to  be  high,  the  association 
may  have  been  one  of  magnitude  of  numbers 
rather  than  a direct  relationship.  This 
problem  could  have  been  minimized  had 
mortality  rates  been  computed  for  each 
day,  but  this  was  impossible  because  daily 
population  statistics  are  lacking.  To  min- 
imize this  problem,  cause-specific  death 
ratios  were  computed  for  each  day.*  By 
using  these  ratios,  the  total  number  of 
deaths  in  the  winter  months  was  made 
comparable  to  the  total  number  in  the 
summer  months,  allowing  cause-specific 
mortahty  to  be  studied  in  relation  to  its 
contribution  to  daily  mortality.  Daily 
death  ratios  per  1,000  deaths  were  computed 
for  each  cause  group.  The  data  were 
arranged  by  areas  under  the  barometric 
pressure  change  curve,  and  an  analysis  of 

♦ A discussion  of  death  ratios  may  be  found  in  publi- 
cations by  Pearl”  and  Lindner  and  Grove.” 


variance  was  computed.  The  results  are 
presented  in  Table  IV. 

The  data  indicate  that  the  conversion  of 
daily  mortality  to  death  ratios  resulted  in  a 
considerable  decrease  in  the  F ratio  for  every 
cause  group  except  the  residual  group. 
It  is  apparent,  however,  that  the  deaths 
from  circulatory  and  respiratory  diseases 
remain  related  to  changes  in  barometric 
pressure.  Extreme  changes,  particularly 
pressure  decreases,  again  are  associated 
with  the  greater  mortahty  ratios.  The 
pecuhar  distribution  indicated  for  residual 
mortahty  is  not  immediately  exphcable. 
Further  work  toward  duphcating  this  result 
wih  be  necessary  before  an  explanation  may 
be  attempted. 

As  stated  previously,  the  apparent  asso- 
ciation between  the  diseases  arbitrarily 
selected  as  indices  of  physiologic  responses  of 
the  population  and  extreme  changes  in  baro- 
metric pressure  may  be  entirely  spurious. 
Barometric  pressure  changes,  hke  ah  weather 
variables,  do  not  occur  independently  but 
are  accompanied  by  other  weather  changes. 
To  demonstrate  this  truism,  a 50  per  cent 
sample  of  changes  in  several  atmospheric 
variables  was  tabulated  from  the  Local 
Chmatological  Data  Sheet  for  1958.  The 
variables  selected  were:  dry  bulb  tempera- 
ture, wet  bulb  temperature,  relative 
humidity,  dew  point,  wind  speed,  per 
cent  possible  sunshine,  and  smoke  shade. 
Changes  in  the  first  four  variables  were 
computed  in  the  manner  outhned  previously 
for  barometric  pressmre.  Changes  in  the 
last  three  variables  were  similarly  computed 
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TABLE  IV.  Analysis  of  variance  results  of  daily  death  ratios  per  1,000  deaths  that  occurred  on  days  grouped 
by  standard  deviations  in  increases  and  decreases  in  barometric  pressure  changes  in  New  York  City,  1958 


Changes  in  Barometric  Pressure- 


Causes 

X > 2 
SD 
X 

— Decreases 
1 

SD  < (X) 
<2  SD 
X 

(X)  < 1 
SD 
X 

X < 1 
SD 
X 

—Increases- 

1 

SD  < X 
<2  SD 
X 

X > 2 
SD 
X 

F 

Ratio 

Circulatory  diseases 

568 

537 

534 

531 

545 

573 

4.33* 

Respiratory  diseases 
Accidents 

67 

51 

49 

52 

55 

47 

2.33* 

Transportation 

9 

9 

8 

7 

9 

6 

0.84 

Other 

19 

23 

22 

23 

24 

21 

0.55 

Suicides 

10 

9 

9 

11 

8 

10 

1.11 

Homicides 

2 

4 

5 

4 

4 

5 

0.87 

Residual 

326 

366 

373 

372 

355 

336 

4.88* 

* The  1 per  cent  level  of  significance. 


TABLE  V.  Analysis  of  variance  results  of  changes  in  seven  metecrologic  variables  that  occurred  on  days 
grouped  by  standard  deviations  in  increases  and  decreases  in  barometric  pressure  changes  in  New  York 

City,  1958 


Changes  in  Barometric  Pressure^ 


Variables 

X > 2 
SD 
X 

—Decreases— 
1 SD  < X 
< 2 SD 
X 

X < 1 
SD 
X 

X < 1 
SD 
X 

— Increases— 
1 SD  < X 
< 2 SD 
X 

X > 2 
SD 
X 

F 

Ratio 

Change  in  dry  bulb* 
(F.) 

-f  1.78 

4-  3.42 

-L 

.15 

- .34 

- .42 

-4.33 

4.58t 

Change  in  wet  bulb* 
(F.) 

-1-4.08 

4-4.16 

-h 

.73 

- 1.03 

- 3.70 

-5.47 

5.78t 

Change  in  relative 
humidity*  (per  cent) 

-1-21.83 

4-8.53 

-h 

5.03 

- 4.74 

- 5.61 

-16.33 

5.89t 

Change  in  dew  point* 
(F.) 

-1-9.00 

4-5.89 

-h 

2.06 

- 2.00 

- 5.36 

- 9.33 

7.22f 

Change  in  wind  speed** 
(m.p.h.) 

4-10.67 

4-2.53 

4- 

1.18 

- 2.44 

- 2.89 

- 7.67 

5.47t 

Change  in  possible  sun- 
shine** (per  cent) 

-55.00 

-34.10 

10.10 

+ 14.70 

+ 18.20 

+ 81.30 

12.56t 

Change  in  smoke 
shade**  (Gm.  cal./ 
cm.*) 

4-.  78 

4-. 51 

+ .51 

- .05 

- .41 

-1.46 

6.32t 

* Battery  Place  Station, 
t The  1 per  cent  level  of  significance. 
*♦  Central  Park  Station. 


but  from  the  average  daily  observations. 
The  data  were  arranged  by  areas  under  the 
barometric  pressure  change  curve.  The 
results  are  indicated  in  Table  V,  where  it  is 
evident  that  barometric  pressure  changes  are 
closely  related  to  changes  in  other  weather 
variables.  Furthermore,  as  with  mortality, 
it  is  the  extreme  changes  that  yield  the 
largest  differences. 

The  question  which  naturally  arises  from 
this  comparison  is  whether  the  association 
between  mortality  from  circulatory  and 
respiratory  diseases  and  barometric  pressure 
changes  occurred  independently  or  was  due 
to  the  interrelationship  of  other  weather 


variables.  This  same  question  arises  in 
every  bioclimatologic  study  where  at- 
mospheric measurements  are  used  as  in- 
dependent variables.  Whether  or  not  this 
problem  can  be  solved  outside  the  laboratory 
is  difficult  to  determine.  This  study,  as 
designed,  could  not  pinpoint  the  effect  of 
barometric  pressure  changes  alone  on  the 
psychologic  and  physiologic  health  of  a 
community.  An  attempt  has  been  made, 
however,  to  apply  the  concept  of  using  daily 
mortality  from  specific  causes  as  indices  of 
the  psychologic  and  physiologic  responses  of 
a large  population,  to  compare  these  assumed 
responses  to  changes  in  barometric  pressure. 
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and  to  point  out  any  associations  noted. 
In  doing  so,  it  is  hoped  that  the  precedent 
estabhshed,  the  causes  identified,  and  the 
technics  used  will  provide  an  impetus  for 
epidemiologists,  physiologists,  and  meteor- 
ologists to  study  this  complex  problem 
further. 

Summary 

The  dual  purpose  of  this  study  was  to 
attempt  to  utilize  daily  mortality  data  in 
such  a way  that  specific-cause  groups  could 
be  used  as  an  index  of  psychologic  and 
physiologic  responses  in  a large  population 
and  to  compare  these  assumed  indices  to 
contemporary  midnight-to-midnight  changes 
in  barometric  pressure. 

The  two  methods  of  analysis  used  were 
linear  correlation  and  analysis  of  variance. 

The  results  of  the  correlations  analysis 
indicated  that  little  consistent  linear  rela- 
tionship exists  between  mortality  and 
barometric  pressure  changes. 

The  analysis  of  variance  indicated  that 
extreme  changes  in  barometric  pressure 
(2  S.D.  or  greater)  were  associated  with 
increases  in  mortality  from  circulatory  and 
respiratory  diseases,  the  causes  assumed  as 
physiologic  responses  in  the  population. 
No  association  was  indicated  between  pres- 


sure changes  and  causes  assumed  as  psycho- 
logic responses. 

The  interrelationship  between  barometric 
pressure  changes  and  changes  in  seven  other 
weather  parameters  was  then  demonstrated, 
using  analysis  of  variance.  The  results 
indicated  that  pressure  changes  were  signifi- 
cantly related  to  changes  in  each  of  the 
weather  parameters  chosen. 
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cover  costs. 


1934  New  York  State  Journal  of  Medicine  / July  1,1963 


Electromagnetism 
and  Its  Effect 
on  the  Organism* 

GEORGE  H.  MICKEY,  PH.D.f 
Ridgefield,  Connecticut 

Cytogeneticist,  New  England  Institute 
for  Medical  Research 


The  exploration  of  space  presents  many 
problems  other  than  the  logistics  of  fuel, 
food,  and  atmosphere.  Earthly  organisms 
have  evolved  in  and  beneath  a protective 
atmosphere  and  magnetic  shield.  When 
man  soars  beyond  the  layers  of  this  atmos- 
pheric blanket  and  magnetic  shield,  he 
must  devise  artificial  means  of  protecting 
himself  against  such  factors  as  meteoritic 
encounters,  weightlessness,  lack  of  oxygen, 
and  excess  carbon  dioxide  and  especially 
against  the  various  electromagnetic  radia- 
tions and  high-energy  particles  of  space. 

Source  of  radiations 

In  the  field  of  bioastronautics  one  must 
consider  the  great  variety  of  penetrating 
radiations  in  the  extraterrestrial  environ- 
ment and  the  attenuation  of  the  radiations 
by  the  shielding  which  makes  up  the  wall  of 
the  space  craft.  In  addition  to  the  Van 
Allen  radiation  belts,  which  are  made  up  of 
energetic  electrons  and  protons  trapped  in 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Space  Medicine,  May  18,  1962. 
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IN  BiOASTRONAUTics,  a Variety  of  penetrating 
radiations  must  be  considered.  In  addition  to 
the  well-known  heat  effects  of  radio  frequency, 
effects  on  the  central  nervous  system  of  mam- 
mals have  been  demonstrated.  Other  non- 
thermal  effects  demonstrated  recently  include 
macromolecular  interactions,  denaturation  of 
proteins,  and  genetic  effects.  In  dividing 
garlic  cells,  radio  frequency  is  shown  to  cause 
chromosomal  aberrations  representing  a break- 
down in  the  genetic  mechanism  and  resulting 
in  death  of  the  cells.  In  the  fruit  fly  treated 
with  radio  frequency,  pathologic  changes  in 
the  eye  occurred,  and  the  frequency  of  induced 
sex-linked  recessive  lethal  and  visible  muta- 
tions was  significantly  higher  than  in  the  con- 
trols. A further  experiment  with  the  fruit  fly 
demonstrated  that  gamma  rays  and  radio 
frequency  acting  in  conjunction  are  far  more 
mutagenic  than  either  alone. 


the  geomagnetic  field,  there  are  immense  ion 
streams  interacting  with  the  earth’s  atmos- 
phere and  the  geomagnetic  field.  Large 
explosions  or  solar  flares  on  the  surface  of  the 
sun  give  rise  to  magnetic  storms,  cosmic  ray 
showers,  and  radio  emissions.  Stars  produce 
similar  disturbances.  The  primary  cosmic 
flux,  which  is  composed  of  corpuscular 
radiation  a milhon  times  more  energetic  than 
that  which  is  produced  by  the  largest  parti- 
cle accelerator,  showers  the  earth. 

Interactions  between  the  shield  and  radia- 
tions occur.  When  energetic  electrons  and 
protons  impinge  on  the  space  craft  shield, 
secondary  radiations  such  as  gamma  rays, 
electrons,  protons,  and  mesons  may  be  pro- 
duced.' The  primary  cosmic  ray  particles 
possess  energy  greater  than  the  binding 
forces  between  the  nucleons  in  nuclei;  hence 
they  collide  with  nuclei  to  produce  a shower 
of  secondary  radiation,  which  causes  much 
more  biologic  damage  than  a single  primary 
cosmic  ray.  ® 

Since  the  energy  available  from  nuclear 
reactions  is  enormously  higher  than  that 
from  chemical  reactions,  it  seems  inevitable 
that  the  estabhshment  and  maintenance  of 
manned  space  stations  and  planetary  bases 
will  require  nuclear  sources  of  power.  ^ 
When  this  occurs,  a still  greater  mass  of 
shielding  material  must  be  incorporated  to 
protect  the  occupants  from  radiations  arising 
from  the  power  source,  or  else  the  source 
must  be  moved  a greater  distance  from 
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personnel.  A significant  fraction  of  the 
energy  which  is  released  during  the  fission 
process  is  in  the  form  of  penetrating  radia- 
tion, specifically,  neutrons,  fission  gammas, 
and  fission  product  gammas.  Scatter  radia- 
tion also  constitutes  a major  problem  with 
the  use  of  a reactor  in  an  atmosphere.  ^ 

High-power  electronic  equipment  is  ca- 
pable of  radiating  two  potentially  hazardous 
radiations  in  the  electromagnetic  spectrmn; 
One  is  the  radio  frequency  output  for  which 
the  equipment  was  designed  and  the  other 
is  x-radiation.®  The  ever-increasing  output 
power  magnifies  the  microwave  hazards  as 
well  as  creates  a potential  hazard  of  x- 
radiation.  Many  current  microwave  gen- 
erators contain  components  whose  x-ray 
output  greatly  exceeds  that  of  any  industrial 
x-ray  generators.  These  x-rays  are  difficult 
to  measure  for  several  reasons,  one  of  which 
is  that  the  x-rays  are  generated  in  very 
short  pulses  of  extremely  high  intensity, 
while  the  average  x-ray  intensity  may  be 
relatively  low. 

Radiations  and  food 

One  proposed  source  of  nutrition  for 
extended  flights  of  man  and  beast  in  a space 
capsule  is  that  of  cultures  of  suitable  algae, 
which  would  serve  also  as  a means  of  using 
the  carbon  dioxide  breathed  out  by  animals 
and  of  providing  fresh  oxygen.  To  accom- 
plish this  goal,  a flying  interplanetary  green- 
house must  be  designed  which,  along  with 
other  environmental  controls — temperature, 
nutrient  salts,  nitrogen  and  carbon  sources, 
and  so  forth,  producing  a chemostat  or  a 
steady  state  environment  or  a closed  ecologic 
system — wiU  have  to  generate  its  own  il- 
lumination since  most  of  space  is  dark. 
(Possibly  there  is  enough  solar  illumination 
for  photosynthesis  as  far  as  Mars.)  This 
probably  will  require  a nuclear  power  source. 

The  algae  also  must  be  protected  against 
penetrating  radiations  because  they  can 
undergo  mutation  which  may  alter  drasti- 
cally their  production  of  oxygen  or  carbo- 
hydrates. As  a matter  of  fact,  one  of  the 
most  common  mutational  defects  of  green 
plants  is  alteration  of  the  chloroplasts  to 
produce  virescent  or  colorless  plants  or  plant 
parts.  Also  the  ability  to  reproduce  may 
be  impaired.  These  facts  are  important  in 
relation  to  data  on  mutational  effects  of 
radio  frequency  to  be  presented  later. 


Radio  frequency 

The  radio-frequency  portion  of  the  electro- 
magnetic spectrum  has  long  been  assumed 
to  have  no  biologic  effect  other  than  simple 
dielectric  heating,  more  conventionally 
known  as  diathermy.  The  short-wave 
radiations  (gamma  rays  and  x-rays)  produce 
ionization,  whereas  in  the  much  lower  radio 
frequencies  and  in  microwaves  the  energy  is 
too  low  to  produce  ionization;  thus,  the 
latter  are  nonionizing  radiations.  The  heat- 
ing effect  is  due  to  the  resistance  to  the 
electromagnetic  wave  passing  through  a 
“lossy”  dielectric.  A recent  review  by 
Jaski  and  Susskind^  summarizes  studies  of 
radiation  as  a tool  in  biology. 

The  heat  effects  of  radio-frequency  energy 
are  fairly  well  known.®  Living  tissue  con- 
verts into  heat  much  of  the  electromagnetic 
energy  it  absorbs.  It  has  been  thought 
that  the  tissues  of  the  eyes  and  testes  are 
most  seriously  affected  by  heat.  Irreversible 
damage  to  the  former  is  far  more  common 
than  to  the  latter,  but  eye  damage  may  be 
frequency-specific  and  in  part,  at  least, 
athermal  in  nature. 

Leary®  states  that  plant  and  animal  tissues 
react  to  radio-frequency  energy  like  a paral- 
lel resistive-capacitive  circuit.  At  low  fre- 
quencies, current  tends  to  bypass  the  rela- 
tively high  capacitance  of  the  cell  through 
the  conductance  of  the  electrol5rte  which 
surrounds  it.  As  the  capacitive  reactance 
drops  at  higher  frequencies,  the  current 
passes  into  the  ceU.  As  frequency  rises,  the 
dielectric  constant  of  the  ceU  materials 
drops  because  of  dispersion.  Major  drops 
appear  to  occur  at  about  100  cycles  per 
second,  100  kilocycles,  and  10,000  to  30,000 
megacycles.  The  form  and  orientation  of 
protein  molecules  in  tissue  constitute  compli- 
cating parameters. 

The  effects  of  radio-frequency  energy  on 
living  organisms  depend  on  several  factors, 
one  of  which  is  the  size  of  the  organism, 
since  radio  frequency  generaUy  penetrates 
between  a tenth  and  a hundredth  of  its 
wave  length  into  living  tissue.  The  amount 
of  power  which  is  absorbed  is  also  frequency- 
dependent,  and  the  interface  effect  is  an 
important  factor  in  the  biologic  effects. 

Effects  on  central  nervous  system  of 
MAMMALS.  Some  dramatic  effects  of  radio- 
frequency energy  on  the  central  nervous 
system  of  man  and  other  mammals  have 
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FIGURE  1.  Photomicrographs  of  polystyrene  spheres  (1.8-micron  diameter).  (A)  Random  arrangement 
prior  to  irradiation;  (B)  following  application  of  radio-frequency  energy,  showing  pearl-chain  formation, 
arranged  parallel  to  lines  of  force. 


been  reported.  Obrosov  and  Jasnogorodski® 
found  an  intermittent  electric  field  of  ultra- 
high  frequency  (15  kilowatts  at  50  mega- 
cycles, 10  microseconds  duration  alternating 
with  intervals  100  times  longer)  to  be  effec- 
tive in  retarding  the  central  nervous  system 
(hypotensive  effect).  Gordon  et  al.^°  re- 
ported that  frequency-dependent  changes  in 
both  functional  and  morphologic  traits  of 
rats  resulted  from  exposure  to  microwaves  of 
small  intensity  which  produced  no  heating. 
They  observed  hypotensive  effects  on  the 
central  nervous  system. 

Freyi*  obtained  convincing  evidence  that 
“the  human  auditory  system  can  respond  to 
electromagnetic  energy  in  at  least  a portion 
of  the  radio-frequency  spectrum  at  very  low 
power  densities  in  the  200  to  3,000  megacycle 
range.”  Frey  points  out  that  this  is  not 
acoustical  energy,  and  he  refers  to  it  as  “rf 
sound”  for  lack  of  a better  term.  Working 
with  chimpanzees  and  monkeys,  Baldwin,'^ 
at  the  National  Institutes  of  Health,  de- 
scribed striking  modifications  of  the  arousal 
center  in  the  brain  stem.  Depending  on  the 
orientation  of  the  animal’s  head  within  a 
tuned  resonant  cavity,  either  sleepiness  or 
extremely  rapid  death  resulted.  The  fre- 
quency range  was  from  200  to  400  mega- 
cycles, at  first  apphed  as  continuous  waves 
but  later  pulsed  at  10  microseconds  duration 
< and  1,000  pulses  per  second.  A power 
f density  of  100  watts  for  smaller  animals  up 
I to  800  watts  for  larger  ones  was  applied. 

^ Autopsies  of  the  kiUed  animals  revealed 
j histologic  lesions  in  the  arousal  center  of  the 
'!  brain  but  no  gross  changes.  There  exist 


questions  concerning  both  the  focusing  ef- 
fects and  the  thermal  effects  in  these  experi- 
ments. 

Finally,  we  have  personal  reports  from 
individuals  working  around  radio-frequency 
generators  in  our  laboratory  that  they  de- 
velop headaches  (some  duU,  some  intense) 
after  a brief  period. 

Nonthermal  effects.  Within  the  last 
three  years  a series  of  nonthermal  effects  of 
radio  frequency  have  been  demonstrated. 
These  include  macromolecular  interactions, 
denaturation  of  proteins,  and  genetic  effects 
ranging  from  chromosomal  aberrations  to 
mutations,  as  well  as  frequency-specific 
effects  in  terms  of  killing  viruses  and  micro- 
organisms without  affecting  the  host. 

Molecular  response  characteristics  of  pro- 
tein molecules  and  protein  lipid  complexes 
may  be  responsible  for  nonthermal  effects, 
according  to  Leary.*  These  responses  result 
from  the  movement,  orientation,  and  polar- 
ization of  the  molecular  constituents.  The 
side  groups  and  main  body  of  the  molecules 
may  be  electrically  polar;  thus  they  may 
be  oriented  by  a radio-frequency  field. 
Leary  postulates  that  if  aU  the  side  chains 
are  completely  oriented,  their  bonds  may  be 
broken  by  a shght  increase  in  field  strength. 
The  denaturation  of  living  tissue  in  this 
manner  seems  most  likely  to  occur  in  the 
100-  to  300-megacycle  range  and  need  not 
be  accompanied  by  a significant  thermal  rise, 
since  it  can  be  brought  about  by  high  peak 
powers  whose  average  value  is  not  great 
enough  to  produce  heating. 

One  athermal  effect  of  radio  frequency. 


1 
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FIGURE  2.  Living  Euglena,  single-celled  flagellate  organisms.  (A)  Oriented  at  random  on  microscope 
slide.  (B)  Oriented  parallel  to  radio-frequency  electromagnetic  field. 


that  of  pearl-chain  formation  of  dielectric 
pgud;icles,  has  drawn  the  attention  of  several 
investigators.  ^ ® Polystyrene  spheres,  car- 

bon particles,  starch  grains,  and  other  small 
particles  in  suspension  in  an  electromagnetic 
field  of  radio-frequency  energy  are  arranged 
parallel  to  the  lines  of  force.  This  phenom- 
enon is  illustrated  in  Figure  1.  Figure  lA 
is  a photomicrograph  of  polystyrene  spheres 
suspended  in  deionized  water  showing  ran- 
dom arrangement  on  the  slide;  in  Figure  IB 
the  spheres,  following  application  of  radio 
frequency,  show  pearl-chain  formation  and 
arrangement  parallel  to  the  field. 

Perhaps  the  most  striking  demonstration 
of  frequency  dependence  is  that  by  Bach 
and  his  associates'®"'*  who  showed  that 
changes  in  the  electrophoretic  pattern  and 
antigenic  reactivity  of  human  gamma  glob- 
ulin occurred  when  this  protein  was  exposed 
to  radio-frequency  energy  of  the  proper 
frequency  and  field  strength.  The  fre- 
quency depends  on  the  temperature  of  the 
solution,  but  mass  heating  of  the  medium 
has  no  relationship  to  the  changes.  Neither 
does  the  average  power  which  is  absorbed. 
The  specific  frequencies  were  13.1  to  13.6 
and  14.4  megacycles. 

We  now  examine  some  of  the  observations 
obtained  in  our  laboratory  which  are  inter- 
preted to  be  nonthermal  biologic  effects, 
some  of  which  have  been  described. 
Single-celled  organisms  orient  themselves  in 
relationship  to  the  electromagnetic  field. 
For  example,  protozoans  (Euglena)  align 
parallel  to  the  lines  of  force  at  a specific 
megacycle  range  (5  to  7 megacycles),  as 
illustrated  in  Figure  2,  and  at  right  angles 


to  the  lines  of  force  at  another  range  (27  to 
30  megacycles). 

Specific  organisms  respond  to  specific 
ranges  of  frequencies.  For  example,  Eu- 
glena responds  to  different  frequencies  from 
Paramecium  or  ameba  or  Colpidium.  Figure 
3 shows  Colpidium,  cihate  protozoans,  (A) 
randomly  arranged  before  treatment  with 
radio  frequency  and  (B)  oriented  in  the 
electromagnetic  field. 

The  observation  that  the  main  axis  of 
Paramecium  or  of  ameba  could  be  oriented  in 
one  direction  at  the  same  time  that  small 
asymmetrical  particles  in  their  cytoplasm 
could  be  aUgned  at  right  angles  led  us  to 
inquire  whether  or  not  subcellular  units  of 
the  cell  would  respond  differently  to  radio- 
frequency fields.  For  example,  could  the 
mitotic  mechanism  be  modified  to  produce 
genetic  changes? 

Effects  on  garlic  cells.  For  this  study 
the  rapidly  dividing  cells  in  the  meristem  of 
garlic  root  tips  were  chosen.  The  intact 
root  tips  were  exposed  to  radio  frequency 
while  they  were  immersed  in  water  in  a small 
compartment  for  periods  ranging  from  five 
minutes  to  eight  hours;  then  they  were 
permitted  to  recover  for  varying  lengths  of 
time  before  being  fixed  in  alcohol-acetic 
(3:1)  fixative.  The  tips  were  stained  in  toto 
either  by  the  Feulgen  reaction  or  with  aceto- 
orcein  stain,  and  then  they  were  spread  for 
squash  preparations.  The  cover  glasses 
were  sealed  with  wax  for  temporary  prepara- 
tions or  were  removed  with  dry  ice  and 
mounted  in  Euparal  for  permanent  shdes. 
The  recovery  periods  were:  zero  time,  five 

minutes,  twenty-four  hours,  and  forty-eight 


1938  New  York  State  Journal  of  Medicine  / July  1,  1963 


FIGURE  3.  UvingColpidium(ciliated  protozoans).  (A)  Randomly  arranged  on  microscope  slide  before  treat- 
ment. (B)  Oriented  in  radio-frequency  electromagnetic  field. 


FIGURE  4.  Fixed  normal  cells  of  control  root  of  garlic.  (A)  Metaphase  stage  showing  chromosomes 
arranged  in  center  of  cell  on  mitotic  spindle.  (B)  Anaphase  stage  showing  separation  of  daughter  groups 
of  chromosomes. 


hours  after  the  cessation  of  treatment  with 
radio  frequency.  The  control  root  tips  were 
fixed  at  the  same  intervals  and  were  stained 
identically.  The  conditions  of  treatment 
covered  a wide  range:  frequencies  from  5 

< to  40  megacycles,  pulse  duration  from  15  to 

< 30  microseconds,  repetition  rates  from  500 
( to  1,000  per  second,  and  voltages  from  250 
• to  6,000  peak  to  peak  per  centimeter. 

The  chief  effects  which  are  observed  in  the 
dividing  garlic  cells  are  sticky  chromosomes, 
' resulting  in  clumping  and  pyknosis  and 
numerous  chromosomal  bridges  during  ana- 
phase and  telophase,  chromosomal  fragmen- 
tation with  subsequent  loss  of  fragments. 


and  formation  of  micronuclei.  A normal 
metaphase  of  mitosis  in  a control  root  is 
shown  in  Figure  4A,  and  a normal  anaphase 
is  pictured  in  Figure  4B.  Abnormal  mitotic 
configurations  resulting  from  treatment  with 
radio  frequency  are  shown  in  Figure  5A,  an 
anaphase  with  several  chromosomal  bridges 
stretching  between  the  daughter  groups  of 
chromosomes,  and  in  Figure  5B,  which 
shows  another  anaphase  with  several  chro- 
mosomal bridges  and  numerous  fragments. 
A cell  containing  a large  nucleus  and  two 
small  micronuclei  which  have  resulted  from 
chromosomal  fragmentation  are  shown  in 
Figure  5C.  Many  cells  exhibit  extremely 


I 
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FIGURE  5.  (A)  Dividing  garlic  cell  following  treatment  with  radio  frequency,  showing  anaphase  stage  in 
which  several  chromosomal  bridges  stretch  between  daughter  groups  of  chromosomes.  (B)  Another 
anaphase  of  treated  garlic  cell  showing  several  chromosomal  bridges  and  numerous  fragments  produced. 
(C)  Treated  garlic  cell  after  mitosis  is  completed,  showing  resting  nucleus  and  two  adjacent  micronuclei 
which  are  result  of  chromosomal  fragmentation. 


dense  resting  nuclei,  many  of  them  pyknotic, 
with  badly  clumped  and  coalesced  chromo- 
somes, excessive  bridging,  and  fragmenta- 
tion. Obviously  these  abnormalities  culmi- 
nate in  the  death  of  the  cells  sustaining 
them;  such  chromosomal  aberrations  rep- 
resent a breakdown  in  the  genetic  mech- 
anism. 

Effects  on  Drosophila.  Since  radio- 
frequency  energy  exhibited  such  profound 
effects  on  the  chromosomes  of  dividing  plant 
cells,  it  was  desirable  to  test  its  efficacy  in 
producing  genetic  changes  in  an  organism 
with  which  genetic  crosses  could  be  per- 
formed readily.  The  fruit  fly.  Drosophila 
melanogaster,  was  selected  for  these  experi- 
ments. This  animal  exhibited  the  two  gen- 
eral categories  of  effect:  (1)  pathologic  or 

somatic  alterations  of  the  treated  individual 
(not  inherited)  and  (2)  the  inherited  changes 
brought  about  in  the  germ  cells  (mutations). 

One  pathologic  result  of  radio  frequency 
when  it  was  applied  to  adult  fruit  flies  was 
the  production  of  numerous  dark  red  or 
brownish  spots  in  the  eyes  of  treated  in- 
dividuals. In  some  individuals  only  one  eye 
was  affected,  in  others  both  eyes.  Many 
spots  were  small,  others  quite  large,  covering 
fully  half  the  compound  eye.  A normal, 
unaffected  eye  of  Drosophila  is  shown  in 
figure  6A,  and  a large  spot  in  the  eye  of  a 
treated  individual  is  pictured  in  figure  6B. 
No  spots  appeared  in  the  eyes  of  the  progeny 
of  these  flies,  although  they  were  bred  for 
several  generations. 

For  the  genetic  tests  the  experimental 
design  was  such  that  several  kinds  of  genetic 


alterations  could  be  detected;  dominant 
visible  mutations  in  the  first  generation  and 
sex-linked  recessive  lethal  mutations  and 
sex-linked  recessive  visible  mutations  in  the 
second  generation.  Adult  males  (wild-type 
Oregon-R  strain)  were  placed  in  a plastic 
compartment  1 cm.  square  and  were  treated 
in  air.  The  length  of  treatment  varied 
from  five  minutes  to  one  hour,  the  pulse 
width  from  30  to  50  microseconds,  the  fre- 
quency from  3 to  40  megacycles,  the  repeti- 
tion rate  from  500  to  1,000  per  second,  and 
the  voltage  from  800  to  3,000  peak  to  peak 
per  centimeter.  The  treated  males  were 
mated  to  virgin  females  of  the  MuUer-5 
stock  (“Base”  stock).  The  hybrid  daugh- 
ters (heterozygous  Fi  females)  were  mated 
individually  to  MuUer-5  males,  that  is,  a 
single  female  per  culture;  thus  each  culture 
represented  a test  for  one  treated  X chromo- 
some. 

The  results  of  these  experiments  showed 
the  frequency  of  induced  sex-linked  recessive 
lethal  mutations  to  be  significantly  higher 
than  that  in  the  controls;  experimental 
average,  0.32  per  cent,  versus  control  aver- 
age, 0.024  per  cent.  The  rate  of  sex-hnked 
recessive  visible  mutations  was  also  higher 
than  in  the  controls.  Among  the  visible 
mutations  induced  were;  rough  eyes,  blis- 
tered wings,  singed  bristles,  cut  wings,  yellow 
body  color,  and  dominant  Minutes. 

AU  of  these  mutations,  except  yellow  body 
color,  occurred  more  than  once,  indicating 
that  certain  gene  loci  are  more  susceptible 
to  change  by  radio  frequency  than  others. 
Blistered  wing  mutations  occurred  both  as 
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FIGURE  6.  (A)  Normal  eye  of  untreated  Drosophila  (fruit  fly).  (B)  Large  brown  spot  on  antercdorsal 
margin  of  eye  of  Drosophila  subjected  to  radio  frequency  for  one  hour,  20  megacycles,  500  pulses  per  second 
of  15  microseconds  duration  at  about  1,200  volts  peak  to  peak  per  centimeter. 


dominant  and  as  recessive  mutations.  The 
rate  of  dominant  Minutes,  a general  genetic 
aberration  affecting  size  of  bristles,  hatch- 
abibty,  viabibty,  fertility,  and  other  traits, 
which  probably  always  results  from  small 
deficiencies  or  small  duplications  of  chromo- 
some material,  was  much  higher  in  experi- 
mental groups  than  in  the  controls.  Many 
mosaics  appeared  also  (mosaics  are  indi- 
viduals with  altered  traits  in  some  parts  of 
the  body  but  not  in  other  parts).  Some  of 
these  proved  to  be  gonadal  mosaics  as  well; 
that  is,  the  mutation  was  present  in  only 
some  of  the  reproductive  cells  but  not  in 
others. 

Radio  frequency  and  gamma  rays 

Radio  frequency  was  combined  with  ir- 
radiation by  gamma  rays  in  one  experiment 
to  determine  whether  their  action  was 
independent  or  interdependent.  The  wild- 
type  male  flies  were  subjected  to  radio-fre- 
quency treatment  for  one  hour  at  20  mega- 
cycles, 15  microseconds,  500  pulses  per 
second,  and  3,000  volts  peak  to  peak  per 
centimeter;  subsequently  (forty-five  minutes 
later)  they  were  irradiated  with  approxi- 
mately 3,000  r of  gamma  from  a cesium-137 
source  (660  kilovolts,  about  1,200  to  1,500 
per  hour).  The  irradiated  males  were 
mated  to  virgin  females  of  the  Muller-5 
stock  as  before,  and  the  sex-linked  recessive 


lethal  mutations  were  picked  up  in  the 
second  generation.  The  rate  for  the  com- 
bined treatment  was  7.92  per  cent  (corrected 
for  spontaneous  mutations)  as  compared 
with  5.98  per  cent  for  gamma  alone  and 
0.32  per  cent  for  radio  frequency  alone. 
The  differences  are  highly  significant  and 
show  that  gamma  rays  and  radio  frequency 
acting  in  conjunction  are  far  more  mutagenic 
than  either  alone.  Two  disruptive  forces 
acting  concurrently  on  biologic  material 
might  be  expected  to  potentiate  each  other’s 
effects,  but  with  a forty-five-minute  interval 
between  their  application  the  results  are 
unexpected  and  probably  even  more  sig- 
nificant. 

Conclusion 

We  do  not  know  how  the  radio  frequency 
may  interact  with  other  radiations  or  under 
other  conditions.  The  radiation  field  inside 
a rocket  or  satellite  will  consist  of  a mixture 
of  aU  kinds  of  radiations,  including  primary 
and  secondary  cosmic  rays,  gamma  rays  and 
x-rays,  electrons,  nucleons,  fast  and  slow 
neutrons,  high-energy  protons,  recoil  elec- 
trons, alpha  particles,  and  mesons,  as  well 
as  radio  frequency  and  microwaves.  The 
composition  and  energy  distribution  will  be  a 
function  of  the  primary  field,  the  shielding, 
and  the  total  interior  of  the  chamber. 

In  addition  to  the  damaging  reactions  of 
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nerve  cells  to  ionizing  radiations  passing 
through  the  hypothalamus,  the  potentiating 
or  synergistic  effects  of  near  infrared  rays, 
radio  frequency,  and  microwaves  must  be 
considered.  Not  only  the  immediate  func- 
tional impairment  of  the  central  nervous 
system  and  other  organs  but  also  the  long- 
term detriment  to  biologic  systems,  par- 
ticularly genetic  damage  to  reproductive 
tissues,  should  be  studied. 
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February  2 Journal  of  the  American  Medical 
Association.  A principal  source  of  trichinosis  is 
uncooked  garbage  fed  to  hogs.  The  disease  can 
be  prevented  by  cooking  uncured  pork  at  least 
half  an  hour  per  pound. 

There  were  306  cases  of  trichinosis  reported  in 
1961  and  160  in  1960,  the  editorial  said.  While 
these  figures  seem  to  indicate  that  the  disease  is 
uncommon,  all  of  the  cases  may  not  have  been 
reported. 
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W ith  the  increasing  use  of  atomic 
reactors,  both  in  industry  and  in  the  labora- 
tory, medical  centers  may  be  confronted, 
at  one  time  or  another,  with  the  responsibil- 
ity of  providing  care  for  individuals  who 
have  been  exposed  accidentally  to  large  doses 
of  ionizing  radiation.  Thermonuclear  war- 
fare, with  its  mass  casualties  who  have 
simultaneously  suffered  traumatic  and  blast 
injuries,  flash  burns,  and  exposure  to  varying 
amounts  of  radiation,  is  an  ever-present 
specter.  There  can  be  no  doubt  that  these 
patients  will  require  analgesia  for  pain 
relief  as  well  as  anesthesia  for  surgery. 

It  was  recognized  very  quickly  that 
anesthetics,  analgesics,  and  similar  de- 
pressants which  were  administered  prior  to 
exposure  offered  some  protection,  in  animals, 
against  the  lethal  effects  of  radiation. 
Burdick®  was  the  first  to  recognize  that  this 
might  not  be  the  case  if  anesthesia  were 
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ANESTHETIC  AGENTS  Were  shown  to  have  an 
adverse  effect  on  mice  exposed  previously  to 
ionizing  radiation.  The  increase  in  mortality 
was  proportional  to  the  dose  of  total  body 
radiation.  Divinyl  ether,  even  in  a concen- 
tration which  failed  to  induce  anesthesia,  was 
associated  with  a uniformly  high  incidence  of 
mortality.  Halothane  was  associated  with  a 
low  mortality  in  the  early  postirradiation 
period,  while  diethyl  ether  appeared  safer  two 
or  more  weeks  after  exposure. 


administered  sometime  after  the  animals 
were  exposed  to  ionizing  radiation.  All  the 
available  information  is  derived  from  animal 
studies.  The  injuries  in  those  major  ac- 
cidents which  have  occurred  in  connection 
with  testing  programs  were  due  to  the  action 
of  radiation  alone  and  were  not  complicated 
by  the  combined  effects  of  blast  and  heat.®~^“ 
In  the  one  instance  in  which  combined 
injury  did  occur,  death  was  instantaneous. 
The  absence  of  any  adequate  records  has 
made  it  impossible  for  the  Atomic  Bomb 
Casualty  Commission  to  gather  any  in- 
formation regarding  the  effects  of  anesthesia 
in  the  victims  of  the  atomic  explosions  in 
Japan.  “ 

It  was  in  an  attempt  to  determine  if  prior 
irradiation  modified  the  response  to  an- 
esthesia or  if  any  anesthetic  or  anesthetics 
were  associated  with  an  abnormally  high 
or  low  mortality,  following  radiation,  that 
these  studies  were  carried  out. 

Methods 

Several  thousand  male  Swiss  mice,  weigh- 
ing from  18  to  22  Gm.  each,  were  employed 
throughout  the  experiment.  None  of  the 
unanesthetized,  unirradiated  animals  died 
during  a sixty-day  control  period  of  ob- 
servation. 

The  mice  which  were  to  be  irradiated 
were  placed  in  a partitioned  plastic  con- 
tainer in  groups  of  twenty.  Each  mouse  was 
placed  in  its  own  compartment  of  the  box, 
thereby  preventing  grouping  of  the  animals 
and  insuring  that  each  received  the  intended 
dose  of  total  body  radiation.  The  animals 
were  irradiated  by  a conventional  radio- 
therapy machine  utilizing  the  following 
factors:  250-kilovolt  potential,  15  miUi- 
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FIGURE  1.  Dose  response  curve  relating  thirty- 
day  mortality  to  dose  of  total  body  radiation. 


amperes,  and  1-mm.  aluminum  and  0.5-mm. 
copper  filtration.  The  half-value  layer  was 
1.5  mm.  of  copper.  With  a target  skin 
distance  of  70  cm.,  the  dose  rate,  in  air,  was 
52  r per  minute.  Repeated  calibration 
insured  the  accuracy  of  the  dosage.  A dose- 
response  curve,  relating  mortality  at  thirty 
days  to  the  amount  of  radiation  delivered 
was  constructed  (Fig.  1).  The  thirty-day 
LD5  (lethal  dose  for  5 per  cent)  of  350  r, 
the  LD25  of  450  r,  and  the  LD95  of  750  r were 
selected  for  study  with  the  anesthetic 
agents.  In  retrospect,  the  inclusion  of  the 
latter  group  was  unrealistic.  The  mortality 
in  these  animals  was  so  high  that  it  became 
economically  impossible  to  prolong  the 
study  beyond  seven  days  postanesthesia. 

A chamber  for  the  anesthetization  of  small 
animals  with  a known,  reproducible  con- 
centration of  anesthetic  agent  was  designed 
and  fabricated.  This  chamber  provided 
for  constant  circulation  of  the  gas  mixtures 
whether  they  were  explosive  or  nonexplosive 
in  nature.  Volatile  anesthetics  were  ad- 
ministered from  a Peterson  ether  drip  placed 
in  the  circulating  air  stream.  Gases  were 
added  through  a port  in  the  side  of  the 
chamber.  Initially,  room  air  was  used  in 
the  chamber  since  it  was  felt  that  only 
the  simplest  equipment  would  be  available 
in  disaster  areas.  As  the  study  progressed, 
oxygen  was  added  to  determine  if  the 
mortality  could  be  decreased  in  this  manner. 
In  all  the  experiments  the  oxygen  concentra- 
tion was  monitored  continuously  with  a 
Beckman  oximeter.  The  carbon  dioxide 
absorption  was  accomplished  with  Baralyme 


placed  in  a compartment  in  the  floor  of  the 
chamber. 

Utilizing  this  apparatus,  groups  of  mice 
were  anesthetized  with  6 per  cent  divinyl 
ether,  6 per  cent  diethyl  ether,  1.5  per  cent 
halothane,  1.8  per  cent  trichlorethylene, 
and  18  per  cent  cyclopropane.  In  the  latter 
instance,  oxygen  was  added  to  the  chamber 
in  sufficient  quantity  to  provide  a concentra- 
tion of  20  to  25  per  cent.  It  was  impossible 
to  study  the  effects  of  nitrous  oxide  since 
mice  cannot  be  anesthetized  without  em- 
ploying subhypoxic  concentrations  of  this 
agent.  This  has  been  confirmed  recently 
by  other  investigators. The  concentra- 
tion of  the  anesthetics  within  the  chamber 
was  calculated  in  the  usual  manner  and 
was  checked  periodically  by  gas  chromatogra- 
phy. The  concentrations  which  were  em- 
ployed produced  light  surgical  anesthesia 
in  the  control  animals.  No  anesthetic 
deaths  occurred  during  the  forty-five-minute 
period  of  exposure,  and  there  was  no  as- 
sociated mortality  in  the  thirty-day  period 
of  observation  following  anesthesia. 

Pentobarbital  (Nembutal),  30  mg.  per 
kilogram,  thiopental  sodium  (Pentothal 
sodium),  70  mg.  per  kilogram  or  meperidine 
hydrochloride  (Demerol),  25  mg.  per  kilo- 
gram, was  injected  intraperitoneaUy  into 
groups  of  mice  with  and  without  prior  x- 
radiation.  There  was  no  mortality  as- 
sociated with  these  dosages  in  the  control 
animals.  The  sleeping  time  (return  of 
righting  reflex)  was  determined  in  those 
animals  who  had  received  barbiturates. 

All  drugs  were  administered  to  the 
irradiated  animals  on  the  first,  second, 
fourth,  seventh,  fourteenth,  twenty-first,  or 
twenty-eighth  day  postirradiation.  The 
animals  which  were  exposed  to  750  r were 
anesthetized  on  the  first,  second,  fourth,  or 
seventh  day. 

To  simplify  analysis  of  the  results,  the 
drugs  were  administered  to  groups  of  10 
mice.  Several  such  groups  were  utilized 
for  each  agent  with  a comparable  number 
of  irradiated  unanesthetized  and  anesthetized 
unirradiated  groups  serving  as  controls. 
The  statistical  significance  of  the  results  was 
determined  by  the  chi-square  test.* 

Representative  animals  of  each  group 

* In  the  accompanying  figures  the  probability  is  included 
as  follows:  1 dot,  significant  at  the  5 per  cent  level;  2 dots, 
significant  at  1 per  cent;  and  3 dots,  significant  of  0.1  per 
cent. 
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FIGURE  2.  Effect  of  diethyl  ether,  divinyl  ether, 
and  halothane  on  mortality  of  animals  exposed  to 
350  r.  Solid  area  indicates  death  under  anesthesia. 

were  subjected  to  gross  and  microscopic 
pathologic  examination. 

Results 

350  ROENTGENS.  When  mice,  irradiated 
with  an  LDs,  were  anesthetized  subsequently 
I with  divinyl  ether,  diethyl  ether,  or  halo- 
I thane,  an  increase  in  the  mortality  over 
' control  values  was  observed  (Fig.  2). 

This  increase  was  greatest  following  divinyl 
i ether.  The  administration  of  this  com- 
I pound  seven  or  more  days  following  irradia- 
I tion  resulted  in  the  death  of  10  to  30  per 
I cent  of  the  animals  during  the  forty-five- 
I minute  period  of  anesthetization.  No  other 
' drug  studied  was  associated  with  failure  to 
I survive  the  anesthetic  period. 

When  the  thirty-day  mortalities  produced 
1 by  the  three  inhalation  agents  are  com- 
pared, it  becomes  obvious  that  on  the  first 
I postradiation  day  and  after  the  fourteenth 
[ postradiation  day  there  is  no  statistically 
significant  difference.  On  the  second, 
i fourth,  and  seventh  postradiation  days 
there  is  no  difference  between  diethyl  ether 
and  halothane.  When  these  two  agents 
are  compared  with  divinyl  ether,  the  in- 
crease in  mortality  which  was  associated 
with  the  latter  is  significant  at  the  0.1  per 
<1  cent  level  on  the  second  day  and  at  the  1 
'I  per  cent  level  at  the  fourth  and  seventh 
jj  days. 

Of  the  parenterally  administered  agents. 


25mgm./ kgm.  70mgm./kgm.  30mgm./kgm. 

FIGURE  3.  Mortality  following  barbiturates  and 
meperidine  hydrochloride  in  animals  irradiated 
with  an  LDs. 

meperidine  hydrochloride  and  pentobarbital 
did  not  significantly  increase  the  mortality  at 
this  level  of  radiation  (Fig.  3).  Thiopental 
sodium  on  the  other  hand  increased 
markedly  the  number  of  deaths  when  it  was 
administered  on  the  second,  fourth,  or 
twenty-first  day  postirradiation.  When  the 
two  barbiturates  are  compared,  however, 
it  is  found  that  this  difference  is  of  signif- 
icance (1  per  cent)  only  on  the  second  and 
fourth  days.  The  return  of  the  righting 
reflex  was  not  prolonged  in  these  animals. 

450  ROENTGENS.  When  the  dose  of  total 
body  radiation  was  increased  to  450  r 
(Fig.  4),  the  mortality  was  increased 
markedly.  There  is  no  question  that  under 
the  conditions  of  the  experiment,  cyclopro- 
pane was  associated  with  the  least  deviation 
from  the  control  group.  Divinyl  ether, 
again,  was  associated  with  the  highest 
over-aU  mortality  as  well  as  with  a signif- 
icant incidence  of  death  during  anesthesia. 
A comparison  of  the  agents  indicates  that, 
other  than  for  cyclopropane  and  trichlor- 
ethylene,  there  is  no  significant  difference  in 
thirty-day  survival  when  animals  are  an- 
esthetized on  the  first  postirradiation  day. 
Thereafter,  the  results  are  variable.  The 
mortality  following  trichlorethylene  is  ex- 
tremely high  if  the  agent  is  administered 
seven  or  more  days  after  exposure  to  radia- 
tion. This  is  true  of  halothane  on  or  after 
the  twenty -first  day.  The  highest  mortality 
following  diethyl  ether,  on  the  other  hand,  is 
found  on  the  fourth  through  the  fourteenth 
days.  Thereafter,  the  mortality  decreases 
sharply.  The  decreased  number  of  deaths 
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B MEPERIDINE  THIOPENTAL  PENTOBARBITAL 
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FIGURE  4.  450  r.  (A)  increase  in  mortality  induced  by  anesthetic  agents  following  450  r.  Anesthetic 
mortality  indicated  by  solid  area.  (B)  Survival  of  animals  irradiated  with  450  r and  treated  subsequently 
with  thiopental  sodium,  pentobarbital,  and  meperidine  hydrochloride. 


associated  with  diethyl  ether,  at  this  time, 
as  opposed  to  divinyl  ether,  halothane,  and 
trichlorethylene,  is  significant  at  the  0.1 
per  cent  level,  whereas  the  difference  be- 
tween ether  and  cyclopropane  is  of  no 
statistical  significance.  During  the  first 
and  second  weeks  postexposure,  halothane 
appears  to  be  the  safest  of  the  volatile  agents 
which  were  examined;  after  this  time  it 
relinquishes  its  position  to  diethyl  ether. 

As  is  the  case  with  the  volatile  agents,  the 
mortality  following  the  administration  of  the 
fixed  parenterally  administered  agents  in- 
creases as  the  dose  of  radiation  increases 
(Fig.  4B).  No  significant  difference  could 
be  demonstrated  between  pentobarbital  and 
its  thio-  derivative  at  this  level  of  irradiation. 
The  sleeping  time  following  both  of  these 
drugs  was  increased  threefold  over  that 
which  was  observed  in  the  control  animals. 

750  ROENTGENS.  The  mortality  following 
anesthesia  in  mice  who  received  a thirty- 
day  LD95  was  such  as  to  make  it  impossible 
to  anesthetize  these  animals  beyond  the 
seventh  day  postirradiation  (Fig.  5).  The 
death  rate  in  the  control  animals  was  so 
high  that  the  data  which  are  presented, 
even  though  they  demonstrate  significant 
increases,  tail  to  demonstrate  the  magnitude 
of  the  gross,  uncorrected  death  rate.  This 
approached  100  per  cent  in  many  groups. 
Once  again,  a significant  number  of  deaths 
under  anesthesia  occurred  with  divinyl 
ether.  Other  animals  awoke  from  anesthesia 
on  being  removed  from  the  chambers. 
The  sleeping  time  following  the  barbiturates 


was  prolonged,  but  not  beyond  the  threefold 
increase  which  was  seen  at  450  r. 

Oxygen  concentration.  The  lowest 
oxygen  tensions  which  were  observed  in  the 
inspired  atmosphere  within  the  chambers 
was  145  mm.  Hg  when  7 per  cent  ether  was 
volatilized.  Although  this  was  thought  to 
be  adequate,  it  was  decided  nevertheless  to 
determine  the  effects  of  increased  ambient 
oxygen  tensions.  Consequently,  the  cham- 
bers were  flushed  with  oxygen  until  a 
partial  pressure  of  350  to  450  mm.  Hg  of 
oxygen  was  achieved.  The  chambers  were 
then  sealed.  Diethyl  and  di vinyl  ether, 
sufficient  to  achieve  a concentration  of  6 and 
7 per  cent,  was  added.  As  can  be  seen  from 
Figure  6,  the  results  were  in  no  way  affected. 

Altered  concentration.  Although  the 
experimental  design  was  such  as  to  demon- 
strate sensitivity  by  examining  the  response 
to  a fixed  dose  of  anesthetic,  the  effects  of 
decreasing  the  concentration  of  the  agent 
was  determined  also  (Fig.  7) . A decrease  in 
the  diethyl  ether  concentration  from  7 to  6 
per  cent  was  associated  with  a decrease  in 
the  mortality  that  was  significant  at  the  5 
per  cent  level.  When  a further  decrease  to 
5 per  cent  ether  was  made,  the  mortality  was 
decreased  markedly  (significantly  at  0.1  per 
cent).  Light  surgical  anesthesia  was  pro- 
duced with  this  concentration  in  the  ir- 
radiated animals.  It  is  noteworthy  that  the 
controls  were  not  anesthetized  by  this  dose. 

When  divinyl  ether  was  examined  in  this 
way,  no  significant  decrease  in  the  mortality 
was  seen.  This  agent  in  a concentration  of 
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FIGURES.  750  r.  (A)  Effect  of  volatile  anesthetics 
Black  area  indicates  failure  to  survive  period  and 
administered  drugs  in  animals  previously  radiated 


25mgm./kgm.  TOnigm./  kgm.  30ingm./  kgm. 

n seven-day  survival  of  animals  irradiated  with  750  r. 
nesthetization.  (B)  Mortality  following  parenterally 
Mth  an  LD95. 


4 per  cent  did  not  induce  anesthesia;  how- 
ever, it  did  result  in  a mortality  rate  which 
was  comparable  to  that  which  was  produced 
by  a 7 per  cent  concentration. 

Comment 

Anesthetic,  analgesic,  and  hypnotic  drugs 
have  an  adverse  effect  on  mice  who  have 
been  exposed  previously  to  ionizing  radia- 
tion. The  greater  the  dose  of  total  body 
irradiation  is,  the  greater  is  the  mortality 
which  is  induced  by  these  compounds  when 
a comparison  is  made  with  irradiated  but 
unanesthetized  control  animals.  Divinyl 
ether,  even  in  a concentration  which  failed 
to  induce  anesthesia,  was  associated  with  an 
extremely  high  mortality  at  all  levels  of 
total  body  irradiation.  Young  and  his 
coworkers*®  found  that  both  trifluoroethyl 
vinyl  ether  and  chloroform  were  associated 
with  a low  incidence  of  survival.  These 
investigators  and  others  consider  this  to  be 
secondary  to  Uver  damage.  While  this  may 
explain  the  over-all  high  mortality,  it  does 
not  account  for  the  relatively  high  incidence 
of  death  during  anesthesia  which  was 
observed  with  divinyl  ether. 

Under  the  conditions  of  the  experiment, 
cyclopropane  anesthesia  was  associated  with 
a uniformly  low  incidence  of  mortality. 
A similar  finding  has  been  reported  by 
others.*®'*®  Wilson,*®  however,  found  that 
when  cyclopropane  was  given  seven  days 
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FIGURE  6.  Effect  of  increased  oxygen  concentra- 
tion on  survival  following  6 and  7 per  cent  divinyl 
ether. 


postirradiation,  it  increased  the  mortality 
somewhat.  These  results,  however,  are 
open  to  question  since  there  were  several 
preanesthetic  deaths  in  this  group.  Ex- 
traneous factors  as  a cause  of  death,  there- 
fore, cannot  be  ruled  out.  Halothane  is 
associated  with  low  mortality  in  the  early 
postirradiation  period,  whereas  diethyl  ether 
appears  to  be  safer  two  or  more  weeks 
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FIGURE  7.  Change  in  mortality  with  varying  con- 
centrations of  diethyl  and  divinyl  ether. 


following  exposure.  These  results  are  at 
odds  with  those  which  were  presented 
recently  by  Young  et  This  discrepancy 
probably  can  be  explained  by  the  difference 
in  the  design  of  the  two  experiments.  In 
an  attempt  to  duplicate  clinical  conditions, 
Young  et  kept  the  anesthetic  level  as 
light  as  possible,  and  the  concentration  of 
anesthesia  which  was  required  was  not 
determined.  In  the  series  of  experiments 
we  have  described  the  intent  was  to  deter- 
mine if  sensitivity  to  anesthesia  did  occur 
in  irradiated  animals.  Therefore,  a con- 
stant dose  level  was  employed.  Similar 
observations  have  been  made  both  in  dogs 
and  in  pigs.^^  Irradiated  rats  which  have 
been  subjected  to  burns  are  least  sensitive 
to  ether,  but  they  are  exquisitely  sensitive  to 
chloroform.  Halo  thane  occupies  an  inter- 
mediate position.!*  From  the  point  of 
view  of  the  anesthesiologist,  however,  this 
experiment  was  not  well  controlled,  and  the 
results  must  be  interpreted  with  caution. 

The  increased  mortality  following  thio- 
pental sodium,  as  well  as  the  prolongation 
of  sleeping  time,  has  been  described  pre- 
viously.* This,  together  with  the  cardio- 
vascular depression  induced  by  the  ultra- 
short-acting  barbiturates,  has  led  the 
Russian  workers  to  reject  the  use  of  intra- 
venous thiobarbiturates  for  surgery  in 


patients  who  have  been  exposed  previously 
to  radiation.!* 

The  suggestion  has  been  made  that  light 
anesthesia  balanced  with  relaxants  may  be  of 
value  in  the  irradiated  human  being.’* 
There  is  little  doubt  that  decreasing  the 
concentration  of  anesthetic  decreases  the 
mortality.  The  effects  of  muscle  relaxants 
in  irradiated  subjects,  however,  remains  an 
unknown  quantity.  In  view  of  the  metabolic 
and  enzymatic  alterations  which  accompany 
radiation  sickness,  it  is  not  unlikely  that 
prolonged  paralysis  will  follow  the  usually 
employed  doses  of  relaxants. 

The  mechanism  of  the  increased  sensitiv- 
ity which  is  observed  remains  unknown. 
Gross  and  microscopic  examinations  of 
autopsy  material  have  failed  to  reveal  any 
differences  that  might  account  for  the  ob- 
tained results. 

These  experiments  are  being  expanded 
currently  to  include  larger  animals  in  an 
attempt  to  demonstrate  the  physiopathology 
of  the  altered  response  to  anesthesia. 

Summary 

Anesthesia  which  is  administered  to 
irradiated  mice  increases  the  mortality  above 
that  which  is  seen  in  x-irradiated  but  un- 
anesthetized animals.  The  increase  in  mor- 
tality is  proportional  to  the  dose  of  total 
body  radiation. 

Divinyl  ether  is  associated  with  the  highest 
over-all  mortality  and  cyclopropane  with  the 
lowest.  Decreasing  the  concentration  of  di- 
ethyl ether  decreases  the  mortality.  This  is 
not  true  of  divinyl  ether,  even  in  concentra- 
tions which  do  not  produce  surgical  anes- 
thesia. The  cause  of  the  increased  mortality 
remains  unknown. 
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Discussion 

S.  H.  Ngai,  M.D.,  New  York  City.  Dr. 
Zauder  and  Dr.  Orkin  are  to  be  congratulated 
for  their  fine  and  extensive  survey  on  this 
important  subject.  The  differences  among 
various  anesthetic  agents  in  their  effects  on 
the  mortality  from  total  body  radiation 
as  weU  as  the  time  factor  have  been  de- 
lineated carefully. 

From  the  results  which  were  presented, 
there  is  no  doubt  that  in  mice  the  suscepti- 
bility to  anesthetic  agents  was  increased 
after  total  body  radiation  even  at  the 
LDs  level  (350  r).  With  higher  doses  of 
radiation  the  animals  became  more  sus- 
ceptible to  aU  except  one  of  the  anesthetic 
agents  studied.  Also,  they  became  more 
susceptible  sooner  after  radiation  with 
LD26  than  with  LD5  dose  levels.  As  Dr. 
Zauder  and  Dr.  Orkin  have  stated,  the 
mechanism  for  the  increased  sensitivity  to 
anesthetic  agents  in  the  irradiated  animals 
remains  unknown.  However,  with  the  avail- 
able data  on  the  physiologic  effects  of  total 
body  radiation,  I wonder  if  the  authors 
might  attempt  to  correlate  the  increased 
sensitivity  to  anesthetics  with  some  of 
these  physiologic  changes.  For  instance,  it 
has  been  shown  that  in  rats  a reduction  in 
caloric  intake  and  body  weight  occurs 
following  radiation  exposure  to  relatively 
low  dose  levels.  In  one  study®  the  food 
intake  was  reduced  by  half  for  from  four  to 
eight  days.  It  is  conceivable  that  the 


poor  nutritional  status  of  these  animals  may 
have  contributed  to  the  increased  sensitivity 
to  anesthetic  agents. 

Among  other  physiologic  effects  of  radia- 
tion, a few  factors  may  be  of  importance  in 
this  connection.  Edema  of  the  central 
nervous  system  with  an  increase  in  the 
sodium  concentration  and  a decrease  in  the 
potassium  concentration  in  the  brain  has 
been  demonstrated.  Nausea  and  vomiting 
and  diarrhea  with  the  resultant  dehydration 
can  occirr  because  of  injury  to  tbe  gastro- 
intestinal tract.  Radiation  damage  to  the 
liver  may  explain  the  prolonged  sleeping 
time  following  the  administration  of  meperi- 
dine hydrochloride,  thiopental  sodium,  and 
pentobarbital. 

Some  other  physiologic  changes  following 
radiation  which  may  have  bearing  on  tbis 
problem  deserve  to  be  mentioned.  In  the 
rat,  the  red  blood  cell  volume  decreased  to 
approximately  60  per  cent  of  control  on  tbe 
tenth  day  after  radiation  with  425  r.  The 
hematocrit  and  the  hemoglobin  concentra- 
tion both  fell,  reaching  the  lowest  value  on 
the  fourteenth  day."  Although  in  the 
report  of  Dr.  Zauder  and  Dr.  Orkin  changes 
in  oxygen  concentration  in  the  anesthetic 
mixture  did  not  alter  the  final  result  ma- 
terially, the  reduced  blood  volume  and 
oxygen-carrying  capacity  of  the  blood  may 
become  a significant  factor  when  combined 
with  tbe  circulatory  depression  during 
anesthesia.  In  the  rat  the  adrenal  content 
of  epinephrine  and  norepinephrine  was 
reduced  for  about  fifteen  days  after  radiation 
with  800  r.  This  phenomenon  has  been 
interpreted  as  a stress  response  to  radiation.*^ 
The  time  course  and  the  extent  of  adrenal 
catechol  depletion  may  be  different  in  the 
mice.  The  possible  relationship  between 
the  stress  response  to  radiation  and  the 
increased  senstivitiy  to  anesthetic  agents 
has  to  be  elucidated. 

It  is  interesting  that  cyclopropane  an- 
esthesia was  followed  by  the  least  increase  in 
mortality  and  divinyl  ether  by  tbe  greatest. 
Perhaps  this  is  due  to  the  fact  that  cyclo- 
propane, among  the  inhalational  agents, 
produced  the  least  circulatory  and  metabolic 
changes.  On  the  other  hand,  divinyl  ether 
has  been  shown  to  cause  liver  damage, 
perhaps  more  so  than  the  other  agents 
which  were  used  in  this  study.  However, 
this  action  of  divinyl  ether  cannot  explain 
the  deaths  occiu*ring  during  anesthesia. 
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One  may  then  raise  the  question  of  whether 
or  not  6 per  cent  divinyl  ether  is  truly 
equipotent  as  the  other  anesthetic  agents 
used  in  their  respective  concentrations, 
taking  into  consideration  their  differences  in 
blood  air  ratio,  the  speed  of  induction,  and 
the  rate  at  which  equilibrium  is  achieved. 
Even  when  the  concentration  of  divinyl 
ether  was  reduced  from  6 to  4 per  cent, 
apparently  this  was  lethal  to  some  of  the 


New  drug  advertisements 

Will  this  (new  drug)  law  and  the  regulations 
hurt  journal  advertising?  It  is  difficult  at  this 
point  for  me  to  give  a categorical  answer  to  this 
question.  Certainly,  we  are  not  going  to  stop 
advertising.  The  requirement  that  we  give  a 
brief  summary  relating  to  side-effects,  contrain- 
dications, and  effectiveness  will  not  deter 
manufacturers  from  advertising,  provided  the 
regulations  are  reasonable.  However,  there  is 
one  respect  in  which  I am  afraid  all  advertising 
will  be  affected.  Our  largest  advertising  budgets 
are  devoted  to  the  promotion  of  new  products. 


animals  while  others  were  not  anesthetized. 
I hope  that  Dr.  Zander  and  Dr.  Orkin  wiU 
have  anwers  to  some  of  these  problems  in 
the  future. 

“ Newsom,  B.  D.,  and  Kimeldorf,  D.  J.;  Tolerance  of  rats 
to  a cold  environment  and  during  multiple  exposures  to  a low 
dose  of  x-rays,  Am.  J.  Physiol.  200:  1039  (May)  1961. 

^ Idem:  Tolerance  of  irradiated  animals  to  prolonged 

hypoxia,  ibid.  199:  445  (Sept.)  1960. 

^ Goodall,  M.,  and  Long,  M.:  Effect  of  whole  body  x- 

irradiation  on  the  adrenal  medulla  and  the  hormones  adrena- 
line and  noradrenaline,  ibid.  197:  1265  (Dec.)  1959. 


In  my  opinion,  present  administrative  proce- 
dures and  the  requirements  of  the  new  law  will 
indisputably  slow  down  the  development  and 
marketing  of  new  drugs,  which  means  that  each 
year  we  will  have  fewer  new  drugs  to  advertise. 
However,  as  an  offset  against  this,  having 
invested  more  in  the  development  of  a new  drug, 
we  will  be  willing  also  to  invest  more  in  its 
promotion  because  we  can’t  take  a chance  of 
faltering  in  this  final  payoff  step.  And,  it  is 
entirely  possible  that  the  net  effect  on  journal 
advertising  will  be  unchanged  in  the  long  run. — 
Theodore  G.  Klumpp,  M.D.,  President,  Win- 
throp  Laboratories,  in  Rocky  Mountain  Medical 
Journal,  December,  1962 
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According  to  a National  Health  Survey, 
there  are  nearly  6 million  persons  in  the 
United  States  with  defective  hearing,  making 
deafness  the  number  one  physical  impair- 
ment. ‘ Nor  is  loss  of  hearing  limited  to  the 
elderly;  almost  three  out  of  five  victims 
are  imder  age  sixty -five.*  Approximately 
20  per  cent  of  deafness  is  caused  by  oto- 
sclerosis, a hearing  disorder  of  unknown 
cause  characterized  by  areas  of  otospongiosis 
in  the  labyrinthine  capsule.*  Histologic 
otosclerosis  is  very  common,  affecting  about 
14  per  cent  of  the  population.  When  the 
otosclerosis  involves  the  oval  window  of 
the  inner  ear,  there  is  limitation  of  motion 
of  the  footplate  with  more  or  less  gradual 
loss  of  hearing.  Until  fairly  recently  all 
that  medical  science  could  offer  those  thus 
deafened  was  some  form  of  mechanical 
hearing  aid. 

Fenestration 

Beginning  around  the  turn  of  the  century 
surgical  technics  were  developed  by  Eu- 
ropean otologists  Passow,  * Barany,*  Jenkins,® 
Hohngren,’  and  Sourdille,®  to  bypass  the 
fixed  stapes  of  otosclerosis  through  a 
window  (fenestra)  made  in  the  horizontal 
semicircular  canal  for  the  conduction  of 
sound  to  the  cochlea  via  the  vestibule  of 


the  inner  ear.  These  procedures  did  not 
take  hold  because  the  most  successful 
required  more  than  one  stage  to  complete, 
the  fenestra  had  a tendency  to  close,  and 
in  those  preantibiotic  times,  the  possi- 
bihty  of  postoperative  infection  was  a 
deterring  factor.  In  1938,  Lempert®  re- 
ported on  a one-stage  technic  which  in- 
volved exposure  and  exenteration  of  the 
mastoid  cells  through  endaural  incisions. 
After  removal  of  the  incus  and  excision  of  the 
head  of  the  malleus  to  provide  better  ex- 
posure, a fenestra  is  made  in  the  most 
accessible  portion  of  the  horizontal  canal 
and  covered  with  a flap  of  thin  canal  wall 
continuous  with  the  thin  membrane  flaccida 
(SchrapneU’s  membrane).  This  operation, 
although  it  was  a great  step  forward,  is  also 
plagued  by  a tendency  for  the  fenestra 
to  close  after  a variable  length  of  time.  The 
procedure  entails  the  creation  of  a mastoid 
cavity  and  an  open  ear  canal  which  may 
continue  to  drain  for  long  periods.  The 
operation  is  lengthy  and  requires  weeks  of 
hospitalization  and  months  of  postopera- 
tive care. 

Stapes  mobilization 

In  spite  of  its  drawbacks,  the  fenestration 
operation  was  the  established  treatment 
in  selected  cases  of  deafness  due  to  oto- 
sclerosis until  1953  when  Rosen  revived  a 
procedure  known  as  stapes  mobilization. 
Operations  for  mobihzing  or  removing  the 
fixed  stapes  had  been  reported  by  Kessel,^’ 
Boucheron,!*  Faraci,^*  and  other  otologists 
of  that  period  and  abandoned  more  than 
half  a century  ago  in  favor  of  fenestration 
of  the  labyrinth. 

Stapes  mobilization  has  the  advantage 
of  requiring  only  one  or  two  days  of  hos- 
pitalization and  very  little  postoperative 
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care,  leaving  a normal  external  canal  and 
an  intact  tympanic  membrane.  The  middle 
ear  is  entered  by  elevating  the  posterior 
half  of  the  ear  drum  and  folding  it  forward 
on  itself.  After  the  fixed  stapes  is  loosened 
(mobilized)  the  tympanic  membrane  is 
replaced,  thus  closing  the  middle  ear.  A 
little  sterile  absorbent  cotton  placed  in  the 
external  ear  canal  is  all  the  postoperative 
dressing  that  is  required.  The  patient  is 
ambulatory  the  day  after  the  operation 
and  is  able  to  return  to  work  immediately 
after  leaving  the  hospital. 

There  are  no  age  limits  to  this  procedure 
since  it  involves  very  little  trauma  and  can 
be  made  entirely  painless  with  local  anes- 
thesia. One  of  my  patients  is  past  seventy- 
five  years  of  age.  Stapes  mobilization,  how- 
ever, cannot  be  used  in  advanced  cases 
where  the  footplate  has  become  thickened 
and  otosclerotic  foci  have  altered  the  mar- 
gins of  the  oval  window.  Also,  as  time  goes 
on,  many  of  the  successfully  mobilized  cases 
are  subject  to  refixation  of  the  stapes. 

Other  treatments  of  otosclerosis 

The  operating  microscope  was  now 
brought  into  the  picture,  and  with  the 
greater  magnification  it  afforded,  more 
complicated  technics  were  developed  than 
were  possible  with  the  binocular  loupe 
that  had  been  used  with  the  fenestration 
and  mobilization  operations.  By  working 
around  rather  than  through  the  otosclerosis, 
a number  of  procedures  were  evolved,  such 
as  anterior  crurotomy,  crural  repositioning, 
and  artificial  recruralization.  These  tech- 
nics all  utilize  normal  portions  of  the  stapes 
and  stapes  footplate  and  characterize  the 
phase  known  as  bypass  surgery  which, 
although  it  widened  the  field  of  application, 
still  incurred  a high  percentage  of  stapes 
refixation,  and  the  search  for  surgical  pro- 
cedures with  a greater  degree  of  success 
went  on.  These  efforts  finally  culminated 
in  the  stapedectomy  operation  as  first 
practiced  by  Shea.'^  This  technic  requires 
fenestration  of  the  oval  window  and  elimina- 
tion of  the  otosclerosis.  The  stapes  and  the 
footplate  are  routinely  removed,  a vein 
graft,  fat  transplant,  or  compressed  gel- 
foam  is  used  to  close  the  oval  window,  and  a 
prosthesis  made  of  polyethylene  tube  or 
wire  is  used  to  connect  the  incus  and  the 


newly  contrived  footplate  to  complete  the 
ossicular  chain. 

This  was  an  important  step  forward  not 
only  because  it  extended  the  scope  of  stapes 
surgery  to  include  practically  all  cases  of 
deafness  due  to  otosclerosis  but  because  it 
also  marked  the  first  attempt  at  a direct 
attack  on  the  otosclerotic  foci  and  promised 
a marked  reduction  in  the  rate  of  failure 
due  to  stapes  refixation.  However,  ex- 
perience has  shown  that  the  stapedectomy 
operation,  especially  in  advanced  otosclerosis 
requiring  extensive  surgery  of  the  oval 
window,  may  be  followed  postoperatively 
by  labyrinthine  disturbance  and  end-organ 
deafness. 

For  this  reason  and  until  this  element  of 
risk  can  be  eliminated,  total  mobilization 
is  still  advisable  in  all  feasible  cases,  es- 
pecially when  it  is  not  a repeat  operation. 

In  the  more  advanced  cases  involving  only 
the  anterior  third  of  the  footplate,  anterior 
crurotomy  with  mobilization  of  the  posterior 
normal  footplate  may  be  attempted  in  the 
presence  of  a blue,  thin  footplate.  When 
these  technics  have  failed  or  are  impractica- 
ble, stapedectomy  with  prosthesis  should 
be  done  with  certain  exceptions.  Most 
important,  stapedectomy  should  never  be 
used  in  cases  where  the  remaining  ear  is 
found  to  have  advanced  nerve  deafness,  ' 
cases  with  recurrent  external  otitis,  those  | 
with  an  acute  middle  ear  suppuration  within  ; 
three  months,  patients  with  a history  of  ' 
recurrent  end-organ  vertigo  and  hearing 
fluctuation,  or  where  exploratory  tym-  ; 
panotomy  reveals  the  presence  of  obliterative  I 
footplate  otosclerosis  or  a thick  middle-ear 
mucosa.  Up  to  the  present  time,  there  is 
no  means  of  determining  the  stage  of  the 
otosclerosis  preoperatively;  the  bone  con- 
duction curve  is  of  no  aid  in  this  connection. 

In  most  cases  the  otologist’s  decision  as  to  j 
whether  he  will  use  stapedectomy  or  a sim-  , 
pier  procedure  must  depend  on  the  findings 
at  operation. 

Treatment  of  other  causes  of  deafness 

As  a by-product  of  the  adaptation  of 
microsurgery  and  the  development  of  micro- 
instruments for  stapes  surgery,  new  technics 
have  evolved  for  the  correction  of  deafness 
due  to  causes  other  than  otosclerosis.  The 
most  important  of  these  is  tympanoplasty 
as  practiced  by  Wullstein'®  and  Zollner*® 


( 
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which  seeks  meticulous  removal,  under  the 
microscope,  of  chronic  disease  from  the 
middle  ear  and  the  reconstruction  of  the 
middle  ear  for  improvement  of  hearing. 
Myringoplasty  is  another  procedure  re- 
sulting in  improved  hearing  which  is  usually 
lasting.  This  finds  its  application  in  cases 
having  a dry,  permanent  perforation  of  the 
tympanic  membrane  after  the  middle  ear 
infection  has  become  quiescent.  The  per- 
foration is  closed  with  a skin  or  vein  graft. 

Although  with  the  advent  of  the  chemo- 
I biotics  there  has  been  a marked  reduction 
in  the  compUcations  of  otitis  media  and  the 
need  for  myringotomy,  there  has  been  a 
large  increase  in  the  number  of  patients 
with  conductive  deafness  after  one  or  more 
attacks  of  middle-ear  inflammation  due 
most  often  to  postinfectional  effusions.  The 
classical  otoscopic  findings  are  frequently 
lacking,  and  early  detection,  when  such 
i middle-ear  effusions  are  suspected,  is  de- 
pendent on  diagnostic  aspiration  and  the 
i establishment  of  drainage  by  myringotomy 
• during  or  soon  after  the  acute  phase.  In 
I addition,  some  cases  may  need  suction  or 
polyethylene  tube  drainage  of  the  middle 
ear  for  a few  days.  A mastoiditis  with 
serous  effusion  may  require  an  endaural 
mastoidectomy  before  the  cavity  can  be 
ventilated  properly.  Eustachian  catarrh, 
followed  by  acute  or  chronic  secretory 
otitis  media,  is  the  most  common  cause  of 
deafness  in  childhood,  and  the  role  of 
enlarged  adenoids  in  its  causation  has  been 
stressed  repeatedly.  Routine  audiometry 
for  the  early  detection  of  impaired  hearing 
has  now  become  a function  of  the  schools. 
Adenoidectomy  with  or  without  tonsil- 
lectomy, done  early  enough,  eliminates  this 
source  of  middle-ear  inflammation  and 
subsequent  loss  of  hearing.” 

Summary 

Recent  advances  in  the  treatment  of  deaf- 
ness due  to  otosclerosis  have  brought  a host 
of  similar  changes  in  the  management  of 
deafness  due  to  other  causes.  The  intro- 
duction of  microsurgery  and  the  develop- 
ment of  microinstruments  have  given  rise 
to  many  new  surgical  technics  in  otology. 
{ An  attempt  has  been  made  to  evaluate  the 
i various  procedures  both  as  to  indications 
I and  results.  In  this  connection,  a note- 
j worthy  development  has  been  the  rise  in 


the  bone  conduction  curve  following  suc- 
cessful stapes  operations,  the  increase  being 
greater  following  stapes  mobilization  than 
that  following  stapedectomy.  Limited  goals 
can  now  be  attained  even  in  patients  with 
hearing  loss  in  excess  of  85  decibels.  By 
means  of  stapes  surgery  such  individuals 
can  be  brought  from  essentially  no  hearing 
to  some  appreciable  hearing  with  a hearing 
aid.  Fenestration  of  the  semicircular  canal, 
because  it  bypasses  the  ossicular  chain, 
loses  the  amplifying  function  of  the  ossicles. 
Therefore,  at  best  it  falls  short  by  10  decibels 
of  closing  the  gap  between  the  air  and  bone 
conduction  curves;  for  this  reason  it  is 
of  much  more  limited  application.  In  the 
management  of  hearing  loss  caused  by 
infection  and  its  sequelae,  as  well  as  deaf- 
ness due  to  congenital  anomalies,  the  oper- 
ating microscope  has  given  the  otologist 
the  opportunity  of  a second  look  with 
marked  improvement  in  the  treatment  of 
these  causes  of  deafness.  In  conclusion,  it 
may  be  said  that  otology  has  advanced  more 
in  the  last  two  decades  than  at  any  previous 
time,  bringing  new  hope  to  the  deafened 
from  the  very  young  to  the  very  old,  and 
the  future  looks  just  as  promising.  Among 
the  recent  developments  is  a prosthetic 
organ  of  Corti,  which  was  described  re- 
cently as  the  sixteenth  clinical  meeting  of 
the  American  Medical  Association  at  Los 
Angeles.  This  is  an  electronic  substitute, 
still  in  the  experimental  stage,  that  permits 
a degree  of  hearing  in  persons  whose  auditory 
nerves  may  be  in  good  condition  but  whose 
cochleas  are  “dead.” 
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Diagnosis  of  childhood  tumor 


Neuroblastoma,  one  of  the  most  common 
malignant  tumors  of  childhood,  can  now  be 
recognized  and  treated  at  an  earlier  stage  be- 
cause of  a new  diagnostic  procedure,  it  has  been 
reported  in  the  March  9 Journal  of  the  American 
Medical  Association. 

The  discovery  that  the  tumor  in  most  pa- 
tients causes  an  excess  production  of  the  chemi- 
cal compound  known  as  dopa  makes  it  possible 
to  detect  these  cases  through  urinalysis,  Clyde 
M.  Williams,  M.D.,  and  Melvin  Greer,  M.D., 
Gainseville,  Florida,  report. 
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Previously  a conclusive  diagnosis  depended  on 
a biopsy  and  by  this  time  the  malignancy  often 
has  spread  to  other  parts  of  the  body. 

The  excess  dopa  is  metabolized  by  the  body 
primarily  by  two  chemical  processes.  The  end 
products  of  these  processes  are  HVA  (homo- 
vaniUic  acid)  and  VMA  (vanilmandelic  acid) 
which  are  then  excreted. 

Summarizing  available  case  reports,  an 
elevated  VMA  excretion  has  been  found  in  58 
of  75  patients,  or  77  per  cent,  and  an  elevated 
HVA  excretion  has  been  found  in  32  of  43  cases, 
or  75  per  cent.  Furthermore,  in  42  cases  in 
which  both  HVA  and  VMA  measurements  were 
taken,  40  patients,  or  95  per  cent,  have  had  one 
or  both  of  these  acids  elevated. 
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Conducted  by  MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D. 

Discussed  by  ROBERT  D.  GOLDSTEIN,  M.D. 


Pleural  Effusion, 
Lymphadenopathy, 
Hematologic  Abnormalities, 
and  Suddenly  a Spleen 


Case  history 

Perry  Berg,  M.D.:  A forty -five-year- 

old  Negro  male  was  admitted  to  Knicker- 
bocker Hospital  on  October  18,  1962,  com- 
plaining of  cough  and  dyspnea. 

Four  weeks  before  entry  he  developed  a 
nonproductive  cough  and  night  sweats. 
These  continued  and  were  accompanied  by 
anorexia  and  exertional  dyspnea.  Three 
days  before  admission  he  became  febrile, 
and  dyspnea  at  rest  appeared.  Aside  from 
a heavy  alcohol  intake  for  many  years,  the 
past  history  and  system  review  were  not 
contributory. 

Physical  examination  revealed  a well- 
developed,  well-nourished  man  with  a tem- 
perature of  102  F.,  pulse  120,  respirations 
28,  and  blood  pressure  130/80.  The  neck 
veins  were  distended,  but  there  was  no  cervi- 
cal lymph  node  enlargement,  and  the  head 
and  neck  showed  otherwise  negative  find- 
ings. Dullness  to  percussion  and  diminished 
breath  sounds  were  present  over  the  lower 
two  thirds  of  the  left  side  of  the  chest  with  a 
patch  of  bronchial  breathing  above  the  area 
of  dullness.  The  cardiac  impulse  was  in 
the  fifth  interspace  in  the  midclavicular 
fine,  and  there  were  no  murmurs.  The 
abdomen  was  soft,  and  bowel  sounds  were 
active.  A firm,  smooth  liver  edge  was  pal- 
pated 3 fingerbreadths  below  the  right  costal 
margin.  The  spleen  could  not  be  felt. 


Small  soft  lymph  nodes  were  present  in 
both  axiUas  and  in  the  left  inguinal  region; 
several  matted  lymph  nodes  were  palpated 
in  the  right  inguinal  area.  There  was  no 
ascites  or  peripheral  edema. 

The  urine  had  a specific  gravity  of  1.015; 
it  contained  a trace  of  albumin  and  3 to  4 
white  blood  cells  per  high-power  field.  The 
hemoglobin  was  15.5  Gm.  per  100  ml.  The 
white  blood  cell  coimt  was  38,000.  Eighty 
per  cent  of  the  cells  were  considered  to  be 
lymphocytes;  5 per  cent  of  these  were  atypi- 
cal (Fig.  1).  Other  cells  in  the  peripheral 
smear  included  12  per  cent  mature  poly- 
morphonuclear leukocytes,  3 per  cent  band 
forms,  3 per  cent  eosinophils,  2 per  cent 
normoblasts,  and  1 per  cent  myelocytes. 
The  erythrocyte  sedimentation  rate  was  90 
mm.  per  hour.  The  prothrombin  time  was 
17  seconds  (control  13  seconds).  The 
cephalin  flocculation  showed  negative  find- 
ings at  forty -eight  hours.  The  total  protein 
was  7.6  Gm.  per  100  ml.  with  3.9  Gm.  al- 
bumin and  3.7  Gm.  globulin.  The  non- 
protein nitrogen  was  47  mg.  per  100  ml. 
The  VDRL  test  showed  negative  findings. 
Bleeding  and  clotting  times  were  normal, 
and  a sickle  cell  preparation  produced  nega- 
tive findings. 

A chest  x-ray  film  revealed  a homogeneous 
density  of  the  entire  left  hemithorax  dis- 
placing the  heart  and  mediastinum  to  the 
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FIGURE  1.  Atypical  cells  in  the  peripheral  blood 
interpreted  as  abnormal  lymphocytes. 


right  (Fig.  2).  The  right  border  of  the  upper 
mediastinum  was  prominent  and  contained 
linear  calcifications  and  a circular  calcific 
area  in  the  region  of  the  right  auricle. 

Thoracentesis  yielded  900  ml.  of  sterile 
serosanguineous  fluid  with  a specific  gravity 
of  1.025  and  a protein  content  of  2.3  Gm. 
per  100  ml.  Dyspnea  decreased  following 
this  procedure,  and  radiologic  re-examina- 
tion of  the  chest  revealed  only  the  decrease 
in  fluid  in  the  left  side  of  the  chest  without 
disclosing  further  information.  Examina- 
tion of  the  sternal  marrow  revealed  almost 
complete  replacement  by  undifferentiated 
cells  (Fig.  3).  These  varied  in  size  but  uni- 
formly exhibited  in  both  Wright’s  stain  and 
Giemsa’s  stain  dark  bluish-red  nuclei  with 
thick  chromatin  strands  and  with  no  dis- 
cernible nucleoli.  The  cysto  plasm  was 
scanty,  appearing  as  a thin  rim  of  deeply 
basophihc,  occasionally  vacuolated  mate- 
rial. Auer  bodies  were  absent.  Myelocytes 
and  reticulum  cells  were  present,  but 
megakaryocytes  and  erythroid  precursors 
were  reduced  in  number.  About  5 per  cent 
of  the  marrow  cells  were  large  cells  with 
infolded,  delicate  nuclei  and  pale  basophilic 
cytoplasm  condensations  and  occasional 
vacuoles.  The  larger  undifferentiated  cells 


FIGURE  2.  Chest  roentgenogram  on  admission 
shows  fluid  on  the  left,  tracheal  displacement  to 
the  right,  a large  lobulated  mass  in  the  mediasti- 
num, and  a calcific  structure  to  the  right  of  the 
cardiac  silhouette. 


resembled  somewhat  this  latter  cell  type. 
Re-examination  of  the  peripheral  blood 
smear  indicated  that  the  smallest  of  the 
marrow  cells  were  identical  with  the  pre- 
dominant cell  type  in  the  smear.  Occa- 
sional myelocytes  and  monocytoid  cells  also 
were  seen  in  the  peripheral  smear.  A 
hematoma  formed  at  the  site  of  sternal  pimc- 
ture. 

The  temperatiure  fell  spontaneously  to 
the  level  of  100  to  100.4  F.  Hemolytic 
Staphylococcus  airreus  and  nonhemolytic 
streptococcus  were  cultured  from  the  sputum, 
but  no  acid-fast  bacilli  were  present  in  either 
sputum  or  gastric  aspirate.  Cytologic  ex- 
amination of  the  sputum  produced  normal 
findings. 

On  October  25,  one  week  after  entry,  the 
hemoglobin  was  14.6  Gm.  per  100  ml.  The 
white  blood  cell  count  was  130,000,  and  the 
platelet  count  was  20,000.  The  peripheral 
blood  smear  contained  94  per  cent  undiffer- 
entiated cells,  4 per  cent  mature  polymor- 
phonuclear leukocytes,  and  2 per  cent  myelo- 
cytes. Thoracentesis  yielded  350  ml.  of 
serosanguineous  fluid.  The  right  inguinal 
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FIGURES.  Lymphoblasts.  (A)  Immature  cells  in  the  sternal  marrow.  The  nuclei  are  dense  and  wrinkled. 
The  cytoplasm  is  scanty,  agranular,  occasionally  vacuolated,  and  stains  azure  with  Giemsa  stain.  (B)  A 
similar  group  of  lymphoblasts  in  the  sternal  marrow  including  a cell  in  mitosis. 


lymph  nodes  appeared  to  have  increased  in 
size,  and  enlarged  lymph  nodes  had  appeared 
in  the  right  femoral  area.  A right  inguinal 
lymph  node  was  removed  under  local  anes- 
thesia. The  procedure  was  tolerated  well, 
and  there  was  no  excessive  bleeding.  The 
hemoglobin  was  12.9  Gm.  per  100  ml.  at 
9:00  P.M.  and  11.5  Gm.  at  11:00  p.m. 

^ Tetracycline  1 Gm.  and  prednisone  100  mg. 
' were  begun  in  four  divided  doses  daily. 

The  following  day  the  patient  was  weaker 
and  anorectic.  He  had  lost  no  weight  since 
’ admission.  The  temperature  had  risen  to 
100.8  F.  overnight,  but  he  was  afebrile 
through  the  day.  The  hemoglobin  was  12.4 
Gm.  per  100  ml.,  and  the  white  blood  cell 
j count  was  130,400.  The  differential  count 
I-  was  unchanged.  For  the  first  time  the 
< I:  spleen  was  now  palpable  3 fingerbreadths 

II  below  the  left  costal  margin.  It  was  soft 
land  nontender;  its  presence  was  confirmed 
f I by  several  observers. 

On  October  27  at  2:00  a.m.  the  patient 
i ;*|was  noted  to  be  in  respiratory  distress, 
r-  jThe  blood  pressure  was  90/0,  and  the  pulse 
r-Bwas  feeble  and  rapid.  The  skin  was  cold 
)-|^d  clammy,  and  the  entire  left  chest  was 
}!ldull  to  percussion.  Despite  vasopressors, 
: Bhe  expired  in  twenty  minutes. 


Discussion 

Robert  D.  Goldstein,  M.D.:*  At  first 
glance  this  case  might  appear  to  be  relatively 
straightforward  from  a hematologist’s  point 
of  view.  A forty-five-year-old  man  was 
admitted  with  a four-week  history  of  non- 
productive cough,  night  sweats,  anorexia, 
and  exertional  dyspnea,  the  latter  increasing 
to  dyspnea  at  rest  two  days  prior  to  admis- 
sion. Fever  was  also  first  noted  three  days 
prior  to  admission.  Physical  examination 
on  admission  revealed  distended  neck  veins 
and  signs  of  a considerable  amount  of  fluid 
in  the  left  side  of  the  chest,  a liver  3 finger- 
breadths  below  the  costal  margin,  and  some 
nodes  of  questionable  significance.  The 
temperature  was  102  F.  with  a pulse  of  120 
and  respirations  elevated  to  28.  Notable 
negative  findings  were  the  absence  of  pe- 
ripheral edema  or  a palpable  spleen.  The 
peripheral  blood  examination  revealed  a 
normal  hemoglobin  but  a white  count  of 
38,000  which  rose  to  130,000  prior  to  his 
death  some  ten  days  later.  A white  count 
of  38,000  can  be  seen  in  acute  bacterial 

* Chief,  Section  of  Hematology  of  the  Department  of 
Medicine,  Flower  and  Fifth  Avenue  Hospitals;  Associate 
Professor  of  Medicine,  New  York  Medical  College. 
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infections  and  in  leukemoid  reactions,  but 
these  usually  are  due  to  a rise  in  the  myeloid 
cell  series.  Examination  of  the  first  periph- 
eral blood  smear,  which  was  the  only  one  I 
examined  (Fig.  1),  revealed  that  the  leuko- 
cytes were  predominantly  mononuclear  cells, 
most  of  which  appeared  to  be  of  lymphocytic 
origin.  About  14  per  cent  of  the  cells  were 
rather  large,  about  10  to  14  microns,  with  a 
large  deep  purple-blue  staining  nucleus  and 
a small  rim  of  rather  deep  blue  cytoplasm. 
No  nucleoli  were  seen,  and  the  chromatin 
was  rather  heavy  but  not  clumped.  These 
cells  were  blasts,  I believe,  but  as  far  as  I am 
concerned,  it  was  not  possible  to  determine 
to  what  cell  series  they  belonged.  About 
13  per  cent  of  the  cells  were  somewhat 
smaller  with  indented  or  notched  nuclei 
with  a very  small  rim  of  cytoplasm.  These 
had  the  appearance  of  so-called  Rieder  cells 
most  commonly  seen  in  acute  lymphoblastic 
leukemia,  but  also  similar  to  micromyelo- 
blasts. About  50  per  cent  of  the  cells  were 
slightly  larger  to  slightly  smaller  than  red 
cells  and  had  irregular  nuclei  and  sparse  and 
irregular  deep  blue  cytoplasm  occasionally 
with  vacuoles.  These  I classified  as  atypi- 
cal lymphocytes.  There  were  10  per  cent 
mature  neutrophils,  1 per  cent  stabs,  1 per 
cent  myelocytes,  and  1 per  cent  promyelo- 
cytes. There  was  a decrease  in  platelets, 
and  occasional  mitotic  figures  were  seen  in 
mononuclear  cells.  Although  increases  in 
lymphocytes  to  this  extent  may  occur  in 
whooping  cough,  chicken  pox,  and  infectious 
lymphocytosis,  the  clinical  pictxire  is  usually 
diagnostic,  and  the  cells  do  not  show  this 
degree  of  peculiarity. 

In  addition  to  these  findings,  the  bone 
marrow  aspiration  which  I also  examined 
showed  a marked  decrease  in  the  usual 
myeloid  element,  a marked  decrease  in  the 
erythroid  elements,  and  an  absence  of 
megakaryocytes.  The  predominant  cell  was 
a moderately  large  cell  of  12  to  14  microns 
with  a purple  to  reddish-blue  nucleus  taking 
up  most  of  the  cell.  No  nucleoli  were  seen; 
the  chromatin  was  heavy  but  not  clumped. 
The  cytoplasm  was  deep  blue;  there  were 
vacuoles  in  the  cytoplasm  of  many  cells 
and  in  the  nucleus  of  some.  This  was  an 
early  cell  form  which  I cannot  identify  with 
certainty  but  which  I believe  belongs  to  the 
lymphoid  series.  This  is  suggested  by  the 
munber  of  vacuoles  and  by  the  folding  and 
notching  of  the  nucleus  in  some  cells.  There 


were  some  promyelocytes  and  some  mono- 
cytes. 

With  the  presence  of  the  leukocytosis  and 
the  replacement  of  the  bone  marrow  by 
predominantly  one  ceU  type,  the  diagnosis 
of  leukemia  seems  apparent.  Since  the 
patient  died  within  six  weeks  of  the  onset  of 
his  symptoms,  this  is  acute  leukemia  by  the 
old  criterion.  The  high  percentage  of 
early  cell  types  in  the  marrow  and  peripheral 
blood  also  fits  with  the  criteria  for  acute 
leukemia  on  a morphologic  basis.  I be- 
lieve this  is  a lymphoblastic  leukemia,  al- 
though as  you  know,  cytologicaUy  it  is  fre- 
quently impossible  to  differentiate  acute 
lymphocytic  from  acute  myelocytic  leuke- 
mia. Certain  staining  technics  are  often 
helpful.  Peroxidase  and  Sudan  black  stains 
are  sometimes  helpful  in  differentiating  acute 
myeloblastic  from  acute  lymphoblastic  leu- 
kemia; the  shghtly  more  mature  cells  of 
the  former  sometimes  produce  positive 
stains.  However,  in  this  instance  alkahne 
phosphatase  content  of  the  mature  neutro- 
phils might  have  been  most  helpful  since 
mature  neutrophils  were  present.  In  acute 
lymphoblastic  leukemia  the  neutrophils 
would  show  findings  positive  for  alkaline 
phosphatase  but  negative  in  the  myeloblastic 
type.  If  there  are  no  mature  neutrophils  in 
the  peripheral  blood,  PeriUie  and  Finch* 
have  demonstrated  that  in  the  exudate  from 
an  abrasion  of  the  skin  mature  neutrophils 
will  appear,  and  these  can  then  be  stained 
for  alkahne  phosphatase.  Again,  the  neu- 
trophils in  acute  myeloblastic  leukemia  show 
negative  findings,  whereas  those  in  acute 
lymphoblastic  leukemia  showed  positive 
findings.  As  I stated  before,  the  case  so  far 
seems  straightforward.  However,  there  are 
some  features  and  findings  in  this  case  that 
are  unusual  in  acute  leukemia. 

First,  there  is  the  dyspnea  of  four  weeks 
duration  in  the  presence  of  a normal  hemo- 
globin. In  many  cases  of  leukemia  the 
dyspnea  and  fatigue  are  in  large  part  second- 
ary to  the  anemia  which  develops.  It  is 
also  unusual  to  find  a normal  hemoglobin  in 
the  presence  of  a marrow  so  devoid  of 
erythroid  elements.  This  may  be  explained 
either  on  the  basis  that  the  marrow  aspira- 
tion was  not  representative  of  the  entire 
bone  marrow  or  that  infiltration  had  oc- 

* PeriUie,  P.  E.,  and  Finch,  S.  C.:  Alkaline  phosphatase 

activity  of  exudative  leukocytes  in  acute  leukemia.  Blood 
18:  572  (Nov.)  1961. 
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curred  so  rapidly  that  anemia  had  no  chance 
to  occur.  Since  the  survival  of  red  cells  in  the 
peripheral  blood  is  one  hundred  to  one 
hundred  twenty  days,  it  would  take  time 
for  an  anemia  to  develop  unless  increased 
destruction  of  red  cells  occurred.  In  addi- 
tion, there  was  evidence  of  venous  distention 
in  the  neck  and  of  fluid  in  the  chest.  Before 
we  see  the  x-ray  films,  may  I ask  if  there  was 
any  edema  of  the  face  or  neck  or  whether 
any  edema  appeared  dinring  his  hospital 
stay? 

Dr.  Berg;  No,  he  never  developed 
edema. 

Dr.  Goldstein;  May  we  see  the  x-ray 
films  now?  My  own  interpretation  would 
be  fluid  on  the  left,  displacement  of  the 
trachea  to  the  right,  and  a lobulated  mass  in 
the  mediastinum  (Fig.  2).  I am  not  sure 
where  the  border  of  the  heart  is,  and  I would 
also  like  to  ask  whether  or  not  the  semi- 
circular mass  to  the  right  of  the  mediastinum 
could  be  a cyst.  As  I stated,  I believe  this 
is  a lobulated  mass;  unfortunately,  no 
lateral  view  is  available.  Is  there  any 
evidence  of  tuberculosis? 

Joseph  M.  Moynahan,  M.D.;  Unfor- 
tunately, the  patient  was  too  acutely  ill  to 
permit  definitive  radiologic  studies.  Your 
interpretation  of  the  chest  x-ray  films  (Fig. 
2)  is  about  the  same  as  mine  was.  There  is 
fluid  in  the  left  pleural  cavity,  and  the 
trachea  is  displaced  to  the  right  by  it.  The 
mediastinum  is  occupied  by  a lobulated 
soft-tissue  mass.  No  further  radiologic 
differentiation  is  possible  without  further 
studies,  such  as  lateral  and  oblique  views 
and  barium  swallow. 

The  thin  rim  of  tissue  to  the  right  of  the 
cardiac  silhouette  seems  to  be  of  calcific 
density.  In  view  of  the  cardiac  displace- 
ment to  the  right,  it  is  consistent  with  calci- 
fication of  the  pericardium  in  the  region  of 
the  right  auricle,  although  it  might  be  any 
of  several  other  lesions.  It  does  not  partic- 
ularly suggest  tuberculosis. 

Dr.  Goldstein;  The  mass  extends  up 
to  the  superior  mediastinum.  Now,  as  far 
as  the  mass  is  concerned,  I believe  that  this 
is  either  a lymphoma  involving  the  medi- 
astinal nodes,  and  if  so,  it  is  a lymphoblastic 
lymphoma  which  at  this  time  is  also  express- 
ing itself  as  a lymphoblastic  leukemia,  or  it 
is  a tumor  of  the  thymus  of  the  lymphosar- 
coma type.  Although  tumors  of  the  thymus 
have  been  associated  with  anemia  due  to 


agenesis  of  the  red  cells  and  some  cases  have 
had  a slight  lymphocytosis,  I am  not  aware 
of  cases  of  acute  lymphoblastic  leukemia 
arising  with  lymphosarcoma  of  the  thymus. 
In  mice,  at  least,  the  thymus  plays  some  role 
in  lymphatic  leukemia.  It  is  of  interest  that 
leukemia  does  not  occur  in  leukemia-prone 
mice  and  is  not  induced  by  x-ray  or  cell-free 
filtrates  if  the  thymus  has  been  removed. 
Chloroma  should  be  mentioned  in  passing, 
but  I doubt  that  this  could  be  the  cause  of 
the  extensive  mass.  Chloroma  occurs  in 
acute  myeloblastic  leukemia. 

Other  tumors,  such  as  dermoid,  neuro- 
blastoma, and  bronchogenic  carcinoma  with 
node  involvement  must  be  considered,  al- 
though I do  not  believe  that  the  mass  was 
due  to  any  of  these.  The  fluid  in  the  chest 
was  serosanguineous  with  a specific  gravity 
of  1.025  and  a protein  content  of  2.5  Gm. 
per  100  ml.  This  places  it  midway  between 
exudate  and  transudate.  In  most  cases  of 
lymphoma,  when  pleural  effusion  develops, 
it  is  not  bloody;  however,  it  can  be,  particu- 
larly if  the  pleura  is  extensively  involved. 
So  this  is  not  helpful.  Was  the  fluid  exam- 
ined for  cells? 

William  B.  Oder,  M.D.;  A cell  block 
was  prepared  from  the  fluid.  It  contained 
many  red  blood  cells  and  some  small  dark 
cells  that  looked  lymphoid  but  not  quite  hke 
normal  lymphocytes.  Regrettably,  we  did 
not  make  a smear  from  the  pleural  fluid,  so 
we  lost  the  opportunity  to  compare  these 
cells  with  those  seen  in  the  peripheral  blood 
and  bone  marrow. 

Samuel  A.  Belgorod,  M.D.;  Was  the 
chest  fluid  cultured? 

Dr.  Oder;  Yes,  but  there  was  no  growth. 

Dr.  Goldstein;  Another  cause  for 
pleural  effusion  in  acute  leukemia,  even  in 
the  absence  of  supportive  symptoms  or 
findings,  is  pulmonary  infarction.  Pulmo- 
nary infarction,  particularly  toward  the  end 
stages,  is  not  infrequently  the  cause  of  death 
despite  the  presence  of  thrombocytopenia 
and  a bleeding  diathesis.  The  cause  for 
this  is  unknown,  although  it  has  been 
postulated  that  the  thrombi  may  occur  in 
the  lung  secondary  to  the  release  of  thrombo- 
plastin. 

The  presence  of  the  fluid  does  not  neces- 
sarily account  for  the  neck  vein  distention, 
and  in  the  absence  of  evidence  of  congestive 
heart  failure  this  distention  suggests  superior 
vena  caval  obstruction  due  to  invasion  by 
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FIGURE  4.  Touch  preparation  of  the  cut  surface 
of  an  inguinal  lymph  node  shows  cells  resembling 
those  seen  in  the  sternal  marrow. 


the  tumor,  or  thromboses,  or  both. 

The  rapid  development  of  splenomegaly 
of  the  degree  reported  in  the  protocol  in  a 
period  of  two  to  three  days  is  not  rare  in 
acute  leukemia  or  lymphosarcoma.  The 
spleen  may  expand  so  rapidly  that  it  be- 
comes quite  tender  and  may  rupture. 

The  fever  the  patient  experienced  could 
have  been  due  either  to  the  lymphomatous 
disease  or  to  infection.  The  night  sweats 
described  are  frequent  in  lymphoma  with  or 
without  leukemia.  It  is  particularly  difficult 
in  acute  leukemia  to  determine  whether  or 
not  fever  is  due  to  the  malignant  process  or 
to  infection.  About  60  to  70  per  cent  of 
febrile  episodes  occurring  in  acute  leukemia 
are  probably  caused  by  infection,  frequently 
by  so-called  nonpathogenic  organisms.  Pye- 
lonephritis is  particularly  common,  and  renal 
infiltration  in  lymphosarcoma  and  lymphatic 
leukemia  is  a very  common  finding  on  post- 
mortem examination. 

Tuberculosis  should  also  be  considered  as 
the  underlying  disease.  Although  a medi- 
astinal mass  of  this  size  would  be  unusual,  it 
could  occinr.  Miliary  tuberculosis  or  tuber- 
culosis of  the  spleen  can  be  associated  with 
a wide  variety  of  marked  hematologic  abnor- 
malities. Whether  or  not  tuberculosis  is  tbe 
cause  of  these  changes  is  not  clear.  Aplastic 


anemia  with  hypoplastic  bone  marrow,  poly-  j 
cythemia  vera,  acute  myeloblastic  leukemia,  \ 
myeloid  metaplasia  with  myelosclerosis,  and 
leukemoid  reactions  have  all  been  reported. 
However,  a lymphoprohferative  process, 
such  as  I believe  this  patient  had,  is  not  that 
seen  with  tuberculosis. 

Now,  as  to  the  terminal  event,  I believe 
that  this  was  due  either  to  pulmonary  infarc- 
tion or  to  the  extension  of  a thrombus  of  the 
superior  vena  cava  into  the  right  atriiun. 
However,  since  the  patient  had  become 
severely  thrombocytopenic,  cerebral  hemor- 
rhage or  an  exsanguinating  hemorrhage 
also  must  be  considered.  ' 

Marcel  Tuchman,  M.D.:  Can  one  use  * 

the  observation  that  the  nuclei  of  the  im- 
mature cells  seen  in  the  peripheral  smear 
and  marrow  are  large  and  folded  to  distin- 
guish between  lymphosarcoma  and  a leuke- 
mic process? 

Dr.  Goldstein:  I don’t  know  of  any 

firm  morphologic  distinction  on  this  basis. 

I don’t  think  it’s  really  possible  to  distinguish 
a leukemic  cell  from  a lymphosarcoma  cell 
on  morphologic  grounds  alone.  j 

Dr.  Goldstein's  diagnoses  j 

1.  Lymphosarcoma  of  the  lymphoblastic  > 
type  with  involvement  of  the  mediastinal  nodes, 
"Ithymus,  spleen,  and  bone  marrow,  and  acute 
lymphoblastic  leukemia 

2.  Invasion  of  superior  vena  cava  by  the 
lymphosarcoma  with  occlusion  of  the  vessel 

by  tumor  and  thrombus  ^ 

3.  Pulmonary  infarcts 

Clinical  diagnosis 

Acute  lymphoblastic  leukemia 

Pathologic  report 

Dr.  Ober:  In  this  case,  clarity  is  best 

served  by  presenting  the  pathologic  data  in  j 
the  sequence  in  which  they  appeared  in  the 
laboratory.  The  first  specimen  we  had  to 
cope  with  was  the  peripheral  blood  film 
(Fig.  1).  It  was  clearly  the  smear  of  a 
leukemic  process;  if  the  leukocytosis  of 
38,000  had  represented  a leukemoid  reaction, 

I would  have  expected  a greater  diversity  of 
cell  types,  specifically  more  myelocytes  and 
metamyelocytes  in  addition  to  the  lympho-  !| 
cytes  present.  The  question  of  classifica-  | 

I 
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FIGURE  5.  At  autopsy  the  spleen  weighed  500 
Gm.,  and  there  was  a laceration  or  rupture  on  its 
anterior  surface  from  which  a hemoperitoneum  of 
1,000  cc.  had  developed. 


tion  arose.  The  atypical  cells  seemed  to  be 
abnormal  lymphoid  cells,  but  we  toyed 
briefly  with  the  idea  of  a micromyeloblastic 
leukemia,  only  to  discard  it  in  favor  of  a 
lymphatic  leukemia. 

The  second  specimen  we  received  was  a 
bone  marrow  aspirate  from  the  sternum. 
The  abnormal  cells  (Fig.  3)  were  clearly 
blastic  in  type,  and  we  finally  decided  they 
were  lymphoblasts.  There  were  a number 
of  cells  which  I was  reluctant  to  classify. 
However,  most  of  the  ones  whose  taxonomy 
seemed  secure  were  atypical  lymphoblasts. 
By  this  time  the  patient’s  peripheral  white 
blood  cell  count  had  risen  to  over  60,000, 
and  we  felt  reasonably  secure  in  diagnosing 
this  part  of  the  picture  as  acute  lymphoblas- 
tic leukemia. 

The  third  specimen  we  received  was  the 
inguinal  lymph  node  biopsy.  On  gross  in- 
spection the  node  was  not  very  large,  nor 
was  its  cut  surface  unusual.  Routine  sec- 
tions stained  with  hematoxyhn  and  eosin  and 
with  Giemsa  stain  were  not  helpful.  Even 
knowing  that  this  patient  had  a leukemic 
marrow  and  peripheral  smear,  I could  not 
make  a diagnosis  of  leukemia  or  lymphoma 
on  these  sections.  Needless  to  say,  I am 
resigned  to  the  fact  that  clinicians  will 
choose  inguinal  lymph  nodes  for  biopsy  pur- 
poses despite  all  that  has  been  written  to 
indicate  that  these  are  the  least  likely  to 
prove  of  diagnostic  value.  However,  Dr. 
Berg  was  astute  enough  to  make  an  imprint 
from  the  cut  surface  of  the  node,  and  in 


FIGURE  6.  A portion  of  the  lobulated  mediastinal 
mass  extended  behind  the  heart  and  contained 
an  old  tuberculous  lesion  with  a calcified  rim  and 
a caseous  center. 


this  imprint  we  did  see  occasional  atypical 
cells  resembling  those  seen  in  the  marrow 
(Fig.  4). 

The  autopsy  managed  to  resolve  some 
questions  but  posed  new  ones.  There  was 
a liter  of  blood  in  the  peritoneal  cavity.  It 
came  from  a perforation  on  the  anterior  sur- 
face of  the  spleen  (Fig.  5).  Was  it  a spon- 
taneous rupture  or  had  the  surface  of  the 
spleen  been  traumatized  in  the  course  of  a 
thoracentesis?  This  is  very  much  like  the 
question  a policeman  once  asked  me  when 
I had  been  asked  to  view  the  remains  of  a 
body  at  the  foot  of  a flight  of  stairs  in  a 
private  club — Did  he  fall  or  was  he  pushed? 
The  spleen  weighed  500  Gm.  and  was  very 
soft.  It  is  conceivable  that  a small  nick 
into  its  substance  by  an  aspirating  needle 
might  have  resulted  in  a subcapsular  hema- 
toma which  rapidly  grew  larger,  finally  rup- 
turing either  spontaneously  or  as  the  result 
of  repeated  examinations  by  a number  of 
physicians  who  were  intrigued  by  this  new 
development.  However,  there  is  really 
nothing  to  indicate  that  it  was  not  a spon- 
taneous rupture,  and  I prefer  to  look  on  it  in 
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FIGURE  7.  Leukemic  infiltration  (A)  The  bone  marrow  was  extensively  replaced  by  a monotonous  cell 
type  consistent  with  a large  lymphoblast.  (B)  Leukemic  replacement  of  retroperitoneal  lymph  nodes. 
The  capsule  of  the  nodes  is  also  infiltrated,  and  leukemic  cells  are  dispersed  throughout  the  internodal 
areolar  tissue.  (C)  Typical  leukemic  infiltration  of  the  kidney.  (D)  Alveolar  septa  are  thickened  by  leukemic 
infiltration,  and  there  is  a small  accumulation  of  leukemic  cells  in  perivascular  adventitia. 


that  light.  In  any  event,  the  hemoperito- 
neum  from  the  ruptured  spleen  was  the  im- 
mediate cause  of  death.  There  was  no  ob- 
struction of  the  superior  vena  cava  by  infil- 
trating tumor. 


The  mediastinum  was  replaced  by  a large 
mass  of  soft,  tan,  somewhat  gelatinous  tissue, 
very  uniform  in  texture  and  appearance, 
somewhat  lobulated  in  contour,  and  grossly 
consistent  with  a lymphoma.  It  extended 
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from  the  superior  mediastinum  down  to  the 
diaphragm.  Its  retrocardiac  portion  sur- 
rounded a 4-cm.  structure  composed  of  a 
calcific  rim  and  a caseous  center  (Fig.  6), 
grossly  and  microscopically  diagnosable  as 
the  mediastinal  component  of  a Ghon  com- 
plex. The  rest  of  the  mass  was  a lymphosar- 
coma, and  there  was  leukemic  replacement 
of  the  spleen,  bone  marrow  (Fig.  7A), 
retroperitoneal  lymph  nodes  (Fig.  7B),  and 
leukemic  infiltration  of  the  liver,  kidneys 
(Fig.  7C),  and  lungs  (Fig.  7D).  In  the 
latter  two  organs  the  infiltrates  were  small 
and  focal. 

It  is  always  difficult  to  be  certain  just 
where  a lymphomatous  process  starts;  the 
propensity  for  multicentric  origin  is  well 
known.  However,  I feel  that  we  should 
accept  Dr.  Goldstein’s  interpretation  that 
the  mediastinal  mass  was  present  for  some 
time,  certainly  longer  than  the  five  weeks 
of  this  patient’s  history  and  hospital  course, 
and  should  be  construed  as  a mediastinal 
lymphosarcoma.  Whether  or  not  the  proc- 
ess was  synchronous  in  the  spleen  and  bone 
marrow  I cannot  say,  except  that  the  spleen 
was  not  large  on  entry  and  did  increase 


Drug  safety 

Safety  is  a relative  thing;  it  can  never  be 
black  or  white.  A drug  which  would  be  con- 
I sidered  incredibly  dangerous  as  a substitute  for 
I aspirin  might  well  be  useful  in  the  treatment  of 
a life-threatening  disease.  Furthermore,  safety 


rapidly  in  size  during  the  last  few  days  of 
the  patient’s  life.  I certainly  believe  that 
the  leukemic  picture  was  a late  phenomenon, 
beginning  no  more  than  a week  before  entry. 
Dr.  Goldstein’s  reasoning  based  on  the 
absence  of  anemia  on  admission  and  the 
mean  red  cell  siurvival  time  is  most  cogent. 
Certainly,  the  extensive  replacement  of 
bone  marrow  would  lead  one  to  expect  a 
profound  anemia  had  the  marrow  been  so 
involved  for  any  considerable  period.  My 
own  feeling  is  that  the  disease  “began”  in 
the  mediastinum  and  that  the  other  phe- 
nomena are  metachronous. 


Anatomic  diagnoses 

1.  Lymphosarcoma,  mediastinum,  with 
terminal  acute  lymphoblastic  leukemia 

2.  Leukemia  infiltration  of  bone  marrow, 
spleen,  retroperitoneal  lymph  nodes,  liver, 
kidneys,  and  lungs 

3.  Rupture  of  spleen  with  hemoperitoneum, 
1,000  cc. 

4.  Healed  pulmonary  and  mediastinal 
tuberculosis  {Ghon  complex) 


can  only  be  judged  in  the  light  of  current 
scientific  information.  As  a consequence,  a 
drug  properly  released  as  safe  for  use  may  later 
be  made  even  safer  by  a technical  advance. 
The  World  War  II  penicillin  was  made  by 
production  methods  that  today  seem  crude,  but 
it  saved  countless  lives. — John  T.  Connor, 
President,  Merck  & Co.,  to  American  Hospital 
Association,  September  18,  1962. 
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H YDATiD  DISEASE,  or  echinococcosis,  occurs 
in  temperate  and  frigid  climates  as  well  as 
in  the  tropics.  At  the  present  time  the 
highest  incidence  rates  are  in  Africa,  the 
Middle  East,  Australia,  New  Zealand,  and 
South  America.  A review  of  a parasitic 
disease  with  chronic  manifestations  and 
world-wide  distribution  is  particularly 
appropriate  to  the  present  series.  The 
massive  increase  in  the  numbers  of  inter- 
national travelers  will  result  in  a marked  rise 
in  the  incidence  of  echinococcosis  in  our  cities. 
Patients  may  include  American  urbanites 
who  have  visited  rirral  areas  in  many  parts 
of  the  world  as  well  as  travelers  coming  to 
the  United  States  from  these  regions. 

Although  the  mortality  of  the  disease  is 
low,  its  morbidity  is  appreciable.  Since 
relatively  simple  but  highly  valid  diagnostic 
tests  are  available,  the  possibility  of  echino- 
coccal  disease  is  feasible  to  consider  in  differ- 
ential diagnosis.  Surgical  treatment  of  this 
disease  can  provide  a definitive  cure. 

Pathologic  features 

The  causative  agent  of  unilocular  hydatid 
disease  is  Echinococcus  granulosus.  Al- 
veolar echinococcosis,  a distinct  entity 
caused  by  Echinococcus  multilocularis,  will 
be  discussed  briefly  later.  Man  is  an  ab- 
normal intermediate  host  in  the  life  cycle  of 
the  parasite,  with  the  sheep  as  the  usual 
intermediary  and  the  dog  as  the  definitive 

* Present  address:  Department  of  Clinical  Medicine, 

Hospital  for  Tropical  Diseases,  London,  England. 


TABLE  I.  Frequency  of  localization  of  solitary, 
unilocular  hydatid  cysts  in  various  sites  in  man 


Site 

Percentage 
of  Cases 

Liver 

79 

Lungs 

9 

Muscle 

6 

Bone 

2 

Kidneys 

2 

Spleen 

1 

Brain 

1 

t, 

host.  The  small  adult  worm,  consisting  of  I 
only  three  to  four  proglottids,  exists  sym- 
bioticaUy  in  the  intestines  of  infected  dogs.  [ 
When  the  terminal  proglottid  ruptures,  500 
to  1,000  eggs  are  excreted  in  the  feces.  | 
Because  of  a chitinous  covering,  the  eggs 
may  remain  viable  in  soil  for  months  in  spite 
of  exposure  to  sun  and  wind.  When  in- 
gested by  grazing  sheep,  the  shell  is  de- 
stroyed by  gastric  acid,  and  the  egg  hatches 
in  the  duodenum.  The  liberated  embryo 
migrates  through  the  intestinal  mucosa  and 
is  carried  in  the  vascular  channels  to  the  fiver  I 
and  other  viscera,  where  the  larval  form 
develops  into  a cyst.  The  cycle  is  completed 
when  a dog  eats  the  viscera  of  infected 
sheep,  and  scofices  from  the  cyst  develop 
into  adult  tapeworms. 

Man  may  enter  the  cycle,  as  can  cattle, 
pigs,  and  horses,  by  ingesting  the  eggs. 
This  occurs  most  commonly  when  children 
play  on  ground  contaminated  by  the  feces 
of  infected  dogs.  Since  the  eggs  adhere  to 
the  hair  of  dogs,  when  adults  pet  the  animals 
and  fail  to  wash,  they  may  become  infected 
by  hand-to-mouth  transmission. 

Since  the  fiver  serves  as  the  primary 
filter  for  the  mesenteric  venous  return,  the 
great  majority  of  unilocular  hydatid  cysts  | 
are  found  there  (Table  I).  Other  organs. 
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FIGURE  1.  Diagrammatic  rendition  of  E.  granulo- 
sus cyst.  Microscopic  details  are  shown  in  Figures 
3 and  5. 

however,  may  be  involved  either  by  primary 
deposition  or  following  rupture  of  a hepatic 
cyst.  The  development  of  the  cyst,  regard- 
less of  the  site,  requires  many  months,  and 
by  the  time  pathologic  symptoms  first  ap- 
pear, years  have  usually  elapsed. 

As  the  cyst  (Fig.  1)  enlarges,  the  adjacent 
host  tissue  initially  shows  histologic  evidence 
of  both  inflammation  and  pressme  atrophy. 
A thick,  calcified  capsule  eventually  de- 
velops. The  cyst  within  consists  of  an 
external  laminated  layer  and  an  inner  ger- 
minal layer,  with  pedunculated  brood  cap- 
sules containing  booklets  and  scolices.  The 
stalk  of  these  capsules  may  separate  from  the 
germinal  layer  so  that  daughter  cysts  float 
in  the  hydatid  fluid.  If  the  brood  capsule 
or  daughter  cyst  ruptures,  the  scolices 
and  booklets  fall  to  the  bottom  of  the  cyst, 
forming  “hydatid  sand.”  Complete  calcific 
encapsulation  wiU  prevent  adequate  nutri- 
tion and  cause  caseation  of  the  cyst.  Other 
complications  include  rupture  of  the  cyst, 
secondary  metastatic  spread,  and  infection 
resulting  in  a pyogenic  abcess. 

Clinical  Features 

The  majority  of  patients  with  echinococ- 
cosis are  asymptomatic.  When  clinical 
manifestations  of  the  disease  do  occur,  they 
are  related  either  to  the  location  of  the  cyst 
or  to  an  allergic  reaction  to  its  contents. 
The  classical  triad  of  biliary  colic,  urticaria, 
and  jaundice  that  is  associated  with  hydatid 
lesions  of  the  liver  is  based  on  the  rupture  of 
intrahepatic  cysts  into  the  biliary  tree. 


FIGURE  2.  Solitary  splenic  cyst  with  characteristic 
calcific  border  and  areas  of  increased  density 
within  cyst  structure. 


The  physical  finding  of  a “hydatid  thrill,” 
attributed  to  movement  of  the  daughter 
cysts  on  percussion,  is  neither  frequent  nor 
specific.  Secondary  bacterial  infection  of 
cysts  results  in  the  destruction  of  the  parasite 
and  the  production  of  the  tender  hepato- 
megaly and  spiking  temperatures  seen  in 
patients  with  pyogenic  liver  abscesses.  Be- 
cause of  invasion  and  replacement  of  trabec- 
ulae, hydatid  cysts  of  bone  often  are  mani- 
fested as  pathologic  fractures.  Echinococ- 
cal  involvement  of  the  kidneys  may  cause 
flank  pain,  dysuria,  or  hematm-ia.  As  with 
any  slow-growing  brain  tumor,  cerebral 
hydatid  lesions  present  the  pattern  of  focal 
epilepsy.  Splenic  cysts  are  rarely  sympto- 
matic. 

The  following  3 cases,  seen  by  the  author 
at  The  St.  Vincent’s  Hospital,  New  York 
City,  within  a period  of  a few  months,  dem- 
onstrate the  variety  of  clinical  manifesta- 
tions in  echinococcosis,  the  necessity  of  mul- 
tiple diagnostic  aids,  and  the  tragic  results 
of  inadequate  therapy  versus  the  success  of 
adequate  surgical  correction. 

Case  reports 

Case  1.  The  patient,  a thirteen-year-old 
Argentinian  boy,  complained  for  the  first  time  of 
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FIGURE  3.  Typical  scolex  and  laminated  wall  of 
hydatid  cyst. 


right  flank  pain  foui-  months  after  emigrating  to 
the  United  States.  After  three  months  of  per- 
sistent discomfort,  the  patient  was  seen  by  his 
local  physician.  A mass  was  palpable  in  the 
right  upper  quadrant,  and  the  patient  was  re- 
ferred for  further  investigation.  A blood  count 
revealed  an  eosinophiha  of  18  per  cent.  Uri- 
nalysis, blood  urea  nitrogen,  and  liver  function 
tests  showed  normal  findings.  A barium  enema 
and  barium  swallow  revealed  no  abnormalities. 
An  intravenous  pyelogram  showed  a slight 
enlargement  of  the  right  kidney,  but  this  was 
not  conclusive  evidence  of  a pathologic  condi- 
tion. A retroperitoneal  pneumogi’am  with  an 
intravenous  pyelogram  demonstrated  a mass  at 
the  base  of  the  right  kidney.  A Casoni  skin 
test  and  a complement-fixation  test  showed 
reactions  positive  for  E.  granulosis.  On  sur- 
gical exploration  a cystic  structure  was  found  at 
the  lower  pole  of  the  right  kidney.  A sterile 
needle  was  inserted,  and  100  cc.  of  clear-  fluid 
were  removed.  Twenty  minutes  after  an  injec- 
tion of  5 cc.  of  10  per  cent  formalin,  another  125 
cc.  of  fluid  were  removed,  and  the  cyst  was 
extir-pated,  with  primary  closure  of  the  renal 
parenchyma.  No  cysts  of  the  liver  were  visible 
at  operation.  Scolices  and  booklets  were  found 
in  the  cyst  wall.  The  patient  has  remained 
well  under  follow-up  for  the  past  year. 

Case  2.  This  sixty-five-year-old  Italian 
immigrant  was  noted  to  have  a calcified  mass  in 
the  left  upper  abdominal  quadrant  during  a rou- 
tine chest  x-ray  examination.  The  patient  had 
lived  in  New  York  City  for  the  past  thirty-nine 
years  and  denied  having  made  any  trips  outside 
the  metropolitan  area.  He  had  no  symptoms 


FIGURE  4.  Necropsy  specimen  of  unilocular  hy- 
datid cyst  with  rupture  and  extension  into  biliary 
tree. 


referable  to  the  mass.  The  spleen  was  palpable 
2 fingerbreadths  below  the  left  costal  margin. 
The  remainder  of  the  physical  examination  re- 
vealed nothing  remarkable.  The  blood  count, 
urinalysis,  serologic  tests,  and  liver  function 
studies  showed  normal  results.  Barium  con- 
trast x-rays  showed  the  lesion  to  be  extraintes- 
tinal,  and  an  intravenous  pyelogram  indicated 
that  it  was  above  the  left  kidney  (Fig.  2).  No 
cysts  of  the  liver  were  found  on  hepatic  scinto- 
gram  or  on  splenoportogram.  The  Casoni  test 
result  was  strongly  positive,  but  the  comple- 
ment-fixation test  result  was  negative.  Despite 
the  chronicity  of  the  lesion,  surgical  removal  was 
elected,  and  a splenic  cyst  was  removed  without 
difficulty.  The  cyst  wall  was  thick  and  the  con- 
tents caseous,  but  booklets  and  scohces  were 
found  on  the  inner  cyst  lining  (Fig.  3). 

Case  3.  This  patient,  a fifty-three-year-old 
Englishman,  had  been  transferred  from  another 
hospital  for  evaluation  of  anuria.  He  had  suf- 
fered from  intermittent  right  upper  quadrant 
pain  and  belching  for  the  past  three  years  and 
was  told  at  that  time  that  he  had  an  enlarged 
liver.  He  had  become  jaundiced  five  months 
before  and  developed  a concomitant  bullous 
rash,  with  severe  pruritus.  In  an  exploratory 
laparotomy,  the  gallbladder  was  found  to  be 
markedly  distended,  but  no  stones  were  pal- 
pable. A cholecystojej  unostomy  was  performed 
but  failed  to  relieve  either  the  jaundice  or  the 
pain.  He  became  anuric  postoperatively,  and 
on  transfer  to  our  hospital  he  was  hypotensive, 
pyrexic  (102  F.),  and  icteric,  with  the  liver 
palpable  to  6 fingerbreadths  below  the  right 
costal  margin.  He  died  thirty-six  hours  after 
admission,  having  passed  less  than  5 cc.  of 
urine. 

Laboratory  investigation  had  been  hmited 
because  of  his  moribund  state  and  early  death. 
However,  a flat  x-ray  plate  of  the  abdomen 
showed  a calcific  density  over  the  right  fifth 
lumbar  transverse  process  but  was  interpreted 
as  either  a gallbladder  or  right  ureteral  calculus. 
The  right  side  of  the  diaphragm  was  elevated. 

At  necropsy  a large,  intiahepatic  hydatid 
cyst  with  rupture  into  and  extension  along  bile 
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FIGURE  5.  Phase  photomicrographs  of  scraping  from  inner  lining  of  hydatid  cyst  showing  (A)  booklet  and 
: (B)  scolex. 


' duct  channels  was  found  (Fig.  4).  Hooklets 
I and  scolices  were  abundant  (Fig.  5). 

Diagnosis 

I In  areas  where  echinococcosis  is  endemic 
''  there  is  little  diagnostic  challenge  in  con- 
; firming  the  suspicion  of  hydatid  disease. 

Not  only  are  the  signs  and  symptoms  indica- 
i tive,  but  also  there  is  a characteristic  radio- 
graphic  picture,  and  highly  specific  skin  and 
|!  serologic  tests  are  available.  Yet  with  these 
i.  same  technics  at  our  command,  less  than  a 
I half  dozen  cases  of  echinococcosis  are  de- 
tected  annually  at  the  major  teaching  hos- 
i pitals  in  the  New  York  area.  This  is  not 
r because  there  are  not  more  cases,  but  because 
[!  the  possibility  is  so  rarely  suspected  and 
{|  investigated. 

i;  The  Casoni  skin  test,  an  intracutaneous 
injection  of  0.2  ml.  of  echinococcal  antigen, 
|i  shows  a positive  reaction  in  approximately 
^1  90  per  cent  of  patients  with  hydatid  disease, 
j;  There  is  an  immediate  (fifteen-minute  flare) 
reaction  and  a delayed  (twelve-hour  in- 
i durated  wheal)  reaction.  The  Casoni  test 
j reaction  will  remain  positive  even  years  after 
surgical  removal  of  a hydatid  cyst.  The 
j serologic  complement-fixation  test  has  a 
; validity  rate  of  75  to  80  per  cent,  the  greater 


number  of  negative  results  occurring  in 
patients  in  whom  the  contents  of  the  cyst 
have  not  leaked  or  in  whom  the  parasite  is 
dead.  Although  not  specific,  eosinophilia, 
frequently  in  the  range  of  40  to  50  per  cent, 
is  common. 

Because  of  calcification  in  the  reactive 
host  tissue  surrounding  the  lesion,  radio- 
graphic  examination  can  frequently  provide 
added  evidence  of  hydatid  disease.  Many 
chronic  but  asymptomatic  hydatid  lesions 
are  detected  unintentionally  by  x-ray  ex- 
amination, as  in  Case  2.  If  the  cyst  is  in  the 
liver,  the  right  side  of  the  diaphragm  may  be 
raised  and  fixed  while  the  hepatic  flexure  of 
the  colon  is  displaced  downward.  Displace- 
ment of  adjacent  structmes  is  also  common 
in  other  viscera.  Bone  involvement  may 
be  manifested  as  irregular  areas  of  absorp- 
tion or  rarefaction  throughout  the  cancellous 
portion. 

The  definitive  diagnostic  test  is,  of  course, 
the  demonstration  of  the  hooklets  and 
scolices  within  the  laminated  cyst  wall. 
This  should  be  accomplished  by  surgical 
exploration  and  excision  but  never  by  ex- 
ploratory percutaneous  aspiration,  a pro- 
cedure that  can  result  in  the  spread  of  the 
hydatid  lesions  as  well  as  in  severe  allergic 
reactions. 
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Treatment 

Surgical  excision  of  accessible  cysts  is  the 
sole  treatment  for  hydatid  disease.  After 
adequate  exposure  and  careful  packing  off  of 
surrounding  tissue,  the  cyst  waU  should  be 
punctured  by  a sterile  needle,  and  50  to  100 
cc.  of  hydatid  fluid  should  be  withdrawn  if 
possible.  Then  5 to  10  cc.  of  a 10  per  cent 
formalin  solution  should  be  injected  through 
the  same  needle  and  a twenty-minute  period 
allowed  for  destruction  of  the  parasite  be- 
fore further  manipulation.  This  tedious 
maneuver  is  essential  to  prevent  severe  al- 
lergic reactions  and  the  spread  of  echinococ- 
cosis by  leakage  of  the  cyst  contents.  Ex- 
cision should  include  the  calcific  reactive 
host  tissue  as  well  as  the  entire  cyst  lining. 
Surgical  treatment  should  be  undertaken 
even  in  the  symptom-free  patient,  since  re- 
moval provides  a definitive  cure  and  pre- 
vents the  possibility  of  eventual  rupture  or 
infection.  There  is  no  effective  chemo- 
therapeutic agent  for  hydatid  disease,  and 
radiation  therapy  is  useless. 

Alveolar  hydatid  disease 

The  general  term  echinococcosis  also  in- 
cludes alveolar  hydatid  disease,  which  is 
caused  by  E.  multilocularis,  a parasite 


anatomically  distinct  from  E.  granulosus 
and  found  in  wolves,  foxes,  and  mice  in  the 
more  frigid  portions  of  Alaska,  Russia,  and 
the  Alps.  Man  is  an  abnormal  intermediate 
host  to  the  destructive  larval  stage.  Alveo- 
lar hydatid  disease  differs  from  the  uniloc- 
ular variety  in  that  the  lesion  produced  by  , 
E.  multilocularis  is  an  infiltrative,  neo-  J 
plastic-Uke  invasion,  with  poorly  defined  ] 
borders.  The  liver  and  lung  are  most  com-  ^ 
monly  involved,  and  the  clinical  manifesta-  » 
tions  are  those  expected  from  chronic  de-  i 
struction  of  these  organs.  Casoni  and  com-  ! 
plement-fixation  tests  are  unreliable,  and  * 
no  characteristic  radiographic  picture  is  i 
seen.  Treatment  is  by  surgical  excision,  if  * 
possible.  The  prognosis  is  poor.  1 

4 St.  Pancras  Way,  London  N.  W.  1 | 
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Illness  and  absenteeism 


Between  July,  1959,  and  June,  1960,  absence 
from  work  because  of  iUness  or  injury  cost  the 
American  economy  an  estimated  $13.6  billion  in 
lost  wages  and  salaries.  This  was  about  2.8  per 
cent  of  the  Gross  National  Product  and  5.3  per 
cent  of  the  total  civilian  payroll.  The  $13.6 
billion  loss  was  incurred  by  thiee  categories  of 


people:  currently-employed  pereons  (43  per 

cent),  those  who  were  out  of  the  labor  force  be- 
cause of  illnesses  but  not  hospitalized  (48  per 
cent),  and  patients  in  long-term  hospitals  (9 
per  cent) . 

Among  currently-employed  persons,  about 
370  million  days,  or  an  average  of  5.6  days  per 
person,  were  lost  from  work  because  of  iUness  or 
injury.  This  caused  a loss  in  wages  and  salaries 
of  about  $5.8  billion,  or  2.3  per  cent  of  the  total 
civiMan  payroll. 


¥ 

I 
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Accidental 

Chemical 

Poisonings 


From  the  Poison  Control  Center 

The  City  of  New  York  Department  of  Health 

A series  prepared  by 

HAROLD  JACOBZINER,  M.D.,  Assistant  Commissioner, 

The  City  of  New  York  Department  of  Health; 

Medical  Director,  Poison  Control  Center 

HARRY  W.  RAYBIN,  M.S., Technical  Director,  Poison  Control  Center 


Fatalities  Due  to 
Ingestion  of  Corrosives 


T HE  FOLLOWING  INCIDENTS  Were  reported 
recently  to  the  New  York  City  Poison  Con- 
trol Center. 

Incident  I 

Type  of  Poison  Age  Sex 

Bichloride  of  Mercury  23  Years  Female 

The  following  case  was  reported  to  the 
Poison  Control  Center  by  the  pathologist 
and  poison  control  officer  at  St.  Elizabeth’s 
Hospital. 

;This  twenty-three-year-old  white  woman 
was  admitted  to  St.  Elizabeth’s  Hospital, 
New  York  City,  on  September  28,  1962, 
at  8:00  p.m.,  four  hours  after  she  ingested  6 
pills  of  bichloride  of  mercury  by  mistake 
instead  of  aspirins  which  she  thought  she 
was  taking  for  a cold. 

On  admission  the  patient  was  vomiting 
and  had  hematemesis  and  hematuria.  Oli- 
guria and  melena  also  developed.  There 
was  bleeding  from  the  nose.  She  gave  a 
history  of  diabetes  meUitus  which  was  con- 
trolled with  NPH  insulin.  Her  blood  pres- 
sure was  elevated,  and  the  pulse  rate  was 
increased. 

Laboratory  findings  included  hemoglobin 
16.8  Gm.  per  100  ml.,  hematocrit  57,  and 
white  blood  cell  count  18,700  with  91  per 
cent  neutrophils  and  9 per  cent  lymphocytes. 
Urinalysis  disclosed  a specific  gravity  of 
1.025  with  an  acid  reaction.  Albumin  was 
1 plus,  sugar  4 plus,  there  was  no  acetone. 


and  there  were  2 to  4 red  blood  cells  and 
6 to  8 white  blood  cells.  Blood  chemistry 
revealed  a carbon  dioxide  combining  power 
of  53  per  cent  and  sugar  347  mg.  and  urea 
nitrogen  23  mg.  per  100  ml.  On  the  follow- 
ing day  the  hematocrit  rose  to  65,  the  white 
blood  cell  count  was  15,000,  carbon  dioxide 
combining  power  34  per  cent,  and  potassium 
4.3,  sodium  130,  and  chlorides  87  mEq.  per 
liter.  Blood  sugar  fluctuated  during  the 
next  three  days  between  270  and  700  mg. 
per  100  ml.,  and  the  urea  nitrogen  rose 
steadily  to  80  mg.  per  100  ml.  on  September 
30.  The  electrocardiogram  showed  a sinus 
tachycardia.  A gastric  lavage  was  insti- 
tuted on  admission,  and  the  patient  was 
treated  symptomatically  thereafter.  Her 
condition  worsened,  and  she  expired  on  the 
morning  of  October  1. 

An  autopsy  performed  by  the  medical 
examiner  disclosed  pulmonary  congestion, 
fatty  liver,  nephrosis,  and  extensive  severe 
membranous  necrotic  colitis  involving  the 
entire  mucosal  surface  of  the  large  intestine 
from  the  ileocecal  valve  to  the  anorectal 
valve. 

The  following  autopsy  report  was  received 
from  the  office  of  Milton  Helpern,  M.D., 
Chief  Medical  Examiner  of  the  City  of  New 
York. 

On  external  inspection  the  body  was  that  of 
a twenty-three-yeai’-old  white  female,  5 feet 
4 inches  in  height,  weighing  135  pounds. 
The  hair  on  the  head  was  short  and  blonde. 
The  irides  were  greenish-brown.  The  pupils 
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were  0.4  cm.  in  diameter,  round,  regular,  and 
equal.  Rigor  mortis  was  present  in  the 
extremities.  Postmortem  lividity  was  pres- 
ent over  the  back.  There  was  cyanosis  of 
the  lips  and  fingernails. 

On  section  of  the  head  there  was  no  evidence 
of  trauma  in  the  galea.  The  calvarium  was 
removed.  On  stripping  the  dura,  there  was 
no  evidence  of  fracture.  The  base  of  the 
skull  was  normal.  The  cerebral  sinuses, 
pituitary,  and  middle  ears  were  normal. 
The  brain  weighed  1,420  Gm.  There  was 
some  flattening  of  the  cerebral  gyri.  There 
was  moderate  bilateral  uncal  grooving  at  the 
base  of  the  brain.  Mutiple  sections  of  the 
brain  showed  congestion  of  small  vessels  and 
white  matter. 

On  section  of  the  trunk  the  soft  tissues  of 
the  neck  showed  no  evidence  of  trauma.  The 
larynx  was  in  the  midline  and  was  normal. 
The  trachea  and  major  bronchi  were  fllled 
with  thick,  inspissated,  yellowish-green  mucus. 

The  pleural  cavities  of  the  lungs  were  clear. 
The  combined  weight  of  both  lungs  was  950 
Gm.  On  sectioning,  the  lungs  were  beefy  red 
and  congested. 

The  heart  weighed  310  Gm.  The  coronary 
vessels  were  normal.  The  right  side  of  the 
heart  was  dilated.  The  mitral,  tricuspid, 
aortic,  and  pulmonary  valves  were  normal. 
The  myocardium  was  reddish-brown  and 
showed  focal  areas  of  congestion  only. 

The  peritoneal  cavity  contained  approxi- 
mately 50  cc.  of  straw-colored  fluid. 

Examination  of  the  gastrointestinal  tract 
showed  erosions  of  the  esophagus  in  its 
distal  third.  The  stomach  wall  was  thick- 
ened, more  so  toward  the  ventral  portion  of 
the  stomach.  On  opening  it,  there  were 
diffuse  petechial  hemorrhages  present  in  the 
submucosa  with  thickening  of  the  submucosa. 
In  the  distal  thud  of  the  stomach  on  the 
greater  curvature  in  the  antrum,  approxi- 
mately 2 inches  from  the  pylorus,  were 
several  irregular  ulcers  flUed  with  a layer  of 
dark  blood.  These  varied  from  1 to  I'/z 
inches  in  maximum  dimension.  The  sur- 
rounding stomach  mucosa  was  markedly 
swollen  and  showed  numerous  petechial 
hemorrhages.  The  first  portion  of  the  duo- 
denum showed  mucosal  congestion  with 
petechial  hemorrhages  also.  The  remainder 
of  the  small  intestine  was  unremarkable  and 
collapsed.  The  ileocecal  valve  was  some- 
what edematous.  Beginning  in  the  cecum 
was  a marked  ulcerative  colitis  which  be- 
came more  intense  in  the  distal  ascending,  the 
entire  transverse,  and  the  proximal  descend- 
ing colon.  This  consisted  of  tremendous 
thickening  and  edema  of  the  entire  wall  of 
the  colon  with  marked  swelling  of  the  mucosa, 
forming  large  blebs  measuring  up  to  1 inch 
in  maximum  dimension.  The  areas  between 
these  blebs  showed  innumerable  small  focal 
ulcers  measuring  up  to  3 mm.  in  maximum 
dimension.  Elsewhere  there  was  generalized 
intense  congestion  of  the  entire  mucosa. 
There  also  were  seen  numerous  small,  di- 


lated, congested  vessels  on  the  serosal  surface 
of  the  colon. 

The  adrenals  showed  thinning  of  their 
cortices  and  lipoid  depletion. 

The  kidneys  weighed  200  Gm.  each. 
Their  capsules  stripped  with  ease.  The 
surface  was  pale  tan-red.  On  sectioning, 
there  was  swelling  of  the  cortices.  The 
corticomeduUary  junction  was  distinct. 
There  were  numerous  hemorrhagic  striations 
present  in  the  cortex,  running  from  the  sur- 
face to  the  medullary  pyramids.  The  pyra- 
mids themselves  were  somewhat  congested. 

The  ureters  were  normal. 

The  bladder  was  empty  of  urine.  There 
was  some  hemorrhage  in  the  mucosa  of  the 
urethra. 

The  uterus  was  small.  On  sectioning  the 
left  ovary,  which  was  somewhat  enlarged, 
there  was  a 1-inch,  hemorrhagic,  chocolate- 
colored  cyst.  This  ovary  was  bound  down  by 
adhesions  to  the  uterus  on  that  side. 

The  spleen  weighed  150  Gm.  and  was 
purphsh-red  in  color.  On  sectioning,  the 
follicles  were  prominent,  and  it  did  not  scrape 
easily. 

The  pancreas  was  small,  weighing  70  Gm. 
On  sectioning  it  was  brownish-tan  in  color. 

The  liver  weighed  2,200  Gm.,  and  was  red- 
dish-brown in  color.  On  sectioning  it  showed 
marked  congestion  of  the  vessels  as  well  as 
focal  patchy  areas  of  yellow  fat  deposition. 
The  gallbladder  contained  10  cc.  of  greenish 
bile.  The  biliary  passages  were  normal. 
Anatomic  diagnoses  were:  acute  corrosive 
gastritis  and  esophagitis;  acute,  ulcerative, 
necrotizing  colitis;  generalized  visceral  con- 
gestion; pulmonary  and  cei'ebral  congestion; 
acute  toxic  nephrosis  of  the  kidneys;  and 
diabetes  meUitus. 

Sections  of  the  liver  and  kidney,  as  well  as 
blood,  were  sent  for  heavy-metal  analysis, 
and  sections  were  taken  for  microscopic 
study. 

Cause  of  death  was  acute  corrosive  esopha- 
gitis and  gastritis;  acute,  ulcerative,  necro- 
tizing colitis;  and  nephrosis,  with  a history  of 
bichloride  of  mercury  ingestion. 

Fortunately,  these  days,  accidents  from 
bichloride  are  infrequent  because  this  chemi- 
cal antiseptic  has  been  replaced  by  more 
modern  substitutes. 


Type  of  Poison 

Incident  2 
Age 

Sex 

Zinc  Chloride 

30  Years 

Female 

A long  distance  telephone  call  for  assist- 
ance was  received  from  Peru  late  at  night 
at  the  Poison  Control  Center.  Because  of 
difficulty  in  communications  over  the  tele- 
phone, supplementary  information  was  re- 
quested by  letter,  and  the  following  addi- 
tional information  was  received. 
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This  was  a thirty-year-old  white  female 
who  had  a tonsillectomy  done  in  a clinic.  By 
mistake  she  had  an  infiltration  of  the  tonsilar 
area  with  zinc  chloride  in  a 10  per  cent  solu- 
tion. Forty  cc.  of  this  were  used.  She 
developed  tremendous  swelling,  and  a trache- 
ostomy was  done.  She  was  then  transferred 
to  our  clinic  twelve  hours  after  the  infiltra- 
tion. 

When  she  arrived,  we  noticed  several 
caustic  burns  which  involved  the  whole  thick- 
ness of  the  neck.  As  you  can  understand, 
the  corrosive  action  was  already  established 
locally,  and  so  our  main  concern  was  to  treat 
her  for  the  general  intoxication.  We  did 
this  with  dimercaprol  and  edathamil  calcium 
disodium  (Versenate)  plus  corticoid  intra- 
venous solutions  and  electrolytes.  We  kept 
her  with  a Levin  tube  nutrition.  Never- 
theless, the  involved  area  started  sloughing  on 
the  eighth  day.  She  developed  fistula  in  the 
esophagus,  and  the  trachea  came  out  in 
pieces.  Finally  she  blew  both  carotid  arteries 
and  died. 


This  is  a medical,  legal  case  under  way  now 
in  Peru. 

This  was  obviously  an  unfortunate  iatro- 
genic accident. 

In  a previous  publication  we  report 'd  a 
fatal  case  of  zinc  chloride  poisoning  m a 
six-year-old  child  and  another  fatal!  y ’n  a 
seventy -two-year-old  male.  * 

With  a concentrated  zinc  soli:  icn  a pre- 
dominant hazard  is  the  corrosive  ef  ect  and 
not  its  chemical  toxicity.  In  all  ca''0.-i  where 
corrosive  chemicals  are  involved  crc  must 
carefuUy  weigh  the  toxicity  of  the  chemical 
against  the  hazard  of  possible  perforation. 
It  is  often  a difficult  decision  to  make. 

* Jacobziner,  H.,  and  Raybin,  H.  W.:  Zinc  chloride 

poisoning  (solder),  New  York  State  J.  Med.  62:  1848  (June 
1)  1962. 


Number  one  hundred  fifteen  in  a series  of  Accidental  Chemical  Poisonings 


Measles  incidence 


The  family  that  hasn’t  experienced  measles  is 
rare  indeed.  Most  children  encounter  measles 
sooner  or  later.  The  cases  usually  aren’t  serious, 
and  the  patient  recovers  with  no  after-effects. 

But  since  the  disease  is  so  common,  most  fami- 
lies don’t  take  it  seriously,  and  complications, 
such  as  encephalitis,  pneumonia,  and,  rarely, 
infections  of  the  digestive  tract,  may  result.  A 
body  weakened  by  measles  is  more  susceptible 
to  streptococcus,  pneumococcus,  influenza  virus. 


and  organisms  that  cause  meningitis.  Measles 
thus  becomes  one  of  the  most  dangerous  of  the 
childhood  epidemic  diseases.  More  than 
400,000  cases  of  measles  are  reported  each  year, 
and  the  death  rate  is  about  one  in  each  1,100 
cases. 

Parents  should  be  told  to  follow  carefully  the 
physician’s  advice  during  the  recovery  period. 
When  measles  is  first  suspected,  the  child  should 
be  put  to  bed  at  once.  Isolation  precautions 
should  be  taken  to  protect  other  children  in  the 
family  and  in  the  neighborhood  from  the  disease, 
which  usually  provides  immunity  from  further 
attacks. 
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Preparedness  at  Community 
Level — an  Urgent  Goal 


LUTHER  L TERRY,  M.D. 
Washington,  D.C. 


Surgeon  General,  Public  Health  Service, 
Department  of  Health,  Education,  and  Welfare 


\A/ E ARE  LIVING  in  a time  of  awesome  pos- 
sibilities. Nothing  is  more  awesome  than 
the  prospect  of  thermonuclear  war. 

The  United  States  is  doing  everything 
within  its  power  to  prevent  such  a world- 
wide disaster.  We  must  be  ready  to  face  any 
eventuality,  however.  If  an  attack  should 
come,  it  is  our  job  —yours  and  mine — ^to  help 
assure  survival  for  as  many  people  as 
possible. 

It  is  our  duty,  along  with  every  other 
qualified  medical  and  health  worker,  to 
protect,  insofar  as  possible,  180  million 
Americans  from  the  effects  of  attack,  when 
and  if  it  comes.  We  are  here  to  think 
realistically  and  plan  realistically  what  we 
must  do  now  and  what  we  must  do  sys- 
tematically month  after  month,  year  after 
year,  to  live  up  to  our  charge. 

The  task  is  formidable  and  beset  with  dif- 
ficulties. But  our  very  future  as  a nation 
depends  on  it. 

Presented  at  the  Tenth  Annual  National  Conference  on 
Disaster  Medical  Care,  presented  by  the  Public  Health 
Service,  U.S.  Department  of  Health,  Education,  and  Wel- 
fare, Chicago,  Illinois,  June  23, 1962. 


Victory,  if  one  may  speak  of  victory  after 
the  holocaust  of  thermonuclear  war,  will  go 
to  the  nation  which  recovers  most  swiftly 
from  the  effects  of  attack.  And  the  speed  ' 
and  degree  of  recovery  will  depend  directly 
on  our  ability  to  institute  an  efficient,  weU- 
organized,  highly  coordinated  emergency 
health  activity.  Without  this,  aU  other  ele- 
ments of  civil  defense  planning  have  little 
meaning. 

In  many  ways,  civil  defense  is  an  in-  r 
tensely  local  problem.  Individual  areas  may 
have  to  be  on  their  own  for  an  indefinite 
period  of  time,  cut  off  from  normal  channels  ^ 
of  transportation,  trade,  and  communica-  | 
tion.  They  wiU  have  to  rely  on  their  own  | 
resources  to  an  imprecedented  extent,  de- 
velop a kind  of  self-sufficiency  that  is  ex- 
tremely unusual  in  our  complex  society. 

Yet  local  defenses  are  not  enough.  We 
will  be  protected  only  insofar  as  the  total 
health  and  medical  resources  of  the  nation 
are  planned,  organized,  practiced,  and  mo- 
bilized. The  basic  components  of  civilian 
health  defense  must  be  worked  out  in  a i 

series  of  interlocking  plans  at  local,  state,  I 

regional,  and  national  levels. 

Preparedness  planning,  however,  begins 
at  the  community  level.  And  it  is  this  com-  , 
munity  planning  that  I want  to  discuss  with 
you  briefly. 

With  proper  preparation  and  planning,  let 
us  remember,  many  people  will  survive. 
Grim  as  the  possibilities  are,  we  can  create 
the  machinery  that  will  help  the  people  of 
this  nation  withstand  an  enemy  attack,  re-  ' 
cover  from  it,  and  press  on. 

Before  we  get  down  to  the  specifics  of  i 
emergency  health  preparedness,  let  me  re- 
view with  you  some  of  the  problems  the 
health  professions  must  anticipate  in  the  ! 
postattack  period. 


1972  New  York  State  Journal  of  Medicine  / July  1, 1963 


Problems 

There  is,  of  course,  no  actual  experience 
on  which  to  draw  in  planning  our  health 
defenses  for  a thermonuclear  attack.  We 
cannot  collect,  study,  and  evaluate  prior  case 
histories  and  arrive  at  scientifically  accurate 
conclusions  about  control  measures.  In- 
stead, we  must  visualize  the  inherent  effects 
of  chemical,  biologic,  and  thermonuclear 
agents;  make  assumptions  as  to  the  pos- 
sible use  of  these  weapon  systems  by  a 
potential  enemy;  and  estimate  the  effects  of 
the  assumed  attack  pattern  on  the  civilian 
population  and  on  our  health  resources. 
With  this  information  we  must  define  the 
procedures  that  will  assirre  the  highest  level 
of  medical  care  and  health  protection  for  the 
greatest  number  of  people.  And  then  we 
must  reach  and  maintain  a state  of  readiness 
and  a capability  to  implement  the  plans. 

The  first  step,  the  visualization  of  the  in- 
herent effects  of  modern-day  weapons,  is 
perhaps  the  most  difficult  for  us  as  physi- 
cians. For  example,  a surface  burst  of  a 
1-megaton  weapon  creates  a fireball  measur- 
ing approximately  8,000  feet  in  diameter,  at 
several  million  degrees  centigrade.  It  pro- 
duces about  125  pounds  of  isotope  material 
which  emits  radiation  at  the  level  of  several 
hundred  thousand  tons  of  radium.  It  digs  a 
hole  a quarter  of  a mile  wide  and  300  feet 
deep,  vaporizing  thousands  of  tons  of  earth 
which,  with  the  radioactive  isotopes,  con- 
denses as  fallout  for  distribution  downwind 
some  150  miles. 

These  phenomena,  when  combined  with 
the  blast  and  thermal  waves  that  are  pro- 
duced, frustrate  neat  scientific  determina- 
tions of  probable  effects.  Chemical  and 
biologic  warfare  agents  are  equally  formid- 
able, versatile,  and  capable  of  indicting  un- 
told damage. 

In  the  final  analysis,  our  ultimate  recovery 
after  an  attack  wiU  depend  largely  on  the 
balance  or  imbalance  that  exists  among  the 
human  and  material  resources  which  survive 
the  attack  and  its  immediate  aftermath. 
Ours  is  a complex  society  of  many  inter- 
dependent parts.  If  the  balance  among 
these  parts  is  too  severely  disturbed,  most  of 
the  services  in  our  society,  including  health 
care,  may  not  be  able  to  function  in  a usual 
manner  or  at  all,  or  may  be  forced  to  revert 
to  a primitive  level. 

The  information  most  important  to  health 


workers  is  not  so  much  the  weight  of  the  at- 
tack, but  the  distribution  of  the  weapons 
and  the  various  components  of  society  that 
have  been  exposed.  In  other  words,  the 
health  problem  wiU  be  delimited  by  the  ef- 
fect of  the  attack  on  our  human  and  mate- 
rial resources.  Once  we  know  how  our  re- 
sources are  distributed  and  the  probable  ef- 
fects of  nuclear  weapons  on  these  resources  at 
various  distances,  we  can  estimate  the  prob- 
able effects  of  any  number  or  combination  of 
alternate  attack  patterns  with  any  variety  of 
weapons. 

For  practical  purposes,  we  need  not  ea- 
amine  an  infinite  number.  We  can  deter- 
mine readily,  in  our  particular  circumstance, 
the  kinds  of  patterns  that  would  be  most 
damaging  to  us.  If  the  attack  is  less  severe 
than  our  most  drastic  estimates,  the  prob- 
lems of  simvival  and  recovery  will  be  re- 
duced; so  we  can  set  limits  to  the  problem 
with  some  confidence. 

To  estimate  the  degree  of  damage  to  water 
supply,  sewage  disposal,  and  medical  mate- 
rial of  any  particular  community,  we  must 
not  limit  our  considerations  to  the  com- 
munity as  an  isolated  entity.  To  make 
realistic  predictions,  we  should  take  into  ac- 
count what  is  likely  to  happen  in  the  next 
city,  the  next  state,  and  the  country  as  a 
whole. 

To  illustrate,  an  attack  on  this  country  is 
likely  to  include  airburst  weapons,  which 
produce  no  significant  faUout,  and  ground- 
burst  weapons,  which  do.  Most  weapons 
will  probably  be  directed  at  military  targets. 
An  attack  pattern  could  include  200  targets, 
but  within  the  foreseeable  futirre  there  ap- 
pears to  be  little  likelihood  that  as  many  as 
200  nonmilitary  targets  could  be  attacked 
successfully.  The  number  of  military  targets 
a potential  enemy  must  destroy  to  insure  his 
own  survival  are  increasing,  under  current 
and  projected  military  programs,  at  least  as 
rapidly,  and  probably  more  rapidly,  than  his 
capability  to  deliver  offensive  weapons. 

Each  community  must  be  ready  to  answer 
such  questions  as:  Is  this  area  likely  to  be  a 
primary  target?  A secondary  target?  A 
support  area  or  reception  center?  What 
would  happen  to  our  sources  of  water  sup- 
ply, utilities,  essential  industries,  in  the 
event  of  an  attack?  It  then  assesses  the 
health  resources — manpower,  supplies,  and 
facilities —which  wiU  probably  survive  the 
attack  and  plans  how  to  organize  and  use 


July  1,  1963  / New  York  State  Journal  of  Medicine  1973 


these  resources  to  help  as  many  people  as 
possible  during  the  emergency  period. 

There  wiU,  of  course,  be  many  more  de- 
mands for  health  care  than  professional  per- 
sonnel will  be  able  to  meet.  There  wiU  not 
be  enough  physicians.  There  wiU  not  be 
enough  hospital  beds.  Medical  supplies  and 
equipment  will  be  in  extremely  short  sup- 
ply, poorly  distributed,  and  will  limit  the 
extent  to  which  hospital  bed  shortages  can 
be  corrected  by  improvisation.  There  wiU  be 
a lack  of  shelter,  clothing,  and  fuel.  Water 
facilities  and  distribution  systems  and 
sewage  conduits  and  treatment  plants  will  be 
destroyed  or  their  services  interrupted.  Un- 
protected supplies  of  food  and  water  will  be 
contaminated.  A rapid  increase  in  the  num- 
ber of  insects  and  rodents  will  contribute  to 
the  spread  of  communicable  disease. 

In  addition,  the  chaos  following  an  attack 
wiU  create  many  psychologic  problems.  To 
compound  these  problems,  radioactive  fall- 
out will  delay  organization  of  health  and 
medical  services.  Rescue  will  be  severely 
hampered  or  virtually  impossible  in  many 
areas  for  varying  periods  of  time. 

Obviously  the  health  problems  wiU  be 
enormous.  We  must  be  prepared  to  live 
with  austerity.  We  must  be  ready  to  accept 
compromises  with  the  ideal  to  save  as  many 
people  as  possible. 

Let  me  outline  seven  elements  which  I 
consider  necessary  to  prepare  the  community 
for  any  emergency. 

Medical  self-help  training 
of  the  population 

In  the  event  of  enemy  attack  with  radio- 
logic,  chemical,  or  biologic  agents,  survivors 
wiU  be  required  to  live  for  days  or  even 
weeks  in  temporary  shelters  or  quarters. 
During  this  period  they  may  be  deprived  of 
professional  medical  care.  Under  these  cir- 
cumstances survival  will  depend  on  their 
ability  to  administer  emergency  medical  care 
to  themselves,  their  family,  and  neighbors. 
They  must  not  only  be  practiced  in  first  aid 
but  must  know  basic  principles  of  medical 
care,  sanitation,  and  hygiene.  Even  after 
organized  medical  services  are  restored,  the 
disparity  between  the  number  of  sick  and  in- 
jured and  the  number  of  physicians  and 
facilities  available  for  their  care  may  re- 
quire the  continuation  of  medical  self-help 
and  home  care  for  an  extended  period. 


Effective  utilization  of  available 
medical  and  allied  health  personnel 

Faced  with  mass  casualties  and  wide- 
spread destruction  following  an  enemy  at- 
tack, the  surviving  physicians  wiU  be  unable 
to  handle  personally  the  overwhelming 
medical  and  health  needs  of  the  commimity. 
The  allied  health  professions,  under  the 
leadership  and  guidance  of  the  physician, 
must  be  prepared  to  accept  responsibiUties 
and  perform  procedures  that  they  do  not 
normally  undertake.  In  this  way  the  physi- 
cian’s knowledge  and  skill  can  be  extended  to 
many  more  people.  Similarly,  the  clinician 
must  expand  his  knowledge  and  capabilities 
in  the  field  of  epidemiology,  environmental 
health,  and  other  aspects  of  health  protec- 
tion. 

Expanded  and  coordinated  operation 
of  all  available  hospitals 
and  other  health  facilities 

The  disaster  plans  for  hospital  and  health 
facilities  must  provide  for  the  following  pos- 
sibilities: that  existing  facilities  will  be 

damaged  or  destroyed  and  that  new  facilities 
wiU  have  to  be  improvised,  that  there  will  be 
a multifold  increase  in  the  hospital  load  with 
a very  limited  availability  of  medical  man- 
power, and  that  medical  supplies  wiU  be  in 
short  supply.  Consequently,  medical  treat- 
ment must  be  austere  and  standardized  inso- 
far as  possible.  In  addition,  drastic  modi- 
fications wiU  need  to  be  made  in  the  manage- 
ment of  medical  facilities,  the  distribution 
and  utilization  of  drugs,  and  the  provision  of 
specialized  services.  Each  member  of  the 
health  team  must  be  thoroughly  versed  in 
the  specific  job  he  will  do  under  emergency 
conditions,  particularly  at  the  time  when 
communications  wiU  be  inadequate  or  un- 
available. 

Prudent  use  of  medical 
supplies  and  equipment 

■The  stockpiling  of  medical  supplies  and 
equipment  must  be  carefully  worked  out  in 
each  community,  on  the  assumption  that 
communications  and  transportation  will  be 
nonexistent  or  severely  hampered  after  an 
attack.  Individual  famihes  as  weU  as  entire 
communities  should  stockpile  essential 
equipment.  Acquisition  should  begin  as 
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soon  as  possible,  and  it  should  include  pro- 
tective measures  against  biologic  and  chemi- 
cal warfare  agents  as  well  as  against  con- 
ventional and  nuclear  weapons.  After 
materials  are  acquired,  maintenance  pro- 
cedinres  must  be  established  to  provide  maxi- 
miun  protection,  minimum  deterioration, 
and  community  knowledge  of  location,  con- 
tent, and  use.  Each  community  should  be- 
come familiar  with  Federal  stockpile  and 
surplus  property  programs  and  other 
sources  of  support. 

Adequate  supply  of  safe 
water  for  emergency  use 

The  availability  of  emergency  water  sup- 
plies is  paramoimt  to  survival.  The  com- 
munity must  anticipate  that  the  normal 
source  of  water  supply  may  be  incapacitated, 
destroyed,  or  contaminated.  Emergency 
preparedness  planning,  where  possible, 
should  provide  for  such  measures  as  com- 
munity sovuces  of  water  available  for  emer- 
gency use,  including  water  not  used  in  ordi- 
nary circumstances  but  acceptable  for  use  in 
an  emergency;  the  development  of  a pro- 
tected water  reserve  for  emergency  use 
only;  the  maintenance  of  adequate  reserves 
of  supplies  for  restoration  and  emergency 
repair  of  damaged  local  water  supply  facili- 
ties; the  procurement  of  equipment  and  sup- 
plies necessary  for  emergency  decontamina- 
tion of  water  and  the  training  of  personnel 
necessary  for  their  operation;  and  the  de- 
velopment of  mutual  assistance  plans  for 
obtaining  emergency  water  supply  from  un- 
damaged suburban  or  adjacent  communities. 

Provision  for  the  rehabilitation 
of  damaged  health  facilities 

In  preparedness  planning,  the  community 
must  give  high  priority  to  the  restoration  of 
damaged  health  facilities.  This  is  essential 
to  achieve  maximvun  utihzation  of  profes- 
sional personnel  and  the  highest  possible 
level  of  medical  care.  Similarly,  early  re- 
sumption of  medical  education  depends  on 
plans  for  restoration,  relocation,  or  early  re- 
activation of  schools  and  universities. 

Restoration  and  maintenance  of  the 
health  of  the  surviving  population 

Since  the  recovery  of  the  country  depends 
on  the  health  of  the  surviving  population. 


measures  to  ensure  health  protection  of  those 
not  affected  directly  by  the  attack  must  be 
instituted  as  soon  as  possible.  These  must 
include  re-establishment  of  environmental 
controls;  reinstitution  of  measures  for  the 
prevention  of  contagious  diseases;  and  res- 
toration of  safe  water,  food,  and  miUc  sup- 
plies; and  the  like. 

Comment 

Weaving  these  seven  elements  of  disaster 
health  preparedness  into  a plan  that  can  be 
implemented  successfully  in  the  community 
may  appear  to  be  an  impossible  job.  How- 
ever, many  of  you  here  have  demonstrated 
that  it  can  be  done.  As  a result  of  your 
leadership,  many  commimities  already  have 
a written  emergency  health  preparedness 
plan.  Some  have  made  further  progress  by 
assigning  responsibilities  to  key  health  per- 
sonnel, by  organizing  commimity  training 
programs,  by  developing  hospital  disaster 
plans,  by  stockpihng  essential  supplies,  and 
by  holding  regular  rehearsals  of  emergency 
procedures. 

I don’t  have  to  tell  you  how  difficult  it  is  to 
get  sustained  enthusiasm  for  and  widespread 
participation  in  disaster  preparedness.  We 
can  help  overcome  natural  reluctance  by 
working  up  clear-cut  plans  and  by  devising 
procedures  which  are  simple,  flexible,  and 
widely  known.  All  of  us  must  come  to  the 
realization  that  preparedness  for  civilian 
defense  will  be  a part  of  our  normal  way  of 
life  for  many  years  to  come.  Systematic 
practice  and  rehearsal — until  the  response  is 
automatic  and  sure — will  enable  the  com- 
munity to  make  the  transition  from  a paper 
plan  to  operational  capability. 

Emergency  preparedness  plans  should 
utilize  and  build  on  existing  health  organi- 
zations, services,  and  professional  person- 
nel. Intensification  of  our  usual  programs 
wiU  constitute  our  first  line  of  health  defense 
in  any  emergency.  Moreover,  we  will  de- 
velop a sense  of  readiness  and  a core  of  skiUs 
that  are  indispensable  in  a disaster  situation. 

That  is  why  the  medical  profession  bears 
such  a heavy  responsibility  in  community 
programs  of  health  preparedness.  In  times 
of  disaster  physicians  give  leadership  to  all 
health  operations.  They  should  also  guide 
the  development  of  disaster  preparedness 
plans  by  setting  forth  priority  needs  for  the 
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health  skills,  by  outlining  the  special  training 
that  is  required,  and  by  determining  the 
manner  in  which  health  personnel  can  be 
best  organized  in  an  emergency  to  assure  the 
most  efficient  operations.  In  this  way,  the 
community  can  be  sure  that  aU  health  per- 
sonnel wiU  know  their  assignments  and  will 
be  equipped  to  carry  them  out  under  any 
circumstances. 

Your  efforts  in  disaster  planning  yield 
dividends  almost  every  day  in  the  form  of 
better  health  for  the  American  people. 
Many  lives  have  been  saved  by  the  applica- 
tion of  artificial  respiration  learned  in  medi- 
cal self-help  training  courses.  Emergency 
health  training  has  been  put  to  good  use 
against  the  hurricanes,  floods,  tornadoes,  and 
other  misfortunes  which  disrupt  entire  com- 
munities and  cause  untold  misery.  Every 
disaster,  every  threat  of  disaster,  should  be 
used  as  a training  ground  for  civil  defense 
operations.  By  the  same  token,  our  capa- 
bility of  handling  a hypothetical  attack 
should  stand  us  in  good  stead  in  responding 
effectively  to  natural  disasters. 

Civil  defense  is  a truly  cooperative  under- 
taking, an  interlocking  job  that  calls  for  our 


Surgery  for  arterial  disease 


Surgical  advances  during  the  past  ten  years 
now  make  it  possible  in  many  patients  to  re- 
store circulation  to  the  lower  leg  and  foot 
affected  by  hardening  of  the  arteries. 

Treatment  of  obliterative  atherosclerotic 
disease  of  the  arteries  supplying  the  lower  limbs 
is  much  more  effective  today  than  it  was  ten 
years  ago,  according  to  Robert  R.  Linton,  M.D., 
in  the  January  19  Journal  of  the  American 
Medical  Association.  Dr.  Linton  is  affiliated 
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greatest  application  of  ingenuity,  perse- 
verance, and  leadership.  It  involves  ah  of 
us  in  aU  the  health  professions  and  at  aU 
levels  of  government.  But  it  begins  with  the 
local  community.  Only  by  community 
preparedness  can  we  hope  to  create  a sig- 
nificant national  capability  to  deal  with  na- 
tional emergencies. 

Despite  the  problems,  despite  the  burdens, 
civil  defense  is  of  the  utmost  urgency.  As 
health  leaders,  we  must  be  resolute  in  our 
thinking  and  decisive  in  our  actions.  Medi- 
cal services  for  emergencies  must  be  ready, 
and  they  must  be  able  to  work. 

Leadership  in  civil  defense  planning  is  the 
strongest  kind  of  evidence  that  the  health 
personnel  of  this  country  have  the  safety  of 
their  fellow  men  at  heart  and  are  working  to 
protect  it. 

With  this  kind  of  resolution  we  can  survive 
anything  that  may  come  and  have  the 
strength  to  carry  on.  This  is  a challenge  that 
we  as  physicians  must  meet  now  if  we  are  to 
safeguard  the  nation’s  future.  I am  sure 
that  aU  of  you  here  are  prepared  to  rise  to 
that  challenge  on  behalf  of  our  country  and 
its  people. 


with  the  department  of  surgery,  Massachusetts 
General  Hospital. 

The  disease  is  probably  one  of  the  most 
common  circulatory  diseases  afflicting  man. 

It  is  increasing  in  incidence  because  the  victims 
primarily  are  older  persons  and  more  persons 
are  living  longer. 

Although  surgery  is  the  best  treatment  for 
most  persons  with  this  disease.  Dr.  Linton 
said,  operations  cannot  be  performed  in 
all  cases.  Surgery  is  frequently  impossible  for 
persons  with  diabetes  and  for  a number  of 
others  because  of  advanced  age  and  the  severity 
of  the  disease.  However,  it  is  hoped  that  ways 
of  preventing  the  disease  will  be  improved  so  ^ 
that  surgery  can  be  avoided. 


Special  Article 


Report  on 
Drug  Addiction  II 


THE  NEW  YORK  ACADEMY  OF  MEDICINE 
Committee  on  Public  Health 
New  York  City 


In  1955  The  New  York  Academy  of  Medicine 
issued  a comprehensive  report  on  drug  addiction. 
Its  main  themes  set  forth  the  two  most  potent 
reasons  for  the  growth  and  spread  of  drug  ad- 
diction: profit  and  punishment. 

To  appreciate  fuUy  the  powerful  influence  of 
profit  on  narcotics  addiction,  it  is  necessary  to 
examine  the  economics  of  narcotics.  Whether 
recognizable  readily  or  less  obviously,  most 
things  have  their  financial  aspect.  It  is  equally 
true  that  many  useful,  even  noble  things  are  cor- 
rupted. With  this  perversion  their  financial 
aspect  may  take  a disproportionate  and  domi- 
nant position.  Narcotics  are  a conspicuous 
example.  Appropriately  used,  they  serve  im- 
portant medical  pm'poses.  Except  for  these 
purposes,  possession  or  purveyance  of  them  is 
illegal.  Under  these  restrictions  they  have 
become  debased  into  the  product  of  a vicious 
and  nefarious  business. 

Drug  addiction  is  a complex  condition  with 
several  phases:  medical,  sociologic,  psychologic, 
and  economic.  In  this  constellation  it  would  be 
a mistake  to  overlook  or  underestimate  the  pow- 
erful economic  force  operating  in  drug  traflBc. 
Between  drug  addiction  and  drug  traffic  the  rela- 
tion is  an  interaction.  In  a circular  arrangement 
addiction  invites  and  supports  traffic;  in  turn, 
traffic  enables  addiction  to  endure.  It  is  obvious 
that  if  there  were  no  addiction  there  would  be 
no  traffic,  and  vice  versa. 

Profit.  Throughout  the  ti'ansactions  in 
illegal  narcotics,  economic  factors  are  at  work. 
Here  has  grown  up  a sizable  enterpidse  with 
several  levels  of  employes  whose  combined 
duty  is  to  purvey  narcotics  illicitly  at  a price, 
an  exorbitant  price.  Consequently,  many  con- 
sumers under  the  compulsion  of  their  habit  ai'e 
driven  to  engage  in  shady,  degrading,  illegal, 
even  criminal  activities  to  obtain  money  or  its 
equivalent,  to  pay  for  then-  supply. 

Simultaneous  publication  with  the  Bulletin  of  the  New  York 
Academy  of  Medicine  39:  417  (July)  1963, 


Why  should  anyone  want  to  operate  this 
sordid,  illicit  business  in  naicotics?  For  the 
same  reason  that  persons  conduct  any  legitimate 
business — profit.  Of  all  the  economic  elements, 
profit  is  the  most  impelling. 

There  are  several  features  of  narcotics  traffic, 
some  unique,  that  make  the  prospect  alluring. 
Illicit  business  usually  yields  extraordinarily  high 
profits.  In  the  illicit  sales  of  narcotics,  these 
already  swollen  profits  on  occasion  expand  fur- 
ther. The  more  vigorous  the  police  action 
against  illicit  traffic,  with  the  consequently 
greater  risk,  the  higher  the  price  of  the  product 
and  the  greater  the  profit.  In  addition,  the 
very  natmre  of  narcotics’  effects  virtually  ensures 
endless  repeat  sales.  Finally,  whether  by  acci- 
dent or  design,  another  development  has  added  a 
particularly  vile  and  despicable,  but  again 
highly  pi'ofitable,  note  to  an  already  sordid  and 
contemptible  racket.  Cultivation  of  juveniles 
and  teenagers  or  pandering  to  their  inchnations 
opens  a “dream”  market  of  lifetime  sales. 

Thus,  profit  is  one  of  the  most  potent  in- 
fluences that  perpetuate  addiction  and  allow  it 
to  spread.  If  purveyance  of  narcotics  were  not 
profitable,  it  is  doubtful  that  the  syndicates 
would  remain  in  the  business.  With  no  supply, 
addiction  would  cease.  Thus,  traffic  and  addic- 
tion maintain  each  other  because  of  one  very 
important  economic  factor — profit. 

Punitive  statutes  and  regulations.  Be- 
sides profit,  other  important  factors  in  the 
spread  of  addiction  have  been  punitive  statutes 
and  regulations.  Forty-nine  yeai's  ago,  on  the 
constitutional  basis  of  taxation.  Congress  en- 
acted its  basic  nai'cotics  law,  the  Harrison 
Narcotic  Act,  as  a revenue  measure.  But  by  im- 
posing penalties  for  illegal  manufacture  and  dis- 
tribution, the  effect  of  the  Act  was  to  regulate 
the  production,  manufactm'e,  and  distribution  of 
narcotics,  particularly  to  limit  the  availability 
of  narcotic  drugs  to  medical  and  scientific  use. 
In  1919  the  Treasury  Depai-tment  promulgated 
regulations  which  rather  precisely  stated  the 
manner  in  which  physicians  should  prescribe 
narcotics  and  treat  addicts. 

Thus,  in  an  attempt  to  control  the  spread  of 
addiction,  the  Hanison  Narcotic  Act  has  been 
applied  as  a measure  to  control  domestic  narcot- 
ics traffic  and  to  keep  it  from  iUicit  channels. 
This  objective  was  of  course  commendable; 
but  enforcement  of  the  law,  which  admittedly  is 
difficult,  has  fallen  short  of  producing  the  ex- 
pected results.  Obviously,  the  syndicate  heads 
are  the  persons  most  important  in  the  continua- 
tion of  the  illicit  narcotics  business.  Although 
the  legal  net  was  designed  to  enmesh  them  pri- 
marily, in  practice  it  merely  got  the  lower  ranks 
of  workers,  generally  the  lowest.  Many  of  them 
were  addicts  who  ran  afoul  of  the  law  while 
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perpetrating  some  crime  to  obtain  money  for 
drugs  to  satisfy  their  craving.  Of  those  ap- 
prehended for  violating  the  narcotics  law,  many 
were  addicted  “pushers”  who  supported  then' 
habit  by  peddling  narcotics  to  others.  In  the 
face  of  this  obviously  disappointing  outcome, 
those  officials  committed  to  the  punitive  ap- 
proach argued  that  the  penalties  were  still  not 
severe  enough  to  be  an  effective  deterrent  and 
that  stiff er  laws  were  needed. 

Since  this  punitive  approach  catches  mostly 
the  small  fry,  raises  the  margin  of  profit  for  the 
illicit  business,  and  drives  addicts  to  crime  to 
support  theii'  habit,  it  has  not  thus  far  proved 
effective  in  achieving  its  objective:  stamping 
out  the  illicit  narcotics  traffic.  Instead  this  en- 
slaving evil  has  survived. 

Indeed,  the  punitive  attitude  has  been  far 
worse  than  ineffectual.  It  has  been  inhuman 
and  harmful.  From  the  very  start,  it  showed  its 
cruel  side.  It  made  no  provision  for  the  existing 
addicts.  Overnight,  when  the  law  took  effect, 
their  supply  of  narcotics  was  cut  off  and  they 
had  no  one  to  whom  they  could  safely  turn  for 
help.  At  a stroke  they  were  converted  into 
culprits.  Literally  the  law  as  interpreted  by  the 
enforcei's  presumed  all  addicts  to  be  offenders, 
whether  apprehended  or  not,  and  erroneously 
and  unjustifiably  attached  a degrading  criminal 
label  to  them.  Over  their  heads  hung  a threat 
of  arrest,  perhaps  conviction  and  incarceration. 

Actually,  the  addict  is  a sick  person,  not  a 
criminal.  He  needs  medical  care,  not  a jail 
sentence.  But  here  the  punitive  approach  was 
doubly  at  fault.  It  not  only  failed  to  make  pro- 
vision for  medical  care  of  the  addicts,  it  also 
most  effectively  blocked  their  obtaining  it. 
Physicians  too  were  placed  under  a thi'eat  by  a 
departmental  regulation  that  laid  down  dogmat- 
ically, precisely,  and  naiTowly  the  only  way  in 
which  they  could  treat  addicts  and  by  a series  of 
legal  actions  that  revealed  the  risk  for  anyone 
who  dared  to  deviate.  In  short,  physicians  were 
not  free  to  treat  addicts  in  the  only  way  medi- 
cine can  be  practiced — according  to  clinical 
judgment.  Thoroughly  intimidated  by  a non- 
medical police  agency  which  had  dictated  the 
clinical  procedure  for  treating  addicts,  physi- 
cians silently  and  completely  withdrew  from  the 
scene.  Loss  of  good  name  and  professional  ruin 
were  too  high  a price  to  pay  for  even  the  most 
urgently  needed  humanitarianism. 

Obviously  there  are  defects  in  a method  that 
in  execution  fails  to  catch  the  real  criminals,  the 
key  men  in  the  syndicates,  but  makes  statutory 
criminals  of  sick  peisons,  succeeds  in  bringing 
some  of  them  to  docket,  places  some  in  jail, 
fails  to  provide  proper  medical  care  for  them, 
and  instead  erects  almost  insuperable  barriers  to 
medical  management.  Such  enforcement  is 
harsh  and  cruel.  Its  basic  defects  are  grossness, 
lack  of  discrimination,  and  failure  of  selectivity. 
It  does  not  draw  a distinction  between  a sick 
person  and  a criminal,  between  an  addicted 
peddler  and  a non-addicted  illicit  dealer.  That 
there  may  be  no  misunderstanding  about  the 
Academy’s  position  on  the  law,  it  should  be 
emphasized  that  it  objects  to  the  misuse  of  the 


punitive  approach.  Too  often,  if  not  mostly,  in 
practice  it  has  been  applied  to  addicts.  As  for 
the  non-addicted  illicit  dealers  and  peddlers,  the 
Academy  condemns  them  in  strongest  terms,  ap- 
plauds all  efforts  to  run  them  down,  understands 
the  difficulty  in  apprehending  them,  and  would 
impose  upon  them  the  full  weight  of  the  law. 
But  all  addicts  are  sick  persons.  Those  driven 
to  peddling  drugs  or  engaging  in  other  illegal 
activities  are  no  exception.  They  need  medical 
care,  not  imprisonment. 

Situation  in  1955 

Because  of  these  shortcomings  in  the  inter- 
pretation of  the  law  by  its  enforcers,  its  effects 
have  been  tragic.  Because  it  creates  a sentiment 
that  aU  addicts  are  criminals  and  has  driven 
them  underground,  some  come  under  medical 
treatment  only  by  chance.  Certainly  under  the 
present  attitude  and  threat  they  are  not  likely 
to  present  themselves  for  treatment,  for  they 
would  be  more  apt  to  meet  with  ax'rest  than 
help.  Under  aU  these  ciicumstances  it  would 
be  a nearly  impossible  task  to  find  each  addict 
and  persuade  him  to  undergo  treatment. 
If  any  considerable  number  are  ever  to  be 
reached  for  ceu'e  and  treatment,  they  must  be 
offered  an  immunity  that  erases  both  the  exist- 
ing stigmata  and  the  thieat.  The  law  should 
make  such  a special  provision  for  addicts.  But 
such  a provision  would  rectify  only  half  the  dif- 
ficulty. If  aU  the  addicts  were  miraculously 
freed  of  then  disgrace  and  intimidation  and 
presented  themselves  for  treatment,  they  would 
find  few  physicians  ready  and  willing  to  provide 
medical  care  for  them.  Contrary  to  its  oi'iginal 
intent,  the  punitive  approach  has  seemingly 
been  most  effective  in  sending  the  addicts  into 
hiding  and  driving  away  the  physicians. 

Few  addicts  are  willing  to  risk  seeking  treat- 
ment, and  very  few  physicians  are  disposed  to 
undertake  provision  of  treatment:  These  have 
been  the  most  conspicuous  effects  of  the  punitive 
approach  as  misapplied.  It  has  vu'tually  de- 
stroyed any  opportunity  for  corrective  or  re- 
habilitative work  with  addicts  and  has  done 
little  to  prevent  addiction.  Since  many  ad- 
dicts are  undoubtedly  not  known,  and  under- 
standably will  not  take  the  risk  of  coming  forth, 
and  since  physicians  are  loath,  reluctant,  and 
outright  disinclined  to  render  services  in  a 
climate  of  dictation  and  thi-eat,  it  is  impossible 
to  bring  about  an  all-out  mass  approach  to  treat- 
ment of  addicts.  Lamentable  as  is  this  situa- 
tion, it  may  even  have  compounded  itself.  It  is 
not  known  to  what  extent  existing  addicts  con- 
tribute to  the  spread  of  addiction.  But  to  what- 
ever extent,  the  punitive  attitude  closes  this  line 
of  attack  on  spread. 

By  1955  it  was  clear  to  the  Academy  that  the 
punitive  approach  was  far  from  stamping  out  the 
illicit  narcotics  traffic  and  curbing  the  spread  of 
addiction,  as  its  proponents  argued.  Rather, 
any  benefits  from  it  seemed  to  be  more  than  off- 
set by  seriously  detrimental  consequences  that 
aggravated  the  problem  and  completely  blocked 
medical  intervention  that  was  so  logically. 
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properly,  and  urgently  needed.  This,  then,  was 
the  situation  when  the  Academy  issued  its  first 
report. 

To  remove  this  blot  of  addiction  with  its  at- 
tendant cost  in  misery,  sorrow,  crime,  and  loss 
of  productivity,  two  goals  were  evident;  check- 
ing the  spread,  and  rehabilitation  of  existing  ad- 
dicts. Of  the  two,  the  former  appeared  to  be  the 
more  readily  achievable.  Furthermore,  what- 
ever steps  were  to  be  taken  should  be  on  a large 
scale,  an  all-out  attack.  Because  addiction  was 
such  a dreadful  social  malignancy,  with  calami- 
tous consequences,  a start  toward  overcoming 
it  was  urgently  needed.  With  its  magnitude 
and  stubborn  hold,  drug  addiction  did  not  seem 
likely  to  yield  easily  to  either  leisurely  or 
limited  attacks. 

What  measures  would  meet  the  specifications 
of  an  all-out  preventive  and  therapeutic  under- 
taking? At  what  points  should  the  attack  be 
directed?  Which  were  the  vital  areas?  Since 
profit  and  penalties  had  played  such  a large  part 
in  the  perpetuation  of  addiction,  if  not  actually 
encouraging  its  increase,  they  were  the  most 
logical,  feasible,  and  promising  immediate  points 
of  attack.  Accordingly,  the  Academy  became 
convinced  that  first  steps  in  the  strategy  for  the 
most  rapid  and  effective  combat  on  addiction 
should  be:  (1)  to  exterminate  the  illicit  drug 

traflBc  by  removing  the  profit;  (2)  to  limit  the 
punitive  action  to  non-addicted  transgressors  of 
the  narcotic  law;  and  (3)  to  institute  a medical 
progiam  for  the  addict  by  recognizing  that  he  is 
a sick  person,  by  encouraging  him  to  seek  medi- 
cal care  and  rehabilitation,  and  by  ceasing  to 
dictate  to  the  physician  how  he  should  treat  an 
addict.  These  three  principles  form  the  basis 
for  the  Academy’s  six-point  program. 


Reactions  to  Report 

For  its  reception  it  drew  a mixed  reaction 
ranging  from  opposition  through  indifference  to 
approval.  As  a program  that  placed  limits  on 
the  punitive  attitude  so  that  the  medical  ap- 
proach could  assume  its  responsibility,  it  natu- 
rally evoked  criticism  and  opposition  from  those 
convinced  that  only  stiff  jail  sentences  would  be 
an  effective  deterrent.  A silent  group  included 
the  indifferent  as  well  as  those  of  all  shades  of 
opinion  who  by  nature  are  reticent.  Under- 
standably, some  physicians,  for  example,  remain 
cautious  while  adopting  a wait-and-see  attitude. 
Of  course  there  was  also  a sturdy  band  from 
several  professions  that  endorsed  the  program 
unqualifiedly  in  its  entirety. 

There  were  also  a sizable  number  of  persons 
who  approved  of  the  program  in  principle  and  in 
much  of  its  contents  but  differed  with  it  and  with 
each  other  in  varying  degrees  over  specific  parts. 
When  the  characteristics  of  the  program  are  con- 
sidered, this  type  of  reaction,  namely,  qualified 
approval,  is  not  surprising.  The  program  was 
new,  different,  comprehensive,  concrete,  specific, 
and  detailed.  Any  one  of  these  quaUties  can 
conduce  to  reservation.  At  that  time  there  was 
much  less  general  interest  in  and  concern  about 


the  problem  of  narcotics  addiction  than  now.  In 
rationale  the  program  was  in  advance  of  pre- 
vailing opinion  and  represented  a departure 
from  an  established  attitude  in  its  conversion  of 
part  of  the  punitive  to  a medical  approach. 
Furthermore,  it  is  usually  easier  to  get  agree- 
ment in  the  abstract;  differences  arise  when 
ideas  are  reduced  to  the  concrete. 

Since  the  Academy’s  comprehensive  report 
in  1955,  introducing  a new  approach,  there  has 
been  substantial  progress.  It  has  been  mani- 
fested by  more  interest  in  the  subject,  by  a con- 
siderable shifting  toward  the  Academy’s  orienta- 
tion with  more  receptivity  of  its  concept,  and — • 
what  is  especially  gratifying — by  more  action. 
On  many  fronts,  at  the  several  government 
levels  and  in  nonofficial  organizations,  there  has 
been  a real  and  considerable  increase  in  activity 
toward  stamping  out  addiction.  In  some  in- 
stances efforts  started  virtually  from  scratch. 

Over  the  years  some  action  to  control  addic- 
tion has  been  taken  at  the  national  level  by 
government.  Seemingly  it  has  been  ambivalent. 
On  the  one  hand,  the  Federal  government  has 
been  the  fountainhead  of  the  punitive  approach. 
The  Congress  has  enacted  restrictive  legislation 
with  severe  penalties.  It  authorized  the  creation 
of  the  Narcotics  Bureau  to  enforce  the  laws. 
On  the  other  hand,  it  established  two  Federal 
hospitals  for  treatment  of  addicts  under  the 
jurisdiction  of  the  U.S.  Public  Health  Service. 
These  institutions  have  also  provided  the  train- 
ing ground  for  the  pi'oduction  of  acknowledged 
medical  authorities  on  drug  addiction.  Through 
the  Service  and  the  National  Institutes  of 
Health  funds  have  been  furnished  for  research 
and  study  on  addiction.  Last  autumn  the 
executive  branch  of  the  Federal  government 
sponsored  a White  House  Conference  on  Addic- 
tion which  discussed  the  provision  of  civil  com- 
mitment. 

Last  year  the  New  Yoik  State  Legislature  en- 
acted a law  providing  for  the  development  of  a 
broad  and  inclusive  new  program  to  combat  the 
effects  of  addiction  thiough  education,  pre- 
vention, diagnosis,  treatment,  rehabilitation, 
and  control,  and  fixing  administrative  respon- 
sibility for  it.  To  effectuate  the  program  it 
established  a State  Council  on  Drug  Addiction 
to  advise  in  formulating  state  policy  on  narcot- 
ics problems  and  set  up  a central  narcotics  oflBce 
in  the  State  Department  of  Mental  Hygiene. 

Especially  notable  are  the  law’s  humane  and 
sensible  provisions  for  medical  care.  By  ap- 
plying voluntarily,  drug  addicts  suitable  for  care 
and  treatment  may  be  received  as  patients  in 
special  facilities.  Persons  arrested  for  certain 
narcotics  crimes  may  request  civil  commitment 
to  a hospital  facility.  This  permits  narcotics 
addicts  who  are  not  hardened  criminals  to  be 
hospitalized  rather  than  imprisoned  after  arrest. 
If  treatment  is  successful,  charges  against  them 
will  ultimately  be  dropped. 

Unfoi'tunately,  the  law  still  contains  one  flaw 
in  an  otherwise  enlightened  approach.  Bai'red 
from  civil  commitment  is  the  usei'-seller:  the 
addict  who  sells  narcotics  to  satisfy  his  own  ad- 
diction. In  the  opinion  of  the  Academy,  the 
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user-sellei',  who  is  the  most  frequent  violator  of 
the  narcotics  law,  is  one  of  the  most  pathetic 
figures  in  the  narcotics  operation  and  is  as 
desperately  in  need  of  medical  treatment  as  any 
other  addict. 

Other  states  have  not  been  idle.  Thhty- 
seven  of  them  and  the  District  of  Columbia  have 
enacted  laws  that  provide  for  civil  commitment. 

Two  years  ago  the  Mayor  appointed  a co- 
ordinator of  narcotics  projects,  in  recognition  of 
the  growing  diverse  activities  in  narcotics  con- 
trol in  New  York  City  and  the  need  for  har- 
monious action. 

One  of  the  most  profound  changes  in  New 
York  State  is  its  assumption  of  responsibility  for 
providing  beds  for  addicts  rather  than  sending 
them  to  a Federal  hospital.  There  are  now  ap- 
proximately 430  city  beds  and  510  State  beds 
for  addicts  in  the  metropolitan  area.  This  ar- 
rangement contrasts  sharply  with  the  situation 
five  years  ago  when  there  were  no  public  hospital 
beds  for  addicts  in  this  City  or  in  the  State. 

In  New  York  City,  the  Department  of  Health 
is  operating  four  and  is  planning  to  open  three 
or  fom-  more  hospital  referral  and  aftercare 
units. 

All  these  activities  and  accomplishments  re- 
flect a distinct  change  in  appropriation  of  funds. 
Previously,  little  or  no  money  was  made  avail- 
able at  the  State  or  local  level.  Now  the  State 
is  spending  somewhat  over  $3  million  a year  on 
its  narcotics  program,  while  the  City  is  dis- 
bursing $5.5  million  for  this  purpose. 

These  signs  of  action  in  New  York,  both 
State  and  City,  are  especially  significant  since 
the  largest  concentration  of  addicts  is  here. 

All  these  developments  are  substantial  evi- 
dence of  the  growing  and  considerable  effort  to 
combat  addiction.  Just  as  important,  most  if 
not  all  are  in  accord  with  the  Academy’s  posi- 
tion advocating  a medical  approach  to  the  con- 
trol of  drug  addiction. 

This  is  a fine  start.  As  ground  gained,  the 
addict  is  beginning  to  be  legally  recognized  in 
this  State  for  what  he  is,  a sick  person,  rather 
than  a criminal,  and  hospital  care  is  beginning 
to  be  available  to  him.  But  it  is  only  a start; 
much  remains  to  be  done.  No  steps  have  yet 
been  taken  to  remove  the  profit  from  the  illicit 
traflBc  as  a means  of  abolishing  uncontrolled 
sources  of  supply.  As  yet  little  or  no  effort  has 
been  directed  toward  liberating  the  physician, 
untying  his  hands — now  illegally  bound — 
restoring  to  him  his  professional  legal  right  so 
that  he  may  exercise  his  clinical  judgment  in  the 
treatment  of  addicts  and  may  be  encouraged  to 
return  to  assume  his  medical  responsibihty. 
These  are  two  important  key  points  in  the  all- 
out  assault  on  addiction. 

Considered  either  as  an  objective  or  a prob- 
lem, eradication  of  addiction  raises  two  practical 
and  fundamental  questions:  How  is  the  spread 
to  be  stopped?  At  the  same  time,  how  are  all 
existing  addicts  to  come  under  medical  care  and 
treatment?  Any  complete  and  lasting  solution 
of  the  problem  must  answer  both  questions.  It 
is  the  Academy’s  conviction  that  besides  recog- 
nition of  the  addict  as  a sick  person,  elimination 


of  profit  and  emancipation  of  the  physician  are  a 
necessary  and  decisive  part  of  the  answers  to  the 
questions  and  a prerequisite  to  the  solution.  It 
should  be  emphasized  that  since  the  prevalence 
of  addiction  results  from  a number  of  condi- 
tions, it  is  not  likely  to  yield  to  a simple,  single 
solution  or  to  measures  applied  one  at  a time. 
The  proposed  three  principles  should  be  applied 
jointly  in  unison  for  fruitful  results. 

At  a time  when  all  those  engaged  in  the  fight 
against  addiction  might  be  expected  to  be  re- 
joicing over  an  initial  victory,  to  be  consoli- 
dating their  forces,  and  to  be  laying  theh’  plans 
to  press  on  in  unity,  some  appear  to  have  taken 
instead  to  internally  crisscross  polemics,  not  in- 
frequently in  letters  to  the  editors  of  newspapers. 
From  the  arguments  there  appears  to  be  disunity 
over  facts,  statements,  explanations,  and  inter- 
pretations; differences  over  what  each  has  said 
and  meant.  So  accusation,  criticism,  refutation, 
and  contradiction  are  leveled  back  and  forth. 
This  exchange  has  its  salutary  side,  since  it  is  in 
accord  with  the  principles  of  democratic  debate 
and  science  in  the  search  for  truth  and  excel- 
lence. But  carried  to  extremes  and  excess,  it 
can  have  destructive  consequences.  It  can  lead 
to  a weakening  division.  Almost  as  ruinous  is 
the  paralyzing  effect  that  comes  when  dispute 
and  disagi'eement  end  only  in  confusion.  In- 
stead of  confusion  and  clash,  the  need  is  for 
clarity  and  consolidation. 

Most  of  the  differences,  confusion,  and  un- 
certainty bear  ultimately  upon  two  points:  re- 
moval of  the  profit  from  the  illicit  traffic,  and  the 
physician’s  freedom  of  practice.  Hence  it  may 
not  be  so  strange  that  these  are  the  items  on 
which  action  has  not  been  taken.  Accordingly, 
this  report  has  a twofold  purpose:  (1)  to  re- 

examine the  evidence  underlying  the  ai'guments 
on  the  two  points  in  the  interest  of  clarity  and 
understanding,  and  (2)  to  demonstrate  the  need 
for  early  combined  action. 

Spread  of  addiction 

F or  the  prevention  and  treatment  of  addiction 
either  individually  or  on  a mass  scale,  it  is  help- 
ful to  know  the  predisposing  influences  or  con- 
ditioning factoi’s  and  the  mode  of  transmission. 
Multiple  factors — sociologic,  cultural,  economic, 
psychologic,  and  perhaps  organic — in  a constel- 
lation or  complex  operate  in  the  production  and 
transmission  of  addiction.  It  is  an  intricate 
process,  perhaps  with  various  and  dissimilar  ele- 
ments rather  than  being  uniform  and  unitary  in 
pattern  and  details,  that  occurs  in  a social  set- 
ting. 

Juvenile  addiction  was  studied  dmdng  its 
resurgence  in  the  post-World  War  11  period.  It 
was  found  to  be  largely  urban  in  distribution, 
with  highest  prevalence  in  metropolitan  areas, 
and  to  center  lai'gely  in  sections  containing  the 
lowest  economic  and  social  classes.  Here  in  a 
kind  of  segregation  live  the  ethnic  groups  under 
discrimination;  here  are  found  more  disrupted 
family  hfe  and  more  delinquency.  It  is  in  this 
kind  of  social  soil  that  narcotics  addiction,  like 
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most  other  social  ills,  germinates  and  grows. 
But  one  very  important  point  should  be  added. 
Youths  living  in  urban  areas  where  use  of  illicit 
narcotics  is  widespread  do  not  become  addicted 
unless  they  have  existing  psychiatric  difficulties. 

Over  what  happens  in  the  making  of  an  addict 
from  this  point  on  differences  have  arisen.  F ew 
would  argue  that  there  is  just  one  straight,  regu- 
lar path,  one  stereotyped  history.  Rather,  there 
are  probably  a number  of  roads  to  addiction  de- 
pending on  the  variations  in  influences.  In 
view  of  this  interplay  of  various  factors,  it  would 
be  more  accurate  to  say  that  differences  have 
arisen  over  which  factor  or  influence  or  stage  in 
the  sequence  seems  to  be  most  important  on  the 
basis  of  frequency,  extent,  or  weight. 

In  its  report  the  Academy  emphasized  the 
economic  factor  in  the  spread  of  addiction.  It 
said: 

F or  fundamentally  the  same  reason,  money, 
both  the  importer  at  the  top  and  many 
“pusher”  addicts  are  engaged  in  spreading 
addiction.  But  there  the  similarity  ceases. 
For  the  importer’s  quest  for  money  is  to 
satisfy  a desire  for  it  in  large  quantities, 
which  is  potentially  obtainable  because  of 
the  big  profits.  For  drug  traffic  is  primarily 
an  operation  in  economics.  The  narcotic 
laws  shut  off  any  legitimate  source  of  drugs 
for  a market  with  an  uncontrollable  craving. 
The  stage  is  set  for  inflation  with  profits  of 
such  enormity  as  to  strain  the  imagination. 
Prohibition  of  narcotics  creates  a situation  in 
which  traffic  to  supply  the  demand  for  a 
product  legally  unobtainable  is  highly 
hazardous  but  just  as  highly  profitable. 
Because  of  the  profit  to  be  made  in  selling 
illicit  dmgs,  attempts  are  made  to  attract 
new  users.  Drug  rings  constitute  big  business 
with  all  its  aggressiveness  to  increase  volume 
of  sales.  And  what  is  more,  a large  part  of 
the  sales  force  are  compulsive  consumers  of 
their  own  product  without  even  a house 
discount. 

The  addict’s  search  for  money,  unlike  that 
of  the  importer,  is  to  satisfy  first  and  foremost 
a craving  for  drugs.  In  this  respect  the  drug 
traffic  has  also  undergone  a change,  largely 
in  the  kind  of  salesmen  and  customers. 
Previously  the  addict  came  to  drugs  in  search 
of  rehef  from  pain,  fatigue,  or  anxiety.  He 
had  his  source  of  supply  and  the  means  to 
gratify  his  craving.  He  did  not  recruit  new 
addicts.  But  today  the  young  addict,  with 
insufficient  funds,  is  driven  to  “pushing”  and 
creating  new  addicts  in  order  to  obtain  a 
supply  for  his  own  needs. 

Whereas  the  importer  searches  for  new 
customers  in  order  to  increase  the  volume  of 
sales  because  of  the  enormous  profit  to  be 
gained,  the  “pusher”  seeks  new  customers  in 
order  to  increase  his  eaimings  so  that  he  may 
be  able  to  purchase  the  drug  for  which  he 
has  a craving  that  must  be  satisfied.  His 
efforts  to  make  new  addicts  may  not  even  be 
voluntary.  Sometimes,  in  oi'der  to  maintain 
his  habit,  the  addict  who  is  a “pusher”  is 
coerced  into  persuading  non-users  to  try  drugs 
in  the  hope  that  they  will  be  “hooked”  and 
become  steady  customers.  From  the  stand- 
point of  the  importer,  promotion  of  di'ugs  and 
theii'  greater  acceptance  among  youth,  with 
the  prospect  of  a lifetime  of  repeat  sales  in 


this  special  consuming  group,  is  a highly 
satisfactory  and  desirable  enterprise.  On  the 
other  hand,  just  as  the  young  dadict  has 
potentially  a longer  span  of  addiction  ahead 
of  him,  so  he  has  a longer  span  of  participating 
in  drug  traffic.  So  addiction  and  drug 
traffic  increase  each  other  successively  in  a 
vicious  spiral. 

Police  who  are  engaged  in  tracking  down 
narcotics  violators  and  disguised  reporters  seek- 
ing first-hand  observation  of  the  illicit  traffic  and 
the  activities  of  addicts  agree  with  the  Academy 
in  its  account.  Reporters  have  wi'itten  about 
seeing  pushers  lurking  and  waiting  in  the  vicin- 
ity of  school  grounds. 

On  the  other  hand,  Chein  and  Rosenfeld  de- 
scribe a different  sequence  of  events.  One  of  the 
factors  determining  whether  a juvenile  enters 
upon  the  use  of  narcotics  depends  on  the  type  of 
youth  gang  with  which  he  becomes  associated. 
If  it  is  a delinquent  group,  other  determinants 
operate,  such  as  the  extent  of  his  activity  and 
the  degree  of  his  resistance  to  its  pressures, 
standards,  and  conduct. 

Within  the  gang,  Chein  and  Rosenfeld  re- 
ported, they  found  no  organization  for  selling 
drugs  or  recruiting  users.  Most  of  the  boys  had 
their  first  experience  with  a drug  in  company 
with  a cohort  user.  Only  10  per  cent  had  re- 
ceived their  first  dose  from  an  adult.  It  was 
said  to  be  unusual  for  a young  addict  to  have 
obtained  his  first  dose  of  heroin  while  he  was  on 
school  property. 

Subscribing  to  this  view  but  expressing  it  in 
stronger  terms  and  using  it  as  a major  premise, 
an  ad  hoc  panel  in  a progress  report  for  the 
White  House  Conference  came  to  a conclusion 
opposite  to  that  of  the  Academy.  It  stated: 

Another  equally  unsupported  belief  is  that 
addiction  is  spread  through  society  by  the 
pusher,  who  lures  people  under  his  influence 
and  then  entraps  them  with  drugs  against 
their  strongest  wishes.  Virtually  all  in- 
formed observers  agi'ee  that  drug  abuse  is 
spread  from  user  to  user,  and  that  the  pusher 
is  rarely  the  means  by  which  a person  be- 
comes addicted.  Most  commonly,  a group 
of  users  rotates  the  duty  of  obtaining  and 
distributing  the  drug,  and  thus  each  acts 
at  one  time  or  another  as  a pusher.  New 
users  are  generally  recruited  from  individuals 
who  come  into  social  contact  with  addicts — 
individuals  whose  own  personalities  lead 
them  to  seek  this  type  of  society  rather  than 
those  who  are  well  integrated  into  the  com- 
munity at  large.  Thus,  elimination  of  the 
pi'ofessional  peddler  would  not  significantly 
change  the  spread  of  drug  abuse  to  new 
persons  nor,  more  importantly,  would  it  in  any 
way  alter  the  supply  of  susceptible  in- 
dividuals. 

But  the  Academy  notes  one  proposition  that 
is  missing  in  the  reasoning  and  finds  the  con- 
clusion to  be  a non  sequitur.  If  the  conclusion  is 
true,  it  has  not  been  demonstrated  by  the  logic. 

The  pei’tinent  question  is  stUl  the  source  of 
supply.  If  one  of  the  group  of  users  is  rotated  to 
the  duty  of  obtaining  the  drug,  where  does  he  get 
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it?  Othei's  have  suggested  that  before  passing 
through  one  or  more  intermediaries  it  was  stolen 
from  legal  stock  in  hospitals,  physicians’  offices 
or  cars.  None  of  the  persons  participating  in 
this  line  of  supply  is  said  to  be  a member  of  an 
illicit  ring. 

However,  it  is  difficult  to  believe  that  this 
particular  ultimate  source  of  supply  is  the  sole, 
the  preponderant,  or  even  the  usual  origin, 
even  for  beginners.  It  is  aU  the  more  incredible 
that  the  illicit  profit-making  narcotics  syndicates 
would  not  be  interested  in  expanding  theu’  mar- 
ket and  increasing  sales. 

Such  doubts  open  a series  of  further  questions; 
To  what  extent  do  illicit  syndicates  engage  in 
the  expansion  of  addiction?  How  close  must  the 
peddler  or  pusher  come  to  the  new  user  and  how 
vigorously  must  he  campaign  before  he  is  ad- 
judged to  be  a principal  in  the  production  of  an 
addict?  Is  it  immediate  as  opposed  to  mediate, 
and  energetically  in  contrast  to  less  actively? 
Incidentally,  the  designation  of  “pusher”  for  the 
peddler  would  appear  to  be  an  inappropriate  and 
misleading  name,  connoting  an  open  aggressive- 
ness that  is  not  always  present  or  visible.  Bear 
in  mind  also  that  new  users  do  not  ordinarily 
become  addicts  overnight.  At  what  point  does 
a new  user  become  an  addict,  and  who  has  been 
supplying  him  with  narcotics  during  this  period? 
Various  degrees  of  nearness  and  remoteness, 
drive  or  mildness,  in  the  peddler  may  be  visu- 
alized, but  it  is  probable  that  directly  or  in- 
directly, aggressively  or  passively,  sooner  or 
later,  an  agent  of  illicit  traffic  is  participating. 
His  record,  motive,  and  opportunity  make  him 
suspect.  An  estimate  of  the  volume  of  sales  and 
the  data  on  confiscations  in  the  illicit  traffic  sup- 
port this  assumption. 

This  may  seem  to  be  a minor  point  that  has 
received  here  an  amount  of  consideration  out  of 
proportion  to  its  importance.  But  to  deny 
that  the  peddler  or  other  member  of  the  narcotic 
ring  has  any  role  in  the  making  of  an  addict  leads 
to  the  inference  and  creates  the  impression  that 
the  illicit  narcotic  operators  are  not  trying  to 
promote  and  increase  business,  that  profit  plays 
little  part  in  the  narcotics  problem,  and  that  the 
economic  element,  although  it  may  contribute 
to  the  perpetuation  of  addiction,  may  be  dis- 
missed as  a factor  in  the  spread  and  is  not  there- 
fore an  important  and  promising  principle  in  the 
rationale  of  control. 

But  none  of  these  propositions  has  been  decis- 
ively demonstrated.  However  much  sociologic 
and  psychologic  factors  influence  a numerical 
increase  in  addicts,  only  by  supply  can  addiction 
spread.  Early  or  ultimately  the  source  be- 
comes illicit  with  profit  the  motive.  Failure  to 
recognize  the  economic  factor  or  to  misjudge 
and  disparage  its  potential  can  only  misguide 
away  from  the  most  promising  approach  to 
stopping  the  spread  on  a mass  scale.  For  re- 
moval of  profit  is  the  easiest  and  most  effective 
way  by  mass  action  to  check  and  stamp  out  the 
spread  of  illicit  traffic.  It  is  highly  probable 
that  without  profit  the  illicit  channels  would 
close  and  the  supply  of  narcotics  would  dry  up. 
Hence,  the  Academy  strongly  espouses  the 


vu'tual  removal  of  profit  from  narcotics  supply. 

At  first  sight  the  economics  of  the  narcotics 
supply  may  seem  to  be  totally  unrelated  to  the 
intimidation  and  fetteifing  of  physicians.  But 
actually,  opposition  to  removal  of  profit  as  a 
means  of  breaking  up  illicit  traffic  is  closely  con- 
nected with  the  resistance  to  stopping  the  in- 
timidation of  physicians  and  restoring  their  pro- 
fessional freedom.  Removal  of  profit  would  be 
accomplished  by  conferring  full  responsibihty  on 
physicians  for  distribution  of  narcotics.  But 
because  the  Bureau  of  Narcotics  has  its  own 
notion  of  treatment  of  addicts  and  it  realizes 
that  many  physicians  do  not  share  this  view, 
it  does  not  trust  them  and  cannot  bring  itself 
to  allow  them  to  exercise  then'  professional  free- 
dom and  responsibihty.  The  entire  history  of 
the  Bureau’s  attitude  toward  the  medical 
profession  bears  out  this  explanation. 

The  physician  as  a target 

When  addicts  were  punitively  branded  as 
criminal  and  were  driven  underground  as  hunted 
creatures,  physicians  had  little  or  no  opportunity 
to  extend  medical  treatment  to  them.  To  make 
doubly  sure,  advocates  of  the  punitive  approach 
turned  on  physicians  and  erected  a vu'tual  bar- 
rier between  them  and  addict  patients  by  a com- 
bination of  intimidation  and  dictation.  How 
physicians  became  thoroughly  cowed  is  strange 
history. 

By  the  Harrison  Narcotic  Act  of  1914,  nai'cot- 
ics  previously  available  readily  and  legally  over 
the  counter  came  under  strict  governmental  con- 
trol. In  the  hcit  traffic,  the  physician  became 
the  authorized  prescribe!’  or  dispenser  of  narcot- 
ics for  medical  purposes  and  responsible  for 
their  ultimate  disposition  and  use.  For  this  he 
was  registered  and  his  prescriptions  were  filed. 
For  the  addict,  the  law  brought  drastic  change. 
No  longer  were  narcotics  legally  purchasable 
dh’ectly  by  him;  his  open  source  of  supply  was 
closed.  Under  the  compulsion  of  his  habit,  he 
could  only  turn  to  the  physician,  the  authorized 
outlet. 

A revenue  law  designed  to  control  drug  traffic, 
the  Harrison  Act  was  not  a criminal  statute  or  a 
Medical  Practice  Act.  Indeed,  it  specifically 
provides  that  the  Act  “shall  not  apply  to  the  dis- 
pensing, or  administering,  or  giving  away  of  nar- 
cotic drugs  to  a patient  by  a registered  physician 
...  in  the  course  of  his  professional  practice,  and 
where  said  drugs  are  dispensed  or  administered  to 
the  patient  for  legitimate  medical  purposes  ...  .” 
Clearly  it  was  not  the  intention  of  Congress 
that  government  should  interfere  with  medical 
treatment  of  addicts. 

Nevertheless,  the  law  was  not  long  on  the 
books  before  physicians  were  indicted  and  im- 
prisoned for  narcotics  violations.  Initially  the 
government  moved  against  those  physicians 
with  many  addict  patients  for  whom  they  pre- 
scribed large  amounts  of  drug.  They  were  pros- 
ecuted on  the  charge  that  their  treatment  for 
addicted  patients  that  included  narcotic  pre- 
scriptions was  not  legitimate  professional  prac- 
tice under  the  law.  Most  physicians  were  ai’- 
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rested  while  following  accepted  medical  pre- 
cepts; those  prescribing  narcotics  regarded  their 
patients  as  being  in  desperate  need  of  the  drugs. 
Only  a small  proportion  of  the  physicians  ap- 
prehended were  out-and-out  culprits. 

In  1919  a special  committee  of  the  Treasury 
Department  released  a report  that  one  million 
persons  in  the  United  States  had  become  ad- 
dicted to  narcotics.  This  announcement 
aroused  the  nation  and  subsequent  reports  with 
estimates  of  much  higher  numbers  of  addicts 
kept  public  concern  at  a high  pitch.  Amidst  the 
strong  feehng  and  furor,  the  Treasury  Depart- 
ment began  an  intensive  campaign — reportedly 
at  the  instigation  of  medical  leaders — against 
physicians  prescribing  or  dispensing  narcotics  to 
addicted  patients  in  therapy. 

In  the  Supreme  Court  in  the  same  year  in  the 
case  of  Webb  v.  United  States,  as  a separate 
move  without  any  relation  to  the  facts  of  the 
case,  the  government  asked  for  an  authoritative 
ruling  on  what  constituted  the  legal  and  proper 
practice  of  medicine  with  addicts.  As  presented 
to  the  Court,  the  question,  cleverly  phrased, 
focused  on  what  the  government  regarded  as  a 
decisive  point.  If  the  government  received  the 
kind  of  answer  it  apparently  desired,  as  judged 
from  the  cast  of  the  question,  it  would  provide 
a firm  basis  for  action  against  physicians.  The 
question  was: 

If  a practicing  and  registered  physician 
issues  an  order  for  morphine  to  an  habitual 
user  thereof,  the  order  not  being  issued  by 
him  in  the  course  of  professional  treatment  in 
the  attempted  cure  of  the  habit,  but  being 
issued  for  the  purpose  of  providing  the  user 
with  morphine  sufficient  to  keep  him  com- 
fortable by  maintaining  his  customary  use, 
is  such  order  a physician’s  prescription  under 
exception  (b)  of  section  2 [of  the  Harrison 
Act]? 

It  is  of  course  generally  recognized  that  the 
way  a question  is  put  will  to  a large  extent  deter- 
mine its  answer.  The  Supreme  Court  reply  is  as 
follows: 

To  call  such  an  order  for  the  use  of  morphine 
a physician’s  prescription  would  be  so  plain  a 
perversion  of  meaning  that  no  discussion  is 
required. 

With  this  opinion  it  became  possible  for  the 
narcotics  authorities  to  warn  physicians  against 
prescribing  drugs  to  addicts  for  the  purpose  of 
avoiding  withdrawal  distress  or  keeping  them 
comfortable. 

But  three  years  later  (1922)  in  the  Behrman 
case,  the  Supreme  Court  revealed  in  its  opinion 
a beginning  realization  that  in  its  previous  rul- 
ings it  may  have  injudiciously  encroached  upon 
the  province  of  medical  practice  by  declaring 
what  a physician  in  his  professional  capacity 
may  or  may  not  do  for  an  addict  patient. 

Soon  the  Court  became  fully  aware  that  un- 
wisely it  might  have  been  invading  the  realm  of 
medical  practice.  For,  in  three  years  its  clear 
and  definite  opinion  in  the  Linder  case  left  no 
doubt  as  to  its  position: 

It  [the  Harrison  Act]  says  nothing  of 
addicts  and  does  not  undertake  to  prescribe 


methods  for  their  medical  treatment.  They 
are  diseased  and  proper  subjects  for  medical 
treatment,  and  we  cannot  possibly  conclude 
that  a physician  acted  improperly  or  unwisely 
or  for  other  than  medical  purpose  solely 
because  he  has  dispensed  to  one  of  them,  in 
the  ordinary  course  and  in  good  faith,  four 
small  tablets  of  morphine  or  cocaine  for  relief 
of  conditions  incident  to  addiction. 

Although  even  not  yet  fully  appreciated,  it 
was  an  epochal  decision.  It  marked  the  legal 
emancipation  of  the  medical  profession  by  the 
land’s  highest  court.  According  to  the  Court’s 
ruling,  a physician  acting  in  good  faith  and  ad- 
hering to  accepted  standards  of  medical  practice 
may  prescribe  moderate  amounts  of  a narcotic 
for  an  addict  in  order  to  relieve  conditions  in- 
cident to  addiction.  This  decision  might  have 
been  expected  to  mark  the  end  of  governmental 
harassment  of  physicians;  instead,  with  blithe 
disregard  and  open  defiance  of  the  Court  ruling, 
the  narcotics  agents  cracked  down  with  seem- 
ingly renewed  vigor.  Today  the  Treasury 
Department  still  continues  to  ignore  the 
Supreme  Court. 

From  various  sources  Kolb  has  brought  to- 
gether the  reported  figures  on  what  might  be 
called  the  persecution  of  the  physicians.  During 
the  period  1931  to  1935,  ten  years  after  the 
Linder  decision,  757  physicians  were  convicted 
and  1,347  were  reported  to  State  Boards  for  rev- 
ocations of  licenses  on  the  grounds  of  narcotics 
violations.  From  the  year  of  the  Harrison  Act 
to  1938  it  is  estimated  that  25,000  physicians 
were  arraigned  and  3,000  served  penitentiary 
sentences  on  narcotics  charges.  About  20,000 
were  said  to  have  made  a financial  settlement. 
Even  now  about  50  per  cent  of  revocations  of 
medical  licenses  are  for  narcotics  violations.  It 
is  not  now  known,  but  it  is  probable  that  some 
of  these  physicians  may  have  been  arrested  or 
lost  their  licenses  because  they  themselves  were 
addicted.  As  for  most  of  the  others,  it  should 
be  reiterated  that  they  were  following  the  then- 
accepted  medical  precepts. 

It  is  evident  that  the  Supreme  Court  opinion 
in  the  Linder  case,  removing  restrictions  on 
treatment  of  addicts,  had  no  noticeable  re- 
straining effect  on  the  Treasury  Department  in 
its  war  on  physicians;  consequently,  it  did  not 
induce  physicians  to  use  their  newly-restored 
professional  rights.  By  this  time  most  physi- 
cians had  already  given  up  treatment  of  ad- 
dicts. Rufus  King  has  graphically  and  suc- 
cinctly described  this  denouement:  “By  1925  it 
was  too  late  to  change  the  pattern.  The  trick 
[of  the  Treasury  Department  ] had  worked.  The 
doctors  had  withdrawn,  and  they  never  per- 
mitted the  addict  to  re-approach  them.’’ 

The  abandoned  addicts,  in  order  to  satisfy 
their  compulsive  needs,  were  driven  to  the  illicit 
traffic. 

Perhaps  it  was  not  to  be  expected  that  the 
Supreme  Court  ruhng  would  lead  physicians  to 
return  overnight  to  the  treatment  of  addicts. 
Dictation,  threats,  hounding,  and  oppression 
from  the  narcotics  force  over  the  years  and  still 
continuing  were  so  indelibly  fixed  in  physicians’ 
minds  as  not  to  be  easily  forgotten  or  readily 
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braved.  Little  more  has  occm'red  since  that 
would  persuade  or  encourage  physicians  to  re- 
sume care  of  addicts.  To  this  day  reluctance 
persists,  and  it  is  not  without  foundation. 

There  are  several  reasons  for  this  persistence 
of  reluctance: 

1.  Some  physicians  have  considerable  doubt, 
if  not  strong  disbelief,  that  many  addicts  can  be 
treated  effectively  from  start  to  finish  in  a pri- 
vate office.  They  visualize  that  their  limited 
facilities  would  not  be  adequate  at  certain  stages. 

2.  So  thoroughly  has  the  smear  job  on 
addicts  been  done,  so  outrageously  but  er- 
roneously have  they  been  depicted  that  the 
mere  mention  of  then’  name  has  conjm'ed  up  an 
image  of  dangerous  criminals  or  fiends.  This 
distortion  remains  fixed  even  yet  in  part  of  the 
public  mind.  If  there  is  any  doubt  that  public 
opinion  still  supports  the  Treasury  Department 
in  its  punitive  actions  and  is  hostile  to  the  addict, 
it  should  be  remembered  that  as  late  as  1951, 
enactment  of  the  Boggs  Law  increased  the 
already  severe  mandatory  penalties  against 
narcotics  violations  which  would  fall  mainly 
on  addicts.  In  consequence,  the  physicians 
are  not  sure  that  the  public  is  ready  to  have 
addicts  appear  in  their  offices.  Other  patients 
might  not  welcome  the  discovery  that  they  were 
sitting  next  to  ‘fiends.” 

3.  Physicians  have  come  to  realize  that 
optimum  treatment  of  addiction  includes  some- 
thing more  than  withdrawal  of  the  narcotic  or 
reduction  of  the  dosage,  or  even  maintenance. 
They  have  found  that  there  is  a basic  psychiatric 
element  which  must  be  treated  if  they  erre  to 
hope  for  or  achieve  a successful  and  lasting 
“cure.”  Psychiatry  is  a specialty  with  its 
practitioners  in  short  supply  and  ah'eady  over- 
worked. In  effect,  these  combined  influences 
are  one  reason  for  the  delay  in  return  of  the 
physicians  to  treating  addicts. 

4.  By  all  odds  the  most  potent  deterrent  to 
the  physicians’  resumption  of  treatment  of  ad- 
dicts still  is  continued  intimidation.  As  long 
as  the  Narcotics  Bureau  persists  in  its  pohcy  of 
dictating  how  addicts  may  be  legally  treated  and 
threatens  to  or  actually  does  prosecute  those 
physicians  who  deviate  from  it — a stand  it  has 
never  publicly  rescinded — physicians  wUl  be 
wary.  Despite  the  supposed  security  provided 
by  the  Supreme  Court  ruling,  physicians  do  not 
entirely  trust  the  Narcotics  Bm'eau.  With  good 
reason  they  suspect  a trap,  a device  that  has 
been  frequently  used  over  the  years  in  the  puni- 
tive campaign.  Furthennore,  the  Narcotics 
Bmeau’s  defiance  of  the  Supieme  Court,  ap- 
parently with  impunity,  is  not  reassuring. 
Then,  too,  litigation  can  be  expensive  and  time- 
consuming.  Even  unfounded  charges  can  be 
damaging  to  a professional  reputation. 

All  in  all,  physicians  have  reasons  enough  not 
to  rush  back  into  the  care  and  treatment  of  ad- 
dicts. 

What  can  be  done  to  resolve  and  rectify  this 
situation  so  that  physicians  may  safely  resume 
their  medical  responsibility  and  provide  to  the 
abandoned  addicts  the  care  and  treatment  they 
so  desperately  need? 


Necessary  steps 

Steps  that  should  be  taken  are  now  quite 
clear:  (1)  The  Narcotics  Bureau  should  publicly 
rescind  its  regulation  that  trespasses  on  the 
domain  of  medical  practice.  (2)  If  this  is  not 
done,  there  should  be  a test  case. 

Lawyers  interested  in  the  medical  approach  to 
addiction  recommend  this  action.  Arguments 
would  probably  center  on  two  points.  One 
would  be  the  right  of  the  Narcotics  Bureau  to 
attempt  to  dictate  the  practice  of  medicine  by 
regulation  with  effect  of  law.  In  considering 
this  question,  it  is  necessary  to  examine  the 
statute.  Bureau  memoranda  and  regulations, 
and  the  pertinent  Supreme  Court  rulings.  In 
the  basic  statute,  the  Harrison  Nai'cotic  Act,  it 
is  stated  that  its  restrictions  do  not  apply  to  a 
registered  physician  in  the  course  of  his  profes- 
sional practice,  dispensing  or  administering 
drugs  to  a patient  for  legitimate  medical  pur- 
poses. 

In  a memorandum  issued  by  the  Prohibition 
Commissioner  in  1921  to  narcotic  agents,  it  is 
stated: 

. . .This  bureau  has  never  sanctioned  or 
approved  the  so-called  reductive  ambulatory 
treatment  of  addiction,  however,  for  the 
reason  that  where  the  addict  controls  the 
dosage  he  will  not  be  benefited  or  cured. 

This  bureau  cannot  under  any  cu'cum- 
stances  sanction  the  treatment  of  mere  addic- 
tion where  the  drugs  are  placed  in  the  addict’s 
possession,  nor  can  it  sanction  the  use  of 
narcotics  to  cover  a period  in  excess  of  thirty 
days,  when  personally  administered  by  the 
physician  to  a patient  either  in  a proper 
institution  or  unconfined.  If  a physician, 
pursuant  to  the  so-called  reductive  ambula- 
tory treatment,  places  narcotic  drugs  in  the 
possession  of  the  addict  who  is  not  confined, 
such  action  will  be  regarded  as  showing  lack 
of  good  faith  in  the  treatment  of  addiction 
and  that  the  drugs  were  furnished  to  satisfy 
the  cravings  of  the  addict. 

Regulations  No.  5,  Article  167,  of  the  Nar- 
cotics Bmeau  was  founded  on  the  language  of 
the  Webb  and  Behrman  cases  in  the  Supreme 
Court,  which  was  later  regarded  as  too  sweeping. 
The  article  stated: 

Purpose  of  issue. — A prescription,  in  order 
to  be  effective  in  legalizing  the  possession  of 
unstamped  narcotic  drugs  and  eliminating 
the  necessity  for  use  of  order  forms,  must  be 
issued  for  legitimate  medical  purposes.  The 
responsibility  for  the  proper  prescribing  and 
dispensing  of  narcotic  drugs  is  upon  the  prac- 
titioner, but  a corresponding  liabUity  rests 
with  the  druggist  who  fiUs  the  prescription. 
An  order  purporting  to  be  a prescription 
issued  to  an  addict  or  habitual  user  of  nar- 
cotics, not  in  the  course  of  professional  treat- 
ment but  for  the  purpose  of  providing  the 
user  with  narcotics  sufficient  to  keep  him 
comfortable  by  maintaining  his  customary  use, 
is  not  a prescription  within  the  meaning  and 
intent  of  the  act;  and  the  person  filling  such 
an  order,  as  well  as  the  person  issuing  it, 
may  be  charged  with  violation  of  the  law. 

In  the  Linder  case  the  Supreme  Court,  corn- 
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menting  on  its  opinions  in  pi'evious  cases,  stated 
in  its  ruling: 

The  answer  thus  given  [in  the  Webb  case] 
must  not  be  construed  as  forbidding  every 
prescription  for  drugs,  irrespective  of  quan- 
tity, when  designed  temporarily  to  alleviate  an 
addict’s  pains,  although  it  may  have  been 
issued  in  good  faith  and  without  design  to 
defeat  the  revenues. 

The  opinion  [in  the  Behrman  case]  cannot 
be  accepted  as  authority  for  holding  that  a 
physician  who  acts  bona  fide  and  according 
to  fair  medical  standards,  may  never  give  an 
addict  moderate  amounts  of  drugs  for  self- 
administration in  order  to  relieve  conditions 
incident  to  addiction.  Enforcement  of  the 
tax  demands  no  such  drastic  rule,  and  if  the 
Act  had  such  scope  it  would  certainly  encoun- 
ter grave  constitutional  difficulties. 

The  key  words  in  the  basic  statutes  are  “legiti- 
mate medical  purposes.”  In  the  Supreme  Court 
opinion  in  the  Linder  case,  they  are  “bona  fide” 
and  “according  to  fair  medical  standards.” 

The  Bureau’s  position  was  clearly  and  specifi- 
cally stated  in  its  regulation,  although  in  terms 
of  prohibition.  It  regarded  the  use  of  narcotics 
in  the  treatment  of  addicts  as  demonstrating  the 
physician’s  lack  of  good  faith,  denied  its  pro- 
priety, and  pronounced  it  to  be  a violation  of  the 
law.  By  inference  it  sanctioned  only  prompt 
and  complete  withdrawal. 

In  the  most  recent  edition  of  the  Bureau’s 
Regulations  No.  5,  approved  in  1959,  the  re- 
vised section  151.392  corresponding  to  the  earlier 
Article  167,  contains  no  substantive  changes, 
and  except  for  a few  words,  is  identical. 

To  the  charge  that  it  was  trespassing  on  the 
province  of  medical  practice  with  this  regulation, 
the  Buieau  would  probably  reply  that  applica- 
tion of  its  prohibited  procedures  indicated  lack 
of  good  faith  and  propriety  and  was  not  the 
practice  of  medicine.  In  denying  the  good  faith 
and  propriety  of  the  reductive  ambulatory  or 
maintenance  procedures,  it  would  argue  it  was 
not  regulating  action  taken  for  legitimate  medi- 
cal purposes  and  according  to  fair  medical  stand- 
ards or  even  specifying  what  such  medical  prac- 
tice would  be.  It  confined  its  prohibitive  powers 
to  what  were  bad  faith  or  illegitimate  or  im- 
proper procedures  which  are  not  exempted  in  the 
law  and  are  therefore  violations.  Obviously  in 
its  regulations  the  Bureau  was  putting  its  inter- 
pretation on  the  law. 

Such  an  interpretation  and  the  underlying 
argument  could  be  rebutted.  But  ultimately  a 
question  arises  which  becomes  the  second  and 
ultimate  point  in  a test  case:  What  is  the  bona 
fide,  legitimate,  standard  treatment  of  addicts? 
Of  the  key  words,  good  faith  is  sometimes  dif- 
ficult to  determine  in  a court  room.  But  pro- 
nouncements on  legitimate,  standard,  and  fair 
medical  practice  would  at  first  glance  seem  to  be 
more  achievable  in  a test  case. 

Tbus  far,  two  difficulties  have  stood  in  the 
way  of  instituting  a test  case.  The  first  is  the 
reluctance  of  physicians  to  undertake  it.  The 
reasons  have  been  well  described  by  Murtagh 
and  Harris: 


. . there  are  no  doctors  willing  to  treat 
addicts  and  thus  be  forced  to  litigate  the 
matter  with  the  Treasury  Department. 
Lawyers  may  indeed  counsel  the  medical 
profession  that  the  law  of  the  land  is  that 
expressed  by  the  Supreme  Court  of  the  United 
States  in  Linder  v.  United  States.  But  an 
individual  doctor  can  hardly  be  expected  to 
challenge  the  Treasury  Department  in  reliance 
on  such  opinions.  He  would  place  in 
jeopardy  his  license  to  practice  medicine. 
He  would  expose  himself  to  the  risk  of  tem- 
porary detention  or  even  prolonged  incarcera- 
tion. And  even  though  ultimately  successful, 
he  would  meanwhile  have  incurred  the  cost 
and  experienced  the  harassment,  humiliation, 
and  embarrassment  inherent  in  criminal  litiga- 
tion. And  so,  despite  the  pronouncements  of 
the  Supreme  Court,  the  law  of  the  land  tends 
to  be  obscured  by  bureaucratic  policy  that  is 
contrary  to  law,  and  the  medical  practitioner 
is  effectively  prevented  from  caring  for 
addicts. 

Ploscowe  has  also  explained  this  difficulty: 

But  while  the  present  law  permits  a physi- 
cian to  treat  an  addict  in  good  faith  and  in 
the  course  of  his  professional  practice,  doctors 
are  still  reluctant  to  treat  or  prescribe  for 
addict  patients.  A physician  who  treats  and 
or  prescribes  drugs  for  an  addict  patient  in 
good  faith  according  to  medical  standards 
will  be  protected  from  a conviction.  But  his 
good  faith  and  adherence  to  medical  standards 
can  only  be  determined  after  a trial.  The 
issue  of  whether  the  doctor  acted  in  good 
faith  and  adhered  to  proper  medical  standards 
must  be  decided  by  a judge  or  a jury.  If  the 
judge  or  jury  decided  against  the  physician, 
the  latter  may  be  sent  to  prison  or  deprived 
of  his  license  to  practice  medicine.  The 
physician  has  no  way  of  knowing  before  he 
attempts  to  treat,  and/or  prescribe  drugs  to 
an  addict,  whether  his  activities  will  be  con- 
demned or  condoned.  He  does  not  have 
any  criteria  or  standards  to  guide  him  in 
dealing  with  drug  addicts,  since  what  con- 
stitutes bona  fide  medical  practice  and  good 
faith  depends  upon  the  facts  and  circum- 
stances of  each  case. 

The  second  difficulty  in  preparing  for  a test 
case  arises  from  the  lack  of  authoritative  and 
official  pronouncement  by  a medical  body  as  to 
what  constitutes  a fair,  proper,  acceptable, 
legitimate  mode  of  treatment  of  addicts  which 
could  be  the  standard  of  medical  practice. 

It  is  obvious  that  treatment  of  existing  addicts 
is  one  of  the  primary  objectives  in  a program  to 
eradicate  addiction  and  that  adequate  medical 
manpower  is  an  absolute  essential  to  that  under- 
taking. Fmthennore,  not  only  must  there  be 
enough  physicians  but  also  they  must  be  free  to 
treat  addicts  according  to  their  chnical  judgment 
in  legitimate,  accepted,  or  approvable  ways. 
That  freedom  should  include  security  from 
threat  or  harassment.  The  Academy  stand  on 
these  points  is  a matter  of  record  in  its  previous 
report.  It  favors  taking  all  steps  necessary  to 
hasten  the  return  of  physicians  to  treatment  of 
addicts  with  traditional  freedom  to  exercise 
clinical  judgment. 

Basically,  what  led  physicians  to  withdraw 
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from  treatment  of  addicts  and  has  delayed  their 
resumption  of  their  services  is  the  difference  be- 
tween them  and  the  Narcotics  Bm'eau  over  the 
issue  of  mode  of  therapy.  Thus,  this  question 
assumes  a high  rank  of  importance. 

Medical  treatment 

Of  all  the  aspects  of  the  narcotics  problem, 
medical  treatment  of  the  addict  is  one  of  the 
most  challenging  and  difficult.  In  several  ways, 
it  is  now  also  the  most  significant.  As  the  core 
of  the  medical  approach,  treatment  touches 
and  influences  other  aspects  of  addiction.  As  a 
result,  treatment  and  its  associated  involve- 
ments have  long  formed  the  basis  of  policy  to- 
ward addiction.  But  just  as  certainly,  treat- 
ment has  also  been  a nest  of  controversial  issues. 
Because  of  its  wide  sphere  of  influence,  it  is 
necessary  to  sketch  the  facts  and  thinking  that 
go  into  a clinical  decision  on  how  an  addict 
should  be  medically  managed. 

In  order  to  consider  treatment,  it  is  helpful, 
indeed  essential,  to  understand  the  causation 
and  coux’se  of  addiction.  There  is  a constella- 
tion of  influences,  both  internal  and  external,  in 
the  form  of  conditions  and  circumstances  that 
predispose  to  addiction.  In  their  nature  these 
factors  are  sociologic,  economic,  cultural,  psy- 
chologic, and  somatic.  Addiction  arises  in  two 
ways:  one  is  by  medical  induction  from  a nar- 
cotic given  for  relief  in  a painful  disease.  It  is 
largely  somartic  in  origin.  The  second  route,  a 
labyrinthine  network,  is  taken  under  sociologic, 
economic,  cultural,  and  psychologic  influences. 
Ultimately,  carelessness,  ignorance,  and  chance 
play  a determining  part.  Because  of  its  rela- 
tively greater  magnitude,  its  more  complex  pat- 
tern, and  the  youthfulness  of  its  victims,  ad- 
diction by  this  second  will  be  described. 

Sociologic  influences  in  the  making  of  an 
addict  are  so  numerous  and  operate  so  intri- 
cately that  it  is  impossible  to  describe  them  in 
full  detail,  yet  with  brevity.  Complete  descrip- 
tion of  their  action  would  make  a separate  re- 
port. Here  only  the  setting  of  addiction,  the 
social  soil,  can  be  depicted;  manifestly  this  de- 
scription will  not  indicate  the  full  scope  and  im- 
portance of  sociologic  influences. 

Juvenile  addiction  occurs  mostly  in  metropoli- 
tan areas  among  the  lowest  social  and  economic 
classes.  Here  situated  in  segregation  is  the  seed- 
bed of  other  problems  such  as  disrupted  family 
hfe  and  delinquency.  Living  in  this  environ- 
ment tends  to  warp  a juvenile’s  outlook.  He 
comes  to  feel  rootless,  unhappy,  distrustful, 
resentful,  and  rebellious  toward  society  and 
authority.  Thus,  the  potential  addict  grows  up 
and  lives  on  poor  social  soil. 

Most  of  the  addicts  are  psychologically  ab- 
normal before  their  addiction.  They  are  un- 
stable persons  who  have  in  common  their  strug- 
gle through  life  with  a sense  of  inferiority  and 
inadequacy.  Y et  among  addicts  there  are  group 
and  individual  differences.  Kolb  has  classified 
addicts  according  to  their  underlying  mental 
disorders.  They  differ  individually  in  their  rea- 


sons for  turning  to  narcotics:  abnormal  im- 

pulses and  urges;  search  for  reUef  from  fears, 
inhibitions,  and  feelings  of  inferiority;  psycho- 
logic life;  and  compensation.  Neither  before 
nor  in  addiction  are  they  a homogeneous  group. 
Hence,  there  is  no  one  typical  addict. 

It  has  long  been  known  that  narcotics  produce 
effects  that  lead  to  a desire  for  their  continua- 
tion. Unstable  persons  experience  an  unusual 
relief.  Under  the  influence  of  the  narcotic,  the 
user’s  fears  and  inhibitions  are  rolled  away  and 
he  is  transported  temporarily  to  a more  serene 
and  secure  plane  of  life.  This  psychologic  effect 
imparts  a strong  susceptibility  to  continued  use 
of  the  narcotic  and  to  becoming  an  addict. 

Among  addicts,  attitudes  toward  their  addic- 
tion differ,  and  individual  attitudes  may  change 
with  time.  Some  regard  addiction  as  beneficial; 
some,  as  harmful.  Others  are  indifferent  or  re- 
signed. Initially  the  addict  may  experience  a 
dislike  and  fear  of  enslavement;  later,  this 
gives  way  to  other  fears  of  social  ostracism, 
dependence,  interrupted  supply  of  his  drug,  and 
the  law.  Almost  all  have  periods  of  shame,  dis- 
gust, and  self-reproach.  Y et,  they  also  feel  mis- 
understood and  abused  by  society;  hence,  they 
are  resentful  and  rebeUious  toward  it.  Some 
have  periods  of  desperation  from  difficulty  in 
maintaining  their  supply  of  narcotics. 

It  is  necessary  to  recognize  these  different  and 
varying  attitudes  of  addicts  toward  their  addic- 
tion in  order  to  understand  their  attitude  toward 
treatment:  to  seek  it  or  resist  it;  to  accept  it  or 
reject  it;  once  started  on  it,  to  persist  in  it  or 
abandon  it.  In  short,  attitude  affects  the  utili- 
zation of  treatment  and  its  outcome.  Those  who 
find  addiction  beneficial  submit  to  treatment 
only  under  physical  restraint.  In  others,  moti- 
vation toward  treatment  may  come  from  within 
and  without.  Many  of  the  attitudes  toward  ad- 
diction furnish  strong  motivations  toward  seek- 
ing or  accepting  treatment  and  persisting  in  it. 
In  addicts  with  less  forceful  attitudes,  such  as 
those  who  are  resigned  to  their  addiction,  the  de- 
ciding influence  to  undergo  treatment  may  be 
the  urges  and  pressures  from  family,  friends,  and 
society.  An  interesting  point  is  that  the  addict’s 
attitude  of  indifference  to  treatment  appears  to 
be  a rather  recent  development.  It  is  significant 
that  the  intensity  of  motivation  also  affects  the 
outcome  of  treatment.  Strong  motivations  in- 
crease the  chances  of  success.  On  the  other 
hand,  an  unfavorable  state  of  mind  usually 
leads  to  relapse.  For  this  situation,  attempts 
at  changing  an  addict’s  attitude  are  indicated. 
Thus  motivations  are  important  because  of  their 
bearing  on  the  cure  of  addiction  or  failure  of 
treatment  and  relapse. 

The  impression  prevails  that  cure  of  addiction 
is  difficult  and  only  modestly  successful.  Much 
hinges  on  the  meaning  attached  to  cure.  Once 
it  carried  a note  of  finality  and  everlastingness. 
But  in  recent  years  it  has  come  to  denote  pe- 
riods, some  short,  of  cessation  or  arrest  of  patho- 
logic processes.  As  applied  to  addiction,  cure 
has  been  used  to  mean  both  permanent  and  tem- 
porary abstinence.  Skepticism  about  the  per- 
manent curability  of  addiction  developed  from 
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the  short  periods  of  abstinence  following  treat- 
ment and  the  seeming  ease  and  frequency  of  re- 
lapse. This  outcome  has  been  taken  by  some  to 
indicate  difficulty  and  faUirre  of  treatment.  But 
speaking  from  long  experience  in  treating  ad- 
dicts, Kolb  asserts  that  the  frequency  of  relapse 
and  difficulty  of  cm’e  are  both  overstated.  It  is 
easy  to  list  the  categories  and  reasons  for  relapse 
and  failure  from  a clinical  standpoint:  short- 
comings in  (1)  selection  of  cases,  (2)  preparation 
of  the  addict,  (3)  selection  of  the  mode  of  treat- 
ment, and  (4)  management  of  the  patient  during 
treatment.  Yet  it  is  to  be  noted  that  any  of 
these  faults  could  arise  from  inadequate  knowl- 
edge about  the  patient.  Since  fiability  to  re- 
lapse is  held  to  be  such  an  obstacle  to  successful 
treatment,  it  is  advisable  to  analyze  relapse. 

To  understand  the  basis  and  motivations  for 
relapse,  it  is  necessary  to  examine  the  effects  of 
use  of  an  opiate,  particularly  continued  use,  and 
of  its  withdrawal.  Opium  and  its  derivatives 
act  mainly  on  the  central  nervous  and  the  gas- 
trointestinal systems.  Its  effect  on  the  nervous 
system  is  its  main  attraction  for  users.  There 
it  produces  a selective  depressing  effect  with  con- 
sequent release  phenomena.  Depending  on  how 
far  the  dosage  is  pushed,  the  result  will  be 
euphoria  or  a drowsy,  dreamy,  imaginative 
state.  At  a low  level  the  opiate  diminishes 
sensibility,  especially  to  pain,  fatigue,  discom- 
fort, anxiety,  tension,  turbulence,  and  other  dis- 
agreeable sensations.  Consequently,  its  effect  is 
to  produce  a feeling  of  well-being,  relief,  and  con- 
tentment. With  it  there  is  a sense  of  stimula- 
tion and  freedom  of  imagination  and  of  ease  and 
facilitation  of  mental  effort.  Somewhat  larger 
doses  depress  attention  and  weaken  appreciation 
of  external  impressions.  Through  this  exclusion 
of  extra  stimuli,  the  user  is  quieted  and  passes 
into  a drowsy,  dreamy  state.  These  agreeable 
effects  vary  in  different  individuals. 

If  a person  persists  in  repeated  use  of  an 
opiate,  he  becomes  addicted.  One  of  the  com- 
monly mentioned  characteristics  of  addiction  is 
a compulsion  to  continued  use  of  the  drug  with 
the  development  of  psychic  and  physical  de- 
pendence on  its  effects.  When  the  effects  of  the 
dosage  begin  to  wear  off,  uncomfortable  ab- 
stinence symptoms  begin.  Thus  the  addict’s 
fife  becomes  dominated  by  the  inevitable  onset 
of  this  impleasant  stage  and  by  the  need  to  ward 
off  the  distressing  symptoms  by  obtaining  the 
drug.  Indeed,  some  addicts  continue  to  take  the 
drug  mainly  to  prevent  unpleasant  withdrawal 
symptoms.  Hence  maintenance  of  supply  be- 
comes the  addict’s  preoccupation. 

Addiction  is  said  to  gain  a strong  and  enduring 
hold  on  the  victim.  In  the  definition  of  addic- 
tion one  of  its  characteristics  is  said  to  be  a com- 
pulsion for  continued  use.  It  is  further  asserted 
that  the  addict  comes  to  depend  psychically  and 
physiologically  on  the  drug  for  his  stability  and 
well-being.  The  emotional  dependence  on  the 
drug  is  called  habituation.  Some  authorities, 
particularly  the  pharmacologists,  use  the  term 
physical  dependence  to  signify  the  more  basic 
physiologic  need  for  the  nai'cotic.  In  elabora- 
tion of  the  addicting  process  it  is  postulated  that 


it  is  the  physical  change  produced  by  the  opiate 
that  compels  its  continued  use.  In  continuation 
of  this  concept,  it  is  maintained  that  if  the  opiate 
causes  physical  dependence  on  repeated  use,  it 
will  be  more  difficult  for  the  addict  to  abstain 
from  it.  From  all  this,  the  idea  of  permanence 
as  well  as  compulsion  has  become  attached  to  ad- 
diction and  attributed  mostly  to  a physiologic 
change.  But  Kolb  has  pointed  out  that  the 
evidence  does  not  support  the  notion  of  ab- 
solute compulsiveness  and  permanence  on  a 
physical  basis.  He  reminds  that  impulses  to 
return  to  the  opiate  can  be  overcome,  that  ad- 
dicts can  be  cm'ed,  and  that  the  effects  of  with- 
drawal are  temporary. 

Withholding  of  his  opiate  or  abstinence  leads 
in  the  addict  to  a succession  of  severe  effects, 
both  somatic  and  psychologic.  The  severity 
of  these  abstinence  symptoms  are  directly 
related  to  the  nature  of  the  narcotic,  the  daily 
dosage  used  and  the  intervals,  the  duration  of 
the  addiction,  the  rapidity  with  which  the  drug 
is  withdrawn,  and  the  intensity  of  psychic  and 
somatic  dependence.  It  is  inversely  related  to 
the  resistance,  vigor,  and  weU-being  of  the  ad- 
dict. With  the  lifting  of  the  depressing  action  of 
the  opiate,  the  nervous  system  reacts  with  exag- 
gerated response.  Both  hypersensitivity  and 
overfunction  occur  with  resulting  distress.  Un- 
easiness and  restlessness  are  usually  the  earhest 
withdrawal  symptoms.  In  confirmed  addicts 
they  become  more  and  more  intense;  then  there 
develops  an  almost  uncontrollable  craving  for 
the  drug  associated  with  apprehension  and  ir- 
ritabihty.  Later  languor,  lassitude,  and  weak- 
ness set  in.  If  conditions  permit,  the  addict  will 
take  purposive  action  designed  to  obtain  the 
drug.  Also  occmTing  within  two  or  three  days 
ai’e  physical  changes,  signs  and  symptoms  re- 
lated to  the  central  nervous,  neuromuscular, 
gastrointestinal,  respiratory,  and  cardiac  sys- 
tems. All  these  manifestations,  making  up  the 
well-known  withdrawal  symptoms,  are  in- 
variably unpleasant.  Yet  it  should  be  noted 
that  various  types  of  addicts  react  with  dif- 
ferent degrees  of  intensity  to  these  physical 
symptoms.  Differences  in  particulars  are  re- 
ferable to  the  type  of  addict  and  the  individual. 
It  has  been  said  that  the  symptoms  are  less  in- 
tense in  juveniles  than  in  adults. 

Early  pharmacologic  studies  suggested  that 
the  withdrawal  symptoms  were  mainly  of  psy- 
chic origin,  that  is,  quasi-hysterical  reactions  to 
a balked  imperative  desire.  But  according  to 
present-day  phai'macologists,  this  postulation  of 
a psychogenic  origin  is  no  longer  tenable.  They 
state  that  all  recent  authorities  agi’ee  that  the 
withdrawal  syndrome  has  an  organic  basis. 
Goodman  and  Gilman  have  summarized  this 
viewpoint;  “Although  psychic  factors  are  un- 
doubtedly important  in  determining  certain  fea- 
tures of  the  withdrawal  syndrome,  most  of  the 
signs  and  symptoms  have  a physiologic  basis  and 
represent  a fundamental  imbalance  in  the 
homeostatic  adaptive  mechanisms  of  the  body 
which  developed  in  response  to  the  continued 
use  of  the  morphine.” 

From  this  line  of  reasoning  has  come  the 
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notion  that  physical  change  is  the  main  if  not 
the  only  important  influence  producing  frequent 
relapse.  But  Kolb  takes  exception  to  this  view. 
He  explains  that  overrated  significance  became 
attached  to  the  somatic  basis  for  several  rea- 
sons. It  came  in  part  from  its  supposed  effect  of 
conferring  compulsiveness  and  permanence  on 
addiction,  which  are  known  to  be  relative.  In 
part,  the  exaggei’ated  significance  of  the  physio- 
logic process  was  derived  from  the  undue  atten- 
tion fixed  on  it.  F or  in  withdrawal  or  abstinence 
physical  manifestations  are  the  most  notable 
characteristic.  Then  too,  for  social  reasons  ad- 
dicts use  complaints  about  physical  discomfort 
as  a convenient  excuse  to  return  to  the  drug. 
As  a result,  says  Kolb,  physical  change  has  been 
overemphasized.  It  is  not  the  major  influence 
in  relapse. 

According  to  Kolb,  it  is  the  psychologic  basis 
that  is  the  most  important  cause  of  relapse.  It 
has  three  main  aspects:  defective  personality 
with  inherent  instability,  memory  associations, 
and  habit.  Instability  producing  susceptibility 
to  opiates  and  to  relapse  is  primaidly  the  same 
seductive  emotional  influence  that  was  responsi- 
ble for  the  original  addiction.  This  primary 
psychologic  factor  is  later  reinforced  by  memory, 
habit,  and  gradual  development  of  physical 
dependence.  Mainly  the  motive  is  rehef.  The 
way  in  which  relief  is  provided  varies  with  the 
different  types  of  addicts.  Under  the  influence 
of  the  narcotic,  inferiority  is  replaced  by  con- 
fidence, restlessness  by  cahn,  discontent  by 
satisfaction,  reahty  by  a new  world.  Memory 
associations  may  bring  about  the  craving,  the 
intense  desire.  It  may  be  aroused  by  physical 
and  mental  disorder,  by  return  to  the  old  en- 
vironment, or  by  having  frustrated  wishes  or 
unsatisfied  cravings.  Memory  associations 
keep  alive  the  intense  desire  for  the  opiate  long 
after  the  physical  discomfort  associated  with 
abstinence  has  passed.  Promise  of  rehef,  de- 
spite its  attendant  diflBculties,  outweighs  all 
motivation  for  cure. 

Among  short-term  addicts,  the  psychologic 
factor  is  almost  solely  responsible  for  relapse.  In 
long-term  addicts,  physical  dependence  comes  to 
equal  psychologic  disturbance  in  causing  relapse. 

Ultimately,  it  is  the  resultant  of  opposing 
motivations  that  determines  relapse  or  cure. 
All  the  types  of  motives  toward  relapse  have  one 
effect  in  common:  They  promise  rehef.  The 

types  of  motives  may  be  classified  according  to 
the  particular  kind  of  rehef  sought:  (1)  rehef 
from  impending  or  present  physical  discomfort 
thi'ough  avoiding,  warding  off,  or  bringing 
aUeviation  of  or  freedom  from  unpleasant  and 
distressing  abstinence  symptoms;  (2)  rehef 
by  appeasement  or  satisfaction  of  cravings; 
and  (3)  rehef  from  life’s  problems  through 
euphoria.  Obviously,  if  relapse  is  to  be  pre- 
vented, the  motive  for  cure  must  be  greater  than 
the  motive  for  return  to  the  drug. 

From  the  foregoing  presentation  of  the  origin 
and  course  of  addiction  and  the  make-up  of  the 
addict,  it  is  possible  to  summarize  points  that 
have  an  important  practical  bearing  on  the 
principles  of  therapy. 


Knowing  the  disease  and  the  patient 

Addicts  are  not  a homogeneous  group.  Too 
often  the  impression  of  what  an  addict  is  like 
and  the  description  of  him  reflect  a stock  image 
of  one  person  or  one  type.  But  all  addicts  are 
not  identical.  They  differ  in  a number  of  re- 
spects. For  example,  addicts  may  be  classified 
according  to  their  several  types  of  personality. 
Within  each  class  there  are  distinctive  differ- 
ences in  individuals;  between  classes  the  dif- 
ferences are  greater.  Excepting  many  in  the 
medically-induced  group,  most  addicts  come 
from  weak  stock  with  psychologic  difiiculties. 
Hence,  from  the  beginning,  psychologic  in- 
fluences are  at  work.  Different  motivations 
and  pathways  lead  them  to  addiction.  During 
the  development  of  addiction  a physical  factor 
appears. 

Thus,  there  is  a wide  range  of  kinds  of  addicts. 
In  order  that  therapy  may  be  appropriate  to  a 
particular  addict,  be  soundly  selected,  planned, 
and  administered,  it  is  necessai'y  to  know  fully 
about  him.  Both  psyche  and  soma  ai'e  in- 
volved. Therefore  a thorough  psychiatric 
work-up  as  well  as  a physical  examination  should 
be  given  to  each  addict  brought  or  applying  for 
treatment.  Each  is  an  individual  therapeutic 
problem.  Only  after  study  of  the  addict  should 
the  appropriate  therapeutic  plan  be  decided 
and  started.  This  approach  is  in  contrast  to 
earlier  procedure,  when  withdrawal  of  the  opiate 
was  regarded  as  the  only  important  con- 
sideration. 

Selection  of  appropriate  therapy 

Knowing  the  cardinal  points  about  the  origin, 
nature,  and  comse  of  the  disease  and  the  in- 
dividuahty  of  the  patient,  the  chnician  must  now 
consider  two  principles  in  selecting  a sound 
therapeutic  progi'am.  Because  of  addiction’s 
origin  from  a pluralistic  complex,  a compre- 
hensive, holistic  plan  of  treatment  is  necessary. 
Particularly,  both  psyche  and  soma  need 
treatment.  The  clinician  must  also  decide  on 
the  immediate  goal  of  treatment.  In  this 
matter,  there  seems  to  be  some  misimder- 
standing  and  confusion  about  the  relationship 
between  treatment  and  cure.  It  is  eiToneousIy 
assumed  that  aU  treatment  is  directed  to  cure; 
hence,  the  terms  have  sometimes  been  used 
interchangeably.  They  should  be  clearly  dif- 
ferentiated. In  truth,  different  kinds  of  treat- 
ment may  be  distinguished  on  the  basis  of  theh 
goals.  Cure  is  one  goal,  the  highest,  of  treat- 
ment. 

But  it  is  not  always  possible  to  achieve 
complete  cure  by  reversal  of  the  pathologic 
process  or  eradication  of  disease.  Sometimes 
the  clinician  must  strive  and  settle  for  the  next 
best  goal,  amehoration.  His  aim  is  to  bring 
about  improvement  by  retarding  or  ar-resting 
the  pathologic  process  and  abating  the  disease. 

Sometimes  treatment  for  cure  of  certain 
diseases,  such  as  addiction,  will  leave  the 
patient  no  better  or  worse  than  he  was.  If  he 
has  satisfactorily  adjusted  to  his  illness,  he 
may  be  wrecked  by  disturbing  his  modus 
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operandi.  Treatment  for  cure  of  one  disease 
may  also  be  hazardous  if  there  is  another  serious 
concurrent  ihness.  Unilateral  treatment  may 
bring  about  an  undesired  and  unfortunate  result 
if  it  violates  a cardinal  principle  of  noninter- 
ference without  prospect  of  improvement  or 
prevention  of  deteidoration.  Treatment  should 
never  leave  the  patient  in  a worse  condition. 
Sometimes  an  effective  curative  method  may 
not  be  available,  or  the  patient  is  not  prepared 
to  undergo  rigorous  and  severe  treatment. 
In  short,  if  it  appears  that  the  patient  is  likely 
to  become  no  better  or  even  worse,  it  is  pref- 
erable not  to  intervene.  Perhaps  all  that  can 
be  done  soundly  for  the  time  being  is  to  make 
the  patient  more  comfortable. 

In  all  these  latter  instances  the  most  modest 
goal  in  treatment  is  advisable  or  necessary. 
For  the  primary  disease  it  is  essentially  preserva- 
tion of  the  status  quo.  Treatment  designed 
toward  this  end  is  variously  called  expectant, 
symptomatic,  conservative,  palliative,  and  tem- 
porizing, depending  on  the  variations  in  what  is 
done.  It  usually  consists  of  nonintervention, 
watch  over  the  disease  in  its  course,  post- 
ponement of  attempts  at  cure,  and  relief  of 
untoward  symptoms  as  they  arise. 

As  in  other  respects,  addicts  vary  in  their 
attitude  toward  treatment  and  in  their  progno- 
sis. Many  addicts  are  curable;  some  are  re- 
sistant to  or  rebellious  against  treatment; 
some  have  concurrent  illness  that  contra- 
indicates some  modes  of  treatment;  some  are 
immediately  incurable  by  present  methods. 
From  the  complexity  of  addiction,  the  hetero- 
geneity and  vmiety  of  addicts,  and  the  different 
goals  of  therapy,  it  is  clearly  understandable 
that  there  is  no  one  universal,  stereotyped 
course  of  treatment  applicable  to  all.  Rather, 
treatment  is  to  be  determined  by  clinical 
judgment  after  consideration  of  all  factors,  and 
is  highly  individualized. 

For  treatment,  the  first  decision  for  the  clini- 
cian is  whether  the  addict  is  curable.  Here,  the 
type  of  addict,  intensity  of  motivation,  and 
duration  of  addiction  are  significant  factors. 
With  different  attitudes  toward  their  addiction, 
the  addicts  are  motivated  differently  toward 
seeking  or  accepting  treatment.  Strong  moti- 
vation increases  the  chances  of  cure.  It  has 
also  been  found  that  length  of  addition  has  a 
profound  influence  on  the  effectiveness  of  treat- 
ment. 

Differentiation  of  the  curable  from  the  re- 
mainder of  addicts  represents  the  first  division 
for  piu*poses  of  treatment.  For  those  addicts 
deemed  to  be  cm’able  or  good  prospects,  treat- 
ment for  cure  is  by  withholding  or  withdrawing 
the  narcotic  by  one  procedure  or  another.  It 
may  be  done  abruptly  or  gradually  with  or  with- 
out substitute  drugs.  Hence,  there  is  choice  of 
procedure.  Fundamental  to  selection  of  the 
appropriate  withdrawal  procedure  is  distinguish- 
ing between  addicts  who  are  weakly  addicted 
and  those  who  are  strongly  addicted.  As 
the  result  of  these  divisions,  addicts  may  be 
classed  for  therapy  in  three  groups:  weakly 
addicted,  strongly  addicted,  and  unready 


for  cure.  Accordingly,  there  are  three  general 
types  of  therapy:  two  procedures  for  with- 

drawal and  the  method  of  non  withdrawal. 
These  procedirres  will  be  examined  for  their 
applicability  and  limitations,  as  well  as  for 
misconceptions  of  them. 

Abrupt  abstinence — sudden  withdrawal. 
The  name  is  fully  descriptive  of  the  method. 
With  reason  its  umnitigated  form,  the  “cold 
turkey”  treatment,  often  applied  under  com- 
pulsion, has  been  called  cruel,  barbarous,  in- 
human, and  dangerous.  It  undermines  the 
addict,  already  bmdened  and  handicapped  by 
his  psychologic  difficulties. 

As  now  applied  in  the  more  enlightened 
institutions,  it  is  much  more  humane  and 
effective.  A preparative  period,  both  psycho- 
logically and  somatically,  permits  the  addict 
to  endure  the  ordeal  and  enhances  the  chance  of 
success.  Supportive  measures  including  judi- 
cious use  of  codeine  during  the  withdrawal 
period  are  similarly  helpful.  Also,  substitute 
medication,  such  as  the  analgesic  methadon 
hydrochloride,  may  be  incorporated  into  the 
procedure. 

For  the  weakly  addicted,  the  augmented 
procedure  appears  to  be  the  treatment  of  choice. 
But  when  misapplied  to  all  other  addicts, 
sudden  withdrawal  can  be  destructive  and 
hazardous.  For  addicts  with  strong  habits,  it 
can  be  dangerous,  even  fatal.  Also,  this 
procedure  is  contraindicated  for  those  with 
long-standing  addiction  and  painful  physical 
diseases;  for  the  elderly  with  healed  lesions; 
and  for  addicts  with  advanced  incurable 
pulmonary  tuberculosis. 

Abrupt  withdrawal  is  still  practiced  in  its 
more  barbaric  form.  Even  when  varying 
amounts  of  preparative  and  supporting  therapy 
are  added,  too  often  the  psychologic  element  is 
ignored.  Yet,  it  is  unwise  to  remove  a crutch, 
which  is  the  addiction,  from  the  patient  without 
previously  providing  him  with  another  support. 

Sudden  withdrawal  is  the  only  procedure 
recognized  and  sanctioned  by  the  Narcotics 
Bureau.  It  is  recommended,  indeed  insisted 
upon  by  them  for  all  addicts.  It  is  theii’ 
Procrustean  bed  on  which  they  would  make  all 
addicts  lie,  some  never  to  rise  again.  Those 
physicians  expert  in  the  treatment  of  addiction 
maintain  that  even  in  the  most  humane  and 
effective  form  it  should  be  applied  only  to  a 
particular  group,  the  most  easily  curable.  Ap- 
plied to  others,  especially  if  rigorously,  it  may 
produce  untoward  results,  even  death.  Cold 
turkey  should  never  be  permitted;  it  has  no 
place  in  treatn^ent. 

It  is  ironic  and  tragic  that  the  Narcotics 
Bureau  has  been  doubly  wrong,  first  in  dictating 
the  practice  of  medicine,  and  second  in  insisting 
on  unsound  treatment.  Its  big  mistake  has 
been  its  failure  to  recognize  that  addicts  differ 
and  to  demand  that  one  mode  of  treatment  be 
applied  to  all  addicts.  It  has  had  a rigid,  one- 
track,  stereotyped  policy  for  a situation  that 
demands  judgment  and  flexibility.  This  is 
what  happens  when  revenue  agents  become 
dictators  of  medicine. 
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Reduction — gradual  withdrawal.  In  this 
method  the  dose  of  opiate  is  reduced  gradually 
at  a rate  dependent  on  the  addict  and  the 
strength  of  his  habit.  A preparative  period  is 
advisable  in  which  the  addict  receives  his  ac- 
customed drug  until  he  is  adjusted  to  the  hospi- 
tal envuonment.  During  the  withdrawal  pe- 
riod, small  but  sufficient  doses  of  either  codeine 
or  morphine  are  given  to  prevent  collapse  or 
undue  suffering.  Supportive  treatment  is  also 
desirable  during  this  period. 

This  method  lends  itself  readily  to  the 
substitution  of  a non-addicting  drug  for  the 
addict’s  narcotic,  either  in  the  preparative  or  in 
the  withdrawal  period.  Some  authorities  seem 
to  regal'd  it  with  something  less  than  enthusiasm. 
But  others,  including  those  with  most  ex- 
perience in  treating  addicts,  hold  it  to  be  the 
preferred  procedme  for  treating  strongly-ad- 
dicted patients. 

Management  of  withdrawal — prepara- 
tive AND  SUPPORTIVE  MEASURES.  Once  with- 
drawal of  the  opiate  was  regarded  as  the  only 
important  consideration.  But  many  addicts 
were  prone  to  relapse,  often  for  the  same 
reason  that  led  originally  to  addiction,  with 
the  addition  of  a physical  factor.  They  were 
usually  psychologically  disturbed  and  often 
debilitated  when  withdrawal  was  started. 
It  is  now  recognized  that  previous  practice  of 
withdrawal  before  psychologic  treatment — if 
any — was  wrong  because  the  sequence  was  the 
reverse  of  what  it  should  have  been.  Since  the 
narcotic  is  a crutch  for  the  addict,  it  should 
never  be  taken  from  him  until  it  is  ascertained 
that  he  has  another  support,  an  approvable 
replacement  or  substitute  to  which  he  can  turn. 
Equal  in  importance  to  withdrawal  are  con- 
structive psychologic  and  somatic  measures  to 
rebuild  the  addict  so  that  he  may  withstand 
withdrawal  and  go  on  to  successful  rehabUita- 
tion.  It  is  therefore  highly  advisable  that  the 
therapeutic  regimen  includ  ^ careful  preparation 
and  stabilization  of  the  addict  before  withdrawal. 

In  this  preparative  period  the  addict  should 
be  carried  on  his  accustomed  nau-cotic  or  an 
adequate  substitute  until  he  is  adjusted  to  his 
hospital  environment  and  physically  and  psy- 
chologically is  in  a favorable  condition  to 
undergo  withdrawal.  Timing  is  important; 
withdrawal  should  not  be  started  prematurely. 
During  withdrawal  it  is  just  as  important  that 
there  be  an  inteUigent  management  of  the 
addict  with  help  through  supportive  therapy. 
Chances  of  success  are  improved  by  an  under- 
standing of  the  physical  and  psychologic 
factors  leading  to  relapse,  both  their  relative 
and  changing  influences,  and  by  taking  ap- 
propriate action  to  overcome  them. 

In  treatment  before,  dming,  and  after 
withdrawal,  these  principles  should  be  observed: 

1.  Both  psychiatric  and  somatic  supervision 
throughout  treatment  are  essential. 

2.  Those  addicts  with  basic  psychologic 
difficulties  should  receive  psychotherapy  from 
the  start  until  it  may  be  safely  terminated  or 
is  no  longer  productive. 

3.  Somatic  conditions  already  present  or 


that  develop  should  receive  appropriate  treat- 
ment. 

4.  Even  when  all  these  points  in  management 
of  the  addict  before,  during,  and  after  with- 
drawal have  been  observed,  treatment  may  fail 
if  it  is  interrupted  or  terminated  too  soon. 

5.  Measures  for  the  physical  and  mental 
rehabilitation  of  the  addict  must  be  not  only 
instituted  during  hospitahzation  but  also  con- 
tinued after  discharge.  An  adequate  foUow-up 
is  an  essential  part  of  the  rehabihtative  period 
that  may  determine  the  success  or  failm'e  of 
treatment. 

None  of  these  five  points  is  to  be  found  in  the 
Narcotics  Bureau’s  decree  on  the  practice  of 
medicine.  Therefore,  from  a medical  stand- 
point, it  would  appear  that  this  Bureau’s 
regulatory  order  was  not  only  erroneous  and 
misleading  but  also  inadequate. 

Maintenance  therapy.  The  third  group 
to  be  considered  for  treatment  are  those  who, 
for  sound  reasons  in  the  judgment  of  the 
physician,  should  not  be  subjected  to  with- 
drawal. These  reasons  may  be  social  and 
economic  as  well  as  medical.  Kolb  has  de- 
scribed what  should  be  taken  into  consideration: 

From  a medical  standpoint,  only  the  physi- 
cal and  mental  well-being  of  the  patient  as 
directly  influenced  by  opium  or  the  lack  of 
it  should  be  considered  in  deciding  whether 
any  given  addict  should  be  treated  [by  with- 
drawal]. But  the  average  addict  labors 
under  such  serious  and  dangerous  social 
handicaps  that  the  possible  effect  of  these 
on  his  general  welfare  must  also  be  weighed. 

After  the  decision  has  been  reached  during 
hospitahzation  and  their  dosage  has  heen  de- 
termined, these  addicts  should  be  maintained 
on  their  accustomed  narcotic  for  various  periods 
according  to  circumstances.  This  is  a form  of 
expectant  treatment  that  is  the  most  appropri- 
ate method  for  this  group  of  addicts.  To  allay 
distrust  or  suspicion  of  this  apphcation  of  ex- 
pectant therapy,  it  should  be  said  at  once  that 
it  would  not  be  a permanent  decision.  As  a 
means  of  control,  the  decision  could  be  made 
subject  to  approval  by  a medical  boaid  and 
could  be  reviewed  from  time  to  time.  It  would 
be  the  responsibility  of  the  physician  to  keep 
in  mind  the  goal  of  abstinence  for  these  addicts 
and  to  miss  no  opportunity  to  work  toward  it. 
Also,  occurrence  of  spontaneous  cure  is  a pos- 
sibflity  not  to  be  overlooked. 

This  is  a mixed,  but  not  necessarily  a large 
group.  It  may  be  classified  broadly  into  three 
suh-groups  on  the  basis  of  rationale.  These  di- 
visions will  differ  also  in  the  probable  duration 
of  the  length  of  maintenance. 

Incurables.  These  aie  addicts  for  whom  the 
probability  of  improvement  or  success  from 
withdrawal  is  low  or  nil  and  the  chance  of  a 
worsened  physical  outcome  is  sufficiently  real 
not  to  be  disregarded.  The  prospects  are  so 
dim  and  the  dangers  so  large  that  attempted 
withdrawal  might  be  not  only  futile  but  also 
rash. 

Contraindications.  There  ai'e  several  types  in 
this  subclass.  First  and  importantly  ai'e  con- 
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firmed  addicts,  well-adjusted  and  leading  useful, 
productive,  and  otherwise  exemplary  lives  which 
would  probably  be  upset  by  removing  their 
drug.  They  are  contented  with  their  present 
states,  do  not  desire  treatment,  and  would  resist 
change.  The  wisdom  of  disturbing  them  is  to 
be  questioned,  for  the  result  socially  and  eco- 
nomically might  be  destructive  and  bad.  Kolb 
cites  addicts  who  did  not  benefit  but  rather 
actually  suffered  from  enforced  withdrawal. 
In  contrast,  he  describes  a man  aged  seventy- 
four  who  had  lived  “an  efficient  and  useful  life 
as  an  addict  for  forty-one  years.” 

Withdrawal  is  also  considered  inadvisable  in 
patients  with  long-standing  addiction  in  con- 
junction with  continued  physical  disease,  giving 
pain  and  discomfort.  Furthermore,  addicts 
with  advanced,  incurable  pulmonary  tubercu- 
losis should  not  be  subjected  to  withdrawal. 
Then,  too,  abstinence  is  not  recommended  for 
elderly  people  with  healed  lesions  of  various 
sorts. 

Temporary  delay.  Concerning  some  addicts, 
there  is  uncertainty  at  first  about  the  thera- 
peutic course  to  be  chosen.  Sometimes  it  is  not 
at  once  evident  or  easily  concluded  whether 
withdrawal  is  indicated,  what  method  is  elected, 
and  whether  the  time  is  propitious.  In  these 
instances  more  time  is  needed  in  order  to  reach  a 
decision  on  therapy.  It  is  advisable  to  suspend 
judgment  and  action  until  additional  observa- 
tions provide  more  complete  evidence  on  which 
probabilities  and  values  may  be  weighed. 

With  another  category  of  addicts,  it  may  be 
prudent  to  delay  temporarily  the  withdrawal 
procedure  in  order  to  gain  time  to  overcome  the 
addict’s  resistance  and  start  under  favorable 
circumstances.  It  is  not  just  a matter  of  gain- 
ing his  consent;  it  is  also  having  him  in  the 
proper  frame  of  mind  during  treatment.  The 
addict  may  be  reluctant  to  be  subjected  to  with- 
drawal; his  refractory  attitude  may  arise  from 
one  or  more  emotions  or  feelings  such  as  ap- 
prehension, lack  of  familiarity,  resignation,  de- 
spair. As  has  akeady  been  mentioned,  an 
addict’s  attitude  is  important  to  the  success  of 
treatment.  If  the  unwilling  addict  is  allowed  a 
1 longer  period  of  preparation  and  adjustment 
for  the  procedure,  it  may  be  somewhat  easier 
for  him  to  undergo  the  ordeal;  it  may  carry 
enhanced  chances  of  a lasting  outcome. 

At  first  the  proposal  to  maintain  these 
several  groups  on  narcotics  under  strict  control 
i for  variable  periods  as  indicated  aroused  some 
shouts  of  protest,  principally  from  the  Narcotics 
Bureau.  But  the  nature  of  the  criticism  in- 
dicated that  the  opposition  was  founded  on 
misconception  and  misapprehension.  In  the 
heat  of  reaction,  erroneous  notions  seem  to 
germinate  and  thrive.  As  may  happen  to 
proposals,  more  is  read  into  them  than  they 
contain.  Criticism  of  providing  for  mainte- 
nance seemed  to  be  based  on  the  assumption 
that  all  addicts  would  be  dispensed  narcotics 
throughout  thek  lifetimes.  This  assumption 
is  untrue  and  is  without  fact  or  foundation. 
Actually,  recourse  to  this  procedure  would  be 
taken  only  when  by  clinical  judgment,  in- 


cluding that  of  a reviewing  committee,  it  was 
decided  to  be  the  most  sensible  or  promising, 
and  therefore  the  preferred  coui’se.  After  aU, 
expectant  treatment  is  a well-recognized,  stand- 
ard, and  frequently  used  type  of  therapy  under 
appropriate  ckcumstances  and  indications. 
By  estimate  the  maintenance  group  would  not 
be  large,  nor  would  all  of  its  members  be 
permanent.  Most  of  them  would  be  maintained 
only  until  it  was  determined  that  withdrawal 
was  appropriate  and  they  were  ready  for  it. 
For  many  the  period  would  be  short. 

Treatment  of  addiction,  especially  its  ra- 
tionale and  mode,  has  such  pervasive  influence 
that  it  affects  other  aspects  of  the  narcotics 
problem  and  addiction.  In  effect,  treatment 
becomes  the  basis  of  policy.  But  just  as 
certainly,  mode  of  treatment  is  also  the  source 
of  most  of  the  controversial  issues  of  addiction. 
At  the  moment  it  is  a most  important  topic, 
because  it  is  so  crucial  and  decisive  to  the  suc- 
cess of  any  attack  on  the  addiction  prob- 
lem. 

In  view  of  this  widespread  influence,  it  is  most 
unfortunate  when  the  prevailing  doctrine  of 
treatment  imposed  by  governmental  decree 
is  wrong.  Both  error  and  misconception  are  at 
the  bottom  of  the  Bureau  of  Narcotics’  opposi- 
tion to  taking  the  profit  out  of  illicit  narcotics 
traffic  as  a means  of  destroying  it.  They  are 
also  responsible  for  the  Bureau’s  shackling  of 
physicians.  Destroying  the  illicit  traffic  by 
removing  the  profit  would  be  carried  out  most 
sensibly,  readily,  and  effectively  by  turning 
the  authority  and  responsibility  for  application 
of  narcotics  completely  over  to  physicians. 
The  very  thought  of  such  a development  is  an 
abomination  to  the  Bureau.  For  it  really 
does  not  trust  physicians.  Basically,  the 
Bureau’s  distrust  arises  from  its  insistence  that 
there  is  only  one  way  to  treat  all  addicts  and  its 
deep-seated  commitment  to  one  plan,  abrupt 
abstinence.  It  therefore  frowns  on  all  other 
modes  of  treatment.  In  addition,  by  attributing 
to  the  program  recommended  by  medical 
experts  on  addiction  provisions  that  are  not  in 
it,  the  Bureau  reveals  its  own  misconception  as 
well  as  its  own  hostility.  With  such  an  attitude 
it  is  little  wonder  that  the  Bureau  sees  the 
physician  as  a possible  thieat.  Thus  far  to  no 
avail,  medical  authorities  on  treatment  of 
addiction  have  repeatedly  pointed  out  that  the 
Bureau’s  position  is  both  wrong  and  clinically 
untenable.  Thjs  combination  of  eiTor  and 
misconception  jias  led  the  Bm'eau  down  the 
wrong  road  fojf  years  in  its  attitude  toward 
addicts.  Its  cqnsequences  extend  far  beyond 
the  therapeutic  border.  It  might  be  argued 
that  it  has  held  back  progress  in  the  conquest  of 
addiction. 

Because  of  the  heterogeneity  of  addicts, 
sound  treatment  of  each  requkes  an  individual- 
ity of  approach.  From  the  several  possible 
modes  of  treatment,  the  one  most  appropriate 
for  the  particular  addict  is  selected.  There  is 
no  one  plan  applicable  to  all.  This  variousness 
of  mode  and  individuality  of  application  are  the 
reasons  that  there  has  been  no  concise,  author- 


July  1,  1963  / New  York  State  Journal  of  Medicine  1991 


itative  pronouncement  that  would  serve  as  a 
definition  and  standard  of  legitimate,  approved 
practice  of  medicine  in  the  management  of  an 
addict.  It  now  appears  that  such  a statement 
would  be  most  useful,  indeed  is  urgently  needed 
for  legal  reasons. 

In  sum,  understanding  the  medical  treatment 
of  addicts  is  the  key  to  resolving  the  present 
controversies  over  several  aspects  of  addiction 
and  to  formulating  a sensible  policy  constructed 
around  the  medical  approach  to  the  narcotics 
problem  and  addiction. 


Hospitalization 

If  there  is  any  difference  in  medical  opinion 
over  the  necessity  for  hospitalization  during 
some  stages  of  the  treatment  of  addiction,  it 
has  not  been  a major  issue  or  been  brought  into 
the  open.  Oddly  enough,  it  was  a minor  issue 
in  a recent  political  campaign.  One  candidate 
m’ged  construction  of  additional  Federal  hospi- 
tals for  care  and  treatment  of  addicts.  His 
opponent  scouted  the  idea.  In  the  course  of 
discussion  there  was  an  intimation  that  hospi- 
tals were  no  longer  regarded  as  necessary  in  the 
treatment  of  addicts. 

To  clear  any  possible  misunderstanding  on 
this  point,  it  appears  to  be  desirable  for  the 
Academy  to  restate  and  amplify  its  position  on 
hospitahzation.  It  remains  the  same  as  it  was 
in  1955. 

Dming  the  period  of  initial  observation  and 
study  of  the  addict,  the  need  and  extent  of 
hospitalization  would  vai’y  with  the  patient  and 
his  condition.  But  in  the  preparative,  with- 
drawal, and  post-withdrawal  pei'iods,  hospitali- 
zation is  essential.  One  of  the  reasons  for  the 
preparative  period  is  to  allow  the  addict  to 
become  adjusted  to  the  hospital  environment. 
Sometimes  addicts  opposed  to  undergoing  what 
promises  to  be  a prolonged  period  of  irksome  in- 
stitutional life,  change  their  minds  after  they 
have  become  accustomed  to  hospital  routine. 
During  the  period  of  abstaining,  the  withholding 
or  withdrawal  of  the  narcotic  is  more  easily  and 
certainly  controlled,  and  the  necessary  sup- 
portive therapy  is  more  appropriately  and  ef- 
fectively administered  in  the  hospital.  The 
critical  necessity  of  hospitalization  becomes 
especially  apparent  when  addicts  leave  or  are 
discharged  too  soon  in  the  post-withdrawal 
period.  Addicts  should  not  be  released  to  the 
rigors  of  life  outside  in  a weak,  debilitated,  and 
emotionally  insecure  condition. 

For  addicts  slated  for  maintenance  therapy, 
hospitalization  is  essential  to  ascertaining  ac- 
curately their  required  dosage. 

Nyswander’s  recently  reported  success  in 
withdrawing  drugs  from  outpatient  addicts  is 
interesting  and  suggestive.  Further  experience 
with  this  new  method  may  lead  to  greater 
flexibility  in  the  management  of  addicts.  The 
Academy  suggests  that  study  of  the  method  be 
pursued  but  that  trial  of  it  be  limited  for  the 
time  being  to  selected  suitable  addicts  and  ex- 
perienced physicians. 


Clinics 

When  the  Academy  issued  its  Report  on  Drug 
Addiction  with  six  recommendations,  most  com- 
ment centered  on  point  three,  the  establishment 
of  clinics.  In  some  quarters  it  set  off  alarm  re- 
actions. Objections  were  raised  as  the  idea  of 
chnics  was  roundly  scored. 

Analysis  of  the  arguments  indicates  that  op- 
position arose  for  the  following  reasons: 

1 . The  concept  of  clinics  had  inherited  an  of- 
fensive and  odious  name  from  earher  chnics. 
These  had  been  estabhshed  to  fill  an  urgent  need 
when  addicts  were  left  abandoned  by  the  sud- 
den passage  of  the  Harrison  Act.  Later  they 
were  ordered  closed,  purportedly  for  mal- 
feasance. Reading  both  sides  of  the  story,  it  is 
difficult  not  to  conclude  that  the  closing  was  not 
entirely  based  on  their  aUeged  shortcomings. 
Logically,  however,  the  history  and  record  of 
these  clinics  are  immaterial  to  the  Academy’s 
point  three.  What  the  Academy  proposed  was 
not  restoration  of  the  earlier  chnics,  or  adoption 
of  their  mode  of  operation,  or  anything  hke 
them;  it  had  something  different  in  mind.  Yet, 
emotionahy  the  very  name  “clinics”  could  stUl 
fire  the  imagination  and  rekindle  hostihty,  so 
strongly  had  the  stigmata  become  attached  and 
perpetuated. 

2.  Judged  by  much  of  the  adverse  comment, 
the  word  “clinics”  conjured  up  the  ridiculous 
notion  that  they  were  to  be  engaged  in  a gigantic 
narcotics  giveaway,  an  indiscriminate  handout 
to  one  and  ah.  This  fantastic  idea  reached  al- 
most incredible  lengths.  As  an  indication  of  how 
wildly  imagination  ran,  one  testifier  at  a hearing 
solemnly  and  seriously  avowed  that  he  could 
never  approve  of  narcotics  bars.  The  mildest 
term  used  to  describe  the  conjectured  operation 
of  the  clinic  was  “general  availabhity  of  narcot- 
ics.” Nowhere  in  its  report  did  the  Academy 
intimate,  much  less  espouse,  any  such  absurd 
proposal  as  indiscriminate  dispensing  of  narcot- 
ics. ActuaUy,  what  it  stated  W£is  exactly  the  op- 
posite. 

3.  Closely  related  to  the  figment  of  narcotics 
for  ah  is  the  distorted  impression,  tacit  and  im- 
plied rather  than  directly  expressed,  that  dis- 
tribution would  be  endless  and  everlasting. 
Clinics  were  visualized  and  portrayed  as  main- 
taining ah  addicts  on  narcotics  permanently  and 
as  putting  a stop  to  attempts  to  cure  them. 
This,  too,  is  a delusion  underlying  the  abhor- 
rence of  clinics. 

4.  Another  aspect  of  chnics  that  arouses  un- 
easiness and  uncomfortableness  is  the  ambula- 
tion of  the  addicts.  The  thought  of  ambulatory 
addicts  in  the  clinic  stirs  up  a vision  of  addicts  at 
large  with  drugs.  Added  to  the  fancied  indis- 
criminateness and  permanence  of  dispensing 
narcotics,  this  image  of  walking  addicts  makes 
some  opponents  of  clinics  fearful  of  an  uncon- 
trollable situation.  As  for  society,  ambulatory 
addicts  under  medical  management  add  little 
to  the  existing  menace  in  life.  Nor  is  there  any- 
thing therapeutically  hazardous  or  harmful  in 
ambulation  at  the  right  time,  under  proper  cir- 
cumstances, and  when  medically  indicated. 
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5.  Furtive  suspicion  of  prescription  selling 
by  physicians  is  another  source  of  antipathy  to 
clinics.  This  suspicion  is  seldom  openly  voiced, 
but  thinly  veiled  insinuations  reveal  it.  Selling 
of  prescriptions  is,  of  course,  regarded  as  being 
partially  responsible  for  indiscriminate  distri- 
bution of  narcotics.  Besides  the  belief  that  some 
physicians  are  too  gullible  and  soft-hearted  in 
their  management  of  addicts,  there  is  the  opinion 
that  others  are  mercenary.  These  are  the  real 
reasons  back  of  the  distrust  of  physicians  and 
consequently  of  the  reluctance  to  allow  them 
any  latitude  for  exercise  of  chnical  judgment  in 
the  treatment  of  addicts.  It  should  not  be 
necessary  to  point  out  that  legal  distribution  of 
narcotics  is  under  strict  control  and  overpre- 
scribing of  them  could  be  readily  ascertadned  and 
stopped. 

Review  of  all  comments  on  clinics,  spoken  or 
written,  would  serve  no  purpose.  It  is  helpful, 
however,  to  trace  the  trend  in  attitude  and 
events. 

With  the  wave  of  condemnation  of  clinics 
came  attempts  to  impeach,  depreciate,  and  over- 
ride the  medical  authority  of  the  Academy. 
Critics  cited  a pronouncement  from  what  they 
took  pains  to  characterize  as  the  nation’s  repre- 
sentative body  and  authoritative  voice  of  medi- 
cine. It  was  asserted  that  a report  of  the  Ameri- 
can Medical  Association  had  expressed  its  un- 
alterable opposition  to  the  establishment  and 
operation  of  narcotics  clinics.  The  inference  was 
that  the  Academy  did  not  represent  medical 
opinion. 

Meanwhile,  the  quintessence  of  the  Acad- 
emy’s position,  the  need  for  a medical  approach 
to  the  problem,  was  gaining  acceptance  in  many 
quarters.  While  the  still  disagreeable  word 
“clinics”  remained  unutterable,  the  concept  of 
them  had  become  much  more  palatable  to  some 
under  the  euphemistic  term  “ambulatory  main- 
tenance therapy.” 

In  February,  1962,  the  Medical  Society  of  the 
County  of  New  York  passed  a resolution  that 
endorsed  “as  ethical  conduct  the  participation 
of  member  physicians  in  a pilot,  experimental, 
controlled  project  on  narcotic  addiction  in  which 
a most  carefully  selected  group  of  addicts  would 
be  treated  on  an  ambulatory  basis  for  their  ad- 
diction at  a clinic  center  and  simultaneously 
undergo  psychiatric  and  other  types  of  medical 
care  to  rehabilitate  them  to  a normal  life.” 

Issued  a few  months  later,  a joint  statement 
on  Narcotic  Addiction  by  the  American  Medical 
Association  and  National  Research  Council 
contained  these  paragraphs: 

The  maintenance  of  stable  dosage  levels  in 
individuals  addicted  to  narcotics  is  generally 
inadequate  and  medically  unsound  and  am- 
bulatory clinic  plans  for  the  withdrawal  of 
narcotics  from  addicts  are  likewise  generally 
inadequate  and  medically  unsound. 

As  a result  of  these  conclusions  the  Ameri- 
can Medical  Association  and  the  National 
Research  Council  oppose  on  the  basis  of 
present  knowledge  such  ambulatory  treat- 
ment plans. 

An  editorial  in  New  York  Medicine  raised  “the 


question  of  whether  the  two  statements  and 
resolutions  are  headed  for  a collision  course.” 
This  editorial  was  construed  by  the  chairman  of 
the  Committee  on  Narcotic  Addiction,  CouncU 
on  Mental  Health,  A.M.A.,  and  the  Committee 
on  Drug  Addiction  and  Narcotics,  N.R.C.,  to 
indicate  that  their  joint  statement  was  “in- 
ternally inconsistent.”  Emphasizing  the  words 
“generally”  and  “on  the  basis  of  present  knowl- 
edge,” the  Chairman  in  a letter  to  the  editor  of 
New  York  Medicine  denied  that  there  was  an 
inconsistency  or  collision  course.  He  stated: 

Since  the  two  organizations,  as  you  point 
out,  support  “The  development  of  research 
designed  to  gain  new  knowledge  about  the 
prevention  of  drug  addiction  and  the  treat- 
ment of  addicted  persons,”  they  do  not  wish 
to  foreclose  future  consideration  of  treatment 
methods  that  might  be  indicated  as  a result 
of  gaining  new  knowledge  thi'ough  research. 
Therefore,  recommendations  for  the  present 
are  based,  as  they  should  be,  on  “present 
knowledge.” 

Critics  of  clinics  seem  to  have  misdirected 
their  opposition.  After  all,  a clinic  is  only  a 
place.  What  goes  on  there  is  the  essential 
point.  Opposition  has  really  not  been  to  a clinic 
but  to  what  was  imagined  or  presumed  would  be 
done  there.  Mostly  the  opposition  was  really 
against  a method  of  treatment,  ambulatory 
maintenance  therapy. 

It  has  already  been  demonstrated  that  such 
a type  of  treatment  as  maintenance  therapy 
stands  on  substantial  ground  traditionally  and 
logically.  It  has  its  proper  and  appropriate  use; 
indeed,  it  should  be  applied  only  when  it  is  the 
most  fitting  and  feasible.  It  is  not  apt  to  be  the 
biggest  part  of  addiction  treatment.  Nor  would 
it  be  the  only  activity  in  the  clinic.  For  other 
reasons  as  well,  the  clinic  is  an  integral  and  es- 
sential facility  in  the  medical  approach  to  ad- 
diction. 

What  are  the  purposes  and  functions  of  the 
clinic?  Historically  and  traditionally,  the  out- 
patient clinic  has  been  an  indispensable  unit  in 
the  hospital  system.  It  is  a locus  or  base  for 
care  and  treatment  of  ambulatory  patients. 
Here  the  sick  person  may  first  undergo  observa- 
tion and  examination.  For  good  reason  the 
clinic  is  usually  located  in  the  hospital  setting. 
It  is  also  a portal  of  entry,  a reception  center  for 
admission  to  a hospital  bed.  After  discharge  it  is 
the  hospital  unit  to  which  the  patient  returns  for 
continued  observation,  supervision,  and  perhaps 
therapy.  Here  are  available  the  ancillary  serv- 
ices such  as  social  service,  physiotherapy,  and 
occupational  therapy  that  have  such  an  impor- 
tant part  in  after-care,  convalescent  care,  and  re- 
habilitation. Such  a unit  is  essential  in  the  course 
of  treatment  of  addicts  by  whatever  method. 

Those  who  would  still  oppose  clinics  might 
well  explain  where  preadmission  or  discharged 
addicts  would  receive  all  the  services  so  neces- 
sary for  them.  Farms,  reservations,  and  camps 
have  been  mentioned.  But  if  they  provided  all 
the  services  usually  available  in  a clinic,  in  what 
way  would  these  accommodations  really  differ 
from  a clinic? 
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The  British  system 

For  a number  of  years  some  critics  of  the 
punitive  approach  have  pointed  to  the  British 
system  as  the  sensible,  intelligent,  and  model 
way  to  handle  addiction  and  keep  it  at  a mini- 
mum. Reputedly  in  England  there  is  no  illicit 
traffic  in  narcotics  and  only  a limited  number  of 
addicts,  which  has  remained  stationary  for  some 
years.  This  desirable  and  enviable  state  is  at- 
tributed to  a sensible  policy,  laws,  and  practices 
for  control  of  narcotics  and  medical  care  of  ad- 
dicts. Physicians  are  said  to  have  freedom  in 
treating  them.  Hence  the  British  system  is  held 
up  as  the  outstanding  example  of  how  to  cope 
successfully  with  addiction  and  to  get  rid  of  it  as 
a problem.  Reasoning  by  analogy,  proponents 
inferred  that  if  the  United  States  adopted  the 
British  system,  it  would  have  similar  success  in 
reducing  its  addiction  problem  to  a minimum. 

In  some  respects  there  was  similarity  between 
the  British  system,  as  reported,  and  the  Acad- 
emy’s proposals  in  its  first  report.  But  since  it 
could  not  at  the  time  obtain  what  it  regarded  as 
an  accurate  and  objective  presentation  of  the 
facts,  the  Academy  did  not  cite  or  comment  on 
the  British  system. 

The  Academy  is  now  prompted  to  consider  the 
British  system  because  it  continually  crops  up 
in  any  discussion  of  addiction,  it  is  at  present  the 
subject  of  controversy,  and  it  includes  almost  all 
the  topics  treated  in  this  report.  Y et  for  the  lat- 
ter reason  it  is  difficult  to  encompass  the  entire 
subject  in  a brief  account. 

Almost  the  first  mention  of  the  British  sys- 
tem set  off  a prolonged  running  argument  which 
was  waged  mostly  over  the  facts  in  evidence. 
Anslinger,  Chief  of  the  Narcotics  Bureau, 
sweepingly  denied  many  of  the  assertions  and 
conclusions  about  the  British  system.  He  main- 
tained that  “the  British  system  is  the  same  as 
the  United  States  system,”  and  “there  is  a black 
market  for  opium  in  the  United  Kingdom.” 

Others  joined  in  the  debate  in  a succession  of 
assertions,  rebuttals,  and  refutations.  At  first 
the  antagonists  were  so  aligned  that  those  for 
the  punitive  were  pitted  against  those  for  the 
medical  approach.  But  more  recently  the  con- 
troversy has  spread  and  split  those  usually  on 
the  same  side,  the  medical  approach,  and  gen- 
erally in  agreement.  Challenges  of  accuracy 
have  been  hurled.  It  is  impossible  here  to  ex- 
amine the  British  system  in  complete  detail,  but 
it  is  instructive  to  trace  the  main  currents  of 
arguments. 

While  in  England  for  a short  time,  Larimore 
and  Brill  conducted  a study  of  the  British  sys- 
tem to  examine  the  factual  bases  for  the  argu- 
ment that  it  should  be  applied  here.  The  line  of 
reasoning  runs;  England  with  a markedly  dif- 
ferent system  has  a far  less  serious  narcotic  prob- 
lem than  does  the  United  States.  Since  the 
English  have  been  successful  in  controlling 
narcotic  addiction  under  this  system,  it  should 
be  adopted  in  the  United  States. 

One  of  Larimore  and  Brill’s  objectives  was  to 
ascertain  whether  the  British  experience  actually 
provides  support  for  the  clinic  plan.  In  stating 


their  purpose  to  test  the  pertinence  and  validity 
of  evidence  from  this  source,  they  convey  a not 
uncommon  conception  of  the  British  system. 
“As  proof  of  the  potential  benefits  of  the  clinic 
plan  [proponents]  cite  the  British  narcotic  sys- 
tem which  is  depicted  as  being  based  on  the 
general  principle  of  freely  available  narcotic 
drugs,  administered  completely  under  medical 
auspices,  without  such  legal  restrictions  as  are 
imposed  in  this  country  by  the  Harrison  Anti- 
Narcotic  Act.” 

Larimore  and  Brill  also  gave  their  description 
of  the  so-called  “clinic  plan”  as  follows:  “It 
proposes,  under  various  schemes,  to  provide 
narcotic  drugs  without  cost  to  addicts  on  de- 
mand under  the  premise  that  an  available  sup- 
ply would  deter  addicts  from  committing  crimes 
and  would  remove  from  the  scene  the  pusher  and 
the  peddler  of  illicit  narcotics.” 

In  logic  this  description  would  be  called  one 
form  of  begging  the  question.  Others  in  simpler 
terms  would  call  it  setting  up  a straw  man. 
Especially  to  be  noted  are  their  use  of  the 
phrases  “freely  available,”  “on  demand,”  and 
“without  cost.”  This  description  may  repre- 
sent Larimore  and  Brill’s  conception  of  a nar- 
cotic clinic,  but  it  certainly  bears  no  resemblance 
to  the  Academy’s  idea  of  the  proper  use  of  a 
clinic  in  the  treatment  of  addiction  as  described 
in  its  previous  and  present  reports.  Indeed,  to 
set  the  record  straight,  the  Academy’s  six-point 
program  was  not  a clinic  plan.  Furthermore, 
so  far  as  the  Academy  knows,  the  British  have 
no  such  clinic  plan  as  Larimore  and  BriU  de- 
scribe. 

From  their  observations  abroad  they  not 
surprisingly  concluded:  “The  British  experience 
to  date  does  not  provide  support  for  the  adop- 
tion of  the  ‘clinic  plan’  in  this  country.”  For 
one,  the  Academy  would  not  be  in  favor  of  such 
a clinic  plan  as  Larimore  and  BriU  described,  re- 
gardless of  the  British  system. 

Larimore  and  Brill’s  second  objective  in  their 
study  was  to  determine  whether  aU  or  part  of  the 
British  system  might  be  applied  in  this  country. 
Their  conclusion  may  be  given  at  once:  They 
found  compelling  reasons  not  to  introduce  the 
British  system  in  this  country.  They  reached 
this  conclusion  from  their  observations  and  in- 
ferences of  the  British  narcotics  control  system 
and  the  theoretic  freedom  that  British  physi- 
cians have  under  the  law  to  prescribe  narcotics. 

In  Great  Britain  the  Dangerous  Drugs  Act  of 
1951  currently  in  effect  replaced  previous  Acts 
of  similar  title.  It  is  the  Home  Office  that  is  re- 
sponsible for  the  administration  of  this  law. 
This  Office  has  issued  a brochure  entitled  The 
Duties  of  Doctors  and  Dentists  under  the  Dan- 
gerous Drugs  Act  and  Regulations.  Paragraph  7 
of  Section  II  entitled  “Authority  Granted  to 
Doctors  and  Dentists”  reads:  “The  authority 
granted  to  a doctor  or  dentist  to  possess  and  sup- 
ply dangerous  drugs  is  limited  by  the  words  so 
far  as  may  be  necessary  for  the  practice  or  ex- 
ercise of  his  profession.  In  no  circumstances 
may  dangerous  drugs  be  used  for  any  other  pur- 
pose than  that  of  ministering  to  the  strictly 
medical  or  dental  needs  of  his  patients.  The 
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continued  supply  of  dangerous  drugs  to  a pa- 
tient solely  for  the  gratification  of  addiction  is 
not  regarded  as  ‘medical  need.’  ...” 

In  1926  there  had  appeared  the  report  of  the 
Departmental  Committee  on  Morphine  and 
Heroin  Addiction,  generally  known  as  the  Rol- 
leston  Report.  One  question  which  had  been 
referred  to  the  committee  for  consideration  was: 
“the  circumstances,  if  any,  in  which  it  may  be 
medically  advisable  to  administer  morphine  or 
heroin  to  a person  known  to  be  suffering  from 
addiction  to  these  drugs.”  Paragraph  54  in 
Section  IV  of  the  report  gives  the  committee’s 
opinion: 

54.  Precautions  in  Treatment  of  Appar- 
ently Incurable  Cases. — These  wiU  include 
both  the  cases  in  which  the  severity  of  with- 
drawal symptoms,  observed  on  complete 
discontinuance  after  prolonged  attempted 
cure,  and  the  cases  in  which  the  inability  of 
the  patient  to  lead,  without  a minimum  dose,  a 
relatively  normal  life  appear  to  justify  con- 
tinuous administration  of  the  drug  indefi- 
nitely. They  may  be  either  cases  of  persons 
whom  the  practitioner  has  himself  already 
treated  with  a view  to  cure,  or  cases  of  persons 
as  to  whom  he  is  satisfied,  by  information 
received  from  those  by  whom  they  have  been 
previously  treated,  that  they  must  be  re- 
garded as  incurable.  In  all  such  cases  the 
main  object  must  be  to  keep  the  supply  of  the 
drug  within  the  limits  of  what  is  strictly 
necessary.  The  practitioner  must,  therefore, 
see  the  patient  sufficiently  often  to  maintain 
such  observation  of  his  condition  as  is  neces- 
sary for  justifying  the  treatment.  The 
opinion  expressed  by  witnesses  was  to  the 
effect  that  such  patients  should  ordinarily  be 
seen  not  less  frequently  than  once  a week. 
The  amount  of  the  drug  supplied  or  ordered 
on  one  occasion  should  not  be  more  than  is 
sufficient  to  last  until  the  next  time  the  patient 
is  to  be  seen.  A larger  supply  would  only  be 
justified  in  exceptional  cases,  for  example, 
on  a sea  voyage,  when  the  patient  is  going 
away  in  circumstances  in  which  he  would  not 
be  able  to  obtain  medical  advice. 

This  paragraph  is  apparently  the  basis  of 
paragraph  51,  Appendix  IV,  of  the  previously 
mentioned  Home  Office  publication.  The  Duties 
of  Doctors  and  Dentists  under  the  Dangerous 
Drugs  Act  and  Regulations.  It  states: 

In  the  preceding  section,  the  conclusion  has 
been  stated  that  morphine  or  heroin  may 
properly  be  administered  to  addicts  in  the 
following  circumstances,  namely,  (a)  where 
patients  are  under  treatment  by  the  gradual 
withdrawal  method  with  a view  to  cure,  {b) 
where  it  has  been  demonstrated,  after  a 
prolonged  attempt  at  cure,  that  the  use  of  the 
drug  cannot  be  safely  discontinued  entirely, 
on  account  of  the  severity  of  the  withdrawal 
symptoms  produced,  (c)  where  it  has  been 
similarly  demonstrated  that  the  patient, 
while  capable  of  leading  a useful  and  relatively 
normal  life  when  a certain  minimum  dose  is 
re^larly  administered,  becomes  incapable  of 
this  when  the  drug  is  entirely  discontinued. 

This  paragraph  is  said  to  epitomize  the  British 


narcotic  control  system  as  commonly  conceived 
in  the  United  States. 

Commenting  on  these  provisions,  Larimore 
and  BrUl  state:  “ . . . the  differences  which  ap- 
pear so  striking  when  laws  and  regulations  are 
compared  become  much  less  significant  when 
the  narcotic  control  systems  of  the  two  countries 
are  examined  at  the  operational  level.  It  is  pos- 
sible that  at  least  some  of  the  apparent  mis- 
understanding that  exists  in  this  country  re- 
garding the  British  narcotic  system  stems  from  a 
failure  to  look  beyond  the  text  of  the  laws  and 
regulations  to  the  responsible  administrative 
mechanisms.”  They  then  assert  that  the  actual 
narcotics  control  administration  as  carried  out 
by  the  Home  Office  is  in  fact  more  nearly  based 
on  paragraph  7 of  their  publication  on  Duties 
than  on  paragraph  51,  Appendix  IV.  They  state 
fmther  that  an  Interdepartmental  Committee 
on  Drug  Addiction  is  at  work  to  re-examine 
certain  sections  of  the  Rolleston  Report  of  1926, 
particularly  those  pertaining  to  the  prescribing 
of  drugs  for  addicts. 

Whatever  theoretic  freedom  British  physi- 
cians have  under  the  law  to  prescribe  narcotics, 
Larimore  and  BriU  believe  that  it  is  not  ap- 
plicable in  the  United  States.  Their  reason  is 
the  absence  here  of  such  a restraint  as  that  in  the 
National  Health  Service  of  England,  “which 
practically  prevents  patients  from  going  freely 
from  one  physician  to  another”  and  therefore 
“effectively  deters  addicts  from  obtaining  drugs 
from  more  than  one  physician  at  a time.”  It  is 
clear  that  here  again  Larimore  and  BrUl  may  be 
thinking  of  the  physician’s  freedom  of  action  in 
a context  of  indiscriminate  dispensing  of  narcot- 
ics, which  is  certainly  contrary  to  the  view  of 
many  who  want  clinical  freedom  for  physicians 
here.  Furthermore,  it  is  not  convincing  to  sug- 
gest that  the  United  States  could  not  institute  its 
own  brand  of  controls  that  would  serve  as  a 
deterrent. 

Raising  the  question  why  narcotics  addiction 
is  a minor  problem  in  England,  Larimore  and 
BrUl  considered  first  whether  the  British  system 
is  responsible  for  this  favorable  situation.  In- 
cidentally, the  British  are  reported  to  be  rather 
cool  about  the  designation  British  system,  a 
term  which  they  say  is  an  American  invention. 
In  their  opinion,  a simple  coUection  of  adminis- 
trative practices  does  not  justify  the  designa- 
tion “system.”  Larimore  and  BrUl  concluded 
that  the  British  narcotics  control  system  “which 
appears  superficiaUy  to  be  vastly  different  from 
that  of  the  United  States  is  found  on  closer  in- 
spection to  be  not  dissimUar.”  Especially  in- 
teresting is  their  second  conclusion:  “The  favor- 
able British  narcotic  situation  is  not  the  result  of 
the  British  narcotic  control  system.  Rather  the 
coUection  of  administrative  practices  referred  to 
as  the  British  system  has  developed  over  a 
period  of  years  to  cover  the  existing  situation.” 

With  the  conclusion  that  England’s  favorable 
situation  in  regard  to  narcotics  addiction  is  not 
the  result  of  the  British  system,  Larimore  and 
BrUl  then  turned  to  other  possibUities  in  their 
search  for  the  responsible  influences.  Taking  an 
epidemiologic  approach,  they  had  recourse  to 
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the  triad:  host,  agent,  and  environment.  From 
study  of  these  factors,  they  concluded  that  host 
and  environment  made  the  difference  in  prev- 
alence of  addiction  between  England  and  the 
United  States.  In  their  words:  “ . . . England’s 
relatively  small  incidence  of  drug  addiction  re- 
sults from  having  fewer  susceptible  hosts  rather 
than  from  its  method  of  handling  narcotic  drugs. 
England,  with  a comparatively  homogeneous 
population,  has  no  minorities  subject  to  great 
stresses  and  tensions  comparable  to  those  in  the 
United  States.  The  British  population  also  has 
a lower  cultural  susceptibility  to  drug  addiction 
rather  than  a superior  method  of  control  of  ad- 
diction.” 

Few  of  Larimore  and  Brill’s  opinions  and  con- 
clusions have  gone  unchallenged.  One  of  the 
most  penetrating  critiques  is  in  Schur’s  book  in  a 
section  under  the  heading  “A  Misleading  Ac- 
count.” It  starts:  “Erroneous  impressions  of 
the  British  practice  have  been  furthered  through 
a misleading  article  recently  published  by  two 
American  doctors.”  Alluding  to  the  shortness  of 
their  stay  in  England,  Schur  questions  some  of 
their  conclusions  on  the  ground  of  insufficient 
evidence,  others  on  misinterpretation  of  facts. 
Contrary  to  Larimore  and  BrUl’s  opinion,  Schur 
asserts  that  paragraph  51,  Appendix  IV  of  the 
Home  Office  memorandum  with  its  liberal  inter- 
pretation, although  it  is  not  a provision  of  the 
formal  narcotics  law,  constitutes  the  core  of  the 
British  policy  on  addiction.  Its  latitude  granted 
to  physicians  contrasts  sharply  with  the  re- 
strictiveness of  American  policy. 

Arguing  that  Larimore  and  BriU  present  no 
real  evidence  to  support  their  conclusion  that 
“the  British  system  was  the  result  of  the  favor- 
able British  situation  and  not  the  cause  of  it,” 
Schur  rejects  this  explanation.  He  frankly  ad- 
mits that  because  of  the  many  variables  it  is  dif- 
ficult to  demonstrate  with  scientific  conclusive- 
ness the  reason  for  England’s  low  prevalence  of 
addiction.  But  he  emphasizes  that  all  data 
point  in  one  direction:  The  British  drug  policy 
has  a strong  influence  on  the  prevalence  of 
addiction. 

As  for  Larimore  and  Brill’s  reasoning  that  be- 
cause of  differences  between  the  two  countries  in 
the  nature  of  the  peoples,  social  conditions,  and 
culture,  the  British  approach  would  not  be  suc- 
cessfully applicable  in  the  United  States,  Schur 
labels  it  as  fallacious.  He  declares  that  Lari- 
more and  Brill  present  no  real  evidence  to  sup- 
port their  points.  He  specifically  questions  the 
basis  for  their  conclusion  that  England  has  fewer 
susceptible  hosts.  Furthermore,  he  finds  that 
the  cultural  differences  between  the  United 
States  and  England,  which  they  credit  in  part 
for  the  British  success  in  controlling  addiction, 
are  not  clearly  spelled  out.  Lastly,  Schur  is 
critical  of  Larimore  and  Brill’s  failure  to  recog- 
nize the  significance  of  and  to  interpret  properly 
the  absence  in  England  of  an  environment  con- 
ducive to  spread  of  addiction.  He  charges  that 
they  have  ignored  the  possibility  that  the  British 
policy  may  have  contributed  to  the  production 
of  that  environment. 

Schur  has  summarized  the  British  approach  as 


follows:  “ . . . the  British  approach  to  narcotic 
addiction  is  quite  different  from  that  taken  in 
this  country.  The  British  have  maintained 
careful  control  over  legitimate  drug  transactions, 
but  they  have  not  adopted  a punitive  approach 
toward  the  addict.  In  Britain  the  medical  pro- 
fession has  primary  responsibility  for  handling 
the  addiction  problem.  Law-enforcement  of- 
ficials will  not  interfere  with  a bona  fide  medical 
determination  that  an  addict  needs  drugs. 
While  most  doctors  try  to  cut  down  the  dosage 
given  to  addicts,  there  is  recognition  that  in 
some  cases  prolonged  prescribing  of  drugs  may 
be  necessary.  Interest  in  effecting  cures  has  not 
led  doctors  to  deny  drugs  entirely  to  addict- 
patients  who  show  a poor  prognosis.  This  medi- 
cally oriented  approach  seems  to  work  very 
well.” 

King’s  even  more  concise  summary  is  just  as 
pertinent:  “ . . . the  British  medical  profession 
is  in  full  and  virtually  unchallenged  control  of 
the  distribution  of  drugs,  and  this  includes  dis- 
tribution, by  prescription  or  administration,  to 
addicts  when  necessary.  The  police  function  is 
to  aid  and  protect  medical  control,  rather  than 
to  substitute  for  it.” 

British  policy,  according  to  Schur,  allows  con- 
siderable latitude  to  physicians.  On  the  one 
hand,  there  is  no  provision  for  compulsory  with- 
drawal treatment  of  British  addicts.  On  the 
other  hand,  if  certain  broad  conditions  are 
satisfied,  British  physicians  may  legally  pre- 
scribe narcotics  to  addicts.  But  such  legaliza- 
tion does  not  mean  “allowing  everyone  free 
access  to  the  drug.”  Indeed,  Schur  stresses  the 
point  that  British  experience  demonstrates  that 
providing  known  addicts  with  drugs  need  not 
encourage  the  spread  of  addiction. 

Addiction  in  England  has  not  exhibited  the 
epidemic-like  spread  observable  in  the  United 
States.  It  is  Schur’s  belief  that  this  dissimilarity 
is  explained  in  part  by  the  differences  between 
the  two  countries  in  opportunities  for  the  use  of 
drugs  and  in  addiction.  No  amount  of  personal 
predisposition,  he  reminds,  will  “cause”  ad- 
diction unless  the  person  obtains  access  to 
narcotics.  By  preventing  the  development  of 
any  large  illicit  traffic  in  drugs,  the  British  pohcy 
serves  to  limit  such  access. 

In  most  respects,  the  British  situation  con- 
trasts sharply  with  that  in  this  country.  Never- 
theless, Schur  sees  no  reason  for  not  applying 
the  British  approach,  both  in  policy  and  prac- 
tice, to  the  United  States. 

Argument  on  the  British  approach — its 
merits,  its  pertinency,  and  its  applicability  in 
the  United  States — has  been  going  on  for  a long 
time;  agreement  seems  to  be  no  nearer.  The 
one  certainty  is  that  addiction  here  will  not 
pause  awaiting  a settlement.  The  Academy  has 
no  direct  observations  of  the  situation  in  Eng- 
land. But  on  balance  of  the  two  conflicting 
presentations,  it  finds  Schur’s  arguments  and 
interpretations  the  more  cogent.  From  all  the 
observations  and  different  interpretations,  it 
finds  nothing  that  alters  and  much  that  sup- 
ports its  conception  of  what  ought  to  be  done  in 
the  United  States. 
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Further  misconceptions 

Research.  Research  in  treatment  of  ad- 
dicts is  so  desperately  needed  that  it  is  tempting 
to  expatiate  on  the  subject  and  to  list  specific 
needs.  But  it  is  the  misuse  of  research  that  we 
now  wish  to  consider. 

In  groups  assembled  to  outline  a plan  of  action 
to  help  addicts  by  medical  means,  the  not  un- 
common outcome  is  a research  project.  Much  as 
research  is  needed,  programs  of  action  are,  too. 
And  they  are  not  the  same.  Research  provides 
the  facts  and  technics  for  a program  of  action; 
but  it  is  not  itself  such  a program.  True,  it 
would  be  more  convenient  to  delay  action  until 
research  has  provided  all  the  answers  that  are 
thought  to  be  needed.  But  that  might  not  be 
for  a long  time.  Waiting  for  research  can  be 
costly  procrastination.  Enough  is  now  known 
to  make  an  aggressive  and  substantial  start. 
Much  is  to  be  learned  and  to  be  done,  but  neither 
will  happen  to  the  fullest  extent  until  physicians 
are  free  to  depart  from  one  governmentally 
dictated  procedure. 

Fallacy.  Some  of  the  writings  on  narcotics 
addiction  reveal  a misconception  in  a premise 
that  leads  to  a fallacious  line  of  reasoning.  This 
misconception  is  the  assumption  that  only  a 
single  approach  can  be  taken  to  the  entire  prob- 
lem of  narcotics  control  and  addiction  to  the 
exclusion  of  all  others.  The  second  proposition 
then  becomes:  A choice  must  be  made  between 
the  punitive  and  the  medical  approaches.  It 
then  follows  that  an  organization  such  as  the 
Academy  which  espouses  the  medical  approach 
is  construed  to  be  opposed  to  punitive  measures 
and  their  enforcement. 

This  argument  contains  several  fallacies; 
hence,  its  conclusion  is  both  wrong  and  mis- 
leading. Its  principal  faults  are:  its  unwar- 
ranted and  untenable  assumption  that  any  one 
approach  is  a complete  program  for  the  entire 
problem  of  narcotics  control  and  addiction;  its 
false  proposition  that  selection  of  one  approach 
with  automatic  exclusion  of  the  other  is  neces- 
sary; and  its  baseless  conclusion  that  exclusion 
indicates  opposition.  On  their  face,  these 
propositions  are  preposterous.  The  argument 
fails  to  recognize  the  several  aspects  of  narcotics 
control  and  addiction:  medicine,  sociology,  eco- 
nomics, legislation,  enforcement,  parole,  and 
probation.  It  also  ignores  the  heterogeneity  of 
the  persons  involved  in  the  illicit  drug  traflic. 
Properly  conceived,  the  medical  approach  ap- 
plies only  to  the  addict,  regards  and  treats  him 
not  as  a criminal  but  as  a sick  person,  and  would 
have  this  principle  permeate  and  set  the  tone  in 
ail  aspects  of  narcotics  control  that  affect  the  ad- 
dict. But  it  is  obvious  that  addicts  do  not  con- 
stitute the  entire  problem.  Non-addicts  in  the 
illicit  drug  traffic  comprise  another,  different, 
potent,  and  reprehensible  component. 

To  be  specific  so  as  not  to  be  misunderstood,  it 
seems  desirable  to  spell  out  the  Academy’s  posi- 
tion: 

1.  No  choice  between  the  punitive  and  medi- 
cal approaches  as  a total  program  is  necessary  or 


desirable.  Neither  suffices;  both,  appropriately 
applied,  are  needed. 

2.  The  Academy  is  in  favor  of  a non-puni- 
tive,  that  is,  a medical  approach,  to  addicts  in 
all  aspects  of  narcotics  control,  including  law 
and  enforcement. 

3.  It  strongly  supports  the  punitive  ap- 
proach to  non-addicts  in  iUicit  nar  cotics  traffic. 

4.  It  is  much  concerned  that  the  addict 
receive  care  and  treatment. 

Planning.  In  a casual  way  one  crucial  mat- 
ter is  consistently  ignored.  The  prevailing  at- 
titude seems  to  be  to  let  events  take  their  natural 
course.  Contrastingly,  a mass  approach  would 
inflict  the  fastest,  heaviest,  and  therefore  most 
effective  blow  on  the  vicious  circle  of  the  narcot- 
ics problem.  Besides,  it  would  bring  quick  relief 
en  masse  to  struggling  victims.  If  addicts  are 
left  to  trickle  in  willy-nUly,  the  problem  is  not 
apt  to  be  diminished  very  soon.  However,  even 
if  addicts  are  viewed  as  ill  persons,  how  are  they 
to  be  reassured  that  this  approach  is  not  a trap, 
and  how  are  they  to  be  encouraged  to  come  out 
in  the  open  and  respond  to  the  offer  of  help? 
Obviously,  they  must  receive  some  assurance  of 
security,  care,  and  treatment.  If  aU  of  them  are 
to  be  provided  with  care  and  treatment  on  a 
mass  scale,  where  and  by  whom  will  these  serv- 
ices be  given?  The  need  for  a plan,  program, 
and  provisions  is  glaring. 


Summary 

This  report  has  explained  the  misconceptions 
on  those  points  that  have  helped  to  perpetuate 
the  remaining  obstacles  to  a program  of  action 
against  addiction.  It  has  attempted  to  clarify 
these  issues  so  that  confusion  may  give  way  to 
order  and  steps  may  be  taken  that  will  permit  a 
united  front  of  action. 

First,  one  school  of  thought  has  adopted  the 
view  that  addiction  spreads  from  users  with 
little  or  no  participation  by  the  peddler.  The 
effect  of  this  notion  is  to  minimize,  if  not  exclude, 
the  role  of  the  peddler  and  to  deny  the  potent 
economic  element  of  profit.  This  view  the 
Academy  regards  as  too  narrow.  It  is  shown 
that  ultimately  in  the  many-handed  transactions 
the  source  of  supply  must  play  a dominant  part 
in  the  means  of  spread.  It  is  reaffirmed  that 
profit  is  a major  force  in  the  spread  of  addiction. 

Second,  over  the  years  physicians  have  been 
the  target  of  a relentless,  unceasing  campaign  of 
intimidation.  It  started  in  1919  and  still  con- 
tinues. It  has  not  been  an  idle  threat.  Hun- 
dreds of  physicians  imprisoned  on  narcotics 
charges — many,  if  not  most,  unjustifiably — 
from  1920  to  1940  provide  abundant  evidence. 
This  severe  and  senseless  action  made  the  intimi- 
dation effective  by  converting  threat  to  peril. 
Understandably,  physicians  ceased  to  treat  ad- 
dicts. This  intimidation  persists  and  the 
memory  of  persecution  stiU  fingers;  conse- 
quently, physicians  by  and  large  have  not  re- 
turned to  the  treatment  of  addicts.  From  this 
short-sighted  policy  of  intimidation  everyone 
suffers:  the  physician,  the  addict,  and  society. 
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For  it  is  difficult  to  attack  the  problem  of  ad- 
diction comprehensively  with  the  physician  still 
under  intimidation  and  in  an  uncertain  status. 
Furthermore,  the  departure  of  physicians  from 
the  field  of  addiction  has  resulted  in  little  re- 
search on  the  subject.  Regrettably,  it  has  been 
a period  of  sterility.  Forty  years’  valuable 
time  has  been  lost;  what  new  and  better  meth- 
ods of  treatment  might  have  been  found  by  re- 
search will  never  be  known. 

Third,  the  means  of  intimidation  of  physicians 
was  dictation  by  the  Narcotics  Bureau  on  the 
method  of  treating  addicts.  Its  views  were  in- 
corporated into  its  regulations,  which  have  the 
effect  of  law.  Deviation  brought  possible  ar- 
rest, conviction,  and  imprisonment.  True,  the 
Supreme  Court  of  the  United  States  through  its 
interpretation  of  the  Harrison  Act  has  denied 
the  legality  and  validity  of  this  encroachment  on 
the  practice  of  medicine.  Nevertheless,  the 
Narcotics  Bureau  has  continued  to  disregard  this 
ruling  of  the  highest  court  and  has  retained  the 
section  in  its  regulations  to  this  day.  This  re- 
port has  shown  that  the  section  is  not  only  illegal 
but  also  wrong  medically  as  a narrow,  inflexible 
principle.  Choice  of  treatment  for  an  addict  is 
based  on  consideration  of  many  factors  and  is 
determined  by  clinical  judgment.  In  the  present 
dilemma,  what  is  needed  is  an  authoritative 
statement  by  the  medical  profession  on  the 
legitimate  methods  of  therapy.  Reasons  are 
given  for  physicians’  reluctance  to  enter  into  a 
test  case. 

Next,  the  important  place  of  the  hospital  in 
the  treatment  of  addicts  has  been  described. 

Fifth,  adverse  views  about  a unit  of  the  hospi- 
tal, the  clinic,  in  the  treatment  of  addicts  have 
been  shown  to  be  distorted  and  misdirected. 
Actually,  the  clinic  is  just  a place,  and  opposi- 
tion to  its  use  in  the  treatment  of  addiction  has 
arisen  from  what  is  presumed  or  imagined  would 
be  done  there,  especially  the  ambulatory  main- 
tenance mode  of  therapy.  The  true  significance 
and  almost  indispensable  functions  of  a clinic 
have  been  reviewed. 

Sixth,  the  vague  and  conflicting  notions  about 
the  British  system  have  been  examined.  From 
documentary  evidence  and  authoritative  state- 
ments on  the  British  position,  the  Academy  finds 
much  to  support  its  view  that  illicit  traffic  can  be 
stopped  and  that  the  addict  should  be  treated  as 
a sick  person. 

Next,  it  is  emphasized  that  the  Academy  is  in 
favor  of  the  medical  approach  for  all  addicts,  in- 
cluding addicted  peddlers;  at  the  same  time,  it 
strongly  supports  the  punitive  approach  to  non- 
addicted  peddlers,  indeed  all  non-addicted 
persons  involved  in  illicit  narcotics  traffic. 

Finally,  the  need  for  planning  in  a program 
against  addiction  has  been  stressed. 


Conclusions 

From  all  these  considerations,  the  Academy 
has  reached  five  conclusions: 

It  is  evident  that  two  situations  are  still  im- 
peding a program  of  action  against  addiction: 


Steps  have  not  been  taken  to  remove  profit  from 
the  narcotics  traffic  and  thus  to  dry  up  the  illicit 
channels;  despite  the  ruling  of  the  U.  S.  Supreme 
Court,  physicians  do  not  feel  free  and  secure  to 
treat  addicts  according  to  their  clinical  judgment 
so  long  as  the  Narcotics  Bureau  regulation  on 
treatment  is  in  effect. 

Narcotics  control  and  addiction  present  a 
several-sided  problem  affecting  a number  of  dis- 
similar and  different  agencies,  activities,  and 
specialties. 

At  present  the  various  groups  subscribing  to 
one  or  another  over-all  thesis  or  principle  are  not 
working  in  unity,  harmony,  and  cooperation. 
Divisiveness,  disunity,  distrust,  discord,  cross- 
purposes, and  conflict  are  aU  too  apparent. 
Only  the  criminal  element  can  benefit  from  this 
internal  strife  among  those  who  share  a common 
desire  to  abolish  addiction  and  should  be  en- 
gaged in  a harmonious  joint  effort.  Reunion  of 
the  disaffected  and  discordant  divisions  is  es- 
sential. 

By  every  criterion  there  is  a need  to  take  a 
different  tack  in  narcotics  control  and  medical 
management  of  addiction  by  recognizing  that 
the  addict  is  a sick  person.  This  attitude  should 
be  a dominant  thesis  permeating  and  setting  the 
tone  in  the  policy  and  practices  of  every  agency. 

There  never  was  a better  time  than  now  to 
start  an  aggressive  and  combined  action  to 
stamp  out  addiction  by  strategy  and  tactics  at- 
tuned to  this  principle.  It  should  be  on  a united 
front  with  the  cooperation  of  the  various  groups 
with  their  respective  responsibilities. 

Recommendations 

The  Academy  therefore  proposes  that  the  fol- 
lowing steps  be  taken: 

1.  That  a national  policy  be  formulated  with 
a central  thesis  that  the  addict  is  a sick  person. 

2.  That  this  thesis  should  be  a guiding  prin- 
ciple in  the  policies,  programs,  and  practices  or 
actions  of  all  the  various  agencies  and  bodies 
dealing  with  the  narcotics  problem,  including 
medicine,  legislation,  enforcement,  parole,  and 
probation. 

3.  That  the  medical  approach  to  the  narcot- 
ics and  addiction  problems  should  be  allowed  ap- 
plication and  fulfillment  by  rescission  of  the 
present  threatening  regulation  which  denies  to 
the  physician  freedom  to  treat  addiction  ac- 
cording to  his  clinical  judgment.  This  step  is 
necessary  in  order  to  encourage  the  physician  to 
return  to  and  permit  him  to  reassume  his  pro- 
fessional responsibility  in  this  area. 

This  step  could  be  achieved  most  directly  and 
expeditiously  if  the  Narcotics  Bureau,  sub- 
scribing to  the  new  policy,  would  gracefully  bow 
out  of  the  practice  of  medicine,  would  cease 
placing  its  own  interpretation  on  what  are 
legitimate  medical  purposes  for  narcotics,  and 
would  remove  the  existing  unwarranted  re- 
striction now  specified  in  Section  151.392  of 
Regulations  No.  5 (see  “Necessary  Steps’’  of 
this  report) . 

In  any  event,  unification  of  the  medical  pro- 
fession is  imperative.  What  is  most  needed  is 
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agreement  among  medical  bodies  as  to  what  con- 
stitutes legitimate  treatment  of  addicts.  So 
long  as  medical  opinion  seems  to  be  divided, 
relief  through  the  courts  by  a successful  test 
case  would  be  unnecessarily  difficult. 

4.  That  then  all  addicts  should  come  under 
medical  supervision  or  treatment.  As  a result 
one  source  of  spread  will  be  reduced;  another 
source,  illicit  traffic  with  its  profit,  will  cease; 
and  sick  persons  will  be  restored  to  health. 

5.  That  a national  program  for  the  eradica- 
tion of  addiction  reflecting  the  new  policy  be 
designed  and  put  into  effect.  It  should  be  com- 
prehensive in  scope.  Planning  and  execution  of 
it  should  call  for  the  combined  activity  of  all  the 
various  bodies  working  in  unity  and  harmony 
but  each  staying  within  its  own  province. 
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The  conversational  entree  served  at  today’s 
gab  fest  was  warmed-over  Medicare,  and  as  is 
true  of  most  tough  and  indigestible  meals,  it 
provoked  considerable  chewing  and  little  or  no 
satisfaction.  Usually,  when  discussants  are  in 
general  agreement,  little  excitement  is  gen- 
erated, and  so  this  discussion  was  desultory  until 
our  youngest  and  somewhat  callow  junior  staff 
member  ventured  the  observation — he  saw 
little  substance  to  arguments  as  advanced  by 
proponents,  except  for  their  valid  objection  to 
the  imposition  of  a “means  test.” 

This,  innocently  delivered,  brought  Ole  Doc 
to  his  feet,  roaring  as  if  assaulted  by  an  un- 
expected hot  foot.  He  sputtered: 

By  gad.  Sir,  you  abuse  the  privilege  of 
youthful  gullibility!  This  nonsense  of  deg- 
radation associated  with  a means  test  is  un- 
adulterated nonsense.  It  is  beyond  my  com- 
prehension how  anyone  can  seriously  advance 
such  a silly  argument,  and  utterly  fantastic 
that  anyone  would  pay  any  attention  to  it. 

While  I deplore  it,  nevertheless,  I can 
understand  how  the  increasing  number  of 
citizens  living  beyond  sixty-five  makes  them 
a potentially  significant  political  block;  and 
how  such  voting  strength  might  attract  any 
politician  and  induce  him  to  seek  what  must 
appear  an  obvious  advantage  in  posing  as 
their  champion. 

I can  easily  realize  that  many  of  this  older 
group  might  become  bemused  by  the  always 
attractive  proposition  of  “something  for 
nothing”  and  as  a result  embrace  this  pro- 
posal, deluded  by  the  illusionary  figment  of 
security. 

It  is  evident  that  many  social  planners  see 
in  this  plan  an  opening  wedge  for  a nation- 
wide compidsory  plan  of  medical  care,  which 
they  believe  is  best  for  the  majority  of  our 
nation,  and  naturally  they  are  strongly  in 
favor  of  this  proposal. 

It  is  to  be  expected  that  in  it  some  younger 
people  see  a chance  to  free  themselves  of  the 
onerous  responsibility  of  caring  for  the  old 
folk,  which  social  pressure  wfil  not  otherwise 
let  them  evade. 

Union  leaders  see  it  as  another  factor  en- 
suring a steady  depletion  of  the  working  force, 
already  threatened  by  automation  to  remain 
in  oversupply,  as  well  as  relieving  their  own 
plans  of  the  responsibility  of  providing  for 
their  retired  group. 

As  weU  as  why  the  various  groups  support 
this  legislation,  I can  also  appreciate  the 


arguments  they  advance  and  the  technic 
they  use  in  doing  so;  that  is,  all  except  the 
song  and  dance  about  the  means  test.  Oh,  I 
know,  their  arguments  are  generalized  exag- 
gerations, and  plausible  half  truths,  as  well 
as  deprecatory  intimations  of  opponents’ 
motivations. 

As  for  the  fait  accompli  attitude,  suggesting 
that  enactment  is  assured  and  opposition  use- 
less and  that  we  should  make  a deal — actu- 
ally, most  experienced  and  unbiased  pohtical 
observers  admit  the  issue  is  in  doubt  and 
will  not  predict  on  the  outcome.  As  for  the 
suggestion  of  compromise,  if  we  sincerely 
believe  the  arguments  we  use  it  can’t  be  ac- 
cepted. Compromise  would  be  possible  only 
if,  as  the  proponents  suggest,  our  opposition 
were  based  on  our  own  interests;  when  based 
on  our  patient’s  welfare  it  is  impossible. 

The  logic  of  their  emphasis  on  need,  emer- 
gency, and  demand  is  patent,  as  well  as  the 
overcharged  manner  used  in  advancing  these 
arguments.  For  where  there  is  an  absence  of 
fact  then  emotion  is  imperative;  and  there  is 
no  factual  basis  to  their  cry  of  need,  emer- 
gency, or  demand.  First,  no  one  has  any  true 
concept  of  the  extent  of  such  need  or  of 
whether  or  not  there  is  any  problem  of  sig- 
nificance, because  no  comprehensive  study  of 
the  matter  has  been  made;  although  spot 
studies  suggest  the  problem  is  much  less  than 
stated. 

When  it  comes  to  the  emergency  claim, 
someone  should  speak  up.  Old  age  is  not 
some  new  and  unexpected  tragedy  of  the  late 
twentieth  century;  the  world  has  always 
known  old  age  and  most  civilizations  have 
considered  those  who  attained  it  assets, 
have  sought  their  advice  and  honored  them. 
Now,  suddenly,  they  have  become  a liability 
and  can’t  work,  think,  or  take  care  of  them- 
selves! The  world  has  always  known  the 
needy,  neither  old  nor  young  but  of  aU  ages. 
One  might  well  ask : Who  has  been  taking  care 
of  them?  Well,  those  of  us  on  this  side  of  the 
fence  can  answer  from  our  own  experience 
and  that  of  our  professional  ancestors.  But 
how  about  these  Johnnie-come-latelies?  Can 
they  so  answer?  The  only  emergency  facing 
them  is  their  fear  that  voluntary  and  private 
plans  plus  Kerr-Mills  will  do  the  job  before 
they  get  Medicare.  When  one  considers  de- 
mand, there  is  no  evidence  of  any  spontaneous 
cry  for  such  a program;  the  impetus  has 
come  from  the  top,  representatives  of  the 
bureau  that  will  administer  the  program  have 
spent  taxpayers’  money  running  around  try- 
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ing  to  stimulate  an  artificial  grass-roots  move- 
ment. 

Let  them  call  me  reactionary,  let  them 
cover  up  the  actual  cost  of  such  a program; 
while  it  represents  cynical  opportunism,  at 
least  one  can  understand  the  reasons.  But, 
for  the  life  of  me,  I can’t  comprehend  this 
patter  about  a means  test.  Do  they  beheve 
they  can  disguise  charity  given  to  a few  in 
need  by  extending  it  to  everyone?  Would 
they  ask  us  to  believe  that  one  can  relieve 
the  psychic  pain  and  emotional  trauma 
allegedly  attached  to  the  necessity  of  asking 
needed  help  by  the  process  of  inflicting  psychic 
pain  and  emotional  trauma  on  a great  many, 
forcing  on  them  help  they  don’t  need,  don’t 
ask  for,  don’t  want,  and  can  provide  for 
themselves?  If  this  be  logic  then  Through 
the  Looking  Glass  is  biography. 

Why,  there  is  a means  test  when  we  go  to 
the  theater,  to  a ball  game,  when  we  pay 
tuition  at  State  University,  with  scholarships, 
and  when  we  pay  income  tax  (this  is  not  de- 
grading). Needy  people  require  more  than 
medical  care.  Do  we  abandon  a means  test 
in  regard  to  everything?  Sometimes  they 
need  legal  help,  and,  of  course,  the  legal  pro- 
fession provides  it,  usually  through  appoint- 
ment by  the  Bench  after  request  and  admis- 
sion of  inability  to  pay  in  open  court. 


New  therapy  for 
respiratory  tract  infections 

A combination  of  circumstances  is  tending  to 
redirect  attention  to  sulfonamides  in  the 
management  of  infectious  disease.  Among  these 
cucumstances  are  the  growing  incidence  of  side- 
effects  and  the  increasing  number  of  antibiotic- 
resistant  organisms,  and  the  improvement  in 
sulfonamide  drugs  and  increasing  knowledge  of 
their  use,  according  to  an  article  in  the  Eye,  Ear, 
Nose  and  Throat  Monthly. 


How  is  asking  for  help  degrading,  or  shame- 
ful, or  debasing?  Any  more  than  giving  it  is 
wonderful  or  admirable — it  is  a privilege. 
Sure,  I know  it  takes  more  maturity  to  be  a 
gracious  receiver,  certainly  much  more  than  it 
takes  to  be  a generous  giver.  But,  if  there  is 
shame  attached  to  asking  for  help,  or  it  ap- 
pears shameful  to  others,  then  the  answer 
doesn’t  lie  in  eliminating  the  appearance  of 
charity;  the  answer  lies  in  changing  this 
ridiculous  concept  and  attitude  by  education 
and  growing.  If,  as  has  been  intimated, 
there  are  those  who  will  starve  rather  than  ask 
for  assistance  or  be  dependent  on  private  or 
public  charity,  then  I say,  as  would  be  true  of 
a man  who  drowns  rather  than  shout  for  help 
because  he  is  ashamed  he  cam’t  swim,  then  the 
answer  is  not  in  hiding  the  gift  in  sugar  coat- 
ing, and  the  death  is  not  due  to  the  faults  of 
society  but  to  the  false  pride  of  the  individual. 

Most  of  my  life,  I have  been  crippled.  I 
suppose  there  was  a stage  when  younger  and 
adolescent  and  more  sensitive  that  hfe  might 
have  seemed  more  pleasant  if  the  government 
had  shortened  everyone’s  left  leg  by  2V2 
inches.  Somehow,  I doubt  the  propriety  or 
sense  of  this  solution. 


WRC 


One  of  the  latest  sulfonamides  is  sulfameth- 
oxazole. Of  236  patients  with  various  types  of 
respiratory  infections  who  were  treated  with 
sulfamethoxazole,  along  with  indicated  sup- 
portive measures,  results  were  considered 
excellent  in  90,  satisfactory  in  135,  and  unsatis- 
factory or  poor  in  29.  Side-effects  noted  were 
rash,  nausea,  vomiting,  headache,  icteric 
skin  discoloration,  cyanosis,  and  drug  fever. 
Although  there  were  a few  cases  of  crystalluria 
and  proteinuria,  there  were  no  signs  of  renal  or 
hepatic  breakdown,  or  of  u'reversible  dysfunc- 
tion. Of  the  8 patients  with  crystallmia, 
therapy  had  to  be  stopped  in  4. 
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Necrology 


Daniel  J.  Dolan,  M.D.,  of  the  Bronx,  died  on 
March  10  at  the  age  of  seventy-two.  Dr. 
Dolan  graduated  in  1918  from  Fordham  Uni- 
versity School  of  Medicine.  He  was  a con- 
sulting pediatrician  at  Misericordia,  St.  Eliza- 
beth’s Hospitals,  and  Bronx  Eye  and  Ear 
Infirmary.  From  1938  through  1957  he  had 
been  director  of  pediatrics  at  St.  Francis 
Hospital.  Dr.  Dolan  was  a Diplomats  of  the 
American  Board  of  Pediatrics  and  a member  of 
the  American  Academy  of  Pediatrics,  the  New 
York  Academy  of  Medicine,  the  Bronx  Pediatric 
Society,  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Paul  Eckes,  M.D.,  of  New  York  City, 
died  on  May  14  at  the  age  of  sixty-seven.  Dr. 
Eckes  graduated  in  1920  from  New  York  Homeo- 
pathic Medical  College  and  Flower  Hospital. 
Retired,  he  was  a consulting  surgeon  at  Metro- 
politan Hospital,  former  executive  medical 
director  and  assistant  vice-president  for  in- 
dustrial relations  of  the  Consolidated  Edison 
Company  of  New  York,  and  a former  professor 
of  clinical  surgery  at  New  York  Medical  College 
and  a lecturer  in  surgery  at  the  School  of 
Nursing  at  Flower  and  Fifth  Avenue  Hospitals. 
Dr.  Eckes  was  a Fellow  of  the  American  College 
of  Surgeons,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the 
American  Public  Health  Association,  the  In- 
dustrial Medical  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Emil  Goetsch,  M.D.,  of  Brooklyn,  died  on 
May  23  at  the  age  of  eighty.  Dr.  Goetsch 
graduated  in  1909  from  Johns  Hopkins  Uni- 
versity School  of  Medicine.  Professor  of 
surgery  at  the  Long  Island  College  of  Medicine, 
he  had  been  surgeon  in  chief  of  the  Long  Island 
College  Hospital  from  1919  to  1948  and  was  a 
consulting  surgeon  at  Long  Island  College 
Hospital.  Retired  in  1953,  Dr.  Goetsch  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Thyroid  Association, 
the  New  York  Academy  of  Medicine,  the  New 
York  Surgical  Society,  the  Brooklyn  Surgical 
Society,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Robert  Dinsmoor  Huebner,  M.D.,  of  New 
York  City,  died  on  May  14  at  the  age  of  forty- 
five.  Dr.  Huebner  graduated  in  1944  from 
Cornell  University  Medical  College.  He  was 


an  attending  physician  at  The  New  York 
Hospital  Outpatient  Department,  a clinical  as- 
sistant attending  physician  at  Bellevue  Hospital, 
physician  to  the  New  York  Athletic  Club,  and 
instructor  in  clinical  medicine  at  Cornell  Uni- 
versity Medical  College.  Dr.  Huebner  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Julius  Jarcho,  M.D.,  of  New  York  City,  died 
on  May  14  at  the  age  of  eighty-two.  Dr. 
Jarcho  graduated  in  1904  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  gynecologist  and  obste- 
trician at  Sydenham  Hospital,  as  well  as  one  of 
its  founders  and  president  of  the  board  from 
1936  to  1946,  and  a consulting  gynecologist 
at  Hillside  Hospital.  He  was  the  inventor  of 
the  Jarcho  Pressometer,  an  instrument  used  to 
diagnose  and  treat  female  sterility,  and  was 
honored  by  the  naming  of  24  medical  libraries, 
established  as  part  of  the  Jewish  National  and 
University  Library  of  the  Hebrew  University, 
Israel.  Dr.  Jarcho  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Surgeons,  a 
Fellow  of  the  International  College  of  Surgeons, 
and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harry  Marcus,  M.D.,  of  the  Bronx,  died  on 
February  21  at  the  age  of  seventy-five.  Dr. 
Marcus  graduated  in  1911  from  Long  Island 
College  Hospital  Medical  School. 

Thomas  J.  O’Kane,  M.D.,  of  the  Bronx,  died 
on  May  8 at  the  age  of  sixty-six.  Dr.  O’Kane 
graduated  in  1920  from  Fordham  University 
School  of  Medicine.  He  was  a consulting 
orthopedic  surgeon  at  Morrisania  and  St. 
Barnabas  Hospitals,  an  attending  orthopedic 
surgeon  at  St.  Francis  Hospital,  and  a clinical 
professor  of  surgery  at  New  York  Medical 
College.  Dr.  O’Kane  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  Clinical  Society  of  the  New  York  Diabetes 
Association,  the  Bronx  Surgical  Society,  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jacob  Parnas,  M.D.,  of  the  Bronx,  died  on 
February  8 at  the  age  of  fifty -seven.  Dr. 
Parnas  received  his  medical  degree  from  the 
University  of  Vienna  in  1931.  He  was  a 
member  of  the  American  Academy  of  General 
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Practice,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Isaac  Baer  Radow,  M.D.,  of  the  Bronx,  died 
on  March  27  at  the  age  of  fifty-one.  Dr. 
Radow  graduated  in  1938  from  the  University 
of  Edinburgh  Faculty  of  Medicine.  He  was  a 
member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Solomon  Schechter,  M.D.,  of  the  Bronx,  died 
on  April  27  at  the  age  of  sixty-five.  Dr. 
Schechter  graduated  in  1921  from  Long  Island 
College  Hospital  Medical  School.  He  was  an 
associate  attending  otolaryngologist  at  Flower 
and  Fifth  Avenue  Hospitals,  an  attending 
otolaryngologic  surgeon  at  Metropohtan  Hospi- 
tal, an  attending  plastic  surgeon  at  the  Bronx 
Eye  and  Ear  Infirmary,  and  an  associate  clinical 
professor  of  otolaryngology  at  New  York 
Medical  College.  Dr.  Schechter  was  a Diplo- 
mate  of  the  American  Board  of  Otolaryngology, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the 
American  Otorhinologic  Society  for  Plastic 
Surgery,  the  New  York  Rhino-Otolaryngological 
Society  (and  a past-president),  the  Bronx 
Otolaryngology  Society  (and  a past-president), 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  William  Selly,  M.D.,  of  New  York 
City,  died  in  April  in  his  thirty-third  year.  Dr. 
Selly  graduated  in  1955  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
was  a senior  assistant  attending  surgeon  at 
Beth  Israel  Hospital  Outpatient  Department. 


Dr.  Selly  was  a member  of  the  New  York 
County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Morris  T.  Siegel,  M.D.,  of  New  York  City, 
died  on  March  23  at  the  age  of  eighty-two.  Dr. 
Siegel  graduated  in  1912  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Solomon  S.  Tarter,  M.D.,  of  Brooklyn,  died 
on  May  10  at  the  age  of  sixty.  Dr.  Tarter 
graduated  in  1928  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was 
a chnical  assistant  attending  physician  at 
Cumberland  Hospital.  Dr.  Tarter  was  a 
member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Benjamin  Trachtman,  M.D,,  of  Brooklyn, 
died  in  December,  1962,  at  the  age  of  fifty- 
eight.  Dr.  Trachtman  graduated  in  1930  from 
Long  Island  College  Hospital  Medical  School. 
He  was  an  adjunct  gastroenterologist  at  Jewish 
Hospital  of  Brooklyn  and  an  associate  attending 
gastroenterologist  at  the  Jewish  Chronic  Disease 
Hospital.  Dr.  Trachtman  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Cardiology,  a 
Fellow  of  the  American  College  of  Gastroenterol- 
ogy, and  a member  of  the  New  York  Cardio- 
logical Society,  the  New  York  Gastroentero- 
logical Society,  the  Brooklyn  Society  of  Internal 
Medicine,  the  Brooklyn  Thoracic  Society,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York  17,  New  York,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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Medical  News 


Cancer  detection  clinic 

A new  cancer  detection  center  has  been 
opened  at  Staten  Island  Hospital.  Its  purpose 
is  to  lower  Staten  Island’s  cancer  death  rate 
through  earlier  diagnosis  of  the  disease,  ac- 
cording to  Samuel  A.  Turvey,  chairman  of  the 
Staten  Island  unit  of  the  New  York  City  Cancer 
Committee. 

The  new  facility  will  be  one  of  11  others  sup- 
ported by  the  New  York  City  Cancer  Com- 
mittee in  Manhattan,  The  Bronx,  and  Brooklyn, 
which  in  1962  alone  examined  nearly  15,000 
patients. 

The  Staten  Island  Hospital  center,  operating 
with  a subsidy  from  the  Staten  Island  unit  of 
the  Cancer  Committee,  will  hold  examinations 
every  other  Saturday  morning  by  appointment. 
In  the  fall,  the  center  may  expand  its  services  to 
once  a week.  Director  of  the  center  will  be 
John  S.  Snider,  M.D.,  of  the  hospital  staff. 

ACCEPT  organized 

A new  organization  to  combat  alcoholism  has 
been  opened  in  New  York  City.  It  is  called 
ACCEPT,  for  Alcoholism  Center  Coordinating 
Education,  Prevention  and  Treatment. 

The  center  has  been  in  operation  since 
February.  It  is  sponsored  by  the  New  York 
Council  on  Alcoholism.  It  will  be  supervised 
by  the  New  York  City  Medical  Society  on 
Alcoholism,  headed  by  Luther  A.  Cloud,  M.D., 
associate  medical  director  of  Equitable  Life 
Assurance  Society.  The  center  will  be  open  to 
all  alcohohc  persons  without  charge. 

Motion  picture  catalog 

The  American  Medical  Association  wUl  pub- 
lish an  indexed  catalog  listing  more  than  4,000 
medical  motion  pictures  covering  every  aspect 
of  medicine  and  its  allied  arts.  Expected  re- 
lease date  of  the  catalog  is  late  this  year. 

The  new  catalog  will  list  each  film  with  a 
brief  summary,  running  time,  names  of  authors 
and  producers,  and  address  of  the  primary 
rental  source.  Evaluations  will  be  included 
with  many  of  these  films. 

Publication  format  was  established  by  a dis- 
cussion between  representatives  of  the  A.M.A., 
the  American  College  of  Surgeons,  the  Inter- 
national College  of  Surgeons,  the  Association  of 
American  Medical  Colleges,  the  American 
Hospital  Association,  the  American  Dental  As- 
sociation, the  United  States  Veterans  Admin- 
istration, E.  R.  Squibb  and  Sons,  and  Smith 
Kline  and  French  Laboratories. 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


This  comprehensive  catalog  of  medical  motion 
pictures  will  be  available  to  medical  schools, 
state  and  county  medical  societies,  hospitals, 
medical  educators,  nursing  organizations, 
government  agencies,  and  other  professional 
groups  and  individuals. 


Medical  writers  cited 

Mrs.  Nora  Applegate  of  the  White  Plains 
Reporter-Dispatch  and  Mr.  Earl  Ubell  of  the 
New  York  Herald  Tribune  were  named  on  May 
13  as  the  winners  of  the  fourth  annual  Empire 
State  Awards  for  Excellence  in  Medical 
Reporting. 

The  two  science  writers  received  their  $500 
award  from  Joseph  A.  Lane,  M.D.,  president  of 
the  Medical  Society  of  the  State  of  New  York. 
The  presentations  were  made  at  the  first  general 
session  of  the  annual  meeting  of  the  Society  in 
New  York  City. 

The  annual  awards  are  sponsored  by  the 
Society  and  Annual  Health  Conference,  Inc.,  on 
hehalf  of  the  New  York  State  Health  Depart- 
ment. The  Awards  were  established  to  en- 
courage the  further  development  of  sound 
medical  reporting  in  New  York  State  and  to 
recognize  the  significant  contributions  to  public 
knowledge  and  understanding  of  health  and 
medicine  made  by  reporters  and  newspapers. 

The  judges  evaluated  each  nomination  for 
accuracy,  initiative,  and  readability.  While 
reporters  were  nominated  for  a specific  article 
or  series  of  articles,  the  judges  also  considered 
the  general  medical  and  health  stories  written  by 
the  nominee  during  1962. 

In  previous  years  only  one  winner  was  chosen 
from  among  any  newspaper  published  five  or 
more  times  a week.  This  year,  separate  awards 
were  established  for  writers  on  papers  with  more 
than  50,000  circulation,  and  those  on  newspapers 
with  less  than  50,000  circulation. 

Mr.  Ubell  was  nominated  for  a series  of 
articles  exploring  the  role  of  diet  and  heart 
disease.  He  received  the  award  for  the  over 
50,000  circulation  class. 

Mrs.  Applegate  was  nominated  for  articles  on 
dental  health  and  on  medical  research  in 
Westchester  County. 


Ophthalmologic  developments 

A special  meeting  on  the  latest  developments 
in  ophthalmologic  surgery  was  held  at  the 
State  University  of  New  York  Downstate 
Medical  Center  in  Brooklyn  on  June  6. 
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Guest  speaker  at  the  meeting,  which  was 
jointly  sponsored  by  the  Divisions  of  Ophthal- 
mology and  Plastic  Surgery,  was  Clifford  L. 
Kiehn,  M.D.,  associate  clinical  professor  of 
plastic  surgery  at  Western  Reserve  University 
School  of  Medicine.  He  spoke  on  “Implant 
Reconstruction  of  the  Orbit:  Present  Status.” 

Program  chairmen  for  the  meeting  were 
Peter  H.  BaUen,  M.D.,  clinical  assistant  pro- 
fessor of  ophthalmology,  and  Bertram  E.  Brom- 
berg, M.D.,  clinical  associate  professor  and 
head  of  the  Division  of  Plastic  Surgery. 

The  meeting  was  held  in  the  first  fioor  lecture 
hall  of  the  Downstate  Medical  Center’s  Basic 
Sciences  Building,  450  Clarkson  Avenue, 
Brooklyn. 

Toxicologic  information  course 

A five-day  course  in  “Sources  and  Use  of 
Toxicologic  Information”  will  be  presented  by 
the  Institute  of  Industrial  Medicine,  New  York 
University  Medical  Center,  in  cooperation  with 
the  American  Industrial  Hygiene  Association  on 
October  14  through  18.  The  course  will  be 
given  at  the  Onchiota  Conference  Center, 
Tuxedo,  New  York,  near  the  new  University 
Valley  campus  of  New  York  University. 

The  course  is  designed  to  acquaint  those  con- 
cerned with  advanced  methods  of  securing  and 
interpreting  pertinent  information.  The 
course  will  stress  the  applications  and  general 
principles  of  toxicologic  studies  rather  than  the 
details  of  experimental  toxicology. 

This  course  is  particularly  aimed  at  meeting 
the  needs  of  persons  who  have  the  responsibility 
for  securing  and  ensuring  the  use  of  such  in- 
formation but  who  may  not  have  had  formal 
training  in  the  area,  such  as  industrial  hy- 
gienists, physicians,  and  those  with  relevant 
supervisory  responsibilities  in  industry  and 
government.  No  specialized  background  is 
required. 

Among  the  lecturers  will  be  David  W.  Fassett, 
M.D.,  director  of  Laboratory  of  Industrial 
Medicine,  Eastman  Kodak  Company,  and 
Horace  W.  Gerarde,  M.D.,  Ph.D.,  senior  re- 
search associate,  Esso  Research  and  Engineering 
Company. 

Inquiries  should  be  addressed  to:  Institute  of 
Industrial  Medicine,  New  York  University 
Medical  Center,  550  First  Avenue,  New  York 
16,  New  York. 


Narcotics  center  established 

A team  of  specisJists  from  New  York  Uni- 
versity and  Greenwich  House,  a Greenwich 
Village  settlement  house,  have  joined  in  a two- 
year  pilot  program  to  determine  the  effectiveness 
of  a community-based  center  in  dealing  with 
young  narcotics  addicts. 

Funds  for  the  program  have  been  provided  by 
a $130,000  grant  from  the  National  Institute  of 
Mental  Health.  The  program  is  directed  by 
Robert  Osnos,  M.D.,  a psychiatrist  who 
formerly  served  with  the  New  York  City 
Department  of  Health’s  office  of  narcotics  co- 
ordinator and  as  a staff  member  of  the  United 
States  Public  Health  Service  Hospital  at 
Lexington,  Kentucky,  and  the  Riverside 
Hospital  in  New  York  City. 

A staff  of  group  workers,  social  case  workers, 
a psychologist,  and  a public  health  nurse  will 
provide  psychiatric  counseling  and  referral 
services  to  agencies  dealing  with  employment, 
welfare,  housing,  and  medical  problems. 
Greenwich  House  will  not  provide  medical 
treatment  but  will  refer  addicts  to  appropriate 
sources  when  indicated. 

Personalities 

Elected.  Herbert  Chasis,  M.D.,  visiting  phy- 
sician at  Bellevue  Hospital,  as  president  of  The 
New  York  Heart  Association. . .Kermit  L.  Pines, 
M.D.,  associate  attending  physician,  Columbia- 
Presbyterian  Medical  Center  and  assistant  pro- 
fessor of  clinical  medicine,  Columbia  University 
College  of  Physicians  and  Surgeons,  as  chairman 
of  the  Clinical  Society  of  the  New  York  Diabetes 
Association  on  May  22.  . .Marvin  Stern,  M.D., 
professor  of  psychiatry  at  New  York  University 
Medical  Center,  as  president  of  the  New  York 
Society  for  Clinical  Psychiatry. 

Speakers.  Richard  R.  Pichel  Warner,  M.D., 
assistant  attending  for  gastroenterology  of  The 
Mount  Sinai  Hospital,  New  York  City,  on 
“The  Role  of  Serotonin  in  Gastrointestinal 
Diseases,”  before  the  Dade  County,  Florida, 
Medical  Association,  on  May  7.  . . Israel 
Zwerling,  M.D.,  associate  professor  of 
psychiatry  at  the  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University,  in  a talk  to 
the  public  at  the  New  York  Academy  of  Medi- 
cine on  May  22  on  “Family  Life  Under  Urban 
Pressures.” 
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Medical  Meetings 


Occupational  Health  Congress 

“America’s  Best  Resource — the  Healthy 
Worker,”  will  be  the  theme  of  the  23rd  National 
Congress  on  Occupational  Health,  in  San 
Francisco,  September  25  and  26. 

Additional  information  may  be  obtained  from 
the  Council  on  Occupational  Health,  American 
Medical  Association,  535  North  Dearborn 
Avenue,  Chicago  10,  Illinois. 


Midwest  Allergy  Forum 

The  annual  meeting  of  The  Midwest  Allergy 
Forum  will  be  held  at  The  Sheraton-Cleve- 
land  Hotel,  Public  Square,  Cleveland,  Ohio, 
October  12  and  13. 

Scientific  sessions  will  include  panels  on 
chronic  pulmonary  problems,  cutaneous  dis- 
eases, repository  methods  of  therapy,  and 
many  other  problems  of  clinical  allergy. 

For  further  information  write  to:  I.  M. 

Hinnant,  M.D.,  General  Chairman,  10465 
Carnegie  Avenue,  Cleveland  6,  Ohio. 


World  Medical  Assembly 

“Frontiers  in  Medicine”  is  the  theme  of  the 
17th  World  Medical  Assembly  to  be  held  in 
New  York  City  October  13  through  19,  ac- 
cording to  Milton  Helpern,  M.D.,  Chief 
Medical  Examiner  of  the  City  of  New  York  and 
chairman  of  arrangements  for  the  Assembly. 

John  R.  Heller,  M.D.,  president  and  chief 
executive  officer.  Memorial  Sloan-Kettering 
Cancer  Center,  New  York  City,  and  Henry  T. 
Randall,  M.D.,  chnical  director.  Memorial 
Hospital  for  Cancer  and  Allied  Diseases,  are 
scientific  program  chairmen. 

The  World  Medical  Assembly  is  the  annual 
meeting  of  The  World  Medical  Association,  an 
organization  of  more  than  57  national  medical 
associations. 

In  addition  to  the  lectures  and  clinical  pro- 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


gram,  an  international  medical  film  exhibition 
wiU  be  organized  by  Mr.  Ralph  Creer,  as- 
sociate director.  Department  of  Scientific 
Assembly  of  the  American  Medical  Association. 

Cancer  conference 

A conference  on  unusual  forms  and  aspects  of 
cancer  in  man,  sponsored  by  the  American 
Cancer  Society,  the  National  Cancer  Institute, 
and  the  New  York  Academy  of  Sciences  will  be 
held  at  The  Biltmore  Hotel,  New  York  City, 
October  21  and  22. 

Among  the  speakers  will  be  George  T.  Pack, 
M.D.,  Memorial  Hospital  for  Cancer  and 
Allied  Diseases,  New  York  City;  James  T. 
Grace,  Jr.,  Roswell  Park  Memorial  Institute, 
Buffalo;  Norman  Treves,  M.D.,  New  York 
City;  Harold  W.  Dargeon,  M.D.,  Memorial 
Sloan-Kettering  Cancer  Center,  New  York 
City;  Algernon  B.  Reese,  M.D.,  New  York 
City;  John  J.  Conley,  M.D.,  Pack  Medical 
Group,  New  York  City;  James  W.  Pifher, 
M.D.,  Strong  Memorial  Hospital,  Rochester; 
Frank  R.  Smith,  M.D.,  New  York  City; 
Walter  L.  Mersheimer,  M.D.,  Flower  and  Fifth 
Avenue  Hospitals,  New  York  City;  Arthur 
Purdy  Stout,  M.D.,  College  of  Physicians  and 
Surgeons,  New  York  City;  and  Lemuel  Bow- 
den, M.D.,  New  York  City. 

Latin  American  Congress  of  Dermatology 

The  fifth  Ibero-Latin  American  Congress  of 
Dermatology  will  take  place  in  Buenos  Aires 
and  Mar  del  Plata,  Argentina,  from  November 
24  through  30. 

Deadline  for  the  presentation  of  scientific 
communications,  hotel  reservations,  and  pay- 
ment of  inscriptions  has  been  set  at  August  31. 

Manufacturers  of  pharmaceutical  products 
and  allied  branches  of  medicine  are  invited  to 
participate  in  the  commercial  exhibits. 

All  correspondence  in  relation  to  the  Congress 
should  be  addressed  to  the  Executive  Secretary, 
Prof.  David  Grinspan,  Bustamante  2659, 
Buenos  Aires,  Argentina. 
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Abstracts 


Rumford,  J.  C.,  and  Harmon,  R.:  Baro- 
metric pressure  changes  and  mortality,  New 
York  State  J.  Med.  63:  1929  (July  1)  1963. 

An  attempt  was  made  to  utilize  readily 
available  mortality  data  in  such  a way  that 
specific-cause  groups  could  be  used  as  an  index 
of  psychologic  and  physiologic  responses  in  a 
large  population  and  to  compare  these  mortality 
indices  with  changes  in  barometric  pressure. 
The  results  of  a linear  correlation  analysis 
indicated  that  little  consistent  linear  relation- 
ship exists  between  mortality  and  barometric 
pressure  changes.  An  analysis  of  variance 
indicated  that  extreme  changes  in  pressure  were 
associated  with  increases  in  mortality  from 
circulatory  and  respiratory  diseases,  but  no 
association  was  indicated  between  pressure 
changes  and  causes  assumed  as  psychologic 
responses.  Pressure  changes  were  shown  to  be 
significantly  related  to  other  weather  param- 
eters. 


Mickey,  G.  H.:  Electromagnetism  and  its 

effect  on  the  organism.  New  York  State  J. 
Med.  63:  1935  (July  1)  1963. 

In  bioastronautics,  the  variety  of  penetrating 
radiations  must  be  considered.  In  addition 
to  the  well-known  heat  effects  of  radio  fre- 
quency, effects  on  the  central  nervous  system 
of  mammals  have  been  demonstrated.  Other 


Hospitals  offer  job  opportunities 


Today’s  hospital,  with  its  diversity  of  jobs, 
stands  as  a center  of  career  opportunities  for 
young  people,  Edwin  L.  Crosby,  M.D.,  director 
of  the  American  Hospital  Association,  has  said. 

“The  hospital  is,  indeed,  a career  center,’’  he 
said.  “It  requires  a variety  of  skills,  professions, 
trades,  and  talents.  There  is,  literally,  a hospi- 
tal job  for  everyone.’’ 


nonthermal  effects  demonstrated  recently  in- 
clude macromolecular  interactions,  denaturation 
of  proteins,  and  genetic  effects.  In  dividing 
garlic  cells,  radio  frequency  is  shown  to  cause 
chromosomal  aberrations  representing  a break- 
down in  the  genetic  mechanism  and  resulting  in 
death  of  the  cells.  In  the  fruit  fly  treated  with 
radio  frequency,  pathologic  changes  in  the  eye 
occurred,  and  the  frequency  of  induced  sex- 
linked  recessive  lethal  and  visible  mutations 
was  significantly  higher  than  in  the  controls. 
A further  experiment  with  the  fruit  fly  dem- 
onstrated that  gamma  rays  and  radio  frequency 
acting  in  conjunction  are  far  more  mutagenic 
than  either  alone. 

Zauder,  H.  L.,  and  Orkin,  L.  R.:  Effect  of 
radiation  on  response  to  anesthetic  agents. 
New  York  State  J.  Med.  63:  1943  (July  1) 
1963. 

Anesthetic  agents  were  shown  to  have  an 
adverse  effect  on  mice  exposed  previously  to 
ionizing  radiation.  The  increase  in  mortality 
was  proportional  to  the  dose  of  total  body 
radiation.  Divinyl  ether,  even  in  a concen- 
tration which  failed  to  induce  anesthesia,  was 
associated  with  a uniformly  high  incidence  of 
mortality.  Halothane  was  associated  with  a 
low  mortality  in  the  early  postirradiation 
period,  while  diethyl  ether  appeared  safer  two 
or  more  weeks  after  exposure. 


The  country’s  nearly  7,000  hospitals  employ 
almost  1.7  million  persons  in  some  200  job  classi- 
fications, ranging  from  accountant  to  x-ray 
technician.  The  hospital  field  ranks  seventh 
in  the  number  of  persons  employed.  One  of 
every  39  persons  employed  in  the  country  works 
in  a hospital. 

The  need  for  hospital  personnel  increases  as 
the  demand  for  medical  and  hospital  care  rises. 
This  rise  results  from  a growing  population,  ad- 
vances in  medical  science,  and  an  increasing 
awareness  of  the  need  for  medical  care. 
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Abstracts  in  Interlmgua 


Rumford,  J.  C.,  e Harmon,  R.:  Alterationes 
barometric  e mortalitate  {anglese).  New  York 
State  J.  Med.  63:  1929  (1  de  julio)  1963. 

Esseva  interprendite  le  tentativa  de  utilisar 
prestemente  accessibile  datos  de  mortaUtate  in 
un  tal  maniera  que  gruppos  a specific  causas 
deveniva  le  base  de  un  systema  de  indices  del 
responsas  psychic  e physic  in  un  grande  popu- 
lation e de  comparar  iste  indices  de  mortalitate 
con  alterationes  barometric  in  le  atmosphera. 
Le  resultatos  de  un  analyse  del  correlation 
lineari  indicava  que  pauc  relation  lineari 
existe  inter  le  mortalitate  e le  alterationes 
barometric.  Un  analyse  de  variantia  indicava 
que  extreme  alterationes  del  pression  atmos- 
pheric esseva  associate  con  augmentos  del 
mortalitate  ab  morbos  circulatori  e respiratori, 
sed  nulle  association  appareva  inter  le  altera- 
tiones del  pression  e causas  interpretate  como 
responsas  psychologic.  Esseva  constatate  un 
relation  significative  inter  le  alterationes  del 
pression  e certes  del  remanente  parametros 
meteorologic. 

Mickey,  G.  H.:  Electromagnetismo  e su 

effecto  super  le  organismo  {anglese).  New 
York  State  J.  Med.  63:  1935  (1  de  julio) 
1963. 

In  le  bioastronautica,  le  varietate  del  radia- 
tiones  penetrante  debe  esser  considerate.  A 
parte  le  ben-cognoscite  thermo-efifectos  de 
radiofrequentias,  effectos  de  istos  super  le 
systema  nervose  central  de  mammales  ha  essite 
demonstrate.  Altere  eflfectos  non-thermic  re- 


Showers  and  infections 

Foot  baths  and  ultraviolet  light  devices  in 
shower  rooms  are  of  little  or  no  value  in  pre- 
venting fungous  infections  of  the  feet,  according 
to  Allan  L.  Lorincz,  M.D.,  a Chicago  dermatolo- 
gist. 


centemente  demonstrate  include  interactiones 
macromolecular,  disnaturation  de  proteinas,  e 
effectos  genetic.  In  cellulas  de  allio  in  mitose, 
radiofrequentias  causa  demonstratemente  aber- 
rationes  chromosomal  que  representa  un  col- 
lapso  in  le  mechanismo  genetic  e que  resulta  in 
le  morte  del  cellulas.  In  le  drosophila  tractate 
con  radiofrequentias,  alterationes  pathologic 
occurreva  in  le  oculo,  e le  incidentia  de  letal  e de 
visibile  mutationes  a base  in  le  chromosoma  de 
sexo  esseva  significativemente  plus  alte  que  in 
gruppos  de  controlo.  Un  altere  experimento 
con  drosophilas  demonstrava  que  radios  gamma 
e radiofrequentias  quando  applicate  in  con- 
junction es  multi  plus  mutagenic  que  le  un  o le 
altere  sol. 


Zauder,  H.  L.,  e Orkin,  L.  R.:  Le  effecto  del 
radiation  super  le  responsa  a agentes  anesthetic 
{anglese).  New  York  State  J.  Med.  63:  1943 
(1  de  julio)  1963. 

Esseva  monstrate  que  agentes  anesthetic  ha 
un  effecto  adverse  in  muses  previemente  ex- 
ponite  a radiation  ionisante.  Le  augmento  del 
mortalitate  esseva  proportional  al  dose  del 
irradiation  del  corpore  total.  Ethere  divinylic, 
mesmo  in  concentrationes  que  non  induceva 
anesthesia,  esseva  associate  con  un  uniforme- 
mente  alte  mortalitate.  Halothano  esseva 
associate  con  un  basse  mortalitate  quando 
administrate  precocemente  in  le  periodo  post 
le  irradiation.  Del  altere  latere,  ethere  diethylic 
pareva  esser  plus  salve  duo  septimanas  o plus 
post  le  exposition. 


Writing  in  the  April  20  Journal  of  the  Ameri- 
can Medical  Association  in  answer  to  a question 
submitted  to  the  Journal,  Dr.  Lorincz  said: 

“The  current  consensus  is  that  such  fungous 
infections  can  better  be  avoided  or  controlled 
by  individual  attention  to  proper  hygiene  of  the 
feet,  including  thorough  drying,  especially  be- 
tween toes  after  showering.” 
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Medical  Schools 


Albert  Einstein  College  of  Medicine 

Fifth  Graduation  exercises.  Mr.  Gerard 
Piel,  publisher  of  Scientific  American  discussed 
“Physician,  Heal  Thy  Society”  to  the  fifth 
graduating  class  on  May  31.  Eighty-five  men 
and  women  received  their  Doctor  of  Medicine 
degrees  at  the  graduation  and  in  accordance  with 
a tradition  established  at  the  first  graduation  of 
the  new  medical  school  in  1959  pledged  the 
“Declaration  of  Geneva.” 

Cornell  University  Medical  College 

Appointment.  Robert  Lee  Patterson,  Jr., 
M.D.,  has  been  appointed  surgeon-in-chief  of 
the  Hospital  to  succeed  T.  Campbell  Thompson, 
M.D.  William  G.  Thurman,  M.D.,  has  been 
appointed  associate  professor  of  pediatrics  at  the 
College.  Dr.  Thurman  succeeded  Harold  W.  K. 
Dargeon,  M.D.,  as  chairman.  Department  of 
Pediatrics,  Memorial  Hospital. 

Promoted.  Roger  M.  Des  Prez,  M.D.,  has 
been  promoted  to  assistant  professor  of  medi- 
cine and  Eleanor  E.  Deschner,  Ph.D.,  to  as- 
sistant professor  of  radiology  (radiobiology). 

Charter  Day.  Joseph  F.  Artusio,  Jr.,  M.D., 
anesthesiologist-in-charge.  The  Hospital  and 
professor  of  anesthesiology  in  surgery  and  in  ob- 
stetrics and  gynecology,  delivered  the  main  ad- 
dress at  the  192nd  anniversary  of  Charter  Day. 
Dr.  Artusio  spoke  on  “The  Conquest  of  Pain 
(The  Development  of  Anesthesia).” 

Research  career  award.  Heinz  F.  Eichen- 
wald,  M.D.,  professor  of  pediatrics,  has  been 
granted  a Research  Career  Award  by  the  United 
States  Public  Health  Service. 

Graduation  exercises.  President  Deane  W. 
Malott  presided  at  his  final  graduation  exercises 
on  June  5 at  which  82  medical  students  received 
their  Doctor  of  Medicine  degrees.  The  main  ad- 
dress was  given  by  John  H.  Talbott,  M.D.,  edi- 
tor, c/ourna/  of  the  American  Medical  Association. 

Prizes  awarded  to  the  members  of  the  class 
were:  The  John  Metcalfe  Polk  Prizes  for  Gen- 
eral Efficiency  to:  Michael  D.  Gershon,  Tim- 
othy B.  Moritz,  and  Alfred  F.  Parisi;  The  Gus- 
tav Seeligmann  Prizes  for  Efficiency  in  Obstet- 
rics to  Alfred  F.  Parisi  and  Philip  B.  Mead; 
The  Palmer  Prizes  for  Efficiency  in  Otolaryn- 
gology to:  Monroe  S.  Karetzky  and  Benjamin 
B.  Sotrey;  The  Alfred  Moritz  Michaelis  Prize 
for  Efficiency  in  General  Medicine  to  Kirk  L. 
Peterson;  The  T.  Campbell  Thompson  Prize  for 
Excellence  in  Orthopedic  Surgery  to  Carl  H. 
Dieterle;  The  Charles  L.  Horn  Prize  to  Richard 
D.  O’Toole;  The  Borden  Research  Prize  to 
Michael  D.  Gershon;  The  William  Mecklenburg 


Polk  Research  Prizes  (The  Mary  Aldrich  Fund) 
to  Alexander  G.  Reeves  (first)  and  Alfred  F. 
Parisi  (second) ; and  the  Good  Physician  Award 
to  Robert  A.  Hatcher. 

Columbia  University  College  of  Physicians 
and  Surgeons 

Chair  of  neurology.  Mrs.  Henry  L.  Moses 
has  given  the  University  $500,000  to  establish 
the  “Henry  and  Lucy  Moses  Chair  of  Neurol- 
ogy.” H.  Houston  Merritt,  M.D.,  dean  of  the 
College  of  Physicians  and  Siu*geons,  will  be  the 
first  incumbent  of  the  new  professorship.  Dr. 
Merritt’s  appointment  to  the  chair  added  an- 
other link  in  a sequence  begun  more  than  twenty 
years  ago  when  Mr.  Moses,  acting  for  Monte- 
fiore  Hospital,  persuaded  Dr.  Merritt  to  come  to 
New  York  from  Boston.  Dr.  Merritt  was  then  a 
professor  in  the  Harvard  Medical  School  with 
staff  appointments  in  neurology  and  neuro- 
psychiatry in  several  Boston  hospitals. 

Grant.  The  College  has  been  designated  one  of 
23  American  private  medical  schools  to  share  a 
grant  of  $5,750,000  from  the  Richard  King 
Mellon  Charitable  Trusts  to  augment  teachers’ 
salaries. 

Alumni  medal.  Abram  J.  AbelofiF,  M.D.,  at- 
tending surgeon,  Lenox  HiU  Hospital,  received 
the  Alumni  Medal  of  the  Columbia  University 
Alumni  Federation  during  the  commencement 
day  ceremonies  on  June  4.  Dr.  Abelofif,  a trustee 
of  the  University,  is  associate  clinical  professor 
of  surgery  at  the  New  York  University  School 
of  Medicine,  a former  president,  and  now  a 
trustee,  of  Physicians’  Home. 

Epilepsy  Foundation  grant.  A two-year  re- 
search grant  of  $15,600  has  been  awarded  by  the 
Epilepsy  Foundation.  The  project  will  be  con- 
ducted by  Dominick  P.  Purpura,  M.D.,  as- 
sociate professor  of  neurological  surgery,  and  his 
associates,  Robert  J.  Shofer,  M.D.,  F.  S.  Mus- 
grave,  M.D.,  Tamas  Frigyesi,  M.D.,  and  An- 
drew Cross,  M.D.  The  project  officially  called 
“Studies  of  focal  epileptogenic  activity  in  ma- 
ture and  immature  cerebral  cortex,”  is  part  of  a 
ten-year  program  to  uncover  the  causes  of  epi- 
lepsy and  find  chemicals  which  control  and  pre- 
vent seizures.  This  is  the  College’s  eleventh 
award  from  The  Epilepsy  Foundation  to  re- 
search teams. 

New  York  Medical  College 

Expansion  of  mothers’  program  in  psy- 
chiatry. The  residency  program  in  psychiatry 

continued  on  page  2012 
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Only  Fleischmann’s 
offers  these  four  benefits 
in  a ^“^speeial”  margarine 

Both  Fleischmann’s  Margarines  offer: 

1.  Exceptionally  high  ratio  of  polyunsaturated  to  saturated  fat  that  more  than  meets 
American  Heart  Association’s  suggested  level.  Made  from  100%  com  oil  with  almost 
one  cup  of  liquid  com  oil  in  every  pound. 

2.  Extraordinarily  delicious  taste  ...  so  outstanding  it’s  made  Fleischmann’s  the  coun- 
try’s largest  selling  com  oil  margarines. 

3.  Lightly  Salted  and  Unsalted  . . . yes,  Fleischmann’s  comes  both  ways.  And  both 
Fleischmann’s  Margarines  are  made  from  100%  com  oil. 

4.  National  availability  . . . Fleisclimann’s  Margarines  are  in  practically  every  store  and 
supermarket  nationwide  ...  at  a price  your  patients  can  easily  afford.  This  avail- 
ability is  in  contrast  to  many  margarines  which  are  limited  to  certain  cities  or  areas. 


Because  only  Fleischmann’s  Margarines,  Lightly  Salted 
and  Unsalted,  offer  all  four  benefits  in  a “special”  mar- 
garine, they’re  by  far  the  most  practical  choice  for  your 
high  cholesterol  and  low-sodium  patients.  Fleischmann’s 
combines  the  delicious  flavor  your  patients  and  their 
families  will  love  with  the  highest  polyunsaturates  to 
saturates  ratio  of  any  leading  margarine.  This  makes 
it  much  easier  to  keep  patients  on  a therapeutic  diet. 

Exceeds  A.H.A.  Recommenda- 
tion — Fleischmann’s  polyunsat- 
urated to  saturated  fat  ratio  of 
1.7to  1 (Polyunsaturated— 27.5%; 
Saturated— 16.5%)  exceeds  that 
suggested  as  acceptable  (1  to  1) 
by  the  A.H.A.  It’s  also  higher 
than  the  other  “corn  oil”  marga- 
rine which  is  really  a mixture  of  hardened  cottonseed 
and  soybean  oils  with  corn  oil.  Yes,  Fleischmann’s  has 
the  highest  P/S  ratio  because  both  brands  contain  50% 
liquid  corn  oil  (a  high  level)  and  50%  partially  hydro- 
genated corn  oil  (for  flavor  and  “spreadability”). 

In  line  with  A.M.A.  Report- 
Using  Fleischmann’s  Lightly 
Salted  Margarine  instead  of 
butter  or  regular  margarines  in- 
creases your  patients’  intake  of 
polyunsaturates . . . while  lower- 


ing their  intake  of  saturated  fat.  This  is  in  line  with  the 
suggestions  of  the  A.M.A.  Report  on  Dietary  Fat  Regu- 
lation in  managing  atherosclerosis.* 

Fleischmann’s  Unsalted  Marga- 
rine—Also  made  from  100% 
corn  oil,  Fleischmann’s  Unsalted 
Margarine  is  dietetically 
sodium-free— ideal  for  the  pa- 
tient who  needs  sodium  restric- 
tion. The  fat  content  has  the 
same  high  linoleic  acid  value  (27.5%)  as  Fleischmann’s 
Lightly  Salted  Margarine.  And  because  it  contains  no 
salt— or  preservative  of  any  kind— Fleischmann’s  Un- 
salted Margarine  is  kept  in  the  grocer’s  frozen  food  case. 

Fleischmann’s  Lightly  Salted 
Margarine— Outstandingly  deli- 
cious . . . Fleischmann’s  is  excep- 
tionally high  in  polyunsaturates 
and  low  in  saturated  fat.  Both 
Fleischmanns  Margarines  con- 
tain liquid  corn  oil  and  are 
made  from  100%  corn  oil. 

•“The  Regulation  of  Dietary  Fat,”  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association.  J.  A.  M.  A» 
Vol.  181,  No.  5 (August  4,  1962). 


Fleischminn's  A.H.A, 

P/S  ratio:  roeommended 

1.7  to  1 P/S  ratio:  1 to  1 
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for  women  doctors  who  have  children  will  be 
expanded  immediately  under  a grant  of  $151,200 
from  the  National  Institute  of  Health.  This 
graduate  training  in  the  Department  of  Psy- 
chiatry enables  qualified  women  physicians  who 
are  mothers  to  receive  such  training  by  working 
nine  months  per  year  with  the  summer  months 
off  while  their  children  are  on  vacation. 

Graduation  class.  The  largest  graduating 
class  of  131  seniors  received  their  degrees  of  Doc- 
tor of  Medicine  on  June  4.  Kenneth  B.  Keating, 
Republican  Senator  from  New  York,  delivered 
the  keynote  address  and  was  the  recipient  of  an 
Honorary  Degree  of  Doctor  of  Humane  Letters. 

Presiding  honorary  chairman.  Margaret 
Joan  Giannini,  M.D.,  administrative  director. 
Mental  Retardation  Clinic  at  the  College,  pre- 
sided as  honorary  chairman  at  the  annual 
AMITA  awards  dinner  on  May  4.  The  Associa- 
tion composed  of  outstanding  professional  wo- 
men in  all  areas,  also  awards  15  scholarships  each 
year  for  the  furtherance  of  female  education  in 
any  field  without  regard  to  race,  creed,  or  color. 

Association  of  American  Physicians.  Rach- 
miel  Levine,  M.D.,  professor  and  chairman.  De- 
partment of  Medicine,  was  named  a member  of 
the  Association  of  American  Physicians  at  the 
Association’s  recent  meeting  in  Atlantic  City. 

Honored.  Orlando  von  Bonnewitz,  M.D., 
former  faculty  member,  one  hundred  and  three 
years  old,  was  awarded  the  Medal  of  the  Alumni 
Association  at  the  College’s  annual  Alumni  ban- 
quet on  June  3.  Dr.  von  Bonnewitz  was  a mem- 
ber of  the  Department  of  Surgery  from  1911 
to  1936.  Another  recipient  of  the  medal  was 
David  McCullagh  Mayer,  M.D.,  professor  and 
chairman.  Department  of  Anesthesiology,  and 
president  of  the  Alumni  Association.  Dr.  Mayer 
has  been  recently  appointed  professor  of  plastic 
surgery  at  Seton  Hall  Medical  College. 

New  York  University  Schools  of  Medicine 

Appointment.  Saul  J.  Farber,  M.D.,  was  ap- 
pointed as  acting  dean  of  the  Medical  Schools 
and  deputy  director  of  the  Medical  Center  July 
1.  Dr.  Farber  replaces  S.  Bernard  Wortis, 
M.D.,  who  will  devote  his  full  time  to  the  ad- 
ministration of  the  Department  of  Neurology 
and  Psychiatry. 

State  University  of  New  York  Downstate 
Medical  Center 

Annual  memorial  lecture.  The  Depart- 
ment of  Radiology  and  the  Brooklyn  Radio- 
logical Society  were  the  joint  sponsors  of  the 
Richard  A.  Rendich  Annual  Memorial  Lecture 
on  May  2.  “Problems  in  the  Roentgen  Diag- 
nosis of  Joint  and  Spinal  Lesions”  were  dis- 
cussed by  Alex  Norman,  M.D.,  chief  of  diag- 
nostic roentgenology.  Hospital  for  Joint  Dis- 
eases; Emanuel  J.  Levin,  M.D.,  professor  of 


radiology,  Downstate  Medical  Center  and 
director  of  radiology,  Maimonides  Hospital  of 
Brooklyn;  Robert  H.  Freiberger,  M.D.,  di- 
rector of  radiology.  Hospital  for  Special  Surgery; 
and  Bernard  S.  Epstein,  M.D.,  radiologist-in- 
chief, The  Long  Island  Jewish  Hospital. 

Special  lectures.  The  Third  Annual  Student 
Council  Lecture  was  given  on  May  6 by  Dr. 
Vernon  M.  Ingram,  professor  of  biochemistry, 
Massachusetts  Institute  of  Technology,  who 
spoke  on  “The  Evolution  of  a Protein.”  On 
May  17,  Dr.  Giuseppi  Moruzzi,  professor  of 
physiology.  University  of  Pisa,  Italy,  delivered 
the  Annual  Graduate  Faculty  Lecture  on  “The 
Historical  Development  of  the  Deafferentation 
Hypothesis  of  Sleep  from  Purkinje  to  Our 
Times.”  On  May  20,  Dr.  Chandler  McC. 
Brooks,  professor  and  chairman.  Department 
of  Physiology,  spoke  on  “Physiologic  Science  in 
East  Asia  and  Australia”  for  the  annual 
Sigma  Xi  Lecture  and  on  May  27,  the  PLK 
Club  presented  the  annual  Adam  M.  Miller 
Memorial  Lecture  given  by  L.  Stanley  James, 
M.D.,  assistant  professor  of  pediatrics  at 
Columbia  University  College  of  Physicians 
and  Surgeons.  Dr.  James  discussed  “Physio- 
logical Adjustments  at  Birth  in  Man.” 

Faculty  appointments.  Raphael  W.  Rober- 
tazzi,  M.D.,  director  of  anesthesiology.  Coney 
Island  Hospital,  has  been  appointed  clinical 
professor  of  anesthesiology;  Eduardo  Orti, 
M.D.,  formerly  clinical  assistant  professor  of 
medicine.  New  York  University  College  of 
Medicine,  as  professor  of  pediatrics;  Manfred 
Brust,  Ph.D.,  assistant  member  of  the  Division 
of  Physiology  of  the  Institute  for  Muscle 
Disease  and  specialist  in  muscular  dystrophy 
research,  as  assistant  professor  of  rehabilitation 
medicine;  Dr.  Henry  L.  Lennard,  research 
associate  and  program  director.  Bureau  of 
Apphed  Social  Research,  Columbia  University, 
as  lecturer  in  psychiatry;  and  Walter  E.  Tolies, 
M.S.,  head  of  the  Division  of  Medical  and 
Biological  Physics,  Airborne  Instruments  Lab- 
oratory, as  lecturer  in  obstetrics  and  gynecology 
where  he  will  teach  a special  course  in  medical 
electronics. 

Grant  award.  An  unrestricted  grant  of 
$5,000  was  awarded  to  Jonathan  T.  Lanman, 
M.D.,  chairman.  Department  of  Pediatrics,  by 
Wyeth  Laboratories.  This  is  one  of  20  awarded 
annually  to  further  medical  research  by  medical 
schools  and  hospitals. 

Alumni  Association.  The  Alumni  Associa- 
tion held  its  83rd  reunion  day  on  May  4. 
Activities  included  tours  of  the  basic  science 
departments,  a scientific  session,  a business 
meeting,  and  lunch.  Guest  speaker  at  the 
scientific  session  was  James  Barrett  Brown, 
M.D.,  professor  of  clinical  surgery,  Washington 
University  School  of  Medicine,  St.  Louis, 
Missouri,  who  spoke  on  “Surgical  Repair  of 
Radiation  Injuries,  Including  Pure  Atomic  and 
Cathode  Ray  Machine  Burns.” 

Newly  elected  officers  for  the  1963  to  1964 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Orders  are  notv  being 
taken  for  the  1963-61  edi- 
tion. Write:  Directory 

Department,  Medical  So- 
ciety of  the  State  of  New 
York,  750  Third  Ave., 
New  York  17,  N.Y. 
$20.00  a copy  plus  1% 
sales  tax  for  N.Y.C.  de- 
livery. Society  members, 
who  have  paid  their  1963 
dues,  will  receive  the  Di- 
rectory as  part  of  their 
membership  — without 
charge. 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague's  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 


2013 


continued  from  page  2012 

year  are:  president,  Dennis  J.  Fiorentino,  M.D.; 
vice-president,  Jacob  J.  Blinn,  M.D.;  secretary, 
Lawrence  J.  Caruso,  M.D.,  and  treasurer,  Leo 
S.  Drexler,  M.D.  New  council  members  for 
four-year  terms  are:  Lawrence  Frank,  M.D., 
Stanley  Gitlaw,  M.D.,  Horace  Hergsman,  M.D., 
and  Louis  Levin,  M.D.,  and  the  new  council 
member  for  a one-year  term  is  Alvin  H.  Brackup, 
M.D. 

State  University  of  New  York  Upstate 
Medical  Center 

Alpha  Omega  Alpha.  The  national  honorary 
medical  society.  Alpha  Omega  Alpha,  elected 
Miss  Elizabeth  Hatton,  Mr.  James  ID.  Mor- 
rissey, Mr.  Milton  A.  Weiner,  and  Mr.  Anthony 
E.  Voytovich,  juniors,  who  were  guests  of 
honor  at  a dinner  on  May  14.  Dr.  Justus  F. 
Mueller,  professor  of  microbiology,  was  the 
guest  speaker  and  spoke  on  “Some  Disconnected 
Remarks  on  Painting.” 

MEND.  J.  Lawrence  Pool,  M.D.,  professor  of 
neurological  surgery,  Columbia  University, 
discussed  “Intracranial  Hemorrhage”  and  also 
was  the  guest  speaker  during  Surgical  Grand 
Rounds,  on  May  11,  at  Syracuse  University 
Hospital  of  the  Good  Shepherd  where  he  dis- 
cussed “Trauma  of  the  Central  Nervous  Sys- 
tem.” Dr.  Pool’s  visit  was  sponsored  by 
MEND  (Medical  Education  for  National 
Defense) . 

Alumni  and  Commencement  weekend. 


Thyroid  dysfunction  in  pregnancy 


Careful  control  of  thyroid  disorders  in  preg- 
nant women  influences  the  outcome  of  their 
pregnancies,  according  to  an  article  in  the 
August  30,  1962,  issue  of  the  New  England 
Journal  of  Medicine. 

In  23  pregnancies  of  women  with  known  or 
suspected  thyroid  dysfunctions  there  were  1 
abortion,  2 stillbirths,  and  2 neonatal  deaths. 


Alumni  and  commencement  weekend  were 
held  on  May  25  and  26.  Lester  Evans,  M.D., 
executive  director.  New  York  State  Committee 
on  Medical  Education,  delivered  the  armual 
Weiskotten  Lecture  on  “The  Distinctive  Op- 
portunity of  the  Upstate  Medical  Center,”  on 
May  25  as  part  of  the  Alumni  Association 
program,  and  William  R.  Carson,  M.D., 
secretary,  St.  Lawrence  County  Medical  So- 
ciety, delivered  the  after-dinner  speech. 

C.  Barber  Mueller,  M.D.,  professor  and 
chairman.  Department  of  Surgery,  delivered 
the  commencement  address  and  78  received  the 
degree  of  Doctor  of  Medicine.  Honor  grad- 
uates are:  John  G.  Bartlett,  M.D.,  David  I. 
Rosen,  M.D.,  Gary  L.  Schechter,  M.D.,  David 
G.  Storrs,  M.D.,  (who  was  also  a co winner  of 
the  1963  Honors  Thesis  first  prize  with  Frank 
Pedreira,  M.D.). 

University  of  Rochester  School  of  Medicine 
and  Dentistry 

Appointed.  Stanley  F.  Patten,  Jr.,  M.D., 
assistant  professor  of  pathology.  Western 
Reserve  University,  became  associate  professor 
of  pathology  on  July  1.  Paul  H.  Garvey,  M.D., 
professor  of  medicine,  in  charge  of  the  neurology 
section  since  1928,  became  emeritus  professor 
on  July  1,  and  Forbes  H.  Norris,  Jr.,  M.D., 
assistant  professor  of  medicine  (neurology), 
became  acting  chairman  of  the  division  of 
neurology  and  an  associate  professor  of  neu- 
rology. Dr.  Norris  also  succeeds  Dr.  Garvey 
as  director  of  the  neurology  training  program 
supported  by  the  U.  S.  Public  Health  Service. 


Of  the  18  surviving  infants,  13  developed  nor- 
mally. The  5 abnormal  infants  were  from 
women  with  thyroid  dysfunctions  who  had 
received  no  replacement  therapy,  suggesting 
that  intrauterine  development  of  the  central 
nervous  system  of  these  infants  was  adversely 
influenced  by  the  disorder.  None  of  the  infants 
had  evidence  of  thyroid  disease. 

There  is  a need  for  early  diagnosis  of  patients 
who  have  physical  findings  or  history  suggestive 
of  thyroid  disorders  and  adequate  replacement 
therapy  for  those  who  require  it. 
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WEST  BELL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on*tbe-Hudson,  New  York  City 
For  Dcryous,  meocal,  drug  and  alcoholic  pacieocs.  The  saaicarium  is 
beautifully  located  in  a private  park  of  tea  acres.  Attractive  cottages, 
scieotifically  air-cooditiooed.  Modem  facilities  for  shock  treatmeot. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

MRS.  HENRY  W.  LLOYD,  R.N.,  Administrator 
Telephone:  Kinssbridge  9-8440 


HOLBROOK  MANOR 

Five  Acres  of  Pinewo'-  ded  Grounds 

SENILE— AGED 

Non-sectariari,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  O P-,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD 


Waller  A.  Thompson,  M.D.,  F.A.P.A. 
Physieian  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Kalonah,  N.Y.  Tel:  CEntral  S-3155  NYC,  Direct,  Tel:  CY  5-0264 
A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


GREENMONT-ON-HUDSON  SANATORIUM 

1S8  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay.  M.D..  Director 
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Index  to  Advertised  Products 


Analgesics 

Percodan  (Endo  Laboratories) 1905 

Antiasthmatic  bronchodilators 

Deltasmyl  (Roussel  Corporation) 1899 

Antibiotics 
Cortisporin  Ointment 

(Burroughs  Wellcome  & Co.) 1883 

Declomycin  (Lederle  Laboratories) 1878-1879 

Anticonvulsants 

Dilantin  (Parke  Davis  & Company) 1895 


Anti  hypertensives 
Rautrax-N 

(E.  R.  Squibb  & Sons, 

Div.  Mathieson  Chemical  Corp.) 1897 

Antiseptics 

Alkalol  (The  Alkalol  Company) 1901 

Antivertigo 

Antivert  (J.  B.  Roerig  & Company) 1893 

Dermatologic  preparations 

Meti-Derm  Aerosol  (Sphering  Corporation). . .2nd  Cover 
Diagnostic  aids 

Combistix  (Ames  Company,  Inc.) 3rd  Cover 


Foods 

Filbert’s  Margarine  (J.  H.  Filbert,  Inc.) 1887 

Fleischmann's  Margarine 

(Standard  Brands,  Inc.) 2011 

Intestinal  bulk 

Metamucil  (G.  D.  Searle  & Company) 1911 

Narcotic  analgesic 

Codeine  (Merck  & Company) 1877 

Respiratory  liquifacients 

lodo-Niacin  (Cole  Chemical  Company) 1903 

Skeletal  muscle  relaxants 

Trancopal  (Winthrop  Laboratories) 1881 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  Laboratories) 4th  Cover 


Steroids  & hormones 
Aristocort 

(Lederle  Laboratories, 

Div.  American  Cyanamid  Co.) 2020 

Neo-Aristocort 
(Lederle  Laboratories 

Div.  American  Cyanamid  Co.) 1885 

Tranquilizers 

Miltown  (Wallace  Laboratories) 1889 

Vitamins 

Cloc  Drops  (White  Laboratories) 1891 


2015 


Officers  / County  Medical  Societies  / 1963 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus  , 

Cayuga 

Chautauqua. 
Chemung. . . . 

Chenango 

Clinton 

Columbia .... 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 

Jefferson 

Kings 

Lewis 

Livingston . . . 

Madison 

Monroe 

Montgomery . 

Nassau 

New  York. . , . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond . . . 
Rockland .... 
St.  Lawrence. 

Saratoga 

Schenectady . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington  . 

Wayne 

Westchester  . 
Wyoming.  . . . 
Yates 


G.  Rehmi  Denton Albany 

John  F.  Glosser Wellsville 

Walter  Einhorn Bronx 

Michael  J.  Maggiore Endicott 

Leo  John  Murphy Olean 

William  W.  Robertson Auburn 

Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Charles  L.  DuBuar Sherburne 

John  Menustik,  Jr Plattsburgh 

Roger  C.  Bliss Hudson 

William  J.  McAuliffe Cortland 

Clarence  E.  Dungan Hancock 

James  K.  Keeley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Hans  Leeds CatskiU 

Arthur  H.  Mulligan Herkimer 

Thomas  P.  Hamilton. . .Watertown 

Julius  E.  Stolfi Brooklyn 

John  H.  Brooks LowvUle 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Charles  R.  Harris.  .East  Rochester 

Philip  Cortese Amsterdam 

Raymond  F.  Smith . . . Garden  City 

Milton  Helpern New  York 

William  R.  Lewis.  . . .Niagara  Falls 

E.  P.  Russell,  Jr Rome 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Lome  S.  Tieman Middletown 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  Duston  Rames.Cooperstown 

S.  Bernard  Ross Brewster 

Irving  G.  Frohman ...  Belle  Harbor 

John  J.  Noonan Troy 

Robert  E.  Wolkwitz.  Staten  Island 

L.  G.  Weishaar,  Jr Nanuet 

Lampher  C.  Weston Massena 

John  Esposito Saratoga  Springs 

Norman  D.  Kathan Schenectady 

Donald  Rich  Lyon Middleburg 

James  J.  Norton.  . . .Montour  Falls 

Bruno  Riemer Romulus 

Ralph  F.  Traver Bath 

Jesse  W.  Mahoney . . . East  Setauket 

Jacob  Rubin Woodburne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

John  A.  Cooke,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Walter  S.  Bennett Granville 

Evan  Tansley Newark 

James  M.  Jones Bronxville 

Leo  L.  Trnka Arcade 

Wilfred  D.  McCusker Penn  Yan 


John  J.  Phelan,  Jr Albany 

Kurt  Zinner Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Olean 

Hem-y  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  D.  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falls 

James  L.  Harrington Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky.  . .Rochester 
Helen  M.  Blanchard ....  Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr. .New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger  . . . .Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

John  del  Campo Carmel 

Peter  V.  Gugliuzza HoUis 

Thomas  R.  Engster Troy 

Edward  E.  Malarkey . Staten  Island 

S.  B.  Adler Spring  Valley 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  DeweU ....  Cobleskill 

Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falla 

Milton  TuUy Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried ....  Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Charles  R.  Bannon Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Robert  E.  Healy Mt.  Kisco 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Salvatore  Tabacco Albany 

Kurt  Zinner Wellsville 

Francis  J.  Loperfido Bronx 

F.  Maurice  Breed Johnson  City 

Duncan  C.  Wormer Portville 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

Henry  B.  Marshall Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

WUliam  H.  Rasnnond . . . Johnstown 

James  McCutcheon Batavia 

Mahlon  A.  Atkinson CatskiU 

'I'imothy  J.  Howard Newport 

James  L.  Harrington. . . .Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  F^llls 

G.  Emerson  Learn . . . Mount  Morris 

Robert  F.  Schramm Cazenovia 

T.  Paul  Guest Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine VaUey  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr. . Niagara  Falls 

Theodore  F.  Thomas Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger ....  Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Victor  S.  Lait Flushing 

John  J.  Pohl Troy 

J.  J.  Silverman Staten  Island 

D.  Hyman Suffern 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer . . Waterloo 

Milton  TuUy HorneU 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried ....  Livingston  Manor 

Paul  Zoltowski Waverly 

R.  WendeU  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  WoodhuU  . . . .Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Perm  Yan 
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POSITIONS  WANTED 

PRACTICES  FOR  SALE  OR  RENT 

GENERALIST,  55,  WELL  TRAINED,  AMERICAN;  25 
years  general  practice  including  private  & industrial  major 
surgery  desires  G.P.,  clinic,  industrial  group  association, 
N.  Y.  City,  Nassau  County  area.  Box  752,  % N.  Y.  St. 
Jr.  Med. 

UNUSUAL  OPPORTUNITY  FOR  G.P.  TO  START  AS 
partner  or  owner  of  old  estabL  busy  practice,  upstate  N.  Y. 
Home-ofiSce,  all  conveniences,  compL  furnished,  equipped, 
hospitals  nearby.  $10,000  cash  rest  easy  terms.  Box  718, 
% N.  Y.  St.  Jr.  Med. 

INTERNIST,  BOARD  ELIGIBLE,  TRAINED  AND 
licensed  in  medical  radio-isotopes,  with  equipment, 
wishes  part-time  position  or  affiliation.  Box  747,  % N.  Y. 
St.  Jr.  Med. 

ACTIVE  GENERAL  PRACTICE,  NORTHERN  N.  Y. 
Immediate  income.  Industry,  dair3dng,  insurance.  School 
physician.  Open  hospitals.  Lovely  home,  office  building 
adjacent  for  price  of  real  estate.  Will  introduce.  Box 
720,  % N.  Y.  St.  Jr.  Med. 

ADMINISTRATOR— CURRENTLY  WITH  MAJOR 
medical  group,  seeks  challenging  position  with  heavy  work 
load  in  hospital  or  medical  center.  Box  755,  % N.  Y.  St. 
Jr.  Med. 

N.  Y.  C.-QUEENS:  ACTIVE  PRACTICE;  LARGE 

fully  equipped  office,  suitable  Internist,  G.P.,  group. 
Excellent  opportunity.  Box  732,  % N.  Y.  St.  Jr.  Med. 

MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
CH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 

OFFICES  FOR  RENT:  FULLY  EQUIPPED  FOR  TWO 

doctors.  Sole  village  doctor  recently  deceased;  28 
years  general  practice.  Eunice  L.  Williams,  Executrix 
Cicero,  N.Y.  OW  9-7443. 

INTERNIST— TO  REPLACE  WHITE  PLAINS  IN- 
ternist  retiring  because  of  illness.  Call  914  WH  9-9166. 

DERMATOLOGIST,  RESIDENCY  JUST  FINISHED; 
excellent  hospital  background;  desires  association  with 
group  of  specialists  in  medical  building  in  the  vicinity  of 
New  York.  Box  764,  % N.  Y.  St.  Jr.  Med. 

ROCHESTER,  NEW  YORK— OPHTHALMOLOGY; 

active,  interesting,  very  lucrative.  Excellent  opportunity 
for  competent  man.  Recent  death  makes  quick  action 
essential.  Contact  Hobart  Lerner,  M.D.,  720  East 
Avenue,  Rochester,  New  York. 

YOUNG,  PERSONABLE,  EXPERIENCED  G.  P.  SEEKS 
part  time  employment  N.  Y.  C.  or  L.  I.  vicinity.  Box  766, 
% N.  Y.  State  Jr.  Med. 

20  YEAR,  VERY  ACTIVE  GENERAL  PRACTICE  FOR 
sale  in  Queens.  Beautiful  split  level  home;  fully  equipped 
8 room  office  on  the  ground  floor;  reasonable.  “Chance  of 
a lifetime.”  Gross  income  in  1962:  $55,000.  Box  765,  % 
N.  Y.  St.  Jr.  Med. 

ANESTHETIST  DESIRES  WEEKEND  EMPLOYMENT. 
Also  obstetrical  anesthesia.  Write  Box  767,  % N.  Y.  St. 
Jr.  Med. 

EQUIPMENT  FOR  SALE 

WOMAN  NEUROLOGIST  DESIRES  ASSISTANT  Posi- 
tion, private  or  group  practice,  in  Manhattan  area.  Board 
eligible.  Canadian  certification.  Box  768,  % N.  Y.  St. 
Jr.  Med. 

FOR  SALE:  McFEDRIES  25  MA  X-RAY  AND  FLUORO- 
scope.  No  oflFer  refused.  WE  8-4223,  6-8  P.M. 

OBSTETRICIAN-GYNECOLOGIST  — 29.  BOARD 

eligible.  Finest  University  training.  Desires  group,  solo, 
or  partnership  opportunity.  Box  770,  % N.  Y.  St.  Jr. 
Med. 

X-RAY  MACHINE,  DEEP  THERAPY,  KELEKET, 
Model  220  C,  200  kv,  20  ma.  $1500.  Also  Standard 
stereo  cassette  changer-$200.  Illinois  9-7680. 

SURGEON,  D.S.,  F.A.C.S.— RETIRED  FROM  ACTIVE 
ward  service  desires  part-time  association  with  com- 
pensation, industrial,  insurance,  etc.  group.  Box  769,  % 
N.  Y.  St.  Jr.  Med. 

ADDITIONAL  CLASSIFIED  ADS 
ON  PAGES  2018-2019 
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REAL  ESTATE  FOR  SALE  OR  RENT 


OFFICE  SUITES  AVAILABLE 
NEW  MEDICAL  BUILDING 
KINNELON,  NEW  JERSEY 

Area  in  need  of:  general  practitioner,  sur- 
geon, obstetrician,  pediatrician  and  den- 
tist. 

HENRY  D.  RICKER,  BUTLER,  NEW  JERSEY 
TE  8-0400 


OFFICE  TO  SHARE;  PARK  AVENUE,  86TH  STREET. 
Includes  minor  operating  and  recovery  rooms.  Photo 
and  X-Ray  facilities.  Suitable  ENT,  plastic  or  similar 
specialty.  Box  754,  % N.  Y.  St.  Jr.  Med. 


UNUSUAL  OPPORTUNITY  FOR  INTERNIST,  PEDIA- 
trician,  ophthalmologist,  dermatologist,  ear,  nose  & 
throat  specialist,  in  one  of  the  largest  villages  in  Suffolk 
County.  None  of  these  spwialists  presently  in  area. 
Location  in  prestige  professional  building  with  seven 
professionals  and  space  for  three  more.  Box  756,  % N.  Y. 
St.  Jr.  Med. 


PROFESSIONAL  OFFICES  AVAILABLE.  NEW 
building,  air-conditioned,  garage,  doormen,  excellent 
transportation.  Physician  needed  in  area.  401  W.  56 
St.  PL  5-9134  or  BU  8-5468. 


SUITE  AVAILABLE  FOR  INTERNIST  IN  MEDICAL 
Clinic  Building  occupied  by  surgeon,  pediatrician,  ob-gyn 
doctor,  ophthalmologist.  Location,  Long  Island,  50  miles 
from  New  York.  Call  516  BR  3-4567. 


GARDEN  CITY,  L.  I.  HOME-OFFICE.  IMMEDIATE 
occup.  Ideal  second  office.  $38,500.  Call  weekdays: 
212  GI  2-5100,  ext.  228.  Week-ends:  516  PI  7-3140. 


FOR  RENT:  BROOKLYN,  LINCOI.N  RD.  BETWEEN 
Rogers  & Bedford  Aves.;  attractively  decorated,  well 
equipped  office.  IN  2-0569  evenings. 


FOR  RENT:  DOCTOR’S  OFFICE,  EXCELLENT 

location,  professional  bldg.,  Manhattan,  East  side.  Suit- 
able for  surgeon.  Phone  TE  8-7870. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


YONKERS,  COR.  BX.  RIVER  RD.  FOR  RENT  OR 
sale,  new  2 fm  brick,  suitable  for  office.  Excellent  resid. 
location  in  area  of  new  apt.  houses.  914  BE  7-5271 
evenings. 


FOR  RENT— 5 ROOM  SUITE,  AIR  COND.;  AMPLE 
parking.  Bay  Shore  area;  Brightwaters  Prof.  Bldg. 
MO  5-5074. 


WHITE  PLAINS:  FINEST  LOCATION;  WELL 

equipped  office,  X-Ray,  ECG.  Private  entrance.  Sublet 
afternoons,  evenings.  Also  suitable  psychiatrist.  Rea- 
sonable. 914  WH  8-6687. 


DOCTOR  RETIRING  OFFERS  EXCELLENT  OPPOR- 
tunity  for  successor.  Will  sell  building  and/or  all  equip- 
ment, office  furniture.  X-ray  machine,  etc.  Wide  general 
practice  established  for  years.  Write  now  for  all  details. 
James  F.  Johnson,  Realtor,  31  2nd  St.,  Troy,  N.  Y. 


FOR  RENT— MERRICK,  L.  I.,  N.  Y. ; FULLY  EQUIPPED 
office.  New,  modern.  For  general  practitioner  and,' 
or  pediatrician.  Professional  building.  Call  Mr.  Nagle, 
MA  3-6600. 


UNUSUAL  OPPORTUNITY  IN  HUDSON  RIVER  COM- 
munity  for  doctor.  22  room  home  in  excellent  condition. 
Ideal  for  clinic.  $39,000.  Metz-Wood  Agency,  Inc., 
Chatham,  N.  Y. 


LINDENHURST.  OFFICE  SPACE  AVAILABLE  IN 
modern  air-conditioned  professional  bldg,  on  main  street 
in  fast  growing  village  that  needs  a pediatrician,  obstetri- 
cian, radiologist.  Write  Wellwood  Realty,  498  S.  2nd  St., 
Lindenhm-st.  TU  4-0531. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  assures  good  results.  Free 
Service  first  18  days — rates  after  Free  Service  30%  on  ac- 
counts less  than  6 months  past  due;  33’/i%  less  than  a 
year;  35%  less  than  3 years  and,  50%  on  accounts  over  3 
years  old,  accounts  recovered  by  attorneys  and  on  the  first 
ten  dollars,  regardless  of  the  age  of  the  account.  Write  for 
listing  forms — Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y. 
36. 
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PHYSICIANS  WANTED 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
be  Board  eligible.  Write  Box  581,  % N.  Y.  St.  Jr.  Med. 


LOCUM  TENENS  WANTED;  MEDICAL  PRACTICE 
in  mid-Hudson  industrial  city;  accredited  hospitals; 
excellent  opportunity.  Box  757,  % N.  Y.  St.  Jr.  Med. 


WANTED;  PHYSICIAN  TRAINED  IN  INTERNAL 
medicine.  Large  modern  office;  city  of  50,000  upstate 
N.  Y.  $16, 000/year  starting  salary  with  future  partner- 
ship. Excellent  hospital  and  recreational  facilities.  Box 
758,  % N.  Y.  St.  Jr.  Med. 


OPHTHALMOLOGIST  AND  OTOLARYNGOLOGIST 
as.sociate — With  intention  of  semi-retirement  if  association 
proves  successful;  no  down  payment  necessary;  will 
consider  salary  on  retirement  for  sale  of  practice  and 
accounts  receivable.  Box  759,  % N.  Y.  St.  Jr.  Med. 


WANTED;  GENERAL  PRACTITIONER,  CLYDE, 
N.  Y.  Small  but  active  upstate  New  York  community 
located  in  Finger  Lakes  region;  area  population  7,500. 
Two  30  bed  hospitals  within  seven  miles.  Unusual  op- 
portunity for  establishing  an  excellent  general  practice. 
Write:  Chamber  of  Commerce,  Clyde,  N.  Y. 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Memcal  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


WANTED:  INTERNIST,  BOARD  QUALIFIED,  FOR 
large  hospital.  Box  702,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTICE:  UNLIMITED  OPPORTUNITY 
for  general  practitioner.  New  hospital  opening  in  18 
months.  Phone  or  write  Mahopac  Hospital,  Mahopac, 
New  York.  MA  8-3406. 


E.E.N.T.  ASSOCIATE  REQUIRED.  BOARD  ELIGIBLE 
in  one  or  other  specialty.  Working  conditions  excellent. 
Capital  district.  Percentage  leading  to  full  partnership. 
Tremendous  opportunity.  Box  712,  % N.  Y.  St.  Jr.  Med. 


PEDIATRICIAN  AND  G.P.  (NO.  OB.  OR  SURG.)  for 
new  young  group  of  2 G.P.’s,  Brd.  cert,  internist  and  sur- 
geon, with  established  practices  in  lovely  suburban  college 
town  75  miles  from  New  York  City.  Brand  new  building. 
X-ray,  lab.  Salary  open,  leading  to  possible  partnership 
in  one  year.  Box  722,  % N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED  TO  WORK  IN  NEW  YORK 
State,  months  of  July  and  August  doing  general  practice. 
Box  726,  % N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED  TO  DO  GENERAL  PRACTICE, 
to  join  a medical  group  of  four  general  practitioners  in 
New  York  State.  Partnership  at  the  end  of  one  year. 
Physician  must  be  under  40  years  of  age.  Please  forward 
resume  of  personal  & medical  background.  Box  727, 
%N.  Y.St.  Jr.  Med. 


LOCUM  TENENS  WANTED;  OCTOBER  1 TO  NOVEM- 
ber  1.  General  practice.  Bay  Ridge,  Brooklyn,  N.  Y. 
Call  SHore  Road  5-1252. 


PHYSICIANS  WANTED— CONT’D 


GARDINER,  N.  Y.  NEEDS  A GOOD  GENERAL  PRAC- 
titioner.  Midst  farm,  vacation,  state  college  area.  Popula- 
tion growing.  Nearest  physician  12  miles.  Contact 
C.  L.  Schoonmaker,  Civic  & Taxpayers  Assn.,  Gardiner, 
N.  Y.  914  AL  6-6700. 


ASSOCIATE  WITH  GENERAL  PRACTICE  BACK- 
ground  for  office  in  California’s  foremost  year-round  resort 
area.  Percentage  basis  or  share  expense  partnership. 
Box  723,  % N.  Y.  St.  Jr.  Med. 


PEDIATRICIAN  AS  ASSOCIATE:  LOWER  WEST- 

chester-Upper  Bronx.  Guaranteed  income  until  full 
partnership.  Teaching  hospital  affiliation.  Box  753, 
%N.  Y.St.  Jr.  Med. 


A YOUNG  PEDIATRICIAN,  BOARD  MEMBER  OR 
Board  eligible,  wanted  by  New  York  Medical  Group. 
Starting  salary  $15,000,  no  nights,  full  specialists  staff. 
Fringe  benefits.  Private  practice  permissible.  Box  751, 
% N.  Y.  St.  Jr.  Med. 


INTERNIST  WANTED  TO  ASSOCIATE  WITH  WEST- 
chester  County  internist.  Resume  1st  letter.  Box  763, 
% N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  WANTED:  COUNTRY 

atmosphere;  4,600  population;  School  Physician,  Health 
Officer  positions  available.  Hospitals  nearby.  Contact 
Mrs.  Thomas  M.  Barrett,  R.D.  #1,  Whitesboro,  New  York. 


SCHOOL  MEDICAL  SUPERVISOR  "NORTH  SYRA- 
cuse  Central  School  District  desires  physician  licensed  to 
practice  in  New  York  State  to  supervise  and  participate 
in  health  service  program  including  student  and  staff 
physical  examinations.  12,500  students.  Experience  in 
school  health  work  desirable.  Friendly  flowing  suburban 
community.  Apply,  outlining  qualifications,  background 
and  salary  desired  to  Dr.  Franklyn  S.  Barry,  Superin- 
tendent of  Schools,  305  South  Main  Street,  North  Syracuse, 
New  York. 


DIRECTOR,  MEDICAL  EDUCATION— INTERNIST 
or  Medical  sub-specialty.  Board  Certified/eligible. 
313-bed  general  hospital  with  internship  and  surgical 
residency.  University  affiliation  (psychiatry)  with  chal- 
lenging program  in  other  services  being  initiated.  Medical 
school  faculty  appointment  encouraged.  Compensation 
commensurate  with  training,  ability  and  experience. 
Write  Dr.  W.  T.  Rumage,  Jr.,  Director,  Medical  Educa- 
tion, Norton  Memorial  Infirmary,  Louisville,  Kentucky. 


PHYSICIAN  WANTED.  MALE  OR  FEMALE,  FOR 
July  and  August.  Licensed.  For  Bernarr  MacFadden 
Health  Spa  in  Dansville,  N.  Y.  Call  Lackawanna  4-2330 
or  write  ter  320  West  34th  Street,  New  York. 
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A.W.,  age  62— Psoriasis:  4 years’  duration. . .cleared  in  11  days^ 


Effective  alone  in  atopic  dermatitis,  eczematous  dermatitis,  seborrheic  dermatitis 
and  certain  cases  of  psoriasis.  The  use  of  occlusive  dressing  in  psoriasis  will  normally 
enhance  effectiveness.  The  0.1%  Cream  or  Ointment  is  usually  effective  in  abating 
symptoms  of  skin  conditions  responsive  to  topical  triamcinolone,  but  the  0.5%  Cream 
may  be  found  preferable  in  more  resistant  cases.  Dosage:  Apply  small  quantity 
to  area  3 or  4 times  daily.  Side  Effects  are  rare.  Contraindications:  tuberculosis  of 
the  skin,  herpes  simplex  and  chicken  pox.  Use  with  care  on  infected  areas. 

Supplied  in  5 and  15  Gm.  tubes  and  14  lb.  jars.  Also  available  with  Neomycin. 


CREAM  0.1%,  0.5% 
OINTMENT  0.1% 


Triamcinolone  Acetonide 


t(  With  triamcinolone  ointment  0.1%  and  occlusive  dressing  technique). 

Nierman,  M.  M.:  Triamcinolone  in  Psoriasis  and  Other  Dermatoses,  A New  Method  of  Topical  Application.  Scientific 
Exhibit  Presented  at  the  Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles,  California,  November  25>28, 1962. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Before  Duffy  could  pitch  a strike 


. . . vertigo  struck  him. 


The  team  doctor  gave  him  Antivert. 


Antivert  stopped  the  vertigo. . . 


but  Antivert  can't  stop  everything. 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of 
vestibular  dysfunction,  with  nicotinic 
acid,  a drug  of  choice  for  prompt 
vasodilation.  Side  reactions,  usually 
only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to 
vasodilation  produced  by  nicotinic  acid. 
As  with  all  vasodilators.  Antivert  is 
contraindicated  in  severe  hypotension 
and  hemorrhage.  For  complete  pre- 
scription information,  consult  product 
brochure.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s 
syndrome  and  allied  disorders. 

*Scal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 

38:738  (Sept.)  1959. 

Antiveif 
stops  vertigo 

...and  for  your  geriatric  patients: 

NEOBON® 

See  Physicians’  Desk  Reference 
for  prescription  information. 

New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World's  Well-Being® 


2021 


the  man  in  action  is  the  one  taking... 


KAF= 


Each  ELDEC  Kapseal  contains  vitamins  — 1,667  units  A,  0.67  mg.  thiamine  mononitrate, 
0.67  mg.  riboflavin,  0.5  mg.  pyridoxine  hydz'ochloride,  0.1  mg.  folic  acid,  33.3  mg.  ascorbic 
acid,  16.7  mg.  nicotinamide,  10  mg.  dl-panthenol,  6.67  mg.  choline  bitartrate;  minerals  — 
16.7  mg.  ferrous  sulfate  (exsiccated),  0.05  mg.  iodine  (as  potassium  iodide),  66.7  mg.  calcium 
carbonate ; dige.stive  enzymes— 20  mg.  Taka-Diastase®  {Aspergillus  oryzae  enzymes),  133.3  mg. 
pancreatin  ; amino  acids— 66.7  mg.  1-lysine  monohydrochloride,  16.7  mg.  dl-methionine ; gonadal 
hormones  — ] .67  mg.  methyltestosterone,  0.167  mg.  Theelin  (estrone). 


for  your  mature  patients. . . 
a better  prognosis  for  future  health  and  vitality 


Formulated  a.s  an  aid  in  preventive  geriatrics,  ELDEC  Kapseals  provide  a source  of  vitamins, 
minerals,  hormones,  and  digestive  enzymes  to  help  offset  deficiencies  often  associated  with 
aging.  Thus,  if  prescribed  during  your  patient’s  middle  years,  ELDEC  Kapseals  may  help 
to  establish  a firm  ba.se  for  his  optimum  health  and  vitality  in  later  life. 


Iiidicatioiifi:  To  supplement  other  sources  of  vitamins,  minerals,  hormones,  digestive  enzymes, 
and  amino  acids.  Precautions:  Contraindicated  in  patients  wherein  estrogen  or  androgen 
therapy  should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate,  and  in 
patients  with  a familial  tendency  to  these  types  of  malignancy ; give  cautiously  to  females  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculini-  i^— — — — — — 

zation.  Female  patients  should  follow  each  21-day  course  with  a PARKE“DAVIS 
7-day  rest  interval.  ELDEC  Kapseals  are  supplied  in  bottles  of  100.  oavis  a company.  d.i,o,i  h.  m,c/,i,.p 


3163 


Neiu  York  State  Journal  of  Medicine 


Fublished  twice  a month  by  the  Medical  Society  of  the  State  of  New  York.  Publication  Office:  20th  and  Northampton  Sts., 
Easton,  Pa.  Editorial  and  Circulation  Office:  750  Thiid  Ave.,  New  York  17,  N.  Y.  Change  of  Address:  Notice  should  state 
whether  or  not  change  is  permanent  and  should  include  the  old  address.  Six  weeks  notice  is  required  to  effect  a change  of 
address.  Fifty  cents  per  copy — $7.50  per  year.  Second-class  postage  paid  at  Easton,  Penna. 


JULY  15,  1963  VOLUME  63  NUMBER  14 


The  Editors  of  the  Journal  assume  no  responsibility  for  opinions  and  claims  expressed  in  the 
articles  contributed  by  individual  authors.  Contributions  accepted  for  original  publication  only. 


Scientific  Articles 

2061  Chronic  Ulcerative  Colitis  at  a Medical  Center  in  Western  New  York  State,  Complica- 
tions and  Course 
Maurice  L.  Kelley,  Jr.,  M.D. 

2076  Plethysmo graphic  Study  of  the  Peripheral  Circulation  in  Diabetic  Neuropathy 

Richard  A.  Chambers,  M.D.,  and  B.  E.  Mck.  Hazlett,  M.D. 

2083  Chnical  Circulation  Test  for  Cerebrovascular  Insufficiency 
Emanuel  Goldstein,  M.D.,  F.I.C.A. 

Case  Reports 

2088  Association  of  Parkinsonism  and  Other  Neurologic  Disorders 
Tung-Hui  Lin,  M.D.,  and  Irving  S.  Cooper,  M.D. 

2095  Estivo-Autumnal  Malaria  in  New  York  City,  Diagnostic  Difficulties 
Carl  Reich,  M.D.,  and  Anny  Baumann,  M.D. 

2097  New  Treatment  for  Photosensitive  Skin  Eruptions,  Results  Obtained  with 
Vitamin  Be 

Edward  H.  Mandel,  M.D.,  F.A.C.P. 

2101  Use  of  Methoxamine  Hydrochloride  in  Treatment  of  Paroxysmal  Supraventricular 
Tachycardia 
Walter  T.  Zimdahl,  M.D. 

Clinicopathologic  Conference 

2105  Alcoholism,  Ascites,  and  Atrial  Fibrillation 

The  Bronx-Lebanon  Hospital  Center,  Fulton  Division 

Tropical  Medicine  for  Temperate  Climates 

2112  Hookworm 

Kevin  M.  Cahill,  M.D.,  D.T.M.  & H. 

Correlation  Conferences  in  Radiology  and  Pathology 

2116  Mitral  Stenosis 

State  University  of  New  York  Upstate  Medical  Center 
continued  on  page  2026 
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constant  degerming  of  skin,  faster  clearing,  better  results 


adjunct  to  any  acne  therapy 


I Regular  washing  with  pHisoHex  instead  of 
I soap  can  be  a decisive  factor  in  the  successful 
I ' management  of  acne.  pHisoHex  degerms  skin 
ji  constantly,  even  between  washings.  With  fre- 
quent, exclusive  use  it  builds  up  an  antibacte- 
I'  rial  film  on  the  skin  to  help  guard  against 

ji  infection. 

h 

I In  a series  of  67  patients  using  pHisoHex  to 
!'  treat  acne,  50  per  cent  found  that  their  acne 
I lesions  “...cleared  in  a matter  of  one  to  two 
weeks. All  except  ten  found  “...‘pHisoHex’ 
the  most  effective  treatment  they  had  tried. 

I pHisoHex,  containing  3 per  cent  hexachloro- 
! phene,  enhances  any  therapy  for  acne.  Hexa- 
chlorophene  is  100  times  more  effective  than 
Jji  soap  in  ridding  the  skin  of  bacteria. 2 pHisoHex 
removes  dirt,  emulsifies  oil  and  cleanses  acne 
skin  rapidly  and  thoroughly.  It  is  superior  to 
; soap  in  cleansing  the  orifices  of  the  sebaceous 

; glands,  sweat  glands  and  hair  follicles.  Non- 

alkaline,  nonirritating  and  hypoallergenic, 
I 


pHisoHex  lacks  the  potentially  harmful  quali- 
ties of  soap. 

With  pHisoHex,  prescribe  pHisoAc®  Cream  for 
essential  keratolytic  action.  pHisoAc  dries, 
peels  and  masks  lesions— helps  prevent  come- 
dones, pustules  and  scarring.  pHisoAc  Cream 
contains  colloidal  sulfur  6 per  cent,  resorcinol 
1.5  per  cent  and  hexachlorophene  0.3  per  cent. 
In  a recent  series^  of  100  patients  with  acne 
vulgaris  treated  with  pHisoHex  and  pHisoAc, 
good  or  excellent  results  were  obtained  in  79. 

How  Supplied:  pHisoHex  is  available  in  unbreakable 
squeeze  bottles  of  5 oz.  and  1 pint,  in  unbreakable 
plastic  bottles  of  1 gallon  and  in  combination  package 
with  pHisoAc  Cream. 

References:  1.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and 
East,  M.  0.:  Practitioner  189:82,  July,  1962.  2.  Sea- 
stone,  C.  V.;  Surg.  Gynec.  & Obst.  84:355,  March,  1947. 
3.  Wexler,  Louis:  Treatment  of  acne  vulgaris,  Clin.  Med. 
70:404,  Feb.,  1963. 

Winthrop  Laboratories 
New  York  18,  N.Y. 

pHisoHex  and  pHisoAc,  trademarks  reg.  U.  S.  Pat.  Off. 
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Abscess 
Acne 

Amebiasis,  acute,  intestinal 
Anthrax 

Bacillary  dysentery 
Bacteremia 
Bartonellosis 
Bronchitis,  acute 
Bronchopulmonary  infection 
Brucellosis,  acute 

(IN  COMBINATION  WITH  OTHER 
ANTIMICROBIAL  AGENTS) 

Chancroid 

Diphtheria 

(IN  CONJUNCTION  WITH  ANTITOXIN 
AND  ROUTINE  ESTABLISHED  THERAPY) 

Endocarditis,  subacute,  bacterial 
Genitourinary  infection 
Gonorrhea 

Granuloma  inguinale  (donovanosis) 
Infections  associated 
with  pancreatic  fibrosis 
Listeriosis 

Lymphogranuloma  venereum 
Meningitis,  purulent 
Mixed  bacterial  infection 
Osteomyelitis 
Otitis 

(EXTERNA  OR  MEDIA) 

Pertussis 

Pharyngitis 

Pneumonia 

(WITH  OR  WITHOUT  BACTEREMIA) 

Psittacosis 

Pyelonephritis,  acute  and  chronic 
Rocky  Mountain  spotted  fever 
Scarlet  fever 


Septicemias 

(STAPHYLOCOCCAL  AND  PNEUMOCOCCAL) 

Sinusitis 

Soft  tissue  infections 
Tonsillitis 
Tularemia 


proven 
effective 
in  over 


disease 

entities... 


Typhus  fever 
Urethritis 

(NONGONOCOCCAL) 

associated  with  tetracycline- 
sensitive  microorganisms,  the 
more  important  of  which  are: 

STREPTOCOCCI 

STAPHYLOCOCCI 

PNEUMOCOCCI 

GONOCOCCI 

SHIGELLAE 

RICKETTSIAE 

KLEBSIELIAE 

and,  in  particular,  with  certain 
species  of  tetracycline-sensitive 
microorganisms  such 
as  the  following: 

HEMOPHILUS  INFLUENZAE 
STREPTOCOCCUS  PYOGENES 
DIPLOCOCCUS  PNEUMONIAE 
CORYNEBACTERIUM  DIPHTHERIAE 
ESCHERICHIA  COLI 

Surgical  and  dental  preoperative 
and  postoperative  prophylaxis 
Syphilis 

(WHERE  THE  PATIENT  IS  PENICILLIN-SENSITIVE) 

Typhoid  fever 

(WHEN  CHLORAMPHENICOL  IS  CONTRAINDICATED) 

Agammaglobulinemia  or  hypogamma- 
globulinemia and  recurring  infections 

(WITH  GAMMA  GLOBULIN  THERAPY) 


ACHROMYCIN’ V 

TETRACYCLINE  HCI  aimc  ACID 


SIDE  EFFECTS  (infrequent  and  usually  mild):  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea, 
vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms. 

CONTRAINDICATIONS:  None,  but  the  following  precautions  should  be  observed:  high-calcium- 
content  foods  or  drugs  should  not  be  taken  for  at  least  one-half  hour  after  each  dose;  avoid 
excessive  accumulation  of  antibiotics  by  reducing  dosage  in  patients  with  impaired  renal  func- 
tion; consider  possibility  of  discoloration  of  teeth  during  tooth  development  (late  pregnancy, 
infancy  or  early  childhood). 

CAPSULES-250  mg.  and  100  mg.;  SYRUP;  PEDIATRIC  DROPS. 


LEDERLE  LABORATORI ES  ■ A Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River.  New  York 
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oral 

Orenzyme 

reduces  inflammation  leases  pain 


(oral,  enteric  coated 
enzyme  tablet*  'National') 


saves  days  in  healing 


Accelerate  healing  in  your  patients: 

In  sprains,  strains  and  other  traumatic  injuries, 
oral  Orenzyme  helps  resolve  the  impediments  to 
healing  due  to  acute  inflammation. This 
. . direct  facilitation  of  drainage  from  the  in- 
flamed area”2  permits  speedier  recovery.  Oral 
Orenzyme,  the  original  enzyme  tablet  for  faster 
tissue  repair,  saves  days  in  healing  in  all  these  con- 
ditions: ocular  inflammation  • fractures  • sprains 
• strains  • dislocations  • lacerations  • thrombo- 
phlebitis • ulcerations  • also  helps  liquefy  tena- 
cious bronchial  mucous  secretions. 

Side  Effects:  Side  effects  are  rare.  If  they  occur, 
discontinuation  of  the  drug  is  recommended. 
Composition:  Each  tablet  contains  trypsin  68%, 
chymotrypsin  30%,ribonuclease  2%, equivalent 


in  proteolytic  activity  to  20  mg.  of  crystalline 
trypsin.  Compatibilities:  There  are  no  known  in- 
compatibilities. Other  medications  may  be  given 
with  Orenzyme  if  indicated.  In  infection,  appro- 
priate antibiotic  therapy  should  be  used  concur- 
rently. Dosage:  Adequate  dosage  is  important. 
Initially  2 tablets  q.i.d.  When  Orenzyme  is  ad- 
ministered concurrently  with  parenteral  trypsin, 
or  for  maintenance  dosage,  1 tablet  q.i.d.  is  rec- 
ommended. Supplied:  Bottles  of  48  and  500  red, 

enteric  coated  tablets.  *U.  S.  PATENT  NO.  3,004,893 

References:  1.  Lichtman,  A.  L.:  Delaware  M.J.  55:11,  1961. 
2.  Coleman,  J.  M.;  Vaughn,  A.  M.;  Annan,  C.  M.,  and  Caserta, 
J.  A.:  South.  M.J.  55:1467,  1960.  3.  Tuttle,  E.:  Exper.  Med. 
& Surg.  77:210,  1959.  e/ea  o-szaVsa 

Ig^THE  NATIONAL  DRUG  COMPANY 
Jli  U Division  of  Richardson-Merrell  Inc.,  Philadelphia  44,  Pa. 
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for  dryness  and  itching,  prickly  heat  and  rash 
intertrigo,  insect  bites,  other  summer  skin  discomforts 


1 


SARDO  acts  promptly  to  help  restore  needed 
natural  oil  and  moisture  to  dry,  itchy  skin,  by 
helping  to  re-establish  the  normal  lipid-aque- 
ous balance.  Thus  SARDO  eases  irritation, 
soothes,  softens,  brings  sustained  comfort. 

USED  IN  THE  BATH,  SARDO  releases  millions 
of  microfine  water-dispersible  globules*  to  pro- 
vide an  emollient  suspension  which  enhances 
your  other  therapy  ...  in  prickly  heat,  intertrigo. 


insect  bites,  skin  dryness  and  itch  of  atopic  der- 
matitis, eczematoid  dermatitis,  senile  pruritus, 
soap  dermatitis,  etc. 


Patients  appreciate  pleasant,  convenient,  easy- 
to-use  SARDO.  Non-sensitizing.  Most  economical. 
Bottles  of  4,  8 and  16  oz. 


Write  for  QcmpSu 


and  literature  . . . 


Sardeau,  Inc. 


75  East  55th  Street 
New  York  22,  New  York 


♦Pat.  Pend.  T.  M.©  1963  by  Sardeau,  Inc. 
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Betadine  Products,  in  all  seven  dosage  forn 
contain  povidone-iodine,  a complex  of  polyvim 
pyrrolidone  and  iodine,  providing  all  the  gern 
cidal  properties  of  elemental  iodine  . . . yet  Bet 
dine  (povidone-iodine)  is  nonirritating,  nonsen; 
tizing,  and  nontoxic  to  skin  or  mucosa. 
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l^tROSOV 


roducts 

\lock  a wide 
pge  of  usefulness 


Betadine  Products  are  effective  in  preventing  ai 
treating  a variety  of  infections  frequently  e 
countered  in  the  practice  of  otolaryngology,  orth 
pedics  and  orthopedic  surgery,  obstetrics  ai 
gynecology,  oral  surgery,  pediatrics,  surgery  aJ; 
dermatology.  | 

The  clinical  results  reported  under  various  coi 
ditions  of  use  make  Betadine  (povidone-iodin-; 
preparations  valuable  adjuncts  both  in  the  he! 
pital  and  in  private  practice.  Literature  availal 
upon  request. 


PRODUCTS  CO.,  INC. 

PETERSBURG,  VIRGINIA 
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Medical  News 


Course  in  corneal  surgery 

A concenti’ated  course  in  corneal  surgery  will 
be  offered  at  the  Brooklyn  Eye  and  Ear 
Hospital  December  5 through  7 under  the 
direction  of  A.  Benedict  Rizzuti,  M.D.,  and 
staff. 

Present  concepts  of  various  phases  of  corneal 
surgery  will  be  stressed.  Allied  subjects,  such 
as  instrumentation,  beta  radiation,  contact 
lenses,  and  operating  room  photography  will  be 
discussed.  Keratoplasty  procedures  in  the 
operating  room  will  be  demonstrated  according 
to  availability  of  donor  material.  Participants 
will  be  offered  an  opportunity  to  apply  surgical 
technics  on  animad  eyes. 

Inquiries  should  be  dh'ected  to  Mr.  Frederick 
Upton,  Administrator,  Brooklyn  Eye  and  Ear 
Hospital,  29  Greene  Avenue,  Brooklyn  38, 
New  York. 

American  Board  of  Obstetrics 
and  Gynecology 

Following  is  a hst  of  physicians  examined  and 
certified  by  the  American  Board  of  Obstetrics 
and  Gynecology  on  May  3. 

Dolores  B.  Amar,  M.D.,  Seaford;  Margot 
Ammann,  M.D.,  New  York  City;  George  D. 
Anderson,  M.D.,  Saratoga  Springs;  Gerald 
J.  E.  Ansell,  M.D.,  Binghamton;  Douglas  H. 
Barns,  M.D.,  Cooperstown;  Herbert  Bauer, 
M.D.,  Syracuse;  Howard  Berk,  M.D.,  Bayside; 
Richard  L.  Bernstine,  M.D.,  New  York  City; 
John  Brooks,  M.D.,  Huntington;  Paul  T. 
Buerger,  M.D.,  Lockport;  Michael  S.  Burnhill, 
M.D.,  Brooklyn;  John  F.  Burns,  M.D.,  New 
Rochelle;  MitcheU  B.  Caiey,  M.D.,  New 
Rochelle;  Philip  A.  Corfman,  M.D.,  Hudson; 
Norman  G.  Courey,  M.D.,  Grand  Island, 
William  F.  Crittendon,  M.D.,  New  York  City; 
Leonard  R.  Elmaleh,  M.D.,  New  York  City; 
Theresa  M.  Figueira,  M.D.,  Brooklyn;  Stanley 

L.  Goldberg,  Spring  Valley;  Mitchell  B.  Gold- 
man, Oakdale;  Wilfred  E.  L.  Gordon,  M.D., 
Niagara  Falls;  Victor  Hahtsky,  M.D.,  Hicks- 
ville;  and  E.  Jack  Harris,  M.D.,  Massapequa. 

A/so:  Robert  C.  Hays,  M.D.,  Syracuse; 

Raymond  W.  Hem-y,  M.D.,  New  York  City; 
Andrew  Matthew  Kenlon,  M.D.,  Buffalo; 
Thomas  F.  Kilcourse,  M.D.,  West  Islip;  Jack 
I.  Lipman,  M.D.,  Huntington;  Benjamin  Lo 
Presto,  M.D.,  Brooklyn;  Frederick  J.  Marston, 
Jr.,  M.D.,  New  York  City;  Joseph  E.  Mather, 

M. D.,  Oswego;  John  G.  Meagher,  M.D., 
Huntington;  Paul  R.  Packer,  M.D.,  New 
Rochelle;  Amos  J.  Penfield,  M.D.,  Syracuse; 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Hemy  W.  Pletcher,  M.D.,  Poughkeepsie; 
Robert  F.  Porges,  M.D.,  New  York  City; 
Robert  J.  Rauch,  M.D.,  Cedarhurst;  William 
N.  Rotton,  M.D.,  Utica;  Guillermo  A.  Sanga- 
lang,  M.D.,  New  York  City;  Bernard  J. 
Sicuranza,  M.D.,  Ridgewood;  Thomas  R. 
Sweeney,  M.D.,  Rochester;  Ira  H.  Tepper, 
M.D.,  New  Hyde  Park;  James  B.  Tormey,  Jr., 
M.D.,  Garden  City;  Ekren  S.  Turan,  M.D., 
New  York  City;  James  D.  Van  Doren,  M.D., 
Syracuse;  Richard  J.  Weishaar,  M.D.,  West 
Nyack;  Robert  E.  Wieche,  M.D.,  New  York 
City;  Joseph  Wiederman,  M.D.,  New  York 
City;  and  Galen  S.  Woolley,  M.D.,  New  York 
City. 

Fellowships  in  allergy 

The  Allergy  Foundation  of  America  an- 
nounces the  availability  of  four  postdoctoral 
fellowships  in  research  and  clinical  allergy. 

These  fellowships,  which  are  for  two  years, 
were  estabhshed  to  prepare  a gi’oup  of  promising 
yoimg  physicians  for  reseai’ch,  hospital,  and 
university  careers  in  allergy. 

Recipients  will  receive  intensive  and  highly 
specialized  advanced  training  in  reseai'ch  and 
chnical  allergy,  thus  equipping  them  to  become 
leaders  in  this  rapidly  expanding  field. 

Candidates  must  be  graduates  of  approved 
medical  schools  and  must  have  completed  at 
least  two  years  of  hospital  internship  training. 
They  are  expected  to  divide  then-  time  between 
research  work  and  clinical  training  in  aUei’gy  as 
arranged  with  the  preceptor. 

At  present  fom'  Fellowships  are  available 
imder  the  following  preceptors: 

Rudolph  L.  Baer,  M.D.,  Professor  and 
Chau-man,  Department  of  Dermatology,  New 
York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York  16,  New  York; 
Dan  H.  Campbell,  Ph.D.,  Department  of  Im- 
munology and  Chemistry,  California  Institute 
of  Technology,  Pasadena,  California;  Frank  J. 
Dixon,  M.D.,  Head,  Division  on  Experimental 
Pathology,  Scripps  Clinic  and  Research  Founda- 
tion, Prospect  Street,  La  JoUa,  California;  and 
Francis  C.  Lowell,  M.D.,  Chief  of  Allergy, 
Massachusetts  General  Hospital,  Boston  14, 
Massachusetts. 

The  stipend  for  the  first  year  is  $5,400;  for 
the  second  year,  $6,300;  laboratory  and  travel 
expenses  for  the  two-year  period,  $800. 

The  awards  are  made  by  the  Board  of  Du'ec- 
tors  of  the  Foundation  on  the  recommendations 
of  its  Scientific  and  Educational  Council. 

Requests  for  applications  should  be  sent 
directly  to  the  Secretary  of  the  Scientific  and 

continued  on  page  2038 
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Helps  the  epileptic  to  realize  his  potential 

DILANTIN 

(DIPHENYLHYDANTOIN  SODIUM) 


PARKEDAVIS 


Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  “...has  brought  new 
hope  to  an  entire  generation  of  seizure  patients "* 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  poiyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism, 
and  excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents, 
and  young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress, 
nausea,  weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  All 
usually  subside  with  continued  use.  Megaloblastic  anemia  has  been  reported.  Nystagmus 
may  develop.  Nystagmus  in  combination  with  diplopia  and  ataxia  indicates  dosage  should  be 
reduced.  Periodic  examination  of  the  blood  is  advisable. 


DILANTIN  Sodium  (diphenylhydantoin  sodium)  is  available  in  several  forms  including  Kap- 
seals,®  0.03  Gm.  and  0.1  Gm.,  bottles  of  100  and  1,000 

PARKE-DAVIS 


♦Roseman,  E.:  Neurology  1 1:912,  1961. 
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when  spasm  hits . . . 


relieve  spasm . . . promote  normal  function 


lew  PA  THILON^' SEQUELS’ with  Phenobarbital 

TRIDIHEXETHYL  CHLORIDE  Smtained  Release  Capsules 

Each  capsule  contains : Tridihexethyl  chloride ...  75  mg. ; Phenobarbital ...  45  mg. 


’ormulated  for  controlled  release  of  the  active 
igredients,  for  sustained  anticholinergic  pro- 
ection  against  spasm  and  pain  in  the  G.I.  tract, 
'.s  well  as  sustained  phenobarbital  action. 
Eliminates  the  necessity  for  numerous  doses ; 
lattens  out  “peaks  and  valleys”  in  drug  blood 
jvels  that  can  minimize  effectiveness ; and  re- 
eases protective  medication  through  the  night, 
effective  in  organic  and  functional  disorders 
f the  gastrointestinal  tract  (duodenal  ulcer, 
ntestinal  colic,  ileitis,  esophageal  spasm, 
ntestinal  spastic  colon,  alcohol-induced  G.I. 
ipsets,  gastric  hypermotility)  and  anxiety 


neurosis  with  G.I.  symptoms.  Should  be  used 
as  an  adjunct  to  other  measures.  Side  Effects 
due  to  tridihexethyl  chloride:  dry  mouth, 
blurring  of  vision,  constipation.  Contraindi- 
cations: urinary  bladder  neck  obstruction; 
glaucoma;  obstructive  congenital  anomalies 
of  the  gastrointestinal  tract;  pyloric  obstruc- 
tion ; congenital  megacolon ; and  stenosing 
gastric  or  duodenal  ulcer  with  significant  gas- 
tric retention.  Supphi:  Bottles  of  30  and  500. 

Also  available:  PATHILON  SEQUELS  (with- 
out phenobarbital)  Tridihexethyl  chloride, 
75  mg.  Bottles  of  30  and  500. 


LKDERLE  LABORATORIES,  A Division  of  Amoiican  Cyamimid  Company,  Pearl  River,  N.Y. 
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Educational  Council,  Allergy  Foundation  of 
Amei'ica,  801  Second  Avenue,  New  York  17, 
New  York.  At  the  same  time  each  applicant 
should  indicate  which  of  the  Fellowships  is  his 
first  choice. 

Nursing  home  accreditation 

A National  Council  for  the  Accreditation  of 
Nursing  Homes,  jointly  sponsored  by  the 
American  Medical  Association  and  the  American 
Nursing  Home  Association,  has  been  organized 
to  carry  out  a nationwide  program  to  promote 
high  standards  among  nursing  homes. 

Organization  of  the  new  council,  including  the 
appointment  of  a nine-member  Board  of 
Directors,  was  completed  at  a meeting  of  rep- 
resentatives of  the  A.M.A.  and  the  A.N.H.A. 
in  Chicago. 

The  Council  will  be  headquartered  in  Chicago, 
with  a full-time  executive  director  to  administer 
the  program.  The  executive  dii'ector  has  not 
yet  been  elected. 

The  number  of  skilled  nursing  homes  in- 
creased from  7,000  in  1954  to  9,700  in  1961,  with 
a to*al  bed  capacity  increase  from  180,000  to 
338,700. 

Research  fellowship  established 

The  National  Foundation-March  of  Dimes 
has  set  up  a fellowship  award  for  scientists  at 
retirement.  The  first  recipient  is  Helen  B. 
Taussig,  M.D.,  professor  of  pediatrics  at  Johns 
Hopkins  University  and  specialist  in  birth  de- 
fects. The  gi-ant  of  $40,100  from  the  founda- 
tion to  the  university  will  underwrite  Dr.  Taus- 
sig’s research  for  five  years. 

The  fellowship  is  named  in  memory  of 
Thomas  M.  Rivers,  M.D.,  late  vice-president  of 
the  Rockefeller  Institute  and  medical  director 
of  the  National  Foundation. 

Chemotherapy  group  formed 

An  organization  has  been  established  for 
scientists  specializing  in  the  general  field  bearing 
on  the  effects  of  drugs  on  humans. 

It  is  called  the  American  College  of  Clinical 
Pharmacology  and  Chemotherapy  and  has  been 
organized  by  nine  specialists.  Membership 
will  be  limited  to  scientists  holding  the  M.D. 
degree  or  the  Ph.D.  in  one  of  the  medical 
sciences  who  are  dedicated  to  “clinical  research 
with  chemical  substances.” 

McKeen  Cattell,  M.D.,  professor  emeritus  of 
pharmacology  at  the  Cornell  University  College 
of  Medicine,  was  elected  president;  Duncan  E. 
Hutcheon,  M.D.,  of  the  Seton  Hall  College  of 
Medicine,  executive  secretary  and  treasurer; 
and  Theodore  Greiner,  M.D.,  of  the  Baylor 
University  College  of  Medicine,  vice-president. 

Personalities 

Elected.  Herbert  Chasis,  M.D.,  cardiologist 


and  associate  professor  of  medicine.  New  York 
University  School  of  Medicine,  as  president  of 
the  New  York  Heart  Association  . . . Abraham 
Jezer,  M.D.,  associate  clinical  professor  of 
medicine  at  the  Albert  Einstein  College  of 
Medicine,  president;  Eusebius  J.  Murphy, 
M.D.,  vice-president;  Oscar  A.  Palatucci,  M.D., 
secretary-treasurer;  and  Maxwell  Spring,  M.D., 
and  Joseph  S.  Feibush,  M.D.,  members-at- 
large  of  the  Bronx  Chapter  of  the  New  York 
State  Society  of  Internal  Medicine.  . . Robert 

L.  Yeager,  M.D.,  medical  director  of  Summit 
Park  Sanatorium,  Pomona,  as  president  of  the 
State  Charities  Aid  Association,  statewide 
health  and  welfare  organization. 

Appointed.  Robert  W.  Ballard,  M.D.,  as 
director  of  medical  research  of  Winthrop 
Laboratories,  New  York  City.  . . Joseph  J. 
Sconzo,  M.D.,  formerly  associate  director  at 
Central  Islip  State  Hospital,  as  director  of 
Buffalo  State  Hospital;  J.  Rothery  Haight, 

M. D.,  formerly  assistant  director  (administra- 
tive) at  Kings  Park  State  Hospital,  as  director 
of  St.  Lawrence  State  Hospital;  and  Martin 
Lazar,  M.D.,  formerly  director  at  Utica  State 
Hospital,  as  director  of  Bronx  State  Hospital; 
all  effective  June  6 as  a result  of  civil  service 
promotion  based  on  a competitive  examina- 
tion . . . Robert  P.  Whalen,  M.D.,  Albany,  as 
associate  commissioner  for  Community  Health 
Services  in  the  State  Health  Department. 

Awarded.  Karl  H.  Beyer,  M.D.,  vice-pres- 
ident for  life  sciences  of  Merck  Sharp  & Dohme 
Research  Laboratories,  the  first  Lakey  Honorary 
Lecture  Award  at  Wayne  State  University  in 
Detroit. 

Speakers.  Mary  Steichen  Calderone,  M.D., 
M.P.H.,  medical  director  of  the  Planned 
Parenthood  Federation  of  America,  Inc.,  before 
the  American  Public  Health  Association- 
Southern  Branch  on  May  9;  American  Psy- 
chiatric Association  on  May  10;  Pennsylvania 
State  Medical  Society  Institute  on  Perinatal 
Mortality  and  Morbidity  on  May  16;  Health 
Officers  Section  of  the  Florida  State  Medical 
Society  on  May  19;  North  Carolina  Board  of 
Health  Conference  on  Control  of  Conception  on 
May  24;  South  Carolina  Public  Health  As- 
sociation on  May  31  on  “Planned  Parenthood,” 
and  before  the  New  York  State  Association  of 
School  Physicians  on  June  10  on  “Sex  Education 
and  the  School  Physician”  . . . George  James, 
M.D.,  New  York  City  Commissioner  of  Health, 
before  graduating  phvsicians  at  the  New  York 
Polyclinic  Medical  School  and  Hospital,  New 
York  City,  on  the  dangers  of  cigaret  smoking 
and  their  relation  to  cancer  ...  A.  W.  Martin 
Marino,  Jr.,  M.D.,  Brooklyn,  before  the 
American  Proctological  Society  in  San  Francisco 
in  May  on  “Proctologic  Observations  in  Male 
Homosexuality”.  . . George  T.  Pack,  M.D.,  New 
York  City,  before  the  twelfth  annual  staff  and 
alumni  day  of  the  Saint  Marv’s  Hospital  in 
San  Francisco,  California,  on  “The  Diagnoses 

continued  on  page  2040 
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^RAMiNE 

nay  make  the 
lifference  between 
lleath  and  survival... 
iiecause  you  can 
jreat  shock 
|m  the  scene 

b traumatic  shock:  Aramine®  meta- 
pminol  bitartrate  buys  essential 
me  when  shock  follows  brain 
page  or  severe  hemorrhage.  In 
rave  emergencies,  direct  intra- 
pnous  injection  brings  immediate 
essor  response,  improves  renal 
asma  flow,  cerebral  and  coro- 
3ry  blood  flow... with  little 
lance  of  tissue  irritation  or 
3crosis. 

I cardiogenic  shock: 

RAMiNE  has  a smooth  pre- 
ctable  vasopressor  effect 

0 apparent  vasodilating 
Dmponent)  and  a direct 
yocardial-stimulating 
ffect.  It  can  be  given 
Itramuscularly,  subcuta- 
eously,  or  by  direct  intra- 
enous  injection,  thus 
/erting  the  use  of  extra 
uids  contraindicated  in 
3me  gravely  ill  patients. 

1 anaphylactic  shock: 

RAMINE  is  the  general  pur- 
ose  vasopressor  in  shock 
aused  by  medications  or 
isect  stings  or  in  shock  of  un- 
nown  etiology.  One  intramus- 
jlar  injection  of  Aramine  will  usu- 
lly  maintain  adequate  blood  pres- 
ure  until  the  emergency  can  be 
ontained. 

rief  Summary;  Indications;  Acute  hypotension, 
de  Effects,  Precautions,  and  Contraindications; 
ot  recommended  with  cyclopropane  or  halothane 
resthesia.  Avoid  excessive  blood  pressure  response, 
se  with  caution  in  heart  or  thyroid  disease,  high 
lood  pressure,  diabetes,  and  in  areas  of  poor  vas- 
ilarity.  Before  prescribing  or  administering,  read 
roduct  circular  with  package  or  available  on  request. 

upplied;  In  l-cc.  ampuls  and  10-cc.  vials,  each 
c.  containing  10  mg.  metaraminol  present  as  the 
itartrate  and  4.4  mg.  sodium  chloride  in  water 
ir  Injection.  Preservatives;  0.15%  methylparaben, 
.02%  propylparaben,  and  0.2%  sodium  bisulfite. 

lERCK  SHARP  & DOHME 
ivision  of  Merck  & Co.,  Inc. 
test  Point,  Pa. 

NJECTION 

ARAMINE^ 


METARAMINOL  (.=.) 
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and  Treatment  of  Melanomas”  in  a panel  on 
“Management  of  Breast  Cancer”  . . . Frederick 
Reiss,  M.D.,  chief  of  dermatology  at  Montefiore 
Hospital,  The  Bronx,  before  the  South  Side 
Clinical  Society,  Islip,  on  May  15  on  “Selected 


Dermatological  Clues  as  a Diagnostic  Aid  to  the 
Internist.” 

Resigned.  George  C.  Erickson,  M.D.,  Hemp- 
stead, as  superintendent  of  Meadowbrook 
Hospital,  East  Meadow,  effective  July  1. 


Medical  Meetings 


Radioisotope  studies 

“Progress  in  Dynamic  Clinical  Studies  with 
Radioisotopes”  will  be  the  subject  of  the 
eighth  symposium  in  medicine  to  be  held 
October  21  through  25  in  Oak  Ridge,  Tennessee. 

The  five-day  program  is  sponsored  by  the 
Medical  Division  of  the  Oak  Ridge  Institute  of 
Nuclear  Studies  and  supported  by  the  Division 
of  Biology  and  Medicine  of  the  United  States 
Atomic  Energy  Commission. 

Clinical  topics  will  include  renograms,  cardiac 
shunt  detection,  cephalic  blood  flow,  cardiac 
output,  coronary  flow,  lymph  flow,  pulmonary 
function,  copper  turnover,  and  albumin  turn- 
over. Other  subjects  to  be  discussed  include 
new  instruments  for  flow  metering,  limits  of 
rate  meter  recording,  kinetic  theory  in  nuclear 
medicine,  analysis  of  multi-compartment 
systems,  and  turnover. 

Additional  information  and  application  forms 
can  be  obtained  from:  Medical  Division,  Oak 
Ridge  Institute  of  Nuclear  Studies,  P.  O.  Box 
117,  Oak  Ridge,  Tennessee. 

American  Society  of  Cytology 

The  American  Society  of  Cytology  (formerly 
the  Inter-Society  Cytology  Council)  will  hold 
its  eleventh  annual  scientific  meeting  at  The 
Neil  House,  Columbus,  Ohio,  November  7 
through  9. 

The  Society’s  twelfth  annual  meeting  will  be 
held  at  the  Penn  Sheraton  Hotel,  Pittsburgh, 
Pennsylvania,  November  12  through  14,  1964. 

Further  information  may  be  obtained  from 
Warren  R.  Lang,  M.D.,  secretary-treasurer, 
1012  Walnut  Street,  Philadelphia  7,  Penn- 
sylvania. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


American  Rhinologic  Society 

The  ninth  annual  meeting  of  the  American 
Rhinologic  Society  will  be  held  at  the  Illinois 
Masonic  Hospital,  Chicago,  November  23. 
The  program  will  consist  of  panel  and  individual 
presentations  on  “Many  Practical  Aspects  of 
Rhinologic  Surgery.” 

Preceding  the  meeting,  there  will  be  a two- 
day  surgical  seminar  diiected  to  those  with  a 
moderate  or  advanced  experience. 

For  further  information,  wi’ite  to  George  H. 
Drumheller,  M.D.,  Secretary,  American  Rhino- 
logic Society,  1515  Pacific  Avenue,  Everett, 
Washington. 

Pan  American  Medical  Association 

The  Pan  American  Medical  Association  will 
hold  its  39th  anniversary  congress  in  the  form 
of  a Carribean  cruise  on  the  S.S.  Independence. 
The  ship  will  depart  from  New  York  on  Feb- 
ruary 19  and  retmn  on  March  5,  1964. 

Scientific  sessions  will  be  held  while  the  ship 
is  at  sea  and  also  there  will  be  medical  meetings 
in  various  ports.  The  program  will  include 
medical  motion  pictures,  lantern  shde  demon- 
strations, and  scientific  and  technical  exhibits. 

Through  PAMA’s  fifty  different  medical 
sections  virtually  aU  aspects  of  medicine  and 
surgery  will  be  covered.  Special  features  will 
include  panels  on  medical  electronics,  geriatrics 
and  gerontology,  space  medicine,  industrial 
medicine  and  surgery,  pharmacology  and  new 
drugs,  mental  health  and  preventive  psychiatry, 
hematology,  rheumatic  diseases,  and  tropical 
and  forensic  medicine. 

Some  of  the  countides  and  ports  to  be  visited 
include  San  Juan,  Caracas,  Barbados,  Ai’uba, 
and  others. 

Interested  physicians  should  wi’ite  to  Joseph 
J.  EUer,  M.D.,  director  general,  745  Fifth 
Avenue,  New  York  22,  New  Yoik. 
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GENTLE 
SLEEP 

”Visit  her,  gentle  Sleep!  with  wings  of  healing.” 


Coleridge  — Dejection 

A good  night’s  sleep  often  provides  the  best  therapy.  When  insomnia  is  a 
problem,  BARBA-NIACIN  FORTE  (triple  strength)  may  be  indicated. 

Each  tablet  contains  phenobarbital  IV2  gr.  and  niacin  % gr.  The  adult  dose 
is  1 tablet  on  retiring.  The  niacin  component  prevents  the  serious  reactions 
of  phenobarbital  due  to  hypersensitiveness.* 

BARBA-NIACIN  tablets  (phenobarbital  V2  gr.  and  niacin  14  gr.)  are 
indicated  as  a sedative  for  relief  of  nervousness,  anxiety  and  apprehension; 
as  an  antispasmodic  for  peptic  ulcer,  gallstone  or  renal  colic,  and  angina 
pectoris;  and  as  an  anticonvulsant  for  epilepsy.  Adult  dose,  1 tablet  up  to 
4 times  a day. 

For  greater  safety,  many  physicians  are  now  prescribing  BARBA-NIACIN 
and  BARBA-NIACIN  FORTE  instead  of  phenobarbital. 

Summary:  Provides  all  of  the  therapeutic  properties  of  phenobarbital  without 
the  side  effects  due  to  hypersensitiveness.  Like  phenobarbital,  it  is  contra- 
indicated for  drug  addicts  or  patients  with  impaired  renal  or  hepatic  elimination. 


Supplied  in  bottles  of  1 00  scored  tablets. 


Chemical  Company 
St.  Louis  8,  Mo. 


♦Feinblatt,  T.  M.,  and  Ferguson, 
E.  A.,  Jr.,  Phenobarbital  idio- 
syncrasy, avoidance  by  use  of 
phenobarbital-niacin,  Neu)  York 
State  J.  Med.  62:221-3,  1962. 


BARBA-NIACIN  FORTE 

PHENOBARBITAL-NIACIN 


NYS-7 


COLE  CHEMICAL  COMPANY 

3715-31  Laclede  Avenue 
St.  Louis  8,  Mo. 

Gentlemen: 


Please  send  me  clinical  sample,  reprint  and 
professional  literature. 


Dr. 


City 


Street 


Zone State 
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COUGH  TOO  MUCH? 
COUGH  TOO  MUCH? 
COUGH  TOO  MUCH? 

^ t I - Z--—  -r.;,  - « ^iT^LJIO 


Don’t  take  chances  . . . you  may  have  a Respiratory 
Disease.  Your  local  Christmas  Seal  organization  and  the 
National  T uberculosis  Association  say:  See  Your  Doctor! 


i ►^ORT  OF  BREATH? 
SHORT  OF  BREATH? 
SHORT  OF  BREATH? 
SHORT  OF  BREATH? 
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“Sounds  like 
a case  for 
Protamide, 

im...” 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early**^  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.^ 

references:  (1)  Baker,  A.  G. : Penn.  Med.  J.  63:691  (May)  1960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  CUn.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 

jB  ■ 9^©  — colloidal  solution  of  denatured 

f 'V  “ I ' Jm  |W|  I I 'I  C proteolytic  enzyme-not  foreign 

rV  W I AA  It  I I 1^  t protein  therapy. 

Dosage:  1 Ampul  I.M.  daily  for  2 to  5 days;  longer  if  pain  per- 
sists. Caution:  Avoid  I.V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


Detroit  11,  Michigan. 
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WORRY  FREE! 

SUGAR  FREE!  SALT  FREE! 
CARBOHYDRATE  FREE! 
PROTEIN  FREE!  FAT  FREE! 


IT’S  FUN  TO  KEEP  FIT 
WITH  NO-CAL! 

No-Cal  is  the  soft  drink  you  can  pre- 
scribe with  complete  confidence  — it’s 
America’s  first  and  most  famous  sugar- 
free  soft  drink. 

Sweetened  with  calcium  cyclamate, 
No-Cal  is  absolutely  non-fattening  and 
safe  for  diabetics  and  dieters. 

10  delicious  flavors  and  zesty  mixers, 
No-Cal  is  the  only  carbonated  beverage  to 
add  so  much  care-free  sparkle  to  limited 
regimens.  (You’ll 
enjoy  it,  t O O ! ) ^ HouMkeeping'- 

Convenient  no-v^^  ™<«ms 
deposit  bottles. 

KIRSCH  BEVERAGES,  INC.,  BROOKLYN  6,  N.  Y. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
i —bacitracin  — neomycin)  Antibiotic  Ointment  has  consistently  proven  \ts  effective- 

ness in  thousands  of  cases  of  bacterial  skin  infection.  The  spectra  of  the  three  anti- 
' biotics  overlap  in  such  a way  as  to  provide  bactericidal  action  against  most  pathogenic 

,!i  bacteria  likely  to  be  found  topically.  Diffusion  of  the  antibiotics  from  the  special 

j petrolatum  base  is  rapid  since  they  are  insoluble  in  the  petrolatum,  but  readily  soluble 

in  tissue  fluids.  The  Ointment  is  bland  and  rarely  sensitizes. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  non- 
!,  susceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

I Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 
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vacancy 

‘The  direct  cost  for  caring  for  the  mentalhj  ill  is 
U.7  billion  a year.  Workers  ivho  become  mentally  ill 
ose  over  half  a billion  dollars  in  earnings  each  year. 

Staff  in  one  mental  hospital  recently  tried  an 
experiment  ivith  65  patients  loho  had  been  confined 
for  an  average  of  13  years.  They  practiced  the  best 
treatment  methods  now  knoivn  and,  within  six 
months  to  a year,  37  of  these  patients  were  ivell 
enough  to  be  discharged.  Only  eight  of  the 
discharged  patients  failed  to  hold  the  gains  they  had 
made  for  at  least  a year  after  they  left  the  hospital.”* 


Hope  now,  where  there  was  no  hope.  Drugs  which 
help  now,  where  there  were  no  known  drugs  which 
helped  — even  five  years  ago.  Independent  drug 
research  is  continuing  in  this  vital  area.  But,  should 
it  be  discontinued  because  the  cost  must  somehow  be 
refiected  in  the  ultimate  price  of  the  new  drug  — 
if  it  is  to  be  discovered?  Or  should  the  sign  read, 
as  it  has  throughout  time  in  overcrowded 
mental  institutions : “NO  vacancies.” 

*U.S.  Department  of  Health,  Education  and  Welfare, 

Public  Health  Service  Publication  No.  813. 


This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription  products. 


PHARMACEUTICAL  MANUFACTURERS  ASSOC.  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 
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TODAY'S  HEALTH 
Magazine  is  published 
by  the  American  Med- 
ical Association  as  a 
major  contribution  to  its 
health  education  activities 
for  the  American  Family. 


DOCTOR... 


...be  sure  that 
the  current  issue  of 
Today’s  Health  is  in 
your  reception  room 


Contribute  your  share  by  making  sure  that  each 
copy  of  your  Reception  Room  Edition  of  TODAY’S  HEALTH  Magazine  is 
placed  in  a conspicuous  spot  where  it  can  be  easily  viewed  by  your  patients. 
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in  the 
acute 
sprain 


Itobins’  new  oral  skeletal  muscle  relaxant 


Jelaxin  (metaxalone)  is  specifically  recommended  for 
t:  early  treatment  of  acute  muscle  spasm  associated 
sprains  and  strains,  fractures,  dislocations,  and  other 
Sjjte  conditions.  In  595  patients  a favorable  clinical  re- 
■pnse  was  observed  in  507  (85%).  It  acts  promptly— 
Uen  relieves  painful  muscle  spasm  within  a few  hours. 
lAerage  recovery  time  among  136  good-or-excellent  re- 
»onse  patients  was  just  over  3 days. 

I'sage:  2 tablets  q.i.d.  ort.i.d. 

3j|ief  summary:  side  effects:  Generally  mild,  with  nausea 
« gastrointestinal  upset  being  most  frequent.  Other 

Sects  infrequently  noted  are  drowsiness,  dizziness,  head- 
he,  nervousness  or  “irritability”,  vomiting,  and  a hyper- 
nsitivity  reaction  of  light  rash. 

'hcautions:  Variations  in  white  cell  count  and  hemo- 
jObin  levels  have  been  reported  in  a few  patients.  There- 
re  metaxalone  therapy  for  more  than  10  consecutive 
ys  is  not  recommended.  One  case  of  jaundice  has  been 
ported.  Elevation  in  cephalin  flocculation  tests  in  several 
stances  were  not  paralleled  by  changes  in  other  liver 
notion  parameters.  False  positive  Benedict’s  tests,  due 
an  unknown  reducing  substance  in  the  urine,  have 
!jen  reported. 

I.  H.  ROBINS  COMPANY,  INC.,  Richmond 


contraindications:  Do  not  administer  to  patients 
with  known  tendency  to  drug-induced  anemia,  or 
give  to  them  only  under  careful  supervision.  Not 
recommended  for  use  during  pregnancy. 

*U.  S.  patent  number  3,062,827. 


wraps  up 
acute 
sprains 
fast! 


1 


* 


Why  Mrs.White  never  lights  the  oven  any  more 
-without  looking  inside  first 


Irene  White  of  Oakland,  Maine,  still  tells  this 
one  on  her  husband,  Clayton. 

It  seems  that  on  moving  day  Clayton  thought 
i t would  be  a good  idea  to  put  his  Savings  Bonds 
and  other  valuable  papers  in  a safe  place.  He 
picked  the  oven. 

Like  most  safe  places,  it  was  completely  for- 
gotten. Until  next  morning  when  they  lit  the 
stove — and  Clayton  smelled  something  burning. 

The  story  has  a happy  ending,  though.  Clay- 
ton sent  the  charred  remains  of  the  Savings 
Bonds  to  the  Treasury  Department  and  received 
new  ones  in  exchange. 


The  Treasury  keeps  a microfilm  record  of 
every  U.S.  Savings  Bond  sold.  So  a Bond  can 
never  be  really  destroyed,  no  matter  what 
happens. 

This  important  fact  is  just  one  of  the  reasons 
why  millions  of  American  families  own  Savings 
Bonds.  As  they  provide  for  their  personal 
security  they  add  to  the  security  of  their  coun- 
try, too.  For  the  strength  of  Americans  is  the 
strength  of  America. 

Why  not  put  part  of  your  savings  in  U.S. 
Savings  Bonds.  Do  it  regularly,  and  see  if  you 
don’t  feel  pretty  good  about  it. 


Help  yourself  while  you  help  your  country 

BUY  U.S.  SAVINGS  BONDS 

This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 


2050 


In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain... not  the  patient 


li 


ill  A potent  analgesic  and 

; a superior  muscle  relaxant 

! 1.  A sprain  or  fracture  is  not  a big  clinical 

[problem— but  it  does  hurt.  And  if  there  is 
housework  to  do  and  kids  to  mind,  the  patient 
needs  something  to  numb  the  pain. 

I 2.  A.P.C.  compounds  have  limited  usefulness; 

and  the  patient  can  buy  them  without  your 
i prescription.  Unfortunately,  most  of  them  are 
too  mild  to  be  effective  for  sprains— and  more 
potent  products  too  often  make  the  patient 
I feel  ‘dopey’. 

]!  3.  ‘Soma’  Compound  is  ideal  in  these  cases. 
I;  Since  it  contains  both  ‘Soma’  (carisoprodol) 
|i  and  acetophenetidin  it  is  both  a potent  anal- 
gesic  and  a superior  muscle  relaxant;  it  also 
n contains  caffeine  to  offset  any  drowsiness 
I (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is 
1 or  2 tablets  q.i.d.  For  more  severe  pain,  try 
‘Soma’  Compound + Codeine.  Dosage;  1 or  2 
tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur 
rarely.  Codeine  may  produce  addiction, 
nausea,  vomiting,  constipation  or  miosis. 


Soma  Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SomaCompound+Codeine  j 

carisoprodoi  200  mg.,acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

'Sf/SWALLACE  LABORATORIES  j^Crnnhury,  N.J. 
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the  destructive  child 


both  victims 
of 

"communicable”* 

ANXIETY 

both 

responsive  to 

ATARAX 

(brand  of  hydroxyzine  H€if 


widely  favored 
for  the 

disturbed  child 

ATA  R7IX  .,r„p 

because  of  its  efficacy,  outstanding  record  of 
safety. ..and  its  excellent  flavor  which  makes 
administration  a pleasure  instead  of  a project 


equally  effective 
for 

grownups 

ATA  R;!1X  tablets 

and  equally  well  tolerated  by  patients  of  any 
age. ..no  dulling  of  mental  acuity  to  interfere 
with  normal  activities  of  busy  adults 

FOR  COMPLETE  PRESCRIPTION  INFORMATION,  CONSULT  PRODUCT  BROCHURE 

•Literally,  of  course,  onxiety  is  not  “communicable"  os  the  word ' 
is  commonly  used,  but  you  probably  see  many  patients  whose 
emotional  disturbances  are  tronsmitted  to  and  reflected  in  the 
people  who  ore  closest  to  them. 


For  a high  potency  vitamin  B complex  formula  with  C, 
recommend  ASF®  (Anti-Stress  Formula). 


New  Yoric,  N.  Y. 

Division,  ChaS.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


We  like  visitors.  We  like  to  show 
them  our  modern  equipment  and 
latest  research  facilities,  our  exact- 
ing manufacturing  techniques  and 
unexcelled  quality  standards.  Up  to 
a point,  that  is.  A white  line  pro- 
vides the  barrier  that  discourages 


further  exploration.  It  means  look 
but  don’t  cross.  It  is  a safeguard 
against  inadvertent  mishandling  or 
misplacing  of  products  — another 
precaution  in  an  endless  list  of  rules 
contributing  immeasurably  to 
the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


The  physician’s  testimony,  including  the  hypothetical  question 


Volumes  have  been  written  on  the  subject 
of  medical  testimony,  with  advice  equally  as 
voluminous.  Many  authors  have  indicated 
that  physicians  need  to  become  competent 
medical  witnesses.  As  one  reviews  these 
suggestions,  an  impression  is  established 
that  a physician  must  be  a good  lawyer,  have 
years  and  years  of  coirrtroom  experience, 
be  prepared  to  offer  a legal  objection  to  any 
question,  take  sides,  throw  his  weight 
around  and,  least  often  stressed,  be  pro- 
ficient in  his  special  field — medicine. 

Throughout  the  physician’s  professional 
career  he  is  at  once  his  patient’s  adviser,  the 
recipient  of  praise  as  a public  servant,  a 
source  of  unimpeachable  information,  a 
selfish  devil  with  questionable  motives,  a 
friend  of  the  courts,  a cause  of  protracted 
and  adversary  legal  proceedings,  and  the 
necessary  evil.  Left  to  his  own  devices  he 
manages  to  exist  and  service  his  com- 
munity but  accosted  on  the  witness  stand 
he  finds  himself  alone.  It  is  in  this  area 
that  considerable  help  can  be  given  to 
the  physician  and  understanding  to  those 
who  use  his  special  function. 

The  legal  process  demands  the  use  of 
expert  knowledge  in  subjects  which  form 
the  base  of  any  legal  case.  Engineering, 
medicine,  architecture,  plumbing,  electricity 
— each  requires  such  special  preparation 
that  the  ordinary  person  cannot  be  expected 
to  interpret  certain  of  its  technical  aspects. 
The  judicial  body  must  therefore  look  to 
those  especially  qualified  in  these  fields  if  it 
is  to  evaluate  the  case  before  it  properly. 
Further,  the  experts  must  be  prepared  to 
give  this  information  in  simple  terms, 
easily  understood  by  the  layman. 

Of  special  interest  is  the  area  of  medical 
practice,  since  few  cases  in  the  liability 
field  can  be  processed  without  the  physician’s 
statement.  In  a workmen’s  compensation 
matter,  the  bill  of  particulars,  listing  the 
important  featinres  of  the  case  or  the  primary 
physician’s  report,  contains  the  essential 
medical  facts.  These  not  only  form  the 


base  of  the  case  but  also  serve  later  on  as 
the  foundation  of  the  medical  testimony 
which  the  physician  will  be  compelled  to 
give.  There  is  usually  no  alternative  pos- 
sible under  the  law  which  would  satisfy  the 
basic  need,  and  there  is  no  substitution  by 
administrative  means  for  the  opinion  and 
conclusions  of  the  physician.  Any  attempt 
along  these  lines  confuses  adjudicating 
bodies,  reduces  respect  for  the  procedure, 
and  frustrates  the  physician,  whom  we  set 
up  and  knock  down  as  occasion  requires. 

One  of  the  most  troublesome  problems  for 
the  physician  is  the  hypothetical  question. 
The  great  length  necessary  for  its  presenta- 
tion often  leaves  the  expert  witness  in  a 
quandary  and  interferes  with  the  thought 
processes.  The  lawyer,  with  his  eye  on  the 
stenographic  record,  very  often  is  concerned 
lest  what  he  says  will  not  withstand  the 
searching  eye  of  a court  of  appeals.  The 
answer  the  expert  gives  takes  on  lesser  im- 
portance and,  in  any  event,  can  be  further 
enlarged  by  additional  questioning.  It  is 
suggested  that  the  attorney  or  the  presiding 
officer  take  a moment  from  the  proceedings 
to  explain  the  form  and  pm’pose  of  the 
hypothetical  question.  This  wiU  not  only 
help  the  physician  but  also  wiU  help  the 
jury  understand  the  meaning  of  the  hypo- 
thetical question  and  the  benefits  to  be 
derived  from  it  during  the  jury’s  de- 
liberations. 

During  the  course  of  a case  many  details 
may  be  presented  which  are  weighed 
differently  by  each  of  the  litigants.  While 
the  witness  is  available,  to  save  time  for  all 
each  adversary  is  permitted  to  pick  out  of 
the  record  such  items  as  seem  to  further  his 
cause  best.  The  witness  is  then  asked  to 
“assume”  the  truth  of  the  statements  and 
render  an  opinion,  if  he  is  able.  The  other 
litigants,  in  order,  assemble  a question  along 
similar  lines.  In  the  end,  the  adjudicating 
body  has  before  it  two  or  more  answers  to 
two  or  more  hypothetical  questions.  This 
permits  it  to  choose  the  “facts”  easily 
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and  have  a ready  answer  without  the  need 
for  recalling  the  witness  at  a later  date. 

The  statements  which  the  physician  is 
asked  to  assume  can  be  likened  to  the  case 
presented  at  a chnicopathologic  conference. 
In  that  setting  certain  information  is  made 
available  to  the  staff,  and  discussion  and 
opinion  are  invited.  The  discussants  have 
no  knowledge  that  such  a case  existed  or 
that  the  facts  they  are  asked  to  assume 
happened  in  a real  case.  For  all  anyone 
knows,  one  of  the  staff  might  have  made 
up  a protocol  of  an  imagined  case,  including 
therein  only  such  information  as  he  deems 
necessary. 

In  a like  manner,  the  hypothetical  ques- 
tion is  assembled,  and  the  physician  is 
presented  with  it.  The  answer  he  has 
ready  may  vary  with  his  answer  given  under 
direct  questioning,  where  the  list  of  factors 
varies  from  that  given  in  the  question. 
This  may  seem  paradoxic  at  first  glance,  but 
on  closer  review,  where  there  is  a change  in 
the  contents  of  the  question,  it  is  possible 
to  have  a different  answer. 

Much  has  been  said  of  the  preparation 
necessary  for  testifying  under  oath.*  The 
physician  should  base  his  opinion  on  all 
available  facts,  a detailed  history,  a good 
examination,  and  adequate  records  kept  in 
his  own  handwriting.  No  alteration  in  the 
record  should  be  made  without  a notation 
and  date.  The  physician’s  records  should 
be  available  at  the  time  testimony  is  given 
and  should  be  fuUy  reviewed  before  trial. 

The  physical  examination  of  the  area  of 
the  body  concerned  in  the  litigation  must  be 
thorough.  If,  for  instance,  the  index  finger 
is  the  part  in  question,  it  should  be 
thoroughly  and  carefully  examined,  using 
the  opposite  extremity  for  comparison  as 
well  as  other  parts  that  may  seem  important, 
whether  or  not  directly  related.  Thus  if 
there  is  any  evidence  of  previous  disease  or 
accident,  the  physician  will  be  apprised  of  it 
and  be  in  a position  to  make  a clear  state- 
ment based  on  his  own  review.  This 
approach  will  reflect  the  thoroughness  of  the 
physician  in  the  eyes  of  the  adjudicating 
body  more  than  anything  else  and  will  aid 
in  making  his  position  very  tenable.  It 

* Klein,  I.:  The  physician  in  the  cardiac  compensation 
case,  New  York  State  J.  Med.  58:  1765  (May  15)  1958. 


will  add  weight  to  whatever  he  says. 

Another  problem  for  the  physician  is  the 
answer  he  is  prepared  to  give  to  each  ques- 
tion. If  he  decides  he  is  no  attorney  (and 
he  really  isn’t),  then  he  owes  it  to  himself  to 
give  the  best  answer  to  the  question  pre- 
sented— no  more  and  no  less.  To  volunteer 
information  beyond  the  question  may  open 
the  door  to  arguments  and  may  make  the 
physician  an  adversary.  He  must  keep  in 
mind  that  he  is  there  to  reveal  medical  facts 
which  can  only  be  brought  to  light  by  a 
physician  and  by  no  one  else. 

The  physician  must  remember,  as  well, 
that  he  is  not  trying  the  case,  that  his 
interests  are  not  legal,  that  the  judge  has  the 
legal  right  to  accept  his  testimony  in  whole 
or  in  part,  that  he  is  not  necessarily  the  last 
word,  and  that  the  decision,  whatever  it 
may  be,  is  no  concern  of  his  and  does  not 
reflect  on  his  capabilities  as  a physician. 
With  this,  he  is  well  fortified,  removes 
himself  as  a principal,  is  permitted  a freedom 
he  could  otherwise  not  attain,  and  serves  the 
best  interests  of  justice.  His  stature  is 
untarnished,  and  he  lives  to  fight  again 
another  day. 

The  attorney,  whose  business  it  is  to  do 
combat  in  the  legal  arena,  provides  the 
scene,  the  swords,  the  gladiators,  and  the 
alarm  to  accomplish  his  legal  ends  in  the 
best  way  he  knows  how.  The  physician 
knows  the  attorney  is  the  representative  of 
the  court  and  can  leave  all  of  this  in  his 
hands.  He  should  urge  a conference  with 
the  lawyer  before  trial  to  go  over  the  medical 
details  and  acquaint  him  with  aU  the 
anatomic  and  physiologic  facts  and  evalua- 
tion necessary.  The  physician  should  be 
free  to  state  that  he  is  being  paid  for  his 
time  (not  for  his  testimony)  and  that 
he  went  over  the  case  with  the  counselor 
who  has  produced  him  as  a witness. 

To  survive  a courtroom  experience  one 
must  be  impressed  with  the  simplicity 
of  what  has  been  said  above,  with  the  ease  of 
its  application,  with  the  fact  that  testifying 
in  court  usually  does  not  frighten  the  phy- 
sician, and  with  the  knowledge  and  com- 
posure the  physician  can  reflect  when  fully 
acquainted  with  his  place  and  position. 

Irvin  Klein,  M.D. 
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dramatic  results  with 

Dramamine 

dimenhydrinate 

the  classic  antinauseant 

LIQUID/TABLETS/ AMPULS  (FOR  I.M.  OR  I.V.  USE)/SUPPOSICONES» 

Research  in  the  Service  of  Medicine  searle 


I 


If  you  have  a friend  practicing  in  Hohokns  or 
Muskogee,  why  not  send  him  a gift  subscription  to 
the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE? 

Gift  subscriptions  are:  $5.00  for  the  first  year,  $7.50  thereafter 

You’re  not  limited  to  a single  gift  subscription.  You  can,  as  a matter 
of  fact,  make  use  of  this  offer  to  give  tv/o  or  three  old  school  friends  a 
chance  to  read  your  Journal — no  matter  where  they  are.* 


* Friends  in  such  places  as  Tierra  del  Feugo  or  Timbuktu 
will  require  added  foreign  postal  charges  of  $1.50  a 
year. 


P.S.  If  you  don’t  happen  to  be  one  of  our  fortunate  members,  you  can 
also  treat  yourself  to  the  same  special  introductory  subscription  rate. 
Mail  your  order  to:  New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  1 7,  N.  Y. 


PLEASE  SEND  A SPECIAL-RATE  INTRODUCTORY  SUBSCRIPTION  TO: 

Name 


Address. 


City  & State. 


Name 

Address. 


City  & State. 


2060 


Q Enclosed  is  $5.00  for  the  first  year  (Regularly  $7.50) 

r~)  Enclosed  is  $18.00  for  the  first  three  years  (Regularly  $22.50) 

□ Plus  $1.50  for  foreign  addressee. 


Scientific  Articles 


Chronic  Ulcerative 
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Because  of  its  obscure  cause,  unpredict- 
able course,  frequent  complications,  and  the 
lack  of  specific  methods  of  therapy,  chronic 
ulcerative  colitis  continues  to  be  a challenging 
problem  to  the  medical  profession.  Since  it 
is  not  a particularly  common  disease,  data 
regarding  its  characteristics  by  necessity 
emanate  for  the  most  part  from  a few  institu- 
tions which  have  established  a reputation  for 
its  management.  Such  information  reflects 
the  findings  of  these  specialized  groups  with 
wide  experience  in  handling  a rather  highly 
selected  number  of  patients. 

The  purpose  of  this  study  is  to  review  the 
characteristics,  comphcations,  and  course 
of  chronic  ulcerative  cohtis  as  they  are  seen 
at  a general  hospital  which  serves  both  the 
fimctions  of  a community  hospital  and  a 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Gastroenterology  and  Proctology,  May  18,  1962. 


A STUDY  WAS  made  of  142  patients  with 
chronic  ulcerative  colitis;  73  were  men,  62 
women,  and  there  were  3 boys  and  4 girls  under 
the  age  of  twelve.  The  mean  age  of  onset  was 
30.3  years.  Involvement  of  the  terminal  ileum 
was  demonstrated  in  29  of  the  cases.  Com- 
plications included  anorectal  complications  in 
25  patients,  cutaneous  lesions  in  47,  joint 
manifestations  in  27,  inflammatory  ocular 
disorders  in  7,  adenoma  of  the  large  bowel  in 
7,  carcinoma  of  the  large  bowel  in  4,  and 
hemolytic  anemia  in  2.  Major  surgical  pro- 
cedures were  performed  in  45  patients.  The 
mortality  rate  was  9.85  per  cent,  with  7 per 
cent  due  directly  to  the  disease  process. 


center  for  patient  referrals  from  a suburban 
and  rural  area,  with  the  idea  that  this  in- 
formation might  be  somewhat  representa- 
tive of  experience  with  the  disorder  outside 
such  large  centers. 

Material 

One  hundred  forty -two  patients,  represent- 
ing approximately  419  hospital  admissions 
with  a well-established  diagnosis  of  chronic 
ulcerative  colitis,  were  admitted  to  the 
University  of  Rochester  Medical  Center 
during  the  thirteen-year  period  from  January, 
1949,  through  December,  1961.  Cases 
which  did  not  conform  to  the  recognized 
clinical,  radiologic,  and  proctoscopic  criteria 
of  ulcerative  colitis  were  excluded.  Ex- 
amples of  forms  of  colitis  rejected  from  the 
series  are  colitis  associated  with  divertic- 
ulitis, colitis  secondary  to  antibiotic  ad- 
ministration, amebic  colitis,  radiation  colitis 
or  proctitis,  and  the  terminal  forms  of 
inflammatory  disease  of  the  large  bowel 
occasionally  found  at  autopsy  in  elderly 
persons. 

Seventy-three  patients  were  men,  62  were 
women,  and  there  were  3 boys  and  4 girls 
under  the  age  of  twelve.  One  patient  was  a 
Negro.,  Ninety-one  patients  were  married. 
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TABLE  I.  Occupations  of  142  patients  with  chronic 
ulcerative  colitis 


Patients 

Number 

Housewives 

47 

Students  (grade  school  thi’ough  col- 
lege) 

27 

Technical,  factory,  or  production 
workers 

17 

Farmers 

4 

Chemists 

4 

School  teachers 

3 

Secretaries 

3 

Executives 

3 

Salesmen 

3 

Office  managers 

2 

Merchants 

2 

Other 

27 

50  were  single,  and  1 was  a widow.  Seventy- 
eight  patients  were  Protestants,  40  were 
Roman  Catholics,  and  23  were  Jewish.  The 
religious  affiliation  is  not  known  in  1 case. 
The  age  at  which  the  disease  began  ranged 
from  four  to  sixty-five  years  with  a mean  of 
30.3  years.  The  occupations  of  the  patients 
are  given  in  Table  I. 

Results 

Types  of  colitis.  One  hundred  thirty- 
six  patients  had  the  classical  variety  of 
thromboulcerative  colitis  involving  the 
rectum  and  a variable  extent  of  the  colon 
proximal  to  it  (Type  I,  Bargen).  Eleven 
of  the  136  cases  showed  only  rectal  disease. 
Six  patients  had  the  segmental  form  of  the 
disease  in  which  portions  of  the  bowel  ac- 
cessible to  the  sigmoidoscope  were  free  from 


inflammation  while  segments  of  the  upper 
part  of  the  large  bowel  showed  involve- 
ment by  x-ray  study. 

Involvement  of  the  terminal  ileum  occurred 
in  29  patients.  This  was  demonstrated  by 
x-ray  studies  in  22  patients  and  confirmed 
at  surgery  in  6 of  these.  In  4 patients,  ileal 
inflammation  was  first  demonstrated  at  the 
time  of  surgery,  and  in  3 it  was  found  at 
postmortem  examination. 

Anorectal  complications.  Thirty- 
three  anorectal  complications  occurred  in 
25  patients,  13  of  whom  were  women  and  12 
men.  Perirectal  abscess  developed  in  20 
patients,  and  a chronic  anal  fistula  formed  in 
8 of  these.  A rectovaginal  fistula  occurred 
in  2 women  following  a documented  peri- 
rectal abscess  in  1.  An  anal  fissure,  trouble- 
some enough  to  require  surgery,  was  noted 
in  3 cases,  and  severe  hemorrhoids  necessi- 
tating surgical  treatment  were  seen  in  1 
patient. 

Cutaneous  complications.  The  51  skin 
complications  which  developed  among  47  of 
the  142  patients  are  siunmarized  in  Table  II. 
Aphthous  stomatitis  occurred  in  2 of  the 
patients  with  erythema  nodosum,  and  a 
maculopapular  eruption,  gluteal  abscess, 
petechiae,  and  ecchymoses  all  developed  in 
1 patient  (Case  1). 

Joint  complications.  Joint  compUca- 
tions  occurred  in  27  patients,  10  of  whom 
were  males  and  17  of  whom  were  females. 
In  9 patients  painful  swollen  joints  occurred 
during  an  episode  of  erythema  nodosum, 
and  in  1 patient  arthralgia  was  associated 
with  erythema  multiforme. 


TABLE  II.  Skin  manifestations  among  142  patients  with  chronic  ulcerative  colitis 


Skin  Manifestation 

Number  of 
Patients 

F emales 

Males 

Erythema  nodosum 

13  (27  bouts) 

10 

3 

Erythema  multiforme 

3 (4  bouts) 

2 

1 

Papular-pustular  dermatitis 

7 

5 

2 

Aphthous  stomatitis 

6 

5 

1 

Neurodermatitis  (eczema) 

4 

2 

2 

Herpes  zoster 

2 

1 

1 

Nonspecific  maculopapular  eruption 

5 

1 

4 

Sacral  decubitus 

1 

1 

Abscess  base  of  scrotum 

1 

1 

Subcutaneous  gluteal  abscess 

1 

1 

Subcutaneous  abscess  left  lower  part  of  abdomen 

1 

1 

Bleeding  gums 

1 

1 

Extensive  petechiae  and  ecchymoses 

1 

1 

Clubbing  of  fingers 

5 

3 

2 

Totals 

51 

30 

21 
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TABLE  III.  Joint  manifestations  associated  with  chronic  ulcerative  colitis  in  27  of  142  patients 


Case 

Sex 

Joints  Involved 

2 

M 

Heat,  pain,  and  swelling  left  wrist  and  ankle 

3 

F 

Pain  and  slight  swelling  both  wrists,  elbows  and  knees,  and  right  ankle 

4 

F 

Painful  swelling  and  erythema  left  knee,  left  second  toe,  left  fifth  finger, 
and  right  ankle;  tender  over  first  and  second  lumbar  vertebrae 

5 

F(EN) 

Heat,  pain,  and  swelling  both  ankles,  right  knee,  and  all  toes  of  right  foot 

6 

M 

Swelling  and  pain  both  knees  and  left  ankle;  definite  joint  effusions; 
biopsy  right  knee  “synovitis” 

7 

F 

Painful  swelling  of  both  feet  and  ankles;  “tenosynovitis” 

8 

F(EN) 

Heat,  pain,  and  swelling  both  ankles;  painful  and  tender  knees,  elbows, 
and  hips 

9 

F(EN) 

Heat,  pain,  and  swelling  both  ankles 

10 

M(EN) 

Heat,  pain,  and  swelling  right  knee  and  left  ankle;  fluid  aspirated  from 
knee 

11 

M 

Rheumatoid  spondylitis  and  rheumatoid  arthritis  knees 

12 

F(EM) 

Painful  ankles,  wrists,  and  knees;  no  objective  findings 

13 

F 

Pain  and  stiffness  of  ankles,  knees,  and  right  elbow 

14 

M 

Heat,  pain,  and  swelling  feet,  ankles,  wrists,  and  elbows 

15 

F 

Pain  and  swelling  of  fingers,  left  knee,  and  ankle;  pain  in  left  shoulder 

16 

M 

Heat,  pain,  and  swelling  both  ankles  and  knees;  painful  neck  and  right 
shoulder 

17 

M(EN) 

Heat,  pain,  and  swelling  left  ankle,  right  elbow,  and  left  knee;  effusion  left 
knee;  pain  and  tenderness  all  toes,  right  fifth  finger,  and  neck 

18 

F 

Heat,  pain,  and  swelling  right  wrist  and  ankles 

19 

F 

Heat,  pain,  and  swelling  ankles,  knees,  right  elbow,  and  right  fourth  finger; 
painful  neck;  one  joint  involved  at  a time 

20 

M 

Heat,  pain,  and  swelling  left  knee  with  effusion 

21 

F(EN) 

Heat,  pain,  and  swelling  both  ankles;  pain  left  wrist 

22 

F(EN) 

Heat,  pain,  and  swelling  both  ankles  and  right  wrist 

23 

F(EN) 

Heat,  pain,  and  swelling  left  knee 

24 

F 

Pain  and  swelling  wrists  and  knees 

25 

F 

Three  episodes  severe,  acute  low-back  pain 

26 

F(EN) 

Heat,  pain,  and  swelling  left  ankle 

27 

M 

Rheumatoid  spondylitis 

28 

M 

Heat,  pain,  and  swelling  both  ankles  and  dorsa  of  feet 

EN — joint  manifestations  associated  with  erythema  nodosum. 
EM — joint  manifestations  associated  with  erythema  multiforme. 


A description  of  the  types  of  joint  involve- 
ment, which  in  all  instances  developed  during 
periods  of  activity  of  colitis,  is  outlined  in 
Table  III. 

Ocular  complications.  Conjunctivitis 
was  associated  with  exacerbations  of  colitis 
in  5 patients,  4 women  and  a man.  In  two 
instances  it  occurred  at  the  same  time  as 
erythema  nodosum  and  in  1 patient  was 
associated  with  erythema  multiforme. 

Iritis  was  noted  in  2 women,  1 of  whom 
subsequently  developed  erythema  multi- 
forme. 

Other  associated  findings.  Hypo- 
gonadism and  retarded  physical  develop- 
ment were  major  problems  in  2 patients, 
both  of  them  males.  A gastrocolic  fistula 
developed  in  1 patient.  Hemolytic  anemia 
was  documented  in  2 cases.  Cases  29  and  30. 
Overt  liver  disease  was  a prominent  feature 
in  Cases  28,  31,  32,  and  33. 

Psychoses  of  a severe  nature  were  noted 


in  8 patients,  4 men  and  4 women.  Five 
were  schizophrenics,  and  3 became  psychot- 
ically  depressed. 

An  interesting  finding  was  the  occurrence 
of  hyperthyroidism  preceding  or  during 
ulcerative  colitis  in  3 female  and  2 male 
patients. 

Polyps  and  carcinoma  of  colon  and 

RECTUM  (EXCLUDING  INFLAMMATORY  PSEUDO- 
POLYPS).  Adenomas  of  the  large  bowel  are 
known  to  have  developed  in  7 patients  and 
carcinomas  in  4.  Details  are  summarized 
in  Table  IV. 

Surgery.  Major  operative  procedures 
were  performed  on  45  of  the  142  patients 
(31.7  per  cent).  Pertinent  data  regarding 
these  cases  are  outhned  in  Table  V.  In- 
dications for  colectomy  and  ileostomy  were 
variable,  and  the  necessity  for  such  pro- 
cedures was  determined  by  a number  of 
various  internists  and  surgeons  rather  than 
by  one  coordinated  group. 
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TABLE  IV.  Polyps  and  carcinomas  of  large  bowel  in  11  of  142  patients  with  chronic  ulcerative  colitis 


Case 

Sex 

Age 

(Years) 

Tumor 

Location 

Duration 
of  Disease 
(Years) 

34 

F 

52 

Adenocarcinoma 

Cecum 

45 

35 

M 

65 

Adenoma 

Rectum 

6 

9 

F 

24 

Adenoma 

Rectum 

8 

36 

F 

23 

Adenocarcinoma 

Sigmoid 

14 

11 

M 

40 

Adenocarcinoma 

Transverse 

colon 

19 

37 

M 

39 

Adenoma 

Sigmoid 

10 

29 

M 

21 

Adenoma 

Rectum 

5 

38 

M 

45 

Adenoma 

Rectum 

18 

39 

M 

36 

Adenoma 

Descending 

colon 

15 

40 

F 

50 

Adenocarcinoma 

Rectum 

6 

41 

M 

22 

Adenoma 

Rectum 

2 

Deaths.  Fourteen  patients  are  known  to 
have  died  (9.85  per  cent),  10  quite  clearly  of 
causes  related  to  their  ulcerative  colitis 
(Table  VI).  Ten  of  the  patients  who  died 
had  been  treated  surgically  (Tables  V and 
VI). 

The  following  brief  case  reports  outline 
several  interesting  clinical  patterns  ob- 
served among  our  group  of  patients  with 
chronic  ulcerative  colitis. 

Case  reports 

Chronic  ulcerative  colitis  with  growth 
RETARDATION,  ANEMIA,  POSITIVE  CoOMBS  TEST 
RESULT,  AND  INFECTION  WITH  ENDAMOEBA 
HISTOLYTICA.  Case  29.  This  schoolboy  was 
first  seen  in  July,  1954,  at  the  age  of  sixteen  be- 
cause of  intermittent  bouts  of  loose,  bloody 
stools  of  two  years  duration.  He  appeared  four 
years  younger  than  his  stated  age  and  had  a 
hypochromic  microcytic  anemia.  Proctoscopy 
revealed  a pale,  friable  rectal  mucosa,  and 
barium  enema  showed  ulcerative  colitis  involv- 
ing the  sigmoid  and  descending  colon. 

A remission  occurred  under  supportive  ther- 
apy, but  an  exacerbation  in  April,  1955,  necessi- 
tated readmission.  The  disease  now  involved 
the  entire  colon  and  terminal  ileum.  Salicyl- 
azosulfapyridine  (Azulfidine)  produced  only 
fair  results,  and  subsequent  corticosteroid  treat- 
ment instituted  in  November,  1955,  was  also 
only  temporarily  successful.  In  April,  1956, 
while  taking  100  mg.  of  cortisone  a day,  he 
experienced  an  exacerbation  of  loose  bloody 
stools,  and  considerable  weight  loss  occurred. 
His  hematocrit  fell  abruptly  from  43  to  34.  A 
Coombs  test  result  was  strongly  positive,  and  a 
hemolytic  anemia  was  suspected,  although  as  he 
was  also  losing  blood  from  the  bowel,  it  was  not 
clearly  documented.  Trophozoites  of  E.  his- 
tolytica were  found  in  his  stools  at  this  time  and 
were  eradicated  following  administration  of  chlor- 
oquine  and  diiodo-hydroxyquinoline  (Diodo- 


quin).  Corticosteroids  were  discontinued  at 
this  point.  A barium  enema  in  November, 
1956,  showed  the  colon  to  be  shortened  and  nar- 
rowed with  no  haustrations  (Fig.  1). 

For  the  next  four  years  he  did  fairly  well  with 
only  symptomatic  therapy.  His  growth  and 
development  continued  to  be  severely  retarded 
(Fig.  2).  Urinary  17-ketosteroid  excretion  in 
September,  1959,  was  zero.  Because  of  these 
findings  plus  continued  rectal  bleeding  and  ane- 
mia, colectomy  was  advised  in  February,  1960, 
but  he  rejected  the  idea.  Salicylazosulfapyri- 
dine  treatment  was  resumed  at  this  point,  and 
except  for  a duodenal  ulcer  which  developed  in 
July,  1960,  he  slowly  improved  from  this  point 
on.  A barium  enema  in  November,  1961,  showed 
the  reappearance  of  haustral  markings  (Fig.  3.). 
He  is  currently  working  and  getting  along  well. 

Comment.  Despite  the  obvious  adverse  effects 
of  ulcerative  colitis  on  this  patient’s  general 
condition  and  the  future  additional  complica- 
tions which  probably  will  occur,  he  illustrates  a 
striking  reversibUity  of  inflammatory  changes  in 
the  colon  and  the  ability  of  a person  to  “live 
with”  the  disease. 

Perianal  abscess  and  erythema  nodosum 
AS  SYMPTOMS  OF  ULCERATIVE  COLITIS.  Cose 
26.  In  August,  1957,  this  fifty-seven-year- 
old  housewife  developed  a perianal  abscess 
which  was  incised  and  diained  and  which  de- 
veloped into  a chronic  fistula-in-ano.  No  other 
gastrointestinal  symptoms  were  present.  In 
May,  1957,  the  first  episode  of  erythema  nodo- 
sum occurred,  characterized  by  crops  of  hot,  red, 
tender  nodules  over  the  anterior  aspect  of  the 
legs  accompanied  by  fever  and  sweats.  She 
subsequently  had  one  or  two  bouts  of  erythema 
nodosum  and  conjunctivitis  yearly  but  denied 
any  other  complaints.  Hospital  admission  was 
necessary  in  August,  1960,  at  which  time  she 
was  sixty-one,  because  of  fever,  malaise,  and 
hot,  tender  nodules  on  the  legs,  a swollen,  painful 
left  ankle  (Fig.  4),  and  bilateral  conjunctivitis. 
Under  pointed  questioning  she  admitted  to 
having  noted  loose  stools  and  rectal  bleeding  for 
three  weeks  prior  to  admission.  Sigmoidoscopy 
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TABLE  V.  Surgical  procedures  in  45  patients  with  chronic  ulcerative  colitis  excluding  incision  of  perirectal 
and  pericolonic  abscesses,  anal  surgery,  exploratory  laparotomies,  and  revision  of  ileostomies 


Age  at 
Opera- 
tion 

Case  Sex  (Years)  Duration  Indication  Operation  Remarks 


31 

F 

46 

10  years 

Doing  poorly  on  medical 
treatment 

1 . Colectomy  and  ileostomy 

2.  Abdominoperineal  resec- 

tion 

Did  well;  postnecrotic  cir- 
rhosis ten  years  later 

2 

M 

16 

7 months 

Peritonitis 

1.  Ileostomy 

2.  Colectomy 

Died  two  months  after  sec- 
ond operation;  general- 
ized peritonitis 

34 

F 

52 

45  years 

Carcinoma  of  cecum 

Resection  of  carcinoma  of 
cecum 

Died  on  first  postoperative 
day;  peritonitis  from 
perforated  ileum 

42 

F 

37 

12  years 

Doing  poorly  on  medical 
treatment  and  bleeding 

Ileostomy  and  colectomy 

Doing  well  four  years  later 

43 

F 

38 

7 years 

Massive  bleeding  from 
colon 

1.  Ileostomy  and  colectomy 

2.  Abdominoperineal  resec- 

tion 

Did  well 

3 

F 

42 

8 years 

Rectovaginal  fistula 

Ileostomy  and  colectomy 

Died  four  weeks  after  opera- 
tion; peritonitis  and  per- 
forated ileum 

4 

F 

58 

6 weeks 

Massive  bleeding  from 
colon 

1.  Ileostomy 

2.  Colectomy 

3.  Abdominoperineal  resec- 

tion 

Did  well 

44 

F 

25 

9 years 

Doing  poorly  on  medical 
treatment;  severe 
weight  loss 

1.  Ileostomy 

2,  Colectomy 

Died  seven  months  after 
second  operation;  gen- 
eralized peritonitis 

45 

M 

46 

6 years 

Hypogonadism,  high 
fever,  stricture  at  he- 
patic flexure 

Ileostomy,  colectomy,  and 
proctectomy 

Did  well 

5 

F 

52 

2 years 

Persistent  fever  and  diar- 
rhea 

Transverse  colostomy 

Died  three  months  after 
surgery  of  a myocardial 
infarction 

6 

M 

16 

2 years 

High  fever  and  diarrhea 

1.  Ileostomy 

2.  Colectomy 

3.  Ileosigmoidostoray 

(seven  years  later) 

Doing  well  five  years  after 
third  operation 

8 

F 

22 

6 years 

High  fever  and  persistent 
diarrhea 

1.  Ileostomy  and  colectomy 

2.  Proctectomy 

Did  well 

36 

F 

23 

13  years 

Fever  and  anemia 

Ileostomy  and  colectomy 

Carcinoma  of  sigmoid  found 
at  operation;  died  IV2 
years  after  surgery; 
metastases 

46 

M 

20 

2 years 

Bleeding,  diarrhea,  ab- 
dominal pain 

1.  Right  hemicolectomy 

and  ileosigmoidostomy 

2.  Left  hemicolectomy 

3.  Abdominoperineal  resec- 

tion and  ileostomy 

Doing  fairly  well  five  years 
after  last  operation 

47 

F 

29 

4 months 

Severe  diarrhea  and  ab- 
dominal pain 

1.  Ileostomy  and  colectomy 

2.  Resection  of  terminal 

ileum  because  of  re- 
current disease 

Doing  well  one  year  after 
, last  operation 

48 

F 

45 

1 Va  years 

Peritonitis 

Ileocolectomy  and  ileos- 
tomy; cecum  found  to 
be  perforated  at  opera- 
tion 

Died  on  first  postoperative 
day;  generalized  peri- 
tonitis 

49 

F 

52 

7 years 

Bowel  obstruction  due  to 
stricture  at  hepatic 
flexure 

Ileosigmoidostomy 

Doing  poorly  five  years 
after  operation 

15 

F 

18 

7 years 

Multiple  perianal  fistulas, 
malnutrition 

Ileostomy 

Doing  poorly  three  years 
after  operation 

50 

M 

62 

1 year 

Severe  bleeding 

Ileostomy 

Died  three  weeks  after  sur- 
gery following  continued 
bleeding 

37 

M 

39 

11  years 

Polyp  of  sigmoid  colon 

Excision  of  polyp 

Doing  fairly  well  eight 
years  later 

51 

M 

65 

4 weeks 

Fulminating  course  with 
severe  toxicity  and 
fever 

Ileostomy  and  colectomy 

Doing  well  five  years  after 
operation 

52 

F 

36 

2 years 

Severe  bleeding  and  signs 
of  peritonitis 

Ileostomy 

No  follow-up 

53 

M 

17 

2 years 

Doing  poorly  on  medical 
management;  opera- 
tions 2 and  3 because 
of  intestinal  obstruc- 
tion 

1.  Right  colectomy  and 

ileotransverse  colos- 
tomy 

2.  Resection  of  terminal 

ileum,  anastomosis 
and  ileotransverse 

Doing  fairly  well  two  years 
after  last  operation 

colostomy 
3.  Sam6  as  2 
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TABLE  V.  (continued) 


Case 

Sex 

Age  at 
Opera- 
tion 
(Years) 

Duration 

Indication 

Operation 

Remarks 

54 

M 

20 

3 years 

Doing  poorly  on  medical 
management;  extreme 
malnutrition 

1.  Ileostomy 

2.  Colectomy  and  revision 

of  ileostomy 

Doing  well  six  years  after 
last  operation 

55 

M 

43 

8 months 

Severe  diarrhea,  high 
fever,  and  malnutrition 

1 . Ileostomy  and  colectomy 

2.  Abdominoperineal  resec- 

tion 

Did  well 

56 

F 

42 

7 years 

Doing  poorly  on  medical 
management;  incapaci- 
tating diarrhea 

Ileostomy,  colectomy,  and 
proctectomy 

Doing  well  two  years  after 
operation 

57 

M 

24 

2 years 

Malnutrition  and  persis- 
tent diarrhea 

1.  Ileostomy 

2.  Colectomy  and  proctec- 

tomy 

Did  well 

58 

F 

43 

6 months 

Obstructing  lesion  in  sig- 
moid 

Colostomy  and  abdomino- 
perineal resection 

Did  well;  localized  chronic 
ulcerative  colitis 

19 

F 

63 

16  years 

Persistent  bleeding 

1.  Left  hemicolectomy, 

proctectomy,  and 
transverse  colos- 
tomy 

2.  Right  hemicolectomy 

and  ileostomy 

Doing  well  one  year  after 
last  operation 

20 

M 

23 

11  years 

Gastrocolic  fistula 

Ileostomy,  colectomy,  and 
proctectomy 

Doing  well  five  years  post- 
operatively 

59 

M 

55 

6 years 

Persistent  diarrhea  and 
weight  loss 

Ileostomy,  resection  ter- 
minal ileum,  colectomy 

Did  well 

60 

M 

47 

17  years 

Persistent  diarrhea  and 
weight  loss 

Ileostomy,  colectomy,  and 
proctectomy 

Did  well 

30 

M 

19 

4 years 

Doing  poorly  on  medical 
treatment,  and  stric- 
ture just  below  hepatic 
flexure 

Ileostomy,  colectomy,  and 
proctectomy 

Well  four  months  after 
operation 

22 

F 

55 

11  years 

Doing  poorly,  stricture  of 
sigmoid  colon 

Ileostomy,  colectomy,  and 
proctectomy 

Doing  well  four  years  after 
operation 

61 

M 

41 

11  years 

Doing  poorly,  malnutri- 
tion 

1.  Ileostomy  and  colectomy 

2.  Proctectomy 

Doing  well  four  years  after 
operation 

62 

M 

18 

7 years 

Recurrent  exacerbations 

Ileostomy  and  proctectomy 

Doing  well;  acute  psychotic 
break  postoperatively 

63 

F 

33 

8 weeks 

Fulminating  disease  with 
no  response  to  medical 
therapy  and  massive 
bleeding 

1.  Ileostomy  and  resection 

of  terminal  ileum; 
colectomy 

2.  Colectomy 

Doing  well  one  year  after 
surgery 

64 

M 

33 

9 weeks 

Fulminating  course  and 
massive  bleeding  from 
colon 

1.  Ileostomy  and  colectomy 

2.  Proctectomy 

Doing  well  two  years  after 
surgery 

39 

M 

36 

15  years 

Polyp  of  splenic  flexure 

Partial  resection  of  colon 
including  polyp 

Doing  well  two  years  after 
operation 

65 

F 

20 

9 weeks 

Fulminating  course,  mas- 
sive bleeding 

1.  Ileostomy 

2.  Colectomy  and  proctec- 

tomy 

Two  bouts  of  small-bowel 
obstruction  postopera- 
tively; otherwise,  doing 
well  two  years  after  sur- 
gery 

66 

F 

17 

3 years 

Peritonitis  due  to  perfo- 
rated ileum 

Resection  of  terminal  ileum 
and  ascending  colon; 
ileostomy  and  colostomy 

Doing  well  two  years  after 
surgery 

40 

F 

50 

6 years 

Rectal  mass 

Abdominoperineal  resection 
and  colostomy  for  adeno- 
carcinoma of  rectum 

Died  ten  years  after  opera- 
tion from  cystadenocar- 
cinoma  of  ovary 

41 

M 

58 

7 years 

Persistent  symptoms  for 
four  years 

Ileostomy,  colectomy,  and 
proctectomy 

Doing  well  one  year  after 
operation 

I 

M 

23 

3 years 

Severe  exacerbation  with 
peritonitis 

1.  Ileostomy 

2.  Colectomy  and  repair  of 

seven  small  bowel  fis- 
tulas 

Died  three  weeks  after  sec- 
ond operation  of  perito- 
nitis and  septicemia 

67 

M 

25 

8 years 

Persistent  symptoms  for 
three  years 

Ileostomy,  resection  of  12 
cm.  of  terminal  ileum, 
colectomy,  and  proctec- 
tomy 

Doing  well  six  months  after 
surgery 

showed  changes  typical  of  active  chronic  ulcera- 
tive colitis,  and  rectal  biopsy  confirmed  this 
impression.  A barium  enema  revealed  changes 
consistent  with  ulcerative  colitis  involving  the 
rectum  and  sigmoid  colon.  She  received  sali- 
cylazosulfapyridine  treatment  and  has  done  well 
with  no  further  bouts  of  erythema  nodosum,  al- 
though the  anal  fistula  has  not  healed. 


Comment.  This  patient’s  course  illustrates 
the  importance  of  the  physician  being  aware  of 
the  extracolonic  complications  of  ulcerative 
colitis,  the  piimary  symptoms  of  which  may  be 
minimal. 

Ulcerative  colitis  presenting  symptoms 
OF  IRON  DEFICIENCY  ANEMIA.  Cose  70.  This 


2066  New  York  State  Journal  of  Medicine  / July  15,  1963 


TABLE  VI.  Deaths  among  142  patients  with  chronic  ulcerative  colitis 


Case 

Sex 

Age 

(Years) 

Duration 
of  Disease 
at  Time 
of  Death 
(Years) 

Cause  of  Death 

2 

M 

16 

'/4 

Generalized  peritonitis  two  months  after  colectomy 

34 

F 

52 

45 

Peritonitis  from  perforation  of  the  ileum  one  day  after  resec- 
tion of  carcinoma 

3 

F 

42 

8 

Peritonitis  from  perforation  of  the  ileum  four  weeks  after 
ileostomy  and  colectomy 

44 

F 

25 

9>/2 

Generalized  peritonitis  seven  months  after  colectomy 

5 

F 

52 

2 

Myocardial  infarction 

36 

F 

24 

15 

Widespread  metastases  from  carcinoma  of  sigmoid 

11 

M 

40 

19 

Peritonitis  secondary  to  perforation  of  ileum  and  transverse 
colon;  adenocarcinoma  of  transverse  colon 

48 

F 

45 

l‘/2 

Generalized  peritonitis  one  day  after  ileostomy  and  ileo- 
colectomy;  cecum  was  found  to  be  perforated  at  operation 

13 

F 

31 

7 

Pulmonary  hypertension  and  cardiac  failure  of  unknown 
cause 

50 

M 

62 

1 

Severe  bleeding  from  colon  and  gastric  ulcer  three  weeks 
after  ileostomy 

68 

M 

42 

3 

Fulminating  colitis  for  five  weeks  with  severe  bleeding  from 
colon;  no  response  to  antibiotics  and  corticosteroids 

69 

F 

59 

16 

Reticulum  ceU  sarcoma  of  spleen  invading  stomach 

40 

F 

60 

16 

Cystadenocarcinoma  of  ovary  with  metastases 

1 

M 

23 

3 

Peiitonitis  and  septicemia  thaee  weeks  after  colectomy 

thirteen-year-old  schoolgirl  was  referred  by  her 
family  physician  to  the  hematology  unit  in 
December,  1959,  because  of  a 25-pound  weight 
loss,  shortness  of  breath  on  exertion,  and  easy 
fatigability.  For  six  months  she  had  had  three 
or  four  loose  stools  a day  which  were  described 
as  being  light  colored,  bulky,  and  excessively 
foul  in  odor.  No  blood  in  the  stool  had  been 
noted  by  the  patient  or  her  mother.  The  hemat- 
ocrit was  22,  and  the  erythrocytes  were  hypo- 
chromic and  microcytic.  No  occult  blood  was 
present  in  the  stools.  Intestinal  malabsorption 
was  suspected,  but  tests  of  absorption  showed 
normal  findings  as  did  barium  studies  of  the 
small  bowel. 

Sigmoidoscopy  showed  a pale,  granular,  fri- 
able mucous  membrane,  and  barium  enema  re- 
vealed loss  of  haustrations  thi'oughout  the  left 
half  of  the  colon  with  thickening  and  evidence  of 
ulceration  of  the  mucosa. 

The  administration  of  oral  iron  and  supportive 
therapy  was  successful  in  coiTecting  the  anemia 
and  currently,  according  to  her  father,  she  is 
well. 

Comment.  Although  this  girl  had  diarrhea, 
'the  lack  of  blood  in  the  stools  initially  drew 
attention  away  from  the  colon  as  the  primary  site 
of  the  pathologic  condition. 

Chronic  ulcerative  colitis  with  herpes 

ZOSTER,  HEMOLYTIC  ANEMIA,  AND  INFLAMMATORY 
STRICTURE  OF  THE  ASCENDING  COLON.  Cose  30. 
This  schoolboy  was  first  seen  at  the  age  of 
fifteen  in  March,  1957,  because  of  nine  days  of 
bloody  diarrhea  and  abdominal  pain  which  de- 
veloped following  an  infection  of  the  respii'atory 
tract.  He  was  acutely  iU,  anemic,  febrile,  and 
had  ileus  and  signs  of  peritoneal  irritation.  The 


white  blood  cell  count  ranged  from  30,000  to 
51,000.  Ulcerative  cohtis  involving  the  entire 
large  bowel  with  extensive  mucosal  ulcerations 
was  demonstrated  bv  barium  enema  and  sig- 
moidoscopy. Slow  improvement  occurred  dur- 
ing a ten-week  period  of  hospitalization  and 
treatment  with  antibiotics,  ACTH,  prednisone, 
and  blood  transfusion.  Herpes  zoster  occurred 
on  the  sixtieth  hospital  day  involving  the  fifth, 
sixth,  and  seventh  cervical  segments  on  the  left. 

Prednisone  was  discontinued  in  October,  1957, 
because  of  marked  Cushingoid  changes.  Ex- 
cept for  a mild  exacerbation  in  May,  1958,  he 
did  well  until  April,  1959,  at  which  time  severe 
diarrhea  and  bleeding  recurred  necessitating  six 
weeks  of  hospitalization  and  treatment  with 
salicylazosulfapyridine,  corticosteroids,  and 
blood  transfusions.  Each  flare-up  was  heralded 
by  a leukocytosis  of  15,000  to  30,000  even 
before  symptoms  developed. 

From  June,  1959,  until  February,  1961,  he 
felt  fine  and  had  a normal  hematocrit  and  white 
blood  cell  count.  In  February,  1961,  the  white 
blood  cell  count  abruptly  increased  to  27,000, 
and  he  experienced  diarrhea,  crampy  abdominal 
pain,  and  weakness.  Shortly  after  admission  to 
the  hospital  on  February  21,  1961,  the  hemato- 
crit feu  from  45  to  28  despite  only  minor  loss  of 
blood  from  the  bowel.  Nucleated  red  cells  and 
numerous  spherocytes  appeared  in  the  peripheral 
blood,  and  the  reticulocyte  count  was  found  to 
be  23  to  29  per  cent,  suggesting  a hemolytic 
cause  of  the  anemia. 

Excessive  destruction  of  red  blood  cells  was 
demonstrated  by  administering  to  the  patient 
erythrocytes  labeled  with  chromium-51,  the 
half-life  of  which  was  9.5  to  11.2  days  as  com- 
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pared  with  a half-life  in  healthy  persons  of  35  to 

37  days.  No  significant  radioactivity  was  de- 
tected in  the  stools.  Glucose-6-phosphate  de- 
hydrogenase activity  of  the  erythrocytes  was 
normal,  and  the  Coombs  test  result  was  nega- 
tive. 

Prednisone  in  a dosage  of  20  mg.  a day  was 
started  on  March  3,  1961,  and  in  a week’s  time 
he  was  much  improved.  The  reticulocyte  count 
slowly  declined  to  1.4  per  cent,  the  white  blood 
cell  count  to  6,600,  and  the  hematocrit  rose  to 

38  at  the  time  of  his  discharge  from  the  hospital 
on  March  24,  1961. 

The  patient  was  continued  on  prednisone 
therapy  and  continued  to  feel  well,  but  in  May, 
1961,  the  white  blood  cell  count  increased  to 
25,000  without  recurrence  of  significant  anemia 
or  reticulocytosis.  Leukocytosis  persisted,  and 
a mass  in  the  right  midportion  of  the  abdomen 
developed  in  June,  1961,  followed  shortly  there- 
after by  pain  and  tenderness  in  this  area  as  well 
as  frequent  bloody  stools.  The  hematocrit  feU 
from  40  to  30,  probably  due  to  blood  loss  rather 
than  hemolysis. 

He  was  readmitted  to  the  hospital  on  July  14, 
1961,  and  a barium  enema  on  July  18  showed 
extensive  inflammatoi'y  changes  throughout  the 
colon  with  marked  pseudopolyposis  and  an 
annular  constricting  lesion  in  the  ascending  colon 
corresponding  to  the  palpable  mass  (Fig.  5A). 
The  strictured  zone  resolved  following  three 


weeks  of  antibiotic  and  corticosteroid  adminis- 
tration (Fig.  5B),  but  because  of  the  possibihty 
of  neoplastic  change  and  his  failure  to  achieve  a 
sustained  remission,  an  ileostomy,  total  colec- 
tomy, and  abdominal  perineal  resection  of  the 
sigmoid,  rectum,  and  anus  were  performed  on 
August  15,  1961.  The  colon  showed  extensive 
pseudopolypoid  formation  but  no  histologic 
evidence  of  carcinoma  (Fig.  6).  The  post- 
operative course  was  uncomplicated,  and  he 
was  dismissed  from  the  hospital  on  August  27, 
1961.  He  subsequently  gained  20  pounds  and 
has  been  able  to  pursue  his  college  studies  with- 
out interruption. 

Comment.  Among  the  many  interesting  as- 
pects of  this  patient’s  course  were  the  extremely 
high  white  blood  cell  counts  heralding  exacerba- 
tions of  the  disease  and  the  associated  hemolytic 
anemia.  Surgical  intervention  was  of  gi'eat 
benefit. 

Fulminating  exacerbation  of  ulcerative 

COLITIS  WITH  PERITONITIS  AND  MULTIPLE  FIS- 
TULA FORMATION.  Case  1.  This  twenty-three- 
year-old,  white,  married  engineer  was  admitted 
on  June  1,  1960,  in  a moribund  condition.  In 
1957  he  began  to  have  episodes  of  loose  stools 
containing  blood,  and  chronic  ulcerative  cohtis 
was  demonstrated  by  barium  enema  and  sig- 
moidoscopy. Fom-  weeks  prior  to  admission  an 
exacerbation  precipitated  admission  to  another 
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FIGURE  1.  Case  29.  Barium  enema  showing 
shortening,  narrowing,  and  loss  of  haustral  mark- 
ings of  colon  secondary  to  chronic  ulcerative  colitis 
of  four  years  duration  (November,  1956). 


FIGURE  2.  Case  29.  Physical  retardation  due  to 
ulcerative  colitis.  Patient  was  twenty-two  years  of 
age  when  this  photograph  was  taken  but  appears 
to  be  fifteen  or  sixteen. 


FIGURE  3.  Case  29.  Improvement  in  roentgen- 
ographic  appearance  of  colon.  Some  haustrations 
are  visible  and  caliber  of  bowel  has  increased 
(November,  1961). 


FIGURE4.  Case26.  Erythema  nodosum  and  peri- 
articular swelling  of  left  ankle.  Cutaneous  lesion 
was  resolving  when  this  photograph  was  taken,  but 
considerable  joint  pain  was  still  present. 


FIGURE  5.  Case  30.  (A)  Annular  lesion  of  ascending  colon  demonstrated  in  barium  enema  on  July  18, 
1961.  A mass  in  the  right  midportion  of  abdomen  was  palpable  at  this  time.  (B)  Opening  of  constricted 
area  following  three  weeks  of  antibiotic  and  corticosteroid  treatment  (August  7,  1961).  The  mass  likewise 
disappeared. 
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FIGURE  6.  Case  30.  Colon  removed  at  operation 
on  August  27,  1961.  Dark  mucosal  surfaces  repre- 
sent extensive  pseudopolyposis. 


hospital  where,  despite  administration  of  corti- 
costeroids, salicylazosulfapyridine,  antibiotics, 
blood  transfusions,  and  supportive  therapy,  his 
course  was  one  of  progressive  deterioration. 
When  transferred  to  this  institution,  he  was 
desperately  iU  with  a distended,  rigid,  silent 
abdomen.  The  hematocrit  was  34  and  the 
white  blood  ceU  count  22,000.  Free  air  was 
demonstrated  in  a plain  film  of  the  abdomen. 

On  June  3,  1960,  an  exploratoi’y  laparotomy 
revealed  a pm'ulent  peritonitis  with  fecal  con- 
tamination and  an  extensively  inflamed  colon 
and  distal  ileum  with  at  least  three  perforations 
in  the  transverse  colon.  An  ileostomy  was  per- 
formed, and  a drain  was  left  in  the  left  lower  por- 
tion of  the  abdomen.  An  exceedingly  com- 
plicated postoperative  course  occui-red  with  the 
development  of  several  ileocolocutaneous  fis- 
tulas, severe  malnutrition,  perianal  abscess, 
cutaneous  petechiae  and  ecchymoses,  subcu- 
taneous abscess  of  the  left  hip,  and  thrombo- 
phlebitis. Vigorous  supportive  therapy,  blood 
transfusions,  corticosteroids,  and  antibiotics 
were  continued,  and  surprisingly,  he  was  well 
enough  to  be  dismissed  from  the  hospital  on 
October  9,  1960. 

He  continued  to  take  a small  amount  of  cor- 
tisone daily  and  did  reasonably  well  for  four 
months  at  which  time  he  developed  severe  pain 
in  the  left  upper  part  of  the  abdomen  and  began 
to  have  seven  to  eight  watery  rectal  bowel 
movements  a day.  All  of  the  cutaneous  fistulas 
had  closed  except  for  an  ileocolocutaneous  fis- 
tula in  the  lower  midportion  of  the  abdomen. 
A firm,  tender  mass  was  palpable  in  the  left 
upper  quadiant  of  the  abdomen. 

On  February  25,  1961,  surgery  was  again  per- 
formed. The  entire  colon  was  partially  ne- 
crotic, and  several  abscess  cavities  were  present. 
The  colon  was  removed,  the  fistulas  repaired, 
and  the  abscess  drained  in  a prolonged  and  tedi- 
ous operative  procedure.  Again  a stormy  post- 
operative course  occurred  with  bi’eakdown  of 
the  wound,  further  fistula  formation,  bleeding 


from  multiple  sites,  and  progressive  deteriora-  I 
tion  culminating  in  death  on  Mai'ch  18,  1961, 
due  to  peritonitis.  Bacillus  proteus  septicemia, 
and  bronchopneumonia. 

Comment.  Earlier  surgery  might  have  saved 
this  patient,  but  there  is  currently  no  method  of 
predicting  which  cases  will  pursue  such  an 
unremitting  course.  || 

Comment 

The  findings  of  this  survey  provide  further 
evidence  that  chronic  ulcerative  colitis  is  a 
complex  disease  with  systemic  effects  fre- 
quently complicating  the  inflammatory  proc- 
ess in  the  large  bowel.  A wide  spectrum  of 
severity  occurs  ranging  from  a low-grade  in- 
flammation restricted  to  the  distal  portion  of 
the  rectum  to  extensive  involvement  of  the 
entire  colon  which  at  times  spreads  into  the 
ileum.  It  is  an  afliiction  to  which  all  age 
groups  are  susceptible,  although  young 
adults  are  the  most  frequent  victims.  The 
mean  age  of  onset  (30.3  years)  corresponds 
with  that  of  2,000  patients  with  ulcerative 
colitis  studied  at  the  Mayo  Clinic  (28.9 
years  for  women  and  30.2  years  for  men).* 

The  average  age  of  onset  among  245  patients  j 
at  the  Beth  Israel  Hospital  in  Boston  was  ' 
thirty  years.*  No  predilection  for  either  i 
sex  or  rehgious  group  was  evident  in  our 
patients.  The  most  frequently  encountered 
occupational  group  was  that  of  housewife,  as 
it  was  in  the  Mayo  Clinic  study. 

Involvement  of  the  terminal  ileum  was 
documented  in  29  of  our  142  patients  (20.4  | 

per  cent).  Among  893  cases  of  ulcerative  * 
colitis  reviewed  by  Sloan,  Bargen,  and  Gage* 
in  which  the  entire  colon  was  involved,  100 
(11.2  per  cent)  had  spread  of  the  disease  into 
the  terminal  ileum. 

j 

Complications  | 

The  extracolonic  comphcations  associated 
with  chronic  ulcerative  colitis  are  extremely 
interesting.  One  must  ask  the  question, 
are  they  part  of  a systemic  disease  process 
of  which  colitis  is  only  one  manifestation  or 
are  they  a result  of  the  complicated  patho-  j 
logic  processes  occurring  in  the  bowel?  i 

Anorectal  complications.  Anorectal  | 
complications  are  quite  clearly  a direct  result  ( 
of  inflammation  in  the  rectum  and  colon.  ' 
They  occurred  in  25  of  the  142  patients  (17.6  J 
per  cent).  The  frequency  of  similar  infec-  [ 
tions  in  seven  series  reviewed  by  Bacon®  ii 
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ranged  from  4 to  12  per  cent.  In  Bacon’s 
own  group  of  surgically  treated  colitis  cases, 
the  incidence  was  much  higher,  43.5  per  cent. 
Localized  anorectal  infections  may  occur 
in  patients  with  relatively  mild  colitis  or  in 
those  with  severe  disease.  It  is  well  recog- 
nized that  at  least  initially,  conservative 
management  of  such  problems  is  preferable 
and  that  surgical  intervention  is  frequently 
followed  by  further  local  complications. 

Cutaneous  lesions.  Cutaneous  lesions 
developed  during  the  course  of  chronic 
ulcerative  colitis  in  47  of  the  142  patients. 
Erythema  nodosum  was  the  most  frequently 
noted  skin  manifestation,  27  bouts  of  it 
occurring  in  13  patients,  10  women  and  3 
men.  Erythema  multiforme  was  found  in 
3 patients.  Hypersensitivity  is  an  impor- 
tant feature  in  the  pathogenesis  of  both  of 
these  conditions.  Erythema  nodosum  was 
mentioned  as  a complication  in  42  of  1,458 
patients  comprising  seven  series  from  various 
centers.^  Its  appearance  is  associated  with 
activity  of  the  colitis  but  is  not  necessarily 
related  to  the  extent,  duration,  or  severity  of 
the  disease.  The  same  may  be  said  for 
erythema  multiforme. 

Cutaneous  lesions  of  all  types  associated 
with  ulcerative  colitis  were  reported  in  201 
of  2,366  patients  (8.5  per  cent)  in  ten  sep- 
arate series  of  patients.®  The  types  of  skin 
lesions  occurring  with  ulcerative  colitis  are 
frequently  those  related  by  many  observers 
to  “hypersensitivity”  or  “allergic”  states. 
There  is  an  obvious  implication  that  both  the 
colitis  and  the  skin  lesions  may  be  involved 
in  hypersensitivity  and/or  autoimmune 
mechanisms,  although  specific  evidence  as 
to  such  a relationship  has  not  as  yet  been 
established. 

Joint  complications.  Joint  complica- 
tions were  noted  in  27  (19  per  cent)  of  our 
patients.  In  10  of  these,  the  painful  swollen 
joints  were  associated  with  erythema 
nodosum  or  erythema  multiforme.  Sloan, 
Bargen,  and  Gage*  noted  joint  manifesta- 
tions, such  as  infectious  arthritis,  rheumatoid 
arthritis,  or  spondylitis  in  155  of  2,000  cases 
of  chronic  ulcerative  colitis  (7.7  per  cent). 
In  a study  devoted  particularly  to  the  artic- 
ular manifestations  of  ulcerative  colitis  seen 
at  the  Lahey  Clinic,  Fernandez-Herlihy® 
found  jirticular  manifestations  in  95  patients 
(17  per  cent).  Rheumatoid  arthritis  oc- 
curred in  18,  rheumatoid  spondylitis  in  28, 
arthralgias  in  23,  joint  pain  associated  with 


erythema  nodosum  in  16,  and  swollen  joints 
classified  as  “acute  toxic  arthritis”  in  10 
patients.  A positive  correlation  between  the 
arthritis  and  colitis  was  noted  in  55  of  the 
patients. 

Wright  and  Watkinson*  surveyed  108 
patients  with  ulcerative  colitis  at  the  Univer- 
sity of  Leeds  and  in  17  (15.7  per  cent)  found 
what  they  considered  to  be  a specific  type  of 
“colitic  arthritis.”  This  consisted  of  re- 
current acute  synovitis,  usually  mono- 
articular and  asymmetrical.  The  attacks 
were  of  short  duration  and  produced  no 
residual  deformity.  Exacerbations  were  as- 
sociated with  flare-ups  of  the  colitis,  and 
joint  manifestations  were  more  frequent  in 
patients  with  perianal  suppiu’ation. 

By  waters  and  Ansell*  discovered  37  pa- 
tients with  arthritis  among  109  of  their 
patients  with  ulcerative  colitis  (33  per  cent). 
Twenty-eight  were  women,  and  9 were  men. 
Seven  had  erythema  nodosum  with  joint 
involvement.  The  type  of  joint  involvement 
was  a recurrent,  mild  synovitis  involving  first 
one  or  two  and  then  more  joints,  subsiding  in 
some  as  it  affected  others.  The  knees 
and  ankles  were  involved  most  frequently. 
The  toes  were  affected  in  4 patients  and  the 
sacroiliac  joints  in  6.  Rheumatoid  nodule 
formation  occurred  in  only  2 individuals. 

The  joint  manifestations  in  our  cases  seem 
to  conform,  in  general,  with  the  previously 
mentioned  observations,  particularly  in  re- 
gard to  the  common  involvement  of  the  knees 
and  ankles  and  the  sequence  in  which  the 
arthritis  occurs. 

The  association  in  some  instances  with 
erythema  nodosum  or  erythema  multiforme 
suggests  an  allergic  basis,  that  is,  the  active 
participation  of  an  antibody-forming  mech- 
anism.® 

Hemolytic  anemia.  Hemolytic  anemia 
occurred  in  2 patients,  Cases  29  and  30.  In 
Case  29,  the  Coombs  test  result  was  positive, 
and  it  seemed  likely  that  his  anemia  was  at 
least  partially  on  the  basis  of  hemolysis.  In 
Case  30,  a rather  acute  hemolytic  process  de- 
veloped, and  a shortened  life  span  of  the  red 
cells  was  demonstrated.  The  association  of 
antibody-coated  red  cells  with  ulcerative 
colitis  was  first  reported  by  Lorber,  Schwartz, 
and  Wasserman®  in  4 patients  seen  at  The 
Mount  Sinai  Hospital  of  New  York.  Only 
1 of  these,  however,  had  an  overt  hemolytic 
anemia  of  the  acquired  autoimmune  variety. 
The  occurrence  of  antibody-coated  red  cells 
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was  thought  by  the  investigators  to  be 
related  to  the  underlying  intestinal  disorder, 
particularly  to  the  presence  of  diseased 
bowel. 

Liver  disease.  Liver  disease  was  a 
prominent  clinical  feature  in  4 patients  in 
our  group.  In  1 of  these,  Case  31,  the  picture 
of  postnecrotic  cirrhosis  developed  following 
a number  of  blood  transfusions  necessitated 
during  colectomy,  and  in  another.  Case  71, 
the  liver  disease  was  thought  to  be  portal 
cirrhosis  at  least  in  part  due  to  heavy 
alcoholic  intake. 

Two  patients  had  liver  disease  which 
seemed  to  be  a direct  result  of  chronic  ulcera- 
tive cohtis.  One  of  these.  Case  72,  a sixty- 
one-year-old  housewife,  had  had  ulcera- 
tive colitis  for  eighteen  months  and  then 
became  jaundiced.  Blood  chemical  analyses 
indicated  hepatocellular  damage  with  an 
elevated  SCOT  (serum  glutamic  oxalacetic 
transaminase)  and  hypergammaglobulin- 
emia. Liver  biopsy  showed  focal  necrosis, 
inflammation,  and  fibrosis.  Although  a 
viral  hepatitis  could  not  be  excluded,  liver 
disease  secondary  to  ulcerative  colitis  seemed 
most  likely.  The  other  patient.  Case  28, 
a fifteen-year-old  schoolboy  with  ulcerative 
colitis  for  ten  months  was  admitted  with  an 
exacerbation  accompanied  by  erythema 
nodosum  and  arthralgia.  Tests  of  liver 
function  were  markedly  deranged,  and  the 
serum  gamma  globulin  was  elevated,  as  was 
the  SCOT.  A liver  biopsy  showed  only  in- 
flammatory changes.  In  both  these  patients 
liver  function  returned  to  normal  following 
medical  management. 

Liver  disease  associated  with  ulcerative 
colitis  has  been  recognized  for  some  time. 
The  variety  exhibited  by  these  2 patients  is 
similar  to  that  commented  on  by  Boden  et 
and  may  represent  a pericholangitis. 

Brooke,  Dykes,  and  Walker,**  in  a re- 
view of  hepatic  disorders  in  ulcerative  colitis, 
felt  that  evidence  of  damage  to  the  liver  is 
usually  manifested  by  elevated  serum  bili- 
rubin and  alkaline  phosphatase  and  histo- 
logic abnormalities  which  are  often  reversi- 
ble. Drainage  of  products  of  inflammation 
from  the  bowel  via  the  portal  circulation  is 
probably  most  important  in  the  pathogenesis 
of  this  form  of  liver  dysfunction,  although 
malnutrition  and  possibly  autoimmune 
mechanisms  may  also  play  a role. 

Inflammatory  ocular  disorders.  In- 
flammatory ocular  di.sorders,  such  as  oc- 


curred in  7 patients  (5  per  cent),  are  infi*e- 
quent  but  weU-recognized  complications  of 
ulcerative  cohtis.  Banks,  Korehtz,  and 
ZetzeP  observed  uveitis  or  iritis  in  3 of  their 
245  patients  (1.2  per  cent),  while  Rice- 
Oxley  and  Truelove***  noted  2 instances  of 
conjunctivitis  among  129  cases  (1.2  per  cent). 
The  explanation  for  this  association  is 
obscure  but  could  be  related  to  a hyper- 
sensitivity response  related  to  the  in- 
flammatory disease  in  the  bowel.  One  of 
our  patients.  Case  22,  experienced  three 
episodes  of  bilateral  iritis  during  a two-year 
period  prior  to  the  chnical  recognition  of 
ulcerative  colitis  accompanied  by  erythema 
nodosum. 

The  gastrocolic  fistula  which  developed  in 
1 of  our  cases  is  apparently  an  unusual  com- 
phcation.  In  the  Mayo  Clinic  study  of  2,000 
patients,  perforation  of  the  bowel  was  noted 
in  87  cases  (4.3  per  cent)  and  produced  a 
fistula  in  48.  * Only  1 of  these  had  a gastro- 
colic fistula. 

Carcinoma  of  the  large  bowel.  Car- 
cinoma of  the  large  bowel  is  known  to  have 
developed  in  4 of  our  patients  (2.8  per  cent). 
Other  cases  lost  to  prolonged  follow-up  may 
have  had  cancers  of  which  we  are  unaware, 
although  our  information  is  reasonably  com- 
plete. The  incidence  of  carcinoma  of  the 
rectum  and  colon  in  patients  with  chronic 
ulcerative  colitis  is  said  to  vary  from  1.3  to 
6.3  per  cent,  the  general  incidence  being  2.5 
per  cent.*^  A proved  carcinoma  of  the 
rectum  or  colon  occurred  in  66  of  the  2,000 
patients  (3.3  per  cent)  of  Sloan,  Bargen,  and 
Gage.*  It  is  generally  accepted  that  cancer 
is  more  frequent  in  persons  with  ulcerative 
colitis  of  more  than  ten  years  duration  and  in 
cases  in  which  the  disease  began  before  the 
age  of  ten  years.  * ^ However,  the  incidence  is 
not  great  enough  to  justify  “prophylactic” 
colectomy  solely  on  the  presumption  that  a 
cancer  of  the  large  bowel  may  develop  at 
some  future  date.  Careful,  periodic  exam- 
ination of  patients  with  ulcerative  colitis  is 
advisable,  for  tumors  can  occur  in  patients 
who  have  long  been  asymptomatic.*^ 

Major  surgical  procedures.  Major 
surgical  procedures  were  performed  on  45  of 
the  142  patients  (31.7  per  cent).  It  is  inter- 
esting to  note  how  closely  this  incidence 
corresponds  to  that  of  the  Beth  Israel  group  ** 
(84  of  245  patients,  or  34  per  cent)  and  the 
University  of  Michigan  report*®  (107  of 
325  patients,  or  33  per  cent).  Among  555 
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patients  seen  at  the  Lahey  Clinic,  335  (60.3 
per  cent) — a considerably  higher  number — 
underwent  colectomy  and  ileostomy.®  Cer- 
tain indications  for  surgery,  such  as  obstruc- 
tion, hemorrhage,  perforation,  and  suspected 
carcinoma  are  generally  accepted,  but  “in- 
tractability” or  failure  to  respond  to  medical 
management  is  much  less  clear-cut  and  must 
be  made  on  the  respective  merits  of  each 
patient.  Once  the  decision  for  surgery  is 
made,  colectomy,  proctectomy,  and  ileos- 
tomy are,  in  general,  the  most  widely  ac- 
cepted procedures. 

Failure  to  respond  well  to  medical  treat- 
ment as  indicated  by  persistent  loose  stools, 
fever,  bleeding,  and  malnutrition  was  the 
indication  for  surgical  intervention  in  21 
patients.  Massive  bleeding  or  a fulminating 
course  of  the  disease  necessitated  surgery  in 
9 patients,  stricture  of  the  colon  in  5,  polyp 
or  carcinoma  in  4,  peritonitis  in  4,  recto- 
vaginal fistula  in  1,  and  gastrocolic  fistula 
in  1. 

Fatalities.  The  over-all  mortality  rate 
in  our  group  of  patients  was  9.85  per  cent 
with  a 7 per  cent  mortality  (10  cases)  due 
directly  to  the  disease  process.  Peritonitis 
secondary  to  perforation  of  the  colon  and/or 
ileum  was  the  cause  of  death  in  7 patients, 
massive  bleeding  in  2,  and  metastases 
from  a carcinoma  of  the  sigmoid  colon  in 

1.  Daneman  et  report  a 5.6  per  cent 
mortality  in  a somewhat  similar  study  of 
72  patients  with  ulcerative  colitis,  while 
the  University  of  Michigan  study'®  indicates 
a mortality  of  10.7  per  cent  from  causes 
directly  attributed  to  the  colitis.  Long- 
term follow-up  studies  show,  as  a rule, 
higher  mortality  rates,  and  figures  from 
8 to  30  per  cent  have  been  quoted.'®  Death 
from  causes  related  to  chronic  ulcerative 
colitis  occurred  in  97  of  401  patients  (24.2 
per  cent)  seen  at  the  Mayo  Clinic  who  had 
developed  the  disease  prior  to  the  age  of 
fifteen.'^ 

Medical  therapy 

It  is  not  within  the  scope  of  this  study 
to  evaluate  the  efficacy  of  various  forms  of 
medical  management.  Some  patients  re- 
sponded well  to  a conservative  program 
while  others  seemed  refractory  to  all  regi- 
mens. It  is,  of  course,  difficult  to  dif- 
ferentiate between  natural  remissions  and 
exacerbations  of  the  disease  process  and  the 


effects  of  treatment.  Treatment  was  out- 
lined by  a large  number  of  physicians,  but 
the  therapeutic  regimen  for  the  most  part 
corresponded  to  the  following  pattern: 

1.  Promotion  of  as  much  physical  rest 
and  mental  tranquillity  as  possible  and 
establishment  of  a close  relationship  between 
one  physician  and  the  patient. 

2.  A low-residue  diet  containing  2,500 
to  3,000  calories  daily  plus  vitamin  supple- 
mentation. 

3.  Periodic  administration  of  sulfon- 
amide compounds,  most  frequently  salicyl- 
azosulfapyridine. 

4.  Administration  of  sedatives,  anti- 
cholinergic compounds,  and  antidiarrheal 
drugs. 

5.  Whole-blood  transfusion  and  cor- 
rection of  water  and  electrolyte  imbalance 
as  needed. 

6.  Antibiotics  during  exacerbations  with 
fever,  toxicity,  and  evidences  of  infection. 

7.  Use  of  ACTH  and  corticosteroids 
if  response  to  the  previously  mentioned 
measures  was  unsatisfactory  or  during 
acute  relapses  of  the  disease. 

Conclusion 

The  findings  of  this  study  indicate  that, 
in  general,  the  course,  complications,  and 
management  of  patients  with  ulcerative 
cohtis  at  this  institution  do  not  differ 
particularly  from  that  reported  from  larger 
centers.  Although  treatment  was  handled 
by  a diverse  group  of  physicians,  the  in- 
cidence of  surgical  intervention  corresponds 
to  that  of  at  least  two  other  series.  Opera- 
tion was  reserved  for  complications  of  the 
disease  or  for  those  patients  disabled  by 
colitis  who  responded  unsatisfactorily  to 
medical  management. 

The  development  of  skin  lesions  and 
arthritis  in  a significant  number  of  our  cases 
suggests  the  importance  of  a hypersensitivity 
state  in  patients  with  ulcerative  colitis. 
Autoimmune  hemolytic  anemia,  conjunc- 
tivitis, iritis,  and  even  liver  disease  are 
other  associated  disorders  possibly  related 
to  an  antigen-antibody  mechanism. 
Whether  these  manifestations  are  secondary 
to  a system  developing  as  a result  of  the 
colitis  or  are  related  to  a basic  autoimmune 
response  of  which  the  bowel  disease  is  only 
tbe  most  prominent  feature,  is  a matter 
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of  conjecture  but  one  worthy  of  further 
clinical  and  laboratory  investigation. 

Summary 

One  hundred  forty-two  patients  with 
chronic  ulcerative  colitis  were  admitted 
to  the  University  of  Rochester  Medical 
Center  during  a thirteen-year  period. 
Eleven  had  only  rectal  involvement,  and 

6 had  the  segmental  form  of  the  disease. 
The  terminal  ileum  was  involved  in  29 
patients.  Anorectal  complications  occurred 
in  25  patients,  cutaneous  lesions  in  47, 
joint  manifestations  in  27,  ocular  complica- 
tions in  7,  and  hemolytic  anemia  in  2. 
Adenoma  of  the  large  bowel  developed  in 

7 patients,  and  carcinoma  developed  in  4. 
Major  surgical  procedures  were  considered 
necessary  in  45  patients.  Fourteen  patients 
are  known  to  have  died,  10  of  causes  related 
to  their  colitis.  Seven  of  the  fatalities  were 
due  to  peritonitis  secondary  to  perforations 
of  the  colon  and/or  ileum.  The  significance 
of  these  findings  is  discussed,  and  illustrative 
case  histories  are  presented. 

260  Crittenden  Boulevard, 
Rochester  20 
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Discussion 

Speaker  from  the  floor;  I would  like 
to  ask  two  questions.  First,  did  you  divide 
your  patients  into  those  who  had  their 
disease  for  ten  years  or  longer,  and  what 
was  the  incidence  of  carcinoma  in  this  group? 
Second,  as  far  as  the  cutaneous  and  arthritic 
or  articular  manifestations  were  concerned, 
is  there  a direct  correlation  with  the  ex- 
acerbations and  remissions  in  the  occurrence 
of  this  disease,  and  was  it  necessary  to 
remove  the  colon  to  get  complete  remission? 

Dr.  Kelley:  In  response  to  your  first 

question,  of  the  4 patients  who  developed 
carcinoma,  3 had  had  the  disease  for  over 
ten  years,  and  1 had  had  it  for  six  years 
when  a carcinoma  developed. 

The  cutaneous  and  arthritic  complications 
did  occur  in  most  instances  during  exacerba- 
tions of  the  disease,  and  when  the  colitis 
was  brought  under  control,  these  manifesta- 
tions subsided. 

I do  not  have  the  information  about  the 
incidence  of  surgery  in  those  patients  who 
had  the  skin  and  joint  complications  as 
opposed  to  those  who  didn’t. 

Michael  R.  Deddish,  M.D.,  New  York 
City.  Dr.  Kelley,  I would  like  to  ask  whether 
you  have  any  impression  as  to  your  success 
in  your  treatment  of  these  patients  in  an 
outpatient  clinic  versus  taking  care  of  them 
privately.  The  other  question  I would 
like  to  ask  is  what  success  have  you  had 
with  sahcylazosulfapyridine? 

Dr.  Kelley:  I think  the  patients  who 
are  managed  successfully  exclusively  on  an 
outpatient  basis  are  those  who  have  the 
form  of  the  disease  which  involves  only 
the  rectum  and  lower  sigmoid  and  who  do  not 
have  systemic  manifestations  of  the  disease. 
Whether  these  are  private  or  clinic  patients, 
we  try  to  have  one  physician,  a house  ofiicer 
or  one  of  us,  whom  the  patient  can  consider 
as  his  physician  and  from  whom  he  can  get 
help  promptly  when  troubles  develop.  In 
other  words,  we  try  to  build  up  as  personal 
a relationship  as  is  possible. 

Your  second  question.  Dr.  Deddish,  was 
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about  salicylazosulfapyridine.  It  is  difficult 
to  get  objective  data  on  this  and,  as  was 
said  the  other  day,  the  enthusiasm  for 
salicylazosulfapyridine  seems  to  decrease 
in  direct  proportion  to  an  eastward  move- 
ment toward  the  Atlantic  coasthne.  Never- 
theless, we  have  the  idea  that  if  we  ad- 
minister this  drug  in  doses  that  the  patient 
can  tolerate  and  continue  it  regularly, 
there  is  evidence  to  suggest  that  this  is  a 
worth-while  thing  to  do  before  embarking 
on  corticosteroid  therapy.  We  try  to 
manage  these  patients  without  steroids, 
if  possible. 

O.  Dhodanand  Kowlessar,  M.D.,  New 
York  City.  I was  interested  in  Dr.  Kelley’s 
group  of  patients  with  liver  disease,  and 
I wonder  if  he  would  make  two  comments. 
First,  did  the  liver  disease  precede  the 
ulcerative  colitis,  and  second,  if  it  did  not 
precede  the  ulcerative  colitis,  was  this 
pericholangitis?  Or  was  this  a form  of 
biliary  cirrhosis? 

Dr.  Kelley:  Of  the  patients  who  had 
significant  liver  disease,  1 probably  had 
portal  cirrhosis  and  another  a postnecrotic 
form  of  cirrhosis.  The  other  2 patients 
showed  manifestations  of  liver  disease, 
namely,  jaundice  and  deranged  liver  func- 
tion and,  as  evaluated  by  the  laboratory 
means  at  our  disposal  and  needle  biopsy 
of  the  liver,  the  picture  did  suggest  peri- 
cholangitis, although  we  couldn’t  get  a 
specific  commitment  from  our  pathologist, 
Roger  Terry,  M.D.  We  thought  these  2 
patients  fell  into  the  category  to  which  you 


Testing  and  swimming 

The  testing  of  drugs  for  human  use  will 
always  be  a bit  like  a proposed  swim  in  an  in- 
viting pool:  though  one  may  check  the  water  for 
depth,  temperature,  pH,  sahnity,  and  even 


referred,  and  their  liver  disease  seemed  to 
respond  or  at  least  decrease  in  severity 
following  treatment  of  the  colitis. 

Speaker  from  the  floor:  I wanted  to 
know  if  you  have  ever  used  psychotherapy 
in  any  of  these  early  stages  and  if  you  have 
had  any  success  in  the  use  of  it. 

Dr.  Kelley:  If  you  are  asking  if  we 
have  a psychiatric  consultation,  we  ordi- 
narily do  not  unless  there  is  some  ob- 
vious need  for  it.  Our  psychiatrists  tell 
us  that  a meaningful  relationship  with  a 
physician  in  whom  the  patient  can  have 
confidence  and  with  whom  he  can  talk 
regularly  about  his  problems  is  usually 
adequate.  At  times,  however,  more  formal 
psychotherapy  is  needed.  There  were  7 
patients  in  this  series  who  had  major 
psychotic  episodes  associated  with  exacerba- 
tions of  cohtis  and  for  these,  of  course, 
psychiatric  help  was  necessary. 

Spe ABLER  FROM  THE  FLOOR:  Was  there  a 
history  of  bacterial  dysentery  or  bacillary 
dysentery  or  amebic  dysentery  in  any  of 
these  patients? 

Dr.  Kelley:  Seven  patients  had  amebae 
in  their  stools  and  were  treated  for  amebiasis 
without  much  effect  on  their  symptomatol- 
ogy. It  was  our  feeling  that  they  did  not 
represent  cases  of  amebic  dysentery  that 
went  into  ulcerative  cohtis  but  that  the 
inflamed  colon  was  a fertile  soil,  as  it  were, 
and  had  become  infected  with  the  pro- 
tozoan. There  was  no  clear-cut  history 
of  a preceding  bacillary  or  amebic  dysentery 
in  any  of  these  individuals. 


bacterial  count,  and  though  one  may  send  out 
the  family’s  pet  chihuahua  or  macaque  as  a 
vanguard,  one  can  never  experience  fully  the 
feel  of  the  water  until  one’s  own  hesitating  foot 
has  been  resolutely,  unwaveringly,  and  ir- 
revocably dipped  beneath  the  surface. — Charles 
S.  Sherwin,  M.D.,  in  St.  Louis  Medicine,  August 
31, 1962 
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P REMATURE  ATHEROMATOUS  degeneration 
is  the  most  widely  recognized  complication 
of  diabetes  mellitus/-^  and  many  of  the 
other  complications  of  the  disorder,  includ- 
ing the  neuropathies,®  have  been  attributed 
to  it,  although  in  recent  years  this  attribution 
has  been  accepted  less  readily.^  In  part, 
this  is  because  more  than  one  clinical  type 
of  neuropathy  occurs  in  diabetes,  one  of 
which,  the  mononeuritis  seen  in  ocu- 
lomotor palsy,  has  been  shown  to  be  due 
probably  to  vascular  disease.®  In  part 
also,  it  is  because  some  of  the  chnical 
manifestations  of  the  neuropathy  resemble 
those  which  are  associated  with  peripheral 
arteriosclerosis.  ® 

Many  reports  stress  the  occurrence  of 
circulatory  abnormalities  in  diabetes  mel- 
litus,  but  there  are  few  studies  of  the  cir- 
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dilation  in  diabetic  neuropathy.  Of  these, 
some  deal  primarily  with  the  circulation 
in  the  upper  limbs;’  others®  have  been 
criticized  on  technical  grounds.® 

The  paper  reports  plethysmographic 
studies  of  the  circulation  in  the  great  toes 
of  24  patients  (Cases  1 to  24)  with  diabetic 
neuropathy,  in  16  controls  (Cases  25  to  40), 
and  in  9 patients  suffering  from  nondiabetic 
peripheral  arteriosclerosis  (Cases  41  to  49). 

Material  and  methods 

The  controls  were  members  of  the  staff 
of  the  Toronto  General  Hospital  and  patients 
without  known  vascular  disease.  Among 
the  controls  were  5 patients  with  diabetes 
meUitus  without  clinical  signs  of  neuropathy 
or  of  vascular  disease  (Cases  36  to  40)  and 
1 patient  with  alcoholic  neuropathy  (Case 
33). 

The  diabetic  patients  with  neuropathy 
aU  suffered  from  a bilateral  symmetrical 
neuropathy  affecting  the  legs  earUer  and 
more  severely  than  the  arms  and  in  most 
cases  affecting  only  the  legs.  It  was  a pre- 
dominantly sensory  neuropathy,  involving 
mainly  the  modalities  of  pain  and  tempera- 
tvure.  Wasting,  when  it  was  present,  usually 
was  confined  to  the  small  muscles  of  the 
feet  and  was  rarely  seen  in  the  small  muscles 
of  the  hands.  In  all  but  a few  cases  the 
only  reflex  change  was  loss  or  depression 
of  the  ankle  jerks.  In  3 cases  (1, 19,  and  21), 
it  was  possible  to  measure  the  blood  flow 
in  a digit  with  a trophic  ulcer. 

The  patients  with  arterial  disease  had 
been  admitted  to  the  hospital  for  the  treat- 
ment of  impending  or  actual  gangrene. 
They  all  suffered  from  severe  degenerative 
vascular  disease,  one  of  the  aorta  and  the 
others  of  the  major  arteries  of  the  legs. 
None  showed  significant  neurologic  ab- 
normalities on  clinical  examination. 

The  apparatus  and  technic  described  by 
Burch’®  were  used  to  measure  the  blood 
flow  in  the  great  toes  of  all  patients  and 
controls.  The  blood  flow  in  both  great 
toes  was  measured  in  the  same  experiment, 
and  in  a number  of  cases  it  was  measured 
in  the  same  subject  on  two  or  three  occasions. 
Measurements  were  made  first,  at  rest, 
second,  after  heating  of  the  trunk  and  arms, 
either  with  a heat  cradle  or  blankets  and 
hot  water  bottles,  and  third,  after  the  ad- 
ministration of  nitroglycerin,  0.6  mg.  In 
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some  experiments  the  responses  to  smoking, 
to  cold,  and  to  an  intravenous  injection  of 
tolazoline  hydrochloride,  25  mg.,  were 
observed.  Heating  of  the  trunk  and  arms 
was  carried  to  the  point  at  which  a constant 
response  was  obtained  or  until  the  patient 
found  it  intolerable.  An  observation  of  the 
triple  response  to  histamine  in  the  feet  was 
made  in  all  subjects. 

The  experiments  were  conducted  in  an 
air-conditioned  room,  the  temperature  of 
which  remained  constant  to  1 C.  during  the 
course  of  any  one  experiment. 

Each  experiment  lasted  two-and-one-half 
to  three  hours,  and  no  observations  were 
made  until  the  patient  was  comfortable, 
his  apprehensions  allayed  as  far  as  possible, 
and  the  resting  blood  flow  constant. 

Results 

The  results  are  set  out  in  Table  I and  in 
Figure  1 from  which  it  can  be  seen  that  no 
significant  difference  was  found  between  the 
controls  and  the  patients  with  diabetic 
neuropathy  at  rest  or  after  the  administra- 
tion of  nitroglycerin. 

In  general,  the  responses  in  these  two 
groups  to  heating  the  trunk  and  arms  were 
similar  to,  and  of  about  the  same  magnitude 
as,  those  obtained  with  nitroglycerin.  In 
4 patients  (Cases  6,  11,  20,  and  22)  with 
diabetic  neuropathy  and  1 control  patient 
(Case  33)  with  alcoholic  neuropathy,  no 
response  to  apparently  adequate  heating 
of  the  trunk  was  found  although  the  re- 
sponse to  nitroglycerin  was  prompt  and 
adequate.  These  4 diabetic  patients  all 
had  a severe  neuropathy. 

The  volume  flow  in  the  patients  with 
peripheral  arteriosclerosis  was  low  at  rest 
and  showed  no  significant  increase  with 
heating  the  trunk  or  after  nitroglycerin. 
Three  patients  (Cases  10,  19,  and  24)  with 
diabetic  neuropathy  had  volume  flows 
within  the  range  of  that  of  the  patients 
with  peripheral  arterial  disease.  One  of 
these  (Case  19)  had  a severe  neuropathy, 
affecting  the  trunk  as  well  as  the  limbs,  and 
he  also  had  a trophic  ulcer  of  one  foot  which 
responded  to  rest  in  bed.  The  other  patients 
with  severe  neuropathies  or  trophic  lesions 
or  both  had  volume  flows  well  within  the 
normal  range. 

In  those  patients  with  asymmetrical 
volume  flows  (Cases  22  and  24),  no  cor- 


PLETHYSMOGRAPHic Studies  of  the  circulation 
in  the  great  toes  were  made  in  24  patients  with 
neuropathy,  in  16  controls,  of  whom  5 had 
diabetes  without  neuropathy,  and  in  9 pa- 
tients with  nondiabetic  peripheral  arterio- 
sclerosis. Only  the  patients  with  occlusive 
arterial  disease  showed  a gross  reduction  in 
resting  flow  and  in  maximum  flow  produced 
by  nitroglycerin.  Of  the  patients  with  diabetic 
neurooathy,  three  quarters  showed  a defective 
neurogenic  component  of  the  inflammatory 
response  to  intradermal  injection  of  histamine 
in  the  foot,  and  one  fifth  showed  a defect  of  the 
efferent  vasomotor  system. 


responding  asymmetry  was  found  in  the 
neuropathy.  One  patient  (Case  22)  had  a 
trophic  ulcer  on  the  side  with  the  greater 
flow. 

Characteristic  tracings  from  a patient 
with  diabetic  neuropathy,  from  a control, 
and  from  a patient  with  peripheral  arterio- 
sclerosis are  shown  in  Figure  2. 

A study  of  the  detailed  form  of  the  pulse 
waves  in  the  tracings  revealed  minor  degrees 
of  asymmetry  which  were  similar  to  those 
which  were  described  previously  in  diabetic 
patients  following  the  administration  of 
nitroglycerin.  “ Four  diabetic  patients 
(Cases  5,  7,  20,  and  23)  made  up  a group  with 
weak  or  impalpable  pulses,  small  volume- 
pulse  amplitude,  and  normal  volume  flows 
(Fig.  3).  One  (Case  20)  was  awaiting 
amputation  for  nondiabetic  arterial  disease; 
as  a result  of  the  finding  of  a normal  blood 
flow  she  was  investigated  further,  found 
to  be  a diabetic  patient  with  neuropathy, 
and  was  treated  successfully  with  rest  in 
bed. 

The  flare  component  of  the  triple  response 
was  absent  in  20  patients  with  diabetic 
neuropathy  and  in  4 patients  with  non- 
diabetic arterial  disease.  It  was  present  in 
the  remainder  of  the  patients  with  diabetic 
neuropathy  and  in  all  the  controls,  except 
the  patient  with  alcoholic  neuropathy. 

Many  of  the  subjects  who  were  given 
tolazoline  hydrochloride  found  it  very 
disagreeable,  and  its  use  was  abandoned. 
The  observations  which  were  made  with 
it  gave  results  similar  to  those  which  were 
obtained  with  nitroglycerin.  In  those  sub- 
jects who  were  smokers,  the  inhalation  of 
cigaret  smoke  was  followed  by  a reduction 
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TABLE  I.  Blood  flow  at  rest,  after  heating,  and  after  nitroglycerin 


Blood  Flow  (Cu.  mm.  per  5 ml.  per  Second) ■ 

After 

Age  At  Rest After  Nitro- 

Case  (Years)  Sex  Right  Left  Heating  glycerin 


Diabetic  nemopathy 


1 

58 

M 

8.1 

12.5 

12.5 

10.8 

12.5 

12.5 

2 

31 

F 

1.5 

4.1 

4.8 

0.3 

3.9 

4.8 

3 

53 

M 

4.5 

8.9 

8.9 

4.5 

8.9 

8.7 

4 

17 

F 

14.2 

30.0 

32.8 

10.9 

30.0 

30.0 

5 

29 

M 

2.2 

4.9 

5.0 

1.6 

4.8 

4.8 

6 

42 

F 

1.1 

1.3 

4.2 

1.0 

1.0 

4.0 

7 

29 

M 

0.8 

4.2 

4.3 

0.3 

4.1 

4.2 

8 

43 

M 

5.9 

10.0 

14  0 

6.1 

11.4 

14.8 

9 

32 

M 

4.0 

6.4 

7.5 

5.3 

6.4 

7.4 

10 

65 

M 

2.0 

2.0 

2.2 

2.2 

2.3 

2.2 

11 

39 

M 

0.3 

0.6 

4.3 

0.4 

0.6 

4.0 

12 

40 

F 

1.3 

8.0 

7.9 

2.1 

8.0 

7.8 

13 

38 

M 

1.6 

4.1 

4.2 

1.9 

4.5 

4.3 

14 

45 

M 

1.1 

5.6 

5.4 

0.9 

6.0 

5.9 

15 

36 

M 

5.7 

9.5 

9.1 

4.2 

9.3 

9.4 

16 

30 

F 

3.2 

8.5 

8.5 

4.1 

7.9 

8.1 

17 

22 

F 

3.5 

9.1 

9.5 

3.1 

9.0 

8.7 

18 

18 

F 

7.9 

15.8 

15.4 

8.1 

16.0 

15.6 

19 

62 

M 

1.8 

2.8 

2.8 

1.6 

2.1 

2.3 

20 

65 

F 

1.1 

2.1 

4.2 

0.9 

2.0 

4.1 

21 

42 

M 

4.7 

7.9 

8.0 

4.5 

8.0 

9.5 

22 

59 

M 

1.3 

1.4 

5.9 

0.3 

0.5 

4.0 

23 

52 

M 

0.0 

4.0 

6.0 

0.0 

8.0 

8.0 

24 

49 

M 

2.4 

2.5 

3.9 

2.0 

2.5 

2 0 

Controls 

25 

50 

M 

0.0 

3.0 

4.0 

0.0 

4.0 

4.0 

26 

34 

M 

3.0 

6.0 

8.0 

3.0 

7.0 

9.0 

27 

32 

F 

1.1 

5.0 

5.0 

0.0 

5.0 

5.0 

28 

34 

F 

0.7 

14.5 

15.0 

0.0 

14.5 

14.0 

29 

29 

M 

3.0 

5.5 

6.0 

3.5 

6.0 

6.1 

30 

40 

F 

8.4 

16.0 

15.8 
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TABLE  1.  {continued) 


Case 

Age 

(Years) 

Sex 

— Blood  Flow  (Cu.  mi 

m.  per  5 ml.  per  Second) • 

After 

After  Nitro- 

Heating  glycerin 

Right 

Left 

6.0 

16.0 

16.0 

31 

28 

M 

3.4 

7.1 

7.3 

0.0 

7.1 

7.1 

32 

35 

M 

0.0 

5.0 

4.8 

0.0 

5.0 

4.6 

33 

35 

F 

2.0 

3.5 

7.1 

1.0 

2.5 

7.2 

34 

62 

M 

0.0 

7.0 

6.6 

1.4 

6.0 

5.3 

35 

28 

F 

2.8 

9.5 

7.2 

3.6 

7.2 

7.2 

36 

47 

M 

4.5 

9.2 

9.0 

4.1 

9.1 

9.1 

37 

31 

F 

2.9 

6.2 

6.3 

2.7 

5.9 

6.2 

38 

59 

F 

2.9 

6.2 

6.3 

2.7 

5.9 

6.2 

39 

49 

F 

3.5 

6.0 

6.1 

2.9 

6.0 

6.1 

40 

62 

F 

4.2 

8.2 

9.0 

4.5 

9.0 

9.0 

Ai'teriosclerosis  (nondiabetic) 

41 

62 

M 

0.75 

1.0 

0.9 

1.2 

1.1 

1.0 

42 

67 

F 

0.9 

2.9 

1.9 

2.9 

2.9 

2.9 

43 

58 

M 

2.4 

2.8 

2.7 

3.5 

3.6 

3.6 

44 

71 

M 

0.9 

0.8 

0.9 

0.7 

1.2 

1.1 

45 

64 

M 

1.2 

1.8 

2.1 

1.1 

1.7 

2.0 

46 

60 

M 

2.3 

2.8 

2.8 

1.5 

2.5 

2.5 

47 

59 

M 

0.0 

1.1 

2.6 

0.0 

2.3 

2.6 

48 

63 

F 

1.4 

1.9 

2.0 

1.3 

2.0 

2.1 

49 

45 

M 

3.2 

3.1 

3.3 

3.5 

3.2 

3.5 

have  been  criticized  on  the  grounds  that 
skin  temperature  changes  are  unreliable 
indicators  of  circulatory  change.®  Such 
observations  usually  have  not  been  con- 
cerned with  digital  flows  but  with  the  skin 
of  the  dorsum  of  the  foot  where  “trophic 
lesions”  are  uncommon.  Hence  for  the 
pinrpose  of  this  study  the  technic  of  digital 
plethysmography  is  of  particular  value. 

This  study  shows  no  difference  in  volume 
flow  in  the  great  toes  between  patients  with 
diabetic  neuropathy  and  controls  and  shows 
a marked  difference  between  these  and  the 
patients  with  nondiabetic  occlusive  vascular 
disease.  It  shows  no  relation  between  the 
neuropathy  and  the  extent  of  peripheral 


in  blood  flow  in  all  except  the  patients  with 
arteriosclerosis  and  in  2 of  10  patients  with 
diabetic  neuropathy. 

Comment 

The  technic  of  digital  plethysmography 
has  been  discussed  at  length  in  two  publica- 
tions. In  spite  of  some  disadvantages, 
it  is  a valuable  technic  for  the  measurement 
of  total  blood  flow.  In  that  it  measures 
blood  flow  in  the  skin,i<  it  has  special  value 
in  diabetes  mellitus  in  which  lesions  of  the 
skin  of  the  feet  and  toes  are  notoriously 
common  and  often  are  attributed  to  vascular 
disease.  Previous  observations  in  this  field* 
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FIGURE  1.  Maximum  blood  flow  in  legs  of  patients 
with  arteriosclerosis  (dotted),  diabetic  neuropathy 
(solid  black),  and  controls  (hatched). 


FIGURE  2.  Plethysmographic  tracings  from  C,  a 
control,  N,  a patient  with  diabetic  neuropathy,  and 
A,  a patient  with  peripheral  arteriosclerosis,  to 
show  (1)  resting  flow,  (2)  flow  in  response  to  heating 
trunk,  and  (3)  response  to  Vioo  grain  of  nitroglycerin. 
Toe  volume,  5 ml.  in  all  records. 


arteriosclerosis  in  patients  with  reduction 
of  blood  flow  in  one  leg.  These  results 
suggest  that  the  neuropathy  of  diabetes 
mellitus  can  be  attributed  neither  to  pre- 
mature atheromatosis  of  the  peripheral 
vessels  nor  to  a disorder  of  small  blood 
vessels  such  as  would  cause  a reduction  in 
total  blood  flow  to  the  part.  This  does  not 
negate  the  possibilities  either  of  a specific 
disorder  of  the  neural  vessels'"’  or  of  a dis- 
order of  tissue  nutrition  related  to  capillary 
anomalies  that  have  been  described  in  dia- 
betic patients.'® 

Our  findings  suggest  also  that  in  a pro- 
portion of  diabetic  patients  with  neuropathy, 
the  efferent  vasomotor  fibers  of  the  auto- 
nomic system  are  damaged.  This  finding 
supplements  the  recently  published  ob- 
servations of  Sharpey-Schafer  and  Taylor’ 
who  concluded  from  their  observations  on 
changes  of  blood  flow  in  the  arms  in  response 
to  the  Valsalva  maneuver,  to  changes  in 
posture,  and  to  changes  in  temperature, 


FIGURES.  Plethysmographic  tracing  to  show  large 
volume  flow  and  small  pulses.  Calibration  as  in 
Figure  2. 


that  such  interference  was  on  the  afferent 
side  of  the  arc.  It  seems  possible  that  the 
difference  in  results  may  be  due  to  the  earlier 
and  greater  involvement  of  the  legs  and 
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feet  than  of  the  arms  and  hands  in  diabetic 
neuropathy. 

We  interpret  the  records  showing  normal 
blood  flow  with  small,  pulse-volume  ampli- 
tude (Fig.  3)  as  being  those  of  a successful 
collateral  circulation  of  the  type  described  by 
Dible.  ” In  the  cases  reported  here,  as  well 
as  in  the  others  studied,  this  combination 
has  appeared  only  in  diabetic  patients,  sug- 
gesting the  possibility  that  the  collateral 
circulation  may  be  more  extensive  than  in 
patients  with  nondiabetic  occlusive  vascular 
disease,  perhaps  because  of  its  longer  evolu- 
tion in  diabetes.  Some  of  the  patients  in  this 
group,  all  of  whom  were  over  fifty-five 
years  old,  were  referred  as  cases  of  non- 
diabetic occlusive  vascular  disease,  and  the 
suspicion  that  they  had  diabetes  meUitus 
was  first  raised  by  this  plethysmographic 
finding.  This  experience  lends  additional 
weight  to  the  observations  reported  by 
Bartels  and  Rullo'*  in  an  article  which 
emphasized  the  fallibility  of  reliance  on  an 
examination  of  the  urine  and  on  fasting 
blood  sugar  levels  in  the  diagnosis  of  diabetes 
mellitus  in  patients,  especially  elderly  pa- 
tients, with  peripheral  vascular  disease. 

Whatever  may  be  the  magnitude  of  the 
potential  blood  flow  in  the  digits  of  these 
patients  with  diabetic  neuropathy,  the  ob- 
servations on  the  “triple  response”  to 
histamine  show  that  the  blood  flow  locally 
often  is  not  increased  in  response  to  injury 
to  the  skin.  The  flare  component  of  this 
response,  which  is  absent  in  these  patients, 
depends  on  a reflex  of  the  axons  of  the 
somatic  sensory  system.  It  is  absent  not 
uncommonly  in  patients  with  chronic  pe- 
ripheral neuropathy,  usually  in  those  forms 
which  affect  predominantly  the  apprecia- 
tion of  pain  and  temperature.'”  This  neuro- 
genic defect  of  the  inflammatory  response 
to  injury  of  the  skin  may  be  regarded  as 
functional  ischemia  and  perhaps  underlies 
part  of  the  liability  to  “trophic”  lesions. 

The  functional  significance  of  the  changes 
reported  in  small  vessels  in  diabetes  mel- 
litus'® is  difficult  to  assess  from  observations 
of  this  type.  As  in  previous  reports  of 
plethysmographic  studies  in  patients  with 
diabetes  mellitus,"  minor  alterations  in  the 
form  and  symmetry  of  the  tracings  were 
seen,  but  they  did  not  cause  any  gross 
reduction  in  the  total  volume  flow.  The 
occurrence  of  those  changes  in  the  records 
did  not  correlate  with  the  severity  of  the 


neuropathy,  with  the  occurrence  of  trophic 
lesions,  or,  in  this  small  group,  with  the  age 
of  the  patient  or  with  the  duration  of 
diabetes.  In  particular,  the  healing  of 
trophic  ulcers  with  rest  in  bed  was  not  de- 
layed in  patients  in  whom  these  changes 
in  the  records  were  present. 

Our  results  suggest  that  in  patients  with 
diabetes  mellitus,  lesions  of  the  feet  are 
due  as  commonly  to  neuropathy  as  to 
degenerative  arterial  disease  and  that  con- 
servative treatment  often  will  permit  an 
excellent  result.  The  most  important  source 
of  error  in  diagnosis  is  unfamiliarity  with 
the  occurrence  of  such  lesions  in  peripheral 
neuritis.  The  most  useful  indications  of 
their  neurogenic  origin  are  their  distribution, 
the  clawing  of  the  foot  associated  with  wast- 
ing of  the  small  muscles,  and  the  early 
sensory  defect  to  pain  and  temperature. 
The  appreciation  of  light  touch  and  the  dis- 
criminative aspects  of  sensation  usually  are 
affected  late.  The  preservation  of  these 
modalities  enables  such  a patient  to  estimate 
the  size  of  stimulus  or  to  tell  a sharp  from 
a dull  point  without  any  sensation  of  pain. 
Hence,  when  testing  sensibility  to  pain 
with  a pin,  it  is  important  to  inquire  spe- 
cifically for  pain  (or,  on  occasion,  for  hyper- 
pathia)  rather  than  for  sharpness  or  dull- 
ness. 

Summary 

The  results  of  a plethysmographic  study 
of  the  hallucal  blood  flow  of  patients  with 
diabetic  neuropathy  are  described  and 
compared  with  the  findings  in  diabetic 
patients  without  neuropathy,  in  controls, 
and  in  patients  with  peripheral  arterio- 
sclerosis. 

No  difference  in  resting  flow  and  in  maxi- 
mum flow  produced  by  nitroglycerin  was 
found  in  the  first  three  groups.  The  patients 
with  occlusive  arterial  disease  alone  showed 
a gross  reduction. 

Three  quarters  of  the  diabetic  patients 
with  a neuropathy  showed  a defective  neuro- 
genic component  of  the  inflammatory  re- 
sponse to  intradermal  injection  of  histamine 
in  the  foot. 

One  fifth  of  the  diabetic  patients  with 
neuropathy  showed  a defect  of  the  efferent 
vasomotor  system. 

Acknowledgment.  The  authors*  thanks  are  due  to  H. 
F.  Robertson,  M.D.,  for  his  advice  and  encouragement. 


July  15,  1963  / New  York  State  Journal  of  Medicine  2081 


References 

1.  Warren,  S.,  and  Le  Compte,  P.:  Pathology  of  Di- 
abetes, 3rd  ed.,  Philadelphia,  Lea  & Febiger,  1952. 

2.  Winter,  F.  C.:  Diabetic  retinopathy.  Degenerative 
vascular  complications  of  diabetes  and  discussion  of  clinical 
aspects  of  the  disease,  J.A.M.A.  174:  143  (Sept.  10)  1960. 

3.  Woltman,  H.  W.,  and  Wilder,  R.  M.:  Diabetes 

mellitus.  Pathologic  changes  in  the  spinal  cord  and  pe- 
ripheral nerves.  Arch.  Int.  Med.  44:  576  (Oct.)  1929. 

4.  Oakley,  W.  G.,  Catterall,  R.  C.  F.,  and  Martin,  M. 
M.;  Aetiology  and  management  of  lesions  of  the  feet  in  dia- 
betes, Brit.  M.  J.  2:  953  (Oct.  27)  1956. 

5.  Dreyfus,  P.  M.,  Hakim,  S.,  and  Adams,  R.  D.: 
Diabetic  ophthalmoplegia;  with  postmortem  study  and 
comments  on  vascular  supply  of  human  oculomotor  nerve, 
report  of  a case,  A.M.A.  Arch.  Neurol.  & Psychiat.  77:  337 
(Apr.)  1957. 

6.  Hutchinson,  E.  C.,  and  Liversedge,  L.  A.:  Neu- 
ropathy in  peripheral  vascular  disease;  its  bearing  on  diabetic 
neuropathy.  Quart.  J.  Med.  25:  267  (Apr.)  1956. 

7.  Sharpey -Schafer,  E.  P.,  and  Taylor,  P.  J.;  Absent 
circulatory  reflexes  in  diabetic  neuritis.  Lancet  1:  559  (Mar. 
12)  1960. 

8.  Martin,  M.  M.:  Involvement  of  autonomic  nerve 

fibres  in  diabetic  neuropathy,  ibid.  1:  560  (1953). 

9.  McPherson,  A.:  Involvement  of  autonomic  nerve- 
fibers  in  diabetic  neuropathy,  ibid.  1:  648  (Mar.  28)  1953. 

10.  Burch,  G.  E.;  A new  sensitive  portable  plethysmo- 
graph.  Am.  Heart  J.  33:  48  (Jan.)  1947. 

11.  Megibow,  R.  S.,  et  a/.;  The  mechanism  of  accelerated 


Industry  supplied  "muscle” 


The  age  we  live  in  is  rooted  in  technology. 
Machines  are  everywhere  and  have  been  devised 
to  do  just  about  everything.  These  machines 
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agents  appeared.  Experts  in  the  processes  of 
fermentation  readily  converted  their  methods 
and  apparatus  to  the  production  of  penicillin; 
pill-producing  machines  could  be  devised  for 
turning  out  sulfonamides  or  isoniazid  in  large 
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quantities;  quai'ters  used  for  the  production  of 
antipneumococcic  serum  from  thousands  of  rab- 
bits served  well  for  animals  used  to  test  the 
efficacy  of  antibiotics.  Behind  these  elaborate 
facilities  were  the  resources  of  the  pharmaceuti- 
cal corporations.  The  industrial  capitalism  that 
arose  in  the  18th  and  19th  centuries  in  Europe 
and  America  supphed  the  “muscle”  in  the  war 
on  infections,  the  money  needed  to  run  the 
machines  and  to  hire  the  workers.  We  cannot 
say  that  no  other  way  would  have  been  pos- 
sible; we  can  say  that  this  method  was  tremen- 
dously effective. — Harry  F.  Dowhng,  M.D.,  in 
Archives  of  Internal  Medicine,  November,  1962 
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In  the  detection  of  cerebrovascular  dis- 
ease due  to  cervical  arterial  insufficiency, 
it  is  common  practice  in  large  medical  and 
hospital  centers  to  follow  complete  physical 
examination  with  angiography  of  the  sus- 
pected arteries.^  In  the  home  or  private 
office  it  is  usually  not  feasible  to  have  such 
studies  done.^  Also  in  hospitals  which 
lack  adequately  trained  personnel  or  in 
homes  for  the  aged  it  is  rarely  possible  to 
carry  out  angiography  on  all  patients  who 
have  symptoms  and  signs  indicative  of 
cerebrovascular  insufficiency  whether  or  not 
they  are  related  to  cervical  arterial  stenoses. 

During  the  past  thirteen  years  I have 
done  more  than  9,000  circulation  tests  on 
patients  as  part  of  their  cardiovascular 
work-up.  This  circulation  test  has  proved 
very  helpful  in  evaluating  the  patency  of 
the  cervical  arterial  system.^  On  imselected 
cases  of  a general  population  between  the 
ages  of  forty-five  and  ninety  years  I have 
found  that  one  can  expect  to  detect  2 or  3 
cases  which  have  some  degree  of  cervical 
arterial  stenosis  in  each  100  persons  tested. 


A circulation  test  utilizing  calcium  gluconate 
is  useful  in  the  diagnosis  of  cerebrovascular 
disease  due  to  cervical  arterial  insufficiency 
and  in  selection  of  patients  for  angiography. 
The  test  is  explained  by  the  hydraulic  ram 
phenomenon.  Contraindications  include 
psychosis,  unconsciousness,  acute  myocardial 
insufficiency,  and  acute  deterioration  of  the 
central  nervous  system. 


Technic 

In  administering  this  circulation  test  for 
cerebrovascular  insufficiency,  the  patient  is 
placed  in  a supine  position,  the  head  being 
level  with  the  shoulders  or  chest.  If  the 
patient  is  uncomfortable  in  this  position,  the 
head  may  be  raised  just  enough  to  enable 
comfortable  breathing.  He  is  asked  by  the 
physician  to  be  ready  to  teU  when  and 
where  he  feels  a heat  reaction  following  an 
injection  which  wiU  be  given.  A dose  of  5 
ml.  of  a solution  of  10  per  cent  calcium  glu- 
conate is  then  injected  rapidly  intravenously 
into  the  median  basihc  vein  of  either  arm.'* 
If  there  is  any  doubt  of  comprehension  on 
the  part  of  the  patient,  the  test  can  be  re- 
peated safely  after  a five-minute  interval. 

The  heat  of  the  diagnostic  solution  is  felt 
subjectively  and  objectively  only  when 
blood  vessels  are  near  the  surface  of  the  body 
in  areas  where  there  are  heat  receptors  and 
end  arteries.  Persons  who  have  normal 
cervical  arterial  circulation  wiU  feel  the  heat 
reaction  caused  by  the  solution  of  calcium 
gluconate  first  in  the  tongue  and/or  face  and 
subsequently  in  both  hands.® 

Anatomy 

The  patency  of  the  arteries  of  the  neck 
determines  whether  or  not  there  is  cerebro- 
vascular insufficiency  due  to  cervical  arterial 
stenosis.®'^  Since  the  anatomy  of  the  cervi- 
cal arteries  has  a bearing  on  the  pathologic 
condition,  a review  of  the  typical  arrange- 
ment of  the  arteries  of  the  head  and  neck  is 
presented  in  Figure  1. 

The  patency  of  the  common  carotid  and 
subclavian  arteries  can  be  determined  by 
palpation  and  by  the  use  of  circulation  tests 
and  angiography.  The  patency  of  the  ver- 
tebral and  internal  carotid  arteries  can  be 
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FIGURE  1.  Schematic  drawing  of  the  major  arter- 
ies of  head  and  neck. 


determined  by  inference  in  the  same  circula- 
tion test  by  recognizing  and  understanding 
the  hydraulic  ram  phenomenon. 

Theory 

The  theory  behind  the  circulation  test,  as 
used  to  detect  any  nonobstructive  stenosis, 
is  based  on  the  findings  that  any  such 
stenosis  produces  a jet  stream,  distal  to  the 
stenosis,  with  characteristic  high  velocity, 
low  volume,  and  low  pressure  (varying  di- 
rectly with  the  degree  of  stenosis),  and  that 
proximal  to  the  nonobstructive  stenosis 
there  is  a pooling  effect,  with  characteristics 
of  low  velocity,  high  volume,  and  high  pres- 
sure which  also  vary  directly  with  the  degree 
of  stenosis.  This  effect  or  phenomenon  is 
similar  to  that  of  a hydraulic  ram  (Fig.  2).® 

I wiU  use  the  nonobstructive  stenosis  of 
the  left  vertebral  artery  just  above  its 
origin  as  an  example  in  man  of  the  hydraulic 
ram  phenomenon.  In  this  case  the  supply 
or  drive  pipe  is  the  aorta.  The  chamber 
which  has  low  velocity,  high  pressure,  and 
high  volume  is  the  subclavian  artery,  with 
the  peripheral  resistance  of  the  branches  of 
the  subclavian  acting  as  the  valve  for  that 
section.  The  hydraulic  ram  jet  is  in  the 
vertebral  artery,  with  the  stenosis  acting  as 
a valve.  The  jet  has  the  characteristics  of 
high  velocity,  low  pressure,  and  low  volume 
(Fig.  3). 


1 


FIGURE  2.  Hydraulic  ram.  Principle  of  hydraulic 
ram,  invented  in  England  in  1772,  is  transfer  of  ki- 
netic energy  of  large  mass  of  fluid  in  chamber  to 
potential  energy  of  comparatively  small  fraction  of 
fluid  which  then  acts  as  jet  stream.® 


The  volume  of  blood  (milliliters  per 
second)  of  a given  viscosity  which  goes 
through  the  tube  (the  vertebral  artery  distal 
to  the  nonobstructive  stenosis)  varies  di- 
rectly according  to  the  blood  pressure  (BP) 
in  the  chamber  (subclavian  artery).  It  also 
varies  directly  according  to  the  peripheral 
resistance  (PR)  of  the  branches  of  the  sub- 
clavian artery,  to  the  fraction  of  the  stenosis 
(S)  of  the  vertebral  artery,  and  to  the 
velocity  (Ve)  of  the  jet  stream.  This  may 
be  expressed  in  the  formula: 

Volume  = Ve  X PR  X ^ X BP  (hydraulic  jet) 

The  volume  of  blood  (milliliters  per 
second)  of  a given  viscosity  which  goes 
through  the  chamber  and  reaches  an  area 
where  there  are  thermal  receptors  wiU  vary 
directly  according  to  the  pressure  in  the 
chamber,  the  velocity  of  the  blood  in  the 
chamber,  the  fraction  of  the  degree  of 
stenosis  of  that  vertebral  artery,  and  the 
fraction  of  the  peripheral  resistance  of  the 
branches  of  the  subclavian  artery.  In  other 
words,  the  volume  of  blood  which  reaches 
the  thermal  receptors  wiU  vary  indirectly 
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HGURE  4.  Complete  stenosis  distal  to  anasto- 
Imoses. 

the  degree  of  the  stenosis  and  indirectly 
the  peripheral  resistance.  The  formula 
I express  this  is: 

Volume  = Ve  X BP  X 5 X (chamber) 

S PR 


[Clinical  applications 

It  can  be  seen  that  this  hydraulic  ram 
[phenomenon  wiU  cause  the  following  test 
reactions  in  these  typical  clinical  conditions 
I of  nonobstructive  stenoses: 

1.  Nonobstructive  stenosis  of  a vertebral 
I artery  will  give  the  hydraulic  ram  phenom- 
I enon  of  distal  jet  stream  of  low  blood  pres- 
sure, low  volume,  high  velocity,  and  a 
proximal  picture  in  the  subclavian  artery 
of  high  blood  pressure,  low  velocity,  and 
high  volume.  There  will  be,  therefore,  a 
slowing  down  or  absence  of  any  thermal 
reaction  in  the  hands  of  the  affected  side. 

2.  Nonobstructive  stenosis  of  an  inter- 
nal carotid  artery  will  give  the  hydraulic 
ram  phenomenon  of  a jet  stream  of  low 
blood  pressure,  low  volume,  and  high  veloc- 
ity distal  to  the  stenosis  in  the  internal 
carotid,  and  a proximal  picture  of  high 
volume,  low  blood  pressure,  and  low  velocity 
in  the  external  carotid  and  the  common 
carotid  arteries.  There  wiU  be,  therefore,  a 
slowing  down  or  absence  of  thermal  reaction 
on  the  affected  side  of  the  face.  If  there  is 
sufficient  stenosis,  there  will  be  a heat  reac- 
tion which  starts  on  the  contralateral  side, 
and  flashes  across  the  face  to  the  stenosed 
side. 

In  complete  stenosis  it  must  be  remem- 
bered that  the  location  of  the  stenosis  deter- 


FIGURE 5.  Complete  stenosis  proximal  to  anasto- 
moses. 


mines  the  test  reaction.  For  example,  a 
complete  stenosis  of  the  vertebral  artery 
proximal  to  its  anastomoses  or  collaterals 
wiU  have  no  disturbance  of  the  heat  reaction 
on  the  affected  side.  Under  certain  condi- 
tions, however,  there  is  a paradoxical  reac- 
tion in  which  the  lack  of  thermal  reaction  is 
on  the  contralateral  side.  That  is,  the  ret- 
rograde circulation  goes  from  the  nonaffected 
side  to  the  affected  side  via  anastomoses 
and/ or  via  the  circle  of  Willis,  and  therefore 
there  are  hydraulic  ram  phenomena,  with 
aU  their  ramifications,  on  the  nonaffected 
side.® 

As  an  example,  a complete  stenosis  distal 
to  the  anastomoses  or  collaterals  will  have  a 
hydraulic  ram  phenomenon  (Fig.  4).  One 
can  assume  that  the  anastomotic  branches 
have  a jet  of  low  volume,  high  velocity,  and 
low  pressure  until  they  dilate  sufficiently  to 
provide  collateral  circulation.  Until  then, 
the  stenotic  artery  will  have  high  volume, 
low  velocity,  and  high  pressure.  These 
characteristics  wiU  continue  retrograde  to 
the  main  artery  and  impart  their  character- 
istics to  its  blood  flow. 

In  the  case  of  a completely  stenosed  verte- 
bral artery,  distal  to  its  anastomoses,  its 
characteristics  are  imparted  to  the  sub- 
clavian artery  and,  in  the  case  of  an  internal 
carotid  artery,  its  characteristics  are  trans- 
mitted to  the  external  and  common  carotid 
arteries.  A complete  stenosis  distal  to  the 
anastomoses  will,  therefore,  give  a delayed 
or  absent  thermal  reaction  on  the  affected 
side. 

A complete  stenosis  of  a vertebral  artery 
(Fig.  5),  proximal  to  the  anastomoses  or 
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TABLE  1.  Test  patterns  of  the  thermal  reactions  caused  by  cervical  arterial  stenoses 

Types  of  Stenosis 

Face  or  Tongue 

• — above  Thyroid — . ■ Upper  Extremity • 

Right  Left  Right  Left 

Right  vertebral  nonobstructive 

Yes 

Yes 

No 

Yes 

Left  vertebral  nonobstructive 

Yes 

Yes 

Yes 

No 

Right  internal  carotid  nonobstructive 

* 

Yes 

Yes 

Yes 

Left  internal  carotid  nonobstructive 

Yes 

* 

Yes 

Yes 

Right  vertebral  complete,  proximal 

Yes 

Yes 

Yes 

Delayed  or 
absent 

Left  vertebral  complete,  proximal 

Yes 

Yes 

Delayed  or 
absent 

Yes 

Right  internal  carotid  complete,  proximal 

Yes 

* 

Yes 

Yes 

Left  internal  carotid  complete,  proximal 

* 

Yes 

Yes 

Yes 

Right  vertebral  complete,  distal 

Yes 

Yes 

Delayed  or 
absent 

Yes 

Left  vertebral  complete,  distal 

Yes 

Yes 

Yes 

Delayed  or 
absent 

Right  internal  carotid  complete,  distal 

* 

Yes 

Yes 

Yes 

Left  internal  carotid  complete,  distal 

Yes 

* 

Yes 

Yes 

* Moves  from  the  opposite  side,  having  an  intensity  depending  on 

the  degree  of  stenosis. 

collaterals,  will  have  no  hydraulic  ram 
phenomena  on  the  affected  side,  but  will 
have  hydraulic  phenomena  on  the  contra- 
lateral side.  The  hydraulic  jet  will  be  in 
the  anastomotic  or  collateral  vessels,  with 
typical  low  volume,  high  velocity,  and  low 
pressure.  The  nonaffected  vertebral  artery 
wiU  have  the  typical  chamber  effect  of  high 
volume,  high  blood  pressure,  and  low  veloc- 
ity. These  characteristics  are  imparted 
retrograde  to  the  subclavian  artery  on  the 
nonaffected  side.  One  will,  therefore,  have 
a normal  test  reaction  on  the  affected  side 
and  an  absent  or  faint  delayed  heat  reac- 
tion, varying  with  the  patency  of  the  anasto- 
motic branches,  from  the  contralateral  side. 

In  the  case  of  a completely  stenosed  inter- 
nal carotid  artery,  proximal  to  its  anasto- 
moses, there  will  be  no  hydraulic  ram  phe- 
nomena on  the  affected  side,  but  on  the  con- 
tralateral side  there  wiU  be  hydraulic  ram 
phenomena,  with  the  anastomoses  acting  as 
the  hydraulic  ram  jet  and  the  internal  ca- 
rotid on  the  nonaffected  side  acting  as  the 
chamber,  with  its  characteristics  imparted 
retrograde  to  the  common  carotid  and  the 
external  carotid  on  the  nonstenosed  side. 
Therefore,  one  gets  a heat  reaction  starting 
on  the  affected  side  and  flashing  toward  the 
contralateral  side  in  the  face,  tongue,  or 
neck  above  the  thyroid.  Paradoxical  test 
reactions  are  observed  in  complete  stenoses 
proximal  to  their  anastomoses  or  collaterals. 


Analysis 

A patient  who  has  spasm,  stenosis,  or 
occlusion  of  the  cervical  arteries  may  show 
signs  and  symptoms  of  cerebrovascular  in- 
sufficiency, and  his  reactions  to  this  circula- 
tion test  will  foUow  one  of  a variety  of  pat- 
terns (Table  I). 

Contraindications 

There  are  four  contraindications  to  the 
use  of  this  test: 

1.  Psychosis.  (The  test  cannot  be  con- 

sidered rehable  when  used  on  an 
uncooperative  patient.) 

2.  Unconsciousness. 

3.  Acute  myocardial  insufficiency,  due 

either  to  thrombosis  or  to  occlusion. 

4.  Acute  deterioration  of  the  central 

nervous  system,  whether  caused  by 
disease  or  by  trauma. 

Comment 

In  the  average  clinical  case  of  cerebral 
vascular  insufficiency  there  is  a complex 
situation,  with  cerebral,  cardiac,  respiratory, 
and  peripheral-vascular  pathologic  condi- 
tions. In  such  a case  this  circulation  test 
will  help  to  localize  the  facets  of  the  diagno- 
sis after  the  physical  examination,  including 
neurologic  testing,  has  been  done. 
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Summary 

A clinical  diagnostic  approach  to  the 
problem  of  cerebrovascular  insufficiency, 
utilizing  calcium  gluconate  in  a circulation 
test,  has  been  presented.  The  hydraulic 
ram  phenomenon  is  used  to  explain  the 
test  and  its  results.  Correctly  used  and 
interpreted,  this  test  gives  an  accurate 
appraisal  of  the  cerebrovascular  status  of  a 
patient  at  the  time  the  test  is  given.  Diffi- 
cult diagnostic  problems  can,  by  proper  use 
of  this  test,  be  given  definite  indications  for 
angiographic  study. 

423  West  120th  Street,  New  York  27 
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Uranium  fuel  presented 

A one-inch  cube  of  uranium  that  was  part 
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sonian Institution.  The  ceremony  took  place 
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bit  of  uranium  will  make  a useful  addition  to 


Dunbar,  H.  S.:  An  arteriographic  study  of  cerebrovascular 
disease,  A.M.A.  Arch.  Neurol.  & Psychiat.  1:  435  (Oct.) 
1959. 

2.  Groch,  S.  N.,  Hurwitz,  L,  J.,  Wright,  I.  S.,  and 
McDowell,  F.:  Bedside  diagnosis  of  carotid-artery  occlusive 
disease,  New  England  J.  Med.  262:  705  (Apr.  7)  1960. 

3.  Goldstein,  E.:  A simple  clinical  screening  test  for 

cerebrovascular  insufficiency,  J.  Am.  Geriatrics  Soc.  10:  90 
(Jan.)  1962. 

4.  Goldberg  S.  J.:  The  use  of  calcium  gluconate  as  a 

circulation  time  test.  Am.  J.  M.  Sc.  192:  36  (July)  1936. 

5.  Kvale,  W.  F.,  and  Allen,  E.  V.:  The  rate  of  the  circula- 
tion in  the  arteries  and  veins  of  man.  I.  Studies  of  norma) 
subjects  and  of  those  with  occlusive  arterial  disease  and 
hyperthyroidism,  Am.  Heart  J.  18:  519  (Nov.)  1939. 

6.  Groch,  S.  N.,  and  Wright,  I.  S.:  Diagnosis  and  treat- 
ment of  occlusive  cerebral  vascular  disease.  New  York  State 
J.  Med.  60:  311  (Oct.  1)  1960. 

7.  Millikan,  C.  H.,  and  Siekert,  R.  G.:  Studies  in 

cerebral  vascular  disease.  I.  The  syndrome  of  intermittent 
insufficiency  of  the  basilar  arterial  system,  Proc.  Staff  Meet. 
Mayo  Clin.  30:  61  (Feb.  23)  1955. 

8.  Glazebrook,  R.:  A Dictionary  of  Applied  Physics, 

New  York  City,  Macmillan  Company,  1960,  vol.  1,  p.  518. 

9.  Reivich,  M.,  Holling,  H.  E.,  Roberts,  B.,  and  Toole, 
J.  F.:  Reversal  of  blood  flow  through  the  vertebral  artery  and 
its  effect  on  cerebral  circulation.  New  England  J.  Med.  265: 
878  (Nov.  2)  1961. 


the  Smithsonian’s  world  famous  collections,” 
said  Chairman  Seaborg.  “It  is  a symbol  of  the 
successful  hai-nessing  of  this  new  source  of 
energy — nuclear  energy — which  is  one  of  the 
milestones  in  the  evolution  of  om'  new  scien- 
tific society.” 

In  accepting  the  gift.  Dr.  Carmichael  said: 
“We  are  very  pleased  to  have  this  addition  to 
om'  scientific  exhibits.  As  you  know,  we  are 
planning  a section  of  the  Fermi  reactor — almost 
full  scale — that  will  be  a featm'e  of  the  exhibits 
in  the  HaU  of  Nuclear  Energy  in  om*  new  build- 
ing. We  are  using  some  of  the  graphite  blocks 
from  the  Fermi  reactor,  but  it  is  not  practical 
to  use  any  of  the  original  fuel  elements.  There- 
fore, we  are  particularly  happy  to  have  this 
uranium,  encased  in  the  handsome  plastic 
model  of  the  fimt  pUe,  as  a representation  of  the 
original  fuel.” 

Fuel  from  the  1942  reactor  was  used  in  two 
other  early  reactors  and  then  sent  to  the 
Commission’s  Oak  Ridge,  Tennessee,  National 
Laboratory  for  reprocessing.  Since  not  all  of 
the  fuel  was  reprocessed,  it  was  possible  to  cut 
the  cube  as  a souvenir.  The  model  was  made 
at  the  Oak  Ridge  Laboratory  especially  for  the 
20th  Anniversary  observance.  The  inscription 
reads:  “Fuel  from  World’s  First  Nuclear 

Reactor,  December  2,  1942,  Stagg  Field  Sta- 
dium, Chicago,  111.” 
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X HE  ASSOCIATION  of  a Parkinsonian  syn- 
drome with  other  neurologic  diseases  has 
been  reported  only  sporadically.  The  com- 
bination of  parkinsonism  and  amyotrophic 
lateral  sclerosis  has  been  described  rela- 
tively often.  Recent  investigations  by 
Hirano,  et  al.,*  and  Hirano,  Malamud,  and 
Kurland®  on  their  so-called  parkinson- 
dementia-complex,  a new  neurologic  dis- 
order which  occurs  among  the  Chamorros 
of  Guam,  seem  to  indicate  that  there  is  a 
relationship  between  parkinsonism  and  amy- 
otrophic lateral  sclerosis.  Moreover,  the 
familial  aggregation  of  the  cases  suggests 
some  genetic  basis  for  these  two  disorders. 
Parkinsonism,  complicated  by  Friedreich’s 
ataxia  which  occurs  in  members  of  the 
same  family,  was  recorded  by  Biemond  and 
Sinnege.®  In  1 of  the  cases  these  workers 
presented  pathologic  evidence  of  degenera- 
tion involving  the  spinal  cord  and  substan- 
tia nigra.  Fattovich’  reported  a case  of 
postencephalitic  parkinsonism  which  was 
later  afflicted  with  Marchiafava-Bignami 
disease. 

* Assisted  by  a grant  from  the  John  A.  Hartford  Founda- 
tion, Inc.,  New  York  City. 


Currently  we  have  had  the  opportunity  of 
treating  4 patients  whose  parkinsonism 
was  in  each  case  associated  with  a different 
neurologic  disturbance,  namely,  Charcot- 
Marie-Tooth  disease,  subacute  combined 
sclerosis,  poliomyelitis,  and  herniated  in- 
tervertebral disk.  It  is  the  purpose  of  this 
report  to  describe  these  unusual  cases  and 
to  discuss  their  diagnostic  and  therapeutic 
disposition. 

Case  reports 

Case  1.  A fifty-three-year-old  male,  a 
known  victim  of  Charcot-Marie-Tooth  dis- 
ease, was  admitted  with  a chief  complaint  of 
one  year’s  tremor  of  the  right  hand.  Ap- 
parently the  patient  inherited  the  muscular 
atrophy  from  the  maternal  side.  He  had 
been  unable  to  walk  adequately  since  the 
age  of  fourteen  years  when  a muscular 
atrophy  of  the  legs  had  developed  within 
one  year  and  had  left  him  with  a lifelong 
gait  disturbance.  Progression  of  the  disease 
had  ceased  since  that  period.  The  family 
history  revealed  a similar  atrophy  of  the 
extremities  in  his  mother,  her  two  brothers, 
as  well  as  a son  and  a daughter  among 
the  patient’s  six  children.  One  year  prior  to 
admission,  this  individual  first  noticed  a 
mild  tremor  of  the  right  hand  while  reading 
a newspaper.  The  tremor  gradually  be- 
came worse  and  was  aggravated  by  mental 
stress.  His  handwriting  became  poor.  In 
the  last  six  months  difficulty  appeared  in 
raising  the  right  leg,  so  that  his  chronic 
steppage  gain  was  complicated  by  a dragging 
of  the  right  leg.  There  was  no  tremor  of 
the  left  limbs. 

Examination  on  admission  revealed  a 
middle-aged  male  with  a constant  tremor  of 
moderate  degree  on  the  right  hand.  In 
addition  to  the  steppage  gait,  he  dragged  the 
right  leg.  He  had  so-called  “stork  legs” 
due  to  a marked  atrophy  of  anterior  tibialis 
and  calves.  Drop  feet,  club  feet,  and 
hammer  toes  were  also  noted  (Fig.  1). 
There  was  atrophy  of  the  interossei,  thenar, 
and  hypothenar  muscles,  more  pronounced 
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FIGURE  1.  Case  1.  Typical  "stork  legs"  of 
Charcot-Marie-Tooth  disease. 


on  the  right  than  the  left  side.  Claw 
hand,  with  weakness  of  the  hand  grip  and 
motor  weakness  in  the  flexion,  especially 
in  the  extension  of  fingers,  was  noted. 
Despite  atrophy  of  the  hand  muscles,  the 


manual  function  was  fairly  well  preserved 
on  the  left  and  even  on  the  right  side, 
had  it  not  been  for  the  tremor.  The  proxi- 
mal portions  of  all  four  limbs  were  intact. 
Tendon  reflexes  were  active  in  the  proximal 
limbs  but  were  absent  distaUy.  There  was 
no  Babinski  toe  sign.  A sensory  examina- 
tion revealed  no  abnormalities,  and  the 
cranial  nerves  were  intact.  There  was  no 
cerebellar  sign.  Aside  from  a constant 
alternating  coarse  tremor  of  the  right  hand, 
a mild  tremor  was  noticed  in  the  right  leg, 
and  a trace  of  rigidity  was  noted  in  the  prox- 
imal portions  of  the  right  extremities. 
However,  the  rigidity  could  not  be  detected 
in  the  distal  portion  of  the  extremities  due 
to  atrophy  of  the  involved  musculature. 

The  laboratory  findings,  with  respect  to 
blood,  urine,  feces,  and  spinal  fluid,  were 
within  normal  limits.  An  x-ray  film  of  the 
chest  and  skull  indicated  negative  findings. 
Following  admission,  a left  chemothalamec- 
tomy  was  performed.  A lesion  was  made 
in  the  area  of  the  ventrolateral  nucleus  of 
the  thalamus  (Fig.  2).  A complete  arrest 
of  tremor  and  rigidity  of  the  right  extremi- 
ties followed.  There  was  no  increase  of 
motor  weakness  after  surgery.  The  patient 
walked  with  better  balance  and  was  dis- 
charged sixteen  days  postoperatively.  He 
remained  free  of  tremor  for  two  months 
when  he  suddenly  died  from  massive 
pulmonary  infarct.  An  autopsy  was  per- 
formed by  the  local  medical  examiner, 
and  we  were  able  to  examine  the  brain  only. 
A section  of  the  brain  revealed  a well- 
defined  lesion  in  the  area  of  the  ventro- 
lateral nucleus  of  the  thalamus  (Fig.  3). 


FIGURE  2.  Case  1.  Frontal  and  lateral  views  of  radiologic  location  of  chemothalamectomy. 
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FIGURE  3.  Case  1.  Postmortem  lesion.  Note 
well-circumscribed  oval  destruction  in  ventro- 
lateral nucleus  of  thalamus  just  superior  to  corpus 
luysi. 


Comment.  This  case  of  parkinsonism 
occurred  in  a patient  with  a long-standing 
history  of  Charcot-Marie-Tooth  disease. 
A review  of  the  literature  failed  to  reveal 
any  previous  report  on  this  subject.  In  this 
instance  several  members  of  the  patient’s 
family  had  been  afflicted  with  Charcot- 
Marie-Tooth  disease,  but  none  of  them  had 
parkinsonism  except  this  patient.  There- 
fore, this  combination  may  be  indicative  of 
an  accidental,  rather  than  a pathologic, 
relation  between  these  two  diseases.  A 
thalamotomy  relieved  tremor  and  rigidity 
of  the  right  side  and  gave  the  patient  greater 
manual  function  and  improved  ambulation 
up  to  the  time  of  death  through  pulmonary 
embolism.  An  autopsy  showed  a weU- 
circumscribed  surgical  lesion  in  the  ventro- 
lateral nucleus  of  the  thalamus. 

Case  2.  A fifty-three-year-old  female, 
a school  teacher,  was  admitted  because  of 
difficulty  in  walking.  At  the  age  of  thirty- 
two  years  she  began  to  have  burning  sensa- 
tions associated  with  heaviness  of  the  legs. 
Hospital  studies  at  that  time  disclosed  a 
slight  anemia  and  achlorhydria.  The  pa- 
tient was  treated  with  vitamin  B12  and  liver 
extract  for  the  following  six  years.  She  then 
stopped  this  treatment  and  again  experi- 
enced the  heaviness  of  her  legs.  In  addi- 
tion, she  began  to  have  tremor  of  the  right 
hand  at  the  age  of  forty-three  years.  The 
tremor  gradually  spread  to  the  left  side. 
The  extremities  became  stiff,  and  walking 
became  more  difficult.  In  the  one  year 
before  admission  she  was  quite  dependent 
in  activities  of  self-care. 


A physical  examination  on  admission 
revealed  a middle-aged  female  with  masked 
facies.  She  was  markedly  bradykinetic. 
Her  gait  was  extremely  slow  and  a shuffling 
and  dragging  of  the  legs  was  observed,  to  a 
greater  degree  on  the  right  than  on  the  left 
side.  Turning  was  very  difficult  for  her. 
Her  speech  was  monotonous  and  hypophonic. 
Tremor  at  rest  was  observed  in  both  hands 
and  feet,  more  pronounced  on  the  right,  and 
in  the  upper  extremities.  Hypertonicity 
was  noted  in  all  four  limbs,  being  more 
marked  again  on  the  right  side  than  the 
left  but  with  greater  stiffness  on  the  lower 
extremities.  Deep  tendon  reflexes  were 
hyperactive  throughout.  There  were  bi- 
lateral Hoffmann  and  Babinski  toe  signs. 
The  position  sense  of  the  big  toe  was  im- 
paired on  both  sides,  and  vibratory  sensa- 
tion was  diminished  in  the  distal  lower 
extremities.  A stocking  type  of  sensory 
impairment  to  pain  and  temperature  in  the 
legs  was  also  present.  The  cranial  nerves 
were  intact,  and  there  was  no  cerebellar 
sign.  Laboratory  examinations  showed  hy- 
pochromic macrocytic  anemia.  The  Diag- 
nex  blue  test  indicated  achlorhydria.  The 
total  protein  and  gamma  globulin  of  the 
spinal  fluid  were  within  normal  limits. 

A left  chemothalamectomy  was  per- 
formed. Tremor  and  rigidity  on  the  right 
side  were  greatly  alleviated.  After  four 
weeks  of  physiotherapy  she  became  more 
self-sufficient,  and  her  ambulation  improved. 
Two  years  postoperatively  the  tremor  and 
rigidity  of  her  right  upper  limb  remained 
arrested.  She  was  able  to  do  light  house- 
work and  take  care  of  herself.  Her  gait 
was  still  impaired  owing  to  spasticity. 
The  neurologic  signs  in  reference  to  sub- 
acute combined  sclerosis  showed  no  remark- 
able change. 

Comment.  This  patient  had  had  a history 
of  symptoms  indicative  of  subacute  com- 
bined sclerosis  for  about  ten  years  prior  to 
tbe  onset  of  parkinsonian  symptoms.  A 
similar  case  was  reported  by  Schwab  and 
Schwab  in  1936.*  These  writers  recorded 
that  there  had  been  no  previous  report  for 
twenty -five  years  before  their  observation. 
The  very  rarity  of  occurrence  might  suggest  a 
mere  coincidence  of  these  two  diseases  in  the 
same  patient.  The  chemothalamectomy  in 
our  case  alleviated  some  of  the  parkinsonian 
symptoms,  improved  the  general  function. 
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and  prevented  the  patient  from  total 
incapacitation. 

Case  3.  A fifty-year-old  Puerto  Rican 
male  was  stricken  with  a paralytic  type  of 
anterior  poliomyelitis  at  the  age  of  two  and  a 
half  years.  Since  then,  his  right  leg  had 
become  paralyzed  and  he  had  been  limping 
all  his  life.  He  became  a barber  and  was 
able  to  support  his  family  until  one  and  a 
half  years  before  admission  when  intermit- 
Btent  tremor  appeared  in  his  right  hand. 
uThe  tremor  became  constant  and  worse  so 
I that  he  could  no  longer  continue  with  his 
I work. 

I On  admission,  the  patient  walked  with  a 
I limping  and  steppage  gait  on  the  right  side. 
8 There  was  marked  atrophy  of  the  right 
I anterior  tibialis  and  calf  muscles.  A drop 
foot  on  the  right  side  was  observed.  The 
I right  patellar  tendon  reflex  was  diminished, 
* and  a right  ankle  jerk  could  not  be  elicited. 

I Mild  hypesthesia  and  hypalgesia  existed  in 
I the  right  saddle  area.  A constant  coarse 
f tremor  at  rest,  moderate  cogwheel  rigidity, 
and  loss  of  skilled  movements  of  the  right 
hand  were  noted.  Despite  the  absence  of 
actual  tremor  in  the  right  lower  extremity, 
there  was  quivering  of  the  quadriceps 
femoris.  The  muscle  tone  of  the  right  lower 
limb  was  hypotonic. 

A left  chemothalamectomy  was  performed 
with  good  results.  The  tremor  of  the  right 
hand  was  arrested  without  complication. 
The  quivering  of  the  right  thigh  muscle  also 
disappeared.  A follow-up  examination  fif- 
teen months  postoperatively  showed  that 
the  surgical  results  had  been  maintained. 
The  patient  regained  the  skilled  movements 
in  his  right  hand,  but  the  paralysis  of  the 
right  lower  limb  remained  unchanged. 

Comment.  In  1938  Vujic  and  Ristic®  re- 
ported a case  of  acute  poliomyelitis  of  para- 
lytic type  which  was  complicated  by  a 
transient  parkinsonian  syndrome,  namely,  a 
tremor  and  rigidity  lasting  for  ten  days. 
The  patient  also  had  other  neurologic 
signs  referring  to  mesencephalic  lesions 
such  as  ptosis,  facial  weakness,  and  limi- 
tation of  extraocular  movements.  These 
authors  also  cited  a case  of  parkinsonian 
syndrome  as  a complication  of  acute  polio- 
myelitis which  was  reported  by  Marin- 
esco  in  Rumania  in  1927.  The  tremor  and 
rigidity  in  this  latter  case  persisted  for  only 


two  weeks.  The  third  case  was  reported  by 
Alajouanine,  Mignot,  and  Mozziconacci  in 
1939.'“  This  was  a case  of  a thirty-eight- 
year-old  male  who  developed  a parkin- 
sonian syndrome  five  months  after  a para- 
lytic type  of  Heine-Medin’s  disease.  These 
authors  agree  in  their  opinion  that  the 
parkinsonian  syndrome  was  the  manifesta- 
tion of  a mesencephalic  form  of  poliomyelitis 
and  thought  that  the  lesion  was  probably  in 
the  substantia  nigra.  In  our  case  there  was 
a lapse  of  forty-eight  years  between  the  at- 
tack of  poliomyelitis  and  the  development  of 
a parkinsonian  syndrome.  Whether  or  not 
the  development  of  a parkinsonian  syndrome 
should  be  related  to  the  viral  inflammatory 
process  is  highly  speculative.  Superimpo- 
sition of  the  viral  lesion  and  abiotrophic 
change  in  the  brain  or  coincidental  co- 
existence of  both  pathologic  conditions  in 
the  central  nervous  system  could  both  be 
possible.  At  any  rate,  the  patient  was 
benefited  by  the  chemothalamectomy.  The 
tremor  was  eliminated  without  additional 
neurologic  deficit. 

Case  4.  A sixty-eight-year-old  female 
was  admitted  because  of  parkinsonism  of 
five  years  duration.  Five  years  prior  to 
admission  she  first  noticed  “jumping”  of 
her  left  foot  while  playing  cards.  Shortly 
thereafter,  the  onset  of  tremor  of  the  left 
hand  was  noticed,  and  in  the  succeeding 
year  the  right  hand  began  to  shake.  De- 
spite the  tremor,  she  was  still  self-sufficient 
until  about  one  year  before  admission  when 
she  began  to  have  pains  in  her  right  hip. 
The  pains  radiated  to  the  right  shin  and 
ankle.  Sitting,  standing,  and  especially 
bending  aggravated  the  pains.  Because  of 
the  pains  and  because  of  the  progression  of 
parkinsonism,  she  became  unable  to  carry 
out  her  housework.  Further  examination 
of  the  history  revealed  that  this  patient 
had  sprained  her  back  by  carrying  her 
mother  ten  years  prior  to  the  admission 
and  had  been  suffering  from  “weak  back” 
ever  since. 

Examination  on  admission  revealed  trem- 
ors of  both  hands  and  feet  which  were  worse 
on  the  left  side.  Cogwheel  rigidity  of 
moderate  degree  was  noted  in  all  four 
extremities,  and  the  rigidity  again  was 
worse  on  the  left  side.  The  patient  was 
moderately  bradykinetic  and  walked  rather 
slowly  without  swinging  her  arms.  Exami- 
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FIGURE  4.  Case  4.  (A)  Spondylolisthesis  of  fourth  to  fifth  lumbar  vertebrae:  (B)  myelographic  dem- 
onstration of  herniated  disk  in  fourth  to  fifth  lumbar  vertebrae  interspace. 


nation  of  the  lower  back  failed  to  reveal 
tenderness  or  deformity,  and  Lasegue’s 
sign  indicated  negative  findings.  Knee 
jerks  and  ankle  jerks  were  obtainable  and 
fairly  equal.  There  were  no  sensory  defi- 
cits. Because  of  the  discrepancy  of  the 
symptoms,  that  is,  parkinsonian  symptoms 
predominantly  in  the  left  side  and  radiating 
pains  on  the  right  hip,  and  because  of  a 
past  history  of  lower  back  injury,  radiologic 
studies  of  the  spine  and  myelography  were 
carried  out.  A plain  x-ray  film  of  the 
lumbar  spine  disclosed  a spondylolisthesis 
of  the  fomth  over  the  fifth  lumbar  vertebrae 
(Fig.  4A).  The  myelography  showed  evi- 
dence of  a herniated  lumbar  disk  at  the  same 
level  (Fig.  4B). 

Since  the  patient’s  chief  complaint  con- 
sisted of  pains  in  the  right  hip,  a right  lumbar 
hemilaminectomy  was  first  performed.  A 
large  mass  of  herniated  intervertebral  disk 
was  removed  from  the  fourth  to  fifth  lumbar 
vertebrae  interspace  where  the  spondylo- 
listhesis was  also  confirmed.  The  sciatic 
pains  were  completely  relieved  and  the 


patient  was  discharged.  Three  months  later 
she  was  readmitted.  At  this  time  she  did 
not  have  lower  back  pains  or  pains  in  the 
thigh,  and  the  parkinsonian  syndrome  was 
about  the  same  as  on  her  previous  admission. 
A right  chemothalamotomy  was  then  per- 
formed, and  the  tremor  and  rigidity  of  the 
left  extremities  were  alleviated  without 
complication.  Two  and  a half  years  follow- 
ing this  last  operation  she  was  ambulatory 
without  tremor  on  the  left  side  and  without 
the  disabling  pains  in  her  right  hip.  She 
was  able  to  engage  in  her  social  activities 
regularly  and  do  her  housework. 

Comment.  This  is  a parkinsonian  patient 
also  presenting  a spondylolisthesis  and 
herniated  disk.  A history  of  back  sprain 
and  the  discrepancy  of  the  symptomatology 
led  us  to  suspect  a focal  spinal  lesion  aside 
from  the  parkinsonism.  The  radiographic 
study  of  the  spine  and  myelography  sub- 
stantiated this  diagnosis.  Two  neurosurgi- 
cal procedures  were  carried  out  in  the  order 
of  the  severity  of  the  handicaps  to  the 
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patient.  Lasting  satisfactory  results  have 
been  obtained. 

Comment 

A combination  of  parkinsonism  and 
Friedreich’s  ataxia  in  the  cases  of  Biemond 
and  Sinnege®  occurred  in  the  same  family. 
The  familial  incidence  and  close  relation 
between  parkinsonism  and  amyotrophic 
lateral  sclerosis  were  indicated  separately  by 
Van  Bogaert  and  Radermecker,  ^ as  well  as 
Hirano  et  al.*  In  our  cases  there  was  no 
evidence  suggesting  familial  or  hereditary 
relationships  of  parkinsonism  and  other 
neurologic  disease.  Moreover,  it  is  our 
opinion  that  the  cases  reported  in  the  present 
discussion  indicate  incidental  concomittance 
of  two  different  neurologic  disorders  occur- 
ring in  one  patient. 

Differential  diagnosis  is  not  difficult  if 
the  symptoms  of  both  neurologic  diseases 
are  evident.  Difficulty  may  arise  when  the 
patient  who  has  been  suffering  from  other 
neurologic  deficits  begins  to  have  insidious 
early  parkinsonism.  At  the  onset  the 
typical  parkinsonian  syndrome  may  not  be 
clear.  There  may  be  only  bizarre  brady- 
kinesia,  some  loss  of  facial  expression,  and 
easy  fatigability.  Subclinical  parkinsonian 
tremor  or  rigidity  may  become  demonstrable 
only  by  a reinforcing  maneuver.  For  ex- 
ample, tremor  may  be  elicited  by  mental 
stress  such  as  backward  counting,  arith- 
metic and  spelling.”  Latent  rigidity  may 
only  be  detected  in  the  afflicted  limb  by 
simultaneous  associated  movements  of  other 
limbs  such  as  the  opening  and  closing  of  the 
contralateral  hand,  alternate  raising  and  low- 
ering of  the  opposite  arm,  and  even  ambu- 
lation. Electromyographic  study  would  fur- 
ther substantiate  the  diagnosis.” 

The  differential  diagnosis  of  parkinsonism 
and  herniated  disk  is  of  great  interest. 
Approximately  15  per  cent  of  the  parkin- 
sonian patients  complain  of  pains  in  the  af- 
fected limbs.  These  pains  are  often  misdiag- 
nosed as  a herniated  intervertebral  disk  in 
the  absence  of  other  parkinsonian  symptoms. 
That  these  muscular  pains  accompanied  by 
parkinsonian  rigidity  can  be  relieved  by 
basal  ganglia  surgery  is  well  documented.” 
However,  one  must  be  aware  of  the  fact  that 
a true  herniation  of  an  intervertebral  disk 
may  coexist  with  parkinsonism.  In  the 
case  of  herniated  disks  there  may  be  neck 


pains  or  lower  back  pains  corresponding  to 
the  level  of  the  herniation.  The  pains  in  the 
extremities  are  usually  of  a radicular  type, 
namely,  shooting  pain  along  the  peripheral 
nerves. 

The  pains  are  also  aggravated  by  strain- 
ing, coughing,  or  bending  of  the  back.  In 
case  of  doubt  a radiologic  study  of  the  spine 
and/or  myelography  should  provide  a more 
definite  diagnosis.  Case  4 of  this  report 
yielded  a history  of  lower  back  injury  with 
subsequent  lower  back  syndrome  before  the 
onset  of  the  parkinsonian  symptoms.  The 
radicular  nature  or  the  pains,  as  weU  as  the 
aggravation  by  strain  and  postural  change, 
raised  the  suspicion  of  a herniated  disk. 
A plain  x-ray  film  of  the  back  showed 
spondylolisthesis.  Myelography  further 
proved  the  herniation  of  the  lumbar  disk 
which  was  the  primary  cause  of  the  pains  in 
the  lower  extremity. 

The  indications  for  the  surgical  treatment 
in  the  case  of  parkinsonian  syndrome  compli- 
cated by  other  neurologic  diseases  could  be 
difficult  to  determine.  However,  such  a 
patient  has  already  been  handicapped  with 
one  neurologic  disease.  Additional  parkin- 
sonian tremor  and  rigidity  would  certainly 
further  incapacitate  this  patient  or  even 
disable  him  totally.  With  the  recent  ad- 
vances of  basal  ganglia  surgery,  the  allevia- 
tion of  some  of  the  crippling  parkinsonian 
symptoms,  especially  that  of  tremor  and 
rigidity,  is  quite  effective  and  entails  only 
minimal  risk.  Therefore,  the  surgical  treat- 
ment for  these  particular  cases  seems  justi- 
fiable. The  reduction  of  some  of  the 
neurologic  deficits  and  gratified  siu-gical 
outcome  of  the  patients  in  the  current  report 
have  substantiated  this  view. 

Summary 

Four  cases  of  unusual  combination  of 
parkinsonism  and  other  neurologic  dis- 
orders have  been  reported.  The  first  one 
was  associated  with  Charcot-Marie-Tooth 
disease,  the  second  with  subacute  combined 
sclerosis,  the  third  with  poliomyelitis,  and 
the  fourth  with  spondylolisthesis  and  her- 
niated lumbar  disk.  The  recognition  of  two 
distinct  neurologic  diseases  afflicting  the 
same  patient  is  important  in  planning  the 
treatment,  whether  it  be  medical  or  surgi- 
cal. 

Some  of  the  methods  of  early  diagnosis 
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for  subclinical  partinsonian  symptoms  were 
described.  The  four  cases  in  this  report 
eventually  underwent  a thalamectomy.  Par- 
kinsonian tremor  and  rigidity  were  relieved, 
and  the  patients  were  prevented  from 
becoming  totally  invalid  in  the  face  of  an 
affliction  due  to  two  discrete  neurologic 
disorders. 
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Price  of  health 


In  terms  of  dollars,  when  we  contrast  the 
scope  of  our  current  medical  research  effort  to 
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Estivo-Autumnal  Malaria 
in  New  York  City 

Diagnostic  Difficulties 
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New  York  City 

From  the  Medical  Service,  Lenox  Hill  Hospital 


IVIalaria  is  a very  common  infectious 
disease  throughout  the  world,  but  it  is 
very  unusual  to  see  a case  in  New  York 
City. 


Case  report 

The  patient  was  a twenty-one-year-old 
woman  who  had  always  been  in  good  health. 
She  had  just  returned  from  a three  weeks 
winter  vacation  in  Haiti,  having  stayed 
there  from  January  12  to  February  1, 

! 1960.  On  February  4 she  noticed  a scratchy 
throat  and  felt  feverish.  She  thought  noth- 
ing of  it  and  carried  on  her  usual  activities. 

' During  the  next  few  days  her  throat  felt 
j worse  and  she  started  to  cough.  She  also 
felt  nauseated  and  had  profuse  sweats  and 
chills.  Her  temperature  went  up  to  102  F. 
on  February  7,  and  she  took  oral  penicillin. 
This  did  not  help.  Her  doctor  advised 
hospitalization,  and  she  was  admitted  to 
Lenox  Hill  Hospital  on  February  9,  1960. 

On  admission  the  resident  physician 
1 noted  a temperature  of  105  F.  and  a pulse 
j of  120.  The  positive  findings  were  injected 

i ear  drums,  a red  throat,  and  rales  and  im- 

ii  paired  breath  sounds  over  the  lower  lobe 
of  the  right  limg.  The  spleen  could  not  be 

f*  felt. 


The  chest  x-ray  film  showed  accentuation 
of  the  bronchovascular  markings  at  both 
bases  and  peribronchial  infiltration.  The 
blood  count  on  admission  was  as  follows: 
hemoglobin  13.6  Gm.;  red  blood  cell  count 
4,280,000;  white  blood  cell  coimt  6,300; 
and  neutrophil  polymorphonuclear  leuko- 
C3Ttes  66  (nonfilamented,  42),  lymphocytes 
25,  monocytes  4,  eosinophils  2,  and  plasma 
cells  3 per  cent. 

In  view  of  the  fever,  chest  signs,  and  low 
white  blood  cell  count,  a diagnosis  of  atypical 
viral  pneumonia  was  made,  and  penicillin 
injections  were  started.  The  temperature 
dropped  and  the  patient  felt  better  for  a 
while,  but  in  a day  or  two  the  temperature 
started  to  climb  again  and  she  had  a shak- 
ing chill. 

A medical  consultation  was  called,  and 
although  atypical  virus  pneumonia  was 
still  thought  to  be  the  most  likely  diagnosis, 
other  conditions  were  also  considered.  In- 
fectious mononucleosis,  lymphoma,  and 
disseminated  lupus  were  mentioned,  and 
appropriate  tests  were  ordered. 

The  heterophil  antibody  test  and  lupus 
erythematosus  preparations  indicated  nega- 
tive results.  Blood  cultures  were  sterile, 
and  all  febrile  antigens  were  negative. 
Tests  for  cold  agglutins  were  also  normal. 
The  patient’s  temperature  continued  to  be 
irregular  and  spiking  without  any  chiUs. 

Examination  fifteen  days  after  admission 
revealed  enlarged  tender  cervical  glands 
and  a palpable  liver  and  spleen.  The  chest 
signs  persisted.  A moderate  anemia  de- 
veloped, and  the  liver  fimction  tests  showed 
a cephalin  flocculation  of  4 plus,  thymol 
turbidity  of  10  units,  and  a serum  glutamic 
oxalacetic  transaminase  (SCOT)  of  80 
units. 

It  was  now  thought  that  the  patient  had  a 
viral  hepatitis  in  addition  to  the  pneumonitis. 
To  rule  out  lymphoma,  a sternal  bone 
marrow  test  was  done.  This  showed  a 
hyperplastic  marrow,  with  an  increase  in 
eosinophils  and  no  foreign  cells. 

The  bone  marrow  smears  were  then  ex- 
amined with  a special  high-power  oil  im- 
mersion lens,  and  suspicious-looking  bodies 
were  seen.  A careful  study  and  magnified 
microphotographs  (Fig.  1)  proved  that 
these  bodies  were  Plasmodium  falciparum 
parasites. 

The  finding  of  these  parasites  was  facil- 
itated by  the  technic  used  in  processing 
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FIGURE  1.  Plasmodium  falciparum  in  bone 
marrow. 


the  bone  marrow.  In  this  method  described 
by  one  of  us*  the  marrow  is  taken  in  an 
anticoagulant  and  centrifuged  in  a narrow 
tube.  Smears  are  made  of  the  buffy  coat. 

It  so  happens  that  the  cells  containing  the 
parasites  are  lighter  than  normal  and  will 
rise  to  the  top  of  the  red  ceU  layer  when  the 
marrow  is  centrifuged.  They  wiU  therefore 
be  included  in  the  buffy  coat  when  it  is 
removed  and  smeared. 

The  diagnosis  was  estivo-autumnal  ma- 
laria. This  was  confirmed  by  finding  the 
parasites  in  the  peripheral  blood.  Therapy 
with  Aralen  phosphate  was  instituted,  and 
the  patient  made  an  uneventful  recovery 
and  was  discharged  from  the  hospital  on 
February  27,  1960. 


Comment 

If  this  case  had  occurred  in  an  endemic 
area,  the  diagnosis  would  imdoubtedly 

* Reich,  C.;  A study  of  the  diagnostic  value  of  sternal 
punctin-e  in  clinical  hematology.  Am.  J.  M.  Sc.  189:  515 
(Apr.)  1935. 


have  been  made  promptly.  However, 
in  New  York  City  we  do  not  see  cases  of 
malaria,  and  although  we  thought  of  the 
possibility,  the  diagnosis  was  not  made  for 
some  time. 

In  the  first  place,  for  the  last  twenty 
years  no  case  of  malaria  had  been  reported 
in  a tourist  who  had  visited  Haiti.  Then 
aU  the  symptomatology  pointed  to  an  atypi- 
cal pneumonia.  Many  blood  counts  were 
done  and  smears  were  examined  for  malaria, 
but  no  parasites  were  reported.  Since 
technicians  rarely  see  cases  of  malaria  in 
New  York,  the  parasites  were  probably 
overlooked.  The  temperature  curve  had  no 
regularity,  and  there  were  no  regular  chills. 
This  is  often  the  case  in  falciparum  malaria, 
and  one  should  not  be  misled  by  the  absence 
of  a regularly  recurring  fever.  The  finding 
of  the  parasites  in  the  bone  marrow  and 
blood  finally  established  the  diagnosis. 

The  reasons  for  the  diflBculties  in  making 
this  diagnosis  were  the  asynchronism  of  the 
cycle  of  the  multipUcation  of  the  parasites, 
the  irregular  fever,  and  the  capillary 
blockage  of  the  pulmonary  circulation  by 
parasites.  This  caused  the  lung  signs  and 
symptoms  and  gave  rise  to  the  erroneous 
diagnosis  of  atypical  viral  pneumonia, 
although  the  occurrence  of  respiratory 
manifestations  in  this  type  of  malaria  is 
well  known. 

Conclusion 

A case  of  estivo-autumnal  malaria  which 
developed  in  New  York  City  has  been 
described.  Owing  to  pulmonary  involve- 
ment, the  patient  was  diagnosed  and  treated 
for  atypical  viral  pneumonia.  The  finding  of 
the  parasites  in  the  bone  marrow  finally 
established  the  diagnosis. 
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New  York  Medical  College- 
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T 

I HIS  IS  the  first  report  of  the  prevention  and 
treatment  of  photosensitive  skin  eruptions 
with  vitamin  Be. 

The  appearance  of  light-sensitive  skin 
eruptions  in  patients  with  pellagra  suggests 
a common  deficiency  of  nicotinic  acid. 
Nevertheless,  some  patients  with  pellagra  do 
j not  respond  to  supplements  of  nicotinic 
I acid,  but  recover  only  after  taking  pyri- 
jdoxine  hydrochloride.'  Man  obtains  nico- 
: tinic  acid  from  the  essential  amino  acid, 
j tryptophan  this  metabolic  process  requires 
j the  presence  of  functioning  pyridoxine.® 
i Normally  1 per  cent  of  tryptophan  is  con- 
verted to  5-hydroxy  try  ptamine  (serotonin), 
and  the  remainder  becomes  nicotinic  acid 
J and  protein.^  If  a functional  deficiency  of 
pyridoxine  exists,  a loading  dose  of  trypto- 
phan will  result  in  elevated  urinary  excretion 
' levels  of  kynurenine,  hydroxykynurenine, 
kynurenic  acid,  or  xanthurenic  acid,  thus  in- 
1 dicating  abnormal  metabolism  of  trypto- 
I phan.  * Moreover,  when  the  pyridoxine  an- 
tagonist, desoxypyridoxine,  is  taken  by  hu- 
I man  beings  it  causes  nausea,  vomiting,  sebor- 


rheic dermatitis,  intertrigo,  and  pellagra-like 
dermatitis  of  the  skin  of  the  arms  and  legs.^ 

The  combination  of  light-sensitive  skin 
eruptions  with  abnormal  tryptophan  me- 
tabohsm  is  not  unique  in  patients  with  pel- 
lagra,®-^  since  it  also  takes  place  in  patients 
with  porphyria,®  paraporphyria,®  systemic 
lupus  erythematosus,'®  and  Hart’s  syn- 
drome.’-" 

It  seemed,  therefore,  that  pyridoxine 
might  be  effective  in  preventing  and  treating 
photosensitive  skin  eruptions. 

Case  reports 

Case  1.  For  the  past  three  years,  a 
fifty-one-year-old  white  male  had  a sen- 
sitivity of  his  skin  to  summer  sunlight.  One- 
half  hour  of  exposure  to  strong  sun  was  ca- 
pable of  provoking  a reaction  in  his  skin 
which  started  as  pruritus,  six  to  seven  hours 
after  exposure,  and  was  followed  by  the  ap- 
pearance of  skin  lesions  the  next  day.  These 
lasted  about  a week  and  disappeared  spon- 
taneously. They  were  located  on  his  face, 
postauricular  regions,  and  flexor  surfaces  of 
his  arms.  They  were  discrete,  erythemato- 
violaceous  papules  on  his  face  and  neck,  ap- 
proximately 3 by  3 mm.  in  diameter;  the 
lesions  of  his  arms  were  excoriated  papulo- 
vesicles. On  May  23,  1962,  100  mg.  of 
vitamin  Be  were  taken  one-half  hour  before 
exposure  to  the  sun.  After  two  hours  of  sim 
exposure  the  patient  took  50  mg.  of  vitamin 
Be  and  two  hours  later  took  50  mg.  of  vita- 
min Be  (total:  200  mg.).  Lesions  of  the 
postauricular  region  which  had  been  present 
from  a previous  exposure  to  the  sun  did  not 
flare,  but  diminished.  However,  the  next 
day  the  skin  of  his  forearms  erupted.  On 
May  29,  1962,  the  patient  shielded  his  face 
and  neck  physically  from  the  sim,  and  took 
200  mg.  of  vitamin  Be  prior  to  sun  exposure. 
The  skin  of  his  arms  erupted  as  usual.  Then, 
the  patient  took  200  mg.  of  vitamin  Be 
daily  for  six  days.  Sun  exposure  produced 
skin  lesions  of  his  arms.  The  patient  then 
took  200  mg.  of  vitamin  Be  daily  for  seven 
days.  The  skin  of  his  face  and  neck  was  al- 
most completely  clear,  in  spite  of  exposure 
to  the  sun,  but  the  skin  of  his  arms  erupted. 
The  vitamin  Be  was  stopped.  One  week 
later,  on  Jime  19,  1962,  the  patient  took  100 
mg.  of  vitamin  Be  every  hour  for  nine  hours. 
On  this  day,  the  exposure  of  the  patient  to 
strong  sun,  around  a swimming  pool,  from 
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9:30  A.M.  to  12:30  p.m.  and  from  2:30  to  6 
P.M.,  did  not  cause  any  reaction  on  his  face, 
neck,  or  arms.  The  next  day  no  medication 
was  taken,  and  he  was  exposed  to  strong  sun 
at  the  swimming  pool  again,  from  10:30 
A.M.  to  12:30  P.M.  and  from  2:30  to  6:30 
P.M.  No  reaction  took  place  on  his  face, 
neck,  or  arms.  The  patient  normally  does 
not  tan,  but  was  now  able  to  tan.  The  pa- 
tient also  has  psoriasis,  but  this  did  not 
change  under  therapy. 

Histopathology.*  Throughout  the  upper 
cutis  are  dilated  blood  vessels,  some  edema, 
and  basophihc  degeneration.  Below  this 
about  the  vessels  and  adnexal  structure  is  a 
focal  infiltration  of  uniform  small  round 
ceUs  suggesting  lymphocytes.  The  epider- 
mis is  thin,  and  there  is  little  dilatation  of 
follicles. 

Note:  The  findings  are  those  of  a lym- 
phocytic infiltration  of  the  skin,  and  a 
polymorphic  light  eruption  can  give  these 
findings.  (There  are  times  when  the  findings 
can  fit  in  with  a polymorphic  light  eruption 
and  are  not  significant  of  lymphocytic  in- 
filtration of  the  skin  at  all;  however,  in 
findings  as  seen  in  these  sections,  it  is  dif- 
ficult to  make  a definite  differentiation. 
However,  we  are  inclined  to  feel  that  this  is 
probably  a lymphocytic  infiltration  of  the 
skin). 

Laboratory  tests.  A complete  blood  count, 
urinalysis,  and  cephalin  flocculation  test 
showed  normal  findings.  A uroporphyrin 
test  showed  negative  findings. 

Case  2.  A ten-year-old  white  female  had 
itching  of  the  skin  of  the  legs  following  one- 
half  hour  of  exposure  to  the  summer  sun. 
For  the  past  two  years,  every  exposure  to  the 
summer  sun  would  cause  this  reaction. 
Chloroquine  phosphate,  250  mg.,  did  not 
protect  the  patient,  when  it  was  taken  one- 
half  hour  prior  to  sun  exposure.  On  June  16, 
1962,  the  patient  took  100  mg.  of  vitamin 
Be  forty  minutes  prior  to  exposure  to  the 
sim,  followed  by  100  mg.  of  vitamin  Bs 
every  hour  for  nine  hours  (total  dose:  1,000 
mg.).  Exposure  to  strong  sun  for  over  one 
hour  did  not  result  in  either  itching  or  skin 
lesions.  The  following  day,  without  taking 
any  vitamin  Be,  the  patient  was  protected 
from  five  hours  of  exposure  to  the  sun. 
Eight  and  nine  days  later,  exposure  to  the 
sun  at  the  beach  for  two  hours  each  day  did 

* Report  from  Wilbert  Sachs,  M.D.,  and  Perry  Sachs, 

M.D. 


not  cause  any  untoward  reaction  on  either 
day;  no  additional  vitamin  Be  had  been 
taken. 

Case  3.  A fifty-three-year-old  white  fe- 
male had  a rash  on  her  face  and  arms  of  four 
weeks  duration.  Three  days  before  the 
eruption  appeared,  she  had  apphed  a sun- 
screening lotion  to  her  face  and  arms  and 
had  exposed  herself  to  strong  sun  at  the 
beach  (from  12:00  to  2:00  p.m.).  She  had 
been  treated  with  milk  compresses,  local 
applications  of  steroid  creams,  and  oral 
steroids,  with  shght  improvement  of  the  skin 
eruption. 

On  physical  examination,  erythema, 
edema,  and  lichenification  were  present  in 
the  skin  of  her  face,  arms,  and  chest.  The 
areas  of  skin  under  her  bathing  suit  straps 
were  normal.  She  was  treated  with  vitamin 
Be,  100  mg.  every  hour  for  ten  hours  a day 
for  seven  days.  Within  one  week,  there  was 
diminution  of  lesions  with  reduction  of 
pruritus.  The  vitamin  Be  was  continued  at 
500  mg.  a day,  and  within  another  week  all 
of  the  lesions  had  disappeared. 

Case  4.  A thirty-five-year-old  female 
had  severe  “poison  ivy”  during  the  summer 
of  1961.  This  was  refractory  to  treatment 
and  disappeared  spontaneously  at  the  end  of 
the  summer.  The  patient  noticed  that  one- 
half  hour  of  exposure  to  strong  summer  sun- 
light in  1962  always  caused  itching  of  her 
skin,  either  immediately  or  several  hours 
later.  The  patient  took  150  mg.  of  vitamin 
Be  one-half  hour  prior  to  exposure  to  summer 
sunlight.  One  half  hour  of  summer  sunlight 
did  not  produce  any  pruritus  of  her  skin. 
This  test  was  repeated  ten  times  and  was  ef- 
fective every  time.  The  results  of  the  fol- 
lowing laboratory  tests  were  normal:  com- 
plete blood  count,  urinalysis,  cephalin  floc- 
culation, and  uroporphyrin. 

Case  5.  A twenty -nine-year-old  white 
female,  with  pityriasis  rubra  pilaris,  has  been 
sensitive  to  sunlight  almost  all  of  her  life. 
One-half  hour  of  summer  sunlight  would 
cause  the  patient  to  start  itching  one-half 
hour  later;  this  would  last  for  fifteen  min- 
utes. The  patient  took  200  mg.  of  vitamin 
Be  one-half  hour  before  sun  exposure.  After 
one-half  hour  of  strong  sim,  itching  took 
place  within  one  half  hour  on  her  face  and 
arms.  One  week  later  the  patient  received 
100  mg.  of  vitamin  Be  one-half  hour  before 
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exposure  to  the  sun.  Two  hours  later,  she 
took  another  100  mg.  of  vitamin  Be.  She  was 
in  and  out  of  the  sunlight  for  five  hours; 
no  itching  appeared.  The  following  week, 
the  patient  took  100  mg.  of  vitamin  Be  every 
hour  for  foirr  hours  before  going  into  the  sun 
for  one  hour  at  the  beach;  then  she  took  100 
mg.  of  vitamin  Be  every  hour  for  six  hours. 
She  did  not  have  any  untoward  reaction  of 
the  skin.  Two  weeks  later,  she  exposed 
herself  to  the  sun  for  one  hour,  without 
having  any  itching;  she  had  not  received 
any  additional  vitamin  Be. 

Case  6.  A sixty-five-year-old  female  had 
diabetes  which  was  being  treated  with  in- 
sulin. For  ten  years,  every  exposure  to  the 
summer  sim  had  been  followed  immediately 
by  itching  of  her  skin.  On  May  7,  1962,  the 
p>atient  was  seen  with  erythema  of  the  arms 
and  neck;  this  was  bilateral  and  asym- 
metrical. On  May  24,  1962,  she  was  started 
on  200  mg.  of  vitamin  Be  one-half  hour 
prior  to  sun  exposure.  The  patient  was 
able  to  tolerate  two  to  three  hours  of  sun  ex- 
posure without  itching  and  noticed  improve- 
ment of  skin  lesions  which  had  been  present 
from  a prior  exposure  to  the  sun. 

Case  7.  A thirty-two-year-old  white 
female  had  an  eleven-year  history  of 
"bumps”  appearing  in  the  skin  of  her  arms 
at  the  end  of  one  hour’s  exposure  to  summer 
sunlight.  The  ‘‘biunps”  would  last  for 
several  days  and  would  disappear  spon- 
taneously. On  June  2,  1962,  the  patient  took 
100  mg.  of  vitamin  Be  one-half  hour  prior  to 
exposure  to  the  sun  and  then  100  mg.  of 
vitamin  Be  every  hour  for  nine  hours.  The 
patient  was  in  the  sun  all  of  that  day  and  did 
not  have  pruritus  or  develop  skin  lesions. 

Laboratory  tests.  A complete  blood  count, 
urinalysis,  cephalin  flocculation  test,  and 
uroporphyrin  test  showed  normal  findings. 

Although  the  amount  of  vitamin  Be  taken 
by  each  patient  was  large,  no  toxic  reactions 
occurred. 

Comment 

Although  the  clinical  diagnosis  of  the  skin 
eruption  of  Case  1 was  polymorphous  light 
eruption,  the  histopathology  was  nonspecific 
and  only  allowed  a differential  diagnosis  of 
lymphocytic  infiltration  of  the  skin  or  poly- 
morphous light  eruption  to  be  made.  Shaf- 


fer, Cahn,  and  Levy*^'^®  also  have  reported 
similarities  of  the  histopathology  of  lym- 
phocytic infiltration  of  the  skin,  poly- 
morphous light  eruption,  and  lupus 
erythematosus. 

The  different  responses  of  patients  to 
daily  doses  of  200  mg.  of  vitamin  Be  and  the 
long-lasting  protection  afforded  by  900  to 
1,000  mg.  of  pyridoxine  taken  in  divided 
doses  for  one  day  signify  that  the  replace- 
ment of  pyridoxine  in  the  body  is  not  the 
only  explanation  for  the  results  obtained. 

Vitamin  Bg  deficiency  will  take  place  if 
there  is  a lack  of  pyridoxine,  absence  of  es- 
sential trace  metals,  or  an  imbalance  of  trace 
metal  ions.^^  Before  pyridoxine  can  par- 
ticipate as  a coenzyme  in  decarboxylation, 
transamination,  and  deamination,  it  must  be 
changed  to  pyridoxal  phosphate'®;  this 
process  requires  the  enzyme,  pyridoxal  kin- 
ase, and  a proper  balance  of  trace  metal  ions. 
Metzler,  Ikawa,  and  Snell''  believe  that 
pyridoxal  phosphate  binds  with  a metal 
cation  to  form  a chelate  which  may  be  the 
active  form  of  the  coenzyme. 

In  the  presence  of  excess  trace  metal  ions, 
pyridoxal  phosphate  may  be  bound  with 
metal  ions  with  which  it  cannot  function.'® 
Elevated  zinc  and  copper  levels  are  found  in 
the  urine  of  patients  with  either  porphyria  or 
scleroderma.'®  When  these  patients  are 
treated  with  the  chelating  agent,  EDTA 
(ethylenediaminetetraacetic  acid),  clinical 
improvement  occurs  and  is  associated  with 
marked  initial  diuresis  of  zinc  and  copper  and 
the  return  of  normal  tryptophan  metab- 
olism. It  is  thought  that  this  pyridoxine- 
like  action  of  EDTA  results  from  an  effect 
on  trace  metal  ion  imbalance.^ 

Pyridoxine  was  able  to  correct  some  of  the 
abnormal  tryptophan  metabolism  in  a pa- 
tient with  scleroderma.^  Since  pyridoxine  is 
known  to  form  chelates  with  metal  ions," 
the  possibility  exists  that  in  this  patient  it 
was  functioning  as  a chelating  agent  in  a 
manner  similar  to  EDTA.  This  may  have 
been  the  mode  of  action  of  900  to  1,000  mg. 
of  vitamin  Bg,  given  in  divided  doses  of  100 
mg.  every  hour  for  nine  to  ten  hours,  in  the 
patients  with  photosensitive  skin  eruptions. 

Conclusion 

In  one  patient,  aU  of  the  skin  areas  which 
reacted  to  sun  exposure  were  not  protected 
with  one  standard  amount  of  vitamin  Bg; 
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some  regions  required  200  mg.  taken  one- 
half  hour  prior  to  sun  exposure,  whereas 
others  required  900  mg.  of  vitamin  Be  taken 
in  100-mg.  doses  every  hour  for  nine  hours. 

While  the  amount  of  vitamin  Be  which  was 
effective  in  protecting  some  patients  from 
photosensitive  skin  eruptions  was  impor- 
tant, of  greater  significance  was  the  method 
of  taking  the  medication.  From  1,200  to 
1,400  mg.  of  vitamin  Be  taken  in  divided 
doses  of  200  mg.  a day  for  six  or  seven  days 
did  not  prevent  a patient  from  developing 
photosensitive  skin  lesions,  but  900  mg.  of 
vitamin  Be  given  in  100-mg.  doses  every  hour 
for  nine  hours  for  one  day  was  very  effective 
in  protecting  this  same  patient  from  photo- 
sensitive skin  lesions 

Some  patients  responding  with  pruritus 
and  skin  lesions  within  a half  hour  after  ex- 
posure to  summer  sunlight  were  protected 
with  150  to  200  mg.  of  vitamin  Be  taken  one- 
half  hour  prior  to  exposure  to  the  sun. 

A patient  with  a photosensitive  skin 
eruption  obtained  minimal  improvement 
while  being  treated  with  compresses,  topical 
steroid  cream,  and  oral  steroids.  She  re- 
sponded rapidly  to  treatment  with  oral 
vitamin  Be. 

One  hundred  mg.  of  vitamin  Be  taken 
every  hour  for  nine  or  ten  hours  for  one 
day  protected  patients  from  photosensitive 
skin  eruptions  that  day,  the  following  day, 
eight  and  nine  days  later,  and  two  weeks 
later. 

Summary 

Seven  patients  with  untoward  skin  erup- 
tions following  exposure  to  the  summer  sun 
were  treated  with  oral  pyridoxine  hydro- 
chloride (vitamin  Be).  In  some  patients  with 
immediate  reactions  to  the  sun,  150  to  200 
mg.  of  pyridoxine  hydrochloride  taken  one- 
half  hour  prior  to  sun  exposure  was  adequate 
to  prevent  the  eruption  from  appearing.  In 
other  patients,  however,  photosensitive  skin 
eruptions  were  prevented  after  100  mg.  of 
vitamin  Be  had  been  taken  every  hour  for 
nine  or  ten  hours  for  one  day.  Protection 


from  subsequent  untoward  skin  reactions 
from  summer  sunlight  for  one  to  two  weeks 
was  obtained  with  one  treatment  of  1,000 
mg.  of  vitamin  Be  taken  in  one  day. 

It  is  conjectured  that  vitamin  Be  protects 
the  photosensitive  patient  from  summer  sun- 
light-induced skin  eruptions  by  correcting  a 
fimctional  deficiency  of  pyridoxal  phosphate 
with  subsequent  restoration  of  normal 
tryptophan  metabolism. 

532  Park  Avenue,  New  York  21 
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T 

I HE  SEARCH  FOR  better  and  more  effective 
drugs  in  the  treatment  of  arrhythmias  is  a 
constant  one.  Many  of  the  drugs  that  have 
been  used  in  the  past  have  become  discarded 
because  they  are  too  harmful  or  are  rarely 
used.  The  treatment  of  paroxysmal  auricu- 
lar tachycardia  usually  centers  around  the 
principles  of  vagal  stimulation  by  mechanical 
means  or  by  a certain  group  of  tried  and  true 
drugs  such  as  quinidine,  digitalis,  procain- 
amide hydrochloride  (Pronestyl),  neostig- 
mine (Prostigmin  bromide),  and  metha- 
choline  bromide  (Mecholyl  bromide).  We 
would  like  to  call  attention  to  the  use  of 
methoxamine  hydrochloride  in  the  treat- 
ment of  paroxysmal  supraventricular  tachy- 
cardia. We  feel  that  this  drug  has  now 
proved  itself  safe  and  effective  in  a large 
percentage  of  cases.  It  gives  predictable 
results. 

Methoxamine  hydrochloride  is  a synthetic 
sympathomimetic  compound  which  differs 
from  epinephrine  primarily  because  it  has  the 
methoxyl  instead  of  the  hydroxyl  group  on 
the  benzene  ring.  The  complete  chemical 
1 name  is  beta-hydroxy-beta-2,5-dimethoxy- 
phenyl  isopropylamine  hydrochloride.  It 
I has  been  reported  that  the  drug  produces  a 
< potent  and  sustained  pressor  response  in  ex- 
* perimental  animals.^  Methoxamine  hydro- 

' * Chairman’s  address. 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
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chloride  differs  from  epinephrine,  norepi- 
nephrine, and  most  other  pressor  amines  in 
that  it  does  not  induce  ventricular  fibrillation 
or  other  arrhythmias,  even  in  the  cyclopro- 
pane-sensitized heart  of  the  experimental  an- 
imal.^ Since  the  absence  of  such  effects  is 
of  considerable  advantage  in  the  clinical  use 
of  a pressor  drug,  this  drug  has  been  used  to 
treat  paroxysmal  auricular  tachycardia.^”® 

We  have  now  had  clinical  experience  for 
the  past  several  years,  and  in  the  past  two 
years  we  have  observed  30  patients  in  whom 
methoxamine  hydrochloride  was  successful 
in  reverting  paroxysmal  auricular  tachy- 
cardia to  normal.  Since  our  initial  report, 
many  more  patients  have  been  treated. 

Methoxamine  hydrochloride  may  have  an 
almost  immediate  effect  when  given  intra- 
venously, and  in  most  cases  the  attack  ends 
within  sixty  to  a hundred  and  twenty  sec- 
onds. We  have  seen  no  serious  side-effects 
or  complications.  Some  patients  experience 
a flushing  sensation.  Other  than  mild  sub- 
jective sensations,  such  as  nausea,  vomiting, 
and  diaphoresis,  we  have  had  no  comphca- 
tions.  The  acute  apprehension,  severe  chest 
oppression,  palpitation,  and  throbbing  in  the 
neck  which  attends  the  administration  of 
ephedrine  in  pressor  doses  were  not  as- 
sociated with  intravenous  injection  of 
methoxamine  hydrochloride. 

Case  report 

Case.  1 A sixty-eight-year-old  female 
with  diabetes  developed  a rapid  pulse  while  in 
the  hospital.  Examination  showed  a blood 
pressure  of  100/80.  The  heart  rate  was  152 
and  regular.  The  patient’s  electrocardio- 
gram showed  a paroxysmal  auricular  tachy- 
cardia. She  was  given  quinidine  in  appro- 
priate doses  with  no  effect.  Ten  milligrams 
of  methoxamine  hydrochloride  were  given  in- 
travenously. The  pulse  rate  changed  from 
160  to  100  in  thirty  seconds.  The  patient 
complained  of  only  a prickly  sensation.  The 
blood  pressure  was  140/80  after  restoration 
of  normal  sinus  rhythm. 

Case  2.  A fifty-one-year-old  male  com- 
plained of  dizziness  for  three  hours.  Three 
months  previously  he  had  an  episode  of  a 
rapid  heart  action  which  lasted  about  one 
hour  and  was  sent  home  from  work.  Three 
hours  prior  to  this  admission,  he  became 
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dizzy  and  weak,  noted  a rapid  heart  action 
and  profuse  diaphoresis,  with  some  short- 
ness of  breath.  The  electrocardiogram 
showed  a supraventricular  tachycardia  with 
a rate  of  250.  The  blood  pressure  was 
105  '90,  and  the  pulse  rate  was  thready  and 
too  rapid  to  count. 

Carotid  sinus  pressure,  ocular  pressure, 
Valsalva’s  manuever,  and  gagging  were  all 
to  no  avail.  Methoxamine  hydrochloride 
was  given  intravenously  in  a 20-mg.  dose. 
The  blood  pressure  rose  to  170  100,  and  the 
cardiac  rate  reverted  to  normal  sinus  rhythm 
in  approximately  sixty  seconds.  The  pulse 
at  conversion  was  78.  The  blood  pressure 
was  110  '70.  The  electrocardiogram  showed 
abrupt  cessation  of  the  auricular  rhythm 
with  a long  pause,  then  several  ventricular 
premature  beats,  then  coupling,  and  finally 
normal  sinus  rhythm. 

Case  3.  A fifty-four-y ear-old  female  was 
admitted  with  a history  of  palpitation  for 
four  hours.  Physical  examination  showed  a 
rate  of  170,  with  signs  of  rheumatic  valvular 
heart  disease.  Her  diagnosis  on  previous 
admissions  consisted  of  left  ventricular 
hypertrophy,  mitral  insufficiency,  and  aortic 
regurgitation.  Physical  examination  re- 
vealed a blood  pressure  of  110  '80.  Carotid 
sinus  pressiue  and  ocular  pressure  did  not 
change  the  heart  rate.  Twenty  mg.  of 
methoxamine  hydrochloride  were  injected 
intravenously,  and  within  sixty  seconds  the 
tachycardia  stopped  and  the  electrocardio- 
gram showed  a transitional  zone  of  ventricu- 
lar premature  beats  of  many  foci — probable 
nodal  escape  and  then  normal  sinus  rhythm 
at  a rate  of  88.  At  this  point  her  blood  pres- 
sure was  160/60.  A Corrigan  pulse  was 
present. 

Case  4.  This  ninety-year-old  white 
female  was  admitted  on  November  9,  1960, 
following  accidental  ingestion  of  a boric  acid 
solution.  The  electrocardiogram  showed  a 
supraventricular  tachycardia.  The  blood 
pressure  was  90/70.  The  patient  was  given 
methoxamine  hydrochloride  in  a 10-mg.  dose 
intravenously,  with  immediate  conversion  to 
normal  sinus  rhythm.  The  patient  had  been 
on  digitalis  therapy  for  many  years.  The 
blood  pressure  after  conversion  was  120,  80. 

Case  5.  A forty -one-year-old  male  was 
admitted  because  of  a probable  pathologic 
condition  of  the  bowel.  While  in  the  hospi- 


tal, he  complained  of  rapid  heart  action. 
Examination  showed  a blood  pressure  of 
104  '88.  The  patient  was  cold,  pale,  and 
sweaty.  The  cardiac  rate  was  168  per 
minute.  Carotid  sinus,  ocular  pressure,  and 
Valsalva’s  manuever  produced  no  effect. 
Methoxamine  hydrochloride  was  given  in- 
travenously in  a 10-mg.  dose,  and  this  con- 
verted the  rate  to  normal  sinus  rhythm  at  a 
rate  of  90.  This  was  accompanied  by  pro- 
fuse diaphoresis,  nausea,  and  vomiting.  The 
blood  pressure  after  conversion  was  140  '90. 

Case  6.  This  fifty-year-old  female  was 
first  admitted  on  February  25,  1952,  with  a 
chief  complaint  of  palpitation  of  ten  hours 
duration.  At  that  time  she  gave  a history  of 
intermittent  attacks  of  fast  heart  rate  with 
dizziness  and  soreness  in  her  chest  for  the 
past  six  years.  The  attacks  occurred  every 
three  to  four  weeks,  and  occasionally  she 
would  have  two  to  three  attacks  a day.  On 
this  admission  she  was  treated  with  quinidine 
and  after  several  days  reverted  to  a normal 
state  and  was  discharged.  She  was  admitted 
again  in  June,  1952,  with  the  same  complaint 
which  required  bilateral  ocular  severe  pres- 
sure to  revert  the  rhythm. 

In  1956  the  patient  had  a cholecystectomy 
and  paroxysmal  atrial  tachycardia  again. 
The  patient  continued  to  have  attacks  every 
week  or  so  which  were  relieved  by  unilateral 
or  bilateral  ocular  pressure  and  large  doses  of 
quinidine.  In  September,  1956,  a sudden 
onset  of  rapid  heart  action  with  dyspnea  took 
place,  and  she  was  placed  on  a maintenance 
dose  of  quinidine.  At  that  time  ocular  and 
carotid  stimulation  were  also  without  suc- 
cess. Methoxamine  hydrochloride  in  a 
20-mg.  dose  was  given  intravenously  with  no 
effect.  The  same  dose  was  repeated  in  ten 
minutes  with  an  immediate  return  to  sinus 
rhythm,  with  a rate  of  72  per  minute,  and  a 
blood  pressure  of  160  120. 

Since  that  time,  the  patient  would  return 
with  paroxysmal  auricular  tachycardia  at 
frequent  intervals,  even  though  she  was 
given  maintenance  doses  of  quinidine  and 
digitalis.  Usually  ocular  pressure  and 
carotid  sinus  pressure  were  not  successful, 
and  methoxamine  hydrochloride  intra- 
venously would  cause  immediate  cessation 
of  the  arrhythmia.  Since  1957  the  patient 
has  received  intravenous  therapy  with 
methoxamine  hydrochloride,  a total  of  76 
times,  with  75  conversions  to  normal  sinus 
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rhythm  within  one  minute  after  giving  the 
medication.  She  continues  to  have  her  at- 
tacks, and  no  etiologic  factor  has  yet  been 
determined.  She  is  employed  at  our  hospital 
and  when  an  attack  occius,  she  goes  to  the 
emergency  room  where  her  medication  is 
given.  She  usually  goes  home  and  is  back 
at  work  the  next  day. 

Case  7.  A forty-year-old  white  male 
had  had  a history  of  paroxysmal  auricular 
tachycardia  since  childhood.  No  evidence  of 
heart  disease  was  ever  established  at  several 
centers,  but  he  had  severe  attacks  of  par- 
oxysmal auricular  tachycardia.  The  patient 
was  placed  on  a maintenance  dose  of  1.2 
Gm.  of  quinidine  per  day.  He  was  seen  in 
Jime,  1958,  when  he  developed  tachycardia. 
He  was  examined  at  home  where  it  was  re- 
vealed that  he  had  acute  pulmonary  edema, 
with  a rapid  regular  rate  of  240  per  minute. 
His  blood  pressure  was  60/40.  Carotid  and 
ocular  pressure,  Valsalva’s  manuever,  and 
induced  emesis  gave  no  results.  He  was 
given  0.8  mg.  of  deslanoside,  (Cedilanlid-D') 
intravenously  with  no  result.  When  he  ar- 
rived at  the  hospital,  approximately  one 
horn*  later,  it  was  found  that  his  rate  had  re- 
turned to  80  and  he  had  normal  sinus 
rhythm.  His  blood  pressure  was  130/80. 

The  patient’s  second  admission  was  on 
July  26,  1958,  when,  at  10:30  p.m.,  he  sud- 
denly developed  a rapid  heart  action  with  a 
rate  of  200  per  minute.  Carotid  sinus  and 
other  mechanical  means  showed  no  effect. 
No  blood  pressure  was  obtainable  at  this 
time.  The  patient  was  pale  and  sweaty, 
with  frequent  emesis.  There  were  moist 
rales  in  both  lower  lung  bases.  Deslanoside 
was  given  intravenously  again. 

At  2:25  A.M.  the  patient  converted  to 
normal  sinus  rhythm  in  the  hospital.  The 
next  day  he  had  a recurrence  of  the  ar- 
rhythmia. At  that  time  he  was  given  10 
mg.  of  methoxamine  hydrochloride  and 
converted  within  two  minutes  to  normal 
sinus  rhythm.  He  was  discharged  unevent- 
fully the  next  day.  A third  hospital  admis- 
sion was  on  February  1,  1959,  when  the 
patient  developed  a sudden  onset  of  ar- 
rhythmia with  a rate  of  250  per  minute. 
His  blood  pressure  was  80  '60.  The  patient 
was  pale  and  clammy.  Pulmonary  rales 
were  heard  bilaterally.  He  was  given  15  mg. 
of  methoxamine  hydrochloride  intra- 
venously, with  immediate  cessation  of  his 


tachycardia. 

The  blood  pressure  returned  to  140/90, 
and  the  patient  suffered  no  recurrence  and 
was  discharged.  Since  that  time,  he  has 
been  seen  at  home  with  the  onset  of  the 
tachycardia.  The  blood  pressure  has  varied 
between  80  to  60  systolic  and  70  to  40  dia- 
stolic. Methoxamine  hydrochloride,  ad- 
ministered intravenously,  has  immediately 
stopped  the  attack,  and  the  patient  has  re- 
turned to  normal  sinus  rhythm  and  normal 
blood  pressure. 

Comment 

The  slowing  of  the  heart  following  the  in- 
travenous administration  of  methoxamine 
hydrochloride  is  abrupt  and  usually  very 
pronounced.  The  abolition  of  the  brady- 
cardia by  atropine  indicates  that  this  reac- 
tion is  mediated  through  the  vagus  nerve. 
The  more  consistent  and  pronounced  cardiac 
inhibition  induced  by  methoxamine  hydro- 
chloride may  be  due  to  the  fact  that  a rise 
in  blood  pressure  within  the  arteries  acti- 
vates all  four  afferent  pathways  concerned 
with  cardiac  slowing,  that  is,  those  arising 
both  from  the  carotid  sinuses  and  the  aortic 
arch.®  The  pressor  effect  may  also  be  of 
value,  since  in  some  instances  a severe  hypo- 
tension may  be  present,  as  in  one  of  our  pa- 
tients during  a paroxysm  of  tachycardia. 

It  has  been  our  opinion  that  methoxamine 
hydrochloride  has,  in  addition  to  its  pre- 
viously-mentioned effects,  a direct  action  on 
the  myocardium.  Chnically,  we  have  ob- 
served immediate  results  in  patients  whose 
blood  pressure  was  within  normal  limits. 
At  first  we  thought  that  the  effect  of  the 
drug  was  due  to  its  pressor  effect,  but,  as 
experience  was  gained,  we  realized  that  this 
was  not  always  the  case. 

When  the  brachial  artery  pressure  and 
heart  rate  are  taken  continuously  before  and 
during  the  injection  of  methoxamine  hydro- 
chloride, it  is  seen  that  after  6 mg.  of  methox- 
amine hydrochloride  the  heart  rate  de- 
creases slowly  for  a period  of  eighty  seconds, 
and  diastolic  pressure  increases  also.  There 
is  a simultaneous  reduction  at  ninety  seconds 
of  the  pulse  as  systolic  pressure  rises.  The 
diastolic  pressure  decreases,  and  the  pulse 
pressure  is  widened. 

With  fractional  doses  of  methoxamine 
hydrochloride,  after  the  initial  4 mg.  per 
dose,  the  heart  rate  decreases  gradually  and 
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continues  to  decrease  with  each  successive 
2 mg.  per  dose.  Both  systolic  and  diastolic 
pressures  increase  after  6 mg.  When  the 
heart  rate  suddenly  drops,  the  pulse  pressure 
widens  owing  to  a drop  in  diastolic  blood 
pressure.  In  other  patients  with  auricular 
flutter  with  very  slight  elevation  of  blood 
pressure,  the  block  is  increased  from  a 2 : 1 to 
5:1  block.  These  findings  seem  to  sub- 
stantiate that  methoxamine  hydrochloride 
does  have  a direct  effect  on  the  myocardium. 

Conclusion 

The  evident  safe  action  of  methoxamine 
hydrochloride  contrasts  with  some  of  the 
previous  methods  of  treatment.  Carotid 
sinus  pressure  and  other  mechanical  meas- 
ures are  often  ineffective.  Orally  adminis- 
tered quinidine  is  slow  to  act  and  intra- 
venous administration  of  quinidine  and 
procainamide  hydrochloride  is  attended  by 
some  danger.  The  hazards  of  methacohne 
bromide  are  well  known,  and  neostigmine 
leads  to  alarming  reactions.  Lanatoside  C, 
given  intravenously,  is  generally  considered 
to  be  superior  to  quinidine  in  the  treatment 
of  supraventricular  tachycardia.  This  su- 
periority is  due  to  rapidity  and  safety.  How- 
ever, it  would  appear  that  lanatoside  C is  not 
as  rapid  in  action  as  methoxamine  hydro- 
chloride. The  order  of  rapidity  with  which 
methoxeimine  hydrochloride  acts  apparently 
is  similar  to  that  of  phenylephrine  (Neo- 
Synephrine)  which  admittedly  acts  more 
rapidly  than  lanatoside  C.  Nathanson  and 
Miller®  have  shown  that  the  drug  does  not 
prevent  the  carotid  sinus-induced  cardiac 
standstill,  that  it  does  not  increase  the 
ventricular  rate  in  heart  block,  and  there 
is  a definite  slowing  of  the  heart  rate  follow- 
ing intravenous  administration  of  the  drug. 
The  bradycardia  is  abolished  or  prevented 
by  atropine,  indicating  that  it  is  mediated 
through  the  vagus  nerve.  This  pronounced 
vagal  effect  induced  by  the  drug  can  be 
utilized  in  the  treatment  of  supraventricular 
tachycardia. 

Caution  should  always  be  exercised  to 
avoid  overdosage,  so  that  considerably  high 
blood  pressure  or  excessive  bradycardia  will 
not  occur.  In  several  instances  of  acute 
myocardial  infarction  a supraventricular 
tachycardia  was  treated  successfully  with 
methoxamine  hydrochloride.  We  have  used 
the  drug  in  children  in  small  diluted  doses 


with  excellent  results.  In  4 cases  of  ven- 
tricular tachycardia  there  was  no  response  to 
the  drug.  In  1 case,  a fifteen-year-old  male 
with  rheumatic  heart  disease  and  ventricular 
tachycardia,  60  mg.  of  methoxamine  hydro- 
chloride were  given  for  a period  of  one  hour 
with  no  effect  and  no  serious  side-effects. 

Because  of  its  powerful  pressor  action,  the 
drug  appears  to  be  especially  useful  in  cases 
of  paroxysmal  auricular  tachycardia  com- 
phcated  by  vascular  collapse,  a frequent  oc- 
currence, and  in  those  patients  where  the 
treatment  must  be  safe  and  the  effect  must 
be  immediate.  This  drug  is  characterized  by 
great  rapidity  of  action  and  differs  from 
other  pressor  amines  in  that  it  does  not 
cause  cardiac  irritability.  Experience  has 
confirmed  its  safety,  and  we  feel  that  it  is  the 
treatment  of  choice  in  supraventricifiar 
tachycardia. 

Summary 

Experience  with  methoxamine  hydro- 
chloride in  supraventricular  tachycardia  has 
been  presented.  Because  of  its  powerful 
pressor  action,  the  drug  appears  to  be 
especially  useful  in  cases  complicated  by 
vascular  coUapse  where  treatment  must  be 
immediate.  The  drug  is  characterized  by 
great  rapidity  of  action  and  differs  from 
other  pressure  amines  in  that  it  does  not 
cause  cardiac  irritability. 

Evidence  has  been  presented  to  suggest 
that  the  drug  has  some  direct  effect  on  the 
myocardial  muscle  in  addition  to  its  other 
properties.  Experience  has  confirmed  that 
methoxeunine  hydrochloride  is  a safe  and 
predictable  drug,  and  we  feel  that  it  is  the 
treatment  of  choice  in  supraventricular 
tachycardia. 
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Alcoholism,  Ascites, 
and  Atrial  Fibrillation 


Case  history 

Alfred  B.  Clements,  M.D.:  A sixty- 
nine-year-old  white  male  truck  driver  was 
admitted  to  The  Bronx  Hospital  on  June 
19,  1961,  with  the  chief  complaint  of 
abdominal  distention  of  four  weeks  duration. 
This  was  associated  with  sharp,  nonradiat- 
ing pain  in  the  right  upper  quadrant  of  his 
abdomen  occurring  immediately  after  eating 
and  again  two  hours  later.  Nausea  and 
vomiting  began  two  days  prior  to  admission. 
There  was  no  change  in  his  bowel  habits 
and  no  food  intolerance.  There  was  an- 
orexia and  a weight  loss  of  17  pounds. 

In  the  past  the  patient  had  consumed 
considerable  amounts  of  alcohol.  Five  years 
prior  to  admission  a pigmented  lesion  of  im- 
identified  nature  was  removed  from  the  sub- 
mandibular area.  There  was  a vague  history 
of  heart  disease.  It  was  known  that  he  had 
experienced  fibrillation  since  1954  and  that 
he  had  been  digitalized  on  two  occasions. 
He  denied  chest  pain  and  ankle  edema.  He 
had  been  told  to  seek  less  strenuous  employ- 
ment because  of  exertional  dyspnea.  In  Jan- 
uary, 1959,  there  was  evidence  of  congestive 
heart  failure.  During  the  past  year  he  had 
been  receiving  diuretics  irregularly.  A his- 
tory of  a single  episode  of  gout  of  indefinite 
chronology  was  obtained. 

Physical  examination  on  admission  re- 
vealed an  obese  male  in  no  acute  distress. 
There  was  no  jaundice  or  cyanosis.  Exam- 
ination of  the  heart  was  unrevealing.  The 


blood  pressure  was  140/95  mm.  Hg.  A few 
rhonchi  were  heard  in  both  lungs.  The 
liver  was  firm  and  nontender,  its  edge  being 
felt  two  fingerbreadths  below  the  right 
costal  margin.  There  was  considerable 
ascites  but  no  peripheral  edema.  The 
prostate  was  enlarged. 

The  hemoglobin  was  17.4  Gm.  per  100 
ml.,  the  red  blood  ceU  count  4.8  million, 
and  the  white  blood  cell  count  12,000  with 
87  per  cent  neutrophihc  leukocytes  and  1 per 
cent  band  forms.  Platelets  were  180,000 
per  cubic  millimeter.  The  sedimentation 
rate  was  23  mm.  The  fasting  blood  sugar 
was  113,  blood  urea  nitrogen  19,  uric  acid  9.4, 
and  cholesterol  146  mg.  per  100  ml.  Serum 
albumin  was  3.2  Gm.  and  serum  globulin 
2.3  Gm.  per  100  ml.  The  alkahne  phos- 
phatase was  23  King-Armstrong  units, 
total  bihrubin  1.1  mg.  per  100  ml.,  cephalin 
flocculation  zero,  thymol  turbidity  0.6 
units,  and  prothrombin  time  42  per  cent 
of  normal.  Serum  calcium  was  9.2  and 
phosphorus  3.9  mg.  per  100  ml.  Sodium 
was  131,  potassium  3.7,  and  chlorides  90 
mEq.  per  liter.  Carbon  dioxide  was  31 
mM.  per  liter.  A Kohner  test  for  lues 
produced  negative  findings.  Analysis  of 
the  urine  disclosed  no  abnormahties. 

An  electrocardiogram  revealed  atrial  fi- 
brillation and  changes  consistent  with  my- 
ocardial damage  and  old  septal  myocardial 
infarction. 

Roentgenologic  examination  of  the  chest 
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revealed  clouding  and  coarsening  of  the 
bronchovascular  markings  possibly  second- 
ary to  the  high  position  of  the  domes  of  the 
diaphragm.  Pulmonary  infiltration  could 
not  be  ruled  out.  The  cardiac  silhouette 
and  the  bony  thorax  were  within  normal 
limits.  The  abdomen  demonstrated  a ho- 
mogeneous clouding  of  the  entire  abdomen 
consistent  with  ascites.  An  upper  gastroin- 
testinal series  was  suggestive  of  a hiatal 
hernia.  The  remainder  of  the  barium- 
filled  stomach  demonstrated  no  abnormah- 
ties.  The  duodenum  and  loops  of  the  upper 
jejunum  were  within  normal  limits.  The 
spleen  projected  below  the  twelfth  rib 
suggestive  of  splenomegaly. 

The  patient  was  afebrile  throughout  his 
hospital  stay.  He  was  placed  on  a salt- 
poor,  bland  diet  and  was  given  parenteral 
diuretics.  Two  days  later  he  was  given 
spironolactone  (Aldactone),  100  mg.  four 
times  a day.  This  was  discontinued  several 
days  later,  and  cblorothiazide  was  given. 
His  general  condition  remained  unchanged. 
An  abdominal  paracentesis  on  the  eleventh 
day  yielded  8,500  cc.  of  amber-colored 
sterile  fluid  containing  1.3  Gm.  per  100  ml. 
of  protein;  the  cell  block  did  not  disclose  any 
malignant  cells.  His  serum  electrolytes  at 
this  time  were  chlorides  80,  sodium  125, 
and  potassium  3.9  mEq.  per  liter.  Be- 
cause of  the  low  serum  sodium  and  chloride 
values,  he  was  given  salt  tablets  by  mouth 
and  also  sahne  intravenously.  Potassium 
was  also  administered.  Three  days  follow- 
ing the  paracentesis  carbon  dioxide  was  24 
mM.  per  liter.  Chlorides  were  89  mEq., 
sodium  130  mEq.,  potassium  5.5  mEq.,  and 
phosphorus  3.7  mg.  per  liter.  The  patient 
became  progressively  confused.  On  the  four- 
teenth day  slow  digitahzation  was  instituted. 
The  venous  pressure  was  110  mm.  Repeat 
examination  of  the  blood  revealed  urea 
nitrogen,  42  mg.  per  100  ml.  Total  bili- 
rubin was  1.4  mg.  and  hemoglobin,  16.7 
Gm.  per  100  ml.  The  white  cell  count  was 
28,000  with  90  per  cent  neutrophils.  He  was 
given  neomycin  and  multivitamins. 

On  the  eighteenth  day  the  patient  ap- 
peared to  be  more  alert  and  cooperative. 
Maintenance  digitalis  was  given,  and  spi- 
ronolactone 200  mg.  four  times  daily  was 
reinstituted.  The  following  day  he  ap- 
peared confused  and  weak.  Chlorothiazide 
was  administered  to  potentiate  the  action 
of  the  spironolactone.  He  became  un- 


responsive and  could  not  be  roused  to  take 
oral  medication.  On  the  twenty -fourth  day 
of  his  hospital  stay  he  was  again  conscious 
and  responded  to  commands  but  was 
lethargic  and  did  not  speak.  Two  days 
later  his  breathing  became  labored,  and  there 
was  evidence  of  pulmonary  edema.  He  was 
semicomatose  with  cold  and  clammy  skin. 
The  blood  pressure  was  80/60.  He  re- 
sponded briefly  to  stimulants,  his  blood  pres- 
sure becoming  stabiUzed  briefly  at  130/90, 
but  he  expired  that  evening. 

Discussion 

William  Wolarsky,  M.D.:*  The  pre- 
senting symptoms  of  this  sixty -nine-year-old 
white  man  were  abdominal  distention,  pain 
in  the  right  upper  quadrant  of  the  abdomen 
related  to  the  ingestion  of  food,  nausea, 
vomiting,  anorexia,  and  weight  loss  of  17 
pounds. 

The  past  history  was  of  some  significance 
in  that  the  patient  had  consumed  consider- 
able amounts  of  alcohol  for  years.  Other 
anamnestic  data  appeared  to  be  of  small 
concern.  While  the  pigmented  lesion  that 
was  removed  might  have  been  a melanoma, 
we  have  no  evidence  to  confirm  this.  I do 
not  intend  to  postulate  metastatic  implants 
in  the  Hver  with  their  resultant  effects, 
even  though  this  could  make  an  attractive 
discussion. 

The  cardiac  aspects  warrant  some  con- 
sideration. The  history  was  vague  in  this 
regard,  but  we  do  know  that  the  patient 
was  taking  digitalis  for  atrial  fibrillation 
intermittently  for  years.  Mercurial  diu- 
retics also  had  been  administered  because  of 
some  evidence  of  congestive  failure.  The 
blood  pressure  was  within  normal  limits, 
and  examination  of  the  heart  and  lungs 
was  reported  as  showing  normal  findings. 

The  heart  size  was  normal  on  the  chest 
x-ray  film.  The  electrocardiogram,  how- 
ever, confirmed  the  diagnosis  of  atrial 
fibrillation  and  showed  changes  consistent 
with  myocardial  damage  and  possibly  an 
old  septal  infarction.  We  have  no  informa- 
tion in  the  history  or  from  physical  examina- 
tion that  would  suggest  a diagnosis  of 
rheumatic  heart  disease.  There  also  was 
no  evidence  of  thyroid  dysfunction.  With 
a heart  of  normal  size  and  with  normal  blood 

* Associate  in  Medicine  for  Gastroenterology,  The  Bronx- 
Lebanon  Hospital  Center,  Fulton  Division. 
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pressure  we  can  exclude  liypertensive  lieart 
disease.  We  are  then  left  with  a diagnosis 
of  arteriosclerotic  heart  disease  to  explain 
the  fibrillation  and  episodes  of  failure.  I 
do  not  beheve  that  the  cardiac  condition  was 
of  leading  significance  in  this  patient’s 
iUness.  Congestive  heart  failure  with  con- 
gestion of  the  liver  or  even  cardiac  cir- 
rhosis must  be  considered  in  the  differential 
diagnosis  of  this  patient’s  ascites.  However, 
one  would  expect  to  find  more  evidence  of 
failure,  such  as  pulmonary  congestion, 
engorgement  of  the  neck  veins,  and  obvious 
peripheral  edema,  aU  of  which  were  lacking. 

A single  episode  of  gout  is  mentioned  in 
the  history,  and  there  was  hyperuricemia 
during  his  hospital  stay.  I would  consider 
this  also  as  a secondary  diagnosis. 

I do  not  interpret  the  elevated  hemoglobin 
as  adequate  evidence  of  polycythemia  even 
though  this  diagnosis  would  open  the 
interesting  possibihty  of  multiple  throm- 
boses as  a cause  of  the  patient’s  ascites. 

The  electrolyte  imbalance  may  have 
resulted  from  the  vomiting  prior  to  admis- 
sion or  may  have  been  related  to  the  use  of 
diuretics.  This  was  well  managed  and 
requires  no  further  discussion. 

This  leaves  us  then  with  two  major 
areas  of  discussion,  namely,  the  liver  and 
the  upper  gastrointestinal  tract.  At  first 
glance,  given  a man  with  a history  of 
excessive  alcohol  consumption,  with  an 
enlarged  and  palpable  liver,  with  radiologic 
evidence  of  splenomegaly,  massive  ascites, 
and  a clinical  course  suggestive  of  impending 
hepatic  coma,  I would  be  sorely  tempted  to 
view  the  situation  as  a classic  case  of 
Laennec’s  cirrhosis  and  leave  it  at  that. 
However,  it  may  be  worth  while  to  recon- 
sider the  facts  as  given.  The  liver  was 
found  to  be  moderately  enlarged,  firm,  and 
not  tender.  This  neither  excludes  nor 
confirms  the  diagnosis.  Ascites  was  present 
as  suggested  by  x-ray  examination  and 
1 confirmed  by  paracentesis.  The  ascites 
' was  voluminous  and  did  not  show  any 
. malignant  cells.  This  would  again  shade 
our  reasoning  toward  a diagnosis  of  cir- 
rhosis. However,  let  us  now  confront  the 
clinical  impression  with  some  of  the  labora- 
tory data.  We  find  a total  protein  of  5.5 
' Gm.  of  which  3.2  Gm.  was  albumin.  Even 
though  these  figures  are  below  normal, 
the  albumin  is  stiU  fairly  high  considering 
the  massive  ascites  found.  The  blood 


cholesterol  was  normal.  The  cephalin  floc- 
culation and  thymol  turbidity  tests  also 
showed  normal  findings  and  warrant  con- 
sideration. While  it  is  true  that  liver 
function  tests  are  often  unrehable  and 
confusing,  nevertheless,  in  a case  of  cir- 
rhosis of  the  magnitude  suggested  in  the 
present  case  we  should  expect  to  find 
alterations  in  these  tests  indicative  of 
hepatocellular  dysfunction.  If  one  thus 
excludes  alcoholic  cirrhosis,  the  probability 
of  hepatoma  also  diminishes  since  primary 
hepatic  neoplasms  are  usually  associated 
with  postnecrotic  rather  than  with  Laen- 
nec’s cirrhosis.  However,  I do  not  intend 
to  make  this  diagnosis. 

With  negative  test  results  for  hepatocel- 
lular disease  and  with  an  elevated  alkaline 
phosphatase,  one  must  consider  either 
obstructive  or  metastatic  liver  disease. 
There  was  no  clinical  jaundice,  but  there 
was  slight  hyperbilirubinemia. 

The  commonest  cause  for  obstruction  is 
gallstones  with  impaction.  One  expects 
more  evidence  of  an  acute  illness  with  such  a 
diagnosis.  There  would  have  been — as  there 
was  not — pain,  fever,  a palpable  gallbladder, 
marked  jaundice,  and  even  higher  alkaline 
phosphatase  levels.  Carcinoma  of  the  gall- 
bladder is  a possibihty.  It  is  rarely 
thought  of  and  is  often  made  the  topic  for  a 
conference  of  this  type.  However,  one 
would  expect  a history  of  gallbladder  disease 
or  of  gallstones,  which  was  absent.  In 
addition,  an  obstructive  element  need  not 
be  present. 

We  must  now  consider  the  upper  portion 
of  the  gastrointestinal  tract.  We  have  a 
good  clinical  history  to  suggest  a lesion  in 
this  area.  There  was  sharp,  nonradiating, 
right  upper  quadrant  pain  with  a possible 
relationship  to  the  ingestion  of  food;  nausea; 
vomiting;  anorexia;  and  loss  of  weight. 
The  gastrointestinal  series  was  normal, 
and  while  it  is  true  that  a neoplasm  of  the 
stomach  may  have  been  present  in  spite  of 
negative  x-ray  findings,  I would  have  to 
assume  that  this  was  either  missed  or  else 
was  too  small  to  show  up.  Regarding  the 
latter  possibihty,  I have  the  feehng  that  such 
a lesion  would  not  often  metastasize  so 
rapidly  and  result  in  the  picture  presented. 
With  respect  to  the  former  possibility,  I am 
disinclined  to  assume  a gross  diagnostic 
oversight  on  the  part  of  the  roentgenology 
department. 
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I would  prefer  to  focus  my  attention  more 
closely  on  the  pancreas,  an  area  where  the 
diagnosis  is  more  apt  to  be  missed  than  in 
the  stomach.  The  classical  picture  of 
pancreatic  neoplasm  is  lacking  here,  too. 
For  a lesion  in  the  body  or  tail  we  would 
expect  severe  boring  pain  radiating  to  the 
back  and  probably  some  alteration  in 
carbohydrate  metabohsm.  This  was  not 
present.  For  the  head  of  the  pancreas,  the 
classical  description  of  increasing  painless 
jaundice  and  enlargement  of  the  duodenal 
sweep  by  x-ray  was  also  lacking.  However, 
we  do  know  that  even  here  pain  is  actually 
more  often  present  than  absent  and,  in  fact, 
is  usually  the  reason  for  the  patient  to 
consult  a physician.  The  location  of  the 
pain  in  our  patient  would  be  compatible 
with  a pancreatic  lesion  in  the  head.  There 
would  also  be  a similar  relationship  to  the 
ingestion  of  food  such  as  described  in  the 
protocol  and  to  the  symptoms  of  vomiting, 
anorexia,  and  loss  of  weight.  The  negative 
x-ray  finding  may  be  minimized,  for  un- 
fortunately, positive  findings  are  present 
only  late  in  the  course  of  the  disease  and  at 
a time  when  the  neoplasm  is  large  enough 
to  cause  considerable  encroachment  on  the 
duodenum.  There  one  may  find  the  typical 
inverted  3-sign  by  x-ray.  A lesion  in  this 
area  would  cause  some  bihary  obstruction  and 
result  in  an  elevated  alkaline  phosphatase 
and  a rise  in  bilirubin. 

Is  it  possible  now  to  link  up  a diagnosis 
of  neoplasm  in  the  head  of  the  pancreas 
with  the  findings  of  ascites  and  enlarge- 
ment of  the  liver  and  spleen?  Two  pos- 
sible mechanisms  are  suggested.  The  first 
postulates  metastases  to  the  liver  leading 
to  thrombosis  of  hepatic  veins,  portal 
hypertension,  enlargement  of  the  spleen, 
and  ascites — the  Budd-Chiari  syndrome. 
Usually  one  would  expect  to  find  a gradual 
increase  in  liver  size,  but  this  was 
not  present.  Second,  one  could  postulate 
metastases  in  or  around  the  portal  vein 
with  compression  or  invasion,  again  re- 
sulting in  portal  hypertension.  I prefer 
the  latter  possibility  but  cannot  exclude 
the  former.  The  clinical  course  would 
then  be  as  found,  with  signs  of  liver  failure 
and  impending  coma.  Judging  from  the 
management  of  this  case  I presume  that  the 
house  staff  felt  this  to  be  true,  since  they 
used  the  aldosterone  antagonist,  spirono- 
lactone, with  chlorathiazide  to  manage  the 


ascites.  They  also  used  neomycin  and  a f 
low-protein  diet  in  an  attempt  to  prevent  ) 
hepatic  coma. 

The  terminal  event  of  dyspnea  and  shock 
suggests  pulmonary  embolism  or  myocar- 
dial infarction. 


Discussion 

George  Lustig,  M.D.:  In  spite  of  the 

lack  of  laboratory  evidence  of  parenchymal 
hver  disease,  do  you  think  the  patient  had 
hepatic  insufficiency? 

Dr.  Wolarsky:  Yes,  borderline. 

Dr.  Clements:  Intrahepatic  bihary  ob- 

struction without  much  jaundice  is  common 
in  metastatic  carcinoma  of  the  liver.  The 
alkahne  phosphatase  rises  before  the  bih- 
rubin  becomes  elevated. 

A Physician:  Do  you  think  removal 

of  such  a large  amount  of  ascitic  fluid  over 
twenty-four  hours  could  have  caused  elec- 
trolyte disturbance? 

Dr.  Wolarsky:  Yes.  Collapse  after  ab- 

dominal paracentesis  has  been  reported  and 
has  been  attributed  to  the  sudden  depletion 
of  sodium. 

A Physician:  Do  you  attribute  the 

ascites  to  venous  obstruction  or  to  liver 
involvement  by  carcinoma? 

Dr.  Wolarsky:  I think  there  was 

either  portal  vein  or  hepatic  vein  obstruc- 
tion by  metastatic  carcinoma. 

Murray  A.  Greene,  M.D.:  I doubt 

that  we  can  explain  the  mechanisms  of  the 
ascites  on  the  basis  of  obstruction  of  either 
the  portal  or  mesenteric  veins.  There  have 
been  numerous  experiments  in  animals 
which  indicate  that  the  liver  must  be 
pathologically  involved  in  some  manner 
for  ascites  to  appear.  Simple  obstruction 
to  portal  venous  flow  is  not  associated  with 
the  presence  of  ascites.  Although  I realize 
that  extrapolation  from  animal  data  to  man 
may  not  be  entirely  accurate,  chnical  and 
pathologic  data  suggest  that  the  same  may 
be  true  also  for  man.  In  this  patient, 
therefore,  I would  agree  that  we  are  dealing 
with  metastatic  carcinoma.  There  are  sev- 
eral possibihties  to  explain  the  ascites,  such 
as  direct  tumor  invasion  of  the  hver  or 
extension  of  the  tumor  into  the  inferior  vena 
cava  with  involvement  of  the  hepatic 
veins  as  in  the  Chiari  syndrome.  Finally, 
one  has  to  consider  the  possibility  that  the 
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[i  FIGURE  1.  Undersurface  of  liver.  Portal  vein  has 
been  opened  exposing  a carcinomatous  mass  in 
its  right  main  stem.  Note  disproportionately 
j heavy  seeding  with  metastases  in  the  right  lobe. 

patient  had  cirrhosis  as  an  independent 
disease.  We  have  seen  patients  with  cir- 
rhosis who  have  only  minimal  degrees  of 

I abnormahties  in  routine  liver  function  tests 
! and  yet  have  considerable  ascites.  This 

I I has  been  ascribed  to  abnormalities  in 
I hepatic  metabohsm  of  hormones  which 

are  concerned  with  salt  and  water 
metabolism. 

Jawad  S.  Idriss,  M.D.;  I agree  with 
Dr.  Wolarsky  that  the  patient  was  suffering 
from  metastatic  cancer  involving  the  hver 
] because  of  the  course  of  the  disease,  the 
! hepatomegaly,  and  the  disparity  between 

I the  blood  levels  of  alkaline  phosphatase, 

: which  was  high,  and  the  bilirubin,  which  was 
I not.  However,  the  primary  site  of  the 
; cancer  is  not  so  easily  identified.  There  is 
no  clear-cut  laboratory  or  x-ray  evidence  to 
I implicate  the  pancreas  or  any  other  organ. 
|l  The  only  positive  clues  available  are  the 

I pigmented  skin  lesion  removed  a few  years 
I ago  and  the  polycythemia  which  might  ac- 
1 company  some  cases  of  renal  neoplasm. 

I Ascites  was  considered  evidence  of  a car- 
i|  cinoma  arising  in  the  head  of  the  pancreas. 
J|  Ascites  may  be  due  either  to  peritoneal 
•j  metastases,  portal  vein  thrombosis,  or 
■'  hepatic  metastases  regardless  of  the  site  of 
the  primary  lesion. 

With  respect  to  the  pain,  it  becomes 
difficult  to  ascribe  this  feature  to  the 
j pancreas  once  the  liver  is  involved  by 
I metastases. 

Dr.  Wolarsky:  The  polycythemia  was 

I of  such  a mild  degree  that  I would  not 


place  much  emphasis  on  it.  I am  aware 
that  occasionally  kidney  carcinomas  are 
associated  with  polycythemia,  but  in  this 
case  I think  a primary  lesion  in  the  pancreas 
is  more  probable. 

Walter  Solomon,  M.D.:  I concur  that 

the  degree  of  polycythemia  which  this 
patient  had  is  insignificant.  Some  people 
normally  have  a hemoglobin  of  17  Gm. 
per  100  ml. 

Clinical  diagnoses 

1.  Hepatic  vein  thrombosis 

2.  A rteriosclerotic  heart  disease 

3.  Pulmonary  embolism 

Dr.  Wolarsky’s  diagnoses 

1.  Neoplasm  of  the  head  of  the  pancreas 
with  metastases  to  the  liver  and  involving 
heoatic  or  portal  veins 

2.  Pulmonary  embolism  or  myocardial 
infarction,  terminal 

3.  Arteriosclerotic  heart  disease 

4.  Gout 

Pathologic  report 

M.  James  Phillips,  M.D.:*  At  autopsy 
the  man  was  moderately  obese  and  weighed 
approximately  200  pounds.  There  were 
numerous  telangiectases  on  the  face  and 
chest  and  senile  verrucae  on  the  lower  part 
of  the  abdomen. 

The  abdomen  was  distended  and  con- 
tained 7,000  cc.  of  straw-colored  fluid.  The 
liver  was  enlarged  and  weighed  2,430  Gm. 
The  right  lobe  was  almost  completely  re- 
placed by  large  yellow,  friable,  centrally 
umbihcated  rounded  masses  of  metastatic 
carcinoma.  The  left  lobe  of  the  liver,  on  the 
contrary,  contained  only  a few  small  isolated 
metastases  (Fig.  1).  In  addition  to  the 
tumor,  the  liver  showed  a moderately 
advanced  cirrhosis  characterized  grossly  by 
a fine  nodularity.  Microscopically  there 
were  pseudolobules  separated  by  cellular 
fibrous  bands  containing  proliferated 
ductules  resembling  bile  ducts.  The  ap- 
pearance was  that  of  Laennec’s  cirrhosis. 

At  the  porta  hepatis  the  right  main 
branch  of  the  portal  vein  immediately  be- 
yond the  bifurcation  was  filled  with  friable 

^Assistant  Pathologist,  The  Bronx  Hospital;  Visiting  In- 
structor in  Pathology,  Albert  Einstein  College  of  Medicine. 
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grey-yellow  tumor  wTiicli  completely  ob- 
structed the  lumen  (Fig.  1).  Once  this 
tumor  thrombus  had  lodged  in  the  main 
right  branch  of  the  portal  vein  it  heavily 
seeded  the  right  lobe  of  the  liver  with  tumor 
emboli,  accounting  for  the  unequal  dis- 
tribution of  the  hepatic  metastases. 

The  primary  tumor  was  found  in  the  head 
and  neck  of  the  pancreas.  The  tumor  was 
quite  bulky,  but  the  common  bile  duct 
showed  only  partial  obstruction.  Micro- 
scopically, the  tumor  was  a poorly  dif- 
ferentiated adenocarcinoma.  In  addition  to 
those  in  the  liver,  metastases  were  found  in 
the  regional  lymph  nodes,  lungs,  and  pleura. 
There  were  no  peritoneal  metastases,  which 
explains  the  absence  of  tumor  cells  in  the 
ascitic  fluid. 

In  Bell’s*  recent  review  of  carcinoma  of 
the  pancreas,  ascites  was  found  only  oc- 
casionally to  be  a presenting  symptom  and 
was  usually  due  to  peritoneal  metastases. 
In  this  patient,  cirrhosis,  extensive  meta- 
static carcinoma  in  the  liver,  and  portal  vein 
obstruction  by  carcinoma  aU  contributed  to 
the  development  of  ascites. 

The  spleen  weighed  300  Gm.  and  showed 
fibrocongestive  splenomegaly  as  seen  in  any 
portal  obstruction. 

The  heart  weighed  368  Gm.  and  was 
normal  in  size  and  shape;  there  was  minimal 
focal  atherosclerosis,  and  scattered  miliary 
scars  were  present  in  the  myocardium. 
There  was  no  evidence  of  a recent  or  healed 
infarct  so  that  no  satisfactory  anatomic 
explanation  for  the  atrial  fibrillation  was 
identified. 

The  lungs  showed,  in  addition  to  the 
multiple  metastases,  a well-developed  as- 
piration pneumonia.  The  terminal  episode 
with  shock,  dyspnea,  and  so  forth,  is  ex- 
plained by  a pulmonary  embolus  which  was 
lodged  in  the  main  artery  supplying  the 
hngula  of  the  upper  lobe  of  the  left  lung. 
There  was  no  pulmonary  infarct,  and  the 
pleural  cavities  contained  no  excess  fluid. 
Other  findings  included  multiple  small 
mucosal  erosions  in  the  stomach  and  lower 
esophagus  with  recent  hemorrhage,  benign 
prostatic  hypertrophy,  hypertrophy  of  the 
urinary  bladder,  and  testicular  atrophy. 

Leopold  Reiner,  M.D.;  I am  glad  that 
Dr.  Wolarsky  did  not  fall  for  the  pigmented 
lesion  excised  from  the  submandibular  area 
five  years  previously.  Although  we  tried  to 
trace  this  anamnestic  tidbit  to  the  hospital 


named  in  the  protocol,  we  were  unsuccessful 
in  uncovering  any  further  information.  At 
any  rate,  no  residual  tumor  was  foimd 
locally,  and  there  were  no  metastases  from  it. 

By  a process  of  exclusion.  Dr.  Wolarsky 
arrived  at  the  diagnosis  of  arteriosclerotic 
heart  disease  to  explain  the  patient’s  history 
of  atrial  fibrillation  and  episodes  of  con- 
gestive heart  failure.  In  this,  his  diagnostic 
conclusion  conforms  with  that  of  the  service 
as  well  as  of  the  referring  private  physician. 
Assuming  that  the  term  arteriosclerotic 
heart  disease  was  used  to  indicate  ischemic 
decimation  of  the  myocardium  as  a sequel 
to  stenosing  or  occlusive  coronary  arterio- 
sclerosis, the  diagnostic  proposal  has  the 
merit  of  statistical  probability  inasmuch  as 
the  patient  was  sixty -nine  years  of  age.  This 
mental  readiness  to  equate  age  with  coronary 
arteriosclerosis  in  any  older  patient  with 
cardiac  manifestations  has  been  shown  re- 
peatedly in  these  exercises  to  be  misleading. 

As  Dr.  Phillips  has  already  mentioned,  the 
heart  in  the  present  case  showed  not  enough 
pathologic  findings  to  explain  the  clinical 
findings.  In  particular,  there  was  only 
insignificant  arteriosclerosis  of  the  coronary 
arteries  or,  for  that  matter,  of  the  aorta,  in 
conformity  with  autopsy  experience  that 
alcoholic  persons — and  notably  those  with 
Laennec’s  cirrhosis^ — often  show  much  less 
arteriosclerosis  than  individuals  of  equal  age 
who  do  not  indulge,  dissenting  opinions  in 
the  literature  notwithstanding.  Otherwise, 
Dr.  Wolarsky’s  reasoning  was  confirmed 
in  that  there  was  neither  cardiac  hyper- 
trophy, valvular  deformity,  nor  thyroid 
abnormalities.  The  scars  in  the  myocardium 
were  of  microscopic  dimensions  and  sparsely 
scattered  at  that.  Quantitatively,  they 
were  the  sort  of  irrelevant  scars  that  may  be 
seen  in  any  adult  heart.  We  are  thus  left 
with  having  to  explain  auricular  fibrillation 
in  this  case  on  a nonorganic  basis.  Ac- 
cording to  Friedberg,^  chronic  atrial  fibrilla- 
tion occurs  as  a functional  disorder  in  some- 
thing like  5 per  cent  of  all  cases  of  atrial 
fibrillation;  alcohol  (as  in  our  case),  tobacco, 
violent  exertion,  and  other  noxae  may  act 
as  precipitating  factors.  Congestive  heart 
failure  has  been  described  in  these  cases 
when  fibrillation  cannot  be  controlled  and 
even  though  the  heart  may  otherwise  be 
normal.  There  remains  considerable  doubt, 
however,  that  our  patient  was  ever  really  in 
congestive  heart  failure.  At  any  rate,  there 
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was  no  conclusive  evidence  of  it  during  his 
final  admission,  either  by  radiography  of  the 
lungs  or  by  physical  examination.  The 
venous  pressure,  although  high,  was  still 
within  normal  limits,  and  the  lungs  showed 
no  histologic  evidence  of  chronic  passive 
congestion.  The  administration  of  digitalis 
was  nonetheless  justified  to  slow  the  pulse 
rate  of  this  fibrillator. 

Anatomic  diagnoses 

1.  Adenocarcinoma  of  head  of  pancreas 
with  metastases  to  liver,  regional  lymph  nodes, 
lungs,  and  pleura 


2.  Tumor  embolus  occluding  the  right 
main  branch  of  the  portal  vein 

3.  Laennec's  cirrhosis 

4.  Ascites,  7,000  cc. 

5.  Pulmonary  embolus,  upper  lobe  of  left 
lung 

6.  Aspiration  pneumonia 

7.  Erosions  of  esoohagus  and  stomach, 
with  recent  hemorrhage 
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A series  of  articles 
dealing  with  tropical  disease 


Tropical  Medicine  for 
Temperate  Climates 

KEVIN  M.  CAHILL,  M.D.,  D.T.M.&H.,  Editor 


Hookworm 


KEVIN  M.  CAHILL,  M.D.,  D.T.M.&H. 

New  York  City* 


Reviewing  his  own  forty  years  of  produc- 
tive laboratory  and  field  investigation  in 
hookworm  disease  StoUf  recently  noted: 
“As  it  was  when  I first  saw  it,  so  it  is  now, 
one  of  the  most  evil  of  infections.  Not  with 
dramatic  pathology  as  are  filariasis  or 
schistosomiasis,  but  with  damage  silent  and 
insidious.  Now  that  malaria  is  being 
pushed  back  hookworm  remains  the  great 
infection  of  mankind.”  He  supports  this 
claim  by  computing  the  striking  facts  that 
the  daily  blood  loss  in  man  from  hookworm 
throughout  the  world  is  equivalent  to  the 
total  exsanguination  of  1.5  million  people 
per  day  and  that  the  total  volume  of  blood 
transfused  annually  in  the  United  States 
represents  only  half  a day’s  blood  loss  from 
the  600-odd  million  persons  around  the  globe 
who  are  infected  with  hookworm. 

Because  of  the  size  of  the  problem  it  is 
essential  that  the  physician  in  temperate 
climates  know  of  the  disease  and  its  treat- 
ment. Not  only  wiU  he  be  expected  to  ad- 
vise travelers  to  and  from  areas  where  the 
disease  is  endemic,  military  personnel  visit- 
ing torrid  zones,  industries  attempting  to 
cope  with  the  inefficiency  secondary  to  hook- 
worm anemia,  but  he  must  also  be  prepared 
to  differentiate  in  temperate  regions  between 
hookworm  “infection”  and  “disease,”  to 
interpret  the  significance  of  laboratory  re- 
ports showing  “positive”  findings,  and  to 

* Present  address:  Naval  Medical  Research  Unit  # 3, 
Cairo,  United  Arab  Republic. 

t StoU,  N.  R.:  On  endemic  hookworm:  where  do  we 

stand  today,  Theobold  Smith  Lecture,  Exper.  Parasitol.  12: 
241  (Aug.)  1962. 


deal  sensibly  with  infected  patients  now 
permanent  residents  in  temperate  climates. 
This  last  point  has  a particular  bearing  on 
the  New  York  physician  treating  Latin 
American  patients.  Puerto  Rico  was  one  of 
the  most  highly  infested  areas  of  the  world, 
and  despite  concentrated  health  measures, 
30  per  cent  of  the  island  inhabitants  cur- 
rently harbor  the  parasite.  The  disease  is 
endemic  in  every  tropical  nation,  with  in- 
cidence rates  often  approaching  90  per  cent. 
Cases  are  stiU  found  in  the  farm  belt  in 
southern  United  States,  and  rare  outbreaks 
have  been  reported  from  mining  areas  in 
Europe,  where  larval  development  can  take 
place  in  the  warm,  moist  underground  tim- 
nels. 


Pathologic  features 

The  primary  hookworms  parasitic  in  man 
are  Ancylostoma  duodenale  (the  Old  World 
species)  and  Necator  americanus  (the  New 
World  variety)  (Fig.  1).  They  can  be  dif- 
ferentiated on  morphologic  characteristics, 
which  are  listed  in  any  textbook  on  parasi- 
tology, but  it  is  impractical  and  unnecessary 
for  the  general  physician  in  this  area  to  at- 
tempt zoologic  classification.  The  life 
cycle  is  similar  for  both  parasites. 

Eggs  deposited  by  the  female  worm,  which 
is  attached  to  the  human  intestinal  waU,  are 
passed  in  the  feces.  In  the  presence  of  warm 
(80  to  90  F.),  moist  soil  they  hatch  rhabditi- 
form  larvae.  After  several  days  of  growth 
and  moulting,  motile,  infective  filariform 
larvae  are  formed  and  may  remain  viable  in 
the  soil  for  from  one  to  two  months.  Infec- 
tion occurs  when  the  human  being  walks 
barefoot  in  contaminated  soil,  affording  the 
larvae  the  opportunity  to  burrow  through 
the  skin. 

This  initial  invasion  causes  a pruritic 
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FIGURE  1.  Camera  lucida  drawings  of  bisected  hookworms  of  man. 


dermatitis  commonly  called  toe  or  groimd 
itch.  Edema  and  erythema  surround  the 
entry  point  of  the  larva,  and  this  is  followed 
over  a one-  to  two-week  period  by  the  forma- 
tion of  a papule  and  a vesicle.  Occasionally, 
the  larvae  may  migrate  intracutaneously, 
causing  a creeping  eruption. 

After  penetrating  the  skin,  the  larvae  are 
swept  by  vascular  and  lymphatic  chaimels  to 
the  limgs.  Here  they  migrate  through  the 
alveolar  wall,  causing  multiple  punctate 
hemorrhages,  and  are  carried  up  the  tracheo- 
bronchial tree  and  down  the  esophagus. 
During  this  wandering  period,  lasting  from 
two  to  three  weeks,  the  larvae  are  enlarging, 
exsheathing,  and  maturing  so  that  they  are 
well  ready  and  able  to  attach  themselves  to 
the  duodenal  and  jejunal  viUi — their  destina- 
tion. Here,  with  exquisite  and  devastating 


eflSciency,  they  exsanguinate  the  host,  def- 
ecate, copulate,  and  ovulate. 

Histologic  changes  in  the  small  bowel  are 
due  to  a general  mechanical  irritation  as  weU 
as  to  the  specific  biting  and  tearing  action. 
The  teeth  may  penetrate  into  the  sub- 
mucosa, with  inflammation  and  eosinophilic 
infiltration  along  the  tooth  marks.  The 
mucosa  is  thin,  ecchymotic,  and  may  be 
ulcerated.  Submucosal  hemorrhage  and 
cicatrization  is  common.  Sheehy  et  al.  re- 
ported intestinal  mucosal  changes  of  the 
malabsorption  state  in  patients  with  severe 
hookworm  disease.  Thick,  broad,  fused  viUi, 
with  mucosal  atrophy  and  inflammation  of 
the  lamina  propria  are  seen.  If  marked 
chronic  anemia  is  concurrent,  histopatho- 
logic changes  can  be  found  in  many  viscera. 

The  anemia  of  hookworm  disease  in 
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tropical  areas  is  often  profound  and  oc- 
casionally fatal.  In  patients  heavily  infected 
with  hookworms,  blood  loss  may  exceed 
200  ml.  per  day,  and  iron  loss  may  exceed 
30  mg.  daily.  The  anemia  is  closely  corre- 
lated with  the  iron  loss,  since  protective 
hemopoiesis  fails  only  when  iron  stores  are 
depleted.  In  the  torrid  zones  this  depletion 
is  accelerated  by  the  iron  content  lost  in 
sweat,  by  inadequate  ferrous  absorption  due 
to  precipitation  in  the  high  phyate  and 
phosphate  diets,  and  by  losses  associated 
with  concomitant  parasitic  infections.  Oral 
administration  of  iron  wiU  correct  the 
anemia,  but  if  therapy  is  discontinued  and 
the  worms  are  stiU  present,  anemia  will  recur 
quickly.  On  the  other  hand,  the  anemia  wiU 
persist  unchanged  if  the  worms  have  been 
eliminated  but  no  iron  administered. 

As  in  any  iron  deficiency  anemia,  the  red 
blood  cell  morphology  is  hypochromic  and 
microcytic.  The  bone  marrow  reveals 
normoblastic  hyperplasia,  with  reduction  in 
the  myeloid-erythroid  ratio  and  complete 
absence  of  free  Iron.  Plasma  iron  concen- 
tration is  reduced,  while  iron-binding  capac- 
ity is  markedly  increased.  Eosinophilia  is 
often  marked  but  may  be  decreased  or  ab- 
sent when  the  hemoglobin  level  has  fallen 
very  low. 

Combined  vermifuge  and  hematologic 
studies  demonstrate  a relatively  direct  cor- 
relation between  the  number  of  worms  in- 
fecting the  intestine  and  the  amount  of  blood 
loss.  Since  worms  are  not  self-multiplying 
as  are  bacteria  or  viruses,  exposure  to  rein- 
fection is  essential  for  the  continuation  of  the 
disease.  In  areas  where  fields  polluted  by 
feces  are  common,  bare  feet  the  rule,  and 
“night  soil”  the  preferred  fertilizer,  re-ex- 
posure  is  inevitable.  That  all  natives  of  the 
torrid  zone  are  not  completely  ingested  by 
their  worms  is  due  to  the  development  of  a 
poorly  understood  immunity. 

Some  clinicians  in  tropical  medicine  have 
been  imder  the  impression  for  many  years 
that  an  existent  hookworm  infection  pro- 
vides protection  against  new  infection.  Fol- 
lowing the  same  exposure,  the  white  visitor 
became  more  heavily  infested  with  worms 
than  the  native.  The  nature  and  extent  of 
acquired  immunity  to  human  hookworm  in- 
fection has  not  been  determined.  In  ani- 
mals, however,  acquired  immunity  has  been 
clearly  demonstrated,  and  Scottish  veteri- 
narians have  recently  proved  the  feasibility 


of  artificially  inducing  inununity  in  large- 
scale  vaccination  programs. 

Outside  tropical  areas,  in  oiu"  own  tem- 
perate climate,  for  example,  the  question  of 
immunity  is  not  applicable.  Reinfection  is 
usually  impossible,  as  much  because  of  the 
sanitary  standards  as  because  hookworm 
eggs  do  not  survive  at  cool,  dry  tempera- 
tures. Hookworm  disease  does  not  persist 
without  reinfection.  Diminution  in  the 
parasitism  will  occur  after  several  months  in 
temperate  regions  and  almost  always  dis- 
appears within  two  years.  This  has  obvious 
therapeutic  implications  for  patients  now 
permanently  residing  in  temperate  climates. 

Clinical  features 

The  manifestations  of  hookworm  disease 
are  dermatologic,  intestinal,  and  if  anemia 
exists,  systemic.  The  initial  skin  eruption, 
which  has  been  mentioned,  occurred  in  96 
per  cent  of  the  patients  in  a large  Puerto 
Rican  study.  The  incidence  is  much  less 
when  A.  duodenale  is  the  infesting  parasite. 
Vague  abdominal  pain,  anorexia,  nausea, 
flatulence,  and  diarrhea  may  occur.  If 
anemia  is  present,  weakness,  lassitude,  pal- 
pitations, dyspnea,  peripheral  and  facial 
edema,  and  mental  and  physical  retardation 
are  common.  In  areas  where  other  con- 
comitant parasitic  infestations  and  nutri- 
tional deficiencies  are  the  rule,  it  is  impos- 
sible to  attribute  any  sign  or  symptom  to 
hookworm  disease  alone.  In  our  climate, 
however,  specific  manifestations  can  usually 
be  detected  and  eliminated  by  therapy. 

Diagnosis 

Laboratory  confirmation  of  hookworm  in- 
festation is  based  on  finding  ova  in  the  stools 
or  adult  worms  in  the  feces  after  vermifuge. 
The  eggs  are  oval-shaped,  with  a thin  wall, 
a clear  space  and  a four-ceUed,  granular 
center  in  fresh  specimens.  Both  A. 
duodenale  and  N.  americanus  eggs  range 
from  40  to  80  microns  in  length  and  cannot 
be  differentiated  on  direct  smear.  The  eggs 
are  most  easily  confused  with  those  of  Tri- 
chostrongylus  by  inexperienced  micros- 
copists.  The  stools  should  be  examined 
within  twenty-four  hours,  but  with  refrigera- 
tion, eggs  are  identifiable  for  several  weeks. 
A purgative  may  be  administered  to  obtain  a 
timely  specimen.  In  light  infections,  con 
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' centration  technics  of  flotation  and  cen- 
i trifugation  are  available.  If  only  male 
I worms  are  present,  no  eggs  are  foimd  in  the 

i stool.  If  the  suspicion  of  hookworm  disease 
is  sufficiently  high,  a vermifuge  may  be  ad- 

; ministered  and  the  feces  examined  for  adult 
( worms. 

The  finding  of  hookworm  eggs  in  a person 
residing  in  a nontropical  area  such  as  our 
own  has  little  significance  unless  some  esti- 

I mate  of  the  size  of  the  infestation  is  given. 

ii  As  was  pointed  out  before,  hookworms  are 
jj  not  self-multiplying,  and  the  parasite  popu- 
i lation  diminishes  rapidly  unless  reinfection 
|i  persists.  Antihelminthic  treatment  should 

II  not  be  administered  merely  because  the  stool 
is  “positive  for  hookworm.”  The  extent  of 

j|  the  infestation  and  the  duration  of  the  in- 
i:  faction  are  essential  facts  for  determining 
It  sensible  therapy.  StoU*  has  outlined  a 
I simple  step-by-step  egg-coimting  technic, 

( using  decinormal  sodium  hydroxide  as  a di- 
I luent. 

! Test  tube  cultivation  is  a readily  avail- 
),  able  technic  for  differentiating  between  N. 
|i  americanus  and  A.  duodenale.  Until  re- 
j cently,  the  determination  of  which  parasite 
t was  present  was  so  difficult  that  no  attempt 
I was  made  before  beginning  antihelminthic 
I'  therapy.  Now,  however,  large  studies  have 
j demonstrated  the  ease  and  value  of  the  test 
I tube  technic  of  immersing  a feces-stained 
filter  paper  in  a closed  tube,  allowing  it  to 
Ii  incubate,  and  examining  the  infective  larvae 
' as  they  fall  to  the  bottom.  The  differentia- 

*  StoU,  N.  R.:  For  hookworm  diagnosis:  is  finding  an 

: egg  enough?  Ann.  New  York  Acad.  Sc.  98:  712  (Aug.) 
1962. 


tion  between  larvae  is,  however,  a task  for 
the  professional  parasitologist  only. 

The  determination  of  which  parasite  is 
present  is  important  in  selecting  proper 
chemotherapy.  Bephenium  hydroxy- 
napthoate  (Alcopar)  is  most  effective  against 
A.  duodenale,  while  tetrachlorethylene  is  the 
drug  of  choice  for  N.  americanus  infesta- 
tion. Both  drugs  should  be  administered 
after  fasting.  The  bephenium  may  be  given 
in  a single  5 Gm.  oral  dose;  or  if  the  patient 
is  under  observation,  in  daily  doses  for  three 
days.  The  single  dose  of  tetrachlorethylene 
is  0.1  ml.  per  kilogram,  but  it  may  have  to  be 
repeated  after  a delay  of  four  days.  Purga- 
tives are  not  given.  Parasites  wiU  be  ex- 
creted over  a four-  to  six-day  period,  and  the 
head  of  the  worm  should  be  recovered  by 
filtration.  Both  these  antihelminthics  have 
side-effects  of  nausea,  vomiting,  diarrhea, 
and  vertigo.  It  is  important,  therefore,  to 
balance  the  benefits  expected  from  therapy 
against  the  side-effects,  especially  in  the 
ever-growing  group  of  Puerto  Ricans  resi- 
dent here  more  than  a year  who  are  not 
anemic  and  not  exposed  to  reinfection. 

Iron-deficiency  anemia  from  hookworm 
responds  uniformly  to  15  to  20  Gr.  of  oral 
ferrous  sulfate  over  a six-  to  ten-week  period, 
c/o  THE  American  Embassy,  Cairo, 
United  Arab  Republic 
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AnnOUnC6rT16nt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  suid  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  is  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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Mitral  Stenosis 


Case  history 

A sixty-two-year-old  white  female  was 
admitted  to  the  hospital  for  surgery  of 
mitral  stenosis.  The  patient  had  had 
symptomatic  mitral  disease  for  over  four 
years.  She  had  become  progressively  more 
incapacitated  under  intensive  medical 
therapy  which  consisted  of  digitalis  com- 
pounds, diuretics,  bed  rest,  and  several 
hospitalizations.  She  had  had  a right  heart 
catheterization  done  at  St.  Joseph’s  Hospital, 
Syracuse,  New  York.  This  showed  a pul- 
monary artery  wedge  pressure  of  57 /25  mm. 
Hg,  a pulmonary  artery  pressure  of  100/40 
mm.  Hg,  a right  ventricular  pressure  of 
100  to  3/25  mm.  Hg,  and  a right  auricular 
pressure  of  20/4  mm.  Hg.  The  pulmonary 
artery  oxygen  saturation  was  27  per  cent, 
and  the  peripheral  saturation  was  96  per 
cent.  This  did  not  improve  after  breathing 
oxygen  for  five  minutes.  It  was  felt  that 
these  findings  were  consistent  with  obstruc- 
tion of  the  mitral  valve  and  pulmonary 
vascular  hypertension.  The  past  history 
revealed  that  the  patient  had  had  a chole- 
cystectomy and  a hysterectomy. 

Physical  examination  showed  an  acutely 
and  chronically  ill  elderly  white  female 
whose  blood  pressure  was  100/62  mm.  Hg; 
the  pulse  was  88  with  a normal  sinus  rhythm. 
There  was  no  venous  distention  of  the  neck 
at  70  degrees  erect  position.  There  were 
rales  at  the  right  base.  There  was  a harsh 
Grade  HI  diastolic  murmur  at  the  apex,  and 
the  heart  was  enlarged  to  the  anterior 
axillary  line. 

Urinalysis  showed  a specific  gravity  of 


1.025,  the  pH  was  alkaline,  it  was  negative 
for  sugar  and  albumin,  and  large  amounts  of 
bacteria  were  present.  The  hemoglobin 
was  11  Gm.  per  100  cc.,  hematocrit  34,  and 
the  white  blood  count  was  12,500  per  cubic 
millimeter  with  a normal  differential.  The 
blood  urea  nitrogen  was  20  mg.  per  100  ml., 
prothrombin  time  66  per  cent  of  normal,  and 
the  BSP  test  result  was  14  per  cent. 


Radiologic  discussion 

Joseph  Head,  M.D.*:  The  history  as 

given  is,  I presume,  preliminary  to  the  first 
radiologic  examination.  Is  that  correct? 

Charles  Bender,  M.D.:  The  cardiac 

catheterization  was  between  the  first  and 
second  radiographic  examinations  which 
were  a year  apart. 

Dr.  Head:  We  have  a sixty-two-year- 

old  female  who  has  had  symptomatic 
cardiorespiratory  disease  for  some  length  of 
time,  who  has  a slight  anemia,  and  who  has 
clinical  and  catheterization  evidence  for 
mitral  stenosis.  On  these  radiographs  we 
see  a heart  in  frontal  projection  that  attracts 
our  attention  only  by  reason  of  the  fact 
that  we  have  a little  bulge  in  the  region  of  the 
left  atrial  appendage  (Fig.  1).  Otherwise, 
I think  that  for  a patient  of  this  age  the 
cardiac  silhouette  in  this  projection  is  not 
remarkable. 

There  are  some  peculiar  shadows  in  the 
right  costophrenic  sinus  which  have  the 

* Assistant  Professor,  Radiology,  State  University  of  New 
York  Upstate  Medical  Center. 


2116  New  York  State  Journal  of  Medicine  / July  15,  1963 


FIGURE  1.  Posteroanterior  radiograph  of  chest. 


FIGURE  2.  Lateral  chest  film. 


I appearance  of  a little  residual  parenchymal 
scarring.  The  vascular  shadows  in  the 
, periphery  of  the  lung,  if  anything,  look  a 
' tiny  bit  diminished,  but  I think  the  changes 
that  I see  in  the  periphery  of  the  lungs  are 
not  sufficient  for  me  to  say  that  there  is 
pulmonary  hypertension. 

The  region  of  the  pulmonary  artery  is 
prominent  but  not  exceptionally  so,  I think. 
The  major  pulmonary  arteries  for  a patient 
with  symptomatic  mitral  stenosis  are  a 
little  bit  on  the  small  side.  In  the  lateral 
I projection  we  see  obliteration  of  the  anterior 
('  aspect  of  the  thorax  up  to  a level  which  sug- 
( gests  right  ventricular  and  pulmonary  conus 
i enlargement  (Fig.  2).  In  this  lateral  pro- 
l‘  jection  the  shadows  of  the  pulmonary 
artery  and  the  left  and  right  branches  are 
I somewhat  larger  than  one  might  anticipate 
I from  the  frontal  projection. 

^ It  would  be  nice  to  see  oblique  views  of 
the  entire  chest  with  barium,  but  we  do  have 
I spot  radiographs  with  barium  in  the  esopha- 
gus in  the  region  of  the  posterior  inferior 
border  of  the  heart  (Fig.  3).  The  esophageal 
arc  is  a rather  long  one  to  attribute  entirely 
I to  the  left  atrium.  This  is  the  sort  of 
I shadow  one  would  anticipate  if  there  were 
j left  ventricular  enlargement  as  well  as  left 
I atrial  enlargement,  but  the  plain  films  do 
I not  support  me  in  that  very  well.  I will 
have  to  conclude  from  this  exeunination  that 
I there  is  evidence  of  left  atrial  enlargement, 

July  15, 


FIGURE  3.  Right  anterior  oblique  spot  films  with 
barium  in  the  esophagus. 


right  ventricular  enlargement,  and  slight 
pulmonary  artery  enlargement  in  the  main 
pulmonary  artery  segment. 

The  rest  of  these  vascular  shadows  are 
somewhat  diminished  over  what  I would 
anticipate  in  a patient  who  has  had  dyspnea 
and  clinical  evidence  of  mitral  disease. 
This  raises  the  question  as  to  whether  or  not 
she  has  some  primary  vascular  involvement 
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which  has  produced  cor  pulmonale  and 
right  ventricular  enlargement;  and  I think 
this  shadow  in  the  right  lower  lobe  could 
be  nothing  or  may  be  the  result  of  an  old 
pulmonary  infarct. 

Dr.  Bender;  She  was  catheterized  and 
thought  to  have  mitral  stenosis. 

Dr.  Head:  These  pictures  were  made 

more  recently,  essentially  a year  after  the 
original  examination.  Is  her  chnical  picture 
considerably  different  now?  Is  there  any 
clue  from  the  chnical  story  as  to  what  has 
happened  in  the  interim? 

Dr.  Bender;  No,  she  went  progressively 
downhill. 

Dr.  Head;  WeU,  we  see  that  there  has 
been  considerable  enlargement  of  the  cardiac 
silhouette  in  aU  diameters,  I think,  to  the 
right  and  left  and  to  the  front  and  back. 
In  fact,  the  heart  now  is  so  large  that  it  is 
difficult  to  be  sure  precisely  what  chambers 
are  enlarged,  unless  it  is  an  over-all  enlarge- 
ment. I think  the  major  change  has  oc- 
curred in  the  region  of  the  main  pulmonary 
artery.  It  seems  to  me  it  is  much  more 
prominent  than  it  was  originally,  and  the 
vascular  pattern  in  the  periphery  has  be- 
come considerably  less  distinct  than  on  the 
original  examination  without  evidence  of 
real  pulmonary  edema. 

There  is  a little  bit  of  obliteration  of  the 
diaphragm,  but  I think  this  is  more  tech- 
nical than  anything  else.  I think  there  is 
some  fluid  on  the  left  side.  There  has  been 
no  real  change  in  the  little  shadow  in  the 
right  lower  lobe.  I think  that  the  illustra- 
tions suggest  that  this  patient  has  vascular 
disease  in  the  small  vessels  of  her  lung  which 
has  resulted  in  pulmonary  hypertension. 
She  may  have  mitral  stenosis,  certainly  the 
original  films  suggest  left  atrial  enlargement. 
I can’t  be  sure  about  whether  the  left 
atrium  is  bigger  now  than  it  was,  but  the 
whole  heart  is  bigger  and  I would  assume 
that  it  is. 

Dr.  Bender;  A fluoroscopic  examination 
revealed  no  intracardiac  calcification. 

A physician:  Are  you  as  impressed  as  I 

am  with  the  size  of  the  aortic  knob  in  a 
patient  who  allegedly  has  had  mitral  stenosis 
for  many  years?  I have  always  been  im- 
pressed with  the  fact  that  the  knob  in 
patients  with  mitral  stenosis  seems  to  be 
tiny.  It  seems  to  me  that  the  aorta  should 
have  been  protected  from  the  usual  trauma 
over  a period  of  time,  and  it  seems  to  me 


that,  in  addition  to  aging,  it  takes  trauma  to 
produce  the  enlarged  knob  of  the  older-age 
group. 

Alfred  S.  Berne,  M.D.:  I think  there 

are  some  other  things  which  might  be  true 
here,  too.  A patient  who  is  sixty-two  years 
old  with  chnical  mitral  stenosis  who  has 
evidence  of  left  auricular  enlargement  with- 
out appreciable  right  ventricle  enlargement, 
without  evidence  of  pulmonary  venous 
hypertension,  and  without  the  usual  small 
aorta  suggests  that  she  has  had  a recently 
acquired  obstruction  to  her  valve.  I wonder 
whether  she  hasn’t  a tumor  such  as  a myxoma 
in  her  left  auricle  which  is  producing  the 
obstruction  and  which  is  mimicking  mitral 
stenosis. 

Dr.  Head:  I suppose  that  would  further 

explain  the  fact  that  we  have  such  a long 
displaced  arc  of  the  barium-filled  esophagus, 
too. 

E.  Robert  Heitzman,  M.D.:  It  is  my 

feeling  that  she  did  have  pulmonary  venous 
hypertension.  The  upper  lobe  veins  are 
distended  to  a greater  degiee  than  the  lower 
lobe  veins,  a finding  said  to  indicate  pul- 
monary venous  hypertension.  I don’t  see 
any  B lines  of  Kerley,  but  I thought  that 
there  was  other  evidence  of  pulmonary 
venous  hypertension,  and  I assumed  that 
her  ultimate  right-sided  enlargement  was 
secondary  to  pulmonary  venous  hyper- 
tension. 

Dr.  Berne:  But  stiU,  for  her  not  to 

have  obvious  right-sided  enlargement,  to 
have  a massive  left  auricle,  and  to  have  a 
large  aortic  knob  speaks  for  her  having  a 
recent  development  of  obstruction  rather 
than  the  chronic  kind  that  one  usually  sees 
in  rheiunatic  heart  disease.  It  also  makes 
the  other  possibility  doubtful,  namely,  a 
congenital  mitral  stenosis. 

Dr.  Head:  I would  think  that  if  she  had 

had  congenital  mitral  stenosis  the  heart 
would  be  considerably  larger  than  it  is. 

A physician:  Was  she  chronically  in 

congestive  failure  at  the  time  of  the  last 
examination? 

Dr.  Bender;  She  had  basilar  rales,  but 
she  had  had  these  right  along.  I don’t 
believe  that  she  had  any  peripheral  edema. 

A physician;  How  would  you  interpret 
the  barium  swallow? 

Dr.  Berne:  I did  the  barium  swallow 

examination,  and  I interpreted  it  as  showing 
left  auricular  enlargement  without  significant 
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FIGURE  4.  Left  atrial  tumor.  (A)  Heart  opened 
broad  sessile  attachment. 


* enlargement  of  the  left  ventricle.  The 
' swing  of  the  esophagus  is  longer  than  usual, 

I but  I think  the  lower  end  of  the  esophagus 
' swings  backward  into  its  normal  position  so 
j that  it  is  a localized  displacement  as  you 
would  expect  with  a left  auricle  alone.  I 
think  there  is  more  length  to  this  swing  than 
you  usually  see.  I think  I should  have 
tumbled  to  the  answer  when  I did  the 
I examination. 

: Dr.  Head’s  diagnosis 

Rheumatic  heart  disease  with  mitral  stenosis 
and  pulmonary  hypertension. 

Pathologic  discussion 

I Dr.  Bender;  The  patient  was  operated 
on,  and  an  incision  was  made  in  the  left 
auricular  appendage  where  there  was  a 
palpable  mural  thrombus.  There  was  no 
mitral  stenosis.  In  fact,  there  was  some 
insufficiency  noted.  The  chest  was  closed, 
and  postoperatively  she  became  a problem 
I in  electrolyte  balance.  Her  urine  output 
dropped  and  she  died. 

John  T.  Prior,  M.D.*:  This  figure 

shows  the  left  side  of  the  heart  which  has 
been  opened  (Fig.  4A).  There  is  a globular 
mass  which  is  6 cm.  in  diameter  and  which 
is  located  within  the  left  atrium  but  definitely 
I prolapses  down  through  the  A-V  (atrio- 

* Associate  Professor  of  Pathology,  State  University  of 
New  York  Upstate  Medical  Center. 


showing  tumor.  (B)  Further  view  of  tumor  showing 


ventricular)  orifice  producing  a ball-valve 
type  of  obstruction.  This  mass  had  a sessile 
base  1 cm.  in  diameter  which  was  attached 
just  posterior  to  the  fossa  ovahs. 

There  is  tremendous  enlargement  of  the 
left  atrium,  the  left  ventricle  measured  a 
centimeter  in  thickness,  and  I have  the 
feeling  that  there  was  a small  amount  of 
regm-gitation  through  the  A-V  orifice.  The 
opposite  side  of  the  heart  showed  evidence 
of  cor  pulmonale,  the  right  ventricle  measur- 
ing 7 mm.  in  thickness.  There  was  also 
an  insufficiency  of  the  tricuspid  valve,  and 
there  was  dilatation  of  the  right  atrium. 
The  pulmonary  artery  at  its  take-off 
was  about  as  large,  or  a little  bit  larger,  than 
the  aorta,  and  there  was  evidence  of  rather 
marked  atherosclerosis  along  the  intima  of 
the  pulmonary  artery  and  extending  down 
into  its  fine  branches.  The  heart  weighed 
400  Gm.  which  is  a little  heavy,  and  I 
think  the  increased  weight  comes  from 
the  enlarged  right  ventricle. 

Another  view  of  the  atrial  mass,  a little 
more  striking,  shows  the  yellow  appearance, 
its  general  smoothness,  and  its  attachment 
to  the  left  atrium  (Fig.  4B). 

I might  also  mention  that  there  was  a 
thrombus  in  the  right  auricular  appendage. 
There  was  also  evidence  at  autopsy  of  two 
pulmonary  infarctions  in  the  left  lung. 
There  was  bilateral  pneumonia,  more 
marked  on  the  left  side. 

The  only  other  anomaly  that  I could  see 
anywhere  in  this  patient  was  in  the  pul- 
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monary  veins.  She  had  five  pulmonary 
veins,  three  of  which  came  in  almost  through 
a common  trunk.  As  far  as  these  lesions  go 
microscopically,  we  could  call  this  kind  of 
lesion  anything  we  want  to,  and  we  would 
have  support  from  somebody  somewhere. 
Roughly,  there  seem  to  be  three  schools  of 
thought;  one  states  that  it  is  a myxoma  and 
as  such,  a neoplasm;  another  group  says 
that  we  are  getting  excited  about  nothing 
other  than  an  ordinary  clot;  and  the  final 
school,  to  which  I think  perhaps  I belong, 
hedges.  Figure  4 shows  the  lesion  on  its  sur- 
face, covered  by  endocardium.  As  you  move 
toward  the  center  you  see  that  it  is  replaced 
by  hemorrhage  and  a peculiar  matting  to- 
gether of  what  probably  is  fibrin,  although  I 
can’t  be  sure.  I think  the  exciting  part  of 
this  lesion  comes  nearer  the  surface.  Here 
the  overlying  surface  is  covered  by  endothe- 
lial cells,  beneath  which  is  a very  loose 
myxomatous  tissue  somewhat  reminiscent 
of  what  you  see  in  Wharton’s  jelly,  for 
example.  The  other  thing  to  be  noted  is  the 
peculiar  change  in  the  vessels.  There  are 
many  small-sized  vessels  but  they  are  lined 
by  endothelium  which  is  very  prominent 
and  stratified  in  places.  You  see  here  too 
many  cells  for  a capillary  of  such  size.  The 
other  intriguing  thing  about  the  lesion  is  that 
it  definitely  has  a mucinous  component. 
The  other  sections  are  essentially  the  same. 

We  don’t  have  many  of  these  lesions  in 
our  files.  We  had  one  in  1954  and  we  had 
another  one  in  1949.  There  have  been 
probably  about  200  of  these  reported  to  date. 

I have  listed  the  pros  and  cons  for  the 
lesion  being  a tumor. 

The  location  of  these  has  been  rather  con- 
stant. I think  that  of  the  200  or  so  that  are 
in  the  literature,  probably  80  per  cent 
have  been  located  in  the  left  atrium, 
and  the  location  within  the  atrium  itself  has 
been  quite  constant.  They  invariably 
are  located  adjacent  to  or  over  the  fossa 
ovalis.  I think  that  there  have  been  oc- 
casional lesions  on  the  opposite  side,  and 
rarely  there  has  been  one  in  the  ventricle. 
Occasionally,  they  have  been  related  to  the 
pulmonary  veins  as  they  come  into  the  left 
atrium. 

This  tumor  is  about  the  average  size  of 


those  I have  reviewed,  but  they  have  been 
reported  all  the  way  from  the  size  of  a pea 
up  to  a hen’s  egg.  Their  shape  has  been 
rather  constant.  They  generally  are  smooth, 
although  occasional  villous  lesions  have  also 
been  seen. 

The  people  who  feel  that  they  aren’t 
thrombi  point  out  that  if  they  were  clots  one 
ought  to  see  the  layering  or  packing  of 
successive  layers  of  thrombus  as  we  see  in 
an  aneurysm  of  the  aorta,  for  instance. 
This,  of  course,  you  do  not  see  as  there  is  no 
stratification  in  our  case. 

Another  point  that  those  people  who  say 
that  they  are  clots  must  explain  is  the 
presence  of  mucin.  Mucin  is  not  a part  of 
clot  formation  or  clot  degeneration. 

Finally,  if  they  are  clots,  why  don’t  they 
go  on  and  scar  and  form  abundant  collagen? 
Occasional  instances  of  emboli  have  been  re- 
ported with  material  breaking  off  and  form- 
ing emboli  to  the  kidneys  and  extremities. 

I think  those  who  feel  the  tumors  are 
myxomas  get  some  support  from  the  fact 
that  in  1924  Ribbert^  was  able  to  show  in  a 
series  of  normal  animals  that  if  one  studied 
carefully  the  endocardium  in  the  region  of 
the  fossa  ovahs,  he  would  find  myxomatous 
change  as  a developmental  or  mesenchymal 
anomaly.  Other  people  haven’t  been  able  to 
confirm  this. 

A physician:  Do  these  ever  metastasize? 

Dr.  Prior:  1 haven’t  personally  read  the 

case  reports  but  I know  that  there  have  been 
malignant  cardiac  myxomas  recorded  in  the 
literature  that  have  gone  on  and  metasta- 
sized. 

Pathologic  diagnosis 

Myxoma,  left  atrium. 
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I N AN  EARLIER  Nutrition  Excerpt  data  were 
presented  for  the  body  fatness  of  normal 
young  women  from  seventeen  to  thirty  years 
of  age.^  Later  a means  was  given  which 
would  be  practical  in  the  hands  of  clinicians 
for  predicting  body  fatness  in  young  women 
on  the  basis  of  the  measurement  of  a single 
skinfold  and  the  percentage  of  standard 
weight.*  More  recently  body  composition 
studies  have  been  made  on  88  normal  “older” 
women  from  thirty  to  seventy  years  of  age. 
As  in  the  case  of  the  younger  women,  studies 
included  measurements  of  body  density, 
total  body  water,  skinfold  thicknesses, 
certain  skeletal  and  envelope  anthropometric 
dimensions,  basal  oxygen  consumption, 
creatinine  excretion,  and  fat  pad  thickness 
from  soft-tissue  x-ray  examinations.  De- 
tails of  the  data  appear  elsewhere.®  The 
present  Excerpt  is  concerned  with  the 
changes  noted  in  body  fatness  in  normal 
women  within  the  age  span  of  seventeen  to 
seventy  years. 

Material  and  method 

The  physical  normalcy  of  the  women 
thirty  to  sixty  years  of  age  was  checked  by 
asking  each  woman  to  complete  a medical 
history  sheet  and  answer  a series  of  questions 


prepared  by  a physician  and  related  to 
physical  signs  and  symptoms.  Any  answer 
which  might  be  indicative  of  lack  of  nor- 
malcy led  to  further  inquiry  by  the  internist 
before  the  subject  was  included  in  the  study. 
All  women  sixty  years  of  age  and  over  were 
given  a physical  examination  by  the  internist 
before  acceptance  for  testing. 

The  88  “older”  women  were  fairly  evenly 
distributed  between  the  fourth  and  the 
eighth  decade  with  the  exception  of  the 
seventh  decade  in  which  there  were  only  14 
subjects.  The  mean  age  was  47.7  ± 10.83 
years.  By  decade  the  older  women  became 
progressively  shorter  in  height  than  the 
younger  women  previously  studied.  Begin- 
ning with  the  fifth  decade  their  mean  body 
weights  increased  somewhat  and  remained 
higher  than  was  true  for  the  younger  women. 
However,  the  mean  percentage  of  standard 
weight  did  not  increase;  in  fact  it  was 
96.1  =h  11.3  years  for  the  women  from  thirty 
to  seventy  years  of  age  in  contrast  to  a mean 
percentage  standard  weight  of  98.9  ± 8.61 
for  the  women  from  seventeen  to  thirty  years 
of  age.  The  “standard”  weight  taken  as 
100  was  average  weight  per  height  and  age 
for  females  given  in  the  Build  and  Blood 
Pressure  Study,  1959,*  with  necessary  heel 
height  and  clothing  weight  corrections.  The 
weights  for  the  women  studied  here  were 
fasting  weights  and  hence  might  be  expected 
to  be  somewhat  less  than  those  of  the  Build 
and  Blood  Pressure  Study.  The  comparisons 
seemed  to  indicate  that  the  sampling  of 
“older”  women  being  studied  could  be 
taken  as  fairly  typical  of  a normal-weight 
female  population  of  its  age  range. 

Findings 

Mean  body  density  and  hence  body  fat- 
ness remained  the  same  from  twenty  until 
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TABLE  I.  Changes  in  fatness  of  women  with  age 


Fat  (Based  On  Density) 
Body 


Age  Group 
(Yeai's) 

Weight 
(Per  Cent) 

Changes 
(Per  Cent) 

Skinfold  Thickness 
(mm.)  (Per  Cent) 

Fat  Pad  Thickness 
(mm.)  (Per  Cent) 

16  to  30 

28.69 

100.0 

206.5 

100.0 

212.8 

100.0 

30  to  40 

28.75 

100.2 

199.7 

96.7 

225.7 

106.0 

40  to  50 

35.33 

123.1 

252.2 

122.1 

255.0 

119.8 

50  to  60 

41.88 

146.0 

259.5 

125.7 

250.0 

117.5 

60  to  70 

44.56 

155.3 

265.0 

128.3 

250.8 

117.8 

about  forty  years  of  age;  then  density 
decreased  and  thus  body  fatness  increased 
by  decade  within  the  age  limits  studied 
(Table  I).  Percentage  body  weight  as  fat 
increased  from  28.7  at  sixteen  to  thirty  years 
of  age  to  35.33  at  forty  to  fifty  years  of  age, 
a relative  increase  of  23.1  per  cent.  By  the 
sixth  decade  fat  had  increased  to  41.88  per 
cent  of  the  body  weight,  a relative  increase 
of  46  per  cent  compared  with  the  younger 
women;  by  the  seventh  decade,  to  44.56 
per  cent  of  body  weight,  a relative  increase 
of  55.3  per  cent  compared  with  the  sixteen- 
to  thirty-year-old  women.  These  figures 
are  almost  identical  to  those  reported  by 
Chen®  for  a lesser  number  of  Minnesota 
women. 

The  contrast  of  change  in  body  fatness 
with  age  in  men  and  women  is  interesting. 
As  indicated  earlier^  the  young  women  were 
essentially  two  and  one-half  times  as  fat  as 
comparable  young  men®T  and  similar  in 
percentage  of  body  weight  as  fat  to  Fryer’s 
elderly  men  with  a mean  age  of  seventy 
years.*  Although  the  women  do  increase  in 
body  fatness  with  each  succeeding  decade 
measured  after  the  fourth,  the  percentage 
of  increase  is  much  smaller  than  for  men. 
Where  the  older  women  had  increased  55.3 
per  cent  in  body  weight  as  fat  compared 
with  the  yoimger  women,  the  older  men  had 
increased  176  per  cent  compared  with  the 
yoimger  men.  At  the  upper  age  range, 
then,  the  women  were  only  one  and  one-hah 
times  as  fat  as  the  men:  44.6  versus  30  per 
cent  of  body  weight  as  fat  for  elderly  women 
and  elderly  men  respectively. 

As  in  the  case  of  the  younger  women,  for 
the  older  women  the  total  of  the  thicknesses 
of  skinfolds  measured  at  12  sites  on  the  body 
correlated  better  with  body  density  (and 
fatness)  than  any  of  the  other  several  pa- 
rameters measured  (r=  —0.686).  The  total 
thickness  of  skinfolds  did  not  increase  above 


that  of  the  yoimg  women  until  the  fifth 
decade  and  at  that  point  reflected  accurately 
the  increase  in  body  fatness,  22.1  per  cent 
(Table  I).  However,  although  the  skin- 
folds continued  to  increase  slightly  in  the 
next  two  decades  (25.7  per  cent,  sixth 
decade;  28.3  per  cent,  seventh  decade), 
they  by  no  means  reflected  the  magnitude  of 
the  continued  increase  in  body  fatness 
(46  and  55.3  per  cents  respectively) . Similar 
findings  were  reported  by  Chen®  using  10 
slightly  different  skinfolds.  These  results 
suggest  that  beyond  the  fifth  decade  more 
fat  is  deposited  in  nonsubcutaneous  sites 
(central  distribution) . 

The  skinfolds  which  showed  fairly  con- 
sistent upward  trends  by  decade  were  those 
measured  at  the  scapula,  waist,  and  umbili- 
cus, with  a lesser  increase  at  the  chin  and 
chest.  The  skinfolds  which  correlate  best 
with  density  and  body  fatness  are  different 
from  the  ones  for  young  women.  Hence,  on 
these  bases  one  might  anticipate  that  an 
equation  to  predict  body  fatness  for  older 
women  on  the  basis  of  skinfolds  would  be 
different  from  that  previously  derived  for 
younger  women.  ^ 

Additional  evidence  for  the  central  deposi- 
tion of  fat  in  the  women  beyond  the  fifth 
decade  is  found  by  examining  by  decade  the 
thickness  of  13  fat  pads  measured  on  x-ray 
films  of  soft  tissues  (Table  I).  As  in  the 
case  of  the  skinfold  thicknesses,  the  total  of 
fat  pads  reflects  fairly  accurately  the  changes 
in  percentage  body  weight  as  fat  through  the 
fifth  decade,  but  for  older  women  they  do 
not.  Since  somewhat  different  areas  of  the 
body  are  examined  by  the  fat  pad  and  skin- 
fold measurements,  it  seems  certain  that  the 
increased  fatness  in  women  beyond  the  fifth 
decade  is  due  largely  to  inner,  nonsubcuta- 
neous fat. 

Finally,  the  abdominal  circumference  at 
any  of  the  three  levels  at  which  fat  was 
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measured  was  superior  to  all  of  the  other 
parameters  studied  in  its  correlation  with 
body  density.  Hence,  its  use  as  a means  of 
predicting  body  fatness  is  worthy  of  further 
investigation. 

Summary 

Changes  in  body  fatness  of  women  from 
seventeen  to  seventy  years  of  age  were 
examined  by  a variety  of  means  including 
among  others:  body  density,  skinfold  thick- 
nesses, fat  pad  thicknesses  on  x-ray  films  of 
soft  tissues,  and  anthropometric  measure- 
ments. 

Mean  body  density  decreased  and  hence 
body  fatness  increased  by  decade  after  the 
fortieth  year.  The  changes  represent  an 
increase  in  body  fatness  of  23.1  per  cent  in 
the  fifth  decade,  46  per  cent  in  the  sixth, 
and  55.3  per  cent  in  the  seventh  decade  in 
comparison  to  the  third  decade. 

Subcutaneous  fat,  as  measured  by  skinfold 
thickness  or  fat  pad  measurements  on  soft- 


tissue  x-ray  examination,  reflects  changes  in 
total  body  fatness  through  the  fifth  decade 
fairly  accurately  but  not  thereafter.  There 
appears  to  be  increasing  central  or  nonsub- 
cutaneous  fat  deposition  in  the  women  in  the 
sixth  and  seventh  decades. 
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Semiclosed  Anesthesia 


Semiclosed  cakbon  DloxlDE-absorbing 
anesthesia  is  a technic  wherein  more  than 
the  minimal  metabolic  requirements  of 
oxygen  plus  an  inhalation  anesthetic  is 
delivered  from  the  gas  machine  to  the 
patient.  This  excess  gas  must  be  blown  off 
into  the  atmosphere.  However,  some  gas 
is  rebreathed,  and  the  system  includes  a 
provision  for  absorbing  that  carbon  dioxide 
which  is  excreted  by  the  patient  and  is  not 
blown  off.  When  no  gas  whatsoever  is 
rebreathed,  the  patient  breathes  only  what 
is  delivered  by  the  anesthesia  machine. 
This  system  is  called  a nonrebreathing 
system.  If  the  patient  is  apneic  under 
semiclosed  anesthesia,  or  if  he  is  breathing 
spontaneously  but  inadequately,  it  is  the 
responsibility  of  the  anesthetist  to  deliver 
an  adequate  tidal  volume  into  the  lungs 
by  applying  pressme  to  the  rebreathing  bag. 
This  pressure  in  a closed  system  is  directly 
transmitted  to  the  patient’s  airway.  How- 
ever, in  a semiclosed  system  some  pressure 
is  released  at  the  pop-off  valve,  and  only  the 
residual  pressure  remains  for  delivery  of 
gases  into  the  patient’s  airway.  The  follow- 
ing case  illustrates  a tragedy  associated 
with  semiclosed  anesthesia. 

Presented  and  discussed  at  a conference  held  at  Bellevue 
Hospital,  New  York  City,  April  1, 1963.  Clinical  Anesthesia 
Conferences  are  held  on  the  first  Monday  of  each  month. 


Case  report 


A thirty-five-yeai’-old  Negi'O  female  was  ad- 
mitted to  the  hospital  with  active  hemoptysis. 
She  had  been  in  good  health  until  one  and  a half 
years  before  this  admission  when  pulmonary 
tuberculosis  was  discovered  during  a pregnancy. 
In  the  succeeding  one  and  a half  years  she  spent 
considerable  time  in  various  hospitals  receiving 
antibiotic  therapy  for  tuberculosis.  Her  sputum 
continued  to  show  positive  findings,  and  she 
began  to  develop  cavitary  tuberculosis  in  the 
right  lung.  Just  before  this  admission  she  de- 
veloped hemoptysis.  On  admission  her  tem- 
perature was  100  F.,  and  her  respiration,  pulse, 
and  blood  pressure  were  within  the  normal  range. 
She  was  thin,  and  her  hematocrit  on  admission 
was  26.  Her  chest  x-ray  film  on  admission  re- 
vealed extensive  infiltrative  disease  on  the  right 
with  cavities  in  the  upper  lobe  of  the  right  lung. 
In  the  hospital  she  was  treated  with  various 
antibiotics  but  continued  to  cough  up  consider- 
able old  and  fresh  blood.  She  received  several 
transfusions.  Because  of  the  brisk  and  massive 
hemoptysis  it  was  elected  to  perform  an  emer- 
gency thoracotomy  for  lobectomy  or  pneumo- 
nectomy. 

On  her  third  hospital  day  she  was  brought  to 
the  operating  room.  Preoperative  medication 
at  8:00  a.m.  was  atropine  0.2  mg.  intravenously. 
Anesthesia  induction  was  begun  with  cyclopro- 
pane and  oxygen,  and  succinylcholine  was  also 
administered.  A Carlen’s  double  lumen  endo- 
bronchial catheter  was  inserted.  While  this 
was  in  place,  bloody  secretions  were  aspirated 
from  it,  but  the  breath  sounds  were  poor,  and  it 
was  felt  that  the  position  of  the  tube  was 
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unsatisfactory.  It  was  therefore  withdrawn, 
and  a conventional  oroendotracheal  tube  was 
inserted.  After  the  tracheal  intubation  the 
operating  table  was  placed  in  a steep  Trendelen- 
burg position,  and  breath  sounds  were  noted  to 
I be  satisfactory  in  both  cavities  of  the  chest, 
i The  patient  was  placed  in  the  lateral  position 
1 with  the  right  side  up.  The  anesthesia  induc- 
j tion  occupied  some  thirty-five  minutes.  Main- 
tenance of  anesthesia  was  with  nitrous  oxide  and 
I oxygen  2 L.  to  2 L.  per  minute  and  halothane  by 
I a semiclosed  system.  Cautery  was  used  during 
I the  surgery  which  proceeded  very  rapidly.  The 
chest  was  entered  within  approximately  five 
I minutes  of  the  beginning  of  surgery.  Adhesions 
were  divided.  The  right  lung  was  found  to  be 
I consohdated  and  firm,  and  there  was  extensive 
: nodular  disease  in  all  lobes.  It  was  elected  to 
I perform  a pneumonectomy. 

I Accordingly  the  lung  was  reflected  anteriorly, 

I and  dissection  of  adhesions  was  carried  down 
i posteriorly  to  the  hilrun.  The  mediastinal  pleura 
I was  reflected  off  the  bronchus.  Digital  pres- 
I sure  was  applied  to  the  bronchus.  This 
I maneuver  was  carried  out  within  ten  minutes 
ji  of  the  time  of  the  incision.  During  the  next 
ten  minutes  pressure  was  applied  to  what  was 
f thought  to  be  the  right  main  stem  bronchus, 
i\  and  a Penrose  drain  with  enclosed  tape  was 
fi  passed  around  it,  pressure  being  maintained  to 
1 1 prevent  spill-over  of  blood  from  the  right  lung 
lii  into  the  left  lung.  During  this  time  the  anes- 
! thetist  continued  to  administer  nitrous  oxide- 
i oxygen  2 L.  to  2 L.  plus  halothane  by  semi- 
closed system.  The  anesthetist  noted  a drop  in 
, pulse  from  80  to  40  at  about  the  time  the  bron- 
j chus  was  digitally  occluded.  Atropine  0.2  mg. 

' was  administered  at  this  time,  and  the  pulse 
' rate  retirrned  to  80  per  minute.  Within  another 
; five  minutes  the  pulse  level  dropped  to  70  at 
I about  the  time  that  the  presumed  right  main 
t stem  bronchus  was  divided.  Within  five  more 
I minutes  the  anesthetist,  who  had  been  feeling 
j the  radial  pulse  continually,  noted  its  disappear- 
ance. The  heart  was  exposed,  and  cardiac 
massage  was  instituted,  but  the  heart  remained 
! in  asystole.  Resuscitative  measures  included 
i adrenalin  1 ; 10,000  administered  four  times  into 
I the  right  atrium,  calcium  chloride,  and  3 units 
I of  whole  blood.  A temporal  pulse  was  palpable 
with  the  cardiac  massage.  However,  the  pa- 
tient remained  apneic.  After  forty-five  minutes 
I ventricular  fibrillation  developed.  The  heart 
] was  never  successfully  resuscitated,  and  the 
patient  was  pronounced  dead  at  approximately 
one  hom-  after  the  cardiac  arrest. 

Autopsy  revealed  that  the  trachea  had  been 
cross-clamped  and  divided  immediately  above 
the  Carina.  In  addition,  there  was  a consoli- 


dated right  lung.  The  left  lung  contained  no 
gross  evidence  of  tuberculosis  but  was  collapsed. 
There  were  blood  and  bronchial  secretions  in  the 
left  bronchial  tree  as  weU  as  in  the  right. 


Comment 

This  case  clearly  illustrates  the  hazards 
of  semiclosed  anesthesia.  Although  the 
anesthetist  was  assisting  ventilation,  no 
effort  was  made  to  make  sure  that  the  down 
or  left  lung  was  being  ventilated.  The 
mediastinum  was  frozen,  and  the  patient 
was  in  the  lateral  position.  The  positive 
pressure  applied  to  the  bag  was  expended  in 
blowing  mixed  anesthetic  mixture  out  of 
the  pop-off  valve. 

This  death  would  have  been  avoided  with 
closed  system  anesthesia  because  pressure 
on  the  bag  would  have  revealed  a very  great 
resistance  to  air  flow.  It  is  recommended 
that  with  semiclosed  anesthesia  the  anesthe- 
tist monitor  very  carefully  the  expansion  of 
the  chest  and  failing  this,  that  he  close  the 
system  frequently  to  make  certain  that  the 
lungs  are  being  ventilated. 

A device  called  the  Georgia  Valve,  pro- 
curable from  the  Ohio  Chemical  Company, 
has  become  available  recently.  This  valve 
is  designed  to  permit  aU  of  the  gases  to  pass 
to  the  patient  vmder  semiclosed  anesthesia 
and  to  permit  release  of  the  gases  only  on 
expiration.  Such  a device  might  have 
avoided  the  death  in  this  case. 

There  are  two  other  comments  to  be  made 
about  this  case; 

The  first  is  that  atropine  intravenously 
was  able  to  raise  the  pulse  rate  from  40  to  80 
in  spite  of  the  fact  that  the  basic  difficulty 
was  not  corrected.  Atropine  may  lead  to  a 
false  sense  of  security  as  it  did  in  this  case. 

The  second  observation  is  the  length  of 
time  required  for  the  heart  to  stop  after 
complete  asphyxia.  In  this  case  approxi- 
mately twenty  minutes  of  total  tracheal 
occlusion  were  required  before  the  heart 
stopped. 


I 
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Accidental 

Chemical 

Poisonings 


From  the  Poison  Control  Center 

The  City  of  New  York  Department  of  Health 

A series  prepared  by 

HAROLD  JACOBZINER,  M.D.,  Assistant  Commissioner, 

The  City  of  New  York  Department  of  Health; 

Medical  Director,  Poison  Control  Center 

HARRY  W.  RAYBIN,  M.S.,  Technical  Director,  Poison  Control  Center 


Phosphorus  and  Acute 
Dextropropoxyphene  Intoxications 


T HE  FOLLOWING  INCIDENTS  Were  reported 
recently  to  the  New  York  City  Poison 
Control  Center. 

Incident  1 

Toxic  Agent  Age  Sex 

J-0  Roach  Paste  18  years  Female 

This  eighteen-year-old  pregnant  female 
took  half  a can  of  J-0  Roach  Paste  (phos- 
phorus) with  suicidal  intent.  Thirty  minutes 
following  ingestion  the  patient  vomited 
spontaneously.  She  also  had  abdominal 
pains  and  nausea.  She  went  to  the  hospital 
where  the  stomach  was  lavaged  with  per- 
oxide four  hours  following  ingestion.  In 
addition  to  lavage,  the  patient  also  was 
treated  with  mineral  oil  and  meperidine 
hydrochloride  (Demerol). 

The  laboratory  blood  findings  included 
transaminase  of  over  260  units,  hematocrit 
23,  prothrombin  over  60  seconds  and 
control  15  seconds,  white  blood  cells  16,000, 
hemoglobin  13.1  Gm.  per  100  ml.,  platelets 
90,000,  carbon  dioxide  8 volumes  per  cent, 
cephahn  flocculation  44,  and  thymol  turbid- 
ity 1.4.  Concentrated  urine  showed  trace 
amounts  of  elemental  phosphorus.  Distil- 
lation of  25  Gm.  of  placental  tissue  showed 
the  presence  of  elemental  phosphorus. 

Three  days  following  admission  the  pa- 
tient went  into  spontaneous  labor  and 
delivered  a stillborn  infant.  After  delivery 
the  patient’s  blood  pressure  rose  to  150/110, 
later  dropped  to  normal,  then  to  60.  The 


patient  at  this  time  had  evidence  of  external 
bleeding  and  shock.  Intravenous  levar- 
terenol  bitartrate  (Levophed)  was  given. 
The  patient’s  course  became  progressively 
worse,  and  at  this  time  the  diagnosis  was 
acute  phosphorus  poisoning,  premature  de- 
livery (stillbirth),  and  hepatorenal  failure. 
The  patient  expired  four  days  following 
admission  and  ingestion  of  the  poison. 

The  pertinent  findings  in  the  autopsy  re- 
port received  from  Milton  Helpern,  M.D., 
Chief  Medical  Examiner  of  the  City  of 
New  York,  are  as  follows: 

The  irides  were  brown  and  the  sclerae 
icteric.  There  was  a generahzed  diffuse 
icterus  of  the  entire  skin  surface.  The 
pericardial  sac  contained  approximately  20 
cc.  of  icteric  clear  fluid.  There  was  a general- 
ized icterus  of  all  viscera. 

Cardiovascular  system  findings  showed 
that  the  heart  weighed  200  Gm.  Leaflets  of 
all  valves  were  somewhat  semitranslucent  and 
flexible.  The  myocardium  was  a brownish- 
yeUow  color.  Coronary  orifices  were  wide 
and  patent.  Coronary  arteries  were  patent 
throughout  with  minimal  intimEd  athero- 
matous changes.  There  were  some  ecchy- 
motic  areas  in  the  subepicardial  region  of  the 
auricular  and  ventricular  regions,  more 
marked  on  the  left  side. 

The  aorta  showed  a minimal  amount  of 
intimal  atheromatous  changes,  quite  elastic 
throughout.  The  venous  system  was  con- 
gested but  otherwise  not  remarkable. 

Combined  weight  of  both  lungs  was  570 
Gm.  External  surfaces  were  of  a pink-red 
color  with  a hue  of  purple-red  and  brownish- 
yellow.  There  were  petechiae  and  small 
ecchymoses,  subpleurally,  over  both  lung 
fields  in  scattered  regions  and  in  the  sulci 
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between  the  lobes.  The  trachea  and  bronchi 
showed  congestion  of  mucosal  surfaces  but 
otherwise  were  not  remaikable. 

The  spleen  weighed  100  Gm.  and  was 
purple-red  in  color,  mottled  with  red-brown. 
It  cut  with  normal  resistance  with  somewhat 
indistinct  follicles. 

Findings  in  the  pancreas  and  adrenal  glands 
were  not  remarkable  except  for  a yellowish 
color. 

The  esophagus  showed  a brownish  dis- 
coloration of  the  lower  segment;  otherwise  it 
was  not  remarkable.  The  gastric  cavity 
contained  approximately  400  cc.  of  coffee- 
ground  blackish  fluid  which  was  somewhat 
viscid  in  consistency.  The  small  bowel 
showed  a filling  of  lumen  with  coffee-ground 
substance  throughout.  The  large  waxy-hke 
plug  was  approximately  1 Vz  by  2 cm. 

The  liver  weighed  1,100  Gm.  and  was 
yeUowish-brown  throughout.  It  was  firm  in 
consistency  and  cut  with  normal  resistance, 
revealing  color's  such  as  those  described.  The 
gallbladder,  biliary  system,  and  portal  system 
otherwise  were  not  remarkable. 

The  combined  weight  of  both  kidneys  was 
280  Gm.  The  right  kidney  revealed  a pelvic 
hemorrhage  and  approximately  5 cc.  of 
pirrple-red  clotted  blood.  The  mucosal  sur- 
face of  the  pelvis  was  also  hemorrhagic  in 
outline.  Both  kidneys  presented  a brownish- 
yellow  color  over  external  surfaces  throughout 
the  parenchyma.  The  p50'amids  were  some- 
what more  of  a red-brown  in  appearance. 
Calyces  and  the  pelvis  in  the  left  kidney  were 
not  remarkable.  Ureters  and  vessels  other- 
wise were  not  remarkable. 

The  combined  weight  of  the  cervix  uteri, 
fallopian  tubes,  ovaries,  and  broad  hgaments 
was  600  Gm.  The  cervix  presented  lacera- 
tions laterally  and  bilaterally  and  extensive 
contusions  of  a brown-red  color  tinged  with  a 
brown-black  appearance  over  the  external 
lips.  The  lacerations  described  were  not 
extensive.  The  inner  lining  of  the  uterus  was 
ragged  in  outhne  and  red-brown  in  color. 
There  was  a placental  tag  in  the  endocervical 
region.  The  uterus  was  subinvoluted.  The 
external  surface  was  smooth  and  glistening 
and  brownish-yeUow  in  color.  The  right 
ovary  had  a corpus  luteum.  The  vagina 
showed  extensive  submucosal  hemorrbages 
along  the  canal.  Both  labia  minora  showed 
extensive  contusions  of  blackish-purple  color 
bilaterally.  The  introitus  was  somewhat 
dilated.  The  external  genitedia  were  those  of 
an  adult  female.  The  urinary  vesicle  showed 
extensive  submucosal  hemorrhages  in  the 
trigone  area.  There  was  a generahzed  mild 
icteric  outhne. 

On  incising  the  scedp  there  was  a generahzed 
icterus  on  the  undersurfaces  of  the  scalp. 
On  removing  a segment  of  calvarium,  the 
exposed  dura  was  also  icteric;  otherwise  it 
was  not  remarkable.  The  removed  brain 
weighed  1,250  Gm.  In  general,  the  brain 
was  symmetrical  throughout.  The  gyri  were 
somewhat  broadened  with  corresponding 


narrowing  of  the  sulci.  The  vessels  were 
congested.  A mild  icterus  was  noted  ex- 
ternaUy  on  sectioning  the  brain.  The  cortex, 
white  association  pathways,  pons,  meduha, 
pes  cerebri,  ventricular  system,  and  basal 
gangha  were  otherwise  not  remarkable. 

Anatomic  diagnoses  included  generahzed 
icterus  of  the  skin,  sclerae,  and  ah  viscera; 
general  atrophy  of  the  hver;  bilateral  ne- 
phrosis; hemorrhage  into  the  right  pelvis  of 
the  kidney;  and  a subinvoluted  postpartal 
uterus.  Contusions  and  lacerations  of  the 
cervix  uteri  were  present  with  submucosal 
hemorrhages  of  the  vagina  and  contusions  of 
the  labia  minora,  bilateraUy.  There  were 
subepicardial  hemorrhages,  ecchymotic  and 
petechial,  and  subpleirral  hemorrhages,  ec- 
ch3unotic  and  petechial.  Pulmonary  edema 
and  congestion  were  present  bilateraUy. 
There  was  a gastrointestinal  hemorrhage. 
Subpleural  (parietal)  petechiae  and  ecchy- 
moses  bUateraUy,  myocarditis,  cerebral 
edema,  and  lactating  breasts  were  noted. 
Parts  of  the  hver  were  saved  for  determination 
of  the  presence  of  metals. 

Cause  of  death  was  listed  as  phosphorus 
poisoning. 

ThaUotoxicosis  has  recently  received  con- 
siderable attention  in  the  medical  Uterature, 
which  it  certainly  merits.*  While  thallo- 
toxicosis  has  recently  been  more  acute  and 
more  frequent  in  the  Southwest,  phosphorus 
poisoning  also  poses  a serious  problem  in 
this  region.  Intentional  (suicidal)  rather 
than  accidental  ingestion  is  the  most 
common  cause  of  such  poisonings.  There  is 
a common  lack  of  effective  therapy  for  both 
thallium  and  phosphorus  poisoning.  Fur- 
ther restrictive  national  legislation  would 
appear  indicated. 

Incident  2 

Toxic  Agent  Age  Sex 

Aspirin  49  years  Female 

This  patient,  who  had  been  a voluntary 
inmate  of  Brooklyn  State  Hospital  (a 
mental  institution)  for  two  months,  became 
very  depressed  because  of  extreme  loneli- 
ness, since  she  was  separated  from  her 
husband.  She  ingested  200  5-grain  aspirin 
tablets  with  suicidal  intent.  Prior  to  admis- 
sion the  patient  vomited  spontaneously, 
and  on  admission  her  stomach  was  lavaged 
with  saline,  and  she  was  treated  with  intra- 
venous fluids. 

Physical  examination  revealed  essentially 
negative  findings.  Blood  pressure  was  100/ - 

* Reed,  D.,  et  al,:  ThaUotoxicosis,  J.A.M.A.  183:  516 

(Feb.  16)  1963,. 


July  15,  1963  / New  York  State  Journal  of  Medicine  2127 


60,  temperature  98.6  F.,  pulse  84,  and 
respirations  24.  She  was  alert  and  comfort- 
able on  admission  except  for  the  vomiting. 
The  left  pupil  was  more  dilated  than  the 
right  and  reacted  to  light  and  accomodation. 

In  the  hospital  her  stomach  was  lavaged, 
and  the  contents  were  analyzed. 

Laboratory  findings  included  a white 
blood  cell  count  of  6,200,  polymorpho- 
nuclear leukocytes  62,  lymphocytes  35, 
eosin  2,  and  monocytes  1.  The  urine  was 
cloudy  but  contained  no  sugar,  acetone, 
albumin,  or  red  blood  cells.  Blood  chem- 
istry included  urea  nitrogen  11,  glucose  50, 
carbon  dioxide  17.5  volumes  per  cent,  and 
chlorides  93.  Subsequent  urine  showed 
acetone  4 plus.  The  patient  became  coma- 
tose and  expired  in  less  than  six  hours  fol- 
lowing admission. 

Many  cases  of  ingestion  of  a whole  bottle 
of  aspirin  (50  tablets)  by  adults  are  re- 
ported to  the  Center  with  complete  recovery 
after  emergency  room  treatment. 

Incident  3 

Toxic  Agent  Age  Sex 

Dextro  Propoxyphene  6 years  Female 

Hydrochloride 

Gerald  Klein,  M.D.,  admitting  physician 
at  BeUevue  Hospital,  reports  the  following: 
This  six-year-old  child  was  found  playing 
with  three  boxes  of  her  mother’s  medica- 
tions. These  were  aspirin,  dextro  pro- 
poxyphene hydrochloride,  and  diphenhydra- 
mine hydrochloride  capsules.  On  checking 
the  medications  the  box  of  aspirin  was  full, 
but  the  dextro  propoxyphene  hydrochloride 
as  weU  as  some  of  the  diphenhydramine 
hydrochloride  were  missing.  It  could  not  be 
determined  from  the  mother  how  many 
capsules  the  child  might  have  swallowed, 
nor  could  the  mother  relate  the  definite  time 
at  which  the  medication  was  ingested. 
She  did  say,  however,  that  she  noticed  an 
unusual  behavior  in  the  child.  In  the 
emergency  room  the  child  appeared  alert 
and  responsive  but  was  hyperkinetic  and 
irritated.  The  admitting  physician  assumed 
that  the  irritability  may  have  been  a result 
of  the  nausea. 

A gastric  lavage  was  about  to  be  per- 
formed when  the  child  began  vomiting  a 
brown  and  white  tenacious  mixture  in 
which  neither  of  the  suspected  capsules 
was  evident.  In  about  fifteen  minutes  the 


patient  vomited  six  times  and  was  admitted 
to  the  childrens’  ward.  The  child  vomited 
one  more  time  while  being  admitted,  hen 
had  a restful  night’s  sleep  and  seemed 
completely  normal  the  following  day.  Vital 
signs  were  stable,  and  no  signs  of  respiratory 
depression  ever  developed.  The  patient  was 
kept  an  extra  day  until  the  purified  protein 
derivative  was  read  and  then  was  discharged. 

Among  the  symptoms  of  dextro  pro- 
poxyphene hydrochloride  poisoning  the  fol- 
lowing are  mentioned:  nausea,  vomiting, 

bigeminy,  dizziness,  central  nervous  system 
depression,  and  bilateral  ptosis.  Respiratory 
depression  and  death  jfrom  respiratory 
arrest  also  occur  in  animals. 

There  is  no  specific  antidote  for  this 
poisoning.  According  to  the  National 
Clearinghouse  for  Poison  Control  Centers 
Bulletin,  animal  studies  have  indicated  that 
nalorphine  hydrochloride  or  levaUorphan 
tartrate  may  be  of  value  in  the  treatment  of 
respiratory  depression  which  may  be  caused 
by  this  drug.  However,  Barbara  Parker, 
M.D.,  of  Bellevue  Hospital,  in  a personal 
communication  cautions  against  the  use  of 
nalorphine  hydrochloride,  since  it  may  cause 
convulsions.  Gastric  lavage  is  indicated 
and  should  be  done  as  soon  after  ingestion 
as  possible.  Emesis,  however,  should  not 
be  done  in  a patient  who  is  comatose,  and 
both  gastric  lavage  and  emesis  are  contra- 
indicated in  a patient  who  is  convulsing. 
In  case  of  respiratory  depression,  general 
supportive  therapy,  such  as  an  adequate 
airway,  oxygen,  and/or  artificial  respiration, 
if  necessary,  should  be  done.  If  convulsions 
occur,  they  should  be  controlled  by  the 
most  effective  available  anticonvulsive  drugs. 

It  is  possible  that  this  was  not  a pure 
case  of  dextro  propoxyphene  hydrochloride 
poisoning.  The  symptoms  may  have  been 
due  to  the  mixture  of  both  dextro  pro- 
poxyphene hydrochloride  and  diphenhydra- 
mine hydrochloride,  but  apparently  the 
diphenhydramine  hydrochloride,  if  ingested, 
did  not  act  as  an  effective  antiemetic. 

Dextro  propoxyphene  hydrochloride  is  a 
synthetic  analgesic  related  pharmacologi- 
cally to  codeine.  The  therapeutic  dose  is 
32  or  65  mg.  Respiratory  depression  occurs 
in  animals  when  they  are  given  toxic  doses. 
Death  ensues  from  respiratory  arrest.  Phy- 
sicians should  be  aware  of  the  respiratory 
depressant  action  of  these  drugs  and 
prescribe  them  with  great  caution. 
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I 

I 


1 1 HE  DEVASTATING  EFFECTS,  the  military 
Significance,  and  the  civil  defense  implica- 
cions  of  atomic  and  nuclear  weapons  have 
peen  demonstrated  forcibly  and  aU  too 
clearly,  both  in  war  and  by  peacetime  test- 
ng.  Similarly,  in  World  War  I,  the  ef- 
lectiveness  against  military  forces  of  what 
would  now  be  considered  rather  primitive 
I chemical  warfare  had  such  impact  that  no 
I x)untry  has  dared  to  use  this  weapon  since. 
I Biologic  warfare  has  never  really  been  field 
'tested  under  wartime  conditions.  Neverthe- 
less, numerous  experts  both  in  this  coimtry 
ind  abroad  have  testified  that  biologic  war- 
‘are  could  well  be  the  most  effective  strategic 
veapon  of  the  three.  Rather  than  argue  the 
•elative  merits  and  capabilities  of  these  three 
veapons  systems,  I shall  assume  that  my 
ludience  is  convinced,  as  I am,  that  we  as 
ndividuals  and  collectively  as  a nation 
nust  be  prepared  to  deal  with  whatever 
veapon  or  combination  of  weapons  might  be 
ised  against  us. 

Presented  at  the  tenth  annual  Conference  on  Disaster 
dedical  Care,  Chicago,  Illinois,  June  23,  1962. 


CW  (chemical  warfare),  BW  (biologic 
warfare),  and  RW  (radiologic  warfare),  re- 
ferring here  to  ionizing  radiation  resulting 
from  fallout  rather  than  that  associated  with 
the  initial  blast,  have  certain  general  char- 
acteristics in  common.  They  can  produce 
large  numbers  of  casualties  over  fairly  ex- 
tensive areas;  they  cause  death  or  disability 
by  alteration  or  interference  with  normal 
physiologic  processes;  in  most  cases  the 
agents  can  be  present  at  sufficient  levels  to 
cause  their  effects  without  being  detectable 
by  the  senses;  and  finally,  very  brief  ex- 
posure and,  in  the  case  of  CW  and  BW 
agents,  to  minimal  quantities  may  be  suf- 
ficient to  result  in  death  or  disability.  In 
the  event  of  attack  on  this  country  with 
any  one  of  these  weapons,  it  is  almost  in- 
evitable that  civilian  populations  as  well  as 
military  personnel  would  be  affected. 

On  the  basis  of  these  general  characteris- 
tics alone,  to  which  would  have  to  be  added 
the  specific  effects  of  chemical  toxins,  patho- 
genic organisms,  and  ionizing  radiation,  the 
sum  total  of  the  medical  and  public  health 
problems  which  could  result  from  the  in- 
dividual or  combined  use  of  these  three 
weapons  systems  appears  almost  over- 
whelming. This  in  itself  is  a real  danger — 
that  we  passively  accept  the  situation  as 
overwhelming.  I believe  a basic  tenet  of  the 
military  is  that  for  each  weapon  a defense 
can  be  developed.  And  built  into  any  de- 
fense is  the  concept  of  advance  preparation 
leading  to  a state  of  readiness. 

What,  then,  does  the  physician  do  in  the 
preattack  period  to  improve  our  defense 
against  what  are  sometimes  termed  the 
“special  weapons” — CW,  BW,  and  RW? 
It  hardly  needs  to  be  said,  I suppose,  that  a 
primary  responsibility  of  all  of  us,  regardless 
of  our  specialties,  is  to  become  as  knowl- 
edgeable as,  possible  about  aU  of  these  weap- 
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ons.  Yet,  for  whatever  reason,  there  seems 
to  be  a real  reluctance  on  the  part  of  many 
to  become  familiar  with  the  characteristics, 
the  potential,  the  problems,  and  the  needs 
associated  with  adequate  preparation  against 
the  special  weapons. 

Radiologic  warfare 

With  proper  instrumentation,  ionizing 
radiation  at  lethal  or  disabling  levels  can  be 
detected  quickly  and  easily.  As  a matter  of 
fact,  there  is  in  operation  now  a continuous 
monitoring  program  carried  on  by  the  Public 
Health  Service  which  provides  a nationwide 
surveillance  of  much  lower  radiation  dose 
levels  than  would  be  anticipated  following 
attack.  This  program  can  and  undoubtedly 
will  be  strengthened  as  experience  is  gained, 
improved  equipment  and  procedures  are 
developed,  and  additional  personnel  are 
trained.  The  personnel  involved  are  largely 
nonmedical  or  paramedical  who  will  con- 
tinue to  function  in  the  same  capacity 
during  and  after  attack.  Thus,  in  RW,  the 
primary  role  of  the  physician  will  be  the 
treatment  of  casualties.  There  appears  to  be 
little  immediate  action  the  individual  physi- 
cian can  take  now  to  up-grade  our  state  of 
readiness  to  deal  with  RW  other  than  that 
recommended  by  Dr.  Edward  Teller  about 
two  years  ago  at  a meeting  similar  to  this, 
namely,  to  face  the  situation  realistically 
and  objectively  and  to  provide  to  the  general 
public  an  interpretation  of  the  real  signifi- 
cance of  exposure  to  radiation. 

Chemical  warfare 

The  situation  is  somewhat  more  com- 
plicated in  regard  to  the  chemical  agents. 
Here  we  are  dealing  with  perhaps  six  major 
groups  of  compounds  with  varying  effects 
on  the  individual,  many  with  extreme  rapid- 
ity of  action  and  with  specific  antidotes  for 
only  a selected  few.  Detection  and  early 
warning  could  be  accomplished  fairly  easily 
for  some  agents,  but  not  for  aU.  Physical 
protection — masks  and  protective  clothing — • 
are  probably  the  most  important  defense 
measures  if  one  could  have  sufficient  advance 
warning.  Other  than  becoming  familiar 
with  the  signs  and  symptoms  produced  by 
the  various  agents,  the  antidote  or  specific 
therapy  when  such  exists,  and  the  necessity 


for  a positive  pressure  type  of  resuscitation, 
again  there  is  not  a great  deal  the  physician 
can  do  in  the  way  of  advance  preparation 
for  defense  against  the  chemical  agents.  It 
should  be  pointed  out  that  because  of  the 
speed  with  which  certain  of  these  agents  act 
in  interfering  with  respiration  and  the  need 
therefore  for  immediate  efforts  at  artificial 
respiration,  medically  trained  personnel 
simply  are  not  going  to  be  available  to  pro- 
vide this  treatment.  Large  numbers  of  non- 
medical personnel  should  be  trained  in  aU 
technics  of  artificial  respiration,  particularly 
mouth-to-mouth  breathing.  Physicians 
should  stimulate,  encourage,  and  participate 
in  such  training  programs  in  their  own  com- 
munities. 

Biologic  warfare 

Most  of  what  I have  to  say  from  now  on 
will  relate  to  BW  defense,  partly  because  this 
is  the  field  with  which  I am  most  familiar, 
but  also  because  it  seems  to  me  that  there  is 
more  that  can  be  done  by  the  physicians  at 
this  time  in  relation  to  BW  defense  than  to 
the  other  two  weapons. 

In  contrast  to  the  situation  with  CW  and 
RW,  the  problems  of  defense  against  bio- 
logic agents  present  opportunity  for  more 
specific  and  constructive  action  by  physi- 
cians at  this  time.  In  part,  this  greater  op- 
portunity comes  about  because  of  the  greater 
complexity  of  the  BW  problems.  In  the 
first  place,  there  is  a fairly  large  group  of 
agents  which  must  be  considered,  encom- 
passing nearly  a dozen  different  bacteria,  a 
couple  of  fungi,  a group  of  viruses,  and 
several  toxins.  There  is  a multiplicity  of 
delivery  methods  by  which  these  agents 
could  be  employed  against  this  coimtry, 
both  overtly  and  covertly.  The  incubation 
period  varies  with  the  agent  and  with  the 
level  of  dosage  but  in  any  case  is  rarely  less 
than  several  days  and  may  be  weeks  or 
longer.  The  clinical  picture  may  be  ab- 
normal, due  either  to  massive  dosage,  un- 
usual portals  of  entry,  combinations  of 
agents,  induced  modifications  of  the  agents 
themselves,  or  even  to  other  debilitating 
factors  including  exposure  to  ionizing  radia- 
tion. 

Although  substantial  progress  has  been 
made  through  active  programs  of  research 
and  development,  our  present  capability  for 
detection,  rapid  identification,  and  early 
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warning  of  biologic  attack  is  still  far  below 
that  for  CW  and  RW.  This  is  particularly 
true  in  regard  to  covert  use  of  BW.  There 
are  many  who  feel  that  with  our  present 
capability  the  first  indication  we  may  have 
of  the  use  of  BW  will  be  the  occurrence  of 
cases  of  disease.  Therefore,  it  is  apparent 
that  our  first  line  of  defense  currently  rests 
with  the  practicing  physicians  who  would 
encoimter  such  cases. 

Now,  if  an  exotic  disease,  for  example, 
j Japanese  B encephalitis  which  does  not 
I occur  in  this  country,  were  diagnosed,  one 
( case  would  be  sufiicient  to  call  for  an  in- 
j vestigation  of  how  it  happened  to  occur. 

I But  since  many  of  the  potential  BW  agents 
are  those  which  do  occur  in  this  country  and 
I are  peacetime  problems,  the  mere  occurrence 
' of  these  diseases  would  not  be  sufficient  to 
' justify  the  suspicion  of  BW.  On  the  other 
hand,  these  cases  may  be  imusual  in  terms  of 
unseasonal  occurrence,  abnormal  numbers, 

■ or  variations  in  clinical  aspects.  How  are 
ii  such  departures  from  the  normal  going  to 
' become  apparent?  Only  if  two  things  are 
^ done  and  with  relative  promptness.  First, 
the  disease  must  be  diagnosed  specifically 
with  definitive  laboratory  identification  of 
. the  causative  agent  if  at  all  possible.  Sec- 
I ond,  the  cases  must  be  reported  to  public 
health  agencies  so  that  comprehensive  and 
cumulative  data  can  be  acquired  for  analysis 
I and  interpretation  with  subsequent  epi- 
demiologic investigation  if  necessary.  The 
pattern  of  onset  of  illness  in  a group  of  cases 
can  provide  a valuable  clue  as  to  the  cause  — 
and  not  infrequently  to  the  source. 

Although  of  extreme  importance  in  the 
event  of  BW  attack,  accurate  diagnosis  with 
prompt,  complete  reporting  is  only  good 
practice  in  peacetime.  For  example,  re- 
cently we  were  informed  by  the  Navy  that 


some  6 cases  of  hepatitis  in  adults  had  oc- 
curred in  a relatively  short  period  of  time 
in  personnel  stationed  in  one  of  our  Southern 
states.  Because  this  involved  crew  mem- 
bers scheduled  for  immediate  sea  duty,  the 
Navy  was  concerned  and  requested  as- 
sistance in  an  epidemiologic  investigation. 
An  epidemiologist  was  on  the  scene  in  hours 
and  on  checking  with  the  local  health  de- 
partment found  that  essentially  no  cases  of 
hepatitis  had  been  reported  in  the  com- 
munity. By  going  to  the  hospital  and  talk- 
ing with  the  local  physicians,  the  epi- 
demiologist learned  that  there  were  over  30 
cases  known  to  the  physicians.  Further  in- 
vestigation revealed  additional  cases,  total- 
ling nearly  70,  aU  having  occurred  within  a 
two-month  period.  The  investigation  also 
revealed  a significant  relationship  to  the 
eating  of  raw  oysters  harvested  from  a 
sewage-contaminated  bed  near  the  mouth  of 
a river. 

There  is  more  to  this  story,  but  the 
point  I wish  to  make  is  that  prompt  re- 
porting of  the  initial  cases  in  the  community 
would  have  triggered  an  earlier  investigation 
which  could  have  resulted  in  action  being 
taken  much  sooner  than  it  was  to  prevent 
additional  exposures. 

This  presentation  can  be  concluded  with 
this  thought.  Distasteful  as  the  thought  of 
BW  may  be,  particularly  to  those  of  us 
whose  efforts  are  directed  toward  curing  or 
preventing  disease,  some  satisfaction  can  be 
gained  from  the  knowledge  that  essentially 
aU  of  the  actions  taken  to  improve  our  de- 
fensive posture  against  these  agents  is  at  the 
same  time  strengthening  our  peacetime  pre- 
ventive and  control  measures  against  the 
communicable  diseases  and  as  such  con- 
tribute on  a continuing  basis  to  the  health 
and  welfare  of  the  coimtry. 
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Special  Article 


Medicine  in  the  Slums* 


BERNARD  W.  SCHOLZ 
Cheverly,  Maryland 

Formerly  Chief,  Public  Assistance  Division, 
District  of  Columbia  Department  of  Public  Welfare 

I HAVE  BEEN  WARNED  that  I would  be  speak- 
ing to  “a  group  of  hostile  residents,”  and  I 
want  to  warn  you,  in  turn,  that  you  are 
listening  to  “an  angry  old  man.”  I under- 
stand that  some  of  you  interned  at  the  Dis- 
trict of  Columbia  General  Hospital  and 
helped  to  bring  into  this  world  the  infants 
whom  you  later  met  again  here  at  Children’s 
Hospital.  When  you  saw  the  condition  of 
these  children,  you  wondered  whether  or 
not  you  had  reaUy  done  the  right  thing 
when  you  employed  all  your  skill,  knowledge, 
and  care  only  to  see  the  normal  development 
of  these  children  stunted  by  mistreatment, 
poor  care,  and  neglect.  Before  you  vent 
your  anger  and  frustration  on  the  mothers 
of  these  children,  let  us  have  a closer  look 
at  the  conditions  in  which  they  are  forced  to 
live. 

To  begin  with,  it  is  important  to  remember 
that  social  insurance,  in  the  form  of  sur- 
vivor’s insurance  or  disability  benefits,  is 
taking  care  of  the  self-sufficient,  the  “nice 
families,”  those  in  which  the  wage  earner 
was  a steady  enough  worker  at  a sufficiently 
high  level  of  skill  so  that  the  Social  Security 
benefits  are  now  adequate  to  take  care  of 
him  and  his  dependents  if  he  is  totally  dis- 
abled or  of  his  survivors  if  he  has  died. 

* Lecture  delivered  at  Childrens  Hospital,  Washington, 
D.C.,  May.  1961. 

Reprinted  with  permission  from  Clinical  Proceedings 
Children*s HospitalXSi  345  (Dec.)  1962. 


This  means  that  the  cases  which  we  care  for 
in  the  Public  Assistance  Division  are  the 
problem  cases:  the  broken  families,  the 

deserted  women  and  children,  the  “junior 
mothers,”  and  the  illegitimate  babies. 


Candidates  for  slum  living 

You  have  probably  been  told  that  these 
people  come  to  Washington  for  the  express 
purpose  of  “going  on  relief”  and  that  they 
keep  having  children  for  the  sole  purpose  of 
receiving  ever-larger  assistance  payments. 
The  facts  do  not  bear  this  out.  Study  after 
study  has  shown  that  a large  proportion  of 
the  mothers  being  supported  by  the  Aid  to 
Dependent  Children  were  born  in  Washing- 
ton, D.C.,  while  the  others,  almost  without 
exception,  came  here  when  they  were  young, 
in  search  of  employment  or  in  response  to 
the  ads  of  employment  agencies  which  as- 
sured them  of  jobs  here  and  even  paid  their 
fare  to  the  Capital.  For  five,  ten  or  even 
twenty  years  they  were  self-supporting, 
usually  in  low-income  unskilled  jobs  that 
did  not  enable  them  to  put  away  any  savings. 
They  worked  as  maids,  counter  girls,  char- 
women, laundresses,  kitchen  helpers,  ele- 
vator operators,  or  in  similar  occupations. 

Some  of  them  married,  some  lived  with  a 
man  in  what  they  thought  was  a “common- 
law  relationship,”  while  actually  the  man  had 
a family  in  another  state  and  was  not  free  to 
marry  even  if  he  had  wanted  to.  Then  the 
children  started  coming.  The  cost  of  living 
began  to  rise  in  the  postwar  years,  but  wages 
for  unskilled  labor  did  not,  and  so  it  took 
very  little  to  throw  these  people  from  a 
marginal  existence  onto  relief.  A severe 
winter  which  cut  down  outdoor  employment, 
an  illness,  a minor  accident,  a temporary 
recession,  hospital  confinement  due  to  the 
arrival  of  another  baby^ — any  temporary 
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interruption  of  their  earnings  would  push 
these  people  over  the  brink.  Tensions 
would  arise  in  the  household  that  already 
had  too  many  built-in  pressures,  and  the 
i man  would  walk  out  on  the  situation  which 
I had  become  intolerable  to  start  a new 
j relationship  with  a younger  woman. 

The  mother,  left  by  herself  with  more 
i problems  than  she  could  handle,  hurt,  be- 
wildered, and  insecure,  would  be  only  too 
, easily  tempted  to  accept  the  help  and  sup- 
port offered  her  by  the  first  man  who  showed 
some  interest  in  her  and  the  children,  who 
took  food  to  the  house  and  paid  the  rent, 
and  who  brought  some  order  and  stability  to 
the  home.  Some  of  these  relationships 
lasted  for  years,  others  were  short-lived  and 
followed  each  other  in  quick  succession. 
Almost  invariably  a pregnancy  was  the 
result. 

The  mother  then  would  go  to  Juvenile 
Court  if  she  knew  the  man’s  new  address, 
j trying  to  get  support  for  her  child.  The 
I court  would  look  at  the  man’s  earnings  and 
i order  him  to  pay  accordingly — $5  a week, 
li  $10  a week,  rarely  more.  In  many  cases 
^ the  man  already  had  a legitimate  family 
to  support  or  was  under  court  order  for 
another  child,  and  there  was  no  income  left 
j against  which  a support  order  could  be 
■ placed.  In  some  cases  paternity  could  not 
I be  established  and  the  man  went  free;  in 
j other  cases,  he  refused  to  pay  and  preferred 
j jail  to  earning  money  which  he  could  not 
i spend  as  he  pleased;  in  a few  instances  he 
I left  town  and  could  not  be  located.  What- 
' ever  the  outcome  of  the  court  proceeding, 
there  certainly  was  not  any  profit  in  it  for 
. the  mother. 

t 

i 

^ The  housing  problem 

I 

I I have  mentioned  the  pressures  under 
which  these  people  live,  and  I wonder 
whether  you  have  really  tried  to  visualize 
what  life  in  Washington  is  like  for  these 
low-income  families.  We  are  very  proud 
of  our  urban  renewal  and  large-scale  slum- 
j clearance  projects,  but  somehow  we  seem 
I to  have  forgotten  the  slum  dwellers  in  the 
' process.  What  happens  to  them?  Where 
I do  they  go?  Does  public  housing  take  care 
! of  them?  Certainly  not!  Most  people 
i do  not  seem  to  realize  that  there  is  today  in 
I Washington  less  public  housing  than  there 

I 


was  ten  years  ago  when  we  had  about  4,000 
of  those  demountable  little  homes  that  were 
built  under  the  War  Housing  Authority. 
They  have,  since  1950,  been  demolished  or 
carted  away,  but  the  people  who  lived  in 
them  stayed  on. 

Therefore,  when  you  drive  past  the  acres 
of  wasteland  where  the  Southwest  used  to 
be,  you  should  remember,  as  you  hear  of 
the  ambitious  plans  for  high-rise  luxury 
apartments,  for  shopping  plazas,  and  the 
arena  stage,  that  they  will  certainly  not 
serve  the  thousands  of  low-income  families 
that  were  displaced  from  the  area.  They 
have  moved  into  other  already  overcrowded 
sections  of  the  city  from  which  they  may  be 
moved  again  and  again  as  urban  renewal 
progresses.  Nobody  has  planned  for  them 
in  advance. 

In  this  connection  I should  mention  a fact 
which  apparently  many  people  do  not  know: 
that  only  when  slum  clearance  is  a Federal 
undertaking,  that  is,  when  it  is  part  of  an 
urban  renewal  operation,  is  there  staff  and 
money  to  help  people  find  another  home  and 
get  moved  into  it.  But  when  homes  are 
torn  down  by  the  action  of  the  District  of 
Columbia  government  nobody  has  responsi- 
bility for  looking  after  the  people  who  are 
being  displaced,  nobody  has  funds  with 
which  to  help  them,  and  nobody  except 
a private  agency,  the  Washington  Housing 
Association,  keeps  track  of  what  happens  to 
them. 

And  do  not  think  that  this  is  a small- 
scale  operation.  When,  as  part  of  the  en- 
forcement of  the  new  building  code,  entire 
blocks  of  substandard  houses  are  con- 
demned; when  space  is  needed  for  new 
schools,  new  health  clinics,  new  playgrounds; 
when  whole  streets  disappear  in  the  course 
of  freeway  construction — aU  this  is  “District 
government  action.”  The  families  who 
are  told  to  move  have  to  shift  for  themselves. 
Just  to  give  you  an  idea  of  what  is  involved: 
in  the  wake  of  construction  of  the  Washing- 
ton Circle  underpass  alone,  165  families 
were  evicted.  What  do  these  families  do? 
They  have  no  money  to  move,  they  have  no 
money  for  the  deposit  for  gas,  light,  or  water 
even  if  they  find  an  empty  house  or  apart- 
ment. Although  they  are  on  the  priority 
list  for  public  housing,  the  National  Capital 
Housing  Authority  teUs  us  that  they  have 
as  many  families  on  the  waiting  list  as  they 
have  families  lodged  in  their  projects,  which 
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is  approximately  8,000. 

What  happens?  It  is  simple.  The  fam- 
ilies double  up  with  other  families,  with 
relatives,  or  friends,  or  they  fall  prey  to  an 
unscrupulous  landlord  who  subdivides  an 
apartment  and  raises  the  rent  so  that  the 
former  tenants,  who  occupied  four  rooms, 
can  afford  only  two,  and  the  vacant  two 
rooms  become  available  for  a family  which 
was  evicted  elsewhere.  This  explains  the 
quick  deterioration  of  the  neighborhoods 
into  which  the  displaced  families  move.  It 
is  not,  as  we  are  so  often  told,  that  they  have 
no  sense  of  responsibihty,  no  sense  of  pro- 
priety, no  sense  of  property  values,  but  it 
is  simply  the  terrific  overuse  of  facilities 
that  were  never  intended  for  the  number  of 
people  which  they  must  now  serve. 

Just  imagine  the  big  mansions,  preten- 
tious single-family  residences  at  one  time, 
which  were  then  subdivided  with  one  kitchen 
and  bath  on  each  floor.  They  are  now  in- 
habited by  five  and  six  families  on  each 
floor,  all  sharing  the  same  bathroom,  the 
same  kitchen,  sometimes  the  same  refrigera- 
tor, using  the  same  tubs  in  the  basement  and 
sharing  the  same  overflowing  garbage  cans 
and  refuse  containers.  Just  imagine  the 
traffic  that  the  haUs,  the  stairs,  and  the 
little  front  yard  must  bear.  Then  another 
family  wants  to  be  admitted  and  is  put  in 
the  basement.  Finally  stiU  another  family 
comes,  and  they  are  told  to  move  into  the 
garage  where  there  is  no  running  water,  no 
heat,  and  no  sewage  disposal,  but  at  least 
they  are  protected  from  the  weather,  and 
they  have  an  overhead  bulb  for  light. 

These  are  not  wild  stories  I am  telling 
you.  These  are  the  cold  facts.  You  can 
find  them  documented  in  the  newspaper 
when  a mother  finally  cannot  stand  it  any 
more  and  walks  out  on  her  children,  know- 
ing that  the  Women’s  Bureau  of  the  Metro- 
politan Police  Department  will  take  them 
out  to  Junior  Village  where  at  least  they  wiU 
be  clothed  and  fed,  kept  warm  and  safe,  and 
wiU  receive  medical  care  and  supervision — 
all  the  things  she  could  not  give  them. 

Of  course,  not  all  families  on  assistance 
live  that  way.  There  are  many  who,  except 
for  financial  assistance,  are  self-reliant,  proud 
people  who  have  retained  their  dignity  and 
who  know  how  to  make  the  most  of  the  little 
they  have.  When  they  come  to  your 
clinics,  you  would  never  identify  them 
as  relief  recipients  from  looking  at  them. 


They  carry  out  your  instructions  and  you 
forget  about  them.  But  remember  that  we 
have  5,000  families  on  assistance  with 
20,000  children,  of  whom  between  6,000 
and  7,000  are  illegitimate.  Remember  too 
that  large-scale  urban  renewal  plans  for 
the  next  five  years  caU  for  the  displacement 
of  17,000  families,  and  you  may  get  an  idea 
of  the  magnitude  of  the  problem  about  which 
we  are  talking. 


Daily  slum  life 

Now,  who  are  these  people  on  relief,  and 
how  do  they  live?  To  answer  this,  we  must 
first  remember  that  the  Pubfic  Assistance 
Program  here  in  Washington  is  extremely 
limited.  There  is  no  unemployment  relief. 
AU  the  people  on  public  assistance  are  too 
old  to  work,  too  young  to  work,  bfind,  or 
totally  disabled.  The  only  exceptions  are 
mothers  who  are  not  available  for  work 
because  they  have  small  children  and  have 
no  one  to  take  care  of  them  or,  as  we  say, 
have  “no  child  care  plan.” 

As  for  the  oft-repeated  story  that  women 
on  relief  keep  having  children  just  to  increase 
their  monthly  checks,  two  simple  statistics 
wiU  disprove  that  one: 

First,  the  average  number  of  children 
in  nonrelief  families  in  Washington  is 
2.5;  the  average  number  of  children  in  relief 
families  is  3.5.  This  means  that  the  average 
relief  family  has  only  one  child  more  than 
the  average  self-supporting  family,  so  ob- 
viously there  is  no  large-scale  childbearing 
for  increased  relief  purposes. 

Second,  the  average  assistance  payment 
per  child  is  a little  over  $30  a month.  This 
includes  the  child’s  share  in  the  rent,  in 
light,  and  heat.  It  includes  his  food,  his 
clothes,  the  little  incidental  needs  for 
school,  and  anything  and  everything  else 
you  can  think  of.  Even  the  conservative 
income  tax  people  allow  you  a minimum  of 
$50  per  child  as  a dependency  deduction; 
even  the  Child  Welfare  Division  pays  almost 
twice  as  much  allowance  for  children  in 
foster  homes  and  outfits  them  with  shoes 
and  clothes  in  addition.  Certainly,  there 
is  no  profit  in  bringing  children  into  the 
world  for  $30  a month. 

Let  us  look  at  how  the  assistance  budget  is 
put  together.  There  is  a food  allowance 
which  is  based  on  the  low-income  figures 
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of  the  Department  of  Agriculture  related 
to  food  costs  in  1957.  There  is  a rental  al- 
lowance which  has  not  been  increased  since 
April,  1953,  and  which  amounts  to  only 
I $55  for  our  largest  families- — ^families  with 
I nine  people  or  more.  From  there  on,  no 
I matter  how  much  the  family  increases, 

! there  is  no  increase  in  rent.  There  are 
I allowances  for  water,  electricity,  gas,  and 
fuel,  none  of  which  have  been  raised  since 
! 1953.  Then  there  is  a small  clothing  al- 
) lowance  and  an  allowance  for  incidentals  of 
$2  per  person.  All  this  added  together 
comes  to  an  average  of  $30  per  child.  Re- 
member this:  Thirty  dollars  a month  is 

aU  there  is.  There  are  no  additional  items 
we  can  provide  and  no  storeroom  from  which 
j we  can  furnish  things.  This  means  that 
' when  a baby  is  born  in  one  of  our  assistance 
1 families,  the  hospital  will  give  the  mother  a 
I layette,  but  we  will  not  furnish  a crib  or 
mattress,  high  chair  or  baby  buggy,  play- 
. pen  or  bassinette,  or  anything  else.  As  the 
I baby  grows  up,  we  allow  not  a penny  for  a 
' chair,  a dish,  a cup,  fork,  knife,  spoon,  or 
I anything  else.  So  the  arrival  of  each  child 
j becomes  a new  calamity  because  now  the 
' clothes  begin  to  pile  up,  and  we  do  not  fur- 
! nish  a dresser. 

When  you  get  annoyed  with  our  families, 

1 when  you  see  their  dreadfully  shabby  homes, 
when  you  get  impatient  and  you  say: 
“Well,  anybody  can  get  a cake  of  soap  and 
I a scrub  brush,  anybody  can  get  a hammer 
. and  nails,  anybody  can  get  a can  of  paint,” 

! just  remember  that  these  things  are  luxuries 
I to  people  who  cannot  even  afford  toilet  paper 
1i  or  sanitary  napkins.  These  are  the  families 
I whose  children  come  late  to  school  because 
the  family  does  not  own  an  alarm  clock, 
fl  These  are  the  families  whose  children  are 
1 kept  home  because  they  have  neither  rub- 
t|  bers  nor  money  for  shoe  repair.  These 
t!  are  the  families  whose  children  participate 
' in  the  free  elementary  school  lunch  program 
{ because  two  meals  a day  are  all  they  can 
I afford. 

I I do  not  know  how  many  of  you  have 
' visited  these  families  in  their  own  homes. 
You  must  see  these  holes  in  which  they 
live,  the  leaky  roofs,  the  broken  window 
panes  replaced  by  cardboard,  the  drafty 
I doors,  the  rats  and  mice  and  roaches  that 
j get  into  their  surplus  food,  the  lack  of  even 
I the  most  fundamental  things  that  would 
make  “homemaking”  possible. 


You  get  annoyed  because  the  mothers 
do  not  adhere  to  your  carefully  worked  out 
diets,  and  you  forget  that  these  people 
used  to  work  from  morning  to  night  and 
received  their  pay  each  evening  as  they  left 
their  jobs.  They  lived  from  hand  to  mouth; 
they  did  not  have  to  budget  themselves. 
They  paid  their  rent  on  a weekly  basis,  and 
the  rest  took  care  of  itself.  To  these 
families  who  have  never  learned,  have  never 
had  a chance  to  learn,  what  orderly  house- 
keeping means,  we  suddenly  give  a monthly 
check.  We  are  compelled  to  do  so  under  the 
law.  It  is  a cash  payment  with  no  strings 
attached.  We  cannot  hold  back  part  of  it, 
we  cannot  pay  the  landlord  or  the  grocer, 
it  is  theirs  once  they  receive  it  just  as  if 
they  earned  it.  They  pay  their  rent,  their 
utilities,  possibly  some  on  their  back  biU 
at  the  corner  grocer,  but  what  they  have 
left  stiU  looks  like  a large  treasure  and  the 
temptations  all  around  them  are  irresistible. 

Remember,  these  people  have  no  bank 
accounts,  no  safe  deposit  boxes,  no  wall 
safes  in  their  homes;  the  only  thing  they 
can  do  to  keep  their  money  from  being  stolen 
is  to  carry  it  with  them  wherever  they  go. 
Here  they  are,  with  what  looks  like  so 
much  at  the  beginning  of  the  month,  and 
here  staring  them  in  the  face  is  that  second- 
hand television  set  that  the  children  have 
been  clamoring  for.  They  have  no  money 
for  the  movies,  they  do  not  subscribe  to  a 
daily  paper,  they  have  no  books,  no  games, 
and  here  is  that  magic  box  that  would  bring 
a world  of  joy  and  entertainment  into  their 
homes,  something  that  offers  them  the  same 
ringside  seat  as  the  richest  family  in  town. 
How  can  you  blame  them  for  buying  it,  the 
one  thing  that  brings  some  relief  from  the 
intolerable  drabness  of  their  lives,  that  gets 
the  children  off  the  streets  and  keeps  them 
in  the  home  where  their  mothers  can  see 
them,  the  one  thing  they  can  offer  their 
friends  and  neighbors  as  entertainment,  the 
one  thing  that  gives  them  something  like 
status?  So  they  buy  the  box  and  take  it 
home,  and  by  the  fifteenth  of  the  month 
they  are  out  of  food  money. 

While  we  are  talking  about  food  money, 
do  you  realize  that  many  of  these  families 
do  not  even  know  the  concept  of  a regular 
mealtime,  simply  because  they  do  not  have 
as  many  chairs  and  as  many  spoons  and 
plates  as  there  are  members  in  the  family? 
Time  and  time  again  we  find  that  these 
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mothers  know  no  such  thing  as  meal  plan- 
ning, as  a menu,  as  saving  leftovers  for 
another  day.  You  have  to  visit  their  homes 
to  see  how,  whenever  any  food  is  prepared, 
those  who  happen  to  be  there  help  them- 
selves. They  may  be  members  of  the  family 
or  they  may  be  friends  or  neighbors  who 
happened  to  drop  in.  By  the  same  token, 
the  children  will  eat  wherever  they  happen 
to  be  and  wherever  they  can  get  something. 
Sometimes  the  mother  will  give  them  a few 
cents  and  they  wiU  go  the  to  corner  drug- 
store for  pop  and  potato  chips,  sometimes 
she  wiU  cook  something  with  the  help  of  the 
surplus  food  materials  we  distribute,  some- 
times she  wiU  just  open  a can  or  a package 
and  leave  it  on  the  stove  or  on  the  table. 
Frequently  there  is  no  storage  space  for 
leftovers,  and  the  rats  and  mice  would  get 
into  it  anyway,  so  you  eat  what  you  have 
when  you  have  it  and  buy  the  ingredients 
of  the  next  meal  when  you  are  hungry 
again. 

Often  a can  of  beer,  a bottle  of  wine,  or  a 
slug  of  whiskey  seems  more  attractive  than 
something  to  eat.  Often,  especially  at  the 
beginning  of  the  month,  several  families  get 
together  and  have  a big  blowout,  a big  feast, 
before  everybody  returns  to  a starvation 
diet.  Under  these  circumstances,  how  can 
you  expect  a mother  to  adhere  to  a menu, 
be  it  a special  diet  for  her  own  obesity,  for 
the  child’s  malnutrition,  or  for  a child  with 
special  dietary  problems? 

Medical  problems  in  slum  living 

We  have  a special  review  team  consisting 
of  a doctor,  a medical  social  worker,  a 
psychiatrist,  a rehabihtation  specialist,  a 
placement  specialist,  and  a consultant  in 
physical  medicine  who  come  together  to 
reach  a decision  concerning  our  more  com- 
plex cases.  The  members  of  the  team 
personally  interview  the  client  whose  med- 
ical reports  and  laboratory  findings  they 
have  in  front  of  them.  Frequently  we  ask 
these  patients  to  bring  to  the  team  meeting 
whatever  medications  they  are  taking  at  the 
present  time,  and  you  would  be  amazed  to 
see  the  shopping  bags  they  bring  in  and 
the  pills,  tablets,  capsules,  and  liquids 
of  all  sizes,  colors,  smells,  and  descriptions 
they  spread  out  on  the  table.  Frequently 
we  find  that  they  are  under  treatment  in 


different  specialty  clinics  for  different  com- 
plaints, and  that  some  of  the  medications 
prescribed  for  them  and  some  of  the  drugs 
liberally  handed  to  them  at  the  district 
pharmacy  may  either  neutralize  each  other 
or,  in  combination,  cause  very  questionable 
side-effects.  No  medication  states  what  it 
is  for,  nothing  identifies  what  it  is,  there  aue 
just  bags  and  jars  and  bottles  full  of 
astonishing  amounts  of  expensive  drugs. 
The  clients  tell  us  whatever  they  may  re- 
member about  each  medication,  when  and  by 
whom  it  was  prescribed,  when  and  in  what 
amounts  it  is  to  be  taken. 

We  professional  people  in  our  well- 
appointed  homes  have  medicine  cabinets 
cluttered  up  with  an  amazing  array  of  saved- 
up  medications  which  we  identify,  when  the 
need  arises,  by  the  date  when  the  doctor 
prescribed  it,  but  here  we  are  dealing  with 
illiterate  people  or  people  with  very  limited 
education,  who  often  do  not  know  the  name 
of  the  doctor  who  saw  the  child  and  pre- 
scribed for  him.  We  give  them  medica- 
tions with  such  white-middle-class  instruc- 
tions as  “one  after  each  meal”  when  actually 
we  mean  three  piUs,  six  hours  apart  during 
the  day,  but  this  schedule  may  have  nothing 
to  do  with  the  time  when  the  child  eats. 
Or  we  may  say  “one  in  the  evening  before 
retiring,”  when  the  child  actually  roams  the 
street  until  midnight,  and  nobody  is  there 
to  watch  him  and  remind  him  of  his  medi- 
cine as  he  wearily  crawls  on  his  soiled  mat- 
tress in  the  corner. 

We  run  into  contagious  conditions  and 
warn  the  mother  to  wash  this  child’s  dishes 
separately,  to  keep  him  from  contact  with 
other  children,  to  see  that  he  has  plenty  of 
rest  when  there  is  not  the  slightest  chance  in 
the  world  that  the  mother  can  carry  out 
any  of  these  instructions.  We  must  re- 
member that  even  simple  directions  like 
“give  an  enema,”  “use  a douche,”  “make 
hot  compresses,”  “change  a sterile  dressing,” 
are  given  to  people  who  not  only  lack  the 
equipment  and  the  experience  to  use  it,  but 
who  often  do  not  even  know  what  we  are 
talking  about. 

I can  well  understand  that  you  are  frus- 
trated and  exasperated  when,  at  the  ap- 
pointed date,  the  mother  brings  the  child 
back  to  the  clinic,  and  you  find  the  con- 
dition unimproved  or  aggravated,  and  all 
your  carefuUy  detailed  instructions  utterly 
disregarded.  It  is  not  that  these  mothers 
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do  not  want  to  cooperate,  that  they  do  not 
I care  for  their  children,  that  they  do  not 
do  the  best  they  can.  Rather,  they  are  up 
1 against  such  an  impossible  situation,  up 
i against  so  many  staggering  complexities 
I that  the  mere  process  of  survival  becomes  a 
j full-time  job,  and  anything  in  addition  has 
I to  be  done  for  them. 

I Mental  and  emotional  problems 

I This  brings  me  to  my  last  point,  namely, 
that  we  know  so  little  about  the  mental  and 
emotional  makeup  of  the  people  with  whom 
we  are  dealing.  There  are  any  nmnber  of 
indicators  to  convince  us  that  in  our  most 
serious  problem  families  we  are  probably 
deahng  with  a high  incidence  of  mental 
deficiency.  We  cannot  prove  it.  There 
are  no  facihties  in  Washington,  D.C.,  that 
would  enable  us  to  have  a diagnostic  study 
. made  of  the  large  number  of  mothers  who 
j in  their  whole  behavior  pattern,  their 
I attitudes,  and  their  reactions  betray  devia- 
] tions  from  the  norm.  You  have  aU  read 
j of  the  mother  who  could  not  tell  a nickel 
j from  a dime.  That  is  an  oversimphfication. 

' Not  many  cases  would  be  as  easily  diagnosed 
i as  this  one.  Yet  in  case  after  case  we  find 
I that  the  mother  manages  when  the  children 
I are  Httle,  but  once  they  are  three,  four,  or 
I even  five  years  old,  something  seems  to 
I go  wrong,  something  seems  to  happen,  and 
j it  is  our  suspicion  that  this  may  be  the 
I point  where  the  child  has  reached  the 
I mental  age  of  the  mother  and  then  has  out- 
grown her.  From  that  point  on  the  mother 
I can  no  longer  cope  with  him. 
j|  In  case  after  case  we  find  the  social  worker 

II  remarking  that  the  mother  is  dull,  that  she 

I is  unresponsive,  that  she  seems  bewildered 
J and  apathetic,  that  she  seems  totally  passive 

I I in  the  face  of  the  overwhelming  threats 
''j  from  all  sides.  Her  children  may  be  sick 
t or  without  clothes,  her  house  without  heat 
■1  in  the  winter,  she  may  be  threatened  with 

eviction,  and  yet  she  seems  unperturbed. 
When  you  ask  her  what  she  is  planning  to 
do,  she  wiU  merely  shrug  her  shoulders  and 
j say,  “I’ll  just  have  to  do  the  best  I 
can.” 

I There  are  the  mothers  who  at  times  seem 
I to  be  getting  along  surprisingly  weU,  who 
j manage  to  get  somebody  to  move  them,  to 
; get  somebody  else  to  repair  the  television 
i j set,  to  have  somebody  fix  the  stove,  to  have 


somebody  bring  in  some  food.  But  then, 
as  you  watch  the  steadily  increasing  number 
of  her  children  and  her  dull  insistence  that 
she  does  not  know  who  their  fathers  are,  you 
suddenly  realize  that  this  is  how  she  paid  for 
services  for  which  she  had  nothing  to  offer 
but  herself.  This  explains  the  logic  of  the 
mother’s  resistance  against  prosecution  of 
the  “responsible  man”  because,  by  her  rights, 
he  has  done  what  she  has  asked  him  for,  he 
kept  his  end  of  the  bargain  when  she  got 
moved,  when  the  television  set  worked 
again,  when  those  broken  steps  were  re- 
paired. How  could  he  now  be  held  re- 
sponsible for  something  that  she  sees  purely 
as  “her  hard  luck”? 

There  is  in  our  caseload  a man  who  never 
seemed  able  to  hold  a job  for  any  length  of 
time  until  he  found  the  owner  of  a carwash 
place  who  was  willing  to  put  up  with  his 
irregular  appearances  and  to  pay  him  when- 
ever he  happened  to  show  up  for  work. 
His  wife  seemed  to  be  one  of  our  poorer 
housekeepers  who,  typically,  managed  pretty 
well  as  long  as  the  children  were  small. 
Then  one  day  a check  was  made  of  run- 
aways from  the  District  Training  School, 
our  institution  for  feeble-minded  children, 
and  we  found  that  both  the  father  and 
mother  had  been  patients  there  and  had 
absconded  several  years  before.  Over  the 
years  a total  of  175  people  have  wandered 
off  the  reservation,  were  taken  home  by 
relatives  and  then  abandoned,  or  were  put 
out  on  trial- visit  status  and  never  retiuned. 
Many  of  these  girls  have  married  or  thought 
they  had  married  and  have  changed  their 
names,  thus  escaping  identification.  How 
many  of  these  women  may  be  among  the 
young  mothers  who  now  bring  their  children 
to  your  clinic  and  cause  concern  by  their 
seeming  irresponsibility? 


Conclusion 

With  this  question  I have  come  to  the 
end  of  my  story.  We  know  that  not  aU 
cases  present  as  bleak  a picture  as  the  one 
I have  given  you.  We  know  that  there  are 
children  receiving  public  assistance  who 
graduate  from  high  school,  who  go  on  to 
college,  and  to  whom  we  later  point  with 
pride  as  the  subjects  of  a “success  story.” 
But  what  I wanted  to  show  you  was  that  there 
are  hundreds  of  cases,  involving  thousands  of 
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children,  where  mere  survival  seems  a minor 
miracle.  These  are  the  cases  in  which  we 
cannot  make  demands,  in  which  we  have 
to  scale  down  our  expectations  to  the  ab- 
solute minimum,  and  where  we  have  to 
recognize  that  when  it  comes  to  medical 
care,  except  what  is  given  in  the  clinic  or 
provided  through  the  visiting  nurse,  it  just 


Boating  safety  tips 

Boating  accidents  are  becoming  more  prev- 
alent each  season,  as  more  comparative 
amateurs  acquire  boats  and  take  to  the  lakes 
and  streams.  Pamphlets  on  boating  safety 
are  available  in  many  sporting  goods  stores  and 
at  boat  and  motor  dealers.  If  you  have  a boat, 
and  even  if  you  think  you  know  how  to  handle 
it,  play  it  safe;  get  a safety  booklet  and  study  it. 

Common  sense  and  good  manners  are  cardinal 
safety  principles  in  boating.  Show  respect  for 
other  boats,  swimmers  and  fishermen.  It 
doesn’t  take  much  knowledge  of  boating  to 
know  that  a big  lake  on  a windy  day  can  be 
dangerous  for  small  craft. 

Know  the  safe  capacity  of  your  boat  and 
don’t  overload  it.  Don’t  stand  up  or  change 


wiU  not  be  possible.  These  are  the  cases 
that  require  not  only  all  your  medical  knowl- 
edge and  technical  skiU,  but  also  your 
patience,  your  sympathy,  and  your  com- 
passion to  help  these  children  toward  a 
better  life  than  the  one  their  mothers 
had. 

3018  Crest  Avenue 


seats  in  a small  craft  while  it  is  imder  way. 
Make  certain  your  boat  contains  life  preservers 
for  each  passenger. 

Only  an  irresponsible  skipper  will  buzz  a 
dock,  wharf  or  anchored  craft.  You  may  miss. 
Reduce  speed  through  anchorages.  Your 
wake  can  damage  other  property.  Avoid 
boating  too  close  to  water  skiers,  fishermen, 
and  other  boats.  Don’t  jump  or  dive  from  a 
moving  boat.  You  may  have  the  breath 
knocked  out  of  you,  or  hit  floating  debris. 

Stay  within  easy  range  of  shore  in  large 
bodies  of  water.  Sudden  squalls  can  play 
havoc  with  the  unwary  boatsman.  If  your 
boat  overturns,  stay  with  it.  The  chances  are 
that  sooner  or  later  someone  will  pick  you  up. 
Very  few  individuals  are  in  good  enough  physical 
condition  for  a long  swim  in  rough  or  cold 
water. 
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Necrology 


I 

1 

1 


Charles  Jacob  Brim,  M.D.,  of  the  Bronx, 
died  on  June  8 at  Beth  Israel  Hospital  at  the 
age  of  seventy-two.  Dr.  Brim  graduated  in 
1912  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a Fellow  of 
the  American  College  of  Cardiology  and  a mem- 
ber of  the  New  York  Cardiological  Society,  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


1 

Sophie  Peck  Ehrlich,  M.D.,  of  Long  Beach, 

I died  on  May  27  at  the  New  England  Baptist 
Hospital  at  the  age  of  sixty-nine.  Dr.  Ehrlich 
graduated  in  1913  from  New  York  Medical  Col- 
lege for  Women  and  Women’s  Hospital.  She 
was  an  attending  obstetrician  and  gynecologist 
at  Long  Beach  Memorial  Hospital.  Dr.  Peck 
was  a member  of  the  American  Academy  of 
General  Practice,  the  American  School  Health 
Association,  the  American  Medical  Women’s 
Association,  the  Nassau  County  Medical  Soci- 
i ety,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

I John  E.  Groff,  M.D.,  of  Sylvan  Beach,  died 
I on  May  17  at  Oneida  City  Hospital  at  the  age  of 
t eighty-three.  Dr.  Groff  graduated  in  1905  from 
American  Medical  Missionary  College,  Chicago, 

, Illinois.  He  was  an  honorary  member  of  the  eye, 

I ear,  nose,  and  throat  staff  at  Rome  Hospital  and 
Murphy  Memorial  Hospital.  Retired  in  1951, 

1 Dr.  Groff  was  a Fellow  of  the  American  College 
I of  Surgeons  and  a member  of  the  Oneida  County 
I Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
I ' Association. 

I 


1 1 Davidi  Kidd,  M.D.,  of  Utica,  died  on  May  17  at 
1 ; Faxton  Hospital  at  the  age  of  seventy-eight. 

Ii  Dr.  Kidd  graduated  in  1907  from  Albany  Med- 
ical College.  He  was  an  attending  physician  at 
I Faxton  Hospital.  Dr.  Kidd  was  a member  of 
I the  Utica  Academy  of  Medicine,  the  Oneida 
County  Medical  Society,  the  Medical  Society 

I 


of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Wallace  Krugler,  M.D.,  of  New  York  City, 
died  on  June  5 at  his  home  in  Larchmont  at 
the  age  of  seventy-six.  Dr.  Krugler  graduated 
in  1908  from  Cornell  Medical  College.  He  was 
a senior  attending  gynecologist  and  obstetrician 
at  St.  Vincent’s  Hospital.  Dr.  Krugler  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  Patrick  MacNamara,  M.D.,  of  New 
York  City,  died  on  June  4 at  his  home  in  Red 
Bank,  New  Jersey,  at  the  age  of  sixty-three. 
Dr.  MacNamara  graduated  in  1926  from  Yale 
University  School  of  Medicine.  He  was  a 
senior  assistant  attending  surgeon  at  St. 
Vincent’s  Hospital.  Dr.  MacNamara  was  a 
Fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  New  York  Academy  of  Med- 
icine, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Francis  William  Moore,  M.D.,  of  Roslyn 
Heights,  died  on  June  4 at  Long  Island  Doctors 
Hospital  at  the  age  of  seventy-five.  Dr.  Moore 
graduated  in  1910  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a 
retired  brigadier  general  in  the  U.S.  Army 
Reserve. 

John  Nicholas  Potanos,  M.D.,  of  New  York 
City,  died  on  June  5 at  the  Neurological  Institute 
of  the  Columbia-Presbyterian  Medical  Center  at 
the  age  of  thirty-five.  Dr.  Potanos  graduated 
in  1951  from  Temple  University  School  of 
Medicine.  He  was  an  assistant  nemosurgeon  at 
Presbyterian  and  Francis  Delafield  Hospitals. 
Dr.  Potanos  was  a member  of  the  American 
Academy  of  Neurology,  the  New  York  County 
Medical  Society,  and  the  Medical  Society  of  the 
State  of  New  York. 
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Abstracts 


Kelley,  M.  L.,  Jr.:  Chronic  ulcerative  colitis 

at  a medical  center  in  Western  New  York  State; 
complications  and  course,  New  York  State  J. 
Med.  63:  2061  (July  15)  1963. 

A study  was  made  of  142  patients  with  chronic 
ulcerative  colitis;  73  were  men,  62  women, 
and  there  were  3 boys  and  4 girls  under  the  age 
of  twelve.  The  mean  age  of  onset  was  30.3 
years.  Involvement  of  the  terminal  ileum  was 
demonstrated  in  29  of  the  cases.  Complications 
included  anorectal  complications  in  25  patients, 
cutaneous  lesions  in  47,  joint  manifestations  in 
27,  inflammatory  ocular  disorders  in  7,  ade- 
noma of  the  large  bowel  in  7,  carcinoma  of  the 
large  bowel  in  4,  and  hemolytic  anemia  in  2. 
Major  surgical  procedures  were  performed  in  45 
patients.  The  mortality  rate  was  9.85  per  cent, 
with  7 per  cent  due  directly  to  the  disease 
process. 

Chambers,  R.  A.,  and  Hazlett,  B.  E.  McK.: 
Plethysmographic  study  of  the  peripheral 
circulation  in  diabetic  neuropathy,  New  York 
State  J.  Med.  63:  2076  (July  15)  1963. 

Plethysmographic  studies  of  the  circulation 


How  not  to  keep  cool 


It  doesn’t  do  much  good  to  fan  yourself  in 
hot  weather  when  the  temperature  of  the  air 
is  the  same  as  the  temperature  of  your  skin 
and  the  air  is  saturated  with  moisture. 

“Motion  of  air  increases  loss  of  heat  from  the 
body  surface  only  by  replacing  the  layer  of  air 
in  contact  with  the  body  surface  with  cooler 
and/or  drier  air,”  Anna  M.  Baetjer,  Sc.D., 
Baltimore,  wrote  in  the  question  and  answer 


in  the  great  toes  were  made  in  24  patients  with 
diabetic  neuropathy,  in  16  controls,  of  whom  5 
had  diabetes  without  neuropathy,  and  in  9 
patients  with  nondiabetic  peripheral  arterio- 
sclerosis. Only  the  patients  with  occlusive 
arterial  disease  showed  a gross  reduction  in 
resting  flow  and  in  maximum  flow  produced  by 
nitroglycerin.  Of  the  patients  with  diabetic 
neuropathy,  three  quarters  showed  a defective 
neurogenic  component  of  the  inflammatory  re- 
sponse to  intradermal  injection  of  histamine  in 
the  foot,  and  one  fifth  showed  a defect  of  the 
efferent  vasomoter  system. 

Goldstein,  E.:  Clinical  circulation  test  for 

cerebrovascular  insufficiency.  New  York  State 
J.  Med.  63:  2083  (July  15)  1963. 

A circulation  test  utilizing  calcium  gluconate 
is  useful  in  the  diagnosis  of  cerebrovascular 
disease  due  to  cervical  arterial  insufficiency  and 
in  selection  of  patients  for  angiography.  The 
test  is  explained  by  the  hydraulic  ram  phenom- 
enon. Contraindications  include  psychosis,  un- 
consciousness, acute  myocardial  insufficiency, 
and  acute  deterioration  of  the  central  nervous 
system. 


section  of  the  May  25  Journal  of  the  American 
Medical  Association. 

“When  the  temperature  of  the  air  equals 
the  temperature  of  the  body  surface  (skin  or 
clothing)  and  the  air  is  saturated,  motion  of 
air  does  not  exert  any  cooling  effect. 

“If  the  temperature  or  vapor  pressure  of  the 
air  is  lower  than  that  of  the  body  surface, 
motion  of  air  increases  loss  of  heat  by  con- 
vection or  evaporation,  respectively,  the  amount 
depending  on  type  of  clothing  and  degree  of 
sweating  as  well  as  on  temperature  and  vapor 
pressure  of  the  air.” 
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Abstracts  in  Interlingua 


Kelley,  M.  L.,  Jr.:  Chronic  colitis  ulcerative 

a un  centro  medical  in  le  west  del  stato  New 
York;  complicationes  e curso  (anglese).  New 
York  State  J.  Med.  63:  2061(15  de  julio) 
1963. 

Esseva  studiate  un  gruppo  de  142  patientes 
con  chronic  colitis  ulcerative.  Le  masculos  in 
le  gruppo  contava  73,  le  femininas  62.  In  plus, 
3 pueros  e 4 pueras  de  etates  de  minus  que 
dece-duo  annos  esseva  includite.  Le  etate 
medie  al  tempore  del  declaration  del  condition 
esseva  30,3  annos.  Affection  del  ileum  terminal 
esseva  demonstrate  in  29  del  casos.  Le  com- 
plicationes esseva  ano-rectal  in  25  patientes. 
Altere  complicationes  esseva  lesiones  cutanee 
in  47,  manifestationes  articular  in  27,  inflam- 
matori  disordines  ocular  in  7,  adenoma  del 
intestino  crasse  in  7,  carcinoma  del  intestino 
crasse  in  4,  e anemia  hemolytic  in  2.  Major 
interventiones  chirurgic  esseva  interprendite 
in  45  patientes.  Le  mortaUtate  esseva  9,85 
pro  cento.  Le  mortalitate  directemente  causate 
per  le  processo  pathologic  amontava  a 7 pro 
cento. 

Chambers,  R.  A.,  e Hazlett,  B.  E.  Mck.: 

Le  studio  plethysmographic  del  circulation 
peripheric  in  neuropathia  diabetic  (anglese). 
New  York  State  J.  Med.  63:  2076  (15  de 
julio)  1963. 


Danger  of  mothballs 

Mothballs,  used  most  frequently  during  the 
summer  months  for  the  protection  of  woolen 
clothes,  present  a hazard  to  infants  and  small 
children,  warns  the  University  of  Rochester 
Department  of  Pharmacology. 

Naphthalene,  a substance  often  used  in 
mothballs  and  mothflakes,  is  extremely  toxic, 
and  the  candy-Uke  appeai'ance  of  such  moth- 
balls occasionally  tempts  children  to  sample 
them. 


Studios  plethysmographic  del  circulation  in 
le  grande  digito  del  pede  esseva  interprendite 
in  24  patientes  con  neuropathia  diabetic,  in  16 
subjectos  de  controlo  (incluse  5 con  diabete 
sed  sin  neuropathia),  e in  9 patientes  con  non- 
diabetic arteriosclerosis  peripheric.  Solmente 
le  patientes  con  occlusive  morbo  arterial  mon- 
strava  un  significative  reduction  in  le  fluxo  in 
stato  de  reposo  e in  le  fluxo  maximal  producite 
per  nitroglycerina.  Quanto  al  patientes  con 
neuropathia  diabetic,  tres  quartos  monstrava 
un  defective  componente  neurogenic  del  re- 
sponsa  inflammatori  al  injection  intradermal  de 
histamina  in  le  pede,  e un  quinto  monstrava  un 
defecto  del  efferente  systema  vasomotori. 

Goldstein,  E.:  Test  clinic  del  circulation  pro 

insuflicientia  cerebrovascular!  {anglese).  New 
York  State  J.  Med.  63:  2083  (15  de  julio) 
1963. 

Un  test  del  circulation  que  utilisa  gluconato 
de  calcium  es  utile  in  le  diagnose  de  morbo 
cerebrovasculari  causate  per  insuflftcientia  cer- 
vico-arterial  e in  le  selection  de  patientes 
candidates  pro  le  examine  angiographic.  Le 
test  es  explicate  per  le  phenomena  del  pumpa  a 
pression  hydraulic.  Contraindicationes  include 
psychosis,  inconscietate,  acute  insuflBcientia 
myocardial,  e acute  deterioration  del  systema 
nervose  central. 


Another  hazard  involved,  and  a more  in 
sidious  one,  especially  to  very  young  infants, 
is  the  danger  from  absorption  of  naphthalene 
through  the  skin.  It  has  been  found  that 
naphthalene  can  remain  in  a garment  or  blan- 
ket even  after  laundering  and  may  be  liberated 
if  it  comes  into  contact  with  a baby’s  body  that 
has  been  rubbed  with  oil. 

Adults,  too,  may  be  affected  by  naphthalene. 
For  example,  some  cases  of  adult  dermatitis 
have  resulted  when  garments  stored  with 
naphthalene  came  in  contact  with  skin  on  which 
cold  cream  was  applied. 
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Month  in  Washington 


Chairman  Wilbur  D.  Mills  (D.,  Ark.)  of  the 
House  Ways  and  Means  Committee  has  made 
clear  that  he  still  opposes  the  Kennedy  Adminis- 
tration’s legislation  that  would  provide  Social 
Security  hospitalization  for  aged  persons. 

Mills  said  he  did  not  intend  to  permit  a 
Social  Security  bill  he  introduced  to  be  used  as 
a vehicle  for  Congressional  action  on  any  version 
of  President  Kennedy’s  disputed  program. 

The  Mills  bill  would  make  the  first  $5,400  in 
annual  earnings  subject  to  the  Social  Security 
tax.  It  is  $4,800  now.  Kennedy’s  Social 
Security  hospitalization  bill  would  increase  the 
tax  base  to  $5,200. 

The  objective  of  the  Mills  bill  is  to  strengthen 
the  Soci^  Security  trust  fund’s  financing  by 
eliminating  most  of  the  long-range  deficit  now 
in  prospect. 

“My  only  intention  in  introducing  the  bill  is 
to  get  the  fund  on  an  actuarially  sound  basis 
and  to  call  attention  to  the  fact  that  it  is  not 
actuarially  sound  now,”  Mills  said. 

“I  assume  everybody  knows  that  I do  not 
support  the  enactment  of  Medicare  under  the 
Social  Security  program. 

Another  Democrat  on  the  Ways  and  Means 
Committee,  Rep.  A.  Sidney  Herlong,  Jr.,  of 
Florida,  also  expressed  strong  opposition  re- 
cently to  the  Kennedy  legislation,  known  as  the 
King-Anderson  bill,  or  any  other  plan  to  finance 
health  care  through  Social  Security. 

This  position  by  Mills  and  Herlong  made  it 
unlikely  that  the  Ways  and  Means  Committee, 
where  such  legislation  normally  is  acted  on 
first  in  Congress,  would  approve  any  health  care 
plan  financed  through  Social  Security. 

However,  supporters  of  the  King-Anderson 
bill  could  try  to  attach  it  as  a rider  to  another 
Social  Security  bill  on  the  Senate  fioor.  This 
was  the  maneuver  they  attempted — unsuccess- 
fully— last  year. 

* * * 

The  Senate  has  approved  the  Kennedy  Ad- 
ministration’s $848.5  milhon  mental  health  bill 
by  a vote  of  72  to  1.  Its  sponsors  were  con- 
fident of  House  passage  also. 

The  American  Medical  Association  had 
testified  in  support  of  the  legislation  when  it  was 
before  the  Senate  Labor  and  Public  Welfare 
Committee. 

The  bill  would  provide: 

1.  A four-year  program,  costing  $230,- 
000,000,  under  which  Federal  grants  would  go  to 
states  for  construction  of  public  or  other  non- 
profit community  mental  health  centers.  Funds 
would  be  allocated  on  the  basis  of  population 
and  need. 

2.  An  eight-year  program,  costing  $427,- 

Prepared  by  the  Washington,  D.C.,  065ce  of  the  American 
Medical  Association. 


000,000,  of  Federal  grants  to  states  for  staffing 
of  these  mental  health  centers.  Federal  aid 
would  gradually  decrease  and  eventually  would 
be  cut  off. 

3.  A five-year  program,  costing  $30,000,- 
000,  of  Federal  grants  to  pubhc  or  other  non- 
profit institutions  for  construction  of  research 
centers  and  facihties  for  the  mentally  retarded. 

4.  A five-year  program,  costing  $42,500,000, 
of  Federal  grants  for  constructing  college  or 
university  facilities  to  offer  services  to  the 
mentally  retarded  and  training  for  persons 
deahng  with  the  retarded. 

5.  A four-year  program,  costing  $67,500,- 
000,  of  Federal  grants  to  states  for  constructing 
facilities  for  the  mentally  retarded.  Funds 
would  be  allocated  on  the  basis  of  population 
and  need. 

6.  A three-year  program,  costing  $45,500,- 
000,  for  training  of  teachers  of  the  mentally  re- 
tarded, deaf,  emotionally  disturbed,  crippled, 
and  other  handicapped  children. 

7.  A three-year  program  of  research  and 
demonstration  projects  in  education  of  the 
handicapped. 

♦ * * 

The  National  Cancer  Institute  says  that  re- 
search strongly  suggests  viruses  cause  cancers  in 
humans. 

Reviewing  medical  research  in  the  past  year 
before  a House  budget  subcommittee,  a Na- 
tional Institute  of  Health  official  said: 

The  scientific  evidence  accumulated  over  a number  of 
years,  and  particularly  in  the  last  half-dozen  years,  has 
demonstrated  that  viruses  cause  many  forms  of  cancer  in 
animals  under  experimental  conditions. 

The  large  volume  of  such  evidence,  coming  from  a wide 
variety  of  scientific  disciplines,  is  so  strongly  suggestive  of 
a virus-cancer  relationship  in  man  that  the  National 
Cancer  Institute  has  given  active  encouragement  to  re- 
search in  t.hia  area.  To  date,  no  human  cancer-causing 
virus  has  been  found.  However,  we  know,  for  example, 
of  a group  of  human  viruses  that  have  not  yet  been  linked 
with  specific  disease,  and  some  animal  viruses  that  cause 
bizarre  changes  in  human  cells  growing  in  tissue  culture. 

The  present  state  of  knowledge  leaves  no  doubt  in  our 
minds  that  viruses  must  be  studied  not  only  as  a single 
possible  cause  of  cancer  in  man,  but  in  the  whole  context  of 
carcinogenesis.  The  possible  interaction  of  substances  in 
the  total  environment,  such  as  radiation,  chemicals,  and 
viruses,  in  giving  rise  to  cancer  in  the  population  must  be 
taken  into  account.  Already  there  is  laboratory  evidence 
that  this  can  occur  in  animals. 

Dr.  Kenneth  M.  Endicott,  Director  of  the 
National  Cancer  Institute,  told  the  subcommit- 
tee that  “there  is  no  doubt  left  in  my  mind  that 
there  is  very  strong  association  between  ex- 
cessive smoking  and  high  incidence  of  cancer  of 
the  lung.” 

Endicott  said  it  appeared  people  would  per- 
sist in  smoking  despite  medical  findings  and 
legislative  action.  For  this  reason,  Endicott 
said,  research  is  being  conducted  to  ehminate 
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any  cancer-causing  factors  or  to  counter  them 
by  adding  chemicals. 

“I  think  one  of  the  really  fascinating  prob- 
lems, a social  problem  more  than  a medical  one, 
is  what  do  you  do  about  a situation  of  this  kind?” 
the  physician  said. 

The  Public  Health  Service  Surgeon  General’s 


Committee  on  Smoking  and  Health  delayed 
until  early  next  year  a report  deahng  with 
smoking  and  health  evidence.  The  group 
originally  was  supposed  to  have  issued  its  initial 
report  by  this  summer  but  the  members  found 
they  could  not  accomplish  the  research  at  this 
time. 
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Unusual  claims  noted 

Twenty-one  days  after  joining  Blue  Cross, 
a California  man  was  injured  in  an  automobile 
accident.  His  sole  payment  to  Blue  Cross  had 
been  $9.20;  cost  of  his  hospital  care,  paid  by 
Blue  Cross,  was  $15,900. 

The  case  is  included  in  a report  on  unusual 
claims  paid  in  1962,  issued  by  the  Blue  Cross 
Association  and  the  National  Association  of 
Blue  Shield  Plans,  the  national  coordinating 
bodies  of  Blue  Cross  and  Blue  Shield  Plans 
in  the  United  States  and  Canada.  Both  are 
located  in  Chicago. 

The  report  notes  that  two  of  the  largest  1962 
claims  were  for  care  of  members  who  had  suf- 
fered extensive  burns.  The  Wisconsin  Blue 
Cross  Plan  made  the  biggest  payment  in  its 
history  on  behalf  of  a retired  Federal  employe 
who  had  suffered  burns  over  most  of  his  body 
and  who  received  hospital  care  during  a period 
of  one  hundred  fifty-three  days.  Payments 
for  his  care  totalled  $14,513.  The  same  Plan 
met  a claim  of  $4,574  for  a twenty-year-old 
woman  who  had  sustained  third-degree  burns 
over  60  per  cent  of  her  body.  Her  treatment 
included  skin  grafts,  blood  transfusions,  and 
drugs  costing  $1,153. 

The  Blue  Cross  Plan  in  Columbus,  Ohio, 
reported  a case  in  which  the  patient  was 
hospitalized  by  burns  for  two  hundred  and  one 
days,  at  a cost  to  the  Plan  of  $7,380. 

An  imusual  diving-board  accident  to  an 
eighteen-year-old  eventually  required  amputa- 
tion of  the  boy’s  right  leg.  The  hospital  bill 
of  $26,827  was  paid  by  the  Massachusetts 
Plan  on  behalf  of  Medicare,  the  six-year-old 
project  under  which  the  Federal  government 
provides  hospital  coverage  for  the  families 
of  servicemen.  The  boy,  the  son  of  an  Army 
colonel,  was  hospitalized  for  one  hundred 
seventeen  days. 

The  largest  payment  made  in  1962  by  Group 
Hospital  Service,  Inc.  of  Wilmington,  Delaware, 
covered  care  extending  over  a two-year  period. 
Under  a contract  providing  Blue  Cross  and  Blue 
Shield  basic  and  extended  benefits  issued  to  a 
rethed  employe  of  a local  firm,  a claim  of 
$21,851  was  paid  on  behalf  of  the  pensioner’s 
wife. 

The  Blue  Cross  and  Blue  Shield  Plan  of 
Indianapolis,  Indiana,  provided  $17,886  for 
the  thirty-seven-year-old  wife  of  a Federal 
employe  who  had  conti'acted  a blood  disease. 
Blue  Cross  paid  $5,047  under  a basic  contract. 
Blue  Shield  paid  a basic  $942,  and  the  remaining 
$11,997  was  covered  under  an  extended  benefit 
contract.  The  same  Plan  reported  $11,644 


paid  for  a forty-six-year-old  woman  who  had 
suffered  a mid-brain  hemorrhage. 

A Kansas  City,  Missouri,  traffic  policeman, 
who  in  1958  had  taken  out  major  medicail  cover- 
age through  the  local  Plan,  incurred  a seventy- 
day  bill  of  $9,129  as  a result  of  a complicated 
respiratory  ailment.  This  was,  of  course, 
covered  by  the  contract. 

During  the  peak  of  the  trampoline  fad,  an 
eighteen-year-old  in  Arizona  fractured  his 
neck.  He  required  two  hundred  twenty-nine 
days  of  hospitalization  and  incm-red  a total 
hospital  and  doctor  bill  of  $10,336,  of  which  the 
Arizona  Blue  Cross  and  Blue  Shield  Plan  paid 
all  but  $28.85.  The  same  Plan  covered  the  case 
of  a ten-year-old  boy  who  required  open-heart 
surgery.  The  boy  was  hospitalized  for  one 
hundred  five  days,  and  the  Plan  paid  out  $8,883 
on  his  behalf. 

The  Blue  Cross  and  Blue  Shield  Plan  in  New 
Hampshire  met  the  highest  claim  in  its  history 
on  behalf  of  a forty-year-old  woman  who  was 
hospitalized  for  sixty  days  and  who  underwent 
surgery  for  a number  of  abdominal  disorders. 
Cost  of  laboratory  services  alone  was  $1,879, 
with  an  additional  charge  of  $1,303  for  drugs. 
Blue  Cross  paid  a total  of  $6,651  and  Blue 
Shield  $652  on  her  behalf. 

The  Nebraska  Blue  Cross  and  Blue  Shield 
Plan  reported  a payment  of  $9,412:  $7,360  by 
Blue  Cross  and  $2,052  by  Blue  Shield  on  behalf 
of  a twenty-five-year-old  man  hospitalized  for 
one  hundred  five  days,  and  the  Michigan  Hos- 
pital Service  paid  out  $9,782  for  a patient  who 
underwent  a brain-tumor  excision  and  whose 
hospital  stay  was  one  hundred  nineteen  days. 

In  Kentucky  the  Blue  Cross  Plan  met  hos- 
pital bills  of  $9,581  on  behalf  of  a fifty-nine- 
year-old  man  who  had  undergone  surgery  for 
gallstones  and  other  complications,  and  the 
Blue  Cross  Plan  of  Northeast  Ohio  took  care  of 
a member  under  an  extended  benefit  contract 
who  was  hospitalized  for  three  hundred  forty- 
six  days  and  whose  bUl  was  $12,400.  Of  that 
total  Blue  Cross  paid  aU  but  $157;  this  balance, 
paid  by  the  patient,  was  largely  for  blood  but 
also  included  a 55-cent  item  labelled  “meal 
snack.”  The  Blue  Cross  and  Blue  Shield 
Plan  in  Toledo,  Ohio,  paid  $1,707,  or  better 
than  $113  a day,  for  a man  hospitahzed  for 
fifteen  days,  and  in  one  week  met  three  bills 
totalling,  $10,139  for  employes  of  two  large 
motor  companies. 

The  two  Chicago  associations  noted  that  with 
the  cost  of  hospital  labor,  drugs,  and  supplies 
continuing  at  a high  level  and  with  new  heal- 
ing procedures  and  equipment  calling  for  more 
skilled  hands,  there  is  a likelihood  that  1962’s 
record  payments  may  be  exceeded  in  1963. 
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Books  Rece'iued 


The  following  books  were  received  during  the  month  of  March,  1963* 


Steroid  Drugs.  By  Norman  Applezweig. 
Octavo  of  742  pages,  illustrated.  New  York, 
The  Blakiston  Division,  McGraw-Hill  Book 
Company,  Inc.,  1962.  Cloth,  $25. 

Neurosis  in  the  Family  and  Patterns  of 
Psychosocial  Defense.  A Study  of  Psychi- 
atric Epidemiology.  By  Jan  Ehrenwald, 
M.D.  Octavo  of  203  pages,  illustrated.  New 
York,  Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1963.  Cloth,  $5.50. 

Progress  in  Medicinal  Chemistry.  Volume 
2.  Edited  by  G.  P.  EUis,  Ph.D.,  and  G.  B. 
West,  Ph.D.  Octavo  of  201  pages,  illustrated. 
London,  Butterworths,  1962.  Cloth,  $11.25. 

Pose  and  Jealousy.  By  Philip  M.  Kalavros, 
M.D.  Octavo  of  182  pages.  New  York, 
Philosophical  Library,  1962.  Cloth,  $3.75. 

Clinical  and  Experimental  Hypnosis:  In 

Medicine,  Dentistry  and  Psychology.  By 
William  S.  Kroger,  M.D.  Quarto  of  361 

pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Company,  1963.  Cloth,  $12.50. 

Should  You  Be  Psychoanalyzed?  By  Samuel 
Lowy,  M.D.  Octavo  of  308  pages.  New 
York,  Philosophical  Library,  Inc.,  1963.  Cloth, 
$6.00. 

The  Management  of  The  Anxious  Patient. 
By  Ainslie  Meares,  M.D.  Octavo  of  493 
pages.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963.  Cloth,  $9.00. 

The  Medical  Clinics  of  North  America. 
Lahey  Clinic  Number.  Volume  47,  Num- 


ber 2,  March,  1963.  Difficult  Diagnostic 
Problems.  Octavo.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Published  bi- 
monthly (six  numbers  a year).  Cloth,  $18  net; 
paper,  $15  net. 

Strecker’s  Fundamentals  of  Psychiatry. 
By  Manuel  M.  Pearson,  M.D.  Sixth  edition. 
Octavo  of  274  pages,  illustrated.  Philadel- 
phia, J.  B.  Lippincott  Company,  1963.  Cloth, 
$6.75. 

An  Atlas  of  Ultrastructure.  By  Johannes 
A.  G.  Rhodin,  M.D.  Quarto  of  222  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963.  Cloth,  $10. 

The  Asthmatic  Child:  Psychosomatic  Ap- 

proach to  Problems  and  Treatment.  By 
18  authors.  Edited  by  Henry  I.  Schneer, 
M.D.  Octavo  of  260  pages,  illustrated.  New 
York,  Hoeber  Medical  Division,  Harper  & 
Row,  Publishers,  1963.  Cloth,  $6.50. 

Rheumatische  Fernstorungen  aus  Becken- 
herden.  By  Professor  Dr.  Med.  Hans  Storck. 
Octavo  of  175  pages,  illustrated.  Miinchen, 
Urban  & Schwarzenberg,  1962.  Paper,  DM  28. 

The  Fat  Boy  goes  poly-unsaturated.  By 
Elmer  Wheeler.  Octavo  of  156  pages,  illus- 
trated. Garden  City,  New  York,  Doubleday 
& Company,  Inc.,  1963.  Cloth,  $3.50. 

The  Borderland  of  Embryology  and  Pa- 
thology. By  R.  A.  Willis,  M.D.  Second  edi- 
tion. Octavo  of  641  pages,  illustrated.  Wash- 
ington, Butterworths,  1962.  Cloth,  $18. 


The  following  books  were  received  during  the  month  of  April,  1963* 


An  Atlas  of  Human  Anatomy.  By  Barry 
J.  Anson,  Ph.D.  Second  edition.  Quarto  of 
632  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Cloth,  $18. 

Justice  and  Injustice.  By  Edmund  Bergler, 
M.D.,  and  Joost  A.  M.  Meerloo,  M.D.  Octavo 
of  170  pages.  New  York,  Grune  & Stratton, 
1963.  Cloth,  $5.75. 

Clinical  Metabolism  of  Body  Water  and 

* Books  received  for  review  are  acknowledged  in  thia 
column.  No  other  obligation  is  assumed  for  the  courtesy  of 
those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


Electrolytes.  By  John  H.  Bland,  M.D. 
Quarto  of  623  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1963.  Cloth, 
$16.50. 

Clinical  Anatomy.  By  Otto  C.  Brantigan, 
M.D.  Quarto  of  421  pages,  illustrated.  New 
York,  The  Blakiston  Division,  McGraw-Hill 
Book  Company,  Inc.,  1963.  Cloth,  $15. 

Sigmund  Freud:  A New  Appraisal.  By 

Maryse  Choisy,  Ph.D.  Octavo  of  141  pages. 
New  York,  Philosophical  Library,  1963.  Cloth, 
$4.75. 
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|!  Medical  Department,  United  States  Army, 
d Surgery  in  World  War  II.  Thoracic  Sur- 
<1  gery.  Volume  I.  Editor  in  Chief,  Colonel 
• I John  Boyd  Coates,  Jr.,  MC,  USA.  Editor  for 
' Thoracic  Surgery,  Frank  B.  Berry,  M.D. 

I Associate  Editor,  Elizabeth  M.  McFetridge, 
j M.A.  Octavo  of  394  pages,  illustrated.  Wash- 
I ington,  D.C.,  Office  of  the  Smgeon  General, 

I Department  of  the  Army,  1963.  Cloth,  $4.25. 

Neuroradiology  Workshop.  Volume  II: 

I Intracranial  Tumors  Other  Than  Me- 
I ningiomas.  By  Leo  M.  Davidoff,  M.D., 
Harold  G.  Jacobson,  M.D.,  and  Harry  M. 

I Zimmerman,  M.D.  Quarto  of  402  pages, 

( illustrated.  New  York,  Grune  & Stratton, 
tl,  1963.  Cloth,  $22.50. 

I Have  Your  Baby,  Keep  Your  Figure.  By 
i M.  Edward  Davis,  M.D.,  and  Edward  Maisel. 

' Octavo  of  86  pages,  illustrated.  New  York, 

, Stein  and  Day,  1963.  Cloth,  $2.95. 

! 

I Birth  Defects.  Edited  by  Morris  Fishbein, 
M.D.  Octavo  of  335  pages,  illustrated.  Phila- 
I delphia,  J.  B.  Lippincott  Company,  1963. 
; Cloth,  $5.00. 

■ 

' Ophthalmic  Plastic  Surgery.  By  Sidney  A. 
j;  Fox,  M.D.  Third  edition.  Octavo  of  493 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1963.  Cloth,  $19.50. 

I Emotions  and  Emotional  Disorders.  By 
Ernst  Gellhom,  M.D.,  and  G.  N.  Loofbomrow, 
Ph.D.  Octavo  of  496  pages,  illustrated.  New 
i York,  Hoeber  Medical  Division,  Harper  & 

Row,  1963.  Cloth,  $12. 

i Modern  Drug  Encyclopedia  and  Therapeu- 
I tic  Index.  Edited  by  Robert  S.  Goodhart, 

! M.D.  Ninth  edition.  Octavo  of  1,765  pages. 
New  York,  The  Reuben  H.  Donnelley  Corp., 
1963.  Cloth,  $18.50. 

j An  Introduction  to  Psychiatry.  By  Kurt 

j Kolle.  Octavo  of  71  pages.  New  York, 

! Philosophical  Library,  1963.  Cloth,  $3.00. 

I Medical  Genetics.  By  Widukind  Lenz. 

j Translated  by  Elisabeth  F.  Lanzl.  Octavo  of 

I 218  pages,  illustrated.  Chicago,  The  Univer- 

sity of  Chicago  Press,  1963.  Cloth,  $6.50. 

I Living  with  Epileptic  Seizures.  By  Samuel 

I Livingston,  M.D.  Assisted  by  Irving  M. 

Pruce,  B.S.  Octavo  of  348  pages,  illustrated, 
j Springfield,  111.,  Charles  C Thomas,  1963. 

Cloth,  $6.50. 

Synaptic  Transmission.  By  Hugh  McLen- 
nan, Ph.D.  Quarto  of  134  pages,  illustrated. 

1 Philadelphia,  W.  B.  Saunders  Company,  1963. 

I Cloth,  $7.00. 

I 

A Textbook  of  Neurology.  By  H.  Houston 
Merritt,  M.D.  Third  edition.  Octavo  of  803 
pages,  illustrated.  Philadelphia,  Lea  & Febiger, 
1963.  Cloth,  $12.50. 

A Mount  Sinai  Hospital  Monograph  on 


Bone  Changes  in  Hematologic  Disorders. 
By  John  E.  Moseley,  M.D.  Quarto  of  261 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1963.  Cloth,  $9.50. 

The  Management  of  a Medical  Practice. 
By  Alan  E.  Nourse,  M.D.,  and  Geoffrey  Marks, 
M.A.  Octavo  of  387  pages,  illustrated.  Phila- 
delphia, J.  B.  Lippincott  Company,  1963. 
Cloth,  $9.00. 

Modern  Clinical  Psychiatry.  By  Arthur 
P.  Noyes,  M.D.,  and  Lawrence  C.  Kolb,  M D. 
Sixth  edition.  Octavo  of  586  pages.  Phila- 
delphia, W.  B.  Saunders  Company,  1963. 
Cloth,  $8.00. 

The  Conditions  of  Human  Growth.  By 
Jane  Pearce,  M.D.,  and  Saul  Newton.  Octavo 
of  444  pages.  New  York,  The  Citadel  Press, 
1963.  Cloth,  $6.95. 

Counseling  in  Medical  Genetics.  By  Shel- 
don C.  Reed,  Ph.D.  Second  edition.  Octavo 
of  278  pages.  Philadelphia,  W.  B.  Saunders 
Company,  1963.  Cloth,  $5.50. 

Essentials  of  Healthier  Living.  By  Justus 
J.  Schifferes,  Ph.D.  Second  edition.  Octavo 
of  361  pages,  illustrated.  New  York,  John 
Wiley  & Sons,  Inc.,  1963.  Cloth. 

Methods  and  Materials  in  College  Health 
Instruction.  An  Instructor’s  manual  and 
text  correlated  vidth  Essentials  of  Healthier 
Living.  By  Justus  J.  Schifferes,  Ph.D.  Second 
edition.  Quarto  of  116  pages,  illustrated. 
New  York,  John  Wiley  & Sons,  Inc.,  1963. 
Paper. 

Forensic  Medicine;  Courtroom  Applica- 
tions to  Legal  Principles.  By  Lewis  J. 
Siegal,  M.D.  Octavo  of  354  pages.  New 
York,  Grune  & Stratton,  1963.  Cloth,  $12.50. 

1st  International  Symposium  on  Stereo- 
encephalotomy. Held  in  Philadelphia,  Pa. 
on  October  llth-12th,  1961  at  Temple 
University  Medical  Center.  Edited  by  E. 
A.  Spiegel  £ind  H.  T.  Wycis,  Philadelphia,  Pa. 
Octavo  of  226  pages,  illustrated.  Basel,  S. 
Karger,  A.G.,  (White  Plains,  N.Y.,  Albert  J. 
Phiebig),  1962.  Paper,  $10.50.  (Reprint  from 
“Confinia  Neurologica,”  Vol.  22,  No.  3-5,  pp. 
165-396, 1962.) 

Fluid  and  Electrolytes  in  Practice.  By 
Harry  Statland,  M.D.  Third  edition.  Octavo 
of  329  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1963.  Cloth,  $8.50. 

Whitby  and  Britton  Disorders  of  the  Blood. 
By  C.  J.  C.  Britton,  M.D.  Ninth  edition. 
Octavo  of  870  pages,  illustrated.  New  York, 
Grune  & Stratton,  1963.  Cloth,  $15.75. 

Ciba  Foundation  Study  Group  No.  14. 
Intestinal  Biopsy.  Edited  by  G.  E.  W. 
Wolstenholme,  M.B.,  and  Margaret  P.  Cam- 
eron, M.A.  With  53  illustrations.  Duodecimo 
of  120  pages.  Boston,  Little,  Brown  and 
Company,  1962.  Cardboard,  $2.50. 
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Ciba  Foundation  Symposium  on  Bil- 
harziasis.  Held  in  Commemoration  of 
Theodor  Maximilian  Bilharz.  Edited  by 
G.  E.  W.  Wolstenholme,  M.B.,  and  Maeve 
O’Connor,  B.A.  With  46  illustrations.  Oc- 
tavo of  433  pages.  Boston,  Little,  Brown  and 


Company,  1962.  Cloth,  $11.50. 

An  Rh-Hr  Syllabus;  The  T5i)es  and  Their 
Applications.  By  Alexander  S.  Wiener,  M.D., 
and  Irving  B.  Wexler,  M.D.  Second  edition. 
Octavo  of  108  pages,  illustrated.  New  York, 
Grune  & Stratton,  1963.  Cloth,  $4.50. 


Books  Reuieived 


Plastic  Surgery.  By  Richard  B.  Stark,  M.D. 
Quarto  of  718  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1962.  Cloth,  $28.50. 

Dr.  Stark,  the  author  of  this  volume  is  a 
plastic  surgeon  of  international  reputation,  who 
is  in  charge  of  plastic  surgery  at  St.  Luke’s 
Hospital,  New  York  City  and  associate  clinical 
professor  of  surgery.  College  of  Physicians  and 
Surgeons,  Columbia  University.  This  reference 
volume  was  written  for  the  benefit  of  residents 
training  in  plastic  surgery,  practicing  plastic 
surgeons,  and  general  surgeons  not  within  con- 
sulting distance  of  a plastic  surgeon. 

A number  of  interesting  and  useful  tables  are 
included.  These  pertain  to  the  optional  age  of 
operation  for  a variety  of  conditions,  fluid  re- 
placement in  burns,  incidence  of  cleft  lip  and 
cleft  palate  and  speech  results  following  palato- 
plasty. Many  clear  drawings  of  surgical  tech- 
nic graphically  portray  operative  procedures 
preferred  by  the  author.  The  final  chapter  em- 
phasizes his  opinion  that:  “Further  advances 
in  plastic  surgery  will  come  largely  from  the 
laboratory  rather  than  the  operating  room.’’ 

Dr.  Stark’s  book  presents  a broad  survey  of 
plastic  surgery  with  special  emphasis  on  em- 
bryology, anatomy,  research,  and  medical  his- 
tory. This  volume  fulfills  the  purposes  for  which 
it  was  compiled. — Raymond  N.  Shapiro,  M.D. 

An  Atlas  of  Prostatic  Surgery.  By  Perry 
B.  Hudson,  M.D.,  and  Arthur  Purdy  Stout, 
M.D.  Quarto  of  170  pages,  illustrated.  Phil- 
adelphia, W.  B.  Saunders  Company,  1962. 
Cloth,  $13.50. 

This  atlas  is  a valuable  teaching  aid  to  those 
learning  or  reviewing  surgery  of  the  prostate 
gland  and  in  particular  the  operations  involving 
the  perineal  approach.  The  authors  are  well 
qualified  by  extensive  practical  and  teaching 
experience  gained  at  Columbia  University  and 
the  Montefiore  Hospital  to  present  their  opin- 
ions and  technics.  The  text  and  diagrams  dem- 
onstrate the  correlation  of  surgery  with 
pathology  and  the  safest  and  most  facile  maneu- 
vers necessary  to  expose  the  prostate  gland  for 
surgery. 

The  book  is  well  printed.  The  type  is  bold 
and  easily  read.  The  numerous  illustrations  by 


Tod  Dee  Craig  are  to  be  commended  as  they 
are  diagrammatic  but  with  enough  depth  and 
prospective  to  make  them  life-like. 

This  reviewer  is  in  accord  with  the  described 
surgical  technics  for  perineal,  retropubic,  and 
suprapubic  prostatectomy.  The  section  con- 
cerning rectal  injury  is  excellent.  However,  the 
indications  for  the  various  operations  represent 
Dr.  Hudson’s  view  and  I doubt  whether  the 
majority  of  urologists  will  agree  with  the  state- 
ment made  in  the  section  on  suprapubic  pros- 
tatectomy that  “prostatic  enlargement  per  se  is 
not  best  treated  by  the  operation.”  This  is 
based  on  Dr.  Hudson’s  belief  that  occult  car- 
cinoma of  the  prostate  is  so  widespread  that 
biopsy  of  the  posterior  cancer-forming  part  of 
the  gland  should  have  perineal  exposure  more 
frequently.  Other  disadvantages  of  the  supra- 
pubic procedure  the  author  gives  are  the  high 
rate  of  blood  loss  and  frequent  thromboembohc 
phenomena.  This  reviewer  must  point  out  that 
suprapubic  enucleation  prostatectomy  and 
transurethral  resection  of  the  prostate  gland  are 
the  operations  used  most  commonly  by  the 
greater  number  of  practicing  urologists  for  the 
treatment  of  benign  hypertrophy  of  the  prostate 
with  excellent  results. — Sidney  R.  Weinberg, 
M.D. 

Measurements  of  Exocrine  and  Endocrine 
Functions  of  the  Pancreas.  Edited  by  F. 
William  Sunderman,  M.D.,  and  F.  William 
Sunderman,  Jr.,  M.D.  Quarto  of  203  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1961.  Cloth,  $11. 

The  Simdermans  have  edited  a seminar  spon- 
sored by  the  American  Association  of  Clinical 
Scientists.  It  is  accurate,  authoritative,  and 
meets  the  needs  of  those  active  in  the  study  and 
control  of  pancreatic  diseases.  The  methodol- 
ogy of  enzymes  and  the  exocrine  functions  of 
this  organ  are  carefully  presented.  A full  re- 
view of  fibrocystic  disease  of  the  pancreas  is 
given.  All  the  known  functions  of  the  pancreas 
as  well  as  the  newer  diagnostic  procedures  are 
well  presented. — Bernard  Seligman,  M.D. 

Constructive  Surgery  of  the  Hip.  By  Otto 
E.  Aufranc,  M.D.  Quarto  of  226  pages,  illus- 
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my  old  self  again!”  Balanced  ‘Deprol’  therapy  has  helped  relieve 
and  fatigue  — her  normal  energy,  drive  and  interest  have  returned. 


I 


\Brightens  mood... relaxes  tension 


:Energizers  may  stimulate  the  depressed 
jpatient,  but  they  often  aggravate  anxiety  and 
ijinsomnia.  Tranquilizers  may  help  the  anxious 
ijpatient,  but  they  often  deepen  depression. 

: ‘Deprol’  avoids  these  “seesaw”  effects;  it 
1 relieves  both  anxiety  and  depression.  More- 
lover,  it  does  not  cause  liver  damage,  psy- 
chotic reactions  or  changes  in  sexual  function. 

Slight  drowsiness  and,  rarely,  allergic  reac- 
tions, due  to  meprobamate,  and  occasional 
dizziness  or  feeling  of  depersonalization  in 
higher  dosage,  due  to  benactyzine,  may 
occur.  Meprobamate  may  increase  effects  of 
excessive  alcohol.  Use  with  care  in  patients 
with  suicidal  tendencies.  Consider  possibility 
of  dependence,  particularly  in  patients  with 
history  of  drug  or  alcohol  addiction.  With- 
draw gradually  after  prolonged  use  at  high 
dosage. 


Usual  Dosage:  1 tablet  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  3 tablets 
q.i.d.;  with  establishment  of  relief,  may  be 
reduced  gradually  to  maintenance  levels. 


^Deprol^' 

meprobamate  400  mg. 
+ benactyzine  1 mg. 

WALLACE  LABORATORIES /Cranbury,  N.  J. 
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trated.  St.  Louis,  The  C.  V.  Mosby  Company, 
1962.  Cloth,  $27. 

This  book  on  “Constructive  Surgery  of  the 
Hip”  is  written  very  beautifully.  It  contains 
many  very  fine  diagrams  of  anatomy,  copies  of 
x-rays,  and  photographs.  There  are  both  black 
and  white  and  colored  illustrations. 

Some  parts  of  the  book  do  not  seem  logical. 
There  is  discussion  of  breaking  down  a solid 
bony  fusion  to  obtain  motion.  This  might  be 
acceptable  in  bilateral  fusion,  but  not  in  uni- 
lateral cases. 

Multiple  operations  about  the  hip  are  not 
good  for  the  patient  as  they  increase  scar  tissue, 
increase  risk  of  infection  and  increase  economic 
problems.  One  operation  to  obtain  the  best  re- 
sult possible  should  be  the  operator’s  aim. 

The  exercises  and  exercise  machinery  are  use- 
ful in  convalescence.  Few  patients,  however, 
can  afford  a gymnasium  in  their  home  or  travel 
to  one  daily. 

The  chapter  on  management  of  infections 
about  the  hip  begins  with  sound  principles. 
How  does  the  author  rest  the  infected  area? 
Excision  of  necrotic  tissue,  scar,  and  sequestra  is 
good  surgery.  The  author  states  “metallic  or 
other  foreign  bodies  generally  should  be  removed 
from  infected  wounds.”  The  author  later 
states:  “In  many  instances  of  infected  hips  with 
active  draining  sinuses  (with  and  without  molds 
in  place),  it  has  been  possible  to  excise  the  in- 
fected material,  leave  interposed  a hip  mold, 
surgically  close  the  wound,  and  have  it  remain 
closed  and  healed.” 

What  percentage  of  infected  hips  do  this? 

The  above  statements  do  not  give  the  young, 
inexperienced  surgeon  sound  advice. 

The  book  is  well  worth  reading  by  all  ortho- 
pedic surgeons  for  the  anatomy  and  surgical  ap- 
proaches.— Otho  C.  Hudson,  M.D. 

Psychological  Development  in  Health  and 
Disease.  By  George  L.  Engel,  M.D.  Octavo 
of  435  pages.  Philadelphia,  W.  B.  Saunders 
Company,  1962.  Cloth,  $7.50. 

The  author  is  professor  of  psychiatry  and 
an  associate  professor  in  medicine  at  the  Uni- 
versity of  Rochester  School  of  Medicine.  His 
dual  position  accounts  for  his  interest  in  the 
psychologic  aspects  of  medicine  with  an  ade- 
quate understanding  of  both. 

In  the  foreword  he  aptly  states:  “In  my  view, 
we  are  experiencing  a major  reorientation  in 
medical  science  and  practice.”  With  this  we  can 
agree  readily  and  can  well  understand  that 
“Tomorrow’s  physician  must  be  better  in- 
formed than  his  predecessor  about  medicine  in 
human  as  well  as  in  inhuman  terms — and  that 
he  must  gain  understanding  about  man’s 
thoughts  and  their  effects  on  his  body.”  This, 
of  course,  is  the  basis  of  “psychosomatic  medi- 
cine.” 

The  book  is  the  result  of  a synthesis  of  the 
author’s  understanding  of  human  behavior  in 
health  and  disease  as  it  evolved  over  twenty 


years  as  a teacher,  primarily  on  the  medical 
wards,  but  maintaining  an  active  interest  in  the 
teaching  of  psychiatry. 

The  author  intended  this  book  for  medical 
students  as  well  as  for  psychiatric  residents. 
However,  the  reviewer  is  afraid  that  the  latter 
will  not  find  the  presentation  stimulating  except 
when  the  author  discusses  such  psychiatric  con- 
cepts as  “Resolution  of  the  Oedipus  Complex” 
and  similar  aspects  of  psychiatric  development. 

For  the  medical  student  and  for  others  who 
would  benefit  from  an  understanding  of  the  in- 
terrelation of  body  and  mind,  the  book  is  highly 
recommended  as  practical,  well  organized  and 
adequately  presented. — Joseph  L.  Abramson, 
M.D. 


Higher  Cerebral  Functions  and  their  Clin- 
ical Disorders.  By  Benno  Schlesinger,  M.D. 
Quarto  of  560  pages,  illustrated.  New  York, 
Grune  & Stratton,  1962.  Cloth,  $14.75. 

This  is  an  extremely  ambitious  work  of  a 
neurosurgeon  with  interest  in  psychiatry, 
attempting  to  correlate  the  complexity  of 
physiologic  function  of  the  brain  with  the 
complexity  of  clinical  manifestations  as  they 
may  be  seen  in  health  and  disease.  As  the 
title  suggests,  the  work  limits  itself  to  the  higher 
functions  of  the  brain,  but  this  limitation  not- 
withstanding its  scope  is  enormous.  The 
author  starts  out  with  basic  concepts  of  or- 
ganism and  of  the  organization  of  the  nervous 
system.  He  presents  provocative  ideas  about 
affectivity,  thought,  and  skill  and  ends  up 
discussing  art  and  its  dependence  on  various 
aspects  of  higher  cerebral  function. 

It  is  impossible  to  read  this  book  as  one  reads 
ordinary  books.  One  could  compare  it  to 
reading  an  encyclopedia.  Nevertheless,  one 
must  be  impressed  by  the  wide  sweep  of  the 
author’s  concepts,  his  interests,  and  his  scholar- 
ship. To  digest  over  2,000  references  he  quotes 
in  this  book  seems  alone  a herculean  task. 

Was  his  effort  useful?  The  reader  will  have 
to  judge  for  himself.  This  reviewer  could  not 
flatter  himself  enough  to  consider  that  he  could 
critically  judge  but  a small  segment  of  this 
volume.  There  is,  however,  much  of  interest 
here  for  the  psychiatrist  and  psychologist,  as 
well  as  for  the  neurologist.  Anyone  seriously 
contemplating  a study  of  thought,  affect, 
aphasia,  gnostic  functions,  psychoses,  mental 
disorders,  and  any  other  aspects  of  cerebral 
function  would  do  well  to  read  appropriate 
chapters  of  this  volume  and,  if  nothing  else,  to 
refer  to  the  voluminous  bibliography. — L.  P. 
Hinterbuchner,  M.D. 

Gastroenterology.  Volume  I.  By  Henry 
L.  Bockus,  M.D.  Second  edition.  Quarto  of 
958  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Cloth,  $25. 

If  one  word  were  to  be  chosen  to  characterize 
this  book,  it  would  have  to  be:  thoroughness. 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Quedifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Orders  are  now  being 
taken  for  the  1963-64  edi- 
tion. Write:  Directory 

Department,  Medical  So- 
ciety of  the  State  of  New 
York,  750  Third  Ave., 
New  York  17,  N.Y. 
$20.00  a copy  plus  4% 
sales  tax  for  N.Y.C.  de- 
livery. Society  members, 
who  have  paid  their  1963 
dues,  will  receive  the  Di- 
rectory as  part  of  their 
membership  — without 
charge. 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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It  is  gratifying  to  be  enabled  to  say  this  about 
this  fine  work.  Dr.  Bockus  has  collected  a 
highly  cognative  group  of  writers  for  the  job. 

One  finds  it  almost  impossible  to  pick  out 
any  one  chapter  for  special  praise.  There  are 
none  that  merit  criticism. 

Of  course  one  can  always  find  specific  points 
with  which  personal  disagreement  can  be  pres- 
ent. On  the  subject  of  ulcer,  its  causation, 
its  pain  syndrome,  the  methods  of  treatment, 
one  can  challenge  some  of  the  conclusions  as 
pubhshed.  As  a matter  of  fact,  the  author  of 
the  chapter  says:  “I  shall  continue  to  search 
for  causes  other  than  the  contact  of  acid  to 
account  for  the  usual  pain  of  ulcer.”  The 
reviewer  concurs  most  heartily  in  this  expressed 
sentiment. 

The  radiographic  reproductions,  the  drawings, 
the  illustrations  in  both  color  and  black-and- 
white  are  excellent.  The  bibliographic  nota- 
tions are  plentiful. 

While  the  reviewer  would  like  to  remain 
neutral  in  praise  of  any  one  chapter  over 
another,  he  feels  that  one  does  merit  more 
attention  since  it  deals  with  “History  Taking 
and  Symptomatology”;  it  really  does  deserve 
high  priority.  One  cannot  begin  to  evaluate 
any  symptom  complex  without  meticulous 
groundwork  in  this  phase  of  medical  practice, 
too  often  dealt  with  rather  cursorily  by  the 
examining  physician.  Doctor,  emulate  the 
cross-examiner  in  the  court  room  and  you  will 
improve  your  “batting  average”  in  correct 
diagnoses.  It  is  a “must”  for  every  student, 
intern,  resident,  and  may  it  be  said,  for  every 
practicing  physician.  It  seems  to  be  especially 
in  the  field  of  gastroenterology  where  one  deals 
with  a system  so  readily  influenced  by  emotional 
and  organic  disturbances  both  from  within 
and  without  the  digestive  tract.  Nowhere 
else  in  the  human  body,  is  one’s  ingenuity  of 
judgment  so  severely  challenged  as  in  this  area, 
even  after  all  possible  laboratory  procedure 
have  been  called  in  and  evaluated. 

This  book  should  be  read  and  reread  by  any 
physician  interested  in  the  problems  arising 
from  or  indirectly  affecting  the  digestive  tract. — 
Benjamin  M.  Bernstein,  M.D. 

Essentials  of  Gynecology.  By  E.  Stewart 
Taylor,  M.D.  Second  edition.  Octavo  of 
566  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1962.  Cloth,  $12. 

This  handy,  easy-to-read  book  contains 
more  than  the  essentials  of  gynecology.  Its 
566  pages  cover  the  female  anatomy,  physiology, 
endocrinology,  and  gross  and  microscopic 
pathology  of  gynecologic  conditions. 

In  the  treatment  it  takes  up  medical  therapy, 
radiation,  and  chemotherapy  as  well  as  the 
various  operative  procedures.  Twelve  of  the 
399  illustrations  are  in  color;  and  each  subject 
is  followed  by  a list  of  references.  Operative 
technics  are  described  in  detail  and  step-by-step. 

A chapter  on  pediatric  gynecology  is  an  added 
feature,  as  are  also  special  laboratory  tests  for 


differential  diagnosis  of  gynecologic  and  endo- 
crine diseases. 

The  book  is  recommended  for  students, 
general  practitioners,  and  for  gynecologists  who 
wish  a quick  refresher  on  any  particular  subject  in 
the  gynecologic  field. — Jacob  Halperin,  M.D. 

Iliopsoas.  By  Arthiu-  A.  Michele,  M.D. 
Quarto  of  550  pages,  illustrated.  Springfield, 
Illinois,  Charles  C Thomas,  1962.  Cloth, 
$25.75. 

This  is  a monumental  work  on  kinesiology 
considered  from  the  beginning  of  time  to  the 
present. 

Physical  properties  of  musculo-skeletal  system 
are  thoroughly  explored.  Page  after  page  is 
devoted  to  text,  diagrams,  and  a variety  of 
explanatory  pictures. 

This  book  is  so  extensive  and  informative 
and  contains  so  much  of  practical  use,  that  it 
should  be  read  by  all  interested  in  lesions  about 
the  hip. 

The  author  is  to  be  congratulated  for  a 
piece  of  work  well  done. — Otho  C.  Hudson, 
M.D. 

Clinical  Disorders  of  Iron  Metabolism. 
By  Ernest  Beutler,  M.D.,  Virgil  F.  Fairbanks, 
M.D.,  and  John  L.  Fahey,  M.D.  Octavo  of 
267  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1963.  Cloth,  $8.75. 

In  a well-written  and  well-documented  book 
covering  the  subject  of  iron  metabolism,  the 
authors  have  made  a unique  contribution  to 
the  library  of  the  hematologist  as  well  as  to 
that  of  the  practicing  physician.  Here  is 
presented  interestingly  the  history  of  iron 
metabolism  in  medicine  as  far  back  as  1500 
B.C.,  the  mysterious  disappearance  of  an 
important  nineteenth-century  syndrome,  chlo- 
rosis, and  on  through  World  War  II  and  the 
newer  knowledge  gained  from  iron  isotopes. 
Here,  also,  the  disease  best  appreciated  by  the 
hematologist  as  curable,  iron  deficiency  anemia, 
is  dealt  with  in  a very  complete  manner  and  the 
disease,  hemachromatosis,  wherein  the  physician 
can  actually  “cure”  diabetes,  likewise  is  care- 
fully discussed. 

The  chapter  on  the  metabolism  of  iron  care- 
fully details  the  importance  of  iron  and  life, 
especially  its  necessity  in  the  various  enzyme 
systems,  the  distribution  of  iron  in  the  body  as 
storage  iron,  hemoglobin,  myoglobin,  transport 
iron,  the  labile  iron  pool,  and  enzyme  iron,  and 
the  mechanism  of  transportation  of  iron  across 
the  bowel  mucosa.  Although  this  mechanism 
is  still  unknown,  the  authors  detail  what  is 
known  and  point  up  the  need  for  clarification  of 
the  control  of  iron  absorption.  Complete  lists 
of  various  foods  and  their  iron  contents  are 
tabulated.  Tables  are  also  presented  on  the 
various  factors  influencing  iron  absorption. 

The  readability  is  in  no  way  impaired  by  the 
hundreds  of  references  which  are  woven  into 
the  fabric  of  the  book  without  the  ponderosity 
so  often  encountered. — A.  Irving  Swiller, 
M.D. 
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I WEST  HEEL 

i,  West  252nd  St.  and  Fieldston  Road 

)|  Rivcrdale-on-the-Hudson,  New  York  City 

|l  For  oervou«»  fflcotal,  drug  lod  alcoholic  pacieocs.  The  saoicarium  ii 
<1  beautifaliy  located  io  a private  park  of  ten  acres.  Attractive  cottages, 
r scienii6cally  air-cooditiooed.  Modern  facilities  for  shock  treacmcot. 
j OccapadoiMl  therapy  and  recreational  activities.  Doctors  may  direct  the 
I treatiseot.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

MRS.  HENRy  W.  LLOYD,  R.N.,  Administrator 
, Telephone:  Kinssbridsc  9-8440 


HOLBROOK  MANOR ''S® 

Five  Acres  of  Pinewo-'  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Frifedman,  M.D.,  0-P-,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D.,  Director 


STYLE  Numbered 

Bank  Accounts 

Continental  Bank  of  Nassau,  Ltd. 

3!4  Bay  Street,  Nassau,  Bahamas 
or  dial  N.  Y.  PE  6-0934 
& our  representative  will  call 


PINEWOOD 


Walter  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


}.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Out  1 0-months  day  course  Includes  Intensive  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 


MatuLL  ScUooi 


254  W.  54  St— N Y C 
Circle  7-3434 
. Licensed  by  the  Stale  o(  New  York  


Index  to  Advertised  Products 


Analgesics 


Protamide  (Sherman  Laboratories) 2043 

Soma  Compound  (Wallace  Laboratories) 2051 


I Antibiotics 

' Achromycin-V 

(Lederle  Laboratories, 

Div.  Amer.  Cyanamid  Co.) 2027 

Neosporin  (Burroughs  Wellcome  & Company). . . 2045 

^ Anticonvulsants 

Dilantin  (Parke  Davis  & Company) 2035 

Antiinflammatory  enzymes 
Chymoral 

(Armour  Pharmaceutical  Company) 2nd  Cover 

Orenzyme  (National  Drug  Company) 2029 

Antivertigo 

Antivert  (J.  B.  Roerig  & Company) 2021 

Dramamine  (G.  D.  Searle  & Company) 2059 

Beverages 

No-Cal  (Kirsch  Beverages,  Inc.) 2044 

Dermatologic  preparations 

§HisoHex  (Winthrop  Laboratories) 2025 

ardo  (Sardeau,  Inc.) 2031 

Diagnostic  aids 

Urine  tests  (Ames  Company,  Inc.) 3rd  Cover 


Energizers 

Deprol  (Wallace  Laboratories) 2147 

Gastrointestinal  anticholinergics 
Pathilon 

(Lederle  Laboratories, 

Div.  Amer.  Cyanamid  Co.) 2036-2037 

Mood  elevators 
Dexamyl 

(Smith,  Kline  & French  Laboratories) 2156 

Sedatives 

Barba-Niacin  (Cole  Chemical  Company) 2041 

Skeletal  muscle  relaxants 

Skelaxin  (A.  H.  Robins  Company,  Inc.) 2049 

Surface  antiseptics 

Betadine  (Physicians  Products  Company) 2033 

Tranquilizers 

Atarax  (J.  B.  Roerig  & Company) 2052-2053 

Vasopressors 

Aramine  (Merck  Sharp  & Dohme) 2039 

Vitamins 

Eldec  (Parke,  Davis  & Company) 2022-2023 

Stresscaps 

(Lederle  Laboratories, 

Div.  Amer.  Cyanamid  Company) 4th  Cover 
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Officers  / County  Medical  Societies  / 1963 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


County 


President 


Secretary 


T'reasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus  . 

Cayuga 

Chautauqua. 
Chemung. . . . 

Chenango 

Clinton 

Columbia. . . . 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 

Jefferson 

Kings 

Lewis 

Liringston . . . 

Madison 

Monroe 

Montgomery . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond . . . 
Rockland .... 
St.  Lawrence. 

Saratoga 

Schenectady . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington  . 

Wayne 

Westchester  . 
Wyoming .... 
Yates 


G.  Rebmi  Denton Albany 

John  F.  Glosser Wellsville 

Jerome  B.  Flynn Bronx 

Michael  J.  Maggiore Endicott 

Leo  John  Murphy Olean 

William  W.  Robertson Auburn 

Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Charles  L.  DuBuar Sherburne 

John  Menustik,  Jr Plattsburgh 

Robert  L.  Bowerhan Copake 

William  J.  McAuliffe Cortland 

Harry  J.  Wilbur Walton 

James  K.  Keeley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Hans  Leeds CatskiU 

Arthur  H.  Mulligan Herkimer 

Thomas  P.  Hamilton . . . Watertown 

Julius  E.  Stolfi Brooklyn 

John  H.  Brooks Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Charles  R.  Harris.  .East  Rochester 

Philip  Cortese Amsterdam 

Raymond  F.  Smith.  . .Garden  City 

George  Hinder New  York 

William  R.  Lewis.  . . .Niagara  Falls 

E.  P.  Russell,  Jr Rome 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Lome  S.  Tieman Middletown 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  Duston  Rames.Cooperstown 

John  del  Campo Carmel 

I.  G.  Frohmau.. . .Rockaway  Beach 

John  Enzien Troy 

Joseph  F.  Shanaphy ...  New  Dorp 

L.  G.  Weishaar,  Jr Nanuet 

Lampher  C.  Weston Massena 

John  Esposito Saratoga  Springs 

Norman  D.  Kathan ....  Schenectady 

Donald  Rich  Lyon Middleburg 

James  J.  Norton.  . . .Montour  Falls 

Bruno  Riemer Romulus 

Ralph  F.  Traver Bath 

Jesse  W.  Mahoney . . . East  Setauket 

Jacob  Rubin Woodburne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

John  A.  Cooke,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Walter  S.  Bennett Granville 

Evan  Tansley Newark 

James  M.  Jones Bronxville 

Leo  L.  Trnka Arcade 

Wilfred  D.  McCusker. . . .Penn  Yan 


John  J.  Phelan,  Jr Albany 

Kurt  Zinner Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Olean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Thomas  C.  Seymour Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  D.  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falla 

James  L.  Harrington Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky.  . .Rochester 
Helen  M.  Blanchard. . . .Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr. .New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger ....  Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Ammiel  D.  Schwartz Brewster 

Peter  V.  Gugliuzza Hollis 

John  Squadrito Troy 

John  H.  Randall Staten  Island 

S.  B.  Adler Spring  Valley 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  Dewell. . . .Cobleskill 

Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falls 

Milton  TuUy Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried ....  Livingston  Manor 

Paul  25oltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Charles  R.  Baimon Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Robert  E.  Healy Mt.  Kisco 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Perm  Yan 


Salvatore  Tabacco Albany 

Kurt  Zinner Wellsville 

Harold  E.  Brodman Bronx 

F.  Maurice  Breed Johnson  City 

Duncan  C.  Wormer Portville 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

Henry  B.  Marshall Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Thomas  C.  Seymour Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Rasnmond . . . Johnstown 

James  McCutcheon Batavia 

Mahlon  A.  Atkinson CatskiU 

Timothy  J.  Howard Newport 

James  L.  Harrington ....  Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Robert  F.  Schramm Cazenovia 

T.  Paul  Guest Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine VaUey  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr. . Niagara  Falls 

Theodore  F.  Thomas Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger. . . .Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

JuUan  L.  Glatt Carmel 

Victor  S.  Lait Flushing 

Joseph  Lasko Troy 

J.  J.  SUverman Staten  Island 

D.  Hyman Suffem 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer.  . Waterloo 

Milton  TuUy HorneU 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried ....  Livingston  Manor 

Paul  Zoltowski Waverly 

R.  WendeU  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dover Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  WoodhuU  . . . .Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


EQUIPMENT  FOR  SALE 


FOR  SALE : McFEDRIES  25  M A X-RAY  AND  FLUORO- 
scope.  No  offer  refused.  WE  8-4223,  6-8  P.M. 


X-RAY  MACHINE,  DEEP  THERAPY,  KELEKET, 
Model  220  C,  200  kv,  20  ma.  $1500.  Also  Standard 
stereo  cassette  changer — $200.  Area  212  ILlinois  9-7680. 


EENT  RETIRING.  SELLING  EQUIPMENT  AT  SAC- 
rifice.  Established  practice  included  gratis.  Little  cash. 
Lower  Westchester.  Box  774,  % N.  Y.  St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  assures  good  results.  Free 
Service  first  18  days — rates  after  Free  Service  30%  on  ac- 
counts less  than  6 months  past  due;  33‘/a%  less  than  a 
year;  35%  leas  than  3 years  and,  50%  on  accounts  over  3 
years  old,  accounts  recovered  by  attorneys  and  on  the  first 
ten  doUara,  regardless  of  the  age  of  the  account.  Write  for 
listing  forms — Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y. 
36. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 
IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner— Builder 


REAL  ESTATE  FOR  SALE  OR  RENT 


UNUSUAL  OPPORTUNITY  IN  HUDSON  RIVER  COM- 
munity  for  doctor.  22  room  home  in  excellent  condition. 
Ideal  for  clinic.  $39,000.  Metz-Wood  Agency,  Inc., 
Chatham,  N.  Y. 


FOR  RENT:  DOCTOR’S  OFFICE,  EXCELLENT 

location,  professional  bldg.,  Manhattan,  East  side.  Suit- 
able for  surgeon.  Phone  TE  8-7870. 


GARDEN  CITY,  L.  I.  HOME-OFFICE.  IMMEDIATE 
occup.  Ideal  second  oflSce.  $38,500.  Call  weekdays: 
212  GI  2-5100,  ext.  228.  Week-ends:  516  PI  7-3140. 


FOR  RENT:  BROOKLYN,  LINCOLN  RD.  BETWEEN 
Rogers  & Bedford  Aves.;  attractively  decorated,  well 
equipped  office.  IN  2-0569  evenings. 


OFFICE  TO  SHARE;  PARK  AVENUE,  86TH  STREET. 
Includes  minor  operating  and  recovery  rooms.  Photo 
and  X-Ray  facilities.  Suitable  ENT,  plastic  or  similar 
specialty.  Box  754,  % N.  Y.  St.  Jr.  Med. 


FOR  RENT— MERRICK,  L.  I.,  N.  Y.;  FULLY  EQUIPPED 
office.  New,  modern.  For  general  practitioner  and/ 
or  pediatrician.  Professional  building.  Call  Mr.  Nagle, 
MA  3-6600. 


PROFESSIONAL  OFFICES  AVAILABLE.  NEW 
building,  air-conditioned,  garage,  doormen,  excellent 
transportation.  Physician  needed  in  area.  401  W.  56 
St.  PL  5-9134  or  BU  8-5468. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


YONKERS,  COR.  BX.  RIVER  RD.  FOR  RENT  OR 
sale,  new  2 fm  brick,  suitable  for  office.  Excellent  resid. 
location  in  area  of  new  apt.  houses.  914  BE  7-5271 
evenings. 


FOR  RENT— 5 ROOM  SUITE,  AIR  COND.;  AMPLE 
parking.  Bay  Shore  area;  Brightwaters  Prof.  Bldg. 
MO  5-5074. 


LINDENHURST.  OFFICE  SPACE  AVAILABLE  IN 
modern  air-conditioned  professional  bldg,  on  main  street 
in  fast  growing  village  that  needs  a pediatrician,  obstetri- 
cian, radiologist.  Write  Wellwood  Realty,  498  S.  2nd  St., 
Lindenhurst.  TU  4-0531. 


SPACIOUS,  FULLY  EQUIPPED,  ESTABLISHED 
doctor’s  office;  diathermy  machines.  Also  suitable  for 
dentist.  Reasonable  rental.  HY  7-0322.  Montrose  Ave. 
Brooklyn. 


MASPETH,  QUEENS.  MEDICAL  BUILDING  SUIT- 
able  for  individual  or  group  practice.  Will  alter  to  suit. 
Parking  Area.  Scarane  Realty  Co.,  71-00  Grand  Ave., 
Maspeth.  Ne  9-0606. 


LAKE  FRONT  PROPERTY,  KENT  CLIFFS,  CARMEL, 
N.Y.  $35,000.  Doctor’s  3 room  office  and  6 room  house. 
Many  extras.  On  landscaped  acre  of  ground.  Ample 
parking  space.  Good  business  opportunity.  Call  Mr. 
Jeffers,  212  OR  9-1800,  X.  233.  Weekdays  9-4 : 30;  914 
CA  5-7221,  Evenings  & Sundays.  Or  write  RFD  2, 
Carmel,  N.  Y. 


A'TTRACTIVE  TWO  STORY  TUDOR  HOUSE  CENTER 
of  town.  Currently  set  up  as  doctor’s  office  and  home. 
$37,500.  Will  finance  to  suit  buyer.  Call  for  appoint- 
ment. En.  2-8314  or  weekends  General  2-6040. 


POSITIONS  WANTED 


SURGEON,  D.S.,  F.A.C.S.— RETIRED  FROM  ACTIVE 
ward  service  desires  part-time  association  with  com- 
pensation, industrial,  insurance,  etc.  group.  Box  769,  % 
N.  Y.  St.  Jr.  Med. 


ANESTHETIST  DESIRES  WEEKEND  EMPLOYMENT. 
Also  obstetrical  anesthesia.  Write  Box  767,  % N.  Y.  St. 
Jr.  Med. 


OBSTETRICIAN-GYNECOLOGIST  — 29.  BOARD 
eligible.  Finest  University  training.  Desires  group,  solo, 
or  partnership  opportunity.  Box  770,  % N.  Y.  St.  Jr. 
Med. 


POSITIONS  WANTED— CONT’D 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
CH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Elaatern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 


GENERALIST.  WELL  TRAINED,  EXPERIENCED,  |l 
desires  or  will  consider  purchase  of  GP,  Industrial  or  j 
Group  association,  Partnership,  N.  Y.  (lity,  suburban  I 
areas  preferred.  Box  775,%  N.  Y.  St.  Jr.  M^.  ' 


PRACTICES  FOR  SALE  OR  RENT 


UNUSUAL  OPPORTUNITY  FOR  G.P.  'TO  START  AS  i 
partner  or  owner  of  old  estabL  busy  practice,  upstate  N.  Y.  ' 
Home-office,  all  conveniences,  compL  furnished,  equipped, 
hospitals  nearby.  $10,000  cash  rest  easy  terms.  Box  718,  i 
% N.  Y.  St.  Jr.  Med. 


ACTIVE  GENERAL  PRACTICE,  NORTHERN  N.  Y. 
Immediate  income.  Industry,  dairying,  insurance.  School 
ph^ician.  Open  hospitals.  Lovely  home,  office  building 
adjacent  for  price  of  real  estate.  Will  introduce.  Box 
720,  % N.  Y.  St.  Jr.  Med. 


N.  Y.  C.-QUEENS:  ACTIVE  PRACTICE;  LARGE 

fully  equipped  office,  suitable  Internist,  G.P.,  group. 
Excellent  opportunity.  Box  732,  % N.  Y.  St.  Jr.  Med. 


OFFICES  FOR  RENT:  FULLY  EQUIPPED  FOR  TWO 

doctors.  Sole  village  doctor  recently  deceased;  28 
years  general  practice.  Eunice  L.  Williams,  Executrix 
Cicero,  N.Y.  OW  9-7443. 


20  YEAR,  VERY  ACTIVE  GENERAL  PRACTICE  FOR 
sale  in  Queens.  Beautiful  split  level  home;  fully  equipped 
8 room  office  on  the  ground  floor;  reasonable.  “Chance  of 
a lifetime.’’  Gross  income  in  1962:  $55,000.  Box  765,  % 
N.  Y.  St.  Jr.  Med. 


FOR  SALE.  EAST  FLATBUSH,  BROOKLYN.  Ex- 
ceptional opportunity  for  physician  if  available  im- 
mediately to  continue  active  community  practice  of  sud- 
denly deceased  practitioner.  Modern,  completely  equipped 
office  with  current  patient  file  intact,  X-Ray,  EKG, 
minor  surgery  and  physio-therapy  equipment,  etc.  Rea- 
sonable terms.  Phone  or  write.  DI  2-2226.  Mrs.  Ruth 
PoUack,  9005  Kings  Highway,  Brooklyn,  New  York. 


NYACK,  NEW  YORK.  AVAILABLE:  COMPLE’TELY 
equipp^  office  of  lately  deceased  general  practitioner. 
Great  need  of  G.P.  in  this  area.  Box  772,  % N.  Y.  St.  Jr. 
Med. 
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PRACTICES  FOR  SALE  OR  RENT 


ATTRACTIVE  TWO  STORY  TUDOR  HOUSE  CENTER 
of  town.  Currently  set  up  as  doctor’s  office  and  home. 
$37,500.  Will  finance  to  suit  buyer.  Call  for  appoint- 
ment. En.  2-8314  or  weekends  General  2-6040. 


FOR  SALE.  OFFICE,  GENERAL  PRACTICE,  EQUIP- 
ped.  Midtown  New  York.  35  years  at  location.  Hos- 
pitals nearby.  Retiring.  Call  Sc.  4-8360  6pm-9pm. 
Write  Box  778,  % N.  Y.  St.  Jr.  Med. 


NEW  YORK— LONG  ISLAND.  $20,000  WILL  BUY  A 
Levitt  house,  equipment  and  a General  practice  with  a 
gross  income  over  $40,000.  Box  779,  N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED 


G.P.  NEEDED  FOR  ACTIVE  G.P.  PARTNERSHIP; 
L.  I.  subiurb  N.  Y.  C.;  initial  salary,  eventual  fiffi  partner- 
ship; no  investment;  exceptional  opportunity.  Box 
771,  % N.  Y.  St.  Jr.  Med. 


G.P.,  YOUNG,  ASSOCIATE  WITH  40  YEAR  OLD  G.P. 
Long  Island,  50  miles  N.  Y.  C.  No  OB.  $12,000  first 
year  then  partnership.  Box  773,  % N.  Y.  St.  Jr.  Med. 


WANTED.  GENERAL  PRACTITIONER,  WITH  N.Y. 
State  License,  to  associate  in  well  established  general 
practice  located  40  miles  above  New  York  City.  Salary 
open,  with  partnership  thereafter.  Contact  H.  M. 
Epstein,  M.D.,  1141  Main  Street,  New  York.  Tel; 
PE  7-0550. 


GENERAL  PRACTITIONER  WANTED:  COUNTRY 

atmosphere;  4,600  population;  School  Physician,  Health 
Officer  positions  available.  Hospitals  nearby.  Contact 
Mrs.  Thomas  M.  Barrett,  R.D.  #1,  Whitesboro,  New  York. 


PEDIATRICIAN  AS  ASSOCIATE:  LOWER  WEST- 
chester-Upper  Bronx.  Guaranteed  income  until  full 
partnership.  Teaching  hospital  affiliation.  Box  753, 
% N.  Y.  St.  Jr.  Med. 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
be  Board  eligible.  Write  Box  581,  % N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED  TO  DO  GENERAL  PRACTICE, 
to  join  a medical  group  of  four  general  practitioners  in 
New  York  State.  Partnership  at  the  end  of  one  year. 
Physician  must  be  under  40  years  of  age.  Please  forward 
resume  of  personal  & medical  background.  Box  727, 
%N.  Y.St.  Jr.  Med. 


LOCUM  TENENS  WANTED:  OCTOBER  1 TO  NOVEM- 
ber  1.  General  practice.  Bay  Ridge,  Brooklyn,  N.  Y. 
Call  SHore  Road  5-1252. 


PHYSICIANS  WANTED— CONT’D 


WANTED;  GENERAL  PRACTITIONER,  CLYDE, 
N.  Y.  Smedl  but  active  upstate  New  York  community 
located  in  Finger  Lakes  region;  area  population  7,500. 
Two  30  bed  hospitals  within  seven  miles.  Unusual  op- 
portunity for  establishing  an  excellent  general  practice. 
Write:  Chamber  of  Commerce,  Clyde,  N.  Y. 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Memcal  Education;  abundant  in-patient 
and  out-TOtient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


WANTED:  INTERNIST,  BOARD  QUALIFIED,  FOR 
large  hospital.  Box  702,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTICE:  UNLIMITED  OPPORTUNITY 
for  general  practitioner.  New  hospital  opening  in  18 
months.  Phone  or  write  Mahopac  Hospital,  Mahopac, 
New  York.  MA  8-3406, 


PEDIATRICIAN  AND  G.P.  G40.  OB.  OR  SURG.)  for 
new  young  group  of  2 G.P.’s,  Brd.  cert,  internist  and  sur- 
geon, with  established  practices  in  lovely  suburban  college 
town  75  miles  from  New  York  City.  Brand  new  building. 
X-ray,  lab.  Salary  open,  leading  to  possible  partnership 
in  one  year.  Box  722,  % N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED  TO  WORK  IN  NEW  YORK 
State,  months  of  July  and  August  doing  general  practice. 
Box  726,  % N.  Y.  St.  Jr.  Mod. 


SURGICAL  RESEARCH  FELLOW.  A SURGICAL 
Research  Fellow  is  needed  to  initiate  a program  in  organ 
transplantation.  Excellent  facilities  are  available  in 
modern  research  laboratory  building.  Supervision  and 
assistance  of  group  research  team,  in  well  integrated 
program.  Candidates  must  have  some  previous  surgical 
experience.  Knowledge  of  research  techniques  with 
animals  vtJuable  but  not  essential.  Wagman  Fellowship 
plus  additional  stipend  available  depending  on  quali- 
fications. Apply  to  Samuel  J.  Ajl,  Ph.D.,  Director  of 
Research,  Korman  Bldg.,  Albert  Einstein  Medical  Center, 
York  & Tabor  Roads,  Philadelphia  41,  Pa. 


WANTED.  FELLOWS  IN  THORACIC  AND  CARDIO- 
vascular  surgery  combined  with  surgical  research  for 
500-bed,  modern,  chronic  disease  hospital.  Salary  open, 
depending  on  qualifications.  Apply  Charles  P.  Bailey, 
M.D.,  Director  of  Thoracic  and  Cardiovascular  Surgery, 
St.  Barnabas  Hospital,  Bronx  57,  N.  Y. 


ANESTHESIOLOGIST— BOARD  CERTIFIED  OR 
qualified  as  associate  to  Chief  of  Dept,  in  a major  teach- 
ing hospital  in  N.  Y.  C.  Part  or  full  time.  Commensurate 
salary.  Write  full  details.  Box  776,  % N.  Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST  WANTED.  (N.  Y.  STA'TE 
Licensed).  Full  partnership.  No  obstetrics.  Brooklyn. 
Box  777, ,%  N.Y.  St.  Jr.  Med. 
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STARTING  TOMORROW  MORNING 


•• 


this  capsule  can  help 


one  of  your  overweight  patients  do  without  her  favorite  (fattening) 
foods  at  meals— and  during  all  the  hours  in  between. 


Dexamyl®  Spansule® 

Trademark  brand  of  sustained  release  capsules 

Each  No.  2 capsule  contains  15  mg.  of  Dexedrine®  (brand  of  dextro  amphetamine  sulfate)  and  1)2  gr.  of  amo- 
barbital,  derivative  of  barbituric  acid  (Warning,  may  be  habit  forming].  Each  No.  1 capsule  contains  10  mg.  of 
Dexedrine  (brand  of  dextro  amphetamine  sulfate)  and  1 gr.  of  aipobarbital  [Warning,  may  be  habit  forming]. 


The  active  ingredients  of  the  'Spansule'  capsule  are  so 
prepared  that  a therapeutic  dose  is  released  promptly 
and  the  remaining  medication,  released  gradually  and 
without  interruption,  sustains  the  effect  for  10  to  12 
hours. 

INDICATIONS:  (1)  For  control  of  appetite  in  over- 
weight; (2)  for  mood  elevation  in  depressive  states. 

USUAL  DOSAGE:  One  'DexamyT  Spansule  capsule 
taken  in  the  morning. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 


motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetics  or  barbiturates  and  in  coro- 
nary or  cardiovascular  disease  or  severe  hypertension. 
Excessive  use  of  the  amphetamines  by  unstable  indi- 
viduals may  result  in  a psychological  dependence;  in 
these  rare  instances  withdrawal  of  medication  is  recom- 
mended. It  is  generally  recognized  that  in  pregnant 
patients  all  medications  should  be  used  cautiously, 
especially  in  the  first  trimester. 

SUPPLIED:  Bottles  of  50  capsules. 


Smith  Kline  & French  Laboratories 


Prescribing  information  Jan.  1963 


L 


A special  margarine 


for  the  atherosclerosis  diet 


rhe  latest  report*  in  the  JAM  A on  atherosclerosis 
piets  states,  “...it  appears  logical  to  attempt  to 
reduce  high  concentrations  of  cholesterol  and 
3ther  serum  lipids  as  an  experimental  therapeutic 
procedure.” 

Since  this  report  recognizes  table  spreads  as  an 
important  source  of  dietary  fat,  we  believe  that  it 
is  in  your  professional  interest  to  know  about  the 
fatty-acid  composition  of  Mrs.  Filbert’s  Corn  Oil 
Margarine. 

Mrs.  Filbert’s  Corn  Oil  Margarine  is  a special 
margarine*  * made  from  100%  corn  oil,  over  50% 
of  which  retains  its  liquid  characteristics. 


Because  of  its  high  linoleic  content,  its  ratio  of 
polyunsaturates  to  saturates  is  about  1 .7  to  1 . . . 
and  equals  the  highest  level  available  today  in  any 
corn  oil  margarine. 

Of  the  total  fatty  acid  content,  28%  is  cis-cis 
linoleic  acid. 

Moreover,  when  you  recommend  Mrs.  Filbert’s 
Corn  Oil  Margarine,  your  patient  is  assured  of 
receiving  unmatched  taste  and  flavor  satisfaction 
— an  important  consideration  in  promoting  ad 
herence  to  any  therapeutic  regimen. 

♦AM A Council  on  Foods  and  Nutrition;  The  Regulation  of 
Dietary  JAMA  181:411-423  (August  4,  1962). 

**AMA  Council  on  Foods  and  Nutrition:  Composition  of 
Certain  Margarines,  179:719  (March  3,  1962). 


Made  from  100%  corn  oil  with  liquid  corn  oil  as  its  major  ingredient 

For  additional  information— including  detailed  listings  of  component  characteristics— please  write  to  us. 

J.  H.  FILBERT,  Inc. 

BALTIMORE  29,  MARYLAND 
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Ser-Ap-Es^  can  help  prevent 
hypertensive  damage 


In  essential  hypertension,  the  kidney  frequently 
shows  cortical  atrophy  and  scarring  (A).  The 
most  common  lesion  is  intimal  thickening  and 
fibrosis  of  larger  arteries  (A)  and  hyalinization 
of  afferent  arterioles  (B), 


Ser-Ap-Es  adds  these  exclusive  benefits 
to  rauwolfia-diuretic  therapy: 

1 . a wider  range  of  antihypertensive  action^' ^ 

2.  increased  blood  flow  to  the  kidney^ 


3.  increased  blood  flow  to  the  brain"* 


f 


i 


2158 


More  certain  control  of  blood  pressure,  less 
likelihood  of  complications  with  Ser-Ap-Es 


Progressive  vascular  change,  with  ultimate  damage 
to  the  heart,  brain,  and  kidney  (at  left),  can  often 
be  prevented  by  effectively  treating  high  blood 
pressure.  To  do  this,  more  and  more  physicians  are 
turning  to  Ser-Ap-Es.  Hobbs,'  for  instance,  gave 
Ser-Ap-Es  to  74  hypertensive  patients  and  reduced 
diastolic  pressure  to  90  mm.  Hg  or  less  in  84 
per  cent  of  them.  He  concludes:  “...early  and  more 
general  use  of  a combination  tablet  of  this  type 
which  is  effective  at  several  grades  of  hypertension 
. . . may  well  serve  to  prevent  the  later,  more 
serious  renal,  cardiac,  and  cerebral  complications 
often  seen  in  untreated  hypertensives.” 
References:  1.  Hobbs,  L.  F.:  Virginia  Med.  Monthly 
90:28  (Jan.)  1963.  2.  Dupler,  D.  A.,  Greenwood,  R.  J., 
and  Connell,  J.  T.:  J.A.M.A.  174:123  (Sept.  10)  1960. 
3.  Reubi,  F.  C.:  Proc.  Soc.  Exp.  Biol.  Med.  73:102 
(Jan.)  1950.  4.  Kleh,  J.,  and  Fazekas,  J.  F.:  Amer. 

J.  Med.  Sci.  ^:57  (Jan.)  1954. 

Indications:  Moderate  to  severe  hypertension. 
Caution:  Give  cautiously  to  patients  with  coronary 
artery  disease,  advanced  renal  damage, 
cerebral  vascular  accidents. 

Average  dosage:  1 or  2 tablets  t.I.d. 

Side  effects  & precautionary  measures: 
SERPASIL®  (reserpine  CIBA):  Severe  mental 
depression  has  appeared  in  a small  percentage  of 
patients,  primarily  in  a dose  above  1 mg.  daily 
(higher  than  that  contained  in  maximal  daily 
dosage  of  Ser-Ap-Es).  When  the  drug  is 
discontinued,  depression  usually  disappears, 
but  hospitalization  and  shock  therapy  are 
sometimes  required.  Daily  dosage  above  0.25  mg. 
is  contraindicated  in  patients  with  a history  of 
mental  depression  or  peptic  ulcer. 

Withdraw  reserpine  2 weeks  before  surgery, 
if  possible.  For  emergency  surgical  procedures, 
give  vagal  blocking  agents  parenterally  to  prevent 
or  reverse  hypotension  and/or  bradycardia. 

Rare  reactions:  anorexia,  headache,  bizarre 
dreams,  dizziness.  Occasional  side  effects: 
lassitude,  drowsiness,  nasal  congestion,  looseness 
of  stools,  increased  frequency  of  defecation. 


APRESOLINE®  hydrochloride  (hydralazine 
hydrochloride  CIBA):  Occasional  side  effects: 
headache,  dizziness,  faintness,  palpitation, 
skin  rash,  and  drug  fever.  Rare  side  effects: 
Postural  hypotension;  circulatory  collapse; 
an  arthritis-like  syndrome  which  may  rarely,  with 
continued  administration,  lead  to  a clinical  picture 
simulating  acute  systemic  lupus  erythematosus. 
ESIDRIX®  (hydrochlorothiazide  CIBA):  Watch  for 
signs  of  fluid  or  electrolyte  imbalance.  Further 
electrolyte  depletion  may  cause  hypochloremic 
alkalosis  and  hypokalemia.  Since  the  latter  may 
precipitate  digitalis  intoxication,  watch  carefully 
patients  who  are  also  taking  digitalis  or 
its  glycosides. 

Pay  special  attention  to  electrolyte  balance  of 
patients  with  severe  renal  or  hepatic  insufficiency. 
In  patients  with  cirrhosis  and  ascites,  watch 
for  symptoms  of  impending  hepatic  coma. 
Contraindicated  in  patients  with  oliguria  and 
complete  renal  shutdown. 

Rare  reactions;  purpura  with  or  without 
thrombocytopenia,  skin  rash,  photosensitivity, 
urticaria.  Thiazides  may  decrease  glucose 
tolerance;  use  cautiously  in  diabetics. 
Hyperuricemia  may  occur  but  is  readily 
reversed  by  a uricosuric  agent. 

Cccasional  side  effects:  nitrogen  retention 
(in  hypertensive  patients),  nausea,  anorexia, 
headache,  restlessness,  constipation. 

Supplied:  Tablets  (salmon  pink),  each  containing 
0.1  mg.  reserpine,  25  mg.  hydralazine 
hydrochloride,  and  15  mg.  hydrochlorothiazide. 

2/3073MK 

Ser-Ap-Es"^ 

reserpine  0.1  mg. 
hydralazine 

hydrochloride  25  mg. 
hydrochlorothiazide  15  mg. 

CIBA  SUM  MIT,  N.  J. 
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Scientific  Articles 

2191  The  Treatment  of  Advanced  Breast  Cancer  by  Hypophysectomy 
Fremont  C.  Peck,  Jr.,  M.D.,  and  Kenneth  B.  Olson,  M.D. 

2204  Use  of  Triprop  in  the  Treatment  of  Hypothyroidism 
Maxwell  Spring,  M.D.,  F.A.C.P. 

2211  Technic  of  Lymphography 

Joseph  R.  Wilder,  M.D.,  Alex  Norman,  M.D.,  and  Michael  I.  Resnick,  M.D. 

2215  Relationship  of  Geomagnetic  Environment  to  Human  Biology 
Robert  O.  Becker,  M.D. 

Recent  Advances  in  Medicine  and  Surgery 

2220  Current  Status  of  Surgery  for  Esophageal  Hiatal  Hernia,  Peptic  Esophagitis,  and 
Inflammatory  Stricture 
Warner  F.  Bowers,  M.D.,  Ph.D.,  F.A.C.S. 

Staff  Conference 

2226  Periodic  Paralysis 

State  University  of  New  York  Upstate  Medical  Center 

Clinicopathologic  Conference 

2233  A Mass  in  the  Hip,  A Shadow  in  the  Lung,  and  Protein  Abnormalities 

Knickerbocker  Hospital 

Tropical  Medicine  for  Temperate  Climates 

2247  Amebiasis 

Kevin  M.  Cahill,  M.D.,  D.T.M.&H. 

Case  Reports 

2253  Complete  Atrioventricular  Block  Complicating  Acute  Myocardial  Infarction,  Re- 
sponse to  Corticosteroid  Therapy 
Michael  H.  Grieco,  M.D.,  and  Eric  Andreae,  M.D. 

2258  Leydig  Cell  Tumor  of  Testis  in  Male  Pseudohermaphrodite  with  Testicular  Feminiza- 
tion 

Joseph  A.  Daino,  M.D.,  Victor  Tchertkoff,  M.D.,  T.  H.  Akhavahn,  M.D.,  and 
William  B.  Ober,  M.D. 

continued  on  page  21 62 
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”What  is  a 
tranquilaxant?” 


/Answer: 

"A  drug  that  is  both 
a tranquilizer 
and  a muscle  relaxant!' 


As  a tranquilizer,  TRANCOPAL  (chlormeza- 
none/WinthropJ.  “is  effective  in  the  symptomatic 
treatment  of  anxiety Its  tranquilizing  properties 
are  similar  to  those  of  other  mild  tranquilizers.^ 
Furthermore,  it  relieves  tension  of  both  mind  and 
muscle  without  interfering  with  normal  activity 
or  alertness. 

The  muscle  relaxant  properties^  of  TRANCO- 
PAL (chlormezanone/Winthrop)  provide  an  extra 
dimension  of  effectiveness ...  relaxing  the  spasm 
which  so  frequently  accompanies  psychogenic 
disorders.  Hence,  the  total  therapeutic  effect  of 
TRANCOPAL  (chlormezanone/Winthrop)— a true 
"tranquilaxant”—is  to  produce  a relaxed  mind  in 
a relaxed  body. 

Unsurpassed  Tolerance:  Less  than  3 
per  cent  of  patients  develop  side  effects 
with  TRANCOPAL  (chlormezanone/ 


Winthrop),  such  as  occasional  drowsiness,  dizzi- 
ness, flushing,  nausea,  depression,  weakness 
and  drug  rash.  If  severe,  medication  should 
be  discontinued.  In  most  patients,  however,  side 
effects  are  minor  and  do  not  necessitate  inter- 
ruption of  treatment.  There  are  no  known  contra- 
indications. 

Available:  200  mg.  Caplets®  (green  colored, 
scored),  100  mg.  Caplets  (peach  colored,  scored), 
each  in  bottles  of  100.  Dosage:  1 Caplet  (200  mg.) 
three  or  four  times  daily;  in  some  patients  100 
mg.  three  or  four  times  daily  suffices.  Children 
(5  to  12  years),  from  50  to  100  mg.  three  or  four 
times  daily. 

References. • 1.  A.M.A.  Council  on 
Drugs:  J.A.M.A.  183:469  (Feb.  9)  1963. 
2.  Gruenberg,  F.:  Current  Therap.  Res. 
2:1  (Jan.)  1960. 
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two  new  steroid  forms  for  dermatoses 
threatened  by  infection  Both  of  these  new 
members  of  the  ARISTOCORT  family  of  topicals  contain 
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applied,  brings  early  gratifying  relief  and  at  the  same  time 
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!A.nd  even  these  were  the  fortunate  ones,  despite 
ithe  fact  that  they  were  to  carry  a disfigurement  for 
(life.  Many  died.  Particularly  if  meningitis 
'had  set  in  before  surgery . , . 

You  see  very  few  mastoid  scars  around  today  — and, 
under  20  years  of  age,  they  are  almost  nonexistent. 

But,  not  so  many  years  ago  (1934)  it  was  a 
i different  story : 

’ ‘‘No  case  of  acute  mastoiditis  shoidd  be  accepted 
for  insurance  unless  the  ear  has  healed  up  after 
operation  and  has  remained  so  for  at  least 
six  months.’’* 

From  insurance  risk  to  a practically  unknown 
entity  in  medicine  is  quite  a record  for  the  relatively 
few  intervening  years  between  then  and  now.  The 
reasons  are  not  hard  to  come  by.  Diagnostic  techniques 


have  improved  enormously,  as  has  the  quality  of 
medical  education.  And,  we  submit,  so  has  the  quality 
of  the  medicines  which  have  become  available. 

Yet,  the  value  of  independent  drug  research  has 
been  seriously  challenged  — research  which  has 
produced  the  chemotherapeutic  compounds  which 
make  the  cure  of  mastoiditis  practically  a 
routine,  not  even  a worrisome,  procedure.  True, 
the  cost  may  run  as  high  as  $15.00.  Yet,  ask  the 
man  who  paid  $1,000.00  for  his  mastoid  scar  which 
he  would  have  preferred  - if  he  had  had  the  choice. 

•Asherson,  N.,  "Acute  Otitis  and  Mastoiditis  in  General  Practice," 

H.  K.  Lewis  & Co.,  Ltd.,  London,  1934. 

This  message  is  brought  to  you  on  behalf  of  the 
producers  of  prescription  products.  A display  card  of 
this  ad  for  your  waiting  room  is  available.  Write : 


PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 
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Bringing  Up  Babies.  By  Walter  W.  Sackett, 
Jr.,  M.D.  Octavo  of  295  pages,  illustrated. 
New  York,  Harper  & Row,  1962.  Cloth,  $4.95. 

To  those  of  us  who  secretly  resent  following 
blindly  the  paths  laid  out  for  us  by  custom  or 
tradition,  this  unusual  book  becomes  a banner 
encouraging  us  to  break  with  tradition. 

The  author,  a general  practitioner,  who  has 
practiced,  lectured,  and  written  about  bringing 
up  babies,  believes  basically  that  children,  not 
parents,  can  be  frustrated  and  no  great  harm 
done.  To  prove  this  he  has  a series  of  1,500 
babies  raised  on  solid  food  the  first  week,  and 
three  meals  a day  as  early  as  possible. 

Admitting  that  it  takes  a little  courage  to 
follow  his  advice  and  to  recommend  it  to 
parents,  so  does  giving  formulas  at  room  tem- 
perature and  even  from  the  refrigerator  as  has 
been  recently  recommended. 

This  excellent  book,  written  in  an  easy  com- 
fortable fashion  for  both  parent  and  physician, 
is  a practical  guide  to  raising  children  as  you 
would  like  to  raise  them,  but  have  not  dared  to 
do  so  because  of  the  past. 

I recommend  this  book  highly  for  doctors 
handling  babies  and  parents.  It’s  sure  to  save 
all  three  both  time  and  aggravation. — Edwin 
Matlin,  M.D. 

Evaluation  of  Thyroid  and  Parathyroid 
Functions.  Proceedings  of  the  Third  Ap- 
plied Seminar  of  the  Association  of  Clinical 
Scientists.  Edited  by  F.  William  Sunderman, 
M.D.,  and  F.  William  Sunderman,  Jr.,  M.D. 
Quarto  of  292  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Company,  1963.  Cloth,  $12.50. 

The  Sundermans  have  continued  their  excel- 
lent editings  of  the  proceedings  during  the 
seminars  of  the  Association  of  Clinical  Scientists. 
In  this  third  seminar,  the  laboratory  methods, 
their  interpretations  and  correlations  to  clinical 
observations  leave  little  to  be  desired.  At  a 
research  level  it  meets  the  needs  of  all  interested 
in  thyroid  and  parathyroid  function.  The 
inclusion  of  Evelyn  B.  Man,  Ph.D.,  and  Rulon 
W.  Rawson,  M.D.,  indicates  its  value.  The 
surgical  treatment  of  nodular  goiter,  a contro- 
versial subject,  could  easily  be  deleted.  To 
peruse  this  book  is  to  want  it  and  have  it. 
The  concentration  of  procedures  is  at  ready 
reference. — Bernard  Seligman,  M.D. 

Electrocardiography:  Fundamentals  and 

Clinical  Application.  By  Louis  Wolff,  M.D. 
Third  edition.  Octavo  of  351  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1962. 
Cloth,  $8.50. 


The  author  has  attempted  in  this  work  to 
present  the  fundamentals  and  clinical  ap- 
plication of  electrocardiography.  He  does  this 
by  dividing  the  book  into  three  parts.  The 
first  part  is  an  excellent  presentation  of  the 
basic  principles  of  electrocardiography.  Of 
special  interest  is  chapter  17  wherein  the  author 
discusses  “myocardial  infarction,  ischemia, 
injury  and  necrosis  patterns”  and  the  part 
that  vectors  can  play  in  understanding  these 
patterns. 

In  part  two  the  author  discusses  clinical 
electrocardiography.  The  description  of  the 
various  entities  is  enhanced  by  clear  electro- 
cardiograms and  drawings.  Chapters  23  and 
24  which  concern  coronary  heart  disease  and 
myocardial  infarction  are  especially  well  done. 

Part  three  deals  with  the  normal  and  ab- 
normal cardiac  mechanism.  Here  the  author 
has  included  S-A  nodal  mechanisms,  ectopic 
arrhythmias,  A-V  nodal  rhythm,  atrial  flutter 
and  fibrillation,  paroxysmal  rapid  heart  action, 
and  atrioventricular  block. 

It  is  quite  apparent  that  this  book  has  been 
written  by  a master  in  the  field  of  cardiology, 
who  has  presented  the  subject  of  electrocardi- 
ography beautifully,  and  in  addition  has  shown 
how  the  vectorcardiogram  can  provide  a useful 
addition  to  the  electrocardiogram  as  a diagnostic 
tool. 

The  book  should  be  read  by  the  cardiologist 
and  internist  with  profit. — Burton  L.  Zohman, 
M.D. 


The  Gynecologic  Patient,  A Psycho-Endo- 
crine Study.  By  Somers  H.  Sturgis  with 
Doris  Menzer-Benaron  in  collaboration  with 
Thomas  A.  Morris,  Joseph  Sabbath,  Phillip 
Gates,  Alfred  O.  Ludwig,  Richard  Wilson, 
Robert  Eisendrath,  Benjamin  Murawski,  and 
Harriet  Robey.  Octavo  of  243  pages,  illus- 
trated. New  York,  Grune  & Stratton,  Inc., 
1962.  Cloth, $7.75. 

This  book  was  written  to  summarize  the 
findings  and  conclusions  of  the  gynecologic- 
psychiatric  unit  formed  in  the  Department 
of  Surgery  of  the  Harvard  Medical  School  and 
the  Surgical  Service  of  the  Peter  Bent  Brigham 
Hospital.  The  goal  of  the  unit  was  the  under- 
standing of  physiologic,  endocrine,  and  emo- 
tional problems  that  relate  to  the  function  and 
pathology  of  the  female  reproductive  system. 
The  author  feels  that  gynecology  should 
embrace  those  disturbances  in  function  or 
structure  that  influence  or  are  affected  by  the 
performance  of  the  female  organism.  Dr. 
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Sturgis,  the  principal  author,  was  the  organizer 
and  supervisor  of  the  unit  as  well  as  its  chief 
gynecologist.  Coauthors  include  a psychiatrist, 
pyschiatric  social  worker,  and  psychologists. 

The  book,  a report  of  their  findings,  is  defi- 
nitely not  a text.  There  is  no  attempt  to 
correlate  endocrine  function  or  dysfunction  or 
organic  pathology  with  psychopathologic  be- 
havior reaction  or  vice  versa.  The  book  does 
discuss  in  detail  in  case  history  fashion  certain 
common  complaints  tending  to  involve  endo- 
crine factors  (amenorrhea,  dysmenorrhea,  pre- 
menstrual tension,  and  so  forth)  with  implica- 
tions of  emotional  conflict.  A full  discussion  of 
endocrine  tests,  their  significance,  and  the 
psychiatric  background  and  treatment  results 
are  given. 

In  the  second  half  (in  a similar  manner) 
organic  gynecologic  problems  with  secondary 
physiologic  and  psychiatric  problems  are  dis- 
cussed in  a less  precise  fashion. 

It  is  easily  readable  albeit  occasionally 
rambling  and  repetitious.  With  all  the  facets 
of  a person  made  known  to  the  doctor  more 
specific  and  successful  therapy  can  be  achieved. 
— Toni  Novick,  M.D. 

H3T>ertension,  Recent  Advances.  The  Sec- 
ond Hahnemann  Symposium  on  Hyperten- 
sive Disease.  Edited  by  Albert  N.  Brest, 
M.D.,  and  John  H.  Moyer,  M.D.  Octavo  of 
660  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1961.  Cloth,  $12. 

This  authoritative  volume  contains  the  re- 
cordings of  the  “Second  Hahnemann  Medical 
College  Symposium.”  The  natural  history, 
especially  in  the  aging  population,  through  hfe 
expectancy  is  well  presented.  The  newer  facts 
of  catecholamines,  as  well  as  the  interrelation- 
ship between  arteriosclerosis  and  hypertension, 
are  portrayed.  The  remarkable  records  of  use- 
ful and  relatively  safe  guanethidine,  a-methyl- 
dopa,  spironolactone,  and  other  drugs  are  given. 
Surgery  has  its  inning.  Frequent  discussions 
of  interrelated  topics  by  contributors  add  to  the 
value  of  this  book.  This  is  a research  clinical 
tome  for  students  of  hypertension. — Bernard 
Seligman,  M.D. 

Complications  in  Surgery  and  their  Man- 
agement. Edited  by  Curtis  P.  Artz,  M.D., 
and  James  D.  Hardy,  M.D.  Quarto  of  1,075 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1960.  Cloth,  $23. 

The  editors,  for  the  first  time,  have  compiled 
in  a single  text  the  complications  encountered 
in  the  scope  of  general  and  specific  areas  of 
surgery  and  the  methods  suggested,  with  69 
other  authorities,  for  their  prevention  and  man- 
agement, should  they  occur. 

Curtis  P.  Artz,  M.D.,  is  associate  professor 
of  surgery  at  the  University  of  Mississippi 
School  of  Medicine.  He  graduated  from  Ohio 
State  University  and  served  his  general  resi- 


dency there  under  Dr.  Robert  Zollinger  and  was 
later  chief  resident  at  Brooke  Army  Medical 
Center.  As  director  of  the  U.S.  Army  Surgical 
Research  team  in  Korea  and  the  Surgical  Re- 
search Unit  at  Brooke  Army  Medical  Center, 
he  did  fundamental  work  on  the  systemic  re- 
sponses and  management  of  burns,  earning  the 
Bronze  Star  and  Certificate  of  Merit. 

James  D.  Hardy,  M.D.,  is  professor  and  chair- 
man of  the  Department  of  Surgery  and  director 
of  Surgical  Research  at  the  University  of  Mis- 
sissippi. He  was  a graduate  of  and  surgical 
resident  at  the  University  of  Pennsylvania  under 
Dr.  I.  S.  Ravdin.  He  received  the  degree  of 
Master  of  Medical  Science  in  Physiological 
Chemistry  from  the  Graduate  School  there.  He 
has  been  a tremendous  contributor  to  the  study 
of  the  pathophysiology  of  surgical  disease  and 
recently  summarized  findings  in  the  field  in  a 
text  entitled  “Pathophysiology  in  Surgery.” 

Each  of  the  69  contributors  was  selected  be- 
cause of  his  extensive  experience  with  a par- 
ticular procedure. 

The  text  succeeds  in  authoritatively  pre- 
senting the  warnings  against  common  comphca- 
tions  and  suggesting  methods  of  prevention 
and  treatment. 

Since  most  complications  are  preventable  and 
since  no  other  complete  volume  in  this  area  is 
available,  it  appears  that  the  technics  and  warn- 
ings of  this  group  of  experts  should  benefit  the 
student  preparing  for  surgery  or  the  surgeon 
contemplating  an  operative  procedure. — Ward 
V.  Ceilly,  M.D. 

Pediatrics.  By  L.  Emmett  Holt,  Jr.,  M.D., 
Rustin  McIntosh,  M.D.,  and  Henry  L.  Barnett, 
M.D.  Thirteenth  edition.  Quarto  of  1,395 
pages,  illustrated.  New  York,  Appleton-Cen- 
tury-Crofts,  Inc.,  1962.  Cloth,  $18. 

This  latest  edition  of  Pediatrics  is  a revela- 
tion of  new  ideas  due  to  the  addition  of  many 
new  subjects  and  the  novel  treatment  accorded 
these  topics. 

As  has  been  emphasized  in  the  introduction  by 
the  authors,  a host  of  new  contributing  editors 
has  added  to  the  charm  with  which  each  subject 
has  been  handled. 

Entire  new  sections  and  new  subject  matter 
have  enhanced  the  scope  of  the  book  and  have 
brought  the  textbook  up  to  date  in  many  fields. 
Brief  mention  may  be  made  of  some  of  these 
areas,  such  as  chromatin  studies  for  sex  deter- 
mination, new  aspects  of  metabolism,  including 
protein  anomalies  and  electrolyte  disturbances. 
Accidents  and  poisonings  are  covered  in  detail, 
yet  concisely  and  succinctly.  The  list  of  virus 
infections  and  infectious  diseases  leaves  nothing 
uncovered. 

The  inclusion  of  complete  tables  of  measure- 
ments, growth,  weights,  osseous  development, 
and  a detailed  list  of  blood  chemistry  values 
make  the  appendix  of  this  volume  noteworthy. 

Not  only  will  the  medical  student  find  this 
textbook  informative  and  instructive,  but  the 
practicing  physician  and  pediatrician  will  learn 

continued  on  page  2174 


2172  New  York  State  Journal  of  Medicine  / August  1,  1963 


r 


Before  Duffy  could  pitch  a strike 


. . . vertigo  struck  him. 


The  team  doctor  gave  him  Antivert. 


Antivert  stopped  the  vertigo. . . 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 


Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of 
vestibular  dysfunction,  w/ith  nicotinic 
acid,  a drug  of  choice  for  prompt 
vasodilation.  Side  reactions,  usually 
only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to 
vasodilation  produced  by  nicotinic  acid. 
As  with  all  vasodilators.  Antivert  is 
contraindicated  in  severe  hypotension 
and  hemorrhage.  For  complete  pre- 
scription information,  consult  product 
brochure.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s 
syndrome  and  allied  disorders. 

*ScaI,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 


Antivert' 
stops  vertigo 

...and  for  your  geriatric  patients: 

NEOBON^ 

See  Physicians’  Desk  Reference 
for  prescription  information. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


but  Antivert  can't  stop  everything. 


2173 


continued  from  page  2172 

much  from  this  up-to-date  volume. — Mark  J. 
Wallfield,  M.D. 

Textbook  of  Anatomy.  By  W.  Henry  Hol- 
linshead,  Ph.D.  Quarto  of  1,047  pages,  il- 
lustrated. New  York,  Harper  & Row,  Pub- 
lishers, Inc.,  1962.  Cloth,  $16. 

This  is  an  excellent  and  easily-read  text  in  a 
difficult  field — gross  human  anatomy — a sub- 
ject noteworthy  for  its  complexity.  In  recent 
years  several  writers  have  attempted  especially 
to  “simplify”  anatomic  knowledge  for  the  begin- 
ning student  of  medicine.  Dr.  Holbnshead,  who 
is  professor  of  anatomy  at  the  Mayo  Foundation 
in  the  University  of  Minnesota,  appears  to  have 
been  more  successful  than  most.  This  is  due 
to  his  organization  of  the  subject  matter,  first  on 
a systemic  basis — connective  tissues,  nervous 
system,  circulatory  system,  muscular  system, 
digestive  and  respiratory  systems,  urogenital 
system,  endocrine  system,  skin  and  appendages. 
This  is  followed  by  separate  sections  on  a 
regional  basis — upper  limb,  back,  lower  limb, 
thorax  and  abdomen,  pelvis  and  perineum,  head 
and  neck — giving  more  detailed  information. 
It  is  important  to  note  that  throughout  this 
book  the  descriptions  of  basic  structure  and 
function  are  clear  and  concise. 

Most  of  the  illustrative  material  is  diagram- 
matic, with  line  drawings,  some  employing  red 
color  to  delineate  nerves,  vessels,  and  the  origins 
and  insertions  of  muscles.  However,  these  dia- 
grams are  supplemented,  wherever  more  appro- 
priate, by  half-tone  drawings,  photographs  for 
surface  details,  and  x-rays,  particularly  for  show- 
ing actions  of  joints. 

The  Nomina  Anatomica  is  the  terminology 
used  throughout  but  with  references  to  many 
commonly-used  synonyms.  For  collateral  read- 
ing, carefully  selected  references  to  the  litera- 
ture up  to  the  year  1960  are  appended  at  the 
end  of  each  chapter. 

There  are  so  many  recent  authoritative  pub- 
lications on  the  subject  of  gross  human  anatomy 
that  the  field  is  certainly  amply  covered,  but 
this  book  is  so  well-written  that  it  deserves 
more  than  passing  attention.  Its  very  value 
lies  in  the  fact  that  it  is  not  a detailed  reference 
work  but  rather  an  admirable  attempt  to  sort 
out  and  crystallize  the  fundamental  facts  of 
human  anatomy  for  the  medical  student.  This 
book  also  can  be  read  with  profit  by  tbe  graduate 
student  or  by  the  practitioner  of  medicine  who 
wishes  to  “brush  up”  on  his  anatomy,  and  it  can 
be  highly  recommended  for  all  such  readers. — 
Gordon  E.  Mestler,  Ph.D. 

Humors,  Hormones,  and  Neurosecretions. 
By  Chandler  McC.  Brooks,  Ph.D.,  Jerome  L. 
Gilbert,  M.D.,  Harold  A.  Levey,  Ph.D.,  and 
David  R.  Curtis,  M.D.  Octavo  of  313  pages, 
illustrated.  New  York,  State  University  of 
New  York,  1962.  Distributed  by  University 
Publishers  Inc.  Cloth,  $7.50. 

Brooks  and  his  colleagues  present  a summary 


of  the  progressive  steps  in  the  history  of  internal, 
neuronal,  and  exocrine  secretions;  their  rela- 
tions to  homeostasis.  The  accumulation  of 
knowledge  of  these  disciplines  and  the  clinical 
import  of  these  facts  are  portrayed  by  these 
scientists.  A moderate  number  of  sketches  of 
pertinent  great  historical  personages  and  artistic 
figures  improve  the  reading  and  understanding 
of  the  facts  presented.  All  libraries  and  stu- 
dents of  physiology  and  medicine  would  profit 
by  possessing  this  book. — Bernard  Seligman, 
M.D. 

Preventive  Pediatrics;  Child  Health  and 
Development.  By  Paul  A.  Harper,  M.D. 
Octavo  of  798  pages,  illustrated.  New  York, 
Appleton-Century-Crofts,  1962.  Cloth,  $14.95. 

The  author  has  written  a book  which  will  be 
useful  to  the  student  in  training  as  well  as  to  the 
practicing  physician  and  public  health  officer. 
As  the  title  implies,  the  emphasis  is  on  preven- 
tive pediatrics.  The  reader  will  find  the  chapter 
on  immunizations  giving  him  a better  under- 
standing of  the  “whys  and  wherefores”  of  the 
current  vaccines  in  pediatric  use.  The  first  two 
chapters  of  the  book  are  concerned  principally 
with  growth  and  development  and  its  related 
problems;  these  167  pages  give  a more  detailed 
description  of  the  subject  than  can  be  found  in 
the  standard  textbook  of  pediatrics.  Adoles- 
cence receives  a commendable  amount  of  at- 
tention in  this  book. 

This  is  a supplement  to  the  standard  text- 
books of  pediatrics  and  not  a replacement. 
Hospitals  and  physicians  responsible  for  child 
care  will  find  this  a very  useful  addition  to  their 
library,  for  so  much  important  public  health  in- 
formation is  available  in  detail.  The  author, 
professor  of  maternal  and  child  health  and  as- 
sociate professor  of  pediatrics  at  one  of  the  lead- 
ing medical  schools  in  the  country,  gives  an  ap- 
pealing and  informative  approach  to  pediatric 
environmental  medicine. — Walter  J.  O’Con- 
nor, M.D. 

Pediatric  Diagnosis.  By  Morris  Green, 
M.D.,  and  Julius  B.  Richmond,  M.D.  Second 
edition.  Quarto  of  541  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company. 
Cloth,  $13. 

This  compact  volume  of  erudition  is  divided 
into  four  sections — history,  physical  examina- 
tion, signs  and  symptoms,  and  health  super- 
vision. 

Pediatric  history  taking  is  an  art  and  the 
authors  place  emphasis  on  allowing  the  parent 
to  narrate  all  complaints  adequately. 

Section  two,  on  physical  diagnosis,  covers 
some  two  hundred  pages,  and  a rapid  but  de- 
tailed description  is  given  of  scores  of  areas. 
One  is  constantly  reminded  that  the  four 
cardinal  features  of  inspection,  palpation, 
auscultation,  and  percussion  are  integral  parts 
of  the  examination. 

Each  system  is  covered  in  detail  and  it  is  well 
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nigh  impossible  to  give  more  value  to  one  part 
over  another.  The  chapter  on  developmental 
neurology  covers  a host  of  factors  and  conditions 
through  the  age  of  two  years.  The  chapter  on 
skin  covers  practically  anything  and  everything 
on  the  epidermis,  be  it  an  Echo  9 virus  exanthem 
or  any  erythema  from  toxic  to  boric  acid  poison- 
ing. 

Section  three,  signs  and  symptoms,  covers  any 
conceivable  set  of  findings  pertaining  to  the 
child,  and  a liberal  list  of  references  is  appended 
to  each  item. 

The  last  section  on  health  supervision  carries 
the  child  from  the  prenatal  stage  through  in- 
fancy, school  years,  and  on  to  adolescence. 
Emphasis  on  the  psychologic  development  will 
enable  the  reader  to  understand  the  unique 
personality  attained  at  each  stage. 

This  reviewer  has  thoroughly  enjoyed  the 
volume  on  Pediatric  Diagnosis  and  can  recom- 
mend it  as  a valuable  and  instructive  addition  to 
everyone’s  pediatric  library. — Mark  J.  Wall- 
field,  M.D. 


Ciba  Foundation  Symposium  on  Tumor 
Viruses  of  Murine  Origin.  Editors  for  the 
Ciba  Foundation,  G.  E.  W.  Wolstenholme, 
M.B.,  and  Maeve  O’Connor,  B.A.  Octavo  of 
441  pages,  with  72  illustrations.  Boston, 
Little,  Brown  and  Company,  1962.  Cloth, 
$10.75. 

This  timely  book  contains  the  efforts  and 
thoughts  of  leaders  in  this  field  including  Ludwig 
Gross,  Sara  Stewart,  Charlotte  Friend,  J.  B. 
Moloney,  as  well  as  the  late  John  Bittner.  The 


morphology  of  oncogenic  and  nononcogenic 
mouse  viruses  is  succinctly  portrayed.  The  ex- 
periments in  the  behavior  of  these  viruses  in 
vitro  as  well  as  in  vivo  are  extensive.  The 
reasons  for  cytotoxic  changes  and  also  the  non- 
recovery of  viruses  from  cells  are  discussed. 
The  behavior  of  cells  in  viral  environment  is 
also  studied.  All  treatises  are  intensely 
criticized.  Ciba  Foundation  has  given  us  an- 
other classic  symposium.  This  book  belongs 
in  everyone’s  library. — Bernard  Seligman, 
M.D. 

The  Structure  and  Dynamics  of  Organiza-  J 
tions  and  Groups.  By  Eric  Berne,  M.D.  J 
Octavo  of  260  pages,  illustrated.  Phila-  : 
delphia,  J.  B.  Lippincott  Company,  1962. 
Cloth,  $7.50.  I 

Eric  Berne,  M.D.,  has  studied  groups  of  i 
various  kinds  for  almost  twenty  years.  His  ob-  J 
ject  “in  this  book  is  to  offer  a systematic  frame-  ' 
work  for  the  therapy  of  ailing  groups  and  organi- 
zations.” 

Dr.  Berne  presents  descriptions  of  different 
kinds  of  groups.  He  gives  a terminology  for 
evaluating  the  disruptive  influences  and  rela- 
tionships of  the  various  participants  within  the 
group.  The  relationship  of  the  group  as  a 
whole  to  outside  influences  is  described.  In  ^ 
writing  of  the  relationship  of  the  individual  to 
the  group,  the  concept  that  each  person  in  a 
transaction  plays  the  role  of  parent,  adult,  or 
child  is  correlated  with  dynamic  psychiatry. 

Generally,  this  book  is  recommended  as  a good 
approach  to  an  objective  evaluation  of  groups, 
therapeutic  and  otherwise. — Edward  L.  Fin- 
ney, Jr. 


2176  New  York  State  Journal  of  Medicine  / August  1,  1963 


,‘Siry 


You  can 
take  it  with  you 
...with  EASE 


Here  is  a modern,  clinically- 
accurate  ECG  of  proven 
usefulness  in  thousands  of 
practices  — yet  light  and 
compact  enough  for  even  a 
slight  nurse  or  technician 
to  carry  with  ease. 
Complete  with  all  acces- 
sories, the  Sanborn  Model 
300  Visette®  electrocardio- 
graph weighs  only  18 
pounds,  is  as  compact  as  a 
ladies  overnight  case.  Fully 
diagnostic,  permanent  'car- 
diograms in  all  standard 
leads  are  recorded  by 
heated  stylus  on  inkless 
Permapaper®,  for  immedi- 
ate interpretation.  Simple 
paper  loading,  pushbutton 
“grounding”,  space  for  all 
accessories  in  the  cover 
are  a few  of  the  Visette’s 
convenience  features.  Your 
nearby  Sanborn  Branch 
Office  or  Service  Agency 
will  be  happy  to  provide 
a demonstration  or  15-day 
No-Obligation  Trial  of  this 
modern,  lightweight,  mod- 
erately-priced 'cardiograph. 
Call  your  Sanborn  man  at 
your  convenience. 


SANBORN  COMPANY 

MEDICAL  DIVISION  Waltham  54,  Mass. 


New  York  Branch  Office  1841  Broadway 
Circle  7-5794  and  7-5795 

Rochester  Branch  Office  528  Mt.  Hope  Ave.,  Browning  1-2005 
Buffalo  Resident  Representative  284  Delaware  Ave.,  TL  6-4850 
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Index  to  Advertisers 


FORTNIGHTLY 

REVIEW 


CARL  M.  LOEB, 
RHOADES  8c  CO. 

Members  New  York  Stock  Exchange 

42  WALL  STREET,  N.  Y.  5 
375  Park  Avenue,  N.  Y.  22 


Under  the  generic  nome 
for  lower  costs  to  your  patients 

Chloral  Hydrate  Syrup 

Quality  controlled  by  West-ward 

Color:  Blue-Green 
Taste:  Pleasant  peppermint 

Send  for  your  professional  sample 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

Please  Forward  a professional  sample  of 
West-ward’s  Chloral  Hydrate  Syrup. 
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NYS  8-1 


Alkalol  Company 2295 

Ames  Company,  Inc 3rd  cover 

Burroughs  Wellcome  & Company,  Inc 2190 

Ciba  Pharmaceutical  Company 2158-2159 

Coca-Cola  Company 2300 

Cole  Chemical  Company 2181 

Endo  Laboratories 2171 

J.  H.  Filbert,  Inc 2157 

Greenmont-on-Hudson 2297 

Holbrook  Manor 2297 

Lederle  Laboratories, 

Div.  Amer.  Cyanamid  Co 2167,  2182-2183 

Eli  Lilly  & Company 2184 

Carl  M.  Loeb,  Rhoades  & Company 2178 

Mead  Johnson  Laboratories 4th  cover 

Parke  Davis  & Company 2nd  cover 

Pinewood 2297 

J.  B.  Roerig  & Company 2173 

Roussel  Corp 2175 

Sanborn  Company 2177 

G.  D.  Searle  & Company 2189 

Wallace  Laboratories 2165 

West  Hill 2297 

West-Ward,  Inc 2178 

White  Laboratories 2179 

Winthrop  Laboratories 2161 
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White's^ 

Cod  Liver  OH 

Concentrate 

Drops 

With  Added  Vitamin  D3 


For  infants,  essential  vitamins  A and  D at  only  a penny 
a day!  Only  two  drops  a day  of  White’s  Cod  Liver  Oil 
Concentrate  provide  an  economical,  therapeutically 
sound  way  to  give  infants  vitamins  A and  D.  Each 
White’s  Cod  Liver  Oil  Concentrate  Drop  provides  1,560 
units  of  vitamin  A and  312  units  of  vitamin  D (equiva- 
lent to  one  teaspoonful  of  Cod  Liver  Oil,  N.F.).  Usual 
prophylactic  dose:  2 to  4 drops  daily.  Supplied:  drop- 
per bottles  of  6 cc.,  30  cc.  and  50  cc. 


WHITE  LABORATORIES  INC./KanM«artMI»  Jirity 

PROGRESS  THROUGH  RESEARCH 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Oflice  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Orders  are  now  being 
taken  for  the  1963-64  edi- 
tion, Write:  Directory 

Department,  Medical  So- 
ciety of  the  State  of  New 
York,  750  Third  Ave., 
New  York  17,  N.Y. 
$20.00  a copy  plus  4% 
sales  tax  for  N.Y.C.  de- 
livery. Society  members, 
who  have  paid  their  1963 
dues,  will  receive  the  Di- 
rectory as  part  of  their 
membership  — without 
charge. 


Many  physicians  save  time  by  regularly  consulting  their  Direetory  for 
telephone  listings,  a colleague’s  address  or  offiee  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  souree  of 
information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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Modernized 

lodotherapy 


lodo-Niacin  Avoids  lodism 


For  more  than  100  years  iodides  have  been  employed  in  treatment  of 
atherosclerosis,  coronary  sclerosis  and  angina  pectoris  (Bouillaud,  1858). * 
The  principal  drawback  was  the  serious  and  unpredictable  side  effect  of 
iodism.2 

lodism  has  been  eliminated  by  combining  potassium  iodide  with  the 
protective  factor,  niacinamide  hydroiodide  (lodo-Niacin)  .3  Many  clinical 
reports  on  lodo-Niacin  have  been  published  without  a single  case  of  iodism. 

In  a study  of  59  cases  of  generalized  arteriosclerosis,  lodo-Niacin  was 
administered  in  full  dosage  for  a year  or  longer.  Dizziness  was  relieved 
in  71%  of  cases,  vague  abdominal  distress  in  87%,  chronic  headaches  in 
61%,  and  disorientation  in  50%.  No  iodism.^  Retinal  hemorrhages  were 
absorbed  rapidly 

The  signs  and  symptoms  of  atherosclerosis  which  are  partly  reversible 
have  shown  significant  improvement  under  treatment  with  oral  or  paren- 
teral Iodo-Niacin.5 

Composition:  Each  tablet  contains  potassium  iodide  135  mg.  (2V4  gr.) 
and  niacinamide  hydroiodide  25  mg.  (%  gr.).  Slosol  coated  pink,  in 
bottles  of  100. 


Dosage:  2 tablets  three  or  four  times  daily.  May  be  continued  for 
long  periods  without  iodism.  Also  available  in  ampuls. 

Side  Effects:  Not  a single  case  of  iodism  resulting  from  use  of  lodo- 
Niacin  has  been  reported. 


[lODO-NIACIN 


For  Sustained  Treatment  of  Atherosclerosis 


REFERENCES; 


CHEMICAL  I 

COMPANY  [ 

3715-31  Laclede  Ave.,  | 
St.  Louis  8,  Mo.  I 

■■  - . 


1.  SoIImann’s  Manual  of  Pharmacology,  8th 
ed..  1957,  p.  1121. 

2.  Goodman  & Gilman’s  Pharmacological 
Basis  of  Therapeutics,  2nd  ed.,  1955. 
p.  824. 

3.  Am.  J.  Digest.  Dis.  22:5,  1955. 

4.  Am.  J.  Ophth.  42:771,  1956. 

5.  Af.  Fimw  84:741,  1956. 


COLE  CHEMICAL  COMPANY  NYS-8 

3721-27  Laclede  Ave.,  St.  Louis  8,  Mo. 

Gentlemen: 

Please  send  me  professional  sample  and  literature  on  lODO-NIACIN. 

DOCTOR... 

STREET 

CITY ZONE STATE  
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Air  Rights 


With  ARISTOCORT  Triamcinolone,  many 
asthmatic  patients  obtain  early  gratifying 
relief  of  wheezing,  dyspnea  and  spasmodic 
coughing.  And  maintenance  dosage  in  many 
cases  can  be  surprisingly  \o^— often  as  little 
as  a single  2 mg.  tablet  per  day.  Yet  it  pro- 
vides this  symptomatic  control— which  may 
enable  many  patients  to  continue  their  cus- 
tomary livelihoods  or  regular  household 
activities— with  only  minimal  interference 
withothermetabolicfunctions.In  this  respect, 
ARISTOCORT  Triamcinolone  is  distin- 
guished compared  with  other  corticosteroids, 
old  and  new.  Typical  steroid  problems  of 
sodium  retention  and  edema,  euphoria,  or 
voracious  appetite  and  excessive  weight  gain 
rarely  occur. 

ARISTOCORT  Triamcinolone  is  indicated 
when  anti-inflammatory,  anti-allergic  action 
of  glucocorticoids  is  desired,  side  effects  of 


glucocorticoids  generally : Cushingoid  effects, 
hirsutism,  leucopenia,  purpura,  vertigo, 
fatigue,  increased  hyperglycemia,  osteopo- 
rosis, gastrointestinal  hemorrhage,  cataracts, 
growth  suppression  in  children  and  increased 
intracranial  pressure.  Other  glucocorticoid 
effects  thought  more  likely  to  occur  with 
triamcinolone:  reversible  weakness  of  mus- 
cles and  flushing  of  face. 
precautions:  ARISTOCORT  Triamcino- 
lone should  be  used  with  extreme  caution  in 
viral  infection,  particularly  herpes  simplex 
and  chicken  pox,  in  tubercular  or  fungal 
infection,  in  active  peptic  ulcer,  acute  glo- 
merular nephritis  or  myasthenia  gravis. 
FORMULA— Tablets  (scored)  containing  1 
mg.,  2 mg.  or  4 mg.  of  triamcinolone.  Syrup 
— 2 mg.  of  triamcinolone  diacetate  per  5 cc. 
(5  mg.  of  triamcinolone  diacetate  is  equiva- 
lent to  4 mg.  of  triamcinolone). 


Aristocort 

Triamcinolone 

Maximum  steroid  benefits  with  minimum  steroid  penalty 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River,  New  York 

162-R3  (DC31-S) 


We  like  visitors.  We  like  to  show 
them  our  modern  equipment  and 
latest  research  facilities,  our  exact- 
ing manufacturing  techniques  and 
unexcelled  quality  standards.  Up  to 
a point,  that  is.  A white  line  pro- 
vides the  barrier  that  discourages 


further  exploration.  It  means  look 
but  don’t  cross.  It  is  a safeguard 
against  inadvertent  mishandling  or 
misplacing  of  products  — another 
precaution  in  an  endless  list  of  rules  ! 
contributing  immeasurably  to 
the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Original  papers  will  be  considered  for  publica- 
tion with  the  understanding  that  they  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
750  Third  Avenue,  New  York  17,  New  York. 

Preparation  of  Manuscript:  Manuscripts 

should  be  face  copy  typed  double-spaced  with 
adequate  margins  on  fii*m  paper.  Carbon  copy 
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degi'ees,  and  any  institutional  or  other  credits. 
Pages  should  be  numbered  consecutively. 
Tables  should  be  typed  and  numbered  and 
should  have  a brief  descriptive  title.  Quota- 
tions must  include  full  credit  to  both  author  and 
source.  Periodical  references  should  include  in 
order:  author’s  name  with  initials,  title,  peri- 

odical abbreviation,  volume,  pages,  and  year. 
References  should  be  numbered  consecutively 
in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs 
should  be  submitted.  Illustrations  should  be 
numbered  consecutively  and  indicated  in  the 


text.  The  number,  indication  of  the  top,  and  the 
author’s  name  should  be  attached  to  the  back 
of  each  illustration.  Legend  should  be  typed, 
numbered,  and  attached  to  each  illustration. 
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The  second  Redway  Award 

The  second  annual  Laurance  D.  Red  way 
Award  for  Medical  Writing  was  made  to 
John  Edward  Doyle,  M.D.,  on  May  13, 
1963,  the  opening  day  of  the  annual  meeting 
of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York.  Dr. 
Doyle,  as  senior  author,  accepted  the  medal 
on  behalf  of  his  three  associates,  Sidney 
Anthone,  M.D.,  Roland  Anthone,  M.D., 
and  Arthur  E.  MacNeill,  M.D.,  for  their 
paper,  “Ultrafiltration  with  Parallel  Flow, 
Straight  Tube  Dialyzer,”  which  was  pub- 
lished in  the  Journal  on  January  15, 
1962.  The  judges  selected  this  work  from 
among  18  nominations  made  by  the  readers 
and  by  the  Associate  Editorial  Board. 
Their  reasons  for  the  choice  were  set  forth 
in  the  citation,  which  read  as  follows: 

From  among  the  many  fine  articles  pub- 
lished in  the  Journal  in  1962  that  were 
recommended  to  the  judges,  this  was  chosen 
for  highest  merit.  The  work  itself  was  care- 
fully executed  as  a result  of  years  of  experience 
in  developing  the  apparatus  and  the  technic 
of  its  use.  Developments  in  the  field  were 
extremely  well  documented  and  the  references 
extensive  for  an  area  of  investigation  as  new 
as  this.  The  description  of  the  apparatus 
and  its  use  in  the  7 cases  reported  was  clear, 
attractive,  and  readily  understandable  to  the 
reader  unfamiliar  with  this  medical  develop- 
ment. 

The  judges  felt  that  this  was  an  important 
contribution  to  the  literature  of  a compara- 
tively new  reach  forward  and  that  the  au- 
thors had  met  and  set  high  standards  for  the 
Laurance  D.  Redway  Award  for  excellence  in 
medical  writing. 

Dr.  Doyle,  a native  of  Rhode  Island, 
graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1948.  He  took  sub- 
sequent training  in  medicine  at  the  Buffalo 
General  Hospital  and  then  served  in  the 
Medical  Corps  of  the  U.S.  Navy,  com- 
pleting the  course  of  the  School  of  Aviation 


John  Edward  Doyle,  M.D.  (left),  receives  Laurance 
D.  Redway  medal  from  Joseph  A.  Lane,  M.D. 
(right),  president  of  The  Medical  Society  of  the 
State  of  New  York. 


Medicine  at  Pensacola,  Florida.  He  fin- 
ished active  duty  in  1953  and  served  in  the 
active  reserve  until  1957,  when  he  resigned  j 
with  an  honorable  discharge  and  with  the 
rank  of  Lt.  Commander  MC,  USNR.  He 
subsequently  served  as  a research  feUow 
and  assistant  in  medicine  at  the  University 
of  Buffalo  School  of  Medicine  and  at  the  I 
Buffalo  General  Hospital.  ' 

In  1959,  Dr.  Doyle  joined  Bristol  Lab-  I 
oratories  as  assistant  director  of  clinical  | 
investigation  and  at  present  holds  the  post  j 
of  director  of  clinical  investigation  with  that  l 
organization.  He  is  a clinical  instructor  i 
in  medicine  on  the  faculty  of  the  Upstate 
Medical  Center,  State  University  of  New 
York,  Syracuse.  He  has  written  and  pub- 
lished extensively  on  renal  physiology  and  j 
the  artificial  kidney. 

The  Journal  is  honored  to  number  | 
among  its  authors  a writer  of  such  distinc- 
tion and  to  note  the  large  number  of  papers 
published  last  year  that  were  considered 
to  be  eligible  for  the  Red  way  Award. 


2186  New  York  State  Journal  of  Medicine  / August  1,  1963 


ulmonary  fibrosis  and  emphysema 


I Dramatic  advances  in  cardiopulmonary 
[physiology  during  the  past  two  decades 
Shave  made  possible  a more  precise  clinical 
and  functional  evaluation  of  coexisting  lung 
[diseases  of  like  or  different  etiology.  For 
! example,  a clinical  diagnosis  of  pulmonary 
i fibrosis  and  emphysema  is  often  encountered 
in  medical  practice  and  reported  in  the  litera- 
ture. The  two  conditions  may  and  do  co- 
exist in  certain  clinical  situations,  although 
not  necessarily.  Pulmonary  fimction  tests 
may  reveal  that  one  or  the  other  predomi- 
nates or  plays  a minor  role,  if  any,  in  causing 
pulmonary  insufficiency.  The  predisposing 
incitants  of  pulmonary  fibrosis  are  well 
known;  injury  resulting  from  chemical  and 
thermal  agents,  infections  such  as  tuber- 
culosis, infectious  or  radiation  pneumonias, 
sarcoidosis,  and  the  pneumoniconioses.  Of 
more  obscure  etiology  are  diffuse  interstitial 
fibrosis  of  the  Hamman-Rich  type,  eosino- 
philic granulomas  (Loeffler’s  syndrome), 
and  scleroderma  in  which  diffuse  alveolar 
fibrosis  results.  Emphysema  often  com- 
plicates advanced  pulmonary  fibrosis. 

Patients  with  diffuse  fibrosis  suffer  from 
dyspnea  because  of  hyperventilation  aggra- 
vated by  exercise  and  infection.  Symptoms 
may  be  relieved  by  rest,  breathing  oxygen, 
and,  if  infection  is  present,  by  antibiotics. 
In  addition  to  hyperventilation,  pulmonary 
function  evaluation  will  reveal  reduction  of 
the  vital  capacity  and  impaired  diffusion  of 
oxygen  across  the  alveolar  capillary  mem- 
brane caused  by  alveolar  fibrosis.  There  is 
a correlation  between  the  severity  of  dysp- 
nea and  the  degree  of  reduction  in  the  dif- 
fusing capacity,  although  the  MMF  (maxi- 
j mal  mid-expiratory  flow  rate)  and  the  timed 
* vital  capacity  may  remain  relatively  normal. 

; The  cause  of  pulmonary  fibrosis  may  be 
I evident;  it  is  obscure  or  unknown  in  pul- 
monary emphysema.  Since  emphysema  was 
described  by  Laennec  as  a morbid  anatomic 


change  of  the  lung,  clinicians,  pathologists, 
and  physiologists  have  not  succeeded  in 
elucidating  the  pathogenesis.  A variety  of 
incitants  have  been  implicated  —smog,  cig- 
aret  smoking,  soot  resulting  in  black  pig- 
ment deposition  in  the  alveoli,  recurrent 
respiratory  infections^ — but  none  has  been 
proved  to  the  satisfaction  of  all  concerned 
to  be  the  cause  of  the  disease.  In  pul- 
monary emphysema  there  is  obstruction  of 
the  small  airways,  fragmentation  and  rup- 
ture of  the  alveoli,  and  overdistention,  which 
results  in  increase  of  Ivmg  volume  and  hyper- 
ventilation. Bronchiolitis  is  believed  by 
some  to  precede  the  destruction  and  dis- 
appearance of  small  airways.  Chronic  bron- 
chitis and  pneumonitis  frequently  complicate 
emphysema.  Pulmonary  fimction  is  al- 
tered, and  hyperventilation  and  impaired 
diffusion  of  oxygen  are  generally  present. 
There  is  a correlation  between  the  severity 
of  dyspnea  and  the  degree  of  reduction  of 
the  diffusing  capacity.  There  is  a reduction 
in  vital  capacity.  Pulmonary  function  tests 
reveal  a decrease  in  the  diffusing  capacity 
due  to  a paucity  of  alveoli.  Airway  ob- 
struction results  in  respiratory  delay  re- 
flected in  the  MMF  and  timed  vital  ca- 
pacity. Increased  CO2  and  lowered  O2 
tension  in  arterial  blood  result  in  hypoxemia 
and  severe  pulmonary  insufficiency. 

In  many  cases  a chnical  diagnosis  of 
pulmonary  fibrosis  and  emphysema  may 
be  made  without  pulmonary  function  studies; 
others  require  function  tests  for  elucidation. 
Pulmonary  function  screening  may  detect 
early  abnormalities.  Attention  to  early 
symptoms  of  shortness  of  breath  and  cough, 
protection  against  exposure  to  pulmonary 
irritants,  and  early  treatment  of  symptoms 
will  do  much  to  relieve  or  prevent  the  haz- 
ard associated  with  pulmonary  fibrosis  and 
emphysema. 

W.  G.  C. 
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The  Treatment  of 
^Advanced  Breast  Cancer 
by  Hypophysectomy 


FREMONT  C.  PECK.  JR.,  M.D. 

Albany,  New  York 
KENNETH  B.  OLSON.  M.D. 

Albany,  New  York 

Assistant  Clinical  Professor  of  Neurosurgery, 
Department  of  Surgery,  (Dr.  Peck); 
Professor  of  Medicine,  Subdepartment  of  Oncology 
(Dr.  Olson),  Albany  Medical  College  of  Union  University 


Since  Luft,  Olivecrona,  and  Sjogren ^ first 
demonstrated  the  effect  of  hypophysectomy 
in  the  treatment  of  breast  cancer,  there  have 
been  a ninnber  of  subsequent  reports. 
Pearson  and  Ray“  have  had  the  greatest 
total  experience,  and  their  results  have 
been  summarized  recently.  The  44  patients 
reported  here  have  been  studied  in  a manner 
similar  to  that  reported  by  Pearson  and 
Ray  and  include  all  of  the  cases  of  female 
breast  cancer  treated  by  hypophysectomy 
at  the  Albany  Medical  Center  Hospital 
between  October  1,  1956,  and  November  1, 
1961.  Three  of  44  patients  eire  still  living, 
and  aU  have  been  followed  for  at  least  six 
months  or  until  their  death. 

Material 

Patients  with  advanced  breast  cancer, 
usually  refractory  to  other  forms  of  treat- 
ment, were  selected  for  this  procedure. 
Originally,  a few  patients  with  obvious 


HYPOPHYSECTOMY  ivas  performed  on  44  pa- 
tients with  advanced  breast  cancer.  An  ob- 
jective improvement  occurred  in  16,  or  36  per 
cent,  for  two  months  or  more,  with  a median 
response  of  nine  months.  Five  patients  died 
within  thirty  days  of  operation.  Complete 
hypophysectomy  was  probably  achieved  in  86 
per  cent.  Previous  responses  to  oophorectomy 
or  hormone  therapy  were  of  little  value  in  pre- 
dicting a favorable  response.  Chemotherapy 
and  hormone  treatment  after  hypophysectomy 
were  of  limited  success  in  only  2 patients. 
This  procedure  is  of  value  but  should  be  used 
only  after  at  least  one  trial  with  hormone 
therapy  or  oophorectomy  in  the  premeno- 
pausal woman  and  before  the  disease  is  so 
advanced  that  it  is  unlikely  the  patient  will 
survive  long  enough  for  a worth-while  remis- 
sion. 


hepatic  metastasis  were  excluded,  but  others 
later  were  included.  Patients  with  known 
or  suspected  intracranial  metastasis  were 
not  subjected  to  surgery.  A nmnber  of 
menstruating  patients  who  had  failed  to 
respond  to  oophorectomy  or  x-ray  castration 
were  not  operated  on.  Virtually  aU  other 
patients  with  advanced  cancer  were  offered 
this  procedure,  and  about  50  per  cent  ac- 
cepted. 

Some  patients  with  extensive  pulmonary 
disease  who  were  receiving  oxygen  therapy 
were  operated  on,  perhaps  imwisely.  Two 
women  who  were  still  menstruating  were 
operated  on  because  their  disease  was  so 
fulminating  that  oophorectomy  was  not 
believed  to  be  feasible,  and  it  was  hoped 
that  they  might  obtain  a quicker  or  better 
result  with  hypophysectomy.  Of  the 
remaining  women,  1 was  three  months 
beyond  the  menopause  at  the  time 
of  hypophysectomy,  26  were  from  one  to 
five  years,  4 were  from  six  to  ten  years, 
and  11  were  over  ten  years  beyond.  AU  of  the 
women  \vere  of  the  white  race. 


August  1,  1963  / New  York  State  Journal  of  Medicine  2191 


TABLE  I.  Results  of  hypophysectomy  in  the  treatment  of  advanced  breast  cancer 


Dominant 

Lesion 

Menstru- 

ating 

)ause  (Years)- 
6 to  10 

Totals 

Per 

Cent 

Less 

Than 

1 

1 to  5 

More 

Than 

10 

Soft  tissue 

O'O* 

0/0 

0/2 

0/1 

1/2 

1/5 

20 

Osseous 

0/1 

0/0 

5/16 

2/2 

0/2 

7/21 

33 

Visceral 

0 1 

0/1 

4/8 

0/1 

4/7 

8/18 

44 

Totals 

0/2 

0/1 

9/26 

2/4 

5/11 

16/44 

36 

0 

0 

34  per  cent 

50  per  cent 

45  per  cent 

* 0/0  = remissions  per  total  cases  in  category. 


Methods 

The  management  of  patients  prior  to  and 
following  hypophysectomy  has  been  de- 
scribed by  Ray,'^  and  this  method  was  used 
in  this  study.  After  recovery  from  opera- 
tion, the  patients  were  maintained  on 
25  to  50  mg.  of  cortisone  per  day.  In  a few 
instances,  posterior  pituitary  medication, 
in  the  form  of  vasopressin  tannate  (Pitressin 
tannate)  parenterally  or  inhaled  posterior  pi- 
tuitary powder,  was  required  for  the  control 
of  thirst  and  polyuria.  Thyroid  extract 
in  a dose  of  120  mg.  a day  was  added  later 
when  signs  of  myxedema  were  evident  or 
if  there  was  biochemical  evidence  of  thyroid 
deficiency  which  usually  occurred  about  six 
to  eight  weeks  after  operation. 

The  operative  technic  was  essentially 
that  described  by  Ray.^'*  A right  frontal 
intradural  approach  was  used;  the  pituitary 
stalk  was  divided  close  to  the  hypophysis; 
and  the  gland  was  removed  with  special 
curets.  The  empty  sella  then  was  treated 
liberaUy  with  Zenker’s  fluid  to  destroy  any 
remaining  pituitary  remnants. 

The  preoperative  study  included  measure- 
ment of  lesions,  skeletal  survey,  PBI  (serum 
protein- bound  iodine),  twenty-fotn  horn" 
RAI  (radioactive  iodine)  uptake  studies  in 
the  thyroid  area,  routine  morphologic  blood 
examination,  and  serum  and  urinary  cal- 
cium and  phosphorus  levels.  Urinary  gon- 
adotropins were  studied  by  the  Klinefelter, 
Albright, and  Griswold^®  method,  17-ketoster- 
oid  excretion  by  the  method  of  Callow,  Cal- 
low, and  Emmens,!®  estrogens  by  the  method 
of  Brown,  and  urinary  calciinn  by  a com- 
bination of  the  methods  of  Horner'*  and 
Fales.'*  Serum  calcium,  phosphorus,  alka- 
line phosphatase,  total  protein,  and  albumin 
and  globulin  determinations  were  done  by 
conventional  methods.  Liver  function 


studies  were  obtained  when  indicated. 
Vaginal  smears  were  stained  by  the  Papan- 
icolaou technic.  When  possible,  and  in  most 
of  the  cases,  these  studies  were  repeated 
at  monthly  intervals  after  operation.  Skel- 
etal x-ray  surveys  were  obtained  at  least 
every  three  months  and  more  often  when 
indicated. 

The  patients  were  classified  according  to 
menopausal  age  and  dominant  lesion.  Thus, 
if  the  disease  was  confined  to  the  chest  wall, 
axilla,  and  supraclavicular  area,  it  was  con- 
sidered to  be  soft  tissue,  and  if  the  skeleton  i 
or  viscera  were  involved,  it  was  classed 
accordingly. 

The  patients  were  classified  eventually 
as  showing  progressive  disease  or  experienc- 
ing an  objective  remission  following  opera- 
tion. When  there  was  no  change  in  disease 
status  for  six  months  or  more,  the  cases  were 
considered  arbitrarily  to  show  progressive 
disease,  and  an  “arrested”  status  was  not 
used.  AU  of  these  latter  patients  eventually 
demonstrated  progression  of  their  disease. 

A patient  was  considered  to  be  in  remission 
if  at  least  50  per  cent  of  the  measurable 
lesions  had  regressed  and  no  new  lesion 
appeared.  This  condition  had  to  be  main- 
tained for  at  least  two  months  and  for  two 
observation  periods.  All  cases  demonstrated 
progressive  disease  at  the  time  of  operation 
or  had  compelling  clinical  indications  for 
treatment. 

Results 

Five  of  the  44  patients  (11  per  cent)  died  I 
within  thirty  days  of  operation.  In  3 of 
these  cases,  there  was  lymphangitic  pul- 
monary spread  of  disease  at  the  time  of 
operation,  and  death  was  due  to  anoxia  be- 
cause of  progressive  disease.  One  patient 
died  twenty-nine  days  after  operation  with 
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TABLE  II.  Duration  of  remission  and  of  life  after 
hypophysectomy 


Duration 

of 

Remission 
Cases  (Months) 

Duration  of  Life 
(Months) 
Remis-  No  Re- 
sion  mission 

Average  9 . 8 

Median  9 

16.3  7.1 

15  5 

TABLE  III.  Response  to  hypophysectomy  after 
oophorectomy 

Hypophysectomy 

Response 

Oophorectomy 

Response 

Failure  Remission 

Failure* 

Remission 

4 9 

1 5 

Totals 

5 14 

* Two  additional  cases  had  prophylactic  castration  and 
failed  to  respond  to  hypophysectomy. 


TABLE  IV.  Response  to  hypophysectomy  after 
androgen  therapy 


Hypophysectomy 

-—Androgen  Response — - 

Response 

Failure 

Remission 

Failure 

10 

6 

Remission 

7 

2 

Totals 

17 

8 

extensive  metastasis  to  the  heart.  Only 
1 patient  (2.1  per  cent)  appeared  to  die  as  a 
direct  result  of  operation,  and  this  patient 
experienced  a pathologic  fracture  of  the 
femur  in  the  operating  room  and  in  addition 
developed  rhinorrhea  and  a terminal  bron- 
chopneumonia. This  was  the  only  case  in 
which  the  anterior  clinoid  process  had  to  be 
removed  to  expose  the  pituitary  gland. 

The  results  are  presented  in  Table  I; 
they  are  distinctly  better  in  the  older  pa- 
tients and  somewhat  better  in  those  with 
dominant  osseous  or  visceral  disease.  The 
duration  of  remission  varied  from  two  to 


nineteen  months,  with  a mean  response  of 
9.8  months  and  a median  response  of  nine 
months.  The  duration  of  life  after  hy- 
pophysectomy is  presented  in  Table  II.  This 
shows  the  survival  after  hypophysectomy  is 
2 to  3 times  longer  in  those  patients  ob- 
taining a remission  as  compared  with  the 
failures. 

A remission  of  disease  after  oophorectomy 
in  menstruating  women  has  been  said  by 
Pearson  and  Ray^  to  be  the  best  indication 
for  hypophysectomy.  In  this  series,  sum- 
marized in  Table  III,  there  were  14  of  19 
patients  who  had  a response  to  oophorec- 
tomy, and  only  5,  or  35  per  cent,  of  these 
patients  were  further  benefited  by  hypo- 
physectomy. 

A response  to  hormone  therapy®-^®  is 
stated  to  be  an  indication  for  subsequent 
ablative  therapy,  and  in  Table  IV  the 
response  to  androgen  therapy  is  related  to 
subsequent  hypophysectomy.  There  were 
17  patients  who  failed  to  respond  to  andro- 
gen therapy,  and  yet  7,  or  41  per  cent,  ob- 
tained a remission  with  hypophysectomy. 
Only  2 of  8 patients  who  responded  to 
androgen  therapy  were  later  benefited  by 
operation. 

Five  patients  received  estrogen  therapy 
before  operation,  and  all  failed  to  respond 
to  this  form  of  therapy.  One  of  these 
patients  responded  subsequently  to  hypo- 
physectomy. Two  of  8 patients  responded 
to  prednisone  therapy,  and  all  were  sub- 
jected to  hypophysectomy,  but  none  re- 
sponded. Thus,  response  to  oophorectomy 
or  hormone  therapy  had  little  relationship 
to  subsequent  response  to  hypophysectomy 
in  this  series,  but  it  is  probable  that  the 
numbers  are  too  small  for  final  conclusions. 

Long  duration  of  disease  prior  to  therapy 
has  been  said  to  have  a favorable  relation- 
ship to  response  to  subsequent  therapy. 
Table  V would  seem  to  indicate  that  those 
patients  responding  to  hypophysectomy  were 
slightly  older  at  the  time  of  original  diagnosis 


TABLE  V.  Relation  of  age  and  duration  of  disease  to  response  of  breast  cancer  to  hypophysectomy 


Number 

Age  at  Diagnosis 

Interval  from 
Diagnosis  to 
First  Recurrence 

Interval  from 
Original  Diagnosis  to 
Hypophysectomy 

of 

(Years) 

(Months) 

(Months) 

Response 

Cases 

Median 

Mean 

Median 

Mean 

Median 

Mean 

Remission 

16 

52 

51 

23 

33 

39 

53 

Failure 

28 

46 

47 

24 

34 

36 

56 
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FIGURE  1.  Urinary  gonadotropin  levels  in  21  cases 
of  breast  cancer  treated  with  hypophysectomy. 
(A)  Results  in  11  cases  obtaining  remission  of  dis- 
ease. (B)  Results  in  patient  with  no  remission. 

than  the  nonresponders.  The  mean  and 
median  intervals  from  the  diagnosis  to  the 
first  evidence  of  recurrent  disease  and  to 
hypophysectomy  were  essentially  the  same 
in  both  groups. 

Completeness  of  hypophysectomy 

It  is  not  possible  to  be  certain  of  the  com- 
pleteness of  hypophysectomy  by  any  single 
test  or  group  of  tests.  Even  at  postmortem 
examination,  it  is  necessary  to  do  serial 
sections  of  the  contents  of  the  sella  turcica 
to  rule  out  the  possibility  that  fimctioning 
tissue  remains.  Furthermore,  it  is  apparent 
that  complete  hypophysectomy  is  not  es- 
sential for  remission, and,  indeed,  it  is 
quite  possible  that  stalk  section  may  be 
adequate  in  some  cases.  It  was  not  pos- 
sible to  detect  hypophyseal  tissue  in  any 
of  the  patients  coming  to  autopsy  either 
grossly  or  with  random  microscopic  sections. 
Serial  sections  were  not  done.  In  2 of  44 
cases,  there  was  gross  metastasis  of  breast 


PROTEIN  BOUND  IODINE  (SERUM) 
REMISSION 


FIGURE  2.  Serum  FBI  determinations  (A)  in  10 
patients  obtaining  remission  and  (B)  in  10  patients 
with  no  remission.  Thyroid  extract  given  to  most 
of  these  patients  two  months  after  hypophysec- 
tomy. 

cancer  to  the  pituitary  at  the  time  of  opera- 
tion. 

In  Figure  1,  the  gonadotropin  content  of 
the  urine  is  plotted  for  11  cases  that  ob- 
tained remission  as  compared  to  10  failures. 
Occasionally,  small  amoimts  of  gonadotropin 
are  found  in  both  groups.  Figure  2 illus- 
trates the  effect  of  hypophysectomy  on  the 
protein-bound  iodine  in  the  serum,  and 
here  again  there  is  little  difference  between 
failures  and  remissions.  The  radioactive 
iodine  uptake  fell  in  both  groups  of  patients 
(Fig.  3),  but  there  is  evidence  that  normal 
thyroid  function  can  be  maintained  in  the 
absence  of  the  pituitary  gland.  There 

is  a tendency  for  the  urinary  17-ketosteroid 
level  to  fall  after  hypophysectomy,  but  this 
is  not  consistent  and  certainly  has  little 
relationship  to  regression  of  disease  (Fig.  4). 

Estrogen  levels  in  the  urine  were  studied 
in  10  cases  before  and  after  operation,  and 
no  consistent  change  was  evident.  There 
was  some  indication  that  the  levels  fell 
shghtly  after  operation  in  most  cases  studied. 
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FIGURE  3.  RAI  uptake  (A)  in  10  patients  with  re- 
mission following  hypophysectomy  and  (B)  in  10 
patients  with  no  remission. 


but  these  findings  were  not  significant  or 
consistent.  In  4 cases,  cortisone  was 
withheld,  and  hypotension  ensued  within 
forty-eight  to  ninety-six  hours  and  in  one 
instance  was  probably  definitely  detri- 
mental to  the  patient.  This  latter  test  is 
perhaps  the  best  indication  of  total  pitui- 
tary ablation,  but  it  is  not  without  risk. 

Based  primarily  on  gonadotropin  studies, 
it  was  believed  that  complete  hypophys- 
ectomy was  accomplished  in  38  of  44  patients, 
or  in  86  per  cent.  Certainly  it  is  difficult  to 
relate  the  completeness  of  the  hypo- 
physectomy to  the  incidence  of  regression, 
but  it  could  possibly  be  related  to  the  length 
of  remission. 

Therapy  after  hypophysectomy 

Table  VI  summarizes  the  results  of 
therapy  after  hypophysectomy  had  failed  or 
after  the  end  of  a remission.  Nine  of  16 
patients  who  had  a remission  following 
hypophysectomy  received  treatment  after 
exacerbation  of  disease;  1 patient  had  a 
short  remission  of  two  months  with  flu- 


FIGURE  4.  17-Ketosteroid  excretion  (A)  in  10  pa- 
tients with  remission  following  hypophysectomy 
and  (B)  in  10  patients  without  remission.  Patients 
were  receiving  replacement  therapy  of  37.5  to  50 
mg.  per  day  of  cortisone. 

oxymesterone  therapy,  and  1 other  patient 
was  benefited  for  about  four  months  with 
5-fluorouracil  treatment.  Of  the  28  patients 
who  were  not  benefited  by  hypophysectomy, 
there  were  9 who  were  not  treated,  and  the 
remaining  19  were  not  benefited  by  any 
therapy  other  than  x-irradiation.  After 
hypophysectomy  had  failed  to  produce  a 
remission  or  with  exacerbation  of  disease 
after  a regression,  nearly  all  forms  of  treat- 
ment attempted  were  futile. 

Comment 

In  view  of  the  accumulated  results  that 
have  been  reported  and  summarized  in 
Table  VII,  it  seems  that  about  one  third  of 
selected  cases  of  advanced  breast  cancer  can 
expect  some  degree  of  remission  after  hypo- 
physectomy. The  degree  of  response  will 
vary  with  different  investigators,  and  it 
would  seem  desirable  to  standardize  the 
definition  of  an  objective  response  so  that 
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TABLE  VI.  Response  to  treatment  after  hypophysectomy 


Method  of  Treatment 

Response  to  Hypophysectomy , 

• — No  Remission — • Remission ^ 

Cases  Response  Cases  Response 

None 

9 

7 

Treated* 

19 

3 

9 

3 

X-ray 

8 

3 

6 

4 

Androgen 

7 

0 

3 

1 

5-FU  (5-fluorouracil) 

3 

0 

4 

1 

HNj  (mechlorethamine  hydrochloride) 

2 

0 

Cr.P5^04  (intraperitoneal) 

2 

0 

Prednisone 

2 

0 

Vinblastine 

1 

0 

1 

0 

Thio-TEPA  (triethylene  thiophosphoramide) 

1 

0 

Delta  '-Testololactone 

1 

0 

Cordotomy 

1 

0 

BOP  (bromketoprogesterone) 

1 

0 

* Several  cases  received  more  than  one  type  of  therapy. 


TABLE  VII.  Composite  results  of  hypophysectomy  in  treatment  of  advanced  mammary  cancer 


Author 

Total 

Cases 

— Thirty-Day  Mortality — - 
Number  Per  Cent 

— Objective  Regressions — - 
Number  Per  Cent 

Pearson  and  Ray’ 

343 

23 

6.7 

123 

35.8 

Boesen,  Smith,  and  Baron’ 

104 

21 

20  1 

30  (12)* 

28.8 

Jessiman,  Matson,  and  Moore^ 

53 

3 

5.6 

10  (17) 

18.8 

Present  series 

44 

4 

9 

16 

36.3 

Andersson’ 

50 

11 

22 

5 (16) 

10 

Olivecrona  and  Luft® 

50 

3 

6 

11 

22 

Kennedy,  French,  and 
Peyton’ 

34 

3 

8.8 

18 

52.9 

Atkins  et  al* 

59 1 

Not  given 

Not  given 

14  (17) 

24 

Hording,  Bjorkesten,  and 
Hiisi-Brummer’ 

23 

7** 

30 

8 

35 

Bethune'* 

13 

Not  given 

Not  given 

4 

31 

Hollander,  Crutchfield,  and 
Martinez'’ 

9 

2 

20 

4 

44.4 

Baron,  Curling,  and  Smith'’ 

52 

9 

17 

15  (7) 

28.8 

Totals 

834 

86 

11. 2J 

258 

30.9*** 

* ( ) = additional  cases  considered  “arrested.” 

t Includes  only  those  cases  classed  as  a remission  by  Bulbrook,  Greenwood,  and  Hayward.^’ 
**  Listed  as  “early  deaths.” 
t Based  on  762  cases. 

***  Percentage  of  objective  remissions  only. 


the  results  in  different  institutions  can  be 
reasonably  compared.  The  variations  in 
reported  response  rates  undoubtedly  reflect 
different  criteria  of  what  constitutes  a re- 
mission. An  objective  remission  must  be 
based  on  definitive  measmements  of  disease 
to  be  convincing.  Metabolic  changes  as 
recorded  by  calciinn  balance  studies  or 
improved  erythropoiesis  are  of  interest,  but 
they  have  little  meaning  by  themselves  as 
evidence  of  remission  of  breast  cancer. 
Figure  5 illustrates  the  marked  decrease  in 
calcium  excretion  following  hypophysec- 
tomy in  a patient  (Table  VIII,  Case  13) 


who  continued  to  show  roentgenographic  evi- 
dence of  progressive  osseous  disease  and 
increasing  bone  pain.  Calcium  excretion 
studies  with  the  use  of  estrogen  for  short 
periods  has  been  suggested  by  some  as  an 
indication  of  hormone-dependent  breast 
cancer.  There  is  little  doubt  that  in 
certain  situations  estrogen  can  cause  ex- 
acerbation of  disease,  but  it  is  also  generally 
recognized  that  with  continued  estrogen 
administration  some  of  these  cases  eventually 
demonstrate  improvement.^’  This  phe- 
nomenon has  been  explained  as  initial 
stimulation  of  tumor  growth  followed  by 
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HYPOPHYSECTOMY  FOR  ADVANCED  BREAST  CANCER 

L RADICAL  MAST  OCT  1954  AT  AGE  37  -t-  XRAY 
OOPHERECTOMY  OCT  1955  WITH  ? OF  REMISSION 


UNTIL  JAN  1956  -I-  ANDROGEN 
RT  simple  MAST  JAN  1956  WITH  NODULES 


FIGURE  5.  Marked  decrease  in  urine  calcium  in  Case  13,  Table  VIII,  with  no  evidence  of  remission  of 
disease.  Calcium  intake  200  mg.  per  day  or  less  during  entire  period. 


hypophyseal  suppression  and  remission.  It 
seems  unlikely  that  ablation  of  the  pituitary 
influences  breast  cancer  by  reduction  of 
estrogen  production.  Other  theories  con- 
cerning the  effectiveness  of  hypophysectomy 
concern  growth  hormone  and  prolactin. 
These  substances  are  difficult  to  measure 
with  precision,  and  hence,  conclusive  evi- 
dence is  lacking.  Some  investigators  suggest 
that  these  factors  are  important,  but 
others  disa  gree 

Breast  cancer  has  been  reported  recently 
as  developing  in  a patient  with  Cushing’s 
syndrome  two  and  one-half  years  after 
adrenalectomy,  and  in  the  presence  of 
laboratory  evidence  of  greatly  increased 
pituitary  activity,  it  is  theorized  that  hypo- 
physeal activity  stimulated  or  caused  the 
breast  cancer.  It  has  been  said  that  the 
ratio  of  17-hydroxycorticoids  to  etiocho- 
lanolone  excretion  in  the  urine  is  higher  in 


patients  who  fail  to  respond  to  hypophy- 
sectomy. This  report  awaits  confirma- 
tion, and  the  criteria  for  response  are  so 
vague  as  to  be  less  than  convincing. 

Suffice  it  to  say  that  the  precise  mecha- 
nism for  the  effectiveness  of  hypophysectomy 
in  certain  cases  of  breast  cancer  remains  an 
enigma.  Exacerbation  of  disease  after  re- 
mission also  is  poorly  understood.  Treat- 
ment after  hypophysectomy  failimes  or  in 
those  patients  with  exacerbation  of  disease 
after  a hypophysectomy  remission  remains 
discouraging. 

The  complications  of  surgery  when  done 
by  interested  and  trained  neurosurgeons 
should  be  of  no  great  consequence.  In  this 
present  series  there  were  transient  changes 
in  the  visual  fields  in  3 patients.  Unilateral 
anosmia  is  invariable;  bilateral  anosmia  is 
fairly  frequent,  but  it  usually  is  well  tolerated. 
Diabetes  insipidus  of  some  magnitude 
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TABLE  VIII.  continued — Patients  obtaining  no  remission  following  hypophysectomy 
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TABLE  IX.  Patients  obtaining  a remission  with  hypophysectomy 
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TABLE  IX.  continued — Patients  obtaining  a remission  with  hypophysectomy 
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develops  in  most  patients,  but  is  rarely 
severe  if  the  stalk  of  the  pituitary  is  severed 
with  a cold  knife  just  above  the  sella  turcica. 
In  1 patient  (Table  IX,  Case  11)  in  whom 
the  stalk  was  cauterized,  severe  diabetes 
insipidus  occiurred  and  eventually  led  to 
overenthusiastic  vasopressin  administration, 
water  intoxication,  and  death.  Personality 
changes  after  operation  were  not  noted,  and 
all  patients  who  were  physically  able 
returned  to  former  occupations.  Many 
patients  experienced  abdominal  operations 
prior  to  hypophysectomy  and  were  almost 
unanimous  in  their  opinion  that  hypophy- 
sectomy was  tolerated  more  easily  than 
laparotomy. 

A joint  committee  on  endocrine  ablative 
procedures^"*  has  reported  on  a cooperative 
study  of  the  treatment  of  advanced  breast 
cancer  by  hypophysectomy  and  adrenal- 
ectomy. This  report  is  not  discussed  in 
detail  because  it  includes  cases  of  many  of 
the  authors  quoted  in  this  study  and  about 
one  half  of  the  cases  in  this  report.  The 
committee  concluded  that,  in  selected  cases, 
the  results  of  adrenalectomy  and  hypo- 
physectomy were  essentially  identical  and 
that  about  one-third  in  either  group  ob- 
tained an  objective  remission.  The  post- 
operative management  of  either  type  of 
patient  presents  little  difficulty,  and  in 
uncomplicated  cases  replacement  therapy 
presents  minimal  financial  or  medical  burden 
to  the  patient.  Perhaps  the  type  of  abla- 
tive procedure  used  depends  chiefly  on  the 
interests  of  the  physician  managing  the 
individual  case.  Hypophysectomy,  when 
it  is  done  competently,  is  accompanied  by  a 
somewhat  shorter  period  of  morbidity  than 
adrenalectomy,  but  otherwise  there  is  little 
to  choose  between  these  procedures.  How- 
ever, in  the  presence  of  pleural  effusion,  hypo- 
physectomy is  preferred  because  of  fewer 
pulmonary  complications,  while  adrenal- 
ectomy is  perhaps  a better  ablative  proce- 
dure if  there  is  obvious  intracranial  disease. 

Hypophysectomy  can  no  longer  be  con- 
sidered an  experimental  procedure,  and  the 
results  justify  its  inclusion  as  a treatment  of 
advanced  breast  cancer.  It  seems  feasible 
to  use  this  procedure  after  other  methods 
of  treatment  have  failed.  In  view  of  the 
cumulative  results,  it  seems  unwise  to 
consider  this  therapy  in  menstruating  women 
prior  to  oophorectomy  or  in  these  same 
women  if  there  has  been  no  response  to 


August  1,  1963  / New  York  State  Journal  of  Medicine  2201 


FI  CURE  6.  Photomicrographs  of  liver  of  Case  3,  Table  IX,  (A)  before  hypophysectomy  and  (B)  eight  months 
after  hypophysectomy,  showing  marked  regression  of  metastatic  breast  cancer  in  liver. 


castration,  although  the  results  in  this 
report  do  not  confirm  this  finding.  Response 
to  castration  in  the  premenopausal  or  early 
postmenopausal  (one  to  two  years)  women 
would  appear  to  be  the  best  indication  for 
hypophysectomy  as  reported  by  Pearson 
and  Ray.'*  In  the  presence  of  intracranial 
metastasis,  both  the  prognosis  of  the  disease 
and  technical  factors  indicate  that  hypo- 
physectomy is  imwise.  In  fulminating, 
rapidly  progressive  breast  cancer,  especially 
if  there  is  pulmonary  insufficiency  and  the 
expected  survival  is  less  than  a month,  it  is 
unlikely  that  a beneficial  result  will  ensue. 

Widespread  osseous  disease,  even  though 
it  involves  the  skull,  or  extensive  visceral 
disease  in  the  lungs  or  liver,  providing  it  is 
relatively  asymptomatic,  does  not  preclude 
operation.  Age  in  itself  is  not  a contra- 
indication, and,  indeed,  some  of  the  best 
results  have  been  obtained  in  women  beyond 
the  age  of  sixty.  For  procedures  of  this 
magnitude,  it  seems  that  some  degree  of 
selection  is  essential,  and  for  this  reason  it  is 
difficult  to  compare  hypophysectomy  with 
hormone  or  chemotherapy  which  can  be 
applied  to  all  cases  quite  easily  on  a random- 
ized basis.  Perhaps  the  best  sequence  posi- 
tion for  this  therapy  is  after  at  least  one 
other  form  of  treatment  has  been  tried  but 
before  it  is  too  late  to  produce  an  effective 
remission  or  the  disease  has  become  so 
advanced  that  surgery  will  be  poorly 
tolerated. 

Summary 

Forty-four  patients  with  advanced  breast 
cancer  have  been  subjected  to  hypophy- 
sectomy. An  objective  improvement  oc- 


curred in  16,  or  36  per  cent,  for  two  months  or 
more  with  a median  response  of  nine  months. 
Five  patients  (11  per  cent)  died  within 
thirty  days  of  operation,  but  in  only  1 case 
(2.1  per  cent)  was  death  directly  attribut- 
able to  the  operation  (bronchopneumonia). 
Pre-  and  postoperative  studies  of  gona- 
dotropin, PBI,  RAI  uptake,  and  17- 
ketosteroids  indicated  that  complete  hy- 
pophysectomy was  probably  achieved  in  86 
per  cent  of  the  cases.  Previous  responses  to 
oophorectomy  or  hormone  therapy  were  of 
little  value  in  predicting  a favorable  re- 
sponse. Chemotherapy  and  hormone  treat- 
ment after  hypophysectomy  were  of  limited 
success  in  only  2 patients.  In  selected  cases 
hypophysectomy  has  proved  to  be  of  value, 
but  probably  should  be  used  only  after  at 
least  one  trial  with  hormone  therapy  or  after 
oophorectomy  in  premenopausal  women  and 
before  the  disease  is  so  advanced  that  it  is 
imlikely  that  the  patient  will  survive  long 
enough  to  obtain  worth-while  remission. 
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New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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In  the  past  few  years,  organic  chemists 
have  developed  a large  number  of  analogs  of 
thyroxin.  These  have  been  compared  with 
the  parent  hormone,  thyroxin,  in  experi- 
mental animals  and  in  human  beings.  The 
natural  hormones  are  levorotatory  and  have 
an  alanine  side  chain  (Fig.  1).  The  iodine 
atoms  are  in  the  3,5,3 '5'  position  in  LT4 
(thyroxin)  and  in  the  3,5,3'  position  in  LT3 
(triiodothyronine).  Dissociation  of  the  var- 
ious hormonal  actions  can  be  effected  by 
structural  alteration  either  of  the  phenolic 
rings  or  of  side  chains  of  the  basic  thyroxin 
molecule.  One  of  the  newer  synthetic 
analogs  is  triprop  (triiodothyroproprionic 
acid),t  which  is  formed  by  removing  one 
iodine  atom  from  the  parent  substance 
(thyroxin)  and  substituting  proprionic  acid 
for  the  alanine  side  chain  by  deamination 
(Fig.  2). 

Although  triprop  is  related  to  LT4  and 
LT3,  it  has  not  been  found  either  in  the 
thyroid  gland  or  in  other  tissues  of  man  or 
animals.  Pharmacologically,  it  differs  in 
several  important  respects  from  the  parent 
substances  (Table  I ) . 

Triprop  has  10  per  cent  of  the  calorigenic 
activity  and  28  per  cent  of  the  antigoitro- 
genic  activity  of  LT4.*~^  It  is  300  times 

Presented  at  the  156th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Medicine,  May  17,  1962. 

♦ Triiodothyroproprionic  acid. 

t The  triprop  used  in  this  study  was  Triopron,  supplied 
through  the  courtesy  of  B.  G.  Stanley,  Research  Associate, 
Warner-Chilcott  Laboratories,  Morris  Plains,  New  Jersey. 
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FIGURE  1.  The  structural  chemical  formula  of  the 
basic  thyronine  nucleus,  to  which  iodine  atoms  are 
attached  to  form  LT4  and  LT3,  the  natural  thyroid 
hormones. 


more  active  in  tadpole  metamorphosis  than 
LT4.*'^  It  has  a biologic  half-life  in  the 
serum  of  two  to  three  days,  as  compared  with 
eight  to  fourteen  days  for  LT4.^  ® Within 
twenty-four  hours  about  50  per  cent  of  it  is 
deiodinated.^  ® It  will  break  through  the 
thiouracil  block  completely,  as  compared 
with  10  per  cent  for  LT4  and  30  per  cent  for 
Triprop  has  10  per  cent  of  the 
potency  of  LT4  on  oxygen  consumption 
(basic  metabolic  rate)^'®  and  60  per  cent 
and  5 per  cent  of  the  potency  to  inhibit 
radioiodine  uptake  in  the  rat  and  human 
thyroid  respectively. It  has  10  per  cent 
of  the  potency  to  inhibit  the  growth  of  a 
transplanted  pituitary  tumor  in  the  thyroid- 
ectomized  mouse. 

Method  i 

I 

All  patients  in  the  study  had  evidence  of  I 
hypothyroidism  that  was  either  spontaneous 
or  iatrogenicaUy  induced  by  surgery  or 
radioactive  iodine  and  were  seen  in  my 
practice,  in  the  Thyroid  Clinic  of  the  Bronx 
Hospital,  or  in  the  East  Bronx  Medical 
Group.  There  were  24  patients,  23  of  whom 
were  women  (Table  II).  There  were  2 
mother-daughter  combinations;  the  remain- 
ing women  ranged  in  age  from  twenty-seven 
to  seventy-eight;  and  there  was  only  1 man, 
age  eighty-four.  The  median  age  was  48.5 
years.  Of  the  24  patients,  9 had  the  classical 
features  of  myxedema;  6 had  hypothyroid- 
ism without  the  facial  feature  of  myxedema; 
and  9 had  iatrogenic  hypothyroidism  that 
had  been  produced  in  7 by  radioactive 
iodine,  in  1 by  surgery,  and  in  1 by  Hashi- 
moto’s  disease  (Table  III).  The  diagnosis  1 
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A STUDY  WAS  made  of  the  effectiveness  of 
triprop  {triiodothyroproprionic  acid)  in  the 
replacement  therapy  of  hypothyroidism  in  24 
patients.  The  average  maintenance  dose  was 
2.99  mg.  Serum  cholesterol  and  weight  fell, 
and  protein-bound  iodine  levels  rose.  In 
patients  with  angina,  triprop  appears  to  be 
more  effective  and  have  fewer  side-effects  than 
the  natural  hormones.  The  amount  of  drug 
to  bring  an  abnormal  electrocardiogram  to 
normal  usually  coincided  with  the  main- 
tenance dose.  The  only  side-effect  was 
tachycardia  and  weight  loss  in  1 patient, 
eliminated  by  a reduction  in  dosage. 


' FIGURE  2.  The  structural  chemical  formula  of 
LTi  and  triprop. 

I 


of  hypothyroidism  was  made  or  suspected 
i clinically  and  confirmed  either  by  protein- 
)|  bound  iodine  or  radioiodine  uptake  deter- 
I minations.  Th3rroid-stimulating  hormone 

!|  injections,  in  conjunction  with  radioactive 
' iodine,  were  used  for  confirming  the  diagnosis 
)■  of  primary  hypothyroidism  in  some  of  the 
« patients.  Three  female  patients,  ages 
f thirty-nine,  forty-two,  and  sixty-four,  had 
i angina. 

The  patients  were  seen  at  weekly  intervals 
» for  the  first  few  weeks  and  then  monthly 
I'*  thereafter.  Electrocardiograms  and  deter- 
t minations  of  serum  protein  iodine  (method  of 
> Barker,  using  the  ash  technic)  and  serum 
' cholesterol  (modification  of  the  Liebermann- 
Burchardt  method)  were  made  at  the  onset 
of  therapy  in  most  of  the  patients.  These 
‘ were  repeated  at  one-  to  two-week  intervals 
I thereafter  until  the  patient  was  clinically 
well  and  the  electrocardiogram  had  returned 
' to  normal  and  then  periodically  thereafter. 

■ The  weight,  blood  pressure,  and  pulse  were 
I measured  at  each  visit.  Basal  metabolic 
rates  were  determined  prior  to  the  onset  of 
therapy  and  periodically  thereafter  but 
I were  so  variable  that  they  were  discarded. 
The  dose  of  the  drug  prescribed  was  1 mg. 
initially  and  then  was  increased  by  1 mg.  at 
I weekly  intervals  imtil  most  of  the  symptoms 


had  disappeared;  the  patient  was  then 
maintained  on  the  dose  prevailing  at  that 
time.  The  length  of  observation  was  from 
two  weeks  to  forty  months,  5 of  the  patients 
being  observed  for  one  to  six  months; 
11,  for  seven  to  twelve  months;  4,  for 
thirteen  to  twenty  months;  and  3,  for 
twenty-one  to  forty  months.  One  patient 
was  observed  for  only  two  weeks.  The 
thyroid  was  normal  in  size  in  aU  but  1 
patient,  who  had  a small  nodule. 

Results 

In  all  the  patients  symptomatic  improve- 
ment began  within  forty-eight  to  seventy- 
two  hours  after  the  initiation  of  therapy. 
Maximum  clinical  improvement  occurred  in 
79  per  cent  with  a dose  of  3 to  4 mg.  and  in  58 
per  cent  of  these,  with  3 mg.  The  range 
was  1.5  to  6 mg.  The  patient  who  required 
1.5  mg.  was  lost  to  follow-up  because  of  a 
shortage  of  the  drug,  so  that  her  last  dose 
may  not  have  been  her  dose  for  maximum 
clinical  improvement.  The  average  main- 


TABLE  I.  Comparative  thyroactivity  of  LT4,  LT3,  and  triprop 

Tadpole  Prevent  Basal 

Meta-  Calori-  Anti-  Pitui-  Thiouracil  Meta- 

morpho-  genic  goiter  tary  Block  bohc 

sis  Activity  Activity  Tumor  Activity  Rate  Uptake  Half- 

(Per  (Per  (Per  (Per  (Per  (Per  Inhibition  Life 

Substance  Cent)  Cent)  Cent)  Cent)  Cent)  Cent)  Rat  Human  (Days) 

LT4  100  100  100  100  10  100  100  100  8 to  14 

LT3  500  800  800  100  30  100  300  33  2 to  3 

Triprop  30,000  10  28  10  100  10  60  5 2 to  3 
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TABLE  II.  Clinical  and  laboratory  information  for  each  patient  before,  during,  and  after  therapy 


Diagnosis  and  Age 

PBI* 

RI  Uptake 
Per 

Cent  Hours 

Cholesterol 
(Mg.  per 
100  nU.)* 

BMR 

(Per 

Cent) 

EKG 

Length  of 
Study 
(Months) 

Maintenance 
Dose  (Mg.) 

Spontaneous  hypothyroidism, 

nonmyxedematous 

27 

8.5 

3 

- 3 

12 

3 

2.3 

24 

28 

3.4 

8 

3 

171 

-28 

Normal 

40 

6 

9,6 

1 

24 

156 

- 6 

28 

2.6 

5 

3 

250 

-18 

Abnormal 

14 

4 

8.0 

15 

24 

183 

-10 

Normal 

36 

5.6 

15;  after 

24 

223 

-39 

Normal 

10 

3 

TSH,t20 

24 

208 

-20 

54 

2.6 

9.5 

3 

307 

-29 

7.7 

12.6 

24 

285 

3 

1.5 

78 

1.4 

1.98 

24 

470 

-13 

Normal 

8 

3 

396 

Spontaneous  hypothyroidism. 

myxedematous 

31 

4.6 

241 

Abnormal 

7 weeks 

3 

Normal 

39 

2.0 

4 

24 

320 

-29 

Abnormal 

14 

4 

13.6 

270 

+ 4 

Normal 

53 

0.8 

2.9 

24 

620 

-15 

Abnormal 

23 

4 

13.0 

210 

Normal 

53 

2.6 

5;  after 

24 

470 

-48 

Abnormal 

12 

3 

10.2 

TSH,t4 

24 

206 

-25 

Normal 

55** 

2.2 

403 

10 

3 

6,4 

239 

Normal 

57 

1.4 

8.1 

3 

344 

-25 

Abnormal 

16 

3 

15.0 

7.2 

24 

217 

-1-15 

Normal 

61 

0.5 

0.9;  after 

24 

515 

-19 

Abnormal 

9 

4 

11.0 

TSH.t  0.9 

24 

240 

-24 

Normal 

64 

3 

544 

Abnormal 

2 weeks 

0.5  to  1; 

297 

SI.  change 

discont*d 

84tt 

12.0 

12 

3 

298 

-40 

31 

2 

8.5 

8.5 

24 

198 

-15 

Normal 

Iatrogenic  hypothyroidism, 

after  radioactive  iodine 

27 

6.8 

6 

24 

239 

Abnormal 

14 

3 

7.4 

194 

Normal 

33 

3.4 

6 

24 

296 

-39 

238 

-I-  5 

5 

3 

42 

2.2 

12 

3 

272 

-25 

Abnormal 

4 

3 

6.2 

17 

24 

218 

Normal 

46 

9.7 

3 

390 

-20 

2 

9.4 

24 

218 

-I-  2 

47 

9.5 

3 

252 

Abnormal 

12 

3 

4.6 

24 

156 

Normal 

51 

6 

240 

Abnormal 

9 

3 

196 

Normal 

52ttt  RPBI****  8.1 

358 

Abnormal 

9 

4 

0.05 

3.7 

203 

Normal 

Iatrogenic  hypothyroidism. 

after  thyroidectomy 

30 

6,8 

17 

24 

268 

- 6 

Normal 

12 

3 

7.4 

190 

- 2 

Iatrogenic  hypothyroidism, 

Hashimoto’s  disease 

56 

4 

24 

252 

-25 

Abnormal 

7 

3 

214 

- 6 

Abnormal 

Normal 

* The  first  cholesterol  and  protein-bound  iodine  reading  is  the  initial  one  taken.  The  second  figure  shown  is  the  reading  fol- 
lowing therapy. 

t Thyroid-stimulating  hormone. 

**  Initial  electrocardiogram  not  available.  Present  one  is  normal.  Patient  was  on  thyroid  extract,  3 grains,  and  was  changed 
to  triprop,  3 mg.;  level  of  cholesterol  is  maintained, 
tt  Patient  was  the  only  male  in  the  group. 

***  Changed  from  thyroid  extract,  2 grains,  to  triprop  and  maintained.  Triprop  on  and  off  since  September,  1960; 
continuously  since  December,  1961. 
ttt  Patient  has  aortic  stenosis. 

****  Radioctive  PBI. 


tenance  dose  for  the  group  was  2.9  mg. 
(Table  II).  A number  of  patients  who  had 
previously  been  on  thyroid  extract  stated 
that  they  felt  better  on  triprop  than  on  the 
extract  and  that  improvement  occurred 


sooner  on  triprop.  The  protein-bound  io- 
dine levels  rose,  in  some  cases  to  hyper- 
thyroid levels.  Serum  cholesterol  fell,  more 
so  in  those  in  whom  it  was  initially  very 
high.  The  most  dramatic  fall  was  from  620 
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TABLE  III.  Ages  of  patients,  by  diagnosis 

Ages  of  Patients  with 
Spontaneous  Hypo- 

, thyroidism — Patients  with 

Non-  Iatrogenic 

Myxedema-  myxedema-  Hypothyroidism 
I tous  (9  tous  (6  (9  Patients) 

' Patients)  Patients)  Age  Cause 


31 

27 

27 

Radioactive 

iodine 

39 

28 

30 

Post- thyroid- 
ectomy 

53 

28 

33 

Radioactive 

iodine 

53 

36 

42 

Radioactive 

iodine 

55 

54 

46 

Radioactive 

iodine 

57 

78 

47 

Radioactive 

iodine 

61 

51 

Radioactive 

iodine 

64 

52 

Radioactive 

iodine 

84* 

56 

Hashimoto’s 

disease 

♦ Patient  was  only  male  in  group. 


‘ TABLE  IV.  Percentage  change  in  pre-  and  post- 
treatment serum  cholesterol  values 


Non- 


Percentage  Fall 
in  Cholesterol  Values* 

Myxedema 

Patients 

myxedema 

Patients 

Under  10 

2 

10  to  19 

7 

20  to  29 

1 

2 

30  to  39 

1 

1 

40  to  49 

3 

2 

50  to  59 

2 

60  or  more 

1 

I ♦ No  cholesterol  determinations  were  available  for  2 pa- 
> tients. 


to  210  mg.  per  100  ml.  in  1 patient  who  was 
• myxedematous.  The  average  fall  in  serum 
cholesterol  from  the  pretreatment  level  for 
the  entire  group  was  30.4  per  cent.  In 
' myxedematous  patients  the  average  fall  was 
47.4  per  cent  as  compared  to  13.7  per  cent 
I for  the  patients  without  myxedema  (Table 
IV).  When  the  serum  cholesterol  was 
slightly  or  moderately  above  normal,  the 
fall  varied  with  the  doses  of  triprop  used. 
This  was  particularly  so  in  patients  whose 
j hypothyroidism  was  iatrogenicaUy  induced, 

I perhaps  because  their  disease  may  have  been 
I discovered  and  treated  earlier  and  thus  was 
j not  allowed  to  develop  to  the  stage  of 
' classical  myxedema,  in  which  serum  cho- 
j lesterol  is  high. 

I 


Electrocardiograms  were  done  in  20  pa- 
tients. They  were  normal  in  6,  including  2 
myxedematous  patients  whose  initial  electro- 
cardiogram was  not  available  for  compari- 
son. The  electrocardiograms  were  abnormal 
in  14,  with  the  characteristic  findings  of 
myxedema,  namely,  low  voltage,  low,  flat,  or 
inverted  T waves,  and  slow  heart  rate;  all 
were  reversed  to  normal  with  an  average  dose 
of  2 to  3 mg.  of  triprop.  In  1 patient  it  only 
took  1 mg.  and  in  another,  4 mg.  before  the 
reversion  to  normal  occurred.  Weight  was 
lost,  but  there  was  no  increase  in  pulse  rate 
or  rise  in  blood  pressure.  In  those  with 
myxedema,  the  facies  returned  to  normal. 
One  patient  with  angina  and  myxedema 
could  not  tolerate  more  than  0.5  mg.  of 
triprop  without  an  increase  in  her  angina, 
and  it  had  to  be  discontinued.  Even  on 
this  small  amount  of  the  drug,  there  was  a 
partial  change  toward  normal  in  her  electro- 
cardiogram. In  2 patients,  angina  dis- 
appeared as  the  myxedematous  state  cleared. 
One  of  these  patients  also  became  pregnant 
after  six  years  of  sterility. 

As  previously  mentioned,  the  basal  meta- 
bolic rates  were  so  variable  that  they  were 
discarded.  In  a few  patients,  in  spite  of  an 
alleviation  of  all  symptoms,  the  basal 
metabolic  rate,  although  higher  than  at  the 
onset  of  therapy,  was  still  in  the  hypothyroid 
range.  In  1 patient,  for  example,  the  basal 
metabolic  rate  fell  from  —48  to  —25  per 
cent,  illustrating  a dissociation  of  action  of 
this  drug.  There  were  no  toxic  effects. 
However,  in  1 patient  4 mg.  daily  produced 
tachycardia  and  weight  loss,  which  subsided 
when  the  dose  of  drug  was  lowered  to  3 mg. 
One  patient  in  the  clinic  to  whom  triprop 
was  given  to  reduce  a nontoxic  thyroid 
nodule  developed  an  urticarial  eruption 
after  the  ingestion  of  two  1-mg.  doses  of  the 
drug.  After  the  drug  was  discontinued, 
the  eruption  cleared  promptly.  One  patient 
had  cardiac  enlargement,  which  was  prob- 
ably due  to  the  presence  of  an  aortic  stenosis. 
Figure  3 demonstrates  the  typical  electro- 
cardiographic response  obtained  and  Figure 
4,  the  effect  on  cholesterol  level,  weight, 
pulse  rate,  and  thyroid  activity. 

Two  physicians  to  whom  I supplied  the 
drug  reported  dramatic  results  in  2 patients, 
both  of  whom  had  myxedema  with  angina. 
Previously,  the  patients  could  not  tolerate 
thyroid  extract  because  it  produced  angina 
but  2 mg.  of  triprop  daily  could  be  tolerated 


August  1,  1963  / New  York  State  Journal  of  Medicine  2207 


• - j--( 

it~T^ 

- 

Ki ' ' ■ 

|i 

-i 

. - 1 

- 

’ ’’-j 

• I' 

....  _. 

- 

.-j- 

•1 

i 

i 

^ 1 

1 

■ 

1 

1 

i ' 

1 ■ 

' 

n. 

- 1 ■ 

■ : 

- ; 

1.  1 

FIGURE  3.  Electrocardiograms  of  fifty-three-year- 
old  woman  with  myxedema.  (A)  Before  therapy, 
low  voltage  and  inverted  T waves  were  prominent. 
(B)  After  therapy  with  triprop  (3  mg.),  voltage  and 
T waves  returned  to  normal. 


by  each  patient,  and  in  1 there  was  a drama- 
tic disappearance  of  ascites. 

Comment 

As  mentioned  in  the  introduction,  triprop 
has  physiologic  actions  similar  to  those 
ascribed  to  LT3  and  LT<  (Table  I).  Chem- 
ical alteration  of  the  thyroxin  molecule 
alters  its  over-aU  activity.  The  diphenyl 
skeleton  is  essential.  Removal  of  the  amine 
group  or  shortening  of  the  side  chain  de- 
creases its  activity.®  The  differences  be- 
tween triprop,  a triiodo  compound  with  a 
substituted  proprionic  acid  side  chain,  and 
the  parent  substance  LTi  can  be  explained 
readily,  as  can  the  minor  differences  between 
it  and  LT3,  since  both  of  the  latter  are 
triiodinated  compounds.  As  mentioned 
(Table  I),  triprop  has  2 to  10  per  cent  of  the 
potency  of  LT4  on  oxygen  consumption. 
It  is  about  50  per  cent  deiodinated  within 


FIGURE  4.  Typical  response  to  treatment  with  tri- 
prop, as  noted  in  fifty-three-year-old  woman  withi 
myxedema.  Note  fall  in  cholesterol  and  weight* 
and  rise  in  protein-bound  iodine.  | 


twenty-four  hours  and  has  a half-life  in 
serum  of  two  to  three  days.  This  is  similar 
to  LT3  and  compares  with  the  half-hfe  of 
eight  to  fourteen  days  for  LT4. 

In  contrast  to  LT3,  which  does  not  affect 
the  serum  protein-boimd  iodine,  and  LT4, 
which  raises  it  moderately,  triprop  raises  it 
out  of  all  proportion  to  the  activity  of  the 
substance.  The  serum  protein-bound  io- 
dine may  even  be  in  the  hyperth3rroid  range, 
and  the  level  is  not  necessarily  dose-related.® 
Experimentally,  the  rapidity  with  which 
the  compound  disappears  from  the  blood  and 
the  amount  concentrated  in  the  tissue 
account  for  the  difference.  The  one  dis- 
appearing more  slowly  and  concentrated  in 
the  tissues  to  a lesser  degree  would  be 
expected  to  give  a higher  serum  protein- 
bound  iodine.  This  accounts  for  the  higher 
serum  protein-bound  iodine  found  with 
triprop  as  compared  to  LT4  and  LT3.^® 
However,  Woo,  Albrink,  and  Man“  found 
that  with  triprop  the  serum  protein-bound 
iodine  and  not  the  butanol-extractable 
iodine  (BEI)  was  elevated. 

Lerman  and  Pitt-Rivers'®  first  pointed 
out  the  dissociation  between  the  cholesterol- 
lowering effect  and  the  calorigenic  action  of 
the  T4  acetic  acid  analog  in  the  treatment  of 
myxedematous  patients.  Leeper  et  al.^* 
foimd  that  the  smallest  dose  of  triprop  to 
produce  this  effect  (dissociation)  in  myxe- 
dematous patients  averaged  about  0.8 
mg.  daily  and  that  the  ratio  between  the 
hypocholesterolemic  and  calorigenic  dose  in 
myxedema  was  about  1:4.  This  dissocia- 
tion of  effect  can  also  be  demonstrated 
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I occasionally  with  small  doses  of  thyroxin 
lj  and  triiodothyronine. 

j Th3rroxin  can  lower  the  serum  cholesterol 
in  normal  persons.  Similar  effects  have 
t!  been  reported  for  triprop  and  other  thyroxin 
analogs  by  Bauer,  McGavack,  and  SweU^^ 
ti  and  others.  In  the  patients  these 

4 authors  studied,  the  range  of  fall  was  from 
i)!  15  to  40  per  cent  of  the  initial  reading.  The 
ill  higher  the  initial  reading  the  greater  the  fall. 
S'  When  the  dose  of  analog  is  raised  high 
ft  enough,  there  is  a rebound  phenomenon, 

I that  is,  the  serum  cholesterol  returns  toward 
I the  pretreatment  level.  This  is  thought  to 
5f,  be  due  to  a suppression  of  thyroid-stimula- 
|i{  ting  hormone. 

Slater  et  al.^  have  compared  the  suppres- 
b;  sive  effects  of  the  thyroxin  analogs  on 
^ radioiodine  uptake  in  the  human  being. 
!'  They  found  that  triprop  has  a potency  of  2.5 
4:  as  compared  to  their  standard  LT3  (assigned 

1 potency  of  100).  Boyd  and  Oliver^'  found 
I that  to  lower  cholesterol  for  myxedematous 
I and  euthyroid  patients  the  ratio  of  the  dose 
of  the  thsrroxin  analogs  was  1 : 3. 

The  lowering  effect  of  the  thyroid  hor- 
I mones  on  cholesterol  appears  to  be  due  to 
I the  stimulation  of  the  processes  of  choles- 
terol degradation  and  excretion.  In  the 
hypoth3n*oid  state,  the  biosynthesis  of  cho- 
lesterol and  its  degradation  and  excretion  are 
greatly  reduced.  The  reverse  is  true  for 
hyperthyroidism. Thyroxin  is  postu- 
lated to  exert  its  effect  at  the  cellular  level.** 

I Ruegamer*®  showed  that  in  rats  the  thy- 
roxin analogs  do  not  cause  a drop  to  normal 
in  the  plasma  cholesterol  concentration 
until  after  the  liver  lipids  and  cholesterol 
1 depots  have  been  mobilized.  This  explains 
why  prolonged  periods  of  time  often  elapse 
before  a drop  in  plasma  cholesterol  is  seen 
I in  patients  receiving  various  thyroxin  ana- 
I logs. 

! From  this  experiment  one  can  postulate 
that  the  liver  lipids  and  cholesterol  depots 
have  been  mobilized  if  serum  cholesterol 
falls  rapidly  after  ingestion  of  a thyroxin 
analog.  This  must  have  occurred  in  my 
patients  because  those  with  a high  initial 
level  of  serum  cholesterol  had  a greater 
fall  in  cholesterol  than  those  who  were 
j mildly  to  moderately  hypercholesterolemic. 

The  greater  cholesterol-lowering  effect  of 
I the  dextro-  in  contrast  to  the  levorotatory 
' thyroxin  analogs  is  thought  to  be  because 
j the  former  are  distributed  in  greater  con- 


centration to  the  liver  than  are  the  latter.** 

In  the  patients  reported  on,  the  average 
maintenance  dose  was  found  to  be  2.99  mg. 
of  triprop  daily,  with  a range  of  1.5  to  6 mg. 
This  compares  favorably  with  the  2 to  2.5 
mg.  (range  1 to  4 mg.)  obtained  by  Leeper 
et  al.^^  in  their  patients.  My  patients  have 
been  well  maintained  on  this  drug  for  as 
long  as  forty  months. 

Triprop  has  the  advantages  of  a rapid 
metabolism  and  excretion  and  less  of  an 
effect  on  the  cardiovascular  system  than  the 
natirral  hormones.  In  2 of  the  patients 
with  angina,  the  angina  disappeared  after 
the  hypothyroid  state  was  returned  to 
normal.  In  another  2 patients,  cared  for  by 
other  physicians,  triprop  did  not  increase 
their  angina,  which  thyroid  extract  had  done 
previously.  In  1 other  patient  with  angina, 
triprop  in  a 1-mg.  dose  could  not  be  tolerated 
because  angina  was  increased.  Perhaps  the 
rapidity  with  which  the  dose  of  triprop  was 
increased  was  responsible  for  the  increase 
in  her  anginal  syndrome.  By  and  large, 
myxedematous  patients  with  angina  can 
tolerate  triprop  and  be  returned  to  a 
euthyroid  state  faster  than  with  similar 
doses  of  thyroid  extract. 

An  interesting  finding  is  the  effect  of  the 
thyroid  gland  on  the  cardiovascular  system. 
Hamilton  and  Greenwood**  in  their  study  on 
myxedema  heart  disease  found  that  70  to  80 
per  cent  of  myxedematous  patients  had 
some  evidence  of  cardiovascular  involve- 
ment, usually  in  the  form  of  electrocardio- 
graphic changes  and  slow  pulse,  and  25  per 
cent  were  hypertensive.  Myxedema  heart 
disease  is  more  common  in  the  older  age 
group.  Bustamente  et  ai.*®  found  that  53 
per  cent  of  their  34  patients  with  myxedema 
heart  disease  had  cardiac  enlargement.  The 
T waves  were  low  in  aU  but  1 patient,  even 
in  those  with  hearts  of  normal  size,  and  then 
returned  to  normal  after  treatment  with 
thyroid.  The  T waves  were  inverted  in 
6;  2 of  these  were  in  the  yoimger  age  group. 
There  was  low  voltage  in  50  per  cent.  Ellis 
et  al.^^  ascribe  changes  in  the  circulation  in 
myxedema  to  a reduced  oxygen  consumption 
and  a depression  of  blood  flow  out  of  pro- 
portion to  the  oxygen  needs  of  the  body. 

The  development  of  cardiac  enlargement 
and  electrocardiographic  abnormalities  are 
thus  evidence  of  damage  to  the  heart  and 
circulatory  insufficiency.  None  of  the  pa- 
tients reported  in  this  series  had  hyperten- 
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sion,  and  only  1 had  cardiac  enlargement. 
This  was  due  to  an  underlying  aortic 
stenosis.  Thirteen,  or  54.1  per  cent,  of 
those  who  had  an  electrocardiogram  done 
exhibited  abnormahties  in  the  form  of 
T-wave  changes.  AU  returned  to  normal 
after  the  daily  dose  of  triprop  had  reached  2 
to  3 mg.,  which  usually  took  about  two  to 
three  weeks.  It  was  found  that  the  electro- 
cardiogram was^the  best  objective  parameter 
for  measuring  the  amoimt  of  the  drug 
necessary  for  achieving  a euthyroid  state 
and  for  maintenance.  The  amount  of 
drug  to  bring  an  abnormal  electrocardiogram 
to  normal  usually  coincided  with  the  main- 
tenance dose. 

Among  the  few  patients  in  whom  serrnn 
uric  acid  determinations  were  made,  none 
had  hyperuricemia.  Leeper  et  al.^^  had 
reported  the  presence  of  hyperuricemia  in 
myxedema  and  its  reduction  to  normal 
because  of  increased  urate  excretion  after 
ingesting  triprop. 

Summary 

Triprop  is  an  effective  drug  in  the  replace- 
ment therapy  of  hypothyroidism.  The 
average  maintenance  dose  in  the  24  patients 
studied  was  2.99  mg.,  with  a range  of  1.5  to 
6 mg.  Seventy -eight  per  cent  of  the  patients 
required  between  3 and  4 mg.  Serum 
cholesterol  and  weight  feU,  and  protein- 
bound  iodine  levels  rose,  in  some  patients  to 
hyperthyroid  levels. 

In  patients  with  angina,  triprop  appears 
to  be  more  effective  and  have  fewer  side- 
effects  than  the  natiual  hormones. 

The  amount  of  triprop  needed  to  retiun  an 
abnormal  electrocardiogram  to  normal  seems 
to  coincide  with,  and  be  an  objective  way  of, 
establishing  the  maintenance  dose. 

There  were  no  side-effects  except  for 
tachycardia  and  weight  loss  in  1 patient. 
This  effect  was  eliminated  by  a reduction  in 
dosage. 
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Technic  of 
Lymphography 


A MODIFICATION  of  the  Kinmouth  method  of 
lymphography,  although  time-consuming  and 
tedious,  has  enabled  visualization  of  the 
lymphatics  of  the  upper  and  lower  extremities; 
the  inguinal,  iliac,  retroperitoneal,  and 
axillary  nodes;  and  the  thoracic  duct.  In  a 
first  series  of  10  patients,  there  were  8 failures; 
in  a second  series  of  10  patients,  2 failures, 
and  in  a third  series  of  80  patients,  10 
failures,  all  occurring  because  the  lymphatics 
were  so  small  that  cannulation  was  impossible. 
Experience  with  this  technic  widens  its  use- 
fulness. 


JOSEPH  R.  WILDER,  M.D. 

I New  York  City 

ALEX  NORMAN,  M.D. 

New  York  City 
MICHAEL  I.  RESNICK,  M.D. 
j New  York  City 

i From  the  Hospital  for  Joint  Diseases 

I Radiographic  visualization  of  the  lym- 
phatic system  is  not  new.  Carvalho,  in 
: 1931  ‘ injected  Thorotrast  into  enlarged 
i lymph  nodes  and  obtained  the  first  x-ray 
j films  of  the  lymphatics.  Other  investigators 
j tried  variations  of  this  technic  with  limited 
I success.  Our  purpose  is  to  describe  a 

I method  of  lymphography  which  we  have 
^ found  to  be  successful. 

't  In  1952  Kinmonth*  foimd  that  patent 

I I blue  violet  would  color  lymph  vessels  dark 
blue.  He  injected  this  dye  in  the  sub- 

1 1 cutaneous  tissues  of  the  extremities  and  was 
I able  to  identify,  cannulate,  and  introduce 
I radiopaque  media  into  the  lymphatic  sys- 
tem.^'"* 

The  method  in  use  at  this  hospital  is  a 
modification  of  the  Kinmonth  method.  The 
I technic  of  lymphography  can  be  quite  time- 
I consuming  and  tedious.  As  in  most  surgical 
I technics,  early  failures  give  way  to  success  in 
I direct  proportion  to  experience.  Almost  six 
i months  of  steady  application  were  required 
I before  we  arrived  at  consistent,  satisfactory 
results. 

One-half  ml.  of  Alphazurine-2  G is  mixed 
with  an  equal  amount  of  procaine  and  in- 
jected intradermaUy  into  the  web  space  be- 
tween the  first  and  second  toes  or  the  thumb 
and  index  finger  (Fig.  1). 

In  the  foot,  a 1-inch,  curved  incision  is 
made  over  the  navicular  bone  and  a small 
skin  flap  reflected  up  toward  the  leg  (Fig.  2). 

In  the  hand,  a similar  incision  is  made  at 
the  proximal  end  of  the  second  metacarpal. 
Two  to  four  dye-stained,  minute  lymph 


FIGURE  1.  Photographic  demonstration  of  loca- 
tion and  appearance  of  subcutaneous  injection  of 
dye. 


trunks  wiU  be  found  beneath  the  dermis.  A 
1/2-inch  segment  of  the  lymphatic  is  isolated 
from  the  adjacent  connective  tissue  by  sharp 
dissection.  Two  5-0  silk  ligatures  are  looped 
around  the  vessel  but  not  tied.  The  lym- 
phatic is  now  ready  for  cannulation.  A 
number  27  hypodermic  needle,  attached  to 
an  18-inch  piece  of  PE  50  (polyethylene 
tubing),  is  introduced  in  the  lymph  vessel. 
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FIGURE  2.  Major  steps  in  the  technic  of  lympho- 
graphy. 


FIGURE  3.  Appearance  of  isolated  lymphatic 
prior  to  cannulation.  A piece  of  5-0  silk  was 
included  in  the  photograph  as  a guide  to  the  size 
of  the  lymphatic. 


FIGURE  4.  Lymphograms.  (A)  Bilateral  normal  pelvic  lymphogram.  Inguinal  and  iliac  nodes  are 
opacified,  in  addition  to  excellent  contrast  filling  of  the  lymphatic  channels.  (B)  llio-aortic  lympho- 
gram defining  hyperplasia  of  iliac  lymphatic  channels.  Delayed  lymphogram  (forty-eight  hours) 
outlines  pericalyceal  rete  network  of  lymphatics  to  upper  pole  of  left  kidney.  Documented  left 
chyluria. 
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FIGURE  5.  Lymphogram  demonstrating  filling 
defect  (arrow)  in  inferior  superficial  inguinal  node. 
Insert  of  specimen  x-ray  film  confirms  filling  defect 
(arrow).  Diagnosis:  melanocarcinoma. 


The  needle,  at  the  end  of  the  catheter,  is 
I grasped  in  an  ophthalmologic  needle  holder, 
while  an  assistant  steadies  the  lymphatic  by 
inserting  a scalpel  handle  beneath  it  and 
holding  the  proximal  ligature  (Fig.  3).  After 
I the  tip  of  the  needle  is  inserted,  the  lumen 
of  the  lymphatic  is  distended  with  a small 
amount  of  saline.  The  needle  is  pushed 
i further  into  the  lumen  and  secured  by  tying 
the  proximal  ligature  around  it.  The  tubing 
is  taped  to  the  skin,  the  injection  of  the  con- 
I trast  medium  started.  There  must  be  a 
water-tight  seal  between  the  needle  and  the 
tubing.  This  may  be  accomplished  by  first 
slipping  a V4-inch  piece  of  smaU-diameter 
tubing  (PE  10)  over  the  needle  shaft  and 
then  slipping  the  PE  50  tubing  over  it. 

The  injection  of  10  ml.  of  ethyl  ester 
iodinated  poppy-seed  oil  (Ethiodol)  takes 
one  and  a half  to  two  hours.  Viamonte, 
Parks,  and  Soto®  have  recommended  taking 


an  x-ray  film  fifteen  minutes  after  beginning 
the  injection  to  see  if  the  dye  is  entering  the 
lymphatics.  If  there  is  doubt  as  to  the  ac- 
curacy of  the  injection,  this  procedure  can 
save  a lot  of  time.  However,  we  have  often 
obtained  successful  lymphograms  despite  a 
leak  of  the  contrast  material  at  the  site  of  in- 
jection. 

A disadvantage  of  the  oil-soluble  medium 
is  the  higher  viscosity  which  makes  the  in- 
jection through  the  narrow  catheter  more 
diflBcult.  Too  much  pressure  ruptiu-es  the 
lymphatic  wall.  The  ethyl  ester  iodinated 
oil  is  the  only  contrast  material  with  which 
we  have  had  experience.  As  a precaution 
against  oil  immobilization,  the  amount  in- 
jected is  limited  to  10  ml.  in  a lower  ex- 
tremity (or  20  ml.  if  both  legs  are  injected) 
and  to  7 ml.  in  an  upper  extremity.  The 
ethyl  ester  iodinated  oil  is  placed  in  an  auto- 
matic syringe  injector  which  heats  it  up  to 
reduce  its  viscosity  and  injects  it  at  a con- 
stant pressure. 

Sheehan  et  al.^  studied  a number  of  dif- 
ferent contrast  media  for  lymphography. 
They  were  either  water  or  oil  soluble.  The 
water-soluble  media  began  to  diffuse  out  of 
the  lymphatics  within  several  minutes  of  in- 
jection. To  get  a sharply  defined  picture 
with  this  method,  the  x-ray  picture  must  be 
taken  within  ninety  seconds  of  injection. 
The  oil-soluble  medium,  on  the  other  hand, 
remains  in  the  lymph  vessels  for  several 
hours  and  in  the  lymph  nodes  for  weeks  or 
months. 

Using  the  technic  described,  we  have  been 
able  to  visualize  the  lymphatics  of  the  upper 
and  lower  extremities;  the  inguinal,  iliac, 
retroperitoneal,  and  axillary  nodes;  along 
with  the  thoracic  duct. 

We  are  now  investigating  methods  for 
demonstrating  the  lymphatics  in  the  neck 
and  mediastinum. 

Complications 

There  have  been  no  significant  complica- 
tions. If  one  is  careless  about  the  amount  of 
dye  injected,  the  patient  may  turn  blue  or 
green,  depending  on  the  type  of  dye  used. 
Although  this  passes  within  twelve  to 
twenty-four  hours,  it  can  be  disconcerting 
and  frightening  to  the  patient.  By  using 
less  than  2 cm.  of  dye  this  problem  can  be 
averted. 
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FIGURE  6.  (B)  Lymphogram  outlining  lymphatics  of  right  upper  extremity  as  well  as  axillary  and 
supraclavicular  chain  of  nodes.  (A)  Postoperative  study  shows  specimen  x-ray  film  (insert)  and 
presence  of  supraclavicular  nodes  (arrow)  not  removed  at  radical  dissection. 


Results 

We  have  used  this  technic  in  100  patients. 
In  our  first  series  of  10  patients,  we  failed  8 
times.  In  our  second  series  we  reversed 
this  with  failure  only  twice.  In  our 
last  series  of  80  patients,  we  have  had  10 
failures.  These  failures  have  occurred  in 
cases  where  the  lymphatics  were  so  small 
that  cannulation  proved  impossible. 

Figures  4 to  6 demonstrate  various 
selected  lymphography  x-ray  films  made 
with  this  technic.  The  value  of  this  technic 
has  been  well  reviewed  in  the  literature.^ 

Conclusions 

The  surgical  technic  for  lymphography  is 
reviewed. 

This  technic,  although  time-consuming 
and  tedious,  holds  promise  as  a valuable  tool 


in  the  interpretation  of  the  role  of  lymphatics 
in  certain  disease  conditions. 

Accumulative  experience  indicates  that 
complications  of  this  technic  are  insignifi- 
cant. 
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Environment 
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i‘  All  life  on  this  planet  is  the  result  of  an 
evolutionary  process  extending  over  many 
i millions  of  years.  In  the  course  of  this  proc- 
1 ess  the  anatomic  and  physiologic  character- 
^ istics  of  the  living  tissue  have  been  shaped 
i and  molded  by  the  environmental  factors  ex- 
i;  isting  on  the  planetary  surface.  Today  we 
exist  in  equilibrium  with  very  narrow  ranges 
of  temperature,  pressure,  radiation  intensity, 
and  atmospheric  gas  composition.  Now 
1 that  the  possibility  has  arisen  for  man  to 
^ transport  himself  out  of  this,  his  embryonic 
I environment,  attention  is  being  directed 
I toward  finding  ways  for  him  to  duplicate  and 
I carry  with  him  those  physiologically  im- 
portant environmental  factors  that  may  be 
I lacking  or  altered  in  the  exotic  environments 
I to  be  encountered  and  that  are  absolutely 
necessary  for  minimum  survival. 

I There  is,  however,  another  factor,  perhaps 
more  subtle  than  those  listed  but  neverthe- 
I less  aU-pervading  and  one  that  has  been 
present  since  the  onset  of  the  life  processes 
on  this  planet,  and  that  is  the  magnetic 
environment.  The  magnetic  field  of  the 
‘ earth  has  a particular  configuration,  inten- 
I sity,  and  mode  of  behavior  that  are  peculiar 

^ Presented  at  the  156th  Annual  Meeting,  Medical  Society  of 
the  State  of  New  York,  New  York  City,  Section  on  Space 
Medicine,  May  18,  1962. 


THE  MAGNETIC  FIELD  of  the  earth  is  an  im- 
portant physiologic  factor  for  living  organ- 
isms. It  appears  that  behavioral  changes  of 
an  undesirable  nature,  either  quite  evident  or 
subtle,  may  result  from  exposure  to  environ- 
ments having  lower  or  higher  field  strengths 
than  "normal"  or  those  having  either  no 
fluctuation  or  cyclic  fluctuation  at  frequencies 
other  than  those  to  which  we  are  adjusted. 
Magnetic  factors  beyond  eight  earth  radii 
distance  must  be  investigated  thoroughly  be- 
fore exposing  human  beings  to  such  environ- 
ments. 


to  it.  In  man’s  future  ventures  into  inter- 
planetary space  or  landings  on  other  planets, 
he  wiU  be  exposed  to  entirely  different 
magnetic  environments  than  the  one  which 
has  been  his  constant  companion  through 
his  evolutionary  development. 

To  characterize  briefly  the  earth’s  fields: 
It  has  the  well-known  dipole  configuration; 
is  quite  weak,  averaging  about  0.5  gauss; 
and  is  subject  to  certain  fluctuations.  Of 
the  latter,  there  are  rhythmic  circadian 
(about  24  hours)  variations  and  longer- 
period  (approximately  1 lunar  month)  varia- 
tions. In  addition,  there  are  random  fluctu- 
ations, occasionally  of  rather  high  intensity, 
that  are  known  as  magnetic  storms  and 
are  apparently  related  in  part  to  solar 
phenomena.  The  magnetic  field  in  inter- 
planetary space  (beyond  eight  earth  radii)  is 
uniform  and  much  lower  in  magnitude  than 
that  of  the  earth.  While  it  is  subjected  to 
storm  fluctuations  of  solar  origin,  these  may 
have  larger  magnitudes  and  more  rapid 
rates  of  change  compared  to  magnetic  storms 
on  earth.  In  addition,  the  circadian  and 
long-period  rhythmic  fluctuations  are  absent 
in  this  area.  Little  is  known  about  the 
magnetic  fields  of  the  other  planets  in  the 
solar  system.  However,  certain  stars  are 
known  to  have  very  intense  fields  of  their 
own. 

Therefore  one  may  hypothesize  that  man 
in  his  lunar  and  interplanetary  journeys  will 
be  exposed  to  magnetic  environments  gen- 
erally much  lower  and  occasionally  much 
greater  in  magnitude  than  those  existing 
here.  While  certain  of  them  may  exhibit 
rhythmic  variations,  these  wiU  have  fre- 
quencies different  from  those  of  the  earth’s 
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field.  In  addition,  the  suggestion  has  been 
made  that  space  vehicle  crews  could  be 
protected  against  certain  ionizing  radiation 
by  the  generation  of  strong  magnetic  fields 
about  the  vehicle.  This  procedure  would 
expose  the  occupants  to  a field  density 
considerably  higher  than  the  earth’s  for 
long  periods  of  time. 

Physiologic  effects  of  changes  in 
magnetic  field  strength 

To  determine  whether  any  of  these 
variations  would  be  of  physiologic  signifi- 
cance we  must  know  the  effects  of  exposure 
of  organisms  to  increased  and  decreased 
field  strengths  as  well  as  what  effects  the 
naturally  occurring  earth’s  fields  have  on  the 
normal  organism.  To  interpret  these  data 
in  a rational  fashion  it  is  further  necessary 
to  know  the  physiologic  mechanisms  that 
are  involved  in  causing  the  effects. 

Some  work  has  already  been  done  on  the 
physiologic  effects  of  exposure  of  organisms 
to  high-strength  fields.  Most  of  these 
studies  have  involved  simple  living  systems 
or  exposure  of  larger  organisms  in  a random 
orientation  to  the  field  direction.  The 
majority  of  the  reports  have  noted  growth 
disturbances  of  some  type.  ^ The  exposure 

of  fruit  flies  to  very  intense  fields  resulted  in 
death.®  Speculation  on  the  possible  mech- 
anism of  these  actions  of  high-strength 
fields  is  generally  based  on  the  differential 
action  of  a magnetic  field  on  various  mole- 
cules, depending  on  whether  they  are  para- 
or  diamagnetic.  One  objection  to  this 
thesis  is  that  the  thermal  agitation  of  the 
molecules  in  the  cellular  material  would 
have  a greater  range  than  any  separation  or 
displacement  produced  by  the  differential 
action  of  the  field.  This  objection  no 
longer  appears  valid  in  view  of  the  findings 
of  the  electron  microscopists.  Protoplasm 
is  no  longer  regarded  as  a disorganized  soup 
with  random  molecular  structure  but  as 
a well-ordered  complex  with  important 
functions  being  performed  by  structures 
with  very  tight  molecular  tolerances.  It  is 
not  too  difficult,  therefore,  to  conceive  of  a 
differential  effect  producing  a spatial  separa- 
tion in  a multimolecular  system,  the  func- 
tioning of  which  is  a factor  of  spatial  arrange- 
ments. The  differential  effects  on  dia-  and 
paramagnetic  molecules  should  be  greater 
with  very  nonuniform  fields  or  fields  having 


FIGURE  1.  Culture  dishes  of  Staph,  aureus  after 
seventy-two  hour  incubation.  The  top  row  of  cul- 
tures were  exposed  to  a reduced  magnetic  en- 
vironment. The  bottom  row  of  cultures  were  grown 
simultaneously  under  similar  conditions  of  light, 
temperature,  and  humidity  but  with  normal- 
strength  magnetic  field.  The  numbers  referto  dilu- 
tion factors  from  the  original  broth  culture. 


steep  gradients.  That  this  is  precisely  the 
observation  that  has  been  made  appears  to 
lend  support  to  the  initial  hypothesis. 

We  find  that  little  experimentation  has 
been  done  on  the  effects  of  fields  lower  than 
the  earth’s  normal.  Tchijevsky,®  who  was 
primarily  interested  in  air  ionization  and 
cosmic  radiation,  probably  produced  in  his 
experimental  procedure  a decrease  in  the 
natural  magnetic  field.  He  reported  a 
rather  rapid  onset  of  inanition  and  death  in 
rats  under  these  conditions.  In  our  labora- 
tory we  became  interested  in  this  problem, 
and  using  magnetic  shielding  materials  we 
have  exposed  cultures  of  Staphylococcus 
aureus  to  a reduced  magnetic  environment. 
This  was  actually  a “resistive”  reduction, 
and  the  remaining  field  inside  the  enclosure 
was  both  detectable  and  varied  with  the 
same  frequency  as  did  the  natural  field. 
However,  both  average  field  strength  and 
magnitude  of  fluctuation  were  reduced  by  a 
factor  of  10.  The  cultures  were  introduced 
four  hours  after  plating  from  a previous 
broth  culture.  The  organisms  grew  well 
at  room  temperature,  and  the  exposure  time 
of  seventy-two  hours  covered  the  major 
exponential  growth  period. 

The  experimental  cultures  in  aU  dilutions 
showed  a 15-fold  reduction  in  number  of 
colonies  as  well  as  some  reduction  in  size  of 
colonies  as  compared  to  the  control  cultures 
(Fig.  1).  These  were  actually  preliminary 
experiments,  and  while  they  were  performed 
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on  Staph,  aureus  several  times  with  uniform 
results,  no  other  organisms  have  been  tested. 
It  is  manifestly  impossible  to  explain  these 
results  on  any  differential,  para-  or  dia- 
magnetic action.  However,  a possible  clue 
to  the  mechanism  of  action  may  be  in  a 
consideration  of  the  physiologic  significance 
of  the  earth’s  natural  magnetic  field. 

It  has  long  been  noted  that  certain  cyclic 
phenomena  in  living  organisms  have  periods 
closely  approximating  the  major  geophysical 
cycles  (circadian  and  limar  month).  These 
biologic  cycles  have  been  shown  to  continue 
in  regular  rhythmic  fashion  even  in  the  total 
absence  of  environmental  cues  of  light, 
temperature,  barometric  pressure,  and  so 
forth.  How  can  one  explain  the  persistence 
of  a circadian  rhythm  of  activity  in  an 
organism  that  is  exposed  to  absolutely 
constant  environmental  factors?  Two 
major  hypotheses  have  been  advanced. 
One  suggests  that  the  organism  possesses  an 
internal  autonomous  clock  or  oscillator  that 
regulates  the  cyclic  behavior.’  However, 
despite  extensive  work,  the  exact  nature  of 
this  master  clock  remains  unknown.  The 
alternative  hypothesis  advanced  is  that  the 
biologic  rhythms  are  dependent  for  their 
timing  on  subtle  geophysical  rhythms.* 
Some  evidence  has  been  obtained  indicating 
that  the  magnetic  field  with  its  rhythmic 
fluctuations  is  the  geophysical  parameter  of 
significance.  Marked  disturbances  in  cyclic 
behavior  of  organisms  have  been  produced 
by  exposure  to  magnetic  fields  as  low  as  a 
few  gauss. The  human  organism  also 
exhibits  biologic  cyclic  behavior,  demonstrat- 
ing a time  relationship  to  the  variations  in 
the  magnetic  field.’*  If  cyclic  behavior  can 
be  viewed  as  a rhythmic  variation  in  the 
level  of  irritability  of  the  organism,  would 
the  naturally  occurring  magnetic  storms 
produce  any  demonstrable  variation  in 
irritability  level? 

Previous  work  indicated  a statistical 
relationship  between  magnetic  storms  and 
suicides  in  the  human  population.”  In  a 
preliminary  statistical  study  of  the  relation- 
ship between  the  average  daily  magnetic 
field  variations  and  the  incidence  of  hospital 
admissions  for  neuropsychiatric  disturb- 
ances, we  obtained  a coefficient  of  correlation 
of  + 0.26.”  The  probability  of  obtaining 
this  result  by  chance  alone  is  less  than  1 in 
10,000.  At  present,  this  work  is  continuing 
with  much  larger  volumes  of  data  and 


automatic  processing  equipment.  It  there- 
fore appears  that  the  variations  in  the 
earth’s  magnetic  field  may  be  in  part 
responsible  for  driving  the  cyclic  activity  of 
living  organisms.  Again,  the  strength  of 
this  field  is  far  too  low  to  permit  any  serious 
consideration  of  dia-  or  paramagnetic  effects 
in  this  relationship. 

There  is,  however  another  class  of 
phenomena  worth  consideration.  The 
galvanomagnetic  effects  are  the  result  of 
interaction  between  the  flow  of  direct 
current  electricity  and  steady  or  pulsating 
magnetic  fields.  These  effects  are  normally 
quite  small  in  ordinary  electrical  equipment 
and  can  be  disregarded.  However,  for 
certain  reasons  they  are  increased  over  a 
million  times  in  magnitude  in  semiconductors 
and  other  similar  solid-state  electronic 
systems.  ” Work  in  the  author’s  laboratory 
over  the  past  few  years  has  indicated  that 
such  an  electronic  phenomenon  is  an  im- 
portant characteristic  of  the  nervous 
system.  ” This  solid-state  electronic  cirrrent 
appears  to  be  a prime  factor  in  determining 
the  level  of  irritability  of  the  neurones,  as 
judged  by  their  threshold  and  action  poten- 
tial activity.  Further,  in  aU  the  vertebrates 
examined,  including  man,  it  appeared  that 
some  midUne  structiue  or  structures  in  the 
brain,  possibly  brain  stem  reticular  forma- 
tion, demonstrated  this  activity  to  a high 
degree  and  that  the  magnitude  and  perhaps 
polarity  of  this  electronic  current  flow 
directly  determined  the  level  of  conscious- 
ness. Considering  that  in  the  vertebrates 
activity  of  the  brain  determines  the  over-aU 
behavior  of  the  organism,  it  is  not  difficult  to 
conceive  of  a galvanomagnetic  effect  between 
the  fluctuations  in  the  magnetic  environment 
and  this  solid-state  electronic  system  in  the 
brain  stem  producing  the  subtle  behavioral 
alterations  of  biologic  cycles.  In  this  regard, 
it  is  interesting  to  note  that  the  latest 
observations  on  the  earth’s  magnetic  field 
indicate  that  it  is  subject  to  continuous  pulsa- 
tions of  low  magnitude,  with  a frequency 
ranging  from  0.1  to  100  cycles  per  second. 
The  major  components  of  the  phenomenon 
appear  to  be  centered  around  8 to  16  cycles 
per  second.  The  suggestion  has  been  made 
that  this  phenomenon  may  be  related  to  the 
average  frequencies  of  the  electroencephalo- 
gram.” 

Since  this  current  system  in  the  brain  has 
a definite  vector  orientation  (midline,  fronto- 
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FIGURE  2.  Electroencephalogram  of  lightly  tranquilized  amphibian  during  exposure  to  a magnetic  field. 
The  field  was  oriented  at  90  degrees  to  the  cranial  neuraxis  and  was  generated  by  a well-stabilized  electro- 
magnet (Varian  V-4007-1).  The  tracings  from  the  top  down  are  a consecutive  series  and  were  made  in  se- 
quence. The  numbers  beneath  the  tracing  refer  to  the  field  strength  in  kilogauss.  The  time  markers  at 
the  top  of  each  record  indicate  one-second  intervals.  In  the  top  tracing  no  field  was  applied  until  just  pricr 
to  0.5  kilogauss  (500  gauss).  Before  the  field  application,  a typical  8-10  alpha  pattern  can  be  seen.  Starting 
at  0.5  kilogauss  and  proceeding  to  3.8  kilogauss  on  the  second  record  from  the  top,  the  field  was  smoothly 
increased  in  strength.  During  this  time  the  appearance  of  large  1 per  second  delta  waves  may  be  noted. 
From  the  3.8  kilogauss  point  on  the  second  record  to  1 second  before  the  3.4  point  on  the  third  record  the 
field  was  uniform  and  was  maintained  at  3.8  kilogauss.  A sustained  50  microvolt  amplitude  1 per  second 
delta  wave  accompanied  by  diminution  in  the  superimposed  alpha  frequency  can  be  seen.  The  field  was 
reduced  smoothly  until  the  OFF  point  on  the  fourth  record.  The  larger  fluctuations  between  1.1  kilogauss 
and  off  are  presumably  due  to  some  induced  current  from  the  changing  field.  The  delta  wave  forms  sub- 
sided over  the  following  ten  to  twelve  seconds  and  were  followed  by  a return  to  the  original  alpha  pattern, 
shown  in  the  last  recording.  The  delta  wave  forms  produced  by  the  exposure  to  the  magnetic  field  are  typ- 
ical of  moderate  to  deep  surgical  anesthesia  in  this  animal. 


occipital)  and  can  be  measured  on  the 
exterior  surface  of  the  head,  it  can  be 
subjected  to  experimentation  under  varying 
circumstances.  In  theory,  the  imposition 
of  a steady  magnetic  field  at  right  angles  to 
the  direction  of  this  current  flow  should 
produce  a deviation  in  the  path  of  some  of 
the  charges  flowing.  If  these  can  find  new 
circuit  paths  at  this  new  vector,  then  the 
amount  of  current  to  be  delivered  along  the 
original  vector  will  be  decreased.  From 
our  experiments  on  the  effects  of  increasing 


or  decreasing  the  total  electrical  current 
flow  along  the  path  by  the  addition  of 
externally  generated  current,  we  know 
that  a relative  diminution  in  this  amount  of 
current  will  cause  a decrease  in  the  level  of 
consciousness.  Therefore  the  imposition  of 
a magnetic  field  oriented  at  right  angles  to 
the  brain  stem  should  alter  the  electro- 
encephalographic  pattern  in  a fashion  to 
indicate  a decrease  in  the  level  of  con- 
sciousness. In  addition,  a rough  linearity 
should  exist  between  the  field  strength 
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applied  and  the  magnitude  of  the  change 
induced. 

Such  experiments  have  been  done,  and  in 
every  case  when  field  strengths  of  from 
2,500  gauss  or  more  were  applied  (Fig.  2), 
the  electroencephalographic  pattern  has 
changed  from  that  of  a moderate  amplitude 
alpha  to  a high  amplitude  delta  type,  which  is 
typical  of  moderate  to  deep  anesthesia.  The 
behavior  of  the  experimental  animal  is  also 
appropriate;  he  remains  immobilized  within 
the  field  of  the  magnet.  It  was  further 
noted  that  no  change  could  be  produced 
in  the  electroencephalographic  patterns  of 
heavily  anesthetized  animals.  Since  our 
other  data  indicate  that  this  state  is  asso- 
: ciated  with  a maximal  reduction  in  current 
flow,  no  effect  was  anticipated.  These 
I results  clearly  indicate  that  a magnetic 
i field  of  proper  magnitude  and  orientation 
can  reduce  consciousness  to  levels  approxi- 
I mating  general  anesthesia,  as  judged  by  the 
j electroencephalogram.  It  seems  quite 
* likely  that  fields  of  much  lower  magnitudes 
j'  would  also  be  capable  of  changing  the  level 

I of  irritability  sufficiently  to  produce  a 
; li  deterioration  in  the  performance  of  complex 

II  tasks.  Other  work  with  alteration  of  con- 
sciousness induced  by  application  of  ex- 
ternally generated  direct  currents  has  indi- 
cated that  modulation  of  these  currents  by 
low  frequencies  (0.1  to  10  cycles  per  second) 
enhanced  the  physiologic  effect.  While  it 
has  not  yet  been  possible  to  evaluate  the 
effect  of  magnetic  fields  varying  at  these 
same  frequencies,  the  inference  would  be 
that  similar  potentiation  would  occur. 

i Conclusions 

[ It  is  concluded  that  the  magnetic  field  of 
' the  earth  is  an  important  physiologic  factor 
I for  living  organisms  and  that  life  as  we  know 
I it  is  adjusted  to  be  in  equilibritun  with  its 
, characteristics.  It  would  appear  that  be- 
havioral changes  of  an  undesirable  nature 
may  result  from  exposure  to  environments 
having  lower  or  higher  field  strengths  than 
“normal”  or  those  having  either  no  fluctua- 
tions or  cyclic  fluctuation  at  frequencies 
other  than  those  to  which  we  are  adjusted. 
These  behavioral  alterations  may  be  quite 
evident,  in  the  case  of  high  field  strengths, 
or  they  may  be  subtle,  representing  only  a 


deterioration  in  performance  level. 

Man’s  ventures  into  space  thus  far  have 
been  in  areas  where  the  magnetic  environ- 
ment approximates  that  of  the  earth’s 
surface.  In  addition,  these  flights  have 
been  of  relatively  brief  dimation,  insufiicient 
to  observe  any  cumulative  effects.  The 
factors  discussed  in  this  paper  become 
operative  on  joirrneys  of  long  duration 
beyond  eight  earth  radii  distance.  Before 
exposing  crews  to  such  environments,  it 
would  appear  desirable  to  investigate  these 
factors  thoroughly. 

800  Irving  Avenue,  Syracuse 
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Esophageal  hiatal  hernia,  a common 
condition  seen  in  some  9 per  cent  of  indi- 
viduals subjected  to  gastrointestinal  radio- 
graphic  studies,  is  currently  a frequent  topic 
for  discussion.!  There  is  controversy  be- 
tween gastroenterologists  and  surgeons  as  to 
which  patients  should  be  operated  on  and 
among  surgeons  themselves  as  to  what 
should  be  done  and  from  what  approach. 
Elucidation  of  the  problem  on  the  basis  of 
pathologic  physiology  would  seem  to  resolve 
most  of  the  points  at  issue.  The  problem  of 
selection  of  patients  for  treatment  is  made  dif- 
ficult because  in  the  first  place,  relatively  few 
individuals  with  demonstrated  hiatal  hernia 
have  any  symptoms  at  aU.  Second,  symp- 
tomatic episodes  accompanying  pregnancy 
often  abate  after  deUvery,  and  a simple 
weight-losing  regimen  relieves  others.  It 
seems  obvious,  therefore,  that  definitive 
surgery  should  be  reserved  for  well  docu- 
mented cases  where  rather  severe  disability 
persists  despite  an  adequate  trial  of  good 
medical  management.  Surgeons  to  whom 
simple  demonstration  of  the  lesion  furnishes 


the  criterion  for  operation  very  quickly  can 
build  up  a large  following  of  dissatisfied  pa- 
tients. On  the  other  hand,  since  a heavy 
emotional  overlay  so  frequently  is  present, 
we  should  not  deny  operative  repair  for  this 
reason  alone.  After  over  a year  of  careful 
management,  a patient  whose  greeting  al- 
ways was,  “Doctor,  I’m  nervous,”  accom- 
panied by  a clanuny  limp  handshake,  ob- 
tained one  of  the  most  satisfying  postopera- 
tive results.  Further,  after  similar  delay 
and  with  many  misgivings,  a patient  who 
had  been  receiving  electroshock  therapy  for 
frankly  psychotic  episodes,  received  sig- 
nificant relief.  The  psychoneurotic  element 
does  not  necessarily  contraindicate  opera- 
tive repair. 

Pathophysiology 

Like  the  Greek  philosophers  arguing  theo- 
retically as  to  the  probable  number  of  teeth 
a horse  has,  armchair  anatomists  and  others 
have  argued  for  generations  as  to  the  struc- 
ture of  the  esophageal  hiatus.  The  con- 
census now  is  that  fibers  of  the  right  crus  of 
the  diaphragm  alone  make  up  the  hiatus, 
but  this  is  almost  entirely  an  academic  point. 
The  important  point  is  that  the  hiatus  is 
teardrop  shaped  with  the  strong  circular 
edge  anteriorly  where  the  esophagus  lies  and 
a weak  triangular  area  of  areolar  tissue 
posteriorly  extending  to  the  adventitia  of  the 
aorta.  What  fills  this  area  normally  is  of  no 
moment  to  the  smgeon  because  the  fact 
that  a hernia  exists  is  clear  evidence  that 
whatever  tissue  was  there  originally  no 
longer  is  present.  There  now  is  agreement 
that  a true  muscular  sphincter  at  the  esoph- 
agogastric junction  does  not  exist.  How- 
ever, there  are  three  contributing  mecha- 
nisms which  together  tend  to  inhibit  regur- 
gitation of  the  stomach  contents  into  the 
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esophagiis.  First  is  the  pinchcock  action  of 
the  diaphragm  which  depends  on  an  intact 
phrenic  nerve  and  normally  functioning 
muscle  fibers.  Second  is  the  sling  of  dia* 
phragmatic  muscle  fibers  at  the  hiatus  which 
augments  the  pinchcock  action  and  also 
intensifies  the  third  mechanism,  which  is  the 
oblique  angle  at  which  the  esophagus  enters 
the  stomach.  This  factor  of  obliquity  is  of 
extreme  importance  because  of  the  mucosal 
“flap”  produced  so  that  the  more  the  stom- 
ach is  distended,  the  more  tightly  the  esoph- 
agogastric junction  is  closed.  Obviously,  if 
the  esophagogastric  junction  is  pulled  up 
into  the  mediastinum,  this  obliquity  is  over- 
come and  regurgitation  is  favored,  since  the 
other  two  mechanisms  also  are  deranged.  It 
is  not  an  oversimplification  to  state  that  the 
sole  purpose  of  operative  repair  is  to  replace 
the  esophagogastric  jimction  well  below  the 
diaphragm  and  to  keep  it  there.  Cine- 
fluorography  clearly  shows  that  when  the 
esophagogastric  junction  is  above  the  dia- 
phragm, the  obliquity  is  lost,  the  pinchcock 
and  shng  actions  are  now  at  the  wrong  level, 
and  the  esophagogastric  junction  does  not 
function  properly  in  the  negative  pressm"e 
environment  of  the  mediastinum.  Normal 
function  is  restored  simply  by  reducing  the 
hernia,  and  operation  is  solely  for  the  pur- 
pose of  maintaining  this  reduction. 

Types  of  hernia 

Some  97  per  cent  of  diaphragmatic  hernias 
occur  through  the  esophageal  hiatus,  and  of 
these  there  are  two  types;  sliding  and  para- 
esophageal. The  sliding  type  makes  up  90 
per  cent  of  the  total  group  and  as  the  name 
implies,  the  esophagogastric  junction 
“slides”  or  is  pulled  up  into  the  mediastinum. 
Paraesophageal  connotes  “alongside”  and  in- 
dicates that  the  stomach  prolapses  into  the 
mediastinum,  hut  the  esophagogastric  junc- 
tion remains  in  its  normal  below-diaphragm 
position.  2 This  permits  pulling  up  of  other 
viscera,  such  as  the  colon,  constitutes  the 
true  “upside  down  stomach,”  and  sets  the 
stage  for  gastric  volvulus  because  of  this 
twisting  on  the  esophagogastric  junction  as  a 
fixed  point.  According  to  this  classification, 
the  position  of  the  esophagogastric  junction 
is  the  determining  point,  and  consequently 
there  is  no  such  thing  as  a “combined” 
hernia  because  either  the  junction  is  above 
or  it  is  below! 


Etiologic  factors 

Mechanisms  which  push  or  pull  the  stom- 
ach wall  through  the  esophageal  hiatus  into 
the  mediastinum  include  pregnancy,  which 
acts  by  increasing  intra-abdominal  tension, 
and  obesity,  which  acts  by  forming  an  ob- 
turator which  dilates  the  hiatus  and  then 
puUs  up  the  stomach.  That  pregnancy 
favors  development  of  esophageal  hiatal 
hernia  is  shown  by  the  5 per  cent  incidence 
in  primiparas  as  compared  with  18  per  cent 
in  multiparas  as  well  as  by  the  fact  that 
symptoms  present  during  pregnancy  often 
abate  completely  after  delivery.  ^ Obesity 
and  pregnancy,  both  favoring  the  female 
sex,  explain  the  Increased  sex  ratio.  Since 
pregnancy  and  obesity  also  favor  gallbladder 
disease,  it  is  not  surprising  that  gallstones 
and  esophageal  hiatal  hernia  enjoy  a high 
incidence  of  fortuitous  association.  The 
serious  vulnerability  of  esophageal  mucosa 
to  gastric  acid  is  well  known,  and  as  soon  as 
some  acid-secretmg  mucosa  comes  to  lie 
above  the  diaphragm  the  factors  of  too  much 
acid  retained  too  long  initiate  the  train  of 
events  leading  to  peptic  esophagitis,  in- 
flammatory stricture,  ulceration,  esophageal 
shortening,'*  and  the  cycle  which  is  relieved 
permanently  by  replacing  the  esophago- 
gastric junction.  Gastric  hyperacidity  and 
hypersecretion  causative  of  peptic  ulcer  also 
may  initiate  pylorospasm  and  vomiting. 
This  may  cause  peptic  esophagitis  which  pri- 
marily shortens  the  esophagus  and  causes  a 
sliding  hernia.  The  current  belief  is  that 
congenital  short  esophagus  does  not  exist 
and  that  short  esophagus  always  is  an  in- 
flammatory shortening  from  regurgitant 
esophagitis. 


Symptoms 

Symptoms  from  hiatal  hernia  per  se  are 
“heart  burn,”  “water  brash,”  or  a sense  of 
fullness  beneath  the  xiphoid  area.  Beyond 
this  point  symptoms  are  due  to  peptic 
esophagitis  and  consist  of  substernal  burning 
pain,  dysphagia  from  inflammatory  stric- 
ture, bleeding  from  esophageal  or  pouch 
ulceration,  bleeding  from  secondary  varices 
in  the  pouch,  weight  loss  from  fear  of  eating 
or  from  vomiting,  and  occasionally  an 
anginal-type  pain  with  cardiac  pain  distribu- 
tion.* 
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Diagnostic  methods 

A medical  history  will  elicit  the  symptoms 
mentioned  and  will  bring  out  the  etiologic 
factors  discussed  previously.  Radiographic 
studies  are  diagnostic  when  they  show  posi- 
tive findings,  but  negative  findings  on  films 
do  not  exclude  the  diagnosis  unless  the 
radiologist  has  been  alert  to  the  possibility. 
Films  or  fluoroscopy  with  the  patient  in 
head-low  position  are  very  helpful.  Another 
adjuvant  is  to  give  a carbonated  beverage 
which  will  distend  the  stomach  with  gas. 
Pneumoperitoneum,  originally  used  as  a 
diagnostic  procedure,  has  been  so  successful 
in  reducing  the  mediastinal  herniation  that 
the  method  is  advocated  by  some  as  a con- 
tinuing therapeutic  measure.  Ordinarily 
this  seems  imjustified.  Esophagoscopy  is  a 
valuable  diagnostic  aid  provided  that  one 
does  not  become  trapped  by  the  maxim  that 
all  esophagi  are  the  same  length  and  that 
gastric  mucosa  seen  a centimeter  above  this 
immutable  level  always  means  hiatal  hernia. 
Naturally  the  finding  of  esophagitis,  stric- 
ture, and  /or  ulceration  are  important  esoph- 
agoscopic  observations.  Saint’s  triad  of 
cholecysti  tis,  diverticulitis,  and  hiatal  hernia 
should  be  remembered  only  because  of  the 
association  of  adiposity  and  femininity  with 
increasing  age. 

Medical  regimen 

Acid  neutralization  is  the  mainstay  of 
medical  management,  and  as  usual,  the 
night  secretion  tends  to  be  neglected.  These 
patients  should  not  eat  after  the  evening 
meal  and  should  not  drink  at  bedtime. 
Elevation  of  the  head  of  the  bed  inhibits 
regurgitation,  and  antacids  should  be  avail- 
able at  the  bedside.  Weight  reduction  is 
worth  while  for  many  reasons,  of  which 
hiatal  hernia  is  one  of  the  least  important. 
Attempts  at  management  of  the  emotional 
overlay  are  worth  while  but  usually  dis- 
couragingly  unproductive.  In  stubborn 
cases,  pneumoperitoneum  is  valuable  to 
keep  the  hernia  reduced,  the  esophagogastric 
junction  below  the  diaphragm,  reflux  at  a 
minimum,  and  symptoms  in  abeyance. 
When  these  measures  fail,  when  the  doctor 
or  the  patient  becomes  weary  of  the  routine, 
or  when  more  serious  complications  develop, 
surgical  repair  would  not  seem  to  be  too 
radical  a suggestion. 


Indications  for  surgical  repair 

Essentially  there  are  seven  indications  for 
subjecting  the  patient  with  esophageal  hiatal 
hernia  to  operative  repair,  other  than  simple 
chronicity  and  disenchantment  with  medical 
management. 

1.  Persistence  of  peptic  esophagitis 
poorly  controlled  or  progressive  under  an 
adequate  medical  regimen. 

2.  Hemorrhage,  whether  it  be  from 
pouch  ulcer,  esophageal  ulcer,  or  secondary 
varices  in  the  pouch. 

3.  Ulcer  of  the  distal  esophagus  or  in  the 
hernia  pouch  even  if  there  is  no  hemorrhage. 

4.  Inflammatory  stricture  severe  enough 
to  cause  dysphagia. 

5.  Volvulus  of  the  stomach  or  obstruc- 
tion in  the  para  type. 

6.  Coexistent  duodenal  ulcer  requiring 
surgical  therapy  or  the  presence  of  gallstones 
which  indicates  cholecystectomy. 

7.  Coronary  artery  sclerosis  where  hiatal 
hernia  acts  as  a trigger  mechanism  to  pro- 
duce anginal  pain.  Just  as  in  some  cases 
of  cholecystitis,  operation  relieves  the  pain 
and  causes  electrocardiographic  changes  to 
revert  to  normal.^ 


Available  surgical  procedures 

It  cannot  be  stated  too  frequently  nor 
emphasized  too  strongly  that  individualiza- 
tion of  cases  is  necessary  to  attain  the  best 
results  and  that  routinism  or  “running  a 
series”  is  not  good  care  except  for  purely 
research  purposes  in  evaluation  of  a method. 
The  private  practitioner  who  memorizes  an 
operation  for  each  diagnosis  may  be  a tech- 
nician but  certainly  not  a surgeon.  It  is  es- 
sential, therefore,  to  figure  out  what  it  is 
that  we  are  trying  to  accomplish  and  then 
to  proceed  toward  that  end.  There  are  six 
desiderata,  one  or  more  of  which  may  be 
applicable  in  each  operative  repair  of  hiatal 
hernia. 

1.  In  every  case  we  should  stop  peptic 
acid  reflux  into  the  esophagus  and  provide  an 
end  result  which  wiU  preclude  regurgitation 
in  the  future. 

2.  In  some  instances  we  may  want  to 
decrease  the  level  of  gastric  acid  formation 
permanently. 

3.  In  every  case  we  wish  to  attain  normal 
or  near-normal  gastric  emptying  and  prevent 


2222  New  York  State  Journal  of  Medicine  / August  1,  1963 


pouch  retention,  preferably  by  ablating  the 
pouch. 

4.  Where  obstruction  exists  due  to  gas- 
I trie  volvulus,  we  want  to  overcome  this 
I mechanism  permanently.  As  will  be  shown 
! later,  esophageal  obstruction  by  inflam- 
j matory  stricture  is  secondary  and  does  not 
need  definitive  care  for  the  stricture  except 
j in  unusual  instances. 

I 5.  We  should  remove  ulcers  or  at  least 
^ provide  for  their  prompt  resolution  by  resto- 
j ration  of  normal  fimction. 

I 6.  We  should  aim  to  preserve  near- 
! normal  anatomy  and  restore  near-normal 
physiology  including  the  leaving  of  an  ade- 
quate gastric  reservoir  if  gastric  resection  is 
done. 

Some  operative  procedures  are  poorly 
! conceived,  some  are  too  radical,  some  too 
I limited,  and  some  simply  are  unnecessary. 
The  following  procedures  have  been  advo- 
cated, simply  attesting  to  the  general  dis- 
satisfaction with  most  of  them.  Left  phrenic 
nerve  crushing  or  excision  does  away  with 
the  pinchcock  action  of  the  diaphragm  and 
I therefore  allows  the  herniated  gastric  pouch 
to  drain  more  adequately  or  even  to  reduce 
itself.  The  procedure  is  followed  by  eventra- 
tion of  the  diaphragm  and  more  seriously,  by 
reduced  respiratory  fimction.  Phrenic  crush 
in  the  neck  may  relieve  pressure  on  varices 
in  the  pouch  and  thus  stop  venous  bleeding. 

I Permanent  phrenic  exeresis  is  definitely 
valuable  and  useful  in  recurrent  cases,  in 
I poor-risk  patients,  or  in  those  who  refuse 
something  more  definitive.®  Adding  phrenic 
Ij  crush  to  operative  repair  as  a mechanism  of 
I relieving  respiratory  stress  on  suture  lines 
I during  the  healing  period  has  been  advocated 
!|  by  some  and  condemned  by  others. 

1 Heineke-Mikulicz  esophagoplasty  for  stric- 
ture consists  of  longitudinal  incision  through 
i the  strictured  area  and  transverse  closure. 

' This  procedure  is  beneficial  in  an  extremely 
I short  area  of  stricture  but  rarely  if  ever  is  ap- 
plicable in  the  hiatal  hernia  problem.  It 
does  not  attack  the  basic  defect. 

Pyloroplasty  to  promote  gastric  emptying 
i does  not  bear  on  the  problem  and  has 
nothing  to  do  with  pouch  emptying.  Suture 
of  the  diaphragm  to  the  pouch  wall  is  a sim- 
ple admission  of  defeat.  In  every  instance  it 
should  be  possible  to  reduce  the  hernia  and 
maintain  the  esophagogastric  junction  at  a 
j level  below  the  diaphragm.  Suture  of  the 
diaphragm  to  the  pouch  waU  plus  phrenic 

I 


crush  simply  compounds  the  difficulty  be- 
cause rarely  does  the  addition  of  two  poor 
procedures  result  in  one  good  one.  Plication 
of  the  esophagogastric  junction  to  form  a 
valve  to  prevent  regurgitation  is  a step  in  the 
right  direction  but  is  not  necessary.  Proper 
placement  of  the  distal  2 cm.  of  the  esoph- 
agus below  the  diaphragm  increases  the 
obliquity  and  restores  the  normal  barrier  to 
regurgitation.  Esophagogastrectomy  re- 
moves the  acid-bearing  area,  removes  the 
prolapsing  pouch,  may  add  vagectomy  to 
further  decrease  gastric  acidity,  and  entails 
hernia  repair;  but  usually  the  anastomosis 
is  so  constructed  that  the  esophagus  enters 
the  stomach  at  right  angles,  and  thus 
regurgitation  is  favored  rather  than  pre- 
vented. The  usual  esophagogastrectomy 
makes  the  situation  worse  than  before  opera- 
tion. Vagectomy  plus  pyloroplasty  or 
gastroenterostomy  without  hernia  repair  is 
based  on  the  control  of  acidity,  but  the 
method  has  failed.  When  added  to  hernia 
repair,  there  is  a place  for  this  procedure  as 
wiU  be  discussed  later.  Suture  of  the  stom- 
ach to  the  anterior  abdominal  waU  has  been 
advocated  in  the  past  and  has  been  revived 
recently.  The  procedure  relies  on  maintain- 
ing reduction  of  the  gastric  pouch  but  is  sub- 
ject to  difficulty.  A mechanism  for  potential 
internal  hernia  is  produced,  and  instances 
have  been  reported  where  some  violent  mo- 
tion has  ruptured  the  stomach.  Cannulation 
of  the  thoracic  duct  for  bleeding  thought  to  be 
due  to  esophageal  varix  hemorrhage  has  been 
done  twice  recently,  and  after  the  bleeding 
stopped,  investigation  revealed  esophageal 
hiatal  hernia  and  pouch  varices  without  cir- 
rhosis or  portal  hypertension.  It  seems  that 
thoracic  duct  cannulation  wiU  decrease 
portal  pressure  enough  to  stop  venous  bleed- 
ing even  in  the  absence  of  portal  hyper- 
tension. 

Categorization  of  candidates 
for  surgical  repair 

Within  reason  it  seems  feasible  to  divide 
patients  who  are  candidates  for  surgical  re- 
pair of  esophageal  hiatal  hernia  repair  into 
three  groups  as  follows: 

Group  I.  Group  I is  made  up  of  those 
patients  who  have  moderate-sized  hernia  and 
in  whom  symptoms  are  primarily  mechani- 
cal due  to  the  hernia  itself.  There  may  be 
pain,  hemorrhage,  volvulus,  relatively  nor- 
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mal  gastric  acidity,  and  mild  esophagitis  but 
no  severe  structural  changes,  such  as  eso- 
phageal ulceration  or  stricture.  The  surgical 
treatment  here  is  hernia  repair  alone,  bring- 
ing up  several  controversial  points. 

1.  Thoracic  versus  abdominal  approach: 
Jurisdictional  disputes  over  union  territories 
have  no  place  in  surgery,  and  the  operator 
should  approach  in  the  manner  with  which 
he  is  most  famihar  and  skilled.  I personally 
use  the  thoracic  approach  with  left  side  up. 

2.  Anterior  versus  posterior  hernial  re- 
pair: The  defect  is  posterior,  and  it  seems 
logical  to  repair  the  defect.  Lack  of  good 
tissue  here  has  led  to  pushing  the  esophagus 
posteriorly  and  closing  the  hiatus  with  the 
firm  tissue  anteriorly. 

3.  Transplantation  of  esophagus  an- 
teriorly: If  the  anterior  edge  of  the  hiatus  is 
incised  for  about  2 cm.,  the  esophagus  can  be 
moved  forward  into  this  area,  thus  allowing 
tissue  to  fall  posteriorly  to  be  used  in  an  over- 
lapping repair.  Furthermore,  this  moving  of 
the  esophagus  forward  toward  the  dome  of 
the  diaphragm  makes  it  easier  to  get  the 
esophagogastric  junction  below  the  dia- 
phragm.^ 

4.  Deahng  with  the  hernia  itself:  Some 
physicians  do  not  open  the  peritoneum,  and 
others  make  a great  point  of  opening  the 
“sac,”  excising  redundant  tissue,  and  “re- 
pairing” by  some  form  of  peritoneal  suture 
to  stomach  or  diaphragm.  In  no  other  in- 
stance do  we  depend  on  peritoneum  for 
strength  in  hernia  repair,  and  in  many  in- 
cisional and  direct  inguinal  hernias  we  do 
not  open  the  sac.  Some  surgeons  use  mat- 
tress sutures  to  approximate  the  under  sur- 
face of  the  denuded  diaphragm  to  the  sur- 
face of  the  stomach.*"'®  This  is  perfectly 
acceptable  as  long  as  the  esophagogastric 
junction  is  placed  below  the  diaphragm  and 
the  normal  obliquity  is  not  impeded.  It  is 
perfectly  proper  to  suture  the  edges  of  the 
hiatus  to  the  esophageal  wall  by  multiple  in- 
terrupted stitches  of  3-0  silk  leaving  only  a 
two-finger  orifice  for  the  esophagus. 

5.  Schatzki’s  ring  or  esophageal  dia- 
phragm: To  me  this  is  the  esophagogastric 
junction  as  it  appears  when  straightened  out 
and  pulled  up  into  the  mediastinum.  Re- 
placing it  below  the  diaphragm  seems  to  be 
what  is  needed,  and  any  plastic  procedures 
on  the  area  seem  meddlesome.  Some  rou- 
tinely find  “stricture”  at  this  point,  but  this 
probably  is  the  normal  mucosal  valve. 


Group  II.  Group  II  is  made  up  of  pa- 
tients who  have  moderate  or  large  hernias, 
high  gastric  acidity,  peptic  esophagitis, 
esophageal  or  pouch  ulceration,  dysphagia, 
and  some  element  of  stricture.  There  is  a 
shortened  esophagus  which  has  pulled  the 
stomach  up  into  the  chest.  Here  the  pri- 
mary diflSiculty  is  acid  regurgitation,  and 
simple  hernia  repair  is  enough  only  if  the 
surgeon  can  be  absolutely  certain  that  his  re- 
pair will  stop  regurgitation  and  prevent  its 
recurrence.  Since  this  is  so  in  the  minority 
of  hands,  hernia  repair  should  be  comple- 
mented by  an  acid-decreasing  procedure, 
preferably  vagectomy  and  pyloroplasty  or 
gastroenterostomy.  In  my  hands  the  best 
vagectomy  is  accomplished  from  the  thoracic 
side,  as  is  hiatal  hernia  repair,  but  pyloro- 
plasty or  gastroenterostomy  lend  themselves 
very  poorly  to  the  thoracic  approach,  and 
therefore  patients  in  Group  II  require  the 
abdominal  approach."'’*  This  does  not 
permit  attack  on  the  esophageal  stricture, 
but  it  should  be  emphasized  that  this  is  not 
necessary.  As  soon  as  acid  regurgitation  is 
stopped,  the  inflammatory  stricture  of  the 
esophagus  relents  so  that  patients  who  were 
limited  to  liquid  diet  preoperatively  are  eat- 
ing meat  and  potatoes  by  the  time  of  dis- 
charge from  the  hospital  postoperatively. 
Furthermore,  dilatation  of  the  inflanunatory 
stricture  usually  is  meddlesome,  causes  in- 
tramural hemorrhage  which  resolves  by  more 
fibrosis,  and  a permanent  iatrogenic  stricture 
results. 

Group  III.  Group  III  is  made  up  of  pa- 
tients who  have  small  hiatal  hernia  with  few 
symptoms  but  who  have  duodenal  ulcer  re- 
quiring gastric  resection  for  one  of  the  stand- 
ard indications.  Here  gastric  resection  alone 
suflices  because  this  ablates  the  acid  factor, 
and  the  changed  angle  of  puU  on  the  stoma 
tends  to  keep  the  hernia  reduced.  Some  re- 
pair stitches  from  the  abdominal  approach 
may  be  added  if  it  makes  the  surgeon  feel 
more  secure.  Even  in  instances  of  severe  in- 
flammatory esophageal  stricture  and  duo- 
denal ulcer,  gastric  resection  alone  has  re- 
sulted in  complete  ablation  of  the  stricture 
functionally  and  radiographically. 


Summary 

1.  Esophageal  hiatal  hernia  is  of  fre- 
quent incidence,  relatively  rarely  sympto- 
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matic,  usually  responsive  to  medical  regi- 
men, and  uncommonly  requires  operative  re- 
pair. Emotional  overlay  is  frequent  but 
I does  not  necessarily  preclude  operation. 

I 2.  Normal  mechanisms  inhibiting  gastric 
I acid  regmgitation  into  the  esophagus  are  the 
I pinchcock  action  of  the  diaphragm,  the  sling 
, effect  of  diaphragmatic  muscle  fibers  at  the 
hiatus,  and  most  important,  the  obliquity 
with  which  the  esophagus  enters  the  gastric 
[ wall.  When  these  mechanisms  are  broached 
I by  forces  such  as  intraperitoneal  pressure  of 
pregnancy  or  the  obturator  action  of  adipose 
I accumulation,  peptic  esophagitis  results,  and 
I more  stomach  is  pulled  up  into  the  medi- 
astinum. 

3.  History,  radiographic  studies  in  head- 
I down  position  or  with  air  in  the  stomach  or 
{ in  the  peritoneum,  and  esophagoscopy  are 
I the  standEird  diagnostic  methods. 

4.  Medical  management  depends  on  acid 
neutralization,  weight  reduction,  gravity  puU 

* to  reduce  the  hernia,  management  of  the 
emotional  overlay,  and  infrequently  pneum- 
operitoneum as  a temporary  therapeutic 
j measure. 

5.  Surgical  repair  is  indicated  for  peptic 
esophagitis,  hemorrhage,  ulcer,  stricture, 

I obstruction,  some  instances  of  anginal  pain, 
i and  in  some  cases  of  coexistent  duodenal 
ulcer. 

j 6.  Various  surgical  maneuvers  are  dis- 


cussed and  evaluated. 

7.  Categorization  of  patients  is  at- 
tempted, and  appropriate  surgical  pro- 
cedures for  each  group  are  indicated. 
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Conference 


State  University  of  New  York 
Upstate  Medical  Center 
Syracuse,  New  York 

December  15,  1960 

Conducted  by  RICHARD  LYONS,  M.D. 


Periodic  Paralysis 


T HE  FOLLOWING  is  a Case  of  periodic  pa- 
ralysis  seen  at  the  Hospital  of  the  Good 
Shepherd  in  Syracuse. 

Case  report 

Frank  Cicero,  M.D.:  This  was  the  first 
admission  of  this  seventeen-year-old  white 
male  who  had  a chief  complaint  of  periodic 
upper  and  lower  extremity  paresis.  Ap- 
proximately two  and  one-half  years  prior  to 
admission  the  patient  noted  difficulty  in 
arising  from  bed  and  subsequent  walking 
because  of  leg  weakness.  This  episode  lasted 
from  three  to  four  hours.  It  cleared  spon- 
taneously, and  he  was  asymptomatic  for 
three  months  when,  while  on  a high-sodium 
intake  (coincidentally),  he  became  com- 
pletely paralyzed  in  his  neck,  arms,  and  legs. 
The  patient  was  admitted  to  the  University 
of  Michigan  Medical  School  Hospital  where 
a low-serum  potassium  was  found,  and 
periodic  paralysis  was  considered.  He  was 
subsequently  readmitted  on  two  occasions 
for  further  study.  Classical  attacks,  which 
occurred  once  weekly,  always  developed  at 
night,  following  at  least  several  hours  sleep, 
and  consisted  of  paresis  of  the  right  arm  and 
both  legs,  permitting  the  patient  to  walk  but 
not  run.  The  symptoms  cleared  spon- 
taneously in  from  five  to  six  or  from  two  to 
three  hours  if  he  took  60  mEq.  of  potassium 
chloride  by  mouth.  Usually  these  attacks 
were  more  severe  if  he  was  on  a high-sodium 
diet  or  if  he  ate  a large  meal  that  evening. 
If  he  exercised  daily,  the  episodes  were  less 
frequent  and  of  less  severity.  There  was  no 
evidence  of  facial  weakness,  dysphagia. 


respiratory  embarrassment,  sensory  loss,  or 
a family  history  of  any  of  these.  He  was 
asymptomatic  between  episodes,  and  the 
regimen  prior  to  admission  was  800-mg. 
sodium  diet  with  potassium,  as  circum- 
stances required. 

The  patient’s  blood  pressure  was  126/66, 
pulse  72,  and  respiration  24.  He  was  a well- 
developed,  muscular  white  male  in  no  dis- 
tress and  appearing  quite  healthy.  The 
physical  examination,  including  the  neuro- 
logic examination,  was  unremarkable  except 
for  facial  acne. 

The  complete  blood  count,  urinalysis, 
fasting  blood  sugar,  blood  urea  nitrogen, 
sodium,  chlorine,  and  carbon  dioxide  had 
always  been  within  normal  limits.  Serum 
potassium  levels  had  averaged  from  3.2  to 
4.2  between  attacks. 

Testing  began  on  December  7,  1960,  with 
the  patient  receiving  750  Gm.  of  glucose  and 
115  units  of  regular  insulin  over  a twenty- 
four-hour  period.  On  the  afternoon  of 
December  7 he  noted  some  generahzed 
weakness  which  improved  somewhat  toward 
evening,  but  shortly  after  retiring  the  weak- 
ness became  more  severe.  His  condition 
became  worse  on  the  morning  of  December  8, 
and  by  that  evening  he  was  unable  even  to 
move  his  toes  or  lift  his  neck.  Over  this 
period  of  time  his  potassium  fell  from 
4.1  to  2.3.  The  patient  recovered  slowly, 
but  after  120  mEq.  per  liter  of  potassium 
on  the  evening  of  December  9 his  condition 
cleared  completely  in  two  hours.  A muscle 
biopsy  was  done  on  December  8. 

Richard  Hugh  Lyons,  M.D.:  The  weak- 
ness which  this  young  man  experiences  from 
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time  to  time  reminds  me  of  the  not-in- 
frequent  bouts  of  complete  fatigue  which  I 
experience,  and  it  is  not  unlike  the  remark- 
able weakness  of  abrupt  onset  claimed  by 
, my  sons  when  they  are  requested  to  work 
I about  the  house.  However,  the  patient  at 
I present  has  more  troubles  than  I have. 

Richard  Patrick  Cuddy,  M.D.,  will  review 
'•  the  syndrome  of  periodic  muscular  paralysis. 

Richard  Patrick  Cuddy,  M.D.:  Peri- 
odic paralysis  may  be  defined  as  a distinctive 
' syndrome  which  consists  of  intermittent 
attacks  of  flaccid  weakness  or  paralysis  of 
I primarily  skeletal  musculature,  associated 
I with  a diminution  or  loss  of  the  deep  tendon 
' reflexes  and  a loss  of  both  direct  and  indirect 
' electrical  excitability  of  the  muscles.  During 
I the  attack  all  sensory  modalities  are  re- 
1 tained,  and  the  patient  remains  conscious, 
j There  has  been  some  difficulty  in  deter- 
mining who  first  described  this  condition. 
Talbott,  1 in  a review  of  the  world  literature, 
gave  priority  to  Musgrave^  who  in  1727  de- 
I scribed  a twenty-one-year-old  woman  whom 
he  treated  over  a period  of  about  one  and 
I one-half  years  for  episodic  attacks  of  flaccid 
muscular  weakness.  His  therapy,  he  re- 
corded, was  somewhat  efficacious  in  that  she 
always  recovered  from  her  paralysis.  Some 
doubt  is  cast  on  the  authenticity  of  this  case 
because  it  did  occur  in  a woman,  and, 
furthermore,  in  one  without  any  family 
history  of  periodic  paralysis.  Also  the  girl 
was  unable  to  speak  during  her  attacks,  and, 
as  we  shall  see  later,  this  is  not  a char- 
I acteristic  feature  of  the  disorder.  The 
!!  first  reported  case  of  familial  periodic 
paralysis  was  described  by  Shakhno- 
' witch  in  1882.^  There  seems  little  doubt 
' that  many  of  the  early  cases  reported  as 
' periodic  paralysis  were  actually  instances  of 
a similar  but  distinct  entity  delineated  in 
I 1956  by  Gamstorp'*  and  given  the  pecu- 
liarly difficult  ngune  of  adynamia  episodica 
hereditaria. 

I Periodic  paralysis,  in  the  familial  form,  is 
inherited  as  an  autosomal  dominant  with 
complete  or  nearly  complete  penetrance. 
Both  males  and  females  are  affected,  but 
there  is  some  preponderance  of  males.  The 
disease  also  occurs  in  sporadic  form,  and  here 
there  are  very  few  female  cases.  The  age  at 
onset  of  the  disease  is  similar  in  both  the 
familial  and  sporadic  forms  of  the  disease, 
with  symptoms  usually  appearing  first  at 
I about  the  age  of  puberty.  In  some  instances 


periodic  paralysis  is  associated  with  thyro- 
toxicosis, and  in  this  form  of  the  disease  the 
age  of  onset  is  definitely  later  than  for  the 
famihal  or  sporadic  types,  probably  cor- 
responding to  the  age  of  onset  of  the  thyro- 
toxicosis itself. 

Theie  have  been  a great  many  precipitat- 
ing factors  for  the  attacks  of  paralysis  de- 
scribed in  the  literature.  A number  of  these, 
such  as  surgery,  emotional  upsets,  and 
menstruation,  have  in  common  their  poten- 
tiality of  being  stress  situations  for  the 
individual.  A wide  variety  of  drugs  and 
chemicals  such  as  epinephrine,  ACTH, 
desoxycorticosterone  acetate,  insulin,  glu- 
cose, insulin  plus  glucose,  desiccated  thyroid, 
atropine,  and  pilocarpine  have  also  been 
cited  as  possible  precipitating  agents. 

There  are  no  specific  prodromal  symptoms 
for  the  attack,  but  any  individual  patient 
may  recognize  prodromal  symptoms  char- 
acteristic for  him.  Thirst  is  frequently 
commented  on  as  a common  prodromal 
symptom.  The  paralysis  or  weakness  begins 
peripheraUy,  usually  in  the  legs,  and  pro- 
ceeds centrally.  It  may  be  partial  or  com- 
plete, localized  or  generalized,  unilateral  or 
bilateral.  After  the  legs,  the  arms,  neck, 
and  trunk  may  become  involved.  The 
typical  attack  was  described  by  Holtzapple 
in  1905®  as  follows:  “It  is  as  if  the  patient  had 
a broken  neck,  lying  in  bed  motionless,  able 
to  speak  and  think  clearly,  but  utterly  un- 
able to  defend  himself  beyond  indicating  his 
wants.”  Muscles  innervated  by  cranial  or 
bulbar  nerves  are  not  commonly  involved  in 
the  attack  nor  is  the  diaphragm,  although 
when  death  occurs,  it  is  usually  from  a 
respiratory  cause.  The  deep  tendon  re- 
flexes are  diminished  or  lost  during  the  at- 
tack; however,  the  abdominal  or  cremasteric 
reflex  may  be  preserved.  The  electrical 
excitability  of  involved  muscles  is  lost  during 
the  period  of  paralysis.  This  observation 
was  made  in  1853,  only  some  five  years  after 
the  development  of  the  testing  apparatus. 
Dilatation  of  the  heart  and  bradycardia  may 
occur  during  the  attack.  The  usual  duration 
of  the  fully  developed  paralytic  episode  is 
from  six  to  ten  hoin*s,  but  in  1 case  recovery 
was  delayed  for  eight  days.  Recovery  takes 
place  in  reverse  order  to  onset,  that  is,  the 
muscles  first  affected  are  the  last  to  recover. 
Recovery  is  usually  complete  in  from  one  to 
three  hours,  but  not  infrequently  up  to  ten 
hours  may  be  required.  After  recovery,  the 
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patient  may  experience  some  residual  aching 
or  soreness  in  the  affected  muscles. 

There  have  been  many  observations  of 
laboratory  abnormahties  during  the  attack. 
Proteinuria,  glycosiu*ia,  and  cylindruria  have 
all  been  reported.  Leukocytosis  and  eo- 
sinopenia  are  common  during  the  attack, 
and  during  the  recovery  phase  significant 
eosinophilia  and  a relative  lymphocytosis 
often  appear.  The  electrocardiogram  during 
the  attack  may  show  the  changes  of  hypo- 
kalemia; however,  the  severity  of  these 
changes  is  not  correlated  with  the  severity  of 
the  lowering  of  the  serum  potassium  or  with 
the  severity  of  the  paralytic  attack  during 
which  the  tracings  were  recorded.  The 
electroencephalogram  is  normal.  The  basal 
metabolic  rate  is  often  increased,  the  reason 
for  this  being  unclear,  since  the  patients  are 
immobile,  and  one  might  expect  that  their 
basal  metabolic  rates  would  be  lower  than 
normal.  The  most  characteristic  laboratory 
abnormality  found  is  a lowering  of  the  serum 
potassium.  The  potassium  is  not  lost  to  the 
body;  muscle  studies  have  shown  that  the 
decreased  serum  potassium  is  accounted  for 
by  the  entry  of  potassium  into  the  muscle 
cells.  Serum  sodium  may  rise  shghtly 
during  attacks,  and  sodium  retention  reg- 
ularly precedes  the  attacks. 

Between  attack  periods  these  patients  are 
healthy.  They  do,  however,  have  some 
laboratory  abnormahties.  Their  muscles 
have  an  increased  content  of  sodium  and  a 
low  or  normal  content  of  potassium.  The 
total  body  exchangeable  sodium  is  high,  and 
the  exchangeable  potassium  is  low.  Conn 
and  Streeten'  have  studied  hormonal 
changes  in  these  patients  and  found  that 
17-hydroxycorticoids,  17-ketosteroids,  and 
aldosterone  are  all  regularly  increased  during 
attacks.  Of  these,  aldosterone  is  the  one 
most  consistently  and  most  significantly 
elevated. 

On  the  basis  of  the  clinical  and  bio- 
chemical considerations  given  previously, 
two  main  concepts  of  pathogenesis  have  been 
developed.  The  first  of  these  would  hold 
that  the  primary  abnormality  in  periodic 
paralysis  resides  in  the  muscles  themselves. 
There  is  considerable  evidence  for  this  idea. 
For  example,  for  several  years  it  has  been 
known  that  the  amount  of  potassium  ex- 
tractable from  arterial  blood  is  greater  in  the 
muscles  of  these  subjects  than  in  normal 
muscles.  Furthermore,  the  normal  influx 


of  potassium  into  muscle  during  the  sleeping 
hours  is  increased  in  these  patients,  as  com- 
pared with  normal  subjects.  The  muscular 
abnormality  results  in  a sequestration  of 
body  potassium  which  gradually  increases 
to  a critical  level.  What  this  level  might  be 
varies  from  one  patient  to  another.  How- 
ever, in  all  of  the  patients  the  sequestration 
of  potassium  and  the  loss  of  extracellular 
fluid  which  accompanied  it  serve  as  a 
stimulus  to  aldosterone  release.  This,  in 
turn,  causes  sodium  retention,  with  a con- 
sequent abnormal  accumulation  of  intra- 
cellular cations,  a condition  known  to  inter- 
fere with  the  actomyosin  system. 

The  second  formulation  of  pathogenesis 
has  been  advanced  by  Conn  and  Streeten’ 
who  suggest  that  the  primary  abnormality 
is  sporadic  oversecretion  of  aldosterone. 
The  adrenal  glands  themselves  are  felt  to  be 
normal,  and  the  cause  of  the  excessive 
aldosterone  secretion  is  unclear,  although  it 
is  suggested  that  some  hypothalamic  ab- 
normality exists.  Given  the  excessive 
aldosterone  secretion,  there  is  a long-term 
negative  potassium  balance,  as  manifested 
by  the  low  exchangeable  body  potassium 
levels.  With  potassium  depletion,  sodium  re- 
places potassium  in  the  muscle  cell.  This 
sequence  of  events  sets  the  stage  for  the  para- 
lytic attack  which  is  initiated  by  a further  in- 
crease in  aldosterone  secretion,  a movement 
of  potassium  from  the  serum  into  the  muscle, 
and  again  an  excessive  intracellular  cation 
concentration. 

Treatment  of  periodic  paralysis  follows 
logically  from  the  concepts  of  pathogenesis 
outlined  previously  and  will  be  reviewed  by 
David  H.  Palmer  Streeten,  M.D. 

David  H.  Palmer  Streeten,  M.D.: 
First  of  all  I would  like  to  say  that  I think 
this  entity,  periodic  paralysis,  is  a fairly  dis- 
tinctive one.  Our  patient,  in  mentioning 
one  of  his  symptoms,  his  inability  to  cross 
the  toes,  was  describing  one  of  the  earliest 
features  which  indicate  to  him  that  things 
are  amiss  and  that  paralysis  will  ensue. 
The  characteristic  paralytic  attacks  which 
he  has  experienced  on  several  occasions  are 
similar  to  the  paralysis  which  we  pre- 
cipitated in  him  here  in  Syracuse.  They 
may  or  may  not  be  associated  with  pro- 
dromata. 

Usually  the  patient  wakes  up  between 
1:00  and  6:00  a.m.  and  is  powerless  to  do 
anything  but  call  for  help.  These  patients 
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FIGURE  1.  Changes  in  serum  potassium  concen- 
tration during  attack  of  periodic  paralysis  induced 
by  repeated  administration  of  glucose  and  insulin. 
Severity  of  paralysis  is  indicated  as  follows:  4+  = 
complete  quadriplegia;  3+  = severe  paralysis  of 
limbs;  2+ = weakness  of  arms  and  legs;  andl-|-  = 
mild  weakness  of  arms  and  legs. 
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FIGURE  2.  Time  relationships  between  potassium 
changes  in  serum  and  urine  during  attacks  of 
paralysis  induced  by  glucose  and  insulin  (January, 
1956)  and  2a-methyl-9a-fluorohydrocortisone  (Octo- 
ber, 1956).  Severity  of  paralysis  is  indicated  as 
follows:  4+  = complete  quadriplegia;  3+  = 
severe  paralysis  of  limbs;  2+  = weakness  of  arms 
and  legs;  and  1+  = mild  weakness  of  arms  and 
legs.® 


practically  never  experience  loss  of  speech, 
loss  of  eye  movements,  or  loss  of  facial  move- 
ments. Swallowing  is  almost  always  re- 
tained, and  diaphragmatic  movement  is 
usually  normal  too.  Thus,  the  episodes 
present  a very  dramatic  picture  of  a man 
who  just  cannot  walk  or  move  his  limbs  or 
trunk.  He  can  do  almost  everything  else: 
He  can  think  and  talk,  but  he  just  cannot 
move.  When  paralysis  is  complete,  the 
muscles  are  completely  limp  and  flaccid. 
The  account  which  Dr.  Cuddy  has  quoted  is 
a very  accurate  description. 

Now,  since  there  is  not  too  much  time 
available,  I shall  confine  my  remarks  to  two 
aspects  of  this  condition  and  then  try  to 
summarize.  The  first  question  is:  What 
happens  to  the  serum  potassium?  Figure  1 
shows  findings  during  the  patient’s  admission 
to  the  Hospital  of  the  Good  Shepherd.  On 
the  first  day  (December  7)  his  serum  potas- 
sium was  4.2  mEq.  per  liter  at  8:00  a.m. 
The  patient  was  given  150  Gm.  of  glucose 
and  35  units  of  insulin  at  11:20  a.m.  His 
serum  potassium  had  fallen  to  3.4  mEq. 
per  liter  at  11:00  a.m.,  even  before  the 
administration  of  glucose  and  insulin.  He 
was  given  more  insulin  after  lunch,  more 
glucose  and  insulin  at  5 : 30  p.m.  and  again  at 
7 : 30  P.M.  At  10 : 30  p.m.  he  received  glucose 
without  the  insulin.  During  the  day  the 
patient’s  serum  potassium  fluctuated  be- 
tween 3.4  and  4 mEq.  per  liter.  He  woke  up 


at  1:00  A.M.  the  next  day  feeling  very  weak, 
and  by  6:00  a.m.  he  was  severely  paralyzed. 
He  could  not  get  out  of  bed,  although  he 
could  move  his  arms  somewhat,  and  he  had  a 
little  strength  in  his  legs  if  they  were 
placed  in  the  right  position  for  him  to  move 
them. 

I have  classified  this  as  3-f,  or  severe 
paralysis  of  all  four  limbs,  although  the 
patient  did  not  lose  all  his  reflexes  as  some 
patients  will  do  when  they  are  totally 
paralyzed.  His  serum  potassium  fell  and 
stayed  down  about  2 mEq.  per  liter  which  is 
a characteristic  level  in  severe  attacks.  He 
remained  paralyzed  the  whole  day  (Dec- 
ember 8)  without  receiving  any  therapy, 
and  that  night  he  was  rather  uncomfortable. 
The  following  morning  (December  9),  after 
getting  him  up  to  be  weighed,  we  started 
mobilizing  him.  One  of  the  features  which 
many  of  these  patients  notice  is  that  if  there 
is  enough  power  to  accomplish  any  muscular 
exercise,  this  will  often,  apparently,  help 
them  to  overcome  the  defect  in  some  way  so 
that  they  are  able  to  “walk  off”  an  attack. 
When  we  helped  him  to  move  his  legs  and 
arms  a little,  he  became  able,  at  about 
midday,  to  raise  his  arms  above  his  head. 
He  could  also  stand  without  assistance,  but 
could  not  walk.  His  serum  potassium  was 
stiU  low  at  this  stage.  The  patient  sat  in  a 
chair  most  of  the  rest  of  the  day,  and  this 
relaxation  caused  him  to  lose  the  power  in 
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TABLE  I.  Sodium  and  potassium  concentrations  in  skeletal  muscle  (mEq.  per  kilogram  wet  weight)  in 
patients  with  periodic  paralysis  and  normal  subjects'-s.* 


Reference 

Diagnosis 

Severity 

of 

Paralysis 

Sodium  Potassium  Sodium  Plus  Potassium 

Conn  and  Streeten® 

Periodic  paralysis 

0 

46 

75 

Conn  and  Streeten® 

Periodic  paralysis 

0* 

34 

74 

r iVXttcLlij  , O 

Conn  and  Streeten® 

Periodic  paralysis 

1 + 

48 

82 

130) 

Conn  and  Streeten® 

Periodic  paralysis 

3 + 

52 

85 

1 on  o 

Conn  and  Streeten® 

Periodic  paralysis 

4 + 

46 

81 

^ ^ IVl  X tJvf . o 

Conn  and  Streeten® 

Periodic  paralysis 

4 + 

47 

82 

129) 

Shohl® 

Normal 

0 

31 

93 

Farago,  et  al.^ 

Normal 

0 

21 

106 

* After  forty-four  days  on  low-sodium  diet  following  diuresis  with  acetazolamide  (Diamox)  and  mercaptomerin  sodium 
(Thiomerin). 


1 


his  arms  toward  evening.  Not  wanting  to 
prolong  his  paralysis  further,  we  gave  him 
120  mEq.  of  potassium  at  5:15  p.m.  when 
he  had  become  again  as  severely  paralyzed 
as  he  had  been  at  the  beginning  of  the 
attack.  The  potassimn  administered  caused 
a rise  in  his  serum  potassium  concentration 
to  3.9  mEq.  per  liter  by  6:20  p.m.  when  he 
had  completely  regained  muscular  power. 

Figure  2 shows  the  results  of  studies 
during  two  paralytic  attacks  in  a patient 
whom  we  studied  in  the  Metabolic  Ward  of 
J.  W.  Conn,  M.D.,  in  Ann  Arbor  for  a total 
of  eleven  months.  The  serum  potassium  was 
normal,  but  it  feU  profoundly  when  glucose 
and  insulin  were  given.  Urine  potassium 
declined  rapidly  while  this  was  happening, 
and  there  was  a close  correlation  between 
the  seriun  and  urinary  potassium  changes 
diuing  both  attacks  of  paralysis. 

Spontaneous  recovery  from  a paralytic 
attack  is  almost  invariable,  and  one  does  not 
need  to  give  potassium,  although  paralysis 
may  be  shortened  in  this  way.  What 
happens  to  the  potassium  as  it  disappears 
from  the  plasma?  It  is  obviously  not  com- 
ing out  in  the  urine,  as  shown  in  Figure  2. 
The  serum  potassium  concentration  is  not 
falling  because  of  extrarenal  losses  from  the 
body,  therefore,  and  it  must  be  undergoing 
redistribution  within  the  body.  The  muscle 
biopsy  studies  which  we  did  in  Ann  Arbor  on 
2 patients  with  periodic  paralysis  are  com- 
pared with  findings  in  patients  with  primary 
aldosteronism  in  Table  I.«8.9  The  muscle 
sodium  in  a normal  individual  is  about  26 
to  36  mEq.  per  kilogram  (wet  weight) 
when  measured  by  the  methods  used.  When 
the  boys  with  periodic  paralysis  were 
paralyzed,  the  muscle  sodiiun  was  46,  48, 


52,  46,  and  47  mEq.  per  kilogram,  aU  of 
them  elevated  values.  In  the  unparalyzed 
state  in  1 patient  the  muscle  sodium  was 
unchanged,  46  mEq.  per  kilogram.  In  con- 
trast, the  muscle  potassiums,  when  the 
patients  were  not  paralyzed,  were  75  and 
74  mEq.  per  kilogram,  the  normal  being  91 
to  107  mEq.  per  kilogram.  Thus,  con- 
siderable potassium  depletion  was  present 
which  was  borne  out  by  our  measurements 
of  exchangeable  body  potassimn,  found  to 
be  low  in  these  patients.  As  Dr.  Cuddy 
pointed  out.  this  was  probably  because 
there  is  a constant  slow  drain  of  potassium 
from  the  body  due  to  small  intermittent 
discharges  of  aldosterone.  Thus  these 
patients  have  a chronic  deficiency  of 
potassium  in  the  muscle  where  they  have 
too  much  sodium  instead.  As  in  all  cir- 
cumstances of  potassium  deficiency,  the 
lack  of  potassium  in  the  muscles  leads  to  a 
gain  of  muscle  sodium.  This,  then,  is  the 
situation  in  the  unparalyzed  state.  The 
sodium  concentration  of  34  (Table  I)  was 
obtained  by  desalting  the  patient,  giving 
him  a diuretic  and  a low-sodium  diet,  so  that 
he  lost  about  340  mEq.  of  sodimn  from  his 
body,  and  his  muscle  sodium  came  down 
from  46  to  34  mEq.  per  kilogram.  When  the 
patient  goes  into  paralysis,  therefore,  the 
muscle  sodium  does  not  change,  but  the 
potassium  rises  from  values  of  74  and  75  to 
82,  85,  81,  and  82  mEq.  per  kilogram— it 
goes  up  in  every  instance.  There  is  much 
evidence  in  the  literature  which  cannot  be 
recounted  in  the  limited  time  available — 
evidence  from  electromyography,  from 
muscle  biopsies  such  as  we  have  shown  here, 
and  from  arteriovenous  differences  of  potas- 
sium— showing  that  as  these  patients  be- 
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FIGURE  3.  Serum  potassium,  urinary  sodium,  and 
steroid  excretion  in  patient  with  six  major  attacks 
of  periodic  paralysis,  all  spontaneous.  Sodium 
intake  is  indicated  by  dotted  line,  and  urinary 
sodium  is  plotted  from  the  base  line  upwards,  so 
that  when  urinary  output  exceeds  intake,  output 
column  rises  above  dotted  line  depicting  intake. 
Cross-hatched  areas  indicate  duration  of  major 
attacks  of  paralysis  (nos.  1 to  6).  Severity  of 
paralysis  is  indicated  as  follows:  4+  = complete 
quadriplegia;  3-f  = severe  paralysis  of  limbs; 
2+  — weakness  of  arms  and  legs;  and  1+  mild 
weakness  of  arms  or  legs.® 


' come  paralyzed,  potassium  disappears  from 
4 the  plasma  and  moves  into  the  muscle.  The 
('  net  result  is  that  when  the  patients  are 
4 paralyzed,  the  sodimn  plus  potassium  con- 
t centration  within  the  muscle  reaches  the 
value  of  about  131,  while,  when  they  are  not 
paralyzed,  it  is  around  114  mEq.  per  kilo- 
■ gram.  Patients  with  primary  aldosteronism 
I have  a rather  low  (sodium  plus  potassium) 

, concentration  while  normal  subjects  have 
an  intermediate  value.  So  it  looks  as  though 
I the  concentration  of  sodiiun  plus  potassium 
I rises  above  normal  levels  during  paralysis. 

I These  findings  are  of  interest  in  view  of 
I Hajdu’s*  !®  demonstration  that  actomyosin 
[ loses  its  contractility  in  a medium  of 
I elevated  sodium  plus  potassium  concentra- 
I tion.  From  in  vitro  evidence,  it  does  not 
I appear  to  matter  very  much  whether  or  not 
I the  sodium  or  the  potassium  is  raised  excess- 
ively, as  long  as  the  sum  of  the  two  is  ele- 
I vated.  And  this  is  one  chemical  abnormality 


□; 
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ATTACK 


FIGURE  4.  Changes  in  urinary  nitrogen  in  patient 
during  fourteen  attacks  of  periodic  paralysis.® 


which  seems  to  be  constant  in  these  patients 
from  the  relatively  few  studies  which  have 
been  done  so  far.  It  looks,  then,  as  if  potas- 
sium is  streaming  into  the  muscle,  and  since 
sodium  does  not  come  out  as  rapidly  as 
potassium  enters  the  muscle,  the  sum  of 
these  ionic  concentrations  inside  the  muscle 
exceeds  the  normal  limits,  and  this  in- 
activates the  actomyosin. 

Figure  3 shows  a series  of  six  spontaneous 
attacks  of  periodic  paralysis  in  the  patient 
whom  we  studied  over  the  eleven-month 
period  at  the  University  of  Michigan.  It  is 
obvious  that  the  17-ketosteroids  and  17- 
hydroxycorticoids  were  elevated  in  the  most 
severe  episode  of  paralysis  (4-)-).  The 
urinary  sodiiun  was  reduced  just  at  the 
beginning  of  or  before  the  attacks,  and  there 
was  natruresis  after  the  attack.  Urinary 
aldosterone-hke  activity,  measured  by  bio- 
assay, was  increased  greatly  before  and 
diuing  each  of  the  attacks. 

Figure  4 shows  that  there  was  a negative 
nitrogen  balance  or  at  least  an  increase  in 
the  urinary  nitrogen  output  during  each 
attack,  except  the  last  two  which  were  pro- 
duced artificaUy  by  desoxycorticosterone 
and  by  licorice.  Licorice  wiU  precipitate 
attacks  by  virtue  of  the  ammonium  gly- 
cyrrhizinate  which  it  contains  and  which  has 
mineralocorticoid  activity.  The  urinary 
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FIGURE  5.  Partial  protection  from  glucose  and 
insulin-induced  paralysis,  conferred  by  the  spirono- 
lactone, SC-8109.  Severity  of  paralysis  is  indicated 
as  follows:  4+  = complete  quadriplegia;  3+  = 
severe  paralysis  of  limbs;  2+  = weakness  of  arms 
and  legs;  and  1+  = mild  weakness  of  arms  or  legs. 

ammonia  has  also  been  shown  to  be  elevated 
during  attacks,  and  this  probably  results 
from  increased  mineralocorticoid  activity. 
Urinary  ammonia  is  increased  in  primary 
aldosteronism  too. 

It  appears,  then,  that  during  episodes  of 
periodic  paralysis  potassium  is  entering  the 
muscle,  and  urinary  aldosterone  or  aldoster- 
one-like material  is  excessive.  Since  it 
seemed  possible  that  intermittent  hyper- 
aldosteronism was  causing  the  potassium 
shift  into  the  muscle,  we  tried  to  prevent 
paralytic  attacks  by  treatment  with  spiro- 
nolactones. The  first  attempt  to  accomphsh 
this  is  shown  in  Figure  5.  The  patient  who 
had  previously  been  paralyzed  by  glucose 
and  insulin  given  for  two  days  was  protected 
from  paralysis  over  a subsequent  two-day 
period  while  he  received  an  aldosterone 
antagonist  (SC-8109).  That  this  agent,  in 
the  reduced  dosage  which  our  meager 
supplies  compelled,  did  not  confer  complete 
protection  from  paralysis,  was  shown  by  the 
occurrence  of  a mild  attack  of  paralysis  on 
the  third  day  of  glucose  and  insulin  ad- 
ministration. It  has  been  shown  elsewhere 


that  when  these  patients  are  placed  on  a] 
low-sodium  diet  and  are  then  given  glucose] 
and  insulin  for  three  successive  days,  the] 
serum  potassium  does  not  faU  and  paralysis] 
cannot  be  induced.^  This  observation  is  the] 
basis  of  the  treatment  of  these  patients  today : 
both  by  means  of  a low-sodium  diet  and  by 
the  administration  of  spironolactone  (Aldac- 
tone-A).  Our  patient  today  has  been  on  a' 
low-sodium  diet  for  a year  and  a half  and  has 
had  no  major  attacks  of  paralysis  in  this 
time.  In  Dr.  Conn’s  department  at  Ann 
Arbor  and  here  in  Syracuse  5 patients  with 
periodic  paralysis  have  been  studied,  and  of 
these  3 have  had  practically  no  attacks  on 
the  low-sodium  diet.  A fourth  one  had 
thyrotoxicosis,  which  incidentally  is  another 
precipitating  cause  of  this  entity,  and  he  has 
had  no  attacks  since  he  underwent  subtotal 
thyroidectomy.  The  low-sodium  diet  ap- 
pears, therefore,  to  be  very  efficacious,  and 
I think  the  way  it  acts  is  by  preventing 
aldosterone  from  exercising  its  normal 
effects  on  movements  of  potassium  across 
the  muscle  membrane. 
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A Mass  in  the  Hip, 

A Shadow  in  the  Lung, 
and  Protein  Abnormalities 


Case  history 

J.  Higby  Farthingtrout,  M.D.:  A 

seventy-nine-year-old  white  man  was  ad- 
mitted to  Knickerbocker  Hospital  for  the 
first  time  on  March  22,  1962,  complaining  of 
pain  in  the  right  hip.  Approximately  two 
years  before  he  noted  pain  in  the  right  hip 
and  shortly  after  discovered  a mass  on  the 
lateral  aspect  of  the  right  iliac  crest.  The 
mass  increased  in  size  over  the  two-year 
period,  and  local  pain  eventually  interfered 
with  walking.  Eight  weeks  before  admission 
he  began  to  cough.  The  sputum  was 
initially  blood-streaked  and  subsequently 
became  grossly  bloody.  His  appetite  de- 
creased, and  he  lost  10  to  12  pounds  in  this 
period. 

Physical  examination  revealed  a grape- 
fruit-sized,  tender  mass  arising  from  the 
right  iliac  crest.  A loud  systohc  bruit  was 
audible  medial  to  the  mass.  Portions  of  the 
mass  felt  cystic,  and  there  was  crepitus  in 
other  parts.  There  were  diffuse  rhonchi  in 
both  lung  fields  but  no  rales  and  no  change  in 
breath  sounds.  A systolic  murmur  was 
audible  over  the  base  of  the  heart,  but  the 
heart  sounds  were  of  good  quaUty,  and  there 
was  no  evident  cardiac  enlargement.  The 
prostate  was  enlarged  to  twice  normal  size 
and  was  rubbery  and  nontender. 

The  hemoglobin  was  9.1  Gm.  per  100  ml., 
and  the  red  blood  ceU  count  was  3.46  miUion. 
The  white  blood  ceU  count  varied  between 
4,500  and  15,000  with  a normal  differential 


FIGURE  1.  Serum  protein  electrophoresis  pattern 
shortly  after  admission. 


count.  There  was  anisocytosis,  poikilocyto- 
sis,  and  hypochromia  of  the  red  cells.  The 
reticulocyte  count  was  1.5  per  cent,  and  the 
erythrocyte  sedimentation  rate  was  130  mm. 
per  hour.  The  platelet  coimt  was  184,000. 
Several  casual  urinalyses  showed  a specific 
gravity  to  1.023.  On  one  occasion  there  was 
a faint  trace  of  protein  and  2 to  4 white  blood 
cells  per  high-power  field.  The  VDRL  test 
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FIGURE  2.  X-ray  film  of  pelvis  sho\wing  "soap- 
bubble”  mass  in  right  ilium. 


FIGURE  3.  Detail  of  a comparable  film  showing 
distortion  of  iliac  bone  by  an  expanding,  lytic 
lesion  which  does  not  breach  the  cortex. 


showed  negative  results.  Numerous  ex- 
aminations for  Bence  Jones  protein  pro- 
duced negative  findings,  and  the  urinary 
Sulkowitch  test  results  were  interpreted  as 
normal.  The  nonprotein  nitrogen  and 
creatinine  were  normal  on  several  occasions, 
but  the  uric  acid  was  6.85  mg.  per  100  ml. 
The  serum  calcium  on  serial  determinations 
was  10.4,  10.4,  12.4,  11,4,  and  11  mg.  per 


FIGURE  4.  X-ray  film  of  chest  four  months  after 
entry  showing  a persistent  density  in  the  left  lung. 
The  borders  are  indistinct,  and  there  is  an  eccen- 
trically placed  cavity  with  a fluid  level. 

100  ml.,  and  the  corresponding  serum  phos- 
phorus levels  were  1.9,  2.3,  3.3,  2.5,  3.1,  and 
3.9  mg.  per  100  ml.  The  tubular  reabsorp- 
tion of  phosphorus  was  82  per  cent.  The 
serum  cholesterol  was  304  mg.  per  100  ml., 
total  bilirubin  0.3  mg.,  and  the  alkaline 
phosphatase  was  3.8  Bodansky  units.  The 
acid  phosphatase  was  1.8  and  2 units.  The 
total  serum  protein  was  7.5  Gm.  per  100  ml.; 
fractionation  with  ammonium  sulfate  re- 
vealed 3.5  Gm.  of  albumin  and  4 Gm.  of  glob- 
ulin. Serum  protein  electrophoresis  revealed 
a sharp  band  in  the  gamma  globulin  region 
constituting  49  per  cent  of  the  serum  protein 
(Fig.  1).  The  latex  fixation  was  less  than 
1 : 20,  and  bleeding,  clotting,  and  prothrom- 
bin times  were  normal. 

The  sputum  contained  no  malignant  cells 
or  acid-fast  bacilli;  Candida  albicans  was 
present  on  culture,  but  no  predominant 
bacterial  strain  was  grown. 

X-ray  examination  of  the  right  hip  re- 
vealed a large  radiolucent  defect  with  sharply 
defined  walls  expanding  the  lateral  aspect  of 
the  right  ilium  (Figs.  2 and  3).  The  defect 
was  traversed  by  numerous  thin  bony  tra- 
beculae. There  was  no  periosteal  new  bone 
formation  and  no  definite  evidence  of  bone 
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FIGURE  5.  X-ray  film  of  right  humerus  four  months 
after  entry  showing  a lytic  lesion  in  the  shaft.  Its 
borders  are  slightly  ragged. 


destruction.  Chest  x-ray  films  revealed  a 
large,  round,  poorly  defined  density  in  the 
mid-field  of  the  left  lung  with  a radiolucency 
in  its  upper  portion  (Fig.  4).  A skeletal 
survey  showed  a mild  degree  of  demineraliza- 
tion with  some  suggestive  radiolucencies  in 
the  proximal  humerus,  especially  on  the 
right.  There  were  degenerative  changes  in 
the  spine  with  narrowing  of  intervertebral 
spaces.  An  excretory  urogram  showed 
prompt  bilateral  function,  a normal  upper 
urinary  tract,  and  a bladder  deformity  con- 
sistent with  prostatic  enlargement. 

An  electrocardiogram  was  normal  as  was 
a purified  protein  derivative  number  1. 
Bone  marrow  aspiration  revealed  a hypo- 
cellular  marrow.  There  was  a small  but 
definite  increase  in  plasma  cells.  Most  of 
these  were  matiure  with  many  cytoplasmic 
vacuoles,  but  occasional  plasma  cells  showed 
nuclear  atypism.  During  the  first  week  the 
temperature  rose  irregularly  as  high  as 
102  F.  Several  blood  cultures  were  negative. 
Tetracychne  was  administered,  1 Gm. 
daily  in  foiur  divided  doses,  and  gradually  tbe 
temperature  fell  to  normal.  Subsequent 
chest  x-ray  examination  revealed  consider- 


FIGURE 6.  X-ray  film  of  skull  showing  a few 
sharply  defined  radiolucent  lesions. 


able  clearing  of  the  pulmonary  density;  the 
radiolucency  became  more  definite.  How- 
ever, by  April  13,  1962,  the  infiltrate  showed 
no  further  improvement.  The  central 
cavitation  contained  a fluid  level.  Tetracy- 
cline was  discontinued  at  this  time. 

Bronchoscopy  revealed  red  granular  tissue 
at  the  inferior  border  of  the  left  upper  lobe 
bronchus.  The  carina  was  blunted  and 
indistinct  on  the  left  side  between  tbe  apical 
posterior  and  anterior  segment.  There  were 
patches  of  white  exudate  through  the  left 
main  stem  bronchus.  Biopsy  of  the  left  side 
of  the  carina  revealed  only  epithelial  and 
fibrous  tissue. 

On  April  25  open  biopsy  of  the  right 
ilium  was  performed.  On  May  9 radiation 
therapy  to  the  right  hip  was  begun,  and  a 
total  of  2,600  r was  administered  over  a 
thirty -five-day  period.  He  was  asympto- 
matic during  the  course  except  for  some 
evening  temperature  elevation.  The  hemo- 
globin and  white  blood  count  declined  at  the 
end  of  the  course,  and  500  cc.  of  whole  blood 
were  administered.  A cbest  x-ray  film  on 
May  22  revealed  the  lesion  in  the  left  lung 
to  be  unchanged.  Tomography  revealed  it  to 
consist  of  multiple  small  cavities  within  an 
infiltrate.  The  films  also  suggested  a 
density  along  the  inferior  border  of  the  right 
hilum.  Another  skeletal  survey  showed  the 
radiolucency  in  the  proximal  right  humerus 
(Fig.  5)  to  be  more  definite  and  also  sug- 
gested a radiolucency  in  the  posterior  aspect 
of  the  skull  (Fig.  6).  There  was  no  radio- 
logic  change  in  the  iliac  lesion. 
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FIGURE  7.  Serum  protein  electrophoresis  pattern 
six  months  after  completion  of  radiotherapy  to 
lesion  in  ilium. 


Despite  the  reappearance  of  cough  and 
hemoptysis,  the  patient  felt  well  except  for 
hip  pain  on  weight  bearing,  which  had  de- 
creased considerably  since  his  admission. 
After  physiotherapy  he  could  walk  ad- 
equately with  a cane.  On  August  13  he  was 
discharged.  The  hemoglobin  was  9.1  Gm. 
per  100  ml.  and  the  red  blood  cell  count  4.9 
miUion.  The  white  blood  ceU  count  was 
7,100  with  a normal  differential  count.  The 
serum  electrophoresis  showed  no  change 
from  the  previous  values.  In  the  previous 
two  months  he  had  gained  6 pounds. 

He  was  readmitted  on  September  19  com- 
plaining of  severe  pain  in  the  right  shoulder. 
This  had  appeared  shortly  after  discharge 
and  had  progressively  worsened  over  the 
month  he  was  at  home.  Hemoptysis  had 
persisted,  and  he  was  vomiting  in  the 
mornings. 

Bronchovesicxilar  breath  sounds  and 
rhonchi  were  now  present  in  the  mid-field  of 
the  left  lung  posteriorly.  The  heart  was  en- 
larged, and  a systolic  murmur  was  audible 
over  the  base.  The  liver  was  palpable  4 
fingerbreadths  below  the  costal  margin. 
The  right  iliac  mass  was  unchanged,  but 
pitting  edema  was  present  in  both  lower 
extremities.  A firm  mass  was  seen  and  pal- 
pated in  the  lower  part  of  the  right  biceps 


not  attached  to  skin  and  moving  with  the  ■ 
muscle.  The  right  hand  and  arm  were  1 
edematous.  I 

The  urine  specific  gravity  was  1.020,  and 
there  was  no  albuminuria  or  formed  ele- 
ments. The  hemoglobin  was  10.5  Gm.  per 
100  ml.,  the  red  blood  cell  count  3.35  million, 
and  the  white  blood  count  7,200  with  a 
normal  differential,  and  the  sedimentation 
rate  was  112  mm.  per  hour.  The  reticulocyte 
count  was  0.97  per  cent.  The  nonprotein 
nitrogen  was  35  mg.  per  100  ml.,  serum 
calcium  10.9  mg.  and  9.8  mg.,  phosphorus  .. 
2.5  mg.,  and  the  alkaline  phosphatase  4.1 
and  5.7  Bodansky  units.  The  total  protein 
was  6.4  Gm.  per  100  ml.  with  3.7  Gm. 
albumin  and  2.7  Gm.  globulin.  Serum 
electrophoresis  revealed  a decrease  in  gamma 
globulin  to  19  per  cent  of  the  total  protein 
(Fig.  7).  The  band  in  the  gamma  globuhn 
fraction  was  still  present  but  was  lighter  and 
more  diffuse. 

X-ray  films  revealed  that  the  lesion  in  the 
right  hip  was  unchanged.  There  was  now  a 
large  area  of  bone  destruction  in  the  proximal 
portion  of  the  right  hiunerus  not  present  on 
the  previous  study.  A smaller  area  of  bone 
destruction  was  present  in  the  right  scapula, 
and  several  tiny  radiolucencies  were  noted  in 
the  skuU.  The  infiltrate  and  cavitation  in 
the  left  lung  were  more  extensive,  and  the 
nodule  in  the  right  lower  hilar  region  was 
larger  and  more  sharply  circumscribed. 

On  October  15  the  mass  in  the  right  biceps 
was  biopsied.  His  subsequent  course  was 
marked  by  severe  unremitting  pain  in  the 
right  shoulder,  increasing  anemia  requiring 
transfusions,  febrile  periods  responding  to 
antibiotics,  and  finally  lethargy  and  stupor. 
He  expired  on  December  11,  1962. 


Discussion 

Arthur  F.  Goldberg,  M.D.;*  The 
salient  cUnical  features  of  this  case  are  those 
of  a slowly  growing,  tender  tumor  mass  in  the 
right  ihac  crest  in  a seventy-nine-year-old 
man.  The  lesion  developed  progressively, 
causing  increasing  amounts  of  pain  which 
eventually  interfered  with  walking.  A 
systolic  bruit  was  audible  over  the  mass. 
Two  months  before  admission  the  patient 
began  to  lose  weight  rapidly  and  developed  a 
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febrile  illness  associated  with  cough  and 
bloody  expectoration.  Radiologic  studies 
showed  a striking,  “soap-bubble”  lesion  in 
the  iliimi,  which  I shall  comment  on  in  more 
detail  later,  and  an  infiltrate  in  the  left  lung 
i with  a centrsil  cavity  and  a fluid  level.  A 
1 1 smaller  nodular  infiltrate  was  also  present  in 
the  right  limg.  The  iliac  mass  was  irradiated 
i|  with  subjective  improvement;  there  was  no 
jl  objective  change  in  its  gross  appearance, 
1 however.  A skeletal  survey  showed  osteo- 
1 lytic  lesions  in  the  skuU  and  humerus,  and 
jj  these  increased  in  size.  A mass  also  de- 
i'  veloped  in  the  right  biceps.  As  the  signs  and 
/|  symptoms  of  pulmonary  disease  progressed, 
ij  the  patient’s  clinical  status  deteriorated,  and 
' he  died  after  an  illness  of  about  eight  months 
j|  duration. 

Laboratory  studies  showed  a mild  anemia 
ti,  with  some  hypochromia.  The  white  blood 
! cell  count  was  normal  to  slightly  elevated; 
» the  differential  was  normal  as  were  the 
»l  platelet  and  reticulocyte  counts.  The 
sedimentation  rate  was  markedly  elevated. 

Apart  from  a variety  of  other  nonspecific 
Jl  laboratory  information,  the  most  important 
' single  observation  is  that  the  senmi  globulin 
' was  elevated  on  admission  and  decreased 
after  irradiation  of  the  hip.  Electrophoretic 
, study  showed  that  the  total  serum  globulin 
was  slightly  increased,  but  at  least  half  of  it 
contained  a homogeneous  protein  repre- 
sented by  a slow-moving  gamma  globulin 
spike.  There  was  no  Bence  Jones  protein  in 
the  urine.  Serum  phosphorus  was  low  to  nor- 
mal; serxmi  calcium  determinations  ranged 
! from  the  upper  limits  of  normal  to  a dis- 
tinctly elevated  level.  The  Sulkowitch 
reaction,  the  nonprotein  nitrogen,  and  the 
' tubular  reabsorption  of  phosphorus  were  aU 
normal.  The  uric  acid  was  elevated.  At 
this  point  it  might  be  profitable  to  look  at  the 
I x-ray  films. 

Joseph  M.  Moynahan,  M.D.:  The  initial 
examination  revealed  an  unusual  lesion  in  the 
right  ilium  consisting  of  numerous  radio- 
lucent  bony  defects  separated  by  osseous 
trabeculations,  giving  the  so-called  “soap- 
; bubble”  appearance.  The  cortex  is  ex- 
panded, and  the  entire  lesion  is  delineated  by 
an  intact  thin  margin  of  bone.  There  is  no 
I soft  tissue  invasion  or  mass  and  no  periosteal 
I new  bone  formation.  This  is  the  usual  radio- 
I graphic  appearance  of  a benign  bone  tumor. 
: In  flat  bones,  many  of  the  usued  radiographic 

I criteria  used  to  evaluate  lesions  in  the  long 


bones  may  be  absent,  and  differential  diag- 
nosis is  more  diflicult.  On  the  basis  of  this 
x-ray  view  alone  one  should  consider  such 
lesions  as  giant  cell  tumor  of  bone,  aneurys- 
mal bone  cyst,  fibrous  dysplasia,  and  perhaps 
hyperparathjo’oidism  with  osteitis  fibrosa 
cystica. 

The  presence  of  this  lesion  made  a bone 
survey  mandatory.  This  survey  showed 
generalized  mild  bony  demineralization. 
In  one  film  of  the  shoulder  there  is  a minute 
radiolucency,  and  in  the  skull  film  there  Eire 
two  or  three  small,  sharply  demarcated 
radiolucencies.  These  are  somewhat  more 
radiolucent  in  proportion  to  their  size  than 
one  would  expect  with  venous  lakes,  and  the 
possibility  that  they  represent  a destructive 
lesion  must  be  considered.  On  rare  oc- 
casions multiple  myeloma  has  been  reported 
to  cause  expansile  lesions  similar  to  the  one 
in  the  ilimn,  and  this  diagnosis  must  be  con- 
sidered in  view  of  the  radiologicaUy  dem- 
onstrated lesions  elsewhere.  Conceivably, 
hyperparathyroidism  might  produce  a 
similar  picture,  but  the  distribution  of  the 
lesions  and  the  absence  of  demonstrable 
lesions  in  the  hands  point  away  from  that 
possibility. 

Initial  examination  of  the  chest  revealed  a 
lEirge  rounded  density  in  the  mid-portion  of 
the  left  lung  with  air-fluid  levels  within  it. 
FoUow-up  studies  showed  partial  clearing  of 
this  lesion,  but  it  never  disappeared.  After 
this  partial  remission,  the  air-fluid  levels  re- 
appeared. Also,  at  the  later  stage,  a separate 
nodule  was  found  in  the  medial  aspect  of 
the  lower  lobe  of  the  right  limg.  It  was  2 to 
3 cm.  in  size,  discrete,  and  best  seen  in 
laminograms.  These  findings  were  inter- 
preted as  evidence  of  a neoplastic  process. 
A film  of  the  left  shoulder  taken  shortly  be- 
fore death  showed  a large  lytic  lesion  (Fig. 
5);  the  other  osseous  lesions  had  not  in- 
creased as  much  in  size. 

Dr.  Goldberg:  Do  you  think  the  lesion 
in  the  left  limg  could  be  a bronchogenic 
carcinoma? 

Dr.  Moynahan:  Yes. 

Dr.  Goldberg:  What  do  you  think  the 
nodule  in  the  right  lung  represents? 

Dr.  Moynahan:  In  the  light  of  the 

previous  films  I can  only  interpret  it  as 
metastatic  neoplasm. 

Dr.  Goldberg:  Thank  you.  Dr.  Moyna- 
han. Let  us  discuss  some  of  the  interesting 
observations  made  during  this  patient’s  stay 
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in  the  hospital.  I shall  state  at  the  outset 
that  I think  that  this  patient  suffered  from 
multiple  myeloma.  I had  the  opportunity 
to  examine  a bone  marrow  smear  before  the 
conference;  the  peripheral  smear  was  not 
available.  Frequently,  a diagnosis  of 
myeloma  can  be  made  from  examining  the 
peripheral  smear  and  finding  myeloma  cells. 
These  cells  can  best  be  spotted  by  scanning 
the  slide  under  low  power.  In  some  cases 
myeloma  cells  may  be  demonstrated  in  a 
smear  of  the  buffy  coat  even  if  they  are  not 
seen  in  the  smear  of  the  peripheral  blood,  or 
when  these  cells  do  not  appear  in  the  marrow 
aspiration. 

The  slide  of  the  bone  marrow  aspiration 
which  I was  given  was  most  helpful.  When 
I held  it  up  to  the  light,  it  had  a bluish 
color  and  a nonspecific  granularity.  The 
altered  color  is  due  to  the  staining  of  the  in- 
creased serum  globulin,  and  the  granularity 
is  a gross  confirmation  of  the  marked  rouleau 
formation  that  was  present.  In  my  opinion 
the  marrow  was  extremely  dilute  rather  than 
hypoceUular.  Myeloid  cells  were  present  as 
weU  as  a few  normal  plasma  cells.  I could 
find  no  myeloma  cells.  If  I had  seen  even 
one  or  two  characteristic  myeloma  cells,  I 
would  not  have  hesitated  to  make  a cyto- 
logic diagnosis  of  multiple  myeloma.  Be- 
cause of  the  unsatisfactory  nature  of  the 
bone  marrow  preparation,  I was  also  shown  a 
postmortem  touch  preparation  from  a rib. 
It  was  difficult  to  interpret,  as  one  might 
expect,  because  of  loss  of  nuclear  detail  and 
cytoplasmic  granularity  and  the  indistinct- 
ness of  cell  outlines  that  are  characteristic 
of  postmortem  autolysis.  However,  I saw 
a few  cells  which  I would  consider  to  be 
reticulum  myeloma  cells.  These  cells  were 
large  and  irregular  with  a slightly  basophilic 
cytoplasm.  The  nucleus  of  this  type  of  cell 
has  a fine,  open  chromatin  network  with  a 
large  nucleolus  and  resembles  a primitive 
reticulum  cell.  In  tissue  section  this  type  of 
cell  is  usually  classified  as  a neoplastic 
reticulum  cell.  But  I cannot  be  really  cer- 
tain of  the  nature  of  these  cells. 

Multiple  osteolytic  lesions  with  no  reactive 
bone  formation  were  present  in  this  patient’s 
x-ray  films.  Solitary  plasmocytomas  gen- 
erally appear  as  either  intramedullary 
osteolytic  lesions  or  as  expansile,  trabecu- 
lated  “soap-bubble”  lesions  similar  to  the 
one  Dr.  Moynahan  has  just  shown  us.  The 
only  other  diagnosis  which  could  be  dif- 


ferentially considered  is  a giant  cell  tumor  of 
the  ilium,  and  this  patient  is  much  too  old 
for  that.  More  important,  giant  cell  tumors 
almost  always  arise  in  the  epiphyses  of  long 
bones.  Since  its  presence  in  flat  bones  is 
exceptional,  I think  that  the  lesion  in  the 
ihum  most  probably  represents  a large 
plasmocytoma. 

Myeloma  tissue  is  very  rich  in  blood 
vessels.  Snapper,  Turner,  and  Moscovitz^ 
have  described  a loud  systolic  bruit  over  a 
similar  lesion  in  a patient  with  myeloma. 

As  in  this  patient,  the  bruit  disappeared 
after  irradiation. 

The  presence  of  a narrowband  representing 
a homogeneous  protein  seen  on  paper 
electrophoresis  occurs  in  illnesses  having 
either  a mahgnant  prohferation  of  plasma 
cells,  lymphoplasmocytes,  or  lymphocytes. 
Less  frequently,  narrow  bands  have  been 
described  in  patients  with  carcinoma  and, 
very  rarely,  in  other  diseases.  In  view  of  the 
constellation  of  factors  present  in  this 
patient,  I feel  that  the  elevated  gamma 
globuUn  was  most  probably  produced  by 
myeloma  cells. 

The  presence  of  a persistently  decreased 
phosphorus  with  borderhne  normal  and 
elevated  calcium  and  a normal  nonprotein 
nitrogen  level  remains  unexplained.  Hyper- 
calcemia is  common  in  patients  with  multiple 
myeloma,  but  the  serum  phosphorus  is 
almost  always  normal  or  increased,  the 
latter  occurring  with  renal  insufficiency. 
However,  a handful  of  cases  of  multiple 
myeloma  have  been  described  in  which  the 
serum  phosphorus  is  low  or  normal  in  the  | 
presence  of  renal  insufficiency.  When  the  | 
parathyroid  glands  of  some  of  these  patients 
were  examined,  they  were  either  normal  or 
hyperplastic.  There  has  been  no  completely 
satisfactory  explanation  of  this  phenomenon. 
Some  patients  have  had  decreased  reabsorp-  ^ 
tion  of  phosphorus,  simulating  hyperpar-  ; 
athyroidism.  In  the  present  case  the  tubular  | 
reabsorption  of  phosphorus  was  normal.  I 
Moreover,  the  explanation  so  frequently 
given  for  the  elevated  serum  calcium  in 
multiple  myeloma  being  due  to  resorption  of 
bone  may  not  be  the  complete  answer  since 
we  have  seen  patients  with  severe  widespread 
bone  lesions  and  no  hypercalcemia.  In- 
creased serum  calcium  has  even  been  de-  | 
scribed  in  a patient  with  a solitary  plasmocy-  ] 
toma.  All  these  observations  suggest  that  I 
myeloma  cells  may  produce  a parathyroid- 
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FIGURE  8.  (A)  Biopsy  of  ilium  showing  sheetlike  growth  of  neoplastic  cells.  (B)  Higher  power  of  (A) 
showing  neoplastic  cells  with  eccentric  nuclei  and  a prominent  chromatin  pattern. 


FIGURE9.  (A)Smearfrom  iliac  biopsy  showing  a number  of  abnormal  plasma  cells.  (B)  Abnormal  plasma 
cell  from  smear  of  iliac  lesion.  (C)  Immature  plasma  cell  from  iliac  smear,  clearly  a myeloma  cell. 


like  substance  or  a substance  which  may 
stimulate  the  parathyroids.  However,  ac- 
quired Fanconi  syndromes  in  multiple 
myeloma  also  have  been  described  in  which 
the  serum  phosphorus  is  low  and  phos- 
phaturia  is  present.  This  has  been  at- 
tributed to  damage  of  the  proximal  con- 
voluted tubules. 


Patients  with  various  malignant  con- 
ditions, including  lymphoma,  may  have  a 
low  serum  phosphorus  and  an  elevated  serum 
calcium.  If  the  pulmonary  lesion  described 
in  this  case  was  a carcinoma  with  a necrotic 
central  cavity,  then  this  metabolic  abnor- 
mality might  be  related  to  lung  cancer  rather 
than  to  myeloma.  I do  not  feel  our  patient 
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FIGURE  10.  Binucleate  and  trinucleate  myeloma 
cells  from  iliac  lesion. 


had  primary  hyperparathyroidism.  How- 
ever, primary  hyperparathyroidism  may 
coexist  with  a wide  variety  of  other  diseases, 
such  as  sarcoidosis,  hyperthyroidism,  Paget’s 
disease,  metastatic  carcinoma,  Hodgkin’s 
disease,  and  other  lymphomas.  All  of  these 
diseases,  in  and  of  themselves,  can  be  as- 
sociated with  hypercalcemia.  In  combina- 
tions of  diseases  with  hyperparathyroidism 
the  resultant  picture  may  be  exceedingly 
complex. 

Having  committed  myself  to  a diagnosis  of 
multiple  myeloma  of  the  ilium  and  other 
bones,  can  I fit  the  pulmonary  lesion  into  the 
myeloma  pattern  or  must  I hypothesize  the 
existence  of  separate  disease?  Pulmonary 
involvement  in  myeloma  is  most  unusual. 
In  fact,  most  of  the  reported  cases  of  pul- 
monary plasmocytoma  probably  represent 
benign  plasma  cell  granulomas.  Could  the 
smaller  nodule  be  an  amyloid  nodule? 
Amyloidosis  may  be  present  in  this  patient, 
but  if  so,  it  is  not  likely  to  be  in  the  nodular 
form,  but  rather  located  around  smaller 
blood  vessels.  Most  myeloma  patients  with 
amyloidosis  have  normal  or  low  serum 
globulins  as  well  as  Bence  Jones  proteinuria. 
Skin  tests  and  bacteriologic  studies  to  rule 


out  tuberculosis  in  this  patient  produced 
negative  findings.  The  large  cavity  and  its 
siuTounding  infiltrate  seemed  to  respond  at 
least  partially  to  the  administration  of 
tetracyclines.  I would  therefore  infer  the 
presence  of  a secondary  pyogenic  infection. 
Lung  infections  are  very  common  in 
myeloma,  since  the  production  of  normal 
antibodies  is  considerably  reduced  in  these 
patients. 

A mycotic  abscess  is  another  possibility  to 
be  considered,  but  there  is  no  evidence  to 
support  this  diagnosis.  A primary  carci- 
noma of  the  lung  with  a necrotic  central 
cavity  should  also  be  considered;  there  ap- 
pears to  be  an  increased  incidence  of  car- 
cinoma of  all  types  in  myeloma  patients. 
The  biopsy  of  the  subcutaneous  lesion  in  the 
upper  part  of  the  arm  may  prove  to  be 
either  myeloma  or  metastatic  carcinoma. 

Radiation  therapy  may  cause  certain 
myelomatous  lesions  to  shrink,  but  as  a 
general  rule,  plasmocytomas  are  not  very 
radiosensitive.  However,  x-ray  therapy 
may  relieve  bone  pain.  Remission  in 
myeloma  has  been  described  following 
therapy  with  radioactive  phosphorus.  As- 
suming that  this  patient  has  multiple 
myeloma,  can  we  infer  that  radiation  to  the 
locahzed  iliac  lesion  was  responsible  for  the 
reduction  in  the  abnormal  protein  seen  by 
electrophoresis?  It  is  conceivable  that  if  this 
cell  mass  contributed  significantly  to  the 
production  of  this  abnormal  protein,  its 
partial  destruction  could  be  responsible  for 
the  change  in  electrophoretic  pattern.  How- 
ever, there  was  no  roentgenographically 
demonstrable  shrinkage  of  the  iliac  tumor 
mass.  I have  been  unable  to  find  a report  of 
reduction  in  myeloma  protein  following 
radiation  therapy.  It  is  exceptional  for 
elevated  globulin  in  myeloma  to  decline 
spontaneously,  although  it  may  do  so  in 
patients  who  subsequently  develop  amy- 
loidosis. Myeloma  proteins  have  been  re- 
ported to  decline  following  administration  of 
a number  of  chemotherapeutic  agents, 
such  as  urethan,  phenylalanine  mustard, 
radioactive  phosphorus,  and  even  adreneil 
glucocorticoids. 

My  final  diagnosis  is  that  of  multiple 
myeloma  with  a large  plasmocytoma  of  the 
right  ilium  as  well  as  a lung  abscess  in  the 
upper  lobe  of  the  left  lung.  I cannot  exclude 
carcinoma  of  the  lung  and  shall  have  to  list 
that  as  a possibihty.  I would  relate  the 
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FIGURE  11.  Biopsy  of  mass  in  right  biceps  show- 
ing squamous  carcinoma.  A few  damaged  muscle 
fibers  are  seen  on  the  right. 


hypophosphatemia  and  hypercalcemia  to  the 
myeloma  rather  than  to  a putative  par- 
athyroid lesion.  If  the  lung  lesion  proves  to 
be  a carcinoma,  the  phosphorus-calcium  dis- 
turbance may  be  related  to  that  as  weU. 

William  B.  Ober,  M.D.:  Granted  that 
the  roentgenographic  appearance  of  the 
lesions  in  the  ilium  and  calvarium  are  due  to 
multiple  myeloma,  the  lytic  lesion  in  the  left 
humerus  is  somewhat  atypical.  It  has  an  ir- 
regular contour  at  its  lower  border,  and  it 
seems  to  destroy  cortical  bone.  Do  you  feel 
that  it  represents  myeloma  or  something 
else? 

Dr.  Goldberg:  Yes,  it  is  atypical  for 
myeloma,  and  it  could  represent  metastatic 
i carcinoma,  possibly  from  the  lung. 

I Dr.  Moynahan:  I could  not  exclude 

myeloma  on  strictly  roentgenographic 
criteria. 

Michael  S.  Bruno,  M.D.:  In  view  of 
the  patient’s  repeated  episodes  of  hemopty- 
sis, don’t  you  feel  that  carcinoma  of  the  lung 
is  more  probable  than  a lung  abscess? 

Dr.  Goldberg:  Your  point  is  well  taken. 

Dr.  Bruno:  You  also  imply  that  there  is 
more  than  one  cytologic  type  in  multiple 


FIGURE  12.  Section  of  lung  at  autopsy  showing 
bronchogenic  squamous  carcinoma. 


myeloma.  Would  you  care  to  expand  on 
this  point? 

Dr.  Goldberg:  Multiple  myeloma  is  a 
neoplastic  proUferation  of  plasma  cells.  Once 
plasma  cells  have  undergone  neoplastic  trans- 
formation, it  is  not  quite  accurate  to  call 
them  by  that  term;  I prefer  to  call  them 
myeloma  cells.  The  position  of  the  plasma 
cell  in  the  schema  of  cytogenesis  from  the 
hemocytoblast  or  the  reticulum  cell  stiU  re- 
mains a matter  of  controversy.  There  is 
some  evidence  that  under  certain  cir- 
cumstances plasma  cells  may  be  derived  from 
lymphocytes. 

This  possible  diversity  of  cell  origin  can  be 
seen  in  certain  types  of  myeloma  cells. 

When  we  examine  cytologic  preparations 
from  myeloma  tissue,  either  as  direct  im- 
prints or  smears,  there  is  a variation  in 
cell  morphology.  The  myeloma  cells  are  not 
so  completely  uniform  as  their  appearance  in 
fixed  tissue  preparations  might  lead  us  to 
believe. 

About  90  per  cent  of  myelomas  are  com- 
posed of  cells  resembling  plasmocytes.  In 
the  remainder,  however,  a variant  form  of 
cell  predominates.  Some  exhibit  features  of 
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FIGURE  13.  Osteolysis  in  right  humerus  by  meta- 
static squamous  carcinoma  from  lung. 


primitive  reticulum  cells,  others  resemble 
lymphocytes,  and  others  resemble  erythro- 
blastic elements  or  even  nongranulated 
myeloid  cells.  These  instances  are  nonethe- 
less multiple  myeloma,  and  such  patients 
exhibit  all  the  significant  clinical  and 
laboratory  features  of  myeloma. 

We  do  not  reaUy  have  enough  evidence  to 
tell  whether  these  “atypical  myelomas”  have 
a different  prognosis  or  will  respond  more  or 
less  favorably  to  any  given  type  of  therapy. 
My  speculation  may  outrun  my  data,  but  I 
cannot  help  wondering  whether  in  this  case 
the  dramatic  response  of  globulin  elaboration 
to  x-ray  therapy  may  not  indeed  be  related 
to  the  specific  cell  type  of  this  particular 
patient’s  myeloma  and  to  some  individual 
vagary  of  its  cellular  metabolism. 

Clinical  diagnoses 

1.  Multiple  myeloma 

2.  Bronchogenic  carcinoma,  left  lung 

Dr.  Goldberg’s  diagnoses 

1.  Multiple  myeloma  with  large  plasmacy- 
toma of  right  ilium 


2.  Lung  abscess,  ? bronchogenic  carcinoma 
with  cavitation 

3.  {Hypophosphatemia  and  hyper- 
calcemia) 

Pathologic  report 

Perry  Berg,  M.D.:*  It  will  be  most 
helpful  if  we  can  present  the  pathologic 
material  in  the  chronologic  sequence  in  which 
we  saw  it.  The  first  specimen  was  a biopsy 
from  the  mass  in  the  right  ilium.  It  showed 
a neoplasm  composed  of  sheets  of  monoto- 
nously uniform  cells  (Fig.  8A)  which  at 
higher  magnification  proved  to  have  ec- 
centric, vesicular  nuclei  and  some  suggestion 
of  a paranuclear  clear  zone  in  the  cytoplasm 
(Fig.  8B).  Imprints  of  the  tumor  left  no 
doubt  that  they  were  neoplastic  plasma 
cells  (Fig.  9).  Occasional  tumor  cells  with 
binucleate  and  trinucleate  appearance  were 
present  (Fig.  10).  As  Dr.  Goldberg  cor- 
rectly inferred,  we  made  a diagnosis  of 
myeloma. 

The  second  specimen  was  a biopsy  from 
the  region  of  the  biceps  muscle.  It  showed 
a metastatic  squamous  carcinoma  (Fig.  11). 

At  autopsy  the  source  of  the  metastatic 
squamous  carcinoma  was  found  in  the  upper 
lobe  of  the  left  lung  (Fig.  12),  a typical 
primary  bronchogenic  carcinoma  with  a 
large  central  necrotic  cavity.  Other  metas- 
tases  were  found  in  left  axillary  lymph  nodes, 
psoas  muscle,  the  myocardium,  and  the 
right  lung  corresponding  to  the  lesion  seen  in 
the  chest  x-ray  films.  The  right  humerus 
underlying  the  mass  in  the  right  biceps  con- 
tained a large  osteolytic  metastasis  (Fig.  13), 
likewise  consistent  with  its  radiographic  ap- 
pearance. The  right  axillary  vein  was  oc- 
cluded by  an  extension  of  the  tumor  in  the 
humerus,  and  the  arm  distal  to  the  obstruc- 
tion was  elephantine. 

Grossly,  the  lesion  in  the  right  ilium  (Fig. 
14)  appeared  as  a marked  expansion  of  the 
bone  with  a thin,  intact  rim  of  cortex.  The 
central  portion  was  necrotic  and  contained 
an  amorphous  coagulum.  The  tissue  around 
it  was  gelatinous,  mottled  red  and  yellow, 
and  was  traversed  by  very  thin  bony 
trabeculae.  The  right  iliac  artery  was 
enormously  dilated  and  was  probably  the 
source  of  the  bruit.  Sections  of  the  iliac 
tumor  from  many  sites  showed  a pronounced 

* Assistant  Director  of  Laboratories,  Knickerbocker  Hos- 
pital. Instructor  in  Medicine,  New  York  University  School 
of  Medicine. 
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1 FIGURE  14.  (A)  View  of  lesion  in  right  ilium  at  autopsy  showing  central  cavity  filled  with  necrotic  coagulum 
f surrounded  by  sparsely  cellular  gelatinous  tissue.  (B)  X-ray  film  of  right  ilium  removed  at  autopsy  showing 
radiolucent  areas  giving  "soap-bubble"  effect.  The  cortex  is  intact. 


FIGURE  15.  (A)  One  of  the  more  cellular  areas  in  the  right  ilium  at  autopsy.  Compare  with  Figure  7A. 
(B)  Detail  of  (A)  showing  damaged  myeloma  cells  following  irradiation. 
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FIGURE  16.  (A)  Vertebral  marrow  at  autopsy  showing  hypercellularity.  (B)  Detail  of  (A)  showing  plasmo- 
cytosis.  A mitotic  figure  is  present. 


degree  of  degeneration.  Many  areas  were 
almost  completely  acellular  and  contained 
only  myxoid  material.  In  other  areas  a 
delicate  fibroblastic  matrix  contained 
sparsely  cellular  clumps  of  damaged  myeloma 
cells  (Fig.  15).  Sections  from  the  vertebral 
marrow  showed  diffuse  hypercellularity  with 
an  over-all  increase  in  plasma  cells  (Fig.  16). 
No  discrete  lesions  were  found  in  the  verte- 
brae. 

A postmortem  x-ray  film  of  the  calvarium 
(Fig.  17)  demonstrated  several  small, 
punched-out  areas  of  radiolucency,  the 
largest  measiu”ing  about  4 mm.  The  skuU 
was  quite  hard,  in  contrast  to  the  classical 
description  of  osteomalacia  in  myeloma,  and 
decalcification  took  an  exceedingly  long 
time.  However,  the  skull  lesions  proved  to 
be  small  foci  of  myeloma  surrounded  by 
eburnated  bone  (Fig.  18).  An  incidental 
finding  was  a small  meningioma  of  the 
transitional  type  indenting  the  base  of  the 
right  temporal  lobe  (Fig.  19). 

The  coexistence  of  other  cancers  in 
multiple  myeloma  has  been  the  subject  of 
some  recent  comment.  In  1958,  WeitzeP 
reviewed  the  literature  and  could  find  but  1 
case.  However,  of  57  cases  of  multiple 


FIGURE  17.  X-ray  film  of  calvarium  at  autopsy 
showing  several  "punched-out”  lesions. 


myeloma  in  the  files  of  the  Mallory  Institute 
of  Pathology,  he  found  11  with  coexistent 
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i FIGURE  18.  (A)  Low-power  view  of  a skull  lesion  after  decalcification.  The  surrounding  bone  is  dense  and 

»,  the  lesion  cellular  and  of  one  cell  type.  (B)  Detail  of  (A)  showing  a spicule  of  dense  bone  abutting  a colony 
•I  of  myeloma  cells. 


FIGURE  19.  (A)  Low-power  view  of  meningioma, 
tic  small  whorls. 
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carcinomas.  This  incidence  of  19.3  per  cent 
was  substantially  greater  than  the  incidence 
of  carcinoma  comphcating  lymphoma  or 
leukemia  which  was  7.9  per  cent,  or  of 
multiple  primary  carcinomas  which  was  4.2 
per  cent.  Osserman,^  in  discussing  a group 
of  patients  with  electrophoretic  abnor- 
malities diagnostic  of  myeloma,  but  without 
clinical  or  radiologic  evidence  of  this  disease, 
found  carcinoma  in  8 out  of  24  (33  per  cent). 
Some  of  these  myelomas  fell  into  the  cate- 
gory considered  apparently  solitary.  Al- 
though multiple  myeloma  is  usually  a 
rapidly  fatal  disease,  the  variant  that  pre- 
sents symptoms  of  a solitary  lesion  may 
follow  several  courses.  Dissemination  may 
occur  a short  time  after  a solitary  lesion  is 
detected;  however,  as  much  as  ten  years 
may  elapse.^  Conversely,  patients  have 
been  followed  for  as  much  as  twenty  years 
without  evidence  of  dissemination  from 
extraosseous  solitary  plasmocytoma.® 

Under  these  circumstances,  it  is  generally 
felt  that  the  relationship  between  carcinoma 
and  multiple  myeloma  is  fortuitous.  It  is 
interesting  to  note  that  the  myeloma  was 
radiosensitive.  There  is  some  dispute  about 
radiosensitivity  of  myelomas,  but  replace- 
ment fibrosis  and  prolonged  survival  have 
been  reported  in  individual  cases.®  One  may 
speculate  that  had  not  bronchogenic  car- 
cinoma also  been  present  in  this  patient, 
survival  might  have  been  longer.  However, 


Health  examinations 

Only  two  thirds  of  a group  of  382  executives 
given  health  examinations  complied  with  recom- 
mendations for  therapy  or  further  diagnostic 
study.  Compliance  was  higher  among  younger 


the  presence  of  even  the  minute  skuU  lesions 
found  at  autopsy  indicate  that  dissemination 
had  occurred. 

There  was  no  evidence  at  autopsy  of  the 
renal  lesions  of  myeloma  nor  was  there  any 
amyloidosis. 

Anatomic  diagnoses 

1.  Bronchogenic  carcinoma,  squamous 

type,  upper  lobe  of  left  lung,  with  metastases  to 
right  lung,  myocardium,  right  humerus,  left 
axillary  lymph  nodes,  psoas  muscle  ' 

2.  Multiple  myeloma,  right  ilium  and  * 
calvarium,  irradiated 

3.  Meningioma,  right  temporal  region 

4.  Hyperplasia  and  plasmocytosis,  bone  ' 
marrow 


References 

1.  Snapper,  I.,  Turner,  L.  B.,  and  Moscovitz,  H.  L.: 
Multiple  Myeloma,  New  York,  Grune  & Stratton,  Inc.,  1953, 
p.  45. 

2.  Weitzel,  R.  A.:  Carcinoma  coexistent  with  malignant 
disorders  of  plasma  cells.  Cancer  11:  546  (May-June)  1958. 

3.  Osserman,  E.:  Natural  history  of  multiple  myeloma 

before  radiological  evidence  of  disease.  Radiology  71:  157 
(Aug.)  1958. 

4.  Carson,  C.  P.,  Ackerman,  L.  V.,  and  Malthy,  J.  D.: 
Plasma  cell  myeloma:  A clinical,  pathologic,  and  roentgeno- 
logic review  of  90  cases.  Am.  J.  Clin.  Path.  25:  849  (Aug.) 
1955. 

5.  Nelson,  M.  G.,  and  Lyons,  A.  R.:  Plasmacytoma  of 

lymph  glands.  Cancer  10:  1275  (Nov. -Dec.)  1957. 

6.  Toth,  B.  J.,  and  Wintermantel,  J.  A.:  An  apparently 
solitary  myeloma  of  bone  with  subsequent  generedization. 
Favorable  resp>onse  to  irradiation  with  unusual  reactions. 
Radiology  41:  472  (Nov.)  1943. 


patients — 70  per  cent  of  those  twenty-thi'ee  > 
to  forty-four  years  of  age  compared  with  64 
per  cent  of  those  forty-five  to  fifty-four  and  fi 
41  per  cent  of  those  fifty-five  to  sixty-five,  ac-  | 
cording  to  Patterns  of  Disease,  a Parke,  Davis  & 
Company  publication  for  the  medical  profes- 
sion. 
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Amebiasis  is  caused  by  the  protozoan, 
Entamoeba  histolytica.  Acute  clinical  in- 
fection is  found  in  temperate  climates, 
although  the  incidence  is  far  higher  in  the 
tropics  and  subtropics,  where  sanitation  is 
often  poor  or  nonexistent.  However,  one  of 
I the  largest  epidemics  of  amebic  dysentery 
occurred  in  Chicago  in  1933.  Severe  dys- 
entery caused  by  E.  histolytica  is  often  seen 
among  travelers  in  the  New  York  metro- 
politan area,  especially  those  from  the 
underdeveloped  warm  countries.  This 
' group  will  undoubtedly  increase  in  size  as 
air  travel  comes  within  the  means  of  all 
classes  of  society.  The  clinical  signs  of 
chronic,  relapsing  intestinal  amebiasis  or  of 
the  extraintestinal  types  of  the  disease  may 
manifest  themselves  many  years  after  ex- 
I posure,  and  a history  of  acute  attack  is  often 
, unobtainable. 

Thus  the  physician  in  the  temperate 
I zone  must  often  consider  amebiasis  in  his 
I differential  diagnoses.  This  is  particularly 
I important  in  a disease  for  which  laboratory 
; confirmation  is  readily  available  and  therapy 
is  effective.  The  misdiagnosis  of  amebiasis 
I is,  unfortunately,  common  and  tragic, 
i Even  in  its  mild  form  it  is  a slowly  debilitat- 
I ing  malady,  and  in  the  severe  variety  it  may 
! be  fatal. 

* Present  address;  Naval  Medical  Research  Unit  #3, 
I Cairo,  United  Arab  Republic. 
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Pathologic  features 

A knowledge  of  the  biologic  cycle  of 
E.  histolytica  is  essential  in  imderstanding 
the  infectivity  and  control  of  amebiasis. 
There  are  at  least  six  species  of  ameba  that 
are  parasitic  in  man,  but  of  these,  only 
E.  histolytica  is  pathogenic.  Investigators 
are  divided  as  to  whether  or  not  the  organism 
is  always  pathogenic.  The  question  is 
complicated  by  the  existence  of  several 
‘ ‘races’  ’ of  E . histolytica . The  small  variety , 
classified  both  as  E.  hartmanni  and  E. 
histolytica  hartmanni,  has  not  been  as- 
sociated with  diarrheal  symptoms  either 
in  man  or  experimental  animals.  The  large 
race,  or  true  E.  histolytica,  is  invasive  in  the 
trophozoite  form  and  produces  pathologic 
changes  even  when  no  clinical  symptoms 
can  be  elicited. 

Man  is  infected  by  ingesting  a viable  cyst. 
The  cyst  wall  is  resistant  to  the  gastric 
acidity  but  disintegrates  in  the  alkaline 
media  of  the  small  bowel,  and  eight  tropho- 
zoites emerge  from  a single  cyst.  During 
active  dysentery,  trophozoites  are  found  in 
the  stool.  When  fecal  movement  is  slow, 
however,  the  trophozoite  reproduces  by 
binary  fission,  resulting  in  cysts  with  from 
one  to  four  nuclei  in  the  formed  stool.  In 
passed  feces,  trophozoites  are  not  infective 
and  are  easily  destroyed  by  sun  and  wind. 
Cysts,  however,  may  remain  viable  for 
weeks.  Both  may  be  cultured  on  a solid, 
rich  nutritive  medium,  and  amebic  lesions 
can  be  produced  in  experimental  animals  by 
intracecal  injection  of  trophozoites  or  by  the 
ingestion  of  cysts. 

Several  dozen  epidemiologic  surveys  for 
E.  histolytica  in  the  United  States  have 
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FIGURE  1.  Amebic  ulcer  ot  the  rectosigmoid.  (A)  Erosion  of  the  mucosa  with  involvement  and  lateral 
extension  in  the  submucosa.  (B)  High-power  view  of  the  ulcer  margin  reveals  nests  of  E.  histolytica,  with 
leukocytic  infiltration. 


revealed  an  incidence  of  from  3 to  20  per  cent 
in  the  general  population.  In  highly  in- 
fested areas  of  the  world,  where  sanitation 
is  nonexistent,  the  incidence  may  exceed  70 
per  cent.  It  is  apparent  that  this  high  rate 
of  positive  findings  in  stool  examinations 
cannot  be  fully  correlated  with  clinical 
symptoms.  Even  in  the  completely  asymp- 
tomatic carrier  state,  however,  pathologic 
changes  can  be  found. 

Trophozoites  invade  the  mucosa  of  the 
large  bowel  both  by  pseudopodal  movement 
and  by  secreting  a substance  causing 
cytolysis.  The  initial  lesion  is  an  erythema- 
tous area  with  a minute  central  crater.  As 
secondary  bacterial  inflammation  occurs, 
the  ulcer  penetrates  into  the  submucosa 
and  extends  laterally  (Fig.  1).  Since  the 
muscularis  mucosa  is  relatively  resistant  to 
amebic  invasion,  the  margins  of  the  lesion 
pile  up,  forming  the  characteristic  “flask- 
shaped ulcer  with  a buttonhole  margin.” 
Except  in  fulminating  cases,  the  lesions  of 
amebiasis  develop  slowly  enough  for  reactive 
prohferation  and  thick  cicatrization  to  form. 
Perforation,  therefore,  is  not  common. 
Intestinal  lesions  are  almost  all  in  the  colon, 
with  the  small  bowel  involved  only  as  a 
direct  extension  of  a cecal  infection.  The 
most  extensive  lesions  are  foimd  in  the 
cecum,  appendix,  and  rectosigmoid  area. 

Extraintestinal  amebiasis  is  secondary  to 
bowel  infection.  Although  amebic  involve- 
ment of  almost  all  organs  of  the  body  has 
been  reported,  the  only  sites  of  statistical 
significance  are  the  liver  and  limgs.  Tro- 
phozoites are  carried  from  intestinal  radicles 
via  the  portal  venous  system  to  the  liver. 


When  host  resistance  is  low,  and  especially 
if  there  is  hepatic  fatty  metamorphosis, 
amebas  lodge  in  the  liver.  Cytolysins 
secreted  by  the  trophozoites  provide  a 
liquefied  medium  for  multiplication,  and 
spread  and  coalescence  of  abscesses  soon 
occur.  The  organism  is  found  only  in  the 
waU  of  the  abscess,  the  center  being  filled 
with  necrotic,  “anchovy-paste”  material. 
The  hepatic  parenchyma  outside  the  abscess 
may  be  normal,  and  there  is  no  evidence  of 
a true  amebic  hepatitis.  Over  90  per  cent 
of  the  abscesses  are  found  in  the  right  lobe 
of  the  liver.  This  has  been  attributed  to 
hemodynamic  streamlining  of  blood  from  the 
heavily  involved  cecal  area. 

Pulmonary  amebiasis  is  usually  due  to 
extension  from  a hepatic  abscess  and  is  most 
frequently  localized  in  the  right  lower 
lung  field.  It  occurs  in  about  15  per  cent  of 
those  with  liver  involvement.  Bacterial 
infection  is  very  common,  and  frank  pus  is 
mixed  with  the  characteristic,  necrotic 
“anchovy-paste”  material.  Bronchohepatic 
and  pleural  fistulas  form  in  severe  cases. 

Clinical  features 

Less  than  10  per  cent  of  patients  with 
proved  amebiasis  demonstrate  the  signs  and 
symptoms  of  acute  dysentery.  Except  in 
recent  travelers  or  in  large  water-borne 
epidemics,  such  as  that  seen  in  Chicago  in 
1933,  the  classical  syndrome  of  fever,  chills, 
nausea,  abdominal  cramps,  flatulence,  and 
copious,  bloody  bowel  movements  is  rarely 
detected.  Rather,  the  course  of  intestinal 
amebiasis  is  commonly  slow  and  insidious. 
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Constipation  may  be  the  prevailing 
symptom;  distention  and  flatulence  may  be 
accompanying  complaints.  Vague  symp- 
toms of  headache,  malaise,  insomnia,  and 
' inability  to  concentrate  may  dominate  the 
I clinical  picture.  Pain  can  frequently  be 
I elicited  by  deep  pressure  over  the  sigmoid 
and  cecal  areas. 

j The  complications  of  intestinal  amebiasis 
are  obvious  from  the  discussion  on  its 
pathologic  features.  Perforation,  although 
j rare  because  of  the  reactive  proliferation  in 
the  muscularis,  is  the  most  common  cause  of 
' death  in  fatal  amebiasis.  Appendicitis  due 
, to  amebiasis  is  an  important  complication, 
and  in  the  tropics  it  accoimts  for  approx- 
imately one  fourth  of  aU  cases  of  acute  ap- 
pendicitis. Surgical  treatment  is  contrain- 
dicated imtil  antiamebic  therapy  is  ad- 
ministered. In  fact,  abdominal  surgical 
procedures  of  any  variety  in  the  patient  with 
untreated  amebiasis  are  associated  with  ap- 
preciable mortality  and  very  high  morbidity. 

' Fairley  recommends  stool  examination  in 
any  candidate  for  surgical  treatment  who 
I has  been  in  the  tropics,  and  he  also  recom- 
mends preoperative  antiamebic  therapy,  if 
indicated. 

Chronic  proliferative  cicatrization  with 
resultant  bowel  strictures  and  granuloma 
formation  may  cause  intestinal  obstruction. 
This  is  most  common  in  the  cecal  area,  where 
a large  granulomatous  mass  (ameboma) 
may  be  confused  with  cancer,  tuberculosis, 
or  actinomycosis.  A final  significant  com- 
plication of  intestinal  amebiasis  is  rectal 
ulceration  and  fistula  formation.  Emetine 
therapy  will  usually  rapidly  heal  both 
ameboma  and  fistulas. 

j The  signs  and  symptoms  of  amebic  hepatic 
abscess  may  appear  many  years  after  in- 
fection, and  two  thirds  of  patients  give  no 
I clear-cut  history  of  previous  dysentery. 
Spiking  fevers,  chills,  weight  loss,  and 
anorexia  are  common.  The  liver  is  almost 
invariably  enlarged  and  tender.  Jaimdice 
occurs  in  less  than  10  per  cent  of  patients 
with  amebic  liver  abscess  but  is  frequent  in 
the  small  group  with  left  lobe  abscesses. 
Since  over  90  per  cent  are  in  the  right  lobe  of 
the  liver,  the  right  side  of  the  diaphragm 
is  often  elevated,  and  cough  due  to  dia- 
phragmatic irritation  is  common. 

Pleural  and  pulmonic  amebiasis  is  usually 
due  to  extension  from  a liver  abscess. 
Hematogenous  spread  from  intestinal  lesions 


can  occur  but  accounts  for  less  than  10  per 
cent  of  pulmonary  amebiasis.  There  are  no 
clinical  features  peculiau:  to  amebic  infection 
in  the  lungs.  Cough,  occasionally  produc- 
tive of  “anchovy-paste”  sputum,  chest  pain, 
hemoptysis,  the  ausculatory  signs  of  pneu- 
monitis, fever,  and  chills  are  common. 

Case  1.  A forty-nine-year-old  Chinese  im- 
migrant was  admitted  to  the  hospital  with  a 
one-month  history  of  chest  pain  and  hemopty- 
sis. Nineteen  years  previously  he  had  been 
hospitalized  with  undiagnosed  bloody  bowel 
movements  but  had  not  experienced  any  diar- 
rheal or  abdominal  cramps  in  the  past  seven 
years.  Positive  physical  findings  were  hmited 
to  rales  and  dullness  at  the  right  lower  lung 
field,  hepatomegaly,  and  a temperature  of  102  F. 
On  chest  x-ray  films  the  right  diaphragm  was 
observed  to  be  elevated  and  immobile,  and  there 
were  multiple  small  abscesses  in  the  right  lower 
lung  field.  The  patient  developed  daily  tem- 
perature spikes  to  103  and  104  F.,  unaffected  by 
large  doses  of  peniciUin  and  streptomycin.  Be- 
cause of  the  previous  history  of  dysentery,  ame- 
bic abscess  was  suggested.  The  stools  showed 
no  ova  or  parasites,  and  the  results  of  a sigmoido- 
scopic  examination  were  negative.  A therapeu- 
tic trial  with  emetine  was  begun,  and  the  tem- 
perature fell  within  twenty-four  hours  to  normal 
range  for  the  first  time  in  four  weeks.  The 
symptoms  disappeared  and  the  chest  x-ray 
results  returned  to  normal.  E.  histolytica  was 
demonstrated  in  the  sputum  during  emetine 
therapy  but  not  since. 

Laboratory  diagnosis 

The  definitive  diagnosis  of  amebiasis  de- 
pends on  the  recognition  of  the  trophozoite 
or  cyst  forms  of  E.  histolytica.  In  acute 
dysentery  this  provides  no  problem,  since 
numerous  trophozoites  can  be  foimd  in  the 
loose  stool.  Since  the  best  results  are  ob- 
tained with  loose  stools,  a purgative  should 
be  administered  to  patients  in  remission  or 
with  constipation  as  a prevailing  symptom. 
Microscopic  examination  should  be  per- 
formed whenever  possible  on  fresh,  warm 
specimens.  Although  cysts  retain  their 
characteristic  appearance  in  cooled  speci- 
mens for  up  to  forty-eight  hours,  if  ex- 
amination must  be  delayed,  the  specimen 
should  be  preserved  in  a poly-vinyl-alcohol 
solution.  An  iron  hematoxylin  stain  may  be 
used  to  preserve  the  smears  (Fig.  2). 

The  trophozoite  ranges  from  15  to  30 
microns  in  size,  has  a single,  eccentric 
nucleus,  a clear  ectoplasmic  border,  and 
motile  pseudopods.  The  cyst  form  of  the 
pathogenic  large  race  measures  from  10  to 
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FIGURE  2.  Fecal  smear  with  typical  E.  histolytica 
cysts  having  four  nuclei  and  a central  chromatin 
bar. 


20  microns.  There  may  be  from  one  to  four 
nuclei,  depending  on  the  matmity  of 
the  cyst.  The  wall  is  thin,  refractUe,  and 
nonstaining.  Antimicrobials,  barium,  or 
mineral  oil  alter  cyst  morphology  and  should 
be  withheld  imtil  after  stool  examination. 

Various  modifications  of  the  direct  ex- 
amination enhance  the  possibility  of  de- 
tecting cysts  of  E.  histolytica.  Zinc  flota- 
tion is  the  most  common  concentration 
method  used  and  may  double  the  diagnostic 
efficacy  of  stool  examination.  Other  con- 
centration and  centrifugation  procedures 
are  available  to  interested  laboratory  in- 
vestigators. The  cultivation  of  trophozoites 
and  cysts  of  E.  histolytica  on  artificial  media 
should  be  possible  in  most  diagnostic  labora- 
tories, and  one  may  occasionally  detect  the 
parasites  by  this  means  when  direct  stool 
examination  has  failed  to  reveal  them. 
In  patients  with  liver  or  pulmonic  abscesses, 
one  should  search  for  the  trophozoites  in  the 
aspirate,  sputum,  or  cavity  wall. 

A pathologist  or  competent  technician 
experienced  in  stool  examinations  is  ob- 
viously an  essential  in  the  recognition  of 
E.  histolytica  and  their  differentiation  from 
other  amebas  and  vegetative  fecal  forms. 
At  least  six  specimens  should  be  examined  by 


direct  and  concentrating  methods  before  the 
diagnosis  of  amebiasis  is  eUminated  in  a 
suspected  case. 

In  intestinal  amebiasis  a sigmoidoscopic 
examination  should  always  be  performed. 
Since  the  rectosigmoid  area  is  commonly 
involved,  direct  visuahzation  of  an  ulcer  may 
be  possible.  Scrapings  of  the  ulcer  rim 
often  provide  parasitologic  confirmation 
of  amebic  invasion.  Under  proper  hospital 
conditions  a permanent  histologic  specimen 
may  be  obtained  by  rectal  mucosal  biopsy 
(Fig.  1).  Barium  enemas  reveal  multiple 
mucosal  abnormalities,  with  ulceration  in 
acute  cases  and  thickening  in  the  chronic 
variety.  A narrowed  cecum  with  a fuimel 
or  cone-shaped  ileocecal  valve  is  a character- 
istic radiographic  feature  (Fig.  3).  An 
ameboma  will  appear  as  a large  intraluminal 
cecal  tumor. 

The  x-ray  is  also  of  assistance  in  the 
diagnosis  of  extraintestinal  amebiasis.  A 
scintogram  can  localize  a hepatic  abscess. 
The  right  side  of  the  diaphragm  will  be 
elevated  in  the  majority  of  right  lobe 
abscesses,  and  on  fluoroscopic  examination 
its  movements  will  be  limited.  Changes  of 
the  stomach  contour  on  barium  swallow  are 
characteristic  of  left  lobe  abscesses.  Per- 
cutaneous diagnostic  aspiration  of  a liver 
abscess  is  dangerous  and  should  only  be 
performed  by  an  experienced  physician  in  a 
hospital  setting.  Prebiopsy  coverage  with 
emetine  has  been  recommended  by  some  to 
prevent  dissemination  of  infection  along  the 
needle  tract.  If  “anchovy-paste”  material 
is  aspirated,  therapy  should  be  instituted 
immediately  to  avoid  spread.  However, 
the  abscess  is  often  sterile,  and  even  after 
surgical  excision,  amebas  are  found  in  only 
one-half  the  cases.  This  low  rate  is  par- 
tially because  of  failiu’e  to  examine  the 
abscess  wall  where  trophozoites  lodge.  The 
diagnosis  of  an  amebic  hepatic  abscess  is  in 
no  way  influenced  by  the  absence  of  E. 
histolytica  in  the  stools.  In  several  large 
series  less  than  20  per  cent  of  patients  with 
proved  amebic  liver  abscesses  had  evidence 
of  ciurent  intestinal  parasites. 

The  complement-fixation  test  has  some- 
times been  helpful  in  the  diagnosis  of  liver 
abscesses.  Although  showing  negative  re- 
sults in  most  patients  with  intestinal  amebia- 
sis, it  shows  positive  results  in  the  majority  of 
those  with  hepatic  and  pulmonic  abscesses. 
Liver  function  tests,  such  as  Sulfobromo- 
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FIGURES.  Barium  enema  roentgenograms  in  patient  with  amebic  dysentery  (A)  before  and  (B)  after 
• emetine  therapy.  Pretreatment  examination  reveals  diffuse  ulceration  throughout  the  large  bowel,  with 
( narrowing  and  erosion  in  the  cecum.  Post-treatment  study  shows  normal  mucosal  pattern  but  persis- 
» tent  narrowing  of  the  cecum. 


( phthalein  Sodium  (Bromsulphalein)  dye  ex- 
' traction  and  alkaline  phosphatase,  are  often 
1 abnormal.  Tests  of  active  liver  damage, 
1 such  as  transaminase,  thymol  turbidity,  and 
■*  cephaltn  flocculation,  are  usually  normal. 
! In  cases  where  no  parasite  can  be  recognized 
t and  other  laboratory  tests  are  inconclusive, 
the  clinical  response  to  emetine  or  chloro- 
; quine  has  a limited  diagnostic  as  well  as 
therapeutic  value. 

I 

!i  Treatment 

Several  dozen  compounds  are  presented  by 
I various  investigators  and  pharmaceutical 
companies  as  the  drug  of  choice  for  amebia- 
sis. It  is  quite  obvious  that  an  ideal  amebi- 
i cide  has  not  yet  been  discovered. 

For  over  fifty  years  the  standard  therapy 
for  amebic  dysentery  and  liver  abscess  has 
' been  emetine.  Despite  the  remote  danger 
of  cardiac  toxicity  and  the  failure  to  eradicate 
I cystic  forms,  the  judicious  use  of  emetine 
provides  the  most  effective  therapeutic 
I agent  for  the  control  of  acute  symptoms. 

' The  drug  must  be  administered  by  deep 
intramuscular  injection,  since  the  oral  form 
I causes  severe  nausea  and  vomiting.  The 
I British  school  holds  that  the  enteric-coated 
emetine-bismuth-iodide  (EBI)  is  a safe  and 
I effective  oral  compound.  This  drug,  how- 


ever, has  not  been  weU  received  in  the 
United  States,  and  it  is  not  generally  avail- 
able here. 

The  daily  dosage  schedule  for  emetine  is 
1 mg.  per  kilogram  (maximum,  65  mg.) 
intramuscularly  for  from  five  to  six  days. 
This  wiU  control  the  symptoms  of  acute 
dysentery,  destroy  the  trophozoites,  and 
flatten  the  fever  curve  of  a patient  with  a 
hepatic  abscess.  When  the  organism  can- 
not be  identified,  a dramatic  response  to  an 
emetine  therapeutic  trial  has  often  been 
considered  strong  evidence  for  a diagnosis  of 
amebiasis.  At  best,  such  conclusions  are 
dubious;  at  worst,  tragic.  The  natural 
history  of  several  dysenteric  disorders  is 
characterized  by  an  abrupt  cessation  of 
diarrhea,  and  the  coincidental  administra- 
tion of  emetine  may  not  only  be  unrelated  to 
the  clinical  improvement  but  also  may  pro- 
mote a false  and  dangerous  security. 

The  drug  has  definite  cardiac  toxicity, 
although  this  is  rare  if  recommended  dosage 
is  not  exceeded,  and  vital  signs  should  be 
observed  before  each  injection.  If  hypoten- 
sion or  tachycardia  develop,  the  drug  should 
be  discontinued.  Electrocardiograms  wiU 
show  inverted  T waves  in  early  toxicity  and 
conduction  defects  if  emetine  is  continued. 
The  patient  should  be  at  bed  rest  during  the 
course  of  therapy.  It  should  not  be  ad- 
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ministered  to  pregnant  women,  yoimg 
children,  or  patients  with  cardiac  or  renal 
disease. 

Because  emetine  does  not  destroy  the 
intraluminal  cyst  forms  it  is  of  no  use  in  the 
treatment  of  chronic  or  relapsing  intestinal 
amebiasis.  A wide  variety  of  arsenicals, 
hydroxyquinolones,  and  antibiotics  are  ef- 
fective either  by  a direct  amebicidal  effect  or 
by  depriving  E.  histolytica  of  nutrition 
through  the  destruction  of  associated  bowel 
bacteria.  Since  the  antibiotics  do  not 
destroy  the  cysts,  however,  relapses  are  very 
common  unless  one  of  the  standard  amebi- 
cides  is  concomitantly  administered. 

In  the  last  decade,  chloroquine  has  as- 
sumed a prominent  place  in  the  antiamebic 
armamentarium.  Because  of  its  low  toxicity, 
high  hepatic  localization,  and  its  effectiveness 
against  the  trophozoites  of  E.  histolytica, 
chloroquine  is  the  drug  of  choice  in  amebic 
abscesses  of  the  liver  or  lung.  It  is  inef- 
fective for  the  control  of  intestinal  amebiasis. 
The  recommended  dosage  is  0.6  Gm. 
daily  for  two  days,  followed  by  0.3  Gm.  for 
fourteen  days. 

Supportive  therapy  is,  of  course,  an 
essential  adjimct  to  the  antiamebic  drugs. 
Strict  bed  rest  is  important  in  the  treatment 
of  acute  amebiasis,  particularly  while  eme- 
tine is  being  administered.  The  diet  should 
include  no  roughage  or  bowel  irritants. 
Electrolyte  abnormalities  secondary  to 
severe  dysentery  must  be  corrected  lest 
conduction  defects  compound  the  cardiac 
toxicity  of  emetine. 

Case  2.  A forty-seven-year-old  Cuban  sugar 
picker  discontinued  treatment  for  diarrhea  when 
an  opportunity  to  escape  political  oppression  pre- 
sented itself.  Seven  days  after  fleeing  he  devel- 
oped abdominal  aches  and  cramps,  with  marked 
flatulence;  within  a day  he  was  having  12  to  15 
loose,  bloody  bowel  movements.  On  admission 
to  the  St.  Vincent’s  Hospital  in  the  City  of  New 
York,  the  patient  was  acutely  ill.  He  com- 
plained of  intense  abdominal  pain  and  tenesmus. 
There  had  been  a 47-pound  weight  loss  in  the 
two  weeks  since  leaving  Cuba.  He  was  severely 
dehydrated.  Vital  signs  were  a hlood  pressure 
of  100/60,  a pulse  rate  of  122,  a temperature  of 
102  F.,  and  respirations  of  16  per  minute. 

Because  of  a language  barrier,  no  adequate 
history  was  obtained  initially.  Small,  friable 
ulcers  were  seen  on  sigmoidoscopic  examination, 
and  an  initial  diagnosis  of  ulcerative  colitis 
was  made.  A barium  enema  revealed  multiple 


ulcers,  with  a scarred,  narrowed  cecum  (Fig.  3) 
Fluid  replacement  and  electrolyte  therapy  were 
instituted,  but  dysentery  continued  unabated, 
and  the  patient  began  to  have  spiking  tempera- 
tures to  104  F.  Penicillin  failed  to  alter  the 
chnical  coiurse.  “Because  of  the  possibUity  of 
amebiasis,’’  chloroquine  and  tetracycline  were 
added  but  without  effect.  At  this  stage  I first 
saw  the  patient,  and  at  that  time,  trophozoites 
of  E.  histolytica  were  seen  on  stool  examination, 
and  amebas  were  also  found  on  biopsy  of  an 
ulcer  in  the  rectal  mucosa  (Fig.  1.)  Therapy 
with  emetine  hydrochloride  was  instituted,  and 
the  patient  became  afebrile  and  asymptomatic. 
He  gradually  regained  the  lost  weight,  was  dis- 
charged, and  has  remained  well  under  outpatient 
department  observation  for  five  months.  A 
follow-up  barium  enema  has  shown  healing  of 
the  leu'ge  bowel  ulcers,  with  normal  mucosal 
pattern  except  in  the  cecal  area,  which  remains 
narrowed  (Fig.  3). 

Comment 

The  elimination  of  amebiasis  on  a world 
scale  is  a public  health  problem  of  monu- 
mental proportions.  Since  the  disease  flour- 
ishes where  sanitation  is  poor,  eradication 
is  possible  only  after  the  education  of  vast 
populations  in  basic  hygiene,  in  the  use  of 
properly  constructed  latrines  and  water 
supply  systems,  and  in  the  elimination 
of  fresh  “night  soil”  as  a fertilizer.  Travelers 
to  the  tropics  should  be  warned  against 
eating  uncooked  vegetables  and  drinking 
unboiled  or  untreated  water.  If  they  are  to 
reside  in  the  tropics  for  a time,  they  should 
be  warned  against  employing  food  handlers 
who  have  not  had  an  initial  stool  examination 
and  proper  follow-up  instruction  on  the 
importance  of  hand-washing  after  going  to 
the  toUet. 

c/o  THE  American  Embassy,  Cairo, 
United  Arab  Republic 
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Complete  A-V  (atrioventricular)  block 
I is  a serious  complication  of  acute  myocardial 
infarction.  It  is  estimated  to  occur  in  2.5 
per  cent  of  all  cases,  especially  with  pos- 
terior and  diaphragmatic  infarctions.  * Com- 
I plete  atrioventricular  block  often  results 
in  Stokes-Adams  attacks  and  is  associated 
with  a mortality  rate  of  50  per  cent.*  The 
’ treatment  of  this  complication  is  diflBcult 
and  often  disappointing.  It  is  the  pur- 
pose of  this  report  to  describe  a case  of 
I symptomatic  complete  A-V  block  compli- 
[ eating  myocardial  infarction  which  ap- 
peared to  respond  dramatically  to  corticos- 
teroid therapy. 

Case  report 

The  patient,  a forty-eight-year-old  white 
male,  was  admitted  to  St.  Luke’s  Hospital 
on  August  27,  1961,  having  had  five  hours 
of  severe  constricting  precordial  chest  pain 


radiating  to  the  left  shoulder  and  associ- 
ated with  diaphoresis  but  not  with  nausea 
or  vomiting.  Two  years  previously  a similar 
episode  of  chest  pain,  lasting  three  hom*s 
and  associated  with  electrocardiographic 
evidence  of  “shght  heart  disease,”  was  treated 
at  home  by  bed  rest.  Angina  pectoris  was 
not  present  in  the  intervening  period.  The 
past  history  was  of  interest  in  that  the 
patient’s  father  had  died  at  the  age  of  fifty- 
two  with  an  acute  myocardial  infarction. 

Physical  examination.  On  admission, 
the  patient  appeared  pale  and  acutely 
ill.  Blood  pressure  was  110/70,  pulse 
100,  respirations  22,  and  temperature  98.6  F. 
Neck  veins  were  flat.  The  lungs  were 
clear  to  percussion  and  auscultation.  The 
heart  was  not  enlarged  to  percussion;  no 
significant  murmur  or  precordial  friction 
rub  was  noted,  but  heart  sounds  were  dis- 
tant. The  hver  was  not  enlarged,  and 
there  was  no  evidence  of  pretibial  or  presa- 
cral  edema. 

Laboratory  findings.  The  initial  elec- 
trocardiogram (Fig.  1)  revealed  right  bundle 
branch  block  and  acute  anteroseptal  and 
anterior  myocardial  infarction.  Other  lab- 
oratory findings  were  as  follows:  white 

ceU  count,  11,800,  with  84  per  cent  neu- 
trophils and  16  per  cent  lymphocytes; 
hemoglobin,  14.2  Gm.  per  100  ml.;  total 
serum  cholesterol,  273  per  cent;  blood  urea 
nitrogen,  24  mg.  per  100  ml.;  corrected 
sedimentation  rate,  initially  2 mm.  by  the 
Wintrobe  method  and  rising  to  40  mm.  on 
the  tenth  hospital  day;  and  serum  gluta- 
mic-oxaloacetic transaminase  level  100  units 
per  miUiliter  initially,  rising  to  460  units 
per  milliliter  on  the  second  hospital  day  and 
dropping  to  10  units  per  milliliter  on  the 
twelfth  hospital  day. 

Treatment  and  hospital  course.  An- 
ticoagulant therapy  was  instituted  on  ad- 
mission, together  with  oxygen,  morphine, 
and  sedatives.  During  the  initial  twenty- 
four  hours,  moderate  hypotension  persisted, 
and  a pericardial  friction  rub  was  noted. 
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FIGURE  1.  Initial  electrocardiogram  of  patient 
with  complete  A-V  block,  showing  the  following: 
sinus  tachycardia:  heart  rate,  100  per  minute; 
P-R,  0.14  seconds:  QRS,  0.14  seconds;  QT,  0.32 
seconds:  right  bundle  branch  block;  acute  anterior 
myocardial  infarction. 


FIGURE  2.  Electrocardiogram  of  patient  in  Figure 
1 taken  two  days  after  admission  and  showing  the 
following:  sinus  tachycardia;  heart  rate,  110  per 
minute;  P-R,  0.14  seconds;  QRS,  0.16  seconds; 
QT,  0.32  seconds.  In  leads  II  and  III  a period  of 
complete  A-V  block  with  ventricular  asystole  is 
present. 


Thirty  hours  after  admission  a grand  mal 
convulsion  occurred.  An  electrocardiogram 
taken  following  the  attack  revealed  only 
sinus  rhythm  with  frequent  ventricular  pre- 
mature contractions.  A second  convulsion 
occurred  three  hours  later;  an  electro- 
cardiogram revealed  complete  A-V  block, 
indicating  that  the  patient  had  been  having 
Stokes-Adams  attacks.  Despite  the  use 
of  multiple  doses  of  isoproterenol  admin- 
istered sublingually  and  subcutaneously, 
numerous  electrographically  confirmed  epi- 
sodes of  ventricular  asystole  occurred. 
Seven  episodes  of  ventricular  asystole 
were  associated  with  convulsions,  but  most 
often  the  periods  of  ventricular  asystole 
were  not  of  sufficient  duration  to  result  in 
clinical  symptoms  (Fig.  2). 

After  twenty-foiu:  hours  of  constant  ob- 
servation and  treatment  with  isoproterenol 
it  was  decided  to  begin  corticosteroids. 
Hydrocortisone  was  given  intravenously, 
100  mg.  in  500  cc.  of  5 per  cent  dextrose 
in  water  infused  over  six  hours,  and  predni- 
sone orally,  60  mg.  in  divided  doses  over 
twenty-four  hours.  Subsequently,  no  fur- 
ther convulsions  occurred,  and  within  four 
hours  sinus  rhythm  with  persistently  nor- 


mal A-V  conduction  was  shown  by  the 
electrocardiogram.  This  cUnical  response 
to  corticosteroid  therapy  was  dramatic. 
There  seemed  to  be  little  doubt  in  the  minds 
of  aU  observers  that  corticosteroid  treat- 
ment was  responsible  for  the  return  of  atrio- 
ventricular conduction  to  normal.  The 
patient  was  then  maintained  on  prednisone, 
40  mg.  daily  in  divided  doses  for  nine  days. 
Subsequently,  the  dosage  was  slowly  ta- 
pered, and  prednisone  was  discontinued  on 
the  twenty-fifth  hospital  day.  The  patient 
was  discharged  on  the  forty-fourth  hos- 
pital day. 

He  did  well  after  leaving  the  hospital 
until  six  weeks  later,  when  he  developed 
acute  chest  pain  and  died  within  twenty 
minutes.  At  autopsy,  the  coronary  ar- 
teries were  markedly  sclerotic  with  an  area  of 
complete  occlusion  in  the  circumflex  branch 
of  the  left  coronary  artery.  The  myocar- 
dium of  the  anterior  waU  of  the  left  ventricle, 
of  the  entire  interventricular  septum,  and  of 
the  right  ventricle  was  thin  and  fibrous,  in 
some  regions  measuring  only  3 mm.  in  thick- 
ness. The  lateral  and  posterior  areas  of  the 
left  ventricle  were  normal  in  thickness  and 
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appearance.  No  anatomic  cause  for  the 
terminal  episode  was  demonstrated. 

Comment 

! In  a recent  review  of  251  cases  of  complete 
1 heart  block  reported  by  Penton,  Miller, 

, and  Levine,^  49  were  associated  with  acute 
j myocardial  infarction.  However,  in  2 cases 
I the  conduction  defect  was  present  prior 
to  the  acute  episode.  Of  these  49  pa- 
I tients,  21  died  within  an  average  period  of 
I 5.5  days.  This  is  in  marked  contrast  to 
their  group  of  patients  without  acute  myo- 
I cardial  infarction,  who  survived  an  average 
I of  seven  years  following  the  first  syncopal 
I attack.  Of  the  28  survivors  in  the  group 
I with  complete  heart  block  associated  with 
' acute  myocardial  infarction,  21  reverted 
! to  sinus  rhythm  with  normal  A-V  conduc- 
tion; 2 reverted  to  atrial  fibrillation  with 
normal  A-V  conduction;  and  5 retained 

I’  complete  heart  block.  None  of  the  latter 
I group  had  documented  sinus  rhythm  prior 
to  acute  infarction.  This  study  indicates 
that  permanent  complete  heart  block  must 
i be  an  extremely  rare  sequel  of  acute  myo- 
r cardial  infarction.  In  a review  of  the 
i Stokes- Adams  syndrome,  Johansson^  re- 
ported  that  of  6 patients  with  associated 
f acute  myocardial  infarction,  4 were  dead 
5 within  one  year. 

! Most  studies  indicate  that  this  conduction 
defect  is  most  frequently  associated  with 
I infarction  of  the  diaphragmatic  region.  ® 
>j  However,  Imperial,  CarbaUo,  and  Zimmer- 
li  man’  were  unable  to  show  any  correlation 
li  between  this  type  of  disturbance  and  the 
! location  of  the  infarct. 

*1  The  ominous  prognosis  of  complete  A-V 
i'  block  associated  with  acute  myocardial 
I infarction,  the  often  unsatisfactory  response 
I to  treatment  with  isoproterenol,  epineph- 
i rine,  atropine,  sodium  lactate,  and  ex- 
j ternal  and  internal  cardiac  pacemakers,® 
together  with  knowledge  that  in  some  cases 
the  interference  with  A-V  conduction  is  due 
to  inflammatory  changes  adjacent  to  the 
infarct,®  prompted  the  clinical  use  of  corti- 
costeroid hormones.  Prinzmetal  and  Ken- 
namer*®  reported  the  first  case  of  complete 
heart  block  treated  with  steroids,  a sixty- 
year-old  man  with  acute  posterior  myocardial 
infarction  and  frequent  Stokes-Adams  at- 
tacks that  responded  on  two  occasions 
I to  intramuscular  ACTH  with  reversion  to 

I 


sinus  rhythm  within  a matter  of  hours.  In 
an  attempt  to  obtain  a more  rapid  response, 
Phelps  and  Lindsay*’  used  100  mg.  of  cor- 
tisone intramuscularly  in  a fifty-four-year- 
old  man  with  acute  anteroseptal  myocar- 
dial infarction,  in  desperate  condition  with 
syncopal  attacks  accompanied  by  convul- 
sions, a ventricular  rate  below  30  beats 
per  minute,  and  unresponsive  to  ephedrine 
or  epinephrine.  Only  one  further  episode 
of  syncope  followed  the  cortisone  ad- 
ministration. Within  an  hour  the  pulse 
rate  was  regular  at  88  beats  per  minute,  and 
an  electrocardiogram  at  nine  hours  showed 
normal  atrioventricular  conduction.  Cor- 
tisone was  gradually  discontinued  over  four 
days,  and  the  patient  recovered. 

Wohlrabe*’  reported  the  case  of  a seventy- 
four-year-old  man  who  had  an  acute  myo- 
cardial infarction  and  complete  A-V  block 
with  a ventricular  rate  of  13  per  minute  and 
failed  to  respond  to  large  doses  of  atropine, 
aminophyUine,  and  ephedrine  intraven- 
ously. An  intravenous  infusion  containing 
100  mg.  of  hydrocortisone  was  started. 
In  five  hours  the  pulse  was  56  per  minute 
and  in  ten  hours,  68  per  minute.  The  elec- 
trocardiogram at  this  time  showed  the  resti- 
tution of  normal  A-V  conduction,  which 
was  subsequently  maintained.  Aber  and 
Jones*®  reported  a patient  surviving  acute 
myocardial  infarction  and  complete  A-V 
block  reverting  to  conducted  sinus  rhythm 
twenty-four  hours  after  the  institution  of 
ACTH,  40  units  every  twelve  hours. 

Recently,  Dali  and  Buchanan*^  reported 
on  the  use  of  steroid  therapy  in  12  patients 
with  this  complication  of  acute  myocardial 
infarction  and  emphasized  the  striking 
superiority  of  intravenous  hydrocortisone 
over  oral  prednisolone  and  dexamethasone. 
The  patient  reported  here  presents  a simi- 
lar dramatic  response  to  corticosteroid  ther- 
apy. With  the  administration  of  an  in- 
fusion of  hydrocortisone  intravenously  and 
prednisone  orally,  no  further  Stokes-Adams 
attacks  occurred,  and  conducted  sinus 
rhythm  was  restored  within  four  hours.  The 
mechanism  in  all  these  reported  cases  was 
believed  to  relate  to  the  anti-inflamma- 
tory effect  of  the  corticosteroids  on  atrio- 
ventricular conduction  tissue. 

That  the  mechanism  of  action  of  corti- 
costeroids is  more  complex  than  its  anti- 
inflammatory activity  is  indicated  by  the 
numerous  reports  of  effective  therapy  of 
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chronic  A-V  block  associated  with  Stokes- 
Adams  attacks.*- Friedberg  et  al.*  re- 
ported on  6 patients  with  symptomatic 
chronic  heart  block  treated  with  prednisone 
in  doses  up  to  60  mg.  daily.  Stokes-Adams 
attacks  were  eliminated  within  twenty-four 
hours  in  all,  and  in  5 patients  conducted 
sinus  rhythm  was  restored  within  twelve  to 
thirty-six  hours.  Sixty  cases  of  complete 
heart  block,  acute  and  chronic,  responding 
dramatically  to  prednisone  in  doses  up  to 
100  mg.  daily  were  presented  by  Prinzmetal 
and  Kennamer.**  The  report  did  not 
specify  how  many  of  these  were  associated 
with  acute  myocardial  infarction.  In  many 
cases  normal  sinus  rhythm  was  restored.  In 
some  cases  the  heart  block  persisted,  but 
there  was  a dramatic  cessation  of  Stokes- 
Adams  attacks.  CarameUi  and  Tellini'* 
have  stated  that  it  is  superfluous  to  prolong 
therapy  if  response  does  not  occur  in  the 
first  four  to  five  days. 

The  fact  that  attacks  of  Stokes-Adams 
syndrome  often  cease  before  any  apparent 
improvement  in  A-V  conduction  indicates 
that  ventricular  pacemaker  arousal  and 
stabihzation  is  an  important  steroid  action 
independent  of  any  effect  on  A-V  con- 
duction.* 

Clinical  evidence  for  direct  steroid  ac- 
celeration effect  on  A-V  conduction  is  pro- 
vided by  Lown  et  al.  in  studies  of  patients 
with  Addison’s  disease  and  Cushing’s  syn- 
drome. Of  50  patients  with  Addison’s 
disease,  10  exhibited  heart  block  and  in  only 
1 was  the  P-R  interval  less  than  0.13  seconds. 
The  mean  P-R  interval  for  this  group  was 
0.176  seconds,  which  could  be  consistently 
shortened  by  cortisone  administration.  Of 
34  patients  with  Cushing’s  syndrome,  the 
mean  P-R  interval  was  0.136  seconds, 
and  in  only  1 patient  did  it  exceed  0.18 
seconds.  The  shortening  of  the  P-R  interval 
correlated  well  with  the  degree  of  increase  in 
17-ketosteroids  excretion  and  was  most 
marked  when  the  underlying  disease  was 
adrenal  hyperplasia  rather  than  adenoma  or 
carcinoma.  After  operation  the  patients 
who  exhibited  the  greatest  fall  in  17- 
ketosteroids  excretion  usually  showed  some 
lengthening  of  the  P-R  interval.  When 
cortisone  was  given  to  patients  without 
endocrine  disorders,  there  was  also  a decrease 
in  this  interval.  It  was  suggested  that  Cn 
oxysteroids  participate  in  the  regulation  of 
A-V  conduction  in  “biologic  cooperation’’ 


with  the  sympathetic  nervous  system. 

The  mechanism  of  this  direct  steroid  ac- 
celeration effect  on  A-V  conduction  is  un- 
known. One  hypothesis  implicates  the  pro- 
duction of  hypokalemic  alkalosis.*  Belief, 
Wasserman,  and  Brody  have  demonstrated 
that  alkalosis  accelerates  A-V  conduction, 
stimulates  the  ventricular  pacemaker,  and 
provides  the  theoretic  basis  for  the  use  of 
sodium  lactate  in  the  treatment  of  complete 
A-V  block.  The  production  of  hypokalemia 
with  chlorothiazide,  although  not  associated 
with  significant  serum  pH  change,  appears 
to  have  improved  A-V  conduction  and  has 
been  used  effectively  in  the  treatment  of 
patients  with  complete  heart  block  and 
Stokes-Adams  attacks.  ** 

In  summary,  direct  steroid  accelerator 
effect  on  A-V  conduction  is  clear  and 
possibly  is  related  to  the  production  of 
hypokalemic  alkalosis.  However,  the  dra- 
matic response  in  some  patients  with  acute 
myocardial  infarction  and  complete  A-V 
block  is  more  probably  related  to  the  anti- 
inflammatory effect  and  the  ventricular 
pacemaker  stabilization  effect  of  adreno- 
corticosteroids. 

There  is  ample  experimental  evidence  that 
cortisone  does  not  retard  the  healing  process 
in  acute  myocardial  infarction,*®"*®  and 
clinical  evaluation  in  acute  myocardial  in- 
farction has  not  revealed  any  detrimental 
effects.*®** 

We  are  well  aware  that  successful  thera- 
peutic results  tend  to  be  reported  and  that 
failures  with  the  use  of  corticosteroids  in  the 
treatment  of  complete  A-V  block  associated 
with  acute  myocardial  infarction  frequently 
have  occurred.  ■‘■**  However,  the  ominous 
prognosis  under  these  circumstances  and  the 
immediate  response  to  steroid  therapy  when 
it  does  occur  has  led  us  to  the  conclusion  that 
in  patients  with  acute  myocardial  infarction 
comphcated  by  complete  A-V  block,  cor- 
ticosteroid administration  should  be  one  of 
the  primary  modalities  of  therapy. 

Summary 

A case  is  presented  of  acute  anterior 
myocardial  infarction  complicated  by  com- 
plete A-V  block  and  Stokes-Adams  attacks 
responding  dramatically  to  corticosteroid 
administration. 

The  principal  mechanism  of  action  of 
corticosteroids  is  believed  to  be  the  anti- 
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inflammatory  effect  on  atrioventricular  con- 
duction tissue. 

The  potential  value  of  corticosteroid 
therapy  in  the  management  of  some  cases  of 
acute  myocardial  infarction  complicated  by 
complete  A-V  block  and  Stokes-Adams  at- 
tacks is  emphasized. 
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her  of  visits  for  health  examinations  is  among 
children  four  years  of  age  and  younger  and 
among  persons  sixty-five  years  of  age  and  older. 
“Periodic  health  examinations  are  being  advised 
by  physicians  and  sought  by  patients  with 
greater  frequency,  particularly  if  the  patient 
is  forty  to  fifty  years  of  age  or  older,”  according 
to  Patterns. 
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T HE  SYJStDROME  OF  TESTICULAR  FEMINIZATION 
includes  chiefly  patients  whose  sex  of  rearing 
and  external  genitalia  are  female  but  whose 
gonads  consist  of  testicular  tissue  with  no 
evidence  of  ovarian  tissue.^  The  immature 
testes  are  undescended,  usually  lying  in  the 
abdomen  in  the  position  occupied  by  ovaries. 
They  are  composed  of  small  seminiferous 
tubules  lined  by  Sertoli  cells.  Spermato- 
gonia may  be  present,  but  spermatogenesis 
is  almost  never  present.  The  interstitial 
cells  of  Leydig  may  be  increased,  even  to  the 
extent  of  micronodular  hyperplasia.  As  in 
other  forms  of  undescended  testes,  tumors 
tend  to  arise  in  such  gonads  with  increased 
frequency.  Tubular  adenomas  have  been 
reported  in  about  one  fourth  of  such 


patients.*  Occasionally,  a malignant  tumor 
may  arise  in  the  gonad  of  a pseudoher- 
maphrodite or  of  a true  hermaphrodite  in- 

stances of  seminoma,  embryonal  carcinoma, 
teratocarcinoma,  and  even  of  choriocar- 
cinoma and  gonadoblastoma  have  been  cited. 
The  occurrence  of  a single,  discrete,  grossly 
visible  tumor  derived  from  interstitial  cells 
of  Leydig  has  not  previously  been  reported. 

Case  report 

A thirty-year-old  Negro  female  was  ad- 
mitted to  Metropolitan  Hospital  for  the  first 
time  complaining  of  vaginal  bleeding  which 
had  started  immediately  after  her  first  at- 
tempt at  sexual  intercourse.  She  had  never 
menstruated.  Two  sisters  are  living  and 
have  regular  menses. 

Examination  revealed  an  ostensible  female 
with  eimuchoid  body  proportions.  She  was 
167.6  cm.  tall;  the  arm  span  was  174.6  cm. 
The  lower  segment  measured  87.6  cm.;  the 
upper  segment  measured  80.6  cm.  The 
breasts  were  adolescent-sized  with  pig- 
mented areolae  and  nipples.  Axillary  hair 
was  absent;  pubic  hair  was  sparse.  The 
external  genitalia  were  juvenile  in  appear- 
ance. Pelvic  examination  revealed  lacera- 
tions on  the  left  side  and  vault  of  the  vagina. 
No  uterine  cervix  could  be  palpated  on  bi- 
manual examination  or  seen  through  the 
speculum.  No  corpus  uteri  could  be  pal- 
pated. 

Routine  laboratory  determinations  were 
within  normal  limits.  Urinary  17-keto- 
steroids  were  17  mg.  per  twenty-four  hours. 
Bioassay  for  foUicle-stimulating  hormone 
was  normal.  The  protein-bound  iodine  was 
4.7  micrograms  per  100  ml.  A vaginal 
smear  showed  good  cornification.  A skin 
biopsy  for  sex  chromosome  evaluation  was 
reported  as  negative  (male).  A chest 
roentgenogram  revealed  no  lesions,  and  a 
skuU  roentgenogram  showed  a normal  seUa 
turcica. 

Laparotomy  revealed  that  the  uterus  was 
absent.  Its  place  was  occupied  by  a fused, 
thickened,  fibromuscular  band.  Uterosacral 
ligaments  were  identified.  Rudimentary 
oviduct-like  structures  ran  laterally  from  the 
central  fibromuscular  mass.  At  their  ex- 
tremities lay  two  gonadal  structures  which 
could  not  be  identified  as  either  ovary  or 
testis.  Rudimentary  uterine  arteries  were 
also  noted. 
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FIGURE  1.  Gross  specimen  with  irregularly  ovoid  mass. 


Pathologic  observations 

The  gross  specimen  consisted  of  an  irreg- 
ular mass  about  16  cm.  long  with  a maximal 
width  of  4 cm.  (Fig.  1).  In  its  central 
portion  was  an  irregularly  ovoid  mass 
vaguely  resembling  a uterus,  but  on  section 
no  endometrial  cavity  was  found.  Coirrsing 
laterally  on  either  side  were  two  oviduct- 
like structmes.  At  the  right  pole  was  a 
cystic  mass  measuring  about  3 cm.  in  diam- 
eter; on  section  it  contained  clear  fluid  and 
had  a smooth  lining.  Two  smaller  cysts 
were  attached  to  the  lower  border  of  the 
larger  cyst.  All  these  cysts  had  a smooth, 
glistening  outer  serosal  surface.  At  the 
left  pole  was  a crescent-shaped,  'gonad-like 
structure  1.4  by  0.8  cm.,  closely  applied  to  a 
somewhat  retort-shaped,  dilated  tube  (Fig. 
2).  It  was  pale  brown  in  color  and  rubbery 
in  consistency.  Within  its  substance  was  a 
discrete,  sharply  demarcated  yellow-tan 
nodule,  essentially  spherical,  about  0.5  cm. 
in  diameter. 

Microscopic  examination  of  sections 
through  the  central  mass  confirmed  that  it 
was  composed  predominantly  of  smooth 
muscle  bundles  with  interstitial  fibrous 
tissue.  It  contained  many  medium-sized 
arteries  and  veins,  the  former  with  thick 
mediae,  but  no  endometrial  glandlike  or 
stroma-like  elements  could  be  identified. 
Sections  through  the  oviducal  structures 
failed  to  reveal  a typical  endosalpinx;  the 


FIGURE  2.  Crescent-shaped  gonad-like  structure 
applied  to  somewhat  retort-shaped,  dilated  tube. 


tubes  were  lined  by  a flattened,  noncUiated, 
single-layered  epithelium  which  rested  on  a 
fibrous  base.  Sections  through  the  cystic 
structure  in  the  region  of  the  right  gonad  re- 
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FIGURE  3.  Immature  seminiferous  tubules.  (A)  Tubules  separated  by  thin  fibrovascular  septa.  Leydig 
cells  occasionally  present.  (B)  In  some  tubules  Sertoli  cells  surrounded  a central,  homogeneous,  eosino- 
philic body. 


vealed  the  cysts  to  be  lined  by  a flat,  nonde- 
script epitheliiun.  In  the  waUs,  somewhat 
compressed,  immature  seminiferous  tubules 
characteristic  of  an  infantile  testis  were 
seen  (Fig.  3A).  The  tubules  were  separated 
by  thin  fibrovascular  septa  in  which  small 
clusters  of  Leydig  cells  were  occasionally 
present.  Leydig  cells  were  not  significantly 
increased  within  this  gonad.  The  tubules 
were  lined  by  uniform  Sertoli  cells  with  a 
clear,  watery  cytoplasm;  in  some  tubules 
the  Sertoli  cells  surrounded  a central,  homo- 
geneous, eosinophilic  body  (Fig.  3B). 
Spermatogonia  were  not  present;  there  was 
no  spermatogenesis. 

Sections  through  the  left  gonad  showed  a 
similar  complement  of  immature  tubules. 
The  discrete  nodule  of  yeUow-tan  tissue  was 
not  separated  from  the  remainder  of  the 
gonad  by  a fibrous  layer,  but  its  line  of 
demarcation  was  abrupt,  and  there  was  no 
blending  at  its  margin.  It  was  composed 
entirely  of  cells  identical  with  interstitial 
cells  of  Leydig,  characterized  by  polyhedral 
shape,  richly  eosinophilic,  finely  granular 
cytoplasm,  centrally  placed  nuclei,  and  oc- 
casional droplets  of  paranuclear  lipochrome 


pigment  (Fig.  4).  Crystalloids  of  Reinke 
were  not  demonstrated.  There  was  no 
hyperplasia  or  nodular  aggregation  of  Leydig 
cells  in  the  immature  gonad  outside  the 
solitary  nodule. 

The  anatomic  diagnosis  was  male  pseu- 
dohermaphroditism with  interstitial  cell 
(Leydig  cell)  tumor  of  the  right  testis.  We 
have  elected  to  interpret  the  discrete  nodule 
within  the  substance  of  the  right  gonad  as  a 
tumor  rather  than  as  nodular  hyperplasia 
because  it  was  solitary,  sharply  demarcated 
rather  than  blended  or  intermingled  with 
seminiferous  tubules,  and  not  associated 
with  lesser  degrees  of  micronodular  hyper- 
plasia of  similar  cells  in  either  gonad.  In- 
deed, in  male  pseudohermaphroditism,  the 
immature  gonads  so  regularly  contain  scat- 
tered foci  of  Leydig  ceU  hyperplasia  that  the 
absence  of  this  phenomenon  reinforces  the 
idea  that  the  nodule  was,  to  some  extent, 
autonomous. 

Comment 

The  patient  satisfies  most  of  Morris’s 
clinical  and  anatomic  criteria  for  a diagnosis 
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FIGURE  4.  Sections  through  left  gonad.  (A)  Discrete  nodule  not  separated  from  remainder  of  gonad  by 
fibrous  layer;  line  of  demarcation  abrupt.  (B)  Cells  identical  with  interstitial  cells  of  Leydig. 


of  testicular  feminization  in  a male  pseudo- 
hermaphrodite. ^ She  had  a female  habitus 
with  normal  fat  deposits  as  well  as  the  eu- 
nuchoid tendency  seen  in  some  patients. 
Axillary  hair  was  absent,  and  pubic  hair  was 
scanty.  The  external  genitalia  were  female 
with  underdeveloped  labia  and  a vagina 
ending  blindly  without  a true  uterine  cervix. 
Only  rudimentary  internal  genitalia  were 
present.  The  gonads  were  composed  of  im- 
mature testicular  tubules  lined  by  Sertoli 
cells.  However,  the  breasts  did  not  show 
the  overdevelopment  often  seen  in  such  in- 
dividuals, and  the  differentiation  of  oviducal 
or  vasal  structures  was  not  so  precise  as  re- 
ported in  many  instances. 

Evidence  for  excess  androgen  production 
is  furnished  by  the  slightly  elevated  17- 
I ketosteroids,  and  evidence  for  increased 
i estrogen  in  an  individual  with  testes  is 
furnished  by  the  degree  of  cornification  in 
the  vaginal  smear.  Pituitary  gonadotropin 
as  measured  by  follicle-stimulating  hormone 
bioassay  was  normal  in  contrast  to  a number 
of  reported  instances  in  which  urinary  ex- 
cretion of  this  hormone  was  increased.  It  is 
interesting  to  observe  that  increased  estro- 
I gen  and  androgen  production  were  in- 


sufficient to  suppress  pituitary  gonadotropin. 

The  paradox  of  clinical  hyperestrogenism 
in  such  patients  raises  the  question  of  the 
source  of  estrogen  in  individuals  having  only 
testicular  tissue.  Teilum®  described  a Sertoli 
cell  tumor  to  which  he  attributed  estrogen 
secretion.  Maddock  and  Nelson^  injected 
gonadotropin  into  normal  adult  males, 
producing  increase  in  minary  estrogen  and 
hyperplasia  of  Leydig  cells,  a situation  some- 
what analogous  to  the  Klinefelter  syndrome. 
Several  observers  have  reported  gyne- 
comastia in  association  with  interstitial  cell 
tumor  of  the  testis.® 

Approximately  100  examples  of  interstitial 
ceU  tumor  of  the  testis  have  been  reported.® 
Those  seen  in  boys  under  the  age  of  fifteen 
are  usually  associated  with  precocious  pu- 
berty. Most  of  the  adult  patients  do  not 
exhibit  stigmata  of  endocrine  disturbance, 
but  13  adult  patients  did  show  signs  of 
androgenization,  hyperestrogenism,  or  a 
combination  of  both. 

The  law  of  parsimony  might  be  construed 
to  dictate  that  in  this  patient  estrogen  was 
being  elaborated  by  Sertoli  cells  and  andro- 
gen by  the  Leydig  ceU  tumor.  However, 
this  is  probably  an  oversimplification  and 
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not  necessarily  accurate.  The  scattered  in- 
stances of  gynecomastia  associated  with 
interstitial  cell  tumors  indicate  that  Leydig 
cells  can  elaborate  estrogen  as  weU  as  andro- 
gen. Also,  the  evidence  for  estrogen  elabora- 
tion by  Sertoli  cells  in  the  human  being  is 
indirect.  In  recent  years  evidence  has  ac- 
cumulated that  both  the  ovary  and  the 
testis  cells  which  normally  synthesize  andro- 
gen may,  under  special  conditions,  synthesize 
estrogens,  and  conversely.  It  is  equally 
probable  that  in  this  patient  secretion  of 
both  types  of  steroid  may  be  assignable  to 
the  Leydig  cell  tumor  itself.®  *® 


Summary 

A male  pseudohermaphrodite  with  tes- 
ticular feminization  and  a solitary  Leydig  cell 
tumor  of  one  of  the  immature  testes  is 
presented.  The  paradox  of  estrogen  pro- 
duction in  such  individuals  is  discussed. 
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the  United  States  Committee  of  The  World  Medical  Association  to  help 
alleviate  the  lack  of  current  medical  publications  and  to  further  inter- 
national good  will.  Your  cooperation  in  this  program  will  be  greatly 
appreciated  and  your  contact  with  these  colleagues  in  other  countries,  we 
can  assure  you,  will  prove  very  gratifying.  If  you  wish  to  participate  in 
this  program,  send  your  name,  address,  and  titles  of  journals  you  will 
contribute  to  United  States  Committee,  The  World  Medical  Association, 
10  Columbus  Circle,  New  York  19,  New  York. 
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Polyarteritis  Nodosa 
and  Hypertension 

Treatment  with  Corticoids 
with  Complete  Remission 

URIEL  S.  BARZEL,  M.D. 

New  York  City* 

From  the  Metabolic  Research  Unit, 
Division  of  Neoplastic  Disease,  Montefiore 
Hospital,  The  Bronx,  New  York 


P OLYARTERiTis  NODOSA  complicated  by 
hypertension  is  a progressive  emd  uniformly 
fatal  disease  in  which  spontaneous  or 
induced  remission  has  not  been  known  to 
occur. 

A case  of  polyarteritis  nodosa  in  which 
|i  hypertension  developed  in  the  course  of 
1';  the  disease  and  in  which  complete  remission 

(and  normotension  were  achieved  is  re- 
ported. 

y Case  report 

A thirty -seven-year-old  Negro  female 
factory  worker  was  first  seen  on  February 

1)  19,  1960,  with  the  chief  complaint  of  multi- 
ple joint  and  muscle  pain  and  a low-grade 
I fever  of  one  week’s  duration. 

' Her  present  illness  began  on  February 
I 1,  1960,  when  she  had  “grippe”  with 
I;  tonsillitis  and  a temperature  of  up  to 
I 104  F.  On  erythromycin  therapy  she 
I improved  and  returned  to  work  one  week 
h later.  On  or  about  February  14  she  began 
to  develop  pain  in  her  knees,  elbows,  left 
ankle,  left  calf,  and  left  wrist.  The  skin 

I * Present  address:  Beilinson  Hospital,  Petah  Tikvah, 

I Israel. 

i 


overlying  the  left  tibia  became  extremely 
sensitive  to  touch.  Within  a few  days 
swelling  and  heat  of  the  left  ankle  and  leg 
were  noted.  This  was  thought  to  be  cel- 
lulitis, and  erythromycin  was  prescribed. 
There  was  no  improvement  and  she  was 
admitted  to  Park  West  Hospital  on  February 
19, 1960. 

The  patient’s  family  and  past  history 
revealed  that  her  father  died  of  heart 
disease  at  the  age  of  fifty-six  and  that 
two  of  her  siblings  were  known  to  have 
rheumatic  heart  disease.  The  patient  had 
St.  Vitus’  dance  and  was  in  bed  for  one 
year  at  the  age  of  thirteen.  She  was  told 
she  had  congenital  lues  and  was  known 
to  be  allergic  to  penicillin  which  produced 
“hives.”  In  December,  1959,  two  months 
before  the  present  iUness,  she  had  a relapse 
of  an  old  pelvic  inflammatory  disease  and 
was  treated  with  chloramphenicol  (five 
days),  sulfisoxazole  (fourteen  days),  and 
again  chloramphenicol  (fourteen  days). 
There  was  no  untoward  reaction  to  either 
medication,  and  her  treatment  was  ter- 
minated on  January  12,  1960. 

On  admission  to  the  hospital  she  was 
noted  to  be  weU  developed  and  well  nour- 
ished but  in  distress  because  of  joint  pains. 
Her  temperature  was  99.8  F.,  and  her 
blood  pressure  was  110  mm.  systolic  and 
70  mm.  diastolic.  The  pulse  was  100  and 
the  respirations  24.  The  positive  physical 
findings  were  limited  to  the  extremities. 
The  dorsal  medial  aspect  of  the  left  wrist 
was  slightly  swollen  and  tender  but  not 
red  or  hot.  The  left  calf  and  ankle  were 
tender.  Both  feet  were  slightly  swollen, 
but  there  was  no  pitting.  There  were  no 
skin  lesions. 

An  examination  of  the  blood  revealed: 
hemoglobin,  10.8  Gm.  per  100  ml.;  red  cell 
count,  3,890,000  per  cubic  millimeter;  and 
white  ceU  count,  11,500  per  cubic  milli- 
meter with  81  per  cent  polymorphonuclear 
leukocytes,  2 per  cent  band  forms,  16 
per  cent  lymphocytes,  and  1 per  cent 
mononuclear  leukocytes.  The  urine  was 
clear  and  acid,  with  a specific  gravity  of 
1.010.  There  was  a trace  of  protein  and 
no  sugar  or  acetone.  The  sediment  con- 
tained occasional  squamous  epithelial  cells. 
The  erythrocyte  sedimentation  rate  was 
100  mm.  in  one  hour  (Westergren).  The 
blood  urea  nitrogen  was  15  mg.  and  the 
fasting  sugar  110  mg.  per  100  ml.  The 
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total  protein  was  8.36  Gm.  per  100  ml. 
The  serum  protein  electrophoretic  pattern 
was:  albumin,  39  per  cent;  alphai,  10 

per  cent,  alpha2,  15  per  cent;  beta,  7 per 
cent,  and  gamma  globulin,  29  per  cent. 
The  serum  sodium  was  135  mEq.,  the  potas- 
sium 4.7  mEq.,  and  the  chloride  92  mEq. 
per  liter.  The  serum  transaminase  was 
204  units.  The  blood  Wassermann  reaction 
was  weakly  positive,  and  the  C-reactive 
protein  was  4 plus.  Widal  and  brucella 
agglutination  tests  showed  negative  results. 
The  antistreptolysin  0 titer  was  250  Todd 
units.  A urine  culture  and  a number  of 
blood  cultures  produced  no  growth.  A 
Mantoux  skin  test,  first  strength  (1 : 10,000), 
gave  no  reaction.  A roentgenogram  of 
the  chest  was  unremarkable,  and  roent- 
genograms of  the  left  knee  and  left  elbow 
showed  normal  findings.  An  electrocardio- 
gram was  interpreted  as  sinus  tachycardia 
and  a horizontal  heart. 

On  the  day  following  admission  the 
patient’s  temperature  rose  to  101  F.  and 
thereafter  spiked  daily  to  102  to  103  F. 
The  impression  on  admission  was  of  acute 
rheumatic  fever,  but  treatment  with  sali- 
cylates, up  to  5 Gm.  daily,  did  not  alter 
the  septic-appearing  course.  On  the  fifth 
hospital  day  a hot  and  tender  swelling  of 
the  dorsum  of  the  left  hand  was  noted, 
and  the  patient  was  placed  on  high  doses 
of  antibiotics  (erythromycin  and  chloram- 
phenicol). On  the  tenth  hospital  day 
hemoptysis  and  bilateral  temporomandibu- 
lar effusion  developed.  An  examination 
at  this  time  revealed  a blood  pressure  of 
170  mm.  systolic  and  80  mm.  diastolic. 
A loud  systolic  murmur  was  heard  for  the 
first  time  at  the  second  intercostal  space, 
left  of  the  stemiun.  An  electrocardiogram 
revealed  no  change.  It  was  felt  at  this 
time  that  a rheumatoid  process  or  a col- 
lagen disease  was  a likely  cause  in  this 
case.  Consequently  the  patient  was  started 
on  methylprednisolone,  40  mg.  daily,  and 
the  antibiotics  were  discontinued.  There 
was  a lysis  of  the  fever,  and  the  tem- 
poromandibular effusion  receded.  On  the 
third  day  of  corticoid  therapy  the  tempera- 
ture rose  again  to  103.2  F.  and  continued 
spiking  daily  in  spite  of  continued  corticoid 
and  added  salicylate  therapy. 

On  March  10,  1960,  the  twenty-first 
hospital  day,  the  patient  was  transferred 
to  the  medical  service  of  Montefiore  Hospital 


FIGURE  1.  Muscle  biopsy  (hematoxylin  and  eosin, 
X70). 


for  further  diagnostic  studies  and  treat- 
ment. 

At  this  time  she  was  emaciated  and 
complained  of  generalized  weakness  and 
muscle  and  joint  pains.  The  heart  murmur 
was  again  noted,  and  there  was  also  a 
pericardial  rub.  The  liver  was  now  palpable 
1 fingerbreadth  below  the  right  costal 
margin.  There  were  suprapubic  and  right 
adnexal  tenderness  and  a green  purulent 
discharge  from  the  cervical  os. 

An  examination  of  the  blood  at  this 
time  revealed  a hematocrit  of  25.  The 
white  cell  count  was  14,000  per  cubic  mil- 
limeter with  83  per  cent  pol5unorphonuclear 
leukocytes,  4 per  cent  band  forms,  3 per 
cent  metamyelocytes,  5 per  cent  lym- 
phocytes, and  2 per  cent  mononuclear 
leukocytes.  The  urine  was  acid,  with 
a specific  gravity  of  1.013,  and  a 2 plus 
test  for  protein,  and  the  sediment  was 
loaded  with  red  and  white  cells.  The 
erythrocyte  sedimentation  rate  was  140 
mm.  in  one  hour  (Westergren).  The  blood 
sugar  and  urea  nitrogen,  serum  sodium, 
potassium,  chloride,  and  carbon  dioxide 
were  normal.  The  serum  calcium  was 
8 mg.,  phosphorus  3.8  mg.,  and  alkaline 
phosphatase  5.5  Bessey-Lowrey  units.  The 
serum  bilirubin,  cholesterol,  transaminase, 
thymol  turbidity,  cephalin  flocculation,  and 
prothrombin  time  were  aU  normal.  Serologic 
test  (Venereal  Disease  Research  Labora- 
tories) gave  negative  results.  The  Coombs 
test  gave  negative  results.  A sickle  cell 
preparation  was  negative,  as  were  four 
L.E.  (lupus  er3Tthematosus)  preparations. 
The  C-reactive  protein  was  3 plus.  The 
antistreptolysin  0 titer  was  1,250  Todd 
units.  Skin  tests  for  blastomycosis,  coc- 
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! cidioidomycosis,  and  histoplasmosis  showed 
! negative  results.  A tuberculin  skin  test 
I (purified  protein  derivative),  intermediate 
strength  (1:1,000),  gave  a positive  reaction, 
i A sputum  smear  and  culture  for  acid-fast 
|i  bacilli  were  negative.  A urine  culture 
( grew  Aerobacter  aerogenes,  and  a cervical 
( os  culture  grew  Staphylococcus  albus  and 
f Staph,  aureus  hemolyticus.  A bone  marrow 
<1  culture  and  six  blood  cultures  produced 
( no  growth.  An  electrocardiogram  showed 
i no  change.  Roentgenograms  of  the  chest, 
ij  hands,  ankles,  and  abdomen,  as  well  as 
|i  of  the  cervical,  thoracic,  and  lumbar  spine, 

: failed  to  reveal  any  abnormality.  An 

I'  intravenous  pyelogram  showed  normal  find- 
ings. 

The  corticoids  were  withdrawn  slowly, 

< and  the  patient  was  put  on  antibiotics 

again  (erythromycin  and  chloramphenicol). 
The  febrile  course  remitted  and  exacerbated 
throughout  the  next  two  weeks  even  though 
the  genitourinary  infection  was  brought 
under  control.  On  March  16  a left  wrist 
drop  was  noted.  On  March  23  the  urinary 
sediment  was  reported  as  containing  6 
to  32  red  cells,  0 to  9 white  cells,  0 to  2 

gremular  casts,  0 to  1 hyaline  cast,  and 

0 to  1 red  cell  cast  per  high-power  field. 
On  March  24  a gastrocnemius  muscle 
biopsy  was  reported  to  be  characteristic 
of  polyarteritis  nodosa  (Fig.  1). 

In  the  light  of  this  finding,  corticoid 
therapy  was  reinstituted.  Methylpredni- 
solone  was  used  at  a very  high  dose  schedule 
(120  mg.  Depo-Medrol  once  weekly  and 
! 80  mg.  Medrol  daily).  Gelusil,  isoniazid, 

! tetracycline,  and  erythromycin  were  given 
concurrently,  the  latter  two  to  prevent  the 
recmrrence  of  the  genitourinary  infection. 

' The  temperature  curve  reverted  to  normal 
in  forty-eight  hours,  and  the  patient  was 
I comfortable. 

I On  March  30,  1960,  the  sixth  day  after 
the  reinstitution  of  corticoids,  the  patient 
I had  multiple  grand  mal  seizures  and  became 
I comatose.  At  that  time  her  blood  pressure 
was  170  mm.  systolic  and  130  mm.  diastolic, 
j and  her  pulse  was  160.  The  fimdi  revealed 
I no  papilledema,  hemorrhages,  or  exudates, 
i An  evaluation  of  the  peripheral  nerves  was 
' impossible.  An  examination  of  the  blood 
I revealed  normal  sugar,  urea  nitrogen,  serum 
[ calcium,  sodium,  potassium,  chlorides,  and 
carbon  dioxide.  A lumbar  pimcture  pro- 
j duced  crystal  clear  fluid  with  an  opening 

I 


pressure  of  210  mm.  and  a closing  pressure 
of  90  mm.  of  water.  The  Queckenstedt 
test  showed  negative  findings.  The  spinal 
fluid  contained  135  noncrenated  red  cells 
per  cubic  millimeter.  The  spinal  fluid 
Kohner  was  3 plus;  the  glucose  was  34 
mg.,  the  protein  25  mg.  per  100  ml.,  and 
the  chloride  122  mEq.  per  liter.  A culture 
of  the  fluid  for  pyogens  and  acid-fast  bacilli 
was  negative.  Treatment  was  started 
with  meraUuride,  2 cc.  stat;  reserpine 
(serpasil),  10  mg.  within  twelve  hours; 
Dilantin,  250  mg.,  and  phenobarbital,  250 
mg.  every  six  hours;  and  pyridoxine,  100 
mg.  twice  daily.  Methylprednisolone  and 
antibiotics  were  continued.  That  evening 
the  blood  pressure  was  130  systolic  and 
80  mm.  diastolic.  On  the  following  day, 
March  31,  the  patient  was  stiU  unconscious, 
and  her  blood  pressure  rose  slowly  to 
150  mm.  systolic  and  100  mm.  diastolic. 
All  the  medications  were  continued  on  the 
same  dosage  schedule  except  phenobarbital, 
which  was  reduced,  and  reserpine,  of  which 
she  received  0.5  to  2 mg.  daily.  On 

April  1 the  patient  was  conscious  but 
drowsy.  She  continued  afebrile.  Her 
blood  pressvire  reached  170  mm.  systolic 
and  110  mm.  diastolic.  Her  blood  urea 
nitrogen  remained  normal.  On  April  7 
hydrochlorothiazide,  100  mg.,  was  added 
to  the  daily  regimen  because  of  continued 
hyp>ertension  (150  to  170  mm.  systolic 
and  100  to  110  mm.  diastolic). 

The  blood  pressure  fell  slowly  and 
reached  130  mm.  systolic  and  80  mm. 
diastolic  on  May  8 when  she  was  still  on 
30  mg.  of  methylprednisolone  daily.  The 
antibiotics  and  the  antihypertensive  medica- 
tions were  discontinued.  The  patient  re- 
mained afebrile,  normotensive,  and  free 
of  pain  while  the  corticoid  dose  was  being 
reduced  slowly.  A roentgenogram  of 
the  chest  before  her  discharge  revealed 
some  rounding  of  the  left  heart  border, 
and  the  electrocardiogram  was  suggestive 
of  a large  left  ventricle.  On  the  day  of 
discharge,  June  4,  1960,  the  only  abnormal- 
ities on  physical  examination  were  cachexia 
(weight  112  pounds),  persistent  heart  mur- 
mur, and  weakness  of  all  four  extremities 
with  a left  wrist  drop.  Since  her  discharge 
she  has  had  extensive  physiotherapy  at 
the  Cumberland  Hospital,  and  her  only 
medication  has  been  vitamin  B complex. 

A complete  examination  of  the  patient 
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was  done  six  months  after  her  discharge 
from  the  hospital.  She  was  fully  ambulatory 
and  well  nourished,  weighing  153  pounds. 
The  blood  pressure  was  130  mm.  systolic 
and  80  mm.  diastolic.  There  was  a systolic 
murmur  over  the  apex  of  the  heart.  There 
was  a left  wrist  drop,  weakness  of  the 
intrinsic  muscles  of  the  left  hand,  amd 
inability  to  flex  the  left  fingers  more  than 
minimally.  The  urine  was  acid,  with  a 
specific  gravity  of  1.018,  and  contained 
no  albumin.  The  urinary  sediment  was 
negative.  An  examination  of  the  blood 
revealed  a normal  hematocrit  and  leukocyte 
count.  The  blood  urea  nitrogen  was  9.1 
mg.,  the  creatinine  1 mg.,  the  serum 
calcium  11  mg.,  and  the  phosphorus  3.5 
mg.  per  100  ml.  The  total  serum  protein 
was  7.5  Gm.,  the  albumin  4.3  Gm.,  and 
the  globulin  3.2  Gm.  per  100  ml.  An 
electrocardiogram  revealed  no  change. 

At  the  time  of  writing,  eighteen  months 
after  her  discharge,  the  patient  was  normo- 
tensive  and  weU. 

Comment 

Symptoms  and  diagnosis.  In  her  course 
this  patient  presented  many  of  the  more 
common  symptoms  of  a multisystem  disease 
which  are  foimd  in  polyarteritis  nodosa; 
fever,  leukocytosis,  elevated  erythrocyte 
sedimentation  rate,  soft  tissue  swelling, 
joint  pains,  muscle  pains,  weight  loss, 
weakness,  neuritis,  and,  later,  convulsions 
and  hypertension.'""^  The  defective  con- 
centration of  urine,  proteinuria,  microscopic 
hematuria,  and  cylindruria  indicated  renal 
involvement,  but  the  evidence  for  renal 
disease  at  the  early  phase  was  masked 
by  the  concurrent  genitourinary  infection. 
At  no  time  in  the  clinical  course  of  this 
patient  was  there  any  evidence  of  gastro- 
intestinal or  respiratory  system  involve- 
ment. Eosinophilia  was  absent  also.  The 
diagnosis  was  provided  by  a muscle  biopsy 
which  was  performed  over  a month  after 
the  onset  of  the  disease. 

Therapy.  Since  the  introduction  of 
corticoid  therapy  into  the  management 
of  polyarteritis  nodosa  in  1950*’^  some 
experience  as  to  its  use  has  been  gained. 

Corticoid  hormones  may  be  used  to 
suppress  the  manifestations  of  activity 
of  the  disease.  The  degree  of  suppression 
is  dose-dependent,  and  complete  suppression 


may  require  a very  high  daily  dose.“ 

In  our  case  40  mg.  of  methylprednisolone 
daily  produced  only  a transient  response, 
and  an  initial  dose  of  100  to  120  mg.  daily 
was  required  for  complete  and  lasting 
suppression. 

The  early  results  of  corticoid  therapy 
in  polyarteritis  nodosa  were  reported  in 
1957  by  Johnsson  and  Leonhardt"  who 
collected  and  reviewed  34  cases  from  the 
literature  and  added  7 cases  of  their  own. 

In  all  cases  there  was  an  immediate  and 
often  dramatic  relief  of  symptoms.  How- 
ever, of  the  34  cases  reported  from  the 
literature,  16  died  within  a year  of  the 
onset  of  the  disease,  7 were  alive  and  im- 
proved after  two  years  of  observation  or 
more,  and  8 were  aHve  after  a period  of 
observation  of  less  than  two  years.  Five 
of  their  own  7 cases  died  within  three  years. 
There  was  in  this  report  no  evaluation  of 
the  effect  of  hypertension  on  siurvival  rate  | 
except  for  the  statement  that  “the  signs  | 
and  symptoms  suggestive  of  more  chronic 
injury  (peripheral  neuritis,  hypertension, 
cardiac,  and  renal  symptoms)  responded 
less  or  not  at  aU.” 

Stuck reported  his  personal  experience 
with  30  cases  treated  with  corticoids. 
Again  the  immediate  favorable  response 
was  noted  in  aU  cases;  21  of  his  30  patients  , 
were  alive  and  in  remission  or  in  suppression 
of  their  disease  at  the  end  of  one  to 
five  years.  There  was  no  correlation  in  this 
short  report  between  the  number  of  survivors 
£md  the  length  of  the  foUow-up  period, 
nor  was  the  effect  of  hypertension  on  survival 
rate  analyzed. 

The  CoUagen  Disease  and  Hypersensi- 
tivity Panel  of  the  British  Medical  Research 
CoimciP*  reported  on  21  patients  who 
received  corticoid  therapy  and  were  followed 
for  at  least  three  years.  The  results  of 
treatment  in  this  group  were  compared 
with  an  untreated  group  of  a similar  size 
which  was  studied  retrospectively.  An 
analysis  of  the  data  revealed  again  that  . 
the  initiation  of  corticoid  therapy  caused  i 
an  immediate  and  dramatic  s5unptomatic  | 
response.  Eighty-five  per  cent  of  this  | 
group  were  alive  at  the  end  of  nine  months,  | 
as  compared  with  a 64  per  cent  survival  I 
rate  at  the  end  of  nine  months  in  the  im- 
treated  group.  However,  there  were  ad- 
ditional deaths  in  the  “treated”  group  in 
the  ensuing  years,  and  at  the  end  of  three 
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years  there  were  64  per  cent  survivors, 
while  in  the  untreated  group  there  were 
no  fiurther  deaths.  Thus,  the  chance  of 
ultimate  recovery  with  corticoid  therapy 
did  not  seem  improved.  In  spite  of  this 
I negative  result,  there  was  the  impression 
j from  dose  analysis  that  treatment  aimed 
^ at  complete  suppression  rather  than  symp- 
I tomatic  relief  might  be  of  true  therapeutic 
value. 

1 The  effect  of  corticoid  therapy  on  cases 
complicated  by  hypertension  was  not  eval- 
uated in  this  study  since  there  was  only 
one  such  patient  in  the  “treated”  group. 

The  complications  of  corticoid  hormone 
therapy  reported  in  the  reviews  already 
mentioned’’ were  those  which  usually 
are  associated  with  treatment  with  these 
hormones,  but  the  development  of  hyper- 
tension and  encephalopathy  was  not  re- 
; ported  by  any  of  them.  However,  Ehren- 
reich  and  Ohnstead’"'  reported  a case  in 
I which  encephalopathy,  anemia,  and  hy- 
I pertension  developed  on  the  third  day 
\ of  intensive  cortisone  acetate  therapy,  and 
they  concluded  that  these  complications 
ii  may  have  been  caused  by  corticoid  therapy, 
1 even  though  the  development  of  hyper- 
> tension  and  encephalopathy  is  common 
t in  untreated  polyarteritis  nodosa. 

!'  In  our  case  it  cannot  be  stated  with 

certainty  that  the  development  of  en- 
• i cephalopathy  and  hypertension  was  not 
' a result  of  corticoid  therapy,  but  it  is  noted 
' that  the  hypertension  subsided  while  the 
patient  was  still  on  a high  dose  (30  mg.)  of 
I methylprednisolone. 

Prognosis.  The  prognosis  of  polyarteritis 
nodosa  complicated  by  hypertension  is 
' very  poor.  Rose  and  Spencer”  view  the 
^ hypertensive  process  as  a progressive  one 
which  is  likely  to  terminate  in  the  malignant 
I phase  of  hypertension.  In  most  cases 

reported  in  the  literature®’ the 
patients  died  within  a year  after  diagnosis. 

I Remissions,  either  spontaneous  or  induced, 
are  not  known  to  occur  once  hypertension 
has  set  in. 

In  our  case,  intensive  antihypertensive 
therapy  was  initiated  as  soon  as  hypertension 
was  detected  and  continued  until  this 
i complication  was  under  control.  This  was 
I added  to  the  corticoid  hormones  which 

I had  been  employed  in  large  doses  aimed 

‘ at  the  complete  suppression  of  the  mani- 

I festations  of  the  disease.  It  was  gratifying 

I 


that  following  this  combined  regimen  there 
was  a complete  and  lasting  remission  ac- 
companied by  the  return  and  maintenance 
of  normotension. 

It  seems  that  adequate  therapy  with 
corticoid  hormones  and  antihypertensive 
medications  early  in  the  course  of  the 
disease,  before  an  irreversible  damage  has 
been  inflicted,  is  of  value. 

Relationship  to  collagen  diseases. 
The  observations  made  during  the  course 
of  the  disease  allow  us  to  make  some  re- 
marks on  the  relationship  of  polyarteritis 
and  other  coUagen  diseases. 

The  disease  developed  in  this  case  within 
two  weeks  of  a severe  sore  throat  and  was 
characterized  by  fever,  high  erythroc3rte 
sedimentation  rate,  arthralgia,  development 
of  a heart  murmur  and  a pericardial  rub, 
and  a rising  titer  of  antistreptolysin  0 
which  reached  a level  of  1,250  Todd  units. 
There  was  also  a family  history  of  rheumatic 
fever  in  two  siblings  and  a personal  history 
of  chorea.  Thus,  many  characteristics  of 
acute  rheumatic  fever  were  found  in  a 
disease  which  was  proved  by  biopsy  to 
be  polyarteritis  nodosa. 

Indeed,  the  coexistence  of  acute  rheumatic 
fever  and  polyarteritis  nodosa,  both  clin- 
ically and  pathologically,  has  been  shown 
definitively  by  Friedberg  and  Gross.®’  Rose 
and  Spencer”  noted  that  the  incidence 
of  rheumatic  fever  in  patients  with  poly- 
arteritis nodosa  was  12  per  cent,  as  com- 
pared with  an  incidence  of  1 to  2 per  cent  in 
the  general  population. 

The  immunochemical  relationship  between 
the  disease  in  this  case  and  disseminated 
lupus  er3rthematosus  was  investigated.  Acute 
and  convalescent  sera  were  studied  by 
H.  R.  Holman,  M.D.,  at  the  Rockefeller 
Institute  for  the  presence  of  complement- 
fixing antibodies  to  cell  nuclei  and  cell 
cytoplasm. ®®  No  such  antibodies  were  found 
in  either  specimen.  Four  L.E.  preparations 
were  negative.  Thus,  no  relation  was 
established  in  this  case  between  jxilyarteritis 
nodosa  and  lupus  erythematosus. 

Summary 

A case  of  polyarteritis  nodosa  with 
hypertension,  in  which  complete  remission 
and  normotension  were  achieved,  is  de- 
scribed. The  symptoms  and  therapy  are 
discussed.  The  development  of  encephalo- 
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pathy  and  hypertension  while  the  patient 
was  on  corticoid  therapy  is  noted.  Some 
remarks  on  the  relationship  of  this  case 
to  rheumatic  fever  and  disseminated  lupus 
erythematosus  are  made. 
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Chemicals  used  in  high  school  labs,  home 
chemistry  sets,  and  household  products  are 
usually  not  dangerous  if  directions  for  their 
use  are  studied  and  followed,  but  many  chem- 
icals can  cause  serious  injury  or  death  if  care- 
lessly handled. 
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Amateur  rocketry  has  caused  many  serious 
accidents,  and  the  American  Rocket  Society 
says  that  youngsters  should  not  be  permitted 
to  build  rockets.  Other  safety  experts  feel 
that,  under  proper  supervision  of  an  instructor, 
limited  experimentation  can  be  carried  out. 

Many  chemical  mixtures  are  explosive,  even 
though  the  individual  substances  alone  are 
safe.  Some  mixtures  blow  up  only  eifter  stand- 
ing for  a time,  possibly  several  hours. 

Following  directions  is  the  most  important 
safety  precaution  in  handhng  chemicals  in  the 
home  or  school  laboratory.  Parents  should 
make  sure  the  young  scientist  studies  directions 
carefully,  that  he  performs  only  experiments 
described  in  the  manual,  and  that  he  does  not 
add  additional  chemicals  from  other  sources. 
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From  the  Poison  Control  Center 

The  City  of  New  York  Department  of  Health 

A series  prepared  by 

HAROLD  JACOBZINER,  M.D.,  Assistant  Commissioner, 

The  City  of  New  York  Department  of  Health; 

Medical  Director,  Poison  Control  Center 

HARRY  W.  RAYBIN,  M.S.,  Technical  Director,  Poison  Control  Center 


Lead  Poisoning 
With  Two  Fatalities 


The  following  incidents  were  reported 
recently  to  the  New  York  City  Poison 
Control  Center. 

Incident  1 

Type  of  Poison  Age  Sex 

Lead  3V2  years  Male 

Two  weeks  before  admission  the  patient 
had  a fever  and  vomited  for  “one  full  day.” 
The  child  was  given  3 baby  aspirin  tablets 
by  his  mother  and  appeared  improved. 
On  the  day  of  admission  to  the  hospital  the 
patient  began  to  vomit  and  was  taken  to  a 
local  hospital  where  the  family  was  told  the 
child  had  a “cold.”  An  antibiotic  was 
administered  parenteraUy  in  the  outpatient 
department,  and  the  child  was  sent  home. 

I The  patient  continued  to  have  vomiting 
spells  and  was  taken  to  another  hospital 
where  he  did  not  remain  because  of  a delay 
' in  treatment.  The  patient  was  then  brought 
to  a third  hospital  where  the  original  di- 
agnosis of  a “cold”  was  confirmed.  Later 
in  the  day  the  patient  was  taken  to  a private 
physician  who  advised  the  father  to  take 
the  child  immediately  to  Kings  County 
Hospital. 

On  admission  the  child  was  comatose  and 
1 had  abdominal  pains,  vomiting,  and  nausea. 
1 Urea  nitrogen  was  36,  blood  chlorides 
105,  and  the  abdomen  was  filled  with  opaque 
material.  There  was  no  history  of  pica, 

: trauma,  recent  illness,  or  infection.  The 


tentative  diagnosis  was  lead  poisoning  with 
encephalopathy.  After  two  days  of  hos- 
pitalization and  treatment  the  child  expired. 

The  autopsy  report  obtained  from  Milton 
Helpem,  M.D.,  the  Chief  Medical  Examiner, 
is  as  follows: 

External  examination  revealed  the  body  of  a 
three  and  one-half-year-old  Puerto  Rican  male 
child  who  was  well  developed  and  fairly  well 
nourished.  He  had  short,  curly,  black  hair 
and  brown  eyes.  The  teeth  were  in  good  con- 
dition. Neck,  chest,  abdomen,  genitalia,  and 
upper  and  lower  extremities  were  normal. 
Neck  organs  were  normal.  There  was  no  ob- 
struction to  the  passageways.  Pleural,  peri- 
cardial, and  peritoneal  cavities  were  normed. 
Thoracico-abdominal  organs  were  in  their 
usual  site  and  relationship,  corresponded  to 
the  infant’s  period  of  growth,  and  showed  no 
gross  abnormalities. 

The  scalp  was  incised  and  retracted.  There 
was  no  skuU  fracture.  The  brain  was  mark- 
edly edematous  and  bulging.  It  was  saved 
for  histologic  and  chemical  study. 

The  anatomic  diagnosis  was  of  cerebral 
edema.  The  lungs  showed  bronchopneu- 
monia. The  kidneys  and  liver  showed  intra- 
nuclear inclusion  bodies. 

Cause  of  death  was  listed  as  lead  poisoning. 

The  medical  examiner’s  chemical  lab- 
oratory reported  a toxic  lead  content  for 
the  liver  and  bone. 

The  public  health  nurse  found  on  her 
home  visit  that  the  family  had  not  been 
living  at  their  present  address  for  long  and 
that  for  the  past  three  years  they  had  lived  in 
premises  which  had  broken  painted  plaster 
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in  all  the  rooms.  The  victim,  however, 
had  not  been  observed  eating  plaster. 

This  case  is  not  an  infrequent  example  of 
what  occurs  when  a child  who  is  suffering 
from  lead  poisoning  goes  to  a hospital  clinic. 
The  failure  of  an  inexperienced  examiner  to 
recognize  lead  poisoning  is  understandable, 
especially  without  supporting  laboratory 
data.  On  the  other  hand,  it  indicates  the 
necessity  for  special  briefing  on  the  rec- 
ognition of  lead  poisoning  in  any  child  who 
is  brought  to  a pediatric  clinic.  When  the 
index  of  suspicion  is  high,  the  diagnosis  of 
lead  poisoning  is  made  with  greater  fre- 
quency and  when  it  is  in  the  asymptomatic 
state  and  is  most  amenable  to  correction 
before  irreversible  damage  occurs. 

Incident  2 

Type  of  Poison  Age  Sex 

Lead  2Va  years  Male 

According  to  the  public  health  nurse  who 
visited  the  home,  the  child  had  a history  of 
pica  for  over  a year.  The  mother  relates 
that  the  child  ate  dirt  and  painted  plaster 
and  chewed  on  window  siUs, 

The  child  began  to  vomit  several  days 
prior  to  admission  and  also  had  stomach- 
ache. He  was  taken  to  Kings  County 
Hospital  where  he  was  admitted  for  in- 
patient care.  The  findings  on  admission 
were  paUor  and  acute  tonsillitis.  Because 
of  a history  of  pica,  a diagnosis  of  lead 
poisoning  was  entertained.  In  spite  of 
appropriate  therapy  the  patient  expired 
nine  days  following  admission. 

The  postmortem  report  which  was 
received  from  Dr.  Helpern’s  office  is  as 
follows: 

External  examination  revealed  the  body  of 
a two  and  one-half-year-old,  well-developed, 
fairly  weU-nourished  Negro  male  child.  The 
head  was  covered  by  kinky  black  hair.  The 


eyebrows  were  black,  and  the  teeth  were  in 
fair  condition.  The  neck,  chest,  abdomen, 
genitalia,  and  upper  and  lower  extremities 
were  normal.  The  head  showed  no  skull 
fracture.  The  brain  was  markedly  swollen 
and  pale  gray  with  flattened  gyri. 

The  arteries  were  soft  and  collapsible. 
Pleural,  pericardial,  and  peritoneal  cavities 
were  normal.  Thoracic,  abdominal,  and  pelvic 
organs  were  in  their  usual  site  and  relation- 
ship, corresponding  to  the  infant’s  period  of 
growth,  and  showed  no  abnormalities.  The  ' 
lungs  showed  bronchopneumonia.  Kidneys 
and  liver  showed  intranuclear  inclusion  bodies 
with  focal  areas  of  necrosis  within  the  liver.  j 
Cause  of  death  was  lead  poisoning.  i 

One  must  not  be  misled  into  thinking  that 
lead  poisoning  is  imique  to  large  urban  ; 
areas.  It  undoubtedly  prevails  in  aU  local-  | 
ities,  but  because  of  the  unawareness  and  the  ' 
lack  of  diagnostic  facilities,  the  condition 
goes  unrecognized  and  unreported. 

While  EDTA  (ethylenediaminetetraacetic 
acid)  “calcium  disodium  edathamil”  re-  ' 
mains  the  treatment  of  choice,  the  oral  use 
of  penicillamine  in  combination  with  EDTA 
has  been  advocated  recently  in  some 
quarters.  * 

It  may  be  pertinent  to  cite  here  that 
during  1962,  175  confirmed  lead  poisoning 
cases,  including  9 fatahties,  were  reported  to 
the  Poison  Control  Center.  Only  4 children 
in  the  entire  group  were  over  five  years  of 
age.  No  fatahty  occurred  in  a child  over 
three  years  of  age.  Only  15  patients  were 
more  than  four  years  old.  The  majority 
of  the  patients  were  in  the  two-year-old 
age  group. 

During  a recent  weekend,  76  incidents  of 
poisoning  were  reported  to  the  Poison 
Control  Center.  Physicians  are  asked  to 
report  such  cases,  including  pertinent  in- 
formation regarding  amounts  ingested,  ther- 
apy, and  so  forth. 

* Perol,  R.,  Graveleau,  J.,  Potter,  M.,  and  Morin,  M.: 
Therap>eutic  effects  of  penicillamine  in  three  cases  of  saturn* 
ism.  J.A.M.A.  183:  247  (Mar.  9)  1963. 
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Council  on  National  Security, 

American  Medical  Association, 
and  held  in  June  and  November,  1962 


Developing  and  Implementing 
A Coordinated  Community 
Health  Plan  for 
Disaster  Preparedness 


CARRUTH  J.  WAGNER,  M.D. 

Washington,  D.C. 

Chief,  Division  of  Health  Mobilization, 
U.  S.  Public  Health  Service 


^ Community  disaster  health  preparedness 
is  the  pre-emergency  development  of  a com- 
munity’s health  resources  to  meet  the 
exigencies  of  a national  emergency.  It  is 
achieved  through  the  preparation  of  a com- 
munity emergency  health  service  plan,  the 
development  of  a capability  to  implement 
that  plan,  and  continuing  programs  to  in- 
I crease  resource  potential  to  the  maximum 
extent  possible.  Effective  implementation 
of  the  plan  assures  unified,  prudent,  and  equi- 
; table  use  of  health  manpower,  materiel,  and 
facilities  as  an  integral  part  of  the  commun- 
ity’s over-all  civil  defense  effort.  Further- 
more, it  provides  a single  orderly  channel  for 
I obtaining,  through  the  other  services  of  the 
I civil  defense  organization,  the  support  es- 
sential for  aU  health  disaster  activities,  such 
as  communications,  transportation,  police, 
supply,  and  so  forth.  The  community 
emergency  health  plan,  then,  must  provide 
[ for  both  centralized  control  and  coordinated 
and  efficient  use  of  aU  health  resources. 

I Presented  at  the  tenth  annual  National  Conference  on 
I Disaster  Medical  Care,  Chicago,  Illinois,  June  23,  1962. 


FIGURE  1.  Functional  chart  of  community  emer- 
gency health  service. 


There  are  six  basic  elements  which  I 
believe  should  be  considered  in  the  develop- 
ment of  the  community  emergency  health 
plan:  (1)  general  organization  for  emergency 
health  services,  (2)  specific  assignments  to 
be  made  within  the  organization,  (3)  training 
of  health  manpower,  (4)  hospital  disaster 
operations,  (5)  essential  health  supply  re- 
quirements, and  (6)  periodic  tests  and 
exercises. 

General  organization  for 
emergency  health  services 

The  size  of  the  staff  in  a given  Emergency 
Health  Service  Organization  wiU  depend,  of 
course,  on  the  size  of  the  community  (Fig.  1). 
Organizational  unit  titles  will  vary  according 
to  terminology  within  each  state’s  Civil  De- 
fense plan.  In  the  illustrated  functional 
chart,  the  Chief  of  the  Emergency  Health 
Service  is  the  Community  Civil  Defense 
Director’s  Deputy  for  Health.  Under  this 
chief  are  three  basic  units:  the  Administra- 
tive Division  and  the  two  operating  divi- 
sions— ^Medical  Care  and  Health  Pro- 
tection— each  with  a division  chief. 
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The  Administrative  Division  provides 
office  services  and  record  keeping  including 
maintenance  of  manpower  records,  training 
and  information  services,  and  liaison  with 
the  other  civil  defense  services,  particularly 
for  transportation,  commimications,  and 
supply. 

The  Medical  Care  Division  is  by  far  the 
largest  element  of  the  organization  in  terms 
of  manpower,  supplies,  and  facilities.  With- 
in it  are  several  branches  or  subunits: 
Hospital  Branch,  Field  Unit  Branch,  and 
where  appropriate.  Blood  Collection  Branch. 

The  Chief  of  the  Hospital  Branch  directs 
and  coordinates  the  disaster  operation  of 
existing  general  hospitals;  other  facilities 
adapted  for  casualty  care,  such  as  mental 
hospitals;  civil  defense  emergency  hospitals; 
and  any  other  definitive  care  facilities. 

The  Chief  of  the  Field  Unit  Branch  over- 
sees the  operation  of  first  aid  stations, 
emergency  treatment  stations,  and  related 
first  aid  teams  as  weU  as  outpatient-type 
clinics  that  are  to  be  set  up  in  community 
shelters  or  evacuee  reception  centers. 

The  Blood  Collection  Branch  would  be 
set  up  only  in  those  communities  where  there 
is  an  existing  basis  for  creation  of  a system  of 
blood  collection  centers,  separate  and  apart 
from  the  blood  collecting  to  be  done  by 
hospitals  as  an  integral  part  of  their  disaster 
operations.  If  this  Branch  is  established, 
the  Chief  directs  the  operation  of  blood 
collection  centers  established  at  strategic 
points  within  the  community  and  co- 
ordinates with  the  Chief  of  Medical  Care  for 
the  distribution  of  blood  so  collected  to 
facilities  needing  it  or  for  intercommunity 
or  interstate  distribution. 

The  other  operating  division.  Health  Pro- 
tection, will  normally  be  built  around  an 
existing  local  health  department.  This 
Division  will  have  three  branches  or  sub- 
units: Environmental  Health  Branch,  Com- 
municable Disease  Branch,  and  Laboratory 
Branch. 

The  Environmental  Health  Branch  will 
perform  a modified  version  of  peacetime 
sanitation  activities,  recognizing  the  fact 
that  it  may  be  possible  to  meet  only  very 
austere  standards  for  waste  disposal,  food 
and  water  purity,  and  vermin  control.  Also 
within  their  disaster  province  will  be  func- 
tions imique  to  war-caused  disaster,  namely, 
the  monitoring  of  food  and  water  for 
chemical,  biologic,  and  radiologic  con- 


taminants and  supervision  of  decontamina- 
tion. In  some  commimities  they  may  have 
responsibility  for  identification  and  disposal 
of  the  dead.  When  proper  equipment  and 
technics  become  available,  environmental 
health  personnel  may  also  participate  in 
programs  for  early  warning  and  identifica- 
tion of  chemical  and  biologic  agents. 

The  Communicable  Disease  Branch  will 
obtain  from  throughout  the  community  aU 
reports  on  epidemics  where  the  causative 
factors  may  be  either  naturally  occurring  or 
biologic  warfare  agents.  They  wiU,  to  the 
extent  possible,  establish  the  nature  of  the 
outbreak  and  institute  appropriate  pre- 
ventive or  protective  measures,  such  as  im- 
mimizations,  prophylactic  treatment,  and 
quarantine. 

The  Laboratory  Branch  will  base  its  pro- 
gram on  existing  Public  Health  Laboratories 
or  where  there  are  none,  on  improvised 
laboratories  or  clinical  or  pathologic  labora- 
tories adapted  to  public  health  fimctions. 
This  Branch  will  serve  the  Environmental 
Health  and  Communicable  Disease  Branches 
by  examining  food  and  water  samples  for 
contaminants,  including  chemical  and  bio- 
logic agents  and,  when  possible,  where  they 
have  supplement  hospital  laboratories,  in  the 
performance  of  diagnostic  tests. 

Specific  assignments  to  be  made 
within  the  organization 

Each  individual  assigned  to  the  Emer- 
gency Health  Service  Organization  should  be 
provided  a clear-cut  description  of  his  re- 
sponsibilities and  authorities.  Physicians, 
regardless  of  their  peacetime  specialties, 
may  have  to  perform  aU  kinds  of  casualty 
care  and  health  protection  functions;  other 
professional  and  technical  health  personnel 
also  wiU,  in  many  cases,  have  to  perform 
services  above  and  beyond  or  considerably 
different  from  their  normal  peacetime  ex- 
perience. Hospital  staffs,  in  addition  to 
casualty  care  services,  may  have  to  assist  in 
communicable  disease  control  by  helping 
administer  mass  immunizations,  and  in 
sanitation,  by  providing  pubUc  information 
on  austere  sanitation  measures.  Public 
Health  laboratory  personnel  must  be  pre- 
pared to  provide  diagnostic  services  to 
medical  care  faciUties.  Medical  care  and 
public  health  functions  thus  become  inter- 
mixed, with  an  increased  need  for  flexibility 
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in  the  use  of  resources  and  centralized  con- 
trol of  these  resources.  Only  to  the  extent 
that  these  extraordinary  activities  are  identi- 
fied in  terms  of  procedures  and  the  specific 
people  who  will  be  responsible  for  performing 
them  will  the  emergency  plan  be  realistic 
and  will  there  be  a capability  of  its  imple- 
mentation. 

Training  of  health  manpower 

[ The  pre-emergency  assignment  and  train- 
ing of  health  manpower  may  prove  to  be  the 
most  important  step  we  may  take  in  disaster 
preparedness.  Casualties  among  the  medical 
profession  cannot  be  replaced  from  a reserve 
stockpile.  Nor  can  the  training  of  health 
manpower  be  deferred  to  the  postdisaster 
period.  Four  types  of  training  are  sug- 
gested: (1)  Training  in  respective  mobiliza- 
tion responsibilities  of  aU  personnel  in  terms 
'of  their  specific  assignments  in  the 
Emergency  Health  Service  Organization. 
This  training  is  related  to  the  individual  unit 
■jof  assignment,  and  for  some  it  wUl  mean 
j training  in  command  responsibility,  decision- 
t making,  alternate  courses  of  action  that  may 
be  pursued  under  an  existing  set  of  cir- 
| cumstances,  austere  medical  care,  austere 
: health  protection  procedures,  and  so  forth. 

! (2)  Expanded  function  training  conducted  in 
terms  of  organizational  assignments  and  re- 
sponsibilities as  weU  as  by  health  discipline 
and  combination  of  disciplines.  Such  train- 
ing is  designed  to  expand  the  capability  of 
all  health  manpower,  including  physicians, 

I to  perform  specifically  assigned  job  re- 
I sponsibilities.  Allied  health  professionals 
wiU  require  training  to  perform  many 
! services  normally  provided  by  physicians. 

' (3)  Training  in  the  emergency  management 
of  large  numbers  of  casualty  and  noncasualty 
sick  and  injured,  including  the  use  of  sorting 
procedures  and  definitive  and  standardized 
treatment  technics.  This  type  of  training  is 
i directed  toward  the  provision  of  maximiun 
I health  care  with  maximum  conservation  and 
provident  utilization  of  scarce  health  re- 
' sources.  (4)  Medical  self-help  training  for 
at  least  one  member  of  each  family  so  that 
I they,  insofar  as  possible,  will  be  able  to  pro- 
vide for  their  own  health  needs  when  de- 
I prived  of  a physician’s  services.  Under  faU- 
I out  conditions  health  needs  must  be  met  by 
the  occupants  within  each  shelter.  More- 
I over,  during  the  period  when  medical  care 
I 


requirements  far  exceed  the  community’s 
ability  to  provide  normal  health  services, 
individuals  and  families  will  still  find  it 
necessary  to  provide  for  many  of  their  own 
health  needs.  For  a considerable  length  of 
time  postattack,  the  community  can  antici- 
pate the  need  for  home  care  of  many  medical 
conditions  that  are  being  treated  in  a 
hospital  or  nursing  home  at  the  present 
time — thus,  the  need  for  the  family  to 
qualify  itself  in  medical  self-help,  first  aid, 
and  home  nursing. 

Hospital  disaster  operations 

Hospital  disaster  operational  plans  should 
be  developed  or  reoriented  so  that  the  com- 
munity’s hospitals  are  prepared  to  expand  to 
the  absolute  maximum  in  bed  capacities  and 
services  in  a major  disaster  and  to  operate  in 
a coordinated  fashion  with  each  other  as 
integral  parts  of  the  Emergency  Health 
Service  Organization.  Hospital  disaster 

planning  includes  not  only  general  medical 
and  surgical  hospitals,  but  also  other  institu- 
tions that  have  or  can  develop  a medical  and 
surgical  care  capability  in  an  emergency. 
The  latter  include:  mental  hospitals, 

chronic  disease  hospitals,  alcoholic  and  drug 
addiction  treatment  centers,  and  nursing  and 
convalescent  homes.  The  individual  hospi- 
tal disaster  plan  should  cover:  mission  and 
objective;  maximum  expansion  potential  of 
bed  and  service  capacity;  movement  and 
management  of  patients  and  staff  during 
shelter  periods;  alternate  plans  for  evacua- 
tion and  relocation  to  specific  sites  in  outly- 
ing areas;  specific  use  of  allied  health  and 
lay  volimteers  to  augment  regular  staff; 
specific  description  of  duties  and  responsi- 
bilities of  regular  and  volunteer  personnel; 
methods  and  procedures  for  the  training  of 
personnel  in  assigned  roles;  expansion  of 
inventories  and  stockpiling  of  essential 
supplies  and  equipment;  emergency  sources 
of  power,  heat,  and  water  supply;  specific 
arrangement  for  supporting  services,  such  as 
transportation,  communication,  traffic  con- 
trol, and  food  supply;  and  methods  and  pro- 
cedures to  be  used  for  periodic  exercises  in 
which  disaster  conditions  are  simulated. 

Essential  health  supply  requirements 

In  the  development  of  the  community 
emergency  health  plan,  the  requirement  of 
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essential  health  supplies  must  be  carefully 
worked  out  and  the  estimates  based  on  the 
assumption  that  communications  and  trans- 
portation will  be  nonexistent  or  severely 
hampered  at  least  in  the  early  phases  of  the 
postdisaster  period.  Emergency  health  sup- 
plies include  not  only  medical  supphes  and 
equipment,  but  also  sanitation  supplies  and 
eqxiipment,  emergency  water  supplies  and 
equipment  for  repair  and  decontamination, 
and  other  special  equipment,  such  as  standby 
generators  and  chemical,  biologic,  and  radio- 
logic  detection  devices. 

Acquisition  plans  should  include  deter- 
mination of  what  supphes  and  equipment  to 
stockpile,  calculating  quantities  of  each  to  be 
obtained  in  terms  of  expected  capability  of 
use  based  on  anticipated  availabUity  of 
trained  personnel  rather  than  expected 
number  of  casualties;  and  increasing  es- 
sential health  supphes  and  equipment  nor- 
mahy  on  hand  in  the  community  in  ac- 
cordance with  anticipated  disaster  need. 
Some  procedures  for  increasing  health  sup- 
phes other  than  direct  purchase  by  the  local 
government  are:  (1)  Increased  inventories 
maintained  and  rotated  by  physicians  and 
private  and  pubhc  hospitals  and  chnics; 
(2)  individual  acquisition  of  first-aid  kits  for 
the  home;  (3)  local  donation  of  used  but 
usable  supphes  and  equipment;  (4)  ac- 
quisition of  beds,  blankets,  and  other  non- 
expendable items  periodicaUy  available  to 
local  communities  through  the  Federal  Sur- 
plus Property  Program.  These  items  can  be 
acquired  through  civil  defense  channels  and 
the  only  cost  involved  is  for  administration 
and  transportation;  (5)  acquisition  of  a 
200-bed  Civil  Defense  Emergency  Hospital 
from  the  Federal  government  when  ad- 
ditional quantities  become  available;  and 
(6)  purchase  of  emergency  health  supphes 
for  shelters  and  stockpiles  through  the 
Federal  Civil  Defense  Matching  Fund  pro- 
gram which  provides  up  to  one-half  of  the 
total  cost. 

The  conununity  plan  should  make  pro- 
vision to  inventory  and  maintain  files  on  es- 
sential health  supphes  and  equipment  lo- 
cated in  the  community;  establish  pro- 
cedures for  making  such  supphes  available 
and  for  their  distribution  postdisaster;  and 
develop  protocol  for  the  procurement  of 
additional  supphes  from  sources  outside  the 
community,  such  as  from  neighboring  com- 
munity civil  defense  organization  or  from 


state  or  Federal  stockpiles. 

Periodic  tests  and  exercises 

Conducting  periodic  tests  and  exercises  is 
essential  as  a means  of  training  Emergency 
Health  Service  participants,  of  strengthening 
the  emergency  plan  and  organization,  and 
making  mistakes  when  they  don’t  count. 
Such  tests  must  be  planned  to  test  pro- 
gressively each  step  and  procedure  of  the 
plan,  each  key  individual’s  performance  as 
described  within  the  organization,  and  the 
role  of  hospitals  and  groups  of  individuals  as 
organizational  units.  The  test  may  at  one 
time  be  hmited  to  a single  hospital  testing  its 
disaster  plan  or  it  may  consist  of  a broader 
exercise  in  which  most  of  the  Emergency 
Health  Service  participants  take  part,  with 
ah  operational  units  performing  simulated 
disaster  activities  in  concert.  This  latter 
type  of  exercise  generahy  requires  a com- 
munity-wide participation  in  which  most  of 
the  other  elements  of  the  civil  defense 
organization  function. 

The  physician  provides  the  professional 
leadership  necessary  to  the  development  of 
an  effective,  operational  commimity  emer- 
gency health  service  plan  and  organization. 
In  the  implementation  of  the  community 
emergency  health  plan,  the  physician  must 
take  an  active  role  by  participating  in  such 
actions  as  development  of  up-to-date  hospi- 
tal disaster  plans;  making  specific  disaster 
assignments  within  the  Emergency  Health 
Service  Organization  of  other  physicians, 
of  members  of  the  other  health  disciplines, 
and  of  lay  volunteers;  development  and 
provision  of  appropriate  training  for  those  so 
assigned;  guidance  to  the  commimity  in 
regard  to  appropriate  stockpiling  of  essential 
health  supplies  and  equipment  and  prepa- 
rations for  their  use;  and  planning  and 
implementing  tests  and  exercises  involving 
simulated  disaster  operation  of  the 
Emergency  Health  Service  or  its  component 
parts.  In  addition,  the  physician  should  as- 
sume a leadership  role  in  enlisting  the  in- 
terest and  support  of  the  general  public  in 
civil  defense  and  emergency  health  service 
preparations  and  should  develop  and  assist 
in  the  provision  of  basic  health  survival  in- 
formation to  the  pubhc  by  such  means  as 
medical  self-help  training. 

I am  often  concerned  that  when  someone 
says  they  have  a disaster  health  plan  under 
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active  consideration  it  means  they  are  look- 
ing in  the  files  for  it,  and  when  someone  says 
they  have  activated  their  disaster  health 
plan  it  means  they  have  added  more  names 
I to  the  organizational  chart  and  expanded 
the  distribution  list.  The  desire  to  have  a 
measure  of  community  preparedness  is  a pre- 
' requisite  for  the  development  of  a plan. 
Equally  important  is  the  active  participation 
of  all  key  personnel  throughout  the  planning 
I process.  There  are  many  ways  in  which  a 
! community  may  create  an  operational 
Emergency  Health  Service  in  a community. 
The  following  outline  describes  one  method: 

I 1.  A necessary  first  step  will  be  to  elicit 
the  interest  and  active  support  of  the  com- 
munity’s health  leadership,  that  is,  the  key 
figures  in  the  Health  Department,  in  the 
1 Medical  Society,  the  Hospital  Association, 
and  other  technical  and  health  organizations, 
i Although  it  is  often  an  individual  physician 
who  strikes  the  first  spark  arousing  the  com- 
I munity’s  health  people  to  action,  it  is  es- 
i sential  that  organizational  support  and 
, participation  be  forthcoming  at  an  early 
I date. 

' 2.  For  health  preparations  to  be  mean- 

ingful there  must  exist  in  the  community  a 
Civil  Defense  organization  with  a duly  ap- 
I pointed  director.  If  this  is  lacking,  it  may 
I be  necessary  for  the  community’s  health 
leadership  to  give  the  initial  push  toward  its 
creation.  Once  a Civil  Defense  organiza- 
I tion  exists,  official  designation  of  a Chief 
] of  Emergency  Health  Services  should  follow 
j immediately. 

3.  A planning  committee  should  next  be 
formed,  comprised  of  representatives  of  the 
various  health  professions,  with  the  Chief  of 

«1  Health  Services  as  chairman. 

4.  Successive  meetings  of  the  committee 
it  should  evaluate  the  general  situation,  in- 
>1  eluding  becoming  knowledgeable  of  the 
<1  state  and  local  Civil  Defense  plans  and  the 
.'I  commimity’s  strategic  role  (target,  reception 

and  care,  or  distant  support)  and  the  specific 
responsibilities  assigned  to  the  Emergency 
Health  Service  within  the  Civil  Defense 
plans.  Based  on  Civil  Defense  estimates  of 
casualty  and  evacuee  loads  that  may  occur 
in  the  community  postattack,  the  com- 
mittee should  determine  approximate  needs 


in  health  manpower,  material,  and  facilities. 
Then  a gross  survey  should  be  made  of 
existing  health  resources,  which  when  sub- 
tracted from  expected  needs,  will  give  a 
rough  index  as  to  postattack  deficiencies  that 
can  be  anticipated. 

5.  Members  of  the  committee  should 
then  agree  on  and  prepare  a written  Emer- 
gency Health  Service  Plan  (or  the  updating 
of  an  existing  plan)  that  conforms  with  the 
pattern  established  within  the  state  for  all 
Civil  Defense  plans.  The  written  plan 
should  include  the  organization  of  the  com- 
munity’s emergency  health  service  and  the 
policies  that  will  guide  the  development  of 
specific  operating  procedures  for  each 
functional  imit. 

6.  Next,  the  Chief  of  Health  Services 
should  make  specific  assignments  to  the  next 
echelon  within  the  organization  followed  by 
succeeding  appointments  by  those  des- 
ignated. Detailed  development  of  the 
organization  should  then  occur  progressively, 
accompanied  by  the  preparation  of  specific 
operating  procedures  of  each  functional  unit. 
As  sections  are  completed  they  should  be 
published  and  distributed. 

7.  Plans  should  be  tested,  revised,  and 
modified  as  experience  matures. 

8.  Specific  training  needs  should  then  be 
identified  in  terms  of  each  trainee’s  specific 
organization  assignment. 

9.  Finally,  a formal  method  of  evaluation 
should  be  incorporated  in  the  plan  to  permit 
realistic  measurement  of  community  capa- 
bility at  aU  times. 

It  must  be  recognized  that  a great  measure 
of  pre-emergency  effort,  most  of  which  is  vol- 
untary, is  necessary  before  a community  can 
achieve  a real  emergency  health  preparedness 
capability.  And  there  is  no  real  end  to  most 
of  these  preparations.  There  is  turnover  in 
assigned  personnel,  supplies  deteriorate, 
knowledge  gained  through  training  is  for- 
gotten, civil  defense  strategy  changes,  and 
initial  enthusiasm  wanes.  Yet,  every  effort 
that  is  expended,  every  inch  of  progress  to- 
ward continued  and  improved  preparedness, 
means  that  the  community  and  the  nation 
are  a little  better  able  to  cope  with  today’s 
health  problems  and  tomorrow’s  potential 
disaster. 


I 
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At  the  outset,  a warm  welcome  to  the 
Albert  Einstein  College  of  Medicine.  As  a 
representative  of  the  faculty  and  a friend  of 
the  student  body,  let  me  extend  to  each  of 
you  our  very  best  wishes  for  a challenging, 
fruitful,  and  rewarding  four  years,  during 
which  time  you  will  transmute  your  aspira- 
tions into  the  actuality  of  becoming  a 
physician. 

You  are  a heterogeneous  group.  The 
reasons  underlying  your  decisions  to  be 
trained  in  medicine  are  as  varied  as  your 
personal  backgrounds,  previous  academic 
pursuits  and  achievements,  and  your  hopes 
and  anxieties.  What  you  aspire  to  be  in  the 
broad  field  of  medicine  is  no  less  varied  than 
the  backgrounds  of  your  personal  lives. 
We,  the  members  of  the  faculty,  are  aware  of 
these  differences  among  you,  and  we  shall 
do  our  best  to  deal  with  each  of  you  as  a 
distinct  individual,  with  due  respect  for  your 
particular  interests,  capacities,  fears,  hopes, 
and  aspirations.  We  do  not  wish  to  cast  all 
of  you  in  one  mold,  and  yet,  inevitably, 
your  diversity  will  need  to  come  to  terms 
with  a structured  curriculum. 

This  curriculum  will  appear  to  you,  in  all 
probability,  to  be  something  too  rigid  and  in- 
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flexible.  This  confrontation  between  your 
own  diversity  and  a patterned  curriculum — 
and  I trust  it  will  prove  to  be  a meeting 
rather  than  a petulant  conflict — particularly 
during  the  earlier  years  of  your  training, 
is  bound  to  precipitate  doubt,  worry,  and 
frustration,  as  well  as  accomplishment, 
gratification,  and  reward.  Some  of  you 
win  complain  of  being  treated  much  like 
children,  while  others  wiU  be  annoyed  at  not 
being  afforded  more  guidance  and  support 
from  your  elders.  Those  of  you  who  are 
interested  in  the  behavioral  sciences  will 
question  the  utility  of  the  work  you  must  do 
in  natural  science,  and,  conversely,  those 
whose  interests  are  predominantly  in  the 
natural  sciences  wiU  be  distressed  by  the 
requirement  to  become  acquainted  with  be- 
havioral science. 

Whatever  your  affinities  and  antipathies, 
it  is  important  to  realize  that  you  have 
made  a commitment  to  study  medicine  and 
to  do  it  at  this  particular  medical  school. 
With  this  commitment  in  mind,  you  have  no 
alternative  but  to  honor  it  by  applying  your- 
selves diligently  to  each  course  as  it  is  pre- 
sented to  you,  with  a minimum  of  a priori 
judgments  as  to  its  applicability  to  your 
ultimate  goal.  I can  assure  you  that  those 
of  us  experienced  in  the  practice  of  medicine 
respect  the  disciplines  of  our  colleagues 
whose  work  might  appear  to  be  unrelated  to 
oin*  own.  Who  can  say  what  contributions 
to  the  sick  may  not  come  from  the  biochemi- 
cal laboratory,  and  who  is  to  deny  that  the 
patient  suffering  from  a somatic  illness 
might  not  recover  more  adequately  by 
virtue  of  insights  gained  into  the  enigmatic 
relationship  between  his  tensions  and  his 
disease?  It  is  by  maintaining  an  open, 
free,  and  amicable  dialogue  between  ap- 
parently disparate  disciplines  that  medical 
students,  practitioners,  and  patients  will  be 
most  benefited.  I trust,  therefore,  that  you 
win  permit  yourselves  to  become  broadened 
in  your  view  of  iUness  and  that  you  will  de- 
velop a rich  equipment  to  take  to  the  sick 
bed;  that  you  will  be  disciplined  yet  never 
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less  than  human  in  your  management  of  the 
sick  person. 

You  have  elected  to  have  this  critical 
! transformation  take  place  within  the  bounds 
I of  a young  college  of  medicine.  But  you 
I wiU  not  be  unmindful  that  this  youthful 
I school  gains  it  rights,  its  responsibility,  and 
I its  wisdom  to  mold  you  by  virtue  of  roots 
that  are  sunk  deeply  into  the  rich  earth  of 
I an  ancient  tradition.  The  tradition  of 
, medicine  is  as  old  as  mankind,  of  which  the 
sick  and  the  healer  have  been  an  integral 
part  from  the  beginning  of  time.  Reflections 
of  this  confrontation  of  the  new  with  the 
old  wfll  be  your  experience  within  the 
varied  aspects  of  your  work  throughout 
your  lives.  I will  indicate  some  of  the  ways 
in  which  you  will  experience  it  in  the  course 
of  your  medical  training. 

The  perennial  desire  of  man  to  penetrate 
the  old  and  familiar  world  with  new  tools, 

I new  conceptual  skills,  and  new  insights 
1 thereby  better  to  control  his  destiny  is 
I manifested  at  its  best  by  those  heroic  figures 
j in  medical  history  who  ventured  beyond  the 
I known  limits,  as  did,  for  example,  Semmel- 
' weis,  to  discover  new  worlds  external  yet 
) contingent  to  man.  Freud  was  one  of  those 
I who  ventured  into  new  territories  within 
I man  himself,  thus  changing  at  a single 
i courageous  stroke  the  image  of  a human 
I being.  After  Freud,  man  in  sickness  and  in 
his  avowed  desire  to  be  rid  of  sickness  has 
) had  to  be  seen  in  a different  light.  Without 
those  protagonists  of  the  new,  medicine 
would  have  remained  stultified  and  stag- 
nant. 

I have  cited  two  giants  of  medicine  whose 
greatness  is  recognized  by  virtue  of  dis- 
coveries that  altered  medicine’s  course. 
There  are  others  of  no  less  moment,  the 
Osiers  and  the  Hughlings  Jacksons,  great 
healers,  who  although  no  less  avid  for  the 
new,  dedicated  their  lives  to  amalgamating 
the  novel  with  the  best  that  could  be  ren- 
dered from  the  past  and  thus  forwarded  the 
tradition  of  the  healing  art.  Without  these 
innovators,  medicine  would  become  not 
only  stagnant  but  also  traitorous  to  its  own 
tradition.  It  is  the  continuous  interplay  be- 
tween the  desire  to  explore  the  new  and  the 
responsibility  to  uphold  the  ancient  need  to 
heal  that  allows  for  growth  of  the  artful 
science  of  medical  practice,  which  in  due 
course  will  be  yours. 


Basic  science  and  the  clinician 

The  old  and  the  new  come  face  to  face  on 
yet  another  fertile  field,  namely,  on  the 
meeting  groimd  of  faculty  and  student 
body.  The  faculty  of  a medical  school  in 
this,  the  middle  of  the  twentieth  century, 
is  not  the  homogeneous  group  that  it  was  a 
generation  or  so  ago.  There  are  differences 
in  faculty  opinion  about  matters  pertaining 
to  medical  education;  but  more  important, 
there  is  conflict  and  uncertainty  about  the 
roles  of  student  and  teacher.  These  result 
from  a variety  of  reasons,  among  which  the 
astounding  advances  in  the  natural  sciences 
have  perhaps  been  the  most  significant. 
A shift  has  occurred  in  the  relative  impor- 
tance attributed  to  the  clinical  subjects  on 
the  one  hand  and  the  preclinical  disciplines 
on  the  other.  There  has  been,  so  to  speak, 
an  upgrading  of  the  latter  and  a down- 
grading of  the  former.  This  is  signified  by  a 
change  in  terminology:  It  is  no  longer 

customary  to  speak  of  preclinical  sciences 
but  rather  to  use  what  some  consider  the 
more  respectful  term,  “basic  sciences.” 

The  clinical  departments,  once  the  leading 
force  in  shaping  the  affairs  and  policy  of  the 
medical  school,  have  been  slowly  but  surely 
giving  ground  to  the  preclinical  departments. 
New,  research-oriented  preclinical  depart- 
ments have  sprung  up  in  medical  schools, 
and  they  are  not  only  divorced  from  the 
clinical  services  but  even  from  the  teaching 
of  medical  students.  This  may  appear  to 
you  to  be  a purely  administrative  matter, 
but  I assure  you  that  this  is  not  the  case; 
for  as  a consequence  of  the  change,  there  has 
come  the  challenge  to  reconsider  the  very 
purpose  of  the  medical  college.  No  one 
would  dispute  the  fact  that  its  fimction 
should  be  to  produce  physicians,  but  what 
kind  of  physicians  is  now  a far  more  trouble- 
some question  than  it  used  to  be.  For- 
merly, it  was  the  bedside  clinician  that 
stood  imequivocally  as  the  primary  value  of 
training  in  medical  school.  However,  as  I 
have  indicated,  the  sovereignty  of  the 
clinician  is  no  longer  as  evident  as  it  was. 
His  dominant  position  is  challenged  and,  I 
might  also  say,  questioned  by  the  repre- 
sentatives of  the  basic  sciences,  that  is,  by 
those  trained  more  exclusively  in  biology, 
psychology,  and  the  related  natural  and 
social  sciences.  The  wave  of  the  present  as 
well  as  of  the  future  seems  to  be  research. 
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Stated  in  barest  terms,  there  is  a conflict  of 
interest  between  the  clinician  and  the 
scientist.  One  must  admit  the  validity  of 
the  argument  that  one  way  to  prepare  a 
student  to  enter  the  field  of  medicine  is  to 
train  him  thoroughly  in  scientific  methodol- 
ogy,  without  which  the  clinician  may  be  crit- 
ically handicapped. 

Science  in  our  age  has  achieved  unpre- 
cedented prestige  throughout  society.  Scien- 
tists, not  healers,  have  become  the  heroes  of 
the  day.  This  has  been  the  case  for  the  past 
few  decades,  but  only  recently  has  this 
prestige  begun  to  have  a modifying  in- 
fluence on  the  very  structure  of  institutions, 
which  at  all  times  are  more  resistant  to 
change  than  are  individuals. 

In  this  year  the  United  States  Govern- 
ment will  spend  nearly  1 billion  dollars  on 
research  in  imiversities  and  related  labora- 
tories. Federal  funds  provide  them  with 
roughly  one  quarter  of  their  total  operating 
income  and  more  than  two  thirds  of  their 
research  budgets.  The  question  is  being  de- 
bated whether  or  not  this  “easy  wealth”  is 
distorting  the  entire  spirit  and  purpose  of 
our  imiversities.  Among  professors,  the 
academic  pecking  order  has  made  the  re- 
search grant,  in  the  cutting  words  of  Jacques 
Barzun,  “tantamount  to  a patent  of  no- 
bility,” and  President  Goheen  of  Princeton 
sees  “a  marked  and  dangerous  trend” 
toward  skimping  on  undergraduate  educa- 
tion. 

The  medical  colleges  only  now  are  begin- 
ning to  feel  growing  pains  with  the  transfer 
of  prestige  from  the  healer  to  the  scientist. 
Major  clinical  departments  in  outstanding 
university  hospitals  have  been  shifting  their 
main  interest  to  the  basic  sciences.  Thus 
in  the  most  important  training  area  for  the 
practice  of  medicine,  there  has  been  a change 
of  interest  from  the  care  and  treatment  of 
the  sick  and  from  the  medical  needs  of  the 
community  to  the  development  and  ex- 
pansion of  research  programs  in  the  basic 
sciences.  This  does  not  mean  that  patients 
are  neglected  or  mismanaged;  this  is  a 
change  in  focus  and  not  in  real  aims.  But 
it  does  mean  that  the  heroes  and  models  for 
the  student,  both  undergraduate  and  gradu- 
ate, may  no  longer  be  the  clinician  or  clinical 
teacher.  This  can  produce  a sort  of 
“identity-conflict”  in  the  student  who  is 
primarily  interested  in  becoming  a practi- 
tioner. The  conflict  may  become  intense  if 


his  teachers  in  the  clinical  years  foster  an 
attitude  that  he  is  well  on  the  way  to  be- 
coming a second-class  citizen  in  the  hier- 
archy of  medicine. 

In  my  opinion  this  is  lamentable.  I 
believe  that  the  function  of  the  clinician  is 
as  worthy  of  respect  as  that  of  the  research 
scientist.  Those  concerned  primarily  with 
the  immediate  health  needs  of  the  commu- 
nity should  by  no  means  be  discouraged  from 
their  pursuits.  Let  me  make  clear  that  I 
am  not  maintaining  that  there  is  any  mutual 
exclusiveness  between  the  practice  of  medi- 
cine and  research  work.  On  the  contrary, 
there  is  a need  for  a continuous  interchange 
between  the  two.  But  the  current  dichot- 
omy between  the  medical  scientist  and  the 
medical  clinician  has  made  an  impact  on 
students  in  both  the  premedical  and  post- 
medical phases  of  his  education. 

Let  me  refer  to  a study  by  Funkenstein,  ^ 
who  questioned  college  seniors  who  had 
abandoned  their  intention  to  pursue  a 
career  in  medicine.  The  two  most  impor- 
tant reasons  underlying  their  decision  to 
elect  another  career  were  their  achievement 
in  science  courses  and  their  image  of  the 
physician.  Those  who  had  done  badly  in 
the  sciences  decided  not  to  apply  for  ad- 
mission to  medical  schools,  since  their 
grades  would  have  prevented  their  accept- 
ance— ^or  so  they  thought.  Those  who  did 
well  in  the  sciences  felt  unchallenged  by  the 
basic  sciences  offered  in  the  medical  curricu- 
lum and  therefore  saw  the  physician  as  a 
second-rate  scientist.  On  the  other  hand, 
those  students  who  had  done  outstanding 
work  in  the  humanities  decided  to  withdraw 
from  medicine  because  they  looked  on  the 
physician  as  someone  who  was  “too  scien- 
tific” and  “not  sufficiently  humanitarian.” 

In  recent  years  we  have  had  the  oppor- 
tunity of  interviewing  a large  number  of 
outstanding  applicants  for  our  Resident 
Training  Program.  When  questioned  as  to 
their  eventual  medical  role,  we  receive  the 
same  monotonous  answer;  that  they  wish 
to  spend  about  one  third  of  their  time  in 
practice,  another  third  in  teaching,  and  the 
other  third  in  research.  I dare  say  the 
same  response  is  obtained  from  applicants 
for  residencies  in  other  clinical  departments. 
What  does  this  mean?  To  my  colleagues 
and  to  me  it  means  that  the  “identity- 
conflict”  is  stiU  not  resolved.  The  young 
doctor  is  still  caught  up  in  the  conflict  of 
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scientist  versus  clinician.  He  has  not  yet 
reached  the  stage  of  his  personal  and  pro- 
fessional development  where  his  own  unique 
' aspirations  and  desires  have  crystallized 
' into  an  integrated  whole.  Some  of  us  are 
I better  suited  for  the  intimate  relationship 
I with  the  sick,  others  of  us  truly  belong  in 
the  laboratory.  Very  few  can  lead  double 
i lives  with  as  much  satisfaction  and  distinc- 
j tion  as  they  might  achieve  by  committing 
■ themselves  to  their  most  comfortable  role, 
j It  is  the  task  of  the  faculty  to  minimize  false 
values  which  might  keep  the  student  or 
' young  physician  from  making  the  contri- 
I bution  to  medicine  for  which  he  is  best 
j suited. 

Let  me  review  for  you  what  I believe 
I should  be  the  commitment  by  the  faculty  of 
I a medical  college.  It  should  be,  above  aU, 

I the  commitment  to  stimulate  learning  and 
to  provide  the  optimum  environment  in 
which  the  student  is  free  to  learn.  For 
I such  an  atmosphere  there  is  the  need  for 
' stimulation  from  the  research  laboratories, 
where  the  rigors  of  scientific  methodology 
I sharpen  the  powers  of  observation  and  the 
I creative  imagination.  Within  the  limits 
commensmate  with  the  best  practice  of 
, medicine,  the  prospective  physician  must  be 
I allowed  to  assume  early  in  his  career  the 
responsibility  for  the  patient’s  care  so  that 
he  may  learn  to  handle  effectively  the  range 
of  his  emotions  that  are  evoked  by  success 
' and  failure  in  the  attempt  to  eradicate 
illness.  It  must  not  be  forgotten  that  the 
! harmonious  function  of  the  physician’s  per- 
I sonality  is  as  essential  to  good  medical  prac- 
I tice  as  the  acquisition  of  knowledge.  Above 
1 all,  there  must  be  mutual  respect  between 
Ij  student  and  teacher.  Both  must  feel  their 
engagement  in  the  common  task  of  uphold- 
ing the  highest  principles  of  medical  tradi- 
I tion.  The  teacher  brings  his  greater  knowl- 
I edge  and  larger  experience,  but  only  to  the 
extent  that  he  himself  remains  a student, 
continuously  seeking  to  improve  his  art,  his 
skill,  and  his  knowledge,  will  he  be  an  effec- 
tive teacher.  He  who  learns  from  the 
I student  is  the  creative  teacher.  Only  then 
can  creative  learning  be  fostered. 

One  final  remark  with  reference  to  the 
faculty:  The  medical  school  should  not  be- 
come a glorified  trade  school.  This  will  not 
I happen  when  intellectual  freedom  is  fostered 
with  cross-disciplinary  dialogue  and  when 
cultural  pursuits  are  related  to  the  practice 


of  medicine.  Only  a few  months  ago  a 
brilliant  young  biologic  scientist,  the  chair- 
man of  a preclinical  department  in  a well- 
known  medical  school,  said  that  the  pre- 
clinical departments  are  now  so  concerned 
with  research  in  the  basic  sciences  that  they 
have  more  in  common  with  the  biologic  and 
natural  science  faculty  within  the  imiver- 
sity  than  with  their  medical  school  colleagues 
in  the  clinical  departments.  Therefore,  he 
went  on  to  say,  the  preclinical  departments 
should  be  moved  to  the  university  campus  in 
closer  proximity  to  the  biologic  sciences.  A 
point  of  view,  which  I believe  represents  the 
thinking  of  our  faculty,  is  to  make  the  medi- 
cal school  more  of  a university — not  by 
segregating  the  faculty  but  rather  by  in- 
tegrating it.  The  basic  scientist,  whose  in- 
terests range  from  cell  biology  to  social  be- 
havior, should  be  brought  into  the  medical 
classroom,  laboratory,  and  ward. 

We  of  the  faculty  must  always  remember 
that  in  medicine  the  sick  person  is  the  con- 
stant and  the  basic  science  is  the  variable, 
and  as  a variable  it  is  constantly  subject  to 
quick  change.  Diseases,  too,  change  in  their 
form  and  style,  but  slowly.  However,  the 
diseased,  the  sick  in  body  and  in  mind,  will 
forever  be  with  us.  Our  commitment  to 
medicine,  therefore,  must  include  the  rela- 
tively constant  and  the  variable  within  the 
setting  of  the  modern  medical  school,  now 
more  of  a university  than  a college.  As  a 
university,  then,  we  must  develop  and  main- 
tain a diversified  but  well-balanced  faculty 
with  a variety  of  roles.  We  must  recognize 
that  with  the  growth  of  knowledge  and  in- 
formation neither  teacher  nor  student  can 
play  aU  of  the  roles.  The  faculty  classifica- 
tion of  us,  your  teachers,  indicates  how  we 
as  individuals  and  as  a group  have  worked 
out  our  own  identities  as  physicians.  You 
students  have  this  difficult  but  exciting 
challenge  before  you.  This  you  will  have  to 
“sweat  out”  for  yoimselves. 

We  can  help  you  by  providing  that  essen- 
tially free  climate  for  growth  which  the 
mutual  respect  and  tolerance  for  our  own 
different  identities  demand.  This  implies  an 
equality  of  values  rather  than  a hierarchy  of 
values  among  the  various  kinds  of  physicians, 
aU  of  whom  have  their  various  contributions 
to  make  to  the  care  of  the  sick. 

The  identity  problem,  which  extends  from 
the  freshman  student  through  the  faculty 
to  the  very  core  of  the  college  itself,  has  an 


August  1,  1963  / New  York  State  Journal  of  Medicine  2279 


inner  personal  counterpart.  This  has  to  do 
with  the  burden  on  the  modern  doctor  to 
accept  honestly  and  to  do  justice  to  the  new 
discoveries  in  human  motivation.  Although 
responsible  physicians  have  always  recog- 
nized their  need  to  be  honest  with  them- 
selves so  that  they  might  be  honest  with 
their  patients,  Freud’s  discoveries  have  made 
the  task  of  self-awareness  more  exacting. 
No  longer  can  the  physician  plead  ignorance 
to  avoid  recognizing  that  his  own  imiqueness 
as  a human  being  is  part  and  parcel  of  the 
clinical  situation. 

Importance  of  self-knowledge 

Therefore  there  is  a commitment  which 
you  must  make^ — a commitment  to  know 
yourself.  “Know  Thyself”  was  a motto  in 
ancient  times.  It  was  inscribed  above  the 
portals  of  Plato’s  Academy.  The  full  sig- 
nificance of  this  wise  counsel  has  often  been 
submerged.  It  was  at  the  end  of  the  last 
century  that  one  of  the  giants  of  medicine, 
Sigmund  Freud,  announced  his  discovery  of 
the  imconscious  pgut  of  the  mind.  Subse- 
quent to  Freud’s  work  it  was  no  longer 
enough  to  take  cognizance  of  all  that  might 
be  immediately  available  to  consciousness. 
To  attain  self-knowledge  one  had  to  go 
further  and  by  one  means  or  another  bring 
into  awareness  elements  of  oneself  that 
evaded  immediate  introspection. 

You  may  be  wondering  why  self-aware- 
ness is  so  important  to  the  practitioner  of 
medicine.  You  are  already  likely  to  be 
aware  that  human  beings  are  continuously 
protecting  themselves  against  the  experi- 
encing of  anxiety  by  a variety  of  mecha- 
nisms, at  the  same  time  striving  to  augment 
self-esteem  and  to  gratify  both  instinctual 
and  ego  needs.  In  this  regard  the  physician 
is  in  a more  difficult  position  than  those  who 
foUow  other  careers.  The  physician  is  con- 
stantly dealing  with  anxiety-provoking  situ- 
ations and  with  anxiety-laden  patients. 
These  tend  to  activate  processes  within  the 
physician  that  threaten  to  break  through  the 
defenses  he  has  erected  against  the  recog- 
nition of  anxiety  within  himself.  The  phy- 
sician, more  than  anyone  else  dealing  with 
human  beings,  must  be  aware  of  his  own 
feelings  and  must  become  able  to  recognize 
the  peurticular  pattern  of  psychologic  de- 
fense with  which  he  reacts  when  anxious. 
For  example,  in  the  face  of  mounting  anxiety 


a physician  may  react  habitually  by  be- 
coming hostile,  or  by  withdrawing  from  the 
situation  altogether,  or  by  remaining  in  it 
with  indifference.  Such  reactions  in  the 
physician  can  be  seriously  noxious  to  the 
patient,  destroying  what  remnants  of  secu- 
rity he  has.  The  patient  might  react  to  the 
physician’s  behavior  by  suffering  conscious 
or  unconscious  fears  of  punishment,  fears  of 
desertion  or  abandonment,  fears  that  may 
tip  the  balance  in  favor  of  continued  illness 
rather  than  a trend  toward  health. 

As  a safeguard  against  attitudes  and  be- 
havior patterns  which  may  be  harmful  to 
patients,  the  physician  must  ask  himself 
again  and  again  questions  such  as  these: 
“Is  what  I am  doing  in  the  patient’s  best 
interest,  or  is  it  for  my  own  benefit?”  “Am 
I protecting  the  patient  or  myself?”  “Am  I 
doing  this  to  satisfy  my  need  to  be  loved  and 
admired?”  “Am  I dropping  this  patient,  or 
losing  interest,  or  withdrawing  from  the 
patient  because  I really  cannot  offer  further 
help,  or  because  I am  afraid  of  my  untoward 
sexual  or  hostile  feelings?” 

In  a supervisory  session  with  a young 
psychiatrist,  I recently  listened  to  the  story 
of  a case  which  shed  considerable  light  on 
the  role  which  the  physician’s  attitude  can 
play  in  determining  the  patient’s  acceptance 
of  medical  care.  The  physician  told  me, 
with  a good  deal  of  chagrin,  about  his  treat- 
ment of  a young,  alcoholic  woman  which  had 
been  terminated  by  the  patient  after  but 
four  interviews.  The  psychiatrist  remarked 
that  the  woman  had  been  physically  im- 
attractive,  even  though  another  psychiatrist 
had  foimd  her  to  be  quite  good-looking.  He 
reported  that  in  the  first  interview  he  had 
established  a low  fee,  since  he  felt  that  the 
patient  would  otherwise  not  continue 
therapy.  In  the  next  few  interviews  he 
recalled  that  he  had  spoken  disapprovingly 
to  the  patient  because  of  her  drinking 
and  promiscuous  behavior.  She  failed  to 
return  for  the  fifth  interview. 

It  was  clear  that  the  patient  had  been  in  a 
difficult  life  situation.  She  had  sought 
help  and  support  from  the  psychiatrist,  and 
he  had  been  apparently  blind  to  her  needs. 
As  we  talked  further,  he  became  aware  that 
he  had  probably  been  more  attracted  to  her 
then  he  realized.  He  then  admitted  that  he 
was  always  attracted  to  such  women.  In 
struggling  with  his  own  feelings  toward  the 
patient,  he  attempted  to  protect  and  defend 
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himself  by  an  utterly  moralistic  attitude  and 
in  so  doing  unconsciously  set  the  stage  for 
early  termination,  originally  denied  to  him- 
self by  deliberately  setting  a low  fee  to  be 
sure  the  patient  would  continue.  As  it 
developed,  his  conduct  was  not  for  the 
patient’s  benefit  but  for  his  own. 

A patient  known  to  have  sickle  cell  anemia 
came  to  the  emergency  room  complaining 
bitterly  of  pain  in  his  right  elbow.  A some- 
what suspicious  young  physician  ordered  an 
injection  of  sterile  water  rather  than  a 
narcotic  agent.  The  patient  feU  asleep. 
The  placebo  was  continued  for  four  days 
despite  the  continued  complaint  of  pain. 
On  more  careful  questioning  the  patient 
stated  that  the  injections  never  relieved  the 
pain  but  “they  were  supposed  to,  so  I took  a 
chance  and  went  to  sleep.”  Further,  on 
one  night  he  had  slept  well  for  the  first  time. 
A check  of  the  nursing  notes  revealed  that  he 
had  received  meperidine  hydrochloride 
(Demerol)  that  night.  On  reflecting,  the 
physician  recognized  that  he  had  felt  angry  at 
this  patient  because  he  could  not  do  anything 
to  halt  his  recurrent  attacks. 

Let  me  cite  an  interesting  experimental 
study  reported  by  Shapiro  and  his  colleagues* 
which  illustrates  how  the  attitude  of  the 
clinical  investigator  can  influence  the  phar- 
macologic effects  of  a hypotensive  agent,  in 
this  instance,  Veratrum  viride  (Veriloid). 
In  the  initial  phase  of  the  study  a gradual 
fall  in  blood  pressure  was  seen  in  4 patients 
suffering  from  “essential  hypertension.” 
A “double-blind”  technic  was  introduced 
into  the  experimental  situation  so  that  the 
investigator  conducting  the  study  did  not 
know  whether  the  subjects  were  given  the 
placebo  or  the  drug.  The  investigator 
resented  being  placed  in  this  situation,  and 
amazingly  enough,  3 of  the  4 patients  had  a 
rise  in  blood  pressure  when  the  “double- 
blind” technic  was  introduced,  including 
2 who  were  still  on  the  hypotensive  drug. 
One  possible  explanation  of  this  phenom- 
enon was  that  the  rise  in  blood  pressure  was 
related  to  a change  in  the  doctor-patient 
relationship.  Somehow,  the  patients  sensed 
the  doctor’s  underlying  annoyance  and 
resentment.  However,  as  the  investigator 
got  over  his  petulance,  the  blood  pressures 
gradually  feU.  Little  difference  was  ob- 
served whether  the  placebo  or  the  drug  was 
used. 

Then  the  experiment  was  interrupted 


because  of  two  important  events  in  the 
investigator’s  life:  he  was  to  be  married, 
and  he  was  preparing  to  go  into  the  military 
service.  His  colleagues  finally  persuaded 
him  to  complete  the  experiment.  With 
reluctance  he  called  in  the  patients,  but 
the  blood  pressures  in  all  of  them  were 
higher  than  they  had  been  in  the  earlier 
phase  of  the  study.  The  explanation  once 
again  is  to  be  found  in  the  change  in  the 
doctor-patient  relationship.  During  the 
final  phases  of  the  study,  the  investigator 
had  lost  interest.  It  is  likely  that  the  rise 
in  blood  pressure  and  lack  of  pharmacologic 
response  to  the  hypotensive  drug  was 
related  to  the  change  in  the  investigator’s 
attitude  and  feelings. 

I trust  what  I have  said  so  far  has  dem- 
onstrated why  it  is  so  important  for  the 
physician  to  know  himself  and  to  keep 
looking  into  himself.  This  I can  assure  you 
is  more  easily  said  than  done.  Most  of  the 
colleagues  with  whom  I have  discussed  this 
agree  that  the  physician  has  to  be  in  con- 
tact with  his  inner  self.  How  is  this  desid- 
eratum to  be  achieved? 

Unquestionably,  the  most  effective  means 
to  gain  self-knowledge  is  to  undergo  a 
personal  psychoanalysis.  Quite  obviously, 
this  is  impractical.  For  those  engaged  in 
psychoanalysis  or  psychoanalytic  therapy, 
a personal  psychoanalysis  is  imperative, 
since  in  the  practice  of  this  specialty  the 
physician  cannot  hope  to  achieve  satis- 
factory results  without  as  complete  a 
knowledge  of  himself  as  it  is  possible  to 
acquire.  Let  me  indicate  paranthetically 
that  even  after  a psychoanalysis  the  phy- 
sician should  continue  the  process  of  self- 
examination  for  years  if  not  for  a lifetime. 
Indeed,  the  fact  that  this  process  is  a con- 
tinuing one  indicates  a successful  outcome  of 
analysis.  If,  as  I have  indicated,  psy- 
choanalysis is  not  available  to  aU  engaged 
in  or  who  aspire  to  the  practice  of  medicine, 
other  means  are  available  to  acquire  an 
adequate  degree  of  self-knowledge.  I be- 
lieve that  with  proper  motivation,  courage, 
and  honesty,  continuous  introspection  will 
take  the  individual  a long  way  toward  the 
desired  goal.  It  is  to  be  hoped  that  such 
motivation  may  accrue  from  a conscious 
awareness  of  the  importance  of  self-knowl- 
edge in  enhancing  the  efficacy  of  the 
physician  as  a healer  of  the  sick.  To 
inculcate  this  “essential  awareness”  by 
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stressing  the  incalculable  importance  of  the 
doctor-patient  relationship  and  thereby  con- 
verting the  “essential  awareness”  to  a 
conscious  commitment  is,  I believe,  one  of 
the  most  important  tasks  of  the  teacher  of 
medicine. 

You  wiU  encounter  many  obstacles  along 
the  road  to  self-awareness.  The  most 
formidable  ones  imdoubtedly  will  be  ob- 
stacles within  yourselves.  There  are  mech- 
anisms within  the  human  being  which 
operate  to  remove  anxiety,  as  I have  already 
indicated.  But  in  many  instances  the 
reduction  of  anxiety  occurs  with  a distortion 
of  the  person’s  view  of  his  own  motivations 
for  action.  There  are  many  obstacles  to 
insight  within  our  culture.  We  live  in  a 
society  which  is  prone  to  disparage  intro- 
spection, which  is  erroneously  associated 
with  passivity.  For  reasons  which  I shall 
not  go  into,  our  culture  takes  the  image  of 
the  so-called  active  extrovert  as  ideal. 

To  look  into  oneself,  to  develop  one’s 
capacity  for  introspection  takes  comage 
and  honesty  as  well  as  continuing  practice. 
This  is  the  commitment  that  you  would  be 
wise  to  make — in  fact,  you  must  make. 
Commitments  vary  with  the  demand  made 
by  one’s  social  role.  Thus  an  integration 
of  inner  and  outer  worlds  sufficient  for  one 
field  of  work  or  in  one  mode  of  life  may  not 
suffice  for  another.  When  one  makes  the 
choice  of  medicine  as  a profession,  as  you 
have  done,  then  one  must  realize  that  for  a 
physician  the  challenge  of  the  outer  world 
demands  a deeper  insight  into  the  world 
within.  If  this  is  lacking,  one’s  function  as 
a physician  may  be  seriously  limited.  In 
view  of  what  I have  said,  it  is  incumbent  on 
you  to  convert  this  awareness  of  the  im- 
portance of  knowing  oneself  into  a conscious 
commitment  to  do  so. 

For  reinforcement  I cite  one  of  Engel’s® 
clear  insights; 

In  my  judgment  the  next  great  advance  in 
medicine  will  evolve  through  the  study  of  brain 
and  behavior.  This  should  parallel  the  “bio- 
chemical revolution”  which  is  now  in  progress. 
But  a warning  is  in  order.  The  temptation  no 
doubt  will  be  to  divorce  brain  from  behavior, 
to  pursue  the  reductionistic  view  that  the  study 


of  brain  by  itself  will  be  sufficient  to  solve  the 
riddle  of  behavior  and  its  relation  to  disease. 
Nothing  could  be  more  sterile.  Without  the 
painstaking  study  and  analysis  of  behavior  in 
psychological,  interpersonal,  and  social  terms, 
we  are  ill-equipped  to  understand  the  function 
of  the  brain  and,  indeed,  even  to  know  what  to 
study.  As  important  as  are  the  contributions 
of  the  basic  scientists,  the  clinician  must  not 
underestimate  the  opportunities  of  his  unique 
role,  namely  to  contribute  through  day-to-day 
observation  to  the  understanding  of  the  human 
being  in  health  and  illness.  It  is  the  natm-al 
history  of  health  and  disease,  in  the  broadest 
sense,  which  provides  the  richest  source  of  in- 
formation as  to  what  is  relevant  for  study  by  the 
basic  scientist.  And  it  is  the  clinician  who  has 
the  widest  access  to  the  life  history,  the  trials 
and  tribulations,  the  successes  and  triumphs,  the 
losses  and  gains,  and  the  whole  developmental 
span  of  life  of  many  human  beings.  The  scien- 
tifically minded  physician  must  now  turn  his 
attention  to  this  rich  source  of  information, 
through  which  his  laboratory-oriented  colleagues 
will  be  provided  with  meaningful  leads  for  the 
elucidation  of  details  and  mechanisms.  Na- 
ture determines  which  laboratory  artifacts  are 
relevant.  But  the  physician  must  establish 
what  is  natiual,  in  whatever  terms  the  data  are 
accessible,  be  they  epidemiological,  ecological, 
psychological,  social  or  clinical.  * 

In  conclusion,  I can  only  hope  that  my 
message  of  welcome  will  have  encouraged 
all  of  us,  students  and  faculty  alike,  to 
commit  ourselves  without  reserve  to  acquire 
patiently,  dihgently,  and  forever  a true 
image  of  our  changing  selves,  so  that  with 
complete  integrity  we  wiU  uphold  the 
ancient  and  noble  tradition  of  caring  for  the 
less  fortunate  who,  by  reason  of  falling  lU, 
must  place  their  lives  in  our  hands. 

Eastchester  Road  and 
Morris  Park  Avenue 
New  York  61 
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BILLSBORD 


An  Open  Letter  to  the  Congress  of  the  United  States 
from  a Country  Doctor 


I Dear  Mr.  Congressman, 

I For  the  past  forty  years,  any  correspondence 
j between  us  has  been  one-sided  and  featui-ed  by 
I letters  from  you,  or  from  someone  on  your  be- 
I half,  asking  my  support  of  your  candidacy  or 
I of  that  of  your  predecessors.  However,  during 
the  past  ten  years  or  so,  whenever  my  girl  allows 
4 me  to  read  my  own  mail,  or  I read  a medical 
t jom-nal,  or  attend  a meeting,  or  have  been 
i visited  by  neighbor,  acquaintance,  and  even 
' stranger,  I find  myself  importuned  to  write  you, 
to  indicate  either  my  approved  or  opposition  to 
<!,  this  or  that  piece  of  legislation.  Up  until  now, 

I I have  managed  to  withstand  such  requests. 

Frankly,  I doubted  your  interest,  in  fact  even 
t questioned  whether  you  ever  read  this  mass  of 
t manufactured  opinion,  let  edone  were  in- 
i fluenced  by  it.  I guess,  I really  thought  these 
I*  campaigns  were  just  an  insidious  method  of 
»i  cutting  the  post  ofl5ce  deficit.  Apparently  in 
i this  I was  mistaken,  for  the  post  office  is  much 
vi|  too  engrossed  with  the  problem  of  dogs  and  is 
I willing  to  leave  the  question  of  deficit  to  the  age- 
, old  solution  of  increasing  the  price  and  de- 
creasing the  service. 

You  might  well  ask,  why  change,  why  after 
I years  of  resistance  abandon  my  conviction  that 
1 such  letters  are  useless? 

In  answer,  all  I can  say  is  that  I am  so 
I thoroughly  sure  of  the  inherent  evil  and  danger 
I of  the  proposed  Medicare  plan  that  I must  try 
; and  communicate  my  anxiety  and  concern. 
Oh,  of  course,  I am  opposed  for  professional 
reasons,  as  are  most  physicians,  believing  that 
when  a government  requires  basic  educational 
‘ training,  plus  ability  to  pass  a licensure  test, 

I and  then  holds  me  responsible,  in  their  duly  con- 
stituted courts,  not  only  for  my  compliance  with 
their  established  regulations  of  personal  be- 

ihavior  and  practice  of  medicine,  but  also  for 
the  results  of  such  practice  to  individuals  and 
I assesses  damages  for  such  alleged  failure,  then 
I it  is  only  just  and  reasonable  that  they  allow  me 
I to  practice  this  profession  (within  their  regula- 
I tions)  in  the  manner  and  the  chmate  I con- 
J sider  necessary,  if  I am  to  perform  in  the  manner 
they  demand. 

My  apprehension,  though,  is  not  directed  to 
this  phase  of  the  problem  but  rather  to  this 
legislation,  because  it  represents  a part  of  a 


trend  which  eventually  will  destroy  the  initia- 
tive and  self-reliance  of  our  citizenry  and  in 
turn  the  nation  itself.  The  danger  is  not  in  this 
single  bill,  it  is  in  the  inescapable  conclusion 
that  this  is  only  part  of  an  over-all  pattern  that 
can  only  foster  defeatism  and  only  result  in 
destruction. 

Consider,  Sir,  the  problem  of  the  overde- 
pendent adult,  perhaps  better  known  to  you  as 
a “mama’s  boy.”  Oh,  not  the  minority  of 
unfortunate  few  who  lack  the  physical,  mental, 
or  intellectual  potential  to  achieve  independ- 
ence; these  unfortunates,  basically  unable  to 
do  for  themselves,  must  be  taken  care  of  by 
either  private  or  public  agencies  or  both.  No, 
I am  talking  about  the  much  larger  percentage, 
those  who  have  the  potential,  the  tools,  to 
accept  the  task  of  living  as  an  adult  in  an  adult 
world,  to  shoulder  responsibihty,  to  make  de- 
cisions based  on  long-term  realistic  values 
rather  than  immediate  pleasure,  to  accept  the 
consequences  of  their  own  acts,  and  yet  who 
never  do  it. 

These  ersatz  paiasites  are  manufactured  by 
overprotective  parents  who,  through  a mis- 
taken idea  of  love  or  for  theii'  own  emotional 
satisfaction,  destroy  by  overindulgence  every 
aspect  of  manhood,  every  vestige  of  ability  to 
accept  responsibility  for  determining  their 
futures,  to  make  decisions,  and  to  accept  their 
duties  to  the  society  in  which  they  live.  Al- 
though healthy,  they  ai'e  treated  as  though  ill 
or  sickly  on  the  premise  that  they  might  become 
so.  Every  fumbling  effort,  whether  first  at- 
tempts to  dress  themselves  or  to  choose  their 
own  companions,  is  frustrated  and  denied. 
They  are  provided  with  ready-made  excuses 
and  an  alibi  for  every  evasion.  Prevented  from 
participation  in  the  activities  of  their  con- 
temporaries, they  never  learn  the  give  and  take 
of  such  group  contacts.  They  neither  learn  nor 
are  they  given  the  opportunity  to  learn  the 
basic  truth:  that  all  of  us  are  subject  to  fear; 
that  the  difference  between  bravery  and 
cowardice  lies  not  in  the  fallacy  that  one  is 
afraid  and  one  is  not — actually  both  are  afraid — 
but  in  the  fact  that  the  brave  do  what  has  to  be 
done  despite  their  fear.  Such  an  individual 
may  as  he  grows  older  attempt  to  mask  de- 
pendence by  cynicism,  rationalization,  alcohol, 
and,  of  course,  illness;  but  when  the  chips  are 
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down,  home  he  runs  to  Mom. 

A group  is  made  up  of  individuals,  a society 
of  groups;  what  is  true  of  the  individual  is  true 
of  the  group  and  true  in  the  nation.  What  you 
see  in  a whining,  demanding,  irresponsible,  and 
indecisive  person  as  a result  of  an  overpro- 
tective  parent  will  be  just  as  true  of  the  popula- 
tion debased  by  an  overprotective  goverment. 
Take  from  a citizemy  responsibility  to  provide 
for  self,  their  health,  their  families,  and  their 
community  when  they  have  the  ability  to  pro- 
vide for  themselves,  then  they  will  lose  their 
capacity  for  self-reliance,  and  with  the  in- 
evitably associated  disuse  atrophy  they  will 
lose  theii’  desire.  They  will  look  to  you  and  the 
central  fount  at  Washington  to  assume  all  re- 
sponsibility for  their  present  and  future  welfare, 
and  as  you  assume  the  responsibility  of  making 
decisions  for  them  they  will  lose  the  ability  to 
make  decisions  on  their  own. 

They  will  become  what  you  make  them,  “con- 
tented cows”;  and  all  will  go  weU  as  long  as  the 
pasture  remains  weU  fenced,  the  grass  is  plenti- 
ful, and  all  they  are  asked  is  to  give  milk  twice  a 
day.  But,  I ask  you,  what  of  the  day  when  the 
fence  is  breached  and  the  cow  is  forced  to  forage 


Dependency  causes  cited 


The  causes  of  dependency  of  each  of  the 
638,000  public  assistance  recipients  in  New 
York  State,  and  the  health,  rehabilitation,  and 
other  services  they  require  to  overcome  their 
dependency,  are  now  being  identified,  according 
to  George  K.  Wyman,  New  York  State  Com- 
missioner of  Social  Welfare. 

“The  poverty  of  many  of  these  individuals 
is  total  because  it  involves  not  only  lack  of 
money  but  lack  of  work  skills,  lack  of  education, 
lack  of  health,  lack  of  maturity,  lack  of  op- 
portunity, lack  of  family  life,  lack  of  housing,” 
he  said.  “To  sum  it  all  up,  many  of  these  in- 
dividuals and  families  lack  the  means  to  survive 
in  our  modern  society.  Public  welfare  is  a 
life-and-death  matter  to  them. 

“Obviously,  the  dimensions  of  this  poverty 
are  such  that  they  touch  many  other  aspects  of 
community  effort  and  concern — health,  educa- 
tion, housing,  labor,  commerce,  government. 
When  we  examine  these  pockets  of  poverty,  we 
will  see  the  relationship  between  poor  health 
and  indigency,  poor  housing  and  indigency, 
poor  education  and  indigency,  poor  vocational 
training  and  indigency,  poor  industry  and 
indigency,  poor  community  planning  and  in- 
digency. 


for  itself  or  to  provide  milk  for  a different  and 
alien  milker? 

Here  again,  it  should  be  emphasized  un- 
equivocally, we  are  not  discussing  the  un- 
fortunates who  do  not  have  the  potentied  to  care 
for  self;  these  must  be  helped  either  privately 
by  me  or  publicly  by  you.  We  are  not  talking 
of  giving  a drink  to  a thirsty  supplicant;  we  are 
talking  of  poisoning  a healthy  individual.  For, 
if  government  persists  in  removing  individual 
responsibility  from  the  shoulders  of  those  able 
to  provide  for  themselves,  then  it  will  make  a 
self-reliant,  free,  and  independent  people  over- 
dependent and  subservient,  unable  to  face  the 
challenge  of  self-sacrifice  and  decisive  action 
necessary  to  protect  and  preserve  this  nation. 

There  is  no  structural  difference  between  the 
crutches  you  provide  for  the  use  of  a one-legged 
man  and  those  you  force  on  a well  man  with  two 
legs.  But,  there  is  a wide  difference  between 
the  results  of  this  gift;  in  the  first  case  you  are 
helping  a necessarily  dependent  individual  be- 
come partially  independent;  but  in  the  second 
you  aue  making  an  independent  individual  de- 
pendent and,  if  he  uses  them  long  enough, 
helpless.  WRC 


“We  have  come  to  the  end  of  what  might  be 
called  the  handout  era  in  modern  public  wel- 
fare,” he  said.  “No  longer  are  the  majority 
of  the  recipients  employable  men  and  women 
who  require  only  temporary  assistance  untU  a 
revived  economy  regenerates  millions  of  jobs,” 
he  explained.  “Today,  children,  the  aging, 
the  sick,  the  disabled,  and  other  handicapped 
individuals  comprise  approximately  two  thu'ds 
of  the  welfare  population.  Many  so-called 
employables  lack  the  skills,  education,  health, 
and  mentality  to  compete  in  today’s  labor 
market.  They  are  ‘immune,’  it  seems,  to  the 
opportunities  of  economic  expansion.  And,  as 
you  know,  a new  poverty  class  is  being  created — 
the  victims  of  technological  progress  in  a gi'ow- 
ing  number  of  industries.  Today’s  poverty  is 
more  closely  linked  to  social,  demographic, 
health,  and  ethnic  factom  than  to  economic 
ones.  Consequently  a straight  rebef  program 
is  no  longer  the  answer  to  America’s  public 
welfare  population. 

“A  new  era  in  public  welfare  is  shifting  the 
focus  of  welfare  from  relief  to  rehabilitation  by 
encouraging  development  of  services  designed 
to  help  recipients  toward  self-support  and  self- 
care,”  he  said.  “Public  welfare  will  need 
skilled  workers  to  administer  such  services,  and 
welfare  recipients  will  be  expected  to  make 
full  use  of  the  services  to  make  their  own  way 
as  far  as  they  can,”  he  emphasized. 
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Necrology 


I M.  Leo  Bobrow,  M.D.,  of  New  York  City, 

I died  on  January  14  at  the  age  of  sixty-five. 

I Dr.  Bobrow  graduated  in  1922  from  New  York 
' University  and  Bellevue  Hospital  Medical 
School.  He  was  director  of  gynecology  at 
Harlem  Hospital,  an  attending  obstetrician  and 
gynecologist  at  Misericordia  Hospital,  and  a 
consulting  obstetrician  and  gynecologist  at 
Mother  Cabrini  Memorial  Hospital.  Dr. 
Bobrow  was  a Diplomats  of  the  American  Board 
of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecol- 
ogists, a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  New  York 
I Academy  of  Medicine,  the  New  York  County 
' Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
J Association. 

J Anchise  Anthony  Cirillo,  M.D.,  of  Jamaica, 
died  on  February  23  at  the  age  of  sixty-five. 
Dr.  Cirillo  graduated  in  1926  from  the  Univer- 
I sity  of  Vermont  College  of  Medicine.  He  was 
j director  of  the  Ear,  Nose,  and  Throat  Service  at 
I Queens  Hospital  Center,  an  attending  physician 
«(  in  ear,  nose,  and  throat  at  Mary  Immaculate 
fli  Hospital,  and  a consulting  otolaryngologist  at 
t Creedmoor  State  Hospital.  Dr.  Cirillo  was  a 
I former  honorary  police  surgeon  with  the  New 
Ij  York  City  Police  Department.  He  was  a 
Diplomate  of  the  American  Board  of  Oto- 
laryngology, a Fellow  of  the  American  College  of 
; Surgeons,  and  a member  of  the  American 
I Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  Queens  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
• the  American  Medical  Association. 

Paul  Richard  Falco,  M.D.,  of  Brooklyn,  died 
on  May  1 at  the  age  of  forty-two.  Dr.  Falco 
graduated  in  1943  from  New  York  University 
College  of  Medicine.  He  was  an  associate  at- 
tending obstetrician  and  gynecologist  at  Kings 
County  Hospital  Center,  Carson  C.  Peck  Me- 
morial, and  Wyckoff  Heights  Hospitals.  Dr. 
Falco  was  a Diplomate  of  the  American  Board 
of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gyne- 
cologists, and  a member  of  the  Brooklyn  Gyneco- 
logical Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Alfred  Abraham  Feuerring,  M.D.,  of  the 
I Bronx,  died  on  April  27  at  the  age  of  eighty- 
j three.  Dr.  Feuerring  received  his  medical 

j degree  from  the  University  of  Vienna  in  1905. 


He  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Henry  Miles  Imboden,  M.D.,  of  New  York 
City,  died  on  June  10  at  the  age  of  fifty-four. 
Dr.  Imboden  graduated  in  1935  from  Cornell 
University  Medical  College.  He  was  a Diplo- 
mate of  the  American  Board  of  Radiology  and  a 
member  of  the  Radiological  Society  of  North 
America,  Inc.,  the  New  York  Roentgen  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Morton  Kamil,  M.D.,  of  the  Bronx,  died  on 
May  7 at  the  age  of  sixty-two.  Dr.  Kamil 
graduated  in  1923  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  an 
assistant  attending  physician  in  cardiology  at 
Trafalgar  and  Lincoln  Hospitals.  Dr.  Kamil 
was  a Fellow  of  the  American  College  of  Angi- 
ology  and  a member  of  the  American  Geriatrics 
Society,  the  New  York  Cardiological  Society, 
the  Bronx  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New  York. 

Milton  Lebedun,  M.D.,  of  Maspeth,  died  on 
January  19  at  the  age  of  sixty-three.  Dr. 
Lebedun  graduated  in  1929  from  St.  Louis 
Medical  College.  He  was  a member  of  the 
Queens  Gynecological  Society,  the  Queens 
County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Maxwell  Lieberman,  M.D.,  of  Flushing,  died 
on  December  24,  1962,  at  the  age  of  sixty-six. 
Dr.  Lieberman  graduated  in  1925  from  Howard 
University  College  of  Medicine.  He  was  a mem- 
ber of  the  Queens  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Eric  Peter  Mosse,  M.D.,  of  New  York  City, 
died  on  June  19  at  the  age  of  seventy-two.  Dr. 
Mosse  received  his  medical  degree  from  the 
University  of  Munich  in  1914.  He  was  a Fellow 
of  the  American  Psychiatric  Association  and  a 
member  of  the  New  York  County  Medical 
Society  and  the  Medical  Society  of  the  State  of 
New  York. 

John  A.  Nelson,  M.D.,  of  Albany,  died  on 
April  3 at  the  age  of  fifty-eight.  Dr.  Nelson 
graduated  in  1935  from  Columbia  University 
College  .of  Physicians  and  Surgeons.  He  had 
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been  chief  of  the  surgical  staff  at  Albany  Vet- 
erans Administration  Hospital  for  eleven  years 
and  had  served  also  as  an  associate  professor  of 
surgery  at  Albany  Medical  College.  Dr.  Nelson 
was  a Diplomats  of  the  American  Board  of 
Surgery. 

Hyman  A.  Osserman,  M.D.,  of  New  York 
City,  died  on  June  17  at  the  age  of  seventy.  Dr. 
Osserman  graduated  in  1916  from  Columbia 
University  CoUege  of  Physicians  and  Surgeons. 
He  was  director  of  neuropsychiatric  services  at 
Sydenham  Hospital  and  an  associate  (inactive) 
neurologist  at  Presbyterian  Hospital.  A former 
chairman  of  the  medical  board  at  Sydenham 
Hospital,  he  had  been  a member  of  the  Advisory 
Council  of  the  Commissioner  of  Hospitals  from 
1950  to  1961.  Dr.  Osserman  was  a Diplomats 
of  the  American  Board  of  Psychiatry  and  Neu- 
rology and  a member  of  the  American  Academy  of 
Neurology,  the  Association  for  Research  in 
Nervous  and  Mental  Disease,  the  New  York 
Society  for  Chnical  Psychiatry,  the  New  York 
Neurological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Irving  Rose,  M.D.,  of  Brooklyn,  died  on  June 
23  at  the  age  of  fifty-three.  Dr.  Rose  graduated 
in  1936  from  Rush  Medical  CoUege.  He  was 
director  of  radiology  at  Coney  Island  Hospital. 
Dr.  Rose  was  a Diplomats  of  the  American 
Board  of  Radiology  and  a member  of  the  Radio- 
logical Society  of  North  America,  Inc.,  the 
Medical  Society  of  the  County  of  Kings,  and 
the  Medical  Society  of  the  State  of  New  York. 


Michael  M.  Schultz,  M.D.,  of  Hollis,  died  on 
March  10  at  the  age  of  seventy-five.  Dr. 
Schultz  graduated  in  1917  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a member  of  the  American 
Academy  of  General  Practice,  the  Queens 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Max  M.  Sorell,  M.D.,  of  New  York  City,  died 
on  March  7 at  the  age  of  seventy-one.  Dr. 
Sorell  received  his  medical  degree  from  the 
University  of  Berlin  in  1916.  He  was  an  at- 
tending physician  at  St.  Elizabeth’s  Hospital. 
Dr.  SoreU  was  a member  of  the  New  York 
County  Medical  Society  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

William  Moses  Unobskey,  M.D.,  of  New 
York  City,  died  on  June  17  at  the  age  of  sixty. 
Dr.  Unobskey  graduated  in  1924  from  Tufts 
College  Medical  School.  He  was  an  attending 
surgeon  at  the  Hospital  for  Joint  Diseases  and 
the  Hospital  for  Joint  Diseases  Outpatient  De- 
partment. Dr.  Unobskey  was  a FeUow  of  the 
International  CoUege  of  Surgeons  and  a member 
of  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Frank  Dee  Williams,  M.D.,  of  Cicero,  died  on 
AprU  27  at  the  age  of  fifty-seven.  Dr.  WUUams 
graduated  in  1933  from  Syracuse  University 
CoUege  of  Medicine.  He  was  a member  of  the 
Onondaga  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York  17,  New  York,  at  one  doUar  each. 

The  84-page  pamphlet  includes  aU  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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Medical  Neius 


Group  therapy  symposium 

The  group  therapy  section  of  the  Department 
of  Psychiatry  of  the  State  University  of  New 
York,  Downstate  Medical  Center,  will  hold  an 
all-day  symposium  and  workshop  on  “The 
Methodology  of  Group  Therapy  Supervision”  on 
October  12  at  9 a.m.  in  the  Basic  Sciences 
Building  Auditorium,  450  Clarkson  Avenue, 
Brooklyn,  New  York. 

Participants  in  a panel  discussion  will  include 
I.  Charles  Kaufman,  M.D.,  professor  and 
chairman.  Department  of  Psychiatry,  Down- 
state  Medical  Center;  Max  Day,  M.D., 
instructor,  group  therapy.  Harvard  Medical 
School,  Boston,  Massachusetts;  Albert  L. 
Deutsch,  M.D.,  clinical  assistant  professor. 
Department  of  Psychiatry,  Downstate  Medical 
Center;  James  Mann,  M.D.,  associate  professor 
of  psychiatry.  Graduate  School,  Boston  Uni- 
versity; Aaron  Stein,  M.D.,  director  of  group 
therapy.  Hillside  Hospital,  New  York  City; 
Alexander  Wolf,  M.D.,  associate  clinical  pro- 
fessor, Department  of  Psychiatry,  New  York 
Medical  College,  New  York  City;  and  Abbott 
Lippman,  M.D.,  recorder,  and  clinical  assistant 
professor.  Department  of  Psychiatry,  Down- 
state  Medical  Center. 

Those  interested  should  address  applications 
for  participation,  with  curriculum  vitae,  to  the 
Department  of  Psychiatry,  State  University  of 
New  York,  Downstate  Medical  Center,  450 
Clarkson  Avenue,  Brooklyn  3,  New  York. 

Cancer  Society  announces  grants 

The  American  Cancer  Society  is  making  18 
major  research  grants,  which  became  effective 
July  1,  in  the  New  York  City  area.  The  grants 
total  $727,693.  They  were  announced  by 
Emerson  Day,  M.D.,  president  of  the  New 
York  City  Cancer  Committee. 

Along  with  other  active  grants  previously 
awarded  in  the  New  York  City  area,  this  brings 
the  total  on  July  1 to  $2,552,299.  It  is  estimated 
that  during  the  1962-1963  fiscal  year  the  Society 
wUl  allocate  more  than  eleven  million  dollars 
nationedly  in  this  program. 

The  national  research  grants  program  is 
active  in  44  states  in  147  different  research 
laboratories.  Financial  support  is  provided  as 
a result  of  the  fund-raising  crusade  of  the 
Society’s  59  divisions.  Last  year  the  New  York 
City  Cancer  Committee  allocated  $886,503  in 
locally  raised  funds  to  support  research,  clinical 
feUowships,  and  the  national  program  of  its 
parent  organization,  the  American  Cancer 
Society. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


The  new  grants,  including  several  auxiliary 
grants  to  continue  existing  projects,  wUl  be 
active  at  the  Sloan- Kettering  Institute  for 
Cancer  Research,  Columbia  University,  New 
York  University,  the  Rockefeller  Institute, 
Yeshiva  University,  Montefiore  Hospital,  and 
St.  Luke’s  Hospital. 

American  Cancer  Society  research  grants  are 
made  three  times  a year  after  86  of  the  nation’s 
foremost  scientists,  serving  on  five  advisory 
boards,  meet  to  discuss  and  evaluate  hundreds 
of  applications  received  by  the  Society.  From 
these  applications  they  recommended  some  for 
financial  support.  The  grants  provide  for 
salaries,  special  equipment,  and  the  materials 
necessary  to  carrying  out  the  project. 

Nutrition  advances 

The  Committee  on  Nutrition  and  Metabolism 
of  the  PhUadelphia  County  Medical  Society  and 
the  Philadelphia  County  Dental  Society  jointly 
with  the  National  Vitamin  Foundation  will 
present  a symposium  on  advances  in  nutrition  of 
interest  to  physicians  and  dentists  on  October  2 
at  the  Temple  University  School  of  Dentistry. 

Attending  physicians  wUl  be  credited  by  the 
American  Academy  of  General  Practice  for  six 
hours  Category  II. 

Arthritis  study  cited 

The  role  of  personality  patterns  and  stress  in 
the  development  of  arthritis  was  cited  by  two 
University  of  Rochester  physicians  at  the  recent 
meeting  of  the  American  Rheumatism  Associa- 
tion in  Atlantic  City. 

Stanford  Meyerowitz,  M.D.,  and  Ralph  F. 
Jacox,  M.  D.,  reported  on  a study  of  sets  of 
identical  twins  in  which  one  twin  in  each  set 
became  Ul.  The  physicians  concluded  that  the 
primary  difference  between  the  twins  was  the 
way  in  which  they  coped  with  stress.  In  each 
case,  the  twin  who  suffered  from  arthritis  was  the 
one  who  responded  to  psychologic  stress  by 
keeping  troubles  “inside”  instead  of  airing 
grievances. 

Queens  Hospital  Center  courses 

Queens  Hospital  Center,  Department  of 
Hospitals  of  the  City  of  New  York,  is  offering 
four  courses  this  fall: 

A course  in  radioactive  isotopes  for  technicians 
consisting  of  eight  sessions  of  four  hours  each  to 
be  held  every  Wednesday  afternoon  September 
25  through  November  13.  Sessions  will  be 
divided  equally  between  lectures  and  laboratory 
work.  The  course  is  limited  to  ten  members. 
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A course  in  special  radiation  proceudres  in  the 
treatment  of  cancer,  a one-week  intensive  course 
in  the  use  of  specialized  radiation  technics  in  the 
treatment  of  malignant  disease,  will  begin 
October  14. 

An  operative  radium  therapy  day  will  he 
given  by  the  Radiation  Medicine  Department 
on  October  16. 

An  intensive  six-session  course  covering 
nursing  problems  in  radiation,  designed  pri- 
marily for  directors,  supervisors,  and  instructors 
of  nursing  personnel,  will  be  held  every  Tuesday 
afternoon  beginning  November  12  and  ending 
December  17.  The  program  will  consist  of 
lectures,  patient  demonstrations,  and  laboratory 
exercises.  Enrollment  is  limited  to  15. 

Applications  for  any  of  the  courses  should  be 
addressed  to:  Philip  J.  Kahan,  M.D.,  Super- 
vising Medical  Superintendent,  Queens  Hospital 
Center,  82-68  164th  Street,  Jamaica  32,  New 
York. 

Allergy  course 

The  sections  on  allergy  of  the  Veterans  and 
Montefiore  Hospitals,  Pittsburgh,  Pennsylvania, 
will  present  an  intensive  course  in  allergy 
October  14  through  18  in  cooperation  with  the 
Academy  of  General  Practice. 

Inquiries  should  he  addressed  to  Leo  H.  Criep, 
M.D.,  Veterans  Administration  Hospital,  Uni- 
versity Drive,  Pittsburgh  40,  Pennsylvania. 

Symbol  adopted  by  A.M.A. 

The  American  Medi- 
cal Association  has  an- 
nounced a new  univer- 
sal symbol  which  will  tell 
anyone  rendering  emer- 
gency care  to  a person 
who  is  unconscious  or 
otherwise  unable  to  com- 
municate that  its  wearer  has  a special  physical 
condition  requiring  special  attention. 

The  symbol  may  be  displayed  on  a wristlet, 
an  anklet,  a medallion  around  the  neck,  or 
elsewhere.  The  symbol  will  be  a sign  that 
there  are  vital  medical  facts  on  a personal  health 
information  card  in  the  bearer’s  purse  or  wallet 
or  on  an  alerting  device. 

The  symbol  is  a hexagon-shaped  emblem  (see 
cut)  containing  a six-pointed  figure,  or  sign  of 
life.  Superimposed  on  the  figure  is  a staff  with 
a snake  entwined  about  it — the  staff  of  Aescula- 
pius, the  insignia  of  the  medical  profession. 

The  symbol  will  be  used  by  many  individuals, 
such  as  diabetic  patients,  and  those  with  allergies 
to  antibiotics,  such  as  penicillin,  and  many  other 
physical  problems. 

Mental  hygiene  reorganization 

A major  reorganization  of  the  central  office  of 
the  New  York  State  Department  of  Mental 
Hygiene  has  been  completed  following  a full- 
scale  study  of  department  responsibilities,  ac- 


cording to  Paul  H.  Hoch,  M.D.,  Commissioner 
of  Mental  Hygiene. 

Purpose  of  the  reorganization.  Dr.  Hoch  said, 
is  to  facilitate  implementation  of  the  compre- 
hensive Master  Plan  for  Mental  Health  outlined 
by  Governor  Nelson  Rockefeller  in  January, 
1962.  It  is  designed  to  meet  the  dramatic  and 
far-reaching  changes  which  have  occurred  and 
are  continuing  in  the  mental  health  field.  The 
role  of  state  government  necessarily  has  changed 
from  the  provision  of  custodial  care  in  State- 
operated  institutions  to  a program  of  prevention, 
treatment,  and  rehabilitation  of  the  mentally 
disordered,  utilizing  State  and  local  government 
services  and  facilities  as  well  as  voluntary 
agencies  and  private  practitioners. 

Appointments  include:  Henry  Brill,  M.D., 
first  deputy  commissioner;  Ernst  Schmidhofer, 
M.D.,  deputy  commissioner  for  professional 
standards  and  services;  Leonard  C.  Lang,  M.D., 
associate  commissioner  for  community  services; 
Charles  E.  Niles,  M.D.,  inspector-general; 
Constantine  Stamatovich,  M.D.,  assistant  com- 
missioner for  special  programs;  Daniel  J. 
Doran,  M.D.,  assistant  commissioner  for  ad- 
ministrative and  fiscal  management;  and 
Hyman  M.  Forstenzer,  M.D.,  assistant  com- 
missioner for  mental  health  resources  and  policy 
planning. 

Medical  clinic  built 

The  third  modern  medical  chnic  to  be  built  in 
New  York  State  under  the  Medical  Assistance 
Program  of  the  American  Medical  Association 
and  Sears-Roebuck  Foundation  was  dedicated 
on  June  23  in  Narrowsburg  in  Sullivan  County. 

The  $40,000  clinic  will  serve  as  a medical 
center  for  the  700  people  of  Narrowsburg  and  a 
surrounding  area  population  estimated  at  5,000. 

A young  physician,  John  M.  Stirna,  M.D.,  of 
Scranton,  Pennsylvania,  who  recently  completed 
his  internship  at  Scranton  State  Hospital,  is 
establishing  his  practice  in  the  clinic. 

Appearing  on  the  program  was  Edward  C. 
Hughes,  M.D.,  of  Syracuse,  representing  the 
American  Medical  Association,  and  John  R. 
Sedgewick,  representing  The  Sears-Roebuck 
Foundation. 

Built  by  the  Delaware  Medical  Center  Foun- 
dation, Inc.,  a nonprofit  corporation,  the  clinic 
was  erected  from  funds  raised  from  450  indi- 
viduals and  25  business  organizations  in  the 
Narrowsburg  area. 

Construction  of  the  clinic,  which  was  under- 
taken as  an  incentive  for  doctors  to  establish 
their  practices  in  the  community,  began  in 
October  and  was  completed  this  spring. 

Other  New  York  communities  which  have 
obtained  clinics  and  doctors  by  participating  in 
the  Medical  Assistance  Program  are  Arcade  and 
Champlain. 

Personalities 

Elected.  Leroy  E.  Burney,  M.D.,  former  sur- 
geon general  of  the  United  States,  as  president; 
Granville  W.  Larimore,  M.D.,  first  deputy  corn- 
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missioner  of  health  of  New  York  State,  as  a 
vice-president;  and  Berwyn  F.  Mattison,  M.D., 
executive  director  of  the  American  Public  Health 
Association,  as  secretary  of  the  American 
National  Council  for  Health  Education 
of  the  Pubhc  . . . Theodore  H.  Noehren,  M.D., 
Buffalo,  as  a governor  of  the  American 
College  of  Chest  Physicians  . . . Leon  J.  War- 
shaw,  M.D.,  as  chairman;  Norman  Plummer, 
M.D.,  as  a member  of  the  advisory  council; 
and  Norbert  J.  Roberts,  M.D.,  as  secretary  of 
the  Section  on  Occupational  Medicine  of  the 
New  York  Academy  of  Medicine  . . . Melvin  D. 
Yahr,  M.D.,  New  York  City,  as  secretary- 
treasurer  of  the  American  Neurological  Associa- 
tion. 

Appointed.  Audrey  J.  Jongbloed,  M.D., 


associate  medical  director  of  Breon  Labora- 
tories, New  York  City,  as  director  of  chnical 
research  for  the  firm  . . . Paul  M.  Schneider, 
M.D.,  as  director  of  Binghamton  State  Hospital. 

Awarded.  Arthur  S.  Abramson,  M.D.,  chair- 
man of  the  Department  of  Rehabihtation 
Medicine  at  Albert  Einstein  College  of  Medicine, 
with  President  Kennedy’s  Citation  for  Meri- 
torious Service  “for  exceptional  contributions  in 
fvu-thering  the  employment  of  the  handicapped” 
. . . Russell  B.  Scobie,  M.D.,  Newburgh,  a 
framed  certificate  of  appreciation  from  Yale 
University  School  of  Medicine  “for  his  labors  on 
behalf  of  the  University  as  chairman  of  the 
Medical  School  Alumni  Fund”  from  1969 
through  1962. 


Announcement  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  is  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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Abstracts 


Peck,  F.  C.,  Jr.,  and  Olson,  K.  B.:  The  treat- 
ment of  advanced  breast  cancer  by  hypo- 
physectomy,  New  York  State  J.  Med.  63: 
2191  (Aug.  1)  1963. 

Hypophysectomy  was  performed  on  44  pa- 
tients with  advanced  breast  cancer.  An  ob- 
jective improvement  occurred  in  16,  or  36  per 
cent,  for  two  months  or  more,  with  a median 
response  of  nine  months.  Five  patients  died 
within  thirty  days  of  operation.  Complete 
hypophysectomy  was  probably  achieved  in  86 
per  cent.  Previous  responses  to  oophorectomy 
or  hormone  therapy  were  of  little  value  in  pre- 
dicting a favorable  response.  Chemotherapy 
and  hormone  treatment  after  hypophysectomy 
were  of  hmited  success  in  only  2 patients.  This 
procedure  is  of  value  but  should  be  used  only 
after  at  least  one  trial  with  hormone  therapy  or 
oophorectomy  in  the  premenopausal  woman 
and  before  the  disease  is  so  advanced  that  it  is 
unlikely  the  patient  will  survive  long  enough  for 
a worth-while  remission. 

Spring,  M.:  Use  of  triprop  in  the  treatment 

of  hypothyroidism.  New  York  State  J.  Med. 
63:  2204  (Aug.  1)  1963. 

A study  was  made  of  the  effectiveness  of 
triprop  (triiodothyroproprionic  acid)  in  the  re- 
placement therapy  of  hypothyroidism  in  24  pa- 
tients. The  average  maintenance  dose  was  2.99 
mg.  Serum  cholesterol  and  weight  fell,  and 
protein-bound  iodine  levels  rose.  In  patients 
with  angina,  triprop  appears  to  be  more  effective 
and  have  fewer  side-effects  than  the  natural 
hormones.  The  amount  of  drug  to  bring  an  ab- 
normal electrocardiogram  to  normal  usually 


coincided  with  the  maintenance  dose.  The  only 
side-effect  was  tachycardia  and  weight  loss  in  1 
patient,  eliminated  by  a reduction  in  dosage. 

Wilder,  J.  R.,  Norman,  A.,  and  Resnick,  M. 
I.:  Technic  of  lymphography.  New  York 

State  J.  Med.  63:  2211  (Aug.  1)  1963. 

A modification  of  the  Kinmouth  method  of 
lymphography,  although  time-consuming  and 
tedious,  has  enabled  visualization  of  the  lym- 
phatics of  the  upper  and  lower  extremities; 
the  inguinal,  Uiac,  retroperitoneal,  and  axillary 
nodes;  and  the  thoracic  duct.  In  a first  series 
of  10  patients,  there  were  8 failures;  in  a second 
series  of  10  patients,  2 failures,  and  in  a third 
series  of  80  patients,  10  failures,  all  occurring 
because  the  lymphatics  were  so  small  that 
cannulation  was  impossible.  Experience  with 
this  technic  widens  its  usefulness. 

Becker,  R.  O.:  Relationship  of  geomagnetic 

environment  to  human  biology.  New  York 
State  J.  Med.  63:  2215  (Aug.  1)  1963. 

The  magnetic  field  of  the  earth  is  an  important 
physiologic  factor  for  hving  organisms.  It  ap- 
pears that  behavioral  changes  of  an  undesirable 
nature,  either  quite  evident  or  subtle,  may  result 
from  exposure  to  environments  having  lower  or 
higher  field  strengths  than  “normal”  or  those 
having  either  no  fluctuation  or  cyclic  fluctua- 
tion at  frequencies  other  than  those  to  which  we 
are  adjusted.  Magnetic  factors  beyond  eight 
earth  radii  distance  must  be  investigated 
thoroughly  before  exposing  human  beings  to 
such  environments. 
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Abstracts  in  Interlingua 


Peck,  F.  C.,  Jr.,  e Olson,  K.  B.:  Le  tracta- 

mento  de  avantiate  cancere  mammari  per  hypo- 
physectomia  (anglese),  New  York  State  J. 
Med.  63:  2191  (1  de  augusto)  1963. 

Hypophysectomia  esseva  efifectuate  in  44 
patientes  con  avantiate  cancere  mammari. 
Melioration  objective  occurreva  in  16  casos  (i.e. 
36  pro  cento)  con  un  duration  de  duo  menses  o 
plus.  Le  duration  median  del  responsa  esseva 
novem  menses.  Cinque  patientes  moriva  intra 
trenta  dies  post  le  operation.  II  es  probabile 
que  le  hypophysectomia  effectuate  in  le  opera- 
tion esseva  complete  in  86  pro  cento  del  casos. 
Le  natura  de  previe  responsas  a oophorectomia 
o a therapia  a hormones  non  esseva  utile  como 
criterio  in  le  prediction  de  un  favorabile  re- 
sponsa. In  solmente  2 patientes,  chimotherapia 
e therapia  a hormones  post  le  hypophysectomia 
monstrava  un  certe,  ben  que  limitate  successo. 
Le  operation  es  de  valor,  sed  illo  deberea  esser 
empleate  solmente  post  al  minus  un  essayo  con 
therapia  a hormones  o con  oophorectomia  in 
feminas  de  etate  pre-menopausal  e ante  que  le 
morbo  es  si  avantiate  que  il  es  pauco  probabile 
que  le  patiente  va  viver  satis  longemente  pro 
render  un  possibile  remission  vermente  interes- 
sante. 

Spring,  M.:  Le  uso  de  acido  tri-iodothyro- 

propionic  in  le  tractamento  de  hypothyroidismo 
(anglese).  New  York  State  J.  Med.  63:  2204 
(1  de  augusto)  1963. 

Esseva  studiate  le  eflBcacia  de  acido  tri- 
iodothyropropionic  in  le  therapia  reimplacia- 
mental  pro  hypothyroidismo  in  un  casuistica  de 
24  patientes.  Le  dose  de  mantenentia  amontava 
al  media  a 2,99  mg.  Le  cholesterol  del  sero  e le 
peso  declinava  e le  nivello  de  iodo  ligate  a 
proteina  montava.  In  patientes  con  angina,  il 
pare  que  acido  tri-iodothyropropionic  es  plus 
efficace  que  le  hormones  natural  e ha  minus 
adverse  efifectos  secundari.  Le  quantitate  del 
pharmaco  requirite  pro  reducer  le  electrocardio- 
gramma  anormal  a un  configuration  normal 


coincideva  usualmente  con  le  dose  de  man- 
tenentia. Le  sol  adverse  effecto  secundari 
esseva  tachycardia  e,  in  1 patiente,  perdita  de 
peso.  Istos  se  ehminava  per  un  reduction  del 
doses. 

Wilder,  J.  R.  Norman,  A.,  e Resnick  M.  I.: 

Le  technica  del  lymphographia  (anglese).  New 
York  State  J.  Med.  63:  2211  (1  de  augusto) 
1963. 

Un  modification  del  methodo  lymphographic 
de  Kinmouth — ben  que  costose  in  tempore  e 
satis  tediose — ha  rendite  possibile  le  visuahsa- 
tion  del  lymphaticos  del  extremitates  superior  e 
inferior,  del  nodos  inguinal,  ihac,  retroperitonee, 
e axiUari,  e del  ducto  thoracic.  In  un  prime  serie 
de  10  patientes,  8 del  studios  esseva  non-suc- 
cessose;  in  un  secunde  serie  de  10  patientes,  2 
esseva  non-successose;  e in  un  tertie  serie  de  80 
patientes,  10  esseva  non-successose.  In  omne 
iste  ultime  casos,  le  non-successos  esseva  causate 
per  le  facto  que  le  lymphaticos  esseva  si  micre 
que  cannulation  esseva  impossibile.  Exper- 
ientia  in  le  uso  de  iste  technica  disveloppa  su 
utihtate. 

Becker,  R.  O.:  Le  relation  inter  le  ambiente 
geomagnetic  e le  biologia  human  (anglese) , N ew 
York  State  J.  Med.  63:  2215  (1  de  augusto) 
1963. 

Le  campo  magnetic  del  terra  es  un  importante 
factor  in  le  vita  organic.  Il  para  que  altera- 
tiones  del  comportamento  de  natura  indesira- 
bile — de  grado  evidente  o multo  subtil — pote 
resultar  del  exposition  a ambientes  con  plus 
basse  o plus  alte  fortias  de  campo  que  le 
“norma”  o a campos  que  ha  nulle  fluctuation  o 
un  fluctuation  cyclic  de  frequentias  altere  que 
illos  al  quales  le  organismo  es  accostumate. 
Factores  magnetic  in  regiones  a un  distantia  de 
plus  que  octo  radios  terrestre  debe  esser  in- 
vestigate meticulosemente  ante  que  esseres 
human  es  exponite  a illos. 
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Announcement  1963  District  Branch  Meetings 


Branch 


First 


Second 


Third 

AND 

Fourth 


Fifth 

AND 

Sixth 


Seventh 


Eighth 


Ninth 


Date 


Monday,  May  13 


Friday,  Saturday,  Sunday, 
September  6,  7,  8 


Thursday,  October  10 


Friday,  Saturday,  Sunday, 
September  13,  14,  15 


Place 


Statler  Hilton, 
New  York  City 


Montauk  Manor, 
Montauk  Point, 
New  York 


Sterling-Winthrop 
Research  Institute, 
Rensselaer,  New  York  j 


Whiteface  Inn, 
Lake  Placid 


Thursday,  Friday,  Saturday,  Grossinger’s, 

Simday,  October  3,  4,  5,  6 Grossinger,  New  York 


Saturday,  October  5 


Parkway  Inn, 
Niagara  Falls, 
New  York 


Monday,  May  13 


Statler  Hilton, 
New  York  City 
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Month  m Washington 


The  Department  of  Health,  Education,  and 
Welfare  is  well  along  in  its  investigation  of 
krebiozen,  the  controversial  product  which  has 
been  distributed  as  an  anticancer  investigational 
drug. 

HEW  disclosed  its  progress  in  the  investiga- 
tion in  answering  a suit  filed  in  Federal  district 
court  by  Dr.  Stevan  Durovic,  a refugee  Yugoslav 
physician  who  maintains  he  discovered  kre- 
biozen. The  court  denied  Durovic’s  petition 
for  a temporary  injunction  against  the  Food  and 
Drug  Administration  which  would  have  ham- 
pered the  Federal  government’s  investigation  of 
krebiozen. 

HEW  said  it  is  trying  to  answer  the  basic 
question:  Is  krebiozen  effective?  To  get  the 
answer,  HEW  said,  “it  is  necessary  to  know 
' precisely  what  krebiozen  is,  how  it  is  manu- 
j factored,  and  what  controls  are  used  to  insure 
its  safety,  eflScacy,  sterility,  purity,  and  identity. 
The  results  of  tests  on  animals  and  full  details  of 
I the  case  histories  of  tests  on  human  patients 
must  be  known. 

“It  is  the  responsibility  of  the  manufacturer 
to  make  this  information  available  to  FDA. 
The  sponsors  of  krebiozen  have  been  advised 
repeatedly  since  the  filing  of  their  first  new 
drug  application  in  1954  that  information 
submitted  by  them  has  not  met  the  foregoing 
requirements.” 

FDA  personnel  began  the  government  in- 
vestigation last  February  by  copying  508  case 
history  records  furnished  by  Durovic  and  for 
each  of  which  it  was  claimed  that  krebiozen  had 
been  effective  in  some  measure.  The  FDA 
then  set  out  to  obtain  the  full  medical  facts  and 
records  about  each  case.  This  entailed  visits  to 
patients,  physicians,  hospitals,  laboratories, 
pathologists,  surgeons,  radiologists,  and  anyone 
else  associated  with  the  treatment  of  these 
patients. 

“About  half  of  the  508  cases  copied  by  the 
Food  and  Drug  Administration  and  NIH 
oflicials  have  already  been  thoroughly  investi- 
gated by  the  FDA’s  field  staff,”  the  HEW  said 
in  a July  3 report.  FDA  expects  to  complete 
this  phase  of  the  investigation  within  a few 
weeks. 

“As  these  completed  cases  are  received  by 
FDA  in  Washington,  they  are  reviewed  by 
medical  oflScers  of  the  Bureau  of  Medicine, 
FDA,  and  a summary  made  of  each  case  together 
with  the  physicians’  conclusions  as  to  whether 
the  claim  of  benefit  is  justified  by  objective 
evidence.  The  review  of  about  100  cases  by 
these  physicians  has  been  completed  to  date. 

“Physicians  of  the  National  Cancer  Institute 
will  make  a second  independent  review  of  each 

Prepared  by  the  Washington,  D,C.,  Office  of  the  American 
Medical  Association. 


case,  consulting  when  necessary  with  outside 
experts  in  the  particular  fields  of  treatment 
involved  to  determine  whether  any  claim  of 
benefit  is  justified. 

“These  reviews  will  be  the  basis  on  which 
judgment  will  be  made  by  scientists  at  the 
National  Cancer  Institute  as  to  whether  clinical 
testing  by  NCI  is  justified.” 

Durovic  filed  his  suit  for  an  injunction  after 
FDA  oflBcials  undertook  to  acquire  information 
relating  to  the  manufacture,  packaging,  process- 
ing, and  distribution  of  krebiozen.  In  this 
inspectional  phase  of  the  investigation,  the  FDA 
seeks  to  determine  the  composition  of  the 
product,  how  it  is  made,  the  controls  exercised 
in  the  manufacture  to  insure  uniformity  of 
composition,  purity,  sterility,  potency,  stability, 
and  safety,  the  labeling  employed,  the  distribu- 
tion of  the  product,  and  other  matters  bearing 
on  the  legality  of  distribution  of  the  product 
under  Federal  law. 

The  developers  of  krebiozen  claim  it  is  made 
from  a yellowish-white  powder  extracted  from 
the  blood  of  a horse.  This  powder  is  dissolved 
in  mineral  oil  and  the  combination  is  put  into  a 
glass  ampule  which  holds  one  cubic  centimeter. 

Some  of  the  powder  substance  was  obtained 
from  horses  killed  in  Argentina  and  some  of  it 
from  horses  at  Rockford,  Illinois.  The  blood  of 
the  horses  killed  at  Rockford  was  used  to 
prepare  two  batches  of  the  powder  in  the  Ken-L 
Ration  Division  of  the  Quaker  Oats  Company 
in  1959  and  1960,  the  government  brief  said. 
The  division  makes  dog  food. 

“The  conditions  of  pretreatment  inspection  of 
the  horses,  of  injecting  the  animals,  of  selection 
of  animals  for  bleeding,  of  bleeding,  and  of 
handling  the  blood  and  plasma  met  none  of  the 
basic  requirements  of  current  good  manu- 
facturing practice,”  the  brief  said. 

* * * 

The  American  Medical  Association  warned 
that  research  on  new  drugs  could  be  seriously 
hampered  by  too  exacting  regulation  and 
supervision  by  the  Federal  government. 

Hugh  H.  Hussey,  M.D.,  directorofthe  A.M.A’s 
Division  of  Scientific  Activities,  told  a Senate 
subcommittee  that  “medicine  and  the  pharma- 
ceutical industry  have  established  an  outstand- 
ing record,  particularly  over  the  last  two 
decades,  in  the  discovery,  development  and  use 
of  life-saving,  health-saving,  and  pain-relieving 
drugs.” 

“The  benefit  to  our  people  from  such  discovery 
is  so  great  in  terms  of  reduced  mortality  and  the 
increased  control  of  numerous  diseases  that  it  is 
diflScult  to  speculate  what  the  state  of  our 
nation’s  health  would  be  without  them,”  he 
added. 

Dr.  Hussey  said  the  A.M.A.  was  well  aware 
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of  the  responsibilities  of  private  industry  in 
drug  research,  developing,  and  marketing.  But 
these  activities,  particularly  research,  could  not 
be  stereotyped,  he  said. 

“There  are  few  men  and  few  organizations 
with  the  talent,  experience,  resources,  knowl- 
edge, and  courage  to  carry  our  drug  research 
from  the  initial  step  to  the  point  where  the  drug 
is  available  to  save  the  lives  and  health  of  our 
citizens,”  Dr.  Hussey  said.  “The  manner  in 
which  these  men  and  organizations  operate  is 
highly  individualistic.  It  is,  therefore,  im- 
portant to  insure  protection  of  the  creativity  of 
such  persons  which  could  be  harmed  by  stand- 
ardization of  their  procedure  through  unneces- 
sary and  overly  burdensome  governmental 
regulation  and  supervision. 

“Thus,  in  the  best  interests  of  the  health  care 
of  the  American  people,  consideration  must  be 
given  to  the  benefits,  accomplishments,  and  the 
work  and  practical  problems  of  the  drug  investi- 


Virus fight  underway 


Greater  understanding  of  the  mechanism  of 
virus  infections  and  more  efficient  ways  of 
fighting  them  are  being  sought  in  a Columbia 
University  study  under  a renewed  grant  of 
$30,055  from  The  National  Foundation-March 
of  Dimes. 

The  award  was  announced  jointly  by  Grayson 
Kirk,  M.D.,  president  of  the  University,  and 
Basil  O’Connor,  president  of  The  National 
Foundation.  The  project  is  being  carried  out 
by  a group  headed  by  Hattie  E.  Alexander, 
M.D.,  professor  of  pediatrics  at  the  University’s 
College  of  Physicians  and  Surgeons. 

A main  objective  of  the  study  has  been  to 
breed  hybrid  viruses  which  might  serve  as  the 
basis  of  new  vaccines.  During  one  phase  of  the 
investigation  the  Columbia  group  achieved  a 
promising  lead  as  the  result  of  infecting  a ceU 
simultaneously  with  poliovirus  Types  I and 
II.  There  was  evidence  that  genetic  material 
from  the  two  types  united  in  the  cell,  giving 
rise  to  a new  hybrid. 

The  scientists  are  currently  trying  to  repeat 


gators  and  pharmaceutical  industry,  as  well  as  to 
the  responsibilities  of  the  Food  and  Drug  Admin- 
istration, in  assessing  and  solving  problems  in 
this  field.  The  A.M.A.  does  not,  and  we  are  sure 
that  no  one  in  the  government,  in  the  pharmaceu- 
tical industry,  or  in  the  scientific  professions  in- 
volved, want  to  see  a single  individual  injured  by 
an  unsafe  drug. 

“We  are  equally  sure  these  same  groups  are 
similarly  opposed  to  any  regulatory  measures 
which  would  delay  or  prevent  the  development 
of  life-saving  and  health-saving  drugs.  Thus, 
in  considering  the  proposed  regulations  govern- 
ing investigational  new  drugs,  we  believe  that 
there  is  only  one  ultimate  test  to  be  applied: 
What  procedures  and  what  actions  of  govern- 
ment, industry,  and  the  scientific  professions 
wUl  lead  to  the  quickest  discovery  and  most 
effective  utilization  of  drugs  for  the  greatest 
benefit  of  the  people  of  this  country  in  their 
constant  struggle  against  disease  and  death?” 


thus  success  with  a hybrid  which  will  reproduce 
itself  indefinitely,  and  thus  prove  cUnically 
useful.  Presumably,  in  a vaccine  such  a 
“blend”  might  produce  immunity  against 
both  types  of  parent  vu’uses. 

Dr.  Alexander  and  her  coworkers  ai’e  also 
following  up  theh  earlier  observation  on  the 
behavior  of  RNA  (ribonucleic  acid)  as  an  in- 
fecting agent.  This  chemical,  which  is  the  core 
of  poliovirus,  has  the  abihty  even  when  divested 
of  its  protein  coat  to  invade  susceptible  cells 
and  there  reproduce  whole  virus. 

The  Columbia  team  found  that  the  extent 
to  which  such  free  polio  RNA  can  enter  a cell 
is  greatly  influenced  by  the  concentration  of 
chemical  salts  in  the  surrounding  environment. 

The  workings  of  this  “salt  effect”  can  be 
seen  when  the  salt  concentration  is  reduced  to  a 
certain  level,  at  which  point  the  vh’al  RNA  is 
no  longer  able  to  infect  the  cells.  Conversely, 
it  regains  its  ability  to  infect  when  the  salt  con- 
centration is  once  again  increased. 

Taking  advantage  of  what  they  know  about 
the  salt  effect,  the  reseai'chers  are  hoping  to 
encourage  hybrid  virus  formation  by  altering 
the  concentration  of  certain  chemicals  in 
their  experimental  tissue  cultures. 
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Index  to  Advertised  Products 


I Analgesics 

Percodan  (Endo  Laboratories) 2171 

■ Antiasthmatic  bronchodilators 

I Deltasmyl  (Roussel  Corp.) 2175 

I Antibiotics 
Neosporin 

(Burroughs  Wellcome  & Company,  Inc.) 2190 

' Anticonvulsants 

I Dilantin  (Parke  Davis  & Company) 2nd  Cover 

I Antihypertensives 

Ser-ap-es  (Ciba  Pharmaceutical  Company). . . .2158-2159 
^ Antiseptics 

tj  Alkalol  (Alkalol  Company) 2295 

f Antivertigo 

t,  Antivert  (J.  B.  Roerig  & Company) 2173 

f Diagnostic  aids 

I Combistix  (Ames  Company,  Inc.) 3rd  cove 

I'  Diagnostic  instruments 

I Electrocardiograph  (Sanborn  Company) 2177 

Foods 

l|;  Filbert's  margarine  (J.  H.  Filbert,  Inc.) 2157 

Gastrointestinal 

Pro-Banthine  (G.  D.  Searle  & Company) 2189 

' Muscle  relaxants 

j Trancopal  (Winthrop  Laboratories) 2161 

I Respiratory  liquifacients 

j lodo-Niacin  (Cole  Chemical  Company) 2181 

I Smooth  muscle  relaxants 

j Vasodilan  (Mead  Johnson  Laboratories) 4th  cover 

Steroids  & hormones 

iAristocort 

(Lederle  Laboratories, 

1 Div.  Amer.  Cyanamid  Co.) 2182-2183 

I)  Neo-Aristocort 
I (Lederle  Laboratories, 

Div.  Amer.  Cyanamid  Co.) 2167 


' Tranquilizers 

f Miltown  (Wallace  Laboratories) 2165 


ALKALOL 

for  mucus 
membranes 
bland^ 
effective 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


WANTED! 

AUGUST  15,  1962  ISSUE 
OF  THE  JOURNAL 

We  should  very  much  appreciate 
your  donating  this  back  issue  to  the 
Society.  We  are  in  short  supply, 
£uid  need  this  particular  back  nmn- 
ber  for  foreign  and  medical  school 
requests.  Please  send  to : New  Y ork 
State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 


Vitamins 

Cloc  Drops  (White  Laboratories) 


2179 
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Officers  / County  Medical  Societies  / 1963 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . 

Cayuga 

Chautauqua.. 
Chemung. . . . 
Chenango. . . . 

Clinton 

Columbia. . . . 

Cortland 

Delaware  .... 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond . . . 
Rockland .... 
St.  Lawrence. 

Saratoga 

Schenectady . 
Schoharie.  . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins. . . . 

Ulster 

Warren 

Washington. . 

Wayne 

Westchester. . 
Wyoming.  . . 
T ates 


Francis  A.  Stephens Albany 

John  F.  Glosser Wellsville 

Jerome  B.  Flynn Bronx 

Michael  J.  Maggiore Endicott 

Leo  John  Murphy Olean 

William  W.  Robertson Auburn 

Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Chmles  L.  DuBuar Sherburne 

John  Menustik,  Jr Plattsburgh 

Robert  L.  Bowerhan Copake 

William  J.  McAuliffe Cortland 

Harry  J.  Wilbur Walton 

James  K.  Keeley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Hans  Leeds Catskill 

Arthur  H.  Mulligan Herkimer 

Thomas  P.  Hamilton . . . Watertown 

Julius  E.  Stolfi Brooklyn 

John  H.  Brooks Lowville 

Isidore  I.  Perimutter Geneseo 

William  A.  Bramley Oneida 

Charles  R.  Harris . . . East  Rochester 

Philip  Cortese Amsterdam 

Raymond  F.  Smith Garden  City 

George  Hinder New  York 

William  R.  Lewis ....  Niagara  Falls 

E.  P.  Russell,  Jr.. Rome 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Lome  S.  Tieman Middletown 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  Duston  Rames.Cooperstown 

John  del  Campo Carmel 

I.  G.  Frohman ....  Rocka way  Beach 

John  Enzien Troy 

Joseph  F.  Shanaphy New  Dorp 

L.  G.  Weishaar,  Jr Nanuet 

Lampher  C.  Weston Massena 

John  Esposito Saratoga  Springs 

Norman  D.  Kathan . . .Schenectady 

Donald  Rich  Lyon Middleburg 

James  J.  Norton  ....  Montour  Falls 

Bruno  Riemer Romulus 

Ralph  F.  Traver Bath 

Jesse  W.  Mahoney . . . East  Setauket 

Jacob  Rubin Woodburne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

John  A.  Cooke,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Walter  S.  Bennett Granville 

Evan  Tansley Newark 

James  M.  Jones Bronxville 

Leo  L.  Tmka Arcade 

Wilfred  D.  McCusker, . . . Penn  Yan 


John  J.  Phelan,  Jr Albany 

Kurt  Zinner Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Olean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestowm 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Thomas  C.  Seymour Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  D.  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosbvu-gh Coxsackie 

Oscar  J.  Muller Little  Falls 

James  L.  Harrington ....  Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Leam. . . . Moimt  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky . . . Rochester 
Helen  M.  Blanchard.  . . . Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger. . . .Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt. . . . Oswego 

John  M.  Constantine Oneonta 

Ammiel  D.  Schwartz Brewester 

Peter  V.  Gugliuzza Hollis 

John  Squadrito Troy 

John  H.  Randall Staten  Island 

S.  B.  Adler Spring  Valley 

William  R.  Carson Potsdam 

Claire  K.  Amyot . . Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  Dewell. . . . Cobleskill 

Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falls 

Milton  Tully Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried. . . . Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Charles  R.  Bannon Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Robert  E.  Healy Mt.  Kisco 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Lewis  W.  Barton Albany 

Kurt  Zinner Wellsville 

Harold  E.  Brodman Bronx 

F.  Maurice  Breed Johnson  City 

Duncan  C.  Wormer Portville 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

Henry  B.  Marshall Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Thomas  C.  Seymour Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond. . . . Johnstown 

James  McCutcheon Batavia 

Mahlon  A.  Atkinson Catskill 

Timothy  J.  Howard Newport 

James  L.  Harrington ....  Watertown 

James  L.  O’Letiry Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn ....  Mount  Morris 

Robert  F.  Schramm Cazenovia 

T.  Paul  Guest Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr.. . Niagara  Falls 

Theodore  F.  Thomas Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Victor  S.  Lait Flushing 

Joseph  Lasko Troy 

J.  J.  Silverman Staten  Island 

D.  Hyman Suffem 

Maurice  J.  Elder Massena 

William  H.  Moore.  Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheiraer.  .Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried. . . . Livingston  Manor 

Paul  Zoltowski Waverly 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  Woodhull Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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PINEWOOD 


Walter  A.  Thompion,  M.O.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Ketonah,  N.y.  Tel:  CEntial  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

I A psychiatric  hospital  offering  individual  treatment  for  all 
I nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
iPsychoanalytically  oriented.  Pharmacological  and  electro 
I therapeutic  methods.  Rates — moderate. 


W£ST  BILL 

West  252nd  St.  and  Fieldston  Road 
Riwerdale-on-the-Hudson,  New  York  City 
For  QciTOus,  mcQUl,  drug  tad  tlcoboUc  pacieots.  The  ftoicarium  ii 
beautifully  located  ia  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

MRS.  HENRY  W.  LLOYD,  R.N.,  Administrator 
Telephone:  Kingsbridge  9*8440 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1.00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


HOLBROOK  MANOR 

Five  Acres  of  Pinewo'-  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  O-P.,  M.A.P.A, 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psyebiatrie  hospital  for  voluntary  and  eom- 
mitted  patienta.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital eare  and  treatment. 

Ralph  S.  Banay,  M.D.,  Director 


POSITIONS  WANTED 


SURGEON,  D.S.,  F.A.C.S.— RETIRED  FROM  ACTIVE 
ward  service  desires  part-time  association  with  com- 
pensation, industrial,  insurance,  etc.  group.  Box  769,  % 
N.  Y.  St.  Jr.  Med. 


OBSTETRICIAN-GYNECOLOGIST  — 29.  BOARD 
eligible.  Finest  University  training.  Desires  group,  solo, 
or  partnership  opportunity.  Box  770,  % N.  Y.  St.  Jr. 
Med. 


MISCELLANEOUS 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
CH  2-2330,  Ext._  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 


COLLECTIONS— THE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  assures  good  results.  Free 
Service  first  18  days — rates  after  Free  Service  30%  on  ac- 
counts lees  than  6 months  past  due;  33'/i%  lose  than  a 
year;  35%  less  than  3 years  and,  50%  on  accounts  over  3 
years  old,  accounts  recovered  by  attorneys  and  on  the  first 
ten  dollars,  regardless  of  the  age  of  the  account.  Write  for 
listing  forms — Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y. 
36. 


GENERALIST,  WELL  TRAINED,  EXPERIENCED, 
desires  or  will  consider  purchase  of  CP,  Industrial  or 
Group  association.  Partnership,  N.  Y.  City,  suburban 
areas  preferred.  Box  775,  % N.  Y.  St.  Jr.  M^. 


INTERNIST  — GASTROENTEROLOGIST,  BOARD 
eli^ble,  age  33,  trained  in  G.I.  radiology  and  endoscopy, 
desires  association  with  established  physician  or  group. 
Write  Box  783,  N.  Y.  St.  Jr.  Med. 


SCIENTIFIC  PAPERS  PREPARED  FOR  PUBLICA- 
tion.  Researched,  Written,  or  Edited,  Typed  for  Journals. 
A.  Brown.  Private  Medical  Editor,  914-OW  8-1232  or 
246  Knollwood  Avenue,  Mamaroneck,  N.  Y. 


OBSTETRICIAN-GYNECOLOGIST,  38,  UNIVERSITY 
trained.  Board  eligible,  2 years  solo  practice  in  large 
eastern  city,  seeks  relocation  in  association,  partnership, 
group.  Box  784,  % N.  Y.  St.  Jr.  Med. 
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PHYSICIANS  WANTED 


G.P.,  YOUNG,  ASSOCIATE  WITH  40  YEAR  OLD  G.P. 
Long  Island,  50  miles  N.  Y.  C.  No  OB.  $12,000  first 
year  then  partnership.  Box  773,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  WANTED:  COUNTRY 

atmosphere;  4,600  population;  School  Physician,  Health 
Officer  positions  available.  Hospitals  nearby.  Contact 
Mrs.  Thomas  M.  Barrett,  R.D.  #1,  Whitesboro,  New  York. 


PEDIATRICIAN  AS  ASSOCIATE:  LOWER  WEST- 

chester-Upper  Bronx.  Guaranteed  income  until  full 
partnership.  Teaching  hospital  affiliation.  Box  753, 
% N.  Y.  St.  Jr.  Med. 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
bo  Board  eligible.  Write  ^x  581,  % N.  Y.  St.  Jr.  Med. 


LOCUM  TENENS  WANTED:  OCTOBER  1 TO  NOVEM- 
ber  1.  General  practice.  Bay  Ridge,  Brooklyn,  N.  Y. 
Call  SHore  Road  5-1252. 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  InteCTated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  S^ary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.  V. 


WANTED:  INTERNIST,  BOARD  QUALIFIED,  FOR 
large  hospital.  Box  702,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTICE:  UNLIMITED  OPPORTUNITY 
for  general  practitioner.  New  hospital  opening  in  18 
months.  Phone  or  write  Mahopac  Hospital,  Mahopac, 
New  York.  M A 8-3406. 


WANTED.  FELLOWS  IN  THORACIC  AND  CARDIO- 
vascular  surgery  combined  with  surgical  research  for 
500-bed,  modern,  chronic  disease  hospital.  Salary  open, 
depending  on  qualifications.  Apply  Charles  P.  Bailey, 
M.D.,  Director  of  Thoracic  and  Cardiovascular  Surgery, 
St.  Barnabas  Hospital,  Bronx  57,  N.  Y. 


ANESTHESIOLOGIST— BOARD  CERTIFIED  OR 

qualified  as  associate  to  Chief  of  Dept,  in  a major  teach- 
ing hospital  in  N.  Y.  C.  Part  or  full  time.  Commensurate 
salary.  Write  full  details.  Box  776,  % N.  Y.  St.  Jr.  Med. 


DIRECTOR,  MEDICAL  EDUCATION— INTERNIST 
or  Medical  sub-specialty.  Board  Certified/eligible. 
313-bed  general  hospital  with  internship  and  surgical 
residency.  University  affiliation  (psychiatry)  with  chal- 
lenging program  in  other  services  being  initiated.  Medical 
school  faculty  appointment  encouraged.  Compensation 
commensurate  with  training,  ability  and  experience. 
Write  Dr.  W.  T.  Rumage,  Jr.,  Director,  Medical  Educa- 
tion, Norton  Memorial  Infirmary,  Louisville,  Kentucky. 


PHYSICIANS  WANTED— CONT’D 


WAN'TED:  E.N.T.— BOARD  ELIGIBLE,  MILITARY 

Service  completed.  Salary  open,  with  partnership,  there- 
after. N.  Y.  State  License  required.  Box  782,  % N.  Y. 
St.  Jr.  Med. 


WANTED:  OPHTHALMOLOGIST,  BOARD  ELIGIBLE, 
Military  Service  completed.  Salary  open,  with  partner- 
ship, thereafter.  N.  Y.  State  License  required.  Box  781, 
% N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED.  IMMEDIATE  OPENINGS 
for  Physicians  with  training  in  Internal  Medicine  in  very 
active  GM&S  Hospital  affiliated  with  Downstate  Medical 
Center  and  Kings  County  Hospital.  Board  certification 
desired.  Salary  from  $12,845  to  $18,405.  Apply  to  Chief 
of  Staff,  VA  Hospital,  Brooklyn  28,  New  York. 


E.N.T.  ASSOCIATE  WANTED— PARTICULARLY 
with  training  in  head  & neck  surgery.  Metropolitan  New 
York.  Box  787,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  NEEDED.  SENIOR 
partner  retiring.  Prosperous,  lovely,  semi-rural  village. 
15  miles  from  Rochester.  Large,  scientific  practice. 
Prefer:  some  residency;  bookish,  viola  player.  Cur- 

riculum vitae  to  C.  R.  Keller,  Jr.,  M.D.,  290  South  Avenue, 
Hilton,  New  York. 


ASSOCIATE,  INTERNAL  MEDICINE,  IMMED- 
iately.  Busy  practice,  suburban  Rochester,  N.  Y.  At- 
tractive salary  first  year  if  desired;  excellent  income 
potential;  complete  ownership  possible  in  3-5  years; 
hospital  appointment  available;  thorough  indoctrina- 
tion; modern  facilities.  P.O.  Box  7462,  Rochester,  N.  Y. 
14615. 


REAL  ESTATE  FOR  SALE  OR  RENT 


UNUSUAL  OPPORTUNITY  IN  HUDSON  RIVER  COM- 
munity  for  doctor.  22  room  home  in  excellent  condition. 
Ideal  for  clinic.  $39,000.  Metz-Wood  Agency,  Inc., 
Chatham,  N.  Y. 


OFFICE  TO  SHARE;  PARK  AVENUE,  86TH  STREET. 
Includes  minor  operating  and  recovery  rooms.  Photo 
and  X-Ray  facilities.  Suitable  ENT,  plastic  or  similar 
specialty.  Box  754,  % N.  Y.  St.  Jr.  Med. 


FOR  RENT— MERRICK.  L.  I..  N.  Y.;  FULLY  EQUIPPED 
office.  New,  modern.  For  general  practitioner  and/ 
or  pediatrician.  Professional  building.  Call  Mr.  Nagle, 
MA  3-6600. 


PROFESSIONAL  OFFICES  AVAILABLE.  NEW 
building,  air-conditioned,  garage,  doormen,  excellent 
transportation.  Physician  needed  in  area.  401  W.  56 
St.  PL  5-9134  or  BU  8-5468. 


EAST  ROCKAWAY,  HEWLETT,  LYNBROOK  AREA: 
Corner,  6 room  center  hall  colonial  brick  house,  50  X 100. 
Additional  property,  45  X 100,  available  for  atteched  or 
detached  professional  office  and  parking  facilities.  Call 
LY  9-8145. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CON’TD 


LINDENHURST.  OFFICE  SPACE  AVAILABLE  IN 
modern  air-conditioned  professional  bldg,  on  main  street 
in  fast  growing  village  that  needs  a pediatrician,  obstetri- 
cian, radiologist.  Write  Wellwood  Realty,  498  S.  2nd  St., 
Lindenhurst.  TU  4-0531. 


SPACIOUS,  FULLY  EQUIPPED,  ESTABLISHED 
doctor’s  office;  diathermy  machines.  Also  suitable  for 
dentist.  Reasonable  rental.  HY  7-0322.  Montrose  Ave. 
Brooklyn. 


WANTED;  PHYSICIANS  AND  SURGEONS  FOR  NEW 
private  hospital  venture.  Vacant  land  in  choice  Man- 
hattan site.  Participate  in  ownership.  Write  Mr.  Otto 
F.  Hidalgo,  Helmsley-Spear,  Inc.,  25  Broad  Street,  New 
York  4,  N.  Y.  Tel.  WH  4-0375. 


SPECIALIST  TO  SUBLET  WITH  ESTABLISHED 
OB-GYN;  Hauppauge  new  professional  center,  com- 
pletely equipped,  in  hub  of  fastest  growing  Smithtown 
area.  Box  780,  % N.  Y.  St.  Jr.  Med. 


N.Y.C.,  YORK  Ave.  & 81  ST.  Specially  constructed  suite 
for  Physicians,  Dentists,  Medical  group,  clinic,  etc.  In 
new  20-story  building;  private  entrance.  Consists  of  3 
consultation  rooms,  6 treatment  rooms,  large  waiting 
room,  x-ray  and  laboratory  rooms,  etc.  Reasonable 
rental.  Phillips,  Wood  Dolson,  Inc.,  241  West  72  St., 
New  York  City,  EN.  2-8900. 


FOR  SALE  OR  RENT:  FULL  BRICK,  2 FAMILY 

house  with  garden.  Fully  furnished,  fully  equipped  for 
M.D.  Call  GR  1-9437. 


FOREST  HILLS,  L.I.,  N.Y.  COUNTRY  SETTING,  ‘A 
acre  beautifully  landscaped.  All  brick,  10  rooms,  suitable 
for  physician,  air  conditioned,  finished  basement — 20  X 45 
ft.;  filtered  swimming  pool,  cabanas,  many  other  extras. 
Short  walk  to  aU  facilities.  $90,000;  principals  only; 
call  between  5 & 8 P.M.  Sunday  all  day.  212  BO 
8-1092.  Box  786,  % N.  Y.  St.  Jr.  Med. 


EXCELLENT  LOCATION  FOR  SPECIALIST,  Op- 
posite busy  shopping  center;  near  3 schools,  hospitals, 
parkways.  Beautiful  home-office  combination.  516 
LI  1-1262  or  ED  3-0222. 


ROCKVILLE  CENTRE,  N/S:  SUNNY  2 STORY  COLO- 
nial  8*/arm,4-5  bdrm.  Hollywood  kit.,  modern  interior. 
85  X 125  corner;  bus  stop.  Suitable  for  professional. 
Drastically  red.  to  $28,500;  80%  mtg.  Immed.  occupancy. 
212  TR  7-8669  or  516  RO  6-3198. 


EQUIPMENT  FOR  SALE 


X-RAY  MACHINE,  DEEP  THERAPY,  KELEKET 
Model  220  C,  200  kv,  20  ma.  $1500.  Also  Standard 
stereo  cassette  changer— -$200.  Area  212  ILlinois  9-7680. 


PRACTICES  FOR  SALE  OR  RENT 


20  YEAR,  VERY  ACTIVE  GENERAL  PRACTICE  FOR 
sale  in  Queens.  Beautiful  split  level  home;  fully  equipped 
8 room  office  on  the  ground  floor;  reasonable.  “Chance  of 
a lifetime.”  Gross  income  in  1962:  $55,000.  Box  765,  % 
N.  Y.  St.  Jr.  Med. 


NYACK,  NEW  YORK.  AVAILABLE;  COMPLETELY 
equipped  office  of  lately  deceased  general  practitioner. 
Great  need  of  G.P.  in  this  area.  Box  772,  % N.  Y.  St.  Jr. 
Med. 


NEW  YORK— LONG  ISLAND.  $20,000  WILL  BUY  A 
Levitt  house,  equipment  and  a Genered  practice  with  a 
gross  income  over  $40,000.  Box  779,  N.  Y.  St.  Jr.  Med. 


WANTED : GENERAL  PRACTITIONER,  PERRY,  N.Y. 
30  year  large  practice,  recently  deceased  physician,  active 
until  June  18.  7 room  equipped  office,  attached  4 bed- 

room home.  Trained  staff  available.  Situated  on  lake 
with  fishing  and  sailing — resort  area.  Hospital  10  minutes 
away.  Will  introduce.  Contact  Paul  A.  Burgeson,  M.D., 
Warsaw,  New  York. 


DUE  TO  SPINAL  ACCIDENT,  25  YEARS  E.N.T.  PRAC- 
tice,  19  yrs.  same  location  in  Queens;  2 year  lease,  reason- 
able. Near  L.I.  R.R.,  buses  & subways.  Equipment  in- 
cluded. Box  785,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTICE,  OVER  $60,000  GROSS.  BEAU- 
tiful  home,  modern  equipped  office.  Hudson  Valley  area. 
Your  terms.  Roy  A.  Keute,  Bkr.,  Red  Hook,  N.  Y. 


FOR  SALE  OR  LEASE:  PRACTICE,  GENERAL  MED- 
icine,  available  immediately;  suburban  Rochester,  N.  Y.; 
modern  brick  building;  1700  sq.  ft.;  completely  furnished 
and  equipped,  including  E.K.G.  and  diathermy;  ample 
parking.  Gross  monthly  income  $4,500 — can  double  by 
adding  associate.  Hospital  appointment  available;  owner 
will  introduce;  attractive  terms.  P.O.  Box  7462,  Roches- 
ter, N.  Y.  14615. 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  2297 
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too,  is  compatible  with  a well- 
balanced  menu.  As  a pure,  wholesome  drink,  it  provides  a bit  of 
quick  energy. ..  brings  you  back  refreshed  after  work  or  play.  It 
contributes  to  good  health  by  providing  a pleasurable  moment’s 
pause  from  the  pace  of  a busy  day. 


||  In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 

i 


A potent  analgesic  and 

a superior  muscle  relaxant 

i 

i|  1.  A sprain  or  fracture  is  not  a big  clinical 
' problem— but  it  does  hurt.  And  if  there  is 
housework  to  do  and  kids  to  mind,  the  patient 
needs  something  to  numb  the  pain. 

j 2.  A.P.C.  compounds  have  limited  usefulness; 
! and  the  patient  can  buy  them  without  your 
prescription.  Unfortunately,  most  of  them  are 
too  mild  to  be  effective  for  sprains— and  more 
potent  products  too  often  make  the  patient 
^ feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases. 
Since  it  contains  both  ‘Soma’  (carisoprodol) 

I and  acetophenetidin  it  is  both  a potent  anal- 
I gesic  and  a superior  muscle  relaxant;  it  also 
contains  caffeine  to  offset  any  drowsiness 
I ("numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is 
1 or  2 tablets  q.i.d.  For  more  severe  pain,  try 
‘Soma’  Compounds- Codeine.  Dosage:  1 or  2 
tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur 
rarely.  Codeine  may  produce  addiction, 
nausea,  vomiting,  constipation  or  miosis. 


SonufCompound  ^ 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SomafCompound+Codeine  j 

carisoprodol  200  mg.,acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.)' 

®®WALLACE  LABORATORIES  j Cranbury,  N.J. 


CSO-9192 


both  victims 
of 

"communicable”* 

ANXIETY 

both 

responsive  to 

ATA  r;ix 

(brand  of  hydroxyzine  HCI) 


widely  favored 
for  the 

disturbed  child 

;iT;iRy1X.y™p 

because  of  its  efficacy,  outstanding  record  of 
safety. ..and  its  excellent  flavor  which  makes 
administration  a pleasure  instead  of  a project 


equally  effective 
for 

grownups 

MTM  R.3X  tablets 

and  equally  well  tolerated  by  patients  of  any 
age. ..no  dulling  of  mental  acuity  to  interfere 
with  normal  activities  of  busy  adults 


FOR  COMPLETE  PRESCRIPTION  INFORA^TION,  CONSULT  PRODUCT  BROCHURE 

•Literally,  of  course,  anxiety  is  not  “communicable**  as  the  word 
is  commonly  used,  but  you  probably  see  many  patients  whose 
emotional  disturbances  are  transmitted  to  and  reflected  in  the 
people  who  are  closest  to  them. 


For  0 high  potency  vitomin  B complex  formula  with  C, 
recommend  ASF®  (Anti-Stress  Formula). 


I 


New  York.N.Y. 

Division,  Chos.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
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Scientific  Articles 

2339  Unrecgonized  Major  Organic  Disease  in  a Geriatric  Mental  Hygiene  Clinic 

Jacob  H.  Friedman,  M.D.,  William  Dutchen,  M.D.,  and  David  M.  Dressier,  M.D. 
2345  Analysis  of  Transients  in  Cardiovascular  Sounds 

D.  Jackson  Coleman,  M.D.,  and  Simon  Rodbard,  M.D. 

2348  Problems  in  Sexual  Development,  Endocrinologic  and  Psychologic  Aspects 
John  Money,  Ph.D. 

2355  Newer  Acidifying  Agents  and  Mercurial  Diuretics  in  the  Treatment  of  Refractory 
Edema 

Richard  P.  Lasser,  M.D.,  and  Charles  K.  Friedberg,  M.D. 

Recent  Advances  in  Medicine  and  Surgery 

2359  Current  Status  of  Regional  Chemotherapy,  Part  I : Technics 

Walter  Lawrence,  Jr.,  M.D. 

Clinicopathologic  Conference 

2383  Fever  and  Pruritic  Generalized  Eruption 
Metropolitan  Hospital 

Tropical  Medicine  for  Temperate  Climates 

2391  Leprosy 

Kevin  M.  Cahill,  M.D.,  D.T.M.  & H. 

Correlation  Conferences  in  Radiology  and  Pathology 

2397  Carcinoma  of  Ureter,  Coiled  Catheter  Sign 
St.  Luke's  Hospital 

Case  Reports 

2400  Gallstone  Obstruction  of  the  Colon 

Ira  Teicher,  M.D.,  F.A.C.S.,  and  Khodarahm  Khodarahmi,  M.D. 

2405  Metastatic  Carcinoma  of  the  Breast  Presenting  Signs  and  Symptoms  of  Upper  Gas- 
trointestinal Hemorrhage 
Edward  F.  Conklin,  M.D. 
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For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

Mew 

Creamalin' 

Antacid  Tablets 


“Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydi'oxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation.”* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  . , easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 


. . faster  in  onset 
of  action . . . and  for 
a longer  period”* 


Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50,  100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

CreSmalin,  trademark  regr.  U.  S.  Pat.  Off. 

•Schwartz,  I.  R.: 

Current  Therap.  Res.  3:29,  Feb.,  1961. 
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GENTLE 

SLEEP 


^'Visit  her,  gentle  Sleep!  with  wings  of  healing.” 


Coleridge  — Dejection 

A good  night’s  sleep  often  provides  the  best  therapy.  When  insomnia  is  a 
problem,  BARBA-NIACIN  FORTE  (triple  strength)  may  be  indicated. 


Each  tablet  contains  phenobarbital  IVi  gr.  and  niacin  % gr.  The  adult  dose 
is  1 tablet  on  retiring.  The  niacin  component  prevents  the  serious  reactions 
of  phenobarbital  due  to  hypersensitiveness.* 


BARBA-NIACIN  tablets  (phenobarbital  V2  gr.  and  niacin  14  gr.)  are 
indicated  as  a sedative  for  relief  of  nervousness,  anxiety  and  apprehension; 
as  an  antispasmodic  for  peptic  ulcer,  gallstone  or  renal  colic,  and  angina 
pectoris;  and  as  an  anticonvulsant  for  epilepsy.  Adult  dose,  1 tablet  up  to 
4 times  a day. 


For  greater  safety,  many  physicians  are  now  prescribing  BARBA-NIACIN 
and  BARBA-NIACIN  FORTE  instead  of  phenobarbital. 


Summary:  Provides  all  of  the  therapeutic  properties  of  phenobarbital  without 
the  side  effects  due  to  hypersensitiveness.  Like  phenobarbital,  it  is  contra- 
indicated for  drug  addicts  or  patients  with  impaired  renal  or  hepatic  elimination. 


Supplied  in  bottles  of  1 00  scored  tablets. 


Chemical  Company  \ 


St.  Louis  8,  Mo. 


♦Feinblatt,  T.  M.,  and  Ferguson, 
E.  A.,  Jr.,  Phenobarbital  idio- 
syncrasy, avoidance  by  use  of 
phenobarbital-niacin.  New  York 
State  J.  Med.  62:221-3,  1962. 


BARBA-NIACIN  FORTE 

PHENOBARBITAL-NIACIN 


NYS-8 

COLE  CHEMICAL  COMPANY 

3715-31  Laclede  Avenue 
St.  Louis  8,  Mo. 

Gentlemen:  Please  send  me  clinical  sample,  reprint  and 
professional  literature. 


Dr. 


Street 


City  , 


.Zone . 


.State  . 
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j for  dryness  and  itching,  prickly  heat  and  rash 
intertrigo,  insect  bites,  other  summer  skin  discomforts 


SAROO  acts  promptly  to  help  restore  needed 
natural  oil  and  moisture  to  dry,  itchy  skin,  by 
helping  to  re-establish  the  normal  lipid-aque- 
ous balance.  Thus  SARDO  eases  irritation, 
soothes,  softens,  brings  sustained  comfort. 

USED  IN  THE  BATH,  SARDO  releases  millions 
of  microfine  water-dispersible  globules*  to  pro- 
vide an  emollient  suspension  which  enhances 
your  other  therapy  ...  in  prickly  heat,  intertrigo. 


insect  bites,  skin  dryness  and  itch  of  atopic  der- 
matitis, eczematoid  dermatitis,  senile  pruritus, 
soap  dermatitis,  etc. 


Patients  appreciate  pleasant,  convenient,  easy- 
to-use  SARDO.  Non-sensitizing.  Most  economical. 
Bottles  of  4,  8 and  16  oz. 


Write  for  and  literature  . . . 

Sardeau,  Inc. 


75  East  55th  Street 
New  York  22.  New  York 
* Pat.  Pend.  T.  M.  © 1963  by  Sardeau,  Inc. 
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Brightens  mood... relaxes  tension 


Energizers  may  stimulate  the  depressed 
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patient,  but  they  often  deepen  depression. 
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draw gradually  after  prolonged  use  at  high 
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Usual  Dosage:  1 tablet  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  3 tablets 
q.i.d.;  with  establishment  of  relief,  may  be 
reduced  gradually  to  maintenance  levels. 


^Deprol^* 

meprobamate  400  mg. 
+ benactyzine  1 mg. 


WALLACE  LABORATORIES  j Cranhury,  N.  J. 


Medical  Schools  I 


Albany  Medical  College 

Appointed.  James  E.  Miller,  M.D.,  was  ap- 
pointed chairman  of  the  Department  of  Oph- 
thalmology on  August  1.  Since  1956  Dr. 
Miller  has  been  a member  of  the  faculty  in  the 
Department  of  Ophthalmology  at  Washington 
University  School  of  Medicine,  St.  Louis.  In 
his  new  capacity.  Dr.  Miller  will  hold  the 
academic  rank  of  professor  of  ophthalmology  at 
the  College  and  ophthalmologist-in-chief  at 
Albany  Medical  Center  Hospital,  and  wiU  be  a 
full-time  member  of  the  staff  of  the  Medical 
Center.  Dr.  Miller  succeeds  Walter  C.  Mott, 
M.D.,  who  retired  as  chairman  of  the  Depart- 
ment. 

Albert  Einstein  College  of  Medicine 

Meritorious  service  award.  Arthur  S.  Ab- 
ramson, M.D.,  professor  of  rehabilitation 
medicine  and  chairman.  Department  of  Re- 
habilitation Medicine,  received  President  Ken- 
nedy’s Citation  for  Meritorious  Service  “in 
appreciation  for  exceptional  contribution  in 
furthering  the  employment  of  the  handicapped.” 
In  1956  Dr.  Abramson  was  cited  for  his  con- 
tribution in  this  field  by  President  Eisenhower 
when  he  received  the  President’s  Trophy  as 
“Handicapped  Man  of  the  Year.” 

Columbia  University  College  of 
Physicians  and  Surgeons 

Teaching  grant.  The  College  has  been 
selected  as  one  of  six  American  medical  schools 
to  share  a grant  of  $450,000  from  Procter  and 
Gamble.  The  grant,  extending  over  the  next 
five  years,  is  designed  to  help  improve  the 
teaching  of  medicine  in  the  United  States. 

“In-hospital”  training.  The  University’s 
School  of  Dental  and  Oral  Surgery  and  Roose- 
velt Hospital  have  inaugurated  a program  of 
“in-hospital”  training  to  provide  the  Dental 
School’s  senior  students  an  opportunity  to  relate 
the  dental  health  of  the  patient  to  total  hospital 
care.  Clarence  Dunn,  D.D.S.,  chief  of  the 
Roosevelt  Hospital  Dental  Service,  has  been  ap- 
pointed by  Columbia  as  clinical  professor  of 
dentistry,  and  Andrew  Linz,  D.D.S.,  chief  of 
the  hospital’s  Outpatient  Dental  Clinic,  as  as- 
sistant clinical  professor  of  dentistry. 

Renewal  grant.  A renewal  grant  from  the 
National  Foundation-March  of  Dimes  of 
$52,394  will  continue  to  support  the  research 
directed  by  Harry  M.  Rose,  M.D.,  John  E. 
Borne  Professor  of  Medical  and  Surgical  Re- 
search and  chairman.  Department  of  Micro- 


biology, on  how  viruses  multiply  and  damage 
the  cells  they  infect.  Dr.  Rose  and  his  col- 
leagues are  attempting  to  discover  the  step-by- 
step  processes  used  by  viruses  in  infecting  cells, 
reproducing  within  them,  and  damaging  or 
killing  them.  This  knowledge  would  be  in- 
valuable in  the  search  for  means  of  combating 
virus  diseases. 

Cornell  University  Medical  College 

Alumni  association  president.  George 
Schaefer,  M.D.,  associate  professor  of  clinical 
obstetrics  and  gynecology,  was  elected  president 
of  the  Cornell  University  Medical  College 
Alumni  Association.  Dr.  Schaefer,  a 1937 
graduate  of  the  College,  is  also  associate  at- 
tending obstetrician  and  gynecologist  at  The 
New  York  Lying-In  Hospital  and  the  Queens 
Medical  Center,  and  consultant  in  these 
specialties  at  Booth  Memorial  Hospital. 

New  York  Medical  College 

Two-year  research  project.  Margaret  J. 
Giannini,  M.D.,  administrative  director  of  the 
Clinic  for  the  mentally  retarded  adolescent  girls 
and  boys  and  as  associate  professor  of  pediatrics 
at  the  College,  is  heading  a two-year  research 
project  to  give  the  adolescent  retardates  a scope 
of  sociorecreational  activity  to  prepare  them 
not  only  for  future  employment  but  to  give  their 
parents  peace  of  mind  through  the  knowledge 
that  their  children  can  partake  with  some  degree 
of  success  in  today’s  pressurized  society.  Art 
studies,  wardrobe  selection,  cosmetic  lessons, 
and  afternoon  teas  are  some  of  the  activities  in- 
cluded in  the  program. 

Essay  contest  winners.  Joseph  Bono  and 
Paul  Levitt,  juniors,  won  the  annual  State-wide 
essay  contest  sponsored  by  the  New  York 
State  Academy  of  Preventive  Medicine.  The 
paper  on  “The  Relationship  of  Infantile  Atopic 
Dermatitis  to  Asthma  and  Other  Respiratory 
Allergies”  was  written  as  a report  of  a summer 
project  in  preventive  medicine  which  they 
carried  out  as  trainees  under  the  Health  Re- 
search Summer  Program. 

Award.  The  Alumni  Division  of  the  College 
won  the  first  place  award  for  improvement 
among  professional  or  specialized  schools  in  the 
1963  Alumni  Giving  Incentive  Award  com- 
petition at  the  Golden  Jubilee  Conference  of  the 
American  Alumni  Council  which  was  held  in 
July.  Saul  A.  Schwartz,  M.D.,  associate  clinical 
professor.  Department  of  Medicine,  and  associate 
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BENADRYL* 

(DIPHENHYDRAMINE  HYDROCHLORIDE) 


PARKB-DAVIS 


Antihistaminic  action  relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus. 

Antispasmodic  action  relieves  bronchial  spasm.  INDICATIONS:  Allergic  diseases  such  as  hay  fever, 
allergic  rhinitis,  urticaria,  angioedema,  bronchial  asthma,  serum  sickness,  atopic  dermatitis,  contact  dermatitis, 
I gastrointestinal  allergy,  vasomotor  rhinitis,  pruritus,  physical  allergies,  reactions  to  injection  of  contrast  media, 
reactions  to  therapeutic  preparations,  and  allergic  transfusion  reactions;  also  postoperative  nausea  and  vomiting, 
nausea  of  pregnancy,  motion  sickness,  parkinsonism  and  drug-induced  extrapyramidal  reactions,  and  quieting 
emotionally  disturbed  children.  Parenteral  administration  is  indicated  w/here,  in  the  judgment  of  the  physician, 
prompt  action  is  necessary  and  oral  therapy  would  be  inadequate.  PRECAUTIONS:  Avoid  subcutaneous  or  peri- 
vascular injection.  Single  parenteral  dosage  greater  than  100  mg.  should  be  avoided,  particularly  in  hypertension 
and  cardiac  disease.  Persons  who  have  become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen  response  while  using 
this  product.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with  this  product,  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine  hydrochloride  has  an  atropine-like  action  which  should  be 
considered  when  prescribing  it.  Cream  (Ointment)  should  not  be  applied  to  extensively  denuded  or  weeping  skin 
areas.  SUPPLIED:  Kapseals®  of  50  mg.;  Capsules  of  25  mg.;  Emplets®  (enteric-coated  tablets)  of  50  mg.;  in 
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benzethonium  chloride  as  a germicidal  agent;  Elixir,  10  mg.  per  4 cc.  with  14  per 
cent  alcohol;  2 per  cent  Ointment  (water-miscible  base). 
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attending  physician  at  Flower  and  Fifth  Avenue 
Hospitals,  is  now  in  an  unprecedented  third 
year  as  head  of  the  Alumni  Division  of  the  Fund 
at  the  College. 

The  A.A.C.  recognition  carries  a cash  award 
and  a handsome  trophy  donated  by  the  United 
States  Steel  Foundation. 


State  University  of  New  York 
Downstate  Medical  Center 

Commencement.  Annual  commencement 
exercises  were  held  Wednesday  evening,  June  12 
in  the  Walt  Whitman  Auditorium  of  Brooklyn 
College.  Degrees  awarded  included  129  M.D.’s, 
and  three  Ph.D’s  in  the  basic  medical  sciences. 
Principal  speaker  was  Peter  Marshall  Murray, 
M.D.,  former  chairman  of  the  State  University 
Board  of  Trustees’  Committee  on  Medical 
Education,  and  currently  a member  of  President 
Kennedy’s  Health  Resources  Advisory  Com- 
mittee. 

Psychiatric  Treatment  Research  Center. 
A new  Psychiatric  Treatment  Research  Center, 
which  will  serve  both  as  a demonstration  project 
for  good  modern  institutional  care  of  difficult  to 
manage  psychiatric  patients  and  as  a pioneering 
research  undertaking  in  all  methods  of  psy- 
chiatric treatment,  has  been  opened.  The 
center  is  staffed  professionally  by  the  Medical 
Center’s  Department  of  Psychiatry,  supported 
by  a grant  from  the  U.S.  Public  Health  Service, 
and  housed  in  one  of  the  buildings  of  the  City- 
owned  Kings  County  Hospital  Center. 

A coordinated  treatment  program  has  been 
worked  out  for  the  patients,  bringing  together 
researchers  representing  psychosomatic  medi- 
cine, psychopathology,  clinical  psychiatry,  psy- 
chopharmacology, psychoanalysis,  neurophys- 
iology, biochemistry,  psychology,  social  psy- 
chology, and  sociology. 

It  is  anticipated  that  the  project  will  result  in 
a new  body  of  knowledge  concerning  the 
advantages  and  limitations  of  processes  used  in 
treating  difficult  psychiatric  patients,  and, 
hopefully,  in  new  technics  for  coping  with  such 
cases. 

Computer  Center.  A central  computing 
service  has  been  opened  to  serve  medical  re- 
searchers at  the  Medical  Center  and  its  affiliated 
hospitals.  Equipped  with  an  IBM  1620  com- 
puter which  can  be  programmed  to  analyze 
multiple  factors  relating  to  disease,  the  service 
will  be  able  to  perform  in  hours  complex  statis- 
tical analyses  that  formerly  took  researchers 
weeks  of  tedious  hand  calculations.  Some  of 
the  research  projects  under  study  at  the  Medical 
Center  which  will  make  use  of  the  service  im- 
mediately are  those  on  birth  defects,  human 
behavior,  sleep,  brain  tumors,  drug  therapy  in 
mental  disorders,  and  the  psychiatric  treatment 
process.  The  new  computer  will  also  be  used 
to  train  graduate  students  and  research  fellows 
in  modern  technics  of  electronic  data  analysis. 


Ophthalmology-Plastic  Surgery  Meeting. 

A special  meeting  on  the  latest  development  in 
ophthalmologic  surgery,  sponsored  jointly  by 
the  Medical  Center’s  Divisions  of  Ophthal- 
mology and  Plastic  Surgery,  was  held  on  Thurs- 
day, June  6.  Guest  speaker  was  Clifford  L. 
Kiehn,  M.D.,  associate  clinical  professor  of 
plastic  surgery  at  Western  Reserve  University 
School  of  Medicine,  who  spoke  on  “Implant 
Reconstruction  of  the  Orbit:  Present  Status.” 

Faculty  news.  Brian  F.  Hoffman,  M.D.,  pro- 
fessor of  physiology,  has  been  named  professor 
of  pharmacology  and  chairman  of  the  Depart- 
ment of  Pharmacology  at  Columbia  University 
College  of  Physicians  and  Surgeons,  effective 
July  1.  Dr.  Hoffman,  who  will  also  become 
pharmacologist  at  Presbyterian  Hospital,  suc- 
ceeds Harry  B.  Van  Dyke,  M.D.,  who  has  re- 
tired. 

William  Pomerance,  M.D.,  clinical  assistant 
professor  of  obstetrics  and  gynecology,  has  been 
appointed  full-time  director  of  the  Department 
of  Obstetrics  and  Gynecology  at  Maimonides 
Hospital  of  Brooklyn,  effective  July  1.  He 
has  also  been  promoted  to  professor  of  obstetrics 
and  gynecology  on  the  Medical  Center  Faculty, 
effective  September  1. 

J.  Arnold  deVeer,  M.D.,  clinical  associate 
professor  of  pathology,  was  awarded  the  Alumni 
Medallion  for  distinguished  service  to  American 
medicine  at  the  annual  commencement  exer- 
cises, June  12. 

Sabbatical  leaves.  Anne  C.  Carter,  M.D., 
associate  professor  of  medicine,  will  begin  a 
year’s  sabbatical  leave  July  1.  She  will  spend 
July  and  August  in  Europe  and  in  September 
will  begin  working  with  Solomon  A.  Berson, 
M.D.,  at  Bronx  V.A.  Hospital  on  research  in- 
volving the  use  of  radioactive  insulin. 

Beginning  a six-month  leave  on  August  1 
will  be  Dr.  Walton  Marsh,  associate  professor 
of  pathology.  He  will  spend  his  leave  in  the 
Department  of  Biochemistry  at  Oxford  Uni- 
versity, England,  studying  nucleotide  metabo- 
lism, particularly  as  it  involves  regeneration  in 
the  liver  and  pancreas. 

Also  going  abroad  in  August  will  be  Dr. 
Kwang  Soo  Lee,  professor  of  pharmacology, 
who  will  spend  a year  in  Heidelberg,  Germany 
doing  research  at  the  Institute  of  Physiology, 
Max-Plank-Institute.  He  will  be  working  on 
a project  involving  study  of  the  function  of  the 
endoplasmic  reticular  system  of  heart  muscle. 
Dr.  Lee  will  also  observe  experimental  technics 
in  other  laboratories  in  Denmark,  Sweden,  and 
Switzerland. 

Dr.  George  Talbert,  associate  professor  of 
anatomy,  and  Stanley  M.  Aronson,  M.D., 
professor  of  pathology,  will  begin  their  sabbat- 
icals on  September  1.  Dr.  Talbert  will  spend 
a year  in  the  Department  of  Anatomy  at  the 
University  of  Birmingham,  England,  doing 
research  on  the  effect  of  maternal  age  on  the 
viability  of  ova  and  on  the  ability  of  the  uterus 
to  support  normal  pregnancy.  Dr.  Aronson 

continued  on  page  2318 
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Aramine 
may  make  the 
difference  between 
death  and  survival... 
because  you  can 
treat  shock 
on  the  scene 

I in  traumatic  shock:  Aramine®  meta- 
' raminol  bitartrate  buys  essential 
time  when  shock  follows  brain 
i damage  or  severe  hemorrhage.  In 
: grave  emergencies,  direct  intra- 
i venous  injection  brings  immediate 
pressor  response,  improves  renal 
iplasma  flow,  cerebral  and  cr'“ 

• nary  blood  flow... with  little 
; chance  of  tissue  irritation  or 
j necrosis. 

lin  cardiogenic  shock: 

I Aramine  has  a smooth  pre- 
dictable vasopressor  effect 
(no  apparent  vasodilating 
component)  and  a direct 
myocardial-stimulating 
effect.  It  can  be  given 
; intramuscularly,  subcuta- 
i neously,  or  by  direct  intra- 
v/enous  injection,  thus 
' averting  the  use  of  extra 
duids  contraindicated  in 
t some  gravely  ill  patients. 

4 n anaphylactic  shock: 

< \ramine  is  tjie  general  pur- 
' )ose  vasopressor  in  shock 
t'aaused  by  medications  or 
nsect  stings  or  in  shock  of  urn 
.mown  etiology.  One  intramus- 

i:ular  injection  of  Aramine  will  usu- 
ally maintain  adequate  blood  pres- 
■ure  until  the  emergency  can  be 
:ontained. 

irl.f  Summary:  Indications;  Acute  hypotension, 
ilde  Effects,  Precautions,  and  Contraindications; 
lot  recommended  with  cyclopropane  or  halothane 
nesthesla.  Avoid  excessive  blood  pressure  response. 
Use  with  caution  In  heart  or  thyroid  disease,  high 
I'lood  pressure,  diabetes,  and  in  areas  of  poor  vas- 
I ularity.  Before  proscribing  or  administering,  read 
■ roduct  circular  with  package  or  available  on  request. 

.applied:  In  1-cc.  ampuls  and  Ip-cc.  vials,  each 
;C.  containing  lo  mg.  metaramlnol  present  as  the 
I'itartrate  and  4.4  mg.  sodium  chloride  in  water 
or  Injection.  Preservatives:  0.15%  methylparaben, 
|i.02%  propylparaben,  and  0.2%  sodium  bisulfite. 
'tEBCK  SHARP  & DOHME 
division  of  Merck  & Co.,  Inc. 

Vest  Point,  Pa.  ^ 

ilNJECTION 


METARAMINOL  ( 


present  as 
the  bitartrate 
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will  spend  his  six-months  leave  writing  a text- 
book on  neuropathology. 

Research  grants  received.  A total  of  30 
research  grants  amounting  to  $658,390  was 
received  during  April  and  May. 

Twenty-two  of  the  grants  were  for  the  renewal 
of  research  work  already  in  progress  and  eight  were 
for  the  support  of  new  research.  Twenty  grants 
came  from  the  National  Institutes  of  Health; 
two  each  from  the  OflBce  of  Naval  Research,  the 
Atomic  Energy  Commission,  and  Wyeth  Lab- 
oratories; and  one  each  from  the  National  Fund 
for  Medical  Education,  the  Health  Research 
Council  of  the  City  of  New  York,  the  National 
Cancer  Institute,  and  the  Brooklyn  Chapter 
of  the  Muscular  Dystrophy  Association  of 
America. 

The  largest  grant,  of  $99,932  from  the  Na- 
tional Institutes  of  Health,  went  to  David  M 
Engelhardt,  M.D.,  professor  of  psychiatry,  for 
studies  on  the  evaluation  of  psychopharmaco- 
logic  agents.  Another  grant,  of  $88,130  from 
the  national  Fund  for  Medical  Education, 
went  to  Robert  A.  Moore,  M.D.,  president  of 
the  Medical  Center  and  dean  of  the  College 
of  Medicine,  for  general  support  of  the  instruc- 
tional budget. 

State  University  of  New  York 
Upstate  Medical  Center 

New  officers.  Leon  Berman,  M.D.,  clinical 
professor.  Department  of  Surgery,  was  elected 
president  of  the  Central  New  York  Surgical 
Society  recently  and  Henry  W.  Mayo,  Jr., 
clinical  associate  professor  of  surgery,  was 
elected  secretary-treasurer. 

International  Society  for  Chemotherapy. 
Paul  Bunn,  M.D.,  professor.  Department  of 
Medicine,  attended  the  International  Society 
for  Chemotherapy  in  Stuttgart,  Germany,  dur- 
ing July.  Dr.  Bunn  presented  three  speeches 
on  “Summary  of  New  Synthetic  Penicillin,” 
“Clinical  Experiments  with  Ampicillin,”  and 
“Immunological  Distinction  Among  AU  Penicil- 
lins.” 

Appointed.  Julius  B.  Richmond,  M.D.,  chair- 


man, Department  of  Pediatrics,  was  appointed 
to  the  WHO  Expert  Advisory  Panel  on  Maternal 
and  Child  Health  for  a five-year  term. 

Visiting  professor.  Jonathan  E.  Rhoads, 
M.D.,  professor  and  chairman.  Department  of 
Surgery,  University  of  Pennsylvania,  was  visit- 
ing professor  June  21  and  22.  Dr.  Rhoads, 
who  is  a John  Rhea  Barton  Professor  of  Sur- 
gery, was  sponsored  by  MEND  (Medical  Edu- 
cation for  National  Defense). 


University  of  Rochester  School  of 
Medicine  and  Dentistry 

Retired.  Herman  E.  Pearse,  M.D.,  professor 
of  surgery  and  a member  of  the  faculty  for 
thirty-four  years,  became  professor  of  surgery 
emeritus  on  July  1.  Dr.  Pearse  is  continuing 
his  position  as  a surgeon  in  Strong  Memorial 
Hospital. 

Grant.  A five-year  grant  of  $187,500  has 
been  awarded  by  the  National  Institutes  of 
Health  for  an  expanded  training  program  in 
biophysics.  The  program  will  be  under  the 
direction  of  Dr.  J.  Newell  Stannard,  professor 
of  radiation  biology  and  associate  dean  for 
graduate  studies  and  will  enable  the  Department 
to  enroll  five  predoctoral  fellows  in  1963  to 
1964,  and  six  the  following  years  for  training 
in  such  areas  as  energy  transfer,  solid  state 
physics  as  apphed  to  biologic  problems,  mem- 
brane physics,  kinetics  and  nature  of  macro- 
molecular  reactions,  electromagnetic  resonance 
spectorscopy,  and  the  application  of  quantum 
and  wave  mechanics  to  biologic  problems. 

Advanced  course  in  nuclear  science  for 
medical  officers.  Sixteen  medical  and  med- 
ical service  corps  officers  from  the  armed  forces 
started  an  one-year  “Advanced  Course  in  Nu- 
clear Science  for  Medical  Officers”  in  July. 
This  postgraduate  program  was  initiated  by 
the  Department  of  Radiation  biology  at  the  re- 
quest of  the  U.S.  Defense  Atomic  Support 
Agency  and  this  is  its  fourth  year.  The  Uni- 
versity is  the  primary  institution  selected  to 
train  members  of  the  NASA  group  in  medical 
aspects  of  nuclear  science. 


2318  New  York  State  Journal  of  Medicine  / August  15,  1963 


Before  Duffy  could  pitch  a strike 


. . . vertigo  struck  him. 


The  team  doctor  gave  him  Antivert. 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of 
vestibular  dysfunction,  with  nicotinic 
acid,  a drug  of  choice  for  prompt 
vasodilation.  Side  reactions,  usually 
only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to 
vasodilation  produced  by  nicotinic  acid. 
As  with  all  vasodilators.  Antivert  is 
contraindicated  in  severe  hypotension 
and  hemorrhage.  For  complete  pre- 
scription information,  consult  product 
brochure.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s 
syndrome  and  allied  disorders. 

*Scal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

Antiveif 
stops  vertigo 

...and  for  your  geriatric  patients: 

NEOBON’^ 

See  Physicians'  Desk  Reference 
for  prescription  information. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


but  Antivert  can't  stop  everything. 
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Announcement  1963  District  Branch  Meetings 


Branch 


First 


Second 


Third 

AND 

Fourth 


Fifth 

AND 

Sixth 


Seventh 


Eighth 


Ninth 


Date 


Monday,  May  13 


Friday,  Saturday,  Sunday, 
September  6,  7,  8 


Thursday,  October  10 


Friday,  Saturday,  Sunday, 
September  13,  14,  15 


Place 


Statler  Hilton, 
New  York  City 


Montauk  Manor, 
Montauk  Point, 
New  York 


Sterling-Winthrop 
Research  Institute, 
Rensselaer,  New  York 


Whiteface  Inn, 
Lake  Placid 


Thursday,  Friday,  Saturday,  Grossinger’s, 

Sunday,  October  3,  4,  5,  6 Grossinger,  New  York 


Saturday,  October  5 


Parkway  Iim, 
Niagara  Falls, 
New  York 


Monday,  May  13 


Statler  Hilton, 
New  York  City 
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metronidazole 


FLAGYi:  NOW  AVAILABLE 


New  10-day  oral  treatment 
for  trichomoniasis  in  both 
female  and  male  patients 


CHICAGO— The  most  eagerly 
anticipated  drug  of  the  past  dec- 
ade is  now  available  for  the 
treatment  of  trichomoniasis. 

The  drug,  Flagyl  (brand  of 
metronidazole),  offers  a simple 
ten-day  oral  treatment  for  trich- 
omonal  infestations. 

The  exceptional  enthusiasm 
of  clinical  reports  on  the  drug, 
reflected  in  such  terms  as  “spe- 
cific,” “superior”  and  “enor- 
mously useful,”  has  provoked 
the  widest  medical  interest  and 
discussion. 


Trichomonas  vaginalis,  long  re- 
sistant to  local  treatment,  may 
now  be  eradicated  in  ten  days. 


Simple  Ten-Day  Cure 

The  new  drug  destroys  99  per 
cent  of  trichomonads  in  labora- 
tory cultures  in  a concentration 
of  only  1: 400,000  and  is  effective 
in  women  in  an  oral  dosage  of 
one  tablet  three  times  a day  for 
ten  days.  It  is  also  trichomona- 
cidal  on  local  application,  for 
which  vaginal  inserts  are  avail- 
able. 

Effective  Against 
Reinfection 

By  destroying  trichomonads 
in  accessory  vaginal  structures 
such  as  the  urethra,  Skene’s  and 
Bartholin’s  glands  and  by  eradi- 
cating the  parasite  in  male  car- 
riers, Flagyl  (metronidazole) 


eliminates  the  two  factors  which 
were  largely  responsible  for  in- 
effective medical  control  in  the 
past. 

90  to  100  Per  Cent  Effective 

More  than  100  clinical  studies 
with  this  new  drug  have  been 
published  in  the  United  States, 
Canada  and  Europe.  Most  report 
cure  rates  of  well  over  90  per 
cent.  Careful  analysis  of  one 
study  showed  the  few  failures 
to  be  associated  with  low  serum 
concentrations  of  the  drug, 
owing  to  failure  to  take  the  tab- 
lets as  directed  or  to  poor  ab- 
sorption or  to  imusually  rapid 
excretion. 

High  Degree  of  Safety 

Despite  the  efficiency  of  the 
drug  in  destroying  trichomon- 
ads, no  instance  of  serious  tox- 
icity has  been  reported.  The 
LD50  in  mice  is  greater  than 
3,250  mg.  per  kilogram  of  body 
weight.  This  is  approximately 
250  times  the  recommended 
daily  human  dosage. 

Male  and  Female 
Treatment 

In  women  the  recommended 
dosage  is  one  tablet  orally  three 
times  daily  for  ten  days.  When 
desired,  one  vaginal  insert  of 
500  mg.  should  be  placed  high  in 
the  vaginal  vault  daily  for  ten 
days;  oral  tablets  should  then  be 
prescribed  concurrently  in  a re- 
duced dosage  of  two  tablets 
daily. 

In  men  in  whom  trichomonads 
have  been  demonstrated,  it  is 
suggested  that  treatment  be 
supervised  by  a qualified  urol- 
ogist. Dosage  in  men  is  one  tab- 
let two  times  daily  for  ten  days. 


Contraindications 

Flagyl  (metronidazole)  is  con- 
traindicated during  pregnancy 
and  in  patients  with  evidence  of 
or  a history  of  blood  dyscrasia. 
Although  to  date  no  significant 
effect  on  blood  or  blood-forming 
elements  has  been  reported,  it  is 
suggested  that  total  and  differ- 
ential leukocyte  counts  be  made 
before  and  after  therapy.  Also  it 
should  not  be  given  to  patients 
with  active  disease  of  the  cen- 
tral nervous  system,  and  should 
be  discontinued  if  signs  of  dis- 
ease of  the  central  nervous  sys- 
tem appear. 

Side  Actions— Mild, 
Infrequent 

Side  effects  have  been  few 
and  minor;  the  most  common 
have  been  associated  with  the 
gastrointestinal  tract  (still 
less  frequent  ones  were  furry 
tongue,  unpleasant  taste,  vaginal 
and  mouth  dryness,  pruritus, 
urticaria,  drowsiness,  glossitis, 
headache,  dizziness,  dysuria, 
diarrhea,  depression,  insomnia, 
edema,  penile  burning,  darkened 
urine) . The  drug  is  not  effective 
against  organisms  other  than 
Trichomonas  vaginalis.  Symp- 
toms of  moniliasis  may  be  in- 
creased after  cure  of  tricho- 
moniasis with  Flagyl  (brand  of 
metronidazole) . 

Oral  and  Vaginal 
Dosage  Forms 

Flagyl  (metronidazole)  is  sup- 
plied for  oral  use  as  vmcoated, 
unscored,  cream-colored  tablets 
of  250  mg. ; bottles  of  60  and  250. 
For  vaginal  use  it  is  supplied  as 
uncoated,  ovoid,  cream-colored 
inserts  of  500  mg.;  boxes  of  10 
(with  applicator). 

Detailed  information  and  di- 
rections for  use  are  available  in 
Physicians’  Product  Brochure 
No.  69,  G.  D.  Searle  & Co.,  P.  O. 
Box  5110,  Chicago  80,  Illinois. 

e.D.  SEARLE&co. 

Research  in  the  Service 
of  Medicine 
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Index  to  Advertisers 


WORRY  FREE! 

SUGAR  FREE!  SALT  FREE! 
CARBOHYDRATE  FREE! 
PROTEIN  FREE!  FAT  FREE! 


J^O-CAL 


IT’S  FUN  TO  KEEP  FIT 
WITH  NO-CAL! 

No-Cal  is  the  soft  drink  you  can  pre- 
scribe with  complete  confidence  — it’s 
America’s  first  and  most  famous  sugar- 
free  soft  drink. 

Sweetened  with  calcium  cyclamate, 
No-Cal  is  absolutely  non-fattening  and 
safe  for  diabetics  and  dieters. 

10  delicious  flavors  and  zesty  mixers, 
No-Cal  is  the  only  carbonated  beverage  to 
add  so  much  care-free  sparkle  to  limited 
regimens.  (You’ll 
enjoy  it,  too!) 

Convenient  no-\^^ 
deposit  bottles. 


KIRSCH  BEVERAGES,  INC.,  BROOKLYN  6.  N.  Y. 
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Both  acute  and  chronic  asthma 
controlled  with 

ELIXOPHYLLIN' 

Each  15  cc.  contains  THEOPHYLLINE  80  mg.;  ALCOHOL  3 cc. 


• 360,000  Patients  with  Severe  Asthmatic 
Attacks  are  admitted  each  year  to  Hos- 
pital Emergency  Rooms.*ELIXOPHYLLIN 
can  terminate  such  attacks  in  minutes 

Tabulation  from  published  proof showing  de- 
pendable absorption,  therapeutic  efficacy  and  good 
gastric  tolerance: 

Complete  Relief  No 

Relief  Incomplete  Response 
No.  of  within  at  or 


Patients 

30  Min. 

30  Min. 

Equivocal 

Hospital 

Emergency  Cases: 
Schluger,  McGinn 
and  Burbank*  50 

37 

5 

8 

Private  Patients: 
Greenbaum*  24 

23 

0 

1 

Spielman®  20 

14 

6 

0 

Kessler^  13 

11 

0 

2 

107  85  11  11** 

*•(5  were 
‘‘status’*  cases) 

Gastric  distress  was  reported  in  only  one  patient. 


1.  Schluger,  J.;  McGinn,  J.  T.,  and  Burbank,  B.:  The  Treatment  of  the  Acute 
Asthmatic  Attack  with  an  Oral  Alcohol-Water  Solution  of  Theophylline  (Elixo* 
phyllin),  Am.  J.  Med.  Sc..?34:28  (July)  1957.  2.  Greenbaum.  J.:  Clinical  Evalua- 
tion of  Elixophyllin  and  Choline  Theophyllinate  in  the  Management  of  Acute 
and  Chronic  Asthma,  Ann.  Allergy,  /6:312  (May-June)  1958.  3.  Spielman, 
A.:  Comparative  Effectiveness  of  an  Alcohol-Water  Solution  of  Theophylline 
(Elixophyllin),  Alcohol-Water  Solution  and  Theophylline  Solution  for  the 
Oral  Treatment  of  Acute  Bronchial  Asthma,  J.  Allergy,  30:35  (Jan. -Feb.) 
1959.  4.  Kessler,  F.:  Clinical  Experience  with  an  Oral.  Rapidly-Acting,  Theo- 
phylline Preparation,  Conn.  S.M.J.  2/:205  (Mar.)  1957. 

*Estimate  based  on  mail  survey,  data  on  file  at  Sherman  Laboratories. 

• Your  Patients  with  Chronic  Asthma  are 
relieved  and  protected  against  severe  re- 
current attacks  with  ELIXOPHYLLIN 
taken  on  an  empty  stomach  q.  8 hours^'^ 

Note:  We  stress  that  this  hydroalcoholic  theophyl- 
line solution  is  so  well  tolerated  it  is  recommended 
to  be  given  on  an  empty  stomach— thereby  provid- 
ing dependable,  rapid  absorption,  sine  qua  non ! 

• Rapid  absorption  means  quick  relief 

• Sustained  blood  levels  provide  prolonged  relief 

• No  ephedrine  or  other  auxiliaries  to  complicate 
management 

• Cough,  dyspnea,  mucus  retention  under  positive 
control 

• May  be  contraindicated  in  peptic  ulcer  and  gout 
Rx  only— 16  and  32-oz.  bottles. 

1>33  Bibliography  of  Published  Studies  on  request. 


Patent  Pending 


DETROIT  11,  MICHIGAN 


DOSAGE:  For  Severe  Attacks— Adults  (average 
weight)  75  cc.  Children  0.5  cc.  per  pound  body  weight. 
Reduce  dosage  as  required  if  theophylline  has  been 
taken  previously. 


For  ’Round-the-clock  Protection— Adults— first  6 
doses,  45  cc.  before  breakfast,  at  3 PM  and  at  bedtime, 
then  30  cc.  doses.  Children— 0.3  cc.,  then  0.2  cc.,  per 
pound  body  weight. 
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Retail  Prescription  Drug  Prices  Down 


107 
106 

105 
104 
103 
102 
101 
100 
99 
98 
97 
96 
95 

94 
93 

Consumers  are  paying  consistently  lower  prices  for 
prescription  drugs,  while  the  cost  of  living  generally  con- 
tinues to  rise,  U.  S.  government  figures  show.  A comparison 
of  retail  drug  prices  with  the  prices  of  food  and  with  all 
commodities  for  the  past  five  years  shows  that  drug  prices 
began  to  drop  in  1 960  and  have  continued  downward  ever 
since,  reaching  a new  low  at  the  end  of  1962.  Other  prices 
have  followed  an  upward  trend  over  the  same  period. 
(Source:  U.  S.  Bureau  of  Labor  Statistics,  Consumer  Price 
Index.  Base,  1957-59  = 100.  Distributed  by  Pharmaceuti- 
cal Manufacturers  Association.) 
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EDICME 


1963  Pat.  Applied  For 


greaseless  dehydrated  lotion  in  cake  form 


Clinically  tested*  in  112  patients  with 
acne  vulgaris  or  acne  rosacea, 
COSMEDICAKE  produced  results  that 
“were  cosmetically  and  therapeutically 
good  in  99.”  Skin  lesions  were 
effectively  controlled  and  masked. 
None  of  the  patients  experienced  any 
adverse  effects.* 

COSMEDICAKE  provides  adjunctive  treat- 
ment in  acne,  facial  seborrhea,  fol- 
liculitis, and  other  eruptions  of  cos- 
metic importance.  Its  con- 
venience and  elegance 
achieves  continued  coop- 
eration from  grateful 
patients.  Its  gentle,  astrin- 
gent, keratolytic  and  anti- 
septic agents*  help  dry 
up  excess  oiliness,  diminish 
pustules,  serve  to  elimi- 
nate comedones,  reduce 


pore  size  and  combat  skin  bacteria. 
COSMEDICAKE  is  available  in  easy-to- 
use  cake  form,  which  when  applied 
with  a damp  sponge  is  reconstituted 
as  a fast-drying  lotion.  There  is  no 
separation  ...  no  precipitation  ...  no 
uneven  application  or  concentration. 
The  patient  looks  better,  feels  more 
confident  as  COSMEDICAKE  helps  im- 
prove her  appearance  while  the  skin 
lesions  heal. 

*COSMEDICAKE  contains 
colloidal  sulfur,  benzal- 
konium  chloride,  salicylic 
acid  and  hexachlorophene 
in  a smooth,  greaseless 
base.  Supplied  in  four 
skin-matching  colors. 

• • • 

1.  Berger,  R.A.,  Clinical  Medicine, 
Sept.  1961. 
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Many  of  the  ^^serial  titles  most  in  demand”  from  its 
current  collection,  according  to  a recent  report  of 
the  National  Library  of  Medicine,  come  from  the 
NEW  YORK  STATE  JOURNAL  OF  MEDICINE. 


Such  value  must  be  warranted. 

Can  we  supply  the  demand?  Yes.  To  you  and  your  friends. 

You’re  not  limited  to  a single  gift  subscription.  You  can,  as  a matter 
of  fact,  make  use  of  this  offer  to  give  two  or  three  old  school  friends  a 
chance  to  read  your  Journal — no  matter  where  they  are. 


Gift  subscriptions  are:  $5.00  for  the  first  year,  $7.50  thereafter 

P.S.  If  you  don’t  happen  to  be  one  of  our  fortunate  members,  you  can 
also  treat  yourself  to  the  same  special  introductory  subscription  rate. 
Mail  your  order  to:  New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  1 7,  N.  Y. 


PLEASE  SEND  A SPECIAL-RATE  INTRODUCTORY  SUBSCRIPTION  TO: 

Name 


Address 


City  & State. 


Name 

Address 

City  & State 

I I Enclosed  is  $5.00  for  the  first  year  (Regularly  $7.50) 

I I Enclosed  is  $ 1 8.00  for  the  first  three  years  (Regularly  $22.50) 

I I Plus  $1.50  for  foreign  addressee. 
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NOW  ALSO  IN  FUVORD  FORM! 


FLAVORED  % 


THE  DOUBLE  PURPOSE  LAXATIVE 
THAT  RELIEVES 

CONSTIPATION-ACID  INDIGESTION 


Antacid —Laxative— Lu  bricant 
to  help  correct  constipation 

Magnesium  Hydroxide  plus  pure  mineral  oil  make  Haley’s  M-0  a smooth 
working  antacid-laxative-lubricant  that  efficaciously  relieves  constipation 
and  attendant  gastric  hyperacidity. 

The  oil  globules  in  Haley’s  M-0  are  minutely  subdivided  to  assure  uni- 
form distribution  and  thorough  mixture  with  intestinal  contents.  Oil  leak- 
age is  thus  avoided  and  a comfortable  evacuation  is  effected  through  the 
stimulation  of  normal  intestinal  rhythm  and  blunted  defecation  reflex. 


May  we  send  samples  for  your  evaluation?  Just  write: 

THE  CHAS.  H.  PHILLIPS  CO. 

Division  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18,  N.  Y. 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Orders  are  now  being 
taken  for  the  1963-64  edi- 
tion. Write:  Directory 

Department,  Medical  So- 
ciety of  the  State  of  New 
York,  750  Third  Ave,, 
New  York  17,  N.Y. 
$20.00  a copy  plus  4% 
sales  tax  for  N.  Y.  C.  de- 
livery. Society  members, 
who  have  paid  their  1963 
dues,  will  receive  the  Di- 
rectory as  part  of  their 
membership  — without 
charge. 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  souree  of 
information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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to  bring 
her  back^ 
into 

balance 


after 

menstrual 

irregularity 


an  orally  active  progestogen -estrogen  combination 


Duosterone 

Ethisterone  . . . 10.00  mg.  Ethinyl  estradiol  . . . 0.01  mg.  per  tablet 


Supplementing  and  supporting  ovarian  function, 
Duosterone  can  help  release  your  patients  from 
the  anxiety,  discomfort  and  inconvenience  of 
functional  amenorrhea,  dysmenorrhea,  and 
dysfunctional  uterine  bleeding. 

Periodic  progestational  treatment  \with 
Duosterone  aims  at  restoring  the  normal  hor- 
monal pattern  of  the  secretory  phase  of  the 
menstrual  cycle,  providing  an  orally  active  pro- 
gestogen \with  an  estrogen  to  prime  the  endome- 
trium for  adequate  progestational  response. 

Dosage:  Functional  amenorrhea,  5 tablets  daily 
for  5 days.  Dysmenorrhea,  1 to  2 tablets  daily 
during  the  second  half  of  the  menstrual  cycle, 
except  for  the  final  two  days.  Dysfunctional 
uterine  bleeding,  5 to  7 tablets  daily  for  5 days; 
in  mild  cases,  reduce  dose  1 tablet  each  day. 


Side  Effects:  Ethinyl  estradiol  may  occasionally 
cause  headache,  diarrhea,  engorgement  and 
tenderness  of  the  breasts,  nausea,  vomiting, 
cramping,  or  skin  rash.  These  side  effects  usu- 
ally fade  as  the  patient  adjusts  to  the  estrogen. 

Cautions  and  Contraindications:  Duosterone  is 
contraindicated  in  carcinoma  of  the  breast  and 
reproductive  organs  and  should  be  used  with 
caution  in  cases  of  known  liver  impairment. 

Supplied:  Bottles  of  25  and  100  tablets. 

(Roussel) 

Roussel  Corporation 

155  East  44th  Street,  New  York  17,  N.Y. 
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•ij  PA  THILON‘SEQ  U ELS  with  Phenobarbital 


TRIDIHEXETHYL  CHLORIDE  Smtained  Release  Capsules 

Each  capsule  contains  : Tridihexethyl  chloride ...  75  mg. ; Phenobarbital ...  45  nig. 


aulated  for  controlled  release  of  the  active 
jdients,  for  sustained  anticholinergic  pro- 
on  against  spasm  and  pain  in  the  G.I.  tract, 
ell  as  sustained  phenobarbital  action. 
•inates  the  necessity  for  numerous  doses ; 
ms  out  “peaks  and  valleys’'  in  drug  blood 
s that  can  minimize  effectiveness ; and  re- 
:s  protective  medication  through  the  night, 
ffive  in  organic  and  functional  disorders 
le  gastrointestinal  tract  (duodenal  ulcer, 
stinal  colic,  ileitis,  esophageal  spasm, 
itinal  spastic  colon,  alcohol-induced  G.I. 
:ts,  gastric  hypermotility)  and  anxiety 


neurosis  with  G.I.  symptoms.  Should  be  used 
as  an  adjunct  to  other  measures.  Side  Effects 
due  to  tridihexethyl  chloride:  dry  mouth, 
blurring  of  vision,  constipation.  Contraindi- 
cations: urinary  bladder  neck  obstruction; 
glaucoma;  obstructive  congenital  anomalies 
of  the  gastrointestinal  tract ; pyloric  obstruc- 
tion ; congenital  megacolon ; and  stenosing 
gastric  or  duodenal  ulcer  with  significant  gas- 
tric retention.  Sttpply:  Bottles  of  30  and  500. 

Also  available:  PATHILON  SEQUELS  (with- 
out phenobarbital)  Tridihexethyl  chloride, 
75  mg.  Bottles  of  30  and  500. 


LEDh^RLE  LABORATORIES,  A DiviKion  of  .A.moiican  Cyauamid  Company,  Pearl  River,  N.Y. 


We  like  visitors.  We  like  to  show 
them  our  modern  equipment  and 
latest  research  facilities,  our  exact- 
ing manufacturing  techniques  and 
unexcelled  quality  standards.  Up  to 
a point,  that  is.  A white  line  pro- 
vides the  barrier  that  discourages 


further  exploration.  It  means  look  i 
but  don’t  cross.  It  is  a safeguard 
against  inadvertent  mishandling  or 
misplacing  of  products  — another 
precaution  in  an  endless  list  of  rules 
contributing  immeasurably  to 
the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


Induced  abortion 


Two  words,  “induced  abortion,”  in  jux- 
taposition telegraph  to  my  mind  a series  of 
pictures:  an  unheated  physician’s  surgery  in 
Tokyo  and  a heavily  sweatered  form  in  li- 
thotomy position;  the  green  semiliquid 
endometrium  of  a uterus  removed  by  the 
medical  examiner  from  a “Brunnehilde- 
like”  cadaver;  an  inspiring  conference  in 
the  chaste  beauty  of  Arden  House;  the 
frantic  telephone  voice  of  a forty-five- 
year-old  woman,  the  mother  of  two  retarded 
children;  a lively  and  acrimonious  debate 
in  room  65  of  the  New  York  Academy  of 
Medicine;  the  6-foot  frame  of  a distraught 
professor  of  surgery  collapsed  in  my  office 
chair  across  from  his  seventeen-year-old 
daughter;  the  miraculous  recovery  after 
abortion  of  a deeply  jaundiced  mother  of  four 
children.  If  these  vignettes  convey  the 
impression  of  confusion,  I have  achieved  my 
piu’pose.  There  is  nothing  so  confused  in 
the  whole  field  of  medicine  as  induced  abor- 
tion. 

Let  us  briefly  analyze  the  components  of 
the  contrasting  pictin*es  sketched  above. 

Illegal  or  criminal  abortion  is  the  only 
great  pandemic  disease  which  remains  un- 
recognized and  untreated  by  modern  medi- 
cine. It  is  global  in  distribution  but  more 
prevalent  in  certain  areas.  The  incidence  is 
extremely  high  in  Central  and  South  Amer- 
ica; investigators  report  that  in  Chile 
there  is  one  illegal  abortion  for  every  two 
births.  There  are  no  incidence  statistics  for 
illegal  abortion  in  the  United  States.  Edu- 
cated guesses  place  the  figure  at  900,000 
per  year.  More  than  4 in  5 of  our  clandestine 
abortions  apparently  are  performed  by  phy- 
sicians. Forty-seven  per  cent  of  maternal 
deaths  in  New  York  City  in  1961  were 
charged  by  the  Health  Department  to  illegal 
abortion;  most  of  these  deaths  probably 
arose  from  less  than  20  per  cent  of  abortions 
which  were  self-performed  or  performed  by 
non-physicians. 

The  most  obvious  solution  for  the  vast 
global  abortion  problem  is  the  prevention  of 


unwanted  pregnancy.  The  impractical 
idealist  would  favor  a campaign  to  change 
the  sexual  practices  of  his  3 billion  fellow 
citizens,  to  convert  their  relatively  unre- 
strained sexuality  to  fully  controlled  con- 
tinence, as  advocated  by  Gandhi.  To  those 
of  us  in  the  forefront  of  the  Planned  Parent- 
hood movement,  a far  more  practical  ap- 
proach is  medical  research  focused  on  the  dis- 
covery of  multiple,  inexpensive  methods  of 
effective,  effortless  contraception — a multi- 
plicity of  technics  to  take  into  account  the 
variation  in  the  mores,  ethicoreligious  con- 
cepts, and  environments  of  mankind. 

Legal,  or  therapeutic,  abortion  is  being 
carried  out  with  decreasing  frequency  in  the 
United  States.  The  rate  in  New  York  City 
during  the  past  two  decades  has  been  more 
than  halved.  And  during  the  same  period 
psychiatric  indications  for  therapeutic  abor- 
tion have  risen  from  a position  of  insignifi- 
cant importance  to  one  of  such  relatively 
great  importance  that  they  now  account  for 
more  than  half  of  the  total  therapeutic  abor- 
tions done. 

There  is  discrimination  in  medical  author- 
ization for  abortion.  In  the  voluntary  hos- 
pitals of  New  York  City  the  rate  among  pri- 
vate patients  is  five  times  the  rate  recorded 
for  ward  patients,  and  the  rate  on  the  ward 
service  of  voluntary  hospitals  is  more  than 
twice  the  rate  reported  by  municipal  hos- 
pitals. Of  96  therapeutic  abortions  reported 
by  11  teaching  hospitals  in  several  different 
commimities  in  1959,  only  1 was  done  in  a 
Negro  woman,  yet  27  per  cent  of  the  ob- 
stetric clientele  of  these  institutions  was 
colored. 

The  world  situation  regarding  legal  abor- 
tion is  a crazy  quilt  of  contradictions.  Legal 
abortion  is  performed  on  the  woman’s  de- 
mand in  Japan  and  in  Russia  and  five  of  her 
satelhtes;  why  the  woman  demands  it  is 
not  an  issue.  In  Scandanavia,  Finland, 
Yugoslavia,  Red  China,  and  Switzerland, 
abortion  statutes  are  relatively  lenient  com- 
pared to  our  own  in  regard  to  indications. 
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I 

I Then,  too,  some  countries  have  strict  abor- 
tion laws  but  expect  physicians  to  break 
them,  as  in  Israel. 

There  is  growing  sentiment  in  the  United 
! States  that  our  highly  restrictive  state  laws, 
I which  usually  sanction  therapeutic  abortion 
, only  “in  order  to  preserve  the  hfe  of  the 
mother,”  are  anachronistic  and  puritani- 
I cally  punitive.  The  legislature  of  Cahfornia, 
I with  broad  medical  backing,  has  under  con- 
i' sideration  a more  lenient  act  patterned  af- 
: ter  the  model  law  framed  in  1959  by  the 
American  Law  Institute,  a collection  of  emi- 
nent legal  minds — professors  of  law,  judges, 
and  attorneys.  The  Maternal  Welfare 
Committee  of  the  American  College  of 
Obstetrics  and  Gynecology  is  currently  in- 
teresting itself  in  the  matter. 

I Dissatisfaction  with  present  abortion  laws 
has  arisen  on  two  grounds.  First,  because  of 
I the  advances  of  modern  medicine,  life  is 
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no  longer  equated  solely  with  a pulsating 
heart  and  respiring  lungs  but  is  interpreted 
as  the  totality  of  a healthful  existence. 
Second,  current  abortion  statutes  pay  no 
heed  to  the  quality  of  offspring. 

In  view  of  aU  these  facts  and  opinions, 
what  action  is  recommended?  First,  our 
State  Medical  Society  can  express  its  dis- 
satisfaction with  the  current  New  York 
statute,  which  foments  class  stratification  in 
an  important  health  service  and  breeds 
hypocrisy  among  the  majority  of  its  mem- 
bers. A small  percentage  unquestionably 
practice  clandestine  illegal  abortions,  but  a 
significant  proportion  refer  their  needy, 
although  aflSuent,  patients  to  secret  thera- 
peutic sources.  Would  it  not  be  helpful  if 
a broadly  based  committee  were  appointed 
to  investigate  the  problem  and  to  render  a 
report  which  wiU  include  recommendations? 

Alan  F.  Oltitmacher,  M.D. 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  10  through  14,  1964 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a 
paper  before  a scientific  section  or  a general  session  is 
requested  to  write  to  James  Greenough,  M.D.,  Director 
of  Scientific  Activities,  Medical  Society  of  the  State  of 
New  York,  750  Third  Avenue,  New  York  17,  New  York, 
before  August  15, 1963.  A short  abstract  of  the  proposed 
presentation  should  accompany  the  letter.  | 

Scientific  Exhibits 

I 

Requests  for  application  for  scientific  exhibit  space 

at  the  1964  Convention  should  he  addressed  to  the 

Director  of  Scientific  Activities  at  the  above  address, 

as  soon  as  possible.  i 

' 

NOTE  CHANGE  OF  MONTH  FOR  ANNUAL  CONVENTION: 

FEBRUARY  10  TO  14. 1964 
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Prompt,  Prolonged  Control  of  Postoperative  Nausea  and  Vomiting 

So  often  a sequel  to  surgery,  acute  nausea  and  vomiting  demand  therapy  that  is  effective  both  thera- 
peutically and  prophylactically.  Dramamine  (dimenhydrinate)  provides  just  such  therapy. 

In  active  emesis,  with  the  oral  route  not  feasible,  an  injection  of  this  classic  antinauseant  usually  relieves 
the  symptoms  almost  immediately.  Preoperative  administration  (1)  eases  the  patient  through  the 
I period  just  after  surgery  and  (2)  helps  assure  continuing  prophylaxis. 

Clinically,  it  has  been  found  that,  “Regardless  of  the  type  of  anesthesia  employed,  Dramamine'  was 
I effective  in  relieving  the  nausea  and  vomiting.”  In  another  study,  involving  100  general  surgical  patients, 
' 50  mg.  of  the  drug  was  given  intramuscularly  with  the  preoperative  medication.  Results  showed  “71 
per  cent  of  the  group  were  free^  of  the  unpleasant  aftereffects  of  surgery  and  general  anesthesia.” 
Supplied:  For  parenteral  use,  ampuls  of  250  mg.  Dimenhydrinate  may  mask  symptoms  of  streptomycin 
activity  and  should  be  used  with  caution  in  these  circumstances. 

1.  Bayuk,  A.  J.:  Dramamine  in  Nausea  and  Vomiting:  A Preliminary  Report,  Bull.  Mahoning  County  Med.  Soc. 
22:161-165  (April)  1952.  2.  St.  James,  A.  T.:  The  Use  of  Dramamine  to  Prevent  Postoperative  Vomiting,  Meriden  Hosp. 
Bull.  6:70-72  (April)  1956. 


Dramamine 

dimenhydrinate 

AMPULS  (FOR  I M.OR  I V.  USE)/SUPP0SICONES»/LIQUID/TABLETS 


^^oral 

Orenzyme 

reduces  inflammation  leases  pain 


(oral,  enteric  coated 
enzyme  tablet*  'National') 


saves  days  in  healing 


Accelerate  healing  in  your  patients: 

In  sprains,  strains  and  other  traumatic  injuries, 
oral  Orenzyme  helps  resolve  the  impediments  to 
healing  due  to  acute  inflammation. This 
. . direct  facilitation  of  drainage  from  the  in- 
flamed area”®  permits  speedier  recovery.  Oral 
Orenzyme,  the  original  enzyme  tablet  for  faster 
tissue  repair,  saves  days  in  healing  in  all  these  con- 
ditions: ocular  inflammation  • fractures  • sprains 
• strains  • dislocations  • lacerations  • thrombo- 
phlebitis • ulcerations  • also  helps  liquefy  tena- 
cious bronchial  mucous  secretions. 

Side  Effects:  Side  effects  are  rare.  If  they  occur, 
discontinuation  of  the  drug  is  recommended. 
Composition:  Each  tablet  contains  trypsin  68%, 
chymotrypsin  30%,ribonuclease  2%, equivalent 


in  proteolytic  activity  to  20  mg.  of  crystalline  ir 
trypsin.  Compatibilities:  There  are  no  known  in-  ; ‘ 

compatibilities.  Other  medications  may  be  given  t 

with  Orenzyme  if  indicated.  In  infection,  appro-  ( 

priate  antibiotic  therapy  should  be  used  concur- 
rently. Dosage:  Adequate  dosage  is  important. 

Initially  2 tablets  q.i.d.  When  Orenzyme  is  ad-  ' 

ministered  concurrently  with  parenteral  trypsin,  t 

or  for  maintenance  dosage,  1 tablet  q.i.d.  is  rec-  ' c 
ommended.  Supplied:  Bottles  of  48  and  500  red,  j 

enteric  coated  tablets.  *u.s.  patent  no,  a, 004,8^3  ^ 

References:  1.  Lichtman,  A.  L.:  Delaware  M.J.  Ji;ll,  1961.  * 

2.  Coleman,  J.  M.;  Vaughn,  A.  M.;  Annan,  C.  M.,  and  Caserta,  { 

J.  A.:  South.  M.J.  5i;  1467,  1960.  3.  Tuttle,  E.:  Exper.  Med. 

& Surg.  J7;210,  1959.  e/sa  0-5234/63  ^ 

THE  NATIONAL  DRUG  COMPANY 
J!\  U Division  of  Richardson-Merrell  Inc.,  Philadelphia  44,  Pa.  , , 
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Scientific  Articles 


Unrecognized  Major 
Organic  Disease  in  a 
Geriatric  Mental 
Hygiene  Clinic* 

JACOB  H.  FRIEDMAN,  M.D. 
The  Bronx,  New  York 
WILLIAM  DUTCHEN,  M.D. 
The  Bronx,  New  York 
DAVID  M.  BRESSLER,  M.D. 

New  York  City 

Director  (Dr.  Friedman),  Internist  (Dr.  Dutchen), 
and  Chief  (Dr.  Bressler),  Geriatric  Mental 
Hygiene  Clinic,  Bronx-Lebanon  Hospital 
Center,  Concourse  Division 


\A/hen  the  Geriatric  Mental  Hygiene 
Clinic  was  established  at  Lebanon  Hospital, 
The  Bronx,  New  York,  on  April  1,  1961, 
the  first  of  its  kind  connected  with  a general 
hospital  in  New  York  City  and  possibly 
in  the  country,  it  was  deemed  necessary 
to  have  a quahfied  internist  with  Board 
certification  as  part  of  the  clinical  team  in 
the  evaluation  of  patients  for  therapy. 
Our  experience  has  verified  such  thinking. 
A review  of  the  first  year’s  intake,  which 
consisted  of  105  cases,  showed  that  all 
these  patients  had  one  or  more  physical 
defects,  involving  every  system  of  the  body 
and  having  no  relationship  to  their  emotional 
problems.  These  illnesses  were  as  follows: 
essential  and  malignant  hypertension,  ar- 
teriosclerotic heart  disease,  angina  pectoris, 
post  coronary  thrombosis,  residuals  of 

* The  Clinic  is  supported  by  a grant  from  the  Community 
Mental  Health  Board  of  New  York  CHy. 


OF  105  PATIENTS  admitted  for  psychotherapy 
in  the  Geriatric  Mental  Hygiene  Clinic  of 
Lebanon  Hospital,  6 were  found  to  have 
serious  organic  disease  distinct  from  their 
mental  disorders.  The  organic  disease  was 
detected  by  the  admitting  or  treating  psy- 
chiatrist and  confirmed  by  the  internists 
connected  with  the  Clinic.  As  a result,  the 
procedure  in  the  Clinic  now  includes  a 
comprehensive  medical  work-up  before  psy- 
chotherapy is  initiated. 


hemiplegia,  diabetes,  glaucoma,  cataract 
and  other  marked  defects  of  vision,  peptic 
ulcer,  arthritis,  mild  parkinsonism,  allergic 
rhinitis,  contact  dermatitis,  prostatic  hy- 
pertrophy, auditory  nerve  defect,  perforated 
eardrum,  varicose  veins,  obesity,  dental 
diflSculties,  bursitis,  carcinoma  of  the  colon 
(postoperative  status),  mediastinal  neo- 
plasm, narrowing  of  the  esophagus,  and 
rectal  conditions. 

Past  and  present  teaching  in  medical 
clinics  is  too  frequently  a case  of  “either- — 
or”;  organic  disease  is  not  found,  and  there- 
fore the  patient  must  have  functional 
disease.  1 Furthermore,  it  has  been  es- 
timated that  over  50  per  cent  of  patients 
who  attend  a physician’s  office  suffer  from 
symptoms  attributed  to  emotional  factors. 
It  is  assumed  that  patients  referred  to 
mental  hygiene  clinics  have  had  a proper 
physical  check-up  and  their  physical  de- 
fects noted.  Unfortunately,  with  our  medi- 
cal thinking,  if  no  definite  organic  disease 
is  found  to  account  for  the  symptoms,  the 
patient  is  Usted  as  suffering  from  fimctional 
illness.  The  problem  becomes  more  marked 
in  a patient  over  sixty  years  of  age  who 
shows  definite  features  of  a depression; 
and  the  predominant  symptoms  for  which 
patients  apply  to  the  Geriatric  Mental 
Hygiene  Clinic  are  those  of  a depressed 
state. 

The  precipitating  factors  of  the  mental 
illness  for  which  patients  were  referred  were 
manifold:  illness  or  death  of  the  spouse 
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or  of  a son  or  daughter,  mental  illness  of  a 
son,  unhappy  remarriage,  fear  of  loss  of 
job  and  aggravation  at  work,  fear  of  living 
alone  when  children  left  home,  guilt  feelings 
in  relation  to  Ulness  of  children,  guilt  about 
suicide  of  a son,  retirement,  loss  of  money 
in  the  stock  market,  insufficient  funds  from 
pensions  or  Social  Security,  disappointment 
in  the  marriage  of  son  or  daughter,  dis- 
appointment in  son’s  economic  adjustment, 
fear  of  operation,  excessive  drinking  by 
husband,  hospitalization  of  grandchildren, 
children’s  moving  from  city,  divorce  of 
children,  following  a vacation,  loss  of  weight, 
following  an  operation,  impotence  of  hus- 
band, moving  into  new  neighborhood,  hving 
incompatibly  with  children,  death  of  third 
wife  whose  money  was  not  willed  to  hus- 
band, and  feeling  of  neglect  by  children. 

The  physician,  noting  the  deep  depression 
with  its  precipitating  cause,  refers  the  pa- 
tient to  a psychiatrist  or  to  a psychiatric 
clinic.  To  complicate  the  matter,  a number 
of  psychiatrists  believe  that  the  physical 
examination  is  contraindicated  in  analytic 
therapy  or  psychotherapy  because  of  the 
unconscious  and  conscious  fantasies  it  stimu- 
lates in  both  patient  and  therapist.  Even 
Freud  2 advised  that  when  the  analyst  is 
doubtful  about  whether  or  not  the  origin 
of  symptoms  is  a neurosis  or  an  organic 
disease,  he  should  refer  the  patient  to 
another  physician.  Freud  believed  that 
organic  and  psychologic  treatment  do  not 
go  well  together  in  the  same  hands,  as 
the  analyst  is  so  preoccupied  with  the 
psychic  factors  that  he  cannot  trust  his 
own  objectivity  in  the  case.  Menninger,^ 
on  the  other  hand,  states  that  even  though 
a physical  examination  may  not  seem  to 
be  necessary  for  diagnosis,  it  should  rarely 
be  omitted  by  the  psychiatrist  any  more 
than  by  the  internist.  Both  Freud  and 
Menninger  agree  that  an  initial  examination 
does  not  interfere  with  treatment.  Barton,  * 
in  his  presidential  address  to  the  American 
Psychiatric  Association  in  May,  1962, 
stated,  “I  would  encourage  movement  to- 
ward closer  relationship  with  the  traditions 
and  practice  of  medicine.  We  must  first 
be  good  physicians.  Medical  responsibility 
is  fundamental  in  the  management  of  mental 
illness.” 

Our  patients  are  of  low  economic  status, 
have  little  schooling,  and  are  not  actually 
geared  for  psychotherapy.  When  examined 


by  an  internist,  the  patient  feels  that  he 
is  getting  something  tangible.  Further- 
more, most  of  these  patients  receive  medica- 
tion because  of  their  depressed  states,  and 
although  they  accept  psychotherapy,  they 
rely  to  a great  extent  on  their  faith  in  the 
medication  prescribed  by  the  psychiatrist. 
The  psychiatrists  in  the  Geriatric  Mental 
Hygiene  Clinic  who  are  dynamically  oriented 
in  their  psychotherapeutic  approach  are 
also  medically  oriented.  Furthermore,  the 
internist  in  the  Clinic,  although  well  qualified 
as  an  internist,  is  also  psychiatricaUy  ori- 
ented. We  take  pride  in  such  combina- 
tion—the  psychiatrist’s  being  free  from 
medical  prejudice  and  the  internist’s  being 
free  from  psychiatric  prejudice.  As  a re- 
sult, we  were  able  to  detect  6 patients  with 
severe  organic  disease  which  had  no  bearing 
on  the  psychiatric  condition.  Despite 
clearance  by  the  referring  source,  the 
medical  condition  was  imdetected  and  was 
only  found  in  the  psychiatric  setting. 

Case  reports 

Case  1.  The  patient,  a seventy-yeai'-old 
widow,  was  referred  for  therapy  to  the  Geriatric 
Mental  Hygiene  Chnic  by  her  family  physician 
because  of  loss  of  appetite,  loss  of  interest  in 
household  and  social  activities,  and  memory 
loss.  Her  symptoms  began  when  a boarder,  a 
friend  of  her  husband,  who  had  hved  with  the 
family  for  years,  retired,  leaving  the  household 
in  September,  1961,  to  five  in  the  country.  On 
initial  psychiatric  examination,  the  patient  did 
not  know  the  date  nor  the  day  of  the  week  but 
otherwise  was  able  to  carry  on  a rational  con- 
versation. She  showed  psychomotor  retarda- 
tion and  appeared  definitely  depressed.  The 
daughter,  who  accompanied  the  patient,  further 
stated  that  the  patient  “imagined  things  and 
saw  people  who  were  not  there.”  The  screening 
psychiatrist  made  a diagnosis  of  chi-onic  brain 
syndrome  associated  with  arteriosclerosis  and 
depression.  Following  the  routine  screening 
procedure,  the  patient  was  immediately  referred 
to  the  internist.  He  noted  that  the  fundi  re- 
vealed some  arterial  narrowing  and  spasm  and 
that  the  pupils  were  slightly  vmequal.  The 
apical  beat  was  to  the  left  of  the  mid-clavicular 
line  in  the  sixth  intercostal  space.  A diagnosis 
of  organic  brain  syndrome  and  cardiovascular 
disease  of  undetermined  origin  was  made. 
The  electrocardiographic  findings  were  normal. 
Blood  urea  nitrogen  and  blood  sugar  determina- 
tions and  a urinalysis  revealed  no  abnormali- 
ties. However,  the  chest  x-ray  showed  a 
superior  mediastinal  mass.  The  patient  was 
therefore  admitted  to  the  hospital  for  a further 
work-up. 

Internist’s  report.  The  patient  was  admitted 
to  Lebanon  Hospital  on  December  29,  1961, 
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following  the  detection  of  a superior  mediastinal 
mass  on  routine  chest  x-ray.  The  results  of 
protein-bound  iodine,  calcium,  phosphorus, 
cholesterol,  sugar,  and  blood  urea  nitrogen  de- 
terminations were  all  normal,  as  were  the  results 
of  the  complete  blood  count,  urinalysis,  and 
sedimentation  tests.  An  esophogram  revealed 
extrinsic  pressure  on  the  left  side  of  the  proximal 
esophagus  from  a superior  mediastinal  mass, 
probably  a substernal  thyroid.  Tomographic 
studies  of  the  mediastinum  were  interpreted  as 
revealing  findings  strongly  consistent  with  this 
mass’s  being  thyroid  in  origin.  Skeletal  x-ray 
studies  revealed  no  destructive  changes  or  other 
evidence  of  metastasis.  Since  the  patient  had 
no  organic  complaints  and  was  doing  well 
medically,  she  was  discharged  to  a follow-up 
medical  clinic.  During  the  six  months  that 
have  elapsed  since  discharge,  no  change  has 
been  noted  in  the  x-rays,  nor  have  any  symptoms 
developed. 

Routine  psychologic  examination  revealed 
that  this  patient  had  an  intelligence  quotient  of 
69.  However,  she  had  reached  the  eighth  grade 
in  elementary  school  and  thus  must  have  had 
significantly  better  ability  during  her  scholastic 
years.  Her  area  of  impairment  was  in  visual- 
motor  coordination.  Such  gross  defects  in 
perception  and  psychomotor  speed,  abstract 
approach,  and  synthesizing  ability  are  generally 
symptomatic  of  organic  cerebral  involvement 
going  beyond  the  normal  senescent  process. 
The  findings  of  the  psychologic  examination 
were  consistent  with  organic  cerebral  involve- 
ment. A diagnosis  of  chronic  brain  syndrome 
associated  with  cerebral  arteriosclerosis  was 
made.  This  patient  was  not  suitable  for  treat- 
ment in  our  Geriatric  Mental  Hygiene  Clinic 
because  of  her  poor  memory.  The  daughter 
agreed  to  keep  close  watch  on  her  mother,  who 
was  still  maintaining  her  own  apartment,  al- 
though supported  by  the  Department  of  Wel- 
fare. If  the  symptoms  of  the  chronic  brain 
syndrome  become  worse,  this  patient  will  then 
have  to  be  placed  in  a home  for  the  aged  or  a 
nursing  home. 

Comment.  This  patient  was  referred  to  the 
Geriatric  Mental  Hygiene  Clinic  because  of 
her  depressed  state.  She  received  medical 
clearance  from  her  family  physician.  The 
routine  procedure  in  our  Clinic  was  followed, 
that  is,  she  was  screened  by  the  Clinic  chief  and 
then  referred  to  the  internist.  After  examina- 
tion, the  internist  requested  a further  cardiac 
work-up,  during  which  an  unsuspected  medi- 
astinal mass  which  necessitated  hospitahzation 
was  found.  Had  it  not  been  our  routine  to  refer 
the  patient  to  the  internist,  this  diagnosis  would 
have  been  missed.  The  patient  is  now  being 
observed  in  the  medical  department  for  any 
progression  of  this  lesion.  We  consider  her 
depressed  state  to  be  of  minor  significance  as 
compared  to  the  mediastinal  mass. 

Case  2.  This  sixty-two-year-old  woman 
was  referred  to  the  Geriatric  Mental  Hygiene 
Clinic  in  January,  1962,  by  the  Community 
Mental  Health  Society,  as  she  had  been  de- 


pressed for  a year.  She  had  a poor  appetite, 
insomnia,  and  spells  of  bitter  crying.  She  had 
had  a depressed  state  five  years  before.  At  the 
commencement  of  her  illness  it  was  believed  she 
had  a cardiac  condition,  since  she  occasionally 
complained  of  precordial  pain.  An  electro- 
cardiogram done  a few  months  before  she  was 
seen  in  the  Clinic  revealed  nothing  abnormal. 
The  patient’s  husband  had  died  suddenly  from  a 
coronary  thrombosis  three  and  a half  years 
earlier,  and  she  was  now  living  alone  and  using 
up  her  savings.  The  screening  psychiatrist 
realized  that  this  woman  needed  more  study 
because  of  her  definite  complaint  of  precordial 
pain.  As  a result,  she  was  admitted  to  Monte- 
fiore  Hospital,  where  a diagnosis  of  arterio- 
sclerotic cardiovascular  disease  and  chronic 
cholelithiasis  was  made.  The  patient  was  first 
in  individual  therapy,  is  now  in  group  therapy, 
and  is  doing  well.  She  is  being  treated  by 
her  family  physician  for  the  cardiovascular 
disease  and  cholelithiasis. 

Comment.  The  screening  psychiatrist  sus- 
pected cardiac  disease  and  therefore  advised 
that  the  patient  be  hospitalized.  Her  cardiac 
and  gallbladder  condition  is  being  treated  by 
the  family  physician.  In  the  Clinic  she  is  in 
group  psychotherapy  for  her  depressed  state 
and  is  doing  remarkably  well.  We  believe  that 
if  we  had  left  her  cardiac  condition  untreated, 
the  results  would  have  been  disastrous.  The 
patient  has  readily  admitted  to  her  functional 
illness  and  understands  that  her  organic  problem 
is  being  handled  by  her  family  physician, 
whereas  her  emotional  problem  is  being  handled 
in  our  Clinic. 

Case  3.  This  sixty-year-old  taxi  driver  was 
referred  by  his  family  physician  for  psycho- 
therapy in  September,  1961.  At  that  time  he 
said,  “I  cannot  make  up  my  mind;  I just  fall 
apart  and  cannot  hold  myself  together.”  He 
had  difficulty  in  swallowing  and  gradually  was 
losing  weight;  he  weighed  119  pounds,  as  op- 
posed to  140  pounds  ten  years  previously.  He 
was  afraid  to  attend  our  Clinic  because  his 
employer  would  not  approve  of  his  losing  time  to 
do  so.  He  was  treated  for  a depressed  state  by 
electroshock  therapy  in  Lebanon  Hospital  Men- 
tal Hygiene  Clinic  in  1950.  He  then  felt  well 
and  was  able  to  continue  working.  However, 
for  the  past  two  years,  there  has  been  much 
pressure  on  him.  “He  ai'gues  with  his  wife; 
everything  bothers  him;  he  worries  about 
supporting  his  home  and  claims  that  he  accom- 
plished nothing  throughout  the  years.” 

He  had  married  a widow  with  a son,  who  at 
present  is  twenty-seven  years  of  age,  and  from 
the  marriage  he  had  a daughter  who  is  now 
eighteen.  The  precipitating  cause  of  his  present 
illness  was  difficulty  at  his  work  and  with  his 
wife.  Furthermore,  he  had  passed  a few  red 
lights  and  was  involved  in  an  accident,  striking 
another  cab.  The  initial  diagnosis  was  that  of  a 
depressive  reaction  in  a schizoid  personality. 
The  treating  psychiatrist,  after  two  sessions, 
noted  that  this  patient  was  sufficiently  depressed 
for  electroshock  therapy,  but  because  of  his 
gastric  complaints  and  difficulty  in  swallowing. 
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she  advised  further  studies.  The  internist  saw 
the  patient  and  suggested  a gastrointestinal 
x-ray  series.  In  the  interim  his  depression 
became  so  marked  that  electroshock  therapy 
had  to  be  given  in  our  Clinic.  He  showed  a 
definite  remission  of  his  depressed  state.  How- 
ever, his  difficulty  in  swallowing  continued.  An 
x-ray  of  the  chest  revealed  a nodule  at  the  left 
base.  He  was  then  hospitalized  wdth  a diagno- 
sis of  a coin  lesion,  lower  left  lobe,  possible 
pulmonary  neoplasm. 

Internist's  report.  The  patient  was  admitted 
to  Lebanon  Hospital  in  December,  1961,  for 
investigation  of  a solitary  coin  lesion  of  the 
left  lower  lobe  detected  on  routine  chest  x-ray 
examination.  A complete  physical  examination 
revealed  nothing  remarkable.  The  results  of 
all  blood  studies,  a routine  urinalysis,  and  a 
complete  blood  count  were  normal.  X-ray  ex- 
amination of  the  skuU,  an  intravenous  pyelo- 
gram,  and  a barium  enema  showed  nothing 
abnormal,  except  several  diverticuli  of  the 
sigmoid  and  splenic  flexure,  without  evidence 
of  diverticulitis.  A gastrointestinal  series  and 
an  esophagram  revealed  findings  typical  of 
achalasia  of  the  esophagus  of  a severe  degree. 
The  stomach  and  duodenum  were  normal. 
Serial  chest  x-ray  studies  and  bronchoscopy, 
with  a study  of  aspirated  material,  failed  to 
indicate  the  presence  of  cancer;  nor  were 
changes  of  the  coin  lesion  noted  on  serial  x-ray 
studies  of  the  chest.  The  patient’s  achalasia 
was  treated  with  pneumatic  dilation,  with  good 
results.  The  lesion  in  the  left  lower  lobe  was 
considered  to  be  a benign  granuloma.  The 
patient  has  been  followed  in  the  medical  and 
chest  clinics,  and  there  has  been  no  apparent 
change  in  this  lesion. 

Comment.  This  patient,  who  had  a depres- 
sion ten  years  previously  for  which  he  needed 
electroshock  therapy,  was  referred  by  his  family 
physician  to  the  Geriatric  Mental  Hygiene 
Clinic  because  of  multiple  somatic  complaints. 
The  psychiatrist  in  the  Geriatric  Mental  Hy- 
giene Clinic  realized  that  although  he  had  many 
somatic  complaints  referable  to  functional  fac- 
tors, an  organic  problem  might  be  present. 
Only  after  consultation  with  our  internist  and 
subsequent  hospitalization  was  the  pulmonary 
lesion  found  and  his  achalasia  treated  success- 
fully. 

The  patient  is  still  being  observed  by  the 
medical  department  of  Lebanon  Hospital.  He 
is  still  being  seen  in  the  Geriatric  Mental  Hy- 
giene Clinic  and  has  shown  definite  improve- 
ment. The  family  physician  was  impressed  by 
the  patient’s  past  history  of  depression  and 
electroshock  theiapy  and  also  by  his  present 
environmental  situation — stress  at  work,  difl&- 
culties  with  his  wife,  and  his  statement  that  he 
was  a failure  in  life.  By  placing  emphasis  on 
his  functional  status,  the  family  physician  over- 
looked his  organic  status. 

Case  4.  This  patient,  a seventy-thi-ee-year- 
old  woman,  was  referred  by  the  medical  depart- 
ment of  Lebanon  Hospital  to  the  Geriatric 
Mental  Hygiene  Clinic  because  of  a depressed 
state.  She  also  complained  of  dizzy  spells. 


tightness  in  her  head,  and  precordial  pain.  The 
patient’s  daughter,  after  twenty-one  years  of 
marriage,  had  divorced  her  husband  six  years 
previously.  The  patient  worked  in  the  house- 
hold, and  the  daughter  went  to  business.  The 
patient’s  depression  had  been  present  for  sixteen 
years,  dating  from  her  husband’s  death.  The 
diagnosis  was  mild  reactive  depression.  She 
showed  definite  improvement  in  her  depression 
but  still  complained  of  chest  pains,  which  were 
diagnosed  as  angina  pectoris.  She  was  under 
treatment  in  our  clinics  for  arteriosclerotic  heart 
disease,  rheumatoid  arthritis,  and  hiatus  hernia. 
The  treating  psychiatrist’s  consultation  with  our 
internist  revealed  that  in  the  main  her  symptoms, 
which  were  those  of  a mild  depression,  did  not 
actually  reflect  the  fundamental  problem,  and 
he  suggested  a further  work-up.  Thus  the  pa- 
tient was  hospitahzed  in  November,  1961. 

Internist' s report.  The  patient  was  admitted 
to  Lebanon  Hospital  with  the  chief  complaints 
of  chest  pain,  loss  of  weight,  and  dizziness.  The 
pain  was  retrosternal,  constant,  and  nonradiat- 
ing, with  no  relationship  to  eating.  A complete 
physical  examination  showed  nothing  remark- 
able. Numerous  blood  studies,  including  a 
blood  count,  showed  no  abnormahties.  The 
stools  contained  no  occult  blood.  The  electro- 
cardiogi'am  showed  myocardial  damage  and  left 
bundle  branch  block.  The  routine  chest  x-ray 
revealed  an  essentially  normal  heart,  lungs,  and 
bony  sti’ucture.  The  barium  enema  x-ray  film 
showed  diverticulosis  of  the  sigmoid  area.  An 
esophagram  revealed  a calcified  mass  which  was 
beheved  to  be  intramural  and  was  interpreted  as 
probably  representing  calcification  in  a tumor 
of  the  esophagus,  possibly  a leiomyoma.  A 
biopsy  of  the  lower  esophagus  contributed  no 
further  information.  Since  the  patient  refused 
an  exploratory  operation,  she  was  discharged  to 
the  clinic  for  foUow-up.  No  change  in  the 
medical  status  has  occurred  to  date. 

It  was  found  that  she  had  coronary  artery 
disease  and  a benign  lesion  involving  the  esoph- 
agus. She  showed  gi'adual  improvement  and 
was  seen  last  in  the  Geriatric  Mental  Hygiene 
Clinic  in  February,  1962,  having  recovered  from 
her  depression. 

Comment.  This  patient  had  definite  organic 
disease  as  well  as  being  in  a depressed  state. 
Because  of  her  depression,  it  was  the  opinion  of 
the  medical  clinic  that  her  main  symptoms  were 
based  on  functional  factors.  However,  the 
psychiatrist  recognized  that  the  depression  was 
rather  mild  and  related  to  the  home  situation, 
which  was  easily  remedied,  and  that  the  main 
symptoms  rested  on  organic  factors.  The  in- 
ternist in  the  Geriatric  Mental  Hygiene  Chnic, 
with  psychologic  insight  and  after  a conference 
with  the  treating  psychiati'ist,  had  this  patient 
hospitalized.  Studies  made  while  she  was  in  the 
hospital  substantiated  the  judgment  that  or- 
ganic factors  were  producing  her  symptoms  and 
resulted  in  the  discovery  of  a benign  calcified 
lesion  involving  the  esophagus. 

Case  5.  This  seventy-year-old  woman  was 
referred  to  our  Clinic  by  the  lay  county  society 
for  mental  health,  as  the  patient’s  daughter- 
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in-law  was  unable  to  explain  the  patient’s  con- 
duct; she  was  apathetic  and  did  not  take  care  of 
her  household  chores  as  she  formerly  did.  Her 
family  physician,  contacted  by  the  social  worker 
of  the  Geriatric  Mental  Hygiene  Clinic,  stated 
that  the  patient  suffered  from  arteriosclerosis 
and  showed  symptoms  of  senility.  He  had 
prescribed  high  potency  vitamins  and  chlor- 
promazine  hydrochloride  (Thorazine)  and  hy- 
droxyzine (Vistaril)  at  intermittent  periods. 
However,  he  had  not  referred  her  to  any  outside 
soirrce  for  consultation,  merely  attributing  her 
symptoms  to  old  age.  The  screening  psychia- 
trist noted  immediately  that  the  patient  did  not 
know  the  year  or  the  name  of  the  President  of 
the  United  States.  It  was  impossible  to  obtain 
a history  from  her,  as  she  appeared  to  have 
complete  loss  of  memory  and  was  unproductive. 
The  screening  psychiatrist  referred  the  patient 
to  the  internist.  A tentative  diagnosis  of 
chronic  brain  syndrome  or  frontal  lobe  tumor 
was  made,  and  the  patient  was  hospitalized  for 
study. 

Internist’ s report.  The  patient  was  admitted 
to  Lebanon  Hospital  on  June  27,  1962,  from 
the  Geriatric  Mental  Hygiene  Clinic,  wdth  a 
tentative  diagnosis  of  chronic  brain  syndrome 
or  frontal  lobe  tumor.  An  x-ray  film  of  the 
skull  revealed  a displacement  of  the  pineal 
body  suggestive  of  meningioma.  Her  blood 
pressure  was  230/130.  A superior  mediastinal 
mass  was  also  discovered.  There  was  slight 
papilledema,  and  the  spinal  fluid  pressure  was 
I slightly  elevated.  She  was  transferred  to 

I Montefiore  Hospital  for  additional  study, 

! which  did  not  bear  out  the  diagnosis  of  brain 

tumor,  and  she  was  discharged  with  a diagnosis 
' of  cerebral  arteriosclerosis  and  hypertensive 

' encephalopathy.  FoUow-up  by  the  social  serv- 

I ice  department  indicates  that  no  essential  change 

has  occurred  in  this  patient  over  the  past 
year. 

I During  these  hospitalizations  the  patient 
j adjusted  well  to  the  ward  routine  despite  her 
memory  defect.  The  social  service  depart- 
I ment  reassured  the  family  that  no  neoplasm 

|!  was  present  and  that  it  would  be  in  the  patient’s 

,1  best  interests  for  her  to  be  placed  in  a home  for 

I the  aged.  She  was  admitted  to  the  Beth 

Abraham  Home  on  July  12,  1962,  and  she  is 
doing  quite  well  there. 

Comment.  This  patient  was  recognized  as 
I suffering  from  a chronic  brain  syndrome  by 

I her  family  physician.  He  evidently  did  not 

I explain  the  situation  fully  to  the  family  but 

merely  prescribed  medication.  In  despair, 
the  family  appealed  to  the  local  county  so- 
ciety for  mental  health,  which  referred  her  to 
om*  Geriatric  Mental  Hygiene  Chnic.  It  was 
realized  that  she  was  not  a patient  for  whom 
dynamic  psychotherapy  was  indicated,  but 
she  needed  thorough  study,  as  her  clinical 
picture  was  not  clear-cut,  and  a cerebral 
neoplasm  had  to  be  ruled  out.  Thus  she  was 
hospitalized  at  Montefiore  Hospital  for  ar- 
♦ teriogi'aphy.  While  she  was  in  the  hospital 
I a benign  mediastinal  mass  was  also  discovered. 
After  the  complete  work-up,  the  family  knew 


exactly  what  the  patient’s  condition  was. 
They  accepted  the  inevitable,  and  she  is  now 
doing  well  in  a home  for  the  aged.  If  it  were 
not  for  the  Geriatric  Mental  Hygiene  Clinic, 
the  family  would  stiU  be  perplexed  as  to  what 
was  wrong  and  would  most  probably  wander 
from  pillar  to  post  without  definite  results. 
Although  this  patient  was  not  accepted  for 
treatment  in  our  Clinic,  we  saw  to  it  that  a 
definite  diagnosis  and  a proper  disposition  were 
made. 

Case  6.  This  seventy-one-year-old  woman 
was  referred  by  Montefiore  Hospital  to  the 
Geriatric  Mental  Hygiene  Clinic  in  February, 
1962.  For  several  months  she  had  been  defi- 
nitely depressed,  suffered  weight  loss,  had  a 
poor  appetite,  was  unable  to  sleep  well,  and 
had  developed  guilt  feelings  about  an  abortion 
nineteen  years  previously.  She  confessed  to 
a priest  about  her  illegal  abortion  and  extra- 
marital relations,  which  had  taken  place  years 
previously,  but  her  condition  did  not  improve. 
The  patient  was  unable  to  be  alone,  and  her 
husband  was  compelled  to  give  up  his  job  to 
be  with  her.  She  had  nine  children,  six  of 
whom  are  living.  She  attributed  her  depressed 
state  to  a hostile  reception  by  her  grandchildren 
when  she  visited  her  son’s  home  in  Florida. 
The  diagnosis  was  involutional  depression. 
Despite  psychotherapy  and  chemotherapy  with 
tranquilizers  (Mellaril,  Librium,  and  Atai'ax), 
her  condition  became  worse,  and  on  June  13, 
1962,  it  was  decided  to  give  her  electroshock 
therapy. 

Internist’s  report.  Prior  to  electroshock  ther- 
apy patients  are  given  a complete  work-up, 
which  includes  an  x-ray  film  of  the  dorsal 
lumbar  spine,  a complete  blood  count,  uri- 
nalysis, blood  Wassermann  test,  and  a cardio- 
vasculai'  work-up.  In  this  patient  x-ray  films 
revealed  a hemangioma  involving  the  thud 
lumbar  body,  with  the  typical  appearance  of 
coarse  trabeculation  of  the  entne  body,  without 
evidence  of  collapse.  There  was,  incidentally, 
marked  vascular  calcification  in  the  left  upper 
quadrant,  presumably  representing  numerous 
small  splenic  ai’tery  aneurysms.  There  were 
no  symptoms  related  to  the  incidental  x-ray 
findings.  In  view  of  the  hemangioma  it  was 
obvious  that  electroshock  therapy  could  not 
be  given,  and  the  patient  was  referred  to  Jacobi 
Hospital,  where  she  is  being  followed  by  then- 
clinic. 

Comment.  If  it  were  not  for  the  routine 
x-ray  of  the  lumbar  spine  prior  to  electroshock 
therapy,  we  would  never  have  noted  this  de- 
fect. This  difliculty  will  probably  lead  to 
an  eventual  collapse  of  the  thu’d  lumbar  ver- 
tebra, which  can  be  treated  by  irradiation. 


Comment 

Six  patients  from  a total  of  105  admitted 
for  therapy  to  the  Geriatric  Mental  Hygiene 
Clinic  were  found  to  have  serious  organic 
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disease  which  had  no  connection  with  the 
emotional  illness.  The  psychiatrists  in  the 
Clinic  were  responsible  for  suspecting  the 
organic  conditions,  and  the  two  internists 
in  our  Clinic  were  able  to  confirm  the 
psychiatrist’s  suspicions.  The  referring 
physicians  cannot  be  held  responsible  for 
not  having  detected  the  organic  disease, 
as  the  emotional  problems  of  the  patients 
were  outstanding,  and  there  was  sufficient 
environmental  stress  to  account  for  the 
symptoms.  It  is  to  be  emphasized  that  a 
person  with  a psychoneurosis  or  psychosis 
can  also  have  organic  disease  which  has 
no  bearing  on  the  mental  illness.  Such 
were  the  findings  in  our  6 patients  As  a 
result,  we  have  modified  our  intake  pro- 
cedure. A chest  x-ray  examination,  electro- 
cardiogram, hemoglobin  determination,  mi- 
nalysis,  and  a fasting  blood  sugar  are  per- 
formed through  our  own  Geriatric  Mental 
Hygiene  Clinic  imder  the  control  of  our 
internists  before  a patient  will  be  treated 
in  the  Clinic.  However,  if  this  informa- 
tion is  available  through  the  referring  source 
or  other  medical  agencies,  we  use  these 
records  in  lieu  of  our  own  work-up. 

Conclusions 

1.  Of  105  patients  admitted  for  psycho- 
therapy in  the  Geriatric  Mental  Hygiene 
Clinic  of  Lebanon  Hospital,  the  first  of 
its  kind  to  be  connected  with  a general 
hospital  in  New  York  City  and  perhaps 
in  the  United  States,  it  was  found  that  6 


had  serious  organic  disease  distinct  from 
their  mental  disorders. 

2.  The  organic  disease  was  detected 
by  the  admitting  or  treating  psychiatrist 
and  confirmed  by  the  internists  connected 
with  the  Clinic. 

3.  It  must  be  borne  in  mind  that  organic 
disease  can  coexist  with  functional  filness, 
each  distinct  from  the  other.  As  a result, 
our  procedme  in  the  Geriatric  Mental 
Hygiene  Clinic  has  been  altered  so  that  all 
patients  have  a comprehensive  medical 
work-up  before  psychotherapy  is  initiated. 

4.  AU  elderly  persons  with  fimctional 
depressions  should  have  a complete  medical 
work-up,  as  outlined,  before  being  admitted 
for  the  treatment  of  imderlying  mental 
symptoms. 

Addendum 

Since  this  paper  was  submitted  for  publi- 
cation, it  has  been  verified  that  this  geriatric 
mental  hygiene  clinic  is  the  first  of  its  kind 
connected  with  a community  general  hos- 
pital in  the  United  States. 
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Many  cardiovascular  sounds,  such  as 
the  closure  of  valves,  appear  to  be  generated 
by  discrete  transient  impacts.  ^ When 
several  impacts  occur  during  a very  short 
time  interval,  resonance  is  generated  that 
creates  the  illusion  of  a continuum  of  sounds. 
This  results  because  of  the  great  energy  and 
long  persistence  of  the  low-frequency  com- 
ponents of  the  sound,  which  allow  the  fusion 
of  the  discrete  signals  and  reduce  the 
ability  of  the  observer  to  time  the  successive 
events.  The  higher  frequencies  generated 
at  the  time  of  an  impact  have  less  energy  and 
are  of  short  duration;  these  may  therefore 
be  used  to  time  the  successive  events  more 
precisely. 

This  report  describes  a method  for  the 
utilization  of  the  high-frequency  components 
for  the  detection  and  timing  of  the  transient 
impacts  in  the  cardiac  cycle.  This  method 


A METHOD  FOR  the  Utilization  of  the  high- 
frequency  components  for  the  detection  and 
timing  of  the  transient  impacts  in  the  cardiac 
cycle  was  tried  in  17  normal  subjects. 
Heart  sounds  and  murmurs,  containing 
significant  information  concerning  the 
pumping  mechanics  of  the  heart  and  com- 
monly lost  because  of  the  resonance  char- 
acteristics of  the  recording  system,  were 
detected.  The  method  is  useful  in  deter- 
mining precise  timing  of  the  interrelation- 
ship of  the  several  cardiac  valvular  elements. 


permits  discrimination  of  discrete  events 
which  are  separated  by  only  a few  milli- 
seconds. Some  results  derived  from  use  of 
this  technic  are  presented. 

Instruments 

A crystal  microphone  (Astatic  M332) 
was  used  for  most  of  the  recordings  because 
of  its  sensitivity  and  flat  frequency  response 
in  the  range  of  100  to  5,000  c.p.s.  (cycles  per 
second).  Other  microphones,  an  Altec-21D 
condenser  and  a Shure  #535  dynamic,  were 
utilized  to  test  the  signals  for  microphonic 
artifacts.  A capacitance-coupled  alternating 
current  amplifler  with  a relatively  flat  fre- 
quency response  from  20  to  5,000  c.p.s.  was 
used.*  Low  hum  levels  were  obtained  by 
using  filtered  direct  current  for  the  tube 
filaments. 

Low  frequencies  (direct  current  to  500 
c.p.s.)  and  frequencies  above  2,000  c.p.s. 
were  attenuated  at  24  decibels  per  octave  by 
a band-pass  filter  (Krohn-Hite  310AB). 
The  signal  was  displayed  on  a dual-beam 
cathode  ray  oscilloscope  (Dumont  279)  and 
photographed  on  a Polaroid  film  camera 
(Dumont  302)  or  a 35-mm.  moving  film 
oscillograph  record  camera  (Dumont  321). 
The  response  of  the  system  was  tested  with 
a square- wave  generator;  there  were  no 
deflections  which  would  indicate  overloading 
of  the  filter  and/or  microphone. 

Recordings 

Recordings  were  made  in  an  electro- 
statically shielded  anechoic  chamber.  Oscil- 

* Designed  and  constructed  by  Roderick  Mohrherr,  B.A., 
Electronics  Engineer,  Chronic  Disease  Research  Institute, 
University  pf  Buffalo,  Buffalo,  New  York. 
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FIGURE  1.  Four  consecutive  second  heart  sounds 
recorded  over  the  pulmonic  area  \with  a band-pass 
of  500  to  2,000  cycles  per  second  and  filmed  on 
35-mm.  film  at  500  mm.  per  second.  Splitting  of  the 
second  heart  sound  is  demonstrated. 

lo  graphic  tracings  of  the  heart  sounds  were 
photographed  at  film  speeds  of  25  or  50  cm. 
per  second  (Dumont  321).  Selected  se- 
quences of  heart  sounds  were  also  recorded 
on  a two-channel  magnetic  tape  recorder 
(Magnecord  PT6).  Sounds  were  recorded 
on  one  chaimel  of  the  magnetic  tape  at  38.1 
cm.  per  second;  lead  I of  the  electrocardio- 
gram was  recorded  simultaneously  on  the 
second  channel.  Polaroid  photos  were  then 
made  of  consecutive  soimds  by  replaying 
the  magnetic  tape. 

Subjects  and  method 

Seventeen  normal  subjects  whose  ages 
ranged  from  fifteen  to  forty-five  years 
participated  in  the  study.  The  subject  lay 
supine  on  an  examining  table.  The  weight 
of  the  microphone  (90  Gm.)  held  it  in  place 
over  a selected  precordial  area.  The  pre- 
amplified signal  from  the  microphone  was 
split  into  two  components,  one  of  which 
passed  directly  to  the  amplifier  and  a beam 
of  the  oscilloscope;  the  other  was  passed 
through  the  filter,  amplified,  and  displayed 
on  the  second  beam.  Time  markers  from  a 
signal  generator  were  recorded  on  each 
photograph  at  25-msec,  (millisecond)  in- 
tervals. The  first  derivative  of  the  electro- 
cardiogram triggered  the  oscilloscope  sweep 
generator.  A delay  switch  in  the  path  of 
the  electrocardiographic  signal  allowed  se- 
lection of  segments  of  the  soimd  tracings  for 
oscilloscopic  display. 

Results 

Two  major  transients  were  present  in 
both  the  first  and  the  second  heart  sounds. 
These  were  best  demonstrated  over  the 


FIGURE  2.  Sixteen  consecutive  heart  cycles  dem- 
onstrating the  increase  in  the  interval  between 
second  heart  sounds  during  inspiration.  The 
pulmonic  component  is  delayed  almost  im- 
mediately with  inspiration.  The  aortic  component 
shows  a more  gradual  delay,  starting  one  or  two 
beats  later. 

tricuspid  and  pulmonic  referred  areas  (Fig. 
1).  The  time  from  the  R-wave  derivative 
to  the  onset  of  the  first  major  transient  of 
the  first  sound  in  17  normal  subjects  varied 
from  5 to  12  msec.  Much  of  this  variation 
was  shown  to  be  associated  with  the  respira- 
tory cycle. 

The  interval  between  the  first  and  second 
components  of  the  first  heart  soimd  ranged 
from  7 to  48  msec.  The  interval  from  the 
first  to  the  second  heart  sound  varied  in- 
versely as  expected,  with  heart  rate.  The 
delay  between  the  first  and  second  com- 
ponents of  the  second  heart  sound  ranged 
from  20  to  100  msec.  The  differences  in 
onset  of  16  consecutive  second  sounds  in  a 
normal  subject  during  normal  respiration 
are  illustrated  in  Figure  2.  Immediately 
following  the  onset  of  inspiration,  the  second 
major  transient  of  the  second  sound  is  de- 
layed; one  or  two  heart  beats  later  the 
timing  of  the  first  component  of  the 
second  sound  is  also  delayed,  perhaps  be- 
cause of  the  period  required  for  transmission 
of  an  increased  venous  return  from  the  right 
to  the  left  side  of  the  heart. 

During  the  respiratory  cycle,  the  time 
relationships  of  the  heart  sound  transients 
vary  with  reference  to  each  other  and  with 
the  R wave  of  the  electrocardiogram.  For 
example,  the  first  component  of  the  first 
heart  sound,  seen  in  the  ordinary  phono- 
cardiogram  as  the  point  of  onset  of  the 
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first  sound,  is  not  a suitable  reference  point 
for  measurement  of  inspiratory  variation  in 
heart  sounds,  because  it  depends  on  the 
presumptive  mitral  component  of  the  left 
side  of  the  heart  as  a time  reference  for  the 
pulmonic  as  weU  as  for  the  aortic  com- 
ponents. ^ Instead,  the  transients  must  be 
timed  from  a more  fixed  point,  such  as  the 
R wave  of  the  electrocardiogram.  When  this 
is  done,  the  interrelationships  among  the 
transients  of  the  heart  sounds  are  clarified. 

Summary 

Heart  sounds  and  murmurs  contain 
significant  information  concerning  the  pump- 
ing mechanics  of  the  heart.  This  informa- 
tion is  commonly  lost  because  of  the  reso- 


Water safety 


Water  safety  in  sports  is  principally  a matter 
' of  knowing  the  safety  precautions  and  observing 
I them. 

Deaths  by  drowning  could  be  cut  down  to  al- 
most none  if  swimmers  would  observe  a few 
I rules — never  swim  alone,  or  at  night  except  in 

^ well-lighted  pools,  or  just  after  eating,  or  when 
overly  tired. 

Deaths  and  injuries  from  diving  could  be 
I virtually  eliminated  if  divers  would  take  the 
trouble  to  know  where  they  were  diving.  How 
deep  is  the  water?  Are  there  any  underwater 
obstructions?  Diving  accidents  almost  always 
are  caused  by  diving  into  shallow  water  or  un- 
familiar water. 

Water  skiing — a sport  that  is  growing  rapidly 
in  popularity — need  not  be  hazardous.  The 
skipper  of  the  boat  should  know  what  he  is 
doing,  avoiding  dangerous  high  speeds  and  skim- 
ming too  close  to  docks,  other  boats,  and  ob- 
structions. Preferably,  there  should  be  a second 
man  in  the  boat,  and,  very  important,  the  skiier 


nance  characteristics  of  the  recording  system. 
However,  the  present  studies  indicate  that 
greater  precision  of  timing  can  be  achieved 
by  means  of  high-pass  filters  recording  only 
high-frequency  components  of  cardiovascu- 
lar sounds,  which  have  little  energy  and 
short  durations.  In  this  way  the  interrela- 
tionship of  the  several  cardiac  valvular 
events  may  be  timed  with  precision.  This 
is  demonstrated  in  a more  precise  timing  of 
the  components  of  split  heart  sovmds. 
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should  wear  a life  belt  to  keep  him  afloat  if  he  is 
winded  by  a smashing  fall. 

Underwater  swimming  and  spear  fishing  with 
artificial  breathing  apparatus  is  another  sport 
that  is  gaining  in  popularity.  Here  again,  know- 
ing how  to  swim  well,  how  to  use  the  aqualung, 
and  how  to  handle  oneself  under  water  will  pre- 
vent most  accidents. 

In  boating  accidents,  the  cardinal  safety  rule 
is:  stay  with  the  boat.  Someone  will  be  along 
eventually  to  pick  you  up,  and  a long  swim  to 
the  shore  is  beyond  the  capacity  of  all  but  a few 
highly  trained  athletes. 

Sunburn,  the  universal  hazard  of  water 
sports,  also  can  be  avoided  or  minimized  by 
using  common  sense — don’t  stay  out  in  the  hot 
sun  too  long. 

Knowledge  of  artificial  respiration,  with 
emphasis  on  the  new  mouth-to-mouth  method, 
will  save  many  people  from  succumbing  to 
drowning.  It  isn’t  very  difficult  to  apply  arti- 
ficial respiration,  if  you  know  how. 

There  are  few  water  safety  problems  that 
couldn’t  be  avoided  by  the  application  of  com- 
mon sense,  coupled  with  at  least  a cursory 
knowledge  of  safety  rules. 
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T HERE  ARE  seven  variables  of  sex  which  may 
go  awry  in  problems  of  sexual  development.  ^ 
In  divers  of  the  sexual  anomalies,  these 
seven  have  shown  themselves  able  to  be 
independent  of  one  another:  the  chromoso- 
mal, gonadal,  and  hormonal  sex;  the  sex  of 
the  internal  and  external  organs;  the  sex  of 
assignment  and  rearing;  and  the  gender  role 
and  identity.  The  establishment  of  a gender 
role  and  identity  can  override  any  or  aU  of 
the  other  six  variables,  although  it  usually 
follows  the  sex  of  assignment  and  rearing, 
after  which  the  next  most  important,  or 
perhaps  equally  important,  correlate  is  the 
external  genital  morphology. 

Each  variable  is  differently  contributory 
to  the  causation  of  the  different  disorders  of 
sexual  development  and  to  the  possibilities 
of  their  therapy.  The  chromosomes  rep- 
resent the  extreme  of  unresponsiveness  to 
any  known  method  of  therapeutic  interven- 
tion. The  gonads  can  have  little  done  to 

* Personal  research  referred  to  in  this  paper  is  supported 
under  Grant  #M-01557  and  K3-MH-18635,  National 
Institute  of  Mental  Health. 


them  other  than  to  be  hormonally  stimulated 
into  pubertal  growth  or  to  be  surgically  ad- 
justed or  removed;  and  the  same  also  applies 
to  the  internal  reproductive  anatomy.  The 
external  genitals  are  different.  They  can  be 
substantially  reconstructed  surgically,  no- 
tably in  cases  of  hermaphroditic  ambiguity. 
Male  organs  can  be  surgically  feminized,  al- 
though the  obverse,  the  masculinization  of 
female  organs,  is  not  possible.  Hormonal 
function  can  be  manipulated  and  controlled 
with  considerable  ease.  It  is  easier  to  di- 
rect the  development  of  puberty  than  to 
suppress  or  obvert  it.  The  sex  of  assign- 
ment and  rearing  can,  of  course,  be  decided 
even  arbitrarily,  should  someone  be  so  fool- 
ishly inclined.  A problem  arises  only  in 
cases  of  hermaphroditic  ambiguity.  The 
gender  role  and  identity  are  established,  like 
language,  in  infancy  and  early  childhood  and 
become  differentiated  as  male  or  female  in 
response  to  individual  assimilation  and 
monitoring  of  the  experiences  of  rearing  and 
in  response  to  acceptance  or  rejection  of  the 
image  and  appearance  of  the  body.  By 
middle  childhood,  gender  role  and  identity 
are  usually  so  firmly  imprinted  as  to  be  ir- 
reversible and  ineradicable,  as  they  are  in 
most  men  and  women. 

Case  strategy  in  hermaphroditism 

There  is  a limit  to  the  number  of  thera- 
peutic strategies  that  can  be  applied  in  the 
management  of  hermaphroditism.  The 
avenues  of  intervention,  apart  from  the 
eugenic  control  possibly  applicable  in  some 
instances,  are  limited  to  three,  namely, 
surgery,  hormones,  and  psychology.  The 
effective  range  of  achievement  of  each  of  the 
three  is  itself  subject  to  limitation.  In  many 
cases  of  hermaphroditism  these  limitations 
prohibit  a therapeutic  strategy  which  would 
put  all  seven  of  the  variables  of  sex  in  har- 
mony with  one  another.  A compromise 
must  therefore  be  made,  and  the  practical 
problem  arises  as  to  which  inharmonious 
variable  of  the  seven  should  be  given  pre- 
cedence. Intuitive  judgment  in  times  past 
favored  the  gonads  as  the  ultimate  criterion 
in  aU  cases  of  hermaphroditism.  This  same 
intuition,  in  people  not  well  acquainted  with 
cytogenetics,  might  today  dictate  in  favor  of 
the  chromosomal  sex. 

Experienced  clinical  judgment  demands, 
however,  that  in  some  cases  both  the  chro- 
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mosomal  and  the  gonadal  sex  be  overridden 
in  the  decisions  of  hermaphroditic  case 
management.  The  wise  decision  will  rest  on 
what  can  be  accomplished  surgically,  hor- 
monally, and  psychologically  to  bring  about 
the  greatest  degree  of  harmony  between  as- 
signed sex  and  the  other  six  variables  of  sex. 
In  practical  terms  this  means  that  surgery 
should  eventually  be  able  to  produce  an 
external  genital  morphology  fimctionaUy 
parallel  with  assigned  sex.  It  means  that 
hormonal  therapy  should  be  able  to  bring 
about  pubertal  development  congruous  with 
assigned  sex  or  to  control  incongruous 
development  that  has  already  taken  place. 
And  it  means  that  psychologic  differentiation 
should  stiU  be  flexible  enough  to  permit  as- 
similation of  the  sex  of  assignment  or 
reassignment. 

Sex  assignment  in  the  newborn  child 

Psychologically,  the  practical  problems  of 
sex  assignment  faU  into  two  distinct  cate- 
gories, dependent  on  age.  The  newborn  and 
very  yoimg  infants,  being  stiU  psycho- 
sexuaUy  undifferentiated,  may  be  assigned 
one  way  or  the  other  with  relative  impunity. 
The  only  problem  is  the  parents^ — ^and 
heaven  only  knows  they  are  important 
enough!  For  them  to  do  a first-class  job  of 
raising  their  child  as  all  boy,  or  aU  girl,  they 
need  to  leave  the  hospital  with  understand- 
ing, conviction,  and  no  vestige  of  doubt  or 
equivocation  concerning  the  decision  made 
for  their  child.  It  pays  to  devote  enough 
time  to  clarifying  their  information  so  that 
they  personally  reach  the  same  decision  as 
the  experts  and  see  it  as  the  only  sane  and 
logical  one. 

When  a baby  is  born  and  recognized  as  an 
hermaphrodite  at  delivery,  it  is  advanta- 
geous to  advise  the  parents  that  they  have  a 
child  with  “unfinished  sexual  organs”  and 
that  upwards  of  two  weeks  may  be  needed  to 
establish  the  diagnosis  and  sex  of  assignment. 
In  this  way  the  parents  can  avoid  making  an 
announcement  of  sex  that  later  must  be 
retracted. 

It  is  absolutely  impossible  to  predict  the 
diagnosis  of  an  hermaphrodite  from  the  ap- 
pearance of  the  external  organs.  Diagnostic 
procedure  begins  with  history  taking  for 
clues  of  the  female  adrenogenital  syndrome, 
namely,  affected  siblings  and  neonatal 
deaths  of  affected  siblings;  or  of  possible 


IN  PROBLEMS  OF  sexuul  development  the 
following  independent  variables  are  involved: 
chromosomal,  gonadal,  and  hormonal  sex; 
sex  of  internal  and  external  organs;  sex  of 
assignment  and  rearing;  and  gender  role 
and  identity.  The  management  of  her- 
maphroditism is  limited  to  surgery,  hormones, 
and  psychology  and  is  directed  toward 
bringing  about  the  greatest  degree  of  harmony 
between  assigned  sex  and  the  other  variables. 
Hormonal  problems  of  puberty  include 
precocity,  incongruity,  and  failure  or  delay; 
treatment  depends  on  the  specific  cause  and 
individual  patient,  and  the  psychologic 
aspect  is  as  important  as  the  hormonal. 
Developmental  problems  of  adulthood  par- 
ticularly include  conception  and  pregnancy. 


masculinization  of  a female  fetus  from 
maternal  progestin  treatment.  The  next 
step  is  a buccal  smear,  a way  of  deter- 
mining the  sex  chromatin  which  is  very 
speedy  in  contrast  to  a complete  chromosome 
coimt.  If  the  chromatin  is  positive,  as  for 
normal  females,  then  the  baby  is  either  a 
female  hermaphrodite  or  a true  hermaphro- 
dite. Twenty-four-hour  17-ketosteroid  de- 
terminations will,  if  elevated,  clinch  the 
diagnosis  of  the  adrenogenital  syndrome. 
The  pregnancy  history  should  do  the  same 
for  the  progestin  syndrome.  If  neither  of 
these  diagnoses  can  be  established,  then  a 
diagnostic  laparotomy  and  gonadal  biopsy 
will  be  needed  and  also  a complete  chro- 
mosomal count.  The  child  may  then  turn 
out  to  be  a nonadrenal  female  hermaphro- 
dite; a true  hermaphrodite,  with  a 46,  XX 
chromosome  count;  a rare  case  of  Turner’s 
syndrome,  with  clitoral  enlargement  and 
chromosomal  mosaicism;  or  a rare  case  of 
hypospadias  in  Klinefelter’s  (XXY)  syn- 
drome. 

As  far  as  I know,  it  is  unheard  of  for  a 
female  hermaphrodite  not  to  have  a uterus 
(and  for  good  embryologic  reasons!)  and  at 
least  an  internally  communicating  vagina 
that  can  be  surgically  reconstructed  to  open 
normally.  An  hypertrophied  clitoris  can 
be  amputated  without  loss  of  orgasmic 
capacity,  particularly  when  the  vagina  is 
present.  2 Surgically,  therefore,  there  is  no 
contraindication  to  raising  all  newborn 
female  hermaphrodites  as  girls.  Psycho- 
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logically,  female  hermaphrodites  assigned  at 
birth  as  girls  and  given  early  surgical 
feminization  grow  up  feminine,  with  only 
the  same  vicissitudes  of  gender  role  and 
identity  as  their  sisters  and  cousins. 

The  outlook  is  equally  promising  hor- 
monally. The  children  whose  cases  are 
nonadrenal  develop  their  own  normal  pu- 
berty. The  adrenogenital  children  can  be 
successfully  controlled  on  cortisone  and 
their  precocity  and  virilism  held  in  abeyance 
and  replaced  by  normal  puberty.  The 
really  difficult  decision  in  female  hermaph- 
roditism is  the  excessively  rare  hyper- 
adrenocortical  case  with  fuUy  penile  urethra 
which  someone  someday  will  surely  be  able 
to  identify  at  birth. 

Sex-assignment  procedure  in  the  case  of 
newborn  male  hermaphrodites  is  not  nearly 
so  straightforward  as  for  female  hermaphro- 
dites; nor  is  the  diagnosis  so  accurately 
ascertainable  without  exploratory  surgery 
and  a complete  chromosome  count.  A 
negative  (male)  sex  chromatin  in  the  buccal 
smear  of  a baby  with  hermaphroditic 
morphology  is  consistent  with  true  her- 
maphroditism with  mosaicism;  and  cryptor- 
chidhypospadiac  ambiguity,  with  or  without 
miiUerian  duct  differentiation  and  with 
or  without  eventual  feminizing  puberty. 
In  addition,  the  negative  sex  chromatin  is 
found  in  male  hermaphrodites  with  fully 
formed  penile  urethra  plus  fuUy  formed 
uterus  and  tubes  and  in  morphologically 
simulant  females  with  the  syndrome  of 
testicular  feminization,  who  are  not  recog- 
nized at  birth  because  there  is  nothing  to 
recognize  in  external  morphology. 

Hormonally,  it  is  possible  to  control  the 
puberty  of  male  hermaphrodites  (or  her- 
maphrodites of  any  type,  for  that  matter) 
by  substitution  therapy  if  they  fail  to  pro- 
duce their  own  puberty,  as  is  often  the  case, 
or  if  they  begin  to  develop  a puberty  in- 
congruous with  their  gender  role  and 
identity.  In  this  latter  instance  gonad- 
ectomy  may  also  be  indicated.  Virilism 
in  patients  living  as  girls  may  be  avoided 
in  this  way,  although  heavy  dosages  of 
estrogen  also  effect  a functional  castration. 
In  patients  living  as  boys  whose  testes  pro- 
duce estrogen,  feminization  of  body  mor- 
phology may  be  suppressed  by  androgen  and 
a mastectomy  performed  if  necessary.  In 
this  way  the  testes  may  be  spared  for  cos- 


metic and  morale  purposes,  even  though  they 
are  sterile.  Otherwise  prosthetic  testes  may 
be  implanted  for  cosmetic  purposes.  They 
might  be  made  of  a silicone  compound  so 
as  to  resemble  natural  testes  in  texture. 
In  patients  living  as  girls  who  have  good 
miillerian  duct  differentiation,  menstruation 
may  be  induced  by  cyclic  therapy. 

Hormonally,  then,  one  has  complete  free- 
dom in  deciding  the  sex  of  a newborn  male 
hermaphrodite.  The  decision  hangs  chiefly 
on  what  can  be  done  surgically  to  enable  the 
patient  to  live  and  function  erotically  as  a 
male  or  as  a female.  The  embryology  of 
hermaphroditism  is  such  that  failure  of  male 
differentiation  gives  support  to  female  dif- 
ferentiation. Thus  many  male  hermaphro- 
dites have  good  miillerian  duct  differentia- 
tion, and  many  more  have  a fairly  well 
developed  vaginal  pouch.  As  a general 
rule,  the  closer  the  phallus  to  a clitoris  in 
size,  the  greater  the  chance  of  a good  vaginal 
pouch.  The  prime  exception  to  this  rule 
is  the  syndrome  of  penile  agenesis  in  which 
differentiation  is  male  except  for  small 
testes  and  a penis  which  is  skinny,  clitoris- 
sized, and  lacking  the  corpora.  Even  in 
penile  agenesis,  however,  it  is  possible  to  do 
effective  corrective  sxirgery  so  that  the 
patient  may  function  as  a female.  An 
artificial  vagina,  its  construction  usually 
postponed  until  after  puberty,  is  capable 
even  of  orgasm,  according  to  the  evidence  of 
Masters  and  Johnson.^ 

Surgically,  then,  there  are  no  vetoes 
against  raising  a male  hermaphrodite  (or 
a true  hermaphrodite)  as  a girl.  This  is 
exactly  what  shoxild  be  done  in  all  those 
cases  where  the  phallus  is  so  small  that  it 
would  be  grossly  defective  or  useless  despite 
heroic  surgical  attempts  to  repair  it  as  a 
penis.  One  has  only  to  see  such  cases  to 
know  the  human  tragedy  and  to  contrast 
it  with  the  successful  life  of  parallel  cases 
where  the  rearing  was  female.  The  issue 
of  fertility,  if  it  be  raised,  is  no  real  issue, 
for  male  hermaphrodites,  probably  100 
per  cent  of  them,  have  infertile  gonads. 

Psychologically,  male  hermaphrodites  and 
males  with  penile  agenesis  who  have  been 
assigned,  surgically  corrected  early,  and 
raised  consistently  as  girls  have  done  very 
well.  They  develop  psychosexuaUy  as  fe- 
males— barren  females — and  do  not  stand 
out  from  others  of  their  age  group  except 
by  reason  of  their  medical  history. 
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Sex  reassignment 

Ideally,  all  sex  assignment  problems 
should  be  settled  at  birth.  Then  no  an- 
noimcement  of  a reassignment  will  ever  be 
needed.  But  the  ideal  is  not  always  met. 
On  the  basis  of  the  foregoing  principles, 
there  may  be  need  for  a reassignment,  still 
feasible  for  the  very  young  infant,  con- 
tradicting the  announcement  already  made. 
I have  been  surprised  at  how  well  people 
have  been  able  to  negotiate  this  difficult 
maneuver.  The  secret  seems  to  be  that  the 
parents  must  have  total  confidence  in  the 
rightness  of  what  they  are  doing,  plus  the 
confidence  that  comes  from  rehearsal  of  how 
to  answer  questions.  Simple  medicosci- 
entific  nomenclature  and  explanations  are 
of  almost  magical  help  to  parents  dealing 
with  lay  inquiry.  They  can  give  more  de- 
tail to  important  relatives  and  friends  than 
others.  Two  or  three  key  people,  such  as 
the  minister  or  priest,  can  be  given  this  de- 
tail and  specifically  requested  to  inform  the 
curious,  as  needed,  and  also  to  request 
them,  in  the  interests  of  the  chUd,  not  to 
indulge  in  gossip.  Other  children  in  the 
family  are  very  important.  They  need  to 
be  given  a simple  explanation  about  the 
baby’s  imfinished  penis  or  vagina,  without 
secrecy  or  deceit  and  in  such  a way  as  to  be 
reassured  that  sex  reassignments  are  not 
indiscriminately  imposed,  perhaps  on  them, 
too.  Properly  taken  into  confidence,  they 
can  be  advised  to  keep  family  secrets  about 
these  “private  things”  and  not  to  talk 
about  them  outside.  A look  at  the  baby’s 
organs  after  surgical  repair  is  convincing 
to  brothers  and  sisters^ — ^and  this  happens 
to  be  one  of  the  best  ways  to  silence  relatives 
and  friends,  too. 

The  time  safely  available  for  a reassign- 
ment of  sex  soon  runs  out.  The  child 
assimilating  a native  language  is  also  as- 
similating a gender  role  and  identity  which, 
like  the  language,  may  be  unused  but  not 
eradicated  out  of  the  brain  and  nervous  sys- 
tem. Each  case  must  be  evaluated  on  its 
merits,  and  there  are  no  hard  and  fast  rules. 
Sometimes  one  may  even  run  a deliberate, 
calculated  risk.  In  general,  however,  sex 
reassignments  after  the  age  of  around  two 
years  are  psychologically  hazardous  and 
after  five,  except  in  special  instances,  psy- 
chologically unsuccessful.  The  exceptions 
are  children  who  have  failed  to  assimilate 


the  gender  role  and  identity  assigned. 
Some  of  these  children  may  go  so  far  as  to 
formulate  an  explicit  request  for  sex  reas- 
signment, especially  toward  the  end  of 
childhood  or  in  early  adolescence. 

Hormonal  problems  of  puberty 

Although  they  also  occur  in  association 
with  hermaphroditism,  the  hormonal  prob- 
lems of  puberty  are  also  of  much  wider 
incidence.  These  problems  comprise  pre- 
cocious, incongruous,  and  delayed  or  failed 
puberty.  Since  hormonal  sex  can  be  an 
independent  variable,  not  coordinated  with 
the  other  variables  of  sex,  its  effects  even 
when  harmonious  with  aU  the  others  are 
quite  specific.  Estrogen  is  specific  for  fe- 
male secondary  sexual  characteristics  and 
androgen  for  male.  Estrogen  also  keeps 
the  vaginal  tract  lubricated  and  erotically 
functional  and  monitors  endometrial  growth 
in  close  coordination  with  the  progestinic 
function  of  monitoring  nidation  and  gesta- 
tion. Androgen  is  probably  the  libido  hor- 
mone for  both  men  and  women.  * In  women 
it  could  be  either  of  adrenal  origin  or  derived 
from  progestin.  Androgen  and  estrogen  do 
not  regulate  the  masculinity  and  femininity 
of  erotic  desire  and  object  choice  as,  for 
example,  in  homosexuality  or  any  of  the 
erotic  aberrations  nor,  for  that  matter,  in 
erotically  normal  people. 

It  is  possible  that  some  facets  of  psycho- 
logic disparity  between  the  sexes  can  be 
hormonally  accoimted  for.^  Women,  for 
example,  in  general,  have  better  olfactory 
acuity  than  men  or  children.  This  acuity 
fluctuates  with  the  menstrual  cycle  and  is 
at  its  lowest  in  the  progestin  phase.  Men 
are  genitopelvicaUy  more  responsive  than 
women  to  visual  and  narrative  erotic  per- 
ceptual and  memory  stimuli.  Women  are 
more  dependent  on  touch  for  erotic  arousal. 
There  is  some  evidence  from  hyperadreno- 
cortical  female  hermaphrodites,  untreated 
and  therefore  heavily  endowed  with  andro- 
gen, that  they  respond  like  males  to  visual 
and  narrative  stimulation  until  their  an- 
drogens are  suppressed  on  cortisone.  Men 
who  have  been  castrated  or  treated  with  es- 
trogen generally  have  diminished  capacity 
to  respond  to  visual  and  narrative  stimula- 
tion. 

Precocious  puberty.  When  the  cases  of 
precocious  puberty  secondary  to  neoplasm 
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have  been  accounted  for,  the  large  majority 
still  remains  and  is  constituted  of  idiopathic 
and  hyperadrenocortical  cases.  Hyper- 
adrenocortical  precocity  unchecked  is  viriliz- 
ing whether  it  occurs  in  hermaphroditic, 
chromosomal  females  or  in  their  brothers. 
If  hyperadrenocorticism  is  diagnosed  in  early 
infancy  and  treated  continuously  with 
cortisone,  developmental  precocity  can  be 
completely  suppressed.  If  treatment  is 
instituted  only  after  skeletal  maturation  is 
already  approaching  the  pubertal  level  pre- 
maturely, then  the  effect  of  treatment  is  to 
allow  normal  ovarian  or  testicular  puberty 
to  appear  early. 

This  early  appearance  of  gonadal  puberty 
cannot  be  suppressed.  Likewise,  there  is 
no  wholly  effective  suppression  of  pubertal 
precocity  of  the  so-called  idiopathic  type. 
When  little  can  be  done  to  arrest  this 
too-early  puberty  once  it  has  begun,  the 
most  important  part  of  case  management  is 
psychologic.®  A policy  of  straightforward 
frankness  and  realistic  guidance,  especially 
in  matters  of  sex  education,  pays  good 
dividends.  Somatic  precocity  is  not  auto- 
matically accompanied  by  precocity  of 
erotic  behavior  and  mental  content.  There 
is,  especially  in  boys,  greater  frequency  and 
intensity  of  libidinal  function,  as  in  normally 
timed  puberty,  but  the  mental  content  is 
geared  to  age  and  social  maturation.  Be- 
cause the  children  are  big  and  strong  enough 
to  mix  with  older  playmates,  it  is  possible 
deliberately  to  accelerate  social  maturation. 
If  the  intelligence  quotient  is  high  enough, 
it  is  possible  also  to  accelerate  academic 
development  and  in  this  way  to  shorten  the 
incongruous  period  when  the  child  is  neither 
as  immature  physically  as  his  contemporaries 
nor  as  psychologically  mature  as  those  of 
his  maturity  of  physique.  Sexually  pre- 
cocious children  and  their  parents  benefit 
from  having  a counselor  to  whom  they  can 
turn  as  occasion  demands.  In  some  cases 
a crisis  of  sizable  proportions  may  arise,  but 
most  sexually  precocious  children  prove 
remarkably  adept  at  negotiating  their  un- 
usual challenge,  at  least  as  adept  as  a cor- 
responding group  of  normally  pubertal 
teen-agers. 

Incongruous  puberty.  Puberty  in- 
congruous with  the  one  desired  is  found  in 
some  hermaphrodites,  as  has  been  noted. 
The  treatment  is  by  cortisone  suppression  of 
virilism  in  female  hyperadrenocortical  her- 


maphrodites living  as  girls  and  by  removal 
of  the  incongruous  hormone  by  gonadectomy 
in  other  cases,  followed  by  the  appropriate 
substitution  therapy  either  with  estrogen  or 
androgen.  In  some  male  hermaphrodites, 
some  children  with  Klinefelter’s  XXY  syn- 
drome, and  some  otherwise  normal  boys,  the 
incongruity  of  puberty  is  a restricted  one, 
namely,  gynecomastia,  which  does  not  need 
gonadectomy.  The  concomitant  psycho- 
logic problems  may  be  resolved  by  mastec- 
tomy alone  but  may  require  psychologic 
help  also.’  An  occasional  psychically  fem- 
inized patient  wiU  not  want  to  lose  his 
breasts.  The  operation  requires  expertise 
to  prevent  sloughing  off  of  the  nipples. 

A few  cases  of  incongruous  secondary 
sexual  development  can  be  attributed  to 
hormone-secreting  tumors.  A few  others 
may  be  attributed  to  exogenous  hormones 
either  accidentally  or  intentionally  ad- 
ministered. Self-induced  hormonal  incon- 
gruity usually  occurs  as  a sequel  to  natural 
puberty  and  appears  notably  in  cases  of 
transvestism,  or  eonism.  It  is  possible  in 
these  cases  to  bring  about  an  extensive  de- 
gree of  hormonal  conversion.  Some  cases 
have  been  therapeutically  successful  or  at 
least  not  disastrous,  but  there  is  as  yet 
no  unanimity  of  professional  opinion  con- 
cerning the  advisability  of  such  a course  of 
treatment.  The  transvestite  who  fathers 
children,  as  some  have  done,  prior  to  achiev- 
ing the  goal  of  being  surgically  and  hor- 
monally feminized  and  legally  reassigned  as 
a woman  is  a very  good  illustration  of  a lack 
of  correlation  between  hormonal  sex  and 
gender  role  and  identity.  Hormones  do  not 
determine  femininity  of  the  mind  in  such  a 
patient,  but  rather  the  mental  obsession  of 
femininity  pushes  the  patient  to  extra- 
ordinary lengths  to  get  female  hormones. 

Pubertal  failure  or  delay.  In  her- 
maphroditism it  is  among  the  female  (hy- 
peradrenocortical) cases  that  pubertal  ac- 
celeration occurs,  but  among  male  her- 
maphrodites pubertal  delay  or  total  failure 
is  usually  encountered.  Endocrinologically, 
pubertal  failure  of  whatever  origin  is  really 
no  problem  these  days.  There  are  no 
patients  totally  unresponsive  to  replacement 
therapy  with  sex  hormone,  although  there 
are  some  whose  response  is  partial  and  in- 
complete. For  example,  the  virilizing  re- 
sponse to  testosterone  in  boys  with  hy- 
popituitary  function  falls  far  short  of  that 
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in  boys  with  simple  castration  or  anorchia. 

The  problem  of  induced  puberty  is  not 
how  but  when  to  treat.  On  the  one  hand, 
the  psychologic  and  social  penalties  of  drag- 
ging through  adolescence  with  a juvenile 
body  build  and  appearance  are  very  severe; 
only  a very  few  survive  them  unscathed. 
On  the  other  hand,  when  natural  puberty 
may  not  have  failed  but  simply  be  delayed, 
too  much  hormonal  intervention  too  soon 
may  impair  the  gonads  and  perhaps  their 
fertility.  Unfortunately,  there  have  been 
no  adequate  studies  experimentally  well  de- 
signed with  control  groups  to  provide  clear- 
j cut  answers.  One  must  work,  therefore,  on 
the  basis  of  empirical  appraisal,  running 
I to  neither  extreme  of  treatment  too  early  or 
( too  late  and  weighing  each  case  on  its  merit. 

] The  same  holds  true  for  the  problem  of  tim- 
j ing  the  onset  of  treatment  in  cases  of  clear- 
cut  pubertal  failure  when,  at  the  proper  age, 
the  patient  is  too  short  and  skeletally  too  im- 
I mature.  Postponement  of  treatment  may 
I enable  the  patient  to  gain  additional  ulti- 
mate height^ — ^and  in  dwarfism  every  inch 
counts- — ^particularly  when  the  treatment 
i will  be,  for  a boy,  with  androgen. 

In  these  problem  cases,  the  psychologic 
1 factor  is  as  important  as  the  hormonal. 

I Ideally,  psychologic  evaluation  of  the  patient 
■ is  an  integral  part  of  case  strategy.  The  ex- 
tremely dwarfed  child  whose  personality 
i and  social  level  is  infantile  for  his  age  is 
I benefited  by  postponement  of  hormonally 
I induced  puberty  beyond  the  usual  age. 

! The  older  adolescent  of  adequate  stature  who 
I is  flunking  out  of  school  and  drifting  into 
I delinquency  to  compensate  for  the  bitter 
inferiority  of  his  immaturity  is  reassured 
I by  seeing  the  first  signs  of  manhood.  An- 
I other  youngster  wiU  be  so  fully  reassured  by 
I the  good  prognosis,  if  he  or  she  is  taken 
into  medical  confidence,  that  firrther  wait- 
ing wiU  become  tolerable.  Occasionally, 
there  will  be  the  neurotically  afflicted  person 
who  is  so  arrested  in  personality  growth,  so 
'J  sexually  prudish,  and  so  avowedly  an- 
t tagonistic  to  adulthood  that  hormonal  treat- 
1 ment  alone,  without  psychotherapy,  will 
1 either  be  abandoned  by  the  patient  or  will 
1 worsen  him  psychiatricaUy. 

There  are  a few  people  with  total  gonadal 
: failure  who  reach  their  early  twenties  im- 
' treated  and  yet  somehow  manage  their 
lives  remarkably  well,  even  to  the  point  of 
- being  married,  having  intercourse  fairly 


regularly,  and  reaching  some  sort  of  climax. 
In  the  case  of  males,  this  climax  appears  to 
be  similar  to,  but  not  identical  with,  the 
one  obtained  after  the  effects  of  hormonal 
treatment  have  taken  hold.  My  informa- 
tion in  the  case  of  females  is  not  as  yet 
adequate. 

Problems  of  adulthood 

Adulthood  and  old  age  are  developmental 
periods  in  their  own  right  with  their  own 
problems.  Many  of  these  problems  have 
not  only  their  origins  but  their  first  mani- 
festations in  childhood.  Within  the  special 
developmental  province  of  adulthood  are 
conception  and  pregnancy.  It  is  on  this 
theme  that  I wish  to  close  my  report,  not 
by  reploughing  old  psychosomatic  ground 
but  by  passing  on  to  you  a reference  to  work 
new  to  me,  work  of  fundamental  significance 
and  importance  on  olfactory  stimuli  in 
mammalian  reproduction,  admirably  sum- 
marized by  Parkes  and  Bruce.* 

The  crowding  together  of  female  mice 
in  small  groups  induced  pseudopregnancies 
and  in  large  groups,  anestrus.  The  effects 
could  be  prevented  by  excision  of  the  ol- 
factory bulbs  or  by  individual  housing. 

If  the  newly  mated  female  mouse  was  re- 
moved from  the  stud  male  and  exposed  to  an 
alien  male,  especially  of  another  strain, 
neither  pregnancy  nor  pseudopregnancy  (the 
expected  result  of  an  infertile  mating)  were 
likely  to  ensue,  but  the  mouse  returned  to 
estrus  as  though  coitus  had  not  occurred. 
The  most  vulnerable  period  comprised  the 
first  four  days  after  the  vaginal  plug  from 
the  stud  mating  was  found  and  ended  at  the 
sixth  day.  The  effect  of  the  alien  male  was 
equally  great  if  he  was  caged  in  the  box 
of  the  female.  The  effect  persisted  if  the 
alien  male  was  removed  from  his  cage  and 
the  empty  cage  was  put  in  the  female’s 
box,  but  then  it  was  imperative  to  replace 
a newly  vacated,  empty  alien  male’s  cage 
twice  a day  for  three  days. 

Odor  from  the  alien  male  is  the  responsible 
agent  for  the  arrestment  of  implantation 
and  pregnancy.  This  exocrine  substance, 
also  called  a pheromone  (etymology:  carry- 
ing excitation),  belongs  to  that  class  of 
chemicals  that  coordinates  not  one  organism 
as  does  a hormone  but,  like  the  queen  bee 
substance,  a whole  population.  Needless 
to  say,  human  exocrinology  in  its  appli- 
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cation  to  problems  of  sexual  development 
is  still  an  unopened  book. 
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The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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! I HIS  ARTICLE  will  relate  our  experiences 
I with  a technic  for  the  management  of  re- 
fractory fluid  retention  in  congestive  heart 
1 failure  and  cirrhosis  of  the  liver  in  37  hos- 
I pitalized  patients.  Refractory  or  obstinate 
j fluid  retention  means  an  abnormal  ac- 
' cumulation  of  salt  and  water  which  does  not 
respond  to  the  customary  diuretic  regimens 
I that  is,  bed  rest,  careful  sodium  restriction, 

I proper  digitalization,  and  chlorothiazide 
drugs  or  injections  of  mercurial  diuretics. 
The  therapeutic  regimen  which  was  studied 
was  a combination  of  intense  acidification 
with  new  chloruretic  agents,  L-lysine  mono- 
hydrochloride and  L-arginine  monohydro- 
chloride, followed  by  injections  of  meral- 
luride  (Mercuhydrin). 

Prior  to  embarking  on  the  treatment, 
underlying  or  contributory  causes  of  re- 
fractoriness should  be  sought,  that  is, 
digitalis  intoxication,  paroxysmal  tachy- 
cardia, heart  block  with  slow  ventricular 


THIRTY-SEVEN  HOSPITALIZED  PATIENTS  wUh 
refractory  edema  due  to  congestive  heart 
failure  or  cirrhosis  were  treated  with  L-Zysme 
monohydrochloride  or  'L-arginine  monohydro- 
chloride. Both  agents  produced  the  desired 
metabolic  acidosis,  hyperchloremia,  and 
increased  chloride  excretion  in  the  urine  and 
were  well  tolerated.  Two  subsequent  injec- 
tions of  meralluride  produced  satisfactory 
diuresis.  The  side-effects  were  diarrhea 
and  cramps,  with  gastrointestinal  bleeding 
in  1 patient  receiving  anticoagulants.  The 
agents  were  similar  in  effectiveness,  although 
the  lysine  compound  was  better  tolerated  than 
the  arginine  compound. 


rate,  fever,  multiple  pulmonary  emboli, 
severe  anemia,  hypoproteinemia,  steroid 
administration,  bacterial  endocarditis,  thy- 
rotoxicosis, beriberi,  and  electrolyte  im- 
balances. 

Electrolyte  imbalances  causing  re- 
fractoriness to  mercurial  diuretics  are  of 
two  types:  (1)  Hypochloremic,  hypokalemic 
alkaloisis  most  frequently  is  the  result  of  the 
protracted  use  of  the  mercurials  themselves 
combined  with  sodium  restriction.  This 
imbalance  can  be  restored  to  normal  very 
effectively  by  the  treatment  regimen  to 
be  described.  (2)  The  low-sodium  syn- 
drome consists  of  dilutional  hyponatremia 
with  increased  total  body  sodium,  increased 
total  body  water,  and  hypo-osmolarity.  This 
imbalance  is  very  serious;  usually  it  is  seen 
in  very  advanced  failure,  and  it  is  due  either 
to  inappropriate  excessive  secretion  of  anti- 
diuretic hormone  causing  retention  of  water 
in  excess  of  electrolyte  or  to  some  resetting 
of  the  osmotic  regulators  of  the  body  at  a 
lower  level,  possibly  secondary  to  a loss 
of  body  potassium.  The  syndrome  is  ac- 
companied by  great  weakness,  low  blood 
pressure  and  shocklike  state,  low  urinary 
output,  increased  blood  urea  nitrogen,  and 
refractoriness  to  diuretic  therapy.  A certain 
number  of  these  patients  also  will  respond 
to  the  regimen  which  is  to  be  discussed  and 
which  is  at  present  our  treatment  of  choice. 

The  usefulness  of  chloruretic,  acidifying 
agents  as  adjuvants  to  mercurial  diuretics 
is  well  established.^  The  drug  which  is 
employed  most  commonly  for  this  purpose 
is  ammonium  chloride;  however,  it  has 
certain  disadvantages.  When  it  is  given 
in  solution  or  as  a powder,  its  administra- 
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tion  is  associated  with  a high  incidence  of 
gastrointestinal  irritability.  The  enteric- 
coated  tablet  causes  gastrointestinal  ir- 
ritation but  is  absorbed  poorly  in  many 
patients,  and  the  tablets  frequently  are 
foimd  unchanged  in  the  stool.  Another 
disadvantage  of  axmnonimn  chloride  is  the 
hazard  of  ammonia  intoxication  in  ad- 
vanced liver  disease.  For  these  reasons  two 
new  acidifying,  chloruretic  agents,  L-lysine 
monohydrochloride  and  L-arginine  mono- 
hydrochloride were  introduced  by  Luckey 
and  Rubin^'^  and  have  been  studied  for 
about  two  years  by  our  group  at  The  Mount 
Sinai  Hospital.  In  brief,  they  have 
greater  palatability  and  patient  ac- 
ceptance, more  reliable  absorption  than 
ammonium  chloride,  and  therefore  greater 
predictability  of  action.  In  the  experience 
of  Luckey  aud  Rubin^  ^ and  in  our  own,^'®  no 
cases  of  ammonia  intoxication  have  been 
observed  among  patients  with  liver  disease. 

Materials  and  methods 

Lysine  and  arginine  are  amino  acids; 
when  they  are  combined  with  a single 
chloride  they  form  the  monohydrochloride 
which  was  used  in  the  present  study.  In 
the  body,  the  compound  readily  yields  the 
chloride  by  ionization.  L-lysine  actually 
has  been  used  in  small  quantities  as  a 
nutritional  supplement  in  pediatric  and 
geriatric  patients  while  arginine  has  been 
used  in  the  treatment  of  hepatic  coma. 

Physically,  they  are  white  powders  which 
are  easily  soluble  in  water  and  adminis- 
tered either  in  cold  fruit  juice  or  in  low- 
sodium  milk.  The  customary  dosage  has 
been  40  Gm.  daily  in  four  divided  doses. 
This  quantity  yields  200  mEq.  of  chloride 
daily  and  corresponds  to  about  10  Gm.  of 
ammonimn  chloride. 

All  patients  are  followed  with  daily 
twenty-four-hour  urinary  collection  analyzed 
for  chloride,  sodium,  and  potassium  and 
determinations  of  seriun  sodium,  potassium, 
urea  nitrogen,  and  blood  pH  and  carbon 
dioxide  content.  The  patients  are  weighed 
daily,  and  their  total  intake  and  output 
of  fluid  are  charted.  The  total  number  of 
days  of  therapy  before  the  injection  of  mer- 
curial agents  depends  entirely  on  the  time 
which  is  taken  to  achieve  metabolic  acidosis 
and  a chloruresis  of  at  least  40  mEq.  per 
liter. 


Three  patients  with  cirrhosis  and  17 
patients  with  cardiac  failure  were  treated 
with  L-lysine  monohydrochloride.  Four 
cirrhotic  patients  and  11  cardiac  patients  were 
given  the  L-arginine  monohydrochloride. 
In  the  series  of  patients  treated  with  lysine 
chloride,  one  injection  of  meraUuride,  2 cc., 
was  given.  The  patients  who  were  given 
the  arginine  chloride  were  given  two  in- 
jections of  meraUuride  on  each  of  two  suc- 
cessive days. 

Results 

The  object  of  therapy  is  to  produce 
metabolic  acidosis,  hyperchloremia,  and 
an  increased  chloride  excretion  in  the  urine. 
In  our  experience  these  two  agents  are 
exceUent  for  this  purpose  without  any 
obvious  advantage  of  one  over  the  other. 
When  they  were  given  in  cold  fruit  juice 
or  low-sodium  milk,  they  were  each  weU 
tolerated  and  accepted  even  by  seriously 
iU  patients  who  were  unable  to  tolerate 
other  acidifying  agents.  The  desired  phar- 
macologic action  was  achieved  more  readily 
and  with  greater  predictability  than  had 
been  observed  in  previous  clinical  experi- 
ence with  ammonium  chloride. 

In  the  typical  development  of  hyper- 
chloruria  in  7 patients  who  were  given  the 
L-lysine  monohydrochloride,  the  peak  value 
was  reached  generaUy  in  about  three  days, 
and  the  chloride  concentration  in  the  urine 
rose  rapidly  once  chloruresis  had  begun 
from  an  average  of  25  to  93  mEq.  per  Uter. 
Hyperchloremia  developed,  and  the  serum 
chloride  concentration  rose  by  8 mEq.  per 
liter  on  the  average. 

Metabolic  acidosis  was  achieved  in  about 
three  to  four  days.  The  blood  carbon 
dioxide  content  declined  by  an  average  of 
7 mEq.  per  Uter  and  the  blood  pH  from 
7.41  to  7.3. 

No  changes  occurred  in  serum  sodium  or 
potassium.  These  agents  were  not  effective 
diuretics  in  themselves. 

Diuresis  of  3 pounds  or  more  followed 
meraUuride  injection  in  16  of  the  20  patients 
who  were  treated  with  the  lysine  mono- 
hydrochloride and  in  13  of  the  15  patients 
who  were  primed  with  the  arginine  monohy- 
drochloride. The  average  weight  loss  was  5.1 
pounds  (2.4  Kg.)  in  the  patients  in  the 
lysine  monohydrochloride  group  who  were 
given  one  mercurial  injection,  but  it  was 
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9.46  pounds  (4.3  Kg.)  for  patients  in  the 
j arginine  monohydrochloride  group  who  were 
given  two  injections  of  meraUmide.  This 
illustrates  the  increased  value  of  the  extra 
injection.  Then  further  injections  of  meral- 
luride  were  ineffective  until  the  patient 
was  primed  again. 

Following  the  diuresis,  the  serum  sodium 
was  observed  to  rise  considerably  in  several 
patients  with  hyponatremia. 

Side-effects 

With  lysine  monohydrochloride,  the  only 
side-effects  were  abdominal  cramps  and 
transient  diarrhea  in  an  occasional  patient, 
which  disappeared  on  reduction  of  the  dose. 

Similar  side-effects  were  seen  with  the 
arginine  monohydrochloride  but  seemed  to 
be  more  severe,  and  gastrointestinal  bleeding 
occurred  in  1 patient  who  was  receiving 
anticoagulants  and  corticosteroids  at  the 
same  time. 

Severe  metabolic  acidosis  was  observed 
in  only  1 patient  with  renal  failure  as  well 
as  refractory  edema. 

No  evidence  of  hepatic  coma,  ammonia 
intoxication,  or  deterioration  in  the  clinical 
state  was  observed  in  any  of  the  cirrhotic 
patients. 

Conclusions 

^ L-lysine  and  L-arginine  monohydrochlo- 
ride  are  generally  well  tolerated;  they  are 
excellent  drugs  for  the  production  of  chlor- 
ic' uresis,  hyperchloremia,  and  metabolic  acido- 
V sis  to  restore  or  enhance  responses  to  mer- 
curial  diuretics.  Their  use,  however,  should 
fj  be  confined  to  hospitalized  cardiac  or 
1 cirrhotic  patients  with  refractory  fluid 
< retention. 

I The  average  daily  dose  is  40  Gm.,  yielding 
•i  about  200  mEq.  per  liter  of  chloride.  This 
■j  is  given  in  four  divided  doses  dissolved  in 
j cold  fruit  juice.  This  dose  should  be  re- 
duced for  unusually  small  or  thin  people, 
for  children,  and  for  those  with  any  evidence 
of  renal  disease.  Urinary  chlorides  and  blood 
pH  or  carbon  dioxide  content  should  be 
followed  closely  in  these  ill  patients  to  de- 
termine the  effectiveness  of  therapy  and  to 
avoid  exaggerated  effects. 

The  side-effects  are  diarrhea  and  cramps. 
Gastrointestinal  bleeding  may  be  a risk 
in  patients  receiving  anticoagulants.  There 


is  no  advantage  of  arginine  over  lysine 
monohydrochloride,  although  the  latter 
seemed  better  tolerated. 

Once  the  therapeutic  effect  has  been 
achieved,  two  injections  of  mercurial  diu- 
retics should  be  given  on  successive  days. 

Patients  with  renal  disease  should  not 
be  treated  imless  the  refractory  failure  itself 
is  life-threatening.  These  patients  may 
experience  severe  acidosis  even  on  reduced 
dosage  and,  following  successful  diuresis, 
may  show  further  renal  impairment  rather 
than  improvement. 
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Discussion 

Albert  N.  Brest,  M.D.,  Philadelphia, 
Pennsylvania.  I think  that  there  can  be 
no  disagreement  with  any  of  the  issues  or 
points  which  were  made  by  Dr.  Lasser  and 
Dr.  Friedberg.  Perhaps  all  that  I can  do 
is  to  make  a few  comments  about  the  use  of 
diuretic  therapy  in  various  combinations 
and  alone  in  patients  with  refractory  edema 
based  on  some  of  our  own  limited  experi- 
ences. 

First,  I would  like  to  emphasize  the  point 
that  despite  the  fact  that  most  physicians 
use  a fixed  dosage  of  diuretic  therapy,  for 
example,  a thiazide  dosage  of  1,000  mg.  a 
day  of  chlorothiazide  or  100  mg.  a day  of 
hydrochlorothiazide,  one  must  appreciate 
that  these  are  not  the  maximum  effective 
doses  of  these  various  diuretics.  The 
maximum  effective  dosage  of  chlorothiazide 
is  actually  2,000  mg.  a day  while  the  maxi- 
mum effective  dosage  of  hydrochlorothiazide 
is  200  mg.  a day.  The  maximum  effective 
dose  of  chlorthalidone  is  200  mg.  a day. 
It  is  possible  to  control  an  occasional  patient 
with  a dose  or  dosages  larger  than  that 
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which  is  commonly  employed,  and  this 
should  be  kept  in  mind. 

Second,  it  is  possible  to  enhance  the 
diuretic  effectiveness  of  a given  diuretic 
compound  by  adding  an  additional  diuretic 
compmmd.  For  example,  if  one  uses  the 
maximum  effective  dose  of  a thiazide  such 
as  chlorothiazide  and  then  adds  to  this 
the  maximum  effective  dose  of  a phthali- 
midine  oral  diuretic  such  as  chlorthalidone 
(Hygroton),  one  will  get  an  additional 
superimposed  diuretic  effect,  despite  the 
fact  that  both  of  these  groups  of  com- 
poimds  act  at  the  proximal  tubule.  This 
probably  suggests  that  these  compoimds, 
although  they  act  at  the  same  renal  tubular 
site,  probably  act  by  a different  enzymatic 
mechanism. 

Third,  as  is  not  generally  appreciated, 
one  can  get  an  additional  diuretic  effect 
by  combining  mercurial  compounds  with 
either  thiazide  or  phthalimidine  oral  diu- 
retics. 

Fourth,  one  can  obtain  an  additional 
diuretic  effect  by  compounding  or  combining 
a thiazide  and  or  a phthalimidine  and,  or  a 
mercurial  with  antialdosterone  agents. 

Fifth,  one  can  sometimes  enhance  the 
diuretic  effectiveness  of  the  commonly  em- 
ployed thiazides  or  phthalimidines  or  mer- 
curials by  the  use  of  appropriate  corti- 
costeroid therapy. 

In  the  patient  with  a so-called  refractory 
edema,  one  should  also  be  alert  to  the 
possible  use  of  mechanical  aids,  such  as 
utilization  of  the  “sump”  phenomenon,  use 
of  Southey  tubes,  and  finally  the  use  of 
hemodialysis  in  occasional  patients,  par- 


ticularly to  tide  the  patient  over  in  acute 
situations. 

We  have  had  the  privilege  of  seeing  a 
fair  number  of  patients  with  so-caUed  re- 
fractory edema  during  the  past  several 
years,  and  I must  say  that  in  the  majority 
of  these  cases  it  has  been  possible  to  control 
their  edema  state.  The  principles  were  as 
outlined  by  the  authors:  (1)  Look  for  some 
contributory  factor  such  as  anemia,  thyro- 
toxicosis, or  beriberi;  (2)  appreciate  the 
pharmacotherapeutic  and  pharmacody- 
namics of  combined  diuretic  therapy;  and 
(3)  keep  in  mind  the  appropriate  use  of 
mechanical  aids.  In  the  overwhelming 
majority  of  instances,  I believe  it  is  pos- 
sible now  to  control  the  majority  of  patients 
with  so-caUed  refractory  edema. 

Speaker  from  the  floor.  I would  like 
to  make  just  one  additional  comment  if  I 
might,  and  that  is  that  one  is  impressed 
greatly  with  the  contribution  that  is  made 
by  essayists  such  as  Dr.  Lasser  in  the  clari- 
fication of  some  of  the  problems  that  are 
involved  in  so-caUed  refractory  edema  of 
congestive  heart  faUure. 

There  is  one  practical  point  that  is 
frequently  omitted,  that  is,  that  at  times 
the  refractoriness  of  the  patient  is  more  ap- 
parent than  real.  The  patient  may  not 
respond  to  an  injection  of  a mercurial 
diuretic  if  this  injection  is  given  into  a but- 
tock laden  with  edema  fluid  because  of  poor 
absorption  of  the  injectate.  If  the  material 
is  injected  into  another  area  of  the  body 
such  as  the  deltoid  area,  one  finds  that  then 
the  patient  frequently  responds  very  well 
when  he  had  not  previously. 
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li  Clinicians  continue  to  grasp  for  any 
ft.  treatment  method  that  has  a hope  of  im- 
I ; proving  current  therapy  for  cancer.  In  re- 
► cent  years  chemotherapy  in  various  forms 
>■  has  been  administered  to  patients  with 
M cancer,  both  as  an  adjtmct  to  surgery  or 
rj  irradiation  therapy  and  as  the  primary 
'■  therapy  when  all  other  methods  have  failed. 

Regional  methods  of  administration  of 
• i these  agents  via  the  vascular  tree  have  been 
' particularly  intriguing  to  surgeons,  as  the 
principle  of  local  therapy  is  the  basic  thera- 
•!  peutic  philosophy  of  the  surgical  disciplines 
" for  most  diseases.  The  internist  is  attuned 
■ , more  often  to  the  systemic  approach  to 
therapy,  but  he  too  has  developed  en- 
thusiasm for  this  relatively  new  regional  con- 
cept as  systemic  chemotherapy  for  cancer 
i has  been  so  discouraging.  The  radiother- 
apist has  also  become  interested  because  he 
views  this  approach  to  treatment  as  a possi- 
ble method  for  altering  local  factors  that  will 
enhance  the  radiosensitivity  of  neoplasms. 
The  theoretic  possibilities  of  regional  chem- 
otherapy as  an  approach  to  improved  cancer 
treatment  have,  therefore,  engendered  much 


enthusiasm,  but  clinical  experience  has 
actually  been  too  recent  to  estimate  the 
importance  of  the  role  of  these  technics 
realistically.  Although  it  is  difficult  to 
achieve  true  perspective  in  this  new  field,  an 
attempt  will  be  made  to  assess  the  current 
status  of  these  technics.  It  should  be 
stressed  at  the  outset  that  most  of  us  sub- 
jecting patients  to  regional  chemotherapy 
stiU  consider  this  as  an  experimental  ap- 
proach to  treatment. 

Definitions 

Although  all  local  treatment  methods  for 
cancer  are  “regional”  in  one  sense,  this 
review  will  be  concerned  with  the  arterial 
route  of  administration  of  anticancer  agents. 
The  arterial  route  of  administration  for 
therapy  has  been  employed  for  vascular 
disease  (anticoagulants,  vasodilators,  oxy- 
gen), for  snakebite,  and  for  the  administra- 
tion of  antibiotics  to  localized  infections. 
However,  this  discussion  wiU  be  limited  to 
the  arterial  administration  of  antineo- 
plastic compounds.  The  rationale  of  this 
route  for  chemotherapy  is  based  on  the  hope 
of  achieving  a higher  concentration  of  the 
effective  substance  in  the  capillary  bed  of 
the  tumor  itself. 

One  general  current  approach  is  arterial 
infusion  chemotherapy,  either  intermittent 
or  continuous.  With  this  method  no  at- 
tempt is  made  to  prevent  the  agent  employed 
from  entering  the  general  circulation 
through  the  venous  return  of  tissues  se- 
lectively infused.  The  proportion  of  active 
substances  reaching  the  venous  side  of  the 
circuit  has  a direct  bearing,  of  course,  on 
the  amount  that  will  reach  other  organs  if 
the  venous  return  is  not  controlled  in  some 
marmer.  The  rationale  of  arterial  infusion 
therapy  is  that  a differential  increase  in 
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FIGURE  1.  Diagrammatic  demonstration  of  re- 
gional perfusion  of  a lower  extremity.  This  sys- 
tem represents  the  procedure  in  its  simplest  form. 


concentration  of  therapeutic  agent  can  be 
achieved  in  the  treated  area,  in  relation  to 
the  remainder  of  the  body,  because  of  re- 
moval of  a significant  amount  of  agent  in 
the  first  circulation  through  the  capillary 
bed,  or  that  neutralization  of  that  amoimt  of 
agent  passing  into  the  venous  side  can  be 
accomplished. 

Regional  perfusion  technics  are  designed 
to  achieve  isolation  or  semi-isolation  of  the 
area  to  be  treated  by  mechanically  control- 
ling both  arterial  inflow  and  venous  outflow 
of  an  anatomic  region.  Hypothetically, 
the  ideal  agent  for  intra-arterial  chemo- 
therapy would  be  completely  removed  in 
the  first  passage  through  the  regional  capil- 
lary bed.  If  we  had  such  an  agent,  many 
of  the  complex  details  of  these  regional 
perfusions  could  be  eliminated,  since  venous 
control  would  not  be  necessary.  Although 
short-lived  alkylating  agents  are  being  pre- 
pared and  studied  with  this  purpose  in 
mind,'*  it  is  safe  to  say  that  the  ideal  agents 
for  simple  intra-arterial  injection  do  not 
presently  exist,  and  there  continues  to  be  a 
rationale  for  regional  perfusion  technics. 

To  maintain  this  isolated  regional  cir- 
culation as  a vehicle  for  the  therapeutic 
agent,  an  extracorporeal  circuit  is  required 
in  most  instances  (Fig.  1).  This  circuit 
has  usually  contained  an  oxygenator,  since 
the  hypothesis  advanced  by  Creech,  the 
originator  of  this  method,  was  that  oxygen 
played  a significant  role  in  the  tumor  re- 
sponse to  many  of  the  agents  used  in  this 
system.  * 

The  technical  differences  in  these  two 


methods  has  led  to  very  short-term  single 
or  infrequent  episodes  of  treatment  for  per- 
fusion chemotherapy  and  prolonged  frac- 
tionated or  protracted  continuous  therapy 
when  arterial  infusion  chemotherapy  is 
employed.  Therefore,  anatomic  sites  to  be 
treated,  and  the  dynamics  of  the  agents  to 
be  employed,  lead  to  a preference  for  one  or 
the  other  of  these  methods  in  specific  clinical 
situations. 

History  of  regional  chemotherapy 

In  1950  Klopp  et  al.^  were  actually  the 
first  to  attempt  regional  chemotherapy  by 
means  of  fractionated  intra-arterial  nitrogen 
mustard  given  through  external  carotid 
artery  catheters.  Bierman,  in  1951,’“*  ap- 
plied this  same  method  of  treatment  to 
some  abdominal  viscera,  particularly  the 
liver,  by  distal  catheterization  of  aortic 
branches  with  Cournand  catheters  in- 
serted retrograde  through  the  brachial 
artery.  There  was  limited  interest  in  these 
intra-arterial  approaches  to  cancer  therapy, 
however,  until  1958,  when  Creech  and  his 
associates*  initiated  their  program  of  regional 
perfusion  using  a small  heart-lung  machine. 
Regional  methods  of  administering  chemo- 
therapeutic agents  have  been  explored 
extensively  since  that  time.  Not  only  have 
investigators  been  interested  in  the  isolated 
or  semi-isolated  circuits  with  the  extra- 
corporeal pump  oxygenator,  but  interest 
also  has  been  renewed  by  the  work  of  Sul- 
livan et  in  arterial  infusion  chemo- 

therapy without  attempt  to  control  or  iso- 
late venous  return  of  the  treatment  area. 
In  1959  they  described  significant  benefit 
from  continuous,  protracted  infusion  of 
antimetabolites  into  the  regional  arterial 
supply  of  the  tumor  area,  while  administer- 
ing a protective  agent  to  the  rest  of  the  body. 
Many  reports  have  appeared  describing  the 
experience  of  others  with  these  various 
technics.  Because  of  the  recent  innova- 
tions mentioned,  most  of  the  published  in- 
formation on  regional  chemotherapy  has 
emphasized  technics  that  have  been  de- 
veloped for  testing  the  regional  approach, 
whereas  information  on  results  obtained  is 
relatively  incomplete.  Owing  to  the  great 
number  of  reports  describing  initial  efforts 
with  both  perfusion  and  infusion  chemo- 
therapy, no  attempt  wUl  be  made  to  review 
aU  publications  on  the  subject. 
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FIGURE  2.  Simple  hand-operated  extracorporeal 
circuit  used  by  Golomb  for  regional  perfusion. 
This  is  used  for  low  flow  rate,  unoxygenated 
perfusion  (Photograph  courtesy  of  Frederick  M. 
Golomb,  M.D.). 

Equipment  for  regional  chemotherapy 

Perfusion.  The  original  report  by 
Creech  and  his  associates*  described  place- 
ment of  large-bore  catheters  in  the  artery 
and  vein  of  a number  of  anatomic  regions  and 
controlling  the  flow  in  collateral  vessels  by 
tourniquets  where  feasible.  These  inflow 
and  outflow  catheters  were  connected  to  an 
extracorporeal  circuit  containing  a plastic 
disposable  bubble  oxygenator  patterned  after 
the  larger  DeWaU-Lillehei  bubble  oxygenator 
used  for  total  cardiac  bypass  (Fig.  1).  For 
propulsion  of  the  blood  in  this  isolated 
circuit,  sigmamotor  pumps  of  appropriate 
size  were  used.  Ausman  and  Aust“  then 
developed  a similar  disposable  plastic  oxy- 
genator with  some  simplifications,  and  it 
was  not  long  before  Austen  et  Cart- 

wright and  Palich,!®  and  others'^  reported 
the  successful  use  of  small  disk  oxygenators 
for  similar  regional  perfusion  procedures. 
The  choice  of  oxygenator  appears  to  play 
no  role  in  the  value  of  the  treatment  method 
and  appears  to  be  more  a matter  of  personal 
preference  and  convenience.  The  concen- 
tration of  oxygen  and  carbon  dioxide  in  the 
gas  mixture  will  affect  the  pH  of  the  circuit, 
and  this  may  play  a bigger  role  in  the  ef- 
fectiveness of  some  agents  than  has  been 
appreciated.  In  view  of  conflicting  lab- 


FIGURE  3.  Reinforced  Dotter  Lukas  two  lumen 
balloon  catheters  used  for  major  vessel  occlusion 
"at  a distance”  in  various  indirect  technics  for 
regional  perfusion  (Figs.  9 and  10). 


oratory  evidence  regarding  the  importance 
of  oxygenation  in  the  regional  circuit, 
several  investigators  have  described  even 
simpler  extracorporeal  circuits  that  do  not 
include  oxygenators.  Golomb  and  his  co- 
workers i*  maintain  circulation  in  the  semi- 
isolated  perfusion  circuit  with  a simple 
hand-operated  pump  so  that  neither  elec- 
trical pump  or  complex  oxygenators  are 
required  (Fig.  2).  Ariel'*  also  has  de- 
scribed a simple  hand-operated  rotary  pump 
for  circulation  of  the  regional  area  with  un- 
oxygenated blood.  The  larger  circuits  em- 
ploying oxygenators  require  a priming  vol- 
ume of  from  500  to  700  cc.  of  blood  or 
low  molecular  weight  dextran,'’  but  Austen'^ 
and  Hurley'*  have  both  used  the  patient 
himself  as  “donor.”  If  the  extracorporeal 
circuit  contains  no  oxygenator,  there  is  no 
such  need  for  priming  volume.  Heat 
exchangers  of  varying  complexity  are  used 
by  those  workers  who  utilize  hyperthermia 
in  the  perfusion  circuit  together  with  general 
hypothermia,  as  described  by  Shingleton 
et  Woodhall  et  and  Lawrence 

et  al. 

The  major  vessels  to  the  perfused  part 
are  generally  occluded  after  direct  surgical 
exposure,  and  appropriate  catheters  are 
inserted  by  arteriotomy  and  venotomy. 
The  use  of  balloon-tipped  catheters  for 
major  vessel  occlusion  (aorta  and  vena 
cava)  was  first  described  by  Watkins  et 
and  this  has  been  a useful  method  for 
some  anatomic  areas  in  that  the  magnitude 
of  the  surgery  can  thereby  be  reduced,  as 
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FIGURE  4.  Abdominal  tourniquet  designed  by 
Martin  for  isolation  of  pelvic  perfusion  circuit. 
This  tourniquet  has  been  employed  for  pelvic  per- 
fusion by  both  open  (laparotomy)  and  closed  (or 
indirect)  technic  (Photograph  courtesy  of  Daniel 
S.  Martin,  M.D.). 


described  by  Edebnan  et  al.^^  and  Lawrence 
(Fig.  3). 

All  perfused  areas  are  poorly  isolated  un- 
less major  vessel  occlusion  is  supplemented 
by  some  form  of  tourniquet  to  reduce  leak- 
age through  collateral  vessels.  For  ex- 
tremity perfusion  Esmark  tourniquets  or 
orthopedic  style  tourniquets  are  employed. 
For  similar  control  of  collateral  flow  with 
pelvic  perfusion,  an  ingenious  abdominal 
tourniquet  has  been  described  by  Martin 
and  his  associates’® (Fig.  4).  We  have 
developed  a simple  external  abdominal 
tourniquet  for  collateral  vessel  control  in 
some  types  of  regional  perfusion^®’^®  (Fig.  5). 

Arterial  infusion  equipment.  Since 
the  mechanical  circuit  for  infusion  is  simple 
when  compared  with  that  generally  used 
for  perfusion,  there  is  very  little  equipment 
required.  Inlying  arterial  catheters  are 
generally  small  bore  (PE  60  or  PE  90) 
polyethylene  or  polyvinyl  catheters  that 
have  been  introduced  into  the  imobstructed 
artery  by  direct  surgical  exposure,  retro- 
grade insertion  through  a peripheral  branch, 
or  percutaneous  insertion  via  needle.  Re- 
finements of  percutaneous  catheter  inser- 
tions have  been  described  for  radiographic 
procedures,  and  these  are  often  applicable 
for  these  purposes.  For  visceral  arterial 
catheterization  we®’  have  employed  long 
Cournand  catheters  (6  or  8 Fr.)  inserted 
retrograde  into  the  brachial  artery  and 
positioned  in  the  appropriate  artery  by 
means  of  fluoroscopy  as  described  by  Bier- 
man  et  al.^  These  are  more  easily  placed 
if  the  catheter  is  thick-walled  and  has  a 


FIGURE  5.  External  pneumatic  abdominal  tourni- 
quet utilized  for  controlling  flow/  through  collateral 
vessels  during  indirect  technic  for  pelvic  perfusion 
(Fig.  9)  or  during  midtorso  occlusion  for  regional 
chemotherapy  of  tissues  above  the  diaphragm 
(Fig.  10). 


FIGURE  6.  Angiogram  demonstrating  Cournand 
catheter  in  hepatic  artery  in  patient  w/ith  massive 
liver  metastases.  The  catheter  was  inserted  under 
local  anesthesia  into  the  left  brachial  artery  and 
manipulated  into  this  position  fluoroscopically. 
These  catheters  can  be  left  in  place  for  several 
weeks  for  administration  of  chemotherapeutic 
agents  by  intermittent  or  continuous  methods. 


fixed  curve  in  the  catheter  tip.  Proper 
positioning  of  the  catheter  tip  requires 
arteriography  in  some  types  of  catheteriza- 
tion (Fig.  6).  For  most  cases,  localization 
can  be  better  elucidated  by  observing 
fluorescence  with  an  ultraviolet  light  in  a 
darkened  room  after  injection  of  a few 
milliliters  of  fluorescein  into  the  cathe- 
ter.  14.34  This  actually  gives  a better  ap- 
proximation of  the  tissues  that  will  receive 
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FIGURE  7.  Photographs  demonstrating  use  of 
fluorescein  for  determining  the  expected  distribu- 
tion of  chemotherapeutic  agent  to  be  infused  into 
an  arterial  catheter.  This  is  an  example  of  a small 
catheter  advanced  retrograde  from  the  proximal 
radial  artery  to  the  subclavian  artery  for  therapy  of 
an  axillary  mass  (malignant  melanoma).  The 
fluorescein  technic  is  particularly  useful  for  place- 
ment of  carotid  artery  catheters  but  may  be  used 
in  most  anatomic  locations  \where  regional  infusion 
chemotherapy  is  being  planned. 


the  chemotherapeutic  agent  than  arteriog- 
raphy, since  arteriographic  studies  require 
forceful  rapid  injection  of  a bolus  of  radio- 
paque material  (Fig.  7). 

When  the  chemotherapeutic  agent  is 
introduced  by  protracted  arterial  infusion, 
a pump  of  some  sort  is  usually  employed. 
Gravity  drip  of  solution  into  the  arterial 
system  has  been  described,  but  it  is  difficult 
to  maintain  a constant  rate  of  flow  into  the 
artery  with  this  method.  Mechanical 
pumps  have  been  generally  used,®^~®^  but 
ingenious  substitutes,  such  as  a pressure 
bag  described  by  Krant  et  or  motor- 
driven  syringe have  also  been  successful. 
For  very  slow  and  prolonged  intra-arterial 
administration  of  a drug,  Cox"  has  de- 
scribed a tiny  osmotic  pump  that  the  am- 
bulatory patient  can  carry  on  his  person. 
The  patient  can  exchange  his  pump  for  one 
freshly  loaded  with  agent  at  the  time  of  his 
outpatient  visits.  Cox  has  utilized  lower 
dosage  for  this  outpatient  approach  in  view 
of  less  rigid  clinical  observations.  As  was 
the  case  with  the  various  oxygenators  for 
perfusion,  preferences  for  various  pumping 
devices  for  arterial  infusion  produce  no 
substantial  difference  in  the  treatment 
method  itself. 


Regional  technics  for 
specific  anatomic  areas 

Extremities.  The  single  inflow  and 
outflow  vessels  for  the  extremities  and  the 
ease  of  tourniquet  application  make  this 
perfusion  system  a simple  one  if  the  shoulder 
or  hip  regions  are  not  to  be  included  (Fig. 
1).  The  details  of  the  procedure  for  ex- 
tremities are  best  described  by  the  reports 
of  Creech  et  and  of  Stehlin  et 

If  it  is  necessary  to  include  the  shoulder  or 
hip  in  the  perfusion  circuit,  the  catheter 
insertion  is  modified  appropriately,  but  the 
perfusion  circuit  loses  much  of  the  isolation 
desired  because  of  lack  of  adequate  tourni- 
quet control.  When  the  perfusion  is  to  be 
terminated,  an  attempt  is  made  to  reduce 
the  residual  agent  in  the  perfusion  area  by  a 
“flush.”  If  the  agent  employed  is  a short- 
acting compound,  such  as  nitrogen  mustard, 
there  is  no  need  for  this,  but  longer-acting 
agents  can  be  partially  cleared  from  the 
perfusion  area  by  means  of  the  addition  of 
drug-free  perfusate  at  the  end  of  the  proce- 
dure. We  usually  use  blood,  or  dextran 
followed  by  blood,  and  the  volume  of  solu- 
tion used  varies  with  the  size  of  the  regional 
circuit. 

For  arterial  infusion  of  the  extremities, 
small  catheters  can  be  introduced  by  surgical 
means  through  a branch  of  the  major  vessel 
or  directly  into  the  vessel  through  a needle 
by  percutaneous  puncture.  To  avoid  local 
complications  or  extensive  local  surgery  in 
some  situations,  we  have  introduced  a 
Cournand  catheter  into  the  lower  extremity 
vessels  via  the  brachial  artery  route.  This 
has  proved  quite  satisfactory  as  the  catheters 
can  be  left  in  situ  for  months  (Fig.  8). 

Pelvis.  In  an  early  report,  Creech  and 
CO  workers"  described  pelvic  perfusion  by  a 
semi-isolated  technic  in  which  tourniquet 
control  was  achieved  interiorly  by  ortho- 
pedic thigh  tourniquets,  and  proximal  vas- 
cular occlusion  was  accomplished  only  by 
occlusion  of  the  lumbar  aorta  and  vena  cava 
after  direct  surgical  exposure.  Most 
workers  have  utilized  this  “conventional” 
technic  for  perfusion  of  the  pelvis,  although 
cross  circulation  with  the  systemic  circuit 
is  extensive  because  of  absence  of  a cephalad 
tourniquet.  A similar  system  that  does  not 
require  laparotomy  has  been  utilized  by  Wat- 
kins et  Edelman,  Greenspan,  and  Bar- 
onofsky and  by  ourselves.  This  employs 
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FIGURE  8.  Radiograph  demonstrating  an  arterio- 
gram via  a common  iliac  artery  catheter  subse- 
quently used  for  regional  chemotherapy.  The 
opaque  masses  are  large  lymph  nodes  that  were 
demonstrated  by  a lymphangiogram  that  was  per- 
formed prior  to  the  catheter  insertion  (this  is  the 
patient  shown  in  Figure  14  in  Part  II). 


balloon-tipped  catheters  which  are  inserted 
retrograde  into  the  lumbar  aorta  and  vena 
cava  from  the  femoral  vessels.  The  degree 
of  cross  circulation  or  “leakage”  is  the  same 
as  with  the  original  technic. 

To  improve  isolation  of  the  pelvis  so  that 
the  choice  of  agents  is  not  as  restricted, 
there  have  been  attempts  made  to  utilize  a 
tourniquet  for  the  superior  margin  of  the 
pelvic  regional  area.  Ligation  of  multiple 
collateral  vessels  as  described  by  Stehlin 
et  al.*^  did  not  accomplish  the  increase  in 
isolation  that  was  desired.  Martin  and  his 
associates^®  have  utilized  a very  ingenious 
device  (Fig.  4)  which  effectively  closes  the 
collateral  vessels  in  the  lumbar  area,  but  if 
it  is  applied  by  laparotomy,  the  surgical 
procedure  for  perfusion  is  actually  magnified 
somewhat  by  its  application.  We  have 


FIGURE  9.  Diagram  of  indirect  pelvic  perfusion 
system  utilized  at  Memorial  Hospital.  Balloon 
catheters  occlude  the  major  vessels,  and  the  ab- 
dominal tourniquet  (Fig.  5)  is  used  for  control  of 
flow  or  leakage  through  collateral  vessels. 


utihzed  a large  external  abdominal  pneu- 
matic tourniquet  for  the  same  purpose  and 
have  been  impressed  with  this  means  of 
improving  isolation  of  the  circuit®®’ 
(Fig.  9).  It  appears  that  both  of  these 
methods  of  tourniquet  control  add  some 
additional  risk  to  the  over-all  procedure  of 
pelvic  perfusion  despite  the  obvious  ad- 
vantage of  improving  the  isolation  of  the 
pelvic  circuit. 

Arterial  infusion  chemotherapy  of  the 
pelvis  has  been  administered  by  varying 
anatomic  routes,  depending  on  the  choice 
and  rate  of  drug  administration.  For 
intra-arterial  injection  of  individual  doses  of 
nitrogen  mustard  in  a fractionated  fashion, 
tiny  catheters  have  been  inserted  retrograde 
into  the  lumbar  aorta  from  the  femoral 
artery  and  left  in  situ  until  completion  of 
treatment.®’ In  some  studies  thigh 
tourniquets  have  been  inflated  at  the  time  of 
aortic  drug  injection  to  increase  the  concen- 
tration of  agent  in  the  pelvis.  Direct  intra- 
aortic injection  of  nitrogen  mustard  by 
translumbar  route  also  has  been  described 
by  Richardson  and  Ulfelder.®®  Protracted 
slow  arterial  infusion  of  antimetabolite  into 
the  aorta  by  retrograde  aortic  catheter  is 
not  satisfactory  in  our  experience  because  of 
the  imeven  distribution  of  agent  in  the 
distal  vessels  due  to  laminar  flow.  This 
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method  also  produces  a minimal  concentra- 
tion differential  between  the  lower  and  upper 
portions  of  the  body.  Bilateral  operative 
' insertion  of  plastic  catheters  into  the  hy- 
[ pogastric  arteries  has  been  the  most  com- 
I monly  described  technic  of  protracted  in- 
fusion chemotherapy  to  the  pelvis.^^'^^'^^~®® 
i It  is  usually  recommended  that  the  posterior 
i trunk  of  the  hypogastric  artery  be  ligated  to 
reduce  drug  dosage  to  extra  pelvic  struc- 
tures. The  catheters  are  inserted  into  the 
unobstructed  main  trimk  of  the  hypogastric 
artery  and  left  in  place  imtil  multiple  courses 
of  intra-arterial  infusion  are  completed.  If 
j only  unilateral  pelvic  arterial  infusion  chem- 
otherapy is  desired,  the  Cournand  catheter 
! technic  via  brachial  artery  is  practical,  as  it 
j obviates  the  need  for  laparotomy. 

Entire  abdomen.  Consideration  of  the 
t;  entire  abdominal  cavity  as  a site  for  regional 
I chemotherapy  poses  many  technical  prob- 
! lems,  and  it  is  not  surprising  that  very  little 
1:^  clinical  experience  has  been  reported. 

’ Shingleton  and  his  associates^'’^^!’”  have 
I I described  perfusion  of  the  entire  abdomen  by 
i occlusion  of  the  aorta  and  vena  cava  at  the 
' level  of  the  diaphragm  via  thoracotomy, 
fi  Distal  vascular  occlusion  is  produced  by 
I thigh  tourniquets,  and  the  perfusion  cath- 
Jjli  eters  are  passed  retrograde  into  lumbar 
I aorta  and  vena  cava  from  the  femoral 
( vessels.  Hitchcock  et  al.^^  and  Leone  et 
' al.^^  have  described  similar  procedures,  but 
! aU  of  these  technics  have  the  disadvantage  of 
requiring  thoracotomy.  We  have  utilized 
I a similar  anatomic  perfusion  system  that 
obviates  this  objection  by  utilizing  balloon- 
tipped  catheters.  For  the  major  vessel 
. occlusions,  the  catheters  are  passed  retro- 
I grade  from  the  femoral  vessels  and  accurate 
I placement  of  the  occluding  balloons  estab- 
> lished  with  radiographic  help.  The  isola- 
I tion  of  the  abdominal  circuit  by  any  of 
I these  methods  described  is  only  partial 
because  of  our  inability  to  control  flow 
through  the  collateral  vessels  at  the  proximal 
i margin  of  the  perfusion  circuit. 

Intra-aortic  injections  of  alkylating  agents 
can  be  carried  out  by  retrograde  catheter  at 
I a level  that  would  distribute  the  agent  to 
the  entire  abdomen.  However,  selected 
branches  of  the  abdominal  aorta  can  be 
individually  catheterized  to  much  greater 
advantage  when  arterial  infusion  chemother- 
apy is  desired.®"  Protracted  arterial  in- 
' fusion  of  antimetabolites  into  the  aorta 


itself  produces  little  or  no  therapeutic 
advantage,  and  selective  arterial  catheteriza- 
tion of  individual  aortic  branches  has  been 
employed  instead.®" 

Liver.  The  frequency  of  hepatic  metas- 
tases  from  many  neoplasms  has  led  to  much 
interest  in  regional  chemotherapy  of  this 
organ.  The  complexity  and  magnitude  of 
the  procedure  of  hepatic  perfusion  has 

required  much  preliminary  work  in  the 

laboratory.  Ausman  and  Aust®^~®"  de- 

scribed a technic  developed  first  in  the  dog 
and  subsequently  apphed  to  patients.  The 
procedure  utilizes  the  portal  vein  for  the 
inflow  tract,  and  the  outflow  catheter  is 
placed  in  the  vena  cava  adjacent  to  the 
hepatic  veins.  Moderate  leakage  associ- 

ated with  their  procedure  limits  the  choice 
of  agents,  but  a more  prominent  limiting 
factor  appears  to  be  the  poor  tolerance  for 
surgery  of  the  patient  who  has  liver  metas- 
tases.  Healey  and  his  associates®*  have 
described  a more  complex  system  that  has 
been  perfected  for  perfusion  of  the  liver  of 
the  normal  dog.  They  bypass  the  venous 
return  from  the  distal  inferior  vena  cava  and 
portal  vein  and  are  able  to  isolate  efficiently 
the  hepatic  venous  outflow  by  this  means. 
Using  this  well-isolated  perfusion  system  in 
the  dog,  they  have  carried  out  many  studies 
of  the  tolerance  of  the  liver  to  chemothera- 
peutic agents.  Chung  and  his  associates®’’®® 
have  carried  out  similar  studies  on  the 
tolerance  of  the  perfused  dog  liver  to  nitro- 
gen mustard.  We  attempted  variations  of 
these  procedures  in  our  laboratory  and  were 
impressed  with  the  magnitude  of  the  opera- 
tion that  was  designed,  ultimately,  for  the 
patient  with  multiple  hver  metastases. 
This  is  undoubtedly  the  reason  that  prac- 
tically aU  reported  clinical  experience  with 
regional  chemotherapy  of  the  liver  has  been 
by  the  £u*terial  infusion  approach. 

Intra-arterial  catheterization  of  the  celiac 
axis  or  hepatic  artery  can  be  cgirried  out  by 
brachial  artery  catheterization  under  local 
anesthesia,  as  described  by  Bierman  et 
aV~^  Positioning  of  the  catheter  is  ac- 
comphshed  fluoroscopically.  This  approach 
has  been  utilized  for  fractionated  administra- 
tion of  nitrogen  mustard.®"  Most  of  our 
clinical  experience  with  protracted  arterial 
infusion  of  the  liver  has  been  by  this  ap- 
proach, and  the  technic  itself  seems  partic- 
ularly valuable  for  the  poor-risk  patient 
with  multiple  liver  metastases.  Catheters 
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also  can  be  placed  in  the  hepatic  artery  at 
the  time  of  laparotomy  by  retrograde  cath- 
eterization of  a branch  of  the  common 
hepatic  artery.  The  gastroduodenal  artery 
is  particularly  suited  for  this  procedure.®*’^" 
Maintenance  of  proper  position  and  con- 
tinued function  of  the  catheter  is  more 
easily  accomplished  with  the  brachial  than 
with  the  transabdominal  route,  and  arterio- 
graphic  confirmation  of  catheter  position  is 
considerably  better  when  the  Cournand 
catheter  is  used  (Fig.  6). 

Head  and  neck  area.  The  first  regional 
technics  for  carcinoma  of  the  extracranial 
portions  of  the  head  and  neck  were  those 
described  by  Klopp  and  his  associates®’’ ^ 
and  consisted  of  external  carotid  artery 
catheterization  for  fractionated  nitrogen 
mustard  therapy.  The  first  branch  of  the 
external  carotid  artery,  the  superior  thy- 
roid, was  a convenient  site  for  inserting 
and  securing  the  catheter.  This  did  not 
allow  adequate  mixing  of  agent  with  arte- 
rial inflow  in  protracted  infusion  therapy, 
particularly  if  the  second  branch  (the 
lingual  artery)  played  a significant  role  in 
the  blood  supply  of  the  neoplasm.  Sul- 
livan et  and  others®®-’®  described 

surgical  insertion  of  the  carotid  catheter  in 
the  region  of  the  carotid  bulb  to  obviate 
this  disadvantage.  As  experience  has  ac- 
cumulated it  has  become  apparent  from 
secondary  problems,  particularly  hemor- 
rhage, that  this  method  of  inserting  an  in- 
lying arterial  catheter  is  not  without  haz- 
ard. Nevertheless  much  clinical  experience 
with  this  method  of  protracted  external 
carotid  arterial  infusion  of  antimetabolites, 
particularly  methotrexate  and  fluorouracU, 
has  been  reported  by  Sullivan  etaZ.,’®’®^  ’®’’®“®® 
Duff  et  aZ.,®®’’®  Oettgen,*’  Westbury 
Espiner  et  aZ.,®^’®®  Johnson,  Kisken,  and 
Curreri,®®  Lebrun  et  Tarr  et  aZ.,®®-®®  and 
others.  A modification  of  the  technic  of 
external  carotid  infusion  is  the  retrograde 
catheterization  of  this  vessel  via  the  super- 
ficial temporal  artery.  This  usually  allows 
easy  access  and  can  be  carried  out  under 
local  anesthesia  without  difficulty,  according 
to  Ramsden  and  Duff.®®  Proper  place- 
ment of  the  catheter  tip  requires  the  use  of 
fluorescein,  and  partial  obstruction  of  the 
branches  by  the  catheter  itself  has  some- 
times led  to  confusing  fluorescent  patterns 
in  our  own  experience.  These  authors  and 
Westbury  et  have  described  inability  to 


advance  the  catheter  proximaUy  enough  in 
some  patients  because  of  angulation  or 
atherosclerosis  but,  in  general,  retrograde 
temporal  artery  insertion  is  an  improvement 
in  technic  for  external  carotid  catheteriza- 
tion. Most  workers  have  stressed  the  im- 
portance of  variations  in  blood  supply  to 
areas  in  the  head  and  neck  and  the  necessity  I 
for  careful  evaluation  of  blood  flow  from  the  ; 
catheter  tip  by  means  of  fluorescein  injec-  1 
tion. 

Regional  perfusion  technics  for  the  head 
and  neck  have  been  described  by  Stehlin 
et  al.,*^  Creech  et  Golomb  et  and 
others,  but  the  anatomic  arrangement  of 
the  vascular  tree  in  this  region  makes  at- 
tempts at  isolation  difficult  or  impossible. 
The  catheters  are  usually  placed  in  the  i 
external  carotid  artery  and  the  jugular  ‘ 
vein.  The  multiple  sites  of  venous  drain- 
age and  the  inability  to  use  a tourniquet  for 
control  of  collateral  vessels  make  this  a 
relatively  imsatisfactory  isolation. 

Brain.  Technics  for  regional  chemo- 
therapy of  the  brain  have  been  similar  to 
those  for  the  extracranial  tissues  of  the 
head.  The  major  difference  in  procediue  is 
the  use  of  common  or  internal  carotid  artery 
instead  of  the  external  carotid  system. 
This  has  allowed  the  use  of  percutaneous 
insertion  of  arterial  catheters  for  infusion 
methods,  as  described  by  Ariel,®’  Perese, 
Day,  and  Chardack,®®  Wilson,®®  and  others. 
Perfusion  technics  have  been  described  by 
WoodhaU  et  aZ.,®®  ®’  ®®  who  have  studied  the 
physiologic  problems  produced  by  bilateral 
and  unilateral  carotid  perfusion  at  different  i 
temperatures.  After  an  initial  experience 
with  4 patients  subjected  to  bilateral  hy-  I 
pothermic  carotid  perfusion,  their  sub-  i 
sequent  choice  of  perfusion  has  been  uni-  ' 
lateral  carotid  perfusion  with  a hyperthermic  ’ 
perfusion  circuit.  Their  studies  have  shown  j 
relatively  httle  mixing  of  the  two  carotid 
inflow  tracts  at  the  pressures  employed  so  ' 
that  unilateral  cerebral  perfusion  is  anatom- 
ically feasible.  Methods  for  perfusion  of 
the  posterior  fossa  via  the  vertebral  artery 
system  have  not  been  described.  The  ' 
limitations  of  cerebral  perfusion  and  infusion 
are  mechanically  similar  to  those  described 
for  head  and  neck  tumors,  but,  in  addition,  ' 
cerebral  edema  has  been  a serious  problem 
in  many  patients,  particularly  those  with 
an  intact  cranium  treated  by  perfusion  or 
infusion  with  nitrogen  mustard. 


I 
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Breast  and  chest  wall.  Although  the 
area  of  the  breast  and  chest  wall  has  a 
multiple  arterial  supply,  Creech  et  al.^ 
described  a technic  in  their  original  report 
that  utilized  the  subclavian  vessels  for  the 
inflow  and  outflow  sites  of  a regional  per- 
fusion circuit.  This  has  received  limited 
trial  as  it  is  obviously  a circuit  with  minimal 
isolation  and  produces  little  regional  lo- 
cahzation  of  chemotherapeutic  agent.  Fur- 
ther attempts  by  regional  arterial  infusion 
were  reported  by  Coutinho,®®  but  the  accent 
of  his  report  was  the  arterial  infusion  of  the 
internal  mammary  system.  Lucas*^  has 
attempted  arterial  infusion  of  the  breast  for 
angiosarcoma  using  more  than  one  infusion 
site,  but  the  nature  of  the  blood  supply  of 
the  breast  has  not  really  lent  itself  to  regional 
chemotherapeutic  technics.  A less  specific 
procedure  to  be  described  subsequently 
(midtorso  occlusion)  allows  some  regional 
distribution  of  alkylating  agents  to  advanced 
cancer  of  the  chest  wall  and  may  be  more 
suitable  for  regional  chemotherapy  of  the 
breast.^®'®*’®® 

Lung.  The  frequency  of  metastases  to 
the  lung  from  many  neoplasms  and  the 
frequency  of  nonresectable  primary  lung 
cancers  make  this  anatomic  site  an  appeal- 
ing one  for  regional  chemotherapy.  The 
initial  limiting  factor  in  the  administration 
of  chemotherapeutic  agents  to  the  lung 
appeared  to  be  a low  local  tolerance  for 
these  agents,  particularly  nitrogen  mustard. 
This  was  based  on  experimental  evidence  in 
dogs  reported  by  Pierpont  and  Blades, 
Hyman  and  Harris,  and  by  Baxter  et 
a/  102,103  -pjje  work  of  Jacobs,  Flexner,  and 
Scott  tends  to  refute  this  very  low  toler- 
ance. Lung  perfusion  in  their  studies, 
with  gravity  venous  drainage,  produced  no 
difficulties  with  doses  of  nitrogen  mustard 
several  times  that  reported  by  Pierpont  and 
Blades.  Increased  venous  pressure  or 
stasis  in  any  site  does  enhance  the  local 
effects  of  short-lived  alkylating  agents. 
Since  the  double  arterial  inflow  of  the  lung 
would  be  expected  to  increase  pulmonary 
venous  pressure  in  a “closed”  perfusion 
circuit,  this  may  be  the  explanation  for  the 
unexpectedly  low  tolerance  reported  by 
Pierpont  and  Blades. 

The  first  attempts  at  regional  perfusion  of 
the  lungs  were  those  of  Creech  and  his 
coworkers^*  employing  separate  oxygenator 
systems  for  the  pulmonary  and  systemic 


circuits.  The  magnitude  of  the  operative 
procedure  far  outweighed  the  probable 
beneficial  effects,  and  so  attention  has  been 
directed  toward  simpler  technics.  Morris'"® 
and  Pierpont  and  Blades'"®  have  used  arterial 
infusion  of  nitrogen  mustard,  in  a fraction- 
ated fashion,  by  means  of  pulmonary  artery 
catheterization  with  cardiac  catheters.  This 
approach  also  has  been  described  in  combina- 
tion with  pulmonary  artery  obstruction  by 
means  of  a balloon  catheter,'®'  but  the 
mixing  of  agent  in  the  arterial  inflow  would 
appear  to  be  hampered  by  proximal  obstruc- 
tion. Whereas  systemic  intravenous  ad- 
ministration exposes  both  limgs  to  the  agent, 
these  catheter  infusion  technics  allow  selec- 
tive administration  to  one  pulmonary  artery 
or  even  individual  lobar  arteries  within  one 
lung. 

Because  of  convincing  evidence  that  the 
major  blood  supply  of  primary  Ivmg  cancer 
is  via  the  bronchial  arteries, '®*~"®  Cliffton 
and  Mahajan"'  designed  a double  balloon 
aortic  catheter  for  isolating  the  segment 
of  the  thoracic  aorta  containing  the  bron- 
chial artery  origins.  This  approach  al- 
lows injection  of  nitrogen  mustard  into  this 
aortic  segment  so  that  the  initial  circula- 
tion of  the  drug  is  through  the  bronchial 
and  adjacent  intercostal  arteries.  Evidence 
for  the  bronchial  arterial  supply  to  the 
primary  limg  cancers  is  more  clear-cut  than 
for  metastatic  lesions,  so  the  systemic 
intravenous  or  pulmonary  artery  route  for 
chemotherapy  is  stUl  probably  the  prefer- 
able one  when  pulmonary  metastases  are 
being  treated.""  Both  bronchial  artery 
route  and  pulmonary  artery  route  of  in- 
jection of  the  chemotherapeutic  agent  have 
the  dosage  limitation  imposed  by  systemic 
toxicity,  since  there  is  no  control  of  venous 
return. 

Another  regional  technic  for  patients  with 
limg  neoplasms  is  one  described  by  us  and 
termed  midtorso  occlusion."®®*®®  Rhein- 
lander  et  a/."®  have  described  a similar 
procedure.  The  primary  purpose  of  this 
technic  is  to  occlude  aU  blood  flow  to  the 
lower  pairt  of  the  body  so  that  pelvic  bone 
marrow  and  the  intestinal  tract  are  spared 
from  the  effect  of  the  agent  employed. 
Although  the  regional  area  receiving  treat- 
ment is  not  limited  to  the  lungs,  they  form  a 
significant  portion  of  the  treated  area.  The 
procedure  entails  aortic  occlusion  above  the 
celiac  axis  with  a balloon  catheter  and 
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FIGURE  10.  Diagram  of  technic  (midtorso  occlu- 
sion) utilized  at  Memorial  Hospital  for  regional 
chemotherapy  of  the  tissues  above  the  dia- 
phragm.” 

control  of  leakage  through  the  collateral 
vessels  by  means  of  a large  pneumatic 
abdominal  tourniquet  (Fig.  10).  In  one 
sense  the  tissues  above  the  diaphragm 
have  their  own  pump  oxygenator,  and,  for 
this  reason,  it  is  a perfusion  procedure  in 
which  only  the  vascular  occlusions  that 
lead  to  the  isolation  require  any  attention. 
As  there  is  no  way  to  “flush”  the  treated 
circuit,  and  time  limitations  exist  for  the 
occlusion  of  aortic  flow  below  the  diaphragm, 
only  rapidly  acting  agents  can  be  used  with 
this  technic.  Our  initial  trials  employed 
nitrogen  mustard,  but  we  have  found  the 
transformation  product,  chloramine  mus- 
tard, more  satisfactory  because  of  diminished 
neurotoxicity  at  high  dosage. 

For  some  primary  lung  lesions  we  have 
utilized  this  procedure,  MTO,  or  midtorso 
occlusion,  but  have  injected  the  agent  intra- 
aorticaUy  via  a brachial  artery  catheter. 
This  simulates  the  bronchial  artery  infusion 
technic  by  allowing  the  agent  to  make  its 
first  circuit  through  bronchial  and  inter- 
costal arteries  rather  than  the  pulmonary 
arteries.  The  midtorso  occlusion  allows  a 
much  higher  drug  dosage  than  can  be 
achieved  by  simple  arterial  infusion,  however, 
as  pelvic  bone  marrow  and  the  intestinal 


tract  are  protected.  Duff  and  his  co- 
workers""'  have  administered  very  large 
doses  of  nitrogen  mustard  by  a similar  j 
technic  which  they  have  termed  lAO,  or  j 
“intra-aortic  occlusion.”  Instead  of  aortic 
occlusion  by  balloon  catheter  plus  tourni- 
quet, they  utilize  an  Esmarck  bandage  which 
secures  the  patient  to  the  operating  table 
and  occludes  the  aorta  and  distal  arterial 
flow.  This,  too,  protects  the  pelvic  bone 
marrow  from  the  effect  of  high  dosage  of  the 
nitrogen  mustard  administered  into  the  arm 
veins.  The  purpose  of  MTO  or  lAO  is  to 
allow  higher  dosage  of  a short-acting  alkylat- 
ing agent,  such  as  nitrogen  mustard,  to 
tissues  in  the  upper  half  of  the  body,  and  to 
do  this  by  a technic  simple  enough  to  be 
repeated  for  multiple  treatments.  These 
are  not  as  anatomically  selective  as  many  of 
the  other  regional  technics  described,  but 
they  have  been  utilized  for  a number  of 
advanced  cancers  that  are  regionally  local- 
ized above  the  diaphragm. 

“Leakage” 

For  regional  perfusion  the  efficiency  of 
isolation  of  the  anatomic  area  is  of  para-  j 
mount  importance  in  achieving  a high  local 
concentration  of  agent.  If  there  is  con- 
siderable “leakage”  during  perfusion,  the 
concentration  advantage  of  the  regional 
area  over  that  occurring  in  the  systemic 
circuit  is  diminished.  This  obviously  re- 
duces the  total  dose  of  agent  tolerated,  in 
view  of  danger  of  systemic  toxicity,  and 
reduces  the  advantage  of  local  over  systemic 
administration  of  drug. 

Much  has  been  written  about  the  phe- 
nomenon of  “leakage”  during  regional  per- 
fusion with  an  extracorporeal  circuit.  The 
patterns  of  cross  circulation  observed  and  the 
factors  affecting  them  have  received  much 
attention.  The  first  factor  obvious  in  all 
studies  has  been  the  necessity  for  tovuniquet 
control  of  collateral  vessels  if  there  is  to  be 
significant  isolation  of  the  perfusion  circuit. 
Those  anatomic  areas  that  do  not  lend 
themselves  to  tourniquet  apphcation  are  al- 
ways “high-leak  systems.”  A second  factor 
that  has  received  less  attention,  but  was 
striking  in  our  own  studies,  was  the  marked 
difference  between  “leakage”  as  estimated 
by  usual  technics  (radioactive  intravascular 
substances)  and  the  actual  loss  of  chemo- 
therapeutic agent  from  the  perfusion  cir- 
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"CONVENTIONAL"  PELVIC  PERFUSION  LEAKAGE  STUDY 


FIGURE  11.  A graph  of  data  obtained  during  a 
pelvic  perfusion  by  conventional  "high-leak" 
technic.  The  difference  in  concentration  of  drug 
between  the  perfusion  and  the  systemic  circuits  is 
considerable  when  compared  with  the  concentra- 
tion differences  shown  with  the  intravascular  iso- 
tope. The  amount  of  leakage  observed  is  related 
to  the  volume  of  the  distribution  and  rate  of  "fixa- 
tion" of  the  agent  being  studied. 

cuit.  We  found,  from  drug  assays,  that  the 
volume  of  distribution  of  the  substance,  or 
agent,  concerned  played  a major  role  in 
quantitative  loss  of  this  substance  from  the 
perfusion  circuiti^'*®”®  (Fig.  11).  If  the  sub- 
stance became  rapidly  “fixed”  in  cells,  this 
led  to  even  smaller  loss  from  the  local  area 
when  regionally  administered  into  the  arte- 
rial line.  This  information  has  encouraged 
the  use  of  regional  perfusion  in  some  an- 
atomic areas,  despite  obvious  leakage,  if  the 
dynamics  of  the  agent  utilized  were  suitable 
for  such  a “high-leak”  system  (Fig.  12). 

The  pattern  of  leakage  as  measured  by 
intravascular  isotope  [Cr“*  (radioactive 
chromium)  red  blood  cells,  RISA  (radio- 
active iodinated  serum  albumin)]  or  Evans 
blue  has  been  described  for  a number  of 
typical  regional  perfusion  systems. 

A very  useful  and  practical  contribution  to 
the  study  of  leakage  in  clinical  perfusion 
is  described  in  several  publications  by 
Stehlin  et  These  reports  describe 

the  use  of  an  external  counter  over  a suitable 
area,  outside  the  perfusion  circuit,  for  detect- 
ing the  rate  of  loss  of  radioactive  indicator 


FIGURE  12.  Local  toxicity  in  buttock  skin  after 
pelvic  perfusion  with  mitomycin  using  conventional 
(high-leak)  perfusion  system.  Despite  rapid  mix- 
ing of  blood  between  the  two  circuits  as  shown  by 
studies  with  RISA  or  Crs>  in  red  blood  cells,  there  is 
pronounced  evidence  of  regional  drug  effect  in 
many  of  these  perfusions. 

(RISA)  from  the  perfusion  circuit.  The 
external  counter  is  attached  to  a ratemeter 
and  graphic  recorder,  thus  producing  an 
immediate  record  of  circulating  indicator 
that  has  escaped  from  the  perfusion  circuit. 
Stehlin  describes  calculations  for  im- 
mediately determining  the  “leakage  factor” 
occurring  in  the  perfusion  procedure  being 
monitored.  Although  the  leakage  being 
recorded  has  to  be  considered  separate  from 
the  drug  loss  in  view  of  differences  in  “dy- 
namics” of  the  various  agents,  this  approach 
can  give  immediately  available  information 
on  the  effectiveness  of  the  tourniquet  em- 
ployed and  allow  for  immediate  correction 
of  technical  inadequacies  in  the  system.  We 
have  employed  this  approach  extensively 
and  have  foimd  it  a useful  check  on  the 
procedure.  Observing  the  graphic  record- 
ing allows  readjustment  of  toiu-niquets 
early  in  the  perfusion  to  achieve  better 
isolation  or,  if  this  cannot  be  accomplished, 
the  drug  dosage  may  be  reduced  for  in- 
creased safety.  Observing  the  trend  in  the 
recorded  curve  has  been  more  practical  for 
us  than  actually  carrying  out  the  calcula- 
tions for  “leakage  factor,”  but  the  use  of  the 
external  counter  technic  is  certainly  a very 
useful  addition. 

The  detection  of  leakage  of  the  agent 
itself  from  the  perfusion  circuit  can  be  ac- 
complished by  chemical  or  microbiologic 
assay  of  the  agent  in  the  two  circuits.  This 
may  yield  interesting  information  but  has 
limited  practical  value  for  several  reasons. 
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First  of  all,  the  data,  in  most  instances,  are 
not  immediately  available.  The  technics 
for  assay  vary  in  regard  to  reliability. 
Assays  for  alkylating  agents  are  not  very 
sensitive  in  our  experience,  but  Ausman  and 
Aust’^^  and  Mahaley  and  Woodhall^^'*  have 
reported  interesting  data  with  the  NBP 
(nitrobenzylpyridine)  assay  for  nitrogen 
mustard.  Another  approach  to  assay  for 
nitrogen  mustard  is  the  use  of  a ^-labeled 
agent,^^’^^’*^"'  but  the  physical  characteristic 
of  the  isotope  prevents  external  counting. 
With  other  chemotherapeutic  agents  the 
measurement  of  drug  concentration  be- 
tween the  two  circuits  can  be  misinterpreted 
to  underestimate  drug  leakage  unless  other 
factors  are  taken  into  consideration.  Some 
agents  are  metabolized  in  vivo,  and  since 
rates  of  biologic  action  and  catabolism 
differ  in  the  two  circuits,  this  factor  may 
lead  to  underestimation  of  the  drug  escape. 
Excretion  of  the  agent  from  the  systemic 
circuit  will  also  result  in  a lower  systemic 
concentration  and  underestimation  of  drug 
“leakage.”  Therefore,  direct  measurement 
of  the  agent  itself  in  both  circuits  does  not 
give  as  useful  information  as  it  might  initially 
appear  (Fig.  11). 

Factors  affecting  the  “leakage”  of  various 
indicators  have  received  much  attention. 
Local  factors  that  have  been  generally 
considered  of  importance  in  reducing  leak- 
age are  ( 1 ) maintenance  of  a lower  pressure 
in  the  perfusion  circuit  than  in  the  non- 
perfused  area  (usually  accomplished  by 
“low-flow”),  (2)  occlusion  of  as  many  col- 
lateral arteries  as  is  feasible,  and  (3)  the 
use  of  vasodilators  in  the  perfusion  circuit 
in  the  hope  that  this  will  decrease  peripheral 
vascular  resistance  and  thereby  foster  low 
pressures  in  the  perfusion  circuit  without 
reducing  blood  flow  through  the  tumor.  A 
systemic  factor  that  has  been  shown  to 
reduce  leakage  is  hypothermia,  as  described 
by  Buckner  et  and  Rochlin  et 

and  this  has  the  added  advantage  of  re- 
ducing the  toxicity  of  some  agents  utilized 
in  perfusion.  This  has  led  to  the  approach 
initiated  by  Shingleton  et  that  of 

maintaining  body  hypothermia  and  per- 
fusion circuit  hyperthermia. 

Data  from  our  own  studies  of  pelvic  per- 
fusion have  given  us  another  insight  into 
the  problems  of  measuring  and  interpreting 
the  significance  of  leakage.^*  The  ineffi- 
ciency of  clearing  the  circuit  of  some  agents 


by  “flush”  at  the  end  of  the  perfusion  ap- 
pears to  be  an  even  greater  limiting  factor 
than  losses  that  occur  during  the  perfusion 
itself.  Systemic  toxicity  may  be  severe 
after  perfusion  with  an  agent  like  cyclophos- 
phamide (Cytoxan)  even  though  there  is 
evidence  of  complete  isolation  of  the  per- 
fusion circuit  during  the  perfusion.  Appar- 
ently residual  agent  in  the  perfusion  area 
can  “infuse”  the  body  gradually  after  the 
perfusion  is  completed,  and  data  obtained 
in  some  of  our  studies  support  this  analysis 
of  the  problem. 

From  the  preceding  discussion,  it  is  ap- 
parent that  interpretation  of  any  leakage 
study  is  difficult  without  knowing  the  char- 
acteristics of  the  agent  employed.  Complex 
calculations,  although  mathematically  sound, 
rarely  give  useful  information  for  actual 
practice.  We  have  found  the  use  of  an  in- 
travascular isotope  and  an  external  counter 
over  the  systemic  circuit  a practical  indicator 
of  the  efficiency  of  the  specific  system  being 
used.  For  expressing  the  information  on 
blood  samples  drawn  from  the  two  circuits, 
simple  concentration  ratios  are  as  useful  as 
complex  calculated  values.  They  require 
less  compounding  of  the  actual  data  ob- 
tained and  can  be  compared  with  previous 
experience  in  anatomically  similar  perfusion 
systems. 

Chemotherapy  by  protracted  intra-arterial 
infusion  employs  a system  in  which  no  effort 
is  made  to  control  the  venous  return  of  the 
treated  area.  Except  for  that  quantity  of 
agent  removed  from  the  circulatory  tree  on 
the  first  circulation  of  the  infused  area, 
leakage  is  complete.  The  rationale  of 
protracted  infusion  therapy  is  that  of  chronic 
maintenance  of  a higher  effective  local  con- 
centration due  to  local  “absorption”  or 
systemic  protection  with  the  corresponding 
metabolite  (see  discussion  of  “Selection  of 
Drugs  and  Dosage  for  Intra-arterial  Infusion 
Therapy”).  The  consideration  of  “leakage” 
as  discussed  previously  does  not  apply  to 
arterial  infusion  approach. 

If  an  agent  could  be  developed  that  was 
completely  inactivated  by  the  time  it 
reached  the  venous  return  of  the  region 
being  treated  intra-arteriaUy,  this  would 
eliminate  the  factor  of  “leakage”  from  re- 
gional chemotherapy,  as  well  as  eliminate 
any  advantage  to  an  extracorporeal  circuit. 
Seligman  and  his  groups*- have  re- 
ported their  work  with  a number  of  trans- 
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formation  products  of  nitrogen  mustard  in 
a quest  for  compounds  of  a short  enough 
“biologic  half  life”  to  attain  this  end. 

Chemotherapeutic  agents 

The  classes  of  chemotherapeutic  agents 
that  have  been  used  for  regional  perfusion 
and  arterial  infusion  chemotherapy  are: 

Alkylating  agents 

1.  Nitrogen  mustard  (HN2,  Mustargen) 

2.  TSPA  or  Thio-TEPA  (Triethylene 
thiophosphoramide) 

3.  PAM  (phenylalanine  mustard,  Mel- 
phalan) 

4.  Others,  such  as  cyclophosphamide, 
AB-100,  TEM,  and  so  forth,  are  less  com- 
monly used. 

Antibiotics 

1.  ActinomycinD 

2.  Mitomycin  C 

3.  Others,  such  as  vincaleukoblastine, 
streptonigrin,  dihydro  E-73 

Antimetabolites 

1.  MTX  (methotrexate) 

2.  5-FU  (5-fluorouracil) 

3.  FUDR  (5-fluoro-2-deoxyuridine) 

4.  8-azoguanine 

The  examples  of  these  three  groups  shown 
are  those  most  frequently  used  by  investi- 
gators who  are  subjecting  patients  to  re- 
gional technics. 

Selection  of  drugs  for  perfusion 

In  view  of  the  time  limitation  of  regional 
perfusion  of  about  one  hour,  it  is  not  sur- 
prising that  the  alkylating  agents  have  been 
the  most  commonly  used  agents  for  this 
approach.  Those  receiving  the  most  ex- 
tensive use  are  HN2,  TSPA,  and  PAM.  Of 
the  antitumor  antibiotics,  actinomycin  D 
and  mitomycin  C are  the  only  two  frequently 
reported  as  agents  for  regional  perfusion. 
The  fluorinated  pyrimidines,  5-FU  and 
FUDR,  and  methotrexate  are  the  antime- 
tabolites that  have  been  utilized  most  com- 
monly in  regional  perfusion  procedures.  It 
has  been  our  own  clinical  experience  that 
these  antimetabolites  are  of  no  value  for 
regional  perfusion,  and  this  has  also  been 
borne  out  by  our  rabbit  perfusion  studies 
with  VX2  carcinoma. 

The  choice  of  agent  has  been  empiric  in 
most  perfusion  studies  reported.  An  at- 
tempt has  been  made  by  Golomb  et 


and  Dowd,  DiPaolo,  and  Watne^“  to  deter- 
mine the  ideal  agent  for  perfusion  of  a 
tumor  by  studying  the  effects  of  various 
agents  on  cells  from  this  tumor  growing  in 
tissue  culture.  Partly  due  to  the  time  fac- 
tor, it  has  not  been  as  useful  a technic  for 
choice  of  agent  as  might  have  been  hoped, 
but  it  is  one  more  aid  to  the  selection  of 
agents  for  specific  perfusions. 

Our  own  approach  to  the  choice  of  agent 
is  based  on  two  factors:  the  type  of  tumor 
being  treated  and,  more  important,  the 
anatomic  perfusion  system  that  is  being 
used.  If  the  anatomic  system  is  associated 
with  moderate  to  high  “leakage,”  we  always 
prefer  to  use  a rapidly  acting  alkylating 
agent,  such  as  nitrogen  mustEud  or  one  of 
its  transformation  products.  We  have  em- 
ployed actinomycin  D and  mitomycin  C 
under  these  circumstances  with  some  evi- 
dence of  local  advantage,  however.  The 
limitations  of  longer-acting  agents  in  “high 
leak”  perfusion  systems  lead  to  reduced 
dosage  under  these  circumstances.  There 
is  frequently  little  local  advantage  from  the 
perfusion  procedure  when  these  agents  are 
employed.  If  the  perfusion  system  is  a 
well-isolated  system,  leakage  is  not  a factor, 
and  the  agent  can  be  chosen  that  has  been 
shown  to  be  most  useful  for  systemic  ther- 
apy of  the  particular  tumor  concerned. 
Unfortunately,  these  choices  do  not  seem 
too  weU-defined,  even  in  systemic  chemo- 
therapy, and  the  choice  of  antibiotic,  or 
alkylating  agent,  is  often  still  an  empiric 
one.  It  is  apparent  from  the  clinical  re- 
ports on  regional  perfusion  that  choice  of 
agent  has  been  based  on  the  characteristics 
of  the  perfusion  system  more  often  than  on 
specific  knowledge  of  tumor-drug  interaction. 

The  duration  of  action  of  nitrogen  mustard 
in  the  vascular  circuit  of  a perfusion  system 
is  only  about  eight  minutes  as  determined 
by  bioassay  studies.  In  addition  to  being 
suitable  for  perfusion  systems  with  moder- 
ate leakage,  this  short  period  of  activity 
eliminates  the  need  for  “flush”  of  the  per- 
fusion circuit  at  completion  of  perfusion. 
PAM,  TSPA,  cyclophosphamide,  and  the 
antibiotics  (actinomycin  D and  mitomycin 
C)  all  persist  at  significant  concentration 
in  the  perfusion  circuit  after  the  conven- 
tional perfusion  time  of  from  forty-five 
to  sixty  minutes.  It  is,  therefore,  advis- 
able to  drain  the  system  of  drug-containing 
blood  while  flushing  the  circuit  with  drug- 
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free  fluid  (dextran  or  blood)  before  recon- 
stituting normal  blood  flow.  This  flush 
procedure  is  effective  only  in  those  systems 
with  efficient  isolation. 

The  choice  of  agent  for  specific  tumors 
often  has  been  based  on  experience  with 
systemic  therapy  if  this  agent  is  feasible  for 
short-term  treatment  in  the  perfusion  system 
utilized.  One  outstanding  exception  is  the 
perfusion  of  melanoma,  as  systemic  chemo- 
therapy for  this  disease  had  been  so  com- 
pletely ineffective.  Creech  et  al.^  described 
their  initial  perfusions  with  PAM  on  the 
basis  of  data  obtained  with  mouse  melanoma 
and  they  were  so  encouraging  that  this  is 
stUl  the  most  frequently  used  agent  for 
melanoma. Nitrogen  mxistard  (HN2), 
TSPA,  or  combinations  of  TSPA  and  PAM 
also  have  been  employed. 

Sarcomas  of  various  types  frequently  have 
been  responsive  to  alkylating  agents  as  well 
as  to  various  antitumor  antibiotics  given 
systemically.  A number  of  agents  and 
combinations  of  agents,  therefore,  have 
been  described.  PAM,  TSPA,  HN2  and 
actinomycin  D have  all  been  used,  alone  or 
in  combination. 

For  carcinoma,  the  choice  of  agent  for 
perfusion  is  more  difficult.  For  epidermoid 
lesions,  alkylating  agents,  particularly  nitro- 
gen mustard,  have  been  the  most  frequently 
employed.  This  also  has  been  true  of 
adenocarcinoma  although  a trial  of  the 
antimetabolite,  5-FU,  was  considered  worth 
while  on  the  basis  of  significant  responses 
from  systemic  therapy  with  this  agent. 
Most  investigators  have  failed  to  observe 
clinical  tumor  regression  following  perfusion 
with  fluorouracil,  and  that  has  been  om- 
experience  with  FUR  and  FUDR.  The 
general  ineffectiveness  of  antimetabolites 
by  perfusion  suggests  that  exposure  to  the 
huge  concentrations  of  these  compounds  for 
a short  time  is  less  damaging  to  cancer  cells 
than  exposure  to  lower  concentrations  for  a 
prolonged  time.  Our  own  clinical  trials 
with  both  methotrexate  and  the  fluorinated 
pyrimidines  for  regional  perfusion,^®  and 
our  experimental  perfusions  of  VX2  car- 
cinoma in  the  rabbit  with  antimetabolites 
support  this  concept. 

Dosage  for  perfusion 

For  regional  perfusion  the  dosage  of  nitro- 
gen mustard  is  limited  by  local  toxicity 


more  often  than  by  systemic  effect.  For 
the  longer-acting  agents  the  maximal  dosage 
for  the  perfusion  is  little  more  than  can  be 
tolerated  by  the  whole  patient.  For  ex- 
ample, the  recommended  HN2  dosage  for 
perfusion  of  the  common  femoral  artery  is 
0.4  to  0.8  mg.  per  kilogram.  For  the  same 
anatomic  setup,  the  dose  of  actinomycin  D 
that  is  recommended  is  25  micrograms  per 
kilogram  of  body  weight,  and  the  dose  for 
PAM  is  2 mg.  per  kilogram.  These  dosages 
are  appropriately  modified  for  other  areas 
of  the  body,  taking  into  consideration  the 
mass  of  tissue  to  be  perfused  and  the  an- 
ticipated leakage  during  the  procedure. 
Ryan  has  described  an  experimental 
method  for  determining  safe  dosage  of  agents 
in  the  perfusion  system. 

Selection  of  drugs  and  dosage 
for  intra-arterial  infusion 

Most  of  the  initial  work  on  intra-arterial 
chemotherapy  was  with  fractionated  doses 
of  nitrogen  mustard.  When  the  continuous 
arterial  infusion  procedure  was  introduced 
by  Sullivan,  he  described  the  use  of  metho- 
trexate locally  while  protecting  the  rest  of 
the  body  with  citrovorum  factor. Most 
investigators  have  followed  his  regime  of 
50  mg.  of  methotrexate  every  twenty-four 
hours  with  coverage  of  the  rest  of  the  body 
by  citrovorum  factor  (6  to  9 mg.  every  four 
to  six  hours)  (see  “Protective  Agents”). 

It  has  not  yet  been  established  whether 
it  is  necessary  to  infuse  as  large  a daily  dose 
of  methotrexate  as  50  mg.  continuously  to 
get  tumor  regression,  or  whether  inter- 
mittent intra-arterial  infusion  for  a shorter 
period  might  be  effective.  Even  higher 
dosage  of  methotrexate  has  been  employed 
(100  mg.  per  day)  by  Klopp,  Smith,  and 
Alford,  but  the  comse  was  similar  to 
that  with  standard  dosages.  Simultaneous 
blood  samples  were  taken  from  the  left  ear 
lobe  and  right  arm  in  several  patients  by 
Clarkson^^  during  continuous  infusion  of 
methotrexate  into  the  left  external  carotid 
artery  at  a rate  of  50  mg.  every  twenty -four 
hours.  This  was  given  alone  for  twenty 
hours  prior  to  starting  intramuscular  citro- 
vorum factor  to  do  assays  for  methotrexate 
concentration  in  the  blood  samples.  After 
equilibration,  the  ear  blood  contained  three 
to  four  times  the  concentration  of  metho- 
trexate found  in  the  arm  blood,  about  250 
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to  400  vs.  80  to  100  [^micrograms  per  mil- 
liliter. Blood  samples  taken  from  the  left 
toe  and  finger  during  methotrexate  infusion 
into  the  left  external  iliac  artery,  at  a rate  of 
50  mg.  every  twenty-four  hours  before 
starting  citrovorum  factor,  showed  es- 
sentially equal  concentrations  of  about  100 
micrograms  per  milliliter,  i"*  This  suggests 
that  with  infusion  of  a large  artery  it  may 
not  be  possible  to  achieve  a significantly 
higher  local  concentration  than  occurs 
systemically. 

Methotrexate  can  be  infused  continuously 
in  a patient  in  good  general  condition  either 
intra-arteriaUy  or  intravenously  in  a dosage 
of  5 mg.  per  day  for  five  or  six  days,  with- 
out administration  of  citrovorum  factor, 
before  toxicity  develops.  Further  studies 
using  intra-arterial  methotrexate  in  lower 
dosage  without  systemic  citrovorum  factor 
were  carried  out,  and  the  local  effects  were 
similar. 

Other  drugs  that  have  had  clinical  trial 
I by  continuous  intra-arterial  infusion  to  date 
have  been  the  fiuorinated  pyrimidines, 
j lUDR  (5-iodo-2-deoxy uridine),  5-FU,  and 
FUDR  have  received  the  most  extensive 
; trials.  The  systemic  toxicity  of  5-FU  is 
I considerably  decreased  when  given  by 
I continuous  infusion,  either  intra-arterially 
! or  intravenously.  Sullivan  et  aZ.”  have 
; infused  15  mg.  per  kilogram  of  body  weight 
every  twenty-four  hours  intravenously  for 
as  long  as  thirty-seven  days  without  toxicity 
and  30  mg.  per  kilogram  of  body  weight 
every  twenty-four  hours  for  up  to  ten  to 
fifteen  days  without  toxicity.  On  the  other 
hand,  continuous  infusion  of  30  mg.  of  5-FU 
per  kilogram  of  body  weight  every  twenty- 
four  hours  into  one  common  carotid  artery 
has  caused  definite  local  toxicity,  such  as 
1 unilateral  skin  erythema  and  mucosal  ul- 
I cerations,  after  only  forty-eight  hours  in  1 
I patient,  and  12  mg.  of  5-FU  per  kilogram  of 
body  weight  every  twenty-four  hours  into 
the  internal  carotid  artery  has  caused  skin 
erythema  and  edema  in  the  distribution  of 
the  ophthalmic  branch  after  less  than  forty- 
eight  hours  in  another  patient.*^  FUDR, 
on  the  contrary,  is  more  toxic  by  continuous 
infusion  than  by  intermittent  administra- 
tion. Systemic  toxicity  will  result  from 
1.5  mg.  per  kilo  of  FUDR  every  twenty- 
four  hours  by  continuous  infusion  in  most 
patients  in  good  general  condition  in  five  to 
seven  days.  The  toxic  manifestations  of 


these  drugs  are  quite  similar  to  those  caused 
by  methotrexate  except  that  5-FU  and  FUDR 
are  catabolized  very  rapidly  in  vivo,  and 
hence  good  renal  function  is  much  less  im- 
portant than  with  methotrexate. 

Both  Herter  et  and  HaU  and  his 

coworkers^^®'^’’  have  reported  continuous 
infusion  of  another  antimetabolite,  8-azo- 
guanine, and  described  similar  results  to 
those  obtained  with  the  previously  men- 
tioned agents.  Other  workers  have  in- 
itiated protracted  arterial  infusion  of  an- 
tibiotics, such  as  actinomycin  D and  mito- 
mycin C.  As  the  possibilities  of  arterial 
infusion  chemotherapy  are  explored,  there 
will  imdoubtedly  be  many  other  agents 
that  are  worthy  of  trial  in  this  system. 

In  general,  the  choice  of  antimetabolite  for 
epidermoid  carcinomas  has  been  metho- 
trexate, with  intermittent  intramuscular 
injections  of  citrovorum  factor,  in  view  of 
the  encouraging  results  reported  by  Sul- 
livan et  aZ.i®  ''®  For  adenocarcinoma  the 
fiuorinated  pyrimidines  have  usually  been 
used.  The  specific  advantage  of  individual 
agents  for  specific  tumor  types  has  not  been 
established,  and  recent  reports  have  in- 
dicated a somewhat  better  response  in 
patients  with  squamous  carcinoma  treated 
with  fluorouracil  than  has  been  obtained 
generally  with  methotrexate.*®  ** 

In  a description  of  drugs  for  arterial  in- 
fusion work,  the  use  of  hydrogen  peroxide 
must  be  mentioned.  MaUams,  Finney, 
and  BaUa^**  have  described  infusion  of 
hydrogen  peroxide  solution  through  an 
arterial  catheter  for  short  periods  prior  to 
and  during  irradiation  treatments.  The 
purpose  of  this  approach  has  been,  hopefully, 
to  enhance  the  radiation  response  by  raising 
the  oxygen  content  of  the  tissues.  Although 
their  early  clinical  reports  and  those  of 
CorgiU^**  have  been  most  encouraging, 
objective  evidence  of  additional  benefit 
from  this  addition  to  conventional  x-ray 
therapy  is  still  lacking. 

Protective  agents 

The  use  of  a protective  agent  to  prevent 
systemic  toxicity  during  intra-Eirterial  chem- 
otherapy was  first  stressed  by  Sullivan  et  al.^° 
Whether  or  not  the  enhanced  dose  tolerated 
produces  a better  response  in  the  local  area 
is  stiU  an  unsettled  problem.  Methotrexate 
can  be  given  at  a higher  dose  by  infusion 
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when  citrovorum  factor  is  administered 
systemically.  Although  this  approach  is 
very  appealing,  there  may  be  enough  protec- 
tion of  the  treated  area  to  require  this 
larger  dose  of  methotrexate  to  get  a com- 
parable local  response.  It  is  of  interest 
that  Stovner,  Engseth,  and  Brennhovd““ 
have  even  used  citrovorum  factor  orally  to 
achieve  relief  from  the  mucosal  toxicity  of 
methotrexate. 

Thymidine  has  been  suggested  as  a 
protective  agent  for  lUDR  in  much  the 
same  manner  as  described  previously.  It 
has  been  shown  to  produce  local  protection 
by  infusion  when  the  agent  is  given  sys- 
temically. This  combination  has  not 

been  worked  out  for  routine  clinical  use  as 
yet,  but  it  does  demonstrate  another  pos- 
sible antimetabolite-metabolite  combina- 
tion. 

Early  in  the  search  for  antidotes  for 
chemical  warfare  agents,  thiosulfate  re- 
ceived much  attention. Sodium  thio- 
sulfate was  shown  to  protect  animals  from 
the  toxicity  of  nitrogen  mustard  and  was 
itself  quite  nontoxic.  This  compound  has 
been  proposed  as  a neutralizing  agent  for 
nitrogen  mustard  escaping  from  a regional 
area  after  intra-arterial  injection.  Experi- 
mental studies  demonstrating  some  protec- 
tion in  vivo  have  been  reported  by  Hatiboglu 
et  Ross,  Carberry,  and  Kraus,i^^and 

Schultz  et  In  the  study  by  Schultz 

and  his  coworkers  some  attempt  was  made 
to  work  out  a schedule  for  intravenous 
administration  of  thiosulfate  while  the  nitro- 
gen mustard  was  given  intra-arteriaUy  with- 
out neutralizing  the  local  effect  of  agent  on 
the  regional  area  being  treated.  Little 
additional  benefit  could  be  expected  from  a 
nitrogen  mustard-thiosulfate  treatment  un- 
less the  timing  of  the  mustard  injection 
could  be  arranged  so  that  the  active  agent 
in  the  venous  return  would  be  neutralized 
without  reducing  the  local  effectiveness  of 
the  intra-arterial  injection.  More  work  is 
required  to  assess  the  value  of  this  approach, 
but  it  appears  to  be  a possible  contribution 
to  intra-arterial  therapy.  It  might  be  an 
ideal  approach  to  the  intra-arterial  treat- 
ment of  liver  metastases  as  the  venous 
return  of  the  liver  would  join  with  the 
protective  agent  in  the  inferior  vena  cava 
during  rapid  injection  of  the  thiosulfate  in 
the  femoral  vein.  Foster,  Lewis,  and 
Jacobs,*^’  as  well  as  Beehler  and  Malette,^^* 


have  studied  the  protective  effect  of  thio- 
sulfate in  dogs  receiving  intraportal  vein 
injections  of  nitrogen  mustard.  As  in  some 
other  studies,  the  timing  of  administration 
of  mustard  was  so  protracted  (thirty 
minutes)  that  this  may  have  played  an 
important  role  in  reducing  the  signs  of 
local  toxicity.  Thiosulfate  may  be  a 
valuable  addition  to  our  regional  chemo- 
therapeutic program,  but  details  of  the 
administration  of  this  agent  need  further 
examination.  Owens  and  Hatiboglu^^*  i=® 
have  reported  the  use  of  thiosulfate  clinically 
as  a protective  agent  during  fractionated 
nitrogen  mustard  therapy. 

Factors  affecting  efficiency 
of  perfusion  systems 

The  role  of  many  physical  variables  in 
regional  perfusion  has  received  much  atten- 
tion from  the  standpoint  of  tissue  tolerance 
and  tumor  response.  For  these  studies  the 
development  of  perfusion  systems  in  labora- 
tory animals  has  been  most  useful.  The 
dog  has  been  utilized  for  many  of  these 
studies  by  Ausman  and  Aust,^^^’^^*-^^^ 
Ryan,  Shingleton  et  Myers, 

Prout,  and  Martin,  Healey  et  aZ.,®"*”®® 
Chung  et  aZ.,®’  ®*  Behnam  and  Hodges, i®"* 
Sheridan,  ReUer,  and  Aust,^®®  and  others. 
The  lack  of  a suitable  transplantable  tumor 
in  the  dog  has  led,  however,  to  development 
of  perfusion  systems  for  smaller  animals. 
Perfusion  systems  containing  transplantable 
tumors  have  been  developed  for  the  rat^®®“*®® 
and  for  the  rabbit^®®  “®  “’’^®®  and  much  ad- 
ditional information  gained  thereby.  Much 
of  the  definitive  work  establishing  the  ideal 
characteristics  of  regional  systems  must  be 
carried  out  in  such  experimental  systems 
for  obviotis  reasons. 

Ausman  and  Aust®^®  have  reported  the 
role  of  fiow,  temperature,  oxygenation,  and 
so  forth  on  nitrogen  mustard  therapy  by 
using  an  isolated  perfusion  of  the  dog  hind 
limb.  Similar  studies  have  been  reported 
by  them  for  mitomycin  C and  5-FU.*®‘ 
The  local  effect  of  agents  on  the  liver  treated 
by  isolated  perfusion  has  been  studied  by 
Healey  eZ  aZ.  ® ^ ■ ®®  and  Chung  eZ  aZ. ®^ • ®* 

The  agents  that  have  been  studied  appear 
to  have  different  features  from  the  stand- 
point of  significance  of  circuit  isolation, 
tissue  tolerance,  time  relationships,  and 
other  physical  factors  in  the  perfusion. 
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such  as  flow,  temperature,  oxygenation, 
and  so  forth.  It  appears  that  no  generali- 
zations can  be  made,  and  the  use  of  indivi- 
dual agents  for  perfusion  requires  specific 
study  of  each  in  the  laboratory  to  deter- 
mine the  ideal  circumstances  for  its  use 
in  regional  chemotherapy. 


Role  of  oxygenation 
in  regional  chemotherapy 


■I 


I 


I 


Radiosensitivity  of  tissues  has  been  shown 
to  be  related  directly  to  local  oxygen  con- 
centrations, and  studies  are  in  progress  to 
evaluate  various  means  of  exploiting  this 
finding  for  cancer  therapy. When 
Creech  first  described  regional  perfusion 
with  radiomimetic  drugs,  he  stressed  the 
hypothetic  role  of  hyperoxygenation  of 
tissues  in  the  perfusion  circuit.  Although 
it  is  unlikely  that  it  is  even  possible  to 
“hyperoxygenate”  this  circuit,  there  is 
some  experimental  evidence  to  show  that 
increased  tissue  oxygen  tension  potentiates 
the  effect  of  nitrogen  mustard  on  Ehrlich 
ascites  tumor.  Paradoxically,  Ausman  and 
Aust‘^^  demonstrated  increased  uptake  of  ni- 
trogen mustard  by  a perfused  dog  limb  when 
the  perfusion  was  unoxygenated  instead  of 
oxygenated,  and  Herbst  et  had  similar 
findings.  On  this  basis  Ausman  and  Aust 
have  utilized  anoxic  perfusion  with  a simple 
system  in  many  instances.  Extensive  per- 
fusion experience  has  also  been  reported 
by  Golomb  et  who  also  carried  out 

regional  perfusion  without  an  oxygenator. 
From  the  practical  standpoint,  it  appears 
impossible  to  hyperoxygenate  the  tissues  by 
our  present  perfusion  methods,  since  “nor- 
mal” flow  rates  cannot  be  maintained  in 
perfusion  systems  without  elevating  pres- 
sures unduly.  This  is  probably  because  of 
an  increase  in  peripheral  vascular  resistance 
in  the  perfusion  circuit.  It  would  appear 
that  oxygenation  may  or  may  not  be  ad- 
visable for  specific  drugs  that  are  used  in 
perfusion,  but  the  hope  that  we  can  in- 
crease oxygenation  in  perfusion,  over  that 
occurring  normally,  is  unrealistic  with  cur- 
rent methods.  Krementz^®®  reported  2 pa- 
tients in  whom  bilateral  extremity  perfusion 
was  carried  out.  One  limb  was  oxygenated 
and  the  other  was  not,  in  each  instance. 
The  results  were  inconclusive  in  both  pa- 
tients. 

Attempts  to  increase  oxygen  at  the  tissue 


level  by  hydrogen  peroxide  injected  into 
the  arterial  line  of  the  extracorporeal  sys- 
tem have  led  to  no  improvement  in  tumor 
response  to  irradiation  at  tolerated  hydro- 
gen peroxide  concentrations  in  our  rabbit 
perfusion  system.^®’  Whether  or  not  this 
increased  oxygen  leads  to  a better  response 
to  drugs  has  not  been  established.  Finney, 
Balia,  and  Mallams‘®®  i®*  have  employed 
local  infusion  of  hydrogen  peroxide  clinically, 
as  previously  described,  to  enhance  tumor 
response  to  irradiation.  Objective  evidence 
of  specific  benefit  from  this  addition  is 
still  lacking,  however,  despite  impressive 
early  responses  reported  in  some  of  these 
patients.  The  role  of  oxygenation  in 
regional  chemotherapy  is  still  unsettled. 

Effect  of  temperature 
on  perfusion  systems 

It  has  been  shown  by  Boyland*®®  that 
nitrogen  mustard  is  less  toxic  when  given 
to  mice  which  are  in  a hypothermic  state. 
The  background  of  work  on  the  effect  of 
temperature  on  these  perfusion  systems  in- 
cludes that  of  Woodhall  et  Couves 

and  Turner,  and  Donald  and  White. 
The  role  of  regional  hypothermia  in  the 
toxicity  from  nitrogen  mustard  also  has 
been  studied  extensively  by  Shingleton 
et  who  demonstrated  protection  of 

marrow  and  other  tissues  subjected  to 
regional  hypothermia,  as  well  as  enhanced 
drug  localization  in  hyperthermic  tissues. 
These  studies,  using  C^^-labeled  nitrogen 
mustard,  led  to  his  clinical  use  of  hyper- 
thermia in  the  perfusion  circuit  (pelvic  or 
total  abdominal)  while  maintaining  the 
rest  of  the  patient  in  mild  hypothermia. 
This  approach  has  proved  useful  in  “high 
leakage”  perfusion  systems  from  the  stand- 
point of  protection  of  the  patient  from  drug 
escaping  through  collateral  channels.  Hy- 
pothermia has  been  shown  to  reduce  leak- 
age as  weU  as  to  reduce  the  toxicity  of  the 
agent  that  has  escaped.  Higher  tempera- 
ture has  been  shown  to  produce  a more  rapid 
loss  from  the  circuit.^®*  In  our  experience 
with  hypothermia  for  pelvic  perfusion,  the 
major  problem  has  been  our  inability  to 
achieve  perfusion  circuit  hyperthermia  when 
the  total  patient  is  subjected  to  hypo- 
thermia. A significant  temperature  dif- 
ferential between  the  two  circuits  can  be 
maintained,  however,  and  for  nitrogen 
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mustard  and  possibly  other  agents,  this 
approach  will  undoubtedly  prove  useful. 
Another  method  for  which  this  temperature 
factor  has  been  utilized  was  described  by 
Young  et  They  effectively  protected 

the  pelvic  bone  marrow  by  hypothermic 
pelvic  perfusion  without  drug  while  nitro- 
gen mustard  was  administered  systemically 
for  the  therapy  of  lung  cancer. 

It  is  difficult  to  dissociate  the  protection 
achieved  by  hypothermia  and  the  effect  of 
lowered  pH  on  drug  toxicity.  White has 
demonstrated  increase  in  toxicity  from  nitro- 
gen mustard  during  alkalosis,  and  it  has 
been  demonstrated  experimentally  that  al- 
kaline solutions  of  nitrogen  mustard  are 
more  toxic  than  acidic  solutions.  Hypo- 
thermia is  associated  with  metabolic  acido- 
sis, and  this  may  play  some  role  in  the  protec- 
tion afforded  by  systemic  or  regional  hy- 
pothermia. It  is  also  quite  possible  that 
differences  in  toxicity  of  nitrogen  mustard, 
over  the  pH  range  that  occurs  in  vivo, 
may  not  be  too  significant.  Since  the  stud- 
ies reported  on  temperature  alterations  in 
perfusion  circuits  have  been  only  with  ni- 
trogen mustard,  the  role  of  temperature  in 
perfusion  with  other  agents  cannot  be  evalu- 
ated. 


Related  technics 

The  concept  of  protecting  a regional  area 
or  marrow  depot  while  administering  chemo- 
therapeutic agents  to  the  remainder  of 
the  body  is  similar  to  that  of  the  procedures 
discussed  previously.  The  use  of  extremity 
tourniquets  to  shield  the  marrow  in  the  bones 
of  the  extremity  from  the  action  of  nitrogen 
mustard  or  its  transformation  products  has 
been  described. This  approach  has 
been  of  limited  value,  except  in  children, 
and  it  is  presumed  this  is  because  of  the 
small  amount  of  active  marrow  present  in 
extremity  bones  of  adults. 

The  intra-arterial  route  of  administration 
of  substances  other  than  standard  chemo- 
therapeutic agents  also  has  been  described. 
Cyanide  has  been  utilized  via  the  arterial 
route  for  treatment  of  pelvic  tumors,  but 
results  have  been  disappointing.  The 
arterial  route  has  been  utilized  for  chemo- 
therapeutic agents  given  in  conjunction  with 
external  irradiation,  but  such  combination 
therapy  has  been  difficult  to  assess  clini- 


cally. The  arterial  route  of  administering 
various  radiation  sensitizers,^’*  radioactive 
isotopes,”*  or  even  hydrogen  peroxide’**  is 
appealing  on  theoretic  groimds.  No  ob- 
jective data  are  available  as  yet  in  regard  to 
clinical  usefulness. 

The  technics  for  interstitial  implantation 
of  radiation  sources  have  been  refined  to  the 
point  of  obtaining  reasonably  uniform  dis- 
tribution. It  is  not  surprising  that  these 
technics  also  have  been  applied  to  regional 
implantation  of  chemotherapeutic  agents.’*® 
In  bowel  surgery  some  adjuvant  chemo- 
therapy has  been  given  regionally  by  in- 
jection of  agent  into  the  lumen  of  the 
bowel.’*’  Although  this  is  not  a regional 
vascular  route  of  administration,  it  is  a 
method  with  a similar  purpose. 

The  use  of  arterial  route  for  therapy  with 
radioactive  materials  has  been  described  by 
Grady  et  aL, ’**■’**  Kim,  LaFave,  and  Mac- 
Lean,’*’  and  Ya  eta/.’**  Either  radioactive 
particles  of  relatively  uniform  size  or  ceramic 
microspheres  of  uniform  size  which  are 
loaded  with  radioactive  particles  are  em- 
ployed. For  this  a substance  that  is  a 
beta  emitter,  such  as  yttrium  90,  would 
appear  to  be  the  most  desirable.  These 
regional  methods  are  really  in  the  formative 
stage  at  present,  however,  and  ideas  re- 
garding their  clinical  usefulness  cannot  be 
formulated  as  yet. 

Complications 

The  complications  of  regional  chemother- 
apy include  those  postoperative  problems 
attributable  to  the  surgical  procedure,  local 
changes  secondary  to  perfusion  or  infusion 
itself,  and  local  or  systemic  toxicity  from  the 
chemotherapeutic  agent  employed.’**  Per- 
fusion and  intra-arterial  infusion  therapy 
will  be  considered  separately  from  the  stand- 
point of  complications  of  treatment. 

Perfusion  of  a regional  area  frequently 
leads  to  local  edema,  and  this  can  be  pro- 
duced in  the  laboratory  by  high  flow  rates 
even  if  the  chemotherapeutic  agent  is  not 
administered.  In  clinical  practice  edema  is 
frequently  present,  and  this  is  particularly 
so  when  alkylating  agents  are  utilized.  It 
has  been  recommended  by  Garai,  Cooling, 
and  Staunton’*’  that  corticosteroids  be 
given  in  the  perfusion  to  reduce  this  edema. 

Postoperative  hemorrhage  also  has  oc- 
curred occasionally  following  perfusion. 
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This  may  be  because  of  a technical  error 
related  to  arteriotomy  or  other  aspects 
of  the  surgical  wounds.  If  it  occurs  early 
in  the  postoperative  period,  it  may  be  re- 
lated to  systemic  heparin  that  was  incom- 
pletely neutralized  at  the  end  of  the  per- 
fusion period.  We  have  seen  1 patient  who 
suffered  severe  intra-abdominal  hemorrhage 
secondary  to  this  problem,  but  this  is  not  a 
common  complication.  If  there  is  rapid 
tumor  response  to  the  regional  perfusion, 
there  is  also  a danger  of  rapid  bleeding  from 
slough  of  a portion  of  the  tumor.  Hypo- 
tension from  hypovolemia  may  occur  post- 
operatively,  despite  absence  of  bleeding,  due 
to  marked  translocation  of  extracellular 
! fluid  into  the  perfused  area.  This  problem 
I is  resolved  in  time  but  may  require  aggres- 
l sive  management  by  fluid  replacement  if 
I the  tissues  involved  are  of  large  enough 
volume. 

' The  effect  on  the  vascular  tree  is  variable, 
I*  but  the  agent  may  produce  significant  local 
f vascular  changes  both  in  arteries  and  veins. 

I This  has  been  noted  with  nitrogen  mustard 
I in  particular.  Smith,  Stehlin,  and  Clark 
; have  described  histologic  changes  in  the 
I small  arteries  in  patients  perfused  with 
I PAM,  and  they  have  cautioned  against 
regional  perfusion  chemotherapy  in  patients 
f with  advanced  arteriosclerosis.  Marked 
C,  spasm  of  major  arteries  has  been  described 
t|  with  actinomycin  D by  Golomb,i**  and  we 
S'  have  seen  similar  local  changes  with  another 
I:  antibiotic,  mitomycin  Arterial  throm- 

j bosis  has  occurred  occasionally,  requiring 
I surgical  intervention.  Venous  thrombosis 
1 or  thrombophlebitis  may  also  occur,  and 
.|  with  these  vascular  complications  pul- 
monary  embolus  is  always  a threat. 

Changes  in  the  skin  of  the  perfused  area, 

' such  as  erythema,  vesiculation,  or  skin 
I discoloration  are  frequently  noted  after 
i|  perfusion,  particularly  with  alkylating 
(i  agents.  This  actually  gives  some  reassur- 
' ance  that  maximally  tolerated  concentra- 

■ tions  of  agent  have  been  achieved.  Skin 
1 necrosis  may  occur,  however,  and  this  is 

■ often  suggestive  of  a direct  effect  of  agent  on 
the  vascular  tree  of  the  involved  skin  (Fig. 
13).  Gangrene  of  the  entire  area  sub- 
jected to  perfusion  may  occur  with  local 
agent  overdosage.  We  have  observed  this 

' following  perfusion  not  only  of  the  extremity 
I but  also  of  the  pelvis.  A large  proportion 
' of  extremity  cases  reported  by  Trapeznikov 


and  Avdeyeva‘*“  had  sufficient  postperfusion 
gangrene  to  require  amputation.  Retarda- 
tion of  wound  healing  has  also  been  demon- 
strated by  Kaiser  et  aZ.  ’ ® ^ 

The  chemotherapeutic  agents  frequently 
cause  gastrointestinal  symptoms.  If  a por- 
tion of  the  intestinal  tract  is  exposed  to 
high  concentrations  of  some  of  these  agents 
by  means  of  pelvic  or  abdominal  perfusion, 
there  may  be  a severe  diarrhea.  We  have 
noted  this  particularly  with  alkylating 
agents  and  the  antibiotics. 

Neurologic  deficit  is  another  local  com- 
plication of  note.  We  have  observed  one 
common  peroneal  palsy  after  extremity 
perfusion  and  have  seen  parethesias  fre- 
quently. This  complication  is  particularly 
prominent  with  nitrogen  mustard  perfusion 
and  much  less  so  with  other  agents.  It  is  a 
major  limiting  factor  in  local  dosage  of 
agent.  Woodhall  et  aZ.^“*  have  reported 
experimental  studies  on  the  nerve  toxicity 
produced  by  high  concentrations  of  nitro- 
gen mustard  and  other  agents  and  have 
described  a number  of  lesions  that  can  be 
demonstrated  histologically.  Nerve  damage 
can  occur  in  any  regional  perfusion  circuit. 
This  complication  has  been  described  in 
pelvic  perfusion  by  Sholes,i®®  and  it  has 
undoubtedly  occurred  to  a varying  degree 
in  perfusions  of  other  regions.  Cerebral 
edema  has  been  described  with  fractionated 
therapy  by  Owens  and  Hatiboglu,*^®  and 
Ariel®'  had  a similar  experience  with  patients 
treated  by  single  large  doses  of  nitrogen 
mustard. 

In  high  dosage  regional  therapy  with  ni- 
trogen mustard  by  midtorso  occlusion,  we 
found  eighth  nerve  toxicity  to  be  an  almost 
imiversal  finding.  When  a transformation 
product  of  nitrogen  mustard  (chlorimine 
mustard)  was  used,  this  did  not  occur.  At 
high  doses  of  nitrogen  mustard  administered 
by  lAO,  Duff  et  aZ.“^  have  described  cerebral 
effects,  particularly  convulsions  and  signs  of 
cerebral  edema.  In  all  reports  of  regional 
nitrogen  mustard  therapy  in  which  high 
levels  of  agent  reach  the  brain  via  the  ca- 
rotids, there  is  a high  incidence  of  cerebral 
edema.  This  is  the  real  limiting  factor  in 
regional  chemotherapy  of  brain  lesions  with 
rapid-acting  alkylating  agents,  and  partic- 
ularly so  if  there  has  not  been  a cerebral 
decompression  procedure. 

If  perfusion  circuit  isolation  has  been  in- 
completej  or  if  it  is  difficult  to  “flush” 
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FIGURE  13.  Series  of  photographs  demonstrating  a complication  of  regional  perfusion  as  well  as  the  all- 
too-frequent  transient  nature  of  tumor  response  obtained.  (A)  Photograph  taken  on  March  4,  1960,  dem- 
onstrates the  recurrent  lesions  in  this  patient  with  malignant  melanoma.  (B)  Photograph  taken  on  March 
15,  1960,  demonstrates  slough  of  his  lesions  eight  days  after  regional  perfusion  with  nitrogen  mustard  (0.6 
mg.  per  kilogram).  (C)  Area  of  skin  necrosis  appeared  over  the  next  two  or  three  weeks  (photo  taken  on 
April  5,  1960).  (D)  Necrotic  skin  has  separated  by  April  25, 1960,  as  shown  in  last  photograph.  By  this  time 
(seven  weeks  postperfusion)  there  is  obvious  regrowth  of  melanoma,  despite  the  initial  hopeful  response 
to  perfusion.  With  this  complication  and  the  transient  nature  of  objective  response,  no  clinical  “benefit” 
was  obtained  from  perfusion. 


circuit  of  residual  agent,  systemic  toxicity 
can  be  a problem  with  any  of  the  agents. 
If  total  dosage  used  exceeds  the  tolerated 
systemic  dosage  under  these  circumstances, 
the  severe  leukopenia  and  other  toxic  signs 
that  occur  may  lead  to  a fatality.  With 
the  technics  described  for  monitoring  leak- 
age, this  complication  should  be  very  in- 
frequent. 

Intra-arterial  infusion  chemotherapy  wiU 
employ  a surgical  procedure  of  varying 
magnitude,  depending  on  the  artery  to  be 
catheterized.  Complications  related  to 
long-term  arterial  catheterizations  for  in- 
fusion therapy  have  been  relatively  frequent. 
Secondary  or  late  hemorrhage  is  a serious 
complication  that  has  been  reported  most 


commonly  with  hypogastric  or  carotid 
artery  catheters.  This  may  be  due  to 
technical  features  of  the  catheter  insertion 
itself,  but  it  is  more  often  an  accompaniment 
of  secondary  infection.  Local  sepsis  has 
been  a problem  in  a few  of  our  chronic 
arterial  catheterizations,  and  in  several 
patients  a necrotizing  arteritis  of  the  com- 
mon carotid  artery  has  occurred.  This 
complication  may  require  ligation  of  the 
common  carotid  artery.  Insecure  or  mis- 
placed catheters  also  may  lead  to  a series  of 
unhappy  events,  including  premature  with- 
drawal, leakage  around  the  catheters,  or 
drug  administration  to  the  wrong  area.  A 
very  distressing  complication  of  arterial 
infusion  chemotherapy  has  been  the  occa- 
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sional  case  of  fatal  air  embolism.  This  can 
occur  if  a single  bottle  containing  agent  is 
allowed  to  empty  completely  during  con- 
tinuous arterial  administration  with  a pump. 
Arranging  a second  bottle  in  tandem  in  the 
infusion  setup  will  prevent  this  imnecessary 
problem  as  will  plastic  bag  containers  for 
the  material  to  be  infused. 
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Metropolitan  Hospital 
New  York  City 

December  20,  1962 

Conducted  by  VICTOR  TCHERTKOFF,  M.D.,  and 
BERNARD  M.  WAGNER,  M.D. 

Discussed  by  JULIUS  CHASNOFF,  M.D. 


Fever  and  Pruritic 
Generalized  Eruption 

I 

I Case  history 

This  forty-two-year-old  Negro  was  ad- 
mitted to  Metropolitan  Hospital  for  the 
' second  time  complaining  of  chills,  fever, 
and  pruritic  skin  eruption  of  three  weeks 
I duration.  The  rash  first  appeared  on  his 
head  and  neck,  later  involving  the  trunk 
and  finally  all  four  extremities.  It  was 
I pruritic,  nonpainful,  papular,  and  pustular 
i with  occasional  areas  of  exudation  of  frank 
I yellow  pus.  He  stated  that  several  days 
following  the  skin  eruption  he  developed 
fever  and  chills  and  that  for  the  week  prior 
to  his  hospital  admission  he  had  had  a 
nonproductive  cough  and  soreness  in  his 
mouth.  He  was  seen  by  his  family  physician 
three  days  following  the  skin  eruption  and 
was  treated  with  pUls  and  an  injection  the 
I nature  of  which  is  unknown.  Other  medica- 
j tion  which  this  patient  had  received  at 
home  prior  to  his  hospitalization  was  as 
follows:  Neo-Synephrine  nose  drops,  alumi- 
I num  hydroxide  gel  (Amphojel),  Trialka 
i with  belladonna,  Citro-Sel,  Bromo-Seltzer, 
aspirin,  and  “666”  (containing  quinine) 
for  his  chills  and  fever. 

He  denied  diabetes,  hypertension,  tuber- 
1 culosis,  cardiac,  pulmonary,  or  renal  disease. 

I He  had  been  hospitalized  for  pneumonitis 
I one  year  prior  to  this  admission.  During 
> that  admission,  in  addition  to  the  diagnosis 
I of  pneumonitis,  a presumptive  diagnosis 
t of  cirrhosis  of  the  liver  was  considered. 

I He  denied  any  allergies,  smoked  moderately, 
i and  admitted  to  chronic  ethanolism.  He 
j had  been  employed  as  a laborer  for  the 


past  fifteen  years.  There  was  no  familial 
history  of  any  chronic  illnesses. 

Examination  revealed  a well-developed, 
well-nourished  Negro  male  in  no  acute  dis- 
tress. Blood  pressure  was  110/86,  pulse 
104,  respirations  20,  and  temperature  105.8 
F.  There  was  a generalized  papulopustular 
eruption  at  varying  stages  of  development. 
Those  over  the  face  and  scalp  were  in  the 
process  of  healing;  some  pustules,  partic- 
ularly on  the  trunk,  exuded  frank  yellow  pus. 
The  lips  were  dry  and  cracked,  and  within 
the  mouth  were  mucosal  lesions  similar 
to  those  described  on  the  body.  There  was 
diffuse  cervical,  axillary,  and  inguinal  lym- 
phadenopathy  with  each  individual  lymph 
node  being  moderately  enlarged,  freely 
movable,  and  tender.  The  neck  was  supple; 
the  lungs  revealed  inspiratory  and  expiratory 
rhonchi  bilaterally.  The  heart,  except  for 
sinus  tachycardia,  was  normal.  The  liver 
was  palpable  4 cm.  below  the  right  costal 
margin  and  was  firm  and  nontender.  The 
remainder  of  the  physical  examination  was 
normal. 

A Gram  stain  of  the  pustular  content 
revealed  a few  gram-positive  cocci  and 
many  polymorphonuclear  cells.  A white 
blood  ceU  count  at  time  of  admission  was 
10,800  with  a differential  of  35  per  cent 
polymorphonuclear  leukocytes,  32  per  cent 
lymphocytes,  30  per  cent  eosinophils,  and 
3 per  cent  basophils.  A chest  x-ray  film 
revealed  slightly  increased  bronchovascular 
markings  bilaterally  with  no  infiltration  in 
either  lung  field.  There  was  a rounded 
density  about  1 cm.  in  diameter  in  the  left 


Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


I 


August  15,  1963  / New  York  State  Journal  of  Medicine  2383 


hilus,  which  was  thought  to  be  an  enlarged 
lymph  node.  Therapy  with  intravenous 
penicillin  and  salicylates  was  started.  By 
the  following  day  the  temperature  was 
101  F.  rectaUy,  and  the  patient  stated  that 
he  felt  better.  By  the  second  hospital  day 
the  temperature  ranged  between  102  and 
106  F.  although  the  patient  remained  fully 
conscious  and  alert,  complaining  only  of 
soreness  in  his  mouth.  Physical  examina- 
tion revealed  essentially  imchanged  findings. 
Intravenous  penicillin  therapy  was  con- 
tinued, and  both  tetracycline  (Achromycin) 
and  chloramphenicol  (Chloromycetin)  were 
added.  By  the  fourth  hospital  day  the 
spiking  fever  persisted,  and  methylpred- 
nisolone  (Medrol)  8 mg.  three  times  daily 
was  added  to  the  regimen.  By  the  sixth 
hospital  day  there  was  confluence  of  the 
skin  lesions  over  the  face  with  some  peehng 
of  the  skin  of  the  upper  extremities.  The 
tongue  was  beefy  red;  although  the  palate 
was  red,  no  ulcerations  were  noted.  The 
patient  was  well  oriented,  alert,  and  re- 
sponsive, and  his  temperature  ranged  be- 
tween 99  and  101  F.  A repeat  white  blood 
coimt  was  37,950  with  a differential  of  25 
per  cent  segmented,  6 per  cent  staff  cells, 
50  per  cent  lymphocytes,  and  19  per  cent 
eosinophils.  The  sedimentation  rate  at 
that  time  was  8.  The  previous  therapy  was 
continued,  but  on  the  seventh  hospital  day 
at  10:45  a.m.  he  suddenly  ceased  breath- 
ing. 

On  the  first  admission  the  chest  x-ray 
film  showed  “a  patch  of  infiltration  in  the 
left  lung  field  indicative  of  pneumonitis.” 
Sputum  examination  revealed  no  malignant 
cells.  Smear  and  cultme  were  negative  for 
acid-fast  organisms.  Sputum  culture  re- 
vealed aerobacter  aerogenes. 

Urinalysis  revealed  a pH  of  5,  specific 
gravity  of  1.015,  and  an  albumin  of  2 plus. 
Microscopic  examination  of  the  urine  re- 
vealed 2 to  3 white  blood  cells  and  2 to  3 
red  blood  cells  per  high  power  field  and  no 
casts.  The  hemoglobin  was  10.9  Gm. 
per  100  ml.,  and  the  blood  urea  nitrogen  was 
47,  the  fasting  blood  sugar  74,  and  the 
creatinine  1.2  mg.  per  100  ml.  The  cephalin 
flocculation  was  1 plus.  The  thymol 
turbidity  was  0.4  and  the  total  protein 
6.2  Gm.  with  2.5  Gm.  albumin  and  3.7  Gm. 
globulin.  The  cholesterol  was  261  mg.  per 
100  ml. 

At  the  time  of  his  final  admission  a 


throat  cultxire  revealed  diphtheroids.  The 
hemoglobin  was  14  Gm.  per  100  ml.,  and 
the  blood  urea  nitrogen  was  66  and  the 
creatinine  1.8  mg.  per  100  ml.  The  fasting 
blood  sugar  was  104  mg.  per  100  ml.,  carbon 
dioxide  21  volumes  per  cent,  and  sodium 
124,  potassium  5.9,  and  chloride  111  mEq. 
per  liter.  The  SGOT  (serum  glutamic  oxal- 
acetic  transaminase)  was  22  units.  The 
VDRL  test  produced  nonreactive  results. 
The  heterophil  titer  was  1:28,  and  a test  for 
febrile  agglutinins  showed  negative  results. 
A culture  of  a skin  pustule  revealed  staph- 
ylococcus epidermitis. 


Discussion 

Julius  Chasnoff,  M.D.:  The  chest 

films  show  a rather  marked  enlargement  in 
the  left  hilar  region  within  which  there  are 
small  areas  of  calcification.  You  will  note 
that  on  the  films  taken  on  the  previous  ad- 
mission a year  ago  this  hilar  enlargement 
was  already  present. 

From  the  protocol  one  gathers  that  the 
sequence  of  events  leading  to  the  present 
admission  included  the  appearance  of  a 
papulopustular  rash  followed  several  days 
later  by  chills  and  fever.  A more  accurate 
description  of  the  rash  when  it  first  appeared 
would  be  of  considerable  help.  We  are  told 
that  the  rash  appeared  before  our  patient 
took  the  various  medications  with  which 
he  was  treated  while  at  home.  We  are  also 
informed  that  he  gave  no  history  of  allergy. 
From  these  statements,  if  correct,  it  may 
be  assumed  that  the  rash  was  not  on  an 
allergic  basis,  but  this  is  only  an  assumption. 
Unfortunately,  there  is  no  description  of  his 
eyes. 

The  most  striking  findings  on  physical 
examination  were:  a papulopustular  rash, 
high  fever,  lesions  in  his  mouth  which  sug- 
gest the  possibility  that  similar  lesions  may 
have  been  present  in  the  pharynx  and/or 
the  trachea  and  could  have  accoimted  for 
his  nonproductive  cough,  diffuse  adenop- 
athy, and  hepatomegaly. 

The  pertinent  laboratory  findings  in- 
cluded (1)  the  elevated  white  count  with  a 
lymphocytosis  and  eosinophilia.  The  count 
increased  during  hospitalization,  and  the 
lymphocytosis  rose  to  50  per  cent;  (2)  a 
blood  urea  nitrogen  of  66  mg.  per  100  ml. 
It  already  had  been  elevated  to  47  mg 
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. per  100  ml.  on  his  admission  a year  ago; 
(3)  staphylococci  in  the  pustules. 

The  description  of  the  skin  lesions  sug- 
gests pemphigus,  but  the  possibility  of 
leukemic  infiltrations  must  be  considered. 

' Several  diagnoses  come  to  mind.  One 
I is  leukemia.  Skin  lesions  may  be  found 
I in  all  types  of  leukemia  but  are  most  com- 
I mon  in  chronic  lymphatic  leukemia.  They 
I are  seen  in  acute  and  chronic  leukemia  and 
, in  the  aleukemic  phases  of  leukemia.  It 
should  be  borne  in  mind  that  the  skin 
lesions  may  be  the  first  manifestations  of 
; the  disease  preceding  the  characteristic 
I blood  picture  and  the  appearance  of  the 
I enlarged  lymph  nodes.  One  also  must 
j remember  that  in  leukemia  in  the  presence 
|l  of  infection  the  granulocyte  response  to 
('  an  infection  may  overshadow  the  blood 
1'  picture  produced  by  the  leukemia. 

I A second  diagnostic  possibility  is  pem- 
phigus. This  usually  runs  a rapid  course 
I lasting  from  a few  days  to  a few  weeks. 
There  is  usually  a history  of  vaccination 
or  injury.  Our  patient  was  a laborer  and 
I was  exposed  to  the  occurrence  of  injuries. 

The  onset  is  generally  with  systemic  mani- 
j festations,  such  as  chiUs,  fever,  and  other 
I constitutional  symptoms.  The  bullous  le- 
; sions  may  begin  in  the  mouth  or  on  any  part 
of  the  body.  They  may  appear  in  crops  or 
as  one  explosive  outbreak.  They  may 
i become  confluent  as  described  in  our  case. 
The  lymphadenopathy  would  then  be  sec- 
ondary to  the  skin  infection. 

I If  we  assume  that  this  patient’s  primary 
j condition  was  pemphigus,  we  must  consider 
the  blood  picture  a leukemoid  reaction. 

I The  blood  picture  of  lymphatic  leukemia 
I may  be  foimd  in  whooping  cough,  chicken 
pox,  infectious  mononucleosis,  and  in  other 
infections. 

I Another  diagnostic  possibility  is  Stevens- 
' Johnson  disease.  According  to  some,  this 
I is  apparently  a form  of  erythema  multi- 
forme. Its  onset  is  with  fever,  constitu- 
tional symptoms,  and  an  eruption  involving 
chiefly  the  extremities  and  associated  with 
stomatitis  and  conjunctivitis  and  involving 
the  mucosa  of  the  nose,  urethra,  vagina, 
and  anus.  Stevens  and  Johnson  emphasized 
the  occurrence  in  this  disease  of  staphylococ- 
cus septicemia. 

One  aspect  of  our  case  not  yet  discussed 
• was  the  eosinophilia.  This  may  be  seen 
in  various  skin  diseases,  especially  pem- 


phigus and  dermatitis  herpetiformis,  and 
in  certain  infections,  including  erythema 
multiforme.  It  may  be  a manifestation  of 
an  allergic  condition.  It  is  also  seen  in 
Hodgkin’s  disease  and  in  leukemias,  es- 
pecially chronic  myelocytic  leukemia. 

I cannot  make  a definite  diagnosis,  but  I 
would  favor  lymphatic  leukemia,  probably 
acute  lymphatic  leukemia.  Pemphigus 

seems  a strong  possibility.  Either  can 

terminate  abruptly,  as  did  our  case,  through 
heart  failure  or  embolization.  In  addition 
to  the  underlying  disease,  our  patient  had 
chronic  renal  disease  with  2 plus  albuminuria 
and  a blood  urea  nitrogen  of  47  mg.  per 
100  ml.  on  his  previous  admission  and  a 
blood  urea  nitrogen  of  66  mg.  per  100  ml. 
on  his  present  admission.  He  may  also  have 
had  cirrhosis  of  the  liver. 

Question:  With  a patient  who  has 

hilar  adenopathy  and  skin  lesion  would 
you  entertain  the  diagnosis  of  mycosis 
fungoides? 

Dr.  Chasnoff:  The  thought  came  to  me, 
but  you  would  not  consider  it  seriously 
because  of  certain  negative  findings.  I 
quote  from  Sutton  and  Sutton:  '■ 

This  chronic  affection  develops  giaduaUy. 
The  courae  of  the  disease  is  usually  marked 
by  four  fau'ly  well-defined  stages:  (1)  the 

stage  of  dermatitis,  (2)  the  stage  of  infiltra- 
tion, (3)  the  stage  of  tumor  formation,  and 
(4)  the  stage  of  ulceration.  In  the  first 
stage  the  manifestations  may  assume  the 
most  variable  forms.  In  the  presence  of 
a chi'onic  ambiguous,  pruritic  dermatitis, 
rebellious  to  the  ordinary  treatment  and 
assuming  the  form  of  a vague  erythi  odermia, 
psoriasis,  or  eczema,  rebellious  urticaria, 
or  lichenoid  prurigo,  it  is  necessary  to  bear 
in  mind  the  possibility  of  mycosis  fungoides. 
The  period  of  tumor  formation  gradually 
follows  that  of  infiltration.  The  growths 
are  round  or  oval,  pea  to  orange  size  or  larger, 
whitish,  pinkish,  or  pmplish,  solid,  smooth  or 
crusted  tumors,  rarely  being  pedunculated. 
They  may  disappear  spontaneously,  and  new 
ones  may  spring  up  on  diseased  or  apparently 
normal  areas  at  any  time.  Ulceration  gen- 
erally occurs  first  at  the  apices  of  the  larger 
growths,  and  usually  only  a portion  of  the 
tumor  is  destroyed.  The  resulting  lesion 
is  a tomato-like,  ulcerating  mass,  the  raw 
surface  of  which  is  covered  with  a sanguineous, 
necrotic  exudate.  Lymph  node  involvement 
may  be  present  but  is  not  a typical  or  charac- 
teristic feature. 

This  does  not  match  closely  with  this 
case. 
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Morris  Steinberg,  M.D.;  How  about 
generalized  vaccinia? 

Dr.  Chasnoff:  This  may  start  out  as 

a papular  pustular  lesion,  but  there  should 
be  a history  of  recent  vaccination  as  this 
disease  complicates  ill-advised  vaccination 
of  someone  suffering  from  a widespread 
dermatitis. 

Bernard  M.  Wagner,  M.D.;*  Was 
there  a dermatology  consultation? 

Victor  Tchertkoff,  M.D.:  Yes,  On 

April  14,  1961,  the  dermatologic  opinion 
was  “generahzed  toxic  follicular  eruption.” 

Question:  Was  a bone  marrow  aspira- 

tion performed? 

Dr.  Tchertkoff:  A bone  marrow  aspira- 
tion was  also  performed  but  was  not  diag- 
nostic. 

Clinical  diagnosis 

Toxic  dermatitis 

Dr.  Chasnoff's  diagnosis 

Lymphatic  leukemia 

Pathologic  report 

Dr.  Wagner:  At  autopsy  the  major 

gross  anatomic  findings  were  as  follows; 
There  was  a diffuse  bilateral  broncho- 
pneumonia with  old  bilateral  pleural  ad- 
hesions. The  hilar  lymph  nodes  were 
calcified.  There  was  generalized  lymphad- 
enopathy  especially  marked  about  the 
celiac  axis  and  the  aorta.  The  lymph  nodes 
were  rubbery  in  appearance  and  grey  in 
color.  The  spleen  was  moderately  enlarged 
and  on  section  was  firm  and  mottled  with 
grey  areas.  Exfohative  dermatitis  was 
present  over  the  cheeks  and  scattered  over 
the  entire  body  surface  except  for  the  dorsal 
aspect  of  the  hands  and  feet. 

Microscopic  examination  confirmed  the 
presence  of  extensive  pulmonary  edema  and 
acute  bronchitis  with  focal  areas  of  broncho- 
pneumonia. Although  the  liver  on  gross 
examination  seemed  simply  to  be  congested, 
many  hver  cells  appeared  to  be  somewhat 
swollen,  showing  varying  degrees  of  hy- 
dropic degeneration.  In  focal  portal  areas 
the  veins  were  surrounded  by  an  infiltrate 

* Director  of  Laboratories,  Metropolitan  Hospital;  Pro- 
fessor and  Chairman,  Department  of  Pathology,  New  York 
Medical  College. 


FIGURE  1.  Intrahepatic  portal  vein  infiltrated  ex- 
tensively by  lymphocytes,  plasma  cells,  and  occa- 
sional eosinophils.  Note  focal  degeneration  of  liver 
cells. 

of  mononuclear  cells  including  many  plasma 
cells  (Fig.  1).  The  spleen  showed  marked 
distortion  of  the  architecture  because  of 
numerous  granulomas  surrounding  the  in- 
trinsic vessels.  The  splenic  arterioles  and 
smaller  arteries  showed  fibrinoid  degenera- 
tion of  the  wall  with  marked  infiltration  by 
lymphocytes,  plasma  cells,  and  occasionally 
scattered  polymorphonuclear  leukocytes 
(Fig.  2).  In  many  granulomas  giant  cells 
were  also  noted.  There  was  no  evidence 
of  caseation  necrosis,  and  acid-fast  stains 
showed  negative  findings.  Special  stains 
for  mycotic  agents  also  showed  negative 
findings. 

Similar  changes  were  present  in  aU  of 
the  lymph  nodes  examined  (Fig.  3).  Giant 
cells  often  infiltrated  and  surroimded  the 
fibrinoid  foci.  The  kidneys  also  were  in- 
volved extensively  in  the  same  type  of 
vascular  necrotizing  process  with  granuloma 
formation.  These  granulomas  were  strik- 
ingly similar  to  the  lesions  already  demon- 
strated in  the  spleen  and  lymph  nodes 
(Fig.  4).  Tubules  were  destroyed  in  the 
area  where  the  granuloma  had  formed,  and 
there  was  a conspicuous  infiltration  of  the 
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FIGURE  2.  Granuloma  in  spleen  showing  central 
fibrinoid  necrosis  and  infiltration  by  chronic  in- 
flammatory cells. 


FIGURE  3.  Granuloma  in  abdominal  lymph  node 
demonstrating  fibrinoid  necrosis,  multinucleated 
giant  cells,  and  infiltrate  of  lymphocytes  and 
plasma  cells. 


adjacent  renal  stroma  by  the  inflammatory 
cells  of  the  granuloma.  Many  of  the 
- tubules  were  filled  with  an  amorphous  pro- 
tein material.  The  afferent  arterioles  of 
many  glomeruli  also  were  involved,  showing 
varying  degrees  of  fibrinoid  necrosis  with 
1 infiltration  by  lymphocytes  and  plasma 
I cells.  This  change  is  carried  up  into  the 
I glomerulus  itself  with  fibrinoid  changes  of 
I the  basement  membrane  (Fig.  5).  Even 
I Bowman’s  capsule  was  infiltrated  by  the 
I chronic  inflammatory  cells.  Deeper  in 
' the  kidney  about  the  interlobular  vessels, 
necrotizing  arteritis  with  extensive  fibrinoid 
' necrosis  was  readily  observed  (Fig.  6). 

I The  intima  was  destroyed  by  a fibrinoid 
! necrotizing  process,  and  the  entire  vascular 
wall  was  infiltrated  by  lymphocytes  and 
! plasma  cells.  Aside  from  the  changes  men- 
I tioned,  about  20  per  cent  of  the  glomeruli 
showed  changes  varying  from  moderate 
atrophy  to  complete  hyalinization.  Ap- 
proximately 70  per  cent  of  the  interstitial 
connective  tissue  was  infiltrated  by  chronic 
I inflammatory  cells. 


FIGURE  4.  Focal  granuloma  in  medulla  of  kidney. 
Note  similarities  to  Figure  3. 
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FIGURE  5.  Periarteriolar  infiltrate  of  afferent  limb 
withfocalthickeningof  glomerular  basement  mem- 
brane. Note  diffuse  infiltration  of  stroma. 


Careful  examination  of  multiple  skin 
lesions  revealed  necrosis  of  the  cells  of 
the  granular  layer  of  the  epidermis  with  some 
involvement  of  the  spindle  cell  layer. 
Within  the  dermis  there  were  several  focal 
collections  of  chronic  inflammatory  cells 
(Fig.  7A).  In  some  of  these  areas  a cen- 
trally placed  vessel  could  be  noted  (Fig.  7B). 
The  cells  were  lymphocytes,  plasma  cells, 
eosinophilic  leukocytes,  and  histiocytes. 

We  are  dealing  with  a necrotizing  granu- 
lomatous angiitis  involving  the  liver,  spleen, 
lymph  nodes,  and  kidney.  In  addition, 
there  is  evidence  of  pulmonary  edema, 
congestion,  bronchitis,  and  bronchopneu- 
monia. 

Necrotizing  angiitis  is  a term  which  com- 
prises a heterogeneous  group  of  cases  showing 
a wide  variety  of  vascular  conditions. 
There  have  been  attempts  to  subdivide 
these  lesions,  and  various  classifications 
have  been  proposed.  Of  interest  in  this 
case  is  the  association  of  cutaneous  vascular 
lesions  with  visceral  pathologic  conditions. 
It  should  be  mentioned  that  skin  lesions 
originating  from  the  involvement  of  cu- 
taneous blood  vessels  and  necrotizing  angii- 


FIGURE 6.  Small  renal  arteries  completely  de- 
stroyed by  intimal  fibrinoid  and  necrotizing  infil- 
trate of  cells. 


tis  are  not  an  uncommon  finding.  The 
vascular  lesions  associated  with  necrotizing 
vasculitis  include  fibrinoid  changes  of  the 
vessel  wall  and  destruction  of  the  vessel 
waU  by  an  inflammatory  infiltrate  consisting 
primarily  of  lymphocytes,  plasma  cells, 
and  histiocytic  cells.  Necrotizing  angiitis 
may  involve  the  skin  alone  or,  as  in  this  case, 
be  associated  with  vascular  lesions  of  many 
organs.  In  general,  the  cutaneous  vascular 
disorders  have  a mild  course.  In  isolated 
cases,  however,  serious  illness  may  develop 
if  the  process  becomes  generalized.  In 
this  latter  respect,  particular  attention 
should  be  paid  to  the  possibility  of  drug 
hypersensitivity.  Sometimes  arthritic  mani- 
festations may  be  noted,  and  renal  lesions 
or  intestinal  hemorrhages  may  occur.  Some 
authors  state  that  predominantly  cutaneous 
necrotizing  angiitis  may  persist  for  a few 
weeks  to  several  years.  ^ Many  damaged 
blood  vessels  will  develop  thrombi  leading 
to  ulcerating  cutaneous  lesions.  In  the 
classification  proposed  by  Zeek,^  this  partic- 
ular entity  is  classified  as  allergic  gran- 
ulomatous angiitis.  It  occurred  in  patients 
with  asthma  and  other  allergic  states  and 
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FIGURE  7.  (A)  Aggregate  of  lymphocytes,  plasma  cells,  histiocytes,  and  occasional  eosinophils  about  cap- 
illaries in  the  dermis,  (B)  Perivascular  aggregation  of  cells  similar  to  (A)  adjacent  to  the  subcutaneous 
fat. 


was  accompanied  by  bouts  of  fever  and 
eosinophilia.  In  this  condition,  small  ar- 
teries and  veins  are  particularly  affected. 
Vascular  lesions  of  various  ages  are  noted. 
Along  with  the  necrotizing  processes,  gran- 
ulomatous vascular  reactions  occur,  some- 
times showing  multinucleated  giant  cells. 
Another  condition,  probably  related  to  this 
disorder,  is  allergic  granulomatosis.  In 
this  condition,  stress  is  laid  on  the  oc- 
currence of  granulomas,  often  with  fibrinoid 
necrosis  in  the  center,  which  are  seen  in- 
dependently of  the  affected  vessels.  The 
cutaneous  lesions  in  allergic  granulomatosis 
have  been  described  in  great  detail. 

Widespread  necrotizing  vasculitis  asso- 
ciated with  fibrinoid  alteration  of  the  vessel 
wall  has  long  been  considered  a manifesta- 
tion of  hypersensitivity.  The  cellular  in- 
filtrate frequently  accompanying  the  fi- 
brinoid necrosis  further  attests  to  the  pos- 
sibility of  a hypersensitivity  pathogenesis. 
Experimentally,  such  vascular  lesions  can 
be  produced  readily  by  the  Arthus  phenom- 
enon and  establishing  the  appropriate  anti- 
gen-antibody  reactions  in  a suitable  host. 
In  some  instances  the  particular  antigen 


can  be  identified.  This  is  particularly  true 
in  drug  reactions  and  in  diffuse  vascular 
changes  associated  with  infectious  agents. 
Why  granulomatous  reactions  are  prominent 
in  some  cases  is  not  well  understood,  but 
there  is  little  doubt  that  allergic  granulomas 
do  exist,  for  they  can  be  produced  also  in 
experimental  animals  by  hypersensitivity 
mechanisms.  The  fibrinoid  material  in 
these  vessels  represents  a mixture  of  serum 
proteins  including  gamma  globulin,  acid 
mucopolysaccharides  from  the  vessel  wall, 
water,  and  electrolytes.  Detailed  histo- 
chemical  studies  have  revealed  that  many 
types  of  fibrinoid  exist.  This  concept 
serves  as  the  basis  for  the  hypothesis  of  the 
coUagen  diseases.  One  may  view  necrotizing 
vasculitis  as  a form  of  periarteritis  and  con- 
sequently a member  of  the  coUagen  disease 
group.® 

In  this  particular  case,  the  lesions  demon- 
strated would  fall  more  readily  into  the 
classification  of  allergic  granulomatous  an- 
giitis. The  extensive  involvement  of  the 
spleen  and  lymph  nodes  may  be  due  to 
these  sites  being  major  areas  of  antibody 
formation.  On  the  other  hand,  these  lesions 
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may  predominate  in  these  areas  because  of 
infectious  agents  rapidly  being  handled 
by  the  lymphoreticuloendothelial  system. 
The  cause  of  this  condition  is  obscure,  and 
the  suggestion  of  hypersensitivity  as  the 
pathogenesis  is  most  attractive.  It  remains 
for  future  investigation  to  determine  the 
spectrum  of  antigens  which  may  produce 
these  lesions  in  the  human  host. 


Anatomic  diagnoses 

1.  Allergic  granulomatous  angiitis  in- 
volving the  liver,  spleen,  lymph  nodes,  skin, 
and  kidneys 

2.  Acute  catarrhal  bronchitis 

3.  Pulmonary  edema,  focal 


17,003  licenses  issued 

A total  of  17,003  licenses  to  practice  medicine 
and  surgery  were  issued  in  1962,  according  to 
the  American  Medical  Association. 

The  number  of  candidates  who  were  examined 
and  received  their  first  license  to  practice  medi- 
cine and  surgery  during  1962  was  8,005.  Since 
there  are  about  3,500  physician  deaths  reported 
annually,  there  was  a net  increase  of  approxi- 
mately 4,500  in  the  physician  population  last 
year. 

The  medical  licensure  statistics,  compiled  by 
the  A.M.A.  CouncU  on  Medical  Education  and 
Hospitals,  were  published  in  the  June  8 Journal 
of  the  American  Medical  Association. 

Of  the  17,003  licenses,  7,514  were  granted 
after  written  examination  and  9,489  by  rec- 
iprocity and  endorsement  or  the  certificate  of 


4.  Pulmonary  emphysema,  focal 


Cause  of  death 

Allergic  granulomatous  angiitis 
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the  National  Board  of  Medical  Examiners. 
Licenses  issued  in  1961  totaled  17,163  and  in 
1960,  16,102. 

The  greatest  number  issued  by  any  state  in 
1962  was  2,349  by  California.  New  York 
licensed  1,731,  while  more  than  500  each  were 
registered  in  Illinois,  Missouri,  New  Jersey, 
Ohio,  Pennsylvania,  Texas,  and  Virginia. 

The  greatest  number  of  additions  to  the 
medical  profession  were  in  the  Middle  Atlantic 
States  with  1,720,  the  East  North  Central  States 
with  1,356,  and  the  South  Atlantic  States  with 
1,232. 

The  8,005  first  licenses  issued  in  1962  com- 
pares with  8,023  in  1961  and  8,030  in  1960. 

The  number  of  graduates  of  foreign  medical 
schools  examined  for  medical  licensure  in  the 
United  States  in  1962  totaled  2,960,  compared 
with  2,683  in  1961.  In  1962,  980  failed  the  test 
compared  with  793  in  1961. 
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A series  of  articles 

( 

dealing  with  tropical  disease 


Tropical  Medicine  for 
Temperate  Climates 

KEVIN  M.  CAHILL,  M.D.,  D.T.M.  & H.,  Editor 


j 

Leprosy 

KEVIN  M.  CAHILL,  M.D.,  D.T.M. & H. 
I New  York  City* 

I 

1 

Leprosy  (Hansen’s  disease)  is  not  a major 
j health  problem  in  the  United  States. 

! Although  endemic  foci  of  the  disease  per- 
sisted imtil  recent  years  in  Minnesota, 
* Florida,  Louisiana,  and  Texas,  the  inci- 
• dence  of  new  indigenous  cases  today  is 
<^negligible.  During  the  past  five  years  only 
1 1 146  new  patients  with  leprosy  were  admitted 

I to  the  U.  S.  Public  Health  Service  Leprosar- 
ium at  Carville,  Louisiana,  and  only  4 of 
these  had  been  born  in  the  United  States. 
Forty  years  ago,  during  the  first  five  years  of 
the  leprosarium’s  existence,  almost  three 
times  as  many  new  patients  were  treated 
Despite  this  striking  change,  there  has 

8 been  no  reduction  in  the  world-wide  inci- 
dence of  the  disease,  and  the  number  of 
known  cases  in  New  York  City  has  doubled 
in  the  past  decade.  This  apparent  paradox 
is  due  in  part  to  the  remarkable  advances  in 
therapy  in  the  last  fifteen  years,  to  the 
alleviation  of  the  strict  penal  laws  ostraciz- 
ing the  patients  from  society,  and  to  the 
institution  by  leprologists  across  the  country 
of  adequate  follow-up  clinics  for  those 
afflicted  with  the  disease. 

I The  current  status  of  leprosy  in  New  York 
City  is  thus  described  in  a letter  from  the 
director  of  the  Bureau  of  Preventable 
Diseases,  Department  of  Health  of  the  City 
* of  New  York: 

As  of  December  31,  1962,  the  Department 

• * Present  address:  NAMRO  3,  APO  540  New  York, 

f New  York. 


of  Health  had  under  its  supervision  59  known 
cases  of  Hansen’s  disease.  Five  new  cases 
were  added  during  the  year;  2 from  Puerto 
Rico,  2 from  the  Dominican  Republic,  and  1 
from  the  British  West  Indies.  The  total 
number  under  supervision  has  fluctuated  only 
shghtly  in  the  past  few  years. 

The  restrictions  we  place  upon  patients  are 
quite  mild.  They  must  have  a sleeping  room 
for  their  individual  use  and  must  not  live  in  a 
household  where  there  are  children.  They 
must  remain  under  the  care  of  a physician  of 
their  choice  or  under  one  of  our  tropical  dis- 
ease clinics.  They  are  also  requhed  to  report 
twice  yearly  to  a tropical  disease  chnic  for 
physical  and  bacteriologic  examination  and 
for  review  of  treatment. 

. . . we  have  not  had  an  indigenous  case  of 
leprosy  in  New  York  City  within  my  recollec- 
tion. Probably  new  cases  come  here  because 
the  requirements  for  supervision  are  not 
onerous,  f 

Patients  with  leprosy  from  lands  where 
the  disease  is  prevalent  pass  through  the 
quarantine  screen  in  unknown  numbers. 
The  prolonged  incubation  period,  the  mini- 
mal nature  of  early  lesions,  the  enormous 
reservoir  of  cases  in  the  tropics,  the  tragic 
complications  of  untreated  patients — these 
are  only  a few  of  the  reasons  why  this  disease 
must  be  considered  more  frequently  than  it 
is  in  the  differential  diagnosis  of  lesions  of 
the  skin,  mucous  membranes,  and  nervous 
system. 

History 

Leprosy  has  been  known  since  antiquity. 
The  Egyptians  noted  it  among  their  slaves 
thirteen  hundred  years  before  Christ.  Con- 
fucius mentions  it,  as  do  the  early  Vedic 
physicians  of  India.  The  Old  Testament 
refers  to  lepers,  and  a famous  parable  in  the 

t Fuerst,  H.  T.:  Personal  communication,  April  4,  1963. 
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New  Testament  describes  a well-organized 
system  of  community  isolation  against 
leprous  persons.  It  is  likely  that  many  un- 
related dermatologic  lesions  were  considered 
leprous  in  biblical  times.  The  disease  was 
apparently  very  prevalent  in  Europe  during 
the  Middle  Ages  but  did  not  exist  in  the 
Americas  before  the  advent  of  the  white  man 
in  the  fifteenth  century.  The  incidence  in 
North  America  was  later  markedly  increased 
by  the  importation  of  infected  slaves  from 
areas  of  Africa  where  leprosy  was  endemic. 

The  cause  of  leprosy  was  unknown  to  the 
ancients.  It  was  believed  to  be  a punish- 
ment of  God,  and  patients  with  leprosy  were 
ostracized  more  for  religious  and  esthetic 
reasons  than  as  a public  health  measure. 
It  was  later  thought  to  be  a hereditary  dis- 
ease and  possibly  a venereal  one.  Linnaeus 
attributed  it  to  eating  fish  contaminated  with 
nematodes.  In  the  nineteenth  century  Jon- 
athon Hutchison  expounded  the  fish  theory, 
and  in  the  first  edition  of  Osier’s  textbook 
this  possibility  is  strongly  considered.  As 
late  as  1908  Balfour  wrote  in  his  Recent  Ad- 
vances in  Tropical  Medicine  that  “one  notes 
the  tendency  to  attribute  the  disease  in  the 
first  instance  to  the  bites  of  insects.” 

The  controversy  as  to  the  cause  of  leprosy 
has  persisted  into  the  twentieth  century 
even  though  in  1874  a Norwegian  physician, 
Gerhard  Hansen,  described  a bacillus  con- 
sistently found  in  the  nodules  of  patients 
with  leprosy.  Although  his  description 
preceded  Koch’s  discovery  of  the  tubercle 
bacillus  by  eight  years,  final  proof  of  the 
etiologic  significance  of  Mycobacterium 
leprae  is  yet  to  come.  For  Koch’s  postulates 
have  yet  to  be  fulfilled;  the  organism  has 
neither  been  successfully  cultured  nor  trans- 
mitted experimentally  to  animals. 

Epidemiologic  aspects 

Because  of  the  gaps  in  our  knowledge  of 
the  infectivity  of  M.  leprae,  the  epidemiology 
of  leprosy  is  based  more  on  clinical  impres- 
sions and  deductions  than  on  bacteriologic 
or  pathologic  studies.  Man  is  generally 
considered  the  sole  source  of  the  disease. 
Rat  leprosy  is  a distinct  entity,  and  there  is 
no  convincing  evidence  that  this  variety  is 
contagious  to  man.  As  already  noted,  there 
has  been  no  success  in  the  frequent  attempts 
at  tranvsmitting  human  leprosy  to  animals. 

The  mode  of  transmission  of  leprosy  from 


man  to  man  is  still  unknown.  The  bacilli  are  I 
commonly  believed  to  enter  either  via  the  ' 
nasal  mucous  membranes  or  through  the 
skin.  The  factors  which  have  been  con- 
sidered most  important  in  determining  in- 
fectivity are:  (1)  the  age  of  patient  at  ex- 
posure, (2)  the  closeness  of  contact,  (3)  the  j 
extent  of  infection,  and  (4)  individual  sus-  | 
ceptibility.  I 

The  traditional  notion  that  children  are 
more  susceptible  than  adults  is  without 
final  proof.  Such  an  impression  arose  from 
the  high  incidence  of  juvenile  infection  in 
areas  where  the  disease  is  endemic.  Many  t 
studies,  however,  have  demonstrated  adult 
susceptibility,  and  in  several  highly  in- 
fested areas  of  Africa  and  Asia  the  peak  age  k 
of  incidence  of  initial  lesions  is  weU  over  | 
thirty-five.  The  main  reason  for  the  high  ) 
childhood  incidence  found  in  many  studies  ^ 
may  well  be  the  intimate  contact  that  in-  k 
fants  have  with  lepromatous  adults.  Al-  | 
though  leprosy  has  been  detected  in  infants  | 
as  young  as  four  months,  the  average  age  of  I 
onset  in  childhood  is  three  years.  Estimates  I 
of  the  incubation  period  of  leprosy  usually  || 
range  from  one  to  twenty  years.  In  our  ^ 
meager  knowledge  of  the  clinical,  bacterio-  (■ 
logic,  and  pathologic  course  in  the  incuba-  ; i 
tional  phase  of  leprosy  lies  the  primary 
reason  for  the  failures  of  international  con- 
trol  and  eradication  programs.  ^ 

Family  and  community  studies  in  Latin  || 
America,  Africa,  India,  and  the  Philippines  I 
show  an  infection  rate  eight  to  ten  times  4 
above  normal  for  patients  in  contact  with 
known  lepromatous  persons.  The  risk  is  i 
less,  but  stUl  increased,  if  contact  is  with 
persons  who  have  tuberculoid  leprosy. 
The  difference  in  the  contagiousness  of  these 
two  types  of  leprosy  is  apparently  directly 
related  to  the  niunber  of  M.  leprae  bacilli 
present.  Enormous  numbers  can  be  found 
in  lepromatous  nodules,  whereas  only  a few, 
or  none,  can  be  seen  in  scrapings  from  or 
biopsies  of  tuberculoid  lesions.  It  is  of  note, 
however,  that  contact  with  tuberculoid 
leprosy  during  its  positive  phase  definitely  j 
bears  a risk  of  infection  and  that  leprosy 
has  apparently  developed  after  only  short 
and  casual  contacts  of  this  kind.  Thus  long 
duration  of  contact,  although  of  epidemio- 
logic significance  insofar  as  the  extent  of 
infection  and  reinfection  is  concerned,  is  not 
essential  in  the  transmission  of  leprosy,  as 
was  formerly  held. 
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TABLE  I.  Points  differentiating  the  main  types  of  leprosy 


Lepromatous  Tuberculoid 


Diffuse  lesions;  poorly  defined  borders 

No  anhidrosis 

Symmetrical  lesions 

Sensory  loss  variable 

M.  leprae  abundant 

Lepromin  (Mitsuda-Rost  reaction)  negative 
Wassermann  reaction  often  positive  (false) 
Infectivity  greater 


Granulomatous  lesions;  well-defined  borders 
Anhidrosis 

Asymmeti'ical  lesions 
Sensory  loss  invariable 
M.  leprae  rare 

Lepromin  (Mitsuda-Rost  reaction)  positive 
Wassermann  reaction  negative 
Infectivity  less 


Estimates  of  the  number  of  patients  with 
I leprosy  in  the  world  today  vary  between  5 
fl  and  10  million  persons.  The  highest  inci- 
dence rates  are  in  Central  Africa,  Asia,  and, 
in  this  hemisphere,  Brazil,  Colombia,  Vene- 
zuela, and  the  West  Indies.  In  the  temper- 
ate zones  there  remain  several  small  foci  of 
the  disease;  most  are  self-limiting,  and  the 
ij  only  ones  of  any  importance  are  in  the 
i|  Baltic  States  and  in  Spain  and  Portugal. 

Pathologic  and  clinical  characteristics 

! The  interpretation  of  any  article  about 
\ clinical  leprosy  depends  on  a knowledge  of 
! the  classification  used.  During  the  past 
fifty  years  at  least  a dozen  subdivisions  have 
I been  in  vogue  at  various  times.  Today  the 
I World  Health  Organization  recommends 
I but  two  main  categories,  the  lepromatous 
and  the  tuberculoid.  This  classification  is 
based  on  histologic,  bacteriologic,  immuno- 
logic, and  clinical  criteria  (Table  I).  Very 
early  cases  may  be  detected  in  an  indetermi- 


nate stage  before  evolving  into  one  of  the 
main  types.  There  are  also  a large  number 
of  cases  that  do  not  fit  strictly  under  either 
main  heading  and  are  grouped  either  as  in- 
termediate or  as  dimorphous  types. 

Numbness  may  precede  aU  other  symp- 
toms, and  anesthesia  is  the  cardinal  sign  of 
leprosy.  The  earliest  visible  lesion  is  a flat, 
hypopigmented  macule  ranging  from  0.5  to 
3 cm.  in  diameter  (Fig.  1),  with  associated 
sensory  loss  over  the  central  area.  The 
resistance  of  the  host  determines  what  type 
of  leprosy,  if  any,  evolves.  When  host 
resistance  is  high  the  skin  lesion  is  transient, 
and  the  disease  completely  regresses. 

In  the  remaining  cases  the  M.  leprae  will 
spread  initially  in  the  axonal  spaces  of  the 
peripheral  nerves.  In  the  tuberculoid  vari- 
ety there  is  a coalescence  of  epitheloid  cells, 
inflammatory  cells,  and  lymphocytes  in  the 
dermatomes  involved.  As  the  disease  pro- 
gresses the  nerves  gradually  thicken  and 
become  palpable  cords  (Fig.  2),  especially 
noticeable  in  the  neck  and  forearms.  Anhi- 


FIGURE  1.  Examples  of  tuberculoid  leprosy  often  misdiagnosed  as  vitiligo  and  ringworm.  The  maculo- 
anesthetic  lesion  (A)  is  flat,  discrete,  hypopigmented,  and  insensitive.  This  may  progress  to  an  infiltrated 
area  with  raised  borders  (B).  Scrapings  of  these  lesions  for  M.  leprae  frequently  show  negative  findings, 
but  biopsy  will  be  characteristic. 
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FIGURE  2.  Biopsy  specimen  of  a nerve  in  tuber- 
culoid leprosy  sho\wing  early  epineural  degenera- 
tion and  giant  cell  and  mononuclear  infiltration. 


drosis  is  common,  as,  in  later  stages,  are  facial 
paralyses,  drop  foot,  claw  hands,  lagophthal- 
mos, deep  trophic  nerve  ulcers,  and  bone 
changes.  The  terminal  phalanges  are  the 
osseous  structures  most  involved,  because 
the  nutritional  blood  supply  to  the  bone  is 
impaired  by  the  damage  to  the  vascular 
nerve  supply,  and  smface  anesthesia  ex- 
poses the  fingertips  and  toes  to  multiple, 
unrecognized  trauma  and  destruction  (Fig. 
3). 

Characteristic  tubercles  may  also  be 
found  in  biopsies  of  the  skin,  lymph  nodes, 
and  liver.  Another  serious,  if  rare,  compli- 
cation of  tuberculoid  leprosy  is  blindness 
caused  by  ulcerations  of  the  cornea  from 
lagophthalmos  and  unrecognized  trauma  to 
a desensitized  eye.  Remission  of  many  of 
the  clinical  manifestations  of  tuberculoid 
leprosy  is  frequent,  however,  in  patients 
with  adequate  defense  mechanisms. 

When  host  resistance  is  low  following  in- 
troduction of  the  M.  leprae  into  the  axonal 
spaces,  massive  multiplication  of  the  bacilli 
occurs.  The  end  result  is  lepromatous 
leprosy.  The  incipient  lesion  m this  type  is 
usually  a diffuse,  symmetrical,  macular 
eruption  which,  imlike  the  tuberculoid 
variety,  has  poorly  defined  borders  and  is 
moist.  Histologically,  the  full-blown  lepro- 
matous lesion  can  be  easily  differentiated 


FIGURE  3.  Radiologic  evidence  of  bone  changes 
in  advanced  leprosy. 


from  the  tuberculoid  section.  Although  the 
earliest  pathologic  changes  in  the  fine 
sensory  nerve  fibers  are  not  as  striking  as  the 
granulomatous  destruction  in  the  tuber- 
culoid type,  almost  aU  other  pathologic 
changes  are  more  extensive.  M.  leprae 
abound  on  biopsy,  and  skin  sections  reveal 
marked  infiltration,  with  plasma  and  re- 
ticuloendothelial cells.  These  cells  tend  to 
pile  up  in  the  superficial  dermis,  causing  the 
typical  nodules  of  leprosy.  On  the  face  the 
nodules  become  concentrated  in  the  inter- 
cilium,  on  the  cheeks,  earlobes,  and  jaw. 
This  combination  produces  the  characteristic 
leonine  facies  of  leprosy  (Fig.  4). 

Diffuse  involvement  of  the  mucous  mem- 
branes of  the  nose,  mouth,  and  trachea  is 
common,  and  respiratory  occlusion  has 
often  been  reported.  There  is  almost  always 
lepromatous  infiltration  in  the  reticulo- 
endothelial cells  of  the  liver,  and  amyloid 
deposition  is  usual  in  chronic  cases.  Renal 
failure  secondary  to  amyloidosis  is  the  most 
common  cause  of  death  in  advanced  lepro- 
matous patients  at  the  U.  S.  Public  Health 
Service  Leprosarium  at  CarviUe,  Louisiana. 
Endocrine  changes  due  to  adrenal  amyloido- 
sis have  also  been  noted.  The  most  common 
endocrinopathy  in  lepromatous  leprosy, 
however,  is  infiltration  of  the  testis  with 
M.  leprae  and  eventual  testicular  atrophy. 
Ocular  involvement  may  occur  in  leproma- 
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FIGURE  4.  Typical  leonine  facies  of  advanced 
lepromatous  leprosy.  The  nodules  are  concen- 
trated on  ears,  chin,  and  malar  and  interciliary 
areas.  Eyebrow  alopecia  is  marked. 


tous  as  well  as  in  tuberculoid  leprosy,  and 
it,  too,  may  result  in  blindness.  Infiltrates 
of  lepra  cells  on  the  cornea  and  iris  produce 
partial  or  complete  opacification.  Uveitis 
is  a common  complication  when  a reaction 
occurs. 

Diagnosis 

The  clinical  diagnosis  of  leprosy  is  de- 
pendent on  awareness  of  it  as  a possibility. 
Since  there  is  no  characteristic  early  skin 
lesion,  leprosy  should  be  included  in  the 
differential  diagnosis  of  a wide  variety  of 
diseases  involving  the  skin  and  mucous  mem- 
branes (Table  II).  This  should  be  especially 
true  in  patients  who  have  resided  in  one  of 
the  areas  where  leprosy  is  endemic.  Anesthe- 
sia is  the  cardinal  sign  and  may  precede  any 
visible  lesion.  As  pointed  out  in  the  section 
on  pathology,  other  manifestations  of  leprosy 
vary  with  type  of  disease  and  the  resistance 
of  the  host. 

Confirmation  of  the  diagnosis  is  possible 
by  the  detection  of  acid-fast  M.  leprae. 
These  are  sought  in  smears  from  incisions 
over  nodules,  the  nasal  mucous  membranes. 


TABLE  II.  Differential  diagnoses  of  leprosy  in  a 
patient  from  the  tropics 

Post-kala-azar  dermal  leishmaniasis 
Yaws 

Syphilitic  cutis 
Tuberculids 
Vitiligo 
Sarcoidosis 

Fungal  skin  infections 
Dermatitis  medicamentosa 
Lupus  vulgaris 
Alcohohc  neuritis 
Diphtheritic  palsy 
Syringomyelia 


the  face,  the  elbows,  and  on  skin  and 
neural  biopsies. 

Serologic  and  immunologic  technics  have 
not  been  very  helpful  in  the  diagnosis  and 
classification  of  leprosy.  Complement- 
fixation  and  hemagglutination  tests  are 
available,  but  there  have  been  no  imiform 
results.  False  positive  Wassermann  reactions 
are,  incidentally,  common  in  lepromatous 
patients,  but  the  Treponema  pallidum  im- 
mobilization test  (TPI)  wiU  show  negative 
results  in  the  nonsyphilitic  patient. 

The  lepromin  (Mitsuda-Rost)  reaction  is 
a prognostic  rather  than  a diagnostic  test. 
An  intradermal  injection  of  a solution  of  M. 
leprae  is  used  to  assess  the  ability  of  the  host 
to  react  to  the  organism.  There  is  both  an 
early  (twenty-four-hour)  and  a delayed 
(four-week)  reaction.  If  the  reaction  is 
positive,  as  judged  by  the  size  of  the  wheal 
and  nodule  respectively,  this  is  evidence  of 
potential  resistance  to  the  infection.  Posi- 
tive results  are  found  in  almost  aU  normal 
persons,  in  patients  with  tuberculoid  lep- 
rosy, and  in  about  50  per  cent  of  patients 
with  mixed  or  dimorphous  leprosy.  A 
negative  reaction  implies  low  resistance  and 
a poor  prognosis.  This  is  foimd  in  about  95 
per  cent  of  lepromatous  patients  and  in  about 
50  per  cent  of  those  with  the  mixed  variety. 
The  test  is  obviously  essential  in  advising 
contacts  of  leprous  patients  as  to  potential 
risk.  It  is  also  used  in  determining  whether 
or  not  a person  should  be  allowed  to  expose 
himself  to  contagious  patients.  An  example 
of  this  function  is  in  the  hiring  of  leprosarium 
personnel.  It  is  also  used  to  judge  response 
to  therapy.  It  is  of  interest  that  BCG 
(bacillus  Calmette-Guerin)  vaccination  will 
change  a negative  lepromin  reaction  to  a 
positive  one. 
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Treatment 

Although  BCG  has  been  shown  to  con- 
vert negative  reactions  in  lepromin  tests  to 
positive,  there  is  no  conclusive  work  re- 
garding cross-immunity  between  tubercu- 
losis and  leprosy.  Thus  BCG  cannot  at  this 
time  be  considered  either  of  therapeutic  or 
prophylactic  efficacy. 

In  the  past  decade  the  sulfones  have  revo- 
lutionized the  course  and  prognosis  of 
leprosy.  The  most  important  of  this  group 
is  DDS  (diaminodiphenyl  sulfone).  Sub- 
stituted sulfones  are  broken  down  to  this 
compoimd  if  given  orally,  and  parenteral 
administration  offers  no  advantages.  The 
reconunended  initial  dosage  of  DDS  is  25 
mg.  once  weekly  for  two  weeks.  Then  it  is 
increased  by  25  mg.  every  other  week  until 
a maximum  of  500  mg.  weekly  in  divided 
daily  doses  is  attained.  The  dosage  should 
be  maintained  indefinitely  or  at  least  until 
three  years  after  arrest  of  the  disease.  Drug 
resistance  has  rarely  been  reported  with 
sulfones,  and  the  prognosis  of  early  cases  in 
which  the  patients  are  on  current  drug 
therapy  is  excellent.  There  are  a wide  variety 
of  other  compoimds  of  comparable  efficacy 
if  toxic  reactions  to  DDS  should  occur.  They 
are  more  expensive,  however,  and  a knowl- 
edge of  the  pharmacology  of  DDS  should 
suffice  for  the  physician  to  treat  the  vast 
majority  of  cases. 

One  of  the  feared  complications  of  sulfone 
treatment  is  a lepra  reaction,  which  may 
complicate  either  tuberculoid  or  lepromatous 
leprosy.  Erythema  nodosum  occurs  fre- 
quently during  treatment  of  lepromatous 
leprosy,  and  potentially  serious  reactiva- 
tions also  occur  in  the  tuberculoid  and  di- 
morphous types.  Erythema  multiforme 
also  has  been  noted.  These  are  most  com- 
monly seen  either  when  too  great  an  initial 
dose  is  administered  or  when  the  dosage  is 
increased  too  rapidly.  Injudicious  sulfone 
dosage  is  the  most  common  cause  of  the 
lepra  reaction.  A generahzed  exacerbation 
of  all  manifestations  is  common.  Complica- 
tions may  include  severe  uveitis  and  irido- 
cyclitis, iritis,  orchitis,  painful  panniculitis, 
paralyzing  peripheral  neuritis,  generalized 
edema,  and  blister  formation,  with  histo- 
logic evidence  of  massive  multiplication  of 
lepra  cells. 


Needless  to  say,  sulfone  administration 
should  be  discontinued  during  a reaction; 
adrenal  steroids  will  control  even  the  most 
severe  reaction.  As  with  any  other  in- 
fection, however,  steroids  are  a two-edged 
sword.  While  controlling  the  reaction,  they 
also  break  down  basic  defenses  against  the 
leprotic  infection.  Thus  they  should  be 
used  cautiously  and  for  as  brief  a time  as 
possible. 

Sulfone  therapy  has  also  drastically  al- 
tered the  ancient  social  and  legal  stigmata 
of  leprosy.  Whereas  complete  community 
isolation  has  been  the  sine  qua  non  of 
leprosy  control  for  centuries^ — ^in  fact,  during 
the  Middle  Ages  a burial  service  was  read 
over  a leper  declaring  him  legally  dead 
{“sis  mortuus  mundo”),  although  yet  living — 
leprologists  today  advise  hospitalization 
more  for  the  sake  of  patient  therapy  than  to 
control  a public  health  hazard. 

At  the  CarviUe,  Louisiana,  Leprosarium 
there  is  a well-trained  ancillary  staff  of 
nurses,  social  workers,  chaplains,  psycholo- 
gists, and  occupational  and  physical  thera- 
pists to  help  a patient  adjust  both  mentally 
and  physically  to  his  disease.  Corrective 
surgical  procedures  and/or  rehabilitation 
facilities  now  offer  the  hope  of  new  function 
to  damaged  limbs.  Plastic  surgery  is  a help- 
ful adjimct  for  those  with  lepromatous  in- 
volvement of  the  face.  A final  and  very  im- 
portant advantage  to  central  hospitaliza- 
tion is  that  the  investigation  of  new  drugs 
and  technics  for  the  elimination  of  leprosy 
as  a world  problem  can  be  carried  on  in  the 
only  setting  in  the  United  States  where  there 
is  a sufficiently  large  patient  population  to 
allow  significant  scientific  data  to  accrue. 
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Carcinoma  of  Ureter 

Coiled  Catheter  Sign 


j Case  history 

' A sixty-two-year-old  man  noted  pain  in 
his  left  costovertebral  angle  about  four  weeks 
j prior  to  admission.  An  intravenous  pye- 
j lographic  study  disclosed  nonfimction  of  his 
left  kidney.  Although  he  had  passed  two 
kidney  stones  several  years  before  this 
examination,  no  radiopaque  calculus  could 
be  identified  at  this  time. 

■ He  had  suffered  a cerebrovascular  acci- 
I dent  associated  with  hypertension  two  years 
i before  admission.  On  admission,  his  blood 
pressure  was  140,80  mm.  Hg.  Physical 
examination  revealed  no  abnormalities  ex- 
cept for  tenderness  in  his  left  upper  abdo- 
men when  deep  pressure  was  exerted.  This 
tenderness  was  associated  with  a desire  to 
urinate. 

Intravenous  pyelographic  study  showed 
I normal  fimction  of  his  right  kidney  without 
i evidence  of  anatomic  abnormality  or  ob- 
struction  (Fig.  1).  No  function  was  seen 
on  the  left,  and  the  left  renal  shadow  ap- 
i peared  larger  than  normal.  Urinalysis  re- 
vealed normal  findings  except  for  20  white 
blood  cells  per  field.  Study  of  the  blood  re- 
vealed a hemoglobin  of  13.  1 Gm.  per  100  ml. 
® and  urea  nitrogen  of  22.8  mg.  per  100  ml. 

, Papanicolaou  study  of  the  urine  showed 
Class  3 cells. 

Cystoscopic  study  disclosed  a normal 
urethra  and  bladder.  However,  there  was 
obstruction  to  the  retrograde  passage  of  a 
: left  ureteral  catheter  at  a level  about  5 cm. 


FIGURE  1.  Intravenous  pyelography  shows  nor- 
mal function  on  the  right  but  no  evidence  of  con- 
trast medium  excretion  on  the  left.  The  left  kid- 
ney appears  larger  than  the  right. 


above  the  bladder.  Radiographic  study  ob- 
tained with  the  ureteral  catheter  in  place 
showed  the  ureteral  catheter  coiled  within 
the  distal  third  of  the  ureter  (Fig.  2).  In- 
jection of  contrast  material  visualized  only 
the  distal  ureter  and  bladder. 
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FIGURE  2.  Coiled  catheter  sign.  Coiling  of  the 
retrograde  ureteral  catheter  in  a dilated  segment  of 
ureter  below  the  site  of  obstruction  as  seen  on  the 
left  in  this  patient  is  strongly  suggestive  of  a ure- 
teral intraluminal  neoplasm. 

Surgical  investigation  disclosed  an  8-  by 
4-cm.  mass  involving  the  lower  left  ureter 
above  the  bladder.  The  left  kidney  and 
ureter  were  removed. 

Pathologic  discussion 

Charles  F.  Begg,  M.D.:  A mass  of 

friable  tumor  tissue  fills  and  expands  the 
lower  end  of  the  ureter.  (Fig.  3A).  The 
tumor-containing  area  is  5 cm.  long,  and  its 
lower  border  is  2 cm.  above  the  junction  of 
ureter  with  bladder.  Above  the  tumor,  the 
ureter  and  renal  collecting  system  are  di- 
lated. Below  the  mass,  the  ureter  is  ex- 
panded but  rapidly  tapers  to  a normal  diam- 
eter by  the  time  it  enters  the  bladder  (Fig. 
3B).  This  expansion  below  the  tumor  is  an 


important  feature,  as  Dr.  Ftnby  will  sub- 
sequently show. 

Microscopically,  the  tumor  is  a poorly 
differentiated  transitional  cell  carcinoma 
(Fig.  4).  It  grows  into  and  fills  the  lumen  of 
the  ureter  and  has  extended  through  the 
wall  into  the  subserosal  fat.  Lymphatics  in 
the  subserosa  contain  small  clusters  of 
neoplastic  cells. 


i ^ 

V 


Radiologic  discussion 

Nathaniel  Finby,  M.D.:  The  classic  ' 

diagnostic  triad  of  ureteral  cancer  is  said  to  | 
be:  (1)  gross  hematuria,  usually  painless, 

most  common  after  the  age  of  forty;  (2) 
radiographic  demonstration  of  a filling  defect  , 
in  the  ureter;  and  (3)  severe  hydronephrosis  ' 
or  nonfunction  of  a kidney.  ^ This  patient  | 
demonstrates  that  the  classic  triad  is  not  I ' 
always  present.  Indeed,  the  lack  of  function  |i 
and  enlargement  of  the  left  kidney  in  associa-  i 
tion  with  a history  of  previous  urinary  calculi  ft 
strongly  suggested  chronic  obstruction  of  I 
the  left  ureter  due  to  a calculus.  i 

Recently,  Bergman,  Friedenberg,  and  | 
Sayegh^  studied  7 patients  with  carcinoma  I i 
of  the  ureter  and  noted  that  4 of  them  i 
showed  normal  intravenous  pyelographic  1 1 
studies  except  for  incomplete  visualization  ( 
of  the  ureter.  They  therefore  recommend 
that  retrograde  pyelography  be  performed 
in  patients  with  gross  hematuria,  otherwise 
unexplained,  when  the  ureters  are  not  com- 
pletely visualized.  They  also  emphasized 
that  the  kidney  and  ureter  above  the  site  of 
the  tumor  may  be  entirely  normal  in  ap- 
pearance. 


FIGURE  3.  Kidney  and  ureter.  (A)  Tumor  mass  appears  at  right.  Ureterovesicle  junction  is  just  out  of 
the  picture  at  the  right.  (B)  Lower  segment  of  ureter  opened.  Tumor  fills  and  distends  the  lumen,  ex- 
tends through  wall  to  serosa. 
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FIGURE  4.  Microscopic  appearance  of  tumor. 
In  this  photomicrograph,  its  papillary  architecture 
is  seen. 


Their  second  observation  is  of  particular 
interest  in  our  patient.  They  observed  a 
peculiar  coiling  of  the  catheter  below  the  site 
of  the  ureteral  tumor.  They  explain  this 
phenomenon  on  the  basis  of  an  expansion  of 
the  lumen  of  the  ureter  directly  below  an 
expanding  intraluminal  tumor  mass.  This 
expansion  below  an  area  of  obstruction  will 
cause  the  retrograde  ureteral  catheter  to 
coil  as  was  seen  in  almost  50  per  cent  of 
their  patients.  In  contrast,  mechanical 
obstruction  due  to  a calculus  is  associated 
with  a coUapse  of  the  ureter  below  the  site 
of  obstruction  without  sufficient  space  for 
coiling  of  the  catheter. 


In  our  experience,  this  sign  is  not  specific 
for  cancer  of  the  ureter  since  we  have  seen 
coiling  of  the  retrograde  ureteral  catheter  in 
association  with  ureteritis  cystica  and  tu- 
berculosis of  the  ureter.  Nevertheless,  it  is 
helpful  since  roentgenographic  appearances 
are  not  typical  and  the  differential  diagnosis 
of  nonopaque  stone,  blood  clot,  benign 
tumor,  extrinsic  mass,  or  inflammatory 
change  cannot  be  made  with  certainty. 

Retrograde  pyelography  is  usually  more 
informative  than  excretory  pyelography  in 
patients  with  tumors  of  the  ureter.^  If 
coiling  is  noted,  retrograde  injection  of  con- 
trast material  proximal  to  an  occlusal  cath- 
eter wiU  often  demonstrate  the  site  (usually 
lower  third)  and  appearance  of  the  obstruc- 
tion. 

Boijsen*  recommends  angiographic  study 
for  ureteral  tumors  to  provide  a definitive 
diagnosis  of  cancer  when  “tumor  vessels” 
and  “tumor  stains”  are  demonstrated. 
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Danger  from  cat  bites 


The  period  during  which  a rabid  cat  can  trans- 
mit the  disease  by  biting  a human  being  may 
last  only  four  days,  a study  by  three  Tulane 
University  researchers  has  indicated. 

The  study,  reported  in  the  June  1 Journal  of 
the  American  Medical  Association,  shows  that 
rabies  virus  was  found  in  the  saliva  of  26  cats 
with  rabies  from  one  day  before  the  cat  became 
ill  to  three  days  afterward.  Therefore,  it  is 
believed  that  a true  exposure  to  rabies  would  not 
have  occurred  for  a person  who  had  been  bitten 
by  these  cats  before  the  day  preceding  the  ap- 
pearance of  illness  in  the  cat. 


To  transmit  the  disease,  the  virus  must  be 
present  in  the  saliva  of  the  cat  when  the  bite 
occurs  or  the  saliva  must  come  in  contact  with  a 
fresh  scratch  or  cut  in  the  skin.  The  recom- 
mendation of  the  World  Health  Organization 
Expert  Committee  on  Rabies  is  that  the  animal, 
if  healthy  at  the  time  of  the  bite,  be  observed  for 
ten  days,  and  if  it  is  proved  to  be  rabid,  the 
rabies  vaccine  be  administered  to  the  bitten 
person.  Although  this  study  may  not  be  enough 
to  change  the  WHO  recommendation,  the  find- 
ings may  encourage  similar  studies  on  a larger 
scale. 

Studies  with  dogs  have  shown  that  no  true  ex- 
posure to  rabies  occurred  in  a person  if  the  biting 
dog  showed  no  signs  of  rabies  within  five  to  seven 
days  after  the  bite. 
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Gallstone  ileus  is  an  infrequent  cause  of 
intestinal  obstruction.  In  collected  series  it 
is  the  etiologic  agent  in  1 to  5 per  cent  of 
cases,  and  the  usual  site  is  in  the  ileum. 
However,  one  should  be  aware  of  the 
possibility  of  a migrating  gallstone  causing 
colonic  obstruction.  The  following  case  is 
presented  because  it  demonstrates  the  com- 
plete clinical  picture  of  this  unusual  com- 
plication of  cholelithiasis.  The  symptoms 
recorded  were  produced  by  a gallstone 
passing  through  a cholecystoduodenal 
fistula,  traversing  the  small  bowel,  and  then 
becoming  impacted  in  the  sigmoid  colon. 

Case  report 

A seventy-three-year  old  white  woman 
was  admitted  to  the  Long  Island  Jewish 
Hospital  on  August  12,  1961,  with  chief 
complaints  of  right  upper  quadrant  pain, 
nausea,  and  vomiting.  She  had  had  three 
previous  admissions  to  this  hospital  for 
diabetes  mellitus,  phlebitis,  and  renal  calculi 
associated  with  urinary  tract  infections. 
Since  1956  she  had  been  taking  digitalis  for 
arteriosclerotic  heart  disease  with  auricular 
fibrillation  and  occasional  bouts  of  con- 
gestive heart  failure.  She  had  radium  treat- 


ment for  metrorrhagia  in  1939,  which  was 
followed  by  a vaginal  hysterectomy  for 
fibroids. 

In  1951  the  patient  had  an  attack  of 
biliary  colic,  and  x-ray  examination  con- 
firmed the  presence  of  gallstones.  There- 
after she  had  occasional  transient  bouts  of 
mild  epigastric  and  right  upper  quadrant 
pains  with  nausea.  No  other  gastro- 
intestinal symptoms  were  noted  except  mild 
constipation.  Twelve  hours  prior  to  admis- 
sion the  upper  abdominal  pain  recurred. 
It  was  severe  and  persistent  and  associated 
with  intractible  vomiting. 

Physical  examination  on  admission  re- 
vealed marked  tenderness  and  spasm  in  the 
right  upper  quadrant.  The  admission 
diagnosis  was  acute  exacerbation  of  chronic 
cholecystitis  with  cholelithiasis.  The  symp- 
toms subsided  rapidly  after  admission.  The 
following  day  the  patient  developed  mild 
diarrhea  and  had  vague  abdominal  discom- 
fort. These  symptoms  were  attributed  to 
the  tetracycline  she  was  receiving,  but 
radiologic  study  proved  this  to  be  incorrect. 
A scout  film  of  the  abdomen  was  taken  on 
the  day  after  admission  and  revealed  the 
presence  of  free  air  in  the  biliary  ducts  and 
some  dilatation  of  the  small  bowel  (Fig.  1). 
Two  shadows,  interpreted  as  gallstones, 
were  seen,  one  in  the  right  upper  quadrant 
and  one  overlying  the  lateral  aspect  of  the 
right  iliac  crest. 

The  diarrhea  ceased  in  forty-eight  hours 
and  changed  to  constipation  with  inter- 
mittent generalized  abdominal  cramps. 
This  persisted,  and  by  August  16  neither 
feces  nor  flatus  were  obtained  with  repeated 
enemas.  The  abdomen  became  moderately 
distended  and  tender,  and  a small-bowel 
pattern  was  visible  on  the  abdominal  wall. 
An  abdominal  roentgenogram  examination 
at  this  time  showed  the  colon  to  be  dis- 
tended, with  large  amounts  of  gas  visible 
down  to  the  lower  sigmoid  colon  (Fig.  2). 
The  gallstone  previously  noted  in  the  right 
iliac  region  had  apparently  migrated  and 
was  now  seen  in  the  left  side  of  the  pelvis 
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FIGURE  1.  Scout  films  of  the  abdomen.  (Left)  Film  of  August  13,  1961,  demonstrates  air  (A)  in  bile  ducts, 
small  bowel  distention,  gallstone  (C)  in  right  upper  quadrant,  and  second  calculus  (C)  overlying  right  iliac 
crest.  (Right)  Film  on  August  16, 1961,  shows  colon  distended  with  gas  and  gallstone  (C)  in  left  side  of  pelvis. 
Air  (A)  in  bile  ducts  can  again  be  noted. 


adjacent  to  the  distal  end  of  the  distended 
sigmoid  colon.  Sigmoidoscopy  was  carried 
out,  and  no  abnormalities  were  noted.  The 
sigmoidoscope  could  not  be  passed  beyond 
the  15-cm.  mark  because  of  the  angulation  of 
the  lumen.  The  patient  was  then  studied 
with  a sodium  diatrizoate  (Hypaque)  enema, 
which  demonstrated  complete  obstruction  in 
the  intrapelvic  portion  of  the  sigmoid  (Fig. 
3).  There  were  several  diverticula  noted, 
and  the  wall  of  the  bowel  was  irregular. 
A caplike  deformity  of  the  obstructed 
opaque  colunrn  adjacent  to  a rounded 
opacity  suggested  the  diagnosis  of  gallstone 
obturation  in  an  area  of  diverticulitis. 
The  calculus  seen  in  the  right  upper  quad- 
rant on  August  13  had  not  changed  position 
and  represented  a residual  stone  in  the 
gallbladder. 

Attempts  to  release  the  impaction  by  re- 
peated enemas  were  unsuccessful,  and  sur- 
gical intervention  was  decided  on.  On  the 
evening  of  August  16,  an  exploratory 
laparotomy  was  performed  through  a left 
lower  rectus  incision.  Exploration  of  the 
abdomen  revealed  many  adhesions  in  the 
right  subhepatic  region,  concealing  the  area 
of  a cholecystoduodenal  fistula.  The  distal 


FIGURE  2.  Sodium  diatrizoate  enema  on  August 
16,  1961,  demonstrating  narrowed,  irregular  sig- 
moid lumen  with  diverticula  and  caplike  deformity 
around  opacified  impacted  calculus  (C).  A second 
calculus  (C)  can  again  be  seen  in  gallbladder  region 
lying  adjacent  to  a right  renal  calculus. 
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FIGURE  3.  Sodium  diatrizoate  enema  on  August 
23,  1961,  again  demonstrating  diverticula  and  cap- 
like deformity  seen  in  Figure  2. 


small  bowel  was  moderately  distended,  and 
there  was  marked  distention  of  the  entire 
colon  down  to  the  level  of  the  sigmoid  lesion. 
The  entire  circumference  of  the  lower  sig- 
moid and  rectosigmoid  formed  a firm,  fixed 
oval-shaped  mass  about  6 cm.  in  length. 
A 2.5-cm.  stone  was  palpated  in  the  proximal 
portion  of  this  mass,  but  it  could  not  be  dis- 
lodged. A loop  transverse  colostomy  was 
carried  out  through  a separate  transverse 
incision. 

The  patient’s  postoperative  course  was 
completely  satisfactory.  A sodium  diatrizo- 
ate enema  taken  on  August  23  demonstrated 
the  caplike  deformity  noted  on  previous 
studies  (Fig.  4).  The  impacted  gallstone 
continued  to  produce  complete  obstruction, 
even  though  the  colonic  segment  had  been 
defunctionalized  by  the  proximal  colostomy. 

The  bowel  was  properly  prepared,  and 
laparotomy  was  again  carried  out  on 
September  2.  It  was  found  that  the  sigmoid 
lesion  had  increased  in  size,  filled  the  pelvic 
inlet,  and  was  fixed  posteriorly  and  laterally. 
A biopsy  of  the  firm  edematous  bowel  waU 
was  taken  for  frozen-section  examination, 
which  showed  that  the  specimen  was 
“fibrotic  adipose  tissue  with  no  evidence  of 
malignancy.”  An  anterior  resection  was 
carried  out,  and  the  splenic  flexure  was 
anastomosed  to  the  mid-rectum. 

The  resected  specimen  (Fig.  5)  was  de- 
scribed in  the  pathologic  report  as  follows: 
The  segment  of  large  bowel  measured  25 
cm.  in  length  after  fixation  in  formalin. 
When  the  lumen  was  opened,  a mixed 
gallstone  measuring  2.5  by  2.5  cm.  was  found 
5 cm.  from  one  of  the  margins  of  the  re- 
sected colon.  At  this  level  the  mucosa  was 


FIGURE4.  Segment  of  descending  colon,  sigmoid 
and  rectosigmoid,  resected  on  September  2,  1961, 
showing  gallstone  impacted  in  inflammatory  area. 


congested,  and  there  was  an  abscess  in  the 
wall.  Its  cavity  measured  1.5  by  1.5  cm., 
contained  necrotic  material,  and  had  not 
perforated  through  the  serosa.  The  sur- 
roimding  bowel  wall  was  thickened  and 
indurated  and  its  serosal  surface  congested 
and  covered  with  a fibrinous  exudate.  The 
pathologist’s  diagnosis  was  colon  with  diver- 
ticulosis;  chronic  active  inflammation  and 
ulceration  in  region  of  calculus  with  abscess 
formation;  and  pericolic  inflammation  and 
fibrosis. 

The  postoperative  course  was  again  satis- 
factory except  for  the  occurrence  of  a 
wound  infection  which  delayed  the  colos- 
tomy closure.  On  September  28  a third 
procedure  was  accomplished.  The  trans- 
verse colostomy  was  resected  and  the  two 
limbs  anastomosed.  It  was  deemed  in- 
advisable to  attempt  further  biliary  tract 
surgery  at  this  time.  The  patient’s  post- 
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TABLE  1.  Site  of  obstruction  in  gallstone  ileus 


Author  and  Year 

Smedl 

Bowel 

Large 

Bowel 

Total 

Cases 

Turner,  1932* 

8 

2 

10 

Lear,  1934  ^ 

224 

16 

240 

Wakefield  et  al,  1939 ^ 
Foss  and  Summers, 

9 

1 

10 

1942* 

145 

5 

150 

Harris  et  al.,  1947® 

2 

2 

4 

Williamson,  1952® 

2 

2 

4 

Shore  et  al.,  1953’ 

7 

1 

8 

Smith  et  al.,  1955* 

11 

1 

12 

operative  course  was  uneventful,  the  wound 
healed  by  first  intention,  and  she  was  dis- 
charged from  the  hospital  on  October  8. 

Further  elective  surgery  on  her  biliary 
tree  is  contemplated.  The  presence  of  a re- 
sidual stone  in  her  gallbladder  makes  it  im- 
likely  that  the  fistula  will  close  spon- 
taneously. The  threat  of  a recurrence  of 
gallstone  ileus  is  ever  present,  and  the  de- 
finitive surgical  treatment  of  a cholecysto- 
duodenal  fistula  will  be  carried  out  during  a 
quiescent  period  with  a lesser  operative  risk. 

Comment 

Obturation  of  the  colon  by  a gallstone 
occurs  infrequently,  but  a review  of  the 
world  literature  indicates  that  the  sjm- 
drome  is  not  a rarity.  Gallstone  ileus  ac- 
counts for  approximately  1 per  cent  of  all 
cases  of  mechanical  obstruction.  Table  I 
indicates  that  the  site  of  impaction  of  the 
concretion  is  predominantly  in  the  small 
bowel.  Hohn-Nielsen  and  Linnet-Jepsen® 
collected  25  cases  of  gallstone  obstruction  of 
the  colon  from  other  sources  in  the  literature 
and  added  1 case  of  their  own.  They  esti- 
mated that  colon  obstruction  from  gallstones 
ranges  from  3 to  5 per  cent  of  all  cases  of 
gallstone  ileus. 

The  usual  mode  of  passage  of  a gallstone 
is  via  a cholecystenteric  fistula.  The  com- 
mon pathway  is  into  the  duodenum,  but  the 
fistula  occasionally  leads  directly  into  the 
small  intestine  or  colon.  Courvoisier*®  and 
Murphy”  reported  unusual  cases  of  intes- 
tinal obstruction  from  stones  passing 
through  the  ampulla  of  Vater.  Gallstones 
that  successfully  traverse  the  narrow  ter- 
minal ileum  should  move  through  the  colon 
without  interruption.  However,  their  ulti- 
mate course  can  be  altered  by  a number  of 
factors.  A pathologic  state  in  any  colonic 


segment  can  block  a stone  and  produce  ob- 
struction. The  lesion  may  be  neoplastic  or 
inflammatory  and,  as  in  the  case  reported 
here,  may  be  asymptomatic.  Diverticulitis 
and  adhesions  are  the  conditions  most 
frequently  reported  in  association  with  gall- 
stone obturation,  and  the  usual  site  is  in  the 
sigmoid.  When  spasm  occurs,  the  grossly 
normal  colon  can  also  play  a role  in  this  type 
of  obstruction.  Stones  even  smaller  than 
the  lumen  can  traumatize  the  bowel  wall  and 
become  impacted  in  an  area  of  spasm.  The 
mucosa  may  ulcerate  and  produce  a lesion 
that  results  in  complete  mechanical  ob- 
struction. This  sequence  of  pathogenesis 
has  been  described  by  Turner.  ^ 

The  x-ray  diagnosis  of  gallstone  ileus  has 
been  amply  documented  by  Rigler,  Borman, 
and  Noble.”  However,  their  attention  was 
focused  on  the  ileum,  and  no  mention  was 
made  of  utilizing  these  aids  to  detect  this 
infrequent  cause  of  colonic  obstruction. 
This  diagnosis  should  be  suspected  when- 
ever colonic  distention  is  noted  in  association 
with  air  in  the  biliary  tree.  A barium  enema 
will  be  diagnostic  for  the  site  of  the  obstruc- 
tion but  may  not  reveal  the  nature  of  the 
pathologic  condition.  A water-soluble  con- 
trast medium  can  seep  aroimd  an  impacted 
stone  and  provide  detail  not  possible  with  the 
thicker  barium  mixtm-e.  To  the  best  of  our 
knowledge  our  case  is  the  first  recorded 
demonstration  of  gallstone  obturation  of  the 
colon  by  contrast  enema.  Shore,  Jacob,  and 
Cannon^  visualized  a gallstone  impacted  in 
the  terminal  ileum  by  reflux  from  a barium 
enema. 

The  definitive  treatment  of  gallstone  ob- 
struction of  the  ileum  is  enterotomy  and  re- 
moval of  the  calculus.  Kapel”  recom- 
mended that  at  laparotomy  an  attempt  be 
made  to  milk  the  stone  into  the  colon  and 
then  await  spontaneous  passage  per  rectum. 
The  inadequacy  of  this  procedure  is  empha- 
sized by  Hohn-Nielsen  and  Linnet- Jepsen.® 
Such  a maneuver  may  result  in  obstruction 
from  impaction  of  the  stone  in  the  colon. 

Most  reported  cases  of  gallstone  obstruc- 
tion of  the  colon  required  preliminary  de- 
compression by  a proximal  colostomy. 
Definitive  therapy  usually  consisted  of  re- 
section of  the  segment  of  gallstone  obtura- 
tion, followed  by  a colostomy  closure. 
Some  authors”  ” indicated  that  after  proxi- 
mal colostomy  and  disimpaction  of  the 
stone,  the  lumen  of  the  obstructing  segment 
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of  diverticulitis  or  spasm  reverted  to  normal 
caliber.  Resection  was  avoided  in  these 
cases,  and  further  surgical  treatment  was 
limited  to  closure  of  the  colostomy. 

Conclusions 

1.  A case  of  large-howel  obstruction  due 
to  gallstone  obturation  of  the  colon  is  re- 
ported. 

2.  The  diagnosis  should  be  suspected 
whenever  x-ray  examination  of  the  abdomen 
demonstrates  colonic  distention  in  associa- 
tion with  air  in  the  biliary  tree. 

3.  The  impacted  gallstone  can  be  visu- 
alized by  contrast  enema,  utilizing  a water- 
soluble  medium. 

4.  The  incidence,  diagnosis,  and  treat- 
ment of  this  type  of  colon  obstruction  are 
discussed. 

References 

1,  Turner,  G.  G.;  A giant  gallstone  impacted  in  the 
colon  and  causing  acute  obstruction,  Brit.  J.  Surg.  20:  26 


(July)  1932. 

2.  Lear,  P.  E.:  Personal  communication. 

3.  Wakefield,  E.  G.,  Vickers,  P.  M.,  and  Walters,  W.; 
Intestinal  obstruction  caused  by  gallstones.  Surgery  5:  670 
(May)  1939. 

4.  Foss,  H.  L.,  and  Summers,  J.  D.:  Intestinal  obstruc- 
tion from  gallstones,  Ann.  Surg.  115:  721  (May)  1942. 

5.  Harris,  W.  L.,  McNamara,  C.  E.,  and  Dardinski, 
V.  J.:  Gallstone  obstruction  of  the  intestine;  brief  review  of 
literature  with  report  of  4 cases,  M.  Ann.  District  of  Columbia 
16:  422  (Aug.)  1947. 

6.  Williamson,  J.  C.  F,:  Obstruction  of  the  colon  by 
gall-stone,  Brit.  J.  Surg.  39:  339  (Jan.)  1952. 

7.  Shore,  S.,  Jacob,  H.  H.,  and  Cannon,  J.  A.:  Intestinal 
obstruction  resulting  from  biliary  calculi  gallstone  ileus, 
A.M.A.  Arch.  Surg.  66:  301  (Mar.)  1953. 

8.  Smith,  G.  A.,  Perry,  J.  F.,  Jr.,  and  Yonehiro,  E.  G.: 
Mechanical  intestinal  obstructions;  a study  of  1,252  cases, 
Surg.  Gynec.  & Obst.  100:  651  (June)  1955. 

9.  Holm-Nielsen,  P.,  and  Linnet-Jepsen,  P.:  Colon 

obstruction  caused  by  gallstones,  Acta  chir.  scandinav.  107: 
31  (1954). 

10.  Courvoisier,  L.  G.:  Casuistisch-Statistische  Beitrage 
zur  Pathologic  und  Chirurgie  der  Gallenwege,  Leipzig,  F. 
C.  W.  Vogel,  1890. 

11.  Murphy,  J.  B.:  Gallstone  disease  and  its  relation  to 
intestinal  obstruction,  Illinois  M.  J.  18:  272  (1910). 

12.  Rigler,  L.  G.,  Borman,  C.  N.,  and  Noble,  J.  F.: 
Gallstone  obstruction;  pathogenesis  and  roentgen  manifesta- 
tions, J.A.M.A.  117:  1753  (Nov.  22)  1941. 

13.  Kapel,  O.:  Operative  treatment  of  gallstone  ileus 

without  enterotomy,  Acta  chir.  scandinav.  95:  54  (1947). 

14.  Pryor,  J.  H.:  Gall-stone  obstruction  of  the  sigmoid 

colon  with  particular  reference  to  aetiology,  Brit.  J.  Surg.  49: 
259  (Nov.)  1959. 

15.  Young,  W.  V.  B.,  Jr.;  Gallstone  ileus  of  the  colon, 
A.M.A.  Arch.  Surg.  82:  333  (Mar.)  1961. 


Share  Your 
MedicalJournals 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  particularly 
specialty  journals. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  promoted  by 
the  United  States  Committee  of  The  World  Medical  Association  to  help 
alleviate  the  lack  of  current  medical  publications  and  to  further  inter- 
national good  will.  Your  cooperation  in  this  program  will  be  greatly 
appreciated  and  your  contact  with  these  colleagues  in  other  countries,  we 
can  assure  you,  will  prove  very  gratifying.  If  you  wish  to  participate  in 
this  program,  send  your  name,  address,  and  titles  of  journals  you  will 
contribute  to  United  States  Committee,  The  World  Medical  Association. 
10  Columbus  Circle,  New  York  19,  New  York. 


2404  New  York  State  Journal  of  Medicine  / August  15,  1963 


Metastatic  Carcinoma 
of  the  Breast 
Presenting  Signs 
and  Symptoms  of  Upper 
Gastrointestinal  Hemorrhage 

EDWARD  F.  CONKLIN,  M.D. 

New  York  City 

From  the  Department  of  Surgery,  Columbia  University 
College  of  Physicians  and  Surgeons, 
and  the  Surgical  Service,  Presbyterian  Hospital 


Stomach  and  duodenal  metastases  from 
carcinoma  of  the  breast  are  considered  rare, 
and  reports  of  their  incidence  are  chiefly 
from  autopsy  series.  A recent  review 
indicates,  however,  that  not  only  are  such 
metastases  more  prevalent  than  has  been 
generally  assumed,  but  also  their  incidence 
may  be  related  directly  to  hormone  therapy.  * 
We  have  had  the  opportunity  of  treating 
such  a case  and  report  it  as  a complication  of 
advanced  breast  carcinoma  which  in  all 
likelihood  will  be  seen  more  frequently. 

Case  report 

An  eighty-four-year-old  white  widow  was 
admitted  on  June  9,  1961,  with  a chief  com- 
plaint of  hematemesis  and  melena  of  two 
hours  duration.  Her  past  history  included 
a duodenal  ulcer  which  was  demonstrated 
in  1948  and  treated  with  a medical  regimen. 

* Hartmann,  W.  H.»  and  Sherlock,  P,:  Gastroduodenal 

metastases  from  carcinoma  of  the  breast.  An  adrenal  steroid- 
induced  phenomenon,  Cancer  14:  426  (Mar.-Apr.)  1961. 


She  was  seen  here  in  1954  for  ulcer  symp- 
toms, and  a prepyloric  ulcer  with  pyloric 
stenosis  was  demonstrated  by  x-ray  exam- 
ination. She  improved  on  medical  manage- 
ment and  did  weU  on  diet  and  antacids  until 
April,  1959,  when  a mass  was  palpated  in 
her  right  breast  coincident  with  an  exacerba- 
tion of  her  ulcer  symptoms.  The  tumor  was 
6 cm.  in  diameter  and  lay  under  the  areola 
and  both  lower  quadrants  of  the  right 
breast.  First-degree  fixation  to  the  chest 
wall  and  marked  skin  retraction  were  de- 
scribed. Vigorous  medical  management  again 
cleared  her  ulcer  symptoms,  and  on  May  5, 

1959,  a biopsy  and  a right  simple  mastec- 
tomy were  performed.  No  axillary  nodes 
were  palpated,  and  no  signs  of  distant 
metastases  were  found.  Because  of  her  age 
and  debilitated  condition,  it  was  felt  that 
radical  mastectomy  was  not  indicated. 

Pathologic  examination  of  the  specimen, 
revealed  a 3.5  hy  4 by  3 cm.  mass  of  hard, 
white  tissue  situated  superior  and  medially 
to  the  nipple.  Microscopic  examination 
disclosed  a carcinoma  composed  of  irregular 
small  cells  with  marked  pleomorphism  and 
of  a scirrhous,  widely  invasive  type.  A 
representative  field  is  shown  in  Figure  1. 

Her  postoperative  course  was  marked  by 
recurrent  fluid  collections  under  the  flaps, 
treated  by  repeated  aspirations,  but  other- 
wise was  uncomplicated.  She  was  dis- 
charged on  her  sixteenth  postoperative  day. 
Radiotherapy  was  deferred  in  the  absence  of 
palpable  axillary  nodes. 

She  did  well  on  her  ulcer  regimen  until 
January,  1960,  when  a mass  was  palpated  in 
the  right  axilla.  A diagnosis  of  metastatic 
disease  was  made,  and  radiotherapy  to  the 
right  axilla  was  instituted.  By  April  7, 

1960,  the  axillary  mass  was  no  longer 
palpable. 

In  September,  1960  she  noted  dyspnea, 
and  a left  pleural  effusion  was  evident. 
One  L.  of  fluid  was  removed  in  each  of  three 
thoracenteses.  The  cells  were  reported  as 
Class  HI,  suspicious  for  cancer,  on  cytologic 
examination.  Repeated  chest  x-ray  films 
suggested  metastases  to  the  left  lung.  She 
was  started  on  stilbestrol,  5 mg.  three  times 
a day. 

She  remained  well,  with  slow  clearing  of 
residual  fluid  in  the  left  chest  until  the 
hematemesis  and  melena  which  precipitated 
her  admission  to  the  hospital.  Her  hemo- 
globin was  8.8  Gm.,  and  her  hematocrit  25. 
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FIGURE  1.  Photomicrograph  of  carcinoma  of  breast  resected  in  May,  1959. 


She  was  transfused  immediately  and  in  the 
first  twenty-four  hours  received  1,500  cc.  of 
whole  blood.  She  continued  to  pass  tarry 
stools  and  to  vomit  small  quantities  of  red 
blood.  Intra gastric  cooling  was  begun  at 
2:30  P.M.  on  June  20,  1961,  and  resulted  in 
prompt  cessation  of  bleeding.  However, 
on  termination  of  the  coohng  forty  hours 
later,  hemorrhage  recurred,  and  she  was 
taken  immediately  to  the  operating  room. 
At  operation,  the  pylorus  and  duodenum 
were  mildly  scarred,  but  no  sign  of  active 
ulcer  was  found.  On  the  anterior  waU 
of  the  stomach  approximately  in  the  mid- 
point of  the  lesser  curvature,  a 1-cm.  ulcer 
crater  was  found.  This  did  not  penetrate 
the  fuU  thickness  of  the  gastric  waU  and  was 
appreciated  only  after  observing  the  interior 
of  the  stomach  through  a gastrotomy.  The 
crater  was  weU  away  from  the  pylorus,  the 
seat  of  her  earlier  ulcer  difficulties.  A 60  per 
cent  gastrectomy,  Billroth  II  type,  with 
posterior  gastrojejunostomy  was  performed. 
An  abdominal  exploration  revealed  no  other 
disease. 

Pathologic  examination  of  the  specimen 
revealed  a 0.7-cm.  ulceration  surrounded  by 
a 0.9-cm.  indurated  area  on  the  lesser  curva- 


ture. On  section,  this  was  found  to  consist 
of  firm,  gray-white  tissue  extending  out  into 
the  submucosa  which  had  undergone  central 
ulceration  with  hemorrhage.  Microscopic 
examination  showed  malignant  cells  in- 
volving the  submucosa  and  invading  mus- 
cularis.  The  cells  grew  in  sheets  and  cords, 
revealing  prominent  variation  in  nuclear 
size  and  shape.  The  slides  were  compared 
with  the  breast  lesion  removed  in  May, 
1959,  and  the  two  tissues  were  quite  similar 
in  appearance.  Figure  2 shows  the  tumor 
invading  the  gastric  submucosa.  The  path- 
ologic diagnosis  was  carcinoma  of  the 
stomach  following  carcinoma  of  the  mam- 
mary gland. 

The  patient  was  slow  to  react  from  her  an- 
esthetic but  otherwise  had  an  uneventful 
postoperative  course.  She  was  discharged  to 
a nursing  home  on  her  twentieth  postopera- 
tive day.  She  was  seen  regularly  in  follow-up 
clinic  and  was  treated  with  estrogens  and 
radiotherapy  for  recurrence  of  the  tumor  on 
the  chest  wall.  She  had  no  further  gastro- 
intestinal symptoms.  The  recurrence  re- 
gressed initially,  but  sbe  began  to  fail  and 
died  in  the  nursing  home  on  January  25, 
1962. 
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ii  FIGURE  2.  Photomicrograph  of  gastric  ulcer  resected  in  June,  1961.  Note  undermining  of  gastric  mucosa, 
) shown  on  right,  and  similarity  of  tumor  tissue  to  that  shown  in  Figure  1. 


Comment 

This  case  illustrates  the  fact  that  patients 
with  stomach  and  duodenal  metastases  from 
carcinoma  of  the  breast,  despite  old  age  and 
the  debility  accompanying  metastatic  car- 
cinoma, can  survive  major  surgery.  This 
is  clinically  significant,  for  one  third  of  the 
patients  in  Hartmann  and  Sherlock’s*  series 
of  patients  with  gastroduodenal  metastases 
from  breast  carcinoma  had  ulcerating  metas- 
tases, and  of  these,  70  per  cent  showed 
clinical  signs  of  gastrointestinal  bleeding. 

The  cause  of  the  increased  incidence  of 
gastric  and  duodenal  metastases  seen  in 
patients  treated  with  steroids  is  not  appar- 


ent. Hartmann  and  Sherlock’s*  series  dealt 
exclusively  with  adrenal  steroids;  our  patient 
was  treated  only  with  a nonsteroid  estrogen. 
Whether  or  not  the  conclusions  drawn  by  the 
latter  authors  are  valid  also  for  estrogen- 
treated  patients  is  unknown. 

In  view  of  the  high  incidence  of  breast 
carcinoma,  the  trend  toward  an  aging  popu- 
lation, and  the  widespread  use  of  hormones 
in  treatment  of  breast  carcinoma,  it  would 
appear  that  gastrointestinal  hemorrhage 
from  stomach  and  duodenal  metastases  will 
be  seen  with  increased  frequency.  Vigorous 
treatment  will  alleviate  the  symptom  if  it 
wiU  not  eradicate  the  underlying  disease. 

622  West  168th  Street,  New  York  32 
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Primary  Carcinoma 
of  the  Nail  Bed 
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P RIMARY  CARCINOMA  of  the  nail  bed  is  a 
rare  disease.  A comprehensive  review  of 
all  published  cases  was  made  in  1939  by 
Levine  and  Lisa/  who  reported  19  cases, 
including  1 of  their  own.  Since  that  time 
6 more  cases  have  been  described  in  the 
literature,  making  a total  of  25.  The  great 
majority  of  cases  were  not  diagnosed  early. 
Most  of  them  were  mistaken  for  paronychia, 
and  the  fingernail  was  removed  once  or 
even  several  times  before  the  nature  of  the 
disease  was  established  and  appropriate 
treatment  instituted.  Rare  as  this  ailment 
is,  its  complications  are  even  more  imusual. 
True  local  invasion  into  the  bone  was 
reported  only  twice,  and  metastases  to  the 
lymph  glands  are  rarely  mentioned. 

The  purpose  of  this  report  is  to  add  1 
recent  case  to  those  already  described, 
particularly  because  it  showed  signs  of 
being  more  malignant  than  most  of  the  other 
cases  reported. 

Case  report 

A white  male  bank  guard,  aged  sixty, 
was  first  seen  on  May  23,  1960.  He  had 
had  a painful  sore  on  the  medial  side  of  the 
right  third  finger  since  November,  1959. 
There  was  no  history  of  preceding  trauma. 
On  December  5,  1959,  his  family  physician 
had  removed  the  fingernail  at  St.  Elizabeth’s 
Hospital.  Histologic  examination  of  the 
removed  tissue  did  not  reveal  the  presence 


FIGURE  1.  Radiograph  of  third  finger  of  patient 
showing  extensive  destruction  of  distal  phalanx. 


of  any  cancerous  growth.  The  pathologic 
report  stated  that  the  skin  showed  chronic 
inflammation.  The  naU  did  not  grow  back. 
The  wound  discharged  freely  a yeUow, 
cloudy  fluid.  The  terminal  phalanx  was 
exceedingly  tender  to  the  touch,  making  it 
almost  impossible  for  the  patient  to  use  his 
right  hand. 

On  examination,  the  nail  of  the  right 
third  finger  was  absent.  The  entire  nail 
bed  was  replaced  by  yellowish  hypertrophic  ' 
granulations.  The  center  of  this  area 
showed  a funnel-shaped  depression,  and  on  ‘ 
gentle  probing,  bone  could  be  felt  at  the 
bottom  of  the  funnel.  The  regional  lymph 
glands  were  not  enlarged  and  not  tender. 
Radiographic  films  of  the  finger  taken 
at  that  time  showed  a partial,  irregular 
destruction  of  the  distal  half  of  the  distal 
phalanx  (Fig.  1).  The  diagnosis  of  chronic  ) 
osteomyelitis  of  the  distal  phalanx  was 
made.  Conservative  therapy,  consisting  of 
local  application  of  antibiotic  solutions,  did 
not  bring  about  any  improvement.  The 
nature  of  the  drainage,  the  appearance  of  the 
granulations,  and  the  exquisite  tenderness 
remained  imchanged. 
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f FIGURE  2.  Strands  and  columns  of  atypical 
I squamous  cells  invading  the  bone  proper. 

I 

i On  July  6,  1960,  the  patient  was  admitted 
! to  Jewish  Memorial  Hospital.  Two  days 
I later  the  destroyed  area  was  saucerized,  and 
j a large  portion  of  the  diseased  terminal 
phalanx  was  removed.  Histologic  exami- 
|i  nation  of  the  removed  bone  revealed  the 
ij  presence  of  squamous  ceU  carcinoma,  with 
ij  pearl  formation  invading  the  bone  proper. 

The  patient  was  readmitted  on  July  24, 
Ij  1960,  and  on  July  27,  1960,  the  right  third 
kj  finger  was  amputated  through  the  proximal 
j interphalangeal  joint.  The  histologic  ex- 
:>  amination  revealed  “hypertrophic  squamous 
I epithelium,  with  hyperkeratinization  and 
I parakeratosis.  Strands  and  columns  of 
I atypical  squamous  cells  extended  into  the 
subcutis  (Fig.  2).  The  cortex  of  the 
phalanx  had  been  destroyed  by  tumor, 
and  the  atypical  squamous  epithelium 
invaded  the  bone  proper  to  a considerable 
degree,  surroimded  by  reactive  desmoplasia 
, and  extensive  round  cell  infiltration.  There 
> were  areas  of  pearl  formation.”  The  process 
( did  not  extend  into  the  distal  interphalangeal 

[joint,  and  the  middle  phalanx  was  foimd  to 
i be  completely  natural. 

j The  operative  woimd  healed  per  primam 

I 

I 


intentionem,  and  the  patient  was  without 
any  complaints.  Monthly  check-up  ex- 
aminations did  not  reveal  any  abnormal 
findings  at  first,  but  on  April  5,  1961,  a 
firm,  smooth,  and  painless  lump  was  found 
in  the  right  axilla.  The  amputation  stump 
showed  no  evidence  of  any  local  recurrence. 
A chest  x-ray  film  did  not  reveal  evidence 
of  any  metastatic  foci.  The  patient  was 
referred  to  a radiologist.  Over  a period  of 
fifty-six  days  the  metastatic  node  in  the 
right  axiUa  was  irradiated,  and  a total  dose 
of  10,000  r was  delivered  into  it.  The 
lymph  node  receded  by  about  95  per  cent, 
leaving  a small  nubbin,  which  may  be 
fibrosis. 

Comment 

Most  of  the  25  cases  reported  in  the  lit- 
erature have  had  certain  features  in  com- 
mon. In  19,  the  upper  extremity  was 
affected,  and  in  only  6 were  the  toes  affected. 
In  almost  aU  the  cases  reported  which  in- 
volved the  finger  the  lesion  was  on  the  right 
hand;  in  only  1 case  was  it  located  on  a 
finger  of  the  left  hand.  In  a good  many 
cases  there  was  a definite  history  of  injury 
of  the  involved  finger.  Thus  trauma  ap- 
pears to  be  an  etiologic  factor  in  carcinoma 
of  the  fingernail,  which  would  explain  why 
it  almost  always  affects  the  right  hand. 
However,  some  of  the  authors  reported 
other  pre-existing  conditions.  Pardo-Cos- 
tello?  reports  1 case  in  connection  with 
Bowen’s  disease  and  1 in  connection  with 
hyperkeratosis  caused  by  chronic  ingestion 
of  arsenic.  The  cases  were  equally  dis- 
tributed between  the  two  sexes  and  involved 
aU  age  groups.  The  yoimgest  person  known 
to  have  suffered  from  this  disease  was 
twenty  and  the  oldest,  seventy-five.  The 
histologic  diagnosis  in  most  cases  was 
squamous  ceU  carcinoma.  Basal  ceU  car- 
cinoma was  reported  in  2 cases,  and  Ashby  ^ 
reports  one  basi  squamous  carcinoma 
where  areas  of  basal  cell  masses  alternated 
closely  with  epitheUal  whorls.  PapiUoma 
with  early  malignancy  was  found  in  1 
patient. 

Pardo-CosteUo^  considers  this  condition 
maUgnant,  but  of  his  3 cases,  2 were  treated 
successfuUy  with  radium,  and  1 required 
amputation.  The  review  of  19  cases  by 
Levine  and  Lisa^  suggests  that  the  ma- 
Ugnancy  is  of  a low  grade.  Lymph  node 
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metastases  are  rarely  mentioned,  but  the 
foUow-up  period  in  most  reported  cases 
was  a short  one.  Treatment  consisted 
primarily  of  amputation  through  one  of 
the  interphalangeal  joints.  RusseU*  feels 
that  it  is  safe  to  preserve  as  much  of  the 
finger  as  possible  as  long  as  the  amputation 
line  is  weU  proximal  to  the  tumor,  since  the 
tumor  is  only  locally  invasive  and  metasta- 
sizes slowly.  John^  reported  a case  of 
squamous  ceU  carcinoma  of  the  right  thumb 
extending  almost  to  the  interphalangeal 
joint,  with  soft  enlarged  glands  in  the  axiUa. 
Amputation  through  the  metacarpophalan- 
geal joint  was  performed.  Postoperatively, 
the  enlargement  of  the  axillary  glands 
subsided  rapidly.  EUis®  suggests  that  the 
likelihood  of  metastasis  to  the  axillary 
glands  makes  their  removal,  as  well  as 
amputation  of  the  digit,  the  treatment  of 
choice.  However,  in  the  3 cases  reported 
by  him,  only  amputation  of  the  digit  was 
performed.  In  1 of  his  patients  there  was  a 
tendency  to  local  recurrence  and  bone 
destruction.  This  patient  died  of  an  inter- 
current disease,  and  at  autopsy  no  visceral 
metastasis  was  found. 

The  current  case  shows  certain  unusual 
features.  There  is  no  history  of  preceding 
trauma,  but  there  is  a history  of  preceding 
infection.  Inasmuch  as  a biopsy  taken  at 
the  time  of  the  first  treatment  did  not  show 
evidence  of  a cancer,  it  could  be  reasoned 
that  infection  was  the  etiologic  factor.  If 
it  was,  the  cancer  grew  rather  rapidly  and 
invaded  the  bone  quickly. 

In  the  published  cases,  bone  erosion  was 
reported  several  times,  but  true  invasion 
into  the  bone  in  only  2 cases.  In  our  case. 


lymph  gland  involvement  occurred  rather 
rapidly;  that  is,  nine  months  after  the 
amputation.  This  is  the  first  reported  case 
in  which  the  type  of  radiation  therapy 
described  was  used  with  seemingly  good 
results. 

Pain  was  noted  as  the  prominent  symptom 
in  10  of  the  published  cases.  Levine  and 
Lisai  reasoned  that  this  might  be  due  to 
the  expanding  nature  of  the  lesion  and  its 
limitation  by  the  rigid  nail  and  phalangeal 
joint.  Our  case  disproves  this  reasoning. 
The  lesion  was  wide  open,  yet  it  was  ex- 
tremely tender  and  sometimes  caused  spon- 
taneous pain  as  well. 

2 Thayer  Street 


Summary 

Primary  carcinoma  of  the  fingernail  is  a 
rare  disease.  A case  of  primary  carcinoma 
showing  invasive  bone  growth  and  metastasis 
involving  the  axillary  glands  has  been 
presented.  The  previous  reports  of  similar 
lesions  have  been  reviewed  and  their  main 
features  discussed  and  compared  with  the 
most  recent  case. 
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i T HE  SIGNIFICANT  association  of  rheumatoid 

![i  arthritis  and  hemolytic  anemia  is  well  known 
I although  its  mechanism  is  obscure.’”^  The 
ij  anemia,  reflecting  the  severity  of  the 
t|  arthritic  disease,^  fluctuates  with  the  eryth- 
rocyte  sedimentation  rate.®  There  is  an 
i'  increase  in  the  rate  of  destruction  of  red 
; cells,  which  have  a shorter-than-average 
I life  span.  The  fact  that  the  defect  is  ex- 
f trinsic  to  the  cell  is  indicated  by  the  normal 
Ij  survival  of  the  erythrocytes  in  healthy 
recipients.  The  increased  red-ceU  de- 
l struction  is  only  of  a moderate  degree  and 
» normally  would  be  compensable  by  eryth- 
' ropoiesis.^  Although  there  is  a moderate 
I increase  in  the  production  of  red  cells,  this 
i,'  is  inadequate  to  compensate  for  the  in- 
i' creased  hemolysis.®'^  ® 

I The  disease  is  not  an  iron-deficiency 
1 1 anemia®'^  although  morphologically  it  is 
i likely  to  be  hypochromic.^  ® ''  An  analysis 
i usually  reveals  an  adequate  supply  of  iron 
in  the  tissues.  ^ There  appears  to  be  a meta- 
ls bolic  failure  which  prevents  the  iron  from 
n,  being  fully  utilized  for  erythropoiesis  be- 
cause of  inadequate  release  of  iron  to  plasma 
from  the  reticuloendothehal  tissues. 
There  is  a low  plasma-iron  concentration 
although  such  iron  as  is  available  is  utilized 
' normally.'  Thus,  exogenous  iron  is  rarely 
► of  value.®'®'®'® 

I Much  experimental  and  clinical  work 


confirms  the  beneficial  effect  of  corticos- 
teroids in  hemolytic  anemia.  ®'®'®~'® 
Through  a mechanism  which  is  not  clearly 
understood,  these  agents  inhibit  hemolysis 
and  stimulate  erythropoiesis,®  with  a con- 
sequent increase  in  the  level  of  neutrophils, 
erythrocytes,  and  hemoglobin  '®"  and  with 
decreased  eosinophils. When  the  anti- 
inflammatory steroids  are  administered  to 
patients  with  rheumatoid  arthritis  who  also 
are  anemic,  they  sometimes  favorably 
affect  the  blood  picture  also. 

Betamethasone*  is  the  16-beta-methyl 
derivative  of  prednisolone  (Meticortelone). 
Studies  '®“'®  among  patients  with  rheuma- 
toid arthritis  indicate  that,  on  a miUigram- 
for-miUigram  basis,  betamethasone  is  ap- 
proximately eight  times  as  potent  as  the 
parent  compound'®  '®''®  and  is  somewhat 
better  tolerated  than  equipotent  doses  of 
the  older  analogues. '®“'®  '®  An  effective 
maintenance  regimen  for  the  suppression  of 
arthritic  symptoms  is  one  to  three  0.6-mg. 
tablets  daily  after  initial  doses  of  three  to 
six  tablets  daily. 

The  following  2 case  reports  concern 
patients  who  received  betamethasone  for 
Stage  III  rheumatoid  arthritis  and  in 
whom  a reversal  of  progressive  hemolytic 
anemia  also  was  observed.  A similar  ef- 
fect occurred  in  several  other  patients 
with  arthritis  and  anemia,  but  these  2 cases 
were  selected  because  of  the  long  period  of 
observation  and  treatment,  because  blood 
studies  were  performed  at  frequent  and 
regular  intervals,  and  because  both  patients 
could  be  reUed  on  to  follow  precisely  all 
instructions  related  to  their  treatment. 


Case  reports 

Case  1 (Table  I) . A female  of  sixty -three 
years  with  rheumatoid  eirthritis  for  eight 
years  also  had  purpura  simplex  and  psoriasis. 
Various  gold  salts  were  administered  from 
1953  untU1958. 

Treatment  with  cortisone  was  begun  in 
1953;  she  has  since  received  prednisone 
(Meticorten),  dexamethasone  (Deronil), 
triamcinolone  ( Artistocort) , and  betametha- 
sone for  varying  periods  of  time.  Before 
treatment  with  betamethasone,  the  eryth- 

* A clinical  supply  of  Celestone  was  provided  for  our  use 
through  the  courtesy  of  Roger  W.  Cooper,  M.D.,  Department 
of  Clinical  Investigation,  Medical  Research  Division,  Sober- 
ing Corporation,  Bloomfield,  New  Jersey. 
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TABLE  I.  Laboratory  values  during  steroid  treatment  of  rheumatoid  arthritis 


Read- 

ing 

Cortisone 
(18  Months*) 
Hemo-  Hema- 
globin**  tocrit 

Prednisone 
(30  Months*) 
Hema-  Hemo- 
globin** tocrit 

Dexamethasone 
(4  Months*) 
Hemo-  Hema- 
globin**  tocrit 

Triamcinolone 
(40  Monthsf) 
Hemo-  Hema- 
globin**  tocrit 

Betamethasone 
(6  Months) 
Hemo-  Hema- 
globin**  tocrit 

First 

13.0 

42 

13.5 

43 

13.2 

37 

10.5 

42 

11.2 

36 

Last 

13.5 

40 

13.5 

37 

13.2 

34 

8.4 

26 

13.1 

39 

Range 

13.0 

38 

12.5 

34 

13.2 

34 

8.4 

26 

11.1 

32 

to 

to 

to 

to 

to 

to 

to 

to 

to 

14.5 

44 

13.5 

44 

37 

11.7 

42 

13.1 

39 

Mean 

13.7 

41 

13.2 

39 

13.2 

36 

10.1 

36 

11.6 

35 

Median 

13.8 

41 

13.0 

39 

13.2 

36 

10.0 

34 

12.1 

36 

* Gold  salts  also  were  administered  during  these  periods, 
t Two  transfusions  were  given  during  this  period. 

**  Grams  per  100  ml. 


rocyte  sedimentation  rate  (Wintrobe-Lands- 
berg)  ranged  between  25  and  36  mm.  per 
hour.  During  six  months  of  treatment 
with  betamethasone,  this  value  ranged 
between  3 and  25  mm. 

The  hemoglobin  has  been  as  low  as  8.4 
Gm.  per  100  ml.  with  previous  steroids  but 
now  averages  11.6  Gm.  with  betamethasone; 
the  hematocrit  has  been  as  low  as  26  but 
now  averages  35. 

Purpura  and  psoriasis  in  this  patient 
apparently  were  neither  caused  nor  im- 
proved by  steroid  treatment,  although 
the  former  appears  to  have  decreased 
slightly  since  betamethasone  was  started. 
The  patient  has  had  no  side-effects  of 
therapy.  Frequent  analyses  of  the  blood 
and  urine  yielded  consistently  normal  re- 
sults, except  for  the  anemia,  during  eight 
years  of  administration  of  steroids. 

There  has  been  a desirable  weight  gain. 
No  pitting  edema  was  observed,  and  there- 
fore the  weight  gain  was  not  caused  by 
water  retention.  Arthritic  symptoms  re- 
sponded very  well,  and  the  patient  reports 
that  fatigue  has  lessened  since  the  adminis- 
tration of  betamethasone  was  begun. 

Case  2 (Table  II).  A male  of  forty 
years  had  rheumatoid  arthritis  for  fourteen 
years.  Synovectomy  was  performed  on  the 
right  knee  joint  one  year  after  diagnosis, 
and  various  gold  salts  were  administered 
for  eleven  years.  Chemotherapy  was  be- 
gun in  1955  with  prednisone,  15  mg.  daily 
reduced  to  10  mg.  daily. 

The  patient  became  anemic  very  soon 
after  the  onset  of  rheumatoid  arthritis. 
During  previous  treatment,  the  hemoglobin 
had  been  as  low  as  6.7  Gm.,  and  the  hem- 
atocrit had  been  as  low  as  27.  Six  trans- 


TABLE  II.  Laboratory  values  during  steroid 
treatment  of  rheumatoid  arthritis  in  Case  2 


Prednisone  Betamethasone 
(76  months*)  (4  months) 


Reading 

Hemo- 
globin t 

Hema- 

tocrit 

Hemo- 
globin t 

Hema- 

tocrit 

First 

11.4 

40 

9.8 

31 

Last 

9.8 

33 

11.6 

36 

Range 

6.7 

27 

9.8 

31 

to 

to 

to 

to 

11.8 

40 

11.7 

36 

Mean 

9.3 

' 34 

10.9 

34 

Median 

9.3 

34 

10.8 

34 

* Gold  salts  also  were  administered  during  the  first  34 
months;  six  transfusions  were  given  during  the  p>eriod. 
t Grams  per  100  ml. 


fusions  were  required  between  1958  and 
1961. 

In  1960  there  occurred  polydipsia,  poly- 
uria, and  a marked  increase  in  appetite. 
The  fasting  blood  sugar  was  200  mg.,  and  a 
diagnosis  of  diabetes  mellitus  was  made. 
The  diet  was  adjusted,  and  the  patient 
received  tolbutamide  (Orinase)  with  favor- 
able results.  Glycosemia  during  this  period 
ranged  between  60  and  125  mg.  and  averaged 
75  mg. 

Prednisone  was  discontinued  in  1961,  and 
the  patient  began  to  receive  betamethasone, 
0.6  mg.  three  times  daily,  reduced  to  0.3 
mg.  three  times  daily.  During  four  months 
of  treatment  with  betamethasone,  the  hemo- 
globin rose  to  an  average  of  10.9  Gm.,  and 
the  hematocrit  rose  to  an  average  of  34. 
No  further  blood  transfusions  were  required. 

Glycosemia  rose  after  the  start  of  this 
treatment;  during  the  four  months  it 
ranged  between  85  and  275  mg.  The 
glycosemia  five  hours  postprandiaUy  tended 
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1 to  be  approximately  75  mg.  higher  than  that 
during  the  fasting  state. 

There  was  chnical  improvement  in  the 
rheumatoid  arthritis  during  treatment  with 
{ prednisone,  and  this  increased  markedly 
I during  treatment  with  betamethasone.  The 
I symptoms  diminished,  and  the  erythrocyte 
I sedimentation  rate  dropped.  The  body 
I weight  has  remained  constant  at  a desirable 
1 level.  The  patient  is  able  to  work  and  is 
I relatively  free  from  symptoms  of  both  the 
I inflammatory  and  the  hemolytic  diseases. 

It  is  possible  that  diabetes  in  this  patient 
was  induced  by  prednisone  and  exacerbated 
1 by  betamethasone.  However,  it  is  neces- 

Isary  to  continue  the  latter  steroid,  with 
careful  diabetic  management,  because  of  its 
i favorable  hematopoietic  as  well  as  anti- 
I inflammatory  effects. 

! 

Comment 

I 

In  these  2 cases,  betamethasone  appeared 
I to  be  superior  to  the  other  steroids  which 
had  been  used  previously.  The  anti-in- 
flammatory effect  was  at  least  as  good  as 
I it  had  been  with  the  other  steroids,  and 
j betamethasone  appeared  to  have  a distinct 
ability  to  halt  the  progression  of  hemolytic 
! anemia.  Transfusions  became  uimecessary, 
1 1 and  the  dangers  of  multiple  transfusions, 

(notably  hemosiderosis,  thus  were  eliminated, 
j The  blood  picture  worsened  when  the 

i(  dosage  was  reduced,  but  it  improved  when 
j the  maintenance  level  was  resumed.  Pre- 
! viously,  the  anemia  had  been  refractory  to 
i aU  attempts  at  treatment  including  dietary 
II  and  other  exogenous  iron  and  other  steroids. 

' Numerous  blood  transfusions  produced  only 
I transient  benefit. 

I Determinations  of  the  erythrocyte  sedi- 
I mentation  rate,  hemoglobin,  and  hematocrit 
; indicated  that  improvement  in  the  labora- 
I tory  values  paralleled  the  favorable  clinical 
* effect  on  arthritis  and  anemia.  The  symp- 
toms of  arthritis  decreased,  and  the  patients 
noted  considerable  functional  recovery. 
The  symptoms  of  anemia,  chiefly  fatigue, 
were  lessened  as  the  hemoglobin  and 
I hematocrit  levels  rose.  Neither  patient 
I had  intercurrent  disease  or  infection  during 
I the  course  of  steroid  treatment.  A pos- 
I sible  exacerbation  of  diabetes  in  1 patient 
I was  the  only  significant  untoward  effect. 

I Although  betamethasone  is  relatively 
I free  from  side-effects  in  the  recommended 


dosage  range,  the  administration  of  any 
steroid  requires  that  proper  precautions  be 
taken  to  minimize  undesired  consequences. 
The  carbohydrate  metabolism  must  be 
observed  closely.  Where  there  is  a history 
of  diabetes  or  osteoporosis,  steroids  should 
be  administered  only  if  they  are  very 
strongly  indicated.  Osteoporosis  is  a serious 
and  fairly  frequent  complication,  especially 
in  middle-aged  women.  The  development 
of  peptic  ulceration  is  unlikely  if  the  dosage 
is  kept  at  the  lowest  effective  level  and  dis- 
continued at  the  first  indication  of  gas- 
trointestinal complication.  There  may  be  a 
slightly  greater  tendency  toward  moon 
facies  with  betamethasone  than  with  other 
steroids  in  its  class,  although  this  complica- 
tion did  not  occur  in  the  2 cases  reported. 

Summary 

Two  patients  with  long-standing  Stage 
III  rheumatoid  arthritis  and  refractory 
hemolytic  anemia  had  been  treated  with 
various  corticosteroids  for  several  years. 
When  betamethasone  (Celestone)  was  sub- 
stituted for  other  steroids,  the  hemoglobin 
level  and  hematocrit  in  these  patients  rose, 
and  there  was  a parallel  reduction  of  the 
symptoms  of  anemia.  The  effect  of  this 
and  previous  steroids  on  arthritis  was  good 
in  both  patients.  One  patient  remained 
essentially  free  from  side-effects  during 
eight  years  of  steroid  administration.  The 
other  patient  developed  diabetes  meUitus 
after  five  years  of  steroid  treatment,  and 
glycosemia  increased  during  treatment  with 
betamethasone. 

176  South  Goodman  Street,  Rochester  7 
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No  evidence  of  hair  spray 
damage  to  lungs 


Animal  and  human  studies  have  produced  no 
evidence  that  inhalation  of  hair  spray  causes 
lung  disease,  a medical  research  group  has  re- 
ported. 

There  have  been  several  reports  inferring  that 
particles  of  hair  spray  components  accumulate 
in  the  lungs  as  a result  of  inhalation,  producing  a 
disease  termed  “hair  spray  thesaurosis.”  How- 
ever, the  researchers  said,  the  existence  of  such  a 
disease  has  not  been  established. 

In  experimental  animals  extreme  exposure  to 
hair  sprays  of  different  types,  in  high  concentra- 
tion, with  sustained  inhalation  and  prolonged 
exposure  in  enclosed  chambers  did  not  produce 
harmful  changes  in  the  lungs,  they  reported  in 
the  June  15  Journal  of  the  American  Medical 
Association. 

“To  date,  the  evidence  is  that  inhaled  hair 
spray  particles  do  not  reach  the  lower  respira- 
tory tract,”  they  said.  “If  the  hair  spray  is 
actually  introduced  [by  experimental  means] 
into  the  lower  respiratory  tract,  in  animals,  the 
pathological  reactions  which  have  been  de- 
scribed as  constituting  the  syndrome  of  hair 
spray  thesaurosis  do  not  develop. 

“In  view  of  these  findings,  it  is  suggested  that 
the  increasingly  common  practice  of  diagnosing 
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transient  pulmonary  infiltrations  as  hair  spray 
thesaurosis  simply  because  the  patient  is  a hair 
spray  user  be  discouraged.” 

There  is  a direct  relationship  between  the 
size  of  spray  particles  and  their  abihty  to  enter 
the  lower  respiratory  tract,  the  authors  pointed 
out.  The  particle  size  range  of  one  spray  which 
was  studied  was  found  to  be  such  as  to  render 
unlikely  the  penetration  of  particles  through  the 
defenses  of  the  upper  respiratory  tract. 

In  the  reported  cases  of  “hair  spray 
thesaurosis,”  the  connecting  link  between  the 
spray  and  the  patient’s  condition  has  been  the 
appearance  of  granules  in  lung  tissue  when 
stained  and  observed  under  a microscope,  which 
were  said  to  be  hair  spray  particles. 

However,  human  lung  tissue  from  persons 
with  a variety  of  lung  disorders  who  had  not 
been  exposed  to  hair  spray  also  revealed  the 
presence  of  granules  when  examined  by  the 
same  technic.  These  granules  also  are  present 
in  normal  lung  tissue,  and  had  been  seen  in  * 
biopsy  and  autopsy  tissue  before  the  advent  of 
hair  spray. 

The  finding  of  such  granules,  therefore,  is  by  ' 
no  means  unique,  and  no  conclusion  can  be  | 
drawn  as  to  whether  they  are  caused  by  an  ex-  I 
ternal  factor,  I 

It  was  also  reported  that  hair  spray  and  hair  J 
spray  particles  were  examined  by  staining 
technics,  but  none  had  the  staining  characteris- 
tics of  the  granules  described  in  cases  of  “hair 
spray  thesaurosis.” 
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From  the  Poison  Control  Center 
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Glue  Sniffing 


T o OBTAIN  EXHILARATING  effects  the  mod- 
ern  adolescent  continues  to  experiment  with 
the  inhalation  of  various  solvents  of  which 
“glue  sniffing”  is  but  one  facet. 

Toluene,  for  example,  which  is  the  chief 
constituent  of  one  of  the  most  widely  used 
brands  of  airplane  glue  used  in  “glue  snif- 
fing,” is  also  used  by  some  individuals  in  the 
pure  state.  A recent  article  in  the  New  Eng- 
land Journal  of  Medicine*  gives  a detailed 
account  of  a case  reported  in  a thirty -year- 
old  male  individual  who  became  addicted  to 
toluene  for  over  a period  of  ten  years.  The 
authors  relate  that  “During  that  time  he 
experienced  repetitive  acute  intoxications 
characterized  by  headache,  inappropriate 
speech,  and  brief  episodes  of  memory  loss. 
Loss  of  consciousness  after  patients  have 
drtmk  wine  and  inhaled  toluene  has  been 
seen  in  other  workers,  who,  after  working 
with  toluene,  displayed  enhanced  inebria- 
tion. Despite  his  long  contact  with  this 
substance,  none  of  his  clinical  or  laboratory 
studies  indicated  systemic  pathologic  ab- 
normalities. Electroencephalographic  ab- 
normalities were  recorded;  however,  the 
significance  of  these  in  a single  recording  is 
difficult  to  determine.” 

Of  the  cases  reported  to  the  New  York 
City  Poison  Control  Center,  outside  of  tem- 
porary symptoms  affecting  the  central 
nervous  system,  medical  complications  have 
been  conspicuous  by  their  absence.  To  ob- 
tain precise  information  on  the  magnitude 

* Satran,  R.,  and  Dodson,  V.  N.:  Toluene  habituation: 
report  of  a case,  New  England  J.  Med.  268;  719  (Mar.  28) 
1963. 


and  scope  of  the  problem  for  submission  to 
the  Board  of  Health  prior  to  any  legislative 
action  on  the  part  of  the  Board,  inquiries 
were  made  to  the  Board  of  Education,  the 
Police  Department,  and  other  youth 
agencies,  such  as  the  Youth  Board,  the 
Juvenile  Courts,  and  the  Bureau  of  Child 
Guidance. 

The  Bureau  of  Child  Guidance  of  the 
New  York  City  Board  of  Education  reported 
that  they  had  a knowledge  of  30  cases  where 
“glue  sniffing”  was  involved  but  in  only  14  of 
these  was  “glue  sniffing”  the  primary  reason 
for  referral  to  the  Bureau.  The  age  of  these 
children  ranged  from  eight  to  sixteen  years. 
Two  of  these  children  were  eight  years  of 
age,  and  glue  sniffing  was  not  the  primary 
reason  for  their  referral.  The  primary 
diagnostic  categories  for  the  children  re- 
ferred are  shown  in  Table  I. 

The  Board  of  Education  stated  that  it 
does  not  have  any  record  in  the  central  office 
of  children  suspected  of  “glue  sniffing,”  but 
each  school  where  this  practice  occurs  would 
have  the  names  in  the  respective  schools. 
The  Board  of  Education,  however,  asked 
several  of  the  District  Health  Education 
counselors  to  submit  a list  of  cases  which 
have  occurred  in  their  local  districts.  Out  of 
21  schools  sampled,  31  cases  were  reported. 
Of  these  26  were  males,  and  5 were  females. 
The  ages  ranged  from  nine  to  sixteen  years. 
There  was  a concentration  of  cases  in  4 
schools  with  sporadic  cases  in  an  additional 
3.  The  remainder  did  not  report  any  oc- 
currences. In  another  survey  in  Manhattan, 
46  cases  in  males  were  reported  from  31 
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TABLE  I.  Referrals  of  ‘‘glue  sniffing"  cases  to 
Bureau  of  Child  Guidance 


Number 


of 

Diagnosis  Cases 


Neurotic  behavior  disorder  2 

Behavior  disorder  2 

Conduct  disturbance  2 

Adjustment  reaction  of  childhood 
neurotic  traits  1 

Reactive  behavior  disorder  with  de- 
pression 1 

Passive  aggressive  personahty  1 

Mental  retai'dation  2 

Undiagnosed 

Rebellion  against  parental  han- 
dling; especially  maternal  rejec- 
tion 1 

Weak,  highly  suggestible  person- 
ahty 1 

Anxious  inconsistent  handling  at 

home  1 

Delinquent  behavior  1 

Predelinquent  behavior  1 


schools.  There  was  a concentration  in  6 
schools. 

The  Police  Department,  however,  in- 
formed us  that  during  the  last  three  months 
of  1962  a total  of  503  cases  of  “glue  sniffing” 
were  referred  to  the  Youth  Records  Bureau 
of  the  Police  Department,  and  87  of  these 
cases  were  referred  by  schools. 

A preponderance  of  cases  in  males  is  ob- 
served (Table  II).  Of  443  cases,  only  22 
were  in  females,  and  the  remainder  were  re- 
ported in  males.  By  borough,  Brooklyn 
leads  the  city  with  35  per  cent  of  the  total. 
The  absence  of  reported  cases  in  Richmond 
is  noteworthy.  Several  reasons  may  be 
postulated,  such  as  a lack  of  delinquency  and 
perhaps  nonreporting. 

Symptoms 

Of  the  cases  reported  to  the  Poison  Control 
Center,  about  40  per  cent  were  symptomless. 
Dizziness  was  a prominent  symptom  in  the 
majority  of  cases  in  which  symptoms  were 
observed.  Other  symptoms  noted  were 
stupor,  unconsciousness,  sleepiness,  ex- 
citability, nausea,  and  vomiting  in  several 
cases,  particularly  in  those  who  also  drank 
wine  or  whiskey  prior  to  inhalation. 

In  one  case,  two  siblings,  one  seven  and 
one  fourteen  years  old,  were  visited  by  a 
public  health  nurse.  The  mother  related 
that  both  children  acted  peculiar  and  be- 


came very  “bossy,”  excitable,  then  drowsy, 
and  acted  “goofy.”  An  odor  of  glue  was 
detected  on  their  breath.  The  mother  also 
stated  that  the  glue  was  obtained  from  a 
local  candy  store  and  that  perhaps  some 
other  children  had  introduced  this  habit  to 
the  victims. 

In  another  twelve-year-old  child  it  was  re- 
ported that  he  and  his  playmates  had  de- 
veloped the  habit  of  inhaling  the  glue  which 
was  used  by  them  in  assembling  model  toys. 
The  twelve-year-old  victim  gave  the  follow- 
ing description  of  the  results  of  “sniffing”; 
“You  become  dizzy,  then  dopey,  then  you 
talk  funny.  After  that  you  pass  out  for 
about  a half  a minute  to  a minute  and  a 
half.”  The  children  hide  in  some  secluded 
place,  usually  a basement,  apartment  house 
roof,  or  alley,  in  small  groups.  They  use 
money  given  to  them  by  their  parents  for  ice 
cream  or  candy  to  buy  the  substance. 

One  social  worker  reported  that  some 
store  owners  complete  the  sale  of  glue  with 
the  sale  of  a plastic  bag  for  an  additional 
penny  which  makes  it  obvious  that  they 
know  the  purpose  for  which  the  glue  is  being 
used.  Many  settlement  house  workers  in  the 
areas  where  this  practice  was  widespread 
indicated  that  youngsters  were  obtaining  the 
product  through  the  neighborhood  stores 
and  that  certain  stores  specialized  in  the 
sale  of  this  product.  When  the  proprietors 
were  questioned  by  members  of  the  settle- 
ment house  they  countered  with  the  state- 
ment that  since  it  was  legal  to  sell  the 
product,  they  were  going  to  seU  it  to  every- 
body. 

Remedial  measures 

Legislative  restrictions  have  been  enter- 
tained in  many  areas  of  the  nation  to  control 
this  product.  In  Maryland  the  following  law 
was  enacted: 

It  is  unlawful  for  any  person  under  twenty- 
one  years  of  age  to  deliberately  smeU  or  inhale 
such  excessive  quantities  of  any  narcotics, 
drugs,  or  any  other  noxious  substances  or 
chemicals  containing  any  ketones,  aldehydes, 
organic  acetates,  ether,  chlorinated  hydro- 
carbons, or  any  other  substances  containing 
solvents  releasing  toxic  vapors,  as  cause  condi- 
tions of  intoxication,  inebriation,  excitement, 
stupefaction,  or  dulbng  of  the  brain  or  nervous 
system.  This  section  appbes  with  particu- 
larity to  fingernail  polish,  model  aiirplane  glue, 
or  any  other  substance  or  chemical  which  has 
the  aforementioned  effect  upon  the  brain  or 
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TABLE  II.  Number  of  cases  of  glue  sniffing  by  sex  distribution  reported  by  police  to  Health 
Department  during  first  three  months  of  1963 


Man- 

. — hattan — Bronx ^ . — Queens — . — Brooklyn — . — Richmond-^  . — City-wide 


Month 

Male 

Fe- 

male 

Male 

Fe- 

male 

Male 

Fe- 

male 

Male 

Fe- 

male 

Male 

Fe- 

male 

Male 

Fe- 

male 

January 

37 

1 

37 

0 

14 

1 

31 

2 

0 

0 

119 

4 

F ebruary 

35 

8 

29 

0 

12 

0 

55 

3 

0 

0 

131 

11 

March 

55 

2 

44 

1 

9 

1 

59 

3 

4 

0 

171 

7 

Totals  127 

11 

110 

1 

35 

2 

145 

8 

4 

0 

421 

22 

nervous  system  when  smelled  or  inhaled;  pro- 
vided, that  nothing  in  this  section  shall  be 
interpreted  as  applying  to  the  inhalation  of 
any  anesthesia  for  medical  or  dental  purposes. 

Any  person  violating  this  section  shall  be 
guilty  of  a misdemeanor  and  upon  conviction 
thereof,  shall  be  fined  not  less  than  $5.00  nor 
more  than  $25.00  for  the  first  offense  and  not 
less  than  $10.00  nor  more  than  $50.00  for 
each  subsequent  offense. 

A locality  in  California  also  enacted 
legislation  prohibiting  the  inhalation,  drink- 
ing or  breathing  of  certain  substances  as  fol- 
lows; 

No  person  shall  inhale,  breathe  or  drink  any 
compound,  liquid,  chemical,  or  any  substance 
known  as  glue,  adhesive  cement,  mucilage, 
dope,  or  any  other  material  or  substance  or 
combination  thereof  with  the  intent  of  becom- 
ing intoxicated,  elated,  dazed,  paralyzed, 
irrational,  or  in  any  other  manner  changing, 
distorting  or  disturbing  the  eyesight,  thinking 
process,  judgment,  balance  or  coordination  of 
such  person.  For  the  purpose  of  this  Section, 
any  such  condition  so  induced  shall  be  deemed 
to  be  an  intoxicated  condition. 

The  provisions  of  this  Section  shall  not  per- 
tain to  any  person  who  inhales,  breathes,  or 
drinks  such  material  or  substance  pursuant  to 
the  direction  or  prescription  of  any  doctor, 
physician,  surgeon,  dentist,  or  podiatrist 
authorized  to  so  direct  or  prescribe. 

The  provisions  of  this  Section  shall  not  per- 
tain to  any  person  who  inhales,  breathes, 
drinks,  or  otherwise  in  any  manner  uses 
intoxicating  liquor  as  defined  by  the  Alcoholic 
Beverage  Control  Act  of  the  State  of  Cali- 
fornia, nor  shall  the  provisions  of  this  Section 
apply  to  any  persons  who  inhale,  breathe, 
drink,  or  otherwise  in  any  manner  use  any 
narcotic  dangerous  drug,  or  other  material  or 
substance  or  combination  thereof,  which 
material  or  substance  or  combination  thereof 
is  defined  by,  and  the  use  of  which  is  prohibited 
or  regulated  by,  any  law  of  the  State  of  Cali- 
fornia. 

The  Board  of  Health  of  the  City  of  New 
York  is  considering  the  following  legislation: 

No  person,  firm,  or  corporation  shall  sell  or 
otherwise  deliver  or  cause  to  be  sold  or  de- 


livered to  any  person  under  the  age  of  eighteen 
years  any  model  airplane  glue. 

No  person  having  possession  of  any  model 
airplane  glue  shall  deliver  possession  thereof 
to  any  person  under  the  age  of  eighteen  years 
knowing  or  having  reasonable  cause  to  believe 
that  the  same  will  be  used  as  an  inhalant. 

In  addition  to  legislation,  the  City  of  New 
York  Department  of  Health  has  enlisted  the 
aid  of  industry  in  using  safer  or  alternative 
solvents  in  the  manufacture  of  glues  and 
cements.  The  hobby  industry  is  hopeful 
that  some  of  the  newer  Freons  may  provide 
an  answer  to  ideal  solvents. 

While  restrictive  legislation  may  help  in 
reducing  the  problem,  it  will  not  be  a cure- 
all.  The  most  potent  weapon  in  the  battle 
against  this  and  other  asocial  practices  is 
education,  which  must  include  education  of 
the  physician,  of  the  adolescent,  of  the 
teacher,  of  the  parent,  and  of  the  community 
at  large. 

The  Board  of  Education  was  advised  not 
to  confuse  this  practice  with  narcotic  addic- 
tion but  to  include  factual  material  about 
glue  sniffing  in  the  curriculum  content  at  the 
elementary  and  high  school  level.  This  is 
now  being  done.  The  Board  of  Education 
was  also  advised  not  to  require  that  every 
case  of  glue  sniffing  be  reported  to  the  Police 
Department  but  rather  to  the  School  Health 
Service  and  the  Bureau  of  Child  Guidance 
since  we  believe,  as  we  indicated  in  a pre- 
vious article,  that  “glue  sniffing”  is  not  an 
isolated  event  and  cannot  be  placed  in  a 
vacuiun.  It  is  part  of  an  over-aU  family  and 
community  health  problem.  Glue  sniffing, 
like  alcoholism,  gasoline  inhalation,  or  drug 
addiction  is  not  a disease  entity  in  itself  but 
is  symptomatic  of  an  underlying  emotional 
disturbance,  a basic  personality  disorder. 
It  is  not  the  fad  or  use  per  se  which  is  im- 
portant but  what  causes  the  adolescent  to 
engage  in  this  undesirable  practice. 
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It  is  obvious  that  there  is  still  much  that 
is  unknown  about  this  problem,  such  as  the 
medical,  social,  emotional,  and  psychologic 
aspects  and  that  additional  research  is 
needed  on  a widespread  basis.  Until  such 
time,  however,  a program  of  education  could 
be  instituted  immediately  as  follows:  It  is 
suggested  that  a basic  approach  to  the  prob- 
lem of  glue  sniffing  would  be  to  teach  and  in- 
clude it  in  the  curriculum  in  health  education 
at  all  levels.  The  basic  approaches  and  con- 
cepts of  industrial  hygiene  are  suggested  as 
one  avenue  of  introducing  this  subject.  The 
various  solvents  used  in  the  household  and 
civilian  economy,  such  as  automotive,  dry 
cleaning,  pesticides,  and  aerosol  dispensers, 
provide  a natural  background  for  teaching 
the  foUy  of  this  stupid  practice.  The  dif- 
ficulties of  detecting  chronic  injuries  could 
be  stressed,  as  weU  as  the  acute  dangers  of 


Gilpatric  on  shelters 


“Those  who  say  that  fallout  shelters  meeting 
the  minimum  Federal  criteria  will  not  make  a 
significant  difference  under  heavy  attacks  are 
wrong,”  said  Roswell  L.  Gilpatric,  Deputy 
Secretary  of  Defense,  in  an  address  at  a recent 
meeting  of  the  USCD  Council  in  Washington. 

“This  Administration  has  come  to  a very 
deliberate  and  carefuUy  considered  conclusion 
that  in  a nuclear  war  a nation-wide  system  of 
fallout  shelter  space  wUl  save  enough  lives  to 
more  than  justify  the  amount  of  effort,  of 
sacrifice,  and  of  dislocation  that  is  involved. 

“This  Administration,  having  come  to  this 
conclusion,  is  determined  that  all  Americans 
should  have  access  to  the  degree  of  protection 


such  vicious  chemicals  as  carbon  tetra- 
chloride. The  widespread  practice  of  “glue 
sniffing”  is  an  indictment  of  the  ima wareness 
of  the  hidden  hazards  of  our  modern  in- 
dustrial chemical  environment.  Inciden- 
tally, there  is  a need  to  alert  high  school  and 
college  instructors  concerning  the  careless 
use  of  organic  solvents  in  the  laboratory. 
There  is  a surprising  imawareness  among 
teachers  of  the  laboratory  hazards  involved, 
and  there  is  a failure  to  take  advantage  of  the 
teaching  possibilities  to  impressionable, 
youthful  audiences. 

Of  course,  the  educational  opportunities  in 
the  mental  hygiene  area  should  above  aU  not 
be  neglected  because  in  our  opinion  this  is 
the  area  which  is  perhaps  the  most  fruitful 
in  preventing  and  diminishing  the  problem  of 
glue  sniffing. 


which  is  provided  by  fallout  shelter  space.  To 
accomplish  this  task  effectively  requires  the  full 
participation  in  the  national  effort  by  state  and 
local  governments,  by  industry,  by  schools,  by 
hospitals  and  other  institutions,  and  by  all 
those  who  assume  responsibility  for  their 
families  and  their  neighbors.  The  President’s 
civil  defense  program  looks  ahead  to  an  esti- 
mated four  to  six  years  to  accomplish  this 
undertaking,  but  it  must  depend  on  a full  re- 
sponse from  an  informed  America. 

“The  responsibilities  of  state  and  local  govern- 
ments and  their  civil  defense  organizations  are 
very  heavy.  It  is  essential  that  organization, 
planning,  education  and  training,  be  extended  to 
every  community  in  the  country.  The  Federal 
government  will  do  much  to  support  this  effort, 
but  state  and  local  governments  must  assume 
operating  responsibility.” 
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Reports  from  conferences  sponsored  by  the 
Council  on  National  Security, 

American  Medical  Association, 
and  held  in  June  and  November,  1962 


I 

Training  and  Education  for 
! Professional  Preparedness  in 
Emergency  Health  Aspects 

FRANK  REIDER,  M.D. 

Washington,  D.C. 

Chief,  Training  Branch,  Division  of  Health 
Mobilization,  U.S.  Public  Health  Service 

( 

I T HE  TASK  of  meeting  the  health  and  medical 
j care  needs  of  the  surviving  population 
' following  a national  disaster  is  a formidable 
one.  The  disparity  between  the  number  of 
I people  who  will  require  professional  medical 
i services  and  the  availability  of  surviving 
I medical  manpower  to  take  care  of  them  is  so 
, great  that  unusual  measures  have  to  be 
1|  taken  to  provide  the  best  medical  care 
I possible  under  these  circumstances.  The 
survival  of  the  nation  may  well  depend  on 
I the  degree  of  preparedness  by  the  medical 
I profession  and  allied  health  workers  to 
fimction  in  such  a situation. 

I The  need  for  preparedness  was  recognized 
I by  the  American  Medical  Association  and 
I covered  in  its  Report  on  National  Emer- 
gency Medical  Care  * in  which  recommenda- 
i tions  were  made  for  organization  of  medical 
t services  to  meet  disaster  needs  and  in  which 
kI  the  role  and  responsibility  of  the  medical  pro- 
^ fession  was  defined. 

In  the  A.M.A.  report,  disaster  medical 
i training  objectives  were  developed  to  meet 

Presented  at  the  tenth  annual  Conference  on  Disaster 
Medical  Care,  Chicago,  Illinois,  June  23,  1962. 

♦ Summary  Report  on  National  Emergency  Medical  Care, 
American  Medical  Association,  October,  1959,  Chicago, 
Illinois. 


the  need  for  preparedness.  These  indicated 
the  need  for  training  and  development  of 
proficiency  in  the  practice  of  disaster 
medicine  by  all  physicians  regardless  of  their 
specialty  qualifications  and  by  osteopathic 
physicians.  Training  and  development  of 
proficiency  by  various  allied  health  workers 
was  also  covered,  both  in  terms  of  pre- 
paredness for  disaster  practice  in  their  own 
disciplines  and  in  regard  to  proficiency  in 
lifesaving  and  first-aid  measures  as  well  as  to 
assist  the  medical  profession  and  other 
members  of  the  health  professions  by  per- 
forming approved  additional  functions. 
These  disciplines  include  dentists;  veteri- 
narians; nurses;  medical  and  dental  tech- 
nicians; occupational  and  physical  thera- 
pists; optometrists;  podiatrists;  medical, 
social,  and  psychiatric  social  workers; 
clinical  psychologists;  hospital  dietitians; 
hospital  administrators;  pharmacists;  and 
medical  librarians. 

The  training  responsibility  of  the  medical 
profession  is  clearly  stated  to  encourage  and 
take  the  lead  actively  in  supporting  such  ap- 
proved professional  and  technical  programs 
as  may  be  designed  to  ensure  the  medical 
preparedness  of  the  nation  for  an  aU-out  war. 

Individual  physicians  are  expected  to  as- 
sist, advise,  and  conduct  training  sessions 
when  requested,  demonstrate  their  as- 
sumption of  leadership  in  the  field  of  disaster 
medicine,  and  ensure  adequate  and  proper 
instruction  of  the  general  public.  To  ac- 
complish the  training  objectives,  some  of  the 
recommendations  were  that: 

1.  The  MEND  (Medical  Education  for 
National  Defense)  program  be  continued  and 
expanded  and  appropriate  programs  similar 
to  MEND  be  instituted  for  aU  approved 
colleges  and  schools  of  osteopathy,  dentistry, 
veterinary  medicine,  and  nursing. 

2.  National,  state,  county,  and  city 


August  15,  1963  / New  York  State  Journal  of  Medicine  2419 


medical  and  health  societies  and  semipro- 
fessional and  medical  technical  associations 
conduct  professional  training  programs  and 
technical  sessions  on  emergency  medical  and 
health  preparedness  measures  that  are  ap- 
propriate for  their  members. 

3.  The  general  public  be  systematically 
trained  to  permit  the  application  of  proper 
seif-aid  and  first-aid  measures  and  the 
institution  of  adequate  sanitation  pre- 
cautions imder  major  emergency  conditions. 

4.  Federal  financial  assistance  be 
provided  for  carrying  out  these  measures. 

It  is  important  to  recognize  that  these 
objectives  can  be  achieved  only  by  the 
whole-hearted  cooperation  and  participation 
of  all  medical  and  health  personnel  in  the 
country  and  that  the  leadership  by  the 
medical  profession  is  a vital  element.  The 
goal  of  adequate  preparedness  for  emer- 
gencies by  the  medical  and  allied  pro- 
fessions and  the  attainment  of  competency 
by  the  public  to  carry  out  medical  self-help 
procedures  cannot  be  achieved  solely  by 
Federal  and  state  training  programs,  but 
requires  that  every  locality  be  involved 
actively  in  achieving  this  competency  for  its 
population  as  part  of  the  over-all  community 
health  plan. 

Now,  what  has  been  accomplished  in  re- 
gard to  meeting  these  needs?  What  are  the 
plans  for  further  implementation  of  the  pre- 
paredness program  in  the  coming  years? 

Support 

First,  the  MEND  program  has  continued 
to  receive  the  financial  support  of  the 
Federal  government  through  the  Army, 
Navy,  Air  Force,  and  Public  Health  Service. 
The  program  now  encompasses  aU  86  medical 
schools  in  the  country  and  envisions  ex- 
tending this  support  to  new  medical  schools 
as  they  become  established. 

The  MEND  coordinators  from  the  schools 
have  met  each  year  to  discuss  their  programs 
and  exchange  ideas  and  experiences.  The 
Federal  Council  on  MEND  has  met  period- 
ically and  twice  a year  with  the  MEND 
Committee  of  the  Association  of  American 
Medical  Colleges. 

An  increasing  interest  and  support  on  the 
part  of  medical  school  faculty  members  for 
preparing  medical  students  to  function 
adequately  in  disaster  situations  is  mani- 
fested through  their  participation  in  the 


various  symposiums  put  on  by  the  four 
Services  each  year.  About  450  faculty 
members  from  various  departments  in  all  of 
the  medical  schools  attended  the  four 
s3rmposiums  given  this  fiscal  year. 

Almost  a hundred  faculty  members  from 
medical  schools  attended  the  courses  in  mass 
casualty  care  given  at  the  Walter  Reed  Army 
Medical  Center  and  Brooke  Army  Medical 
Center.  A similar  number  of  senior  res- 
idents from  the  medical  schools  attended  a 
special  course  in  mass  casualty  care  at 
Brooke  this  year. 

The  schools  have  added  many  books, 
slides,  and  films  in  the  field  of  disaster 
medicine  to  stimulate  interest  in  this  area. 

A number  of  schools  have  combined  their 
resources  to  hold  regional  institutes  at  which 
noted  outside  authorities  have  been  invited 
to  lecture.  Others  have  invited  speakers  for 
special  lectures  to  students  and  faculty 
members. 

A number  of  schools  have  held  and 
participated  in  community  disaster  exercises 
in  which  students  and  faculty  were  active 
participants.  These  included  the  use  of 
simulated  casualties  and  the  CDEH  (Civil 
Defense  Emergency  Hospital). 

In  general,  the  program  has  shown  an  in- 
creasing degree  of  interest  of  the  schools  in 
emergency  preparedness  training,  with  a 
considerable  broadening  of  the  scope  of  the 
program  into  areas  other  than  casualty  care, 
including  preventive  medicine,  nutrition, 
communicable  diseases,  and  environmental 
health. 

Support  to  schools  of  dentistry,  veterinary 
medicine,  nursing,  and  other  allied  pro- 
fessional health  disciplines  by  programs 
similar  to  MEND  have  not  been  instituted 
as  yet.  Such  developments  may  be  possible 
in  the  near  future,  with  added  experience 
with  the  medical  school  programs  and 
further  development  of  expanded  function 
training  for  allied  health  workers. 

Training  of  personnel 

Second,  the  training  of  professional 
medical  and  health  workers  has  been  carried 
on  at  the  national  level  and  in  varying  degree 
at  the  state  and  local  levels. 

In  addition  to  members  from  medical 
schools,  a limited  number  of  places  have  been 
made  available  to  physicians  nominated  by 
their  professional  associations  in  the  courses 
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in  mass  casualty  care  given  at  Walter  Reed 
and  Brooke.  Courses  at  the  national  level 
1 have  been  conducted  by  the  Public  Health 
Service  in  health  aspects  of  national  emer- 
gencies. These  have  been  attended  by  med- 
ical and  allied  health  workers  from  all  of 
the  states.  Special  courses  for  nurses,  for 
environmental  hygienists,  and  for  hospital 
I administrators  also  have  been  held. 

Ii  Traming  manuals  and  audio-visual  aids 

I have  been  developed  in  conjunction  with  the 
various  training  courses.  These  have  been 
»l  adapted  for  use  on  state  and  local  level. 

; Training  courses  in  health  aspects  of 
I national  emergency  have  been  given  by  the 
( Public  Health  Service  at  the  state  level  in 
i|  Kentucky,  Maryland,  Delaware,  Virginia, 
< West  Virginia,  Washington,  Michigan, 
Alabama,  Mississippi,  Oklahoma,  Idaho, 

. Alaska,  Utah,  Colorado,  Montana,  Oregon, 
and  Wyoming. 

Several  states  have  organized  training 
i programs  at  the  state  regional  and  local  level 
1 in  environmental  health  and  nursing  fields. 

Exercises  and  demonstrations  of  the 
>'  CDEH  have  been  held  in  conjunction  with 
I all  of  the  courses  mentioned  and  in  many 
other  connections  in  various  parts  of  the 
country.  A number  of  Veteran’s  Ad- 
ministration Hospitals,  Public  Health  Serv- 
« ice  Hospitals,  and  Medical  Schools  have 

I been  active  in  putting  on  CDEH  demon- 
strations. Several  hospital  organizations 
are  organizing  permanent  training  centers 
I for  CDEH  training  to  serve  the  needs  in 
I their  areas. 

I About  100  CDEH  training  hospitals  are 
I now  distributed  to  the  states.  An  ab- 
i breviated  training  unit  of  the  CDEH  has 
(l  been  developed,  which  simplifies  the  trans- 
(j  portation  and  setting  up  of  the  hospital  for 
|l  training  purposes.  Plans  for  procuring  an 
I additional  100  abbreviated  training  units  of 
tl  the  CDEH  in  1964  are  contemplated. 

The  training  of  physicians  to  prepare  them 
ii  for  the  kind  of  medical  care  practice  which 
' wiU  be  necessitated  in  emergencies  by 
limitation  of  personnel,  equipment,  and 
supplies,  and  by  overwhelming  demands  for 
their  services,  is  an  important  need.  The 
development  of  guidelines  to  standardization 
of  austere  medical  treatment  procedures  for 
emergencies  is  one  of  the  concepts  which  is 
probably  most  difficult  for  the  average 
! physician  to  accept,  yet  it  is  vital  to  the 
successful  management  of  the  situation. 


The  training  of  allied  health  workers  in 
expanded  functions  of  their  normal  role  is 
going  on  in  several  locations  to  a limited 
degree.  This  is  an  area  which  needs  con- 
siderable development.  A number  of  states 
stiU  do  not  have  legislation  which  protects 
against  liability  suits  in  training  situations  as 
they  do  in  actual  emergency  situations. 

Training  of  public 

Third,  the  training  of  the  public  in 
developing  their  competency  for  medical 
self-help  in  national  emergencies  has  begun. 
The  development  of  this  program  has 
followed  carefully  the  recommendations 
made  in  the  A.M.A.  report  and  has  had  the 
full  cooperation  and  participation  of  the 
A.M.A.  and  the  medical  profession  as  well 
as  other  groups,  in  its  implementation. 

Conclusion 

Finally,  we  are  now  at  a stage  where  many 
of  the  efforts  in  training  for  preparedness 
must  be  consolidated  and  continued  greater 
emphasis  and  support  given  to  the  training 
of  the  people  at  the  local  level  who  wiU  be 
faced  with  the  need  to  do  the  actual  work. 
The  development  and  updating  of  com- 
munity plans  in  which  the  roles  of  medical 
and  health  personnel  are  clearly  identified 
is  a first  necessary  step.  The  clarification  of 
the  functions  which  wiU  have  to  be  carried 
out  in  these  roles  must  be  made.  Training 
for  understanding  of  the  role  and  function 
and  opportunity  for  technical  training  and 
practice  on  a continuing  basis  is  essential. 

To  this  end,  the  Public  Health  Service  is 
planning  to  assist  the  states  to  a greater 
degree  to  develop  training  programs  to  meet 
the  needs  of  medical  and  health  people  at  the 
local  level  and  to  develop  programs  which 
wUl  permit  training  to  be  carried  on,  on  a 
continuous  basis.  Training  manuals  and 
audio-visual  aids  will  be  developed  to  meet 
aU  the  needs,  including  packets  for  training 
of  allied  health  workers  in  expanded  func- 
tions and  physicians  in  austere  medical  caire 
procedures.  It  is  also  expected  that  support 
for  training  the  public  through  the  Medical 
Self-Help  training  program  will  be  rapidly 
expanded  to  achieve  the  goal  of  training  60 
million  people  in  the  next  five  years,  with 
the  aid  and  support  of  the  medical 
profession. 
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Special  Article 


Artists 
and  Their  Doctors 

HANS  M.  SALZMANN,  M.D. 

New  York  City 


Artists  of  all  ages  and  nations  frequently 
have  depicted  medical  themes.  Assyrian, 
Egyptian,  Greek,  and  Roman  artists;  the 
classical  Dutch  school  of  art:  Rembrandt, 
Jan  Steen,  the  Teniers,  and  the  Brueghels; 
the  Spaniards:  Velasquez,  de  Ribera,  and 
Murillo,  to  name  some;  all  show  the  doctors 
in  practice.  Their  patients  are  the  blind, 
the  leprous,  the  lame,  the  syphilitic,  the 
chlorotic,  the  lovesick,  the  paralytic,  the 
dwarfed,  the  hydrocephalic,  the  poliomye- 
litic, and  the  idiotic. 

Many  doctors  wanted  to  be  remembered. 
They  gave  the  painter  the  commission  for  a 
portrait,  making  themselves  immortal  by 
virtue  of  the  outstanding  ability  of  the 
artist  chosen. 

For  example,  the  Older  Lucas  Cranach 
(1472  to  1553)  painted  Dr.  John  Cuspinian, 
court  physician  to  the  emperor  Maximilian 
I;  Dr.  John  Chambers,  physician  to  Henry 
VIII,  sat  for  Hans  Holbein,  the  Younger 
(1497  to  1543).  One  of  the  truly  great  in 
medicine,  Andreas  Vesalius  (1514  to  1564) 
was  depicted  by  Jan  Stephen  van  Calcar 
(1500  to  1546),  a pupU  of  Titian,  who  was 
his  personal  friend  and  illustrator  of  the 
classic  De  Fabrica  Corporis  Humani.  As 
far  as  we  know,  there  was  no  real  patient- 
doctor  relationship.  The  model  had  a 
pretty  clear  image  of  himself  and  wanted  it 
expressed  by  the  artist  in  the  conventional 
style  of  the  time.  He  paid  handsomely  for 
this  service. 

In  the  following  article  six  artists  are 
chosen  for  presentation  who  had  close 
personal  connections  with  their  doctors. 


which  came  about  through  help  during 
severe  iUness,  through  deep  gratitude  for 
rendered  care,  sometimes  because  the  two 
individuals  had  the  same  ideals,  or  just 
because  Fate  had  thrown  them  together. 

Goya  and  Arrieta^ 

In  his  lively,  dramatic  way  Goya  painted 
himself  in  bed,  hardly  able  to  hold  his  head 
straight,  his  hands  holding  the  bedsheets, 
his  eyes  edematous,  his  gray  hair  damp  with 
sweat.  His  doctor  is  behind  him,  support- 
ing the  dyspneic  patient  with  his  strong 
left  arm,  and  he  is  giving  him  some  medicine 
from  a tumbler.  In  the  green,  violet,  and 
red  of  the  dark  background  we  see  a priest; 
a woman;  his  housekeeper,  Leocardia  Weiss; 
and  a mysterious  head,  perhaps  the  symbol 
of  death. 

At  the  base  of  the  painting  the  dedication 
reads,  as  translated  from  the  Spanish: 
“Goya  thanks  his  friend  Arrieta  for  the 
sureness  and  care  with  which  he  saved  his 
life  from  the  serious  dangerous  illness 
suffered  at  the  end  of  the  year  1819  at  the 
age  of  73.  Painted  1820.”  Goya  lived 
another  eight  years  and  took  his  doctor 
with  him  to  immortality.  The  painting 
hangs  now  in  the  Mirmeapolis  Institute  of 
Arts  and  is  insured  for  $250,000. 

Van  Gogh  and  GacheP-^ 

Dr.  Paul  Gachet,  the  village  physician  in 
Auvers-sur-Oise,  just  outside  Paris,  himself 
a frustrated  artist,  in  his  medical  school 
days  in  Paris  mingled  with  Courbet  and 
Corot.  Later  in  the  cafe  La  Nouvelle 
Athenes  he  rubbed  elbows  with  Renoir, 
Manet,  and  Toulouse-Lautrec.  In  his  vil- 
lage, which  has  become  now  a kind  of  rural 
art  colony,  he  made  friends  with  the  pointi- 
lists  Seurat  and  Sisley,  with  Picasso,  and 
with  the  great  Cezanne.  Many  gave  him 
their  paintings  as  souvenirs.  He  hung 
them  in  his  big  stone  house.  His  touch 
with  immortality  came  when  Picasso  rec- 
ommended to  the  art  dealer  Theo  van 
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Gogh  that  Vincent,  after  his  discharge 
from  the  asylum  at  St.  Remy,  be  placed 
with  Dr.  Gachet  who  knew  about  art  and 
artists.  Psychoanalysis  had  not  then  been 
invented,  yet  Dr.  Gachet,  who  affectionately 
considered  all  artists  a little  mad,  had 
written  an  article  on  “La  Melancolie.” 
He  seemed  to  be  weU  qualified.  At  St. 
Remy  Vincent  had  painted  the  hospital. 
Dr.  Rey,  and  the  chief  orderly,  a man 
“with  a face  of  a bird  of  prey  yet  mitigated 
by  benevolence,”  as  Vincent  wrote  to  Theo. 
Dr.  Gachet  received  a report  from  St. 
Remy.  Vincent  was  pictured  as  asocial 
, and  epileptoid,  a man  with  inherited  de- 
generacies, as  evidenced  by  the  shape  of  his 
I head  and  skull  and  facial  asymmetries,  and 
I a tendency  toward  disorderly  mysticism 
I and  altruism.  The  painter  described  his 
i doctor  to  his  brother  as  sick  and  nervous  as 
I “I  and  You,  but  older,  but  he  is  a complete 
physician,  his  practice  and  his  faith  keep 
, him  going.”  Dr.  Gachet  believed  in  oc- 
I cupational  therapy  and  ordered  Vincent 
I to  paint  and  paint.  With  the  doctor 
j looking  over  his  shoulder  he  painted  the 
1 cypresses  of  the  doctor’s  garden,  Gachet’s 
I daughter  playing  the  piano,  and  the  doctor 
I himself  in  his  white  marine  cap  and  blue 
: I jacket,  with  his  blond  goatee  cupped  in  his 
' hand.  The  doctor  was  well  satisfied  and 
'■  approved  his  portrait  completely,  as  Vin- 
I cent  wrote  his  brother,  Theo. 

' After  an  imhappy  love  affair  with  Mile. 
Gachet,  Van  Gogh  moved  to  the  home  of 
; the  restaurateur,  Ravoux.  He  continued 
I to  paint:  his  landlord’s  daughter,  the 
i church,  the  chateau,  and  the  wheatfield 
with  the  ominous  crows  flying  over  it. 

I Then  came  the  fateful  day  when  Vincent 
! borrowed  Ravoux’  pistol  to  shoot  the 
crows.  On  July  27,  1890,  he  walked  out. 

I A farmer  saw  him  sitting  in  a tree,  heard 
i him  mutter  “It  is  impossible.”  He  shot  him- 
self through  the  right  chest,  walked  quietly 
home,  and  climbed  up  to  his  room  over 
the  restaurant.  Dr.  Gachet  was  called; 

I alarmed,  he  telegraphed  Theo  who  came  at 
' once,  sat  at  his  dying  brother’s  bedside,  put 
1 his  head  next  to  his,  and  asked  him,  “Why 
j did  you  do  it?”  The  answer  was  “La 
1 tristesse  durait  toujours.”  The  faithful 
I doctor-friend  sketched  Vincent  on  his  death- 
i bed.  Gachet  lies  buried  not  far  from  Vincent 
i and  Theo  in  a place  where  sunflowers  tremble 
■ in  the  mild  breeze. 


Our  story  has  a touching  and  fitting 
epilogue.  The  old  doctor’s  son,  Paul, 
who  greatly  resembled  his  father,  was 
seventeen  at  the  time  of  Vincent’s  death; 
he  had  accompanied  his  father  to  Vincent’s 
room  on  that  fateful  day.  After  his 
father’s  death  he  lived  in  dignity  and 
seclusion  without  telephone,  electricity,  or 
servants  in  his  father’s  big  stone  house. 
He  had  little  money,  but  did  not  care. 
Not  long  ago  he  presented  his  father’s 
collection  of  paintings  worth  more  than  200 
million  francs  to  the  Jeu  de  Fannie  Museum 
in  Paris. 

Toulouse-Lautrec  and  his  doctors®~^=* 

Henri  Toulouse-Lautrec  was  a pseudo- 
achondroplastic  dwarf  with  epiphysial  dys- 
plasia and  dystrophia  with  fractures  of  both 
femora  at  the  time  of  pubescence.  He 
had  many  imfortimate  experiences  with 
medical  men  as  a patient  and  many  gratify- 
ing ones  as  an  artist.  His  interest  in 
medicine  was  close  to  pathological;  he 
expressed  himself  to  a friend,  “If  I were  not 
a painter,  I would  like  to  be  a physician.” 

When  he  arrived  in  Paris  in  1882,  Monet, 
Pissarro,  Renoir,  Seurat,  and  Degas  at- 
tracted him.  He  met  Van  Gogh,  Cezanne, 
and  Gauguin.  Dr.  Henri  Bourges,  with 
whom  he  roomed,  was  an  old  schoolmate; 
he  often  accompanied  him  on  his  hospital 
rounds.  The  doctor  was  more  interested 
in  research  than  in  practice  and  observed 
his  friend  closely.  He  almost  certainly 
used  his  “case”  in  his  1897  published  book 
L’ Hygiene  de  Syphilique. 

Toulouse-Lautrec  had  already  become  an 
accomplished  artist  when  another  doctor 
arrived  in  Paris  to  complete  his  medical 
education,  Lautrec’s  cousin.  Dr.  Gabriel 
Tapie  de  Celeyran.  Gabriel  became  Lau- 
trec’s faithful  friend  and  willing  slave  and 
accompanied  him  on  his  nocturnal  rounds 
through  the  dives  and  high  spots  of  Mont- 
martre. The  “heavenly  twins”  were  in- 
separable. “The  Table  of  the  Moulin 
Rouge”  shows  Gabriel,  the  top-hatted, 
stooped-down  giant,  and  the  tiny  bowler- 
wearing  Lautrec,  with  La  Goulue  tidying 
her  red  hair  in  the  background.  This  is 
one  of  Toulouse-Lautrec’s  most  famous 
paintings. 

Gabriel  introduced  his  cousin  to  one  of 
the  greatest  surgeons  of  aU  times.  Dr. 
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Jules  Emile  Pean  who,  ironically  in  his 
young  days,  had  wished  to  become  a painter. 
Pean  was  an  inventor  of  many  surgical 
instruments,  especially  a hemostatic  forceps, 
still  in  use  and  bearing  his  name.  He  was 
an  illustrious  teacher  and  a daring,  skillful 
operator  who  fascinated  Lautrec.  The  sur- 
geon “rummaged  in  stomachs  as  other 
people  do  in  their  pockets  when  looking 
for  change.”  In  1891  Toulouse-Lautrec 
painted  two  pictures  of  operations  by  Pean. 
One  shows  the  entire  room  and  contains  a 
dozen  figures;  Pean  himself  is  standing  with 
his  back  turned,  hiding  the  inert  body  of  his 
patient  so  that  the  gory  details  of  the 
operation  are  not  visible.  Other  surgeons, 
including  Dr.  Delauney  and  Dr.  Baumgart- 
ner, are  sitting  about  with  several  interns 
and  nin*ses  in  attendance.  Another  paint- 
ing is  “Une  Operation  de  Tracheotomie.” 
The  artist  made  at  least  80  drawings  in 
pencil  and  ink  of  scenes  at  the  Hopital 
Internationale  and  the  Hopital  St.  Louis. 
Most  of  them  depict  Pean  in  various  poses: 
operating,  demonstrating,  lecturing,  and 
washing  his  hands.  Others  show  doctors, 
among  them  cousin  Gabriel. 

The  artist  designed  a title  page,  a com- 
position containing  a mask  and,  enclosed 
in  a decorative  pattern,  a skull,  for  the 
journal  La  Chronique  Medicale,  founded  in 
1891  by  Dr.  Cabanes.  The  design  was 
rejected  as  too  macabre  but  was  published 
after  the  artist’s  death  in  La  Chronique 
Medicale  in  February,  1892,  together  with 
other  drawings  of  hospital  scenes  by  Tou- 
louse-Lautrec. An  article  entitled  “La  Med- 
ecine  et  I’Art:  Toulouse-Lautrec  chez  Pean,” 
by  Louise-Numa  Baragon  is  illustrated  by 
Lautrec.  In  1901  he  painted  “Un  Examen 
a la  Faculte  de  Medecine”  showing  Dr. 
Robert  Wartz  and  Dr.  Fournier  seated  at  a 
table  giving  Gabriel  his  entrance  examina- 
tion. 

The  artist’s  contributions  to  medical 
art  are  not  as  well  known  as  is  his  own  case 
history  to  literature.  His  self-mocking  was 
a kind  of  self-defense.  Rejected  and  de- 
spised by  many  normal  persons,  he  was 
attracted  by  and  associated  with  people 
who  were  physically  and  mentally  deformed. 
He  lived  for  days  with  them  in  bordellos, 
a kind  of  retreat  in  which  he  could  relax 
and  be  happy  and  show  off  his  sexual 
prowess.  He  had  extremely  large  genitalia, 
as  shown  in  a self  portrait  which  is  not 


generally  accessible,  a cartoon  of  his  own 
miserable  self.  He  painted  the  girls  not 
only  in  the  parlor  waiting  for  their  cus- 
tomers, but  also  queued  up  for  medical 
inspection.  He  drew  and  painted  jockeys 
with  their  thin  and  short  legs  and  athletes 
with  their  big  faces  and  small  heads,  iden- 
tifying himself  obviously  with  their  deformed 
ugliness. 

His  life  came  to  a close  after  years  of 
excess.  He  broke  down.  His  doctors  in  | 
the  asylum- — ^Duprex,  Seglos,  and  Seme-  ^ 
largue — noticed  his  slight  tremor  and  some  I 
uncertainty  in  memory.  He  felt  himself 
persecuted  by  his  art  dealers.  He  flooded 
his  studio,  which  he  imagined  infested  by  i 
microbes,  with  kerosene.  In  1899,  after 
his  discharge  in  the  care  of  his  guardian, 
he  wanted  to  prove  his  good  mental  condi- 
tion and  threw  himself  into  a frenzy  of 
creative  activity,  producing  50  works,  39 
of  which  were  of  the  circus  cyclus.  : 

Utterly  exhausted,  he  followed  his  faith- 
ful, always  loving  mother  to  the  paternal 
castle,  where  he  died  on  September  9,  1901. 

He  had  mixed  many  drinks  in  his  short 
life;  but  Fate  had  mixed  for  him  an  intoler- 
able deadly  potion  out  of  the  deforming,  stig- 
matizing disease  which  had  led  him  to  a pas- 
sionate, reckless,  exaggerated  life,  drowned 
in  alcohol  but  blessed  with  an  artistic 
genius  and  passion  which  ranked  him 
among  the  great  in  the  field  of  art. 

The  Kollwitz  familyi^-^® 

Kathe  Schmidt  was  the  daughter  of  an 
East  Prussian  mason  who  had  turned 
preacher.  When  she  married  Dr.  Karl 
KoUwitz,  she  came  into  contact  with  his 
world  of  the  sick  from  the  slums  in  Berlin. 

In  his  waiting  room  she  observed  “les 
miserables”  who  lived  in  poverty  and  op- 
pression. She  chose  clearly  and  irrevocably 
the  side  of  the  needy,  the  imfortunate,  the 
helpless.  In  her  artistic  work  she  created 
with  her  heart’s  blood  the  mother  looking 
into  the  sad  eyes  of  her  starving  children, 
who  nestled  in  her  thin  arms  and  hung  to 
her  threadbare  skirts.  She  felt  profoundly 
that  she  had  the  right  as  an  artist  to  draw 
out  from  everything  whatever  “gefiihlsge- 
halt”  was  in  it.  She  expressed  this  feeling 
in  her  touching  diary  and  with  her  graphic 
work  in  black  and  white  or  in  stone,  an 
outcry  of  compassion  against  injustice  and 
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lethargy,  the  “tragheit  des  herzens.” 
Whatever  her  husband,  Karl,  and  their 
doctor-son,  Hans,  had  done  day  by  day  in 
their  medical  practice  to  help,  Kathe 
Kollwitz  had  done  it  with  them,  in  her 
special  field.  She  shrugged  off  the  dis- 
regard of  the  Kaiser,  her  expulsion  from  the 
Academy  of  Arts  by  Hitler;  to  her  these 
seemed  only  confirmations  that  she  was  right. 

The  death  of  her  son,  Peter,  in  action 
in  World  War  I and  of  his  namesake,  her 
grandson,  in  World  War  II,  made  her  work 
a sublime  “conservation  with  death”  in 
graphic  stone  and  the  written  word,  just  as 
it  did  her  doctors  in  practice.  On  his 
fiftieth  birthday  she  gave  her  son,  Hans,  a 
drawing  showing  her  husband  reading  to  her 
under  a kerosene  lamp  in  her  early  peaceful 
days.  She  drew  posters  opposing  hunger, 
exploitation,  and  profiteering  in  the  black 
days  of  defeat  after  World  War  I,  and  during 
the  revolution,  using  her  husband  and  his 
patients  as  models,  she  drew  a mother  on  her 
deathbed  watched  by  her  three  tearless 
children. 

And  so  she  spent  her  life  blood  in  service 
to  others,  as  did  the  good  doctors  in  her 
family. 

Liebermann  and  Sauerbruch^^ 

Prof.  Ferdinand  Sauerbruch,  the  origina- 
tor of  modern  thoracic  surgery,  was  a 
friend  and  neighbor  of  Prof.  Max  Lieber- 
mann of  the  Academy  of  Arts  in  Berlin. 
One  night  he  was  called  to  the  bedside  of 
his  eighty-year-old  friend,  and  the  diagnosis 
was  an  incarcerated  inguinal  hernia.  The 
famous  painter  was  brought  by  ambulance 
to  the  Charite  and  because  of  the  shortage 
of  beds  was  laid  down  in  Sauerbruch’s 
office.  When  the  doctor  bent  over  him  for 
re-examination,  Liebermann  glanced  at  him 
and  said  in  his  Berlin  dialect,  “Sauerbruch, 
you  have  a funny  face  (visage),  this  is  the 
most  remarkable  face  I ever  saw.  I have  to 
sketch  you;  give  me  pencil  and  paper.” 
And  the  old  gentleman,  sick  as  he  was, 
started  the  sketch.  While  working  the 
art  professor  asked  the  medical  professor, 
“What  did  the  doctors  do  in  the  old  days 
in  a case  like  mine?”  “They  himg  him  up 
with  the  head  down;  maybe  the  hernia  will 
slip  back  in  the  abdomen,”  answered 
Sauerbruch.  Liebermann  insisted  they  try 
this  treatment,  and  sure  enough,  the 


maneuver  succeeded,  the  hernia  disap- 
peared, and  an  operation  was  called  off. 

Liebermann  used  the  sketch  to  do  a full 
portrait  of  his  doctor,  titled  “The  Surgeon,” 
which  was  later  acquired  by  the  British 
Museum.  Sauerbruch  received  the  sketch 
from  his  grateful  patient. 


Dufy  and  Homburger'^.'s 

Freddy  Homburger,  M.D.,  Professor  of 
Medicine  at  Tufts  University  School  of 
Medicine,  author  of  Medical  Care  of  the 
Aged  and  Chronically  III,  is  a man  with  many 
interests.  He  started  painting  as  a medical 
student  in  Switzerland.  In  1950,  the  be- 
ginning of  the  cortisone  era,  he  invited 
Raoul  Dufy  to  come  to  Boston  for  treat- 
ment for  his  severe  crippling  arthritis. 
Dufy  came  loaded  with  French  cognac  and 
wine.  He  exchanged  for  the  doctor’s  med- 
ical advice  and  care  a few  artistic  pointers. 
As  his  arthritic  condition  improved,  Dufy 
sketched  with  pen  and  ink  the  hospital 
routine,  his  own  experience  as  a patient,  the 
garage  of  wheel  chairs,  and  a visit  of  Dr. 
Homburger  with  him.  In  gratitude  for 
having  given  him  back  his  ability  to  hold 
and  use  his  brushes,  Dufy  presented  Dr. 
Homburger  with  one  of  his  own  brushes. 

They  corresponded  until  the  artist’s 
death  in  1953.  In  1955  the  works  of  art  of 
both  were  exhibited,  Homburger  in  Saint 
Etienne  and  Dufy  at  Peris  in  New  York  City. 

514  Cathedral  Parkway,  New  York  25 
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Abstracts 


Friedman,  J.  H.,  Dutchen,  W.,  and  Dress- 
ier, D.  M.:  Unrecognized  major  organic  dis- 

ease in  a geriatric  mental  hygiene  clinic,  New 
York  State  J.  Med.  63:  2339  (Aug.  15)  1963. 

Of  105  patients  admitted  for  psychotherapy 
in  the  Geriatric  Mental  Hygiene  Clinic  of  Leba- 
non Hospital,  6 were  found  to  have  serious  or- 
ganic disease  distinct  from  their  mental  disor- 
ders. The  organic  disease  was  detected  by  the 
admitting  or  treating  psychiatrist  and  confirmed 
by  the  internists  connected  with  the  Clinic.  As 
a result,  the  procedure  in  the  Clinic  now  includes 
a comprehensive  medical  work-up  before  psy- 
chotherapy is  initiated. 

Coleman,  D.  J.,  and  Rodbard,  S.:  Analysis 

of  transients  in  cardiovascular  sounds.  New 
York  State  J.  Med.  63:  2345  (Aug.  15)  1963. 

A method  for  the  utilization  of  the  high-fre- 
quency components  for  the  detection  and  timing 
of  the  transient  impacts  in  the  cardiac  cycle  was 
tried  in  17  normal  subjects.  Heart  sounds  and 
murmurs,  containing  significant  information 
concerning  the  pumping  mechanics  of  the  heart 
and  commonly  lost  because  of  the  resonance 
characteristics  of  the  recording  system,  were  de- 
tected. The  method  is  useful  in  determining 
precise  timing  of  the  interrelationship  of  the  sev- 
eral cardiac  valvular  elements. 


Money,  J.:  Problems  in  sexual  development; 

endocrinologic  and  psychologic  aspects.  New 
York  State  J.  Med.  63:  2348  (Aug.  15)  1963. 


Coronary  disease  prevalent 

Among  “healthy”  middle-aged  men,  about 


In  problems  of  sexual  development  the  follow- 
ing independent  variables  are  involved:  chromo- 
somal, gonadal,  and  hormonal  sex;  sex  of  inter- 
nal and  external  organs;  sex  of  assignment  and 
rearing;  and  gender  role  and  identity.  The 
management  of  hermaphroditism  is  limited  to 
surgery,  hormones,  and  psychology  and  is  di- 
rected toward  bringing  about  the  greatest  degree 
of  harmony  between  assigned  sex  and  the  other 
variables.  Hormonal  problems  of  puberty  in- 
clude precocity,  incongruity,  and  failure  or  de- 
lay; treatment  depends  on  the  specific  cause  and 
individual  patient,  and  the  psychologic  aspect 
is  as  important  as  the  hormonal.  Develop- 
mental problems  of  adulthood  particularly  in- 
clude conception  and  pregnancy. 

Lasser,  R.  P.,  and  Friedberg,  C.  K.:  Newer 
acidifying  agents  and  mercurial  diuretics  in  the 
treatment  of  refractory  edema.  New  York 
State  J.  Med.  63:  2355  (Aug.  15)  1963. 

Thirty-seven  hospitalized  patients  with  re- 
fractory edema  due  to  congestive  heart  failure  or 
cirrhosis  were  treated  with  L-lysine  monohydro- 
chloride or  L-arginine  monohydrochloride.  Both 
agents  produced  the  desired  metabolic  acidosis, 
hyperchloremia,  and  increased  chloride  excre- 
tion in  the  urine  and  were  well  tolerated.  Two 
subsequent  injections  of  meralluride  produced 
satisfactory  diuresis.  The  side-eflFects  were  diar- 
rhea and  cramps,  with  gastrointestinal  bleeding 
in  1 patient  receiving  anticoagulants.  The  agents 
were  similar  in  effectiveness,  although  the  lysine 
compound  was  better  tolerated  than  the  argi- 
nine compound. 


2 of  every  100  have  undetected  coronary 
disease,  according  to  Patterns  of  Disease,  a 
Parke,  Davis  & Company  publication  for  the 
medical  profession. 
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Abstracts  in  Interlingua 


Friedman,  J.  H.,  Dutchen,  W.,  e Bressler, 

D.  M.:  Non-recognoscite  major  morbo  organic 

in  un  clinica  geriatric  de  hygiene  mental  (an- 
glese).  New  York  State  J.  Med.  63:  2339  (15 
de  augusto)  1963. 

De  105  patientes  admittite  pro  psychotherapia 
al  Clinica  Geriatric  de  Hygiene  Mental  del  Hos- 
pital Libano,  6 esseva  recognoscite  como  por- 
tatores  de  serie  morbo  organic  distincte  ab  lor 
disordine  mental.  Le  morbo  organic  esseva  de- 
tegite  per  le  psychiatro  de  admission  o de  tracta- 
mento  e confirmate  per  le  internista  connectite 
con  le  Clinica.  Como  resultato  de  iste  constata- 
tion,  le  routine  del  Clinica  nunc  include  un  com- 
prehensive scrutinio  medical  ante  le  initiation 
del  psychotherapia. 

Coleman,  D.  J.,  e Rodbard,  S.:  Analyse  de 

transientes  in  sonos  cardiovascular  (anglese). 
New  York  State  J.  Med.  63:  2345  (15  de  au- 
gusto) 1963. 

Un  methodo  pro  le  utilisation  del  componentes 
alti-frequential  pro  le  detection  e chronome- 
trage  de  transiente  impactos  in  le  cyclo  cardiac 
esseva  essayate  in  17  subjectos  normal.  Esseva 
detegite  sonos  e murm vires  cardiac  que  contineva 
significative  information  concernente  le  mechan- 
ica  de  pvimpage  del  corde  sed  que  es  commun- 
mente  perdite  a causa  del  characteristicas  resonan- 
tial  del  systema  registrator!.  Le  methodo  es 
utile  in  determinar  le  precise  chronometria  del 
interrelationes  del  diverse  elementos  de  valvula 
j cardiac. 

j Money,  J.:  Problemas  de  disveloppamento 

sexual;  aspectos  endocrinologic  e psychologic 
(anglese).  New  York  State  J.  Med.  63:  2348 
(15  de  augusto)  1963. 


In  problemas  de  disveloppamento  sexual  le 
sequente  independente  variabiles  es  interessate: 
sexo  chromosomal,  gonadal,  e hormonal;  sexo 
del  interne  e externe  organos;  sexo  de  ascription 
e education;  e subjective  rolo  e identitate  de 
genere.  Le  tractamento  de  hermaphroditismo 
es  restringite  a chirurgia,  hormones,  e psy- 
chologia  e visa  a effectuar  le  plus  alte  grado  pos- 
sibile  de  harmonia  inter  le  sexo  ascribite  e le  al- 
tere  variabiles.  Problemas  hormonal  del  puber- 
tate include  precocitate,  incongruitate,  e tardivi- 
tate.  Le  tractamento  depende  del  etiologia  speci- 
fic e del  patiente  individual,  e le  aspectos  psy- 
chologic es  tanto  importante  como  le  aspectos 
hormonal.  Problemas  de  disveloppamento  in  le 
adultos  include  in  particular  le  conception  e le 
pregnantia. 

Lasser,  R.  P.,  e Friedberg,  C.  K.:  Recente 

agentes  acidificante  e diureticos  mercurial  in  le 
tractamento  de  edema  refractor!  (anglese).  New 
York  State  J.  Med.  63:  2355  (15  de  augusto) 
1963. 

Trenta-septe  hospitalisate  patientes  con 
edema  refractor!  causate  per  congestive  disfalli- 
mento  cardiac  o per  cirrhosis  esseva  tractate  con 
L-lysina-monohydrochloruro  o L-arginina-mono- 
hydrochloruro.  Ambe  iste  agentes  produceva  le 
desirate  acidosis  metabolic,  hyperchloremia,  e 
augmento  del  excretion  urinari  de  chloruro  e es- 
seva ben  tolerate.  Duo  subsequente  injec- 
tiones  de  meraUurido  produceva  satisfacente 
grados  de  diuresis.  Le  adverse  effectos  secund- 
ari  esseva  diarrhea  e crampos,  con  sanguination 
gastrointestinal  in  1 patiente  qui  recipeva  anti- 
coagulantes.  Le  duo  agentes  esseva  simile  in 
lor  grados  de  efficacia,  ben  que  le  composite  a 
lysina  esseva  melio  tolerate  que  le  composite  a 
arginina. 


August  15, 1963  / New  York  State  Journal  of  Medicine  2427 


Necrology 


Max  G.  Birnbaum,  M.D.,  of  the  Bronx,  died 
on  November  19,  1962,  at  the  age  of  sixty-three. 
Dr.  Birnbaum  graduated  in  1923  from  Colum- 
bia University  College  of  Physicians  and 
Surgeons.  He  was  an  adjunct  pediatrician  at 
Bronx  Hospital.  Dr.  Birnbaum  was  a member 
of  the  Bronx  Pediatric  Society,  the  Bronx 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  Dennis  Cooney,  M.D.,  of  West  Islip, 
retired,  died  on  June  25  at  Southside  Hospital, 
Bayshore,  at  the  age  of  eighty-one.  Dr. 
Cooney  graduated  in  1908  from  Long  Island 
CoUege  Hospital  Medical  School.  He  was  an 
honorary  consulting  urologist  at  St.  John’s 
Long  Island  City  Hospital  and  emeritus  director 
of  urology  at  French  Hospital.  Dr.  Cooney  was 
a Diplomate  of  the  American  Board  of  Urology, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Urological 
Association,  the  New  York  Academy  of  Med- 
icine, the  New  York  Society  of  the  American 
Urological  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Julien  Dean,  M.D.,  of  Freeport,  died  on 
April  20  at  the  age  of  eighty-three.  Dr.  Dean 
graduated  in  1904  from  Long  Island  College 
Hospital  Medical  School.  He  was  a member  of 
the  Nassau  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Gunter  Morris  Elias,  M.D.,  of  New  York 
City,  died  on  December  13,  1962,  at  the  age  of 
fifty-six.  Dr.  Elias  received  his  medical  de- 
gree from  the  University  of  Breslau  in  1930. 
He  was  an  associate  attending  gastroenter- 
ologist at  Sydenham  Hospital,  an  associate 
attending  physician  in  internal  medicine  at 
Flower  and  Fifth  and  Metropolitan  Hospitals 
and  Bird  S.  Coler  Memorial  Hospital  and 
Home.  Dr.  Elias  was  a member  of  the  Amer- 
ican Geriatrics  Society,  the  New  York  Academy 
of  Gastroenterology,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Peter  Feldmann,  M.D.,  of  Jackson  Heights, 
died  on  October  17,  1962,  at  the  age  of  sixty- 
seven.  Dr.  Feldmann  received  his  medical 
degree  from  the  University  of  Bern  in  1927. 
He  was  an  attending  physician  at  the  Veterans 


Administration  Out-Patient  Clinic  in  Brooklyn. 
Dr.  Feldmann  was  a member  of  the  Medical 
Society  of  the  County  of  Queens  and  the 
Medical  Society  of  the  State  of  New  York. 

George  Philip  Heckel,  M.D.,  of  Rochester, 
died  on  May  2 at  the  age  of  fifty-four.  Dr. 
Heckel  graduated  in  1934  from  the  University 
of  Rochester  School  of  Medicine  and  Dentistry. 
He  was  a senior  associate  attending  obstetrician 
and  gynecologist  at  Strong  Memorial  Hospital, 
a consulting  obstetrician  and  gynecologist  at 
Genesee  Hospital,  a consulting  gynecologist  at 
Lakeside  Memorial  Hospital  (Brockport),  and 
a consulting  obstetrician  and  gynecologist  at 
Highland  Hospital  of  Rochester.  Dr.  Heckel 
was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a FeUow  of  the 
American  College  of  Obstetricians  and  Gyne- 
cologists, and  a member  of  the  American  Society 
for  the  Study  of  Sterility,  the  American  Geriat- 
rics Society,  the  Endocrine  Society,  the  Roches- 
ter Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Samuel  Nitsberg,  M.D.,  of  the  Bronx,  died 
on  November  28,  1962,  at  the  age  of  sixty- 
three.  Dr.  Nitsberg  graduated  in  1921  from 
New  York  University  and  Bellevue  Hospital 
Medical  College.  He  was  a member  of  the 
Bronx  County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Hirsch  Sagan,  M.D.,  of  Forest  HiUs,  died 
on  November  21,  1962,  at  the  age  of  seventy- 
two.  Dr.  Sagan  received  his  medical  degree 
from  the  University  of  Vienna  in  1914.  He  was 
a member  of  New  York  County  Medical  Society 
and  the  Medical  Society  of  the  State  of  New 
York. 

Herbert  Northrup  Squier,  M.D.,  of  South 
Duxbury,  Massachusetts,  formerly  of  Utica, 
died  on  July  7 at  the  age  of  eighty-five.  Dr. 
Squier  graduated  in  1904  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an 
attending  gynecologist  at  St.  Luke’s-Memorial 
Hospital  Center.  Retired,  he  was  one  of  the 
founders  of  Blue  Cross  and  the  Utica  Hospital 
Plan,  was  the  first  doctor  in  Utica  to  use  in- 
travenous technics  for  the  treatment  of  syphilis 
(1912),  and  also  the  first  to  use  sulfa  drugs 
locally  for  the  treatment  of  pneumonia 
(1937).  Dr.  Squier  was  a member  and  former 
president  of  the  Utica  Academy  of  Medicine, 
a member  and  former  president  of  the  Oneida 


2428  New  York  State  Journal  of  Medicine  / August  15,  1963 


County  Medical  Society,  and  a member  of  the 
Medical  Society  of  the  State  of  New  York  and 
the  American  Medical  Association. 

I Ira  P.  Trevett,  M.D.,  of  Orchard  Park,  died 
on  May  23  at  the  age  of  ninety-one.  Dr. 
Trevett  graduated  in  1901  from  the  University 
I of  Buffalo  School  of  Medicine.  He  was  an 
, honorary  member  of  the  medical  staff  of  Our 
Lady  of  Victory  Hospital.  Dr.  Trevett  was  a 
member  of  the  Buffalo  Academy  of  Medicine, 
the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

I Cecil  Charles  Whittemore,  M.D.,  of  Ilion, 
j died  on  June  2 at  Ilion  Hospital  at  the  age  of 
I eighty-six.  Dr.  Whittemore  graduated  in  1914 
I from  Albany  Medical  College.  He  was  an 
I honorary  physician  at  Ilion  Hospital.  He 
was  believed  to  have  been  senior  coroner  in  the 
i State,  having  been  elected  first  as  Herkimer 
! County  coroner  in  1934.  In  1932  he  served  as 
' Ilion  school  physician  and  was  an  official  ex- 
I aminer  for  the  New  York  Central  Railroad. 

I Dr.  Whittemore  was  a member  of  the  Utica 
. Academy  of  Medicine,  the  Herkimer  County 


Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Paul  M.  Wood,  M.D.,  of  Highland  FaUs, 
died  on  May  29  at  the  age  of  sixty-eight.  Dr. 
Wood  graduated  in  1922  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  associate-in-anesthesiology  at  Lenox 
Hill  Hospital,  a consulting  anesthetist  at 
French,  St.  Vincent’s,  Peekskfil,  Cornwall, 
Northern  Westchester  (Mt.  Kisco),  and  Veter- 
ans Administration  (Castle  Point)  Hospitals. 
He  was  the  ninth  person  to  be  certified  as  a 
Fellow  of  the  American  College  of  Anesthesi- 
ologists, the  eighth  Diplomate  of  the  American 
Board  of  Anesthesiology,  and  in  1945  he  was  the 
first  person  to  receive  the  Distinguished  Serv- 
ice Award  of  the  American  Society  of 
Anesthesiologists,  Inc.  Dr.  Wood  was  also  a 
member  of  the  American  Society  of  Anesthesi- 
ologists, Inc.,  the  New  York  Academy  of  Med- 
icine, the  New  York  State  Society  of  Anesthesi- 
ologists, the  Orange  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


I 


Medical  Meetings 


jAmerican  Thoracic  Society 

I The  American  Thoracic  Society  will  hold  its 
iannual  meeting  May  25  through  27,  1964,  in 
New  York  City.  The  Medical  Sessions  Com- 
mittee is  currently  inviting  the  submission  of 
'papers  on  all  scientific  aspects  of  tuberculosis 

Material  for  inclusion  in  the  medical  meeting  section  must 
oe  receiveti  six  weeks  prior  to  publication  date. 


and  nontuberculous  respiratory  and  cardio- 
pulmonary diseases  for  presentation  at  that 
time.  Membership  in  the  Society  is  not  a pre- 
requisite to  participation  on  the  program. 

Abstracts  of  papers  should  be  submitted  be- 
fore January  6,  1964.  Information  on  prepara- 
tion and  submission  of  abstracts  may  be  ob- 
tained frorn  the  American  Thoracic  Society, 
1790  Broadway,  New  York  19,  New  York. 
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Medical  Neivs 


Doctors  warned  on  drug 

Roche  Laboratories  has  issued  a warning  to 
physicians  on  the  possible  dangerous  results  of 
use  of  the  drug  phytonadione  (Konakion  in- 
jectable) . Five  patients  receiving  phytonadione 
by  intravenous  administration  experienced  seri- 
ous reactions,  including  one  fatahty. 

Therefore,  the  elimination  of  the  intravenous 
use  of  the  product  is  advocated.  In  an  emer- 
gency situation,  such  as  actual  hemorrhage, 
the  treatment  of  first  choice  is  the  administration 
of  whole  blood  or  plasma.  Phytonadione  may 
then  be  administered  intramuscularly. 

Physicians  are  requested  to  submit  to  Roche 
Laboratories,  Nutley,  New  Jersey,  or  to  the 
Food  and  Drug  Administration  reports  of  all 
side-effects  and  aU  adverse  reactions  encountered 
in  patients  during  or  subsequent  to  the  adminis- 
tration of  phytonadione  injectable. 

Towns  receive  grants 

The  city  of  Troy  and  the  towns  of  Brunswick, 
North  Greenbush,  and  Schaghticoke  in  Rensse- 
laer Coimty  have  received  a State  grant  of 
$114,728  for  a comprehensive  study  of  sewerage 
needs,  according  to  Hollis  S.  Ingraham,  M.D., 
New  York  State  Health  commissioner. 

Another  grant  for  $49,668  was  awarded  to  the 
Joint  Municipal  Sm'vey  Committee  of  Utica, 
New  York  Mills,  Yorkville,  Whitesboro,  and 
Whitestown,  Oneida  County.  A grant  for 
$7,900  was  awarded  to  the  town  of  Chenango, 
Broome  County. 

Seventeen  such  studies  totahng  $998,104  have 
been  contracted  for  since  the  aid  program  began 
in  1962.  The  grants  are  to  encourage  com- 
prehensive planning  of  treatment  facUities 
within  drainage  basins  and  areas  with  common 
water  resource  problems. 

The  State  pays  the  full  cost  of  any  study  it 
approves  for  a municipal  agency  or  group  of 
municipalities.  Municipalities  must  then  study 
their  long-range  sewage  treatment  needs  and 
plan  accordingly  for  new  or  modernized  facilities. 

Bowen-Brooks  scholarship 

In  the  current  year  the  New  York  Academy 
of  Medicine’s  committee  on  medical  education 
wiU  award  one  scholarship  grant  in  the  amount 
of  $5,600  for  the  academic  year  1964-1965. 

This  scholarship  was  estabhshed  by  the  donor 
to  provide  aid  for  advanced  study  abroad  in  a 
clinical  subject  in  preparation  for  the  practice  of 
medicine  or  surgery  in  any  of  their  branches. 

As  stipulated  by  the  donor  of  the  fund,  candi- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


dates  must  be  male  interns  or  residents  in 
voluntary,  municipal  or  Veterans  Administration 
hospitals  in  New  York  City. 

The  course  of  study,  the  auspices  under  which 
it  is  to  be  taken,  and  the  place  or  places  where 
the  study  is  to  be  pursued  must  receive  the  ap- 
proval of  the  committee.  Applicants  are  favored 
who,  from  their  records,  show  themselves 
capable  of  advanced  work  in  clinical  medicine. 
The  committee  stipulates  that  the  study  be 
pursued  abroad,  preferably  in  Great  Britain  or 
in  continental  Europe. 

Apphcations  for  this  scholarship  must  be 
submitted  by  November  1.  Candidates  may 
secure  application  forms  by  addressing  Aims  C. 
McGuinness,  M.D.,  Executive  Secretary  for 
Medical  Education,  The  New  York  Academy  of 
Medicine,  2 East  103rd  Street,  New  York  29, 
New  York. 

Course  in  hypnosis 

College  of  Physicians  and  Surgeons-Columbia 
University  announces  a new  postgraduate 
course  in  hypnosis  to  be  given  under  the  direc- 
tion of  H.  Spiegel,  M.D.,  on  six  Saturdays  from 
9:00  to  12:00  in  the  morning  and  2:00  to  5:00 
in  the  afternoon  from  October  19  through 
November  23. 

The  course  is  open  to  psychiatrists  as  well  as 
to  other  specialists  in  medicine.  A personal  in- 
terview may  be  required  for  admission,  and 
registration  is  limited. 

For  application  forms,  write  to:  Melvin  D. 
Yahr,  M.D.,  Assistant  Dean,  College  of  Physi- 
cians and  Surgeons,  630  West  168th  Street,  New 
York  32,  New  York. 

Cancer  chemotherapy  course 

The  Sloan-Kettering  Institute  for  Cancer 
Research,  the  Memorial  and  James  Ewing 
Hospitals,  and  the  Sloan-Kettering  Division, 
Graduate  School  of  Medical  Sciences,  Cornell 
University  Medical  College  announce  a one- 
week  course  in  cancer  chemotherapy  to  be  given 
October  28  through  November  2. 

The  course  will  review  the  chnical  problems 
and  recent  advances  in  the  chemotherapeutic 
management  of  the  leukemias,  lymphomas,  and 
the  major  forms  of  carcinoma.  It  will  include 
pharmacologic  technics;  methods  for  the  clini- 
cal evaluation  of  potential  chemotherapeutic 
agents;  and  a review  of  the  chemistry  pharma- 
cologic effects,  and  clinical  applications  of  the 
polyfunctional  alkylating  agents,  the  anti- 
metabolites, steroid  hormones,  and  miscel- 
laneous agents  in  the  treatment  of  cancer.  The 
course  is  principally  designed  for  physicians 
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interested  in  cancer  chemotherapy. 

Applications,  including  a brief  summary  of 
the  applicant’s  clinical  training  and  ciurent 
appointments,  should  be  made  to  David  A. 
Karnofsky,  M.D.,  Sloan-Kettering  Institute  for 
Cancer  Research,  410  East  68th  Street,  New 
York  21,  New  York. 

Radioactivity  levels  safe 

Levels  of  radioactivity  from  waste  discharged 
from  the  KnoUs  Atomic  Power  Laboratory  in 
Niskayuna  and  its  West  Milton  facility  were 
well  within  safe  public  health  limits  during  the 
last  six  months  of  1962,  according  to  the  semi- 
annual report  issued  by  the  Schenectady 
OflBce  of  the  United  States  Atomic  Energy 
Commission  to  the  State  Health  Department. 

The  Knolls  Atomic  Power  Laboratory  and  the 
West  Milton  facility  are  operated  for  the  Atomic 
Energy  Commission  by  the  General  Electric 
Company  for  research,  development,  and  proto- 
type operations  of  atomic  reactor  systems  for 
naval  nuclear  propulsion  power  plants. 

Both  the  New  York  State  Health  Department 
and  the  Mohawk  River  Advisory  Committee  re- 
ceive monthly,  semi-annual,  and  annual  reports 
I on  environmental  radioactivity  at  these  facdi- 
) ties.  The  Mohawk  River  Advisory  Committee, 
established  by  the  Atomic  Energy  Commission, 

] is  composed  of  representatives  from  the  State 
Health  Department  and  a sanitary  engineering 
! consultant  from  New  York  City. 

The  semiannual  report  includes  data  on  radio- 
; activity  in  river  water,  air,  soil,  and  background 
I radiation  levels  in  the  vicinity  of  the  two  facilities. 

Course  on  emotional  and  psychiatric 
problems 

The  New  York  Academy  of  Medicine’s  fifth 
annual  course  on  emotional  and  psychiatric 
problems  in  medical  practice  will  be  given  Octo- 
ber 14,  1963,  through  January  31,  1964,  at  the 
Academy,  2 East  103  Street,  New  York  City. 
Deadline  for  registration  is  September  27. 

The  course  is  acceptable  for  twenty-one  hours 
of  Category  I credit  for  its  completion. 

Requests  for  information  should  be  addressed 
to:  Executive  Secretary  for  Medical  Education, 
The  New  York  Academy  of  Medicine,  2 East 
103  Street,  New  York  29,  New  York. 

Electrodiagnosis  and  electromyography 

A one-week  course  in  electrodiagnosis  and 
electromyography  will  be  given  October  7 
through  11  by  the  Department  of  Physical 
Medicine  and  Rehabilitation  of  the  New  York 
Medical  College — Metropolitan  Medical  Center. 

This  course  for  physicians  is  planned  to  pro- 
vide detailed  instruction  in  the  principles, 
technics,  and  instrumentation  involved  in  elec- 
trodiagnosis and  electromyography.  The  course 
will  consist  of  lectures,  seminars,  clinical  demon- 
strations, and  laboratory  sessions.  The  teach- 
ing staff  includes  members  of  the  faculty  of  the 
medical  college  and  noted  guest  lecturers. 

Applications  may  be  obtained  from  Osvaldo 


Miglietta,  M.D.,  Department  of  Physical  Medi- 
cine and  Rehabilitation,  New  York  Medical 
College,  1 East  105th  Street,  New  York  29, 
New  York. 

Exposition  booth 

The  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  will  set  up  the 
Medical  Society  booth  at  the  New  York  State 
Exposition  in  Syracuse,  to  be  held  August  27 
through  September  2. 

The  Medical  Society  booth  will  feature  the 
American  Medical  Association’s  prepared  ex- 
hibit, “Nutrition  Nonsense.”  This  exhibit  is 
designed  to  make  the  public  aware  of  diet  de- 
lusions and  food  fads. 

Personalities 

Elected.  Rudolf  L.  Baer,  M.D.,  professor  and 
chairman  of  the  Department  of  Dermatology, 
New  York  University  Medical  Center,  as  presi- 
dent of  the  Society  for  Investigative  Derma- 
tology at  its  annual  meeting  in  Atlantic  City, 
New  Jersey,  on  June  18  . . . Robert  L.  Bowerhan, 
M.D.,  Copake,  president;  Joseph  Bellamy, 
M.D.,  Hudson,  vice-president;  Thomas  C. 
Seymour,  M.D.,  Hudson,  secretary-treasurer; 
Edward  P.  Ginouves,  M.D.,  Hudson,  delegate 
to  State;  and  RosewaU  D.  Shaw,  Stott ville, 
alternate  to  State  of  the  Columbia  County 
Medical  Society  on  May  22  for  a one-year 
period  . . . Jerome  B.  Flynn,  M.D.,  president; 
Samuel  Lieberman,  M.D.,  president-elect;  Mar- 
ceUe  Bernard,  M.D.,  vice-president;  Frank 
LaGattuta,  M.D.,  secretary;  and  Harold  E. 
Brodman,  M.D.,  treasurer,  of  the  Bronx 
County  Medical  Society  on  July  1 for  a one-year 
period  . . . Maurice  R.  Friend,  M.D.,  president; 
Aaron  Esman,  M.D.,  vice-president;  and  Sol 
Nichtren,  M.D.,  secretary-treasurer  of  the  New 
York  Council  on  Child  Psychiatry  . . . Edward 
J.  Lorenze,  M.D.,  Medical  Director  of  Burke 
Foundation  Rehabilitation  Center,  White  Plains, 
re-elected  as  treasurer  and  as  a member  of  the 
Board  of  Directors  of  the  American  Geriatrics 
Society  at  the  20th  annual  meeting  of  the  So- 
ciety in  Montreal . . . Richard  D.  Vanderwarker, 
M.D.,  vice-president  of  Memorial  Sloan-Ketter- 
ing Cancer  Center  and  executive  vice-president 
of  Memorial  Hospital,  as  president  of  the 
Greater  New  York  Hospital  Association. 

Appointed.  John  M.  Cotton,  M.D.,  president- 
elect of  the  New  York  County  Medical  Society, 
as  chairman  of  the  medical  committee  of  the 
Planned  Parenthood  Federation  of  the  Ameri- 
can-World Emergency  Campaign  . . . Christopher 
F.  Terrence,  M.D.,  director  of  Rochester  State 
Hospital,  as  deputy  commissioner  for  program 
administration  in  the  New  York  State  Depart- 
ment of  Mental  Hygiene. 

Awarded.  Max  Ellenberg,  M.D.,  assistant 
attending  physician,  and  Leon  Ginzburg,  M.D., 
associate  attending  surgeon  (Off  Service),  of 
The  Mount  Sinai  Hospital,  the  Abraham 
Jacobi  Medallions  for  outstanding  service  to 
both  the  klumni  and  the  Hospital. 
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Books  Recehed 


The  following  books  were  received  during  the  month  of  May,  1963* 


Fundamentals  of  Psychoanalysis.  By  Franz 
Alexander,  M.D.  Duodecimo  of  312  pages. 
New  York,  W.  W.  Norton  & Company,  Inc., 
1963.  Paper,  $1.55. 

An  Introduction  to  Medical  Laboratory 
Technology.  By  F.  J.  Baker,  F.I.M.L.T., 
R.  E.  Silverton,  A.I.M.L.T.,  and  Eveline  D. 
Luckcock,  F.I.M.L.T.  Third  edition.  Octavo 
of  478  pages,  illustrated.  Washington,  Butter- 
worths,  1962.  Cloth,  $7.50. 

Bequest  From  a Life.  A Biography  of 
Louise  Stevens  Bryant.  By  Lura  Beam. 
Octavo  of  194  pages,  illustrated.  Bronxville, 
New  York,  Miss  Lura  Beam,  1589  Midland 
Avenue,  1963.  Cloth,  $6.00. 

Electrocardiography.  By  Michael  Bernrei- 
ter,  M.D.  Second  edition.  Octavo  of  202 
pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Company,  1963.  Cloth,  $7.50. 

The  Spleen.  Edited  by  Ancel  Blaustein,  M.D. 
Octavo  of  233  pages,  illustrated.  New  York, 
The  Blakiston  Division,  McGraw-Hill  Book 
Company,  Inc.,  1963.  Cloth,  $12.50. 

Moral  Treatment  in  American  Psychiatry. 
By  J.  Sanbourne  Bockoven,  M.D.  Octavo  of 
116  pages,  illustrated.  New  York,  Springer 
Publishing  Company,  Inc.,  1963.  Fabrikoid, 
$3.00. 

Classics  in  Neurology.  Selected  by  Richard 
Sherman  Lyman,  M.D.  Edited  by  H.  S.  Burr. 
Octavo  of  172  pages.  Springfield,  Charles  C 
Thomas,  1963.  Cloth,  $6.50. 

The  Care  of  Minor  Hand  Injuries.  By 
Adrian  E.  Flatt,  M.D.  Second  edition.  Octavo 
of  274  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1963.  Cloth,  $10.50. 

Jokes  and  Their  Relation  to  the  Un- 
conscious. By  Sigmund  Freud.  Translated 
from  the  German  and  edited  by  James  Strachey. 
Duodecimo  of  258  pages.  New  York,  W.  W. 
Norton  & Company,  Inc.,  1963.  Paper,  $1.45. 

The  Surgeon.  By  W.  C.  Heinz.  Octavo  of 
245  pages.  Garden  City,  New  York,  Double- 
day & Company,  Inc.,  1963.  Cloth,  $3.95. 

Textbook  of  Psychiatry  for  Medical  Prac- 
tice. By  Charles  K.  Hofling,  M.D.  Octavo  of 
557  pages,  illustrated.  Philadelphia,  J.  B. 

* Books  received  for  review  are  acknowledged  in  this  col- 
umn. No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made 
on  the  basis  of  merit  and  reader  interest. 


Lippincott  Company,  1963.  Cloth,  $9.00. 

Cardiovascular  Surgery  1962.  Edited  by 
John  M.  Howard,  M.D.  Proceedings  of  the 
Council  on  Cardiovascular  Surgery,  American 
Heart  Association,  Scientific  Sessions,  Cleve- 
land, Ohio,  October  26-28,  1962.  Quarto. 
New  York,  The  American  Heart  Association, 
Inc.,  1963.  Paper,  $3.00.  (American  Heart 
Association  Monograph  Number  Six) 

Modern  Trends  in  Surgery.  Series  1. 
Edited  by  W.  T.  Irvine.  Octavo  of  305  pages, 
illustrated.  Washington,  Butterworths,  1962. 
Cloth,  $12.50. 

Principles  of  Gynaecology.  By  T.  N.  A. 
Jeflfcoate,  M.D.  Second  edition.  Octavo  of 
852  pages,  illustrated.  Washington,  Butter- 
worths,  1962.  Cloth,  $19.50. 

A Theory  of  Personality.  By  George  A. 
Kelly,  Ph.D.  Duodecimo  of  190  pages.  New 
York,  W.  W.  Norton  & Company,  Inc.,  1963. 
Paper,  $1.55. 

The  Psychological  Basis  of  Medical  Prac- 
tice. By  52  authors.  Edited  by  Harold  I. 
Lief,  M.D.,  Victor  F.  Lief,  M.D.,  and  Nina  R. 
Lief,  M.D.  Octavo  of  572  pages,  illustrated. 
New  York,  Hoeber  Medical  Division,  Harper  & 
Row,  Publishers,  Inc.,  1963.  Cloth,  $12.50* 

Medicine  and  the  State.  By  Matthew  J. 
Lynch,  M.D.,  and  Stanley  S.  Raphael,  M.B. 
Octavo  of  449  pages.  Springfield,  Charles  C 
Thomas,  1963.  Cloth,  $9.75. 

The  Risk  Takers.  By  Hugh  McLeave. 
Octavo  of  208  pages,  illustrated.  New  York, 
Holt,  Rinehart  and  Winston,  1962.  Cloth, 
$4.50. 

Current  Psychiatric  Therapies.  Volume 
III,  1963.  Edited  by  Jules  H.  Masserman, 
M.D.  Octavo  of  331  pages,  illustrated.  New 
York,  Grune  & Stratton,  1963.  Cloth,  $9.75. 

The  Body  Cell  Mass  and  Its  Supporting 
Environment.  By  Francis  D.  Moore,  M.D., 
Knud  H.  Olesen,  M.D.,  James  D.  McMurrey, 
M.D.,  H.  Victor  Parker,  M.D.,  Margaret  R. 
Ball,  A.B.,  and  Caryl  Magnus  Boyden,  B.S. 
Quarto  of  535  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1963.  Cloth,  $23. 

An  Introduction  to  the  Science  of  Human 
Behavior.  By  John  I.  Nurnberger,  M.D.,  C. 
B.  Ferster,  Ph.D.,  and  John  Paul  Brady,  M.D. 
Octavo  of  379  pages,  illustrated.  New  York, 
Appleton-Century-Crofts,  1963.  Cloth,  $5.95. 
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Clinical  Gastroenterology.  By  Eddy  D. 
Palmer,  M.D.  Second  edition.  Quarto  of 
706  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  Publishers, 
1963.  Cloth,  $22.50. 

A Primer  of  Medicine.  By  M.  H.  Pappworth, 
M.D.  Second  edition.  Octavo  of  292  pages, 
illustrated.  London,  Butterworths,  1963. 
Cloth,  $6.50. 

Tumors  of  the  Eye.  By  Algernon  B.  Reese, 
M.D.  Second  edition.  Quarto  of  593  pages, 
illustrated.  New  York,  Hoeber  Medical  Di- 
vision, Harper  & Row,  Publishers,  1963.  Cloth, 
$30. 

Family  and  Mental  Health  Problems  in  a 
Deaf  Population.  Edited  by  John  D.  Rainer, 
M.D.,  Kenneth  Z.  Altshuler,  M.D.,  and  Franz  J. 
KaUmann,  M.D.,  with  the  assistance  of  W. 
Edwards  Doming,  Ph.D.  Octavo  of  260  pages, 
illustrated.  New  York,  Department  of  Medical 
Genetics,  New  York  State  Psychiatric  Institute, 
Columbia  University,  1963.  Cloth.  Distrib- 
uted to  interested  agencies  and  individuals  on 
request,  mailing  charge  $1.00. 

Fat  Embolism.  By  Simon  Sevitt,  M.D. 
Octavo  of  233  pages,  illustrated.  London, 
Butterworths,  1962.  Cloth,  $11.95. 

Handbook  of  Pediatrics.  By  Henry  K. 
Silver,  M.D.,  C.  Henry  Kempe,  M.D.,  and 
Henry  B.  Bruyn,  M.D.  Fifth  edition. 
Duodecimo  of  602  pages,  illustrated.  Los 
Altos,  Calif.,  Lange  Medical  Publications,  1963. 
Fabrikoid,  $4.00. 

The  Sloane  Hospital  Chronicle.  By  Harold 
Speert,  M.D.  Octavo  of  260  pages,  illustrated. 
Philadelphia,  F.  A.  Davis  Company,  1963. 
Cloth,  $7.50. 


Pleural  Effusion.  By  Stephen  Sulavik,  M.D., 
and  Sol  Katz,  M.D.  Octavo  of  90  pages,  illus- 
trated. Springfield,  Charles  C Thomas,  1963. 
Cloth,  $5.00. 

Keys  to  Successful  Surgery.  By  Robert 
Tauber,  M.D.  Quarto  of  547  pages,  illustrated, 
and  with  picture  summaries.  New  York, 
Frederick  Ungar  Publishing  Co.,  1963.  Cloth, 
$15. 

The  Nurse  and  her  Problem  Patients.  By 
Gertrud  Bertrand  Ujhely,  R.N.  Octavo  of  180 
pages.  New  York,  Springer  Publishing  Com- 
pany, Inc.,  1963.  Paper,  $2.85. 

The  Living  Brain.  By  W«  Grey  Walter. 
Duodecimo  of  311  pages,  illustrated.  New 
York,  W.  W.  Norton  & Company,  Inc.,  1963. 
Paper,  $1.75. 

A Primer  of  Pathology.  By  F.  A.  Ward, 
L.M.  Octavo  of  116  pages.  London,  Butter- 
worths, 1962.  Cloth,  $2.95. 

Love  Potions  Through  the  Ages.  By  Harry 
E.  Wedeck.  Octavo  of  336  pages,  illustrated. 
New  York,  Philosophical  Library,  1963.  Cloth, 
$10. 

Thyrotropin.  Compiled  and  Edited  by  Sidney 
C.  Werner,  M.D.  Proceedings  of  a Conference 
on  Thyrotropin  Sponsored  by  The  Endocrine 
Study  Section,  National  Institutes  of  Health. 
Octavo  of  392  pages,  illustrated.  Springfield, 
Charles  C Thomas,  1963.  Cloth,  $11.75. 

Recent  Advances  in  Biological  Psychiatry. 
Volume  V.  Edited  by  Joseph  Wortis,  M.D. 
Proceedings  of  the  Seventeenth  Annual  Con- 
vention and  Scientific  Program  of  the  Society  of 
Biological  Psychiatry,  Toronto,  Ontario,  May 
4-6,  1962.  Octavo  of  380  pages,  illustrated. 
New  York,  Plenum  Press,  1963.  Cloth,  $13.50. 


The  following  books  were  received  during  the  month  of  June,  1963. 


Nursing  Care  of  the  Long-Term  Patient. 
By  Jeanne  E.  Blumberg,  R.N.,  and  Eleanor  E. 
Drummond,  R.N.  Octavo  of  134  pages.  New 
York,  Springer  Publishing  Company,  Inc.,  1963. 
Paper,  $2.75. 

The  Medical  Clinics  of  North  America. 
New  York  Number.  May,  1963.  The  Liver 
and  Its  Diseases.  Stanley  E.  Bradley,  M.D., 
Guest  Editor.  Octavo.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Published  bi- 
monthly (six  numbers  a year).  Cloth,  $18  net; 
paper,  $15  net. 

The  Sodium-Retaining  Action  of  Aldos- 
terone. By  Jean  Crabbe.  Octavo  of  119 
pages,  illustrated.  Brussels,  Belgium,  Presses 
Academiques  Europeennes  S.C.,  1963.  Paper. 


Annual  Review  of  Medicine.  Volume  14. 
Arthur  C.  DeGraff,  M.D.,  Editor,  and  William 
P.  Creger,  M.D.,  Associate  Editor.  Octavo  of 
468  pages,  illustrated.  Palo  Alto,  Calif.,  Annual 
Reviews,  Inc.,  1963.  Cloth,  $8.50. 

Handbook  of  Pediatric  Medical  Emergen- 
cies. By  Adolph  DeSanctis,  M.D.,  and  Charles 
Varga,  M.D.,  and  Contributors.  Third  edition. 
Octavo  of  457  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1963.  Cloth, 
$12.75. 

Handbook  of  Ocular  Therapeutics  and 
Pharmacology.  By  Philip  P.  Ellis,  M.D.,  and 
Donn  L.  Smith,  M.D.  Octavo  of  193  pages. 
St.  Louis,  The  C.  V.  Mosby  Company,  1963. 
Cloth,  $8-.50. 
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External  Infections  of  the  Eye.  By  Helena 
Biantovskaya  Fedukowicz,  M.D.  Octavo  of 
228  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1963.  Cloth,  $16.50. 

Anatomy.  By  Ernest  Gardner,  M.D.,  Donald 
J.  Gray,  Ph.D.,  and  Ronan  O’Rahilly,  M.D. 
Second  edition.  Quarto  of  1,006  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963.  Cloth,  $17.50. 

Professional  School  Psychology.  Volume 
II.  Edited  by  Monroe  G.  Gottsegen,  Ph.D., 
and  Gloria  B.  Gottsegen,  M.A.  Octavo  of  354 
pages.  New  York,  Grune  & Stratton,  1963. 
Cloth,  $9.75. 

Emergency  Medical  Guide.  By  John 
Henderson,  M.D.  Octavo  of  429  pages,  illus- 
trated. New  York,  The  Blakiston  Division, 
McGraw-Hill  Book  Company,  Inc.,  1963. 
Cloth,  $6.95. 

Applied  Anatomy  of  the  Eye.  By  Alfred 
Kestenbaum,  M.D.  Octavo  of  292  pages,  il- 
lustrated. New  York,  Grune  & Stratton,  1963. 
Cloth,  $12.50. 

An  Atlas  of  Hemodynamics  of  the  Cardio- 
vascular System.  By  Howard  L.  Moscovitz, 
M.D.,  Ephraim  Donoso,  M.D.,  Ira  J.  Gelb, 
M.D.,  and  Robert  J.  Wilder,  M.D.  Octavo  of 
277  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1963.  Cloth,  $11.75. 


Management  of  Anxiety  for  the  General 
Practitioner.  Edited  by  Nathan  K.  Rickies, 
M.D.  Octavo  of  108  pages.  Springfield,  111., 
Charles  C Thomas,  1963.  Cloth,  $5.00. 

Hospitals  and  Children:  A Parent’s-Eye 

View.  By  James  Robertson.  Octavo  of  159 
pages.  New  York,  International  Universities 
Press,  1962.  Cloth,  $4.00. 

Hypertension — Vasoactive  Mechanisms. 

Volume  XI.  Proceedings  of  the  Council 
for  High  Blood  Pressure  Research,  Ameri- 
can Heart  Association,  Cleveland,  October 
24  and  25,  1962.  Edited  by  Simon  Rodbard, 
M.D.  Quarto.  New  York,  The  American 
Heart  Association,  1963.  Paper,  $2.50. 

Margin  of  Safety.  By  John  Rowan  Wilson. 
Octavo  of  258  pages,  illustrated.  Garden  City, 
New  York,  Doubleday  & Company,  1963. 
Cloth,  $4.95. 

Frontiers  of  Psychology.  By  G.  K.  Yacor- 
zynski,  Ph.D.  Octavo  of  229  pages.  New 
York,  Philosophical  Library,  1963.  Cloth, 
$5.00. 

The  Lower  Esophageal  Vestibular  Complex. 
By  Costantino  Zaino,  M.D.,  Maxwell  H.  Poppel, 
M.D.,  Harold  G.  Jacobson,  M.D.,  and  Harold 
Lepow,  M.D.  Octavo  of  272  pages,  illustrated. 
Springfield,  111.,  Charles  C Thomas,  1963. 
Cloth,  $12.75. 


Books  Reuiemd 


A Practicum  of  Group  Psychotherapy. 
By  Asya  L.  Kadis,  Jack  D.  Krasner,  Ph.D., 
Charles  Winick,  Ph.D.,  and  S.  H.  Foulkes,  M.D. 
Octavo  of  195  pages.  New  York,  Hoeber  Medi- 
cal Division,  Harper  & Row,  Publishers,  1963. 
Cloth,  $6.50. 

This  book  may  be  divided  into  two  parts. 
The  first  part  is  the  first  chapter,  a survey  of 
group  psychotherapy,  by  S.  H.  Foulkes,  M.D. 
The  remaining  chapters  by  the  other  authors 
represent  a sampling  of  what  is  done  in  various 
kinds  of  “group  psychotherapy.” 

Asya  L.  Kadis,  Jack  D.  Krasner,  Ph.D.,  and 
Charles  Winick,  Ph.D.,  fail  to  distinguish 
between  psychotherapy  and  groups  “treated” 
by  nurses  and  attendants.  These  can  be 
vitally  important  and  helpful  but  cannot  prop- 
erly be  called  psychotherapy.  Foulkes,  in  his 
introductory  chapter,  does  not  make  this 
mistake. 


In  the  second  and  subsequent  chapters,  the 
three  nonmedical  authors  try  to  describe  “group 
psychotherapy.”  The  ideas  presented  are  not 
correlated.  This  part  of  the  book  appears  to  be 
an  attempt  to  cover  the  field  without  being  very 
selective  or  integrating  the  material. 

For  example,  sexual  activity  between 
members  of  the  group  is  described  as  acceptable 
to  the  authors  but  they  state  that  acting  out 
(in  which  they  include  this  kind  of  sexual 
activity)  is  not  considered  instigated  by  the 
therapist.  It  would  appear  that  “the  thera- 
pists’ own  values  clearly  emerge  in  what  he 
regards  as  acting  out  behavior,”  is  more  ac- 
curate. This  raises  some  questions  about 
the  professional  standards  followed  in  ap- 
praising the  material  described. 

This  book  may  be  useful  to  experienced  group 
therapists. — Edward  L.  Pinney,  Jr.,  M.D. 
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Mealing  with  the  chronic  stress  of  arthritis  the  physician  often  faces  the  prob- 
e|  of  nutritional  imbalance.  High  potency  B and  C supplementation  is  needed  for 
e'id  replenishment  of  tissue  stores  of  these  water-soluble  vitamins.  STRESSCAPS 
r3t  this  need  and  help  support  the  natural  metabolic  defenses  in  the  disease. 


capsule  contains:  Vitamin  Bi  (Thiamine  Mononitrate) ...  10  mg.  / Vitamin  Bj  (Riboflavin)  ...  10  mg. 
iacinamide  . . . 100  mg.  / Vitamin  C (Ascorbic  Acid)  . . . 300  mg.  / Vitamin  B*  (Pyridoxine  HCI)  . . . 

I.  / Vitamin  B|3  Crystalline. ..4  mcgm.  / Calcium  Pantothenate. ..20  mg.  Recommended  intake:  Adults, 
psule  daily,  for  the  treatment  of  vitamin  deficiencies.  Supplied  in  decorative  “reminder”  jars  of  30  and  100. 

1^  LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 

STRESSCAPS 

! Stress  Formula  Vitamins  Lederle 
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Principles  of  Chest  X-Ray  Diagnosis.  By 
George  Simon,  M.D.  Second  Edition.  Quarto 
of  207  pages,  illustrated.  Washington,  D.C., 
Butterworths,  1962.  Cloth,  $8.75. 

This  x-ray  text  about  the  chest  was  written  by 
an  English  radiologist  who  arranged  the  material 
primarily  under  headings  descriptive  of  x-ray 
shadows  rather  than  under  disease  headings. 
This  is  believed  to  simphfy  the  understanding 
and  interpretation  of  such  shadows,  especially 
for  the  student  radiologist  and  clinician.  For 
instance,  the  author  described  abnormal 
shadows  according  to  location  in  the  anterior, 
mid-  or  posterior  mediastinum,  and  then  de- 
scribes the  diseases  to  be  found  in  these  areas. 

The  book  was  printed  in  Great  Britain  and 
the  reproductions,  of  which  there  are  200,  are 
far  superior  to  what  is  usually  seen  in  American 
texts.  If  one  considers  the  cost  of  $8.75,  this 
means  that  the  illustrations,  without  regard  to 
the  text,  cost  less  than  5 cents  a piece.  Con- 
sidering the  excellence  of  the  reproductions,  this 
is  a good  buy  for  persons  interested  in  chest 
x-rays. — Mortimer  R.  Camiel,  M.D. 

Birth  Defects.  Edited  by  Morris  Fishbein, 
M.D.  Octavo  of  335  pages,  illustrated.  Phila- 
delphia, J.  B.  Lippincott  Company,  1963. 
Cloth,  $5.00. 

This  book  is  written  by  a variety  of  specialists 
in  various  fields  of  biology  and  medicine. 

The  contents  include  frequency  cf  birth  de- 
fects, their  cause,  prevention  and  treatment,  the 
use  of  various  chemicals  for  experimental  pro- 
duction of  birth  defects  and  a particularly 
interesting  chapter  on  the  effect  on  the  family  of 
a child  with  severe  birth  defect.  Due  credit  is 
given  to  the  great  advances  in  phenylketonuria 
and  their  role  in  preventing  the  more  serious 
mental  disorders  which  appear  if  the  disease  is 
not  diagnosed  very  early  in  the  infant’s  life. 

Relatively  little  attention  is  devoted  to  the 
role  of  various  drugs  in  the  causation  of  con- 
genital malformations.  Less  coverage  of  the 
thalidomide  controversy  occurs  than  one  might 
expect. 

It  is  pointed  out  that  the  Nobel  Prize  has  re- 
cently been  awarded  to  scientists  who  have 
added  significantly  to  our  knowledge  of  chemical 
substances  which  are  found  to  be  responsible  for 
cellular  defects. 

The  list  of  contributors  is  impressive  and 
includes  such  well-known  authorities  as  Taussig 
and  Patten. 

Much  of  the  material  would  be  primarily  of 
interest  to  experimental  investigators  but  will 
undoubtedly  be  read  by  many  obstetricians  and 
pediatricians. — Cecelia  Jett-Jackson,  M.D. 

Living  with  Epileptic  Seizures.  By  Samuel 
Livingston,  M.D.  Assisted  by  Irving  M. 
Pruce,  B.S.  Octavo  of  348  pages,  illustrated. 
Springfield,  111.,  Charles  C Thomas,  1963. 
Cloth,  $6.50. 


The  primary  purpose  of  this  book  is  to  pre- 
sent essential  information  concerning  epilepsy 
to  nonmedical  people  such  as  patients,  parents, 
educators,  and  counselors,  and  to  the  medical 
profession.  Included  in  its  contents  are  discus- 
sions of  the  seizure  patterns  themselves,  electro- 
encephalography, the  general  management  of 
the  epileptic  patient,  and  the  socioeconomic 
aspects  of  epilepsy. 

The  author  has  succeeded  admirably  in  his 
task  and  this  reviewer  recommends  the  book 
highly  to  the  various  groups  the  author  has 
tried  to  reach. — Stanley  S.  Lamm,  M.D. 

The  Thyroid.  Edited  by  Sidney  C.  Werner, 
M.D.  Second  edition.  Octavo  of  873  pages, 
illustrated.  New  York,  A Hoeber  Medical  Book, 
Harper  & Row,  Pubhshers,  1962.  Cloth,  $24. 

This  second  edition  of  The  Thyroid  edited  by 
Sidney  C.  Werner,  M.D.,  contains  many  ad- 
vances in  physiology,  biochemistry,  as  well  as 
clinical  medicine.  Its  65  authors  again  have 
written  a complete  treatise.  The  treatment 
of  nodules  of  the  thyroid  gland  by  thyroid  hor- 
mone is  gaining  momentum.  The  treatment  of 
acute  thryoiditis  is  stiU  unsatisfactory.  This 
criticism  does  not  detract  from  the  excellence  of 
the  intellectual  and  physical  attributes  of  the 
volume.  This  book  is  highly  recommended  to 
everyone  interested  in  the  thyroid. — Bernard 
Seligman,  M.D. 

Medical  Genetics.  By  Widukind  Lenz. 
Translated  by  EUsabeth  F.  Lanzl.  Octavo  of 
218  pages,  illustrated.  Chicago,  The  Univer- 
sity of  Chicago  Press,  1963.  Cloth,  $6.50. 

This  book  was  originally  published  in  the 
German  language  in  1961.  The  favorable  re- 
views the  book  received  has  led  to  the  pubhca- 
tion  of  this  English  translation  prepared  by 
Elisabeth  F.  Lanzl. 

Dr.  Lenz  has  addressed  his  book  on  Medical 
Genetics  primarily  to  physicians  and  medical 
students  who  have  sufficient  background  to 
understand  the  book,  though  no  prior  knowledge 
of  genetics  is  assumed.  Dr.  Lenz,  who  was  the 
physician  first  to  point  out  the  causal  relation- 
ship between  the  drug  thalidomide  and  certain 
congenital  malformations,  is  director  of  the 
Institute  of  Human  Genetics  and  professor  of 
genetics  at  the  University  of  Hamburg.  Thus, 
he  is  well  qualified  for  his  task  and  he  has 
succeeded  in  producing  one  of  the  finest  books  on 
the  subject. 

After  an  introduction  in  which  the  significance 
of  genetics  in  medicine  is  explained.  Dr.  Lenz 
devotes  his  second  chapter  to  a modern  discussion 
of  the  nature  of  genes  and  the  chemical  prop- 
erties of  desoxyribonucleic  acid  of  which  they 
are  composed.  The  relationship  between  genes 
and  their  specific  products  is  discussed,  using 
the  hemoglobin  types  as  an  example.  In  the 
succeeding  chapters  of  the  book,  numerous 
hereditary  diseases  and  abnormalities  are  de- 
scribed, illustrative  of  dominant  and  recessive 
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Why  Mrs.White  never  lights  the  oven  any  more 
-without  looking  inside  first 


Irene  White  of  Oakland,  Maine,  still  tells  this 
one  on  her  husband,  Clayton. 

It  seems  that  on  moving  day  Clayton  thought 
i t would  be  a good  idea  to  put  his  Savings  Bonds 
and  other  valuable  papers  in  a safe  place.  He 
picked  the  oven. 

Like  most  safe  places,  it  was  completely  for- 
gotten. Until  next  morning  when  they  lit  the 
stove — and  Clayton  smelled  something  burning. 

The  story  has  a happy  ending,  though.  Clay- 
ton sent  the  charred  remains  of  the  Savings 
Bonds  to  the  Treasury  Department  and  received 
new  ones  in  exchange. 


The  Treasury  keeps  a microfilm  record  of 
every  U.S.  Savings  Bond  sold.  So  a Bond  can 
never  be  really  destroyed,  no  matter  what 
happens. 

This  important  fact  is  just  one  of  the  reasons 
why  millions  of  American  families  own  Savings 
Bonds.  As  they  provide  for  their  personal 
security  they  add  to  the  security  of  their  coun- 
try, too.  For  the  strength  of  Americans  is  the 
strength  of  America. 

Why  not  put  part  of  your  savings  in  U.S. 
Savings  Bonds.  Do  it  regularly,  and  see  if  you 
don’t  feel  pretty  good  about  it. 


Help  yourself  while  you  help  your  country 

BUY  U.S.  SAVINGS  BONDS 


This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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inheritance,  but  it  is  pointed  out  at  the  same 
time  that  in  the  many  cases  the  use  of  the  terms 
“dominant”  and  “recessive”  is  inappropriate. 
Thus,  blood  group  genetics  and  hemoglobin 
traits  are  cited  as  examples  of  codominant 
genes.  The  difficulties  in  establishing  the 
classic  mendelian  ratio  3.T  in  studies  on  human 
families  of  small  size  are  fully  explained,  and  with 
the  aid  of  the  most  elementary  mathematic 
calculations,  methods  of  correcting  for  the  bias 
created  by  “index  cases”  are  explained.  The 
book  also  includes  a clear  presentation  of  such 
topics  as  sex  linkage,  mutation,  chromosomal 
abnormalities,  polygenic  inheritance,  and  the 
use  of  twin  studies  to  analyze  the  role  of  heredity 
in  diseases.  The  book  closes  with  a glossary  of 
genetic  terms,  a medical  glossary  for  nonmedi- 
cal readers, and  a comprehensive  bibliography. 

This  book  is  highly  recommended  as  an 
authoritative,  well  balanced,  and  up-to-date  text 
on  medical  genetics,  ideally  suited  for  use  in  an 
introductory  genetics  course  in  medical  school. 
Since  the  book  not  only  presents  principles  but 
also  contains  considerable  factual  information, 
including  tabulations  of  many  hereditary 
diseases  of  practical  as  well  as  theoretical  im- 
portance, the  student  who  has  mastered  its  con- 
tents will  have  a solid  foundation  in  the  subject. 
The  book  ranks  in  excellence  with  Gurt  Stern’s 
Principles  of  Human  Heredity,  even  though 
Stern’s  book  is  somewhat  more  detailed  and 
addressed  to  the  more  advanced  student. — A.  S. 
Wiener,  M.D. 

The  Management  of  a Medical  Practice. 
By  Alan  E.  Nourse,  M.D.,  and  Geoffrey  Marks, 
M.A.  Octavo  of  387  pages,  illustrated.  Phila- 
delphia, J.  B.  Lippincott  Company,  1963. 
Cloth,  $9.00. 

The  Management  of  a Medical  Practice  is 
a worth-while  book.  It  is  not  a secret  that  the 
aspiring  physician  has  no  inkling  of  what  lies  be- 
fore him  in  the  day-to-day  practice  of  medicine. 
He  gets  neither  instruction  nor  advice  on  the  pit- 
falls  that  lie  before  him — what  they  are,  how  to 
avoid  them,  how  to  deport  himself  in  relation  to 
his  patients,  to  his  colleagues,  how  to  grapple 
successfully  with  the  problem  of  health  insurance, 
corporate  practice,  group  affiliation — dealing 
with  labor  unions,  and  so  forth. 

If  one  looks  back  over  the  years,  one  is  ap- 
palled with  the  ignorance  which  was  prevalent 
in  medical  school  concerning  these  important 
questions.  As  one  got  into  internship  and  res- 
idency, one’s  knowledge  developed  in  close  re- 
lationship with  the  kind  of  medical  thinking  and 
economics,  depending  on  chance  association. 

At  best  it  was  a hit  and  miss  procedure,  aU  too 
often  a matter  of  trial  and  error — and  the  re- 
sults became  a matter  of — well,  lets  call  it  luck. 
One  found  oneself,  either  swimming  with  the 
stream  or  obstinately  bucking  it,  learning  all  too 
often  to  one’s  dismay  and  heartache  too,  that 
the  chosen  or  forced  way  was  the  wrong  one. 

In  this  day  of  rapid  change,  of  the  growth  of 
insurance  medicine  fought  for  by  a host  of 


groups  crying  for  the  largest  slice  of  the  medical 
“pie,”  guidance  is  more  essential  than  ever. 

Without  going  into  detail,  and  while  one  may 
differ  on  certain  recommendations,  one  must 
agree  that  the  advice  given  in  this  book,  written 
by  experienced  counsellors  is  most  welcome. 

It  appears  to  this  reviewer,  that  somewhere 
along  the  line,  between  one’s  entering  into 
medical  school  and  entrance  into  the  practice  of 
medicine,  certainly  when  such  is  to  be  in  the 
every-day,  noninstitutionalized  category,  the 
advice  in  this  book  should  be  given  by  wise 
students  of  the  modern  scene  in  medical  affairs. 
— Benjamin  M.  Bernstein,  M.D. 

Synopsis  of  Roentgen  Signs.  By  Isadore 
Meschan,  M.D.  Quarto  of  436  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1962.  Cloth,  $11. 

This  text,  prepared  by  a professor  of  radiology 
and  his  research  associate,  is  a valuable  capsule 
summary  of  roentgen  signs  pubhshed  by  the 
same  authors  in  the  larger  and  more  detailed 
book  “Roentgen  Signs  in  Chnical  Diagnosis.” 
The  synopsis  is  a unique  method  of  teaching  the 
basic  roentgen  signs.  Each  major  topic  is 
illustrated  in  a “midget  exhibit.”  These  con- 
sist of  many  superb  line  drawings  of  roentgen 
signs  presented  together  with  roentgenograms 
which  illustrate  the  major  signs  to  be  under- 
stood. For  those  who  wish  to  test  themselves, 
there  is  a hst  of  pertinent  questions  at  the  end  of 
each  chapter. 

The  text  is  not  meant  as  a substitute  for  more 
definitive  publications,  or  for  those  specializing 
in  radiology.  It  will  be  useful  for  the  medical 
student  and  general  practitioner  and  others  who 
should  be  familiar  with  the  basic  and  major 
roentgen  signs  in  diagnosis.  It  will  be  helpful  and 
interesting  for  the  radiologist  who  wants  a re- 
fresher course  in  roentgen  fundamentals. — 
Mortimer  R.  Camiel,  M.D. 

The  Asthmatic  Child:  Psychosomatic  Ap- 
proach to  Problems  and  Treatment.  By 
18  authors.  Edited  by  Henry  I.  Schneer,  M.D. 
Octavo  of  260  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1963.  Cloth,  $6.50. 

This  book  discusses  the  psychosomatic  ap- 
proach to  the  problems  of  the  asthmatic  child. 
It  is  an  outgrowth  of  a symposium  held  at  the 
Downstate  Medical  Center,  State  University  of 
New  York,  College  of  Medicine,  in  December 
of  1961.  The  papers  presented  at  that  time  to- 
gether with  added  material  included  in  a 
series  of  chapters  written  by  18  different  authors. 
The  subjects  include  the  diagnosis  of  asthma  in 
children,  the  mother-child  relationship,  the 
personality  of  the  asthmatic  child,  psycho- 
analytic studies,  institutional  treatment  of 
asthmatic  children. 

For  physicians  involved  in  the  treatment  of 
the  asthmatic  child  and  adolescent,  this  book 
should  provide  interesting  reading  as  it  presents 
an  important  consideration  in  the  rounded 
therapeutic  regime  of  these  children. — Stanley 
S.  Lamm,  M.D. 
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Index  to  Advertised  Products 


!l  Analgesics 

Soma  Compound  (Wallace  Laboratories) 2301 

»ii  Antacids 

Creamalin  (Winthrop  Laboratories) 2305 

‘ . Antibiotics 

Achromycin  V 


(Lederle  Laboratories, 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Antiinflammatory  enzymes 
Chymoral 

(Armour  Pharmaceutical  Company) 2nd  cover 

Orenzyme  (National  Drug  Company) 2338 

Antihistamines 

Benadryl  (Parke,  Davis  & Company) 2315 

Antivertigo 

Antivert  (J.  B.  Roerig  & Company) 2319 

Dramamine  (G.  D.  Searle  & Company) 2337 


^ Beverages 

p No-Cal  (Kirsch  Beverages,  Inc.) 2322 

Bronchopulmonary 

Elixophyllin  (Sherman  Laboratories) 2323 

Dermatologic  preparations 

Cosmedicake  (Kay  Preparations  Company,  Inc.)..  2325 
» Sardo  (Sardeau,  Inc.) 2309 


I Diagnostic  aids 

i Urine  tests  (Ames  Company,  Inc.) 3rd  cover 

Energizers 

Deprol  (Wallace  Laboratories) 2313 

' Gastrointestinal  anticholinergics 
Pathilon 

(Lederle  Laboratories, 

Div.  Amer  Cyanamid  Co.) 2330-2331 

I Laxatives 
I Eucarbon 

(Standard  Pharmaceutical  Company,  Inc.) ~ 2311 

Haley’s  M-0 

(Gfenbrook  Laboratories, 

Chas.  H.  Phillips  Co.) 2327 

I Ovarian  hormones 

Duosterone  (Roussel  Corp.) 2329 

I Sedatives 

Barba-Niacin  (Cole  Chemical  Company) 2307 

■ I Valerianets-Dispert 

(Standard  Pharmaceutical  Company,  Inc) 2311 

I Tranquilizers 

I Atarax  (J.  B.  Roerig  & Company) 2302-2303 

Thorazine 

(Smith  Kline  & French  Laboratories) 2444 


I Vasopressors 

Aramine  (Merck  Sharp  & Dohme) 2317 


Vitamins 

I Stresscaps 
I (Lederle  Laboratories, 

Div.  Amer.  Cyanamid  Co.) 2435 

I Wet-dressing  antiinflammatory 
'j  Presto- Boro 

t (Standard  Pharmaceutical  Company,  Inc.) 2311 


“This  statue  is  called:  ‘The  First  Anesthetist.' 


What  are  your  fellow  physicians 
doing  right  now?  Reading  the 


NEW  YORK  STATE  JOURNAL 
OF  MEDICINE, 


of 


course. 


New  subscribers  are  invited  to  join  the 
thousands  oF  doctors  who  regularly  read  the 
Journal — with  relaxed,  purposeful  pleasure. 

Wr/te  for  our  special  introductory  offer  to 
non-member  subscribers  . . . 

The  New  York  State  Journal  of  Medicine 
750  Third  Avenue,  New  York  17,  N.  Y. 
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Officers  / County  Medical  Societies  / 1963 


County 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . 

Cayuga 

Chautauqua . 
Chemung  . . 
Chenango. . . . 

Clinton 

Columbia. . . . 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer  ... 

JeflFerson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery . 

Nassau 

New  York .... 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond . . 
Rockland ... 
St.  Lawrence. 

Saratoga 

Schenectady  . 
Schoharie. . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan  

Tioga 

Tompkins. . . . 

Ulster 

Warren 

Washington. . 

Wayne 

Westchester. . 
Wyoming. 
Yates 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


President 


Secretary 


Treasurer 


Francis  A.  Stephens Albany 

John  F.  Glosser Wellsville 

Jerome  B.  Flynn Bronx 

Michael  J.  Maggiore Endicott 

Leo  John  Murphy Olean 

William  W.  Robertson Auburn 

Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Charles  L.  Dubuar Sherburne 

John  Menustik,  Jr Plattsburgh 

Robert  L.  Bowerhan Copake 

William  J.  McAuliffe Cortland 

Harry  J.  Wilbur Walton 

James  K.  Keeley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Hans  Leeds Catskill 

Arthur  H.  Mulligan  Herkimer 

Thomas  P.  Hamilton  . . , Watertown 

Julius  E.  Stolfi Brooklyn 

John  H.  Brooks Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Charles  R.  Harris.  . East  Rochester 

Philip  Cortese Amsterdam 

Raymond  F.  Smith. . . . Garden  City 

George  Himler New  York 

William  R.  Lewis.  . . Niagara  Falls 

E.  P.  Russell,  Jr Rome 

Louis  G,  Fournier Syracuse 

Morton  Orlov Geneva 

Lome  S.  Tieman Middletown 

Harvey  J.  Blanchet,  Jr Medina 

Kenneih  A.  Kurtz Fulton 

Eugene  Duston  Rames.Cooperstown 

John  del  Campo Carmel 

Irving  G.  Frohman  Rockaway  Beach 

John  Enzien Troy 

Joseph  F.  Shanaphy New  Dorp 

L.  G.  Weishaar,  Jr Nanuet 

Lanpher  C.  Weston Massena 

John  Esposito Saratoga  Springs 

Norman  D.  Kathan . . .Schenectady 

Donald  Rich  Lyon Middleburg 

James  J.  Norton  ....  Montour  Falls 

Bruno  Riemer Romulus 

Ralph  F.  Traver Bath 

Jesse  W.  Mahoney . . . East  Setauket 

Jacob  Rubin Woodbourne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

John  A.  Cooke,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Walter  S.  Bennett. Granville 

Evan  Tansley Newark 

James  M.  Jones Bronxville 

Leo  L.  Trnka Arcade 

Wilfred  D.  McCusker. . . .Penn  Yan 


John  J.  Phelan,  Jr Albany 

Kurt  Zinner Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Olean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Thomas  C.  Seymour Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  D.  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A.  Glidden  Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falls 

James  L.  Harrington ....  Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn. . . . Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky . . . Rochester 
Helen  M.  Blanchard  ...  Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger. . . Newburgh 

Salvatore  A.  Dispenza  Albion 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Ammiel  D.  Schwartz Brewester 

Peter  V.  Gugliuzza Hollis 

John  Squadrito Troy 

John  H.  Randall Staten  Island 

S.  B.  Adler Spring  Valley 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  Dewell. . . . Cobleskill 

Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falls 

Milton  TuUy Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried. . . . Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Charles  R.  Bannon Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Robert  E.  Healy Mt.  Kisco 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Lewis  W.  Barton Albany 

Kurt  Zinner Wellsville 

Harold  E.  Brodman Bronx 

F.  Maurice  Breed Johnson  City 

Duncan  C.  Wormer Portville 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

Henry  B.  Marshall Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Thomas  C.  Seymour Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley Poughkeepsie 

George  L.  Collins.  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

WiUiamH.  Raymond. . . . John.«itown 

James  McCutcheon Batavia 

Mahlon  H.  Atkinson Catskill 

Timothy  J.  Howard Newport 

James  L.  Harrington . . .Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn ....  Mount  Morris 

Robert  F.  Schramm Cazenovia 

T.  Paul  Guest Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr.. . Niagara  Falls 

Theodore  F.  Thomas Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger ....  Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Victor  S.  Lait Flushing 

Joseph  Lasko Troy 

J.  J.  Silverman Staten  Island 

D.  Hyman Suffern 

Maurice  J.  Elder Massena 

William  H.  Moore.  .Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer.  .Waterloo  I 


Milton  Tully Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried..  . Livingston  Manor 

Paul  Zoltowski Waverly 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman , Fort  Edward 

Joseph  Asin  Newark 

Maurice  L.  Woodhull Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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WANTED! 

AUGUST  15,  1962  ISSUE 
OF  THE  JOURNAL 

We  should  very  much  appreciate 
your  donating  this  back  issue  to  the 
Society.  We  are  in  short  supply, 
and  need  this  particular  back  num- 
ber for  foreign  and  medical  school 
requests.  Please  send  to:  New  York 
State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 .00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


Wt£ST  HELL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on*the>Hudson,  New  York  City 
For  oeiTOus,  mental,  drug  and  alcoholic  patienti.  The  sanitarium  it 
beautifull7  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
sdentihcally  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

MRS.  HENRY  W.  LLOYD,  R.N.,  Administrator 
Telephone:  Kingsbridg*  9-8440 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D.,  Director 


HOLBROOK  MANOR 

Five  Acres  of  PinewO'  ded  Grounds 

SENILE— AGED 

Non-sectarian,  riietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  O.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD 


Waller  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Kalonah,  N.Y.  Tel:  CEntial  S-3155  NYC,  Direct,  Tel:  CY  5-0S64 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  inental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  Includes  Intensive  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 


Mo4uU  School 


254  W.  54  St— N Y C 
Circle  7-3434 
Licensed  by  the  Stale  of  New  York  
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PHYSICIANS  WANTED 


G.P.,  YOUNG,  ASSOCIATE  WITH  40  YEAR  OLD  G.P. 
Long  Island,  50  miles  N.  Y.  C.  No  OB.  $12,000  first 
year  then  partnership.  Box  773,  % N.  Y.  St.  Jr.  Med. 


PEDIATRICIAN  AS  ASSOCIATE:  LOWER  WEST- 

chester-Upper  Bronx.  Guaranteed  income  until  full 
partnership.  Teaching  hospital  afliliation.  Box  753, 
% N.  Y.  St.  Jr.  Med. 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
he  Board  eligible.  Write  Box  681,  % N.  Y.  St.  Jr.  Med. 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clmical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


WANTED.  FELLOWS  IN  THORACIC  AND  CARDIO- 
vascular  surgery  combined  with  surreal  research  for 
500-bed,  modern,  chronic  disease  hospital.  Salary  open, 
depending  on  qualifications.  Apply  Charles  P.  Bailey, 
M.D.,  Director  of  Thoracic  and  Cardiovascular  Surgery, 
St.  Barnabas  Hospital,  Bronx  57,  N.  Y. 


ANESTHESIOLOGIST— BOARD  CERTIFIED  OR 

qualified  as  associate  to  Chief  of  Dept,  in  a major  teach- 
ing hospital  in  N.  Y.  C.  Part  or  full  time.  Commensurate 
salary.  Write  full  details.  Box  776,  % N.  Y.  St.  Jr.  Med. 


E.N.T.  A^qCIATE  WANTED— PARTICULARLY 

with  training  in  head  & neck  surgery.  Metropolitan  New 
York.  Box  787,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  NEEDED.  SENIOR 
partner  retiring.  Prosperous,  lovely,  semi-rural  village. 
15  miles  from  Rochester.  Large,  scientific  practice. 
Prefer:  some  residency;  bookish,  viola  player.  Cur- 

riculum vitae  to  C.  R.  Keller,  Jr.,  M.D.,  290  South  Avenue, 
Hilton,  New  York. 


ASSOCIATE,  INTERNAL  MEDICINE,  IMMED- 
iately.  Busy  practice,  suburban  Rochester,  N.  Y.  At- 
tractive salary  first  year  if  desired;  excellent  income 
potential;  complete  ownership  possible  in  3-5  years; 
hospital  appointment  available;  thorough  indoctrina- 
tion; modern  facilities.  P.O.  Box  7462,  Rochester,  N.  Y. 
14615. 


FULL-TIME  STAFF  POSITION  AVAILABLE  IN 
radiology  service  in  1238  bed  Veterans  Administration 
Hospital.  ProCTam  fully  integrated  with  New  York 
University  Bellevue  M^ical  Center.  Active  gastro- 
intestinal, pulmonary  and  neuro-radiology  services. 
Ample  opportunity  for  research.  Salary  up  to  $18,405. 
Contact  Chief,  Radiology  Service,  Veterans  Administra- 
tion Hospital,  First  Avenue  at  East  24th  Street,  New 
York  10,  New  York. 


REAL  ESTATE  FOR  SALE  OR  RENT 


OFFICE  TO  SHARE;  PARK  AVENUE,  86TH  STREET. 
Includes  noinor  operating  and  recovery  rooms.  Photo 
and  X-Ray  facilities.  Suitable  ENT,  plastic  or  similar 
specialty.  Box  754,  % N.  Y.  St.  Jr.  Med. 


FOR  RENT— MERRICK,  L.  I.,  N.  Y.;  FULLY  EQUIPPED 
office.  New,  modern.  For  general  practitioner  and/ 
or  pediatrician.  Professional  building.  Call  Mr.  Nagle, 
MA  3-6600. 


PROFESSIONAL  OFFICES  AVAILABLE.  NEW 
building,  air-conditioned,  garage,  doormen,  excellent 
transportation.  Physician  need^  in  area.  401  W.  56 
St.  PL  5-9134  or  BU  8-5468. 


FOREST  HILLS,  L.I.,  N.  Y.  COUNTRY  SETTING,  'A 
acre  beautifully  landscaped.  All  brick,  10  rooms,  suitable 
for  physician,  air  conditioned,  finished  basement — 20  X 45 
ft.;  filtered  swimming  pool,  cabanas,  many  other  extras. 
Short  walk  to  all  facilities.  $90,000;  principals  only; 
call  between  5 & 8 P.M.  Sunday  all  day.  212  BO 
8-1092.  Box  786,  % N.  Y.  St.  Jr.  Med. 


PEARL  RIVER,  NEW  YORK— ROCKLAND  COUNTY. 
4 room  suite,  new,  small  professional  building,  air-cond.; 
center  of  town,  private  parking  lot.  Rent  $150.  Phone 
914  Pearl  River  5-5663. 


FOR  RENT:  PROFESSIONAL  SPACE;  SHARE  LARGE 
suite  with  established  dentist  in  fast  growing  Rego  Park 
area.  Call  NR  2-5844. 


FOR  RENT:  SAYVILLE— OAKDALE.  NEW  PROFES- 
sional  office,  1,000  sq.  ft.;  ideal  corner  location,  Montauk 
Highway.  All  or  part.  LT  9-2645. 


ORIGINAL,  FULLY  LANDSCAPED,  SPLIT-LEVEL 
Birchwood  in  Jericho.  Magnificent,  all  electric  kitchen, 
dining  room;  vaulted  ceiling  living  room  w.  gallery  and 
fireplace;  master  bedroom  suite  including  sitting  room, 
powder  room  and  bath.  Huge  divisible  bedroom.  Recrea- 
tion and  study  rooms,  2 car  garage;  5 room  layout,  street 
level  with  separate  entrance  for  professional  purposes. 
Call  owner,  WEUs  1-4433. 


TIME  AVAILABLE  IN  LUXURIOUS,  NEWLY- 
furnished  Fifth  Avenue  office.  Private  entrance.  Con- 
venient to  hospitals.  Hours  to  be  arranged.  Call  YU 
6-1116  from  9:30  to  5:30. 
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PRACTICES  FOR  SALE  OR  RENT 


20  YEAR,  VERY  ACTIVE  GENERAL  PRACTICE  FOR 
sale  in  Queens.  Beautiful  split  level  home;  fvilly  equipi>ed 
8 room  office  on  the  ground  floor;  reasonable.  “Chance  of 
a lifetime.”  Gross  income  in  1962;  $55,000.  Box  765,  % 
N.  Y.  St.  Jr.  Med. 


NYACK,  NEW  YORK.  AVAILABLE:  COMPLETELY 
equipp^  office  of  lately  deceased  general  practitioner. 
Great  need  of  G.P.  in  this  area.  Box  772,  % N.  Y.  St.  Jr. 
Med. 


WANTED:  GENERAL  PRACTITIONER,  PERRY,  N.Y. 
30  year  large  practice,  recently  deceased  physician,  active 
until  June  18.  7 room  equipped  office,  attached  4 bed- 

room home.  Trained  staff  available.  Situated  on  lake 
with  fishing  and  sealing — resort  area.  Hospital  10  minutes 
away.  Will  introduce.  Contact  Paul  A.  Burgeson,  M.D., 
Warsaw,  New  York. 


DUE  TO  SPINAL  ACCIDENT,  25  YEARS  E.N.T.  PRAC- 
tice,  19  yrs.  same  location  in  Queens;  2 year  lease,  reason- 
able. Near  L.I.  R.R.,  buses  & subways.  Equipment  in- 
cluded. Box  785,  % N.  Y.  St.  Jr.  Med. 


FOR  SALE  OR  LEASE:  PRACTICE,  GENERAL  MED- 
icine,  aveiilable  immediately;  suburban  Rochester,  N.  Y.; 
modern  brick  building;  1700  sq.  ft.;  completely  furnished 
and  equipped,  including  E.K.G.  and  diathermy;  ample 
parking.  Gross  monthly  income  $4,500— can  double  by 
adding  associate.  Hospital  appointment  available;  owner 
will  introduce;  attractive  terms.  P.O.  Box  7462,  Roches- 
ter, N.  Y.  14615. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner  in  rural  area  Upstate  New  York.  Existing  good 
practice;  home-office.  Full  equipment  available.  Im- 
mediate income.  Box  789,  % N.  Y.  St.  Jr.  Med. 


25  YEAR— ACTIVE,  GENERAL  PRACTICE  FOR  SALE. 
Midtown  Manhattan.  Box  788,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTICE,  INCLUDING  OBSTETRICS. 
Vacancy  left  by  busy  practitioner.  Growing  community 
with  modern  hospital  being  enlarged  to  eighty  beds.  Con- 
tact Robert  MiUer,  M.D.,  4 Park  Lane,  New  Milford, 
Conn. 


HOME-OFFICE  IN  ROME,  N.  Y.  OWNER  RETIRING. 
Small  down  payment;  easy  terms.  George  Kraunz,  M.D., 
300  N.  George  Street. 


UNUSUAL  OPPORTUNITY  FOR  GENERAL  PRACTI- 
tioner  to  start  as  partner  or  owner  of  old,  busy  practice. 
Office  completely  furnished.  Philip  Jordan,  M.D.,  433  W. 
44  St.,  N.  Y.  36.  Tel.:  Cl  6-8797  Mon.,  Wed.,  Fri.  after 
1:30  P.M. 


PRACTICE  FOR  SALE;  PORTLAND,  MAINE— 
Ophthalmology.  Very  lucrative  practice.  Recent  death 
makes  quick  action  essential.  Contact  Nathan  Schwartz, 
M.D.,  523  Ocean  View  Avenue,  Brooklyn  35,  New  York. 
Phone  SHeepshead  3-3030. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
CH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 


GENERALIST,  WELL  TRAINED,  EXPERIENCED, 
desires  or  will  consider  purchase  of  GP,  Industrial  or 
Group  association.  Partnership,  N.  Y.  City,  suburban 
areas  preferred.  Box  775,  % N.  Y.  St.  Jr.  Med. 


INTERNIST  — GASTROENTEROLOGIST,  BOARD 
eligible,  age  33,  trained  in  G.I.  radiology  and  endoscopy, 
desires  association  with  established  physician  or  group. 
Write  Box  783,  N.  Y.  St.  Jr.  Med. 


NORWEGIAN,  BOARD  PSYCHIATRIST,  47,  Lic- 
ensed in  Texas,  with  13  years  postgraduate  hospital  train- 
ing (3  in  U.  S.)  and  7 years  of  extra-mural  experience, 
desires  fulltime  position  with  medical  school  in  New  York 
City.  Box  790,  % N.  Y.  St. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  assures  good  results.  Free 
Service  first  18  days — rates  after  Free  Service  30%  on  ac- 
counts less  than  6 months  past  due;  33*/a%  less  than  a 
year;  35%  less  than  3 years  and,  50%  on  accounts  over  3 
years  old,  accounts  recovered  by  attorneys  and  on  the  first 
ten  dollars,  regardless  of  the  age  of  the  account.  Write  for 
listing  forms — Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y. 
36. 


SPECIALISTS  IN  FINE  LIBRARY  BINDING.  Med- 
ical journals,  periodicals  and  manuscripts  bound.  We 
match  previously  bound  volumes.  Pick  up  and  deliver. 
Contact  De  Ray  Bookbinding  Corp.,  28  East  22nd  St., 
New  York  City  10.  CA  8-5330. 


Good  pulling  power  means  faster  action. 

You  get  what  you  want  from  NEW 
YORK  STATE  JOURNAL  OF 
MEDICINE  classified  ad. 

That  is  why  their  usage  has  increased 
more  than  50%  in  the  last  two  yeai’s. 
Try  one  and  see. 
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there  is 
nothing 
"new”  about 
Thorazine" 

brand  of 

chlorpromazine 

In  the  nine  years  since  it  became  available 
to  American  physicians,  Thorazine  (chlor- 
promazine, SK&F)  has  been  more  widely 
used,  more  thoroughly  investigated  and 
more  extensively  documented  than  any 
other  agent  of  its  type. 

Its  actions,  effects— and  side  effects— are 
well  known  throughout  the  medical  pro- 
fession. Its  efficacy  has  been  clearly  demon- 
strated. And  when  properly  used,  its  ad- 
vantages far  outweigh  any  possible  dis- 
advantages. 

This  is  why  there  is  nothing  “new”  about 
Thorazine  (chlorpromazine,  sk&f).  This  is 
why  it  remains  the  first  choice  in  many 
conditions — and  the  standard  against  which 
other  agents  are  inevitably  compared. 

This  is  why  it  is  one  of  the  fundamental 
drugs  in  medicine. 


SMITH  KLINE  & FRENCH 
LABORATORIES,  PHILADELPHIA 


Rapid  relief  from 

PERIPHERAL  NEURITIS  • POLYNEUROPATHY  • HERPES  ZOSTER 

C O E N Z Y M E-B 


to  counter  the  effects  of  cocarboxylase  deficiency 
on  the  nervous  and  cardiovascular  systems 

Predominant  symptoms  of  cocarboxylase  deficiency  are  referable  to 
the  painful  degenerative  processes  of  peripheral  neuritis  or 
polyneuropathy.  Parenteral  administration  of  cocarboxylase 
(COENZYME-B)  50  mg.  affords  rapid  relief  from  these  complica- 
tions. Neuritis,  which  is  benefited  by  cocarboxylase,  occurs  at 
times  in  malnutrition,  cardiac  conditions,  diabetes,  chronic  gastro- 
intestinal diseases  (diarrheas,  intestinal  resections,  fistulae,  sprue, 
achlorhydria),  drug  intoxication,  herpes  zoster  and  infections. 

COENZYME-B  (diphosphothiamin) 
is  available  in: 

CAPSULES  — 25  mg  (bottles  of  50’s  and  lOO’s) 

2 cc  AMPULS  — 50  mg  (boxes  of  25,  50  and  100) 

(for  intramuscular  use  only) 


Write  for  physicians'  samples  for  clinical  trial. 


BARROWS  BIOCHEMICAL  PRODUCTS  CORP. 


BARROWS 


INWOOD,  LONG  ISLAND,  NEW  YORK 


Biochemicals  • Manufacturing  Chemists  • Pharmaceuticals 


f 
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With  ARISTOCORT  Triamcinolone,  many 
asthmatic  patients  obtain  early  gratifying 
relief  of  wheezing,  dyspnea  and  spasmodic 
coughing.  And  maintenance  dosage  in  many 
cases  can  be  surprisingly  low— often  as  little 
as  a single  2 mg.  tablet  per  day.  Yet  it  pro- 
vides this  symptomatic  control— which  may 
enable  many  patients  to  continue  their  cus- 
tomary livelihoods  or  regular  household 
activities— with  only  minimal  interference 
with  other  metabolic  functions.  In  this  respect, 
ARISTOCORT  Triamcinolone  is  distin- 
guished compared  with  other  corticosteroids, 
old  and  new.  Typical  steroid  problems  of 
sodium  retention  and  edema,  euphoria,  or 
voracious  appetite  and  excessive  weight  gain 
rarely  occur. 

ARISTOCORT  Triamcinolone  is  indicated 
when  anti-inflammatory,  anti-allergic  action 
of  glucocorticoids  is  desired.  SIDE  effects  of 


glucocorticoids  generally : Cushingoid  effects, 
hirsutism,  leucopenia,  purpura,  vertigo, 
fatigue,  increased  hyperglycemia,  osteopo- 
rosis, gastrointestinal  hemorrhage,  cataracts, 
growth  suppression  in  children  and  increased 
intracranial  pressure.  Other  glucocorticoid 
effects  thought  more  likely  to  occur  with 
triamcinolone:  reversible  weakness  of  mus- 
cles and  flushing  of  face. 
precautions:  ARISTOCORT  Triamcino- 
lone should  be  used  with  extreme  caution  in 
viral  infection,  particularly  herpes  simplex 
and  chicken  pox,  in  tubercular  or  fungal 
infection,  in  active  peptic  ulcer,  acute  glo- 
merular nephritis  or  myasthenia  gravis. 
FORMULA— Tablets  (scored)  containing  1 
mg.,  2 mg.  or  4 mg.  of  triamcinolone.  Syrup 
— 2 mg.  of  triamcinolone  diacetate  per  5 cc. 
(5  mg.  of  triamcinolone  diacetate  is  equiva- 
lent to  4 mg.  of  triamcinolone). 


Aristocort 

Triamcinolone 

Maximum  steroid  benefits  with  minimum  steroid  penalty 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River,  New  York 
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For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
, peptic-ulcer  patients 

[New 

; Creamalin’ 

Antacid  Tablets 

\ "...  faster  in  onset 
I of  action . . . and  for 
a longer  period”* 


“Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation.”* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  “. . . easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 

Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50, 100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

Creamalin,  trademark  reg.  U.  S.  Pat.  Off. 

'Schwartz,  I.  R.: 

Current  Therap.  Res. '3:29,  Feb.,  1961. 
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we  couldn^t  begin  to  get  them  all  into  the  picture . . . 


jMuch  has  been  said  and  more  has  been  written 
[about  the  quality  of,  and  the  motives  behind,  inde- 
; pendent  drug  research  in  this  country.  So  we  de- 
j cided  to  take  a look  at  what  we,  as  an  industry,  have 
done  in  terms  of  medical  progress  over  the  years. 

I We  made  a list  of  the  most  frequently  prescribed 
idrugs  of  1962.  We  gathered  them  together  to  take 
the  picture  you  see  on  this  page.  Then  we  elimi- 
jnated  all  products  introduced  more  than  10  years 

PHARMACEUTICAL  MANUFACTURERS  ASSOC.*  1411  K 


ago.  But  then,  for  the  camera  to  make  the  labels 
legible,  it  became  necessary  to  eliminate  several 
more. 

Just  10  years  ago  none  of  these  drugs  were  avail- 
able for  your  prescription.  How  much  would  it 
aifect  your  practice  if  none  were  available  today? 

This  message  is  brought  to  you  on  behalf  of  the 
producers  of  prescription  products. 
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Fibre-free 

HYPOALLERGENIC 

formula 

0 Provides  balanced  nutritional  values. 

@An  excellent  formula  for  regular 
infant  feeding. 

(^)An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 


Strikingly  similar  to  mother's  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 


'^otMetwruL  So/mjaie.4 


A request  on  your  professional  letterhead  or 
prescription  form  will  bring  to  you  complete 
information,  and  a supply  of  samples. 


Medical  Products  Division 

LOMA  LINDA  FOODS 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio  • Oshawa,  Ontario-Canada 


Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 
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Chemicaf  Company 
St.  Louis  8,  Mo. 


ATHEROSCLEROSIS 


lODO-NIACIN  is  the  modern  drug  for  atherosclerosis.  It 
permits  long  continued  administration  of  protected  potas- 
sium iodide  in  full  dosage  without  iodism} 

Iodides  inhibit  the  increase  of  cholesterol  in  the  liver  and 
blood  and  the  development  of  atherosclerosis.^  They  are  used 
in  the  treatment  of  circulatory  diseases  including  athero- 
sclerosis, coronary  sclerosis  and  angina  pectoris.^ 

Idiosyncrasy  to  iodides  is  common  and  iodism  may  occur 
after  small  doses.  ^ Niacinamide  hydroiodide,  combined  with 
potassium  iodide  in  lodo-Niacin,  prevents  and  corrects 
iodism.® 

In  a clinical  study  of  59  cases  of  generalized  atheroscler- 
osis, lodo-Niacin  relieved  dizziness  in  71%  of  cases,  vague 
abdominal  distress  in  87%,  chronic  headaches  in  61%,  and 
disorientation  in  50%.  No  iodism  in  any  case! 

Composition:  Each  tablet  contains  potassium  iodide  135 
mg.  (2V4  gr.)  and  niacinamide  hydroiodide  25  mg.  (%  gr.). 
Slosol  coated  pink,  in  bottles  of  100. 

Dosage:  2 tablets  three  or  four  times  daily.  May  be  con- 
tinued for  long  periods  without  iodism.  Also  available  in 
ampuls. 

Side  Effects:  Not  a single  case  of  iodism  resulting  from 
the  use  of  lodo-Niacin  has  been  reported. 


-NIACIN 
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1.  Am.  J.  Digest,  Dis.  22:5,  1955. 

2.  Ct>f«/a<icm  5 :647,  1952. 

3.  Sollmann’s  Manual  of  Pharmacology,  8th- 
ed.,  1957,  p.  1121. 

4.  Drill’s  Pharmacology  in  Medicine,  2nd  ed., 
1958  p.  562. 

5.  M.  Times  84 :74\,  1956. 


THERAPEUTIC  VALUE  WITHOUT  IODISM 


COLE  CHEMICAL  COMPANY 
3721-27  Laclede  Ave.,  St.  Louis  8,  Mo. 

Gentlemen:  Please  send  me  professional  literature  and  samples  of  lODO-NIACIN. 
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Relieves  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record 
of  safety  with  which  ‘Miltown’  (mepro- 
bamate) relieves  anxiety  and  anxious 
depression  has  been  clinically  authenti- 
cated time  and  again  during  the  past 
eight  years.  This,  undoubtedly,  is  one 
reason  why  physicians  still  prescribe 
meprobamate  more  than  any  other  tran- 
quilizer in  the  world. 

Slight  drowsiness  may  occur  with  mepro- 
bamate and,  rarely,  allergic  reactions. 
Meprobamate  may  increase  effects  of  ex- 
cessive alcohol.  Use  with  care  in  patients 
with  suicidal  tendencies.  Massive  over- 
dosage may  produce  coma,  shock, 
vasomotor  and  respiratory  collapse.  Con- 
sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 


alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 

Usual  dosag^e:  1 or  2 400  mg.  tablets 
t.i.d.  Supplied:  400  mg.  scored  tablets, 
200  mg.  sugar-coated  tablets;  bottles 
of  50. 


the  original 
meprobamate 

Miltowir 

# 

WALLACE  LABORATORIES  / CrartfcHr)',  N.J, 
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Medical  News 


Endocrine  Society  assembly 

The  fifteenth  postgraduate  assembly  of  The 
Endocrine  Society  will  be  held  at  Bard  Hall, 
Columbia  University  College  of  Physicians  and 
Surgeons,  50  Haven  Avenue,  New  York  32, 
New  York,  from  September  30  through  October 
4. 

Nicholas  P.  Christy,  M.D.,  College  of  Physi- 
cians and  Surgeons,  620  West  168th  Street, 
New  York  32,  New  York,  is  local  chairman. 

Registration  fee  is  $100.  Registration  must 
be  limited  to  250.  The  program  will  be  pub- 
lished in  the  May  issue  of  the  Journal  of  Clinical 
Endocrinology  and  Metabolism. 

Registration  fees  and  inquiries  should  be 
addressed  to  Dr.  Christy. 

American  College  of  Surgeons 

The  annual  Chnical  Congress  of  the  American 
College  of  Surgeons  will  be  held  during  the 
College’s  semicentennial  year  in  San  Francisco, 
October  28  through  November  1. 

Every  phase  of  surgery  will  be  presented 
through  research  reports,  postgraduate  courses, 
panels  in  general  and  specialty  fields,  cine 
clinics,  medical  films,  operative  telecasts,  and 
exhibits. 

American  Board  of  Obstetrics  and 
Gynecology 

The  next  scheduled  Part  I (written)  examina- 
tion of  the  American  Board  of  Obstetrics  and 
Gynecology  will  be  held  at  various  examining 
centers  in  the  United  States,  Canada,  and 
military  bases  outside  of  the  continental  United 
States  on  December  13  at  2 : 00  p.m.  Candidates 
eligible  to  take  this  examination  will  be  notified 
on  or  about  November  1 where  to  appear  for 
examination. 

Beginning  in  1965,  the  Part  I examination 
(written)  will  be  conducted  in  July  at  designated 
centers  in  the  United  States  and  Canada. 
Requirements,  application,  procedure,  fees, 
and  so  forth  will  be  published  in  the  1964 
Bulletin. 

Candidates  whose  residency  will  be  completed 
on  or  before  June  30,  1965,  will  be  eligible  to 
make  application  to  take  the  examination  in 
July,  1965. 

The  1963  Bulletin  of  this  Board  is  now  avail- 
able, and  prospective  applicants  are  urged  to 
familiarize  themselves  with  the  current  rules 
before  making  application.  Bulletins  may  be 
obtained  from  Robert  L.  Faulkner,  M.D., 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Executive  Secretary  and  Treasurer,  American 
Board  of  Obstetrics  and  Gynecology,  2105 
Adelbert  Road,  Cleveland  6,  Ohio. 

Diplomates  are  asked  to  inform  the  Secretary 
of  any  change  in  address. 

American  Institute  for  Psychoanalysis 

An  intensive  ten-session  course,  in  two  sec- 
tions, win  be  given  by  the  American  Institute 
for  Psychoanalysis  at  the  Karen  Homey 
Clinic  Building,  329  East  62nd  Street,  New 
York  21,  New  York.  Sessions  will  be  held  on 
Mondays  at  8:30  p.m.  beginning  September  30, 
and  Wednesdays  at  8:30  p.m.  beginning  October 
2. 

The  course  is  designed  to  present  the  general 
practitioner  with  those  fundamentals  of  theory 
and  practice  which  he  requires  for  the  diagnosis, 
treatment,  and  referral  of  psychiatric  problems 
he  meets  in  his  practice.  The  major  emphasis 
in  the  course  is  on  practical  clinical  applica- 
tion. Instructors  will  illustrate  fundamental 
concepts  with  clinical  material  from  their 
own  experience. 

The  course  is  supported  by  a grant  from  the 
National  Institute  of  Mental  Health  and  is 
open  to  physicians  in  practice  without  fee. 

Application  should  be  made  to  Harold 
Kelman,  M.D.,  Dean,  American  Institute  for 
Psychoanalysis,  329  East  62nd  Street,  New 
York  21,  New  York. 

William  Alanson  White  Institute 

The  William  Alanson  White  Institute  is 
holding  seminars  for  physicians  not  practicing 
psychiatry.  The  purpose  of  these  seminars 
is  to  enable  the  practicing  physician  to  better 
understand  and  cope  with  the  psychiatric 
problems  he  meets  in  daily  practice.  Each 
course,  consisting  of  six  two -hour  sessions,  will 
be  limited  to  eight  physicians  and  informally 
conducted.  Physicians  may  take  more  than 
one  seminar.  The  seminars  are  supported  by 
a grant  from  the  National  Institute  of  Mental 
Health,  and  there  is  no  fee. 

Inquiries  for  further  information  may  be 
addressed  to:  The  Registrar,  White  Institute, 
12  East  86th  Street,  New  York  28,  New  York. 

Prize  essay  contest 

The  trustees  of  the  Caleb  Fiske  Prize  of  the 
Rhode  Island  Medical  Society  announce  as  the 
subject  for  this  year’s  dissertation,  “Clinical 
Application  of  Newer  Discoveries  in  Enzyme 
Chemistry.’’  The  dissertation  must  be  type- 

continued  on  page  2460 
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Antihistaminic  action  relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus. 
AntispasmodiC  action  relieves  bronchial  spasm.  inqiq^jionS:  Allergic  diseases  such  as  hay  fever, 
allergic  rhinitis,  urticaria,  angioedema,  bronchial  asthma,  serum  sickness,  atopic  dermatitis,  contact  dermatitis, 
gastrointestinal  allergy,  vasomotor  rhinitis,  pruritus,  physical  allergies,  reactions  to  injection  of  contrast  media, 
reactions  to  therapeutic  preparations,  and  allergic  transfusion  reactions;  also  postoperative  nausea  and  vomiting, 
nausea  of  pregnancy,  motion  sickness,  parkinsonism  and  drug-induced  extrapyramidal  reactions,  and  quieting 
emotionally  disturbed  children.  Parenteral  administration  is  indicated  where,  in  the  judgment  of  the  physician, 
prompt  action  is  necessary  and  oral  therapy  would  be  inadequate.  PRECAUTIONS:  Avoid  subcutaneous  or  peri- 
vascular injection.  Single  parenteral  dosage  greater  than  100  mg.  should  be  avoided,  particularly  in  hypertension 
and  cardiac  disease.  Persons  who  have  become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen  response  while  using 
this  product.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with  this  product,  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine  hydrochloride  has  an  atropine-like  action  which  should  be 
considered  when  prescribing  it.  Cream  (Ointment)  should  not  be  applied  to  extensively  denuded  or  weeping  skin 
areas.  SUPPLIED:  Kapseals®  of  50  mg.;  Capsules  of  25  mg.;  Emplets®  (enteric-coated  tablets)  of  5()  mg.;  in 
aqueous  solutions:  1-cc.  Ampoules,  50  mg.  per  cc.;  10-  and  30-cc.  Steri-Vials,®  10  mg.  per  cc.  with  1:10,000 
benzethonium  chloride  as  a germicidal  agent;  Elixir,  10  mg.  per  4 cc.  with  14  per 
cent  alcohol;  2 per  cent  Ointment  (water-miscible  base). 
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written,  double  spaced,  and  should  not  exceed 
10,000  words.  A cash  prize  of  $500  is  offered. 
Essays  must  be  submitted  by  December  1 1 . 

For  complete  information  regarding  the 
regulations,  write  to  the  Secretary,  Caleb 
Fiske  Fund,  Rhode  Island  Medical  Society, 
106  Francis  Street,  Providence  3,  Rhode 
Island. 

Yellow  fever  vaccinations 

A clinic  where  yellow  fever  vaccinations 
will  be  given  to  persons  going  out  of  this  country 
into  areas  where  yellow  fever  is  prevalent  was 
opened  on  July  15  by  the  City  of  New  York 
Department  of  Health. 

The  clinic  will  be  at  the  Washington  Heights 
District  Health  Center,  600  West  168th  Street, 
New  York  City.  Yellow  fever  vaccinations 
will  be  given  between  10:00  and  11:00  a.m. 
daily  except  Saturdays,  Sundays,  and  holidays. 
There  will  be  no  charge  for  the  service.  No 
special  appointment  is  needed. 

Under  international  quarantine  regulations, 
travelers  into  areas  where  yellow  fever  is 
endemic  are  advised  to  have  yellow  fever 
vaccinations  before  they  are  admitted  to  the 
country.  The  yellow  fever  areas  include  “the 
equatorial  band”  of  Africa  and  Central  and 
South  America.  Some  countries  require  in- 
coming travelers  to  have  yellow  fever  vac- 
cinations, especially  if  they  come  from  endemic 
areas. 

The  general  immunization  clinics  at  the 
Washington  Heights  District  Health  Center 
are  open  daily  from  9:30  a.m.  to  12:00  noon. 

Radiologic  physics  course 

The  Radiation  Medicine  Department  of  the 
Queens  Hospital  Center  is  offering  a course  in 
radiologic  physics  for  residents  beginning  Octo- 
ber 31  from  5:00  to  6:00  p.m.  and  consisting 
of  20  sessions. 

The  program  will  consist  of  lectures,  demon- 
strations, and  laboratory  exercises,  and  en- 
rollment is  limited  to  16. 

Requests  for  applications  should  be  sent  to: 
Leonard  B.  Goldman,  M.D.,  Director,  Radia- 
tion Medicine  Department,  Queens  Hospital 
Center,  82-68  164th  Street,  Jamaica  32,  New 
York. 

Illegal  use  of  barbiturates 

Investigators  for  the  New  York  State  Board 
of  Phmmacy  are  reporting  increased  activity 
among  teenagers  in  connection  with  the  illegal 
use  of  amphetamines  and  barbiturates.  Nu- 
merous forged  prescriptions  for  such  drugs  are 
being  investigated. 

Physicians  are  advised  to  keep  a better 
check  on  blank  prescription  forms.  It  is 
obvious  that  blank  forms  are  being  stolen 
from  physicians’  offices  and/or  hospitals  and 
are  used  in  obtaining  these  dangerous  drugs. 


Dermatology  therapy 

A course  in  grenz  ray  and  low-voltage  therapy 
in  dermatology  will  be  given  by  Earle  Brauer, 
M.D.,  associate  clinical  professor  at  New  York 
University  School  of  Medicine  on  October  4 
from  10:00  to  11:30  a.m.  in  the  “E”  Building 
Auditorium  of  Kings  County  Hospital,  451 
Clarkson  Avenue,  Brooklyn,  New  York. 

The  course  will  be  held  under  the  auspices 
of  the  Division  of  Dermatology  of  the  De- 
partment of  Medicine,  State  University  of  New 
York,  Downstate  Medical  Center. 

Interstate  offers  varied  program 

The  forty-eighth  annual  Scientific  Assembly 
of  Interstate  Postgraduate  Medical  Association, 
to  be  held  at  the  Palmer  House,  Chicago, 
October  21  through  24,  offers  nineteen  and 
three-quarters  hours  of  varied  teaching  and 
A.A.G.P.  Category  II  credit  for  a registration 
fee  of  $10.  The  program  is  especially  suited 
to  the  needs  of  generalists,  since  all  lectures, 
panels,  and  clinics  are  closely  related  to  medical 
problems  familiar  to  the  physician  who  does 
not  devote  his  time  to  a single  specialty. 
Panels  on  “Neck,  Shoulder,  and  Arm  Pain,” 
“Fractures  and  Dislocations  in  Children,”  and 
“The  Pros  and  Cons  in  The  Use  of  Anti- 
coagulants” will  be  included. 

Those  interested  in  full  details  of  the  program 
may  contact  N.  A.  Hill,  M.D.,  Secretary,  In- 
terstate Postgraduate  Medical  Association, 
Box  1109,  Madison  1,  Wisconsin. 

Association  for  Advancement  of 
Psychoanalysis 

The  Association  for  the  Advancement  of 
Psychoanalysis  will  hold  a panel  discussion  on 
September  25  at  8:30  p.m.  on  “The  Influence 
of  Family  Climate  on  the  Development  of 
Character  Structure.”  The  discussion  will  i 

be  held  at  the  New  York  Academy  of  Medicine, 

2 East  103rd  Street,  New  York  City.  | 

I 

Cancer  registry  technical  assistance  ^ 

The  Committee  on  Cancer  of  the  American 
College  of  Surgeons  has  announced  that  in 
addition  to  the  consultant  service  provided  ! 
by  the  College  office  to  aid  cancer  registries  in  | 
the  solution  of  organizational  and  operational  | 
problems,  similar  assistance  has  now  been  f 

made  available  by  the  American  Cancer 
Society,  521  West  57th  Street,  New  York  19, 
New  York,  and  the  Cancer  Control  Program, 
Division  of  Chronic  Diseases,  Bureau  of  State  ^ 
Services,  Public  Health  Service,  Department  i 
of  Health,  Education,  and  Welfare,  Washington  i 
25,  D.C. 

Each  cooperating  organization  will  provide  i 
two  technical  consultants.  Hospitals  desiring  j 
this  service  should  extend  invitations  directly 
to  the  College  Office  or  to  the  American  Cancer 

continued  on  page  2466  I 
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EFFECTIVEN 

CONFIRMED 

BYCOMPUT 

ISO 

(triacetyloleandomycin) 


SL 


\ 

NOW  FROM  66  HOSPITALS...  | 

NATIONWIDE  COMPARISON  OF  MICROBIALi 
SUSCEPTIBILITY  TO  5 LEADING  ANTIBIOTICS^ 

The  1963  antibiotics  survey  is  unprecedented  in  its  scope.  In  all,  susceptibility  results  o 
9,331  cultures  were  collected  from  66  hospitals  in  26  states.  The  bacteria  studied  wer 
isolated  from  overt  clinical  infections,  and  tested  by  the  disc  sensitivity  method  fo 
susceptibility  to  five  widely-used  antibiotics. 

Each  participating  hospital  laboratory  reported  the  over-all  susceptibility  of  all  bacteri 
studied  each  week.  The  data  thus  collected  were  then  compared  and  analyzed  by  elec 
tronic  data  processing  equipment. 

The  in  vitro  findings  indicate  the  over-all  superiority  of  TAO  (triacetyloleandomycin 
over  four  leading  antibiotics  against  Staphylococcus  aureus  (coagulase  positive).  Strep 
tococcus  pyogenes  (beta-hemolytic),  Diplococcus  pneumoniae  and  Streptococcus  pyo 
genes  Group  D (enterococcus).  These  1963  data  broaden  and  confirm  the  1962  stud; 
of  9,872  cultures  in  this  continuing  hospital  survey  of  antibiotics^.  ^ 
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RESULTS  FROM  1963  NATION- 
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SUSCEPTIBILITY  RESULTS  BY  ORGANISM 


Staphylococcus 

Streptococcus 

Pneumococcus 

Enterococcus 

(coagulase  positive) 

(^-hemolytic) 

TAO 

(5440) 

(1519) 

(1130) 

(1242) 

(triacetyloleandomycin) 

88.0% 

95.2% 

97.1% 

63.9% 

Erythromycin 

68.9% 

96.7% 

96.7% 

68.5% 

Tetracycline 

50.9% 

79.9% 

92.9% 

36.6% 

Chloramphenicol 

82.2% 

94.2% 

96.8% 

72.3% 

Penicillin 

27.0% 

94.9% 

96.8% 

45.0% 

(figures  in  parentheses  indicate  total  number  of  cultures) 


VIDE  SURVEY  OF  ANTIBIOTICS 


Staphylococcal  Susceptibility.  Through  the  use 
of  electronic  data  processing  equipment,  the  1963 
antibiotics  survey  reveals  other  important  data  on 
relative  antibiotic  effectiveness.  One  example  of  this 
is  the  number  and  percentage  of  staphylococcal  cul- 
tures susceptible  to  none  of  the  antibiotics  studied, 
to  one  antibiotic  only,  and  to  all  five  antibiotics. 
Significantly,  only  3.7%  of  staphylococcal  cultures 
were  resistant  to  all  five  of  these  frequently -pre- 
scribed antibiotics.  About  21%  of  all  staphylococci 
cultures  were  susceptible  to  all  five  antibiotics. 

THE  FOLLOWING  CHART  SHOWS  THE  DATA  COM- 
^ILED  WHEN  ONLY  ONE  ANTIBIOTIC  COULD  CONTROL 
THE  STAPHYLOCOCCI.  AS  SHOWN,  THE  CHART  INDI- 
hATES  HIGHEST  LIKELIHOOD  OF  SUCCESS  WITH  TRI- 
|\CETYLOLEANDOMYCIN  AND  CHLORAMPHENICOL,  IN 
jFHAT  ORDER. 

! 


Confirmed  Clinically.  This  massive  in  vitro  data 
further  supports  clinical  findings.  As  an  example, 
Shubin^  found  that  of  129  patients  with  upper  or 
lower  respiratory  infections  treated  with  TAO  (tri- 
acetyloleandomycin),  120  had  a good  response.  A 
“good”  response  generally  showed  “reduction  in 
temperature  and  toxicity  within  48  hours  after  initia- 
tion of  therapy,  with  subsequent  clinical  and  bac- 
teriological cure  of  infection.”^ 

References:  1.  Isenberg,  Henry  D.,  Ph.D.;  “Nationwide  Compar- 
ison of  Microbial  Susceptibility  with  Standardized  Discs.”  Scienti&c 
Exhibit  presented  at  the  meeting  of  the  American  Medical  Association, 
Atlantic  City,  N.  J.,  June  16-20,  1963.  2.  Fowler,  J.  Ralph,  Watters, 
John  L.  and  Levy,  Arthur  M.:  Bacterial  Susceptibility  Patterns  as 
Related  to  Geographic  Variation  and  Anatomical  Source,  Clinical 
Medicine,  70:547  (Mar.)  1963.  3.  Shubin,  H.  et  al:  Further  Clinical 
Studies  with  Triacetyloleandomycin,  Antibiotic  Med.  and  Clin.  Ther., 
6:156  (Mar.)  1959. 


Number  and  percentage  of  cultures  susceptible 

Number  of  anti- 
biotics effective 

Chloramphenicol  I 

Erythromycin 

1 

Penicillin 

i'  ! 

1 Tetracycline 

Triacetyl-  ! 
oleandomycin 

One 

246  I 

14  I 

11 

15  1 

327  ; 

(4.57o)  j 

1 

(0.2%) 

(0.2%) 

;;  (0.3%)  ’ 

i:  . ’ 

(6.0%)  > 

TAO 

(triacetyloleandomycin) 

New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 


indications:  The  bacterial  spectrum  for  which  TAO  (triacetyloleandomy- 
cin)  primarily  is  effective  includes  staphylococci,  streptococci,  pneumo- 
cocci and  gonococci.  It  is  recommended  for  acute, severe  infections  where 
adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  anti- 
biotic. It  has  been  shown  to  be  particularly  effective  in  acute,  severe  infec- 
tions of  the  respiratory  tract,  bones  and  joints,  genitourinary  tract  and  in 
staphylococcal  enterocolitis.  It  is  not  recommended  for  prophylaxis  or  in 
the  management  of  infectious  processes  which  may  require  more  than  10 
days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this 
drug,  when  therapy  beyond  10  days  proves  necessary,  other  less  toxic 
agents,  of  course,  should  be  used  unless  the  organism  is  resistant  to  those 
agents,  or  in  those  cases  where  hypersensitivity  precludes  their  use.  If 
clinical  judgment  dictates  continuation  of  therapy  for  longer  periods,  serial 
monitoring  of  liver  profile  is  recommended,  including  BSP,  transaminase 
(SCOT)  and  cephalin  flocculation  tests. 


precautions  and  side  effects:  Use  of  this  drug  may  produce  alterations  in 

liver  function  tests  and  jaundice.  Clinical  experience  available  thus  far  indi- 
cates that  these  liver  changes  were  reversible  following  discontinuation  of  the 
drug.  A review  of  studies  by  several  independent  investigators  and  reports 
from  practicing  physicians  indicate  that  liver  function  abnormalities  may 
occur  in  a significant  number  of  patients  following  two  weeks  or  more  of 
continuous  therapy  with  triacetyloleandomycin  at  1.0  gram  per  day  in 
divided  doses.  Clinical  symptomatology,  including  jaundice,  has  been  ob- 
served infrequently  in  these  individuals.  The  drug  is  not  recommended  for 
subjects  who  have  shown  abnormal  liver  function  tests  or  hepatotoxic  re- 
actions to  it.  Based  on  the  use  of  this  drug  over  a period  exceeding  5 years, 
the  incidence  of  jaundice  considering  all  reports  referable  to  this  effect  is 
6.3  per  million  courses  of  therapy.  When  only  those  which  definitely 
be  rel^tedjtp  this  drug  are  equated  to  usage,  the  incidence  is  1.^ 

courses  of  treatmeBt.“  ~ — ^ 

Although  reactions  of  an^lergic  nature  duetto  this  drug  are  : 
ajtd  seldom  severe,  those  of  the  anaphylactoMi'^ydi'^ave 
?iare  occasions.  ' ■ ' 


vJ 


TAO 


AVAILABLE  AS: 


Capsules  (250  mg.;  125  mg.) 
Ready-Mixed  Oral  Suspension 
(raspberry-flavored,  125  mg./5  cc.) 
Pediatric  Drops  (100  mg./cc.) 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being' 


throughout  the  wide 
middle  range  of  pain 
control  with  one 
analgesic  formula 


PERCODAN 


Each  scored  yellow  Percooan* 
Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  HCI 
(Warning:  May  be  habit-forming), 
0.38  dihydrohydroxycodeinone 
terephthalate  (Warning:  May  be 
habit-  forming),  0.38  mg. 
homatropine  terephthalate,  224 
mg.  aspirin,  160  mg.  phenacetin, 
and  32  mg.  caffeine. 


in  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderateiy  severe  pain, 
Percooan  assures  speed,  duration, 
and  depth  of  anaigesia  by  the 
ora/  route  . . . acts  within  5 to  15 
minutes . . . usually  provides 


uninterrupted  relief  for  ^ hours 
or  longer  with  just  1 tablet . . . 
rarely  causes  constipation. 


Average  Adult  Dose-1  tablet  every  6 hours.  Side  Effects  and  Contraindications-Although  generally  well 
tolerated,  PERCODAN  may  cause  nausea,  emesis,  or  constipation  in  some  patients.  PERCODAN  should 
be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias.  Also  available:  PERCODAN®- DEMI,  containing  the  complete  PERCODAN  formula  but 
with  only  half  the  amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine. 

Both  products  are  on  oral  Rx  in  all  states  where  laws  permit.  Narcotic  order  required. 

Literature  on  request,  endo  laboratories  Richmond  Hill  18,  N.  Y. 

*U.  S.  PaU.  2.628,185  and  2.907,768  > 


Cndo 
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Society  or  Public  Health  Service  Regional 
Office. 

Physicians  of  the  College  field  staff  and  the 
Department  of  Professional  Services,  American 
College  of  Surgeons,  will,  on  request,  provide 
guidance  on  obtaining  this  service  or  will  re- 
spond to  special  questions.  Addresses  may  be 
obtained  through  the  Department  at  40  East 
Erie  Street,  Chicago  11,  Illinois. 


Association  for  Study  of  Headache 

The  fifth  annual  meeting  of  the  American 
Association  for  the  Study  of  Headache  was  held 
at  the  Claridge  Hotel  in  Atlantic  City,  New 
Jersey,  on  June  15. 

The  Association  was  founded  in  1959  with 
the  purpose  of  providing  an  open  forum  where 
physicians  in  the  various  fields  of  medicine 
could  present  their  ideas  and  beliefs  concerning 
the  pathophysiology,  etiologic  factors,  diagnosis, 
and  treatment  of  various  forms  of  headache 
and  other  head  psiin.  The  official  journal. 
Headache,  was  launched  in  1961  to  further  en- 
large the  forum.  All  papers  and  discussions 
presented  at  the  fifth  annued  meeting  will  be 
published  in  the  third  volume  during  the 
coming  year. 

The  sixth  annual  meeting  will  be  held  in  San 
Francisco  on  June  20,  1964.  Those  interested 
in  joining  the  Association  or  in  attending  the 
sixth  annual  meeting  may  contact  Lester  S. 
Blumenthal,  M.D.,  5315  Connecticut  Avenue, 
N.W.,  Washington  15,  D.C.  for  application 
forms. 


Personalities 

Elect.  Frederic  W.  Holcomb,  Sr.,  M.D., 
Kingston,  re-elected  president  of  the  Ulster 
County  TB  and  Health  Association.  . .Carl  N. 
Schueler,  M.D.,  Alden,  as  president  of  the 
Science  Progress  and  Research  Medical  Society 
of  Buffalo.  . .Gareth  West,  M.D.,  chief-of-staff; 
John  Sullivan,  M.D.,  assistant  chief-of-staff; 
Paul  Ferrara,  M.D.,  secretary;  George  Pixley, 
M.D.,  permanent  honorary  chief-of-staff;  and 
Benjamin  Nicotri,  M.D.,  surgical  department 
head  of  Lenox  Memorial  Hospital,  Canastota. 

Appointed.  Donald  W.  Cohen,  M.D.,  Albany, 
as  deputy  director  of  community  services  of  the 
New  York  State  Department  of  Mental  Health 
. . .John  M.  Shaul,  M.D.,  as  vice-president  and 
medical  director  of  Whitehall  Laboratories.  . . 
George  Volow,  M.D.,  formerly  assistant  clinical 
director  at  Kings  Park  State  Hospital,  as 
director  at  Utica  State  Hospital,  effective  July 
18. 

Awarded.  Certificates  of  Fellowship  in  the 
American  College  of  Chest  Physicians  to:  Bald- 
win: Burton  L.  Gorson,  M.D.;  Bronx:  William 
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Dutchen,  M.D.,  and  Emery  Szanto,  M.D.; 
Bronxville:  Clement  G.  Bottino,  M.D.;  Brook- 
lyn: Tsung  O.  Cheng,  M.D.,  Hans  Landesberg, 
M.D.,  and  George  H.  Stechel,  M.D.;  Buffalo: 
Jerome  J.  Maurizi,  M.D.,  Syde  A.  Taheri, 
M.D.,  and  Norman  B.  Thomson,  M.D.;  Elmont: 
Emil  F.  Klein,  M.D.;  Forest  Hills:  Jacob 

Zimmerman,  M.D.;  Jamaica:  William  A. 

O’Connell,  M.D.;  Long  Beach:  Stanley  R. 

Robbin,  M.D.;  New  York  City:  Nathan  Bander 
M.D.,  Abraham  G.  Cohen,  M.D.,  Ehzabeth 
Coryllos,  M.D.,  Anthony  L.  Danza,  M.D., 
Maxwell  L.  Gelfand,  M.D.,  George  H.  Humph- 
reys, M.D.,  George  C.  Leiner,  M.D.,  Rosa  Lee 
Nemir,  M.D.,  Robert  T.  Potter,  M.D.,  Abraham 
I.  Schaffer,  M.D.,  Gabriel  P.  Seley,  M.D., 
Nathaniel  Shafer,  M.D.,  Alvin  S.  Teirstein, 
M.D.,  Louis  J.  Wagner,  M.D.,  Harry  Weinrauch, 
M.D.,  and  Gary  Zucker,  M.D. 

Also:  Port  Jefferson:  Zygmunt  Himel,  M.D.; 
Purchase:  Leo  T.  Delaney,  M.D.;  Ridgewood: 
Voldemars  Jansons,  M.D.;  Roslyn:  Irvin  R. 
Besman,  M.D.;  Scarsdale:  Hugo  E.  Vecchiotti, 
M.D.;  Staten  Island:  Herbert  Berger,  M.D., 
Walter  T.  Hausheer,  M.D.,  and  Salvatore  A. 
LaBarbera,  M.D.;  Syracuse:  Martin  Wynyard, 
M.D.;  West  Forest  Hills:  Alexander  Fiala, 

M.D.;  and  White  Plains:  Michael  Rohman, 
M.D. 

Honored.  Arthur  J.  Bedell,  M.D.,  Albany, 
with  an  exhibition  and  demonstrations  of  448 
Kodachromes  of  various  forms  of  cataract, 
dislocated  lens,  buphthalmos,  glaucoma,  and 
corneal  changes  at  the  Oxford  Ophthalmological 
Congress.  . .Edward  Danforth,  M.D.,  Bain- 
bridge,  as  man  of  the  year  by  the  Bainbridge 
Chamber  of  Commerce.  . .Alfred  E.  Fischer, 
M.D.,  New  York  City,  by  the  New  York 
Diabetes  Association  for  his  work  in  founding  a 
camp  for  diabetic  children.  . .Louis  F.  Garbon, 
M.D.,  Ishp,  by  a testimonial  dinner  given  by 
doctors  and  friends  honoring  his  fifty  years  of 
service  in  medicine.  . .Seymour  Hopfan,  M.D., 
former  director  of  the  radioisotopes  and  chemo- 
therapy laboratory  at  Glens  Falls  Hospital, 
with  a farewell  dinner  given  by  his  medical 
colleagues  before  beginning  his  residency  at 
Veterans  Administration  Hospital,  The  Bronx. . . 
George  T.  Pack,  M.D.,  New  York  City,  by  the 
bestowal  of  “The  Salvation  Flag”  by  the 
National  University  of  Taiwan,  for  recognition 
of  accomphshments  in  cancer  control. 

New  offices.  Joseph  Mario  CanneUa,  M.D., 
general  practice  of  medicine  in  the  Clinton 
Building,  Watertown.  . .Joseph  Hfisenrath, 
M.D.,  practice  of  internal  medicine  and  cardiol- 
ogy at  82  Fair  Street,  Kingston.  . .Donald  D. 
Hutchings,  M.D.,  reopening  his  office  for  prac- 
tice of  medicine  at  121  East  Steuben  Street, 
Bath.  . .Russell  B.  Peacock,  M.D.,  practice  of 
medicine  at  15  West  High  Street,  Ballston 
Spa.  . .Robert  C.  Peale,  M.D.,  practice  of 
medicine  on  Tabor  Lane,  Pawling.  . .Alexander 
Saunders,  M.D.,  practice  of  medicine  at  64-05 
53rd  Drive,  Ridgewood  Plateau,  Maspeth. 

— September  1,  1963 


(concentrates  on  coughs) 


Tussicalm,  by  concentrating  solely  on  cough  relief,  permits 
therapeutic  and  dosage  flexibility  in  treating  individual 
patients,  since  other  symptoms  may  vary  in  type,  fre- 
quency, onset  and  duration.  Mixtures  with  multi-therapeutic 
effects  may  be  unnecessary,  increase  danger  of  side  effects, 
and  result  in  "inadequate  concentrations  of  effective 
ingredients 

With  Tussicalm,  patients  receive  concentrated  2-way  action. 
Noscapine— safe,  effective  cough  suppressant. 2.3  Antitussive 
potency  equal  to  codeine. No  addiction  liability. 1.6.7  Wide 


margin  of  safety.®-®  No  opiate-like  effects,  such  as  constipa- 
tion, respiratory  depression  or  blood  pressure  changes.® 
Glyceryl  Guaiacolate— safe,  superior  expectorant.  Greatly  in- 
creases and  thins  bronchial  secretions.®  Facilitates  elimina- 
tion of  sputum  and  soothes  irritated  bronchial  mucosa. lo 
Virtually  no  adverse  effects.® 

Tussicalm,  being  essentially  free  of  side  effects,  is 
available  to  the  whole  family  without  prescription. 

ROUSSEL  CORPORATION.  155  E.  44  ST.,  N.  Y.  17,  N.  Y.  .~Hr» 


Each  teaspoonful  (5  cc.)  contains  m a delightfully  different  tasting  syrup:  Noscapine  10  mg..  Glyceryl  Guaiacolate  90  mg„  Citric  Acid  Anhydrous  75 
mg.,  and  Sodium  Benzoate  5 mg.  DOSAGE:  Adults:  2 teaspoonfuls  three  or  four  times  daily.  Children  (6  to  12):  1 teaspoonful  three  or  four  times  daily. 
Children  (4  to  6):  ’/j  to  1 teaspoonful  three  or  four  times  daily.  SUPPLIED:  4-oz.  bottles. 

REFERENCES:  (1)  Bickerman.  H.  A.:  M.  Clin.  N.  America  45:805.  1961.  (2)  Bickerman,  H.  A..  & Barach.  A.  L.:  Am.  J.  M.  Sc.  228:156.  1954.  (3)  Segal. 
M.  S.;  Goldstein.  M.  M , & Attmger.  E.  O.:  Dis.  Chest  32:305.  1957.  (4)  Bickerman,  H.  A.  ; German.  E.;  Cohen.  8.  M..  & Itkin,  S.  E.:  Am.  J.  M.  Sc. 
234:191.  1957.  (5)  New  and  Nonofficial  Drugs.  Evaluation  by  A.M.A.  Council  on  Drugs.  Philadelphia.  J.  B.  Lippincott  Company.  1962.  p.  453. 
(6)  Bickerman,  H.  A.,  in  Modell.  W..  ed.:  Drugs  of  Choice  1962-1963.  St.  Louis,  The  C.  V.  Mosby  Company,  1962.  p.  469.  (7)  Bickerman,  H.  A.:  Clin. 
Pharmacol.  & Therap.  3:353  (May-June)  1962.  (8)  Winter.  C.  A.,  & Flataker.  L.:  Toxicol.  & Appl.  Pharmacol.  3:96.  1961.  (9)  Bickerman,  H.  A.,  in 
Modell.  W.:  op.  cit.t  474.  (10)  Ibid.-.  472.  oito 


Medical  Meetings 


New  England  Postgraduate  Assembly 


The  1963  New  England  Postgraduate  As- 
sembly will  be  held  at  the  Hotel  Statler,  Boston, 
Massachusetts,  November  13  through  15. 

The  program  will  feature  symposiums,  panels, 
lectures,  luncheon  talks,  and  clinicopathologic 
conferences.  The  program  has  been  arranged 
to  appeal  to  both  specialists  and  family  physi- 
cians. Speakers  will  be  nationally  recognized 
authorities  noted  for  their  lucid  presentations. 

The  Academy  of  Psychoanalysis 

The  Academy  of  Psychoanalysis  will  hold 
its  two-day,  mid-winter  meeting  at  the  Hotel 
Commodore  in  New  York  City  on  December 
14  and  15.  The  theme  of  the  meeting  is  “Ex- 
perimental Approach  to  the  Psychodynamics 
of  Behavior.”  Further  information  may  be 
obtained  from  Alfred  H.  Rifkin,  M.D.,  Secre- 
tary, The  Academy  of  Psychoanalysis,  125 
East  65th  Street,  New  York  21,  New  York. 

Officers  of  the  organization  include:  Franz 
Alexander,  M.D.,  Los  Angeles,  president; 
Leon  Salzman,  M.D.,  Washington,  D.C., 
president-elect;  Sandor  Rado,  M.D.,  New  York 
City,  past-president;  Alfred  H.  Rifkin,  M.D., 
New  York  City,  secretary;  and  Earl  G.  Witen- 
berg,  M.D.,  New  York  City,  treasurer. 

Trustees  are:  Irving  Bieber,  M.D.,  New 

York  City;  Dexter  M.  Bullard,  M.D.,  Rock- 
ville, Maryland;  Marianne  H.  Eckardt,  M.D., 
Washington,  D.C.;  Harold  I.  Kelman,  M.D., 
New  York  City;  Harold  I.  Lief,  M.D.,  New 
Orleans,  Louisiana;  Lilly  Ottenheimer,  M.D., 
New  York  City;  Janet  MacK.  Rioch,  M.D., 
Rockville,  Maryland;  and  Montague  Ullman, 
M.D.,  Brooklyn. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


American  Psychosomatic  Society 

The  twenty-first  annual  meeting  of  the 
American  Psychosomatic  Society  wfil  be  held 
at  the  Sheraton-Palace  Hotel  in  San  Francisco 
on  April  4 and  5,  1964. 

Interested  persons  are  invited  to  attend  the 
meeting  and  to  submit  abstracts  of  original 
work  to  be  considered  for  presentation.  Ab- 
stracts should  be  limited  to  one  page  of  double 
spaced  type,  if  possible,  or  two,  at  the  very 
most.  Those  accepted  will  be  printed  and 
circulated  to  the  members  of  tbe  Society  prior 
to  the  meeting  and  will  be  available  at  a minimal 
price  at  the  meeting. 

Abstracts  should  be  submitted,  in  11  copies, 
by  December  1,  1963,  to  Carl  Binger,  M.D., 
Chairman,  265  Nassau  Road,  Roosevelt,  New 
York. 

Miami  heart  group 

The  Heart  Association  of  Greater  Miami 
is  sponsoring  the  eighth  biennial  cardiovascular 
seminar  to  be  held  in  the  Carillon  Hotel, 
Miami  Beach,  on  May  21  through  23,  1964. 

For  further  information,  contact  Edward  W. 
St.  Mary,  M.D.,  Chairman,  8th  Biennial 
Cardiovascular  Seminar,  Heart  Association  of 
Greater  Miami,  253  S.W.  8th  Street,  Miami 
36,  Florida. 

Cancer  conference 

The  Fifth  National  Cancer  Conference, 
sponsored  by  the  American  Cancer  Society, 
Inc.,  and  the  National  Cancer  Institute, 
win  be  held  at  the  BeUevue-Stratford  Hotel, 
PhUadelphia,  Pennsylvania,  September  17 
through  19,  1964. 

For  further  information,  write:  Coordinator, 
Fifth  National  Cancer  Conference,  American 
Cancer  Society,  Inc.,  521  West  57th  Street, 
New  York  19,  New  York. 
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A I special  | margarine 
for  the  atherosclerosis  diet 


The  latest  report*  in  the  JAM  A on  atherosclerosis 
diets  states,  “...it  appears  logical  to  attempt  to 
reduce  high  concentrations  of  cholesterol  and 
other  serum  lipids  as  an  experimental  therapeutic 
procedure.” 

Since  this  report  recognizes  table  spreads  as  an 
important  source  of  dietary  fat,  we  believe  that  it 
is  in  your  professional  interest  to  know  about  the 
fatty-acid  composition  of  Mrs.  Filbert’s  Corn  Oil 
Margarine. 

Mrs.  Filbert’s  Corn  Oil  Margarine  is  a special 
margarine** made  from  100%  corn  oil,  over  50% 
of  which  retains  its  liquid  characteristics. 


Because  of  its  high  linoleic  content,  its  ratio  of 
polyunsaturates  to  saturates  is  about  1 .7  to  1 . . . 
and  equals  the  highest  level  available  today  in  any 
corn  oil  margarine. 

Of  the  total  fatty  acid  content,  28%  is  cis-cis 
linoleic  acid. 

Moreover,  when  you  recommend  Mrs.  Filbert’s 
Corn  Oil  Margarine,  your  patient  is  assured  of 
receiving  unmatched  taste  and  flavor  satisfaction 
— an  important  consideration  in  promoting  ad 
herence  to  any  therapeutic  regimen. 

*AMA  Council  on  Foods  and  Nutrition:  The  Regulation  of 
Dietary  Fat,  JAMA  181:411-423  (August  4,  1962). 

**AMA  Council  on  Foods  and  Nutrition:  Composition  of 
Certain  Margarines, 179:719  (March  3,  1962). 


Made  from  100%  corn  oil  with  liquid  corn  oil  as  its  major  ingredient 

For  additional  information— including  detailed  listings  of  component  characteristics— please  write  to  us. 

J.  H.  FILBERT,  Inc. 

BALTIMORE  29,  MARYLAND 


i 
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SPECIALISTS  IN  FINE  LIBRARY  BINDING 

Medical  journals,  periodicals,  magazines  and  manu- 
scripts bound — books  rebound.  We  match  previously 
bound  volumes.  Pick  up  and  deliver.  Contact  De  Ray 
Bookbinding  Corp.,  28  East  22nd  St.,  New  York  10. 
CA  8-5330. 


MiDiCAi  Writirs'  Institutc 

Saturday,  October  5th 
Princeton  Club  — NYC 

Outstanding  Speakers 
Workshops  - Panel  Discussions 

Membership  Limited 
For  Application  Write 

J.  F.  Montague,  M.  D., 

104  East  40th  Street,  NYC 
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Under  the  generic  name 
for  lower  costs  to  your  patients 

Chloral  Hydrate  Syrup 

Quality  controlled  by  West-ward 

Color:  Blue-Green 
Taste:  Pleasant  peppermint 

Send  for  your  professional  sample 


West  ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

Please  forward  a professional  sample  of 
West-ward's  Chloral  Hydrate  Syrup. 

1 

1 

1 
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MD 
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citv 
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.J 

Lederle  Laboratories, 
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Help  protect  the  kidneys  and  other  threatened  organs 

Because  Rautrax-N  lowers  blood  pressure  so  effectively,  it  helps  provide  important  protection  for 
the  kidneys  and  also  for  the  heart  and  brain  of  your  hypertensive  patients.  Rautrax-N  is  effective 
in  mild,*  moderate,*’^  or  severe  hypertension.^'^ 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at  mealtime.  Maintenance,  1 or  2 tablets  daily. 
Side  effects  and  precautions:  Rauwolfia  preparations  may  cause  reversible  extrapyramidal  symp- 
toms and  emotional  depression.  Caution  indicated  in  use  with  depression,  suicidal  tendencies, 
peptic  ulcer.  Minor  side  effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Bendroflumethiazide 
may  cause  reversible  hyperuricemia  and/or  gout,  unmask  latent  diabetes,  increase  glycosuria  in 
diabetics.  Caution  indicated  in  use  for  patients  on  digitalis,  with  severely  damaged  kidneys,  renal 
insufficiency,  increasing  azotemia,  cirrhosis.  Contraindicated  in  complete  renal  shutdown.  Minor 
side  effects:  leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild  rashes.  Supply:  Rautrax-N  — cap- 
sule-shaped tablets— 50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 mg.  Naturetin®  [ben- 
droflumethiazide], 400  mg.  potassium  chloride.  Rautrax-N  Modified— capsule-shaped  tablets  — 50 
mg.  Raudixin  [Rauwolfia  serpentina  whole  root],  2 mg.  Naturetin  [bendroflumethiazide],  400 
mg.  potassium  chloride.  For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 

References:  (1)  Berry,  R.  L.,  and  Bray,  H.  P. : J.  Am.  Geriatrics  Soc.  Squibb 

70:516  (June)  1962.  (2)  Hutchison,  J.  C.:  Current  Therap.  Res.  4:610  Squibb  Quality 

(Dec.)  1962.  (3)  Feldman,  L.  H.:  North  Carolina  M.  J.  27:248  (June)  1962.  —the  Priceless  Ingredient 

SQUIBB  DIVISION  Clin 

RAUTRAX-N  RAUWOLFIA  SERPENTINA  WHOLE  ROOT  (50  MG.), 
BENDROFLUMETHIAZIDE  (4  MG.)  WITH  POTASSIUM  CHLORIDE  (400  MG.).  SQUIBB 
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Many  of  the  ^^serial  titles  most  in  demand”  from  its 
current  collection,  according  to  a recent  report  of 
the  National  Library  of  Medicine,  come  from  the 
NEW  YORK  STATE  JOURNAL  OF  MEDICINE. 

Such  value  must  be  warranted. 

Can  we  supply  the  demand?  Yes.  To  you  and  your  friends. 

You’re  not  limited  to  a single  gift  subscription.  You  can,  as  a matter 
of  fact,  make  use  of  this  offer  to  give  two  or  three  old  school  friends  a 
chance  to  read  your  Journal — no  matter  where  they  are. 

Gift  subscriptions  are:  $5.00  for  the  first  year,  $7.50  thereafter 

P.S.  If  you  don’t  happen  to  be  one  of  our  fortunate  members,  you  can 
also  treat  yourself  to  the  same  special  introductory  subscription  rate. 
Mail  your  order  to:  New  York  State  Journal  of  Medicine,  750  Third 

Avenue,  New  York  1 7,  N.  Y. 

PLEASE  SEND  A SPECIAL-RATE  INTRODUCTORY  SUBSCRIPTION  TO: 

Name 

Address 

City  & State 


Name 

Address 

City  & State 

I I Enclosed  is  $5.00  for  the  first  year  (Regularly  $7.50) 

I I Enclosed  is  $ 1 8.00  for  the  first  three  years  (Regularly  $22.50) 

I I Plus  $1.50  for  foreign  addressee. 
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Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 


‘NE0SP0RIN’®b,and 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  'Aerosporin'® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base); Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25%  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 
Available:  In  15  Gm.  tubes. 


‘NE0SP0RIN’®brand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains;  ‘Aerosporin’® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz..  Vs  oz.  and  Va  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Stevan  Dohanos  painting  of 
a ship-side  scene  during 
S.S.  hope’s  maiden  voyage 
to  Southeast  Asia  in  1960*61. 


HOPE  IS  A SHIP 

she  needs  your  continuing  help 


HOPE  stands  for  “Health  Opportunities  for  People 
Everywhere.” 

S.S.  HOPE,  the  floating  medical  teaching  center,  re- 
cently returned  from  her  very  successful  maiden  voy- 
age to  Indonesia  and  South  Vietnam.  The  yoyage  of 
the  HOPE  ship  proved  that  true  people-to-people 
diplomacy  of  helping  to  give  “health  opportunities” 
can  and  does  work . . . and  is  appreciated. 

But,  in  order  that  the  S.S.  HOPE  I,  with  her  needed 
sister  ships,  can  continue  to  spread  health  and  Amer- 
ican goodwill,  she  needs  your  continuing  help. 

While  skilled  American  professionals  aboard  are 
drawn  from  a list  of  over  3,000  volunteers,  serving 
without  pay,  the  costs  are  high  for  sending  our  medi- 


ii5bi 


Donated  as  a public  service  by 
this  publication  and  the 
Pharmaceutical  Advertising  Council.) 


cal  diplomats  to  points  of  the  world  where  HOPE 
is  wanted.  HOPE  needs  help  from  all  Americans... 
and  now ...  in  the  form  of  dollars.  Won’t  you  donate 
your  next  fee  to  the  worthy  cause  of  giving  HOPE 
to  everyone...  every  where?  Help  show  that  the  peo- 
ple of  America  are  concerned  about  the  problems  of 
other  peoples. 


r — — -1 

{ HOPE,  P.  0.  Box  9808,  Washington  15,  D.  C.  { 

I Here  is  $ to  help  Project  HOPE.  (Please  make  i 

I checks  payable  to  Project  HOPE.)  All  contributions  are  i 

I deductible  under  the  provisions  of  Section  170  of  the  Inter-  ■ 

I nal  Revenue  Code  of  1954.  ■ 

I Please  send leaflets  for  distribution  to  my  pa-  ■ 

I tients,  friends  and  associates.  ■ 

I n Please  let  me  know  how  I may  help  Project  HOPE  ■ 

I in  other  ways.  i 

I Name * 

I Address | 

L J 
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Royal  Victoria  Hospital 

FOURTEENTH  ANNUAL 
REFRESHER  COURSE 
FOR  GENERAL  PRACTITIONERS 


The  Royal  Victoria  Hospital  will  conduct  a five  and 
one-half  day  course  for  General  Practitioners  from 
November  11  to  16,  inclusive,  1963.  The  course  will 
cover  conditions  most  commonly  encountered  in  gen- 

Fee: 


eral  practice  with  emphasis  on  practical  office  proce- 
dures used  in  Medicine,  Surgery,  Obstetrics  and  Gyn- 
aecology, Anaesthesia,  Psychiatry  and  Physical  Med- 
icine. 

S75.00 


COURSE  IN  CLINICAL  CARDIOLOGY 

November  4-8,  Inclusive,  1963 

Royal  Victoria  Hospital 
and 

The  Montreal  Children’s  Hospital 


This  course  is  concerned  with  current  problems 
which  the  practitioner  faces  with  cardiovascular  disease. 

Lecture  periods  are  correlated  with  the  problems  pre- 
sented during  bedside  teaching  for  which  the  facilities 
of  both  The  Royal  Victoria  Hospital  and  The  Montreal 

Fee:  $60.00 


Children’s  Hospital  will  be  used.  The  emphasis  is  upon 
clinical  evaluation  and  specialized  techniques  will  be 
discussed  in  relation  to  specific  technical  problems  re- 
quiring detailed  study. 


Address  applications  or  enquiries  to: 

THE  POST-GRADUATE  BOARDy  ROYAL  VICTORIA  HOSPITAL 

687  Pine  Avenue  West  Montreal  2,  Quebec 


‘Shots!  Shots!  Shots!  Don’t  they  ever  give  people  pills  any  morel” 


I 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  Americem  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Orders  are  now  being 
taken  for  the  1963-64  edi- 
tion. Write:  Directory 

Department,  Medical  So- 
ciety of  the  State  of  New 
York,  750  Third  Ave., 
New  York  17,  N.Y. 
$20.00  a copy  plus  4% 
sales  tax  for  N.  Y.  C.  de- 
livery. Society  members, 
who  have  paid  their  1963 
dues,  will  receive  the  Di- 
rectory as  part  of  their 
membership  — without 
charge. 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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White's^ 

Cod  Liver  OH 

Concentrate 

Drops 

With  Added  Vitamin  D3 


For  infants,  essential  vitamins  A and  D at  only  a penny 
a day!  Only  two  drops  a day  of  White’s  Cod  Liver  Oil 
Concentrate  provide  an  economical,  therapeutically 
sound  way  to  give  infants  vitamins  A and  D.  Each 
White’s  Cod  Liver  Oil  Concentrate  Drop  provides  1,560 
units  of  vitamin  A and  312  units  of  vitamin  D (equiva- 
lent to  one  teaspoonful  of  Cod  Liver  Oil,  N.F.).  Usual 
prophylactic  dose:  2 to  4 drops  daily.  Supplied:  drop- 
per bottles  of  6 cc.,  30  cc.  and  50  cc. 


WHITE  LABORATORIES  INC./KMlhnrtk.  Inr  An«y 

PROGRESS  THROUGH  RESEARCH 
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Ser-Ap-Es"^  can  help  prevent 
hypertensive  damage 


In  essential  hypertension,  the  kidney  frequently 
shows  cortical  atrophy  and  scarring  (A).  The 
most  common  lesion  is  intimal  thickening  and 
fibrosis  of  larger  arteries  (A)  and  hyalinization 
of  afferent  arterioles  (B). 


Ser-Ap-Es  adds  these  exclusive  benefits 
to  rauwolfia-diuretic  therapy: 

1 .  a wider  range  of  antihypertensive  action^  ^ 


2.  increased  blood  flow  to  the  kidney^ 


3.  increased  blood  flow  to  the  brain'* 
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More  certain  control  of  blood  pressure,  less 
likelihood  of  complications  with  Ser-Ap-Es 


Progressive  vascular  change,  with  ultimate  damage 
to  the  heart,  brain,  and  kidney  (at  left),  can  often 
be  prevented  by  effectively  treating  high  blood 
pressure.  To  do  this,  more  and  more  physicians  are 
turning  to  Ser-Ap-Es.  Hobbs,'  for  instance,  gave 
Ser-Ap-Es  to  74  hypertensive  patients  and  reduced 
diastolic  pressure  to  90  mm.  Hg  or  less  in  84 
per  cent  of  them.  He  concludes:  “...early  and  more 
general  use  of  a combination  tablet  of  this  type 
which  is  effective  at  several  grades  of  hypertension 
. . . may  well  serve  to  prevent  the  later,  more 
serious  renal,  cardiac,  and  cerebral  complications 
often  seen  in  untreated  hypertensives.” 
References:  1.  Hobbs,  L.  F.:Virginia  Med.  Monthly 
90:28  (Jan.)  1963.  2.  Dupler,  D.  A.,  Greenwood,  R.  J., 
and  Connell,  J.  T.;  J.A.M.A.  m:123  (Sept.  10)  1960. 
3.  Reubi,  F.  C.:  Proc.  Soc.  Exp.  Biol.  Med.  ^:102 
(Jan.)  1950.  4.  Kleh,  J.,  and  Fazekas,  J.  F.:  Amer. 

J.  Med.  Sci.  227:57  (Jan.)  1954. 

Indications:  Moderate  to  severe  hypertension. 
Caution:  Give  cautiously  to  patients  with  coronary 
artery  disease,  advanced  renal  damage, 
cerebral  vascular  accidents. 

Average  dosage:  1 or  2 tablets  t.i.d. 

Side  effects  & precautionary  measures: 
SERPASIL®  (reserpine  CIBA):  Severe  mental 
depression  has  appeared  in  a small  percentage  of 
patients,  primarily  in  a dose  above  1 mg.  daily 
(higher  than  that  contained  in  maximal  daily 
dosage  of  Ser-Ap-Es).  When  the  drug  is 
discontinued,  depression  usually  disappears, 
but  hospitalization  and  shock  therapy  are 
sometimes  required.  Daily  dosage  above  0.25  mg. 
is  contraindicated  in  patients  with  a history  of 
mental  depression  or  peptic  ulcer. 

Withdraw  reserpine  2 weeks  before  surgery, 
if  possible.  For  emergency  surgical  procedures, 
give  vagal  blocking  agents  parenterally  to  prevent 
or  reverse  hypotension  and/or  bradycardia. 

Rare  reactions:  anorexia,  headache,  bizarre 
dreams,  dizziness.  Occasional  side  effects: 
lassitude,  drowsiness,  nasal  congestion,  looseness 
of  stools,  increased  frequency  of  defecation. 


APRESOLINE®  hydrochloride  (hydralazine 
hydrochloride  CIBA):  Occasional  side  effects: 
headache,  dizziness,  faintness,  palpitation, 
skin  rash,  and  drug  fever.  Rare  side  effects: 
Postural  hypotension;  circulatory  collapse; 
an  arthritis-like  syndrome  which  may  rarely,  with 
continued  administration,  lead  to  a clinical  picture 
simulating  acute  systemic  lupus  erythematosus. 
ESIDRIX®  (hydrochlorothiazide  CIBA):  Watch  for 
signs  of  fluid  or  electrolyte  imbalance.  Further 
electrolyte  depletion  may  cause  hypochloremic 
alkalosis  and  hypokalemia.  Since  the  latter  may 
precipitate  digitalis  intoxication,  watch  carefully 
patients  who  are  also  taking  digitalis  or 
its  glycosides. 

Pay  special  attention  to  electrolyte  balance  of 
patients  with  severe  renal  or  hepatic  insufficiency. 
In  patients  with  cirrhosis  and  ascites,  watch 
for  symptoms  of  impending  hepatic  coma. 
Contraindicated  in  patients  with  oliguria  and 
complete  renal  shutdown. 

Rare  reactions:  purpura  with  or  without 
thrombocytopenia,  skin  rash,  photosensitivity, 
urticaria.  Thiazides  may  decrease  glucose 
tolerance;  use  cautiously  in  diabetics. 
Hyperuricemia  may  occur  but  is  readily 
reversed  by  a uricosuric  agent. 

Cccasional  side  effects:  nitrogen  retention 
(in  hypertensive  patients),  nausea,  anorexia, 
headache,  restlessness,  constipation. 

Supplied:  Tablets  (salmon  pink),  each  containing 
0.1  mg.  reserpine,  25  mg.  hydralazine 
hydrochloride,  and  15  mg.  hydrochlorothiazide. 

2/3073  MK 

Ser-Ap-Es^ 

reserpine  0.1  mg. 
hydralazine 

hydrochloride  25  mg. 
hydrochiorothiazide  15  mg. 

CIBA  SUM  MIT,  N.  J. 
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Why  Mrs.White  never  lights  the  oven  any  more 
-without  looking  inside  first 


Irene  White  of  Oakland,  Maine,  still  tells  this 
one  on  her  husband,  Clayton. 

It  seems  that  on  moving  day  Clayton  thought 
it  would  be  a good  idea  to  put  his  Savings  Bonds 
and  other  valuable  papers  in  a safe  place.  He 
picked  the  oven. 

Like  most  safe  places,  it  was  completely  for- 
gotten. Until  next  morning  when  they  lit  the 
stove — and  Clayton  smelled  something  burning. 

The  story  has  a happy  ending,  though.  Clay- 
ton sent  the  charred  remains  of  the  Savings 
Bonds  to  the  Treasury  Department  and  received 
new  ones  in  exchange. 


The  Treasury  keeps  a microfilm  record  of 
every  U.S.  Savings  Bond  sold.  So  a Bond  can 
never  be  really  destroyed,  no  matter  what 
happens. 

This  important  fact  is  just  one  of  the  reasons 
why  millions  of  American  families  own  Savings 
Bonds.  As  they  provide  for  their  personal 
security  they  add  to  the  security  of  their  coun- 
try, too.  For  the  strength  of  Americans  is  the 
strength  of  America. 

Why  not  put  part  of  your  savings  in  U.S. 
Savings  Bonds.  Do  it  regularly,  and  see  if  you 
don’t  feel  pretty  good  about  it. 


Help  yourself  while  you  help  your  country 

BUY  U.S.  SAVINGS  BONDS 

This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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Your  State  Society  Malpractice  Insurance  Program 

gives  you 


STABILITY.  . . 


a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  over  forty 
years. 


SUPERVISION 


by  the  Malpractice  Insurance  and  Defense  Board 
of  the  State  Society. 


SERVICE  . . . 


by  the  Society’s  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 


James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 


c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.  16,  N.  Y. 
Murray  Hill  4-3211 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


ALKALOL 

For 
Nasal 
Irrigation 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


Investment 

Advisory 

Service 

Providing  portfolio  super- 
vision  for  both  individual 
and  institutional  investors. 

Direct  inquiries  to 
Investment  Advisory 
Department 

CARL  M.  LOEB, 
RHOADES  Sc  CO. 

Members  New  York  Stock  Exchange 
42  WALL  STREET,  N.  Y.  5 
375  Park  Avenue,  N.  Y.  22 
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This  is  the  key  that  opens  the  box  that 
contains  the  labels.  Only  authorized  super- 
visory personnel  have  the  key  to  transfer 
labels  from  the  "lockup  box”  to  the  label- 
ing machine.  ■ These  responsible  Lilly 
employees  regard  labels  as  serious  business. 
To  make  certain  that  the  right  label  ap- 
pears on  each  container,  all  labels  are  kept 
under  lock  and  key  until  needed  on  the 
finishing  line.  Only  the  quantity  needed 


to  finish  the  lot  is  dispensed.  When  trans-  p 
ferred  to  the  finishing  belt,  the  appropriate  ^ 
number  of  labels  is  placed  in  the  labeling 
machine.  Excess  labels  are  put  in  the 
lockup  box  until  needed.  At  night,  the 
supervisor  returns  unused  labels  to  the 
box  lest  some  get  lost  or  misplaced.  ■ This 
is  just  one  more  precaution  in  an  endless 
list  of  rules  that  contribute  immeasurably  i 
to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 


300197 


Neiu  York  State  Journal  of  Medicine 

COPYRIGHT  1963  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


September  1,  1963 — Part  I Vol.  63  No.  17 


Publication  Committee 
George  Himler,  M.D.,  Chairman 
Albert  H.  Douglas,  M.D. 
Granville  W.  Larimore,  M.D. 
Charles  R.  Mathews,  M.D. 
James  H.  Wall,  M.D. 

William  Hammond,  M.D.,  Editor 
Henry  I.  Fineberg,  M.D.,  Adviser 

Advertising  Representatives 
Joseph  A.  Mullaney 

Pacific  Coast  Representative 
Melvin  B.  Tyler 


William  Hammond,  M.D., 
Alvina  Rich  Lewis, 
Charles  L.  Baldwin, 

Associate  Editorial  Board 
Anthony  A.  Albanese,  Ph.D. 
Lloyd  T.  Barnes,  M.D. 
John  M.  Beal,  M.D. 
WiLUAM  T.  Boland,  M.D. 
Paul  A.  Bunn,  M.D. 
William  G.  Childress,  M.D. 
Samuel  Z.  Freedman,  M.D. 
Alfred  A.  Hartmann,  M.D. 
Louis  M.  Hellman,  M.D. 
Gertrude  M.  Hyde,  M.D. 
Granville  W.  Larimore,  M.D. 
George  M.  Lewis,  M.D. 


Editor 

Managing  Editor 
Advertising  and 
Sales  Director 

Arthur  M.  Master,  M.D. 

George  E.  Moore,  M.D. 
Henry  J.  Noerling,  M.D. 
Richard  H.  Orr,  M.D. 
Raymond  L.  Pfeiffer,  M.D. 
Samuel  J.  Prigal,  M.D. 
Curtis  T.  Prout,  M.D. 
Paul  Reznikoff,  M.D. 
John  F.  Rogers,  M.D. 
Howard  A.  Rusk,  M.D. 
Robert  Turell,  M.D . 
James  H.  Wall,  M.D. 
Philip  M.  Winslow,  M.D. 


Information  for  Authors 

Original  papers  will  be  considered  for  publica- 
tion with  the  understanding  that  they  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
750  Third  Avenue,  New  York  17,  New  York. 

Preparation  of  Manuscript:  Manuscripts  ■ 

should  be  face  copy  typed  double-spaced  with 
adequate  margins  on  firm  paper.  Carbon  copy 
flimsy  can  not  be  used.  The  first  page  should 
list  the  title,  the  name  of  the  author  (or  authors) , 
degrees,  and  any  institutional  or  other  credits. 
Pages  should  be  numbered  consecutively. 
Tables  should  be  typed  and  numbered  and 
should  have  a brief  descriptive  title.  Quota- 
tions must  include  full  credit  to  both  author  and 
source.  Periodical  references  should  include  in 
order:  author’s  name  with  initials,  title,  peri- 

odical abbreviation,  volume,  pages,  and  year. 
References  should  be  numbered  consecutively 
in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs 
should  be  submitted.  Illustrations  should  be 
numbered  consecutively  and  indicated  in  the 


text.  The  number,  indication  of  the  top,  and  the 
author’s  name  should  be  attached  to  the  back 
of  each  illustration.  Legend  should  be  typed, 
numbered,  and  attached  to  each  illustration. 

General  Information 

Published  twice  a month  by  the  Medical 
Society  of  the  State  of  New  York.  Editorial 
and  circulation  office:  750  Third  Avenue, 

New  York  17,  New  York.  Publisher’s  office: 
20th  and  Northampton  Streets,  Easton,  Penn- 
sylvania. Copyright  1963  by  the  Medical 
Society  of  the  State  of  New  York.  The  Editors 
of  the  Journal  assume  no  responsibihty  for  the 
opinions  and  claims  expressed  in  the  articles 
contributed  by  individual  authors. 

Rates:  The  subscription  rate  is  $7.50  per 

year  payable  in  advance.  Single  copies  $0.50. 
Back  issues  will  be  supplied  at  the  single  copy 
rate  when  available. 

Change  of  address:  Notice  should  be  sent  to 
the  circulation  office,  750  Third  Avenue,  New 
York  17,  New  York.  Old  and  new  address 
should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks 
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Editorials 


Legislative  letdown 

Legislative  bodies  from  time  to  time  do 
strange,  incomprehensible  things.  At  one 
time  the  lawmakers  of  a sovereign  state  se- 
riously considered  changing  the  value  of  pi 
from  3.1416  to  the  good  round  number  of 
3.0.  They  were  only  dissuaded  from  this 
fooUshness  when  the  head  of  the  mathe- 
matics department  at  the  state  xmiversity 
came  down  and  convinced  them  that  this 
could  not  be  done. 

It  is  sad  to  have  to  report  that  the  legisla- 
ture of  our  own  State  in  its  recent  session 
refused  advice  and  added  to  the  laws  of  the 
State  something  equally  as  foolish^ — the 
Ucensure  of  chiropractic.  A majority  of 
our  representatives  in  both  houses  hstened 
intently  to  the  clamor  of  a pressure  group 
and  the  whimperings  of  feeble  enforcement 
but  did  not  hsten  to  the  clear,  reasoned 
voice  of  the  body  of  science  or  the  authorita- 


Groping in  the  dark 

Results  of  a recent  meeting  of  scientists 
to  discuss  prenatal  effects  of  drugs  discloses 
how  far  off  base  the  thalidomide  disaster 
caught  all  branches  of  science.  The  par- 
ticipants were  very  frank  in  stating  the 
present  position,  and  their  suggestions  for 
deahng  with  it  ranged  far  and  wide.  The 
general  consensus  of  this  gathering  of  ex- 
perts was  as  follows: 

Animal  tests  available  at  the  present  time 
do  not  guarantee  drug  safety  to  the  unborn 
child. 

Minimal  standards  for  animal  experimen- 
tation cannot  be  established  with  present 
limitations  of  knowledge. 

Setting  minimal  standards  against  the 
background  of  now  limited  knowledge  can 
result  in  a false  sense  of  security. 

Improvement  of  screening  procedures 
might  include:  studies  of  effects  of  drugs  on 


tive  voice  of  the  courts.  The  orderly 
progress  toward  improvement  in  the  health 
and  safety  of  the  people  of  this  State  has 
been  turned  back  and  the  blandishments  of 
the  medical  side  show  reintroduced.  How 
any  doctor  of  medicine,  osteopathy,  philos- 
ophy, or  education  can  in  conscience  serve 
on  the  regulatory  board  to  promote  the 
practice  of  chiropractic  is  difficult  to  foresee. 
It  is  like  asking  the  editor  of  The  New  York 
Times  to  serve  on  the  editorial  board  of 
Pravda.  “AH  the  news  that’s  fit  to  print” 
would  have  hard  going.  Men  of  science 
will  find  it  equally  difficult  to  adjust  to  the 
subluxations  of  chiropractic. 

The  Volstead  Act  was  repealed  when  the 
people  let  their  legislators  know  they  were 
dissatisfied.  Is  it  too  much  to  hope  that 
this  may  happen  again  in  regard  to  the  law 
to  license  chiropractic  in  New  York  State? 


cells  in  tissue  culture;  determinations  of 
effects  on  the  early  embryonic  disk;  a 
teratogenic  screen  based  on  experience 
gained  with  antimalarial  and  cancer-in- 
hibiting agents;  test  procedures  with  hu- 
man leukocytes;  and  standardization  of 
testing  for  differential  toxicity  between 
mother  and  fetus. 

Primate  studies  should  be  made  and  given 
support  to  ascertain  whether  or  not  primates 
are  suitable  for  teratogenic  experiment. 

The  armadillo  and  other  species  could  be 
investigated  for  their  predictive  value. 

In  aU  drug  tests,  minimal  standards  of 
drug  purity  must  be  established.  Trace 
impurities  and  solvents  must  be  given  care- 
ful consideration. 

Basic  and  analytic  research  must  sup- 
plement present  empirical  methods  of  ani- 
mal research. 
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Studies  must  be  made  of  drug  absorption 
and  transport,  disposition  of  the  drug  and 
its  metabolites,  passage  through  the  pla- 
centa, and  effects  on  maternal  and  embryonic 
tissues  to  clarify  teratogenic  mechanisms. 

Comparative  teratology  and  comparative 
pharmacology  should  be  developed. 

Use  of  radioactively  labeled  drugs  could 
be  developed  in  studies  of  drug  effects. 

Analysis  of  the  fate  of  drugs  in  the  mater- 
nal and  embryonic  organism  is  the  rational 
approach  to  drug  testing. 

Thalidomide  should  be  the  first  drug  to 
be  analyzed  and  investigated  beyond  the 
experimental  level.  It  must  be  understood 
why  this  drug,  composed  of  two  nontoxic 
substances,  is  toxic  to  human  embryos  but 
relatively  harmless  to  other  mammalian 
embryos. 

Until  the  differential  effect  of  thalidomide 
is  explained  and  understood,  administra- 
tion of  drugs  to  women  of  child-bearing  age 
must  be  made  with  great  care,  and  benefits 
should  be  weighed  against  the  existing  gaps 
in  knowledge.  Life-saving  drugs  should 
not  be  withheld. 

A “task  force”  is  needed  to  carry  out 
these  extensive  studies  in  animals  and  in 
man  at  chemical,  biochemical,  and  terato- 
logic levels. 

Full  logistic  and  financial  support  must 
be  given  investigators  who  are  seeking  to 
elucidate  the  mechanism  involved  in  the 
action  of  thalidomide.  Prizes  and  awards 
should  be  given  to  those  who  make  signifi- 
cant contributions  in  this  research. 

There  is  need  for  accurate  incidence  fig- 
ures and  standard  examinations  and  classifi- 
cation as  a basehne  for  teratologic-epidemio- 
logic studies.  Such  standards  must  be  agreed 
on  before  registries  or  information  clearing- 
houses are  established. 

Reporting  by  physicians  of  suspicious 
associations  between  drug  administration 


and  appearance  of  congenital  malformations 
will  result  in  biased  samples,  but  this  could 
be  of  value  in  case  of  a sudden  increase  of 
similar  types  of  malformations.  Establish- 
ment of  causal  relationships  will  be  difiicult 
because  environmental  factors  and,  es- 
pecially, drugs  are  very  rarely  causes  of 
congenital  malformation. 

Training  of  teratologists  is  a serious  prob- 
lem, complicated  by  the  fact  that  there  are 
at  present  in  the  United  States  only  a few 
training  centers  for  teratology. 

Immediate  estabhshment  of  workshops 
in  which  teratologists,  pharmacologists,  pedi- 
atricians, and  obstetricians  can  exchange 
information  is  essential.  Such  workshops 
will  help  bridge  the  gap  created  by  the  limited 
number  of  teratologists.  These  programs 
will  be  particularly  useful  in  acquainting 
pharmacologists,  toxicologists,  pharmaceuti- 
cal scientists,  and  others  with  methods  used 
in  experimental  work. 

A medical  journal  along  the  general  fines 
of  The  Lancet  could  be  useful;  the  develop- 
ment of  a United  States  journal  might  be 
considered. 

Creation  of  an  institute  for  prenatal  phar- 
macology might  be  useful.  However,  this 
purpose  might  be  accomplished  in  a variety 
of  ways,  some  of  which  would  not  segre- 
gate the  limited  professional  manpower  avail- 
able. 

There  is  sound  logic  in  many  of  the  ap- 
proaches suggested.  One  may  expect  that 
the  Coggeshall  Commission  will  chart  a 
wise  course  through  this  maze  of  possible 
channels.  One  could  question  the  necessity 
for  establishing  another  journal  concerned 
with  a narrow  subject.  Could  not  existing 
journals  in  pharmacology  and  experimental 
medicine  be  used  to  communicate  with  those 
interested  in  this  field? 

We  look  with  interest  and  hope  to  de- 
velopments in  teratology. 
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Announcement  1963  District  Branch  Meetings 


Branch 


First 


Second 


Third 

AND 

Fourth 


Fifth 

AND 

Sixth 


Seventh 


Eighth 


Ninth 


Date 


Monday,  May  13 


Friday,  Saturday,  Sunday, 
September  6,  7,  8 


Thursday,  October  10 


Friday,  Saturday,  Sunday, 
September  13,  14,  15 


Place 


Statler  Hilton, 
New  York  City 


Montauk  Manor, 
Montauk  Point, 
New  York 


Sterling-Winthrop 
Research  Institute, 
Rensselaer,  New  York 


Whiteface  Inn, 

Lake  Placid,  New  York 


Thursday,  Friday,  Saturday,  Grossinger’s, 

Sunday,  October  3,  4,  5,  6 Grossinger,  New  Yor 


Saturday,  October  5 


Monday,  May  13 


Parkway  Inn, 
Niagara  Falls, 
New  York 


Statler  Hilton, 
New  York  City 
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A •••••• A ••••• • 

in  visceral  •* '’p’x 

motor  disorders . . . 

EASIER  MANAGEMENT 


When  emotional  disturbance  is  a signifi- 
cant factor  in  dysfunction  of  gastrointes- 
tinal tone,  motility  and  secretion,  Pro- 
Banthine  with  Phenobarbital  provides  the 
dual  activity  that  leads  to  easier  manage- 
ment of  both  the  patient  and  his  problem: 

Pro-Banthine  (propantheline  bro- 
mide) to  neutralize  the  effect  of  excitatory 
impulses  at  visceral  end  organs,  and 

Phenobarbital  to  moderate  emo- 
tional incitement  centrally. 

Pro-Banthine  with  Phenobarbital  is 
indicated  when  a mild  to  a moderate  psy- 
chic element  is  a factor  in : Peptic  ulcer  • 
Biliary  dyskinesia  • Pylorospasm  • Intes- 


tinal hypermotility  • Spastic  colon  • 
Gastritis  • Other  dysfunctions  of  the 
gastrointestinal  tract. 

Dosage:  One  tablet  four  times  a day. 

Urinary  hesitancy,  xerostomia,  mydriasis 
and,  theoretically,  a curare-like  action 
might  occur  with  Pro-Banthine  (brand  of 
propantheline  bromide).  It  is  contraindi- 
cated in  the  presence  of  glaucoma  or 
severe  cardiac  disease.  The  usual  precau- 
tions with  regard  to  phenobarbital  should 
be  taken. 

e.  D.  SEARLE  &CO. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 


PRO-BANTHINE' 

with  Phenobarbital 

Each  tablet  contains : 
propantheline  bromide  . . 15  mg. 
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UlUUUp 


(magnesium-aluminum  hydroxide  gel) 


Practically  standard  treatment,  now,  for  perforated  ulcer.  Why  is  Maalox  included?  Antacid  therj  r 
must  continue  long  after  the  wound  has  healed,  and  patients  started  on  Maalox  tend  to  stay  i 
Maalox.  It  tastes  good;  it’s  effective  and  will  not  cause  constipation  — three  important  reasons  r 
Maalox  over  the  long  haul.  Some  physicians,  we  are  told,  order  Maalox  routinely  for  hosp  U 
patients  on  drugs  which  could  irritate.  They  feel  it  reduces  the  likelihood  of  gastric  discomf< 
Supplied:  Suspension;  Tablets  No.  1;  Tablets  No.  2.  (Each  Maalox  No.  1 Tablet  is  equivalent  t( 
teaspoonful  and  each  Maalox  No.  2 Tablet  is  equivalent  to  2 teaspoonfuls  of  Suspension.) 


WILLIAM  H.  RORER,  INC.,  FORT  WASHINGTON,  PA. 


Scientific  Articles 


Antrectomy-Vagotomy 
for  Duodenal  Ulcer 

A Fifteen-Year  Appraisal 

J.  LYNWOOD  HERRINGTON,  JR„  M.D. 

Nashville,  Tennessee 

From  the  Department  of  Surgery,  Vanderbilt  University 
School  of  Medicine,  and  the  Edwards-Eve  Clinic 


Apparently,  Exner  and  Schwarzmann,  in 
1914,1  were  the  first  to  transect  the  vagus 
nerves  in  the  human  being  using  the  sub- 
diaphragmatic  approach.  The  operation 
was  done  for  gastric  crisis,  and  of  20  patients 
operated  on,  the  result  in  10  was  termed 
beneficial.  Exner  remarked  about  the  gas- 
tric atony  which  accompanied  vagotomy 
and  suggested  performing  a gastrostomy  over 
a tube  passed  through  the  pylorus  into  the 
duodenum.  Later  he  added  gastro- 
enterostomy to  vagotomy  to  overcome  this 
complication.  Vagotomy  was  also  advo- 
cated for  functional  disease  of  the  gastro- 
intestinal tract.  In  1922  Latarjet^  stated 
that  vagotomy  was  perhaps  indicated  in 
cases  of  gastric  and  duodenal  ulcer.  No 
doubt,  he  was  the  first  to  combine  vagotomy 
with  a very  Umited  resection  of  the  distal 
stomach  in  cases  of  pyloric  obstruction. 

The  early  enthusiasts  of  vagotomy,  how- 
ever, failed  to  report  follow-up  results  on 
their  patients.  Their  data  were  largely 
incomplete,  and  subsequently  little  mention 
was  made  of  vagotomy  from  the  early  1930’s 
to  1943.  The  rise  in  popularity  for  simple 

Presented  at  the  Symposium  on  Gastrointestinal  Surgery, 
New  York  University  Medical  Center,  New  York  City, 
November  15  to  17, 1962. 


VAGOTOMY  WITH  ANTRECTOMY  ivas  per- 
formed  on  1,126  patients  during  a fifteen- 
year  period.  The  hospital  mortality  was 
2.8  per  cent.  Of  1,073  patients  followed  up, 
68  per  cent  obtained  an  excellent  clinical 
result,  26  per  cent  a good  result,  5 per  cent  a 
fair  result,  and  1 per  cent  a poor  result. 
Billroth  I and  Billroth  II  reconstructions 
were  equally  effective.  The  dumping  syn- 
drome was  a real  problem  in  only  a few  cases. 
Only  8 recurrent  ulcers  have  occurred.  In 
poor-risk  patients  a compromise  procedure  is 
recommended. 


gastroenterostomy  as  treatment  for  the 
complications  of  duodenal  ulcer  during  this 
period  no  doubt  tended  to  place  vagotomy 
in  the  background. 

I think  that  the  single  most  important 
contribution  that  has  been  made  toward  the 
surgical  treatment  of  duodenal  ulcer  in  our 
era,  thus  far,  has  been  the  repopularization 
of  vagotomy  by  Dragstedt.®  Everyone 
is  familiar  with  the  harsh  criticism  that 
vagotomy  received  initially,  but  through 
Dragstedt’s  tireless  efforts  it  is  now  widely 
accepted  and  recognized  as  an  effective 
therapeutic  tool  in  reducing  gastric  acidity. 

The  role  of  the  gastric  antrum  in  the  . 
perpetuation  of  duodenal  ulcer  is  less  well 
imderstood,  but  there  is  experimental  and 
clinical  evidence  to  suggest  that  antral 
secretory  activity  may  be  a factor.'* 

The  combination  of  vagotomy  with  antrec- 
tomy is  theoretically  a physiologic  surgical 
approach  to  the  duodenal  ulcer  problem, 
directed  toward  the  removal  of  both  the 
humoral  and  the  cephalic  phases  of  gastric 
secretion.  The  secretory  activity  of  the 
gastric  glands  is  reduced  markedly  by  the 
combined  operation. 

Admittedly,  the  gastric  antrum  may  serve 
a dual  function,  and  its  autoregulatory  role 
in  the  control  of  acid  secretion  is  well  ap- 
preciated. Indeed,  some  of  the  operative 
procedures  designed  for  duodenal  ulcer  are 
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FIGURE  1.  Mortality  in  1,126  patients  after  vagot- 
omy and  antrectomy. 


directed  toward  the  preservation  of  antral 
function.  However,  I am  in  agreement  with 
Harrison  et  aZ.'“  that  in  the  presence  of 
duodenal  ulcer,  the  ulcerogenic  properties 
of  the  gastric  antrum  seem  to  outweigh  its 
beneficial  potential. 

Material 

Vagotomy  with  complete  removal  of  the 
gastric  antrum  (40  to  50  per  cent  distal 
gastrectomy)  was  first  carried  out  by 
Farmer,  Harrower,  and  Smithwick"  in 
October,  1946.  The  combined  operation 
was  performed  first  on  our  service  early  in 
1947,  and  during  the  past  fifteen  years  it 
has  been  our  operative  procedure  of  choice 
in  patients  with  complications  of  duodenal 
ulcer. 

During  the  fifteen-year  period  ending  in 
December,  1961,  1,126  patients  have  been 
subjected  to  vagotomy  with  antrectomy  on 
our  services.  The  clinical  material  was 
derived  from  four  separate  sources:  (1) 

private  patients  of  the  Edwards-Eve  Clinic; 
(2)  staff  and  private  patients  at  the  Vander- 
bilt University  Hospital;  (3)  patients  from 
the  Thayer  Veterans  Administration  Hos- 
pital; and  (4)  a small  group  of  patients  from 
the  Nashville  City  Hospital,  which  is  an 
affiliated  teaching  hospital. 

The  over-aU  hospital  mortality  among 
the  entire  series  was  2.8  per  cent  (30  deaths). 
Several  patients  have  since  died  of  unrelated 
causes,  and  a few  patients,  in  addition,  have 
been  lost  to  foUow-up.  Ninety-nine  per 
cent  of  the  entire  series  have  been  followed 
to  the  present  time  or  up  to  death  of  the 
patient  (Fig.  1). 

Vagotomy  and  antrectomy  with  a Bill- 
roth I reconstruction  were  carried  out  in 


BILLROTH  I BILLROTH  H 


FIGURE  2.  Type  of  reconstruction  used  in  vagot- 
omy and  antrectomy  in  1,126  patients. 

579  patients,  while  vagotomy  and  antrec- 
tomy with  a BiUroth  II  anastomosis  were 
used  in  547  patients  (Fig.  2).  The  indica- 
tion for  operation  in  53  per  cent  of  the  series  ' 
was  intractable  pain  not  responsive  to 
medical  treatment.  This  group  had  been 
followed  for  an  average  of  eleven  years  be- 
fore surgery  was  advised.  Hemorrhage, 
either  massive  or  recurrent  in  character, 
constituted  the  reason  for  operation  in  30 
per  cent.  Pyloric  obstruction  occurred  in 
13  per  cent,  and  a small  group  of  30  patients 
(4  per  cent)  had  an  acute  ulcer  perforation 
which  was  treated  by  the  combined  opera- 
tion. 

Results 

Of  the  1,126  patients,  1,073  have  been 
followed  to  the  present  time.  Sixty-eight 
per  cent  (726  patients)  have  obtained  an 
excellent  clinical  result  from  operation. 
None  of  these  patients  experience  abdominal 
discomfort,  and  each  is  likened  to  a normal 
individual  with  a normally  functioning 
gastrointestinal  tract.  Twenty-six  per  cent 
(278  patients)  have  been  graded  as  a good 
result.  Only  intestinal  tract  symptoms  of 
a mUd  and  transient  nature  are  noted 
by  this  group.  The  result  has  been  listed 
as  fair  in  58  patients  (5  per  cent),  and  11 
patients  (1  per  cent)  have  obtained  a poor 
result.  This  latter  category  includes  the  \ 
group  that  have  developed  a recurrent  ul-  • 
ceration  (Fig.  3).  Five  hundred  of  the  f 
1,073  patients  have  now  been  observed  for  | 
a period  extending  from  five  to  fifteen  years. 

The  clinical  results  have  been  approximately 
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FIGURE  3.  Results  of  vagotomy  and  antrectomy  in 
1,073  patients. 

the  same  regardless  of  whether  a Billroth 

I or  a Billroth  II  reconstruction  was  per- 
formed. Likewise,  no  appreciable  difference 
has  occurred  in  regard  to  the  dumping 
syndrome  among  these  two  groups. 

Postprandial  distress  characteristic  of 
dumping  was  noted  in  24  per  cent  of  patients 
who  had  a Billroth  I reconstruction  and  in 
27  per  cent  of  the  patients  who  had  a Billroth 

II  anastomosis.  In  most  instances,  these 
symptoms  were  mild  and  transient.  The 
more  moderate  degree  of  dumping,  which 
was  experienced  by  5 per  cent  of  each  group 
(Billroth  I and  Billroth  II),  usually  was  con- 
trolled fairly  well  by  simple  diet  and 
instructive  measures.  In  only  a few  in- 
stances did  the  dumping  syndrome  institute 
a real  problem  to  the  patient  and  the 
physician.  Postoperative  anemias,  like- 
wise, have  been  relatively  few,  and  major 
weight  loss  postoperatively  has  not  been  a 
problem.  Probably  this  is  attributable  to 
the  conservative  resection  which  was  done 
in  conjunction  with  vagotomy. 

Thus  far,  only  8 recurrent  ulcers  have 
occurred  among  the  entire  group  of  patients 
(0.7  per  cent  incidence  of  recurrence). 
Three  recurrent  ulcers  have  been  discovered 
among  patients  who  had  a Billroth  I 
reconstruction  after  vagotomy  with  an- 
trectomy. Four  recurrences  became  man- 
ifest among  patients  who  underwent  a Bill- 
roth II  anastomosis  with  vagotomy  and 
antrectomy.  One  recurrence  was  due  to  a 
malignant  nonbeta-cell  adenoma  of  the 
pancreas.  Among  the  3 recurrences  in 
the  Billroth  I group,  at  reoperation  an 
incomplete  vagotomy  was  foimd  respon- 
sible for  the  recurrence  in  2 instances.  In 
the  third  case,  whether  or  not  an  incomplete 
vagotomy  was  done  at  the  original  operation 
was  never  ascertained.  Likewise,  in  the 
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FIGURE  4.  Recurrences  of  duodenal  ulcer  after 
vagotomy  and  antrectomy  in  1,126  patients. 


Billroth  II  group,  3 of  the  4 recur- 
rences were  due  to  an  incomplete  vagotomy 
as  was  demonstrated  at  subsequent  op- 
eration. The  status  of  the  original  va- 
gotomy in  the  fourth  case  was  not  deter- 
mined. Thus,  it  is  of  interest  that  5 of  the 
8 recurrent  ulcers  were  accounted  for  by 
incomplete  vagal  denervation.  An  incom- 
plete vagotomy  possibly  could  have  been 
responsible  for  2 other  recurrences  (Fig. 
4).  The  recurrences  therefore,  for  the  most 
part,  represent  a technical  error  on  the  part 
of  the  surgeon  in  performing  vagotomy  and 
in  no  way  reflect  on  the  physiologic  concept 
behind  the  operative  procedure  of  complete 
truncal  vagotomy  with  antrectomy.  It  is  of 
additional  interest,  and  I think  of  extreme 
importance,  that  each  of  the  recurrent  ulcers 
became  clinically  manifest  within  two  years 
following  vagotomy  with  antrectomy.  This 
is  in  contrast  to  recurrent  ulcers  which  ap- 
pear after  simple  gastroenterostomy,  va- 
gotomy, and  a drainage  procedure  or  after 
adequate  subtotal  gastrectomy  carried  out 
for  duodenal  ulcer.  With  these  latter 
procedures,  some  recurrent  ulcers  may  not 
become  manifest  for  several  years  after 
operation.  Thus  far,  in  our  experience  with 
vagotomy  and  antrectomy,  recurrent  ulcers 
have  not  become  clinically  manifest  during 
the  long-range  foUow-up  period.  Farmer, 
narrower,  and  Smithwick“  have  noted  6 
recurrent  ulcers  among  402  patients  who 
underwent  vagotomy  and  hemigastrectomy. 
Each  of  the  recurrences  took  place  within 
forty-eight  months  following  operation.  No 
additional  recurrent  ulcers  have  been  ob- 
served among  their  patients  followed  five  to 
fifteen  years.  Each  of  the  6 recurrences 
were  due  to  an  incomplete  vagotomy 
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FIGURE  5.  Recurrent  ulceration  in  groups  fol- 
lowed up  to  fifteen  years.  Recurrent  ulcers,  after 
vagotomy  and  conservative  resection,  usually 
occur  in  early  years  following  operation.  In  con- 
trast, recurrences  after  adequate  resection  may 
not  become  manifest  for  several  years.  (Portion 
of  figures  courtesy  of  Reginald  H.  Smithwick,  M.D.) 

proved  at  subsequent  operation.  In  Farmer, 
Harrower,  and  Smithwick’s“  series  of  ad- 
equate resection  without  vagotomy  per- 
formed for  duodenal  ulcer,  the  recurrent 
ulcer  rate  was  6.1  per  cent.  It  is  true  that 
many  of  the  recurrent  ulcers  became 
manifest  one  to  four  years  after  operation; 
however,  additional  recurrences  likewise 
have  been  discovered  in  these  patients  over 
the  five-  to  fifteen-year  follow-up  (Fig. 
5). 

Comment 

Vagotomy  with  antrectomy  followed  by 
either  a Billroth  I or  BiUroth  II  recon- 
struction is  an  effective  operation  to  control 
the  compHcations  of  duodenal  ulcer.  Clin- 
ical experience  suggests  that  the  BiUroth  I 
reconstruction,  after  vagotomy  and  an- 
trectomy, is  as  effective  as  a BiUroth  II 
anastomosis  in  preventing  recurrent  ul- 
ceration. Patients  have  now  been  foUowed 
for  sufficient  time  periods,  and  the  former 
critics  of  the  combined  procedure  are  no 
longer  justified  in  saying,  “Wait  longer. 
Remember  gastroenterostomy.” 

The  clinical  results  with  the  BiUroth  I 
and  the  BiUroth  II  anastomosis  have 
been  approximately  the  same.  The  BiUroth 
I reconstruction  is  our  preference  when  we 
operate  on  the  slender,  underweight  patient, 
for  it  is  our  impression  that  in  this  type 
person  weight  loss  after  operation  sometimes 
may  constitute  a problem  if  a BiUroth  II 
technic  is  employed.  The  female  patient 
likewise  has  fared  better  in  our  hands  if  a 
BiUroth  I reconstruction  is  used  rather 
than  a BiUroth  II.  The  BiUroth  I anas- 


tomosis is  more  expedient  and  is  a more 
anatomic  and  physiologic  method  of  re- 
constructing the  alimentary  tract.  We 
prefer  it  whenever  technical  considerations 
permit  it  to  be  performed  with  safety.  As 
our  experience  with  the  BiUroth  I has 
moimted,  we  now  employ  it  when  we  operate 
on  the  more  difficult  posterior  waU  ulcers. 

Dumping  symptoms  have  not  presented  a 
real  problem  in  this  group  of  patients. 
Fortunately,  most  of  the  postprandial 
symptoms  have  been  mUd  and  usuaUy 
disappear  with  time  or  else  are  controUed 
rather  readUy.  In  a smaU  group  of  patients, 
however,  the  symptoms  may  be  difficult  to 
control.  Every  mode  of  conservative  therapy 
should  be  utilized  fij*st  before  additional  sur- 
gery is  resorted  to  for  control  of  the  dumping 
syndrome.  We  have  been  disappointed  in 
the  results  in  2 patients  who  had  a BiUroth 
II  reconstruction  converted  to  a BiUroth 
I for  control  of  dumping  symptoms.  During 
the  past  year,  2 patients  with  severe  dump- 
ing foUowing  a BiUroth  I anastomosis  were 
reoperated  on,  and  a pantaloon-type  jejimal 
pouch  was  interposed  between  the  gastric 
stump  and  the  duodenum,  using  the  iso- 
peristaltic inlet  and  antiperistaltic  outlet 
principle  as  devised  by  Poth.^^  Marked 
improvement  has  occurred  in  both  patients 
over  a period  of  time  too  short  for  final 
evaluation. 

The  combined  operation  has  been  em- 
ployed on  oinr  service  in  a smaU  group  of 
selected  patients  who  presented  signs  and 
symptoms  of  acute  ulcer  perforation. 
Each  of  these  patients  initiaUy  was  deemed 
a good  operative  risk,  and  each  dem- 
onstrated at  operation  a posterior  wall 
ulcer  in  addition  to  the  anterior  waU 
perforation.  Each  had  an  antecedent  his- 
tory suggestive  of  ulcer  disease  or  else  a 
proved  x-ray  demonstration  of  ulcer.  No 
complication  took  place  in  this  smaU  group 
as  a result  of  opening  the  posterior  medi- 
astinal compartment  to  perform  vagotomy. 
One  was  impressed  by  the  smooth  post- 
operative course  experienced  by  the  group, 
as  it  was  indeed  comparable  to  that  of 
patients  who  undergo  vagotomy  with  an- 
trectomy on  an  elective  basis. 

Vagotomy  with  antrectomy  is  probably  as 
effective  a therapeutic  procedure  to  pre- 
vent recurrent  ulceration,  if  not  the  most 
effective  one,  in  current  use.  The  one 
disadvantage  of  the  combined  operation  is 
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the  operative  mortality,  which  varies  be- 
tween 2 and  3 per  cent  in  large  reported 
series  from  institutions  interested  in  du- 
odenal ulcer  problems.  In  view  of  the 
mortality  rate,  which  admittedly  is  too 
high,  it  should  behoove  the  surgeon  to 
place  greater  emphasis  on  means  to  lower 
the  death  rate  following  operation  for 
duodenal  ulcer.  It  would  seem  that  this 
may  be  accomplished  in  large  measure  by 
selecting  the  operative  procedure  which 
best  fits  the  needs  of  the  particular  in- 
dividual in  question. 

No  doubt  vagotomy  with  antrectomy  can 
be  performed  safely  and  effectively  in  the 
good-risk  patient  and  in  the  majority  of 
middle-aged  individuals  who  imdergo  op- 
eration for  the  control  of  the  complications 
of  duodenal  ulcer.  For  the  poor-risk 
patient,  and  particularly  the  elderly  poor- 
risk  individual,  a procedure  of  less  mag- 
nitude, such  as  vagotomy  with  a drainage 
operation,  either  gastroenterostomy  or  py- 
loroplasty, is  the  procedure  of  choice.  The 
patient  with  an  extensive  inflammatory  mass 
about  the  duodenum,  in  which  the  normal 
anatomic  relations  are  distorted,  likewise 
should  be  treated  by  a compromise  pro- 
cedure, such  as  vagotomy  with  pyloroplasty 
or  gastroenterostomy.  This  compromise 
operation  is  not  as  effective  in  controlling 
the  ulcer  diathesis,  but  it  can  be  carried  out 
with  much  less  risk  to  the  patient’s  life. 
With  the  various  operative  procedures  at 
the  surgeon’s  disposal,  in  each  case  one  can 
properly  be  chosen  to  meet  the  needs  of 
the  particular  patient;  then  surgery  for 
duodenal  ulcer  may  be  carried  out  with  less 
operative  mortality  and  less  threat  to  life. 
Using  this  philosophy  and  in  the  hands  of 
an  experienced  gastric  surgeon,  the  operative 
mortality  for  control  of  the  complications 
of  duodenal  ulcer  should  approach  an  over- 
all mortality  of  1 to  1.5  per  cent. 


Summary 

A fifteen-year  experience  with  vagotomy 
and  antrectomy  for  the  management  of 
complications  of  duodenal  ulcer  has  been 
reviewed.  The  clinical  results  obtained 
with  this  combined  procedure  have  been 
cited. 

The  indications  for  a compromise  op- 
eration in  certain  patients  with  a com- 
plication of  duodenal  ulcer  have  been 
stressed. 

2001  Hayes  Street,  Nashville  3 
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Subarachnoid  hemorrhage  from  an  in- 
tracranial aneurysm  or  arteriovenous  mal- 
formation represents  a diagnostic  and  thera- 
peutic challenge  to  the  physician.  If  the 
patient  survives  the  initial  leakage  of  sub- 
arachnoid blood  sufficiently  long  to  arrive 
at  the  hospital,  his  subsequent  treatment 
must  be  designed  to  assist  him  in  over- 
coming the  effects  of  this  episode,  to  estab- 
lish an  accurate  diagnosis  as  to  the  cause  of 
the  bleeding,  and,  finally,  to  prevent  a fatal 
recurrence  of  hemorrhage,  if  possible. 

It  is  estimated  that  as  many  as  50,000 
individuals  in  the  United  States  die  of 
subarachnoid  hemorrhage  annually.  The 
question  arises  as  to  whether  or  not  the 
over -all  incidence  of  a treatable  lesion  is 
sufficiently  high  to  make  this  a significant 
therapeutic  problem.  The  answer  is  clearly 
affirmative;  in  most  large  series  aneurysms 
constitute  almost  50  per  cent  of  all  patients 
admitted  with  nontraumatic  subarachnoid 


bleeding,  and  AV  (arteriovenous)  malforma- 
tions form  another  10  per  cent,  while 
primary  hypertensive  hemorrhage  represents 
only  some  30  per  cent  of  the  over-all  group.  ^ 
The  remaining  10  per  cent  is  made  up  of 
patients  with  brain  tiunors,  bleeding  tend- 
encies, and  so  forth.  Therefore,  at  least  2 
out  of  3 patients  who  are  admitted  to  a 
hospital  with  subarachnoid  bleeding  have 
potentially  treatable  lesions. 

The  importance  of  this  problem  can  be 
stressed  from  another  approach.  Given 
an  intracranial  aneurysm,  what  are  the 
patient’s  chances  of  dying  as  a result  of  this 
lesion  if  it  is  untreated?^  In  a series  of  100 
consecutive  autopsies  performed  on  patients 
with  aneurysms,  80  patients  had  died  as  a 
direct  result  of  this  lesion  while  20  had  died 
of  other  causes,  the  aneurysm  constituting 
only  an  incidental  postmortem  finding.’ 
It  obviously  becomes  of  great  importance, 
therefore,  to  establish  the  etiology  of  the 
subarachnoid  hemorrhage  and  to  render 
treatment  whenever  possible. 

The  history  of  a subarachnoid  hemorrhage 
may  vary  from  that  of  sudden  onset  of  coma 
to  one  of  chronic  headache,  stiff  neck,  and 
mental  confusion.  At  times,  focal  cranial 
nerve  and  hemispheric  signs  are  present,  but 
it  must  be  emphasized  that  lumbar  puncture 
revealing  bloody  spinal  fluid  with  an 
xanthochromic  supernate  is  the  only  way 
that  the  diagnosis  can  be  positively  estab- 
lished. One  must  maintain  a high  index  of 
suspicion,  therefore,  if  instances  of  the 
condition  are  not  to  be  overlooked.  When 
the  diagnosis  has  been  established  and  un- 
less the  patient  is  in  imminent  danger  of 
death  as  a result  of  the  bleeding  imder  con- 
sideration, his  further  care  should  be  in  the 
nearest  institution  which  is  equipped  to 
carry  out  serial  cerebral  angiography  and 
hypothermia,  both  on  the  ward  and  in  the 
operating  room,  and  which  is  staffed  by  a 
team  of  physicians  and  nurses  trained  in 
neurologic  and  neurosurgical  disciplines. 
The  hazards  of  the  transfer  to  a neurologic 
center  are  minimal  as  compared  with  the 
increased  chances  for  survival  when  care  is 
rendered  in  such  an  institution. 

Rapid  strides  in  the  diagnosis  and  treat- 
ment of  subarachnoid  hemorrhage  have 
been  made  in  the  past  decade,  and  although 
this  account  will  be  out  of  date  by  the  time  it 
is  published,  we  will  attempt  to  summarize 
these  advances. 
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THE  TREATMENT  of  subarachnoid  hemor- 
rhage has  been  aided  by  the  development  of 
cerebral  angiography  with  the  modern  use  of 
biplane,  serial,  percutaneous  angiography, 
by  advances  in  hypothermia;  and  by  technical 
advances  including  steel  clips,  adhesive 
plastics,  and  various  clamps.  Early  de- 
finitive therapy  is  essential,  as  75  per  cent  of 
rebleedings  occur  within  three  weeks  following 
the  original  bleeding.  State  of  consciousness 
is  the  best  indication  of  the  patient’s  ability  to 
tolerate  surgery. 


Angiography 

The  rational  treatment  of  subarachnoid 
hemorrhage  has  been  dependent  on  the  de- 
velopment of  the  technic  of  cerebral  angiog- 
raphy. The  presence  of  a single  intra- 
cranial aneurysm  or  AV  malformation  or  of 
multiple  or  combinations  of  these  lesions  and 
the  presence  of  an  intracerebral  clot  and/or 
marked  intracranial  vascular  spasm  are  all 
factors  essential  to  the  programming  of 
therapy. ■*  While  the  single-exposure  carotid 
angiogram  may  have  been  acceptable  in  the 
past,  the  modern  use  of  biplane,  serial,  per- 
cutaneous angiography,  achieved  with  the 
aid  of  automatic  cassette  changers  and  dye 
injectors,  produces  the  needed  information. 
The  application  of  cinematic  equipment 
with  image  intensifiers  imdoubtedly  will 
become  progressively  more  important  in 
studying  the  actual  dynamic  state  of  the 
cerebral  circulation  and  thus  in  further 
estimating  its  ability  to  tolerate  surgical 
intervention.  Finally,  the  perfection  of 
intravenous  technics  of  angiography  pro- 
viding simultaneous  visualization  of  all  the 
intracranial  vessels  already  are  being  de- 
veloped and  will  be  of  great  assistance  in  the 
diagnosis  of  the  conditions  under  con- 
sideration. 

Hypothermia 

Fay^  in  1932  demonstrated  the  ability  of 
the  human  organism  to  tolerate  lowered  body 
temperatures.  More  recently,  however,  the 
relationship  between  hypothermia  and  the 
resultant  reduced  oxygen  demand  by  the 
central  system  has  been  put  to  widespread 
clinical  use.®’’  Hypothermia,  in  addition, 
has  been  shown  to  reduce  brain  volume  and 
hence  to  exert  a salutary  effect  on  the  brain 
swelling  which  often  follows  a subarachnoid 
hemorrhage.  Hypothermia  maintained  for 
a period  of  days  or  weeks  at  a temperature  of 
89  to  92  F.  thus  can  be  utilized  to  assist  in 
carrying  a critically  ill  patient  through  the 
postbleeding  state  of  semicoma  and  profound 
neurologic  defect. 

Second,  hypothermia  anesthesia  to  a level 
of  27  to  29  C.  (77  to  84  F.)  affords  protection 
to  the  brain  during  operative  intervention 
and  allows  the  surgeon  to  occlude  major 
arterial  trees  for  up  to  twenty  minutes.  The 
difference  between  approaching  an  angry, 
red,  tense  aneurysm  about  to  burst  and  one 


which  is  slack  and  can  be  dissected  freely  is 
the  difference  between  the  disastrous  bleed- 
ing which  was  routine  in  the  past  and  the 
methodically  planned  and  executed  clipping 
which  is  possible  today  following  temporary 
intracranial  occlusion  of  the  major  feeding 
vessels  under  hypothermia.®  In  recent 
months  profound  hypothermia  to  tempera- 
tures of  10  C.  with  complete  cardiac  arrest 
has  enabled  surgeons  to  work  in  a totally 
avascular  brain  for  periods  of  up  to  one 
hour.®  These  advances  will  widen  even 
further  the  scope  of  Intracranial  vascular 
surgery  in  the  years  ahead. 

Technical  advances 

Important  technical  advances  have  also 
been  made  in  the  past  decade.  The  use  of 
intravenous  urea  to  reduce  the  size  of  the 
cerebral  hemispheres  has  eased  materially 
the  exposure  of  the  circle  of  Willis  and  its 
major  branches  which  harbor  90  per  cent  of 
aneurysms.  Tiny  spring  steel  clips  are 
now  available  for  the  temporary  occlusion  of 
one  or  several  of  the  major  intracranial 
vessels  feeding  an  aneurysm  or  AV  mal- 
formation. Pathologic  studies  have  shown 
that  these  clips  can  be  left  in  place  for 
periods  up  to  one  hour  without  damaging 
the  vessel  wall  when  the  clip  is  released  and 
the  flow  re-established. 

The  development  of  adhesive  plastics 
which  can  be  apphed  to  these  lesions  when 
they  cannot  be  directly  clipped  has  provided 
the  surgeon  with  an  additional  tool  to  aid 
him  in  his  task.” 

Ligation  of  the  common  carotid  artery 
is  a time-honored  technic  in  the  treatment  of 
anemysm,  and  the  development  of  various 
clamps”  which  permit  gradual  occlusion 


September  1,  1963 — Part  I / New  York  State  Journal  of  Medicine  2495 


of  this  artery  in  the  neck  has  even  broadened 
its  appUcation  to  include  certain  patients 
who  could  not  tolerate  immediate  and 
sudden  carotid  ligation.  Whereas  this  in- 
direct method  of  treatment,  which  is  de- 
signed primarily  to  reduce  the  intra- 
aneurysmal  pressure,  is  less  desirable  than  a 
direct  obliteration  of  the  sac,  it  still  has  a 
place  in  the  over-all  therapy  of  this  condition. 


Timing  of  therapy 

Finally,  the  timing  of  therapy  is  a most 
important  decision  in  the  management  of 
surgery  for  subarachnoid  hemorrhage.  In 
view  of  the  fact  that  75  per  cent  of  serious 
rebleedings  occur  within  the  first  three  weeks 
following  the  original  bleeding,  it  is  obvious 
that  early  definitive  therapy  is  mandatory. 
At  the  moment,  our  best  yardstick  for 
measuring  the  patient’s  ability  to  tolerate 
surgery  is  the  state  of  consciousness. 
Comatose  and  stuporous  patients,  therefore, 
generally  are  not  subjected  to  surgery  unless 
arteriography  demonstrates  a large  intra- 
cranial clot.  Conscious  and  even  semi- 
conscious patients,  on  the  other  hand, 
usually  are  operated  on  at  an  early  date, 
preferably  within  one  week  of  the  bleeding. 
The  age  of  the  patient,  the  presence  of  mild 
to  moderate  hypertension,  or  other  medical 
conditions  do  not  contraindicate  surgery 
unless  they  are  of  sufficient  severity  to 
exclude  the  patient  from  any  operative 
procedure.® 

In  summary  then,  the  steps  recommended 
in  a patient  suffering  from  a subarachnoid 
hemorrhage  are  as  follows. 

1.  Lumbar  puncture  to  confirm  the 
diagnosis; 

2.  Immediate  transfer  of  the  patient  to 
the  nearest  institution  equipped  to  render 
definitive  care; 

3.  Early  complete  serial  angiography  to 
identify  the  site  of  the  bleeding,  the  presence 
of  intracranial  clot,  and  the  degree  of 
cerebrovascular  spasm; 

4.  Supportive  care  for  the  comatose 
patient  including  tracheostomy,  hypo- 
thermia, and  so  forth;  and 

5.  Early  treatment  by  definitive  surgery 
in  those  patients  able  to  tolerate  the  pro- 
cedure. (Fatal  rebleeding  is  most  common 
within  the  first  three  weeks  of  the  original 
episode. ) 


Case  reports 

These  representative  histories  are  pre- 
sented not  only  to  document  specifically 
the  successes  that  surgery  can  produce,  as 
the  literature  is  already  replete  with  such 
statistical  material;  they  are  presented,  in 
addition,  to  bring  into  focus  some  of  the 
major  problems  stiU  to  be  solved  in  the 
treatment  of  these  patients. 

Case  1.  Massive  AV  malformation  with 

PROGRESSIVE  HEMIPLEGIA  AND  SUBARACHNOID 
HEMORRHAGE.  A fourteen- year-old  boy  devel- 
oped a slowly  progressive  left  hemiparesis  over  a 
six-month  period  prior  to  having  an  episode  of 
suharachnoid  hemorrhage  from  which  he  re- 
covered with  even  additional  weakness. 

Bilateral  carotid  angiography  (Fig.  1)  demon- 
strated a massive  right  cerebral  arteriovenous 
malformation.  Under  hypothermia  anesthesia 
and  with  temporary  occlusion  of  the  internal 
carotid  artery  intracranially,  the  lesion  was 
excised  completely. 

The  boy  made  a good  recovery  and  gradually 
has  developed  new  skills  involving  the  hemipa- 
retic  side.  He  is  now  attending  his  regular  school 
and  is  able  to  participate  in  numerous  athletics 
such  as  water  skiing,  bicycle  riding,  and  so  forth. 
His  intelligence  quotient  is  125. 

Comment.  This  case  demonstrates  the  degree 
to  which  we  have  aheady  developed  technics  to 
handle  situations  which  certainly  would  have 
been  considered  unapproachable  a decade  ago. 

Case  2.  Fatal  recurrent  subarachnoid 

HEMORRHAGE  FROM  ANEURYSM  NOT  DEMON- 
STRATED ON  ANGIOGRAPHY.  An  Otherwise 
healthy  fifty-year-old  woman  was  well  until  she 
developed  signs  and  symptoms  of  an  acute 
subarachnoid  hemorrhage.  A mild  hemiparesis 
pointed  to  a probable  right  middle  cerebral  lesion, 
and  bilateral  carotid  angiogiaphy  (Fig.  2)  re- 
vealed marked  spasm  of  the  right  middle  cer- 
ebral artery,  but  no  aneurysm  was  demon- 
strated. 

The  patient  was  kept  at  bed  rest  but  died  one 
week  later  of  a sudden  recurrent  subarachnoid 
hemorrhage  just  two  days  prior  to  the  planned 
repeated  angiogram.  A postmortem  examina- 
tion demonstrated  a ruptured  right  middle 
cerebral  aneurysm. 

Comment.  Spasm  of  the  cerebral  vessels  often 
is  seen  in  the  neighborhood  of  a bleeding 
anem-ysm,  and  at  times,  as  in  this  case,  it 
actually  prevents  visuahzation  of  the  lesion.  It 
also  may  occur  during  the  postoperative  period, 
accounting  for  anoxia  and  secondary  cerebral 
dysfunction,  and  probably  plays  an  important 
part  in  the  etiology  of  cerebral  edema.  We 
have  yet  to  learn  an  effective  method  of  combat- 
ing spasm  of  the  cerebral  vessels. 

Case  3.  Anterior  communicating  an- 
eurysm SUCCESSFULLY  CLIPPED  AFTER  RECUR- 
RENT BLEEDING.  A thirty-year-old  man  had 
refused  surgery  after  a subarachnoid  hemoiThage 
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FIGURE  1.  Lateral  angiogram.  (A)  Arterial  phase  demonstrating  large  AV  malformation.  (B)  Capillary 
and  venous  phase. 


of  moderate  severity  and  a cerebral  angiographic 
study  which  revealed  an  anterior  communicat- 
ing aneiu'ysm  (Fig.  3). 

He  rebled  six  months  later  and  was  operated 
on  forty-eight  hours  later  under  hypothermic 
anesthesia  and  intravenous  urea  to  aid  in  the 
exposure.  Through  a bifrontal  flap  and  with 
the  use  of  temporary  clips  to  occlude  the  intra- 
cranial circulation,  the  aneurysm  was  clipped.** 
The  patient  made  an  uneventful  recovery  and 
has  retmTied  to  his  previous  level  of  intellectual 
function. 

Comment.  This  patient  was  fortunate  enough 
to  survive  two  episodes  of  subarachnoid  bleeding 
and  have  his  lesion  successfully  clipped. 

Case  4.  Death  following  a single  sub- 
arachnoid HEMORRHAGE  OF  SLOWLY  PROGRES- 
SIVE DETERIORATION.  A forty-five-yeai'-old 
woman  was  admitted  in  a confused  state  follow- 
ing an  acute  subarachnoid  hemon-hage,  and 
bilateral  carotid  angiography  demonstrated  an 
anterior  communicating  anem’ysm  with  mar  ked 
spasm  of  the  entire  carotid  systems  bilaterally. 

In  spite  of  hypothermia,  tracheotomy,  m-ea, 
and  daily  lumbar  pimctures,  the  patient’s  con- 
dition deteriorated  slowly.  She  died  ten  days 
following  her  bleeding.  An  autopsy  showed 
marked  cerebral  edema  but  no  evidence  of  fresh 
bleeding  from  the  aneurysm. 

Comment.  Progressive  deterioration  follow- 
ing a single  episode  of  subarachnoid  bleeding  is 
demonstrated  here  in  its  severest  form.  Cer- 
ebral edema  and  its  relationship  to  vasospasm  is 
seen  once  again  to  be  at  the  heart  of  the  problem. 

Case  5.  Internal  carotid  posterior  com- 
municating ANEURYSM  TREATED  BY  COMMON 
CAROTID  LIGATION.  A sixty-five-year-old  mildly 
hypertensive  female  was  admitted  twenty-four 
hours  following  the  onset  of  a sudden  headache 
and  stiff  neck.  She  was  in  an  alert  but  slightly 
confused  state  with  a complete  right  oculomotor 
nerve  paralysis.  Her  past  history  revealed 
complaints  of  modei’ately  severe  unilateral 


FIGURE  2.  Right  carotid  angiogram.  Marked 
spasm  of  middle  cerebral  aneurysm.  Arrow  indi- 
cates site  of  aneurysm  found  at  autopsy. 


headaches  on  the  right  side  for  a period  of  six 
months.  Lumbar  punctm'e  revealed  grossly 
bloody  fluid  with  a xanthochromic  supernate 
and  a pressure  of  350  mm.  of  water. 

Bilatered  carotid  arteriography  (Fig.  4) 
demonstrated  the  lesion  to  be  an  aneurysm 
arising  from  the  cai'otid  artery  in  the  region  of 
the  posterior  communicating  artery.  There 
was  a moderate  degree  of  spasm  of  the  internal 
carotid  artery  proximal  to  the  site  of  the 
aneurysm.  She  was  treated  immediately  by 
occlusion  of  the  right  common  carotid  artery 
over  a thii'ty-six-hour  period  with  the  aid  of  a 
Selverstone  clamp.  Her  oculomotor  nerve 
signs  subsided,  and  she  remained  asymptomatic 
over  a period  of  twenty-four  months. 

Comment.  Here,  carotid  ligation  apparently 
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FIGURE  3.  Angiogram  demonstrating  anterior 
communicating  aneurysm  (arrow)  associated  with 
spasm  of  adjacent  anterior  cerebral  artery. 


reduced  satisfactorily  the  pressure  in  the 
aneurysmal  sac  to  render  it  asymptomatic.  Re- 
bleeding or  signs  of  cerebrovascular  insufficiency 
secondary  to  the  carotid  ligation  could,  of 
course,  occur  later. 

Comment 

The  results  of  therapy  of  intracranial 
aneurysms  and  AV  malformations  are 
improving  constantly  and  seem  to  have 
overtaken  and  surpassed  the  results  to  be 
expected  with  nonsurgical  treatment. 
Walton  1 reported  that  25  per  cent  of  patients 
surviving  a subarachnoid  hemorrhage  die  of 
recurrent  hemorrhage.  McKissock,  Paine, 
and  Walsh  reported  a 38  per  cent  mortahty 
in  good-risk  patients  who  were  treated 
conservatively.  Meanwhile  Pool,i^  for  ex- 
ample, recently  related  an  8 per  cent 
mortality  in  60  noncomatose  patients 
operated  on  consecutively  over  a five- 
year  period.  Many  other  reports  are 
continuing  to  appear  in  the  literature  tend- 
ing to  support  the  concept  that  good-risk 
patients  have  a better  fife  expectancy  and 
lower  morbidity  if  they  are  treated  surgi- 
cally than  they  have  with  no  therapy  other 
than  bed  rest.i^'^^  Slosberg^®  and  Meyer 
and  Bauer  have  both  reported  interesting 
results  in  a series  of  patients  treated  with  a 
long-term  hypotensive  regimen. 


FIGURE  4.  Aneurysm  (arrow)  of  internal  carotid  j 
artery  in  region  of  posterior  communicating. 

Note  spasm  of  internal  carotid  artery  just  proximal  ' 
to  aneurysm.  ^ 

While  some  form  of  treatment,  whether 
it  is  intracranial  chpping,  common  carotid 
ligation,  or  hypotensive  drug  therapy,  seems 
to  be  indicated  in  good-risk  patients  follow- 
ing a subarachnoid  hemorrhage,  there  are 
many  problems  yet  to  be  solved  in  this  field. 

We  have  not  developed  a satisfactory 
method  for  combating  the  cerebral  edema 
and  vasospasm  which  often  lead  to  the  fatal 
outcome  of  a subarachnoid  hemorrhage,  as 
in  Case  4.  In  a similar  fashion,  we  have  yet 
to  learn  to  handle  successfully  these  factors 
when  they  lead  to  a gradual  deterioration 
in  the  postoperative  period.  We  certainly  | 
must  stiU  develop  technics  for  increasing  the  ' 
salvage  rate  of  the  comatose  patient  and 
make  him  neurologically  intact  enough  to  | 
tolerate  surgery.  Current  statistics  indicate 
that  surgery  at  present  is  almost  universally 
fatal  in  this  class  of  patients  except  in  the  i 
presence  of  large  intracerebral  clots.  I 

Thus  we  conclude  that  this  segment  of  I 
medical  therapy,  the  treatment  of  sub-  r 
arachnoid  hemorrhage,  while  having  made 
great  strides  in  the  past  decade,  is  yet  in  its 
infancy.  It  is  now  estabUshed  that  early 
surgery  is  better  than  conservative  treatment 
in  the  patient  who  has  recovered  from  his 
bleeding  and  needs  protection  against  his 
next  episode.  In  the  management  of  the 
acutely  iU  patient,  however,  the  utilization 
of  profoimd  hypothermia  with  complete 
circulatory  arrest  during  surgery  and  the  | 
utilization  of  plastic  sprays  and  micro- 
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surgery,  as  well  as  the  ideal  timing  for  the 
application  of  these  technics,  remain  as 
avenues  for  further  exploration.  Our  ulti- 
mate aim,  of  course,  is  the  establishment  of  a 
salvage  rate  of  90  to  95  per  cent  in  aU  patients 
following  subarachnoid  hemorrhage  in  the 
next  decade  such  as  we  have  achieved  al- 
ready for  the  good-risk  patient. 

550  First  Avenue,  New  York  16 
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Discussions 

Harry  A.  Kaplan,  M.D.,  Brooklyn, 
New  York.  Advances  in  the  treatment  of 
intracranial  aneurysms  and  vascular  mal- 


formations have  stemmed  primarily  from 
the  improvement  in  surgical  technics  and 
ancillary  measures  such  as  the  agents  to 
reduce  brain  volume,  hypothermia,  and  the 
development  of  new  devices.  There  are 
certain  factors,  however,  which  complicate 
the  management  of  these  lesions  and  which 
are  common  to  a variety  of  areas  of  surgery. 
These  are  the  lack  of  knowledge  of  the  de- 
velopment of  the  lesion  and  the  widespread 
pathophysiologic  responses  that  occur  in 
their  therapy. 

Arteriovenous  malformations  are  believed 
by  most  to  be  of  congenital  origin.  They 
enlarge  not  through  the  development  of 
further  abnormal  vasculature,  but  probably 
through  the  increase  in  size  of  the  normally 
feeding  and  draining  vessels  to  the  malforma- 
tion proper.®  The  intracranial  aneurysm, 
while  it  is  related  in  its  development  to  a 
congenital  defect,  probably  is  not  present  as 
such  until  its  formation  at  a later  date. 
Several  investigations  have  shown  muscular 
defects  in  the  intracranial  blood  vessels  of 
newborn  infants,  but  no  conclusive  report 
of  the  presence  of  an  intracranial  aneurysm 
in  the  newborn  infant  has  been  published  as 
yet.*  Multiple  aneurysms  have  been  re- 
ported in  various  series  to  range  from 
10  per  cent‘s  to  30  per  cent.**  Perhaps  if  we 
knew  more  about  the  origin  and  development 
of  these  lesions,  we  might  foUow  a more 
definite  course  in  their  treatment.  Some 
advocate  reduction  of  pressure  to  these 
lesions  by  occlusion  of  the  large  feeding 
channels  in  the  neck;  some  suggest  trapping 
procedures;  others  advocate  direct  clipping 
of  the  aneurysm;  a few  apply  plastic  coats; 
and  stiU  others  adhere  to  a watchful  waiting 
policy.  Only  by  understanding  the  nature 
and  course  of  these  lesions  can  one  suggest  a 
standard  method  of  treatment  for  those 
physicians  caring  for  patients  harboring 
these  lesions. 

But  even  if  we  knew  all  about  the  basic 
pathology  of  aneurysms,  we  still  are  faced 
with  the  problem  of  why  individuals  react 
differently  to  their  rupture  and  after  direct 
clipping.  One  person  may  have  a cata- 
strophic effect  from  rupture  of  a very  small 
aneurysm  and  with  very  little  blood  extra- 
vasation, while  another  with  a rather 
massive  subarachnoid  hemorrhage  may 
tolerate  the  rupturing  of  the  lesion  quite 
well.  We  aU  have  had  the  experience  of 
clipping  a blood  vessel  in  one  area  and  find- 
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ing  brain  dysfunction  in  a region  of  a totally 
different  area  of  artery  supply.  That  each 
artery  has  a rather  specific  region  of  brain 
irrigation  has  been  demonstrated  quite 
definitely.*  A widespread  blood  vessel  re- 
sponse to  a stimulus  in  any  one  region  is 
probably  the  basis  for  the  unexpected 
clinical  signs  demonstrated. 

The  role  of  neurogenic  mechanisms  in  the 
physiologic  control  of  blood  flow  within  the 
brain  is  stHl  a debatable  issue.  That  nerve 
elements  are  present  in  the  walls  of  cerebral 
blood  vessels  is  without  question.  But 
what  part  these  nerve  elements  play  in  the 
physiologic  action  of  these  vessels  is  still 
unknown.  The  stimulation  and  destruction 
of  autonomic  nerve  plexuses  outside  the 
head  seem  to  play  a very  small  role  in  the 
direct  response  of  the  cerebral  blood  vessels. 
Our  laboratory  methods  have  not  been  able 
as  yet  to  reveal  the  specific  factors  responsi- 
ble for  the  sudden  widespread  vascular 
responses  in  the  brain  to  various  stimuli. 
One  thing  is  known,  however,  and  that  is 
that  a major  change  in  cerebrovascular  tone 
can  be  effected  by  certain  chemical  actions. 

Increased  blood  carbon  dioxide  tension 
causes  a meu"ked  dilatation  of  the  cerebral 
vessels  in  the  normal  animal.  Alterations 
of  oxygen  and  pH  also  have  been  shown  to 
alter  cerebral  blood  flow.  But  how  the 
chemical  action  effects  the  change  in  the 
blood  vessel  size  is  not  known.  Conceivably, 
cerebral  blood  flow  can  be  altered  in  small 
areas  of  the  brain  by  chemical  changes 
brought  about  by  altering  metabolic  activity. 
This  has  been  demonstrated  in  the  region 
of  the  occipital  ceU  areas  following  the  ap- 
plication of  visual  stimuli  to  animals. 
It  would  appear  that  changes  on  either  side 
of  the  blood  vessel  waU  or  perhaps  direct 
stimulation  of  receptors  in  the  capillaries 
may  trigger  changes  of  blood  flow  in  localized 
areas  of  the  brain. 

Most  of  the  data  on  the  physiology  of 
cerebral  blood  vessel  activity  have  been 
gained  from  animal  studies  and  in  so-called 
normal  situations.  But  whether  or  not  the 
usual  mechanisms  of  altering  cerebral  blood 
vessel  tone  will  act  in  the  presence  of  a 
pathologic  condition  within  the  brain  is 
another  thing,  for  an  abnormal  Cerebral 
circulatory  state  effected  by  a strong  local 
stimulus  already  may  have  taken  place. 
The  administration  of  a powerful  agent  such 
as  carbon  dioxide  does  not  seem  to  alter  the 


clinical  condition  of  a patient  harboring  an 
intracranial  mass  which  is  producing  marked 
cerebral  dysfunction.  Clinical  observations 
greatly  suggest  that  vascular  changes  in  the 
head  may  be  imder  the  control  of  cells  lying 
within  the  brain  stem.  The  manipulation 
of  the  brain  stem  during  intracranial  opera- 
tive procedures  as  weU  as  the  severe  com- 
pression of  the  brain  stem  by  cerebral 
sweUing  may  manifest  gross  pressure  swings 
in  intracranial  tension  as  well  as  alterations 
in  extracranial  cardiovascular  circulation. 

It  appears  at  times  that  a complex  of 
factors  must  be  set  in  motion  to  effect  the 
response  noted.  The  puncturing  of  a large 
artery  in  the  extremity  is  attended  with  a 
variety  of  responses.  Perhaps  chemical, 
nerve,  and  cellular  activity  aU  contribute  in 
a symphony  of  action  to  effect  a particular 
response. 

It  is  only  through  a better  imderstanding 
of  all  these  problems  that  advances  in  the 
therapy  of  intracranial  vascular  lesions  will 
be  brought  about. 
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Bernard  H.  Smith,  M.D.,  Buffalo,  New 
York.  Berry  aneurysms  and  arteriovenous 
malformations  are  the  two  commonest 
causes  of  spontaneous  subarachnoid  hemor- 
rhage, a condition  carrying  a fearsome 
mortality  and  morbidity.  Of  those  with 
spontaneous  hemorrhage,  30  per  cent  die  in 
the  first  attack,  a further  20  per  cent  by  the 
end  of  two  months,  and  a further  10  per  cent 
sooner  or  later,  from  recurrent  hemorrhage. 
Of  the  40  per  cent  who  survive,  a high 
percentage  are  physically  or  psychologically 
disabled.  These  figures  are  the  more  awe- 
some because  the  condition  affects  the  young 
individual  as  well  as  the  old  person. 

There  was  long  debate  as  to  the  relative 
merits  of  conservative  and  surgical  therapy, 
but  it  is  now  clear  that,  taking  all  cases  of 


2500  New  York  State  Journal  of  Medicine  / Part  I — September  1,  1963 


spontaneous  subarachnoid  hemorrhage  to- 
gether, surgery  has  more  to  offer  than 
medicine,  although  the  advantages  are 
greater  with  some  types  of  aneurysm  and  ar- 
teriovenous malformation  than  with  others. 
Indeed,  a just  assessment  of  the  merits  of 
conservative  versus  surgical  therapy  can 
be  reached  only  by  comparing,  not  all  cases 
of  spontaneous  subarachnoid  hemorrhage 
indiscriminately,  but  patients  with  hemor- 
rhage resulting  from  similar  lesions.  With 
certain  types  of  hemorrhage,  surgery  has 
nothing  in  its  favor.  In  the  assessment  too, 
the  harsh  facts  must  not  be  slvured  over  that 
all  surgeons  are  not  equally  skilled  nor  all 
surgical  nursing  teams  equally  adept.  The 
balance  in  favor  of  surgery  has  been  altered 
notably  by  the  improvements  in  hypothermic 
technics  and  controlled  hypotension. 

A few  basic  principles  must  be  reviewed. 
An  aneurysm  proximal  to  an  intact  circle  of 
Willis  can  have  its  parent  vessel  occluded 
without  danger  to  the  viability  of  its  terri- 
tory of  supply;  vessels  distal  to  the  circle,  on 
the  other  hand,  behave  for  practical  purposes 
as  end  arteries  and  cannot  be  occluded  with 
impunity.  Similarly,  with  arteriovenous 
malformations,  some  are  small,  superficial, 
and  in  silent  areas  of  the  brain;  others  are 
, extensive,  involve  eloquent  areas  of  the 
' brain,  and  have  large  feeding  vessels. 

Thus  a prerequisite  to  rational  therapy  is 
arteriography.  The  management  in  a given 
case  depends  on  the  arteriographic  findings 
as  to  the  site  (including  laterality),  size  and 
shape  of  the  bleeding  source,  and  whether  it  is 
an  isolated  anomaly  or  one  of  several  possible 
sources  of  hemorrhage.  Nor  must  the  gen- 
(j  eral  state  of  the  patient  be  neglected:  The 
tj  outlook  will  be  graver  if  the  patient  is  old, 
M has  high  blood  pressure,  or  is  in  coma.  Fur- 
ther,  the  ideal  time  for  arteriography  and  for 
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surgical  intervention  presents  problems.  In 
the  cases  in  which  the  arteriogram  fails  to 
show  the  bleeding  point,  surgery  is,  of  course, 
out  of  the  question;  such  cases,  however, 
are  known  to  carry  a relatively  good  prog- 
nosis. 

With  an  aneurysm  at  the  upper  end  of  the 
internal  carotid  artery  in  a young  patient 
with  a “conventional”  circle  of  WiUis  (and 
aU  circles  of  Willis  are  not  conventional), 
excellent  results  may  be  obtained  by  occlud- 
ing the  internal  carotid  artery  in  the  neck; 
this  may  be  followed,  if  need  be,  by  more 
definitive  surgery  to  the  aneurysm  at  a later 
date  free  from  the  pressure  of  emergency. 
An  aneurysm  of  the  posterior  vessels  is  not 
accessible  to  surgery;  aneurysms  of  the 
anterior  communicating  artery  present  no- 
toriously difficult  operative  problems.  On 
the  vessels  distal  to  the  circle,  if  the  an- 
eurysm has  a neck,  this  can  be  clipped; 
if  there  is  no  neck  and  it  is  reasonably 
accessible,  the  aneurysm  can  be  invested 
with  acrylic  acid. 

Similarly,  some  arteriovenous  malforma- 
tions can  be  extirpated  completely,  freeing 
the  patient  from  future  danger  of  hemor- 
rhage, without  causing  neurologic  defect. 
With  extensive  malformations  when  surgery 
is  precluded,  radiation  therapy  has  been 
tried  without  much  benefit.  Recent  in- 
genious attempts  to  seed  artificial  emboli  into 
the  malformation  with  the  intention  of  cut- 
ting down  on  the  venous  leak  and  making 
more  blood  available  for  the  surrounding 
tissue  have  not  yet  met  with  much  success. 

Spontaneous  subarachnoid  hemorrhage  is 
a dangerous  disease  for  which  dangerous 
remedies  sometimes  have  to  be  applied. 
We  wish  the  surgeons  well  in  their  continued 
efforts  to  reduce  both  the  dangers  of  the 
disease  and  the  dangers  of  the  remedies. 
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I T HAS  BECOME  a rare  experience  in  an  urban 
pediatric  practice  to  find  a case  of  vitamin- 
deficient  rickets  complicated  by  tetany,  but 
hypocalcemia  associated  with  convulsive 
seizures  is  now  a relatively  frequent  occiu'- 
rence  in  mature  and  premature  neonates. 
This  form  of  hypocalcemia  is  not  tetany 
associated  with  vitamin  D deficiency.  Its 
incidence  has  risen  since  mothers  have  almost 
given  up  the  practice  of  nursing  their  infants 
and  have  substituted  instead  various  proc- 
essed milk  formulas. 

Neonatal  tetany 

Although  instances  of  “infantile  tetany” 
occurring  during  the  neonatal  period  have 
been  reported  by  Kehrer  as  long  ago  as  1913^ 
and  by  Wolff  in  1918,*  it  was  Powers  in 
1925*  and  Griflith  in  1926'*  who  first  reported 
measurements  of  calcium  in  the  serum  of 
these  infants.  Bass  and  Karelitz*  and 
McGavran*  reported  on  the  favorable  re- 


sponse in  the  neonates  to  the  administra- 
tion of  calcium  salts  orally.  Cases  of  neo- 
natal tetany  were  also  reported  by  Cohen,* 
Guild,*  Atlee  and  Tyson,*  and  Maslow.'* 
The  latter  reported  on  both  the  sermn  cal- 
cium and  phosphorus  levels  in  the  neonates 
in  his  series. 

The  findings  of  low  serum  calcium  and 
high  serum  phosphorus  levels  in  infants  suf- 
fering from  neonatal  tetany  suggested  a 
similarity  to  the  serum  chemical  alterations 
noted  in  patients  suffering  from  idiopathic 
hypoparathyroidism,  as  were  described  in 
the  studies  of  calcium  and  phosphorus  me- 
tabolism in  cases  of  hypoparathyroidism 
made  by  Aub  and  his  coworkers.** 

A metabolic  study  of  calcium  and  phos- 
phorus in  an  infant  admitted  for  tetany  of 
the  neonate  was  performed  therefore  by  the 
authors.**  The  patient  was  a male  infant 
seven  weeks  old  who  had  repeated  convul- 
sions of  one  day’s  duration.  There  was  no 
evidence  of  rickets  on  examination,  and  the 
radiograms  of  the  long  bones  showed  com- 
pletely negative  findings.  His  serum  calcium 
was  6.5  mg.  per  100  ml.,  and  the  serum 
phosphorus  was  8 mg.  per  100  ml.  The 
metabolic  studies  showed  that  the  excretion 
of  calcium  in  the  urine  was  neghgible.  The 
excretion  of  calcium  in  the  feces  was  normal. 
The  urinary  excretion  of  phosphorus  was 
rather  low,  and  the  fecal  excretion  of  phos- 
phorus was  within  normal  limits.  The  ad- 
ministration of  parathyroid  extract  raised 
the  serum  calcium  to  11.7  mg.  per  100  ml. 
The  excretion  of  phosphorus  in  the  urine  rose 
remarkably  and  so  did  the  urinary  calcium 
excretion.  The  fecal  phosphorus  excretion 
diminished.  The  metabohc  findings  are  in 
agreement  with  those  observed  by  Aub  and 
his  coworkers**  in  patients  with  idiopathic 
hypoparathyroidism.  On  the  basis  of  these 
observations,  we  suggested  that  a transient 
hypoparathyroidism  in  the  neonatal  period 
may  possibly  be  responsible  for  the  serum 
and  metabolic  changes  observed  in  neonatal 
tetany. 

In  his  studies  on  tetany  in  newborn  infants 
Bakwin**  noted  that  when  he  administered 
solutions  of  inorganic  phosphate  orally  to 
newborn  infants,  the  serum  phosphorus  level 
rose,  and  there  was  a fall  in  the  serum  cal- 
cium by  the  end  of  a two-hour  period,  demon- 
strating that  newborn  infants  lack  adequate 
homeostasis  for  phosphate  intake.  Gardner 
et  aZ.**  concluded,  on  the  basis  of  their 
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HYPOCALCEMIA  during  the  first  week  of  life 
may  be  caused  by  feeding  infants  diets  con- 
taining a high  phosphorus  load.  Breast 
milk  gives  protection  against  this  type  of 
hypocalcemia,  and  an  artificial  formula 
resembling  human  milk  in  protein  composi- 
tion and  content  of  calcium  and  phosphorus 
also  offers  protection.  The  incidence  of 
hypocalcemia  occurring  before  any  feedings 
are  given  is  high  in  mature  neonates  born  to 
mothers  who  have  placenta  previa,  infections, 
uncontrolled  diabetes,  or  who  are  prediabetic. 
It  is  associated  very  frequently  with  prema- 
turity. 


TABLE  I.  Incidence  of  hypocalcemia  in  infants  fed 
various  milks  fortified  with  vitamin  D during  the 
first  week  of  life 


MUk 

N umber 
of 

Infants 

- — Hypocalcemia— 
Per 

Number  Cent 

Evaporated 

41 

10 

24.4 

Powdered 

60 

10 

16.6 

Cow’s 

pasteurized 

33 

8 

24.2 

Breast 

34 

0 

0 

studies,  that  cow’s  milk  fed  to  infants  during 
the  neonatal  period  produces  hyperphospha- 
temia and  tends  to  lower  the  calcium  serum 
level. 

Effect  of  diet 

We  also  studied  the  effect  of  diet  on  the 
occurrence  of  hyperphosphatemia  and  hypo- 
calcemia in  newborn  infants  during  the  first 
week  of  life.^^  The  neonates  were  fed  an 
evaporated  mUk  formula.  Serum  calcium 
and  phosphate  studies  were  done  on  the  first 
day  of  life  and  at  the  end  of  the  first  week. 
The  mean  serum  phosphorus  rose  signifi- 
cantly from  a mean  of  5.58  to  8.09  mg.  per 
100  ml.,  and  the  mean  serum  calcium  feU 
significantly  from  9.89  to  8.9  mg.  per  100 
ml. 

The  group  of  infants  that  was  exclusively 
breast  fed  showed  no  significant  difference 
in  the  mean  calcium  level  between  the  first 
and  the  fifth  day  of  life;  indeed,  instead  of 
an  elevated  mean  phosphorus  level,  there 
was  a decrease  in  the  mean  phosphorus  level 
by  the  end  of  the  period  of  observation. 

We  also  studied  the  incidence  of  hypo- 
calcemia during  the  first  week  of  life  in 
artificially  fed  and  in  breast-fed  infants 
(Table  I).  Breast  milk  appears  to  give  com- 
plete protection  against  the  occurrence  of 
hypocalcemia  during  this  period  of  life. 

Several  factors  have  been  considered  to 
play  a role  in  the  pathogenesis  of  the  hypo- 
calcemia that  occurs  in  the  early  weeks  of 
life.  McCrory  and  his  colleagues  have 
emphasized  the  inability  of  the  kidney  of  the 
newborn  infant  to  excrete  phosphate.  Craw- 
ford and  his  co workers  present  evidence 
that  would  point  to  an  insufficiency  of  the 
parathyroids  to  regulate  the  high  phosphate 
load  presented  to  the  neonates  in  processed 
milks.  Gardner  and  his  colleagues'^  state 


that  besides  the  dietary  factor  of  an  excess 
phosphorus  intake,  hormonal  and  renal 
factors  also  must  be  considered  in  attempt- 
ing to  explain  the  occurrence  of  neonatal 
tetany  in  the  artificially  fed  infants. 

However,  the  renal  and  the  hormonal 
factors  become  evident  when  the  neonates 
are  challenged  by  what  Gardner  et  al.^*  call 
the  administration  of  an  “unphysiologic  diet” 
in  the  form  of  cow’s  mUk  mixtures.  Len- 
strup'*  has  shown  that  the  total  phosphate 
in  human  milk  is  about  one  seventh  and  the 
inorganic  phosphate  one  thirteenth  of  that 
found  in  cow’s  milk.  Casein  is  a phos- 
phorus-rich protein,  and  the  lactalbumin- 
casein  ratio  in  cow’s  milk  is  1:6,  while  in 
human  milk  it  is  3 : 2. 

To  test  experimentally  the  hypothesis  that 
infants  develop  hyperphosphatemia  and 
hypocalcemia  when  they  are  fed  a high  phos- 
phate load,  we  gave  127  newborn  infants  an 
artificial  milk  formula  which  contained  a 
lactalbumin-casein  ratio  of  3:2  and  which 
had  a phosphate  content  of  20  mg.  per  100 
ml. 

Serum  calcium  and  phosphorus  levels  were 
determined  on  the  first  day  and  fifth  day  of 
life  (Table  II).  There  was  no  significant 
change  in  the  mean  serum  calcium  level  from 
day  0 to  day  5.  The  mean  serum  phos- 
phorus did  increase  significantly  from  day  0 
to  day  5.  The  most  remarkable  effect  of 
the  feeding  was  in  the  reduction  of  the  inci- 
dence of  hypocalcemia  to  1.5  per  cent.  By 
reducing  the  phosphorus  content  of  the  for- 
mula, there  was  a striking  reduction  in  the 
incidence  of  hypocalcemia  in  the  artificially 
fed  newborn  infants  during  the  first  week  of 
life. 
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TABLE  II.  Changes  in  mean  serum  calcium  and 
phosphorus  levels  from  day  1 to  day  5 in  127  mature 
infants  fed  a diet  having  a calcium  and  phosphorus 
content  approximating  human  milk 


Content  by  Day 

Serum 

Level 

Standard 

Deviation 

Calcium 

1 

9.3 

± 

0.6 

5 

9.2 

± 

0.7 

Phosphorus 

1 

5.6 

± 

0.8 

5 

7.2 

± 

0.8 

TABLE  III.  Comparison  of  incidence  of  hypocal- 
cemia in  infants  born  by  cesarean  section  for 
various  cases 


Indications  for 
Cesarean 
Section 

Number 

of 

Infants 

' — Hypocalcemia — ■ 
Per 

Number  Cent 

Cephalopelvic  dis- 
proportion or  re- 
peat section 

51 

7 

13,7 

Abnormal  preg- 
nancy and/or 
labor 

19 

7 

36.8 

Diabetes  meUitus 
controlled 

16 

2 

12.5 

Prediabetic  state 

20 

5 

25.0 

Effect  of  maternal  complications 

We  have  also  observed  an  incidence  of 
hypocalcemia  that  occurred  in  both  mature 
and  premature  infants  on  the  first  day  of  life, 
before  any  feedings  had  been  given.  This 
form  of  hypocalcemia  is  therefore  not  diet- 
dependent.  We  determined  the  calcium 
and  phosphorus  levels  in  the  serums  of  824 
normal,  mature  newborn  infants  on  the  first 
day  of  Ufe,  before  they  received  any  feed- 
ings, and  foimd  hypocalcemia  in  10  infants, 
an  incidence  of  1.2  per  cent.  These  infants 
were  born  to  mothers  whose  pregnancies 
and  deliveries  were  uneventful.  However, 
when  the  serum  calcium  was  determined  on 
the  first  day  of  life  in  neonates  born  to 
mothers  requiring  cesarean  section  because 
of  anatomic  disproportion  but  whose  preg- 
nancies were  uneventful,  we  foimd  an  inci- 
dence of  hypocalcemia  of  13.7  per  cent 
(Table  III);  and  there  was  even  a sharp 
rise  in  the  occurrence  of  hypocalcemia  on 
the  first  day  of  life  in  infants  born  to  mothers 
needing  cesarean  section  for  placenta  previa, 
abruptio  placenta,  or  especially  in  women 
who  had  poorly  controlled  diabetic  states. 


TABLE  IV.  Incidence  of  hypocalcemia  on  the  first 
day  of  life  in  premature  infants  according  to  weight 


Weight 

(Gm.) 

Number 

of 

Infants 

-—Hypocalcemia — 
Per 

Number  Cent 

1,080  to 

20 

15 

75 

1,470 

1,560  to 

32 

16 

50 

1,905 

1,920  to 
2,475 

59 

24 

40.7 

This  group  showed  an  incidence  of  hypo- 
calcemia of  36.8  per  cent  (Table  III).  In 
fact,  newborn  infants  dehvered  from  mothers 
who  only  had  a prediabetic  state  also  showed 
a high  incidence  of  hypocalcemia,  namely, 
25  per  cent  (Table  III). 

Hypocalcemia  in  premature  infants 

We  also  studied  the  serum  calcium  levels 
in  premature  infants  on  the  first  day  of  life 
(Table  IV).  We  found  that  the  smaller  by 
weight  the  premature  infant  was,  the  more 
likely  was  he  to  have  a serum  calcium  below 
8 mg.  per  100  ml.  Premature  infants  weigh- 
ing below  1,500  Gm.  at  birth  have  an  inci- 
dence of  hypocalcemia  as  high  as  75  per 
cent  (Table  IV).  The  low  serum  calcium 
found  in  these  infants,  we  found,  was  not 
related  to  their  serum  protein  concentra- 
tions. The  manner  of  delivery  of  these  pre- 
mature infants  does  not  play  a role  in  the 
occurrence  of  the  hypocalcemia  as  it  does 
in  the  mature  infants,  that  is,  whether  they 
are  born  by  the  vaginal  route  or  by  cesarean 
section,  the  incidence  is  not  significantly 
different.  Premature  infants  born  to 
mothers  who  show  no  obvious  pathologic  de- 
fects and  whose  pregnancies  are  vmeventful 
until  the  day  of  delivery  show  the  same  tend- 
ency to  hypocalcemia  on  the  first  day  of  life 
as  those  having  had  difficulties  during  their 
pregnancy.  The  etiology  of  this  form  of 
hypocalcemia  is  obscure. 

Most  viable  premature  infants  are  born 
during  the  last  trimester  of  pregnancy  when 
their  mothers  are  said  to  have  the  highest 
concentration  of  corticoids.**~^*  Cortisone 
and  especially  ACTH  (adrenocorticotrophic 
hormone)  have  been  found  to  decrease  the 
serum  calcium  level  when  injected  into 
animals  (rabbits). Whether  or  not  this  is 
a factor  in  the  production  of  the  low  serum 
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calcium  which  is  found  on  the  first  day  in 
premature  infants  is  at  present  only  a specu- 
lation. 

It  is  of  interest  to  note  that  whatever  the 
cause  or  causes  of  this  state  of  hypocalcemia 
in  the  premature  newborn  infant,  it  tends 
to  correct  itself  spontaneously.  By  the  end 
of  the  first  week  of  life,  the  serum  calcium 
tends  to  reach  normal  values.  Nevertheless 
it  is  a potential  hazard,  especially  if  an  arti- 
ficial diet  adds  its  effect  on  the  serum 
calcium  level.  The  practice  of  prolonged 
withholding  of  food  from  the  newborn  pre- 
matizre  infant  may  also  increase  the  phos- 
phorus level,  resulting  from  cellular  destruc- 
tion, and  thus  have  the  same  effect  as  a high- 
phosphorus  diet.“^  It  may  be  imijortant, 
therefore,  to  treat  these  infants  by  adding 
calcium  salts  (calcium  gluconate)  orally  to 
their  feedings,  which  should  be  begun  as 
early  as  individual  conditions  will  permit. 
Human  milk,  or  an  artificial  milk  in  which 
the  protein  composition  (that  is,  lactal- 
bumin-casein  ratio)  resembles  human  milk 
I and  in  which  the  mineral  load,  and,  the 
I phosphate  content  is  low,  should  be  given. 

Summary 

' Two  types  of  hypocalcemia  have  been 
found  to  occur  during  the  neonatal  period: 
j (1)  hypocalcemia  caused  by  feeding  infants 
I diets  containing  a high  phosphorus  load; 

. and  (2)  hypocalcemia  occurring  on  the  first 
: day  of  life  before  feedings  are  given.  The 
I incidence  of  the  latter  type  of  hypocal- 
I cemia  is  high  in  mature  neonates  born  to 
mothers  who  have  placenta  previa,  infec- 
! tions,  uncontrolled  diabetes,  or  who  are  pre- 
I diabetic.  Cesarean  section  causes  a marked 
: rise  in  the  incidence  of  this  type  of  hypo- 
i|  calcemia. 

Hypocalcemia  very  frequently  is  asso- 
ciated with  prematurity.  The  smaller  by 
• weight  the  premature  infant  is,  the  more 
likely  is  he  to  have  hypocalcemia.  The  eti- 
ology of  this  type  of  hypocalcemia  is  stiU  not 
established. 

Human  milk  appears  to  offer  protection 
against  the  occurrence  of  hypocalcemia  dur- 
ing the  neonatal  period.  A group  of  infants 
given  formula  resembling,  in  protein  com- 


position and  in  the  content  of  calcium  and 
phosphorus,  that  found  in  human  milk,  had 
the  lowest  incidence  of  hypocalcemia  during 
the  first  week  of  life  so  far  encountered  in 
groups  of  infants  fed  artificial  formulas. 
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I N A PREVIOUS  REPORT,  the  use  of  tissue  cul- 
ture herpes  simplex  antigen  in  the  diagnosis 
of  herpetic  infection,  the  preparation  and 
safety  testing  of  such  antigen  material, 
serum-virus  neutralization  and  complement 
fixation  tests  for  the  detection  of  serum  an- 
tibody, a comparison  of  tissue  culture  versus 
egg  embryo  antigen  in  cutaneous  allergy 
testing,  the  antigenic  activity  of  HSV 
(herpes  simplex  virus)  fractions,  and  the 
use  of  HSV  antigen  in  immunization  of  hu- 
man beings  were  discussed.  ^ The  princi- 
pal subject  of  this  report  will  be  our  thera- 
peutic experience  with  HSV  antigen  in  the 
original  group  of  patients  suffering  from  re- 
current attacks  of  herpetic  keratitis,  re- 
porting clinical  results  one  year  following 
the  previous  report.  The  use  of  the  antigen 
material  has  been  observed  in  these  cases  for 
periods  greater  or  less  than  three  years.  The 
results  of  the  study  demonstrate  the  im- 
portance of  the  imderstanding  of  immuno- 
logic and  allergic  mechanisms  in  devising 
the  most  effective  and  efficient  means  of  at- 
tempting active  immunization  or  desensiti- 
zation for  optimum  therapeutic  results. 

In  the  original  work,  patients  with  her- 
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petic  keratitis  were  divided  into  simple 
groups  in  an  attempt  to  assay  clinical  re- 
sults, consisting  of  duration  of  infection,  in- 
tervals between  acute  attacks,  and  frequency 
of  attacks,  a necessity  because  of  the  varying 
nature  of  occurrence  of  acute  exacerbation 
of  the  disease.  The  results  of  antigen  ther- 
apy were  reported  as  categories:  (a)  good,  no 
recurrence;  (b)  fair,  mild  recurrence;  (c) 
nonconclusive;  or  (d)  poor.  We  hope  to 
show  that  this  type  of  therapy  has  a definite 
place  in  the  management  of  these  patients, 
and  that  it  offers  more  from  the  long-term 
standpoint  in  the  control  and  possible 
eradication  of  infection  than  many  methods 
of  treatyient  in  the  past.  In  this  report  this 
schedule  of  groupings  will  be  adhered  to  as 
follows:  those  patients  with  an  interval  be- 
tween infection  of  less  than  one  year,  of  one 
year,  one  to  five  years,  over  five  years,  at  ir- 
regular intervals,  and  those  who  have  had  an 
isolated  primary  attack. 

Derivation,  preparation,  and  safety  test- 
ing of  typical  killed  HSV  antigen  material 
were  described  in  the  previous  paper. ' 
Titer  of  the  antigen  material  used  varied  from 
10®  to  10®-®  HSV  per  milliliter.  The  antigen 
was  free  from  penicillin  and  animal  sermn. 
Thimerosal  (Merthiolate)  1:10,000  was 
added  as  a preservative. 

Patients  of  both  sexes  with  the  clinical 
diagnosis  of  herpetic  keratitis,  the  infection 
in  the  active  or  inactive  phase,  were  given 
immunization  treatment.  The  youngest 
treated  was  age  four,  the  oldest  age  eighty- 
one  years. 

The  general  method  of  procedure  of  the 
immunizing-desensitizing  course  of  injections 
with  HSV  antigen  consisted  of  a stepwise  in- 
crease of  antigen  given  by  subcutaneous  in- 
jection at  weekly  intervals  as  outlined  in 
Table  I.  It  should  be  noted,  however,  that 
in  individual  cases  the  dosage  varied,  in- 
cluding the  use  of  a 1:1,000  dilution  of 
antigen. 

Of  the  50  original  patients  so  treated,  10 
will  be  discussed  in  detail.  The  results  of 
the  prophylactic  use  of  HSV  antigen  in  these 
original  cases  must  be  viewed  in  the  per- 
spective of  the  known  as  well  as  the  unknown 
factors  of  the  pathogenesis  of  this  virus- 
caused  disease.  The  known  factors  include 
such  data  as  the  transmission  of  infection  by 
contact,  the  localized  area  of  infection  with 
an  occasional  viremia  in  human  beings,  and 
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FIFTY  PATIENTS  with  herpetic  keratitis  were 
given  immunization  treatment  with  killed 
HSV  {herpes  simplex  virus)  antigen.  In  39 
patients  still  in  contact  there  were  29  good 
results  and  10  fair  results.  The  data  sug- 
gest that  booster  doses  of  antigen  should  be 
given  at  intervals  of  less  than  six  months  in 
severely  infected  cases.  As  the  tolerance  and 
immunity  response  to  the  antigen  vary,  the 
immunization  schedule  must  be  modified  for 
the  individual  case. 


TABLE  I.  Stepwise  increase  of  HSV  antigen  given 
by  subcutaneous  injection  at  weekly  intervals 


Injection  by  Week 

Dosage 

(ml.) 

HSV  antigen  1 : 100 

1 

0.1 

2 

0.3 

3 

0.5 

4 

0.7 

5 

0.9 

HSV  antigen  1 : 10 

6 

0.2 

7 

0.4 

8 

0.6 

9 

0.8 

10 

1.0 

HSV  antigen  concentrate 

11 

0.2 

12 

0.4 

13 

0.6 

14 

0.8 

15 

1.0 

17 

1.0 

20 

1.0 

24* 

1.0* 

* Then  repeat  1 ml.  at  one-  to  four-month  intervals. 


the  peculiar  lack  of  protective  immunity  to 
repeated  recrudescence  of  infection  in  spite 
of  the  presence  of  live  virus  in  epidermal 
I structures.  The  unknown  factors  include 
I the  mechanism  of  local  immunity  at  the  cel- 
I lular  level  in  the  site  of  implanted  virus  and 
the  relationship  of  the  delayed  cutaneous  al- 
lergy reaction  on  injection  of  small  quan- 
tities of  virus  antigen  to  the  immunologic 
mechanisms  of  the  infected  host.  Char- 
acterized as  it  is  by  intermittent  attacks  of 
localized  inflammatory  reaction  occurring  at 

I irregular  intervals,  perhaps  the  main  dif- 
ference in  the  course  of  this  infection  in 
human  beings,  when  considered  in  relation- 

! ship  to  the  courses  of  such  diseases  as  small- 
pox or  typhoid  fever  in  which  vaccination 

I I by  one  to  three  inoculations  gives  protective 
|!  immunity,  is  the  point  on  which  ordinary 
I means  of  immunization  must  be  cast  aside 
‘ in  aU  attempts  to  curb  HSV  infection  which 
. has  caused  visual  impairment  in  many 
I human  beings.  It  has  been  felt  imjustified  to 

withhold  possible  aid  to  patients  who  are 
I under  the  threat  of  impending  blindness,  a 
fact  which  renders  difficult  the  use  of  ade- 
quate controls  in  these  cases.  Not  only  the 
, erratic  timing  of  recurrences  of  HSV  infec- 
tion  but  also  the  understandable  tendency  of 
^ these  keratitis  patients  to  seek  aid  of  any 
i sort  when  exacerbations  of  keratitis  appear 


make  controlled  conditions  difficult  to  pro- 
gram. However,  clinical  experience  in  the 
use  of  HSV  antigen  immunizing  and  de- 
sensitizing prophylaxis,  if  sufficiently  wide, 
can  give  proper  evaluation  and  increasing  in- 
formation in  its  use. 

Case  reports 

Case  1.  This  sixty-one-year-old  female 
school  teacher  had  an  onset  of  herpetic  keratitis 
of  the  right  eye  in  Meuch,  1957.  The  cornea 
was  cauterized  in  April,  followed  by  an  exacerba- 
tion in  December.  One  year  later  another 
exacerbation  occuiTed  with  ulceration.  The 
lids  were  sutured  in  January,  1958.  It  should 
be  mentioned  that  the  patient  had  had  many 
“cold  sores  and  canker  sores”  since  childhood  in 
the  labial  area.  Because  of  a perennial  rhinitis 
nasal  condition,  she  had  received  allergy  treat- 
ment since  April,  1958.  A series  of  15  smallpox 
vaccinations  also  had  been  given.  Immuniza- 
tion with  HSV  antigen  began  June,  1959,  with 
an  injection  of  0.1  ml.  of  1 : 1,000  dilution.  The 
patient  tolerated  this  dose  well  so  that  one  week 
later,  0.1  ml.  of  HSV  antigen  1:100  was  given. 
The  dose  of  HSV  antigen  was  then  increased 
gradually  according  to  the  method  previously 
outlined.  The  final  dose  was  0.7  ml.  HSV 
antigen  concentrate.  When  this  dose  was 
reached  and  given,  after  two  weeks  it  was  re- 
peated, then  after  thi’ee  weeks  it  was  repeated, 
and  then  after  four  weeks.  Following  this,  0.7 
ml.  was  given  once  a month  for  one  year  and 
then  given  at  two-month  intervals.  From  the 
previous  history,  it  was  expected  that  if  the 
dendritic  keratitis  were  going  to  recur,  it  would 
do  so  at  the  end  of  1959.  However,  there  has 
been  no  recm’rence  to  the  present  time,  an  inter- 
val of  over  four  years.  The  patient  has  com- 
plained of  occasional  eye  irritation  which  proved 
to  be  caused  by  a foreign  body  or  an  eyelash 
abrasion. 

Case  2.  A thuty-year-old  male  had  an 
attack  of  dendritic  keratitis  of  the  left  eye  in 
May,  1955.  Following  the  first  attack  there 
was  a recrn'ience  every  four  to  six  months. 
Treatment  consisted  of  cauterization  of  the 
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cornea,  local  application  such  as  methylene  blue 
or  antibiotic  ointments,  and  smallpox  vaccina- 
tions. Immunization  wdth  HSV  antigen  was 
begun  December,  1959,  with  a 0.1-ml.  injection 
subcutaneously  of  the  1:100  dilution.  The 
dosage  was  increased  in  the  usual  manner  until 
1 ml.  of  the  concentrate  was  reached.  HSV 
antigen  1 ml.  was  given  at  two-week,  three- 
week,  and  four-week  intervals,  then  once 
monthly  several  times,  then  once  every  three 
months.  The  patient  has  had  no  recurrence  of 
acute  dendritic  keratitis  since  the  attack  that 
occurred  a few  days  before  the  onset  of  immuni- 
zation which  was  started  December  11,  1959. 

Case  3.  This  sixty-one-yem'-old  female  had 
an  onset  of  herpetic  keratitis  with  ulceration  of 
the  right  eye  in  May,  1958.  In  addition,  there 
was  a superficial  punctate  herpetic  lesion  of  the 
left  eye.  One  year  later  an  attack  was  severe 
enough  to  cause  loss  of  vision  in  the  right  eye. 
Multiple  smallpox  vaccinations  were  tried  with- 
out appai’ently  influencing  the  course  of  Ulness. 
This  woman  had  also  severe  chronic  rheumatoid 
arthritis  involving  the  joints  of  the  feet,  knees, 
hips,  hands,  and  wrists  with  deformity  and  loss 
of  function  of  these  joints.  Immunization 
therapy  with  HSV  antigen  was  started  June  8, 
1959,  with  a dose  of  0.1  ml.  of  1:100  dilution. 
The  dose  was  increased  in  the  usual  manner  by 
0.2-ml.  increments  until  the  concentrate  was 
reached.  Eaidy  in  the  course  of  immunization 
the  patient  had  fever  and  diarrhea  due  to  an 
upper  respiratory  tract  infection,  requiring 
cessation  of  HSV  antigen  injection  for  three 
weeks.  At  the  start  of  immunizing  injections 
there  was  severe  discomfort  in  the  eye  with  pain 
and  tearing  due  to  the  presence  of  a dendritic 
ulcer.  After  the  dose  of  HSV  antigen  reached 
0.5  ml.  of  a 1:100  dilution,  there  was  a shght 
exacerbation  of  the  keratitis.  However,  in  this 
patient  the  dose  was  raised  in  the  usual  manner, 
while  the  corneal  inflammatory  reaction  sub- 
sided. When  the  dose  of  HSV  antigen  concen- 
trate reached  0.6  ml.,  an  additional  0.1  ml.  of 
HSV  antigen  concentrate  was  given  intra- 
cutaneously.  Eye  symptoms  gradually  cleared. 
It  should  be  mentioned  that  twenty  years  before 
the  onset  of  the  herpetic  keratitis  condition, 
each  time  an  upper  respiratory  tract  infection 
occuned  in  this  patient,  the  cheeks  and  nose 
were  covered  with  “cold  sores.”  During  the 
course  of  HSV  antigen  injections,  the  patient 
continued  to  have  symptoms  referable  to  the 
rheumatoid  arthritis  condition.  However,  this 
condition  actually  became  quiescent  by  the 
time  the  HSV  vaccine  concentrate  was  given. 
The  complement-fixation  HSV  antibody  level 
which  was  1:16  six  months  after  immunization 
was  started  fell  to  1:5  twelve  months  after  the 
onset  of  immunization.  The  patient’s  eye 
s5onptoms  have  cleared,  and  vision  has  improved 
in  the  past  two  years.  There  has  been  no 
exacerbation  of  arthritic  symptoms. 

Case  4.  A thh'ty-two-year-old  male  had  an 
onset  of  herpetic  keratitis  of  the  left  eye  on 
Januai'y  28,  1958.  However,  previous  to  this 
an  eye  condition  was  present  which  was  de- 


scribed as  an  iritis  in  1956  and  1957.  There 
were  related  symptoms  such  as  aching  pain  in 
the  upper  jaw  on  the  left  side  with  radiation  of 
pain  into  the  eye  occurring  monthly  for  which 
dental  extractions  had  been  done.  In  addition 
a chronic  nasal  congestion  had  been  present  five 
years  which  proved  to  be  a seasonal  pollen 
rhinitis.  This  patient  also  had  a true  food  sensi- 
tivity, since  the  eating  of  cantaloupe,  banana, 
and  pear  caused  an  onset  of  pain  of  a vague  na- 
ture in  the  region  of  the  face,  eyes,  and  ears. 
Because  of  chronic  headaches,  this  patient  had 
taken  aspirin  for  many  yeai-s,  often  as  many  as 
24  tablets  a day.  Treatment  of  the  eye  condi- 
tion after  the  onset  of  the  recognizable  hei'petic 
keratitis  had  consisted  of  local  medication  and, 
at  times,  steroid.  The  keratitis  recma-ed  at 
yearly  intervals  in  the  spring.  The  patient  was 
first  seen  in  the  Allergy  Chnic  August  20,  1957, 
at  which  time  desensitization  injections  were 
started  with  ragweed,  grass,  and  tree  pollen  ex- 
tracts. Injections  of  HSV  control  material  (not 
containing  the  virus  antigen)  were  given  starting 
January,  1960.  Herpetic  keratitis  reappeared 
at  its  usual  yearly  time.  May,  1960.  Thereupon 
HSV  antigen  was  started  August  3, 1960,  but  it 
was  not  possible  to  adhere  rigidly  to  the  dosage 
schedule  because  of  the  inabihty  of  the  patient  to 
come  for  treatment  at  weekly  intervals.  When 
the  patient’s  visits  to  the  Chnic  became  irregu- 
lar, 0.1  ml.  of  HSV  concentrate  was  given 
occasionally  by  intradermal  injection.  At  the 
present  time,  he  receives  0.5  ml.  of  HSV  antigen 
concentrate  subcutaneously  and  0.2  ml.  intra- 
dermally  once  every  one  or  two  months.  In  the 
spring  of  1961,  the  time  of  year  when  keratitis 
always  recurred,  the  patient  noted  shght  dis- 
comfort in  the  eye.  On  examination,  there  was 
no  staining  of  the  cornea.  It  was  felt  that  there 
had  been  a 90  per  cent  improvement  over  the 
previous  year.  This  patient  has  stated  that 
when  receiving  the  full  doses  of  HSV  antigen, 
along  with  poUen  antigens,  there  is  a sensation 
in  the  eye  as  if  an  acute  attack  was  imminent. 
The  sensation  occurs  from  twenty-four  to  forty- 
eight  hours  after  the  injection,  lasting  from  one 
to  five  days.  No  lesion  has  been  observed  in 
the  cornea  at  these  times. 

Case  5.  This  fifty-one- year-old  female  noted 
in  1952  that  the  cornea  of  her  right  eye  became 
cloudy  but  no  ulcer  was  noted.  In  1956  there 
was  a severe  attack  of  herpetic  keratitis  in  the 
eye  which  healed  slowly  over  one  year.  Treat- 
ment consisted  of  corneal  cauterization,  intra- 
venous ACTH,  and  local  medications.  In 
1960,  following  a severe  upper  resph-atory  tract 
infection,  there  was  an  explosive  recurrence  of 
herpetic  keratitis  in  the  same  eye.  HSV  antigen 
was  started  April  12,  1960,  0.1  ml.  of  the  1:100 
solution,  and  was  increased  in  the  usual  manner. 
The  cornea  healed  well  with  shght  loss  of  visual 
acuity.  HSV  antigen  therapy  was  stopped 
January  19,  1962,  while  the  patient  was  out  of 
the  country.  Six  months  later,  there  was  a 
mild  recurrence  of  herpetic  keratitis  in  the  eye, 
suggesting  that  the  type  of  immunity  fostered 
by  HSV  antigen  injections  tends  to  fade  unless 
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antigen  stimulation  is  given  at  regular  intervals 
under  a six  months  period. 

Another  member  of  this  patient’s  family  had 
more  extensive  herpetic  infection  of  various 
areas  of  the  body  but  not  including  the  eye,  the 
attacks  recurring  every  one  to  three  months. 
With  HSV  immunizing-desensitizing  injection 
treatment,  recurrence  was  minimal  after  treat- 
ment had  been  stopped  for  six  months. 

Case  6.  A six-year-old  boy  had  an  onset  of 
corneal  ulceration  at  age  two  and  a half  years 
which  proved  to  be  a dendritic  ulcer.  Herpetic 
lesions  also  occurred  in  the  other  eye  and  in  the 
labial  area.  The  left  eye,  however,  was  the 
principal  site  of  infection.  Exacerbation  oc- 
curred every  three  to  six  months.  There  was 
ulceration  of  the  right  eye  in  June,  1959. 
Corneal  cauterization  had  been  necessary  sev- 
eral times.  By  September  both  eyes  were 
infected  with  the  virus.  HSV  antigen  was 
started  November  16,  1959.  It  was  noted  that 
this  patient  had  frequent  upper  respiratory  tract 
infections.  He  was  especially  prone  to  tempera- 
ture elevations  with  pharyngitis  or  to  attacks 
with  influenza-like  signs  and  symptoms.  The 
recurrences  of  the  dendritic  process  usually  fol- 
lowed on  temperature  elevation.  In  February, 
1961,  while  under  immunization,  it  was  noted 
that  the  patient  had  gone  eight  months  without 
an  eye  lesion.  At  that  time  a mild  attack  of 
keratitis  occurred  with  the  presence  of  a den- 
dritic pattern.  Chloromycetin  was  instilled 
with  clearing  of  the  inflammatory  process. 
Scarring  of  the  cornea  was  not  noted.  The 
patient  continued  to  have  upper  respiratory 
tract  infections  with  temperature  elevations  but 
without  exacerbation  of  keratitis.  Six  months 
following  this  a mUd  recurrence  of  keratitis  oc- 
curred in  the  left  eye  which  cleared  after  a few 
days.  No  keratitis  has  appeared  in  the  right 
eye  since  the  onset  of  the  immunizing  treat- 
ment. At  the  present  time  the  HSV  antigen 
concentrate  dosage  is  being  increased  in  an 
attempt  to  raise  the  immunity  higher  in  this 
case.  Because  of  the  frequent  upper  respira- 
tory tract  infections,  influenza  virus  vaccine  has 
been  given. 

Case  7.  This  fifty-two-year-old  man  had  the 
first  attack  of  keratitis  in  the  right  eye  in  1939. 
Following  this,  recurrences  came  12  times  with 
the  attacks  lasting  from  six  to  eighteen  months. 
An  attack  occurred  in  September,  1958,  which 
was  helped  by  steroid  medication.  Because  of 
diminution  of  vision  in  the  eye,  it  was  thought 
advisable  to  do  a corneal  grafting  procedure. 
Because  of  the  possibility  of  recurrence  of  the 
virus  infection  following  the  grafting  procedure, 
it  was  decided  to  give  immunization  with  the 
HSV  antigen.  This  patient,  an  inveterate  pipe 
smoker,  had  a tendency  for  recurrence  of  her- 
petic lesions  in  the  labial  area  exposed  to  contact 
with  the  pipe  stem.  HSV  antigen  was  started 
in  the  usual  dosage  of  0.1  ml.  of  the  1:100  dilu- 
tion on  December  22,  1959.  On  March  26, 
1960,  a full-thickness  graft  of  corneal  tissue  was 
implanted  in  the  infected  eye.  The  final  HSV 
concentrate  dosage  level  has  been  maintained  at 


0.5  ml.  subcutaneously  and  0.2  ml.  intradermally 
given  every  one  to  three  months.  The  patient 
occasionally  had  recurrence  of  very  small  lesions 
on  the  lips  of  shorter  duration  than  before  the 
immunization.  This  patient  gave  a history  of 
having  frequent  “fever  sores”  in  the  labial  area 
as  a child.  It  should  be  mentioned  that  he  also 
had  a severe  acute  attack  of  urticaria  following 
overindulgence  in  the  eating  of  shellfish. 

Case  8.  A thirty-two-year-old  female  had  at- 
tacks of  keratitis  in  the  right  eye  intermittently 
every  three  to  six  months  for  ten  years.  The  eye 
lesion  usually  coincided  with  the  onset  of  her- 
petic lesions  on  the  same  side  of  the  face  includ- 
ing the  cheek  area,  lateral  and  below  the  eye,  and 
the  upper  and  lower  labial  areas.  Vision  in  the 
eye  was  impaired.  X-ray  therapy  had  been 
given  for  the  facial  herpes.  Cauterization  of 
the  cornea  had  been  necessary.  HSV  antigen 
therapy  was  begun  in  the  usual  way  January  26, 
1960.  In  this  case  there  was  a definite  relation- 
ship between  the  onset  of  herpetic  lesions  and 
exposure  to  the  rays  of  the  sun.  When  the  dos- 
age had  been  increased  to  0.5  ml.  of  HSV  con- 
centrate 1 : 10  the  patient  took  her  usual  winter 
trip  to  the  Caribbean  area.  The  expected 
exacerbation  on  exposure  to  the  sun  did  not 
occur.  Six  months  later,  following  an  attack  of 
a streptococcus  infection  of  the  pharynx,  a few 
herpetic  lesions  developed  around  the  labial 
area.  The  patient  did  not  follow  the  prescribed 
dosage  schedule.  The  next  year  during  the  trip 
south,  on  sun  exposure,  small  herpetic  lesions  ap- 
peared on  the  right  side  of  the  nose  and  in  the 
labial  area  but  cleared  more  quickly  than  pre- 
viously. Before  immunization,  the  lesions  were 
healed  after  ten  days  to  two  weeks.  They  now 
cleared  in  three  days.  Six  months  later,  with 
the  patient  still  not  taking  the  injections  accord- 
ing to  the  correct  schedule,  a small  herpes  ap- 
peared on  the  right  lower  eyelid.  Examination 
showed  that  the  cornea  was  clear  in  this  eye  with 
slight  injection  of  the  conjunctiva.  The  lid 
lesion  cleared  in  four  days.  In  this  case,  then, 
following  an  inadequate  immunization,  herpetic 
keratitis  was  controlled.  Labial  and  facial 
lesions  which  recurred  were  noted  to  heal  in  less 
than  half  the  time  of  those  before  immunization. 

Case  9.  This  forty-four- year-old  housewife 
had  a history  of  3 definite  episodes  of  what  was 
called  “injuries  to  the  left  eye”  ten  years  before 
she  was  seen.  As  a child  there  were  frequent 
“cold  sores  on  the  lips.”  In  February,  1960,  a 
herpetic  keratitis  with  ulceration  developed  in 
the  left  eye  requiring  cauterization.  At  the 
same  time  the  right  cornea  was  involved,  al- 
though the  inflammatory  reaction  was  mild. 
Following  the  onset  of  immunization  with  the 
usual  stepwise  increase  in  HSV  antigen,  the  pa- 
tient complained  occasionally  of  uncomfortable 
sensations  in  the  eye.  One  episode  consisted  of 
“something  in  the  eye”  for  one  day.  The  next 
month  the  patient  had  mUd  intermittent  eye 
symptoms,  but  no  inflammatory  reaction  was 
evident,  the  symptoms  clearing  after  two  weeks. 
One  year  after  the  onset  of  immunization  and 
after  two  weeks  spent  in  the  sun  on  the  beach  in 
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TABLE  II.  Results  of  HSV  antigen  therapy  in  39  patients 


. — Intervals  Between  Recurrent  Attacks  of  Acute  Herpetic  Keratitis  (Years) — ■ 

Results* 

<1  1 

1 to  5 

Primary 

>5  Irregular  Attack 

Total 

Patients 

(a) 

4 4 

7 

15  8 

29 

ib) 

2 1 

4 

1 ...  2 

10 

* (a)  Good:  no  recurrence. 
(6)  Fair:  mild  recurrence. 


the  Caribbean  area,  a small  herpetic  lesion  oc- 
curred in  the  labial  area.  At  the  same  time, 
irritation  was  felt  in  the  eye  for  two  or  three  days 
which  cleared  with  no  discernible  lesion  in  the 
cornea  on  ophthamologic  examination. 

Case  10.  A fifty-four-year-old  male  had  fre- 
quent severe  attacks  of  herpetic  labial  lesions 
since  youth.  Overexposure  to  the  rays  of  the 
sun  definitely  caused  the  appearance  of  these 
herpetic  lesions.  In  January,  1960,  herpetic 
keratitis  of  the  left  eye  with  ulceration  requiring 
cauterization  occurred.  The  wearing  of  an  eye 
bandage  was  delayed  so  that  there  was  a prolon- 
gation of  the  acute  lesion.  In  addition  it  should 
be  mentioned  that  if  this  patient  ate  apples, 
there  was  angioneurotic  edema  with  urticaria 
involving  the  head,  lips,  and  eyes,  a sequence  of 
events  present  thirty  years.  In  April,  1960,  HSV 
antigen  was  started  in  the  usual  manner  and 
dosage.  This  patient  had  been  in  the  habit  of 
coating  the  face  and  bps  with  protective  cream 
before  sun  exposure.  Two  months  following  the 
onset  of  immunization,  during  a trip  to  a West 
Coast  desert  area,  the  protective  cream  was  not 
used.  In  spite  of  a sunburned  face,  no  herpetic 
lesions  occurred.  The  final  dose  of  the  antigen 
in  this  patient  was  1 ml.  of  the  concentrate  sub- 
cutaneously and  0.3  ml.  intradermally.  Be- 
cause this  patient  traveled  frequently  there 
was  irregularity  in  the  immunization  schedule. 
After  twelve  months,  a few  small  herpetic  lesions 
occurred  in  the  labial  area  lasting  five  days. 
Clearing  of  these  lesions  occurred  in  less  than 
half  the  time  of  those  before  the  immunization 
procedure.  The  herpetic  keratitis  has  not 
recurred. 

Comment 

Of  the  original  50  cases  of  herpetic  kera- 
titis in  which  an  assay  of  the  therapeutic  use- 
fulness of  HSV  antigen  immunization  was 
started  early  in  1959,  it  was  possible  by 
Jime,  1962,  to  re-evaluate  the  results  in  39 
cases,  having  lost  contact  with  the  remain- 
der. Table  II  shows  that  of  these  39  cases 
there  were  29  good  results  and  10  fair.  Even 
though  a patient  under  treatment  had  no  re- 
currence of  keratitis  but  did  have  recurrence 
of  small  facial  herpetic  lesions,  he  was  placed 
in  the  (b)  or  fair  result  category.  The  (c) 


or  nonconclusive  result  category  present  in 
the  original  table  of  50  cases'  has  been  de- 
leted since  in  certain  cases  the  time  interval 
from  the  previous  attack  of  herpetic  infec- 
tion has  lengthened  beyond  that  in  which 
the  expected  attack  would  have  occurred  in 
the  untreated  case. 

Of  those  6 patients  in  whom  there  had 
been  recurrent  attacks  in  less  than  one  year, 
1 patient  deserves  special  comment.  At- 
tacks of  herpes  simplex  infection  in  this  pa- 
tient had  explosive  onset,  with  fever,  pain, 
and  prostration  so  that  hospitalization 
usually  was  necessary.  The  entire  left  side 
of  the  face  was  involved,  including  the 
cornea.  This  patient  had  one  unusually 
severe  exacerbation  of  infection  during  the 
course  of  immunization.  Whether  the 
severity  of  this  attack  was  related  to  anti- 
body depletion  or  to  suppression  of  the  de- 
layed aUergy  response,  as  suggested  by 
Kempe^  in  a somewhat  similar  situation  in- 
volving smallpox  inummization  procedures, 
could  not  be  ascertained.  At  a later  date  in 
this  herpes  case,  and  after  subsidence  of  the 
acute  attack,  immunization  again  was  at- 
tempted. The  dose  of  HSV  antigen  was 
maintained  at  a lower  level,  given  more  fre- 
quently and  at  closer  intervals,  with  ces- 
sation if  any  sign  of  corneal  inflammation 
was  present.  The  results  have  been  such 
that  the  patient  has  been  placed  in  the  (a) 
or  good  category,  the  good  result  now  being 
maintained  for  one  and  one-half  years. 

Conclusion 

This  re-evaluation  of  cases  of  herpes  sim- 
plex keratitis  under  immunizing  therapy 
with  HSV  antigen  one  year  after  a previous 
evaluation  of  therapeutic  results  shows  that 
in  the  entire  group  of  39  patients,  13  have  been 
advanced  from  a lower  category  to  the  (a)  or 
good  result  category.  Three  who  were  pre- 
viously in  the  (a)  or  good  result  category 
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have  been  lowered  to  the  (b)  or  fair  result 
category.  In  these  3 cases,  2 interrupted  the 
sequence  of  proper  intervals  of  immunizing 
injections.  The  third  was  considered  also  to 
have  had  inadequate  antigen  dosage.  It 
would  thus  appear  that  the  immunizing 
course  of  HSV  antigen  had  reduced  the 
severity  and  frequency  of  herpes  keratitis 
attacks  in  this  group  of  patients.  Although 
a controlled  experiment  could  not  be  pro- 
grammed with  these  cases,  as  time  passes, 
the  results  in  the  individual  patient  wiU  be 
more  discernible.  At  the  present  time  it  can- 
not be  said  exactly  how  to  proceed  further 
with  immunization  in  this  group  of  patients. 
The  data  suggest  that  booster  doses  of 
antigen  should  be  given  at  intervals  of  less 
than  six  months  in  those  more  severely  in- 
fected cases.  Arbitrarily,  an  interval  of 
three  or  four  months  or  less  has  been  chosen. 
However,  it  is  obvious  that  in  those  patients 
with  intervals  of  several  years  between  ex- 
acerbations, or  in  those  patients  after  a 
primary  attack  in  which  no  knowledge  of 
future  periodicity  can  be  foretold,  the 
giving  of  an  injection  of  antigen  three  or 
four  times  yearly  may  or  may  not  be  justifi- 
able. At  the  present  time  the  answer  to  this 
question  for  these  patients  is  not  known. 
However  in  the  more  severely  infected 
cases,  once  a tolerance  to  the  HSV  concen- 
trate dosage  has  been  established  by  the 
stepwise  increasing  dosage,  protective  im- 


munity shovild  be  maintained  by  giving 
booster  doses  at  one-  to  four-month  inter- 
vals. 

It  is  important  to  emphasize  that  an  ade- 
quate immunization  schedule  as  described 
with  HSV  antigen  must  be  followed  to  secure 
a protective  immunity  state.  In  the  in- 
dividual case  of  herpes  simplex  keratitis, 
however,  the  schedule  must  not  be  adhered 
to  rigidly  if  the  condition  of  the  patient  sug- 
gests the  necessity  for  an  alteration  of 
dosage.  In  the  immunizing-desensitizing 
program  of  antigen  inoculation  in  the  pro- 
phylaxis of  pollinosis  and  other  sensitivity 
states  in  human  beings,  the  tolerance  of  the 
individual  patients  to  antigen  varies  widely, 
as  does  also  the  protective  immimity  re- 
sponse to  the  antigen.  The  tolerance  and 
immunity  response  of  herpetic  keratitis 
patients  to  HSV  antigen  also  varies.  The 
good  response  of  the  group  of  herpetic 
keratitis  patients  in  this  study  suggests  that 
this  type  of  immimization  therapy  has  a 
definite  place  in  the  management  of  these 
patients. 
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Myoglobinuria 


Case  report 

Edward  Bradley,  M.D.:  This  was  the 
first  Syracuse  Veterans  Administration 
Hospital  admission  of  this  twenty-three- 
year-old  white  married  male  tow  motor 
operator  with  a chief  complaint  of  dark 
urine  of  six  years  duration,  appearing  after 
exercise. 

For  as  long  as  he  could  remember,  the 
patient  had  had  a limitation  of  his  ability  to 
walk  long  distances  because  of  recxirrent 
aches  in  his  calves  and  thighs.  After 
walking  from  100  to  200  yards  he  frequently, 
but  not  always,  felt  the  aching,  became 
weak,  and  had  to  rest.  After  a brief  rest,  he 
could  continue  but  might  have  had  to  stop 
again.  In  spite  of  this,  he  was  active,  worked 
hard,  and  went  hunting.  At  the  age  of 
sixteen  years,  shortly  after  wrestling  with  his 
brother,  he  noted  dark  urine  for  two  days. 
He  went  to  his  private  physician  who  per- 
formed a cystoscopy  and  foimd  no  pathologic 
conditions.  A cystoscopy  was  done  twice  in 
1956  and  once  in  1957.  In  the  last  six  or 
seven  years  he  had  had  approximately  20 
episodes  of  dark  urine,  always  occurring 
after  strenuous  exercise  and  always  as- 
sociated with  muscle  aches  and  weakness. 
He  did  not  pass  dark  urine  after  only 
walking.  He  denied  chills,  fever,  dia- 
phoresis, dysuria,  nocturia,  venereal  disease, 
abdominal  pain,  ingestion  of  drugs,  or 
neurologic  symptoms.  His  brother  also 
developed  muscle  aches  and  weakness  but 
did  not  pass  dark  urine.  The  patient’s  past 
history  and  a review  of  systems  were  non- 
contributory. 

The  patient  was  a well-developed,  well- 
nourished  white  male  in  no  distress.  His 


blood  pressure  was  140/82,  pulse  100  and 
regular,  and  respiration  16.  The  nodes 
indicated  negative  findings,  and  the  back  was 
without  costovertebral  or  bone  tenderness. 
There  were  negative  findings  in  examinations 
of  the  head,  eyes,  ears,  nose,  throat,  heart, 
limgs,  and  abdomen.  Neurologic  tests  indi- 
cated negative  results. 

The  patient  was  exercised  on  his  second 
hospital  day.  He  walked  the  treadmill  and 
did  sit-ups  and  straight  leg-raising  until  he 
developed  symptoms.  Blood  and  urine 
samples  were  collected  before  and  after 
exercise.  Before  exercise  the  urine  was 
clear  yellow,  with  a specific  gravity  of  1.024. 
It  contamed  acid,  it  was  negative  in  protein 
and  sugar,  and  it  was  negative  microscopi- 
cally and  during  the  benzidine  test.  The 
SGOT  (serum  glutamic  oxalacetic  trans- 
aminase) was  140,  blood  sugar  94,  and  the 
alkaline  phosphatase  2.3  units.  After  exer- 
cise the  urine  was  dark  brown,  with  a 
specific  gravity  of  1.015.  It  had  a pH  of  6, 
with  3 plus  protein,  negative  sugar,  and 
many  granular  casts.  The  benzidine  test 
was  positive,  SGOT  was  182,  sugar  109, 
alkaline  phosphatase  2.5,  serum  creatinine 
1.2,  total  bilirubin  0.3,  sodium  144,  potas- 
sium 4.3,  chlorine  114,  and  carbon  dioxide 
23.  The  complete  blood  count  was  normal, 
and  the  reticulocyte  coimt  was  4 per  cent. 
The  dark  urine  was  positive  for  myoglobin 
by  the  ammonium  sulfate  test,  and  with 
the  direct  vision  spectroscope. 

Anthony  Thornton  Ladd,  M.D.:  I make 
the  attending’s  comment  on  this  case  with 
deep  and  mixed  emotions  for  several  reasons. 
First  of  aU,  I would  point  out  that  this  is 
perhaps  the  attending’s  finest  hour.  The 
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patient  has  a rare  disease,  and  a precise 
diagnosis  has  been  made  and  rather  beauti- 
fully documented  in  a short  time.  The  ac- 
tual fact  of  the  matter  is  that  the  patient  was 
referred  in  by  Richard  Fox,  M.D.,  from  the 
Induction  Center  with  the  correct  diagnosis, 
and  the  house  staff  documented  it.  I think 
the  attending  had  nothing  to  do  with  the 
case. 

Richard  H.  Lyons,  M.D.;  It  was  actually 
picked  up  in  the  Induction  Center  then? 

Dr.  Ladd:  Yes. 

Dr.  Lyons:  I think  we  should  congratu- 
late Dr.  Fox.  It  is  of  particular  interest  that 
this  boy  has  had  several  cystoscopies  and 
several  probably  rather  complete  work-ups 
for  potential  hematuria.  Even  with  this 
quite  dramatic  clinical  story  of  a twenty- 
three-year-old  boy  who  had  to  stop  after 
200  yards  of  walking,  nobody  had  ap- 
parently thought  of  the  diagnosis  of  myo- 
globinuria until  he  was  about  to  be  inducted. 
Because  of  this  uncommon  disease,  we 
thought  it  would  be  proper  for  us  to  review 
nothing  more  than  the  clinical  syndrome  of 
myoglobinuria,  and  Richard  Weiskopf, 
M.D.,  has  reviewed  the  literature. 

Richard  Weiskopf,  M.D.:  I might 

first  mention  that  the  dark  brown  color  of 
the  urine  is  typical  of  myoglobinuria.  It  is 
generally  described  as  reddish  at  first,  and  it 
turns  brown  because  of  the  reduction  of  the 
oxymyoglobin  that  is  excreted  to  metmyo- 
globin  which  is  a brown  color.  There  are 
many  causes  of  myoglobinuria.  Among 
them  are  the  crush  syndrome  and  high- 
voltage  electric  shock.  Some  cases  have 
been  associated  with  dermatomyositis  or 
polymyositis.  Others  have  been  reported 
with  thrombosis  of  a large  vessel  resulting  in 
a considerable  degree  of  muscle  necrosis. 
These  are  aU  instances  of  secondary  myo- 
globinuria and  should  be  distinguished  from 
the  syndrome  under  discussion  which  is 
known  in  the  literature  as  idiopathic  par- 
oxysmal myoglobinuria.  This  was  first  re- 
ported in  1910  by  Meyer-Betz.  This 
author  reported  a case  of  pseudohyper- 
trophic  muscular  dystrophy  in  a young  boy 
who  had  a syndrome  of  muscle  weakness, 
aches,  pains,  and  dark  urine  after  exercise. 
Since  then,  there  have  been  51  cases  re- 
ported, some  of  them  more  adequately 
documented  than  others.  ^ The  clinical 

picture  is  characteristic,  and  often  merely  a 
knowledge  of  the  existence  of  the  entity  is 


enough  to  make  a presumptive  diagnosis. 

The  clinical  picture  of  idiopathic  paroxys- 
mal myoglobinuria  is  characterized  by  re- 
current attacks.  The  patients  have  perhaps 
two  or  three  attacks  a year,  characterized  by 
muscle  pain  and  tenderness,  weakness,  sore- 
ness, and  stiffness.  The  muscles  commonly 
involved  are  in  the  calves,  thighs,  buttocks, 
and  back,  generally  the  lower  extremities, 
although  any  muscle  groups  may  be  affected. 
The  most  typical  precipitating  factor  is 
exercise.  The  amount  may  vary  from 
patient  to  patient.  Some  patients  can 
predict  exactly  how  much  and  what  kind  of 
exercise  will  produce  pain  and  dark  urine. 
Other  patients  will  tolerate  varying  amounts 
of  exercise  at  different  times.  Associated 
symptoms  that  may  occur  include  fever, 
malaise,  abdominal  pain,  and,  in  severe 
cases,  the  patient  may  look  like  one  who  is 
having  an  acute  hemolytic  crisis.  This  is 
imusual,  however.  Most  of  the  patients 
who  have  been  described  have  had  moderate 
amounts  of  fever  and  malaise  while  they 
were  excreting  dark  urine.  The  urine  be- 
comes dark  a few  hours  after  the  exercise  is 
performed.  Incidentally,  exercise  is  only  a 
precipitating  factor  in  about  half  of  the 
patients  who  have  been  reported.  Other 
factors  will  be  mentioned  later. 

The  dark  urine  appears  two  or  three  hours 
after  the  exercise,  generally  lasts  for  a day, 
and  is  gone  in  about  twenty-four  hours. 
The  course  of  the  disease  may  show  striking 
variations.  Occasional  patients  have  been 
admitted  to  the  hospital  with  a first  attack 
and  have  died  within  twenty-four  hours.  In 
others  the  disease  has  followed  a mild  course 
and  appeared  to  be  a benign  illness. 
Typically  the  onset  is  early  in  Ufe,  before  the 
age  of  fourteen  years,  as  reported  in  about 
a third  of  the  known  patients.  In  other 
patients  it  has  been  recognized  in  the  third 
or  fourth  decade,  but  there  has  usually  been 
a history  of  muscle  weakness  and  intolerance 
to  exercise  in  early  youth. 

There  are  two  additional  points  of  interest. 
First,  there  is  some  evidence  to  indicate  that 
myoglobinuria  is  a familial  disorder.  The 
history  of  a sibling  or  other  relative  with 
intolerance  to  exercise  and  dark  urine  oc- 
curred in  roughly  10  of  the  reported  cases. 
Second,  in  several  of  the  cases  there  is  a 
history  of  muscular  dystrophy  in  other 
members  of  the  family.  Thus  there  is 
cUnical  evidence  that  myoglobinuria  is 
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familial  in  some  cases  and  may  be  related  to 
muscular  dystrophy  in  others. 

Factors  other  than  exercise  that  may  pre- 
cipitate an  attack  are  acute  alcohohsm  and 
an  overdose  of  sedatives,  particularly  bar- 
biturates. Other  precipitating  factors  in- 
clude infections,  fever,  and  the  induction  of 
general  anesthesia.  The  mechanism  of  pro- 
duction of  the  attack  by  any  of  these  factors 
is  imknown. 

Wheby  and  MiUer^  list  the  causes  of 
death  in  the  8 fatal  cases  of  myoglobinuria 
recorded  so  far.  Four  of  these  patients  had 
acute  renal  failure  believed  to  be  acute 
tubular  necrosis  or  “myoglobinuric” 
nephrosis.  Two  cases  arrived  at  the  hospital 
with  generaUzed  severe  muscle  soreness 
which  progressed  rapidly  to  unexplained 
death.  One  patient  had  respiratory  paralysis 
with  preceding  cranial  nerve  signs  and  a 
picture  suggesting  bulbar  palsy.  In  another 
case  the  demise  was  felt  to  be  from  hyper- 
kalemia, while  the  acute  renal  failure  in 
other  respects  was  not  particularly  severe. 

We  depend  on  the  laboratory  to  confirm 
the  diagnosis  of  myoglobinuria.  The  pa- 
tient’s urine  is  red  or  reddish-brown  when 
excreted,  may  be  described  as  wine-col- 
ored, and  later  turns  brown  with  the  re- 
duction of  oxymyoglobin  to  metmyoglobin. 
The  basis  for  the  diagnosis  is  a benzidine- 
positive urine  without  red  blood  cells  on 
microscopic  examination  of  a fresh  urine 
sediment.  Urine  containing  myoglobin 
must  be  differentiated  from  the  ingestion  of 
beets  or  drugs  such  as  aminopyrine  and 
P3rridium.  Generally  the  history  wiU  help 
in  this  respect.  Myoglobinuria  may  be 
differentiated  from  porphjrria  because  the 
porphyrins  do  not  react  with  benzidine. 
To  distinguish  myoglobinuria  from  the 
various  hemoglobiniurias  we  again  rely  on 
the  chnical  history  which  can  eliminate 
paroxysmal  nocturnal  hemoglobinuria,  par- 
oxysmal cold  hemoglobinuria,  and  acute 
hemolytic  anemia  of  various  types.  Also, 
in  acute  hemolytic  anemia  there  are  signs 
of  hemolysis  such  as  increased  bilirubin, 
reticulocytosis,  and  increased  red-cell  fra- 
gility. One  entity  which  may  cause  dif- 
ficulty is  march  hemoglobinuria.  The  clin- 
ical history  is  again  of  help  because  although 
patients  with  march  hemoglobinuria  have  a 
history  of  the  dark  urine  after  exercise, 
usually  in  the  lordotic  position,  they  do  not 
develop  muscle  aches  and  muscle  tenderness. 


Another  differential  point  is  that  the 
serum  in  paroxysmal  myoglobinuria  is 
clear,  while  it  is  red  in  hemoglobinuria. 
The  reason  for  this  is  that  myoglobin  is 
excreted  very  rapidly  by  the  kidneys  and 
filtered  almost  entirely,  with  only  small 
amounts  reabsorbed.  On  the  other  hand, 
hemoglobin  is  boxmd  by  a plasma  protein, 
haptoglobin,  and  it  is  not  excreted  by  the 
kidney  until  haptoglobin  is  saturated.  The 
higher  levels  of  hemoglobin  retained  in  the 
plasma  and  bound  by  haptoglobin  cause  the 
serum  to  be  red.  Incidentally,  serum 
hemoglobin  and  haptoglobin  were  deter- 
mined on  this  patient  before  and  after 
exercise.  The  serum  hemoglobins  were 
2.5  before  exercise  and  5.5  mg.  per  100  ml. 
afterward.  A very  small  amount  of  hemo- 
globin, within  normal  limits,  and  the 
haptoglobins,  done  by  a paper  electropho- 
retic method,  were  in  the  range  of  70  to 
75  mg.  per  cent,  both  before  and  after 
exercise.  No  change  in  haptoglobins  would 
be  expected,  since  myoglobin  is  not  bound 
by  serum  haptoglobin.*  A solubility  test, 
using  80  per  cent  ammonium  sulfate  solution, 
has  been  used  to  differentiate  hemoglobin 
from  myoglobin.  Myoglobin  is  soluble  in 
this  concentration  of  ammonium  sulfate, 
but  hemoglobin  is  not.*  Other  laboratory 
methods  used  positively  to  identify  my- 
oglobin include  spectroscopy,  ultracentrif- 
ugation, and  electrophoresis.  The  absorp- 
tion bands  on  the  spectroscope  are  more 
easily  separated  if  carbon  monoxide  is  added, 
producing  the  respective  carboxy  deriva- 
tives. In  the  electrophoretic  field  my- 
oglobin moves  approximately  half  the  dis- 
tance of  hemoglobin.^ 

During  the  past  ten  years  there  have  been 
investigations  relating  at  least  one  bio- 
chemical defect  to  myoglobinuria.  In  1951 
McArdle*  reported  a patient  who  had  in- 
tolerance to  exercise  and  dark  mine  and 
noted  that  the  patient’s  lactic  acid  did  not 
rise  as  it  normally  should  on  exercise.  He 
also  gave  this  patient  epinephrine  and  noted 
that  the  patient  was  able  to  raise  his  blood 
sugar  normally,  indicating  normal  glycogen 
breakdown  in  the  liver.  He  then  postulated 
that  there  was  a defect  in  the  muscle 
catabohsm  of  glycogen  in  patients  with 
myoglobinuria.  More  recently  in  2 patients 
the  exact  metabolic  defect  has  been  shown 
to  be  an  absence  of  muscle  phosphorylase.*-* 
Some  of  the  things  that  occur  in  muscle 
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FIGURE  1.  Muscle  metabolism.® 


metabolism  are  reviewed  for  us  by  Pearson, 
Rimer,  and  Mommaerts®  in  Figure  1.  Dur- 
ing rest  the  muscle  gets  its  energy  from  the 
high  energy  phosphate  bonds  of  adenosine 
triphosphate  and  phosphocreatine  obtained 
from  the  tricarboxylic  acid  cycle.  With 
exercise  oxygen  supply  becomes  compara- 
tively less;  therefore,  energy  is  obtained  via 
the  Embden- Meyerhof  pathway  of  ana- 
erobic glycolysis  and  the  breakdown  of 
glycogen  to  lactic  acid.  It  was  postulated 
that  a patient  with  myoglobinuria  would 
not  be  able  to  break  down  glycogen,  since 
there  is  no  rise  in  lactic  acid  during  exercise. 
Investigators  have  localized  exactly  where 
the  defect  is  in  the  glycolytic  pathway,  and 
it  has  been  found  to  be  in  the  breakdown  of 
: glycogen  to  glucose  1-phosphate.  At  least 
j 2 of  the  patients  have  a documented  absence 
of  muscle  phosphorylase.  Note  that  muscle 
is  able  to  make  glycogen  by  the  uridine 
triphosphate  pathway;  glycogen  is  readily 
stored  but  not  broken  down.  Figure  2 
demonstrates  the  incubation  of  muscle 
extract  of  muscle  homogenate  from  a 
patient  with  myoglobinuria  with  various 
substrates.®  If  glucose  6-phosphate  or  glu- 
cose 1-phosphate  is  added  to  the  homog- 
enate, a normal  amoimt  of  lactate  is 
formed.  If  no  substrate  is  added,  very 
little  lactate  is  formed.  Figure  3 is  also 
taken  from  the  work  of  Pearson,  Rimer,  and 
Mommaerts®  in  which  they  demonstrated  by 
muscle  biopsy  increased  glycogen  formation 
in  1 patient.  On  the  left  is  muscle  stained 
with  Best’s  carmine  (for  glycogen),  and  it  is 
considered  normal.  The  panel  on  the  right 
shows  muscle  from  a patient  with  paroxys- 
mal myoglobinuria  with  increased  glycogen 
storage.  Other  sections  have  shown  blebs 
under  the  sarcolemma  which  were  shown  to 
be  glycogen  by  para-aminosalicylic  acid 
staining  and  by  enzyme  studies.^ 


FIGURE  2.  Incubation  of  muscle  extract  of  muscle 
homogenate  from  patient  with  myoglobinuria  with 
various  substrates.® 


In  conclusion,  two  points  are  worthy  of 
speculation.  First,  is  myoglobinuria  re- 
lated to  muscular  dystrophy?  This  is  not 
known  definitely.  The  evidence  from  path- 
ologic studies  indicates  no  relation.  The 
muscle  biopsies  in  paroxysmal  myoglobinuria 
have  generally  not  shown  the  specific 
changes  such  as  the  splitting  of  muscle 
fibers,  increase  in  muscle  cell  nuclei,  and 
interstitial  changes  that  are  seen  in  muscular 
dystrophy.  The  apparent  clinical  associa- 
tion remains  unexplained.  Second,  do  these 
patients  have  abnormal  myoglobin?  The 
few  patients  who  have  been  so  studied  with 
spectroscopy  and  electrophoresis  have  ap- 
parently had  normal  myoglobin.  I think 
that  the  question  stiU  remains  as  to  whether 
or  not  some  other  patients  might  have 
abnormal  myoglobin,  since  so  few  patients 
have  really  been  well  documented  spectro- 
scopically and  by  electrophoresis.  Abnor- 
mal myoglobin  has  been  found  in  muscular 
dystrophy.  To  mention  one  instance,  Whor- 
ton,  Hudgins,  and  Conners®  demonstrated 
abnormal  myoglobin  in  2 patients  with 
pseudohypertrophic  muscular  dystrophy. 
The  heart  myoglobin  was  of  the  fetal  type, 
and  the  muscle  myoglobin  was  of  an  abnor- 
mal type.  So  far,  no  abnormal  myoglobin 
has  been  demonstrated  in  patients  with 
paroxysmal  myoglobinuria. 

Dr.  Lyons:  I do  not  imderstand  how 

the  myoglobin  gets  into  the  blood  stream. 
Can  you  help  us? 
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FIGURE  3.  (A)  Muscle  stained  with  Best’s  carmine 
(for  glycogen),  considered  normal;  (B)  muscle  from 
patient  with  paroxysmal  myoglobinuria  with  in- 
creased glycogen  storage.® 


Dr.  Weiskopf;  I do  not  know  except 
that  myoglobinuria  is  generally  taken  to 
mean  muscle  necrosis.  Why  is  there  muscle 
necrosis?  Perhaps,  because  of  the  enzy- 
matic defects,  the  ceU  metabolic  reactions 
during  the  stress  of  muscle  contraction  can- 
not provide  enough  energy  to  maintain 
cellular  integrity. 

Dr.  Lyons:  Can  you  relate  the  bleb 

formation  in  the  muscles  to  muscle  disease? 

Dr.  Weiskopf:  The  blebs  of  glycogen 

have  been  interpreted  by  some  people  as 
the  cause  of  muscular  atrophy  which  does 
occur  in  some  of  these  people. 

Dr.  Lyons:  There  was  no  atrophy  in 

this  boy? 

Dr.  Weiskopf:  No. 

Myron  Brin,  M.D.:  There  is  the 

question  of  the  relationship  to  progressive 
muscular  dystrophy.  The  interesting  as- 
pect of  the  chnical  biochemical  effects 
in  progressive  muscular  dystrophy  is  an 
extravasation  of  the  enzyme  aldolase  into 
the  extracellular  fluid.  This  will  ultimately 
appear  in  the  plasma,  and  with  aldolase 
comes  some  of  the  other  muscle  proteins, 
although  myoglobin  does  not  necessarily 
appear  imder  those  situations.  I would 
suspect  that  with  the  excretion  of  myoglobin, 
which  has  a molecular  weight  of  17,500 
(it  is  a small  protein),  there  would  be  the 
elimination  of  other  proteins  from  these 
cells.  However,  one  need  not  necessarily 
expect  that  there  would  be  a dystrophy. 
Probably  the  hexokinase  (this  is  pure  sup- 
position) in  the  ceU  is  adequate  to  phos- 
phorylate  glucose  from  the  extraceUular  fluid 
rapidly  enough  to  maintain  the  integrity  of 


the  resting  muscle,  so  that  during  the 
period  of  nonexercise  the  muscle  probably 
regenerates  its  energy  system  and  comes 
back  to  a normal  equUibrium  and  appears 
normal.  During  periods  of  stress,  however, 
such  as  exercise  where  there  is  a necessity 
for  glucose,  glucose  suddenly  becomes  man- 
datory for  energy.  The  glycogen  is  not 
available,  therefore,  the  extraceUular  fluid 
glucose  must  be  depended  on.  Now  it  is 
known  that  the  hexokinase  in  muscle  is  not 
particularly  active  and,  therefore,  it  is 
inadequate  to  satisfy  the  needs  of  the  ceU 
during  exercise.  A number  of  metaboUc 
studies  have  been  done  with  muscle  ceUs  in 
vitro  in  which  it  has  been  shown  that  if 
the  sodium-potassium  gradient  across  the 
membrane  is  modified  or  the  pH  of  the 
extraceUular  fluid  is  modified,  or  there  is 
anoxia  or  a lack  of  glucose,  under  those 
conditions  of  abnormal  environment  the 
muscle  ceU  wiU  proceed  to  lose  aldolase,  and 
I would  almost  suspect  that  after  exercise 
aldolase  might  be  found  in  the  plasma  of 
this  patient.  I beUeve  samples  were  taken, 
but  probably  they  have  not  been  analyzed 
yet. 

Dr.  Lyons:  Thank  you.  Dr.  Brin. 

Charles  Osgood,  M.D.:  It  was  sug- 

gested that  this  syndrome  at  times  may  have 
serious  compUcations.  In  1951  WiUiam 
Dameshek,  M.D.,  was  fortunate  enough  to 
have  a boy  from  the  Army  come  into  his 
laboratory  for  study  of  this  entity  and  after 
exercising  him  the  boy  went  into  acute 
renal  shutdown,  and  the  artificial  kidney 
at  the  Peter  Bent  Brigham  Hospital  was 
necessary,  and,  therefore,  some  of  us  had  an 
opportunity  to  see  that  boy.®  At  that  time 
there  were  two  other  cUnical  entities- — -this 
was  when  there  were  only  about  8 reported 
cases  of  this  disease — that,  as  far  as  the 
kidney  damage  was  concerned,  seemed  to 
foUow  the  same  pattern.  One  was  reported 
by  By  waters  and  Dible’®  as  a consequence  of 
crush  injuries  sustained  in  World  War  II  in 
the  London  bomb  shelters.  OccasionaUy 
with  these  bad  crush  injuries  the  patients 
would  get  the  nephrotoxic  effect  with  acute 
renal  shutdown.  There  was  a second  group  of 
interesting  cases  from  Konigsberg,  Germany, 
where  apparently  there  are  some  fish  that 
people  eat  which  occasionally  are  toxic 
and  can  cause  muscle  damage  and  the  same 
kind  of  condition,  called  Haff’s  disease. 

Joseph  Gold,  M.D.:  I would  hke  to  pose 
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this  question  to  Dr.  Brin.  Since  in  some 
systems  it  has  been  found  that  insulin  with 
hexokinase  produces  an  anti-insulin  sensitive 
system,  has  insulin  been  used  at  aU  in  the 
treatment  of  this  disease? 

Dr.  Brin:  I do  not  know  if  it  has  been, 

although  insulin  may  cause  the  liver  to 
remove  glucose  from  the  blood  resulting  in  a 
hypoglycemia,  and  this  may  be  detrimental. 

Dr.  Gold:  A great  deal  of  work  has 

been  done  on  this  subject  by  Dean  Burke, 
Ph.D.,  at  the  National  Cancer  Institute  on 
the  whole  cell  and  homogenate  tumor  sys- 
tems, and  it  has  been  generally  found  since 
about  1955  that  the  effect  of  insulin  is  to 
enhance  the  hexokinase  reaction  in  the  con- 
version of  glucose  to  glucose  phosphate. 
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P ART  I OF  THIS  ARTICLE  appeared  in  the 
August  15  issue  of  the  New  York  State 
Journal  of  Medicine.  Various  technics 
of  regional  chemotherapy  were  described 
and  assessed  in  Part  I. 

Responses 

Accurate  assessment  of  the  results  ob- 
tained by  regional  chemotherapy  technics 
in  the  treatment  of  cancer  is  impossible  at 
present.  Many  authors  have  described 
their  efforts  in  this  area,  and  expressed  hope- 
ful optimism  as  well,  but  have  usually  not 
given  adequate  information  for  the  reader  to 
codify  the  responses  obtained  objectively. 
There  is  no  uniform  approach  for  describing 
the  results  of  these  experimental  procedures, 
and  it  would  be  desirable  if  aU  of  us  would 
adopt  some  standard  method  of  evaluating 
the  responses  similar  to  that  used  by  Karnof- 
sky^^^  for  the  evaluation  of  systemic  chemo- 
therapy. 

The  subjective  responses  obtained  in 
many  perfusions  and  infusions,  although  of 
very  real  palliative  value,  must  be  separated 


from  objective  measurable  changes  in  the 
tumor  to  determine  the  effect  of  regional 
chemotherapy  on  the  growth  of  cancer. 
Unfortunately,  many  series  consist  largely  of 
patients  who  also  have  received  other  ther- 
apy simultaneously,  such  as  excisional  sur- 
gery or  postperfusion  systemic  chemotherapy 
or  radiotherapy.  This  effectively  eliminates 
these  patients  for  objective  evaluation  un- 
less there  is  a larger  series  of  similarly  treated 
patients  who  were  not  subjected  to  regional 
chemotherapy.  It  may  well  be  that  con- 
ventional therapy  for  many  cancers  in  the 
future  wiU  ha\  e regional  chemotherapy  as  a 
part  of  the  treatment  plan.  However,  most 
data  from  these  patients  receiving  combined 
therapy  at  present  only  confuse  our  thinking. 

In  most  reports  each  author  has  a few 
patients  in  each  of  many  categories  of  cancer. 
It  seemed  worth  while  in  this  review  to  ac- 
cumulate the  multiple  experiences  with 
individual  types  of  cancer.  All  reported 
perfusions  are  not  included  in  this  informal 
analysis  because  much  of  the  Uterature  on 
this  field  emphasizes  the  methods  and  not 
the  patients’  fate.  The  marked  enthusiasm 
of  a few  authors,  in  terms  of  evaluation  of 
response,  will  be  diluted  by  the  pessimism  of 
others.  It  is  hoped  that  this  discussion  of 
results  by  disease  process,  rather  than 
method  used,  will  give  us  some  idea  of  where 
we  stand  at  present. 

There  are  several  large  reviews  of  clinical 
experience  with  regional  chemotherapy,  but 
the  most  extensive  experience  is  that  re- 
ported by  Krementz  et  al.  Although  this 
experience  with  regional  perfusion  totaled 
350  regional  perfusions  at  the  time  of  that 
report,  much  of  the  data  on  results  suffer 
somewhat  from  the  problems  enumerated 
previously.  The  conclusion  that  the  patient 
is  “improved”  or  “not  improved”  covers  a 
wide  range  of  change  and  giv'es  no  concrete 
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data  for  us  to  evaluate  the  effect  of  perfusion 
on  the  disease  itself.  Despite  this  criticism, 
this  report  by  Krementz  is  the  largest  and 
most  complete  one  that  is  available  and 
merits  careful  review.  One  of  the  most 
encouraging  results  it  reports  is  the  response 
of  advanced  melanoma  to  regional  perfusion. 

Melanoma 

Perfusion.  When  Creech  and  his  as- 
sociates®'^^ initiated  perfusion  chemotherapy, 
the  impressive  response  of  melanoma  to 
phenylalanine  mustard  was  most  im- 
expected.  Previous  experience  with  sys- 
temic chemotherapy  of  all  types  with  this 
disease  had  been  particularly  discouraging. 
It  is  now  over  five  years  since  the  first 
regional  perfusions  were  carried  out,  and 
most  current  reports  of  this  technic  consider 
the  perfusion  of  melanoma  as  an  established 
part  of  our  armamentarium,  either  for  pal- 
liation or  as  an  adjunct  to  excisional  surgery. 
In  a recent  editorial,  Creech  stated,  “ . . . 
in  view  of  the  remarkable  results  observed 
in  some  cases  of  advanced  regional  mel- 
anoma, chemotherapy  by  perfusion  should 
become  an  integral  part  of  the  siurgical 
treatment  of  patients  with  this  disease.”'®^* 

From  the  results  obtained  in  several 
clinical  studies,  we  should  now  be  able  to 
establish  for  ourselves  what  the  role  of  per- 
fusion is  in  the  treatment  of  melanoma. 
However,  many  of  the  reports  of  perfusion 
for  melanoma  are  difficult  to  assess  because 
of  the  inclusion  of  patients  in  whom  the  role 
of  perfusion  cannot  be  adequately  evaluated. 
Other  forms  of  treatment,  usually  excision, 
have  often  played  a role  in  the  final  result. 
To  evaluate  objectively  the  response  of 
melanoma  to  perfusion,  we  must  eliminate 
from  analysis  those  patients  who  have  had 
combined  therapy,  since  the  time  intervals 
involved  are  still  too  short  to  assess  end 
results  adequately  in  this  group. 

The  two  major  series  of  perfusions  for 
melanoma  are  those  reported  by  Creech, 
Krementz,  and  their  coworkers^®®'!®®'*®® 
at  Tulane,  and  Stehlin  and  his  co- 
workers^^'  ^®  188.197,198  from  the  M.  D.  Anderson 
Hospital  in  Houston,  Texas.  In  February  of 
1962,  Creech  1®®  reported  45  palliative  per- 
fusions for  regionally  recurrent  or  metastatic 
melanoma  as  a part  of  a considerably  larger 
group  of  perfusions  for  melanoma.  Of  this 
group  of  45  patients  followed  for  six  or  more 


months  after  perfusion,  25  demonstrated  no 
significant  effect,  but  16  patients  had 
definite  regression  with  clinical  control  of  the 
melanoma  in  the  area  of  the  perfusion. 
Thirteen  of  these  patients  subsequently 
developed  clinical  evidence  of  distant  disease, 
but  this  factor  does  not  detract  from  the 
objective  evidence  of  complete  regression 
of  melanoma  in  the  perfused  area.  The 
agent  used  in  this  series  was  PAM  (phenyl- 
alanine mustard)  or  a combination  of  PAM 
and  TSPA  (triethylene  thiophosphoramide) 
in  most  instances.  Of  two  primary  mel- 
anomas in  this  series  that  were  treated  by 
perfusion,  one  showed  no  effect,  but  there 
was  complete  regression  of  the  other,  and 
this  had  persisted  for  more  than  six  months 
at  the  time  of  the  report.  This  group  of 
47  patients  demonstrates  a significant  ob- 
jective and  very  worth-while  response  in 
approximately  one  third  of  the  patients  on 
whom  perfusion  was  performed.  At  the 
time  of  a more  recent  report  from  this  Tulane 
group  Krementz  et  described  a total  of 
123  patients  with  melanoma  who  had  per- 
fusion, either  alone  or  in  combination  with 
surgery.  He  classified  84  per  cent  of  these 
patients  as  “improved.”  This  considerably 
higher  “success  rate”  after  perfusion  for 
melanoma  in  the  same  series  previously 
discussed  by  Creech  is  undoubtedly  because 
of  the  inclusion  of  patients  who  had  excisional 
surgery  combined  with  perfusion,  as  well  as 
the  inclusion  of  patients  who  may  have  re- 
sponded for  periods  shorter  than  the  six- 
month  time  period  described  in  the  earlier 
report.  Nevertheless,  a definite  objective 
disappearance  of  malignant  melanoma  for 
a period  as  long  as  six  months  in  one  third 
of  the  patients  treated  by  regional  chemo- 
therapy is  an  impressive  figure  for  a disease 
so  rarely  benefited  by  systemic  chemo- 
therapy. 

Another  large  series  of  patients  with 
melanoma  treated  by  regional  perfusion  is 
described  in  several  reports  by  Stehlin  and 
his  coworkers.  In  1960,  he  reported  80 
regional  perfusions  for  melanoma,  but  only 
28  patients  could  be  evaluated  adequately 
for  objective  response  of  the  tumor  to  the 
agent,  PAM.  Thirteen,  or  almost  half  of 
this  group,  were  considered  to  have  a “good” 
response  of  unknown  duration,  although 
some  change  in  the  lesions  was  noted  in 
almost  aU  of  the  patients  receiving  perfusion. 
In  1962,  Smith,  Stehlin,  and  Clark  ^®*  re- 
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ported  gross  observations  and  histologic 
studies  of  biopsies  in  patients  treated  by 
perfusion  alone.  Of  33  patients  with  re- 
current or  metastatic  melanoma,  12  had  a 
good  objective  response  histologically,  and 
2 showed  complete  necrosis  of  the  lesion. 
In  addition  to  this  group,  16  patients  had 
regional  perfusion  for  primary  melanoma, 
and  of  this  group,  5 had  an  excellent  re- 
sponse. One  of  these  five  lesions  appeared 
on  histologic  study  to  have  been  destroyed 
completely.  In  the  over-aU  evaluation, 
they  stated  that  the  majority  of  mahgnant 
melanomas  are  sensitive  to  PAM  to  some 
degree  and  that  histologic  study  demon- 
strated that  tumor  damage  could  be  ac- 
complished without  exceeding  the  tolerance 
of  the  normal  tissues  to  this  agent.  From 
the  clinical  standpoint  these  studies,  showing 
17  good  responses  in  49  patients,  also  con- 
firmed the  observations  of  the  Tulane  group, 
that  approximately  one  third  of  perfused 
patients  wiU  obtain  a significant  regression 
of  melanoma,  sufiicient  to  be  of  real  palliative 
value. 

A number  of  authors  have  described  per- 
fusion of  patients  with  malignant  melanoma 
as  a small  part  of  their  total  perfusion  ex- 
perience, but  few  have  series  comparable  to 
those  described  previously.  Rochlini®®  has 
a series  of  over  100  patients  with  melanoma 
treated  at  various  stages  by  perfusion  with 
PAM.  The  results  in  this  group  are  not  yet 
published,  but  they  apparently  approxi- 
mate those  of  these  other  two  large  series. 

Whereas  PAM  or  PAM  and  TSPA  were 
the  predominant  agents  used  in  the  previ- 
ously mentioned  series,  a number  of  surgeons 
have  utilized  other  alkylating  agents  with 
some  evidence  of  chnical  benefit.  Nitrogen 
mxistard  perfusion  has  produced  some  good 
responses,  but  total  experience  is  too  small 
for  a relative  comparison  of  success  rates 
with  the  different  alkylating  agents.  In 
our  own  small  series  of  patients  undergoing 
regional  perfusion  with  nitrogen  mustard 
for  melanoma,  we  were  disappointed  by  the 
fact  that  the  responses  we  obtained  were 
definitely  less  impressive  than  those  re- 
ported by  others  with  PAM.  In  our  ex- 
perience of  perfusion  with  nitrogen  mustard 
there  appears  to  be  a very  narrow  margin 
between  the  dosage  tolerated  by  normal 
tissues  and  the  dosage  required  for  signifi- 
cant tiunor  regression. 

Reports  by  Irvine,  Noon,  and  Bastable; 


Westbury,*®  and  Golomb  et  ai.®®*  describing 
perfusion  of  melanoma  with  alkylating 
agents  add  another  33  patients,  of  whom 
approximately  one-third  had  objective  re- 
gression of  significant  degree  to  be  considered 
beneficial  to  the  patient.  There  are  other 
reports  of  perfusion  for  melanoma  in  the 
literature,  but  it  is  difficult  to  determine 
from  these  the  total  number  of  patients 
allowing  objective  evaluation  of  response  of 
the  lesion.  Therefore,  utilizing  only  those 
authors  mentioned,  there  are  approximately 
45  of  130  melanoma  patients  who  demon- 
strated significant  objective  response  to 
regional  perfusion  with  the  alkylating  agents. 

In  an  attempt  to  find  more  effective  agents 
for  melanoma,  Golomb i*®  has  employed 
actinomycin  D in  several  patients  previously 
faihng  to  respond  to  perfusion  with  alkyl- 
ating agents,  and  he  has  been  impressed 
with  several  long-term  objective  responses 
in  this  group.  None  of  our  4 melanoma 
patients  who  received  perfusion  with  this 
agent  showed  significant  tumor  regression. 
We  also  failed  to  affect  a large  subungual 
melanoma  by  perfusion  with  another  com- 
monly used  antitumor  antibiotic,  mito- 
mycin C.  There  is  actually  very  httle  in- 
formation available  on  the  perfusion  therapy 
of  melanoma  with  agents  other  than  PAM, 
TSPA,  and  HN2  (nitrogen  mustard), 
because  the  initial  success  reported  with 
alkylating  agents  by  Creech  and  by  Stehlin 
has  led  others  to  accept  this  drug  choice 
for  most  patients.  However,  the  more 
limited  responses  obtained  by  others  with 
these  agents  has  led  to  continued  interest 
in  the  search  for  other  agents  for  perfusion 
of  melanoma . ^ 

A comment  should  be  made  regarding  the 
use  of  perfusion  in  conjimction  with  ex- 
cisional  surgery  for  mahgnant  melanoma. 
Complete  destruction  of  the  primary 
melanoma  occurred  after  perfusion  in  1 of 
2 patients  described  by  Krementz  et 
In  Smith,  Stehhn,  and  Clark’s^*®  group  of 
16  patients  treated  initially  by  perfusion  for 
a primary  lesion,  there  was  one  melanoma 
that  was  completely  eradicated  and  two  that 
were  almost  completely  destroyed  by  per- 
fusion with  PAM.  One  of  our  patients 
with  primary  melanoma  originating  on  the 
plantar  skin  had  regional  perfusion  with 
nitrogen  mustard.  This  was  followed  by 
subsequent  excision  and  groin  dissection 
several  weeks  later,  and  we  failed  to  find 
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residual  melanoma  on  histologic  study. 
Distant  metastases  did  become  apparent 
two  years  later,  but  there  was  never  any 
evidence  of  recurrence  in  the  original 
extremity.  These  isolated  instances  of  total 
regression  of  the  primary  lesion  have  oc- 
curred infrequently.  The  role  of  perfusion 
in  the  management  of  the  primary  operable 
case  of  malignant  melanoma  cannot  be 
determined,  however,  until  enough  long- 
term cases  treated  by  combined  surgery 
and  perfusion  have  accumulated  to  compare 
with  those  treated  by  conventional  surgery 
alone.  . 

Creech  has  urged  the  combination  of  per- 
fusion with  standard  excisional  surgery  for 
melanoma  on  the  basis  of  his  extensive  ex- 
perience with  this  new  technic.  Stehhn 
and  others  also  have  expressed  optimism 
regarding  prophylactic  use  of  regional  per- 
fusion on  theoretical  grounds.  It  is  assumed 
that  drug  perfusion  wiU  destroy  melanoma 
cells  entering  the  vascular  or  lymphatic 
channels  during  surgical  manipulation.  Al- 
though this  is  an  intriguing  concept,  it  is 
somewhat  disturbing  that  some  surgeons 
I are  now  carrying  out  more  conservative 
' excisional  surgery  and  ehminating  elective 
regional  lymph  node  dissection  on  the  as- 
I sumption  that  the  adjimctive  perfusion  re- 
duces the  need  for  radical  surgical  attack. 
Until  the  experimental  series  initiated  by 
I Creech  and  by  Stehhn  have  been  expanded 
j and  foUowed  for  a munber  of  years,  regional 
chemotherapy  in  the  primary  treatment  of 
curable  melanoma  cannot  be  evaluated 
reahsticaUy,  and  it  would  seem  wise  to 
adhere  to  estabhshed  surgical  principles. 

Infusion.  Intra-arterial  infusion  chem- 
otherapy has  received  httle  attention  in  the 
treatment  of  melanoma  in  view  of  the 
favorable  responses  obtained  by  regional 
I perfusion  with  both  short  and  long-acting 
I alkylating  agents.  The  intra-arterial  frac- 
tionated administration  of  rapidly  acting 
alkylating  agents  may  weU  prove  to  be  as 
valuable  as  perfusion  with  an  extracorporeal 
I circuit.  The  use  of  venous  occlusion,  where 
1 applicable,  to  “trap”  the  agent  and  the  use 
of  systemic  neutraUzers,  such  as  sodium 
I thiosulfate,  are  two  innovations  that  may 
allow  fractionated  intra-arterial  therapy  to 
produce  as  effective  a response  as  is  ob- 
tained by  the  more  complex  procedures. 
This  approach  is  now  undergoing  evaluation 
in  our  Department. 


Continuous  arterial  infusion  chemotherapy 
has  had  too  little  trial  for  any  comparison 
with  regional  perfusion.  Levick  et 
have  reported  a case  of  orbital  melanoma 
that  did  have  objective  response  to  con- 
tinuous methotrexate  infusion  chemotherapy 
before  excisional  siugery  was  carried  out. 
Clarkson*  has  treated  1 patient  with 
melanoma  by  continuous  infusion  of  metho- 
trexate given  through  an  external  carotid 
artery  catheter.  There  was  objective  evi- 
dence of  regression  of  recurrent  skin  nodules 
in  the  pre-  and  postauricular  area  which 
persisted  for  three  months,  but  the  patient 
later  died  of  distant  metastases.  These 
isolated  instances  of  response  to  infusion 
therapy  with  antimetabolites  are  mentioned 
only  to  point  out  future  possibilities  for  in- 
vestigation of  the  regional  chemotherapeutic 
approach  to  melanoma.  Many  regional 
lesions  of  melanoma  are  not  suitably  ar- 
ranged anatomically  for  the  more  con- 
ventional perfusion  procedures  described. 


Primary  and  metastatic  brain  tumors 

Perfusion.  The  reports  on  the  regional 
chemotherapy  of  tumors  of  the  brain  have 
been  very  disappointing  despite  extensive 
careful  work  on  the  physiologic  and  mechan- 
ical problems  of  these  systems.  WoodhaU 
and  his  co workers^®  **  have  carried  out  many 
experimental  studies  with  brain  perfusion 
and  the  effect  of  temperature  differentials 
between  the  perfusion  circuit  and  the  sys- 
temic circuit.  In  1960  WoodhaU®^  reported 
on  16  patients  treated  by  brain  perfusion, 
and  of  these,  the  initial  4 were  subjected  to 
bilateral  carotid  perfusion  utilizing  hypo- 
thermia in  the  perfusion  circuit.  The 
subsequent  12  patients  had  unilateral  ca- 
rotid perfusion  with  hyperthermia  in  the  per- 
fusion circuit  in  contrast  to  the  hypothermia 
used  in  the  initial  studies.  Evaluation  of 
the  effect  on  the  brain  is  more  difficult  than 
in  any  other  anatomic  area,  and  this  is 
further  complicated  by  the  fact  that  aU  of 
these  patients  were  subjected  initially  to 
partial  resection  of  their  tumor  at  craniot- 
omy. It  is  important  to  note  also  that  each 
of  these  patients  received  adequate  decom- 
pression by  the  surgical  procedure  so  that 
edema  in  the  brain  associated  with  the 

* Chemotherapy  Service,  Memorial  and  James  Ewing 
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regional  perfusion  was  better  tolerated. 
A variety  of  alkylating  agents  was  used  in 
this  series  of  16  patients,  the  most  fre- 
quent of  which  was  cyclophosphamide,  em- 
ployed in  the  last  nine  perfusions.  At  the 
time  of  this  report  the  author  felt  that  the 
use  of  nitrogen  mustard  was  too  difficult  in 
this  anatomic  area  and  that  the  results  with 
cyclophosphamide  could  not  yet  be  evaluated 
adequately.  It  did  seem  apparent,  how- 
ever, that  the  survival  time  of  the  patients 
perfused  was  not  significantly  prolonged 
over  what  might  have  been  expected  from 
the  initial  surgery  alone.  The  lack  of 
objective  criteria  with  which  to  follow  these 
patients  made  evaluation  difficult. 

In  the  discussion  of  Woodhall’s  presenta- 
tion, LleweUyn^'''*  of  Tulane  described  24 
patients,  20  of  whom  had  glioblastoma, 
subjected  to  unilateral  cerebral  perfusion 
with  TSPA.  Approximately  one  third  of 
the  patients  in  his  series  died  in  the  early 
postperfusion  period,  and  he  felt  that  in  the 
remainder  there  was  no  objective  evidence 
for  benefit  from  perfusion  with  TSPA. 
The  postperfusion  survival  times  were  not 
prolonged  significantly  over  those  expected 
from  the  initial  surgery  alone.  In  Sep- 
tember, 1962,  Krementz  and  coworkers*®® 
from  the  same  institution  described  a total 
series  of  33  glioblastomas  treated  by  per- 
fusion and  stated  that  the  agent  they  had 
chosen  for  their  recent  studies  was  vin- 
caleukoblastine.  Of  these  33  patients,  27 
could  be  evaluated  from  the  standpoint  of 
response  to  perfusion,  and  the  statement  was 
made  that  48  per  cent  of  these  patients  were 
improved.  The  criteria  for  evaluation  were 
not  given.  Most  other  reports  of  regional 
chemotherapy  of  brain  tumors  describe  the 
use  of  various  intra-arterial  infusion  technics, 
but  Herter  has  described  4 patients  with 
brain  lesions  perfused  with  alkylating  agents 
(TSPA  and/or  cyclophosphamide).  There 
was  no  response  in  these  patients.  Thus, 
from  these  reported  results  in  over  50 
patients,  one  must  conclude  that  regional 
perfusion  has  little  value  in  the  treatment 
of  brain  tumors. 

Infusion.  There  have  been  a number  of 
reports  describing  continuous  intra-arterial 
infusion  of  methotrexate  with  or  without 
citrovorum  factor,  but,  from  the  initial 
results  obtained,  there  appears  to  be  little 
enthusiasm  for  this  approach.  Of  7 pa- 
tients with  primary  and  metastatic  cerebral 


tumors  reported  by  Sullivan,  4 demon- 
strated partial  regression  of  the  tumor,  but 
the  duration  of  this  response  was  not  stated. 
Six  patients  with  ghoblastoma  treated  in 
this  same  fashion  by  Perese,  Day,  and 
Chardack®*  also  showed  disappointing  re- 
sponses. Two  patients  had  serious  com- 
plications from  the  intra-arterial  catheters, 
2 had  no  evidence  of  objective  response, 
and  2 had  very  slow,  but  definite  improve- 
ment. At  the  time  of  their  report,  1 patient 
was  alive  sixteen  months  after  therapy. 
Westbury  and  his  coworkers®®  ®®  treated  4 
patients  with  cerebral  neoplasms  in  this 
same  manner,  but  3 of  the  4 had  hemiplegia 
secondary  to  the  vascular  problems  as- 
sociated with  the  catheter,  and  none  actually 
showed  clinical  improvement.  Other  iso- 
lated reports  of  intra-arterial  antimetabolite 
therapy  have  described  similar  unimpressive 
or  imsustained  responses  to  treatment. 
Bilateral  intra-arterial  methotrexate  in  1 
of  our  patients  produced  a transient  de- 
crease in  intracranial  pressure  with  con- 
comitant clearing  of  sensorium,  but  this  was 
not  sustained  after  completion  of  the 
therapy.  Hall  et  reported  a series  of 
patients  treated  by  continuous  arterial  in- 
fusion of  8-azoguanine  of  whom  4 had  cere- 
bral neoplasms.  There  was  no  evidence  of 
useful  response  in  this  small  series.  In- 
fusion of  10  patients  with  cerebral  neo- 
plasms with  vincaleukoblastine  was  carried 
out  by  Mealey.®®®  Only  2 of  the  10  patients 
were  improved  by  therapy,  and  this  im- 
provement was  considered  quite  transient. 
Patterson,®®®  of  the  New  York  Hospital, 
has  utihzed  methotrexate  or  5-FU  (5- 
fluorouracil)  by  continuous  intracarotid 
infusion  for  chemotherapy  of  six  primary 
brain  tumors  and  one  metastatic  brain 
lesion.  He  had  3 patients  with  no  im- 
provement and  3 in  whom  he  thought  the 
patient’s  condition  was  made  worse  by  the 
treatment.  There  was  a partial,  temporary 
response  in  the  1 patient  with  a metastatic 
lesion.  It  would  appear  from  these  iso- 
lated reports  of  45  to  50  patients  that  con- 
tinuous infusion  at  least  with  these  four 
agents  (methotrexate,  fluorouracil,  8-azo- 
guanine,  and  vincaleukoblastine)  has  been 
as  disappointing  as  regional  perfusion  in  the 
treatment  of  brain  tumors. 

As  borne  out  by  some  of  the  reported 
results,  fractionated  internal  carotid  artery 
infusion  of  nitrogen  mustard  has  been 
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associated  with  complications  similar  to 
those  noted  by  Woodhall®^  in  regional  per- 
fusion of  the  brain  with  this  agent.  The 
cerebral  edema  produced  cannot  be  toler- 
ated safely  by  the  brain  unless  a decom- 
pression procedure  is  performed  prior  to 
regional  chemotherapy.  In  an  early  report 
on  intracarotid  injections  of  nitrogen  mus- 
tard, Ariel* ^ reported  the  use  of  large  single 
doses  of  HN2  (20  to  30  mg.)  on  5 patients. 
Two  convulsed  as  a result  of  the  drug  ad- 
ministration, and  3 died.  Of  4 patients  with 
cerebral  lesions  treated  with  a short-acting 
alkylating  agent  (S-112)  by  Seligman  et  al.,* 
2 had  a short  remission  lasting  less  than  one 
month.  Perese,  Day,  and  Chardack®^  ad- 
ministered intracarotid  nitrogen  mustard 
I while  giving  systemic  protection  with  intra- 
i venous  sodium  thiosulfate.  Four  of  6 
1 patients  receiving  such  therapy  lived  three 
to  nine  months  after  therapy  but  were  dif- 
ficult to  evaluate  from  the  standpoint  of 
objective  response.  Of  12  patients  treated 
by  Owens  and  Hatiboglu*®*  with  nitrogen 
mustard  and  thiosulfate  in  a similar  fashion, 
i there  were  4 premature  deaths  and  only  3 
patients  who  were  still  alive  at  the  time  of 
the  report.  Only  1 patient  in  the  series 
, had  objective  evidence  of  good  response  to 
I therapy.  Thus,  in  the  combined  experience 
I covered  by  these  reports,  only  one  good 
objective  response  was  noted  among  the  25 
patients  receiving  intracarotid  rapid-acting 
alkylating  agents  for  brain  tumors. 

It  seems  clear  that  regional  chemotherapy 
has  been  ineffective  for  primary  and  meta- 
static cerebral  tumors,  whether  the  technic 
employed  is  perfusion  or  infusion  chemo- 
therapy. In  the  reports  referred  to,  there 
are  approximately  120  patients  subjected 
to  nitrogen  mustard,  Thio-TEPA,  cyclo- 
phosphamide, vincaleukoblastine,  metho- 
trexate, 5-FU,  or  8-azoguanine  by  per- 
fusion or  infusion  technics.  There  were  a 
number  of  instances  where  the  authors  felt 
that  therapy  hastened  the  demise  of  the 
patients  and,  of  the  13  objective  responses 
obtained,  only  3 appeared  to  be  of  significant 
degree  and  duration. 

Squamous  carcinoma 

The  use  of  regional  chemotherapy  by 
perfusion  or  infusion  for  the  palliative 
treatment  of  carcinoma  is  difficult  to  eval- 
uate because  of  the  variability  in  behavior 


of  the  tumors  falling  into  this  broad  category. 
In  view  of  this,  an  attempt  will  be  made  to 
describe  the  reported  experience  with  various 
types  of  carcinoma.  Despite  frequent  de- 
scriptions of  technics  utilized  for  regional 
chemotherapy,  objective  reports  of  results 
obtained  in  treating  carcinoma  are  meager. 

Epidermoid  cancer  of  the  head  and  neck 

The  site  of  the  first  clinical  application  of 
the  concept  of  regional  chemotherapy  was 
the  head  and  neck  when  Klopp  et  al.^ 
administered  fractionated  nitrogen  mustard 
into  the  external  carotid  artery.  Enough 
clinical  experience  has  now  been  accumu- 
lated with  regional  perfusion,  fractionated 
intra-arterial  administration  of  alkylating 
agents,  and  with  protracted  intra-arterial 
infusion  of  antimetabolites  for  us  to  be  able 
to  evaluate  these  methods  reaUsticaUy . 

Regional  perfusion.  Patients  treated 
by  regional  perfusion  usually  have  received 
alkylating  agents  due  to  the  high  “leakage” 
associated  with  perfusion  in  this  anatomic 
area.  The  technical  nature  of  the  pro- 
cedure limits  the  number  of  exposures  of  the 
tumors  to  the  agent,  and  the  local  toxicity 
of  nitrogen  mustard  and  related  compounds 
limits  the  total  dosage  that  can  be  tolerated. 
Most  authors  utilizing  regional  perfusion 
chemotherapy  for  epidermoid  carcinoma  of 
the  head  and  neck  area  stress  the  pain  relief 
obtained.  Evaluation  of  objective  tumor 
response  after  this  method  of  therapy  has 
revealed  disappointing  results.  Aust  and 
Ausman*®'  reported  sixteen  such  perfusions 
using  nitrogen  mustard,  with  only  one 
objective  response.  Herter  and  his  co- 
workers*®®  had  no  objective  responses  in 
three  such  perfusions  with  the  same  agent. 
Golomb  and  coworkers*®i  reported  some  de- 
gree of  response  in  10  of  14  perfusions  where 
objective  observations  could  be  made,  but 
significant  residual  tumor  remained  in  aU 
patients.  Duff  et  aZ.“^  reported  8 patients 
with  epidermoid  carcinoma  of  the  head  and 
neck  region  treated  by  perfusion  of  the  upper 
half  of  the  body  with  lAO  (intra-aortic 
occlusion ) . No  extracorporeal  pump  system 
was  utiHzed  because  of  the  inclusion  of  the 
patients’  cardiorespiratory  apparatus  in  the 
treated  area,  and  the  dosage  of  nitrogen 
mustard  was  higher  (1.5  to  3 mg.  per  kilo- 
gram) because  there  was  a larger  volume  of 
treated  tissue.  With  regard  to  the  tmnor- 
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bearing  region,  the  principle  of  short-term 
exposiure  to  high  concentrations  of  alkylating 
agent  was  the  same  as  with  the  carotid 
perfusions.  Of  8 patients  so  treated,  1 
demonstrated  complete  regression  of  tumor, 
and  2 patients  had  partial  regression.  Sum- 
marizing the  objective  responses  observed  in 
the  accumulated  experience  of  all  the  pre- 
viously mentioned  authors,  we  note  that  only 
one  or  two  significant  tiunor  regressions  oc- 
curred in  the  group  of  41  patients.  It  would 
appear,  then,  that  in  this  region  chemo- 
therapy by  perfusion  is  definitely  inferior  to 
the  other  two  regional  methods  to  be  dis- 
cussed. 

Fractionated  intra-arterial  therapy 

WITH  NITROGEN  MUSTARD  AND  RELATED 
COMPOUNDS.  Although  fractionated  therapy 
for  palliative  treatment  of  head  and  neck 
cancer  was  the  first  to  be  described,  ob- 
jective reports  of  the  responses  to  therapy 
are  few.  Klopp,  Smith,  and  Alford^^* 
reported  13  patients  so  treated  via  intra- 
arterial catheter  (external  carotid  artery), 
and  9 demonstrated  a 50  per  cent  regression 
of  the  observable  tumor.  Three  of  these 
patients  had  a complete  disappearance  of  an 
intra-oral  tumor,  and  this  response  per- 
sisted for  from  four  to  nine  months.  By 
comparing  these  results  with  the  previously 
mentioned  41  patients  treated  by  perfusion, 
it  seems  clear  that  multiple  intra-arterial 
exposures  of  the  tumor  to  the  alkylating 
agent  are  more  effective  than  one  larger 
dose  administered  by  local  perfusion. 

Protracted  intra-arterial  infusion  of 
ANTIMETABOLITES.  Since  Sullivan,  Miller, 
and  Sikes’ description  of  this  technic 
of  regional  chemotherapy  in  1959,  there  have 
been  many  reports  of  cases  suitable  for  ob- 
jective evaluation  of  the  method.  A number 
of  these  series  are  summarized  in  Table  I. 
The  details  of  the  responses  reported  lack 
uniformity,  and  the  degree  and  duration  of 
the  response  cannot  be  determined  in  all 
instances.  Of  the  total  number  of  patients 
judged  to  have  adequate  courses  of  metho- 
trexate infusion  with  or  without  citrovorum 
factor,  more  than  half  were  thought  to  have 
some  objective  response.  Variability  in 
criteria  or  enthusiasm  of  the  investigator 
make  these  figures  difficult  to  assess,  but  it 
is  of  interest  that  31  of  the  194  tumors  so 
treated  demonstrated  complete  tumor  re- 
gression. It  is  noteworthy  that  aU  authors 
in  this  group  described  regrowth  of  the 


TABLE  I.  Summary  of  patients  with  epidermoid 
carcinoma  of  the  head  and  neck  treated  by  con- 
tinuous arterial  infusion  of  methotrexate  and  in- 
termittent systemic  citrovorum  factor 


Authors 

Patients 
Adequately 
Treated  and 
Suitable  for 
Evaluation 

Partial 

Response 

Complete 
Gross 
Regression 
of  Tumor 

Sullivan®* 

48 

26 

14 

Westbury  et  alM 

43 

32 

6 

Espiner  et  a/.*®*  *® 

27 

12 

4 

Oettgen*^ 

14 

5 

0 

Klopp  et  a/. ‘3® 
Nahum  and 

9 

2 

0 

Rochlin2i9 

34 

26 

7 

Paredes  t 

8 

5 

7 

Clarkson  t 

11 

3 

0 

Totals 

194 

111 

38  (16%) 

* This  series  received  systemic  chemotherapy  with  cyclo- 
phosphamide after  completion  of  intra-arterial  infusion 
chemotherapy. 

t Personal  communication  (unreported  series). 

tumors  within  one  to  three  months  of  com- 
pletion of  therapy. 

In  comparing  their  results  with  protracted 
methotrexate  administration  to  results  in 
patients  treated  by  fractionated  adminis- 
tration of  intra-arterial  nitrogen  mustard, 
Klopp,  Smith,  and  Alford^®®  concluded 
that  the  original  approach  with  nitrogen 
mustard  was  as  effective,  if  not  more  so, 
than  the  protracted  methotrexate  infusion. 
This  seems  to  be  borne  out  by  the  collected 
figures  as  well  (Table  I). 

Protracted  intra-arterial  infusion  of  other 
antimetaboUtes  has  received  less  attention 
than  the  trials  of  methotrexate  in  the  treat- 
ment of  epidermoid  carcinoma  of  the  head 
and  neck  region.  The  fluorinated  pyrimi- 
dines have  been  utilized  in  37  patients 
collected  from  reports  of  Johnson,  Kisken, 
and  Ciureri*®  (23  cases),  Tarr  et  (6 

cases),  and  the  unpublished  experience  of 
Clarkson  (3  cases),  and  Paredes  (5  cases). 
Some  objective  evidence  of  regression,  al- 
though often  minimal,  was  observed  in  19 
of  the  37  patients,  but  only  2 patients  had 
complete  regression  of  the  gross  tumor. 
Hall  and  his  associates'^®  ’’^  reported  some 
objective  evidence  of  regression  in  10  of  23 
patients  treated  by  protracted  intra-arterial 
infusion  of  8-azoguanine.  It  would  appear 
from  these  initial  experiences  that  more 
limited  trials  of  other  antimetaboUtes  were 
no  more  successful  than  the  experience  with 
methotrexate  infusion. 

Considering  aU  patients  with  epidermoid 
carcinoma  of  the  head  and  neck  treated  by 
protracted  infusion  of  antimetabolites,  a 
total  of  254  patients  have  been  reviewed  in 
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whom  some  information  on  response  is 
known.  Thirty-three,  or  13  per  cent,  dem- 
onstrated total  regression  of  the  gross 
tumor,  while  slightly  more  than  half  of  the 
tumors  demonstrated  some  objective  evi- 
dence of  antitumor  effect.  It  is  noteworthy 
that  in  all  series,  regrowth  of  tumor  occurred 
in  one  to  three  months  in  all  patients 
demonstrating  objective  benefit  initially. 

Lung  cancer 

Diagnosis  of  lung  cancer  is  often  first 
established  at  a stage  of  the  disease  which  is 
incurable  by  currently  available  therapeutic 
methods.  Palliative  therapy  is  frequently 
required,  and  this  is  an  area  where  regional 
chemotherapy  should  be  helpful.  Creech’s 
initial  description  of  a complex  perfusion 
procedure  with  two  separate  pump  oxy- 
genator systems  has  not  been  continued  or 
exploited  by  others  for  obvious  reasons. 
Simpler  methods  of  regional  perfusion 
chemotherapy  have  been  employed  with 
minimal  success.  We  have  utihzed  our 
own  technic  of  the  administration  of  high- 
dosage  alkylating  agents  to  the  upper  half 
of  the  body  with  MTO  (midtorso  occlusion) 
nine  times  in  7 patients  with  advanced 
carcinoma  of  the  lung.  One  patient  died 
with  pulmonary  insufficiency  twenty-four 
hoinrs  postperfusion.  Of  the  6 patients 
surviving  therapy,  4 with  terminal  bronchio- 
lar  carcinoma  and  2 with  epidermoid 
carcinoma,  2 had  objective  evidence  of 
tumor  response.  In  1 this  was  manifested 
by  transient  reduction  in  bronchial  obstruc- 
tion, and  in  another  there  was  regression  of 
a supraclavicular  mass  and  associated  edema 
of  the  upper  extremity.  Both  responses 
were  “partial,”  of  less  than  two  months 
duration,  and  of  little  benefit  to  the  patient. 

Rheinlander  and  his  coworkers“’  utilized 
a similar  technic  in  12  patients  with  limg 
cancer,  2 with  adenocarcinoma,  5 with 
epidermoid  carcinoma,  and  5 with  anaplastic 
carcinoma.  Although  these  authors  noted 
some  subjective  benefit  in  11  of  the  12  pa- 
tients, only  3 demonstrated  objective  evi- 
dence of  tumor  regression.  This  was  mani- 
fested by  diminution  of  the  lesion  on  x- 
ray  examination  in  1 patient,  and  decrease 
in  the  size  of  the  cervical  lymph  nodes  in  2 
others.  All  3 of  the  responses  occurred  in 
patients  with  anaplastic  carcinoma,  and  all 
were  of  very  short  duration.  One  patient 


died  in  two  months,  another  in  four  months, 
and  the  other  was  ahve  four  months  at  the 
time  of  their  report.  Despite  the  fre- 
quency of  inoperable  lung  cancer,  we  can 
collect  only  these  18  patients  in  whom  we 
can  objectively  categorize  the  results  of 
isolated  perfusion  therapy.  Only  5 of  the 
18  patients  demonstrated  objective  evi- 
dence of  regression  of  tumor  with  alkylating 
agents,  such  as  nitrogen  mustard  or  chlo- 
rimine  mustard.  In  aU  5 the  response 
was  minimal  in  terms  of  degree,  duration, 
and  benefit  to  the  patient.  From  this 
small  accumulated  experience  one  must 
conclude  that  exposure  of  lung  cancer  to 
imusuaUy  high  concentrations  of  alkylating 
agents,  by  protecting  the  lower  half  of  the 
body,  does  not  result  in  significant  anti- 
tumor effect. 

The  magnitude  of  the  “perfusion”  pro- 
cedures described  thus  far  for  treating  lung 
cancer  limits  the  number  of  times  the 
tumor  can  be  exposed  to  the  agent.  Intra- 
arterial injection  of  alkylating  agents,  either 
pulmonary  artery  or  bronchial  artery, 
without  attempting  isolation  of  the  lower 
part  of  the  body  could  be  repeated  more 
frequently  using  lower  dosage.  Although 
Morris'®®  described  31  patients  with  inter- 
mittent nitrogen  mustard  therapy  via  pul- 
monary artery  catheters,  objective  evidences 
of  tumor  response  are  not  documented. 
Their  comment  “some  responses”  is  im- 
possible to  evaluate.  Subsequent  results 
from  fractionated  intra-arterial  adminis- 
tration of  short-acting  alkylating  agents 
by  this  approach  or  the  bronchial  artery 
approach  of  Cliffton  and  Mahajan*"  may 
well  prove  to  be  worth  while.  In  a pre- 
liminary report  of  7 patients  with  advanced 
limg  cancer  who  were  treated  by  bronchial 
artery  infusion  with  nitrogen  mustard, 
2 had  objective  evidence  of  tumor  regression 
on  x-ray  examination.  All  but  1 of  the 
patients  had  some  symptom  rehef,  and 
several  tested  demonstrated  some  improve- 
ment in  pulmonary  function.  As  in  other 
reports,  there  were  no  prolonged  survivals. 
This  series  is  being  extended  by  Cliffton. 

The  technic  of  protracted  intra-arterial  in- 
fusion of  antimetabohtes  does  not  lend  itself 
to  lung  lesions.  That  the  tumor  itself 
may  be  vulnerable  to  this  method,  however, 
was  suggested  by  a marked  response  achieved 
in  treating  liver  metastases  in  1 patient 
whose  primary  tumor  was  a lung  cancer.®' 


September  1, 1963 — Part  I / New  York  State  Journal  of  Medicine  2525 


There  was  a marked  regression  of  liver  size, 
symptom  relief,  and  improvement  in  liver 
function  tests  associated  with  protracted 
intra-arterial  infusion  of  methotrexate.  Re- 
growth of  metastatic  tumor  was  not  again 
apparent  in  the  liver,  but  the  patient  ex- 
pired from  pulmonary  hemorrhage  three 
months  after  completion  of  therapy  to  his 
liver. 

Epidermoid  carcinoma  of  the  cervix 

Epidermoid  carcinoma  of  the  cervix 
often  remains  locahzed  in  the  pelvis  even 
after  it  has  reached  a stage  that  cannot  be 
managed  by  further  irradiation  or  radical 
surgery.  If  regional  chemotherapy  could 
be  demonstrated  to  produce  benefit,  there 
would  be  frequent  opportunities  to  exploit 
it. 

Regional  perfusion.  Because  of  the 
technical  problems  encountered  in  perfusion 
of  the  pelvis,  there  are  very  few  reports  of 
clinical  results  of  regional  perfusion  chemo- 
therapy for  carcinoma  of  the  cervix.  Parker 
and  Shingleton^“*  reported  pain  rehef  fol- 
lowing pelvic  perfusion  with  alkylating 
agents  in  8 patients  with  carcinoma  of  the 
cervix.  No  comment  was  made  regarding 
objective  changes  in  the  gross  tumor,  and  so 
we  must  presume  this  did  not  occur  in  those 
patients  suitable  for  evaluation.  Herter 
and  his  coworkers  described  short-lived 
evidence  of  tumor  necrosis  in  1 of  3 patients 
perfused  with  nitrogen  mustard.  We  have 
treated  carcinoma  of  the  cervix  by  pelvic 
perfusion  in  10  patients.  In  6,  an  alkyl- 
ating agent  was  used  (chlorimine  mustard 
in  3 and  cyclophosphamide  in  3),  and  there 
was  one  minimal  objective  response  to  each 
agent,  manifested  mainly  by  relief  of  hydro- 
nephrosis on  intravenous  pyelogram.  In 
addition,  there  was  1 patient  with  minimal 
disease  in  whom  regression  of  tumor  of  over 
six  months  duration  and  disappearance  of 
unilateral  hydronephrosis  occurred  after 
pelvic  perfusion  with  chlorimine  mustard. 
In  4 patients  the  antibiotic,  mitomycin  C, 
was  the  agent  used,  and  there  was  marked 
objective  tumor  response  in  1 patient  with 
healing  of  the  vagina,  return  to  normal  of 
bilateral  hydronephrosis,  and  rehabilitation 
persisting  to  within  two  months  of  her 
death  twenty  months  later.  Two  other 
patients  demonstrated  minimal  objective 
evidence  of  tumor  regression,  but  neither 


received  significant  benefit  or  palliation. 

The  use  of  alkylating  agents  by  perfusion 
in  this  collected  series  of  17  patients  with 
carcinoma  of  the  cervix  resulted  in  4 patients 
with  objective  evidence  of  tumor  response, 
only  1 of  which  could  be  classified  as  more 
than  minimal  in  degree  and  duration.  This 
lack  of  success  by  perfusion  is  very  similar 
to  the  experience  with  intra-arterial  nitrogen 
mustard  injections  which  wiU  be  described. 
The  striking  tumor  response  observed  in  1 
of  4 patients  who  were  treated  with  mito- 
mycin C is  of  great  interest  to  us,  but  it 
should  be  pointed  out  that  systemic  and 
local  toxicity  were  both  severe  in  this 
particular  patient.  The  over-aU  score  for 
significant  objective  response  is  2 of  21 
patients  with  cervical  cancer  treated  by 
perfusion.  This  is  not  encouraging,  but 
more  data  on  other  types  of  agents  are 
needed. 

Fractionated  intra-arterial  therapy. 
The  earliest  reports  of  regional  chemotherapy 
for  carcinoma  of  the  cervix  were  those  de- 
scribing intra-arterial  nitrogen  mustard, 
both  by  single  dose  and  by  fractionated 
dosage  methods.  The  drug  was  usually 
administered  into  the  lumbar  aorta.  Sum- 
marizing reports  of  a number  of  authors 
(Newton;^”®  Ariel; Krakofif  and  Sullivan; “ 
Stevens,  Thomas,  and  Wilbur;^*  Setigman 
et  al.;*  and  Richardson  and  Ulfelder®^), 
there  are  36  patients  in  whom  observations 
were  adequate  to  assess  response.  In  this 
group,  aU  of  whom  received  an  intra- 
arterial short-acting  alkylating  agent,  usu- 
ally nitrogen  mustard,  there  were  5 patients 
demonstrating  some  objective  decrease  in 
size  in  the  gross  tumor.  None  of  these 
responses  were  considered  striking,  and  aU 
were  of  short  duration  (one  or  two  months). 
As  in  other  anatomic  areas  where  local 
administration  of  nitrogen  mustard  has  been 
utilized,  the  subjective  benefit  of  pain  rehef 
was  often  stressed. 

Protracted  intra-arterial  infusion 
OF  ANTIMETABOLITES.  The  initial  report  of 
Sullivan  et  aV^  describing  the  complete 
disappearance  of  a carcinoma  of  the  cervix 
after  protracted  infusion  of  hypogastric 
arteries  with  methotrexate  gave  real  im- 
petus to  this  technic  for  this  disease.  The 
largest  and  most  successful  experience  re- 
ported is  that  of  Trussel  and  Mitford- 
Barberton®®  who  treated  13  patients,  all 
previously  untreated,  by  this  approach. 
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In  7 of  these  13  patients  there  was  at  least 
50  per  cent  regression  of  the  tumor  and 
complete  regression  of  gross  tumor  in  1 case. 
Three  patients,  2 of  whom  were  in  the  re- 
sponding group,  died  as  a result  of  the  treat- 
ment. Our  own  initial  experience  with 
protracted  methotrexate  infusion,  which 
was  extended  to  a series  of  10  patients  by 
Paredes,!®^  was  much  less  encouraging. 
Two  of  10  patients  treated  demonstrated 
over  70  per  cent  regression  of  the  cervix 
cancer,  but  1 of  these  died  of  toxicity. 
Summarizing  this  experience  and  aU  re- 
ported cases  treated  by  protracted  metho- 
trexate infusion  there  are  35  patients  for 
evaluation.^^®^®®*^  Of  these,  2 patients 
demonstrated  complete  regression  of  the 
cancer,  and  1 was  known  to  be  free  of  disease 
for  twenty -three  months.  Including  these 

2 patients,  14  of  the  entire  group  of  35 
patients  demonstrated  some  objective  tumor 
regression.  However,  these  were  usually 
of  short  duration,  and,  in  addition,  5 pa- 
tients died  of  complications  of  the  treat- 
ment. 

Hypogastric  artery  infusion  of  other 
antimetaboUtes  has  not  been  very  encourag- 
ing. Three  patients  with  carcinoma  of  the 
cervix  were  treated  with  5-FU  by  Paredes, 
and  2 of  these  demonstrated  40  to  50  per 
cent  regression  lasting  less  than  one  month. 
Hall  et  described  “objective  response” 
in  1 of  8 patients  treated  by  protracted 
intra-arterial  infusion  with  8-azoguanine. 

It  would  appear  from  these  reports  of 
regional  chemotherapy  for  carcinoma  of  the 
cervix  that  there  is  an  occasional  beneficial 
response  by  each  method,  but  all  approaches 
and  agents  utihzed  thus  far  have  been 
generally  disappointing.  Only  4 striking 
and  beneficial  objective  responses  have  been 
achieved  in  this  entire  collected  series  of  103 
patients.  Although  there  were  other  pa- 
tients who  received  subjective  benefit  with- 
out objective  tumor  regression,  the  preceding 
figure  gives  a realistic  picture  of  our  lack  of 
progress  thus  far  with  regional  chemo- 
therapy for  this  disease. 

Miscellaneous  epidermoid  and 
transitional  cell  cancers 

There  are  limited  objective  data  on 
squamous  cancers  of  other  sites  treated  by 
regional  chemotherapy.  Two  of  our  pa- 
tients with  epidermoid  carcinoma  of  the 


thoracic  esophagus  failed  to  respond  to  high 
dosage  of  alkylating  agent  administered 
by  MTO,  but  Duff  and  his  coworkers”^ 
obtained  one  objective  response  of  this 
same  tumor  treated  with  nitrogen  mustard 
by  a similar  technic,  lAO.  These  lesions 
are  not  well  suited  anatomically  for  the  other 
various  regional  methods  described. 

Transitional  cell  carcinoma  of  the  bladder, 
ureters,  or  kidney  pelvis  would  seem  a 
suitable  group  of  lesions  for  trial  of  regional 
chemotherapy  in  view  of  their  poor  prog- 
nosis by  accepted  therapeutic  methods. 
Of  8 patients  collected  from  several  series 
describing  intra-arterial  injection  of  nitro- 
gen mustard  or  related  compounds,  there 
were  no  objective  responses.  Two 

patients  with  bladder  cancer  treated  by 
perfusion  with  nitrogen  mustard  and  1 
similar  patient  in  our  experience  had  no 
objective  tumor  response.  We  perfused 
3 other  patients  with  bladder  cancer,*®  2 
with  methotrexate  and  one  with  cyclo- 
phosphamide. None  of  these  demonstrated 
tumor  regression. 

The  absence  of  reports  of  successful 
treatment  of  bladder  cancer  by  any  regional 
chemotherapeutic  technic  may  be  due  to 
limited  trials,  but  there  have  been  no  reports 
thus  far  to  give  us  encouragement  for  the 
future.  The  lack  of  response  of  transitional 
ceU  carcinoma  is  borne  out  by  our  ex- 
perience in  treating  patients  with  hver  me- 
tastases  from  primary  carcinoma  of  the 
bladder,  ureter,  or  renal  pelvis.  Three  such 
patients  treated  with  protracted  hepatic 
artery  infusion  of  antimetaboUtes,  and 
another  treated  with  fractionated  nitrogen 
mustard,  failed  to  show  any  evidence  of 
tumor  regression.  Admittedly,  reported  ex- 
perience with  this  group  of  tumors  is  too 
small  for  final  conclusions,  but  the  paucity 
of  reports  may  well  be  a sign  that  others 
are  faiUng  to  see  objective  tumor  response 
with  these  technics. 

There  are  occasional  responses  to  regional 
chemotherapy  of  other  less  common  types 
of  epidermoid  carcinoma.  Fractionated  in- 
tra-arterial nitrogen  mustard  therapy  to  a 
massive  squamous  cancer  originating  in  a 
sinus  tract  produced  a striking  objective 
response  in  1 of  our  patients  (Fig.  14). 
Of  3 patients  with  pulmonary  metastases 
from  epidermoid  carcinoma  of  the  head  and 
neck  area,  2 had  marked  radiographic  re- 
gression of  the  lesions  after  midtorso  occlu- 
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FIGURE  14.  (A)  Patient  with  large  squamous  car- 
cinoma of  thigh  originating  in  chronic  sinus  tract. 
(B)  Same  patient  one  month  after  three  courses  of 
nitrogen  mustard  (total  dose  2.1  mg.  per  kilogram) 
through  common  iliac  artery  catheter  inserted  via 
the  left  brachial  artery.  Patient  received  sodium 
thiosulfate  injections  in  contralateral  saphenous 
vein  simultaneous  with  daily  injections  of  nitrogen 
mustard  in  an  effort  to  reduce  systemic  toxicity. 
Despite  complete  regression  of  gross  tumor,  biopsy 
of  this  area  at  this  time  revealed  residual  car- 
cinoma. Irradiation  therapy  was  then  instituted. 

sion  and  high  doses  of  alkylating  agent  to 
the  upper  half  of  the  body  (Fig.  15).  One 
had  microscopic  evidence  of  residual  tumor 
at  autopsy  a short  time  later,  and  the  other 
has  maintained  her  response  three  months 
following  treatment.  Other  authors  writing 
of  perfusion  or  infusion  chemotherapy  of 


epidermoid  cancer  in  other  than  the  common 
sites  demonstrate  similar  objective  benefits 
in  selected  cases.  Although  individually 
encouraging  to  the  investigator,  these  re- 
sponses are  the  exception  rather  than  the 
rule. 

Adenocarcinoma 

Adenocarcinoma  has  received  less  ex- 
tensive trial  of  regional  chemotherapy  than 
epidermoid  cancer.  Byron  et  utilizing 
cardiac  catheters  to  administer  intra-arterial 
nitrogen  mustard,  state  that  they  have  seen 
no  objective  responses.  The  first  report  of 
regional  perfusion  of  18  adenocarcinomas  of 
various  sites,  using  alkylating  agents, 
claimed  no  objective  tumor  responses.**^ 
Others  reporting  experience  with  perfusion 
or  arterial  infusion  chemotherapy  have 
presented  a few  objective  responses  to 
chemotherapy,  but  there  is  not  much  en- 
couragement to  be  found  in  the  literature. 
We  wiU  consider  the  individual  tumors  and 
experience  that  has  been  accumulated. 

Breast  tumors.  The  Tulane  groups*®’ 
has  described  “high  leak”  perfusion  of  the 
breast  area  with  PAM  or  HN2  in  9 patients 
without  evidence  of  objective  response. 
Intra-arterial  nitrogen  mustard  therapy 
(combined  with  oxytetracychne)  in  3 pa- 
tients reported  by  ArieP^®  showed  a similar 
lack  of  response.  Little  effort  has  been 
expended  on  regional  chemotherapy  of 
breast  cancer  owing  to  the  lack  of  regional 
distribution  of  disease  in  the  incurable  pa- 
tient and  the  proved  effectiveness  of  other 
methods  of  paUiative  treatment. 

Gastrointestinal  tract.  Although 
there  are  occasional  descriptions  of  regional 
chemotherapy  administered  to  other  sites 
in  the  gastrointestinal  tract,  the  only  ob- 
jective data  we  have  concern  adenocar- 
cinoma of  the  colon  and  rectum.  Most  of 
those  patients  on  whom  data  are  available 
manifest  pelvic  recurrence  after  prior  surgi- 
cal resection  and  anastmosis,  or  abdomino- 
perineal resection. 

Regional  perfusion  of  recurrent  adeno- 
carcinoma of  the  colon  and  rectum  has 
yielded  conflicting  reports.  In  our  own 
series  we  have  used  nitrogen  mustard  in 
2 cases,  mitomycin  C in  5 cases,  metho- 
trexate in  1 case,  and  fluorinated  pyrimi- 
dines in  5 cases.  Of  the  11  patients  who 
can  be  evaluated,  there  was  only  1 who 
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FIGURE  15.  (A)  Metastatic  epidermoid  carcinoma  to  lungs  from  carcinoma  of  hypopharynx.  (B)  Radio- 
graphic  disappearance  of  lesions  after  treatment  with  chloramine  picryl  sulfonate  (2.5  mg.  per  kilogram) 
administered  by  midtorso  occlusion. 


demonstrated  any  objective  change.  This 
consisted  of  central  tmnor  necrosis  of  a 
perineal  recurrence  after  pelvic  perfusion 
with  5-FU  and  was  of  doubtful  significance. 
In  the  collected  series  of  Herter  et 
Golomb  et  and  Yount  and  Hxurley,*^® 

there  are  a total  of  38  patients  undergoing 
pelvic  perfusion  for  this  disease.  It  is 
difficult  to  categorize  all  the  reported  re- 
sponses because  of  the  different  criteria  of 
evaluation  utilized.  None  of  the  12  pa- 
tients receiving  perfusion  with  alkylating 
agents  and  described  by  Reemtsma  et 
Herter, and  ourselves^®  demonstrated 
objective  evidence  of  tumor  response,  while 
9 of  14  patients  receiving  perfusion  with  the 
same  agent  and  described  by  Yount  and 
Hurley***  are  reported  as  demonstrating 
objective  responses.  From  our  personal 
experience,  I suspect  this  difference  in  re- 
sponse may  be  a semantic  one,  and  I seriously 
doubt  that  adenocarcinoma  of  the  colon 
and  rectum  responds  well  enough  to  alky- 
lating agents  to  be  considered  beneficial  to 
the  patient.  Pain  rehef  is  another  matter, 
but  this  beneficial  aspect  cannot  be  in- 
volved in  om-  evaluation  of  these  procedures 
as  antineoplastic  therapy. 

The  response  of  adenocarcinoma  of  the 
rectum  and  colon  to  regional  perfusion  with 
antimetabohtes  has  been  evaluated  by 
Golomb  et  Yount  and  Hmrley*** 

and  ourselves.  Of  4 patients  treated  with 
5-FU  by  Golomb,***  1 patient  had  an 
initial  objective  regression  of  a perineal 
recurrence  which  was  maintained  with 


systemic  chemotherapy.  Yount  and 
Hurley*'*  have  a similar  case.  Of  5 pa- 
tients receiving  perfusion  with  antimetab- 
oUtes  in  our  experience  only  1 patient  had 
objective  regression,  and  this  was  quite 
minimal.  Thus,  in  the  combined  group  of 
14  patients  undergoing  antimetabohte  per- 
fusion, there  were  only  two  significant 
objective  responses,  both  of  which  may  have 
been  due,  in  part,  to  additional  systemic 
therapy  given. 

Infusion.  Intra-aortic  injections  of  ni- 
trogen mustard  or  related  agents  have  been 
reported  by  Krakoff  and  Sulhvan;*®  Byron 
et  Ariel;**®  Stevens,  Thomas,  and 

Wilbur;®*  and  Sehgman  et  al.*  Of  this  col- 
lected group  of  53  patients  in  whom  foUow-up 
is  known,  no  more  than  7 patients  have  any 
evidence  of  tiunor  response.  The  details 
of  the  degree  and  duration  of  the  response 
in  these  patients  is  not  given  in  these  re- 
ports. All  but  two  of  these  authors  ob- 
served no  objective  tumor  response  in  any  of 
their  cases. 

Protracted  intra-arterial  infusion  of  re- 
cmrent  pelvic  adenocarcinoma  with  anti- 
metabolites has  been  described  by  a niunber 
of  authors.  The  number  of  patients  for 
whom  objective  evaluation  of  tumor  re- 
sponse is  available  is  too  small  to  assess  this 
technic  adequately.  In  our  personal  ex- 
perience with  Clarkson  there  has  been  no 
objective  evidence  of  tumor  response  when 
treatment  was  given  to  pelvic  recurrence. 
One  would  expect  occasional  significant 
tumor  responses  to  protracted  arterial  in- 
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fusion  of  antimetabolites  on  the  basis  of 
results  of  systemic  therapy  with  these  same 
agents,  particularly  fluorinated  pyrimidines, 
but  the  few  available  reports  suggest  little 
additional  benefit.  Our  infusion  experience 
with  colon  and  rectal  cancer  has  been 
chiefly  concentrated  on  the  liver  metastases 
from  these  primary  sites.  Of  12  patients 
treated  by  one  or  more  courses  of  hepatic 
artery  infusion  of  antimetabolites,  there 
were  2 patients  who  demonstrated  objective 
evidence  of  significant  tumor  response. 
This  was  of  short  duration  in  both  instances, 
however,  and  could  not  be  considered 
beneficial  to  the  patient. 

Liver 

Perfusion.  Although  the  mechanical 
features  of  isolated  perfusion  of  the  liver 
have  intrigued  a number  of  surgeons,  there 
is  no  reported  clinical  experience  with  this 
procedure  except  for  the  2 patients  described 
by  Ausman  and  Aust.®^  The  therapeutic 
effectiveness  of  the  procedure  in  these  2 
patients  cannot  be  evaluated.  It  seems 
unlikely  that  there  would  be  much  en- 
thusiasm at  present  for  isolated  perfusion 
of  the  fiver  in  view  of  the  magnitude  of  the 
procedure,  and  the  limited  response  ob- 
served following  treatment  with  the  avail- 
able agents  by  other  technics. 

Infusion.  The  major  portion  of  our 
own  experience  with  the  intra-arterial  ad- 
ministration of  chemotherapeutic  agents 
via  the  hepatic  artery  has  been  for  meta- 
static rather  than  primary  fiver  carcinoma.^® 
A number  of  these  cases  have  already  been 
mentioned  in  previous  discussion  of  the 
treatment  of  the  primary  site.  Most  of 
them  were  treated  with  protracted  intra- 
arterial infusion  of  antimetabolites  and,  as  a 
general  rule,  those  patients  demonstrating 
objective  response  in  fiver  size,  fiver  func- 
tion tests,  and  so  forth,  demonstrated  re- 
growth to  pretreatment  status  in  four  to 
eight  weeks.  This  was  true  of  the  9 pa- 
tients demonstrating  response  in  our  pre- 
viously reported  series  of  16  adequately 
treated  patients.®®  Byron  and  his  co- 
workers®®  reported  15  patients  with  fiver 
metastases  treated  with  nitrogen  mustard 
injections  via  hepatic  artery  catheters. 
Six  of  this  group  showed  objective  response 
in  the  fiver  metastases,  but  the  duration  of 
the  response  is  unknown.  Variability  in 


the  behavior  of  the  primary  neoplasm  makes 
careful  categorization  of  the  responses  to 
regional  chemotherapy  of  the  fiver  very 
difficult  to  evaluate.  It  is  our  impression, 
from  experience  with  over  25  patients  treated 
via  the  hepatic  artery,  that  the  responses 
obtained  were  somewhat  more  frequent  than 
one  might  expect  from  systemic  chemo- 
therapy. However,  the  duration  of  re- 
sponse obtained  by  this  approach  was  so 
short  in  our  experience  that  the  procedure 
seemed  unjustified. 

Regional  arterial  chemotherapy  of  pri- 
mary fiver  cancer  has  been  reported  rarely. 
Byron  et  al.^^  treated  2 patients  with  nitrogen 
mustard  via  the  hepatic  artery  and  observed 
no  response.  Westbury®®  treated  1 patient 
by  continuous  arterial  infusion  in  the  hepatic 
artery  and  described  a good  initial  response, 
but  the  duration  of  the  response  is  im- 
known.  Three  patients  in  our  series  had 
primary  fiver  cancer.  Two  patients  had  a 
definite  objective  response  in  the  tumor  after 
antimetabolite  infusion  treatment,  but  it 
lasted  only  three  or  four  months.  The 
limited  experience  represented  by  these  6 
cases  is  somewhat  disappointing. 

Adenocarcinoma  of  the  prostate 

Protracted  arterial  infusion  chemo- 
therapy has  not  been  reported  for  prostate 
cancer,  but  Hodges,  Behnam,  and  Morre®^ 
have  treated  4 cases  with  single  intra-aortic 
injections  of  5-FU.  These  patients  demon- 
strated no  response,  but  the  regional  nature 
of  this  therapy  might  be  questioned. 
Hodges  also  carried  out  regional  perfusion 
of  3 patients  with  prostate  cancer  using 
actinomycin  D as  the  agent.  The  2 sur- 
viving patients  demonstrated  no  objective 
tumor  response.  The  only  other  reported 
regional  perfusions  for  prostate  cancer  are 
2 patients  treated  with  nitrogen  mustard 
by  Herter  et  He  observed  a 30  and 

50  per  cent  initial  regression  in  the  palpable 
tumor,  but  there  was  soon  regrowth  of  each 
lesion.  In  our  single  experience  with  per- 
fusion for  prostate  cancer  we  employed  a 
kelating  agent,  dithizon,  and  noted  no 
objective  change  in  the  lesion.  The  sparcity 
of  reported  experience  with  regional  chemo- 
therapy for  prostate  cancer  is  undoubtedly 
due  to  very  satisfactory  paUiative  measures 
already  available  to  us.  This  is  quite  anal- 
ogous to  the  situation  with  breast  cancer. 
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Adenocarcinoma  of  the  ovary 

Ovarian  carcinoma  often  remains  a local- 
ized problem  in  the  abdomen  and  pelvis,  a 
situation  which  should  lend  itself  to  regional 
technics. 

Perfusion.  Regional  perfusion  of  ovar- 
ian carcinoma  has  been  reported  in- 
frequently, since  the  distribution  of  this 
disease  would  usually  require  total  abdom- 
inal perfusion.  Krementz  et  reported 
2 patients  who  had  pelvic  perfusion,  and 
Parker  and  Shingleton^"®  described  5 pa- 
tients treated  by  total  abdominal  and/or 
pelvic  perfusion  with  alkylating  agents. 
In  this  group  of  7 patients  there  was  no 
objective  evidence  of  tumor  response.  How- 
ever, 1 of  our  3 patients  undergoing  total 
abdominal  perfusion  with  a similar  agent, 
chlorimine  mustard,  has  had  a definite 
objective  response  lasting  for  three  months. 

We  have  subjected  6 patients  with  ovarian 
carcinomatosis  to  pelvic  or  total  abdominal 
perfusion  with  mitomycin  Two  of 

these  patients  had  minimal  objective  regres- 
sion of  masses  that  proved  to  be  of  no  real 
chnical  significance.  One  patient  had  a 
more  prominent  objective  regression  of 
abdominal  masses  with  reUef  of  intestinal 
obstruction.  The  duration  of  response  was 
only  three  or  four  months,  however. 

Adding  up  those  patients  reported  by 
Krementz  et  Parker  and  Shingleton,*“ 
and  ourselves*®  plus  several  unreported 
cases  in  our  own  experience,  there  are  only 
16  patients  with  ovarian  cancer  available 
for  objective  evaluation.  Only  2 of  the  16 
demonstrated  significant  objective  response 
of  the  tumor,  and  in  each  instance  the 
duration  of  response  was  approximately 
three  months.  There  appears,  then,  to  be 
little  encouragement  from  the  results  of 
regional  perfusion  for  ovarian  carcinoma 
seen  thus  far. 

Infusion.  A total  of  32  patients  have 
been  reported  in  whom  intra-arterial  (intra- 
aortic) injection  of  nitrogen  mustard  has 
been  employed. From  the  de- 
scriptions of  the  course  in  these  patients 
there  appeared  to  be  no  more  than  6 of  the 
32  who  demonstrated  objective  evidence 
of  tumor  response.  In  none  of  these 
patients  was  the  degree  of  response  striking, 
and  the  duration  was  less  than  two  months 
in  aU  but  1 case,  a response  lasting  five 
months. 


Testis  cancer 

Cancers  of  the  testis  have  been  shown  to 
respond  to  various  combinations  of  systemic 
chemotherapy.  It  would  seem  important, 
therefore,  to  assess  regional  chemotherapy 
for  this  disease,  but  no  reports  could  be 
found.  In  our  own  experience,  one  pelvic  per- 
fusion and  one  total  abdominal  perfusion, 
each  utilizing  nitrogen  mustard  as  the  agent, 
produced  minimal,  if  any,  objective  response 
in  the  tumor.  Significant  pain  relief  oc- 
curred in  1 case,  and  significant  neurologic 
damage  occurred  in  the  other,  but  in 
neither  case  was  the  antitumor  effect  of 
increased  drug  concentration  observable. 
High  concentrations  of  this  same  agent  or 
the  transformation  product,  chlorimine 
mustard,  were  achieved  in  the  lungs  by 
means  of  midtorso  occlusion  for  treatment 
of  3 patients  with  pulmonary  metastases 
from  embryonal  carcinoma  of  the  testes. 
One  patient  had  a pronounced  regression 
with  disappearance  of  pulmonary  and  cer- 
vical node  metastasis,  but  died  in  less  than 
three  months  of  cerebral  metastases.  One 
patient  had  minimal  but  definite  decrease 
in  size  of  pulmonary  metastases  after  one 
of  four  such  regional  treatments  but  died 
within  one  year  of  brain  metastases.  The 
third  patient  had  no  response  to  several 
trials  of  regional  chemotherapy  of  pulmonary 
metastases  with  these  alkylating  agents. 

These  5 patients  plus  1 patient  showing 
minimal  response  to  pelvic  perfusion  with 
actinomycin  D are  our  total  experience  with 
regional  chemotherapy  for  this  disease. 
It  would  appear  that  firrther  study  might 
be  worth  while  in  view  of  encouraging 
experience  with  systemic  chemotherapy. 
Experience  with  nitrogen  mustard  or  chlo- 
ramine mustard  in  regional  chemotherapy 
has  been  encouraging  in  only  1 of  5 patients 
described,  but  other  agents  have  not  been 
adequately  explored. 

Sarcoma 

Except  for  a few  isolated  reports,  most 
experience  with  regional  chemotherapy  for 
sarcoma  has  been  by  perfusion  technics. 
Two  of  6 patients  treated  by  intra-arterial 
nitrogen  mustard  by  Ariel**®  and  Byron 
et  al.^^  demonstrated  tumor  regression.  Of 
4 patients  treated  by  Westbury**  by  con- 
tinuous arterial  infusion  of  methotrexate,  1 
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patient  was  said  to  show  objective  response, 
but  the  duration  of  response  in  these  patients 
is  not  known. 

In  an  early  report  of  perfusion  chem- 
otherapy with  PAM,  Krementz^*^  reported 
that  19  of  26  patients  with  sarcoma  showed 
some  objective  response.  Five  of  10  pa- 
tients with  sarcoma  who  could  be  evaluated 
demonstrated  some  objective  tumor  response 
to  PAM  in  a series  reported  by  Stehhn  and 
Clark. Trapeznikov  and  Avdeyevai®“  of 
the  USSR  described  extremity  perfusion  of 
sarcomas  of  bone  and  soft  parts  with  PAM 
in  23  patients.  Although  it  is  not  possible 
to  determine  the  number  of  objective 
responses  in  his  report,  it  was  stressed  that 
early  recurrence  was  often  noted,  even  in 
those  patients  showing  an  initially  good 
response  to  PAM.  Golomb  et  re- 

ported 8 patients  with  sarcoma  subjected 
to  perfusion  with  HN2  or  actinomycin  D. 
Although  6 of  these  8 patients  demonstrated 
some  objective  evidence  of  tumor  response, 
only  3 persisted  for  more  than  one  month. 
RochUn'®®  had  objective  evidence  of  tumor 
response  in  the  first  11  patients  with  sar- 
coma who  received  perfusion  with  a com- 
bination of  PAM  and  actinomycin  D. 
From  this  and  more  recent  experience  he 
has  had,  it  would  appear  that  sarcoma  has  a 
high  incidence  of  objective  tumor  regression. 
Persistence  of  residual  tumor  with  early 
regrowth  is  the  rule,  unless  surgery  is 
carried  out  subsequent  to  the  perfusion. 
Rochlin,  who  now  has  had  experience  with 
over  70  patients  with  sarcoma,  has  stressed 
the  advantage  of  preoperative  chemother- 
apeutic perfusion  in  providing  sufficient 
tumor  regression  to  allow  limited  surgical 
excision  rather  than  primary  amputation. 

The  reported  cases  of  Krementz,  Stehlin 
etal.,  Herter  et  a/. , “ W estbury , * ^ Rochlin,  ^ ^ ® 
and  Golomb  et  al.,  and  our  7 unreported 
cases  provide  a cumulative  experience  of 
regional  perfusion  for  sarcoma  with  alkylat- 
ing agents  and/or  actinomycin  D in  66 
patients.  The  experience  of  Trapeznikov 
and  Avdeyevai®”  although  large,  was  too 
difficult  to  analyze,  and  the  4 patients 
reported  by  Keating  were  not  included 
because  of  severe  overdosage  in  3 of  these 
patients.  Of  these  66  patients,  there  were 
43,  or  approximately  two-thirds,  who  dem- 
onstrated objective  evidence  of  some 
tumor  regression.  It  is  difficult  to  deter- 
mine the  degree  or  duration  of  the  responses 


observed  in  this  over-aU  group.  However, 
the  more  extensive  experiences  of  Rochlin 
and  of  Trapeznikov  would  lead  us  to  be- 
lieve that  most  responses  are  “pjartial”  and 
of  short  dm-ation  unless  the  perfusion  is 
complemented  by  some  other  form  of 
therapy.  In  Rochhn’s  large  series  with 
PAM  and  actinomycin  D,  perfusion  plays 
the  role  of  preoperative  therapy  in  the  cur- 
able case  rather  than  purely  paUiative 
therapy  for  the  advanced  case. 

Lymphoma.  This  particular  form  of  sar- 
coma is  usually  treated  with  combinations 
of  irradiation  therapy  and  systemic  chem- 
otherapy. In  advanced  problems  of  re- 
gionally locahzed  lymphoma  there  may  be  a 
role  for  regional  chemotherapy,  particularly 
in  those  patients  who  have  received  maxi- 
mum local  x-ray  therapy  and  who  do  not 
seem  to  respond  to  safe  dosage  of  systemic 
chemotherapy.  Of  a total  of  7 patients 
reported  by  Ariel,®*-  Byron  etal.,^ Krakoff 
and  SuUivan^®  and  7 of  our  patients  treated 
with  nitrogen  mustard  by  regional  technics, 
there  were  12  of  the  14  patients  who  demon- 
strated objective  evidence  of  tumor  response 
in  the  treated  area.  The  duration  of  the 
response  was  extremely  short,  and  active 
regrowth  of  the  disease  was  frequently 
evident  within  one  month,  rarely  long 
enough  to  be  of  real  benefit  to  the  patient. 

Kaposi’s  disease.  The  special  form  of 
angiosarcoma  known  as  Kaposi’s  disease  is 
uncommon,  but  it  may  be  unusually  suited 
for  regional  chemotherapy.  In  a large  series 
of  60  patients  with  Kaposi’s  sarcoma  treated 
with  intra-arterial  nitrogen  mustard.  Cook*** 
described  complete  disappearance  of  disease 
in  9 patients  for  an  average  duration  of 
twenty-three  months  before  signs  of  re- 
activation. Twenty-seven  of  the  60 
patients  had  objective  evidence  of  improve- 
ment in  the  lesions,  and  this  persisted  for 
an  average  time  of  seven  months.  The  in- 
cidence and  duration  of  response  is  unusually 
good  in  comparison  with  the  observed  re- 
sponses to  intra-arterial  administration  of 
nitrogen  mustard  for  other  lesions.  There  is 
no  reported  experience  with  continuous  arte- 
rial infusion  chemotherapy  of  Kaposi’s  disease. 
Monaco  and  Austen**®  have  reported  2 
patients  given  nitrogen  mustard  by  isolated 
regional  perfusion.  At  ten  months  after 
perfusion,  1 patient  was  in  excellent  condi- 
tion. The  other  patient  remained  quiescent 
for  a period  of  six  months  after  perfusion. 
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but  recurrence  required  amputation  at  that 
time.  Our  own  experience  with  1 patient 
treated  by  perfusion  with  chlorimine  mus- 
tard and  another  by  fractionated  adminis- 
tration of  intra-arterial  chlorimine  mustard 
have  both  been  very  disappointing.  In 
each  instance,  the  local  disease  under- 
going treatment  was  quite  bulky  and 
complicated  by  postirradiation  fibrosis. 
This  may  well  be  a significant  factor  in 
the  response  rate  after  regional  chem- 
otherapy. 

Comment 

From  oiu*  own  experience  at  Memorial 
Center  with  regional  perfusion  in  more  than 
100  patients  and  arterial  infusion  therapy 
in  a similar  niunber,  it  has  been  difficult 
for  us  to  evaluate  the  specific  clinical  role  of 
regional  chemotherapy.  Our  interest  and 
enthusiasm  have  been  great,  but  our  clinical 
accomplishments  have  been  meager,  indeed. 
The  limitations  of  our  personal  experience 
led  to  this  attempt  to  collect  the  reported 
experience  of  others.  It  soon  became  clear 
that  the  lack  of  standardized  criteria  for 
judging  results  and  the  prehminary  nature 
of  most  reported  experience  would  hinder  a 
detailed  analysis,  but  it  seemed  necessary, 
nevertheless,  to  take  a clear  look  at  the 
current  status  of  regional  chemotherapy. 

Let  us  consider  the  debit  side  of  the  ledger. 
It  appears  that  there  have  been  many 
refinements  in  regional  technics  since  Klopp 
first  described  insertion  of  plastic  catheters 
into  the  external  carotid  artery  for  local 
4dministration  of  nitrogen  mustard.  Al- 
though isolated  instances  of  accomplish- 
ment have  occurred,  particularly  with  some 
melanomas  and  sarcomas,  the  more  complex 
procedures  have  led  to  a minimal  increase 
in  the  response  rate,  or  duration  of  response, 
with  most  types  of  tumors  treated.  We 
have  learned,  for  example,  that  temporary 
objective  tumor  response  of  epidermoid 
carcinoma  of  the  head  and  neck  region  can 
occur  with  continuous  infusion  methods, 
but  the  gains  are  very  similar  to  those 
obtained  with  Klopp’s  initial  fractionated 
approach.  More  depressing,  however,  was 
the  finding  that  aU  of  these  technics  have 
failed  to  modify  significantly  the  course  of 
our  most  troublesome  cancers,  that  is, 
lung  cancer,  gastrointestinal  cancer,  gyn- 
ecologic cancers,  and  hver  metastases  from 


various  sites.  Isolated  examples  of  un- 
expected tumor  response  have  led  most  of 
us  to  continue  these  studies,  but  a reap- 
praisal of  our  coUected  results  with  these 
lesions  was  generaUy  very  disappointing. 

Have  these  studies  in  regional  chem- 
otherapy been  a total  loss?  I am  certain 
that  this  is  not  so.  Let  us  look  at  the  credit 
side  of  the  ledger.  First  of  ah,  this  ap- 
proach has  stimulated  many  to  focus  on  the 
field  of  chemotherapy  of  cancer.  Despite 
the  fact  that  this  is,  in  aU  likehhood,  the 
area  for  our  next  giant  step  in  the  improved 
management  of  cancer,  chemotherapy  was  a 
field  reserved  to  a few  dedicated  workers 
until  a few  years  ago.  Now  internists  and 
radiologists,  as  well  as  surgeons,  are  putting 
effort  into  important  experimental  and 
clinical  studies  in  this  area.  Regional 
chemotherapy  has  led  to  new  information 
on  the  use  of  many  available  compounds  and 
has  stimulated  the  search  for  more  useful 
agents.  A good  example  of  this  is  the 
effort  of  Seligman  and  his  groups  who  are 
exploring  the  possibilities  of  various  enzyme- 
alterable  alkylating  agents  of  very  short 
biologic  “half-hfe.”  The  use  of  antidotes, 
such  as  thiosulfate,  citrovorum  factor,  or 
thymidine  forthe  protection  of  one  area  of  the 
body  while  chemotherapeutic  agents  are 
active  in  another  also  may  prove  to  be  a 
useful  clinical  approach  with  the  tools  we 
now  have.  A great  deal  has  been  learned 
in  these  studies  thus  far  that  cannot  be 
measured  in  terms  of  number  of  months  of 
tumor  response.  The  role  of  arterial  supply 
and  relative  vascularity  of  the  target  tissues, 
the  dynamics  of  the  agents  themselves,  the 
factors  that  decrease  or  enhance  drug 
action,  such  as  pH,  rate  or  method  of 
administration,  role  of  venous  pressure,  and 
so  forth,  the  ineffectiveness  of  bone  marrow 
infusion  as  a means  of  systemic  protection, 
and  the  possible  role  of  regional  chem- 
otherapy as  an  adjunct  therapy  are  just  a 
few.  Stimulation  of  investigation  into  the 
role  of  varying  regional  tissue  oxygenation 
as  a means  of  increasing  the  therapeutic 
index  of  chemotherapy,  and  also  of  radiation, 
is  another  useful  result  of  these  studies. 
AU  these  efforts  are  a direct  result  of  regional 
chemotherapy  and  are,  therefore,  useful 
by-products. 

There  are  many  other  avenues  for  future 
investigation  in  this  regional  approach  to 
cancer.  The  combination  of  agents,  par- 
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ticularly  those  with  different  manifestations 
of  toxicity,  may  allow  enhanced  tumor 
response  with  less  damage  to  normal  tissues. 
The  use  of  mitotic  inhibitors,  DNA  (des- 
oxyribose  nucleic  acid)  precursors  with 
isotope  tags,  various  regional  antibody 
technics,  and  radioactive  particles  alone, 
or  incorporated  in  ceramic  microspheres, 
are  all  regional  approaches  that  deserve 
future  study.  It  seems  possible  that  the 
major  contributions  of  regional  chemo- 
therapy to  our  future  knowledge  of  the 
management  of  cancer  will  be  among  the 
various  sidelines  it  has  stimulated. 

For  clinical  treatment  of  cancer,  regional 
chemotherapy  in  its  present  state  appears  to 
be  of  very  limited  value.  In  my  opinion, 
it  remains  an  investigational  technic,  and 
further  study  of  these  methods  should  be 
limited  to  those  institutions  where  the 
clinical  material,  laboratory  faciUties,  and 
supporting  staff  will  allow  pursuit  of  the 
leads  that  have  arisen.  Eventually  regional 
chemotherapy  will  probably  find  an  es- 
tablished place,  either  as  the  principal  ther- 
apy or,  more  hkely,  as  adjunctive  therapy 
in  a few  specific  neoplastic  diseases.  At  the 
present  state  of  development  of  regional 
chemotherapy,  however,  the  patient  who 
receives  weU-administered,  conventional 
therapy  for  his  cancer  is  still  receiving  the  best 
treatment  that  is  available.  Until  further 
advances  are  realized  from  these  studies  of 
regional  chemotherapy,  the  majority  of 
patients,  in  my  opinion,  should  stiU  be 
treated  by  established  technics. 

444  East  68th  Street 
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Case  history 

Jerome  Kamlet,  M.D.;  A thirty -seven- 
year-old  Negro  woman  was  first  admitted 
to  Knickerbocker  Hospital  on  June  25,  1960, 
because  of  vaginal  bleeding  and  weakness. 
She  had  been  aware  of  a large  uterine  tumor 
and  had  experienced  mild  menorrhagia  for 
five  years.  During  the  two  weeks  before 
admission  vaginal  bleeding  had  been  pro- 
fuse, and  weakness  and  dyspnea  had  de- 
veloped. She  had  had  miscarriages  in 
1951  and  1952  but  no  term  dehveries. 

On  admission  she  was  afebrile  and  normo- 
tensive.  The  heart  was  enlarged,  and  a 
soft  apical  murmur  was  heard.  The  uterus 
was  enlarged  and  irregular.  The  hemo- 
globin was  3.2  Gm.  per  100  ml.,  the  white 
cell  count  was  4,000  with  a normal  differ- 
ential. A casual  urine  specimen  had  a 
specific  gravity  of  1.010,  no  albumin  or 
sugar,  5 to  7 red  blood  cells,  and  3 to  5 
white  blood  cells  per  high-power  field  in  the 
sediment.  The  Mazzini  test  result  was 
weakly  positive  but  the  VDRL  finding  was 
negative.  The  total  protein  was  5.7  Gm. 
per  100  ml.,  with  2.9  Gm.  albumin  and  2.8 
Gm.  globulin.  An  electrocardiogram  showed 
nonspecific  T-wave  inversion  in  leads  aVl 
and  Vi  to  V4. 

Following  transfusions  the  hemoglobin 
rose  to  11.7  Gm.  per  100  ml.,  and  a total 
abdominal  hysterectomy  was  done  on  June 
30,  1960.  The  uterus  contained  multiple 
leiomyomas  and  an  endometrial  polyp. 


On  the  fourth  postoperative  day  the 
temperature  rose  to  106  F.  and  the  pulse  to 
140.  The  patient  was  dyspneic,  toxic,  and 
confused.  The  neck  veins  were  distended, 
and  bilateral  crepitant  rales  were  heard 
in  both  lower  lung  fields.  Dullness  and 
decreased  breath  sounds  were  elicited  at  the 
right  base.  There  was  2 plus  leg  edema  and 
paralytic  ileus.  A chest  roentgenogram 
showed  bilateral  basal  infiltrates  and  a 
small  right  pleural  effusion.  The  white 
blood  cell  count  was  15,400  with  83  per  cent 
polymorphonuclear  leukocytes.  There  was 
transient  elevation  of  the  nonprotein  nitro- 
gen to  55  mg.  per  100  ml.  The  serum 
sodiiun  was  129  mEq.  per  liter,  potassium 
3.7  mEq.,  chlorides  103  mEq.,  and  carbon 
dioxide  16  mM.  Serum  glutamic  oxalacetic 
transaminase  was  74  units,  cholesterol  78 
mg.  per  100  ml.  with  52  mg.  esterified, 
serum  bilirubin  2.7  mg.  per  100  ml.,  alkaline 
phosphatase  3 Bodansky  units,  and  cephalin 
flocculation  4 plus.  Sputum  culture  yielded 
Friedlander’s  bacillus  and  coagulase  positive 
hemolytic  Staphylococcus  aureus.  One  of 
several  blood  cultures  yielded  Aerobacter 
aerogenes. 

She  was  treated  with  penicillin,  oxy tetra- 
cycline (Terramycin),  and  chloramphenicol 
(Chloromycetin)  in  large  doses  and  diuretics. 
She  responded  slowly.  The  serum  bilirubin 
rose  to  3.4  mg.  per  100  ml.  then  fell  slowly 
to  normal.  The  urine  was  positive  for 
bile  and  for  urobilinogen  in  a dilution  of 
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1:40.  The  hemoglobin  fell  to  8.5  Gm.  per 
100  ml.  Coombs’  test,  a sickle  cell  prepara- 
tion, and  red  cell  fragility  tests  gave  nega- 
tive findings.  The  mine  specific  gravity 
ranged  from  1.007  to  1.010;  albmninmia 
and  pymia  to  10  to  30  white  blood  cells  per 
high-power  field  were  now  present.  The 
total  protein  was  5.2  Gm.  per  100  ml., 
with  2.3  Gm.  albumin  and  2.9  Gm.  globulin. 

Abdominal  distention  and  vomiting  re- 
quired continuous  gastric  suction.  On  July 
14  a right  pelvic  abscess  was  discovered  and 
drained  through  the  vaginal  vault.  Fecal 
and  purulent  material  continued  to  drain 
both  from  the  vagina  and  from  the  abdom- 
inal wound.  A barium  enculade  demon- 
strated a fistula  between  the  cecum  and  the 
abdominal  wall.  Although  drainage  per- 
sisted, her  general  condition  improved  and 
distention  subsided.  Ferrous  sulfate  (Feosol 
and  norethandrolone  (Nilevar)  were  ad- 
ministered. The  hemoglobin  rose  to  10.9 
Gm.  per  100  ml.  Peripheral  edema  was 
stni  evident.  She  was  discharged  to  a 
convalescent  home  on  September  7, 1960. 

Several  days  later  she  was  readmitted 
because  of  lower  abdominal  pain  and  con- 
tinued drainage  from  the  fistulas.  Intro- 
duction of  diodrast  into  the  abdominal  sinus 
showed  filling  of  a deformed  cecum  and  a 
second  fistulous  tract  to  the  vagina.  Ankle 
edema  was  present  and  the  blood  pressime 
was  100/60.  Catheterized  urine  specimens 
showed  2 to  3 plus  albuminmia,  persistent 
pyuria,  and  granular  and  hyaline  casts. 
One  specimen  had  a specific  gravity  of 
1.025;  all  others  ranged  from  1.008  to 
1.011.  The  nonprotein  nitrogen  was  32  mg. 
per  100  ml.,  creatinine  1.8  mg.,  serum 
albumin  1.7  Gm.,  globulin  4 Gm.,  bilirubin 
0.30  mg.,  alkaline  phosphatase  7 units,  and 
cephalin  flocculation  2 plus.  There  was 
no  sulfobromophthalem  (Bromsulphalein) 
retention  in  forty-five  minutes.  The  hemo- 
globin was  8.1  Gm.  per  100  ml.,  white  blood 
cell  count  5,800,  hematocrit  39,  and  sedi- 
mentation rate  72  mm.  per  hour. 

Drainage  subsided  spontaneously,  and 
the  hemoglobin  rose  to  10.2  Gm.  per  100  ml. 
Digitalis  was  discontinued,  and  the  patient 
was  discharged  to  the  outpatient  clinic  on 
October  17,  1960,  three  and  one-half  months 
after  hysterectomy. 

The  patient  attended  clinic  until  January, 
1961,  during  which  interval  she  had  an 
acneiform  eruption  of  the  face  and  severe 


transient  alopecia.  The  hemoglobin  was 
12.4  Gm.  per  100  ml.,  and  the  white  blood 
cell  count  was  3,000,  with  41  per  cent 
neutrophils  and  59  per  cent  lymphocytes. 
She  developed  pain  and  morning  stiffness 
in  the  knees,  elbows,  feet,  and  the  inter- 
phalangeal  joints  of  the  hands,  as  well  as 
some  vague  abdominal  discomfort.  Pro- 
gressive weight  gain  of  22  poimds  was 
recorded.  No  edema  or  objective  arthritic 
changes  were  described.  The  specific  grav- 
ity of  the  urine  ranged  from  1.015  to  1.020. 
Albuminuria  and  microscopic  pyuria  per- 
sisted; one  casual  specimen  showed  4 to  6 
red  blood  cells  per  high-power  field.  A later 
hemogram  showed  the  hemoglobin  to  be 

11.6  Gm.  per  100  ml.,  the  white  blood  cell 
count  1,750,  with  49  per  cent  neutrophils, 
50  per  cent  lymphocytes,  and  1 per  cent 
eosinophils,  and  the  sedimentation  rate  88 
mm.  per  hour.  The  serum  albumin  was 

4.6  Gm.  per  100  ml.  and  the  sermn  globulin 
1.9  Gm.  The  serology  was  negative  as 
were  C-reactive  protein,  latex  fixation,  and 
L.E.  (lupus  erythematosus)  preparation 
test  results.  Radiologic  examination  of  the 
hands  disclosed  no  lesions.  Urinary  17- 
ketosteroids  and  hydroxy  steroids  were  3.7 
mg.  and  2.8  mg.  per  twenty-fovn  hours 
respectively.  Weakness  and  some  pig- 
mentation of  the  face  and  buccal  mucosa 
were  noted. 

She  was  not  seen  again  until  October  22, 
1962,  when  she  was  readmitted  because  of 
profound  weakness  and  progressive  swelling 
of  her  legs  over  a five-week  period.  She 
also  reported  some  urinary  frequency, 
nocturia,  and  occasional  muscle  cramps. 
The  pulse  was  90,  the  blood  pressure  120/80, 
and  she  was  afebrile.  The  heart  was 
enlarged  to  percussion  but  no  murmurs 
were  heard.  There  was  3 plus  pitting 
edema  of  both  legs.  The  venous  pressure 
was  180  mm.  saline.  The  circulation  time 
by  dehydrocholic  acid  (Decholin)  was  15 
seconds. 

The  hemoglobin  was  5.3  Gm.  per  100  ml. 
and  the  hematocrit  14.  The  white  blood 
cell  count  ranged  between  4,700  and  5,900 
with  normal  differential  counts.  The  plate- 
let count  was  380,000,  and  reticulocytes 
were  2 per  cent.  Urine  specific  gravity 
ranged  from  1.009  to  1.013.  Albuminuria 
ranged  from  1 plus  to  4 plus,  on  one  occasion 

3.6  Gm.  of  protein  per  twenty-four  hours. 
Microscopic  pyuria  was  constant,  but  no 
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red  blood  cells  were  ever  seen.  The  sedi- 
mentation rate  was  161  mm.  per  hour. 
The  fasting  blood  sugar  was  120  mg.  per 
100  ml.,  nonprotein  nitrogen  328  mg., 
creatinine  15.2  mg.,  uric  acid  6.8  mg., 
calcium  6 mg.,  phosphorus  8.2  mg.,  choles- 
terol 357  mg.,  total  protein  6.1  Gm.,  with 
2.6  Gm.  albumin  and  3.5  Gm.  globulin,  and 
the  alkaline  phosphatase  4.6  units.  The 
serum  sodium  was  138  mEq.  per  liter, 
potassium  4.9  mEq.,  chlorides  106  mEq., 
and  carbon  dioxide  10.5  mM.  VDRL,  L.E. 
preparation,  and  Coombs’  tests  all  showed 
negative  results.  Paper  serum  protein  elec- 
trophoresis revealed  43.5  per  cent  albumin 
(2.7  Gm.),  7.5  per  cent  alpha-1  globulin 
(0.5  Gm.),  15  per  cent  alpha-2  globulin 
(0.9  Gm.),  13  per  cent  beta  globulin  (0.8 
Gm.),  and  20  per  cent  gamma  globulin 
(1.2  Gm.).  Starch  gel  electrophoresis  showed 
a slight  decrease  in  the  albumin  band; 
there  was  a double  beta-lipoprotein  band, 
the  abnormal  band  lying  between  the  point 
of  origin  and  the  normal  beta-lipoprotein 
band.  There  was  no  increase  in  hapto- 
globins. The  cholesterol  in  beta-lipoprotein 
and  the  background  lipid  was  increased. 
There  was  no  lipemia.  The  gamma  globulin 
was  normal.  Urinary  output  ranged  be- 
tween 600  and  800  ml.  daily.  Culture  of 
catheterized  urine  specimens  yielded  A. 
aerogenes  and  Proteus  vulgaris,  and  the 
urine  gave  positive  Bactel  reactions.  On  a 
500  mg.  sodium-50  Gm.  protein  diet  the 
twenty-four-hour  urine  sodium  was  47 
mEq.  per  liter,  potassium  26.4  mEq.,  and 
chlorides  34.2  mEq. 

A chest  roentgenogram  revealed  mild  gen- 
eralized cardiac  enlargement.  A flat  x-ray 
film  of  the  abdomen  showed  normal  renal 
outlines.  An  electrocardiogram  showed  a 
P-R  interval  of  0.24  seconds  and  incom- 
plete left  bundle  branch  block. 

Treatment  consisted  of  bed  rest,  salt 
restriction,  packed  red  cell  transfusions, 
intravenous  fluids,  aluminum  hydroxide  gel, 
calcium,  testosterone,  digitalis,  chloram- 
phenicol, and  later  streptomycin  and  colistin 
(Coly-Mycin).  She  complained  of  ab- 
dominal distention,  and  her  edema  increased. 
Eventually,  lethargy,  weakness,  nausea, 
and  vomiting  appeared.  The  blood  pressure 
rose  to  the  level  of  180,  100.  Marked 
oliguria  and  hyperkalemia  developed,  but 
the  elevated  serum  potassium  was  decreased 
from  8.2  mEq.  to  3.9  mEq.  per  liter  by 


cation  exchange  resins.  However,  the  non- 
protein nitrogen  level  did  not  decline 
significantly,  and  her  general  clinical  status 
deteriorated.  She  died  on  November  19, 
1962,  four  weeks  after  readmission. 

Discussion 

Mardoqueo  I.  Salomon,  M.D.:*  The 
problem  posed  by  this  unusually  detailed 
protocol  appears  to  be  the  classification  of 
renal  disease  in  a thirty-seven-year-old 
Negro  female.  The  disease  progressed  in 
stages  and  caused  her  death  in  a period  of  a 
little  over  two  years. 

Her  first  admission  was  for  uterine 
leiomyomas,  a common  tumor  in  all  women, 
possibly  even  commoner  among  Negro 
women.  These  tumors,  perhaps  abetted  by 
an  endometrial  polyp,  caused  such  severe 
uterine  bleeding  that  she  was  severely 
anemic.  I would  attribute  her  cardiac 
dilatation  and  systolic  murmur  to  the 
anemia.  However,  the  hypoalbuminemia, 
rather  low  white  count,  and  weakly  positive 
Mazzini  test  findings  are  not  related  to  the 
uterine  bleeding,  and  I shall  return  to  them 
later. 

Following  hysterectomy,  she  developed 
severe  pelvic  sepsis  followed  by  a pelvic 
abscess  and  multiple  fistulas.  I would 
think  that  this  was  a direct  complication 
of  surgery  rather  than  the  expression  of 
some  underlying  disease  process  that  had 
been  triggered  by  the  surgery.  During 
the  acute  phase  of  the  septic  process,  she 
developed  frank  cardiac  failure,  documented 
by  basal  rales,  distended  neck  veins,  and 
possibly  the  pleural  effusion,  and  also  had 
a mild  degree  of  azotemia  that  may  have 
been  prerenal.  Could  the  disturbed  liver 
function  test  results,  the  elevated  bilirubin, 
and  the  positive  cephalin  flocculation  have 
been  the  result  of  congestive  heart  failure 
per  se?  I think  so.  Parker  and  Felder^ 
have  described  jaundice  in  heart  failure 
without  pulmonary  infarction,  and  Sher- 
lock* has  confirmed  their  observations, 
adding  that  a normal  alkaline  phosphatase 
can  confirm  the  presence  of  such  a state. 
This  seems  to  have  been  true  of  today’s 
patient  at  the  time  of  her  acute  illness. 
In  passing,  at  that  time  she  had  hyposthe- 
nuria, pyuria,  and  hypoalbuminemia. 

* Attending  Physician,  Knickerbocker  Hospital;  Assistant 
Clinical  Professor  of  Medicine,  New  York  Medical  College. 
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The  vagrant  thought  of  “lupoid  hepatitis,” 
that  ill-defined  entity,  crossed  my  mind  at 
this  point,  and  the  notion  of  underlying 
lupus  was  reinforced  by  the  subsequent 
development  of  an  acneiform  eruption, 
alopecia,  rheumatoid  pains,  and  a decided 
leukopenia.  Whatever  “lupoid  hepatitis” 
may  be,  the  clinical  features  can  be  en- 
countered in  three  circumstances;  (1)  a 
patient  with  lupus  who  develops  unrelated 
viral  hepatitis  or  hepatitis  due  to  any  other 
infectious  agent;  (2)  lupus  directly  in- 
volving the  liver,  for  lupus  is  a systemic 
disease;  and  (3)  hepatitis  sui  generis  with 
lupoid  features.  According  to  Kunkel,^ 
lupus  was  never  found  to  involve  liver 
parenchyma  directly,  and  lupoid  hepatitis 
is  not  accompanied  by  renal  damage. 
Ergo,  I must  discard  the  diagnosis. 

I am  unable  to  accoimt  for  the  episode 
of  weakness,  hyperpigmentation,  and  re- 
duced excretion  of  17-ketosteroids  and 
hydroxy  steroids.  It  did  not  eventuate  into 
a full-blown  Addison’s  disease.  I can  only 
guess  that  this  transient  hypoadrenocorticism 
was  an  epiphenomenon  of  her  underlying 
disease. 

Let  us  consider  her  nephrosis.  She  had 
the  classic  triad  of  hypoalbuminemia,  pro- 
teinuria, and  edema.  It  is  somewhat  dif- 
ficult to  accoimt  for  the  low  serum  albumin 
levels  at  the  beginning  of  her  iUness,  that  is, 
prior  to  the  development  of  severe  album- 
inuria. She  does  not  seem  to  have  been 
suffering  from  malnutrition,  severe  diarrhea, 
malabsorption,  hypercatabolic  hyperprotein- 
emia,  or  any  other  obvious  cause  for  the  low 
serum  albumin.  Therefore,  we  have  to 
postulate  either  that  she  had  had  pronounced 
albuminuria  prior  to  admission  which  had 
spontaneously  improved  somewhat,  or  that 
in  nephrosis  the  anabolism  of  proteins  may 
be  decreased. 

Now,  what  type  of  nephrosis  could  this 
patient  have  had?  I think  we  can  eliminate 
exogenous  toxins  on  the  basis  of  the  an- 
amnestic data.  Likewise,  I will  exclude 
syphilis.  Abdominal  trauma  and  pelvic 
sepsis  might  make  one  think  of  bilateral 
renal  vein  thrombosis,  but  the  kidneys 
were  not  enlarged,  and  the  evolution  of  the 
disease  is  not  consistent  with  such  an 
hypothesis.  The  same  argument  can  be 
used  to  exclude  amyloidosis.  The  septic 
process  was  too  ephemeral,  and  there  was  a 
period  of  improvement  after  the  infection 


cleared  and  the  fistulas  closed.  I shall  also 
categorically  exclude  such  esoteric  lesions  as 
Futterman’s  microcystic  kidney;  there  is  no 
substantive  evidence.  For  practical  pur- 
poses, there  are  two  major  possibilities: 
(1)  the  nephrotic  stage  of  a glomerulo- 
nephritis, or  (2)  nephrosis  secondary  to  a 
systemic  disease. 

Regarding  the  first  possibility,  I feel 
strongly  that  the  division  of  glomerulonephri- 
tis into  the  so-called  Ellis  type  I and  EUis 
type  II  is  perfectly  justified.  Indeed,  I 
agree  with  Wilson^  who  is  not  deterred  by 
the  occasional  case  which  is  difficult  to 
classify  and  which  falls  in  hazy  borderline 
between  the  two  types.  Squire’s^  observa- 
tions that  there  is  a different  pattern  of 
albuminuria- — membranous  nephritis  having 
a selective  pattern  and  proliferative  nephritis 
having  a nonselective  pattern — strengthens 
the  concept  that  type  I and  type  II  are 
different  maladies.  We  now  know  that 
not  all  cases  of  type  I are  due  to  Rammel- 
kamp’s  nephritogenic  strain  of  streptococcus. 
Other  pathogens  are  able  to  elicit  the  re- 
sponse of  glomerulonephritis;  a variety  of 
bacterial  toxins  can  be  used  as  antigens  in 
experiments  which  yield  varying  forms  of 
glomerular  damage  in  a variety  of  mam- 
mals. However,  nephrosis  is  not  a common 
sequel  or  interlude  in  post-streptococcal 
glomerular  nephritis. 

Even  though  the  pathogens  recovered 
from  this  patient  could  have  caused  an 
Ellis  type  I nephritis,  I am  inclined  to  rule 
out  both  type  I and  type  II  as  the  etio- 
pathologic  factors.  First,  the  patient  re- 
mained normotensive  throughout  her  illness 
except  for  the  preterminal  episode.  Second, 
gamma  globulin  levels  were  persistently  low, 
an  unlikely  occurrence  in  classical  glo- 
merulonephritis. Third,  persistent  leuko- 
penia was  present. 

I must  now  turn  to  the  matter  of  renal 
lesions  accompanying  a systemic  disease. 
I have  already  excluded  amyloidosis.  There 
is  nothing  to  suggest  diabetes.  There  is  a 
good  deal  to  suggest  systemic  lupus.  I am 
not  deterred  by  the  absence  of  L.E.  cells; 
when  present,  they  are  helpful;  their 
absence,  like  so  many  other  negative 
findings,  excludes  nothing.  The  positive 
Mazzini  test  result  sounds  like  the  tiresome 
old  false-positive  we  see  so  commonly  in 
systemic  lupus,  and  I shall  have  to  commit 
myself  to  this  diagnosis. 
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FIGURE  1.  Capsular  surface  of  kidney  showing  a 
few  irregular  scars  and  granularity  with  elevated 
yellowish  dots. 


One  last  word  about  the  pyuria  may  be  in 
order.  Involvement  of  the  kidney  by 
systemic  lupus  is  common,  and  there  is  a 
true  exudate  in  the  renal  interstitial  tissue. 
Therefore,  leukocytes  in  the  urine  are  to  be 
expected.  On  the  other  hand,  the  patient 
was  on  a practically  salt-free  diet  and  still 
kept  on  losing  sodium.  Hence,  the  diagnosis 
of  a superimposed  salt-losing  pyelonephritis 
of  minor  degree  might  also  be  entertained. 
Parenthetically,  the  low  values  for  serum 
sodium  at  the  beginning  of  her  disease 
might  be  ascribed  to  low  intracellular 
osmolality,  a rather  common  accompaniment 
of  extracellular  hypo-osmolality  in  debili- 
tated patients.  Also,  in  an  edematous 
patient,  hyponatremia  attendant  on  hemo- 
dilution  should  be  considered. 

Perry  Berg,  M.D.:  Would  you  de- 

scribe the  difference  between  Ellis  type  I 
and  Ellis  type  II  nephritis? 

Dr.  Salomon:  In  type  I nephritis  the 

onset  is  acute,  often  a sequel  to  streptococcal 
infection.  In  type  II  an  actual  onset  is 
unknown,  and  the  disease  manifests  itself 
insidiously;  there  is  no  demonstrable  an- 
tecedent infectious  episode.  In  type  I 
nephritis  edema  is  less  pronounced  and 


FIGURE  2.  Low-power  view  of  kidney,  PAS  stain, 
showing  atrophic  and  dilated  tubules  with  many 
damaged  glomeruli. 


tends  to  wax  and  wane;  in  type  II  edema 
may  be  the  first  overt  manifestation  of 
renal  disease,  tending  to  be  more  pronovmced 
and  more  persistent.  Histologically,  type  I 
nephritis  tends  to  be  exudative  and  then 
proliferative;  type  II  shows  changes  de- 
scribed as  membranous  transformations  of 
the  glomerular  capillary  wall. 

Ann  Pollak,  M.D.:  Do  you  think  that 

this  patient  had  myocarditis  of  any  sort, 
perhaps  microabscesses? 

Dr.  Salomon:  When  I had  less  gray 

hair,  myocarditis  was  a common  diagnosis. 
Later,  it  was  frowned  on  as  nonscientific. 
More  recently,  a volte  face  has  occurred, 
and  we  now  find  that  many  infectious  and 
inflammatory  diseases  have  a concomitant 
myocarditis.  Indeed,  myocarditis  is  now  in 
fashion.  Whether  today’s  patient  had  an 
exudative  myocarditis  or  actual  micro- 
abscesses as  opposed  to  toxic  interference 
with  myocardial  enzymes  I do  not  know. 

Michael  S.  Bruno,  M.D.:  Don’t  you 

think  that  this  degree  of  heart  failure  is  a 
bit  imusual  in  a thirty -seven-year-old  woman 
without  one  of  the  more  readily  identifiable 
types  of  heart  disease? 

Dr.  Salomon:  Uncommon,  yes.  But 
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FIGURE  3.  View  of  glomerulus.  (A)  Hematoxylin  and  eosin  staining,  showing  reduction  of  capillaries, 
coarsening  of  tuft,  and  thickening  of  Bowman’s  capsule.  (B)  PAS  stain,  showing  a focal  synechia.  (C) 
PAS  stain,  showing  synechia  in  an  epithelial  crescent.  (D)  Methenamine  silver  stain,  showing  diffuse  base- 
ment membrane  thickening  and  synechia  to  a healing  epithelial  crescent. 


the  patient  had,  I believe,  systemic  lupus, 
and  cardiac  failure  can  and  does  occur  in 
such  patients  with  wide-spread  disease. 

Dr.  Bruno:  How  often  is  the  heart 

involved  in  secondary  amyloidosis? 


Dr.  Salomon:  The  distinction  between 

“primary”  and  “secondary”  amyloidosis  on 
the  basis  of  anatomic  distribution  no  longer 
appears  as  valid  as  in  the  days  of  my  youth. 
Indeed,  there  may  not  be  any  real  difference 
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FIGURE  4.  View  of  glomerulus.  (A)  Methenamine  silver  stain,  showing  basement  membrane  of  normal 
thickness  and  a prominent  proliferative  epithelial  crescent.  (B)  PAS  stain,  showing  a large  epithelial  cres- 
cent with  pseudotubule  formation. 


between  “primary”  and  “secondary”  amy- 
loid disease  from  any  standpoint.  In  this 
case,  notwithstanding  the  normotension,  I 
did  not  seriously  consider  amyloidosis  in  my 
differential  diagnosis;  indeed,  the  protocol 
does  not  mention  a Congo  red  test. 

Benjamin  E.  Krentz,  M.D.:  Did  she 
have  systemic  lupus  when  she  was  first 
admitted? 

Dr.  Salomon:  That  question  penetrates 

to  the  heart  of  the  problem.  I believe  that 
she  did,  but  it  is  only  a guess.  It  is  un- 
common for  systemic  lupus  to  progress  to 
death  in  two  years  imless  there  is  renal 
involvement.  Conversely,  in  the  presence 
of  renal  disease,  it  is  imlikely  that  the  patient 
will  survive  for  more  than  two  years.  My 
own  feeling  is  that  the  patient’s  lupus 
attacked  her  kidneys  first,  or  at  least  very 
early  in  the  game. 

Clinical  diagnoses 

1.  Chronic  pyelonephritis  with  nephrotic 
syndrome 

2.  (Uremia) 

3 . Hypertensive  cardiovascular  disease 


Dr.  Salomon's  diagnoses 

1.  Systemic  lupus  erythematosus  with 
severe  renal  involvement 

2.  (Uremia) 

Pathologic  report 

Jacob  Churg,  M.D.:*  At  autopsy  there 
was  a moderate  degree  of  cardiac  hyper- 
trophy, chiefly  of  the  left  ventricle.  In  the 
absence  of  significant  arteriosclerosis  this 
must  be  ascribed  to  hypertension.  There 
was  no  myocarditis.  Apart  from  moderate 
visceral  congestion,  the  major  parenchyma- 
tous organs  other  than  the  kidneys  were 
essentially  normal.  Specifically,  there  was 
no  secondary  parathyroid  hyperplasia;  there 
was  no  adrenocortical  atrophy.  There  was 
no  histologic  evidence  of  vasculitis,  old  or 
recent. 

The  kidneys  were  nearly  normal  in  weight, 
weighing  140  and  130  Gm.  respectively. 
The  capsules  stripped  with  some  difficulty. 

* Director  of  Laboratories,  Barnert  Memorial  Hospital, 
Paterson,  New  Jersey;  Associate  Attending  Pathologist, 
The  Mount  Sinai  Hospital,  New  York  City;  Associate  Clinical 
Professor  of  Pathology,  Seton  Hall  College  of  Medicine. 
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FIGURE  5.  View  of  glomerulus.  (A)  Methenamine  silver  stain,  showing  focal  fibrosis  of  one  lobule  of  the 
tuft.  (B)  Oil  immersion  view  of  part  of  a glomerulus,  methenamine  silver  stain,  showing  thickening  of  the 
basement  membrane  in  some  sections  of  the  capillary  wall  contrasted  with  normal  thickness  in  other 
sections. 


The  capsular  surfaces  showed  some  irregular 
small  scars  and  a diffuse  granularity,  the 
granules  appearing  as  slightly  elevated, 
yellowish  dots  about  1 mm.  in  size  against 
a pale  tan  surface  (Fig.  1).  The  cut  surface 
of  the  kidneys  was  not  revealing;  the  cortices 
were  only  shghtly  narrowed  and  the  basic 
architecture  well  preserved.  Low-power  ex- 
amination (Fig.  2)  revealed  significant  and 
widespread  atrophy  of  tubules,  but  the  bulk 
of  the  organ  was  not  decreased  because  of 
connective  tissue  replacement.  Scattered 
throughout  the  cortex  were  dilated  tubules 
filled  with  albuminous  casts;  when  these 
lay  directly  at  the  capsular  margin,  they 
were  identical  with  the  yellowish  dots  seen 
grossly.  Only  minimal  inflammatory  in- 
filtration was  present  in  interstitial  tissue. 

Closer  inspection  revealed  that  the  primary 
lesion  was  glomerular  in  location.  The 
majority  of  glomeruli  were  abnormal.  The 
capillaries  were  reduced  in  number  and 
individual  lobules  were  more  prominent  and 
more  solid  them  normal;  Bowman’s  capsule 
was  often  thickened  (Fig.  3A).  Focal 
synechiae  were  seen  in  many  glomeruli 
(Figs.  3B,C,  and  D),  varying  somewhat  in  age. 
Other  glomeruli  showed  epitheUal  crescents 


(Fig.  4A),  some  with  pseudotubule  forma- 
tion (Fig.  4B).  The  glomerular  tuft  itself 
showed  progressive  fibrosis  of  the  lobules 
(Fig.  5A)  and,  even  more  striking,  thicken- 
ing of  the  capillary  basement  membrane 
(Fig.  5B).  Ultimately,  glomerular  obsoles- 
cence developed  as  focal  fibrosis  combined 
with  collapse  of  thickened  capillaries  to  form 
a dense  reticulated  configuration  (Fig.  6). 

These  morphologic  features  are  diagnostic 
of  chronic  glomerulonephritis.  It  should  be 
classified  as  Elhs  type  I nephritis  because 
there  is  evidence  of  previous  acute  inflam- 
mation in  the  form  of  glomerular  synechias 
and  epithelial  crescents.  At  the  same  time, 
there  is  marked  thickening  of  basement 
membranes  which  is  a phenomenon  common 
to  nephrotic  syndrome,  almost  irrespective 
of  cause,  whether  active  at  the  time  of 
death  or  resolved  as  in  this  patient. 

I could  find  no  evidence  in  the  renal 
parenchyma  for  a diagnosis  of  chronic 
pyelonephritis.  It  is  likely  that  most  of  the 
white  blood  cells  in  the  urine  were  from 
chronic  cystitis,  possibly  a low-grade  sequel 
to  her  pelvic  sepsis  and  fistulas.  It  is  much 
more  difficult  to  exclude  a diagnosis  of 
systemic  lupus.  Nowadays,  the  histologic 
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FIGURE  6.  Oil  immersion  view  of  part  of  a glo- 
merulus, methenamine  silver  stain,  showing  col- 
lapse of  thickened  capillaries  to  form  a nonfunc- 
tioning reticulated  structure. 

picture  of  lupus  nephritis  is  quite  different 
from  what  was  seen  twenty  years  ago. 
The  classical  wire  loops  have  become  rather 
infrequent  and  sometimes  are  entirely 
absent.  Instead,  one  sees  a picture  of 
subacute  or  chronic  glomerulonephritis  not 
entirely  dissimilar  to  what  we  have  seen  in 
this  patient.  However,  even  if  wire  loops 
are  absent,  other  features  must  be  present 
to  make  an  afiirmative  diagnosis.  Hema- 
toxylin bodies  may  be  considered  pathog- 
nomonic, but  unfortunately  they  are  not 
very  common.  Focal  areas  of  necrosis 
within  the  glomerular  tuft  are  very  sug- 
gestive, particularly  when  accompanied  by 
polymorphonuclear  leukocytes,  especially 
fortified  if  there  is  karyorrhexis  of  the 
polymorphonuclear  leukocytes  and  frag- 
mented nuclear  material  is  strewn  promiscu- 
ously around  the  small  necrotic  foci.  The 
best  histologic  support  for  a diagnosis  of 
lupus  is  a positive  L.E.  cell  preparation. 
None  of  these  features  was  present  in  this 


case.  The  clinical  features  of  leukopenia, 
skin  rash,  and  arthralgia,  although  sugges- 
tive of  lupus,  may  also  be  foimd  in  patients 
with  classical  glomerulonephritis  and  are 
not  firm  differentiating  criteria.  While  I 
cannot  categorically  exclude  lupus,  there  is 
insufficient  evidence  to  accept  such  a 
diagnosis. 

The  question  is  raised  by  this  patient’s 
history  as  to  when  she  actually  developed 
glomerulonephritis.  She  did  not  develop 
the  nephrotic  syndrome  until  a month  or 
six  weeks  before  death.  Two  years  pre- 
viously she  had  had  pneumonia  and  septice- 
mia caused  by  Friedlander’s  bacillus.  Al- 
though most  cases  of  diffuse  glomerulone- 
phritis are  post-streptococcal  in  origin, 
other  pathogens  can  produce  similar  glomer- 
ular lesions.  There  is  no  evidence  of  kidney 
disease  prior  to  her  postoperative  infection, 
and  so  I shall  have  to  incriminate  Fried- 
lander’s bacillus  as  the  etiologic  agent  at 
one  remove.  Even  after  her  discharge  to 
the  outpatient  clinic,  albuminuria  persisted 
and  red  blood  cells  and  white  blood  cells 
were  present  in  her  urine. 

The  precise  date  for  the  onset  of  uremia 
cannot  be  given,  as  the  patient  was  not 
seen  for  a period  of  twenty-two  months. 
Her  renal  disease  imdoubtedly  progressed, 
for  when  she  was  admitted  barely  a month 
before  death,  full-blown  uremia  was  present, 
along  with  the  nephrotic  syndrome. 

Anatomic  diagnoses 

1.  Chronic  glomerulonephritis,  Ellis  type  I 

2.  Nephrotic  syndrome,  resolving 

3.  {Uremia) 

4.  Cardiac  hypertrophy 

References 

1.  Parker,  J.  G.,  and  Felder,  L.:  Jaundice  in  cardiac 

failure  without  infarction,  Ann.  Int.  Med.  43:  1031  (Nov.) 
1955. 

2.  Sherlock,  S.:_  Diseases  of  the  Liver  and  Biliary  Sys- 
tem, 2nd  ed.,  Springfield.  Illinois,  Charles  C Thomas,  1960, 
p.  417. 

3.  Kunkel,  H.  G.:  Personal  communication,  1963. 

4.  Wilson,  C.:  The  natural  history  of  nephritis,  in  Black, 
D.  A.  K.,  Ed.:  Renal  Diseases,  Oxford,  Blackwell,  1962,  p. 
188. 

5.  Squire,  J.  R.:  The  nephrotic  syndrome:  function 

pathology,  in  Milne,  M.  D.,  Ed.:  Recent  Advances  in  Renal 
Diseases,  London,  Pitman,  1960,  p.  71. 


September  1,  1963 — Part  I / New  York  State  Journal  of  Medicine  2543 


A series  of  articles 
dealing  with  tropical  disease 


Tropical  Medicine  for 
Temperate  Climates 

KEVIN  M.  CAHILL,  M.D.,  D.T.M.  & H..  Editor 
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Controlling  the  introduction  of  tropical 
diseases  into  the  United  States  is  largely  a 
task  of  detection  and  exclusion.  Were 
carriers  of  contagious  diseases,  either  human 
beings  or  intermediate  animal  vectors,  to 
settle  and  multiply  on  our  shores,  the 
threat  of  epidemics  that  so  influenced  the 
history  of  the  Western  World  would  again 
be  a reahty.  The  existence  of  epidemic  foci 
of  yellow  fever  in  northern  Central  America, 
the  recent  fatalities  from  smallpox  in 
England,  the  widespread  exposure  from  a 
single  person  with  smallpox  passing  through 
New  York  City,  and  the  annual  outbreaks 
of  cholera  in  India  and  Hong  Kong,  bring 
clearly  to  mind  that  the  threat  is  no  idle 
one. 

Since  1878  the  control  of  international 
communicable  disease  in  this  country  has 
been  under  the  jurisdiction  of  the  U.S. 
Public  Health  Service  Quarantine  Division. 
Prior  to  that  date  each  state  appointed  its 
own  investigators,  who  enforced  varying 
rules,  with  haphazard  results.  In  view  of 
the  dramatic  increase  in  the  number  of 
travelers  and  the  speed  of  transportation  in 
recent  years  a review  of  the  goals  and 
results  of  the  Quarantine  Service,  as  exempli- 
fied by  the  Quarantine  Station  in  New  York, 
is  appropriate  in  this  series. 

The  United  States  Quarantine  Station 
in  New  York  is  located  at  Rosebank,  Staten 
Island,  overlooking  the  Narrows  of  New 

* Present  address:  NAMRO  3,  FPO  540  New  York, 
New  York. 


FIGURE  1.  A view  of  New  York  from  the  Quaran- 
tine Station  on  Staten  Island,  showing  government 
boarding  ships  at  dockside  and  freighters  in  the 
harbor  awaiting  landing  clearance. 


York  Harbor  (Fig.  1).  From  this  base  and 
the  substation  at  Idlewild  International 
Airport,  the  Quarantine  Service  annually 
screens  the  health  status  of  some  1 million 
passengers  and  seamen  on  approximately 
6,000  vessels  and  another  1 million  or  more 
passengers  and  crew  on  about  18,000 
flights.  To  this  monumental  assignment  is 
added  the  final  determination  of  the  health 
of  all  aliens  emigrating  to  the  United  States 
through  this  gateway  to  the  nation. 

Quarantine  is  the  limitation  on  the 
freedom  of  movement  of  a person  or  animal 
exposed  to  a communicable  disease,  lasting 
for  a period  of  time  equal  to  the  longest 
usual  incubation  period  of  that  disease. 
Under  the  conditions  that  now  prevail, 
quarantine  must,  of  necessity,  be  a screen 
and  not  a barrier.  There  are  today,  under 
World  Health  Organization  agreements, 
six  strictly  quarantinable  diseases:  cholera, 
smallpox,  yellow  fever,  plague,  louse-borne 
typhus,  and  relapsing  fever.  International 
quarantine  is  no  longer  mandatory  for 
leprosy,  formerly  included  in  this  category. 
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OeFAnTHKHT  OP 

MCAkTH.  eOUCATION,  AND  WKLPAMC 
PUtLtC  HCAkTM  tCRVICt 


SURVEILLANCE  NOTICE 


TOj  (Nmmw)  , 

As  a saftguarJ  against  tbt  introJuelion  of  . 

you  art  htrtby  plactd  under  btaitb  survtiUance  for  / / days, 

IF  YOU  SHOULD  DEVELOP  SUSPIOOUS  SYMPTOMS  OF  ILLNESS  (such  as  chills, 
fever,  rasb,  diarrbta)  tbis  period.  PRESENT  THIS  NOTICE  PROMPTLY  TO  A 

PHYSICIAN  OR  TO  THE  NEAREST  HEALTH  OFFICER. 

Sumeillmce  tetutre"wnts  are  plaerd  on  • person  who  may  have  been  eaposed  to  m 
disease,  when  the  nth  of  hts  developing  the  disease  is  not  considered  sufficient  to 
warrant  detaining  him  in  tuaianline.  You  are  eupected  to  observe  the  above  retuire- 
meats  to  assiee  protection  of  your  own  health,  the  health  of  you*  associates, 

and  the  public  heatih,  A person  violating  United  States  Foreign  ^araniine  ttegulo’ 
tions.  which  provide  for  these  requirements,  is  subfect  to  a fine  to  f 1.000  and/or 
in^ti«onni«n(  up  lo  one  year. 

This  notice  is  one  means  by  u/bich  the  Public  Health  Service  avoids  delay  and  incon- 
venience lo  travelers  tn  carrying  out  its  responsifri^i/y  of  protecting  the  United  States 
against  communicable  diseases. 


FROM:  Mexico/  Officer  in  Charge  ToUphono  Nwf«bor 

United.States  Quarantine  Station  OLympio  6*5491 

Rosebank.  Staten  Island,  New  York 


TO:  Health  Officer  or  Pbysicim 

If  you  find  evidence  of  the  disease  specified  in  the  person  named,  besides  observing 
pertinent  controls  md  reporting  procedures,  please  notify  this  station  at  once. 

Give  “Date  of  Arrival.**  ’’Conveymce  Identification,**  person's  name,  and  relevant 
details.  Use  telegraph  (collect)  or  telephone  (reverse  charges). 

FIGURE  2.  U.S.  Public  Health  Service  advisory 
notice  given  to  travelers  who  may  possibly  have 
been  exposed  to  a quarantinable  disease  but  in 
whom  actual  infection  is  improbable. 


although  it  is  still  a disease  excludable  from 
the  United  States. 

Based  on  weekly  epidemiologic  reports 
from  the  World  Health  Organization,  the 
Pan  American  Sanitary  Bureau,  and  the 
U.S.  Public  Health  Service,  the  quarantine 
oflBcer  can  determine  from  examination  of  a 
passenger’s  passport  marks  of  the  previous 
two  weeks  whether  or  not  there  is  a sus- 
picion of  contagion.  Thus  when  travelers 
come  from  an  area  where  cholera  or  yellow 
fever  is  endemic,  the  quarantine  officer  can 
require  proof  of  inoculation  against  these 
diseases.  A smallpox  vaccination  within 
the  past  three  years  is  required  of  aU  persons 
entering  the  country,  except  where  there  are 
medical  contraindications  such  as  eczema 
or  pregnancy.  Travelers  from  typhus 
areas  must  be  free  not  only  of  the  disease 
but  also  of  the  lice.  Ships  coming  from 
plague  areas  are  seau'ched  for  rats  by  special 
exterminating  squads.  Monkeys  and  other 
animals  coming  from  yellow  fever  areas 
must  be  detained  in  a mosquito-proof  cage 
for  at  least  nine  days  prior  to  arrival  here. 

Persons  who  have  had  potential  exposure 
to  any  of  the  quarantinable  diseases,  but  in 
whom  the  risk  is  more  academic  than  real, 
are  placed  under  a variety  of  modified 
quarantine.  This  may  consist  of  merely 


TABLE  I.  Communicable  diseases 
under  restrictive  control  of  U.S. 
Quarantine  Service 


Anthrax 
Chancroid 
Dengue 
Diphtheria 
Granuloma  inguinale 

Gonorrhea 

Infectious  encephalitis 
Lymphogranuloma 
venereum 
Meningococcal 
meningitis 


Poliomyelitis 
Ringworm  of  the  scalp 
Rabies 
Scarlet  fever 
Streptococcal  sore 
throat 
Syphilis 
Trachoma 
Tuberculosis 

Typhoid  fever 


warning  the  traveler  of  the  signs  and 
symptoms  of  the  disease  and  advising  him  to 
seek  early  medical  help  if  necessary  (Fig. 
2);  or  it  may  be  true  surveillance,  requiring 
foUow-up  visits,  notification  of  health  au- 
thorities if  the  person  is  to  leave  designated 
areas,  or  an  actual  prohibition  on  visiting 
certain  parts  of  the  country.  This  last 
rule  is  mainly  of  importance  in  preventing 
patients  with  possible  exposure  to  yeUow 
fever  from  visiting  the  “receptive  areas” 
of  the  United  States  (for  example,  Florida) 
where  Aedes  aegypti  mosquitoes  are  known 
to  exist.  For  these  same  reasons,  all  plane 
interiors  must  be  sprayed  with  a chemical 
insecticide  before  landing,  and  mosquito 
counts  are  done  by  vacuum  sampling  on 
planes  arriving  from  yellow  fever  areas. 
This  procedure  has  a very  practical  meaning 
in  New  York,  where  marshland  surrounds 
all  three  major  airports. 

In  addition  to  the  internationally  quar- 
antinable diseases,  the  U.S.  Public  Health 
Service  attempts  to  control  the  introduction 
or  spread  of  other  commvmicable  diseases 
(Table  I).  Although  physical  and  serologic 
examinations  and  chest  x-ray  films  may  be 
mandatory  for  suspected  seamen  or  aliens, 
many  of  these  diseases  will  obviously  filter 
past  the  screen  of  quarantine  protection. 
The  inspectors,  however,  become  quite 
adept  at  detecting  cases,  and  the  masters  of 
ships  or  planes  are  required  by  law  to  report 
any  known  cases.  A breach  of  this  rule  is 
costly. 

One  of  the  most  powerful  weapons  of  the 
Quarantine  Service  is  an  economic  one.  If, 
for  example,  a ship  is  detained  in  quar- 
antine because  of  excessive  numbers  of 
rats  on  board,  and  the  Service  demands 
proper  extermination  before  docking,  it  is 
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FIGURE  3.  Model  ships  demonstrating  (A)  incorrect  and  (B)  correct  construction  of  vessels  from  the  public 
health  point  of  view.  The  low-lying  cabinets,  hanging  ropes,  and  false  runways  conducive  to  rodent  infes- 
tation in  (A)  have  been  eliminated  in  (B). 


estimated  that  each  day  of  delay  costs 
$5,000  to  $7,000.  If  the  vessel  is  a passenger 
liner  hiring  dock  space  and  stevedores  by  the 
hour,  a delay  may  cost  up  to  $5,000  per 
hour.  Very  few  ships  jeopardize  profits 
by  making  more  than  one  mistake. 

To  alleviate  the  workload  and  expedite 
docking  of  large  liners,  the  Quarantine 
Service  has  instituted  the  practice  of 
free  pratique.  A pratique  is  the  permission 
granted  a vessel  to  dock;  it  is  given  “free” 
or  “by  radio”  if  the  liner  has  a physician 
on  board  registered  with  and  deputized  by 
the  Quarantine  Service.  Before  the  ship 
enters  the  harbor  this  physician  must 
determine  that  aboard  his  ship  all  vaccina- 
tion certificates  are  in  order,  there  are 
no  known  quarantinable  diseases  or  im- 
diagnosed  illnesses  characterized  by  a rash, 
and,  finally,  that  there  are  no  uncertified 
animals  or  cargo.  Once  again,  the  control 
of  such  a system  is  largely  economic,  for 
the  failure  to  adhere  to  the  rules  brings 
suspension  of  the  privilege  of  free  pratique 
and  a resulting  costly  delay  in  docking. 

The  control  of  many  diseases  is  effected 
by  preventing  the  introduction  of  etiologic 
vectors.  Thus  all  dogs  coming  from  an 
area  that  is  not  rabies-free  must  be  inocu- 
lated against  rabies.  Psittacine  birds  may 


be  imported  only  by  a zoo  or  by  someone 
who  vouches  that  he  has  owned  the  bird 
more  than  four  months  and  that  it  is  healthy. 
All  shipments  of  brushes  are  tested  for 
anthrax  spores.  The  importation  of  any 
moUusks,  flies,  mosquitoes,  ticks,  tissues,  or 
fish  that  are  known  to  be  intermediate 
agents  of  disease  must  be  certified  by  the 
Surgeon  General  of  the  United  States. 

Sanitary  inspectors  impose  further  checks 
to  safeguard  the  health  of  the  coimtry. 
Coliform  coimts  on  samples  of  water  from 
the  drinking,  washing,  and  toilet  facilities 
on  planes  and  ships  provide  rapid  checks  on 
the  safety  of  the  supply.  Rigid  standards 
for  pipe  construction,  for  temperatures  for 
refrigeration  or  automatic  dishwashers,  and 
for  kitchen  and  toilet  cleanliness  must  be 
met  if  the  plane  or  ship  is  to  be  permitted  to 
land.  Once  again  the  economic  lever  of 
free  pratique  versus  costly  delays  is  em- 
ployed. The  Service  offers  free  advice  to 
ships  and  planes  on  the  proper  alterations 
to  meet  requirements  (Fig.  3).  Such  educa- 
tional programs  combined  with  constant 
surveillance  have  greatly  diminished  the 
annual  number  of  violations. 

Despite  this  impressive  record,  the  Quar- 
antine officer  is  weU  aware  of  serious  gaps  in 
his  protective  screen.  There  are  but  five 
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career  physicians  to  control  the  ever- 
increasing  burden  in  the  New  York  area. 
The  major  part  of  health  inspection  is 
deputized  to  part-time  contract  physicians, 
pratique  ships’  physicians,  and  80-odd 
inspectors.  The  latter  have  received  only 
one  year  of  training. 

Forged  vaccination  certificates  can  be 
purchased  in  many  foreign  ports.  It  is  of 
note  that  several  patients  with  smallpox  in 
the  outbreak  in  Germany  and  England  last 
year  had  “certificates  of  vaccination,” 
although  they  later  admitted  they  had 
never  been  vaccinated.  The  American 
physician  who,  as  a favor  to  a friend  or 
neighbor,  signs  a certificate  without  ad- 
ministering the  vaccination  adds  to  the 
problem.  In  patients  coming  from  areas 
where  quarantinable  diseases  are  endemic, 
the  health  officers  may  search  for  a recent 
vaccination  mark,  and  if  it  is  not  found, 
may  administer  the  vaccine  regardless  of 
the  possession  of  a so-called  certificate. 

The  enormous  increase  in  the  number  of 
air  passengers  and  the  increasing  speed  with 
which  they  arrive  from  distant  lands  where 
these  diseases  are  endemic  has  removed  the 
traditional  protection  of  time.  In  a patient 
from  India  the  clinical  manifestations  of 
cholera  would  be  apparent  after  a ten-day 
incubation  period  on  board  ship;  the 
twenty-hour  jet  ride  from  Calcutta  can 
deposit  a healthy-looking  man  in  New  York 
who  becomes  acutely  iU  four  days  later. 

The  elimination  of  fever  and  isolation 
hospitals  from  New  York  City  raises 
problems  for  the  health  officer  required  to 
advise  authorities  as  to  the  disposition  of, 
for  example,  a person  suspected  of  having 
smallpox.  Although  there  are  several 
“holding  beds”  in  the  Quarantine  Division 
at  Idlewild,  these  are  inadequate  even  for 


overnight  care.  It  certainly  does  not  seem 
desirable  to  transport  highly  infective  persons 
across  the  entire  city  to  reach  a Federal  or 
City  hospital.  A further  problem  in  this 
regard  is  the  efficacy  of  disinfectants  for 
contaminated  planes  or  cars.  The  recom- 
mended drugs  destroy  the  airplane  seats, 
and  at  a cost  of  some  $1,200  each  the  com- 
panies justifiably  are  skeptical  of  its  prac- 
ticality if  a passenger  is  merely  suspected 
of  having  a quarantinable  disease. 

Thus  the  application  of  traditional  quar- 
antine technics  does  not  provide  all  the 
answers  today.  Rapid  changes  in  the 
modes  and  quantity  of  travel  demand 
adaptation  of  control  procedures  to  meet 
new  and  unaccustomed  threats.  These 
changes  will  have  to  be  based  on  the  most 
advanced  epidemiologic  data  and  impose  a 
minimum  of  inconvenience  and  cost  with  a 
maximum  protection. 

The  efforts  of  international  bodies  such  as 
the  World  Health  Organization  to  unify 
the  quarantine  regulations  of  all  nations,  to 
establish  valid  vaccination  certification, 
and  to  promote  the  rapid  dissemination  of 
data  on  any  outbreak  of  a quarantinable 
disease  appear  essential  to  a future  where 
international  trade  and  travel  will  un- 
doubtedly rise,  while  foci  of  communicable 
diseases  will  remain  smoldering,  especially 
in  the  tropics,  and  will  occasionally  flare  up. 

Bibliography 

Control  of  Communicable  Diseases  in  Man,  9th  ed.,  New 
York,  American  Public  Health  Association,  1960. 

Gear,  H.,  and  Deutschmann,  Z.:  Disease  Control  and 

International  Travel,  Geneva,  World  Health  Organization, 
1956. 

Manual  of  Laws  and  Regulations,  Parts  71  and  72,  Wash- 
ington, D.C.,  U.S.  Public  Health  Service,  1957. 

Tucker,  L.:  Quarantine  Procedures  at  the  Port  of  New 
York,  New  York,  U.S.  Public  Health  Service,  1958  (privately 
printed). 


September  1,  1963 — Part  I / New  York  State  Journal  of  Medicine  2547 


Case  Reports 


Sarcomatous  Transformation 
of  “True”  Endometriosis 

SAMUEL  DE  LA  PAVA,  M.D. 

Buffalo,  New  York 
GORYUN  NIGOGOSYAN,  M.D. 

Buffalo,  New  York 
JOHN  W.  PICKREN,  M.D. 

Buffalo,  N.Y. 

From  the  Department  of  Pathology, 
Roswell  Park  Memorial  Institute 


In  general,  a malignant  neoplasm  arising 
in  ectopic  endometrial  tissues  (endometriosis 
and  adenomyosis)  is  rather  uncormnon  as 
judged  by  the  relative  scarcity  of  reports  in 
the  literature.  Sarcomatous  transformation 
is  less  common  than  the  formation  of  car- 
cinoma. For  this  reason,  it  seems  pertinent 
to  us  to  report  2 cases  of  sarcoma  arising  in 
pelvic  endometriosis. 

Case  reports 

Case  1.  The  patient  was  a forty -six- 
year-old  married  gravida  O woman.  She 
underwent  right  and  left  salpingo-oopho- 
rectomy  three  and  one-half  and  two  years 
and  ten  months  prior  to  death,  respectively, 
for  ovarian  endometriosis  in  another  hospital. 
A review  of  the  slides  revealed  the  usual 
histologic  picture  of  endometriosis  composed 
of  glandular  structures  in  stroma.  Some 
of  the  glands  showed  moderate  proliferation 
of  the  epithelium  with  pseudostratification. 
In  some  areas  the  stromal  cells  had  fusiform 
appearance.  Mitoses  were  rare.  Fifteen 
months  after  the  second  operation  and 
nineteen  months  prior  to  death,  a third 
laparotomy  was  performed  during  which  a 
right  adnexal  and  cul-de-sac  mass,  7 cm.  in 
diameter,  was  removed  along  with  the 


uterus.  The  cervix  was  left  in  place  be- 
cause of  dense  adhesions  between  it  and  the 
rectum.  The  inspection  of  the  abdominal 
cavity  failed  to  reveal  implants  on  the 
peritoneum.  The  liver,  spleen,  diaphragm, 
and  bowel  showed  negative  findings.  The 
examination  of  the  resected  specimen  re- 
vealed a normal-sized  uterus  containing 
an  endometrial  polyp  of  about  8 mm.  in 
largest  diameter.  The  right  adnexal  and 
cul-de-sac  mass  measuring  7 cm.  in  largest 
diameter  was  shaggy,  partly  cystic,  and 
hemorrhagic.  Histologic  examination  of  the 
uterus  revealed  a thin  endometrial  layer 
composed  of  dense,  cellular  stroma  with 
ovoid  or  fusiform  nuclei  and  glands  lined  by 
one  layer  of  columnar  epithelium  with  ovoid 
nuclei  (Fig.  lA).  Some  of  the  isolated 
epithelial  cells  had  clear,  finely  granular 
cytoplasm.  The  glands  were  round  or 
ovoid  without  tortuosity.  A few  glands 
surroimded  with  endometrial  stroma  also 
were  present  in  the  superficial  layers  of  the 
myometrium.  The  endometrial  polyp  was 
composed  of  the  same  elements  with  oc- 
casional dilatation  of  glands.  The  cul-de- 
sac  mass  was  composed  of  endometrial  tissue 
with  many  cysticaUy  dilated  glands  lined  by 
cuboidal  or  columnar  epithelium  (Fig.  IB). 
The  stroma  was  edematous  or  hemorrhagic 
in  some  focal  areas.  Only  a few  occasional 
mitoses  were  observed  in  the  stromal  cells. 

Seven  months  later  the  patient  com- 
plained of  rectal  pain,  at  which  time  again  a 
mass  was  felt  in  the  pelvis,  and  she  was 
referred  to  Roswell  Park  Memorial  In- 
stitute. On  examination  a cystic  mass  of 
approximately  15  cm.  in  diameter  situated 
in  the  cul-de-sac  was  palpated.  Colpotomy 
was  performed,  and  approximately  250  cc. 
of  old  bloody  fluid  were  evacuated,  and 
several  pieces  of  soft,  friable,  mucoid  tissue 
were  removed  also.  The  histologic  ex- 
amination showed  again  endometrial  tissue 
similar  to  the  previous  ones  (Fig.  2).  There 
was  also  polymorphonuclear  leukocytic  in- 
filtration. 

The  patient  then  was  treated  with  ex- 
ternal ionizing  radiation  directed  to  the  pel- 
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FIGURE  1.  Case  1.  (A)  Endometrium  of  hysterectomy  specimen;  no  tumor  present.  (B)  Endometrio- 
sis of  cul-de-sac  in  which  there  were  cystically  dilated  endometrial  glands. 


FIGURE  2.  Case  1.  Recurrent  endometriosis  of 
cul-de-sac. 


vis.  This  was  completed  ten  months  prior 
to  death.  The  pelvic  mass  regressed  nearly 
completely.  The  tumor  reappeared  in  the 
pelvis  four  months  later  producing  obstruc- 
tion of  the  sigmoid  colon.  Colostomy  was 


performed.  The  necrotic,  infected  pelvic 
tumor  was  drained  through  the  vagina. 
The  tissue  obtained  from  the  pelvic  tumor 
was  composed  entirely  of  stromal  elements 
with  ovoid  or  round  nuclei  and  pale 
elongated  cytoplasm  arranged  to  form 
whorls  or  without  any  particular  pattern. 
Two  to  five  mitoses  per  high-power  field 
were  observed  (Fig.  3A).  In  some  areas  the 
tumor  cells  were  large  with  bizarre  hyper- 
chromatic  nuclei  and  pale  slightly  granular 
cytoplasm.  Figure  3B  shows  a representa- 
tive field. 

A month  later  the  entire  pelvis  and  vagina 
were  filled  with  tumor.  A second  course 
of  external  ionizing  radiation  had  no  effect 
on  the  tumor.  A rectovaginal  fistula  de- 
veloped. The  patient  died  with  signs  of 
severe  pelvic  infection  and  partial  intestinal 
obstruction. 

Autopsy.  A complete  autopsy  was  per- 


FIGURE  3.  Case  1.  (A)  Stromal  sarcoma  in  previous  endometriosis  of  cul-de-sac.  Note  enlargement  of 
cells  and  abundance  of  mitoses.  (B)  Stromal  sarcoma  in  cul-de-sac.  Note  presence  of  multinucleated 
cells. 
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FIGURE  5.  Case  2.  (A)  “Benign”  endometriosis  of  right  adnexal  area.  (B)  "Benign”  endometriosis 
present  around  right  ureter. 


FIGURE  4.  Case  1.  Liver  metastasis  of  endo- 
metrial stromal  sarcoma  of  cul-de-sac. 

formed  twelve  hours  after  death.  Only 
pertinent  findings  will  be  discussed.  There 
was  necrotic  soft  tumor  filling  the  pelvic 
cavity.  The  center  of  the  tumor  displayed 
a cavity  which  communicated  with  the 
sigmoid  colon  and  also  the  vagina.  There 
were  peritoneal  implants  on  the  small 
and  large  bowel  with  penetration  of  the 
tumor  into  the  lumen  of  the  small  bowel  in 
some  focal  areas.  The  intestines  were 
matted  together  with  metastases.  The 
liver,  right  lung,  and  abdominal  and  in- 
guinal lymph  nodes  contained  metastases. 
Figure  4 represents  a section  of  the  liver 
metastases.  The  brain  was  not  remarkable. 

Summary.  The  case  was  that  of  a forty- 
six-year-old  woman  who  imderwent  con- 
secutive oophorectomies  for  endometriosis 
of  the  ovaries.  The  endometriosis  recurred 
as  an  adnexal  and  cul-de-sac  mass  which 
was  removed  along  with  the  uterus.  The 
uterus  showed  only  superficial  adenomyosis 


but  no  tumor.  Seven  months  later  again  a 
pelvic  mass  of  histologically  benign  endo- 
metriosis recurred.  This  was  irradiated 
with  nearly  complete  disappearance  of  the 
mass.  This  recurred  again,  the  biopsy 
of  which  revealed  for  the  first  time  endo- 
metrial stromal  sarcoma.  Metastases  were 
found  in  many  organs  during  autopsy. 

Case  2.  The  patient  was  a fifty-six-year- 
old  gravida  O white  female.  She  underwent 
left  salpingo-oophorectomy  for  endometrio- 
sis eleven  years  prior  to  death.  * Seven 
years  later,  at  the  age  of  fifty-two,  supra- 
cervical hysterectomy  and  right  salpingo- 
oophorectomy  were  performed  for  recurrent 
pelvic  and  back  pain  due  to  endometriosis. 
A review  of  the  slides  revealed  a small 
endometrial  polyp  with  cystic  dilated  glands, 
a normal  but  thin  endometrium  in  the 
proliferative  phase,  and  an  adnexal  area 
mass  composed  of  endometriosis  without 
any  sign  of  cancer  or  atypicality  (Fig.  5A). 

About  eighteen  months  prior  to  death, 
she  again  complained  of  back  pain,  at  which 
time  a right  adnexal  mass  was  discovered. 
An  intravenous  pyelogram  revealed  right 
hydronephrosis.  At  laparotomy,  performed 
fourteen  months  prior  to  death,  a cystic 
right  adnexal  mass  was  foimd  that  had 
involved  the  right  ureter.  The  latter  was 
transected  and  reimplanted  into  the  urinary 
bladder,  and  the  mass  was  removed.  The 
histologic  picture  was  again  that  of  endo- 
metriosis (Fig.  5B).  She  developed  several 
bouts  of  pyelonephritis.  The  mass  re- 

* Slides  of  this  specimen  were  not  available  when  the 
patient  was  referred  to  this  hospital  and,  therefore,  were  not 
examined  by  us. 
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FIGURE  6.  Case  2.  Sarcoma  of  cul-de-sac  in 
areas  of  previous  endometriosis. 


appeared  nine  months  prior  to  death. 
Because  of  the  recurrence  of  the  endo- 
metriosis the  possibility  of  the  presence 
of  ovarian  tissue  was  considered,  and  the 
patient  was  treated  with  external  ionizing 
radiation.  Following  the  procedure,  the 
tumor  could  not  be  palpated  but  reappeared 
four  months  prior  to  death  and  four  years 
after  hysterectomy,  when  for  the  first  time 
the  diagnosis  of  sarcoma  was  made  on 
tissue  obtained  by  colpotomy.  The  micro- 
scopic examination  of  the  slides  revealed  a 
cellular  tumor  composed  of  cells  with  ovoid 
or  round  nuclei  with  fine  chromatin,  pale 
or  slightly  basophilic  cytoplasm,  arranged  to 
form  sheets  with  a slight  tendency  to  form 
bundles.  There  were  three  to  six  mitoses 
per  high-power  field  (Fig.  6).  There  were 
larger  areas  of  necrosis  and  hemorrhage. 
Occasional  epithelial  glandular  elements  of 
benign  appearance  were  also  seen. 

At  this  time  the  patient  was  referred  to 


Roswell  Park  Memorial  Institute.  A fixed 
pelvic  mass,  15  by  10  cm.,  was  palpated;  it 
was  also  bulging  out  from  the  colpotomy 
incision.  Three  months  prior  to  death  again 
a laparotomy  was  performed,  and  a large 
amount  of  tmnor  was  removed  from  the 
pelvis  and  vagina.  The  pelvic  cavity  was 
drained  through  the  vagina.  Radium  was 
applied  per  vaginam  (3,000  mg.  per  hour). 
She  developed  multiple  intestinal  pelvic  and 
vaginal  fistulas,  high  fever,  and  uremia 
and  expired. 

Autopsy.  A complete  autopsy  was  per- 
formed two  hours  post  mortem.  Only  the 
pertinent  findings  will  be  described.  A soft, 
gray  tumor  was  present  in  the  pelvis,  vagina, 
on  the  serosa  of  the  small  and  large  bowel, 
liver,  dura,  and  retroperitoneal,  mesenteric, 
and  pelvic  lymph  nodes.  The  tumor  also 
had  infiltrated  the  ureters,  producing  ob- 
struction and  resulting  in  the  picture  of 
necrotizing  papiUitis  on  the  right  and  severe 
pyelonephritis  on  the  left  side.  The  pres- 
ence of  fistulas  between  the  sigmoid,  ileum, 
and  vagina  were  observed.  The  histology 
of  the  tumor  was  that  of  endometrial  sarcoma 
(Fig.  7A).  In  only  one  section  were  endo- 
metrial glandular  epithelial  elements  recog- 
nized, and  that  was  in  a section  from  the 
serosa  of  the  colon  (Fig.  7B). 

Summary.  The  case  consists  of  a fifty- 
six-year-old  woman  who  imderwent  left 
salpingo-oophorectomy  eleven  years  and 
supracervical  hysterectomy  and  left  salpingo- 
oophorectomy  four  years  prior  to  death  for 
endometriosis.  The  uterus  contained  a 
benign  small  endometrial  polyp  but  no 
tumor  or  endometriosis.  The  pelvic  endo- 
metriosis recurred.  Although  several  biop- 


FIGURE  7.  Case  2.  (A)  Sarcoma  of  pelvic  area  removed  at  time  of  autopsy.  (B)  One  area  of  endo- 
metrial sarcoma  in  which  few  seemingly  malignant  glandular  components  were  found. 
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sies  of  the  latter  were  made,  a diagnosis  of 
endometrial  sarcoma  was  established  only 
four  months  prior  to  death.  The  tumor  had 
metastasized  to  many  distant  organs. 

Comment 

That  ectopic  endometrial  tissues  are 
capable  of  becoming  malignant  was  shown 
for  the  first  time  by  Sampson*' ^ and  con- 
firmed by  other  investigators.  In  fact 
Sampson  suggested  that  a rather  large 
percentage  of  ovarian  carcinomas  arise  in 
endometriosis  of  the  ovaries.  This  pos- 
sibility would  not  be  hard  to  believe  if  one 
accepts  the  figures  given  to  show  the  fre- 
quency of  endometriosis  in  pelvic  tissues. 
Hobbs  and  Bortnick^  state  that  endo- 
metriosis of  the  pelvic  tissues  is  present  in 
about  10  per  cent  of  adult  women;  Javert® 
claims  that  the  gross  statistical  incidence  of 
endometriosis  based  on  discharged  patients 
is  1:32  for  the  uterus,  1 : 48  for  the  ovaries, 
1 : 1,800  for  the  tubes,  1 : 3,500  for  the  cervix, 
and  1 : 6,000  for  the  vagina.  The  same 
author  later  on  found  the  incidence  in 
pelvic  lymph  nodes  to  be  6.5  per  cent.’ 
This  figure  became  29  per  cent  when  the 
patient  had  endometriosis  of  other  sites. 

Sampson*  found  endometriosis  in  one  or 
both  ovaries  in  64  of  332  abdominal  opera- 
tions for  pelvic  conditions  and  concluded 
that  it  was  natural  to  assume  that  malignant 
transformations  occur  in  endometriosis  since 
it  is  subjected  to  the  same  laws  as  the  uterine 
mucosa. 

Not  only  are  the  tissues  of  “true”  endo- 
metriosis capable  of  becoming  malignant, 
but  it  seems  that  it  happens  also,  although 
rarely,  in  endometriosis  interna  or  adenomyo- 
sis.  ® “ ' * Why  does  this  difference  in  behavior 
occur  in  two  seemingly  similar  lesions?  The 
answer  of  course  escapes  us,  but  it  may  well 
be  that  the  apparent  similarity  between 
endometriosis  and  adenomyosis  is  just  a 
microscopic  mirage.  Park,*^  on  the  grounds 
of  age  incidence  and  behavior  of  the  glandular 
elements,  concluded  that  adenomyosis  is 
not  a variety  of  “true”  endometriosis; 
Colman  and  Rosenthal*^  reached  a similar 
conclusion. 

Since  this  article  is  not  concerned  with  the 
theories  on  the  origin  and  relation  between 
the  different  types  of  endometrial  tissues, 
the  reader  is  referred  to  some  of  the  articles 
on  the  subject.®'’'*’'*'*"*® 


So  far  we  have  dealt  with  malignant 
neoplasms  in  general;  on  the  other  hand,  and 
turning  to  the  subject  of  our  report,  the 
sarcomatous  transformation  of  extrauterine 
(“true”)  endometriosis  has  been  reported 
only  a few  times.  We  do  not  include  in  this 
category  the  condition  known  as  stromal 
endometriosis*®'’®"’®  since  it  appears  to  be  a 
definite  entity  by  itself  with  characteristic 
gross  and  microscopic  patterns  and  a rather 
uniform  clinical  behavior;  also  it  has  been 
suggested  that  this  condition  is  only  the 
stromatous  counterpart  of  adenomyosis. 
The  scarcity  of  reports  may  be  due  to  mis- 
diagnosis in  histologic  studies,  but  it  also 
may  be  ascribed  to  a true  low  incidence  of 
the  condition. 

Care  must  be  exercised,  of  course,  in  the 
selection  of  cases  since  it  appears  only 
reasonable  that  in  cases  of  this  nature  the 
reports  must  be  backed  by  a previous  histo- 
logic evidence  of  endometriosis  at  the  site  of 
the  tumor;  a convincing  relationship  be- 
tween  the  areas  of  ectopic  endometrium  and 
the  tumor  must  be  foimd,  and,  above  aU, 
a metastatic  tumor  from  the  uterus  must  be  i 
ruled  out.  In  both  of  our  patients  sarcoma  I 
developed  in  pelvic  endometriosis  after  ! 
several  operative  procedures  for  pelvic 
endometriosis.  In  both  cases  the  malignant 
neoplasms  developed  after  hysterectomy 
which  failed  to  show  any  malignant  changes 
in  the  uterus,  and  in  both  cases  the  mor- 
phologically benign  endometriosis  continued 
to  recur  after  the  surgical  removal  of  the 
ovaries.  We  found  in  the  literature  only  6 
reported  cases,  and  they  wiU  be  summarized 
briefly. 

Ober  and  Jason”  reported  a case  of  sar- 
comatous transformation  of  the  stroma  in 
areas  of  endometriosis  of  the  fallopian  tubes 
and  the  peritoneum.  It  is  interesting  that 
in  their  case  there  was  also  sarcoma  of  the 
endometrial  stroma  of  the  uterus.  Their 
photographs  and  description  suggest  that 
theirs  was  a case  of  multicentric  sarcomatous 
degeneration. 

Ober  and  Black*®  reported  2 cases  in  many 
ways  similar  to  ours.  In  the  first  case,  the 
predominant  element  was  sarcomatous,  and 
in  the  second  the  neoplastic  elements  were 
entirely  sarcomatous. 

Ginzler  and  Herrera’®  reported  the  case 
of  a sarcoma  arising  in  the  stromal  com- 
ponents of  a large  omental  endometrial 
cyst.  The  authors  claim  that  the  endome- 
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triosis  arose  from  the  celomic  mesenchyme. 

Nylander’s^®  case  was  that  of  a woman  in 
whom  a tumor  was  foimd  in  the  rectal  wall 
covered  by  normal  rectal  mucosa.  It  con- 
sisted of  stromal  sarcoma  in  which  few 
morphologically  normal  endometrial  glands 
were  present. 

Philipp  and  Huber  reported  a case  that 
follows  very  closely  the  clinical  history 
and  the  microscopic  findings  of  our  cases. 

Summary 

Two  cases  of  sarcomatous  transformation 
of  pelvic  endometriosis  have  been  described. 
The  tumors  developed  after  several  opera- 
tions for  removal  of  recurrent  morphologi- 
cally benign  endometriosis.  Reference  is 
made  to  6 previously  reported  cases. 
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Sulfamethoxypyridazine,*  a sulfonamide 
drug,  has  been  available  since  1957.  It  has 
the  useful  properties  of  being  highly  soluble 
in  acid  urine  and  being  slowly  excreted. 
Gastrointestinal  absorption  is  good.  High 
blood  levels  occur  with  the  recommended 
dose  of  1 Gm.  initially  followed  by  0.5 
Gm.  once  a day.  It  was  expected  to  produce 
the  same  general  type  of  untoward  reactions 
as  other  sulfonamide  drugs  with  the  excep- 
tion of  renal  toxicity.  Although  reactions 
have  occurred,  it  appears  to  be  one  of  the 
safest  of  the  sulfonamide  drugs.  The 
following  is  a report  of  a case  of  thrombo- 
cytopenia purpura  following  sulfamethoxy- 
pyridazine therapy. 

Case  report 

• A forty -five-year  old  housewife  was  ad- 
mitted with  the  diagnosis  of  purpura  on 
March  10,  1961.  One  month  earlier,  follow- 
ing spinal  anesthesia  for  minor  surgery, 
she  had  been  catheterized  twice.  Eleven 
days  prior  to  admission,  cystitis  was  di- 
agnosed, and  sulfamethoxypyridazine  was 
prescribed  (0.5  Gm.  three  times  a day  for 
two  days,  then  0.5  Gm.  twice  a day).  This 
therapy  was  continued  for  nine  days  when 
petechiae  were  noticed  on  her  feet,  and  the 
drug  was  stopped.  The  petechiae  rapidly 

* Marketed  as  Kynez  and  Midicel. 


increased  for  thirty-six  hours  until  admission. 
She  also  developed  grossly  red-black  urine 
and  a nosebleed.  She  was  admitted  to  the 
hospital  for  her  bleeding,  the  symptoms 
of  cystitis  having  already  cleared. 

The  patient’s  past  history  was  non- 
contributory except  for  serum  sickness 
following  tetanus  antitoxin  years  earlier. 
Previous  cystitis  with  bloody  urine  occurred 
early  in  marriage.  The  medication  used 
at  that  time  is  unknown. 

Physically,  the  patient  was  a well- 
developed,  well-nourished  woman  without 
distress.  Petechiae  and  small  ecchymoses 
were  scattered  over  the  body,  most  prom- 
inently on  the  lower  legs.  A few  were  seen 
in  the  mouth,  soft  palate,  tonsils,  gums,  and 
tongue,  and  dried  blood  was  seen  in  the 
nose.  The  eye,  ear,  nose,  and  throat  exami- 
nation showed  otherwise  negative  findings. 
The  chest  and  heart  were  normal.  There 
was  no  costovertebral-angle  tenderness,  nor 
palpable  liver  or  spleen.  Lymph  nodes  were 
not  enlarged.  The  extremities  were  normal 
except  for  the  petechiae  and  ecchymosis. 

The  laboratory  reported:  platelet  count, 
16,000;  hematocrit,  38,  hemoglobin,  13 
Gm.;  white  cell  coimt,  4,550;  segments,  73; 
bands,  3;  lymphocytes,  25;  eosinophils,  1; 
and  metamyelocytes,  1.  The  urine  was 
port  wine  in  color,  grossly  bloody,  negative 
for  sugar,  protein,  1 plus,  and  specific 
gravity,  1.008.  The  prothrombin  time  was 
16.3  seconds  and  the  control  14  seconds.  The 
Wassermann  test  showed  negative  results. 

The  patient  was  treated  with  bed  rest 
and  prednisone,  10  mg.  four  times  a day. 
No  noticeable  increase  in  petechiae  occurred 
the  first  day,  but  the  urine  remained  bloody. 
She  continued  to  feel  fine.  The  urine  grad- 
ually cleared  on  the  second  and  third  days. 
On  the  third  day,  the  laboratory  reported: 
hematocrit,  35;  hemoglobin,  11.8  Gm.;  and 
white  cell  coimt,  6,450,  with  72  polymor- 
phonuclear leukocytes  and  27  lymphocytes. 
Platelets  were  4,000.  The  bleeding  time  was 
three  minutes  and  the  clotting  time  five 
minutes.  Platelets  were  not  seen  on  the 
blood  smears.  On  March  14,  1961,  the 
patient  continued  to  feel  fine,  the  urine  was 
grossly  clear,  and  she  was  allowed  to  go  home 
on  light  activity  to  continue  reducing  her 
steroid  medication.  Ten  days  later,  the 
laboratory  reported:  hematocrit,  40;  hemo- 
globin, 13  Gm.;  white  cell  count,  10,500; 
segments,  75;  bands,  2;  lymphocytes,  20; 
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monocytes,  3;  and  platelets,  272,000.  On 
April  26,  1961,  the  laboratory  report  was. 
hematocrit,  41;  hemoglobin  13.6  Gm.;  white 
cell  count,  5,200;  segment,  68;  bands,  2; 
lymphocytes,  29;  and  platelets,  normal  on 
smear. 
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Comment 

This  patient,  treated  with  slightly 
higher  than  the  presently  recommended 
doses  of  sulfamethoxypyridazine,^  developed 
severe  purpura  and  grossly  bloody  urine 
after  12  Gm.  of  the  drug.  Recovery  occurred 
in  less  than  two  weeks  with  the  discontin- 
uance of  sulfamethoxypyridazine  and  the 
use  of  steroids. 

Thrombocytopenic  purpura,  although 
rare,  remains  a potentially  serious  complica- 
tion of  sulfonamide  therapy.  A review  of 
the  English  literature  of  sulfamethoxypyrid- 
azine therapy  reveals  three  previous  reports 
1 including  4 cases,  1 of  which  was  fatal 
I (Table  1).^““'  Purpura  appeared  in  seven 
and  one-half  days  on  7.5  to  31  Gm.  of  sulfa- 
methoxypyridazine. In  spite  of  present-day 
steroid  therapy,  a fatal  case  resulted  from 
only  nine  days  of  therapy. 

Lehr®  lists  the  potentially  serious  com- 
plications of  sulfonamide  therapy  as;  (1) 
complications  of  the  urinary  tract,  (2) 
sensitization  reactions,  (3)  blood  dyscrasias, 
and  (4)  hepatitis. 

Because  of  the  solubility  of  sulfamethoxy- 
I pyridazine  in  acid  urine,  urinary  tract 
complications  have  not  been  a problem. 
Sensitivity  reactions  apparently  are  as 
\ frequent  with  sulfamethoxypyridazine  as 
|i  with  other  sulfonamides.®  Blood  dyscrasias, 

I potentially  the  most  serious,  are  probably 
about  as  frequent  with  sulfamethoxypyrid- 
azine as  with  the  other  chnicaUy  accepted 
j sulfonamides.  These  reactions  include 
[I  agranulocytosis,  acute  hemolytic  reactions, 
fi  thrombocytopenic  purpura,  and  aplastic 
1 anemia.®’-® 

The  production  of  thrombocytopenia  by 
! sulfonamides  depends  on  individual  sensi- 
' tivity,  probably  of  an  allergic  nature. 
I Thrombocytopenia  has  been  a complication 
of  sulfadiazine,  sulfathiazole,  sulfisoxazole, 
sulfamezathine,  and  sulfadimidine.®  Hurd 
and  Jaycox’®  have  administered  the  drugs 
sulfathiazole  and  sulfadiazine  to  a sensitized 
patient  and  have  demonstrated  a decrease 
in  the  circulation  of  platelets  with  each 
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Schwartz  and  Norton^  F 36  0.5  b.i.d.,  7 days  7.5  Sinusitis;  postnasal  drip  Purpura;  thrombocytopenia  ACTH,  prednisone,  and  vitamin  C 

M 64  2 first  day;  0.5  q.d.,  4 weeks;  45  Prostatitis  Rash;  thrombocytopenia  ACTH  and  prednisone 

1 q.d.,  (?)  days 

Present  case  F 45  1.5  daily,  2 days;  1 q.d.,  9 12  Cystitis  Petechiae;  epistaxis;  hema-  Prednisone 

days  turia;  thrombocytopenia 


drug.^"  Bolton  and  Yoimg“  have  demon- 
strated the  in  vitro  clumping  and  lysis  of 
platelets  when  sulfamezathine  was  added 
to  platelet-rich  plasma  of  sensitive  patients. 
The  likelihood  of  a sensitivity  reaction  is 
increased  by  readministration  of  the  drug 
and  by  larger  amounts  of  the  drug.*^ 

Because  of  sulfamethoxypyridazine’s  slow 
excretion,  the  physician  should  be  most 
cognizant  of  possible  reactions.  The  rec- 
ommended dosage  should  not  be  exceeded 
without  careful  consideration,  and,  in  pa- 
tients with  impaired  renal  excretion,  the 
dosage  may  be  reduced  further. 


Conclusion 

A case  of  thrombocytopenic  purpura 
secondary  to  sulfamethoxypyridazine  has 
been  reported.  In  spite  of  this  drug’s 
excellent  reputation,  one  must  be  alert  to 
the  rare  toxic  reaction. 

1411  Genesee  Street 
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AnnOUnC6m6nt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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Dysphagia  and  weight  loss  may  be  the 
initial  presenting  complaints  in  patients  with 
myasthenia  gravis.  ‘ Although  the  disease 
most  commonly  affects  young  women,  men 
often  develop  symptoms  of  myasthenia 
after  age  fifty. ^ The  dysphagia  and  re- 
sulting weight  loss  may  lead  to  an  erroneous 
presumptive  diagnosis  of  carcinoma  of  the 
esophagus. 

It  is  the  purpose  of  this  report  to  present 
two  elderly  patients  who  had  marked  dys- 
phagia and  weight  loss  and  in  whom  the 
diagnosis  of  an  upper  gastrointestinal  neo- 
plasm was  strongly  suspected.  In  the 
first  case  the  diagnosis  of  myasthenia  gravis 
was  suggested  by  the  pooling  of  liquid 
barium  in  the  pyriform  sinuses  on  esopha- 
gram.  In  the  second  case,  after  a complete 
gastrointestinal  work-up  was  unrevealing, 
the  diagnosis  of  myasthenia  gravis  was 
considered.  In  both  cases  the  rapid  relief 


of  the  dysphagia  following  the  intravenous 
injection  of  edrophonium  chloride  (Ten- 
silon chloride)  established  the  diagnosis. 

Case  reports 

Case  1.  The  patient,  a sixty-six-year- 
old  retired  post  office  employe,  had  had 
dysphagia  for  one  year.  He  had  noted  mild 
ptosis  in  the  afternoon  and  evening  but 
denied  having  had  diplopia  or  slurring  of 
speech.  On  eating,  he  noted  fatigue  and 
tightening  of  his  jaw  muscles.  One  month 
later  he  was  seen  as  an  outpatient  at 
The  Mount  Sinai  Hospital,  where  a gastro- 
intestinal x-ray  examination  showed  nega- 
tive results.  He  received  an  intravenous 
injection  of  edrophonium  chloride,  which 
was  followed  by  some  improvement  in  his 
ptosis.  An  ergogram  indicated  nothing 
abnormal.  On  continuous  electrical  stimu- 
lation of  his  gastrocnemius  muscle,  peak 
muscle  contraction  was  maintained.  The 
diagnosis  of  myasthenia  gravis  was  felt 
not  to  be  substantiated. 

During  the  next  six  months  his  dysphagia 
increased,  and  he  lost  a total  of  35  pounds. 
Solid  foods  would  stick  in  his  hypopharynx, 
and  he  would  occasionally  regurgitate  liquids 
through  his  nostrils.  He  denied  cough, 
shortness  of  breath,  hoarseness,  or  muscle 
fatigue. 

On  physical  examination  the  patient 
appeared  impassive.  He  had  a palpable 
nodular  goiter.  There  were  no  ptosis.  His 
reflexes  were  brisk,  and  none  were  pathologic. 
The  sensory  findings  showed  normal  results, 
as  did  the  remainder  of  the  physical  ex- 
amination. 

Laboratory  data.  Laboratory  examina- 
tion of  the  blood  showed  the  following; 
hemoglobin,  14  Gm.  per  100  ml.;  white 
cell  count,  8,900  per  cubic  millimeter,  with 
a normal  differential.  The  urinalysis  showed 
2+  proteinuria.  The  serologic  examina- 
tion showed  negative  results.  The  protein- 
bound  iodine  was  4.2  gamma  per  100  ml., 
the  fasting  blood  sugar,  80  mg.  per  100  ml. 
and  the  blood  urea  nitrogen,  20  mg.  per 
100  ml.  No  masses  in  the  superior  me- 
diastinum were  seen  in  the  chest  x-ray  film, 
which  also  showed  that  the  trachea  was  in 
the  midline.  A barium  swallow  showed  some 
pooling  of  barium  in  the  pyriform  sinuses. 
On  repeat  examination,  bread  impregnated 
with  barium  could  not  advance  beyond  the 
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cervical  esophagus.  The  patient  was  given 
1 cc.  of  isotonic  saline  intravenously,  with- 
out any  change  in  his  ability  to  swallow. 
When  the  test  was  repeated  with  10  mg. 
of  edrophonium  chloride,  given  intrave- 
nously, deglutition  improved  within  twenty 
seconds  and  remained  so  for  three  to  five 
minutes.  He  was  then  given  neostigmine 
and  pyridostigmin  bromide  (Mestinon), 
with  improvement  in  his  ability  to  swaUow 
and  a 5-pound  weight  gain  over  the  next 
two  months. 

Comment.  This  patient  had  had  dys- 
phagia and  weight  loss  for  one  year.  An 
x-ray  examination  of  his  esophagus  demon- 
strated pooling  of  liquid  barium  in  the 
pyriform  sinuses;  this  finding  is  present  in 
nexiromuscular  disorders  involving  the  mus- 
cles of  deglutition.®  The  use  of  bread 
impregnated  with  barium  has  been  rec- 
ommended in  localizing  esophageal  webs 
or  small  lesions  of  the  esophagus  which 
might  be  missed  with  a liquid  medium.^ 
The  rapid  relief  of  the  dysphagia  and  the 
prompt  appearance  of  normal  deglutition 
on  the  intravenous  administration  of  edro- 
phonium, together  with  the  failure  of  a 
placebo  to  produce  a similar  improvement, 
established  the  diagnosis  of  myasthenia 
gravis.® 

Case  2.  A seventy-nine-year-old  white 
man  was  admitted  to  Memorial  Hospital 
for  Cancer  and  Allied  Diseases  with  the 
chief  complaint  of  dysphagia.  Nine  months 
prior  to  admission  he  noted  a gradual  onset 
of  difficulty  in  deglutition  and  regurgitation 
of  liquids  through  his  nostril.  He  had 
occasional  nausea  and  a sense  of  “fullness” 
in  his  neck  when  he  was  eating.  He  rapidly 
lost  35  pounds  in  weight.  Three  months 
before  admission  he  noted  the  onset  of  sore- 
ness and  burning  in  his  tongue  and  a pro- 
gressive, generalized  malaise.  One  month 
later  he  developed  a hacking,  productive 
cough  and  hoarseness.  He  denied  having 
ptosis,  diplopia,  or  unusual  weakness  of  his 
extremities. 

The  patient  was  a pallid,  thin  man  who 
appeared  chronically  iU.  The  papillae  of 
his  tongue  were  atrophic.  His  extraocular 
muscle  movements  were  normal,  and  there 
was  no  ptosis.  Moderate  gynecomastia 
was  present  bilaterally.  Neurologic  ex- 
amination revealed  no  muscle  weakness. 


normal  reflexes,  and  absence  of  pathologic 
reflexes.  Sensory  findings  were  normal. 
The  initial  impression  was  that  the  patient 
had  an  upper  gastrointestinal  neoplasm  in- 
volving the  esophagus  or  cardia  of  the 
stomach. 

Laboratory  data.  Laboratory  examina- 
tion of  the  blood  showed  that  the  hemoglobin 
was  10.2  Gm.  per  100  ml.,  and  the  white 
blood  cell  count,  7,400  per  cubic  millimeter, 
with  a normal  differential  coimt.  Macro- 
cytosis  and  anisocytosis  were  noted.  The 
reticulocyte  coimt  was  0.4  per  cent.  The 
stools  were  guaiac  negative.  The  gastric 
aspirate  was  negative  for  free  acid,  even  af- 
ter maximal  histamine  stimulation.  Gastric 
cytologic  examination  revealed  atypical  gas- 
tric cells  but  no  malignant  cells.  The  bone 
marrow  examination  showed  megaloblastic 
changes,  and  the  Schilling  test  revealed 
less  than  1 per  cent  excretion  of  cobalt-60- 
labeled  vitamin  B12  (radiocyanocobalamin). 
The  addition  of  hog  intrinsic  factor  returned 
the  excretion  of  cobalt-60  vitamin  B12  to 
normal.  This  established  the  diagnosis  of 
pernicious  anemia. 

The  liver  chemistries  were  normal.  The 
chest  x-ray  film  showed  some  diffuse  cloud- 
ing at  the  left  base.  The  findings  of  an 
esophagram,  x-ray  studies  of  the  upper 
gastrointestinal  tract,  an  oral  cholecysto- 
gram,  and  an  intravenous  pyelogram  were 
all  normal.  A barium  enema  revealed 
diverticulosis  of  the  sigmoid  colon.  Esoph- 
agoscopic  and  indirect  laryngoscopic  ex- 
amination showed  no  lesions.  It  was  noted, 
however,  that  the  posterior  portion  of  the 
palate  and  the  uvula  moved  only  slightly 
and  that  the  patient  had  difficulty  in  swal- 
lowing salivary  secretions.  His  hoarseness 
became  more  severe  during  the  examination 
and  on  extended  conversation.  Vital  capac- 
ity was  decreased.  An  intravenous  in- 
jection of  10  mg.  of  edrophonium  chloride 
was  followed  by  the  immediate  amelioration 
of  his  dysphagia  and  hoarseness,  increased 
movement  of  his  uvula  and  palate,  and 
an  improvement  in  his  vital  capacity.  The 
diagnosis  of  myasthenia  gravis  was  thus 
established. 

The  patient  was  given  neostigmine  and 
later  pyridostigmin  bromide  and  was  also 
maintained  on  parenteral  vitamin  B^. 
His  dysphagia  disappeared,  and  he  re- 
gained his  lost  weight.  The  patient  noted  six 
months  later  that  if  he  missed  a single  dose 
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of  pyridostigmin  bromide  his  initial  symp- 
tom was  severe  dysphagia. 

Comment.  This  patient  had  dysphagia, 
weight  loss,  and  anemia.  He  was  thought  to 
have  an  upper  gastrointestinal  tumor  and 
underwent  an  extensive  work-up  without 
any  evidence  of  neoplasm  being  found.  The 
intravenous  administration  of  edrophonium 
chloride  produced  immediate  relief  of  his 
dysphagia  and  established  the  diagnosis  of 
myasthenia  gravis.  Therapy  for  myasthenia 
caused  a marked  improvement  in  his  weight 
and  sense  of  well-being.  In  addition,  he 
was  discovered  to  have  pernicious  anemia, 
which  may  have  been  precipitated  by  the 
prolonged  malnutrition  secondary  to  his 
dysphagia. 

Comment 

Normal  deglutition  involves  the  voluntary 
contraction  of  the  pharynx  and  cervical 
esophageal  muscles,  the  involuntary  relaxa- 
tion of  the  upper  esophageal  sphincter,  and 
propulsive  action  of  a primary  wave  through 
the  thoracic  esophagus.  The  lower  eso- 
phageal sphincter  relaxes,  and  the  bolus 
passes  into  the  stomach.®  Dysphagia  may 
occur  with  constrictive  lesions  such  as  a 
web,  strictures,  and  tumors.^  Neuromus- 
cular disorders  of  spinobulbar  origin  or 
lesions  at  the  myoneural  junction  may  cause 
similar  dysphagia,  most  often  expressed 
J by  an  inability  to  swallow  liquids  and  solids.® 
With  both  obstructive  and  neuromuscular 
disorders  there  may  be  regurgitation  of 
liquid  material  through  the  nose,  pooling  of 
f liquid  contents  in  the  pyriform  sinuses,  and 
} aspiration  and  consequent  cough.  ® 

I The  appearance  of  dysphagia  in  myas- 
i thenia  gravis  is  occasionally  accompanied 
1 by  respiratory  muscle  involvement  and  is 
I a grave  prognostic  sign.®'®  Especially  in 
I male  patients  after  age  fifty,  the  initial  or 
I resulting  complaint  in  myasthenia  gravis 
may  be  dysphagia.  1 We  have  presented  the 
cases  of  two  male  patients  who,  because  of 
weight  loss  and  dysphagia,  were  thought  to 
have  carcinoma  of  the  upper  esophagus. 

We  wish  to  emphasize  the  value  of  fluoro- 
scopic examination  of  the  cervical  esophagus 
► using  bread  impregnated  with  barium,  since 
’ this  may  aid  in  the  demonstration  both  of 


small  esophageal  lesions  and  of  neuromus- 
cular defects.  Intravenous  injection  of 
edrophonium  chloride  temporarily  restores 
neuromuscular  transmission  in  myasthenia 
gravis,  and  the  diagnosis  thus  may  be  estab- 
lished rapidly.  1 It  is  suggested  that  this 
diagnosis  be  considered  when  severe  dys- 
phagia and  weight  loss  are  seen  in  male 
patients,  and  no  intrinsic  lesions  of  the 
esophagus  or  cardia  of  the  stomach  can  be 
demonstrated.  Under  fluoroscopic  visual- 
ization, normal  deglutition  is  restored  within 
ten  seconds  of  an  intravenous  injection  of 
edrophonium  chloride,  establishing  the  diag- 
nosis of  myasthenia  gravis. 

Summary 

Two  patients  with  myasthenia  gravis  had 
marked  weight  loss  and  severe  dysphagia 
without  other  associated  muscle  weakness. 
The  initial  diagnosis  in  both  cases  was  car- 
cinoma of  the  upper  esophagus.  A de- 
finitive diagnosis  of  myasthenia  gravis  was 
made  in  both  patients  following  intravenous 
injection  of  edrophonium  chloride,  which 
rapidly  relieved  dysphagia  and  permitted 
normal  deglutition. 

509  West  Merrick  Road,  Valley  Stream, 
New  York  (Dr.  Levine) 
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Toxic  Effects  of 
Triparanol 
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T HE  ROLE  played  by  cholesterol  in  athero- 
sclerosis and  coronary  disease  has  been  the 
subject  of  much  debate,  pro  and  con,  in  re- 
cent years.  There  is  some  evidence  that  in 
individuals  with  hypercholesteremia  it  may 
be  an  etiologic  factor  and  that  abnormal 
amounts  of  circulating  cholesterol  should  be 
reduced.  Hypocholesteremic  effects  have 
been  attributed  to  many  substances,  such 
as  polyunsaturated  fats,  estrogenic  hormone, 
heparin,  thyroid  extracts,  aspirin,  neo- 
mycin, ^ nicotinic  acid,  and  triparanol. 

Triparanol  was  found  to  be  an  excellent 
hypocholesteremic  agent,  with  simplicity  of 
administration  and  imiformity  of  effect,  and 
it  could  be  used  with  or  without  low-choles- 
terol diets.  On  long-term  therapy,  toxic 
effects  have  been  reported  in  the  litera- 
ture. 2“'* 

Case  report 

In  September,  1957,  at  the  age  of  forty- 
seven  years,  a male,  white,  corporation  ex- 
ecutive sustained  a moderately  severe  an- 
teroseptal  coronary  occlusion.  Study  re- 
vealed a hypercholesteremia  in  excess  of  300 
mg.  per  100  ml.  On  a low-cholesterol  diet 
supplemented  with  polyunsaturated  fats 
(Linodoxin),  his  cholesterol  fell  to  206  mg. 
per  100  ml.  His  cholesterol  level  remained 
normal  on  this  regimen;  he  became  asymp- 
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tomatic;  his  electrocardiogram  returned  to 
normal  within  one  year;  he  returned  to  his 
executive  duties.  He  received  no  other 
medication.  His  cholesterol  levels  ranged 
from  206  to  240  mg.  per  100  ml. 

To  permit  less  rigid  diet  and  achieve  lower 
plasma  cholesterol  levels,  he  was  started  on 
triparanol  (MER/29),  250  mg.  per  day,  in 
August,  1960.  His  blood  cholesterol  fell  to 
200  mg.  in  three  weeks  and  to  154  mg.  in 
eleven  months.  Dm-ing  this  time  he  noted 
some  loss  of  hair  with  changes  in  hair  color. 
He  complained  of  some  dryness  of  the  skin, 
especially  the  legs  and  feet.  He  developed 
an  annoying  and  persistent  conjunctivitis. 
Because  he  had  been  spending  much  of  his 
time  at  the  beach  and  country  club,  these 
changes  were  at  first  attributed  to  the  actinic 
rays  of  the  sun.  Within  four  months  he  had 
become  completely  blond;  eyebrows,  eye- 
lashes, and  body  hair  were  included  in  this 
color  change.  The  conjunctivitis  persisted 
and  failed  to  respond  to  the  usual  medica- 
tions. Ophthalmologic  study  and  consulta- 
tions provided  various  diagnoses;  allergic 
conjunctivitis,  actinic  conjunctivitis,  and 
viral  conjimctivitis. 

Triparanol  was  stopped  on  October  30, 
1961,  after  fourteen  months  of  therapy. 
Within  two  weeks  the  conjunctivitis  cleared 
and  blood  cholesterol  rose  to  160  mg. 
Within  four  months  the  dryness  of  the  skin 
was  no  longer  a problem,  and  the  hair  was 
reverting  to  normal  color  and  thickness. 
Within  seven  months  no  toxic  manifesta- 
tions of  triparanol  were  present.  Blood 
cholesterol  rose  to  203  mg.  per  100  ml. 

Summary 

In  this  case  aU  the  familiar  cutaneous  and 
conjunctival  sequelae  of  triparanol  toxicity 
were  present  in  a middle-aged  white  male 
during  fourteen  months  of  therapy.  AU 
symptoms  subsided  rapidly  after  cessation 
of  the  drug,  with  a complete  reversal  to  nor- 
mal within  seven  months  and  with  no 
residual  effects.  Blood  cholesterol  levels  did 
not  rise  above  normal.  * 

Acknowledgment.  I am  grateful  to  William  Dock,  M.D., 
Professor  of  Medicine,  State  University  of  New  York,  in 
Brooklyn,  New  York,  for  his  helpful  comments  and  sugges- 
tions in  the  preparation  of  this  report. 

701  Avenue  O 

* In  April,  1962,  the  William  S.  Merrell  Co.,  manufacturers 
of  the  triparanol  product,  withdrew  the  drug  from  the  market. 
Reports  of  cataracts,  some  blossoming  on  withdrawal,  have 
recently  been  reported.* 
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Reagent  provides  rapid 
check  on  Coombs  test 

A new  red  blood  cell  reagent  designed  to  pro- 
vide one  minute  verification  of  negative  Coombs 
test  results  used  in  studying  blood  for  trans- 
fusions, has  been  introduced  by  Knickerbocker 
Biologies,  Pfizer  Laboratories  Division,  Chas. 
Pfizer  & Co.,  Inc.,  at  the  annual  meeting  of  the 
American  Society  of  Medical  Technologists. 

Called  Checkcell,  the  new  reagent  consists  of 
especially  sensitized  Group  O red  blood  cells. 
It  is  designed  to  be  used  as  a check  following  all 
negative  Coombs  tests,  to  determine  whether  or 
not  the  Coombs  test  system  is  reactive  and  ca- 
pable of  agglutinating  or  clumping  red  blood 
cells. 

The  Coombs  test  is  used  to  detect  whether  an- 
tibodies are  present  in  the  patient’s  serum  which 
may  react  with  donor  blood  to  cause  transfusion 
reactions.  First,  patient’s  serum  and  donor’s 
cells  are  mixed  and  then  washed  to  remove 
human  protein,  and  Coombs  serum  is  added.  If 
agglutination  occurs,  this  indicates  that  the 
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bloods  are  incompatible,  and  should  not  be 
transfused.  Severe  illness  or  death  could  result 
from  such  a transfusion. 

Checkcell  is  used  when  agglutination  does  not 
occur  after  the  Coombs  test  has  been  conducted. 
One  drop  of  the  sensitized  red  blood  cells  is 
added  to  the  negative  Coombs  test  reaction,  and 
centrifuged  for  one  minute  at  2,000  RPM. 
Since  Coombs  serum  normally  reacts  positively 
with  sensitized  red  blood  cells,  agglutination 
should  occur  following  the  centrifugation,  if  the 
test  system  is  operative.  If  no  agglutination 
occurs,  the  Coombs  test  should  be  redone. 

Incorrect  reaction  to  the  test  may  result  from 
one  or  more  of  three  factors:  inadvertent  failure 
to  add  Coombs  serum  to  the  test,  inactivation  of 
the  Coombs  serum  by  incorrect  technic,  or  use 
of  inactive  Coombs  serum. 

Checkcell  should  be  stored  under  refrigeration 
at  1 to  6 C.  It  is  provided  in  the  form  of  single 
shipments  or  subscription  with  fresh  deliveries 
made  every  two  weeks.  The  National  Institutes 
of  Health,  Division  of  Biologies  Standards,  in- 
dicates that  the  product  be  used  for  not  longer 
than  twenty-one  days.  Checkcell  is  packaged  in 
3 ml.,  7 ml.,  and  15  ml.  vials. 
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The  Rise  and  Decline 
of  “Flubberitis” 


T HE  FIRST  CASE  of  “flubberitis”  in  New 
York  City  occurred  in  a twelve-year -old  child 
and  was  reported  to  the  Poison  Control 
Center  on  March  18, 1963.  On  the  following 
day  2 additional  cases  of  a skin  eruption 
following  contact  with  “flubber”  were  re- 
ported in  a mother  and  her  fom-year-old 
daughter.  The  epidemiologic  investigation 
of  the  Bureau  of  Preventable  Diseases 
revealed  that  the  mother  purchased  the  toy 
“flubber”  on  March  11,  1963,  and  that  her 
daughter  played  with  this  toy  for  two  days. 
It  was  reported  that  the  “flubber”  was  then 
lost  in  the  house.  It  was  found  again  on 
March  16.  The  child  began  to  play  with  it 
again.  On  March  14  the  child  complained 
of  itching  about  her  “privates.”  This  was 
associated  with  burning  on  urination.  How- 
ever, there  was  no  urgency  and  no  frequency 
of  urination.  The  mother  did  not  notice 
any  vaginal  discharge.  On  March  16  and  17 
the  mother  and  daughter  played  with  the 
“flubber.”  On  March  19  the  mother  noticed 
the  occurrence  of  a similar  rash  and  burning 
on  urination  in  herself. 

The  child  was  taken  to  a pediatrician  on 
March  19.  His  examination  disclosed  an 
erythema  about  the  labia  majora  extending 
back  on  the  perineum  and  surrounding  the 
anus.  There  was  no  evidence  of  vaginal 
discharge.  Urinalysis  produced  essentially 
normal  findings.  The  mother  did  not  see 
her  physician.  The  family  pediatrician 
made  a diagnosis  of  nonspecific  dermatitis  of 
imdetermined  cause. 


The  mother  expounded  the  theory  that 
after  she  had  played  with  the  “flubber”  both 
she  and  her  daughter  probably  went  to  the 
bathroom.  She  stated  that  the  “flubber” 
must  have  been  on  her  hands,  and  in  the 
process  of  using  the  toilet  paper  some  of  it 
may  have  gotten  in  the  area  involved.  The 
“flubber”  was  thrown  away  and  she  noticed 
an  improvemeiit  within  twenty-four  hours 
with  just  local  therapy. 

An  additional  history  was  obtained  from 
the  physician  relating  to  the  child.  At  the 
age  of  two  years  the  patient  had  an  attack 
of  cystitis.  However,  at  that  time  the 
complaints  were  dysuria  associated  with 
frequency  and  urgency.  The  examination 
at  that  time  disclosed  urinary  findings  and 
labial  adhesions.  The  child’s  complaints 
were  not  similar  at  this  time. 

Additional  cases 

A day  or  two  later  additional  cases  of 
“fiubber”  dermatitis  were  reported  to  the 
Poison  Control  Center.  One  worthy  of  note 
was  an  epidemic  in  one  public  school  which 
involved  12  cases.  Ten  of  these  cases  were 
from  one  class  whose  total  register  included 
33  children.  Thus  over  one  third  of  the  class 
became  affected.  The  age  range  of  the 
children  was  from  six  to  thirteen  years  with 
the  majority  being  eleven  years  of  age.  The 
rash  was  described  by  the  supervising 
physician  who  investigated  the  entire  group 
as  being  papular,  red,  discreet,  itching,  with 
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some  deep-seated  vesiculation  which  was 
present  on  the  pad  of  the  hand.  In  a few 
cases  the  rash  was  present  on  the  forehead 
and  the  face  and  in  1 case  on  the  abdomen. 
All  the  children  affected  gave  a history  of 
contact  with  “flubber”  about  one  to  several 
days  prior  to  the  appearance  of  the  rash. 
The  examining  school  supervising  physician, 
who  happened  to  be  a dermatologist,  felt 
that  this  was  not  a case  of  allergic  dermatitis 
but  rather  that  the  rash  was  due  to  a primary 
irritant. 

The  total  nmnber  of  cases  reported  to  the 
Poison  Control  Center  now  totals  52  with 
an  age  range  of  from  one  to  thirteen  years 
and  also  2 adults  with  an  equal  sex  distri- 
bution. It  is  believed  the  cases  reported  to 
the  Health  Department  represent  but  a 
fraction  of  the  total  incidence  because  only 
severe  cases  are  usually  reported. 

Since  our  Center  serves  as  a regional 
facility,  it  is  not  surprising  that  12  cases 
reported  to  our  Center  were  reported  by 
New  Jersey  physicians.  Inquiries  were  also 
made  to  neighboring  localities,  and  detailed 
reports  were  received  from  Connecticut 
which  indicated  that  as  of  March  26,  1963, 
at  least  37  children  in  the  state  had  devel- 
oped a rash  after  playing  with  this  material. 
The  state  epidemiologist  of  Connecticut 
believed  that  the  number  of  cases  in  the 
state  far  exceeded  the  number  reported. 
She  examined  9 children  in  the  town  of  New 
Canaan  who  developed  the  rash  after  using 
this  product  and  was  informed  that  an 
additional  4 siblings  who  she  did  not  examine 
also  had  similar  eruptions.  In  Naugatuck, 
Connecticut,  the  director  of  health  has 
forbidden  the  sale  of  this  material.  How- 
ever, the  state  as  a whole  did  not  put  such  a 
ban  on  the  product  at  that  time  because  a 
definite  causal  relationship  to  this  product 
was  not  known  then.  This  product  also  was 
banned  in  Kansas  by  the  State  Health 
Department,  Food  and  Drug  Division 
because  they  believed  it  to  be  responsible 
for  over  70  cases  of  dermatitis  reported  in 
children  in  that  state. 


Early  reports 

The  first  reports  relating  to  “flubber” 
dermatitis  originated  from  Los  Angeles 
where  the  first  case  was  reported  on  February 
20,  1963.  On  February  26  the  Los  Angeles 


County  Health  Department  reported  an 
outbreak  of  a skin  rash  affecting  12  pupils  in 
an  elementary  school  in  Encino.  The 
situation  in  Los  Angeles  was  complicated  by 
the  fact  that  erythema  infectiosum  was 
reported  in  the  Whittier  district.  Erythema 
infectiosum,  or  fifth  disease,  is  a mild, 
nonfebrUe  infectious  disease  presumably  of 
viral  origin  which  appears  in  small  outbreaks 
among  children.  It  is  usually  characterized 
early  by  red  cheeks  and  perioral  pallor. 
This  is  followed  by  a generalized  rosy-pink 
morbilliform  and  blotchy  eruption,  usually 
on  the  extremities  and  buttocks.  The  rash 
is  accompanied  by  intense  itching.  The 
rash  usually  lasts  for  about  five  to  seven  days. 
The  “flubber”  rash  could  be  confused  easily 
with  the  rash  caused  by  erythema  infec- 
tiosum. To  the  best  of  our  knowledge  there 
was  no  epidemic  of  erythema  infectiosum 
in  New  York  City  during  the  “flubber” 
dermatitis  outbreak. 

On  March  8,  1963,  an  Epidemiological 
Note  issued  by  the  California  State  Depart- 
ment of  Health  indicated  that: 

From  the  epidemiological  data  so  far 
“flubber”  cannot  be  incriminated  although 
as  long  as  a suspicion  does  exist  further 
investigations  will  have  to  be  made. 

As  this  rash  apparently  has  not  previously 
been  observed,  although  it  may  have  escaped 
notice,  there  remains  the  question  of  what 
entity  we  are  dealing  with.  If  we  suppose, 
for  the  moment,  that  the  toxic  and  allergic 
hypotheses  can  be  ruled  out,  aie  we  seeing  a 
new  disease  entity  or  a variation  of  a condition 
long  known  but  not  suflBciently  observed  or 
described? 

Contact  was  made  with  the  U.  S.  Food  and 
Drug  Administration,  and  information  was 
received  that  outbreaks  also  have  been 
reported  in  Phoenix,  St.  Louis,  Kansas  City, 
Spokane,  Washington,  and  several  other 
cities  in  California  and  Connecticut.  As  of 
March  20,  1963,  they  had  a knowledge  of 
over  250  cases  distributed  throughout  the 
country. 

Because  of  complaints  and  adverse  pub- 
licity, the  manufacturer  of  this  product 
had  some  laboratory  work  done.  It  is 
interesting  to  note  one  report  submitted  by 
the  company  through  one  of  its  consultant 
laboratories  which  did  tests  under  the 
supervision  of  a member  of  a medical  school 
faculty.  Patch  tests  were  done  on  52  human 
beings  and  scratch  tests  on  7,  and  59  persons 
were  used  as  controls.  The  response  to  the 
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test  showed  that  only  1 person  reacted  after 
forty-eight  hours  of  exposure.  It  was  a 
moderate  2 plus  response.  The  over-all 
significance  of  the  study  indicates  that 
“flubber”  is  not  an  irritant  or  sensitizer. 

In  a Midwestern  university,  tests  on  the 
product  were  given  to  30  individuals  of  both 
sexes  from  twenty  to  thirty -five  years  of  age. 
They  were  observed  for  acute  as  weU  as 
delayed  reactions.  Because  of  the  special 
situation  present,  individuals  were  chosen 
who  were  known  to  be  sensitive  to  other 
substances,  although  the  entire  group  was 
not  composed  of  such  “allergic”  persons. 
From  the  results  of  the  patch  tests  it  was 
concluded  that  none  of  the  substances  tested 
were  irritating  or  sensitizing. 

An  unsubstantiated  report  from  industrial 
experience  with  this  product  indicated  that 
there  was  a substantial  number  of  individuals 
employed  in  this  industry  who  developed 
“fiubber”  dermatitis. 

We  have  been  informed  that  “flubber”  is 
composed  of  partially  polymerized  butadiene 
and  mineral  oil  in  a proportion  of  70  to  30. 
There  are  minor  amounts  of  polymerization 
catalysts,  antioxidants,  and  “stoppers”  re- 
ported to  be  present.  This  product  is 
easily  moldable  into  any  shape,  and  its 
resiliency  enables  it  also  to  be  used  as  a 
bouncing  toy.  This  product  is  strikingly 
similar  to  silicone  plastics  composing  “siUy 


Few  “well"  patients  found 

Only  44  of  269  apparently  well  persons  who 
underwent  a periodic  health  checkup  were  free 
from  disorders  “considered  hazardous  to  health 
or  capable  of  interfering  with  effective  function 


putty,”  and  so  forth,  which  were  previously 
quite  popular.  However,  dermatitis  from 
the  latter  group  was  not  reported  to  us. 

In  spite  of  the  fact  that  some  felt  that 
early  action  was  indicated,  a delay  in  coming 
to  an  official  administrative  decision  was 
imderstandable.  One  of  the  important  les- 
sons learned  from  this  experience,  however, 
is  that  the  human  experience  factor  should 
be  a major  point  in  any  administrative 
decision. 

The  Food  and  Drug  Administration  on 
May  17,  1963,  announced  that  the  manu- 
facturers were  recalling  this  product  in 
addition  to  “Roobly  Rubber”  and 
“Flubber.”  At  the  time  of  this  withdrawal 
the  Food  and  Drug  Administration  had 
accumulated  over  1,600  reported  cases  of 
irritant  rashes  from  these  plastics  through- 
out the  coimtry.  Because  of  the  increasing 
use  of  plastics,  with  their  accompanying 
organic  compounds,  a repetition  of  this 
allergic  incident  is  certain  to  recur,  and  it  is 
hoped  that  this  experience  may  help  to 
facilitate  a speedier  decision  in  future 
incidents. 

Pediatricians,  general  practitioners,  al- 
lergists, and  dermatologists  can  help  greatly 
by  reporting  such  similar  outbreaks  and  all 
side-reactions  promptly  to  Health  Depart- 
ments, Poison  Control  Centers,  and  their 
respective  professional  organizations. 


of  the  patient,”  according  to  a study  cited  by 
Patterns  of  Disease,  a Parke,  Davis  & Company  ' 
pubhcation  for  the  medical  profession. 

In  the  study  of  269  “apparently  well”  I 
patients,  the  largest  number  of  disorders  re- 
vealed by  periodic  health  checkups  were  gastro- 
intestinal, found  in  117  patients,  followed  by 
cardiovascular  and  genitominary  disorders. 
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It  is  obvious  from  the  outset  that  the  scope 
of  this  subject  is  too  great  to  be  properly 
covered  in  one  presentation.  The  subject 
of  recruitment  and  training  of  personnel  is 
such  a large  and  complex  one  that  it  will  be 
omitted  completely  from  this  presentation. 
However,  I should  like  to  discuss  a number 
of  practical  problems  which  have  arisen  in 
our  commimity  and  other  communities  in 
setting  up  disaster  programs.  While  some 
of  the  problems  mentioned  here  will  be 
unique  to  our  own  community,  I am  reason- 
ably certain  that  most  of  the  problems  will 
be  those  which  the  people  in  this  audience 
also  have  encountered.  It  is  also  obvious 
to  all  who  have  dealt  in  disaster  medical 
care  that,  in  such  a discussion,  we  depart 
from  purely  medical  factors.  In  other 
words,  many  of  the  problems  in  setting 
up  a disaster  medical  program  are  not 
purely  medical.  Nevertheless,  those  of  us 
in  the  field  of  medicine  cannot  divorce  our- 
selves from  these  seemingly  nonmedical 
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aspects.  We  may  delegate  certain  non- 
medical tasks  to  others,  but  we  still  must 
assume  the  responsibility  for  these  factors 
and  their  coordination  with  the  purely 
medical  phases  of  the  program. 

The  problems  which  I will  mention  here 
may  be  applicable  to  a community  civil 
defense  organization  and  its  disaster  pro- 
gram, or  they  may  be  applicable  to  the 
disaster  plan  of  a fixed  hospital  or  to  the 
CDEH  (Civil  Defense  Emergency  Hospital). 
The  first  subject  I should  like  to  mention  is 
that  of  depots  of  supply.  Now  in  this 
instance  I do  not  refer  to  depots  in  the  sense 
of  the  Federal  warehouses  located  for  re- 
plenishment of  the  civil  defense  emergency 
hospitals,  and  so  forth.  I refer  rather  to 
those  depots  of  supply  which  are  found 
in  any  community.  Some  of  these  are 
medical,  and  some  are  nonmedical.  One  of 
the  most  obvious  depots  of  supply  will  be  the 
fixed  hospital  itself. 

Supply  depots 

For  example,  in  the  fixed  hospital  we 
should  find  an  increased  inventory  of  certain 
pharmaceuticals  and  dressings.  It  is  to  be 
hoped  that  today  all  fixed  hospitals  will 
carry  an  increased  inventory  of  these  es- 
sential items  for  disaster  care. 

In  the  hospital  laboratory,  it  is  to  be  hoped 
we  will  find  a surplus  inventory  not  only  of 
blood  but  also  antisera  for  blood  typing 
and  crossmatching.  The  laboratory  should 
also  have  a surphis  of  glassware  and  certain 
essential  reagents. 

The  dietary  department  of  a hospital  may 
maintain  easily  an  additional  inventory  of 
foods,  particularly  dried  foods  and  canned 
goods  and  possibly  carmed  water.  In  addi- 
tion, the  dietician  should  be  responsible  for 
maintaining  an  added  inventory  of  high 
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protein  concentrates.  There  should  be  a 
supply  of  table  salt  and  baking  soda  in  the 
kitchen  for  making  simple  oral  electrolyte 
solutions. 

The  x-ray  department  of  the  hospital 
should  maintain  a supply  of  x-ray  film, 
especially  Polaroid  film,  and  it  goes  without 
saying  that  all  personnel  in  the  department 
should  be  trained  in  the  use  of  the  Polaroid 
film  and  developer.  In  addition,  the  x-ray 
department  also  should  maintain  radiation 
detection  instruments,  and  their  personnel 
should  be  trained  in  the  principles  of  detec- 
tion and  decontamination. 

The  maintenance  section  of  the  hospital 
may  carry  an  added  inventory  of  repair 
supplies,  not  only  for  the  hospital  itself 
but  also  to  be  used  outside  for  auxiliary 
hospitals  if  need  be. 

Another  very  important  depot  found  in 
every  community  is  the  pharmacy  or  drug 
store.  At  first  glance  we  may  consider  the 
drug  store  as  a source  of  only  drugs,  but  on 
further  consideration  we  find  that  it  is  a 
source  of  many  other  items  which  are  in- 
dispensable in  disaster  medical  care. 

Obviously,  the  drug  items  include  such 
categories  as  antibiotics,  antiseptics,  stimu- 
lants, sedatives,  narcotics,  and  so  forth. 
In  addition,  drug  stores  will  have  dressings 
and  ointments.  The  average  drug  store 
has  a supply  of  flashlights,  lanterns,  and  bat- 
teries. Many  drug  stores  today  carry  port- 
able radios  and  batteries  for  these  radios. 
Many  of  these  are  transistor  radios  and  are 
of  tremendous  help  in  case  of  a disaster 
situation  where  Conehad  transmission  might 
be  used.  Many  drug  stores  carry  Sterno 
or  other  forms  of  canned  heat,  with  stoves. 
In  addition,  many  highly  concentrated 
dietary  supplements  are  found  in  the  drug 
stores.  We  have  found  in  our  conununity 
that  it  is  a simple  matter  to  set  up  an  in- 
ventory of  these  essential  items  for  each 
drug  store  in  a community.  These  separate 
inventories  then  may  be  compiled  into  one 
master  inventory  so  that  at  any  given  time 
we  know  the  approximate  amount  of  any 
given  item  available  in  our  commimity 
through  the  various  drug  stores. 

Another  depot  of  supply  is  the  grocery 
store,  and  again  we  must  not  consider  this 
as  a source  of  food  only.  While  it  is  true 
that  this  is  the  primary  product  of  the 
grocery  store,  we  must  also  consider  that 
they  handle  many  antiseptics,  canned  heat 


and  stoves,  flashlights,  and  so  forth. 

The  hEudware  stores  in  the  community 
may  be  inventoried  for  ordinary  equipment 
for  repairing;  for  tools;  for  emergency  lights 
of  various  kinds;  for  sheet  plastic  for  cover- 
ing up  windows  which  may  have  been  blown 
out  by  an  explosion;  for  masking  tape, 
staplers,  and  staples  for  fastening  the  plastic 
over  the  window  openings;  chains  for  intra- 
venous administration;  and  electrical  sup- 
plies. I have  mentioned  chains  for  in- 
travenous administration.  While  we  de- 
veloped this  chain  system  over  seventeen 
years  ago,  and  we  think  it  was  original  at 
Memorial  Hospital  in  Elmhurst,  we  have 
improved  it  since  that  time.  I believe  the 
fact  that  we  have  improved  it  illustrates 
very  well  the  value  of  meetings  such  as  this 
one.  It  was  at  a meeting  in  Michigan  some 
months  ago  that  I exhibited  this  chain 
system.  A member  in  the  audience  com- 
mented that  the  hooks  which  we  were  using 
on  the  chains  could  be  improved  by  the  use 
of  shower  curtain  hooks.  He  was  absolutely 
right,  and  we  have  since  substituted  the 
shower  curtain  hooks  for  the  ordinary  hooks. 

I am  trying  to  bring  out  in  this  presenta- 
tion the  fact  that  the  medical  disaster  plan 
caimot  continue  to  fimction  alone.  We  are 
totally  dependent  on  the  cooperation  of 
those  in  other  fields  who  will  maintain  and 
supply  our  medical  program. 

Another  example  of  a depot  in  the  com- 
munity is  the  automobile  service  station. 
We  look  to  these,  of  course,  for  gasoline  and 
oil  to  be  used  for  powering  our  generators 
and  for  fuel  for  the  gasoline  stoves.  We  also 
look  to  the  service  stations  for  batteries  and 
for  emergency  lighting  equipment.  This 
may  be  a good  time  to  mention  the  problem 
of  obtaining  gasoline  under  disaster  con- 
ditions. I have  mentioned  this  before  in 
previous  meetings  but  I think  it  is  an  exam- 
ple of  extreme  importance  in  the  community 
problem.  We  have  foimd,  as  I am  sure 
many  others  have,  that  imder  disaster  con- 
ditions, with  the  electric  power  shut  off, 
it  is  impossible  to  get  gasoline  within  our 
community.  This  is  because  the  modern 
service  station  operates  with  electrically 
driven  gasoline  pumps.  For  this  reason, 
it  is  necessary  to  set  up  auxiliary  pumps, 
independent  of  the  ordinary  power  supply, 
to  obtain  gasoline  under  disaster  conditions. 
For  this  purpose  we  have  set  up  a one- 
cylinder  gasoline  engine  coupled  to  a pump 
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on  the  back  of  a pick-up  truck.  This  can 
be  moved  to  any  service  station  in  town,  and 
we  can  obtain  gasoline  by  this  means. 

Importance  of  small  points 

If  it  seems  that  I am  dwelling  on  small, 
rather  seemingly  unimportant  points,  I 
should  like  to  point  out  this:  Without 

gasoline  to  operate  the  generators,  without 
gasoline  to  operate  our  vehicles,  and  without 
gasoline  to  operate  our  stoves,  the  entire 
medical  disaster  program  will  quickly  bog 
down. 

It  is  well  to  keep  in  mind  that  hospitals 
frequently  are  not  permitted  to  store 
any  amount  of  gasoline  on  the  premises 
because  of  fire  laws.  It  is  also  true  that 
there  are  buildings  in  which  civil  defense 
emergency  hospitals  are  stored  but  where 
gasoline  may  not  be  stored.  The  hospital 
stored  at  York  Community  High  School  in 
Elmhurst  is  an  example  of  this.  Obviously, 
gasoline  may  not  be  stored  within  the  school 
building.  Therefore,  we  must  be  aware  of 
various  methods  of  obtaining  gasoline  on 
short  notice  for  the  purposes  already  men- 
tioned. 

I believe  that  sometimes  in  planning  our 
disaster  programs  we  become  overwhelmed 
with  the  seemingly  large  problems  and 
neglect  some  of  the  small  ones.  Neverthe- 
less, some  of  these  small  problems  are  the 
keystones  in  the  entire  plan.  I should  like 
to  mention  here  the  problems  of  ventilation, 
venting,  and  drainage  of  an  area,  particularly 
' an  area  such  as  that  in  which  a CDEH  is 
stored.  As  all  of  you  know,  the  CDEH  in- 
cludes two  generators:  one  of  15  kilowatts 
for  general  lighting  and  to  operate  electric 
I pumps  and  one  of  2V2  kilowatts  for  opera- 
I tion  of  the  field  x-ray  unit.  For  these 
! generators  to  operate  properly  they  must, 
i of  course,  have  an  air  supply.  I believe 
that  it  is  becoming  increasingly  obvious  that 
these  CDEH  units  must  be  stored  in- 
doors and  preferably  underground.  If  we 
are  considering  the  use  of  these  under 
war  conditions,  then  the  possibility  and 
probability  of  fallout  makes  the  use  of  this 
i equipment  outdoors  completely  impractical. 
( Yet,  if  we  move  the  generators  indoors,  how 
are  we  to  supply  oxygen  for  the  internal  com- 
bustion engine,  and  how  are  we  to  vent  the 
carbon  monoxide  to  the  outdoors?  To  the 
best  of  my  knowledge,  no  general  solution 


has  been  offered  for  this  problem.  I believe 
that  the  problem  must  be  solved  at  the  local 
level  since  each  building  in  which  the  CDEH 
is  stored  will  be  somewhat  different  from  the 
next  building. 

I should  like  to  offer  one  method  that  we 
are  using  in  our  own  CDEH.  Ideally,  the 
generators  should  be  sealed  in  an  area  to 
which  air  is  supplied  through  a special  filter, 
filtering  out  particles  to  the  size  of  approxi- 
mately 30  microns.  This  is  not  always 
practical  from  a financial  standpoint.  Fall- 
out, however,  is  a form  of  dust  which  hap- 
pens to  be  radioactive.  The  majority  of 
this  can  be  filtered  out  by  ordinary  Fiber- 
glas  furnace  filters,  particularly  if  they  are 
moistened.  To  this  end  we  are  establishing 
filter  systems  to  our  generator  room  which  is 
adjacent  to  our  gymnasium  in  York  High 
School  to  supply  filtered  air  to  the  gen- 
erators. This  means,  of  course,  that  it  will 
render  the  area  relatively  safe  for  main- 
tenance men  who  must  take  care  of  repair- 
ing and  refuehng  the  generators.  The 
problem  of  venting  these  generators  is  also 
a very  great  one.  Our  solution  for  this  is  a 
flexible  hose  from  the  exhaust  of  the  gen- 
erator outside  to  a tall  pipe  extending  over 
the  building.  I should  like  to  give  one  word 
of  caution  at  this  point.  From  our  own 
experience  in  trying  out  different  methods  of 
venting  the  generators,  we  have  discovered 
that  it  is  very  important  to  lead  the  exhaust 
pipe  a considerable  distance  from  any  pos- 
sible air  intake  for  the  ventilating  system  of 
the  building.  Otherwise,  obviously,  there 
will  be  an  intake  of  varying  concentrations 
of  carbon  monoxide.  Because  there  always 
may  be  some  slight  leakage  of  carbon  monox- 
ide from  a generator  through  the  carburetor 
or  through  the  fittings  of  the  exhaust  pipe, 
it  is  considered  advisable  to  seal  the  gen- 
erator room  off  from  the  rest  of  the  hos- 
pital as  securely  as  is  practical. 

Drainage 

Now  as  to  the  problem  of  drainage  of  the 
area.  This  applies  particularly  to  under- 
ground areas,  and  I would  hope  that  most  of 
our  CDEH  units  are  stored  in  areas  which 
are  below  the  level  of  the  ground.  First  of 
all,  every  precaution  must  be  taken,  of 
course,  to,  see  that  there  is  no  seepage  of 
water  and  no  flooding  of  the  area  which 
would  quickly  ruin  the  equipment  in  the 
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hospital.  It  is  advisable  to  set  the  crates 
up  on  4 by  4 boards  providing  some  space 
between  the  crates  and  the  floor  so  that 
drainage  and  seepage  may  not  accumulate 
here,  damaging  the  crates  and  their  contents. 

In  the  particular  area  in  which  we  have 
stored  our  CDEH,  there  are  two  sump 
pimips,  since  we  are  below  the  level  of  the 
ground.  Provision  has  been  made  to  con- 
nect these  smnp  pumps  quickly,  or  at  least 
one  of  them,  to  our  emergency  generator  in 
case  of  an  actual  disaster  so  that  we  may 
be  certain  that  the  basement  area  will  not 
flood. 

Water  supply 

Another  major  problem  in  setting  up  com- 
munity disaster  plans  is  that  of  water  supply. 
We  feel  that  it  is  essential  that  the  people 
responsible  for  the  water  supply  in  the  com- 
munity have  various  alternate  means  of 
pumping  water  in  case  the  usual  source  of 
power  is  cut  off.  Ideally,  there  should  be 
an  auxiliary  source  of  water.  It  so  happens 
that  we  have  such  an  auxiliary  source  of 
water  on  the  grounds  of  the  York  Commu- 
nity High  School  in  Elmhurst.  There  is  a 
deep  well  on  the  premises  which  is  used  pri- 
marily for  sprinkling  the  lawn  of  the  campus. 
This  water  has  been  tested  by  the  state  at 
frequent  intervals  and  has  been  found  to  be 
safe  for  drinking  purposes.  A pipe  from 
this  well  is  stubbed  off  in  the  basement  of 
the  gymnasium  so  that  we  may  obtain 
water  for  oiu’  CDEH  even  if  the  city  water 
supply  is  completely  nonexistent.  This 
does  not  mean  that  all  the  problems  have 
been  solved.  We  are  presently  engaged  in 
setting  up  a mechanism  whereby  this  water 
system  may  be  placed  below  frost  level  so 
that  we  may  use  the  system  safely  any  time 
of  the  year. 

It  is  my  feeling  that  as  new  hospitals  are 
built  or  additions  made  to  existing  hospitals, 
auxiliary  sources  of  water  should  be  seriously 
considered  for  these  reasons.  Provisions 
should  be  made  for  treating  water  with  chlo- 
rine and  for  testing  the  water  for  residual 
chlorine.  Incidentally,  there  are  several 
sources  of  such  chlorine.  The  average 
drug  store  has  in  its  inventory  sealed  cans 
of  chlorinated  lime.  The  ordineu-y  house- 
hold bleaching  solution  found  in  groceries 
is  adequate  for  treating  the  water  for  chlo- 
rination. Obviously,  those  concerned  with 


the  water  supply  of  a commimity  or  hospital 
should  be  well  versed  in  radiation  detection 
to  make  certain  the  water  is  safe  from  that 
standpoint. 

Communications 

I believe  it  would  not  be  appropriate  at 
this  point  to  go  into  any  detail  on  communi- 
cations within  the  conamunity  in  disaster. 
This  is  the  function  of  those  who  are  engaged 
primarily  in  communication  whether  it  be 
telephone  or  radio.  However,  I should  like 
to  mention  just  two  points  that  we  have 
found  of  interest  in  Ehnhurst.  One  point  is 
that  of  the  use  of  the  field  telephone  within 
the  CDEH.  We  have  purchased  recently  a 
quantity  of  war  surplus  field  telephones 
which  are  generator  operated  by  crank  and 
which  are  to  be  used  now  in  our  CDEH  to 
communicate  between  the  various  depart- 
ments of  the  hospital.  This  will  obviously 
diminish  the  need  for  a large  number  of 
messengers  and  will  also  thereby  cut  down 
the  amount  of  traflBc  through  the  hospi- 
tal areas.  Second,  in  the  field  of  com- 
munications, I should  like  to  mention  the 
signal  we  are  using  at  our  hospital  to  alert 
all  persoimel  during  a disaster  situation. 
This  signal  is  now  three  high-pitched 
“beeps”  followed  by  this  message:  “All 

persoimel,  Code  3,  report  to  your  stations.” 
This  is  repeated  over  and  over.  Under  test 
conditions  we  merely  state,  “All  personnel 
Code  3,  report  to  your  stations,  this  is  a 
test  exercise.” 

We  feel  there  should  be  close  liaison  be- 
tween the  medical  personnel  of  the  com- 
munity and  the  police  and  fire  departments. 
We  feel  that  the  members  of  each  of  these 
departments  should  be  well  trained  in 
radiation  detection  and  decontamination. 
Their  usefulness  will  be  greatly  increased  if 
they  have  this  training,  since  they  will  be 
able  to  report  by  radio  those  areas  which  are 
safe  and  those  areas  which  are  unsafe  for 
rescue  teams.  Obviously,  the  police  and 
firemen  should  have  training  in  first  aid  and 
I believe  that  this  is  routine  in  most  com- 
mimities  today.  I can  only  add  here  that  I 
believe  that  their  training  in  first  aid  should 
be  implemented  through  the  Medical  Self- 
Help  Program.  Firemen  should  have,  in 
addition  to  their  usual  responsibilities  and 
that  of  radiation  detection,  the  responsibility 
of  bypassing  broken  water  mains  using  the 
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fire  hose  equipment.  In  our  community  our 
firemen  have  been  trained  to  this  end,  and 
this  is  part  of  our  usual  disaster  exercise. 

Medical  problems 

Having  discussed  so  many  factors  which 
are  really  nonmedical  in  the  ordinary  sense, 
I should  now  like  to  go  on  to  some  medical 
problems  in  the  field  of  disaster  care  in  the 
community.  I should  like  to  speak  for  a 
few  moments  about  hypodermic  syrmges. 
I believe  that  we  face  a much  greater  prob- 
lem than  we  sometimes  realize  in  this  field 
I largely  because  of  the  great  danger  of  trans- 
1 mission  of  certain  diseases.  Obviously,  the 
■ disease  to  be  most  feared  in  this  category  is 
1,  that  of  infectious  hepatitis.  The  CDEH  is 
; equipped  with  glass  hypodermic  syringes. 

I I believe  it  is  essential  that  a substantial 

I I supply  of  disposable  hypodermics  also  be 
I placed  in  each  CDEH. 

The  average  community  hospital  and 
‘ general  hospital  today  has  both  types  of 
I hypodermic  syringes.  When  the  glass  hy- 
r podermic  syringe  may  be  sterilized  by  means 
.j  of  an  autoclave  or  by  treatment  for  over 
i thirty  minutes  in  boiling  water,  this  is  gen- 
erally considered  adequate.  However,  this 
( may  not  always  be  practical  in  the  first 
V hours  following  disaster,  and  so,  for  this 
1 particular  time,  I believe  that  disposable 
hypodermic  syringes  are  definitely  indicated. 
I carmot  overemphasize  my  concern  with 
>,  the  problem  of  hepatitis.  I have  a great 
, fear  of  this  particular  disease  during  a war 
'j  either  as  an  accidental  infection  or  one  delib- 
•|  erately  planned  by  an  enemy  agent.  If 
■I  I you  will  consider  the  characteristics  of  the 
■i  disease,  I believe  that  you  will  agree  that 
il  the  dangers  that  I have  mentioned  are  not 
I exaggerated.  The  disease  is  insidious,  and 
it  has  a long  prodrome  and  incubation  period. 

I During  any  of  this  time  it  may  be  trans- 
1 mitted  to  another  person.  The  virus  is  ex- 
1 tremely  resistant  to  heat  and  chemicals  and, 

I in  fact,  I believe  is  the  most  resistant  of  patho- 
genic viruses.  Experiences  of  our  military 
during  World  War  II  have  amply  illustrated 
j that  there  is  grave  danger  of  transmission  of 
hepatitis  through  use  of  the  common  syringe 
even  though  the  needle  is  changed.  It  is  not 

I 


diflScult  to  imagine  a major  epidemic  of 
hepatitis  following  a disaster.  It  is  also  easy 
to  imagine  that  this  epidemic  may  be  pro- 
duced by  our  own  failure  to  realize  the  in- 
adequacies of  the  equipment  we  use  for 
hypodermic  administration. 

I believe  that  it  is  important  in  each  com- 
munity to  set  up  some  type  of  standardized 
treatment  for  the  first  hours  or  days  follow- 
ing a disaster.  None  of  us  wishes  to  over- 
standardize treatment  of  patients.  We  all 
feel  that  this  should  be  decided  at  the  choice 
of  the  attending  physician.  However,  I 
think  it  is  only  practical  to  accept  the  fact 
that  under  disaster  conditions  certain  types 
of  injuries  must  be  treated  by  standardized 
methods.  I believe  that  the  outstanding 
example  of  this  perhaps  is  the  treatment  of 
burns.  Certainly  we  can  visualize  that  in  a 
disaster  involving  a large  number  of  burn 
victims,  chaos  would  result  if  one  doctor  used 
the  open  air  method,  another  used  refrigera- 
tion, still  another  used  ointments,  and  still 
another  used  aniline  dyes.  It  seems  desir- 
able to  set  up  standardized  methods  for 
these  patients  and  preferably  the  simplest 
methods,  those  which  can  be  administered 
most  rapidly  and  those  which  can  be  con- 
verted to  any  other  method  after  the  first 
tumult  of  the  disaster  has  passed  and  when 
the  patients  revert  to  private  care. 

No  presentation  on  the  community  prob- 
lems in  disaster  would  be  complete  without 
mentioning  the  medical  self-help  program. 
I believe  that  this  program  is  not  only  the 
best,  but  the  only  answer  to  this  phase  of  the 
medical  problems  of  disaster  care.  And  it 
must  be  obvious  to  all  of  us  that  the  burdens 
placed  on  the  medical  and  allied  professions 
will  be  greatly  diminished  if  at  least  one 
member  of  every  family  in  the  United  States 
is  acquainted  with  the  contents  of  this  kit. 

In  conclusion,  the  Federal  and  state 
governments  may  offer  assistance,  advice, 
and  materials,  but  the  medical  disaster 
program  will  still  be  only  as  strong  as  the 
local  community  and  the  local  hospital  make 
that  program.  Physicians  and  allied  medi- 
cal persoimel  must  spearhead  this  move- 
ment. I am  proud  of  the  fact  that  the  medi- 
cal profession  has  taken  the  lead  in  this 
work  in  the  past,  and  I am  confident  that 
they  will  continue  to  do  so  in  the  futme. 
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An  article  by  the  author  ^ regarding  tea- 
spoonful dosage  has  recently  been  published 
and  has  indicated  that  liquid  medication 
administered  by  the  use  of  a teaspoon  should 
be  dispensed  on  the  basis  of  the  5-ml.  tea- 
spoonful. That  article  is  a guide  to  phar- 
maceutical educators  and  pharmacy  li- 
censing examiners.  However,  it  seems  de- 
sirable to  offer  the  following  short  guide  to 
physicians  so  that  liquid  medication  to  be 
administered  by  the  use  of  a teaspoon  may 
be  prescribed  in  conformity  with  the  more 
accepted  5-ml.  teaspoonful. 

If  a physician  desires  a high  degree  of  ac- 
curacy in  the  administration  of  a dose,  he 
wiU  probably  resort  to  the  use  of  an  injection 
via  the  parenteral  route  of  administration. 
An  infinitesimal  error  may  be  incurred  be- 
cause of  shght  inexactness  in  aligning  the 
narrow  precision  hne  at  the  end  of  the 
plunger  with  the  line  on  the  barrel  of  the 
hypodermic  syringe  or  because  of  adherence 
of  liquid  to  the  syringe.  If  a high  degree  of 
accuracy  is  not  warranted  or  desired,  the 
physician  may  choose,  among  many  choices, 
to  prescribe  hquid  medication  to  be  ad- 
ministered by  the  use  of  a teaspoon.  If 
such  a dosage  form  is  prescribed,  the  physi- 
cian intends  and  desires  that  the  patient  ob- 
tain a specific  amoimt  per  teaspoonful  dose. 

Since  1949  the  American  Standard  Tea- 
spoon for  household  purposes  has  been  estab- 
lished by  the  American  Standards  Associa- 


tion as  containing  4.93  plus  or  minus  0.24 
ml.^’^  A recent  study  conducted  in  Canada 
by  MorreU  and  Ordway  ^ provided  the  datum 
that  the  average  content  of  the  samples  of 
teaspoons  tested  varied  in  voliune  from  4.77 
to  7.11  ml.  Those  investigators  also  pointed 
out  that  in  1954  the  Canadian  Government 
Specifications  Board  defined  a teaspoon  as 
containing  4.74  ml.  and  the  Canadian  Food 
and  Drug  Divisions  amended  their  regula- 
tions to  recognize  5 cc.  as  the  volume  of  a 
teaspoonful  for  calculating  medicinal  dosage. 
Although  the  United  States  Pharmacopeia 
XV,  which  became  official  in  1955,  did  not 
unequivocally  establish  5 ml.  as  the  standard 
for  one  teaspoonful,  it  contains  the  ad- 
visory statement,  “In  view  of  the  almost 
imiversal  practice  of  employing  teaspoons 
ordinarily  available  in  the  household  for  the 
administration  of  medicine,  the  teaspoon 
may  be  regarded  as  representing  5 ml.”’ 
Griflfenhagen,’  quoting  other  sources,  stated, 
“In  1956,  the  National  Bureau  of  Standards 
defined  three  teaspoons  as  equal  to  one 
tablespoonful  or  four  fluid  drams  for  house- 
hold purposes,  thereby  making  the  tea- 
spoonful equal  to  one  and  one-third  fluid 
drams.  Using  the  National  Bureau  of 
Standards  Conversion  of  3.697  ml.  for  one 
fluid  dram,  the  teaspoon  capacity  was  set  at 
4.93  ml.”  Although  it  may  be  some  time 
before  most  households  contain  “standard” 
teaspoons  and  before  most  individuals  are 
educated  to  fill  spoons  to  the  outer  edge  of 
the  spoon  aU  the  way  around,  the  data  in  the 
preceding  sentences  indicate  that  one  tea- 
spoonful should  be  considered  to  have  a 
capacity  of  5 ml. 

Results 

A prescription  “signa”  of  either  “fsi” 
(1  fluid  dram,  about  3.7  ml.)  or  “4  ml.” 
connotes  that  the  patient  wiU  administer  the 
medication  with  the  aid  of  a teaspoon. 
However,  the  physician  must  realize  that  a 
prescription  prepared  on  the  basis  of  a dose 
of  f3i  or  4 ml.  results  in  the  patient  ad- 
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ministering  the  prescription  on  the  basis  of 
5-ml.  teaspoonful  doses  and  obtaining  more 
medication  per  teaspoonful  dose  than  the 
physician  intended  and  desired. 

Just  as  the  5-ml.  teaspoonful  or  six  tea- 
spoonful doses  per  fluid  ovmce  should  be 
used  in  calciflations  to  determine  the  safety 
of  a “signa”  of  “fsi”  or  “4  ml.”  to  be  ad- 
ministered with  the  aid  of  a teaspoon,  the 
5-ml.  teaspoonful  or  six  teaspoonful  doses 
per  fluid  ounce  should  likewise  be  used  by 
the  pharmacist  in  calculations  to  prepare 
“d.t.d.”  (dentur  tales  doses)  liquid  pre- 
scriptions having  a “signa”  of  “fsi”  or  “4 
ml.”  to  be  administered  with  the  aid  of  a 
teaspoon.  1 For  example,  if  a prescription  re- 
quests “dentur  tales  doses”  ninnber  32  of 
Vso  grain  of  drug  per  fsi,  the  patient  should 
receive  grain  of  drug  per  32  times  5 
ml.  or  a total  volume  of  160  ml. 

Recommendations 

To  conform  with  pharmacy  teaching,  the 
physician  is  urged  to  adhere  to  the  following 
recommendations. 

If  a liquid  prescription  is  written  in  the 
metric  system  and  is  to  be  administered  with 
the  aid  of  a teaspoon,  the  physician  must 
realize  that  one  teaspoonful  is  equivalent  to 
5 ml.;  and  the  recommendation  is  that  the 
physician  write  a “signa”  of  “5  ml.”  or  “one 
teaspoonful.”  If  a “dentin*  tales  doses” 
liquid  prescription  is  to  be  administered  with 
the  aid  of  a teaspoon,  the  physician  must 
realize  that  there  are  six  teaspoonful  doses 
per  fluid  ounce  or  about  30  ml.;  and  the 
recommendation  is  that  the  physician  write 
such  “d.t.d.”  liquid  prescriptions  on  the 
basis  of  a 5-ml.  dose  and  “d.t.d.”  by  six  or  a 
multiple  thereof,  for  example: 

Codeine  phosphate  0 . 010  Gm. 

Ephedrine  sulfate  0.015  Gm. 

Potassium  guaiacolsulfonate  0 . 075  Gm. 

Orange  syrup  ad  5 ml. 

D.t.d.  18 

Signa:  5 ml.  t.i.d.  when  needed  to  allay 
cough. 

i If  a liquid  prescription  is  written  in  the 


apothecary  system  and  is  to  be  administered 
with  the  aid  of  a teaspoon,  the  physician 
must  realize  that  one  teaspoonful  is  equiv- 
alent to  5 ml.;  and  the  recommendation  is 
that  the  physician  write  a “signa”  of  “5  ml.” 
or  “one  teaspoonful”  rather  than  “fsi.” 
If  a “dentur  tales  doses”  liquid  prescription 
is  to  be  administered  with  the  aid  of  a tea- 
spoon, the  physician  must  realize  that  there 
are  six  teaspoonful  doses  per  fluid  ounce; 
and  the  recommendation  is  that  the  physi- 
cian write  such  “d.t.d.”  liquid  prescriptions 
on  the  basis  of  a 5-ml.  dose  and  “d.t.d.”  by 
six  or  a multiple  thereof,  for  example: 


Codeine  phosphate 

gr.  V( 

Potassium  guaiacolsulfonate 

gr.  i 

Potassium  citrate 

gr.  iii 

Aromatic  ehxir 

Cherry  syrup  of  each  up  to 

5 ml. 

D.t.d.  24 

Signa:  One  teaspoonful  t.i.d.  when  needed  to 
allay  cough. 


Summary 

The  capacity  of  one  teaspoonful  should  be 
considered  to  be  5 ml.,  and  one  fluid  ounce  or 
about  30  ml.  should  be  considered  to  provide 
six  teaspoonful  doses.  If  the  physician  pre- 
scribes a liquid  prescription  to  be  adminis- 
tered with  the  aid  of  a teaspoon,  the  recom- 
mendation is  that  the  physician  write  a 
“signa”  of  “5  ml.”  or  “one  teaspoonful.” 
If  one  fluid  ounce  or  multiple  thereof  of  the 
liquid  prescription  prescribed  on  a teaspoon- 
ful dosage  basis  is  also  a “dentur  tales 
doses”  prescription,  the  recommendation  is 
that  the  physician  write  such  “d.t.d.”  liquid, 
prescriptions  on  the  basis  of  a 5-ml.  dose  and 
“d.t.d.”  by  six  or  a multiple  thereof. 
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A couple  of  years  ago  in  a moment  of  careless 
bravado,  I recklessly  turned  on  a radio  to  take 
whatever  happened  to  be  available.  Assailed 
by  what  was  professed  to  be  “his  own  version” 
of  “Danny  Boy,”  sung  by  a teen-age  Rock-and- 
RoUer  with  a most  improbable  name,  I was 
“shook  up”  to  the  extent  that  I have  never 
since  tried  this  particular  version  of  Russian 
roulette.  Now  I wait  until  I am  sure  the  beer 
is  sold  before  I turn  on  the  ball  game. 

While  one  may  practice  such  pleasurable 
self-denial  in  his  own  home  or  car,  there  are 
occasions  when  visiting  that  one  becomes  the 
thrall  to  acceptable  social  manners  and  can  do 
nothing  but  accede  to  the  choice  of  the  master 
of  the  house  and  his  invested  right  to  turn  his 
radio  on  or  off  and  to  whatever  station  he  may 
desire.  For  while  your  host  will  courteously 
consult  you  as  to  your  preference  in  drink  and 
mixer,  will  solicitously  inquire  as  to  whether  the 
temperature  is  satisfactory,  wiU  press  you  to 
use  the  most  comfortable  chair,  and  make  sure 
you  are  served  with  meat  as  rare  or  as  well  done 
as  your  pleasure  may  dictate,  yet  his  radio  re- 
mains as  inviolate  as  his  marital  bed. 

So  it  was  that  recently,  I found  myself  forced 
to  sit  and  listen  to  one  of  our  more  facile  pohtical 
orators,  frequently  defeated  but  never  silenced. 
Although  as  inattentive  as  I dared  be,  some- 
thing that  was  said  startled  me  into  awakened 
listening.  In  effect  it  was  the  blandly  pompous 
assertion  that  now  security  was  a battle  won 
or  nearly  won,  the  goverrunent  could  turn  to 
its  next  task:  providing  happiness  for  all. 

Even  the  founding  fathers  guaranteed  us  only 
the  right  to  pursue  it,  but  now  it  would  seem, 
it  is  to  be  packaged  and  distributed  to  all,  some- 
what as  is  surplus  food,  I imagine. 

The  most  surprising  part  of  this  performance 
was  not  the  extravagant  promise  so  casually 
given  but  tbe  apparent  ready  acceptance  by 
the  listeners.  We  seem  to  have  the  most 
peculiar  attitude  toward  happiness;  none  of  us 
experiences  it,  but  we  readily  accept  that  others 
enjoy  it  and  base  our  belief  on  the  flimsiest 
evidence.  This  we  do,  although  the  history  of 
man,  his  literature,  and  the  advice  of  his  philoso- 
phers all  testify  to  the  foUy  and  evil  of  this 
tendency — from  the  frank  warning  contained  in 
the  closing  chorus  of  Oedipus  Rex,  written  some 
2,400  years  ago,  to  the  observation  of  Freud 
that  whatever  God  created  man  for  it  was  not 
happiness. 

I would  not  go  this  far,  I would  not  and  can- 
not say  there  is  no  such  thing  as  happiness  in 
this  world;  all  I can  say  is  I,  in  some  sixty  years, 


have  never  met  anyone  who  is  happy.  As  is 
true  of  every  physician,  I have  met  many  who 
were  sure  they  would  be  happy  if  some  oppres- 
sive need  was  satisfied. 

So  it  is  that  a blind  man  will  confide  his  honest 
belief  that  if  he  could  once  more  see  the  inde- 
scribable mixture  of  orange  and  red,  enhanced  in 
the  shish  kebob  style  of  flaming  incandescence 
which  is  his  memory  of  a sunset;  or  see  the 
pulsing  arrival  of  spring — the  melting  accretion 
of  winter  ice  seen  first  for  an  hour  or  two  in 
midday  then  suddenly  the  ice  is  gone,  maple 
trees  stUl  with  their  gaunt  silhouettes  of  winter 
except  for  the  sap  buckets  affixed  impudently  to 
their  majestic  trunks,  the  shy  crocus  peeking 
timorously  through  the  carpet  of  snow;  and 
finally,  almost  overnight,  see  the  prologue  done 
and  spring  arriving  all  at  once — the  trees  leafed, 
young  ladies  (and  those  who  wish  they  were  and 
can’t  reahze  they  are  not)  wearing  Bermuda  or 
scantier  type  shorts,  the  grass  becoming  green: 
These  sights,  he  will  tell  you,  would  bring  him 
happiness. 

The  deaf  teU  you  that  just  to  hear  the  sound 
of  their  children  laughing  or  their  husbands 
scolding;  to  hear  the  ordinary  sounds  of  an 
ordinary  household — a dripping  faucet,  a 
flushed  toilet,  a whisthng  teapot,  the  doorbell,  or 
the  family  dog  whining  to  go  out:  Grant  them 

this  boon  and  they  would  be  happy. 

One  could  go  on  and  on:  the  barren  woman 
who  knows  that  if  she  could  cradle  her  own  child 
in  her  arms  and  feel  her  baby  tugging  at  the 
breast,  then  life  would  have  purpose,  she  would 
be  a whole  woman  and  will  have  found  happi- 
ness. The  parents  of  the  retarded  child  or  the 
child  suffering  from  major  birth  or  congenital 
defect  ask  only  a miracle  of  transformation  and 
care  not  whether  such  miracle  be  of  the  rapid 
shrine  or  slow  scientific  variety,  as  long  as  the 
result  is  a normal  child.  Sometimes  the  mother 
doesn’t  ask  even  this  to  make  her  happy  but 
only  reassurance  that  the  child’s  handicap  is  not 
her  fault:  Reheve  her,  she  begs,  of  this  gnawing 

uncertainty;  lift  from  her  the  feehng  of  guilt  as 
to  responsibility  and  she  will  know  happiness. 
The  poverty-stricken  see  happiness  in  some  as- 
surance of  steady  income,  not  for  luxuries  but 
for  just  the  necessities;  once  this  constant  worry 
and  fear  is  lifted  then  what  could  be  left  but 
happiness.  And  a woman  married  to  an  alco- 
hohc  husband  and  loving  him  asks  only  that  he 
treat  her  with  half  the  consideration  he  lavishes 
on  some  bartender. 

Logically  then,  from  the  preceding,  it  must  be 
evident  that  a person  who  is  not  married  to  an 
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alcoholic  person;  who  can  see;  who  can  hear; 
who  has  borne  normal  children,  which  children 
are  living;  who  has  normal  intelligence  and  is 
not  crippled  nor  handicapped;  who  has  no 
economic  worries;  a person  without  gmy  obvious 
reason  be  it  family,  personal,  or  social  to  war- 
rant a feeling  of  guilt — such  person  is  a happy 
individual.  Find  someone  with  all  these  advan- 
tages and  you  have  found  the  happy  person  who 
is  said  not  to  exist. 

Yet  ironically  perhaps,  but  unfortunately 
true,  these  are  the  very  people  who  crowd  one’s 
office,  protesting  their  right  to  happiness,  whin- 
ing about  their  lot  in  hfe,  the  monotony  of  every- 
day tasks,  their  lack  of  interest,  their  mate’s 
inattentiveness,  with  constant  repetition  of  the 
“What’s  the  use,  what  have  I to  look  forward 
to?”  routine,  plus,  “I  haven’t  done  anything  I 
wanted  to;  what  is  the  purpose,  and  what  is 
the  use  of  living?”  These  complaints  are 


Climate  no  escape  from  flu 

Moving  to  another  climate  to  avoid  colds  or 
other  respiratory  infections  does  not  appear  to 
be  worth  while. 

This  is  the  opinion  of  two  consultants  pub- 
lished in  the  question  and  answer  section  of  the 
May  11  Journal  of  the  American  Medical  As- 
sociation. 

Harold  L.  Israel,  M.D.,  Philadelphia,  said 
there  is  a paucity  of  information  concerning  the 
incidence  of  acute  respiratory  infections,  but  the 
available  statistics  suggest  that  all  regions  of  the 


usually  embroidered  with  a massive  sprinkling 
of  assorted  aches,  pains,  and  physical  symptoms. 
And  this  is  not  all;  these  individuals  divorce 
themselves  from  any  responsibihty  for  their  feel- 
ings, their  symptoms,  their  treatment,  or  any 
contribution  to  either  the  understanding  or 
alleviation  of  their  tragic  states  of  mind.  Their 
mate’s  inattentiveness,  lack  of  interest,  and 
hatred  is  the  fault  of  their  mate  (they  have  a 
right  to  love) ; daily  monotony  is  not  their  fault 
(they  have  a right  to  be  entertained).  They 
have  no  responsibility  for  the  future.  Resentful 
of  growing  old,  afraid  of  inevitable  death,  they 
can’t  accept  what  pleasure  the  present  holds  out 
to  them.  Instead  of  happiness,  this  group 
produces  a whining,  repetitive  litany  of  com- 
plaints and  carries  on  a frenetic  search,  not  for 
happiness  but  for  forgetfulness  of  their  feeir,  in 
such  unlikely  places  as  the  bottom  of  a bottle. 

WRC 


United  States  have  essentially  the  same  fre- 
quency of  these  Ulnesses. 

Alvan  L.  Barach,  M.D.,  New  York  City,  said 
the  incidence  of  respiratory  infections  is  not  so 
significantly  altered  in  various  regions  of  the 
United  States  as  to  warrant  a change  of  climate 
for  patients  who  suffer  recurrent  colds. 

“Exposure  to  crowds,  which  does  enhance  the 
chances  of  bacterial  and  virus  infection,  may 
occur  in  the  South  as  well  as  the  North,”  he 
said,  adding  that  newer  methods  of  treatment 
provide  a better  approach  to  the  management 
of  the  patient  with  recurrent  colds  than  changes 
of  climate. 
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Herrington,  J.  L.,  Jr.:  Antrectomy-vagotomy 
for  duodenal  ulcer;  a fifteen-year  appraisal, 
New  York  State  J.  Med.  63:  2489  (Sept.  1) 
1963. 

Vagotomy  with  antrectomy  was  performed 
on  1,126  patients  during  a fifteen-year  period. 
The  hospital  mortality  was  2.8  per  cent.  Of 

I, 073  patients  followed  up,  68  per  cent  obtained 
an  excellent  clinical  result,  26  per  cent  a good 
result,  5 per  cent  a fair  result,  and  1 per  cent  a 
poor  result.  Billroth  I and  Billroth  II  recon- 
structions were  equally  effective.  The  dumping 
syndrome  was  a real  problem  in  only  a few 
cases.  Only  8 recurrent  ulcers  have  occurred. 
In  poor-risk  patients  a compromise  procedure 
is  recommended. 

RansohofF,  J.:  Treatment  of  subarachnoid 

hemorrhage;  current  status.  New  York  State 

J.  Med.  63:  2494  (Sept.  1)  1963. 

The  treatment  of  subarachnoid  hemorrhage 
has  been  aided  by  the  development  of  cerebral 
angiography  with  the  modern  use  of  biplane, 
serial,  percutaneous  angiography;  by  advances 
in  hypothermia;  and  by  technical  advances 
including  steel  clips,  adhesive  plastics,  and 
various  clamps.  Early  definitive  therapy  is 
essential,  as  75  per  cent  of  rebleedings  occur 
within  three  weeks  following  the  original  bleed- 
ing. State  of  consciousness  is  the  best  indica- 
tion of  the  patient’s  ability  to  tolerate  surgery. 


TB  test  cheaper 


A program  of  tuberculin  tests  for  infants 
appears  to  be  a less  costly  procedure  for  finding 
unknown  cases  of  tuberculosis  than  mass  chest 
x-ray  surveys,  it  was  reported  in  the  July  6 
Journal  of  the  American  Medical  Association 
by  William  E.  Mosher,  M.D.,  A.  A.  Grabau, 
M.D.,  and  V.  J.  Sallak,  Ed.  D.,  of  Buffalo. 

The  cost  of  finding  an  active  case  of  TB  in  a 
tuberculin  test  program  was  about  $501  per 
case  while  the  cost  of  finding  active  TB  through 
the  mass  x-ray  survey  technic  has  been  esti- 
mated as  high  as  $1,000  per  case.  This  con- 
clusion was  based  on  a tuberculin  screening 
program  involving  1,668  children  who  attended 
well-child  conferences  conducted  by  the  health 
department  in  the  Buffalo  area. 

Although  the  major  objective  of  the  study 
was  to  determine  whether  or  not  screening  of 


Pincus,  J.  B.,  and  Gittleman,  I.  F.:  Hypo- 
calcemia during  first  week  of  life  in  mature  and 
premature  infants.  New  York  State  J.  Med. 
63:  2502  (Sept.  1)  1963. 

Hypocalcemia  during  the  first  week  of  life 
may  be  caused  by  feeding  infants  diets  con- 
taining a high  phosphorus  load.  Breast  milk 
gives  protection  against  this  type  of  hypo- 
calcemia, and  an  artificial  formula  resembling 
human  milk  in  protein  composition  and  content 
of  calcium  and  phosphorus  also  offers  protection. 
The  incidence  of  hypocalcemia  occurring  before 
any  feedings  are  given  is  high  in  mature  neonates 
born  to  mothers  who  have  placenta  previa, 
infections,  uncontrolled  diabetes,  or  who  are 
prediabetic.  It  is  associated  very  frequently 
with  prematurity. 

Chapin,  H.  B.:  Herpes  simplex  virus  antigen 

in  recurrent  herpetic  keratitis.  New  York 
State  J.  Med.  63:  2506  (Sept.  1)  1963. 

Fifty  patients  with  herpetic  keratitis  were 
given  immunization  treatment  with  killed  HSV 
(herpes  simplex  virus)  antigen.  In  39  patients 
stiU  in  contact  there  were  29  good  results  and 
10  fair  results.  The  data  suggest  that  booster 
doses  of  antigen  should  be  given  at  intervals 
of  less  than  six  months  in  severely  infected 
cases.  As  the  tolerance  and  immunity  response 
to  the  antigen  vary,  the  immunization  schedule 
must  be  modified  for  the  individual  case. 


infants  with  the  tuberculin  test  was  effective 
in  identifying  unknown  TB  among  adult  con- 
tacts, the  study  revealed  primary  TB  among 
the  children  themselves.  A diagnosis  of  pri- 
mary TB  was  confirmed  in  6 of  the  children 
studied.  Investigation  of  the  contacts  of  these 
6 and  a suspected  case  revealed  5 additional 
cases  of  active  pulmonary  TB. 

The  tuberculin  test  consists  of  an  injection 
of  a liquid  containing  extracts  of  the  tubercle 
bacillus  which  causes  TB.  If  the  disease  is 
present,  an  inflammation  develops  at  the  site 
of  the  injection. 

The  study  was  made  jointly  by  the  Buffalo 
and  Erie  County  Tuberculosis  and  Health 
Association  and  the  Erie  County  Department 
of  Health.  Dr.  Mosher  is  Commissioner  of 
Health  and  Dr.  Grabau  is  director  of  the  Divi- 
sion of  Tuberculosis  Control,  Erie  County 
Health  Department.  Dr.  Sallak  is  executive 
secretary,  Buffalo  and  Erie  County  Tuberculosis 
and  Health  Association. 
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Herrington,  J.  L,,  Jr.:  Antrectomia-vagoto- 

1 mia  pro  ulcere  duodenal;  un  evalutation  de 
dece-cinque  annos  (anglese).  New  York  State 
J.  Med.  63:  2489  (1  de  septembre)  1963. 

Vagotomia  con  antrectomia  esseva  effectuate 
in  1.126  patientes  in  le  curso  de  un  periodo  de 
dece-cinque  annos.  Le  mortalitate  hospitalari 
esseva  2,8  pro  cento.  In  le  gruppo  de  1.073 
patientes  pro  qui  datos  catamnestic  es  dispo- 
nibile,  le  resultatos  clinic  esseva  excellente  in 
68  pro  cento  del  casos,  bon  in  26  pro  cento, 
satisfacente  in  5 pro  cento,  e non  satisfacente  in 
1 pro  cento.  Reconstructiones  typo  Billroth  I 
e typo  Billroth  II  esseva  equalmente  efficace.  Le 
I syndrome  del  dumping  esseva  un  ver  problema 
\ in  pauc  casos  solmente.  Recurrentia  de  ulceres 

■ es  reportate  pro  non  plus  que  8 casos.  In 

■ patientes  de  typo  a alte  risco  un  modificate 
intervention  es  recommendate  como  com- 
promisso. 

Ransohoff,  J.:  Le  tractamento  de  hemor- 

rhagia  subarachnoide;  le  stato  presente 
{anglese).  New  York  State  J.  Med.  63: 
2494  (1  de  septembre)  1963. 

Le  tractamento  de  hemorrhagia  subarachno- 
ide es  adjutate  per  le  disveloppamento  de 
angiographia  cerebral  con  le  uso  del  moderne 
raffinamentos  de  angiographia  biplan,  serial, 
e percutanee.  Illo  es  etiam  adjutate  per  pro- 
gresses in  le  campo  del  hypothermia  e per 
progresses  technic,  incluse  le  disponibilitate  de 
broches  de  aciero,  de  adhesives  de  plastico,  e de 
varie  crampas.  Un  precoce  therapia  definitive 
es  essential,  proque  75  pro  cento  del  re-sanguina- 
tiones  occurre  intra  tres  septimanas  post  le 
sanguination  original.  Le  facto  que  le  patiente 
se  trova  in  stato  de  conscietate  es  le  melior 


indication  que  ille  es  capace  a tolerar  le  chirurgia. 

Pincus,  J.  B.,  e Gittleman,  I.  F.:  Hypo- 
calciemia  durante  le  prime  septimana  del  vita 
in  infantes  matur  e prematur  {anglese).  New 
York  State  J.  Med.  63:  2502  (1  de  septembre) 
1963. 

Hypocalciemia  durante  le  prime  septimana 
del  vita  pote  esser  causate  per  un  dieta  a alte 
contento  de  phosphoro.  Lacte  mammari 
protege  contra  iste  typo  de  hypocalciemia,  e le 
mesmo  vale  pro  un  dieta  artificial  preparate 
secundo  un  formula  simile  a illo  de  lacte  human 
in  su  composition  de  proteina  e in  su  contento 
de  calcium  e phosphoro.  Le  incidentia  de  hy- 
pocalciemia que  occurre  ante  ulle  alimentation 
es  alte  in  neonatos  matur  ab  matres  con  placenta 
previe,  infectiones,  diabete  non-stabUisate,  of 
pre-diabete.  Frequentissimemente  illo  es  as- 
sociate con  prematuritate. 

Chapin,  H.  B.:  Antigeno  de  virus  de  herpete 
simplice  in  casos  de  recurrente  ceratitis  her- 
petic {anglese).  New  York  State  J.  Med. 
63:  2506  (1  de  septembre)  1963. 

Cinquanta  patientes  con  ceratitis  herpetic 
esseva  subjicite  a un  tractamento  de  im- 
munisation con  occidite  antigeno  de  virus  de 
herpete  simphce.  In  39  del  patientes,  con  le 
quales  contacto  remane  establite  al  tempore 
presente,  le  resultatos  esseva  bon  (29  casos)  o 
satisfacente  (10  casos).  Le  datos  suggere  que 
doses  de  reinfortiamento  deberea  esser  admin- 
istrate a intervaUos  de  minus  que  sex  menses  in 
casos  de  infection  sever.  Viste  que  le  tolerantia 
e le  responsa  de  immunitate  al  antigeno  varia,  le 
programma  de  immunisation  debe  esser  modi- 
ficate secundo  le  casos  individual. 
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Wesley  Creveling  Bowers,  M.D.,  of  New  York 
City,  died  on  June  25  at  the  age  of  eighty-two. 
Dr.  Bowers  graduated  in  1908  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  otolaryngologist,  rhinol- 
ogist,  and  laryngologist  at  St.  Luke’s  (where  he 
had  served  as  director  of  otolaryngology  from 
1938  to  1944)  and  Bellevue  Hospitals,  and  a con- 
sulting otolaryngologist  at  the  New  York  Eye 
and  Ear  Infirmary  and  at  Southampton  Hospital 
Association.  Dr.  Bowers  was  a Diplomate  of 
the  American  Board  of  Otolaryngology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Laryngological  As- 
sociation, the  New  York  Academy  of  Medicine, 
the  New  York  Otolaryngological  Society,  the 
New  York  Otological  Society,  the  American 
Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  American  Laryngological,  Rhinologi- 
cal  and  Otological  Society,  the  American 
Otological  Society,  Inc.,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Philip  Cohen,  M.D.,  of  New  York  City,  died 
on  July  25  at  the  age  of  sixty-six.  Dr.  Cohen 
graduated  in  1921  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  an 
attending  pediatrician  at  Flower  and  Fifth 
Avenue  and  Metropohtan  Hospitals  and  at  Bird 
S.  Coler  Memorial  Hospital  and  Home,  and  a 
consulting  pediatrician  at  Beth  Israel  Hospital. 
Dr.  Cohen  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  Ameri- 
can Academy  of  Pediatrics,  the  New  York 
Academy  of  Medicine,  the  New  York  Pediatric 
Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  Forrest  Lee,  M.D.,  of  Ithaca,  died  on 
June  11  at  the  age  of  seventy-nine.  Dr.  Lee 
graduated  in  1911  from  Cornell  University  Medi- 
cal College.  He  was  a consxilting  surgeon  at 
Tompkins  County  Memorial  and  Willard  State 
Hospitals,  and  surgeon  emeritus  at  Cornell 
Infirmary.  During  World  War  II  he  was  the 
chief  medical  oflicer  for  civil  defense  and  served 
many  years  on  the  procurement  and  assignment 
committee  for  Selective  Service  to  choose 
physicians  for  the  Armed  Services.  Dr.  Lee  was 
a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Tompkins  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Richard  Derby,  M.D.,  of  Oyster  Bay,  died  on 
July  21  at  Brattleboro,  Vermont,  at  the  age  of 
eighty-two.  Dr.  Derby  graduated  in  1907  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  Retired,  Dr.  Derby  played  a leading 
role  in  improving  hospital  care  throughout  Long 
Island.  A new  laboratory  at  the  Community 
Hospital  was  named  in  his  honor  in  1961. 
During  World  War  I he  served  fourteen  months 
in  France  as  division  surgeon  of  the  Second 
Infantry  and  for  his  work  he  received  the  Croix 
de  Guerre  and  the  French  Legion  of  Honor,  and 
the  Distinguished  Service  Medal  from  the 
United  States.  Dr.  Derby  was  a Diplomate  of 
the  American  Board  of  Surgery,  a FeUow  of  the 
American  College  of  Siugeons,  and  a member  of 
the  New  York  Academy  of  Medicine,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 


Avery  Hugo  Sarno,  M.D.,  of  Johnstown,  died 
on  July  11  at  the  age  of  seventy.  Dr.  Sarno 
graduated  in  1917  from  Tufts  College  Medical 
School.  He  was  an  attending  physician  in  in- 
ternal medicine  and  cardiology  at  Nathan 
Littauer  Hospital  and  chief  of  internal  medicine 
and  cardiology  at  Johnstown  Hospital.  Dr. 
Sarno  was  a Fellow  of  the  American  College  of 
Cardiology  and  a member  of  the  Utica  Academy 
of  Medicine,  the  Fulton  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Nathan  Sharove,  M.D.,  of  Lake  Mahopac, 
died  on  March  30  at  the  age  of  sixty-one.  Dr. 
Sharove  graduated  in  1933  from  the  Medical 
College  of  Virginia.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


Merton  E.  Waldron,  M.D.,  of  Perry,  died  on 
June  18  at  the  age  of  fifty-nine.  Dr.  Merton 
graduated  in  1932  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  a county 
coroner  and  had  been  the  physician  for  the 
Perry  Central  School  system  for  over  twenty 
years.  Dr.  Waldron  was  a member  of  the 
Wyoming  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Letters  to  the  Editor 


Drug  identification 

To  the  Editor:  The  issue  of  the  Journal  of  the 

American  Medical  Association  for  December  22, 
1962,  was  devoted  entirely  to  an  “Identification 
Guide  for  Solid  Dosage  Forms.”  This  com- 
prised 157  pages  of  the  issue  and  took  more  than 
four  years  in  preparation. 

The  reasons  for  the  careful  study  and  the 
painstaking  compilation  of  all  those  data  are 
obvious.  Often  a patient  is  taking  some 
medication,  either  on  prescription  or  buying  it 
“over  the  counter”  in  a drugstore,  without 
knowing  what  he  takes.  If  he  gets  ill,  it  is  of 
utmost  importance  to  find  out  exactly  what 
chemicals  he  has  been  taking,  in  what  dosage 
form,  and  for  how  long  a time.  Frequently  it  is 
almost  impossible  to  establish  this  vital  in- 
formation with  any  degree  of  exactness,  espe- 
cially if  the  patient  is  unable  to  cooperate  either 
through  his  illness  or  lack  of  understanding. 

A prescription  usually  can  be  traced  to  the 
drugstore,  and  by  its  number  and  date  identifica- 
tion can  often  be  made  satisfactorily.  Not  so 
with  the  myriad  of  nonprescription  items  sold 
daily  by  the  millions  to  the  American  people. 
Not  so  either  with  the  physician- dispensed 
pills  and  tablets  which  are  still  prevalent  in  the 
majority  of  the  small  towns  and  villages 
throughout  the  country.  Even  hospital  dis- 
pensaries in  big  cities  give  out  pills  in  paper 
boxes  or  envelopes,  making  it  often  diflicult  to 
identify  them.  Private  physicians  are  not  always 
avedlable  and  are  sometimes  neglectful  in 
recording  exactly  what  medicines  they  have 
dispensed  to  each  patient,  each  time. 

Therefore,  this  long  and  laborious  work  was 
undertaken  at  great  cost  and  expense  of  energy 


Hospitalization  for  aged  senile  persons 

To  the  Editor:  In  the  July  15,  1962  issue  of  the 

New  York  State  Journal  of  Medicine  there 
appeared  an  article  by  Judge  Benjamin  Brenner 
entitled  “Denial  of  Due  Process  and  Civil 
Rights  to  Aged  Senile  Persons  Without  Major 
Mental  Impairment”*  which  is  deserving  of 
considerable  attention  by  members  of  the 
medical  profession.  The  learned  and  incisive 
discussion  by  Judge  Brenner  can  only  elicit  our 
highest  respect  for  his  understanding  and  point 
of  view.  However,  there  are  a few  additional 
considerations  that  should  be  brought  out  in  a 
full  review  of  the  problem  of  mental  hospitaliza- 


and time.  At  best  it  is  a stopgap,  comphcated 
and  cumbersome,  and  by  virtue  of  the  obstacles 
and  difficulties  encountered  obviously  far  from 
the  perfect  solution  to  an  urgent  and  important 
problem.  The  last  few  lines  of  the  “Brief 
Introduction  to  the  Guide”  say:  “When  the 
characteristics  of  the  unknown  drug  are  matched 
to  characteristics  in  the  Guide,  the  field  will  be 
narrowed  to  one,  or  at  most  a relatively  few 
drugs.  Tentative  identification  is  thus  estab- 
lished.” (Italics  are  mine.) 

It  seems  almost  inconceivable  that  in  this 
day  and  age  and  in  this  highly  civilized  country 
drugs  are  being  manufactured  which  bear  no 
identification  signs  whatsoever.  Pills,  tablets, 
capsules  of  all  colors,  shapes,  and  designs  can 
be  made,  sold,  given  away  freely,  dispensed, 
sent  through  the  mails,  with  nary  an  identifica- 
tion. Only  the  containers  have  to  be  labeled. 

I am  proposing  here  and  now  that  the  Food 
and  Drug  Administration,  in  cooperation  with 
the  American  Medical  Association  and  the 
Pharmaceutical  Manufacturers  Association, 
order  that  each  and  every  solid  medication  bear 
a definite  sign  or  number  or  any  other  definite 
identification  which  can  be  seen  clearly.  Then 
a code  must  be  established  to  identify  exactly 
this  particular  design,  its  name,  the  manu- 
facturer, and  the  dosage.  This  should  be  rela- 
tively simple  and  need  not  take  another  four 
years.  It  could  save  many  lives  and  much 
morbidity.  In  my  humble  opinion  it  is  a long 
overdue  measure  and  an  absolute  must  if  order 
is  to  be  established  in  the  present  chaos  of  solid 
medications. 

Hans  Pollak,  M.D. 

Gloversville 


tion  for  the  aged.  In  this  connection,  a number 
of  facts  and  experiences  familiar  to  the  practicing 
psychiatrist  should  be  mentioned.  It  is  my 
intention  to  bring  forward  some  of  these  facts. 

Judge  Brenner  has  indicated  that  “it  is 
morally  wrong  to  deny  to  aged  senile  patients 
affiicted  with  no  serious  mental  illness  the  right 
to  be  free  and  retain  the  dignity  of  their  person” 
and  that  perpetual  involuntary  incarceration 
occurs  to  such  individuals  “during  the  last 
months  or  days  of  his  life  when  he  most  needs 
but  seldom  receives  the  strong  and  protecting 
arm  of  the  law.”  Judge  Brenner  is  certainly 
correct  when  he  states  that  it  is  wrong  to  deny 
freedom  to  a patient  with  no  serious  mental 
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illness.  On  the  other  hand,  does  he  wish  to 
apply  his  same  arguments  against  Sections  73 
and  73a  of  the  Mental  Hygiene  Law  to  the 
senile  patient  who  does  show  serious  mental 
illness?  I helieve  that  this  is  a flaw  in  Judge 
Brenner’s  point  of  view.  He  has  tended  to 
generahze  on  all  of  the  conditions  occurring  in 
the  senium.  As  he  well  knows,  there  is  a 
considerable  range  of  disability  and  severity  of 
illness  in  the  senile  group  of  patients.  When  a 
physician  participates  in  the  certification  of  a 
patient,  senile  or  otherwise,  to  a mental  hospital, 
it  is  taken  for  granted  that  the  decision  of  the 
physician  will  be  based  on  the  clinical  picture 
and  that  there  will  be  evidence  of  a mental 
illness  and  not  simply  the  uncomplicated 
deterioration  of  old  age. 

An  additional  consideration  with  regard  to 
the  senile  patient  is  the  matter  extrapolating 
from  the  chnical  psychiatric  findings.  The 
layman  viewing  psychiatric  conditions  tends  to 
see  them  in  his  own  frame  of  reference  and  judge 
them  by  his  own  knowledge.  Many  of  the 
symptoms  of  a mentally  iU  patient  which  are  of 
considerable  chnical  interest  and  significance  to 
the  psychiatrist  may  arouse  little  concern  in  the 
layman.  From  this  point  of  view,  I must 
consider  the  jurist  as  a layman  also.  All  too 
often  the  seriousness  of  the  mental  illness  of  the 
aging  person  is  underestimated.  A few  facts 
from  the  vast  psychiatric  and  sociologic  htera- 
ture  are  of  importance  in  this  respect.  In  at 
least  four  different  areas  the  serious  impairment 
of  functioning  in  the  senile  patient  may  manifest 
itself  with  catastrophic  results.  These  areas 
are:  (1)  the  occurrence  of  suicide  in  the  elderly, 
(2)  the  occurrence  of  homicide  and  serious 
assault  by  the  aged,  (3)  the  incidence  of  fatal 
accidents  in  the  aged,  and  (4)  self-neglect  and 
failure  to  obtain  proper  medical  care  by  the 
unsupervised  senile  patient. 

Concerning  suicide  in  the  elderly,  it  is  well 
known  that  the  incidence  of  suicide  rises  sharply 
in  the  aged  and  that  suicidal  gestures  as  well  as 
fatal  incidents  are  quite  common  in  psychiatric 
studies  of  the  aged.  For  example,  one  standard 
textbook  of  sociology®  gives  the  following  rates 
of  suicide  in  the  United  States  according  to  age: 


Age 

Rate  per 
Hundred 
Thousand 

10  to  19 

2.1 

20  to  29 

9.5 

30  to  39 

13.7 

40  to  49 

18.5 

50  to  59 

22.6 

60  to  69 

26.0 

70  to  79 

27.0 

80  to  89 

34.0 

As  the  above  figures  indicate,  the  rate  of 
suicide  is  highest  in  the  oldest  age  groups, 
rising  steadily  with  age.  This  relationship  of 
increasing  fatal  suicide  incidents  with  age  is  a 
universal  finding  in  the  statistics  on  suicide. 
Additional  information  pertaining  to  the  matter 
of  suicide  in  the  aged  has  been  obtained  from  the 
files  of  the  cases  of  Kings  County  Psychiatric 
Hospital.  During  the  period  of  one  year,  out  of 


a total  of  581  patients  who  were  admitted  in 
connection  with  suicide  attempts,  61  of  these 
patients  or  10.49  per  cent  were  over  the  age 
of  sixty.  In  terms  of  total  Psychiatric  Hospital 
admissions,  these  61  suicide  attempts  occurred 
among  1,445  patients  over  sixty  in  contrast  to 
520  occurring  out  of  a total  of  8,418  patients 
under  the  age  of  fifty-nine. 

The  incidence  of  assaultive  behavior  in  the 
aged  is  another  area  for  consideration  in  this 
matter.  Contrary  to  common  opinion,  serious 
assaults  by  individueils  in  the  senium  are  by  no 
means  rare.  While  we  tend  to  think  of  the  aged 
individual  as  feeble  and  tremulous,  we  overlook 
the  fact  that  he  may  be  driven  by  intense 
impxilses  which  his  impaired  central  nervous 
system  is  unable  to  contain.  Furthermore,  the 
ability  to  inflict  serious  bodily  injury  on  another 
individual  does  not  require  great  physical 
prowess  in  this  era  of  high-powered  lethal 
weapons.  One  study,  for  example,  of  the 
patients  admitted  to  the  prison  services  of 
Kings  County  Psychiatric  Hospital  demon- 
strated that  out  of  327  admissions  charged  with 
felonious  assault,  manslaughter,  homicide,  and 
murder,  approximately  10  per  cent  were  over 
fifty  and  presented  the  picture  of  a typical 
organic  brain  s5mdrome  associated  with  senil- 
ity.^ 

A third  area  of  concern  is  the  danger  of 
accidents  in  the  aged.  It  is  weU  known  that  the 
incidence  of  accidents  of  all  sorts  and  partic- 
ularly deaths  from  motor  vehicle  accidents 
rise  sharply  in  the  older  age  groups.  For 
example,  one  report  of  death  rates  per  hundred 
thousand  population  shows  161.5  deaths  in  the 
the  age  group  of  sixty-five  and  over,  in  contrast 
to  52.8  deaths  in  the  next  age  group  of  forty-five 
to  sixty-four.  The  next  younger  group,  twenty- 
five  to  forty-four  years,  has  a stiU  lower  rate  of 
42.3  deaths.^  This  extremely  high  rate  of  fatal 
accidents  in  the  sixty-five  and  over  age  group, 
triple  that  of  the  next  nearest  age  group,  sug- 
gests that  the  aged  individual,  with  his  impaired 
perceptual  process,  bears  an  additional  danger  in 
the  unprotected  environment.  I feel  that 
further  investigation  may  demonstrate  that  this 
extremely  high  accident  rate  in  the  older  age 
group  is  heavily  contributed  to  by  those  indi- 
viduals with  the  most  severe  mental  deteriora- 
tion. 

Perhaps  the  most  serious  and  universal  danger 
to  the  senile  patient  who  does  not  receive  proper 
medical  and  custodial  care  lies  in  the  self- 
neglect which  must  of  necessity  occur.  The 
senile  patient  with  serious  mental  illness  does  not 
have  the  insight  to  respond  to  the  early  signs  of 
a serious  somatic  illness.  He  does  not  have  the 
wherewithal!  to  seek  proper  treatment  and  carry 
it  out.  He  cannot  follow  instructions  of  a com- 
plicated medical  regime.  He  is  unable  to  travel 
for  repeated  routine  visits  to  medical  facilities. 
The  most  modern  medical  facilities  and  advances 
are  hmited  by  the  ability  of  the  patient  and  his 
local  environment  to  implement  the  treatment. 
The  senile  patient  outside  of  the  hospital  is  at 
the  mercy  of  his  environment  in  this  respect. 
The  care  of  a mental  hospital  provides  the 
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mentally  ill  senile  patient  with  the  essentials  of 
modern  medical  care,  regardless  of  how  limited 
this  hospital  care  may  be. 

In  his  arguments  pertaining  to  the  civil  rights 
of  the  alleged  mentally  U1  senile  patient.  Judge 
Brenner  has  given  no  consideration  to  that 
right  of  the  individual  to  receive  the  best  of 
medical  care  available  for  his  condition.  Senil- 
ity and  its  psychiatric  complications  pose  one 
of  the  greatest  challenges  for  modern  medical 
research.  There  is  some  evidence  at  present 
that  treatments  are  being  developed  which  may 
benefit  the  senile  patients  suffering  from  a 
mental  illness.  The  history  of  psychiatry  shows 
that  all  major  advances  have  occurred  within 
the  setting  of  the  mental  hospital  and  that  these 
advances  have  been  made  available  to  the  large 
mass  of  patients  through  the  operation  of  the 
mental  hospital.  Regardless  of  our  criticisms 
of  the  mental  hospital  system,  the  fact  remains 
that  this  is  the  site  of  progress  and  treatment  for 
the  overwhelming  majority  of  seriously  ill 
patients. 

Judge  Brenner  has  raised  a number  of  other 
points  for  discussion.  He  has  stated  that  the 
patient’s  family  is  frequently  seeking  “to  slough 
off . . . responsibility  to  an  aged  parent  or 
relative.”  The  individual  who  seeks  to  avoid 
his  responsibility  to  an  aged  relative  can  and 
will  do  so  through  a wide  variety  of  channels. 
Preventing  mental  hospitalization  in  the  aged  is 
not  going  to  aid  the  patient  in  extracting  loving 
kindness  from  his  rejecting  relatives.  Further- 
more, the  Mental  Hygiene  Law  provides  that 
the  relatives  provide  payment  for  the  mental 
hospital  care  whenever  possible.  As  Judge 
Brenner  well  knows  one  cannot  legislate 
morality. 

Judge  Brenner  raises  the  point  that  mental 
hospitalization  and  illness  are  a stigma  to  the 
patient.  In  line  with  this,  it  should  be  men- 
tioned that  the  court  proceedings  required  for 
many  mentally  ill  patients  in  the  State  of  New 
York  are  one  of  the  operations  of  our  society 

Reply  by  author 

To  the  Editor:  Dr.  Hankoff  is  to  be  compli- 

mented for  a very  able  presentation  of  the 
! problems  of  seniles  stricken  with  serious  mental 
I illness.  I accept  without  qualification  his 
I professional  analysis,  as  a psychiatrist,  of  those 
' problems.  He  has,  unfortunately,  either  mis- 
1 understood  or  misread  my  views  in  three  vital 
respects: 

I 1.  I do  not  challenge  the  need  for  hospita- 

Ihzation  in  a mental  hospital  of  those  seniles  who 
are  truly  or  seriously  ill  mentally. 

2.  I do  not  advocate  that  seniles  “without 

(major  mental  impairment,”  who  are  either 
physically  ill  or  unable  to  care  for  themselves, 
should  be  denied  hospitalization  or  custodial  care. 
3.  My  only  concern  is  that  those  seniles 
f “without  major  mental  impairment”  who 
J require  such  custodial  care  or  treatment  should 
{■  be  hospitalized  in  local  general  hospitals,  close 
1'  to  their  homes  and  family,  rather  than  in 
I distant  state  mental  institutions. 

I 


which  foster  such  a stigmatization.  The  entire 
procedure  which  associates  mental  illness  with  a 
court  of  law  cannot  help  but  impress  the  indi- 
vidual who  is  mentally  ill  with  the  fact  that 
society  is  rejecting  him  and  using  the  same  in- 
strument as  it  uses  to  reject  the  criminal. 

Concerning  the  certificate  of  two  physicians 
as  defined  by  Section  73a  of  the  Mental  Hygiene 
Law,  Judge  Brenner  states  that  this  form  of 
certification  is  becoming  increasingly  used  for 
aged  senile  patients.  This  is  simply  not  the 
case.  The  statistics  of  types  of  certification 
used  at  Kings  County  Psychiatric  Hospital 
with  regard  to  diagnosis  and  age  indicate  that 
the  certificate  of  two  physicians  is  largely  used 
for  the  nonsenile  patient  and  no  trend  in  a 
reverse  direction  exists.  The  statistics  per- 
taining to  this  are  a matter  of  hospital  record 
and  require  no  special  investigation  for  their 
derivation. 

Finally,  serious  mental  illness  in  the  senile 
patient  is  a serious  and  dangerous  condition  not 
to  be  confused  with  the  innocuous  minimal 
changes  occurring  in  the  senile  period  in  the  vast 
majority  of  functioning  individuals.  Our  senti- 
ments and  our  respect  for  the  aged  should  not 
become  a tool  for  preventing  the  aged  mentally 
ill  from  receiving  the  most  modern  medical 
attention  available  at  the  present  time. 

Leon  D.  Hankoff,  M.D., 
Clinical  Director 

Psychiatric  Hospital,  Kings  County 
Hospital  Center,  Brooklyn 
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Answering  Dr.  Hankoff’s  query  directly, 
while  I readily  admit  that  I would  prefer  the 
repeal  of  Section  73  of  the  Mental  Hygiene  Law, 
I certainly  do  not  wish  to  apply  the  “same 
arguments  against  Sections  73  and  73a  of  the 
Mental  Hygiene  Law  to  the  senile  patient  who 
does  show  serious  mental  illness”  and  for  that 
reason  do  not  believe  that  from  this  aspect  of 
the  matter  there  is  a “flaw  in  my  point  of  view.” 
For  instance,  on  reference  to  the  third  paragraph 
of  my  article,  the  following  will  be  found: 
“It  is  true,  of  course,  that  true  mental  Ulness 
requires  immediate  medical  attention  and 
should  not  be  encumbered  by  any  legal  impedi- 
ments which  would  jeopardize  treatment.” 
Simileu"  statements  may  be  found  in  judicial 
opinions  and  other  public  statements  made  by  me. 

Each  of  the  areas  of  serious  impairment  of 
functioning  in  the  senile  patient  discussed  by 
the  doctor  does  indeed  involve  “catastrophic 
results.”  I suggest,  however,  that  these  relate 
to  those  seniles  who  have  serious  impairment  of 
functioning  and  not  to  those  who,  according  to 
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the  certifying  doctor,  are  not  so  disturbed. 
Thus,  the  fact  that  the  incidence  of  suicide 
rises  sharply  in  the  aged  is  no  reason  for  con- 
demning all  the  aged  to  a hfetime  of  residency 
in  a mental  hospital.  And  the  fact  that  in  the 
se%fenty  to  seventy-nine  age  group  there  is  a 
rise  of  some  4.4  per  cent  over  those  in  the  fifty  to 
fifty-nine  age  group  having  suicidal  tendencies 
is  no  reason  for  treating  all  aged  people  alike. 
Similarly,  the  fact  that  aged  people  are  prone  to 
accidents  and  to  assaultive  behavior  is  no  more 
reason  for  condemning  the  aged  person  not 
seriously  ill  mentally  to  a mental  institution 
than  there  is  for  imprisoning  all  young  suspects 
of  criminal  behavior  simply  because  the  greatest 
incidence  of  crime  is  among  the  youth. 

Dr.  Hankoff  makes  much  of  the  need  for 
custodial  care  of  the  senile  patient.  I certainly 
do  not  quarrel  with  him  on  this  score  for  I have 
often  expressed  such  need  for  both  custodial  and 
medical  care  outside  of  a mental  hospital  for 
seniles  incapable  of  caring  for  themselves. 
For  that  reason  I beheve  it  is  unjust  to  state,  as 
he  does,  that  I give  “no  consideration  to  the 
right  of  the  individual  to  receive  the  best  of 
medical  care  available  for  his  condition.”  It  is, 
of  course,  true  that  the  mental  hospital  is  the 
site  of  progress  and  treatment  for  seriously  fil 
patients,  and  I have  taken  this  position  over  and 
over  again.  I insist,  however,  that  the  psy- 
chiatrist who  advises  me  to  so  certify  actually 
believes  that  the  senile  is  truly  mentally  ill  Emd 
needs  such  treatment. 

It  is  difficult  to  understand  the  thought  ex- 
pressed in  the  doctor’s  communication  to  the 
effect  that  “preventing  mental  hospitalization 
in  the  aged  is  not  going  to  aid  the  patient  in 
extracting  loving  kindness  from  his  rejecting 
relatives.”  Even  if  this  be  true,  it  should  be 
obvious  that  those  children  who  wish  to  slough 
off  their  responsibility  to  aged  parents  would 
prefer  to  see  them  hospitalized  in  a general 
hospital  for  medical  treatment  and  general  care 


near  their  homes  rather  than  in  a distant  mental 
hospital. 

It  is  regrettable  that  the  medical  profession 
does  not  quite  understand  the  stigma  to  the 
mental  patient  despite  all  of  the  present-day 
liberahty  surrounding  such  a patient.  Diffi- 
culty in  employment,  in  civil  service  applica- 
tions, in  status,  education,  and  many  other 
areas  still  attaches  to  the  person  who  was,  or 
whose  relative  is,  in  a mental  institution.  It  is 
also  completely  wrong  for  the  doctor  to  say  that 
the  judicial  procedures  give  the  impression  of 
stigma  and  rejection.  Quite  the  contrjuy! 
The  informality  of  those  procedures  surrounds 
the  patient  with  a medical  rather  than  a judicial 
atmosphere.  Indeed,  during  my  own  attend- 
ance, I am  often  fiattered  by  the  patient’s 
reference  to  me  as  a doctor. 

I note  with  satisfaction  the  doctor’s  statement 
that  the  procedure  under  Section  73a  of  the 
Mental  Hygiene  Law  is  not  “increasingly  used 
for  aged  senile  patients.”  I was  told  that  it  was 
when  I last  attended  a Kings  Coumty  Hospital 
certification  proceeding  more  than  a year  ago. 
However,  if  this  is  no  longer  the  situation  I am 
quite  happy  that  this  objectionable  statute, 
particularly  as  it  is  practiced  against  the  aged 
senile  not  seriously  mentally  ill,  has  been 
abandoned. 

If  it  be  true,  as  the  doctor  states,  and  I have 
no  reason  to  believe  otherwise,  that  “serious 
mental  illness  in  the  senile  patient  is  a dangerous 
condition  not  to  be  confused  with  the  innocuous 
minimal  changes  occurring  in  the  senile  period 
in  the  vast  majority  of  functioning  individuals,” 
then  this  is  all  the  more  reason  why  we  should 
insist  on  surrounding  those  seniles  who  are  not 
so  affiicted  with  every  possible  safegueurd  of 
civil  liberty  and  of  due  process. 

Benjamin  Brenner,  Justice 
Supreme  Court  of  the  State  of 
New  York 

Brooklyn 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Ciurrent  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York  17,  New  York,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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FIFTY-SEVENTH 

ANNUAL 


District  Branch  Meetings 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Fifth  and  Sixth  District  Branches  /Second  Combined  Annual  Meeting 

Friday,  Saturday,  and  Sunday,  September  13,  14,  and  15,  1963 
Whiteface  Inn,  Lake  Placid,  New  York 


Friday,  September  13 
Afternoon 

1 : 00  P.M.  Registration  (Maun  Lobby) 

2:00  P.M.  Fifth  and  Sixth  District  Branch 
Delegates  Meeting  (Card  Room) 

6:30  P.M.  Cocktail  Party 
7 : 30  P.M.  Lakefront  BufiFet  Supper 

Saturday,  September  14 
t Morning 

10:00  A.M.  Scientific  Program  (Convention 
HaJl):  Forensic  Medicine 
Milton  Helpern,  M.D.,  New  York 
City,  Chief  Medicad  Examiner, 
City  of  New  York 

11:30  a.m.  Round  Table  Discussion 

* Afternoon 

12:30  P.M.  Business  Luncheon  Meetings 
( (Fifth  and  Sixth  District  Branches) 

1:00  P.M.  Ladies’  Luncheon  (Card  Room) 

I Evening 

6:45  P.M.  Reception  for  State  Society  065- 
cers  (Colony  Room) 

I 8:00  P.M.  Banquet  (Main  Dining  Room) 

Master  of  Ceremonies:  William  R. 

1 Carson,  M.D.,  Potsdam 

Introduction  of  Officers 

Remarks:  William  L.  Wheeler,  Jr., 
M.D.,  New  York  City,  President, 
Medical  Society  of  the  State  of 
I New  York 

i 

Remarks:  Mrs.  Ezra  A.  Wolff,  For- 
est HiUs,  President,  Woman’s 

i Auxiliary  to  the  Medical  Society  of 

I the  State  of  New  York 


Guest  Speaker:  Norman  A.  Welch, 
M.D.,  Boston,  Massachusetts,  Pres- 
ident-Elect, American  Medical  As- 
sociation 

Dancing  (Colony  Room) 

Sunday,  September  15 
Morning 

10:00  a.m.  Scientific  Motion  Pictures:  Feel- 
ing of  Hostility,  Feeling  of  Rejec- 
tion (Convention  HaU) 

Round  Table  Discussion 

Afternoon 

1:00  P.M.  Luncheon 

2:00  P.M.  Recreation:  Golf,  Ninety-Minute 

Scenic  Cruise 

Officers — Fifth  District  Branch 

President William  L.  Dorr,  M.D.,  Au- 

burn 

First  Vice-Pres Fehx  Ottaviano,  M.D., 

Oneida 

Second  Vice-Pres..  .Marcus  S.  Richards,  M.D., 
TuUy 

Secretary William  R.  Carson,  M.D., 

Potsdam 

Treasurer Theodore  J.  Prowda,  M.D., 

Sherrill 

Delegate Arthur  F.  Gaffney,  M.D., 

Clinton 

Presidents — Component  County  Societies 


Cayuga William  W.  Robertson,  M.D., 

Auburn 

Herkimer Arthur  H.  Mulligan,  M.D., 

Herkimer 

Jefferson Thomas  P.  Hamilton,  M.D., 

Watertown 

Lewis John  H.  Brooks,  M.D.,  Lowville 

Madison.  •. . . . .William  A.  Bramley,  M.D., 
Oneida 
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Oneida.  . Edwin  P.  Russell,  Jr.,  M.D., 

Rome 

Onondaga Louis  G.  Fournier,  M.D.,  Syra- 

cuse 

Oswego Kenneth  A.  Kurtz,  M.D.,  Fulton 


St.  Lawrence.  Lanpher  C.  Weston,  M.D.,  Mas- 
sena 


Officers — Sixth  District  Branch 


President George  F.  Nevin,  M.D., 

Cortland 

First  Vice-Pres George  G.  McCauley,  M.D., 

Ithaca 

Second  Vice-Pres. . . Hugh  D.  Black,  M.D.,  Ox- 
ford 

Secretary Charles  L.  Shute,  Jr.,  M.D., 

Binghamton 

Treasurer Henry  B.  Marshall,  M.D., 

Elmira 


Delegate Norman  C.  Lyster,  M.D., 

N orwich 


Presidents — Component  County  Societies 

Broome Michael  J.  Maggiore,  M.D.,  Endi- 

cott 

Chemung.  . James  A.  Mark,  M.D.,  Elmira 

Chenango  . Charles  L.  Dubuar,  M.D.,  Sher- 
burne 

Cortland  William  J.  McAuliffe,  M.D.,  Cort- 

land 

Delaware.  . Harry  J.  Wilbur,  M.D.,  Walton 

Otsego Eugene  Duston  Rames,  M.D., 

Cooperstown 

Schuyler.  . . .James  J.  Norton,  M.D.,  Montour 
Falls 

Tioga Philip  Nichols,  M.D.,  Owego 

Tompkins  Herbert  K.  Ensworth,  M.D.,  Ith- 

aca 


Seventh  District  Branch 

Thursday,  Friday,  Saturday,  and  Sunday,  October  3,  4,  5,  and  6,  1963 
Grossinger’s,  Grossinger,  New  York 


Thursday,  October  3 
Afternoon 

2:00  P.M.  Registration  (Lounge) 


Friday,  October  4 
Morning 

9:30  A.M.  Symposium:  Cardiovascular  Dis- 
ease (Night  Watch  Room);  all  speak- 
ers are  from  the  University  of  Roches- 
ter School  of  Medicine  and  Dentistry, 
Rochester,  New  York 

Ralph  C.  Parker,  Jr.,  M.D.,  Mod- 
erator 

Atypical  Coronary  Pain 
William  L.  Morgan,  Jr.,  M.D.,  Asso- 
ciate Professor  of  Medicine 

Diseases  of  the  Abdominal  Aorta 
Charles  G.  Rob,  M.D.,  Professor  and 
Chairman,  Department  of  Surgery 

Surgical  Treatment  of  Congenital 
Heart  Disease 

Earle  B.  Mahoney,  M.D.,  Professor 
of  Surgery 


Saturday,  October  5 
Morning 

9:30  a.m.  Symposium  (continued) : Cardio- 
vascular Disease  (Night  Watch 

Room) 

Joseph  J.  Kaufman,  M.D.,  Moderator 

Venous  Thrombosis  and  Pulmo- 
nary Embolism 

James  A.  DeWeese,  M.D.,  Assistant 
Professor  of  Surgery 

Portal  Hypertension 

Seymour  I.  Schwartz,  M.D.,  Assist- 
ant Professor  of  Surgery 

Investigation  of  Renal  Vascular 
Hypertension 

Donald  F.  McDonald,  M.D.,  Profes- 
sor and  Chairman,  Department  of 
Urologic  Surgery 


Afternoon 

12:00  NOON  Business  Meeting  and  Election 
of  Officers 
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Evening 

6:30  P.M.  Cocktail  Party  (Courtesy,  Gross- 
inger’s) 

7:30  p.m.  Dinner  (informal,  for  members, 
auxiliary,  and  guests) 

Introduction  of  Officers 

Address:  William  L.  Wheeler,  Jr., 
M.D.,  New  York  City,  President, 
Medical  Society  of  the  State  of 
New  York 

Remarks:  Mrs.  Ezra  A.  Wolff,  For- 
est Hills,  President,  Woman’s 
Auxibary  to  the  Medical  Society 
of  the  State  of  New  York 

Officers — Seventh  District  Branch 

President Charles  M.  Smith,  M.D., 

Waterloo 

First  Vice-Pres Joseph  J.  Kaufman,  M.D., 

Newark 


Summer  death  rate  up 


The  death  toll  from  accidents  is  higher  during 
the  three-month  period  from  June  to  August 
than  at  any  other  time  in  the  year,  statisticians 
of  Metropolitan  Life  Insurance  Company 
report. 

About  25,000  persons  are  killed  accidentally 
every  summer  in  the  United  States,  or  about 
270  persons  a day. 

The  high  accident  rate  during  vacation 
months  is  largely  due  to  a sharp  rise  in  drown- 
ings,  according  to  the  statisticians.  Approxi- 
mately half  of  the  more  than  6,000  accidental 
drownings  every  year  in  the  United  States 
occur  during  this  time.  Most  of  those,  of  course, 
are  among  persons  swimming  or  playing  in  the 
water.  Approximately  1,000  fatalities  annually 
involve  boat  accidents. 

“Hundreds  of  thousands  of  persons  through- 
out the  country  enjoy  skin  and  scuba  diving — 
also  called  sports  diving — and  while  they  ac- 
count for  relatively  few  drownings  currently. 


Second  Vice-Pres..  .Vincent  I.  Bonafede,  M.D., 


Sonyea 

Secretary John  L.  Shultz,  M.D.,  Penn 

Yan 

Treasurer Merle  D.  Evans,  M.D., 

Rochester 

Delegate Milton  TuUy,  M.D.,  Hor- 

V nell 

Past-President Philip  M.  Standish,  M.D., 

Canandaigua 


Presidents — Component  County  Societies 
Livingston.  Isidore  I.  Perlmutter,  M.D.,  Gen- 


eseo 

Monroe Charles  R.  Harris,  M.D.,  East 

Rochester 

Ontario Morton  Orlov,  M.D.,  Geneva 

Seneca Bruno  Riemer,  M.D.,  Romulus 

Steuben.  . . Ralph  F.  Traver,  M.D.,  Bath 

Wayne Evan  Tansley,  M.D.,  Newark 

Yates Wilfred  D.  McCusker,  M.D.,  Penn 

Yan 


the  hazard  inherent  in  this  type  of  sport  is 
cause  for  concern,”  the  statisticians  comment. 

Fatal  motor  vehicle  accidents,  although  not 
highest  in  the  summer,  nevertheless  stiU 
outrank  all  other  kinds  of  fatal  accidents  dur- 
ing that  season.  More  than  3,000  persons  a 
month  are  killed  in  this  period  in  some  kind 
of  motor  vehicle  mishap.  In  these  summer 
accidents,  drivers  and  passengers  account  for  a 
greater  proportion  than  at  any  other  time. 
This,  the  statisticians  note,  reflects  a much 
heavier  use  of  the  automobile  for  vacation  and 
recreational  activities. 

Falls,  which  rank  second  during  the  year  to 
motor  vehicle  fatalities,  show  little  seasonal 
variation.  CertEun  kinds  of  falls,  however, 
such  as  tumbles  from  windows  and  trees,  are 
clearly  more  frequent  during  the  summer, 
when  the  total  number  of  deaths  from  falls 
amounts  to  about  1,500  a month. 

Lightning,  a summer  hazard,  kills  from  100 
to  almost  200  persons  a year.  A considerable 
number  of  these  fatalities  occur  among  persons 
in  farm  work  or  other  outdoor  occupational 
activities,  according  to  the  statisticians. 
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Book  Notes 


Accident  Surgery.  Volume  One.  Edited 
by  H.  Fred  Moseley,  D.M.  Octavo  of  242 
pages,  illustrated.  New  York,  Appleton-Cen- 
tury-Crofts,  1962.  Cloth,  $10. 

Twenty  selected  papers  by  various  specialists 
and  emanating  from  the  first  postgraduate 
course  in  accident  and  emergency  trauma,  held 
at  McGill  University,  May,  1961,  comprise  this 
unique  volume  which  should  appeal  to  general 
practitioners,  surgeons,  and  others  who  may  be 
required  to  treat  accident  victims. 

Heart-Lung  Bypass.  Principles  and  Tech- 
niques of  Extracorporeal  Circulation.  By 
Pierre  M.  GaUetti,  M.D.,  and  Gerhard  A. 
Brecher,  M.D.  Quarto  of  391  pages,  illustrated. 
New  York,  Grune  & Stratton,  1962.  Cloth, 
$14.50. 

This  publication,  in  a comparatively  new  field, 
was  designed  specifically  as  a text  for  the  use  of 
scientists  working  with  the  heart-lung  machine 
and  has  special  appeal  for  physicians,  nurses, 
and  technicians. 

Endocrine  and  Metabolic  Aspects  of  Gyne- 
cology. By  Joseph  Rogers,  M.D.  Octavo  of 
189  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Cloth,  $8.00. 

This  short  comprehensive  review  of  various  en- 
docrine aspects  of  gynecology  should  be  espe- 
cially helpful  to  students  and  general  practi- 
tioners requiring  a quick  survey  of  recent  de- 
velopments in  a rapidly  changing  specialty. 

The  Pneumoconioses.  Edited  by  A.  J. 
Lanza,  M.D.  Octavo  of  154  pages,  illustrated. 
New  York,  Grune  & Stratton,  1963.  Cloth, 
$7.50. 

Dusts  producing  pulmonary  fibrosis  or  inflam- 
matory lung  changes  which  are  recognized  as 
important  causes  of  disabihty  and  death  in  many 
occupations  are  the  chief  concern  of  this  work. 
It  should  be  of  special  interest  to  public  health 
workers  and  those  concerned  with  industrial 
and  compensation  medicine. 

A Clinical  Manual  of  Orthopedic  Traction 
Techniques.  By  Gerhard  Schmeisser,  Jr., 
M.D.  Quarto  of  60  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1963. 
Cloth,  $4.50. 

This  well-illustrated  working  manual  of  only  60 
pages  was  designed  to  facilitate  the  better  use 


of  traction  for  major  injuries  by  presenting  the 
pertinent  principles,  preferred  equipment,  man- 
ner of  assembly,  and  maintenance  in  such  a way 
as  to  be  useful  to  all  members  of  the  hospital 
team. 

Ophthalmic  Plastic  Surgery.  By  Sidney  A. 
Fox,  M.D.  Third  edition.  Octavo  of  493 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1963.  Cloth,  $19.50. 

Complete  revision,  added  sections,  new  and  im- 
proved illustrations  characterize  this  enlarged 
edition  of  a work  in  a highly  specialized  field. 
Bibliographies  have  been  expanded  and  brought 
up  to  date. 

An  Atlas  of  Human  Anatomy.  By  Barry 
J.  Anson,  Ph.D.  Second  edition.  Quarto  of 
632  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Cloth,  $18. 

This  atlas  of  gross  anatomy  is  designed  to  be 
continuously  useful  to  the  reader  from  his  days 
as  a novice  through  those  in  which  his  responsi- 
bility as  a doctor  require  a reference  work  based 
on  unbiased  portrayal  of  human  structure. 
This  edition  contains  more  than  150  new 
illustrations.  The  author  has  hmited  the  con- 
tents to  those  features  of  human  anatomy  which 
are  demonstrable  in  regular  study  of  the  cadaver. 

Ciba  Foundation  Symposium  on  Bil- 
harziasis.  Held  in  Commemoration  of 
Theodor  Maximilian  Bilharz.  Edited  by 
G.  E.  W.  Wolstenholme,  M.B.,  and  Maeve 
O’Connor,  B.A.  With  46  illustrations.  Oc- 
tavo of  433  pages.  Boston,  Little,  Brown  and 
Company,  1962.  Cloth,  $11.50. 

Held  at  Cairo  in  association  with  the  Egyptian 
Medical  Association,  this  symposium  com- 
memorated Dr.  Theodor  M.  Bilharz.  Twenty- 
six  world  authorities  discuss  modern  aspects  of 
research  on  bilharziasis  and  its  control,  in- 
cluding epidemiology,  ecology,  clinical  and 
pathologic  aspects,  and  current  immunologic 
studies  and  chemotherapy. 

Justice  and  Injustice.  By  Edmund  Bergler, 
M.D.,  and  Joost  A.  M.  Meerloo,  M.D.  Octavo 
of  170  pages.  New  York,  Grune  & Stratton, 
1963.  Cloth,  $5.75. 

Two  well-known  psychiatrists  discuss  conscience 
and  its  relation  to  justice — the  kind  of  conscience 
which  is  defined  as  “unconscious  conscience 

continued  on  page  2586 
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Only  Fleischmann’s 
offers  these  four  benefits 
in  a ^^special”  margarine 

Both  Fleischmann^s  Margarines  offer: 

1.  Exceptionally  high  ratio  of  polyunsaturated  to  saturated  fat  that  more  than  meets 
American  Heart  Association’s  suggested  level.  Made  from  100%  com  oil  with  almost 
one  cup  of  liquid  com  oil  in  every  pound. 

2.  Extraordinarily  delicious  taste  ...  so  outstanding  it’s  made  Fleischmann’s  the  coun- 
try’s largest  selling  com  oil  margarines. 

3.  Lightly  Salted  and  Unsalted  . . . yes,  Fleischmann’s  comes  both  ways.  And  both 
Fleischmann’s  Margarines  are  made  from  100%  com  oil. 

4.  National  availability  . . . Fleischmann’s  Margarines  are  in  practically  every  store  and 
supermarket  nationwide  ...  at  a price  your  patients  can  easily  afford.  This  avail- 
ability is  in  contrast  to  many  margarines  which  are  limited  to  certain  cities  or  areas. 


Because  only  Fleischmann’s  Margarines,  Lightly  Salted 
and  Unsalted,  offer  all  four  benefits  in  a “special”  mar- 
garine, they’re  by  far  the  most  practical  choice  for  your 
high  cholesterol  and  low-sodium  patients.  Fleischmann’s 
combines  the  delicious  flavor  your  patients  and  their 
families  will  love  with  the  highest  polyunsaturates  to 
saturates  ratio  of  any  leading  margarine.  This  makes 
it  much  easier  to  keep  patients  on  a therapeutic  diet. 

Exceeds  A.H.A.  Recommenda- 
tion — Fleischmann’s  polyunsat- 
urated to  saturated  fat  ratio  of 
1 .7  to  1 (Polyunsaturated— 27  .'5%; 
Saturated— 16.5%)  exceeds  that 
suggested  as  acceptable  (1  to  1) 
by  the  A.H.A.  It’s  also  higher 
than  the  other  “com  oil”  marga- 
rine which  is  really  a mixture  of  hardened  cottonseed 
and  soybean  oils  with  corn  oil.  Yes,  Fleischmann’s  has 
the  highest  P/S  ratio  because  both  brands  contain  50% 
liquid  corn  oil  ( a high  level ) and  50%  partially  hydro- 
genated corn  oil  (for  flavor  and  “spreadability”). 

In  line  with  A.M.A.  Report- 

Using  Fleischmann’s  Lightly 
Salted  Margarine  instead  of 
butter  or  regular  margarines  in- 
creases your  patients’  intake  of 
polyunsaturates . . . while  lower- 


ing their  intake  of  saturated  fat.  This  is  in  line  with  the 
suggestions  of  the  A.M.A.  Report  on  Dietary  Fat  Regu- 
lation in  managing  atherosclerosis.* 

Fleischmann’s  Unsalted  Marga- 
rine- Also  made  from  100% 
com  oil,  Fleischmann’s  Unsalted 
Margarine  is  dietetically 
sodium-free— ideal  for  the  pa- 
tient who  needs  sodium  restric- 
tion. The  fat  content  has  the 
same  high  linoleic  acid  value  (27.5%)  as  Fleischmann’s 
Lightly  Salted  Margarine.  And  because  it  contains  no 
salt— or  preservative  of  any  kind— Fleischmann’s  Un- 
salted Margarine  is  kept  in  the  grocer’s  frozen  food  case. 

Fleischmann’s  Lightly  Salted 
Margarine— Outstandingly  deli- 
cious . . . Fleischmann’s  is  excep- 
tionally high  in  polyunsaturates 
and  low  in  saturated  fat.  Both 
Fleischmanns  Margarines  con- 
tain liquid  corn  oil  and  are 
made  from  100%  corn  oil. 

•“The  Regulation  of  Dietary  Fat,”  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association.  J.  A.M*A«r 
Vol.  181,  No.  5 (August  4,  1962), 


FIcitchminn's  A.H.A. 

P/S  ratio:  recommanded 

1.7  to  1 P/S  ratio;  1 to  1 
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whose  restrictive  and  punitive  attacks  on  the 
ego  have  helped  make  law  and  order  possible.” 
A comprehensive  theory  of  criminosis  is  de- 
veloped with  proposals  for  an  organized  program 
of  clinical  psychoanalysis  of  criminals  and  a 
propaganda  campaign  based  on  proof  that  the 
criminal  cannot  win  because  something  in  him 
is  the  district  attorney’s  best  helper. 

The  Conditions  of  Human  Growth.  By 
Jane  Pearce,  M.D.,  and  Saul  Newton.  Octavo 
of  444  pages.  New  York,  The  Citadel  Press, 
1963.  Cloth,  $6.95. 

An  expansion  and  reformulation  of  the  Inter- 
personal Theory  of  Psychiatry  developed  by  the 
late  Harry  Stack  Sullivan,  this  publication  in- 
troduces new  concepts  of  personality.  The 
authors  have  also  drawn  from  various  theorists 
in  this  field. 

The  Human  Body;  Its  Structure  and 
Operation.  By  Isaac  Asimov.  Octavo  of 
340  pages,  illustrated.  Boston,  Houghton  Miflf- 
hn  Company,  1963.  Cloth,  $5.95. 

Easy  to  read  and  understand  describes  this 
anatomy  and  physiology,  written  especially  for 
the  layman  or  beginning  student. 

Strecker’s  Fundamentals  of  Psychiatry, 
By  Manuel  M.  Pearson,  M.D.  Sixth  edition. 
Octavo  of  274  pages,  illustrated.  Philadel- 
phia, J.  B.  Lippincott  Company,  1963.  Cloth, 
$6.75. 

Progress  in  psychiatric  treatment,  especially 
advances  in  psychopharmacotherapy  and  the 
completely  new  American  Psychiatric  Associa- 
tion Classification  of  Mental  Disorders,  have 
required  drastic  changes  and  almost  complete 
rewriting  of  this  edition.  A standard  text  for 
students  and  physicians  in  general  practice. 

Whitby  and  Britton  Disorders  of  the  Blood. 
By  C.  J.  C.  Britton,  M.D.  Ninth  edition. 
Octavo  of  870  pages,  illustrated.  New  York, 
Grune  & Stratton,  1963.  Cloth,  $15.75. 

Twelve  printings  including  nine  editions  in 
twenty-eight  years  attest  to  the  popularity  of 
this  British  work.  A large  amount  of  new  in- 
formation since  the  last  edition  has  required  con- 
siderable rewriting  and  deletion  of  much  of  the 
old  text.  By  careful  selection  of  choice  mate- 
rial the  size  of  the  book  has  increased  only 
slightly. 

A Textbook  of  Neurology.  By  H.  Houston 
Merritt,  M.D.  Third  edition.  Octavo  of  803 
pages,  illustrated.  Philadelphia,  Lea  & Febiger, 
1963.  Cloth,  $12.50. 


For  medical  students  and  physicians.  This  new 
edition  brings  the  text  and  references  to  the 
literature  up  to  date.  Descriptions  of  neuro- 
logic comphcations  of  several  diseases  have  been 
added  to  this  popular  work. 

Moving  Into  Manhood.  By  W.  W.  Bauer, 
M.D.  Octavo  of  107  pages,  illustrated.  Gar- 
den City,  New  York,  Doubleday  & Company, 
Inc.,  1963.  Cloth,  $2.95. 

It  answers  the  questions  which  are  in  the  minds 
of  practically  every  boy,  but  which  most  boys 
never  ask — an  excellent  guide  to  sex  education 
for  the  boy  in  his  teens. 

Modern  Clinical  Psychiatry.  By  Arthur 
P.  Noyes,  M.D.,  and  Lawrence  C.  Kolb,  M.D. 
Sixth  edition.  Octavo  of  586  pages.  Phila- 
delphia, W.  B.  Saunders  Company,  1963. 
Cloth,  $8.00. 

This  edition  of  a standard  work  appears  five 
years  after  the  previous  one  was  published.  It 
contains  several  new  sections,  with  other  parts 
expanded  to  cover  recent  discoveries  and  ad- 
vances in  the  field. 


Synposis  of  Pediatrics.  By  James  G.  Hughes, 
M.D.  Duodecimo  of  1031  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1963. 
Cloth,  $9.85. 

Designed  to  bridge  the  gap  between  basic 
science  and  chnical  pediatrics,  this  work  pro- 
vides essential  and  accurate  information  easy  to 
read  and  understand.  It  is  recommended  for 
medical  students  as  well  as  for  practicing 
physicians. 

Modern  Drug  Encyclopedia  and  Therapeu- 
tic Index.  Edited  by  Robert  S.  Goodhart, 
M.D.  Ninth  edition.  Octavo  of  1765  pages. 
New  York,  The  Reuben  H.  Donnelley  Corp., 
1963.  Cloth,  $18.50. 

The  new  edition  of  this  standard  reference  now 
lists  more  than  5,000  drugs  in  current  use. 
Modern  Drugs,  a supplemental  service  appear- 
ing every  month,  keeps  the  work  up  to  date 
between  editions. 


Counseling  in  Medical  Genetics.  By  Shel- 
don C.  Reed,  Ph.D.  Second  edition.  Octavo 
of  278  pages.  Philadelphia,  W.  B.  Saunders 
Company,  1963.  Cloth,  $5.50. 

Medical  genetics  in  a capsule  for  the  busy 
practitioner  who  wishes  to  keep  up  to  date  in  a 
rapidly  changing  field.  This  edition  has  been 
completely  rewritten  and  considerably  enlarged. 
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Index  to  Advertised  Products 


Analgesics 

Percodan  (Endo  Laboratories) 2465 


What  are  your  fellow  physicians 
doing  right  now?  Reading  the 


Antacids 


Creamalin  (Winthrop  Laboratories) 2449 

Maalox  (William  H.  Rorer,  Inc.) 2488 


Antiasthmatic  bronchodilators 

Deltasmyl  (Roussel  Corp.) 2nd  cover 

Antibiotics 

Neosporin 

(Burroughs  Wellcome  & Company,  Inc.) 2473 

Tao  (J.  B.  Roerig  & Company) 2461,  2462,  2463,  2464 

Antihistamines 

Benadryl  (Parke,  Davis  & Company) 2459 


Anti  hypertensives 

Rautrax-N  (E.  R.  Squibb  & Sons) 2471 

Ser-ap-es  (Ciba  Pharmaceutical  Company)...  .2478-2479 


Antineuritics 

Coenzyme-B 

(Barro\ws  Biochemical  Products  Corp.) 2445 

Antiseptics 

Alkalol  (Alkalol  Company) 2481 

Antitussives 

Tussicalm  (Roussel  Corp.) 2467 

Digestive  relaxants 

Decholin-BB  (Ames  Company,  Inc.) 3rd  cover 

Foods 

Filbert's  Margarine  (J.  H.  Filbert,  Inc.) 2469 

Fleischmann’s  Margarine 
(Fleischmann’s  Corn  Oil  Margarine. 

Standard  Brands,  Inc.) 2585 

Gastrointestinal 

Pro-Banthine  (G.  D.  Searle  & Company) 2487 

Infant  food  formulas 

Soyalac  (Loma  Linda  Food  Company) 2453 

Respiratory  liquifacients 

lodo-Niacin  (Cole  Chemical  Company) 2455 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  Laboratories) 4th  cover 


Steroids  & hormones 
Aristocort 

(Lederle  Laboratories, 

Div.  Amer.  Cyanamid  Co.) 2446-2447,  2592 

Tranquilizers 

Milto\wn  (Wallace  Laboratories) 2457 

Vitamins 

Cloc  Drops  (White  Laboratories) 2477 
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of  course. 


New  subscribers  are  invited  to  join  the 
thousands  of  doctors  who  regularly  read  the 
Journal — with  relaxed,  purposeful  pleasure. 

Write  for  our  special  introductory  offer  to 
non-member  subscribers  . . . 
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WANTED! 

AUGUST  15,  1962  ISSUE 
OF  THE  JOURNAL 

We  should  very  much  appreciate 
your  donating  this  back  issue  to  the 
Society.  We  are  in  short  supply, 
and  need  this  particular  back  num- 
ber for  foreign  and  medical  school 
requests.  Please  send  to:  New  York 
State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


PINEWOOD 

Physician  in  Charge 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Kalonah,  N.y.  Tel:  CEntral  S-31 55  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR 

Five  Acres  of  Pinewo  ded  Grounds 

SENILE— AGED 

Non'sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D.,  Director 


Good  pulling  power  means  faster  action. 

You  get  what  you  want  from  NEW 
YORK  STATE  JOURNAL  OF 
MEDICINE  classified  ad. 

That  is  why  their  usage  has  increased 
more  than  50%  in  the  last  two  years. 
Try  one  and  see. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  PLAN— STATEWIDE 
service,  32  years  of  research  assures  good  results.  Free 
Service  first  18  days — rates  after  Free  Service  30%  on  ac- 
coimts  lees  than  6 months  past  due;  33Vi%  lose  than  a 
year;  35%  less  than  3 years  and,  50%  on  accounts  over  3 
years  old,  accounts  recovered  by  attorneys  and  on  the  first 
ten  dollars,  regardless  of  the  age  of  the  account.  Write  for 
listing  forms — Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y. 
36. 


PRACTICE  WANTED 


INTERNIST,  BOARD  ELIGIBLE,  AGE  30,  LARGE 
family,  seeks  relocation  of  solo  practice  in  small  city  or 
suburban  area  where  services  are  urgently  needed.  Box 
797,  % N.  Y.  St.  Jr.  Med. 
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PHYSICIANS  WANTED 


INTERNIST— LARGE  MIDWEST  HOSPITAL.  MUST 
bo  Board  eligible.  Write  Box  581,  % N.  Y.  St.  Jr.  Med. 


WANTED.  FELLOWS  IN  THORACIC  AND  CARDIO- 
vascular  surgery  combined  with  surgical  research  for 
500-bed,  modern,  chronic  disease  hospital.  Salary  open, 
depending  on  qualifications.  Apply  Charles  P.  Bailey, 
M.D.,  Director  of  Thoracic  and  Cardiovascular  Surgery, 
St.  Barnabas  Hospital,  Bronx  57,  N.  Y. 


E.N.T.  ASSOCIATE  WANTED— PARTICULARLY 

with  training  in  head  & neck  surgery.  Metropolitan  New 
York.  Box  787,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  NEEDED.  SENIOR 
partner  retiring.  Prosperous,  lovely,  semi-rural  village. 
15  miles  from  Rochester.  Large,  scientific  practice. 
Prefer:  some  residency;  bookish,  viola  player.  Cur- 

riculum vitae  to  C.  R.  Keller,  Jr.,  M.D.,  290  South  Avenue, 
Hilton,  New  York. 


ASSOCIATE,  INTERNAL  MEDICINE,  IMMED- 
iately.  Busy  practice,  suburban  Rochester,  N.  Y.  At- 
tractive salary  first  year  if  desired;  excellent  income 
potential;  complete  ownership  possible  in  3-5  years; 
hospital  appointment  available;  thorough  indoctrina- 
tion; modern  facilities.  P.O.  Box  7462,  Rochester,  N.  Y. 
14615. 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Memcal  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


FULL-TIME  STAFF  POSITION  AVAILABLE  IN 
radiology  service  in  1238  bed  Veterans  Administration 
Hospital.  Program  fully  integrated  with  New  York 
University  Bellevue  M^ical  Center.  Active  gastro- 
intestinal, pulmonary  and  neuro-radiology  services. 
Ample  opportunity  for  research.  Salary  up  to  $18,405. 
Contact  Chief,  Radiology  Service,  Veterans  Administra- 
tion Hospital,  First  Avenue  at  East  24th  Street,  New 
York  10,  New  York. 


WANTED:  OPPORTUNITY  FOR  PEDIATRICIAN  IN 
well  established  offices.  New  Hospital  opening  in  18 
months.  Phone  or  write  Frank  Raffa,  Route  6,  RFD  #2, 
Mahopac,  New  York,  MA  8-4817. 


PHYSIATRIST  VACANCY:  AN  OPPORTUNITY  FOR 

a qualified  or  Board  certified  physician  in  Physical  Med- 
icine and  Rehabihtation,  N.  Y.  State  license  required,  as 
Medical  Director  of  an  outpatient  treatment  center,  a 
Sheltered  Workshop  for  the  Disabled,  and  a supervisor  of 
a hospital  physical  therapy  program.  Liberal  salary  de- 
pending on  qualifications  and  experience  plus  liberal 
fringe  benefits.  Write:  Ward  A.  MerreU,  Administrator, 

Rehabilitation  Services,  Inc.,  204  Court  St.,  Binghamton, 
N.  Y. 


POSITIONS  NOW  AVAILABLE  FOR  PHYSICIANS  IN 
V.A.  psychiatric  hospital  located  near  Rochester,  New 
York,  in  beautiful  Finger  Lakes  area.  Previous  training 
or  experience  in  psychiatry  not  required.  Must  be  licensed 
in  any  state.  Usual  salary  range  $11,150  to  $16,965. 
Write  Hospital  Director,  V.  A.  Hospital,  Canandaigua, 
N.  Y.,  or  phone  315  394-2000. 


PHYSICIAN  WANTED.  IMMEDIATE  OPENING  FOR 
physician  with  Board  certification  in  Clinical  Pathology 
in  very  active  GM&S  Hospital  affiliated  with  Downstate 
Medical  Center  and  Kings  County  Hospital.  Salary 
from  $12,845  to  $18,405.  Apply  to  Chief  of  Staff,  V.  A. 
Hospital,  Brooklyn  9,  New  York. 


PHYSICIANS  WANTED— CONT’D 


NpRTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  forty  miles  from  New  York 
City  is  a 220  community  hospital  with  a high  caliber 
and  well  organized  teaching  program  and  a progressive 
philosophy  regarding  internship  training.  We  are  ac- 
cepting applications  for  rotating  internships  and  invite 
your  inquiries.  The  program  has  the  approval  of  the 
Council  on  Medical  Education  of  the  American  Medical 
Association.  Address:  Director  of  Medical  Education, 

Northern  Westchester  Hospital,  Mount  Kisco,  New 
York. 


YOUNG  G.P.  WANTED  — FULL  TIME.  SPANISH 
speaking  necessary.  Eventual  partnership.  $15,000  to 
start.  Box  795,  % N.  Y.  St.  Jr.  Med. 


GROUP  PRACTICE  OPPORTUNITIES  FOR  SPECIAL- 
ists  and  general  practitioners;  surgeons,  internists,  pedia- 
tricians, obs-gyn,  radiologists,  general  practitioners  and 
others.  Independent  group  practices  being  formed. 
Former  Miners  Memori^  Hospital  Association  hospitals 
in  eastern  Kentucky,  West  Virginia  and  Virginia,  available 
for  in-patient  practice  care.  The  hospitals  now  being 
transferred  to  new  non-sectarian,  regional  hospital  author- 
ity as  community  hospitals.  For  information  write: 
Appalachian  Regional  Hospitals,  Inc.,  Box  19111,  Wash- 
ington, D.  C. 


THE  BROOKLYN  VETERANS  ADMINISTRATION 
Hospital  will  have  an  opening  for  a Urological  Resident 
beginning  January  1,  1964.  This  is  a 1000-bed  general 
medical  and  surgic^  hospital;  affiliation  with  State 
University  of  New  York,  Downstate  Medical  Center, 
Brooklyn,  New  York.  Salary  $4020  to  $6120  with  annual 
increases.  Contact:  Chief  of  Staff  V.A.  Hospital,  Brook- 
lyn 9,  New  York. 


RETIRED  OR  SEMI-RETIRED  MEDICAL  MAN  FOR 
small  psychiatric  hospital  in  Westchester.  Interesting 
but  not  taxing  work.  Psychiatric  training  not  essential. 
Live-in  possible.  Box  799,  % N.  Y.  St.  Jr.  Med. 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  RENT— MERRICK,  L.  I.,  N.  Y.;  FULLY  EQUIPPED 
office.  New,  modern.  For  general  practitioner  and/ 
or  pediatrician.  Professional  building.  Call  Mr.  Nagle, 
MA  3-6600. 


FOR  RENT:  SAYVILLE— OAKDALE.  NEW  PROFES- 
sional  office,  1,000  sq.  ft.;  ideal  corner  location,  Montauk 
Highway.  All  or  part.  LT  9-2645. 

I 


ORIGINAL,  FULLY  LANDSCAPED,  SPLIT-LEVEL, 
Birchwood  in  Jericho.  Magnificent,  all  electric  kitchen, 
dining  room;  vaulted  ceiling  living  room  w.  gallery  and 
ffieplace;  master  bedroom  suite  including  sitting  room, 
powder  room  and  bath.  Huge  divisible  bedroom.  Recrea- 
tion and  study  rooms,  2 car  garage;  5 room  layout,  street 
level  with  separate  entrance  for  professional  purposes. 
CaU  owner,  WEUs  1-4433. 


TIME  AVAILABLE  IN  LUXURIOUS,  NEWLY-  i 

furnished  Fifth  Avenue  office.  Private  entrance.  Con-  | 

venient  to  hospitals.  Hours  to  be  arranged.  CaU  YU  | 
6-1116  from  9:30  to  5:30.  I 


SPRING  VALLEY— HOUSE  FOR  SALE.  EXCELLENT 
area  for  office.  Box  794,  % N.  Y.  St.  Jr.  Med. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


FOR  RENT:  DR’S.  FURNISHED  OFFICE  IN  BEST 

location.  Write  Mrs.  Victor  Pchellas,  440  Linwood  Ave., 
Buffalo,  N.  y. 


214  EAST  31ST  STREET;  COMPLETELY  FURNISHED 
office  for  rent,  midtown  Manhattan.  Exceptional  for 
GP  or  ENT.  RENT  $150.  per  month.  Call  Mon,  Wed, 
Fri,  4-7,  MU  6-0223. 


FULLY  EQUIPPED  DOCTOR’S  OFFICE  FOR  RENT 
Bronx-Pelham  Pkwy.  Established  successful  corner- 
CaU  UN  3-0112;  or  Box  762,  % N.  Y.  St.  Jr.  Med. 


250  E.  73  STREET 
September  Occupancy 
Doctor’s  Office 

Private  street  entrance  on  73  Street;  Centrally  air-condi- 
tioned in  new  21  story  building.  1,150  sq.ft.  Will  partition 
to  suit  or  will  divide  into  2 separate  offices.  Excellent  loca- 
tion, near  many  hospitals,  including  Lenox  Hill.  For  further 
information  call:  Agent  on  Prem:  UN  1-7450  or  Charles  H. 
Greenthal  & Co.,  Inc.,  18  E.  48  St.,  Mr.  Berg,  PL  2-4700. 


HOME,  PLUS  OFFICES  FOR  PHYSICIAN.  CORNER 
brick,  split  level  in  ideal  location.  80  x 120  plot,  land- 
caped.  SUnset  1-8989. 


FOR  RENT:  BROWNSTONE,  310  E.  86  ST.  3 FLOORS, 
suitable  one  or  more  doctors;  office-living.  EN  9-2694; 
AT  9-4633. 


RADIOLOGIST  WISHES  TO  SHARE  HIS  A'TTRACTIVE 
diagnostic  office  with  similar  specialist.  New  E.  61st 
St.  Manhattan  luxury  building.  Box  800,  % N.  Y.  St. 
Jr.  Med. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
CH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 


GENERALIST,  WELL  TRAINED,  EXPERIENCED, 
desires  or  will  consider  purchase  of  GP,  Industrial  or 
Group  association.  Partnership,  N.  Y.  City,  suburban 
areas  preferred.  Box  775,%  N.  Y.  St.  Jr.  Med. 


INTERNIST  — GASTROENTEROLOGIST,  BOARD 
eligible,  age  33,  trained  in  G.I.  radiology  and  endoscopy, 
desires  association  with  established  physician  or  group. 
Write  Box  783,  N.  Y.  St.  Jr.  Med. 


NORWEGIAN,  BOARD  PSYCHIATRIST,  47,  Lic- 
ensed in  Texas,  with  13  years  postgraduate  hospital  train- 
ing (3  in  U.  S.)  and  7 years  of  extra-mural  experience, 
desires  fxilltime  position  with  medical  school  in  New  York 
City.  Box  790,  % N.  Y.  St. 


N.  Y.  STATE  LICENSED  ORTHOPEDIC  SURGEON, 
Board  eligible  for  part  II;  33  years  of  age,  desires  partner- 
ship or  association  with  clinic.  Box  793,  % N.  Y.  St.  Jr. 
Med. 


INTERNIST— CARDIOLOGIST;  BOARD  CERTIFIED, 
38,  Protestant,  N.  Y.  license.  Will  consider  any  position 
and  any  area  except  New  York  City.  Available  im- 
mediately. Please  write  Box  1670,  Wilmington  99, 
Delaware. 


POSITIONS  WANTED— CONT’D 


PATHOLOGIST,  DIPLOMATE  P.A.  AND  C.P.  OLDER 
man  wishes  part-time  position  in  small  hospital  or  with 
another  pathologist.  Box  792,  % N.  Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  DIPLOMATE  AMERICAN 
Board,  age  38,  veteran,  family;  administrative  experience. 
Relocate  New  York  Metropolitan  area.  Box  791,  % N.  Y. 
St.  Jr.  Med. 


PRACTICES  FOR  SALE  OR  RENT 


20  YEAR,  'VERY  ACTIVE  GENERAL  PRACTICE  FOR 
sale  in  Queens.  Beautiful  split  level  home;  fully  equipped 
8 room  office  on  the  ground  floor;  reasonable.  “Chance  of 
a lifetime.”  Gross  income  in  1962:  $55,000.  Box  765,  % 
N.  Y.  St.  Jr.  Med. 


WANTED:  GENERAL  PRACTITIONER,  PERRY,  N.Y. 
30  year  large  practice,  recently  deceased  physician,  active 
until  June  18.  7 room  equipped  office,  attached  4 bed- 

room home.  Trained  staff  available.  Situated  on  lake 
with  fishing  and  sailing — resort  area.  Hospital  10  minutes 
away.  Will  introduce.  Contact  Paul  A.  Burgeson,  M.D., 
Warsaw,  New  York. 


DUE  TO  SPINAL  ACCIDENT,  25  YEARS  E.N.T.  PRAC- 
tice,  19  yrs.  same  location  in  Queens;  2 year  lease,  reason- 
able. Near  L.I.  R.R.,  buses  & subways.  Equipment  in- 
cluded. Box  785,  % N.  Y.  St.  Jr.  Med. 


FOR  SALE  OR  LEASE;  PRACTICE,  GENERAL  MED- 
icine,  available  immediately:  suburban  Rochester,  N.  Y.; 
modern  brick  building;  1700  sq.  ft.;  completely  furnished 
and  equipped,  inclumng  E.K.G.  and  diathermy;  ample 
parking.  Gross  monthly  income  $4,500 — can  double  by 
adding  associate.  Hospital  appointment  available;  owner 
will  introduce;  attractive  terms.  P.O.  Box  7462,  Roches- 
ter, N.  Y.  14615. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner  in  rural  area  Upstate  New  York.  Existing  good 
practice;  home-office.  Full  equipment  available.  Im- 
mediate income.  Box  789,  % N.  Y.  St.  Jr.  Med. 


UNUSUAL  OPPORTUNITY  FOR  GENERAL  PRACTI- 
tioner  to  start  as  partner  or  owner  of  old,  busy  practice. 
Office  completely  furnished.  Philip  Jordan,  M.D.,  433  W. 
44  St.,  N.  Y.  36.  Tel.:  Cl  6-8797  Mon.,  Wed.,  Fri.  after 
1:30  P.M. 


FOR  SALE.  OFFICE,  GENERAL  PRACTICE, 
equipped.  Midtown  New  York;  35  years  same  location. 
Hospitals  nearby.  Retiring.  Write  Box  778,  % N.Y. 
St.  Jr.  Med. 


CONNECTICUT— PRICE  INCLUDES  ACTIVE  PRAC- 
tice;  equipment:  house  attached  office,  suitable  for 

pediatrician  or  G.P.  Box  796,  % N.  Y.  St.  Jr.  Med. 


PEDIATRIC  PRACTICE,  NASSAU  COUNTY;  UN- 
usual  opportunity,  well  established.  Terms  to  be  ar- 
ranged. Box  798,  % N.  Y.  St.  Jr.  Med. 


ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  2589 
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Effective  alone  in  atopic  dermatitis,  eczematous  dermatitis,  seborrheic  dermatitis 
and  certain  cases  of  psoriasis.  The  use  of  occlusive  dressing  in  psoriasis  will  normally 
enhance  effectiveness.  The  0.1%  Cream  or  Ointment  is  usually  effective  in  abating 
symptoms  of  skin  conditions  responsive  to  topical  triamcinolone,  but  the  0.5%  Cream 
may  be  found  preferable  in  more  resistant  cases.  Dosage:  Apply  small  quantity 
to  area  3 or  4 times  daily.  Side  Effects  are  rare.  Contraindications:  tuberculosis  of 
the  skin,  herpes  simplex  and  chicken  pox.  Use  with  care  on  infected  areas. 
Supplied  in  5 and  15  Cm.  tubes  and  V2  lb.  jars.  Also  available  with  Neomycin. 


CREAM  0.1%,  0.5% 
^ OINTMENT  0.1% 


Triamcinolone  Acetonide 


t(  With  triamcinolone  ointment  0.1%  and  occlusive  dressing  technique). 

Nierman,  M.  M.:  Triamcinolone  in  Psoriasis  and  Other  Dermatoses,  A New  Method  of  Topical  Application.  Scientific 
Exhibit  Presented  at  the  Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles,  California,  November  25-28,  1962. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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DEPRESSION 
...AS  IT 
CALMS 


“I  feel  like  my  old  self  again!”  Balanced  ‘Deprol’  therapy  has  helped  relieve 
her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have  returned. 


{Brightens  mood... relaxes  tension 


' Energizers  may  stimulate  the  depressed 
patient,  but  they  often  aggravate  anxiety  and 
I insomnia.  Tranquilizers  may  help  the  anxious 
? patient,  but  they  often  deepen  depression. 

I ‘Deprol’  avoids  these  “seesaw”  effects;  it 
j relieves  both  anxiety  and  depression.  More- 
over, it  does  not  cause  liver  damage,  psy- 
chotic reactions  or  changes  in  sexual  function. 

Slight  drowsiness  and,  rarely,  allergic  reac- 
tions, due  to  meprobamate,  and  occasional 

I dizziness  or  feeling  of  depersonalization  in 
higher  dosage,  due  to  benactyzine,  may 
occur.  Meprobamate  may  increase  effects  of 
excessive  alcohol.  Use  with  care  in  patients 
with  suicidal  tendencies.  Consider  possibility 
of  dependence,  particularly  in  patients  with 
I history  of  drug  or  alcohol  addiction.  With- 
draw gradually  after  prolonged  use  at  high 
dosage. 


Usual  Dosage:  1 tablet  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  3 tablets 
q.i.d.;  with  establishment  of  relief,  may  be 
reduced  gradually  to  maintenance  levels. 


^Deprol^* 

meprobamate  400  mg. 
+ benactyzine  1 mg. 

WALLACE  LABORATORIES /Cranhury,  N.  J. 
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when  spasm  hits . . . 


relieve  spasm . . .promote  normal  function 


1 


ew  PA  TH I LON”  SEQUELS' with  Phenoharhital 

TRIDIHEXETHYL  CHLORIDE  Sustained  Release  Capsules 

Each  capsule  contains : Tridihexetltyl  chloride ...  75  mg. ; Phenobarbital ...  45  mg. 


)rmulated  for  controlled  release  of  the  active 
yredients,  for  sustained  anticholinergic  pro- 
'tion  against  spasm  and  pain  in  the  G.I.  tract, 
well  as  sxistained  phenobarbital  action. 
iminates  the  necessity  for  numerous  doses ; 
ttens  out  “peaks  and  valleys”  in  drug  blood 
•els  that  can  minimize  effectiveness ; and  re- 
uses protective  medication  through  the  night. 
Fective  in  organic  and  functional  disorders 
the  gastrointestinal  tract  (duodenal  nicer, 
testinal  colic,  ileitis,  esophageal  spasm, 
;estinal  spastic  colon,  alcohol-induced  G.I. 
sets,  gastric  hypermotility)  and  anxiety 


neurosis  with  G.I.  symptoms.  Should  be  used 
as  an  adjunct  to  other  measures.  Side  Effects 
due  to  tridihexethyl  chloride:  dry  mouth, 
blurring  of  vision,  constipation.  Contraindi- 
cations: urinary  bladder  neck  obstruction; 
glaucoma;  obstructive  congenital  anomalies 
of  the  gastrointestinal  ti'act ; pyloric  obstruc- 
tion ; congenital  megacolon ; and  stenosing 
gastric  or  duodenal  ulcer  with  significant  gas- 
tric retention.  Supply:  Bottles  of  30  and  500. 

Also  available:  PATHILON  SEQUELS(with- 
out  phenobarbital)  Tridihexethyl  chloiude, 
75  mg.  Bottles  of  30  and  500. 


LFn.)ERLE  LABORATORIES,  A Division  of  Anieiicun  Cyaiuimid  Company,  Pearl  River,  N.Y. 
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constant  degerming  of  skin,  faster  clearing,  better  results 


adjunct  to  any  acne  therapy 


Regular  washing  with  pHisoHex  instead  of 
soap  can  be  a decisive  factor  in  the  successful 
management  of  acne.  pHisoHex  degerms  skin 
constantly,  even  between  washings.  With  fre- 
quent, exclusive  use  it  builds  up  an  antibacte- 
rial film  on  the  skin  to  help  guard  against 
infection. 

In  a series  of  67  patients  using  pHisoHex  to 
treat  acne,  50  per  cent  found  that  their  acne 
lesions  "...cleared  in  a matter  of  one  to  two 
weeks. All  except  ten  found  “...‘pHisoHex’ 
the  most  effective  treatment  they  had  tried. 

pHisoHex,  containing  3 per  cent  hexachloro- 
phene,  enhances  any  therapy  for  acne.  Hexa- 
chlorophene  is  100  times  more  effective  than 
soap  in  ridding  the  skin  of  bacteria.2  pHisoHex 
removes  dirt,  emulsifies  oil  and  cleanses  acne 
skin  rapidly  and  thoroughly.  It  is  superior  to 
soap  in  cleansing  the  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  follicles.  Non- 
alkaline,  nonirritating  and  hypoallergenic. 


pHisoHex  lacks  the  potentially  harmful  quali- 
ties of  soap. 

With  pHisoHex,  prescribe  pHisoAc®  Cream  for 
essential  keratolytic  action.  pHisoAc  dries, 
peels  and  masks  lesions— helps  prevent  come- 
dones, pustules  and  scarring,  pHisoAc  Cream 
contains  colloidal  sulfur  6 per  cent,  resorcinol 
1.5  per  cent  and  hexachlorophene  0.3  per  cent. 
In  a recent  series^  of  100  patients  with  acne 
vulgaris  treated  with  pHisoHex  and  pHisoAc, 
good  or  excellent  results  were  obtained  in  79. 

How  Supplied:  pHisoHex  is  available  in  unbreakable 
squeeze  bottles  of  5 oz.  and  1 pint,  in  unbreakable 
plastic  bottles  of  1 gallon  and  in  combination  package 
with  pHisoAc  Cream. 

References:  1.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and 
East,  M.  0.:  Practitioner  189:82,  July,  1962.  2.  Sea- 
stone,  C.  V.:  Surg.  Gynec.  & Obst.  84:355,  March,  1947. 
3.  Wexler,  Louis:  Treatment  of  acne  vulgaris,  Clin.  Med. 
70:404,  Feb.,  1963. 

Winthrop  Laboratories 
New  York  18,  N.Y. 

pHisoHex  and  pHisoAc,  trademarks  reg.  U.  S.  Pat.  Off. 
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® Theophylline  (120  mg.) 

Ephedrine  HCI  (15  mg.) 

Phenobarbital  (8  mg.) 
(Barbituric  acid  derivative) 

Prednisone  (1.5  mg.) 

for  safer  Steroid  protection  from  asthma 


Deltasmyl®  opens  the  airways  and  suppresses 
inflammation  bycombiningtheanti-allergic,  anti- 
inflammatory action  of  prednisone  with  the  bron- 
chodilating,  decongestant  and  quieting  effects 
of  theophylline,  ephedrine  and  phenobarbital. 

Deltasmyl  provides  prompt,  prolonged  relief  of 
asthma  with  prednisone  protection  against  aller- 
gens and  stress,  and  a wider  margin  of  safety 
through  reduction  of  the  effective  corticoid  dose. 

The  aim  of  therapy  in  asthma  should  be  relief  of 
bronchospasm  by  means  of  decongestant  and 
bronchodilating  agents — plus  prednisone,  not 
just  prednisone  alone.i  Uhde2 — using  theophyl- 
line-ephedrine-phenobarbital  with  prednisone — 
reports  an  increase  of  about  25%  in  the  action 
of  prednisone  with  quicker  arrest  of  inflam- 
mation, hypersecretion,  and  alveolar  stasis;  a 
marked  sedative  action  on  heart  and  circulation; 
improved  ventilation.  Bopp^  also  has  obtained 
satisfactory  results  with  the  same  combination, 
probably  through  synergistic  enhancement  of 
prednisone  potency. 

Dosage:  One  Deltasmyl  tablet  provides  sympto- 
matic relief  for  4 hours  or  longer.  Not  more  than 
6 tablets  should  be  taken  in  24  hours.  Withdraw 
gradually. 


Precautions:  Deltasmyl  contains  ephedrine  and 
should  not  be  given  with  epinephrine  since  both 
drugs  may  cause  tachycardia.  Carefully  observe 
patients  hypersensitive  to  sympathomimetic 
amines.  Phenobarbital  is  a barbituric  acid  deriv- 
ative which  may  be  habit  forming.  Despite  the 
low  prednisone  dose,  all  precautions  and  contra- 
indications of  corticosteroids  must  be  heeded, 
since  warning  signs  such  as  fluid  retention  or 
moon  face  may  not  be  present.  When  corti- 
costeroids are  given  to  patients  with  acute  or 
chronic  bacterial  infections,  appropriate  protec- 
tion should  be  provided. 

Contraindications:  Hyperthyroidism,  cardiovas- 
cular diseases,  peptic  ulcer,  diabetes  mellitus, 
psychotic  tendencies,  ocular  herpes  simplex, 
glaucoma,  prostatic  hypertrophy,  Cushing's  syn- 
drome, arrested  tuberculosis. 

Supplied:  Bottles  of  50  tablets,  on  prescription 
only. 

References:  1.  Barach,  A.  L.  and  Bickerman,  H.  A.: 
Pulmonary  Emphysema,  Baltimore,  Williams  & Wilkins, 
1956,  p.  523.  2.  Uhde,  H.:  Med.  Monatsschr.  No.  8. 
505,  1959.  3.  Bopp,  K.  Ph.:  Medizinische  Klinik 
53.-186,  1958  and  Algeria  Medicale  62.-1081,  1958. 


(Roussel) 

Roussel  Corporation 
155  tast  44th  Street,  New  York  17,  N.Y. 
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in  treating  topicai  infections,  no  need  to  sensitize  the  patient 


^myxinB-  Btm 

btibiotk  0km 
|ts«  ID  th« 
wiofts  tn  minor 
^rnt.  «b4 


USE  ‘polysporin::. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


.Leu  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


Good  pulling  power  means  faster  action. 

You  get  what  you  want  from  NEW 
YORK  STATE  JOURNAL  OF 
MEDICINE  classified  ad. 

That  is  why  their  usage  has  increased 
more  than  50%  in  the  last  two  years. 
Try  one  and  see. 


MiDKAi  Writers'  Institute 


Saturday,  October  5th 
Princeton  Club  — NYC 

^ Outstanding  Speakers 
Workshops  - Panel  Discussions 


Membership  Limited 
For  Application  Write 

J.  F.  Montague,  M.  D., 

104  East  40th  Street,  NYC 


Under  the  generic  name 

for  lower  cosis  to  your  patients 

Chloral  Hydrate  Syrup 

Quality  controlled  by  West-ward 

Color:  Blue-Green 
Tdste:  Pleasant  peppermint 


Send  for  your  professional  sample 


West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

Please  forward  a professional  sample  of 
West-ward’s  Chloral  Hydrate  Syrup. 


-MD 


address- 


city- 


-state- 


NYS  9-15 


I J 
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FOR  CASTRO-INTESTINAL  DYSFUNCTION  AND 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


“Sedation  & Euphoria  for  Nervout, 
Irritable  Patienti” 


“A  modernized  method  of  preparing  Burow'i 
Solution  U.S.P.  XIV" 


EUCARBON® 


Each  tahlet  contains:  Eitract  of  Rhubarli, 
Senna.  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil.  In  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laiative.  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloat'-g  and  flatulence.  An 
eicellent  detoiilying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  da:1y  Vi  hr.  alter 
meals  — Supply:  Tins  of  100. 


VALERIANETSDISPERT® 


Each  Chocolate  Coated  Tab.  Contains  Est. 
of  Valerian  (highly  concentrated)  0.0$  gm. 
dispergentized.  Tastless,  Odorless,  Non- 
Depressant,  Non  Habit  forming.  Indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  insomnia. 


PRESTO-BORO® 


r 


POWDER  IN  ENVELOPES  OR  TABLETS 


(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings.  Inflammations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 


Investment 

Advisory 

Service 

UNIVERSITY  OF  PENNSYLVANIA 
GRADUATE  SCHOOL 
OF  MEDICINE 

.Vnnouiices  the  first  in  a series  of  short  courses 
on 

CURRENT 

Providing  portfolio  super- 
vision for  both  individual 

PERSPECTIVES 

IN  SCRGERY 

and  institutional  investors. 

I.  Recent  Developments  in  the 

Treatment  of  Cancer 

under  the  direction  of 

Direct  inquiries  to 

1.  S.  RAVDIN,  M.D. 

Investment  Advisory 

WILLIAM  S.  BLAKEMORE,  M.D. 

Department 

Department  of  Surgery, 
Graduate  School  of  Medicine 

CARL  M.  LOEB, 

to  be  held 

November  7,  8,  and  9,  1963 

RHOADES  8c  CO. 

Applications  and  detailed  information  may  be  obtained 
from: 

Members  New  York  Stock  Exchange 

Office  of  the  Dean 

42  WALL  STREET,  N.  Y.  5 

Graduate  School  of  Medicine 

375  Park  Avenue,  N.  Y.  22 

University  of  Pennsylvania 
Philadelphia  4,  Pennsylvania 
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time  for  ragweed . . . time  for 


BEXADRYL’ 

(DIPBENHYDRAMIIVE  HYDROCHLORIDE) 


PARKE-DAVIS 


Antihistaminic  action  relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus. 
Antispasmodic  action  relieves  bronchial  spasm,  indications:  Allergic  diseases  such  as  hay  fever, 
allergic  rhinitis,  urticaria,  angioedema,  bronchial  asthma,  serum  sickness,  atopic  dermatitis,  contact  dermatitis, 
gastrointestinal  allergy,  vasomotor  rhinitis,  pruritus,  physical  allergies,  reactions  to  injection  of  contrast  media, 
reactions  to  therapeutic  preparations,  and  allergic  transfusion  reactions;  also  postoperative  nausea  and  vomiting, 
nausea  of  pregnancy,  motion  sickness,  parkinsonism  and  drug-induced  extrapyramidal  reactions,  and  quieting 
emotionally  disturbed  children.  Parenteral  administration  is  indicated  where,  in  the  judgment  of  the  physician, 
prompt  action  is  necessary  and  oral  therapy  would  be  inadequate.  PRECAUTIONS:  Avoid  subcutaneous  or  peri- 
vascular injection.  Single  parenteral  dosage  greater  than  100  mg.  should  be  avoided,  particularly  in  hypertension 
and  cardiac  disease.  Persons  who  have  become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen  response  while  using 
this  product.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with  this  product,  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine  hydrochloride  has  an  atropine-like  action  which  should  be 
considered  when  prescribing  it.  Cream  (Ointment)  should  not  be  applied  to  extensively  denuded  or  weeping  skin 
areas.  SUPPLIED:  Kapseals®  of  50  mg.;  Capsules  of  25  mg.;  Emplets®  (enteric-coated  tablets)  of  50  mg.;  in 
aqueous  solutions:  1-cc.  Ampoules,  50  mg.  per  cc.;  10-  and  30-cc.  Steri-Vials,®  10  mg.  per  cc.  with  1:10,000 
benzethonium  chloride  as  a germicidal  agent;  Elixir,  10  mg.  per  4 cc.  with  14  per 
cent  alcohol;  2 per  cent  Ointment  (water-miscible  base). 


PARKE-DAVIS 
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in  otitis  media,  having  weighed  the  classica  ' 
considerations  basic  to  management,  physician  . 
often  choose  DECLOMYCIN  demethylchlortetra  } 
cycline  for  broad-spectrum  antibiotic  therap)  i 
DECLOMYCIN  demethylchlortetracycline  produce' 
activity  levels  higher  than  do  other  tetracycline^..  ! 
at  lower  dosage ...  and  maintains  them  withou  I 
significant  fluctuation.  ' 

Activity  is  prolonged  24  to  48  hours  after  the  las 


declomyciN 


DEMETHYLCHLOKTETRACYCLINE 


close,  thus  helps  protect  against  relapse— an  “extra 
dimension”  in  broad-spectrum  control. 

Effective  in  a wide  range  of  everyday  infections— 
respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the 
offending  organisms  are  tetracycline-sensitive.  Side 
Effects  typical  of  tetracyclines  which  may  occur: 
glossitis,  stomatitis,  proctitis,  nausea,  diarrhea, 
vaginitis,  dermatitis,  overgrowth  of  nonsusceptible 


organisms.  Also:  photodynamic  reaction  (making 
avoidance  of  direct  sunlight  advisable)  and,  very 
rarely,  anaphylactoid  reaction. 

Syrup,  75  mg.  demethylchlortetracycline/5  cc. 
and  Pediatric  Drops,  60  mg.  / cc. 

Average  Daily  Z)osage— Infants  and  Children:  3 
to  6 mg.  per  lb.  body  weight,  in  2 or  4 doses. 


-EDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Medical  News 


Research  grants  awarded 

The  Life  Insurance  Medical  Research  Fund 
has  announced  ten  grants  to  New  York  institu- 
tions for  research  in  heart  disease.  The  grants 
total  $188,210,  according  to  the  fund’s  scientific 
director,  William  A.  Jeffers,  M.D. 

At  the  Columbia  University  College  of 
Physicians  and  Surgeons,  Seymour  P.  Halbert, 
M.D.,  will  use  a $27,170  grant  for  research  on 
analysis  of  human  streptococcal  infections. 
Robert  F.  Pitts,  M.D.,  at  Cornell  University 
Medical  College  will  devote  a $21,340  grant  to 
research  on  nitrogen  metabolism  of  the  kidney. 
Stanley  M.  Reimer,  M.D.,  of  the  Jewish  Hos- 
pital of  Brooklyn  will  apply  a $23,320  grant  to 
the  study  of  biochemical  aspects  of  the  initiation 
of  thrombosis.  A grant  in  the  amount  of 
$17,490  will  be  used  by  Howard  C.  Baron,  M.D., 
at  the  Jewish  Memorial  Hospital  for  research 
on  a new  technic  for  the  production  of  hyper- 
tension of  renal  origin. 

At  New  York  University  Medical  Center, 
Alan  J.  Johnson,  M.D.,  will  use  a $29,040  grant 
for  enzyme  studies  and  coagulation  research. 
Ronald  J.  Baskin,  M.D.,  at  the  Rensselaer 
Polytechnic  Institute  in  Troy  will  apply  a 
$15,510  grant  to  research  on  volume  changes 
accompanying  muscle  contraction.  Two  grants 
were  awarded  to  researchers  at  the  University  of 
Rochester  School  of  Medicine  and  Dentistry. 
Julius  J.  Cohn,  M.D.,  will  use  a $14,630  grant 
for  research  on  the  effect  of  alkalosis  on  renal 
metabolism  and  excretory  function.  Elmer 
H.  Stotz,  M.D.,  will  apply  a $4,840  grant  to  the 
study  of  chemical  nature  and  interactions  of 
heart  muscle  cytochromes. 

The  final  two  New  York  grants  were  made  to 
investigators  at  Yeshiva  University,  Albert 
Einstein  College  of  Medicine.  Robert  P. 
Davis,  M.D.,  will  apply  a $19,360  grant  to 
research  sources  of  energy  for  active  sodium 
transport.  Helen  M.  Ranney,  M.D.,  will  use 
a $15,510  grant  for  research  on  observations  on 
the  function  of  hemoglobin  components. 

Fallout  in  milk  tested 

An  experiment  to  determine  if  radioactive 
fallout  in  milk  can  be  reduced  by  adding  a com- 
mon mineral  to  the  ration  of  dairy  herds  has 
been  undertaken  by  the  New  York  State  Depart- 
ment of  Health,  with  support  from  the  U.S. 
Public  Health  Service,  it  has  been  announced 
by  Hollis  S.  Ingraham,  M.D.,  State  Health 
Commissioner. 

The  project  is  making  use  of  verxite,  a natu- 
rally occurring  mineral,  known  also  as  vermic- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


ulite,  which  has  absorptive  properties  for 
certain  elements.  Vermiculite  is  a form  of  mica, 
a mineral  commonly  used  for  insulation  and  for 
lightening  soil  in  which  shrubs  and  vegetables 
are  grown. 

Testing  of  33  cows  on  the  farm  of  Lucius 
Carey,  Schaghticoke,  New  York,  is  currently 
underway  on  a contract  basis  with  the  State 
Department  of  Health.  The  work  is  being 
conducted  by  the  Radiological  Sciences  Group 
of  the  Department. 

The  cows  have  been  divided  into  four  groups 
with  varying  dietary  treatments.  Group  one  is 
being  fed  a grain  mixture  and  pasture;  group 
two,  also  on  pasture,  is  being  fed  the  same  grain 
mixture  plus  1 per  cent  of  the  total  feed  intake 
as  verxite;  and  group  three  is  being  fed  the 
grain  mixture  and  dry  roughage  plus  low-level 
doses  of  certain  radionuclides  and  eventually  will 
be  fed  verxite. 

The  milk  from  the  cows  in  the  three  groups  is 
being  examined  for  content  of  radioactive 
materials  such  as  strontium  90,  iodine  131,  and 
cesium  137.  Milk  samples  are  being  taken 
daily  from  each  cow  and  analyzed  for  the  radio- 
active substances  mentioned.  The  milk  from 
the  cows  receiving  radioactive  materials  is  being 
disposed  of  as  waste. 

The  fourth  group  is  being  fed  the  grain 
mixture  and  pasture  plus  verxite.  Milk  sam- 
ples from  each  cow  of  this  group  will  be  examined 
in  an  effort  to  determine  the  effect  of  verxite  in 
the  ration  on  calcium  and  other  nutritionally 
essential  elements  in  the  milk  over  long  periods 
of  time. 

The  study  is  an  outgrowth  of  various  experi- 
ments on  the  feeding  of  verxite  to  animals  con- 
ducted during  the  past  few  years  by  university 
and  Government  scientists. 

Radioactive  contamination  of  milk  produced 
and  distributed  in  New  York  State  is  at  a very 
low  level.  This  research  study  is  being  con- 
ducted primarily  to  gain  more  information 
about  potential  ways  of  reducing  radioactive 
contamination  of  milk  in  the  event  that  such 
procedures  are  advisable  in  the  future. 

Education  courses  planned 

The  Medical  College  of  Georgia,  Department 
of  Continuing  Education,  has  planned  a series 
of  five  postgraduate  courses  for  the  fall  and 
winter  of  1963  and  1964.  They  include: 

Psychosomatic  medicine  conferences,  twelve 
weekly  sessions  beginning  October  9;  fractures 
in  general  practice,  October  22  through  24; 
thirteen  cardiacs,  January  14  through  16, 
1964;  hypertension  and  its  complications, 

continued  on  page  2614 
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NOW  FROM  66  HOSPITALS... 

NATIONWIDE  COMPARISON  OF  MICROBIAL 
SUSCEPTIBILITY  TO  5 LEADING  ANTIBIOTICS 

The  1963  antibiotics  survey  is  unprecedented  in  its  scope.  In  all,  susceptibility  results  of 
9,331  cultures  were  collected  from  66  hospitals  in  26  states.  The  bacteria  studied  were 
isolated  from  overt  clinical  infections,  and  tested  by  the  disc  sensitivity  method  for 
susceptibility  to  five  widely-used  antibiotics. 


Eiach  participating  hospital  laboratory  reported  the  over-all  susceptibility  of  all  bacteria 
studied  each  week.  The  data  thus  collected  were  then  compared  and  analyzed  by  elec- 
tronic data  processing  equipment. 

The  in  vitro  findings  indicate  the  over-all  superiority  of  TAO  (triacetyloleandomycin) 
over  four  leading  antibiotics  against  Staphylococcus  aureus  (coagulase  positive).  Strep- 
tococcus pyogenes  (beta-hemolytic),  Diplococcus  pneumoniae  and  Streptococcus  pyo- 
genes Group  D (enterococcus).  These  1963  data  broaden  and  confirm  the  1962  study 
of  9,872  cultures  in  this  continuing  hospital  survey  of  antibiotics^.  ^ 
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^OVER-ALL  RESULTS  , 

Percentage  of  cultures  reported  susceptible 
to  9,331  clinical  isolates  of  staphylococci, 
streptococci  (beta-hemolytic),  pneumococci 
and  enterococci. 
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SUSCEPTIBILITY  RESULTS  BY  ORGANISM 


Staphylococcus 

Streptococcus 

Pneumococcus 

Enterococcus 

(coagulase  positive) 

(/3-hemolytic) 

•>V 

.'  ‘ aV 

TAO 

(5440) 

(1519) 

(1130) 

(1242) 

^ • 

■ y j'/ 

(triacetyloleandomycin) 

88.0% 

95.2% 

97.1% 

63.9% 

Erythromycin 

68.9% 

96.7% 

96.7% 

68.5% 

Tetracycline 

50.9% 

79.9% 

92.9% 

36.6% 

''' 

Chloramphenicol 

82.2% 

94.2% 

96.8% 

72.3% 

Penicillin 

27.0% 

94.9% 

96.8% 

45.0% 

(figures  in  parentheses  indicate  total  number  of  cultures) 

VIDE  SURVEY  OF  ANTIBIOTICS 


Staphylococcal  Susceptibility.  Through  the  use 
of  electronic  data  processing  equipment,  the  1963 
antibiotics  survey  reveals  other  important  data  on 
relative  antibiotic  effectiveness.  One  example  of  this 
is  the  number  and  percentage  of  staphylococcal  cul- 
tures susceptible  to  none  of  the  antibiotics  studied, 
to  one  antibiotic  only,  and  to  all  five  antibiotics. 
Significantly,  only  3.7%  of  staphylococcal  cultures 
were  resistant  to  all  five  of  these  frequently-pre- 
scribed antibiotics.  About  21%  of  all  staphylococci 
[cultures  were  susceptible  to  all  five  antibiotics. 

[THE  FOLLOWING  CHART  SHOWS  THE  DATA  COM- 
PILED  WHEN  ONLY  ONE  ANTIBIOTIC  COULD  CONTROL 
ItHE  staphylococci,  as  shown,  the  chart  INDI- 
CATES HIGHEST  LIKELIHOOD  OF  SUCCESS  WITH  TRI- 
ACETYLOLEANDOMYCIN  AND  CHLORAMPHENICOL,  IN 
THAT  ORDER. 


Confirmed  Clinically.  This  massive  in  vitro  data 
further  supports  clinical  findings.  As  an  example, 
Shubin^  found  that  of  129  patients  with  upper  or 
lower  respiratory  infections  treated  with  TAO  (tri- 
acetyloleandomycin),  120  had  a good  response.  A 
“good”  response  generally  showed  “reduction  in 
temperature  and  toxicity  within  48  hours  after  initia- 
tion of  therapy,  with  subsequent  clinic2d  and  bac- 
teriological cure  of  infection.”^ 

References:  1.  Isenberg,  Henry  D.,  Ph.D.:  “Nationwide  Compar- 
ison of  Microbial  Susceptibility  with  Standardized  Discs.”  Scientific 
Exhibit  presented  at  the  meeting  of  the  American  Medical  Association, 
Atlantic  City,  N.  J.,  June  16-20,  1963.  2.  Fowler,  J.  Ralph,  Watters, 
John  L.  and  Levy,  Arthur  M.:  Bacterial  Susceptibility  Patterns  as 
Related  to  Geographic  Variation  and  Anatomical  Source,  Clinical 
Medicine,  70:547  (Mar.)  1963.  3.  Shubin,  H.  et  al:  Further  Clinical 
Studies  with  Triacetyloleandomycin,  Antibiotic  Med.  and  Clin.  Ther., 
6:156  (Mar.)  1959. 


Number  of  anti- 
biotics effective 


Number  and  percentage  of  cultures  susceptible 


Chloramphenicol 


Erythromycin 


Penicillin 


Tetracycline 


One 


246 

(4.5%) 


14 

(0.2%) 


11 

(0.2%) 


15 

(0.3%) 


']  Triacetyl-  j 

oleandomycin  ' 

327  ; 

ji  (6.0%)  j 


TAO 

(triacetyloleandomycin) 
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indications;  The  bacterial  spectrum  for  which  TAO  (triacetyloleandomy- 
cin)  primarily  is  effective  includes  staphylococci,  streptococci,  pneumo- 
cocci and  gonococci.  It  is  recommended  for  acute,severe  infections  where 
adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  anti- 
biotic. It  has  been  shown  to  be  particularly  effective  in  acute,  severe  infec- 
tions of  the  respiratory  tract,  bones  and  joints,  genitourinary  tract  and  in 
staphylococcal  enterocolitis.  It  is  not  recommended  for  prophylaxis  or  in 
the  management  of  infectious  processes  which  may  require  more  than  10 
days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this 
drug,  when  therapy  beyond  10  days  proves  necessary,  other  less  toxic 
agents,  of  course,  should  be  used  unless  the  organism  is  resistant  to  those 
agents,  or  in  those  cases  where  hypersensitivity  precludes  their  use.  If 
clinical  judgment  dictates  continuation  of  therapy  for  longer  periods,  serial 
monitoring  of  liver  profile  is  recommended,  including  BSP,  transaminase 
(SCOT)  and  cephalin  flocculation  tests. 


precautions  and  side  effects:  Use  of  this  drug  may  produce  alterations  in 

liver  function  tests  and  jaundice.  Clinical  experience  available  thus  far  indi- 
cates that  these  liver  changes  were  reversible  following  discontinuation  of  the 
drug.  A review  of  studies  by  several  independent  investigators  and  reports 
from  practicing  physicians  indicate  that  liver  function  abnormalities  may 
occur  in  a significant  number  of  patients  following  two  weeks  or  more  of 
continuous  therapy  with  triacetyloleandomycin  at  1.0  gram  per  day  in 
divided  doses.  Clinical  symptomatology,  including  jaundice,  has  been  ob- 
served infrequently  in  these  individuals.  The  drug  is  not  recommended  for 
subjects  who  have  shown  abnormal  liver  function  tests  or  hepatotoxic  re- 
actions to  it.  Based  on  the  use  of  this  drug  over  a period  exceeding  5 years, 
the  incidence  of  jaundice  considering  all  reports  referable  to  this  effect  is 
6.3  per  million  courses  of  therapy.  When  only  those  which  definitely  cm 
be  r,el?ted..to  this  drug  are  equated  to  usage,  the  incidence  is  1.8  per  millipn 

courses  of  treatmeSt: y 

Mthough  reactions  of  an  allergic  nature  diie  to  this  drug  are  infitfequeift 
a«d  seldom  severe,  those  of  the  anaphylactoid' lyj^'ljave  (M^Orred  ojp 
i/are  occasions.  ' \ ^ 


AVAILAKE  AS: 

Capsules  (250  mg.;  125  mg.) 
Ready-Mixed  Oral  Suspension 
(raspberry-flavored,  125  mg./5  cc.) 
Pediatric  Drops  (100  mg./cc.) 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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Both  acute  and  chronic  asthma 
controlled  with 

ELIXOPHYLLIN 

Each  15  cc.  contains  THEOPHYLLINE  80  mg.;  ALCOHOL  3 cc. 


I • 360,000  Patients  with  Severe  Asthmatic 
Attacks  are  admitted  each  year  to  Hos- 
pital Emergency  Rooms.’<=ELIXOPHYLLIN 
can  terminate  such  attacks  in  minutes 

Tabulation  from  published  proof showing  de- 
pendable absorption,  therapeutic  efficacy  and  good 
gastric  tolerance: 

Complete  Relief  No 

Relief  Incomplete  Response 
No.  of  within  at  or 

i Patients  30  Min.  30  Min.  Equivocal 

Hospital 

Emergency  Cases: 

Schluger,  McGinn 


and  Burbank' 
Private  Patients: 

50 

37 

5 

8 

Greenbaum^ 

24 

23 

0 

1 

Spielman® 

20 

14 

6 

0 

Kessler^ 

13 

11 

0 

2 

107  85  11  11** 

**(5  were 

I “status”  cases) 

Gastric  distress  was  reported  in  only  one  patient. 

1.  Schluger,  J.;  McGinn,  J.  T.,  and  Burbank,  B.:  The  Treatment  of  the  Acute 
, ; Asthmatic  Attack  with  an  Oral  Alcohol-Water  Solution  of  Theophylline  (Eli>to* 

I y phyllin),  Am.  J.  Med.  Sc., 234:28  (July)  1957.  2.  Greenbaum,  J.:  Clinical  Evalua* 
I ( tion  of  Elixophyllin  and  Choline  Theophyllinate  in  the  Management  of  Acute 
and  Chronic  Asthma,  Ann.  Allergy,  /6:312  (May-June)  1958.  3.  Spielman, 

!A.:  Comparative  Effectiveness  of  an  Alcohol-Water  Solution  of  Theophylline 
(Elixophyllin),  Alcohol-Water  Solution  and  Theophylline  Solution  for  the 
Oral  Treatment  of  Acute  Bronchial  Asthma,  J.  Allergy,  30:35  (Jan. -Feb.) 
1959.  4.  Kessler,  F.:  Clinical  Experience  with  an  Oral,  Rapidly-Acting,  Theo- 
I phylline  Preparation,  Conn.  S.M.J.  2/:205  (Mar.)  1957. 

I *Estimate  based  on  mail  survey,  data  on  file  at  Sherman  Laboratories. 

!|  • Your  Patients  with  Chronic  Asthma  are 
I relieved  and  protected  against  severe  re- 
;|  current  attacks  with  ELIXOPHYLLIN 

:!  taken  on  an  empty  stomach  q.  8 hours^'^ 

Note:  We  stress  that  this  hydroalcoholic  theophyl- 
line solution  is  so  well  tolerated  it  is  recommended 
to  be  given  on  an  empty  stomach— thereby  provid- 
ing dependable,  rapid  absorption,  sine  qua  non ! 

I • Rapid  absorption  means  quick  relief 
I • Sustained  blood  levels  provide  prolonged  relief 
I • No  ephedrine  or  other  auxiliaries  to  complicate 

■ management 

' • Cough,  dyspnea,  mucus  retention  under  positive 

control 

' • May  be  contraindicated  in  peptic  ulcer  and  gout 
rj  Rx  only— 16  and  S2-oz.  bottles. 

*‘|  1-33  Bibliography  of  Published  Studies  on  request. 


Patent  Pending 


mm 

DETROIT  11,  MICHIGAN 


? 


DOSAGE:  For  Severe  Attacks— Adults  (average 
weight)  75  cc.  Children  0.5  cc.  per  pound  body  weight. 
Reduce  dosage  as  required  if  theophylline  has  been 
taken  previously. 


For  'Round-the-clock  Protection— Adults— first 6 
doses,  45  cc.  before  breakfast,  at  3 PM  and  at  bedtime, 
then  30  cc.  doses.  Children— 0.3  cc.,  then  0.2  cc.,  per 
pound  body  weight. 
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February  10  through  14,  1964,  in  collaboration 
with  the  American  College  of  Physicians;  and 
obstetric  problems  in  private  practice,  February 
18  through  20,  1964. 

Most  courses  are  accredited  by  the  American 
Academy  of  General  Practice.  Registration  is 
limited  to  a small  group  for  close  participant- 
faculty  communication.  Application  may  be 
made  by  contacting  Claude-Starr  Wright,  M.D., 
Director,  Department  of  Continuing  Education, 
Medical  College  of  Georgia,  Augusta,  Georgia. 

Hospital  awarded  grant 

St.  Francis’  Hospital,  Poughkeepsie,  has 
been  awarded  a Public  Health  Service  Com- 
munity Cancer  Demonstration  Project  Grant  of 
$9,500  to  establish  an  Oral  Cancer  Detection 
Center  in  the  hospital. 

The  plan  is  to  establish  within  St.  Francis’ 
Hospital  a fully  equipped  area  to  serve  as  a 
center  for  the  diagnosis  and  differentiation  of 
oral  malignancies.  An  educational  affiliation 
between  St.  Francis’  Hospital  and  Memorial 
Hospital  for  Cancer  and  Allied  Diseases  in  New 
York  City  has  been  established  so  that  key 
personnel  of  the  Detection  Center  may  receive 
intensive  training  in  the  diagnosis,  treatment, 
and  follow-up  of  oral  cancer.  A research 
program  motivated  by  a relationship  with  the 
Sloan- Kettering  Institute  is  also  part  of  the 
Center’s  program. 

American  Institute  for  Psychoanalysis 

The  American  Institute  for  Psychoanalysis 
will  offer  a five-session  orientation  course  in  the 
theory  and  practice  of  psychoanalysis.  The 
course  will  be  given  by  members  of  the  Institute 
faculty  at  the  Karen  Homey  Clinic  Building, 
329  East  62nd  Street,  New  York  City.  Two 
series  of  five  lectures  will  be  given  on  Tuesdays 
at  8:30  p.m.,  beginning  October  1,  1963,  and 
March  17,  1964. 

One  aspect  of  psychoanalytic  therapy  will  be 
discussed  each  evening.  Such  aspects  include 
the  conduct  of  the  initial  interview,  the  obtain- 
ing and  utilization  of  life  history  material, 
therapeutic  process,  the  dynamics  of  an  individ- 
ual session,  the  analytic  relationship,  and  the 
understanding  of  dreams.  Clinical  examples 
will  be  used  to  illustrate  fundamental  principles. 
Part  of  each  evening  will  be  devoted  to  questions 
and  discussion. 

Further  information  may  be  obtained  from 
Harold  Kelman,  M.D.,  American  Institute  for 
Psychoanalysis,  329  East  62nd  Street,  New 
York  21,  New  York. 

Anesthesiology  seminar 

The  University  of  Miami  and  University  of 
Florida  Schools  of  Medicine  will  hold  the  first 
annual  postgraduate  seminar  in  anesthesiology 
in  Miami  Beach,  Florida,  January  5 through  8, 
1964. 


The  theme  will  be  “The  Cardiovascular 
System,’’  and  although  the  problems  of  this 
system  in  relation  to  anesthesia  will  be  stressed, 
the  subjects  presented  are  of  interest  to  all 
phases  of  medical  practice.  The  program  will 
consist  of  five  panel  discussions:  physiologic 
considerations  in  circulation,  recent  advances  in 
the  management  of  cardiac  arrest,  pharmaco- 
logic considerations  related  to  circulation, 
surgical  and  anesthetic  management  of  the 
patient  with  heart  disease,  and  a symposium  on 
hemorrhagic  and  septic  shock. 

Additional  information  may  be  obtained  by 
writing  to  Frank  Moya,  M.D.,  Professor  and 
Chairman,  Department  of  Anesthesiology,  Uni- 
versity of  Miami  School  of  Medicine,  Jackson 
Memorial  Hospital,  Miami  36,  Florida. 

Televised  seminars 

The  New  York  Academy  of  Medicine  resumed 
its  program  of  televised  clinical  science  seminars 
on  September  10.  The  programs  will  be  from 
9:00  to  10:00  p.m.  on  Tuesdays  on  WNYC-TV, 
UHF  Channel  31. 

Programs  and  other  pertinent  information  are 
available  on  request  to  the  Office  of  Medical 
Education,  New  York  Academy  of  Medicine, 
2 East  103rd  Street,  New  York  29,  New  York. 

New  England  postgraduate  assembly 

The  Council  of  the  New  England  State 
Medical  Societies  will  hold  the  1963  New 
England  Postgraduate  Assembly  at  tbe  Hotel 
Statler,  Boston,  Massachusetts,  November  13 
through  15. 

The  three-day  program  will  feature  sym- 
posiums, panels,  lectures,  luncheon  talks,  and 
clinicopathologic  conferences.  The  program 
has  been  arranged  to  appeal  to  both  specialists 
and  family  physicians. 

Programs  may  be  obtained  from  Getty  Page, 
Executive  Secretary-Treasurer,  128  Merchants 
Row,  Rutland,  Vermont. 

Cancer  conference 

A scientific  session  on  unusual  forms  and 
aspects  of  cancer  in  man,  sponsored  by  the  New 
York  Academy  of  Sciences,  The  American 
Cancer  Society,  and  the  National  Cancer 
Institute,  will  be  held  in  the  Biltmore  Hotel, 
New  York  City,  October  21  and  22. 

There  is  no  registration  fee,  and  sessions  are 
open  to  all  members  of  the  medical  profession 
and  students.  Inquiries  and  requests  for 
programs  should  be  addressed  to:  Director, 

Professional  Education,  American  Cancer 
Society,  Inc.,  521  West  57th  Street,  New  York 
19,  New  York. 

Medical  seminar  cruise 

Albany  Medical  College  of  Union  University 
will  hold  its  fifth  postgraduate  medical  seminar 
cruise  January  8 through  22,  1964.  A fourteen- 

continued  on  page  2616 
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are  registered  trademarks  of  Parke,  Davis  & Company. 

therapeutic  standby  for  years 

Complete  information  for  usage  available  to  physicians  on  request. 
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day  cruise  from  New  York  via  the  Swedish 
American  Line  M.S.  Gripsholm  is  planned. 
Ports  of  call  will  be  St.  Thomas,  St.  Lucia, 
Port  of  Spain,  LaGuaira,  Curacao,  and  Montego 
Bay. 

Members  of  the  Albany  Medical  College 
faculty  will  present  a comprehensive  post- 
graduate medical  program,  covering  subjects  in 
internal  medicine,  surgery,  and  psychiatry. 
The  medical  seminar  constitutes  23  hours  of 
Category  I credit  toward  the  postgraduate 
requirements  of  the  American  Academy  of 
General  Practice. 

For  information,  write  to  the  Department  of 
Postgraduate  Medicine,  Albany  Medical 
College,  Albany  8,  New  York. 

Personalities 

Elected.  Paul  C.  Jenks,  Waterloo,  past-presi- 
dent of  the  Seneca  County  Medical  Society,  re- 
elected to  fourth  year  as  president  of  the  board 
of  education  of  Waterloo  Central  School  Dis- 
trict. 

Speakers.  Louis  F.  Bishop,  M.D.,  New  York 
City,  on  “The  Relationship  Between  Cardiology 
and  Rheumatology”  at  St.  Stephen’s  Hospital 
in  London  and  at  the  British  Medical  Associa- 
tion Oxford  meeting  . . . James  A.  Brussel, 
M.D.,  assistant  commissioner.  New  York  State 
Department  of  Mental  Hygiene,  on  the  United 
States  Navy’s  “Wings  of  Gold”  radio  program 
on  September  1. 

Appointed.  Laszlo  S.  Arany,  M.D.,  formerly 
chief  of  staff  and  chief  of  the  tuberculosis  service 
at  the  Veterans  Hospital  in  Excelsior  Springs, 
Missouri,  as  full-time  medical  director  of  the 
Ulster  County  Tuberculosis  Hospital  . . . 
Charles  F.  Bailey,  M.D.,  formerly  chairman 
and  professor  of  surgery  at  the  New  York 
Medical  College  and  pioneer  in  open  heart 
surgery,  as  director  of  the  newly  established 
Department  of  Thoracic  and  Cardiovascular 
Surgery  at  St.  Barnabas  Hospital  for  Chronic 
Diseases,  The  Bronx  . . . Leo  Lutwak,  Ph.D., 
M.D.,  formerly  senior  investigator  at  the 
Metabolic  Diseases  Branch,  National  Institute 
of  Arthritis  and  Metabolic  Diseases,  National 
Institutes  of  Health,  as  Jameson  Professor  of 
Clinical  Nutrition  in  the  Graduate  School  of 


Wesley  Draper  (right)  receives  "Alumni  Merit 
Award”  from  Dr.  B.  Joseph  Martin,  president  of 
Taylor  University,  Upland,  Indiana. 


Nutrition,  Cornell  University,  Ithaca  . . . Omer 
Poirier,  M.D.,  Port  Byron,  and  Charles  Yaring- 
ton,  M.D.,  Moravia,  as  assistant  county  cor- 
oners in  Cayuga  County. 

Awarded.  Wesley  Draper,  librarian  for  the 
Medical  Society  of  the  County  of  Kings  and 
Academy  of  Medicine  of  Brooklyn,  an  “Alumni 
Merit  Award”  from  Taylor  University,  Upland, 
Indiana  (see  cut)  . . . Frank  L.  Horsfall,  Jr., 
president  and  director  of  Sloan-Kettering  Insti- 
tute, New  York  City,  the  Fiftieth  Anniversary 
Gold  Medal  Award  of  the  Peter  Bent  Brigham 
Hospital  in  Boston,  Massachusetts. 

Honored.  John  H.  Powers,  M.D.,  former 
surgeon-in-chief  and  now  surgeon-in-chief 
emeritus  of  the  Mary  Imogene  Bassett  Hospital, 
Cooperstown,  with  a reception  on  July  5 to  pay 
tribute  to  him  on  his  retirement  after  thirty- 
three  years  on  the  medical  staff  of  the  hospital. 

New  offices.  Henry  L.  George,  3rd,  associated 
in  practice  of  pediatrics  with  his  father,  H. 
Louis  George,  M.D.,  in  Watertown  . . . G.  S. 
Jameson,  M.D.,  practice  of  internal  medicine  in 
association  with  Max  E.  Moravec,  M.D.,  in 
Schenectady  . . . Raymond  Mutter,  M.D.,  prac- 
tice of  internal  medicine  in  Ossining. 
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in  sprains/strains 

These  objective  benefits 
with  trypsin  therapy: 

"rapid  reduction  of  pain”  and  the  reduction 
of  swelling  to  permit  “...palpation  of  bony 
landmarks  with  subsequent  greater  ease  in 
following  the  progress  of  healing 


trSUma  (sprains/strains) 


proven  I trypsin 
therapy" 
for 

faster  healing 


I 
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For  best  results,  adequate  dosage  is  important. 
OREN2YME,  two  tablets  q.i.d,;  dosage  may  be 
reduced  to  one  tablet  q.i.d.  once  symptoms  be- 
gin to  disappear.  For  severe  conditions,  paren- 
teral trypsin  and  Orenzyme  concurrently. 
PARENZYME  AQUEOUS  [trypsin],  1 ml.  injected 
intramuscularly  (deep  intragluteally)  once  or 
twice  daily  for  several  days,  followed  by  Oren- 
zyme, one  tablet  four  times  daily  as  indicated  for 
maintenance. 


Indications:  Traumatic  wounds,  ocular  inflammation, 
thrombophlebitis,  phlebitis,  ulceration  (varicose, 
diabetic,  decubitus);  also  helps  liquefy  tenacious 
bronchial  mucous  secretions. 


ORENZYME® 

Composition:  Each  tablet  contains  trypsin  68%, 
chymotrypsin  30%  and  ribonuclease  2%,  equivalent 
in  proteolytic  activity  to  20  mg.  of  crystalline  tryp- 
sin, enteric  coated  to  insure  release  in  the  intestinal 
tract. 


Side  Effects:  Side  effects  with  Orenzyme  are  rare. 
If  they  occur,  discontinuation  of  the  drug  is  recom- 
mended. 


Supplied:  Bottles  of  48  and  500  red,  enteric  coated 
tablets. 


PARENZYME®  AQUEOUS  [trypsin] 

Side  Effects  and  Precautions:  Side  effects  with 
Parenzyme  [trypsin]  are  rare.  Prolonged  use  occa- 
sionally causes  itching  and  rash  which  may  be  re- 
lieved by  antihistaminics.  Local  pain  and  induration 
at  the  site  of  injection  may  occur.  The  usual  precau- 
tions should  be  observed  as  for  the  injection  of  any 
protein  material.  As  a precaution,  patients  should  be 
observed  for  about  15  minutes  following  an  injection 
of  trypsin.  Epinephrine  Injection,  U.S.P.  1:1000 
should  be  on  hand  for  any  systemic  reactions. 

Supplied:  (1)  In  sterile  multiple  dose  vial  containing 
lyophilized  trypsin  62,500  Units,  N.  F.  (25  mg,),  plus 
5 ml,  vial  of  aqueous  diluent,  (2)  In  sterile  single 
dose  vial  containing  lyophilized  trypsin,  12,500  Units, 
N,F,  (5  mg,),  plus  1 ml,  vial  of  aqueous  diluent. 

Compatibilities:  There  are  no  known  incompatibili- 
ties for  Parenzyme  [trypsin]  or  Orenzyme,  Other 
medications  may  be  given  with  these  preparations, 
if  indicated.  In  infection,  appropriate  antibiotic 
therapy  should  be  used  concurrently. 


References:  1.  Lichtman,  A.  L.;  Delaware  M.  J.  33:11,1961.  2.  Lichtman, 
A.  L.;  Ann.  New  York  Acad.  Sc.  68:196,  1957.  3.  Golden,  H.  T.:  Clin. 
Med.  2:583,  1955.  p r/es 
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SAVE  DAYS  IN  HEALING  reduce  inflammation/ease  pain 
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With  the  very  first  bath  SARDO  allays  itching  and  dryness;  the  skin  feels 
smoother,  softer,  comfortable.  Impressive  clinical  studies^®  establish  the 
rapid  efficacy  of  Sardo...to  soothe,  lubricate,  augment  natural  skin  lipids, 
restore  essential  skin  moisture  by  preventing  excessive  evaporation.  The  ex- 
clusive Sardo  formula*  assures  maximum  dispersibility 
and  adsorption.  Your  dermatological  patients  will 
appreciate  pleasant,convenient,  economical  Sardo.  k 


SAMPLES  and  literature  available  from . . . Dept.  Y-3. 
SARDEAU,  INC.  75  East  55th  St.,  New  York  22,  N.  Y. 


Also  available:  SARDOETTES®,  disposable 
compresses  impregnated  with  SARDO,  for  use 
as  a topical  dressing,  or  for  application  after 
showering  or  local  washing,  in  relieving  skin 
dryness,  itching,  scaliness. 


1.  Spoor,  H.J.:  N.Y.  State  J.M.,  58:3292, 
1958.  2.  Lubowe,  I.  I.:  Western  Med.,  1:45, 
1960. 3.  Weissberg,  G.:  Clin.  Med.,  7:1161, 
1960.  4.  Lieberman,  W.:  Amer.  J.  Proctol- 
ogy, 12:374,  1961.  5.  Borota,  A.,  and 
Grinell,  R.  N.:  J.  Amer.  Geriatrics  Soc., 
10:413,  1962.  6.  Dick,  L.  A.:  Skin,  Derma- 
tology  in  General  Practice,  1:341,  1962. 

*Fat.  Pend.  T.M.  ® 1963  by  Sardeeu,  Inc. 
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Medical  Meetings 


Conference  of  clinic  managers 

The  37th  annual  conference  of  the  National 
Association  of  Clinic  Managers  will  be  held  in 
New  York  City  at  the  Hotel  Roosevelt  October 
6 through  9. 

Edward  Annis,  M.D.,  president  of  the  Ameri- 
can Medical  Association,  will  be  among  the 
speakers. 

Registration  and  program  information  may  be 
obtained  from  C.  T.  Hardy,  Jr.,  Bowman  Gray 
School  of  Medicine,  Winston-Salem,  North 
Carolina. 

Bronx  Pediatric  Society 

The  Bronx  Pediatric  Society  will  meet 
Wednesday  evening,  October  9,  in  the  audito- 
rium of  the  Morrisania  City  Hospital. 

Norman  Kretchmer,  M.D.,  professor  and 
chairman.  Department  of  Pediatrics,  Stanford 
University,  Stanford,  California,  will  speak  on 
“Clinical  Applications  of  Developmental  Bio- 
chemistry.” 

Eastern  Psychiatric  Research  Association 

The  annual  meeting  of  the  Eastern  Psychi- 
atric Research  Association  will  be  held  October 
18  and  19  at  the  New  York  Hilton  Hotel, 
Avenue  of  the  Americas  and  54th  Street,  New 
York  City. 

Paul  H.  Hoch,  M.D.,  commissioner  of  mental 
hygiene.  State  of  New  York,  is  general  chairman. 

Programs  may  be  obtained  by  contacting  A. 
N.  Browne-Mayers,  M.D.,  New  York  Hospital, 
P206,  525  East  68th  Street,  New  York  City. 

Society  for  Clinical  and  Experimental 
Hypnosis 

The  Society  for  Clinical  and  Experimental 
Hypnosis  will  hold  its  fifteenth  annual  meeting 
and  workshop  at  the  Barbizon-Plaza  Hotel  in 
New  York  City  October  22  through  25. 

The  workshop,  sponsored  by  the  Society  in 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


association  with  the  Institute  for  Research  in 
Hypnosis,  will  be  held  on  October  22  and  23. 
The  format  of  the  workshop  will  consist  of 
breakfast  panel  sessions  followed  by  morning 
didactic  lectures  on  hypnotherapy,  hypno- 
analysis,  cybernetics,  pain,  dreams,  hypno- 
dontia,  hypnosis  in  psychosomatics,  psycho- 
diagnosis, and  psychophysiology.  There  will 
be  discussion  on  other  current  problems  of 
clinical  application  and  management.  The 
afternoon  sessions  will  be  devoted  to  seminars 
each  consisting  of  an  instructor  and  four  or 
five  students. 

The  scientific  program  and  general  meeting 
will  be  held  on  October  24  and  25.  The  program 
will  include  symposiums  devoted  to  hypnosis 
as  a research  tool  in  psychodynamics,  psycho- 
physiology, anesthesiology,  and  psychosomatics. 
In  addition  to  the  symposiums,  prepared  papers 
concerning  hypnosis  in  the  various  disciplines 
will  be  presented. 

Address  all  inquires  to:  The  Society  for 

Clinical  and  Experimental  Hypnosis,  200  West 
57th  Street,  New  York,  New  York  10019. 

Rocky  Mountain  Medical  Conference 

The  twelfth  biennial  Rocky  Mountain  medical 
conference  will  be  held  in  Las  Vegas,  Nevada, 
October  30  through  November  2. 

Program  details  and  conference  information 
may  be  obtained  from  Thomas  S.  White,  M.D., 
general  chairman.  Rocky  Mountain  Medical 
Conference,  3660  Baker  Lane,  Reno,  Nevada. 

American  Society  of  Cytology 

The  American  Society  of  Cytology  (formerly 
the  Inter-Society  Cytology  Council)  will  hold 
its  eleventh  annual  scientific  meeting  at  The 
Neil  House,  Columbus,  Ohio,  November  7 
through  9. 

The  Society’s  twelfth  annual  meeting  will  be 
held  at  the  Penn  Sheraton  Hotel,  Pittsburgh, 
Pennsylvania,  November  12  through  14,  1964. 

Further  information  may  be  obtained  from 
Warren  R.  Lang,  M.D.,  secretary-treasurer, 
1012  Walnut  Street,  Philadelphia  7,  Penn- 
sylvania. 
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BARBA-NIACIN  provides  prompt  and  effective  relief  without 
the  hazards  of  phenobarbital  hypersensitiveness.*  This  safer 
and  better  sedative  is  indicated  for  all  the  uses  of  pheno- 
barbital. 

Tranquility  restored,  the  path  to  recovery  is  opened  up  in 
many  diseases.  For  example,  the  prognosis  may  be  improved 
in  angina  pectoris,  peptic  ulcer,  renal  or  gallstone  colic. 

BARBA-NIACIN  tablets  contain  phenobarbital  V2  gr.  and 
niacin  Va  gr.  The  side  effects  of  phenobarbital,  due  to  hyper- 
sensitiveness, are  avoided  by  combination  with  niacin.*  The 
recommended  adult  dose  is  1 tablet  up  to  4 times  a day. 

For  insomnia,  a single  dose  of  BARBA-NIACIN  FORTE 
(phenobarbital  W2  gr.  and  niacin  Va  gr.)  should  be  taken  on 

Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the  side 
effects  due  to  hypersensitiveness.  Like 
phenobarbital,  it  is  contraindicated  for  drug 
addicts  or  patients  with  impaired  renal  or 
hepatic  elimination. 

Supplied  in  bottles  of  100  scored  tablets. 


Chemical  Company 
^ St.  Louis  8,  Mo. 

♦Feinblatt,  T.  M..  and  Ferguson, 

E.  A.,  Jr..  Phenobarbital  idio- 
syncrasy, avoidance  by  use  of 
phenobarbital-niacin.  New  York 
State  J.  Med.  62:221-3,  1962. 
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Many  of  the  ^^serial  titles  most  in  demand”  from  its 
current  collection,  according  to  a recent  report  of 
the  National  Library  of  Medicine,  come  from  the 
NEW  YORK  STATE  JOURNAL  OF  MEDICINE. 


Such  value  must  be  warranted. 

Can  we  supply  the  demand?  Yes.  To  you  and  your  friends. 

You’re  not  limited  to  a single  gift  subscription.  You  can,  as  a matter 
of  fact,  make  use  of  this  offer  to  give  two  or  three  old  school  friends  a 
chance  to  read  your  Journal — no  matter  where  they  are. 
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P.S.  If  you  don’t  happen  to  be  one  of  our  fortunate  members,  you  can 
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an  orally  active  progestogen -estrogen  combination 

Duosterone 

Ethisterone  . . . 10.00  mg.  Ethinyl  estradiol  . . . 0.01  mg.  per  tablet 


Supplementing  an^upporting  ovarian  function, 
Duosterone  can  help  release  your  patients  from 
the  anxiety,  discomfort  and  inconvenience  of 
functional  amenorrhea,  dysmenorrhea,  and 
dysfunctional  uterine  bleeding. 

Periodic  progestational  treatment  with 
Duosterone  aims  at  restoring  the  normal  hor- 
monal pattern  of  the  secretory  phase  of  the 
menstrual  cycle,  providing  an  orally  active  pro- 
gestogen with  an  estrogen  to  prime  the  endome- 
trium for  adequate  progestational  response. 


Side  Effects:  Ethinyl  estradiol  may  occasionally 
cause  headache,  diarrhea,  engorgement  and 
tenderness  of  the  breasts,  nausea,  vomiting, 
cramping,  or  skin  rash.  These  side  effects  usu- 
ally fade  as  the  patient  adjusts  to  the  estrogen. 

Cautions  and  Contraindications:  Duosterone  is 
contraindicated  in  carcinoma  of  the  breast  and 
reproductive  organs  and  should  be  used  with 
caution  in  cases  of  known  liver  impairment. 

Supplied:  Bottles  of  25  and  100  tablets. 


Dosage:  Functional  amenorrhea,  5 tablets  daily 
for  5 days.  Dysmenorrhea,  1 to  2 tablets  daily 
during  the  second  half  of  the  menstrual  cycle, 
except  for  the  final  two  days.  Dysfunctional 
uterine  bleeding,  5 to  7 tablets  daily  for  5 days; 
in  mild  cases,  reduce  dose  1 tablet  each  day. 
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It  is  unlawful 
to  duplicate 


This  is  the  key  that  opens  the  box  that 
contains  the  labels.  Only  authorized  super- 
visory personnel  have  the  key  to  transfer 
labels  from  the  "lockup  box”  to  the  label- 
ing machine.  ■ These  responsible  Lilly 
employees  regard  labels  as  serious  business. 
To  make  certain  that  the  right  label  ap- 
pears on  each  container,  all  labels  are  kept 
under  lock  and  key  until  needed  on  the 
finishing  line.  Only  the  quantity  needed 


to  finish  the  lot  is  dispensed.  When  trans 
ferred  to  the  finishing  belt,  the  appropriat 
number  of  labels  is  placed  in  the  labelin 
machine.  Excess  labels  are  put  in  th 
lockup  box  until  needed.  At  night,  th 
supervisor  returns  unused  labels  to  th 
box  lest  some  get  lost  or  misplaced.  ■ Thi 
is  just  one  more  precaution  in  an  endles 
list  of  rules  that  contribute  immeasurabh 
to  the  quality  of  the  finished  product 
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Editorials 


What  we  know  about  nursing  homes 


The  private  proprietary  nursing  home  is 
an  important  and  valuable  facility  in  pro- 
viding medical  care  to  the  chronically  dis- 
abled. Nursing  homes  have  developed  in 
this  direction  in  this  country  to  fill  a press- 
ing need.  How  well  do  they  perform? 

In  the  annual  report  of  the  Westchester 
County  Health  Department  there  is  a sec- 
tion devoted  to  information  procured  by  the 
Department  from  the  25  private  proprietary 
nursing  homes  and  6 private  proprietary 
convalescent  homes  in  the  Westchester 
County  Health  District.  Equally  divided 
between  a description  of  the  patients  and  a 
description  of  the  homes,  the  facts  presented 
are  of  great  interest  to  all  physicians  engaged 
in  furnishing  care  to  the  chronically  ill,  and 
we  recount  them  here. 

Some  patient  characteristics 

1.  In  the  25  nursing  homes  there  were 
694  patients,  of  whom  551  were  women  and 
142  were  men,  the  women  outnumbering 
the  men  by  about  5 to  1.  There  were  831 
beds  available;  therefore  only  about  85 
per  cent  were  occupied. 

2.  The  age  range  for  men  and  women 
combined  was  33  to  100  years  of  age,  and 
the  combined  average  age  was  79.3  years. 

3.  The  average  age  for  men  alone  was 
76.7  years;  for  women  alone  it  was  79.9 
years. 

4.  The  range  of  the  average  length  of 
stay  for  men  and  women  combined  was  0.6 
to  6.8  years.  The  combined  average  length 
of  stay  was  2.5  years. 

5.  Only  1 nursing  home  had  an  average 
length  of  stay  of  less  than  1 year. 

6.  Of  the  694  patients,  253  (36.4  per 
cent)  were  welfare  patients,  439  (63.3  per 
cent)  were  private,  and  the  status  of  2 was 
unknown;  6 nursing  homes  had  no  wel- 
fare patients  at  all.  In  9 of  the  nursing 
homes,  more  than  50  per  cent  of  the  patients 
were  welfare  cases. 


7.  The  private  rates  ranged  from  $45 
to  $209  a week. 

8.  The  range  of  welfare  rates  was  from 
$185  to  $240  a month. 

9.  Of  all  the  patients  4.5  per  cent  had 
decubitus  ulcers,  but  the  proportion  from 
home  to  home  varied  from  none  to  a high 
of  33.3  per  cent. 

10.  One  fourth  of  the  patients  had  some 
form  of  incontinence;  the  range  was  from 
5.6  to  38.5  per  cent.  The  concentration  of 
cases  of  incontinence  was  in  the  age  range 
of  75  and  over;  76  per  cent  of  the  patients 
were  in  this  age  range.  However,  since 
three  fourths  of  aU  the  nursing  home  pa- 
tients were  75  years  of  age  and  over,  the  con- 
centration of  cases  of  incontinence  in  this 
age  group  was  expected. 

11.  Some  form  of  contracture  existed  in 
14  per  cent  of  the  patients,  with  a range  from 
none  to  66.7  per  cent;  32  per  cent  of  the 
patients  were  in  the  age  range  from  55  to 
74.  This  age  range  represented  only  22 
per  cent  of  all  the  nursing  home  patients; 
thus  the  percentage  of  contractures  in  this 
age  range  was  unusually  high.  As  would  be 
expected,  almost  60  per  cent  of  the  patients 
with  contracture  were  75  years  of  age  and 
over. 

12.  Of  the  total  patients,  22  per  cent 
could  not  feed  themselves,  requiring  as- 
sistance from  the  nursing  home  personnel. 
The  length  of  time  taken  by  the  nursing 
home  personnel  in  giving  this  assistance 
ranged  from  15  minutes  to  1 hour. 

13.  About  two  thirds  of  the  patients  ate 
their  meals  in  their  own  rooms,  while  the 
rest  had  at  least  one  meal  in  a common  din- 
ing room;  however,  6 of  the  25  nursing 
homes  had  no  dining  room  available  for  the 
patients. 

14.  In  a small  sampling  of  104  patients, 
the  four  primary  forms  of  informal  rec- 
reational activities  indulged  in  by  nursing 
home  patients  as  indicated  by  the  number  of 
responses  were  found  to  be  as  follows: 
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viewing  television,  by  20;  reading,  by 
17;  knitting,  crocheting,  sewing,  weaving, 
and  bead  work,  by  16;  listening  to  the  radio, 
by  10;  and  other  activities,  by  41.  Only 
7 of  the  nirrsing  homes  had  a planned, 
formal  recreation  program  for  their  patients. 

15.  One  third  of  the  nursing  home  pa- 
tients were  sampled  at  random,  and  it  was 
found  that  over  70  per  cent  were  visited  one 
or  more  times  a week  by  relatives  or  friends, 
18  per  cent  were  visited  at  least  once  a 
month,  and  the  remainder  were  visited  less 
often  than  once  a month;  3 per  cent  of  the 
patients  had  no  visitors  at  all. 

Some  characteristics  of  the  homes 

1.  Only  1 of  the  25  nursing  homes  in 
the  Westchester  County  Health  District 
can  be  considered  new;  24  were  old  build- 
ings that  had  been  converted  into  nursing 
i homes. 

I 2.  Each  of  the  25  homes  has  one  or  more 
i admitted  owners;  only  individual  or  part- 
i ner  ownership  is  permitted  in  this  health 
i district.  However,  a certain  proportion  of 
^ the  homes  are  believed  to  have  silent  part- 
ners or  silent  corporations  in  the  background 
as  co-owners. 

3.  The  3 smallest  homes  were  approved 
for  10  beds  and  the  largest  home,  for  71 

I beds.  There  was  a total  of  813  beds  avail- 
1 able,  but  only  85  per  cent  f694)  were  oc- 
< cupied. 

4.  There  were  59  registered  nurses,  62 
I licensed  practical  nurses,  and  179  aides  to 
I provide  service  to  694  patients.  Data 
. concerning  the  number  and  type  of  person- 
nel assigned  to  each  shift  were  not  definitive, 
but  assuming  that  each  person  on  duty  was 
working  a 12-hour  shift,  there  was  1 reg- 

l|  istered  nurse  for  every  23  patients,  1 
licensed  practical  nurse  for  every  22  patients, 
I and  1 aide  for  every  8 patients. 

5.  In  general,  the  nursing  aides  employed 
in  the  nursing  homes  are  not  required  to  have 
any  specific  education  or  training  qualifica- 
tions. Yet  these  nursing  aides  give  serv- 
ices such  as  personal  care,  administering 
barbiturates  and  narcotics  oraUy,  and  pro- 
viding catheter  care.  The  types  of  services 
performed  by  physicians  and  mu'sing  per- 
sonnel are  shown  in  Table  I. 

6.  The  recording  of  admissions,  dis- 
. charges,  transfers,  and  deaths,  together  with 

the  recording  of  medical  and  nursing  informa- 


tion in  the  active  patient  folders,  was  gen- 
erally in  a state  of  chaos.  One  particularly 
striking  deficiency  was  the  rather  consistent 
absence  of  an  admission  medical  history, 
physical  examination,  and  diagnosis  for  each 
patient.  Admission  histories  were  generally 
recorded  on  the  chart  in  only  9 nursing 
homes;  admission  physical  examinations, 
in  only  10;  and  admission  diagnoses,  in 
only  11. 

The  nursing  notes  ranged  in  quality  from 
extremely  poor  to  very  good,  with  the  ma- 
jority of  average  quality.  The  difficulty 
with  these  notes  was  not  the  frequency  of 
recording  but  rather  the  significance  of  the 
recorded  item.  Too  many  nursing  notes 
presented  absolutely  no  interpretation  of 
what  the  nursing  care  was  achieving;  per- 
haps because  nothing  was  being  achieved 
or  because  the  personnel  themselves,  for 
whatever  reason,  did  not  recognize  achieve- 
ment. To  illustrate:  One  of  the  most 

consistent  phrases  used  regarding  nursing 
home  patients  was  that  they  were  “status 
quo”;  but  less  consistently  did  those  using 
this  phrase  realize  that  the  active  mainte- 
nance of  the  “status  quo”  was  in  and  of  itself 
the  prevention  of  deterioration. 

7.  There  were  over  200  physicians  pro- 
viding care  to  the  694  nursing  home  pa- 
tients. Slightly  over  50  per  cent  of  these 
patients  were  being  seen  by  only  49  different 
physicians. 

Of  a 35  per  cent  sample  of  nursing  home 
patients,  78  per  cent  were  seen  by  a phy- 
sician at  least  once  a month;  15  per  cent 
were  seen  every  3 months;  5 per  cent  were 
seen  every  6 months;  and  2 per  cent  were 
seen  once  every  9 months  or  longer.  In 
only  7 of  the  nursing  homes  was  every  pa- 
tient sampled  seen  at  least  once  a month. 

8.  There  were  7 nursing  homes  with 
planned  recreation  programs;  1 nursing 
home  was  equipped  to  provide  physical  ther- 
apy in  the  home;  and  4 had  a planned  oc- 
cupational therapy  program.  None  had 
a planned  education  program  for  their  staff. 

9.  None  of  the  nursing  homes  had  a 
formal  written  manual  of  policies  and  proce- 
dures. Almost  the  entire  operation  of  each 
home  seemed  to  hinge  heavily  on  the  spoken 
word,  but  the  spoken  word  was  not  always 
consistent. 

10.  From  the  standpoint  of  sanitation 
and  safety^  the  large  majority  of  the  homes 
were  satisfactory. 
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TABLE  I.  Rank  listing  of  12  selected  services  performed  or  procedures  used  by  the  personnel  involved 
in  patient  care  given  in  25  nursing  homes  located  in  the  Westchester  County  Health  District,  1962 


Performed  by 

Performed  by  Perfoimed  by 

Licensed  Practical 

' Physicia 

n . Registered  Nurse — 

XT 

' - — Performed  by  Aides — 

Number 

Number 

Number 

Number 

Service 

of 

of 

of 

of 

Item 

Homes  Service  Item 

Homes 

Service  Item 

Homes 

Service  Item 

Homes 

Intravenous 

Intramuscular 

Oral  medication 

20 

Personal  care 

25 

injection 

17  injection 

20 

Enema 

19 

Bed  bath 

22 

Intravenous 

Oral  medication 

19 

fluid 

14 

Barbiturates 

18 

Enema 

8 

Narcotics 

19 

Catheter 

Dressing  care 

18 

Dressing  care 

7 

insertion 

8 Barbiturates 

18 

Narcotics 

17 

Oral  medication 

3 

Dressing  care 

18 

Bed  bath 

16 

Barbiturates 

2 

Catheter  care 

17 

Intramuscular 

Narcotics 

1 

Enema 

17 

injection 

15 

Catheter  care 

1 

Catheter 

Catheter  care 

14 

insertion 

15 

Intramuscular 

Personal  care 

14 

injection 

0 

Personal  care 

11 

Catheter 

Catheter 

Bed  bath 

11 

insertion 

7 

insertion 

0 

Intravenous 

Intravenous 

Intravenous 

injection 

3 

injection 

0 

injection 

0 

Intravenous 

Intravenous 

Intravenous 

fluid 

3 

fluid 

0 

fluid 

0 

Some  conclusions 

In  concluding  their  report  on  this  survey, 
The  Westchester  County  Health  Depart- 
ment had  this  to  say: 

“Currently,  the  department  has  a sub- 
stantial amount  of  information  about  the 
nursing  homes  and  the  nursing  home  pop- 
ulation. Even  more  wiU  be  gathered  as 
a continuing  effort  is  made  to  perfect  and 
refine  methods  of  more  accurately  measuring 
the  quality  of  care  and  services  within  the 
nursing  home. 

“In  conjunction  with  this,  wherever 
an  area  of  serious  deficiency  appears,  it  is 
the  policy  of  this  department  to  plan  a con- 
structive program,  primarily  utihzing  educa- 
tion, consultation,  and  demonstration  in 
order  to  help  the  nursing  homes  ehminate 
the  deficiency  permanently. 

“Since  the  private  proprietary  nursing 
homes  are  here  to  stay,  it  seems  imperative 
that  every  reasonable  effort  be  made  to 


encourage  and  foster  the  development  and 
maintenance  of  high  standards  of  total 
patient  care,  but  by  doing  rather  than 
preaching.” 

Here  is  an  example  of  an  alert  health  de- 
partment working  constructively  to  assist 
in  every  way  within  its  province  those  en- 
gaged in  furnishing  care  for  chronic  illness. 
Individual  physicians  could  also  do  as  much 
by  conscientiously  placing  progress  notes  in 
the  patient’s  nursing  home  record  and  by 
participating  in  educational  programs  for 
nursing  home  personnel.  Hospitals  also 
might  show  more  interest  in  their  satellite 
nursing  homes  by  sending  out  nursing  teach- 
ing teams  to  stimulate  and  inspire  those 
engaged  in  the  day-to-day  care  of  the  chron- 
nically  disabled. 

The  nursing  home  will  become  a strength 
as  weU  as  a refuge  when  aU  of  the  commu- 
nity’s medical  talent  is  brought  to  bear  ac- 
tively on  the  problems  and  potentialities 
of  this  necessary  facility. 
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thefiy'st  comprehensive 
regulator  of  female 
cyclic  function 

ENOVID* 

Each  tablet  conlnivs:  5-mg.size  lO-mg.size 

norethynodrel  5 mg.  9.85  mg. 

mestranol  0.075  mg.  0.15  mg. 

(ethynylestradiol  3-methyl  ether) 

to  control  dysfunctional  uterine  bleeding,  reg- 
ulate an  abnormal  menstrual  cycle,  enhance  or 
suspend  fertility,  advance  or  postpone  the 
menses,  correct  endometriosis  without  surgery 
Basic  Action.  Enovid  (1)  induces  and  main- 
tains a pseudodecidual  endometrium,  prevent- 
ing uterine  bleeding,  and  (2)  inhibits  pituitary 
gonadotropin,  suspending  ovulation.  Bleeding 
ordinarily  occurs  in  about  three  days  after 
Enovid  is  withdrawn. 

Cyclic  Therapy  will  frequently  restore  a nor- 
mal pattern  in  women  with  menorrhagia, 
metrorrhagia  and  primary  or  secondary  amen- 
orrhea. Taken  as  prescribed,  Enovid  is  virtually 
100  per  cent  effective  in  controlling  conception. 
After  the  drug  is  discontinued,  the  usual  ovula- 
tory and  menstrual  patterns  return.  Indeed,  the 
probability  of  subsequent  pregnancy  appears 
to  be  enhanced  through  a possible  “rebound” 
phenomenon.  Thus,  cyclic  administration  of 
Enovid  has  been  successful  in  treating  endo- 
crine infertility.  The  cost  to  the  patient  is  about 
three  dollars  per  month. 

Continuous  Therapy  usually  suspends  men- 
struation as  well  as  ovulation.  In  endometri- 
osis, continuous  Enovid  therapy  produces  a 
pseudodecidual  reaction  wdth  subsequent  ab- 
sorption of  aberrant  endometrial  tissue,  often 
eliminating  the  need  for  radical  surgery.  When 
surgery  is  indicated,  Enovid  is  an  effective  ad- 
junct preoperatively,  as  well  as  postoperatively 
to  prevent  recurrence.  Continuous  Enovid 
therapy,  in  adequate  dosage,  is  also  utilized  in 
habitual  abortion,  providing  more  balanced 
hormone  support  of  the  endometrium  and 
often  permitting  continuation  of  pregnancy. 

Emergency  Therapy:  In  high  doses,  Enovid  has 
a prompt  hemostatic  effect  and  will  usually 
control  severe  dysfunctional  uterine  bleeding 
within  six  to  twenty-four  hours.  Prompt,  high- 
dosage  administration  of  Enovid  is  also  a ra- 
tional recourse  in  threatened  abortion. 

The  Basic  Dosage  is  one  Enovid  5 -mg.  tablet 
daily  in  cyclic  therapy,  beginning  on  day  5, 
continuing  through  day  24  (twenty  daily  doses), 
and  one  Enovid  10-mg.  tablet  daily  in  continu- 
ous therapy  as  indicated  (see  Product  Brochure 
No.  67).  Higher  doses  may  be  prescribed  to  pre- 
vent or  to  control  occasional  “spotting”  or 
breakthrough  bleeding  during  Enovid  therapy. 


tot  fettered...  symbolized  in  an  illustration 
borrowed  from  ancient  Greek  mythology- 
Androrneda  freed  from  her  chains. 


Special  Considerations:  Patients  have  reported 
such  transitory  effects  as  nausea,  weight  gain, 
chloasma  and  menstrual  irregularities.  Spot- 
ting may  be  controlled  by  temporary  increase 
in  dosage.  Caution  should  be  exercised  in  the 
presence  of  cardiac,  renal,  endocrine  and 
thromboembolic  disorders.  Rarely,  attacks  of 
migraine,  epilepsy,  asthma  and  jjrcmenstrual 
tension  may  become  worse  and  diabetic  pa- 
tients may  become  more  diflicult  to  manage. 
A few  instances  of  jaundice  have  follow'ed 
Enovid  therapy.  Thromboembolic  phenomena 
with  some  fatalities  have  been  reported  among 
Enovid  users;  their  statistical  significance  is  still 
under  evaluation  and  at  this  time  it  has  neither 
been  proved  nor  disproved  that  Enovid  causes 
thromboembolism. 

Of  the  thyroid  function  tests,  only  f‘^‘  uptake 
and  B.M.R.  are  entirely  reliable.  Search  for  an 
organic  lesion  is  indicated  in  the  presence  of 
unexplained  vaginal  bleeding.  On  rare  occa- 
sions, both  loss  and  growth  of  hair  have  been 
reported,  as  have  various  cutaneous  eruptions. 
Preexisting  fibroids  may  increase  in  size  until 
therapy  is  stopped;  lactation  may  be  suppressed. 
A limit  of  two  years  for  cyclic  medication  is 
presently  recommended;  patients  on  long-term 
therapy  should  have  annual  examinations  for 
cervical  erosions.  One  case  of  virilization,  prob- 
ably coincidental,  has  been  reported.  The 
usual  precautions  for  estrogenic  therapy  should 
be  observed. 

A Note  on  Safety:  In  more  than  seven  years 
Enovid  has  been  prescribed  for  nearly  four  mil- 
lion women  for  more  than  sixteen  million 
menstrual  cycles,  representing  more  than  one 
and  a fourth  million  w'oman-years  of  experi- 
ence. There  has  been  no  evidence  of  impair- 
ment of  subsequent  fertility  and  no  effect  on 
children  born  to  women  who  conceived  after 
discontinuing  Enovid  therapy  which  can  be  at- 
tributed to  the  drug. 

Research  in  the  Service  of  Medicine 
G.  D.  Searle  & Co.,  P.O.  Box  5110, 

Chicago  80,  Illinois 
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Milestones  in  Nutrition 


when 
B vitamins  were 


missing... 


. . . they  turned  to  milk.  In  1915  McCollum  and 
Davis  found  that  there  was  a water-soluble 
growth  factor  present  in  dried  milk  and  wheat 
embryo.  They  called  it  “vitamin  B.” 

Today  “vitamin  B”  has  grown  into  a family 
of  vitamins;  thiamin  . . . riboflavin  . . . niacin  . . . 
pantothenic  acid  . . . vitamin  B„  . . . biotin  . . . 
choline  . . . folic  acid  . . . and  vitamin  B,,.  Some 
members  of  the  family. . . thiamin  and  niacin  . . . 
have  been  found  to  prevent  major  diseases  of 
man  . . . beri-beri  and  pellagra.  Others  . . . folic 
acid  and  vitamin  B,.. . .are  effective  against  dis- 


eases of  the  blood . . .pernicious  anemia  and  sprue. 

No  one  food  is  rich  in  all  the  B vitamins.  These 
nutrients  are  best  obtained  by  consuming  recom- 
mended amounts  of  the  four  main  food  groups 
. . . dairy  foods,  meats  and  eggs,  vegetables  and 
fruits,  bread  and  cereals.  Milk  and  dairy  prod- 
ucts ...  3 to  4 glasses  for  children  and  2 glasses 
for  adults  . . . make  a balanced  contribution  to 
the  supply  of  the  B complex  vitamins. 

As  they  have  in  the  past,  milk  and  other  dairy 
foods  will  continue  to  play  a vital  role  in  the 
nutritional  welfare  of  our  people. 


The  nutritional  statements  made  in  this  advertisement  have  been  reviewed  by  the  Council  on  Foods  and  Nutrition  of  the  American 
Medical  Association  and  found  consistent  with  current  authoritative  medical  opinion. 


Since  1915 . . . promoting  better  health  through  nutrition  research  and  education 

NATIONAL  DAIRY  COUNCIL 

Greater  New  York  Program  • a non-profit  organization 
202  EAST  44TH  STREET  • NEW  YORK  17,  NEW  YORK 
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Scientific  Articles 


I 

Splenomegaly  and 
' Hypersplenism  Pre-  and 
i Post-Portacaval  Shunt 

I 

HIRSCH  R.  LIEBOWITZ,  M.D. 

New  York  City 

Chief,  Gastrointestinal  Clinic,  New  York  University 

Medical  Center 


I T liE  SPLEEN  WHICH  STRADDLES  the  proximal 
i terminus  of  the  portal  venous  axis  is  an 
I important  link  in  the  portal  hypertension 
j syndrome.  It  is  exposed  to  the  back  pres- 
i sure  of  blood  that  circulates  slowly  through 
; the  splanchnic  basin  because  of  resistance 
I encountered  to  forward  passage  either  in  the 
I main  portal  trunk  or  within  the  liver. 
i|  Under  the  stress  of  the  elevated  hydrostatic 
I.’  tension,  venous  stasis,  and  humoral  factors, 

! its  parenchymal  and  vascular  architecture 
undergoes  a series  of  modifications  that  are 
translated  clinically  into  congestive  spleno- 
megaly on  the  one  hand  and  hematopoietic 
abnormahties  (hypersplenism)  on  the  other.' 

The  concept  of  p>ortal  hypertension  and 
its  description  in  the  literature,  whether  of 
intra-  or  extrahepatic  origin,  emphasizes  the 
routine  presence  of  esophageal  varices, 
dilated  superficial  abdominal  collateral  veins, 

I hemorrhoids,  splenomegaly,  and  sometimes 
I ascites.  Furthermore,  the  impression  is 
widespread  that  these  characteristic  physical 
stigmata  vanish  uniformly  following  the 
I construction  of  a decompressive  portacaval 
shunt.  Based  on  a long,  extended  follow-up 
of  such  patients  and  particularly  on  more 
I exacting  necropsy  data,  it  is  now  evident 


IN  50  PATIENTS  who  expired  from  esophageal 
varix  rupture  and  hemorrhage,  the  spleens 
exceeded  250  Gm.  at  autopsy  in  only  80  per 
cent.  In  50  autopsied  portal  cirrhotic  pa- 
tients, without  clinical  bleeding,  the  spleens 
were  under  250  Gm.  in  18  per  cent.  In  8 
patients  with  solitary  extrahepatic  portal 
system  thrombosis  the  spleens  were  all  sub- 
stantially enlarged.  The  study  showed  that 
an  enlarged  spleen  does  not  regularly  diminish 
in  size  following  a successful  portacaval  shunt 
operation.  The  spleens  weighed  more  than 
250  Gm.  in  67.7  per  cent  of  31  cirrhotic 
patients  in  whom  the  venovenous  anastomosis 
was  patent  at  necropsy. 


that  this  impression  requires  revision.  For 
example,  it  is  not  generally  appreciated  that, 
to  the  contrary,  esophageal  varicosities  do 
not  disappear  consistently  even  with  a 
satisfactory  drop  in  portal  tension  accom- 
plished by  a venovenous  surgical  shunt. 
In  fact,  they  are  likely  to  be  present  even  for 
years  after  such  an  operative  procedure. 
This  was  found  to  be  the  case  in  70.2  per 
cent  of  a series  of  patients  with  late  porta- 
caval shunt  in  whom  the  anastomosis  was 
verified  to  be  patent  at  the  autopsy  table.'' 

The  current  study  is  concerned  with  the 
incidence  of  splenomegaly  in  patients  with 
portal  hypertension  due  to  either  of  the  two 
principal  causes^ — hepatic  cirrhosis  or  portal 
system  thrombosis;  the  various  factors  that 
inhibit  or  promote  enlargement  of  the  lienal 
organ  in  this  hemodynamic  disorder;  and 
the  influence  of  a portacaval  shunt  on  the 
subsequent  magnitude  of  the  spleen  and  on 
the  corresponding  hematologic  features  of 
hypersplenism.  The  study  is  based  on  a 
combined  clinical  and  necropsy  analysis  of 
50  patients  with  portal  cirrhosis  and  un- 
ruptured esophageal  varices  who  succumbed 
from  diverse  causes,  50  patients  with  portal 
cirrhosis  who  expired  from  proved  varix 
hemorrhage,  a group  of  15  patients  with 
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portal  system  thrombosis  (8  solitary,  7 with 
cirrhosis),  and  a series  of  31  cirrhotic  pa- 
tients with  late-operated  direct  (non-spleno- 
renal)  portacaval  shunt  who  died  from 
various  causes  and  were  also  autopsied. 

Incidence  of  splenomegaly  in  cirrhosis 

An  accurate  determination  of  the  clinical 
incidence  of  splenomegaly  in  patients  with 
cirrhosis  is  difficult  because  it  depends  on  the 
skill  of  the  examiner,  muscular  guarding  and 
tenderness  on  the  part  of  the  patient,  thick- 
ness of  the  abdominal  wall,  presence  of 
ascites,  and  contour  of  the  spleen  itself. 
This  difficulty  is  underscored,  and  the  un- 
certainty regarding  splenic  size  is  better 
resolved  by  the  use  of  radioisotope  scanning 
of  the  organ,  employing  chromium-labeled 
damaged  red  cells  which  are  preferentially 
sequestered  within  the  spleen.  ^ If  each  type 
of  cirrhosis  is  considered  individually,  spleno- 
megaly occurs  in  66  per  cent  of  toxic,  77  per 
cent  of  Laeimec,  and  in  aU  of  the  biliary  and 
indeterminate  forms.  ^ The  largest  spleens 
are  associated  with  toxic  or  postviral  cir- 
rhosis presmnably  because  the  liver  paren- 
chyma is  more  diffusely  and  uniformly  in- 
volved, resulting  in  a greater  distortion  of 
the  vascular  bed.®  BUiary  cirrhosis  also 
results  in  a larger  spleen  than  the  Laennec 
variety,  since  icterus  and  chronic  infection 
tend  to  enhance  the  size  of  this  organ.® 

Among  50  portal  cirrhotic  patients  who 
expired  from  varix  rupture  and  hemorrhage, 
the  spleen  weighed  imder  250  Gm.  in  20  per 
cent  of  the  cases  and  varied  between  250 
to  1,300  Gm.  in  80  per  cent.  Six  spleens 
were  enlarged  excessively,  weighing  respec- 
tively 800,  870,  900,  1,220,  1,250,  and  1,300 
Gm.  Spleens  of  appreciable  size  are  more 
likely  to  show  a more  advanced  type 
of  congestive  splenomegaly  and  fibrosis, 
whereas  the  smaller  ones  usually  exhibit  a 
moderate  degree  of  maturity  of  the  mor- 
phologic alterations.  Exceptions  to  this, 
however,  do  occur. 

An  interesting  feature  was  the  compara- 
tively small  size  of  the  spleens  among  a 
number  in  the  less  than  normal  weight  group. 
In  7 patients  the  weight  ranged  between  a 
mere  140  to  160  Gm.  It  might  be  construed 
that  such  unanticipated  small  spleens,  oc- 
curring in  patients  with  cirrhotic  portal 
hypertension  who  expired  from  varix  hemor- 
rhage, must  be  the  result  of  shrinkage  in 


volume  due  to  homeostatic  contraction  of 
this  organ  as  a response  to  clinical  bleeding. 
That  such  deduction  is  not  necessarily  valid 
is  gained  from  a parallel  determination  of 
spleen  weights  in  50  autopsied  portal  cir- 
rhotic patients,  also  with  portal  hypertension 
but  unruptured  esophageal  varices  and, 
therefore,  without  clinical  bleeding.  Among 
these,  the  spleen  was  imder  250  Gm.  in  18 
per  cent  of  the  cases,  and  in  8 of  these 
instances  the  weight  ranged  between  70  to 
155  Gm. 

Incidence  of  splenomegaly  in  solitary 
extrahepatic  portal  bed  block 

Splenomegaly  is  not  an  invariable  finding 
in  portal  or  splenic  vein  obstruction.  This 
organ  was  enlarged  in  24  of  41  cases  of 
pylethrombosis  (Langdon-Brown)’  and  in 
24  of  28  cases  of  another  similar  series 
(Frerichs).®  Among  my  own  necropsied 
cases  of  extrahepatic  portal  system  thrombo- 
sis (and  a normal  liver),  the  spleens  were 
enlarged  respectively  to  610,  680,  and  4,200 
Gm.  In  4 patients  studied  clinically  the 
spleens  extended  from  4 to  5 finger  breadths 
below  the  costal  margin,  and  in  a fifth  patient 
this  organ  was  enlarged  massively  to  the  level 
of  the  iliac  crest. 

A thrombotic  closure  within  the  portal 
system  gives  rise  to  venous  stasis  and  conges- 
tion of  the  viscera  distal  to  the  point  of 
obstruction.  The  ensuing  clinical  course, 
incidence  of  splenomegaly,  and  ultimate 
prognosis  wiU,  of  necessity,  depend  upon  a 
composite  set  of  variables:  rapidity  of  for- 
mation, completeness  of  the  occlusion,  and 
length  of  the  thrombotic  plug;  whether  or 
not  the  main  trunk  and/or  its  subdivisions 
are  involved;  adequacy  of  collateral  circu- 
latory routes;  and  variations  in  the  anatomic 
distribution  of  the  different  venous  tribu- 
taries that  enter  into  its  formation.  Venous 
flow  is  generally  little  hampered  by  a parietal 
or  incomplete  thrombus.  On  the  other 
hand,  a thrombus  of  significant  length  is 
more  ominous  than  a narrow  segmental  one  i 
that  can  easily  undergo  recanalization  with 
the  resumption  of  a normal  blood  flow. 
Abrams  and  Kauder®  report  the  interesting 
complication  of  rupture  of  the  spleen  (800 
Gm.  and  the  seat  of  marked  congestion)  in 
a patient  with  thrombotic  closure  of  the 
portal  and  splenic  veins.  It  is  postulated 
that  when  the  vascular  congestion  and  in- 
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creased  intrasplenic  pressure  become  suffi- 
ciently great,  subcapsular  hemorrhage  occurs 
that  progresses  to  frank  rupture,  especially 
' when  provision  for  good  collateral  venous 
1 drainage  of  the  organ  is  not  available  or  is 
I also  compromised. 

1 Splenomegaly  complicated 
I by  extrinsic  portal  bed  block 

I Kelsey,  Robertson,  and  Giffin^"  noted  a 
high  incidence  of  splenomegaly  when  cir- 
rhosis was  combined  with  external  portal 
I obstruction.  In  85  per  cent  of  such  ex- 
amples the  organ  exceeded  300  Gm.  with  a 
I range  of  from  213  to  1,903  Gm.  The  mean 
j average  equaled  544  Gm.  On  the  other 
I hand,  in  cirrhotic  patients  without  extrinsic 
I portal  obstruction  only  46  per  cent  of  the 
‘ spleens  exceeded  300  Gm.,  the  weights  rang- 
I ing  from  60  to  481  Gm.,  with  an  average 
j mean  of  281  Gm.  The  average  mean  weight 
I of  the  spleen  in  chronic  portal  vein  obstruc- 
f tion  alone  ranged  from  35  to  2,270  Gm.,  with 
1 an  average  mean  of  685  Gm.  Only  73  per 
J cent  of  such  organs  exceeded  300  Gm. 

In  my  own  series  of  autopsied  patients 
with  portal  cirrhosis  complicated  by  portal 
system  thrombosis,  the  spleens  weighed  re- 
spectively 220,  290,  400,  400,  450,  and  680 
Gm.  In  another  patient  the  weight  was  not 
given,  but  the  organ  was  estimated  to  be 
three  times  enlarged. 

Persistent  splenomegaly 
post-portacaval  shunt 

The  general  impression  that  an  enlarged 
spleen  will  regularly  diminish  in  size  follow- 
ing a successful  decompressive  shvmt  is  not 
supported  by  the  present  study.  “ The 
spleens  exceeded  250  Gm.  in  21  of  31  (67.7 
per  cent)  late-operated  patients.  The  anas- 
tomotic stoma  between  the  portal  vein  and 
inferior  vena  cava  was  patent  in  all  cases 
as  established  at  necropsy.  The  weights 
of  this  organ,  the  time  interval  between  sur- 
gery and  exitus,  and  the  presence  of  hyper- 
splenism  are  indicated  in  Table  I.  It  may 
be  noted  that  in  7 patients  this  interval  was 
six  months  or  less.  Nevertheless,  the  sur- 
gery-death span  in  7 patients  was  from  one 
year,  one  month  to  three  years,  two  months, 
and  in  6 other  instances  it  exceeded  four 
years. 

The  failure  of  the  spleen  to  decrease 


TABLE  I.  Persistent  splenomegaly  in  21  cirrhotic 
patients  post-portacaval  shunt 


Spleen 

Weight 

(Gm.) 

Surgery-Death 

Interval 

290 

1 year,  10  months 

300 

1 year,  7 months* 

300 

3 . 5 months 

305 

3 . 5 months 

310 

10 . 5 months 

330 

6 years 

350 

5 years,  1 month 

400 

6 months 

400 

2 years,  7 months 

410 

3 years,  3 months* 

410 

4 years,  1 month 

440 

3 months,  1 week 

450 

4 years 

600 

7 weeks 

650 

4 years,  8 months 

700 

3 . 5 months 

700 

1 year,  10  months 

900 

3 months,  3 weeks* 

970 

1 year,  9 months* 

1,600 

Enlarged  (weight 

4 years,  3 months 

not  given) 

1 year,  1 month 

* Presence  of  hypersplenism. 


uniformly  in  size  after  a shunt  procedure  is 
owing  to  several  reasons.  Portal  hyper- 
tension and  circulatory  stasis  in  the  vast 
splanchnic  bed  unquestionably  play  an  emi- 
nent role  in  the  development  of  congestive 
splenomegaly.!^  Although  these  pathoge- 
entic  factors  are  eliminated  by  decompressive 
surgery,  the  spleen  can  continue  to  be  en- 
larged, since  such  hemodynamic  phenomena 
induce  structural  changes  within  the  scaf- 
folding and  parenchyma  of  the  organ  that 
limit  its  capacity  to  vary  in  volume.  ^ Owing 
to  an  increase  in  reticulum  and  collagen,  the 
spleen  becomes  firm  in  consistency  and  is  no 
longer  “fleshy.”  The  trabeculae  and  Bill- 
roth’s cords  are  thickened  and  sclerosed. 
The  once  honeycombed  cavernous  pulp  is 
condensed  and  more  compact.  At  this  stage 
the  splenic  circulation  has  changed  from  an 
“open”  to  a “closed”  type.  The  blood 
traverses  these  new  passageways  without  the 
contractile  aid  of  the  capsule  and  trabeculae, 
since  their  muscular  elements  have  been 
replaced  by  collagen  and  fibrous  tissue.  The 
fibrous  pulp  has  likewise  lost  its  resiliency, 
cannot  be  compressed,  and  consequently 
contains  a large  amount  of  relatively  slow- 
moving  blood  in  its  interstices.  A bulky 
and  fibrotic  spleen,  also  the  seat  of  calcific 
and  hyalin  change,  will  hence  manifest  little 
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variability  in  phasic  volume  (for  example, 
contraction  following  clinical  hemorrhage)  or 
shrinkage  after  a decompressive  portacaval 
shunt. 

However,  it  has  long  been  recognized  that 
in  cirrhosis  the  splenic  enlargement  and 
kindred  morphologic  changes  cannot  be  ex- 
plained exclusively  on  the  basis  of  portal 
hypertension  and  circulatory  congestion. 

In  contrast  to  the  splenopathy  of  pure 
extrinsic  portal  obstruction,  that  is,  throm- 
bosis, in  cases  of  liver  cirrhosis,  there  is,  in 
addition  to  the  histologic  signs  of  stasis  and 
congestion,  an  evidence  of  pulp  or  cellular 
hyperplasia.^  Pulp  or  cellular  hyperplasia 
refers  to  the  cellular  increase  in  the  endo- 
thelial cells  of  the  sinus  walls  and  prolifera- 
tion of  active  histiocytes  into  the  lumens  of 
the  sinuses,  with  activity  signified  by  the 
enlargement  and  roimded  appearance  of 
these  cells  and  by  erythro-  and  sidero- 
phagocytosis.  Evidently,  supplemental  or 
accessory  provocative  factors  must  be  opera- 
tive in  addition  to  that  of  mechanical  conges- 
tion. This  is  substantiated  by  experimental 
data  that  etiologically  implicate  the  diseased 
liver.'®  When  the  spleen  is  transplanted, 
dissociating  it  from  the  portal  circulation, 
and  a liver  injury  is  later  induced,  tissue 
changes  that  include  enlargement  of  the 
organ  and  pulp  hyperplasia  ensue.'®  It  is 
postulated  that  a toxic  or  noxious  agent, 
liberated  from  diseased  liver  cells,  acts 
humorally  on  the  spleen  and  evokes  the 
additional  pathologic  changes  within  this 
organ.'® 

Another  explanation  is  that  the  splenop- 
athy is  also  an  expression  of  altered  tissue 
immunity.  There  is  a striking  resemblance 
between  the  histopathologic  alterations  in 
the  spleen  and  the  changes  observed  in  the 
cirrhotic  hver."  The  suggestion  has  been 
advanced  and  experimental  data  provided  to 
support  the  concept  that  self-perpetuation 
of  the  pathologic  process  in  cirrhosis  is 
sponsored  by  auto-immune  mechanisms.'® 
Antigen  released  by  damaged  cells  evokes 
an  antibody  that  in  turn  reacts  with  other 
liver  cells  and  which,  accordingly,  is  respon- 
sible for  the  persistence  of  the  hepatic 
disease.'®  When  the  spleen  is  the  simul- 
taneous target  of  the  auto-immune  process, 
immunologic  homeostasis  is  disrupted  and 
abnormaUties  of  the  hematopoietic  elements 
ensue  (hypersplenism),  accompanied  by 
morphologic  changes  within  the  spleen  that 


foster  its  continued  enlargement.  The  ef- 
fectiveness of  corticosteroids  in  suppressing 
auto-immune  disorders  and  inducing  a re- 
mission in  patients  with  clinical  hyper- 
splenism lends  support  to  such  hypothesis. 

Hypersplenism  postportacaval  shunt 

Hematologic  abnormalities  which  dispose 
toward  bleeding  tendencies  in  the  portal 
hypertensive  patient  have  their  pathogenesis 
at  either  terminus  of  the  portal  venous  axis: 
coagulation  defects  that  parallel  the  degree 
of  functional  impairment  of  the  cirrhotic 
liver  on  the  one  hand  and  a state  of  hyper- 
splenism that  is  associated  with  spleno- 
megaly on  the  other.  Hypersplenism  is 
generally  not  a source  of  grave  concern  and 
is  often  exceeded  in  clinical  importance  by 
the  associated  esophagogastric  varices  and 
its  potential  for  rupture.  Hence,  as  a gen-  | 
eral  policy,  it  is  wiser  to  reduce  the  elevated  s 
portal  tension  by  the  more  effective  direct  | 
portacaval  shunt  procedure  than  by  sple-  j 
nectomy  and  splenorenal  anastomosis.  After  ^ 
the  former  operation,  the  platelets  may 
remain  low,  become  further  depressed,  or 
exhibit  a mild  or  substantial  rise  in  num- 
ber.®® Improvement  can  be  prompt,  very 
gradual  over  a period  of  many  months,  or 
take  from  one  to  two  years.®'  An  increment  j 
in  the  platelet  coimt  cannot  be  correlated 
with  the  degree  of  fall  in  the  portal  pressure, 
but  it  does  seem  to  parallel  the  proportionate 
decrease  in  spleen  size.  WhUe  improvement 
in  the  cytopenic  picture  can  often  be  an- 
ticipated, such  favorable  change  cannot 
uniformly  be  expected  following  a direct 
portal  decompression,  as  exemplified  by  the 
following  case  reports  of  4 patients  in  whom  | 
the  shunt  was  established  as  patent  at 
autopsy. 

Case  reports 

Case  1.  The  patient  had  had  a porta- 
caval shunt  procedure  one  year,  seven 
months  previously.  The  spleen  weighed  300  ! 

Gm.  The  platelet  count  was  48,000  per 
cubic  millimeter,  and  the  reticulocytes  were 
8 per  cent,  signifying  an  associated  hemolytic 
component.  The  patient  had  expired  from 
bilateral  subdural  hematomata  wdth  cerebral 
hemorrhages  likely  traumatic  in  origin.  The 
patient  had  had  a heavy  alcoholic  intake, 
with  frequent  falling.  There  was  no  skull 
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fracture.  The  thrombocytopenia  may  have 
contributed  toward  the  gravity  of  the  intra- 
i cranial  bleeding. 

Case  2.  Three  years,  two  months  ago 
the  patient  had  undergone  a portacaval 
shunt  procedure.  The  spleen  weighed  410 
Gm.  The  platelet  coimt  was  77,000  per 
cubic  millimeter.  There  were  widespread 
j p>etechial  hemorrhages  in  the  ileum,  cecum, 
and  mesentery.  Chronic  glomerulonephri- 
tis with  uremia  may  have  been  a factor  in 
the  hemorrhagic  diathesis. 

Case  3.  A portacaval  shimt  procedure 
i had  been  done  one  year,  nine  months  before. 
* The  spleen  weighed  970  Gm.  The  platelet 
count  was  98,000,  with  a white  blood  cell 
count  of  1,750  per  cubic  millimeter.  The 
Rumpel-Leede  test  indicated  positive  find- 
I ings.  The  hemlyotic  component  was  signi- 
fied by  marked  urobihnogenuria  and  retic- 
i'  ulocytes  of  9 per  cent.  The  prothrombin 
i time  was  twice  the  normal.  There  were 
1 purpura  and  ecchymoses  of  the  skin.  There 

I was  active  oozing  from  the  hyperemic 

II  mucosa  of  the  entire  gastrointestinal  tract. 

' Case  4.  The  patient  had  undergone  a 
1|  portacaval  shunt  procedure  four  years, 
1|  three  months  previously.  The  spleen  was 
i.'  huge,  weighing  1,600  Gm.  The  platelet 
[,  count  was  38,000,  with  a white  blood  cell 
1 1 count  of  2,200  per  cubic  millimeter.  Ster- 
; oids  had  elevated  the  white  blood  cells  to 
I 4,200,  with  a platelet  count  of  62,000  per 
li  cubic  millimeter,  but  may  have  disposed 
toward  generaUzed  sepsis  characterized  by 
1 ! disseminated  abscesses  in  lungs,  myocardium, 
I and  kidneys. 

In  selected  patients  with  marked  spleno- 
megaly and  profound  symptomatic  hyper- 
1 splenism  it  may  be  feasible,  after  an  un- 
, eventful  portacaval  shunt  has  been  ac- 
I*  complished,  to  extend  the  incision  to  the 
left  and  to  mobiUze  and  remove  the  spleen 
simultaneously. “ A course  of  corticosteroid 
i therapy  is  merited  when  persistent  or 
1 worsening  thrombocytopenia  provokes  overt 
I bleeding  manifestations.  Untoward  side- 
effects  of  this  agent,  however,  must  be  fully 
appreciated.  When  a reasonable  period  of 
trial  with  the  steroids  has  failed  to  achieve  a 
*.  remission,  splenectomy  is  undertaken.  It 
( should  be  noted  that  the  removal  of  the 
( spleen  is  not  always  the  panacea  for  hyper- 
fi  splenism.  Failure  to  respond  is  probably 


due  to  the  fact  that  aberrant  immunologi- 
caUy  competent  cells  are  not  confined  to  the 
spleen  but  also  to  accessory  splenic  tissue, 
and,  accordingly,  not  all  such  cells  are  re- 
moved at  the  time  of  surgery.*''  Moreover, 
splenectomy,  done  in  conjunction  with  a 
splenorenal  shunt  in  a cirrhotic  patient,  may 
give  rise  to  a marked  increase  in  the 
platelets  (thrombocytosis),  with  the  dire 
consequence  of  portal  and  systemic  venous 
thrombosis  followed  by  fatal  small  bowel  in- 
farction.'*® It  should  further  be  pointed  out 
that  a hemorrhagic  diathesis  due  to  quali- 
tatively abnormal  platelets  that  function 
interiorly,  and  designated  as  throm- 
basthenia without  a decline  in  the  numerical 
number  of  these  elements,  can  be  present  in 
patients  with  liver  disease.®^ 

Factors  affecting  weight  and 
morphologic  characteristics  of  spleen 

The  weight  of  the  spleen  fluctuates  within 
wide  limits,  and  figures  as  low  as  100  and  as 
high  as  250  Gm.  have  been  recorded  in 
normal  individuals.  When  the  weight  ex- 
ceeds 250  Gm.,  the  organ  is  generally  con- 
sidered to  be  enlarged. 

Duration  of  disease.  There  is  no 
consistent  correlation  between  the  duration 
of  the  cirrhotic  process  and  spleen  size. 
This  is  in  direct  contrast  to  that  of  the  ex- 
trahepatic  portal  system  vein  block.  Here 
the  weight  and  maturity  of  the  morbid 
changes  are  often  commensurate  with  the 
duration  and  completeness  of  the  obstruc- 
tion. This  is  exemplified  by  the  impressive 
difference  of  the  histologic  picture  in  acute, 
subacute,  and  chronic  portal  and  splenic 
vein  obstruction.*®  For  example,  in  case  of 
a patient  (Fig.  1)  in  whom  the  splenic  vein 
obstruction  was  present  for  a minimum  of 
twenty-five  years,  the  spleen  was  huge  in 
size,  4,200  Gm.,  and  disclosed  most  ad- 
vanced pathologic  alterations. 

Age  of  patient.  While  both  the  activity 
of  the  organ  and  its  “functional  activity” 
diminish  with  advancing  years,  it  does  not 
necessarily  follow  that  splenomegaly  in 
portal  hypertensive  patients  is  less  pro- 
nounced in  the  aged.  Among  the  series  of 
cirrhotic  patients  with  an  elevated  portal 
tension  severe  enough  to  cause  death  from 
ruptured  varices,  there  was  a seventy-two- 
ye£u-old  individual  with  a spleen  that 
weighed  900  Gm.  in  contrast  with  a twenty- 
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FIGURE  1.  Gamma-Gandy  body  (iron  calcium  en- 
crustation) in  spleen  with  chronic  passive  conges- 
tion. Obstruction  of  splenic  vein  by  regional  tu- 
berculous lymph  nodes;  thrombosis  and  caverno- 
matous  transformation  of  splenic  vein.  Spleen 
weight,  4,200  Gm. 


four-year-old  patient  with  a spleen  of  only 
150  Gm. 

Height  of  portal  pressure.  The  size 
of  the  spleen  corresponds  not  so  much  with 
the  severity  of  the  portal  tension  as  with  its 
labile  character.  An  intrahepatic  type  of 
portal  hypertension  may  regress  spontane- 
ously to  normal  levels  owing  to  the  resolu- 
tion of  associated  pathogenetic  mechanisms 
(active  hepatic  cell  degeneration,  inflam- 
matory exudate  and  edema,  and  fatty  in- 
filtration) and  the  development  of  efficient 
collateral  drainage  pathways  with  simul- 
taneous shrinkage  of  a hitherto  enlarged 
spleen  and  even  the  remission  of  visible 
esophageal  varicosities.  On  the  other  hand, 
when  the  portal  pressure  has  been  of  the  un- 
fluctuant  type  and  has  been  sustained  chroni- 
cally at  high  levels,  splenomegaly  will  gen- 
erally persist  even  though  the  splanchnic 
venous  bed  is  ultimately  decompressed  by  an 
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FIGURE  2.  Diagrammatic  illustration  of  potential  collateral  venous  routes  in  splenic  region. 
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FIGURE  3.  Percutaneous  splenoportogram  in  cir- 
rhotic patient  with  bleeding  esophageal  varices, 
i'  Spleen  is  not  enlarged  due  to  effective  decompres- 
j Sion  by  natural  splenovenous  collateral  shunt, 
r Latter  appears  as  huge  tortuous  communication 
that  arises  from  splenic  bed,  drains  into  renal  vein 
! (horizontal  opaque  shadow)  which  in  turn  empties 
j into  inferior  vena  cava  (vertical  opaque  shadow). 
I Needle  rests  within  spleen  and  registered  pulp 
I pressure  merely  of  220  mm.  At  operation  direct 
f portographic  study  disclosed  patent  portal  vein 
; with  a hypertensive  reading  of  430  mm.  and  eso- 
i phageal  varicosities.  An  end-to-end  portacaval 

1 shunt  was  consummated.  (From  portal  hyperten- 
sion: liver  study  group  and  Department  of  Surgery, 
St.  Vincent’s  Hospital). 

Ij  anastomotic  shunt.  Other  variables  are 
||  operative  in  this  regard,  as  we  shall  indicate. 

Efficacy  of  compensatory  circulatory 
!i  ROUTES.  The  dimensions  of  the  spleen 

(depend,  to  a great  extent,  on  the  proficiency 
of  the  collateral  venous  channels.  If  inter- 
“I  ference  with  the  splenic  effluent  flow  is  cir- 
1 cum  vented  by  good  collateral  drainage,  the 
! splenic  size  may  remain  unchanged.  If  the 
■ spleen  enlarges  initially  in  response  to  a 
■ heightened  hydrostatic  portal  pressure,  it 
■ may  contract  subsequently  to  normal  di- 
« mansions,  since  the  compensatory  vessels 
function  with  maximum  efficiency.  When 
■ major  blood  flow  is  diverted  from  the  portal 
« venous  system  to  the  main  caval  trunks 
through  the  retroperitoneal  and  peripheral 
! abdominal  collateral  pathways,  there  will  be 
I less  back  pressure  on  the  spleen  and  therefore 
j less  responsive  enlargement.  The  retro- 
peritoneal compensatory  network  achieves 


its  most  clinical  and  functional  importance 
in  the  environs  of  the  spleen  where  veins 
pass  from  the  splenic  trunk  or  its  tributaries 
to  vessels  in  the  diaphragm,  pancreas, 
adrenal  gland,  and  kidney  (Fig.  2).  The 
efficacy  of  collateral  venous  drainage  in  de- 
compressing the  spleen  and  precluding  its 
enlargement  is  nicely  illustrated  in  a cirrhotic 
patient  with  bleeding  esophageal  varices, 
seen  at  the  St.  Vincent’s  Hospital.  In 
Figure  3 a large,  natural,  and  tortuous  com- 
pensatory commimication  is  depicted  (ap- 
proximating a surgically  contrived  spleno- 
renal shunt)  that  drains  the  splenic  bed  into 
the  renal  vein  that,  in  turn,  empties  into  the 
inferior  vena  cava.  While  the  splenic  pulp 
pressure  was  only  220  mm.,  the  portal  vein 
trunk  pressure,  which  was  measured  at  the 
operating  table,  equalled  430  mm.  of  water. 
A direct  portogram  done  at  this  time  demon- 
strated esophageal  varices.  An  end-to-side 
portacaval  shimt  was  constructed. 

Clinical  hemorrhage.  The  pulp  spaces 
of  the  spleen,  like  the  sinusoids  of  the  liver, 
function  as  a blood  reservoir.  In  the  human 
being  the  spleen  contributes  up  to  40  per 
cent  of  the  total  portal  blood  flow.  Follow- 
ing a substantial  hemorrhage,  the  muscular 
capsule  and  trabeculae  contract  vigorously, 
the  arteries  constrict,  and  the  organ  is  con- 
siderably reduced  in  volume  under  the  in- 
fluence of  adrenal  or  neurogenic  impulses 
that  are  discharged  along  nerves  in  the 
splenic  pedicle.  A large  amount  of  blood  is 
thus  delivered  into  the  systemic  circulation 
for  preservation  of  vascular  homeostasis. 
Such  shrinkage  of  the  spleen  in  response  to 
external  bleeding  is  more  apparent  in  the 
pediatric  age  group.  I have  not  been  im- 
pressed with  this  phenomenon  in  adults 
where  the  fibrotic  change  within  the  organ 
impairs  elasticity  and  therefore  the  capacity 
to  contract  in  size  on  gross  hemorrhage. 
Following  the  expansion  of  the  systemic 
vascular  compartments  on  red  cell  regenera- 
tion and  the  reconstitution  of  plasma  volume, 
or  by  transfusion  therapy,  the  spleen  often 
expands  to  its  former  size  and  becomes 
clinically  palpable  once  again. 

Intrinsic  pathologic  changes.  A 
splenic  capsule  that  is  thickened,  calcified, 
and  adherent  to  the  surroimding  structures 
will  obviously  impair  the  ability  of  the  spleen 
to  swell.  In  3 patients  of  the  cirrhotic  group 
with  ruptured  esophageal  varices  the  spleens 
were  enveloped  by  capsules  that  were 
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fibrotic,  firm,  opaque,  or  hyalinized,  thereby 
offering  an  impediment  to  expansion.  This 
is  abetted  by  the  presence  of  infarcts,  with 
destruction  of  parenchjonal  tissue  and  con- 
sequent fibrotic  changes.  Auto-immune 
mechanisms  and  hinnoral  factors  have  been 
mentioned. 

Summary 

Splenomegaly  is  not  a constant  feature  of 
Laennec’s  cirrhosis,  notwithstanding  the 
fact  that  portal  hypertension  is  also  clearly 
evident.  The  spleens  exceeded  250  Gm. 
at  autopsy  in  only  80  per  cent  of  such  series 
of  50  patients  who  expired  from  esophageal 
varix  rupture  and  hemorrhage.  In  7 in- 
stances the  spleens  were  comparatively  small 
in  size,  ranging  from  140  to  160  Gm.  The 
latter  smaU  weights  are  not  a result  of  re- 
duction in  spleen  volume  consequent  to  a 
homeostatic  contraction  in  response  to  gross 
blood  loss.  This  is  signified  by  the  fact  that 
in  a separate  series  of  50  autopsied  portal 
cirrhotic  patients,  without  clinical  bleeding, 
the  spleens  were  imder  250  Gm.  in  18  per 
cent  of  cases,  and  in  8 of  these  the  weights 
ranged  between  a mere  70  to  155  Gm.  In  8 
patients  with  solitary  extrahepatic  portal 
system  thrombosis  the  spleens  were  aU  sub- 
stantially enlarged.  The  simultaneous  pres- 
ence of  hepatic  cirrhosis  did  not  appear  to 
intensify  the  magnitude  of  this  organ. 

Contrary  to  the  general  impression,  a 
hitherto  enlarged  spleen  does  not  uniformly 
recede  in  size  even  many  years  after  a suc- 
cessful portacaval  shxmt  operation.  The 
spleens  weighed  more  than  250  Gm.  in  21  of 
31  (67.7  per  cent)  cirrhotic  patients  in  whom 
the  venovenous  anastomosis  was  verified  to 
be  patent  at  necropsy.  The  reasons  for 
failure  of  this  organ  to  shrink  in  size  regiilarly 
after  such  an  operative  procedure,  as  weU  as 
the  factors  that  influence  its  histologic  char- 
acter, include  the  humoral  effects  of  hepato- 
cellular disease  on  splenic  tissue,  morphologic 
changes  induced  by  protracted  congestive 
splenomegaly  that  impair  elasticity  of  this 
organ,  and  splenopathy  mediated  by  auto- 
immune mechanisms.  Hematologic  abnor- 
malities characteristic  of  hypersplenism  also 
do  not  improve  consistently  following  the 


decompression  shunt  operation. 
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T o DEVELOP  THE  present  golden  age  in 
I surgery,  four  problems  had  to  be  solved: 
l|  hemostasis,  anesthesia,  control  of  infection, 
1 and  body  fluid  regulation,  including  blood 
transfusion.  Advances  in  hemostasis  have 
lagged.  Pare  reintroduced  the  ligature  in  the 
I mid-sixteenth  century,  and  since  that  time 
: there  have  been  virtually  no  advances  in  the 
f methods  of  obtaining  hemostasis.  ^ Any 
i surgeon  who  has  struggled  with  a raw  de- 
1,1  nuded  surface,  a lost  cystic  artery,  or  a torn 
I lumbar  vein  in  a deep  hole  can  testify  that 
I'  timeworn  methods  may  be  inadequate. 

' Two  distinct  problems  exist:  one  is  the 
' control  of  bleeding  from  pulsating  vessels; 
the  other,  with  which  this  study  is  con- 
cerned, is  the  control  of  ooze  from  small 
vessels  in  raw  areas.  Heat,  cold,  ultrasound, 
electronic  devices,  chemical  agents,  suction, 
• pressure,  and  materials  which  increase  the 
■ coagulability  of  blood  have  been  in- 

J * This  study  was  supported  by  a grant  from  the  Depart- 
^ ment  of  Clinical  Research,  Johnson  & Johnson,  New  Bruns- 
l wick.  New  Jersey. 


BOTH  ANIMAL  EXPERIMENTS  and  cUnical 
experience  with  various  types  of  operations 
have  shown  that  a new  absorbable  hemostatic 
gauze,  regenerated  oxidized  cellulose,  is  ef- 
fective in  the  control  of  sanguinous  ooze. 
It  must  be  applied  to  a dry  surface  under 
pressure,  and  an  additional  layer  may  be 
required.  It  is  especially  useful  in  areas 
where  application  of  hemostats  would  be 
difficult  or  hazardous. 


adequately  studied.  Sawyer’s  application 
of  electrical  current  to  promote  hemostasis 
is  noteworthy.^ 

Stimulated  by  the  work  of  Hurwitt  et  al.  ® 
we  set  out  to  define  the  areas  of  use  of  a new 
type  of  regenerated  oxidized  cellulose 
(Surgioel).  This  material  is  prepared  by 
dissolving  a pure  form  of  alpha  cellulose  in 
an  alkaHnized  organic  solvent.'*  This  solu- 
tion is  then  forced  through  spinerettes  into 
an  acid  bath,  where  the  cellulose  is  re- 
generated as  a continuous  fiber  which  is 
knitted  into  a gauze  and  then  oxidized. 
The  fibers  are  of  such  uniform  length  and 
thickness  that  absorbability  is  uniform  and 
complete.  Formerly,  cotton  fibers  were 
elaborated  by  an  older  process,  but  the 
variations  in  the  size  of  each  fiber  resulted  in 
variable  absorption  and  variable  tissue  re- 
action. The  active  resultant  chemical  is 
polyanhydroglucuronic  acid,  which  can  be 
hydrolyzed  by  living  tissue. 

The  material  itself  is  a shiny  gauze  which, 
when  it  comes  into  contact  with  blood,  turns 
black  because  of  the  formation  of  acid 
hematin.  The  material  then  becomes  firmly 
gelatinous  and  adheres  to  the  surrounding 
tissues.  It  probably  controls  bleeding  by 
virtue  of  its  acidic  nature,  which  causes  local 
vessel  contraction  and  initiates  local  fibrin 
deposition.  The  dark,  amorphous  gel  re- 
mains adherent  to  the  surroimding  tissues 
and  within  several  weeks  becomes  com- 
pletely absorbed.  The  material  is  easy  to 
handle  and  does  not  stick  to  gloves  or  instru- 
ments. 

Animal  experiments 

Method.  Mongrel  dogs  were  used  for 
these  experiments.  The  animal  experience 
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will  be  recorded  in  summary  form  and 
several  case  histories  will  be  presented.  In 
each  case,  the  regenerated  oxidized  cellu- 
lose was  the  only  hemostatic  agent  used.  It 
was  never  employed  in  association  with 
suture  material  except  when  used  to  rein- 
force suture  lines  in  the  vascular  tree. 
Wound  edges  were  draped  with  this  material, 
and  no  other  attempt  was  made  to  produce 
hemostasis.  Although  in  aU  instances 
bleeding  could  be  controlled,  the  method  was 
more  time-consuming  and  less  desirable  than 
the  standard  method  of  ligature.  Each  dog 
was  autopsied  within  seven  weeks  after  the 
operative  procedme  to  determine  the  ef- 
fectiveness of  hemostasis  and  the  reaction  of 
the  tissues  to  this  substance. 

A partial  thyroidectomy  was  performed 
on  two  animals,  and  a 0.5  by  0.5  cm.  area 
was  left  oozing.  The  regenerated  cellulose 
was  effective  in  controlling  ooze  when  prop- 
erly applied.  Portions  of  the  hver  and 
spleen  were  resected  and  hemostasis  secured 
solely  with  the  gauze.  Autopsies  performed 
four  to  forty  days  later  showed  complete 
control  of  bleeding.  In  one  instance  a 
hepatic  lobectomy  was  performed,  and 
bleeding  was  controlled  with  three  layers  of 
the  gauze  as  the  sole  method  of  hemostasis. 

Case  1.  The  animal  operated  on  was  a 35- 
pound  mongrel  dog.  A right  subcostal  incision 
was  made,  and  the  wound  edges  were  draped 
with  the  cellulose  gauze.  A second  layer  with 
pressure  was  necessary  to  control  oozing. 
Regenerated  cellulose  powder  was  ineffective. 
The  left  lower  lobe  of  the  hver  was  exposed  and 
a tourniquet  placed  about  the  hilum.  The  lobe 
was  then  excised,  and  a double  layer  of  the 
gauze  was  apphed  with  pressure  and  main- 
tained for  ten  minutes.  When  the  tourniquet 
was  released,  two  bleeding  points  were  evident 
through  the  gauze.  A layer  of  the  material 
was  then  placed  over  a regular  gauze  sponge  in 
a holder  and  pressure  reapphed.  After  ten 
minutes  the  sponge  holder  was  opened,  the 
regular  gauze  retrieved,  and  the  layers  of  cellu- 
lose allowed  to  remain  adherent  to  the  liver. 
Hemostasis  was  complete,  and  the  abdomen  was 
closed.  No  hemostats  or  ligatures  were  used 
throughout  the  procedure.  On  the  eighth 
postoperative  day  the  dog  was  sacrificed,  and 
the  peritoneal  cavity  was  found  to  be  free  from 
blood.  At  the  site  of  the  lobectomy  there  was 
an  amorphous  mass  of  the  gauze  intimately 
attached  to  the  liver  edge. 

Case  2.  A right  transverse  incision  was 
made  in  the  flank  of  a 38-pound  mongrel  dog, 
and  the  vena  cava  was  exposed.  A 2-mm. 
lumbar  vein  was  grasped  with  a hemostat  and 
torn.  A single  layer  of  the  material  was  applied 


for  three  minutes  with  partial  control,  but  this  ■ 
soon  became  dislodged.  A second  layer  of  the  ■ 
gauze  was  then  applied  with  pressure  by  theM 
sponge-stick  method.  In  eight  minutes  there* 
was  effective  control. 

A tear  2.5  mm.  wide  was  made  in  the  vena 
cava.  A single  layer  of  the  gauze  apphed  for 
five  minutes  resulted  in  control,  but  rebleeding 
took  place  when  the  vena  cava  was  pm'posely 
manipulated.  A second  layer  of  the  gauze  was 
applied  with  pressm’e  for  eight  minutes.  In 
this  instance  pressure  was  applied  manuaUy  to  an 
overlying  moist  lap  pad.  Bleeding  was  effec- 
tively controlled.  Subsequent  autopsy  revealed 
complete  hemostasis. 

Case  3.  A lumbar  vein  was  torn  and  the 
bleeding  effectively  controUed  with  the  gauze. 

A 15-gauge  needle  puncture  was  made  in  the 
aorta  and  the  bleeding  controUed  with  the 
gauze.  A cystic  artery  was  torn  at  its  junction 
with  the  hepatic  artery,  and  bleeding  was 
controUed  with  the  gauze. 

Technic  of  applying  the  gauze 

We  then  set  down  specific  rules  for  the 
application  of  the  material  based  on  the 
experience  with  animals. 

1.  The  surface  to  which  the  material  is 
apphed  must  be  dried  immediately  before 
application. 

2.  Pressure  is  extremely  important,  and 
the  area  must  be  under  firm  manual  control. 

In  the  case  of  a pulp  organ,  such  as  hver  or 
spleen,  counterpressure  by  the  hand  around 
the  organ  is  necessary.  Pressure  must  be 
apphed  firmly  for  three  to  ten  minutes,  de- 
pending on  the  vigor  of  the  bleeding  and  the 
size  of  the  vessels. 

3.  If  after  the  removal  of  pressure,  there 
is  incomplete  control,  a second  layer  of  the 
material  should  be  placed  over  the  first,  and 
pressure  should  be  reapphed.  To  prevent 
dislodging  the  original  layer,  we  have  devised 
a simple  sponge-stick  technic.  A layer  of 
ceUulose  gauze  is  placed  over  a regular 
gauze  sponge  held  in  the  sponge  holder. 
Pressure  is  apphed  and  when  complete,  the 
holder  is  opened,  the  internal,  regular  gauze 
removed,  and  the  external  ceUulose  gauze 
which  is  in  contact  with  the  tissues  is  aUowed 
to  remain  behind.  We  have  found  this 
method  effective  in  controUing  severely 
bleeding  surfaces. 

4.  The  gauze  should  never  be  used  as  a 
loose  packing.  Hemostasis  is  dependent 
on  direct  contact  with  pressure;  merely 
stuffing  the  gauze  into  a wound  wiU  not  con-  | 
trol  bleeding.  In  our  early  experiments  we 
tucked  the  gauze  into  excisional  breast 
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TABLE  I.  Clinical  material 


Type  of  Operation 

Number 

of 

Cases 

Skin  and  subcutaneous  tissues,  includ- 

ing  donor  sites  and  minor  sm-gery 

98 

Head  and  neck  surgery 

Thyroidectomy 

10 

Tracheotomy 

5 

Scalene  node  biopsy 

3 

Subcutaneous  emphysema 

1 

Breast  sm-gery 

Chest  smgery 

28 

Lobectomy 

4 

Nemogenic  tumors 

2 

Excision  of  thymoma 

1 

Cardiovascular  surgery 

Vascular  suture  lines 

15 

Open  heart 

5 

Auricular  appendectomy 

2 

Abdominal  smgery 

Cholecystectomy,  liver  bed 

62 

Liver  biopsy 

68 

Hernia 

8 

Colectomy 

15 

Pancreatic  bleeding 

4 

Gastrectomy 

2 

Splenectomy,  lacerated  spleen 

3 

Esophageal  bleeding 

1 

Subcapsular  hematoma,  liver 

1 

Anorectal  smgery:  polyps,  fissures, 

fistulas,  and  hemorrhoids 

198 

Gynecologic  smgery 

Hysterectomy 

8 

Ovarian  pathology 

3 

Cystorectocele 

4 

Orthopedic  surgery:  amputations 

7 

Nemosmgery 

Skin  flaps 

2 

Brain  tumor 

1 

Sympathectomy 

1 

Total 

562 

f biopsy  areas  in  patients,  and  large 
► hematomas  resulted. 


j Clinical  experience  (Table  I) 


I 


1 


I 


i' 

I 


Skin,  subcutaneous  tissue,  and  wound 
EDGES.  The  use  of  regenerated  oxidized 
cellulose  has  been  most  rewarding  in  the 
treatment  of  skin  avulsions,  especially  of  the 
fingertips.  It  obviates  pain  induced  by  the 
use  of  hemostats  and  provides  excellent 
hemostasis.  It  is  effective  over  donor  skin 
graft  areas.  In  minor  surgery  it  has  been 
valuable  in  controlling  ooze  if  it  is  used  with 
pressure  and  not  as  a loose  packing.  Al- 
though it  will  control  oozing  from  freshly 
incised  wound  edges,  the  method  is  slow  and 
less  desirable  than  conventional  methods, 


with  one  notable  exception.  When  operating 
in  a scarred  area,  such  as  in  a recurrent 
hernia  wound,  it  has  been  a valuable  ad- 
junct. It  has  been  used  successfully  on  the 
scalp  flap  during  craniotomy  and  also  to  line 
the  cavity  following  excisions  of  pilonidal 
sinuses.  It  maintains  hemostasis  and  causes 
less  pain  when  the  packing  is  removed. 

Breast  surgery.  If,  after  excision  of  a 
breast  tumor,  a single  layer  of  the  gauze  is 
used  to  line  the  cavity,  and  pressure  is 
maintained  for  five  to  ten  minutes,  hemo- 
stasis will  be  satisfactory.  If,  however,  a 
piece  is  tucked  loosely  into  the  cavity  and 
the  incision  closed,  a hematoma  may  form. 

During  a radical  mastectomy  an  ex- 
perienced and  highly  competent  surgeon 
used  220  hemostats  with  electrocautery,  30 
spot  fulgurations,  and  12  free  ties  for  hemo- 
stasis. Despite  meticulous  handling  of 
tissues  a hematoma  developed  in  the  wound. 
Most  of  the  vessels  in  the  flaps  are  small  and 
cause  ooze  rather  than  brisk  bleeding. 
On  two  occasions  we  have  attempted  to 
control  ooze  from  the  flaps  with  the  cellulose 
gauze.  Fifty  hgatures  were  used  in  each 
case.  However,  the  method  was  slower,  and 
there  was  more  blood  loss  than  with  the 
control  procedure.  The  gauze  was  of 
distinct  value  in  the  control  of  ooze  from 
small  vessels  on  the  ribs. 

Head  and  neck.  The  material  has  been 
used  effectively  in  controUing  epistaxis  and 
bleeding  from  excision  of  hp  and  mouth 
lesions,  with  suture.  It  has  also  been  used 
to  control  ooze  in  neck  incisions  for 
tracheostomy,  scalene  node  biopsy,  and  in 
one  instance  in  an  oozing  incision  made  to 
reheve  subcutaneous  emphysema.  The 
following  history  illustrates  its  use  in  con- 
trolling ooze  from  the  stump  of  a gland  in 
subtotal  thyroidectomy: 

This  patient  underwent  a subtotal  thyroid- 
ectomy for  thyrotoxicosis.  Bleeding  from  a 
small  vessel  which  was  adjacent  to  the  exposed 
recurrent  laryngeal  nerve  was  persistent.  To 
avoid  detmage  to  the  nerve,  a small  piece  of 
oxidized  cellulose  gauze  rather  than  a hemostat 
was  applied  and  hemostasis  secured.  The 
wound  healed  by  primary  intention. 

Cardiovascular  and  pulmonary  sur- 
gery. The  gauze  has  been  used  effectively 
in  chest  and  vascular  surgery.  In  suturing 
the  heart  it  has  been  effective  in  controlling 
the  ooze  in  situations  where  sutures  have  not 
been  totally  effective.  It  has  also  been  a 
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valuable  aid  in  controlling  suture-line  ooze 
following  auricular  appendectomy  and  vas- 
cular anastomoses,  including  suture  Lines  in 
the  aorta  and  vena  cava.  There  has  been  no 
evidence  of  untoward  tissue  response.  At 
present  we  are  investigating  the  use  of 
regenerated  oxidized  cellulose  in  the 
heparinized  animal. 

While  operating  in  a deep  cavity,  one  may 
encounter  persistent  and  sometimes  life- 
threatening  hemorrhage.  The  use  of  the 
material  in  such  an  instance  is  illustrated  by 
the  following  case: 

A sixty-two-year-old  white  woman  was 
undergoing  a right  lumbar  sympathectomy  for 
peripheral  vascular  disease.  The  vena  cava 
was  exposed  and  the  chain  identified.  In  the 
process  of  trying  to  free  the  chain,  a lumbar 
vein  approximately  2 mm.  in  diameter  was  torn. 
Bleeding  was  brisk  and  was  controlled  tempo- 
rarily by  pressure.  A single  layer  of  gauze  was 
only  partially  effective.  A second  layer  was 
applied  by  the  sponge-stick  technic  and  hemo- 
stasis was  secured.  This  patient  made  an  un- 
eventful recovery. 

Esophagus  and  stomach.  Attempts  to 
control  esophageal,  gastric,  or  duodenal 
bleeding  have  been  vmsuccessful.  When 
saturated  with  gastric  juice,  the  material 
becomes  amorphous  and  slippery  and  does 
not  adhere. 

Liver.  The  use  of  this  cellulose  gauze 
following  liver  biopsy  or  in  the  Uver  bed 
following  cholecystectomy  has  been  used 
extensively.  If  appUed  properly,  the  ma- 
terial affords  good  hemostasis  without  the 
use  of  sutures.  We  have  used  the  material 
successfully  in  a case  of  traumatic  expanding 
subcapsular  hematoma  of  the  liver. 

Spleen.  In  a case  of  thrombocytopenic 
purpura,  we  made  an  incision  into  the  pulp  of 
the  spleen  with  its  blood  vessels  intact  and 
obtained  complete  control  of  bleeding  within 
ten  minutes.  The  spleen  was  then  removed. 

Many  spleens  are  removed  unnecessarily 
when  the  capsule  is  stripped  inadvertently 
during  dissection  of  adjacent  organs.  The 
surgeon  is  hesitant  to  risk  postoperative 
hemorrhage,  and  splenectomy  is  considered 
the  appropriate  procedure.  If  the  capsule 
alone  has  been  stripped,  we  would  not 
hesitate  to  use  the  gauze  and  refrain  from  re- 
moving the  spleen.  In  one  instance,  diu'ing 
an  esophagogastrectomy  a small  tear  in  the 
spleen  was  made,  and  the  gauze  was  used 
effectively. 

Gynecologic  surgery.  Gynecologists 


have  reported  satisfactory  control  of  stub- 
born ooze  from  a denuded  area  following 
oophorectomy  for  tumor.  Earlier  attempts 
to  control  the  raw  area  by  conventional 
means  were  unsuccessful.  It  has  also  been 
effective  in  controlling  ooze  from  vascular 
areas  in  the  bladder  flap  during  hysterec- 
tomy. On  several  occasions  it  was  effective 
in  stopping  vaginal  ooze  following  removal  of 
a packing. 

Orthopedic  surgery.  The  gauze  has 
been  effective  in  the  control  of  persistent 
bleeding  from  the  surface  of  the  bone.  We 
have  used  it  in  amputation  sites  effectively. 

Neurosurgery.  The  gauze  has  been 
used  successfully  to  hne  the  cavity  following 
biopsy  of  a brain  tumor. 

Anorectal  surgery.  The  gauze  has 
been  of  extreme  value  in  this  area.  On  at 
least  two  occasions  following  snare  of  a 
rectal  polyp,  it  has  effectively  controlled  the 
brisk  bleeding.  It  is  also  ideal  following 
hemorrhoidectomy.  In  almost  200  cases,  a 
single  layer  of  this  gauze  has  been  placed 
over  the  point  of  ooze,  and  hemostasis  has 
persisted  postoperatively.  The  material 
fragments  and  is  discharged  painlessly  in  the 
sitz  bath  or  with  the  first  bowel  movement. 

Blood  dyscrasias.  We  have  used  the 
gauze  in  only  1 case  of  hemophilia.  This  was 
the  case  of  a twenty-one-year-old  boy  who 
bled  uncontrollably  from  a diffuse  esopha- 
gitis. We  wrapped  the  gauze  aroimd  a 
Blakemore  tube  in  the  hope  that  it  would 
enhance  hemostasis.  The  material  was  in- 
effective in  this  case. 

Comment 

Regenerated  oxidized  cellulose  is  effective 
in  the  control  of  sanguinous  ooze.  To  use  it 
effectively  it  must  be  applied  to  a dry  surface 
under  pressure.  If  oozing  persists,  an 
additional  layer  should  be  appbed  under 
pressure. 

We  requested  that  the  material  be  put  into 
solution  so  that  it  could  be  applied  in  an 
aerosol  spray,  but  the  chemists  were  imable 
to  produce  a liquid  hemostatic  form.  We 
have  had  no  experience  with  the  carded 
form. 

We  have  found  this  material  to  be  superior 
to  other  hemostatic  agents.  It  produces  less 
tissue  reaction  than  other  forms  of  oxidized 
cellulose,  absorbs  completely,  and  has  com- 
parable hemostatic  properties.  We  have 
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used  gelatin  sponge  for  several  years.  It  is 
difficult  to  handle,  sticks  to  the  gloves,  is 
easily  dislodged,  and  is  often  found  free  in 
the  wound  soon  after  application. 

In  only  one  instance  have  we  been  able  to 
recover  the  material.  A liver  biopsy  had 
been  performed  in  a patient  with  metastatic 
carcinoma  from  the  pancreas  and  the 
oxidized  cellulose  gauze  alone  was  used  for 
hemostasis.  Four  months  later,  at  autopsy, 
complete  heahng  was  observed,  with  no 
evidence  of  foreign  body  reaction.  The 
gauze  had  been  completely  absorbed. 

In  our  early  experience  we  had  1 case  of 
wound  infection  in  a simple  hernia  and  1 case 
of  prolonged  drainage  after  the  use  of  this 
gauze  in  the  liver  bed  following  cholecystec- 
tomy. None  of  our  subsequent  cases  gave 
evidence  of  infection  or  irritation. 

We  are  at  present  studying  the  effective- 
ness of  the  oxidized  cellulose  gauze  in  the 
heparinized  animal  at  operation  and  in  the 


postoperative  period. 


Summary 

A new  absorbable  hemostatic  gauze  has 
been  found  to  be  effective  in  the  control  of 
severe,  persistent  bleeding.  It  should  be 
applied  to  a dry  surface  under  pressure  for 
five  to  ten  minutes  and  occasionally  must  be 
reinforced  with  an  additional  layer.  It  is 
especially  useful  in  areas  where  application 
of  hemostats  would  be  difficult  or  hazardous. 
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Congenital  Hereditary 
Nephritis  with 
Nerve  Deafness 

ROBERT  G.  SCHNEIDER,  M.D. 

New  York  City 


Congenital  hereditary  nephritis  was 
first  described  by  Dickinson  in  1875.^ 
Additional  geneologies  manifesting  hem- 
aturia and  albuminuria  as  a familial  trait, 
generally  extending  over  two  or  more  gen- 
erations, were  reported  by  Tyson  (1881),^ 
Kidd  (1882),^  Meigs  (1883),^  Hellendall 
(1897),'  Pel  (1899),'*  Eichhorst  (1899),’ 
Attlee  (1901),®  Frolich  (1906),®  Aitken 
(1909),^®  and  Glaser  (1918)  Families 
which  may  represent  further  examples  of 
the  syndrome  have  been  cited  by  Benson 
(1893),^®  Fergusson  (1910),“  Thomson  and 
Macauley  (1920),“  Eason,  Smith,  and 
Buchanan  (1924),“  and  Rinkoff,  Stern, 
and  Schumer  (1939),“  although  in  most  of 
these  cases  members  of  only  a single  genera- 
tion were  affected,  and  in  some  the  episodes 
of  hematuria  were  acute  and  almost  simul- 
taneous and  may  well  have  been  acute 
glomerulonephritis. 

Alport  in  1927“  reviewed  a family  first 
reported  by  Guthrie  in  1902“  and  added  to 
by  KendaU  and  Hertz  in  1912“  and  Hmst 
in  1923.“  Of  29  members  of  this  family 
extending  over  four  generations,  14  (7  males 
and  7 females)  had  nephritis.  Five  of  the 
afflicted  males  succumbed  to  the  disease 
between  the  ages  of  fom*  and  nineteen  years; 
2 males  were  alive  at  ages  thirteen  and  fif- 
teen. One  female  died  at  age  twenty-four; 
the  others  were  alive  at  ages  ten  to  sixty- 


four.  Alport  also  stressed  the  high  in- 
cidence of  nerve  deafness  (first  noted  by 
Hurst),  which  affected  11  members  (4  males 
and  7 females)  of  this  family. 

From  1951  to  1961  a number  of  additional 
cases  were  reported:  Perkoff  et  al.  (1951, 
1958),®“®®  Mamou  and  Cattan  (1952),®®  Poll 
(1953),®^  Reyersbach  and  Butler  (1954),®* 
Sturtz  and  Burke  (1956),®®  Hamburger 
et  al.  (1956),®®  Sohar  (1956),®®  Robin,  Gard- 
ner, and  Levine  (1957),®®  Goldbloom  et  al. 
(1957),®®  Castleman  (1957,  1961),®“®®  Morin 
et  al.  (1958),®®  Nieth  (1959),®^  Fuhrmann 
(1959),®®  Goldman  and  Haberfelde  (1959),®® 
Klotz  (1959),®®  Russell  and  Smith  (1959),®® 
Chappell  and  Kelsey  (I960),®®  and  Wil- 
liamson (1961).®® 

One  of  the  largest  families  studied  was 
reported  by  Perkoff  et  al.“^^  who  examined 
134  members  and  found  44  with  renal  in- 
volvement. Forty-four  had  cylindruria,  43 
had  pyuria,  32  had  hematuria,  8 had  al- 
buminuria, and  17  of  32  had  bacilluria. 
Fovuteen  of  59  patients  studied  had  ab- 
normal audiograms.  In  1958,  of  168  mem- 
bers of  the  same  family  studied  including  97 
of  the  original  group,  49  had  abnormal 
urines.  Forty -nine  had  pyuria,  39  had 
hematuria,  39  had  cylindruria,  20  had  al- 
bmninuria,  and  4 of  12  had  bacilluria.  In 
109  cases  (43  males  and  66  females),  21  (20 
males  and  1 female)  had  definitely  abnormal 
hearing.  Fourteen  had  abnormal  kidneys 
and  hearing  (13  males,  1 female);  66  had 
normal  kidneys  and  hearing  (22  males,  44 
females);  23  had  abnormal  kidneys  and 
normal  hearing  (2  males,  21  females);  6 had 
normal  kidneys  and  abnormal  hearing  (6 
males,  no  females) . 

Goldman  and  Haberfelde®®  stated  that 
of  the  less  than  30  families  reported  in  the 
literature  at  that  time,  there  were  only  12 
families  with  three  or  more  generations  in- 
volved. 

The  purpose  of  this  paper  is  to  report 
another  such  family  with  18  of  53  members 
affected,  extending  over  four  generations, 
and  to  comment  on  some  features  of  the 
syndrome. 

Case  reports  (Fig.  1) 

I — 1:  The  common  ancestor  for  this  geneol- 
ogy  is  known  to  have  had  chronic  albuminuria 
throughout  her  entire  adult  fife.  She  died  at 
age  seventy-eight  from  a comphcation  of 
nephritis. 
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II — 1:  This  male  child  died  at  age  of  eleven 
of  “the  dropsy,”  after  a long  illness. 

II — 2:  A sixty-one-year-old  female,  mother 
of  the  propositus,  is  known  to  have  had  chronic 
albuminuria  for  at  least  her  entire  adult  life. 
She  is  deaf  and  wears  a hearing  aid. 

II — 4:  A forty-five-year-old  female  has  had 
moderate  albuminuria  for  over  twenty-five 
years. 

II — 5:  A male  had  chronic  albuminuria  most 
of  his  life.  He  died  in  his  late  fifties  or  early 
sixties  of  carcinoma  of  the  lung.  His  longevity 
and  demise  from  nonrenal  causes  are  unique 
for  this  geneology  and  unusual  for  the  syn- 
drome. Whether  this  represents  an  atypical 
case  or  a coincidental  unrelated  renal  disorder 
is  problematical. 

II —  7:  A female,  age  sixty- four  has  had 

albuminuria  for  at  least  twenty  years.  She  is 
deaf  and  uses  a hearing  aid. 

III —  2:  A thirty-eight-year-old  female,  sister 
of  the  propositus,  is  known  to  have  had  renal 
disease  since  age  fifteen. 

Ill — ^3:  A brother  of  the  propositus  died  at 
age  fourteen  in  uremia.  The  disease  was  dis- 
covered at  age  six  after  a bout  of  pneumonia. 
He  was  deaf. 

Ill — 4:  The  propositus  is  a twenty-nine- 

year-old  female.  She  was  well  until  age  twenty- 
three  when  a trace  of  albumin  was  first  noted 
in  her  urine.  Previous  urine  analyses  are  known 
to  have  shown  normal  findings.  The  albu- 
painuria  has  increased  gradually  since  first  de- 
fected. She  has  had  three  pregnancies  since 
ige  twenty-three  with  a transient  increase  in 
albuminuria  occurring  with  each.  There  is 
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found  in  18  of  53  members  of  a family,  ex- 
tending over  four  generations,  and  6 had 
associated  nerve  deafness.  Inheritance  of  the 
renal  disorder  is  apparently  by  simple  domi- 
nance, in  some  cases  sex-linked;  the  mode  of 
inheritance  of  the  hearing  defect  is  uncertain. 
The  renal  disorder  may  resemble  glomerulone- 
phritis or  pyelonephritis  or  both;  differentia- 
tion is  important  because  of  the  dissimilar 
course  and  prognosis.  Affected  males  gener- 
ally succumb  to  uremia  in  adolescence  or 
early  adult  life,  whereas  affected  females  may 
expect  a normal  life  span. 


phritis,  or  hypertension.  Physical  examination 
gave  normal  findings.  Laboratory  evaluation 
reveals  a normal  complete  blood  count;  urine 
specific  gravity,  1.016;  0 to  2 white  blood  cells 
per  high-power  field;  2 plus  albuminuria;  acid 
pH;  twenty-four-hour  urine  albumin,  4.5  Gm.; 
blood  urea  nitrogen,  10;  phenolsulfonphthalein 
test  findings  and  urea  clearance  normal;  and 
intravenous  pyelogram  normal. 

HI — 6:  A male  died  of  chronic  renal  disease 
at  age  sixteen;  the  onset  was  at  age  eight. 
He  was  deaf  and  used  a hearing  aid. 

Ill — 7:  A male  died  of  chronic  renal  disease 
at  age  eighteen;  onset  was  at  age  twelve.  He 


□ Hale 
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FIGURE  1.  Family  tree  by  generation  of  the  propositus,  III— 4,  a twenty-nine-year-old  female. 
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Ill — 8:  A female,  age  nineteen,  has  renal 

disease. 

III —  9:  A male  first  came  to  medical  atten- 

tion at  age  one  and  a half  years  with  what  then 
appeared  to  be  glomerulonephritis.  He  sub- 
sequently always  had  albuminuria.  He  be- 
came profoundly  anemic  and  weak  and  died  in 
uremia  at  age  twenty.  He  had  been  deaf  for 
several  years. 

HI — 10:  A female  age  twenty-four  has 

persistent  albuminuria.  She  has  carried  five 
pregnancies  without  incident.  Her  family  phy- 
sician noted  the  unusual  phenomenon  of  clear- 
ing of  her  albuminuria  during  the  middle  tri- 
mester of  each  pregnancy  with  recurrence  in 
the  third  trimester. 

IV —  3:  A seven- year-old  male  first  had 

gross  hematuria  at  age  one  and  a half  years. 
Microscopic  urine  examination  consistently 
shows  1 to  2 plus  albumin,  4 plus  red  blood 
cells  per  high-power  field,  and  an  occasional 
granular  cast.  An  intravenous  pyelogram, 
retrograde  pyelogram,  cystogram,  and  renal 
function  tests  give  normal  findings.  He  was 
originally  thought  to  have  glomerulonephritis. 

IV — 6:  The  two-year-old  daughter  of  the 

propositus,  on  routine  examination  of  a casual 
urine  specimen,  had  specific  gravity  of  1.021, 
6 to  8 white  blood  cells  per  high-power  field, 
and  negative  albumin  findings. 

IV — 8:  A male,  age  five,  had  onset  of  renal 

disease  at  age  four. 

IV — 11:  A two-year-old  male  has  chronic 

albuminuria  and  microscopic  hematuria. 

IV — 14:  A four-year-old  girl  has  chronic 

albuminuria  and  microscopic  hematuria.  Her 
first  symptom  was  fatigue. 

Information  concerning  HI — 11  through  20 — 
and  IV — 15  through  24 — is  incomplete,  but  they 
are  believed  to  be  normal. 


Comment 

Inheritance.  The  mode  of  inheritance 
has  not  been  well  defined.  Aitken'“  noted 
that  transmission  of  the  renal  lesion  oc- 
curred in  affected  females  and  males  and 
also  through  an  imaffected  male.  In  Al- 
port’s family  transmission  was  through 
affected  and  unaffected  females.  Reyers- 
bach  and  Butler^^  proposed  that  the  syn- 
drome is  due  to  a dominant  gene  and  noted 
transmission  by  affected  and  unaffected 
females.  Goldman  and  Haber felde^®  stated 
that  inheritance  of  the  renal  lesion  is  due  in 
most  cases  to  simple  dominance  without 
sex  linkage  and  rarely  to  partially  sex-linked 
dominance.  Perkoff  et  believed  the 

renal  lesion  is  a sex-linked  dominant  trait. 
Tran.smission  of  the  renal  le.sion  in  Perkoff’s 
family  was  through  affected  and  imaffected 
members  of  both  sexes.  Of  202  family 
members  reported  by  Perkoff,  74  had  renal 


disease  and  an  additional  16  were  proved  to 
be  asymptomatic  carriers  of  the  trait,  a 
total  of  90  or  an  incidence  of  44.5  per  cent. 
Perkoff  pointed  out  that  the  addition  of  as 
yet  unrecognized  carriers,  as  symptomatic 
children  are  born  to  members  now  classified 
as  normal,  should  make  the  incidence  ap- 
proach the  50  per  cent  expected  in  Mendelian 
dominant  inheritance.  Perkoff  believes  X 
chromosome  sex  linkage  is  estabhshed  in 
view  of  the  fact  that  his  affected  males  with 
only  2 exceptions  received  the  trait  from 
their  mothers  and  transmitted  it  only  to 
their  daughters.  The  2 exceptions  he  ex- 
plained on  the  basis  of  crossing  over.  This 
concept  would  also  serve  to  explain  the 
milder  form  of  the  disease  and  the  asympto- 
matic carrier  state  which  occurs  in  the  female 
in  whom  there  is  a normal  X chromosome  to 
counter  the  abnormal  X,  whereas  in  the 
male  the  abnormal  X chromosome  is  im- 
opposed. 

Perkoff  noted  that  deafness  occurs  in 
males  with  and  without  renal  disease  and  ap- 
pears to  be  inheritable  by  male  offspring  of 
males.  Alport^’  noted  deafness  in  affected 
and  unaffected  females,  with  transmission 
to  both  sexes.  Hamburger  et  aU’’  suggested 
that  the  nerve  deafness  is  due  to  a partially 
sex-linked  recessive  gene.  Perkoff  felt  the 
hearing  disorder  must  be  finked  with  the 
renal  lesion  in  a yet  imknown  way. 

In  the  family  tree  presented  here  the  af- 
fected males  with  one  exception  died  with- 
out issue;  transmission  of  the  renal  disorder 
was  through  females  who  in  some  instances 
were  themselves  asymptomatic.  Deafness 
occurred  only  in  members  also  afflicted  with 
kidney  disease. 

The  renal  lesion.  The  clinical  pattern 
of  the  renal  disorder  has  a number  of  char- 
acteristic features.  Most  striking  is  the 
disparity  in  severity  of  the  disease  in  males 
and  females.  Afflicted  males  run  a down- 
hill course  terminating  in  one  or  another  i 
complication  of  chronic  end  stage  renal  i 
disease,  with  death  in  adolescence  or  early  | 
adult  fife.  In  females  the  disease  is  con-  ■ 
siderably  milder,  often  asymptomatic,  with 
moderate  albuminuria,  cylindruria,  and  hem- 
aturia discovered  only  on  routine  examina- 
tion of  the  urine.  A normal  fife  expectancy 
is  the  rule,  with  death  from  other  causes.  . 

Two  variants,  with  some  overlap,  in  the  ! 
clinical  manifestations  of  the  renal  disorder 
have  been  described.  In  one  group  of 
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patients  the  disease  resembles  acute  and 
chronic  glomerulonephritis.  Onset  is  before 
puberty,  often  within  the  first  few  years  of 
life.  Morin  et  al.^^  described  the  occurrence 
in  the  first  week  of  life.  Asymptomatic 
microscopic  hematuria  and  albinninuria  are 
followed  by  red  blood  cell  casts  and  in  many 
cases  by  gross  hematuria.  A distinct  in- 
crease in  hematuria  is  often  seen  in  associa- 
tion with  various  viral  infections  (influenza, 
measles,  mumps), and  in  association  with 
I certain  foodstuffs.  The  earlier  authors  in 
I particular  commented  on  the  deleterious 
effects  of  black  currants,  strawberries,  and 
claret.  In  the  early  phase  there  is  no  dis- 
cernible decrease  in  any  parameter  of  renal 
function.  Renal  biopsy  is  normal'"’  or  may 
show  only  minimal  changes.  As  the 
disease  progresses,  phenolsulfonphthalein  ex- 
cretion and  creatinine  cleeirance  decrease, 
and  hypertension  and  death  in  uremia  super- 
vene. Death  occurs  in  the  male  before  the 
age  of  thirty.  The  cases  reported  by  Al- 
port,^’ Reyersbach  and  Butler,^®  Sturtz  and 
Burke,’*®  and  Hamburger  et  are  of  this 
type. 

In  the  second  group  of  patients  the  disease 
resembles  chronic  pyelonephritis.  Onset  is 
generally  after  puberty.  The  asympto- 
matic phase  of  microscopic  pyuria,  al- 
buminuria, and  cylindruria  is  followed  by 
manifest  acute  and  chronic  pyelonephritis 
with  fever,  bacilluria,  and  in  some  cases 
hematvuia.  Afflicted  males  in  this  group 
may  survive  to  age  forty.  The  cases  re- 
ported by  Dickinson,!  Tyson,**  Kidd,®  Pel,® 
Aitken,'®  Mamou  and  Cattan,**®  Robin, 
Gardner,  and  Levine,®®  and  Perkoff  et  a/.®*  ®® 
are  of  this  type. 

The  kidneys  at  autopsy  of  patients  dying 
in  renal  failure  reveal  a variable  mixture  of 
the  histopathologic  changes  seen  in  glomer- 
ulonephritis and  pyelonephritis.  In  addi- 
tion, characteristic  lipid-containing  “foam 
cells”  have  been  seen  in  the  renal  interstitial 
tissue  in  both  clinical  variants.®®’®®  ®®"®®  ®® 

The  auditory  lesion.  Hearing  loss  is 
gradual;  the  onset  is  at  about  age  ten,'*®  and 
occurs  in  both  males  and  females,  with  or 
without  renal  disease.  In  Perkoff’s  feunily, 
20  of  43  males  and  1 of  66  females  had  nerve 
deafness.®’  ®®  Five  of  the  21  had  no  renal 
disease,  but  descendants  of  2 of  the  5 had 
renal  disease.  In  Reyersbach’s  family  of 
69  members  (32  females  and  37  males)  14  had 
hearing  defects  (2  females  and  12  males).®® 


In  Alport’s  family  of  29  members  (18  females 
and  11  males)  11  were  deaf  (7  females  and  4 
males).”  In  the  family  presented  here  2 
females  and  4 males  were  deaf.  As  in 
Reyersbach’s  family  deafness  occurred  only 
in  individuals  who  had  the  renal  disorder  as 
weU.  There  were  8 females  and  1 male  who 
had  renal  disease  without  deafness.  As  seen 
in  Alport’s  and  other  genealogies,  males  dying 
from  renal  disease  were,  in  general,  deaf. 

The  ocular  defect.  Various  congenital 
ocular  defects  have  been  observed  occasion- 
ally in  conjimction  with  this  syndrome. 
These  include  cataracts  and  arrested  de- 
velopment of  the  lens  causing  rounding 
(spherophakia) . 25, 2s , so,  s i 

Summary 

A family  history  of  congenital  hereditary 
nephritis  with  associated  nerve  deafness  is 
reported. 

Clinically  and  pathologically  the  renal  dis- 
order may  resemble  glomerulonephritis  or  pye- 
lonephritis, or  have  mixed  features  of  both. 

Affected  males  generally  succumb  to 
uremia  before  age  thirty.  In  females  a nor- 
mal life  span  is  the  rule  despite  micro- 
scopic urinary  findings. 

Inheritance  of  the  renal  lesion  appears  to 
be  by  simple  dominance,  in  some  cases  sex- 
linked.  The  mode  of  inheritance  of  the 
hearing  defect  is  uncertain. 

The  clinical  resemblance  of  the  syndrome 
to  glomerulonephritis  or  to  pyelonephritis 
makes  differentiation  important  because  of 
the  dissimilar  course  and  prognosis. 
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The  vacuum  extractor,  which  was  de- 
vised by  Mahnstrom  in  Sweden  in  1954,^ 
has  won  widespread  acceptance  in  Europe 
and  is  rapidly  gaining  favorable  response 
in  our  country  as  a useful  adjunct  in  ob- 
stetric management.  Most  writers  on  this 
subject,  including  Malmstrom,  advocate 
pudendal  block  anesthesia.  The  reason 
is  that  in  the  use  of  pudendal  block,  uterine 
contractions  are  not  diminished,  nor  are 
the  patient’s  explusive  forces  interfered 
with.  In  one  indicated  use  of  the  instru- 
ment, that  is,  a case  in  which  there  is  a 
deep  transverse  arrest  or  one  presenting 
' a diflficult  occiput  posterior  position,  the 
traction  applied  with  the  aid  of  the  vacuum 
[ extractor  must  be  synchronous  with  the 
■ physiologic  contractions  of  the  uterus. 

For  the  past  few  years,  on  the  general 
I'  and  private  services  at  St.  Vincent’s  Hos- 
♦ i pital,  caudal  anesthesia,  both  single-in- 
H jection  and  continuous,  has  been  employed 
1 1 extensively  during  labor.  Following  the 
jl  technic  described  by  Pitkin,^  1 per  cent  and 
II  1.5  per  cent  lidocaine  hydrochloride  (Xylo- 
l|  caine  hydrochloride)  have  been  utilized  in 


THE  VACUUM  EXTRACTOR  devised  by  Malm- 
strom was  used  in  conjunction  with  caudal 
anesthesia  in  25  cases  of  midpelvic  extraction, 
with  uniformly  good  results.  The  caput 
succedaneum  produced  disappeared  before 
the  infant  left  the  delivery  room,  and  no  un- 
toward fetal  or  maternal  side-effects  oc- 
curred. 


the  continuous  and  single-injection  methods 
respectively. 

It  was  our  experience  that,  when  adminis- 
tered properly,  caudal  anesthesia  neither 
lessened  the  uterine  contractions  nor  dimin- 
ished the  patient’s  expulsive  power.  We 
did  discover  that  it  is  necessary  for  the  cir- 
culating nurse  to  monitor  the  contractions 
because  neither  the  operator  nor  the  patient 
could  be  certain  of  their  occurrence.  How- 
ever, when  informed  by  the  nurse  that  a con- 
traction was  present,  the  patient  still  had 
the  ability  to  bear  down  voluntarily  and 
assist  in  the  extraction.  Therefore,  as  a 
logical  sequence,  we  combined  caudal  anes- 
thesia with  the  use  of  the  vacuum  extractor. 

Material  and  methods 

We  submit  25  cases  delivered  from  mid- 
pelvis with  the  vacuum  extractor,  using 
either  single-injection  caudal  or  continuous 
caudal  technic.  In  no  case  of  this  series 
did  we  use  the  instrument  as  it  was  first 
employed  by  Malmstrom,  ^ that  is,  to  stimu- 
late labor,  but  rather  we  used  it  exclusively 
as  an  extraction  instrument. 

Cervical  dilatation  was  complete  in  23 
cases,  and  2 patients  were  dilated  8 cm. 
Of  the  2 patients  in  whom  the  cervix  was 
dilated  8 cm.,  1 involved  fetal  distress  in 
which  the  fetal  heart  fluctuated  between 
70  and  120.  At  delivery  a compressed  loop 
of  cord  was  discovered.  The  other  situation 
in  which  the  vacuum  extractor  was  used 
at  8-cm.  dilatation  was  one  in  which  a large 
infant  was  detained  in  a posterior  position 
in  midpelvis.  Here,  as  in  the  problem  of 
fetal  distress,  using  the  instrument  in 
synchrony  with  the  uterine  contractions,  the 
cervix  gradually  became  fully  dilated,  and 
extraction  was  accompUshed  successfully  in 
less  than  thirty  minutes.  A careful  examina- 
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tion  revealed  no  evidence  of  maternal 
trauma,  and  both  infants  had  Apgar  scores 
of  10. 

Traction  was  never  begun  until  the  nega- 
tive pressure  had  reached  at  least  0.6  Kg. 
per  square  centimeter  (19  cases),  and  in  no 
instance  did  we  exceed  0.8  Kg.  per  square 
centimeter  (2  cases;  the  negative  pressure 
in  the  remaining  4 cases  was  0.7  Kg.  per 
square  centimeter).  The  time  required  to 
achieve  this  safely  ranged  between  six  and 
ten  minutes. 

The  cup  size  in  each  case  was  either  40 
or  50  mm.  These  sizes  were  found  to  be 
adequate  in  all  cases,  and  despite  the  fact 
that  12  infants  were  in  the  4,000-Gm.  range, 
the  larger  cup  size  was  not  deemed  necessary. 
Two  infants  weighed  from  2,500  to  3,000 
Gm.,  11  from  3,000  to  3,500  Gm.,  7 from 

3.500  to  4,000  Gm.,  and  5 from  4,000  to 

4.500  Gm. 

Summary 

The  vacuum  extractor  was  used  in  25 
instances  of  midpelvic  extraction  according 
to  the  technic  described  by  Malmstrom.^ 
One  deviation  was  the  use  of  caudal  anes- 
thesia in  aU  cases  instead  of  pudendal 
block.  The  results  were  uniformally  good. 


Few  patients  have  checkups 

Less  than  1 patient  in  4 has  annual  checkups, 
according  to  more  than  70  per  cent  of  some 
3,600  physicians  who  responded  to  a survey 
conducted  by  Patterns  of  Disease,  a monthly 
Parke,  Davis  & Company  publication  for  the 


The  caput  succedaneum  which  was  pro- 
duced disappeared  in  all  instances  before 
the  infant  left  the  delivery  suite.  No 
untoward  fetal  nor  maternal  side-effects 
were  noted. 

Conclusion 

The  successful  use  of  the  vacuum  ex- 
tractor in  conjunction  with  caudal  anesthesia 
is  reported.  It  does  not  detract  from  the 
efficiency  of  the  instrument,  and  no  im- 
toward  infant  or  maternal  side-effects  have 
been  noted.  Our  experience  to  date  has 
shown  that  this  form  of  anesthesia  is  most 
suitable  when  used  together  with  the 
vacuum  extractor,  and  thus  they  provide 
a valuable  combination  in  the  armamen- 
tarium of  the  obstetrician. 
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medical  profession.  Principal  reason  for  patients 
not  seeking  annual  checkups,  according  to  most 
of  the  physicians,  is  lack  of  appreciation  of  their 
importance.  Another  reason,  they  say,  is  pro- 
crastination. 

Women  are  more  checkup  conscious  than 
men,  according  to  moi’e  than  75  per  cent  of  the 
physicians. 
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Carotidynia 


TEN  CASES  OF  carotidynia  were  studied. 
The  neck  discomfort  was  unilateral  or  bi- 
lateral, frequently  radiated  to  head  structures, 
and  often  was  aggravated  by  mastication, 
swallowing,  yawning,  and  other  head  move- 
ments. Duration  of  attacks  varied  from  ten 
minutes  to  three  weeks;  6 patients  had  only 
one  attack,  2 had  several  attacks,  and  2 had 
multiple  attacks  over  a period  of  several 
months.  The  carotid  compression  test  was 
diagnostic  in  all  cases.  No  significant  in- 
capacity occurred. 
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F AY‘  COINED  THE  TERM  Carotidynia,  refer- 
ring to  a condition  in  certain  patients  with 
chronic  “atypical”  facial  neuralgias.  In 
I these  patients  digital  pressure  on  the  ipsi- 
lateral  common  carotid  artery  just  below  its 
bifurcation  reproduced  the  facial  pain. 
1 Surgical  denudation  of  the  common  carotid 
f was  recommended  for  intractable  cases, 

t Reports  of  carotidynia  have  appeared  in 
which  either  fibrosis  or  nonspecific  inflam- 
matory masses  were  found  at  the  site  of  the 
1 carotid  bifurcation.  ^ In  some  instances  of 

cranial  arteritis  the  carotid  vessels  may 
participate  in  the  granulomatous  panarteritis 
characteristically  found  in  other  cranial 
arteries. 

Ten  patients  were  recently  encountered  in 
chnical  practice  with  imusual  neck  dis- 
comfort foimd  to  originate  in  the  carotid 
sheath.  The  features  of  these  cases  were 
strikingly  similar  and  suggested  stiU  another 
variant  of  carotidynia. 

Clinical  features 

The  important  features  of  the  10  cases 
under  consideration  are  summarized  in 


Table  I.  The  average  age  was  37,  and  no 
patient  was  elderly.  The  pain  was  located 
primarily  in  the  anterior  neck  region,  al- 
though in  most  cases  discomfort  was  also 
experienced  in  ipsilateral  head  structures, 
such  as  the  cheek,  forehead,  teeth,  or  ear. 
Characteristically,  head  movements  intensi- 
fied the  neck  pain,  especially  turning  the 
head  away  and  upward  from  the  affected 
side.  Mastication,  swallowing,  yawning, 
sneezing,  and  coughing  often  exacerbated  the 
neck  discomfort.  In  every  case  the  results 
of  the  “Fay  test”  were  positive,  that  is,  digital 
compression  of  the  common  carotid  artery  of 
the  affected  side  at  a point  just  below  its 
bifiucation  reproduced  the  neck  and  head 
pain.  However,  in  only  1 patient  was 
distinct  dilatation  of  a segment  of  the  com- 
mon carotid  artery  noted.  Specific  masses 
or  vessel  wall  induration  was  never  dis- 
cerned. Other  parts  of  the  carotid  arterial 
tree  and  other  neck  structures  were  un- 


TABLE  I.  Clinical  features  in  10  cases  of  carotidynia 


Sex 

Age 

Number 
of  Attacks 

Average 

Duration 

(Days) 

Side 

Involved 

Pain 
Radiated 
to  Head 
Structures 

M 

39 

1 

10 

Right 

No 

M 

34 

3 

21 

Right  and  Left 

Yes 

F 

39 

Many  for  7 
months 

5 

Right 

Yes 

M* 

52 

Many  for  4 
months 

10 

minutes 

Bilateral 

Yes 

F 

27 

4 

10 

Right 

Yes 

Mt 

18 

1 

5 

Right 

Yes 

p** 

42 

1 

5 

Bilateral 

Yes 

M*.  t 

42 

1 

6 

Right 

No 

F 

46 

1 

3 

Right 

Yes 

F 

35 

1 

7 

Left 

No 

* Patient  had  a history  of  migraine, 
t Patient  had  associated  headache. 

**  Patient  had  dilatation  of  carotid  artery. 
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altered.  In  6 patients  the  right  side  of  the 
neck  was  exclusively  involved;  in  1 patient, 
only  the  left  side;  in  2 there  was  bilateral 
neck  involvement;  and  in  a single  patient 
the  carotidynia  had  involved  both  sides  but 
not  simultaneously.  The  duration  of  in- 
dividual attacks  varied  from  ten  minutes  to 
three  weeks.  Six  patients  had  had  only  one 
attack  of  carotidynia.  Two  patients  had 
multiple  episodes  over  periods  of  four  months 
and  seven  months.  Two  patients  had  a 
past  history  of  migraine,  but  at  the  time  of 
the  attack  neither  had  nausea,  visual  dis- 
turbances, or  other  features  of  hemicrania. 
Two  patients  had  headache  associated  with 
the  attack.  On  examination,  signs  of 
pharyngeal  inflammation,  laryngitis,  sinus- 
itis, or  tender  cervical  lymph  nodes  were 
uniformly  absent.  There  were  no  palpable 
masses  in  the  neck,  and  no  patient  had  a 
fever.  Finally,  it  should  be  noted  that  in 
no  instance  did  significant  incapacity  ensue, 
and  all  patients  were  able  to  continue  their 
usual  daily  routine  without  interruption. 

Case  reports 

Case  1.  A thirty- nine-year-old  paper  com- 
pany official  had  noted  persistent  tenderness  in 
the  right  anterior  neck  region  for  seven  days. 
Pain  especially  resulted  from  extension  of  the 
head  or  lateral  rotation,  as  in  shaving.  Yawning 
also  caused  neck  discomfort.  The  patient, 
adthough  uncomfortable,  was  able  to  continue 
work  without  interruption. 

On  examination,  the  patient  was  afebrUe. 
Exquisite  tenderness  was  found  on  palpation 
of  the  right  carotid  artery  at  the  level  of  its 
bifurcation.  There  was  no  induration  or  masses. 
Palpation  of  the  strap  muscles,  thyroid,  left 
carotid  artery,  and  other  soft  tissue  structures 
in  the  neck  revealed  nothing  remarkable.  No 
enlarged  or  tender  lymph  nodes  were  found. 
The  white  ceU  count  was  12,500  cells  per  cubic 
miUimeter,  with  a normal  differential. 

No  medication  was  prescribed.  The  right 
neck  pain  persisted  three  days  more  and  then 
vanished.  On  re-examination  two  weeks  later, 
the  right  carotid  artery  was  free  of  tenderness  or 
swelling. 

Case  2.  A thirty-foirr-year-old  physician 
was  seen  in  the  third  week  of  his  thiid  episode 
of  neck  pain.  The  previous  attacks  had 
occurred  eighteen  and  ten  months  previously, 
and  each  had  lasted  three  weeks.  All  episodes 
were  similar.  While  in  apparent  good  health, 
he  would  experience  the  gradual  onset  of  uni- 
lateral neck  pain  of  an  aching  character  over  a 
period  of  twenty-four  hours.  The  pain  had  been 
on  the  left  in  the  two  previous  attacks,  but  in 
the  current  attack  it  was  on  the  right.  Extension 
of  the  head  or  rotation  from  the  affected  side 


aggravated  the  pain.  The  most  restful  position 
was  with  the  chin  depressed  toward  the  tender 
side.  Deglutition  often  intensified  the  neck 
pain.  When  the  pain  was  most  severe,  the 
patient  noted  a nasal  stuffiness  and  a sensation 
of  fullness  about  the  ipsilateral  eye.  Usually, 
the  pain  increased  as  the  day  progressed. 
Aspirin  afforded  only  slight  rehef.  The  patient 
was  always  able  to  can-y  on  his  normal  pro- 
fessional activities,  although  in  moderate  dis- 
comfort. 

On  examination,  the  vital  signs  were  normal. 
Exquisite  tenderness  was  found  over  the  right 
carotid  bifurcation.  Pressure  in  this  site  evoked 
pain  locally  as  well  as  in  the  ear,  mastoid,  and,  to 
a lesser  extent,  in  the  chin  and  base  of  the  neck. 
No  induration  was  found.  No  regional  lymph 
nodes  were  enlarged  or  tender.  The  phai-ynx 
was  normal.  The  leukocyte  count  was  8,800 
per  cubic  millimeter.  The  differential  was 
normal  and  the  sedimentation  rate  25  mm.  per 
hour  (Wintrobe). 

Comment 

Four  types  of  carotidynia  seem  to  have 
been  described  in  the  hterature  thus  far. 
Fayi  described  patients  with  chronic,  deep, 
aching  or  boring  facial  pain,  often  with  a 
throbbing  component,  which  he  termed 
atypical  facial  neuralgia.  Digital  compres- 
sion of  the  common  carotid  artery  of  the 
affected  side  against  the  transverse  cervical 
processes  reproduced  the  pain.  For  effective 
rehef  in  severe  cases.  Fay  found  it  necessary 
to  denude  the  common  carotid  artery, 
especially  about  its  bifurcation,  and  to 
sever  nerve  branches  to  the  vagus  as  weU  as 
to  the  jugular  branch  of  the  superior  cervical 
ganghon. 

Cranial  arteritis,  lucidly  described  by 
Kilbourne  and  Wolff, ^ Robertson,^  and 
others,  is  a chronic,  self-hmited  disease  of 
later  hfe,  characterized  by  hemicrania  and 
locahzed  tenderness  in  a segment  of  a major 
cranial  artery,  usually  the  temporal  artery. 
Occasionally,  the  carotid  vessels  become 
tender  and  participate  in  this  granulomatous 
transformation,  thus  giving  rise  to  caroti- 
dynia. 

Cases  have  also  been  reported  in  which 
hemicrania  and  severe  unilateral  and  bi- 
lateral neck  pain  which  may  radiate  to  the 
face  are  related  to  a palpable  inflammatory 
mass  involving  one  or  both  carotid  arteries 
at  the  level  of  bifurcation.  Resection  of 
such  lesions  along  with  part  of  the  carotid 
sheath  may  produce  striking  relief.  Ad- 
ventitial fibrosis  and  infiltration  with  foreign- 
body  giant  ceUs  have  been  found.*-® 
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Unilateral  neck  pain  may  be  foimd  in 
vascular  headache  of  the  migraine  t5T>e, 
apparently  in  association  with  painful  dilata- 
tion of  the  internal  or  external  carotid 
artery.®  Occasionally,  neck  discomfort  may 
be  the  presenting  symptom  of  hemicrania. 
The  underlying  mechanism  is  dilatation  of 
the  pain-sensitive  arteries  of  the  head. 

The  10  cases  described  in  this  report  seem 
to  represent  another  category  of  carotidynia 
and  to  have  distinctive  features.  The 
average  age  was  thirty-seven  years.  The 
pain  was  located  primarily  in  the  neck, 
although  it  radiated  in  some  instances  to  the 
cheek,  forehead,  ear,  or  teeth.  The  pain 
was  intensified  by  head  movements  and 
frequently  by  mastication,  swallowing, 
yawning,  sneezing,  and  coughing.  Character- 
istically, digital  compression  of  the  common 
carotid  artery  of  the  affected  side  at  a point 
just  below  its  bifurcation  reproduced  the 
neck  and  facial  pain.  However,  in  only  1 
case  was  distinct  dilatation  of  a segment  of 
the  common  carotid  artery  noted,  and  a 
mass,  granuloma,  or  vessel  waU  induration 
was  never  discerned. 

In  our  patients  constitutional  symptoms 
were  minimal,  and  they  were  able  to  carry 
on  their  usual  work.  Cranial  arteritis,  in 
contrast,  is  often  associated  with  disabling 
cerebral,  visual,  and  constitutional  symp- 
toms, and  in  the  group  of  atypical  facial 
neuralgias  described  by  Fay,  the  pain  was 
prolonged  and  incapacitating.  Notably  ab- 
sent in  our  cases  were  features  of  the  mi- 
graine syndrome,  such  as  scintillations, 
nausea,  dizziness,  mental  irritability,  de- 
pression, and  incapacity  to  work. 

The  origin  of  carotidynia  of  the  type 
described  in  these  10  patients  is  obscure. 
Presumably,  a localized,  reversible  inflam- 
matory process  involves  the  sheath  of  the 
carotid  artery  at  or  just  below  its  bifurcation. 
A specific  viral  infection  is  possible,  although 
our  patients  had  no  fever,  myalgias,  or  other 
signs  of  systemic  viremia.  The  absence  of 
local  vessel  thickening  or  masses  tends  to 
make  a variant  of  chronic  granulomatous 
arteritis  unlikely.  Inflamed  regional  lymph 
nodes  from  tonsillar  infection  Ue  in  proximity 
to  the  carotid  sheath,  and  contiguous  spread 
via  lymphatics  is  feasible.  However,  in  our 
patients  no  evidence  was  found  of  associated 
acute  sinusitis,  infectious  pharyngitis,  or 
inflamed  cervical  lymph  glands. 

A relationship  to  the  migraine  syndrome 


seems  possible.  A localized  vascular  and 
perivascular  (sterile)  inflammatory  process 
of  the  type  recently  elucidated  in  hemi- 
crania^  did  seem  to  be  present  in  our  patients. 
In  1,  unequivocal  dilatation  of  a segment  of 
carotid  artery  was  noted.  In  the  others, 
carotid  dilatation  could  have  easily  eluded 
detection  because  of  this  artery’s  relatively 
deep  location  in  the  neck.  Two  patients 
had  past  histories  of  typical  vascular  head- 
aches. At  least  6 of  our  patients  were 
subject  to  environmental  stress  to  an  un- 
usual extent.  However,  the  degree  of 
incapacity  in  the  group  was  relatively  slight, 
unlike  patients  with  classical  migraine 
attacks. 

Finally,  it  is  hkely  that  many  cases  of 
acute  or  subacute  carotidynia  of  the  type 
described  here  are  overlooked  because  the 
inflammatory  signs  are  erroneously  con- 
sidered to  reside  in  the  pharynx  or  cervical 
lymph  glands  rather  than  in  the  carotid 
sheath.  Thus  the  condition  may  errone- 
ously be  diagnosed  and  treated  as  “a  sore 
throat”  with  regional  adenitis.  Increased 
use  of  the  carotid  compression  test  in 
patients  with  anterior  neck  discomfort 
exacerbated  by  head  and  jaw  movements 
may  bring  to  light  additional  cases  of  this 
form  of  carotidynia. 

Summary 

Ten  cases  of  carotidynia  with  distinctive 
clinical  features  have  been  described.  The 
neck  discomfort  was  unilateral  or  bilateral 
and  frequently  radiated  to  head  structures. 
Often,  mastication,  swallowing,  yawning, 
and  other  head  movements  aggravated  the 
pain.  The  carotid  compression  test  was 
diagnostic  in  aU  cases.  Differentiation  from 
previously  described  forms  of  carotidynia  is 
discussed. 
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T HE  NUMBER  OF  RED  CELLS  in  the  blood 
depends  on  a balance  between  their  produc- 
tion and  loss  or  destruction,  and  anemia 
may  result  if  production  is  decreased,  cell 
loss  occurs,  or  destruction  is  increased. 
Fortunately,  there  are  compensatory  mech- 
anisms, and  it  is  thought  that  in  the  normal 
individual  increased  erythrocyte  production 
may  compensate  for  destruction  or  loss  of 
red  cells  up  to  eight  times  normal.  While 
the  ability  to  increase  cell  production  re- 
mains intact  in  some  situations  of  increased 
erythrocyte  destruction,  in  others  it  is  com- 
promised. 

Under  normal  conditions  the  red  blood 
cells  have  a relatively  uniform  life  span  of 
110  =b  10  days.  The  process  of  aging  affects 
the  cells  in  a relatively  predictable  way,  as 
if  the  vital  forces  are  expended  and  the  aged 
cells  either  break  up  or  are  removed  by  the 
reticuloendothelial  system.  It  is  now  well 
known  that  as  aging  occms  the  erythrocyte 
becomes  depleted  of  many  of  its  essential 
enzymes. 

With  the  destruction  of  the  red  cells, 
many  substances  are  liberated,  one  of  the 
most  important  being  hemoglobin.  If  de- 
struction occurs  intravascularly,  the  lib- 
erated hemoglobin  combines  rapidly  with  a 


plasma  protein  called  haptoglobin,  an  alpha? 
globuhn,  which  prevents  loss  of  the  hemo- 
globin through  the  kidney.  In  hemolytic 
states  where  intravascular  hemolysis  is 
greatly  increased,  hemoglobinuria  occurs 
only  after  all  available  haptoglobin  has 
been  bound  to  hemoglobin,  thus  permitting 
the  appearance  of  free  hemoglobin  in  the 
plasma.  The  haptoglobin-hemoglobin  com- 
plex is  rapidly  removed  from  the  circulation 
by  the  reticuloendothehal  system. 

If  red  cells  are  destroyed  through  their 
removal  by  the  reticuloendothelial  system, 
the  released  hemoglobin  is  broken  down  by 
the  reticuloendothelial  cell  to  iron,  heme 
breakdown  products  such  as  bilirubin,  and 
breakdown  products  of  globin  including 
peptides  and  amino  acids.  Hemoglobin 
reaching  the  reticuloendothelial  system  via 
the  haptoglobin  carrier  is  possibly  handled 
in  the  same  way.  The  iron  is  reutihzed  by 
the  yoimg  red  cells  in  the  synthesis  of  new 
hemoglobin.  Under  conditions  of  extreme 
red  ceU  destruction,  the  hemoglobin  may 
undergo  oxidative  degradation  to  hematin 
and  globin.  The  hematin  rapidly  combines 
with  plasma  albumin  to  form  methemal- 
bumin.  In  the  normal  state  as  weU  as  in 
disease,  it  is  probable  that  the  red  cells  are 
removed  by  both  mechanisms,  although  one 
or  the  other  may  predominate. 

Tests  of  erythrocyte  destruction 

There  are  several  ways  of  determining 
whether  or  not  the  erythrocytes  are  being 
destroyed  at  an  increased  rate.  The  most 
direct  method  is  to  observe  the  life  span  of 
a labeled  population  of  red  cells  in  vivo. 
The  Ashby  technic  involves  administering 
compatible  red  cells  of  a different  blood 
type  to  the  patient  and  then  following  their 
destruction  by  means  of  differential  ag- 
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glutination  of  the  remaining  donor  cells 
with  antisera.  The  method  is  laborious 
and  does  not  permit  study  of  the  life  span 
of  the  patient’s  own  cells  within  the  patient. 
The  most  practical  way  to  label  red  cells 
is  to  incubate  them  with  Cr“  (radioactive 
chromium).  The  Cr'^*  is  taken  up  by  the 
red  cells  and,  except  for  a slight  amount 
which  is  constantly  being  eluted,  remains 
with  the  red  cell  until  it  is  destroyed.  The 
dynamics  of  destruction  then  can  be  followed 
with  standard  radioisotope  methods.  It  is 
possible  to  label  the  patient’s  own  cells 
or  any  other  cells  and  administer  them  to  the 
patient. 

Some  tests  of  erythrocyte  destruction 
depend  on  finding  increased  amounts  of  the 
hemoglobin  breakdown  products.  In  the 
evaluation  of  these  tests  it  is  important  to 
make  allowances  for  the  degree  of  anemia. 
With  a reduced  hemoglobin  value  the  break- 
down products  would  be  proportionately  de- 
creased. The  indirect  bilirubin  in  the 
serum  may  be  increased  even  to  the  point 
of  clinical  jaundice,  particularly  after  mas- 
i sive,  rapid  hemolysis  and  in  situations  where 
liver  function  is  diminished  and  the  direct 
bilirubin  also  may  be  elevated.  In  some 
situations,  however,  red  blood  cell  destruc- 
tion can  be  increased  considerably  without 
elevation  of  the  bilirubin.  In  many  in- 
stances the  quantity  of  urobilinogen  in  the 
stool  reflects  the  degree  of  red  ceU  destruc- 
tion. However,  the  urobilinogen  is  rather 
far  removed  from  hemoglobin  so  that  many 
factors,  other  than  red  cell  destruction,  af- 
fect it.  In  pernicious  anemia,  for  example, 
its  elevation  is  usually  disproportionate  to 
the  degree  of  red  ceU  destruction,  probably 
because  of  ineffective  erythropoiesis  or 
because  some  porphyrins  are  shimted  to 
urobiUnogen  without  going  through  the 

i hemoglobin  stage.  Conversely,  in  poly- 
cythemia vera,  where  increased  total  red 
cell  destruction  probably  matches  increased 
production,  an  elevated  urobilinogen  is  not 
> found.  Apparently  there  are  other  path- 
I ways  of  porphyrin  breakdown.  It  also 
' must  be  remembered  that  broad-spectrum 
I antibiotics  interfere  with  the  production  of 
urobilinogen  by  the  microorganisms  in  the 
gastrointestinal  tract.  Another  major  prob- 
' lem  with  the  determination  of  stool  uro- 
i biUnogen  is  the  difficulty  of  obtaining  truly 
, quantitative  results.  In  spite  of  these 
I limitations,  the  urobUinogen  test  may  be 


very  useful  in  some  instances. 

The  level  of  haptoglobins  in  the  blood  as 
determined  by  electrophoresis  or  by  chem- 
ical test  is  often  a good  index  of  intravascular 
hemolysis.  The  haptoglobins  decrease  dur- 
ing hemolysis  and  in  the  bound  form  may 
be  completely  removed  by  the  reticulo- 
endothelial system.  It  takes  about  a week 
for  them  to  regenerate.  However,  the 
level  of  haptoglobins  may  change  in  other 
situations  too.  In  general,  the  haptoglobins 
are  elevated  in  biliary  obstruction,  in  in- 
fections, and  with  fever.  They  may  be  low 
or  absent  in  congenital  ahaptoglobinemia 
and  in  hepatocellular  jaundice.  With  can- 
cer, haptoglobins  may  be  normal,  high,  or 
low. 

In  patients  who  have  chronic  intravascular 
hemolysis,  such  as  occurs  in  paroxysmal 
nocturnal  hemoglobinuria,  hemosiderin  is 
found  in  the  urine  and  can  be  detected  with 
a stain  for  iron. 

Because  many  patients  with  increased  red 
ceU  destruction  have  the  capability  of  re- 
generating the  blood  fairly  rapidly,  the  in- 
creased reticulocyte  count  and  the  erythroid 
hyperplasia  of  the  bone  marrow  have  long 
been  considered  part  of  the  picture  of  in- 
creased hemolysis.  It  must  be  remembered, 
however,  that  such  compensation  does  not 
occmr  in  aU  instances,  and  even  when  it  does, 
if  the  hemolysis  is  slow  or  chronic,  it  may 
not  manifest  itself  in  this  way.  Other 
conditions,  such  as  hemorrhage,  may  be  the 
cause  of  an  elevated  reticulocyte  count  and 
erythroid  hyperplasia  of  the  bone  marrow. 

Increased  hemolysis  should  be  suspected 
whenever  a rapid  drop  in  the  red  blood  cell 
count  cannot  be  explained  by  hemorrhage 
or  shifts  in  fluid  balance.  In  a patient  in- 
capable of  producing  any  red  blood  cells 
the  count  would  drop  at  the  rate  of  about  1 
per  cent  or  50,000  cells  per  cubic  millimeter 
per  day.  This  rate  of  destruction  requires 
transfusions  of  about  1 unit  (500  cc.)  of 
blood  every  ten  to  fourteen  days  to  prevent 
the  development  of  anemia.  If  anemia 
develops  more  rapidly  than  this  or  if  more 
blood  is  required  to  prevent  such  develop- 
ment, increased  hemolysis  should  be  con- 
sidered seriously.  Obviously,  in  situations 
where  blood  production  is  normal  or  only 
partially  reduced,  hemolysis  may  be  present 
even  though  anemia  is  absent  or  of  a degree 
less  than  has  been  described. 

When  increased  hemolysis  is  suspected  or 
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TABLE  I.  Classification  of  hemolytic  anemias 


Primarily 

intracorpuscular 
factors 

Hereditary  abnor- 
malities of  hemo- 
globin 

Thalassemia 
Hereditary  sphero- 
cytosis 
Hereditary  nonsphero- 
cytic  hemolytic 
anemia 
Ovalocytosis 
Acanthocytosis 
Paroxysmal  noctur- 
nal hemoglobinuria 
Hypochromic  micro- 
cytic and  macro- 
cytic red  cells 


Primarily 

extracorpuscular 

factors 

Emms 

Infectious  agents 
Drugs 

Snake  venom 
Humoral  agents 
Hypersplenism 


demonstrated,  a number  of  mechanisms 
must  be  considered,  since  both  treatment 
and  prognosis  depend  on  the  particular 
cause.  First,  it  is  convenient  to  divide  the 
disorders  into  two  groups:  those  related 

primarily  to  intracorpuscular  defects  and 
those  related  primarily  to  extracorpuscular 
defects  (Table  I).  Among  the  intracor- 
puscular defects,  there  must  be  considered 
the  hereditary  abnormahties  of  hemoglobin, 
such  as  sickle  cell  anemia,  as  well  as  other 
diseases  including  thalassemia,  hereditary 
spherocytosis,  hereditary  nonspherocytic 
hemolytic  anemia,  ovalocytosis,  acanthocy- 
tosis, and  the  acquired  disorder,  paroxysmal 
nocturnal  hemoglobinmia.  In  addition, 
morphologic  abnormahties  of  the  red  cells, 
such  as  are  seen  in  the  hypochromic  micro- 
cytic anemia  of  iron  deficiency  and  macro- 
cy  tosis,  such  as  seen  in  pernicious  anemia  and 
related  megaloblastic  anemias  may  be  as- 
sociated with  some  increased  red  cell  destruc- 
tion. 

The  hemoglobinopathies  are  hereditary 
and  are  characterized  by  the  type  of  ab- 
normal hemoglobin  in  the  red  cells.  This 
is  almost  always  determined  by  electro- 
phoretic analysis.  Each  particular  type 
of  hemoglobin  abnormahty  or  combination 
of  abnormalities  forms  a distinct  cUnical 
syndrome.  Some  of  the  most  common 
include  sickle  trait,  sickle  ceU  anemia, 
hemoglobin  C disease,  sickle  ceU-hemoglobin 
C disease,  hemoglobin  C trait,  and  hemo- 
globin H disease.  Thalassemia  is  hereditary 
but  is  not,  strictly  speaking,  a hemoglobin- 
opathy even  though  it  is  sometimes  seen  in 


association  with  one,  as  for  example  in 
sickle  ceU-thalassemia  disease.  The  basic 
defect  is  an  inability  to  synthesize  hemo- 
globin normally.  Deformed  red  cells  are 
produced,  and  these  are  destroyed  more 
rapidly  than  normal.  In  thalassemia  major, 
the  fetal  hemoglobin  (Hb  F)  is  increased 
as  determined  by  alkali  denatmration  tech- 
nics, and  in  thalassemia  minor,  another  one 
of  the  normal  hemoglobins,  hemoglobin 
Aj,  is  increased  on  hemoglobin  electro- 
phoresis. 

The  increased  erythrocyte  destruction  in 
hereditary  spherocytosis  is  related  to  a 
known  abnormal  susceptibihty  of  the  red 
cells  to  glucose  deprivation.  Diagnosis 
is  made  in  part  by  the  increased  fragility  of 
the  erythrocytes  in  the  saline  fragility  test. 
Splenectomy  does  not  change  the  basic 
defect  but  corrects  the  anemia  because  it 
removes  the  most  important  organ  of 
reticuloendothelial  activity  which  is  destroy- 
ing the  red  cells.  Hereditary  nonspherocy- 
tic hemolytic  anemia  is  a heterogeneous 
group  of  diseases.  While  some  of  these 
disorders  result  from  an  abnormahty  in 
carbohydrate  metabohsm,  in  others  no  such 
abnormahty  has  been  foimd.  Ovaloc5rtosis, 
another  hereditary  condition,  only  rarely 
results  in  an  anemia.  Acanthocytosis,  a 
hereditary  abnormahty  of  hpid  metabohsm, 
results  in  red  cells  that  appear  crenated  on 
direct  smear  and  have  a shortened  hfe  span. 
Paroxysmal  nocturnal  hemoglobinuria  re- 
sults from  an  unknown  defect  in  the  red  ceU 
which  permits  its  lysis  by  normal  sermn  or 
plasma.  The  hemolysis  is  intravascular, 
producing  hemoglobinemia  and  hemoglobi- 
nuria with  resultant  loss  of  iron  from  the 
body,  and  this  may  give  the  picture  of 
hemol5Ttic  anemia  associated  with  iron 
deficiency  anemia.  Diagnosis  is  made  by 
the  acid  hemolysin  test. 

In  some  patients  in  whom  hemolysis  is 
primarily  due  to  intracorpuscular  defects, 
extracorpuscular  factors  also  may  play  a 
role,  and  in  some  instances  a very  important 
one.  In  some  of  the  hemoglobinopathies, 
in  thalassemia,  and  in  hereditary  spherocy- 
tosis, enlargement  of  the  spleen  causes  a 
further  increase  in  the  destruction  of  red 
cells.  Among  the  extracorpuscular  factors 
producing  hemolysis  are  severe  burns,  in- 
fectious agents  such  as  the  plasmodia  of 
malaria,  drugs  such  as  phenylhydrazine, 
snake  venom,  and  certain  humoral  agents, 
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probably  proteins,  some  of  which  may  be 
antibodies  against  the  red  cell  or  one  of  its 
constituents.  Enlargement  of  the  spleen  is 
often  associated  with  increased  red  ceU 
destruction. 

Heat  causes  the  red  cells  to  hemolyze  and 
to  fragment  into  many  pieces.  Infectious 
agents  act  in  many  ways.  Some,  such  as 
the  malarial  parasite  and  Bartonella  bacil- 
liformis  of  Oroya  fever,  directly  invade  the 
red  cell.  Others,  such  as  the  streptococcus, 
elaborate  a hemolytic  agent.  Chemicals 
also  act  in  many  ways.  For  example, 
saponin  appears  to  lyse  the  red  cell  by  direct 
action  on  its  membrane.  Drugs  hke  prima- 
quine and  other  oxidants  produce  lysis  by 
interfering  with  the  carbohydrate  metab- 
olism of  the  red  cell.  It  is  now  known  that 
certain  individuals  are  particularly  sus- 
ceptible to  the  action  of  such  drugs  because 
they  have  inherited  a deficiency  of  glucose- 
6-phosphate  dehydrogenase  in  their  erythro- 
I cytes,  particularly  in  the  population  of  older 
cells.  It  is  of  interest  that  some  individuals 
with  a similar  deficiency  also  suffer  from  the 
hemolytic  anemias  associated  with  eating 
Fava  beans  and  with  sulfonamide  adminis- 
tration. This  is  an  example  of  an  extra- 
corpuscular  abnormality  superimposed  on  a 
latent  intracorpuscular  defect.  Still  other 
[ drugs,  such  as  stibophen  (Fuadin),  may  act 
by  stimulating  the  production  of  antibodies 
against  the  red  cells.  Snake  venom  con- 
tains an  enzyme,  lecithinase,  which  con- 
verts lecithin  to  lysolecithin,  a hemolytic 
agent. 

When  mismatched  blood  is  transfused, 
the  patient  either  has  or  acquires  antibodies 
which  hemolyze  the  donor  cells.  In  auto- 
immune acquired  hemolytic  anemia,  anti- 
body or  antibody-like  globulins  coat  the 
red  blood  cells  and  cause  their  destruction 
either  through  lysis  or  through  agglutination 
and  removal  by  the  reticuloendothelial 
system.  For  reasons  imknown,  the  patient 
produces  antibodies  against  his  own  red 
blood  cells.  The  antibodies  may  act  at 
37  C.  or  if  they  are  the  so-called  cold  ag- 
H glutinins,  only  at  less  than  37  C.  The  coat- 
I ing  of  the  red  cells  by  antibody  is  demonstra- 
I ble  by  the  Coombs  test.  The  patient’s 
I washed  red  cells  are  placed  in  rabbit  anti- 
serum against  human  gamma  globulin.  If 
the  cells  agglutinate,  they  show  positive 
findings  in  the  Coombs  test  and  are  coated 
with  gamma  globulin  (antibody).  In  cold 


agglutinin  disease,  it  has  been  shown  that 
the  cold  agglutinin  is  a macroglobulin  and 
that  the  red  cells  become  coated  with  com- 
ponents of  complement  as  well  as  by  the 
agglutinin.  These  cells  often  show  negative 
results  with  the  usual  Coombs  serum  but 
positive  results  when  the  Coombs  test  is 
performed  with  antibodies  against  whole 
serum  proteins  or  complement.  Although 
these  antibodies  have  been  considered  non- 
specific, there  is  recent  evidence  that  they 
might  be  antibodies  to  a red  cell  antigen 
called  I.  In  paroxysmal  cold  hemoglobi- 
nuria, a rare  condition  usually  seen  in 
patients  who  also  have  syphihs,  the  Donath- 
Landsteiner  test  shows  positive  results, 
that  is,  the  red  cells  do  not  hemolyze  when 
the  serum  and  cells  are  cooled  but  only  on 
rewarming. 

Red  ceU  destruction  of  the  primarily 
extracorpuscular  type  may  occur  as  a result 
of  changes  in  the  reticuloendothehal  system. 
In  virtuaUy  any  condition  where  the  spleen  is 
enlarged,  the  so-caUed  hypersplenic  activity 
may  be  seen.  The  red  ceUs  may  be  removed 
and  destroyed  in  the  enlarged  spleen.  The 
spleen  also  may  have  an  effect  on  the  pro- 
duction of  erythrocytes  in  the  marrow. 
Reticuloendothelial  hyperplasia  in  other 
areas  may  have  similar  effects  although  not 
so  obvious.  The  spleen  preferentiaUy  re- 
moves defective  red  cells  or  those  damaged 
by  other  mechanisms. 

One  very  important  group  of  diseases  is 
commonly  associated  with  a so-caUed  simple 
chronic  anemia.  In  this  group  are  uremia 
and  kidney  disease,  chronic  infections, 
chronic  liver  diseases,  various  malignant 
conditions  including  leukemias  and  lympho- 
mas, the  myeloproliferative  disorders,  and 
the  so-caUed  coUagen  diseases.  The  anemia 
in  these  diseases  is  always  complex,  but  in- 
creased red  ceU  destruction  often  plays  a 
role.  The  mechanism  of  destruction  is  also 
complex  and  differs  from  situation  to  situa- 
tion, with  intracorpuscular  and  extracor- 
puscular factors  playing  roles  of  varying 
importance. 

Methods  of  treatment 

Treatment  of  the  hemolytic  diseases  de- 
pends on  the  particular  cause,  and  it  is  ex- 
tremely important  to  treat  the  underlying 
primary  disease  whenever  possible.  In  he- 
molysis resulting  from  extraneous  agents. 
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such  as  drugs,  removal  of  the  offending  agent 
is  essential.  Particular  attention  must  be 
paid  to  the  drugs  administered  to  patients 
whose  red  cells  are  deficient  in  glucose-6- 
phosphate  dehydrogenase. 

Transfusions  are  sometimes  required.  In 
some  of  the  chronic  hemolytic  anemias,  such 
as  sickle  cell  anemia,  patients  do  very  weU 
without  transfusions  even  though  the  he- 
moglobin may  remain  as  low  as  7 Gm.  per 
100  ml.  A transfusion  in  this  situation  does 
not  improve  the  condition  of  the  patient 
and  only  adds  to  the  iron  deposits  of  the 
body,  thus  resulting  in  eventual  hemosidero- 
sis and  perhaps  hemochromatosis.  Trans- 
fusions are  indicated  when  crises  or  other 
complications  develop  and  the  patients  need 
the  additional  hemoglobin.  Not  only  do 
they  give  the  patient  normal  red  cells,  but 
also  they  may  depress  the  production  of  the 
sickle  cells.  Similar  principles  apply  to 
other  hemoglobinopathies  and  to  thalas- 
semia. Paroxysmal  nocturnal  hemoglobi- 
nuria presents  a special  problem.  Unless 
washed  red  cells  are  used,  the  patients  often 
have  transfusion  reactions,  probably  related 
to  the  administration  of  donor  plasma  fac- 
tors. It  is  often  difficult  to  crossmatch  the 
blood  from  patients  with  autoimmune  he- 
molytic anemias.  In  some  instances  no 
blood  is  compatible  because  of  the  action  of 
the  autoantibody.  When  transfusion  is 
essential,  under  such  circumstances  it  is 
necessary  to  use  blood  that  is  least  incom- 
patible. 

Steroid  hormones,  such  as  prednisone  and 
prednisolone,  exert  a beneficial  effect  on 
hemolysis  in  many  situations.  The  mode 
of  action  is  not  entirely  clear,  but  it  is 
thought  that  in  the  autoimmune  hemolytic 
anemias  they  reduce  the  activity  of  the 
antibodies.  Dosage  must  be  regulated  at 
the  minimal  effective  level.  We  usually 
start  at  a relatively  high  level  of  60  to  100 
mg.  per  day  for  a few  days  and  then  reduce 
the  dose. 

Splenectomy  is  sometimes  helpful.  In 
hereditary  spherocytosis  it  is  considered  to 
be  a specific  form  of  therapy  even  though  it 
does  not  change  the  shape  of  the  red  cells. 
Very  little  benefit,  however,  accrues  from 
splenectomy  in  patients  with  hereditary 
nonspherocytic  anemia.  When  hyper- 
splenism  supervenes  in  any  of  the  conditions, 
splenectomy  should  be  considered  seriously 
even  though  in  some  cases  it  is  used  only  as 


a last  resort.  In  the  autoimmune  he- 
molytic anemias  it  is  of  interest  that 
splenectomy  may  be  helpful  in  the  warm 
variety,  probably  because  the  red  blood  cells 
in  this  condition  tend  to  be  trapped  and 
destroyed  in  the  spleen,  whereas  in  the  cold 
agglutinin  disease  splenectomy  has  very 
little  effect  because  the  erythrocytes  are 
trapped  and  destroyed  throughout  the 
reticuloendothehal  system,  particularly  in 
the  liver. 

Recently  6-mercaptopurine  has  been  used 
not  only  for  acute  leukemia  but  also  experi- 
mentally for  autoimmune  hemolytic  anemia. 
The  drug  not  only  affects  the  production  of 
cells  responsible  for  the  production  of  anti- 
bodies but  also  reduces  the  activity  of  the 
autoantibody.  In  preliminary  studies  sev- 
eral patients  with  warm  antibodies  have 
shown  a good  response  to  6-mercaptopurine, 
but  not  enough  cases  of  the  cold  variety 
have  been  treated  to  obtain  a vahd  conclu- 
sion. 

In  cold  agglutinin  disease  the  autoanti- 
body is  a macroglobulin  with  a molecular 
weight  of  about  a miUion.  It  can  be  shown 
in  vitro  and  in  vivo  that  this  protein  is 
frangible  into  smaller  pieces  with  loss  of 
activity  by  means  of  certain  reducing  agents 
which  break  sulfur-sulfur  bonds  to  SH 
groups.  Penicillamine  is  the  agent  which 
has  been  most  frequently  used  in  vivo.  The 
use  of  such  agents  is  in  the  experimental 
stages. 

It  is  also  possible  to  remove  the  plasma 
proteins  from  the  patient  by  plasmapheresis. 
A phlebotomy  is  performed,  and  the  red 
cells  are  returned  to  the  patient.  The 
patient’s  proteins  are  resynthesized  rela- 
tively quickly,  but  the  transient  effects  may 
sometimes  be  helpful.  This,  too,  is  stiU 
in  the  experimental  stages  and  has  been  used 
mostly  in  patients  with  macroglobulinemia 
not  of  the  cold  agglutinin  type. 

Case  reports 

Case  1.  A fifty-eight-year-old  woman  li- 
brarian was  admitted  to  The  New  York  Hospital 
for  the  second  time  because  of  jaundice.  One 
year  previously  she  had  been  hospitalized  be- 
cause of  abdominal  discomfort  on  the  right  side, 
an  elevated  erythrocyte  sedimentation  rate,  and 
a positive  lupus  erythematosus  preparation. 
Nothing  specific  was  found,  and  repeated  lupus 
erythematosus  preparations  revealed  negative 
findings.  However,  the  erythi’ocyte  sedimenta- 
tion rate  remained  elevated.  She  was  then 
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asymptomatic  until  two  months  before  the  sec- 
ond admission,  when  she  noted  lightheadedness 
and  return  of  abdominal  discomfort.  Her  physi- 
cian noted  jaundice  and  continued  elevation  of 
the  erythi'ocyte  sedimentation  rate.  The  pa- 
tient took  iron  for  anemia.  The  jaundice  in- 
creased, and  the  patient  noted  dark  urine,  in- 
creasing dyspnea,  fatigue,  ankle  swelling,  and 
occasional  bouts  of  substernal  pain.  She  lost  15 
pounds.  There  was  no  family  history  of  anemia. 
On  examination  at  admission  the  temperature 
was  37.5  C.,  pulse  106,  respirations  18  to  28,  and 
blood  pressure  116/60.  She  obviously  had 
jaundice  and  became  short  of  breath  and 
fatigued  on  the  slightest  activity.  The  mucous 
membranes  were  pale.  Examination  of  the 
heart  revealed  a Grade  I ejection  murmur,  best 
heard  in  the  aortic  area  and  transmitted  to  the 
subclavian  vessels.  There  was  a fourth  sound 
gallop.  The  spleen  was  palpable  3 cm.  below 
the  left  costal  margin  and  was  soft.  There  were 
no  other  significant  findings. 

Laboratory  studies  included  hemoglobin  4.6 
Gm.  per  100  ml.,  hematocrit  15.5,  white  blood 
cell  count  10,900  per  cubic  millimeter  with  13 
per  cent  lymphocytes,  5 per  cent  monocytes,  57 
per  cent  mature  polymorphonuclear  leukocytes, 
13  per  cent  band  forms,  7 per  cent  metamyelo- 
' cytes,  and  5 per  cent  myelocytes.  There  were 
3 nucleated  red  cells  per  100  white  cells.  'he 
smear  showed  moderate  anisocytosis,  moderate 
poikilocytosis,  and  some  polychromatophilia  as 
well  as  an  occasional  target  cell  and  spherocyte. 
The  reticulocyte  count  was  35  per  cent. 

I Urinalysis  showed  normal  findings.  There  was 
I no  hemosiderin  in  the  urine.  A duect  Coombs 
I test  produced  positive  results.  Bilirubin  was 
3.6  mg.  per  100  ml.  with  0.5  direct  and  3.1  in- 
duect.  Serum  proteins  were  6.2  Gm.  per  100  ml. 
with  4.7  albumin  and  1.5  globulin.  Filter  paper 
[ electrophoresis  of  senim  proteins  revealed  slight 
hypogammaglobulinemia.  Lupus  erythemato- 
sus preparation  and  complement  fixation  tests 
with  nuclei  and  DNA  (desoxyribose  nucleic  acid) 
produced  negative  results.  Bone  marrow  aspira- 
‘ tion  revealed  marked  erythroid  hyperplasia  with 
5 per  cent  proerythroblasts,  22  per  cent  erythro- 
blasts,  and  46  per  cent  normoblasts.  X-ray 
examination  of  the  gallbladder  and  gastroin- 
testinal tract  failed  to  reveal  any  significant 
I lesions.  Serologic  studies  showed  that  the  anti- 
I bodies  responsible  for  the  positive  Coombs  test 
I results  were  of  the  warm  type. 

The  patient  was  placed  on  prednisone  100  mg. 
per  day  for  two  days  and  then  80  mg.  per  day  for 
eight  days.  Within  four  days  the  patient  felt 
much  better.  The  hematocrit  rose  to  23,  the 
reticulocyte  count  rose  to  37  per  cent,  and  the 
jaundice  disappeared.  By  the  sixth  day  the 
bilirubin  was  1.3  mg.  per  100  ml.  Over  the  next 
twelve  days  the  prednisone  was  reduced  grad- 
ually to  25  mg.  per  day,  and  the  patient  was 
then  discharged  home  with  the  hematocrit  at  34, 
reticulocytes  9.6  per  cent,  and  bilirubin  0.5 
mg.  per  100  ml.  The  Coombs  test  showed  nega- 
tive results,  and  the  spleen  was  no  longer  pal- 
pable. She  continued  to  impi'ove  at  home.  The 
prednisone  was  gradually  reduced  and  then  dis- 


continued, and  the  patient  remained  in  remission 
for  about  six  months  after  discharge.  A sple- 
nectomy is  now  planned  because  of  exacerbation 
of  the  disease. 

This  is  a typical  example  of  acquir  ed  autoim- 
mune hemolytic  anemia. 

Case  2.  A housewife  of  Czechoslovakian 
ancestry  was  first  seen  in  the  Hematology  Clinic 
of  The  New  York  Hospital  at  the  age  of  thirty- 
five.  She  had  come  to  the  hospital  originally 
because  of  a granulating  ulcer  in  the  medial  as- 
pect of  the  midportion  of  the  right  leg  which 
failed  to  respond  to  injection  therapy  for  vari- 
cose ulcers.  She  was  refer  red  to  the  Hematology 
Clinic  when  it  was  learned  that  she  had  had  such 
ulcers  since  the  age  of  twelve  and  that  she  had 
jaundice  and  hepatosplenomegaly. 

Her  family  history  was  significant  in  that  her 
elder  son,  age  nine,  was  also  jaundiced  and  had  a 
large  spleen.  The  Pediatrics  Department  had 
discovered  increased  osmotic  fragility  of  his  red 
blood  cells.  Her  only  other  living  child  was 
normal.  There  had  been  one  stillbirth.  Neither 
parent  had  had  anemia. 

Examination  revealed  a pale,  jaundiced 
woman.  Significant  findings  in  addition  to  the 
ulcer  were  a liver  edge  palpable  3 to  4 cm.  below 
the  right  costal  margin  and  a firm  spleen  ex- 
tending below  the  umbilicus  almost  to  the  iliac 
crest. 

The  led  cell  count  was  2.7  million  per  cubic 
millimeter,  hemoglobin  8.3  Gm.  per  100  ml.,  and 
reticulocytes  18.6  per  cent.  The  white  blood  cell 
count  was  12,700  per  cubic  millimeter  with  61 
per  cent  polymorphonuclear  leukocytes,  12  per 
cent  band  forms,  17  per  cent  lymphocytes,  5 
per  cent  monocytes,  and  5 per  cent  eosinophils. 
There  was  one  nucleated  red  cell  per  100  white 
cells.  Platelets  were  normal.  There  was  mod- 
erate stippling,  polychromatophilia,  anisocyto- 
sis, and  poikilocytosis.  Spherocytes  were  seen 
on  the  smear.  The  icterus  index  was  17.  An 
osmotic  fragility  test  of  the  red  cells  revealed 
beginning  hemolysis  in  0.6  per  cent  saline  and 
complete  hemolysis  in  0.375  per  cent,  with  con- 
trol showing  beginning  hemolysis  at  0.45  per 
cent  saline  and  complete  hemolysis  at  0.3  per 
cent.  This  was  interpreted  as  showing  increased 
osmotic  fragility  of  the  red  cells.  A Coombs  test 
would  be  expected  to  produce  negative  results. 
However,  this  patient  was  studied  before  the 
test  was  developed. 

A diagnosis  of  hereditary  spherocytosis  was 
made,  and  splenectomy  was  recommended  but 
refused. 

The  patient  was  followed  in  the  clinic.  At 
the  age  of  forty-one  she  received  x-ray  therapy 
to  the  spleen,  900  r,  without  any  change  in  her 
condition.  In  1951,  at  the  age  of  fifty-three, 
she  finally  consented  to  splenectomy.  Her  deci- 
sion was  influenced  by  the  complete  recovery  of 
her  son,  who  had  a splenectomy  at  the  age  of 
fourteen.  Before  operation  the  hemoglobin  was 
8.5  Gm.  per  100  ml.  and  the  red  blood  cell 
count  2.7  million  per  cubic  millimeter.  The 
bilirubin  was  2.4  mg.  per  100  ml.  She  was  given 
4 units  of  blood,  and  the  spleen  was  removed. 


September  15,  1963  / New  York  State  Journal  of  Medicine  2659 


The  gallbladder  weis  filled  with  stones,  so  it  also 
was  removed.  The  spleen  weighed  1,000  Gm. 
and  microscopically  showed  congestion  with  red 
cells  and  hemosiderosis. 

Following  splenectomy  there  was  remarkable 
improvement.  The  jaimdice  disappeared,  and 
the  patient  did  not  become  anemic  again. 
Blood  smears  continue  to  show  spherocytosis. 

Summary 

The  mechanisms  of  normal  and  abnormal 
erythrocyte  destruction  were  discussed. 
Laboratory  tests  which  aid  in  the  diagnosis 


Salicylates  and  congenital 
malformations 

Findings  of  Stockholm  investigators  re- 
ported in  an  editorial  in  the  British  Medical 
Journal  have  supported  previous  reports  of 
salicylate-induced  congenital  malformations  in 
the  young  of  pregnant  rats.  Although  the 
sodium  salicylate  was  given  in  heavy  dosage, 
the  question  arises  whether  or  not  human 
fetuses  might  be  affected.  This  would  be 
extremely  diflScult,  if  not  entirely  impossible, 
to  establish  by  direct  statistical  evidence, 
since  more  salicylates  probably  are  consumed 
than  any  other  medication,  and  many  deformed 
children  must  be  born  each  year  whose  mothers 
have  taken  salicylates,  as  well  as  other  drugs, 
at  a critical  period  during  pregnancy. 

The  Swedish  investigators  suggest  that  the 
pharmacologic  mechanism  involved  is  the 
interference  by  the  salicylate  with  the  syn- 
thesis of  mucopolysaccharides.  If  this  is  the 
case,  the  chief  malforming  effect  would  involve 
the  vascular  and  skeletal  tissues.  Substantiation 


of  hemolysis  were  critically  evaluated. 
Methods  of  treatment  of  the  various  types 
of  hemolytic  anemia  were  outlined.  Two 
typical  case  reports  were  presented. 
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of  this  hypothesis  would  make  the  registers  of 
human  malformation  of  value  in  assessing  the 
teratogenic  potential  of  the  salicylates.  In 
the  Swedish  experiment,  details  of  which  are 
not  given,  sodium  salicylate  was  given  pregnant 
rats  in  a single  intramuscular  injection.  On  a 
comparative  basis,  the  human  equivalent  of  the 
dosage  would  be  1 ounce  in  a half-pint  (31  Gm. 
in  280  miUiliters)  of  distUled  water. 

In  such  animal  experiments,  drugs  being 
tested  are  often  given  in  doses  which,  in  rela- 
tion to  body  weight  of  the  test  animal,  are 
vastly  greater  than  those  given  for  therapeutic 
purposes.  Under  such  circumstances  it  appears 
reasonable  to  expect  that  some  drugs  now  in 
common  use  will  be  found  to  have  some  ef- 
fect on  the  mammalian  fetus.  However,  the 
significance  for  human  reproduction  cannot  be 
finally  evaluated  until  much  more  is  known 
about  the  fundamental  mechanism  of  abnormal 
fetal  development. 

In  the  meantime,  it  probably  is  a good  idea 
for  the  physician  to  weigh  carefully  the  bene- 
fits of  a drug  in  a pregnant  female  against  the 
possible  deleterious  consequences  to  the  fetus, 
no  matter  how  remote  the  possibility  may  be. 
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Obstructive  Jaundice 


Case  history 

A seventy -seven-year-old  Negro  female 
was  first  admitted  to  Metropolitan  Hospital 
in  October,  1961,  complaining  of  high  blood 
pressure  and  fainting  spells.  She  had  been 
treated  for  high  blood  pressure  in  the 
medical  outpatient  clinic  during  the  pre- 
ceding three  yeeu*s  and  had  been  having 
fainting  spells  for  the  past  three  months. 
She  stated  that  she  was  short  of  breath  but 
denied  chest  pain,  orthopnea,  paroxysmal 
nocturnal  dyspnea,  cough,  or  hematemesis. 
She  denied  weight  change  and  abdominal 
pain  but  complained  of  constipation,  which 
she  treated  with  milk  of  magnesia  daily. 
There  was  a history  of  possible  melena  one 
time  a month  for  many  months,  but  she 
had  never  noted  red  blood. 

The  blood  pressure  was  230/60,  pulse 
75,  respirations  28,  and  temperature  99  F. 
The  point  of  maximiun  impulse  was  in  the 
fifth  interspace  at  the  anterior  axillary  line. 
A harsh  systolic  murmur  completely  ob- 
scured the  first  sound  and  interfered  with 
auscultation  of  the  second  sound.  The 
lungs  were  clear  to  auscultation  and  per- 
cussion. The  abdomen  was  soft.  The 
liver,  spleen,  and  kidneys  were  not  pal- 
pable. There  were  no  abdominal  masses 
or  tenderness.  Bowel  sounds  were  normal. 
The  white  blood  cell  coimt  was  7,000, 
hemoglobin  13  Gm.  per  100  ml.,  and  the 
hematocrit  42.  Fasting  blood  sugar  was 
250  mg.  per  100  ml.  The  blood  pressure 
in  the  lower  limbs  was  220 /80. 

She  had  been  seen  two  years  prior  to  this 
admission  in  the  genitourinary  clinic  be- 
cause of  pain  in  the  left  sacral  region  which 
was  constant  and  which  did  not  radiate. 


This  lasted  for  approximately  one  year 
and  was  associated  with  frequency  of  urine 
of  brownish  color.  Intravenous  pyelog- 
raphy and  cystoscopy  were  done  and  were 
reported  as  producing  normal  findings. 
She  was  referred  to  the  orthopedic  clinic 
because  of  pain  in  the  back  and  frequency 
of  urination  at  night.  The  pain  was  most 
severe  in  the  lumbosacral  region  on  the  left 
and  was  aggravated  by  weight  bearing  and 
relieved  by  rest.  Radiologic  examination 
of  the  sacral  area  revealed  no  abnormality. 
In  August  of  1959,  a radiolucency  had  been 
seen  that  was  suggestive  of  a possible  frac- 
ture of  the  fifth  lumbar  vertebra.  At  this 
time  the  pain  radiated  down  the  left  leg 
and  to  the  left  shoulder.  The  patient  was 
referred  to  physiotherapy.  Urinalysis  in 
October,  1960,  showed  the  urine  to  be  yeUow, 
clear,  with  a pH  of  6.5,  specific  gravity  of 
1.004,  showed  a trace  of  albumin,  and  was 
negative  for  glucose.  She  was  hospitalized 
for  six  days  and  discharged  improved  on 
reserpine  (Serpasil)  and  chlorothiazide 
(Diuril). 

At  the  time  of  her  final  admission  twelve 
months  later  the  patient  complained  of 
weakness  of  several  months  duration  and 
jaundice.  She  did  not  know  when  her 
scleras  had  become  icteric  but  had  been 
seen  by  the  home  care  doctor  two  weeks 
prior  to  admission.  She  had  also  had 
anorexia  for  the  past  few  weeks  but  denied 
recent  weight  loss,  nausea,  vomiting,  pain, 
or  melena.  Her  stools  had  been  “light” 
and  her  urine  “dark.”  She  complained 
of  urinary  frequency,  having  to  urinate 
once  every  hour  during  the  day  and  night 
voiding  small  amounts  of  urine  each  time. 
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Physical  examination  revealed  a seventy- 
seven-year-old  Negro  female  lying  calmly 
in  bed  and  appearing  acutely  and  chronically 
ill.  The  scleras  were  icteric.  The  neck 
veins  were  not  distended;  the  lungs  were 
clear  to  percussion  and  auscultation.  The 
point  of  maximum  cardiac  impulse  was  at 
the  anterior  axillary  line  in  the  fifth  inter- 
space. There  was  a loud,  harsh  systolic 
mmmur  heard  best  at  the  apex  radiating 
to  the  back  and  axilla.  The  abdomen  was 
not  distended,  but  there  was  generalized 
tenderness,  especially  in  the  midepigastric 
region.  There  was  a large  mass  extending 
2 to  3 fingerbreadths  below  the  right  costal 
margin  and  over  to  the  midline.  The  spleen 
was  not  palpable.  There  were  no  palpable 
rectal  masses,  but  fresh  blood  was  seen 
rectaUy. 

The  blood  pressme  was  190  76,  pulse 
88,  respirations  22,  and  temperature  99.2  F. 
rectaUy. 

Tbe  white  blood  cell  count  was  20,600 
with  77  per  cent  neutrophils  and  23  per 
cent  lymphocytes.  The  hemoglobin  was 
4.4  Gm.  per  100  ml.,  and  the  hematocrit 
was  18.  The  sedimentation  rate  (Cutler) 
was  82  mm.  in  five  minutes.  The  blood 
ammonia  was  98  micrograms,  phosphorus 
3.7  mg.  per  100  ml.,  prothrombin  time  28 
seconds  witb  a control  of  14  seconds, 
alkaline  phosphatase  13  units,  and  cephahn 
flocculation  and  thymol  turbidity  results 
negative.  Total  proteins  were  5.6  Gm. 
per  100  ml.  with  an  albumin-globulin  ratio 
of  3:2.6.  The  direct  bihrubin  was  20.2 
mg.  and  tbe  thirty  minutes  fraction  0.6  mg. 
per  100  ml.  The  sodium  was  144  mEq.  and 
the  potassium  4.7  mEq.  per  liter.  The 
SCOT  (serum  glutamic  oxalacetic  trans- 
aminase) was  240  units. 

The  attending  physician  noted  that  the 
patient  had  marked  jaundice  which  ap- 
peared to  have  been  present  longer  than  one 
or  two  days.  The  liver  was  enlarged  5 cm. 
below  the  costal  margin  and  was  firm,  not 
nodular,  and  not  tender.  She  was  comatose 
with  twitchings  of  the  eyes.  There  was 
rectal  bleeding.  A sigmoidoscope  was  in- 
serted to  8 cm.,  and  no  cause  of  the  bleeding 
was  seen  to  tbis  level. 

A cbest  roentgenogram  revealed  that  the 
cardiac  shadow  was  enlarged  and  the 
aorta  widened.  The  right  diaphragm  was 
elevated,  flat,  and  fixed  to  the  thoracic  wall 
by  pleural  adhesions,  and  there  were 


fibrotic  strands.  A barium  enema  showed 
no  obstruction  of  the  flow  of  the  barium 
from  rectum  to  cecum.  There  were  mul- 
tiple diverticula  of  the  descending  colon 
which  appeared  somewhat  spastic.  An 
upper  gastrointestinal  series  showed  in- 
complete filling  of  the  duodenal  loop  but 
no  obstruction.  There  was  good  barium 
transit  on  the  five-hour  film  with  the  head 
of  the  meal  almost  to  the  cecum.  Large 
calcific  densities  seen  near  the  lower  lumbar 
spine  were  interpreted  as  possible  gallstones. 

Eighteen  days  after  admission  a closed 
liver  biopsy  was  performed  and  reported 
as  suggestive  of  obstructive  jaimdice.  The 
patient  continued  to  bleed  intermittently 
per  rectmn  but  had  come  out  of  coma. 

On  the  day  of  the  liver  biopsy  sbe  began  to 
bleed  profusely  per  rectum  and  was  treated 
by  blood  transfusions  and  oral  antibiotics. 
The  blood  ammonia  at  this  time  was  85 
micrograms,  and  the  urea  nitrogen  was 
60  mg.  per  100  ml.  The  hemoglobin  varied  I 
from  6.2  to  6.8  Gm.  per  100  ml.  During 
the  next  two  days  the  patient  stopped 
bleeding.  She  had  been  treated  with  a 
Blakemore  tube,  and  blood  had  been  | 
withdrawn  in  the  gastric  aspirate.  She  ' 
was  extremely  restless  with  some  fibrillary 
twitchings.  Rectal  bleeding  recurred  and 
continued  intermittently  for  the  next  two 
weeks.  She  ran  a low-grade  fever  during 
her  hospital  stay;  during  the  last  three 
weeks  her  temperature  rose  as  high  as 
101.2  F.  but  was  usually  in  tbe  range  of 
100.6. 

An  electrocardiogram  showed  sinus  tach- 
ycardia with  evidence  of  myocardial  damage. 
Late  in  her  hospital  stay  the  bilirubin  rose 
to  32.8  mg.  direct  and  7.9  mg.  per  100  ml. 
indirect.  The  alkahne  phosphatase  was 
20.3  units,  phosphorus  was  4.5  mg.  per 
100  ml.,  and  total  proteins  were  4.8  Gm. 
per  100  ml.  with  an  albumin-globulin 
ratio  of  2.6: 2.2.  Serum  protein  electro- 
phoresis showed  a total  protein  of  5.6  Gm. 
per  100  ml.  and  an  albumin-globulin  ratio 
of  2.7: 2.9.  The  albumin  was  29  per  cent. 
The  globulin  percentages  were:  alpha  1,  8.5; 
alpha  2,  16.5;  beta,  21;  and  gamma,  25. 
Stools  remained  guaiac-positive  throughout 
her  stay. 

During  the  last  two  weeks  her  tempera- 
ture was  subnormal.  She  became  markedly 
edematous  while  in  bed  and  developed  a 
left-sided  hemiparesis.  Sbe  became  coma- 
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tose,  and  her  condition  remained  so  despite 
supportive  treatment.  She  expired  ap- 
proximately one  and  one-half  months  after 
admission. 

Discussion 

George  Mixter,  Jr.,  M.D.:*  Richard 
! Cabot,  M.D.,  the  originator  of  the  principle 
of  the  CPC,  is  said  to  have  remarked  that 
if  this  approach  to  thoughtful  medicine 
were  to  become  stereotyped,  stuffy,  or 
; stupid,  he  would  turn  over  in  his  grave. 
I think  they  have  often  become  a relatively 
fruitless  challenge,  a sort  of  an  exhibition 
! of  one-upmanship;  Dr.  Cabot  was  not 
that  kind  of  man.  He  was  a good  doctor, 
and  the  exercises  as  he  originally  conceived 
them  were  dedicated  to  attempts  to  under- 
stand both  the  patient  and  the  patient’s 
problem.  With  passing  years  there  has 
been  far  too  much  emphasis  on  a long  string 
of  laboratory  studies  while  we  are  getting 
to  know  less  and  less  about  our  patient. 
Yesterday  afternoon  I read  the  protocol 
which  you  all  have  and  hardly  feel  competent 
to  comment  very  cogently  on  a woman 
I don’t  know  at  all.  I do  not  think  it  is 
the  fault  of  the  man  who  laboriously  de- 
hydrated this  from  the  record,  which  must 
have  weighed  a couple  of  pounds.  I don’t 
think  it  is  the  fault  of  the  over-worked 
and  under-estimated  clerk  who  hacked  out 
the  history  and  physical  examination,  and 
I don’t  think  it  is  the  fault  of  the  harried 
resident  whose  notes  once  a week  or  so 
laconically  recorded  the  patient’s  descent. 
One  often  finds  that  by  reading  the  student 
nurses’  notes  one  can  learn  a great  deal 
more  about  the  patient  than  from  anything 
else  in  the  record.  They  may  be  stereo- 
typed, but  they  are  human  comments 
and  often  show  a real  concern  for  the  patient 
who  has  traveled  a bit  further  on  the  road 
to  the  grave. 

Nonetheless,  we  are  here  confronted  with 
a woman  who  was  first  admitted  with 
a principal  complaint  of  high  blood  pressure 
and  fainting  spells.  She  had  been  treated 
in  the  medical  outpatient  clinic  for  high 
blood  pressure  for  three  years  and  for 
fainting  spells  for  three  months.  She  was 

* Associate  Professor  of  Surgery  of  New  York  Medical 
College;  Attending  Surgeon,  Flower  and  Fifth  Avenue  Hospi- 
tals, Metropolitan  Hospital,  and  New  York  Veterans  Ad- 
ministration Hospital. 


short  of  breath  but  denied  the  other  symp- 
toms of  severe  cardiac  disease.  She  hadn’t 
been  losing  weight  and  had  had  no  pain. 
She  was  constipated,  the  universal  com- 
plaint of  the  American  female.  She  had  a 
history  of  melena,  and  any  patient  who 
thinks  she  has  been  bleeding  by  rectum 
once  a month  for  many  months  probably 
has  been.  Her  blood  pressure  was  230/60, 
and  we  wonder  whether  this  wide  pulse 
pressure  indicates  disease  of  the  aortic 
valve  as  well  as  plain  hypertension.  I 
recall  that  when  Reginald  Smithwick,  M.D., 
was  doing  a great  deal  of  work  in  hyperten- 
sion, one  of  his  patients  was  a trumpet  player. 
He  was  a very  interesting  fellow  addicted  to 
two  or  three  drugs  which  made  our  task 
even  more  difficult.  His  blood  pressure  was 
280/40,  and  his  chief  complaint  was  that 
when  he  had  to  play  a long  solo  he  fainted. 
He  had  severe  aortic  regurgitation  and  died 
while  under  study.  This  patient  was  not 
quite  so  far  advanced  as  that,  but  I wonder 
if  she  had  a positive  VDRL  test  result. 

Joseph  Daino,  M.D.:  All  serologic 

tests  for  lues  produced  negative  findings. 

Dr.  Mixter:  The  point  of  maximum 

impulse  was  in  the  fifth  interspace,  and  she 
had  a harsh  systolic  murmur  which  obscured 
the  second  sound.  On  the  whole,  hyperten- 
sion dominates  the  cardiac  picture.  Three 
years  prior  to  the  last  admission  she  had  no 
abdominal  masses  or  tenderness.  The  most 
disappointing  aspect  of  this  part  of  the 
protocol  is,  however,  that  no  urinalysis 
was  reported  at  that  time.  I rather  suspect 
that  somebody  did  a urinalysis,  but  I am 
perfectly  certain  it  was  not  put  in  the 
record.  In  this  case,  I think  it  is  very 
important.  In  the  review  of  her  systems 
it  was  noted  that  she  was  seen  two  years 
prior  to  admission  in  the  genitourinary  clinic 
for  pain  in  the  sacral  region.  It  was  con- 
stant, did  not  radiate,  lasted  one  year,  and 
was  accompanied  by  frequency  of  urination, 
which  was  “brown”  in  color.  I can  imagine 
all  sorts  of  things  that  would  make  urine 
brown,  but  we  have  no  clue  as  to  what 
happened.  At  last  an  intravenous  pyelo- 
gram  and  a cystoscopy  were  done,  and  these 
were  reported  as  showing  normal  findings. 
Because  these  were  normal,  presumably, 
she  was  referred  to  the  orthopedic  clinic. 
Orthopedists  have  some  very  strange  tasks 
visited  qn  them.  Eventually  some  x-ray 
films  were  taken,  which  failed  to  reveal 
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any  abnormality  in  the  sacrum.  A couple 
of  years  or  so  later,  a radiolucency  was 
seen,  suggesting  a possible  fracture  of  the 
fifth  lumbar  vertebra.  Pain  now  radiated 
down  the  left  leg  and  to  the  left  shoulder. 
Down  the  left  leg  makes  sense,  but  “radiat- 
ing into  the  left  shoulder”  does  not.  There- 
fore, she  was  sent  to  physiotherapy,  pre- 
sumably for  bubble  baths.  However,  by 
1960  someone  managed  to  do  a urinalysis,  and 
her  urine  at  this  time  was  yellow,  clear,  with 
a pH  of  6.5,  specific  gravity  of  1.004,  showed 
a trace  of  albumin,  and  was  negative  for 
glucose.  This  is  a sick  woman;  she  is  not 
well  and  is  getting  worse. 

I think  if  we  stopped  here  and  began  to 
think  about  what  was  going  on,  it  might 
be  profitable  when  we  consider  what  hap- 
pened to  this  woman  when  she  came  in  for 
the  last  time.  What  conclusion  can  we 
draw  from  an  intravenous  pyelogram  which 
was  said  to  be  normal  several  years  before 
admission?  What  does  an  intravenous  pye- 
logram measure  in  terms  of  renal  function? 
Essentially  it  is  a measure  of  glomerular 
filtration  and  very  little  else.  All  manner 
of  things  may  still  be  wrong  with  the 
kidneys.  But  if  that  particular  portion  of 
the  nephron  function  is  intact,  the  pyelogram 
will  come  through  in  the  absence  of  ob- 
struction. Now,  I am  going  to  presume 
that  this  woman  did  have  renal  disease, 
and  I think  there  is  enough  in  this  recita- 
tion to  conclude  that  her  kidneys  were 
seriously  iU.  I feel  that  we  are  going  to  be 
dealing  with  a patient  who  has  a diminishing 
population  of  variously  impaired  nephrons, 
and  the  prime  common  feature  of  such  kid- 
neys is  their  loss  of  physiologic  flexibility. 
Her  specific  gravity  was  1 .004.  I don’t  think 
that  this  patient  could  handle  either  a 
salt  load  or  a water  load  without  a long 
lag.  I am  not  sure  what  her  specific  gravity 
could  go  up  to,  but  I am  perfectly  certain 
it  was  markedly  impaired.  Actually  poly- 
uria is  one  of  the  commonest  signs  of  impend- 
ing renal  failure;  it  occurs  repeatedly  in  the 
record  we  are  studying. 

On  the  final  admission  the  patient 
complained  of  weakness  of  several  months 
duration  and  of  jaundice.  She  had  no 
idea  when  her  scleras  became  icteric,  but 
she  had  been  seen  by  a doctor  two  weeks 
before  admission.  This  intimates  that  two 
weeks  prior  to  admission  the  doctor  didn’t 
know  she  was  jaundiced.  I do  not  know 


what  kind  of  lighting  was  available  at  her 
home  or  if  the  doctor  was  color  blind,  but 
when  she  came  in,  her  serum  bilirubin  was 
in  the  neighborhood  of  20.2  mg.  per  100 
ml.  There  is  a fairly  good  rule  which  might 
have  helped  the  medical  attendants  who 
saw  her  then  and  thought  she  might  have 
been  jaimdiced  for  one  or  two  days.  With 
total  obstruction  of  the  biliary  tree  the 
serum  bilirubin  rises  at  a rate  of  approxi- 
mately 0.5  mg.  per  100  ml.  per  day.  This 
is  easily  calculated  by  dividing  by  total 
body  water  (which  we  can  assume  to  be 
50  L.)  the  total  amount  of  bilirubin  pro- 
duced in  the  body  per  day:  about  250 

mg.  This  is  a very  rough  calculation,  but 
clinical  observation  reveals  that  in  the 
initial  stages  of  total  obstruction  of  the 
common  bile  duct  this  relationship  holds 
fairly  well.  Therefore,  I would  conclude 
that  this  woman  had  been  jaundiced  for 
not  one  or  two  days  but  something  hke 
forty  days.  She  had  anorexia  for  a few 
weeks,  no  weight  loss,  no  vomiting,  no 
pain,  no  nausea,  no  hematemesis;  each  of 
those  comments  is  of  importance  in  the 
differential  diagnosis  which  we  will  consider 
later.  She  complained  of  urinary  frequency, 
once  an  hour  during  the  day  and  night  with 
small  amounts  of  urine.  Once  again,  as 
though  this  were  one  of  Richard  Wagner’s 
great  compositions,  we  have  a dominant 
theme.  I think  the  dominant  theme  is 
going  to  become  subdominant  when  her 
other  disease  carries  her  off. 

She  was  seventy-seven  years  old,  lying 
calmly  in  bed,  appearing  to  be  iU,  which  I 
consider  somewhat  of  an  understatement. 
She  was  icteric.  The  neck  veins  were  not 
distended.  The  lungs  were  clear,  and  the 
heart  was  enlarged.  She  had  a loud  murmur 
as  before,  but  she  was  not  in  congestive 
heart  failure.  The  abdomen  was  not  dis- 
tended, but  there  was  generalized  tenderness 
in  the  midepigastrium,  and  now  a large 
mass  was  felt  2 to  3 fingerbreadths  below 
the  right  costal  margin  extending  to  the 
midline.  The  description  is  scanty,  but  I 
do  not  beheve  it  represents  a gallbladder. 
It  represents  either  a tumor  mass,  the  hver 
itself,  or  both.  The  spleen  was  not  pal- 
pable. There  is  no  reason  to  suspect  any 
of  the  various  causes  of  hepatosplenome- 
galy.  No  rectal  masses  were  palpable,  but 
fresh  blood  was  seen  rectally.  Her  blood 
pressure  was  now  190/76;  the  wide  pulse 
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pressure  is  still  present.  The  liver  was 
firm,  not  nodular,  and  not  tender.  I 
presume  that  this  supersedes  the  previous 
observation.  She  became  comatose.  How 
did  it  come  about?  How  long  had  elapsed 
between  her  lying  calmly  in  bed  and  the 
coma?  Perhaps  her  coma  had  something 
to  do  with  her  liver  not  being  tender. 
She  had  “twitching  of  the  eyes.”  Did 
the  eyes  twitch,  or  the  eyehds?  Did  she 
have  a nystagmus  or  tetany?  In  any  case, 
I presume  something  was  wrong  with  the 
woman’s  central  nervous  system.  Appar- 
ently, no  one  thought  this  was  important, 
because  no  remark  is  made  about  any  type 
of  neurologic  examination  or  whether  or 
not  the  Chvostek  sign  was  positive.  A 
sigmoidoscope  was  inserted  to  8 cm.,  but 
no  cause  of  bleeding  was  seen  up  to  this 
level.  This  doesn’t  surprise  us  because 
her  bleeding  was  not  bright  red  blood. 

Now  we  are  going  to  have  to  consider  the 
laboratory  study,  because  our  clinical  in- 
formation is  so  meager.  The  white  count 
was  20,600,  which  in  an  elderly  patient 
is  very  significant.  Her  hemoglobin  had 
dropped  to  4.4  Gm.  per  100  ml.,  highly 
significant  in  somebody  who  is  bleeding 
rectaUy.  The  sedimentation  rate  and  blood 
ammonia  level  were  not  remarkable.  The 
phosphorus  was  3.7  mg.  per  100  ml.;  we 
will  refer  to  that  later.  The  alkaline 
phosphatase  was  elevated  to  13  units, 
and  the  prothrombin  time  was  double  the 
control.  At  the  same  time  cephalin  floc- 
culation and  thymol  turbidity  results  were 
negative.  Serum  proteins  were  down  to 
5.6  Gm.  per  100  ml.  without  reversal  of 
the  albumin-globulin  ratio.  The  SGOT  was 
elevated  to  240  units.  Here  again  we  have  a 
picture  of  a patient  with  a fairly  well- 
developed  renal  disease,  rectal  bleeding,  and 
obstructive  jaundice.  For  a person  to 
develop  a low  total  protein  in  the  course  of 
failing  kidneys  is  not  at  all  remarkable,  and 
I rather  suspect  that  this  was  part  of  the 
difficulty  here. 

Her  chest  x-ray  films  showed  what  one 
would  suspect:  a wide  cardiac  shadow, 

a widened  aorta,  probably  some  uncoiling; 
the  right  side  of  the  diaphragm  was  elevated 
with  the  appearance  of  old  pleural  disease. 
A barium  enema  was  done  which  demon- 
strated multiple  diverticula  of  the  descend- 
ing colon;  at  long  last  we  can  settle  on  one 
sure  diagnosis.  This  woman  was  bleeding 


from  diverticula,  if  not,  indeed,  from  some- 
thing else  as  well.  An  upper  gastrointestinal 
series  showed  incomplete  fiUing  of  the  duo- 
denal loop,  good  transit,  and  calcific  den- 
sities which  might  be  gallstones.  Nothing 
is  said  at  this  time  about  the  collapsed 
fifth  lumbar  vertebra,  in  which  I have  some 
interest.  Eighteen  days  after  admission 
an  operation  was  performed.  We  do  not 
know  what  the  operation  was. 

Dr.  Daino:  It  was  a liver  biopsy. 

Dr.  Mixter:  Let  us  press  on.  I am 

told  that  the  specimen  was  suggestive  of 
obstructive  jaimdice.  Well,  everything  else 
was,  too.  In  the  meantime,  the  patient 
continued  to  bleed  by  rectum  and  had  come 
out  of  coma.  I don’t  know  why  she  came 
out  of  coma  any  more  than  why  she  went  in. 
On  the  same  day  as  the  biopsy  she  began  to 
bleed  profusely  per  rectum.  She  was  treated 
with  blood  transfusions  and  oral  antibiotics. 
The  use  of  oral  antibiotics  for  massive 
bleeding  is  very  important.  It  makes  the 
doctor  feel  a great  deal  better.  The  blood 
ammonia  was  85  micrograms  and  the  lurea 
nitrogen  60  mg.  per  100  ml.  Now  we  have 
something  to  put  our  teeth  into.  This 
woman’s  kidneys  were  definitely  failing. 
In  chronic  compensated  renal  failure  various 
things  happen.  Among  them,  the  phos- 
phate and  sulfate  levels  in  the  serum  in- 
crease, while  the  calcium  level  tends  to 
decline.  Depression  of  serum  calcium  stim- 
ulates the  parath3u:oid  glands  so  that  these 
may  become  markedly  enlarged  or  hy- 
pertrophic; I would  make  this  my  second 
diagnosis  for  the  pathologist  to  check  on. 
Osteitis  fibrosa  cystica  can  occur  in  con- 
junction with  this,  and  very  possibly  this 
accounts  for  her  bony  lesion  and  the  pain 
in  her  back  which  radiated  down  the  leg. 
The  chemical  abnormahty,  depression  of 
serum  calcium,  is  not  clearly  understood  by 
anyone  at  the  present  time.  It  is  very 
probable  that  the  gastrointestinal  tract 
accounts  for  the  calcium  losses,  since  they 
certainly  do  not  appear  in  the  urine.  Mus- 
cular twitching,  which  she  apparently  had, 
is  very  common  in  uremia  even  before 
azotemia  mounts.  With  progressive  coma, 
particularly  on  the  basis  of  pre-existing 
vascular  disease,  there  is  depression  of 
cerebral  blood  flow.  She  had  evidence  of 
this,  having  become  hemiplegic. 

Returning  to  the  protocol,  her  hemo- 
globin varied  from  6.2  to  6.8  Gm.  per  100 
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ml.,  and  she  stopped  bleeding.  The  Lord 
is  good.  She  was  treated  with  a Blakemore 
tube;  blood  had  been  withdrawn  in  the 
gastric  aspirate.  And  now  again  we  have 
something  to  put  our  teeth  into.  This 
woman  was  bleeding  diffusely  from  the 
gastrointestinal  tract.  Patients  with  ure- 
mia do  this,  often  quite  massively.  The 
Blakemore  tube  won’t  stop  it,  but  at  least 
it  was  proved  that  she  was  bleeding  from 
the  upper  gastrointestinal  tract  as  well  as 
from  diverticula,  which  presumably  had 
been  causing  bleeding  one  year  prior  to 
admission.  The  story  progresses  with  the 
onset  of  edema,  hemiparesis,  and  coma. 
She  expired  about  six  weeks  after  admission. 
An  electrocardiogram  had  shown  myocardial 
damage,  which  doesn’t  surprise  any  of  you, 
I trust.  The  bilirubin  had  risen  to  32.8 
mg.  per  100  ml.  That  is  an  interesting 
figure,  for  although  the  bilirubin  in  total 
obstruction  of  the  common  bile  duct  rises 
almost  in  a linear  fashion  for  a number  of 
weeks,  when  the  body  becomes  saturated, 
bilirubin  is  cleared  by  the  kidneys,  and  the 
eventual  level  in  total  obstruction  is  a 
balance  between  what  the  body  puts  out 
and  what  the  urine  is  able  to  clear.  This 
late  rise  apparently  reflects  her  terminal 
renal  failure.  I had  predicated  much  of 
my  thought  about  this  woman’s  biliary 
disease  on  the  presumption  that  someone 
had  looked  into  the  abdomen  and  had 
decided  to  get  out  because  nothing  could 
be  done.  I will  revise  what  I had  to  say, 
first  listing  the  diagnoses  we  have  arrived  at 
so  far.  I believe  she  had  diffuse  nephro- 
sclerosis with  a superimposed  pyelonephritis 
of  severe  degree.  I think  that  there  will  be 
secondary  parathyroid  hyperplasia.  I think 
there  will  be  diffuse  osteoclastic  activity 
with  perhaps  cystic  disease  of  the  bone. 
At  one  point  she  was  found  to  have  a fasting 
blood  sugar  of  250  mg.  per  100  ml.  I 
suspect  this  woman  did  have  diabetes  and 
presume  that  a study  of  the  pancreas 
will  show  a loss  of  islet  cells.  The  x-ray 
film  had  demonstrated  a cause  for  her 
earlier  rectal  bleeding  in  that  she  had 
colonic  diverticulosis.  One  does  not  have 
to  have  diverticulitis  to  bleed  from  diver- 
ticulum of  the  colon.  As  a matter  of  fact, 
it  is  more  common  for  severe  bleeding  to 
occur  in  diverticulosis  without  inflammation. 

Why  did  she  get  her  common  bile  duct 
obstructed?  I think  we  all  have  to  agree 


that  this  is  a picture  of  pure  obstructive 
jaundice.  There  is  no  reason  to  consider 
any  other  cause  for  her  jaundice.  If  she 
had  been  relieved  of  her  obstruction,  how 
long  would  it  take  her  to  get  rid  of  her 
jaundice?  This  is  an  important  specula- 
tion for  the  surgeon  because  if  he  does  not 
reheve  jaundice  (or  thinks  he  does)  surgi- 
cally, he  wants  to  know  how  fast  the  pig- 
ment is  going  to  disappear.  This  has  been 
studied  extensively,  yet  I have  been  aston- 
ished to  find  that  most  medical  students 
don’t  know  the  manner  thereof.  It  occurs, 
to  use  a mathematical  phrase,  along  the 
lines  of  a decay  curve.  This  is  a simple 
exponential  curve  and  is  very  similar  to 
the  curve  of  the  decay  of  radioactivity. 
In  unit  time,  a proportion  is  excreted  of  what 
was  there  just  before.  Each  day,  for 
example,  there  is  a constant  percentage 
lost  of  the  preceding  day’s  level.  In  speak- 
ing of  radioactivity,  we  describe  these 
curves  in  terms  of  a haLf-hfe.  The  half- 
life  of  bilirubin  in  the  human  being  with  a 
relieved  obstruction  is  about  seventeen  days. 
If  her  level  were  20  mg.  per  100  ml.,  in 
seventeen  days  we  can  expect  it  to  be  10 
mg.,  and  seventeen  days  later  than  that 
we  can  expect  it  to  be  5 mg.,  and  seventeen 
days  later  than  that  we  can  expect  it  to  be 
2.5  mg.i  This  is  not  an  absolute  relation- 
ship, but  it  gives  an  indication  of  the  rate  at 
which  the  bilirubin  level  ought  to  drop  with 
complete  relief  of  bihary  obstruction. 

Did  this  woman  have  a stone?  I don’t 
see  any  reason  to  presume  she  did.  She 
had  no  history  of  biliary  disease,  and  she 
had  no  pain.  There  is  nothing  in  the 
world  to  make  us  suspect  a stone,  except 
a casual  mention  of  some  opacities  in  one 
x-ray  film.  On  the  other  hand,  any  surgeon 
who  has  been  around  a few  years  has  seen 
patients  who  had  presented  no  more  symp- 
toms than  this  and  who  had  stones  impacted 
in  the  common  duct.  We  can’t  rule  it  out; 
it  must  remain  a remote  possibility.  Ac- 
tually this  description  fits  a tumor.  Where 
is  the  tumor?  It  could  be  in  the  pancreas, 
because  carcinoma  of  the  pancreas  is 
notoriously  silent.  In  the  region  of  the 
ampulla,  tumors  behave  somewhat  dif- 
ferently. Because  they  tend  to  slough 
from  time  to  time,  one  gets  a fluctuating 
type  of  jaundice  which  suggests  stone  far 
more  than  it  does  a tumor.  The  ampuUary 
carcinomas  tend  to  bleed  more.  Although 
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this  woman  was  bleeding,  we  already  have 
two  explanations  for  that.  I think  there 
is  no  particular  reason  to  suspect  ampuUary 
carcinoma.  She  could  have  a carcinoma  of 
the  gallbladder,  the  common  bile  duct,  or 
the  bile  ducts  in  the  intrahepatic  portion. 
She  could  have  a primary  hepatoma  or  she 
could  have  metastatic  deposits  in  the  liver. 
In  speculating  as  to  which  of  these  was 
present,  we  have  little  information  of 
value  on  which  to  make  the  choice.  We 
will  fall  back  on  probabilities. 

Carcinoma  of  the  gallbladder  is  much 
rarer  in  patients  over  seventy  than  most 
of  us  think.  Of  all  the  carcinomas  of  the 
gallbladder  only  about  5 per  cent  are  in 
patients  over  seventy.  Most  of  the  pa- 
tients, and  it  varies  with  the  series  that  you 
read,  with  carcinoma  of  the  gallbladder 
have  had  symptomatic  cholelithiasis;  the 
percentage  varies  between  70  and  90  per 
cent.  Sainburg  and  Garlock  in  1949^  re- 
viewed 65  cases,  only  1 of  whom  lived  more 
than  five  years  after  the  diagnosis  had  been 
made.  Carcinoma  of  the  gallbladder  can 
produce  large  masses  in  the  region  where 
this  woman  did  have  a large  mass.  I would 
tend  on  the  basis  of  her  age  and  in  the 
absence  of  previous  history,  to  put  this 
diagnosis  fairly  well  down  the  list.  There  is 
another  possibility;  she  may  have  had  a 
benign  common  bile  duct  tumor.  There 
are  73  of  them  in  the  world  literature,  or 
were,  as  of  last  year.  In  reviewing  these 
I find  that  pain  is  a prominent  feature  in 
this  disease.  Four  out  of  5 of  the  patients 
reviewed  in  the  past  have  had  pain  as  their 
initial  complaint.  Two  out  of  5 of  such 
patients  have  had  intermittency  of  their 
jaundice  which  our  patient  did  not  have. 
Two  out  of  5 of  these  patients  had  a major 
complaint  of  weight  loss,  which  our  patient 
did  not  have. 

I think  on  the  whole  that  the  diagnosis 
of  a benign  common  bile  duct  tumor  would 
be  an  extremely  difficult  one  to  make  on  the 
basis  of  probability,  signs,  symptoms,  and 
outcome.  The  malignant  common  bile  duct 
tumors  are  rarer  than  gallbladder  car- 
cinoma. There  is  about  one  common  bile 
duct  carcinoma  to  every  three  gallbladder 
carcinomas.  These  tumors  are  very  flighty 
in  their  behavior,  and  I recall  only  a few 
that  I have  seen.  Two  of  these  showed 
total  obstruction  of  the  ductal  system  in 
half  of  the  liver  with  perfect  function  on 


the  other  side,  making  their  chemistries  ex- 
tremely interesting.  Dr.  Green  of  the  medi- 
cal staff  of  the  Fourth  Division  at  Belle- 
vue Hospital  some  years  ago  at  a CPC  made 
the  diagnosis  of  an  intrahepatic  bile  duct 
tumor  obstructing  one  bile  duct  while  the 
other  was  intact.  This  was  a real  tour  de 
force  that  I wish  I could  repeat  for  you 
today,  but  I don’t  believe  the  evidence  is 
there.  Did  she  have  a primary  carcinoma 
of  the  liver?  She  might  have.  Most  of 
the  people  in  this  continent  who  have 
primary  hepatoma  have  it  on  the  basis  of  a 
pre-existing  cirrhosis  of  which  she  showed 
no  evidence.  So  far  as  I am  aware,  people 
do  not  develop  primary  hepatoma  on  the 
basis  of  a cardiac  cirrhosis.  This  woman 
had  fever,  she  had  no  pain,  she  had  a mass, 
purpura,  gastrointestinal  bleeding,  and 
coma.  I believe  I would  have  to  plump 
tor  a primary  hepatoma.  I am  disappointed 
that  the  surgeons  didn’t  have  a look  be- 
cause actually  no  matter  how  bad  the 
situation  is,  I think  most  patients  deserve 
a look  when  the  picture  is  entirely  that  of 
obstructive  jaundice.  May  we  see  the 
x-ray  films  now. 

Otto  Deutschberger,  M.D.:  Films 

taken  during  the  first  admission  in  1961 
showed  generalized  cardiac  enlargement. 
The  aorta  was  widened,  and  there  was  a 
calcific  ring  in  the  region  of  the  arch. 
Pleural  adhesions  were  present  at  the 
right  costophrenic  angle.  A skeletal  survey 
showed  marked  osteoporosis,  but  I do  not 
believe  there  is  a fracture  in  the  fifth  lumbar 
vertebra.  I would  interpret  the  film  as 
showing  hypertrophic  changes  with  some 
condensation  at  the  margins.  As  one  might 
expect,  there  is  calcification  in  the  abdom- 
inal aorta  and  iliac  arteries. 

Dr.  Mixter:  Are  these  calcifications  in 

the  soft  tissue? 

Dr.  Deutschberger:  I don’t  think  so. 

Dr.  Mixter:  Do  you  suppose  this  pa- 

tient had  the  lues  for  which  she  was  treated? 

Dr.  Deutschberger:  No.  The  opac- 

ities are  much  too  low.  To  continue, 
x-ray  films  taken  during  the  second  admis- 
sion show  no  significant  change  in  the 
arteriosclerotic  process.  The  diaphragm  ap- 
pears fixed  by  adhesions.  The  osteoporosis 
is  of  essentially  the  same  degree;  no  cystic 
changes  have  taken  place  in  areas  of  de- 
mineralization. In  a flat  film  of  the  abdo- 
men there  is  a peculiar  shadow  which 
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FIGURE  1.  The  midportion  of  the  common  bile 
duct  is  slightly  dilated  and  contains  an  obstructing 
papillary  tumor. 


someone  interpreted  as  a gallstone.  I am 
more  inclined  to  interpret  it  as  a calcified 
vessel  shadow.  A barium  enculade  showed 
diverticulosis  but  no  real  evidence  of 
diverticulitis.  Probably  the  most  important 
films  are  those  of  the  upper  gastrointestinal 
series.  The  stomach  filled  well.  There 
is  no  obvious  alteration  in  the  duodenal 
bulb  or  in  the  sweep  of  the  duodenum. 
I cannot  see  any  mucosal  defect  in  the 
esophagus,  stomach,  duodenum,  or  proximal 
jejunum. 

However,  there  is  an  indentation  of  the 
posterior  wall  of  the  calcified  aorta.  I 
must  interpret  this  as  pancreas. 

Dr.  Mixter:  Normal  pancreas? 

Dr.  Deutschberger:  The  pancreas  is 

very  flat.  If  there  were  an  aneurysm  of 
the  aorta,  it  would  be  pushed  up.  The 
indented  area  is  very  weU  defined  and  cir- 
ciunscribed.  I would  not  rule  out  the 
possibility  of  carcinoma  of  the  pancreas. 

Vincent  de  Angelis,  M.D.:  Could  that 

indented  lesion  represent  lymph  nodes 
replaced  by  metastatic  tumor? 

Dr.  Deutschberger:  That  is  another 

possibility  which  I can  neither  confirm  nor 
exclude. 

Dr.  Mixter:  The  x-ray  films  have  not 

altered  my  basic  view.  If  I were  to  be 
influenced  by  the  films,  I think  it  would  most 
likely  be  by  something  in  the  region  of 
the  ampulla  of  Vater,  and  this  is  not  too 
well  visualized  in  these  films. 


Clinical  diagnosis 

Carcinoma  of  head  of  pancreas  or  ampulla 
of  Vater 

Dr.  Mixter's  diagnoses 

1.  Primary  hepatoma 

2.  Diffuse  nephrosclerosis  with  super- 
imposed pyelonephritis 

3.  Secondary  parathyroid  hyperplasia 

Pathologic  report 

Victor  Tchertkoff,  M.D.:*  When  this 
case  was  first  presented  at  our  intrade- 
partmental  gross  organ  review,  we  were 
frankly  perplexed.  Jaimdice  was  evident, 
and  the  gallbladder  was  thickened  and 
inflamed  and  contained  many  faceted  gall- 
stones. The  common  bile  duct  was  moder- 
ately dilated  in  its  proximal  portion.  Two 
centimeters  of  the  midportion  of  the  com- 
mon bile  duct  had  been  excised  by  the 
prosector  for  rapid  sectioning.  The  re- 
mainder of  the  conunon  bile  duct  was 
normal.  Accordingly,  our  initial  impres- 
sion was  that  the  patient  had  had  a stone 
impacted  in  the  common  bile  duct,  which 
had  produced  both  obstruction  and  bleeding. 

However,  when  the  rapid  sections  of  the 
missing  2 cm.  of  common  bile  duct  came 
through,  it  was  evident  that  the  lesion  was 
an  adenocarcinoma.  Reconstruction  of  the 
specimen  after  fixation  revealed  a small, 
raised,  papillary  obstructing  neoplasm  no 
more  than  1 cm.  in  any  dimension  arising 
in  the  midportion  of  the  common  bile 
duct  (Fig.  1).  The  adenocarcinoma  showed 
a papillary  architecture  on  its  luminal 
aspect  (Fig.  2A)  and  an  infiltrative  pattern 
as  it  penetrated  the  wall  of  the  duct  (Fig. 
2B).  The  regional  lymph  nodes  and  retro- 
aortic  nodes  were  enlarged  and  contained 
secondary  deposits  of  tumor  (Fig.  3).  The 
fiver  was  free  of  metastases  but  did  show 
ascending  cholangitis.  The  kidneys  were 
the  seat  of  severe  pyelonephritis  and  marked 
arteriolonephrosclerosis;  bile  casts  were 
present  in  the  tubules.  A fibrinous  per- 
icarditis was  attributed  to  uremia.  Nu- 
merous diverticula  were  present  in  the  colon. 
The  parathyroids  were  not  enlarged.  To 
jell  this  case,  we  felt  that  she  had  an  obstruc- 

♦ Pathologist  in  Charge,  Metropolitan  Hospital;  Associate 
Professor  of  Pathology,  New  York  Medical  College. 
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' FIGURE  2.  (A)  Tumor  exhibits  poorly  differentiated  papillary  pattern  near  its  luminal  aspect.  (B)  Base  of 
tumor  displays  infiltrative  pattern. 


tive  jaxindice  due  to  a carcinoma  of  the  com- 
mon bile  duct,  bile  nephrosis,  and  arteri- 
olonephrosclerosis,  which  accounts  for  the 
hypertension,  chronic  pyelonephritis,  and 
uremia. 

The  bleeding  must  be  explained.  There 
are  three  possible  causes  for  the  bleeding. 
We  found  no  frank  blood  in  the  gastro- 
intestinal tract  at  autopsy.  This,  of  course, 
makes  the  cheese  a little  more  binding. 
As  Dr.  Mixter  postulated,  the  bleeding 
originally  could  have  been  on  the  basis  of 
diverticulosis,  and  this  could  have  explained 
some  of  the  initial  symptoms.  The  ter- 
minal bleeding  was  more  likely  on  the 
I basis  of  uremic  gastritis  and  imemic  enter- 
itis aggravated  by  a markedly  prolonged 
prothrombin  time. 

Compiling  the  statistics  of  Brown  et  al.^ 
in  reference  to  extrahepatic  biliary  car- 
cinoma, the  clinical  signs  shown  in  Table 
I are  the  most  common.  The  clinical 
i record  was  not  very  specific,  and  it  is 
1 possible  that  the  patient  had  pain  and  loss 
of  weight.  Anorexia  and  nausea  were 
I missing.  Hepatomegaly  was  present;  the 
I direct  bilirubin  was  elevated,  and  floc- 


culation tests  showed  negative  results. 
This  latter  point  is  most  helpful  in  ruling 
out  cirrhosis  and  subsequent  hepatoma. 
Urobilinogen  in  the  urine  could  be  a nega- 
tive finding  and  bile  in  the  urine  a positive 
one.  The  SCOT  was  elevated  as  it  should 
be  in  extrahepatic  obstruction.  Ascending 
cholangitis  was  felt  by  Thorbjarnarson^ 
to  be  a very  frequent  finding  in  bile  duct 
carcinoma,  and  we  did  find  histologic 
evidence  of  chronic  ascending  cholangitis 
and  cholecystitis. 

Anderson®  has  pointed  out,  as  have 
Brown  et  al.,^  that  jaundice  is  an  early 
finding  in  carcinoma  of  the  extrahepatic 
biliary  tree.  Unfortimately,  despite  the 
fact  that  we  can  detect  it  early,  local 
infiltration  of  the  wall  is  also  a very  early 
occurrence  and  is  foimd  in  90  per  cent  of 
the  cases  that  have  been  operated  on  or 
come  to  autopsy.  Spread  to  regional  lymph 
nodes  occurs  in  50  per  cent  of  the  cases,  and 
this  probably  accounted  for  the  indentation 
of  the  aorta  on  the  lateral  film.  Direct 
invasion  of  the  pancreas  has  been  reported 
in  33  per  cent  of  cases.  In  this  case  the 
pancreas  showed  no  infiltration.  Peritoneal 
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FIGURE  3.  A regional  lymph  node  contains  meta- 
static tumor  with  a pattern  suggesting  dilated 
ducts. 


TABLE  I.  Spread  of  carcinoma  of  extrahepatic 
bile  ducts  (combined) 


Metastases  Per  Cent 


Local  infiltration  of  wall 

90 

Regional  lymph  nodes 

50 

Pancreas;  direct  invasion 

30 

Perineurial  invasion 

39.3 

Hepatic  metastases 

37 

Ovarian  metastasis;  rare; 

reported,  but  without  stromal 

reaction  of  Krukenberg 

Extra-abdominal  spread 

Rare 

invasion  occurs  frequently,  and  hepatic 
metastases  are  common;  they  did  not  occur 
in  this  case.  Ovarian  metastases,  although 
rare,  are  not  of  the  Krukenberg  type 
(Table  II).  Of  interest  is  the  fact  that 
extra-abdominal  spread  is  also  very  rare. 

As  regards  benign  lesions  of  the  ex- 
trahepatic tree,  Baggenstoss'’ found  4 benign 
papillomas  in  1,000  consecutive  autopsies, 
but  they  were  aU  asymptomatic.  Although 
they  do  occur.  Brown  et  alJ  pointed  out  that 
they  found  0.005  per  cent  in  autopsy  re- 
views. These  are  exceedingly  rare  lesions. 
Etiologically,  Brown  and  his  coworkers  dis- 


TABLE  II.  Signs  of  extrahepatic  biliary  car- 
cinoma 

Symptom 

Abdominal  pain  in  75  per  cent  of  cases 
Loss  of  weight  in  72  per  cent  of  cases 
Anorexia  and  nausea  in  50  per  cent  of  cases 
Hepatomegaly  in  65  per  cent  of  cases 
Elevated  bilirubin  direct 
Negative  flocculation  test  results 
No  urobilinogen  in  urine 
Positive  for  bile  in  urine 
Elevated  SCOT 
Decreased  albumin 

Sulfobromophthalein  sodium  retention 
Ascending  cholangitis^ 


count  calculi  as  the  cause  of  extrahepatic 
biliary  cancer.  They  postulate  lambhal 
infestation,  but  this  is  as  yet  unconfirmed. 

I quote  Fortner:* 

The  theory  that  cancer  of  the  extrahepatic 
biliary  tract  is  caused  by  a carcinogen  in  bile 
is  inferentiaUy  supported  by  clinical  studies 
and  experimental  findings.  The  theoretical 
bases  for  the  existence  of  a carcinogen  pro- 
duced or  excreted  by  the  liver  are:  (1)  the 
similarity  in  chemical  structure  of  certain 
carcinogenic  hydrocarbons  and  many  nat- 
urally occurring  steroids  (that  is,  methyl- 
cholanthrene  and  the  bile  acids);  (2)  the  in 
vitro  conversion  of  cholesterol  and  deoxy- 
chohc  and  cholic  acids  to  methylcholan- 
threne;  (3)  the  numerous  possibilities  for 
aberrations  to  occur  in  the  biogenesis  of 
cholesterol,  bile  acids,  and  other  steroids  with 
resultant  formation  of  carcinogenic  com- 
pounds; (4)  the  carcinogenicity  of  cholesterol 
and  bile  acids  for  the  subcutaneous  tissues  of 
the  mouse  and  of  estrogens  for  the  liver  of  the 
hamster;  and  (5)  the  similarity  between 
pathologic  findings  in  cancer  of  the  extra- 
hepatic biliary  tract  in  humans  and  those  of 
experimentally  induced  cancers.  The  ex- 
cretion in  the  bile  of  a hypothetical  carcinogen 
would  be  expected  on  the  basis  that  the  biliary 
route  is  a prominent  means  of  excretion  of 
many  experimental  carcinogens  or  their 
metabolites.  The  specific  nature  of  the 
carcinogen  is  suggested  by:  (1)  the  apparent 
immunity  of  the  extrahepatic  biliary  tract  to 
most  experimental  hepatic  carcinogens;  (2) 
the  relative  specificity  of  some  groups  of 
carcinogens;  (3)  the  production  of  gallbladder 
cancer  in  the  guinea  pig  by  methylchol- 
anthrene,  dibenzanthracene,  cholesterol, 
pitch,  and  tar;  (4)  the  failure  to  demonstrate 
carcinogenic  agents  for  most  cancers  occurring 
in  humans;  and  (5)  the  relatively  few  re- 
ported instances  of  multiple  primary  cancers 
in  humans  in  which  one  of  the  primary  lesions 
has  been  the  biliary  tract. 

The  effect  of  gallstones  on  the  induction  of 
gallbladder  cancer  may  be  either  that  of 
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localizing  or  potentiating  the  effect  of  a 
biliary  carcinogen.  On  the  other  hand,  the 
possibility  exists  that  gallstones  may  form 
subsequent  to  the  initiation  of  the  cancer. 
Any  carcinogenic  activity  of  gallstones  or  of 
bile  should  be  detectable  by  the  use  of  an  ex- 
perimental animal  in  which  cancer  of  the 
gallbladder  can  be  produced  by  a standard 
control  method. 

Do  we  have  any  comments? 

Alfred  Vogl,  M.D.:  What  caused  the 

enlargement  in  the  liver? 

Dr.  Tchertkoff:  She  had  an  ascending 

cholangitis. 

Question:  How  do  you  explain  the 

hemiparesis? 

Dr.  Tchertkoff:  We  did  not  have 

permission  to  examine  the  brain.  I must 
postulate  that  this  seventy-seven-year-old, 
hypertensive,  arteriosclerotic  woman  suf- 
fered a cerebral  vascular  accident. 

Dr.  Mixter:  May  I quote  Thorbjarnar- 

son?  This  was  my  second  diagnosis,  and 
one  I really  thought  about,  but  it  is  so  rare 
I thought  I would  throw  it  out  on  the  basis 
of  rarity.  Thorbjarnarson'*  pubhshed  a 
review  of  carcinoma  of  the  bile  ducts, 
comprising  31  patients,  19  of  them  men  and 
12  women.  The  youngest  patient  was 
forty-six  years  of  age,  and  most  of  them  were 
in  the  fifty-  to  sixty-year  age  group.  Ex- 
foliative cytologic  study  on  the  duodenal 
aspirates  is  a grossly  neglected  type  of 
examination  and  I think  one  that  should 
be  performed  more  often.  There  were  no 
ten-year  survivors  in  any  series  that  I 
reviewed. 


Hazardous  houseplant 

A decorative  houseplant,  termed  Dieffen- 
bachia  and  sometimes  called  “dumb  cane,” 
can  produce  “alarmingly  severe”  symptoms 
if  taken  into  the  mouth. 

A child  or  uninformed  adult  could  be  sub- 


Anatomic diagnoses 

1.  Adenocarcinoma  of  the  common  bile 
duct,  midportion 

2.  Ascending  cholangitis 

3.  Cholelithiasis 

4.  Diverticulosis,  sigmoid 

5.  Uremic  gastritis  and  enteritis 

6.  Chronic  pyelonephritis,  severe,  with 
arterionephrosclerosis 

7.  Bile  nephrosis 

8.  Fibrinous  pericarditis 
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jected  to  unnecessary  sickness  or  death  by 
ingestion  of  this  common  potted  plant,  ac- 
cording to  an  article  in  a recent  issue  of  the 
Journal  of  the  American  Medical  Association. 

Ingestion  may  result  in  severe  corrosive 
burns  of  the  mouth,  throat,  esophagus,  and 
stomach.  Generalized  complications  arise  from 
absorption  of  its  main  toxic  component, 
oxalate. 
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Cholera 
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A disease  that  begins  where  other 
Diseases  end,  with  Death — Magendie 


T HE  CHOLERA  pandemics  that  scourged 
the  world  in  the  first  half  of  the  nineteenth 
century  began  in  the  Bengali  basin  and 
spread  as  far  and  as  rapidly  as  man  was 
then  able  to  travel.  Cholera  is  stUl  endemic 
today  in  Bengal  and  persists  in  widely 
scattered  areas  of  China.  The  necessity  for 
and  the  speed  of  travel  in  this  age  of  inter- 
dependence has  eliminated  any  possibility  of 
localizing  the  disease.  This  was  force- 
fully proved  in  the  Egyptian  outbreak  of 
1947,  when  33,000  cases  were  reported  with- 
in three  months,  and  2 out  of  3 victims 
died.  Until  cholera  can  be  eradicated  at 
its  Asiatic  origins,  the  threat  of  infection  in 
Americans  at  home  or  abroad  will  remain. 
Not  only  is  the  disease  extremely  con- 
tagious, but  there  is  no  effective  antimicro- 
bial agent  available,  and  the  mortality  of 
even  properly  treated  clinical  cases  ap- 
proaches 50  per  cent.  Although  the  clini- 
cian in  North  America  will  rarely,  if  ever, 
have  to  manage  a case,  he  will  certainly  be 
called  on  to  advise  or  reassure  the  growing 
number  of  tourists,  soldiers,  migrants,  and 
businessmen  exposed  to  the  disease. 

• Present  addreea:  NAMRU  3 FPO  540  New  York,  New 
York. 


Pathologic  features 

The  havoc  wreaked  in  its  victims  by 
cholera  is  frequently  more  evident  to  the 
chnical  pathologist  than  to  the  histologist. 
Hematologic,  biochemical,  immimologic,  and 
bacteriologic  measurements  are  usually 
grossly  deranged,  whereas  alterations  in 
morbid  anatomy  may  be  minimal.  The  etio- 
logic  agent  is  a motile,  gram-negative  bacil- 
lus, shaped  hke  a comma  (Vibrio  comma  or 
cholerae),  with  a single  polar  flagellum. 
Several  related  vibrio  strains  (that  is,  non- 
agglutinating or  N.A.G.  strains)  have  been 
occasionally  isolated  in  choleraic  stools 
but  may  be  differentiated  from  the  patho- 
genic V.  cholerae  by  immimologic  technics. 
The  bacterium  causing  cholera  is  agglu- 
tinated by  O group  I type  serum.  Alter- 
nate methods  of  identification  utihzing  the 
antigen-antibody  principle  include  comple- 
ment-fixation and  visualization  of  bacteri- 
olysis in  vivo- — ^the  Pfieffer  phenomenon. 
Fermentation  and  hemolysin  reactions  are 
the  bases  for  definitive  identification  and 
separation  of  the  true  V.  cholerae  from  the 
mildly  pathogenic  El  Tor  strain. 

Contamination  with  the  organism  occurs 
when  water  and  linen  supphes  are  fouled  by 
the  feces  and  vomitus  of  choleraic  victims. 
Chronic  carriers  do  not  exist,  and  animal 
reservoirs  have  not  been  reported.  Trans- 
mission is  via  the  oral  route  and  may  occur 
by  drinking  infected  water  (Fig.  1),  by  eating 
fruits  or  vegetables  tarnished  with  infected 
night  soil  or  insects,  and  by  direct  hand-to- 
mouth  means  in  unhygienic  individuals. 
Since  the  bacterium  is  destroyed  in  an  acid 
medium,  ingestion  of  a large  quantity  of 
water  facihtates  its  survival  by  diluting 
gastric  acidity.  Multiplication  of  the  vibrio 
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FIGURE  1.  Plaque  marking  home  of  John  Snow, 
I Queen  Victoria’s  obstetric  anesthetist,  who  proved 
I that  cholera  is  water-borne  while  he  was  investigat- 
ing the  Broad  Street  pump  outbreak  in  London  in 
1 1854.  Forty  years  passed  before  Koch  discovered 

1 the  causative  organism,  V.  cholerae. 

! appears  to  be  most  rapid  in  achlorhydric 
[ patients,  and  low  or  absent  gastric  acidity 
1 has  been  found  in  over  70  per  cent  of  those 
with  clinical  cholera. 

j The  organism  multiplies  in  the  alkaline 
! small  intestine,  secreting  a powerful  enter- 
! otoxin  which  produces  copious  liquid  ex- 
creta (the  characteristic  “rice-water”  stools) 
I via  hypersecretion  of  the  intestinal  glands 
I and  increased  permeability  of  damaged 
j capillaries.  The  stools  have  no  fecal  quality 
and  lack  even  protein,  the  albumin  secretion 
of  the  small  intestine  being  almost  entirely 
reabsorbed  in  the  colon.  The  total  volume 
of  excreta  may  exceed  10  L.  in  twenty-four 
hours,  representing  a loss  of  over  60  per 
cent  of  available  extracellular  fluid.  Con- 
I tinuous  vomiting  compoimds  the  electrolyte 
imbalance  (Table  I).  Hemoconcentration, 
with  prolongation  of  the  circulation  time, 
and  oliguria  inactivate  the  normal  respira- 
I tory  and  renal  compensatory  mechanisms. 

I During  the  terminal  uremic  phase,  phos- 
; phate  and  sulfate  retention  accentuate  the 
acidosis. 

r The  gross  and  microscopic  tissue  altera- 
I tions  in  the  choleraic  victim  during  the 
uremic  phase  are  nonspecific.  As  in  imemia 
from  any  cause,  vascular  congestion  and 
edema  are  prominent  in  bowel,  brain,  heart, 
and  limgs.  The  kidneys,  however,  pre- 
sent a characteristic  pattern  of  gross  cortical 
necrosis,  with  no  involvement  of  the  medul- 
lary tubules. 

The  cholera  victim  who  dies  in  collapse  fol- 
> lowing  voluminous  “rice-water”  stools  bears 


TABLE  I.  Changes  in  laboratory  findings  in  severe 
cholera 


Blood  Finding 

In 

Cholera 

Patients 

In 

Normal 

Persons 

Sodium  (mEq./L.) 

125 

140 

Potassium  (mEq./L.) 

1 . 9 to  3 . 5 

3 . 5 to  5 . 0 

Chloride  (mEq./L.) 
Carbon  dioxide 

115 

102 

(mEq./L.) 

15 

28 

pH 

7.28 

7.40 

Specific  gravity 

1.070 

1.050 

the  scars  of  local  toxin  damage  and  gener- 
alized dehydration.  Scattered  areas  of  sur- 
face hemorrhage  interspersed  with  foci  of 
lymphoid  hyperplasia  cover  the  mucosal 
surface  of  the  small  bowel.  Peyer’s  patches 
in  the  terminal  ileum  are  visibly  hypertro- 
phied. On  histologic  section  the  villi  are 
seen  to  be  flattened  and  denuded  of  their 
epithelium,  while  the  entire  mucosa  and 
submucosa  are  infiltrated  with  neutrophils 
and  lymphocytes.  There  is  rapid  degenera- 
tion of  intestinal  pathologic  changes,  and  a 
necropsy,  to  be  valid,  must  be  done  within 
six  hours  post  mortem.  Lymphoid  pro- 
liferation is  also  evident  in  the  thymus, 
spleen,  and  mesenteric  nodes. 

The  renal  cortex  is  pale,  with  patchy  areas 
of  advanced  ischemia,  while  the  medulla  is 
congested.  The  adrenals  appear  normal 
on  the  usual  macroscopic  and  microscopic 
examination,  but  Upoidophilic  stains  re- 
veal a marked  depletion  in  cortical  choles- 
terol and  ketosteroids.  The  remaining  tis- 
sues and  organs  of  the  body  show  the  ef- 
fects of  marked  interstitial  fluid  loss  and 
intravascular  hemoconcentration.  They  are 
uniformly  dry,  pale,  and  shrunken,  with  dis- 
tended vascular  channels  full  of  thick,  dark 
blood  and  multiple  foci  of  petechial  hemor- 
rhage. 

Clinical  manifestations 

Although  the  course  of  cholera  is  tradition- 
ally divided  into  five  stages,  there  is  rarely 
any  clear  demarcation  between  them.  The 
initial  indication  of  infection  is  usually  the 
sudden,  explosive  onset  of  copious  diarrhea 
in  a previously  healthy  person.  Since  the 
Incubation  Period  lasts  from  one  to  three 
days,  the  physician  in  the  temperate  zone 
may  see, the  first  features  of  the  disease  in 
recent  air  travelers.  During  this  first  phase 
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the  patient  is  usually  completely  asympto- 
matic but  may  notice  mUd  premonitory 
diarrhea  and  vague  malaise. 

The  Stage  of  Evacuation  begins  suddenly 
with  voluminous,  foul  bowel  movements, 
which  soon  become  free  of  feces  and  attain 
the  characteristic  “rice-water”  color.  The 
evacuation  may  continue  almost  unabated 
for  from  two  to  twelve  hours,  with  the  fluid 
excreted  exceeding  5 L.  Vomiting  may  be 
constant,  but  there  is  usually  neither  nausea 
nor  retching.  As  dehydration  and  electro- 
lyte imbalance  become  more  severe,  ex- 
cruciating muscular  cramps  and  spastic 
rigidity  are  prominent.  Tenesmus  rarely 
occurs. 

Profound  shock  ensues  in  the  majority  of 
cases,  and  the  patient  in  the  Stage  of  Collapse 
presents  the  moribund  picture  noted  by 
Magendie.  The  skin  is  moist  and  cold, 
with  cyanosis  of  the  nails  and  lips.  There 
is  a generalized  shrinking  and  wrinkling  of 
the  dehydrated  skin,  most  pronounced  on 
the  fingers  and  face.  The  characteristic  ap- 
pearance of  the  hand  has  been  referred  to  as 
“washer-woman’s  fingers,”  while  the  sunken, 
dark-rimmed  orbital  cavities,  upturned  eyes, 
and  pinched  nose  make  up  the  classic  “hippo- 
cratic  facies.”  The  patient  is  dyspneic  and 
hypotensive,  with  an  impalpable  arterial 
pulse.  Vomiting  and  diarrhea  abate,  but 
oliguria  or  total  anuria  often  develops. 

Collapse  may  persist  for  from  several 
hours  to  several  days,  and  those  who  survive 
enter  the  Stage  of  Reaction,  characterized  by 
a recovery  of  formed  stool,  urinary  flow, 
pulse,  blood  pressure,  and  skin  turgor  and 
color.  The  patient  may  develop  the  pattern 
of  pyrexia,  with  flushing  of  the  skin  and 
delirium  referred  to  as  “cholera  typhoid.” 
During  this  phase  pulmonary  edema 
and  pneumonitis  are  frequent  and  often 
fatal  complications  if  untreated.  The  major- 
ity however,  recover  uneventfully  within 
from  four  to  five  days. 

Some  10  to  20  per  cent  of  patients,  how- 
ever, redevelop  oliguria  and  anuria  for  a 
reason  as  yet  unknown.  The  Stage  of 
Uremia  may  be  the  end-result  of  the  severe 
renal  cortical  damage  described  in  the 
section  on  pathologic  features.  The  evi- 
dence available  does  not  indicate  that  the 
hypotension  and  intravascular  hemolysis  in 
the  Stage  of  Collapse  cause  tubular  necrosis 
(lower  nephron  nephrosis)  in  choleraic 
victims.  The  clinical  features  during  this 


phase  are  those  of  nonspecific  renal  failure, 
and  almost  all  who  enter  this  stage  die.  In 
a large  Indian  series  of  inadequately  treated 
choleraic  patients  65  per  cent  succumbed 
during  the  Stage  of  Collapse,  23  per  cent 
during  the  Stage  of  Reaction,  and  15  per 
cent  in  the  Stage  of  Uremia. 

Diagnosis 

The  full-blown  clinical  picture  of  cholera 
coupled  with  a history  of  exposure  can  be 
confused  with  few  other  diseases.  The 
absence  of  nausea,  abdominal  pain,  tenes- 
mus, and  retching  easily  differentiate  it  from 
the  dysenteries  or  food  poisoning.  How- 
ever, confirmation  of  the  diagnosis  by  identi- 
fication of  the  V.  cholerae  is  not  only  de- 
sirable for  the  clinician  but  also  is  essential 
for  the  public  health  officer. 

The  organism  may  be  seen  by  direct 
microscopy  of  the  rice-water  stools  or 
vomitus.  Since  the  V.  cholerae  is  about 
half  the  size  (1.5  to  2 mm.)  of  the  tubercle 
bacillus,  oil  immersion  on  the  lens  is  neces- 
sary. The  characteristic  darting  move- 
ments of  the  bacterium  are  seen  best  in 
hanging  drop  preparations  on  dark-field 
examination.  The  head-to-tail  connections 
of  a chain  of  vibrios  may  occasionally  pro- 
duce the  distinctive  “fish-in-stream”  appear- 
ance of  S-shaped  curves.  Gram  stain  shows 
negative  results,  and  carbolfuchsin  dye 
illuminates  the  characteristic  comma  shape 
with  a terminal  flagellum.  Cultures  posi- 
tive for  V.  cholerae  may  be  obtained  within 
eight  hours,  using  an  aerobic  1 per  cent  pep- 
tone medium  at  alkaline  pH  (optimal,  8.5). 
V.  cholerae  may  be  found  in  the  stools  of 
asymptomatic  “contact  carriers”  for  as  long 
as  forty -two  days  after  an  attack.  Definitive 
identification  of  the  organism  requires  ag- 
glutination with  O group  I antisera.  A 
rising  titer  of  O agglutinins  in  the  patient’s 
serum  provides  alternative  evidence  of 
choleraic  infection  and  is  a technic  espe- 
cially useful  for  retrospective  diagnosis  after 
the  stool  is  vibrio-free. 

Treatment 

Antibiotics  have  not  significantly  altered 
the  clinical  course  of  cholera.  Despite  the 
extreme  sensitivity  of  the  vibrio  to  a wide 
spectrum  of  antibiotics  in  vitro,  numerous 
therapeutic  trials  on  choleraic  patients  have 
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failed  to  demonstrate  a reduction  in  either 
mortality  or  dm-ation  of  symptoms. 

Intravenous  replacement  of  body  fluids 
and  electrolytes  is  the  only  effective  therapy 
available.  The  basic  regimen  of  saline  and 
bicarbonate  solution  has  not  been  altered 
since  Rogers  introduced  it  a half  century 
ago.  The  quantities  administered  are  deter- 
mined by  the  specific  gravity  of  the  blood, 
which  is  measured  by  determining  the  point 
of  flotation  of  a drop  of  blood  in  a glycerin 
or  copper  sulfate  solution  of  known  specific 
gravity.  Whereas  normal  blood  specific 
gravity  is  approximately  1.054,  the  level 
in  a collapsed  cholera  patient  may  exceed 
1.074.  Several  liters  of  fluid  should  be  in- 
fused in  the  initial  hours,  with  a continuous 
but  slower  drip  to  follow.  Hourly  blood 
specific  gravity  determinations  should  be 
done  to  avoid  the  complications  of  over- 
transfusion. Because  of  the  rapidity  of  elec- 
trolyte loss  and  the  frequent  anuria,  blood 
pH  and  carbon  dioxide  content  provide  more 
vahd  measurements  of  choleraic  acidosis 
than  urinary  tests.  Electrolyte  deficits 
should  be  replaced  via  the  infusion  rather 
than  by  mouth. 

Pressor-agents  may  be  required  if  hypo- 
tension is  not  corrected  sufficiently  by  fluid 
replacement.  Steroid  therapy  appears  to 
have  a rational  basis  in  view  of  the  adreno- 
cortical damage  noted  previously,  but  ade- 
quate clinical  investigations  of  its  use  have 
not  yet  been  done. 

A cholera  vaccine  is  available,  and  visitors 
to  areas  where  cholera  is  endemic  should  be 


Common  sense  rules  in  disaster 

Civil  defense  leaders  should  be  instrumental 
in  guaranteeing  that  food  or  water  is  never  dis- 
carded because  of  suspected  radioactive  con- 
tamination. Water  may  well  be  the  limiting 
factor  of  survival.  It  should  be  borne  in  mind 
that  the  fallout  material  in  water  is  mostly  in- 
soluble, that  it  will  settle,  and  that  it  decays. 
It  is  most  unlikely  that  water  supplies  will  con- 
tain dangerous  amounts  of  radioactivity.  Water 


fully  immunized  at  least  ten  days  before 
expected  exposure.  The  protection  elicited 
is  neither  uniform  nor  complete,  but  since 
vaccine  is  the  only  prophylaxis  available, 
it  should  certainly  be  administered  to  anyone 
with  possible  risk  of  infection.  Two  sub- 
cutaneous injections  (0.5  ml.  and  1 ml.) 
a week  apart  are  recommended,  and  tbe 
maximum  antibody  titer  can  be  expected 
about  ten  days  after  the  second  injection. 
Immunity  is  short-lived,  and  a booster  dose 
every  four  to  five  months  is  necessary  to 
maintain  protection.  If  the  patient  is  to 
remain  in  one  area,  it  is  recommended  that 
the  vaccine  be  prepared  from  local  V.  cholerae 
strains.  Impure  drinking  water  should,  of 
course,  be  avoided.  In  the  event  of  a cUnical 
case  being  detected  here,  local  health  and 
quarantine  authorities  should  be  notified  at 
once.  Strict  isolation  should  be  enforced, 
with  sterilization  of  all  linens,  bedpans,  and 
other  utensils,  and  the  excreta  should  be 
disposed  of  only  after  chemical  decontamina- 
tion. 
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should  be  assumed  safe  unless  competent  anal- 
ysis shows  otherwise.  In  true  emergency,  or 
where  survival  is  the  index  of  action,  water  will 
be  consumed  whether  contaminated  or  not. 

Food  should  not  be  discarded  because  of  pre- 
sumed radioactivity.  At  nuclear  weapons  tests, 
canned  goods  and  meat  have  been  exposed  to 
fallout  from  surface  and  undersurface  detona- 
tions. Virtually  all  radioactive  contamination 
was  removed  from  cans  or  cartons  by  brushing 
or  rinsing  the  container.  The  hazard  of  induced 
radioactivity  in  food  is  negligible  and  can  be 
ignored. 
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Bloody  Vomitus 


Case  history 

A sixty -four-year-old  white  female  entered 
the  hospital  with  a history  of  bloody  vomitus 
two  hours  prior  to  admission.  She  had  been 
well  until  six  months  previously  when  she 
was  foimd  to  have  an  endometrial  carcinoma. 
This  was  treated  with  radium  and  pan- 
hysterectomy. She  had  been  completely 
well  imtil  two  hours  before  admission  when 
she  vomited  approximately  a pint  of  blood. 
She  had  had  no  history  of  pain,  previous 
gastrointestinal  bleeding,  or  blood  dyscrasia. 
At  the  time  of  her  previous  surgery,  the  hver 
was  described  as  cobblestone  in  character. 
Past  medical  history,  review  of  systems,  and 
family  history  were  noncontributory.  She 
admitted  to  a moderate  ingestion  of  alcohol. 

Blood  pressure  was  96/40  mm.  Hg,  pulse 
was  92,  and  respirations  were  20.  She  was 
a pale,  elderly  white  female.  Her  skin 
showed  no  evidence  of  spider  nevi.  She  had 
an  occasional  rale  at  the  bases  of  the  Itmgs. 
The  examination  of  her  abdomen  showed 
varied  findings  according  to  the  examiner. 
One  examiner  described  no  liver  or  spleen 
palpable  but  found  a poorly  defined  upper 
abdominal  nonpulsatile  midline  mass.  An- 
other examiner  described  a 2-fingerbreadth 
liver.  The  remainder  of  the  examination 
was  not  imusual  except  that  she  had  spoon- 
shaped naUs.  Her  hematocrit  was  28  and 
her  hemoglobin  9.8  Gm.  per  100  ml.  The 
urine  showed  15  to  20  red  blood  cells  per 
high-power  field,  5 to  10  white  blood  cells 
per  high-power  field,  and  a 1 plus  albumin. 
Her  prothrombin  time  was  normal,  and 
albumin  was  2.9  mg.,  globulin  2.6  mg.,  and 


bilirubin  1.6  mg.  per  100  ml.,  half  of  which 
was  direct.  Her  electrolytes  were  normal. 
The  cephahn  flocculation  was  2 plus  in 
forty -eight  hours. 

Radiologic  discussion 

Theodore  Perl,  M.D.*;  The  barium 
meal  study  shows  foreign  material  in  the 
stomach  which  could  be  food  or  blood.  This 
interferes  with  the  demonstration  of  portions 
of  the  stomach,  but  there  are  some  definite 
findings.  On  the  prone  film  (Fig.  lA)  we 
see  the  lower  end  of  the  esophagus,  and  on 
this  film  it  looks  normal.  On  the  lesser 
curvature  side  of  the  fundus  (Fig.  1,  A and  B) 
just  above  the  cardia  there  is  a constant 
indentation  with  mucosa  apparently  dis- 
placed inward  over  the  defect.  There  is 
also  evidence  of  extrinsic  pressure  on  the 
upper  surface  of  the  fundus.  These  findings 
are  demonstrated  fairly  consistently. 

The  rest  of  the  stomach  looks  quite 
flexible.  With  the  reservation  that  the 
mucosa  is  not  demonstrated  as  well  as  we 
would  hke  because  of  the  foreign  material, 
I do  not  see  any  other  abnormahties.  The 
duodenal  cap  and  loop  appear  normal. 

On  the  lateral  projection  of  the  stomach 
(Fig.  2)  the  defect  is  within  its  contour  and 
is  not  as  well  seen  as  when  in  profile.  Occa- 
sionally, the  edge  of  the  left  lobe  of  the  liver 
can  press  into  the  stomach  producing  a 
defect.  This  ordinarily  has  a more  rounded 
configuration.  I think  that  what  we  see 

* Clinical  Assistant  Professor  of  Radiology,  State  Univer- 
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FIGURE  1.  Roentgenograms  of  stomach.  (A)  Prone  view  showing  supracardiac  filling  defect  in  profile. 
(B)  Oblique  view. 


here  represents  a pathologic  defect. 

Considerable  attention  was  paid  to  the 
lower  end  of  the  esophagus.  Numerous 
spot  films  were  made,  but  I do  not  see 
anything  intrinsically  abnormal  in  the 
esophagus. 

The  problem  now  is  to  decide  whether  the 
filling  defect  is  intrinsic  or  extrinsic.  Cer- 
tainly, we  are  influenced  by  the  history  of 
bleeding  to  lead  us  toward  considering  it 
intrinsic.  Part  of  the  pathologic  condition 
is  extrinsic.  I think  that  there  is  a strong 
possibility  that  that  part  of  the  defect  at  the 
lesser  curvature  of  the  fundus  is  intrinsic. 
However,  it  is  possible  that  the  defect  is 
entirely  extrinsic  and  that  there  is  an  ulcera- 
tion of  the  mucosa  that  we  cannot  demon- 
strate because  of  the  foreign  material  in  the 
stomach.  One  would  have  to  consider  that 
this  is  carcinoma  arising  in  the  mucosa  of  the 
stomach  and  that  at  least  part  of  the  fiUing 
defect  represents  a mass  of  involved  lymph 
nodes  or  direct  invasion  beyond  the  stomach. 

The  second  possibility  is  that  it  may  be  a 
bizarre  form  of  metastasis  from  the  carci- 
noma of  the  endometrium  that  could  im- 
plant in  this  location  and  involve  the 
stomach  extrinsicaUy.  This  is  pretty  rare 
but  it  could  happen.  Another  possibility 
would  be  lymphoma  of  the  stomach. 
Usually  there  is  more  diffuse  submucosal 
disease.  I would  not  consider  this  the  first 


possibility  but  would  include  it  in  a differ- 
ential diagnosis. 

If  we  had  the  opportunity,  it  might  be 
worth  while  to  examine  her  again  with  her 
stomach  more  adequately  prepared. 

A physician:  How  about  a leiomyoma? 

Dr.  Perl:  If  it  were  not  for  the  second 
defect  under  the  diaphragm  and  the  irregu- 
larity of  the  margin,  I would  consider  lei- 
omyoma. Usually  they  are  smooth  and 
discrete.  With  such  an  irregular  filling 
defect  one  might  consider  a leiomyosarcoma, 
but  I don’t  think  it’s  that. 

A physician:  How  about  a cluster  of 
gastric  varices? 

Dr.  Perl:  I haven’t  seen  them  without 
associated  varices  in  the  lower  esophagus, 
but  I presume  that  they  can  occur  in  the 
stomach  alone.  The  history  of  alcoholism 
would  lead  one  to  consider  that  in  the 
differential. 

Charles  Bender,  M.D.:  She  was  a 

moderate  drinker  and  had  a nodular  liver. 
I don’t  know  that  she  ever  really  was 
considered  alcoholic. 

A physician:  Do  you  think  the  spleen  is 
big? 

Dr.  Perl:  I think  it  is  within  normal 
limits. 

A physician:  Does  that  help  you  one  way 
or  another  in  terms  of  whether  these  are 
gastric  varices? 
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FIGURE  2.  Lateral  view  showing  defect  en  face. 


Dr.  Perl:  Yes,  I would  expect  it  to  be 
enlarged  if  these  were  gastric  varices.  I 
think  the  splenic  shadow  is  only  slightly 
more  prominent  than  usual  and  probably 
within  the  limits  of  normal.  This  would 
influence  me  away  from  varices. 

A physician:  How  many  carcinomas  of 
the  stomach  have  you  seen  with  severe 
upper  gastrointestinal  bleeding? 

Dr.  Perl:  Not  many.  On  the  other 

hand,  I haven’t  seen  varices  without  involve- 
ment of  the  esophagus. 

A physician:  In  my  experience  it  has 

been  extremely  rare  for  a carcinoma  of  the 
stomach  to  present  severe  bleeding.  In 
fact,  I have  trouble  recaUing  such  a case,  and 
so  I am  interested  in  hearing  of  other 
peoples’  experiences. 

A physician:  What  do  you  think  about 
the  marginal  irregularities  of  the  esophagus? 

A physician:  They  are  not  my  idea  of  the 
defects  produced  by  esophageal  varices. 

Alfred  Berne,  M.D.:  I thought  they  were 
esophageal  varices.  I thought  the  spleen 
was  enlarged,  and  I thought  the  mass  in  the 
stomach  represented  gastric  varices.  So 


we’re  in  100  per  cent  disagreement. 

Dr.  Perl’s  Diagnosis 

Carcinoma  of  the  stomach 

Surgical  findings 

Dr.  Bender:  The  patient  continued  to 
bleed.  She  was  examined  with  an  esophago- 
scope,  and  no  varices  were  seen.  At  opera- 
tion she  had  a typical  Laennec’s  cirrhosis 
and  the  spleen  was  enlarged.  At  first,  on 
palpation  of  the  stomach,  it  was  difficult  to 
feel  anything  at  the  cardiac  end.  However, 
after  further  palpation  a soft  mushy  “neo- 
plasm” was  palpated  in  the  fundus  of  the 
stomach.  The  stomach  was  opened.  The 
fundic  portion  of  the  stomach  was  exposed 
and  a polypoid  lesion  projecting  into  the 
lumen  of  the  stomach  was  noted.  This 
measured  approximately  2 cm.  in  diameter. 
There  were  tiny  erosions  over  the  surface  of 
this.  As  the  area  was  examined  further,  it 
became  obvious,  looking  at  the  external 
surface  of  the  stomach,  that  there  were 
several  large  varices  on  the  outside  which 
were  contiguous  with  this  mass  as  seen  from 
the  inside.  The  mass  could  be  compressed 
and  represented  a bulbous  varix  which  had 
projected  as  a tumor  mass  into  the  lumen  of 
the  stomach. 

Incidentally,  it  was  possible  to  have  a 
very  clear  view  of  the  esophagogastric 
junction,  and  looking  up  into  the  lower  end 
of  the  esophagus  no  demonstrable  varices 
were  present. 

A physician:  If  you  look  through  the 
literature,  in  those  situations  where  large 
nodular  masses  which  have  proved  to  be 
varices  have  been  demonstrated  in  the 
stomach,  a goodly  number  of  those  did  not 
have  radiographic  evidence  of  associated 
esophageal  varices. 

Surgical  diagnosis 

1 . Laennec’s  cirrhosis 

2.  Gastric  varices 
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Digitalis  and  Resuscitation 


Digitalis  may  produce  deleterious  cardiac 
responses  if  administered  inappropriately 
or  in  excessive  dosage,  especially  in  the 
anesthetized  patient.  It  is  not  usually 
indicated  in  the  management  of  cardiac 
ai:rest. 

Case  report 

A sixty-five-year-old  female  with  diabetes  and 
with  a thrombosed  femoral  artery  and  gangrene 
of  the  toes  was  scheduled  for  a femoral-popliteal 
bypass  graft. 

At  the  time  of  the  admission  physical  examina- 
tion, the  blood  pressure  was  160/90  mm.  Hg, 
pulse  rate  regular  at  85  per  minute,  and  respira- 
tory rate  14  per  minute.  The  heart  sounds 
were  normal.  Neither  popliteal  nor  dorsalis 
pedis  pulses  were  palpated  on  the  affected  ex- 
tremity. Urinalysis  revealed  glucose.  Hemo- 
globin concentration  was  15.4  Gm.  per  100  ml. 
Blood  sugar  was  elevated.  The  “chest  plate” 
revealed  an  unremarkable  cardiac  silhouette. 
Electrocardiographic  examination  indicated  S-T 
and  T-wave  changes  consistent  with  antero- 
lateral myocardial  ischemia.  Arteriography 
confirmed  obstruction  of  the  superficial  femoral 
artery. 

Preanesthetic  medication  consisted  of  pento- 
barbital 100  mg.  given  one  and  one-half  hours 
prior  to  induction  and  meperidine  75  mg.  to- 
gether with  atropine  0.4  mg.  approximately  one- 
half  hour  before  anesthesia  induction.  The 
patient  was  sedated  but  not  depressed. 

Presented  and  discussed  at  a conference  held  at  Bellevue 
Hospital  Center,  New  York  City,  June  4,  1963.  Clinical 
Anesthesia  Conferences  are  held  on  the  first  Monday  of  each 
month. 


Anesthesia  was  induced  with  250  mg.  of  thio- 
pental sodium  intravenously.  Thejpatient  re- 
ceived oxygen  ventilation,  and  orotracheal 
intubation  was  accomplished  with  the  aid  of 
succinylcholine  intravenously.  Anesthesia  was 
then  maintained  with  intermittent  cyclopropane- 
oxygen  and  “top  ether”  by  closed  circle. 

During  the  ensuing  four  and  one-half  hours  of 
surgery  the  blood  pressure  varied  between  145/- 
90  and  110/80  mm.  Hg  and  the  pulse  rate  be- 
tween 64  and  84  per  minute.  Respiration  was 
assisted  or  controlled  throughout,  and  the  pa- 
tient appeared  in  no  apparent  distress.  The 
temperature  in  the  operating  room  was  50  F., 
and  the  patient’s  esophageal  temperature 
gradually  fell  from  98  to  90  F.  Decreasing 
increments  of  cyclopropane  were  administered. 

When  the  arterial  occluding  clamp  was  re- 
leased, within  a minute  the  pulse  and  blood 
pressure  became  unobtainable. 

The  anesthetic  agents  were  discontinued,  and 
the  “light”  mixture  was  flushed  with  oxygen. 
A transfusion  of  500  ml.  of  whole  blood  was 
administered  rapidly  under  pressure.  External 
cardiac  massage  produced  a palpable  pulse  and 
blood  pressure  of  80  mm.  Hg  systolic  by  auscul- 
tation. Phenylephrine  hydrochloride  1 mg.  and 
lanatoside  C (Cedilanid)  0.8  mg.  were  given 
intravenously  and  followed  five  minutes  later 
by  an  additional  0.4  mg.  of  lanatoside  C.  By 
this  time  the  heart  had  resumed  adequate  spon- 
taneous output.  Blood  pressure  was  now 
150/110  mm.  Hg,  and  the  pulse  rate  was  84  per 
minute.  The  patient  had  been  apneic  during 
this  episode. 

She  then  began  to  breathe  deeply  and  to  show 
signs  of  awakening.  The  surgical  procedure  was 
completed  within  the  next  half  hour  with  nitrous 
oxide  and  oxygen  at  a per-minute  flow  ratio  of 
2 L.  to  2 L. 
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At  the  end  of  surgery  the  blood  pressure 
dropped  suddenly  to  80/60  mm.  Hg  while  the 
pulse  rate  rose  to  130  per  minute  and  was  of  an 
inconstant  quality.  Rewarming  was  instituted 
as  nitrous  oxide-oxygen  administration  was 
continued. 

An  electrocardiogram  was  secured  and  showed 
aberrant  ventricular  activity  with  nodal  or  au- 
ricular tachycardia  and  brief  runs  of  ventricular 
extrasystoles  compatible  with  digitalis  intoxica- 
tion. 

An  infusion  containing  60  mEq.  of  potassium 
chloride  was  administered  rapidly.  Within  two 
minutes  sinus  tachycardia  became  the  dominant 
rhythm,  and  within  another  half-hour  the  heart 
had  reverted  to  a normal  sinus  rhythm.  The 
electrocardiogram  was  now  indistinguishable 
from  the  one  taken  preoperatively.  At  this 
time  the  patient’s  esophageal  temperature  was 
still  93  F. 

Rewarming  was  continued.  The  patient  was 
removed  to  an  intensive  therapy  area  and  treated 
with  more  potassium  chloride.  The  electro- 
cardioscope  was  monitored  over  the  next  two 
days,  and  the  patient  was  subsequently  dis- 
charged with  no  overt  cardiac  sequellae. 

Comment 

Although  it  is  uncertain  whether  or  not 
cardiac  arrest  actually  occurred,  it  is  definite 
that  the  sudden  release  of  the  arterial  clamp 
caused  sufficient  “hemorrhage”  into  the 
extremity  to  result  in  profound  cardio- 
circulatory  insufficiency.  Rapid  transfusion, 
cardiac  massage,  and  use  of  vasopressors 
proved  to  be  adequate  resuscitative 
measures.  Reapplication  of  the  clamp  and 
gradual  release  as  advocated  in  a previous 
case  report  should  be  considered.* 

The  rationale  for  lanatoside  C is  not  ap- 
parent. Digitalis  produces,  among  other 
effects,  an  increase  in  myocardial  con- 
tractility in  the  failing  heart  and  a 
heightened  ventricular  irritability.  These 
responses,  one  desirable  and  the  other  not. 


generally  go  hand  in  hand;  the  relation  of 
one  to  the  other,  however,  has  wide  vari- 
ability. Hence,  digitalization  must  be 
individualized  and  titrated  for  each  patient.^ 
Rapid  intravenous  digitalization  with  “fuU” 
doses  of  potent  glycosides  may  produce  grave 
toxic  reactions,  especially  in  the  anesthetized 
patient.  Therefore,  “one-shot”  intravenous 
digitalization  should  be  proscribed  except  for 
highly  limited  indications  and  then  should 
be  attempted  only  with  the  most  stringent 
electrocardiographic  monitoring. 

The  Committee  knows  of  no  significant 
evidence  supporting  the  use  of  digitalis  in 
the  pharmacologic  management  of  cardiac 
arrest  and  indeed,  digitalis  toxicity  might  in- 
crease the  likelihood  of  recurrence  of  ven- 
tricular fibrillation,  a type  of  cardiac  arrest. 

The  effect  of  hypothermia  in  this  case  is 
uncertain.  The  hypothermic  heart  is  more 
irritable  and  is  prone  to  both  spontaneous 
and  induced  ventricular  fibrillation.  How- 
ever, data  derived  from  animal  experiments 
suggest  that  a lowered  body  temperature 
protects  against  digitalis  toxicity.  If  this 
animal  work  is  relevant  for  human  beings,  it 
is  possible  that  the  hypothermia  in  this  in- 
stance may  have  prevented  ventricular 
fibrillation. 
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T HE  StTBCOMMiTTEE  on  Maternal  and  Child 
Welfare  of  the  Medical  Society  of  the  State 
of  New  York  has  collected  reports  on  44 
maternal  fatalities  due  to  rupture  of  the 
uterus  which  occurred  in  various  parts  of 
New  York  State  during  the  past  six  years. 
Analyses  of  these  cases  have  been  made  with 
the  principal  objective  of  highlighting  meth- 
ods of  avoiding  fatalities  in  this  serious 
obstetric  complication. 

The  incidence  of  rupture  of  the  uterus 
varies  considerably  in  various  parts  of  the 
world.  This  variance  is  illustrated  to  some 

♦ Chairman,  Subcommittee  on  Maternal  and  Child  Welfare. 


TABLE  I.  Incidence  of  rupture  of  uterus  in 
different  areas 


Area 

Number 
of  De- 
liveries 

Incidence 
of  Rupture 

United  States  (com- 

bined  reports  from 

four  areas)  * 

193,425 

1 in  1,627 

Chile* 

92 , 757 

1 in  507 

Uganda® 

15,900 

1 in  93 

India  (Madras  Medical 

College)  ’ 

-> 

1 in  415 

degree  in  a few  selected  reports  which  appear 
in  medical  literature  (Table  I).  Eastman* 
feels  the  incidence  in  the  United  States  is 
probably  1 in  2,000  deliveries.  GreenhiU* 
lists  the  most  common  causes  of  traumatic 
rupture  as  version  and  extraction,  neglected 
obstructed  labor,  forceps  delivery  through  an 
undUated  cervix,  and  the  injudicious  use  of 
pituitary  extract. 

Statistical  data 

Age  and  gravidity.  Age  and  gravidity 
of  the  patients  are  presented  in  Table  II. 

Length  of  gestation.  The  week  of 
pregnancy  during  which  the  rupture  oc- 
curred is  shown  in  Table  III. 

Position  and  presentation.  Position 
and/or  presentation  are  given  in  Table  IV. 

Type  of  delivery.  The  types  of  delivery 
are  indicated  in  Table  V. 

Stage  of  labor.  The  stage  of  labor, 
during  which  the  rupture  occurred,  when  the 
reports  were  sufficiently  detailed  to  allow 
judgment  on  these  data  are  recorded  in 
Table  VI.  Some  of  the  best-documented 
reports  convinced  us  that  trying  to  pin- 
point the  time  of  rupture  would  amount  to 
nothing  more  than  guessing. 

Type  of  rupture.  Table  VII  lists  the 
types  of  rupture. 

Associated  prerupture  complications. 
Table  V also  presents  the  complications 
which  were  associated  with  rupture  of  the 
uterus.  The  cases  are  broken  down  accord- 
ing to  type  of  delivery  and  detail  the  cases 
in  which  predehvery  oxytocics  were  em- 
ployed. Of  the  cases,  63.6  per  cent  (28) 
were  autopsied,  and  the  remaining  diag- 
noses were  substantiated  clinically. 

Fetal  survival.  Table  VIII  shows  a 
fetal  salvage  rate  of  45  per  cent.  The  salvage 
of  19  infaints  from  42  fatal  cases  of  rupture  of 
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TABLE  II.  Age  and  gravidity  of  patients 


Age Gravidity  

Number  of  Number  of 

Years  Patients  Per  Cent  Status  Patients  Per  Cent 


21  to  25 

4 

9 

26  to  30 

4 

9 

31  to  35 

14 

32 

36  to  40 

15 

34 

Over  43 

6 

14 

Unknown 

1 

2 

Totals 

44 

100 

* All  multipara 


TABLE  III.  Length  of  gestation 


Week  of  Pregnancy 

Number  of  Patients 

31 

1 

32 

2 

33 

1 

34 

1 

35 

1 

36 

0 

37 

0 

38 

4 

39 

4 

40 

21 

41 

1 

42 

5 

43 

2 

44 

1 

Total 

44 

the  uterus,  in  our  opinion,  represents  a good 
record. 

Predelivery  oxytocics.  Predelivery 
oxytocics  were  administered  in  16  of  the  44 
cases.  It  is  our  feeling  that  the  use  of  pre- 
delivery oxytocics  may  have  been  an  im- 
portant contributory  factor  to  the  rupture  in 
at  least  11  of  the  cases. 

Preventability.  We  have  classified  the 
cases  of  rupture  of  the  uterus  as  potentially 
avoidable,  unavoidable,  and  having  insuf- 
ficient data  to  classify.  The  classifications 
are  made  on  the  basis  of  the  information 
which  was  available  to  us  on  our  study  forms 
and,  in  some  instances,  on  the  conclusions  of 
local  maternal  mortality  committees.  Con- 
trollability is  based  on  our  judgment,  and  in 
aU  probability  some  of  the  classifications 
would  be  considered  controversial. 

Our  judgment  was  that  17  of  the  cases 
were  imavoidable,  25  potentially  avoidable, 
and  we  had  insufficient  detail  to  classify  2 


Primipara 

2 

5 

Gravida  2 

1 

2 

Gravida  3 

6 

14 

Gravida  4 

8 

18 

Gravida  5 to  10 

18 

41 

Over  gravida  10 

4 

9 

Unknown* 

5 

11 

44 

100 

TABLE  IV.  Position  and  presentation  data 


Position 

Number 

of 

Patients 

V ertex-anterior 

15 

V er  tex-posterior 

8 

V ertex-transverse 

2 

Vertex-? 

7 

Brow 

1 

Breech 

4 

Transverse-lie 

4 

Unknown 

3 

cases.  Multiple  factors  were  involved  in 
many  instances,  but  the  basic  reasons  for  the 
classification  of  avoidability,  in  the  25  cases 
so  classified,  are  broken  down,  as  shown  in 
Table  IX. 

It  is  our  opinion  that  approximately  60 
per  cent  of  the  42  deaths  we  were  able  to 
classify  were  potentially  avoidable.  It  is  of 
interest  that  this  figure  coincides  with  a re- 
port issued  by  Jacobs,  et  aZ.^®  This  group  in 
a five-year  study  from  five  hospitals  in 
Houston,  Texas,  reported  41  ruptured  uteri 
in  98,487  third-trimester  deliveries  with  5 
maternal  fatalities.  They  felt  that  3 of  the 
deaths  (60  per  cent)  could  have  been  pre- 
vented. 

Short  summaries  of  each  case  are  pre- 
sented. 

Case  reports 

Case  1.  A thirty -eight-year-old  gravida 
4,  with  a history  of  heart  disease  and  sal- 
pingo-oophorectomy,  was  admitted  in  labor. 
Her  cervix  was  dilated  1 finger  breadth,  the 
vertex  station  was  —2,  and  her  pains  were 
four  minutes  apart.  Two  hours  later  an 
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TABLE  V.  Associated  prerupture  complications 
by  type  of  delivery 


Type  of  Delivery 

Number 

of 

Patients 

Spontaneous 

12 

No  recorded  complications 

2 

Associated  sepsis 

2 

Predelivery  oxytocics  given 

1 

Associated  sepsis  and  predelivery 
oxytocics  given 

2 

Low  implantation  of  placenta 

1 

Cervical  dystocia 

1 

Placenta  accreta 

1 

Previous  cesarean 

1 

Abruptio  placenta  and  predelivery 
oxytocics  given 

1 

Low  forceps  extraction 

13 

No  recorded  complication 

4 

No  recorded  complication,  pre- 
delivery oxytocics  given 

4 

Cervical  dystocia 

1 

Low  implantation  of  placenta 

1 

Abruptio  placenta 

2 

Carcinoma  of  pancreas 

1 

Forceps  rotation  and  extraction 

3 

Positional  dystocia 

1 

Positional  dystocia  and  previous 
uterine  suspension 

1 

Positional  dystocia,  pre- 
eclampsia, predelivery  oxyto- 
cic given 

1 

Breech  extraction 

3 

Cardiac  patient — predelivery 
oxytocic  given 

1 

Questionable  inertia,  predelivery 
oxytocic  given 

1 

Postmaturity 

1 

Version  and  extraction 

3 

Transverse  lie 

3 

Cesarean 

4 

Previous  cesarean,  with  low  im- 
plantation of  placenta 

1 

Abruptio  placenta  with  prede- 
livery oxytocic  given 

1 

Porro-positional  dystocia  with 
Bandl’s  contraction  ring 

1 

Postmortem,  previous  oophorec- 
tomy and  suspension  of  uterus 

1 

Undelivered 

5 

No  complication  recorded — pre- 
delivery oxytocic  for  stimula- 
tion 

1 

Questionable  postmaturity — 
given  predelivery  oxytocic 

1 

Brow  presentation — given  pre- 
delivery oxytocic 

1 

Abruptio  placenta 

1 

Breech  presentation 

1 

Type  of  delivery  unknown 

1 

Unknown 

1 

Total 

44 

TABLE  VI.  Stage  oflabor  \when  rupture  occurred 


Stage 

Number  of  Patients 

1 

11 

2 

10 

3 

1 

Unknown 

22 

TABLE  VII. 

Classification  of  rupture 

Type  of  Rupture  Number 

Traumatic 

34 

Spontaneous 

7 

Through  previous  cesarean  scar 

2 

Unknown 

1 

Total 

44 

TABLE  VIII.  Fetal  salvage  rate  in  42  cases 

Birth  Data 

Number 

Living  mature 

15 

Living  premature 

4 

Neonatal  deaths  (all  mature) 

3 

Stillbirths* 

20 

Unknown 

2 

* Of  these,  2 showed  congenital  malformations 
harelip  and  the  other  mongolism. 

1 — 1 involved 

TABLE  IX.  Basic  reasons  for  classification  of 
avoidability 

Number 


of 

Reasons  Patients 

Questionable  obstetric  management  8 

Questionable  obstetric  management 

and  patient  neglect  2 

Questionable  postpartum  manage- 
ment and  delayed  transfusion  3 

Questionable  postpartum  manage- 
ment 2 

Missed  diagnosis  of  rupture  at  initial 

postdelivery  examination  5 

Failure  to  explore  uterus  with  com- 
plications indicating  exploration  4 

Inadequate  postdelivery  observation  1 


intravenous  oxytocin  infusion  (Pitocin)  was 
started.  Two  and  one-half  hours  later 
basilar  rales  and  many  apical  premature 
beats  were  present.  The  cervix  was  3 
finger  breadths  dilated,  and  the  membranes 
were  ruptured  artificially.  One  hour  later 
an  examination  recorded  a breech  presenting 
part.  The  presenting  part  station  was  —2, 
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with  a rim  of  cervix  left.  The  patient  was 
taken  to  the  delivery  room  for  a breech  ex- 
traction. The  head  became  incarcerated, 
but  was  eventually  delivered  by  a consultant 
with  Piper  forceps.  The  infant  was  stillborn 
(forty-five  minutes  were  consumed  in  the 
delivery).  The  patient  was  in  deep  shock, 
and  an  intrauterine  exploration  revealed  a 
rupture  of  the  lower  uterine  segment.  Sup- 
portive treatment  included  2,000  cc.  of  whole 
blood.  Three  hours  after  delivery,  with  the 
patient  in  relatively  poor  condition,  a total 
hysterectomy  was  done.  Her  condition  con- 
tinued to  deteriorate,  and  the  patient  expired 
five  hours  after  delivery.  The  pathologic 
description  of  the  uterus  was  a 3-inch 
laceration  of  the  left  lateral  portion  of  the 
lower  uterine  segment,  extending  from  the 
left  fornix. 

Case  2.  A thirty-three-year-old  gravida 

3 was  admitted  at  term  in  active  labor.  Six 

hours  after  admission,  the  membranes  were 
ruptured  artificially  and  an  intravenous 
oxytocin  infusion  was  started.  Ten  minutes 

after  the  infusion  was  started,  the  patient 
complained  of  weakness,  and  the  medication 
was  discontinued.  Fifteen  minutes  later, 
the  patient  was  delivered  with  the  aid  of  low 
forceps.  The  third  stage  of  delivery  was 
normal  until  a copious  vaginal  hemorrhage 
occurred  ten  minutes  after  the  delivery  of  the 
placenta.  A cervical  laceration  was  re- 
paired, but  bleeding  continued.  A utero- 
vaginal pack  was  inserted,  and  cross-match- 
ing was  ordered.  A blood  transfusion  was 
started  one  and  one-half  hours  after  the 
delivery.  The  patient  bled  through  the 
pack,  and  a hysterectomy  was  performed 
one  and  one-haif  hours  later.  She  expired 
five  hours  postpartum. 

Findings  at  autopsy  were  laceration  of  the 
lower  uterine  segment,  with  low-lying 
placenta  and  a large  mucous  polyp  (7  by 

4 by  1.5  cm.)  as  contributory  factors. 

Case  3 A twenty-seven-year-old  gravida 
4 delivered  a normal  child  spontaneously  at 
term.  Sometime  after  she  had  been  returned 
to  her  room,  a severe  vaginal  hemorrhage  oc- 
curred which  necessitated  the  packing  of  the 
uterus.  She  received  several  pints  of  blood. 
Five  and  one-half  hours  after  delivery  she 
bled  through  the  pack  and  developed  severe 
shock,  necessitating  artificial  respiration. 
She  was  taken  to  the  operating  room  where 
vaginal  lacerations  were  repaired,  and  a 


supracervical  hysterectomy  was  performed. 
She  responded  temporarily,  but  vaginal 
bleeding  recurred  twelve  hours  later.  The 
abdomen  was  reopened,  and  the  bleeding 
points  were  controlled.  The  patient  had  a 
relatively  satisfactory  postoperative  course 
until  she  deteriorated  (the  impression  was 
pulmonary  embolism)  on  the  fifth  day  and 
expired  the  following  day.  She  had  received, 
in  addition  to  other  supportive  measures,  a 
total  of  45  imits  of  blood. 

An  autopsy  revealed  a traumatic  tear  of 
the  cervix  into  the  right  broad  ligament  and 
lower  segment,  with  retroperitoneal  hemor- 
rhage; uremia;  lower  nephron  nephrosis; 
and  pituitary  necrosis. 

Case  4.  A thirty-nine-year-old  gravida 
7 was  admitted  at  term  in  labor.  The  in- 
fant was  a breech  presentation,  and  the 
pains  were  irregular.  Eighteen  hours  after 
admission,  an  intravenous  oxytocin  infusion 
was  started.  Shortly  thereafter,  the  patient 
showed  signs  of  shock,  with  the  blood  pres- 
sure dropping  to  80/67.  Two  hours  later  the 
membranes  were  ruptured  artificially.  Four 
hours  later  her  pulse  had  risen  to  138,  and 
the  rim  of  the  cervix  remained.  She  was 
taken  to  the  delivery  room,  and  when  the 
cervix  was  fully  dilated,  a breech  extraction 
of  a 5-pound,  3-ounce  stillborn  infant  was 
done.  The  placenta  was  found  free  in  the 
vagina.  A small  cervical  laceration  was  re- 
paired, but  no  notation  is  made  that  the 
uterus  was  explored.  The  patient  was  trans- 
ferred to  the  recovery  room,  and  almost  im- 
mediately she  stopped  breathing.  She 
failed  to  respond  to  resuscitation,  including 
open  cardiac  massage.  Autopsy  findings 
were  a ruptured  uterus  and  hemoperitoneum 
(treated  with  2,000  cc.  of  blood)  and  a tear 
in  the  left  side  of  the  uterus  involving  the 
entire  left  side.  The  clinical  diagnosis  was 
abruptio  placenta,  with  cardiac  arrest  as  an 
immediate  cause  of  death. 

Case  5.  A forty-year-old  gravida  14 
developed  vaginal  bleeding,  associated  with 
severe  upper  right  quadrant  pain  at  term. 
The  patient  was  hospitalized  and  was  foimd 
to  be  in  shock  but  not  in  labor.  The  mem- 
branes were  ruptured  artificially,  and  several 
doses  of  oxytocin  were  administered  intra- 
muscularly. She  was  fully  dilated  five  hours 
after  admission  and  spontaneously  delivered 
a living  infant.  There  was  an  immediate 
postpartum  hemorrhage.  Packing  was  in- 
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serted,  and  the  patient  was  given  supportive 
treatment,  including  800  cc.  of  blood.  Shock 
was  irreversible,  and  she  expired  shortly 
after  delivery.  An  autopsy  revealed  lacera- 
tion of  the  cervix,  beginning  at  the  external 
os  and  extending  into  the  lower  segment; 
exsanguinating  postpartum  hemorrhage; 
and  premature  separation  of  the  placenta. 

Case  6.  A forty-year-old  gravida  5 was 
admitted  during  the  eighth  month  of  preg- 
nancy because  of  nausea,  vomiting,  and 
diarrhea.  A tentative  diagnosis  of  acute 
hepatitis  was  made.  Labor  started  shortly 
after  admission,  and  she  was  delivered  of  a 
stillborn  infant.  She  developed  immediate 
shock  which  was  irreversible  (4,000  cc.  of 
blood  were  administered)  and  expired  five 
hours  postpartum. 

The  autopsy  diagnosis  was  ruptured 
uterus,  hematoperitoneum,  and  carcinoma 
of  the  head  of  the  pancreas. 

Case  7.  A thirty-seven-year-old  obese 
gravida  9 was  admitted  at  term  in  poor  labor. 
After  five  hours  the  membranes  were  rup- 
tured artificially,  and  oxytocin  infusion  was 
started  intravenously.  The  intensity  of  con- 
tractions increased,  and  after  a short  in- 
terval the  patient  became  uncontrollable. 
She  was  taken  to  the  delivery  room  with  the 
cervix  3 finger  breadths  dilated.  Subse- 
quently, she  had  one  sustained  contraction 
and  delivered  precipitously.  Twenty  min- 
utes after  the  expulsion  of  the  placenta  300 
cc.  of  clots  were  expressed  from  the  uterus, 
and  one  and  one-half  hours  later  there  was  a 
severe  postpartum  hemorrhage.  The  pa- 
tient continued  to  be  irrational,  and  a needle 
could  not  be  inserted  intravenously  for  sup- 
portive therapy.  She  deteriorated  and  ex- 
pired two  and  one-half  hours  after  delivery. 

An  autopsy  examination  showed  acute 
laceration  and  perforation  of  the  left  lateral 
uterine  wall,  extending  from  the  external 
cervical  os.  There  were  multiple  perfora- 
tions of  the  myometrial  blood  sinuses  and 
left  uterine  artery,  with  acute  hemorrhage 
into  the  vagina  and  broad  ligament. 

Case  8.  A thirty-eight-year-old  gravida 
9 with  a past  history  of  uterine  suspension 
after  a relatively  normal  labor  was  delivered 
of  a 7-pound,  15-ounce  stillborn  infant  by 
Scanzoni  rotation  and  low  forceps  extraction. 
There  had  been  some  active  bleeding  prior 
to  delivery.  The  placenta  was  retained  and 


removed  manually.  Vaginal  bleeding  de- 
creased but  shock  increased.  She  failed  to 
respond  to  supportive  measures,  and  death 
occurred  one  hour  postpartum. 

An  autopsy  revealed  a large  amount  of 
free  blood  in  the  peritoneal  cavity  and  com- 
plete laceration  of  the  uterus  involving  an 
area  from  the  cervix  to  high  in  the  fundus  on 
left  side  and  extending  into  the  left  broad 
ligament. 

Case  9.  A thirty-nine-year-old  patient 
who  had  been  imder  treatment  for  epilepsy 
for  nine  years,  developed  abdominal  pain 
with  vaginal  spotting  in  the  third  and  sixth 
months  of  her  tenth  pregnancy.  Spotting 
recurred  at  the  thirty -fourth  week,  and  a 
tentative  diagnosis  of  low  implantation  of 
the  placenta  was  established.  The  mem- 
branes ruptured  spontaneously,  and  she  was 
hospitalized  with  some  elevation  of  tem- 
perature. Antibiotics  were  given.  A few 
days  later  she  went  into  labor  and  spon- 
taneously delivered  a 5-pound,  6-ounce  in- 
fant which  survived.  Bleeding  continued 
after  the  completion  of  the  third  stage  of 
labor.  The  uterus  was  explored,  but  no 
pathologic  conditions  were  foimd  Emer- 
gency treatment  included  a 1,500-cc.  blood 
transfusion  and  open  cardiac  massage.  The 
response  was  unsatisfactory,  and  the  patient 
expired  one  hour  after  delivery. 

An  autopsy  revealed  a recent  rupture  of 
the  uterus  through  the  cervix  and  lower 
uterine  segment  into  the  left  broad  liga- 
ment, a rupture  of  the  posterior  leaf  of  the 
left  broad  ligament  with  massive  hemorrhage 
into  the  peritoneal  cavity,  hematoma  of  the 
broad  ligament  and  retroperitoneal  hema- 
toma, and  hemothorax. 

Case  10.  A thirty-one-year-old  primi- 
gravida  was  admitted  at  term  for  induction 
of  labor  because  of  uncontrolled  pre- 
eclampsia. Her  blood  pressure  was  200/120 
with  albumin  4 plus.  The  first  attempt 
with  an  intravenous  oxytocin  infusion  was 
unsuccessful.  The  second  attempt,  with  ac- 
companying relaxin  (Cervilaxin),  was  suc- 
cessful. The  patient  was  fuUy  dilated  after 
thirty  hours  of  labor,  with  episodes  of  second- 
ary inertia.  A stillborn  infant  was  deliv- 
ered by  forceps  rotation  and  extraction. 
The  patient  developed  left  lower  quadrant 
pain  and  had  a postpartum  hemorrhage  on 
the  third  day,  with  subsequent  signs  of  in- 
fections. It  was  felt  the  patient  probably 
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had  a retroperitoneal  hematoma.  She  was 
transferred  to  another  hospital  on  the  ninth 
day  in  critical  condition.  Emergency  sup- 
portive measures  produced  sufficient  re- 
sponse to  allow  a laparotomy.  A supra- 
cervical hysterectomy  was  done,  and  at- 
tempts were  made  to  control  bleeding  points. 
She  expired  five  minutes  after  the  completion 
of  surgery.  She  was  given  a total  of  6,000 
cc.  of  blood  in  addition  to  other  indicated 
therapy. 

Autopsy  findings  were  vaginal,  cervical, 
and  left  broad  ligament  and  lower  uterine 
segment  laceration,  secondary  to  delivery; 
massive  infected  parametrial  and  retro- 
peritoneal hematoma;  pleural  effusion; 
generalized  sepsis;  toxic  myocardium;  and 
(?)  septic  cerebral  embolus. 

Case  11.  A thirty-seven-y ear-old  mul- 
tipara had  a normal  first  stage  of  labor  of 
seven  hours  at  term.  She  was  delivered  of  an 
8-poimd  living  infant  by  KieUand  forceps 
rotation  from  a posterior  position,  followed 
by  a low  extraction,  after  fifty-three 
minutes  of  second-stage  labor.  There  was 
an  immediate  postpartum  hemorrhage  of 
1,500  cc.  An  examination  revealed  a bleed- 
ing cervical  laceration  which  was  repaired, 
and  an  uterovaginal  pack  was  inserted. 
One  and  one-half  hours  later,  she  bled 
through  the  pack.  The  cervix  and  uterus 
were  re-examined,  and  she  was  repacked. 
She  continued  to  deteriorate,  and  at  four 
hours  postdelivery  a laparotomy  revealed  a 
retroperitoneal  hematoma.  A hysterectomy 
was  done,  and  bleeding  points  were  ap- 
parently controlled.  One  hour  later  vaginal 
bleeding  necessitated  the  repacking  of  the 
vagina  which  did  not  control  the  bleeding. 
Two  hours  later  the  abdomen  was  reopened, 
and  the  pelvis  was  packed.  Forty-eight 
hours  later  it  was  necessary  to  again  reopen 
the  abdomen,  at  which  time  the  hematoma 
was  drained.  However,  the  patient  con- 
tinued to  deteriorate  and  expired  on  the 
sixth  postpartum  day.  Supportive  treat- 
ment included  plasma  and  6,500  cc.  of  blood. 

Autopsy  findings  were  a rent  in  the  lower 
segment,  extending  into  the  broad  ligament; 
huge  retroperitoneal  hematoma;  hemoperi- 
toneum;  and  atelectasis  of  both  lungs. 

Case  12.  A forty-one-year-old  multipara 
delivered  a normal  infant  spontaneously 
after  a two-hour  first  and  five-minute  second 


stage  of  labor.  Three  minutes  of  the  third 
stage  of  labor  were  followed  in  fifteen  min- 
utes by  rapidly  developing  shock,  associated 
with  vaginal  bleeding.  A transfusion  of  400 
cc.  of  blood  and  fibrinogen  was  administered 
rapidly,  but  the  patient  continued  in  critical 
condition  and  expired  forty-five  minutes 
after  the  delivery.  An  autopsy  showed 
laceration  of  the  lower  uterine  segment. 

Case  13.  A thirty-one-year-old  patient 
with  a past  history  of  a laparotomy  (indica- 
tion unknown)  was  admitted  at  term  in  labor. 
The  patient’s  blood  was  Rh  negative,  and 
this  was  her  fourth  pregnancy.  The  delivery 
of  a stillborn  mongoloid  infant  was  accom- 
plished by  low  forceps  after  an  apparently 
normal  labor:  first  stage,  seven  and  one-half 
hours  and  second  stage,  forty-five  minutes. 
The  postpartum  course  was  uneventful  until 
the  third  day  when  abdominal  distention, 
nausea,  and  vomiting  occurred.  Ap- 
propriate treatment  was  started,  and  an 
x-ray  examination  the  following  day  was  re- 
ported as  showing  mechanical  intestinal  ob- 
struction. A laparotomy  was  performed 
(there  was  no  evidence  of  intestinal  obstruc- 
tion) which  revealed  an  old  intra-abdominal 
hemorrhage  due  to  a left  lateral  laceration  of 
the  uterus.  A hysterectomy  was  done.  The 
patient’s  postoperative  course  was  un- 
satisfactory, and  she  became  febrile.  De- 
spite supportive  measures,  including  trans- 
fusion, she  ran  a downhill  course  and  expired 
on  the  sixth  postpartum  day.  The  patho- 
logic diagnosis  was  ruptured  uterus,  spon- 
taneous. The  clinical  diagnosis  was  para- 
lytic ileus  and  transplacental  sepsis. 

Case  14.  The  patient,  a thirty-seven- 
year-old  gravida  9,  para  6,  had  had  one  pre- 
vious cesarean  section.  Her  pregnancy  was 
normal  until  the  thirty-second  week  when 
she  was  hospitalized  because  of  vaginal 
bleeding  which  subsided.  An  examination 
failed  to  reveal  the  cause  of  bleeding,  and  she 
was  discharged  after  forty-eight  hours  of  ob- 
servation. She  was  readmitted  later  on  the 
day  of  discharge,  complaining  of  abdominal 
pain.  Her  blood  pressure  was  130/70,  pulse 
120,  hemoglobin  11.7  Gm.  per  100  ml.,  and 
the  white  blood  cell  count  13,700.  A 
laparotomy  was  performed,  with  a tenta- 
tive diagnosis  of  rupture  of  the  uterus. 
During  sin*gery  intravenous  needles  became 
displaced,  with  some  interruption  of  sup- 
portive treatment,  but  2,000  cc.  of  blood 
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were  given.  The  diagnosis  was  confirmed, 
and  a living,  4-pound  10-ounce  infant  was 
delivered,  followed  by  a subtotal  hysterec- 
tomy and  right  salpingo-oophorectomy. 
Four  hours  were  consumed  in  completing  the 
surgery.  The  patient  failed  to  react  satis- 
factorily and  expired  forty -five  minutes  after 
the  completion  of  surgery.  Permission  for 
autopsy  was  refused.  A pathologic  examina- 
tion revealed  a rupture  of  the  uterus  through 
the  previous  cesarean  scar,  with  the  placenta 
implanted  under  the  rupture. 

Case  15.  A forty-five-year -old  gravida 
4 with  a history  of  hypertension  (blood  pres- 
I sure  of  170/110)  was  admitted  at  term  in 
labor.  The  fetal  heart  beat  was  absent  on 
I admission,  and,  because  of  a relative  in- 
ertia of  the  first  stage,  the  patient  was  pro- 
I phylacticaUy  cross  matched.  She  had  a two- 
hour  second-stage  labor,  with  the  presenting 
part  high.  She  was  observed  continuously, 
and  it  was  discovered  that  a Bandl’s  con- 
traction ring  was  developing.  She  was  taken 
to  the  delivery  room,  transfusion  was  started 
(she  received  a total  of  3,500  cc.  of  blood), 
and  a vaginal  examination  was  done.  The 
head  was  at  station  —3,  and  the  membranes 
were  ruptured.  The  head  failed  to  descend, 
and  the  patient  was  anesthetized  in  antic- 
ipation of  a possible  version  and  extraction. 
During  anesthesia  induction  the  patient 
went  into  shock,  and  an  abdominal  puncture 
revealed  fresh  blood.  An  emergency  lapa- 
rotomy was  performed  which  revealed  that 
the  uterus  had  ruptured  with  extension  into 
the  right  broad  ligament.  There  were  3,000 
cc.  of  free  blood  in  the  abdomen.  A Porro 
cesarean  section  was  done,  and  direct  aortic 
pressure  was  applied.  Despite  continued 
supportive  treatment,  the  patient  failed  to 
respond  and  expired  eight  hours  postopera- 
tively.  A pathologic  examination  confirmed 
the  diagnosis  of  rupture  of  the  uterus. 

Case  16.  A forty-four-year-old  gravida 
17  was  admitted  near  term  in  false  labor. 
An  x-ray  film  revealed  a transverse  lie.  She 
was  discharged  and  readmitted  in  labor  one 
week  later  with  ruptured  membranes.  The 
fetal  heartbeat  was  absent,  and  a vaginal 
examination  revealed  a prolapsed  arm.  A 
consultant  responded  promptly,  and  one 
hour  after  admission  the  patient  was  anes- 
thetized and  the  arm  replaced.  External 
version  converted  the  presentation  to  a 
breech,  and  an  11-pound,  6-ounce  stillborn 


infant  was  delivered  by  a breech  extraction. 
Following  the  expulsion  of  the  placenta, 
bleeding  was  noted  from  ruptured  vaginal 
varicosities  and  sulcus  lacerations.  Repairs 
were  made,  and  a vaginal  pack  was  inserted. 
Bleeding  subsided,  with  the  patient  con- 
tinuing in  shock.  One  hour  postpartum 
cardiac  arrest  occurred  which  responded  to 
external  cardiac  massage  and  stimulants. 
Oozing  through  the  vaginal  pack  was  seen, 
and  a re-examination  revealed  a cervical 
laceration  which  extended  upward  into  the 
region  of  the  fornix.  A 3,500-cc.  transfusion 
of  blood  was  given.  The  patient’s  condition 
continued  to  deteriorate  imtU  death  on  the 
day  following  delivery.  The  clinical  diagno- 
sis was  as  follows:  extensive  vaginal  lacera- 
tions involving  multiple  vaginal  varicosities, 
rupture  of  the  lower  uterine  segment,  vaso- 
motor shock,  acute  shock  from  sudden  loss 
of  blood,  and  hemorrhage,  possibly  second- 
ary to  afibrinogenemia. 

Case  17.  The  patient,  a thirty-eight- 
year-old  gravida  5,  feU  and  struck  her 
abdomen  in  the  thirty -eighth  week  and  was 
admitted  for  observation.  Her  condition 
was  satisfactory.  The  fetal  heart  beat  was 
144,  and  the  cervix  was  2 cm.  She  was  not 
in  labor,  and  the  following  day  she  was  given 
2 minims  of  oxytocin  intramuscularly  in 
divided  doses.  Labor  started  promptly,  and 
she  was  delivered  of  a living  child  by  low 
forceps  extraction  after  a four-and-one-half- 
hour  first  stage  of  labor.  The  duration  of  the 
second  stage  was  fifteen  minutes.  There  was 
an  immediate  gush  of  blood,  and  the  placenta 
was  removed  manually.  An  examination  re- 
vealed a cervical  laceration  extending  into 
the  left  broad  ligament,  presumably  involv- 
ing a rupture  of  the  lower  segment.  Blood 
and  plasma  were  started,  and  preparations 
were  made  for  a laparotomy,  but  the  patient 
expired  before  the  abdomen  could  be  opened, 
forty  minutes  after  delivery.  An  autopsy 
was  performed  which  confirmed  the  diagno- 
sis. 

Case  18.  A thirty-eight-year-old  gravida 
10  had  a normal  prenatal  course  until  the 
latter  part  of  her  pregnancy.  She  was  ad- 
mitted at  thirty-two  weeks  because  of  a 23- 
poimd  weight  gain  in  the  previous  two  weeks. 
She  showed  a 3 plus  edema  of  the  lower 
extremities,  but  the  urine  examination  was 
negative.  She  was  discharged,  with  appro- 
priate instructions  the  following  day.  Her 
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blood  pressure  was  140/90.  One  week  later 
she  was  readmitted  with  ruptured  mem- 
branes. Labor  did  not  start,  and  she  was 
discharged  the  following  day.  She  was  ad- 
mitted to  another  hospital  forty-eight  hours 
later,  in  labor,  with  chills  and  fever.  She 
dehvered  a stillborn  infant  spontaneously 
after  a short  labor.  There  was  an  immediate 
postpartum  hemorrhage  following  dehvery  of 
the  placenta  which  was  intact  with  a suc- 
centuriate lobe.  Shock  became  apparent. 
The  blood  pressure  was  60/40,  pulse  140, 
temperature  102.4  F.,  and  hemoglobin  8.5 
Gm.  per  100  ml.  Supportive  measures  were 
instituted,  and  an  examination  revealed  a 
small  cervical  laceration.  The  uterine 
cavity  was  described  as  intact.  She  con- 
tinued to  bleed,  and  a re-examination  one 
and  one-half  hours  later  revealed  an  incom- 
plete rupture  of  the  posterior  wall  of  the 
fundus.  Afibrinogenemia  became  evident, 
and  an  anticipated  laparotomy  was  delayed. 
The  total  estimated  blood  loss  was  from  300 
to  400  cc.  and  there  was  a replacement  of 
2,500  cc.  of  blood  and  fibrinogen.  Shock  was 
irreversible,  and  she  expired  four  hours  post- 
partiun.  Blood  and  urine  cultures  were  posi- 
tive for  Escherichia  coli. 

Autopsy  findings  were  amnionitis,  second- 
ary to  premature  ruptme  of  the  membranes; 
transverse  laceration  of  the  corpus  uteri  and 
laceration  of  the  cervix;  shock,  hemorrhage, 
and  afibrinogenemia;  acute  nephrosis; 
tracheobronchitis;  and  nodular  goiter. 

Case  19.  The  pregnancy  of  a thirty-five- 
year-old  gravida  2 was  normal  until  the 
seventh  month  when  she  was  hospitalized 
because  of  excessive  weight  gain.  Her  blood 
pressure  was  145  80.  She  was  discharged 
forty -eight  hours  later.  She  was  readmitted 
at  term  with  ruptured  membranes,  with  a 
blood  pressure  of  160/60.  Attempts  at  in- 
duction of  labor  with  intranasal,  intra- 
muscular, and  intravenous  oxytocin  injec- 
tion were  unsuccessful,  and  she  was  dis- 
charged. The  following  day  she  was  read- 
mitted in  labor.  Two  hours  after  admission, 
signs  of  abruptio  placenta  were  noted,  and 
she  was  delivered  of  a stillborn  infant  by 
cesarean  section.  The  uterus  was  found  rup- 
tured, and  a hysterectomy  was  performed. 
She  was  given  1,000  cc.  of  blood.  Shock  was 
irreversible,  and  she  expired  three  hours 
postoperatively.  The  clinical  diagnosis  was 


abruptio  placenta,  toxemia  of  pregnancy, 
and  rupture  of  the  uterus. 

Case  20.  A thirty-eight-year-old  mul- 
tipara was  admitted  at  forty -one  weeks  gesta- 
tion for  induction  of  labor  because  of  post- 
maturity. An  intravenous  synthetic  oxyto- 
cin (Syntocinon)  drip  was  instituted,  with 
initiation  of  uterine  contractions.  The  mem- 
branes were  ruptured  artificially  four  hours 
later.  One  hour  later  the  patient  developed 
air  himger  and  went  into  shock.  The  intra- 
venous infusion  was  discontinued.  Some 
time  later  pains  were  noted  to  be  of  poor 
quality,  and  the  intravenous  synthetic 
oxytocin  was  resumed.  Subsequently  a 
diagnosis  of  ruptured  uterus  or  amniotic 
fluid  embolus  was  made.  The  abdomen  was 
opened,  and  a 9-pound,  2-ounce  stillborn 
fetus  was  found  free  in  the  abdominal  cavity. 
A supracervical  hysterectomy  was  done,  but 
the  patient  expired  before  the  completion  of 
surgery.  She  was  transfused  with  whole 
blood.  The  pathologic  report  was  a 15-cm. 
tear  in  the  fundus,  extending  from  the  lower 
segment,  and  extensive  laceration  of  the 
right  broad  ligament  area. 

Case  21.  The  patient,  twenty -four  years 
of  age,  was  admitted  in  labor  at  the  forty- 
third  week  of  her  third  pregnancy.  She  was 
delivered  of  an  8-pound,  11-oimce  living 
infant,  a breech  presentation,  after  a ten- 
hour  first  stage  of  labor.  There  was  an  im- 
mediate blood  loss  of  300  cc.,  and  a second- 
degree  laceration  was  repaired.  Profuse 
bleeding  occurred,  with  shock.  The  blood 
pressure  fell  from  90/60  to  50/0,  and  the 
pulse  was  160.  Three  hours  after  delivery 
transfusion  was  started  (total  blood  given 
was  3,500  cc.).  One  hour  later  bleeding  in- 
creased, and  a uterovaginal  pack  was  in- 
serted. A hysterectomy  was  performed  at 
eight  hours  postdelivery,  with  the  findings  of 
a hematoma  involving  the  anterior  uterine 
wall  and  left  broad  ligament.  Immediately 
postoperatively  the  blood  pressure  was 
70/0  and  the  pulse  was  150.  Shock  was  ir- 
reversible, and  the  patient  expired  thirteen 
hours  postpartum.  The  clinical  diagnosis 
was  a ruptured  uterus  and  an  extension  of 
laceration. 

Case  22.  A twenty-eight-year-old 
gravida  5,  with  a past  history  of  tuberculosis 
and  recurrent  cystitis,  was  admitted  at 
term  with  ruptured  membranes.  Attempt 
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at  induction  of  labor  with  intranasal  syn- 
thetic oxytocin  and  intravenous  oxytocin 
were  unsuccessful,  and  the  patient  was  dis- 
charged. She  was  readmitted  two  days  later, 
in  labor,  with  a temperature  of  99.6  F.  and  a 
greenish  mucopurulent  discharge.  Pains 
were  of  a poor  character,  and  she  was  given 
four  doses  of  intranasal  synthetic  oxytocin. 
She  delivered  a living  infant  spontaneously 
after  a ten-hour  labor.  She  had  an  im- 
mediate massive  postpartum  hemorrhage. 
She  failed  to  respond  to  treatment  (including 
a transfusion  of  500  cc.  of  blood)  and  ex- 
pired two  hours  and  fifteen  minutes  after 
delivery.  An  autopsy  revealed  postpartum 
hemorrhage  due  to  ruptured  uterus  and 
amnionitis  and  bacteremia  (Escherichia  coli). 

Case  23.  A thirty-five-year-old  gravida  8 
was  admitted  at  term  with  ruptured  mem- 
branes. She  was  given  quinine  and  intra- 
muscular oxytocin  injection  without  success- 
ful induction.  Her  temperature  rose  to 
101.6  F.,  and  a consultant  was  called.  Labor 
was  successfully  induced  with  intravenous 
synthetic  oxytocin,  and  the  patient  delivered 
a stillborn  infant  after  a three-hour  labor. 
Twenty  minutes  after  delivery  the  patient 
developed  shock.  An  examination  revealed 
a ruptured  uterus,  with  extension  into  the 
right  broad  ligament.  A transfusion  of  500 
cc.  of  blood  was  started.  An  exploratory 
laparotomy  confirmed  the  diagnosis,  but  the 
patient  expired  during  surgery.  The  clinical 
diagnosis  was  shock  due  to  the  ruptured 
uterus  and  a streptococcic  infection. 

Case  24.  The  patient,  a thirty-year-old 
multipara,  was  delivered  of  a stillborn  fetus 
by  low  forceps  after  a three-hour  labor  com- 
plicated by  abruptio  placenta.  She  went 
into  shock  shortly  after  delivery  and  expired 
two  hours  postpartum.  The  report  was 
only  partial  and  many  details  of  manage- 
ment were  unavailable.  An  autopsy  sum- 
mary ascribed  death  to  massive  intra-ab- 
dominal hemorrhage  due  to  a rupture  of  the 
uterus  at  the  placental  site. 

Case  25.  A forty-one-year-old  gravida  4, 
with  a history  of  one  previous  septic  abor- 
tion, entered  the  hospital  at  term  in  active 
labor.  Her  labor  was  comphcated  by  an 
abruption  of  the  placenta.  She  was  deliv- 
ered of  a hving  child  by  low  forceps  after  a 
three-hour  labor.  Immediate  postpartum 
hemorrhage  was  ascribed  to  the  atony  of  the 


uterus.  An  examination  of  the  cervix  and  an 
intrauterine  exploration  were  recorded  as 
showing  negative  findings.  It  became  ob- 
vious that  blood  was  clotting  improperly. 
Supportive  treatment  included  1,500  cc.  of 
whole  blood  and  10  Gm.  of  fibrinogen. 
No  further  examination  was  recorded.  The 
patient’s  condition  deteriorated,  and  she  died 
thirteen  hours  postpartum.  Autopsy  find- 
ings were  focal  atheromatous  change  in  the 
leaflet  of  the  mitral  valve,  focal  atelectasis 
and  congestion  of  the  lungs,  acute  anemia  of 
the  liver  and  kidneys,  and  a massive  lacera- 
tion of  the  left  wall  of  the  uterus.  There  was 
an  additional  clinical  diagnosis  of  abruptio 
placenta  and  afibrinogenemia,  with  death 
ascribed  to  massive  hemorrhage  due  to 
laceration  during  delivery. 

Case  26.  A twenty -nine-year-old  gravida 
5 who  had  had  two  previous  abortions  was 
admitted  at  thirty -eight  weeks  with  ruptured 
membranes  and  a temperature  of  100  F. 
She  was  placed  on  antibiotics,  and  the  follow- 
ing day  labor  was  induced  with  intravenous 
oxytocin.  She  had  a seven-and-one-half- 
hour  first  stage  and  eleven-minute  second 
stage  of  labor.  A hving  infant  was  delivered 
by  low  forceps.  Excessive  vaginal  bleeding 
occurred  shortly  after  the  completion  of  the 
third  stage  of  labor,  at  which  time  she  was 
given  oxytocin  intravenously  by  the  drip 
method.  Bleeding  continued,  and  one  and 
one-half  hours  after  dehvery  her  pulse  was 
160  and  the  blood  pressure  70  0.  A con- 
sultant examined  her  and  found  lacerations 
extending  into  the  left  lower  uterine  segment. 
Lacerations  were  repaired,  and  a utero- 
vaginal pack  was  inserted.  Blood,  which 
previously  had  not  been  available,  was  now 
started.  There  was  temporary  improve- 
ment, but  signs  of  afibrinogenemia  were 
noted  and  fibrinogen  was  administered.  Six 
hours  after  delivery  a hysterectomy  was 
done.  Supportive  measures  were  continued, 
but  she  expired  thirty -eight  hours  post- 
partum. She  had  been  given  6,000  cc.  of 
blood  and  3 units  of  fibrinogen.  An  autopsy 
revealed  status  following  hysterectomy  of 
postpartum  uterus,  lemon-size  hematoma  of 
right  broad  ligament,  marked  hemoperi- 
toneum,  thrombosis  of  the  splenic  vein, 
atelectasis  and  edema  of  the  lungs,  and  shght 
dilatation  of  the  mitral  and  tricuspid  valve 
rings.  A pathologic  examination  of  the 
uterus  revealed  an  irregular  laceration  m the 
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lower  segment,  4 cm.,  with  two  chromic 
sutures. 

Case  27.  The  patient,  a thirty-five-year- 
old  gravida  5,  was  not  seen  until  two  days 
before  labor  started  at  term.  No  fetal  heart 
was  heard.  The  first  stage  of  labor  was 
seven  and  one-half  hours,  and  the  second 
stage  was  thirty  minutes.  Labor  was  com- 
plicated by  a transverse  lie.  Four  hoinrs 
after  the  onset  of  labor,  the  membranes  were 
ruptured  artificially.  At  fuU  dilatation,  an 
examination  showed  hand,  foot,  and  cord 
(knot  in  cord)  presenting.  A vaginal  de- 
livery was  elected  and  was  accomplished  by 
version  and  extraction,  with  forceps  to  the 
aftercoming  head.  She  had  a normal  eleven 
minute  third  stage  of  labor.  It  is  recorded 
that  the  patient  was  unattended  for  an 
hour  when  she  was  foimd  with  rapid  pulse, 
air  hunger,  and  lower  abdominal  pain.  In- 
travenous plasma  and  other  emergency 
measures  were  given,  but  she  continued  in  a 
critical  condition  and  expired  two  and  one- 
half  hoin-s  after  delivery.  An  autopsy  re- 
vealed a ruptmed  uterxis  and  hemorrhage 
into  the  left  broad  ligament  and  abdominal 
cavity. 

Case  28.  The  patient,  a thirty-two-year- 
old  gravida  11  who  had  two  previous  still- 
births and  two  abortions,  was  admitted  at 
term  in  early  labor.  The  thyroid  was  dif- 
fusely enlarged  (blood  pressure  was  170/120), 
and  the  tentative  diagnosis  was  preeclampsia 
and  cervical  dystocia.  Her  pains  were  ir- 
regular, and  the  membranes  were  ruptured 
artificially.  Dilatation  was  complete  after 
forty-eight  hours,  and  she  delivered  a still- 
born infant  spontaneously  after  a thirty- 
eight-minute  second  stage  of  labor.  An 
examination  revealed  a rupture  of  the  left 
lower  segment.  Bleeding  was  controlled 
temporarily  by  applying  a sponge  forceps  to 
the  laceration.  The  abdomen  was  opened 
and  a hysterectomy  was  performed.  Her 
condition  was  poor,  with  a blood  pressure  of 
80/0.  She  received  1,000  cc.  of  blood  during 
surgery.  The  postoperative  course  was 
satisfactory  until  the  fourth  postoperative 
day  when  she  developed  sudden  chest  pain, 
went  into  shock,  and,  despite  emergency 
measures,  expired.  Autopsy  findings  were 
massive  pulmonary  embolus,  myocardial 
hypertrophy,  dilatation  of  the  stomach  and 
intestines,  postoperative  hysterectomy 


(uterus  showed  rupture  of  the  lower  uterine 
segment  with  interstitial  hemorrhage),  and 
passive  hyperemia  of  the  limgs,  spleen,  and 
kidneys. 

Case  29.  A forty-four-year-old  mul- 
tipara was  induced  at  term  with  intravenous 
oxytocin  injection  for  the  convenience  of  the 
patient.  A predelivery  oxytocic  was  admin- 
istered in  a well-controlled  manner  with  good 
results.  The  first  stage  of  labor  was  four 
horns,  the  second  five  minutes,  and  the  third 
five  minutes.  A normal  7-pound,  13-ounce 
infant  was  delivered  by  low  forceps.  Bleed- 
ing followed,  and  the  patient  was  returned  to 
the  delivery  room.  An  examination  for 
lacerations  showed  negative  findings  (no 
intrauterine  exploration  is  recorded) . Blood 
clotting  was  faulty,  and  the  patient  was 
treated  for  afibrinogenemia.  Her  condition 
continued  to  deteriorate.  A consultant  was 
called,  and  a hysterectomy  was  performed. 
The  patient  failed  to  respond  to  transfusion 
and  fibrinogen  and  expired  three  and  one- 
half  hours  after  delivery.  The  pathologic 
report  was  a 2-inch  laceration  in  the  left 
lower  myometrimn  and  endometrium,  in- 
complete, about  2 inches  above  cervix. 

Case  30.  A thirty-five-year -old  gravida 
3 gave  a history  of  surgery  five  months  before 
her  present  pregnancy,  at  which  time  a 
chocolate  cyst  of  the  ovary  was  removed. 
The  uterus  was  suspended,  and  an  incidental 
appendectomy  was  performed.  The  preg- 
nancy was  normal.  Because  of  post- 
maturity,  induction  was  considered,  but  it 
was  not  carried  out  because  of  the  condition 
of  the  cervix.  The  patient  developed  signs 
of  an  apparent  gastrointestinal  upset  at  ap- 
proximately the  forty-second  week.  The 
day  following  a prenatal  visit,  she  called  her 
physician  because  of  vomiting.  Close  con- 
tact was  maintained,  and  hospitalization  was 
attempted.  However,  the  patient  could  not 
be  hospitalized  because  of  the  lack  of  bed 
space.  The  symptoms  persisted,  and  about 
five  hours  after  the  onset  of  severe  vomiting, 
the  patient  complained  of  chest  pain  and 
dyspnea.  The  physician  found  her  dead  on 
his  arrival  at  her  home.  An  ambulance  had 
been  summoned,  and  the  patient  was  rushed 
to  the  emergency  room  where  a postmortem 
cesarean  was  performed,  but  the  infant  was 
stillborn.  Autopsy  findings  were  an  intra- 
uterine rupture  of  the  amniotic  sac,  permea- 
tion of  the  uterine  vascularity  by  amniotic 
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fluid,  extensive  amniotic  emboli,  rupture  of 
the  uterus  with  massive  hemorrhage,  and 
shock. 

Case  31.  The  patient,  a gravida  6,  had 
an  uneventful  pregnancy  imtil  the  thirty- 
fifth  week  when  contractions,  associated  with 
excessive  bleeding,  started.  The  admission 
examination  showed  the  cervix  to  be  1 
finger  breadth  dilated.  The  placenta  could 
not  be  palpated.  A tentative  diagnosis  of 
abruptio  placenta  or  rupture  of  a marginal 
sinus  was  made.  Bleeding  had  subsided, 
with  an  estimated  blood  loss  of  200  cc.  The 
fetal  he£u*t  was  present,  and  an  x-ray  film 
revealed  a single  fetus,  with  the  vertex 
presenting.  The  patient  was  cross  matched. 
One  hour  later  contractions  were  strong,  and 
the  patient  was  taken  to  the  operating  room 
for  a “double  setup  examination.”  She  de- 
veloped a vascular  coUapse  while  awaiting 
examination  and  expired  before  emergency 
, surgery  could  be  done.  The  autopsy  diagno- 
I sis  was  a spontaneous  rupture  of  the  uterus. 

Case  32.  A forty-year-old  gravida  3 
' entered  the  hospital  in  beginning  labor.  A 
routine  examination  showed  cervical  dilata- 
I tion  to  be  1 cm.  A sterile  examination  one 
horn  later  showed  no  further  dilatation,  and 
intravenous  oxytocin  drip  was  started.  One- 
half  hour  later  the  patient  became  cyanotic, 
and  oxygen  was  administered.  Specific  de- 
tails on  the  length  of  the  first  and  second 
stages  of  labor  are  not  recorded.  The  total 
, length  of  labor  was  approximately  ten  hours. 

I She  was  delivered  by  low  forceps  of  an  infant 
! with  an  Apgar  rating  of  4.  Forty-five  min- 
utes  after  delivery  a profuse  vaginal  hemor- 
I rhage  occinrred.  Oxytocin  injection  was  ad- 
i!  ministered,  and  transfusion  was  started. 
!■  She  received  4,500  cc.  of  blood,  but  con- 
!j  tinued  in  shock  and  expired  four  hours  post- 
||  partum.  There  was  no  autopsy.  A post- 
mortem pelvic  examination  revealed  an  ex- 
I tensive  cervical  laceration  which  extended 
into  the  lower  uterine  segment.  Although 
I an  episiotomy  repair  is  recorded,  there  is  no 
record  of  the  cervix  having  been  inspected 
until  after  death.  It  would  seem  likely  that 
aU  details  of  postpartiun  management  were 
not  recorded  in  the  report  submitted  for 
analysis. 

Case  33.  The  patient,  a thirty-seven- 
year -old  gravida  3,  was  admitted  at  thirty- 
eight  weeks  gestation  in  early  labor.  The 


first  stage  of  labor  was  twelve  and  one- 
quarter  hours,  the  second  stage  was  twenty- 
three  minutes,  and  the  third  was  two  min- 
utes. An  examination  eight  hours  after  ad- 
mission showed  the  cervix  effaced,  but  ap- 
parently stenotic,  and  the  os  was  dilated 
digitally  from  “tip  of  a finger”  to  1 finger- 
breadth.  Following  digital  dilatation,  labor 
progressed  rapidly,  and  one  hoixr  later  the 
patient  was  delivered  of  a 5-pound,  15-ounce 
infant  (which  expired)  by  low  forceps.  An 
extensive  laceration  of  the  left  side  of  the 
cervix  was  repaired.  One  hour  later  the  pa- 
tient was  foimd  in  deep  shock  and  expired 
two  hours  after  delivery  before  transfusion 
could  be  started.  An  autopsy  revealed  1,500 
cc.  of  blood  in  the  abdomen  and  laceration, 
on  the  left  side  of  the  uterus,  extending  from 
the  cervical  rim  upward  for  8 cm.  (approxi- 
mately 6 cm.  of  laceration  had  been  sutured). 

Case  34.  A twenty -four -year-old  gravida 

5 entered  the  hospital  at  term.  Labor  and 
delivery  were  imeventful.  The  first  stage 
of  labor  was  five  hours,  the  second  stage 
thirty  minutes,  and  the  third  stage  three 
minutes.  She  was  delivered  of  a 6-pound 
15-oimce  infant  (which  later  expired) 
from  a left  occipitotransverse  position, 
rotated  to  an  occipito-anterior  position  by 
low  forceps.  A right  mediolateral  episiot- 
omy was  done.  Two  and  three-quarters 
hours  after  delivery  the  patient  was  foimd 
in  shock  due  to  a postpartum  hemorrhage. 
She  was  given  oxytocin  intravenously,  and 
one  hour  later  a transfusion  was  started. 
Vaginal  bleeding  recurred  two  hours  later. 
The  cervix  was  inspected,  and  the  uterus  was 
explored,  and  a uterovaginal  pack  inserted. 
Subsequently,  she  bled  through  the  pack, 
and  a re-examination  revealed  a rent  in  the 
lower  segment.  Bleeding  continued,  and  a 
hysterectomy  was  performed.  Supportive 
measures  included  6,500  cc.  of  blood.  She 
continued  to  deteriorate  and  expired  twenty- 
two  hours  postpartum.  The  clinical  diagno- 
sis was  a rupture  of  the  lower  segment  of  the 
uterus. 

Case  35.  A thirty-nine-year -old  gravida 

6 was  admitted  at  forty-two  weeks  in  active 
labor.  The  first  stage  of  labor  was  five 
hours,  the  second  stage  one  hour  and  fifteen 
minutes,  and  the  third  stage  two  minutes. 
She  was  delivered  of  a 9-pound,  9-ounce 
living  infant  by  low  forceps  with  a left 
mediolateral  episiotomy.  At  the  completion 
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of  the  episiotomy  repair  she  showed  signs  of 
dyspnea  with  cyanosis  and  complained  of 
chest  pain.  Medical  consultation  was  ob- 
tained, with  an  impression  of  probable  em- 
bolus or  vascular  accident.  Despite  treat- 
ment, shock  persisted  and  she  expired  four 
hours  postpartum.  At  autopsy  it  was  foimd 
that  the  abdominal  cavity  contained  from 
5 to  6 L.  of  blood.  The  uterus  was  displaced 
to  the  right,  and  there  was  a transverse  rent 
across  the  front  of  the  uterus. 

Case  36.  A thirty-three-year-old  mul- 
tipara had  a normal  prenatal  course  imtil  the 
thirty-ninth  week  when  intrauterine  death 
occurred.  Labor  started  spontaneously  one 
week  later.  She  delivered  a stillborn  fetus 
spontaneously  after  a six-hour  labor.  The 
placenta  was  retained,  and  two  attempts  at 
manual  removal  were  imsuccessful.  A 
hysterectomy  was  performed,  and  the  pa- 
tient was  given  500  cc.  of  blood.  She  expired 
from  shock  six  hours  postpartum.  The  clini- 
cal diagnosis  was  placenta  accreta.  It  was 
noted,  at  the  time  of  surgery,  that  the  uterus 
was  ruptured  (presumably  during  the  at- 
tempts at  manual  removal  of  the  placenta). 

Case  37.  A thirty-one-year-old  gravida 
4,  para  1,  entered  the  hospital  at  thirty -two 
weeks  with  ruptured  membranes,  chills, 
generalized  aching,  and  a temperature  of  101 
F.  Labor  started  spontaneously,  and  after 
twelve  hours  contractions  became  violent, 
followed  by  the  spontaneous  delivery  of  a 
living  3-pound,  14-oxmce  infant.  A uterine 
exploration  and  a vaginal  examination  re- 
vealed a cervical  laceration  which  was  re- 
paired, with  an  immediate  blood  loss  of  1,500 
cc.  Bleeding  continued,  the  cervix  was  re- 
inspected, and  a uterovaginal  pack  was  in- 
serted. Five  hours  postpartum  a hysterec- 
tomy was  performed.  Supportive  treatment 
was  adequate  throughout.  The  total  blood 
loss  was  estimated  at  4,500  cc.,  and  she  re- 
ceived 4,500  cc.  of  blood.  The  postoperative 
course  was  stormy,  and  she  expired  on  the 
fourth  postoperative  day.  Surgery  showed 
a 2-inch  rupture  of  the  uterus.  The  autopsy 
diagnosis  was  death  due  to  irreversible  shock 
as  a result  of  the  extensive  laceration  pro- 
duced during  delivery. 

Case  38.  A forty-two-year-old  gravida 
8 entered  the  hospital  near  term  in  labor. 
The  admission  examination  revealed  that  the 


fetus  was  presenting  transversely  with  a pro- 
lapse of  the  arm.  A consultant  was  called. 
Dilatation  was  complete  after  two  hours  of 
labor,  and  the  delivery  of  a normal  infant 
was  accomplished  by  version  and  breech  ex- 
traction. The  immediate  exploration  of  the 
uterus  revealed  a rupture.  Transfusion  was 
started  (2,500  cc.  of  blood  was  adminis- 
tered), and  a hysterectomy  performed.  The 
patient  failed  to  react  and  died  shortly  after 
the  completion  of  surgery.  The  autopsy 
diagnosis  was  death  due  to  shock  subsequent 
to  massive  hemorrhage  from  an  intrapartum 
rupture  of  the  uterus. 

Case  39.  The  patient,  a twenty-three- 
year-old  primipara,  was  admitted  on  the 
third  postpartum  day  because  of  acute  renal 
failure.  Her  history  revealed  that  she  had 
been  delivered  in  another  hospital.  The 
only  details  available  were  that  she  had  a 
difficult  vaginal  delivery  of  a stillborn  infant 
at  the  forty-second  week,  followed  by  post- 
partum hemorrhage.  She  had  been  given 
5,000  cc.  of  blood.  The  patient  complained 
of  backache.  Her  blood  pressure  was 
140/80,  temperature,  101  F.,  pulse  120,  and 
respirations  32.  Her  blood  failed  to  clot  in 
fifteen  minutes.  Fibrinogen  was  adminis- 
tered, and  she  was  prepared  for  surgery.  A 
panhysterectomy  was  performed,  and  the 
uterus  was  found  ruptured  in  the  lower  seg- 
ment, extending  from  a cervical  laceration 
and  involving  the  left  broad  ligament.  The 
patient’s  immediate  postoperative  condition 
was  good  with  response  to  treatment  for 
faulty  blood  clotting.  However,  she  de- 
veloped signs  of  jaimdice  and  signs  of  pneu- 
monitis, deteriorated,  and  expired  on  the 
seventh  postpartum  day.  There  was  no 
autopsy.  Culture  from  the  abdominal 
cavity  was  positive  for  enterococcus. 

Case  40.  A twenty-two-year -old  gravida 
4,  who  had  previously  had  surgical  removal  of 
the  right  adnexa,  was  admitted  at  the  thirty- 
eighth  week  with  ruptured  membranes  and 
beginning  labor.  The  fetal  heartbeat  was 
absent,  and  the  fetus  presented  as  a breech, 
with  bloody  fluid  oozing  from  the  vagina. 
A pelvic  examination  was  deferred,  and  an 
intravenous  infusion  was  started.  Two 
hours  later  signs  of  shock  appeared,  ac- 
companied by  the  passage  of  blood  clots. 
Blood  transfusion  was  started,  but  three 
hours  after  admission  the  patient  was  in 
deep  shock.  The  abdomen  was  opened,  with 
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blood  being  given  under  positive  pressure. 
An  8-pound,  13-ounce  fetus  was  found 
partially  extruding  into  the  peritoneal  cavity 
through  a rent  in  the  right  lateral  wall  of  the 
uterus  and  completely  through  the  cavity. 
Clotted  and  unclotted  blood,  3,000  to  4,000 
cc.,  was  removed  from  the  abdomen,  and  a 
total  hysterectomy  was  rapidly  performed. 
Blood  was  not  clotting  properly,  and  fibrino- 
gen was  added  to  the  transfusion.  A total 
of  4,000  cc.  of  blood  was  given,  with  3 imits 
of  plasma  and  6 Gm.  of  fibrinogen.  Shock 
was  irreversible,  and  the  patient  expired 
eleven  hoiu*s  postoperatively.  The  clinical 
diagnosis  was  a rupture  of  the  pregnant 
uterus  and  irreversible  shock. 

Case  41.  A thirty-four-year-old  gravida 
4 was  admitted  at  term  in  labor.  The  first 
stage  was  eight  and  a half  hours,  and  the 
second  stage  was  thirty-five  minutes.  She 
was  delivered  of  a 7-pound,  15-oimce  liv- 
ing infant  by  low  forceps  extraction.  Her 
immediate  postpartum  condition  was  sat- 
isfactory. Forty -five  minutes  after  deliv- 
ery she  began  to  hemorrhage.  The  patient 
was  cross  matched,  and  the  vagina  and 
! uterus  were  explored.  The  uterus  was 
atonic,  and  a uterovaginal  pack  was  in- 
I sorted.  Blood  transfusion  was  started,  and 
I she  was  transferred  to  the  operating  room 
I where  a hysterectomy  was  performed  three 
hours  after  hemorrhage  first  occurred.  The 
patient  was  in  shock  and  no  anesthesia  was 
required.  A large  amount  of  free  blood  was 
found  in  the  abdominal  cavity.  Supportive 
treatment  included  2,500  cc.  of  blood. 
Shock  was  irreversible,  and  the  patient  ex- 
pired seven  hours  postpartum.  The  patho- 
I logic  examination  indicated  a laceration  of 
l|  the  lower  left  segment  of  the  uterus,  with 
bleeding  from  retracted  left  uterine  and 
I hypogastric  arteries. 

I Case  42.  This  thirty-three-year-old 
I gravida  4 had  been  deUvered  twice  pre- 
viously by  cesarean  section.  She  had  inter- 
mittent spotting  during  the  first  trimester 
and  was  given  a progestational  agent  (Depo- 
Provera).  She  was  examined  at  the  twenty- 
fifth  week  because  of  bleeding  which  was  felt 
to  be  coming  from  an  erosion  of  the  cervix. 

I She  was  again  taken  to  the  emergency  room 
j at  the  twenty-seventh  week  with  a history 
! of  serosanguineous  discharge  of  three  days 
, duration.  She  was  examined  and  released 
I with  instructions  to  restrict  her  activities. 

I 

September 


A regular  check-up  was  made  five  days  later. 
The  patient  had  been  having  some  spotting 
but  no  active  bleeding.  Labor  pains  started 
at  the  thirty-first  week,  and  she  was  admit- 
ted for  a cesarean  section.  Pains  were  inter- 
mittent. She  was  cross  matched  and  taken 
to  the  x-ray  unit  for  a flat  plate.  While 
awaiting  x-ray,  she  had  a vaginal  hemor- 
rhage of  400  cc.  Transfusion  was  started, 
and  she  was  transferred  to  the  operating 
room  where  she  delivered  a 3-pound,  11- 
oimce  living  infant  before  the  cesarean  could 
be  performed.  Four  minutes  after  dehvery 
the  placenta,  which  was  partially  adherent, 
was  removed  manually.  There  was  an  im- 
mediate blood  loss  of  500  cc.  She  went  into 
shock  and  developed  cardiac  arrest  which  re- 
sponded to  internal  cardiac  massage.  Blood 
was  continued  under  positive  pressure  and 
with  a tentative  diagnosis  of  ruptme  of  the 
uterus.  A temporary  uterovaginal  pack  was 
inserted.  Two  and  three  quarters  hours 
after  delivery  a supracervical  hysterectomy 
was  performed.  The  patient  expired  during 
surgery.  No  free  blood  was  found  in  the 
abdomen  at  the  time  of  surgery,  but  there 
was  a rupture  of  the  lower  segment  extend- 
ing into  the  right  broad  ligament.  She  re- 
ceived a total  of  4,000  cc.  of  blood.  The 
pathologic  diagnosis  was  an  amputated  post- 
partum uterus  with  a tear  in  the  uterine 
wall. 

Case  43.  A thirty-three-year-old  syph- 
ilitic (inactive)  gravida  6,  whose  pregnancy 
was  complicated  by  intermittent  hyperten- 
sion, edema,  and  who  had  a hemoglobin  of 
7.4  Gm.  at  the  twenty-fourth  week,  was 
hospitalized  at  the  thirty-sixth  week  because 
of  hypertension  and  excessive  weight  gain. 
Her  condition  stabilized,  and  she  was  dis- 
charged after  one  week.  She  was  readmitted 
at  the  thirty-seventh  week,'  with  a blood 
pressure  of  170/130.  She  remained  hospi- 
talized, with  satisfactory  results.  The  mem- 
branes ruptured  spontaneously  at  the  thirty- 
ninth  week,  associated  with  minimal  vaginal 
bleeding.  An  examination  revealed  the 
vertex  to  be  unengaged,  with  the  cervix 
dilated  5 cm.  A tentative  diagnosis  of 
abruptio  placenta  was  made,  and  the  patient 
was  cross  matched.  The  blood  pressure  was 
150/120,  pulse  88,  and  the  fetal  heart 
was  normal.  Magnesiiun  sulphate  was 
given  intramuscularly.  One  hour  after  the 
rupture  of  the  membranes  1 cc.  of  synthetic 
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oxytocin  was  added  to  the  intravenous 
glucose-water  infusion  for  stimulation. 
Shortly  thereafter  pains  were  recorded  as 
every  three  minutes,  lasting  forty  seconds. 
A vaginal  examination  showed  the  cervix 
fully  dUated,  with  a brow  presentation  at 
station  —1.  The  patient  went  into  shock, 
and  the  blood  pressure  could  not  be  obtained. 
Transfusion  was  started,  and  the  patient  was 
transferred  to  the  operating  room  with  a 
tentative  diagnosis  of  rupture  of  the  uterus. 
A laparotomy  revealed  the  fetus  and 
placenta  lying  free  in  the  blood-filled  abdom- 
inal cavity.  There  was  a large  tear  in  the 
left  border  of  the  uterus,  extending  into  the 
vagina.  A rapid  hysterectomy  was  per- 
formed, and  the  left  hypogastric  artery  was 
ligated.  Subsequent  to  the  completion  of 
surgery,  the  patient  showed  signs  of  afibrino- 
genemia. Treatment  included  550  cc.  of 
blood  and  21  Gm.  of  fibrinogen.  Shock  was 
irreversible,  and  the  patient  expired  five  and 
one-half  hours  postoperatively.  The 
autopsy  summary  was  preeclampsia,  rup- 
tured pregnant  uterus,  and  afibrinogenemia. 

Case  44.  A thirty -two-year-old  gravida 
13  was  first  admitted  at  forty-second  week 
(estimated)  in  false  labor.  She  was  read- 
mitted two  weeks  later  in  labor  with  a bloody 
show.  An  examination  revealed  the  vertex 
high  and  the  cervix  2 cm.  and  70  per  cent 
effaced.  The  patient  was  sedated  with  50 
mg.  of  meperidine  hydrochloride  (Demerol 
hydrochloride),  25  mg.  of  promazine  hydro- 
chloride (Sparine  hydrochloride),  and  1/150 
grain  of  scopolamine.  Twenty-five  minutes 
after  admission  an  intravenous  oxytocin  in- 
fusion was  started,  and  twenty  minutes  later 
the  membranes  were  ruptured  artificially. 
The  infant  presented  vertically  in  a right 
occipitoposterior  position  at  station  — 1. 
The  cervix  was  dilated  4 cm.,  and  the  pains 
became  regular  every  three  to  four  minutes. 
Shortly  thereafter  the  patient  showed  signs 
of  irrationality  and  dyspnea,  the  infusion 
was  stopped.  The  oxytocin  infusion  was  re- 
sumed one  hour  later,  and  twenty  minutes 
after  resumption  there  was  a vaginal  hemor- 
rhage. An  examination  revealed  that  the 
presenting  part  was  no  longer  in  the  pelvis. 
A blood  transfusion  was  ordered,  and  the  pa- 
tient was  prepared  for  surgery.  Shock  was 
marked,  and  an  external  cardiac  massage  was 
required.  A laparotomy  revealed  an 
8-pound  12-ounce  stillborn  infant  free  in  the 


abdomen,  with  a rupture  of  the  uterus.  The 
placenta  was  still  in  the  uterus,  and  there 
was  retroperitoneal  hematoma.  A hys- 
terectomy was  done,  and  the  right  hypo- 
gastric artery  was  ligated.  The  patient  re- 
ceived approximately  200  cc.  of  blood.  She 
expired  during  surgery.  The  pathologic 
diagnosis  was  rupture  of  the  uterus,  trans- 
verse anterior  and  right  lateral  aspect  of  the 
lower  segment;  chorionic  invasion  of  the 
decidua  basalis,  and  infarction  of  the 
placenta.  The  autopsy  report  was  spon- 
taneous rupture  of  the  uterus  with  hemor- 
rhage diuring  the  second  stage  of  labor. 

Comment 

The  classification  of  60  per  cent  of  the 
fatalities  due  to  rupture  of  the  uterus  as 
potentially  preventable  is,  perhaps,  over- 
enthusiastic.  We  did,  however,  “call  the 
shots”  as  we  saw  them  on  the  basis  of  in- 
formation available  to  us  in  the  reports 
submitted. 

Ascribing  predehvery  oxytocics  as  con- 
tributory, in  some  degree,  to  11  in  16  cases  of 
traumatic  rupture  may  be  out  of  line.  The 
case  summaries  were  detailed  in  a manner 
designed  to  allow  the  reader  to  form  his  own 
conclusions. 

We  share,  with  many  other  obstetricians, 
certain  principles  which  seem  important  in 
reducing  the  incidence  of  fatahties  from  rup- 
ture of  the  uterus.  There  are  some  complica- 
tions in  which  rupture  of  the  uterus  should  be 
anticipated.  We  feel  it  is  advisable  to  make 
careful  routine  inspection  for  cervical  lacera- 
tion and  meticulous  intrauterine  explora- 
tion, immediately  after  dehvery,  in  all  cases 
of  version  and  or  extraction,  difiiciilt  forceps 
rotations  and  or  extractions,  and  cases  com- 
plicated by  Bandl’s  contraction  ring.  The 
same  may  be  said  for  vaginaUy  delivered 
cases  who  have  previously  been  delivered  by 
cesarean  section  or  hysterotomy,  patients 
who  have  had  previous  pelvic  surgery  which 
might  predispose  to  rupture,  such  as  myo- 
mectomies, and  patients  who  have  received 
pituitary  derivatives  for  induction  or  stimu- 
lation of  labor.  This  routine  is  also  advo- 
cated in  other  comphcations  which  may  be 
conducive  to  rupture  of  the  uterus.  Routine 
cross  matching  and  preparation  for  im- 
mediate transfusion  would  also  seem  indi- 
cated in  the  presence  of  these  situations. 

We  were  also  impressed  by  the  number  of 
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missed  diagnoses  when  intrauterine  explora- 
tion was  made.  Failure  to  palpate  incom- 
' plete  rupture  is  understandable,  but  missing 
' complete  ruptures  is  another  matter.  It 
I seems  probable  that  lack  of  experience 
I , played  a role  in  some  missed  diagnoses, 
l;  Delay  in  obtaining  experienced  consulta- 
i|  tion  played  an  important  role  in  a few  in- 
||  stances  of  questionable  obstetric  manage- 
ment and  delay  in  diagnosis.  Some  of  the 
cases  in  this  category  may  have  been  beyond 
control  of  the  attending  due  to  the  unavail- 
ability of  physicians  properly  trained  in 
j obstetric  management. 

It  seems  probable  that  inadequate  im- 
, mediate  postpartum  observation  played  a 
I greater  role  than  the  statistics  indicate. 

■ This  is  understandable  in  hospitals  with 
; large  obstetric  services  where  several  de- 
f liveries  may  be  going  on  at  the  same  time 
I and  smaller  hospitals  with  inadequate  physi- 
cal and  organizational  facilities.  The  lack 
\ of  trained  mursing  and  ancillary  personnel 
; enters  the  picture.  The  fact  remains, 

I however,  that  if  these  situations  could  be 
! corrected,  some  of  the  fatalities  might  have 
been  avoided.  It  is  necessary  to  be  real- 
istic, but  it  is  important  that  our  goals  be 
in  a forward  direction.  It  has  been  amply 
demonstrated  that  the  use  of  common  sense 
and  devotion  to  duty  frequently  compensate 
for  lack  of  physical  facilities  and  personnel. 

We  were  also  impressed  by  the  adequacy 
of  supportive  measures  and  definitive  treat- 


ment employed  when  the  diagnosis  of 
rupture  had  been  established.  It  is  true 
that  in  this  report  we  are  dealing  with 
fatalities  exclusively.  We  are  cognizant  of 
the  many  cases  of  rupture  of  the  uterus 
who  have  survived  due  to  prompt  diagnosis 
and  the  medical  .skill  of  those  responsible 
for  the  care  of  the  patients. 

It  is  our  firm  conviction  that  the  incidence 
of  fatalities  due  to  rupture  of  the  uterus 
can  be  reduced  by  using  the  preventive, 
supportive,  and  definitive  treatments  at 
our  disposal. 

Room  2023, 
766  Irving  Avenue,  Syracuse  10 
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In  a pilot  study  to  determine  whether  or  not 
pregnant  monkeys  might  be  reliable  test  animals 
for  the  teratogenicity  of  thalidomide,  the  drug 
was  given  44  females  immediately  after  mating. 
Another  group  of  57  females  were  used  as  con- 
trols. In  the  latter,  11  live  births  occurred; 
in  the  treated  animals,  none. 

The  authors  regard  this  difference  as  statis- 
tically significant,  and  conclude  that  thalido- 
mide killed  the  embryo  before  implantation. 
Since  the  dose  given  had  no  apparent  toxic 
effects,  the  inference  is  strengthened  that 


teratogenic  effects  of  thalidomide  in  man  and 
monkeys  is  similar. 

The  authors  comment  that  the  interval 
between  the  fertilization  of  the  mammalian 
ovum  and  its  implantation  as  a blastocyst  in  the 
uterine  wall  varies  from  six  to  ten  days  in  the 
rabbit,  rat,  mouse,  monkey,  and  man.  The 
response  of  the  embryo  to  damaging  agents 
before  implantation  and  after  is  much  dif- 
ferent. During  this  interval,  in  mice,  a monster- 
producing  influence,  such  as  radiation,  is  much 
more  likely  to  kiU  the  embryo  than  to  cause  a 
congenital  anomaly. 

The  study  was  reported  in  a recent  issue  of 
Science. 
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Rickettsial  disease  is  rare  in  New  York 
State  except  for  an  endemic  focus  of  Rocky 
Mountain  spotted  fever  which  has  been 
known  to  exist  on  Long  Island  since  1912.  ^ 
Cases  in  Upstate  areas  have  always  been 
traced  to  a focus  either  on  the  Island  or  in 
the  eastern  states.  Cases  of  rickettsialpox 
have  been  sporadic  and  limited  to  urban 
areas.  Q fever  has  been  reported  in  New 
York  State,  but  since  it  is  essentially  a 
pneumonitis  without  a rash,  it  is  usually  not 
considered  in  the  differential  diagnosis  of  the 
exanthematous  rickettsioses. 

A probable  case  of  murine  typhus,  identi- 
fied by  differential  complement-fixation 
tests,  was  studied  recently  in  Upstate  New 
York.  The  case  is  recorded  herewith,  to- 
gether with  comments  on  the  known  endemic 
rickettsial  diseases.  The  implication  of  a 
sporadic  case  of  murine  typhus  is  that  it  may 
initiate  or  indicate  an  endemic  such  as  those 
of  the  southern  United  States. 

During  the  past  twenty-five  years  16 
patients  presumed  to  be  either  murine 
typhus  or  Brill-Zinsser  disease  were  reported 
to  the  State  of  New  York  Department  of 
Health.  All  of  these  patients  had  fever, 
chills,  headache,  myalgia,  and  macular  or 


maculopapular  rash,  most  pronounced  on 
the  trimk  of  the  patient.  Prior  to  1943, 
when  a complement-fixation  test  was  de- 
veloped for  the  differentiation  of  rickettsioses, 
serologic  identification  rested  on  the  Proteus 
OX  agglutination  tests  which  do  not  give  a 
specific  diagnosis. 

Of  the  16  cases,  5 were  technicians  work- 
ing with  epidemic  typhus  vaccines  and 
were  proved  epidemic  typhus  by  comple- 
ment-fixing antibody  rises  in  their  sera. 
Three  additional  patients,  probably  with 
spotted  fever,  had  resided  on  Long  Island. 
One  of  them  had  been  exposed  to  ticks, 
Dermacentor  variabilis,  the  vector  of  Rocky 
Mountain  spotted  fever  on  the  Island. 
Only  1 patient  showed  a rise  in  Proteus 
agglutinins.  A migrant  laborer  who  had 
just  come  from  Puerto  Rico  gave  a history 
suggestive  of  murine  typhus.  In  1937  and 
1939  2 cases  showed  definite  rise  in  Proteus 
OX-19  agglutinins  but  could  not  be  identi- 
fied definitely  by  history  or  serology.  No 
serologic  tests  were  performed  on  the  re- 
maining 5 cases.  Typhoid  fever  was  ruled 
out. 

Murine  typhus  is  a relatively  mild  acute 
febrile  illness  of  nine  to  fifteen  days  dura- 
tion, characterized  by  chills,  headache,  and 
a macular  rash  predominantly  on  the  trunk 
and  lower  portion  of  the  arms.  The  onset  is 
more  gradual  than  that  of  epidemic  typhus, 
the  symptoms  are  less  severe,  the  skin  lesions 
less  numerous,  and  the  rash  is  shorter  in 
duration.  The  fever  shows  wider  fluctua- 
tions than  epidemic  typhus.  It  is  termi- 
nated by  rapid  lysis  in  nine  to  fifteen  days. 
Complications  are  less  common  and  without 
sequelae.  The  rise  in  antibodies  is  not  as 
marked  as  in  epidemic  typhus.  The  clinical 
features  of  murine  typhus  are  described  in 
detail  by  Woodward.  ^ 

The  domestic  rat,  in  which  natural  infec- 
tions occur,  is  the  accepted  and  usual  reser- 
voir. The  rickettsia  are  transmitted  spo- 
radically from  the  rat  to  man  by  the  rat  flea, 
Xenopsylla  cheopis.  The  proper  classical 
medical  environmental  factors  conducive  to 
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murine  typhus  are  not  present  in  Upstate 
New  York,  and  there  are  no  endemic  foci 
there. 

In  addition  to  spotted  fever  and  typhoid 
fever,  Brill-Zinsser  disease  must  be  con- 
sidered in  the  differential  diagnosis.  Brill- 
Zinsser  disease  is  a recrudescence  of  epi- 
demic louse-borne  typhus  in  a mild  form, 
occurring  years  after  the  primary  infection. 
It  usually  occms  in  persons  migrating  from 
foreign  endemic  foci.  Most  of  the  cases  ob- 
served in  the  past  have  been  in  such  persons 
coming  to  the  New  York  City  area.  In  1928 
Blatteis^  stated  that  Brill’s  experience  with 
the  Weil-Felix  test  “ is  disappointing,  for  the 
serum  seldom  gives  the  reaction  in  dilutions 
sufficiently  high  to  be  of  diagnostic  value.” 
Murray  et  al.*  conclude  from  their  studies 
that  “It  is  clear  that  the  complement- 
fixation  test  or  rickettsial  agglutination  tests 
are  the  only  reliable  serologic  diagnostic  test 
for  BriU’s  disease.” 

Case  report 

Epidemiologic  history.  The  patient 
was  born  November  15,  1905,  in  Austria 
about  three  miles  from  the  Russian  border. 
He  thinks  that  he  might  have  been  slightly 
ill  at  the  same  time  that  a younger  sister  and 
t older  brother  had  severe  typhus.  Since 
emigrating  to  the  United  States  in  Jime, 
j 1921,  he  has  worked  in  paper  box  factories 
: and  in  the  fur  business.  Until  January, 
1962,  he  handled  only  processed  furs, 
Persian  lamb  from  South  Africa  and  Persia, 
with  a few  from  California.  He  did  not 
know  where  or  for  how  long  the  furs  had 
been  stored.  The  possibility  of  rat  infesta- 
tion was  also  unknown. 

In  January  and  February,  1962,  he  bought 
and  handled  about  1,000  raw  raccoon  and 
muskrat  furs  trapped  near  Lebanon  Springs, 
New  Lebanon,  New  York,  and  Hancock, 
near  the  Massachusetts  state  line.  While 
handling  the  furs,  he  cut  his  left  middle 
finger.  There  were  no  rats  in  his  warehouse, 
but  he  did  see  an  occasional  mouse.  He  did 
not  see  any  fieas  or  lice. 

Clinical  history.  On  March  7,  1962, 
the  patient  was  seen  by  one  of  us  (M.E.P.) 
because  of  discomfort  of  the  chest,  gas,  and 
indigestion.  The  temperature  and  blood 
pressure  were  normal. 

On  March  10  he  complained  of  a head- 
ache and  “flu-like”  symptoms,  and  his 


throat  was  inflamed.  Two  days  later  he 
felt  better,  and  his  temperature  was  98.2  F. 
On  March  13  his  temperature  rose  to  102  F. 
and  his  throat  appeared  normal,  but  he  had 
a headache,  gastrointestinal  symptoms,  and 
a discrete  macular  rash  over  his  abdomen. 
The  next  day  his  temperature  was  stUl  102 
F.,  and  the  macular  rash  had  extended  onto 
his  chest  and  forearms.  This  rash  resem- 
bled, in  many  respects,  the  early  rash  of 
measles,  but  there  was  no  reason  to  suspect 
measles.  He  was  admitted  to  the  Albany 
Medical  Center  Hospital  on  that  day. 

On  admission  he  had  a temperature  of  103 
F.,  blood  pressure  of  140/78,  pulse  of  110, 
and  respirations  of  24.  The  pharynx  was 
infected,  the  neck  was  supple,  and  there 
was  no  lymphadenopathy.  The  lung  fields 
were  clear,  the  heart  was  not  enlarged,  the 
cardiac  rate  was  regular,  and  no  murmurs 
or  rubs  were  heard.  There  was  no  edema 
of  the  extremities.  The  skin  was  warm,  and 
there  was  a fine,  rose-colored  erythematous 
maculopapular  rash  over  the  lower  quad- 
rants of  the  abdomen  and  diffusely  scattered 
across  the  posterior  aspects  of  the  trunk  and 
on  the  extensor  surfaces  of  both  forearms 
and  legs.  The  hemogram  was  normal  in 
character,  blood  mea  nitrogen  was  18  mg. 
per  100  ml.,  and  the  standard  test  for 
syphilis  indicated  negative  results.  The 
urine  had  a trace  of  albumin,  and  several 
blood  cultures  were  sterile.  No  febrile  ag- 
glutinins for  tularemia,  brucellosis,  leptospi- 
rosis, salmonellosis,  and  typhoid  fever  were 
detected  in  several  serial  specimens  of  blood. 
The  cerebrospinal  fluid  had  48  mg.  per  100 
ml.  of  protein,  78  mg.  of  sugar,  and  105  mg. 
per  100  ml.  of  chlorides  and  no  cells.  The 
electrocardiogram  was  normal,  and  the  x-ray 
film  of  the  chest  showed  a linear  zone  of 
atelectasis  in  the  left  lower  limg  field. 

Hospital  course.  During  the  first  four 
days  his  temperature  ranged  between  100 
and  103  F.,  with  two  daily  rises.  Therapy 
was  started  on  March  18,  and  within 
forty-eight  hours  the  patient  was  afebrile 
and  remained  so.  The  medication  data  were 
as  follows:  erythromycin:  0.5  Gm.  by  mouth 
every  six  hours,  stopped  March  23;  strepto- 
mycin: 1.0  Gm.  by  mouth  daily,  stopped 
March  22;  chloramphenicol  (Chloromyce- 
tin): 0.5  Gm.  every  six  hours,  stopped 

April  3. 

During  hospitalization  the  patient  de- 
veloped signs  of  a bleeding  gastric  ulcer. 
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TABLE  I.  Results  of  serologic  tests  with  specimens  from  patient 


Date  Specimen 
Collected 
(1962) 


—Division  of  Laboratories  and  Research — - —Rocky  Mountain  Laboratory— 
— Complement  Fixation — . . — Complement  Fixation- 

Agglutinins  Typhus  Fever  Typhus 

with  Proteus  (Epidemic  Rocky  Mountain  Fever  Rocky  Mountain 
OX-19  and  Murine)  Spotted  Fever  (Epidemic)  Spotted  Fever 


March  15 

1:40 

129 

20 

1:640 

2,058 

23 

1:1,280 

1,377 

April  9 

May  8 

1:160 

399 

June  15 

1:20 

287 

with  bloody  vomitus  and  melena.  A mild 
anemia  resulted,  and  he  was  transfused  with 
1 pint  of  whole  blood.  The  rash  faded 
gradually  to  a brown  discoloration  of  the 
skin  without  evidence  of  hemorrhage.  The 
patient  was  discharged  on  April  5. 

Serodiagnosis.  Sera  were  examined  for 
agglutinins  and  complement-fixing  anti- 
bodies of  brucellosis,  tularemia,  typhoid 
fever,  salmonellosis,  and  leptospirosis  with- 
out demonstrable  reactions.  The  results  of 
the  Proteus  agglutination  and  complement- 
fixation  tests  for  rickettsiosis  on  six  sera 
collected  between  March  15  and  June  15  are 
summarized  in  Table  I. 

There  were  no  significant  antibodies  for 
Rocky  Mountain  spotted  fever.  After  onset 
(March  10)  there  was  a rise  in  agglutinating 
antibodies  with  Proteus  OX-19  antigen, 
with  a maximiun  titer  of  1:1,200  on  the 
thirteenth  day  (March  23).  There  was  also 
a marked  rise  in  complement-fixing  anti- 
bodies, with  the  epidemic  typhus  antigen 
with  a maximum  titer  on  the  tenth  day  after 
onset. 

Comment 

The  past  history  of  this  patient  does  not 
provide  evidence  for  a diagnosis  except  to 
rule  out  exposure  to  an  endemic  area  of 
Rocky  Mountain  spotted  fever.  The  ap- 
pearance of  the  rash,  initially  on  the  trunk 
and  spreading  to  the  extremities,  is  the  oppo- 
site of  the  development  of  the  rash  seen  in 
spotted  fever  where  the  rash  first  appears  on 
the  extremities  and  then  spreads  to  the 
chest  and  abdomen. 

The  main  diagnostic  evidence  is  found  in 
the  serology.  There  are  no  important  dif- 
ferences between  epidemic  and  murine 
typhus  in  regard  to  the  time  of  appearance, 
the  peak  of  titer,  or  persistence  of  antibodies 


4 512  0 

11  8,192  0 

4 4,096  0 

4,096  0 

4,096  0 

3,072  0 


measured  by  complement-fixation  or  Proteus  | 
OX  agglutination  tests.  In  Brill-Zinsser  ; 
disease  the  rise  in  complement-fixing  anti- 
bodies begins  on  the  fourth  or  fifth  days 
after  onset,  and  the  maximal  titer  is  usually 
attained  between  the  eighth  and  tenth  days;  j 
there  are  no  Proteus  OX  agglutinins.®  In  i 
primary  attacks  of  epidemic  and  murine  ! 
typhus  the  initial  rise  appears  between  the  I 
eighth  and  twelfth  days,  and  the  maximal 
titer  is  noted  between  the  twelfth  and  six- 
teenth days  after  onset.  In  both  forms 
there  is  a definite  rise  in  Proteus  OX  agglu- 
tinins. 

In  this  reported  case  the  maximal  titer  of 
Proteus  OX-19  agglutinins,  1 : 1,200,  occurred 
on  the  thirteenth  day  after  onset  and  of 
complement-fixing  antibodies  on  the  tenth 
day  after  onset.  The  time  of  the  antibody 
response  and  the  definite  production  of  Pro- 
teus agglutinins  are  against  Brill-Zinsser 
disease  and  favors  miurine  typhus. 

A detailed  search  did  not  reveal  the  source 
of  the  infection.  A natural  or  experimental 
infection  of  raccoons  or  muskrats  with 
mmine  typhus  has  not  been  noted  in  the 
literature.  However,  Dyer®  reported  the 
woodchuck  as  susceptible  to  experimental 
murine  typhus,  and  Brigham^  noted  the 
susceptibility  of  the  opossum.  One  of  us 
(J.K.M.)  was  unable  to  induce  clinical  signs 
of  spotted  fever  in  experimentally-infected 
raccoons,  but  the  inoculation  of  the  Bitter 
Root  strain  did  induce  high  titers  of  comple- 
ment-fixing antibodies.  ^ 

Summary 

A case  of  rickettsiosis  in  a fifty -six-year-old 
man  has  been  reported.  He  was  born  and 
lived  in  Austria  until  the  age  of  twenty 
years  when  he  emigrated  to  the  United 
States.  Just  prior  to  his  illness  he  had 
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handled  large  numbers  of  raw  dirty  skins  of 
raccoons  and  muskrats,  trapped  in  the 
vicinity  of  Lebanon  Springs,  New  York. 
He  cut  his  left  middle  finger  while  handling 
the  furs.  Four  days  later  he  developed 
' headache  and  “flu-like”  symptoms  and  then 
' a macular  rash  over  the  abdomen  which 
I spread  to  the  chest  and  forearms.  He  had  a 
fever  of  102  to  103  F.  With  treatment  with 
' chloramphenicol,  streptomycin,  and  erythro- 
! mycin,  he  became  afebrile  in  forty-eight 
hours,  and  the  rash  faded  without  hemor- 
rhage. Six  serial  sera,  taken  over  a period  of 
three  months,  showed  a definite  rise  in 
1 Proteus  OX-19  agglutinins  and  of  comple- 
I ment-fixing  antibodies  with  specific  epidemic 
I typhus  rickettsial  antigens.  No  febrile 
agglutinins  for  brucellosis,  tularemia,  ty- 
I phoid  fever,  salmonellosis,  or  leptospirosis 
■ were  detected.  Complement-fixation  tests 
I with  specific  rickettsial  antigens  for  Rocky 
1 Mountain  spotted  fever  indicated  negative 
] findings. 

Since  Brill-Zinsser’s  disease  does  not  in- 


I 


I 


Stress  and  diabetes 


A connection  between  psychologic  stress  and 
the  onset  of  diabetes  in  persons  predisposed  to 
1 the  disease  has  been  reported  in  the  July  20 
I Journal  of  the  American  Medical  Association. 
; A study  of  25  diabetic  patients  revealed  that 
'I  20  had  suffered  a personal  loss  of  some  kind 
« before  the  disease  was  discovered. 

The  patients  were  20  men  and  5 women  rang- 
! ing  from  eighteen  to  seventy  years  of  age  who 
took  a standard  personality  test  and  were 
: interviewed  within  six  months  after  symptoms 
appeared.  Of  the  25,  14  gave  a history  of  a 
defininte  loss  recognized  such  by  the  patient, 
and  6 gave  evidence  of  a loss  that  could  be 
reasonably  inferred  although  not  acknowledged 
by  the  patient.  The  losses  consisted  of  such 
occurrences  as  death  of,  or  separation  from,  a 
spouse,  child,  parent,  or  pet,  or  a social,  oc- 
< cupational,  or  financial  setback. 


duce  Proteus  agglutinins  and  a significant 
rise  of  complement-fixing  antibodies  against 
epidemic  typhus  rickettsial  antigens  oc- 
curred, it  was  decided  on  serologic  evidence 
that  this  case  was  probably  murine  typhus. 
The  source  of  the  infection  was  not  deter- 
mined. There  had  been  no  contact  with 
rats. 
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Although  these  losses  occurred  one  to  forty- 
eight  months  prior  to  the  onset  of  diabetes, 
the  effects  of  most  losses  extended  into  the  life 
situation  current  at  the  time  of  psychiatric 
evaluation. 

During  the  course  of  the  study,  the  authors 
said  they  saw  the  disease  which  had  been  well 
controlled  with  a certain  dosage  of  insulin  go 
out  of  control  when  the  patient  suffered  a 
personal  loss.  One  of  the  most  striking  of  such 
cases  was  that  of  a policeman  with  a four-year 
history  of  well-controlled  diabetes.  When  told 
that  his  fifteen-year-old  daughter  had  leukemia, 
he  went  out  of  control.  When  further  studies 
showed  that  his  daughter  did  not  have  leu- 
kemia, his  response  to  this  good  news  was 
prompt  and  dramatic,  with  a return  to  his 
former  insulin  requirements. 

The  researchers  emphasize  that  they  do  not 
suggest  that  psychologic  stress  is  a necessary 
etiologic  factor  in  diabetes,  but  that  psychologic 
stress  may  trigger  the  initial  metabolic  im- 
balemce  in  predisposed  individuals. 
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In  the  past  decade  resection  with  graft 
replacement  of  abdominal  aortic  aneurysm 
has  become  accepted  as  the  treatment  of 
choice  for  this  lesion.  As  is  usually  the 
case,  when  treatment  becomes  available  for 
a specific  problem,  the  clinician’s  diagnostic 
acumen  and  awareness  of  the  problem 
increase.  The  diagnosis  of  abdominal  aortic 
aneurysm  is  now  made  more  frequently  and 
earlier,  and  elective  surgery  is  recommended 
with  enthusiasm.  The  diagnosis  is  usually 
made  quite  readily  when  a pulsating  fusiform 
mass  is  palpable  in  the  left  upper  and 
midabdomen,  and  a roentgenogram  of  the 
abdomen  frequently  demonstrates  calcifica- 
tion within  the  wall  of  the  aneurysm. 
Aortography  is  superfluous  and  rarely  em- 
ployed except  in  unusual  instances.  This 
report  presents  a syndrome  resulting  in 
palpatory  findings  highly  suggestive  of 
abdominal  aortic  aneurysm  despite  the 
presence  of  a normal  caliber  aorta. 

Case  reports 

Case  1.  A fifty -five-year-old  female  was 
admitted  to  Montefiore  Hospital  for  the 
first  time  on  July  11,  1961.  She  complained 
of  a “butterfly  feeling”  in  the  upper  abdomen 


and  had  noticed  a pulsation  in  this  region 
during  the  past  three  months.  Her  physi- 
cian palpated  a pulsatile  mass  in  the  epigas- 
trium and  advised  hospitaUzation  for  treat- 
ment of  an  abdominal  aortic  aneurysm. 
A review  of  the  systems  and  the  past  history 
were  unremarkable  except  for  a cholecystec- 
tomy in  1930  and  a laparotomy  for  adhesions 
in  1952.  Physical  examination  showed  a 
well-developed  female  in  no  distress.  The 
blood  pressure  was  130/80  and  the  pulse  80. 
Abdominal  examination  revealed  a pulsatile 
mass  in  the  epigastrium  which  was  easily 
palpable.  The  femoral  pulses  were  strong 
bilaterally. 

The  hematocrit  was  38,  and  the  white 
blood  count  was  4,700.  A luinalysis,  blood 
urea  nitrogen,  blood  sugar,  electrolytes,  and 
blood  volume  were  all  within  normal  limits. 
A chest  x-ray  fihn  showed  some  imcoihng 
of  the  thoracic  aorta,  with  suggestive 
calcification  in  the  arch.  Frontal  and 
lateral  views  of  the  thoracic  and  lumbosacral 
spine  showed  spondylosis  deformans  plus  a 
mild  scohosis  with  concavity  to  the  left. 
The  lateral  view  failed  to  demonstrate 
evidence  of  calcification  in  the  aortic  wall. 
An  intravenous  pyelogram  showed  prompt 
excretion  bilaterally,  with  no  displacement 
of  the  kidneys  or  ureters. 

A laparotomy  was  performed  (E.S.H.)  on 
July  13,  1961,  and  the  aorta  was  uniform  in 
diameter  but  sclerotic  and  curved  somewhat 
to  the  right.  It  was  thrown  forward  by  the 
lumbar  vertebrae  and  was  overlaid  by  a 
normal  pancreas  and  a normal  segment  of  the 
left  lobe  of  the  liver.  The  pancreas  and 
fiver  filled  the  epigastrium,  and  the  trans- 
mitted aortic  pulsation  could  be  felt  readily 
through  them.  The  wound  was  closed,  and 
the  patient  ran  a low-grade  fever  post- 
operatively.  She  was  discharged  on  August 
1,  1961. 

Case  2.  A fifty-eight-year-old  married 
female  was  admitted  to  Montefiore  Hospital 
for  the  first  time  on  June  6,  1961,  complain- 
ing of  periimibifical  and  left  upper  pain  of 
one  week’s  duration.  Examination  revealed 
the  presence  of  a moderately  tender  pulsatile 
mass  in  the  epigastrium  and  left  upper 
quadrant.  The  patient  was  hospitalized, 
with  the  provisional  diagnosis  of  abdominal 
aortic  aneurysm.  A cholecystectomy  had 
been  performed  twelve  years  previously. 
In  April,  1961,  a fasting  blood  sugar  of  222 
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mg.  per  100  ml.  was  found.  Physical 
examination  showed  a well-developed  woman 
in  no  distress.  The  blood  pressure  was 
150/95,  pulse  80,  and  respirations  18.  The 
significant  findings  were  in  the  abdomen 
where  a pulsatile  tender  mass  was  palpable 
in  the  epigastrium.  A bruit  was  not  audible, 
and  both  femoral  pulses  were  present. 

The  hematocrit  was  35,  and  the  white 
blood  count  was  4,400.  The  fasting  blood 
sugar  was  86,  and  the  blood  urea  nitrogen 
was  15.  A urinalysis,  electrolytes,  serum 
calcium,  amylase,  liver  chemistries,  and 
serum  bilirubin  were  all  within  normal 
limits.  The  chest  x-ray  film  was  essentially 
normal,  with  a slightly  uncoiled  thoracic 
aorta.  The  intravenous  pyelogram  revealed 
excretion  with  good  concentration.  The 
proximal  portion  of  the  left  ureter  appeared 
somewhat  more  lateral  and  interiorly  placed 
than  average,  particularly  when  compared 
with  the  right  side.  This  was  considered  of 
indeterminate  significance,  but  it  might  be 
seen  in  the  presence  of  extrinsic  pressure  by 
, an  aortic  aneurysm.  No  calcification  or  soft 
tissue  mass  of  an  aortic  aneurysm  was 
visualized.  Mai'ked  calcification  was  pres- 
ent in  the  lower  abdominal  aorta,  extending 
upward  to  the  level  of  second  to  third 
lumbar  vertebrae.  Lateral  lumbar  spine 
roentgenograms  demonstrated  a soft  tissue 
mass  extending  anterior  to  the  first  and 
second  lumbar  vertebrae  for  a distance  of 
6 cm.  No  calcification  was  seen  within  the 
margin  of  the  mass.  There  was  a mild 
degree  of  spondylosis  deformans  of  the 
lumbar  spine. 

Because  the  previous  studies  were  not 
absolutely  diagnostic  of  any  aneurysm,  an 
aortogram  was  performed.  The  abdominal 
aorta  and  its  major  branches  were  well 
visualized,  and  no  evidence  of  an  aneurysm 
could  be  identified.  Barium  enema,  upper 
gastrointestinal  series,  and  intravenous  cho- 
langiogram  aU  indicated  essentially  negative 
findings  except  for  a slight  indentation  on 
the  dorsal  aspect  of  the  stomach.  A 
tentative  diagnosis  of  pseudocyst  of  the 
J pancreas  was  made,  and  the  patient  was 
If  discharged  on  June  21, 1961. 

;i  While  at  home,  she  was  treated  with  a 
),;  low-residue  diet  and  propantheline  bromide 
(Pro-Banthine) . The  mild  upper  abdominal 
pain  and  pulsatile  mass  persisted.  A surgi- 
cal exploration  was  advised  because  of  the 
persistent  palpable  tender  mass,  and  the 


patient  was  readmitted  on  September  14, 
1961.  A laparotomy  was  performed  (B.S.) 
the  next  day,  and  no  pathologic  conditions 
were  present  in  any  of  the  abdominal  viscera. 
There  was  an  accentuation  of  the  lordotic 
curve  of  the  upper  lumbar  spine,  and  the 
pancreas  and  aorta  were  displaced  anteriorly 
and  to  the  left  by  the  vertebral  bodies.  The 
abdomen  was  closed  in  layers,  and  the 
patient  made  a good  recovery  from  surgery. 
She  was  discharged  from  the  hospital  on 
September  27,  1961,  and  has  remained  weU. 

Comment 

In  both  cases  the  pulsating  upper  ab- 
dominal mass  represented  the  aorta  being 
pushed  forward  by  an  increase  in  the  lordotic 
curve  of  the  lumbar  vertebrae  and  spur 
formation  by  spondylosis  deformans.  The 
anterior  position  of  the  aorta  is  buttressed 
from  behind  by  the  vertebral  bodies  and 
given  added  bulk  anteriorly  by  the  overlying 
pancreas.  The  palpable  mass  transmits  the 
aortic  pulsation  quite  effectively,  and  on 
physical  examination  the  findings  are  almost 
indistinguishable  from  those  of  an  abdominal 
aortic  aneurysm.  A posterior  anterior  and 
lateral  roentgenogram  of  the  abdomen  and 
intravenous  pyelogram  are  sufficient  to 
confirm  the  diagnosis.  Some  degree  of 
calcification  is  almost  always  seen  along  the 
rim  of  an  aneurysm.  The  intravenous  py  el  o- 
gram  confirms  the  presence  of  two  fimction- 
ing  kidneys,  and  at  times  it  may  show  a dis- 
placement of  the  left  kidney  or  ureter  by  the 
aneurysmal  bulge.  The  aorta  in  both  of 
'these  cases  was  calcified,  but  the  calcification 
did  not  appear  to  be  along  the  rim  of  an 
aneurysmal  bulge.  This  was  not  given 
sufficient  consideration  in  the  first  case,  but 
it  was  the  factor  that  prompted  more 
specific  action  in  the  next  patient.  Aortog- 
raphy was  then  employed,  and  an  aneurysm 
was  ruled  out  as  the  cause  of  the  palpable 
pulsating  mass. 

A pulsating  abdominal  mass  may  be  en- 
countered in  cases  of  carcinoma  of  the  body 
and  tail  of  the  pancreas  or  when  the  peri- 
aortic nodes  are  enlarged  massively  by 
lymphoma  or  metastatic  carcinoma.  The 
diagnosis  in  these  instances  is  suspected 
readily  because  of  the  over-aU  clinical 
picture. 

A pseudoaneurysm  of  the  right  common 
carotid  artery  was  described  first  by  Coulson 
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in  1852.1  DeterKng^  collected  68  cases  from 
the  literature  and  reported  on  21  additional 
cases  from  the  Presbyterian  Hospital  in 
New  York  City.  Stone  and  Lord®  presented 
10  such  cases.  The  condition  was  found 
due  to  a tortuous  or  kinked  carotid  artery, 
produced  by  an  elevation  and  elongation  of 
the  aortic  arch  secondary  to  an  intrinsic  loss 
of  elasticity  within  the  wall  of  the  aorta  at 
the  level  of  the  arch.  In  view  of  the  fixation 
of  the  external  carotid  artery  by  its  branches, 
bending  or  binding  occurred  more  readily  in 
the  unfixed  portion  of  the  arterial  axis,  the 
common  carotid  artery.  This  lesion  was 
associated  with  hypertension  and/or  arterio- 
sclerosis. We  are  not  certain  if  elongation 
and  forward  bowing  of  the  abdominal  aorta 
are  associated  with  pseudoaneurysm  in  this 
area,  but  they  should  be  considered  as 
possible  contributing  factors  to  those  already 
described. 

It  is  important  for  the  chnician  to  be 
cognizant  of  this  condition,  so  that  un- 
necessary surgery  may  be  avoided  and  the 
patient  reassured  as  to  the  benign  nature  of 
the  lesion. 


Summary 

We  have  described  2 cases  of  pseudo- 
aneurysm of  the  abdominal  aorta.  A for- 
ward displacement  of  the  abdominal  aorta 
by  an  increase  in  the  lordotic  curve  of  the 
lumbar  vertebrae  by  spondylosis  deformans 
and  the  added  bulk  of  the  overlying  pancreas 
result  in  a palpable  pulsating  abdominal 
mass.  If  calcification  within  the  rim  of  an 
aneurysmal  bulge  is  not  seen  on  an  x-ray 
film  of  the  abdomen,  aortography  is  in- 
dicated to  confirm  or  rule  out  the  presence 
of  an  aneurysm. 

No  specific  local  therapy  is  required  for 
pseudoaneurysm. 
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It  has  been  reported  that  tetracycline, 
administered  to  animals  during  the  period  of 
their  prenatal  or  immediately  postnatal  devel- 
opment, is  selectively  locahzed  and  deposited 
in  high  concentrations  in  the  hard  structures 
of  the  bones  and  teeth. 

Since  most  patients  with  cystic  fibrosis  of 
the  pancreas*  are  currently  receiving  massive 
and  continued  therapeutic  and  prophylactic 
dosages  of  antibiotics,  frequently  tetra- 
cychne,  to  combat  chronic  bronchial  infec- 
tion, and  since  many  such  patients  have  a 
marked  discoloration  of  teeth, the  possi- 
bility that  the  tetracychne  may  have 
contributed  to  this  discoloration  by  deposit 
during  periods  of  tooth  formation  has  been  a 
subject  of  intensive  study  in  our  chnics  and 
laboratories. 

During  the  comse  of  these  investigations 
our  interest  in  the  possibihty  of  tetracychne- 

* Cystic  fibrosis  of  the  pancreas  has  been  termed  in  the 
literature  variously  as  congenital  famih'al  steatorrhea,  con- 
genital pancreatic  disease,  congenital  pancreatic  steatorrhea, 
cirrhosis  of  the  pancreas,  familial  pancreatic  disease,  muco- 
viscidosis, fibrosis  of  the  pancreas,  mucosis  ecrinosis,  and  fib- 
rocystic disease  of  the  pancreas. 


induced  tooth  discoloration  was  further 
heightened  when  4 patients  without  cystic 
fibrosis  of  the  pancreas  had  essentially 
similar  tooth  discoloration.  Furthermore, 
none  of  these  4 children  were  known  to  have 
had  any  local  or  systemic  abnormahty  which 
is  commonly  associated  with  tooth  discolora- 
tion. A careful  review  of  their  pre-  and 
postnatal  histories  revealed  only  one  factor 
which  might  be  termed  a coimnon  denom- 
inator, namely,  the  prolonged  administration 
of  tetracychne  compounds  shortly  after 
birth. 

This  report  is  devoted  to  a consideration 
of  these  4 patients  and  the  conclusions 
derived  from  their  case  histories  and  chnical 
oral  findings. 

Case  reports 

Case  1.  The  patient,  a six-year-old 
male,  had  had  osteomyehtis  of  the  maxiUa 
in  infancy.  Tetracycline  had  been  ad- 
ministered at  the  age  of  twenty-one  days 
and  had  been  continued  for  sixty-three 
days.  At  the  time  of  the  examination  the 
child  had  17  deciduous  and  7 permanent 
teeth.  Fifteen  of  the  deciduous  teeth  were 
discolored,  with  a 2 to  4 plus  degree  of  dis- 
coloration. 

Case  2.  A two-and-one-half-y  ear-old 
male  had  had  bronchial  pneumonia.  Tetra- 
cycline had  been  administered  at  birth  and 
continued  for  ten  days.  At  the  time  of 
examination  the  child  had  20  deciduous 
teeth,  aU  of  which  were  discolored.  The 
intensity  of  discoloration  was  3 plus.  There 
were  no  permanent  teeth. 

Case  3.  The  patient  was  a six-and-one- 
half-year-old  male  who  had  had  a cystic 
disease  of  the  kidneys.  Tetracychne  had 
been  administered  at  the  age  of  twelve  days 
and  had  been  continued  for  twenty-six 
days.  At  the  time  of  the  examination  the 
child  had  18  deciduous  and  6 permanent 
teeth,  all  of  them  discolored.  The  intensity 
of  discoloration  was  3 plus. 

Case  4.  A four-and-one-half-year-old 
male  had  been  born  prematurely.  Tetra 
cycline  had  been  administered  at  the  age  of 
thirty-seven  days  and  had  been  continued 
for  twenty-seven  days.  At  the  time  of  the 
examination  the  child  had  20  deciduous 
teeth,  8 of  which  were  discolored.  The 
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intensity  of  discoloration  was  4 plus.  There 
were  no  permanent  teeth. 

Comment 

All  4 children  were  white  males  and  all 
had  received  standard  pediatric  dosages  of 
tetracycline.  Although  other  antibiotics  had 
been  administered  in  Cases  1 and  2,  such 
as  erythromycin,  chloramphenicol  (Chloro- 
mycetin), streptomycin,  and  penicillin,  no 
evidence  has  been  presented  as  yet  to 
implicate  any  antibiotics  other  than  the 
tetracychnes  as  tooth  discoloration  factors. 
Cases  3 and  4 did  not  receive  other  such 
medications. 

It  is  obvious  that  the  discolorations  ob- 
served were  almost  entirely  restricted  to  the 
members  of  the  deciduous  dentition.  How- 
ever, 2 patients  did  not  have  any  members  of 
the  permanent  dentition  erupted  as  yet,  and 
the  remaining  2 had  only  seven  and  six 
permanent  teeth  respectively.  The  patient 
with  seven  permanent  teeth  (Case  1 ) showed 
no  discoloration  of  these  teeth;  however, 
the  patient  with  six  erupted  permanent  teeth 
(Case  3)  showed  discoloration  of  all  of  these 
teeth  to  a moderately  intensive  degree. 


Summary 

Pronounced  discoloration  of  the  teeth  of 
4 children  has  been  reported.  No  evidence 
of  the  usually  relatable  tooth  discoloration 
factors  (such  as  cystic  fibrosis  of  the  pan- 
creas, amelogenesis  imperfecta,  odonto- 
genesis imperfecta,  fluorosis,  iron  adminis- 
tration, erythroblastic  anemia,  other  hemo- 
lytic disease,  and  so  forth)  was  uncovered  in 
their  histories  or  by  examination  of  these 
patients.  The  one  factor  found  to  be  a 
common  denominator  to  aU  4 patients  was 
prolonged  tetracycline  administration  within 
two  months  following  birth. 
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preciation to  Carolyn  Denning,  M.D.,  and  Edmund  Apple- 
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Phosphorus,  Trifluoperazine, 
and  Methyl  Alcohol 
Intoxications 


T HE  FOLLOWING  INCIDENTS  were  reported 
recently  to  the  New  York  City  Poison 
Control  Center. 

Incident  1 

Toxic  Agent  Age  Sex 

J-0  Paste  38  Years  Female 

Barbara  Parker,  M.D.,  of  New  York 
University  Medical  School  and  BeUevue 
Hospital  reported  the  case  to  us. 

This  was  the  first  Bellevue  Hospital 
admission  of  a thirty-eight-year-old  white 
unmarried  woman  because  of  the  ingestion  of 
an  undetermined  amount  of  J-0  roach  paste 
in  an  undetermined  manner  about  six  hours 
prior  to  her  admission  to  the  hospital. 
After  ingestion  about  1 or  2 teaspoonfuls 
were  estimated  to  be  missing  from  the 
recently  opened  can.  There  was  no  im- 
mediate vomiting. 

The  patient  had  been  weU  except  for 
severe  alopecia  of  twenty  years  duration. 
There  had  been  a “skin  rash”  with  tanning 
for  many  years  as  weU  as  “anemia”  which 
had  been  treated  with  iron  and  vitamins. 
There  was  no  jaundice  at  any  time.  Poho- 
myelitis  at  the  age  of  two  years  left  the 
patient  with  weakness  and  shortening  of  the 
right  leg.  She  was  known  to  “act  strangely” 
from  time  to  time.  There  was  no  history  of 
alcoholism. 


Physical  examination  revealed  a tempera- 
ture of  99.4  F.  and  a rash  on  the  face,  scalp, 
and  neck.  There  was  total  alopecia,  no 
jaundice,  and  atrophy  of  the  right  thigh  and 
right  calf. 

Laboratory  findings  showed  a normal 
urinalysis  except  for  the  transient  presence  of 
bile.  The  white  blood  cell  count  was 
normal.  There  was  no  leukopenia  at  any 
time.  Serum  transaminase  activity  was 
elevated  moderately  beginning  on  the  fourth 
day  following  ingestion.  Serum  bilirubin 
rose  from  0.6  mg.  per  100  ml.  on  admission  to 
a high  of  6.8  mg.  per  100  ml.,  and  there  was  a 
subsequent  gradual  dechne  to  normal  levels. 

The  patient  vomited  once  or  twice  daily 
for  about  five  days  during  which  time  she  also 
had  anorexia  and  developed  jaundice.  Her 
appetite  returned,  and  she  made  an  un- 
eventful recovery  except  for  toxic  psychosis 
and  abscesses  at  the  site  of  intravenous 
infusions. 

The  patient  was  treated  for  two  weeks  with 
absolute  bed  rest,  daily  infusions  of  glucose, 
and  a high-carbohydrate-low-fat  diet  in 
small  frequent  feedings.  In  addition,  she 
was  given  two  forms  of  treatment  with  no 
clinical  justification  (evidence  from  animal 
experimentation):  the  use  of  an  oxygen  tent 
for  one  week  and  high  doses  of  steroids  for 
about  six  weeks.  Critical  evaluation  of 
these  treatments  is,  of  course,  impossible. 
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The  steroids  induced  an  acute  toxic  psy- 
chosis which  comphcated  the  management 
of  this  patient  and  interfered  with  her  nutri- 
tion for  a period  of  almost  ten  days. 

She  made  an  uneventful  recovery  from 
acute  phosphorus  poisoning  and  was  trans- 
ferred for  further  psychiatric  care  to  Man- 
hattan State  Hospital  on  the  seventy- 
fourth  hospital  day.  The  final  diagnoses 
were:  acute  phosphorus  poisoning  with 

liver  damage  caused  by  the  ingestion  of 
J-0  roach  paste,  from  which  the  patient 
recovered;  schizophrenia  (depressive,  sui- 
cidal), which  was  unimproved;  and  acute 
toxic  psychosis  caused  by  steroids,  which 
was  improved. 

This  case  is  cited  because  it  contains 
several  interesting  medical  factors:  the 

delayed  reaction  in  the  appearance  of  jaun- 
dice, acute  toxic  psychosis  following  steroid 
therapy,  and  the  uneventful  recovery.  It 
is  worth  re-emphasizing  that  because  of  the 
availability  of  other  less  hazardous  pesti- 
cides and  because  of  the  absence  of  an  anti- 
dote for  phosphorus  the  use  of  phosphorus  in 
the  home  is  at  present  completely  unwar- 
ranted. 


Toxic  Agent 

Incident  2 
Age 

Sex 

Trifluoperazine 

5 Years 

Male 

3’/2  Years 

Female 

10  Months 

Female 

The  history  of  the  mode  of  occurrence  in 
these  3 cases  is  as  follows:  The  five-year-old 
boy  was  admitted  with  generalized  spasticity, 
lethargy,  and  opisthotonos  which  was  noticed 
the  night  before  admission.  He  was  ad- 
mitted with  the  same  symptoms  a month 
ago  and  was  discharged  well  after  five 
days.  Two  sisters  were  admitted  on  the 
same  day  with  similar  symptoms. 

Their  mother  had  a history  of  a nervous 
breakdown  eight  months  previously  after 
the  delivery  of  her  youngest  child  and  was 
confined  in  Bellevue  and  Pilgrim  Hospital 
for  three  months.  After  discharge  she  was 
given  trifluoperazine  which  she  took  for  a 
month.  Although  the  parents  denied  giving 
the  drug  to  the  children,  we  strongly  feel 
that  the  mother  had  been  giving  them  tri- 
fluoperazine because  the  manifestations 
presented  by  the  3 children  are  character- 
istic of  phenothiazine  effect. 

The  findings  on  admission  in  all  3 cases 


were  lethargy,  spasticity,  and  stupor.  The 
children  were  treated  with  intravenous 
diphenhydramine  hydrochloride  and  sup- 
portive therapy  and  after  eight  days  were 
discharged  as  improved. 

A number  of  reports  to  this  Center  have 
indicated  that  the  alert  physician  should 
have  an  open  mind  in  cases  of  “accidental” 
drug  ingestions  by  children  who  have  un- 
stable parents  who  are  using  sedatives  or 
psychopharmacologic  drugs. 

Incident  3 

Toxic  Agent  Age  Sex 

Lindane  (1  per  Unknown  Female 

cent  topical 

preparation) 

The  reporting  doctor  stated  that  the 
medication  was  rubbed  onto  the  skin  for  the 
treatment  of  a sarcoptic  mange.  The 
patient  had  convulsions  about  three  hours 
later.  The  patient  was  anesthetized  with 
phenobarbital  sodium  intravenously  and  was 
also  given  calcium  gluconate  intravenously 
and  kept  warm.  Recovery  from  anesthesia 
took  place  in  eighteen  hours,  and  a full 
recovery  was  made. 

In  this  case  the  patient  was  a dog  and  the 
doctor  a veterinarian.  However,  this  medi- 
cation is  included  in  the  New  and  Non- 
official Drugs  as  a scabicide  and  pediculicide 
for  children.  Normally,  in  children  this 
product  is  used  only  on  the  scalp,  whereas  in 
animals  it  is  generally  applied  to  a large 
surface  area.  The  serious  manifestations 
elicited  in  this  case  should  alert  physicians 
to  warn  parents  about  the  over-enthusiastic 
application  of  this  product  to  young  infants 
and  children. 

We  have  reported  previously  on  the  severe 
poisonings  reported  in  children  who  have 
taken  tablets  of  lindane  used  in  vaporizing 
insecticidal  appliances. 

Incident  4 

Toxic  Agent  Age  Sex 

Methyl  Alcohol  53  Years  Male 

This  patient  had  been  drinking  with  two 
of  his  friends,  both  of  whom  died  of  methyl 
alcohol  poisoning  on  the  morning  of  this 
patient’s  admission.  The  patient  developed 
abdominal  pains  and  eye  signs  and  was  seen 
in  the  hospital  emergency  room. 


2706  New  York  State  Journal  of  Medicine  / September  15,  1963 


On  admission  to  the  hospital  the  patient 
had  abdominal  pains,  nausea,  vomiting,  and 
stupor  and  later  went  into  coma.  In  the 
emergency  room  the  stomach  was  lavaged 
with  sodium  bicarbonate,  and  he  was  also 
treated  with  meperidine  hydrochloride 
(Demerol)  and  procaine  penicillin.  The 
only  laboratory  examination  reported  was  a 
carbon  dioxide  level  of  10  volumes  per 
cent.  Gastric  contents  were  unavailable. 
The  patient  expired  on  the  following  day 
with  a diagnosis  of  methyl  alcohol  poisoning. 
Reports  on  this  case  indicated  that  they 
were  not  Bowery  derelicts  but  East  Harlem 
residents  of  Latin  American  extraction. 
The  victims  apparently  had  obtained  pure 
methyl  alcohol  from  a hardware  store  and 
had  compounded  it  with  lemon  and  sugar 
for  their  fatal  potion. 

Pure  methyl  alcohol  does  not  have  any 
characteristic  odor  or  taste,  a combination 
of  circumstances  which  in  previous  years 
also  led  to  multiple  fatalities. 

Incident  5 

Toxic  Agent  Age  Sex 

Methamphetamine  2V2  Years  Male 

Hydrochloride 
and  Phenobarbi- 
tal 

This  patient  accidentally  ingested  12 
tablets  containing  methamphetamine  hydro- 
chloride 3.33  mg.  and  phenobarbital  21.6  mg. 
which  were  intended  originally  for  his 
mother  for  appetite  control  and  weight  loss. 
Soon  after  ingestion  the  patient  developed 
abdominal  pains  and  increased  voluntary 
motor  activity.  He  was  taken  to  a hospital 
emergency  room  where  his  stomach  was 
lavaged  with  1,000  cc.  of  normal  saline,  and 
following  lavage  he  was  admitted  to  the  in- 
patient service  where  he  was  treated  with 
1 grain  of  phenobarbital  intramuscularly. 

On  admission  to  the  hospital  the  patient’s 
blood  pressure  was  120  80,  pulse  120,  and 
respirations  32.  In  addition  to  increased 
voluntary  motor  activity,  hyperactive  re- 
flexes also  were  noticed.  The  pupils  were 


dilated  but  responsive,  and  the  sensorium 
was  intact.  The  patient  had  abdominal 
cramps  soon  after  admission,  but  after 
twenty-four  hours  of  hospitalization  and 
supportive  therapy  he  made  an  uneventful 
recovery. 

Accidental  ingestions  with  amphetamines 
are  being  reported  with  increasing  frequency 
which  undoubtedly  is  because  of  the  wide- 
spread use  of  these  products  and  carelessness 
in  handling  and  storage.  It  is  apparent 
that  in  this  case  also,  as  was  previously 
mentioned,  the  phenobarbital  component  in 
the  product  is  insufficient  to  control  the 
increased  motor  activity. 

At  the  time  of  this  writing.  May  14,  1963, 
there  is  an  epidemic  of  “wood”  alcohol 
poisonings  in  New  York  City.  The  total  as 
of  this  morning  is  44,  and  it  appears  likely 
that  it  will  rise  to  over  50.  There  are  still  31 
patients  in  the  hospital  with  16  of  these  in 
critical  condition.  One  of  the  contributory 
causes  of  this  particular  epidemic  has  been 
an  approximately  20-fold  increase  in  the 
methyl  alcohol  content  from  that  normally 
contained  in  proprietary  solvents.  Many 
Bowery  derelicts  had  been  accustomed  to 
drinking  proprietary  solvents  which  contain 
about  4 per  cent  of  methyl  alcohol,  and  when 
proprietary  solvents  have  been  diluted  down 
to  beverage  proof,  the  methyl  alcohol  con- 
tent is  reduced  stiU  further.  However, 
this  methyl  alcohol  content  has  been  in- 
creased, and  this  change  in  formula  has 
been  a fatal  trap  for  these  derelicts  who  have 
assumed  their  inununity  to  the  normal 
product.  The  ethyl  alcohol  content  asso- 
ciated with  methyl  alcohol  has  been  held 
by  some  to  have  an  antidotal  effect.  Be- 
cause of  clinical  findings  and  the  pathologic 
conditions  encountered  in  these  cases,  the 
chief  medical  examiner,  Milton  Helpern, 
M.D.,  believes  or  suspects  they  may  have 
ingested  some  other  harmful  ingredient  in 
the  lethal  beverage  or  in  association  with  it. 
This  substance  has  not  been  identified  as 
yet.  The  unusually  high  methyl  alcohol 
content  also  may  be  an  influencing  factor  in 
the  pathologic  changes  observed  in  the 
current  outbreak. 
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Council  on  National  Security, 
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The  Public  Health 
Service  Program 

JAMES  M.  HUNDLEY,  M.D. 

Washington,  D.C. 

Assistant  Surgeon  General  for  Plans,  Office  of 
the  Surgeon  General,  Public  Health  Service, 
U.  S.  Department  of  Health,  Education,  and  Welfare 

F OR  MORE  THAN  a Century  and  a half,  the 
Public  Health  Service  has  conducted  con- 
tinuous programs  to  safeguard  and  improve 
the  health  of  Americans  under  all  conditions, 
including  the  special  impositions  of  disaster 
or  wartime  situations. 

The  destructive  potential  of  modern  war- 
fare weapons  forces  on  this  country  the 
adoption  of  more  stringent  measures  of 
preparedness  and  protection  than  ever 
contemplated  heretofore.  We  must  have  in 
reserve  vast  quantities  of  medical  and  sinr- 
gical  supplies  and  equipment  and  large  num- 
bers of  hospital  facilities.  But  having  these 
resources  is  not  enough.  They  must  be 
placed  where  they  are  readily  accessible 
to  best  meet  expected  needs,  and  we  must 
be  trained  to  utilize  them  in  the  most  effec- 
tive and  prudent  manner. 

Civil  defense  responsibilities  were  dele- 
gated to  the  Secretary  of  the  Department  of 
Health,  Education,  and  Welfare  under 
Executive  Order  10958  for  the  management 
of  the  national  civil  defense  stockpile  of 
emergency  medical  supplies  and  equipment. 

Presented  at  the  tenth  annual  National  Conference  on  Dis- 
aster Medical  Care,  Chicago,  Illinois,  June  23,  1962. 


and  Executive  Order  11001  for  broad  emer- 
gency preparedness  functions.  Responsi- 
bility for  these  health  activities  was  re- 
delegated to  the  Public  Health  Service  by 
the  Secretary. 

Organization 

To  carry  out  the  emergency  health  re- 
sponsibilities within  the  Public  Health 
Service,  the  Division  of  Health  Mobilization 
was  created.  Six  branches  were  established 
within  the  Division  and  assigned  the  follow- 
ing functions; 

Planning  and  evaluation  branch. 
The  planning  and  evaluation  branch  was 
organized  to  plan  and  develop  programs  that 
will  assure  Federal,  state,  and  local  com- 
munity capabilities  to  provide  emergency 
health  services,  and  maintain  a continuing 
review  and  evaluation  of  emergency  health 
readiness  at  all  levels. 

Training  branch.  The  training  branch 
was  organized  to  develop  and  direct  training 
programs,  prepare  visual  aids  and  training 
literature,  and  work  cooperatively  with  other 
agencies  and  organizations  in  training  ac- 
tivities. 

Research  branch.  The  research  branch 
was  organized  to  plan  and  direct  all  activities 
relating  to  research  or  special  studies. 

Program  services  branch.  The  pro- 
gram services  branch  was  created  to  provide 
technical  assistance  and  program  guidance  to 
Division  personnel  assigned  to  Public  Health 
Service  regional  offices,  states,  other  agencies 
or  organizations,  or  on  special  field  studies. 

Health  resources  branch.  The  health 
resources  branch  was  created  to  evaluate  the 
requirements  for  health  resources,  including 
medical  supplies  and  equipment,  health 
facilities  and  manpower,  and  assess  the  . 
ability  to  utilize  such  resources;  and  esti- 
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mate  the  postattack  discrepancy  between 
supplies  and  requirements  and  recommend 
procedures  to  overcome  this  discrepancy. 

Stockpile  management  branch.  The 
function  of  the  stockpile  management  branch 
is  to  manage  the  Civil  Defense  Medical 
Stockpile  and  perform  the  fimctions  of 
procurement,  storage  and  distribution,  main- 
tenance, inspection,  property  accountability, 
and  quality  control. 

The  over-all  emergency  health  prepared- 
ness goal  established  by  the  Public  Health 
Service  is  to  prepare  and  assist  in  the  im- 
plementation of  a program  that  will  assure 
the  availability  of  adequate  health  services 
for  the  civilian  population  in  the  event  of  a 
national  emergency.  Activities  to  achieve 
this  goal  can  be  grouped  into  three  major 
program  areas: 

First,  preparation  of  the  civilian  to  meet 
his  own  health  needs  when  deprived  of  the 
services  of  a physician. 

Second,  assistance  to  state  and  local  com- 
munities to  develop  their  capabilities  to 
implement  effectively  their  emergency  health 
operational  survival  plans. 

Third,  development  of  a coordinated 
emergency  program  for  Federal  agencies 
having  health  or  health-related  responsi- 
bilities. 

Access  to  stockpile 

Basic  to  the  accomplishment  of  program 
objectives  is,  of  course,  provision  for  readily 
accessible  materiel.  The  management  of 
the  emergency  medical  stockpile  must  be 
planned  to  insure  to  the  greatest  possible 
extent  the  availability  of  adequate  medical 
supplies  and  equipment  for  civilian  needs  in 
time  of  disaster,  both  man-made  and  natural. 
To  achieve  this  objective,  the  materials 
stockpiled  must  be  placed  so  that  they  are 
immediately  available  to  manpower  which 
has  been  trained  to  use  them,  must  be 
functionally  packaged  to  permit  efficient 
maintenance  while  in  storage  and  effective 
utilization  in  an  emergency,  and  must  be 
prepositioned  as  near  as  possible  to  the  site 
of  expected  use. 

The  civil  defense  medical  stockpile,  with 
acquisition  authorized  during  the  current 
fiscal  year,  will  reach  a dollar  value  of  $200 
million.  In  addition  to  bulk  stocks  main- 
tained in  23  depots  there  are  1,930  200-bed 
civil  defense  emergency  hospitals  preposi- 


tioned throughout  the  country,  including 
approximately  100  which  are  authorized  for 
training  purposes.  Appropriations  for  fiscal 
year  1962  authorized  acquisition  of  750  addi- 
tional hospitals,  and  procurement  of  items 
needed  for  their  assembly  is  now  in  process. 
Under  present  massive  attack  assumptions, 
the  projected  total  need  for  emergency 
hospitals  is  9,500. 

Civil  defense  emergency  hospitals  are 
prepositioned  in  states  imder  written  agree- 
ments between  the  Federal  government  and 
the  custodial  state.  These  agreements  obli- 
gate the  state  to  fulfill  certain  responsi- 
bilities of  storage,  inspection,  care,  main- 
tenance, and  certification  as  to  the  condition 
of  the  hospital  on  a continuing  basis.  Par- 
allel responsibilities  are  imposed  on  the 
Federal  government,  and  compliance  ac- 
tivities are  coordinated  between  the  two 
signees.  The  hospitals  are  stored  in  strategic 
locations  either  in  or  very  close  to  the  build- 
ing in  which  the  hospital  will  be  set  up  in  an 
emergency,  according  to  plans  developed 
by  the  state  and  accepted  by  the  Federal 
government.  All  storage  areas  selected  must 
furnish  protection  from  water  and  weather 
damage,  meet  standard  requirement  for 
fire  protection,  afford  maximum  safety  and 
security,  and  be  kept  locked  when  un- 
attended. 

The  civil  defense  emergency  hospital  con- 
tains all  of  the  essential  supplies  and  equip- 
ment to  operate  a hospital.  The  com- 
ponents include  antibiotic  drugs,  general 
anesthetics,  intravenous  solutions,  and  blood 
transfusion  equipment;  operating  tables,  in- 
struments, and  lights;  x-ray  equipment; 
sterilizing  equipment;  dental  supplies;  and 
folding  cots  and  other  supplies  for  wards. 
A generator,  water  pump,  and  tank  are  in- 
cluded as  an  emergency  source  for  electric 
power  and  water.  The  hospital  components 
provide  for  the  following  departments: 
emergency  treatment,  shock,  and  holding 
wards;  clinical  laboratory;  pharmacy;  x- 
ray;  surgery,  including  multiple  operating 
suites;  central  supply;  sterilization;  and 
reception  or  sorting. 

Distribution 

Because  of  problems  with  communication, 
transportation,  and  other  factors,  stockpile 
depots  cannot  be  relied  on  to  augment  civil 
defense  emergency  hospital^  and  community 
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emergency  medical  care  operations  imme- 
diately postattack.  Since  the  transfer  of 
responsibility  for  the  medical  stockpile  to 
the  Department  of  Health,  Education,  and 
Welfare,  policy  has  been  established  to  dis- 
perse the  depot  medical  stocks  as  rapidly 
and  completely  as  possible  so  that  supplies 
are  immediately  available  postattack  at  the 
state  and  community  level. 

The  immediate  plan  entails  the  dispersal 
of  medical  supplies  sufficient  to  increase  the 
civil  defense  emergency  hospital  operational 
capability  from  three  or  four  days  to  thirty 
days.  The  supplies  required  for  expansion 
will  come  from  bulk  stocks  in  warehouses  or 
through  new  procurement.  The  additional 
space  requirement  for  the  expansion  unit 
approximately  doubles  the  storage  space 
requirement  for  the  total  hospital  unit. 

In  April,  1962,  an  on-site  inspection  pro- 
gram for  prepositioned  civil  defense  emer- 
gency hospitals  was  instituted.  This  pro- 
gram is  extremely  important  for  maintenance 
of  the  hospital  in  a full  scale  of  readiness, 
preservation,  and  usability.  Inspections 
will  be  performed  annually  by  teams  oper- 
ating out  of  civil  defense  medical  depots  and 
will  include  inventorying,  mechanical  main- 
tenance, exchange  of  replacements,  and 
reconditioning  of  portions  of  the  equipment. 

Other  activities  planned  in  medical  stock- 
pile maintenance  include:  increased  rotation 
of  limited  shelf-life  items  with  materiel  of 
other  Federal  agencies  and  with  manufac- 
turers’ inventories;  achieving  greater  aver- 
age shelf-life  among  inventory  items  through 
improved  packaging,  storage  criteria,  and 
item  characteristic  selection;  developing 
methods  for  cmrent  testing  of  usability  of 
depot  bulk  stocks;  and  moving  medical 
stockpile  components  to  secure  underground 
storage. 

Planning  and  training 

Building  and  maintaining  civil  defense 
medical  supplies  and  equipment  inventories 
in  itself  is  not  sufficient.  Stockpiling  must 
be  accompanied  by  a program  of  planning 
and  training  local  health  manpower  in  the 
most  efficient  and  prudent  use  of  the  medical 
supplies  and  equipment  under  disaster  condi- 
tions. So  often  not  given  its  proper 
emphasis,  the  capability  of  medical  and 
allied  medical  personnel  to  use  stockpiled 
medical  material  in  the  most  efficient  manner 


must  be  applied  as  the  measure  for  deter- 
mining commimity  inventory  requirements 
and  maintenance  procedures.  Many  of  the 
major  deficiencies  in  civil  defense  emergency 
hospital  maintenance  at  the  local  level  can 
be  attributed  to  a failure  to  assign  specific 
personnel  and  specific  responsibilities  for  the 
use  of  specific  prepositioned  hospitals  in  an 
emergency. 

Training  is  of  the  utmost  importance  in 
the  implementation  of  emergency  health 
plans.  Training  activities  increase  and  ex- 
tend the  technical  skills  of  persormel  to 
meet  disaster  health  problems,  orient  them 
to  their  roles,  and  help  coordinate  their  ac- 
tivities in  the  total  commimity  operational 
health  plan. 

The  Public  Health  Service  conducts  or 
assists  in  the  presentation  of  state  and  local 
training  courses  aimed  at  attaining  a high 
level  of  community  emergency  health  capa- 
bility. Training  is  directed  toward  de- 
veloping individuals  who  in  turn  can  become 
trainers. 

The  Public  Health  Service  evaluates  and 
recommends  training  methodology,  pre- 
pares and  distributes  training  kits,  and  de- 
velops informational  and  educational  mate- 
rials. Training  courses  and  materials  cover 
the  following  subject  matter  areas:  (1)  med- 
ical self-help;  (2)  mass  casualty  care;  (3) 
austere  medical  treatment;  (4)  management 
and  use  of  the  civil  defense  emergency  hos- 
pital; (5)  fixed  hospital  disaster  operation; 
(6)  community  disaster  health  planning; 
and  (7)  expansion  of  health  and  medical  care 
functions  of  physicians,  nurses,  hospital  ad- 
ministrators, environmental  health  workers, 
and  other  allied  health  professions. 

The  Public  Health  Service  maintains 
health  mobilization  program  officers  in 
Department  of  Health,  Education,  and  Wel- 
fare regional  offices  to  provide  over-all  policy 
interpretation  and  program  direction;  en- 
courage state  and  community  groups  to 
develop  and  institute  effective  emergency 
health  plans  and  training  programs;  provide 
technical  advice  on  resource  management; 
and  coordinate  health  mobilization  activities 
interstate  and  regionally. 

Funds  have  permitted  no  expansion  of 
health  mobilization  program  staff  since  the 
civil  defense  health  responsibilities  were 
assigned  to  the  Public  Health  Service  in 
fiscal  year  1960.  We  have  been  limited  to  a 
program  officer  for  health  mobilization  in  1 
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each  Department  of  Health,  Education,  and 
Welfare  regional  office  and  in  only  eight 
states.  The  importance  of  assignment  of 
program  personnel  to  all  states  has  long 
been  a number  one  priority  in  Public  Health 
Service  planning. 

As  funds  permit,  the  Public  Health  Service 
plans  to  assign  a program  officer  to  each 
State  Health  Department.  The  program 
officer  will  provide  staff  services  to  com- 
munities in  their  efforts  to  develop  and  im- 
plement emergency  health  preparedness 
measures  that  make  the  most  efficient  use 
of  available  health  resources.  This  assignee 
will  assist  in  program  planning  and  imple- 
mentation, in  conducting  local  training  ac- 
tivities, in  determining  health  resource 
needs,  and  in  coordinating  the  emergency 
health  program  with  other  civil  defense  ac- 
tivities in  the  area.  Progress  in  effective 
realization  of  health  mobilization  program 
objectives  has  been  dramatically  demon- 
strated in  the  states  where  program  officers 
have  been  assigned. 

I Research  projects 

j Under  contract  with  the  Office  of  Civil 
Defense,  the  Public  Health  Service  during 
the  fiscal  year  1962  initiated  eight  research 
projects  in  medical  and  health  aspects  of 
civil  defense. 

Care  of  infants  and  expectant 
MOTHERS  IN  SHELTERS.  To  determine  emer- 
j gency  management  procedures  for  meeting 
the  health  problems  of  children  and  ex- 
pectant mothers  within  the  shelter  and  post- 
shelter environment,  training  programs  are 
I to  be  developed  in  emergency  childbirth, 
child  care,  and  related  subjects. 

Communicable  disease  intelligence. 
f Communicable  disease  intelligence  will  pro- 
I vide  for  improved  and  more  rapid  diagnosis 
I of  communicable  diseases  to  permit  more 
prompt  and  effective  countermeasures.  This 
Ij  will  be  accomplished  by  a compilation  of  the 
i present  knowledge  existing  among  the  med- 
■1  ical  profession,  professional  schools,  and  re- 
S search  organizations  concerning  uncommon 
' commimicable  diseases.  This  will  involve 
J surveys  throughout  the  country. 

Capability  and  feasibility  of  mobile 
MEDICAL  FACILITIES.  Studying  the  capa- 
bility of  mobile  medical  facilities  will  deter- 
mine  the  feasibility  of  providing  organized 
I medical  care  in  mobile  units,  such  as  ships. 


pullman  cars,  trucks,  and  buses;  and  to  learn 
how  conversion  of  these  vehicles  might  be 
accomplished  and  how  existing  stockpiled 
emergency  hospitals,  or  components  thereof, 
can  be  used  for  this  purpose. 

Medical  care  in  shelters.  The  pur- 
pose of  studying  medical  care  in  shelters  is 
to  study  and  identify  potential  medical 
problems  over  a range  of  possible  conditions 
of  occupancy  in  group  shelters;  to  review 
applicable  experiences;  to  recommend  en- 
vironmental limits;  and  to  determine  neces- 
sary management  technics  and  required 
health  operations  and  procedures. 

Treatment  of  burns  under  mass  cas- 
ualty CONDITIONS.  A study  of  burn  treat- 
ment will  collate  and  evaluate  all  com- 
pleted research  on  immunotransfusion  stud- 
ies for  the  treatment  of  burns,  and  other 
effective  methods  will  be  studied  for  the 
care  of  burn-type  casualties. 

Prevention  of  wound  infection. 
There  is  a study  on  prevention  of  wound 
infection  to  develop  procedures  to  delay 
infection  and  other  complications  in  wounds 
until  definitive  medical  and  surgical  care  is 
available. 

Acute  and  chronic  effects  of  radia- 
tion. Studies  on  the  acute  and  chronic 
effects  of  radiation  are  to  increase  basic 
knowledge  of  the  acute  and  chronic  effects 
of  radiation  with  emphasis  on  fundamental 
response. 

Storage  of  drinking  water  in  fallout 
SHELTERS.  A study  on  storage  of  drinking 
water  in  fallout  shelters  is  to  evaluate 
drinking  water,  stored  in  federally  identified 
community  shelters,  as  to  proper  storage 
and  safety. 

In  addition,  three  projects  were  under- 
taken relative  to  data  collection  for  the  Na- 
tional Resources  Evaluation  Center. 

1.  Assessment  of  postattack  medical 
capabilities  should  provide  the  location  and 
physical  characteristics  of  various  medical 
facilities  within  the  50  states  with  number 
and  type  of  personnel  employed. 

2.  Health  manpower  data  are  collected 
to  furnish  basic  health  manpower  data  on 
pharmacists,  dentists,  veterinarians,  nurses, 
sanitary  engineers,  and  sanitarians. 

3.  Damage  assessment  of  water  supply 
systems  would  assess  probable  nuclear  at- 
tack damage  to  critical  elements  of  water 
systems  for  over  20,000  commimities  with 
populations  of  50,000  or  more. 
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These  current  and  future  research  and 
evaluation  projects  are  concerned  directly 
or  indirectly  with  increasing  the  capability 
of  the  community  emergency  health  pre- 
paredness program. 

Protecting  facilities 

The  Public  Health  Service  assists  com- 
munities in  their  emergency  health  planning 
by  supplying  information  on  methods  for 
protecting  health  facilities  and  for  including 
safeguards  during  the  construction  of  health 
facilities;  by  furnishing  technics  for  cal- 
culating potential  bomb  damage;  by  pro- 
viding methods  for  identifying  and  com- 
puting requirements  for  critical  medical 
supplies  and  equipment,  and  emergency 
water  supply  equipment  for  community 
stockpiling;  by  providing  resource  intelli- 
gence, such  as  survival  item  producers  in 
the  area,  their  preattack  production  ca- 
pabilities and  projected  postattack  potential; 
and  regional  inventory  holdings  and  locations 
of  designated  survival  items. 

The  Public  Health  Service  has  prepared 
plans  for  a Federal  Emergency  Health  Service 
organization  which  will,  in  an  emergency, 
consolidate  activities  of  the  existing  Fed- 
eral health  services  organization,  such  as  the 
Public  Health  Service,  Veterans  Administra- 
tion, Food  and  Drug  Administration,  and 
the  Children’s  Bureau.  The  plan  will  allow 
agencies  with  related  fimctions  to  work  to- 
gether without  concern  with  the  normal  lines 
between  peacetime  activities.  It  is  believed 
that  this  national  cooperative  planning  will 
set  a pattern  for  cooperative  planning  at  the 
state  and  local  level.  Such  an  approach, 
providing  a basis  for  emergency  work  by 
existing  agencies,  can  result  in  rapid  and 
coordinated  postattack  action  by  govern- 
ment employes  who  are  now  on  the  job. 
This  can  be  aptly  described  as  “built-in” 
civil  defense. 

Under  contract  from  the  Department  of 
Defense,  Office  of  Civil  Defense,  standards 


are  being  developed  for  evaluating"  com- 
munity readiness  to  provide  emergency 
health  services,  with  emphasis  on  medical 
care  in  fallout  shelters.  These  standards 
include  tables  of  emergency  health  organiza- 
tion and  equipment  for  various  types  of 
communities  and  hospitals. 

Using  the  standards  developed,  a pre- 
liminary field  review  is  to  be  made  of  the 
readiness  of  25  representative  communities 
to  provide  emergency  health  services.  The 
principal  objectives  are  to  test  the  appro- 
priateness of  the  readiness  standards  and 
the  survey  method,  preliminary  to  develop- 
ment of  a siurvey  guide  for  use  by  state  and 
local  officials;  and  to  provide,  as  a byproduct, 
information  for  use  by  Federal,  state,  and 
local  officials  in  upgrading  community 
readiness. 


Summary 

Our  first  President  said,  “To  be  prepared 
for  war  is  one  of  the  most  effectual  means 
of  preserving  peace.” 

Disaster  health  planning  is  an  important 
part  of  the  nation’s  preparedness  needs. 
Every  community  must  have  a disaster 
health  preparedness  plan,  an  organization 
to  carry  it  out,  and  a method  of  practicing 
and  testing  its  workability.  Every  physi- 
cian and  other  professional  health  worker 
must  imderstand  the  principles  of  emergency 
health  service  and  be  prepared  to  undertake 
additional  responsibilities  as  required.  And 
each  citizen  must  take  it  on  himself  to  gain 
the  knowledge  and  experience  which  will 
enable  him  to  meet  his  own  health  needs  at 
the  time  of  a national  emergency. 

Strengthening  of  civilian  medical  and 
health  capabilities  is  a priority  of  the  na- 
tion’s defense  effort.  Through  the  Public 
Health  Service  program  for  emergency 
preparedness,  every  effort  will  be  made 
toward  achieving  the  state  of  readiness  so 
essential  in  this  era. 
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Special  Article 


Responsibility  of 
Teaching  Hospital  to 
Nonaffiliated  Physician 

Postgraduate  Training 
and  Refresher  Courses 

NATHAN  SMITH,  M.D.,  F.A.C.H.A. 

New  York  City 

Hospital  Administrator, 
Morrisania  City  Hospital 

' T HE  DEVELOPMENT  of  adequate  facilities  for 
refresher  courses  for  the  physician  who  has 
no  afiUiation  with  a teaching  hospital  is  one 
' of  the  major  responsibilities  of  the  hospital 
and  the  medical  profession.  Hospitals  have 
a great  responsibility  to  provide,  in  the  early 
and  late  years  of  practice,  the  purpose  and 
, means  by  which  the  practitioner  can  sustain 
his  professional  growth  and  remain  up-to- 
date  in  the  ever-accelerating  developments 
of  medicine. 

The  citizens  of  our  country  recognize  and 
demand  essential  service  and  a superior 
quality  of  medical  attention.  These  are 
fundamental  facts.  Consequently,  the  hos- 
pital through  its  administrator  should  pro- 
vide an  organization  which  will  facilitate  a 
' proper  instruction  schedule  by  the  visiting 
staff  for  the  physician  without  hospital 
i affiliation  who  is  practicing  in  the  com- 
munity. 

Method 

A committee  on  postgraduate  education 
should  be  formed  whose  function  should  be 

I Presented  to  the  Hospital  Administrators  Club,  at  the 
Columbia  University  Club,  New  York  City,  May  13,  1963. 


to  make  suggestions  and  plan  the  develop- 
ment and  implementation  of  the  program. 
It  should  have  broad  representation  con- 
sisting of  the  administrative  staff,  the  chair- 
man of  the  program  committee,  and  the 
directors  of  the  various  clinical  services. 

The  basic  purpose  of  a hospital  is  the  care 
and  treatment  of  the  sick.  It  has  another 
important  function,  the  training  of  those  in 
the  community  who  must  render  treatment. 
A teaching  hospital,  therefore,  should  be  a 
cathedral  of  medical  science,  the  doors  of 
which  should  be  open  wide  to  include  aU 
physicians  in  the  commimity.  No  non- 
affihated  physician  can  keep  up  with  the  ad- 
vances in  medicine  without  a refresher 
course  at  various  intervals.  He  can  obtain 
this  through  a teaching  hospital.  By  so 
doing  he  will  close  the  gap  between  the 
general  practitioner  and  the  specialist. 

A prepared  curriculum,  under  the  guid- 
ance of  the  directors  of  the  various  services, 
will  best  provide  for  the  professional  needs 
of  the  unaffiliated  physician.  In  the  main, 
the  curriculum  should  be  designed  to  review 
developments  in  internal  medicine  and 
allied  fields  with  emphasis  placed  on  new 
discoveries  and  new  methods  of  treatment 
of  disease,  utilizing  bedside  material.  Such  a 
curriculinn  is  superior  to  mere  lectures. 

The  director  of  each  service  should  be  in 
charge  of  his  respective  courses  and  should 
be  responsible  for  the  program  and  assign- 
ment of  the  various  members  of  his  staff. 
The  teaching  staff  should  include  not  only 
the  attending  but  also  the  resident  staff  and 
outside  guest  speakers.  Responsibilities 
thus  imposed  and  willingly  asstuned  will 
stimulate  the  staff  to  present  more  efficiently 
the  subject  matter  for  instruction  of  those 
who  seek  help  and  knowledge. 

There  is  no  doubt  that  some  hospitals  are 
better  equipped  than  others  to  embark  on 
such  a program.  However,  with  proper 
study  and  planning  every  approved  teaching 
hospital  can  develop  a plan  for  postgraduate 
teaching. 

While  postgraduate  courses  have  been  in 
existence  for  many  years  at  many  teaching 


September  15,  1963  / New  York  State  Journal  of  Medicine  2713 


institutions  and  hospitals,  very  few  of  them 
have  made  allowance  for  the  fact  that  it  is 
next  to  impossible  for  the  busy  practitioner, 
with  his  tremendous  load  of  house  calls  and 
office  visits,  to  take  from  four  to  eight 
weeks  away  from  his  responsibilities.  It  is 
extremely  difficult  for  him  to  find  an  as- 
sociate to  take  on  his  extra  load  for  such  a 
long  period  of  time. 

Therefore  the  courses  envisioned  should 
be  so  arranged  that  the  enrolled  physicians 
can  continue  with  their  practices  while  they 
are  attending  the  refresher  courses.  With 
such  a program,  recruitment  will  be  faciU- 
tated,  and,  perhaps  most  important,  knowl- 
edge and  skill  will  be  integrated  in  the  in- 
terest of  the  total  care  of  the  patient  in  the 
community. 

Program 

The  following  points  are  to  be  considered 
in  planning  the  postgraduate  course:  outfine 
of  duties;  responsibilities  and  privileges  of 
the  applicant  to  the  course;  proper  intro- 
duction to  duties;  adequate  clinical  material 
and  equipment  needed  for  training  in  the 
course;  and  a properly  organized  staff  with 
assumption  of  responsibifity  on  the  part  of 
directors  of  the  service.  In  the  training  of 
the  applicant,  lectures,  seminars,  regular 
staff  conferences,  formal  rounds,  and  out- 
patient and  inpatient  facilities  should  be 
utilized. 

The  refresher  course  should  not  be  more 
than  two  months  long,  consisting  of  biweekly 
sessions  from  two  to  three  hours  in  dmration 
and  preferably  in  the  late  afternoon  when 
most  physicians  are  through  with  their  office 
hours.  If  necessary  these  courses  can  be 
repeated  at  frequent  intervals  throughout 
the  year.  New  refresher  courses  are  to  be 
planned  at  least  at  three-year  intervals  to 
avoid  stagnation.  A certificate  should  be 
issued  after  satisfactory  completion  of  the 
course.  This  might  be  utilized  as  a credit  in 
applying  for  recognition  by  the  American 
Academy  of  General  Practice. 

To  coordinate  this  program  intelfigently 
it  is  necessary  that  the  various  subdivisions 
of  the  hospital  cooperate,  starting  with  the 
chairman  of  the  program  committee  who 
may  be  compared  to  the  dean  in  a medical 
college,  the  administrator  as  executive 


officer,  following  through  with  the  directors 
of  services  and  attending  staff.  Thus  it  is 
essential  that  all  work  in  harmony  as  a 
faculty  to  prepare  a practical  program  to 
meet  the  needs  of  the  physician  and  ensure 
the  upgrading  of  medical  care  in  the  com- 
munity. 

The  program  will  also  require  the  coopera- 
tion of  the  following  agencies:  the  local, 
county,  and  state  medical  and  hospital 
societies  and  associations;  the  medical 
colleges;  the  Academy  of  General  Practice; 
and  aid  from  the  municipal,  state,  and 
Federal  governments.  All  these  facilities 
must  be  coordinated  by  an  over-all  advisory 
committee  composed  of  the  representatives 
of  these  agencies.  Area-wide  planning  must 
be  comprehensive  if  present-day  medical 
knowledge,  skill,  and  institutions  are  to 
serve  the  greatest  number  of  people. 

Summary 

1.  The  quahty  of  medical  care  in  the 
community  is  related  directly  to  the  con- 
tinued training  of  the  physicians  in  the  com- 
munity. 

2.  Teaching  hospitals  have  a crucial  role 
and  duty  to  play  in  the  development  of  the 
training  of  the  unaffiliated  physician. 

3.  Postgraduate  refresher  courses  should 
be  geared  toward  keeping  the  physician 
abreast  of  new  developments  in  medicine. 

4.  It  should  be  made  possible  for  the 
physician  to  continue  his  practice  at  the  same 
time  he  is  taking  his  course;  the  refresher 
courses  planned  should  be  of  two  months 
duration  and  should  consist  of  biweekly 
sessions  of  two  to  three  hours  diuation. 

5.  The  program  will  require  the  forma- 
tion of  an  over-all  advisory  committee  who 
will  enlist  the  cooperation  of  the  local, 
county,  and  state  medical  and  hospital 
societies  and  associations;  the  medical 
colleges;  the  Academy  of  General  Practice; 
and  aid  from  the  municipal,  state,  and 
Federal  governments. 

It  is  important  to  emphasize  that  the 
teaching  hospital  should  be  a professional 
powerhouse  for  community  service  and 
should  expand  its  facifities  to  help  the  prac- 
titioners in  the  community  who  have  no 
teaching  hospital  affiliation. 

168th  Street  and  Gerard  Avenue 
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Necrology 


Harold  Francis  R.  Brown,  M.D.,  of  Buffalo, 
died  on  July  10  at  Sisters  of  Charity  Hospital 
at  the  age  of  sixty-seven.  Dr.  Brown  was 
graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1921  and  interned  at 
the  Buffalo  City,  now  Meyer  Memorial,  Hos- 
pital. He  was  a consultant  in  internal  medicine 
at  Emergency  Hospital  of  the  Diocese  of 
Buffalo  and  at  Sisters  of  Charity  Hospital,  an 
attending  physician  at  Edward  J.  Meyer 
Memorial  Hospital,  and  assistant  clinical  pro- 
fessor of  internal  medicine  at  the  University 
of  Buffalo  School  of  Medicine.  Dr.  Brown  had 
been  active  in  medical  society  affairs,  having 
served  as  president  of  the  Erie  County  Medical 
Society,  as  councillor  of  the  Medical  Society 
of  the  State  of  New  York,  and  as  delegate  to 
the  American  Medical  Association.  A Fellow 
of  the  American  College  of  Physicians,  Dr. 
Brown  was  a member  of  the  International 
Society  of  Internal  Medicine,  the  Buffalo 
Academy  of  Medicine,  the  New  York  State 
Society  of  Internal  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Samuel  Freedman,  M.D.,  of  New  York  City, 
died  on  January  28  at  the  age  of  seventy-six. 
Dr.  Freedman  was  graduated  from  the  New 
York  Homeopathic  Medical  College  and  Flower 
Hospital  in  1913.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leo  Paul  Larkin,  M.D.,  of  Ithaca,  died  on 
April  17  at  the  age  of  sixty-eight.  Dr.  Larkin 
was  graduated  from  Cornell  University  Medical 
College  in  1922.  He  was  consulting  radiologist 
at  Tompkins  County  Memorial  Hospital.  A 
Fellow  of  the  American  College  of  Radiology 
and  a Diplomate  of  the  American  Board  of 
Radiology  (Roentgenology),  Dr.  Larkin  was 
a member  of  the  Radiological  Society  of  North 
America,  the  Tompkins  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Peter  Brotherston  Lesslie,  M.D.,  of  Wal- 
worth, formerly  of  Glens  Falls,  died  on  June 
15  at  the  age  of  thirty-five.  Dr.  Lesslie 
received  his  medical  degree  from  the  University 
of  Edinburgh,  Scotland,  in  1952.  He  had 
practiced  in  Glens  Falls  before  serving  with  the 
U.S.  Naval  Reserve  Medical  Corps  at  Little 
Creek,  Norfolk,  Virginia,  and  had  just  started 
a new  practice  in  Walworth. 


Philip  George  MacDonald,  M.D.,  of  New 
York  City,  died  on  July  14  at  Harkness  Pavilion, 
Columbia-Presbyterian  Medical  Center,  at  the 
age  of  sixty-five.  Dr.  MacDonald  received  his 
medical  degree  from  the  University  of  Toronto 
in  1924  and  interned  at  the  New  York  Eye 
and  Ear  Infirmary.  He  was  director  of 
otolaryngology  and  plastic  surgery  at  French 
Hospital.  A Diplomate  of  the  American  Board 
of  Otolaryngology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a Fellow  of  the  Inter- 
national College  of  Surgeons,  Dr.  MacDonald 
was  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Ameri- 
can Otorhinologic  Society  for  Plastic  Surgery, 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alvin  F.  Meyer,  M.D.,  of  New  York  City, 
died  on  July  8 at  the  age  of  forty-seven.  Dr. 
Meyer  was  graduated  from  the  University  of 
Maryland  School  of  Medicine  in  1939.  A 
Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry),  he  was  a member 
of  the  New  York  Society  for  Clinical  Psychiatry, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

James  Mithoefer,  M.D.,  of  Cooperstown, 
died  on  July  27  at  the  Mary  Imogene  Bassett 
Hospital  at  the  age  of  forty-nine.  Dr. 
Mithoefer  received  his  medical  degree  from 
Harvard  University  Medical  School  in  1940 
and  had  served  in  the  U.S.  Army  Medical 
Corps  during  World  War  II.  He  was  associate 
attending  surgeon  at  the  Mary  Imogene  Bassett 
Hospital.  Dr.  Mithoefer  was  a Diplomate  of 
the  American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member 
of  the  American  Association  for  the  Surgery 
of  Trauma,  the  Otsego  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

Charles  Francis  Post,  M.D.,  of  New  York 
City  and  Ridgewood,  New  Jersey,  died  on 
July  9 at  his  oflBce  in  New  Jersey  at  the  age  of 
forty-one.  Dr.  Post  was  graduated  from  the 
University  of  Rochester  School  of  Medicine  and 
Dentistry  in  1944  and  interned  at  Strong 
Memorial  Hospital.  He  was  attending  derma- 
tologist at  Presbyterian  Hospital  and  assistant 
clinical  professor  of  dermatology  at  the  Colum- 
bia University  College  of  Physicians  and  Sur- 
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geons.  Dr.  Post  was  a Diplomate  of  the 
American  Board  of  Dermatology  and  a member 
of  the  American  Academy  of  Dermatology, 
the  New  York  Academy  of  Medicine,  and  the 
New  York  Dermatological  Society. 

Charles  Louis  Reigi,  M.D.,  of  Tompkinsville, 
Staten  Island,  died  on  July  25  at  his  home  at 
the  age  of  sixty-eight.  Dr.  Reigi  was  graduated 
from  the  New  York  University  and  Bellevue 
Hospital  Medical  School  in  1916.  He  was 
senior  attending  surgeon  at  St.  Vincent’s 
Hospital,  West  Brighton.  Dr.  Reigi  was  a 
FeUow  of  the  American  College  of  Surgeons, 
a Fellow  of  the  International  College  of  Sur- 
geons, and  a member  of  the  Richmond  County 
Medical  Society  (of  which  he  was  a former 
president),  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical 
Association. 

Udall  J.  Salmon,  M.D.,  of  New  York  City, 
died  on  July  10  at  his  home  at  the  age  of  fifty- 
eight.  Dr.  Salmon  received  his  medical  degree 
from  McGill  University  Faculty  of  Medicine, 
Montreal,  in  1929  and  interned  at  Mount  Sinai 
Hospital.  Since  1949  he  had  been  president 
and  executive  director  of  the  Salmon  Founda- 
tion for  Medical  Research,  which  he  founded. 
A Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology  and  a Fellow  of  the 
American  College  of  Obstetrics  and  Gynecology, 
Dr.  Salmon  was  a member  of  the  American 


Society  for  the  Study  of  Sterility,  the  Endocrine 
Society,  the  Society  for  Experimental  Biology 
and  Medicine,  the  New  York  County  Medici 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

Gregori  O.  Volovic,  M.D.,  of  Lowville,  died 
on  July  10  at  the  House  of  the  Good  Samaritan 
Hospital,  Watertown,  at  the  age  of  seventy-five. 
A native  of  Russia,  Dr.  Volovic  was  graduated 
from  the  Columbia  University  College  of  Phy- 
sicians and  Surgeons  in  1914  and  interned  at 
Roosevelt  Hospital.  He  was  an  attending 
physician  at  Lewis  County  General  Hospital 
and  on  the  consulting  staff  of  St.  Lawrence 
State  Hospital,  Ogdensburg.  Dr.  Volovic  was 
a member  of  the  Lewis  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Paul  Edward  Zoltowski,  M.D.,  of  Waverly, 
died  on  June  2,  while  visiting  in  Buffalo,  at  the 
age  of  forty-nine.  Dr.  Zoltowski  was  gradu- 
ated from  the  University  of  Buffalo  School  of 
Medicine  in  1938  and  interned  at  the  Edward 
J.  Meyer  Memorial  Hospital.  He  was  chief 
of  surgery  at  Tioga  County  General  Hospital. 
A Fellow  of  the  American  College  of  Surgeons, 
Dr.  Zoltowski  was  a past-president  of  the  Tioga 
County  Medical  Society  and  a member  also 
of  the  Medical  Society  of  the  State  of  New 
York  and  the  American  Medical  Association. 


ANNUAL  CONVENTION:  Medical  Society  of  the  State  of  New  York 

The  Americana,  New  York  City  / February  11  to  14,  1964 


Scientific 

Exhibits 


Applications  for  space  for  scientific  exhibits  should  be  made  directly  to  the 
Chairman,  Scientific  Exhibits  Subcommittee  of  Convention  Committee: 
William  L.  Watson,  M.D. 

340  East  72nd  Street 
New  York  21,  New  York 

No  applications  can  be  considered  after  December  1,  1963. 

Awards  will  be  made  in  two  groups: 

Group  I:  Awards  are  made  for  exhibits  of  individual  investigation  which  are 

judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  II:  Awards  are  made  for  exhibits  which  do  not  exemplify  purely  experi- 

mental studies  and  which  are  judged  on  the  basis  of  preseota^on  and  correlation 
of  data. 
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Month  m Washington 


The  Food  and  Drug  Administration,  acting 
on  the  advice  of  a committee  of  medical  experts, 
gave  the  go-ahead  for  continued  use  of  the  oral 
contraceptive  Enovid.  However,  the  agency 
urged  certain  cautions  in  its  use.  Continued 
use  only  on  physician’s  prescription  was 
recommended.  There  is  not  enough  evidence 
available  now  to  show  any  relationship  between 
consumption  of  Enovid  and  the  occurrence  of 
certain  circulatory  disorders,  mainly  thrombo- 
phlebitis and  pulmonary  embolism,  according  to 
the  advisory  committee. 

However,  F.D.A.  requested  the  manufacturer, 
G.  D.  Searle  & Co.,  to  advise  physicians  on  the 
labeling  of  certain  contraindications  and  of  an 
apparent  hazard  in  women  over  thirty-five. 
Principal  contraindications  for  use  of  Enovid 
as  a contraceptive  were  listed  as:  certain  can- 
cers, liver  disfunctions  or  diseases,  and  patients 
with  a history  of  thrombophlebitis  or  pulmonary 
embolism.  Enovid,  used  by  some  two  million 
American  women,  was  recommended  only  for 
short-term  use  (two  to  four  years) , and  primarily 
where  pregnancy  is  contraindicated. 

The  advisory  committee,  formed  five  months 
ago,  said  statistical  evaluation  indicates  that 
there  is  an  apparent  hazard  from  the  consump- 
tion of  Enovid  by  women  thirty-five  years  of  age 
or  over.  F.D.A.  said  this  apparent  hazard 
must  be  weighed  by  the  physician  against  the 
demonstrated  hazard  of  pregnancy  in  determin- 
ing whether  or  not  to  administer  the  drug  to 
women  of  that  age  group. 

The  committee  found  need  for  additional 
studies  regarding  the  possible  effects  of  Enovid. 
Such  studies  are  now  under  way,  and  others  will 
be  undertaken. 

The  advisory  committee  was  headed  by 
Irving  S.  Wright,  M.D.,  New  York  City. 
Copies  of  the  report  are  available  on  request  to 
Division  of  Public  Information,  Food  and  Drug 
Administration,  Washington  25,  D.C. 

* * * 

The  Federal  government  sharply  questioned 
the  actions  of  the  developer  of  krebiozen  in  a 
brief  filed  in  Chicago  Federal  District  Court. 
The  brief  was  the  government’s  answer  to 
charges  by  Dr.  Stevan  Durovic,  discoverer  of 
krebiozen,  that  he  was  being  harassed  by 
Federal  agents. 

The  government  has  charged  that  Durovic 
resisted  and  hampered  its  investigation  of  the 
alleged  anticancer  product,  which  has  been 
banned  from  interstate  commerce. 

The  government  said  Durovic  in  1950  bought 
more  than  1 million  ampules.  This  was  five 
times  the  amount  of  ampules  he  needed  to 

Prepared  by  the  Washington,  D.C.,  OflBce  of  the  American 
Medical  Association. 


handle  the  krebiozen  powder  he  had  brought 
to  the  United  States  from  Argentina,  the  brief 
said. 

Durovic  has  said  he  discovered  the  excess 
ampules  were  defective  and  destroyed  them  last 
May. 

The  government  brief  said,  “It  may  be  that 
a half  million  ampules  were  destroyed  on  May 
15,  1963.  It  may  be  that  Durovic  purchased 
enough  mineral  oil  in  1950  to  fill  more  than  a 
million  ampules  with  krebiozen  solution,  but 
poured  all  of  the  excess  over  that  needed  to  fill 
200,000  ampules  down  the  drain. 

“It  may  be.  But  there  are  strong  reasons  to 
doubt  it.  And  this  is  where  the  investigation 
is  called  for  most  urgently.” 

The  brief  said  that  although  krebiozen  has 
been  sold  for  $9  an  ampule,  the  cost  per  ampule 
is  about  8 cents. 

* * ♦ 

The  Pharmaceutical  Manufacturers  Associa- 
tion and  forty-four  U.S.  drug  producers  filed 
official  objections  to  “invalid”  proposed  regula- 
tions over  drug  advertising.  The  industry 
asserted  that  rules  issued  by  the  Food  and 
Drug  Administration  go  beyond  the  law  and 
the  intent  of  Congress. 

One  regulation  subjects  virtually  all  drug 
advertisements  in  professional  journals  to 
possible  Federal  prepublication  censorship.  The 
petition  addressed  to  the  F.D.A.  states  that 
this  “disregards  the  statutory  command.” 

Also,  according  to  the  industry,  F.D.A.  has 
gone  beyond  powers  granted  by  Congress  by 
trying  to  specify  how  prescription  drug  adver- 
tisements should  be  designed  and  written  and 
where  certain  information  should  be  placed. 
The  law  requires  such  advertisements  to  carry 
information  in  “brief  summary”  relating  to  side- 
effects,  contraindications,  and  effectiveness, 
but  it  does  not  give  the  Department  of  Health, 
Education,  and  Welfare  power  over  the  entire 
layout,  typography,  and  content,  the  industry 
asserted. 

“The  main  diflBculty  is  that  the  Food  and 
Drug  Administration,  in  these  regulations, 
treats  advertising  as  labeling,”  Austin  Smith, 
M.D.,  president  of  the  P.M.A.,  said.  “Con- 
gress made  a clear  distinction  between  the  two.” 
=(!  =|!  * 

Congressional  polls  are  showing  strong  grass- 
roots opposition  to  any  medical-hospital  plan 
for  the  aged  under  the  Social  Security  system. 
Twenty-three  polls  so  far  have  asked  for  an 
opinion  on  the  controversial  issue.  In  one  it 
was  revealed  that  a majority  favored  the  plan. 
The  questionnaires  were  sent  by  congressman 
from  bot];i  parties  and  from  all  sections  of  the 
nation. 
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Some  211,666  individual  responses  were  in- 
cluded in  a tabulation  of  the  polls,  with  134,973 
individuals  opposed  to  the  use  of  the  Social 
Security  mechanism,  58,121  favoring  it,  and  the 
remaining  18,572  with  no  opinion.  The  tabula- 
tion shows  that  63.8  per  cent  of  those  responding 


opposed  the  use  of  the  Social  Security  mecha- 
nism, 27.4  per  cent  favored  it,  and  8.8  per  cent 
had  no  opinion.  Comparative  percentages 
tabulated  near  the  close  of  the  87th  Congress 
were  84.4  per  cent  in  opposition,  39.2  per  cent 
in  favor,  and  6.4  per  cent  with  no  opinion. 


i 


■1 

( 


Most  claims  for  heart  disease 

Heart  disease  is  the  most  prevalent  single 
sickness  among  the  sixty-five-and-over  New 
York  State  residents  insured  by  the  New  York 
65  Health  Insurance  Association,  it  has  been  re- 
vealed by  an  analysis  of  nearly  $2,000,000  in 
claims  paid  to  4,262  individuals.  Of  these,  880 
or  slightly  over  20  per  cent  were  for  various 
types  of  heart  conditions.  Other  diseases  for 
which  large  amounts  of  claims  were  filed  include 
pneumonia,  stomach  disorders,  fractured  limbs, 
and  cancer. 

Nearly  half  of  the  individuals  fihng  claims 
were  between  the  ages  of  seventy  and  seventy- 
nine,  while  one-third  were  eighty  and  over  and 
the  balance  sixty-nine  or  younger. 


Of  the  individuals  to  whom  New  York  65 
paid  claims,  62.6  per  cent  were  females  and  37.4 
per  cent  males.  Half  of  the  claims  were  filed  hy 
those  who  bought  the  New  York  65  basic  health 
and  hospital  insurance  protection,  40  per  cent  » 
by  those  who  had  basic  in  combination  with  t 
major  medical,  and  10  per  cent  by  those  who  had  1 
only  the  major  medical.  More  than  half  of  the  JH 
claims  were  filed  by  residents  of  New  York  City  H 
and  the  three  suburban  counties  of  Westchester,  m 
Nassau,  and  Suffolk.  U 

The  New  York  65  Health  Insurance  Associa-  M 
tion  is  a group  of  49  member  insurance  com- 
panics  which  offers  basic  hospital  and  major  S 
medical  insurance  to  elderly  New  York  State  B, 
residents  on  a nonprofit  basis.  The  insurance  is  ■ 
available  through  any  insurance  agent  or  broker  9 
licensed  to  sell  health  insurance  in  the  state. 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  11  through  14,  1964 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a 
paper  before  a scientific  section  or  a general  session  is 
requested  to  write  to  James  Greenough,  M.D.,  Director 
of  Scientific  Activities,  Medical  Society  of  the  State  of 
New  York,  750  Third  Avenue,  New  York  17,  New  York, 
before  September  15,  1963.  A short  abstract  of  the  pro- 
posed presentation  should  accompany  the  letter. 


Scientific  Exhibits 

Requests  for  application  for  scientific  exhibit  space 
at  the  1964  Convention  should  be  addressed  to  the 
Director  of  Scientific  Activities  at  the  above  address, 
as  soon  as  possible. 


NOTE  CHANGE  OF  MONTH  FOR  ANNUAL  CONVENTION: 

FEBRUARY  11  TO  14.  1964 
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Abstracts 


Liebowitz,  H.  R.:  Splenomegaly  and  Hyper- 
splenism pre-  and  post-portacaval  shunt,  New 
York  State  J.  Med.  63:  2631  (Sept.  15)  1963. 

In  50  patients  who  expired  from  esophageal 
varix  rupture  and  hemorrhage,  the  spleens  ex- 
ceeded 250  Gm.  at  autopsy  in  only  80  per  cent. 
In  50  autopsied  portal  cirrhotic  patients,  with- 
out clinical  bleeding,  the  spleens  were  under  250 
Gm.  in  18  per  cent.  In  8 patients  with  sohtary 
extrahepatic  portal  system  thrombosis  the 
spleens  were  all  substantially  enlarged.  The 
study  showed  that  an  enlarged  spleen  does  not 
regularly  diminish  in  size  following  a success- 
ful portacaval  shunt  operation.  The  spleens 
weighed  more  than  250  Gm.  in  67.7  per  cent  of 
31  cirrhotic  patients  in  whom  the  venovenous 
anastomosis  was  patent  at  necropsy. 

Degenshein,  G.  A.,  Hurwitz,  A.,  and  Riba- 
coff,  S.:  Experience  with  regenerated  oxidized 
ceUiilose,  New  York  State  J.  Med.  63:  2639 
(Sept.  15)  1963. 

Both  animal  experiments  and  clinical  ex- 
perience with  various  types  of  operations  have 
shown  that  a new  absorbable  hemostatic  gauze, 
regenerated  oxidized  cellulose,  is  effective  in  the 
control  of  sanguinous  ooze.  It  must  be  applied 
to  a dry  surface  under  pressure,  and  an  addi- 
tional layer  may  be  required.  It  is  especially 
useful  in  areas  where  application  of  hemostats 
would  be  difficult  or  hazardous. 

Schneider,  R.  G.:  Congenital  hereditary 

nephritis  with  nerve  deafness.  New  York 
State  J.  Med.  63:  2644  (Sept.  15)  1963. 

Congenital  hereditary  nephritis  was  found  in 
18  of  53  members  of  a far^y,  extending  over 


four  generations,  and  6 had  associated  nerve 
deafness.  Inheritance  of  the  renal  disorder  is 
apparently  by  simple  dominance,  in  some  cases 
sex-linked;  the  mode  of  inheritance  of  the  hear- 
ing defect  is  uncertain.  The  renal  disorder  may 
resemble  glomerulonephritis  or  pyelonephritis  or 
both;  differentiation  is  important  because  of 
the  dissimilar  course  and  prognosis.  Affected 
males  generally  succumb  to  uremia  in  adoles- 
cence or  early  adult  life,  whereas  affected  females 
may  expect  a normal  hfe  span. 

McCullough,  C.  D.,  and  Pisani,  B.  J.:  Pre- 
liminary report  of  use  of  vacuum  extractor  with 
caudal  anesthesia.  New  York  State  J.  Med. 
63:  2649  (Sept.  15)  1963. 

The  vacuum  extractor  devised  by  Malmstrom 
was  used  in  conjunction  with  caudal  anesthesia 
in  25  cases  of  midpelvic  extraction,  with  uni- 
formly good  results.  The  caput  succedaneum 
produced  disappeared  before  the  infant  left  the 
delivery  room,  and  no  untoward  fetal  or  mater- 
nal side-effects  occurred. 

Roseman,  D.  M.:  Carotidynia,  New  York 
State  J.  Med.  63:  2651  (Sept.  15)  1963. 

Ten  cases  of  carotidynia  were  studied.  The 
neck  discomfort  was  unilateral  or  bilateral,  fre- 
quently radiated  to  head  structures,  and  often 
was  aggravated  by  mastication,  swallowing, 
yawning,  and  other  head  movements.  Duration 
of  attacks  varied  from  ten  minutes  to  three 
weeks;  6 patients  had  only  one  attack,  2 had 
several  attacks,  and  2 had  multiple  attacks  over 
a period  of  several  months.  The  carotid  com- 
pression test  was  diagnostic  in  all  cases.  No 
significant  incapacity  occurred. 
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Abstracts  in  Interlingua 


Liebowitz,  H.  R.:  Splenomegalia  e hyper- 

splenismo  ante  e post  shunting  porto-caval 
(anglese).  New  York  State  J.  Med.  63:  2631 
(15  de  septembre)  1963. 

Inter  50  patientes  qui  moriva  de  ruptura  de 
varice  esophagee  con  subsequente  hemorrhagia, 
80  pro  cento  solmente  habeva  al  necropsia  splens 
de  pesos  de  plus  que  250  g.  Inter  50  necropsiate 
patientes  con  cirrhosis  portal  sin  clinicamente 
apparente  sanguination,  18  pro  cento  habeva 
j splens  de  pesos  de  minus  que  250  g.  In  8 
patientes  con  solitari  thrombose  del  systema 
portal  extrahepatic,  le  splens  esseva  substantial- 
mente  allargate  sin  exception.  Le  studio  mon- 
strava  que  un  allargate  splen  non  se  reduce  regu- 
larmente  in  dimension  post  un  successose  opera- 
tion de  shunting  porto-caval.  Le  splens  pesava 
plus  que  250  g in  67,7  pro  cento  de  31  patientes 
cirrhotic  in  qui  le  anastomose  veno-venose  esseva 
patente  al  tempore  del  necropsia. 

I 

Degenshein,  G.  A.,  Hurwitz,  A.,  e RibacofT, 
S.:  Experientias  con  regenerate  cellulosa 

oxydate  (anglese).  New  York  State  J.  Med. 
63:  2639  (15  de  septembre)  1963. 

Tanto  experimentos  animal  como  etiam  ex- 
perientias clinic  con  varie  typos  de  operationes 
chirurgic  ha  monstrate  que  le  nove  absorbibile 
gaza  hemostatic,  regenerate  cellulosa  oxydate,  es 
efficace  in  le  regulation  de  exsudato  sanguinose. 
Illo  debe  esser  applicate  sub  pression  a un 
i superficie  sic.  A vices  un  secunde  strato  es 
requirite  super  le  prime.  Le  gaza  es  special- 
I mente  utile  in  areas  ubi  le  application  de  hemo- 
staticos  esserea  difficile  o hasardose. 

! Schneider,  R.  G.:  Congenite  nephritis  here- 
ditari  con  surditate  nerval  (anglese),  New  York 
^ State  J.  Med.  63:  2644  (15  de  septembre)  1963. 

'l  Congenite  nephritis  hereditari  esseva  trovate 

!in  18  de  53  membros  de  quatro  generationes  de 
un  familia.  In  6 del  18,  le  nephritis  esseva  asso- 


ciate con  surditate  nerval.  Le  transmission 
genetic  del  disordine  renal  occurre  apparente- 
mente  per  un  simple  dominantia  le  qual,  in 
certe  casos,  es  ligate  al  sexo.  Le  modo  de  trans- 
mission del  defecto  auditor!  es  incerte.  Le 
disordine  renal  resimila  glomerulonephritis  o 
pyelonephritis  o ambe  istos.  Le  differentiation 
es  importante  a causa  de  dissimilitudes  in  curso 
e prognose.  Masculos  assi  afficite  succumbe 
generalmente  sub  uremia  durante  lor  adoles- 
centia  o precocemente  durante  lor  vita  adulte. 
Femininas  con  le  condition,  del  altere  latere, 
pote  expectar  un  normal  duration  vital. 

McCullough,  C.  D.,  e Pisani,  B.  J.:  Reporto 
preliminari  in  re  le  uso  del  extractor  a vacuo,  con 
anesthesia  caudal  {anglese).  New  York  State 
J.  Med.  63:  2649  (15  de  septembre)  1963. 

Le  extractor  a vacuo,  elaborate  per  Malm- 
strom,  esseva  usate  conjunctemente  con  anes- 
thesia caudal  in  25  casos  de  extraction  meso- 
pelvic.  Le  resultatos  esseva  uniformemente 
bon.  Le  capite  succedanee  que  esseva  producite 
dispareva  ante  que  le  infante  quitava  le  sala  de 
parturitiones.  Nulle  adverse  effectos  secundari 
occurreva  in  o le  feto  o le  matre. 

Roseman,  D.  M.:  Carotidynia  (anglese). 

New  York  State  J.  Med.  63:  2651  (15  de 
septembre)  1963. 

Esseva  studiate  10  casos  de  carotidynia.  Le 
sensation  cervical  de  disconforto  esseva  uni-  o 
bilateral.  Frequentemente  illo  radiava  verso 
structures  del  capite  e esseva  aggravate  per 
mastication,  inglutition,  oscitation,  e altere 
movimentos  del  capite.  Le  duration  del  at- 
taccos  variava  inter  dece  minutas  e tres  septi- 
manas.  Sex  del  patientes  habeva  un  attacco 
solmente;  2 habeva  plures;  le  ultime  2 habeva 
multiple  attaccos  in  le  curso  de  un  periodo  de 
plure  menses.  Le  test  a compression  del  carotide 
esseva  diagnostic  in  omne  le  cases.  Nulle 
significative  incapacitate  occurreva. 


September  15,  1963  / New  York  State  Journal  of  Medicine  2721 


Announcement  1963  District  Branch  Meetings 


Branch 


First 


Second 


Third 

AND 

Fourth 


Fifth 

AND 

Sixth 


Seventh 


Eighth 


Ninth 


Date 


Monday,  May  13 


Friday,  Saturday,  Sunday, 
September  6,  7,  8 


Thursday,  October  10 


Friday,  Saturday,  Sunday, 
September  13,  14,  15 


Place 


Statler  Hilton, 
New  York  City 


Montauk  Manor, 
Montauk  Point, 
New  York 


Sterling-Winthrop 
Research  Institute, 
Rensselaer,  New  York 


Whiteface  Inn, 

Lake  Placid,  New  York 


Thursday,  Friday,  Saturday,  Grossinger’s, 

Sunday,  October  3,  4,  5,  6 Grossinger,  New  York 


Saturday,  October  5 


Parkway  Inn, 
Niagara  Falls, 
New  York 


Monday,  May  13 


Statler  Hilton, 
New  York  City 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain... not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1 . A sprain  or  fracture  is  not  a big  clinical 
problem— but  it  does  hurt.  And  if  there  is 
housework  to  do  and  kids  to  mind,  the  patient 
needs  something  to  numb  the  pain. 

2.  A.P.C.  compounds  have  limited  usefulness; 
and  the  patient  can  buy  them  without  your 
prescription.  Unfortunately,  most  of  them  are 
too  mild  to  be  effective  for  sprains— and  more 
potent  products  too  often  make  the  patient 
feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases. 
Since  it  contains  both  ‘Soma’  (carisoprodol) 
and  acetophenetidin  it  is  both  a potent  anal- 
gesic and  a superior  muscle  relaxant;  it  also 
contains  caffeine  to  offset  any  drowsiness 
(“numbs  the  pain . . . not  the  patient”). 

CSO-9192 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is 
1 or  2 tablets  q.i.d.  For  more  severe  pain,  try 
‘Soma’  Compound + Codeine.  Dosage;  1 or  2 
tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur 
rarely.  Codeine  may  produce  addiction, 
nausea,  vomiting,  constipation  or  miosis. 


Soma' Compound  %> 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SonufCompound+Codeine  j 

carisoprodol  200  mg.,acetophenetidin  160  mg.,caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.)' 

\^/®WALLACE  LABORATORIES  j Cranbury.N.J. 


Books  Recemd 


The  following  books  were  received  during  the  month  of  July,  1963.* 


Orthopedic  Disease.  By  Ernest  Aegerter, 
M.D.,  and  John  A.  Kirkpatrick,  Jr.,  M.D. 
Second  edition.  Octavo  of  786  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963.  Cloth,  $16. 

The  Psychology  of  Meaningful  Verbal 
Learning.  By  David  P.  Ausubel,  M.D. 
Octavo  of  255  pages.  New  York,  Grune  & 
Stratton,  1963.  Cloth,  $6.50. 

The  Consumers  Union  Report  on  Smoking 
and  the  Public  Interest.  By  Ruth  and 
Edward  Brecher,  Arthur  Herzog,  Walter  Good- 
man, Gerald  Walker,  and  the  Editors  of  Con- 
sumer Reports.  Duodecimo  of  222  pages, 
illustrated.  Mount  Vernon,  New  York,  Con- 
sumers Union,  1963.  Cloth,  $3.50. 

Cecil-Loeb  Textbook  of  Medicine.  Edited 
by  Paul  B.  Beeson,  M.D.,  and  Walsh  Mc- 
Dermott, M.D.  Eleventh  edition.  Quarto  of 
1,835  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Cloth,  $19.50  single 
volume,  $23.50  2-volume  set. 

The  Medical  Clinics  of  North  America. 
Philadelphia  Number.  July,  1963.  Dis- 
eases of  the  Kidney.  James  E.  Clark,  M.D., 
and  Lewis  W.  Bluemle,  Jr.,  M.D.,  Guest 
Editors.  Octavo.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Published  bi- 
monthly (six  numbers  a year).  Cloth,  $18 
net;  paper,  $15  net. 

Clinical  Examinations  in  Neurology.  By 
Members  of  the  Sections  of  Neurology  and 
Section  of  Physiology,  Mayo  Clinic  and  Mayo 
Foundation  for  Medical  Education  and  Re- 
search, Graduate  School,  University  of  Min- 
nesota, Rochester,  Minnesota.  Second  edi- 
tion. Octavo  of  396  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1963. 
Cloth,  $8.50. 

1962-1963  Collected  Papers  in  Medicine 
from  the  Mayo  Clinic  and  the  Mayo 
Foundation — Volume  54.  Compiled  by  Wer- 
ner Heidel,  M.D.  Octavo  of  532  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963.  Cloth,  $12.50. 

1962-1963  Collected  Papers  in  Surgery  from 
the  Mayo  Clinic  and  the  Mayo  Foundation 
— Volume  54.  Compiled  by  Werner  Heidel, 

* Books  received  for  review  are  acknowledged  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of 
those  sending  them  for  this  purpose.  Selection  for  review  is 
made  on  the  basis  of  merit  and  reader  interest. 


M.D.  Octavo  of  479  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1963. 
Cloth,  $12.50. 

The  Pediatric  Patient  1963.  Consulting 
Editor,  David  Baird  Coursin,  M.D.  Co- 
ordinating Editor,  Sarah  R.  Gustafson,  Ph.D. 
Octavo  of  183  pages,  illustrated.  Nutley, 
New  Jersey,  Roche  Laboratories  Division  of 
Hofifmann-La  Roche  Inc.,  1963.  Cloth,  $4.95. 

The  Prevention  of  Hospitalization.  By 
Milton  Greenblatt,  M.D.,  Robert  F.  Moore, 
M.D.,  Robert  S.  Albert,  Ph.D.,  and  Maida  H. 
Solomon,  B.S.  Octavo  of  182  pages,  illustrated. 
New  York,  Grune  & Stratton,  1963.  Cloth, 
$7.50. 

Circulatory  Physiology:  Cardiac  Output 

and  Its  Regulation.  By  Arthur  C.  Guyton, 
M.D.  Octavo  of  468  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1963. 
Cloth,  $15. 

Atlas  of  Vascular  Surgery.  By  Falls  B. 
Hershey,  M.D.,  and  Carl  H.  Caiman,  M.D. 
Quarto  of  307  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1963.  Cloth, 
$18. 

Diseases  of  the  Chest.  By  H.  Corwin  Hin- 
shaw,  M.D.,  and  L.  Henry  Garland,  M.D. 
Second  edition.  Quarto  of  798  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963.  Cloth,  $20. 

Hernia.  By  Amos  R.  Koontz.  Octavo  of 
227  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1963.  Cloth,  $11.95. 

First  Inter-American  Conference  on  Con- 
genital Defects.  Papers  and  Discussions 
Presented  at  the  First  Inter-American 
Conference  on  Congenital  Defects,  Los 
Angeles,  California,  January  22-24,  1962. 
Compiled  and  Edited  for  The  International 
Medical  Congress,  Ltd.  Octavo  of  261  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1963.  Cloth,  $7.50. 

Science  and  Psychoanalysis.  Volume  VI. 
Violence  and  War  with  Clinical  Studies. 
Edited  by  Jules  H.  Masserman,  M.D.  Octavo 
of  284  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1963.  Cloth,  $8.75. 

Indications  for  Open-Heart  Surgery.  By 
Dryden  P.  Morse,  M.D.  Octavo  of  213  pages, 

continued  on  page  2726 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Orders  are  now  being 
taken  for  the  1963-64  edi- 
tion. Write:  Directory 

Department,  Medical  So- 
ciety of  the  State  of  New 
York,  750  Third  Ave., 
New  York  17,  N.Y. 
$20.00  a copy  plus  4% 
sales  tax  for  N.Y.C.  de- 
livery. Society  members, 
who  have  paid  their  1963 
dues,  will  receive  the  Di- 
rectory as  part  of  their 
membership  — without 
charge. 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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illustrated.  Springfield,  Illinois,  Charles  C 
Thomas,  1963.  Cloth,  $8.75. 

Pediatric  Cardiology.  By  Alexander  S. 
Nadas,  M.D.  Second  edition.  Octavo  of 
828  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Cloth,  $16. 

Uptake  and  Distribution  of  Anesthetic 
Agents.  Edited  by  E.  M.  Papper,  M.D., 
and  Richard  J.  Kitz,  M.D.  Octavo  of  321 
pages,  illustrated.  New  York,  The  Blakiston 
Division,  McGraw-Hill  Book  Company,  Inc., 
1963.  Cloth,  $15. 

Results  of  Surgery  for  Peptic  Ulcer,  Edited 
by  R.  W.  Postlethwait,  M.D.  Associate 
Editor  James  C.  Thoroughman,  M.D.  Octavo 
of  308  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Cloth,  $8.00. 

Epidemiology  and  Communicable  Disease 
Control.  By  Fred  B.  Rogers,  M.D.  Octavo 


Air  purifiers  may  be  harmful 

Air  purifying  devices  which  emit  ozone  are 
no  longer  considered  safe,  according  to  an 
article  in  the  July  27  Journal  of  the  American 
Medical  Association.  Harry  L.  Huber,  M.D., 
Chicago  allergist  and  internist,  reports  that 
for  many  years  it  was  thought  that  ozone  was 
a safe  and  effective  air-purifying  gas.  However, 
he  writes,  “Evidence  heis  gradually  accumulated 
to  prove  that  ozone  is  a subtle  gas  which  is  very 
poisonous  for  experimental  animals  or  human 


of  104  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1963.  Cloth,  $5.50.  (Modern  Med- 
ical Monographs — 24) 

Hypnosis  in  Modern  Medicine.  Edited  by 
Jerome  M.  Schneck,  M.D.  Third  edition. 
Octavo  of  452  pages.  Springfield,  Illinois, 
Charles  C Thomas,  1963.  Cloth,  $12.75. 

Cancer  of  the  Female  Reproductive  Organs. 
By  Alfred  I.  Sherman,  M.D.  Octavo  of  338 
pages,  illustrated.  St.  Louis,  The  C.  V. 

Mosby  Company,  1963.  Cloth,  $13.75. 

Handbook  of  the  Practice  of  Anesthesia. 
By  John  R.  S.  Shields,  M.B.  Octavo  of  203 
pages,  illustrated.  St.  Louis,  The  C.  V. 

Mosby  Company,  1963.  Cloth,  $6.85. 

Obstetrics  and  Gynecology.  By  J.  Robert 
Willson,  M.D.,  Clayton  T.  Beecham,  M.D.,  and 
Elsie  Reid  Carrington,  M.D.  Second  edition. 
Octavo  of  738  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1963.  Cloth, 
$13.75. 


beings  having  continual  exposure  to  it,  even 
if  it  is  present  in  very  low  concentrations  for  a 
relatively  short  period.” 

The  sources  of  natural  and  man-made  ozone 
are  numerous  in  the  environment,  and  the  gas 
cannot  be  completely  avoided.  The  small 
amount  that  may  be  produced  by  an  air 
purifying  device  may  add  enough  to  that  al- 
ready present  to  cause  “discomfort  and  even 
harm.” 

Manufacturers  of  modern  air  purifying  de- 
vices which  produce  ozone  now  incorporate 
technics  to  control  the  emission  of  ozone. 
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Index  to  Advertised  Products 


Analgesics 

Soma  Compound  (Wallace  Laboratories) 2723 

Antiasthmatic  bronchodilators 

Deltasmyl  (Roussel  Corp.) 2599 

Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 2615 

Declomycin 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 2606-2607 

Polysporin 

(Burroughs  Wellcome  & Company,  Inc.) 2601 

Tao  (J.  B.  Roerig  & Company) 2609,  2610,  2611,  2612 

Antihistamines 

Benadryl  (Parke,  Davis  & Company) 2605 

Antiinflammatory  enzymes 
Chymoral 

(Armour  Pharmaceutical  Company) 2nd  cover 

Orenzyme/Paren^me 

(National  Drug  Company) 2617 


Energizers 

Deprol  (Wallace  Laboratories) 2593 

Foods 

Milk  (National  Dairy  Council) 2630 

Gastrointestinal  anticholinergics 
Pathilon 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 2594-2595 

Hormones 

Enovid  (G.  D.  Searle  & Company) 2629 

Laxatives 
Eucarbon 

(Standard  Pharmaceutical  Co.,  Inc.) 
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Beverages 

No-Cal  (Kirsch  Beverages,  Inc.). 
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Bronchopulmonary 

Elixophyllin  (Sherman  Laboratories) 2613 

Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 2597 

Sardo  (Sardeau,  Inc.) 2619 

Diagnostic  aids 

Urine  Tests  (Ames  Company,  inc.) 3rd  cover 


Mood  elevators 
Dexamyl 

(Smith  Kline  & French  Laboratories) 2732 

Ovarian  hormones 

Duosterone  (Roussel  Corp.) 2623 

Sedatives 

Barba-Niacin  (Cole  Chemical  Company) 2621 

Valerianets-Dispert 

(Standard  Pharmaceutical  Co.,  Inc.) 260£ 

Vitamins 
Stresscaps 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Wet-dressing  antiinflammatory 
Presto-Boro 

(Standard  Pharmaceutical  Co.,  Inc.) 
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“Analysis  . . . therapy  . . . complete  tranquility  and  peace  of  mind  . . . then  whatT 


mi 


Officers  / County  Medical  Societies  / 1963 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . 

Ca3Tuga 

Chautauqua . 
Chemung .... 
Chenango. . . . 

Clinton 

Columbia. . . . 

Cortland 

Delaware 

Dutchess 

Erie 

Essex  

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 

Jefferson 

Kings 

Lewis 

Livingston . . . 

Madison 

Monroe 

Montgomery. 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond . . . 
Rockland .... 
St.  Lawrence. 

Saratoga 

Schenectady  . 
Schoharie. . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins.. . . 

Ulster 

Warren 

Washington. . 

Wayne 

Westchester.. 
Wyoming.  . . . 
Yates 


Francis  A.  Stephens Albany 

John  F.  Glosser Wellsville 

Jerome  B.  Flynn Bronx 

Michael  J.  Maggiore Endicott 

Charles  J.  Barranco.  . . .Salamanca 

William  W.  Robertson Auburn 

Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Charles  L.  Dubuar Sherburne 

John  Menustik,  Jr Plattsburgh 

Robert  L.  Bowerhan Copake 

WiUiam  J.  McAuliffe Cortland 

Harry  J.  Wilbur Walton 

James  K.  Keeley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Hans  Leeds Catskill 

Arthur  H.  Mulligan Herkimer 

Thomas  P.  Hamilton . . . Watertown 

Julius  E.  Stolfi Brooklyn 

John  H.  Brooks Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Charles  R.  Harris. . .East  Rochester 

Philip  Cortese Amsterdam 

Raymond  F.  Smith Garden  City 

George  Hinder New  York 

William  R.  Lewis.  . . .Niagara  Falls 

E.  P.  Russell,  Jr Rome 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Lome  S.  Tieman Middletown 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  Duston  Rames.Cooperstown 

John  del  Campo Carmel 

Irving  G.  Frohman  Rockaway  Beach 

John  Enzien Troy 

Joseph  F.  Shanapby New  Dorp 

L.  G.  Weishaar,  Jr Nanuet 

Lanpher  C.  Weston Massena 

John  Esposito Saratoga  Springs 

Norman  D.  Kathan.  . .Schenectady 

Donald  Rich  Lyon Middleburg 

James  J.  Norton ....  Montour  Falls 

Bruno  Riemer Romulus 

Ralph  F.  Tra ver Bath 

Jesse  W.  Mahoney. . .East  Setauket 

Jacob  Rubin Woodbourne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

John  A.  Cooke,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Walter  S.  Bennett Granville 

Evan  Tansley Newark 

James  M.  Jones Bronxville 

Leo  L.  Trnka Arcade 

Wilfred  D.  McCusker. . . .Penn  Yan 


John  J.  Phelan,  Jr Albany 

Kurt  Zinner Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Glean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Thomas  C.  Seymour Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  D.  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J . Muller Little  Falls 

James  L.  Harrington ....  Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn. . . . Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky . . . Rochester 
Helen  M.  Blanchard.  . . .Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant  Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger. . . .Newburgh 

Salvatore  A.  Dispenza  Albion 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Ammiel  D.  Schwartz Brewster 

Peter  V.  Gugliuzza Hollis 

John  Squadrito Troy 

John  H.  Randall Staten  Island 

S.  B.  Adler Spring  Valley 

William  R.  C^u^n Potsdam 

Claire  K.  Amyot . .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  Dewell. . . . Cobleskill 

Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falls 

Milton  TuUy Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried. . . . Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Charles  R.  Bannon Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Robert  E.  Healy Mt.  Kisco 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Lewis  W.  Barton Albany 

Kurt  Zinner Wellsville 

Harold  E.  Brodman Bronx 

F.  Maurice  Breed Johnson  City 

Duncan  C.  Wormer Portvillo 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

Henry  B.  Marshall Elmira 

Ariand  D.  Ryan Norwich 

William  L.  Ladue Plattsbinrgh 

Thomas  C.  Seymour Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond ....  Johnstown 

James  McCutcheon Batavia 

Mahlon  H.  Atkinson Catskill 

Timothy  J.  Howard Newport 

James  L.  Harrington ....  Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn Mount  Morris 

Robert  F.  Schramm Cazenovia 

T.  Paul  Guest Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr.. . Niagara  Falls 

Theodore  F.  Thomas Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt Oswego 

John  M.  Constantine Oneonta 

JuUan  L.  Glatt Carmel 

Victor  S.  Lait Flushing 

Joseph  Lasko Troy 

J.  J.  Silverman Staten  Island 

D.  Hyman Suffem 

Maurice  J.  Elder Massena 

William  H.  Moore.  .Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer . . Waterloo 

Milton  TuUy Homell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried.  . . Livingston  Manor 

Paul  Zoltowski Waverly 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . . Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  Woodhull Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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WANTED! 

AUGUST  15,  1962  ISSUE 
OF  THE  JOURNAL 

We  should  very  much  appreciate 
your  donating  this  back  issue  to  the 
Society.  We  are  in  short  supply, 
and  need  this  particular  back  num- 
ber for  foreign  and  medical  school 
requests.  Please  send  to:  New  York 
State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-monlhi  day  count  Includci  Inicntivc  Iraining 
In  laboratory  Icchnlquat,  E.K.G.  and  B.M.R.  X-ray 
and  medical  ilcnography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 


MancU  ScUool 


254  W.  54  St— N V C 
Circle  7-3434 
, LIcenied  by  the  Stale  ol  New  York  


PINEWOOD 


Wallet  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Kalonah,  N.Y.  Tel:  CEnIral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR 

Five  Acres  of  Pinewo^ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


GREENMONT-ON-HUDSON  SANATORIUM 

1S8  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Smalt  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D.,  Director 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  hove  what  they  wont;  you're 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Memcal  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


FULL-TIME  STAFF  POSITION  AVAILABLE  IN 
radiology  service  in  1238  bed  Veterans  Administration 
Hospital.  ProCTam  fully  integrated  with  New  York 
University  Bellevue  Medical  Center.  Active  gastro- 
intestinal, pulmonary  and  neuro-radiology  services. 
Ample  opportunity  for  research.  Salary  up  to  $18,405. 
Contact  Chief,  Radiology  Service,  Veterans  Administra- 
tion Hospital,  First  Avenue  at  East  24th  Street,  New 
York  10,  New  York. 


PHYSIATRIST  VACANCY:  AN  OPPORTUNITY  FOR 

a qualified  or  Board  certified  physician  in  Physical  Med- 
icine and  Rehabilitation,  N.  Y.  State  license  required,  as 
Medical  Director  of  an  outpatient  treatment  center,  a 
Sheltered  Workshop  for  the  Disabled,  and  a supervisor  of 
a hospital  physical  therapy  program.  Liberal  salary  de- 
pending on  qualifications  and  experience  plus  liberal 
fringe  benefits.  Write:  Ward  A.  Merrell,  Administrator, 

Rehabilitation  Services,  Inc.,  204  Court  St.,  Binghamton, 
N.  Y. 


POSITIONS  NOW  AVAILABLE  FOR  PHYSICIANS  IN 
V.A.  psychiatric  hospital  located  near  Rochester,  New 
York,  in  beautiful  Finger  Lakes  area.  Previous  training 
or  experience  in  psychiatry  not  required.  Must  be  licensed 
in  any  state.  Usual  salary  range  $11,150  to  $16,965. 
Write  Hospital  Director,  V.  A.  Hospital,  Canandaigua, 
N.  Y.,  or  phone  315  394-2000. 


NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  forty  miles  from  New  York 
City  is  a 220  bed  community  hospital  with  a high  caliber 
and  well  organized  teaching  program  and  a progressive 
philosophy  regarding  internship  training.  We  are  ac- 
cepting applications  for  rotating  internships  and  invite 
your  inquiries.  The  program  has  the  approval  of  the 
Council  on  Medical  Education  of  the  American  Medical 
Association.  Address:  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New 
York. 


YOUNG  G.P.  WANTED  — FULL  TIME.  SPANISH 
speaking  necessary.  Eventual  partnership.  $15,000  to 
start.  Box  795,  % N.  Y.  St.  Jr.  Med. 


GROUP  PRACTICE  OPPORTUNITIES  FOR  SPECIAL- 
ists  and  general  practitioners;  surgeons,  internists,  pedia- 
tricians, obs-gyn,  radiologists,  general  practitioners  and 
others.  Independent  group  practices  being  formed. 
Former  Miners  Memorial  Hospital  Association  hospitals 
in  eastern  Kentucky,  West  Virginia  and  Virginia,  available 
for  in-patient  practice  care.  The  hospitals  now  being 
transferred  to  new  non-sectarian,  regional  hospital  author- 
ity as  community  hospitals.  For  information  write: 
Appalachian  Regional  Hospitals,  Inc.,  Box  19111,  Wash- 
ington, D.  C. 


NORTHERN  NEW  YORK  COMMUNITY  NEEDS 
general  practitioner.  Industrail,  farm,  vacation  area  of 
.3,000.  Nearest  physician  13  miles.  Nursing  home, 
good  schools,  local  pharmacy;  hospitals  nearby.  Good 
home,  complete  office  suite  available.  Gross  $40,000. 
Write  Citizens  Committee,  Box  6,  Antwerp,  N.  Y. 


PRACTICES  FOR  SALE  OR  RENT 


20  YEAR,  VERY  ACTIVE  GENERAL  PRACTICE  FOR 
sale  in  Queens.  Beautiful  split  level  home;  fully  equipped 
8 room  office  on  the  ground  floor;  reasonable.  “Chance  of 
a lifetime.”  Gross  income  in  1962:  $55,000.  Box  765,  % 
N.  Y.  St.  Jr.  Med. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner  in  rural  area  Upstate  New  York.  Existing  good 
practice;  home-office.  Full  equipment  available.  Im- 
mediate income.  Box  789,  % N.  Y.  St.  Jr.  Med. 


UNUSUAL  OPPORTUNITY  FOR  GENERAL  PRACTI- 
tioner  to  start  as  partner  or  owner  of  old.  busy  practice. 
Office  completely  furnished.  Philip  Jordan,  M.D.,  433  W. 
44  St.,  N.  Y.  36.  Tel.:  Cl  6-8797  Mon.,  Wed.,  Fri.  after 
1:30  P.M. 


FOR  SALE.  OFFICE,  GENERAL  PRACTICE, 
equipped.  Midtown  New  York;  35  years  same  location. 
Hospitals  nearby.  Retiring.  Write  Box  778,  % N.Y. 
St.  Jr.  Med. 


PEDIATRIC  PRACTICE,  NASSAU  COUNTY;  UN- 
usual  opportunity,  well  established.  Terms  to  be  ar- 
ranged. Box  798,  % N.  Y.  St.  Jr.  Med. 


UNEXCELLED  OPPORTUNITY  FOR  GENERAL 
practice  in  beautiful  Finger  Lakes  Village,  with  fully 
accredited  open  staff  hospital  within  5 minutes.  Agricul- 
tural surroundings,  3 major  industries  and  resort  area. 
Income  limited  only  by  capacity  for  work.  Full  speciality 
consultation  available  25  miles.  New  man  welcome  in 
area.  Practice  draws  from  population  of  over  15,000. 
Present  M.D.  retiring  from  practice,  wishes  to  sell  com- 
bination office,  home  and  income  producing  apartment. 
Could  be  adapted  to  partnership  practice.  $35,000. 
Box  802,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTICE,  OTSEGO  COUNTY.  LOVELY 
home-office  combination.  Fully  equipped  with  X-ray, 
diathermy,  etc.  Sale  or  rent.  Box  803,  % N.  Y.  St.  Jr. 
Med. 


WELL  ESTABLISHED  ACTIVE  GENERAL  PRACTICE 
with  large  growth  potential  by  comparatively  young  doc- 
tor. Ideal  highest  income  area  of  eastern  Bergen  County, 
New  Jersey.  Also  suitable  for  internist  or  group.  Open 
staff  hospital  nearby.  Fully  furnish^  and  equipped 
offices  in  attractive,  modern,  air  conditioned,  centrally 
located  one  story  building  designed  for  professional  use. 
Ample  parking.  Full  introductions.  Family  estate  plans 
demand  full  time  of  seller.  Additional  details  available. 
Professional  Business  Consultants — contact:  F.  Nic- 

holls,  201-343-9414. 


PRACTICE  WANTED 


INTERNIST,  BOARD  ELIGIBLE,  AGE  30,  LARGE 
family,  seeks  relocation  of  solo  practice  in  small  city  or 
suburban  area  where  services  are  urgently  needed.  Box 
797,  % N.  Y.  St.  Jr.  Med. 
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POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
CH  2-^30,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.  Y. 


GENERALIST,  WELL  TRAINED,  EXPERIENCED, 
desires  or  will  consider  purchase  of  GP,  Industrial  or 
Group  association.  Partnership,  N.  Y.  City,  suburban 
areas  preferred.  Box  775,  % N.  Y.  St.  Jr.  M^. 


NORWEGIAN,  BOARD  PSYCHIATRIST,  47,  Lic- 
ensed in  Texas,  with  13  years  postgraduate  hospital  train- 
ing (3  in  U.  S.)  and  7 years  of  extra-mural  experience, 
desires  fulltime  position  with  medical  school  in  New  York 
City.  Box  790,  % N.  Y.  St. 


N.  Y.  STATE  LICENSED  ORTHOPEDIC  SURGEON, 
Board  eligible  for  part  II;  33  years  of  age,  desires  partner- 
ship or  association  with  clinic.  Box  793,  % N.  Y.  St.  Jr. 
Med. 


INTERNIST— CARDIOLOGIST;  BOARD  CERTIFIED, 
38,  Protestant,  N.  Y.  license.  Will  consider  any  position 
and  _ any  area  except  New  York  City.  Available  im- 
mediately. Please  write  Box  1670,  Wilmington  99, 
Delaware. 


PATHOLOGIST,  DIPLOMATS  P.A.  AND  C.P.  OLDER 
man  wishes  part-time  position  in  small  hospital  or  with 
another  pathologist.  Box  792,  % N.  Y.  St.  Jr.  Med. 


ANESTHESIOI.OGIST,  DIPLOMATE  AMERICAN 
Board,  age  38,  veteran,  family;  administrative  experience. 
Relocate  New  York  Metropolitan  area.  Box  791,  % N.  Y. 
St.  Jr.  Med. 


EQUIPMENT  FOR  SALE 


FOR  QUICK  SALE— USED  G.E.  X-RAY,  200  MA,  SPOT 
device,  motor  drive  table,  new  cables,  rotating  anode 
tubes.  Excellent  condition.  Box  801,  % N.  Y.  St.  Jr. 
Med. 


FOR  SALE;  MEDICAL  EQUIPMENT,  FURNITURE, 
fully  equipped  office  available  after  Oct.  31st.  Retiring. 
George  Kraunz,  M.D.,  300  N.  George  St.,  Rome,  N.  Y 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
as.sures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.,  221  W.  41st  St.,  New  York  36,  N.Y. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  e PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 
IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner— Builder 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  RENT— MERRICK,  L.  I.,  N.  Y.;  FULLY  EQUIPPED 
ofiSce.  New,  modem.  For  general  practitioner  and/ 
or  pediatrician.  Professional  building.  Call  Mr.  Nagle, 
MA  3-6600. 


FOR  RENT:  SAYVILLE— OAKDALE.  NEW  PROFES- 
sional  office,  1,000  sq.  ft.;  ideal  comer  location,  Montauk 
Highway.  All  or  part.  LT  9-2645. 


TIME  AVAILABLE  IN  LUXURIOUS,  NEWLY- 
furnished  Fifth  Avenue  office.  Private  entrance.  Con- 
venient to  hospitals.  Hours  to  be  arranged.  Call  YU 
6-1116  from  9:30  to  5:30. 


SPRING  VALLEY— HOUSE  FOR  SALE.  EXCELLENT 
area  for  office.  Box  794,  % N.  Y.  St.  Jr.  Med. 


214  EAST  31ST  STREET;  COMPLETELY  FURNISHED 
office  for  rent,  midtown  Manhattan.  Exceptional  for 
GP  or  ENT.  RENT  $150.  per  month.  Call  Mon,  Wed, 
Fri,  4-7,  MU  6-0223. 


CANARSIE,  BROOKLYN;  OFFICE  TO  RENT  OR 
share.  Furniture  optional.  Reasonable.  HI  4-4100. 


OFFICE  TO  SHARE;  ROCKVILLE  CENTRE,  LONG 
Island.  Air-conditioned  medical  building.  Suitable  any 
specialty.  Call  516-764-6605. 


OFFICE  SUITES  AVAILABLE.  NEW  MEDICAL 
building,  Kinnelon,  N.  J.,  Morris  County.  Area  in  need 
of  doctors.  Henry  D.  Ricker,  Broker,  Butler,  N.  J.  TE 
8-0400. 
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STARTING  TOMORROW  MORNING 
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this  capsule  can  help 


one  of  your  overweight  patients  do  without  her  favorite  (fattening) 
foods  at  meals— and  during  all  the  hours  in  between. 


Dexamyl®  Spansule® 

Trademark  brand  of  sustained  release  capsules 

Each  No.  2 capsule  contains  15  mg.  of  Dexedrine®  (brand  of  dextro  amphetamine  sulfate)  and  V,z  gr.  of  amo- 
barbital,  derivative  of  barbituric  acid  (Warning,  may  be  habit  forming].  Each  No.  1 capsule  contains  10  mg.  of 
Dexedrine  (brand  of  dextro  amphetamine  sulfate)  and  1 gr.  of  amobarbital  [Warning,  may  be  habit  forming). 


The  active  ingredients  of  the  'Spansule'  capsule  are  so 
prepared  that  a therapeutic  dose  is  released  promptly 
and  the  remaining  medication,  released  gradually  and 
without  interruption,  sustains  the  effect  for  10  to  12 
hours. 

INDICATIONS:  (1)  For  control  of  appetite  in  over- 
weight; (2)  for  mood  elevation  in  depressive  states. 

USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 


motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetics  or  barbiturates  and  in  coro- 
nary or  cardiovascular  disease  or  severe  hypertension. 
Excessive  use  of  the  amphetamines  by  unstable  indi- 
viduals may  result  in  a psychological  dependence;  in 
these  rare  instances  withdrawal  of  medication  is  recom- 
mended. It  is  generally  recognized  that  in  pregnant 
patients  all  medications  should  be  used  cautiously, 
especially  in  the  first  trimester. 

SUPPLIED;  Bottles  of  SO  capsules. 


Smith  Kline  & French  Laboratories 


Prescribing  information  Jan.  J9o3 
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CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
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Editorial 


The  annual  meeting,  1963 


Beginning  May  13,  1963,  the  157th 
Annual  Meeting  of  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New 
York  took  place  at  the  Statler  Hilton  in  New 
York  City.  Attending  were  delegates  and 
alternate  delegates  who  met  for  three  days 
with  an  intervening  day  devoted  to  reference 
committee  meetings.  Sixty-five  resolutions 
were  acted  on,  resulting  in  several  important 
decisions. 

The  Society  by  unanimous  decision  of  the 
delegates  was  opposed  to  the  licensing  of 
chiropractic  as  passed  against  its  advice  by 
the  Legislature  of  this  State.  It  was  the 
consensus  that  this  piece  of  unwise  legisla- 
tion is  detrimental  to  the  health  of  the 
people. 


The  delegates  went  on  record  as  being  op- 
posed to  cigaret  smoking  as  detrimental  to 
health. 

In  regard  to  the  Columbia  University 
“ (Trussell)  report  on  health  insurance  the 
delegates  requested  that  the  Superintendent 
of  Insurance  appoint  a committee  to  advise 
him,  to  include  this  time  practicing  physi- 
cians to  review  the  entire  subject. 

Continuing  study  by  a liaison  committee 
with  osteopathic  physicians  of  this  State  was 
approved. 

The  delegates  approved  continuing  over- 
tures to  the  American  Medical  Association 
to  recognize  the  two-year  rotating  internship 
as  the  basis  for  both  general  practice  and 
specialization. 
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It  was  voted  also  that  the  Medical  Society 
keep  an  open  mind  as  regard  labor  union 
plans  for  medical  care  of  their  mem- 
bers but  condemn  those  plans  which  would 
give  preferential  treatment  by  using  com- 
munity-supported resources. 

The  following  amendments  to  the  Con- 
stitution and  Bylaws  were  enacted: 

In  regard  to  the  terms  of  office  the  House 
voted  that  no  person  may  serve,  consecu- 
tively, more  than  five  terms  as  secretary, 
treasurer,  assistant  secretary,  or  assistant 
treasurer,  respectively.  The  House,  how- 
ever, turned  down  a request  that  a limitation 
be  put  on  the  terms  of  office  of  the  presi- 
dent, vice-president,  speaker,  vice-speaker, 
and  American  Medical  Association  delegates. 

Concerning  the  terms  of  office  of  coun- 
cillors, the  House  voted  that  no  person  shall 
serve,  consecutively,  more  than  two  terms  as 
councillor.  The  House  also  deleted  a pro- 
vision in  the  Constitution  and  Bylaws  that 
the  chairman  of  each  conunission  be  a mem- 
ber of  the  Council.  The  reasoning  behind 
both  of  these  recommendations  was  to  bring 
in  “fresh  blood”  to  the  State  Medical 
Society. 

Another  action  taken  by  the  House  in  re- 
regard to  the  amendments  to  the  Constitu- 
tion and  Bylaws  was  the  turning  down  of  the 
recommendation  that  the  name  of  the  Medi- 
cal Society  of  the  State  of  New  York  be 
changed  to  the  New  York  State  Medical 
Society.  Among  the  reasons  given  was  the 
fact  that  State  legislation  would  have  to  be 
introduced  to  make  the  change  valid.  An- 
other proposition  rejected  was  that  no  per- 


son reaching  the  age  of  sixty-nine  shall  be 
eligible  for  election  to  any  of  certain  positions 
in  the  State  Society.  The  House  also  ap- 
proved the  recommendation  made  by  the 
Special  Committee  on  Constitution  and 
Bylaws  that  an  ad  hoc  committee,  including 
a representative  of  legal  counsel,  be  ap- 
pointed to  review  the  Constitution  and  By- 
laws of  the  Medical  Society  of  the  State  of 
New  York. 

For  the  most  part  the  scientific  sessions 
were  well  attended.  Combined  programs 
of  various  disciplines  evoked  considerable 
interest  and  will  be  further  developed. 

The  scientific  exhibits  at  each  annual 
meeting  are  a real  extra  dividend  for  anyone 
with  the  persistence  to  seek  them  out.  They 
seem  to  be  relegated  to  the  background  but 
they  do  not  “blush  imseen”  for  the  truly 
sophisticated. 

This  yeeir  the  first  prize  for  scientific  re- 
search went  to  Albert  N.  Brest,  M.D.,  and 
John  H.  Moyer,  M.D.,  of  Hahnemann 
Medical  College  and  Hospital,  Philadelphia, 
Permsylvania,  for  a demonstration  of  the 
“Current  Diuretic  Armamentarium.”  In 
clinical  research  the  first  prize  went  to 
Rudolph  E.  Fremont,  M.D.,  of  the  Veterans 
Administration  Hospital,  Brooklyn,  for  a 
graphic  display  of  “Modern  Diagnostic  and 
Therapeutic  Approaches  to  Angina  Pec- 
toris.’” 

This  issue.  Part  II  of  September  1,  1963, 
is  the  current  Baedeker  to  your  Medical 
Society’s  House  of  Delegates:  here  is  re- 
flected your  image^ — ^as  fine  an  image  as  you 
choose  to  make  it. 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

House  of  Delegates 


Minutes  of  the 
Annual  Meeting 

May  13  through  16,  1963 


The  157th  Annual  Meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  convened  at  the  Hotel  Statler  Hilton,  7th 
Avenue  and  33rd  Street,  New  York  City,  on  Monday,  May  13,  1963,  at 
10:00  A.M.,  Frederick  A.  Wurzbach,  Jr.,  M.D.,  Speaker;  E.  Dean 
Babbage,  M.D.,  Vice-Speaker;  Waring  Willis,  M.D.,  Secretary;  Ezra 
A.  Wolff,  M.D.,  Assistant  Secretary. 
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Speaker  Wurzbach:  The  invocation  will  be 

given  by  Reverend  Charles  E.  Shulman,  Rabbi 
of  the  Riverdale  Temple,  Bronx,  New  York. 

Section  1 

Invocation  and  National  Anthem 

Rabbi  Charles  E.  Shulman:  God  of  our 

Fathers,  we  are  grateful  for  much  in  our  life, 
for  health  and  strength,  and  the  capacity  to  do 
work  in  a day.  We  are  grateful  for  the  bless- 
ings of  liberty  bequeathed  by  those  who  fought 
for  it  and  established  the  free  institutions  under 
which  we  labor  and  carry  on  our  duties  and 
tasks,  bringing  our  famihes  through  honest 
industrious  labor  from  day  to  day. 

We  are  grateful  also  for  the  persistent  charac- 
ter of  the  human  mind  which  seeks  to  probe  the 
secrets  and  recesses  and  mysteries  of  nature, 
particularly  to  those  who  seek  to  save  life,  to 
prolong  it,  and  to  give  it  a chance  to  flow  on  its 
even  course  toward  a useful  end. 

Here  in  this  assembly  of  people  dedicated  to 
the  preservation  of  those  qualities  of  mind,  and 
heart,  and  body  that  will  make  living  worth 
while,  we  express  a special  gratitude  for  the 
dedication  which  involves  the  labors  of  those 
here  gathered.  We  are  mindful  of  the  fact 
that  they  have  through  their  persistence  en- 
abled people  to  find  a modicum  of  peace  and 
happiness  in  their  day. 

We  are  also  aware  of  the  painful  efforts  that 
have  gone  into  the  research,  the  development, 
and  the  dedication  of  greater  life.  We  pray  that 
those  gathered  here  will  be  continually  imbued 
with  the  sense  of  dedication  to  their  own  Oath 
of  Hippocrates  and  to  the  standards  which 
have  distinguished  them  among  their  fellow 
men  ethically  and  scientifically. 

We  pray  that  they  be  given  the  fruits  of  their 
deliberations  so  that  they  may  find  increasing 


usefulness  and  increasing  satisfaction  from  day 
to  day,  and  may  the  atmosphere  in  which  they 
labor  be  one  of  constant  inspiration  to  them  so 
that  with  the  blessings  of  the  freedom  we  all 
enjoy  we  may  aU  go  forward  in  our  every 
professions  to  a greater  world  of  peace,  and 
goodness,  and  happiness,  in  time  to  come. 
Amen! 

Speaker  Wurzbach:  Thank  you,  sir. 

Please  remain  standing  for  our  National 
Anthem. 

. . . National  Anthem  . . . 

Speaker  Wurzbach:  Dr.  Lester,  will  you 

give  a report  from  the  Reference  Committee  on 
Credentials. 

Section  2 

Report  of  the  Reference  Committee  on 
Credentials 

Garra  L.  Lester,  M.D.,  Chautauqua:  Mr. 
Speaker,  there  are  176  registered  delegates 
present. 

Speaker  Wurzbach:  Mr.  Secretary,  is 

there  a quorum  present? 

Secretary  Willis:  Mr.  Speaker,  I attest 

to  the  fact  that  a quorum  is  present. 

Speaker  Wurzbach:  Therefore,  as  Speaker, 

I declare  the  157th  Session  of  the  House  of 
Delegates  open  for  the  transaction  of  business. 

Section  3 

Memorial  Tribute 

Speaker  Wurzbach:  WiU  you  please  rise 

while  I read  the  list  of  the  names  of  our  de- 
ceased members  of  this  House:  William  C. 

White,  of  New  York  County,  county  delegate 
1947  and  1948,  district  delegate  1950-1952; 
Kenneth  M.  Lewis,  of  New  York  County, 
county  delegate  1949-1954  and  1957;  John  J. 
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H.  Keating,  of  New  York  County,  county 
delegate  1949,  1950,  1954,  1956,  and  1957, 
councillor  1951  and  1952;  Fenwick  Beekman,  of 
New  York  County,  county  delegate  1943-1946, 
assistant  treasurer  1947-1950,  trustee  1951  and 
1952;  Stanley  B.  Folts,  of  Seneca  County, 
county  delegate  1947-1962;  Abraham  D.  Segal, 
of  Kings  County,  county  delegate  1950,  1952- 
1962;  John  J.  Masterson,  of  Kings  County, 
member  of  the  House  of  Delegates  1935-1962  as 
county  delegate,  councillor,  trustee,  president- 
elect, president,  and  ex-president. 

May  we  have  a moment  of  silence  in  memory 
of  these,  our  departed  confreres? 

. . . The  delegates  arose  and  stood  for  one 
minute  in  silence  in  memory  of  their  departed 
confreres  . . . 

Section  4 

Approval  of  Minutes  of  1962  Meeting 

Speaker  Wurzbach:  Gentlemen,  the  fii-st 

order  of  business  is  the  approval  of  the  minutes 
of  the  May,  1962,  session.  These  appeared  in 
Part  II  of  the  September  1,  1962,  issue  of  the 
New  York  State  Journal  of  Medicine. 

Are  there  any  corrections  or  any  objections 
to  these  minutes  as  thus  printed? 

Thomas  F.  McCarthy,  M.D.,  Bronx:  I 

move  that  the  minutes  be  adopted  as  printed. 

Solomon  Schussheim,  M.D.,  Kings:  I sec- 
ond the  motion. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  5 

Reference  Committees 

Speaker  Wurzbach:  Gentlemen,  the  ap- 

pointments to  the  reference  committees  were 
published  in  the  April  1 issue  of  the  Journal 
and  are  in  your  yellow  handbook. 

. . . The  list  of  reference  committees  referred 
to  is  as  follows: 

Credentials 

Garra  L.  Lester,  Chautauqua,  Chairman 
Sol  Axelrad,  Queens 
Herbert  G.  Cohen,  Bronx 
James  Alva  Dingman,  Rockland 
John  F.  Rogers,  Dutchess 

Reports  of  Officers  A 

President 

President-Elect 

Secretary 

Executive  Vice-President 
William  R.  Carson,  St.  Lawrence,  Chairman 
Jeff  J.  Coletti,  Nassau 
Arthur  H.  Diedrick,  Westchester 
Edward  Siegel,  Clinton 

Martin  Tully,  Steuben,  Seventh  District  Branch 

Reports  of  Officers  B 

Treasurer 
Board  op  Trustees 
War  Memorial 
Budget 
Building 

August  H.  Groeschel,  New  York,  Chairman 
Hobart  L.  Boyd,  Monroe 


Reid  R.  Heffner,  Westchester 
James  A.  Moore,  Albany 
Solomon  Schussheim,  Kings 

Commission  on  Medical  Services  A 

Economics 

Liaison  with  U.S.  Veterans  Administration 
Public  Medical  Care 
Medical  Care  Insurance 
Medicare  (Armed  Services  Dependents) 

Albert  H.  Douglas,  Queens,  Chairman 
Alfred  L.  George,  Genesee 
Keith  O.  Guthrie,  New  York 
Leslie  H.  Tisdall,  Kings 

Norman  C.  Lyster,  Chenango,  Sixth  District  Branch 
Commission  on  Medical  Services  B 
Workmen’s  Compensation 
Industrial  Health 

Hospital  and  Professional  Relations 
Questions  of  Ethics 
Rural  Medical  Service 
Joseph  P.  Alvich,  Bronx,  Chairman 
C.  Joseph  Delaney,  New  York 
David  Kershner,  Kings 
Fritz  Landsberg,  Schuyler 
Edwin  G.  Mulbury,  Greene 

Scientific  Activities  and  Publications  A 

Public  Health  and  Education 

Accident  Prevention 

Addiction  to  Alcohol  and  Narcotics 

Aging  and  Nursing  Homes 

Cancer 

Chronic  Pulmonary  Diseases 

Continuing  (Postgraduate)  Educ.ation 

Diabetes 

Film  Review 

General  Practice 

Glaucoma  and  Other  Diseases  of  the  Eye 
Hard  of  Hearing  and  the  Deaf 
Health  Aspects  of  Ionizing  Radiation 
Heart  Disease 

Maternal  and  Child  Welfare 
Mental  Hygiene 
Operating  Room  Mortality 
Physical  Medicine  and  Rehabilit.ation 
Youth  Health  and  Fitness 
Abraham  W.  Freireich,  Nassau,  Chairman 
Thomas  S.  Bumbalo,  Erie 
Willard  James  Chapin,  Wyoming 
Murray  Dworetzky,  New  York,  Section  on  Allergj’ 
Kent  Wood  Jarvis,  Oswego 

Scientific  Activities  and  Publications  B 

What  Goes  On 
District  Branches 
Convention 
Publication 

James  H.  Ewing,  New  York,  Chairman 
Merle  D.  Evans,  Monroe 
Leonard  L.  Heimoff,  Bronx 

Robert  E.  L.  Nesbitt,  Onondaga,  Section  on  Obstet- 
rics and  Gynecologj’  Cmahle  to  attend) 

Kurt  Rosenberg,  Queens 

Commission  on  Public  and  Professional  Affairs 

Legislation 
Public  Relations 

Harold  T.  Golden,  Herkimer,  Chairman 
Michael  C.  Armao,  New  York 
George  Himler,  New  York 
Joseph  J.  Kaufman,  Wayne 
John  H.  Wadsworth,  Schoharie 

Legal  Matters 

Malpractice  Insurance  .and  Defense 
Legal  Counsel 
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Autopsy  and  the  Dead  Human  Body 
Judicial  Council 

Bar  Association,  Joint  Committee  with 
Milton  B.  Spiegel,  Kings,  Chairman 
Jerome  B.  Flynn,  Bronx 
Milton  Helpern,  New  York 
George  F.  Nevin,  Cortland 
Phillip  Parillo,  Schenectady 

Organization  and  Policies 

Planning 

Osteopathic  Society,  Ad  Hoc  Joint  Committee 

WITH 

Constitution  and  Bylaws 
American  Medical  Association 
New  York  State  Association  of  Professions 
Empire  State  Medical,  Scientific  and 
Educational  Foundation 
Advisers  to  Student  American  Medical 
Association  Chapters 
Thomas  Flanagan,  Chenango,  Chairman 
Matthew  Brody,  Kings 
William  A.  Cooper,  New  York 
Charles  C.  Mangi,  Queens 
W.  Walter  Street,  Onondaga 

Miscellaneous  Business 

Disaster  Medical  Care 
Columbia  University  Study,  Advisory  to 
Nursing  Education 
Medicine  and  Religion 
Carl  G.  Whitbeck,  Columbia,  Chairman 
Walter  S.  Bennett,  Washington 

Theodore  Rosenthal,  New  York,  Section  on  Preven- 
tive Medicine  and  Public  Health 
Maurice  G.  Sheldon,  Cattaraugus 
Wallace  M.  Sheridan,  Westchester 

Sergeant-at-Arms 

John  D.  Van  Zandt,  Orange,  Chairman 

Carl  Goldmark,  Jr.,  New  York 

Frederic  D.  Regan,  Richmond 

Charles  W.  Shlimbaum,  Suffolk 

Walter  T.  Zimdahl,  Erie,  Section  on  Medicine 

Speaker  Wurzbach:  Miss  Lewis,  in  the 

Dartmouth  Room,  will  edit  resolutions  and 
reports  and  will  act  as  the  clearinghouse  for 
returning  reports  from  committees  and  for  the 
signing  of  reports  by  committee  members. 

If  anyone  here  has  any  resolution  that  has 
not  yet  been  processed,  please  present  it  im- 
mediately, so  we  may  be  able  to  distribute  it 
before  the  closing  of  this  session. 

Section  6 

Reference  of  Reports  and  Supplementary 
Reports 

Secretary  Willis:  Mr.  Speaker,  I move 

that  reports  and  supplementary  reports  of 
officers.  Council,  trustees,  legal  counsel,  special 
I committees,  and  district  branches  that  have 
been  published  and  distributed  to  the  members 
' of  the  House  be  referred  to  the  appropriate 
reference  committees  without  reading. 

Assistant  Secretary  Wolff:  I second  that 
motion. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously 
carried. . . 

Speaker  Wurzbach:  These  reports  have 

been  referred  to  the  respective  reference  com- 
I mittees. 

I 
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Annual  and  Supplementary  Reports 

Section  7 {see  149,  151)  Report  63-A 

Supplementary  Report  of  the  Subcommittee  on 
Accident  Prevention 

To  the  House  of  Delegates,  Gentlemen: 

A meeting  of  the  Subcommittee  on  Accident 
Prevention  was  held  on  February  20,  1963,  at 
5 P.M.,  at  the  office  of  the  chairman,  411  East 
69th  Street,  New  York  City. 

Proposed  Examination  of  Drivers  for  Visual 
Acuity.  It  was  reported  that  State  Senator 
Edward  Speno  had  introduced  legislation  call- 
ing for  examination  of  drivel's  of  motor  vehicles 
for  visual  acuity  every  nine  years.  It  was  felt 
that  an  examination  at  such  a long  interval 
would  be  most  inadequate,  since  even  blindness 
could  develop  in  this  period,  especially  among 
older  persons,  without  their  realizing  their 
vision  was  deteriorating.  For  the  same  reason 
it  seemed  that  a question  on  the  hcense  applica- 
tion would  be  equally  ineffective.  It  was 
suggested  that  provision  might  be  made  for 
visual  examinations  every  thi'ee  years  after 
the  age  when  presbyopia  develops.  However, 
it  was  stressed  that  any  examination,  to  be 
effective,  should  include  visual  fields  as  well 
as  visual  acuity. 

Dr.  Greenough  spoke  of  the  plan  proposed 
by  the  Department  of  Motor  Vehicles  to  con- 
duct a research  study,  with  the  help  of  the 
State  Health  Department  and  the  ophthalmolo- 
gists, of  about  5,000  driver  apphcants  in  an 
attempt  to  determine  what,  if  any,  relation 
exists  between  the  quality  of  vision  and  vehicu- 
lar accidents.  The  opinion  was  voiced  that  with 
the  exception  of  the  driver  who  has  had  one  or 
more  convulsive  seizures,  there  is  little  probabil- 
ity of  a physician’s  being  able  to  predict 
whether  or  not  a person  will  suffer  a physical 
ci'isis  which  could  lead  to  an  accident.  The 
drunken  driver  would  appear  to  cause  more 
injuries  and  death  than  drivers  with  physical 
disabilities. 

Dr.  Brandaleone  cited  the  experience  of 
Pennsylvania  in  attempting  periodic  examina- 
tions of  aU  drivers  and  pointed  out  that  although 
the  inevitable  inadequacy  of  these  examina- 
tions was  recognized  by  all  conceraed,  they 
had  served  a useful  purpose  in  several  respects. 
One  of  the  most  important  of  these  was  in 
uncovering  deterioration  of  vision  which  had 
not  been  recognized  by  the  driver  and  in  en- 
couraging other  drivers  to  improve  visual  cor- 
rections before  a scheduled  examination.  For 
this  reason  Dr.  Brandaleone  felt  that  the 
legislation  proposed  by  Senator  Speno  was  a 
step  in  the  right  direction  and  could  not  fail  to 
result  in  some  good,  even  though  the  time 
intervals  and  type  of  examination  might  be 
inadequate.  On  this  basis  the  subcommittee 
decided  to  approve  the  pending  bill,  even  though 
this  meant  a reversal  in  the  position  of  the 
medical  profession  in  New  York  State  as 
expressed  in  previous  meetings. 

“Good  Samaritan”  Bill  (S.  Intro.  No.  1477). 
The  chairman  reminded  the  subcommittee  that 
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the  bill  passed  at  the  last  session  of  the  Legisla- 
ture had  been  vetoed  by  Governor  Rockefeller 
but  that  similar  legislation  had  been  introduced 
this  year.  This  would  provide  that  a licensed 
physician  who  renders  gi'atuitous  aid  or  emer- 
gency treatment  at  the  scene,  outside  a hospital, 
doctor’s  office,  or  other  place  with  proper  medi- 
cal equipment,  shall  not  be  liable  for  damages  or 
injuries  alleged  to  have  been  sustained  in  the 
rendering  of  such  aid  unless  such  injuries  were 
caused  by  willful  neglect  or  gross  negligence. 

It  was  pointed  out  that  without  such  legal 
protection  physicians  will  for  the  most  part 
avoid  rendering  this  type  of  aid.  The  sub- 
committee recommended  that  the  Medical 
Society  of  the  State  of  New  York  take  a strong 
stand  in  favor  of  such  legislation,  stressing  to 
the  Governor  that  such  legislation  would 
definitely  increase  the  quahty  of  medical  care 
for  the  accident  victim.  The  subcommittee 
also  m'ged  that  this  matter  be  pubUcized  in  the 
New  York  State  Journal  of  Medicine. 

Similar  legislation  in  other  states  has  not 
been  in  effect  long  enough  to  determine  what 
the  experience  has  been  with  regard  to  the 
amehoration  of  emergency  medical  care. 

Seat  Belts.  The  chairman  asked  for  sugges- 
tions as  to  further  action  that  might  be  taken 
as  a foUow-up  to  the  letter  sent  to  aU  county 
medical  societies  in  April,  1962,  urging  that  aU 
members  install  belts  and  impress  on  their 
patients  the  importance  of  this  safety  factor. 

It  was  suggested  that  a slogan  of  some  sort 
might  be  printed  on  the  cover  of  the  New 
York  State  Journal  of  Medicine.  It  was 
also  decided  to  communicate  with  the  county 
societies  in  an  attempt  to  determine  the  results 
achieved  at  this  level. 

Driver  Education.  It  was  reported  that  only 
six  out  of  86  high  schools  in  the  metropohtan 
area  conduct  driving  comses.  The  program  is 
much  better  upstate,  and  records  prove  the 
value  of  such  instruction  in  terms  of  safe  driv- 
ing. The  subcommittee  recommended  that 
the  Medical  Society  go  on  record  with  the 
proper  authorities  (Board  of  Education)  m'ging 
them  to  expand  driving  instiniction  in  the  high 
schools  of  the  metropohtan  area. 

It  was  agreed  to  transmit  this  action  to  the 
American  Automobile  Association. 

The  State  Department  of  Education  will  be 
asked  for  data  on  courses  in  upstate  schools. 

Drinking  Age  Limit.  There  was  brief  dis- 
cussion of  the  problem  posed  by  the  difference 
in  the  legal  age  limit  for  drinking  as  among 
New  York,  New  Jersey,  and  Connecticut. 
This  seemed  to  the  subcommittee  to  be  over- 
emphasized as  a contributory  factor  in  automo- 
bile accidents.  It  was  pointed  out  that  any- 
thing which  encourages  drinking  before  driving 
is  bad  and  that  much  of  the  responsibility  can 
be  laid  to  family  upbringing.  No  action  was 
taken. 

The  chau'man  said  he  had  aiTanged  for 
Senator  Speno  to  send  him  all  bills  introduced 
in  the  Legislature  having  to  do  with  motor 
vehicles  and  traffic  safety.  These  in  turn  will 


be  foiwarded  to  the  subcommittee  for  their 
comments. 

Respectfully  submitted, 

James  R.  McCarroll,  M.D.,  Chairman 

Section  8 (see  149,  167)  Report  63-B 

Supplementary  Report  of  the  Subcommittee  on 
Physical  Medicine  and  Rehabilitation 

To  the  House  of  Delegates,  Gentlemen: 

A meeting  of  the  Subcommittee  on  Physical 
Medicine  and  Rehabilitation  was  held  on  Fri- 
day, February  1,  1963,  at  2 p.m.  at  the  oflSce  of 
the  Medical  Society  of  the  State  of  New  York. 

Auxiliary  Rehabilitation  Facilities.  The  sub- 
committee considered  and  favored  the  estabhsh- 
ment  and  maintenance  of  medical  rehabilitation 
services  by  hospitals  located  in  areas  of  the 
State  which  are  remote  from  and  ai'e  not  con- 
veniently served  by  primary  and  secondary 
centers.  Outpatient  treatment,  as  well  as 
inpatient  care  and  beds,  must  be  available  in 
these  units,  which  should  be  under  the  full- 
time du'ection  and  supervision  of  a physician. 
The  director  of  rehabilitation  should  have  a 
good  knowledge  of  medicine  as  weU  as  rehabih- 
tation  and  have  trained  professional  persormel 
and  money  to  back  him  up.  He  would  not 
necessarily  be  a physiatiTst,  but  it  is  desirable 
that  he  be  a recognized  speciaMst  and  be  listed 
in  the  State  Health  Department  file  of  consult- 
ants or  one  of  the  related  specialty  lists.  In 
addition,  he  would  be  requu’ed  to  have  at  least 
a thi’ee-month  program  of  training  in  rehabili- 
tation medicine,  preferably  pm'sued  on  a rota- 
tion basis  in  two  or  three  medical  college  as- 
sociated rehabUitation  centers. 

Hospital  additions  have  been  constructed, 
using  HiU-Bm-ton  funds,  to  provide  beds  for 
extended  care  and  treatment  for  patients  in 
need  of  rehabUitation.  However,  these  beds 
are  not  being  fuUy  or  properly  used  for  the 
pmqjose  for  which  they  were  planned  because  of 
the  unavailability  of  sufficient  funds  to  secure 
the  medical  staff  necessai’y  to  initiate  and  cairy 
on  rehabUitative  services. 

It  was  concluded  that  hospitals  away  from 
primary  and  secondary  rehabihtation  centers 
need  and  should  be  given  development  giants 
by  the  State  to  be  used  towaid  the  support  of 
the  medical  pemonnel  necessary  to  provide  in- 
patient and  outpatient  rehabilitation.  It  is 
proposed  that  the  sum  of  $15,000  be  gi'anted 
initially  for  one  year,  subject  to  annual  renewal 
after  reapplication  and  appropriate  review,  for 
a total  grant  period  not  to  exceed  thi’ee  years, 
at  which  time  the  hospital  rehabUitation  program 
should  no  longer  need  subsidy.  According  to 
local  area  needs  this  money  would  go  for  the 
training  and  salaries  of  personnel,  including  the 
social  workers,  therapists,  and  the  physician  in 
charge  of  the  unit. 

Directory  of  Rehabilitation  Facilities  and 
Services.  Although  there  appears  to  be  con- 
siderable State-wide  interest  and  need  for  a 
directory  of  rehabilitation  facilities  and  services, 
the  Medical  Society  of  the  State  of  New  York  is 
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not  prepared  to  undertake  such  a project  on  its 
own  at  the  present  time. 

It  was  suggested  that  the  chairman  of  the 
subcommittee  aiTange  a meeting  with  represent- 
atives of  the  Association  of  Rehabihtation 
FacUities  of  Upstate  New  York  and  Dr.  Schles- 
inger  to  consider  the  establishment  of  a direc- 
tory and  how  it  could  best  be  accomphshed. 

Respectfully  submitted, 

George  M.  Raus,  M.D.,  Chairman 

Section  9 (see  191)  Report  63-C 

i Annual  Report  of  the  Special  Committee  on 
I ; Prize  Essays 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Special  Committee  on 
Prize  Essays  are  as  follows: 

Alfred  A.  Angiist,  M.D.,  Chairman.  . .Queens 


Benj'amin  G.  Dinin,  M.D Westchester 

David  Kimball  Miller,  M.D Erie 


This  year  no  essays  were  submitted  for  the 
Lucien  Howe  Prize,  and  only  one  essay  was  sub- 
mitted for  consideration  for  the  Merit  H.  Cash 

( Prize. 

i The  committee  has  reviewed  this  essay  with 
care,  and  it  is  the  consensus  of  the  committee 
that  this  essay  does  not  merit  publication  in  the 
I Journal  and  does  not  merit  the  recognition  of  a 
I prize. 

It  is  the  considered  opinion  of  the  committee 
that,  therefore,  no  prize  should  be  awarded  this 
year. 

I wish  to  thank  the  members  of  my  committee 
' for  their  effort. 

t 

' Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 

■ ' Section  10  (see  124)  Report  63-D 

' I Annual  Report  on  Belated  Bills 

j To  the  House  of  Delegates,  Gentlemen: 

\ 

] It  is  requested  that  the  House  approve  the 
following  belated  bill:  travel  voucher  from 

Ezra  A.  Wolff,  M.D.,  Forest  Hills,  assistant 
j secretary,  for  expense  of  attending  the  May, 

' 1962,  meeting  of  the  House  of  Delegates,  total- 

' ing  $118.40.  The  voucher  was  received  by  the 
State  Society  on  April  18,  1963. 

j Respectfully  submitted, 

I Maurice  J.  Dattelbaum,  M.D.,  Treasurer 

Section  11  (see  225)  Report  63-E 

Supplementary  Report  of  the  Committee  on 
Workmen’s  Compensation 

1 To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Workmen’s  Compensation 
is  pleased  to  announce  that  since  the  submission 
of  its  earlier  report,  certain  events  have  taken 
place  which  are  deemed  of  sufficient  significance 
to  be  brought  to  the  attention  of  the  members  at 
this  time. 

1 Two  legislative  proposals  introduced  with 
approval  of  the  Council  on  the  recommendation 


of  the  Council  Committee  on  Workmen’s 
Compensation  have  been  passed  by  both  houses 
of  the  Legislature  and  approved  by  the  Gover- 
nor. These  amendments  will  raise  from  $10  to 
$25  the  fee  for  radiologic  examinations  for 
which  no  prior  authorization  is  required  in 
nonemergency  cases  and  provide  for  the  sub- 
mission of  medical  reports  to  claimants’  at- 
torneys only  subsequent  to  request  and  for 
thirty  days  preceding  such  request.  Therefore, 
it  no  longer  will  be  necessary  to  submit  earlier 
reports  of  cases  imder  long-term  therapy  where 
an  attorney  enters  the  case  months  or  years 
after  its  inception. 

On  the  constant  prodding  of  our  representa- 
tives on  the  Workmen’s  Compensation  Board’s 
Advisory  Committee  for  the  Medical  Fee 
Schedule  and  Allied  Problems,  the  matter  of 
fees  for  appearances  at  hearings  before  the 
Workmen’s  Compensation  Board  has  been 
under  review,  and  I am  pleased  to  announce 
that  by  Board  resolution,  effective  May  1, 
1963,  fees  for  appearance  as  witness  have  been 
raised  to  $20  for  general  practitioners  with  the 
“X”  classification  and  to  $35  for  accredited 
specialists  with  the  “S”  classification,  when 
their  appearance  is  required  before  a referee 
in  any  case  in  which  they  are  the  attending 
physician.  Under  special  circumstances  and 
depending  on  the  time  spent  in  testifying  and 
traveling  to  the  hearing  from  the  doctor’s  office, 
the  referee  may  fix  the  fee  to  the  physician  at 
levels  higher  than  those  indicated  above. 

Respectfully  submitted, 

Carl  F.  Freese,  M.D.,  Chairman 

Section  12  (see  195)  Report  63-F 

Annual  Report  of  the  Committee  on  Legislation 

To  the  House  of  Delegates,  Gentlemen: 

Dm  ing  the  year  a Commission  on  Public  and 
Professional  Affairs  was  established  by  the 
Council  in  keeping  with  prior  recommendations. 
This  commission  is  at  present  composed  of  the 
Public  Relations  Committee  and  the  Committee 
on  Legislation. 

The  makeup  of  the  Committee  on  Legislation 
was  changed  somewhat  this  year  by  the  presi- 
dent. A smaller  committee,  consisting  of 
geographic  representatives  from  the  State, 
was  appointed.  This  committee  consists  of  the 
following  members: 

James  M.  Blake,  M.D.,  Chairman 

Schenectady 

George  J.  Lawrence,  Jr.,  M.D.,  Vice-Chairman 


Queens 

John  C.  Brady,  M.D Erie 

John  H.  Carter,  M.D Albany 

Ralph  E.  Isabella,  M.D Schenectady 

Henry  W.  Kaessler,  M.D Westchester 

John  A.  Kalb,  M.D Broome 

Charles  R.  Mathews,  M.D Monroe 

William  J.  Ryan,  M.D Onondaga 


The  committee  held  its  fall  meeting  in  Albany 
on  September  13,  1962,  at  which  time  the  items 


I 
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refeiTed  to  it  from  the  House  of  Delegates,  the 
Council,  and  other  sources  were  reviewed. 
It  was  decided  to  try  to  establish  closer  contact 
with  county  society  legislation  chairmen  and 
Society  members  at  the  local  level  by  having 
each  member  of  the  State  committee  assume 
detail  responsibility  in  his  respective  district 
ai'ea  and  to  maintain  contact  and  provide  infor- 
mation and  assistance  to  the  local  county  society 
legislation  chairmen,  thus  forming,  in  essence, 
subcommittees  throughout  the  various  areas  of 
the  State.  It  was  hoped  that  in  this  way  there 
could  also  be  estabhshed  better  contact  with  the 
members  of  the  State  Legislature  and  Congress. 

It  is  again  to  be  emphasized  that  effective 
contact  with  the  Legislature  must  be  made  by 
the  constituent  in  each  respective  district. 
While  a representative  member  of  the  Medical 
Society  can  provide  information  to  a specific 
legislator,  he  really  cannot  have  much  influence 
on  the  legislator  unless  he  happens  to  live  in 
the  same  district.  Truly,  hometown  contact 
by  those  who  cast  votes  for  the  individual 
legislator  is  what  has  effect. 

The  many  items  of  legislation  pertaining  to 
medical  practice  have  been  reported  to  the 
members  through  the  “Medical  Legislation 
Letter.”  This  year  the  legislation  letter  has 
attempted  to  cover  briefly  the  many  items  of 
legislation  considered  by  the  Legislature,  as 
well  as  those  items  supported  by  the  House  of 
Delegates.  It  was  impossible  to  cover  in  detail 
aU  the  many  legislative  items,  but  by  making 
reference  it  was  thought  this  would  give  suffi- 
cient information  so  that  an  individual  who 
might  be  interested  in  a specific  item  could  then 
request  more  detailed  data. 

The  Governor  has  delayed  action  on  some 
items  of  legislation  of  interest  to  us,  but  a final 
listing  of  action  will  be  presented  subsequently. 

The  following  is  the  action  on  those  items 
presented  by  last  year’s  House  of  Delegates. 

Medical  School  Scholarships.  A.  Intro.  1541 
— Introduced  by  Mr.  Dudo  (Lewis  County) 
and  referred  to  the  Committee  on  Local  Fi- 
nances: AN  ACT  to  amend  the  education  law, 

in  relation  to  authorizing  the  counties  of  the 
State  outside  the  City  of  New  York  to  award 
scholarships  for  professional  education  in  medi- 
cine conditioned  upon  the  promise  of  scholarship 
holders  to  practice  medicine  in  such  counties 
for  limited  periods  of  time  following  their 
licensing  as  physicians. 

This  bill  passed  both  houses  of  the  Legislature 
but  has  not  as  yet  been  acted  on  by  the  Gover- 
nor. 

Tax  Deduction  for  Cost  of  Medical  Tuition. 
S.  Intro.  1022 — Introduced  by  Mr.  Condon 
(Yonkers)  and  committed  to  the  Committee 
on  Taxation:  AN  ACT  to  amend  the  tax  law, 

in  relation  to  deduction  of  the  cost  of  tuition, 
textbooks,  and  laboratory  fees  incmred  in  con- 
nection with  attendance  at  a medical  college. 

This  bill  was  not  reported  out  of  committee. 
We  were  advised,  in  view  of  the  difficulty  with 
the  tax  program  in  general,  that  this  bill  could 
not  be  considered. 

Professional  Practitioners  to  Form  Associations 


or  Corporations  for  Tax  Purposes.  S.  Intro. 
2000 — Introduced  by  Mr.  Brydges  (Wilson) 
and  committed  to  the  Committee  on  Corpora- 
tions: AN  ACT  to  amend  the  general  associa- 

tions law  and  the  tax  law,  in  relation  to  author- 
izing members  of  any  profession  to  organize  an 
association  to  engage  in  the  practice  of  their 
profession  in  corporate  form,  providing  for  the 
regulation  and  taxation  of  such  association  and 
prescribing  the  powers  and  duties  of  its  mem- 
bers and  employes. 

This  bin  was  again  introduced  as  permissive 
legislation,  but  some  of  the  other  professions 
are  not  in  favor  of  such  as  presented.  In  co- 
operation with  the  New  York  State  Association 
of  the  Professions,  Inc.,  of  which  the  Medical 
Society  is  a member,  no  further  effort  was  made 
to  press  for  this  legislation  this  year.  It  is 
again  hoped  that  NYSAP  can  agree  on  the 
details  of  this  legislation. 

Exemption  from  Taxation  of  Real  Property 
Owned  by  Medical  Societies.  S.  Intro.  1130 — 
Introduced  by  Mr.  Thaler  (Forest  Hills) 
and  committed  to  the  Committee  on  Taxation: 
AN  ACT  to  amend  the  real  property  tax  law, 
in  relation  to  exemption  from  taxation  of  real 
property  owned  by  medical  societies. 

This  bill  was  approved  by  the  Assembly  but 
could  not  be  moved  out  of  the  Senate  Committee 
on  Taxation.  This  bill  presumably  was  put 
over  this  year  along  with  other  tax  exemption 
hills. 

Oral  Prescription  for  Class  B Narcotics.  A. 
Intro.  4648 — Introduced  by  Mr.  Egan  (Schenec- 
tady County)  and  referred  to  the  Committee 
on  Public  Health:  AN  ACT  to  amend  the 

public  health  law,  in  relation  to  authorization  of 
oi’al  prescriptions  of  narcotic  drugs  by  medical 
practitioners. 

This  measure  would  permit  such  prescriptions 
to  be  ordered  over  the  telephone  provided  a 
written  prescription  was  furnished  the  pharma- 
cist within  seventy-two  horns  after  the  pre- 
scription was  compounded. 

This  bin  was  passed  by  both  the  Assembly  and 
Senate  but  was  vetoed  by  the  Governor,  who 
stated  in  his  message  of  disapproval  that  he 
feared  the  effect  it  might  have  on  narcotic  ad- 
diction. 

The  need  for  legislation  of  this  type  to  assist 
the  patient  is  self-evident.  It  is  difficult  to 
see  how  such  would  aid  the  narcotic  addict. 

Clinical  Pathologic  Bioanalysts  Licensure. 
S.  Intro.  2743 — Introduced  by  Mr.  Bush  (De- 
lancey)  and  committed  to  the  Committee  on 
Pubhc  Health:  AN  ACT  to  amend  the  public 

health  law,  in  relation  to  licensing  and  regulat- 
ing the  practice  of  bioanalysis. 

This  bill,  a yearly  perennial,  was  defeated  by 
vote  in  the  Assembly. 

All  members  of  the  House  of  Delegates  are 
familiar  with  the  opposition  of  the  pathologists 
to  this  type  of  legislation.  The  State  Depart- 
ment of  Health  favors  licensing  of  these  lay 
laboratories  based  on  the  theory  that  super- 
vision is  necessau’y  to  control  the  quality  of  work 
being  done  by  them. 

The  House  of  Delegates  might  well  consider 
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I this  in  more  detail  for  it  will  certainly  be  pre- 
I sented  again  next  year. 

I Inclusion  of  Physicians  in  Lien  Law.  An 
I attempt  was  made  to  arrive  at  a mutual  agree- 

t ment  relative  to  this  legislation.  We  were 

(,  unable  to  obtain  the  support  of  the  insurance 
I industry.  Such  agreement  regarding  a physi- 
cian’s lien  will,  I believe,  have  to  depend  on 
) mutual  agrreement  and  understanding  on  the 
) ' local  level  throughout  the  State. 

Healing  Arts.  Senate  Resolution  14 — Intro- 
I duced  by  Mr.  Cornell  (Scarsdale). 

This  resolution,  caUing  for  the  creation  of  a 
>,  committee  for  the  study  of  the  laws  governing 
1 the  healing  arts,  was  again  introduced  but  was 
t not  seriously  considered  this  year  in  view  of  the 
I budgetary  implications.  However,  this  meas- 
I ure  remains  a most  important  item  for  consider- 
• I ation  next  year. 

I Autopsy  Consent  Law.  A.  Intro.  2887 — 
Introduced  by  Mr.  Huntington  (Suffolk  County) 

I and  referred  to  the  Committee  on  Public  Health: 
AN  ACT  to  amend  the  public  health  law,  in 
relation  to  autopsies. 

This  year  we  introduced  a bill  calling  for 
permission  of  equal  next-of-kin.  This  biU, 
r for  the  first  time  in  a number  of  years,  was  at 
t least  reported  out  of  committee.  Unfortu- 
« ; nately,  it  was  defeated  by  Assembly  vote, 

(apparently  due  to  strong  opposition  by  some 
; religious  groups. 

f'  Good  Samaritan  Law.  S.  Intro.  1477 — 

!'  Introduced  by  Mr.  Speno  (East  Meadow)  and 
committed  to  the  Committee  on  Education; 
reported  favorably  from  said  committee,  and 
it  committed  to  the  Committee  of  the  Whole: 
'I  AN  ACT  to  amend  the  education  law,  in  rela- 
tion to  exemption  from  liability  of  physicians 
and  surgeons  rendering  first  aid  or  emergency 
' treatment. 

This  measure  passed  the  Senate  but  did  not 
' receive  the  constitutional  minimum  necessary 
in  the  Assembly  due  to  absentees  at  the  time  of 
V the  vote.  Another  factor  which  had  influence 
I on  this  measure  was  the  opposition  last  year  by 
; Governor  Rockefeller. 

Workmen’s  Compensation  Law  Medical  Re- 
ports. A.  Intro.  2153 — Introduced  by  Mr. 

I Armbruster  (Westchester  County)  and  refened 
to  the  Committee  on  Labor  and  Industries: 
AN  ACT  to  amend  the  workmen’s  compensa- 
, tion  law,  in  relation  to  the  transmission  of  medi- 
' cal  reports  to  claimant’s  representative  or 
I attorney. 

This  bill  requested  by  our  Workmen’s  Com- 
I pensation  Committee,  which  prevents  lawyers 
from  requesting  copies  of  reports  on  patients 
whose  medical  care  was  not  current,  passed 
both  houses  of  the  Legislature  and  was  signed 
: by  the  Governor. 

Cost  of  X-ray  Examinations.  A.  Intro. 
2215- — Introduced  by  Mr.  Podell  (Brooklyn) 
and  referred  to  the  Committee  on  Labor  and 
Industries:  AN  ACT  to  amend  the  workmen’s 

compensation  law,  in  relation  to  x-ray  examina- 
tions. 

This  bill,  requested  by  the  Workmen’s  Com- 
■ pensation  Committee,  increasing  from  $10  to 


$25  the  minimum  fee  for  authorization  for 
x-ray,  was  passed  by  the  Legislature  and  has 
been  signed  by  the  Governor. 

Conduction  of  Medical  Audits.  S.  Intro. 
1879 — Introduced  by  Mr.  Metcalf  (Auburn)  and 
committed  to  the  Committee  on  Public  Health: 
AN  ACT  to  amend  the  public  health  law,  in 
relation  to  the  improvement  of  the  quality  of 
medical  care  within  the  State  through  the 
conduction  of  medical  audits. 

This  bill  calling  for  studies  by  the  Commis- 
sioner of  Health  to  aid  in  improving  the  over-all 
quality  of  medical  care  was  passed  by  the 
Legislature  and  has  been  signed  by  the  Gover- 
nor. 

Licensure  of  X-ray  Technicians.  A.  Intro. 
84 — Introduced  by  Mrs.  Lawrence  (New  York 
City)  at  the  request  of  the  New  York  State 
Department  of  Health  and  referred  to  the  Com- 
mittee on  Ways  and  Means:  AN  ACT  to 

amend  the  public  health  law,  in  relation  to  the 
practice  of  radiation  technology  and  the  crea- 
tion of  a radiation  technician  advisory  board. 

A similar  measure  has  been  introduced  during 
previous  sessions  of  the  Legislature  and  has 
been  supported  by  the  Medical  Society.  This 
year,  however,  in  view  of  the  fact  that  the  bill 
permitted  the  “use  of  x-ray  by  chiropractors 
without  licensure,”  it  was  felt  that  we  could  not 
support  such.  The  bill  passed  the  Legislature 
but  has  not  been  acted  on  by  the  Governor  to 
date. 

Hypnosis.  S.  Intro.  2405 — Introduced  by 
Mr.  Brydges  (Wilson)  and  referred  to  the  Com- 
mittee on  Education:  AN  ACT  to  amend  the 

education  law,  in  relation  to  restricting  the 
inducing  of  hypnosis  to  licensed  physicians, 
dentists,  and  certified  psychologists. 

This  biU  restricting  the  use  of  hypnosis  to 
physicians,  dentists,  and  psychologists,  which 
would  prohibit  exhibitions  of  hypnosis  and 
would  limit  its  teaching  to  certain  qualified 
institutions,  was  not  reported  out  of  committee. 
The  Medical  Society  did  not  take  any  action 
relative  to  it. 

Licensure  of  Chiropractic.  S.  Intro.  3140 — 
Introduced  by  Mr.  Peterson  (Odessa)  and  com- 
mitted to  the  Committee  on  Finance:  AN 

ACT  to  amend  the  education  law,  in  relation  to 
the  practice  of  chiropractic. 

The  details  of  the  battle  opposing  this  legis- 
lation have  been  presented  to  all  members  of 
the  Society  in  prior  communications.  As  you 
know,  this  bill  was  totally  the  responsibility  of 
the  Governor.  The  bill  was  prepared  by  the 
Department  of  Health  on  direction  of  the  Gover- 
nor. (There  is  attached  in  Appendix  1 a state- 
ment of  principle  approved  by  the  Committee  on 
Legislation  at  its  meeting  on  February  4, 
1963.)  The  representatives  of  the  Medical 
Society  put  forth  tremendous  effort  in  opposi- 
tion to  this  bill.  In  spite  of  the  outcome,  all 
of  us  should  say  thanks  to  all  those  who  worked 
so  hard  and  presented  such  clear-cut  facts  of 
opposition. 

It  is  difficult  to  understand  how  the  Governor 
of  our  State,  with  all  the  many  problems 
facing  our  State  and  with  the  opportunity  to 
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participate  in  the  major  problems  facing  our 
nation,  would  devote  so  much  of  his  time  and 
effort  to  sponsoring  this  cult. 

This  measm-e  passed  both  houses  of  the 
Legislature  and  has  been  signed  by  the  Gover- 
nor. 

We  have  made  an  attempt  from  year  to 
year  to  encom'age  the  members  of  county 
societies  to  become  acquainted  with  their 
legislators  and  to  discuss  the  various  items  of 
legislation  with  them  in  then'  home  towns. 
This  year,  through  the  efforts  of  the  members  of 
the  Committee  on  Legislation  acting  as  district 
representatives,  considerably  more  local  contact 
with  the  Legislative  was  made,  but  there  is 
still  too  httle  to  be  really  effective. 

To  quote  from  the  committee  report  of  last 
yeai’,  “The  members  of  your  State  Legislation 
Committee  and  the  members  of  the  respective 
legislation  committees  of  county  medical  socie- 
ties can  influence  to  a certain  extent  legislation 
affecting  medical  cai'e.  However,  the  end 
result  in  medical  legislation — both  good  and 
bad — in  reahty  depends  on  the  activities  of 
each  individual  physician  in  his  day-to-day 
practice,  as  well  as  his  wiUingness  to  spend  at 
least  a httle  time  becoming  acquainted  with 
proposed  legislation  affecting  medical  practice 
and  discussing  such  proposals  not  only  with  the 
legislator  representing  his  area,  but  also  with 
his  everyday  contacts,  thus  making  the  opinion 
of  medicine  known  from  a personal  and  local 
level.” 

It  is  important  that  we  seriously  consider  how 
intensive  an  effort  we  want  to  continue  to  make 
concerning  legislative  activities  and  whether  a 
sufficient  number  of  our  members  are  interested 
enough  to  devote  the  necessary  time  and  effort 
to  make  us  truly  effective  in  these  matters. 

The  question  is:  Do  we  want  to  participate 

or  be  purely  advisory? 

RespectfuUy  submitted, 

James  M.  Blake,  M.D.,  Chairman 

Appendix  1 

Statement  of  Principle,  Medical  Society  of  the  State  of 
New  York,  Regarding  Cultism  and  Medical  Quackery 

The  purposes  of  the  Medical  Society  of  the  State 
of  New  York  are  (1)  to  extend  medical  knowledge 
and  advance  the  science  and  art  of  medicine,  (2)  to 
promote  the  betterment  of  the  public  health,  and  (3) 
to  enlighten  and  direct  public  opinion  in  regard  to 
the  problems  of  medicine  and  health  for  the  best 
interests  of  the  iieople  of  our  State. 

In  carrying  out  these  purposes,  the  Medical  Society 
of  the  State  of  New  York  is  continuously  promoting 
programs  for  improvement  in  medical  care  to  the 
people  of  the  State.  These  programs  are  carried  out 
through  the  activities  of  our  scientific  sessions, 
through  tlie  activities  of  the  Public  Health  and 
Education  Committee  and  its  various  subcom- 
mittees, through  the  Public  Relations,  Economics, 
and  Legislation  Committees,  as  well  as  through  other 
specific  group  programs  conducted  in  various  areas 
of  the  State. 

Furthermore,  in  carrying  out  tlie  purposes  of  this 
Society  we  have  constantly  opposed  the  approval  of 
and  licensure  of  cultism  and  quackery  in  any  form  in 
the  State  of  New  York.  We  do  not  believe  that  one 
form  of  quackery  can  be  recognized  without  recogni- 
tion of  all  forms  of  cultism. 


Our  position  of  opposition  to  quackery  and  cultism  I 
has  been  justified  by  the  ever-increasing  practice  of  P 
cultism  in  many  parts  of  the  United  States  where  ( 
quackery  in  the  form  of  chiropractic  is  licensed  and  | 
recognized. 

Our  position  of  opposition  also  has  been  further 
justified  most  significantly  by  the  recent  decision  of 
the  Supreme  Court  of  the  State  of  New  York,  also 
by  the  Court  of  Appeals  of  the  State  of  New  York, 
concerning  chiropractic. 

The  individual  physicians  of  the  State  of  New  York 
personally  are  not  really  concerned  whether  or  not  I 
chiropractors  are  licensed,  but  collectively  all  physi-  ij 
cians  of  the  State  of  New  York,  for  the  betterment  of  i 

the  public  health,  oppose  the  approval  and  licensure  1 

of  this  cult. 

We  regret  that  the  departments  of  our  State  | 
government  responsible  for  the  control  of  quackery 
have  been  so  ineffective  in  preventing  the  cultism  of 
chiropractic  in  the  State  of  New  York. 

We  are  now  advised  through  the  public  press  that 
the  governor  of  our  State  approves  the  practice  of 
cultism  and  quackery.  It  is  extremely  difficult  for 
us  to  understand  how  a responsible  member  of  a 
family  which  has  done  so  much  toward  the  improve- 
ment of  scientific  medicine  can  take  such  a stand. 

Nevertheless,  we  must  reiterate  our  total  opposi- 
tion to  the  practice  of  quackery  of  any  kind,  including 
chiropractic,  as  a part  of  the  health  activities  within 
our  State.  If  the  governor  of  our  State  and  the 
members  of  the  Legislature  find  it  politically  more  | 
expedient  to  approve  of  quackery  and  chiropractic  ' 
instead  of  insisting  that  the  laws  protecting  the 
health  of  our  people  be  enforced,  in  spite  of  the  dis-  ' 
approval  and  opposition  of  every  scientist  and  every 
scientific  organization  not  only  in  the  State  of  New 
York  but  nation-wdde,  if  in  the  face  of  all  this  they 
still  approve  of  such  health  activities  within  our  1 

State,  then  let  it  be  said  that  the  curse  and  shame  of  | 

such  approval  and  activities  be  on  their  house  and 
not  on  ours. 

Section  13  (see  228)  Report  63-H 

Supplementary  Report  of  the  Hospital  and 
Professional  Relations  Committee 

To  the  House  of  Delegates,  Gentlemen: 

As  was  stated  in  the  annual  report  of  this 
committee,  the  chief  subject  of  this  supple- 
mentary report  will  be  the  answers  obtained 
from  a survey  done  by  this  committee  in  which 
staff  members  and  hospital  administrators  were 
asked  certain  definite  questions  and  also  were 
given  an  opportunity  to  express  their  views  in 
regard  to  certain  staff  and  hospital  relation- 
ships. The  response  from  both  questionnaires 
was  good.  However,  there  was  a higher  ratio 
of  answers  from  the  questionnaire  addressed  to 
the  hospitals  than  from  that  addressed  to  the 
individual  staff  member.  It  was  decided  to 
send  out  100  instead  of  50  questionnaires  to 
various  sized  hospitals  in  New  York  State; 

300  questionnaires  were  sent  to  staff  members. 

Questionnaire  on  Responsibilities  of  Staff 
Members 

The  first  summary  will  include  the  questions 
asked  of  physicians  regarding  then'  staff  mem- 
ber relationship  and  the  various  answers  given. 

I.  What  responsibihties  does  your  hospital 
work  require  of  you? 

Answers  as  follows: 
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1.  “Full-time  director  of  department  of 

pediatrics” 

2.  “Waid  rounds,  reading  EKG,  etc.,  on 

service  and  private  patients” 

3.  “Supervision  of  OBS-GYN  staff” 

4.  “Outpatient  clinic  work” 

5.  “Ward  service  one  month  per  year” 

6.  “Full-time  associate  direction  of  hospital 

laboratory” 

7.  “See  service  patients,  clinic  hours,  and 

emergency  calls” 

8.  “Meeting  clinics,  administrative  work, 

teaching  medical  students  and  resi- 
dents, conducting  patient  groups” 

9.  “None” 

10.  “Rounds,  charts,  attending  conferences” 

11.  “Clinic,  ward  surgery” 

12.  “Chart  work,  committees,  on  service 

time,  staff  and  department  meetings” 

13.  “Caring  for  surgical  service  patients 

six  months  a year” 

14.  “Full  care  of  patients,  history  and 

physical,  staff  meetings” 

15.  “Emergency  room,  charts,  committee 

I work” 

16.  “Clinic,  ward  round,  lectujres” 

17.  “President  medical  staff” 

18.  “Histories,  physicals,  therapy  notes, 

I compulsory  meetings,  outpatient  du- 

' ties,  committees,  etc.” 

19.  “Medical  records  committee,  staff  teach- 

ing of  residents  thi'ee  months  a year, 

, emergency  room  with  residents  one 

f month  a year” 

! 20.  “Surgical  service  two  months  a year, 

! committee  meetings,  service  meetings” 

21.  “Medical  care,  IV’s,  charts,  and  follow- 

'l  ups” 

22.  “Service  patients  three  months  a year” 

I 23.  “Chief  of  pediatrics” 

24.  “Teaching  and  patients” 

' 25.  “Associate  in  medicine” 

I 26.  “Supervision  house  staff,  orthopedic 

surgery  four  months  out  of  twelve” 
27.  “On  call  four  times  a month,  serving  on 
committees” 

' 28.  “Staff  meetings,  record  committee” 

29.  “Volunteer  work  in  clinic” 

30.  “Consultant” 

31.  “Private  patients” 

, 32.  “Alternate  service  on  medical  wards” 

33.  “Honorary  surgeons” 

II.  Are  interns  and  residents  available  for 
writing  histories  and  physicals  for  private 
patients,  service  patients? 

Answers  as  follows;  yes  32;  no  21;  some  not 
t answered. 

1 III.  Is  there  a compulsory  or  voluntary  emer- 
I gency  service  when  you  have  to  staff  the  emer- 
I gency  room? 

I Answers  as  follows:  yes  28;  no  21;  some  not 

||  answered. 

1 IV.  Is  admission  of  a certain  number  of  pa- 
• tients  per  year  required  in  order  to  maintain 
1 your  status  as  a staff  member? 
t Answers  as  follows:  yes  6;  no  47;  some  not 

ji  answered. 

I V.  Do  you  have  to  attend  a certain  percentage 


of  your  staff  meetings  in  order  to  remain  on  your 
hospital  staff? 

Answers  as  follows:  yes  51;  no  4;  some  not 

answered. 

VI.  Which  of  the  responsibilities  that  your 
hospital  staff  rules  require  do  you  find  more 
onerous? 

Answers  as  follows: 

1.  “Not  applicable  to  my  position  as 

director” 

2.  “None” 

3.  “Attendance  at  poorly  planned  and 

extremely  poorly  run  service  meet- 
ings” 

4.  “Monthly  meeting  attendance” 

5.  “Emergency  calls,  emergency  room” 

6.  “Signing  a time  sheet” 

7.  “Overlarge  clinics” 

8.  “Chai't  work,  residents  not  completing 

obsolete  foi'ms” 

9.  “Waid  rounds” 

10.  “Too  many  duties” 

11.  “Residents  unavailable  for  history  and 

physicals” 

12.  “Lack  of  beds  requiring  doctor  to 

maintain  staff  membership  in  two  or 
more  hospitals” 

13.  “No  house  staff  to  start  IV’s” 

14.  “Writing  history,  physicals,  and  proper 

notes  on  service  care  because  of  lack 
of  resident  doctors” 

15.  “Failure  to  allow  GP  to  assist  in  his 

own  cases;  fixing  of  resident  responsi- 
bilities on  the  attending  even  though 
he  is  not  in  residence” 

16.  “Serving  on  committees” 

17.  “Volunteer  work  in  chnic” 

18.  “Outpatient  department  after  being  on 

staff  twenty-four  years” 

19.  “Looking  up  numbers  in  code  book” 

20.  “Full  responsibilities  relative  to  city 

cases,  OBS  and  GYN  grossly  inter- 
fere with  private  practice  when  on 
service  thi'ee  to  four  months  a year” 

21.  “Suggestions  of  ch£rrt  reviewing  com- 

mittee toward  treatment  of  patients” 

22.  “Compulsory  contributions  for  various 

purposes” 

23.  “Compulsory  attendance  at  staff  meet- 

ings in  order  to  maintain  active  staff 
membership” 

24.  “Unnecessary  duplication  of  the  diag- 

nosis, records,  etc.,  that  are  required 
on  aU  charts” 

VII.  What  changes  would  you  recommend  in 
your  present  staff  rules? 

Answers  as  follows: 

1.  “None” 

2.  “Omit  monthly  meetings  to  quarterly 

ones” 

3.  “Stricter  screening  of  new  staff  members 

for  quahfications  and  general  concepts 
of  patient  treatment” 

4.  “Do  away  with  sign-in  time  sheet  for 

doctors” 

5.  “Change  of  chart  forms” 

6.  “Have  specialty  rosters  for  covering 

emergency  room” 
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7.  “Moderate  all  rigidity” 

8.  “Fewer  business  meetings” 

9.  “Reorganization  with  idea  in  mind  that 

any  niles  are  for  all  physicians  at  all 
times  for  all  patients” 

10.  “Promotion.  Being  a GP  never  being 

able  to  attain  higher  status  of  associ- 
ate. Rules  of  Accreditation  making 
impossible  higher  positions  in  spite  of 
continuous  postgraduate  studies” 

11.  “Allow  the  GP  to  first  assist  on  his  own 

cases” 

12.  “Allow  comtesy  staff  to  help  staff 

emergency  service” 

13.  “To  advance  from  com’tesy  staff  to 

attending  staff  after  twenty-four  years 
with  hospital” 

14.  “Outpatient  department  service  be  based 

on  length  of  service.  Have  internists 
serve  time  in  medical  outpatient  de- 
partment” 

15.  “Free  elections  of  chiefs  of  services” 

16.  “History  and  physicals  by  interns  and 

residents  for  active  staff  members  on 
. year-round  basis” 

17.  “Reduction  of  work  for  attendings  in 

all  above-mentioned  phases” 

18.  “Cut  in  half  the  amount  of  paper  work” 

19.  “Eliminate  above  (meaning  contribu- 

tions)” 

20.  “Retm-n  of  preceptorships;  omission  of 

GP  for  staff  appointments” 

21.  “Give  chart  review  committee  less 

power” 

22.  “Residents  take  over  work  according 

to  seniority;  attendants  be  advisers 
only,  free  of  legal  responsibilities, 
paid  for  theh  services” 

VIII.  What  teaching  responsibilities  do  you 
have? 

Answei’s  as  follows: 

1.  “Interns,  residents.  Rounds  every  day. 

Lectm'es,  demonstrations,  confer- 
ences” 

2.  “EKG  conference  for  house  staff;  par- 

ticipation in  conferences” 

3.  “Inform” 

4.  “Mostly  to  nm’sing  students” 

5.  “None” 

6.  “Partake  in  tissue  committee  meetings 

and  chnical- pathologic  conferences” 

7.  “Classes,  seminars  with  freshmen,  soph- 

omores, juniors,  and  senior  medical 
students.  Lectui’es  to  residents.” 

8.  “Director  of  medical  education” 

9.  “Clinical  teaching  in  operating  room,  at 

bedside” 

10.  “Demonstrating  unusual  cases  to  resi- 

dents; volunteering  to  assist  with 
programs  for  nurses  and  residents” 

11.  “Pediatric  affiliations” 

12.  “Teaching  and  supervision  of  operative 

procedures  (orthopedic)” 

13.  “Active  teaching  intern  staff” 

14.  “Assistant  chnical  professor” 

Do  you  think  each  staff  member  should  be 
required  to  have  some  assignment  along  this 
line? 
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Answers  as  follows:  yes  40;  no  9;  some  not 

answered. 

Comments  Regarding  Physicians'  Question- 
naire. To  those  of  us  interested  in  these  com- 
mon problems,  one  cannot  help  reading  the 
answei-s  without  associating  oui-selves  with  their 
solution.  Of  course,  it  is  not  yom'  committee’s 
purpose  even  to  attempt  to  solve  all  the  prob- 
lems associated  with  the  subject  but  merely  to 
biing  to  the  surface  some  of  the  feehngs  of  our 
colleagues,  along  with  their  solutions,  and  to 
make  compaiisons  with  om'  own.  In  taking  a 
purely  objective  view  of  the  comments,  one  is 
impressed  that  many  of  the  statements  are 
selfish  in  nature,  that  is,  less  work  in  the  hospital 
for  the  M.D.  This  might  be  true  if  one  did  not 
take  into  consideration  all  the  other  demands 
which  are  made  on  many  of  us  outside  the  hospi- 
tal domain. 

One  of  the  members  of  our  committee  made 
this  philosophic  statement  after  his  review  of 
the  survey:  “Memhei-ship  on  a hospital  staff 
is  a privilege.  Many  requu-ements,  such  as 
keeping  of  adequate  records,  are  annoying  but 
necessary.  The  idea  that  residents  and  in- 
terns are  present  to  do  the  tedious  paper  work 
must  be  changed.  The  modem  concept  is  that 
postgraduate  education  is  a privilege  given  to 
conscientious  and  dedicated  hospital  staffs. 
Unless  this  philosophy  is  maintained,  the  apph- 
cations  to  the  postgraduate  program  will  cease.” 

One  further  comment  in  regard  to  a suggested 
change  in  staff  rules  set  forth  in  one  of  the 
answers:  “Promotion.  Being  a GP  never 

being  able  to  attain  higher  status  of  associate. 
Rules  of  Accreditation  making  impossible 
higher  position  in  spite  of  continuous  post- 
graduate studies.”  In  the  hospital  where  the 
pohcy  of  the  Joint  Commission  on  Accreditation 
of  Hospitals  is  followed,  staff  privileges  and 
advancement  are  not  based  “solely  on  certifi- 
cation or  membership  in  specialty  societies,” 
but  are  based  on  “individual  merit  and  compe- 
tence.” 

Questionnaire  on  Responsibilities  of  Hos- 
pitals 

The  second  part  of  the  survey  consisted  of  a 
questionnah'e  sent  to  100  hospital  administrators 
of  the  State.  These  were  picked  at  random, 
and  hoth  large  and  small  hospitals  are  repre- 
sented. The  comments  are  given  verbatim, 
and  it  is  the  committee’s  feehng  that,  as  physi- 
cians working  in  these  hospitals,  we  will  benefit 
from  the  many  varied  and  stimulating  opinions 
which  are  presented. 

I.  Is  yom’  hospital  accredited  by  the  Joint 
Commission? 

Answers  as  follows:  yes  68;  no  5. 

For  internship  and  residencies? 

Answers  as  follows:  yes  25;  no  42;  some  not 

answered. 

II.  Is  membership  in  the  county  medical 
society  required  for  staff  membership? 

Answers  as  follows:  yes  47;  no  25. 

HI.  Do  you  consider  the  relationship  of  the 
hospital  boai’d  and  the  hospital  staff  satis- 
factory? 


September  1,  1963 


iii 


Answers  as  follows:  yes  66;  no  7. 

If  not,  how  could  it  be  improved? 

Answers  as  follows: 

1.  “Better  understanding  of  each  other’s 

functions  and  goals;  more  social 
affairs;  more  participation  by  M.D.’s 
on  Joint  Conference  Committee” 

2.  “Assumption  by  the  medical  staff  of 

their  rightful  responsibility  in  main- 
taining standards  established  by  Joint 
Commission  on  Accreditation  of  Hos- 
pitals” 

3.  “Stronger  boards  concerned  with  quality 

of  care” 

4.  “Training  in  medical  schools  to  expose 

doctors  to  problems  of  hospitals” 

5.  “Stronger  Joint  Conference  Committee. 

Time!!!” 

6.  “Better  communications.  Members  of 

committee  should  convey  information 
to  aU  staff  members.” 

7.  “Exceptionally  good” 

8.  “Always  room  for  improvement” 

9.  “Increase  number  and  activity  of  Joint 

Advisory  Committee  meetings” 

10.  “This  is  the  sixty-four  dollar  question” 

11.  “Regular  Joint  Conference  Committee 

meetings  have  definitely  improved 
relationships.  Staff  and  board  under- 
stand and  respect  each  others  privi- 
leges” 

12.  “Better  understanding  of  staff  to  their 

total  responsibilities” 

13.  “Mutual  understanding  of  purpose  of 

institution” 

14.  “Clearer  understanding  of  how  goals  are 

achieved” 

15.  “Payment  by  doctors  for  M.A.A.  cases” 

16.  “Lack  of  interest  in  accreditation” 

IV.  Have  you  any  difficulty  in  delineating 
responsibility  between  medical  service  and 
nursing  service? 

Answers  as  follows:  yes  12;  no  61;  some  not 

answered. 

If  so,  give  examples  and  suggest  remedies. 
Answers  as  follows: 

1.  “Writing  of  discharge  notices  without 

notifying  nursing  staff” 

2.  “Attitude  of  doctors  in  their  contact 

with  nursing  personnel  causes  consider- 
able turnover  in  R.N.  staffing.” 

3.  “Staff  do  not  want  the  nursing  staff  to 

practice  medicine  except  when  it  is 
to  the  advantage  of  the  various  mem- 
bers of  the  medical  staff” 

4.  “R.N.’s  asked  to  reinsert  gastrostomy 

tube,  put  in  packings,  remove  packings, 
di'essings,  parenteral  medication  ad- 
ministered” 

5.  “What  can,  or  should  be  done  by  R.N.’s, 

L.P.N.’s,  aides” 

6.  “Administration  of  IV  with  medication, 

blood  transfusions” 

7.  “The  tendency  of  numes  to  take  over 

some  of  the  procedures  formerly 
carried  out  by  doctors.  This  tend- 
ency must  be  redefined  from  time  to 
time” 


8.  “Apparent  overlapping  of  responsibili- 

ties, joint  committees  of  medical  staff 
and  nursing  service  established  to 
delineate  the  problem  and  solving  the 
same” 

9.  “Improved  communication  and  coordi- 

nation” 

10.  “Without  house  staff,  questions  arise  as 

to  starting  IV’s,  contact  with  family 
of  deceased  for  autopsy  permission, 
etc.” 

11.  “Only  remedy  is  to  clarify  by  rule  on 

responsibilities  in  each  situation” 

12.  “Telephone  orders  for  medications  and 

treatment  orders  should  be  more 
specific  and  definite” 

13.  “Patient  care  committee” 

14.  “Instruction  of  nurses  by  medical 

staff;  less  master  and  servant  atti- 
tude” 

V.  Are  members  of  your  medical  staff  required 
to  man  your  emergency  room? 

Answers  as  follows:  yes  48;  no  25;  on  “call” 

basis  only,  also  listed. 

VI.  Do  you  have  difficulty  in  individual 
physicians  signing  out  to  the  local  emergency 
service  instead  of  to  the  physician  covering  on 
second  call? 

Answers  as  follows:  yes  13;  no  54;  some  not 

answered. 

VII.  Do  you  believe  that  active  participating 
staff  members  should  have  additional  fringe 
benefits  which  physicians  on  staff  in  name  only 
be  denied? 

Answers  as  follows:  yes  36;  no  17;  some  not 

answered. 

Also: 

1.  “If  practical” 

2.  “What  do  you  mean  by  ‘additional 

fringe  benefits’?” 

3.  “Question  not  clear” 

4.  “Do  not  have  any  fringe  benefits” 

5.  “Latter  gi'oup  should  not  be  permitted  to 

use  hospital  facilities  at  all” 

6.  “Active  participating  staff  members 

should  be  given  preference  in  assign- 
ments of  beds” 

7.  “Extra  benefits  deserved  but  difficult  to 

handle” 

8.  “Unwritten  rule  that  members  of  the 

active  staff  who  participate  in  teaching 
program  be  given  preference  in  admit- 
ting patients  during  period  of  high 
occupancy” 

9.  “Like  what?  Fringe  benefits  apply  to 

employe-employer  relationships” 
Comments  on  Answers  Received  from  Hospital 
Administrators.  This  committee  is  most  grate- 
ful for  the  fine  cooperation  of  physicians  and 
hospital  administrators  in  presenting  their 
frank  opinions  on  hospital  and  medical  staff 
relationships.  Much  of  the  interpretation  of 
the  comments  will  be  left  to  the  interested  reader. 

Since  there  are  so  many  answers  covering 
such  a wide  range  of  topics,  no  sweeping  solu- 
tions can  be  offered,  but  each  hospital  has  to  be 
treated  as  an  entity  and  the  problem  solved 
locally.  However,  there  are  some  basic  pifinci- 
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pies  which  have  been  pointed  out  and  are  well 
worth  fiu'ther  consideration  and  study. 

The  first  of  these  is  a more  active  interest  and 
cooperation  on  the  part  of  the  medical  staff 
and  hospitals  through  the  Joint  Advisory 
Committee.  According  to  the  Standards  for 
HospiteJ  Accreditation,  “The  Joint  Conference 
Committee  shall  be  a medicoadministrative 
advisory  committee  and  the  ofl&cial  means  of 
liaison  among  the  medical  staff,  the  governing 
body,  and  the  administrator.  In  absence  of  a 
Joint  Conference  Committee,  a formal  means  of 
haison  between  the  governing  board  and  the 
medical  staff  must  be  established.”  The  worth 
of  the  Joint  Conference  Committee  has  been 
refeired  to  by  several  hospital  administrators. 
It  is  interesting  to  note  the  increase  in  under- 
standing of  mutual  problems  between  hospital 
board  and  hospital  staff. 

Another  important  problem  is  a definite  de- 
lineation of  where  nm-sing  responsibihty  ends 
and  medical  staff  responsibihty  begins,  particu- 
larly in  regal'd  to  intravenous  therapy,  fluid, 
medications,  and  blood,  and  intubations — 
catheters,  gastric  and  duodenal  tubes,  and  so 
forth.  There  seems  to  be  an  increase  in  the 
nursing  service  performing  certain  medical 
services,  especially  in  some  of  the  smaller 
hospitals.  While  this  may  be  necessary  in  some 
instances,  attention  should  be  drawn  to  the 
legality  of  certain  procedures  delegated  to  the 
nursing  service. 

This  committee  suggests  that  delineation  of 
nursing  service  and  medical  service  be  continued 
as  a duty  of  next  year’s  committee. 

A final  comment  regarding  the  survey  has  to 
do  with  question  VII,  in  which  it  was  the  con- 
sensus that  active  participating  staff  physicians 
should  have  additional  fringe  benefits  which 
physicians  on  staff  in  name  only  be  denied. 
It  is  agreed  that  this  would  require  further 
study  before  any  definite  “fringe  benefits” 
could  be  worked  out,  however  deserved. 

Conclusion 

In  summary,  the  committee  feels  that  they 
have  sought  out  and  discovered  some  of  the 
gi'ass-root  problems  which  may  exist  in  the 
hospital  staff  relationship;  many  opinions  have 
been  expressed,  all  of  which  have  their  numerous 
facets.  However,  by  greater  cooperation  on 
the  part  of  those  concerned,  plus  a continuing 
frankness  and  the  will  for  a mutual  relationship, 
they  are  sure  that  these  problems  will  be  solved. 

Respectfully  submitted, 

Raymond  S.  McKeeby,  M.D.,  Chairman 

Section  14  {see  148,  210)  Report  63-1 

Supplementary  Report  of  the 
Executive  Vice-President 

To  the  House  of  Delegates,  Gentlemen: 

This  communication  is  an  addendum  to  the 
preliminary  report  which  was  published  in  the 
April  1 issue  of  the  New  York  State  Journal 
OF  Medicine. 

Recently,  the  Budget  Committee  and  the 
Board  of  Trustees  approved  the  appropriation 


of  funds  which  makes  it  possible  for  us  to  imple- 
ment our  projected  progi'am  of  the  Division  of 
Communications. 

Within  the  next  few  months,  by  adding  a 
director  and  thi'ee  full-time  field  service  men, 
our  complement  of  staff  membere  for  this 
activity  will  be  reahzed.  This  new  arrange- 
ment will  reheve  Mr.  Jack  Pardee  of  his  “com- 
munications” assignment,  so  that  he  may  de- 
vote full  time  to  the  very  important  Business 
Division. 

Our  present  plans  call  for  one  field  service 
man  to  cover  District  Branches  I,  II,  and  IX; 
another  will  take  care  of  Branches  III,  IV,  and 
V,  and  the  third  man  will  confine  his  work  to 
Branches  VI,  VII,  and  VIII. 

As  most  of  you  know,  for  many  years  it  has 
been  the  intense  feeling  of  your  executive  vice- 
president  that  there  must  be  a very  close  rela- 
tionship between  the  State  Society,  the  district 
branches,  and  the  county  medical  societies. 
The  people  in  the  local  areas  should  know  what  is 
taking  place  at  central  headquarters,  and  they 
should  be  cognizant  of  what  is  being  accom- 
plished by  the  Council  and  Board  of  Ti'ustees. 
Also,  the  officers,  councillors,  and  staff  must  be 
conversant  with  the  important  mattere  that 
are  being  considered  throughout  the  State. 
If  the  State  Society  is  to  be  a trae  federation  of 
county  medical  societies,  it  is  essential  that  all 
of  us  cooperate  and  work  together  in  every 
way  possible.  An  effective,  weU-infoi'med  field 
service  will  bring  us  closer  to  these  objectives. 

Starting  with  the  June  Council  meeting,  we 
will  re-estabhsh  the  routine  of  publishing  di- 
gests of  Coimcil  meetings  soon  after  these 
conferences  are  held.  In  this  manner,  county 
medical  society  officers.  Council  committee 
chairmen,  and  all  others  concerned  will  be  ap- 
prised quickly  of  the  deliberations  and  important 
decisions  of  the  Council.  The  compilation  and 
distribution  of  this  material  will  be  a responsi- 
bihty of  our  Division  of  Communications. 

In  keeping  with  our  previous  announcement, 
during  the  period  that  the  Legislature  was  in 
session,  your  executive  vice-president  visited 
Albany  more  frequently  than  ever  before. 
In  an  attempt  to  keep  in  closer  touch  with 
legislative  matters,  he  talked  with  members  of 
both  houses  of  the  Legislature  and  discussed 
fully  the  issues  of  the  day. 

Apparently,  our  contacts  were  not  very  fi*uit- 
ful.  In  our  opinion,  the  legislative  program 
left  much  to  be  desired.  The  enthe  Albany 
situation  requires  much  restudy  and  re-evalua- 
tion. Undoubtedly,  the  chau'man  of  the  Com- 
mittee on  Legislation  will  discuss  the  problem  in 
detail. 

Of  course,  most  of  our  efforts  were  confined 
to  the  antichh'opractic  campaign — and  right- 
fully so — despite  the  dh'e  results.  The  “true 
story”  of  what  took  place — under  the  heading  of 
“Quackery  Approved” — is  herewith  attached 
{see  Appendix  1)  for  your  information.  (Un- 
doubtedly, this  will  become  a major  portion  of 
the  next  issue  of  the  Newsletter.) 

Again,  may  we  report  that  if  ever  we  saw 
an  altruistic  battle  waged  in  behalf  of  our 
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people,  this  was  it!  Actually,  the  doctors  of 
medicine  had  nothing  to  lose  and  nothing  to 
gain  in  this  struggle.  We  are  convinced  that 
the  cards  were  stacked  against  the  public  from 
the  beginning.  The  die  had  been  cast  some 
time  ago.  Facts  were  ignored,  and  right  was 
not  might. 

Of  couree,  this  is  not  the  end  of  the  chiro- 
practic problem.  In  keeping  with  the  expe- 
riences of  other  states,  the  legislators  will  be 
plagued  for  many  years  to  come.  There  will  be 
other  demands  by  the  quacks;  there  will  be  a 
clamor  for  amendments  of  various  types,  and 
there  will  be  additionad  unrealistic  requests  to 
expand  the  practice  of  cultism  and  to  give  it 
more  recognition. 

During  the  month  of  April,  the  director  of  our 
Business  Division  and  the  head  of  our  Account- 
ing Department  visited  the  Illinois,  Indiana, 
and  Michigan  State  Medical  Societies  and  the 
A.M.A.  in  order  to  review  and  study  their 
administrative  procedures  on  membership  dues 
collection,  record-keeping,  and  miscellaneous 
management  technics. 

A report  of  this  trip  has  been  submitted  to 
us.  It  will  be  evaluated  carefully.  What  we 
are  attempting  to  do  is  to  combine  the  valuable 
experiences  of  others  and  our  own  thinking  and 
thereby  effect  a streamlined  and  more  efficient 
organization. 

Since  om  preliminary  report  was  submitted, 
yomr  executive  vice-president  has  attended  the 
following  conferences  (again,  routine  ones  are 
excluded) : 

1.  Ninth  Annual  Conference  of  Mental 

Health  Representatives  of  State  Medical  Asso- 
ciations, in  Chicago,  on  March  1 and  2.  The 
program  consisted  of  a number  of  general  ses- 
sions and  regional  and  state  discussions.  The 
topics  presented  included:  “The  Federal  Gov- 

ernment’s Mental  Health  Program”;  “De- 
veloping State  Society  Mental  Health 
Progi'ams”;  “American  Psychiatry  and  the 
General  Hospital”;  “The  Role  and  Function  of 
State  Society  Staff  in  Promoting  Mental 
Health  Progi'ams”;  “Coordinating  Mental 
Health  Programs  of  State  Society  and  State 
Agency”;  “Involving  the  Physician  in  State 
and  Community  Mental  Health  Programs.” 

2.  A dinner  in  honor  of  Dr.  and  Mrs. 
Herman  E.  Hilleboe,  in  Albany,  on  March  4. 
The  main  guest  speakers  were  Hollis  Ingraham, 
M.D.,  and  Governors  Harriman  and  Rocke- 
feller. In  our  opinion,  Mr.  Hamman  “stole” 
the  show. 

3.  Meetings  with  William  J.  Ronan,  secre- 
tary to  the  Governor;  Fred  W.  Preller,  chair- 
man of  the  Ways  and  Means  Committee  of  the 
Assembly;  and  Joseph  F.  Carlino,  Speaker  of 
the  Assembly,  in  Albany,  on  March  5.  Of 
course,  we  discussed  chiropractic  licensure. 
At  the  meeting  with  the  Speaker,  we  broached 
the  subject  of  a public  hearing  of  the  Rules 
Committee,  and  we  virtually  were  assured  that 
it  would  be  held.  The  hearing  is  now  history. 

4.  Luncheon  of  the  Chamber  of  Commerce 
of  the  United  States,  in  New  York  City,  on 
March  7.  The  major  legislative  developments 


in  Congress  and  the  proposed  labor  legislation 
were  discussed. 

5.  Meeting  of  the  Executive  Committee  of 
the  First  District  Branch  (Coordinating  Coun- 
cil), in  New  York  City,  on  March  12. 

6.  A meeting  of  the  “working”  subcom- 
mittee of  the  Advisory  Committee  for  Revision 
of  the  Proprietary  Hospital  Code,  in  New  York 
City,  on  March  15.  Our  president-elect  was 
also  present.  Draft  proposals  for  the  code  were 
considered.  There  was  much  progi'ess. 

7.  The  63rd  Annual  Dinner  of  the  Legisla- 
tive Correspondents’  Association,  in  Albany,  on 
the  evening  of  March  16.  Here,  each  yeau"  the 
powem-that-be  in  the  Capital  City  are  lam- 
pooned. It  would  be  very  comical  except  that 
many  of  the  machinations  that  are  depicted 
have  a basis  of  fact.  Satire  is  the  order  of  the 
day. 

At  this  aCFair,  during  a lull  in  the  progi'am, 
your  executive  vice-president  had  the  oppor- 
tunity to  talk  to  the  Governor  about  osteop- 
athy, a field  that  interests  him  greatly,  and 
chiropractic.  As  subsequent  events  proved, 
what  we  had  to  say  was  not  very  convincing. 

8.  A meeting  of  the  Fluoridation  Subcom- 
mittee of  the  Public  Health  Committee  of  the 
New  York  Academy  of  Medicine,  in  New  York, 
March  18.  New  York  City  developments 
were  reported  by  George  James,  M.D.,  Com- 
missioner of  Health  of  the  City  of  New  York. 
It  appears  that  a decision  about  fluoridation  wifi 
be  reached  soon. 

9.  Meeting  with  participants  in  the  public 
hearing  of  the  Rules  Committee  of  the  Assembly, 
in  Albany,  March  24.  The  program  was 
organized. 

10.  Public  Hearing  of  the  Rules  Committee 
of  the  Assembly,  in  Albany,  March  25. 

11.  The  third  annual  visit  of  the  Medical 
Society  of  the  State  of  New  York  delegation  to 
New  York  senators  and  representatives,  in 
Washington,  evening  of  March  26,  the  27th, 
and  the  moming  of  the  28th.  Twelve  members 
of  our  Society,  including  the  president,  talked 
to  various  members  of  Congi'ess.  The  trip  will 
be  repoi*ted  more  fuUy  by  others. 

12.  A testimonial  dinner  in  honor  of  Theodore 
Rosenthal,  M.D.,  Assistant  Commissioner  of 
the  Health  Department  of  the  City  of  New 
York,  who  has  retired,  in  New  York  City,  on 
April  4.  Your  executive  vice-president  trans- 
mitted greetings  from  our  president  and  the 
Medical  Society  of  the  State  of  New  York. 

13.  Careers  in  Medicine  Day,  sponsored  by 
the  Medical  Society  of  the  County  of  New  York, 
in  New  York  City,  on  Api-il  6.  This  event  was 
very  well  attended. 

14.  Meeting  of  “judging  panel”  for  the  4th 
Annual  Empire  State  Awards  for  Excellence  in 
Medical  Reporting,  in  New  York  City,  April 
10.  The  1963  awards  will  be  made  at  the 
aimual  meeting  of  the  Medical  Society  of  the 
State  of  New  York. 

15.  Dinner  and  stated  meeting  of  the  Medi- 
cal Society  of  the  County  of  Kings,  at  the  Down- 
state  Medical  Center  in  Brooklyn,  April  16. 

16.  A visit  to  the  new  University  Hospital — 
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the  official  opening — in  New  York  City,  on 
April  18.  This  included  a grand  reception  and 
buffet  supper.  This  institution  is  associated 
with  the  New  York  University  School  of  Medi- 
cine. 

17.  The  National  Medical  Legislative  Con- 
ference, American  Medical  Association,  in 
Chicago,  April  20  and  21. 

18.  Meeting  of  the  National  Speakers 
Bureau,  in  Chicago,  on  April  21. 

19.  A meeting  of  the  Board  of  Dii-ectors  of 
the  New  York  State  Association  of  the  Profes- 
sions, in  New  York  City,  on  April  22.  The 
individual  membership  campaign,  legislation, 
and  related  matters  were  discussed  thoroughly. 

20.  A meeting  of  the  Medical  Society  of  the 
County  of  New  York,  in  New  York  City,  on  the 
evening  of  April  22.  The  guest  speaker  was 
Ray  E.  Trussell,  M.D.,  Commissioner  of  Hos- 
pitals of  the  City  of  New  York.  The  subject  of 
his  talk  was  “Health  Insurance  in  New  York 
State — What  It  Does  and  Does  Not  Do  for  the 
Public.”  George  Himler,  M.D.,  president- 
elect of  the  County  Medical  Society,  appeared 
on  the  same  program  and  discussed  the  ramifi- 
cations of  the  Trussell  Report.  The  subject  of 
his  speech  was  “What  Studies  on  the  Quality  of 
Medical  Care  Should  Do  for  Health  Insurance.” 

21.  A meeting  of  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation,  in 
New  York  City,  on  April  24. 

22.  A dinner  in  honor  of  William  L.  Wheeler, 
Jr.,  M.D.,  president-elect,  tendered  to  him  by 
the  Medical  Board  and  the  Medical  Adminis- 
trative Committee  of  the  City  Hospital  at 
Elmhurst.  Dr.  Wheeler  was  presented  with  a 
beautiful  scroll  and  watch. 

23.  The  annual  meeting  of  the  Connecticut 
State  Medical  Society,  in  Hartford,  on  Apiffi  30 
and  May  1.  Your  executive  vice-president  also 
attended  the  annual  meeting  of  the  House  of 
Delegates  of  this  association.  The  problems 
of  our  Connecticut  neighbors  do  not  differ  too 
greatly  from  those  which  conceim  us. 

24.  The  Ninth  Annual  Scientific  Session  of 

the  Queens  County  Chapter  of  the  American 
Academy  of  General  Practice,  in  Queens,  on 
May  2.  The  scientific  program  included  the 
following:  “Progress  in  Allergy,”  “Chemo- 

therapy in  Cancer — A Practical  Approach,” 
“Re-evaluation  of  Anticoagulant  Therapy  in 
Cardiovascular  Diseases”  and  “Enz3rme  Stud- 
ies in  Clinical  Medicine.”  The  attendance  was 
excellent. 

25.  The  MedaUion  Ball  and  Annual  Dinner 
of  the  Nassau  County  Medical  Society,  in 
Garden  City,  on  May  4.  John  Galbraith,  our 
immediate  past-president,  was  the  toastmaster. 
The  outgoing  president,  Jeff  Colletti,  and  other 
former  presidents  were  presented  with  the 
presidential  gold  medals. 

Again,  your  executive  vice-president  wishes 
to  express  his  sincere  gratitude  to  those  who 
have  assisted  him  during  the  past  twelve 
months.  Many  members  of  the  staff  have 
served  far  and  beyond  the  call  of  ordinary 
duty. 

We  look  forward  to  maintaining  our  fine 


relationships  with  the  officers  and  members  of 
our  great  Society. 

Respectfully  submitted, 
Henry  I.  Fineberg,  M.D. 
Executive  Vice-President 

Appendix  1 

QUACKERY  APPROVED 

The  Light  goes  Out  in  the  Great  Empire  State 
THE  TRUE  STORY 

By  this  time,  almost  every  interested  party  knows 
that,  despite  the  protestations  of  many  people,  not 
only  in  New  York  State  but  in  areas  throughout  the 
country,  the  bill  to  license  chiropractic  quackery  was 
passed  by  both  houses  of  the  Legislature  and  signed 
into  law  by  Mr.  Rockefeller  on  -April  29. 

Before  all  else,  we  must  realize  that  this  approval  of 
chiropractic  practice  was  brought  about  by  extra- 
ordinary efforts.  The  Governor  sponsored  the  bill; 
he  fought  for  it  vigorously;  and,  finally,  he  practically 
demanded  that  it  become  the  law.  Here  we  see  another 
example  of  a legislative  situation  where  the  will  of  the 
executive  becomes  the  will  of  the  lawmakers. 

Executive  Branch 

Of  course,  there  are  instances  where  the  desires  of  the 
head  of  the  executive  branch  of  the  government  are 
ignored  more  or  less.  When  it  came  to  budgets, 
“car  fees,”  liquor  taxes,  etc. — all  dealing  with  the  al- 
mighty dollar — the  Governor’s  wishes  were  not  con- 
firmed without  question.  (You  should  review  the 
proceedings  of  the  recent  session  of  the  Legislature.) 
In  these  instances  there  were  signs  of  rebellion;  but 
where  the  health  and  well-being  of  our  people  were 
concerned,  the  w'hims  of  the  leaders  prevailed. 

Had  the  Governor  not  declared  that  chiropractic 
recognition  was  one  of  his  main  objectives,  we  may  have 
come  out  on  top — and  the  public  again  would  have 
reaped  the  benefits  of  our  endless  fight  to  see  to  it  that 
they  receive  the  best  type  of  medical  care  available. 

Some  of  our  well-meaning  friends  have  advised  that 
we  “let  sleeping  dogs  lie”  and  that  we  end  our  crusade 
here  and  now.  How'ever,  in  recent  weeks  w'e  have 
been  deluged  with  requests  that  w^e  tell  the  true  story — 
that  we  describe  what  took  place. 

Case  Dead 

Since  the  case  of  the  people  has  been  pronounced 
“dead,”  what  we  have  to  say  may  be  considered  in  the 
nature  of  a “postmortem”  protocol.  The  facts  should 
be  made  known.  The  etiology  and  the  symptoms 
shoxild  be  reviewed. 

Also,  it  is  important  that  we  become  acquainted  with 
the  provisions  of  the  Governor’s  licensure  law.  He  has 
stressed  the  restrictions  in  the  use  of  x-rays  and  in  the 
treatment  of  certain  diseases.  They  are  merely  a 
delusion  and  a snare.  How  can  you  limit  people  in 
therapy  when  they  are  unequipped  professionally  to 
diagnose  any  illness?  Because  one  group  of  poorly 
trained  practitioners  of  a completely  unproved  method 
of  treatment  cannot  meet  the  high  standards  of  medical 
education  and  licensure  is  no  reason  w'hy  the  bars  should 
be  low'ered  to  admit  them.  The  basic  fundamental  of 
chiropractic  is  unscientific  and  its  practitioners  are  too 
poorly  trained  to  be  permitted  to  treat  the  sick. 
Licensing  an  unqualified  individual  to  practice  the 
healing  art  does  not  change  the  fact  that  he  is  un- 
qualified. 

Rules  Committee 

Even  the  members  of  the  Governor’s  official  “family” 
were  aware  that  he  was  very  keen  about  the  chiropractic 
bill.  A story  from  Albany  rev'eals  that,  at  the  annual 
dinner  of  the  Rules  Committee  of  the  Assembly,  which 
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was  held  on  March  15,  the  Lieutenant-Governor,  in 
welcoming  back  the  old  members  of  the  Committee, 
pointed  out  that  very  little  had  changed  on  capitol  hill. 
The  same  problems  presented  themselves  year  after 
year,  he  said.  Even  the  chiropractors  were  seeking 
licensure  again;  but  this  year,  he  stated,  there  was  one 
big  difference — they  had  a distinguished  lobbyist  in 
their  eorner — the  Governor  himself. 

It  is  beyond  our  comprehension  how  a member  of  a 
famous  family,  which  has  done  so  much  for  science  and 
medicine,  not  only  in  this  country  but  all  over  the 
world,  could  direct  a campaign  to  license  chiropractors 
and  insist  relentlessly  that  they  be  afforded  the  .stature 
which  they  do  not  deserve. 

Press  Release 

In  a chiropractic  newspaper  release,  dated  March  25, 
there  was  this  statement,  “In  a letter  written  on  March 
20,  the  Governor  thanked  Dr.  Crystal  for  the  support 
‘which  your  organization  has  given  to  my  proposal  for 
the  licensure  of  chiropractors.  As  you  know,  I believe 
that  this  legislation  is  in  the  interest  of  not  only  your 
profession,  but  all  of  the  people  of  this  State.’  ” Mr. 
Crystal  is  the  president  of  the  Chiropractors  Association 
of  New  York. 

What  a majority  of  the  senators  and  assemblymen 
did  is  even  more  amazing.  Many  of  the  gentlemen 
who  voted  aye  on  the  bill  confided  to  us  that  chiropractic 
was  unquestionably  quackery,  that  they  did  not  favor 
it  at  all,  and  that  they  would  never  consult  a chiro- 
practor professionally— but  they  had  to  vote  for  the  bill 
for  one  reason  or  another.  In  other  words,  what  is  not 
good  enough  for  them  is  good  enough  for  the  people. 
Their  arguments  for  passing  the  bill  varied — “cannot 
control,  therefore  license”;  “bill  has  been  hanging 
around  long  enough;  we  must  pass  it  to  get  rid  of  it”; 
“other  states  license;  therefore,  we  should.”  We 
exposed  the  fallacies  of  this  reasoning  in  the  February 
issue  of  the  Newsletter. 

Some  Legislators 

A number  of  legislators  “disliked  doctors”  and  others 
were  of  the  opinion  that  the  Governor  wants  the  bill 
passed;  therefore  they  must  vote  for  it.  There  can  be 
no  doubt  that  the  “top  man”  held  the  key  to  the  entire 
problem. 

We  know  that  the  legislators  were  under  terrific 
pressures  from  above  and  below — but  did  so  many  have 
to  yield  to  these  influences? 

We  would  be  unfair  if  we  did  not  report  that  there 
were  a number  of  legislators  who  had  the  courage  of 
their  convictions  and  who  fought  valiantly  for  the 
“common  man.”  Their  constituents  should  be  proud 
of  them  and  what  they  tried  to  do.  The  cause  for 
which  they  struggled  apparently  was  an  unpopular 
one — but  they  carried  on  without  fear. 

Health  and  Medicine 

After  watching  the  Legislature  in  action  for  many 
years,  it  is  our  firm  conviction  that  matters  of  health  and 
medicine  should  not  be  entrussted  into  its  hands,  because 
of  the  specialized  knowledge  that  one  must  have  to 
adjudicate  medical  problems — rather  these  enigmas 
should  be  assigned  to  a “blue  ribbon”  council  of  public 
health,  composed  not  only  of  doctors  of  medicine,  but 
consisting  of  men  of  science,  educators,  and  other 
intelligent,  informed  professional  people. 

In  the  March  30  issue  of  the  Schenectady  Gazette, 
we  saw  a very  annoying  picture  on  the  front  page — the 
president  of  the  New  York  Chiropractie  Association 
“happily  embracing”  a Republican  senator  from 
Odessa,  New  York,  who  for  many  years  has  labored  in 
the  vineyards  of  the  chiropractors.  Time  after  time, 
he  has  introduced  bills  to  licen.se  his  friends.  We 
believe  that  this  senator  merits  much  more  than  just  a 
“loving  caress” — he  should  be  awarded  the  chiro- 
practors’ distinguished  service  cross. 


Also,  we  believe  that  the  handsome  assemblyman 
from  a county  adjoining  New  York  City  should  at  least 
be  given  an  honorary  “D.C.”  This  year,  the  gentle- 
man introduced  his  own  bill  to  license  chiropractic; 
but  it  was  so  unrealistic  that  it  was  “killed”  early. 
He  took  on  the  assignment  of  “dancing”  with  the  chiro- 
practors and  their  representatives.  He  was  their 
mentor,  their  counsellor,  their  adviser,  their  conscience. 

Public  Hearing 

At  the  public  hearing  of  the  Rules  Committee  of  the 
Assembly — of  which  he  is  a member — he  sat  apart  from 
his  colleagues,  close  to  the  area  occupied  by  cultists — he 
avoided  as  much  as  possible  listening  to  our  experts  by 
appearing  to  go  into  outer  space— awakening  only 
when  he  received  messages  from  the  disciples  of  quack- 
ery, which  he  immediately  relayed  to  the  members  of 
our  group  who  were  preaching  the  true  gospel. 

We  have  been  told  that,  not  too  long  ago,  while  in  the 
company  of  chiropractic  “talent,”  he  fell  and  sustained 
a dislocation  of  the  .shoulder.  Did  he  go  to  chiro- 
practors for  treatment?  Of  course  not!  He  went  to 
the  Albany  Hospital  where  the  healing  art  is  practiced 
scientifically. 

It  is  tragic  indeed  that  not  only  did  .some  of  our 
legislators  defend  and  fight  for  chiropractic  but,  in 
addition  to  this,  they  maligned  and  debased  the  medical 
profession.  A senator  from  the  western  part  of  the 
State,  disregarding  facts,  stated  that  some  of  them 
(chiropractors)  “are  better  trained  than  .some  of  the 
doctors  that  are  critizising  them.” 

Medical  Progress 

And  another  senator  from  the  City  of  New  York— the 
minority  leader — had  the  unmitigated  gall  to  announce 
that  50  per  cent  of  the  surgery  performed  by  the 
members  of  our  profession  is  unnecessary.  What  a 
dangerous  observation  to  make — without  any  founda- 
tion whatsoever — an  ill-advised  attempt  to  undermine 
the  peoples’  confidence  in  a grand  profession — in  an 
era  which  has  seen  the  greatest  medical  and  surgical 
achievements  of  all  time!  What  has  happened  to 
probity  and  truth? 

In  the  battle  to  protect  the  people,  where  were  the 
representatives  of  the  other  New  York  State  recognized 
healing  art — osteopathy — with  whom  we  have  been 
meeting?  What  was  the  stand  of  these  people  in  this 
struggle  against  quackery?  What  was  the  attitude  of 
these  gentlemen  who  are  seeking  “equal  rights”  in  the 
e3^es  of  medicine?  We  were  informed  that  they  would 
march  side  by  side  with  us  in  the  great  war  to  protect 
the  public;  but  they  were  conspicuous  by  their  absence. 
It  is  evident  that  they  defaulted. 

Education  Department 

It  was  distressing  particularly  to  learn  that  the  State 
Education  Department  of  New  York  was  an  “accessory' 
to  the  faet”;  and  had  decided  to  join  the  ranks  of  those 
who  would  license  quackerj’ — who  would  give  recogni- 
tion to  nothingness.  May  we  repeat  that  there  is  not 
one  university  in  the  United  States  that  has  a depart- 
ment or  a school  of  chiropractic.  How  can  the  State 
Education  Department  support  this  charlatanism  and 
thus  give  it  the  dignity  which  it  does  not  merit?  How 
can  they  overlook  the  fact  that  chiropractic  is  totally' 
without  scientific  basis — and  how  can  they  lower  the 
standards  of  professional  education? 

Undoubtedly,  this  decision  of  the  Department  was 
due  largely  to  the  advice  of  its  counsel,  who  has  nur- 
tured and  protected  those  who  would  invade  the  prac- 
tice of  medicine  without  the  qualifications  demanded  of 
the  doctors  of  medicine. 

Resistance  to  the  bill  did  not  come  only  from  people 
within  New  York.  There  was  a wave  of  opposition 
from  more  than  forty  states.  The  Governor,  the 
Majoritj^  Leader  of  the  Senate,  and  the  Speaker  of  the 
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Assembly  were  literally  "bombarded”  with  pleas  that 
New  York  should  not  “go  the  way  of  all  flesh.” 

hlany  of  the  “outsiders”  received  their  professional 
training  in  the  Empire  State  and  have  always  looked  to 
us  for  guidance  in  medical  matters.  New  York  has 
become  the  mecca  for  medical  education,  and  students 
and  graduates  come  to  us  from  all  over  the  world. 

How  could  the  Governor  look  askance  at  these 
recommendations? 

Some  individuals  expressed  deep  and  sincere  con- 
cern and  reported  numerous,  seriously  disturbing 
incidents  and  experiences  in  those  states  which  have 
licensed  chiropractors. 

Excerpts  from  Letters 

Here  are  a few  verbatim  excerpts  from  letters — 
most  of  which  went  directly  to  the  Governor — from  all 
parts  of  the  nation,  calling  attention  to  special  facets  of 
the  chiropractor  licensing  problems; 

“.  . . If  they  (chiropractors)  do  not  meet  the  require- 
ments set  up  by  the  laws  of  your  state  to  practice 
medicine,  I do  not  think  they  should  be  permitted  to 
treat  the  sick  and  injured.” 

“We  have  always  believed  you  (the  Governor)  to  be 
a man  of  high  ideas  who  would  not  compromise  the 
welfare  of  the  people  for  political  gain.  Therefore,  it  is 
hard  to  understand  why  you  would  favor  permitting 
imeducated  and  untrained  people  to  assume  the 
responsibility  of  life  and  health  for  the  citizens  of  your 
state.” 

“.  . . We  are  shocked  at  your  recent  stand  advocating 
the  licensure  of  chiropractors.  We  feel  that  this  type  of 
licensure  is  detrimental  to  medical  care  of  patients  and 
is  misleading  to  the  i:>ublic,  who,  because  of  the  licensure, 
would  put  their  faith  in  nonqualified  medical  practi- 
tioners.” 

“.  . . It  was  with  deep  surprise  and  total  regret  that 
I heard  that  you  (the  Governor)  were  endorsing  a bill 
in  the  New  York  Legislature  to  license  chiropractic 
practice.  Having  followed  your  international  interest 
in  good  public  health  practice,  I was  surprised  that  you 
would  recommend  to  your  Legislature  the  low  standards 
which  the  chiropractic  profession  holds.  Our  ex- 
perience in  the  State  of  Illinois  with  chiropractors 
has  been  totally  unwholesome.  They  are  a self-limited 
group  that  has  held  on  to  many  of  the  quackeries  of  the 
past.” 

Louisiana — . . We  in  Louisiana  have  always 
pointed  with  pride  to  the  State  of  New  York  as  one 
of  the  other  three  states  besides  Louisiana  which  did 
not,  in  any  way,  recognize  the  cult  of  chiropractic. 

...  In  the  1960  presidential  election  it  was  my  privilege 
to  serve  as  state  chairman  for  physicians  for  Nixon- 
Lodge.  In  all  probability,  I will  be  called  on  again  to 
head  a similar  movement  in  1964.  However,  I would 
find  it  impossible  to  contribute  and  work  for  the  election 
of  a presidential  candidate  who  has  lent  his  support 
to  furthering  the  cult  of  chiropractic.” 

Oregon — “.  . . We  in  Oregon  have  a chiropractor 
licensing  act  and  have  had  one  for  many  years.  The 
chiropractors  have  their  own  board  of  examiners  and 
police  themselves.  Even  in  a small  state  such  as 
Oregon,  this  has  ijroved  completely  unworkable  and 
incapable  of  safeguarding  the  public  health.  These 
practitioners  have  little  or  no  scientific  education.  . . .” 

“.  . . In  our  state  there  has  been  much  political 
pressure  put  on  oiir  legislators  by  the  chiropractic 
group  to  include  chiropractic  under  the  definition  of 
physician  which  would  allow  them  to  perform  all  the 
examinations  and  treatments  performed  by  physicians 
under  present  laws  and  regulations.  Should  such 
changes  be  made  in  our  legislative  code,  health  care 
would  take  a big  step  backward.  We  beg  that  you 
avoid  putting  your  state  in  the  same  potential  position. 
State  licensing  misled  a large  segment  of  the  public 


into  an  acceptance  of  chiropractic  care  as  equal  to 
medical  care  provided  by  fully  trained  physicians.” 

Virginia — “.  . . I certainly  hope  that  New  York  will 
not  make  the  same  mistake  that  Virginia  made.  As  a 
teacher  for  forty  years  in  the  University  of  Virginia 
School  of  Medicine  and  in  addition  a practicing  radi- 
ologist who  has  seen  over  a million  cases,  I beg  you  to 
do  what  you  can  to  curb  this  cultism.” 

Wisconsin — “.  . . Wisconsin  has  had  a bad  ex- 
perience because  of  such  licensure.  The  original  bill 
seemed  harmless  enough — in  fact  it  was  hoped  that 
licensure  might  limit  quackery  in  our  state.  On  the 
contrary,  once  chiropractors  got  their  foot  in  the  door, 
they  have  perennially  harassed  the  legislature  to  extend 
their  practice  privileges  at  the  expense  of  the  public.” 

Medical  Practice — “.  . . I have  had  a great  deal  to  do 
locally  wdth  w'riting  our  Medical  Practice  Act  and  our 
new  Basic  Science  Law.  I also  come  from  a state  that 
does  license  chiropractors  and  I can  tell  you  something 
of  the  serious  effects  on  the  public  health  that  derive 
from  having  such  charlatans  licensed  by  the  state  as 
members  of  the  healing  arts.  . . . Certainly,  any  state 
which  has  the  opportunity  to  keep  medical  quackery 
from  its  confines  should  do  so.” 

Grateful  for  Letters 

The  medical  profession  of  the  State  of  New  York 
is  grateful  to  our  many  friends  throughout  the  country 
who  rallied  to  our  cause.  A few  expressed  their 
belief  in  states’  rights,  but,  despite  this  opinion,  they 
took  up  the  cudgel  and  presented  their  feelings  to  a 
state  other  than  their  own. 

PUBLIC  HEARING 

In  accordance  with  our  request,  the  Speaker  held  a 
public  hearing  of  the  Rules  Committee  of  the  Assembly 
on  March  25  for  the  purpose  of  discussing  the  chiro- 
practic bill.  We  have  been  told  that  a public  hearing 
of  this  committee  is  a rarity.  Over  500  members  of 
our  Society  and  its  Auxiliary  attended. 

Medical  Authorities 

To  act  for  the  medical  profession  of  the  State  of  New 
York  and  to  fight  for  the  people,  certain  “masters” 
were  asked  to  present  our  case.  In  our  experience,  we 
have  never  seen  a greater  collection  of  fine  men  of 
medicine,  scientific  practitioners,  dedicated  physicians. 
Here  was  an  example  of  doctors  working  in  harmony — 
not  for  their  self-gain — but  for  the  welfare  of  the  public. 
Again,  it  is  impossible  to  explain  how  the  testimony  of 
the  elite  of  our  calling,  steeped  in  the  great  medical 
tradition  and  educated  in  accordance  with  the  highest 
standards,  could  be  disregarded  so  utterly. 

We  believe  that  everyone  should  know  who  these 
men  were.  Also,  we  feel  that  a short  excerpt  from  each 
of  their  talks  is  in  order. 

Excerpts  from  Testimony 

Joseph  A.  Lane,  M.D.,  President,  Medical  Society  of 
the  State  of  New  York : 

“.  . . As  you  gentlemen  know,  this  Society  represent- 
ing 24,000  doctors  in  this  State  regards  the  practice 
of  chiropractic  as  a fraud  on  the  public.  It  has  no 
scientific  basis  whatsoever.  Chiropractors  are  un- 
qualified to  diagnose  the  diseases  for  which  they  are 
applying  their  irrational  treatments.  Nevertheless, 
having  stated  this  we  intend  to  discuss  today  the 
x-ray  provisions  of  the  proposed  legislation,  since  it  is 
our  general  impression  that  the  use  of  x-rays  by  chiro- 
practors is  the  primary  subject  matter  of  this  public 
hearing.  . . . 

“Under  the  proposed  bill,  x-ray  may  be  used  for  the 
purposes  of  chiropractic  with  only  two  limitations; 
first  the  use  is  confined  to  persons  over  eighteen  years 
of  age,  and,  second,  the  area  of  exposure  shall  not 
extend  below  the  level  of  the  top  of  the  first  lumbar 
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vertebra.  These  so-called  safeguards  are  no  safe- 
guards at  all.  We  believe  that  this  portion  of  the  bill’ 
should  be  stricken  and  an  affirmative  provision  ex- 
pressly prohibiting  the  use  of  x-rays  should  be  enacted. 

“.  . . Based  on  painstaking  analyses,  the  Public 
Health  Council  of  this  State,  in  1957,  amended  the 
Sanitary  Code  to  prohibit  the  application  of  ionizing 
radiation  to  the  human  body  through  the  use  of  fluoro- 
scope,  x-ray,  or  otherwise  except  under  the  direction  of  a 
doctor  of  medicine,  an  osteopath,  and,  in  the  field  of 
their  specialty,  a dentist  or  a podiatrist. 

"The  chiropractors  challenged  the  legality  of  this 
regulation  in  a lawsuit  which  was  instituted  in  1957. 
The  referee,  a former  Chief  Judge  of  the  Court  of 
Appeals  of  this  State,  the  Appellate  Division,  and  the 
Court  of  Appeals  each  upheld  the  validity  of  the 
regulation  and  its  attendant  prohibition  against  the 
use  of  x-ray  by  chiropractors.  . . . 

“It  is  of  considerable  concern  to  us  that  the  decision  of 
the  Court  of  Appeals  handed  down  on  December  21, 
1962,  bears  directly  on  the  proposed  legislation.  The 
chiropractors,  as  their  last  legal  resort,  have  appealed 
to  the  Supreme  Court  of  the  United  States.  If  the 
present  provisions  of  this  bill  are  enacted,  it  would  seem 
that  the  Legislature  is  breaking  its  long  tradition  of 
refraining  from  enacting  legislation  which  would 
directly  affect  the  outcome  of  a pending  lawsuit. 

“Make  no  mistake  about  it,  gentlemen,  this  bill  not 
only  affects  the  outcome  but  would  directly  reverse  the 
Court  of  Appeals  of  this  State  in  a case  which  is  now  on 
appeal  to  the  Supreme  Court  of  the  United  States.” 
George  Baehr,  M.D.,  Past  President,  New  York 
Academy  of  Medicine;  Clinical  Professor  of  Medicine 
at  Columbia  University ; Chief  of  First  Medical  Service 
and  Director  of  Clinical  Research  at  Mount  Sinai 
Hospital;  Chairman  of  Public  Health  Council  of  New 
York  State : 

“.  . . Although  I am  a member  and  chairman  of  the 
State  Public  Health  Council  I should  like  it  understood 
that  I have  not  been  officially  authorized  to  speak  for 
the  Council,  although  I can  assure  you  that  every 
member  of  the  Council  regards  chiropractic  as  p.seudo- 
seientific  claptrap.  As  individuals,  I know  that  they 
would  approve  of  everything  I shall  say  about  the 
proposed  legislation,  for  it  would  wrongfully  recognize 
chiropractic  as  one  of  the  scientific  health  professions 
and  would  license  chiropractors  so  that  they  may 
legally  sell  their  ridiculous  services  to  a gullible  public. 
I sympathize  with  those  legislators  who  have  become 
tired  of  the  contuiuous  pressure  put  on  them  year  after 
year  and  can  only  end  the  pressure  by  passing  some 
bill  or  other  and  then  salving  their  conscience  with  the 
business  slogan,  ‘Let  the  buyer  beware!’  But,  gentle- 
men, this  is  a matter  of  public  health  and  of  human 
lives.  . . . 

“Paragraph  6554  in  S.  Intro.  3140  would  set  up  a 
State  Board  of  Chiropractic  Examiners  dominated  by 
chiropractors  (the  blind  leading  the  blind).  This 
board  is  then  given  great  power.  For  example,  in 
subdivision  3e  of  paragraph  6558  a licensed  chiropractor 
is  prohibited  from  using  any  diagnostic  or  therapeutic 
methods  involving  chemical  or  biological  means  or  the 
use  of  electric  devices,  but  please  note  what  follows — 
except  those  devices  approved  by  the  board  as  being 
essential  to  the  practice  of  chiropractic.  Since  the 
majority  of  the  board  are  to  be  chiropractors,  they 
could  make  a farce  of  the  prohibitions  by  arbitrarily 
approving  any  diagnostic  or  therapeutic  methods  in- 
volving chemical  or  biological  means  or  the  use  of 
electric  devices  on  the  ground  that  in  their  opinion 
such  methods  and  devices  are  essential  to  practice  of 
chiropractic.  . . 

Vincent  J.  Governali,  M.D.,  Director  of  Radiology  at 
Memorial  Hospital  at  Long  Beach,  New  York;  Con- 
sultant in  Nuclear  Medicine  at  Meadowbrook  Hospital 
in  Nassau  County : 


“.  . . X-ray  is  a most  helpful  diagnostic  tool,  vital  to 
the  preservation  of  life.  However,  for  the  use  of  x-ray 
as  a diagnostic  tool,  the  user  must  be  a completely 
trained  physican  who  is  able  to  appreciate  its  limitations 
and  values.  . . .” 

Frank  J.  Borrelli,  M.D.,  Professor  and  Chairman  of 
Department  of  Radiology  at  New  York  Medical  College ; 
Chairman  of  Isotope  Committee  and  Radiation  Officer 
at  New  York  Medical  College,  Flower  Fifth  Avenue 
Hospital,  Metropolitan  Hospital,  and  Coler  Hospital: 

“.  . . Gentlemen,  I should  like  to  quote  from  ‘Modern 
X-ray  Practice  and  Chiropractic  Spinography,’  a text 
by  P.  A.  Remier,  who  is  a chiropractor  associated  with 
the  Palmer  Chiropractic  School  in  Davenport,  Iowa. 

“This  cultist  lists  the  following  as  the  ‘Reasons  Why 
the  Chiropractor  Should  Spinograph  Every  Case’ : 

“1.  It  promotes  confidence. 

“2.  The  analysis  could  not  be  complete  or  correct 
without  the  spinograph. 

“3.  It  creates  interest  among  patients. 

“4.  It  procures  business. 

“5.  It  attracts  a better  class  of  patients. 

“6.  It  adds  prestige  in  your  community. 

“7.  It  builds  a reliable  reputation. 

“8.  It  is  an  investment  and  not  an  expense. 

“9.  It  provides  good  interest  on  your  investment. 

“10.  Its  income  makes  it  possible  to  arrange  a 
better  service. 

“11.  It  enables  one  to  care  for  more  patients  daily. 

“12.  It  helps  to  eliminate  the  so-called  starvation 
period  that  many  practitioners  go  through. 

“13.  It  disclo.ses  the  other  fellow’s  mistakes. 

“Gentlemen  of  the  Rules  Committee,  need  there  be 
any  comment  on  such  a list?” 

William  B.  Seaman,  M.D.,  Professor  and  Chairman  of 
Department  of  Radiology,  College  of  Physicians  and 
Surgeons,  Columbia  University;  Director  of  Radiation 
Service,  Presbyterian  Hospital;  Representing  New 
York  Academy  of  Medicine : 

“.  . . We  are  opposed  to  the  licensing  of  chiropractors 
because  it  would  not  adequately  safeguard  the  health 
of  the  public.  To  license  persons  to  practice  the  healing 
arts  without  assuring  the  public  that  those  persons  have 
a minimum  of  scientific  education  and  clinical  ex- 
perience is  to  assume  a grave  responsibility.  The 
indiscriminate  application  of  x-rays  to  human  beings  can 
do  excessive  harm,  especially  to  the  reproductive  cells  of 
present  and  future  generations.  This  means  an  un- 
necessary increase  in  the  number  of  mentally  defective 
and  physically  deformed  children  that  will  be  born  to 
generations  of  offspring  of  those  individuals  who  have 
had  their  ovaries  and  testes  excessively  exposed  to 
radiation.  . . 

Robert  J.  Caliban,  M.D.,  Instructor  in  Radiology  at 
University  of  Rochester  School  of  Medicine  and 
Dentistry: 

“.  . . Paragraph  7,  subdivision  3 of  section  6558 
confines  the  use  of  x-ray  to  persons  over  the  age  of 
eighteen.  This  limitation  is  obvious  admission  of  the 
potential  damaging  effects  of  radiation  to  the  reproduc- 
tive organs.  The  reproductive  organs  are  vulnerable 
to  radiation  throughout  the  reproductive  life  span  and 
injudicious  exposure  should  be  avoided  at  all  age  levels 
rather  than  to  an  arbitrary  age  level  (eighteen  years) 
which  is  more  closely  related  to  maturity  of  bone 
growth  of  the  individual  than  to  reproductive  life  span. 
Geneticists  and  radiation  biologists  repeatedly  point 
out  the  potential  hazard  of  radiation  during  pregnancy 
because  of  the  susceptibility  of  the  fetus  to  malforma- 
tions when  exposed  to  irradiation.  How  then  can  you 
accept  a bill  which  has  in  itself  an  admission  of  the 
danger  of  radiation  and  how  can  you  justify  licensing 
unqualified  individuals  to  use  such  a dangerous 
tool?  ...” 

John  F.  Roach,  M.D.,  Radiologist-in-Chief  at  Albany 
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Medical  Center  Hospital ; Professor  of  Radiology  at 
Albany  Medical  College : 

. I am  opposed  to  the  chiropractic  licensing  bill 
now  before  you  because  under  its  provisions  there 
would  result  the  promiscuous,  uncontrolled,  unneces- 
sary exposure  of  literally  thousands  of  individuals  to  the 
seriously  damaging  effects  of  x-ray.  To  say  that  x-ray 
limited  to  the  body  above  the  first  lumbar  vertebra  is 
harmless  is  sheer  nonsense.  Every  x-ray  of  any  part 
of  the  body  does  count.  Through  its  scattering  effect 
it  produces  damage  to  the  reproductive  tissues  as  well 
as  all  other  tissues  of  the  body.  As  you  know,  radia- 
tion injury  of  the  reproductive  tissue  is  handed  down 
from  generation  to  generation.  Sooner  or  later  the 
effects  which  may  at  first  be  insidious  or  even  un- 
detectable make  themselves  known  in  the  form  of 
defective  and  deformed  newborn  infants.  Indeed,  if 
radiation  to  the  gonadal  tissue  is  sufficient,  death  of  the 
unborn  child  will  result. 

“What  about  the  rest  of  the  body  which,  according 
to  the  bill  under  consideration,  would  be  subjected  to 
both  direct  and  scattered  radiation?  Would  these 
tissues  be  spared  any  injury?  Absolutely  not.  All 
tissues  of  the  body  are  affected  by  x-ray  and  if  sufficient 
radiation  is  applied  to  an  individual,  he  may  develop 
premature  aging,  leukemia  (a  form  of  blood  cancer), 
cancer  of  the  skin,  and  numerous  other  effects,  all  of 
which  are  significant  and  some  of  which  may  be 
lethal.  . . .” 

Harold  G.  Jacobson,  M.D.,  Chief  of  Division  of  Diag- 
nostic Radiology  at  Montefiore  Hospital ; Professor  of 
Clinical  Radiology  at  New  York  University  School  of 
Medicine ; Chancellor  of  American  College  of  Radi- 
ology : 

“.  . . As  a Chancellor  of  the  American  College  of 
Radiology,  I must  emphasize  the  unalterable  opposition 
of  the  College  to  the  licensing  of  any  chiropractor  or 
lay  group  in  the  use  of  radiation  for  diagnostic  or 
therapeutic  purposes.  The  Board  of  Chancellors  of  the 
American  College  of  Radiology  approved  the  following 
statement  in  February,  1962:  ‘The  training  of  the 
chiropractor  in  physics,  biology,  and  clinical  medicine 
is  inadequate  to  justify  his  use  of  penetrative  radiation 
on  humans.’  This  statement  is  self-explanatory.  . . 
Walter  T.  Murphy,  M.D.,  Director  of  Cancer  Research 
Radiology  at  Roswell  Park  Memorial  Institute;  a 
consultant  in  Radiation  at  U.S.  Veterans  Hospital 
and  Buffalo  General  Hospital ; Associate  Clinical  Pro- 
fessor of  Radiology  at  New  York  State  University 
College  of  Medicine  in  Buffalo : 

"...  Gentlemen,  as  a cancer  specialist  and  a member 
of  the  medical  profession,  I believe  the  bill  under  con- 
sideration is  a bad  bill.  No  chiropractor  approaches  in 
the  remotest  way  the  scientific  standards  of  training 
and  education  that  would  allow  him  to  make  accurate, 
scientifically  correct  judgments  as  to  when  to  take  an 
x-ray  film,  much  less  interpret  one  correctly. 

“To  interpret  lesions  of  the  vertebral  column  re- 
quires a great  amount  of  diagnostic  acumen.  There 
are  many  factors  that  can  be  involved  in  a pain  in  the 
back  or  extremities.  One  of  the  first  clinical  manife.sta- 
tions  of  many  cancers  is  pain  caused  by  a cancer  in- 
vading the  spinal  canal  and  compressing  the  spinal 
cord.  Back  pain  may  be  caused  by  a tumor  growing  in 
the  pelvis,  abdomen,  or  chest. 

“An  ordinary  x-ray  of  the  vertebral  bones,  such  as 
taken  by  chiropractors,  may  show  absolutely  nothing 
abnormal.  Special  x-ray  technics  involving  the  in- 
jection of  opaque  material  into  the  spinal  canal,  the 
large  blood  vessels  of  the  trunk,  or  the  cavities  of  the 
internal  organs  may  be  necessary  before  the  true  cause 
of  the  pain  is  found. 

“It  takes  much  medical  knowledge  and  experience  to 
decide  when  and  where  these  special  x-ray  studies 
should  be  made.  The  chiropractor  is  absolutely 
unqualified,  either  by  education  or  by  experience, 


to  make  judgments  concerning  such  serious  condi- 
tions. ...” 

Gerald  D.  Dorman,  M.D.,  Chairman,  Commission  on 
Medical  Services,  Medical  Society  of  the  State  of 
New  York;  Trustee  of  the  American  Medical 
Association : 

“.  . . Ignorance  is  no  e.xcuse  under  the  law.  Use  of 
such  a dangerous  modality  (x-ray)  which  can  neither 
be  seen  nor  felt  during  its  application  is  criminal 
neglect  in  the  hands  of  one  who  does  not  know  its  correct 
use.  There  is  no  possible  logic  in  allowing  two  different 
groups  to  set  up  tests  in  this  field.  . . . 

“If  partial  permission  were  granted  to  x-ray  only 
parts  of  the  body,  there  would  be  no  way  to  guarantee 
these  limits  would  not  be  exceeded  and  x-rays  taken 
beyond  these  areas,  u.sed  and  destroyed  before  the.\- 
could  be  inspected.  ...” 

Frank  W.  McKee,  M.D.,  Associate  Dean,  University 
of  Rochester  School  of  Medicine  and  Dentistry; 
Charles  H.  Saunders,  M.D.,  Associate  Dean,  Cornell 
University  Medical  College;  Marcus  D.  Kogel,  M.D., 
Dean,  Albert  Einstein  College  of  Medicine ; Ralph  E. 
Snyder,  M.D.,  President  and  Dean,  New  York  Medical 
College  (Dr.  Snyder  spoke  for  the  deans) : 

“The  most  valuable  resource  our  nation  has  is 
the  health  of  its  citizens.  Our  country  enjoys  the 
highest  standard  of  health  in  the  world.  The  citizens 
of  New  York  State  have  one  of  the  highest  levels  of 
health  and  medical  care  in  the  country. 

“This  standard  of  excellence  has  been  established 
because  responsible  leaders  and  citizens  in  New  York 
State  have  consistently  recognized  that  this  standard 
of  health  and  medical  care  is  the  inalienable  right  of 
every  citizen.  They  have  recognized  that  this  stand- 
ard must  be  protected  for  present  and  future  genera- 
tions. 

“The  health  needs  of  our  State  and  our  nation  cannot 
be  met  and  the  standards  of  care  constantly  improved 
in  the  absence  of  scientifically  based  education  and 
health  care.  Horse  and  buggy  thinking,  cultism, 
empiricism  have  no  place  in  modern  education  for  the 
health  professions  or  in  present  day  diagnosis  and  treat- 
ment of  human  illness.  It  has  been  argued  that  the 
practice  of  chiropractic  is  not  the  practice  of  medicine. 
The  diagnosis  and  treatment  of  human  illness — whether 
it  results  from  a specific  disease  entity  or  some  other 
pathologic  process,  or  whether  it  results  from  ‘nerve 
interference’  (whatever  that  is)  or  distortion,  mis- 
alignment, or  subluxation  of  the  vertebral  column — 
is  and  can  only  be  the  practice  of  medicine. 

“It  is  an  incredible  anachronism  that  in  an  age  when 
this  nation  leads  the  world  in  many  areas  of  scientific 
endeavor.  New  York  State  should  be  asked  to  place 
its  seal  of  approval  on  a group  of  persons  claiming  to 
be  practitioners  who  are  largely  ignorant  of  the  ac- 
cepted and  proven  science  of  health  and  disease.  Is 
there  any  great  medical  advance  which  has  stemmed 
from  chiropractic?  Is  there  one  single  human  illness 
which  any  man  here  will  testify  is  better  diagnosed  and 
treated  by  chiropractic  than  medical  science?  Can 
any  fraction  of  the  extended  life  span  of  Americans 
be  traced  to  the  contributions  of  chiropractic?  Has 
chiropractic  developed  or  discovered  any  of  the  vac- 
cines, antibiotics,  drugs,  or  hormones,  or  x-ray  or  radia- 
tion therapy  technics  which  play  such  a large  part  in 
the  treatment  of  human  illness?  If  not,  may  we  not 
reasonably  ask  what  place  this  pseudo  ‘healing  art’ 
has  in  our  fight  against  human  illness  and  suffer- 
ing? . . .” 

Albert  Jutras,  M.D.,  Professor  and  Chairman  of  De- 
partment of  Radiology,  University  of  Montreal : 

“I  am  happy  to  have  this  opportunity  to  be  here 
to  report  to  you  concerning  a visit  which  I and  a pro- 
fessor of  physiology  at  the  University  of  Laval  in 
Quebec  made  to  three  chiropractic  colleges  in  North 
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America:  The  Palmer  College  of  Chiropractic  in 

Davenport,  Iowa;  The  National  College  of  Chiro- 
practic in  Chicago;  and  The  Canadian  Memorial 
Chiropractic  College  in  Toronto.  This  visit  was  made 
at  the  request  of  the  College  of  Physicians  and  Surgeons 
of  the  Province  of  Quebec. 

“.  . . My  specific  assignment  was  to  investigate  the 
x-ray  facilities  and  the  x-ray  training  at  these 
schools.  . . . 

“To  entrust  the  health  and  life  of  citizens  to  the 
completely  unqualified  products  of  these  schools  is  to 
endanger  the  public  health.  The  visits  demonstrated 
conclusively  that  these  schools  do  not  liave  the  barest 
standards  of  education  and  training  commensurate 
with  sound  medical  practice.  . . 

Clarence  Dennis,  M.D.,  M.S.,  Ph.D.,  Professor  and 
Chairman  of  Department  of  Surgery  at  State  Uni- 
versity of  New  York  Downstate  Medical  Center; 
Surgeon-in-Chief  at  Kings  County  Hospital : 

“.  . . I left  a professorship  of  surgery  at  the  Uni- 
versity of  Minnesota  in  1951  to  become  professor  and 
chairman  of  the  Department  of  Surgery  at  State  Uni- 
versity Medical  School  in  Brooklyn.  This  change  was 
proposed  to  me  as  a challenge,  to  join  with  a full- 
time clinical  faculty  then  being  assembled  with  the 
faculty  of  the  old  Long  Island  College  of  Medicine  to 
make  the  newly  organized  State  University  School  in 
Brooklyn  an  educational  and  training  center  second  to 
none.  The  position  at  the  Medical  School  has  come  to 
carry  with  it  the  po.sition  of  surgeon-in-chief  at  Kings 
County  Hospital  as  well. 

“This  challenge  I and  my  associates  accepted  in 
1951.  It  is  my  conviction  that  the  quality  of  medical 
care  provided  in  the  New  Y'ork  metropolitan  area  has 
been  significantly  advanced  by  virtue  of  the  acceptance 
of  this  challenge.  The  State  is  currently  engaged  in 
strengthening  our  efforts  by  construction  of  a Uni- 
versity Hospital.  That  the  State  of  New  York  should 
undermine  and  weaken  all  of  this  labor  and  cost,  which 
have  been  expended  in  a struggle  toward  excellence, 
by  opening  the  doors  to  poorly  prepared  practitioners, 
is  fully  incomprehensible  to  me.  . . . 

“It  is  claimed  that  a chiropractor  is  not  practicing 
medicine,  but,  gentlemen,  whatever  it  is  called,  his 
activity  delays,  with  periods  of  manipulative  measures, 
the  arrival  of  unfortunate  patients  at  offices  or  clinics 
which  have  the  medical  personnel  and  diagnostic 
facilities  to  make  the  early  diagnosis  which  may  save 
their  lives.  . . .” 

Jeff  J.  Coletti,  M.D.,  President,  Nassau  County 
Medical  Society: 

“.  . . Numerous  arguments  have  been  raised  by 
chiropractors  to  indicate  that  they  are  well  versed 
in  the  ba.sic  sciences  and  the  clinical  sciences.  The 
faculties  of  chiropractic  schools  are  made  up  primarily 
of  doctors  of  chiropractic  and  philosophers  of  chiro- 
practic. No  reputable  doctor  of  medicine  teaches  in 
a school  of  chiropractic.  From  whom,  then,  would 
the  chiropractor  learn  all  there  is  to  know  about  the 
recognition  and  the  treatment  of  all  the  diseases  that 
man  is  heir  to,  if  he  cannot  be  instructed  by  a doctor 
of  medicine,  or  if  he  has  never  had  the  opportunity  to 
dissect  the  human  body  or  to  be  exposed  to  the  practical 
clinical  and  bedside  teaching  which  a medical  school 
and  a hospital  provide  and  demand  of  the  doctor  of 
medicine?  . . .” 

Milton  Helpern,  M.D.,  Chief  Medical  Examiner  of  the 
City  of  New  York;  Chairman  and  Professor  of  the 
Department  of  Forensic  Medicine  at  New  York  Uni- 
versity School  of  Medicine : 

“.  . . The  teachers,  research  workers,  and  practi- 
tioners of  medicine  reject  the  so-called  principle  on 
which  chiropractic  is  ba.sed  and  correctly  and  bluntly 
label  it  a fraud  and  hoax  on  the  human  race  .... 

"The  anatomic  and  physiologic  relationship  between 
the  spine  and  the  spinal  cord  and  its  nerves,  and  their 


vulnerability  to  injury  and  disease  are  known*  to  all 
physicians.  Such  conditions  are  diagnosed  for  what 
they  are  only  after  careful  study  of  the  entire  patient 
which  the  physician  by  long  training  is  equipped  to  do, 
and  by  exclusion  of  other  subtle  or  obvious  diseases 
or  injuries  elsewhere  in  the  body  which  may  have 
manifestations  suggesting  or  pointing  to  spinal  in- 
volvement. He  does  not  proceed  with  the  premise 
that  the  spine  is  the  first  likely  source  of  trouble  and 
the  only  place  that  requires  treatment.  There  are 
many  serious  medical  and  surgical  conditions  of  the 
spine  and  .spinal  cord  which  evoke  severe  or  mild  symp- 
toms which  can  only  be  diagnosed  after  a most  careful 
■study.  Treatment  depends  on  accurate  diagnosis  if  it 
is  not  to  prove  harmful. 

"By  licensing  chiropractors,  there  is  a tacit  ac- 
ceptance of  the  principle  under  which  they  operate, 
that  spinal  impingement  on  spinal  nerves  is  the  cause 
of  most  medical  ills.  Licensure  will  only  encourage 
and  provide  legal  sanction  for  chiropractors  to  meddle 
and  encroach  upon  the  province  of  medical  diagnosis 
and  treatment  which  they  are  not  equipped  to  do  and 
intricacies  of  which  they  are  not  even  aware.  The 
cult  of  chiropractic  is  based  on  scientific  ignorance  and 
•should  never  hav'c  been  foisted  on  the  public.  It 
.should  not  be  further  elevated  by  official  licensure. 
It  cannot  be  redeemed  for  it  has  no  scientific  basis.  . . . 

"...  I again  call  attention  to  the  recent  case  of  the 
chiropractor  in  California  where  licensure  of  chiro- 
practic exi.sts  and  chiropractors,  because  they  are 
licensed,  enjoy  considerable  more  standing  with  the 
un.suspecting  i)ul)Iic  than  they  do  in  New  York.  This 
chiropractor  in  California  convinced  the  parents  of  a 
young  child  .suffering  from  an  operable  malignant 
tumor  of  the  eye  to  remove  the  child  from  the  hos- 
pital and  place  it  under  his  care,  convincing  the  parents 
that  he  could  cure  the  child  by  chiropractic  manipula- 
tion and  vitamin  pills  and  that  surgery  was  unnecessary. 
The  child  .subsequently  died  of  the  malignant  tumor 
which  grew  and  spread  rapidly.  Assistant  District 
.Attorney  .John  Miner  of  Los  .Angeles  County  prosecuted 
this  chiropractor  and  obtained  a felony  murder  convic- 
tion. Licensing  chiropractors  and  dignifying  their 
spurious  activity  as  a j)rofession  will  only  encourage 
more  of  such  cases,  and  chiropractors  will  become  in- 
creasingly bold  in  attempting  to  diagnose  and  then 
always  to  treat  with  their  own  manipulative  methods 
of  spine  adjustment  every  patient  who  consults  them 
with  whatever  ailments  they  may  have.  . . .” 

Vote  of  Legislators 

This  “evidence”  presented  to  the  Rules  Committee 
of  the  Assembly  was  of  no  av'ail.  On  March  27,  the 
bill  was  passed  in  the  Senate — 35  ayes  and  20  nays. 
On  March  29,  an  amendment  calling  for  the  prohibi- 
tion of  x-ray  was  put  to  a vote  in  the  Assembly  and 
was  defeated  77  to  59.  On  that  same  afternoon,  the 
bill  to  license  chiropractors  was  passed  by  the  Assembly 
99  to  39. 

For  the  information  of  those  interested  in  public 
health  and  the  welfare  of  our  people,  see  Figure  1 for 
the  recorded  vote  of  each  senator  and  assemblyman. 
We  would  recommend  that  you  mark  well  these  names 
and  file  them  away  for  future  reference.  Most  of  these 
men  will  come  up  for  re-election  during  November  of 
1904. 

Governor’s  Message 

During  the  public  hearing  of  the  Rules  Committee 
of  the  Assembly,  the  Governor  transmitted  a message 
which  was  read  to  the  committee.  “Legislative 
specialists”  tell  us  that  such  communications  usually 
are  not  transmitted  during  an  impartial  hearing. 

This  message  contained  misinformation,  half  truths, 
and  innuendos — which  were  refuted  by  the  president  of 
our  Society  almost  immediately.  Evidently  this  was 
an  attempt  on  the  part  of  the  Governor  to  justify  his 
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ASSEMBLY 


• SENATE 

Voted  Against  the  Chiropractic  Bill 

OWEN  M.  BEGLEY  — Schoharie, 
Schenectady 

JEREMIAH  B.  BLOOM  — Kings 
E.  OGDEN  BUSH  — Delaware,  Greene, 
Sullivan,  Ulster 

EARL  W.  BRYDGES  — Niagara 
BARBER  B.  CONABLF,  JR.  — Livingston, 
Orleans,  Wyoming,  Genesee 
Wll  LIAM  F.  CONDON  — Westchester 
WALTER  E.  COOKE  — Kings 
GEORGE  W.  CORNELL  — Westchester 
D.  CLINTON  DOMINICK,  III  --  Orange, 
Rockland 

THOMAS  A.  DUFFY  — Queens 
JULIAN  B.  ERWAY  — Albany 
SAMUEL  L.  GREENBERG  — Kings 
LEIGHTON  A.  HOPE  — Madison,  Cortland, 
Chenango,  Otsego 
SIMON  J.  LIEBOWITZ  — Kings 
ROBERT  C.  McEWEN  — Clinton,  Franklin, 
St.  Lawrence 

GEORGE  R.  METCALF— Cayuga,  Tompkins, 
Tioga 

JEREMIAH  J.  MORIARTY  — Chautauqua, 
Cattaraugus 

GEORGE  EUSTIS  PAINE  — Essex, 
Saratoga,  Warren 
EDWARD  J.  SPENO  — Nassau 
JEROME  L.  WILSON  — New  York 


Voted  For  the  Chiropractic  Bill 

VMRREN  M.  ANDERSON  — Broome 
ELISHA  T.  BARRETT  — Suffolk 
ALBERT  BERKOWITZ  — Renssaeler, 
Washington 

ABRAHAM  BERNSTEIN  — Bronx 
JACK  E.  BRONSTON  — Queens 
WILLIAM  T.  CONKLIN  — Kings 
RICHARD  T.  COOKE  — Erie 
HENRY  M,  CURRAN  — Nassau 
FRANK  J.  GLINSKI  — Erie 
ERNEST  I.  HATFIELD  — Columbia, 
Dutchess,  Putnam 
JOHN  J.  HUGHES  — Onondaga 
HARRY  KRAF — Bronx 
THOMAS  LAVERNE  — Monroe 
NORMAN  F.  LENT  — Nassau 
EDWARD  S.  LENTOL  — Kings 
THOMAS  J.  MACKELL  — Queens 
WALTER  J.  MAHONEY  — Erie 
GUY  JAMES  MANGANO  — Kings 
JOHN  J.  MARCHI  — Kings 
JOSEPH  E,  MARINE  — Bronx 
JOHN  R.  MARRO  — New  York 
HUNTER  MEIGHAN  — Westchester 
MacNEIL  MITCHELL  — New  York 
IRVING  MOSBERG  — Queens 
MANFRED  OHRENSTEIN  — New  York 
DUTTON  S.  PETERSON  — Wayne,  Seneca, 
Yates,  Ontario,  Schuyler 
FRANK  J.  PINO  — Kings 
WILLIAM  ROSENBLATT  — Kings 
LAWRENCE  M.  RULISON  — Onondaga 
WILLIAM  T,  SMITH  — Steuben,  Chemung 
SEYMOUR  R.  THALER  — Queens 
FRANK  E.  VAN  LARE  — Monroe 
WALTER  VAN  WIGGEREN  — Fulton, 
Hamilton,  Herkimer,  Montgomery 
IVAN  WARNER  — Bronx 
JAMES  L.  WATSON  — New  York 
HENRY  A.  WISE  — Lewis,  Jefferson, 
Oswego 

JOSEPH  ZARETSKI  — New  York 


Did  Not  Vote 

FRED  J.  RATH  — Monroe 


Voted  Against  the  Chiropractic  Bill 

VINCENT  P.  ARNONE  — Erie 
UAMIFL  BF.CKFR  — Oratrge 
JERRY  W BLACK  — Schuyler 
JOHN  ROBERT  BROOK  — New  York 
WILLIAM  S.  CALLI  — Oneida 
DONALD  A.  CAMPBELL  — Montgomery 
PHILIP  R.  CHASE  — Onondaga 
MRS.  CONSIANCC  E.  COOK  — Tompkins 
DON  0.  CUMMINGS  — Allegany 
ERNEST  CURTO  — Niagara 
DWIGHT  N.  DUDO  — Lewis 
ROBERT  J.  FEINBERG  — Clinton 
WILLIAM  J.  FERRALL  — Kings 
JOSEPH  C.  FINLEY  — Wayne 
LOUIS  H.  FOLMER  — Cortland 
STEPHEN  R.  GRECO  — Erie 
FRANCIS  J.  GRIFFIN  — Erie 
VERNER  M.  INGRAM  — St.  Lawrence 
GRANT  W.  JOHNSON  — Essex 
JOHN  E.  JOHNSON  — Genesee 
ROBERT  F.  KELLY  — Kings 
CLARENCE  D.  LANE  — Greene 
LUIGI  R.  MARANO  — Kings 
L.  RICHARD  MARSHALL  — Chemung 
GUY  L.  MARVIN  — Chenango 
FRANCIS  P.  McCLOSKEY  — Nassau 
HYMAN  E.  MINTZ  — Sullivan 
HAROLD  L.  PEET  — Wyoming 
HAYWARD  H.  PLUMADORE  — Franklin 
ROBERT  WATSON  POMEROY  — Dutchess 
RUSSELL  SELKIRK  — Schoharie 
WILLIS  H.  STEPHENS  — Putnam 
FRANK  TORRES  — Bronx 
ANTHONY  J.  TRAVIA  — Kings 
MAX  M.  TURSHEN  — Kings 
GEORGE  E.  VAN  COTT  — Westchester 
STANLEY  L.  VAN  RENSSELAER  — 
Saratoga 

OR  IN  S.  WILCOX  — Jefferson 
JOSEPH  R.  YOUNGLOVE  — Fulton, 
Hamilton 


Voted  For  the  Chiropractic  Bill 

MELVILLE  E.  ABRAMS  — Bronx 
WILLIAM  E.  ADAMS  — Erie 
HAROLD  H.  ALTRO  — Nragara 
EDWARD  J.  AMANN,  JR.  — Richmond 
CHRISTIAN  H.  ARMBRUSTER  — 
Westchester 

BERTRAM  L.  BAKER  — Kings 
ANTHONY  BARBIERO  — Nassau 
RICHARD  J.  BARTLETT  — Warren 
ROBERT  M.  BLAKEMAN  — Nassau 
ALBERT  H.  BLUMENTHAL  — New  York 
WILLIAM  C.  BRENNAN  — Queens 
IRWIN  BROWNSTEIN  — Kings 
MICHAEL  J.  CAPANEGRO  — Queens 
GEORGE  A.  CINCOTTA  — Kings 
HAROLD  W.  COHN  — Kings 
JOSEPH  R.  CORSO  — Kings 
FRANK  P.  COX  — Albany 
EDWARD  F.  CRAWFORD  — Oswego 
PAUL  J.  CURRAN  — Kings 
THEODORE  D.  DAY  — Seneca 
LOUIS  F.  DeSALVIO  — New  York 
LLOYD  E.  DICKENS  — New  York 
DANIEL  S.  DICKINSON,  JR.  — Broome 
JOSEPH  J.  DOWD  — Kings 
WILLARD  C.  DRUMM  — Columbia 
PERRY  B.  DURYEA,  JR.  — Suffolk 
JOSEPH  F.  EGAN  — Schenectady 
FRED  W.  EGGERT  — Bronx 
P.  BOICE  ESSER  — Westchester 
EDWIN  J.  FEHRENBACH  — Nassau 
BURTON  M.  FINE  — Bronx 
J.  LEWIS  FOX  — Queens 
ANTHONY  B.  GIOFFRE  — Westchester 
J.  EUGENE  GODDARD  — Monroe 


NOAH  GOLDSTEIN  — Kings 
BERNARD  G.  GORDON  — Westchester 
PAUL  B.  HANKS,  JR.  — Monroe 
JAMES  F.  HASTINGS  — Cattaraugus 
ROBERT  HATCH,  JR.  — Onondaga 
ALBERT  J.  HAUSBECK  — Erie 
BURTON  HECHT  — Bronx 
CHARLES  D.  HENDERSON  — Steuben 
DOUGLAS  HUDSON  — Rensselaer 
PRESCOTT  B.  HUNTINGTON  — Suffolk 
GEORGE  L.  INGALLS  — Broome 
THOMAS  RUSSELL  JONES  — Kings 
DANIEL  M.  KELLY  — New  York 
JOHN  E.  KINGSTON  — Nassau 
JEROME  KRETCHMER  — New  York 
EDWARD  A.  KURMEL  — Kings 
THOMAS  V.  LA  FAUCI  — Queens 
LEO  A.  LAWRENCE  — Herkimer 
ALFRED  D.  LERNER  — Queens 
MURRAY  LEWINTER  — Bronx 
JOHN  B.  LIS  — Erie 
RICHARD  C.  LOUNSBERRY  — Tioga 
A.  BRUCE  MANLEY  — Chautauqua 
OREST  V.  MARESCA  — Ne  wYork 
JEROME  W.  MARKS  — New  York 
JOHN  G.  McCarthy  — Suffolk 
JOHN  J.  S.  MEAD  — Westchester 
GEORGE  M.  MICHAELS  — Cayuga 
FERDINAND  J.  MONDELLO  — Bronx 
LAWRENCE  P.  MURPHY  — Kings 
JOSEPH  F.  X.  NOWICKI  — Rockland 
WILLIAM  F.  PASSANNANTE  — New  York 
BERTRAM  L.  PODELL  — Kings 
FRED  W.  PRELLER  — Queens 
MARTIN  M.  PSATY  — Queens 
JOSE  RAMOS  LOPEZ  — New  York 
CARLOS  M.  RIOS  — New  York 
S.  WILLIAM  ROSENBERG  — Monroe 
LUCIO  F.  RUSSO  — Richmond 
MRS.  A.  B.  RYAN  — Bronx 
JOHN  J.  RYAN  — Kings 
JULES  G.  SABBATINO  — Queens 
JOHN  T.  S.ATRIALE  — Bronx 
ANTHONY  P.  SAVARESE,  JR.  — Queens 
JEROME  SCHUTZER  — Bronx 
MARK  T.  SOUTHALL  — New  York 
STANLEY  STEINGUT  — Kings 
CHARLES  F.  STOCKMEISTER  — Monroe 
DONALD  J.  SULLIVAN  — Bronx 
PAUL  L.  TALBOT  — Otsego 
PAUL  REED  TAYLOR  — Yates 
JOHN  H.  TERRY  — Onondago 
HAROLD  I.  TYLER  — Madison 
WILSON  C.  VAN  DUZER  — Orange 
JULIUS  VOLKER  — Erie 
LOUIS  WALLACH  — Queens 
JOHN  J.  WALSH  — New  York 
FREDERICK  L.  WARDER  — Ontario 
ALONZO  L.  WATERS  — Orleans 
MOSES  M.  WEINSTEIN  — Queens 
ROBERT  E.  WHELAN  — Queens 
KENNETH  R.  WILLARD  — Livingston 
KENNETH  L.  WILSON  — Ulster 
PAUL  A.  WORLOCK  — Oneida 
LEONARD  E.  YOSWEIN  — Kings 


Did  Not  Vote 

LAWRENCE  E.  CORBETT,  JR.— Washington 

LOUIS  KALISH  — Kings 

JOSEPH  KOTTLER  — Kings 

ALFRED  A.  LAMA  — Kings 

MRS.  DOROTHY  BELL  LAWRENCE  — 

Nev/  York 

HARVEY  M.  LIFSET  — Albany 
EDWYN  E.  MASON  — Delaware 
MICHAEL  G.  RICE  — Queens 
FRANK  G.  ROSSETTI  — New  York 
WILLIAM  SADLER  — Erie 
JOSEPH  F.  CARLINO  — Nassau 


FIGURE  I.  Recorded  vote  of  Senate  and  Assembly  on  chiropractic  bill. 
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actions  in  the  preparation  and  sponsoring  of  the  bill 
to  license  chiropractic. 

Later,  copies  of  His  Excellency’s  message  were  sent 
by  him  to  the  doctors  in  New  York  State  and  elsewhere, 
following  which  we  notified  all  concerned  that  the 
Governor’s  pronouncements  should  “be  taken  with  a 
grain  of  salt”  and  that  an  analysis  of  his  assertions 
would  be  forthcoming  By  now,  this  document  should 
be  in  your  hands. 

Contrary  To  Fact 

Suffice  it  to  say  here  that  statements  such  as  “rep- 
resentatives of  the  Medical  Society  and  Osteopathy 
Society  expressed  no  concern  with  its  licensing  and 
regulatory  provisions”  and  “representatives  of  the 
State  Medical  Society,  including  some  of  its  officers, 
were  consulted  and  participated  in  the  preparation  of 
the  Peterson-Rules  Committee  bill  at  every  stage  of 
its  development” — are  contrary  to  the  fact!  ! ! 

At  our  meeting  with  the  Governor  and  at  conferences 
with  his  counsel  and  assistant  counsel,  we  repeated 
time  after  time  that  we  could  not,  under  any  circum- 
stances, condone  the  licensing  of  chiropractors. 

Our  president,  the  chairman  of  our  Legislation  Com- 
mittee, and  this  reporter,  at  every  turn,  in  no  uncertain 
terms  expressed  strong  opposition  to  any  recognition  of 
this  cultism. 

Bill  Never  Accepted 

No  official  of  our  Society,  including  the  Executive 
Vice-President,  ever  accepted  the  “licensing  and 
regulatory  provisions”  as  outlined  in  the  Governor’s 
bill.  Much  to  our  dismay  we  soon  learned  that  he 
and  his  staff  were  committed  to  the  licensure  of  quack- 
ery! 

The  chiropractors  knew  that  the  public  hearing  would 
result  in  a recommendation  that  they  be  licensed. 

In  the  same  release  mentioned  before,  which  was 
given  to  the  press  one  hour  before  the  public  hearing 
began,  there  was  this  comment — “After  lengthy 
hearings,  including  the  examination  of  many  medical 
doctors,  the  Joint  Committee  (what  is  meant  here  is 
that  there  were  representatives  of  the  Rules  Com- 
mittee and  the  Ways  and  Means  Committee  pre.sent) 
came  to  the  conclusion  that  the  health  and  welfare  of 
the  pubUc  would  best  be  protected  by  the  licensure  of 
chiropractic.”  How  did  the  chiropractors  know  so 
early  in  the  morning  that  their  cause  would  triumph? 
In  addition  to  their  spinal  manipulative  maneuvers, 
do  they  have  clairvoyant  powers? 

Physicians  Informed 

During  the  legislative  session,  we  tried  to  keep  every 
physician  informed  of  the  progress  in  Albany.  When  it 
appeared  certain  that  we  would  have  “trouble”  with 
the  chiropractic  bill,  we  started  to  transmit  pertinent 
material  to  everyone  concerned — by  mail,  telegraph, 
and  telephone — beginning  with  our  Newsletter — “The 
Light  Is  Going  Out  in  New  York  State.” 

Communications  Sent 

Many  communications  were  transmitted  to:  the 

presidents,  secretaries,  executive  secretaries,  legislation 
chairmen  of  county  medical  societies;  each  senator  and 
as.semblyman  (individual  letters);  over  3,000  medical 
colleagues  and  friends  throughout  the  country;  every 
phy.sician  in  New  York  State;  editors  of  newspapers, 
and  the  Governor.  Some  of  these  people  were  con- 
tacted three  or  four  or  more  times. 

On  April  8,  we  sent  a letter  of  appreciation  to  every 
legislator  who  had  voted  against  the  bill  to  license 
chiropractic. 

People’s  Fight 

Throughout  this  report,  we  have  stressed  one  theme — 
that  this  was  not  a struggle  for  the  self-aggrandizement 


of  the  doctor  oJ  medicine.  This  was  the  people’s 
fight. 

There  will  be  no  vindictiveness  on  our  part. 

The  shame  of  what  took  place  in  Albany  will  lie 
with  those  who  “pull  the  strings.”  We  regret  only  that 
many  folks  will  be  duped  and  lulled  into  a sense  of  false 
security.  They  wall  consult  chiropractors  more  than 
ever  because  this  practice  is  now  legalized — and,  too 
often,  the  relatives  will  become  desperate  and  even- 
tually the  cases  will  come  to  our  attention  for  scientific 
care  and  proper  alleviation  of  suffering. 

Spirit  of  Dedication 

In  accordance  with  the  traditions  of  our  profession 
and  in  keeping  vath  the  marvelous  accomplishments  of 
the  scientists  in  the  laboratories  and  the  physicians  in 
their  clinical  departments,  we  will  examine,  we  will 
diagnose,  and  we  will  treat  all  types — the  weak  and 
the  strong,  the  able  and  the  incompetent,  regardless 
of  race,  creed,  national  origin,  or  political  affiliation. 
The  medical  profession  will  continue  its  spirit  of  dedica- 
tion. 

William  Osier 

We  are  reminded  of  what  William  Osier  had  to  say 
almost  seven  decades  ago — as  reported  in  Harvey 
Cushing’s  The  Life  of  Sir  William  Osier. 

At  a ceremony  in  which  new  medical  buildings  were 
dedicated  at  McGill  University  in  Montreal — in 
January  of  1895 — the  great  disciple  of  the  superb 
bedside  manner — in  an  address  “Teaching  and  Think- 
ing— The  Two  Functions  of  a Medical  School” — made 
these  sage  observations : 

“ ’Tis  no  idle  challenge  which  we  physicians  throw 
out  to  the  world  when  we  claim  that  our  mission  is  of 
the  highest  and  of  the  noblest  kind,  not  alone  in  curing 
disease  but  in  educating  the  people  in  the  laws  of 
health,  and  in  preventing  the  spread  of  plagues  and 
pe.stilences;  nor  can  it  be  gainsaid  that  of  late  years 
our  record  as  a body  has  been  more  encouraging  in  its 
practical  results  than  those  of  the  other  learned  pro- 
fessions. Not  that  we  all  live  up  to  the  highest  ideals, 
far  from  it — we  are  only  men.  But  we  have  ideals, 
which  means  much,  and  they  are  realizable,  which 
means  more.  Of  course  there  are  Gehazis  among  us 
who  serve  for  shekels,  whose  ears  hear  only  the  lowing 
of  the  oxen  and  the  jingling  of  the  guineas,  but  these  are 
exceptions;  the  rank  and  file  labour  earnestly  for  your 
good,  and  self-.sacrificing  devotion  to  your  interests 
animates  our  best  work.” 


Section  15  {see  149,  153,  Report  63-J 

154,  156,  163,  165) 

Supplementary  Report  of  the 
Committee  on  Public  Health  and  Education 

To  the  House  of  Delegates,  Gentlemen: 

Aging  and  Nursing  Homes.  The  Subcom- 
mittee on  Aging  and  Nursing  Homes  has  dis- 
cussed the  possibihty  of  promoting  screening  pro- 
grams to  cover  several  diseases  rather  than,  as  at 
present,  attempting  to  detect  one  disease  at  a 
time  (glaucoma,  diabetes,  cancer,  and  so  forth). 
It  is  felt  that  time,  energy,  and  money  would  be 
conserved  in  this  way  and  more  remediable  dis- 
eases might  be  detected  at  an  early  stage. 

This  subcommittee  also  has  been  active  in 
promoting  accreditation  standards  for  nursing 
homes.  At  present  it  is  awaiting  the  report  on 
the  activities  of  the  joint  committee  of  the  Amer- 
ican Medical  Association  and  the  American 
Nursing  Home  Association. 

Cancer.  The  Subcommittee  on  Cancer  passed 
a resolution  in  regard  to  cigeu'et  smoking.  It 
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was  submitted  to  the  Council  and  ^ts  introduction 
to  the  House  of  Delegates  was  voted. 

Heart  Disease.  The  Subcommittee  on  Heart 
Disease  also  approved  the  resolution  on  cigaret 
smoking. 

The  Resuscitation  Progi'am  as  of  May  1 has 
reached  1,061  physicians  in  the  upstate  area,  915 
in  the  submban  area  around  New  York  City, 
and  330  in  New  York  City.  Total  number  of 
courses  given  throughout  the  State  were  109,  to- 
tal number  of  physicians  attending  2,306,  and 
total  personnel  attending  3,594.  Upstate  is  al- 
most complete,  the  suburban  area  is  75  per 
cent  complete,  and  the  New  York  City  pro- 
gram wUl  continue  at  least  until  June  1. 

Physical  Medicine  and  Rehabilitation.  The 
Physical  Medicine  and  Rehabilitation  Subcom- 
mittee has  suggested  that  the  following  recom- 
mendations might  be  adopted  by  the  State 
Health  Department  for  new  rehabihtation  cen- 
ters which  are  neither  primary  nor  secondary: 

(1)  There  should  be  development  grants  of  not 
more  than  $15,000  initially  for  one  year  and  not 
to  exceed,  after  review,  more  than  three  years; 

(2)  the  hospitals  wherein  these  centers  would  be 
located  should  be  in  areas  not  conveniently 
served  by  primary  or  secondary  rehabilitation 
centers;  (3)  services  should  be  provided  on  in- 
patient and  outpatient  basis;  (4)  the  person  in 
charge  of  the  unit  should  be  on  the  Health  Depart- 
ment’s Specialist  Roster;  (5)  the  funds  would 
beused  primarily  for  personnel.  This  was  received 
favorably,  and  we  hope  it  will  be  approved. 

Public  Health  and  Education.  Ray  E.  Trus- 
sed, M.D.,  proposed  to  the  Public  Health  and 
Education  Committee  that  the  methodology  for 
assessing  the  quahty  of  medical  care  is  not  en- 
tirely satisfactory.  The  necessity  for  good  audits 
in  many  areas  is  becoming  apparent.  He  re- 
quested endorsement  of  a proposed  study  of 
auditing  methods  by  the  Columbia  Univereity 
School  of  Public  Health.  The  committee  ap- 
proved this  request  and  referred  it  to  the  Council 
which  approved  it  in  principle  with  deletion  of 
one  portion  that  “the  personnel  employed  in  this 
research  could  then  form  the  nucleus  for  the  de- 
velopment of  continuing  medical  audits  on  a re- 
gional basis  under  the  auspices  of  the  hospital 
councils.” 

MUton  Helpern,  M.D.,  Chief  Medical  Ex- 
aminer of  the  City  of  New  York  and  president  of 
the  Medical  Society  of  the  County  of  New  York, 
has  offered  to  conduct  a symposium  on  “Forensic 
Medicine”  in  New  York  City  this  summer  for 
coroners,  medical  examiners,  and  forensic  pathol- 
ogists. This  will  be  a joint  project  of  the  Chief 
Medical  Examiner  of  the  City  of  New  York,  the 
Department  of  Forensic  Medicine  of  New  York 
University  Post-Graduate  Medical  School,  and 
the  Medical  Societies  of  the  State  of  New  York 
and  the  County  of  New  York.  The  Committee 
on  Public  Health  and  Education  is  very  grateful 
to  Dr.  Helpern  for  this  offer.  It  is  hoped  that 
additional  courses  will  be  offered  later. 

Mental  Hygiene.  The  Ad  Hoc  Committee  on 
Psychiatry  for  the  Nonpsychiatric  Physician 
reviewed  the  efforts  for  expansion  of  this  pro- 
gram. It  noted  that  programs  are  now  given  in 


Kings,  Nassau,  Bronx,  St.  Lawrence,  Albany, 
Onondaga,  and  Monroe  Counties.  The  com- 
mittee felt  that  more  work  remained  to  be  done 
and  proposed  to  continue  its  work. 

It  reviewed  the  impact  of  the  Colloquium  held 
Mai'ch  16,  1963,  sponsored  by  the  Medical  So- 
ciety of  the  Coimty  of  Kings,  the  Kings  County 
Chapter  of  the  American  Academy  of  General 
Practice,  and  the  Brooklyn  Psychiatric  Society, 
with  the  assistance  of  the  Medical  Society  of  the 
State  of  New  York.  The  committee  felt  much 
was  accomplished  by  this  meeting  and  that  simi- 
lar sessions  should  be  held  once  or  twice  a year. 

The  committee  called  attention  to  the  new  law 
which  changes  admission  procedures  to  State 
mental  hospitals.  It  recommended  a short  ar- 
ticle be  published  in  the  New  York  State  Jour- 
nal OF  Medicine  describing  the  new  situation. 
The  editor  of  the  Journal  agreed. 

Continuing  {Postgraduate)  Education.  The 
Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation,  through  Franklyn  B.  Amos, 
M.D.,  of  the  State  Health  Department,  and  your 
chairman,  is  negotiating  with  the  United  States 
Department  of  Health,  Education,  and  Welfare 
to  obtain  funds  for  an  extensive  study  of  present 
methods  of  continuing  postgraduate  education 
and  plans  for  improving  these  methods.  It  is 
hoped  that  this  will  be  successful. 

Comment.  Yom*  chairman  is  sorry  to  report 
that  Miss  Susan  V.  Baker,  administrative  assist- 
ant, and  Miss  Dorothy  KeUeher,  the  editor  of 
What  Goes  On,  have  resigned.  They  have  been  a 
tower  of  strength  in  the  department  and  are  a 
great  loss.  Fortunately,  Miss  Gretchen  Wunsch 
of  the  Communications  Department  has  been  as- 
signed to  fill  Miss  Baker’s  position.  With  her 
capabilities  and  her  long  experience  with  the 
Medical  Society,  she  is  proving  a very  strong  as- 
sistant dii’ector.  We  have  also  been  extremely 
lucky  in  having  Mrs.  Evelyn  Clark  of  the  Com- 
munications Department  assigned  to  edit  What 
Goes  On  in  addition  to  assisting  in  editing  the 
Newsletter.  At  this  time  the  office  is  functioning 
very  well. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 

Section  16  {see  195)  Report  63-K 

Supplementary  Report  of  the 
Committee  on  Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  a report  on  F ederal  legislation 
submitted  by  your  vice-chairman  who  has  di- 
rected this  area  of  our  program. 

Since  the  last  session  of  the  House,  we  have 
carried  on  numerous  activities,  particulaily  con- 
cerning our  Society’s  opposition  to  the  King- 
Anderson  Bill  (H.R.  4222)  of  1962  and  King- 
Anderson  Bill  (H.R.  3920)  of  1963.  Among 
these  projects  were  the  following: 

1.  Operation  Counter-Attack.  This  program 
was  originally  launched  in  late  1961  for  the  pur- 
pose of  preventing  the  enactment  of  the  King- 
Anderson  Bill.  Since  the  last  session  of  the 
House,  this  program  has  been  continued  and  in- 
tensified. Basically,  it  involved  five  fields  of  ac- 
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tivity:  (1)  contacting  congiessmen,  (2)  animat- 
ing speaker’s  bureaus,  (3)  conducting  advertis- 
ing campaigns,  (4)  enlisting  the  support  of  allied 
groups,  and  (5)  requesting  the  support  of  the 
Woman’s  Auxiliary. 

In  order  to  effectuate  this  five-point  plan  of  ac- 
tion, many  activities  were  undertaken  as  follows: 

Many  communications  were  sent  to  ke^ 
county  medical  society  officials  alerting  them  to 
the  extreme  urgency  of  the  situation,  particu- 
larly because  of  the  congi'essional  elections  of 
1962.  Materials  were  mailed  to  these  societies 
and  to  individuals  who  requested  them.  Presi- 
dent John  M.  Galbraith  sohcited  the  support  of 
almost  100  major  allied  organizations  in  our 
fight  to  prevent  the  enactment  of  this  proposed 
law.  Representative  Thomas  B.  Curtis,  aggres- 
sive foe  of  the  bill,  addressed  our  1962  annual 
dinner  in  an  attempt  to  obtain  favorable 
publicity  a few  days  prior  to  President 
Kennedy’s  appearance  at  Madison  Square 
Gaiden  for  the  purpose  of  gaining  support  for 
his  plan.  Copies  of  articles  and  county  society 
publications  also  were  distributed  throughout 
the  State. 

Direct  communications  were  maintained 
with  our  congressmen  and  senators  thi'ough  the 
mails.  For  example,  an  excellent  editorial 
supporting  our  views,  which  appeared  in  The 
Daily  News,  was  sent  to  the  members  of  the 
Senate  Finance  Committee  and  the  House  Ways 
and  Means  Committee.  At  that  time  both 
gi'oups  were  evaluating  H.R.  4222.  Copies 
also  went  to  New  York  State  representatives 
and  senators.  Incidentally,  a full-page  article 
favorably  disposed  towards  our  views  appeared 
in  The  Daily  News  after  consultation  with  our 
Communications  Department. 

The  two  resolutions  pertaining  to  H.R.  4222 
passed  by  the  1962  session  of  the  House  were 
mailed  to  all  county  medical  societies  with  an 
urgent  plea  for  strong  immediate  implementa- 
tion at  the  county  level. 

One  of  our  most  potent  weapons  has  been  the 
Newsletter.  Practically  every  issue  has  carried 
articles  on  the  subject  as  a means  of  stimulating 
action  by  the  county  medical  societies.  Materials 
and  concrete  suggestions  for  action  were  spelled 
out.  Special  messages  such  as  “Doctor — The 
Life  of  American  Medicine  is  at  Stake!”  and 
“Why  Representative  Derounian  Opposes  H.R. 
4222”  were  featured  in  the  publication.  Opera- 
tion Counter-Attack’s  specific  projects  were 
stressed  time  and  again.  Order  blanks,  which 
resulted  in  a great  number  of  requests  for 
literature,  appeared  in  many  issues. 

Your  vice-chairman  commends  the  editor  of 
the  Newsletter  and  his  staff  for  the  contribution 
this  excellent  publication  made  to  our  success- 
ful campaign  against  the  King-Anderson  Bill. 

2.  Operation  Hometown.  As  we  know,  the 
1962  bill  providing  medical  care  for  the  aged 
under  the  Social  Security  system  was  defeated 
in  the  Senate  by  the  very  nanow  vote  of  52  to 
48.  Those  of  us  who  have  been  in  this  fight 
for  a good  many  years  also  know  that  we  must 
not  be  lulled  into  a sense  of  false  security.  Many 
of  our  membeis  are  overly  optimistic,  believing 


that  no  law  will  be  passed  because  we  scored  a 
victory  last  year.  They  accept  the  rumors 
going  around  that  nothing  will  happen  in  1963 
and,  if  anything  does  happen,  it  will  not 
take  place  until  the  1964  presidential  election 
year.  On  the  other  hand,  others  are  unduly 
pessimistic,  feeling  that  our  cause  is  doomed  to 
defeat  because  of  the  outcome  of  the  1962 
elections. 

The  American  Medical  Association,  which 
has  led  the  fight  for  many  years  and  was  largely 
responsible  for  last  year’s  victory,  strongly 
maintains  that  we  cannot  follow  either  the 
path  of  overconfidence  or  defeatism.  If  we  do, 
our  chances  for  victory  are  extremely  slim. 
We  have  sound  evidence  to  believe  that  we 
can  win  again  but  only  if  we  exert  every  ounce 
of  energy  and  use  every  weapon  at  om-  command. 

A National  Medical-Legislation  Conference 
was  held  under  the  auspices  of  the  American 
Medical  Association  on  April  20  and  21  of  this 
year,  in  Chicago.  More  than  500  persons 
attended,  representing  county  and  state  medical 
societies  from  every  state  in  the  union.  The 
purpose  was  to  discuss  specific  plans  and  a 
definite  progiam  concerning  legislation  pertain- 
ing to  medical  care  for  the  aged  under  the 
Social  Security  system. 

At  this  conference  one  of  the  most  ambitious 
programs  ever  sponsored  by  our  national 
oi’ganization  was  launched,  entitled  “Operation 
Hometown.”  This  progiam  is  built  on  three 
fundamental  factors,  as  your  vice-chairman  sees 
it:  organization,  cooperation,  and  education. 

We  are  in  agi'eement  with  the  American 
Medical  Association  that  now  is  the  time  to 
set  up  a pattern  of  organization  for  county 
medical  societies  which  can  be  put  into  utiliza- 
tion when  the  need  arises.  In  the  past  there 
has  been  a lack  of  organization  at  the  county 
level  to  meet  crises  when  they  occur. 

Thi’ough  “Operation  Hometown”  it  is  hoped 
to  achieve  cooperation  and  to  promote  educa- 
tion. One  of  the  weaknesses  in  our  previous 
campaigns  has  been  the  lack  of  cooperation 
from  other  organizations  interested  in  medical 
cai’e.  This  was  due  in  part  to  the  fact  that  we  in 
organized  medicine  have  not  done  our  part  in 
working  with  other  groups  on  a year-round 
basis  but  only  when  a problem  arises  concerning 
medical  care.  These  groups  include  such  organ- 
izations as  the  chambers  of  commerce,  service 
clubs,  tuberculosis  associations,  farm  bm’eaus, 
Kiwanis,  Rotary,  and  the  like.  “Operation 
Hometown”  gives  detailed  attention  to  seeming 
the  cooperation  of  such  groups  so  that  we  can 
call  on  them  for  then'  help  when  the  need  arises. 

As  has  been  pointed  out  to  us  on  many 
occasions  during  our  visits  to  our  congiessmen, 
there  is  a great  need  for  education  of  the 
people  concerning  the  Federal  government’s 
progiam.  This  point  was  proved  when  letters 
poured  into  Congfi'ess,  the  American  Medical 
Association,  and  our  own  State  Medical  Society 
office,  after  Dr.  Edward  R.  Annis  gave  his 
speech  in  reply  to  the  President.  These  letters 
from  interested  citizens  stated  that  they  were 
amazed  fit  the  limitations  of  the  King-Anderson 
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Bill.  One  of  the  primary  objectives,  therefore, 
of  “Operation  Hometown”  is  to  educate  the 
people. 

The  program  is  a six-point  project:  (1) 

setting  up  speakers  bureaus,  (2)  enlisting  the 
support  of  allies,  (3)  utilizing  newpapers,  radio, 
and  television  facihties,  (4)  distributing  ma- 
terials, (5)  contacting  congressmen,  and  (6) 
promoting  letter-writing. 

The  American  Medical  Association  has 
prepared  a kit  which  spells  out  in  great  detail 
what  the  chairman  of  each  of  the  subcommittees 
under  a general  chairman  should  do  to  carry 
out  these  six  projects.  At  the  time  this  report 
is  being  written,  the  American  Medical  Associa- 
tion has  also  prepared  a film  explaining  “Opera- 
tion Hometown,”  narrated  by  Edward  R.  Annis, 
M.D.,  president-elect.  We  hope  the  House  will 
have  the  opportunity  to  view  this  inspiring 
presentation. 

The  American  Medical  Association  conference 
concerning  “Operation  Hometown”  was  at- 
tended by  your  executive  vice-president  and 
your  vice-chairman,  assisted  by  members  of 
our  staff,  Mr.  John  K.  Pardee,  director.  Depart- 
ment of  Communications,  and  Mr.  Martin  J. 
Tracey,  associate  director. 

For  the  information  of  the  House,  the 
following  is  a brief  recapitulation  of  the  1962 
and  1963  King-Anderson  Bills  and  the  1963 
Javits  BiU.  It  would  be  well  for  all  physicians 
to  familiarize  themselves  with  the  details  of 
these  bills  as  stated  here,  so  that  they  may 
discuss  them  intelligently  whenever  the  op- 
portunity arises  between  now  and  the  end  of  the 
88th  Congress. 

The  1962  version  of  the  King-Anderson  Bill 
(H.R.  4222)  provided  for  payment  for  hospital 
services,  skilled  nursing  home  services,  and  home 
health  services  furnished  to  aged  beneficiaries 
under  the  Old  Age  and  Survivors  Program.  It 
provided  the  following  services:  (1)  up  to  ninety 
days  of  inpatient  hospitahzation  in  semiprivate 
accommodations  subject  to  a deductible  of  $10 
for  each  of  the  first  nine  days  of  hospitahzation, 
with  a minimum  deduction  of  $20;  (2)  up  to  one 
hundred  eighty  days  of  skilled  nursing  home 
services,  but  the  combined  inpatient  hospital 
services  and  skilled  nursing  home  services  could 
not  exceed  150  units  of  services  furnished  during 
a benefit  period;  (3)  home  health  services  up  to 
a maximum  of  240  visits  during  a calendar  year; 
and  (4)  outpatient  hospital  diagnostic  services 
subject  to  a deductible  of  $20  for  each  complete 
diagnostic  study.  The  administration  had 
estimated  that  the  cost  of  the  program  in  the 
early  years  would  be  more  than  one  billion 
dollars  annually. 

The  1963  version  of  the  King-Anderson  Bill 
(H.R.  3920  and  S.  880),  while  generaUy  similar 
to  the  1962  version,  has  some  major  differences. 
For  example,  it  contains  a provision  covering  the 
2.5  million  elderly  not  under  Social  Security 
with  the  same  benefits.  General  tax  funds 
would  finance  this  part  of  the  plan,  rather  than 
Social  Security  funds. 

The  administration  estimates  that  the  cost  of 
the  latest  plan  would  be  seven  billion  dollars 


during  the  first  five  years  of  operation.  Health 
insurance  officials  estimate  the  cost  would  be 
considerably  more.  Under  the  biU,  Social 
Security  taxes  would  be  increased  one  quarter 
of  one  per  cent,  and  the  wage  base  on  which  the 
tax  is  collected  would  be  hfted  from  $4,800  to 
$5,200.  Individuals  earning  $5,200  or  more 
would  pay  an  additional  $27.50  in  Social  Secmaty 
taxes  a year.  Employers  would  pay  the  same 
amount  for  a total  hike  of  $55. 

Administration  officials  said  5.2  biUion  would 
be  spent  from  the  Social  Security  fund  the  first 
five  years  of  the  program,  and  they  put  a price 
tag  of  $360  million  a year  on  assistance  for  the 
aged  not  under  Social  Security. 

A new  option  would  give  beneficiaries  the 
choice  of  three  plans:  (1)  forty-five  days  of 

hospitalization  with  no  deductible;  (2)  ninety 
days  of  hospitahzation  with  a deductible  of  $10 
a day  for  the  first  nine  days;  and  (3)  one 
hundred  eighty  days  with  a deductible  equal  to 
two  and  one-half  days  of  average  hospital  costs. 

Cost  of  care  in  skUled  nm-sing  homes  affihated 
with  hospitals  for  one  himdred  eighty  days 
after  transfer  from  a hospital;  cost  above  the 
first  $20  for  hospital  outpatient  diagnostic 
services;  and  aU  costs  of  up  to  240  home  nursing 
visits  are  other  benefits. 

Senator  Javits  has  introduced  his  own  biU 
(S.  849).  This  biU  differs  from  the  current 
King-Anderson  Bill  (H.R.  3920  and  S.  880)  in 
the  following  ways:  (1)  it  does  not  contain  the 
forty-five  days  or  one  hundred  eighty  days 
options  for  hospitahzation;  (2)  the  hospital- 
ization and  nursing  home  benefits  would  be 
limited  to  150  units  of  services  per  benefit 
period;  (3)  intern  and  resident  services  under 
hospitahzation  or  nursing  homes  would  be 
limited  to  the  fields  of  pathology,  radiology, 
physiatry,  or  anesthesiology;  (4)  ah  benefits 
would  be  financed  beginning  Janusu'y  1,  1963 
(under  King-Anderson  nursing  home  benefits 
would  not  be  financed  until  July  1,  1965); 
(5)  the  Secretary’s  authority  to  terminate  an 
agreement  or  limit  payment  to  hospitals  and 
nm’sing  homes  where  the  utihzation  review  plan 
is  not  operating  regularly  is  not  included;  (6) 
the  Social  Security  taxable  wage  base  would  be 
increased  in  1964  rather  than  1965;  and  (7)  the 
so-cahed  “Javits’  option”  to  ahow  individuals  to 
have  payments  for  services  made  to  private 
carriers  rather  than  du’ectly  to  providers  of 
services  is  included. 

3.  Washington  Trip.  On  March  28,  29,  and 
30,  for  the  third  successive  year  a delegation  of 
physicians  representing  our  State  Society 
traveled  to  Washington,  D.C.  The  purpose  of 
the  trip  was  to  give  representatives  of  our 
Society  an  opportunity  to  visit  New  Yoi'k’s 
senators  and  congressmen  in  their  offices  and 
to  discuss  with  them  medicine’s  views  on  current 
medical  legislative  problems.  In  the  forefront 
of  the  issues  taken  up  was  medical  care  for  the 
aged,  particularly  the  new  King-Anderson  Bill 
(H.R.  3920)  and  the  Javits  Bill  (S.  849).  The 
delegates  also  answered  questions  concerning 
the  working  of  the  Metcalf-McCloskey  Law  in 
New  York  providing  medical  assistance  to  the 
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I needy  aged.  This  informed  the  legislators  of  the 
six  changes  proposed  by  the  State  Society  to 
improve  the  structure  and  administration  of 
the  program. 

Heading  the  delegation  was  Joseph  A.  Lane, 
M.D.,  State  Society  president.  Other  members 
of  the  group  were:  Waring  Willis,  M.D., 

I Society  secretary;  Henry  I.  Fineberg,  M.D., 

I executive  vice-president;  George  J.  Lawrence, 
Jr.,  M.D.,  vice-chairman.  Council  Committee  on 
Legislation  in  charge  of  Federal  legislation; 
Michael  C.  Armao,  M.D.;  Irwin  Felsen,  M.D.; 
Harold  Golden,  M.D.;  Frederic  W.  Holcomb, 
Jr.,  M.D.;  John  Kalb,  M.D.;  John  C.  Mc- 
Clintock,  M.D.;  John  D.  Naples,  M.D.; 
Vincent  J.  Tesoriero,  M.D.;  and  Joseph  Zim- 
ring,  M.D.  Mr.  Pardee  and  Mr.  Tracey  super- 
vised arrangements  and  accompanied  the 
delegation. 

The  following  is  a brief  summary  of  what 
happened  in  Washington.  On  the  evening  of 
March  26,  there  was  a briefing  session  for  the 
delegation  in  the  State  Medical  Society  head- 
quarters, in  the  International  Inn,  conducted  by 
Roy  Lester,  M.D.,  head  of  the  American  Medi- 
cal Association  Washington  oflSce  and  members 
of  his  staff. 

On  the  morning  of  March  27,  there  was  a 
joint  breakfast  of  the  entire  delegation,  at 
which  three  teams  led  by  Dr.  Lane,  Dr.  Willis, 

I and  Dr.  Fineberg  were  named  to  make  visits 
to  the  vEtrious  congressmen. 

The  entire  day  was  spent  at  the  House  of 
Representatives  offices  contacting  the  congress- 
men. F oUowing  a luncheon  for  the  delegation  at 
the  Congressional  Hotel,  there  was  a conference 
with  Senators  Jacob  K.  Javits  and  Kenneth  B. 
Keating  in  the  office  of  the  former,  with  the 
entire  delegation  present,  after  which  the  visits 
to  the  congressmen  were  continued. 

On  the  evening  of  March  27,  a reception  was 
held  for  the  congressmen  and  the  senators  in 
the  Diplomat  Room  of  the  International  Inn. 
On  the  morning  of  March  28,  the  visits  to  the 
congressmen  were  continued,  and  work  of  the 
delegation  came  to  an  official  close  at  noon. 

While  no  definite  conclusion  can  be  reached 
regarding  the  effect  of  our  visits,  certain  observa- 
tions can  be  made.  There  is  no  doubt  but  that 
this  third  successive  trip  has  made  the  congress- 
I men  and  the  two  senators  conscious  of  the  fact 
that  our  State  Medical  Society  is  deeply  inter- 
ested in  Federal  legislative  problems.  We  re- 
ceived a cordial  reception  from  all  that  we  had 
the  opportunity  to  see  in  person.  We  were  also 
well  received  by  the  staff  in  the  offices  of  the 
congressmen  who  were  not  available. 

Another  point  is  that  the  congressmen  whom 
we  met  were  very  frank  in  their  observations 
and  were  willing  to  listen  to  our  views.  There 
seemed  to  be  a better  feeling  of  respect  for  our 
observations  than  had  been  shown  during  the 
past  two  visits. 

One  tool  that  was  most  effective  in  our 
conferences  was  the  Newsletter.  Invariably  a 
discussion  concerning  the  Metcalf-McCloskey 
Bill  took  place.  Many  of  the  congressmen  were 
critical  of  the  administration  of  the  bill.  We 


had  with  us  copies  of  the  two  issues  of  the  News- 
letter in  which  were  stated  our  six  proposed 
changes  in  the  administration  and  in  the  law 
itself.  We  presented  these  copies  to  the 
congressmen,  and  we  are  certain  that  they  made 
a good  impression  upon  them.  As  a result  we 
have  placed  the  congressmen  and  the  two 
senators  on  our  Newsletter  list  so  that  they  may 
be  apprised  of  our  opinions  concerning  Federal 
legislative  matters. 

In  spite  of  the  fact  that  many  congiessmen 
were  not  in  Washington,  because  activities  on 
the  hill  were  very  slow,  the  delegation  had 
more  success  in  contacting  the  congressmen  than 
on  the  previous  trips.  This  is  of  significant 
importance  since  Congress  has  been  reappor- 
tioned and  several  new  members  now  occupy 
seats  in  the  House.  Previous  to  the  reappor- 
tionment there  were  43  congressmen  from  New 
York  State;  today  there  are  only  41,  and  the 
delegation  was  successful  in  contacting  35. 
The  members  actually  saw  and  talked  in  person 
to  22  of  the  congressmen.  The  number  of 
congressmen  who  could  not  be  seen  because 
they  were  otherwise  engaged  or  out  of  town, 
but  whose  offices  were  visited,  was  13.  Out 
of  the  remaining  6,  one  was  on  vacation,  and  it 
was  unnecessary  to  contact  his  office  because  he 
has  proved  in  the  past  to  be  a very  good  friend 
of  the  medical  profession.  The  remaining  five 
were  purposely  passed  by  because  it  was 
deemed  not  to  be  profitable  to  see  them  in 
person,  or  to  visit  their  offices,  because  their 
positions  and  attitudes  are  well  known  to  the 
State  Medical  Society. 

One  further  observation  should  be  called  to 
the  attention  of  the  House.  Senator  Javits 
emphasized  the  fact  that  he  had  sponsored  a 
committee  to  study  the  problem  of  medical 
care  for  the  aged.  The  spokesmen  for  our  delega- 
tion requested  that,  when  the  findings  of  this 
committee  are  made  known,  our  State  Medical 
Society  should  be  given  the  opportunity  to 
discuss  them  with  the  Senator. 

The  ultimate  outcome  of  the  several  annual 
visits  of  our  delegations  to  the  capital  city 
is  that  Congress  knows  that  the  New  York  State 
physicians  are  not  only  interested  in  medical 
legislation  but  ai’e  taking  definite,  practical  steps 
to  present  and  implement  theii'  views.  The 
prestige  of  New  York  medicine  is  definitely 
growing  in  the  nation’s  capital. 

4.  Miscellaneous  Federal  Legislation.  Since 
the  last  report  to  the  House,  H.R.  10  sponsored 
by  Representative  Eugene  Keogh  was  passed 
by  the  Congress  and  signed  into  law  by  Presi- 
dent Kennedy.  The  law  does  not  represent  the 
original  thinking  of  Representative  Keogh  and 
has  been  watered  down  considerably. 

In  brief,  the  law  provides  that  self-employed 
persons  are  permitted  to  put  10  per  cent  of  their 
earnings  into  a private  pension  fund,  vrith  a 
ceiling  of  $2,500.  A deduction,  however,  is 
allowed  only  on  one  half  of  the  contribution. 
Thus,  the  maximum  deduction  is  $1,250  a year. 
Self-employed  persons  with  employes  do  not 
qualify  for  the  new  tax  benefit  unless  they 
provide  a pension  plan  for  every  full-time 
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employe  with  three  years’  service. 

It  is  interesting  to  note  that  dming  our 
visit  to  Washington  this  year.  Representative 
Keogh  stated  that  he  was  not  satisfied  with  the 
law  as  passed  and  was  going  to  try  to  improve  it 
through  amendments. 

Another  bill  that  was  of  gi-eat  interest  to  us 
during  the  past  year  was  H.R.  10117.  This 
bill  allowed  a tax  deduction  of  company  pay- 
ments to  medical  funds  covering  health  ex- 
penses of  retu’ed  employes.  It  was  sponsored 
by  Representative  Curtis  who  spoke  at  the 
annual  dinner  at  om'  request. 

We  strongly  supported  this  bill.  All  the 
representatives  from  New  York  State  and  our 
two  senators  were  advised  that  our  State 
Medical  Society  indorsed  passage  of  H.R. 
10117.  The  county  medical  societies  also  were 
strongly  urged  to  do  everything  possible  to  let 
our  representatives  and  senators  know  that 
the  medical  profession  supported  this  important 
biU. 

The  bill  passed  both  houses  of  Congress  and 
was  signed  by  President  Kennedy  and  is  now  a 
law. 

5.  General  Comments.  Your  vice-chairman 
once  more  recommends  to  the  House  that  the 
annual  visits  of  our  State  delegation  to  Washing- 
ton be  continued.  During  the  past  three  years 
about  50  prominent  physicians  from  vainous 
parts  of  our  State  who  are  extremely  interested 
in  organized  medicine  had  the  opportunity  to 
visit  Washington  and  to  meet  with  the  congress- 
men and  the  two  United  States  senators.  From 
all  indications  the  reactions  of  these  men  have 
been  most  favorable.  They  were  impressed  not 
only  with  what  they  saw  in  the  offices  of  the 
congressmen  and  what  they  heard  from  them, 
but  they  were  particularly  impressed  by  the 
operation  of  the  Washington  office  of  the  Ameri- 
can Medical  Association.  The  House  should  be 
interested  to  know  that  this  is  an  efficiently 
managed  and  well-stalfed  business-hke  organi- 
zation, directed  by  Roy  Lester,  M.D.,  who  has 
under  him  an  extremely  knowledgeable  staff 
of  specialists  in  aU  matters  concerning  Capitol 
hill.  These  men  accompanied  our  delegation  on 
our  visits  to  the  offices  of  the  representatives 
and  participated  in  our  conference  with  the  two 
senators.  Your  vice-chairman  is  certain  that 
our  delegation  will  agree  that  Dr.  Lester  and 
his  staff  are  making  great  contributions  to 
medicine’s  (so  far)  successful  fight  against  the 
King-Anderson  Bill. 

The  American  Medical  Association  Washing- 
ton office  is  a model  mechanism  for  promoting 
the  interest  of  medicine  and  protecting  the 
welfare  of  the  people  and  should  be  considered 
by  all  state  medical  societies  as  a blueprint  for 
carrying  on  an  effective  local  legislation  program 
in  their  own  particular  state  capitals.  Members 
of  our  delegation  feel  that  our  own  State 
Society  might  consider  establishing  a similEir 
operation  in  Albany. 

Another  comment  yom*  vice-chairman  would 
Uke  to  make  is  that  there  is  a definite  need  for 
more  cooperation  on  the  local  level  in  State  and 
national  affairs.  No  one  who  participates  in 


such  activities  as  the  Washington  trips  and  the 
conference  that  was  recently  held  in  Chicago 
can  help  but  feel  that  they  have  a definite 
obligation  to  get  into  active  participation  in  the 
projects  sponsored  by  organized  medicine. 
It  is,  therefore,  respectfully  suggested  that  the 
House  ux'ge  coimty  medical  societies  to  take  a 
more  active  part  in  such  affairs  at  their  own 
expense.  At  the  Chicago  conference  three 
New  York  State  county  medical  societies  sent 
representatives  at  their  own  expense.  We  mge 
that  more  societies  be  represented  at  future 
meetings. 

We  would  also  hke  to  see  county  society 
representation  at  local  expense  in  our  Washing- 
ton congressional  delegation.  Many  state 
medical  societies  send  as  many  as  50  physicians 
to  Washington,  but  this  is  done  at  both  the 
state  and  county  level. 

6.  Conclusion.  Your  vice-chairman  wishes 
to  thank  all  those  who  have  assisted  him  through- 
out the  year.  These  include  James  M.  Blake, 
M.D.,  chairman  of  the  committee,  Henry  I. 
Fineberg,  M.D.,  executive  vice-president,  and 
members  of  the  Washington  delegation. 

We  are  deeply  grateful  to  the  staff  of  our 
Society  and  to  the  American  Medical  Associa- 
tion for  the  tremendous  amoxmt  of  work  they 
have  done.  A particular  word  of  praise  goes  to 
the  secretarial  staff  of  the  Communications 
Department,  headed  by  Mr.  John  K.  Pardee. 
Mr.  John  Kiser,  American  Medical  Association 
field  representative,  has  been  of  immeasurable 
help.  Attention  of  the  House  is  called  to  the 
work  of  one  particular  individual.  He  has 
not  only  planned  and  directed  our  Federal 
legislative  programs  over  the  past  several 
years  but  has  been  the  spark-plug  in  their 
successful  implementation.  Reference  is  made 
to  Mr.  Martin  J.  Tracey,  associate  director. 
Communications  Department,  and  Newsletter 
editor. 

Finally,  we  express  our  thanks  to  the  American 
Medical  Association  Washington  office  for  its 
fine  spirit  of  cooperation  during  our  1963  visit 
to  our  nation’s  capital. 

Respectfully  submitted, 

George  J.  Lawrence,  Jr.,  M.D., 

V ice-  Cha  irman 

Section  17 

. . A mimeogi’aphed  statement  was  cir- 
culated for  the  information  of  the  delegates  at 
the  request  of  Charles  C.  Mangi,  M.D.,  delegate 
from  Queens  County.  The  statement  consisted 
of  a quotation  from  the  report  of  the  Reference 
Committee  on  Report  of  the  Planning  Commit- 
tee for  Medical  Pohcies  to  the  1954  House  of 
Delegates.  The  portion  quoted  is  headed 
“Status  of  Osteopaths’’  and  appeal's  on  pages 
128,  129,  130,  131,  and  134  of  Part  II  of  the 
New  York  State  Journal  of  Medicine  for 
September  1,  1954. 

Section  18 

Remarks  of  Speaker 

Speaker  Wurzbach:  You  have  in  your 
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black  folder  a single  page  which  has  the  location 
of  all  the  reference  committees  which  will  meet. 

I Each  additional  report  has  been  mimeo- 
j gi'aphed  and  distributed  to  the  House  in  your 
folder.  Those  interested  in  any  of  these  reports 
I will  please  go  to  the  reference  committees  and 
[ make  their  thoughts  known.  It  is  the  hope  of 
the  Vice-Speaker  and  myself  that  any  controver- 
sial subjects  be  taken  care  of  and  handled 
within  the  reference  committees  so  that  when 
they  are  presented  here  on  the  floor,  they  may 
be  carried  through  with  the  minimum  of 
argument  in  the  House.  You  are  all  requested 
to  attend  these  meetings.  I would  even  advise 
you  to  go.  If  you  have  never  previously 
attended,  I think  they  are  an  education  in 
themselves  to  see  the  amount  of  work  these 
reference  committees  handle. 

I of  course  am  very  happy  to  welcome  this 
House  and  so  many  of  you  here  at  our  opening 
I session.  We  have  adopted  one  innovation  or 
I rather  two  connected  innovations  this  year: 
We  are  having  a meeting  tomorrow  morning  at 
9 : 30,  which  wiU  probably  last  half  an  hour  and 
which  win  be  for  the  introduction  of  late 
resolutions. 

I congratulate  the  House,  and  I congratulate 
the  district  branches  for  having  this  year  done  a 
very  fine  piece  of  work  in  this  matter  of  resolu- 
t tions:  59  resolutions  are  already  on  hand. 

I This  is  no  invitation  for  somebody  to  run  out 
and  make  some  extra.  Fifty-nine  will  give  us 
quite  a bit  of  work.  However,  I thank  you, 
and  the  staff  thanks  you,  for  having  submitted 
these  resolutions  early  enough  so  that  they  can 
I be  immediately  presented. 

' The  reference  committees  of  course  will  meet 
I this  afternoon  at  approximately  two  o’clock. 
I They  will  also  go  into  session  tomorrow  at 
E 10:00  A.M.  and  at  2:00  p.m. 

[I  There  have  been  complaints  in  other  yeai's 
L that  a man  could  attend  one  reference  com- 
j!  mittee,  but  when  he  wanted  to  attend  another, 
I by  the  time  he  got  there,  they  had  closed  off. 

!|  This  will  not  happen  this  year.  Anyone  that 
I has  a multiple  number  of  reference  committees 
. to  which  he  wishes  to  go  wiU  certainly  have 
}l  time  within  these  three  reference  committee 
meeting  times. 

1 The  Vice-Speaker  and  myself  will  always  be  at 
» hand  to  help  anyone  find  out  where  to  go  to 
i|  present  his  case  if  he  does  not  know  just  exactly 
?!  which  place. 

' Likewise,  aU  the  oflicers  are  on  call  for  the 
»i  reference  committees  for  any  aid  that  they  may 
give,  and  Miss  Alvina  Rich  Lewis,  in  the 
Dartmouth  Room,  is  ready  for  any  other 
additional  resolutions  you  may  wish  to  have 
introduced. 

I ask  you,  as  in  previous  years,  that  if  you 
wish  to  discuss  anything  brought  up  before  the 
House,  you  do  not  do  it  from  your  place  at 
your  seat,  but  go  to  the  middle  aisle  where  there 
are  three  microphones  in  the  back,  middle,  and 
front  parts  of  the  haU.  Address  the  House  from 
these  microphones,  giving  your  name  and  your 
I coimty.  The  Speaker  would  be  very  happy  if 
> he  could  know  every  one  of  you,  hut  he  does  not. 


and  it  would  he  easier  for  the  House  to  have 
you  introduce  yourselves. 

Now,  there  is  one  thing  that  I am  going  to 
speak  about,  and  I am  going  to  have  to  be  a 
httle  repetitious  about  it  through  this  session. 
Last  year,  as  you  will  remember,  you  adopted 
a new  program  for  the  House  of  Delegates  and 
for  the  annual  meeting  of  this  House.  Next 
year  you  will  not  meet  in  May.  The  meeting 
dates  are  February  10  to  14, 1964,  and  it  will  not 
be  at  this  hotel.  This  means  that  there  will 
have  to  be  a great  change  at  the  county  level  in 
preparation  for  this  change  of  time.  It  will  be 
necessary  that  we  have  the  names  of  the  county 
delegates,  section  delegates,  and  others  by 
October  1,  because  by  October  15  the  Vice- 
Speaker  and  myself  must  have  the  reference 
committees  named,  and  if  your  county  does  not 
send  the  names  of  its  delegates,  they  cannot  be 
considered  for  reference  committees.  Please 
carry  this  back  to  your  county  societies. 

Likewise,  instead  of  the  Nominating  Com- 
mittee meeting  in  December,  the  Nominating 
Committee  must  meet  in  October.  Therefore, 
it  will  be  necessary  for  yoiir  county  societies  to 
send  any  recommendations  that  they  have  for 
the  Nominating  Committee  so  that  they  are  at 
the  Nominating  Committee  by  October  1. 

Likewise,  the  reports  of  committee  chairmen 
must  also  be  at  the  headquarters  by  October  1, 
so  that  they  may  be  published  at  a proper  time 
prior  to  the  opening  of  the  House. 

I wiU  repeat  this  several  times  during  the 
House.  Please  carry  it  back  to  your  counties, 
and  try  to  help  us.  The  changeover  in  a nine- 
month  period  instead  of  the  usual  year’s 
period  will  hkewise  be  a httle  bit  difiBcult 
because  of  the  radical  change,  and  you  can 
help  in  every  way  possible  by  cooperating  with 
headquarters  in  this  regard. 

Section  19 

Introduction  of  New  Delegates 

Speaker  Wurzbach:  Now,  gentlemen,  we 

have  a group  of  so-caUed  neophytes,  and  I wiU 
ask  that  as  I call  the  names  of  these  new  delegates 
to  the  House,  they  will  rise  and  remain  standing: 

County  Delegates 

Edward  M.  Cox,  Broome 
Bert  A.  Kanwit,  Dutchess 
George  T.  C.  Way,  Dutchess 
James  L.  O’Leary,  Kings 
Lynn  R.  Callin,  Monroe 
A.  Gordon  Ide,  Monroe 
Robert  Park,  Jr.,  Nassau 
Reginald  R.  Steen,  Nassau 
John  E.  Hammett,  New  York 
Robert  H.  Cross,  Oneida 
Robert  M.  Price,  Ontario 
Angelo  R.  Bologna,  Queens 
Irving  G.  Frohman,  Queens 
John  J.  Squadrito,  Rensselaer 
Robert  E.  Wolkwitz,  Richmond 
David  L.  Koch,  Seneca 
MelviUe  G.  Rosen,  Suffolk 


V 
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Section  Delegates 

Murray  Dworetzky,  Allergy 
Royal  M.  Montgomery,  Dermatology  and 
Syphilology 

Victor  W.  Logan,  Gastroenterology  and 
Proctology 

Lawrence  Ames,  General  Practice 
Raymond  J.  Murray,  Industrial  Medicine  and 
Surgery 

Herbert  Lansky,  Medical-Legal  and  Work- 
men’s Compensation  Matters 
Walter  T.  Zimdahl,  Medicine 
Murray  E.  MarguUes,  Neurology  and  Psy- 
chiatry 

John  F.  Daly,  Otolaryngology 
Heury  R.  Litchfield,  Pediatrics 
Constantine  D.  J.  Generates,  Space  Medicine 
Harold  G.  Barker,  Surgery 

Gentlemen,  will  you  welcome  these  new 
members?  {Applause) 

And  will  these  new  members  of  the  House 
learn  all  they  can  by  going  to  reference  commit- 
tees. 

. . .In  addition,  there  were  severed  new 
members,  designated  to  replace  elected  delegates, 
whose  names  were  received  too  late  for  in- 
clusion in  the  above  list.  Those  present  at  the 
opening  session  of  the  House  were; 

Edward  W.  Briggs,  Albany 
Henry  B.  Marshall,  Chemung 
Louis  M.  Privitera,  Erie 
Armand  J.  D’Errico,  Fulton 
Edward  J.  Kelly,  Nassau 
Edward  A.  Burkhardt,  New  York 
Vaughan  C.  Mason,  New  York 
George  M.  Saypol,  New  York 
Robert  J.  Collins,  Onondaga 
Max  Vinicor,  Saratoga 
Charles  M.  Labozzetta,  Suffolk 
Robert  E.  Healy,  Westchester 
Merton  C.  Hatch,  Section  on  Obstetrics  and 
Gynecology . . . 

Section  20  {see  145)  Report  63-L 

Supplementary  Report  of  the  President 

Speaker  Wurzbach:  WiU  Dr.  Kaufman 

and  Dr.  Callin  come  to  the  rostrum?  Will  you 
gentlemen  kindly  present  our  president.  Dr. 
Lane,  for  his  report? 

. . . Joseph  J.  Kaufman,  M.D.,  and  L5mn  R. 
Callin,  M.D.,  escorted  President  Lane  to  the 
rostrum  amid  applause.  . . 

. . . President  Lane  then  delivered  his  supple- 
mentary report  as  follows: 

To  the  House  of  Delegates,  Gentlemen: 

This  is  a supplement  to  my  annual  report, 
which  was  published  in  the  Delegate’s  Handbook 
and  in  the  New  York  State  Journal  of 
Medicine. 

I am  now  completing  a busy,  interesting,  and 
exciting  year  that  ends  with  a note  of  disappoint- 
ment in  view  of  the  fact  that  chiropractic  hcen- 
sure  was  enacted  during  my  term  of  office. 
Every  effort  was  made  by  the  State  Society  to 


persuade  the  Governor  and  the  legislators  to 
defeat  this  bill,  but  our  pleas  were  to  no  avail. 

You  have  already  received  correspondence 
exchanged  between  the  Governor  and  myself, 
and  I beUeve  that  this  is  self-explanatory.  In 
addition  to  this  correspondence,  I would  state 
that,  on  very  short  notice,  remarkable  coopera- 
tive effort  produced  an  outstanding  presentation 
in  Albany  at  the  hearing  called  by  Speaker 
Carhno  for  the  Rules  Committee.  Your  So- 
ciety was  represented  by  prominent  individuals 
and  specialty  groups  who  presented  a dignified 
and  factual  resume  of  the  hazards  of  x-ray 
exposure,  the  lack  of  scientific  background,  and 
so  forth,  in  an  effort  to  convince  the  legislators 
that  our  interests  were  those  of  the  health  of  the 
people  and  that  we  had  no  other  reason  for 
objecting  to  this  biU.  I will  not  further  be- 
labor this  point  since  the  law  is  now  in  effect, 
and  our  main  problem  in  the  futm-e  will  be  to 
prevent  amendments  that  will  increase  the 
privileges  of  the  chiropractors. 

Trussell  Report.  In  reference  to  the  Trussell 
Report,  I recommend  to  the  members  of  the 
House  that  you  read  carefully  the  exhaustive 
examination  and  analysis  of  this  report  as 
printed  in  New  York  Medicine,  official  pubhca- 
tion  of  the  New  York  County  Medical  Society, 
and  now  reprinted  and  in  your  black  book. 

The  Washington  Trip.  On  March  27  and  28, 
a delegation  representing  the  State  Society 
again  went  to  Washington  and  met  with  the 
senators  and  congressmen  of  New  York  State. 
To  the  best  of  our  knowledge,  it  would  appear 
that  there  would  be  httle  likelihood  of  action 
on  the  King-Anderson  legislation  this  year,  but 
we  should  continue  our  contact  with  our  sena- 
tors and  congressmen  and  keep  alert  to  the 
possibility  of  a sudden  action  in  Congress. 

In  the  supplementary  report  of  the  Committee 
on  Legislation,  63-K,  the  vice-chairman,  George 
J.  Lawrence,  Jr.,  M.D.,  reports  on  a meeting 
held  in  Chicago  on  April  20  and  21,  urging 
preparedness  for  a sudden  move  by  the  Ad- 
ministration. I refer  you  to  this  report. 

As  on  previous  visits,  the  American  Medical 
Association  staff  in  Washington  had  made 
excellent  arrangements;  their  contacts  with  the 
legislators  is  something  to  be  marveled  at, 
and  they  seemed  to  have  a very  intimate 
knowledge  of  the  character  of  each  legislator. 
They  are  well  informed  in  regard  to  his  thinking 
and  probable  action  on  particular  biUs.  We  are 
most  fortunate  to  have  such  an  efficient  group 
representing  us  at  the  national  capital. 

Change  in  Name  of  Our  Society.  It  has  been 
found  that,  in  order  to  change  the  name  of  the 
Society  to  the  New  York  State  Medical  Society, 
legislative  action  is  necessary  in  Albany  because 
our  name  is  under  a charter  from  the  State 
government  and  requires  that  type  of  action. 
This  matter  will  have  to  have  further  considera- 
tion. 

New  York  State  Association  of  the  Professions. 
This  is  now  an  active  organization  with  officers 
duly  elected,  meetings  have  been  held,  the 
membership  is  growing,  and  it  is  anticipated 
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that  it  will  be  an  effective  group  to  act  on 
problems  of  interest  to  aU  the  participating 
professions.  I would  urge  you  all  who  are  not 
members  to  join  this  organization. 

Commission  on  Public  Affairs.  In  keeping 
with  the  recommendation  of  my  predecessor, 
John  M.  Galbraith,  M.D.,  the  Commission  on 
I Public  and  Professional  Affairs  has  been  imple- 
mented and  involves  primarily  public  relations 
' and  legislation.  It  is  anticipated  that  other 
committees  wiU  be  included  in  this  commission 
I in  the  future.  James  M.  Blake,  M.D.,  has 
acted  as  chairman  of  this  commission  since  its 
implementation. 

Journal.  The  Journal  continues  to  be  an 
outstanding  scientific  publication  and  received 
the  award  as  the  outstanding  state  medical 
journal  of  the  year.  Its  editor,  William  Ham- 
I mond,  M.D.,  and  its  managing  editor.  Miss 
I Alvina  Rich  Lewis,  are  to  be  commended  for 
j their  continued  interest  and  leadership  in  this 
: publication. 

I "would  like  to  quote  from  the  editorial  of 
April  1,  as  follows: 

' The  delegates  meeting  for  the  157th  time 

this  year  will  enact  legislation  binding  upon 
the  Society  aimed  solely  toward  the  improve- 
ment of  medical  service  to  the  people.  In  the 
( knowledge  that  many  people  will  be  looking 
over  their  shoulders,  they  will  know  that  this 
requires  statesmanship  above  aggrandizement, 
presbyopia  rather  than  myopia,  and  courage 
to  stand  for  right  and  just  principles. 

Much  is  expected  of  the  delegates.  In  addi- 
tion to  debate  and  decision,  through  the  refer- 
ence committees,  they  will  also  closely  scruti- 
nize the  worth  of  the  resolutions  presented  and 
the  record  of  the  various  operating  divisions  of 
the  Society.  This  is  an  important  and  con- 
structive part  of  the  delegates’  duties  and  one 
that  must  be  seen  to  be  appreciated.  We  hope 
that  the  attendance  by  members  of  the  Society 
at  these  meetings  wiU  be  large  and  vocal. 

Unfortunately,  due  to  problems  of  advertising 
that  have  resulted  from  Federal  legislation  and 
other  situations,  there  has  been  a decrease  in 
advertising  income,  and  considerable  study  is 
being  given  to  these  business  problems  of  the 
Journal  in  an  effort  to  reduce  the  expense  of 
publishing.  No  definite  plans  have  been 
evolved  as  yet,  but  study  will  continue  in  an 
effort  to  bring  about  recommendations  in  the 
near  future. 

I wish  to  express  my  personal  appreciation  to 
Dr.  Hammond  and  to  Miss  Lewis  for  their 
cooperation  in  helping  me  with  the  “President’s 
Page”  which  has  been  published  each  month, 
the  final  presentation  being  in  the  May  15  issue 
of  the  Journal. 

Physicians'  Home.  This  is  a project  that  is 
very  dear  to  my  heart,  and  which  has  been 
neglected  by  the  membership  very  badly.  De- 
spite the  pleas  of  Chas.  Gordon  Heyd,  M.D., 
and  others,  this  very  deserving  organization 
does  not  receive  the  support  that  it  should. 
When  one  realizes  that,  in  addition  to  the  $2.00 
assessment  each  member  pays  each  year,  you 
are  requested  to  donate  a vei'y  modest  sum 


(usually  only  $10  a year),  it  is  hard  for  me  to 
understand  how  you  can  ignore  this  plea  which 
provides  modest  incomes  for  our  few,  but  very 
deserving,  indigent  members.  I would  urge 
you  strongly  to  make  every  effort  that  you  can 
to  promote  contributions  to  this  fund. 

Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation.  This  group  is  gradually 
getting  under  way  and  now  has  good  possibili- 
ties of  obtaining  grants  over  the  next  two  or 
three  years  that  will  provide  funds  to  promote 
certain  research  projects  that  are  of  interest  to 
all  of  the  members  of  the  Society.  These  nego- 
tiations are  under  way  and  results  will  be  re- 
ported to  you  at  a later  date. 

Administration.  Henry  I.  Fineberg,  M.D., 
continues  his  excellent  work  of  reorganization  of 
the  State  Society  headquarters.  He  is  a dedi- 
cated and  indefatigable  worker  who  is  known 
throughout  the  country  for  his  energetic  ef- 
forts on  behalf  of  our  State  Society  and  his 
work  as  the  chairman  of  our  American  Medical 
Association  delegation.  He  has  been  tireless 
in  his  efforts  to  improve  the  personnel  in  the 
main  office,  to  coiTect  employment  problems,  and 
to  take  every  possible  step  to  reduce  costs  of 
administration.  He  has  been  most  cooperative 
with  me,  and  I have  considered  him  my  guiding 
star  throughout  the  year,  a year  which  has 
been  made  much  simpler  and  more  enjoyable 
because  of  this  cooperation  on  his  part.  The 
State  Society  is  most  fortunate  to  have  such  an 
outstanding  administrative  head. 

Budget  Committee.  This  committee,  vmder 
the  leadership  of  Frederic  W.  Holcomb,  M.D., 
has  done  a tremendous  job  in  improving  the 
financial  status  of  the  State  Society.  Due  to 
the  increase  in  dues  and  to  strict  budgetary 
regulations,  our  financial  situation  has  greatly 
improved  as  you  will  see  from  the  report  of  the 
Board  of  Trustees.  I wish  to  commend  Dr. 
Holcomb  and  his  very  active  committee  for  the 
fine  job  they  have  done. 

Woman's  Auxiliary.  It  has  been  very  pleas- 
ant for  me  to  have  the  congenial  cooperation  of 
Mrs.  Herbert  J.  Ulrich,  the  president  of  the 
Woman’s  Auxiliary.  She  and  her  many  com- 
mittee members  are  to  be  commended  for  then' 
continued  support  of  the  action  of  the  State 
Society.  I extend  my  compliments  to  her  on  a 
job  very  well  done,  and  I wish  her  successor, 
Mrs.  Ezra  Wolff,  a very  successful  coming 
year. 

Comment.  At  this  time,  on  reviewing  the 
events  of  the  year,  one  recalls  his  ambitions  and 
plans  and,  in  retrospect,  wonders  where  the 
time  went  and  how  much  has  been  accomplished. 
So  many  unexpected  problems  arise  that  re- 
quire prompt  attention,  with  the  hope  that  a 
satisfactory  solution  is  reached,  that  some 
matters  that  were  previously  considered  as 
elective  projects  had  been  bypassed  as  a result 
of  the  demands  of  a more  urgent  problem. 
My  best  hope  for  my  successor  would  be  that 
he  could  make  his  plans  and  implement  them 
without  the  multiple  interruptions  that  seem  to 
be  part  of  the  routine  at  present. 
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I wish  to  thank  all  of  the  members  of  the  staff 
who  have  been  so  cooperative  in  many  ways 
throughout  the  year.  Also,  I express  my 
appreciation  to  the  commission  and  committee 
chairmen  and  to  aU  members  of  all  committees, 
who  so  willingly  gave  of  their  time  in  an  effort 
to  resolve  the  problems  of  the  State  Society  in 
the  past  year.  ' 

In  conclusion,  I wish  to  express  my  apprecia- 
tion to  you  for  letting  me  have  the  opportunity 
to  hold  this  important  office,  and  I am  hopeful 
that  my  efforts  have  helped  advance  the  status  of 
the  Medical  Society  of  the  State  of  New  York. 
I am  most  happy  to  feel  that  I am  turning  over 
the  helm  to  one  very  qualified  to  assume  the 
responsibihties  for  the  following  year,  Wilham 
L.  Wheeler,  Jr.,  M.D. 

I thank  you. 

Respectfully  submitted, 

Joseph  A.  Lane,  M.D.,  President 

. . . The  House  arose  and  applauded  . . . 

Speaker  Wurzbach:  The  remarks  of  the 

president  wiU  be  referred  to  the  Reference 
Committee  on  Reports  of  Officers,  under  the 
chairmanship  of  William  R.  Carson,  M.D. 
For  those  portions  of  the  president’s  address 
which  are  more  directly  connected  with  the  work 
of  individual  reference  committees,  will  the 
chairmen  kindly  speak  to  Dr.  Carson,  so  that 
they  take  over  that  particular  portion  of  the 
report. 

Section  21  {see  146)  Report  63-G 

Report  of  the  President-Elect 

Speaker  Wurzbach:  I would  now  ask  Dr. 

Helpern  and  Dr.  Ershler  to  present  our  presi- 
dent-elect, William  L.  Wheeler,  Jr.,  M.D.,  at 
the  podium. 

. . . Milton  Helpern,  M.D.,  and  Irving  L. 
Ershler,  M.D.,  escorted  President-Elect  Wheeler 
to  the  rostrum  amid  applause.  . . 

. . . President-Elect  Wheeler  then  delivered 
the  following  address: 

To  the  House  of  Delegates,  Gentlemen: 

I consider  it  a great  honor  for  me  to  be 
standing  before  you  today  as  your  president- 
elect. I also  consider  it  a rare  opportimity,  for 
I have  been  concerned  about  a number  of 
issues  confronting  our  profession  and  I should 
like  to  discuss  them  with  you. 

I know  that  the  question  of  the  family  physi- 
cian— the  general  practitioner — has  been  widely 
discussed  for  some  years,  but  I feel  so  strongly 
on  this  point  that  I want  to  express  my  fervent 
agreement  with  those  who  believe  that  the 
family  doctor  is  the  base  of  the  pyramid  of 
medicine,  and  if  his  position  is  weakened  much 
further,  the  whole  structure  wiU  be  in  danger. 

The  GP  has  a highly  crucial  role  to  play,  and 
it  is  my  view  that  the  role  is  becoming  more, 
rather  than  less,  important  as  medicine  becomes 
more  complex.  In  this  connection  I wish  to 
commend  the  American  Academy  of  General 
Practice  for  its  excellent  program  of  lectures, 
seminars,  and  other  activities,  aU  of  which  tend 


to  strengthen  the  family  physician  and  make  him 
more  valuable  to  his  patients. 

Just  as  I view  the  general  practitioner  as  the 
pivot  of  free  enterprise  in  medicine,  so  do  I 
consider  the  employment  of  full-time  physicians 
in  hospitals  as  one  further  step  in  socialization  in 
our  profession.  Full-time  men,  even  full-time 
chiefs  of  service,  are  neither  necessary  nor 
desirable  in  hospitals.  In  fact,  they  merely 
cause  the  hospital  to  lose  the  vast  advantages 
that  result  from  the  participation  of  the  private 
physician,  whose  voluntary  service  has  been  the 
backbone  of  hospital  care  in  the  United  States. 

I should  also  hke  to  note  that  a hospital  does 
not  require  affiliation  with  a teaching  center  to 
provide  good  care  for  its  patients.  Teaching 
institutions  are  wonderful  things,  but  let  us 
remember  that  they  are  essentially  made  up  of 
individuals,  and  experienced,  dedicated  general 
practitioners  are  as  much  as  ever  in  need  today — 
if  not  in  greater  need. 

Labor  health  centers  have  been  increasing  in 
number  aU  over  the  country.  Here  in  New 
Y ork  City,  there  has  been  a proliferation  of  them 
in  the  last  five  or  ten  years,  and  they  have 
brought  with  them  a great  number  of  problems. 

Some,  of  course,  have  exceUent  standards, 
providing  a good  level  of  medical  service  and 
maintaining  friendly  relations  with  medicine. 
A considerable  number,  however,  do  not  adhere 
to  the  highest  standards,  and  it  is  these  that 
concern  me. 

What  I should  like  to  recommend  is  that  oxir 
Society  establish  a special  committee  to  work 
with  these  labor  health  centers  to  attempt  to 
raise  the  quality  of  medical  care  which  they 
furnish  their  patients. 

I would  especiaUy  hke  to  see  the  committee 
estabhsh  a set  of  standards  for  these  facilities, 
since  most  of  them  now  treat  as  weU  as  diag- 
nose. It  should  also  cope  with  such  questions 
as  the  maximum  number  of  patients  that  a 
physician  in  such  institutions  should  be  al- 
lowed to  handle,  since  this  naturaUy  has  a great 
bearing  on  the  quaUty  of  medical  cai’e  rendered. 

Last  November,  the  House  of  Delegates  of 
the  American  Medical  Association  adopted  at 
its  mid- winter  meeting  in  Los  Angeles  a disturb- 
ing resolution  on  the  question  of  intemship 
programs  in  hospitals.  I consider  it  disturbing 
for  it  proposed  that  these  programs  be  subject 
to  disapproval  if  the  proportion  of  a hospital’s 
house  staff  falls  below  25  per  cent  of  graduates 
from  United  States  and  Canadian  medical 
schools  for  two  consecutive  yearn. 

In  my  view,  if  this  resolution  is  permitted  to 
stand,  it  will  do  considerable  damage  to  many 
fine  hospitals  and,  at  the  same  time,  fail  to 
accomplish  what  it  was  intended  to  accomplish. 

For  one  thing,  disapproval  of  an  intemship 
program  would  not  be  based  on  the  lack  of 
competence  of  the  attending  or  house  staff,  or 
on  inadequate  standards  of  profession^  care, 
or  on  an  unsatisfactory  gi'aduate  training  pro- 
gram. Instead,  it  would  be  based  merely  on 
numbers,  on  percentages. 

A further  objection  is  that  there  are  not 
enough  graduates  of  approved  United  States 
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and  Canadian  medical  schools  to  fill  all  the 
existing  approved  internships,  and  because  of 
the  matching  plan,  few  of  these  apply  to  volun- 
tary hospitals  for  internships.  As  a result, 
many  small  but  excellent  hospitals  would  be 
imable  to  meet  the  25  per  cent  criterion  and 
thus  would  find  their  graduate  training  pro- 
grams disapproved. 

A third  objection  is  that  if  the  proposal  were 
implemented,  the  intern  training  programs  of 
39  out  of  the  57  hospitals  in  the  New  York  City 
area  with  such  programs  would  be  disapproved. 

I could  cite  many  more  arguments  against 
this  unwise  proposal — such  as  the  fact  that  it 
would  create  an  even  greater  shortage  of  com- 
petent candidates  for  the  house  staffs  of  those 
New  York  City  hospitals  that  now  have  ap- 
proved internship  programs  and  would  thus 
prove  detrimental  to  the  large  number  of  people 
who  receive  their  care  in  these  institutions. 

I beheve,  however,  that  I have  demonstrated 
the  unfeasibihty  and  undesirabihty  of  this 
plan,  and  so  I would  urge  the  members  of  the 
House  of  Delegates  to  adopt  the  resolution 
which  the  delegates  of  the  Medical  Society  of 
the  County  of  New  York  plan  to  introduce  on 
this  question,  for  this  problem  affects  all  of  us. 
Thus,  we  would  make  our  voices  heard  on  this 
matter  at  the  annual  meeting  of  the  American 
Medical  Association. 

As  was  the  case  last  year,  the  Kennedy  Ad- 
ministration has  introduced  legislation  in  Con- 
gress providing  for  medical  care  for  the  aged 
through  Social  Security.  I do  not  know  whether 
or  not  the  newspaper  columnists  and  pohtical 
dopesters  are  correct,  but  there  is  talk  that  both 
the  House  bill  and  the  Senate  measure  will 
remain  bottled  up  in  committee — in  other 
words,  that  the  Democratic  leadership  does  not 
want  to  resolve  the  matter  this  year  but  to 
save  it  as  a political  issue  for  the  presidential 
election  campaign  of  1964. 

Of  course,  your  guess  on  this  is  as  good  as 
mine,  but  I would  recommend  that  we  keep 
our  powder  dry  and  our  organization  in  a high 
state  of  readiness.  In  this  connection,  I am 
sure  that  we  will  be  kept  informed  of  develop- 
ments by  the  A.M.A.  as  the  congressional 
session  progresses  and  the  pohtical  temperature 
rises. 

I need  not,  I am  sure,  go  into  any  of  the  issues 
behind  the  proposal  that  this  nation  support  an 
arrangement  whereby  people  over  sixty-five 
receive  medical  care  through  the  Social  Security 
mechanism.  Most  of  us  know  the  principal 
arguments,  if  only  in  outline  form.  However, 
the  great  majority  of  New  York  physicians  do 
know  about  the  New  York  65  Health  Insurance 
Association  which  49  leading  insurance  com- 
panies established  last  fall  for  the  benefit  of 
people  who  are  sixty-five  years  of  age  or  older. 

In  my  view,  the  New  York  65  plan  is  an  excel- 
lent one,  providing  basic  health  and  major  medi- 
cal protection  at  reasonable  cost.  It  is  another 
indication,  it  seems  to  me,  that  the  private 
enterprise  system  can  and  will  meet  the  needs 
of  our  elderly  citizens  who  require  assistance 
in  defraying  the  expenses  of  prolonged  hospital- 


ization and  serious  illnesses.  I understand 
that  New  York  65  will  have  another  open  en- 
rollment period  soon,  and  I am  sure  that 
physicians  throughout  the  State  will  do  every- 
thing possible  to  help  this  organization  achieve 
its  worthy  goals. 

Coming  closer  to  home,  I should  like  to  take 
note  of  the  excellent  job  done  this  year  by 
President  Lane  and  the  outstanding  contribution 
that  our  executive  vice-president — -Hem-y  I. 
Fineberg — has  made  to  our  great  Society  since 
he  took  office  a few  years  ago.  I aim  particu- 
larly impressed  by  his  work  in  reorganizing 
the  Society.  He  has  been  attempting  to  make 
it  live  within  its  budget,  to  streamline  its  proce- 
dures, and,  in  general,  to  make  the  Society  more 
responsive  to  the  needs  and  desu'es  of  the  mem- 
bership. 

At  the  same  time,  however,  I would  suggest, 
in  all  sincerity,  a careful  study  of  our  State 
Journal,  which  publishes  some  of  the  finest 
scientific  articles  in  the  country  but,  in  view 
especially  of  reduced  advertising  revenue, 
which  needs,  I think,  some  changes  in  its 
administrative  set-up. 

I must  be  frank  with  you.  I do  not  think 
that  the  reports  of  the  president-elect  are  read 
too  carefully  once  they  are  pubhshed  in  the 
Journal.  However,  conscience  compels  me  to 
dwell  briefly  on  a question  that  must  seem 
very  much  like  old  hat  but  must  be  resolved  if 
medicine  is  ever  to  make  the  kind  of  progress 
it  should. 

I refer  to  the  need  for  unity  and,  equally  im- 
portant, the  need  for  the  average  physician  to 
realize  that  while  he  may  be  in  the  private  prac- 
tice of  medicine,  he  is  by  the  very  nature  of  the 
modem  world  very  much  involved  in  public 
battles  over  that  practice. 

We  have  of  coume  accomphshed  a gr  eat  deal 
with  the  fine  organizations  we  have  on  the  local. 
State,  and  national  levels,  but  I submit  that  in 
these  days  of  massive  pohtical  involvement  in 
the  field  of  medical  care,  much  more  is  needed. 

We  need  much  greater  and  more  meaningful 
unity.  We  need  more  people  who  are  wiUing  to 
take  a position  not  for  the  glory  involved  but 
because  it  offers  an  opportunity  to  do  a job 
for  the  profession.  We  need  more  people  who 
know  how  to  place  the  good  of  medicine  first 
and  their  personal  wishes  and,  yes,  prejudices 
second. 

We  need  more  effective  spokesmen  for  medi- 
cine and  more  doctors  prepared  to  sacrifice  both 
time  and  effort  to  protect  their  own  long-range 
interests  and  those  of  their  colleagues. 

This  is  a tall  order  but  the  times  demand  it, 
and  medicine  would  certainly  benefit  if  the 
order  were  filled  promptly,  enthusiastically,  and 
effectively. 

Thank  you. 

Respectfully  submitted, 

William  L.  Wheeler,  Jr.,  M.D., 
President-Elect 

. . . The  audience  arose  and  applauded.  . . 

Speaker  Wurzbach:  These  remarks  of  the 

president-elect  hkewise  will  be  referred  to  the 
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Reference  Committee  on  Reports  of  Officers 
under  Dr.  Carson. 

Section  22  {see  177)  Report  63-M 

Supplementary  Report  of  the 
Planning  Committee  for  Medical  Policies 

To  the  House  of  Delegates,  Gentlemen: 

The  Planning  Committee  was  originally  set 
up  with  the  specific  purpose  of  developing  long- 
range  policies  for  our  State  Society.  The  com- 
mittee was  to  consider  among  other  things: 
(1)  distribution  of  physicians,  (2)  educational 
requirements  for  licensure,  (3)  voluntary  in- 
surance plans  for  decreasing  the  cost  of  medical 
care,  (4)  sociahzing  influences,  (5)  relationships 
of  the  medical  profession  with  government 
agencies,  commercial  laboratories,  and  vendors 
concerned  with  any  phase  of  medicine,  (6)  the 
relationship  of  hospitals  and  the  practice  of 
medicine,  (7)  relationship  with  and  the  status 
of  the  nmsing  profession,  and  (8)  such  other 
matters  as  the  committee  deems  important 
from  the  standpoint  of  protecting  the  public 
and  the  medical  profession  from  attempts  to 
bring  about  inadequate  medical  care  and  un- 
warranted interference  by  outside  agencies  with 
the  practice  of  medicine.  Most  of  these  sub- 
jects are  under  study  by  Council  committees, 
and  we  urge  you  to  read  the  committee  reports 
so  that  you  may  be  better  informed  of  the  ac- 
tivities of  yom*  State  Society. 

The  members  of  your  Planning  Committee 
earnestly  urge  that  any  member  of  the  State 
Society,  through  his  local  county  society  or 
district  branch,  who  has  any  constructive  ideas 
about  long-range  medical  policies,  please  for- 
ward them  to  the  executive  vice-president, 
Henry  I.  Fineberg,  M.D.  Suggestions  will  be 
given  due  consideration  and  study. 

Your  committee  held  its  second  meeting  on 
April  26,  1963,  and  discussed  the  following 
matters. 

Relationship  Between  Medicine  and  Labor.  At 
the  last  meeting  of  the  House  of  Delegates,  the 
Planning  Committee  recommended  that  the 
Society  “be  represented  by  carefuUy  selected 
individuals  on  the  New  York  City  Central 
Labor  Council,  AFL-CIO  Professional  Advisory 
Committee,  representatives  having  equal  status 
with  those  of  management  and  labor,  so  as  to 
improve  the  relationships  between  medicine  and 
these  groups.”  The  House  approved  this 
recommendation  and  added  a provision  “that  the 
representatives  be  chosen  by  the  State  Society, 
the  Coordinating  Council,  and  the  county 
medical  societies  or  that  the  representatives  be 
carefully  chosen  individuals  pleasing  to  the 
Medical  Society  of  the  State  of  New  York.” 

Your  committee  felt  that  such  an  arrange- 
ment would  be  difficult  to  carry  out  and  that  it 
should  be  approached  on  the  county  level  since 
most  disputes  with  labor  are  local  ones. 

One  example  of  such  a local  dispute  is  the 
situation  which  has  developed  in  Bronx  County 
involving  the  contract  between  the  Hotel 
Workers  Union  and  the  Bronx-Lebanon  Hospi- 


tal. Your  committee  would  hke  to  point  out 
that  such  situations  are  more  evident  in  the 
New  York  metropolitan  area  than  anywhere  in 
the  country. 

The  American  Medical  Association  Commit- 
tee on  Medical  Facilities  is  presently  studying 
the  relationship  between  medicine  and  labor. 
Our  secretary.  Waring  Willis,  M.D.,  is  a member 
of  this  committee,  and  New  York  representa- 
tives have  paidicipated  in  its  discussions. 

The  Planning  Committee  believes  that  prog- 
ress is  being  made  in  this  direction.  A final 
report  on  this  matter  will  be  submitted  after 
receipt  of  the  exhaustive  report  of  the  American 
Medical  Association  Committee  on  Medical 
Facilities. 

Survey  of  Functions  of  Committees.  In  the 
preliminary  report  of  the  committee,  we  re- 
ported that  a review  is  being  made  of  the  func- 
tions of  committees  in  order  “to  detennine  any 
lack  of  coordination,  overlapping,  or  ignorance 
of  objectives.”  We  regret  that,  because  of 
the  insufficient  response  from  committee  chair- 
men, the  survey  is  not  completed.  Therefore, 
action  on  this  matter  will  be  postponed  until  a 
later  date. 

District  Branches.  At  the  request  of  your 
chairman,  James  Greenough,  M.D.,  director  of 
scientific  activities,  submitted  the  following 
report  on  district  branches: 

1.  Advisability  of  continuing  joint  week-end 

meetings  of  district  branches. 

(a)  Attendance  at  meetings  used  for  in- 
come tax  deductions  which  may  be 
stopped. 

{b)  At  present,  district  branch  meetings 
ai’e  devoted  primarily  to  recreation. 
Scientific  program  participants  dishke 
having  to  present  then'  programs  to 
very  small  audiences. 

2.  Possibility  of  using  district  branches  for: 

(а)  Grievance  committees.  Establishing 

grievance  committees  on  the  district  I 
branch  level  would  eliminate  situa-  I 
tions  whereby  physicians  in  a small  ] 
area  are  reluctant  to  take  action  ! 
against  a fellow  member.  j 

(б)  Where  advisable,  form  disti-ict  branch  I 

committees  to  parallel  State  Society  j 

committees  (i.e..  Legislation,  Pubhc  ^ 

Health  and  Education,  Public  Rela- 
tions) . 

Your  committee  will  transmit  these  sugges-  i 
tions  to  the  presidents  of  the  district  branches  I 
and  determine  their  reactions. 

I 

Council  Minutes.  Because  of  the  many  | 
complaints  about  the  voluminous  form  in  which 
the  minutes  of  the  Council  meetings  are  pub- 
lished and  the  high  cost  of  printing  and  distribu- 
tion, our  executive  vice-president  presented  to 
the  committee  his  plan  for  curtaihng  the  pub- 
lished form  of  the  minutes  and  renewing  the 
distribution  of  a digest  of  the  official  actions 
taken  by  the  Council  to  key  people  throughout 
the  State  (i.e.,  county  society  officers  and  execu- 
tives, Council  committee  chairmen,  etc.). 
The  preparation  and  distribution  of  the  digest 
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will  be  the  responsibility  of  the  Department  of 
Communications,  with  the  consent  of  the 
I president. 

Journal.  Investigation  of  the  financial  situ- 
ation of  the  Journal  is  stfil  under  way  by  your 
i Plaiming  Committee. 

i California  Bureau  of  Research  and  Planning. 
As  stated  in  his  report,  the  executive  vice- 
president  presented  his  proposal  for  establishing 
I a bureau,  such  as  the  California  Bureau  of 
I Research  and  Planning,  to  the  Planning  Com- 
mittee. The  committee  agreed  to  initiate  a 
study  and  evaluate  the  possibility  of  establish- 
ing such  a bureau. 

"i  Legislation.  The  members  of  your  Planning 
|j  Committee  have  viewed  with  concern  the  poor 
I results  of  our  legislative  efforts  in  Albany. 
I The  Planning  Committee  will  study  this  matter 
^ during  the  coming  year. 

j Rural  Health.  At  the  last  meeting  of  the 
Council,  Edward  C.  Hughes,  M.D.,  chairman, 
I discussed  the  inability  of  his  committee  to 
act  effectively.  He  suggested  that,  in  the 
i|  future,  the  Rural  Medical  Service  Committee  be 
I changed  to  function  on  three  levels:  (1)  State, 

* (2)  district  branch,  and  (3)  county  society. 

[j  The  Planning  Committee  reahzes  the  im- 

I'  portance  of  rural  medical  service  and  would  hke 
to  consider  this  matter  during  the  coming 
year. 

Respectfully  submitted, 

Thurman  B.  Givan,  M.D.,  Chairman 

Section  23  (see  134)  Report  63-N 

Supplementary  Report  of  the  Judicial  Council 

i 

r To  the  House  of  Delegates,  Gentlemen: 

\ This  report  is  an  addendum  to  the  preliminary 

! report  which  was  published  in  the  April  1 issue 
of  the  New  York  State  Journal  of  Medicine. 
i 1.  The  Judicial  Council  of  the  American 
■1  Medical  Association  afl&rmed  the  decision  of  the 

I Judicial  Council  of  the  Medical  Society  of  the 
State  of  New  York  which  had  unanimously 
afltoned  the  decision  of  the  Bronx  County 
Medical  Society  suspending  a member  from 

I membership  for  one  year  based  on  his  admission 
that  he  had  given  “kickbacks”  to  an  insurance 
company  representative.  The  Judicial  Council 
of  the  A.M.A.  also  ruled  that  it  did  not  have 

i jurisdiction  over  that  portion  of  the  decision 
referring  to  the  recommendation  of  the  county 
society  that  the  State  Workmen’s  Compensation 
I,  Board  remove  the  physician’s  name  from  the 

(listing  of  physicians  authorized  to  render  medi- 
cal care  under  the  Workmen’s  Compensation 
1 Law. 

' 2.  On  February  20,  1963,  the  Judicial 

Council  heard  an  appeal  by  a physician  from  a 
decision  of  the  Medical  Society  of  the  County  of 
Schenectady  which  held  the  physician  guilty  of 
“overcharging”  and  “excessive  utilization  of 
hospital  beds.”  The  physician  charged  that  he 
had  not  been  afforded  “due  process  of  law” 
in  the  conduct  of  the  proceedings  before  the 
county  society. 


The  Judicial  Council,  after  hearing  extensive 
oral  argument  by  the  physician,  his  legal 
coimsel,  and  representatives  of  the  county 
society,  imanimously  voted  that  the  physician 
had  been  denied  “due  process”  and  to  return 
the  entire  matter  to  the  county  society  for 
further  proceedings  in  which  the  physician  would 
be  granted  “due  process”  in  the  conduct  of  the 
hearings  before  the  county  society. 

Respectfully  submitted, 

Norton  S.  Brown,  M.D.,  Chairman 

Section  24 

Information  Statement  for  Members  of  House 
from  Executive  Vice-President 

To  the  House  of  Delegates,  Gentlemen  : 

Many  of  our  colleagues  have  questioned  me 
about  my  resignation  from  the  Governor’s 
Advisory  Council  on  Drug  Addiction. 

For  your  information,  I append  herewith  a 
copy  of  my  letter  which  was  submitted  to  him 
on  May  6. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 

6700  192nd  Street 

Fresh  Meadows  65,  New  York 

May  6,  1963 

Governor  Nelson  A.  Rockefeller 
Executive  Chamber 
Albany,  New  York 
Dear  Governor  Rockefeller: 

Since  I was  awarded  the  degree  of  doctor  of 
medicine  by  Yale  University  almost  36  years 
ago — in  accordance  with  the  fine  traditions  of 
our  profession — I have  served  the  people  in 
several  capacities — as  hospital  intern  and  resi- 
dent, as  clinician,  as  the  medical  administra- 
tor of  two  large  municipal  hospitals  concerned 
primarily  with  the  care  of  the  medically  indi- 
gent, as  medical  deputy  commissioner  of  the 
Department  of  Hospit^s  of  the  City  of  New 
York — largest  organization  of  its  kind  in  the 
world,  as  president  and  now  executive  vice- 
president  of  the  great  Medical  Society  of  the 
State  of  New  York,  which,  among  others,  has 
these  aims^ — “to  extend  medical  knowledge 
and  advance  the  science  and  art  of  medicine; 
to  promote  the  betterment  of  public  health; 
and  to  enlighten  and  direct  public  opinion  in 
regard  to  the  problems  of  medicine  and  health 
for  the  best  interests  of  the  people  of  the 
State.” 

You  have  seen  fit  to  sponsor  and  sign  into 
law  a bin  to  hcense  chiropractic.  Why  you 
took  this  course  of  action  is  beyond  the  com- 
prehension of  scientists,  doctors  of  medicine, 
and  enlightened  lay  people  with  whom  I have 
been  in  contact. 

Your  ideas  as  to  what  constitutes  scientific 
and  proper  patient  care  and  mine  are  miles 
apart,  and  I feel  that  I am  better  qualified,  by 
training  and  experience,  to  determine  what  is 
right  and  what  is  wrong  in  this  very  important 
area.  Therefore,  it  is  my  firm  conviction  that 
I cannot  continue  to  be  the  chairman  and 
member  of  your  Council  on  Drug  Addiction. 
I hereby  tender  my  resignation,  to  take  effect 
immediately. 
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If  I thought  for  one  moment  that  my 
leaving  this  group  would  in  any  way  be  detri- 
mental to  the  health  or  welfare  of  the  public 
we  try  to  serve,  I would  continue  on  with 
the  Council  despite  our  differences  of  opinion. 
However,  this  is  not  the  case.  There  are 
many  men  and  women  as  qualified  as  I 
am  to  engage  in  the  work  of  attempting  to 
stamp  out  drug  addiction,  one  of  the  serious 
challenges  of  our  civilization. 

As  in  the  past,  I will  continue  to  participate 
in  the  campaigns  being  conducted  by  other 
dedicated  people. 

Very  truly  yours, 

Henry  I.  Fineberg,  M.D. 


Awards  and  Guests 

Section  25 

Presentation  of  Bernstein  Award 

Speaker  Wurzbach:  Mr.  President,  I ask 

you  to  speak  concerning  the  Albion  O.  Bern- 
stein, M.D.,  Award. 

President  Lane:  Mr.  Speaker,  it  is  with 

great  pleasure  that  we  present  this  year’s  Albion 

O.  Bemstein,  M.D.,  Award  to  Dr.  Herbert  E. 
Kaufman  of  the  University  of  Florida  for  his 
research  and  development  in  new  uses  for  iodo- 
deoxyuridine.  This  award,  which  has  been 
set  up  as  an  annual  event  by  Morris  J.  Bern- 
stein in  memory  of  his  late  son,  comprises  both 
a scroll  and  a cash  award  in  the  amount  of 
$1,500.  Unfortunately,  the  wirmer  of  the 
Albion  O.  Bernstein,  M.D.,  Award  is  unable  to 
be  with  us  today  and  has  sent  me  this  telegram 
from  Gainesville,  Florida: 

I would  like  to  express  my  gi'atitude  for 
the  very  great  honor  you  have  bestowed  on 
me  in  giving  me  the  Bernstein  Award.  An 
aw£U'd  such  as  this  from  one’s  own  state  is 
especially  gi'atifying.  I plan  to  divide  the 
very  generous  award  with  some  of  those  who 
have  helped  me  in  my  previous  work. 

Herbert  E.  Kaufman,  M.D. 
Chief,  Division  of  Ophthalmology 

Section  26 

Citation  to  Outstanding  General  Practitioner 

Speaker  Wurzbach:  I would  ask  Drs. 

Kaufman,  Wagreich,  and  Ames  to  escort  Dr. 
McKeeby  to  the  podium. 

. . . Joseph  J.  Kaufman,  M.D.,  Samuel  Wag- 
reich, M.D.,  and  Lawrence  Ames,  M.D.,  es- 
corted Raymond  S.  McKeeby,  M.D.,  to  the  ros- 
trum amid  applause  . . . 

President  Lane:  Mr.  Speaker  and  mem- 

bers of  the  House,  it  gives  me  distinct  pleasure 
to  present  to  one  of  our  own  members  the  award 
as  the  Outstanding  General  Practitioner  of  the 
year,  and  I will  read  from  the  plaque: 

The  Medical  Society  of  the  State  of  New 
York  presents  this  certificate  to  Raymond  S. 
McKeeby,  M.D.,  in  recognition  of  his  selec- 
tion by  the  Council  as  the  outstanding 


general  practitioner  of  the  year  of  New  York 

State  for  1963. 

Joseph  A.  Lane,  M.D.,  President 
Waring  Willis,  M.D.,  Secretary 

Raymond,  my  congratulations!  (Applause) 

Raymond  S.  McKeeby,  M.D.,  Councillor: 
Mr.  President,  Mr.  Speaker,  members  of  the 
House  of  Delegates,  ladies,  and  gentlemen,  for 
what  I consider  is  the  highest  honor  which  I j 
had  ever  hoped  to  obtain,  I say  thank  you  to  the  ; 
Council  representing  the  Medical  Society  of  t 
the  State  of  New  York  and  to  my  own  Broome  1 
County  which  initiated  this  honor.  j 

To  say  general  practice  is  becoming  obsolete  is  I 
glossing  over  the  demands  of  the  general  practi-  | 
tioner  in  the  grass  roots.  Those  of  you  doing 
general  work  realize  too  well  that  it  is  more 
than  a full-time  job. 

In  a nation-wide  survey  conducted  for  the  ' 
American  Academy  of  General  Practice  by  the 
Opinion  Research  Center  of  Princeton,  New 
Jersey,  the  need  for  family  doctors  was  firmly 
established  in  the  following  opinions: 

1.  People  always  want  improvements  but 
basically  are  satisfied  with  American  medical 
care. 

2.  Three  fom-ths  of  the  public  caU  their 
family  doctors  first  when  they  need  help,  and 
they  feel  that  good  medical  care  is  centered 
aroimd  a particular  family  physician. 

3.  Informed  people  want  good  medical  care 
and  are  willing  to  pay  for  it.  The  public  is 
well  satisfied  with  the  fee-for-service  system. 

4.  The  outstanding  characteristic  of  the  pub- 
lic’s medical  demands  is  for  sheer  competence  on 
the  part  of  the  family  physician. 

5.  The  key  public  relations  problem  is  to 
improve  the  group  image.  Each  individual  has  | 
a high  regard  for  his  own  family  doctor. 

President  Kennedy  has  m’ged  the  production 
of  more  family  physicians  to  safeguard  America’s 
health.  “They  are  badly  needed  in  medicine 
today,”  he  said. 

I quote  these  opinions  merely  to  confii-m 
what  we  aU  realize  is  a problem  in  administering 
good  medicine,  that  is,  the  initial  treatment  of 
the  individual. 

Of  course,  a great  percentage  of  the  ordinary 
ills  of  the  American  family  can  be  treated  at  this 
level.  Part  of  the  family  physician’s  job  is  to 
decide  whether  the  patient  is  really  sick  or 
merely  a victim  of  the  pressures  of  civilization. 
Even  these  people  must  be  treated.  Second, 
a proper  diagnosis  of  the  nonpsychosomatic 
diseases  and  the  realization  of  whether  this 
particular  iUness  comes  under  the  individual 
doctor’s  experience  and  education  and,  if  it 
does  not,  the  referral  to  the  proper  specialist. 

In  a great  many  communities  thi-oughout  this  ' 
State  there  is  a definite  need  for  many  more  such  i 
qualified  individuals. 

We  all  know  the  reasons  for  the  so-called  de-  i 
dine  of  general  practice,  chiefly  the  fragmenta- 
tion of  medical  care  into  specialty-oriented  seg- 
ments by  medical  school  teaching.  But  it 
seems  to  me  that  if  the  need  for  such  a branch  of 
medicine  has  been  established  on  a national 
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i level  and  the  funds  are  being  provided  to 
'{  meet  those  needs,  a turnabout  program  can  be  set 
up  whereby  there  will  be  establishment  of  family 
ij  practice  teaching  units  in  medical  schools  and 
[ inclusion  of  general  practitioners  in  full-time 
teaching  staffs  to  orient  medicad  students  in  a 
field  of  medicine  so  essentially  needed  for  initial 

icare  and  in  80  per  cent  of  cases  for  definitive 
care.  We  should  all  strive  to  follow  the  course 
of  action  which  will  give  the  best  possible  medi- 
cal care  at  all  levels. 

Toward  these  ends  we  in  this  particular  field 
should  strive. 

Thank  you  very  much.  (Applause) 

Speaker  Wurzbach:  Thank  you.  Dr.  Mc- 
Keeby,  for  those  very  well-chosen  words. 


Section  27 

I Address  of  President  of  Woman’s  Auxilary 

I 

Speaker  Wurzbach:  It  is  a very  pleasant 
t task  for  the  Speaker  now  to  ask  Dr.  Fineberg 
and  Dr.  Galbraith  to  present  at  the  podium  the 
president  of  the  Woman’s  Auxihary,  Mrs. 
Herbert  J.  Ulrich. 

. . . Henry  I.  Fineberg,  M.D.,  and  John  M. 
Galbraith,  M.D.,  presented  Mrs.  Herbert  J. 
Ulrich  at  the  platform  amid  applause  . . . 

Mrs.  Herbert  J.  Ulrich:  Good  morning, 

gentlemen.  I deem  it  a privilege  to  address 
this  House  of  Delegates  and  will  make  my 
report  of  the  activities  of  your  Auxiliary  for  the 
ye6H  1962-1963  as  brief  as  possible,  while  still 
informing  you  with  justifiable  pride  of  what  we 
consider  our  accomphshments  during  this  yeai'. 

After  consultation  with  Dr.  Lane  and  Dr. 
Fineberg,  I decided  on  our  theme  for  the  year  as 
“Redefining  Our  Objectives”  for  they  empha- 
sized, and  I quote,  “While  you  continue  in  your 
own  special  programs,  you  wiU  assume  as 
your  major  responsibility  that  of  assisting  the 
State  Medical  Society.”  Accordingly,  we  elim- 
inated the  health  poster  contest,  the  essay 
contest,  and  Project  Hope  as  our  projects  to 
concentrate  on  legislation  and  public  health 
and  education. 

It  is  with  pleasure  that  I inform  you  that  of 
the  50  counties,  all  50  took  an  active  part  in 
legislation  programs.  Some  invited  congress- 
men and  senators  as  well  as  State  senators  and 
assemblymen  to  meetings.  In  some  cases 
Auxiliary  members  went  directly  to  Albany  to 
talk  to  legislators.  Some  had  joint  meetings 
with  their  medical  societies  on  legislation; 
others  invited  physicians  to  speak  at  their  meet- 
ings. Most  of  them  sent  letters  written  and 
addressed  right  at  their  meetings  on  vital 
issues.  Many  sent  telegrams  both  to  Albany 
and  to  Washington  or  actually  made  personal 
telephone  calls  to  legislators.  Some  auxiliaries 
solicited  signatm-es  for  petitions  at  hospitals 
and  in  doctors’  waiting  rooms,  and  all  tried  to 
influence  lay  groups  in  their  contacts  with  other 
organizations.  Pamphlets  were  distributed  ei- 
ther by  mail  or  in  some  cases  through  waiting 
rooms  in  hospitals  or  doctors’  offices.  Where- 
ever  possible,  direct  contact  with  senators  and 


congressmen  was  made  in  an  effort  to  tell 
medicine’s  story.  At  the  ill-fated  pubhc  hear- 
ing on  hcensure  of  chiropractors,  approximately 
250  Auxiliary  members  attended,  in  the  faint 
hope  of  aiding  our  cause  and  lending  moral 
support  to  the  Medical  Society. 

As  in  previous  years,  we  manned  a booth  at  the 
N ew  Y ork  State  F air  where  pamphlets  obtained 
from  the  Medical  Society  of  the  State  of  New 
York  on  such  vital  subjects  as  health  care  of  the 
aged,  sociahzed  medicine,  and  voluntary  health 
insurance  were  distributed. 

Participation  in  area  health  programs  was 
outstanding  this  year.  Fifteen  counties  helped 
with  tuberculosis  projects,  23  with  heart,  23 
with  polio,  and  7 with  diabetes.  Seventeen 
assisted  the  Community  Chest,  23  worked  with 
the  Red  Cross,  16  assisted  with  local  civil 
defense  and  safety,  7 with  estabhshed  mental 
health  associations,  and  many  with  cancer, 
blood  bank  programs,  glaucoma  detection, 
physical  fitness,  and  others  too  numerous  to 
mention.  These  activities  leave  no  room  for 
doubt  that  our  objective,  “To  assist  the  Medical 
Society  in  its  program  for  the  advancement  of 
medicine  and  public  health,”  was  truly  redefined 
this  year. 

Attendance  at  meetings,  a problem  not  hmited 
to  the  Auxihary,  has  been  rather  disappointing. 
The  trend  to  have  county  auxiliary  meetings  at 
the  same  time  as  the  county  medical  society 
seems  to  be  helping  the  situation  however.  I was 
encouraged  to  read  on  one  report  that  when  the 
auxihary  went  back  to  luncheon  meetings,  the 
men  complained  that  their  attendance  was 
adversely  affected.  Reading  this  was  hke  hav- 
ing a bright  sun  peer  through  a dark  cloud  on  a 
gloomy  day. 

IncidentaUy,  in  this  year  135  nurses’  scholar- 
ships were  given  by  the  auxhiaries  in  the 
amount  of  $23,150,  and  17  loans  or  scholarships 
for  paramedical  careers  were  estabhshed.  Three 
counties  now  give  aid  to  medical  students,  and 
one  estabhshed  a $5,000  fund  in  its  local  medical 
school  for  this  pm-pose.  A total  of  $8,500  was 
contributed  to  A.M.A.  Education  and  Research 
Foundation  and  $2,150  to  Physicians’  Home. 

It  has  been  a busy,  harmonious  year  with 
cooperation  between  the  State  Society  officers, 
county  presidents,  and  chairmen  exceUent.  It 
has  been  a real  pleasure  and  privilege  to  work 
with  Dr.  Lane  and  Dr.  Fineberg.  They  have 
been  a source  of  inspiration  and  encourage- 
ment. My  thanks  also  go  to  the  New  York 
office  for  the  many  services  rendered  the  Aux- 
ihary throughout  the  year. 

It  is  our  sincere  hope  that  you  feel  that  our 
activities  have  been  of  help  to  you.  This  is 
our  aim  as  individuals  and  certainly  is  our  only 
reason  for  being — coUectively. 

Thank  you  for  ah  the  courtesies  extended  to 
me  this  year  and  for  the  privilege  of  addressing 
you  today.  To  have  served  the  Medical  Society 
of  the  State  of  New  York  as  president  of  its 
Auxihary  has  been  an  interesting  and  rewarding 
experience  indeed,  and  I am  giateful  for  having 
been  granted  the  opportunity  so  to  serve. 

. . . The  audience  arose  and  applauded . . . 


September  1,  1963 — Part  II  / New  York  State  Journal  of  Medicine  43 


Section  28 

Presentation  of  Empire  State  Awards  for 
Excellence  in  Medical  Reporting 

Speaker  Wurzbach:  Our  next  order  of  busi- 
ness is  a very  pleasurable  one  in  that  every  sec- 
ond year  the  House  of  Delegates  has  the  honor 
to  host  the  presentation  of  the  Empire  State 
Awards  for  Excellence  in  Medical  Reporting. 
I will  ask  Hollis  S.  Ingraham,  M.D.,  Commis- 
sioner of  the  New  York  State  Health  Depart- 
ment, to  come  forward,  and  then  may  I present 
the  recipients,  and  will  they  please  come  for- 
ward: 

Mr.  Earl  Uhell  and  Mr.  Murray  Weiss,  from 
the  New  York  Herald  Tribune. 

Mrs.  Nora  Applegate  and  Mr.  T.  Eugene 
Duffy,  from  the  Westchester  County  Publishers, 
Inc. 

Mr.  Walter  Froehhch,  of  the  Buffalo  Courier 
Express. 

Mr.  Phillip  Santora,  of  the  New  York  Daily 
News. 

Mr.  Walter  Rewald,  of  the  Auburn  Citizen- 
Advertiser. 

Miss  Kathy  Covert,  of  the  Syracuse  Herald- 
Journal. 

. . . The  audience  arose  and  applauded . . . 

Hollis  S.  Ingraham,  M.D.:  Mr.  Speaker 
and  colleagues,  the  Empire  State  Awards  for 
Excellence  in  Medical  Reporting,  estahhshed 
“to  encourage  sound  medical  reporting”  in  om’ 
State,  also  serve  as  recognition  of  significant 
contributions  to  pubhc  knowledge  and  under- 
standing of  health  and  medicine  made  hy  report- 
ers and  newspapers  in  New  York  State.  They 
are  sponsored  by  the  Medical  Society  of  the 
State  of  New  York  and  Annual  Health  Confer- 
ence, Inc.,  on  behalf  of  the  New  York  State 
Department  of  Health. 

This  year  two  more  awards  are  being  made; 
one  to  reporters  on  newspapers  of  over  50,000 
circulation  and  one  to  reporters  on  newspapem 
of  under  50,000  circulation. 

Nominated  for  a series  of  articles  exploring 
the  role  of  diet  in  heart  disease  is  a reporter  who 
has  covered  such  stories  as  the  Kinsey  report. 
Atoms  for  Peace  Conference  at  Geneva,  polio 
vaccine,  lauching  of  the  first  Russian  and  Amer- 
ican sateUites;  also  a recipient  in  1958  of  the 
Lasker  Award  for  Best  Medical  Journalism 
and  a past- president  of  the  National  Associa- 
tion of  Science  Writers.  We  are  pleased  that 
this  award  for  the  over  50,000  circulation  class 
newspaper,  which  carries  a $500  allowance,  is 
presented  to  a man  who  is  presently  covering 
a story  down  at  Cape  Canaveral.  We  are  de- 
lighted, however,  that  his  wife  is  able  to  accept 
for  him.  The  winner  of  the  Fourth  Annual 
Empire  State  Award  is  Mr.  Earl  Uhell,  of  the 
New  York  Herald  Tribune.  Mrs.  Uhell,  it  is 
a great  pleasure  indeed  to  present  you  with  this 
check.  (Applause) 

Mrs.  Earl  Ubell:  Ladies  and  gentlemen, 
I know  how  much  Earl  would  have  wanted  to 
he  here  today  to  accept  this  award,  but  as  you 
all  know  another  astronaut  is  preparing  to  go 
on  another  flight  around  the  world.  While  you 
are  without  your  prize  winner,  I am  once  again 


a Cape  Canaveral  widow.  My  husband  asked 
me  to  read  you  a message  about  this  prize: 

To  the  Medical  Society  of  the  State  of  New 
York  and  the  New  York  State  Department  of 
Health: 

Winning  the  Empire  State  Medical  Report- 
ing Prize  means  something  special  to  me.  As 
some  of  you  may  know,  I have  been  interested 
for  a long  time  in  improving  the  quality  of 
medical  reporting  in  American  newspapers, 
and  when  the  Department  of  Health  asked  I 
my  advice  some  years  ago  in  establishing  this  I 
prize,  I said  I hoped  that  it  would  not  be  based 
on  a single  effort,  that  it  would  represent  a 
continuing  effort  by  the  writer  year  in  and 
year  out.  I am  glad  the  prize  committee 
agreed  with  me.  However,  as  a result  of  that 
advice,  I have  had  to  refrain  from  entering  the 
contest  for  a number  of  years  to  avoid  a sort  of 
conflict  of  interest.  Now  that  I have  won, 

I can  only  say  that  the  prize  means  much 
more  to  me  than  the  money.  It  represents  my  [j 
own  thinking  of  what  I believe  is  good  in  sci-  [ 
ence  writing.  For  this  I thank  you. 

(Applause) 

Dr.  Ingraham:  There  is  also  an  award  to  i 
the  paper:  in  recognition  of  the  role  of  the  Her-  | 
aid  Tribune  in  featuring  this  story,  an  award 
is  made  to  the  paper,  which  will  be  accepted  by  ' 
Mr.  Murray  Weiss.  (Applause) 

Nominated  for  articles  on  dental  heedth  and 
on  medical  research  in  Westchester  County  in 
the  under  50,000  circulation  class,  om"  recipient 
is  a native  of  Anderson,  Indiana.  She  began 
her  newspaper  career  some  fourteen  years  ago 
as  editor  of  the  PleasantvUle,  New  York, 
Townsman.  Eight  years  ago  she  began  working 
with  the  Reporter  Dispatch.  In  May,  1962, 
the  Westchester  Academy  of  Medicine  conferred 
a benefactor  membership  in  the  academy  upon 
her.  We  are  pleased  to  make  this  award  of 
$500  to  Ml’S.  Nora  Applegate,  of  the  White 
Plains  Reporter  Dispatch.  (Applause) 

Mrs.  Nora  Applegate:  I just  want  to  say 
thank  you,  and  thanks  especially  to  the  West- 
chester Medical  Society  and  to  the  Westches- 
ter Department  of  Health  for  the  excellent  co- 
operation I have  had  whenever  I wanted  to  do 
any  article  on  medicine  or  medical  research  in 
Westchester  County.  Without  them  I could 
not  have  done  the  work  I have  done.  Thank 
you.  (Applause) 

Dr.  Ingraham;  In  recognition  of  the  efforts 
of  the  White  Plains  Reporter  Dispatch  to  ad- 
vance accurate  medical  reporting,  this  certificate 
will  be  presented  to  the  paper  and  will  be  ac- 
cepted by  Mr.  T.  Eugene  Duffy,  vice-president 
and  general  manager  of  Westchester  County 
Publishers,  Inc.  (Applause) 

Honorable  mention  in  the  over  50,000  cir- 
culation class  ended  in  a tie  this  year  with  two  < 
science  writers  being  chosen:  Walter  Froehlich,  i 
of  the  Buffalo  Courier  Express,  and  Phillip  ( 
Santora,  of  the  New  York  Daily  News.  Mr. 
Froehhch  was  given  honorable  mention  for  j 
his  articles  on  various  subjects,  including  heart 
repair  surgery,  nuclear  medicine,  cobalt  ma- 
chine for  cancer  therapy,  and  communicable 
diseases.  Mr.  Santora  was  nominated  for  his 
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I six-part  series  covering  the  history  of  surgery 
|.  from  the  Egyptians  to  the  development  of  pres- 
i|  ent-day  technics.  Mr.  Richard  Engler,  special 
>1  features  editor  of  the  New  York  Daily  News, 
r will  accept  for  Mr.  Santora,  who  is  presently 

I on  assignment  in  Birmingham,  Alabama.  {Ap- 

I I plause) 

In  the  under  50,000  circulation  class,  hon- 
t|  orable  mention  went  to  Mr.  Walter  Rewald,  of 
(’  the  Auburn  Citizen- Advertiser.  Mr.  Rewald 
1 1 was  nominated  for  an  article  describing  nursing 
! services  to  migrant  farm  workers  and  other 
. articles  on  county  health.  (^Applause) 

I In  a special  class,  the  Public  Service  Award, 

► designated  for  particular  public  service  in  a 
I commimity,  was  selected  by  the  judges  who 
' evaluated  each  nomination  and  considered  the 

series.  This  Public  Service  Award  is  presented 
to  the  Syracuse  Herald- Journal  for  its  extensive 
coverage  of  oral  polio  vaccination  campaign, 
including  page  one  stories,  editorials,  and  photo- 
I graphs.  Accepting  for  the  Syracuse  Herald- 
' Journal  is  Miss  Kathy  Covert,  who  was  the 
I 1960  Empire  State  Award  winner  and  science 
I writer  for  the  Syracuse  Herald- Journal. 

> {Applause) 

Mr.  Speaker,  this  concludes  the  presentation 
I of  the  Empire  State  Awards. 

Speaker  Wurzbach:  Thank  you.  Dr.  Ingra- 
j ham,  and  thank  you,  ladies  and  gentlemen,  for 
being  with  us  today. 

Section  29 

I Presentation  of  Redway  Award 

I President  Lane:  Mr.  Speaker,  members  of 
I the  House,  ladies,  and  gentlemen,  it  is  a distinct 
' pleasure  to  make  the  second  Laurance  D. 
Redway  Award,  and  I read  as  follows: 

! Second  Laurance  D.  Redway  Medal  and 
1 Award  is  presented  to  John  Edward  Doyle, 
M.D.,  as  senior  author  in  association  with 
I Sidney  Anthone,  M.D.,  Roland  Anthone, 

' M.D.,  and  Arthur  E.  MacNeUl,  M.D.,  for 

I their  article  on  “Ultrafiltration  with  Parallel 
I Flow,  Straight  Tube  Dialyzer,”  published  in 
the  January  15,  1962,  issue  of  the  New  York 
State  Journal  of  Medicine. 

I From  among  the  many  fine  articles  pub- 

j lished  in  the  Journal  in  1962  that  were  rec- 
I ommended  to  the  judges,  this  was  chosen 
for  highest  merit.  The  work  itself  was  care- 
fully planned  as  a result  of  years  of  experience 
I in  developing  the  apparatus  and  the  technic 
I of  its  use.  Developments  in  the  field  were 
extensive  for  an  area  of  investigation  as  new 

' as  this. 

The  description  of  the  apparatus  and  its  use 
in  the  seven  cases  reported  was  clear,  attrac- 
tive, and  readily  understemdable  to  the  reader 
unfamilar  with  this  medical  development. 

' The  judges  felt  that  this  was  an  important 

contribution  to  the  literature  of  a compara- 
tively new  reach  forward  and  that  the  authors 
had  met  and  set  high  standards  for  the 
Laurance  D.  Red  way  Award  for  Excellence 
I in  Medical  Writing. 

I The  medal  is  awai'ded  to  Dr.  Doyle;  the 

cash  prize  of  $500  is  divided  equally  among  the 
four  authors. 


Dr.  Doyle,  it  is  my  pleasm-e  to  present  this 
medal  to  you.  {Applause) 

John  Edward  Doyle,  M.D.:  Dr.  Lane, 

Mr.  Speaker,  and  members  of  the  House  of 
Delegates,  let  me  just  express  my  sincere  thanks 
on  my  own  behalf  and  on  behalf  of  my  coworkers 
and  coauthors  for  this  great  honor. 

Let  me  also  express  thanks  to  the  Heart 
Association  of  Erie  County  and  to  the  Hardwick 
Foundation  for  their  support  of  our  work  over 
the  years. 

Let  me  also  express  thanks  to  the  Medical 
Foimdation  of  Buffalo  for  its  work.  {Applause) 

Section  30 

Citation  for  Meritorious  Service 

Speaker  Wurzbach:  The  Citation  for  Meri- 
torious Service  for  this  State  from  the  Presi- 
dent’s Committee  on  Employment  of  the  Phys- 
ically Handicapped  to  Aithiu-  S.  Abramson, 
M.D.,  of  the  Department  of  Rehabilitation 
Medicine,  of  Albert  Einstein  College  of  Medi- 
cine, will  not  be  made  now,  but  will  be  made  at 
the  June  meeting  of  the  Council. 

Section  31 

Presentation  of  State  Society  Service  Scroll 

Speaker  Wurzbach:  Next  is  a very  wonder- 
ful part  of  this  program,  which  will  be  the  pres- 
entation by  the  president  of  the  Service  Scroll 
of  the  Medical  Society  of  the  State  of  New  York 
to  two — if  I were  to  say  faithful  members,  that 
would  be  a terrible  understatement — stalwarts. 
There  is  no  adjective,  no  explanation  that  can 
equal  the  amount  of  time,  effort,  and  dedicated 
service  of  these  two  men.  Nohody  is  going  to 
escort  them  up.  They  want  to  be  on  their 
own,  and  in  this  they  deserve  it.  I am  going 
to  ask  Maurice  J.  Dattelbaum,  M.D.,  and  Fred- 
eric W.  Holcomb,  M.D.,  to  come  to  the  dais. 
{Applause) 

President  Lane:  These  gentlemen  say  they 
are  surprised.  They  were  supposed  to  be 
surprised.  I think  that  makes  this  award  much 
more  exciting  and  interesting  for  all  of  us.  They 
will  receive  a formal  award  at  the  dinner  on 
Wednesday  night,  but  we  wanted  them  to  have 
this  little  extra  surprise  this  morning  and  to 
commend  them,  so  you  would  aU  know  how  we 
feel  about  these  two  wonderful  gentlemen. 
Congi'atulations  to  both  of  you.  We  will  see 
you  again  Wednesday  night. 

. . . The  audience  arose  and  applauded  . . . 

Section  32  {see  122) 

President’s  Citation  for  Distinguished 
Community  Service 

Speaker  Wurzbach:  We  will  now  have  the 
presentation  of  the  President’s  Citations  for 
Distinguished  Community  Service. 

President  Lane:  Mr.  Speaker  and  members 
of  the  House,  I might  remind  you  that  it  is 
important  for  you  to  know  that  this  is  an  award 
that  is  in  addition  to  the  professional  accom- 
plishments of  these  gentlemen.  It  recognizes 
their  dedication  to  community  activities  as  well 
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as  to  their  professional  activities. 

It  is  my  pleasure  to  make  these  awards,  and  I 
will  read  only  one  of  them  to  let  you  know  what 
it  says; 

On  behalf  of  the  Medical  Society  of  the 
State  of  New  York,  it  is  with  the  greatest 
pleasure  that  I present  you  with  this  year’s 
President’s  Citation.  Your  example,  both  in 
your  professional  hfe  and  as  a civic  leader, 
prompted  your  colleagues  to  nominate  you 
for  this  honor.  The  medical  profession  and 
the  Medical  Society  of  the  State  of  New  York 
are  proud  to  count  you  among  their  members. 

My  sincere  best  wishes  and  congratulations 
to  you  and  your  family. 

Cordially, 

Joseph  A.  Lane,  M.D.,  President 
And  the  citation  itself: 

The  Medical  Society  of  the  State  of  New  York 
President’s  Citation 

This  citation  is  hereby  presented  in  recogni- 
tion of  and  in  grateful  appreciation  for 
distinguished  services. 

May  13,  1963  Joseph  A.  Lane,  M.D., 

President 

Gentlemen,  my  congratulations  to  all  of  you. 
{Applause) 

. . . The  complete  list  is  as  follows: 

Lyman  G.  Bai'ton,  Jr.,  M.D.,  Plattsburgh 
Floyd  C.  Bratt,  M.D.,  Rochester 
Herbert  R.  Brown,  M.D.,  Rochester 
Robert  J.  CoUins,  M.D.,  S5rracuse 
Irwin  Felsen,  M.D.,  Wellsville 
John  J.  Rainey,  M.D.,  Troy 
John  Romano,  M.D.,  Rochester 
Edward  Siegel,  M.D.,  Plattsburgh 
Scott  Skinner,  M.D.,  Seneca  Falls 
Floyd  L.  Spaulding,  M.D.,  Cohocton 

Section  33 

Checks  to  Medical  Schools  from  A.M.A. 

Education  and  Research  Foundation 

President  Lane:  As  you  wiU  remember,  we 
formerly  had  the  deans  of  the  medical  schools 
here  to  accept  the  checks  from  the  American 
Medicad  Association  Education  and  Research 
Foundation  fund.  This  year  I wiU  read  out 
the  amounts  going  to  each  school  so  that  you 
may  know  how  this  fund  has  been  distributed  to 
the  schools  in  the  State  of  New  York;  State 
University  of  New  York,  Upstate  Medical 
Center  CoUege  of  Medicine  at  S3Tacuse 

$7,172.32;  State  University  of  New  York  at 
Buffalo  School  of  Medicine  $8,804.32;  State 
University  of  New  York  Downstate  Medical 
Center  College  of  Medicine  at  Brooklyn 

$6,695.32;  Albany  Medical  CoUege  $9,227.32; 
Albert  Einstein  CoUege  of  Medicine  $6,809.82; 
Columbia  University  CoUege  of  Physicians  and 
Surgeons  $11,173.82;  Cornell  University  Med- 
ical CoUege  $13,415.32;  New  York  Medical 
CoUege,  Flower  and  Fifth  Avenue  Hospitals 
$9,248.32;  New  York  University  School  of 


Medicine  $9,308.82;  University  of  Rochester 
School  of  Medicine  and  Dentistry  $8,925.32; 
making  a gi-and  total  of  $90,780.70.  {Applause) 

Section  34  {see  106,  121,  123,  174) 

Introduction  of  Guests 

Speaker  Wurzbach:  It  is  always  a pleasure 
to  welcome  delegates  from  the  jurisdictions  in 
and  about  New  York. 

Dr.  Azzari,  may  I caU  on  you  to  bring  forward 
the  delegation  from  the  Vermont  State  Medical 
Society,  its  president.  Dr.  Hogle,  and  a past- 
president,  Dr.  Hammond. 

Renato  J.  Azzari,  M.D.,  escorted  John  R. 
Hogle,  M.D.,  and  James  P.  Hammond,  M.D., 
to  the  rostrum  amid  applause  . . . 

Renato  J.  Azzari,  M.D.,  Trustee:  Mr. 

Speaker  and  members  of  the  House,  it  gives  me 
great  pleasure  to  present  to  you  two  distinguished 
gentlemen  from  the  beautiful  Green  Mountain 
State  of  Vermont:  first  a past-president.  Dr. 
James  Hammond,  and  second,  the  present 
president  of  the  Vermont  State  Medical  Society, 
Dr.  John  Hogle. 

James  P.  Hammond,  M.D.:  President  Lane, 
Dr.  Azzari,  Mr.  Speaker,  members  of  the  House 
of  Delegates,  and  distinguished  guests,  it  is 
indeed  an  honor  and  a privilege  for  me  to 
represent  the  State  of  Vermont  as  a delegate  to 
your  157th  Annual  Meeting. 

New  York  is  not  foreign  to  me  since  I received 
my  M.D.  degree  in  this  State  and  in  this  city. 
I received  my  internship  and  postgraduate 
training  over  in  Brooklyn  and  was  a member  of 
the  Kings  County  Medical  Society  at  one  time 
preceding  World  War  II.  As  a matter  of  fact, 
I migi-ated  to  Vermont,  and  I might  say  that  I 
do  come  from  the  southern  pai't  of  Vermont. 
I migrated  to  Vermont  primarUy  due  to  one  of 
your  distinguished  members,  T.  Dexter  Davis, 
M.D.,  whom  some  of  you  remember. 

We  are  having  our  sesquicentennial  in  about  a 
week  and  a half  in  Manchester.  Maybe  I am 
now  presaging  some  of  Dr.  Hogle’s  remarks, 
but  we  do  hope  that  some  of  you  gentlemen  will 
participate  in  our  festivities. 

I am  certainly  looking  forwai’d  to  the  dehbera- 
tions  of  your  House  of  Delegates,  and  I thank 
you  very  much,  Mr.  Speaker,  for  affording  me 
this  opportunity  to  speak.  {Applause) 

John  R.  Hogle,  M.D.:  Mr.  Speaker,  Presi- 
dent Lane,  members  of  the  House  of  Delegates, 
and  guests,  parenthetically  I would  hke  to  say 
that  Dr.  Hammond  has  stolen  my  speeches  for 
a number  of  years. 

I wish  to  thank  President  Lane  and  the 
oflScers  of  this  great  Society  for  the  opportunity 
to  be  here  as  a representative  of  the  Vermont 
State  Medical  Society. 

I would  like  also  to  express  special  apprecia- 
tion for  the  very  gracious  and  cordial  letter  of 
invitation  that  was  sent  to  me  and  my  wife  by 
Dr.  Henry  Fineberg. 

In  aU  probabihty  most  of  the  physicians  of 
Vermont  would  be  at  this  convention  here  today 
but  for  the  gi'ace  of  God  and  a man  by  the  name 
of  Ethan  Allen  and  the  fact  that  the  lower  end 
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of  Lake  Champlain  is  narrower  than  the  upper 
end.  As  a consequence  the  Vermont  State 
Medical  Society  is  celebrating  its  own  150th 
anniversary  in  about  ten  days.  It  is  a special 
occasion  for  my  society,  and  therefore  I am 
entrusted  to  bring  a very  special  greeting  to  the 
Medical  Society  of  the  State  of  New  York  and 
to  express  the  hope  that  the  proceedings  here 
will  be  carried  through  in  a most  fruitful  and 
successful  manner.  Thank  you!  (Applause) 

Speaker  Wurzbach:  We  have  received  a 

letter  from  the  representative  of  the  New 
Hampshire  Medical  Society,  Harold  I.  L. 
Loverud,  M.D.,  that  it  will  be  impossible  for 
him  to  attend,  and  he  did  not  have  time  to 
designate  an  alternate. 

I do  not  think  there  are  any  of  our  other 
visiting  state  delegates  present  at  this  time; 
therefore,  I will  ask  for  the  report  of  the  Physi- 
cians’ Home,  which  will  be  in  two  parts,  first 
from  Beverly  Chew  Smith,  M.D.,  and  then  from 
Chas.  Gordon  Heyd,  M.D. 


Physicians'  Home 

Section  35 

Report  of  Physicians’  Home 

Beverly  Chew  Smith,  M.D.:  President 

Lane,  President-Elect  Wheeler,  Dr.  Wurzbach, 
members  of  the  House  of  Delegates,  and  dis- 
tinguished guests,  the  Physicians’  Home  is  again 
grateful  for  this  opportunity  to  report  to  you  its 
activities  during  the  fiscal  year  ending  October 
1,  1962.  The  generous  help  of  the  members  of 
the  State  Society  made  it  a good  year  for  the 
Physicians’  Home  and  enabled  it  to  do  more  for 
a greater  number  of  guests  than  in  previous 
years. 

May  I teU  you  the  Physicians’  Home  is  in 
good  shape.  Our  accountants,  Price-Water- 
house,  have  been  complimentary  about  the 
manner  in  which  our  finances  are  handled. 
Regular  reports  of  our  activities  are  made  to 
the  attorney  of  the  New  York  State  Charities 
office  and  the  Department  of  Internal  Revenue, 
and  we  are  in  good  standing  with  both  as  a 
registered  charity.  Our  boai'd  of  trustees, 
directors,  and  executive  committee  have  been 
interested,  attended  meetings  regularly,  and 
worked  zealously.  Our  executive  secretary. 
Miss  Beatrice  Hoyt,  continues  to  do  an  out- 
standing job  in  her  liaison  with  the  officere  and 
members  of  the  various  county  societies  and 
with  our  guests  whom  she  personally  visits  once 
a year,  besides  conducting  a great  deal  of  cor- 
respondence with  them  and  their  famihes.  The 
reports  and  the  agendas  she  provides  for  meet- 
ings of  the  executive  committee,  board  of  direc- 
tors, and  trustees  have  been  pertinent  and 
succinct. 

In  the  many  years  of  my  contact  with  Physi- 
cians’ Home,  I continue  to  be  impressed  with 
the  devoted  interest  of  its  officers  and  the  mem- 
bers of  its  various  governing  bodies.  Their 
dedicated  attitude  toward  the  expansion  of  its 


usefulness  is  genuine  and  sincere.  The  older 
officers  seem  to  have  been  able  to  hand  these 
attributes  down  to  younger  and  wilhng  hands. 

May  I record  with  you  some  of  the  outstand- 
ing events  during  the  past  year:  From  5,622 
members,  or  22  per  cent  of  the  State  Society 
membership  who  contributed  $10  annual  mem- 
bership dues,  we  received  $63,928.15.  From 
8,757,  or  34  per  cent  of  the  membership  who 
subscribed  the  $2.00  voluntary  contributions,  we 
received  $17,422.93.  From  woman’s  auxiharies 
we  received  $2,942.63;  from  other  sources  $85. 
From  our  invested  funds  we  received  $58,- 
335.70.  Of  this  we  placed  $17,500  in  a sinking 
fund  in  savings  banks  for  emergency  purposes 
should  our  income  be  diminished  from  un- 
preventable  circumstances.  This  pohcy  was 
adopted  after  much  thought  because  we  regard 
the  organization  as  a permanent  one  whose  help 
will  always  be  needed,  and  it  would  indeed  be 
tragic  if  one  were  to  accept  a guest  and  not  be 
able  to  meet  om'  obhgations  to  him  in  years  to 
come. 

We  rendered  financial  aid  to  29  doctom,  13 
wives,  33  widows,  and  12  dependents,  a total  of 
87  guests.  The  87  guests  received  $100,272.64. 

In  1951,  $22,115  was  contributed  to  the 
Physicians’  Home,  and  we  gave  $18,982  to  oui' 
guests.  Eleven  years  later,  in  1961,  we  gave 
$95,663  to  83  guests,  and  twelve  yeai's  later,  in 
1962,  we  gave  to  87  guests  $100,272.64  (Table 
I).  Our  total  income  from  all  sources  was 
$142,714.33  as  compared  to  $22,115  in  1951. 
The  total  cost  of  administration  was  $17,444.67 
in  1961  or  12  per  cent  of  om*  income  and  $20,- 
554.50  in  1962  or  13  per  cent  of  our  total  income. 
We  contributed  in  1961  $985  to  thi’ee  funerals 
and  in  1962  $700  to  two  funerals.  The  acquisi- 
tion of  burial  plots,  the  fee  for  opening  a gi'ave, 
the  undertaker  fees,  and  often  a spray  of  flowers 
have  been  important  and  rewm'ding  functions. 
In  many  instances,  we  have  rescued  colleagues 
from  unmarked  graves  and  are  grateful  you  have 
made  it  possible  for  us  to  give  them  a respectable 
fimeral  and  burial  in  recognized  hallowed 
ground. 

May  I bring  to  yom’  attention  a few  of  the 
unusual  collateral,  constructive  functions  of  the 
past  year: 

A doctor’s  son  at  Penn  State  has  been  receiv- 
ing help  from  Physicians’  Home  for  his  educa- 
tion. He  will  be  gi’aduated  this  year. 

A young  widow  with  four  small  children 
retmned  to  college,  got  her  degree,  and  is  now 
teaching  and  supporting  her  own  family.  She 
received  help  from  Physicians’  Home  while 
going  to  school.  Her  degree  increased  her 
salary  and  made  it  possible  for  her  to  support 
herself  and  her  children. 

A beneficiary  died  and  left  Physicians’  Home 
the  balance  in  his  savings  account,  amounting  to 
$1,600. 

A beneficiary  shared  his  good  fortune  with 
Physicians’  Home,  having  received  a small 
legacy  and  repaiation  from  Germany  for  prop- 
erty confiscated  during  the  war.  He  donated 
$1,600  to  the  organization. 

Besides  cun-ent  monthly  expenses  of  guests. 
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TABLE  I.  Comparison  of  Aid  Granted  and  Contributions  Received,  1951-1962 


— Contributions  Received  (from  All  Sources) 

Per  Cent 
Increase  or 

Year  Amount  Decrease 

Year 

O I & C/ 11 C.,  1 cX X X VICX  V^XcXXlUwCX 

Amount 

Per  Cent 
Increase 

1951 

.$  22,115.00 

1951 

$18,982.00 

1952 

25,251.00 

14.1 

1952 

20,568.00 

8.3 

1953 

28,835.00 

12.1 

1953 

30,383.00 

47.7 

1954 

32,219.00 

11.7 

1954 

23,846.00 

-21.5 

1955 

39,295.00 

21.0 

1955 

36,760.00 

59.1 

1956 

40 , 137 . 00 

2.1 

1956 

39,897.00 

8.5 

1957 

47,039.00 

17.1 

1957 

57,808.00 

44.9 

1958 

55,373.00 

17.7 

1958 

63,151.00 

9.2 

1959 

64,026.00 

15.6 

1959 

61,439.00 

-2.7 

1960 

86,288.00 

34.7 

1960 

84,473.00 

37.4 

1961 

95,663.00 

13.4 

1961 

90,550.00 

7.2 

1962 

100,272.00 

4.9 

1962 

84,378.00 

-6.9 

i 
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we  have  provided  for  extraordinary  expenses, 
such  as  dental  work,  eye  glasses,  drug  bills,  and 
wheel  chan  s. 

We  are  in  the  process  of  analyzing  in  detail 
the  contribution  of  the  members  of  each  county 
society  to  the  Physicians’  Home  and  in  turn  its 
services  to  each  county.  We  expect  these 
figmes  to  be  in  the  hands  of  the  officers  of  each 
county  society  shortly.  In  this  regard  I com- 
mend to  you  your  perusal  of  om-  exhibit  near 
the  booth  of  the  State  Society. 

We  record  with  sorrow  the  death  of  W. 
Lamence  Whittemore,  M.D.,  our  president,  on 
Februeu-y  3.  He  assumed  office  with  high 
anticipation  but  unfortimately  was  denied  the 
fulfillment  of  his  aspirations. 

The  Physicians’  Home  encoimters  a number 
of  legal  problems  each  year.  It  would  indeed  be 
impossible  for  the  Physicians’  Home  to  fimction 
properly  without  the  advice  of  a legal  counsel. 
We  are  grateful  to  Mr.  J.  Miller  Walker  who,  in 
his  capacity  of  vice-president  and  legal  counsel, 
has  given  so  generously  and  so  wisely  of  his 
time  since  1936. 

For  many  years  we  have  desu'ed  to  have 
representatives  on  our  executive  committee  and 
board  of  du’ectors  of  other  than  those  from  the 
metropolitan  area,  but  we  regret  to  state  we 
have  found  this  unsatisfactory  and  impractical. 
It  is  too  expensive  and  time-consuming  to  ask 
representatives  from  counties  over  the  State  to 
come  to  oiu"  frequent  meetings.  We  regret  this 
but  accept  it  as  a fact. 

In  closing,  we  are  again  giateful  for  the 
financial  aid  you  gave  us  in  1962  for  the  avowed 
purpose  of  which  you  are  aware.  In  aU  sin- 
cerity and  from  experience  with  Physicians’ 
Home  for  over  a quarter  of  a centirry,  as  I look 
each  of  you  gentlemen  in  the  eye,  I can  say  that 
not  a single  one  of  us  is  immune  to  financial 
misfortune  and  longevity. 

Do  you  reahze  that  the  Physicians’  Home 
provides  a greater,  cheaper  insurance  for  mem- 
bers of  the  Medical  Society  of  the  State  of  New 
York  than  any  pohcy  that  I am  familiar  with, 
namely,  if  you  have  paid  your  dues  as  a member 
of  the  State  Society  for  ten  consecutive  year's 
and  have  become  financially  indigent,  the  Phy- 


sicians’ Home,  after  investigating  yom-  needs, 
will  give  you  enough  money  monthly  to  permit 
you  to  continue  comfortably  and  decently  as 
long  as  you  hve — and  there  are  no  restrictions 
on  where  you  hve.  We  will  continue  this  pohcy 
with  your  widow  for  her  lifetime.  j 

In  conclusion,  wiU  you  share  with  me  some 
of  the  rewarding  letters  we  have  received  from 
guests: 

It  was  with  a heart  overflowing  with  thankfulness 
and  happiness  that  I read  your  letter  enclosing  the 
check.  I cannot  find  words  to  express  my  gratitude 
to  all  of  the  kind  and  generous  people  affiliated  with 
Physicians’  Home  who  have  been  instrumental  in 
giving  me  a sense  of  security  and  relief. 

We  received  your  letter  and  the  enclosed  check. 
First  of  all,  I was  so  overcome  that  I went  upstairs, 
got  down  on  my  knees,  and  thanked  God  and 
Physicians’  Home  for  this  help.  Please,  oh  please, 
believe  us  when  we  say  thank  you.  What  more  can 
we  do? 

Your  beautiful  letter  came  while  I was  away  from 
home.  It  is  impossible  to  express  to  you  my  appreci- 
ation and  gratitude  for  your  immense  kindness  to 
my  dear  husband  and  now  to  me.  I appreciate  so 
much  the  understanding  kindness  you  have  shown 
me  from  the  beginning  of  our  trouble.  I did  not 
know  such  kindness  existed.  Your  offer  to  send  me  a 
check  each  month  is  truly  beyond  belief.  It  means  ' 
everything  to  me.  It  removed  from  my  mind  all  my 
anxieties  and  gives  me  a real  sense  of  security.  You 
are  a wonderful  group  of  men  and  I feel  honored  and 
obligated  that  you  consider  me  worthy  of  such  con-  ' 
sideration. 

My  father’s  recent  death  has  made  more  vivid  to 
me  the  realization  of  how  much  your  aid  over  the 
last  few  years  had  meant  to  him.  Your  generous 
assistance  made  it  possible  for  Father  to  live  out  the  , 
last  years  of  his  life  in  relative  comfort  and  dignity. 

The  family  shall  always  be  grateful  that  these  last 
years  were  made  possible  by  your  kindness. 

Please  convey  to  the  executive  committee  of  i 
Physicians’  Home  the  expression  of  my  deepest 
gratitude.  Your  very  humanitarian  decision  not 
only  enabled  me  to  go  on  living  but  was  also  executed 
in  such  a noble  and  delicate  spirit  and  manner  that  I 
was  spared  even  the  slightest  feeling  of  humiliation. 
Once  more,  many,  many  thanks  from  the  bottom  of 
my  heart  for  everything  you  have  done  for  me.  \ 


I, 
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Again,  may  I plead  for  more  $10  and  $2.00 
contributions.  We  are  anxious  with  your  help 
to  increase  our  usefulness  and  aid  more  guests. 
Thank  you.  {Applause) 

Speaker  Wurzbach:  Now  I will  ask  Dr. 

Heyd  to  make  his  additional  report. 

Chas.  Gordon  Heyd,  M.D.,  Past-President: 
My  purpose  in  making  a few  remarks  to  you 
regarding  the  activities  of  the  Physicians’  Home, 
Inc.,  is  to  emphasize  some  of  the  points  made 
by  Dr.  Smith. 

Outstanding  in  any  contemplation  of  relief  by 
any  charitable  organization  is  the  remarkable 
fact  of  the  increased  longevity  of  individuals 
over  sixty-five  years  of  age;  the  proportion  of 
those  aged  sixty-five  or  over  has  increased  from 
one  in  25  United  States  citizens  at  the  begirming 
of  the  twentieth  century  to  one  in  11  today. 
This  figure  will  probably  reach  a plateau  about 
1980  of  10  per  cent  of  the  population.  From 
1950  to  1960,  there  was  an  increase  of  25  per 
cent  in  the  number  of  persons  between  sixty-five 
and  sixty-nine  and  an  increase  of  61  per  cent 
in  those  eighty-five  or  over.  The  United  States 
Bureau  of  Census  estimates  that  52.7  per  cent 
of  those  over  sixty-five  have  cash  incomes  of 
under  $1,000  a year,  and  76.4  per  cent  have  less 
than  $2,000,  including  Social  Security  benefits. 

Another  interesting  corollary  in  our  survey  is 
that  women  live  longer  than  men,  63  per  cent 
of  women  sixty-five  or  over  are  single,  usually 
widows,  and  you  have  just  heard  Dr.  Smith 
read  that  of  our  87  beneficiaries  there  were  29 
males,  doctors,  and  46  wives  or  widows  of 
doctors;  the  remaining  12  were  dependents  of 
various  types. 

I may  state  that  when  application  is  made  for 
beneficiary  aid  to  the  Physicians’  Home,  Inc., 
it  requires  no  means  tests  or  pauper’s  oath,  and 
no  physician  receiving  aid  from  the  Physicians’ 
Home  has  been  on  public  relief. 

It  is  projected  that  10  per  cent  of  the  popula- 
tion of  persons  sixty-five  yeare  of  age  or  over 
will  require  some  monetary  help,  and,  therefore, 
I may  speculate  that  10  per  cent  within  hearing 
of  my  voice  here  in  the  House  of  Delegates  will 
be  in  need  of  assistance.  It  may  be  you,  or  it 
may  be  me.  No  individual  is  assured  that  he 
can  maintain  his  security  throughout  the  re- 
mainder of  his  life. 

Remember  that  the  only  requirement  for  the 
giving  of  help  by  the  Physicians’  Home  is  that 
the  applicant  has  been  a dues-paying  member  of 
the  Medical  Society  of  the  State  of  New  York 
for  ten  consecutive  yearn.  It  is  not  required 
that  he  live  in  the  State.  He  may  live  any- 
where he  hkes,  and  at  the  beginning  of  each 
month  he  will  receive  a check  from  the  Physi- 
cians’ Home  for  an  amount  that  is  considered 
essential  for  a modest,  decent  livelihood.  There 
is  no  physical  home;  it  is  a matter  of  policy  of 
the  Physicians’  Home  to  keep  the  aged,  indigent 
doctor  in  his  local  environment. 

The  Physicians’  Home  offers  a better  financial 
prospect  than  can  be  obtained  by  any  insurance 
scheme  or  by  Social  Security,  and  that  is  the 
“good  buy”  that  I am  bringing  to  your  atten- 
tion. The  Physicians’  Home  needs  money,  wiU 


always  need  money,  for  growing  old  is  a con- 
tinuing process.  Under  the  voluntary  assess- 
ment only  20  per  cent  of  the  members  of  the 
State  Society  pay  the  $2.00  voluntary  assess- 
ment, and  the  greater  portion  of  our  funds 
received  from  the  medical  profession  is  embraced 
in  the  payment  of  $10  as  a sort  of  annual  mem- 
bership in  the  corporation,  which  provides  about 
$45,000  a year  as  against  $18,000  received  under 
the  voluntary  assessment. 

We  would  like  to  see  those  who  have  not 
subscribed  to  our  funds  remit  through  their 
county  society  the  $2.00  volimtary  assessment, 
and  we  would  like  to  see  at  least  60  per  cent  of 
the  members  of  the  Medical  Society  of  the  State 
of  New  York  as  coexisting  members  of  the 
Physicians’  Home.  There  are  no  dues,  but  each 
$10  you  contribute  to  the  corporation  entitles 
you  to  one  vote  at  the  annual  meeting.  In 
closing,  may  I remark  there  are  only  two  pex'sons 
that  receive  any  regular  remuneration  from  the 
Physicians’  Home,  the  administrative  secretary 
and  the  legal  counsel.  The  auditors  are  also 
paid  and  a few  others  for  incidental  part-time 
activities. 

All  of  the  members  of  the  board  of  du’ectors 
are  physicians,  aU  the  oflBcers  are  physicians, 
and  all  serve  dihgently  and  effectively  without 
any  remuneration.  Eighty-four  cents  of  every 
dollar  received  by  the  Physicians’  Home  is 
expended  in  aid  to  our  guests.  {Applause) 

Speaker  Wurzbach:  It  is  always  a pleasm-e 
to  hear  the  report  of  the  Physicians’  Home 
because  it  is  a type  of  help,  aid,  and  assistance 
that  I believe  is  found  in  no  other  group  any- 
where. 

Section  36  {see  55,  65) 

Change  of  Reference 

Speaker  Wurzbach:  The  Speaker  has  to 
state  that  in  a couple  of  resolutions,  as  the  boy 
said,  he  “goofed.”  I forgot  that  under  Miscel- 
laneous Business  is  the  heading  Columbia  Uni- 
vex’sity  Study,  Advisoi'y  to,  the  TrusseU  Report; 
therefore,  I will  ask  that  you  change  resolutions 
63-18  and  63-28  from  Medical  Services  B to 
Miscellaneous  Business;  that  is,  resolutions 
63-18  and  63-28  will  now  go  to  Miscellaneous 
Business.  Please  note  that  change. 

Special  Committee  on 
Constitution  and  Bylaws 

Section  37  {see  103,  109) 

Report  of  Special  Committee  on 
Constitution  and  Bylaws 

Speaker  Wurzbach:  Now,  I will  ask  George 
A.  Burgin,  M.D.,  chairman  of  the  Special 
Committee  on  Constitution  and  Bylaws,  to 
come  forward  with  his  report,  and  I will  ask 
Dr.  Babbage,  the  vice-speaker,  to  take  over. 

. . . Vice-Speaker  Babbage  assximed  the 
chair  . . . 
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George  A.  Burgin,  M.D.,  Councillor:  Mr. 
Speaker  and  members  of  the  House,  at  the  last 
annual  meeting  of  the  House  of  Delegates  in 
May,  1962,  14  resolutions  were  referred  to  the 
Special  Committee  on  Constitution  and  Bylaws. 

Seven  of  these  proposed  amendments  might 
be  termed  miscellaneous,  fom-  were  concerned 
with  limiting  the  terms  of  officers,  and  thi'ee 
suggested  changes  in  the  method  of  appointing 
the  Nominating  Committee. 

The  committee  met  on  November  8,  1962,  in 
the  State  Society’s  offices.  J.  Richard  Burns, 
Esq.,  representing  legal  counsel,  attended  by 
invitation.  In  the  chau'man’s  opinion,  this  was 
one  of  the  most  constructive  and  deliberative 
meetings  he  has  been  privileged  to  conduct. 
The  members  of  the  committee  were  well  in- 
formed by  previous  study  of  the  resolutions,  and 
theu’  opinions  resulted  in  the  sound  recommen- 
dations detailed  in  this  report.  As  a funda- 
mental principle,  it  was  agi’eed  that  the  Consti- 
tution and  Bylaws  should  be  considered  stable 
documents  and  changes  made  only  when  definite 
need  was  demonstrated. 

The  resolutions  will  be  reported,  not  as  they 
were  consecutively  introduced,  but  under  the 
general  groups  as  mentioned  previously.  The 
proposed  miscellaneous  amendments  will  be 
considered  first. 

Resolution  62-4 — Amendment  to  Bylaws  to  Pro- 
vide for  Partial  Remission  of  Dues;  introduced 
by  Nassau  County  Medical  Society. 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
to  provide  for  partial  remission  of  dues  on  the 
recommendation  of  the  component  county 
medical  society,  as  follows:  Chapter  XIV, 

Section  2,  final  paragraph,  insert  the  words 
“in  whole  or  in  part”  following  the  word 
“year”  in  the  third  line  of  the  paragraph,  so 
that  the  paragraph  will  read:  “The  dues  of 
any  active  or  junior  member  of  the  Medical 
Society  of  the  State  of  New  York  may  be 
remitted  for  the  current  year  in  whole  or  in 
part  on  account  of  illness,  financial  har  dship, 
or  temporary  service  in  the  armed  forces  or 
in  the  United  States  Pubhc  Health  Service, 
when  the  request  is  made  by  the  member’s 
component  county  medical  society.” 

The  committee  voted  to  recommend  that 
this  resolution  not  be  adopted  because  it  felt 
that  it  would  not  be  feasible  to  determine  who 
shall  be  entitled  to  a partial  remission  of  dues 
and  to  delineate  the  ch’cumstances  in  which  a 
member  may  have  his  dues  fully  or  partially 
remitted. 

The  committee  recommends  disapproval  of 
this  resolution,  and  I so  move,  Mr.  Speaker. 
Vice-Speaker  Babbage:  Is  there  a second? 
Thomas  F.  McCarthy,  M.D.,  Bronx:  I 

second  it. 

Vice-Speaker  Babbage:  It  is  now  open  for 
discussion.  Hearing  no  discussion,  the  chair 
will  state  that  on  a record  to  vote  it  as  approved, 
it  only  requires  a majority  vote;  in  the  event 
that  the  disapproval  is  not  acceptable,  then  the 


original  motion  has  to  go  before  the  House,  but 
to  be  acceptable  it  must  have  a two-thirds  vote. 
Is  that  clear? 

We  will  now  call  for  the  question.  The 
question  is  that  Dr.  Bui'gin  recommends  dis- 
approval of  this  resolution. 

. . . The  question  was  called,  and  the  motion 
was  put  to  a vote  and  was  unanimously 
carried  . . . 

Dr.  Burgin:  Continuing: 

Resolution  62-9 — Amendment  to  Bylaws  to 
Rescind  Action  on  Mandatory  A.M.A.  Member- 
ship; introduced  by  Medical  Society  of  the 
County  of  New  York. 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
amend  Chapter  I,  Section  1,  of  the  Bylaws 
by  deleting  from  the  first  sentence  thereof  the 
words  “and  the  American  Medical  Associa- 
tion” appearing  at  the  end  of  such  sentence; 
and  fmther,  amend  Chapter  I,  Section  3,  of 
the  Bylaws  by  deleting  from  the  first  sentence 
thereof  the  words  “or  the  American  Medical 
Association”  and  by  changing  the  word 
“their”  appearing  in  such  sentence  to  “its.” 

It  was  voted  to  recommend  disapproval  of 
this  resolution.  The  committee  felt  that  re- 
quh'ed  membei’ship  in  the  American  Medical 
Association  has  been  a forwai'd  step  in  making 
the  position  of  the  New  York  delegation  more 
solid  in  the  A.M.A.  House  of  Delegates.  As  a 
result  of  automatic  membership  in  the  A.M.A., 
it  is  expected  that  New  York  State  will  have  at 
least  22  delegates  to  the  A.M.A.  House  next 
year.  It  was  the  opinion  of  the  committee  that 
it  would  be  a dire  mistake  to  rescind  this  con- 
structive action. 

The  committee  imanimously  recommends 
disapproval  of  this  resolution,  and  I so  move. 

Thurman  B.  Givan,  M.D.,  Trustee:  I second 
that  motion. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded.  Is  there  any  discussion? 

. . . There  was  no  response  . . . 

Chorus:  Question: 

Vice-Speaker  Babbage:  The  same  ruling 

win  apply  here.  To  accept  the  recommendation 
of  the  committee,  which  is  disapproval  of  this 
resolution,  requires  a majority  vote. 

. . . The  question  was  called,  and  the  motion 
was  put  to  a vote  and  was  carried  . . . 

Dr.  Burgin:  Continuing: 

Resolution  62-44 — Amendments  Introduced  at 
Request  of  Special  Committee  on  Constitution  and 
Bylaws;  introduced  by  James  Greenough,  M.D., 
Past-President. 

Whereas,  The  Planning  Committee  in  its 
report,  62-A,  makes  recommendations  that 
would  requii’e  amendments  to  the  Constitu- 
tion and  Bylaws;  now  therefore  be  it  hereby 

Resolved,  That  the  Bylaws  be  amended  as 
follows: 

1.  Amend  Section  2(c)  of  Chapter  I to 
add  the  following  new  final  sentence:  “The 
secretary  shall  forthwith  notify  the  American 


50  New  York  State  Journal  of  Medicine  / Part  II — September  1,  1963 


k 


Medical  Association  of  said  termination  of 

membership.” 

The  committee  voted  to  recommend  approval 
of  this  amendment,  which  would  require  the 
State  Society  to  notify  the  A.M.A.  of  any 
member  who  has  been  dropped  from  the  mem- 
bership rolls  because  of  nonpayment  of  dues  and 
assessments. 

The  committee  recommends  approval,  and  I 
so  move. 

Renato  J.  Azzari,  M.D.,  Trustee:  I second 
that  motion. 

Vice-Speaker  Babbage;  It  has  been  moved 
and  seconded.  The  chair  will  rule  on  that  that 
should  we  accept  it,  it  has  to  be  by  two  thirds  of 
the  assembled  delegation.  Is  there  any  discus- 
sion of  this? 

. . . The  question  was  called,  and  the  motion 
was  put  to  a vote  and  was  unanimously 
carried  . . . 

Dr.  Burgin:  Continuing: 

2.  Amend  Section  1(b)  of  Chapter  II  to 

change  the  date,  “May  31,”  to  “April  1.” 

The  committee  voted  to  recommend  approval 
of  this  amendment  to  Section  1 (b) , which  would 
read:  “Any  component  county  medical  society 
which,  according  to  the  rolls  of  the  State  Society 
on  April  1 of  the  previous  calendar  year  shall 
have  had  up  to  99  members  shall  be  entitled  to 
elect  one  delegate.”  This  was  done  to  conform 
with  Chapter  XIV,  Section  5,  which  states: 
“The  treasurer  of  each  component  county 
medical  society  shall  forward  to  the  treasm*er  of 
this  Society  the  amount  of  the  State  per  capita 
assessment  and  the  amovmt  of  aU  American 
Medical  Association  dues  collected  from  mem- 
bem  of  his  county  as  promptly  as  possible  but 
in  any  event  before  the  first  day  of  April  of  each 
year.” 

The  committee  recommends  approval,  and  I 
so  move. 

Dr.  Azzari;  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Burgin:  Continuing: 

3.  Amend  Sections  9 and  10  of  Chapter 

VII  to  substitute  the  words,  “Board  of 

Trustees,”  for  the  word  “Council.” 

The  committee  voted  to  recommend  approval 
of  these  amendments.  Section  9 would  read  in 
part:  “He  (the  treasurer)  shall  at  the  expense 
of  the  Society  give  a bond  for  the  faithful 
performance  of  his  duties,  which  shall  be  ap- 
proved by  the  Board  of  Trustees  as  to  amount, 
form,  and  surety.”  Section  10  would  read  in 
part:  “He  (the  assistant  treasurer)  shall,  at  the 
expense  of  the  Society,  give  a bond  for  the 
faithful  performance  of  his  duties,  which  shall  be 
approved  by  the  Board  of  Trustees.”  These 
sections  now  conform  with  the  provision  in 
Section  3 of  Chapter  V that  “The  Board  of 
Trustees  shall  approve  the  bond  of  the  treasurer 
and  the  assistant  treasurer  as  to  amount,  form, 
and  surety.  . . .” 

The  committee  recommends  approval,  and  I 
so  move. 


Dr.  Azzari:  1 second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously 
carried  . . . 

Dr.  Burgin:  Continuing; 

4.  Amend  Section  3 of  Chapter  XI  to 
eliminate  the  words  “within  thirty  days 
after  appointment”  in  the  last  sentence  of  said 
section. 

The  committee  approved  amending  this  sec- 
tion, which  now  provides  that  the  Special 
Committee  on  Prize  Essays  “shall  give  notice 
through  the  Society’s  pubhcation  or  by  other 
methods,  within  thirty  days  after  appointment, 
of  the  amount  of  the  prize  and  when  the  essays 
shall  be  submitted  to  the  committee.”  Deletion 
of  the  words  “within  thirty  days  after  appoint- 
ment” would  not  restrict  the  committee  to  a 
time  limit  for  publishing  this  information. 

Your  Special  Committee  on  Constitution  and 
Bylaws  recommends  approval  of  this  proposed 
amendment,  and  I so  move. 

Dr.  Azzari:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously 
carried  . . . 

Dr.  Burgin:  I think,  Mr.  Speaker,  I will 
recommend  the  approval  of  resolution  62-44  as 
a whole. 

Dr.  Azzari:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 
Dr.  Burgin:  Continuing: 

Resolution  62-48— Date  for  Payment  of  State 
Society  Dues;  introduced  by  Medical  Society  of 
the  County  of  Westchester. 

Resolved,  That  the  Bylaws  be  amended  as 
follows: 

1.  Amend  Section  2(b)  of  Chapter  I of 
the  Bylaws  to  change  the  date,  “March  1,”  to 
“June  1.” 

2.  Amend  Section  2 of  Chapter  XIV  of 
the  Bylaws  to  change  the  date,  “March 
1,”  to  “June  1”  in  the  third  paragi’aph  of  said 
section. 

3.  Amend  Section  5 of  Chapter  XIV  of 
the  Bylaws  to  change  the  words  “the  fii"st  day 
of  April,”  to  “the  first  day  of  June.” 

The  committee  voted  to  recommend  dis- 
approval of  the  resolution.  Number  3 conflicts 
with  number  2 of  resolution  62-44.  Also  it  was 
the  feehng  of  the  committee  that  these  amend- 
ments would  not  be  advisable  because  of  the 
change  in  the  annual  meeting  date  from  May  to 
February. 

Disapproval  is  recommended,  and  I so  move. 
Dr.  Azzari:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 
Dr.  Burgin;  Continuing: 

Resolution  62-54 — Change  in  Name  of  the  Med- 
ical Society  of  the  State  of  New  York;  introduced 
by  the  Nassau  County  Medical  Society. 

Resolved,  That  the  Constitution  and  Bylaws 
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be  amended  as  follows:  Constitution,  Article 
1,  first  sentence,  delete  the  words  “Medical 
Society  of  the  State  of  New  York”  and  sub- 
stitute the  words  “New  York  State  Medical 
Society”  so  that  the  sentence  will  then  read, 
“The  name  and  title  of  the  Society  shall  be 
the  New  York  State  Medical  Society.” 

The  committee  voted  to  recommend  that  this 
resolution  not  be  passed  for  the  following 
reasons: 

1.  In  the  original  chai’ter  of  membership 
the  Society  is  designated  as  “The  Medical 
Society  of  the  State  of  New  York.”  Therefore, 
such  a change  would  require  legislative  action. 

2.  It  would  involve  considerable  expense 
and  inconvenience  to  the  State  Society  in 
changing  its  stationery  and  other  office  supphes 
and  also  to  the  county  societies  in  changing  their 
constitutions  and  bylaws. 

3.  Many  county  societies  have  expressed 
disapproval  of  this  proposed  change. 

The  committee  recommends  disapproval,  and 
I so  move. 

Dr.  Azzari:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 
Dr.  Burgin:  Continuing: 

Resolution  62-56 — Amendment  to  Bylaws  for 
Early  Presentation  of  Resolutions;  introduced  by 
Medical  Society  of  the  County  of  Schenectady. 

Resolved,  That  the  Constitution  and  Bylaws 
be  amended  as  follows: 

Amend  Section  4 of  Chapter  VII  of  the 
Bylaws  to  add  the  following  new  third  sen- 
tence in  place  of  the  present  third  sentence: 
“AU  resolutions  submitted  for  presentation  to 
the  House  of  Delegates  must  be  forwarded 
to  the  Speaker  at  least  forty-five  days  in 
advance  of  the  annual  meeting  of  the  House 
and  refeiTed  by  him  to  the  president  of  each 
component  county  society,  the  president  of 
each  district  branch,  the  chairman  of  each 
section,  and  the  appropriate  reference  com- 
mittees; and  no  resolution  presented  subse- 
quent to  forty-five  days  may  be  received  or 
referred  to  a reference  committee  except  by  a 
two-thirds  vote  of  the  delegates.” 

The  committee  voted  to  recommend  dis- 
approval of  this  resolution.  It  felt  that  it  re- 
flects poorly  on  the  integrity  of  the  delegates. 
Also,  it  was  believed  to  be  an  unnecessary 
encroachment  on  a delegate’s  right  to  introduce 
any  resolution — regardless  of  its  importance. 
The  job  of  screening  these  resolutions  is  weU 
taken  care  of  by  good  reference  committees. 
Furthermore,  limiting  the  submission  of  resolu- 
tions to  forty-five  days  in  advance  of  the  meeting 
could  seriously  impede  the  functioning  of  the 
House.  However,  it  was  thought  that  some 
deadline  should  be  set  by  the  Speaker  in  order 
to  evaluate  the  majority  of  resolutions  properly. 
We  recommend  disapproval,  and  I so  move. 
Dr.  Azzari:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 
Dr.  Burgin:  Continuing: 


Resolution  62-46 — Amendments  to  Constitution 
and  Bylaws  to  Implement  Planning  Committee 
Report;  introduced  by  James  Greenough, 
M.D.,  Past-President. 

Whereas,  The  Planning  Committee  in  its 
report,  62-A,  makes  recommendations  that 
would  require  amendments  to  the  Constitu- 
tion and  Bylaws;  now  therefore  be  it  hereby 

Resolved,  That  the  Bylaws  be  amended  as 
follows: 

1.  Amend  Section  10  of  Chapter  IV  to 
delete  last  sentence  (i.e.,  “the  chairman  of 
each  commission  shall  be  a member  of  the 
Council”). 

It  was  voted  to  recommend  approved  of  this 
amendment.  The  committee  agi’eed  that  this 
is  a forward  step  in  bringing  fresh  blood  into  the 
Society  and  that  it  produces  a further  incentive 
to  competent  men  to  become  active  in  its  affairs. 
Approval  is  recommended,  and  I so  move. 

Dr.  Azzari:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 
Dr.  Burgin:  Continuing: 

2.  Amend  Section  2 of  Chapter  HI  to  add 
the  following  new  sentence  to  the  first  para- 
graph of  said  section:  “No  person  may  serve 
more  than  five  terms  as  secretary,  treasurer, 
assistant  secretary,  and  assistant  treasurer, 
respectively.” 

The  committee  approved  of  this  amendment. 
However,  as  presently  worded,  the  amendment 
would  prevent  a man  who  has  served  five 
consecutive  terms  in  office  from  being  re-elected 
after  a lapse  of  time.  Therefore,  it  voted  to 
recommend  that  the  amendment  he  changed  to 
read:  “No  person  may  serve,  consecutively, 

more  than  five  terms  as  secretary,  treasurer, 
assistant  secretary,  or  assistant  treasurer,  respec- 
tively.” 

We  recommend  approved  as  amended. 

Dr.  Azzari:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  the  second  part  of  this 
resolution  be  approved  as  amended.  Is  there 
any  discussion? 

Murray  Dworetzky,  M.D.,  Section  Dele- 
gate: Does  that  mean  then  that  a man  cannot 

be  in  one  of  these  offices  and  then  go  on  to  the 
next  without  a break? 

Dr.  Burgin:  No.  It  means  that  he  cannot 
stay  in  the  same  office  for  more  than  five  years 
without  a break. 

Dr.  Dworetzky:  I am  sorry,  but  I think 
that  is  not  clear  from  what  you  just  read.  If 
you  read  it  again,  I think  he  could  go  from  one 
office  to  the  other.  You  said  “or.” 

Assistant  Secretary  Wolff:  That  is  the 
intent. 

Dr.  Burgin:  We  hope  that  it  is  possible  to  go 
from  one  office  to  the  other. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried  . . . 

Dr.  Burgin:  Continuing: 

3.  Amend  Section  2 of  Chapter  III  to  add 
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the  following  new  sentence  to  the  second 
paragraph  of  said  section:  “No  person  shall 
serve  more  than  three  consecutive  terms  as  a 
councillor.” 

The  committee  felt  that  a six-year  term  as 
councillor  would  be  sufficient  and  would  be 
consistent  with  bringing  in  fresh  blood.  Also, 
as  in  the  previous  amendment,  the  sentence  is 
semantically  incorrect.  It  was  voted  to  recom- 
mend that  the  amendment  be  changed  to  read: 
“No  person  shall  serve,  consecutively,  more  than 
two  terms  as  a coimcUlor.” 

We  recommend  approval  as  amended,  and  I 
so  move. 

Dr.  Azzari:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 
Dr.  Burgin:  Continuing: 

4.  Amend  Section  3 of  Chapter  III  to  add 
the  following  new  final  sentence  to  said  sec- 
tion: “No  person  shall  serve  more  than  one 
term  as  a trustee.” 

It  was  voted  to  recommend  approval  of  this 
amendment.  The  committee  also  recommended 
that,  in  addition,  a provision  should  be  made 
that  “an  unexpired  term  shall  not  be  construed 
as  a term  of  office.” 

Approval  is  recommended  as  amended,  and  I 
so  move. 

President  Lane:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Burgin:  Now,  Mr.  Speaker,  I would 
hke  to  move  that  resolution  62-46  be  adopted  as 
amended,  and  I so  move. 

Dr.  McCarthy:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  the  entire  resolution  64-46  be 
approved  as  amended. 

Thomas  M.  d’ Angelo,  M.D.,  Queens:  Is  it 

the  opinion  of  the  Speaker  and  the  House  that 
aU  these  resolutions  concerning  tenure  of  office 
be  retroactive? 

Vice-Speaker  Babbage:  I think.  Dr.  d’- 

Angelo,  it  has  been  the  opinion  of  the  men  who 
put  this  resolution  forward — and  perhaps  Dr. 
Burgin  can  speak  about  this  later — that  it  goes 
into  effect  immediately.  It  is  not  retroactive. 

Dr.  D’Angelo:  I mean  for  those  individuals 
who  have  served  now  a certain  number  of  terms 
that  those  terms  are  not  to  be  considered  in 
calculating  the  one  term,  but  it  is  in  effect  from 
now  on?  In  other  words,  if  a councillor  has  been 
in  two  terms,  does  that  mean  he  is  now  ineligible 
for  a third  term,  or  does  he  begin  his  two  terms 
as  of  now? 

Dr.  Burgin:  Mr.  Speaker,  we  took  this  up 
with  legal  counsel,  and  it  was  his  opinion  that 
these  recommendations  and  changes  cannot  be 
retroactive.  They  take  place  as  of  their  adop- 
tion. 

Dr.  D’Angelo:  Then  ai'e  we  given  to  under- 
stand that  if  a person  has  now  served  as  secre- 
tary or  treasurer  for  five  consecutive  years,  he 
can  now  be  a candidate  for  that  particular  office 
at  this  time? 


Dr.  Burgin:  It  is  anticipated  that  that 

probably  will  not  take  place,  but  from  a legal 
point  of  view  we  cannot  make  it  retroactive. 

Dr.  D’Angelo:  Thank  you. 

Dr.  Burgin:  Continuing: 

Resolution  62—43 — Amendment  to  Constitution 
and  Bylaws  to  Shorten  Terms  of  Office;  intro- 
duced by  Medical  Society  of  the  Coimty  of 
Monroe. 

Resolved,  To  amend  Section  1 of  Chapter 
III  of  the  Bylaws  to  add  the  following  new 
final  sentences  to  said  section: 

“No  person  shall  serve  more  than  three 
consecutive  terms  as  president,  vice-president, 
secretary,  assistant  secretary,  treasurer,  as- 
sistant treasurer,  speaker,  vice-speaker,  coun- 
cillor, trustee,  or  delegate  to  the  American 
Medical  Association.  No  pei-son  shall  be 
ehgible  for  election  to  any  of  the  foregoing 
positions  until  at  least  one  year  has  elapsed 
following  completion  of  the  thii'd  consecutive 
term  of  office  as  aforesaid.  No  person  shall 
be  eligible  for  election  to  any  of  the  foregoing 
positions  having  attained  the  age  of  sixty-nine 
years.  No  person  shall  be  eligible  for  election 
to  or  hold  more  than  one  elective  position  at 
the  same  time.” 

It  was  voted  to  recommend  disapproval  of  the 
resolution.  The  committee  felt  that  a limitation 
on  the  terms  of  president  and  vice-president  is 
not  necessary.  Also,  it  believed  that  it  is  not 
desirable  to  limit  the  terms  of  delegates  to  the 
A.M.A.  and  the  speaker  and  vice-speaker  of  the 
House.  It  requires  years  of  attendance  at 
A.M.A.  meetings  to  become  an  influential  dele- 
gate, and  experience  is  an  important  factor  in 
skillfully  conducting  the  State  Society  House  of 
Delegates.  The  committee  beheved  also  that, 
by  restricting  eligibility  for  elected  office  to  an 
age  limit  of  sixty-nine  years,  the  Society  will  lose 
a valuable  source  of  knowledgeable  men. 

The  committee  recommends  disapproval,  and 
I so  move. 

Frank  LaGattuta,  M.D.,  Bronx:  I second  it. 
Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  resolution  be  disap- 
proved. Is  there  any  discussion? 

Charles  R.  Mathews,  M.D.,  Monroe:  Mr. 
Speaker,  much  of  the  intent  of  resolution  62-43 
is  accomplished  by  resolution  62-46,  which  has 
ah'eady  been  voted  and  approved.  However,  I 
wish  to  address  myself  in  particular  to  the  next 
to  the  concluding  sentence,  “No  person  shall  be 
ehgible  for  election  to  any  of  the  foregoing 
positions  having  attained  the  age  of  sixty-nine 
years.” 

There  is  no  inference  that  age  sixty-nine  is 
the  end  of  the  road,  and  certainly  there 
is  full  recognition  that  valuable  advice  and 
counsel  and,  certainly,  activity  is  possible  after 
age  sixty-nine.  I may  feel  differently  about 
this  twenty-nine  years  hence;  however,  I have 
in  various  meetings  of  this  Society  heard  a num- 
ber of  its  officers  and  those  who  are  entrusted 
with  the  guidance  of  this  Society  make  pleas  for 
the  interest  and  activity  of  the  younger  men. 
I do  think  this  is  a phenomenon  which  we  do  to 
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a certain  extent  see  happening  at  present. 
Therefore,  I would  say  that  this  particular  part 
of  this  resolution  should  be  retained.  This  is 
not  true  or  done  with  the  implication  of  shelving 
these  people  but  simply  from  holding  elected 
office  and  to  make  room  for  those  who  are 
younger.  Accordingly,  I would  move  an  amend- 
ment that  this  particular  sentence  be  retained. 

Constantine  D.  J.  Generales,  M.D., 
Section  Delegate:  I second  it. 

Vice-Speaker  Babbage:  There  has  been 

an  amendment,  which  has  been  moved  and 
seconded,  that  this  part  be  retained,  that  any- 
body over  the  age  of  sixty-nine  would  not  be 
eligible  for  these  elective  offices.  It  is  now  open 
for  discussion. 

Samuel  Z.  Freedman,  M.D.,  Assistant 
Treasurer  : I would  like  to  speak  in  favor  of  the 

recommendation  of  the  committee  and  against 
the  amendment.  I don’t  think  we  would  like 
to  have  the  pubhc  complain  about  us  as  being 
against  not  only  the  senior  citizens  who  are  not 
physicians  but  also  against  the  senior  citizens 
who  are  physicians.  As  physicians  who  have 
tried  to  give  the  impression  to  the  country  that 
the  arbitrary  specification  in  the  business  world 
that  a man  is  through  at  sixty-five  is  not  right 
— in  other  words,  providing  for  compulsory 
retirement  is  very  bad  for  health — I think  for 
us  to  continue  to  be  scientific  we  ought  to  cany 
that  thi’ough  to  our  political  organization  too. 

One  appreciates  very  much  the  impatience  of 
youth,  but  it  has  been  said  that  youth  is  usually 
wasted  on  the  young  people.  Sometimes  the 
ideas  which  emanate  from  the  younger  people 
sound  very  intriguing,  but  the  younger  people 
believe  that  they  were  born  into  this  world  and 
have  by  themselves  made  this  world  what  it  is 
today.  In  this  I am  not  being  personal  with  the 
previous  speaker,  but  I am  thinking  of  our 
children.  For  instance,  the  youngsters  of  today 
say  they  came  into  this  world  and  did  not  ask  to 
be  born,  but  they  are  here  now,  and  they  know 
best  what  to  do  with  it,  as  if  the  old  people  had 
nothing  to  do  with  it.  I must  say  that  we  aU 
agree  biologically  we  had  something  to  do  with 
it. 

I would  think  that  dm’ing  history  our  civihza- 
tion  has  developed  not  in  sudden  leaps  and 
bounds  but  over  a long,  tedious  process,  and  the 
older  folks  can  at  times  be  advisers  with  common 
sense  and  with  good  thoughts. 

To  be  really  serious,  however,  I don’t  under- 
stand this  idea  of  picking  out  an  age.  I think 
particularly  in-  the  affaii's  of  men  that  the 
trustees  and  others  have  to  deal  with  that  ex- 
perience counts.  It  is  conceivable  that  a man 
could  become  an  officer  at  the  age  of  twenty- 
five,  and  by  the  time  he  is  forty-nine  he  could 
be  an  old,  doddering  individual,  but  we  also 
know  of  older  folks  who  are  quite  alert  yet,  even 
at  the  age  of  sixty-nine.  They  also  have  the 
advantage  that  at  sixty-nine  their  ideas  of  going 
further  higher  up  in  the  echelons  are  probably 
over,  so  that  they  can  speak  courageously,  and 
openly,  and  soundly.  I will  not  burden  you 
with  any  more,  but  seriously  I think  this  is  a 
very  unfortunate  kind  of  amendment  to  intro- 


duce and  would  serve  no  purpose.  {Applause) 
Vice-Speaker  Babbage:  Is  there  any  other 
discussion  on  this  amendment? 

Dr.  Mathews:  Just  briefly,  I want  to  clear 
the  air  here  and  certainly  assure  Dr.  Fi-eedman 
that  there  was  absolutely  nothing  personal 
toward  anybody.  I also  wish  to  say,  however, 
in  regard  to  the  image  of  the  medical  societies, 
one  of  the  images  which  many  medical  societies, 
not  this  one,  have  to  work  with  is  of  “fuddy- 
duddyism”  and  musty  crustaceans. 

Vice-Speaker  Babbage:  Is  there  any  other 
discussion  on  this  amendment? 

Julia  V.  Lichtenstein,  M.D.,  New  York: 
I would  like  to  speak  for  the  recommendation 
as  it  is  now  and  against  Dr.  Mathews’  change. 
It  would  have  been  a great  tragedy  if  England 
had  felt  this  way  about  Churchill,  for  instance. 
I think  men  as  they  get  old  very  often  not  only 
have  good  sense  but  also  a sense  of  history,  and 
cutting  us  out  from  the  valuable  assistance  of 
men  of  sixty-nine  and  over,  if  they  are  mentally 
alert,  would  be  a great  tragedy.  (Applause) 
Vice-Speaker  Babbage:  Is  there  any  other 
discussion? 

Samuel  Leo,  M.D.,  Bronx:  I would  like  to 
ask  Dr.  Mathews  if  he  means  the  biologic  age  or 
chronologic  age? 

Vice-Speaker  Babbage:  I think  that  ques- 
tion is  out  of  order.  I am  soiTy  but  the  chair 
will  have  to  so  rule.  Is  there  any  other  discus- 
sion? If  not,  we  win  now  vote  on  Dr.  Mathews’ 
amendment,  which  is  to  retain  this  portion  that 
anyone  over  the  age  of  sixty-nine  shall  not  be 
ehgible  for  election  to  any  of  the  foregoing  posi- 
tions. 

James  Greenough,  M.D.,  Past-President: 
Does  this  require  a two-thh’ds  vote? 

Vice-Speaker  Babbage:  Yes.  Those  in 

favor  of  Dr.  Mathews’  amendment  say  “aye,” 
against  “no.”  The  chair  has  to  rule  that  that 
amendment  has  lost.  It  did  not  secm-e  a two- 
thirds  majority. 

We  are  now  returning  to  the  original  recom- 
mendation, which  is  that  the  committee  I'ecom- 
mends  disapproval  of  this  resolution  62-43.  Is 
there  any  other  discussion  concerning  it? 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  carried  . . . 

Dr.  Burgin:  Continuing: 

Resolution  62-45 — Amendments  to  Constitution 
and  Bylaws  to  Limit  Terms  of  Officers;  intro- 
duced by  Medical  Society  of  the  County  of  Erie. 

Resolved,  That  Chapter  III,  Section  1 of  the 
Bylaws  be  amended  by  the  addition  of  the 
following  language:  “No  member  of  the 

Society  who  has  served  six  consecutive  terms 
as  vice-president,  assistant  secretary,  treas- 
urer, assistant  treasurer,  speaker,  or  vice- 
speaker, or  who  has  served  two  consecutive 
three-year  terms  on  the  Council,  or  who  has 
served  two  consecutive  tenns  on  the  Boai’d 
of  Trustees,  shall  be  eligible  to  serve  a further 
consecutive  term  for  the  same  office. 

“A  member  elected  to  serve  an  unexpii'ed 
term  on  the  Council  shall  not  be  I'egarded  as 
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having  served  a term  unless  he  has  served  for 
at  least  two  years. 

“A  member  elected  to  serve  an  unexpired 
term  on  the  Board  of  Trustees  shall  not  be 
regarded  as  having  served  a term  unless  he 
has  served  for  three  or  more  years.” 

The  committee  voted  to  recommend  disap- 
proval of  this  resolution.  Its  provisions  have 
been  either  rejected  or  incorporated  in  other 
resolutions. 

Disapproval  is  recommended,  and  I so  move. 
Dr.  Azzari:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 
Dr.  Burgin:  Continuing: 

Resolution  62-47 — Amendment  to  Constitution 
and  Bylaws  to  Limit  Terms  of  Office;  introduced 
by  Monroe  M.  Broad,  M.D.,  delegate  from 
Queens  County. 

Resolved,  That  the  first  paragraph  of  Section 
2 of  Chapter  III  of  the  Bylaws  be  amended 
by  the  addition  of  the  following  sentence: 
“No  officer  above-mentioned  with  the  excep- 
tion of  president  and  president-elect  shall 
serve  for  more  than  three  consecutive  terms  of 
office”;  and  be  it  further 

Resolved,  That  the  second  paragraph  of 
Section  2,  Chapter  III  of  the  Bylaws  be 
amended  by  the  addition  of  the  following 
sentence:  “No  member  shall  serve  as  a 

councillor  for  more  than  two  consecutive 
terms  of  office.” 

The  committee  voted  to  recommend  dis- 
approval of  this  resolution.  The  first  “resolved” 
was  rejected  in  a previous  resolution,  and  the 
second  “resolved”  was  already  approved. 
Disapproval  is  recommended,  and  I so  move. 
Dr.  Givan:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 
Dr.  Burgin:  Continuing: 

Resolution  62-2 — Proportional  Representation 
for  A.M.A.  Delegates;  introduced  by  Medical 
Society  of  the  County  of  Monroe. 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
to  provide  that  delegates  to  the  American 
Medical  Association  be  elected  one  half  from 
the  State  Society  House  of  Delegates  and  one 
half  from  the  various  district  branches,  or 
combination  of  such,  as  proportional  repre- 
sentation would  allow,  as  follows: 

Amend  Chapter  III,  Section  6,  of  the  By- 
laws, by  inserting  in  the  second  sentence, 
following  the  word  “Nominations,”  the  words 
“one  half  from  members  of  the  House  of 
Delegates  and  one  half  from  the  district 
branches,  in  proportion  to  the  membership 
thereof,”  so  that  the  sentence  will  then  read: 
“Nominations,  one  half  from  members  of  the 
House  of  Delegates  and  one  half  from  the 
district  branches,  in  proportion  to  the  mem- 
bership thereof,  shall  be  made  for  not  less  than 
double  the  full  number  of  delegates  to  be 
elected”; 


and  in  the  next  portion  of  the  sen- 
tence, by  inserting  the  words,  “one  half  to 
be  elected  from  those  nominated  from  the 
House  of  Delegates  and  one  half  to  be  elected 
from  those  nominated  from  the  district 
branches”  so  that  that  portion  of  the  sen- 
tence will  then  read,  “and  the  delegates  shall 
be  declared  elected  in  the  order  of  the  highest 
number  of  votes  cast  until  the  allotted  num- 
ber shall  have  been  chosen,  one  half  to  be 
elected  from  those  nominated  from  the 
House  of  Delegates  and  one  half  to  be  elected 
from  those  nominated  from  the  district 
branches”; 

and  in  the  next  portion  of  the  sentence  by 
inserting  the  same  words  so  that  that  portion 
will  then  read,  “a  corresponding  number  in 
the  next  highest  order  of  votes  cast  shall  be 
declared  alternate  delegates,  one  half  to  be 
elected  from  those  nominated  from  the  House 
of  Delegates  and  one  half  to  be  elected  from 
those  nominated  from  the  district  branches.” 

The  committee  voted  to  recommend  dis- 
approval of  this  resolution.  It  was  felt  that  it  is 
too  cumbersome  and  unworkable.  In  addition, 
it  was  pointed  out  that  on  the  whole  there  has 
been  a fairly  equal  representation  of  delegates. 
A study  of  the  geographic  distribution  of  dele- 
gates for  the  past  five  years  was  prepared  which 
substantiates  this  fact. 

The  committee  recommends  disapproval,  and 
I so  move. 

Dr.  Azzari:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  resolution  62-2  be  dis- 
approved. Is  there  any  discussion? 

Donovan  M.  Jenkins,  M.D.,  Monroe:  Mon- 
roe County  submitted  the  essence  of  this  as  a reso- 
lution on  the  unanimous  vote  of  om-  member- 
ship. We  did  it  primarily  because  of  the  fact 
that  at  that  time  we  had  a large  number  of  men 
who  were  very  much  opposed  to  actions  which 
had  been  taken  by  the  A.M.A.  They  were  par- 
ticularly opposed  to  the  mandatory  A.M.A. 
membership  dues,  and  there  was  a movement  on 
foot  that  perhaps  they  would  just  as  soon  form 
another  organization,  another  national  organ- 
ization. 

The  feeling  grew  among  our  group  that  if 
members  could  be  elected  directly  to  the  A.M.A. 
House  of  Delegates  from  districts  or  from  county 
societies  themselves,  representation  would  be 
more  intimate,  and  the  procedure  of  the  A.M.A. 
House  of  Delegates  would  be  on  a more  demo- 
cratic basis. 

I just  emphasize  those  facts  hoping  that  that 
will  be  considered  in  the  vote  of  this  House. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  carried  . . . 

Vice-Speaker  Babbage:  Disapproval  of  the 
resolution  has  been  voted. 

Dr.  Burgin:  Continuing: 

The  following  three  resolutions  deal  with  the 
method  of  appointing  the  Nominating  Com- 
mittee. 

Resolution  62-7 — Amend  Bylaws  to  Provide  for 
Selection  of  Branch  Members  of  Nominating 
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Committee;  introduced  by  Medical  Society  of 
the  County  of  Erie. 

Resolved,  That  Chapter  XI,  Section  4,  of  the 
Bylaws  be  amended  to  provide  that  the  choice 
of  the  member  of  the  Nominating  Committee 
from  each  district  branch  shall  be  from  a list 
of  at  least  two  candidates  fm-nished  the  presi- 
dent of  the  Society  by  the  president  of  the 
district  branch,  as  follows: 

Amend  Chapter  XI,  Section  4,  of  the  By- 
laws by  the  addition  after  the  words  “each  dis- 
trict blanch”  of  the  following  language:  “from 
a list  of  at  least  two  candidates  designated  by 
the  president  of  each  district  branch,  such 
list  to  be  furnished  within  thu'ty  days  after 
request  is  made  by  the  president  of  the 
Society.  In  the  event  such  list  of  candidates 
is  not  furnished  within  the  specified  time,  the 
choice  of  the  member  from  the  district  branch 
failing  to  name  candidates  shall  be  made  by 
the  president  of  the  Society,”  so  that  Chapter 
XI,  Section  4,  will  then  read:  “The  Nomi- 
nating Committee  shall  comprise  eleven 
members,  one  member  to  be  chosen  from  each 
district  branch  from  a list  of  at  least  two 
candidates  designated  by  the  president  of 
each  district  branch,  such  list  to  be  furnished 
within  thu  ty  days  after  request  is  made  by  the 
president  of  the  Society.  In  the  event  such 
list  of  candidates  is  not  furnished  within  the 
specified  time,  the  choice  of  the  member  from 
the  district  branch  failing  to  name  candidates 
shall  be  made  by  the  president  of  the  Society, 
and  two  additional  membere  at  large  to  be 
nominated  to  this  committee  by  the  presi- 
dent, in  conformity  with  Chapter  VII,  Sec- 
tion 1,  of  these  Bylaws.  It  will  be  the  duty  of 
this  committee  to  propose  and  nominate  mem- 
bers of  the  Society  for  all  vacancies  to  be 
filled  at  the  annual  meeting  of  the  House  of 
Delegates  succeeding  their  appointment. 
These  recommendations  shall  he  made  to  the 
House  of  Delegates  in  the  same  manner  as 
prescribed  in  Chapter  X,  Section  2,  of  the 
Bylaws.” 

Resolution  62-49 — Recommending  a Change  in 
the  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York,  Chapter  VII,  Section  1,  re  the  Ap- 
pointment of  the  Nominating  Committee;  in- 
troduced by  Fom  th  District  Branch. 

Resolved,  That  the  Bylaws  be  amended  as 
follows: 

Add  the  following  new  sentence  following 
the  present  fourth  sentence  of  Chapter  VII, 
Section  1:  “Members  of  the  Nominating  Com- 
mittee chosen  from  the  several  district 
branches  shall  be  appointed  by  the  president 
after  consultation  with  and  from  a list  of  one 
or  more  persons  submitted  by  the  executive 
committee  of  the  district  branch  concerned 
to  the  president.” 

Resolution  62-15 — Amendment  to  Bylaws  to 
Change  Method  of  Selection  of  Nominating  Com- 
mittee; introduced  by  Medical  Societies  of  the 
Counties  of  Oneida,  Herkimer,  and  Madison. 

Resolved,  That  Chapter  XI,  Section  4,  of 


the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  be  changed  as  follows: 
The  words  “to  be  chosen  from”  be  changed 
to  “be  elected  by”  eacb  district  branch,  so 
that  the  sentence  will  then  read:  “The 

Nominating  Committee  shall  comprise  eleven 
members,  one  member  to  be  elected  by  each 
district  branch  and  two  additional  members 
at  large  to  be  nominated  to  this  committee 
by  the  president,  in  conformity  with  Chapter 
VII,  Section  1,  of  these  Bylaws.” 

The  committee  voted  to  recommend  that 
these  resolutions  be  rejected.  It  was  the  feeling 
of  the  committee  that  the  majority  of  district 
branches  are  not  sufficiently  active  or  do  not 
have  sufficient  membei-s  present  at  business 
meetings  to  undertake  this  responsibility.  It 
was  pointed  out  that  each  year,  every  county 
society  and  district  branch  is  asked  to  submit 
names  for  presentation  to  the  Nominating  Com- 
mittee. However,  the  district  branches  have 
seldom  taken  advantage  of  this  procedime. 

We  recommend  that  resolutions  62-7,  62-49, 
and  62-15  not  be  approved,  and  I so  move. 

Dr.  McCarthy:  I second  it. 

Vice-Speaker  Babbage:  It  has  heen  moved 
and  seconded  these  resolutions  not  be  approved. 

Felix  Ottaviano,  M.D.,  Madison:  I am  not 
going  to  speak  against  the  committee’s  recom- 
mendation, but  I should  like  to  point  out  for  the 
committee’s  benefit  that  there  are  a rather  sub- 
stantial number  of  delegates  represented  in 
those  thi'ee  resolutions,  and  the  committee 
might  have  at  least  recommended  some  other 
method.  It  is  quite  obvious  that  this  method 
which  is  given  us  today  is  not  particularly  ap- 
proved by  everyone. 

Vice-Speaker  Babbage:  Is  there  any  other 
discussion? 

Eugene  J.  Hanavan,  M.D.,  Erie:  Mr. 
Speaker,  I beheve  it  is  clear  to  the  delegates 
here  that  there  must  be  some  discontent  among 
at  least  the  younger  members  in  regard  to  the 
selection  of  membei-ship  to  the  Nominating 
Committee. 

Erie  County  has  proposed  that  if  the  district 
branches  do  not  submit  names  of  candidates,  the 
choice  of  the  member  from  the  district  branch 
failing  to  name  candidates  shall  be  made  by  the 
president  of  the  Society,  and  two  additional 
members  at  large  shall  be  nominated  to  this 
committee  by  the  president  in  conformity  with 
Chapter  VII,  Section  1,  of  these  Bylaws. 

We  have  taken  into  consideration  that  some 
district  branches  may  not  be  as  active  as  the 
Seventh  and  Eighth  District  Branches,  and  we 
would  hke  to  see  that  this  amendment  be  ap- 
proved and  not  disapproved  as  recommended 
by  the  committee  chairman. 

Vice-Speaker  Babbage:  Is  there  any  other 
discussion? 

Francis  A.  Stephens,  M.D.,  Albany:  We,  in 
the  Albany  ai'ea,  in  the  Thii-d  District,  would 
like  to  see  changes  in  the  method  of  selecting 
the  Nominating  Committee  because  a member  of 
the  committee  from  our  area  has  been  retired 
from  practice  for  many  yeai’s  and  never  gets  to  a 
meeting  of  the  Society,  so  that  we  feel  that  the 
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method  of  selecting  members  of  the  Nominating 
Committee  should  be  changed. 

Samuel  Wagreich,  M . D Bronx ; Mr . Speaker, 
I am  not  quite  clear  as  to  this  last  sentence  or 
two  in  this  recommendation  of  the  committee: 
“It  was  pointed  out  that  each  year,  every  county 
society  and  district  branch  is  asked  to  submit 
names  for  presentation  to  the  Nominating 
Committee.”  It  was  my  imderstanding  we  are 
discussing  the  make-up  of  the  Nominating  Com- 
mittee; it  is  not  my  understanding  that  we  have 
been  asked  to  submit  names  for  the  Nominating 
Committee.  What  is  the  recommendation  of 
Dr.  Burgin’s  committee?  I think  these  are  two 
different  things.  One  concerns  itself  with  the 
make-up  of  the  Nominating  Committee,  which 
is  what  is  concerned  in  these  three  resolutions; 
the  other  is  the  matter  of  submitting  names  for 
the  various  offices  to  the  Nominating  Commit- 
tee. 

Dr.  Burgin:  This  was  simply  an  example  of 
the  fact  that  the  district  branches  were  rarely 
interested  even  in  sending  nominations  for  sug- 
gestions to  the  Nominating  Committee.  We 
realize  this  has  nothing  directly  to  do  with  the 
make-up  of  the  Nominating  Committee,  but  it 
was  an  example  of  the  lack  of  interest  of  the 
district  branches. 

Dr.  Wagreich:  Except  that  this  does  not 
conform  as  a proper  explanation  for  the  present 
set-up  in  terms  of  the  Nominating  Committee. 
I am  not  speaking  for  or  against  except  this 
explanation  does  not  seem  to  correspond  or 
coincide  with  the  resolutions  in  terms  of  the 
make-up  of  the  Nominating  Committee.  We 
have  never  been  asked  to  submit  names  for 
membership  on  the  Nominating  Committee  per 
se. 

Vice-Speaker  Babbage:  Is  there  any  other 
discussion?  Hearing  none,  I will  call  for  a 
vote  on  the  recommendation  of  this  committee 
which  is  not  to  approve  resolutions  62-7,  62-49, 
and  62—15,  which  have  to  do  with  the  appoint- 
ing of  the  Nominating  Committee.  I call 
for  a vote.  Those  in  favor  of  the  recommenda- 
tion of  Dr.  Burgin’s  committee,  which  is  dis- 
approval of  these  three  resolutions,  say  “aye,” 
against  “no.”  It  has  to  be  a majority  vote. 

Those  in  favor  of  the  committee’s  recommen- 
dation, which  would  disapprove  these  three 
resolutions,  please  stand.  Now  those  who  are 
not  in  favor  of  Dr.  Burgin’s  committee’s 
recommendation,  please  stand.  The  vote  was 
99  for  approving  the  recommendation  as  Dr. 
Burgin’s  committee  presented  it  to  us,  which  was 
disapproval  of  the  resolutions,  and  it  was  71 
against.  Dr.  Burgin’s  committee’s  recom- 
mendation, which  is  the  disapproval  of  the  three 
resolutions,  is  upheld. 

Dr.  Burgin:  Mr.  Speaker,  the  committee  felt 
that  there  should  be  some  clarification  of  the 
Constitution  emd  Bylaws.  I would  like  to  go 
over  this  fairly  rapidly. 

The  committee  noted  that  the  word  “coun- 
cillor (s)”  appears  only  three  times  in  the  Con- 
stitution and  Bylaws  (Chapter  III,  Section  2; 
Chapter  VII,  Section  7;  and  Chapter  XV, 
Section  5).  The  term  “member  (s)  of  the 


Coimcil”  (which  includes  Society  officers)  is 
used  in  a nvunber  of  places.  The  places  and 
context  are  listed  below  with  a comment  as  to 
whether  or  not  the  Special  Committee  on  Con- 
stitution and  Bylaws  feels  that  the  term  should 
be  changed  to  “councillor  (s).” 

1.  Chapter  II,  Section  1:  “The  House 

of  Delegates  shall  be  composed  of  . . . (b)  officers 
of  the  Society  and  other  members  of  the  Council 
and  of  the  Board  of  Trustees.” 

Committee  recommendation:  This  might  be 

changed  to  “(b)  officers  of  the  Society,  coun- 
cillors, and  trustees.” 

2.  Chapter  HI,  Section  1:  “The  officera, 

members  of  the  Council  and  of  the  Board  of 
Trustees  of  the  Society  and  the  delegates  to  the 
American  Medical  Association  shall  be  nomi- 
nated ...  No  member  . . . who  is  in  aiTeam  . . . 
shall . . . vote  for  any  officer,  member  of  the 
Council,  trustee,  or  delegate.” 

Committee  recommendation:  This  might  be 
changed  to  “The  officers,  councillors,  and 
trustees  of  the  Society  and  the  delegates  . . . vote 
for  any  officer,  councillor,  trustee,  or  delegate.” 

I might  say  here  that  you  realize,  of  course, 
that  membere  of  the  Council  include  the  officers, 
and  in  designating  terms  of  councillors  a clari- 
fication has  to  be  made. 

3.  Chapter  III,  Section  2:  “Four  members 
of  the  Council  shall  be  elected  annually  for  a 
term  of  three  years.” 

Committee  recommendation:  This  statement  is 
inaccurate  and  should  be  changed  to  “Four 
councillors  shall  be  elected  annually  for  a term 
of  three  years.” 

4.  Chapter  III,  Section  3:  “A  peraon  to  be 
eligible  for  election  as  trustee  shall  have  served 
at  least  two  years  as  an  officer,  or  at  least  three 
yeai-s  as  a member  of  the  Council,  or  at  least 
five  years  as  a member  of  the  House  of  Dele- 
gates.” 

Committee  recommendation:  This  should  be 
changed  to  “or  at  least  thi-ee  years  as  a coun- 
cillor.” 

5.  Chapter  IV,  Section  1(b):  “The  Council 
shall  establish  an  executive  committee  to  be 
composed  of  the  president,  the  president-elect, 
the  secretary,  the  treasm'er,  and  three  addi- 
tional members  of  the  Council,”  etc. 

Committee  recommendation:  This  should  be 
changed  to  “and  thr  ee  councillors.” 

6.  Chapter  IV,  Section  2:  “The  members  of 
the  Council  shall  hold  office  until  then  successors 
are  duly  elected  and  qualified.” 

Committee  recommendation:  This,  again, 

should  be  changed  to  “The  councillors  shall  hold 
office,”  etc.,  since  it  has  ah-eady  been  stated 
(Chapter  III,  Section  2)  that  the  officers  hold 
office  on  these  terms. 

7.  Chapter  IV,  Section  3:  “Any  foin  mem- 
bers of  the  Council  may  requii  e the  president  to 
call  a meeting  for  such  time  and  place  as  shall 
be  designated  by  them  in  wi'iting.” 

Committee  recommendation:  This  should  not 
be  changed. 

8.  Chapter  VII,  Section  1:  “The  president 
. . . shall  assign  the  special  branches  of  work 
for  which  the  members  of  the  Council  shall  be 
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responsible.” 

Committee  recommendation:  This,  again, 

should  not  be  changed. 

9.  Chapter  IX,  Section  1:  “Allowances  for 
expenses  incurred  in  the  actual  performance  of 
official  duties  by  officers,  members  of  the  Coun- 
cil, the  Board  of  Trustees,  of  the  Judicial  Coun- 
cil, and  commissions  and  committees  and  em- 
ployes of  the  Society  and  delegates  to  the 
American  Medical  Association  shall  be  made  in 
conformity  with  the  following  conditions  . . . 

“Members  of  the  Council,  of  the  Board  of 
Trustees,  and  of  the  Judicial  Council  shall  be 
allowed  traveling  expenses.” 

Committee  recommendation:  This  might  be 
changed  to;  “Allowances  for  expenses  incurred 
in  the  actual  performance  of  official  duties  by 
officers,  coimcUlors,  trustees,  members  of  the 
Judicial  Council,  of  commissions,  and  of  com- 
mittees, employes  of  the  Society,  and  delegates 
to  the  American  Medical  Association  shall  be 
made  in  conformity  with  the  following  condi- 
tions . . . 

“Councillors,  trustees,  and  members  of  the 
Judicial  Council  shall  be  allowed  traveling 
expenses.” 

We  feel  that  the  changes  recommended  above 
are  corrections  of  the  text  rather  than  amend- 
ments to  the  Bylaws.  We  therefore  feel  that 
they  can  be  made  by  the  executive  vice-president 
in  his  editorial  capacity  without  action  by  the 
House  of  Delegates  and  certainly  without  having 
them  lay  over  for  a year. 

In  the  process  of  studying  the  Constitution 
and  Bylaws  in  relation  to  the  proposed  amend- 
ments, the  committee  found  that  there  were 
several  mistakes  in  grammar,  that  much  of  the 
language  was  ambiguous,  that  inconsistencies 
had  occasionally  been  noted,  and  that  some  of 
the  provisions  were  felt  to  be  imprecise  and 
indefinite. 

Therefore,  the  committee  would  like  to  recom- 
mend to  the  House  of  Delegates  that  an  ad  hoc 
committee,  including  a representative  of  legal 
counsel,  be  appointed  to  review  the  Constitu- 
tion and  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York. 

We  simply  make  that  as  a recommendation. 

The  chairman  of  this  committee  would  like 
to  express  his  gratitude  to  Miss  Doris  K. 
Dougherty,  Miss  Dorothy  Hart,  and  Miss 
Roslyn  Feinberg  for  their  invaluable  help  in 
preparing  this  report  and  once  again  to  thank 
the  members  of  the  committee. 

Now  I would  hke  to  move  the  approval  of  the 
report  as  a whole  as  amended. 

President  Lane:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  approval  be  given  to  the 
report  as  a whole  as  amended.  Is  there  any 
discussion? 

Assistant  Secretary  Wolff:  Point  of 

order,  Mr.  Chairman.  I think  that  action 
should  be  taken  on  these  last  recommendations. 
There  is  one  in  particular  which  has  some  sig- 
nificance and  whose  desirability  is  debatable.  If 
I may,  I would  suggest  that  we  act  on  each  of 
these  recommendations  individually  so  that  we 


won’t  shp  anything  by  that  we  will  not  like 
afterwards.  There  are  one  or  two  things  in 
here  that  need  clarification.  Most  of  them  are 
simply  semantic  changes  which  will  not  change 
the  sense  of  the  Constitution.  There  is  one  in 
particular  to  which  I would  hke  to  address  my- 
self, which  is  of  importance. 

Vice-Speaker  Babbage:  Would  you  please 
specify? 

Assistant  Secretary  Wolff:  In  item  5 

imder  the  recommendations  just  read  by  the 
chairman  of  the  committee,  which  relates  to 
Chapter  IV,  Section  1(b).  This  is  the  present 
wording:  “The  Council  shall  establish  an  execu- 
tive committee  to  be  composed  of  the  president, 
the  president-elect,  the  secretary,  the  treasurer, 
and  three  additional  members  of  the  Council.” 
The  committee  recommendation  is  that  this 
should  be  changed  to  “and  three  councillors.” 
This  will  make  an  essential  change  in  that  at  the 
present  time  the  assistant  secretary,  the  assist- 
ant treasurer,  and  the  vice-president,  who  are 
officers  and  members  of  the  Council,  would  be 
ehgible  to  serve  on  the  executive  committee, 
whereas  with  the  change  suggested  they  would 
be  excluded  from  serving  as  members  of  the 
executive  committee,  so  that  before  you  can 
adopt  this  change  this  would  have  to  lay  for 
another  year. 

I question  the  desirability  of  such  a change. 
I doubt  that  the  committee  meant  that  this 
should  be  made.  It  was  felt  that  this  was 
simply  a change  in  language,  which  it  is  not,  and 
I would  recommend  that  this  House  disapprove 
of  this  suggestion  so  that  the  present  language 
can  be  maintained.  It  serves  adequately  to 
allow  the  appointment  of  an  executive  com- 
mittee from  the  entire  Council.  I am  sure  that 
the  president  and  the  past-presidents  who  have 
served  before  him  will  agree  it  has  worked  satis- 
factorily. 

Vice-Speaker  Babbage:  Do  you  so  move? 

Assistant  Secretary  Wolff:  I so  move. 

Dr.  Freedman:  I second  it. 

Dr.  Burgin:  I think  that  the  committee,  in 
view  of  the  wise  remarks  of  Dr.  Wolff,  would  do 
weU  to  take  that  out  of  the  report,  and  I would 
be  willing  to  delete  it. 

Vice-Speaker  Babbage:  Dr.  Burgin  de- 

letes that  from  his  report.  Is  there  any  other 
discussion  on  the  report  as  a whole  as  amended? 
We  are  discussing  the  report  as  a whole  as 
amended. 

Dr.  Ottaviano:  I may  be  out  of  order,  but  I 
should  like  the  House’s  indulgence  for  a moment 
to  remark  this  very  thing  points  up  what  I have 
tried  to  bring  out  year  after  year:  A more 
appropriate  time  might  be  given  to  this  report. 
I know  Dr.  Burgin  always  tells  me  that  this 
particular  committee  is  a committee  of  the 
House.  I submit,  however,  that  the  delegates 
here  do  not  have  the  right  or  the  privilege  that 
they  have  before  any  other  reference  committee 
to  discuss  these  things  in  detail. 

While  I have  no  objection  to  accepting  this 
report  as  presented,  and  while  I congratulate  the 
members  of  the  committee  on  their  hard  work, 
since  I have  been  with  them  when  we  had  to  do 
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this  work,  I suggest  that  in  the  future  some 
other  time  be  given  to  this  particular  report,  so 
that  we  may  discuss  it  as  a reference  committee 
report. 

Vice-Speaker  Babbage:  Is  there  any  other 
discussion? 

Assistant  Secretary  Wolff:  If  the  House 
will  indulge  me  for  just  one  more  moment.  In 
support  of  what  Dr.  Ottaviano  said,  in  the  past, 
before  this  special  committee  was  created,  or 
even  after  its  initial  creation,  its  report  was  sub- 
mitted to  a Reference  Committee  on  Constitu- 
tion and  Bylaws.  Our  Bylaws  say,  however, 
that  everything  that  is  brought  up  here  for  ac- 
tion must  be  submitted  to  reference  committees 
with  the  exception  of  reports  of  committees  of 
the  House  which  act  outside  of  the  meeting  of 
this  House.  It  is  within  the  prerogative  of  the 
House  to  ask  that  these  committees  report 
directly.  It  is  again  within  the  prerogative  of 
the  House  to  rescind  that  approval  and  to  ask 
that  these  things  be  referred  to  a reference  com- 
mittee so  that  the  rank  and  file  delegates  can 
have  an  opportimity  to  discuss  them  and  express 
their  views  other  than  just  on  the  floor  when 
they  are  presented.  I think  that  it  is  some- 
thing worth  serious  consideration.  Thank  you! 

Vice-Speaker  Babbage:  Is  there  any  other 

discussion  on  this  report  as  a whole?  Remem- 
ber, we  are  talking  about  acceptance  of  the  re- 
port as  a whole  as  amended. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried  . . . 

Vice-Speaker  Babbage:  Thank  you.  Dr. 
Burgin.  {Applause) 

. . . Speaker  Wurzbach  assumed  the  chair  . . . 

Speaker  Wurzbach:  Now,  then,  the  floor  is 
open  for  the  introduction  of  any  other  reports  or 
resolutions.  You  have  had  distributed  to  you 
supplementary  reports,  and  I think  four  more 
resolutions.  These  resolutions  and  the  resolu- 
tions in  your  folders,  as  distributed  this  morning, 
are  now  considered  introduced  and  referred  to 
the  designated  committees.  Any  additional 
resolutions  will  be  introduced  as  received  by  the 
Speaker. 


Resolutions 

Section  38  {see  231)  Resolution  63-1 

Proposed  Changes  in  Requirements  for 

Approved  Internship  Programs 

Introduced  by  Medical  Society  of  the  County  of 

New  York 

Whereas,  There  appeared  in  the  A.M.A. 
News  of  December  10,  1962,  an  article  recom- 
mending changes  in  the  essentials  of  approved 
internships;  and 

Whereas,  One  of  these  changes  proposes 
that  the  internship  program  of  a hospital  be 
subject  to  disapproval  if  the  proportion  of  its 
house  staff  comprised  of  graduates  of  approved 
U.S.  and  Canadian  schools  falls  below  25  per 
cent  for  two  successive  years;  and 


Whereas,  Such  disapproval  would  in  no 
way  be  based  on  lack  of  competence  of  the 
attending  or  house  staff,  on  inadequate 
standards  of  professional  care,  or  on  an  un- 
satisfactory graduate  training  program;  and 
Whereas,  There  are  not  a sufficient  number 
of  graduates  of  approved  United  States  and 
Canadian  medical  schools  to  fill  existing  ap- 
proved internships,  and  as  a result  of  the 
matching  plan,  few  of  these  apply  to  volun- 
tary hospitals  for  internships,  thus  making 
this  criterion  impossible  for  many  excellent 
but  small  hospitals  to  meet;  and 

Whereas,  The  implementation  of  the  pro- 
posed change  could  result  in  the  withdrawal 
of  approval  for  intern  training  of  39  of  the  57 
hospitals  in  the  New  York  City  area  currently 
so  approved;  and 

Whereas,  Such  action  would  create  an 
even  greater  shortage  of  competent  candidates 
for  the  house  staffs  of  these  hospitals,  in 
which  a substantial  portion  of  the  population 
receives  medical  care,  and  would  therefore  be 
detrimental  to  the  public  interest;  and 

Whereas,  The  proposed  change  would  not 
contribute  to  improved  standards  in  any 
hospital;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  disapprove  the  proposed 
change  in  requirements  for  approved  intern- 
ship programs;  and  be  it  further 

Resolved,  That  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the 
House  of  Delegates  of  the  American  Medical 
Association  introduce  a similar  resolution  at 
the  meeting  of  the  House  of  Delegates  in 
June,  1963,  to  the  end  that  the  American 
Medical  Association  take  appropriate  action 
to  prevent  the  adoption  of  the  proposed 
change. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  39  {see  125)  Resolution  63-2 

Reimbursement  for  Collection  of  State  and 
A.M.A.  Dues 

Introduced  by  Medical  Society  of  the  County  of 
New  York  \ 

Whereas,  The  respective  county  medical 
societies  are  the  primary  fiscal  agent  for  the 
collection  of  both  State  and  A.M.A.  dues;  and 
Whereas,  The  respective  county  medical 
societies  are  also  the  primary  agent  for  the 
processing  of  membership  apphcations  in  the 
State  Medical  Society  and  the  A.M.A.  and 
have  the  responsibility  of  maintaining  all 
primary  records  in  these  matters;  and 

Whereas,  These  services,  maintained  for 
both  the  State  Society  and  the  A.M.A.,  re- 
quire staff  personnel  and  auditors,  with  con- 
siderable costs  to  county  medical  societies; 
and 

Whereas,  The  proposed  reimbursement  for 
administrative  and  auditing  expense  is  less 
than  1 per  cent  of  the  total  dues  collected  in 
each  category;  now  therefore  be  it  hereby 
Resolved,  That  the  House  of  Delegates  of 
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the  Medical  Society  of  the  State  of  New  York 
mandate  the  trustees  and  the  fiscal  officers  of 
the  State  Medical  Society  to  reimburse  the 
local  county  medical  societies  of  the  State  as 
follows:  reimbmsement  in  the  annual  amount 
of  35  cents  per  member  of  the  State  Society 
and  35  cents  per  member  of  the  A.M.A.  for 
the  collection  of  dues  to  these  two  organiza- 
tions and  for  the  maintenance  of  the  basic 
records  thereto. 

Referred  to  Reference  Committee  on  Reports 
of  Officers  B. 

Section  40  {see  116)  Resolution  63-3 

Social  Security  Coverage  for  Physicians 

Introduced  by  Medical  Society  of  the  County 
of  New  York 

Whereas,  The  Medical  Societies  of  the 
County  of  New  York  and  of  the  State  of 
New  York  have  on  numerous  occasions  acted 
favorably  in  support  of  social  security  for 
physicians  through  F.I.C.A.  (Federal  In- 
surance Contributions  Act) ; and 

Whereas,  At  its  January,  1963,  meeting,  the 
Medical  Society  of  the  County  of  New  York, 
during  its  discussion,  indicated  that  it  stiU 
favored  social  security  for  physicians  through 
the  F.I.C.A.  but  preferred  exploring  the 
attitude  of  physicians  on  this  question  through 
the  aegis  of  the  A.M.A.;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  confirm  its  previous  favor- 
able position  on  social  security  for  physicians 
through  the  F.I.C.A.;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York’s  delegates  to  the  1963 
annual  meeting  of  the  American  Medical 
Association  be  instructed  to  introduce  a 
resolution  to  that  body  requesting  that  the 
A.M.A.  conduct  a poll  of  all  A.M.A.  mem- 
bers, asking  them  to  indicate  whether  they  do 
or  do  not  favor  social  security  for  physicians 
through  the  F.I.C.A.  and  that  the  results  of 
this  poll  be  publicized  through  its  regular 
channels  and  through  the  public  press. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  41  Resolution  63-4 

Amendment  to  Provide  Rights  and 
Privileges  of  Life  Membership 

Introduced  by  Medical  Society  of  the  County  of 
New  York 

Whereas,  A physician  member  of  the 
Medical  Societies  of  the  County  and  of  the 
State  of  New  York  becomes  a life  member  of 
these  societies  by  operation  of  time;  and 
Whereas,  As  a result  thereof  and  by  reason 
of  attaining  such  life  membership,  the  phy- 
sician’s status  in  the  American  Medical 
Association  is  changed  from  active  member  to 
associate  member  with  the  loss  of  the  rights 
and  privileges  previously  enjoyed  as  an  active 
member;  and 


Whereas,  By  reason  of  this  life  member- 
ship the  physician  retains  only  the  right  to 
vote  at  the  county  society’s  election  but  may 
not  take  part  in  other  than  the  profession^ 
activities  of  either  the  county  or  State  Society; 
and 

Whereas,  All  the  foregoing  notwith- 
standing, organized  medicine,  and  more 
particularly  the  American  Medical  Associ- 
ation and  the  State  and  county  societies, 
frequently  and  for  many  purposes  do  call 
upon  these  life  members  for  help  (even  as 
today) ; and 

Whereas,  It  is  generally  admitted  that  a 
physician  with  years  of  experience  and 
honorable  service,  influence  in  the  com- 
munity, and  valuable  judgment  is  indeed  a 
useful  and  important  asset  to  the  profession; 
now  therefore  be  it  hereby 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows:  Chapter  I,  Section  6,  final  sen- 
tence, the  words  “except  voting  and  holding 
office”  be  deleted,  so  that  the  final  sentence 
will  then  read:  “Life  members  shall  be 

accorded  all  the  rights  and  privileges  of  active 
membership”;  and  be  it  further 

Resolved,  That  an  appropriate  amendment 
to  the  Constitution  and  Bylaws  of  the 
American  Medical  Association  be  presented 
by  the  delegates  from  the  Medical  Society  of 
the  State  of  New  York,  to  restore  to  hfe 
members  the  rights  and  privileges  which  they 
possessed  at  the  time  they  were  granted  life 
membership. 

Referred  to  Special  Committee  on  Constitu- 
tion and  Bylaws. 

Section  42  {see  90)  Resolution  63-5 

Medical  Care  Programs  of  Labor  and/or 
Management  Groups 

Introduced  by  Medical  Society  of  the  County  of 
New  York 

. . . This  resolution  was  withdrawn  and  a 
substitute  presented.  See  Section  90.  . . 

Section  43  {see  183)  Resolution  63-6 

Abolition  of  Osteopathic  Manipulation  as  a 
Prerequisite  to  Acceptance  of  Osteopaths 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  in  May,  1962,  approved 
resolution  62-5  as  originally  introduced;  and 
Whereas,  The  above-mentioned  resolution 
specified  that  osteopathic  manipulation  is 
not  based  on  scientific  principles  approved  by 
doctors  of  medicine,  and  the  resolution  re- 
quested that  all  inequities  in  the  Workmen’s 
Compensation  Fee  Schedule  based  on  osteo- 
pathic manipulation  be  abolished  immediately; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  instruct  the  Ad  Hoc 
Committee  deliberating  with  the  osteopaths 


60  New  York  State  Journal  of  Medicine  / Part  II— September  1,  1963 


to  insist  on  the  abolition  of  such  osteopathic 
manipulation,  as  a prerequisite  to  acceptance, 
as  ethical,  of  professional  association  between 
osteopathic  physicians  and  doctors  of  medi- 
cine. 

Referred  to  Reference  Committee  on  Organ- 
ization and  Pohcies. 

Section  44  {see  241)  Resolution  63-7 

Abolition  of  Workmen’s  Compensation  Fees 
Based  on  Osteopathic  Manipulation 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  in  May,  1962,  approved 
resolution  62-5  as  originally  introduced;  and 
Whereas,  The  above-mentioned  resolution 
specified  that  osteopathic  manipulation  is 
not  based  on  scientific  principles  approved 
by  doctors  of  medicine,  and  the  resolution  re- 
quested that  all  inequities  in  the  Workmen’s 
Compensation  Fee  Schedule  based  on  osteo- 
pathic manipulation  be  abolished  immedi- 
ately; now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  immediately  petition  the 
Chairman  of  the  Workmen’s  Compensation 
Board  to  abolish  any  fees  based  on  osteo- 
pathic manipulation. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  45  {see  237)  Resolution  63-8 

Discriminatory  Hospital  Regulations 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  A hospital  staff  appointment  is 
extremely  important  to  a doctor  of  medicine 
because  it  is  (1)  the  way  to  provide  the  best 
possible  medical  care  to  the  sickest  patients, 
(2)  a method  of  keeping  abreast  with  the 
latest  medical  advances,  and  (3)  a significant 
portion  of  the  economic  security  for  the  phy- 
sician; and 

Whereas,  Certain  hospitals  are  curtailing 
the  privileges  of  many  doctors  who  are  well 
trained  but  who  are  not  board  or  college 
certified;  and 

Whereas,  Such  hospital  regulations  are 
instituted  or  maintained  by  doctors  of  medi- 
cine who  are  the  heads  of  departments  or 
chiefs  of  staffs  of  these  hospitals;  and 

Whereas,  The  withholding  or  curtailing  of 
such  privileges  to  any  doctors  who  may  not 
have  board  or  college  certification  but  who 
have  had  sufficient  training  and  experience  is 
discriminatory,  is  unfair  to  patients  in  not 
allowing  their  regular  doctors  to  continue 
with  their  medical  care,  and  is  actually  in 
restraint  of  the  economic  aspect  of  the  prac- 
tice of  these  doctors;  and 

Whereas,  The  heads  of  departments  or 
chiefs  of  staffs  who  are  responsible  for  any 
hospital  regulations  which  are  discriminatory 
against  any  doctors  who  may  not  have  board 


or  college  certification  but  who  have  had 
proper  training  should  be  considered  as  up- 
holding regffiations  which  are  unfair  to  the 
public  and  to  the  doctors  in  question;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recognize  that  the  above- 
mentioned  discriminatory  actions  are  un- 
ethical according  to  the  Principles  of  Pro- 
fessional Conduct,  Chapter  III,  Article  VI, 
Section  4,  which  reads  as  follows: 

“Free  Choice  of  Doctor  of  Medicine, 
Section  4.  The  right  of  the  patient  freely 
to  choose  his  doctor  of  medicine  must  be 
preserved  and  maintained.  Nothing  in  any 
individual  or  group  method  of  practice  must 
be  permitted  to  interfere  with  this  right. 

“Free  choice  of  doctor  of  medicine  is  de- 
fined as  the  unrestricted  freedom  of  a patient 
to  choose  his  own  doctor  of  medicine.” 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  46  {see  135)  Resolution  63-9 

Consent  for  Autopsy 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  present  statute  dealing  with 
consent  for  autopsy  in  New  York  State  still 
requires  written  consent  by  all  of  next  of  kin 
of  equal  rank;  and 

Whereas,  This  requirement  introduces 
unnecessary  difficulties  and  has  been  ob- 
served more  in  the  breach  than  in  adherence 
to  the  statute;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  His  Excellency, 
the  Governor,  to  refer  to  the  existing  Com- 
mission on  the  Medical  Examiner’s  Law  and 
the  Autopsy  the  evaluation  of  the  present 
Wisconsin  law,  which  requires  consent  of  only 
any  one  of  equal  rank  of  kin,  provided  others 
of  like  kinship  do  not  object,  to  give  legal 
consent  for  autopsy;  and  be  it  further 

Resolved,  That  after  due  consideration  and 
evaluation  of  the  comparative  advantages  of 
such  a revision  of  the  existing  Section  for 
Consent  for  Autopsy,  the  Commission  be  re- 
quested to  formulate  legislation  to  be  sub- 
mitted to  the  Legislature  of  the  State  of  New 
York  at  its  next  session,  and  recommend  its 
adoption  and  support  by  the  Governor,  to 
correct  the  existing  problem  of  properly  ful- 
filling the  legal  requirement  for  autopsy  con- 
sent. 

Referred  to  Reference  Committee  on  Legal 
Matters. 

Section  47  {see  233)  Resolution  63-10 

Contracts  Between  Labor  Unions 
and  Voluntary  Hospitals 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  Several  labor  unions  have 
negotiated  contracts  with  voluntary  hospitals 
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for  the  provision  of  medical  care  for  members 
and  their  families;  and 

Whereas,  These  contracts  provide  for 
preferential  treatment  of  a limited  segment  of 
the  community;  and 

Whereas,  The  institutions  involved  are 
supported  in  large  part  by  community  contri- 
butions and  public  funds  in  order  that  the 
community  as  a whole  may  benefit;  and 
Whereas,  The  institutions  involved  have 
contracted  to  provide  medical  care  by  salaried 
physicians;  and 

Whereas,  The  arrangements  for  medical 
care  and  the  sums  paid  to  the  physicians  are 
determined  entirely  by  the  unions  and  the 
hospitals  without  consultation  with  the 
physicians  involved  or  their  representatives; 
and 

Whereas,  The  right  to  collective  bargain- 
ing has  long  been  a basic  tenet  of  organized 
labor;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  regards  contracts  between 
unions  and  voluntary  hospitals  for  the  special 
care  of  union  members  and  their  famihes  as 
not  in  the  best  interest  of  the  community  as  a 
whole;  and  be  it  further 

Resolved,  That  these  contracts  are  not  in  the 
best  interest  of  the  physicians  involved;  and 
be  it  further 

Resolved,  That  the  delegates  to  the  Ameri- 
can Mediced  Association  be  instructed  to 
introduce  a similar  resolution  at  the  next 
meeting  of  the  House  of  Delegates  of  the 
A.M.A. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  48  {see  236)  Resolution  63-11 

Creation  of  Commission  to  Study  Problems  of 
Patient  Care,  Medical  Practice,  Hospital  Service, 
and  Medical  Education 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  It  is  desirable  that  many  mutu- 
ally interrelated  problems  confronting  medi- 
cine in  patient  care,  medical  practice,  hospital 
service,  and  medical  education  be  evaluated 
in  proper  perspective  to  obtain  a whoUy  im- 
biased  viewpoint  of  the  many  facets  of  the 
problems  and  their  suggested  solutions,  as 
offered  by  individual  groups  in  no  relation  to 
the  whole  and  the  over-all  problem  of  patient 
welfare  and  public  health;  and 

Whereas,  It  is  imperative  to  establish 
proper  balance  and  priorities  between  the 
existing  groups,  agencies,  and  organizations 
now  working  independently,  and  often  un- 
wittingly at  cross  purposes,  based  on  their 
own  sole  and  isolated  viewpoint;  and 

Whereas,  The  study  of  the  individual 
problems  by  the  separate  councils  and  com- 
mittees of  the  American  Medical  Association 
has  yielded  recommendations  and  solutions  of 
particular  problems  corresponding  to  the 
particular  charge  given  to  each  council  and 
committee  separately  but  has  so  often  led  to 


new  and  occasionally  more  diflBcult  situations 
in  one  or  all  of  the  other  fields  involved  in 
medical  practice,  medical  care,  hospital  serv- 
ice, and  medical  education;  and 

Whereas,  There  is  every  reassurance  that 
the  problem  of  expense  for  such  a commission 
can  be  underwritten  by  support  from  one  or 
more  of  the  foundations  interested  in  medical 
care  and  public  health;  now  therefore  be  it 
hereby 

Resolved,  That  delegates  of  the  Medical 
Society  of  the  State  of  New  York  introduce 
at  the  next  meeting  of  the  House  of  Delegates 
of  the  American  Medical  Association  a resolu- 
tion calling  for  the  creation  of  a commission 
with  representation  from  all  groups  involved 
to  study  the  many  problems  noted  above  from 
the  over-all  viewpoint,  to  set  forth  funda- 
mental goals  and  objectives,  and  to  recom- 
mend priorities  and  a program  of  action; 
and  be  it  further 

Resolved,  That  such  a commission,  after 
dehberation  and  study,  suggest  specific  im- 
mediate steps  and  formulate  an  ultimate 
program  for  the  betterment  of  patient  care, 
medical  practice,  hospital  service,  and  medi- 
cal education. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 


Section  49  Resolution  63-12 

Amendment  to  Change  Date  of  Arrears  from 
March  1 to  June  1 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  Chapter  I,  Section  2(b)  of  the 
Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  states  that  a member  “whose  dues 
and  assessments  are  unpaid  after  March  1 of 
any  current  year  is  not  in  good  standing  and 
shall  be  deemed  to  be  in  arrears”;  and 

Whereas,  A member  who  has  not  paid  his 
dues  and  assessments  of  the  American  Medi- 
cal Association  is  in  good  standing  until  June 
1 of  any  current  year;  and 

Whereas,  It  is  administratively  impossible 
to  collect,  process,  post,  and  transmit  mem- 
bers’ dues  prior  to  March  1 of  any  current 
year;  and 

Whereas,  The  administration  of  the  State 
Society  is  aware  of  the  fact  that  it  is  impos- 
sible to  comply  with  Chapter  1,  Section  2(b) 
of  the  Bylaws  of  the  State  Society;  now  there- 
fore be  it  hereby 

Resolved,  That  the  first  sentence  of  Chapter 
1,  Section  2(b)  of  the  Bylaws  of  the  State 
Society  be  changed  by  substituting  June  1 for 
March  1,  so  that  it  will  read  as  follows: 
“Any  member,  except  a member  who  is 
ehgible  and  has  applied  for  life  membership, 
whose  dues  and  assessments  are  unpaid  after 
June  1 of  any  current  year  is  not  in  good 
standing  and  shall  be  deemed  to  be  in  arrears.” 

Referred  to  Special  Committee  on  Constitu- 
tion and  Bylaws. 
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Section  50  (see  231)  Resolution  63-13 

Revision  in  Requirements  for  Approved 
Intern  Training 

Introduced  by  Medical  Society  of  the  County  of 
Rensselaer 

Whereas,  The  American  Medical  Associ- 
ation Council  on  Medical  Education  has  de- 
cided that,  in  the  future,  all  hospitals  approved 
for  intern  training  must,  among  other  require- 
ments, have  at  least  one  fourth  of  their  in- 
terns as  graduates  from  approved  United 
States  or  Canadian  medical  schools;  and 

Whereas,  This  requirement  would  dis- 
qualify many  of  the  smaller  hospitals  through- 
out the  country  from  having  further  approval 
for  intern  training  and  would  work  an  ex- 
treme hardship  on  these  hospitals,  their 
medical  staffs,  and  the  patients  from  the 
communities  they  serve;  now  therefore  be  it 
hereby 

Resolved,  That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
oppose  this  requirement  for  hospital  approval 
for  intern  training;  and  be  it  further 

Resolved,  That  the  delegates  from  the  Med- 
ical Society  of  the  State  of  New  York  to  the 
House  of  Delegates  of  the  A.M.A.  request  the 
American  Medical  Association  House  of 
Delegates  at  their  next  meeting  to  rescind  or 
modify  this  requirement. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  51  (see  169)  Resolution  63-14 

Cigaret  Smoking  and  Lung  Cancer 

Introduced  by  Richmond  County  Medical 
Society 

Whereas,  The  preponderance  of  evidence 
indicates  that  cigaret  smoking  is  implicated 
in  the  genesis  of  lung  cancer  and  probably 
other  diseases;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  is  concerned  in  all  matters 
relating  to  the  public  health;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  advocating 
the  voluntary  giving  up  of  cigaret  smoking 
by  those  already  habituated;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  an  appropriate 
committee  or  commission,  initiate  and  main- 
tain an  educational  program  designed  to  in- 
fluence young  people  not  to  start  the  habit  of 
smoking  cigarets. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  52  (see  231)  Resolution  63-15 

Opposition  to  Internship  Requirement 

Introduced  by  Medical  Society  of  the  County  of 
Oremge 

Whereas,  A recent  rule  proposed  by  the 
Council  on  Medical  Education  and  passed  by 


the  House  of  Delegates  of  the  American  Medi- 
cal Association  states  that  hospitals  with  ap- 
proved internships  may  lose  that  approval  if 
at  least  25  per  cent  of  the  internships  are  not 
filled  by  graduates  of  United  States  or 
Canadian  schools;  and 

Whereas,  The  members  of  the  Medical 
Society  of  the  County  of  Orange  are  of  the 
opinion  that  if  this  rule  is  enforced,  it  must 
lead  to  the  deterioration  of  patient  care  in 
many  American  hospitals;  now  therefore  be 
it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  opposing 
this  rule. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  53  (see  169)  Resolution  63-16 

Education  Program  Against  Cigaret  Smoking 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  preponderance  of  the  evi- 
dence indicates  that  cigaret  smoking  is  im- 
plicated in  the  genesis  of  lung  cancer  and 
other  diseases;  and 

Whereas,  The  medical  profession  is  con- 
cerned in  all  matters  relating  to  the  public 
health;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  advocating 
the  voluntary  giving  up  of  cigaret  smoking; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  through  an  appropriate 
committee  or  commission  initiate  and  main- 
tain an  educational  program  designed  to 
influence  young  people  not  to  start  the  habit  of 
smoking  cigarets. 

Referred  to  Reference  Committee  on  Scientific 

Activities  and  Publications  A. 

Section  54  (see  233)  Resolution  63-17 

Condemnation  of  Union  Family  Medical  Fund 

Contract  at  Bronx-Lebanon  Hospital  Center 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  Union  Family  Medical 
Fund  of  the  hotel  industry  has  initiated  a 
program  to  provide  medical  care  in  the  home, 
oflfice,  and  hospital  to  80,000  men,  women, 
and  children  through  centers  in  Manhattan, 
the  Bronx,  Brooklyn,  and  Queens  through 
agreements  with  hospitals  in  these  boroughs; 
and 

Whereas,  These  agreements  provide  for 
joint  selection  of  a restricted  group  of  physi- 
cians by  the  union  and  hospital  and  for  the 
appointment  of  these  physicians  to  the  hos- 
pitals’ staff's;  and 

Whereas,  The  doctors  will  be  paid  by  the 
Fund  through  the  hospital  on  an  annual 
salary  basis;  and 

Whereas,  It  is  alleged  that  this  contract  to 
supply  medical  care  by  the  hospitals  consti- 
tutes the  hospital  or  corporate  practice  of 
medicine;  and 
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Whereas,  This  aforementioned  contract 
excludes  from  participation  the  majority  of 
physicians  in  these  communities  affected  who 
are  duly  licensed  by  the  State  of  New  York, 
thus  depriving  all  patients  who  are  members 
of  this  Union  Medical  Fund  of  their  right  of 
free  choice  of  physician,  both  generalist  and 
specialist,  and  of  their  ability  to  remain  under 
the  care  of  their  regular  family  physicians; 
and 

Whereas,  Such  discrimination  against 
all  family  and  all  nonparticipating  specialists 
poses  a serious  economic  threat  to  these 
physicians;  and 

Whereas,  These  aforementioned  contracts 
will  deprive  the  community  at  large  of  manj^ 
vitally  needed  hospital  beds  and  will  assign 
these  beds  on  a basis  of  union  membership, 
rather  than  the  basis  of  public  need  as  it 
occurs;  and 

Whereas,  Such  reservation  of  beds  for  this 
plan  will  deprive  the  communities  of  these 
important  facilities  at  this  critical  time  when 
the  population  of  the  areas  served  by  these 
hospitals  is  growing  rapidly  as  a result  of 
improved  housing  facilities  under  construc- 
tion; now  therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates 
condemns  this  aforementioned  contract  or 
similar  programs  and  notifies  the  members  of 
the  Medical  Society  of  the  State  of  New  York 
of  this  action  and  urges  them  not  to  partici- 
pate therein;  and  be  it  further 

Resolved,  That  this  Society  enlist  the  sup- 
port of  the  leadership  of  all  commimity  or- 
ganizations, the  Bar  Association,  organized 
medicine,  and  all  interested  groups  and  give 
this  community  program  the  widest  possible 
publicity;  and  be  it  further 

Resolved,  That  this  State  Society  stands 
ready  and  wUling  at  all  times  to  discuss 
with  all  interested  parties,  hospital,  manage- 
ment, labor,  and  government,  any  plan  for 
altering  the  present  form  of  distribution  of 
health  services  in  our  community;  and  be  it 
further 

Resolved,  That  a copy  of  this  resolution  be 
introduced  by  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  in  the  House 
of  Delegates  of  the  American  Medical  As- 
sociation at  its  June,  1963,  meeting  for  its 
approval  and  support. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  55  {see  36,  144)  Resolution  63-18 

Consideration  of  the  Columbia  University 
Study,  “Trussell  Report” 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  “Trussell  Report,”  a 
purportedly  independent  investigation  of 
medical  care  insurance  in  New  York  State,  has 
been  submitted  to  the  Superintendent  of 
Insurance;  and 

Whereas,  Certain  recommendations  in  the 
report  advocate  changes  that  would  radically 


alter  the  medical  insurance  system  in  New 
York  State;  and 

Whereas,  This  report  is  inadequate, 
unscientific,  biased,  and  slanted  toward 
a particular  form  of  care  that  the  majority 
of  the  medical  profession  has  not  approved; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  postponement  of 
any  action  by  the  Superintendent  of  In- 
surance toward  implementation  of  these 
recommendations;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  that  the  Super- 
intendent of  Insurance  appoint  a truly 
representative  group,  including  physicians 
presently  engaged  in  private  practice,  to 
review  the  entire  subject. 

Referred  to  Reference  Committee  on  Mis- 
cellaneous Business. 

Section  56  (see  234)  Resolution  63-19 

Objection  to  Rebating  of  Physician’s 
Fee  to  Hospitals 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  Frank  and  open  coercion  of  the 
active  medical  staff  by  hospital  administra- 
tions for  the  purpose  of  exacting  legally  and 
ethically  earned  fees  has  become  a serious 
problem;  and 

Whereas,  Funds  so  levied  and  rebated 
under  such  pressure  are  used  for  the  monetary 
benefit  of  others;  and 

Whereas,  Such  a practice,  however  dis- 
guised, has  been  classified  as  “fee  splitting” 
and  considered  filegal  and  imethical;  and 
Whereas,  The  Joint  Commission  on 
Accreditation  of  Hospitals  should  and  does 
consider  the  legal  and  ethical  behavior  of  a 
hospital  administration  in  its  relation  with 
its  medical  staff;  now  therefore  be  it  hereby 
Resolved,  That  the  Joint  Conunission  on 
Accreditation  of  Hospitals  be  requested  to 
deny  accreditation  to  any  hospital  that  (1) 
makes  the  surrender  of  any  legally  and 
ethically  earned  fee  by  a physician  a condition 
for  membership  on  its  staff,  or  (2)  coerces 
members  of  its  staff  by  any  means  whatsoever 
to  rebate  any  portion  of  legally  and  ethically 
earned  fees  for  the  monetary  benefit  of  others; 
and  be  it  further 

Resolved,  That  this  resolution  be  introduced 
by  the  delegates  from  the  Medical  Society  of 
the  State  of  New  York  in  the  House  of  Dele- 
gates of  the  American  Medical  Association  at 
its  June,  1963,  meeting  for  its  approval  and 
support. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  57  {see  238)  Resolution  63-20 

Physician  Representation  on  Hospital 
Planning  Review  Council 

Introduced  by  Bronx  County  Medical  Society 
Whereas,  The  Hospital  Review  and  Plan- 
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Resolution  63-22 


ning  Council  of  the  State  of  New  York  and 
various  Regional  Councils  will  continue  to 
have  a major  impact  on  the  practice  of 
medicine  through  their  recommendations 
on  hospital  construction  and/or  expansion; 
and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  cooperated  and  will 
continue  to  cooperate  with  these  councils 
in  the  best  interest  of  the  public  and  the 
medical  profession;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  consideration  by 
the  State  Hospital  Review  and  Planning 
Council  and  the  Regional  Planning  Councils 
of  New  York  for  representation  on  these 
councils  and  their  subcommittees;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  and  its  county  medical 
societies  seek  similar  representation  on  the 
councils  by  physicians  actively  engaged  in  the 
practice  of  medicine. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  58  (see  239)  Resolution  63-21 

Two-Year  Internships  for  American 
Medical  Students 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  American  Medical  Associa- 
tion and  the  accredited  hospitals  of  the 
United  States  of  America  are  rightfully  con- 
cerned with  the  shortage  of  American  gradu- 
ates as  interns  and  residents  in  our  hospitals; 
and 

Whereas,  7,168  graduates  cannot  con- 
ceivably fiU  12,074  positions  on  a one-year 
internship;  and 

Whereas,  No  excellence  of  teaching  pro- 
gram or  any  other  device — monetary  or 
psychologic — can  fill  12,074  approved  posi- 
tions with  7,168  American  graduates;  and 

Whereas,  A two-year  internship  is  the 
only  mathematic  possibility  of  solving  this 
problem;  and 

Whereas,  The  enlarging  of  existing  medi- 
cal schools  and  the  building  of  new  ones  may 
take  many  years,  while  the  need  for  practicing 
physicians  is  great  right  now;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  American 
Medical  Association  to  encourage  medical 
schools  to  advise  their  graduates  to  take  two- 
year  internships;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  American 
Medical  Association  to  use  its  influence  on 
the  surgical  boards  to  join  the  medical 
boards  in  granting  one  year  of  residency 
credit  to  interns  for  a “straight”  second  year 
of  internship  following  a first-year  rotating 
internship. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 


Section  59  (see  170) 

Education  and  Training  of  More 

Practicing  Physicians 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  There  is  the  prediction  of  an 
increasing  shortage  of  physicians  necessary 
to  treat  the  people  of  the  United  States  of 
America;  and 

Whereas,  There  is  no  prospect  of  a marked 
increase  of  medical  school  graduates  in  the 
immediate  future;  and 

Whereas,  Medical  school  programs — 
intentionally  or  unintentionally — slant  stu- 
dents toward  investigative  rather  than  clinical 
medicine;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  American 
Medical  Association  to  encourage  the  medical 
schools  to  consider  the  advisability  of  having 
their  courses  arranged  so  that  those  students 
desiring  a future  in  investigative  medicine 
and  the  teaching  of  medicine  be  separated, 
at  the  proper  stage,  from  those  desiring  a 
future  in  clinical  medicine;  and  be  it  further 

Resolved,  That  an  all-out  effort  be  made  to 
encourage  more  graduates  to  enter  the 
clinical  practice  of  medicine. 

Referred  to  Reference  Committee  on  Scientific 

Activities  and  Publications  A. 

Section  60  (see  171)  Resolution  63-23 

Six-Year  Combined  Course  for  Medical  Students 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  American  Medical  Associa- 
tion and  the  medical  schools  are  deeply  con- 
cerned by  the  lack  of  grade  A college  students 
applying  for  entrance  into  medical  schools; 
and 

Whereas,  Grade  A students  realize  that 
the  extra  years  of  preparation  shorten  the 
productive  years  of  their  lives;  now  there- 
fore be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  American 
Medical  Association  to  encourage  medical 
schools  to  have  a six-year  combined  course, 
such  as  exists  in  a number  of  schools,  so  that 
grade  A college  students  may  be  encouraged 
once  more  to  apply  for  entrance  to  medical 
schools. 

Referred  to  Reference  Committee  on  Scien- 
tific Activities  and  Publications  A. 

Section  61  {see  240)  Resolution  63-24 

Liberalization  of  Proprietary  Hospital  Code 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  There  has  been  a critical  short- 
age of  hospital  beds  in  Bronx  County  for  a 
long  time;  and 

Whereas,  The  draft  of  the  proposed  code 
for  proprietary  hospitals  sets  structural 
standards  that  such  hospitals  already  in 
existence  cannot  meet;  and 
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Whereas,  The  enactment  of  this  code 
would  give  the  Commissioner  of  Hospitals 
the  arbitrary  power  to  close  any  existing 
proprietary  hospital  whenever  he  so  desires; 
and 

Whereas,  Such  an  action,  or  actions,  would 
bring  about  a desperate  shortage  of  hospital 
beds  in  Bronx  County  with  its  concomitant 
severe  menace  to  the  health  of  the  patients; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  the  Commissioner 
of  Hospitals  to  liberalize  the  code  so  as  to 
remove  the  serious  threat  to  the  community. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  62  (see  231)  Resolution  63-25 

Disapproval  of  Internship  Requirement 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  American  Medical  Associa- 
tion Council  on  Medical  Education  has  de- 
cided that,  in  the  future,  all  hospitals  ap- 
proved for  intern  training  must,  among 
other  requirements,  have  at  least  one  fourth 
of  their  interns  as  graduates  from  approved 
United  States  or  Canadian  medical  schools; 
and 

Whereas,  This  requirement  would  dis- 
qualify many  of  the  sm^er  hospitals  through- 
out the  country  from  having  further  approval 
for  intern  training  and  would  work  an  extreme 
hardship  on  these  hospitals,  their  medical 
staffs,  and  the  patients  from  the  communities 
they  serve;  now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
oppose  this  requirement  for  hospital  approval 
for  intern  training;  and  be  it  further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York 
to  the  House  of  Delegates  of  the  American 
Medical  Association  request  the  American 
Medical  Association  House  of  Delegates  at  its 
next  meeting  to  rescind  or  modify  this 
requirement. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  63  (see  125)  Resolution  63-26 

Reimbursement  for  Expenses  in 

Collection  of  Dues 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  county  medical  society  is 
the  only  local  county  fiscal  agent  for  the 
State  Society  and  the  American  Medical 
Association,  as  well  as  other  organizations, 
who  collect  dues  and  assessments  for  the 
Medical  Society  of  the  State  of  New  York  and 
the  American  Medical  Association;  and 
Whereas,  These  collection  services,  main- 
tained for  both  the  Medical  Society  of  the 
State  of  New  York  and  American  Medical 
Association  and  for  other  agencies  or  organiza- 
tions, require  office  personnel  as  well  as 


accounting  and  auditing  services  entailing  a 
substantial  cost  to  the  county  medical 
society;  and 

Whereas,  The  proposed  reimbursement  for 
administrative  and  accounting  expense  is 
less  than  1 per  cent  of  the  total  dues  and 
assessments  collected  by  the  county  medical 
society  for  the  accounts  of  the  American 
Medical  Association  and  Medical  Society 
of  the  State  of  New  York  in  each  of  their 
categories;  now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
Medical  Society  of  the  State  of  New  York  i 
request  the  trustees  and  fiscal  officers  of  the  ! 
Medical  Society  of  the  State  of  New  York 
annually  to  reimburse  the  component  county  | 
medical  societies  of  New  York  State,  in  the 
amount  and  manner  indicated:  annual 

amount  of  35  cents  per  member  of  the  Ameri- 
can Medical  Association  and  the  same  amount 
per  member  of  the  Medical  Society  of  the 
State  of  New  York  for  the  collection  of  dues 
and  assessments  for  the  American  Medical 
Association  and  Medical  Society  of  the 
State  of  New  York,  as  well  as  the  maintenance 
of  basic  records  thereto. 

Referred  to  Reference  Committee  on  Reports  | 
of  Officers  B. 


Section  64  (see  196)  Resolution  63-27 

Emergency  Medical  Identification  Tag 

Introduced  by  John  C.  McClintock,  M.D., 
Councillor 

Whereas,  Resolution  61-58,  entitled  “Uni- 
form Identification  Method  for  Citizens  with 
Certain  Diseases,”  was  adopted  by  the  House 
of  Delegates  and  referred  to  the  Council 
Committee  on  Public  Relations;  and 

Whereas,  The  American  Medical  Associa- 
tion had  a committee  concerned  with  emer- 
gency medical  identification,  which  dissolved 
without  making  specific  recommendations; 
and 

Whereas,  The  Public  Relations  Com- 
mittee recommended  to  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  as 
follows:  “It  is  recommended  to  the  Council 
and  the  House  of  Delegates  that  a metal 
emergency  medical  information  tag  be  de- 
veloped for  use  by  patients  who  suffer  from 
allergies  and  diseases  that  might  cause  emer- 
gency medical  situations  to  develop,”  which 
recommendation  was  approved  by  the  Coun- 
cil; and 

Whereas,  This  recommendation  is  con- 
sistent with  the  attitude  of  the  State  Depart- 
ment of  Health;  now  therefore  be  it  hereby 
Resolved,  That  this  House  of  Delegates  ap- 
prove the  development  of  a metal  emergency 
medical  identification  tag;  and  be  it  further 
Resolved,  That  the  Council  Committee 
on  Public  Relations  be  requested  to  imple- 
ment this  resolution  on  a State-wide  basis. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 
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Section  65  {see  36,  142)  Resolution  63-28 

Commendation  for  Review  of  Columbia  Study 

Introduced  by  John  C.  McClintock,  M.D., 

Councillor 

Whereas,  Members  of  the  Medical  Society 
of  the  County  of  New  York  have  studied  and 
prepared  a comprehensive,  accurate,  and 
factual  review  of  the  Columbia  Univex’sity 
study  of  prepaid  medical  care  plans  in  this 
State;  and 

Whereas,  These  comments  have  been 
cai'efuUy  edited  and  published  in  New  York 
Medicine;  now  therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates 
commend  the  Medical  Society  of  the  County 
of  New  York  and  the  editor  of  its  publication 
for  a job  well  done. 

Referred  to  Reference  Committee  on  Miscel- 
laneous Business. 

Section  66  {see  197)  Resolution  63-29 

Practice  of  Medicine  by  Psychologists 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  has  made  a determination  that 
psychotherapy  is  the  practice  of  medicine; 
and 

Whereas,  Many  psychologists,  without 
psychiatrist  supervision,  openly  pi'actice  psy- 
chotherapy in  an  office  for  a fee;  and 

Whereas,  A school  psychologist  in  Nassau 
County  recently  placed  in  wirting  a statement 
that  he  refers  children  with  behavior  disorders 
and  emotional  problems  to  other  psychologists 
for  psychotherapeutic  treatment  because 
psychologists  are  more  competent  to  treat 
them  than  physicians;  and 

Whereas,  Psychotherapy,  administered  by 
nonmedical  pei'sons,  may  be  used  to  the 
serious  detriment  of  the  individual  so  treated, 
by  applying  it  to  symptoms  caused  by  phys- 
ical disease  which  can  be  distinguished  from 
emotional  symptoms  only  by  a quahfied 
physician;  and 

Whereas,  The  use  of  certain  drugs  is  a 
very  beneficial  adjunct  in  psychotherapeutic 
treatment,  di'ugs  which  psychologists  cannot 
legally  use,  and  they  are,  therefore,  unable 
properly  to  treat  even  those  individuals  whose 
symptoms  aie  on  an  emotional  basis;  and 

Whereas,  Psychologists  in  rapidly  increas- 
ing numbei-s  are  practicing  psychotherapy 
without  psychiatric  supervision;  now  there- 
fore be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  vigorously  apprise  the 
Board  of  Regents  of  the  State  of  New  York 
and  the  Commissioner  of  the  State  Depart- 
ment of  Education  of  the  real  danger  to 
children  and  adults  if  psychologists  continue 
to  practice  psychotherapy,  which  in  effect  is 
practicing  medicine  without  a hcense;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  press  for  action  by  the 


Board  of  Regents  and  Commissioner  of 
Education  to  send  a directive  to  each  school 
district  ordering  aU  school  personnel  to  refer 
children  suffering  with  behavior  disorders  and 
emotional  problems  to  physicians  only;  and 
be  it  fui'ther 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  also  press  for  legislation 
to  include  “psychotherapy”  in  the  Medical 
Practice  Act,  thereby  legally  declaring  its 
practice  to  be  a medical  procedure  requhing  a 
medical  license. 

Referred  to  Reference  Committee  on  Public 
and  Professional  Affairs. 

Section  67  {see  231)  Resolution  63-30 

Requirement  of  American  Medical  Association 
Council  on  Medical  Education  on  Intern  Training 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  American  Medical  Associa- 
tion Council  on  Medical  Education  has 
decided  that,  in  the  future,  aU  hospitals  ap- 
proved for  intern  training  must,  among  other 
requirements,  have  at  least  one  fourth  of  their 
interns  as  gi’aduates  from  approved  United 
States  or  Canadian  medical  schools;  and 
Whereas,  This  requirement  would  dis- 
qualify many  of  the  smaller  hospitals  through- 
out the  country  from  having  further  approval 
for  intern  training  and  would  work  an  extreme 
hardship  on  these  hospitals,  theh  medical 
staffs,  and  the  patients  from  the  communities 
they  serve;  now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
oppose  this  requirement  for  hospital  approval 
for  intern  training;  and  be  it  further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  American  Medical  Association  request  the 
American  Medical  Association  House  of  Dele- 
gates at  its  next  meeting  to  rescind  or  modify 
this  requirement. 

Referred  to  Reference  Committee  on  Commis- 
sion on  Medical  Services  B. 

Section  68  {see  198)  Resolution  63-31 

Discontinuation  of  Outstanding  General  Practi- 
tioner Award 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  award  referred  to  as  “The 
Outstanding  General  Practitioner  of  the  Year” 
has  in  recent  years  fallen  in  prestige;  and 
Whereas,  There  has  gradually  been  noted 
a dearth  of  nominations  proposed  for  such 
citation;  and 

Whereas,  The  chief  spokesman  for  the 
family  physician  in  the  United  States  is  the 
American  Academy  of  General  Practice,  and 
it  too  has  recently  discontinued  this  type  of 
award;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  discontinue  permanently 
the  award  referred  to  as  “The  Outstanding 
General  Practitioner  of  the  Year.” 
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Referred  to  Reference  Committee  on  Commis- 
sion on  Public  and  Professional  Affairs. 

Section  69  {see  199)  Resolution  63-32 

Re-establishment  of  Albany  Legislative  Office 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  There  has  been  a demonstrated 
need  for  prompt  information  regarding  pend- 
ing legislation  and  more  du'ect  liaison  between 
legislators  and  component  county  medical 
societies;  and 

Whereas,  Topical  issues  demand  im- 
mediate response  on  the  part  of  county 
medical  societies  whose  reaction  would  influ- 
ence pending  legislation;  and 

Whereas,  Legislation  has  recently  been 
enacted  in  opposition  to  the  expressed  views 
of  the  membership  of  component  county 
medical  societies;  and 

Whereas,  It  is  exceedingly  difficult  and 
often  impossible  to  have  a stand-by  delegation 
of  a county  medical  society  to  meet  with  their 
respective  legislators  for  the  purpose  of  brief- 
ing, orientation,  and  mutual  education;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  give  due  consideration  to 
the  re-establishment  of  a full-time  Albany 
legislative  liaison  and  education  office,  with 
an  annual  budget  not  to  exceed  $50,000  per 
annum. 

Referred  to  Reference  Committee  on  Public 

and  Professional  Affairs. 

Section  70  {see  200)  Resolution  63-33 

Establishment  of  Medical  Pavilion  at  New  York 

World’s  Fair 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  forthcoming  New  York 
World’s  Fair  will  provide  opportunity  for 
international  display  of  the  achievements  of 
free  American  medicine;  and 

Whereas,  The  coming  year  is  an  election 
year  in  which  organized  labor  and  the  present 
administration  will  make  an  aU-out  effort  to 
promote  Medicare;  and 

Whereas,  A medical  exhibit  would  provide 
the  profession  with  a topical  opportunity  to 
exploit  the  public  relations  potential  of  quality 
medical  exhibits  and  service,  thereby  elevat- 
ing the  public  image  of  the  physician;  and 

Whereas,  A medical  exhibit  would  provide 
a forum  for  smaller  ethical  firms  to  augment 
the  public  education  service  to  be  provided; 
and 

Whereas,  This  exhibit  could  incorporate 
administration  of  Sabin  oral  poho  vaccine  and 
free  chest  x-rays;  and 

Whereas,  The  establishment  of  an  Amer- 
ican Medical  Association  medical  exhibit 
pavilion  could  augment  the  American  Medical 
Association’s  national  program  entitled  “Op- 
eration Hometown”;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 


State  of  New  York  instruct  its  delegates  to  the 
American  Medical  Association  to  give  con- 
certed consideration  to  the  establishment  by 
the  American  Medical  Association  of  a med- 
ical pavilion  at  the  forthcoming  New  York 
World’s  Fair. 

Referred  to  Reference  Committee  on  Public 
and  Professional  Affairs. 

Section  71  {see  117)  Resolution  63-34 

Revision  of  Fee  Schedule  for  Welfare  Patients 

Introduced  by  Medical  Society  of  the  County 
of  Albany 

Whereas,  The  New  York  State  Depart- 
ment of  Social  Welfare  establishes  fees  on 
which  it  will  reimburse  local  welfare  districts 
throughout  the  State  for  physicians  services 
rendered  to  welfare  patients;  and 

Whereas,  The  Medical  Society  of  the 
County  of  Albany  and  numerous  other  com- 
ponent county  medical  societies  of  the  State 
of  New  York  have  repeatedly  and  without 
success  sought  an  increase  in  the  fee  schedule 
for  treating  welfare  patients  in  their  respective 
counties  to  bring  the  reimbursable  schedule 
more  in  harmony  with  the  sharp  rise  in  the 
cost  of  medicine;  and 

Whereas,  District  welfare  commissioners 
have  advised  physicians  that  they  aie  going 
about  it  the  wrong  way  and  that  they  should 
work  through  the  Medical  Society  of  the  State 
of  New  York  to  get  the  State  reimbursable 
rate  increased;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  its  appropriate 
officers  and  committees,  and  in  cooperation 
with  the  New  York  State  Department  of 
Social  Welfare,  revise  the  State’s  reimbursable 
formula  for  welfare  patients  upwards  at  this 
time. 

Referred  to  Reference  Committee  on  Commis- 
sion on  Medical  Services  A. 

Section  72  {see  231)  Resolution  63-35 

American  Medical  Association  House  Staff  Ruling 

Introduced  by  Broome  County  Medical  Society 

Whereas,  The  American  Medical  Associa- 
tion House  of  Delegates  has  approved  the 
report  of  its  Council  on  Medical  Education 
and  Hospitals;  and 

Whereas,  This  report  recommended  that 
a hospital’s  internship  program  be  subject  to 
disapproval  unless  25  per  cent  of  the  total 
house  staff  are  graduates  of  United  States  or 
Canadian  medical  schools;  and 

Whereas,  Such  disapproval  would  in  no 
way  be  based  on  lack  of  competence  of  the 
attending  or  house  staff,  on  inadequate 
standards  of  professional  care,  or  on  an  un- 
satisfactory graduate  training  program;  and 
Whereas,  There  is  not  a sufficient  number 
of  graduates  of  approved  United  States  and 
Canadian  medical  schools  to  All  existing 
approved  internships  and,  as  a result  of  the 
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matching  plan,  few  of  these  apply  to  voluntary 
hospitals  for  internships,  thus  making  this 
criterion  impossible  for  many  excellent  but 
small  hospitals  to  meet;  and 

Whereas,  Such  action  would  create  an 
even  greater  shortage  of  competent  candidates 
for  the  house  staffs  of  these  hospitals,  in 
which  a substantial  portion  of  the  population 
receives  medical  care,  and  would  therefore  be 
detrimental  to  the  public  interest;  now  there- 
fore be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  disapprove  the  proposed 
change  in  requirements  for  approved  intern- 
ship programs;  and  be  it  further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  House  of  Delegates  of  the  American 
Medical  Association  introduce  this  resolution 
at  the  meeting  of  the  House  of  Delegates  in 
June,  1963,  to  the  end  that  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion take  appropriate  action  to  prevent  the 
adoption  of  the  proposed  change. 

Referred  to  Reference  Committee  on  Commis- 
sion on  Medical  Services  B. 

Section  73  {see  201)  Resolution  63-36 

Use  of  Term  “Socialized  Medicine” 

Introduced  by  Broome  County  Medical  Society 

Whereas,  The  California  Academy  of 
General  Practice  has  recognized  the  confusion 
which  sometimes  exists  in  regard  to  the  term, 
“socialized  medicine”;  and 

Whereas,  They  have  recommended  using 
more  accurately  descriptive  terms  inter- 
changeably; now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  and  its  constituent  county 
societies  interchange  the  descriptive  terms, 
“government-controlled  medicine”  and  “po- 
litically dominated  medicine,”  for  the  term 
“socialized  medicine,”  in  infox’ming  the  public 
on  medical  matters. 

Referred  to  Reference  Committee  on  Commis- 
sion on  Pubhc  and  Professional  Affairs. 

Section  74  {see  172)  Resolution  63-37 

Reduction  of  Automobile  Accidents 

Introduced  by  Broome  County  Medical  Society 

Whereas,  Over  40,000  deaths  and  1.5 
million  injuries  result  from  automobile  ac- 
cidents each  year;  and 

Whereas,  This  figure  has  continued  to  rise 
despite  progi'ams  aimed  at  determining  who 
drives  and  how  they  drive;  and 

Whereas,  We  must  realize  that  the  magni- 
tude of  this  problem  is  not  being  substantially 
reduced  by  our  present  methods  of  attack; 
and 

Whereas,  Efforts  should  now  be  dkected 
to  reducing  the  injurious  effects  of  accidents 
by  educating  the  public  to  express  to  auto- 
mobile manufactm'ei's  their  desire  for  a vehicle 
desigrned  for  safe  transportation;  and 


Whereas,  This  expression  could  lead  auto- 
motive engineers  to  remove  the  many  unsafe 
interior  projections  and  devices  which  are  now 
found  in  all  makes  of  automobiles;  and 

Whereas,  This  should  be  through  free 
expression  from  an  informed  public  and  the 
free  response  of  automobile  manufacturers; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  inaugurate  a program 
educating  our  citizens  on  the  importance  of 
reducing  lethal  and  injurious  effects  of  acci- 
dents; and  be  it  further 

Resolved,  That  through  a cooperative  pro- 
gram with  newspapers,  all  citizens  be  given 
the  opportunity  to  express  themselves  to 
automobile  manufacturers.  For  example,  a 
sample  program  could  include  a block  of 
newspaper  ballots — each  du-ected  to  one  of  our 
automobile  manufacturers — to  be  signed  as 
an  appeal  for  increased  safety  design  in  auto- 
mobiles. 

Referred  to  Reference  Committee  on  Scientific 

Activities  and  Publications  A. 

Section  75  {see  118)  Resolution  63-38 

Clarification  of  Fees  Charged  for  Services 

Introduced  by  Broome  County  Medical  Society 

Whereas,  The  medical  profession,  in  a 
spirit  of  charity  and  cooperation,  has  agi'eed 
to  receive  reduced  fees  or  no  fees  in  cases 
covei’ed  by  Workmen’s  Compensation  and 
Public  Welfare;  and 

Whereas,  These  concessions,  once  given  by 
physicians,  have  now  become  demands  and 
commands  by  the  recipient  progiams;  and 
Whereas,  These  programs  are  vast  finan- 
cial enterprises  with  adequate  funds  to  pay 
full  expenses,  except,  notably,  for  the  cus- 
tomary fees  of  physicians;  and 

Whereas,  Negotiations  by  physicians’ 
organizations  are  often  prolonged  and  fruit- 
less in  attempts  to  obtain  just  fees  under  these 
programs;  and 

Whereas,  Some  politicians  and  businesses 
find  our  profession’s  subsidization  most  pleas- 
ing and  advantageous  in  advancing  their  own 
interests  and  cling  to  it  with  great  determina- 
tion; and 

Whereas,  This  has  led  to  several  special 
contracts  and  fee  schedules  which  confuse  the 
physician  as  to  what  a fair  fee  is  and  raises 
doubts  among  private  patients  regarding  this 
concept;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  in  all  dealings  with  in- 
terested third  parties,  abolish  this  varied  and 
privileged  treatment  and  advance  the  concept 
of  the  private  practitioner’s  fair,  usual,  and 
customary  fee  as  that  fee  which  will  be 
charged  for  services;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  act  without  delay  to  cor- 
rect previous  practices  contrary  to  this 
resolution. 
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Referred  to  Reference  Committee  on  Commis- 
sion on  Medical  Services  A. 

Section  76  (see  203)  Resolution  63-39 

Opposition  to  Cultism  and  Quackery 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  A major  responsibility  of  the 
Medical  Society  of  the  State  of  New  York  has 
been  to  define  and  support  standards  of 
medical  practice  in  this  State;  and 

Whereas,  This  responsibility  involves  the 
recognition  and  public  exposure  of  any  un- 
scientific, iiTational,  or  substandard  practice 
of  the  healing  arts;  and 

Whereas,  This  Society  always  has  fought 
vigorously  to  protect  the  people  of  this  State 
from  medical  frauds  and  quackery;  and 

Whereas,  The  Governor  and  Legislature  of 
this  State  have  recently  given  legal  recogni- 
tion and  status  to  an  unscientific,  fraudulent 
system  of  “medical”  practice,  thereby  effec- 
tively demolishing  the  protection  which  the 
citizens  are  entitled  to  expect  from  then’ 
elected  representatives;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  publicly  reaffirm  its  posi- 
tion as  guardian  of  the  standards  of  medical 
practice;  and  be  it  further 

Resolved,  That  this  Society  publicly  reassert 
its  traditional  and  continuing  opposition  to 
cultism  and  quackery,  however  legally  sanc- 
tioned, and  re-emphasize  the  absolute  ethical 
bars  which  preclude  any  doctor  of  medicine 
from  consulting  with  chh’opractors  or  other 
cultists. 

Referred  to  Reference  Committee  on  Commis- 
sion on  Public  and  Professional  Affah'S. 

Section  77  (see  204)  Resolution  63-40 

Commendation  for  Fight  Against  Chiropractic 
Licensure 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  fight  to  uphold  standai'ds  of 
medical  practice  in  New  York  State  recently 
suffered  a serious  setback  by  the  licensure  of 
chiropractic,  an  unscientific,  irrational  system 
of  medical  cultism;  and 

Whereas,  Leading  this  Society’s  battle 
against  charlatanism  have  been  its  president, 
Joseph  A.  Lane,  M.D.,  its  executive  vice- 
president,  Henry  I.  Fineberg,  M.D.,  and  its 
legislation  chairman,  James  M.  Blake,  M.D.; 
and 

Whereas,  In  an  effort  to  justify  his  derelic- 
tion in  exposing  the  citizens  of  this  State  to 
legalized  quackery,  the  Governor  of  New  York 
State  has  attempted  to  implicate  the  leaders 
of  this  Society  as  advisers  and  assenters  in  this 
unfortunate,  immoral,  and  dangerous  legisla- 
tion; now  therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates 
recognize  and  commend  the  president  of  this 


Society,  its  executive  vice-president,  its  legis- 
lation chairman,  and  all  its  officers  and  staff 
who  have  labored  unstintingly  and  skillfully 
to  block  chh'opractic  licensm'e  and  to  uphold 
the  standards  of  medical  practice  in  this  State. 

Refen'ed  to  Reference  Committee  on  Commis- 
sion on  Public  and  Professional  Affahs. 

Section  78  (see  205,  207)  Resolution  63-41 

Reaffirmation  of  Stand  Against  Chiropractic 

Introduced  by  Frank  J.  Borrelli,  M.D.,  Section 
on  Radiology 

Whereas,  The  House  of  Delegates  of  the 
American  Medical  Association  has  gone  on 
record  disapproving  referrals  and  consulta- 
tions of  doctors  of  medicine  with  chh'oprac- 
tors;  and 

Whereas,  The  Governor  of  the  State  of 
New  York  has  found  it  justifiable  to  approve 
the  practice  of  chiropractic  under  licensure  in 
the  State  of  N ew  Y ork ; and 

Whereas,  The  American  College  of  Radiol- 
ogy has  reaffirmed  its  position,  concurring 
with  the  American  Medical  Association  ruling; 
now  thei'efore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  Yoi'k 
go  on  record  reaffirming  its  position  making  it 
unethical  to  refer  patients  and  consult  with 
chu’opractors  in  order  to  continue  the  best 
medical  care  of  patients. 

Refened  to  Reference  Committee  on  Commis- 
sion on  Public  and  Professional  Affaii's. 

Section  79  (see  206)  Resolution  63-42 

Licensure  of  Chiropractors 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Governor  and  the  Legisla- 
ture of  the  State  of  New  York  have  sponsored 
and  enacted  a bill  recognizing  the  cult  of 
chh'opi'actic  and  providing  for  the  licensure  of 
chh'opractors;  and 

Whereas,  This  action  has  been  taken 
against  all  scientific  opinions  and  recommen- 
dations; and 

Whereas,  This  action  has  lowered  the 
health  standards  of  the  State  of  New  York 
and  endangered  the  health  of  the  people  of 
New  York  State  by  placing  politics  ahead  of 
science  and  public  health;  and 

Whereas,  The  Governor  of  the  State  has 
issued  a letter,  distributed  widely,  which,  by 
its  distortion  of  the  facts,  has  placed  the 
Medical  Society  of  the  State  of  New  York  and 
its  officers  in  a false  light;  and 

Whereas,  This  bill  now  signed  by  the 
Governor  placed  the  responsibility  for  the 
administration  of  the  law  and  the  regulation 
of  the  registration  of  chiropractors  in  the 
hands  of  the  State  Board  of  Regents;  and 
Whereas,  The  advice  and  recommenda- 
tions of  the  Medical  Society  of  the  State  of 
New  York  and  other  scientific  organizations 
and  individuals  have  been  completely  ignored, 
thus  showing  utter  disregard  for  the  protec- 
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tion  of  the  health  of  the  people;  now  therefore 
be  it  hereby 

Resolved,  By  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York, 
assembled  in  New  York  City,  May,  1963,  that 
(1)  it  fully  supports  the  action  of  those  officers 
and  representatives  who  endeavored  to  pre- 
vent the  enactment  of  this  legislation;  (2)  it 
condemns  the  action  of  the  Governor  and 
Legislature  of  the  State  for  sponsoring  and 
enacting  a bill  so  fraught  with  dangers  to  the 
people  of  the  State;  (3)  it  reminds  the  State 
Board  of  Regents  that  it  is  now  its  responsibil- 
ity to  administer  and  regulate  this  pernicious 
law,  and  that  it  is  its  duty  to  salvage  what  it 
can  out  of  the  wreckage  of  the  former  high 
health  standards  of  the  State  and,  as  far  as 
possible,  to  protect  the  people  of  the  State 
from  unscientific  and  low-standard  medical 
care;  and  be  it  further 

Resolved,  That  copies  of  this  resolution  be 
sent  to  the  Governor,  membeis  of  the  Legisla- 
ture, members  of  the  Board  of  Regents,  and 
to  the  press. 

Referred  to  Reference  Committee  on  Commis- 
sion on  Public  and  Professional  Affaiis. 

Section  80  {see  202)  Resolution  63-43 

Designation  of  Unprofessional  Conduct 

Introduced  by  Medical  Society  of  the  County  of 
Ulster 

Whereas,  The  action  of  the  New  York 
State  Board  of  Regents  in  designating  as  un- 
professional conduct  the  refusal  of  any  li- 
censed practitioner  to  provide  treatment  and 
other  professional  service  to  any  person  on 
account  of  race,  religion,  creed,  color,  or 
national  origin  is  ethically  and  theoretically 
sound;  and 

Whereas,  Such  designation  and  definition 
creates  a situation  in  which  any  individual 
who  is  refused  treatment  or  is  dissatisfied  with 
the  professional  service  provided  could  accuse 
the  practitioner  of  unprofessional  conduct; 
and 

Whereas,  According  to  Section  4 of  Chap- 
ter II  of  the  Principles  of  Professional  Conduct 
of  the  Medical  Society  cf  the  State  of  New 
York,  “A  doctor  of  medicine  is  free  to  choose 
whom  he  will  serve” ; and 

Whereas,  Should  a practitioner  refuse,  for 
any  reason,  to  provide  treatment  or  service  to 
an  individual,  particularly  a member  of  a 
minority  racial,  religious,  or  national  gioup, 
it  might,  under  this  regulation,  be  necessary 
for  the  practitioner  to  prove  that  his  refusal  to 
provide  service  was  not  because  of  race,  creed, 
color,  or  national  origin;  and 

Whereas,  Such  situations  would  inevitably 
lead  to  unpleasantness  and  notoriety  and, 
regardless  of  the  outcome,  would  damage  the 
public  image  of  the  professional  group  in- 
volved; now  therefoi’e  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  advise  the  New  York 
State  Board  of  Regents  that  they  consider  the 


action  of  that  Board  in  thus  defining  an  act  of 
unprofessional  conduct  has  created  a poten- 
tially untenable  situation  for  members  of  any 
licensed  practitioner  group. 

Referred  to  Reference  Committee  on  Commis- 
sion on  Public  and  Professional  Affairs. 

Section  81  (see  125)  Resolution  63-44 

Reimbursement  for  Dues  Collection 

Introduced  by  Jerome  L.  Leon,  M.D.,  First 
District  Branch 

Whereas,  County  medical  societies  collect 
State  Society  dues  and  American  Medical 
Association  dues;  and 

Whereas,  County  medical  societies  are  not 
reimbuised  by  the  State  Society  for  acting 
as  its  dues  collecting  agents  and  receive  only 
12  V2  cents  per  member  from  the  American 
Medical  Association  for  dues  collection;  and 
Whereas,  The  expense  involved  in  paying 
office  personnel,  postage,  sending  dues  notices 
and  dunning  letter  has  increased;  and 

Whereas,  Collecting  dues  for  the  State 
Society  and  for  the  American  Medical  Asso- 
ciation is  an  administrative  and  financial 
burden;  now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
direct  the  trustees  of  the  Medical  Society  of 
the  State  of  New  York  to  reimburse  each 
county  medical  society  in  the  annual  amount 
of  45  cents  per  member  for  collecting  the 
assessments  of  the  Medical  Society  of  the 
State  of  New  York;  and  be  it  further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  American  Medical  Association  be  in- 
structed to  introduce  a resolution  in  the  House 
of  Delegates  of  the  American  Medical  As- 
sociation directing  the  trustees  of  the  Amer- 
ican Medical  Association  to  reimburse  each 
county  medical  society  in  the  State  of  New 
York  in  the  annual  amount  of  45  cents  per 
member. 

Referi’ed  to  Refei’ence  Committee  on  Reports 
of  Officers  B. 

Section  82  (see  169)  Resolution  63-45 

Dangers  of  Cigaret  Smoking 

Introduced  by  Bei'nard  J.  Pisani,  M.D.,  New 
York 

Whereas,  The  preponderance  of  the  evi- 
dence indicates  that  cigaret  smoking  is  impli- 
cated in  the  genesis  of  lung  cancer  and  prob- 
ably other  diseases  and  is  detrimental  to 
health  in  other  fields;  and 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  is  concerned  in  all  matters 
relating  to  the  public  health;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  advocating 
the  voluntary  giving  up  of  cigarets  by  those 
already  habituated;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
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State  of  New  York  recommend  that  physi- 
cians advise  regarding  the  dangers  of  heavy 
cigaret  smoking  in  then'  health  counseling  and 
community  educational  endeavors,  partic- 
ularly among  the  teen-age  gi’oup. 

Refen'ed  to  Reference  Committee  on  Scientific 
Activities  and  Pubhcations  A. 

Section  83  (see  126)  Resolution  63-46 

Elimination  of  Marriage  Limitation  for  War 
Memorial  Recipients 

Introduced  by  Noi'man  S.  Moore,  M.D.,  Past- 
President  and  Trustee 

Whereas,  The  House  of  Delegates  in  its 
wisdom  voted  for  a one-time  assessment  of  the 
member's  of  the  Medical  Society  of  the  State 
of  New  York  for  the  purpose  of  assisting  in  the 
education  of  the  children  of  deceased  members 
who  died  in  World  War  II  and  the  Korean 
War;  and 

Whereas,  The  House  directed  that  finan- 
cial assistance  for  education  cease  if  the 
recipient  became  married  and  denied  those 
who  apply  who  are  married  at  the  time  of 
application;  and 

Whereas,  The  custom  of  students  being 
married  has  become  common  practice  so  that 
many  college  students  are  now  married;  now 
therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates 
rescind  its  original  direction  to  the  trustees  of 
the  Medical  Society  of  the  State  of  New  York 
and  permit  them  to  assist  children  of  deceased 
members  who  died  in  World  War  II  and  the 
Korean  War  toward  educational  expenses  the 
same  as  if  they  were  not  married. 

Referred  to  Reference  Committee  on  Reports 
of  Ojficers  B. 

Section  84  (see  176)  Resolution  63-47 

Membership  in  International  Astronautical 
Federation 

Introduced  by  Constantine  D.  J.  Generates, 
Jr.,  M.D.,  Section  on  Space  Medicine 

Whereas,  Space  medicine  and  the  benefits 
derived  therefrom  have  reached  the  level  of 
every  physician  in  the  country;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York,  being  the  oldest  and  the 
leading  medical  society  in  the  Western  hemi- 
sphere, established  in  1960  a Section  on  Space 
Medicine;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  is  still  the  only  one  of  the 
50  states  in  the  union  to  have  recognized  the 
importance  of  space  medicine  and  its  impact 
on  the  physician  and  patient  alike;  and 

Whereas,  The  practice  of  medicine  as  an 
art  and  a science  throughout  the  world  de- 
pends to  a great  extent  on  the  refinements  of 
biomedical  instrumentation,  again  the  direct 
and  indirect  impact  of  man’s  evolutionary 
desire  to  explore  horizons  beyond  the  ter- 
restrial; and 


Whereas,  The  search,  research,  and  devel- 
opment of  a few  dedicated  medical  men  in  the  ( 
field,  ranging  from  the  innovation  of  the 
cardiac  pacemaker  to  the  open  horizons  of  the 
laser,  are  increasingly  benefiting  the  generalist 
and  the  specialist,  regardless  of  their  degree  of 
inertia  in  accepting  the  philosophy  of  man’s 
desire  to  explore  the  universe;  and 

Whereas,  The  International  Astronautical  j 
Federation,  composed  of  45  societies  from  36 
countries,  is  the  main  world  organization 
interested  in  the  affairs  of  man  in  space;  and 
Whereas,  The  Medical  Society  of  the 
State  of  New  York,  as  an  organized  state 
medical  body,  has  shown  uncontested  leader- 
ship and  pioneering  spirit  greater  than  any 
other  state  medical  society  in  the  United 
States,  including  the  American  Medical 
Association  (to  wit,  an  apology  by  the  A.M.A. 
to  Empire  State,  published  in  the  A.M.A. 
News,  July  24,  1961);  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  shall  continue  to  advance 
the  interests  of  its  members  and  permit  ' 
participation  of  any  of  its  22  sections  at  the 
international  level  by  applying  as  one  Society 
for  membership  in  the  International  Astro- 
nautical Federation,  thereby  permitting  and 
guiding  qualified  members  to  present  and 
share  their  much-needed  medical  knowledge  in 
this  new  and  all-important  field  of  man’s 
endeavors. 

Referred  to  Reference  Committee  on  Organi- 
zation and  Policies. 

Section  85  (see  176)  Resolution  63-48 

Liaison  Committee  with  National  Aeronautics  and  ] 
Space  Administration 

Introduced  by  Constantine  D.  J.  Generates, 

Jr.,  M.D.,  Section  on  Space  Medicine 


Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  accepted  and  en- 
couraged the  Section  on  Space  Medicine  as  a 
functioning  section  within  its  body;  and 

Whereas,  The  National  Aeronautics  and 
Space  Administration,  as  an  authorized  Fed- 
eral agency  in  a civilian  capacity,  has  an 
unusual  amount  of  appropriations  at  its 
disposal  for  financing  projects  under  its  juris- 
diction in  reference  to  space  exploration;  and 
Whereas,  The  State  of  New  York  is  the 
leading  scientific  cradle  in  the  United  States 
offering  a plethora  of  opportunities  in  teach- 
ing, institutions,  hospitals,  industry,  and  so 
forth;  and 

Whereas,  The  importance  of  applied  med- 
ical knowledge,  utilizing  physiology  and 
biology  in  space  medicine,  is  urgent;  and 
Whereas,  Space  medicine  is  becoming 
every  doctor’s  business  whether  or  not  he  is 
aware  of  it;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  appoint  a committee  that 
would  offer  free  guidance  and  help  in  a liaison 
capacity  between  New  York  State  aerospace 
enterprises  and  the  Space  Medicine  Depart- 
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ment  of  the  Office  of  Manned  Space  Flight 
of  the  National  Aeronautics  and  Space  Ad- 
ministration; such  a group  would  further  the 
dignity  of  the  individual  doctor,  the  integrity 
of  private  practice,  efficient  spending,  and 
the  minimizing  of  inadvertent  duplication  and 
triplication  of  scientific  research  within  the 
State  of  New  York. 

Referred  to  Reference  Committee  on  Organi- 
zation and  PoUcies. 

Section  86  {see  176)  Resolution  63-49 

Creation  of  a Section  on  Space  Medicine  in  the 
American  Medical  Association 

Introduced  by  Constantine  D.  J.  General es, 
Jr.,  M.D.,  Section  on  Space  Medicine 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  demonstrated  through 
the  establishment  of  its  Section  on  Space 
Medicine  that  it  has  acted  wisely  in  the  light 
of  national  and  international  space  develop- 
ments; and 

Whereas,  Space  medicine  represents  the 
best  forum  of  convergence  of  many  medical 
specialties  and  cross-disciplines  of  natural 
and  physical  sciences  so  helpful  and  necessary 
to  the  “Man  in  Space  Program”;  and 

Whereas,  Space  medicine  offers  unusual 
opportunities  and  attractions  to  potential 
candidates  interested  in  Hippocratic  medicine 
at  a time  when  youth  is  exposed  to  the  lucra- 
tive remunerations  of  industry  in  the  physical 
sciences  and  engineering,  thus  depleting  the 
numbers  of  practicing  physicians  in  ratio  to 
the  population  of  the  country;  and 

Whereas,  Academic  and  clinical  studies  of 
the  various  specialties  of  medicine,  which 
often  have  incidental  but  great  bearing  on 
basic  and  advanced  research  in  space  medi- 
cine, often  “get  lost”  or  “left  out”  during 
program  arrangements  of  the  scientific  sec- 
tions of  the  American  Medical  Association; 
and 

Whereas,  Every  state  in  the  union  is  in- 
volved in  varying  degrees  in  projects  sup- 
ported by  government  agencies  relative  to 
space  sciences  and  space  medicine  according 
to  commitments  ordered  by  executive  decree; 
and 

Whereas,  The  pursuit  of  space  medicine 
is  primarily  a civilian  interest  commanding 
the  attention  of  all  physicians  by  the  demon- 
strable innovations  of  micro-  and  teleinstru- 
mentation that  are  a direct  result  of  interest  in 
this  field  in  the  era  of  space  exploration;  and 

Whereas,  The  existing  sections  of  the 
American  Medical  Association  have  not  and 
cannot  adequately  and  properly  represent  the 
broad  multifaceted  views  of  individuals  or 
groups  interested  in  space  medicine  with 
examples  to  wit;  and 

Whereas,  Space  medicine,  being  best  de- 
fined as  the  art  and  the  science  of  the  care  of 
life  in  health  and  illness  beyond  the  earth, 
has  finally  become  of  age — it  is  just  a trifle 
over  three  hundred  years  old — and  deserves  a 
respectable  place  in  the  sun  in  the  solar  system 


of  the  mother  organization,  the  American 
Medical  Association;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York,  founded  in  1807,  being 
forty  years  the  senior  to  the  American  Medical 
Association,  being  the  oldest  organized  med- 
ical body  in  the  Western  hemisphere  and 
largest  in  number  of  paying  members  and 
most  progressive  in  spirit;  now  therefore  be  it 
hereby 

Resolved,  That,  through  its  duly  elected 
delegates,  the  Medical  Society  of  the  State  of 
New  York  present  on  the  floor  of  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation at  its  coming  113th  annual  convention 
in  Atlantic  City  a resolution  to  that  body  to 
establish  a Section  on  Space  Medicine,  under- 
lining the  overwhelming  advantages  such  an 
action  will  have  on  most  of  its  individual 
members,  state  medical  societies,  and  the 
American  Medical  Association  itself,  as  well 
as  on  our  country  as  a whole. 

Referred  to  Reference  Committee  on  Organi- 
zation and  Policies. 

Section  87  {see  211)  Resolution  63-50 

Study  of  State  Society  Legislative  Program 

Introduced  by  Cayuga  County  Medical  Society 

Whereas,  In  Article  I of  the  Constitution 
of  the  Medical  Society  of  the  State  of  New 
York  the  purposes  of  the  Society  are  stated 
as  follows:  . . . “to  advance  the  art  and  science 
of  medicine;  to  promote  the  betterment  of 
public  health;  and  to  enlighten  and  direct 
public  opinion  in  regard  to  the  problems  of 
medicine  and  health  for  the  best  interests  of 
the  people  of  the  State’  ’ ; and 

Whereas,  To  accomphsh  these  objectives 
in  our  present  society  which  is  characterized 
by  a constant  trend  toward  government 
regulation,  it  is  apparent  that  an  experienced, 
effective,  and  efficient  legislative  organization 
is  requh'ed  and  essential  to  prevent  further 
restrictions  on  the  practice  of  medicine;  and 
Whereas,  The  recun-ent  failm-es  of  the 
present  legislative  representation  of  the 
Medical  Society  of  the  State  of  New  Yoi'k  at 
the  State  level  raise  the  question  of  the  effec- 
tiveness and  efficiency  of  this  legislative  repre- 
sentation; and 

Whereas,  Many  individual  members  of  the 
New  York  State  Legislature  have  never  been 
contacted  by  our  legislative  representatives, 
and  many  committee  chairmen  are  often 
uninformed  on  the  policies  or  position  of  the 
State  Medical  Society,  even  to  the  point  that 
the  leadership  of  the  Society  is  often  mis- 
quoted or  deceived,  and  the  professional 
image  of  the  medical  profession  in  the  State  of 
New  York  is  reported  to  be  at  an  all-time  low 
in  the  State  Legislature;  and 

Whereas,  Other  state  medical  societies 
have  as  many  as  three  full-time  legislative 
representatives,  and  several  other  professional 
groups  in  New  York  have  full-time  representa- 
tion in  Albany;  now  therefore  be  it  hereby 
Resolved,  That  a comprehensive  study  of  the 
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State  legislative  program  of  the  Medical 
Society  of  the  State  of  New  York  be  made 
forthwith,  to  include  the  purpose  and  policies 
of  such  progi’am,  its  scope,  financing,  and 
staffing,  such  study  to  be  based  on  the  experi- 
ence of  other  state  medical  societies,  the 
American  Medical  Association,  and  othei 
pi’ofessional  groups;  and  be  it  fui’ther 

Resolved,  That  the  Council  be  directed  to 
appoint  an  Ad  Hoc  Committee  for  Legislative 
Study  for  this  purpose,  and  that  the  com- 
mittee be  empowered  to  retain  the  services  of 
an  impartial  expert  in  the  field  of  legislative 
representation  or  to  take  such  other  action 
as  it  may  deem  necessary  to  complete  this 
study;  and  be  it  further 

Resolved,  That  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  and  the  Ad 
Hoc  Committee  for  Legislative  Study  be 
dii'ected  to  present  to  the  1964  House  of 
Delegates  a new,  dynamic,  and  effective 
legislative  progi-am  for  the  Medical  Society 
of  the  State  of  New  York. 

Referred  to  Reference  Committee  on  Commis- 
sion on  Pubhc  and  Professional  Affairs. 

Section  88  (see  144)  Resolution  63-51 

Need  for  Analysis  of  Trussell  Report 

Introduced  by  Medical  Society  of  the  County  of 
Mom-oe 

Whereas,  The  report  entitled  “Prepay- 
ment for  Medical  and  Dental  Care  in  New 
York  State,”  the  Ti'ussell  Report,  contains 
inadequacies  and  inaccuracies;  and 

Whereas,  The  county  and  State  medical 
societies  have  been  singled  out  as  contributing 
to  alleged  poor  quafity  medical  care  in  this 
State;  and 

Whereas,  The  effect  of  some  of  the  recom- 
mendations contained  in  the  Trussell  Report 
wiU  mitigate  against  the  maintenance  and 
improvement  of  the  quality  of  medical  care, 
by  bringing  the  practice  of  medicine  in- 
creasingly under  the  control  of  nonmedical 
agencies;  and 

Whereas,  Many  of  the  recommendations 
relating  to  the  prepayment  of  medical  and 
dental  care  have  been  anticipated  and  are  in 
effect,  particularly  in  the  Monroe  County 
area;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  deal  vigorously  with  the 
Trussell  Report,  as  follows:  (1)  by  providing 
its  members  and  component  societies  with 
detailed  analysis  of  its  provisions  and  implica- 
tions and  (2)  by  moving  to  implement  those 
recommendations  which  are  in  the  interest  of 
good  medical  care,  recognizing  a continuing 
need  for  improvement  in  many  areas. 

Memorandum  to  Accompany  Resolution  63-51. 
In  conducting  its  study  of  the  recent  “Trussell 
Report,”  the  Legislation  Committee  of  the 
Medical  Society  of  the  County  of  Monroe  was 
impressed  by  the  paucity  of  detailed  information 
and  analyses  available  from  the  Medical  Society 


of  the  State  of  New  York.  Even  recognizing 
the  problem  of  time,  this  seemed  an  unfortunate 
and  notable  lack,  for  surely  there  has  been  fittle 
before  this  State  Society  of  such  far-reaching 
import  as  this  report,  the  recommendations  of 
which  would,  if  implemented,  fundamentally 
alter  the  patterns  of  medical  care  and  would 
change  permanently  the  direction  of  efforts  to 
make  quality  medical  care  available  to  all. 

An  active,  articulate  ad  hoc  committee  would 
seem  the  logical  mechanism  for  providing  the 
information  and  guidance  on  which  the  county 
societies  might  base  and  coordinate  their  actions. 

Refen'ed  to  Reference  Committee  on  Miscel- 
laneous Business. 

Section  89  (see  116)  Resolution  63-52 

Poll  of  Physicians  on  Social  Security 

Introduced  by  Medical  Societies  of  the  Counties 
of  Oneida,  Herkimer,  Madison,  and  Chenango 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  on  several  occasions 
acted  favorably  in  support  of  Social  Security 
for  physicians;  and 

Whereas,  The  American  Medical  Associa- 
tion has  on  several  occasions  voted  against 
Social  Security  for  physicians;  and 

Whereas,  It  would  be  desir  able  to  ascei-tain 
accurately  the  attitude  of  individual  member’s 
of  the  Medical  Society  of  the  State  of  New 
York  at  present  on  this  question;  now  there- 
fore be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  conduct  a poll  by  county 
societies  to  find  out  exactly  how  the  individual 
members  feel  about  this  matter;  and  be  it 
fm’ther 

Resolved,  That,  if  the  results  of  this  poll 
indicate  that  the  physicians  of  New  York 
State  desire  Social  Security  coverage,  the 
delegates  from  the  Medical  Society  of  the 
State  of  New  York  to  the  American  Medical 
Association  introduce  a resolution  to  this  end 
at  the  first  possible  meeting  of  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion. 

Referred  to  Reference  Committee  on  Commis- 
sion on  Medical  Services  A. 

Section  90  (see  42,  232)  Resolution  63-5 

(Substitute) 

Medical  Care  Programs  of  Labor  and/or  Manage- 
ment Groups 

Introduced  by  Medical  Society  of  the  County  of 
New  York 

Whereas,  The  Union  Family  Medical 
Fund  of  the  Hotel  Industry  of  New  York  City 
has  concluded  agreements  with  hospitals  for 
medical  cai’e  programs;  and 

Whereas,  These  agreements  have  been 
reached  without  appropriate  consultation  with 
the  medical  staffs  of  these  hospitals;  now 
therefore  be  it  hereby 
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Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  continue  to  work  with 
labor  and  other  groups  seeking  medical  care 
programs  and  to  offer  every  assistance  to 
these  groups  in  carrying  out  such  programs; 
and  be  it  fm-ther 

Resolved,  That  the  trustees  of  hospitals  be 
urged  to  consult  with  the  medical  staffs  of 
their  institutions  before  making  arrangements 
with  labor  or  management  groups  for  medical 
care  progi’ams. 

Referred  to  Reference  Committee  on  Commis- 
sion on  Medical  Services  B. 

Section  91  (see  119)  Resolution  63-53 

Protection  of  the  Individual  Physician  Employed 
by  a Purveyor  of  Medical  Services 

Introduced  by  Medical  Society  of  the  County  of 
New  York 

Whereas,  In  the  rapidly  changing  pattern 
of  medical  economics,  more  and  more  physi- 
cians are  becoming  employes  on  salary;  and 
Whereas,  They  may  be  employes  without 
tenure  and  often  at  the  mercy  of  unilateral 
decisions  made  by  their  employers;  and 

Whereas,  A similar  situation  existed  prior 
to  the  founding  of  the  trade  union  movement, 
which  now  provides  satisfactory  protection 
for  the  individual  union  worker;  and 

Whereas,  The  only  organization  that  can 
protect  the  employed  doctor  in  this  situation 
is  his  county  and/or  State  medical  society; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  encourage  local  county 
medical  societies  to  create  committees,  which 
might  be  called  Committee  for  Physicians 
Grievances,  thus  to  provide  the  mechanism 
that  an  individual  physician  can  utilize  to 
protect  his  interests  in  cases  where  he  feels  he 
is  unjustly  treated;  and  be  it  further 

Resolved,  That  such  committees  offer  their 
services  to  the  employers  of  medical  services 
so  that,  by  investigation,  advice,  and  counsel, 
they  can  implement  equity  and  justice  for 
physicians  in  the  economic  aspects  of  medi- 
cine. 

Referred  to  Reference  Committee  on  Commis- 
sion on  Medical  Services  A. 

Section  92  (see  140)  Resolution  63-54 

Restriction  of  Physician  Participation  in  Clinical 
Laboratory  Arrangements 

Introduced  by  Herbert  Lansky,  M.D.,  Section 
on  Medical-Legal  and  Workmen’s  Compensa- 
tion Matters 

Whereas,  The  American  Medical  Asso- 
ciation House  of  Delegates  has  repeatedly 
condemned  the  practice  of  members  of  the 
medical  profession  becoming  participating 
members  of  clinical  laboratories  under  ar- 
rangements designed  to  circumvent  the  pro- 
hibition against  the  receipt  of  compensation 
by  the  referring  physician  for  the  laboratory 


services  performed  by  the  clinical  laboratory; 
and 

Whereas,  Several  clinical  laboratories, 
some  operated  by  physicians  and  others  by 
lay  persons,  in  various  areas  of  New  York 
State  have  been  soliciting  physicians  to  become 
participating  physicians  of  said  clinical  labora- 
tories under  an  arrangement  whereby,  in 
consideration  of  a flat,  nominal  monthly 
payment  by  the  physician,  the  laboratory 
agrees  to  run  tests  and  submit  reports  on 
specimens  furnished  by  the  physician;  and 
Whereas,  The  said  clinical  laboratories 
and  the  practicing  physician  further  agree 
that  the  clinical  laboratory  will  not  bill  the 
patient  but  that  the  physician  referring  the 
work  is  free  to  bill  the  patient  for  the  lab- 
oratory services;  now  therefore  be  it  hereby 
Resolved,  That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
express  stern  disapproval  of  any  practice  by 
any  of  the  members  of  its  component  county 
medical  societies  of  becoming  participating  or 
subscribing  members  of  any  clinical  lab- 
oratory, whether  operated  by  physicians  or 
lay  persons,  which  offers  to  run  tests  and  make 
reports  on  specimens  furnished  by  the  physi- 
cian under  the  arrangement  set  forth  in  this 
resolution;  and  be  it  further 

Resolved,  That  any  member  violating  this 
resolution  be  subject  to  such  disciplinary 
action  as  is  deemed  advisable  by  the  county 
medical  society  in  which  such  physician  holds 
membership. 

Referred  to  Reference  Committee  on  Miscel- 
laneous Business. 

Section  93  (see  169)  Resolution  63-55 

Educational  Program  Against  Cigaret  Smoking 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  preponderance  of  the  evi- 
dence indicates  that  cigaret  smoking  is  a 
major  cause  of  lung  cancer  and  is  also  asso- 
ciated with  other  pulmonary  diseases  and 
cardiovascular  diseases;  and 

Whereas,  The  Medical  Society  of  the 
County  of  Monroe  is  concerned  in  all  matters 
relating  to  the  public  health;  now  therefore 
it  be  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  advocating 
the  voluntary  giving  up  of  cigaret  smoking 
by  those  already  habituated;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  an  appropriate 
committee,  initiate,  coordinate,  and  maintain 
educational  programs  designed  to  inform  those 
already  habituated  of  the  dangers  of  cigaret 
smoking  and  to  influence  young  people  not  to 
start  the  habit  of  smoking  cigarets. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 
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Section  94  {see  235)  Resolution  63-56 

Third  Party  Actions  in  Workmen’s  Compensation 

Introduced  by  Westchester  County  Medical 
Society 

Whereas,  In  some  Workmen’s  Compensa- 
tion claims  where  injury  has  been  incurred, 
the  employe  brings  legal  action  against  the 
third  party  in  order  to  recover  larger  re- 
imbursement than  the  established  allowances; 
and 

Whereas,  These  payments  frequently 
amount  to  many  thousands  of  dollars;  and 

Whereas,  Physicians  are  restricted  to  the 
minimum  fee  schedule  for  treatment  of  these 
claimants;  and 

Whereas,  Other  professional  representa- 
tives who  bring  these  actions  receive  their 
usual  percentage  of  the  settlement  or  award; 
and 

Whereas,  The  insurance  carrier  is  re- 
imbursed from  a settlement  or  award  for  a 
payment  for  medical  care;  now  therefore  be 
it  hereby 

Resolved,  That  in  the  treatment  of  Work- 
men’s Compensation  claimants  where  third 
party  actions  are  pending,  the  treating  physi- 
cian should  be  permitted  to  charge  “usual” 
rather  than  the  “minimum”  fees;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  institute  legislation  to 
clarify  and  amend  the  Workmen’s  Compensa- 
tion Law  in  order  to  effectuate  this  change. 

Referred  to  Reference  Committee  on  Commis- 
sion on  Medical  Services  B. 

Section  95  (see  173)  Resolution  63-57 

Opposition  to  Smoking  and  the  Advertising 
Technics  Employed 

Introduced  by  Westchester  County  Medical 
Society 

Whereas,  There  is  ample  statistical  evi- 
dence that  cigaret  smoking,  as  a habit,  is 
related  to  the  incidence  of  epidermoid  carci- 
noma of  the  lung,  emphysema  of  the  lung, 
and  cardiovascular  diseases;  and 

Whereas,  The  incidence  and  mortality  of 
these  diseases  are  increasing  rapidly;  and 

Whereas,  The  cigaret  manufacturers  in 
our  country  apparently  wish  to  make  life- 
long smokers  of  our  young  people,  by  adver- 
tising in  school  and  college  papers,  by  sponsor- 
ing broadcasts  of  sporting  events,  by  relating 
smoking  in  advertising  pictures  to  younger 
people  in  romantic  or  athletic  settings,  by 
relating  smoking  in  advertising  pictures  to 
people  in  vigorous  occupations;  now  there- 
fore be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  is  convinced  that  such 
advertising  is  irresponsible  and  not  in  the 
best  interests  of  the  health  of  our  people; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  convey  this  conviction 


and  belief  to  the  cigaret  manufacturers  and 
advertising  agencies. 

Referred  to  Reference  Committee  on  Scien- 
tific Activities  and  Publications  A. 

Section  96  (see  192)  Resolution  63-58 

Pharmaceutical  Advertising  in  Nonmedical 
Publications 

Introduced  by  Westchester  County  Medical 
Society 

Whereas,  Tear-out  pharmaceutical  ads 
have  appeared  in  the  doctor’s  issues  of  a lay 
magazine  with  instructions  that  the  doctor 
remove  the  ad  before  placing  the  magazine 
in  his  waiting  room;  and 

Whereas,  Such  a procedure  assumes  the 
doctor  will  serve  as  an  agent  of  the  publisher 
in  deleting  the  material  not  for  the  public; 
and 

Whereas,  the  expenditure  of  funds  for 
pharmaceutical  advertising  in  lay  publications 
doubtless  withdraws  financial  support  from 
medical  journals  which  serve  as  the  most 
important  medium  for  the  continuing  educa- 
tion of  the  doctor;  and 

Whereas,  Lay  pubhcations  do  not  exert 
controls  over  pharmaceutical  advertising 
comparable  to  those  of  the  medical  journals, 
and  standards  of  advertising  would  doubtless 
deteriorate;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  express  its  disapproval  of 
this  advertising  pohcy  to  pharmaceutical 
houses  using  this  medium. 

Referred  to  Reference  Committee  on  Scien- 
tific Activities  and  Publications  B. 

Section  97  (see  209)  Resolution  63-59 

Basic  Science  Examinations  for  Chiropractic 
Licensure 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  Licensure  of  chiropractic  in 
New  York  State,  as  set  forth  in  Chapters  780, 
781  of  the  Laws  of  1963,  prescribes  that 
examinations  in  the  basic  sciences  shall  be 
prepared  by  the  Board  of  Chiropractic 
Examiners;  and 

Whereas,  The  principles  of  anatomy, 
physiology,  biochemistry,  hygiene,  bacteriol- 
ogy, and  pathology  must  necessarily  be 
consistent  and  uniform  and  unaltered  by  the 
particular  discipline  to  which  an  examinee  may 
adhere;  and 

Whereas,  The  Governor  of  New  York 
State,  Nelson  A.  Rockefeller,  solicits  the  full 
cooperation  of  the  Medical  Society  of  the 
State  of  New  York  and  its  members  “in  the 
improvement  and  enforcement  of  the  laws 
that  are  essential  to  the  preservation  and 
betterment  of  public  health”;  and 

Whereas,  Requiring  chiropractors  to  pass 
the  same  examination  in  the  basic  sciences  as 
doctors  of  medicine  and  osteopaths  represents 
such  an  improvement  and  will  aid  in  the  en- 
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forcement  of  the  provisions  of  chiropractic 
licensure;  and 

Whereas,  Combined  basic  science  exami- 
nations will  offer  the  additional  advantages  of 
a reduction  in  administrative  complexity  and  a 
reduction  in  cost;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  Governor  and 
legislative  bodies  of  this  State  to  amend  Chap- 
ters 780,  781  of  the  Laws  of  1963,  to  provide 
that  chiropractors  shall  take  the  same  exami- 
nation in  the  basic  sciences  as  doctors  of  medi- 
cine and  osteopaths,  prepared  and  adminis- 
tered by  the  State  Education  Department. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  98  {see  103,  107,  110,  213) 

Announcements 

Speaker  Wurzbach:  As  I said  before,  we 

will  meet  again  tomorrow  at  9:30  a.m.,  and  I 


The  session  convened  at  9 : 45  a.m. 

Speaker  Wurzbach:  Mr.  Secretary,  is 

there  a quorum  present? 

Secretary  Willis:  Mr.  Speaker,  I recog- 

nize a quorum  in  the  room. 

Speaker  Wurzbach:  Thank  you,  Mr. 
Secretary. 

We  are  now  in  order  for  business.  Gentle- 
men, the  actual  business  of  the  morning  is  the 
reception  of  four  resolutions,  which  now  evens 
up  the  resolutions  and  the  year,  63-63.  I 
therefore  declare  these  four  resolutions  are  now 
part  of  the  work  of  the  convention. 

Are  there  any  other  resolutions? 

. . . There  was  no  response.  . . 

Speaker  Wurzbach:  If  any  more  are 
brought  in,  they  wiU  be  ofl&cially  accepted  in 
our  morning  session  tomorrow. 


Additional  Resolutions 

Section  99  Resolution  63-60 

Commendation  for  Medical  Assistants  Association 

Introduced  by  John  C.  McClintock,  M.D., 
Councillor 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  helped  to  organize  and 
has  sponsored  the  New  York  State  Associa- 
tion of  Medical  Assistants;  and 


hope  by  that  time  all  resolutions  will  be  in  or 
will  have  been  presented. 

Dr.  Burgin  said  it  would  be  very  desirable  if 
the  Speaker  could  limit  the  introduction.  Well, 
according  to  the  Constitution  and  Bylaws  he 
may  not  because  they  state  that  resolutions  may 
be  presented  up  to  the  last  meeting,  at  that  time 
only  by  unanimous  consent,  so  the  Speaker  may 
not  terminate  or  place  a time  limit  on  the  re- 
ception of  resolutions.  However,  I do  ask 
that  you  get  them  in  during  the  night  so  that 
we  may  declare  them  accepted  and  distributed 
as  of  tomorrow  morning. 

Please  attend  the  reference  committee  meet- 
ings this  afternoon  at  two  o’clock  or  as  close  to 
two  as  possible,  because  there  will  be  a consider- 
able amount  of  work  to  be  done. 

I therefore  declare  the  House  in  recess  until 
9:30  A.M. 

...Whereupon  at  1:03  p.m.  the  meeting 
recessed  . . . 


Tuesday  Morning  Session 


Whereas,  Members  of  this  Association 
have  sponsored  an  exhibit  out  of  which  they 
have  provided  messenger  service  and  other 
personnel  to  assist  in  the  mechanics  of  this 
meeting;  and 

Whereas,  The  president  of  the  Medical 
Society  of  the  State  of  New  York  appoints  an 
adviser  or  advisers  to  assist  and  guide  the 
Medical  Assistants  Association;  now  there- 
fore be  it  hereby 

Resolved,  That  this  House  of  Delegates 
commend  the  New  York  State  Association 
of  Medical  Assistants;  and  be  it  further 

Resolved,  That  this  House  of  Delegates 
thank  the  members  of  the  Medical  Assistants 
Association  for  their  help  during  this  meeting. 

John  C.  McClintock,  M.D.,  Councillor: 
Resolution  63-60  is  an  expression  of  thanks  to 
the  young  ladies  who  are  providing  a gi’eat  deal 
of  volunteer  assistance  during  this  meeting.  I 
move  its  adoption  by  acclamation. 

Thurman  B.  Givan,  M.D.,  Trustee:  I 

second  that. 

. . . There  being  no  objection,  the  motion  was 
carried  by  acclamation.  . . 

Section  100  {see  104)  Resolution  63-61 

Referral  of  Proposed  Change  in  Constitution  and 
Bylaws  to  a Reference  Committee 

Introduced  by  Charles  R.  Mathews,  M.D., 
Monroe,  and  Felix  Ottaviano,  M.D.,  Madison 


MAY  14,  1963 
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Whereas,  The  resolutions  requiring  changes 
in  the  Constitution  and  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York 
are  presented  to  the  House  of  Delegates  by 
the  Special  Committee  on  Constitution  and 
Bylaws,  acting  as  a committee  of  the  House; 
and 

Whereas,  This  procedure  provides  in- 
adequate opportunity  for  the  deliberate  con- 
sideration necessary  to  effect  reasonable, 
realistic  changes  in  the  Constitution  and 
Bylaws;  now  therefore  be  it  hereby 

Resolved,  That  proposed  changes  in  the  Con- 
stitution and  Bylaws  be  referred  to  a regularly 
appointed  reference  committee,  thus  provid- 
ing an  opportunity  for  testimony  by  members 
of  this  Society. 

Referred  to  Reference  Committee  on  Organi- 
zation and  Policies. 

Section  101  {see  120)  Resolution  63-62 

Extension  of  Standard  Blue  Cross  Contract  to 
Include  Costs  of  Psychiatric  Illnesses 

Introduced  by  First  District  Branch 

Whereas,  The  need  for  expansion  of  hospi- 
tal facilities  for  the  care  of  the  psychiatric 
patient  in  the  community  is  one  of  the  major 
concerns  of  physicians  today;  and 

Whereas,  Persons  in  New  York  State  have 
demonstr'ated  their  willingness  to  pay  for  the 
costs  of  hospitalization  by  means  of  prepaid 
third-party-payment  health  insm’ance;  and 
Whereas,  There  now  exists  in  the  com- 
munity a number  of  private  psychiatric 
hospitals  which  are  fully  accredited  by  the 
Joint  Commission  on  Accreditation  of  Hos- 
pitals and  licensed  by  the  New  York  State 
Department  of  Mental  Hygiene;  and 

Whereas,  Blue  Cross  now  includes  indemni- 
fication against  the  cost  of  hospitalization  at 
the  rate  of  $10  a day  for  thirty  days  for 
psychiatric  illness  for  patients  of  these 
private  psychiatric  hospitals  in  the  Blue 
Cross  extended  one  hundred  twenty-day  con- 
tract; and 

Whereas,  Indemnification  for  the  costs  of 
hospitalization  in  licensed  and  accredited  pri- 
vate psychiatric  hospitals  is  excluded  in  the 
terms  of  the  standard  twenty-one  day  con- 
tract of  Blue  Cross;  now  therefore  be  it  hereby 
Resolved,  That  the  Blue  Cross  respectfully 
be  urged  to  extend  their  standard  twenty-one 
day  contract  to  include  protection  against  the 
costs  of  psychiatric  illnesses  in  all  accredited 
and  licensed  psychiati'ic  hospitals  to  an  extent 
equal  to  that  which  is  paid  under  the  standard 
contract  to  psychiatric  patients  in  general 
hospitals. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  102  (see  193)  Resolution  63-63 

Arrangements  for  Alternate  Delegates 

Introduced  by  Onondaga  County  Medical  So- 
ciety 


Whereas,  Certain  county  medical  societies 
require  alternate  delegates  to  attend  annual 
meetings  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York; 
and 

Whereas,  The  Convention  Committee 
makes  no  provision  for  the  attendance  of  these 
alternate  delegates;  now  therefore  be  it 
hereby 

Resolved,  That  at  all  future  meetings  of  the 
House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York  appropriate  badges, 
all  informational  material,  and  appropriate 
seating  be  provided  for  those  alternate  dele- 
gates whose  county  societies  have  requested 
this  at  least  two  months  in  advance  of  such 
meeting. 

Referred  to  Reference  Committee  on  Scien- 
tific Activities  and  Publications  B. 

Section  103  (see  37,  98,  107,  109,  110,  213) 

Announcements 

Speaker  Wurzbach:  There  has  been  a gi’eat 

deal  of  discussion  in  the  last  few  days  concerning 
the  Special  Committee  on  Constitution  and 
Bylaws.  I appeared  before  the  reference  com- 
mittee yesterday,  and  I presented  a proposition 
which  they  thought  might  be  acceptable  to  the 
House.  I have  asked  that  the  Special  Com- 
mittee on  Constitution  and  Bylaws  meet  here 
at  three  o’clock  this  afternoon  for  informal  con- 
sideration of  the  amendment  resolutions  that 
have  been  presented.  So  far  there  are  only 
two,  one  from  New  York  County  and  one  from 
Queens,  and  I would  ask  that  the  representa- 
tives of  New  York  and  Queens  Counties  meet 
with  the  committee  so  that  the  committee  can 
have  their  ideas.  Therefore,  it  is  actually  a 
presentation  to  the  committee  well  ahead  of 
time,  one  year  ahead.  WiU  Queens  County  and 
New  York  County  please  do  that?  ^ 

Section  104  (see  100) 

Withdrawal  of  Resolution  63-61  ^ 

Charles  R.  Mathews,  M.D.,  Monroe:  In 
view  of  the  pronouncement,  I believe  the  intent 
of  resolution  63-61  is  accomplished  very  well, 
which  is  the  opportunity  for  members  of  this 
House  to  appear  and  testify  on  matters  con- 
cerning changes  in  the  Constitution  and  By-  , 
laws.  In  view  of  this.  Dr.  Ottaviano  and  I wish  ^ 
to  withdraw  resolution  63-61 . ' 

Speaker  Wurzbach:  There  is  no  objection,  | 

and  I thank  you  for  your  belief  that  I have 
helped  to  solve  this  problem. 

Section  105 

Attendance  at  Exhibits 

Speaker  Wurzbach:  Gentlemen,  I am 

going  to  call  on  Mr.  Charles  L.  Baldwin  to  talk 
to  you  concei’ning  the  exhibits  and  the  value  to 
the  Society  of  these  exhibitors  and  their  com- 
panies. 

Mr.  Charles  L.  Baldwin:  You  have  been 
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by  the  exhibits,  the  glittering  array  of  exhibits 
we  have  out  here.  I think  that  if  you  look  at 
these  exhibits  you  will  see  that  they  represent 
quite  a lot  of  effort,  time,  and  money  spent  on 
the  part  of  the  exhibitors.  They  also  represent 
a good  deal  of  income  to  the  Society. 

Our  attendance  for  the  first  day,  yesterday,  is 
up  from  last  year’s,  but  I would  like  to  ask  every 
member  of  the  House  of  Delegates  not  only  to 
support  these  exhibits,  but  to  go  back  to  his 
constituents  and  teU  them  what  we  have  here 
and  how  this  is  a part  of  the  Society’s  support. 

This  also  involves  another  problem,  and  that 
is  Journal  advertising.  If  we  have  a good 
attendance  and  a lot  of  interest  at  the  exhibits, 
it  is  going  to  help  us  in  building  up  our  ad- 
vertising again  to  the  point  where  we  can 
show  a profit  instead  of  a loss. 

We  are  going  to  run  a survey  in  the  Journal 
on  readership.  One  of  the  spokesmen  for  the 
pharmaceutical  industry  has  said,  “We  don’t 
use  state  journals  because  we  can’t  prove  they 
have  readership.’’  We  can  prove  we  have  reader- 
ship  in  the  New  York  State  Journal  of 
Medicine.  We  can  prove  that  scientifically 
it  is  one  of  the  top  journals  of  the  world  read 
by  the  men  who  have  office  hours.  We  ask 
your  cooperation  in  this  survey  when  it  appears 
in  the  Journal.  We  hope  you  will  go  back  to 
your  constituents  and  get  them  to  cooperate 
with  us  in  answering  the  questions.  We  think 
that  under  Dr.  Wheeler’s  and  Dr.  Fineberg’s 
leadership  and  with  the  good  editing  of  Dr. 
Hammond,  we  can  bring  this  Journal  back 
to  the  point  where  it  will  cost  you  less. 

Speaker  Wurzbach:  Thank  you,  Mr.  Bald- 

win. 

Section  106  (see  34,  121,  123,  174) 

Introduction  of  Guests 

Speaker  Wurzbach:  I am  now  going  to  ask 
Thurman  B.  Givan,  M.D.,  to  present  the  vice- 
president  of  the  Massachusetts  Medical  Society, 
Basil  E.  Barton,  M.D.  (Applause) 

Dr.  Barton:  Mr.  President,  Mr.  Speaker, 

I bring  you  the  greetings  and  the  felicitations 
of  the  Massachusetts  Medical  Society  and  an 
invitation  to  our  annual  meeting  next  week,  dur- 
ing which  there  is  to  be  a meeting  at  the  John 
Hancock  Insurance  Company  building,  and 
“Boston,  the  Medical  Center  of  the  World” 
is  the  subject.  (Laughter)  I think  I will  go 
and  see  after  this  meeting  whether  or  not  that 
is  true.  Thank  you  very  much.  (Applause) 

Speaker  Wurzbach:  Thank  you.  Dr.  Bar- 

ton. 

Section  107  (see  98,  103,  110,  213) 

Announcements 

Speaker  Wurzbach:  Now,  gentlemen,  I 

am  going  to  repeat  some  of  the  things  I said 
yesterday.  I am  going  to  repeat  them  in  each 
session  because  they  are  most  important. 

Next  year,  the  meeting  of  the  House  of  Dele- 


gates will  not  be  in  May,  so  don’t  plan  on  it. 
It  is  going  to  be  February  10  through  14  at 
another  hotel. 

I am  going  to  repeat  this  often  because  it  will 
be  necessary  for  you  to  go  back  to  your  counties 
and  impress  this  on  them.  We  must  have  the 
official  lists  of  delegates  of  the  counties  and 
district  branches  by  October  1.  If  these  are 
not  in  our  hands,  the  Vice-Speaker  and  myself 
wiU  not  be  able  to  put  men  from  your  county 
or  district  on  reference  committees.  We  must 
use  only  the  official  lists  which  we  must  have  by 
October  1. 

The  next  thing  is,  gentlemen,  that  the  Nom- 
inating Committee  will  not  meet  in  December 
but  will  meet  early  in  October.  If  your  county 
or  district  has  a recommendation  to  make  to  the 
Nominating  Committee,  please  have  those 
recommendations  at  headquartere  by  October 
1. 

Likewise,  the  committee  reports  must,  of 
necessity,  be  printed,  so  we  must  have  them  in 
the  hands  of  the  editorial  department  by  Octo- 
ber 1. 

Next  year  the  entire  program  is  moved  up 
three  months;  therefore,  when  you  return  to 
your  counties,  this  should  be  your  first  order  of 
business,  getting  these  necessary  things  ready 
so  that  the  House  can  function  properly. 

Gentlemen,  I went  to  all  of  the  reference 
committee  meetings  yesterday,  and  I was  very 
gratified  to  see  the  real  interest  displayed.  One 
committee  had  approximately  50,  the  com- 
mittee that  is  going  to  meet  in  this  room  again. 
Other  committees  all  had  good  representation, 
and  there  appeared  to  be  a very  good  discussion. 

May  I ask  that  anyone  who  has  anything  to 
present  to  a reference  committee  please  attend 
today.  We  can  expedite  the  work  of  this 
House  very  much  if  any  controversy  can  be 
adjusted  within  the  reference  committee  and 
does  not  have  to  come  on  the  floor  of  the 
House.  This  does  not  mean  that  the  Vice- 
Speaker  or  myself  will  in  any  way  limit  debate 
or  limit  anyone’s  right  to  speak  at  any  time,  but 
if  most  of  the  talking  can  be  done  in  the  refer- 
ence committees  and  the  reference  committees’ 
reports  can  show  the  thinking  of  all,  I think  it 
will  minimize  the  necessity  of  having  a great 
deal  of  discussion  in  the  House. 

There  is  a lot  of  work  to  be  done  tomorrow, 
gentlemen,  in  the  two  sessions.  We  have  ten 
reports  and  actually  61  resolutions  to  be  re- 
ported back,  and  let  me  tell  you  that  is  a lot  of 
work,  and  any  way  that  it  can  be  helped  will 
certainly  be  appreciated  by  the  Vice-Speaker 
and  myself. 

The  reference  committees  will  meet  im- 
mediately at  ten  o’clock.  It  gives  them  one 
minute,  and  the  reference  committees  will  again 
meet  this  afternoon  at  two  o’clock. 

Gentlemen,  I declare  a recess  until  nine 
o’clock  tomorrow  morning.  Thank  you. 

. . . Whereupon  at  10:01  a.m.,  the  meeting 
recessed  . . . 
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Wednesday  Morning  Session 
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The  session  convened  at  9:13  a.m. 

Speaker  Wurzbach:  Mr.  Secretary,  is  there 
a quorum  present? 

Secretary  Willis:  Mr.  Speaker,  I recognize 
a quorum  in  the  House. 

Speaker  Wurzbach:  The  session  is  now  in 
order. 

There  is  one  additional  resolution,  63-64, 
which  is  a change  in  the  Bylaws  and  which  is 
referred  to  the  Special  Committee  on  Con- 
stitution and  Bylaws. 

Section  108  Resolution  63-64 

Proportional  Representation  for  A.M. A.  Delegates 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
to  provide  that  the  delegates  to  the  American 
Medical  Association  be  elected  one  half 
from  the  State  Society  House  of  Delegates  and 
one  half  from  the  various  district  branches,  or 
combination  of  such,  as  proportional  repre- 
sentation would  allow,  as  follows: 

Amend  Chapter  HI,  Section  6,  of  the  By- 
laws, by  inserting  in  the  second  sentence, 
following  the  word  “Nominations,”  the 
words  “one  half  from  members  of  the  House 
of  Delegates  and  one  half  from  the  district 
branches,  in  proportion  to  the  membership 
thereof”  so  that  the  sentence  will  then  read: 
“Nominations,  one  half  from  members  of  the 
House  of  Delegates  and  one  half  from  the 
district  branches,  in  proportion  to  the  mem- 
bership thereof,  shall  be  made  for  not  less 
than  double  the  full  number  of  delegates  to 
be  elected”; 

and  in  the  next  portion  of  the  sentence,  by 
inserting  the  words  “one  half  to  be  elected 
from  those  nominated  from  the  House  of 
Delegates  and  one  half  to  be  elected  from 
those  nominated  from  the  district  branches” 
so  that  that  portion  of  the  sentence  will  then 
read,  “.  . . and  the  delegates  shall  be  de- 
clared elected  in  the  order  of  the  highest 
number  of  votes  cast  until  the  allotted 
number  shall  have  been  chosen,  one  half  to  be 
elected  from  those  nominated  from  the  House 
of  Delegates  and  one  half  to  be  elected  from 
those  nominated  from  the  district  branches”; 

and  in  the  next  portion  of  the  sentence  by 
inserting  the  same  words  so  that  that  portion 
will  then  read,  “.  . . a corresponding  number 
in  the  next  highest  order  of  votes  cast  shall 
be  declared  alternate  delegates,  one  half  to 
be  elected  from  those  nominated  from  the 
House  of  Delegates  and  one  half  to  be 
elected  from  those  nominated  from  the 
district  branches.” 

Referred  to  Special  Committee  on  Constitu- 
tion and  Bylaws. 


Section  109  (see  37,  103) 

Meeting  of  Special  House  Committee  on  Constitu- 
tion and  Bylaws 

Speaker  Wurzbach:  At  this  time  may  I say 
that  pursuant  to  the  recommendation  made 
yesterday,  and  accepted  by  the  House,  the 
Special  Committee  on  Constitution  and  Bylaws 
met  here  at  3:00  p.m.  yesterday  with  the 
representatives  of  Monroe  County  for  their 
resolution.  New  York  County,  and  Queens 
County.  This  is  to  obviate  the  statements 
previously  made  that  there  is  no  open  hearing  as 
it  was  thought  there  should  be.  I would 
recommend  that  this  same  procedure  be  followed 
in  subsequent  years,  so  that  the  districts  or 
counties  have  a chance  to  present  their  argu- 
ments directly  to  the  committee  at  the  time 
when  they  feel  most  knowledgeable  concerning 
their  representation. 

I wish  to  thank  the  members  of  the  House 
for  their  attendance  at  and  their  active  participa- 
tion in  the  activities  of  the  reference  committees. 
I made  the  round  of  all  of  the  committees 
yesterday,  and  in  no  room  was  there  any  lack 
of  attendance  or  lack  of  enthusiastic  response. 
Sometimes  there  was  not  entirely  unanimity, 
but  that  is  the  idea  of  the  reference  committees, 
and  from  what  I heard  of  the  discussions  I 
think  it  should  be  possible  that  there  will  not  be 
too  much  additional  discussion  on  the  floor  of 
the  House  when  these  committees  report.  I 
think  the  House  is  to  be  complimented  for 
having  taken  a really  active  part  in  these 
discussions,  and  the  idea  of  having  a Tuesday 
open  for  this  is  demonstrating  its  usefulness. 

Section  110  (see  98,  103,  107,  213) 

Announcements 

Speaker  Wurzbach:  At  this  time  I would 
like  to  call  upon  the  chairman  of  the  Dinner 
Dance  Committee. 

Samuel  Wagreich,  M.D.,  Bronx:  Thank 
you.  Mr.  Speaker  and  members  of  the  House, 
as  you  know,  the  highlight  of  this  convention 
is  the  dinner  dance  which  will  be  held  this 
evening.  We  are  not  going  to  have  any  speeches 
tonight.  We  do  promise  you  an  exciting  and 
interesting  and  relaxing  evening.  The  high- 
light of  the  evening  will  be  the  presentation  of 
the  President’s  Medal,  and  tonight  we  have  the 
additional  pleasure  and  honor  to  present 
citations,  as  you  have  heard  here  in  the  House, 
to  two  of  our  great  physicians,  Dr.  Holcomb  and 
Dr.  Dattelbaum.  We  must  have  your  reserva- 
tions for  this  evening  by  10:30  this  morning, 
because  of  pressure  from  the  hotel  so  that  they 
may  make  proper  arrangements  and  so  that 
we  may  arrange  our  seating  list. 

Speaker  Wurzbach:  Thank  you.  Dr. 

Wagreich. 

At  this  time  I wish  to  repeat  again  what  I 


80  New  York  State  Journal  of  Medicine  / Part  II — September  1,  1963 


A 


have  said  twice  before,  and  will  say  again,  that 
it  will  be  very  necessary  for  you  ladies  and 
gentlemen  to  bring  back  to  your  counties  the 
story  that  we  are  not  meeting  in  May  in  the 
year  1964.  The  House  will  be  meeting  Feb- 
ruary 10  through  13  at  another  hotel.  This 
means  that  the  list  of  your  delegates  must  be  in 
the  hands  of  the  Vice-Speaker  and  myself  by 
October  1,  or  you  may  have  no  representation 
on  reference  committees.  We  cannot  put 
anyone  on  who  we  do  not  know  is  an  official 
delegate. 

It  is  also  necessary  that  if  your  county  has 
any  representations  to  make  to  the  Nominating 
Committee  recommending  anyone  for  any 
position  in  the  Society,  these  representations 
likewise  must  be  in  the  hands  of  the  committee 
by  October  1. 

The  chairmen  of  committees  must  always 
have  their  reports  in  three  months  ahead,  so 
that  they  may  be  printed.  This  deadline  is 
October  1,  for  the  Nominating  Committee,  for 
reports,  and  for  the  list  of  official  delegates. 
Please  carry  this  back  to  your  county  societies 
and  start  immediate  action. 


Reference  Committee  on 
Commission  on  Medical  Services  A 

Section  111 

Report  of  Reference  Committee  on  Commission  on 
Medical  Services  A:  Economics 

Speaker  Wurzbach:  Now,  gentlemen,  we 

start  on  the  real  business  of  the  convention,  and 
I will  call  on  Albert  H.  Douglas,  M.D.,  to 
present  the  report  of  the  Reference  Committee 
on  Commission  on  Medical  Services  A. 

Albert  H.  Douglas,  M.D.,  Queens:  Your 
reference  committee  is  sympathetic  with  the 
difficulties  encountered  by  the  Economics 
Committee,  under  the  chairmanship  of  G. 
Rehmi  Denton,  M.D.,  in  their  efforts  to  com- 
plete a Relative  VEdue  Study  as  directed  by  the 
1962  House  of  Delegates.  Unfortunately,  only 
a few  of  the  county  medical  societies  cooperated 
up  to  the  time  of  the  report,  and  two  counties 
rejected  the  study.  More  than  two  years  have 
elapsed  since  this  study  was  initiated.  It  is 
recommended  that  the  data  accumulated  be 
forwarded  to  the  county  societies  for  their 
information  and  that  the  Economics  Committee 
continue  its  study. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Norman  C.  Lyster,  M.D.,  Chenango:  I 

second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Dr.  Douglas:  It  is  noted  that  the  committee 
has  considered  a letter  from  the  Superintendent 
of  Insurance  dealing  with  a Simplified  Insurance 
Form  and  that  a study  of  this  subject  under- 
taken by  the  Health  Insurance  Council  is  to  be 
presented. 


Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Samuel  Lieberman,  M.D.,  Bronx:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Dr.  Douglas:  It  is  noted,  also,  that  the 

Economics  Committee  communicated  with  the 
county  societies  and  district  branches  concerning 
possible  revision  of  their  Group  Disability 
Insurance  policies  to  provide  for  coverage  of 
physicians  who  transfer  from  one  county  to 
another  and  that  the  Medical  Society  of  the 
State  of  New  York  does  not  endorse  or  sponsor 
any  insurance  program. 

Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report. 

Keith  O.  Guthrie,  Jr.,  M.D.,  New  York: 
I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Dr.  Douglas:  Progress  reports  have  been 
presented  of  Hospital  Utilization  Studies  in  the 
Counties  of  Monroe  and  Nassau,  and  it  is 
recommended  that  these  be  approved. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Lawrence  Ames,  M.D.,  Section  Delegate: 
I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  weis  unanimously  carried.  . . 

Dr.  Douglas:  Postponement  of  considera- 
tion of  Public  Law  87-792,  Self-Employment 
IndividuEds  Tax  Retirement  Act  of  1962,  pend- 
ing direction  by  the  Council,  is  approved. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Carlton  E.  Wertz,  M.D.,  Past- President: 
I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Dr.  Douglas:  The  conscientious  service 

rendered  by  the  Economics  Committee  and  its 
chairman.  Dr.  Denton,  is  appreciated. 

Section  112 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Liaison  with  U.S.  Veterans 
Administration 

Dr.  Douglas:  The  Subcommittee  on  Liaison 
with  the  Veterans  Administration,  Herbert  H. 
Bauckus,  M.D.,  chairman,  required  no  meeting 
during  the  past  year.  Your  reference  com- 
mittee recommends  approval  of  its  report. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Alfred  L.  George,  M.D.,  Genesee:  I 

second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Section  113 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Public  Medical  Care 

Dr.  Douglas:  The  Public  MedicEd  Care 

Subcommittee,  under  the  chairmanship  of 
Marcelle  Bernard,  M.D.,  has  outlined  a series  of 
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objectives  “in  an  effort  to  improve  the  imple- 
mentation of  the  M.A.A.  Program  by  either 
changes  in  the  present  New  York  State  Metcalf- 
McCloskey  Bill  or  additional  legislation  looking 
toward  a more  realistic  approach  to  the  intent 
of  the  Federal  Kerr-Mills  Bill.”  These  ob- 
jectives have  been  approved  by  the  Council. 
It  is  noted  that  the  State  Department  of  Social 
Welfare  has  under  consideration  a revision  of 
Book  5,  including  physicians’  fees  paid  in  wel- 
fare cases.  The  functions  of  this  subcommittee 
have  been  summarized  in  considerable  detail. 
It  is  apparent  to  your  reference  committee  that 
the  subcommittee  has  functioned  conscientiously 
and  efficiently  in  an  effort  to  improve  the  medi- 
cal care  of  the  indigent. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Leslie  H.  Tisdall,  M.D.,  Kings:  I second 
the  motion. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Section  114 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Medical  Care  Insurance 

Dr.  Douglas:  Your  reference  committee 

wishes  to  commend  the  Medical  Care  Insurance 
Committee,  Melvin  S.  Martin,  M.D.,  chairman, 
for  their  careful  analysis  of  chapter  one  of  the 
controversial  “TrusseU  Report.”  It  is  noted 
that  the  committee  disagreed  with  recom- 
mendations in  this  report  that  would  transfer 
control  of  Blue  Shield  Plans  from  doctors  to 
public  representatives  and  that  would  enable 
the  Plans  to  limit  payment  to  those  whom  they 
considered  qualified  and  only  for  work  done  in 
accredited  hospitals.  It  is  noted,  also,  that 
the  committee  gave  approval  to  seven  Blue 
Shield  Plans  for  the  year  1962. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Dr.  Lyster:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Dr.  Douglas:  The  reference  committee 

considered  the  report  of  the  Bureau  of  Medical 
Care  Insurance,  including  the  activities  of  its 
director,  Mr.  George  P.  Farrell,  and  the  progress 
report  on  the  New  York  State  Blue  Shield 
Plans.  It  is  recommended  that  these  be 
approved. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Samuel  Leo,  M.D.,  Bronx:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried. . . 

Section  115 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Medicare  (Armed  Serv- 
ices Dependents) 

Dr.  Douglas:  The  Medicare  Program  re- 
port indicates  that  14,900  claims  were  processed 
during  1962.  About  35  per  cent  of  the  claims 


had  to  be  returned  for  additional  information. 
It  is  the  recommendation  of  this  reference  com- 
mittee that  this  be  publicized  to  the  member- 
ship and  that  they  be  urged  to  complete  the 
forms  carefuUy.  The  Physicians  Review  Com- 
mittee, G.  Rehmi  Denton,  M.D.,  chairman, 
considered  about  150  claims.  Your  reference 
committee  endorses  the  commendation  of  Mr. 
George  P.  Farrell  and  approves  this  report. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Samuel  Wagreich,  M.D.,  Bronx:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Section  116  {see  40,  89) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Social  Security  Coverage 
for  Physicians  and  Poll  of  Physicians  on  Social 
Security 

Dr.  Douglas:  In  considering  resolutions 

63-3  and  63-52,  both  of  which  are  concerned 
with  a poll  for  Social  Security  coverage  for 
physicians,  it  is  the  recommendation  of  your 
reference  committee  that  this  method  of  deter- 
mining the  attitude  of  the  membership  is 
desirable.  The  type  of  poll — that  is,  whether  it 
be  State-wide  first  as  recommended  by  the 
Medical  Societies  of  the  Counties  of  Oneida, 
Herkimer,  Madison,  and  Chenango,  or  on  a 
national  level  as  recommended  by  the  Medical 
Society  of  the  County  of  New  York — was 
discussed  by  the  committee.  It  is  the  recom- 
mendation of  the  reference  committee  that 
resolution  63-3  be  approved,  which  is  at  the 
national  level. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Samuel  Z.  Freedman,  M.D.,  Assistant 
7 reasurer:  I second  it. 

Speaker  Wurzbach:  Is  there  any  discussion? 

Charles  R.  Mathews,  M.D.,  Monroe: 
Mr.  Speaker,  in  order  that  there  may  be 
clarification  of  this,  both  here  in  the  State 
Society  and  on  the  national  level,  I move  an 
amendment  to  this  to  include  in  the  first 
“resolved”  as  the  concluding  phrase  “through 
the  compulsory  Social  Security  tax  mechanism 
imposed  on  all  physicians.”  I repeat,  “through 
the  compulsory  Social  Security  tax  mechanism 
imposed  on  all  physicians.”  This  would  be  an 
additional  phrase  in  the  first  “resolved.” 
This  is  well  understood  by  this  House.  How- 
ever, for  clarification  at  the  national  level,  I 
believe  that  phrase  would  make  it  perfectly 
clear  what  the  implications  of  this  poll  are. 

Harold  J.  Dunlap,  M.D.,  Westchester: 
I second  it. 

Speaker  Wurzbach:  Now  we  are  on  the 

discussion  of  this  amendment  as  presented  by 
Dr.  Mathews.  Is  there  any  further  discussion? 

. . . There  being  no  discussion,  the  amend- 
ment was  put  to  a vote  and  was  lost.  . . 

Speaker  Wurzbach:  The  amendment  is  lost, 
and  we  are  now  returning  to  the  original  recom- 
mendation of  the  reference  committee. 

Felix  Ottaviano,  M.D.,  Madison:  Point  of 
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information,  we  should  like  to  know,  those  of  us 
from  the  four  counties  that  presented  the  resolu- 
tion concerning  New  York,  the  New  York  poll, 
as  to  the  reasons  why  New  York  is  not  to  be 
polled.  We  feel  rather  strongly  about  it 
because  we  feel  you  don’t  have  a clear-cut  deci- 
i sion  in  the  House  according  to  which  we  have 
previously  mandated  our  delegates  to  the  A.M.A. 
1 1 think  we  should  have  a clear-cut  decision,  and 
I we  would  like  to  know  what  the  reasons  were  as 
to  why  the  committee  that  considered  it  turned 
! this  down. 

j Dr.  Douglas:  The  reasons  were  threefold: 

' (1)  Your  reference  committee  felt  that  this  was 
^ a national  problem;  (2)  the  committee  recog- 
nized the  fact  that  for  many  years  the  Medical 
Society  of  the  State  of  New  York  has  gone  on 
record  as  favoring  Social  Security  for  physicians, 
and  a poll  on  a State-wide  level  had  been 
achieved;  and  (3)  we  were  concerned  about  the 
time  factor,  feeling  that  this  might  be  almost 
an  endless  thing  if  State-wide  polls  were  held 
and  then  submitted  on  a national  level,  and  so 
on,  ad  infinitum.  For  these  three  reasons  we 
recommended  approval  of  resolution  63-3. 

Irving  L.  Ershler,  M.D.,  Onondaga:  In 
this  House  on  many  previous  occasions  the 
House  has  expressed  its  approval  of  Social 
I Security  for  physicians,  and  also  on  many 
occasions  our  delegates  to  the  A.M.A.  have 
asked  us  please  not  to  give  them  instructions 
to  bring  this  in  and  that  they  be  allowed 
to  bring  this  in  at  their  discretion.  It  strikes  me 
we  are  doing  nothing  more  than  impeding  our 
delegates  in  the  A.M.A.  by  mandating  them 
every  year  to  bring  this  in. 

Speaker  Wurzbach:  Is  there  any  further 
discussion? 

John  F.  Kelley,  M.D.,  Vice-President: 
We  feel  in  our  delegation  from  Oneida  that  if  we 
find  out  whether  New  York  State  wants  Social 
I Security,  that  would  be  the  most  important 
thing.  We  should  not  ask  for  a national  poll 
until  we  find  out  whether  New  York  really 
wants  it  first.  New  York  may  not  want  it. 

There  has  been  a lot  of  talk  concerning  a 
poll.  The  one  poll  we  had  was  an  ambiguous 
poll.  There  were  so  many  questions  involved 
you  had  to  get  a lawyer  to  figure  it  out,  so  it 
never  did  prove  anything. 


Speaker  Wurzbach:  Is  there  any  further 
discussion?  If  not,  then  we  will  vote  on  the 
recommendation  of  the  committee  which  is  the 
approval  of  resolution  63-3. 

. . . The  question  was  called  and  was  put  to 
a viva  voce  vote;  since  there  was  doubt  as  to 
the  outcome,  it  was  put  to  a standing  vote,  and 
with  113  voting  in  favor  it  was  declared 
carried.  . . 


Dr.  Douglas:  On  resolution  63-52,  your 

reference  committee  recommends  that  no  action 
be  taken. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Dr.  Leo:  I second  the  motion. 

Speaker  Wurzbach:  This  is  the  question  we 
just  discussed.  Gentlemen,  is  there  any  further 
discussion? 


. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  carried.  . . 

Section  117  {see  71) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Revision  of  Fee  Schedule 
for  Welfare  Patients 

Dr.  Douglas:  In  regard  to  resolution  63-34, 
your  reference  committee  recommends  that  in 
the  second  “whereas”  in  the  last  line,  the  word 
“living”  be  substituted  for  the  word  “medicine,” 
and  in  the  third  “whereas,”  the  words  “going 
about  it  in  the  wrong  way  and  that”  be  deleted, 
and  the  “resolved”  be  amended  to  read  as 
follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  its  appropriate 
officers  and  committees,  and  in  cooperation 
with  the  New  York  State  Department  of 
Social  Welfare,  continue  to  work  to  revise 
upwards  the  State’s  reimbursable  formula 
for  welfare  patients  at  this  time. 

Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  this  report. 

Speaker  W urzbach  : Is  it  seconded? 

Dr.  Wagreich:  Yes,  I will  second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried. . . 

Section  118  {see  75) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Clarification  of  Fees 
Charged  for  Services 

Dr.  Douglas:  Your  reference  committee 

believes  that  the  subject  matter  has  been 
covered  in  resolution  63-34  with  regard  to  the 
revision  of  fees  under  public  welfare,  and  since 
the  matter  of  workmen’s  compensation  has  been 
referred  to  another  committee,  it  is  the  recom- 
mendation of  this  committee  that  no  action 
be  taken  on  resolution  63-38. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Dr.  Lieberman:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  carried.  . . 

Section  119  {see  91) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Protection  of  the  Individ- 
ual Physician  Employed  by  a Purveyor  of  Medi- 
cal Services — Resolution  63-53 

Dr.  Douglas:  Your  reference  committee 

recommends  that  the  word  “often”  in  the 
second  “whereas”  be  deleted;  that  the  second 
and  third  “whereases”  be  deleted,  and  the  two 
“resolved’s”  be  incorporated  into  one  to  read  as 
follows: 

Resolved,  That  this  matter  be  referred  to 
the  Economics  Committee  in  order  that  it 
might  study  contractual  relationships  be- 
tween physicians  and  employers  and  make 
suitable  recommendations  concerning  them. 
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Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Dr.  Guthrie:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Section  120  {see  101) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Extension  of  Standard 
Blue  Cross  Contract  to  Cover  Costs  of  Psychiatric 
Illnesses  in  All  Licensed  and  Approved  Private 
Institutions 

Dr.  Douglas:  In  reference  to  resolution 

63-62,  your  reference  committee  recommends 
a revised  resolution  as  foUows: 

Extension  of  Standard  Blue  Cross  Contract  to 
Cover  Costs  of  Psychiatric  Illnesses  in  All  Licensed 
and  Approved  Private  Institutions 

Whereas,  The  need  for  expansion  of 
hospital  facilities  for  the  care  of  psychiatric 
patients  in  the  community  is  one  of  the  major 
concerns  of  physicians  today;  and 

Whereas,  General  hospitals  provide  only 
a fraction  of  available  private  psychiatric 
beds;  and 

Whereas,  There  exists  in  the  community 
a number  of  private  psychiatric  hospitals 
which  are  fuUy  accredited  by  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  and 
licensed  by  the  New  York  State  Department 
of  Mental  Hygiene;  and 

Whereas,  Certain  Blue  Cross  Plans  now 
include  benefits  against  the  cost  of  hospitaliza- 
tion for  psychiatric  illness;  and 

Whereas,  Benefits  for  the  costs  of  hospital- 
ization are  provided  only  in  psychiatric 
divisions  in  general  hospitals  in  the  terms  of 
the  standard  Blue  Cross  contract;  and 
Whereas,  Certain  of  the  Blue  Cross 
contracts  distinguish  between  psychiatric 
care  in  psychiatric  divisions  of  certain 
general  hospitals  and  in  private  psychiatric 
hospitals;  now  therefore  be  it  hereby 

Resolved,  That  Blue  Cross  Plans  be  re- 
quested to  give  consideration  to  the  possibil- 
ity of  extension  of  coverage  under  its  standard 
contract  to  include  protection  against  the 
costs  for  psychiatric  illnesses  in  all  accredited 
and  licensed  private  psychiatric  hospitals  as 
provided  for  in  psychiatric  divisions  of  the 
general  hospitals. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

David  Kershner,  M.D.,  Kings:  I second  it. 
Speaker  Wurzbach:  Is  there  any  discussion? 
Dr.  Wagreich:  What  is  the  recommenda- 
tion of  the  chairman  in  regard  to  this  “resolved”? 
Does  he  recommend  approval? 

Speaker  Wurzbach:  The  reference  com- 

mittee recommends  approval  of  a revised  resolu- 
tion which  the  chairman  has  just  read,  which 
takes  the  place  of  the  resolution  you  have  in 
your  file,  63-62.  Is  there  any  further  discussion? 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried. . . 

Dr.  Douglas:  Your  chairman  would  like  to 


thank  the  members  of  his  reference  committee 
for  their  help  and  cooperation  and  Mrs.  Pat 
Salter  for  her  very  excellent  secretarial  aid. 

I move  the  adoption  of  this  report  as  a whole. 

Dr.  George:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously 
carried.  . . 

Speaker  Wurzbach:  I thank  the  chairman 
and  his  committee  for  the  work  they  have  done. 
{A  pplause) 


Additional  Guests 

Section  121  {see  34,  106,  123,  174) 

Introduction  of  Guests 

Speaker  Wurzbach:  I wUl  now  ask  John  C. 
McClintock,  M.D.,  to  present  at  the  dais  the 
visitor  from  the  Commonwealth  of  Pennsylvania, 
the  president  of  the  Pennsylvania  Medical 
Society,  W.  Benson  Harer,  M.D.  {Applause) 

Dr.  Harer:  Mr.  Speaker,  President  Lane, 
and  members  of  the  House  of  Delegates,  it  is  a 
real  privilege  for  me  to  be  here  to  bring  greetings 
to  you  from  the  Pennsylvania  Medical  Society 
and  best  wishes  for  a most  successful  meeting. 

I have  found  already  that  we  in  Pennsylvania 
are  wrestling  with  the  same  problems  that  you 
have  here  in  New  York,  problems  dealing  with 
economics,  politics,  legislation,  also  problems 
with  unions,  osteopaths,  optometrists,  chiro- 
practors, and  others. 

I am  going  to  watch  with  very  close  interest 
your  attempts  to  solve  these  problems  so  that 
I can  go  back  to  Pennsylvania  and  teU  our 
House,  when  we  meet  in  October,  just  what  you 
are  doing  here. 

In  the  meantime  if  I can  bring  any  informa- 
tion to  any  of  you  concerning  what  we  have  done 
in  Pennsylvania,  I will  be  only  too  happy  to  do 
it. 

Right  now,  I would  like  to  say  that  we  kicked 
off  Operation  Hometown  in  Pennsylvania 
through  a one-day  legislative  conference  in 
Hershey  on  April  28.  We  are  going  to  have 
that  moving  in  high  gear  in  a very  short  time. 

AMPAC  in  Pennsylvania  is  moving  along, 
but  a little  more  slowly  than  we  had  hoped  for; 
however,  it  is  progressing.  Incidentally,  we 
have  something  available  that  might  be  of  real 
value  to  you.  I wlU  be  glad  to  talk  to  you  more 
privately  about  that  later  on  if  you  wish. 

It  is  a real  privilege  for  me  to  be  here  with 
you.  Thank  you  very,  very  much  for  the 
privilege.  {Applause) 

Speaker  Wurzbach:  Gentlemen,  we  also 

will  have  the  pleasure  of  going  to  another  state, 
and  I would  ask  Dr.  Freedman  to  present  the 
ofiicial  delegate  of  the  Maine  Medical  Associa- 
tion, Asa  C.  Adams,  M.D. 

Samuel  Z.  Freedman,  M.D.,  Assistant 
Treasurer:  Mr.  Speaker,  Mr.  Vice-Speaker, 

officers,  and  members  of  the  House,  it  is  with  a 
great  deal  of  pleasure  that  I will  present  to  you 
the  delegate  from  Maine,  which  is  my  mutual 
state  now.  I have  always  received  the  most 
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satisfactory  reception  there.  I have  learned  to 
understand  it  as  a part  of  the  country  with 
which  I was  not  acquainted  before.  I think 
they  have  learned  something  through  me  about 
this  organization.  I present  to  you  Asa  C. 
Adams,  M.D.,  who  is  also  the  delegate  from 
Maine  to  the  American  Medical  Association. 
{A  pplause) 

Dr.  Adams:  Mr.  Speaker  and  members  of  the 
Medical  Society  of  the  State  of  New  York,  I 
bring  you  the  greetings  of  the  Maine  Medical 
Society,  a society  which  has  its  headquarters 
in  the  snowbound  state  of  Maine.  As  you 
know,  we  had  one  of  the  hardest  winters  that 
most  of  us  have  ever  known  in  the  state  of 
Maine,  and  we  are  finally  getting  out.  It  is 
nice  to  get  down  into  New  York  and  to  see  the 
faces  of  so  many  of  our  friends. 

Our  annual  meeting  comes  in  June  in  Rock- 
land, and  we  hope  to  see  as  many  of  you  as 
possible  at  that  meeting. 

I again  bring  the  greetings  of  the  state  of 
! Maine.  I have  enjoyed  your  hospitality  very 
I much.  {Applause) 

i 

' Section  122  {see  32) 

Citation 

Speaker  Wurzbach:  Is  Robert  J.  CoUins, 
M.D.,  in  the  House?  Will  he  please  come 
forward? 

Dr.  Collins  was  left  out  yesterday.  By 
error,  his  name  was  left  out  on  the  presidential 
citations  so  the  President  will  now  deliver  the 
citation  to  Dr.  Collins. 

President  Lane:  Mr.  Speaker  and  members 
of  the  House,  Dr.  Collins  says  it  is  not  necessary 
for  me  to  read  this  citation,  but  I think  I 
would  be  remiss  not  to  give  him  the  full  honor 
that  is  due  to  him  by  leaving  out  any  part  of 
this  little  ceremony. 

It  is  my  privilege  to  present  to  Robert  J. 
Collins,  M.D.,  on  behalf  of  the  Medical  Society 
of  the  State  of  New  York,  this  presidential 
citation.  Your  example,  both  in  professional 
life  and  as  a civic  leader,  has  prompted  your 
colleagues  to  nominate  you  for  this  honor. 
The  immediate  presentees  are  proud  to  count 
you  among  their  members.  My  sincere  wishes 
and  congratulations  to  you  and  your  family. 

The  citation  reads: 

Medical  Society  of  the  State  of  New  York 
presents  this  citation  to  Robert  J.  Collins, 
M.D.  This  citation  is  hereby  presented  in 
recognition  and  grateful  appreciation  for 
distinguished  community  service. 

May  15,  1963  Joseph  A.  Lane,  M.D., 

President 

Congratulations,  Dr.  Collins.  {Applause) 

Section  123  {see  34,  106,  121,  174) 

Introduction  of  Guests 

Speaker  Wurzbach:  It  now  is  our  pleasure 
to  greet  the  president  of  the  Rhode  Island 


Medical  Society  under  the  escort  of  Dr.  Wertz. 
{Applause) 

Carlton  E.  Wertz,  M.D.,  Past- President: 

I present  Arthur  E.  Hardy,  M.D. 

Dr.  Hardy:  It  is  a great  pleasure  for  me 
to  be  here.  This  is  the  fourth  year  now  that 
New  York  has  invited  Rhode  Island,  and  we 
feel  like  a mite  among  giants,  but  it  is  a graduate 
course  for  us  because,  as  Dr.  Harer  said,  you 
have  the  same  problems  that  we  do. 

I just  want  to  brag  a little  bit.  This  year  in 
Rhode  Island  we  have  improved  the  image  of 
the  doctor  by  conducting  a polio  campaign  on  a 
state-wide  basis.  By  March  3 we  had  in- 
oculated 80  per  cent  of  the  population  in  one 
day  in  type  I;  by  April  21,  95  per  cent.  This 
has  been  done  only  with  the  support  of  the 
radio,  television,  and  press,  who  are  really 
backing  us  on  this,  and  it  really  helped  our 
image.  {Applause) 

Speaker  Wurzbach:  It  is  our  further 

pleasure  to  greet  one  of  our  very  close  neighbors, 
and  I will  ask  Leo  Gibson,  M.D.,  to  escort  to 
the  rostrum  the  president  of  the  Connecticut 
Medical  Society,  Morris  P.  Pitock,  M.D. 
{Applause) 

Dr.  Pitock:  Mr.  Speaker,  President  Lane, 
and  members  of  the  House  of  Delegates,  this  is 
my  first  visit  to  you.  I am  honored  to  be  your 
guest  representing  the  state  of  Connecticut. 
I am  very  grateful  for  the  most  superior  host 
and  hostess  which  you  have  delegated  to  my 
wife  and  me  and  am  perhaps  following  his 
suggestion  as  a part  of  last  evening’s  conversa- 
tion. This  is  early  in  my  tenure  as  president 
of  the  Connecticut  State  Medical  Society,  and 
I have  projected  for  myself  the  duty  of  re- 
appraisal and  a kind  of  reorientation  of  our 
attitudes. 

Last  evening,  we  discussed  the  public  image 
of  the  doctor,  and  some  of  the  things  that  we 
discussed  seemed  to  appeal  to  my  host,  and  he 
suggested  that  I repeat  them  for  you.  Person- 
ally, I am  very  tired  of  being  the  target  for 
pressure  groups,  for  politicians,  for  labor. 
I think  it  is  a most  undeserved  tribute.  I 
think  our  profession  has  been  the  victim  of  the 
nibble  technic,  in  which  little  by  little  we  have 
relegated  to  others  duties  that  were  primarily 
ours,  and  I think  it  is  high  time  we  stopped  run- 
ning scared  and  kicked  back. 

One  of  my  duties,  or  one  of  my  chores  I 
should  say,  as  president  is  to  write  a president’s 
page  for  our  journal,  and  with  the  approval  of 
Dr.  Gibson  I would  like  to  read  you  what  will 
appear  in  the  June  issue  as  an  example  of  what 
I mean  when  I say  I would  like  to  reorient  the 
attitude  of  our  medical  organizations.  This  is 
entitled: 

The  Doctor  and  His  Pxiblic  Image 

How  often  have  you  heard  that  the  public  image 
of  the  doctor  has  never  been  lower!  Like  so  many 
of  us,  I’ve  often  viewed  the  doctor’s  public  image  with 
a certain  amount  of  unease  and,  when  the  occasional 
indiscretion  of  a colleague  hits  the  public  press,  feel 
almost  as  badly  as  if  it  involved  me  personally. 
Indeed,  unpleasant  notoriety  which  concerns  a 
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physician  does  involve  all  of  us.  So  it  is  refreshing, 
occasionally,  to  encounter  another  point  of  view. 

It  was  at  the  annual  meeting,  you  may  recall,  the 
bronze  plaque  awards  which  it  was  my  pleasant  duty 
to  confer  on  David  A.  Gibson,  of  the  Hartford  Times, 
Thomas  F.  Walsh,  of  the  Hartford  Courant,  and 
Charles  J.  McGill,  of  the  Bridgeport  Post,  Telegram 
and  Sunday  Post.  I found  the  three  gentlemen  of  the 
press  at  one  of  the  tables  and  joined  them  for  a short 
while  during  lunch.  Inevitably,  the  conversation 
turned  on  medicine,  medical  costs,  the  public  image 
of  the  doctor,  and  so  on. 

I asked  the  gentlemen  whether  they  had  any  ideas 
on  why  the  public  image  of  doctors  was  so  poor, 
what,  if  anything,  could  be  done  to  improve  it.  I 
was  a little  surprised  when  Mr.  McGill  spoke  up,  “I 
think  you’re  wrong,  doctor.  The  public  image  of 
the  doctor  is  better  today  than  it  has  ever  been.” 

This  rather  blunt  statement  surprised  me  a little, 
and  Mr.  McGill  went  on  to  say,  “The  general  public 
loves  their  doctor;  they  trust  him,  and  they  respect 
him.  Things  are  much  different  from  what  they 
were  thirty  years  ago.  You  doctors  are  much  busier 
today  than  you  have  ever  been.  One  of  the  reasons 
is  that  the  economic  welfare  of  the  public  is  on  such  a 
high  level  that  they  come  to  you  for  things  which  in 
times  past  they  would  have  treated  at  home.  Not 
only  do  they  come  to  you  with  less  important  ail- 
ments than  they  did  in  days  gone  by,  but  they  come 
oftener  in  a year’s  time  than  they  used  to.  And 
finally,  they  come  to  you  because  they  trust  you. 
When  a patient  comes  to  you  today,  he  is  sure  that 
you  can  either  help  him  in  a current  ailment,  prevent 
diseases  he  might  contract  for  which  you  have  a pre- 
ventive, or  improve  his  life  expectancy.” 

I was  impressed.  Naturally  I wanted  to  hear 
more.  “Why  is  it,”  I asked,  “that  whenever  the 
subject  of  the  cost  of  medical  care  is  discussed  in  the 
press,  the  impression  is  given  that  this  is  largely  the 
cost  of  doctor  bills?” 

Once  again,  the  genial  gentleman  of  the  press  dis- 
agreed with  me.  “I  think  you’re  wrong  again. 
Doctor.  The  public  does  not  think  your  fees  are 
too  high.  They  think  hospital  costs  are  high,  the 
cost  of  drugs  high,  but  they  also  know  that  the  co.st 
of  all  goods  and  services  are  high.  So  they  consider 
the  cost  of  medical  care  pretty  much  on  a level  with 
other  costs.  I think  you  doctors  are  a little  sensitive 
on  the  subject.” 

Perhaps  he  is  right.  Perhaps  the  constant  bom- 
bardment by  political  pressure  groups  has  made  us 
a little  gun  shy.  But  whatever  the  pressures — and 
they  are  sure  to  continue — it  does  no  harm  to  re- 
appraise our  situation,  to  gain  new  perspectives. 

I don’t  know  how  well  this  fits  in  with  your 
current  meeting.  I know  back  home  we  have 
problems  similar  to  yours,  so  that  you  do  not 
encounter  them  alone,  because  fundamentally 
we  are  a small  compact  unit  by  comparison 
with  your  great  organization.  However,  don’t 
give  up  more  than  you  have  already,  and 
keep  up  the  fight  to  retrieve  as  much  as  you 
can.  We  are  with  you  from  Connecticut. 
(Applause) 

Speaker  Wurzbach:  Thank  you.  Dr.  Pitock. 
We  will  be  very  happy  to  incorporate  your 
address  in  the  minutes  of  this  House  of  Delegates. 

I will  now  call  on  Dr.  Groeschel  at  this  time 
for  the  report  of  the  Reference  Committee  on 
Reports  of  Officers  B.  Dr.  Babbage  will  take 
over  the  chair. 

. . . Vice-Speaker  Babbage  assumed  the 
chair.  . . 


Reference  Committee  on 
Reports  of  Officers  B 

Section  124  {see  10) 

Report  of  Reference  Committee  on  Reports  of 
Officers  B:  Annual  Report  re  Belated  Bills 

August  H.  Groeschel,  M.D.,  New  York: 
The  first  item  on  the  report  of  the  Reference 
Committee  on  Reports  of  Officers  B concerns 
the  annual  report  on  belated  biUs. 

Your  reference  committee  unanimously  recom- 
mended that  an  expense  voucher  for  attendance 
at  the  annual  meeting  of  the  House  of  Delegates 
in  May,  1962,  belatedly  submitted  by  Ezra  A. 
Wolff,  M.D.,  in  the  amount  of  $118.40  be 
approved. 

Mr.  Speaker,  I move  the  adoption  of  this  part 
of  the  report. 

Gerald  D.  Dorman,  M.D.,  Councillor: 
I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Section  125  {see  39,  63,  81) 

Report  of  Reference  Committee  on  Reports  of 
Officers  B:  Reimbursement  of  County  Societies 
for  Expenses  Incurred  in  the  Billing  and  Collection 
of  Dues  of  the  State  Society  and  the  A.M.A. 
(Resolutions  63-2,  63-26,  and  63-44) 

Dr.  Groeschel:  Your  reference  committee 
considered  three  resolutions  dealing  with  this 
subject,  submitted  by  New  York  County, 
Suffolk  County,  and  Queens  County. 

Your  reference  committee  unanimously  agreed 
that  the  county  societies  should  receive  equi- 
table reimbursement  from  the  State  Society  and 
from  the  A.M.A.  for  the  expense  incurred 
by  the  county  society  in  the  process  of  billing 
and  collection  of  dues  for  the  State  Society  and 
the  A.M.A.,  which  involves  not  only  the  billing 
and  collection  of  dues  but  also  the  processing  of 
applications,  the  maintenance  of  records,  the 
servicing  of  inquiries  pertinent  to  dues,  and  the 
auditing  of  accounts  pertinent  thereto.  How- 
ever, the  committee  agreed  that  there  is 
considerable  variation  among  the  several  county 
societies  in  the  amount  of  expense  incurred  in 
this  connection  and  that  there  is  not  sufficient 
information  available  to  the  committee  at  this 
time  on  v»fhich  to  base  a recommendation  for  a 
specific  amount  of  reimbursement. 

Accordingly,  your  reference  committee  unani- 
mously recommended  (1)  that  the  executive 
vice-president  review  this  subject  at  the  meeting 
of  representatives  of  the  county  societies  cur- 
rently scheduled  for  September  and  develop  a 
proposal  for  equitable  reimbursement  of  the 
county  societies  for  the  expense  incurred  in  bill- 
ing and  collecting  dues  for  the  State  Society 
and  the  A.M.A.  and  (2)  that  the  executive  vice- 
president  present  this  proposal  to  the  Council  of 
the  State  Society  at  its  earliest  meeting  there- 
after for  approval  and  implementation,  ef- 
fective January  1,  1964. 
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Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

James  A.  Moore,  M.D.,  Albany:  I second 

it. 

Vice-Speaker  Babbage:  It  has  been  moved 

and  seconded.  Is  there  any  discussion? 

Walter  Einhorn,  M.D.,  Bronx:  The  report 

of  the  reference  committee  definitely  takes  into 
consideration  all  the  factors  and  data  presented 
to  it.  On  the  other  hand,  it  has  at  the  same 
time,  according  to  my  information,  recognized 
the  great  difficulties  that  confront  an  equitable 
determination  of  the  actual  cost  of  county 
societies.  In  recognizing  at  the  same  time  that 
such  a determination  may  take  a very  long 
time,  I would  like  to  move  an  amendment  to 
the  report  making  the  payment  of  reimburse- 
ment fees  to  the  county  societies  retroactive  to 
the  year  1963,  from  July  1,  1963. 

Samuel  Lieberman,  M.D.,  Bronx:  I second 

that. 

Vice-Speaker  Babbage:  This  amendment 

has  been  moved  and  seconded.  Is  there  any 
discussion  of  the  amendment? 

. . . There  being  no  discussion,  the  amendment 
was  put  to  a viva  voce  vote,  and  since  there  was 
doubt  as  to  the  outcome,  it  was  put  to  a stand- 
ing vote  and  was  declared  lost  . . . 

Vice-Speaker  Babbage:  Is  there  any  dis- 

cussion on  the  proposal  that  the  reference  com- 
mittee has  brought  in? 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  126  (see  83) 

Report  of  Reference  Committee  on  Reports  of 
Officers  B:  Elimination  of  Marriage  Limitation  for 
War  Memorial  Recipients  (Resolution  63-46) 

Dr.  Groeschel:  The  resolution  reads  as 

follows: 

Resolved,  That  the  House  of  Delegates 
rescind  its  original  direction  to  the  trustees 
of  the  Medical  Society  of  the  State  of  New 
York  and  permit  them  to  assist  children  of 
deceased  members  who  died  in  World  War  II 
and  the  Korean  War  toward  educational 
expenses  the  same  as  if  they  were  not  mar- 
ried. 

Your  reference  committee  unanimously  rec- 
ommends approval  of  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Reid  R.  Heffner,  M.D.,  Westchester:  I 

second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  127 

Report  of  Reference  Committee  on  Reports  of 
Officers  B:  Report  of  Chairman  of  the  Board  of 
Trustees 

Dr.  Groeschel:  Yom'  reference  committee 

unanimously  recommends  approval  of  this 


report  and  further  recommends  that  this  House 
of  Delegates  express  its  gratitude  to  the  Board 
of  Trustees  for  the  dedicated  efforts  it  has  con- 
sistently made  to  guide  the  afifau’s  of  the  Society 
effectively  and  to  husband  its  resom-ces. 

Mr.  Speaker,  I move  adoption  of  this  poi’tion 
of  this  report. 

Samuel  Z.  Freedman,  M.D.,  Assistant 
Treasurer:  I second  it. 

. . .There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  128 

Report  of  Reference  Committee  on  Reports  of 
Officers:  Report  of  the  Treasurer  and  the  Chair- 
man of  the  Budget  Committee 

Dr.  Groeschel:  Yom-  reference  committee 

carefully  reviewed  the  reports  of  the  treasurer 
and  noted  the  following: 

(1)  With  respect  to  page  44,  Table  I,  in  the 
handbook,  “Estimated  Budget  for  the  Year 
Ending  December  31,  1963,”  your  refei’ence 
committee  noted  that  at  this  time  the  Society  is 
operating  within  its  budget,  any  cmTent  deficit 
being  the  result  of  a caiTyover  from  former 
yeare.  For  the  information  of  the  members  of 
this  House,  in  connection  with  Table  I,  your 
reference  committee  was  informed  by  the  chaii'- 
man  of  the  Budget  Committee  that  the  item 
“excess  of  income  over  expenditures  $118,070” 
would  be  more  correctly  stated  at  this  time  as 
“excess  of  income  over  expenditure — approxi- 
mately $85,000.” 

(2)  With  respect  to  page  36,  Table  I, 
“Summary  of  Income  and  Expenditm’es  for 
Twelve  Months  Ended  December  31,  1962,” 
in  connection  with  “Provisions  for  Veterans 
Medical  Service  Plan  (bad  debt),”  your  refer- 
ence committee  is  informed  that  the  term  “bad 
debt”  is  a technical  expression  regulaily  used  by 
auditors  in  reporting  such  items.  However,  it 
was  noted  that  the  amount  stated  ($4,662) 
represents  the  amount  which  was  not  recovered 
from  the  total  amount  of  approximately  $15,000 
originally  advanced  by  the  Society  to  the 
Veterans  Medical  Service  Plan. 

(3)  With  respect  to  “A  Proposed  Coordi- 
nated Communications  Progi'am,”  the  chah'man 
of  the  Society’s  Commission  on  Public  and 
Professional  Affairs  appeared  before  your 
reference  committee  and  presented  a tentative 
proposal  for  the  development  of  a coordinated 
communications  progi'am.  Such  a progi'am 
would  be  aimed  at  providing  effective  represen- 
tation of  the  Society  at  Albany  as  well  as  im- 
proved liaison  between  the  State  Society  and 
the  several  county  societies. 

After  careful  consideration  of  the  proposal, 
your  reference  committee  unanimously  recom- 
mended that  a thorough  study  be  initiated  by  a 
committee  to  be  appointed  by  the  president 
of  the  Society  aimed  at  the  proper  reallocation 
of  funds  ah'eady  provided  in  the  1963  budget  for 
the  pm-pose  of  funding  the  proposed  coordinated 
communications  progi'am  with  the  least  possible 
delay. 
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Mr.  Speaker,  I move  approval  of  this  item 
of  the  report  up  to  this  point. 

Dr.  Lieberman;  I second  it. 

Vice-Speaker  Babbage:  Is  there  any  dis- 

cussion on  that  portion  of  the  report,  that  is,  the 
first,  second,  and  thii’d  items  on  the  estimated 
budget? 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Vice-Speaker  Babbage:  The  motion  for  ap- 

proval is  carried  unanimously.  Please  pro- 
ceed. 

Dr.  Groeschel:  (4)  With  respect  to  the 

New  York  State  Journal  of  Medicine, 
yom'  reference  committee  noted  that  Journal 
expenditmes  substantially  exceeded  Journal 
income.  The  committee  was  in  agreement  that 
Journal  advertising  salesmen  be  compensated 
on  a straight  commission  basis  and  that  con- 
sideration be  given  by  the  Council  to  the  pub- 
lishing of  the  Journal  on  a monthly  basis. 

Your  reference  committee  unanimously  recom- 
mended that  an  appropriate  outside  agency  be 
commissioned  to  make  a thorough  study  of  the 
business  affairs — I would  stress  business  as 
opposed  to  editorial  and  scientific — of  the 
Journal  and  that  a report  of  the  findings  and 
recommendations  of  this  agency  be  presented 
to  the  Council  with  the  least  possible  delay. 

Mr.  Speaker,  I move  the  approval  of  this 
portion  of  the  report. 

Dr.  Freedman:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  caiTied  . . . 

Dr.  Groeschel:  (5)  With  respect  to  pub- 

lication of  the  Medical  Directory,  yom’  ref- 
erence committee  discussed  the  continually 
increasing  cost  of  pubhcation  of  the  Directory. 

Your  reference  committee  recommended  that, 
in  the  interest  of  economy,  future  issues  of  the 
Directory  be  produced  by  magnetic  tape  or 
some  other  suitable  automatic  data  processing 
system  and  that  its  content  be  streamlined 
under  the  direction  of  the  executive  vice- 
president. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Lieberman:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Dr.  Groeschel:  (6)  With  respect  to  ex- 

pense vouchers,  your  reference  committee 
unanimously  recommended,  in  the  interest  of 
insuring  the  economic  use  of  the  Society’s 
funds,  that  consideration  be  given  by  the  Coun- 
cil to  the  matter  of  setting  a reasonable  maxi- 
mum per  diem  rate  for  members  performing 
valuable  services  in  behalf  of  the  Society. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Hobart  L.  Boyd,  M.D.,  Monroe:  I second 

the  motion. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 


Section  129 

Report  of  Reference  Committee  on  Reports  of 
Officers  B:  Retirement  of  Maurice  Dattelbaum, 
M.D.,  as  T reasurer  of  the  Society 

Dr.  Groeschel:  Dr.  Dattelbaum  appeared 

before  your  reference  committee  and  commented 
on  his  thirteen  years  of  service  as  treasurer  of 
the  Society.  Dr.  Dattelbaum  gratefully  ac- 
knowledged the  assistance  and  support  he  had 
received  from  the  officers,  councillors,  trustees, 
and  staff. 

Your  reference  committee  expressed  gi’atifi- 
cation  that  appropriate  formal  recognition  of 
Dr.  Dattelbaum’s  dedicated  service  to  the 
Society  will  be  accomplished  at  the  Society’s 
annual  dinner. 

Mr.  Speaker,  with  enthusiasm  I move  the 
adoption  of  this  portion  of  the  report. 

Samuel  Wagreich,  M.D.,  Bronx:  I second 

it. 

. . . There  being  no  discussion,  the  motion  was 
carried  by  acclamation  . . . 

Dr.  Lieberman:  Considering  the  honor  we 

usually  show  to  people  who  render  services  to 
the  Society,  I would  offer  that  this  Society  give 
a rising  vote  of  thanks  to  Dr.  Dattelbaum. 

— The  audience  again  arose  and  applauded  . . . 

Vice-Speaker  Babbage:  I do  not  think 

we  have  to  vote  on  that. 

Speaker  Wurzbach:  That  is  by  acclama- 

tion. 

Section  130 

Report  of  Reference  Committee  on  Reports  of 
Officers  B:  Retirement  of  Frederic  Holcomb, 

M.D.,  as  Chairman  of  the  Board  of  Trustees  and  as 
Chairman  of  the  Budget  Committee 

Dr.  Groeschel:  Dr.  Holcomb  appeared 

before  your  reference  committee  and  rendered 
invaluable  service  to  the  committee  in  its  con- 
sideration of  the  vai-ious  reports  presented  to  it. 

Your  reference  committee  expressed  gratifi- 
cation that  appropriate  formal  recognition  of 
Dr.  Holcomb’s  dedicated  service  to  the  Society 
will  be  accomplished  at  the  Society’s  annual 
dinner. 

In  order  that  my  good  friend  will  not  steal  a 
m2u’ch  on  me  again,  I would  m’ge  that  this 
House  give  a rising  vote  of  thanks  to  Dr.  Hol- 
comb. 

. . . The  audience  arose  and  applauded  . . . 

Vice-Speaker  Babbage:  Again,  this  is  by 

acclamation. 

Section  131 

Report  of  the  Reference  Committee  on  Reports  of 
Officers  B:  Report  of  the  Chairman  of  the  Com- 
mittee to  Study  Recommendations  for  Our  Own 
Building 

Dr.  Groeschel:  Yom-  reference  committee, 

in  reviewing  the  report  of  the  chah’man  of  this 
committee,  noted  with  interest  and  approval 
that  the  committee  is  continuing  its  study  of 
housing  the  executive  offices  in  the  most  effective 
and  economic  manner  possible. 
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Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Solomon  Schussheim,  M.D.,  Kings:  I sec- 
ond it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Groeschel:  The  chairman  of  your 

reference  committee  acknowledges  with  many 
thanks  the  cordial  cooperation  of  the  members 
of  his  committee  and  the  many  members  of  this 
House  of  Delegates  who  participated  in  the  dis- 
cussion of  the  several  items  on  the  committee’s 
agenda.  In  addition,  I wish  to  express  the 
committee’s  sincere  thanks  to  Miss  Jean  Mac- 
Donald, of  the  Society’s  staff,  for  her  invaluable 
assistance  in  the  preparation  of  this  report. 

Mr.  Speaker,  I move  approval  of  the  report 
as  a whole. 

Dr.  Heffner:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Vice-Speaker  Babbage:  We  thank  you 

very  much  for  this  excellent  report.  {Applause) 

Reference  Committee  on 
Legal  Matters 

Section  132 

Report  of  Reference  Committee  on  Legal  Matters: 
Malpractice  Insurance  and  Defense  Board 

Vice-Speaker  Babbage:  The  next  item  is 
the  report  of  the  Reference  Committee  on  Legal 
Matters  by  Dr.  Spiegel. 

Milton  B.  Spiegel,  M.D.,  Kings:  Your 
Reference  Committee  on  Legal  Matters  wishes 
to  call  attention  to  the  statement  in  the  report 
of  the  Malpractice  Insurance  and  Defense  Board 
that  the  statute  of  limitation  for  malpractice 
actions  has  been  increased  from  two  years  to 
thi'ee  years.  Also,  we  have  been  informed  by 
Mr.  William  F.  Mai'tin,  our  legal  counsel,  of  a 
recent  Court  of  Appeals  decision  which  held 
that  the  statute  of  limitation  does  not  begin  to 
run  from  the  date  of  the  incident  of  malpractice, 
but  from  the  date  of  termination  of  treatment 
of  the  particular  condition  in  question  or  one 
related  thereto.  This,  of  course,  in  many  in- 
stances would  extend  the  statute  of  limitation 
far  beyond  the  statutory  period  of  thi’ee  yearn. 
In  addition,  he  pointed  out  a rising  tendency  to 
base  awards  on  the  extent  of  injury  rather  than 
negligence,  aU  of  which  will  inevitably  result 
in  an  increasing  number  of  actual  and  thi-eat- 
ened  claims. 

The  number  of  cases  reported  during  the 
past  year  (825)  has  increased  by  92  over  the 
preceding  year,  during  which  time  604  new 
members  have  been  enrolled.  Both  the  com- 
pany and  the  Society’s  actuarial  consultant 
feel  “that  an  over-all  rate  increase  of  about  5 per 
cent  is  in  order’’  and  “that  it  should  not  be 
delayed  further.’’ 

Geogi-aphic  and  specialty  gi-oup  standards 
for  determination  of  premium  rates  have  proved 


reasonable  and  equitable.  Since  the  cumulative 
loss  experience  is  considerably  greater  in  class 
one  (which  includes  most  of  the  surgical  special- 
ties and  anesthesiology)  than  is  justified  by  the 
premiums  paid,  the  board  has  recommended 
that  the  required  increase  in  premium  be  ap- 
phed  entirely  to  the  specialties  within  this 
premium  class.  Yom-  committee  voted  unani- 
mously to  approve  this  recommendation. 

Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report. 

Phillip  Parillo,  M.D.,  Schenectady:  I 

second  the  motion. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Dr.  Spiegel:  In  its  report  the  board  has 

pointed  out  that  members  of  the  Society  have 
for  many  years  been  urging  adoption  of  a merit 
I'ating  system  whereby  those  members  having 
had  no  suits  or  claims  would  be  entitled  to  a 
discount  applied  to  the  regular  rates.  While 
the  board  feels  that  this  suggestion  is  impracti- 
cable because  of  the  nature  of  malpractice  ac- 
tions, it  does  suggest  the  possibihty  of  adopting 
a procedure  which,  by  imposing  a penalty  charge, 
would  give  comparatively  lower  rates  to  those 
insured  members  who  maintain  a cleai’  record. 
The  board  has  asked  for  an  expression  of  opinion 
as  to  whether  or  not  this  proposal  should  be 
approved  in  principle.  However,  since  no 
delegates  appeared  before  the  reference  com- 
mittee to  discuss  the  pros  and  cons  of  this 
proposal,  your  committee  recommends  that  the 
delegates  refer  the  q^uestion  back  to  their  mem- 
bemhip  for  consideration  and  expression  of 
their  wishes  to  the  Malpractice  Insm'ance  and 
Defense  Board  during  the  coming  year. 

An  excellent,  concise  “Guide  for  Malpractice 
Protection”  has  been  prepared  by  our  indem- 
nity representative  and  is  being  distributed  to 
aU  insm'ed  members.  Copies  are  available  at 
the  Malpractice  Insuiance  and  Defense  Board’s 
booth.  Yom'  reference  committee  wishes  to 
join  the  board  in  thanking  the  many  members 
throughout  the  State  who  have  contributed 
their  time  and  knowledge  in  serving  on  the 
various  specialty  and  county  malpractice  ad- 
visory committees.  Y our  committee  also  wishes 
especially  to  thank  Mr.  James  M.  Arnold  and 
Mr.  Joseph  Linder  for  their  help  and  assistance 
during  the  meetings  of  the  committee. 

Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report. 

George  F.  Nevin,  M.D.,  Cortland:  I 

second  the  motion. 

Vice-Speaker  Babbage:  It  has  been  moved 

and  seconded  that  this  portion  of  the  report  be 
adopted.  Is  there  any  discussion? 

Thomas  M.  D’Angelo,  M.D.,  Queens:  Mr. 

Speaker  and  members  of  the  House,  I think 
that  we  should  study  this  portion  of  the  report 
very  carefully.  It  is  a complete  innovation. 
It  is  a new  procedm'e  that  your  Malpractice 
Insmance  and  Defense  Boaid,  with  the  carrier, 
wishes  to  adopt.  You  reahze  that  in  many 
instances,  when  an  individual  malpractice 
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claim  on  the  can'ier  and  on  the  gi-oup  has  been 
presented  to  such  an  extent  that  it  presented  a 
hazard  to  the  group  itself,  the  board  in  many 
instances  has  refused  to  renew  the  insm’ance  of 
that  individual.  That  is  a very  serious  matter. 
With  this  new  idea  we  propose  to  caiTy  on  such 
insurance  where  we  feel  he  is  not  altogether 
neglectful  and  at  fault,  but  we  propose  to  carry 
on  such  insm-ance  by  having  the  insurance 
cai’rier  take  that  individual  on  at  a higher  rate 
of  insm'ance.  That  is  the  meaning  of  this. 
I think  you  should  all  give  it  very  serious  and 
careful  consideration. 

Vice-Speaker  Babbage:  Thank  you.  Dr. 

d’Angelo. 

Is  there  any  further  discussion  on  this  very 
important  matter? 

. . . There  being  no  fm'ther  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
earned  . . . 

Section  133 

Report  of  Reference  Committee  on  Legal  Matters: 
Legal  Counsel 

Dr.  Spiegel:  Your  reference  committee 

reviewed  the  report  of  our  legal  counsel,  which 
contains  a full  presentation  of  the  excellent 
legal  talent  available  to  om*  Society,  the  sum- 
maries and  commentaries  on  several  interesting 
legal  actions  and  decisions,  and  the  legal  aspects 
of  malpractice  insurance  and  defense,  much  of 
which  has  been  taken  up  in  the  previous  section 
of  this  report.  We  concur  with  his  admonition 
that  doctors  who  are  closely  associated  in  their 
practice  should  carry  their  malpractice  insurance 
with  the  same  company. 

Your  reference  committee  wishes  to  express 
its  thanks  to  Mr.  William  F.  Martin  and  his 
associate,  Mr.  J.  Richard  Burns,  for  their  excel- 
lent report  and  for  their  assistance  in  connection 
with  the  preparation  of  this  report. 

Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report. 

Milton  Helpern,  M.D.,  New  York:  I 

second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  134  {see  23) 

Report  of  Reference  Committee  on  Legal  Matters: 
Judicial  Council 

Dr.  Spiegel:  Your  reference  committee 

reviewed  the  preliminary  and  supplementary 
reports  of  the  Judicial  Council  which  reported 
on  two  cases. 

In  a law  suit  arising  from  the  Bronx  County 
decision,  there  is  now  a recent  lower  com't 
opinion  which  holds  that  it  is  improper  for  the 
members  of  the  comitia  minora  (or  its  equiva- 
lent) to  vote  at  subsequent  special  membership 
meetings  at  which  their  disciplinary  recommen- 
dation is  to  be  passed  upon.  However,  the 
time  of  appeal  from  this  decision  has  not  ex- 
pired. The  committee  suggests  that  the  opin- 
ion be  called  to  the  attention  of  all  the  compo- 


nent county  societies  and  that  their  actions  be 
guided  accordingly. 

We  reviewed  the  decision  of  the  Judicial 
Council  in  the  Schenectady  County  matter 
where,  if  you  read  the  supplementary  material, 
due  process  was  denied.  Pm-suant  thereto  our 
Judicial  Council,  with  the  assistance  of  our 
legal  counsel,  is  in  the  process  of  prepaiing  for 
distribution  a “Code  of  Suggested  Procedure” 
for  the  conduct  of  disciplinai'y  hearings  before 
the  county  society. 

These  reports  ai'e  for  information  only,  and 
no  recommendation  for  action  is  requested. 

Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report. 

Dr.  Nevin:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  imanimously  carried  . . . 


Section  135  {see  46) 

Report  of  Reference  Committee  on  Legal  Matters: 
Autopsy  and  the  Dead  Human  Body;  Consent  for 
Autopsy 

Dr.  Spiegel:  Your  reference  committee 

has  considered  the  report  of  the  Special  Com- 
mittee on  Autopsy  and  the  Dead  Human  Body, 
which  makes  thi'ee  recommendations.  With 
the  consent  and  concurrence  of  the  chairman  of 
the  special  committee,  who  appeared  at  our 
dehberations,  yom:  reference  committee  voted 
unanimously: 

1.  To  recommend  introduction  and  passage 
of  a bUl  formulated  by  the  Law  Revision  Com- 
mission (S.  Intro.  2286)  which  would  revise  the 
law  pertaining  to  the  operation  of  the  coroner’s 
office  in  the  various  jm-isdictions  of  New  York 
State.  This  means  the  medical  examiner  will 
take  over  the  coroner’s  office. 

2.  To  take  no  action  on  the  request  for 
legislation  dealing  with  the  performance  of  a 
cesai'ean  section  on  a moribund  or  deceased 
pregnant  woman,  since  this  is  a time-honored, 
accepted  procedure  and  no  legislation  is  needed. 

3.  The  last  recommendation,  requesting 
revision  of  the  autopsy  law,  was  considered 
along  with  resolution  63-9.  We  have  been 
informed  that  the  present  wording  of  the 
statute  does  not  specifically  require  “wi-itten 
consent  of  all  of  next  of  kin  of  equal  rank” 
but  that  the  insertion  of  the  word  “aU”  is  an 
interpretation  of  the  statute  in  an  opinion  given 
by  a previous  Attorney  General.  Your  refer- 
ence committee  concurred  with  the  request  for 
clarification  of  this  impractical  requirement  and 
suggested  that  an  effort  should  be  made,  with 
the  assistance  of  om'  legal  counsel,  to  resubmit 
the  matter  to  the  present  Attorney  General  for 
interpretation,  thus  possibly  obviating  the 
necessity  for  introducing  new  legislation. 

Mr.  Speaker,  I move  the  adoption  of  this  por- 
tion of  the  report. 

Jerome  B.  Flynn,  M.D.,  Bronx:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 
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Section  136 

Report  of  Reference  Committee  on  Legal  Matters: 
Joint  Committee  with  Bar  Association 

Dr.  Spiegel:  Yoiir  reference  committee  con- 

sidered the  report  of  the  Joint  Committee  with 
the  Bai'  Association  in  which  the  merits  of  the 
lien  law  were  discussed.  Yom’  reference  com- 
mittee approved  that  portion  of  the  report  in 
which  the  medical  members  favored  such  a law. 

Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report. 

Dr.  Parillo:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Spiegel:  May  I take  this  opportunity 

to  thank  the  members  of  the  reference  commit- 
tee, Miss  Anne  Brugnone,  the  secretary,  and 
Mr.  William  F.  Martin  and  Mr.  J.  Richard 
BmTis,  of  the  legal  counsel’s  office,  for  their 
help  in  the  preparation  of  this  report. 

Mr.  Speaker,  1 move  the  adoption  of  the  re- 
port as  a whole. 

Dr.  Nevin:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Vice-Speaker  Babbage:  Thank  you  very 
much.  Dr.  Spiegel,  for  a good  report.  {Ap- 
plause) 

I win  now  tm*n  the  chair  back  to  the  Speaker. 

. . . Speaker  Wurzbach  assumed  the  chaii' . . . 

World  Medical  Association 

Section  137 

Report  on  World  Medical  Association 

Speaker  Wurzbach:  At  this  time  I wish 

to  call  on  Dr.  Azzari  to  give  us  a report  on  the 
World  Medical  Association. 

Renato  J.  Azzari,  M.D.,  Trustee:  Mr. 

Speaker  and  membere  of  the  House,  I would 
appreciate  your  indulgence  while  I make 
a few  remarks  on  behalf  of  the  World  Medical 
Association. 

Not  long  ago,  a physician  in  Korea  requested 
that  he  receive  cunent  medical  periodicals 
which,  it  was  nimored,  American  doctors  were 
throwing  away.  An  internist  in  Nebraska 
volunteered  to  mail  his  current  periodicals  to 
Dr.  Sen  in  Korea  and  with  the  first  jomnal 
wrote  a short  note  announcing  that  he  would 
be  maihng  the  periodicals  regularly  and  ex- 
pressed his  interest  in  Dr.  Sen,  his  family,  his 
medical  practice,  and  his  country.  Many 
lettem  and  periodicals  later,  the  sons  of  the  two 
doctors  are  also  coiTesponding  and  sharing  a 
stamp  collection. 

A 500-bed  hospital  in  Japan  received  a ship- 
ment of  45  cartons  of  recently  published  medical 
textbooks,  and  for  the  first  time  since  the  war 
the  staff  of  this  hospital  has  a reference  hbrary, 
contributed  by  more  than  300  American  doc- 
tore. 

A young  Greek  sailor  paralyzed  in  a loading 
accident  and  hospitalized  in  Tokyo  is  in  an 


Athens  hospital  today  because  an  American 
doctor  asked  his  Japanese  colleague  to  facihtate 
the  removal  of  the  Greek  sailor  on  transportation 
that  would  return  him  to  his  family. 

And  many  teen-agers  with  allergies  travel  in 
Europe  each  summer  and  never  miss  a single 
treatment  in  then*  desensitization  series. 

These  are  only  a few  examples  of  medical 
diplomats  at  work. 

The  brotherhood  of  physicians  has  been 
recognized  through  the  ages.  The  twentieth- 
century  concept,  chastened  by  war,  leavened  by 
social  and  economic  privation,  and  stimulated 
by  advances  in  science  and  technology,  estab- 
lished the  need  for  medical  diplomacy.  The 
hopes  and  dreams  of  the  people,  earnestly 
seeking  justice,  peace,  freedom  to  live  their 
own  lives,  and  opportunity  to  make  that  life 
the  best  possible  life,  provided  the  cornerstone 
for  the  medical  diplomat.  Through  the  uni- 
versal language  of  medicine  and  its  humanitarian 
goals,  the  medical  diplomat  firmly  believes  that 
in  friendship  and  partnership,  nationally  and 
internationally,  the  goal  will  be  achieved. 

The  medical  diplomat  ideal  was  conceived  by 
a group  of  American  doctors  who  attended  the 
organizing  meetings  of  the  World  Medical 
Association.  They  believed  that  the  proposed 
international  organization  of  the  medical  asso- 
ciations of  the  world  would  give  the  practicing 
physicians  a voice  at  the  internationed  confer- 
ence level  where  an  increasing  number  of  poli- 
cies governing  medical  practice  were  being 
foiTnulated.  However,  they  recognized  fully 
that  the  immediate  postwar  economy  of  the 
majority  of  the  countries  presented  financial 
limitations  which  would  delay,  if  not  prevent, 
the  World  Medical  Association  from  attaining 
international  status  as  an  active  organization. 

At  the  final  meeting  of  the  organizing  com- 
mittee, the  American  delegation  reported  that 
it  had  met  with  eminent  members  of  the  health 
team  in  the  United  States,  that  this  gi'oup  en- 
dorsed the  idealism  upon  which  the  World 
Medical  Association  was  founded,  and  thi-ough 
the  development  of  a supporting  committee 
was  willing  to  try  to  find  the  finances  that 
would  provide  the  new  organization  with  a 
headquartere  secretariat  and  a journal  pub- 
lished at  regular  intervals.  The  American  of- 
fer of  assistance  was  accepted,  and  a few  months 
later  the  United  States  Committee  of  the  World 
Medical  Association  was  bom  and  its  birth 
duly  recorded  with  incorporation  in  New  York 
State.  The  Federal  government  presented  the 
committee  with  a nonprofit,  tax-free  status  as  its 
first  birthday  gift. 

Membership  in  the  United  States  Committee 
was  extended  to  all  medical  diplomats — not 
only  to  those  who  qualified  by  having  M.D. 
credentials,  but  to  everyone  in  the  United 
States  who  shared  the  ideal  and  was  willing  to 
support  the  development  of  that  ideal  with  ac- 
tions as  well  as  cash. 

The  first  five  years  were  devoted  mainly  to 
educational  progi'ams  aimed  at  increasing 
membership  and  active  participation  in  the 
program.  During  this  period  an  increasing 
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number  of  membei-s  began  to  attend  the 
annual  assemblies  where  they  met  with  col- 
leagues from  the  various  member  countries  and 
began  their  person-to-person  medical  diplomat 
experience. 

It  was  in  this  early  period  that  a team  of 
professors  in  chest  specialties  undertook  a 
thi’ee-month  tom'  of  Latin  America  where  they 
presented  postgraduate  lectures  and  demonstra- 
tions. These  doctors  contributed  the  cost  of 
then  trip,  time,  and  experience  to  the  United 
States  Committee  which  made  the  arrangements 
for  the  team  to  be  received  in  six  countries. 

The  medical  profession  of  the  world  and  their 
famihes  are  not  the  only  people  who  are  partici- 
pating in  an  increasing  amount  of  foreign  travel. 
In  the  people-to-people  progi'am,  teen-agers 
and  teachers  spend  their  vacations  visiting 
foreign  countries;  business  executives  are 
visiting  then'  international  installations;  and 
for  many  who  have  reached  rethement  age,  the 
lure  and  adventure  in  faraway  places  replaces 
the  strain  and  stress  of  the  business  world. 
To  provide  medical  care,  if  necessary,  during 
periods  of  travel,  medical  diplomats  have 
banded  together  around  the  world.  The  United 
States  Committee  has  secured  the  cooperation 
of  many  eminent  practitioners  for  this  program. 
The  traveler’s  physician  is  provided  with  the 
names,  addresses,  and  telephone  numbers  of 
the  cooperating  doctors.  If  the  traveler  has  a 
special  health  problem,  his  physician  corre- 
sponds with  the  doctors  in  the  various  cities 
where  treatment  may  be  necessau'y.  The  family 
physician  also  provides  his  patient  with  the 
names  and  addresses  of  these  cooperating  doc- 
tor's. A German  doctor,  who  had  dressed  a 
teen-ager’s  lacerated  leg,  developed  chest 
pains  when  attending  a meeting  in  New  York. 
The  cardiologist  to  whom  the  German  doctor 
was  taken  was  the  father  of  that  teen-ager,  and 
happily  the  “chest  pain”  proved  to  be  too  much 
Maine  lobster!  The  physician  of  a well- 
known  movie  star  always  supphes  his  patient 
with  the  name  of  a medical  diplomat  in  the 
country  in  which  he  is  on  location.  When  this 
physician  travels  abroad,  he  always  calls  on 
cooperating  medical  diplomats  associated  with 
the  program  in  the  cities  in  which  he  stops. 

Doctors’  wives  and  famihes,  as  well  as  the 
doctors  themselves,  have  welcomed  the  medical 
textbook  and  jom-nal  program.  The  devasta- 
tion of  war  followed  by  monetary  restrictions 
and  the  low  economic  status  of  the  profession  in 
some  countries  have  made  it  almost  impossible 
for  hospitals  and  medical  schools  to  restock 
then-  libraries  and  provide  recent  medical 
per-iodicals  for  the  profession  and  the  students. 
With  the  aid  of  the  Asia  Foundation,  which 
provides  transportation  for  the  shipments  of 
books  and  volumes  of  periodicals  from  San 
Francisco  to  needy  center's  in  Asia,  many 
thousand  books  and  jour'nals,  which  were  too 
valuable  to  throw  away  but  had  become  only 
dust-catchers  and  shelf-litterers,  ar'e  now  used 
daily.  In  addition,  many  doctors  mail  their 
medical  periodicals  dhect  to  then-  counterparts 
in  economically  limited  or  developing  countries 


as  soon  as  they  have  finished  reading  them. 
This  doctor-to-doctor  shming  of  cmrent  medical 
literature  is  one  of  the  most  welcome  of  the 
medical  diplomat  services. 

A similar  project  is  being  developed  whereby 
doctors  can  contribute  used  equipment  and 
instruments  for  distribution  to  doctors  and  irrsti- 
tutions  in  developing  areas  of  the  world. 

Medical  diplomats  have  played  an  active 
part  in  assisting  refugee  doctors  and  theii' 
families,  provided  emergency  aid  to  doctoi-s  and 
their  patients  in  areas  stricken  by  epidemics 
and  natural  catastrophes,  and  tendered  moral 
support  and  basic  information  to  members  of 
the  medical  profession  sti'ugghng  to  retain  or 
regain  the  traditional  rights  and  privileges  for 
physicians. 

The  United  States  Committee  for  the  World 
Medical  Association  invites  you  to  join  this 
gi'eat  effort  to  build  a world  in  which  people  can 
live  in  freedom  and  secm'ity.  You  personally 
can  help  bring  this  about  by  taking  pai't  in  a 
section  of  the  people-to-people  program.  No 
matter  whether  you  are  a doctor,  a lawyer,  a 
homemaker,  a businessman,  a secretary — 
whoever  you  are  or  whatever  you  do,  there  is 
an  important  role  for  you  in  this  exciting  new 
adventm'e.  Medical  diplomats  make  it  possible 
for  the  poorest  and  the  richest,  the  weakest  and 
the  strongest,  to  dedicate  then'  resom'ces, 
spii'ituaUy,  intellectually,  physically,  and  ma- 
terially. Only  thi'ough  yom-  active  participa- 
tion can  we  succeed. 

I thank  you  sincerely  for  your  indulgence. 

Vice-Speaker  Babbage:  Thank  you.  Dr. 
Azzari. 

Reference  Committee  on 
Miscellaneous  Business 

Section  138 

Report  of  Reference  Committee  on  Miscellaneous 
Business:  Medicine  and  Religion 

Vice-Speaker  Babbage:  The  next  report 

will  be  that  of  the  Reference  Committee  on 
Miscellaneous  Business,  Dr.  Whitbeck,  chau  man. 

Carl  G.  Whitbeck,  M.D.,  Columbia:  Mr. 

Speaker  and  members  of  the  House  of  Delegates, 
youi'  reference  committee  reahzed  there  ai'e 
many  areas  in  the  practice  of  medicine  in  which 
help  can  be  obtained  in  a sphitual  way,  and  we 
appreciate  the  help  of  our  allied  membere  of  the 
clergy  in  these  fields. 

We  recommend  that  the  Committee  on  Medi- 
cine and  Religion  further  explore  a progiam  of 
cooperation. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Wallace  M.  Sheridan,  M.D.,  Westchester: 
I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  earned  . . . 

Section  139 

Report  of  Reference  Committee  on  Miscellaneous 
Business:  Disaster  Medical  Care 

Dr.  Whitbeck:  The  report  of  this  com- 
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mittee  was  studied,  and  your  reference  com- 
mittee was  impressed  by  the  many  programs 
now  available  for  provision  of  disaster  medical 
care.  Your  reference  committee  bebeves  that 
some  lack  of  cooperation  in  rural  areas  is  to  be 
deplored.  Your  reference  committee  believes 
that  provision  for  disaster  medical  care  is  essen- 
tial for  the  rural  as  well  as  the  urban  area  for 
many  reasons.  Natural  disasters  can  occur  in 
the  rural  areas  as  well  as  in  the  urban  areas, 
and  adequate  training  of  emergency  organiza- 
tions for  such  events  is  to  be  commended. 

The  State  Civil  Defense  Commission  and  the 
State  Department  of  Health  should  be  assisted 
by  local  societies  to  prepare  adequately  for  any 
emergencies. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Maurice  G.  Sheldon,  M.D.,  Cattaraugus: 
I second  the  motion. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  cairied  . . . 


Section  140  {see  92) 

Report  of  Reference  Committee  on  Miscellaneous 
Business:  Restriction  of  Physician  Participation 
in  Clinical  Laboratory  Arrangements 

Dr.  Whitbeck:  Your  reference  committee 

was  in  sympathy  with  the  pm'pose  of  resolution 
63-54,  which  is  to  maintain  high  quality 
clinical  laboiatory  facilities  at  the  most  reason- 
able rates,  but  yom’  reference  committee  recog- 
nizes that  the  needs  of  various  local  areas  vary, 
and  with  gi’ievance  committees  of  the  various 
county  societies  as  presently  organized,  and 
with  free  competition  being  what  it  is,  we  do 
not  concur  in  the  solutions  offered  under  this 
resolution,  and  we  therefore  recommend  dis- 
approval. 

Mr.  Speaker',  I move  adoption  of  this  portion 
of  this  report. 

Walter  S.  Bennett,  M.D.,  Washington: 
I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 

and  seconded.  Is  there  any  discussion? 

Alfred  A.  Angrist,  M.D.,  Queens:  Mr. 

Speaker,  I really  want  to  apologize  to  the 
reference  committee,  but  I have  been  successful 
in  getting  to  two  places  at  the  same  time  and 
found  it  difficult  to  get  to  the  third  reference 
committee.  I appreciate  their  careful  cogita- 
tion about  this  resolution,  but  I do  wish  to 
point  out  that  the  phrase  included  in  this  state- 
ment, “free  competition  being  what  it  is,”  in  a 
sense  justifies  practically  anything,  and  I 
would,  therefore,  respectfully  move  that  the 
report  be  revised  as  follows:  The  phrase,  “with 

free  competition  being  what  it  is,”  be  deleted 
and  an  additional  statement  be  made  to  support 
some  of  the  basis  for  this  action  on  the  part  of 
the  reference  committee,  so  that  to  the  present 
phi'aseology  be  added  the  fohowing  after  the 
word  “offered,”  “as  being  too  broad  on  an 
over-all  basis,”  which  would  then  read,  “We 
do  not  concur  in  the  solutions  offered  as  being 
too  broad  on  an  over-all  basis.” 


Finally,  if  I may  suggest,  this  does  not  re- 
quire any  special  action,  so  the  final  word 
“disapproval”  be  changed  to  “no  action  at  the 
present  time.” 

I respectfully  move  that  these  changes  be 
considered  right  now  or  by  reconsideration  by 
the  committee. 

Vice-Speaker  Babbage:  Do  you  make  that 
in  the  form  of  an  amendment? 

Dr.  Angrist:  Yes,  I do. 

Vice-Speaker  Babbage:  Is  there  any  second 
to  that  amendment? 

Thomas  M.  d’ Angelo,  M.D.,  Queens:  I 

second  it. 

Vice-Speaker  Babbage:  Is  there  any  dis- 

cussion on  these  amendments  that  Dr.  Angi'ist 
has  suggested?  One  was  that  we  delete  “free 
competition  being  what  it  is,”  the  other  the 
addition  of  a few  words,  and  that  we  not  dis- 
approve but  that  no  action  be  taken.  Is  there 
any  discussion  on  the  amendments?  Hearing 
none,  I will  call  for  a vote  on  the  amendment. 
There  are  three  parts  to  this  amendment. 
Those  in  favor  say  “aye,”  opposed  “no.” 
Would  the  “ayes”  please  stand?  There  is  no 
doubt  about  it  that  the  amendment  is  passed. 

Therefore,  is  there  any  further  discussion  on 
this  portion  of  the  report  as  amended? 

. . . There  being  no  fm'ther  discussion,  the 
motion  as  amended  was  put  to  a vote  and  was 
carried  . . . 

Vice-Speaker  Babbage:  It  is  earned  as 

amended. 

Section  141 

Report  of  Reference  Committee  on  Miscellaneous 
Business:  Nursing  Education 

Dr.  Whitbeck:  Your  reference  committee 

read  this  report  with  interest,  realizing  that 
efforts  must  be  made  to  improve  nursing  educa- 
tional facihties  and  to  attract  qualified  young 
people  to  the  numing  profession.  It  is  the 
belief  of  your  reference  committee  that  the 
Committee  on  Nursing  Education  should  con- 
tinue to  explore  all  methods  available  to  remove 
obstacles  placed  in  tbe  way  of  young  people 
becoming  qualified  nurses. 

It  is  hoped  that  the  liaison  with- the  Board  of 
Regents  Nm'se  Advisory  Council  will  have 
beneficial  results. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Dr.  Sheridan:  I second  it. 

. . . There  being  no  discussion,  tbe  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  142  (see  65) 

Report  of  Reference  Committee  on  Miscellaneous 
Business:  Commendation  for  Review  of  Columbia 
Study 

Dr.  Whitbeck:  Resolution  63-28,  subject 

“Commendation  for  Review  of  Columbia 
Study”:  your  reference  committee  recommends 
approval  of  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 
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Theodore  Rosenthal,  M.D.,  New  York:  I 
second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  143 

Report  of  Reference  Committee  on  Miscellaneous 
Business:  Advisory  to  the  Columbia  University 
Study 

Dr.  Whitbeck:  Your  reference  committee 

has  studied  this  report,  as  well  as  that  of  the 
Ad  Hoc  Committee  to  Study  the  TrusseU 
Report,  and  believes  that  the  reports  stress 
certain  undesirable  portions  of  this  report. 

Your  reference  committee  was  in  accord  with 
the  recommendation  of  the  Ad  Hoc  Committee 
and  recommends  that  each  new  president  ap- 
point such  a committee  to  advise  him  on  mat- 
ters concerning  press  stories  unfavorable  to  the 
medical  profession,  this  committee  to  have 
power  to  act  on  short  notice  with  whatever 
measures  appear  most  suitable  for  each  specific 
occasion. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Dr.  Sheldon:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
adopted.  Is  there  any  discussion? 

Ralph  S.  Emerson,  M.D.,  Nassau:  Mr. 

Chairman,  I would  recommend  that  this  be 
amended  so  that  before  “unfavorable”  should  be 
included  “unjustifiably”  so  that  it  will  be 
“unjustifiably  unfavorable.”  In  other  words, 
it  will  read,  “on  matters  concerning  press 
stories  unjustifiably  unfavorable  to  the  medical 
profession.” 

Vice-Speaker  Babbage:  Do  you  offer  that 
in  the  form  of  an  amendment? 

Dr.  Emerson:  Yes,  I do. 

Thomas  F.  McCarthy,  M.D.,  Bronx:  I 

second  that. 

. . . There  being  no  discussion,  the  amend- 
ment was  put  to  a vote  and  was  unanimously 
caiTied  . . . 

Vice-Speaker  Babbage:  Now  the  vote  on 

the  motion  as  amended.  Is  there  any  discus- 
sion? 

. . . There  being  no  discussion,  the  motion  as 
amended  was  put  to  a vote  and  was  unanimously 
carried  . . . 

Section  144  {see  55,  88) 

Report  of  Reference  Committee  on  Miscellaneous 
Business:  Resolutions  on  TrusseU  Report 

Dr.  Whitbeck:  This  is  in  relation  to  reso- 

lutions 63-18  and  63-51.  It  is  the  opinion  of 
your  reference  committee  that  these  resolutions 
both  have  relation  to  the  “TrusseU  Report.” 

It  is  believed  that  the  resolutions  could  be 
combined  to  give  pertinent  information  from 
each,  and  we  therefore  submit  the  foUowing 
combined  substitute  resolution: 

Whereas,  The  “TrusseU  Report,”  a pur- 
portedly independent  investigation  of  medical 


care  insurance  in  New  York  State,  has  been 
submitted  to  the  Superintendent  of  Insur- 
ance; and 

Whereas,  The  effect  of  some  of  the  recom- 
mendations contained  in  the  TrusseU  Report 
wUl  mitigate  against  the  maintenance  and 
improvement  of  the  quality  of  medical  care, 
by  bringing  the  practice  of  medicine  increas- 
ingly under  the  control  of  nonmedical  agencies; 
and 

Whereas,  This  report  is  in  part  inadequate, 
unscientific,  biased,  and  slanted  toward  a 
particular  form  of  care  that  the  majority  of 
the  medical  profession  has  not  approved; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  postponement  of 
any  action  by  the  Superintendent  of  Insurance 
toward  implementation  of  these  recommenda- 
tions; and  be  it  fm-ther 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  deal  vigorously  with  the 
TrusseU  Report  as  foUows:  That  the  Medi- 

cal Society  of  the  State  of  New  York  request 
that  the  Superintendent  of  Insurance  appoint 
a tinily  representative  group,  including  physi- 
cians presently  engaged  in  private  practice,  to 
review  the  entire  subject  and  to  implement 
those  recommendations  which  are  in  the 
inteiest  of  good  medical  care,  recognizing  a 
continuing  need  for  improvement  in  many 
areas. 

Your  reference  committee  urges  the  recom- 
mendation of  the  resolution  as  combined  and 
amended. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Samuel  Wagreich,  M.D.,  Bronx:  I second 

it. 

Vice-Speaker  Babbage:  It  has  been  moved 

and  seconded.  Is  there  any  discussion? 

Charles  R.  Mathews,  M.D.,  Monroe:  Mr. 

Speaker,  I have  two  points  to  make  about  the  rec- 
ommendation of  the  reference  committee.  The 
first  concerns  the  information  which  was  dissemi- 
nated to  the  county  societies  and  the  membei’s 
of  this  State  Society  concerning  the  TrusseU 
Report. 

Joining  in  the  commendation  of  the  splendid 
job  done  by  the  County  of  New  York  and  their 
detaUed  analysis,  I submit  that  om’  efiforts  to 
obtain  information  from  the  State  Society  on 
what  we  should  be  doing  at  the  county  level 
were  not  very  fruitful,  and  I do  beUeve  that 
there  is  considerable  room  for  improvement 
here.  This  is  the  intent  of  the  resolution  from 
Monroe  County. 

One  other  thing  which  I would  bring  to  the 
attention  of  this  body  is  that  requesting  post- 
ponement of  any  action  by  the  Superintendent 
of  Insurance  may  be  pai'tly  meaningless  because 
there  were  also  definite  legislative  proposals 
introduced  in  the  recently  adjourned  Legisla- 
ture to  implement  some  of  these  proposals. 
One  might  suspect  that  some  advance  word  had 
been  given  to  some  membem  of  the  Legislature 
This  concei'ns  such  things  of  such  vital  interest 
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as  that  physicians  should  not  compose  a 
majority  of  the  boards  of  directors  of  Blue 
Shield  Plans,  etc.  Therefore,  in  regard  to  this 
particular  point  I would  move  that  the  first 
“resolved”  in  the  reference  committee’s  pro- 
posal be  amended  to  state,  “request  postpone- 
ment of  any  action  by  the  Legislature  or  the 
Superintendent  of  Insurance,”  because  both  of 
these  are  quite  important  and  certainly  perti- 
nent in  view  of  what  has  just  happened. 

Dr.  Wagreich:  I second  it. 

Vice-Speaker  Babbage:  The  first  “re- 

solved” would  read,  “That  the  Medical  Society 
of  the  State  of  New  York  request  postponement 
of  any  action  by  the  Legislature  or  the  Super- 
intendent of  Insurance  ...” 

. . . The  question  was  called,  and  the  amend- 
ment was  put  to  a vote  and  was  unanimously 
carried  ... 

Vice-Speaker  Babbage:  Is  there  any  other 

discussion  on  this  portion  of  the  report? 

Dr.  D’Angelo:  Mr.  Chairman,  in  the 

third  ^‘whereas,”  the  third  line  reads,  “that  the 
majority  of  the  medical  profession  has  not  ap- 
proved”; as  a matter  of  fact,  the  majority  of  the 
medical  profession  has  disapproved,  and  I 
think  there  is  a tremendous  difference  between 
nonapproval  and  disapproval.  Nonapproval 
may  mean  we  have  taken  no  action  on  this 
matter,  and  therefore,  we  did  not  approve.  I 
think  the  words,  and  I so  move,  Mr.  Chairman, 
“not  approved”  be  deleted  and  the  word 
“disapproved”  be  inserted. 

Walter  Einhorn,  M.D.,  Bronx:  I second 
that  amendment. 

Vice-Speaker  Babbage:  Is  there  any  dis- 

cussion? 

. . . There  being  no  discussion,  the  amend- 
ment was  put  to  a vote  and  was  unanimously 
canded  . . . 

Vice-Speaker  Babbage:  Is  there  any  other 

discussion  now  on  this  portion  of  the  report  as 
amended? 

Felix  Ottaviano,  M.D.,  Madison:  I am 

just  wondering  whether  some  teeth  could  not 
be  put  into  this  resolution.  I will  leave  it  up 
to  the  chau-man  and  his  committee.  Dr. 
Mathews  touched  on  what  we  are  discussing 
here.  There  is  not  too  much  force  in  the 
request,  but  a request  with  some  knowledgeable 
threat  or  implied  threat  might  be  more  inter- 
esting to  the  Legislature.  In  our  county,  for 
example,  and  I am  sure  in  Dr.  Carson’s,  as  we 
were  discussing  it,  if  at  any  time  the  board  of 
directors  of  Blue  Cross  and  Blue  Shield  should 
become  overtopped  with  lay  people,  we,  as 
physicians,  would  refuse  to  participate. 

Vice-Speaker  Babbage:  This  was  just  in 

the  matter  of  discussion?  This  was  not  an 
amendment,  is  that  right? 

Dr.  Ottaviano:  It  is  not  an  amendment. 

I was  just  wondering  what  can  be  done. 

Vice-Speaker  Babbage:  Is  there  any  dis- 

cussion on  this  portion  of  the  report? 

. . . There  being  no  discussion,  the  motion 
as  amended  was  put  to  a vote  and  was  unani- 
mously carried  . . . 

Dr.  Whitbeck:  Yom-  chairman  would  like 


to  thank  the  members  of  his  reference  committee 
for  their  excellent  cooperation.  I would  also 
like  to  commend  the  efficient  help  of  our  secre- 
tary, Mrs.  Cathleen  Thayer. 

Mr.  Speaker,  I move  the  adoption  of  this 
report  as  a whole  as  amended. 

Dr.  Bennett:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Vice-Speaker  Babbage:  Thank  you  very 

much.  Dr.  Whitbeck.  {Applause) 

Now,  we  will  have  that  poet  from  St.  Law- 
rence County  give  his  report,  William  R.  Car- 
son,  M.D.,  on  Reports  of  Officers  A. 

Reference  Committee  on 
Reports  of  Officers  A 

Section  145  (see  20) 

Report  of  Reference  Committee  on  Reports  of 
Officers  A;  President 

William  R.  Carson,  M.D.,  St.  Lawrence: 
This  is  the  report  of  the  Reference  Committee  on 
Reports  of  Officers  A,  and  I would  like  to  express 
my  appreciation  to  the  members  of  my  com- 
mittee for  their  help  and  also  for  their  patient 
tolerance  of  a neophyte  chau'man.  I also  would 
like  to  thank  our  secretary.  Miss  Vera  Battersby, 
who  was  of  great  assistance  to  us. 

I hope  you  will  bear  with  the  idiosyncrasies 
of  making  acknowledgments  first.  It  is  not 
that  I am  trying  not  to  conform  with  parlia- 
mentary procedure;  it  is  just  that  I like  to 
blow  the  froth  off  the  beer  first.  (Laughter) 

Joseph  A.  Lane,  M.D.,  president  of  this 
Society,  has  presented  a succinct  but  compi-e- 
hensive  report  of  his  year’s  activities.  He 
expresses  satisfaction,  as  well  he  might,  with  its 
accomplishments  and  courteously  emphasizes 
that  these  were  due  in  gi'eat  part  to  the  coopera- 
tive efforts  of  aU  agencies  of  the  State  Society 
organization.  He  expresses  regret  as  to  the 
problems  not  solved  during  the  year. 

He  found  a source  of  giatification  in  the 
opportunity  of  visiting  many  county  societies 
and  particularly  those  smaller  societies  of  limited 
membership,  feeling  that  such  visits  are  produc- 
tive of  many  bilateral  benefits  and  improved 
relationships  between  county  and  state  societies. 
The  policy  of  alternating  meetings  of  the  Coun- 
cil and  the  executive  committee  has  been  con- 
tinued, and  it  has  apparently  worked  well  with 
no  indication  of  delay  or  impediment  to  the 
Society. 

He  mentions  many  meetings  of  the  Planning 
Committee  duiing  the  year  but  gi'aciously 
leaves  to  them  the  task  of  making  their  own 
report  of  progi'ess.  He  is  concerned  about  the 
delay  and  slow  rate  of  development  of  the 
Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation;  however,  he  believes  such 
delay  is  primarily  due  to  the  delay  in  decision 
of  the  Internal  Revenue  Department  as  to  the 
tax  status  of  the  proposed  foundation. 

He  reviews  the  founding  of  the  New  York 
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State  Association  of  the  Professions,  comment- 
ing favorably  on  this  organization  and  recom- 
mending to  all  our  members  consideration 
of  aligning  themselves  with  it. 

He  calls  to  om-  attention  the  fact  that  change 
of  the  chai'ter  name  of  the  Society  as  proposed 
will  require  approval  of  the  State  Legislatm'e, 
and  one  wonders  if  it  is  worth  the  trouble, 
although  peihaps  it  might  increase  our  own  self- 
confidence  to  get  something  through  the  State 
Legislatm’e.  {Laughter  and  applause) 

He  calls  attention  to  the  reorganization  of  the 
personnel  and  departmental  responsibihty  of 
the  State  headquartem  office  by  the  executive 
vice-president  and  explains  that  the  removal  of 
the  IBM  machines  made  unnecessary  finding 
new  quarters  for  the  Journal. 

He  speaks  kindly  of  the  Department  of 
Communications,  emphasizing  that  many  criti- 
cisms of  this  department  by  the  membei'ship, 
while  perhaps  justified,  are  not  due  to  neglect 
but  to  a limited  budget. 

Under  legislation  he  reviews  the  two  main 
problems,  one  on  the  State  level,  namely,  the 
licensing  of  chiropi’actors,  already  lost;  the 
other  on  the  national  level  concerning  care  of 
the  aged  under  Social  Secm*ity. 

He  praises  the  improvement  in  the  Journal 
and  the  honors  won  by  the  Journal  in  scientific 
content  during  the  year  but  has  words  of  won’y 
as  to  its  financial  stabihty. 

He  discusses  many  of  the  problems  inherent 
in  medical  education,  noting  that  the  trend 
toward  decrease  in  applications  to  medical 
schools  reversed  itself  during  this  year,  but  the 
number  of  applications  is  still  too  few,  and 
medicine  no  longer  attracts  the  outstanding 
type  of  student  it  once  did.  He  informs  us  as 
to  new  schools  proposed  for  New  York  State 
and  also  talks  of  the  problem  in  the  field  of 
interns  and  residents,  which  problem  is  receiv- 
ing considerable  study  on  all  levels.  He  stated 
that  at  a recent  meeting  of  the  Association  of 
American  Medical  Colleges,  which  he  attended, 
much  of  the  discussion,  hot  hpanel  and  indi- 
vidual, had  to  do  with  this  area  of  medical 
practice. 

He  approves  the  Planning  Committee’s  idea 
of  a small  committee  with  limitation  of  tenure 
of  membership.  He  is  justifiably  proud  of  the 
work  of  the  Budget  Committee,  the  fact  that 
the  budget  is  periodically  reviewed,  it  has  been 
followed,  and  there  is  every  expectation  that  the 
Society  will  end  the  year  in  the  black. 

He  applauds  the  Woman’s  Auxiliary.  He  di- 
rects om-  attention  to  the  Physicians’  Home  and 
asks  for  our  support.  He  stresses  new  and 
serious  problems  confronting  medicine  and  our 
Society,  in  particular  the  association  of  hospi- 
tals and  union  health  centers  for  the  care  of 
subscribers,  and  states  that  one  of  the  local 
metropolitan  county  society  organizations  has 
instituted  legal  proceedings  to  determine  the 
legahty  of  such  plans. 

This  is  a report  of  a man  who  has  given  much 
of  himself  to  the  Society  and  who  has  done  his 
work  well.  We  believe  the  Medical  Society  of 
the  State  of  New  York  to  be  fortunate  to  have 


had  Joseph  Lane  of  Rochester  as  its  chief  execu- 
tive the  past  year,  and  this  report  demonstrates 
why.  We  ai’e  sympathetic  with  him  in  his 
defeats  but  know  he  did  himself  and  us  proud 
in  the  fight.  We  appreciate  his  victories  and 
the  fact  that  they  have  made  us  the  gainers. 
He  and  his  fellow  officers,  thi’ough  our  executive 
vice-president,  have  brought  fiscal  responsi- 
bility back  to  this  Society.  We  recommend 
approval  of  our  president’s  report. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Edward  Siegel,  M.D.,  Clinton:  I second  it. 

. . . The  motion  was  can-ied  by  acclama- 
tion . . . 

Section  146  {see  21) 

Report  of  Reference  Committee  on  Reports  of 
Officers  A:  President-Elect 

Dr.  Carson:  The  incisive,  masterly  pres- 
entation of  our  president-elect,  WUham  L. 
Wheeler,  Jr.,  M.D.,  was  an  impressive  sum- 
mary of  the  ills  affecting  the  body  medical  of 
New  York  State. 

In  an  assured,  thorough  manner,  this  able 
diagnostician  recognized  and  probed  the  tender 
spots  to  direct  his  and  om'  attention  to  the 
underlying  disease  processes.  His  open  avowal 
and  recognition  of  the  basic  importance  of  a 
general  practitioner  in  the  medical  picture  is  a 
basic  truth  too  frequently  ignored  or  evaded  or 
paid  supei-ficial  hp  service. 

He  is  alarmed,  as  are  many  of  you,  by  the 
employment  of  full-time  physicians  by  hos- 
pitals, believing  that  such  procedure  is  neither 
necessary  nor  desu’able  for  aU  hospitals. 

He  emphasized  that  good  medical  care  is 
not  the  sole  pierogative  of  any  group  or  any 
segment  of  medicine,  but  one  that  vitally 
concerns  aU  of  us;  nor  is  the  evaluation  of 
the  quahty  of  such  care  a prerogative  of  any 
single  group,  any  single  individual,  or  any 
segment  of  our  profession. 

He  expresses  concern  about  labor  health 
centers  in  the  metropolitan  area  which  have 
precipitated  problems  calhng  for  solution.  He 
stated  that  some  of  these  health  centem  give 
excellent  medical  care,  but  in  the  case  of  some 
others,  he  feels  that  the  quality  of  care  could  be 
improved  and  suggests  a special  committee  of 
this  Society  to  work  with  such  health  centers  to 
implement  his  suggestion  of  needed  improve- 
ment. 

He  expresses  considerable  concern  about 
intern  and  resident  programs  and  particularly 
about  the  resolution  of  the  House  of  Delegates 
of  the  American  Medical  Association  relative 
to  a fixed  percentage  of  gi-aduates  of  United 
States  and  Canadian  schools  necessary  for 
approval  of  an  internship.  The  incisive  con- 
sideration of  this  proposal  is  in  the  province 
of  another  reference  committee.  However,  in 
relation  to  this  he  makes  one  point  which  we 
feel  needs  emphasis  and  deserves  repetition, 
and  that  is  that  matters  having  to  do  with 
professional  or  scientific  or  educational  eval- 
uation require  decisions  based  on  scientific 
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evaluation,  and  only  by  this  method.  They 
are  not,  and  should  not  be,  influenced  by  extra- 
neous poHtical  or  economic  factors,  not  that  such 
factors  may  not  be  of  great  importance,  but 
we  do  ourselves  a disservice  if  we  allow  even  an 
intimation  that  they  may  play  a part  in  a 
professional  decision. 

He  warns  of  the  impending  bill  about  care 
of  the  aged  through  Social  Security  and  con- 
comitantly praises  the  New  York  65  program. 

His  remarks  about  the  State  Journal  are 
noted,  but  consideration  of  this  rightfully  is  a 
province  of  another  reference  committee. 

He  emphasizes  that  each  of  us  must  accept 
our  share  of  responsibility  for  our  profession, 
but  there  is  a gi-eat  need  for  medical  repre- 
sentatives ready  to  speak  for  the  cause  of 
medicine,  willing  to  put  the  profession  above 
self-interest  and  self-aggrandizement.  This  is  a 
challenge  facing  each  and  every  one  of  us. 

Your  committee  believes  he  has  accurately 
evaluated  our  symptomatology  and  diagnosed 
our  ills.  We  look  forward  to  the  coming  year 
with  eagerness  and  confidence  as  to  his  resolute 
treatment  of  such  ills,  so  it  is  without  reservation 
that  we  approve  the  report  of  our  president- 
elect and  ask  this  House  to  do  likewise. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Jeff  J.  Coletti,  M.D.,  Nassau:  I second  it. 

. . . The  motion  was  carried  by  acclama- 
tion . . . 

Section  147 

Report  of  Reference  Committee  on  Reports  of 
Officers  A:  Secretary 

Dr.  Carson:  The  report  of  our  secretary 
indicates,  as  one  would  expect  with  an  efficient 
and  diligent  officer  such  as  Waring  WiUis, 
M.D.,  that  all  routine  matters  have  been  taken 
care  of  with  dispatch  and  without  furor.  This 
includes  stenotyped  reports  of  this  House,  of 
the  Council  meetings,  of  the  Board  of  Trustees, 
and  of  the  Judicial  Council,  and  the  preparation 
of  and  editing  of  minutes  of  the  Council  for 
distribution.  He  has  described  his  duties  as 
to  the  keeping  of  records,  notification  of  ofEcem, 
notification  of  committee  members  as  to 
appointment,  and  notification  of  life  members 
as  to  election. 

He  reports  our  membership  rolls  show  a gain 
of  50  over  1961  and  between  1,200  and  1,300 
over  the  past  ten  years. 

In  reviewing  the  Physicians  Placement 
Bureau,  he  calls  attention  to  the  efforts  of  this 
oflSce  to  fill  the  requests  from  communities  for 
needed  physicians  and  reviews  the  procedures 
used  to  attempt  to  meet  this  growing  need. 
He  admits  younger  physicians  are  apparently 
not  interested  in  rural  practice,  and  filling  the 
demands  for  needed  doctors  becomes  increas- 
ingly difficult. 

With  the  new  communities  asking  for  help 
during  the  past  year,  there  are  now  75  com- 
munities in  the  State  of  New  York  who  are  in 
need  of  medical  service  and  looking  for  a 
medical  practitioner.  WhUe  we  realize  that 


the  work  of  this  Physicians  Placement  Bureau 
is  necessary  and  helpful,  it  also  is  evident  that 
it  is  not  filling  the  need  and  in  itself  is  unable 
to  supply  communities  with  needed  medical 
service.  The  increase  to  75  communities  high- 
lights the  increasing  severity  of  this  problem  and 
indicates  the  need  for  other  approaches  in  our 
attempt  to  solve  it.  However,  we  do  not 
believe  that  the  medical  profession  has  a 
priority  of  interest  in  the  people’s  welfare  or  in 
their  health,  and  therefore,  we  would  suggest 
that  the  Planning  Committee  of  this  Society 
undertake  to  form  a joint  action  committee 
with  the  representatives  of  the  medical  schools 
of  this  State  to  study  this  problem  and  seek  a 
solution.  Some  believe  the  condition  can  be 
alleviated  by  some  changes  in  curricula,  others 
by  changes  in  admission  procedures,  and  others 
by  preceptorship,  either  to  individual  physicians 
or  community  hospitals.  In  any  event,  it  is  a 
problem  this  Society  can  no  longer  ignore. 
We  must  seek  cooperation.  If  we  don’t  get  it, 
then  we  must  try  to  do  something  on  our  own. 

The  secretary  reviews  the  appointments  made 
during  the  year,  including  the  appointment  of 
those  physicians  who  represent  our  Society  at 
the  annual  meetings  of  the  societies.  These 
names  are  £ill  well  known  and  respected,  and 
we  are  sure  will  be  a credit  to  our  Society, 
although  we  must  admit  some  degree  of  doubt 
relative  to  the  delegate  to  New  Jersey,  namely, 
“assignment  deferred.” 

He  reviews  appointments  to  State  boards 
and  itemizes  meetings  he  has  attended  in  his 
official  capacity. 

This  is  a report  of  a devoted  servant  of  this 
Society  who  has  done  his  work  well,  and  we 
express  what  we  are  sure  is  the  desire  of  this 
House  in  extending  to  him  our  gratitude  and 
appreciation. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Reid  R.  Heffner,  M.D.,  Westchester:  I 

second  it. 

. . . The  motion  was  carried  by  acclama- 
tion . . . 

Section  148  {see  14) 

Report  of  Reference  Committee  on  Reports  of 
Officers  A:  Executive  Vice-President 

Dr.  Carson:  This  is  a report  of  a busy  man,  a 
talented  administrator,  a man  in  love  with  his 
job  and  loyal  to  the  organization  he  represents. 

In  his  report  he  first  emphasizes  that  he  is 
not  a policy  maker  but  that  his  job  is  to  imple- 
ment the  decisions  of  this  House  and  its  Council. 
He  reviews  the  reorganization  of  the  State 
Society  office  force  and  the  new  departmental 
assignments.  This  covers  a particularization  of 
the  chain  of  command  and  with  individual 
duties  clearly  indicated  in  his  table  of  organi- 
zation. He  summarizes  the  proposed  functions 
of  a field  service  under  the  Department  of 
Communications  and  in  his  supplementary 
report  indicates  that  two  of  these  field  men 
have  been  appointed.  There  were  some  ques- 
tions and  qualms  expressed  as  to  whether  such 
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field  workers  would  actually  be  helpful  to  the 
county  organizations,  but  with  the  discussion  it 
became  clear  that  this  opinion  was  based 
primarily  on  previous  experiences  and  not  on 
the  proposed  schedule  of  duties  as  outlined  in 
the  report  of  the  executive  vice-president. 
Relative  to  this,  the  committee  has  the  as- 
surance of  the  executive  vice-president  that  in 
the  event  this  field  service  does  not  prove 
worth-while  and  effective,  it  will  be  abandoned. 

He  summarizes  under  his  new  business 
division  personnel  matters,  testing  of  new 
employes,  and  a special  services  department. 

He  emphasizes  again  his  opposition  to  deficit 
budgeting  and  the  proper  preparation  of  a 
realistic  budget  based  not  only  on  our  needs  but 
on  our  income  and  assures  us  that  this  has  been 
the  case  for  1963. 

He  reviews  the  “elimination  of  overtime,” 
the  need  for  bringing  the  membership  depart- 
ment up  to  date,  as  well  as  its  records,  and 
revamping  of  the  staff  manual. 

He  discusses  Journal  finances,  but  this  is  a 
matter  of  concern  to  another  reference  com- 
mittee. Mailing  of  the  Newsletter  has  been 
farmed  out  and  will  save  considerable  money. 
He  has  organized  staff  meetings  on  a regular 
basis. 

During  the  year  he  has  served  also  as  the 
adviser  to  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York,  and  he 
reviews  his  work  in  this  area  as  well  as  the 
work  of  the  Auxiliary,  stating  that  over  the 
year  he  has  stressed  the  primary  objectives  of 
the  Medical  Society  and  the  need  that  they 
identify  their  goals  with  ours.  He  is  par- 
ticularly pleased  with  the  establishment  of  a 
committee  on  public  health  and  education  to 
work  with  Dr.  Greenough’s  committee  of  the 
State  Society.  He  expressed  his  pleasure  at 
working  with  Mrs.  Ulrich,  while  praising  her 
interest  and  ability. 

Following  the  convention  last  year,  he 
organized  a postconvention  evaluation,  re- 
viewing all  proceedings,  contacting  every 
delegate  for  an  expression  of  opinion  as  to  the 
innovations,  namely,  as  to  elimination  of 
evening  sessions,  improved  registration  facilities, 
sergeant-at-arms,  and  information  desk.  There 
were  suggestions  in  favor  of  sitting  alternates 
and  executive  secretaries  with  respective  del- 
egations; also  to  limit  use  of  microphones  by 
one  speaker  on  one  question,  rules  to  require  one 
year’s  service  in  the  House  of  Delegates  before 
one  is  eligible  for  reference  committees,  to 
request  that  reference  committees  announce 
time  schedules  when  certain  matters  will  be 
studied  by  their  committees,  for  the  convenience 
of  members  desiring  to  attend. 

He  lists  a detailed  and  awesome  number  of 
meetings,  functions,  and  dinners  attended 
during  the  past  year  that  leaves  me  in  wide- 
eyed  admiration  of  the  resiliency  of  man’s 
gastrointestinal  tract.  {Laughter)  However, 
all  these  meetings  were  important  to  our 
Society,  some  directly  so  with  legislators  and 
administrators,  some  economically  beneficial, 
some  scientifically  important.  At  these  meet- 


ings he  has  presented  our  point  of  view  intel- 
ligently, insidiously,  sometimes  bravely,  and 
accurately. 

He  has  fought  when  indicated,  compromised 
when  necessary,  but  always  with  the  realization 
that  he  was  representing  us  and  working  for 
our  interests.  He  reports  on  the  increase 
of  six  delegates  to  the  House  of  Delegates  of 
the  American  Medical  Association.  He  reviews 
in  detail  the  report  of  the  California  Bureau  of 
Research  and  Planning,  and  we  would  all 
do  well  to  read  this  portion  of  his  report,  which 
he  promises  will  be  called  to  the  attention  of 
and  made  available  to  our  own  Planning 
Committee.  His  supplementary  report  deals 
chiefly  with  the  battle  of  licensing  of  chiro- 
practors and  is  the  task  of  another  reference 
committee. 

This  report  of  your  executive  vice-president 
is  one  of  accomplishment,  it  is  one  of  things 
done,  and  one  of  promises  of  things  yet  to  be 
done.  Reorganization  of  our  headquarters 
will  result  in  more  efficiency,  more  loyalty, 
and  more  economy.  Responsibility  is  pin- 
pointed, new  people  know  what  they  are 
expected  to  do  and  what  they  are  not  expected 
to  do,  and  the  administrator  knows  whom  to 
blame  if  it  is  not  done.  Lax  budgetary  practices 
of  the  past  have  been  eliminated.  He  promises 
us  we  wfll  live  within  our  means,  and  if  per- 
chemce  this  Medical  Society  does  happen  to 
lose  money  again,  it  seems  at  least  we  can  know 
that  we  will  lose  it  in  a business-like  way. 
{Laughter) 

One  stands  aghast  at  his  inexhaustible 
energy,  his  ready  grasp  of  all  detail,  and 
appreciation  of  basic  philosophy.  Your  ref- 
erence committee  feels  this  report  is  a docu- 
ment of  many  things  done  which  were  long 
overdue  but,  more  important,  a promise  of 
many  more  things  that  wfll  be  done.  Our 
craft  has  always  been  seaworthy,  most  of  the 
time  om’  chai’ts  are  adequate,  now  it  woifld 
appear  we  have  a pilot  of  experience,  ability, 
and  devotion  to  the  owners.  We  can  only 
approve  with  appreciative  enthusiasm  what  he 
has  done  and  anticipate  with  hope  and  pleasure 
what  he  will  do  in  the  future. 

. . . The  audience  arose  and  applauded  . . . 

Dr.  Carson:  Mr.  Speaker,  I move  approval 
of  this  portion  of  the  report. 

Dr.  CoLETTi:  I second  it. 

. . . The  audience  arose  and  applauded  . . . 

Vice-Speaker  Babbage:  I do  not  think  the 
Speaker  needs  to  have  any  vote  on  that. 

Dr.  Carson:  Mr.  Speaker,  I move  the 

adoption  of  the  report  as  a whole. 

Arthur  H.  Diedrick,  M.D.,  Westchester: 
I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Vice-Speaker  Babbage:  Thank  you  very 
much.  Dr.  Carson.  {Applause) 

I will  now  turn  the  chair  over  to  the  Speaker. 

Speaker  Wurzbach:  Thank  you.  Dr.  Bab- 
bage. 

We  will  have  time  for  one  more  report  this 
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morning,  and  I will  now  call  upon  Abraham  W. 
Freireich,  M.D.,  for  the  report  of  the  Reference 
Committee  on  Scientific  Activities  and  Pub- 
hcations  A. 

Samuel  Lieberman,  M.D.,  Bronx:  Mr. 

Speaker,  before  this  report  is  given,  I would 
like  to  make  a comment,  and  that  is  following 
Dr.  Cai'son’s  report,  we  can  weU  understand 
that  the  outlook  for  the  future  of  the  practice 
of  medicine  is  not  as  dark  as  it  seems.  He  has  a 
gi’eat  deal  of  levity,  if  not  brevity.  {Applause) 

Speaker  Wurzbach:  That  is  refeiTed  to  Dr. 
Caison. 

Dr.  Carson:  Mr.  Speaker,  a man  cannot  be 
short  in  everything.  {Laughter  and  applause) 

Reference  Committee  on 
Scientific  Activities  and 
Publications  A 

Section  149  {see  7,  8,  15) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A 

Abraham  W.  Freireich,  M.D.,  Nassau: 
Mr.  Speaker  and  members  of  the  House,  your 
Reference  Committee  on  Scientific  Activities 
and  Publications  A met  from  2:00  to  5:00 
p.M.  on  Monday,  May  13,  and  10:00  a.m.  to 
1:00  P.M.  and  2:00  to  5:00  p.m.  on  Tuesday, 
May  14.  The  first  two  sessions  were  attended 
by  a group  of  interested  physicians  who  par- 
ticipated in  the  discussions.  A few  of  these 
physicians  stayed  with  the  reference  committee 
throughout  all  the  open  sessions. 

Your  reference  committee  reviewed  the 
report  of  the  Council  Committee  on  Public 
Health  and  Education  and  its  18  subcommittees 
which  are  included  in  the  handbook.  The 
conunittee  also  considered  the  supplementai-y 
report  of  the  Subcommittee  on  Accident 
Prevention,  63-A;  the  supplementary  report  of 
the  Subcommittee  on  Physical  Medicine  and 
Rehabihtation,  63-B;  and  the  supplementary 
report  of  the  Committee  on  Pubhc  Health  and 
Education,  63-J. 

James  Greenough,  M.D.,  chauman  of  the 
Council  Committee  on  Public  Health  and 
Education,  was  in  attendance  during  all  the 
discussions  and  was  very  helpful  to  yoiu' 
reference  committee  and  its  dehberations. 

Section  150 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Public  Health  and 
Education 

Dr.  Freireich:  The  report  of  the  Council 
Committee  on  Pubhc  Health  and  Education 
was  reviewed.  Your  reference  committee  noted 
the  fact  that  Dr.  Greenough  and  his  committee 
were  unhappy  that  Herman  E.  Hilleboe,  M.D., 
had  to  resign  as  State  Commissioner  of  Health 
for  reasons  of  health.  We  also  feel  that  Dr. 
Hilleboe  will  be  missed  by  the  members  of  the 


State  Medical  Society.  We  are  sure  that  the 
new  commissioner,  HoUis  S.  Ingraham,  M.D., 
will  continue  the  very  fine  relationship  between 
the  State  Health  Department  and  the  Medical 
Society  of  the  State  of  New  York  which  has 
existed  previously. 

We  are  also  sorry  that  Leona  Baumgartner, 
M.D.,  has  left  New  York  City  but  look  foi-ward 
to  similar  cooperation  from  George  James, 
M.D.,  the  present  Commissioner  of  Health  of 
the  City  of  New  York. 

Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report. 

Kent  W.  Jarvis,  M.D.,  Oswego:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  151  {see  7) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Accident  Prevention 

Dr.  Freireich:  The  report  of  this  sub- 

committee is  in  supplementary  report  63-A. 
Yom  reference  committee  noted  with  approval 
the  proposed  examination  of  drivers  for  visual 
acuity  although  there  were  several  comments 
concerning  the  fact  that  legislation  had  been 
passed  calling  for  examination  of  drivers  of 
motor  vehicles  for  visual  acuity  every  nine 
years.  It  was  agreed  that  nine  years  was  too 
long  an  interval  at  certain  age  levels.  Yom' 
reference  committee  feels  that  this  is  an  initial 
step  in  the  evaluation  of  operators  of  motor 
vehicles. 

Section  II  of  the  supplementary  report  of  the 
Subcommittee  on  Accident  Prevention  refers 
to  the  “Good  Samaritan”  BiU,  which  was 
passed  by  the  1963  State  Legislatm'e  but  was 
vetoed  again  by  Governor  Rockefeller.  Your 
reference  committee  recommends  that  this  bill 
be  introduced  again  next  year. 

Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report. 

Samuel  Lieberman,  M.D.,  Bronx:  I second 
it. 

Speaker  Wurzbach:  Is  there  any  discus- 
sion? 

Executive  Vice-President  Fineberg:  Is 

that  a statement  that  the  bill  was  vetoed  in 
1963  by  the  Governor? 

Dr.  Freireich:  Yes. 

Executive  Vice-President  Fineberg:  That 
is  contrary  to  the  fact.  The  bill  was  passed  in 
the  Senate  but  was  defeated  in  the  Assembly  by 
69  to  66.  It  did  not  get  to  the  Governor’s 
desk,  and  I think  that  coiTection  should  be 
made. 

Speaker  Wurzbach:  That  correction  is 

entered  in  the  minutes. 

Dr.  Freireich:  I will  accept  that  cor 

rection.  Yom  reference  committee  was  incor 
rectly  informed. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried  . . . 

Dr.  Freireich:  Yom  reference  committee 
notes  that  only  six  out  of  86  high  schools  in  the 
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metropolitan  ai’ea  conduct  driver  training 
courses.  In  view  of  the  statistically  proved 
reduction  in  the  number  of  accidents  by  persons 
who  have  had  a course  in  di'iver  education,  your 
reference  committee  concurs  with  this  portion 
of  the  report  which  recommends  that  the 
Medical  Society  go  on  record  urging  expansion 
of  driving  instruction.  Several  interested  phy- 
sicians spoke  on  this  matter,  and  your  reference 
committee  wishes  to  recommend  that  didver 
education  be  included  in  the  curriculum  of  the 
high  schools  in  New  York  State. 

Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report. 

Thomas  S.  Bumbalo,  M.D.,  Erie:  I second 
it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  152 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Addiction  to  Alcohol 
and  Narcotics 

Dr.  Freireich:  Your  reference  committee 

gave  careful  consideration  to  the  eleven  sec- 
tions incorporated  in  this  report  and  approves 
it  with  special  emphasis  on  section  8,  having  to 
do  with  reporting  of  addicts.  Granville  W. 
Larimore,  M.D.,  of  the  State  Department  of 
Health,  adviser  to  this  subcommittee,  attended 
its  deliberations  and  agreed  that  information 
concerning  the  physician’s  responsibility  in 
reporting  addicted  patients  should  be  mailed  to 
all  of  the  doctors  in  the  State. 

With  respect  to  section  10  of  this  subcom- 
mittee report,  entitled  “Telephone  Prescription 
of  Class  B Narcotics,”  your  reference  committee 
was  informed  that  an  act  to  amend  the  Public 
Health  Law  in  relation  to  authorization  of  oral 
prescriptions  of  narcotic  drugs  by  medical 
practitioners,  which  would  permit  such  pre- 
scriptions to  be  ordered  over  the  telephone 
provided  a written  prescription  was  furnished 
the  pharmacist  within  seventy-two  hours  after 
the  prescription  was  compounded,  was  passed 
by  both  the  Assembly  and  Senate  of  the  1963 
State  Legislature.  This  bill  was  vetoed  by 
Governor  Rockefeller.  Your  reference  com- 
mittee feels  that  this  action  by  the  Governor 
was  ill  advised  and  recommends  that  such 
legislation  be  introduced  again  next  year. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Willard  J.  Chapin,  M.D.,  Wyoming:  I 

second  the  motion. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  amd  was  unanimously  carried  . . . 

Section  153  {see  15) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Aging  and  Nursing 
Homes 

Dr.  Freireich:  Your  reference  committee 
noted  with  approval  the  very  important  work  of 
this  committee  in  promoting  accreditation 


standards  for  nursing  homes.  The  report  of 
the  Joint  Accreditation  Committee  of  the 
American  Medical  Association  and  the  American 
Nursing  Home  Association  on  this  subject 
should  help  greatly  in  this  respect. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Bumbalo:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  154  {see  15) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Cancer 

Dr.  Freireich:  Your  reference  committee 
heartily  agrees  with  this  subcommittee  that 
efforts  to  coordinate  cancer  control  activities  of 
the  various  voluntary,  governmental,  and 
medical  agencies  should  be  carried  out.  The 
subcommittee  should  be  lauded  for  its  decision 
to  act  itself  as  a coordinating  group.  The 
meeting  scheduled  for  May,  1963,  for  this 
purpose  should  be  very  productive. 

Your  reference  committee  noted  that  at  its 
meeting  in  January,  1963,  the  Subcommittee  on 
Cancer  passed  a resolution  against  smoking, 
indicating  the  Medical  Society’s  acceptance 
of  the  relationship  between  cigaret  smoking 
and  lung  cancer.  Further  comments  from 
your  reference  committee  on  this  subject 
will  appear  subsequently  in  the  discussion  of 
resolutions. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Bumbalo:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  155 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Chronic  Pulmonary 
Diseases 

Dr.  Freireich:  This  subcommittee  has 

been  functioning  for  only  one  year.  Your 
reference  committee  approves  the  report  and 
notes  particularly  the  proposal  to  meet  with 
representatives  of  the  State  Health  Depart- 
ment to  review  all  available  diagnosis  and 
treatment  facilities  for  patients  with  non- 
tuberculous  respiratory  diseases. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Jarvis:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  156  {see  15) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Continuing  (Post- 
graduate) Education 

Dr.  Freireich:  The  report  of  the  Sub- 

committee on  Continuing  (Postgraduate)  Ed- 
ucation was  the  subject  of  considerable  discus- 
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sion  by  many  of  the  physicians  attending  your 
reference  committee’s  deliberations.  Your  ref- 
erence committee  was  informed  by  Dr.  Green- 
ough  that  negotiations  are  going  forward 
for  the  Empire  State  Medical,  Scientific  and 
Educational  Foundation,  Inc.,  to  obtain  funds 
for  an  extensive  study  of  present  methods  of 
continuing  postgraduate  education  and  plans 
for  improving  these  methods.  It  is  hoped  that 
such  a grant  will  enable  the  preparation  of 
questionnaires  directed  particularly  to  upstate 
physicians  to  ascertain  more  information  con- 
cerning the  best  approach  for  continuing 
education  of  the  practicing  physician.  It  is 
noted  that  the  trend  is  away  from  didactic 
lectures  for  practicing  physicians  and  that  the 
more  intimate  seminar  and  round-table  dis- 
cussions bring  an  increase  in  attendance. 

Your  reference  committee  notes  with  ap- 
proval the  offer  of  Milton  Helpern,  M.D.,  the 
Chief  Medical  Examiner  for  New  York  City 
and  president  of  the  Medical  Society  of  the 
County  of  New  York,  to  conduct  a symposium 
on  “Forensic  Medicine”  in  New  York  City 
this  summer  for  coroners,  medical  examiners, 
and  forensic  pathologists.  Your  reference  com- 
mittee feels  that  this  is  an  example  of  continuing 
postgraduate  education  and  recommends  that 
other  similar  symposia  in  the  specialties  and  in 
family  practice  be  planned. 

Now,  off  the  record. 

. . . Discussion  off  the  record  . . . 

Dr.  Freireich:  A good  deal  of  discussion 
was  held  concerning  the  regulation  of  con- 
tinuing medical  education.  In  this  respect 
your  reference  committee  discussed  the  question 
of  how  such  regulation  could  be  implemented, 
either  by  the  profession  itself  or  by  the  State 
University  of  New  York  by  establishing  a 
division  of  continuing  medical  education,  as 
suggested  in  recommendation  7,  and  expressed 
itself  as  feeling  that  this  question  needs  con- 
siderable further  deliberation  and  hopes  that 
no  premature  regulatory  recommendations  will 
be  forthcoming. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Chapin:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  157 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Diabetes 

Dr.  Freireich:  Your  reference  committee 
notes  with  approval  the  work  of  this  sub- 
committee and  wishes  to  emphasize  the  efforts  to 
encourage  diabetes  detection  by  the  use  of 
postprandial  urine  and  blood  testing.  The 
subcommittee’s  efforts  to  integrate  the  activities 
of  the  State  Society,  the  American  Diabetes 
Association,  and  the  New  York  State  Depart- 
ment of  Health  to  strengthen  further  the  work  of 
education  and  detection  are  noted  with  ap- 
proval. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 


Dr.  Jarvis:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  158 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Film  Review 

Dr.  Freireich:  Your  reference  committee 
notes  with  interest  the  report  of  this  sub- 
committee and  feels  that  greater  use  of  films 
should  be  encouraged.  Your  reference  com- 
mittee proposes  that  the  catalog  of  films 
available  through  the  State  Health  Department 
be  mailed  to  each  county  medical  society  by 
the  State  Health  Department.  It  notes  that 
films  may  be  obtained  from  the  Film  Library, 
New  York  State  Department  of  Health,  84 
Holland  Avenue,  Albany  8,  New  York. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Bumbalo:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  159 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  General  Practice 

Dr.  Freireich:  Your  reference  committee 
reviewed  the  report  of  this  subcommittee  and 
notes  with  approval  the  practice  of  forming  an 
ad  hoc  committee  to  meet  with  the  Subcom- 
mittee on  Youth  Health  and  Physical  Fitness 
when  subjects  of  mutual  interest  are  to  be 
discussed.  Your  reference  committee  recom- 
mends the  further  extension  of  this  idea  when 
the  necessary  overlapping  interests  of  several 
subcommittees  are  brought  up  for  discussion. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Jarvis:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  160 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Glaucoma  and 
Other  Diseases  of  the  Eye 

Dr.  Freireich:  Your  reference  committee 
reviewed  the  report  of  this  subcommittee  and  is 
disturbed  by  the  fact  that  communications  with 
the  Department  of  Motor  Vehicles  have  been 
very  poor  and  that  needless  delay  in  the 
proposed  study  of  this  important  aspect  of 
driving  has  occurred. 

In  this  connection  it  is  noted  that  ophthal- 
mologists who  volunteered  to  carry  out  this 
program  upstate  by  examining  3,000  to  5,000 
drivers  and  potential  drivers  had  rescheduled 
appointments  but  were  unable  to  function 
because  of  a failure  on  the  part  of  the  Depart- 
ment of  Motor  Vehicles  in  getting  the  project 
under  way. 
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Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Jarvis:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  161 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Hard  of  Hearing 
and  the  Deaf 

Dr.  Freireich:  Your  reference  committee 

heartily  approves  the  work  of  this  subcom- 
mittee concerning  industrial  noise  and  oc- 
cupational loss  of  hearing  and  notes  that  this 
aspect  of  the  report  points  up  the  relationship 
between  the  Society’s  Bureau  of  Industrial 
Health  and  Workmen’s  Compensation  and  the 
Committee  on  Pubhc  Health  and  Education. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Chapin:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  162 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Health  Aspects  of 
Ionizing  Radiation 

Dr.  Freireich:  Your  reference  committee 
approves  the  actions  of  this  subcommittee  and 
makes  particular  note  of  the  symposium  on 
radiation  effects  and  safe  procedures  in  medical 
radiation,  scheduled  for  the  General  Session, 
Friday  morning,  May  17,  at  9:30  a.m.  during 
this  annual  meeting  of  the  State  Medical 
Society. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Bumbalo:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  163  {see  15) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Heart  Disease 

Dr.  Freireich:  The  participation  of  this 
subcommittee  in  the  implementation  of  the 
emergency  resuscitation  program  for  physicians 
is  heartily  approved.  Your  reference  com- 
mittee recommends  that  further  “do-it-your- 
self” instruction  with  the  use  of  the  manikin  is 
very  desirable.  The  cooperation  of  the  New 
York  State  Department  of  Health,  the  New 
York  State  Hospital  Association,  and  the  New 
York  Heart  Association  with  the  State  Medical 
Society  is  gratifying. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Bumbalo:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 


Section  164 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Maternal  and 

Child  Welfare 

Dr.  Freireich:  Your  reference  committee 
notes  with  approval  the  progress  of  the  study  of 
maternal  and  neonatal  mortality.  The  pub- 
lication of  information  concerning  maternal 
and  perinatal  mortahties  in  the  Maternal 
Welfare  section  of  the  New  York  State 
Journal  of  Medicine  is  to  be  commended. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Jarvis:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  165  {see  15) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Mental  Hygiene 

Dr.  Freireich:  Your  reference  committee 
notes  with  approval  the  work  of  the  Ad  Hoc 
Committee  on  Psychiatry  for  the  Nonpsychiatric 
Physician  and  is  gratified  that  programs  are 
now  being  given  in  Kings,  Nassau,  Bronx,  St. 
Lawrence,  Albany,  Onondaga,  and  Monroe 
Counties. 

Your  reference  committee  agrees  with  the 
subcommittee  that  more  work  remains  to  be 
done  and  that  this  program  should  be  expanded. 

Your  reference  committee  gave  considerable 
consideration  to  the  role  of  the  psychologist 
and  agreed  that  the  psychologist  fimctions  most 
usefully  in  conjunction  with  a psychiatrist. 
Your  reference  committee  approves  the  efforts 
to  prevent  psychologists  from  performing  ther- 

apy. 

Your  reference  committee  also  notes  the  new 
law  which  changes  admission  procedures  to 
State  mental  hospitals  and  agrees  with  the  sub- 
committee in  recommending  that  a short 
article  be  published  in  the  New  York  State 
Journal  of  Medicine  describing  the  new 
procedure. 

Your  reference  committee  notes  with  grat- 
ification that  the  editor  of  the  Journal  has 
agreed  to  publish  this  article. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Jarvis:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  166 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Operating  Room 
Mortality 

Dr.  Freireich:  Your  reference  committee 
notes  with  approval  the  epidemiologic  study 
concerning  operating  room  mortalities  and  is 
awaiting  further  information  that  will  be 
forthcoming. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 


102  New  York  State  Journal  of  Medicine  / Part  II — September  1,  1963 


Dr.  Chapin:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  167  {see  8) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Physical  Medicine 
and  Rehabilitation 

Dr.  Freireich:  Your  reference  committee 
reviewed  the  report  of  this  subcommittee  in  the 
handbook  and  the  supplementary  report,  63-B. 

Your  reference  committee  feels  that  section 
(1)  of  the  supplementary  report,  entitled 
“Auxiliary  Rehabilitation  Facilities,”  was  am- 
biguous and  not  applicable,  particularly  that 
portion  which  states  that  it  would  be  desirable 
to  have  a recognized  specialist  function  as  a 
director  of  rehabilitation.  Y our  reference  com- 
mittee disapproves  that  portion  of  the  first 
paragraph  which  reads,  “The  director  of 
rehabilitation  should  have  a good  knowledge  of 
medicine  as  well  as  rehabilitation  and  have 
trained  professional  personnel  and  money  to 
back  him  up.  He  would  not  necessarily  be  a 
physiatrist,  but  it  is  desirable  that  he  be  a 
recognized  specialist  and  be  listed  in  the  State 
Health  Department  file  of  consultants  or  one  of 
the  related  specialty  lists.  In  addition ...” 
Your  reference  committee  agrees  that  if  this 
first  paragraph  reads  as  follows,  it  approves  the 
supplementary  report:  “The  subcommittee 

considered  and  favored  the  establishment  and 
maintenance  of  medical  rehabilitation  services 
by  hospitals  located  in  areas  of  the  State  which 
are  remote  from  and  are  not  conveniently 
served  by  primary  and  secondary  centers. 
Outpatient  treatment  as  well  as  inpatient 
care  and  beds  must  be  available  in  these  units, 
which  should  be  under  the  full-time  direction 
and  supervision  of  a physician.  He  would  be 
required  to  have  at  least  a three-month  program 
of  training  in  rehabilitation  medicine,  preferably 
pursued  on  a rotation  basis  in  two  or  three 
medical  college-associated  rehabilitation  cen- 
ters.” 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Jarvis:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  168 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Youth  Health  and 
Physical  Fitness 

Dr.  Freireich:  The  work  of  this  sub- 

committee in  attempting  to  eliminate  un- 
necessary, repetitious  physical  examination  in 
public  schools  and  in  drafting  a form  for 
minimum  standards  for  school  health  ex- 
amination and  drawing  up  standards  for  the 
New  York  Athletic  Protection  Plan,  as  well 
as  the  revision  of  the  Manual  of  School  Health 
Services,  is  heartily  approved. 


Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Bumbalo:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  169  {see  51,  53,  82,  93) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Resolutions  re 

Cigaret  Smoking 

Dr.  Freireich:  Resolutions  63-14,  63-16, 
63-45,  and  63-55,  referred  to  your  reference 
committee,  are  all  on  the  subject  of  cigaret 
smoking  and  lung  cancer  and  heart  disease. 
Your  reference  committee  recommends  that 
these  four  resolutions  be  combined  and  that 
resolution  63-45  be  adopted  with  the  following 
amendment: 

In  the  first  “whereas”  the  word  “probably” 
be  deleted  and  “notably  cardiovascular”  be 
inserted  after  the  words  “other  diseases.” 

The  first  “whereas”  will  then  read  as  follows: 

Whereas,  The  preponderance  of  the 
evidence  indicates  that  cigaret  smoking  is 
implicated  in  the  genesis  of  lung  cancer  and 
other  diseases,  notably  cardiovascular,  and  is 
detrimental  to  health  in  other  fields;  and 

Your  reference  committee  recommends  ap- 
proval of  the  incorporation  of  these  four 
resolutions  and  the  adoption  of  resolution  63-45 
as  amended. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Chapin:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  1 70  {see  59) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Education  and 

Training  of  More  Practicing  Physicians 

Dr.  Freireich:  This  resolution  63-22  is 

similar  to  62-25  presented  at  the  1962  session 
of  the  House  of  Delegates,  which  was  referred 
to  the  Council  Committee  on  Public  Health 
and  Education.  The  committee  reports  in  its 
annual  report  that  it  does  not  feel  that  any 
action  should  be  taken  on  resolution  62-25 
until  the  report  of  the  Special  Committee 
to  Study  Medical  Education  in  New  York 
State  has  been  submitted  to  the  Governor  and 
has  been  made  public.  Your  reference  com- 
mittee feels  the  same  way  about  resolution  63-22 
and  also  feels  that  an  arrangement  whereby 
medical  students  desiring  a future  in  investiga- 
tive medicine  and  the  teaching  of  medicine  are 
separated  from  those  desiring  a future  in  clinical 
medicine  is  an  impossible  task.  Therefore, 
your  reference  committee  recommends  dis- 
approval of  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Chapin:  I second  it. 

. . . There  being  no  discussion,  the  motion 
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was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  1 71  (see  60) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Six-Year  Combined 
Course  for  Medical  Students 

Dr.  Freireich:  This  resolution  63-23  is 

similar  to  62-63  introduced  at  the  1962  session 
of  the  House  of  Delegates. 

After  considerable  discussion  your  reference 
committee  feels  that  this  is  not  the  proper 
approach  toward  attracting  better  students  to 
the  medical  profession  and  recommends  dis- 
approval of  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Jarvis;  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  172  (see  74) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Reduction  of  Auto- 
mobile Accidents — Resolution  63-37 

Dr.  Freireich:  Your  reference  committee 
feels  that  this  resolution  deals  with  matters 
not  directly  concerned  with  the  function  of  the 
Medical  Society  of  the  State  of  New  York, 
particularly  the  last  “resolved”  which  has  to 
do  with  citizens  expressing  themselves  to  auto- 
mobile manufacturers.  Your  reference  com- 
mittee agrees  that  studies  concerning  the 
internal  and  external  structure  of  automobiles 
should  be  continued  and  wishes  to  refer  to  the 
present  study  being  conducted  by  the  Cornell 
Aeronautic  Research  group  and  by  the  State 
of  Massachusetts  in  this  regard. 

Your  reference  committee  recommends  that 
no  action  be  taken  on  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Chapin:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  1 73  (see  95) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Opposition  to 

Smoking  and  the  Advertising  Technics  Employed 

Dr.  Freireich:  This  resolution  63-57  was 
discussed  at  great  length.  Y our  reference  com- 
mittee recommends  a change  in  the  third 
“whereas”  by  deleting  the  words,  “The  cigaret 
manufacturers  in  our  country  apparently  wish 
to  make  lifelong  smokers  of  our  young  people; 
by  . . .”  and  inserting  after  “in  vigorous  oc- 
cupations,” the  words  “tends  to  influence  the 
younger  population,”  so  that  the  third 
“whereas”  reads  as  follows; 

Whereas,  Advertising  in  school  and  college 

papers,  by  sponsoring  broadcasts  of  sporting 

events,  by  relating  smoking  in  advertising 


pictures  to  younger  people  in  romantic  or 
athletic  settings,  by  relating  smoking  in 
advertising  pictures  to  people  in  vigorous 
occupations,  tends  to  influence  the  younger 
population;  now  therefore  be  it  hereby 

Your  reference  committee  also  recommends 
that  the  words  “iiTesponsible  and”  be  deleted 
from  the  first  “resolved.”  This  “resolved” 
would  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  is  convinced  that  such 
advertising  is  not  in  the  best  interests  of  the 
health  of  our  people;  and  be  it  further 

Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report. 

Dr.  Bumbalo:  I second  it. 

Speaker  Wurzbach:  Is  there  any  discus- 
sion on  this  amended  resolution  as  recommended 
by  the  reference  committee? 

Gerald  D.  Dorman,  M.D.,  Councillor: 

Mr.  Speaker,  I would  like  to  see  no  action  taken 
on  this  resolution.  We  have  aheady  passed 
a resolution  against  smoking.  This  resolution, 
although  it  is  well  intended,  I believe  is  poorly 
worded,  even  after  the  amendments  as  sug- 
gested by  your  reference  committee. 

If  we  are  against  smoking,  let  us  not  put  in  a 
resolution  on  the  technics  of  advertising  as  this  \ 
is  listed.  If  we  are  against  smoking,  there  is  | 
no  particulai’  reason  why  we  should  oppose 
merely  advertising  that  appeals  to  the  younger 
generation.  This  is  a technic  that  has  been 
used  in  Great  Britain,  it  is  true.  If  you  are 
against  smoking  completely,  then  you  should 
oppose  aU  smoking  advertising,  and  not  just  a 
technic  on  this  particular  thing. 

As  you  know,  the  U.S.  PubUc  Health  Service  f 
is  bringing  out  an  official  report,  which  is 
expected  by  August  or  shortly  thereafter,  which 
may  condemn  the  use  of  tobacco,  pai*ticulai'ly 
cigaret  smoking,  or  may  not.  At  that  time  I ^ 
think  it  would  be  ample  time  to  go  ahead  and  ^ 
take  action  on  advertising  of  cigarets,  but  I 
move  a substitute  of  no  action  on  this  resolution. 

Samuel  Z.  Freedman,  M.D.,  Assistant  | 
Treasurer:  I second  it.  » 

Speaker  Wurzbach:  Is  there  any  fm-ther  * 
discussion? 

Dr.  Bumbalo:  Mr.  Speaker,  our  committee 
gave  this  considerable  deliberation.  I think 
this  is  a vicious  plan  to  appeal  to  the  young 
people,  the  young  children,  we  have  seen  i 
smoking  from  the  high  school  level  to  the  grade  ? 
school  level.  I think  we  should  not  pussyfoot  ‘ 
on  something  like  this,  and  I think  we  should 
voice  our  opinion  strongly  against  this  advertis- 
ing modality. 

Speaker  Wurzbach:  Is  there  any  fm-ther 
discussion  on  the  amendment? 

Dr.  Freedman:  It  is  not  an  amendment; 

it  is  a substitute  motion. 

Samuel  B.  Burk,  M.D.,  New  York:  Mr. 
Speaker  and  members  of  the  House,  please  take 
note  that  you  are  trying  to  insti-uct  organi- 
zations that  have  sent  in  px-oblems  with  ref- 
erence to  advertising.  Of  course,  they  will 
take  note  of  the  fact  that  we  have  done  what  we  I 
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have  done,  but  from  the  practical  standpoint 
they  will  take  no  further  action  and  do  just  as 
they  like. 

Of  coui’se,  this  is  a health  matter,  and  we  like 
to  help  a resolution  that  deals  with  health,  but 
we  must  be  careful  to  remember  that  this 
matter  is  entirely  a situation  that  is  now,  as 
Dr.  Dorman  says,  in  the  hands  of  the  U.S. 
Public  Health  Service.  After  that  report 
comes  out,  then  it  will  be  plenty  of  time  to 
think  what  action  on  it  ought  to  be  taken. 

William  R.  Carson,  M.D.,  St.  Lawrence: 
Mr.  Speaker,  I am  in  favor  of  the  amendment 
of  Dr.  Dorman’s,  not  particularly  that  I am 
worried  about  antagonizing  Madison  Avenue, 
but  I think  that  the  resolution  is  completely 
ineffective  in  what  it  wants  to  do. 

While  people  debate  about  insecurity,  ad- 
vertisers know  we  are  all  insecure.  This  is 
the  way  they  sell  them.  They  don’t  sell  soap 
by  telling  you  how  pure  it  is;  they  tell  you  how 
dirty  you  are.  They  sell  hair  oil  by  pointing  to 
our  insecurity  of  masculinity;  and  there  is 
the  same  technic  in  this.  Trying  to  stop 
youngsters  from  being  smokers  is  a reprehensible 
thing  because  not  only  will  it  not  be  effective, 
but  it  plants  latent  fears  in  them  that  won’t 
appear  for  a matter  of  time.  If  there  is  any- 
thing we  know  about  young  people,  it  is  that 
they  will  make  decisions  based  on  the  im- 
mediate pleasure  principle  and  not  on  the  long- 
term reality  of  the  thing.  How  are  you 
going  to  scare  somebody  about  something  that 
is  going  to  happen  in  1980  or  fifty  years  from 
now?  If  you  want  young  people  to  stop 
smoking,  we  have  to  appeal  to  them  on  their 
own  terms  and  on  their  own  idealism.  Ask 
them  to  volunteer  to  establish  a corps  or  a 
group  that  will  serve  as  a group  of  guinea  pigs 
for  a lifetime,  making  reports,  etc.  When  we 
ask  for  their  help,  we  ask  them  to  cooperate 
with  us.  We  ask  them  to  do  a service,  and  we 
have  a chance.  If  we  try  to  scare  them,  we 
are  just  wasting  time,  and  we  are  antagonizing 
people,  which  does  not  bother  me  except  it  does 
not  do  any  good,  and  I don’t  see  any  sense  in 
it. 

Speaker  Wurzbach:  Is  there  any  further 
discussion?  If  not,  we  will  then  vote  on  the 
substitute  motion  of  Dr.  Dorman’s  for  no  action. 

. . . There  being  no  further  discussion,  the 
substitute  motion  was  put  to  a viva  voce  vote, 
and  since  there  was  doubt  as  to  the  outcome,  it 
was  put  to  a standing  vote  and  was  declared 
carried  . . . 

Dr.  Freireich;  The  chairman  of  your 
reference  committee  thanks  the  members  of 
his  committee  for  their  careful  consideration 
of  the  matters  refenred  to  this  committee, 
the  visiting  physicians  who  contributed  to  the 
deliberations  of  this  committee,  and  Miss 
Gretchen  Wunsch  who  recorded  the  actions  of 
the  committee  and  was  of  invaluable  assistance. 


Mr.  Speaker,^!  move  the'^adoption  of  this 
report  as  a whole,  as  amended. 

Dr.  Bumbalo:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Speaker  Wurzbach:  Thank  you.  Dr.  Frei- 
reich. (Applause) 


Section  174  (see  34,  106,  121,  123) 

Introduction  of  Guest 

Speaker  Wurzbach:  Gentlemen,  please, 

just  a moment.  Don’t  leave  yet.  We  have 
here  an  old,  old  friend  of  the  Medical  Society 
of  the  State  of  New  York,  and  I would  ask 
John  F.  Kelley,  M.D.,  to  bring  forward  the 
official  delegate  of  the  Medical  Society  of  the 
State  of  New  Jersey,  om-  good  friend,  William 
F.  Costello,  M.D. 

Dr.  Costello:  Mr.  Speaker,  ladies  and 

gentlemen  of  the  House,  I want  to  apologize 
first  for  my  late  appearance,  but  unfortunately 
the  New  Jersey  meeting  is  still  in  session,  and  I 
sneaked  away  this  morning,  and  battled  the 
Garden  State,  the  Turnpike,  and  the  tunnel, 
and  got  here  unscathed. 

I am  sure  that  your  activities  have  been 
concerned  with  many  of  the  problems  that  we 
had  to  deal  with  dmfing  the  past  few  days,  the 
most  important  of  which  that  we  had  was  the 
osteopathic  situation  as  the  result  of  the  new 
school  in  California,  as  well  as  the  compensation 
for  residents,  among  several  others. 

I am  not  going  to  take  up  a great  deal  of 
your  time,  but  I would  like  to  say  that  New 
Jereey  appreciates  your  invitation  to  send 
a delegate  here.  I am  especially  fortunate  to 
have  been  selected  for  several  yeai’s.  On  these 
occasions  I have  always  benefited  by  coming  to 
these  meetings. 

Also,  we  are  delighted  to  have  had  during  the 
past  harmonious  and  pleasant  relations  in  the 
American  Medical  Association  with  your  del- 
egates here,  and  for  those  who  do  not  know  it  I 
would  say  that  the  New  York  delegation  with 
Henry  Fineberg,  M.D.,  and  also  the  previous 
chairman,  the  late  Floyd  Winslow,  M.D.,  aie 
about  the  most  active  group  that  there  is  on 
the  floor  of  the  House.  They  cover  more 
gi'ound,  as  I have  said,  than  Willie  Mays,  and 
they  really  do  a job. 

I want  to  say  I am  delighted  to  be  here  and 
to  convey  to  you  the  best  wishes  of  the  Society 
for  a successful  meeting.  We  look  forward  to 
such  future  opportunities. 

Again,  thank  you  very  much.  (Applause) 

Speaker  Wurzbach:  We  are  now  recessed 
until  2:00  p.m. 

. . . Whereupon  at  12:05  p.m.  the  meeting 
recessed  . . . 
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MAY  15, 1963 


Wednesday  Afternoon  Session 


The  session  convened  at  2 : 15  p.m. 

Speaker  Wurzbach;  Mr.  Secretary,  is 
there  a quorum  present? 

Secretary  Willis:  There  is  a quorum  in 

the  House. 

Speaker  Wurzbach:  I now  declare  this 

session  open  for  business. 


Additional  Guest 

Section  175 

Greetings 

Speaker  Wurzbach:  Ladies  and  gentlemen 

of  the  House,  we  have  an  old  friend  in  the 
House  here  with  us,  a member  of  the  House 
who  would  like  to  speak  to  us  for  a moment, 
J.  Stanley  Kenney,  M.D. 

. . .The  audience  arose  and  applauded.  . . 

J.  Stanley  Kenney,  M.D.,  Trustee:  Dr. 

Wurzbach,  Dr.  Lane,  all  colleagues  in  the 
House,  I would  just  like  to  say  it  is  great  to  be 
here — just  great.  {Applause)  Three  months 
ago  I was  not  quite  so  sure  whether  I would 
ever  see  another  State  meeting,  but  with  the 
grace  of  God  and  good  sm-gery  I think  I am 
making  progi’ess,  and  I hope  I will  be  as  robust 
as  all  of  you  here  before  a year  rolls  by. 

I asked  the  privilege  of  the  Speaker  of  taking 
this  stand  for  just  a minute  to  teU  you  all  of  my 
deep  appreciation  for  the  many,  many  messages 
wishing  me  well,  speedy  convalescence,  and  for 
all  of  the  various  things  done  for  me  by  nearly 
every  member  of  the  House  that  I have  known 
over  this  span  of  yeaurs. 

With  this  meeting  I am  completing  about 
thirty  years  of  consecutive  service  in  this 
House,  and  it  was  my  privilege,  through  your 
generosity,  to  be  president  of  the  Society  ten  or 
eleven  years  ago.  It  has  been  a wonderful 
memory,  gentlemen.  I cherish  every  bit  of  it, 
and  it  will  live  with  me  for  as  long  as  I am  left. 
I am  grateful  for  having  been  a member  of  this 
House,  not  only  for  its  solicitation  of  my  welfar  e 
but  to  me  it  means  more  than  anything  because 
of  the  cherished  friends  that  I have  made. 

Before  I sit  down,  I would  hke  to  pay  my 
personal  respects  to  Dr.  Lane.  I think  he  has 
done  one  of  the  most  outstanding  jobs  as  presi- 
dent of  this  Society  over  the  thirty  years  that 
I have  been  active  in  the  Society.  He  had  to 
face  many  difficult  problems  this  year,  the 
Trussell  report,  the  chiropractic  situation,  and 
a great  many  others.  He  faced  them  with 
firmness,  with  dedication,  and  with  right,  and  I 
want  to  offer  him  my  personal  congratulations. 

I wish  you  aU  Godspeed  in  your  dehberations 
and  to  tell  you  again  it  is  just  wonderful  to  be 
here. 

. . . The  audience  arose  and  applauded  . . . 


Reference  Committee  on 
Organization  and  Policies 

Section  176  (see  84,  85,  86) 

Report  of  Reference  Committee  on  Organization 
and  Policies:  Membership  in  International  Astro- 
nautical  Federation;  Liaison  Committee;  Creation 
of  Section  on  Space  Medicine  in  A.M.A. 

Speaker  Wurzbach:  I will  now  call  upon 

Thomas  Flanagan,  M.D.,  for  the  report  of  the 
Reference  Committee  on  Organization  and 
Policies. 

Thomas  Flanagan,  M.D.,  Chenango:  Mr. 

Speaker,  Mr.  President,  ladies,  and  gentlemen, 
your  reference  committee  wishes  to  report  on 
the  following  matters  which  have  been  referred 
to  it.  Because  of  the  personal  request  of 
Constantine  D.  J.  Generates,  M.D.,  who  is 
scheduled  to  appear  on  the  radio  today  at  three 
o’clock,  he  has  asked  that  we  take  these  sub- 
jects out  of  order  in  order  that  he  would  have  a 
chance  to  speak  about  one  matter.  Therefore, 
we  move  to  resolutions  63-47,  63-48,  and  63-49. 
These  next  three  resolutions  were  considered  as 
a whole: 

Resolution  63-47: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  shall  continue  to  advance 
the  interests  of  its  members  and  permit 
participation  of  any  of  its  22  sections  at  the 
international  level  by  applying  as  one  Society 
for  membership  in  the  International  Astro- 
nautical  Federation,  thereby  permitting  and 
guiding  qualified  members  to  present  and 
share  their  much-needed  medical  knowledge 
in  this  new  and  all-important  field  of  man’s 
endeavor. 

Resolution  63-48: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  appoint  a committee  that 
would  offer  free  guidance  and  help  in  a liaison 
capacity  between  New  York  State  aerospace 
enterprises  and  the  Space  Medicine  Depart- 
ment of  the  Office  of  Manned  Space  Flight 
of  the  National  Aeronautics  and  Space 
Administration;  such  a group  would  further 
the  dignity  of  the  individual  doctor,  the 
integrity  of  private  practice,  efficient  spend- 
ing, and  the  minimizing  of  inadvertent  dupli- 
cation of  scientific  research  within  the  State 
of  New  York. 

Resolution  63-49: 

Resolved,  That,  thi'ough  its  duly  elected 
delegates,  the  Medical  Society  of  the  State 
of  New  York  present  on  the  fioor  of  the 
House  of  Delegates  of  the  American  Medical 
Association  at  its  coming  113th  annual  con- 
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vention  in  Atlantic  City  a resolution  to  that 
body  to  establish  a Section  on  Space  Medicine, 
underlining  the  overwhelming  advantages 
such  an  action  will  have  on  most  of  its  in- 
dividual members,  state  medical  societies, 
and  the  American  Medical  Association  itself, 
as  well  as  on  our  country  as  a whole. 

Your  reference  committee  is  of  the  opinion 
that  while  Dr.  Generales  is  to  be  congratulated 
for  his  interest  in  astronautical  medicine,  your 
committee  could  not  ascertain  with  accuracy 
the  number  of  members  of  our  Society  interested 
in  this  field;  it  could  see  no  objection  to  any  of 
the  members  or  sections  joining  the  Interna- 
tional Astronautical  Federation  but  could  see 
no  advantage  to  the  State  Society  in  joining 
this  federation.  For  these  and  related  reasons, 
your  reference  committee  respectfully  recom- 
mends disapproval  of  these  three  resolutions. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Speaker  Wurzbach:  Is  it  seconded? 

W.  Walter  Street,  M.D.,  Onondaga:  I 

second  it. 

Speaker  Wurzbach:  It  is  now  open  for 

discussion. 

Thomas  M.  D’Angelo,  M.D.,  Queens:  Mr. 
Speaker  and  members  of  the  House,  I think  in- 
stead of  disapproving  these  resolutions,  I would 
move  that  no  action  be  taken. 

Donovan  M.  Jenkins,  M.D.,  Monroe:  I 
second  that. 

Speaker  Wurzbach:  Is  there  any  discus- 

sion on  the  motion  for  no  action? 

Samuel  Wagreich,  M.D.,  Bronx:  Mr. 

Speaker  and  members  of  the  House,  in  1960  I 
had  the  happy  privilege  to  serve  as  chairman  of 
this  particular  reference  committee.  At  that 
time  a resolution  was  introduced  to  establish 
a Section  on  Space  Medicine.  We  were  priv- 
ileged at  that  time  to  have  before  our  committee 
some  distinguished  members  of  the  Medical 
Society  of  the  State  of  New  York,  Louis  H. 
Bauer,  M.D.,  Gerald  D.  Dorman,  M.D.,  among 
others,  and  on  that  very  historic  occasion  this 
Medical  Society  agreed  to  establish  a Section 
on  Space  Medicine. 

In  this  enlightened  period  when  space 
medicine  has  assumed  an  impoi’tant  part  in  our 
medical  armamentarium,  it  would  seem  to  me 
that  we  should  show  more  activity  than  merely 
not  taking  action  on  this  particular  recom- 
mendation of  this  reference  committee. 

I would  like,  Mr.  Chairman,  to  introduce  a 
substitute  motion. 

Speaker  Wurzbach:  No,  there  is  a sub- 

stitute which  you  are  now  discussing. 

Dr.  Wagreich:  For  the  moment,  then,  I 

would  ask  you  to  defeat  this  motion  that  no 
action  be  taken  so  that  I may  be  able  to  intro- 
duce a substitute  motion. 

Speaker  Wurzbach:  Is  there  further  dis- 

cussion on  the  no  action  substitute  motion? 
There  being  no  further  discussion,  I will  call  it 
to  a vote.  If  you  vote  yes,  you  vote  for  no 
action;  if  you  vote  no,  you  lay  this  before  the 
House. 


. . . The  motion  was  put  to  a vote  and  was 
lost . . . 

Speaker  Wurzbach:  I now  recognize  Dr. 

Wagreich. 

Dr.  Wagreich:  I would  like  to  submit  a 

substitute  motion,  if  I may,  and  that  is  that 
we  approve  the  resolutions  which  were  pre- 
sented to  this  reference  committee  so  that  a 
measme  may  be  sent  to  the  American  Medical 
Association  thi-ough  its  proper  legal  channels 
and  processes,  with  the  intent  of  estabhshing 
ultimately  a Section  on  Space  Medicine,  to- 
gether with  the  other  two  resolutions  which 
have  been  presented  to  this  reference  committee. 

Maurice  J.  Dattelbaum,  M.D.,  Treasurer: 
I second  it. 

Speaker  Wurzbach:  Is  there  any  discus- 

sion on  these  resolutions? 

Samuel  Z.  Freedman,  M.D.,  Assistant 
Treasurer:  I want  to  ask  a question  to  clarify 

it.  In  resolution  63-47  where  it  states,  “That 
the  Medical  Society  of  the  State  of  New  York 
shall  continue  to  advance  the  interests  of  its 
members  and  permit  participation  of  any  of  its 
22  sections  at  the  international  level,”  and  so  on, 
how  much  expense  is  involved  in  that,  if  any? 
(Laughter)  Does  the  chairman  of  the  reference 
committee  know  anything  about  that? 

Dr.  Flanagan:  I asked  Dr.  Generales  that 

at  the  reference  committee,  and  I might  point 
out  he  was  the  only  man  that  appeared  before 
us  on  this  subject.  He  said  that  it  was  minimal. 
He  did  not  spell  that  out. 

Dr.  Freedman:  May  I call  to  the  attention 

of  the  House  that  it  was  agieed  by  the  House 
that  any  resolution  which  requu’ed  an  extraor- 
dinary expenditure  of  money,  in  other  words, 
is  not  covered  by  the  budget  provision,  shall 
have  in  the  resolution  a statement  showing  how 
this  money  shall  be  gotten.  This  is  not  taken 
care  of  here. 

Speaker  Wurzbach:  To  cut  the  red  tape 

may  I ask  Dr.  Generales  what  would  be  the 
cost? 

Constantine  D.  J.  Generates,  M.D., 
Section  Delegate:  Mr.  Chanman,  thank  you 

for  the  privilege  of  allowing  me  to  stand  up  and 
explain  a few  things  which  are  not  quite  clear 
from  the  amalgamated  resolutions.  The  cost 
would  be  minimal  from  $100  to  $5,000.  The 
$5,000  is  paid  by  the  combination  of  the  Ameri- 
can Rocket  Society  that  became  integrated  with 
the  IntMTiational  Astronautical  Society  here  in 
New  York,  but  I assme  you  it  will  be  closer  to 
the  low  figure  than  the  upper  figure.  That  de- 
pends on  the  size  of  the  membership,  and  so 
forth,  but  I think  more  important,  Mr.  Speaker, 
than  the  financial  situation  is  the  time  element. 
Before  we  go  into  the  ritual,  may  I say  that  no 
single  member  can  become  a member  of  the 
International  Astronautical  Federation  for  the 
reason  this  is  a superorganization,  as  I explained 
yesterday  in  my  resolutions,  of  national  or- 
ganizations within  each  nation,  so  you  cannot 
suggest  or  recommend  that  a member  of  any 
society  anywhere  in  the  world  automatically 
apply  as  an  individual  for  membership.  There- 
fore, I believe  these  resolutions  should  reaUy 
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be  thi'own  out  because  you  cannot  combine  all  of 
these  three  resolutions  under  one  hat. 

I was  under  the  impression,  gentlemen,  at  the 
reference  committee  that  everything  went  so 
well  that  I did  not  need  my  two  bags  of  docu- 
ments to  suppoit  these  things  but  only  had  to 
appeal  to  the  progressive  spirit  of  each  of  you 
members,  knowing  the  value  of  space  medicine, 
which  is  not  bioastronautics,  because  as  far  as 
the  medical  pi’ofession  is  concerned,  this  term 
does  not  imply  the  impact  of  medicine  with 
the  human  factors  of  space  exploration. 

Since  you  have  established  this  Section  on 
Space  Medicine,  and  every  one  of  you  directly 
at  this  moment  knows  its  benefits,  and  since  it 
is  going  to  be  necessary  for  the  Medical  Society 
to  go  on  to  a higher  level  on  this,  I cannot  under- 
stand why  these  resolutions  were  all  thrown 
out.  Is  there  any  one  person  in  this  House 
who  will  maintain  that  space  medicine  is  not 
important  for  the  Medical  Society?  If  so,  I 
wish  you  would  stand  up. 

Mr.  Speaker,  I fail  to  see  anyone  rise  who  says 
he  is  not  interested  in  space  medicine  or  its 
benefits.  Therefore,  it  is  incongi'uous  that  the 
resolutions  all  be  put  together  in  one  chapter 
and  receive  disapproval. 

Speaker  Wurzbach:  Is  there  any  further 

discussion? 

Earl  W.  Douglas,  M.D.,  Suffolk:  Un- 
fortunately, many  of  us  in  this  room  did  not 
realize  that  today  public  health  and  space 
medicine  aie  under  one  diplomate  boai’d.  Un- 
fortunately, we  do  not  realize  that  space  medi- 
cine is  taking  over.  We  do  not  realize  that  from 
outer  space  will  come  back  to  this  earth  diseases 
and  troubles  which  we  did  not  have  before.  We 
must  do  what  has  been  suggested. 

Assistant  Secretary  Wolff:  Mr.  Speaker 

and  members  of  the  House,  I don’t  think  there  is 
anybody  here  who  is  not  interested  in  space 
medicine,  who  does  not  think  that  space  medi- 
cine is  a coming  field  about  which  we  have  to 
learn  a great  deal.  Whether  the  answer  to  such 
learning  is  by  joining  an  International  Astro- 
nautical  Federation  does  create  some  doubts  in 
my  mind.  This  resolution  would  mandate  this 
Society  to  join  this  organization.  We  know 
nothing  about  it.  We  know  nothing  about 
what  it  is  going  to  cost. 

I do  not  think  that  right  now  we  have  to  go  on 
record  as  being  in  favor  of  joining  or  applying 
for  membership.  I think  that  we  can  resolve 
that  we  are  going  to  study  the  problems  of 
space  medicine,  possibly  through  our  section, 
possibly  through  the  additional  committee 
suggested  in  one  of  the  other  resolutions,  but 
certainly  not  necessai’ily  through  the  Society 
as  a unit  joining  this  organization.  I would 
be  opposed  at  this  time,  until  we  know  more 
about  it,  to  passing  the  approval  of  resolution 
63-47.  It  may  be  that  the  Council  through 
the  year  will  have  more  information  so  that 
it  can  take  appropriate  steps  for  the  Society  to 
join  up.  Right  now  I don’t  believe  that  this 
House  is  well  enough  informed  so  that  we  can 
properly  take  such  a step,  and  I would  suggest 
that  we  break  these  resolutions  down  and  act  on 


them  individually.  I am  opposed  to  resolution 
63-47. 

Speaker  Wurzbach:  Do  you  wish  to 

make  an  amendment  then  taking  63-47  out 
from  the  substitute? 

Assistant  Secretary  Wolff:  Act  on  them 

individually.  That  is  the  easiest  way. 

Speaker  Wurzbach:  Is  there  any  further 

discussion? 

Gerald  D.  Dorman,  M.D.,  Councillor:  I 

would  move  that  we  have  a vote  on  this  thing. 
I would  hope  that  the  substitute  motion  would 
be  defeated  and  that  the  entire  matter  be  re- 
ferred to  the  Council  for  further  study. 

Speaker  Wurzbach:  You  are  amending 

then  the  report? 

Dr.  Dorman:  No,  that  the  substitute  be 

defeated,  and  then  I would  move  that  the  entire 
matter  after  that  be  refen'ed  to  the  Council  for 
fm'ther  study. 

Speaker  Wurzbach:  Is  there  any  further 

discussion? 

Dr.  Wagreich:  Mr.  Speaker,  thank  you 

for  the  privilege  of  speaking  again.  In  regard 
to  Dr.  Wolff’s  suggestion,  I think  it  is  a very 
meritorious  one.  With  the  permission  of  the 
Speaker  and  the  House,  I should  like  to  withdraw 
my  substitute  motion  and  change  that  to  indi- 
cate that  we  take  action  on  the  resolution  con- 
cerning A.M.A.  establishing  a Section  on  Space 
Medicine. 

The  substitute  motion  then  would  read  that 
we  request  or  recommend  to  the  House  of  Dele- 
gates of  this  Medical  Society  that  steps  be 
initiated  toward  recommending  a Section  on 
Space  Medicine  to  the  American  Medical 
Association  and  in  that  way  hoping  that  we  can 
take  action  on  this  particular  resolution  for  its 
ultimate  A.M.A.  recognition  of  a Section  on 
Space  Medicine. 

Speaker  Wurzbach:  You  are  retracting 

your  substitute  motion? 

Dr.  Wagreich:  Yes. 

Speaker  Wurzbach:  And  now  you  are 

making  a motion  to  approve  63-49? 

Dr.  Wagreich:  I don’t  know  the  exact 

number.  What  I am  speaking  for  is  in  regard 
to  a Section  on  Space  Medicine  for  the  A.M.A., 
which  I believe  is  63-49. 

Speaker  Wurzbach:  In  other  words,  you 

are  changing  your  substitute  motion? 

Dr.  Wagreich:  Confining  it  to  a single 

resolution  to  initiate  steps  toward  the  establish- 
ment of  a Section  on  Space  Medicine  in  the 
A.M.A. 

Dr.  Generales:  I second  it. 

Speaker  Wurzbach:  Now  we  are  voting 

on  a substitute  motion  to  approve  63-49  for  the 
creation  of  a Section  on  Space  Medicine  in  the 
A.M.A.  Is  there  any  discussion  on  this? 

Dr.  Dorman:  Mr.  Chairman,  this  unfor- 

tunately is  not  quite  the  way  under  the  A.M.A. 
constitution  that  you  go  about  forming  a section. 
It  was  for  this  reason  that  if  the  substitute 
resolutions  were  withdrawn,  I wanted  the  entire 
matter  referred  to  the  Council  for  further  con- 
sideration and  action. 

Speaker  Wurzbach:  Will  you  explain  briefly 
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how  the  sections  are  instituted  in  the  American 
Medical  Association? 

Dr.  Dorman:  This  comes  under  the  Council 

on  Scientific  Activities.  Usually  there  are  at 
least  two  sessions  on  space  medicine,  say, 
before  a section  is  then  formed  at  the  A.M.A. 
If  our  delegates  got  on  the  floor  at  the  A.M.A. 
and  put  in  a resolution  to  have  a Section  on 
Space  Medicine  formed,  it  would  be  contrary  to 
the  constitution.  It  would  have  to  be  referred 
to  the  Council  on  Scientific  Activities  anyhow. 
So  I suggest  that  instead  of  having  our  delega- 
tion mandated  to  do  something  which  would 
show  their  gross  ignorance,  this  matter  be  re- 
ferred to  the  Council,  and  I so  move  as  a sub- 
stitute motion — that  this  entire  matter  be  re- 
ferred to  the  Council. 

Speaker  Wurzbach:  We  have  one  sub- 

stitute motion  now.  Dr.  Wagreich,  do  you 
wish  to  withdraw  or  continue  that  motion? 

Dr.  Wagreich:  I will  agree  to  withdraw  it. 

Speaker  Wurzbach:  That  is  withdrawn. 

Now,  Dr.  Dorman,  please. 

Dr.  Dorman:  I move  that  these  three 

resolutions  be  referred  to  the  Council  for  their 
consideration  and  action. 

Thurman  B.  Givan,  M.D.,  Trustee:  I 

second  it. 

Speaker  Wurzbach:  Is  there  any  further 

discussion? 

Dr.  Generales:  Just  one  final  remark 

which  I should  have  made  when  I had  the  op- 
portunity to  speak  before.  As  far  as  the  Inter- 
national F ederation  is  concerned,  the  legal  coun- 
sel is  Mr.  Andrew  Haley,  who  spoke  at  the 
Rochester  meeting  two  years  ago.  All  that  is 
required  of  an  organized  body  is  25  signatures, 
which  is  enough  of  a quorum  to  apply  to  the 
I.A.F.  That  is  the  first  matter. 

As  far  as  the  International  Astronautical 
Federation  is  concerned,  each  one  of  those  45 
societies  representing  36  nations  have  space 
medicine-minded  people  present.  They  speak 
once  a year.  It  is  on  both  sides  of  the  Iron 
Curtain.  It  is  most  unfortunate  that  time  does 
not  permit  me  to  tell  you  about  these  activities 
which  apparently  infiltrate  only  too  slowly  to 
the  majority  of  the  medical  profession.  How- 
ever, be  that  as  it  may,  I am  sure  if  given  the 
proper  time,  we  will  see  the  advantages  of  this 
whole  thing. 

To  come  back  to  the  A.M.A.,  there  are  21 
sections  that  exist.  The  closest  that  comes  to 
space  medicine  is  a Section  on  Military  Medi- 
cine and  Preventive  Medicine.  Gentlemen,  I 
had  the  misfortune — I hope  nobody  goes 
through  what  I did  in  having  filled  out  these 
little  cards  to  the  A.M.A.  as  to  your  qualifica- 
tions for  medicine,  interest,  and  subinterest — 
of  thinking  space  medicine  should  be  included  as 
a pastime,  which  I did,  and  for  the  last  two 
years  I have  been  receiving  medical  periodicals 
from  the  various  drug  companies  and  Modern 
Medicine  and  Therapeutics — and  may  it  so  turn 
out  to  be.  When  I was  no  longer  receiving  the 
World  Medical  News,  I was  informed  that  the 
A.M.A.  roster  was  no  longer  carrying  me  as  an 
active  practicing  physician,  which  I have  been 


since  1939.  The  result  is  they  put  space 
medicine  in  the  preventive  medicine  side.  The 
idea  occurred  to  me  if  this  confusion  exists, 
it  should  be  clarified.  I am  sure  Dr.  Dorman 
agrees  with  me  on  this  that  the  issue  of  space 
medicine,  which  I prefer  to  bioastronautics,  be- 
cause this  term  does  not  imply  the  impact 
of  medicine  with  the  human  factors  of  space 
exploration  and  is  too  mathematical,  should  be 
considered  at  the  A.M.A.  so  I just  bring  up  these 
points  for  clarification  of  an  issue  that  I did  not 
include  in  my  presentation. 

Speaker  Wurzbach:  Is  there  any  further 

discussion  on  this  question?  We  will  vote  on 
the  substitute  motion  that  these  three  resolu- 
tions be  referred  to  the  Council  for  action. 

. . . The  motion  was  put  to  a vote  and  was 
carried  . . . 

Section  1 77  (see  22) 

Report  of  Reference  Committee  on  Organization 
and  Policies:  Planning  Committee  for  Medical 
Policies 

Dr.  Flanagan:  We  will  now  continue  with 

the  Planning  Committee  for  Medical  Policies. 

Your  reference  committee  reviewed  with 
interest  the  report  of  the  Planning  Committee 
for  Medical  Policies. 

It  considered  the  problem  of  the  status  of  the 
Special  Committee  on  Constitution  and  Bylaws 
and  the  question  of  whether  the  report  of  this 
committee  should  be  referred  to  a reference 
committee  or  should  be  presented  directly  to  the 
House.  It  was  the  feeling  of  your  reference 
committee  that  the  Special  Committee  might 
benefit  in  its  deliberation  if  it  was  aware  of  the 
attitudes  and  feelings  of  the  members  of  the 
counties  who  have  proposed  changes  in  the 
Constitution  and  Bylaws.  Therefore,  it  sug- 
gested that  a meeting  of  the  Special  Committee 
on  Constitution  and  Bylaws  be  held,  prior  to  the 
closing  session  of  the  House  of  Delegates,  for 
informal  consideration  of  the  proposed  amend- 
ments. This  recommendation  was  adopted  by 
the  Speaker  at  the  Tuesday  morning  session  of 
the  House  of  Delegates,  and  such  a meeting  was 
held.  Your  reference  committee  wishes  to 
thank  the  Speaker  for  complying  with  its  re- 
quest and  would  ask  further  that  this  procedure 
be  continued  in  the  future. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Matthew  Brody,  M.D.,  Kings:  -I  second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Flanagan:  After  consideration  of  the 

report  on  district  branches,  as  contained  in  the 
supplementary  report  of  the  Planning  Com- 
mittee, it  was  the  feeling  of  your  reference  com- 
mittee that  conditions  vary  greatly  in  different 
areas  and  that,  therefore,  the  functions  and 
purposes  of  district  branches  would  vary  also. 
We  believe  that  the  State  Society  should 
do  everything  it  can  to  encourage  the  district 
branches  to  be  more  active. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 
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Charles  C.  Mangi,  M.D.,  Queens:  I second 
it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Dr.  Flanagan:  Your  reference  committee  is 

concerned  that  some  district  branches  have 
scheduled  meetings  during  this  House  of  Dele- 
gates at  times  scheduled  for  meetings  of  refer- 
ence committees.  We  feel  that  the  work  of 
these  reference  committees  is  of  sufficient  im- 
portance to  warrant  full  attendance  of  the 
members  of  this  House.  Therefore,  we  strongly 
urge  that  hereafter  district  branches  schedule 
their  meetings  at  a time  which  will  not  conflict 
with  the  deliberations  of  either  the  reference 
committees  or  the  House  of  Delegates. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

William  A.  Cooper,  M.D.,  New  York:  I 
second  the  motion. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Flanagan:  In  view  of  the  failure  of 

the  Department  of  Education  to  control  the 
activities  of  paramedical  persons,  who  are  slowly 
invading  the  field  of  medicine  from  the  periph- 
ery, it  is  suggested  that  the  Medical  Society 
of  the  State  of  New  York,  mindful  of  its  re- 
sponsibility to  the  public  for  maintaining  the 
high  level  of  medical  care,  adopt  a firm  and 
unrelenting  attitude  and  employ  in  these  mat- 
ters special  trial  counsel  when  needed  for  those 
guilty  of  infringing  upon  the  Medical  Practice 
Act.  Your  reference  committee  recommends 
that  this  matter  be  referred  to  the  Planning 
Committee  for  Medical  Policies. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Mangi:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Dr.  Flanagan:  Your  reference  committee 

wishes  to  commend  the  chairman  and  members 
of  the  Planning  Committee  for  the  considerable 
work  that  they  have  done  during  the  past  year. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Brody:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  178 

Report  of  Reference  Committee  on  Organization 
and  Policies:  Constitution  and  Bylaws 

Dr.  Flanagan:  Your  reference  committee 

considered  the  report  of  the  Council  Committee 
on  Constitution  and  Bylaws,  which  acts  on 
proposed  changes  in  the  constitution  and  by- 
laws of  county  medical  societies  and  district 
branches.  The  chairman,  members  of  the 
committee,  and  legal  counsel  are  to  be  com- 
mended for  the  expedient  handling  of  these 
matters. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 


Dr.  Mangi:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  179 

Report  of  Reference  Committee  on  Organization 
and  Policies:  New  York  State  Delegation  to  the 
American  Medical  Association 

Dr.  Flanagan:  Your  reference  committee 

discussed  the  excellent  and  detailed  report 
of  our  delegation  to  the  American  Medical 
Association.  We  wish  to  praise  our  delegates 
for  their  fine  representation  of  the  State  Society 
at  A.M.A.  meetings. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Street:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  180 

Report  of  Reference  Committee  on  Organization 
and  Policies:  New  York  State  Association  of 

Professions 

Dr.  Flanagan:  Your  reference  committee 

viewed  with  favor  the  activities  of  the  New  York 
State  Association  of  Professions.  We  are  pleased 
with  the  progress  that  the  organization  has  made 
in  the  past  year,  and  we  would  encourage  them 
to  publicize  their  group  more  fuUy  among  the 
medical  profession  and  allied  professions. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Brody:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  181 

Report  of  Reference  Committee  on  Organization 
and  Policies:  Student  American  Medical  As- 
sociation Chapters 

Dr.  Flanagan:  Your  reference  committee 

was  delighted  to  see,  for  the  first  time,  reports 
from  the  Student  A.M.A.  chapters.  We  believe 
that,  to  the  extent  that  the  medical  students  are 
interested,  the  local  county  medical  societies 
should  be  encouraged  to  promote  such  groups. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Street:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  182 

Report  of  Reference  Committee  on  Organization 
and  Policies:  Ad  Hoc  Joint  Committee  with  the 
Osteopathic  Society 

Dr.  Flanagan:  Your  reference  committee 

discussed  at  length  the  report  of  the  Ad  Hoc 
Committee  and  its  chairman’s  recommenda- 
tion that  further  negotiations  with  osteopaths 
be  discontinued. 
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Your  reference  committee  believes  that  it  is 
not  in  the  public  interest  for  medicine  to  com- 
promise its  principles  in  order  to  accommodate 
osteopathy.  We  are  strongly  opposed  to  the 
osteopathic  concept  which  adheres  to  manipula- 
tion as  a major  method  of  treatment.  Never- 
theless, the  facts  remain  that  there  has  been 
continuous  improvement  in  the  education  being 
given  in  osteopathic  schools,  whose  curricula 
are  now  approaching  those  of  the  medical 
schools.  It  also  seems  to  be  a fact  that  gradu- 
ates of  osteopathic  schools  are  beginning  more 
and  more  to  practice  therapeutics,  surgery,  and 
all  the  other  specialties  of  medicine.  Also  these 
practitioners  take  and  pass  the  same  licensure 
examinations  required  of  medical  practitioners. 
Furthermore,  in  some  portions  of  the  State, 
the  public  is  dependent  on  osteopaths  for  their 
medical  care.  We  therefore  believe  that  some 
effort  to  maintain  liaison  between  medicine  and 
osteopathy  would  be  in  the  public  interest.  To 
this  end,  we  advise  that  liaison  be  continued 
with  osteopathy,  through  a committee  of  the 
State  Society.  It  is  suggested  that  this  com- 
mittee bend  its  efforts  to  improve  the  medical 
standards  of  osteopaths,  their  education,  and 
to  have  them  abandon  the  cultist  aspects  of 
osteopathic  philosophy. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Street:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Dr.  Flanagan:  Your  reference  committee 

has  noted  that  at  the  beginning  of  the  Ad  Hoc 
Committee’s  report,  number  1(a),  there  is  a 
typographic  omission.  The  sentence  should 
read:  “Osteopathy  in  this  State  is  no  longer 
considered  a cult,  since  osteopaths  are  licensed 
to  practice  medicine  and  surgery  by  the  State 
Board  of  Medical  Examiners  and  if  they  adhere 
to  the  same  scientific  principles  as  are  embraced 
by  doctors  of  medicine.” 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Speaker  Wurzbach:  Is  that  seconded? 

Dr.  Street:  I second  it. 

Speaker  Wurzbach:  Is  there  discussion? 

Dr.  Mangi:  Last  year,  because  of  this  first 

point,  resolution  62-5  was  passed  by  this  House 
of  Delegates.  There  has  been  nothing  sug- 
gested this  year  to  challenge  resolution  62-5, 
and  therefore,  this  resolution  still  stands. 

Dr.  D’Angelo:  Mr.  Chairman  and  members 

of  the  House,  I wish  to  commend  the  reference 
committee  on  the  fine  job  it  has  done  in  clarify- 
ing such  a controversial  question.  I wish  to 
call  your  attention,  however,  gentlemen,  that 
this  portion  of  the  Ad  Hoc  Committee’s  report 
is  just  a sentence  which  is  being  corrected.  It 
is  not  by  any  means  the  policy  of  the  State  Medi- 
cal Society,  and  if  you  look  at  it  very  carefully, 
it  says  it  is  not  a cult  if  they  adhere  to  the  same 
scientific  principles  as  are  embraced  by  doctors 
of  medicine.  That  in  no  way  negates  the  mo- 
tion that  has  just  been  carried  about  osteop- 
athy. Thank  you. 


. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  carried  . . . 

Dr.  Flanagan:  Your  reference  committee  is 

appreciative  of  the  efforts  of  the  members  of 
the  Ad  Hoc  Committee  to  solve  this  problem. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Brody:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  183  {see  43) 

Report  of  Reference  Committee  on  Organization 
and  Policies:  Abolition  of  Osteopathic  Manip- 
ulation as  a Prerequisite  to  Acceptance  of 
Osteopaths 

Dr.  Flanagan:  Your  reference  committee 

also  considered  the  resolution  63-6: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  instruct  the  Ad  Hoc  Com- 
mittee deliberating  with  the  osteopaths  to 
insist  on  the  abohtion  of  such  osteopathic 
manipulation,  as  a prerequisite  to  acceptance, 
as  ethical,  of  professional  association  between 
osteopathic  physicians  and  doctors  of  medi- 
cine. 

Your  reference  committee  is  of  the  opinion 
that  if  the  Ad  Hoc  Committee  is  to  function 
effectively,  it  will  be  ill  advised  to  tie  their 
hands  in  advance.  It  therefore  recommends 
no  action  on  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

James  Greenough,  M.D.,  Past-President: 
I second  that. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Dr.  Flanagan:  Your  reference  committee 

wishes  to  thank  all  of  those  who  were  present 
at  its  hearings  for  the  interest  that  they  dis- 
played. The  chairman  wishes  particularly  to 
thank  the  members  of  his  committee  for  their 
sincere  cooperation  and  interest.  Our  thanks 
also  must  go  to  Miss  Roslyn  Feinberg,  a most 
excellent  secretary. 

I move  the  adoption  of  the  report  as  a whole, 
as  amended. 

Samuel  Lieberman,  M.D.,  Bronx:  I second 

it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 


Scientific  Exhibits  Awards 

Section  184 

Report  of  Scientific  Exhibits  Awards  Subcom- 
mittee 

Speaker  Wurzbach:  Next  the  Speaker  will 

caU  on  Dr.  Givan  to  give  a report  on  the  Scien- 
tific Exhibits  Awards  Subcommittee. 

Thurman  B.  Givan,  M.D.,  Trustee:  Mr. 
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Speaker  and  members  of  the  House,  this  sub- 
committee each  year  takes  quite  a good  deal  of 
time  in  going  around  and  talking  to  the  men 
who  have  put  on  these  wonderful  exhibits.  I 
hope  the  members  of  the  House  will  take  as 
much  time  as  they  possibly  can  in  going  around 
and  seeing  what  wonderful  work  is  going  on  in 
the  State.  It  is  not  an  easy  job  to  decide  which 
is  the  best  or  next  best,  but  with  due  considera- 
tion we  have  produced  this  report. 

Scientific  Research 

First  Award.  “Current  Diuretic  Arma- 
mentarium,” Albert  N.  Brest,  M.D.,  and  John 
H.  Moyer,  M.D.,  Hahnemann  Medical  College 
and  Hospital,  Philadelphia,  Pennsylvania. 

Second  Award.  “Lymphography  in  the  Di- 
agnosis and  Treatment  of  the  Cancer  Patient,” 
Joseph  R.  Wilder,  M.D.,  David  Brody,  M.D., 
and  Edward  Haberman,  M.D.,  Hospital  for 
Joint  Diseases,  New  York  City. 

Honorable  Mention.  “Hip  Fusion  with  Mus- 
cle Pedicle  Graft,”  Robert  F.  Warren,  M.D., 
Hubert  S.  Pearlman,  M.D.,  and  Leroy  S. 
Lavine,  M.D.,  State  University  of  New  York 
Downstate  Medical  Center,  Brooklyn,  New 
York. 

Clinical  Research 

First  Award.  “Modern  Diagnostic  and  Ther- 
apeutic Approaches  to  Angina  Pectoris,”  Ru- 
dolph E.  Fremont,  M.D.,  Veterans  Administra- 
tion Hospital,  Brooklyn,  New  York. 

Second  Award.  “A  New  Technic  for  the 
Roentgen  Examination  of  the  Colon,”  Rubem 
Pochaczevsky,  M.D.,  and  Robert  S.  Sherman, 
M.D.,  Sloan-Kettering  Institute,  Memorial 
Hospital  for  Cancer  and  Allied  Diseases,  New 
York  City. 

Honorable  Mention.  “Evaluation  of  Tri- 
amcinolone in  Treatment  of  Nephrotic 
Syndrome  in  Children:  A Seven-Year  Study,” 
Benjamin  Kramer,  M.D.,  Harry  Sonnenschein, 
M.D.,  and  Arnold  A.  Minsky,  M.D.,  Maimon- 
ides  Hospital,  Brooklyn,  New  York. 

Speaker  Wurzbach:  Thank  you.  Dr. 

Givan. 


Reference  Committee  on 
Scientific  Activities  and 
Publications  B 

Section  185 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  District  Branches 

Speaker  Wurzbach:  I will  now  call  upon 

James  H.  Ewing,  M.D.,  to  present  the  report 
of  the  Reference  Committee  on  Scientific 
Activities  and  Publications  B. 

. . .Vice-Speaker  Babbage  assumed  the 
chair  . . . 

James  H.  Ewing,  M.D.,  New  York:  Mr. 
Vice-Speaker  and  delegates,  this  is  the  report  of 


the  Reference  Committee  on  Scientific  Activities 
and  Publications  B. 

Your  reference  committee  has  noted  with  a 
great  deal  of  respect  the  reports  of  the  nine  dis- 
trict branches  which  outline  the  diversified 
and  important  activities  carried  on  by  them  dur- 
ing the  past  year.  These  reports  indicate  that 
the  district  branch  is  a valuable  adjunct  in 
organized  medicine  since  it  fills  a void  between 
the  county  and  State  medical  societies. 

The  committee  suggests  that  where  advisable 
it  might  be  advantageous  to  place  some  of  the 
work  of  the  county  societies  in  the  various  dis- 
trict branches,  especially  in  the  upstate 
branches,  in  the  areas  of  the  grievance,  legisla- 
tion, and  public  health  subcommittees. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Merle  D.  Evans,  M.D.,  Monroe:  I second 

it. 

. . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  186 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  Convention 

Dr.  Ewing:  Your  reference  committee  read 

the  report  of  the  1962  Convention  and  dis- 
cussed certain  portions  of  it  with  the  chairman, 
Bernard  J.  Pisani,  M.D.  The  committee 
wishes  to  comment  on  the  following:  (1)  Last 
year,  the  Sections  on  Pediatrics  and  Urology  and 
those  on  General  Practice  and  Physical  Medicine 
were  combined,  resulting  in  interesting  meetings 
which  drew  a greater  attendance.  Your  refer- 
ence committee  therefore  recommends  con- 
tinuation and  development  of  combined  section 
meetings. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Kurt  Rosenberg,  M.D.,  Queens:  I second 
the  motion. 

. . .There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  cai'- 
ried . . . 

Dr.  Ewing:  (2)  There  were  140  technical 

exhibits.  The  exhibitore  were  disappointed  in 
the  attendance.  It  is  recognized  that  poor 
attendance  makes  it  difficult  to  sell  space  for 
futm'e  conventions. 

Your  reference  committee  recommends  that 
members  and  guests  be  m'ged  to  visit  these 
exhibits  and  that,  in  the  future,  the  progi’am 
for  the  convention  be  made  up  in  such  a way  as 
to  provide  that  scientific  meetings  start  at 
9:30  A.M.  and  conclude  at  11:30  a.m.,  allowing 
one-half  hour  in  the  morning  for  visiting  the 
exhibits,  and  that  scientific  sessions  end  at 
4:30  P.M.,  allowing  another  one-half  hour  in 
the  afternoon. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Leonard  L.  Heimoff,  M.D.,  Bronx:  I 

second  the  motion. 

Vice-Speaker  Babbage:  It  has  been 

moved  and  seconded  that  this  portion  of  the 
report  be  approved.  Is  there  any  comment? 
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Gerald  D.  Dorman,  M.D.,  Councillor: 
Human  nature  being  what  it  is,  I think  if  you 
give  that  extra  half  hour  at  the  end  of  a morning 
session  or  at  the  end  of  an  afternoon  session, 
there  will  be  a great  tendency  for  people  to 
take  off.  I think  that  if  it  could  be  fixed  so 
that  there  would  be  a one-half  hour  recess  time 
during  the  program,  you  would  get  a better 
attendance  at  the  exhibits. 

I am  not  speaking  against  the  motion  of  the 
committee.  I am  just  merely  making  a com- 
ment on  it.  I want  to  move  that  we  back  the 
committee. 

Vice-Speaker  Babbage:  You  would  not 

like  to  make  that  in  the  form  of  a motion  then? 

Dr-.  Ewing:  I would  be  glad  to  accept  it. 

Any  way  in  which  we  could  get  a half  hour  is  the 
important  point. 

Dr.  Dorman:  I think  that  is  something  that 
om'  Convention  Committee  can  study,  and  I 
would  like  the  comment  placed  before  them,  but 
I don’t  want  to  change  the  report  of  the  com- 
mittee. 

Herbert  A.  Laughlin,  M.D.,  Chautauqua:  I 
rise  to  back  up  what  Dr.  Dorman  has  said.  I 
feel  that  this  is  a very  important  point.  It  has 
been  very  effective  in  both  the  New  York  State 
and  the  American  Academy  of  General  Pi’actice 
conventions,  and  while  I am  on  the  floor,  I 
hope  I am  not  out  of  order  in  saying  I think  one 
reason  why  our  scientific  sessions  have  been  so 
poorly  attended  and  our  convention  is  because 
our  programs  have  been  too  ethereal.  I think 
this  is  the  first  year  in  several  years  we  have 
had  a very  practical,  down-to-earth  progiam, 
which  has  received  very  marked  mention  up- 
state at  least,  and  I think  that  the  attendance  so 
far  has  shown  that  it  has  been  appreciated.  If 
this  type  of  program  continues,  our  attendance 
problem  will  in  turn  partly  solve  itself. 

Lee  R.  Tompkins,  M.D.,  Third  District:  I 
feel  a very  important  part  of  these  conventions, 
as  you,  and  I,  and  every  member  of  the  House 
must  realize,  is  that  every  physician  attending  it 
signs  his  name  at  these  various  booths.  That  is 
the  only  way  they  have  to  show  their  company 
activity  is  to  have  our  name  there. 

Vice-Speaker  Babbage:  Thank  you.  Dr. 

Tompkins. 

Is  there  any  other  discussion? 

. . .There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Dr.  Ewing:  (3)  It  has  been  noted  that 

attendance  at  meetings  and  at  sessions  and 
sections  has  been  declining  steadily.  Attend- 
ance of  2 to  4 per  cent  of  the  registered 
physicians  hardly  justifies  the  cost  of  the  con- 
vention. It  was  reported  that  although  the 
registration  in  1962  in  New  York  City  was 
almost  twice  that  of  1961  in  Rochester,  at- 
tendance at  the  scientific  sessions  in  Rochester 
in  1961  equated  that  in  New  York  City  in  1962, 
so  that  the  argument  that  conventions  held 
in  New  York  City  have  better  attendance  is 
open  to  question.  The  committee  believes  that 
the  change  in  the  date  of  the  annual  meeting 
from  May  to  February,  when  there  will  not  be 


so  many  other  conflicting  scientific  meetings, 
may  result  in  greater  participation.  However, 
the  committee  feels  that  if  an  increased  at- 
tendance is  not  realized,  the  possibility  of 
changing  the  Bylaws  to  provide  for  a meeting 
every  two  or  three  years  should  be  considered. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Evans:  I second  it. 

. . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously 
carried.  . . 

Dr.  Ewing:  Your  reference  committee 

recommends  that  more  adequate  meeting 
rooms  be  provided  for  the  reference  committees 
to  allow  for  attendance  of  those  delegates 
interested  in  the  particular  subject  involved. 

The  committee  further  recommends  that 
speakers  in  the  House  of  Delegates  sessions  be 
limited  as  to  the  length  of  time  and  the  number 
of  times  they  can  address  the  House  on  a 
specific  subject. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Rosenberg:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
adopted.  Is  there  any  discussion? 

Speaker  Wurzbach:  I hope  that  will  be 

remedied  next  year.  At  that  time  we  will 
not  be  using  these  facilities.  I do  not  as  yet 
know  the  exact  floor  space  at  our  other  hotel. 
I hope  you  will  bear  with  us.  We  will  try  to  do 
better  next  year. 

. . .There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Dr.  Ewing:  Your  reference  committee 

gratefully  acknowledges  the  tireless  efforts  and 
excellent  contributions  of  all  the  convention 
committees,  and  particularly  thanks  Bernard  J. 
Pisani,  M.D.,  general  chauman;  William  L. 
Watson,  M.D.,  chairman,  scientific  exhibits; 
William  J.  Sullivan,  M.D.,  chairman,  scientific 
motion  pictures;  William  B.  Rawls,  M.D., 
chairman,  technical  exhibits;  Samuel  Wagreich, 
M.D.,  chauman,  banquet  committee;  the 
Woman’s  Auxiliary  which  acted  as  the  hostess 
committee;  and  Alfred  P.  Ingegno,  M.D., 
who  for  many  years  has  served  as  chairman 
of  the  scientific  progi'am.  Your  committee 
feels  that  a special  vote  of  commendation  is  due 
the  staff  of  the  Medical  Society  of  the  State  of 
New  York  without  whose  unstinting  devotion 
and  attention  to  the  many  details  the  convention 
could  not  function  with  the  smooth  efficiency 
which  has  always  characterized  it. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Evans:  I second  it. 

. . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously 
carried.  . . 

Section  187 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  Publication 

Dr.  Ewjng:  Your  reference  committee  has 
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taken  pai'ticular  note  of  the  report  of  the 
Publication  Committee  dealing  with  the  New 
York  State  Journal  of  Medicine. 

The  committee  wishes  to  emphasize  that  the 
scientific  and  editorial  content  of  the  Journal 
has  been  widely  acclaimed  and  has  received 
many  awards.  We  are  proud  to  report  that  the 
Journal  was  honored  in  October  by  receiving 
a national  award  for  distinguished  service  in 
medical  jom’nalism  in  the  state  medical  journal 
classification.  This  award,  presented  by  the 
American  Medical  Writers’  Association  at  its 
national  convention,  cited  the  Journal  for 
accuracy,  clarity,  conciseness,  and  newness 
of  information;  for  excellence  of  design,  printing, 
and  illustrations;  and  for  distinguished  service 
to  the  medical  profession.  The  award  was 
voted  by  a national  committee  of  five  who 
examined  34  medical  journals  before  making  its 
decision. 

In  1962  the  first  presentation  of  the  Laurance 
D.  Redway  Award  for  Medical  Writing  was 
made,  and  at  the  opening  session  of  the  House  of 
Delegates  this  year,  you  witnessed  the  second 
annual  presentation  of  this  award. 

The  Medical  Society  of  the  State  of  New  York 
has  every  reason  to  be  proud  of  its  oflficial  organ 
as  a fitting  and  necessary  activity  of  a large 
medical  society. 

Your  reference  committee  recommends  that 
the  Journal  be  continued  at  the  same  high 
standard  as  in  the  past. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Evans:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried . . . 

Dr.  Ewing:  The  above  recommendation 

brings  up  the  question  of  finances  since,  although 
for  many  years  the  Journal  realized  a profit  and 
turned  back  funds  to  the  general  operating 
costs  of  the  Medical  Society,  in  the  past  two 
years,  largely  due  to  the  Kefauver  investiga- 
tions and  the  resulting  restriction  of  advertising 
on  the  part  of  the  pharmaceutical  industry, 
advertising  has  decreased,  and  consequently  the 
Journal  has  lost  money. 

Yom'  committee  is  of  the  opinion  that  this 
trend  in  the  advertising  policies  of  the  phar- 
maceutical companies  wiU  not  continue.  How- 
ever, the  committee  believes  that  certain 
steps  should  be  taken  to  reduce  the  costs  of 
operating  the  Journal  in  the  present  emergency 
and  recommends  the  following:  (1)  That  a 

formal  exploratory  study  be  made  of  the  possi- 
bility of  combining  journals  published  by  the 
state  medical  societies  of  Connecticut,  New 
Jersey,  and  New  York  in  order  to  obtain  more 
advertising  and  additional  subscriptions.  It 
has  been  shown  that  pharmaceutical  companies 
now  advertise  mostly  in  large  medical  journals. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Rosenberg:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
approved.  Is  there  any  discussion? 

Albert  H.  Douglas,  M.D.,  Queens:  In  the 


absence  of  Dr.  Ingegno,  and  as  a member  of  the 
Publication  Committee,  I would  like  to  call 
attention  to  the  fact  that  Mr.  Baldwin  has 
already  taken  steps  to  explore  the  feasibility  of 
joining  with  other  medical  society  journals  to 
provide  an  enlarged  membership  for  advertising 
pm'poses. 

I would  like  to  move,  therefore,  the  following 
substitute:  (1)  That  a formal  exploratory  study 
be  made  of  the  possibility  of  combining  the  New 
York  State  Journal  of  Medicine  with  the 
journals  of  other  state  medical  societies  in  order 
to  obtain  more  advertising  and  additional  sub- 
scriptions. This  would  give  the  Publication 
Committee  a freer  hand  than  is  given  in  the 
recommendation  of  the  reference  committee 
which  limits  the  exploration  to  two  neighboring 
medical  societies. 

Dr.  Ewing:  I am  in  complete  agreement  with 
this,  and  I think  the  reference  committee  would 
be  only  too  glad  to  substitute  that. 

Vice-Speaker  Babbage:  You  will  accept  it? 

Dr.  Ewing:  Yes,  I think  that  is  just  what  we 
want. 

Vice-Speaker  Babbage:  Is  there  any 

opposition  to  that?  Heai'ing  none,  we  wiU 
accept  it. 

Is  there  any  other  discussion?  Hearing  no 
further  discussion,  I will  caU  for  a vote.  Those 
in  favor  of  approval  of  this  recommendation  of 
this  portion  of  the  report  as  substituted  say 
“aye,”  against  “no.”  It  is  approved. 

Dr.  Ewing:  (2)  That  the  New  York  State 
JoLTRNAL  OF  MEDICINE  Undertake  its  own 
cu'culation  readership  survey.  Such  surveys 
have  been  done  successfully  by  Medical  Eco- 
nomics and  M.D.  magazines  and  have  proved 
that  these  publications  are  widely  read.  This 
survey  can  be  conducted  with  little  or  no  cost 
to  the  State  Society. 

I move  approval  of  this  portion  of  the  report. 

Dr.  Evans:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 

and  seconded  that  this  portion  of  the  report  be 
accepted.  Is  there  any  comment? 

Samuel  Z.  Freedman,  M.D.,  Assistant 
Treasurer:  Mr.  Speaker,  I would  suggest  to 

the  reference  committee  that  rather  than  make 
this,  as  it  now  appeal's,  in  the  form  of  a mandate, 
they  consider  a suggestion  not  to  use  the  term 
“undertake,”  which  to  me  means  a mandate, 
and  instead  use  a permissive  term.  The 
reason  for  that  is  “this  sm'vey  can  be  conducted 
with  little  or  no  expense  to  the  State  Society.” 
I am  very,  very  suspicious  about  this  under- 
estimation of  what  costs  may  be.  I might  say 
that  yesterday  at  the  reference  committee  Mr. 
Baldwin  who  sat  next  to  me  said  there  would  be 
no  cost.  I don’t  know  of  anything  that  can  be 
done  except  by  physicians  for  which  there  is  no 
cost.  Everybody  else  seems  to  find  that 
money  glows  on  trees. 

I certainly  am  not  impressed  by  using  the 
comparison  with  Medical  Economics  being 
successful.  I suppose  it  is  the  most  successful 
joumal  in  the  country  today  because  it  does 
deal  with  money. 

I would  therefore  move  to  amend  that  the 
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word  “undertake”  be  removed  and  the  word 
“consider”  be  substituted  in  its  place,  so  that 
at  the  Council  and  other  places  where  we  have 
considered  this  matter  of  the  Journal  for  years 
on  end,  it  can  be  permissive  and  not  a mandate. 

If  you  will  bear  in  mind,  this  morning  there 
was  passed  a resolution  which  provides  for  a 
study  when  this  will  come  up,  and  all  of  that 
can  be  covered  under  that  without  making  this 
a mandate. 

Vice-Speaker  Babbage:  Do  you  offer  that 
in  the  form  of  an  amendment? 

Dr.  Freedman:  Yes,  to  remove  the  word 

“undertake,”  which  might  be  considered  as 
a mandate,  which  I do  not  want,  and  substitute 
the  word  “consider,”  which  makes  it  permissive. 

Frederic  W.  Holcomb,  M.D.,  Trustee: 
I second  that  amendment. 

Vice-Speaker  Babbage:  Is  there  any  dis- 

cussion on  the  amendment? 

Thurman  B.  Givan,  M.D.,  Trustee:  Mr. 

Speaker,  I would  think  that  this  could  be  very 
easily  done  by  putting  a httle  corner  down  in 
the  Newsletter  and  sending  it  out  that  way 
with  very  httle  cost,  asking  members  what 
they  think  about  it. 

Speaker  Wurzbach:  It  is  not  the  Newsletter 
they  want  to  test  as  to  readability;  it  is  the 
Journal. 

Dr.  Givan:  As  to  the  readability  of  the 

Journal. 

Speaker  Wurzbach:  In  the  Newsletter"? 

Dr.  Givan:  Yes,  but  on  the  question  of 

the  readability  of  the  Journal,  how  much  do 
you  use  it,  etc.  This  could  be  put  in  the  News- 
letter. 


I . . .There  being  no  further  discussion,  the 
t amendment  was  put  to  a vote  and  was  carried . . . 

Dr.  Ewing:  How  would  that  amendment 

I make  it  read  now? 

1 Vice-Speaker  Babbage:  That  the  New 

I York  State  Journal  of  Medicine  consider  its 
I own  circulation  readership  survey. 

Dr.  Ewing:  What  about  “consider  making”? 

Vice-Speaker  Babbage:  “Consider”  it 

rather  than  “undertake”  it. 

Dr.  Ewing:  You  can  consider  it  but  do 

nothing  about  it.  I believe  the  intent  of  this 
committee  and  this  House  is  not  to  have  them 
merely  think  about  it  but  to  do  something. 
If  you  want  to  “consider  making”  all  right,  but  I 
think  you  must  use  the  word  “making”  for  the 
sake  of  semantics  along  with  the  “consider”  or 
leave  “undertake”  alone. 

Dr.  Freedman:  I think  the  chairman’s 

suggestion  is  well  taken.  It  should  read 
“consider  the  undertaking”  of  the  survey. 

Vice-Speaker  Babbage:  Very  well,  if  there 
is  no  objection,  that  change  will  be  made.  If 
there  is  no  further  discussion  on  the  report  as 
I amended,  I will  put  the  question. 

. . .There  being  no  further  discussion,  the 
motion  as  amended  was  put  to  a vote  and  was 
carried.  . . 

Dr.  Ewing:  (3)  That  the  Advertising  Depai't- 
ment  of  the  Journal  be  streamlined  in  order  to 
provide  for  greater  economy  in  operation  and  in 
methods  of  acquiring  additional  advertising. 


Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Heimoff:  I second  it. 

. . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  canned . . . 

Dr.  Ewing:  (4)  That  efforts  to  obtain 

advertising  from  som'ces  outside  of  the  phar- 
maceutical industry  be  continued. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Evans:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted.  Is  there  any  discussion  on  this? 

Earl  W.  Douglas,  M.D.,  Suffolk:  I would 
simply  like  to  ask  the  question,  is  there  any 
limitation  on  this  outside  advertising,  sir? 

Dr.  Ewing:  I don’t  understand  your 

question.  What  do  you  mean  by  “limitation”? 
We  would  like  to  get  all  of  the  advertising  we 
could. 

Dr.  Douglas:  From  all  sources? 

Dr.  Ewing:  From  all  ethical  sources. 

Dr.  Douglas:  Such  as  this  {indicating 

cigaret)"? 

Dr.  Ewing:  I think  this  would  have  to  be 

first  decided. 

Dr.  Douglas:  This  is  what  I mean. 

Dr.  Ewing:  At  the  present  time  I think  we 
more  or  less  have  to  go  along  with  the  rest  of 
them. 

Vice-Speaker  Babbage:  I think,  perhaps, 

that  the  committee  will  take  care  of  that 
situation. 

. . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  carried.  . . 

Dr.  Ewing:  (5)  That  a management  con- 

sultant agency  be  engaged  to  make  a study  of 
the  financial  aspects  of  the  Journal. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Evans:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Dr.  Ewing:  At  the  first  meeting,  your 

reference  committee  noted  that  advertising  in 
the  Journal  is  closely  allied  with  the  technical 
exhibits  at  the  convention  and  that  if  interest  is 
not  evinced  by  those  attending  the  convention 
in  the  technical  exhibits,  exhibitors  will  not 
continue  to  support  the  convention,  nor  will 
they  continue  to  advertise  in  the  Journal. 
Your  reference  committee  therefore  recom- 
mended that  the  Speaker  of  the  House  be  asked 
to  give  Mr.  Charles  L.  Baldwin,  dhector  of 
advertising  and  sales,  three  minutes  when  the 
House  of  Delegates  convened  on  Tuesday, 
May  14,  at  9:30  a.m.  to  urge  that  physicians 
visit  the  exhibits.  This  request  was  gi'anted. 

This  committee  recommends  that  in  the 
future,  this  procedure  be  followed  at  the  opening 
session  of  the  House  of  Delegates. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Heimoff:  I second  it. 

. . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried . . . 

Dr.  Ewing:  Your  committee  commends 
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William  Hammond,  M.D.,  editor  of  the  New 
York  State  Journal  of  Medicine;  Miss 
Alvina  Rich  Lewis,  managing  editor,  Mr.  C.  L. 
Baldwin,  and  their  staffs  for  their  efforts  in 
making  the  Journal  the  fine  magazine  that  it 
has  been  publicly  recognized  to  be. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Evans:  I second  it. 

. There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried . . . 

Section  188 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  Medical  Directory 

Dr.  Ewing:  Your  reference  committee  read 
and  approved  the  report  concerning  the  Medical 
Directory.  However,  it  has  been  brought  out 
that  a considerable  saving  could  be  realized  if 
the  Directory  could  be  compiled  by  means  of  a 
magnetic  tape,  IBM,  or  Remington  Rand 
system  rather  than  “hand  produced”  as  at 
present.  In  order  to  effect  this  change  in 
method,  some  of  the  material  now  listed  in 
physicians’  biogi'aphies  must  be  eliminated. 
Yom-  I'eference  committee  suggests  that  in  the 
future,  physicians’  biographies  include  only 
pertinent  data,  such  as  address,  telephone 
number,  medical  school,  hospital  affiliations,  and 
certifications.  It  further  suggests  that  where  a 
physician  has  more  than  one  office,  his  biographic 
data  be  included  only  under  one  and  that  the 
second  listing  with  the  other  address  carry  a 
notation  referring  to  the  first  listing. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Rosenberg:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Dr.  Ewing:  Your  reference  committee 

suggests  also  that  if  the  above  measures  are 
carried  out  and  a saving  is  realized,  consideration 
be  given  to  publishing  the  Directory  every  year 
rather  than  every  two  years  as  at  present. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Evans:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted.  Is  there  any  discussion?  Hearing 
none,  I will  call  for  approval.  Those  in  favor 
say  “aye,”  those  against  “no.”  Those  in 
favor  of  accepting  the  reference  committee’s 
recommendation  on  this  portion,  please  stand. 
There  is  no  doubt  in  the  mind  of  the  chair  at 
present  that  there  has  been  approval. 

Dr.  Ewing:  Your  committee  commends  Miss 
Janet  E.  Loy,  editorial  supervisor  of  the  Medical 
Directory,  and  the  members  of  the  Directory 
staff  who  so  ably  carried  forward  the  work  of 
compihng  this  complex  publication. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Samuel  Lieberman,  M.D.,  Bronx:  I 

second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  earned.  . . 


Section  189 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  Medical  Society 
Library 

Dr.  Ewing:  Your  reference  committee  noted 
the  report  on  the  Medical  Society  library  and 
feels  that  it  should  be  more  cleaidy  brought 
out  that  there  has  been  a consolidation  of  the 
previous  Medical  Society  library  represented  by 
the  library  of  the  Medical  Society  of  the  County 
of  Kings  and  the  Academy  of  Medicine  of 
Brooklyn  and  the  library  of  the  Downstate 
Medical  Center  of  the  State  University  of  New 
York.  The  library  will  now  be  located  at  the 
Downstate  Medical  Center  in  Brooklyn  and 
will  represent  a cooperative  arrangement  with 
each  library  still  retaining  some  individual 
autonomy. 

Your  reference  committee  endorses  this  co- 
operative aiTangement. 

The  committee  commends  Mr.  Wesley  Draper, 
librarian,  for  his  able  assistance. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Rosenberg:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Dr.  Ewing:  Finally,  the  reference  committee 
wishes  to  acknowledge  the  excellent  contribution 
of  Alfred  P.  Ingegno,  M.D.,  chairman  of  the 
Publication  Committee. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Evans:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  canded.  . . 

Section  190 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  What  Goes  On 

Dr.  Ewing:  The  committee  notes  that  What 
Goes  On  realizes  a considerable  profit  and  is 
entirely  supported  by  Lederle  Laboratories 
and  recommends  that  measures  be  taken  to 
cooperate  with  Lederle  Laboratories  so  that  this 
publication  can  be  continued. 

Mention  was  made  that  upstate  activities 
are  not  reported  as  completely  in  What  Goes  On 
as  downstate  meetings.  Suggestion  was  made, 
therefore,  that  upstate  societies  be  encouraged 
to  send  in  their  meeting  schedules  in  time  to 
meet  the  deadline,  which  is  one  month  prior 
to  publication  date. 

The  committee  commends  James  Greenough, 
M.D.,  director  of  scientific  activities,  for  his 
supervision  of  What  Goes  On. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Evans:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried . . 

Section  191  {see  9) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  Special  Committee 
on  Prize  Essays 

1 
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Dr.  Ewing:  Your  committee  noted  from 

the  annued  report  of  the  Special  Committee 
on  Prize  Essays  that  this  year  no  essays  were 
submitted  for  the  Lucien  Howe  Prize,  and 
only  one  essay  was  submitted  for  considera- 
tion for  the  Merit  H.  Cash  Prize.  It  was  the 
consensus  that  the  essay  did  not  merit  publica- 
tion in  the  Journal  or  recognition  for  a prize. 

Y oui'  reference  committee  endorses  the  recom- 
mendation of  the  Prize  Essay  Committee  that 
no  prize  be  awarded  this  year.  Since  so 
little  interest  is  shown  and  material  submitted 
is  of  such  poor  quality,  the  committee  suggests 
that  a thorough  study  be  made  of  the  prize 
essay  awai’ds  program  in  an  effort  to  promote 
this  program  more  vigorously. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Gerald  D.  Dorman,  M.D.,  Councillor: 
I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted.  Is  there  any  discussion? 

Alfred  A.  Angrist,  M.D.,  Queens:  I 

think  this  is  a very  desirable  thing  to  do.  The 
real  difficulty  is  that  the  prize  essay  awards 
which  we  now  make  have  lost  their  appeal. 
There  are  so  many  easy  methods  of  making 
money  and  obtaining  grants  for  any  particulai- 
type  of  effort  that  therein  lies  the  difficulty,  but 
I do  think  a study  with  specific  recommenda- 
tions is  long  overdue. 

Vice-Speaker  Babbage:  Thank  you.  Dr. 

Angrist. 

. . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Section  192  {see  96) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  Pharmaceutical 
|i  Advertising  in  Nonmedical  Publications 

Dr.  Ewing:  Your  reference  committee 

considered  resolution  63-58.  This  resolution 
was  amended  to  read  as  follows  and  then 
approved: 

Whereas,  Tear-out  pharmaceutical  ads 
have  appeared  in  issues  of  a lay  magazine 
which  are  sent  to  physician  subscribers  with 
instructions  that  the  doctor  remove  the  ad 
before  placing  the  magazine  in  his  waiting 
room;  and 

Whereas,  such  a procedure  assumes  the 
doctor  will  serve  as  an  agent  of  the  publisher  in 
deleting  the  material  not  intended  for  the 
public;  and 

Whereas,  the  expenditure  of  funds  for 
pharmaceutical  advertising  in  lay  publications 
tends  to  withdraw  financial  support  from 
medical  journals  which  serve  as  the  most 
important  medium  for  the  continuing  educa- 
tion of  the  doctor;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  express  its  disapproval  of 
this  advertising  policy  to  pharmaceutical 
houses  using  this  medium. 


Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Heimoff:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
approved.  Is  there  any  discussion? 

Matthew  Brody,  M.D.,  Kings:  Is  it 

necessary  to  use  the  thii’d  “whereas”?  We  all 
know  it,  but  do  we  have  to  admit  it?  Might  it 
not  be  in  better  taste  if  we  just  did  not  mention 
that  what  we  were  interested  in  was  the  money? 
May  I suggest,  sir,  deletion  of  the  thii'd  “where- 
as”? 

Dr.  Ewing:  I think  this  is  a question  of 

semantics,  but  it  is  aU  right  with  me.  The 
committee,  I believe,  will  go  along  with  that 
deletion,  but  leaving  the  “resolved”  as  it  is. 
I will  accept  it. 

Vice-Speaker  Babbage:  You  will  accept  it? 

Dr.  Ewing:  I see  no  reason  why  not. 

. . .There  being  no  fm'ther  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried . . . 

Vice-Speaker  Babbage:  That  was  accepted 
with  the  deletion  of  the  third  “whei'eas.” 


Section  193  {see  102) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  Arrangements  for 
Alternate  Delegates 

Dr.  Ewing:  Resolution  63-63  reads  as 

follows: 

Resolved,  That  at  all  future  meetings  of 
the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  appropriate  badges, 
all  informational  material,  and  appi'opriate 
seating  be  provided  for  those  alternate 
delegates  whose  county  societies  have  re- 
quested this  at  least  two  months  in  advance  of 
such  a meeting. 

This  resolution  was  approved. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

Dr.  Evans:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  , . 

Dr.  Ewing:  Y om-  chanman  wishes  to  express 
his  appreciation  to  the  members  of  his  reference 
committee  for  their  invaluable  assistance  and 
excellent  spirit  of  cooperation  and  to  thank 
those  guests  who  attended  reference  committee 
meetings,  thereby  aiding  the  committee  in  its 
deliberations.  The  chaiiman  also  thanks  Miss 
Sheila  Treacy  who  acted  as  secretai'y  to  the 
reference  committee  for  her  excellent  help. 

Mr.  Speaker,  I move  the  adoption  of  this 
report  as  a whole,  as  amended  and  deleted. 
Edward  F.  Shea,  M.D.,  Ulster:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . 

Vice-Speaker  Babbage:  Thank  you  very 

much.  Dr.  Ewing.  {Applause) 

I win  now  turn  the  chan  back  to  the  Speaker. 

. . Speaker  Wurzbach  assumed  the  chan.  . . 
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Reference  Committee  on 
Commission  on  Public  and 
Professional  Affairs 

Section  194 

Report  of  Reference  Committee  on  Commission  on 
Public  and  Professional  Affairs:  Public  Relations 

Speaker  Wurzbach:  I will  now  call  on 

Harold  T.  Golden,  M.D.,  to  present  the  report 
of  the  Reference  Committee  on  the  Commission 
on  Pubhc  and  Professional  Affairs. 

Harold  T.  Golden,  M.D.,  Herkimer:  Mr. 
Speaker  and  gentlemen  of  the  House,  your 
reference  committee  wishes  to  report  on  the 
following  matters: 

Your  committee  first  considered  the  report  of 
the  Pubhc  Relations  Committee.  It  is  cog- 
nizant of  the  fact  that  this  department  of  the 
Society  worked  this  past  year  with  a staff 
cm'tailed  in  number.  The  Newsletter  is  to  be 
comphmented  on  its  timely  and  exhaustive 
covering  of  the  major  controversial  matters 
facing  the  Society  in  the  past  year  as  weU  as 
the  more  mundane  reporting  of  the  events  of 
the  component  coimty  societies  and  the  Council 
activities.  We  noted  with  fuh  accord  the 
increased  cuculation  of  the  Newsletter  to  all 
physicians  in  New  York  State,  instead  of 
limiting  it,  as  was  previously  done,  to  members 
of  the  Society,  and  to  all  of  om'  State  represen- 
tatives and  senators  in  Washington. 

It  is  difficult  to  separate  functions  of  the 
Pubhc  Relations  Committee  in  many  of  its 
activities  from  that  of  the  Legislation  Com- 
mittee. Yom.’  reference  committee  feels  that 
oiu"  legislative  effort  would  have  been  even 
less  successful  without  this  contribution  of 
publicity,  alerting  of  county  societies,  and 
cooperative  planning. 

The  committee’s  actions  in  the  review  and 
advisory  assistance  of  local,  medical-slanted 
TV  and  radio  programs  was  smweyed  even 
beyond  the  report  of  the  committee  and  found 
to  be  excehent  in  ah  respects  tempered  with  an 
awareness  of  the  network  problems  as  weU  as 
the  need  for  constantly  supporting  medical 
accm'acy  and  improving  the  pubhc  image  of 
our  profession. 

Your  reference  committee  noted  with  accord 
the  committee’s  other  varied  activities.  We 
would  like  to  remind  ah  the  component  counties 
of  the  availabihty  of  an  excehent  exhibit  for  use 
in  local  high  school  career  days  and  college 
counsehng  entitled  “A  Career  in  Medicine” 
and  to  deplore  the  low  incidence  of  its  use. 
We  must  certainly  continue  to  attract  outstand- 
ing students  to  a career  in  medicine  in  increasing 
numbers,  and  the  use  of  this  exhibit  is  an  open- 
ing wedge  in  that  direction. 

The  activities  of  the  Pubhc  Relations  Com- 
mittee in  the  fields  of  awards,  the  Woman’s 
Auxiliary,  the  Medical  Assistants  Association, 
and  the  New  York  State  Association  of  the 
Professions  were  noted  and  commended. 

The  press  arrangements  and  news  releases 


dming  the  annual  meeting  were  felt  to  be 
complete  and  excehently  handled,  with  an 
awareness  that  we  cannot  dictate  to  but  we 
can  favorably  influence  the  medical  presenta- 
tions of  news  media. 

Yom’  reference  committee  commends  the 
Pubhc  Relations  Committee  on  its  1963  objec- 
tives, particularly  in  its  plans  for  Dr.  Quiddity 
cartoons,  increased  media  health  information 
releases  to  be  credited  to  local  county  societies, 
and  a continuation  with  expansion  where 
possible  of  the  present  service  of  supplying 
medical  information  to  ah  pmveyors  of  medical 
publications  to  the  pubhc. 

Mr.  Speaker,  I move  acceptance  of  this 
portion  of  the  report. 

Joseph  J.  Kaufman,  M.D.,  Wayne:  I 

second  the  motion. 

Speaker  Wurzbach:  It  has  been  moved  and 

seconded  that  this  portion  of  the  report  be  ac- 
cepted. Is  there  any  discussion? 

George  J.  Lawrence,  Jr.,  Councillor:  I 

would  hke  to  caU  to  the  attention  of  the  House 
the  first  paragraph  under  pubhc  relations. 
The  thii’d  sentence  is  specificaUy  to  what  I 
refer.  I think  it  is  rather  difficult  to  compliment 
a piece  of  paper.  Therefore,  I would  move  to 
amend  this  sentence  to  read:  The  editors  and 
staff  of  the  Newsletter  are  to  be  complimented  on, 
etc. 

Sol  Axelrad,  M.D.,  Queens:  I second  that 
amendment. 

. . . There  being  no  discussion,  the  amendment 
was  put  to  a vote  and  was  unanimously 
carried.  . . 

Speaker  Wurzbach:  Now  on  this  portion  of 
the  report  of  the  committee  as  amended.  Is 
there  any  discussion? 

. . There  being  no  discussion,  the  motion  as 
amended  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Section  195  {see  12,  16) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Legislation 
Committee 

Dr.  Golden:  Your  reference  committee  next 
considered  the  annual  report  of  the  Legislation 
Committee.  It  was  noted  and  believed  that  the 
attention  of  the  House  should  be  brought  to  the 
fact  that  a Commission  on  Public  and  Pro- 
fessional Affairs  now  exists,  composed  of  the 
Legislation  and  Public  Relations  Committees. 
The  Legislation  Committee  has  been  made 
smaller  with  a more  equitable  geographic 
distribution  of  its  membership.  The  “Medical 
Legislation  Letter”  has  kept  the  members 
posted  on  legislative  matters  affecting  our 
profession.  A final  summary  of  the  action  of 
the  Legislatm-e  on  those  bills  supported  by  last 
year’s  House  of  Delegates  is  now  possible,  and 
this  summary  finalizes  these  items  beyond  that  in 
the  annual  report  63-F : 

Medical  School  Scholarships.  This  bill  is 
now  a law.  It  allows  counties  outside  of  New 
York  City  to  gi’ant  scholarships  for  professional 
education  in  medicine  conditioned  on  the 
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promise  of  the  recipients  to  practice  medicine  in 
that  covmty  for  a limited  period  following 
hcensure. 

Tax  Deduction  for  Cost  of  Medical  Tuition, 
Exemption  from  Taxation  of  Real  Properties 
Owned  by  Medical  Societies,  and  Healing  Arts. 
These  three  bills  died  in  committee  because  of 
the  difficulty  encountered  with  the  tax  progi-am 
in  general.  The  reference  committee  suggests 
that  these  bills  be  fostered  again  by  the  Society. 

Professional  Practitioners  to  Form  Associa- 
tions or  Corporations  for  Tax  Purposes.  This 
has  been  dropped  until  the  New  York  State 
Association  of  the  Professions  can  agree  on  the 
details  of  the  bill. 

Oral  Prescriptions  for  Class  B Narcotics. 
This  was  vetoed  by  the  Governor,  who  stated 
that  he  feared  the  effect  it  might  have  on 
narcotic  addiction. 

Clinical  Pathologic  Bioanalysts  Licensure. 
This  was  defeated  by  vote  in  Assembly. 

“Good  Samaritan”  Law.  This  bill  failed  in  the 
Assembly,  probably  because  the  Assembly  was 
awai'e  that  the  Governor  had  vetoed  it  last  year. 

Workmen’s  Compensation  Law  Medical  Re- 
ports. This  became  law.  The  bill  provides 
that  only  reports  made  subsequent  to  the  dates 
of  request  need  be  fui'nished  by  the  claimant 
physician  or  consultant  to  the  claimants. 

Cost  of  X-ray  Examinations.  This  became 
law,  increasing  the  limitation  on  x-rays  in  com- 
pensation cases  from  $10  to  $25  before  author- 
ization is  required.  This  will  release  a number 
of  additional  items  in  the  fee  schedule,  thereby 
enabling  radiologists  to  render  necessary  service 
without  undue  delay. 

Medical  Audits.  This  measure,  which  became 
Chapter  326  of  the  Laws  of  1963,  provides  that 
the  Department  of  Health  may,  in  addition  to 
its  other  scientific  studies,  for  the  purpose  of  a 
reduction  of  morbidity  and  mortality,  make 
scientific  studies  for  “the  improvement  of  the 
quality  of  medical  cai'e  through  the  conducting 
of  medical  audits”  within  the  State.  It  is  the 
expressed  intention  of  the  State  Health  Depart- 
ment (1)  to  conduct  audits  only  on  a voluntary 
basis  where  hospitals  have  requested  them;  (2) 
no  audits  will  be  made  of  the  records  of  in- 
dividual medical  practitioners;  (3)  the  results 
of  such  audits  will  be  made  available  to  the 
officials  requesting  them  and  will  be  used  only 
for  informational  purposes. 

Licensure  of  X-ray  Technicians.  The  Society 
opposed  this  bill  this  year  because  of  the  indirect 
effects  of  chiropractic  licensure  which  authorized 
chiropractors  to  use  x-ray  equipment.  The 
Governor  vetoed  the  bill,  but  his  remarks 
suggested  that  he  would  sponsor  it  next  year 
after  changes.  The  Society  intends  to  make 
its  views  known  very  cai’efully  so  that  there 
will  be  no  question  as  to  the  Society’s  position. 

I move  adoption  of  this  portion  of  the  report. 

John  H.  Wadsworth,  M.D.,  Schoharie:  I 

second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried . . . 

Dr.  Golden:  Continuing  with  the  summary 
of  action  on  bills: 


Hypnosis.  This  was  not  reported  out  of 
committee. 

Licensure  of  Chiropractors.  This  became  law 
against  extensive  opposition  by  the  Society. 

The  remainder  of  63-F  is  concerned  with  the 
efforts  on  behalf  of  the  Society.  The  appendix 
of  the  report  was  noted  with  approval  by  your 
committee. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

George  Himler,  M.D.,  New  York:  I 

second  it. 

. . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously 
carried.  . . 

Dr.  Golden:  In  addition  to  the  preceding 

State  legislative  activities,  your  committee 
has  learned  of  the  following  which  deeply 
concern  the  members  of  the  Society: 

Antidiscrimination — Social  Welfare.  Under 
Chapter  913  of  the  Laws  of  1963,  the  Social 
Welfare  Department  was  granted  the  authority 
to  withhold  approval  of  any  hospital  which 
fails  to  permit  the  accreditation  of  a physician 
on  its  staff,  on  the  grounds  of  discrimination 
because  of  I'ace,  color,  or  creed.  Under  this 
law,  responsibility  which  has  normally  been 
vested  in  the  State  Commission  on  Human 
Rights  to  investigate  discrimination  is  now  given 
to  the  Social  Welfare  commissioner  as  well. 
Under  this  law  a physician  may  register  a 
complaint  that  he  has  been  denied  privileges  at 
a given  hospital  in  this  State  and  thereby 
requiie  that  a hearing  be  conducted.  If  the 
Social  Welfare  Department  and  the  commis- 
sioner determine  that  the  complaint  is  valid  and 
is  supported  by  reasonable  proof,  the  Social 
Welfare  commissioner  is  empowered  to  remove 
from  the  hospital  its  continued  right  to  treat  the 
public  and  the  public  health. 

Antidiscrimination  in  Hospital  Staff  Appoint- 
ments and  Privileges.  Another  measure,  which 
became  Chapter  770  of  the  Laws  of  1963, 
amending  the  Public  Health  Law,  provides 
powers  to  the  State  Health  commissioner  to 
conduct  heai'ings  on  the  request  of  a medical 
practitioner  who  has  been  denied  privileges 
to  practice  by  a hospital  governing  board 
because  of  participation  in  any  medical  group 
practice  or  nonprofit  health  insurance  plan 
authorized  by  the  State  who  has  been  excluded 
or  expelled  from  such  membership  or  had  his 
privileges  diminished  because  of  such  pai'ticipa- 
tion.  If  the  State  Health  commissioner,  after 
a hearing,  determines  the  validity  of  such 
charges,  the  commissioner  is  empowered  to  issue 
an  order  to  the  hospital  to  cease  such  discrimi- 
natory practice,  such  action  being  subject  to 
judicial  review. 

Amendment  to  Insurance  Law  Relating  to 
Home  Nursing  Services.  A measm'e  supported 
by  the  Insurance  Department  of  the  State  was 
approved  and  became  Chapter  638  of  the  Laws 
of  1963.  This  measure  was  designed  to  close  an 
existing  gap  in  the  statutory  structure  of  the 
Insui'ance  Department  smveillance  of  rates  of 
payment  by  Blue  Cross  Plans  and  to  permit 
visiting  nurse  service  in  the  home  to  be  provided 
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on  a service  benefit  basis.  This  measure  has 
significance  to  medical  practitioners  in  that  Blue 
Cross  may  now  contract  with  those  private  or 
public  instrumentalities  providing  home  nmsing 
services  that  have  been  approved  by  the  Com- 
missioner of  Health  for  such  pmpose.  The 
contracts  in  question  must  necessarily  be 
approved  both  by  the  Commissioner  of  Health 
and  by  the  Superintendent  of  Insmance. 

Yom'  reference  committee  notes  with  apprecia- 
tion the  extraordinary  efforts  of  the  chairman  of 
the  Legislation  Committee  to  conduct  an 
effective  legislation  program  with  depleted 
staff  and  inadequate  funds.  This  situation  can 
obviously  not  be  expected  to  continue,  and  the 
following  recommendations  are  therefore  made: 
That  the  Commission  on  Public  and  Professional 
Affairs  be  instructed  to  re-establish  a legislative 
oflice  in  Albany  with  a full-time  legislative 
director;  that  this  office  be  established  and 
operating  effectually  by  October  1,  1963;  and 
that  the  necessary  budgetary  allowances  and/or 
reallocations  be  made  to  implement  this  recom- 
mendation. 

I move  adoption  of  this  portion  of  the  report. 

Dr.  Kaufman:  I second  it. 

Speaker  Wurzbach:  Is  there  any  discus- 

sion? 

Abraham  W.  Freireich,  M.D.,  Nassau: 
I would  like  to  talk  about  the  portion  on  anti- 
discrimination  in  hospital  staff  appointments 
and  privileges. 

I would  like  to  state  that  this  again  is  an 
infringement  on  the  practice  of  medicine  in 
hospitals,  which  was  first  introduced  as  legisla- 
tion in  Nassau  County  and  later  in  the  New 
York  State  Legislatm-e  at  its  1963  session.  The 
right  to  practice  medicine  in  a hospital  is  a 
privilege,  which  cannot  be  and  should  not  be 
dictated  by  politicians  for  whatever  pmposes 
they  may  demand. 

Each  individual  should  be  selected  for  hospital 
appointment  based  on  his  professional  attain- 
ments, and  nothing  else.  Thank  you. 

Speaker  Wurzbach:  Is  there  any  further 

discussion? 

Assistant  Secretary  Wolff:  The  portion 
of  the  present  report  that  is  under  consideration 
includes  the  diiection  that  we  re-establish  an 
office,  a legislative  office,  in  Albany.  I think 
the  House  should  know  that  this  is  going  to 
cost  considerable  money,  that  it  will  tie  the 
hands  of  the  Council  of  the  Society  and  mandate 
such  an  office  regardless  of  whether  it  is  found 
feasible  or  even  useful. 

We  have  been  through  this  in  the  past.  I 
don’t  want  this  to  slip  through  unnoticed.  It  is 
part  of  a large  report  which  contains  a quantity 
of  matter  that  does  not  require  any  special 
action.  I am  opposed  to  this  recommendation. 
I think  that  we  can  well  consider  whether  or 
not  it  will  be  worth  while,  but  as  the  wording 
stands,  the  Society  will  be  committed  to  the  re- 
establishment of  this  office,  and  we  have  no 
assurance  that  we  are  going  to  fare  any  better 
in  the  future  than  we  have  in  the  past  just 
because  we  take  this  step. 

I move  that  we  disapprove  that  portion. 


which  has  to  do  with  the  direction  to  re-establish 
the  Albany  office. 

Speaker  Wurzbach:  You  move  to  delete 

the  entire  paiagraph? 

Assistant  Secretary  Wolff:  No,  to  dis- 

approve. 

Samuel  Wagreich,  M.D.,  Bronx:  I second 
the  motion. 

Speaker  Wurzbach:  Is  thexe  any  fmther 

discussion? 

Samuel  Z.  Freedman,  M.D.,  Assistant 
Treasurer:  In  order  to  clarify  something,  have 
we  appi'oved  or  acted  on  evei’ything  up  to  this 
point? 

Chorus:  No. 

Dr.  Freedman:  The  discussion  before  the 

last  speaker  was  on  a different  section  of  this 
report. 

Speaker  Wurzbach:  This  is  the  entue  thing. 
There  was  no  motion  made  upon  anything 
but  this  one  paragraph. 

Dr.  Freedman:  With  all  due  respect,  might 
I suggest  that  we  separate  it,  because  this 
matter  which  was  raised  by  the  last  speaker  is  of 
importance,  and  perhaps  if  we  can  get  rid  of 
everything  else  befoi'e  that,  we  might  pioceed 
more  expeditiously. 

Speaker  Wurzbach:  You  would  have  a 

right  to  ask  for  separation  of  action. 

Dr.  Freedman:  I so  move. 

Gerald  D.  Dorman,  M.D.,  Councillor: 
I second  it. 

Speaker  Wurzbach:  There  is  no  discussion 
on  this  because  these  things  can  stand  on  their 
own.  We  will  hold  off  on  this,  and  we  will 
act  on  it  as  a sepaiate  item.  The  other  poition 
is  another  part.  We  will  now,  if  there  is  no 
discussion  on  the  other  portion  without  this  one 
paragiaph,  take  a vote  on  that.  You  ai'e  speak- 
ing on  the  entire  portion  with  the  deletion  of 
this  one  paiagi'aph. 

Dr.  Dorman:  On  the  entii'e  portion,  with  the 
deletion. 

Jeff  J.  Coletti,  M.D.,  Nassau:  It  is  appro- 
priate at  this  moment,  if  I may,  to  intei'ject  the 
suggestion  that  because  of  the  lengthiness  and 
the  verbosity  of  this  report,  it  be  taken  up  para- 
graph by  paragiaph  or  one  or  two  paiagiaphs  at 
a time,  because  it  is  very  difficult  to  ti-y  to  di- 
gest all  that  is  being  said  here.  I would  like  to 
suggest  that  we  consider  these  paragiaphs  one  at 
a time  or  one  or  two  at  a time.  The  report  is 
extremely  lengthy. 

Speaker  Wurzbach:  All  right,  is  it  the  idea 
of  the  House  that  this  portion  of  the  leport  be 
considered  seriatim,  paragi'aph  by  paragi’aph? 

Dr.  Dorman:  All  of  page  5 of  the  i-eference 
committee’s  report  is  just  a factual  stoi-y  of  what 
has  taken  place.  I have  no  objection  to  discuss- 
ing it  sepaiately,  but  it  will  take  up  extra  time. 
These  paragraphs  are  a report  of  the  laws  that 
have  been  passed  and  that  are  not  in  effect,  and 
no  matter  how  you  discuss  them,  you  ai'e  not 
changing  the  law  at  this  time.  The  next  page  is 
a diffei’ent  matter,  and  it  has  been  suggested 
that  that  be  taken  up  sepai'ately. 

Speaker  Wurzbach:  Do  you  still  care  to 
make  a motion  for  seriatim  consideration? 
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Dr.  Coletti:  I so  move. 

Speaker  Wurzbach:  Is  there  a second? 

John  F.  Kelley,  M.D.,  Vice-President:  I will 
second  it. 

Speaker  Wurzbach:  On  which  there  is  no 
debate. 

We  will  now  go  to  the  paragraph  “Antidis- 
crimination— Social  Welfare.”  Is  there  any 
discussion  on  this? 

Assistant  Secretary  Wolff:  I move  its 
approval. 

Leonard  L.  Heimoff,  M.D.,  Bronx:  I sec- 
ond it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Speaker  Wurzbach:  Now  we  will  go  on  to 
the  next  paragraph,  “Antidiscrimination  in 
Hospital  Staff  Appointments  and  Privileges.” 

Assistant  Secretary  Wolff:  I move  its 
approval. 

Dr.  Himler:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Speaker  Wurzbach:  Now  we  go  on  to  the 
next  paragi'aph. 

Dr.  Freireich:  I would  like  to  know  whether 
it  is  proper  at  this  time  for  this  body,  even 
though  this  is  already  a report  of  the  Legisla- 
ture that  has  already  been  put  in  the  books — 
whether  or  not  this  House  of  Delegates  can 
register  an  opinion  concerning  it? 

Speaker  Wurzbach:  You  can  register  an 

opinion  at  any  time. 

Dr.  Freireich:  I move  that  this  House  of 
Delegates  go  on  record  as  being  against  the  legis- 
lation described  as  Chapter  770  of  the  Laws  of 
1963,  in  that  it  is  discriminating— 

Chorus:  No. 

Dr.  Freireich:  Is  it  out  of  order? 

Speaker  Wurzbach:  It  is  out  of  order  be- 
cause you  cannot  be  against  legislation  that  has 
been  adopted.  You  must  present  reasons. 

Dr.  Freireich:  We  register  our  disapproval. 

Speaker  Wurzbach:  That  is  different. 

Dr.  Freireich:  That  we  in  this  House  of 
Delegates  register  our  disapproval  of  the  action 
of  the  State  Legislature  in  promulgating  this 
piece  of  legislation. 

Speaker  Wurzbach:  You  have  a second  to 
that? 

Ralph  S.  Emerson,  M.D.,  Nassau:  I second 
it. 

Speaker  Wurzbach:  Is  there  any  discussion 
on  this,  which  is  actually  an  amendment? 

Dr.  Dorman:  On  a point  of  order,  is  not  this 
informational  matter  that  is  now  before  the 
House  as  a factual  statement  of  what  is  before 
the  House?  This  would  be  another  matter 
that  is  introduced  at  this  point  and,  therefore, 
out  of  order,  because  the  report  makes  the  state- 
ment that  they  are  reporting  factually  that  these 
laws  have  been  passed.  This  is  an  entirely 
different  resolution  being  introduced,  and  that 
I would  maintain  is  out  of  order  at  this  point. 

Speaker  Wurzbach:  Your  point  is  well 

taken.  The  chair  agrees.  Therefore,  we  are 
on  the  entire  paragraph  and  not  on  this  new 
motion. 


Jerome  B.  Flynn,  M.D.,  Bronx:  I would 
like  to  say  this  is  all  information.  Therefore, 
I suggest  that  we  accept  this,  and  then  we  go  on 
to  the  new  resolution  that  was  put  up.  I make 
a motion  that  we  accept  page  5 of  the  report. 

Speaker  Wurzbach:  You  can’t.  We  are 

working  seriatim.  You  are  out  of  order. 

Chorus:  That  is  right. 

Speaker  Wurzbach:  Do  you  wish  to  speak 
on  this  paragraph,  sir? 

Dr.  Emerson:  The  resolution,  as  I under- 
stand it,  was  to  deplore  this  type  of  legislation. 
Now,  Mr.  Speaker,  am  I out  of  order? 

Speaker  Wurzbach:  Yes,  because  this  is  a 
new  matter  that  is  brought  in  here,  an  entirely 
new  matter,  to  a factual  presentation. 

Dr.  Emerson:  How  do  we  register  our  pro- 
test against  this  type  of  legislation?  Does  a 
new  resolution  have  to  be  introduced? 

Speaker  Wurzbach:  After  we  have  finished 
with  this,  then  you  can  bring  in  a motion;  after 
this  paragraph  has  been  accepted  as  factual, 
then  bring  in  a motion,  which  then  can  be  enter- 
tained if  the  House  feels  that  way.  But  I think 
we  must  accept  the  factual  material  prior  to 
bringing  in  anything  else  about  it. 

All  in  favor  of  accepting  this  factual  infor- 
mation say  “aye,”  opposed  “no.”  It  is  carried 
unanimously.  The  factual  element  is  accepted. 
Now,  Dr.  Emerson,  you  are  in  order  to  present 
a motion  deploring,  or  any  word  you  wish,  the 
action  of  the  Legislature  in  this  regard. 

Dr.  Emerson:  Mr.  Speaker,  I would  like  to 
recommend  that  this  House  of  Delegates  go  on 
record  as  deploring  the  legislation  under  Chap- 
ter 770  of  the  Laws  of  1963  regarding  anti- 
discrimination  in  hospital  staff  appointments 
and  privileges. 

Speaker  Wurzbach:  Is  there  a second? 

Dr.  Wagreich:  I second  it. 

Dr.  Dorman:  I believe  this  would  come  in  as 
a resolution,  and  I believe  the  resolutions  would 
require  unanimous  consent  of  the  House  at  this 
point.  This  is  not  a motion  that  is  directly 
concerned  on  a point  of  fact.  This  is  a new 
matter.  This  is  a point  of  fact  that  is  being 
produced  by  our  reference  committee,  and  any 
action  of  this  sort  is  a resolution  and  would  need 
unanimous  consent  of  the  House. 

Speaker  Wurzbach:  Your  point  of  order  is 
well  taken.  It  will  require  a resolution,  and  it 
may  be  introduced  at  this  session,  but  not  later 
than  this  session.  If  this  will  be  brought  in  as  a 
resolution  this  afternoon.  Dr.  Emerson,  why 
then  it  can  be  referred.  This  committee  would 
then  have  to  have  it  to  report  tomorrow  morn- 
ing. 

Is  there  any  discussion  of  paragraph  3? 

Dr.  Emerson:  If  a unanimous  vote  is  re- 
quired, could  we  have  it? 

Speaker  Wurzbach:  You  can  present  a 

resolution  today.  It  may  not  be  presented 
after  this  session  except  by  unanimous  consent 
according  to  our  Constitution. 

On  the  third  paragraph,  all  those  in  favor  of 
the  adoption  of  the  factual  report  in  the  third 
paragraph  say  “aye,”  opposed  “no.”  It  is 
unanimous.  That  is  taken  care  of. 


September  1,  1963 — Part  II  / New  York  State  Journal  of  Medicine  121 


Now,  gentlemen,  we  have  arrived  at  the  meat 
of  the  sandwich.  It  seems  we  are  on  the  two 
paragraphs  on  page  6,  and  there  was  a motion 
to  disapprove,  which  was  seconded.  Now  we 
are  on  the  discussion  of  the  motion  to  dis- 
approve. 

Thomas  M.  D’Angelo,  M.D.,  Queens:  Mr. 
Chairman,  before  I am  able  to  vote  intelligently 
on  this  matter  one  way  or  another,  may  I sug- 
gest that  Dr.  Blake  and  Dr.  Fineberg  give  us 
their  views  concerning  this  matter. 

Speaker  Wurzbach:  They  have  made  a re- 
quest, Dr.  Blake.  Will  you  answer  it? 

James  M.  Blake,  M.D.,  Councillor:  I am 
sorry,  but  we  are  having  a little  subcommittee 
meeting  here.  I did  not  hear  the  question.  We 
are  trying  to  get  this  resolution  written. 

Speaker  Wurzbach:  That  will  take  care  of 
itself.  Now,  Dr.  Blake,  the  request  has  been 
made  that  you,  as  chairman  of  the  Legislation 
Committee,  give  your  views  on  this  matter  be- 
fore the  House  considers  it  further.  Will  you 
please  do  so? 

Dr.  Blake:  This  was  discussed  in  quite  some 
detail  yesterday  before  the  reference  committee, 
and  I think  almost  everyone  there  expressed 
agreement  with  the  recommendation  which  I 
had  made  and  which  Dr.  Fineberg  had  made, 
and  which  was  made  in  Dr.  Lawrence’s  sub- 
committee’s report.  You  also  approved  earher 
— in  the  reports  of  the  officers  I believe  it  is — 
that  a similar  project  be  undertaken,  with  a re- 
allocation of  funds.  I think  it  is  absolutely 
imperative  that  we  have  more  help,  more  data, 
and  more  people  to  work  in  relation  to  legisla- 
tion. I therefore  agree  we  do  need  more  people 
to  staff  an  office  in  Albany.  Does  that  answer 
the  question? 

Speaker  Wurzbach:  I think  so. 

Now  the  request  was  also  made  that  the 
executive  vice-president  give  his  views  on  this 
subject. 

Executive  Vice-President  Fineberg:  Mr. 
Speaker  and  members  of  the  House,  you  wiU  re- 
member that  in  my  report  to  this  House  of  Dele- 
gates, I stated  we  were  not  satisfied  with  the 
results  of  our  legislative  proposals  in  Albany; 
as  a matter  of  fact,  I said  that  the  result  had 
left  much  to  be  desired.  What  I called  for  was 
a restudy  and  re-evaluation  of  the  entire  legis- 
lative situation,  and  that  is  the  way  I would 
like  to  see  it.  I don’t  think  we  should  make  any 
definite  decision.  Surely  you  should  not  ham- 
string the  Council  and  other  people  and  say  we 
must  have  this  all  finished  by  October  1,  1963. 
I think  we  should  study  it.  I have  my  ideas 
about  it,  and  most  of  them  agree  with  what  has 
been  said,  but  I do  think  we  ought  to  be  given 
time  so  we  know  all  of  the  angles. 

James  Greenough,  M.D.,  Past-President: 
I move  that  this  paragraph  be  referred  to  the 
Council  for  further  study  and  action. 

Dr.  Freedman:  I second  it. 

Speaker  Wurzbach:  This  is  a substitute 

motion,  that  these  two  paragraphs  be  referred 
to  the  Council  for  study  and  action. 

Dr.  Freedman:  I wish  to  speak  in  favor  of 
the  substitute  motion,  particularly  when  you 


read  it  here,  where  it  says,  “That  the  necessary 
budgetary  allowances  and  or  reallocations  be 
made  to  implement  this  recommendation.”  It 
was  my  understanding  this  morning  that  there 
was  going  to  be  a reeJlocation.  There  is  a dif- 
ference between  a reallocation  and  a budgetary 
allowance,  which  implies  an  addition.  I have 
every  reason  in  the  world  to  believe  that  the 
two  departments’  budgets,  the  total  budgets  of 
the  two  departments  under  consideration,  if  re- 
allocated, could  be  worked  out  so  that  the  re- 
sult is  better,  that  we  accomplish  something 
satisfactorily  in  Albany  and  at  the  same  time 
not  get  hung  up  with  too  much  expense.  You 
have  heard  the  executive  vice-president  who 
feels  the  same  way;  therefore,  that  resolution 
which  I speak  in  favor  of  I think  deserves  your 
support. 

Speaker  Wurzbach:  Is  there  any  further 

discussion? 

Dr.  Himler:  Mr.  Speaker,  I would  like  to 
point  out  one  thing.  Dr.  Wolff  said  that  we 
would  do  this  and  have  no  insurance  and  no 
guarantee  that  we  would  do  any  better  with  our 
legislative  program  than  we  have  up  to  now. 
I feel  very  strongly  that  if  we  don’t  do  some- 
thing, we  have  one  excellent  guarantee,  and 
that  is  we  will  have  no  legislation  program,  and 
nothing  will  be  done. 

With  all  due  deference  to  the  Council,  I am 
sure  they  will  take  action  on  this,  but  if  it  is 
referred  back  to  Council,  I would  like  to  see  it 
referred  back  with  some  date  so  that  we  can  de- 
velop an  effective  legislative  program  in  time 
for  the  convening  of  the  Legislature. 

Speaker  Wurzbach:  What  about  an  amend- 
ment? 

Dr.  Himler:  And  I would  like  to  amend  that 
in  that  fashion,  if  it  is  at  all  possible.  I don’t 
know  what  date  can  be  set. 

Speaker  Wurzbach:  To  what  date? 

Dr.  Himler:  By  January  1,  1964,  will  be 
rather  late,  wouldn’t  it? 

Dr.  Freedman:  We  work  very  fast  in  the 
Council. 

Dr.  Himler:  I would  like  to  say  that  pos- 
sibly the  Council  would  have  its  recommenda- 
tions ready  then  at  least  by  October  1. 

Speaker  Wurzbach:  By  what  date  have 

you  set? 

Dr.  Dorman:  October  1. 

Speaker  Wurzbach:  There  will  only  be  a 
June  meeting  of  the  Council  and  no  meeting  in 
the  summer. 

Dr.  Himler:  This  was  exactly  the  reason 
that  the  reference  committee  had  for  establish- 
ing this  in  this  fashion.  It  was  not  intended  to 
bypass  the  Council.  It  was  merely  felt  that 
this  was  rather  urgent  to  accomplish  rather  than 
abandoning  our  legislative  program  for  this 
year.  I would  like  to  bring  it  to  the  attention 
of  the  House  and  withdraw  my  request  for  a 
time. 

Dr.  Blake:  I would  like  to  point  out  to  you 
a reference  a moment  ago  to  your  approval  of 
the  report  of  the  Reference  Committee  on  Re- 
ports of  Officers  B,  in  which  you  approved  that 
proper  reallocation  of  funds  provided  in  the  1963 
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budget  be  made.  You  approved  that,  which 
implies  at  least  to  me  that  your  attempt  was 
that  we  should  increase  our  activities,  effective 
this  coming  year. 

Speaker  Wurzbach:  Yes,  but  did  not  spell 
out  the  modus  operand!. 

Dr.  Blake:  That  is  right.  It  was  to  be  re- 
ferred to  the  Council  based  on  that  action  you 
took  earher  today.  I don’t  believe  you  need  a 
date  because  it  implies  1963. 

. . . There  were  calls  for  the  question  . . . 

Speaker  Wurzbach:  The  question  is  called 
for.  All  those  in  favor  of  the  substitute  motion 
to  refer  these  two  paragraphs  for  action  to  the 
Council  say  “aye,”  opposed  “no.”  It  is  unani- 
mously carried,  and  it  is  so  ordered. 

Dr.  Golden:  The  reference  committee  re- 
viewed the  Supplementary  Report  of  the  Legis- 
lation Committee,  63-K. 

The  five-point  “Operation  Counter-Attack”  is 
a comprehensive  program  designed  to  prevent 
the  passage  of  legislation  of  the  King-Anderson 
type. 

“Operation  Hometown”  is  another  and  sup- 
plementary program  of  action  at  the  local  level 
intended  to  secure  the  help  and  cooperation  of 
local  groups  and  organizations  in  fostering  ap- 
propriate legislation  for  medical  care  for  the 
aged.  A film  describing  this  operation  will  be 
shown  to  the  House  of  Delegates  if  its  schedule 
permits  and  should  be  of  great  interest.  These 
two  programs  are  imaginative  in  their  concept 
and  should  be  very  effective  if  they  are  ade- 
quately implemented  at  the  local  level. 

The  Washington  trips  of  our  delegation  of 
the  Legislation  Committee  have  apparently 
served  as  a useful  means  of  exchange  of  opinion 
between  our  Federal  legislators  and  us.  The 
increased  understanding  of  our  objectives  and 
our  point  of  view  by  the  legislators  more  than 
justifies  the  relatively  small  expenditures  these 
trips  involve. 

The  recommendation  of  the  Committee  on 
Legislation  that  the  county  medical  societies, 
particularly  the  larger  ones,  send  representatives 
of  their  own  with  the  State  Society  delegation  at 
their  own  expense  (that  is  the  county  expense) 
also  merits  the  support  of  the  House  of  Dele- 
gates. 

In  general,  the  Legislation  Committee  and  its 
vice-chairman,  who  is  in  charge  of  the  Federal 
portion  of  our  legislation  activities,  are  to  he 
commended  for  having  developed  an  effective 
program  which,  if  supported  and  implemented 
wholeheartedly  by  this  Society  and  the  compo- 
nent county  societies,  should  improve  our  legis- 
lative batting  average. 

Mr.  Speaker,  I move  for  adoption  of  this  por- 
tion of  the  report. 

Dr.  Dorman:  I second  it. 

Speaker  Wurzbach:  It  is  open  for  discus- 
sion. 

Executive  Vice-President  Fineberg: 
May  I suggest  that  you  add  that  the  staff  he 
commended  because  there  are  a number  of 
members  of  our  staff  who  did  heroic  work  on 
this  Washington  trip,  Mr.  Tracey  and  a few 
others. 


Dr.  Golden:  Our  committee  wishes  to  com- 
mend the  staff  of  the  Medical  Society  of  the 
State  of  New  York  who  really  did  an  heroic  job, 
particularly  Mr.  Tracey.  Without  the  assist- 
ance of  his  aides  though,  I am  certain  that  our 
Washington  project  would  not  have  been  as 
effective. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried  . . . 

Speaker  Wurzbach:  It  is  adopted. 

Dr.  Lawrence:  As  amended. 

Speaker  Wurzbach:  As  amended;  we  ac- 
cepted the  changes,  so  it  is  really  not  an  amend- 
ment. 

Section  196  {see  64) 

Report  of  Reference  Committee  on  Commission  on 
Public  and  Professional  Affairs:  Emergency  Med- 
ical Identification  Tag 

Dr.  Golden:  Resolution  63-27,  concerned 
with  the  development  of  an  emergency  medical 
identification  tag  and  its  implementation  on  a 
State-wide  basis,  was  approved  in  its  entirety  by 
your  reference  committee. 

Mr.  Speaker,  I move  acceptance  of  this  por- 
tion of  the  report. 

Michael  C.  Armao,  M.D.,  New  York:  I sec- 
ond the  motion. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  197  {see  66) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Practice  of 
Medicine  by  Psychologists 

Dr.  Golden:  Your  reference  committee  re- 
viewed resolution  63-29,  “The  Practice  of  Medi- 
cine by  Psychologists,”  introduced  by  Nassau 
County  Medical  Society.  The  committee  rec- 
ommends approval  of  this  resolution  with 
minor  changes  so  that  the  final  “resolved”  por- 
tion of  the  resolution  would  read: 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  vigorously  apprise  the 
Board  of  Regents  of  the  State  of  New  York 
and  Commissioner  of  the  State  Department  of 
Education  of  the  real  danger  of  the  practice  of 
psychotherapy  by  psychologists;  and  be  it 
further 

Resolved,  that  school  personnel  be  directed 
to  refer  children  with  behavior  and  emotional 
problems  to  physicians  only;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  press  for  legislation  to  in- 
clude psychotherapy  in  the  Medical  Practice 
Act,  thereby  making  a medical  license  neces- 
sary for  the  practice  of  psychotherapy. 

Mr.  Speaker,  I move  acceptance  of  this  portion 
of  the  report. 

Dr.  Himler:  I second  it. 

Speaker  Wurzbach:  It  is  open  for  discus- 
sion. 

Dr.  Dorman:  On  the  matter  of  semantics,  I 
don’t  know  how  you  vigorously  apprise.  Once 
you  have  apprised,  you  have  apprised,  hut  I 
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question  the  “vigorously”  apprised. 

Matthew  Brody,  M.D.,  Kings:  I wish  to 
thank  the  Nassau  County  Medical  Society  for 
their  interest  in  this  problem  and  also  the  refer- 
ence committee  for  the  interest  they  have  shown 
in  the  problem.  However,  there  are  certain 
errors  in  fact.  First  of  all,  the  psychotherapy 
is  being  done  not  only  by  psychologists  but  is 
being  done  by  social  workers,  educators.  It  is 
being  done  for  a fee  and  being  done  by  anyone, 
and  according  to  a statement  in  the  New  York 
Times,  they  don’t  even  have  to  know  how  to 
speU  psychotherapy  in  order  to  do  it.  That  is 
point  number  one. 

Point  number  two,  it  is  presently  against  the 
law  for  anyone  but  a licensed  physician  to  prac- 
tice psychotherapy  in  the  State  of  New  York. 
This  we  have  been  told  by  our  counsel.  There 
was  a decision  of  the  Court  of  Appeals,  New 
York  V.  Mulford,  which  said  suggestive  thera- 
peutics is  a medical  procedure.  There  is  an 
opinion  of  the  Attorney  General  in  1910,  and 
this  was  reaffirmed  by  a decision  of  the  Attor- 
ney General  within  the  last  two  or  three  years. 
Therefore,  our  problem  here  is  not  the  law. 
We  have  got  the  law.  Our  problem  here  is  one 
of  enforcement,  and  the  difficulty  in  enforcing 
the  law  is  one  man  in  Albany  who  has  been  able 
to  get  away  with  something  that  the  Governor 
of  Mississippi  could  not  get  away  with  in  this 
interracial  situation.  He  implied  that  irrespec- 
tive of  the  law,  the  decision  of  the  Court  of 
Appeals,  or  the  opinion  of  the  Attorney  General, 
he  is  not  going  to  enforce  the  law. 

Under  these  circumstances  I think  the  proper 
action  would  be  to  bring  this  again  to  the  atten- 
tion of  the  Attorney  General,  which  has  been 
done,  and  I think  that  the  thing  to  do  is  to  hire 
counsel  and  go  to  court  and  beat  him  down. 
Any  other  action  would  make  no  sense.  There 
is  no  point  in  passing  an  Eighteenth  Amend- 
ment, a Volstead  Act,  twelve  times  if  you  are  not 
going  to  enforce  it,  so  I would  therefore  grate- 
fully thank  both  Nassau  County  Medical  So- 
ciety and  the  reference  committee  for  their  inter- 
est in  this  problem,  and  I would  suggest  that 
this  be  referred  to  Council  for  further  action. 
Thank  you  very  much. 

Speaker  Wurzbach:  Are  you  making  a mo- 
tion that  it  be  so  referred? 

Dr.  Brody;  I would  make  a motion  that  the 
Medical  Society  employ  counsel  and  go  to  court 
and  fight  this. 

Speaker  Wurzbach:  In  other  words,  you  are 
now  requesting  or  making  a substitute  motion 
that  this  be  referred  for  legal  action  by  the 
State  Society? 

Dr.  Brody;  Yes,  refer  it  to  the  Council. 

Dr.  Dorman:  I second  it. 

Speaker  Wurzbach:  There  is  a second  to 
the  motion  that  this  be  referred  to  Council. 

David  J.  Evancie,  M.D.,  Suffolk:  I second 
that. 

Speaker  Wurzbach:  Right!  Speaking  on 
the  motion  to  refer,  discussion? 

Reginald  R.  Steen,  M.D.,  Nassau:  I wish 
to  congratulate  my  friend  for  chastising  the 
Court,  but  I don’t  think  we  can  do  anything 


about  the  courts.  I think  what  we  need  to  do 
here  is  to  educate  the  higher  echelons  of  the 
Education  Department,  and  that  is  what  this 
resolution  will  do.  I think  we  also  need  to  take 
some  legislative  action  to  open  up  the  Medical 
Practice  Act  to  state  that  psychotherapy  is  a 
medical  procedure. 

We  had  this  same  problem  with  the  chiroprac- 
tic bill.  The  Board  of  Regents,  Mr.  Brind,  the 
counsel  of  the  Education  Department,  and  the 
Education  Department  were  in  favor  of  licensing 
chiropractors.  Now  they  are  also  in  favor  of 
licensing  psychologists,  and  I think  that  we 
should  pass  this  resolution  without  any  amend- 
ments, pass  it  in  toto,  the  way  the  reference 
committee  has  suggested,  and  get  it  in,  and  get 
some  education  in  the  upper  echelons,  and  also 
open  up  the  Medical  Practice  Act  so  we  can 
really  do  something  and  head  off  another 
chiropractic  hassle. 

Speaker  Wurzbach:  You  are  speaking 

against  the  substitute  motion? 

Dr.  Steen:  Yes,  I am  speaking  against  the 
substitute  motion. 

Speaker  Wurzbach:  Is  there  any  other  dis- 
cussion? 

Dr.  Dorman:  I will  speak  in  favor  of  the 
substitute  motion  in  that  we  are  neither  deny- 
ing this  nor  are  we  coming  to  a rapid  decision  on 
this.  We  are  referring  it  to  our  Council  to  con- 
sider this  carefully  and  to  do  what  is  best  in 
their  judgment  to  remedy  it. 

It  is  always  awkward  to  come  to  a sudden 
conclusion  here  on  an  important  matter  of  this 
type,  and  I think  that  if  this  goes  to  the  Council, 
they  can  act  for  the  House  when  the  House  is  no 
longer  in  session.  I feel  that  it  is  proper  that 
this  go  to  the  Council  for  their  consideration  and 
disposition. 

. . . There  being  no  further  discussion,  the 
motion  to  refer  was  put  to  a vote  and  was 
carried  . . . 

Section  198  {see  68) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Discontin- 
uation of  Outstanding  General  Practitioner  Award 

Dr.  Golden:  After  hearing  discussion  on 

resolution  63-31,  your  reference  committee  rec- 
ommends that  no  action  be  taken. 

Mr.  Speaker,  I move  acceptance  of  this  por- 
tion of  the  report. 

Dr.  Kaufman:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  199  {see  69) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Re-establish- 
ment of  Albany  Legislative  Office 

Dr.  Golden:  Recommendations  regarding 

the  re-establishment  of  the  Albany  legislative 
office  have  been  embodied  in  the  main  portion 
of  your  reference  committee’s  report.  It  is 
therefore  recommended  that  no  action  be  taken 
on  resolution  63-32. 
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Mr.  Speaker,  I move  acceptance  of  this  por- 
tion of  the  report. 

Dr.  Armao:  I second  it. 

Speaker  Wurzbach:  The  chair  rules  that 
this  was  unnecessary  action,  having  been  taken 
care  of  in  the  two  top  paragraphs  on  page  6 on 
the  same  subject.  Continue! 

Section  200  {see  70) 

Report  of  Reference  Committee  on  Commission  on 
Public  and  Professional  Affairs:  Establishment 
of  Medical  Pavilion  at  New  York  World’s  Fair 

Dr.  Golden:  Resolution  63-33:  Your  ref- 
erence committee  heard  discussion  on  this  sub- 
ject which  included  a report  from  Gerald  D. 
Dorman,  M.D.,  trustee  of  the  American  Medical 
Association.  The  cost  of  floor  space  at  the 
New  York  World’s  Fair,  which  has  already  been 
determined  by  the  A.M.A.,  is  prohibitive  in  the 
opinion  of  your  committee.  It  is  therefore 
recommended  that  no  action  be  taken  on  this 
resolution. 

Mr.  Speaker,  I move  acceptance  of  this  por- 
tion of  the  report. 

Walter  Einhorn,  M.D.,  Bronx:  I second 

it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  201  {see  73) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Use  of  the 
Term  “Socialized  Medicine’’ 

Dr.  Golden:  Resolution  63-36:  Your  ref- 
erence committee  is  in  agreement  with  the 
principle  that  we  widen  our  vocabulary  in  this 
area  but  are  of  the  opinion  that  the  resolution 
requires  no  action  on  the  part  of  the  House. 

Mr.  Speaker,  I move  acceptance  of  this  por- 
tion of  the  report. 

Dr.  Himler:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  202  {see  80) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Designation 
of  Unprofessional  Conduct 

Dr.  Golden:  Resolution  63-43:  Your  ref- 
erence committee  considered  this  resolution  and 
recommends  approval. 

Mr.  Speaker,  I move  acceptance  of  this  por- 
tion of  the  report. 

Dr.  Wadsworth:  I second  it. 

Speaker  Wurzbach:  Is  there  any  discus- 
sion? 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  203  {see  76) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Opposition 
to  Cultism  and  Quackery 

Dr.  Golden:  Resolution  63—39:  This  resolu- 


tion was  unanimously  approved  by  your  ref- 
erence committee. 

Mr.  Speaker,  I move  acceptance  of  this  por- 
tion of  the  report. 

Dr.  Armao:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  204  {see  77) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Commenda- 
tion for  Fight  Against  Chiropractic  Licensure 

Dr.  Golden:  Resolution  63-40  was  con- 

sidered, and  your  reference  committee  proposes 
the  following  substitute  resolution: 

Whereas,  The  fight  to  uphold  standards  of 
medical  practice  in  New  York  State  has  re- 
cently suffered  a serious  setback  by  the  licen- 
sure of  chiropractic,  an  unscientific  and  ir- 
rational system  of  cultism;  and 

Whereas,  This  Society’s  battle  against 
charlatanism  has  been  ably  led  by  its  president, 
Joseph  A.  Lane,  M.D.,  its  executive  vice- 
president,  Henry  I.  Fineberg,  M.D.,  and  the 
chairman  of  its  Committee  on  Legislation, 
James  M.  Blake,  M.D.;  now  therefore  be  it 
hereby 

Resolved,  That  the  House  of  Delegates 
recognize  their  efforts  and  commend  these 
officers  and  all  the  other  officers  and  staff  who 
have  labored  unstintingly  and  skillfully  to 
block  chiropractic  licensure  and  to  uphold  the 
standards  of  medical  practice  in  this  State. 

{Applause) 

'Mr.  Speaker,  I move  approval  of  the  sub- 
stitute resolution  and  acceptance  of  this  portion 
of  the  report.  {Applause) 

Speaker  Wxjrzbach:  It  seems  to  have  been 
seconded.  There  was  no  discussion.  All  those 
in  favor — is  there  any  discussion? 

. . . The  question  was  called,  and  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  205  {See  78,  207) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Reaffirmation 
of  Stand  Against  Chiropractic 

Dr.  Golden:  Resolution  63-41  was  con" 

sidered,  and  your  reference  committee  recom- 
mends that  it  be  approved. 

Mr.  Speaker,  I move  acceptance  of  this  por- 
tion of  the  report. 

Dr.  Kaufman:  I second  it. 

Speaker  Wurzbach:  Is  there  any  discus- 
sion? 

Dr.  Freedman:  Just  a question,  which  I 
hope  can  be  answered  in  the  affirmative.  Does 
our  counsel  agree  that  we  can  make  it  stick,  that 
anybody  who  does  consult  with  them  would  be 
liable  to  be  considered  unethical  under  our  code 
of  ethics?  I hope  that  was  taken  up  and  the 
answer  was  yes. 

Dr.  Golden:  I am  sorry  to  say  that  your 
reference  committee  did  not  discuss  this  with 
counsel. 
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Dr.  Freedman:  May  I ask  the  indulgence  of 
the  Speaker,  if  Mr.  Martin  is  in  the  House, 
whether  we  can  get  an  opinion  if  he  has  an 
opinion  and  wants  to  go  on  the  record. 

Speaker  Wurzbach:  Is  Mr.  Martin  in  the 
House? 

Mr.  Burns,  is  Mr.  Martin  here? 

J.  Richard  Burns,  Esq.:  We  are  getting  Mr. 
Martin.  Would  you  defer  this  until  he  gets 
here? 

Speaker  Wurzbach:  We  will  continue  and 
hold  resolution  63-41  until  Mr.  Martin  arrives. 

Section  206  {see  79) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Licensure 
of  Chiropractic 

Dr.  Golden:  Resolution  63-42  was  studied 
by  your  reference  committee  in  detail,  including 
proposals  and  amendments  regarding  the  dis- 
tribution of  information  contained  therein  to  the 
American  Medical  Association  and  to  each 
physician’s  office  in  the  United  States.  It  was 
the  unanimous  opinion  of  the  committee  that 
this  resolution  be  approved  with  the  following 
changes:  (1)  delete  “whereas”  number  3;  (2) 
change  “resolved”  number  1 to  read  as  follows: 

Resolved,  by  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
assembled  in  New  York  City  in  May,  1963, 
that  (1)  it  fuUy  supports  the  action  of  those 
of  its  officers  and  representatives  who  en- 
deavored to  prevent  the  enactment  of  this 
legislation;  (2)  it  deplores  the  action  of  the 
Governor  and  the  Legislature  of  the  State  of 
New  York  in  sponsoring  and  enacting  a bill  so 
fraught  with  dangers  to  the  people  of  the 
State;  (3)  it  reminds  the  State  Board  of 
Regents  that  it  is  now  its  responsibility  to  ad- 
minister and  regulate  this  law. 

(3)  “Resolved”  number  2 to  remain  the  same. 
Mr.  Speaker,  I move  acceptance  of  this 
resolution  as  amended  and  of  this  portion  of  the 
report. 

Dr.  Wadsworth:  I second  it. 

Speaker  Wurzbach:  Is  there  discussion? 

Dr.  Emerson:  Just  for  information,  in  the 
first  paragraph  you  refer  to  distribution.  What 
happened  to  that? 

Dr.  Golden:  Money.  To  distribute  it  to 
every  physician  in  the  United  States  of  America, 
as  stated  therein,  we  figured  can  certainly 
amount  to  $15,000. 

Dr.  Emerson:  It  was  not  the  intent  of  the 
committee  yesterday  that  this  be  undertaken 
by  this  organization.  The  intent  of  the  amend- 
ment was  that  this  merely  be  presented  to  the 
House  of  Delegates  of  the  American  Medical 
Association.  Whatever  action  they  take  would 
determine  whether  it  progressed  any  further, 
and  this  would  be  the  responsibility  of  the 
American  Medical  Association  rather  than  of 
the  Medical  Society  of  the  State  of  New  York. 
Was  there  any  other  reason  why  that  was  de- 
leted other  than  money? 

Dr.  Golden:  Dr.  Himler  can  answer  you  on 
that. 


Dr.  Emerson:  I wondered  if  it  was  deleted 
from  any  legal  aspect? 

Dr.  Himler:  I don’t  know  of  any  legal  rea- 
son for  the  deletion.  It  was  felt,  however,  that 
our  delegation  to  the  A.M.A.  should  present  it 
to  the  A.M.A.  There  is  nothing  in  the  resolu- 
tion that  would  prohibit  them  from  doing  so. 
The  other  distribution  did  not  seem  necessary 
to  us  on  this  basis  in  view  of  its  cost. 

Dr.  Emerson:  May  I amend  the  final  resolu- 
tion in  the  last  line  by  inserting  following  “to 
the  press,”  the  words  “and  the  delegates  to  the 
American  Medical  Association  be  instructed  to 
present  this  to  the  House  of  Delegates  of  the 
American  Medical  Association.”  I would  like 
to  make  that  as  an  amendment. 

Speaker  Wurzbach:  There  is  an  amendment 
that  it  also  be  carried  forward  to  the  House  of 
Delegates  of  the  American  Medical  Association. 
Is  there  a second? 

Dr.  Himler;  I second  it. 

Speaker  Wurzbach:  We  are  speaking  on 
the  amendment. 

Dr.  Golden:  May  I ask  that  Dr.  Emerson 
change  one  word  to  “recommended.”  Would  you 
change  your  word  “instructed”  to  “recom- 
mended”; recommended  rather  than  instructed? 

Dr.  Emerson:  I accept  that. 

Speaker  Wurzbach:  AU  right,  we  are  now 
on  the  amendment.  Is  there  any  discussion 
on  the  amendment  to  carry  it  to  the  A.M.A.? 

. . . There  being  no  further  discussion,  the 
amendment  was  put  to  a vote  and  was  unani- 
mously carried  . . . 

Speaker  Wurzbach:  Now  we  are  back  on 

the  motion  as  amended. 

Dr.  CoLETTi:  In  the  very  next  paragraph  it 
is  indicated  that  we  delete  the  “whereas”  number 
3,  which  reads,  “This  action  has  lowered  the 
health  standards  of  the  State  of  New  York  and 
endangered  the  health  of  the  people  of  New 
York  State  by  placing  politics  ahead  of  science 
and  public  health.”  I strongly  oppose  deletion 
of  that  “whereas.”  If  this  piece  of  legislation 
has  not  done  what  that  “whereas”  originally 
said,  I would  like  to  know  what  it  really  did  do. 
I am  completely  opposed  to  the  deletion  of 
“whereas”  number  3. 

Speaker  Wurzbach:  You  amend  it? 

Dr.  Coletti:  Yes,  sir,  I amend  it.  It  is 
certain  to  me  that  that  is  exactly  what  it  did. 

Speaker  Wurzbach:  All  right,  you  amend 
that  motion. 

Dr.  Coletti:  Most  emphatically. 

Joseph  G.  Zimring,  M.D.,  Councillor:  I 

second  that  amendment. 

Speaker  Wurzbach:  This  is  now  a discussion 
on  the  amendment  to  return  this  “whereas” 
number  3 to  the  resolution. 

Earl  W.  Douglas,  M.D.,  Suffolk:  Gentle- 
men, we  have  been  told  it  is  about  time  we  had 
better  start  fighting.  What  Dr.  Coletti  has 
stated  is  not  half  strong  enough.  Let  us  put  it 
on  the  line.  (Applause) 

Dr.  Lieberman:  I am  aware  of  the  fact  that 
through  the  length  and  breadth  of  this  land, 
and  particularly  through  the  State  of  New 
York  and  City  of  New  York,  there  is  a wide 
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clamor  for  quality  medical  care.  I have  not 
seen  any  place  in  the  public  press  a statement, 
I have  not  seen  released  from  any  commissioner 
of  health  or  any  other  department  any  state- 
ment that  the  chiropractic  stand  is  the  preserva- 
tion of  health  nor  has  it  been  certified  in  any 
manner  that  they  were  going  to  increase  the 
standards  of  health  of  the  people  of  the  State 
of  New  York.  I am  in  favor  of  keeping  that 
“whereas”  number  3. 

William  T.  Boland,  M.D.,  Councillor:  I am 
in  full  accord  with  keeping  “whereas”  number  3 
as  it  is  written,  but  I would  like  to  ask  one 
question  of  the  chairman:  why  was  it  taken 

out?  [Laughter  and  applause) 

Dr.  Golden:  It  was  taken  out  very  simply 
because  the  chiropractic  bill  was  not  in  effect 
yet.  There  is  no  proof  it  has  lowered  the 
standards  of  medical  care.  It  might  be  so,  but 
it  has  not  been  proved. 

Charles  R.  Mathews,  M.D.,  Monroe:  Mr. 
Speaker,  while  I sympathize  with  the  strong 
feelings  of  this  House  of  Delegates  and  cer- 
tainly share  in  such  strong  feelings,  there  is 
some  danger  of  confusing  wrath  and  ire  with 
action.  To  express  our  sentiments  in  public 
strongly  is  all  very  well.  However,  to  engage 
in  vain  recriminations  and  to  think  that  thereby 
we  are  achieving  some  practical  result  is  self 
delusion.  I therefore  support  the  action  of  the 
reference  committee  in  deleting  it. 

I would  call  to  the  attention  of  this  House  the 
fact  that  chiropractic  licensure  passed,  not  so 
much  because  of  anybody’s  dereliction  but  as  a 
result  of  the  actions  of  the  physician  himself  in 
his  own  county  society.  The  plain  fact  of  the 
matter,  the  hard  truth  of  the  matter,  is  that  the 
small  number  of  chiropractors  in  this  State  were 
politically  more  effective  than  the  large  number 
of  physicians,  and  for  that  we  ourselves  have  to 
take  a major  share  of  the  responsibility. 

Chorus:  No. 

Speaker  Wurzbach:  Is  there  any  further 
discussion? 

Assistant  Secretary  Wolff:  Mr.  Speaker 
and  feUow  delegates,  there  is  nobody  in  this 
House  who  thinks  that  the  licensing  of  chiro- 
practors has  done  a service  to  the  public,  that  it 
has  done  anything  to  enhance  medical  care.  We 
have  been  openly  outspoken  in  our  opposition 
to  chiropractors.  Just  because  a law  was 
passed,  as  this  particular  portion  of  the  resolu- 
tion says,  through  politics  in  opposition  to  the 
regard  for  medical  care,  is  no  reason  why  we 
simply  have  to  be  silent  about  it.  Let  us  speak 
our  piece  and  say  what  we  think.  I think  we 
can  afford  to  stand  up  and  be  counted.  I am 
for  the  amendment. 

Dr.  Lawrence:  1 would  like  to  speak  in 
favor  of  the  amendment;  in  other  words,  to 
keep  this  “whereas”  in  the  resolution.  I fail  to 
understand  the  thinking  of  those  people  who  are 
very  willing  to  have  our  Subcommittee  on 
F ederal  Legislation  attack  the  administration 
in  Washington  for  playing  politics  on  the  Medi- 
care issue,  and  now  we  are  afraid  to  use  politics 
when  aimed  at  Albany.  I think  we  should  call 
a spade  a spade  and  leave  the  “whereas”  in  there. 


Dr.  Himler:  Mr.  Speaker,  forgive  me  for 
speaking  so  much,  but  I happen  to  have  been 
on  this  committee.  You  will  also  have  to  for- 
give me  for  advancing  an  apparently  unpopular 
point  of  view.  However,  I think  in  all  fairness 
to  the  committee,  I ought  to  say  that  we  took 
into  consideration  the  fact  that  the  Medical 
Society  of  the  State  of  New  York  is  not  moving 
out  of  New  York  but  wants  to  exist  here. 

We  took  into  consideration  the  fact  that  we 
have  a legislative  program  which  we  are  offering 
to  implement.  Our  own  advisers,  our  legisla- 
tion adviser  and  counsel,  did  not  advise  us  to 
change  our  attitude  about  chiropractic.  What 
has  been  done  has  been  done,  but  we  were  very 
strongly  advised  to  cut  our  recriminations,  re- 
criminatory statements  from  these  resolutions. 
It  was  on  this  basis,  and  not  from  any  fear  or  any 
doubt  of  our  cause  that  this  particular  “whereas” 
was  deleted.  Thank  you. 

Speaker  Wurzbach:  Is  there  any  further 
discussion? 

Dr.  Steen:  I think  we  have  got  to  stop 
turning  over  and  lying  on  our  backs  and  playing 
dead.  We  have  got  to  come  out  and  fight  this 
matter  and  fight  it  to  the  end.  Labor  has  not 
obtained  its  height  today  by  lying  down  and 
saying  nothing.  They  get  up  and  fight,  and  we 
have  to  fight  too.  It  is  not  in  our  own  local 
areas  where  we  have  failed.  It  is  in  the  Educa- 
tion Department,  with  its  counsel,  and  the 
Board  of  Regents,  and  we  need  to  do  a lot  of 
educational  work  there. 

Executive  Vice-President  Fineberg:  Mr. 
Speaker  and  members  of  the  House,  we  are 
being  a little  bit  inconsistent  right  now.  Just 
a short  time  ago  you  passed  the  report  of  the 
Committee  on  Legislation,  including  Appendix 
1.  Did  you  read  it?  Here  is  what  it  says: 
“If  the  Governor  of  our  State  and  the  members  of 
the  Legislature  find  it  politically  more  expedient 
to  approve  of  quackery  and  chiropractic  instead 
of  insisting  that  the  laws  protecting  the  health 
of  our  people  be  enforced,  in  spite  of  the  disap- 
proval and  opposition  of  every  scientist  and 
every  scientific  organization  not  only  in  the 
State  of  New  York  but  nation-wide,  if  in  the 
face  of  all  this  they  stiU  approve  of  such  health 
activities  within  our  State,  then  let  it  be  said 
that  the  curse  and  shame  of  such  approval  and 
activities  be  on  their  house  and  not  on  ours.” 
[Applause) 

. . . There  were  calls  for  the  question  . . . 

Speaker  Wurzbach:  The  question  is  called 
for.  All  those  in  favor  of  returning  “whereas” 
number  3 to  the  resolution  say  “aye,”  those 
opposed  “no.”  It  is  returned. 

Now,  then,  we  are  back  again  on  the  resolution 
as  amended. 

Edward  Siegel,  M.D.,  Clinton:  I would  like 
to  draw  attention  to  the  great  number  of  legis- 
lators— not  the  great  number  but  to  those  men 
who  stood  by  this  Society  and  who  still  believe 
in  medicine  as  it  is  practiced.  I would  there- 
fore like  to  change  that  part  under  number  2 to 
read  as  follows: 

It  deplores  the  action  of  the  Governor  and 

those  members  of  the  Legislature  of  the  State 
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of  New  York  in  sponsoring  and  enacting  a bill 

so  fraught  with  dangers  to  the  people  of  the 

State. 

In  other  words,  it  does  not  condemn  the  whole 
Legislature  but  just  those  who  passed  it. 

Speaker  Wurzbach:  That  is  an  amendment, 
sir? 

Dr.  Siegel:  Yes. 

Dr.  Golden:  We  accept  the  change. 

Speaker  Wurzbach:  You  accept  it? 

Dr.  Golden:  Yes. 

Speaker  Wurzbach:  Then  it  is  in.  Is  there 
any  further  discussion  on  the  resolution  as  pre- 
sented as  amended? 

Dr.  Lieberman:  There  is  one  point  I would 
like  to  have  clarified  if  I may.  I should  like  to 
know  what  happened  to  the  “resolved”  which 
states  that  copies  of  this  resolution  be  sent  to 
the  Governor,  members  of  the  Legislature, 
members  of  the  Board  of  Regents,  and  the  press. 

Chorus:  AndA.M.A. 

Speaker  Wurzbach:  It  is  in.  It  was  not 
dropped  out.  It  has  not  fallen  by  the  wayside. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
adopted  . . . 

Section  207  {see  78,  205) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Reaffirmation 
of  Stand  Against  Chiropractic 

Speaker  Wurzbach:  I will  ask  you  to  return 
to  resolution  63-41.  There  was  a question  to  be 
asked  of  counsel.  Will  you  present  the  question 
to  Mr.  Martin? 

William  F.  Martin,  Esq.:  I have  it.  I see 
no  objection  to  the  “resolved”  that  the  House 
of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York  go  on  record  reaffirming  its  op- 
position to  and  making  it  unethical  to  refer 
patients  to  and  consult  with  chiropractors,  in 
order  to  continue  the  best  medical  care  of 
patients.  Is  that  the  question? 

Dr.  Freedman:  The  question  I raised,  Mr. 
Martin,  was  whether  we  could  make  it  stick  so 
that,  taking  a hypothetic  case,  if  a doctor  next 
week  or  so  starts  doing  business  with  the  chiro- 
practors, do  we  have  a case  that  we  can  really 
enforce  under  our  code  of  ethics?  This  is  what 
I mean. 

Mr.  Martin:  I am  not  a clairvoyant.  I 
could  not  begin  to  teU  you  the  fact  situation  that 
would  be  presented,  but  I think  it  is  perfectly 
seemly  for  you  at  the  present  time  to  state  this, 
and  it  is  in  keeping  with  all  of  your  tenets.  By 
way  of  some  explanation,  we  had  this  question 
in  relation  to  osteopathy,  but  an  osteopath  is 
today  licensed  to  practice  medicine  and  surgery 
and  is  accorded  the  same  privileges  as  a doctor  of 
medicine.  I see  no  reason  why  you  should  do 
other  than  reaffim  your  principle  that  it  is  un- 
ethical for  a doctor  of  medicine,  in  treating  pa- 
tients, to  refer  them  to  and  consult  with  chiro- 
practors. Every  factual  situation  that  may 
come  up  in  the  future  will  have  to  meet  the  test 
of  time.  I think  it  is  perfectly  all  right  to  say 
this  at  this  time. 


Dr.  Freedman:  May  I say  that  was  well 
spoken — like  a lawyer.  {Laughter) 

Mr.  Martin:  Like  medicine,  you  know  every 
prognosis  does  not  turn  out  just  the  way  you 
think  it  wUl.  {Laughter) 

Charles  C.  Mangi,  M.D.,  Queens:  I have 
another  question  for  Mr.  Martin. 

Mr.  Martin,  we  have  previously  passed  resolu- 
tion 63-39,  which  in  the  last  “resolved”  states 
“re-emphasize  the  absolute  ethical  bars  which 
preclude  any  doctor  of  medicine  from  consulting 
with  chiropractors  or  other  cultists.”  At  the 
beginning  of  the  resolution  it  says,  “however 
legally  sanctioned.”  The  chiropractors  now 
will  also  be  legally  sanctioned  the  same  as  the 
osteopaths  are  legally  sanctioned. 

Mr.  Martin:  I will  stand  on  what  I said 
before.  I don’t  know  who  dreamed  up  the 
semantics  of  these  questions  or  even  of  these 
resolutions,  but  that  is  one  you  would  have  to 
sit  down  and  have  a board  meeting  in  relation  to. 
I think  this  one  is  appropriate  at  this  time, 
period.  Gild  the  lily  any  way  you  want. 

Dr.  D’Angelo:  Mr.  Speaker,  to  me  there  is 
no  question  about  this  whole  matter.  To  me  it  is 
relatively  simple.  You  all  have  a copy  of  the 
Principles  of  Professional  Conduct,  and  if  you 
will  look  on  page  9,  Section  1,  the  whole  thing  is 
explained.  You  cannot  make  it  a matter  of 
ethics  by  a resolution  one  way  or  the  other;  it 
has  to  go  through  our  regular  channels,  and 
here  it  is  just  written  out  for  you  in  the  Princi- 
ples of  Professional  Conduct.  If  it  is  a cult,  you 
cannot  in  any  way  consult  or  have  anything  to 
do  with  it.  That  is  all  there  is  to  it. 

Speaker  Wurzbach:  Mr.  Martin  has  so 

stated.  All  in  favor  of  the  acceptance  of  resolu- 
tion 63-41  as  recommended  by  the  committee 
say  “aye,”  opposed  “no.”  It  is  so  ordered. 

Section  208 

Greetings 

Speaker  Wurzbach:  We  have  a visitor  who 
has  come  into  our  hearts — 

Executive  Vice-President  Fineberg:  Not 
a visitor,  a friend. 

Speaker  Wurzbach:  I would  say  that  that 
is  a good  way  of  saying  it  because  he  certainly  is 
not  a visitor,  but  he  has  not  been  with  us  as 
often  as  we  would  like  to  have  him,  and  I am 
certain  not  as  often  as  he  would  have  liked  to  be 
with  us.  However,  I am  not  going  to  teU  you 
who  he  is  except  to  say  that  he  is  a past-presi- 
dent of  the  Society,  he  is  a past-president  of  the 
American  Medical  Association,  he  is  recognized 
as  our  almost,  I might  say,  senior  citizen  but  now 
I will  say  senior  patriot  and  everything  that  is 
of  help  to  this  Society.  May  I present  Dr. 
Bauer. 

. . . The  audience  arose  and  applauded  . . . 

Louis  H.  Bauer,  M.D.,  Past-President: 
Thank  you  very  much  for  those  kind  words,  Mr. 
Speaker.  As  you  can  see,  I can’t  talk  very 
well,  but  I do  want  to  express  my  appreciation 
for  your  very  generous  applause. 

I also  would  like  to  take  this  occasion  to  con- 
gratulate the  House  on  having  passed  this 
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Nassau  County  resolution.  I might  admit  that 
I had  a hand  in  writing  and  drafting  it.  {Laugh- 
ter) And  I am  proud  of  it.  {Applause) 

Section  209  {see  97) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Basic  Science 
Examinations  for  Chiropractic  Licensure 

Dr.  Golden:  Resolution  63-59:  Your  ref- 
erence committee  is  of  the  opinion  that  the  re- 
quirement that  chiropractors  pass  an  examina- 
tion in  basic  sciences  will  not  alter  the  funda- 
mental fallacy  of  chiropractic  as  a heahng  art. 
Nevertheless,  it  is  recognized  that  any  scientific 
training  cannot  help  but  raise  the  level  of  care 
afforded  to  the  public.  On  this  basis,  your  ref- 
erence committee  recommends  approval  of  this 
resolution. 

Mr.  Speaker,  I move  acceptance  of  this  por- 
tion of  the  report. 

Dr.  Wadsworth:  I second  it. 

Speaker  Wurzbach;  It  has  been  moved  and 
seconded.  Is  there  any  discussion? 

Herbert  H.  Bauckus,  M.D.,  Past-President: 
Mr.  Speaker,  I want  to  register,  as  much  as  I 
can,  disapproval  of  this  resolution.  I think  it  is 
of  help  in  the  situation  of  those  who  are  opposed 
to  our  means  of  giving  medical  care.  I think  it 
is  a very  bad  thing  for  us  to  do  at  this  time. 

Speaker  Wurzbach:  Do  you  make  a sub- 
stitute motion  to  disapprove? 

Dr.  Bauckus:  I think  somebody  else  can  do 
it  better. 

Speaker  Wurzbach:  AU  you  have  to  do 

is  to  make  a substitute  motion  to  disapprove. 

Dr.  Bauckus:  I make  a substitute  motion 
that  we  take  no  action  or  disapprove. 

Speaker  Wurzbach:  Disapprove. 

Dr.  Bauckus:  All  right,  that  we  disapprove 
of  it. 

Assistant  Secretary  Wolff:  I second  it. 

Speaker  Wurzbach:  We  are  now  speaking 
on  the  substitute  motion  to  disapprove  this 
resolution  63-59. 

Assistant  Secretary  Wolff:  Mr.  Speaker 
and  gentlemen,  I think  we  should  be  consistent. 
We  raised  a lot  of  enthusiasm  a little  while  ago 
when  we  went  on  record  opposing  what  had 
been  done  with  respect  to  this  law.  It  was  not 
our  law.  It  was  passed  in  spite  of  us.  I think 
anything  we  do  to  strengthen  it  will  weaken  our 
position.  The  fact  that  we  even  suggest  that 
these  people  can  be  improved  by  teaching  them 
basic  science  will  not  change  the  fact  that  they 
are  quacks  in  our  eyes. 

I say,  gentlemen,  let  us  keep  them  quacks  and 
not  dignify  them  any  more. 

Chorus:  Hear!  Hear! 

Dr.  Mathews:  Recognizing  that  there  is  a 
certain  therapeutic  benefit  to  the  members  of 
this  House  hearing  these  exhortatory  statements, 
that  the  coursing  of  adrenalin  through  our  veins 
makes  us  feel  better,  nevertheless,  it  should  be 
pointed  out  that  under  the  present  legislation 
the  chiropractors  are  bound  to  take  examinations 
in  the  basic  sciences.  Our  primary  interest 
really  should  not  be  to  do  things  which  will 


make  us  feel  better  about  the  thing  but  to  pro- 
tect the  people  of  this  State. 

The  more  we  can  do  to  make  these  examina- 
tions tougher  for  the  chiropractors,  the  fewer  we 
will  have  around  to  practice  their  cultism  on  the 
people  of  New  York  State.  It  is  just  that 
simple.  This  is  an  effort  to  make  things  more 
difficult,  not  easier,  for  the  chiropractors. 

I urge  that  you  support  the  recommendation 
of  your  reference  committee. 

Dr.  Freireich:  Mr.  Speaker  and  members 
of  the  House,  basic  science  alone,  even  very 
basic,  is  not  sufficient  to  practice  medicine.  I 
therefore  wish  to  speak  in  favor  of  the  motion  to 
disapprove  this  resolution. 

Speaker  Wurzbach:  Is  there  any  further 
discussion?  If  not,  the  motion  before  the 
House  is  to  disapprove  resolution  63-59. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  carried  . . . 

Speaker  Wurzbach:  The  substitute  motion 
to  disapprove  is  carried. 

Section  210  {see  14) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Appendix  to 
Supplementary  Report  of  the  Executive  Vice- 
President 

Dr.  Golden:  Your  reference  committee 

considered  and  reviewed  the  appendix  to  the 
supplementary  report  of  the  executive  vice- 
president  and  approved  it  for  information. 

The  reference  committee  again  is  unanimously 
of  the  opinion  that  the  executive  vice-president 
and  the  other  officers  of  the  Society  are  to  be 
commended  for  their  dedicated  efforts  to  pre- 
vent the  hcensure  of  chiropractors. 

Mr.  Speaker,  I move  acceptance  of  this  por- 
tion of  the  report. 

Dr.  Himler:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  211  {see  87) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Study  of 
State  Society  Legislative  Program 

Dr.  Golden:  The  provisions  of  resolution 
63-50  were  discussed  at  length  with  members  of 
the  Commission  on^Public  and  Professional  Af- 
fairs and  with  members  of  the  Budget  Commit- 
tee. While  your  reference  committee  is  com- 
pletely in  sympathy  with  the  principle  of  the 
resolution,  it  is  felt  that  the  referral  of  the 
problem  of  our  legislative  program  to  a com- 
mittee for  study  would  be  excessively  time-con- 
suming and  would  leave  the  Society  without  an 
immediate,  effective  program.  The  main  body 
of  the  report  contains  recommendations  to  re- 
establish our  representation  in  Albany  on  a per- 
manent basis,  and  your  reference  committee 
therefore  feels  that  this  resolution  requires  no 
action. 

Mr.  Speaker,  I move  acceptance  of  this  por- 
tion of  the  report. 

Dr.  Armao:  I second  it. 

Speaker  Wurzbach:  I will  rule  that  this 
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does  not  require  any  action  on  the  part  of  the 
House  since  we  have  already  referred  this  exact 
matter  to  the  Council.  Continue,  sir. 

Dr.  Golden:  The  chairman  wishes  to 

acknowledge  with  heartfelt  gratitude  the  active 
assistance,  judgment,  and  understanding  of  the 
members  of  the  reference  committee.  The 
entire  committee  desires  to  extend  its  sincere 
thanks  to  all  of  you  who  assisted  us  with  infor- 
mation and  advice;  and  finally  an  orchid  to 
Mrs.  Evelyn  Clark  who  so  ably  assisted  in  the 
secretarial  duties  of  the  committee. 

Mr.  Speaker,  I move  the  adoption  of  this  re- 
port in  its  entirety  as  amended  and  addended. 
{Applause) 

Dr.  Kaufman:  I second  it. 

Speaker  Wurzbach:  This  is  before  the 

House,  that  the  report  be  accepted  in  its  en- 
tirety as  amended  and  addended.  Now  look 
that  up  in  the  dictionary. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Speaker  Wurzbach:  I think  our  thanks 

are  due  to  the  chairman  and  his  committee  for  a 
terrific  and  a very  tough  assignment.  {Ap- 
plause) 

Section  212  Resolution  63-65 

Selection  of  Physicians  for  Medical  Staffs 

Introduced  by  Nassau  and  Suffolk  County 
Medical  Societies 

Whereas,  The  New  York  State  Legislature 
has  passed  a law  known  as  Chapter  770  of  the 
Laws  of  1963,  amending  the  Public  Health 
Law,  which  dictates  medical  policies  in  the 
selection  of  physicians  by  the  medical  boards 
of  hospitals;  and 

Whereas,  Such  legislation  may  be  detri- 
mental to  and  infringe  on  the  proper  selection 
of  physicians,  based  on  their  intellectual  and 
scientific  qualifications,  which  has  been  the 
basis  of  the  established  policy  from  time  im- 
memorial; now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
go  on  record  deploring  the  action  of  the 
Governor  and  the  Legislature  of  the  State  of 
New  York  in  sponsoring  and  enacting  a bill 
so  fraught  with  dangers  to  the  people  of  the 
State. 

Speaker  Wurzbach:  You  have  all  received 
resolution  63-65  by  Nassau  and  Suffolk  County 
Medical  Societies.  I will  ask  unanimous  con- 
sent that  this  may  be  considered  at  this  time  by 
the  House  without  referral  to  the  reference  com- 
mittee. 

Renato  J.  Azzari,  M.D.,  Trustee:  I so 
move. 

President  Lane:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Speaker  Wurzbach:  All  right,  there  being 
no  objection  we  will  take  up  this  resolution  now. 

Dr.  Emerson:  I move  the  adoption  of  this 
resolution. 

Dr.  Coletti:  I second  it. 


Dr.  Freedman:  Mr.  Speaker,  I realize  that 
time  is  getting  late,  but  I am  afraid  that  we  may 
be  opening  up  a Pandora’s  box  here.  With  the 
members  of  the  press  here,  and  certainly  one 
paper  would  love  to  have  this  thing  passed,  I am 
sure,  because  the  background  which  led  up  to 
this  resolution,  unless  I am  totally  mistaken,  is 
the  subject  that  has  been  covered  in  the  papers 
to  a great  extent  in  the  County  of  New  York  and 
I think  also  in  Nassau  County.  I would  urge — 
and  I speak  now  to  Nassau  County — them  to 
think  about  this.  Correct  me  if  I am  not  judg- 
ing this  “resolved”  on  the  fundamental  bases 
that  I mentioned  just  a minute  ago. 

I don’t  think  anybody  in  the  House  disagrees 
with  the  objective  reasoning  which  would  go 
into  something  like  this,  but  I am  so  positive 
that  this  is  the  result  of  actions  which  have 
taken  place  and  reactions.  I have  such  a high 
regard  and  fear  for  the  clever  editorial  writers  in 
this  area  that  they  will  dig  up  from  their  morgues 
the  information  which,  perhaps,  led  to  this,  at 
least  in  their  opinion,  and  perhaps  the  profession 
again  would  find  itself  “smeared.” 

Might  I,  therefore,  move  that  this  be  re- 
ferred to  the  Council  for  quiet  study  and  real 
evaluation?  I so  move  a substitute  motion. 

Dr.  Greenough:  I second  it. 

Speaker  Wurzbach:  A substitute  motion 
has  been  made  to  refer  this  to  the  Council.  We 
are  now  on  that  substitute  motion.  Is  there 
any  discussion  on  the  substitute  motion  to  refer 
it  to  the  Council? 

Dr.  Dorman:  Mr.  Speaker,  I don’t  feel  that 
there  is  any  particular  rush  in  action  on  this 
particular  motion  at  this  time.  You  are  dealing 
with  a matter  which  is  an  act  of  law,  and  I 
would  second  the  idea  of  having  this  studied  by 
the  Council  again,  who  acts  in  your  behalf  dur- 
ing the  time  that  the  House  is  not  in  session.  I 
speak  for  the  substitute  motion. 

Dr.  Douglas:  We  have  been  going  on  for  a 
number  of  years  now  lying  down  because  we 
are  afraid  of  editorials;  yet  in  every  editorial  in 
the  last  six  months  what  has  happened  across 
the  State?  We  have  been  accused  of  being 
dilatory  in  not  going  on  record  as  to  what  we 
believed  in.  Unless  we  are  willing  to  do  these 
things,  we  are  opening  ourselves  up  to  a total 
bureaucracy  and  an  autocracy,  not  a democracy. 

Dr.  Coletti:  I would  like  to  speak  against 
this  amendment,  especially  with  reference  to  the 
conciliatory  remarks  made  by  the  gentleman 
who  has  a brow  of  greatness  and  intellect  re- 
garding the  unfavorable  comments  we  may  re- 
ceive from  the  press  in  taking  further  action. 

I would  like  to  bring  to  his  attention  and  to 
the  attention  of  the  House  of  Delegates  that 
this  is  a real  matter,  and  it  is  as  factual  as  the 
passage  of  the  licensure  of  chiropractors.  We 
felt  very  strongly  about  the  postmortem  of  that, 
and  we  feel  equally  strongly  about  this  postmor- 
tem. 

Also  I would  like  to  bring  to  your  attention 
that  I do  not  think  that  by  placating  the  press, 
we  do  our  own  efforts  any  good.  I speak  against 
the  amendment.  Thank  you. 

Assistant  Secretary  Wolff:  Mr.  Speaker 
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and  members  of  the  House,  I think  I have  been 
as  outspoken  as  anybody  when  it  comes  to 
putting  on  the  Hne  what  we  should  say  and 
what  we  should  think.  I have  been  in  opposi- 
tion to  what  shall  be  the  unmentionable  health 
insurance  plan  which  is  referred  to  in  this  part  of 
our  deliberations.  However,  I question  the 
validity  of  the  fact  which  is  inherent  in  the  pre- 
amble to  this  resolution.  The  law  states  that 
it  is  illegal  to  discriminate  against  somebody  be- 
cause he  belongs  to  such  a plan.  This  says  or 
implies  that  there  will  be  other  things  read  into 
it,  that  you  will  have  to  put  people  on  staffs  be- 
cause they  belong  to  these  plans,  which  is  not  so. 
You  can  still  measure  them  by  their  professional 
attainments. 

I think  that  this  requires  some  deliberation. 
I think  that  you  cannot  write  a resolution  on  the 


floor  of  the  House,  and  I can  see  that  it  will  do 
no  harm  in  referring  it  to  the  Council.  I am 
sure  that  the  Council  is  in  thorough  sympathy 
with  the  feeling  of  the  House  in  this  matter  and 
will  do  what  is  wise  for  us  and  for  the  Society. 
I am  in  favor  of  the  resolution  to  refer. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  carried  . . . 

Speaker  Wurzbach:  It  goes  to  Council. 

Now,  gentlemen,  tomorrow  morning  there  is 
one  reference  committee  report,  on  the  Commis- 
sion on  Medical  Services  B,  under  the  chair- 
manship of  Joseph  P.  Alvich,  M.D. 

Also  tomorrow  morning  are  nominations  and 
elections.  May  I request  that  you  be  here 
promptly  at  9:00  a.m.  tomorrow. 

The  House  is  in  recess. 

...  A recess  was  taken  at  5:10  p.m.  . . . 


MAY  16,  1963 


Thursday  Morning  (Closing)  Session 


The  session  convened  at  9 : 15  a.m. 

Speaker  Wurzbach:  Will  the  House  come 

to  order,  please? 

Section  213  {see  98, 103, 107, 110) 

Announcements 

Speaker  Wurzbach:  Agaiin  I wish  to  make 

a few  announcements  concerning  the  next 
meeting  of  the  House  of  Delegates.  I said  this 
before,  but  I think  it  must  be  repeated  because 
this  is  a major  change.  The  next  meeting 
will  not  be  in  May  but  wfll  be  from  February 
10  through  14,  1964.  Because  of  this  change 
of  three  months,  it  will  be  necessary  for  an 
entire  readjustment  of  the  handling  of  the 
convention  work. 

First,  it  is  necessary,  absolutely  necessary, 
that  the  official  delegates  to  the  House  be  in 
the  hands  of  headquarters  by  October  1 when 
the  Vice-Speaker  and  the  Speaker  must  make 
up  the  reference  committees.  If  your  official 
list  is  not  in  our  hands,  you  may  not  have 
recognition  on  reference  committees. 

The  next  thing  is  that  the  Nominating  Com- 
mittee will  not  meet  in  December  but  will  meet 
in  October,  and  any  coimty  society  or  district 
branch  that  has  any  representations  to  make  to 
the  Nominating  Committee  kindly  make  them 
by  October  1. 

Furthermore,  the  other  material,  like  reports 
of  committees,  have  likewise  been  advanced 
three  months,  and  these  reports  of  committee 
chairmen  must  be  at  headquarters  by  October  1. 

Gentlemen,  these  things  are  important,  and  I 
ask  that  you  bring  them  back  to  your  counties 
for  action.  Possibly  at  the  June  meeting  these 
things  must  be  done,  and  of  course  the  first 
year  is  always  the  most  difficult,  and  I hope  you 
wfll  all  cooperate  in  this  change. 


Section  214 

Appointment  of  Tellers 

Speaker  Wurzbach:  The  first  business  is 

the  election  of  officers.  Dr.  Lester,  how  many 
are  registered? 

Garra  L.  Lester,  M.D.,  Chautauqua:  The 
total  is  190  so  far. 

Speaker  Wurzbach:  Is  there  a quorum 

present  here? 

Secretary  Willis:  A quorum  is  present, 

Mr.  Speaker, 

Speaker  Wurzbach:  Dr.  Lester,  will  you 

let  me  have  the  list  of  tellers? 

Mr.  Secretary,  will  you  read  the  list  of  tel- 
lers? 

Secretary  Willis:  These  are  the  tellers: 

Garra  L.  Lester,  Chairman 

Charles  F.  IMcCarty,  Chairman  ex  officio 

Lawrence  Ames,  Section  Delegate 

Walter  S.  Bennett,  Washington 

Thomas  S.  Bumbalo,  Erie 

William  A.  Cooper,  New  York 

Thomas  S.  Cotton,  Steuben 

C.  Joseph  Delaney,  New  York 

Joseph  A.  D’Errico,  Niagara 

Ralph  S.  Emerson,  Nassau 

Irving  L.  Ershler,  Onondaga 

Merle  D.  Evans,  Monroe 

Jerome  B.  Flynn,  Bronx 

James  E.  Galvin,  Essex 

Eugene  J.  Hanavan,  Erie 

John  A.  Hatch,  Yates 

Reid  R.  Heffner,  Westchester 

George  A.  Howley,  Bronx 

Philip  J.  Hust,  Delaware 

Kent  W.  Jarvis,  Oswego 

John  A.  Kalb,  Broome 

George  Gordon  Knight,  Rockland 

Julia  V.  Lichtenstein,  New  York 

Samuel  Lieberman,  Bronx 

John  Edward  Lowry,  Queens 
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A.  W.  Martin  Marino,  Jr.,  Kings 
Charles  R.  Mathews,  Monroe 
H.  John  Mellen,  Albany 
Felix  Ottaviano,  Madison 
Robert  Park,  Jr.,  Nassau 
Theodore  Rosenthal,  Section  Delegate 
Joseph  F.  Shanaphy,  District  Delegate 
Edward  Siegel,  Clinton 
Philip  M.  Standish,  Ontario 
John  D.  Van  Zandt,  Orange 
John  H.  Wadsworth,  Schoharie 
Speaker  Wurzbach:  These  are  the  tellers, 

and  they  will  meet  in  the  Cornell  Room  for 
the  counting  of  the  ballots. 

Section  215 

Report  of  Nominating  Committee 

Speaker  Wurzbach:  I now  will  call  on  the 

chairman  of  the  Nominating  Committee,  Dr. 
Galbraith. 

John  M.  Galbraith,  M.D.,  Trustee:  Mr. 
Speaker  and  members  of  the  House  of  Delegates, 
in  accordance  with  Chapter  XI,  Section  4, 
of  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York,  the  Nominating  Committee 
met  on  December  28,  1963.  Present  were  the 
following: 

Second  District — Jolin  M.  Galbraith,  Chairman, 
Nassau 

First  District — -Thurman  B.  Givan,  Kings 
Third  District — -Homer  L.  Nelms,  Albany 
Fourth  District — Edward  Siegel,  Clinton 
Fifth  District — Irving  L.  Ershler,  Onondaga 
Sixth  District — James  Greenough,  Otsego 
Eighth  District — Harold  F.  Brown,  Erie 
Ninth  District — -Michael  P.  Lefkowitz,  Rockland 
Member-at-large — Renato  J.  Azzari,  Bronx 
Member-at-large — -Solomon  Schussheim,  Kings 
Ex  officio — Joseph  A.  Lane,  Monroe 
Ex  officio — Waring  Willis,  Westchester 
Ex  officio — Henry  I.  Fineberg,  Queens 

Absent  was:  Seventh  District — Charles  M.  Smith, 
Seneca 

Your  Nominating  Committee  submits  the 
following  nominations: 

President William  L.  Wheeler,  Jr., 

New  York 

President-Elect George  A.  Burgin,  Her- 

kimer 

Vice-President Maurice  J.  Dattelbaum, 

Kings 

Secretary Waring  Willis,  West- 

chester 

Assistant  Secretary Walter  T.  Heldmann, 

Richmond 

Treasurer Samuel  Z.  Freedman,  New 

York 

Assistant  Treasurer Thomas  F.  McCarthy, 

Bronx 

Speaker Frederick  A.  Wurzbach, 

Jr.,  Bronx 

Vice-Speaker E.  Dean  Babbage,  Erie 

Councillors  {three  years). . .George  Himler,  New  York 
Edward  C.  Hughes, 
Onondaga 
Joseph  J.  Kaufman, 

Wayne 

Solomon  Schussheim, 
Kings 

Trustees  {two  for 

five  years) Gerald  D.  Dorman,  New 

York 

Joseph  A.  Lane,  Monroe 


Trustee  {to  fill  unexpired 

term,  four  years) Thurman  B.  Givan, 

Kings 

Planning  Committee 
M emher-at-Large 

{two  years) Renato  J.  Azzari,  Bronx 

Delegates  to  the  American  Medical  Association  {two 
years  commencing  January  1,  1964): 

Renato  J.  Azzari,  Bronx 
James  M.  Blake,  Schenectady 
William  T.  Boland,  Chemung 
Harold  F.  Brown,  Erie 
George  A.  Burgin,  Herkimer 
John  T.  Donovan,  Jr.,  Niagara 
Irving  L.  Ershler,  Onondaga 
Merle  D.  Evans,  Monroe 
Leo  E.  Gibson,  Onondaga 
James  Greenough,  Otsego 

Walter  T.  Heldmann,  Richmond  , 

Milton  Helpern,  New  York 

Edward  C.  Hughes,  Onondaga 

Warren  A.  Lapp,  Kings 

George  J.  Lawrence,  Jr.,  Queens 

Charles  R.  Mathews,  Monroe 

Norman  S.  Moore,  Tompkins 

Irving  M.  Pallin,  Kings 

Arthur  Q.  Penta,  Schenectady  | 

Bernard  J.  Pisani,  New  York 

William  B.  Rawls,  New  York 

Solomon  Schussheim,  Kings 

Edward  Siegel,  Clinton 

Ezra  A.  Wolff,  Queens  | 

The  twelve,  of  the  twenty-four  nominees 
listed  above,  receiving  the  largest  number  of 
votes  will  be  delegates;  the  second  twelve  willj 
be  alternates.  We  are  allowed  one  delegate 
for  each  thousand  A.M.A.  members  or  part 
thereof  in  our  Society. 

This  is  respectfully  submitted  by  the  chair- 
mEm.  I 

Speaker  Wurzbach:  This,  gentlemen,  isi 

the  report  of  the  Nominating  Committee., 
The  Speaker  will  now  call  for  any  additional! 
nominations  from  the  floor. 

Section  216  , 

Balloting  1 

. . . The  nominees  for  president-elect,  vice- 
president,  secretary,  assistant  secretary,  treas- 
urer, assistant  treasurer,  speaker,  vice-speaker,] 
four  councillors  for  three  years,  two  trustees 
for  five  years,  one  trustee  for  four  years  (un- 
expired term),  and  a member-at-large  of  the] 
Planning  Committee  for  two  years  were  un-j 
opposed  and  were  elected  by  a ballot  cast  byj 

the  secretary  (see  list  in  Section  215) ...  | 

. . . After  nominations  from  the  floor  and  the] 
withdrawal  of  one  candidate,  the  nominees  for] 
election  of  twelve  delegates  and  twelve  al-1 

ternates  to  the  A.M.A.  for  two  years  were  as] 
follows:  I 

Renato  J.  Azzari,  Bronx  1 

James  M.  Blake,  Schenectady  I 

William  T.  Boland,  Chemung  I 

Harold  F.  Brown,  Erie  I 

George  A.  Burgin,  Herkimer  I 

John  T.  Donovan,  Jr.,  Niagara  I 

Merle  D.  Evans,  Monroe  I 

Leo  E.  Gibson,  Onondaga  I 

James  Greenough,  Otsego  ■ 
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Walter  T.  Hcldmaim,  Richmond 
Milton  Helpern,  New  York 
Edward  C.  Hughes,  Onondaga 
Warren  A.  Lapp,  Kings 
George  J.  Lawrence,  Jr.,  Queens 
Charles  R.  Mathews,  Monroe 
Norman  S.  Moore,  Tompkins 
Irving  M.  Tallin,  Kings 
Arthur  Q.  Penta,  Schenectady 
Bernard  J.  Pisani,  New  York 
William  B.  Rawls,  New  York 
Solomon  Schussheim,  Kings 
John  L.  Sengstack,  Suffolk 
Edward  Siegel,  Clinton 
Ezra  A.  Wolff,  Queens 

. . . The  following  members  of  the  House  of 
Delegates  were  called  on  to  cast  their  ballots: 


Bronx  (,12) 

Carl  R.  Ackerman 
Joseph  P.  Alvich 
Herbert  G.  Cohen 
Walter  Einhorn 
Jerome  B.  Flynn 
Leonard  L.  Heimoff 
George  A.  Howley 
Frank  LaGattuta 
Samuel  Leo 
Samuel  Lieberman 
Thomas  F.  McCarthy 
Samuel  Wagreich 

Broome  (3) 

Edward  M.  Cox 
George  C.  Hamilton 
John  A.  Kalb 


Officers,  Councillors,  Trustees 


Joseph  A.  Lane 
William  L.  Wheeler,  Jr. 
John  F.  Kelley 
Waring  Willis 
Ezra  A.  Wolff 
Maurice  J.  Dattelbaum 
Samuel  Z.  Freedman 
Frederick  A.  Wurzbach, 
Jr. 

E.  Dean  Babbage 
Frederic  W.  Holcomb 
Gerald  D.  Dorman 
Edward  C.  Hughes 
Alfred  P.  Ingegno 


Raymond  S.  McKeeby 
Harold  F.  Brown 
George  A.  Burgin 
John  C.  McClintock 
Joseph  G.  Zimring 
James  M.  Blake 
Charles  M.  Brane 
William  T.  Boland 
George  J.  Lawrence,  Jr, 
J.  Stanley  Kenney 
John  M.  Galbraith 
Lt^o  E.  Gibson 
Norman  S.  Moore 
Renato  J.  Azzari 


Thurman  B.  Givan 


Past-Presidents 

Orrin  Sage  Wightman 
Chas.  Gordon  Heyd 
Arthur  J.  Bedell 
Herbert  H.  Bauckus 
Louis  H.  Bauer 

Commissioner,  New  York 
Health 

Hollis  S.  Ingraham 

District  Delegates 

-Mbert  M.  Biglan 
Irwin  Felsen 
Arthur  F.  Gaffney 
!Maxwell  Gosse 


Carlton  E.  Wertz 
Edward  T.  Wentworth 
Andrew  A.  Eggston 
James  Greenough 
Henry  I.  Fineberg 

State  Department  of 


Milton  J.  Greenberg 
Norman  C.  Lyster 
Joseph  F.  Shanaphy 
Lee  R.  Tompkins 
IMilton  Tully 


Section  Delegates 

Lawrence  Ames 
Harold  G.  Barker 
Frank  J.  Borrelli 
John  J.  Clemmer 
E.  Craig  Coats 
John  F.  Daly 
Murray  Dworetzky 
James  I.  Farrell 
Henry  Fleck 

Constantine  D.  J.  Gen- 
e rales 


Merton  C.  Hatch 
Herbert  Lansky 
Frederick  Lee  Liebolt 
Harry  R.  Litchfield 
Victor  W.  Logan 
Murray  E.  Margulies 
Royal  M.  Montgomery 
Raymond  J.  Murray 
Arthur  Q.  Penta 
Theodore  Rosenthal 
Victor  J.  Tofany 
Zimdahl 


Walter  T. 


Delegates  from  Component  County  Societies 


Albany  (4) 


II.  John  Mellon 
James  A.  Moore 


Charles  Poskanzer 
Francis  A.  Stephens 

Allegany  (1) 

Edward  W.  Briggs,  Jr. 


Cattaraugus  (1) 

Maurice  G.  Sheldon 
Cayuga  (1) 

Bernard  J.  Hartnett 
Chautauqua  (2) 

Herbert  A.  Laughlin 
Garra  L.  Lester 

Chemung  (2) 

R.  Scott  Howland 
Henry  B.  Marshall 

Chenango  (1) 

Thomas  M.  Flanagan 
Clinton  (1) 

Edward  Siegel 
Columbia  (1) 

Carl  G.  WTiitbeck 
Cortland 

George  F.  Nevin 
Delaware  (1) 

Philip  J.  Hust 

Dutchess  (3) 

Bert  A.  Kanwit 
John  Frederick  Rogers 
George  T.  C.  Way 

Erie  (8) 

Antonio  F.  Bellanca 
John  C.  Brady 
Thomas  S.  Bumbalo 
Kenneth  H.  Eckhert 
Eugene  J.  Hanavan 
John  D.  Naples 
Louis  M.  Privitera 
Clarence  A.  Straubinger 

Essex  (1) 

James  E.  Glavin 
Franklin  (1) 

Alfred  A.  Hartmann 

Fulton  (1) 

Armand  J.  D’Errico 

Genesee  (/) 

Alfred  L.  George 
Greene  (1) 

Edwin  G.  Mulbury 
Herkimer  (1) 

Harold  T.  Golden 


Jefferson  (1) 

Charles  A.  Prudhon 

Kings  (22) 

George  E.  Anderson 
Louis  Berger 
Matthew  Brody 
Leo  S.  Drexler 
David  Farber 
John  J.  Flynn 
S.  Louis  Homstein 
David  Kershner 
Warren  A.  Lapp 
Harry  S.  Lichtman 
Charles  H.  Loughran 
A.  W.  Martin  Marino, 
Jr. 

John  G.  Masterson 
Charles  F.  McCarty 
James  L.  O’Leary 
Irving  M.  Pallin 
Louis  Pcllman 
Solomon  Schussheim 
Milton  B.  Spiegel 
Julius  E.  Stolfi 
Vincent  J.  Tesoriero 
Leslie  H.  Tisdall 

Lewis  (1) 

Earle  E.  Barnes,  Jr. 

Livingston  (1) 

Melville  A.  Hare 

Madison  (1) 

Felix  Ottaviano 

Monroe  (6) 

Hobart  L.  Boyd 
Lynn  R.  Callin 
Merle  D.  Evans 
A.  Gordon  Ide 
Donovan  M.  Jenkins 
Charles  R.  Mathews 

Montgomery  (1) 

Roman  R.  Violyn 

Nassau  (9) 

Jeff  J.  Coletti 
Ralph  S.  Emerson 
Leo  T.  Flood 
Abraham  W.  Freireich 
E.  Kenneth  Horton 
Edward  J.  Kelly 
Robert  Park,  Jr. 
Reginald  R.  Steen 
Paul  H.  Sullivan 

New  York  (26) 

Philip  D.  Allen 
Michael  C.  Armao 
Norton  S.  Brown 
Samuel  B.  Burk 
Edward  A.  Burkhardt 
May  E.  Chinn 
William  A.  Cooper 
C.  Joseph  Delaney 
James  II . Ewing 
Carl  Goldmark,  Jr. 
August  H.  Groeschel 
Keith  O.  Guthrie,  Jr. 
John  E.  Hammett 
Milton  Helpern 
George  Himler 
W.  Graham  Knox 
Julia  V.  Lichtenstein 
David  Lyall 
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Vaughan  C.  Mason 
Ira  A.  McCown 
Bernard  J.  Pisani 
William  B.  Rawls 
Guy  F.  Robbins 
George  M.  Saypol 
Albert  M.  Schwartz 


Rockland  (S) 

James  Alva  Dingman 
George  Gordon  Knight 
Michael  P.  Lefkowitz 

St.  Lawrence  {1) 

William  R.  Carson 


the  Cornell  Room,  and  will  the  tellers  go  there 
to  count  the  ballots?  As  soon  as  the  counting 
is  complete.  Dr.  Lester  will  return  here  with  the 
result.  Do  not  leave  the  room.  We  have  other 
business  to  do. 

Dr.  Lester  says  221  ballots  have  been  cast. 


Niagara  (2) 

Joseph  A.  D’Errico 
Harvey  Braden  Fitz- 
Gerald 

Oneida  (S) 

Clarke  T.  Case 
Robert  H.  Cross 
Anthony  G.  Jarosewicz 

Onondaga  (5) 

Robert  J.  Collins 
Irving  L.  Ershler 
Robert  F.  McMahon 
William  E.  Pelow 
W.  Walter  Street 

Ontario  (,2) 

Robert  M.  Price 
Philip  M.  Standish 

Orange  (S) 

Allen  H.  Keniston 
William  S.  Montgomery 
John  D.  Van  Zandt 

Orleans  (I) 

Angelo  F.  Leone 

Oswego  (1) 

Kent  W.  Jarvis 

Otsego  {!) 

John  W.  Latcher 

Putnam  (1) 

Garrett  W.  Vink 

Queens  (13) 

Alfred  A.  Angrist 
Sol  Axelrad 
Angelo  R.  Bologna 
Thomas  M.  d’ Angelo 
.Mbert  H.  Douglas 
Hariy  H.  Epstein 
Frank  W.  Farrell 
John  L.  Finnegan 
Irving  G.  Frohman 
Jerome  L.  Leon 
.John  Edward  Lowry 
Charles  C.  Mangi 
Kurt  Rosenberg 

Rensselaer  (2) 

Allen  G.  Gifford 
John  J.  Squadrito 

Richmond  (3) 

Walter  T.  Ileldmann 
Frederic  D.  Regan 
Robert  E.  Wolkwitz 


Saratoga  (1) 

Max  Vinicor 
Schenectady  (3) 

Raymond  L.  Byron 
John  L.  Clowe 
Philip  Parillo 

Schoharie  (1) 

John  H.  Wadswortli 
Schuyler  (1) 

Fritz  Landsberg 
Seneca  (1) 

David  L.  Koch 
Steuben  (2) 

Thomas  S.  Cotton 
Maynard  W.  Gurnsey 

Suffolk  (6) 

Earl  W.  Douglas 
David  J.  Evancie* 
Charles  M.  Labozzettaf 
Charles  W.  Shlimbaum 
Sol  Shlimbaum 

Sullivan  (1) 

Sirkka  E.  Vuornos 
Tioga  (1) 

John  H.  Jakes 
Tompkins  (1) 

C.  Stewart  Wallace 
Ulster 

Eugene  F.  Galvin 
Edward  F.  Shea 

Warren  (1) 

Morris  Maslon 
Washington  (1) 

Walter  S.  Bennett 
Wayne  (1) 

Joseph  J.  Kaufman 
Westchester  (8) 

Arthur  H.  Diedrick 
John  N.  Dill 
Harold  J.  Dunlap 
James  Q.  Haralambie 
Robert  E.  Healy 
Reid  R.  Heffner 
James  M.  Jones 
Wallace  M.  Sheridan 

Wyoming  (1) 

Willard  J.  Chapin 
Yates  (1) 

John  A.  Hatch 


* Substittue  for  John  L.  Sengstack. 
t Substitute  for  Melville  G.  Rosen. 

Assistant  Secretary  Wolff:  Mr.  Speaker 

the  roll  is  complete. 

Speaker  Wurzbach:  I now  declare  the 

polls  closed.  Kindly  take  your  ballot  box  to 


Section  21 7 

Election  of  Life  Members 

Speaker  Wurzbach:  Gentlemen,  I will 

accept  a motion  to  elect  the  list  of  life  members 
as  has  been  distributed  in  your  book. 

Samuel  Z.  Freedman,  M.D.,  Assistant 
Treasurer:  I so  move. 

Thomas  F.  McCarthy,  M.D.,  Bronx:  I 
second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried, the  list  referred  to  being  as  follows: 

A’Hearn,  Martin  Joseph,  Utica 

Alexander,  Max,  New  York  City 

Alichania,  Armenak  David,  New  York  City 

Amols,  Alexander,  Bronx 

Andersen,  Leonora,  New  York  City 

Arons,  Heinz,  New  York  City 

Asher,  Frederick  Piza,  Ithaca 

Ashton,  Leslie  O.,  New  York  City 

Aszody,  Arnold  Ernest,  West  Palm  Beach,  Florida 

Atwell,  William  C.,  Great  Neck 

Baker,  Valentine  Collamer,  Saratoga  Springs 

Banowitch,  Morris  Mortimer,  Brooklyn 

Barry,  Raymond  Samuel,  Sr.,  Niagara  Falls 

Barthel,  Else  Anna  S.,  New  York  City 

Begun,  Solomon  S.,  New  York  City 

Beinfield,  Henry  Harold,  Brooklyn 

Bell,  J.  Sheridan,  Hollywood,  Florida 

Benson,  Harold  Augustus,  Cobleskill 

Berger,  Solomon,  Bronx 

Berger,  William  Victor,  Woodstock,  Vermont 
Bernstein,  Benjamin  Maurice,  Brooklyn 
Beyer,  Morris,  Brooklyn 
Bien,  Adolph  Frederick,  New  York  City 
Blaisdell,  Russell  Enoch,  Pearl  River* 

Bloom,  Robert  R.,  Ossining 
Blumenthal,  Samuel  Joseph,  Brooklyn 
Boetzel,  Erhard,  Yonkers 
Bogatko,  Frances  H.,  New  York  City 
Bork,  Milton  Edward,  Buffalo 
Bourke,  Valentine  Vincent,  Brooklyn 
Breuning,  Paul  H.,  New  York  City 
Brewster,  Hugh  Maynard,  Port  Jervis 
Brim,  Charles  Jacob,  Bronx 
Brodofif,  Nathan  C.,  New  York  City 
Brody-Oller,  Olga,  New  York  City 
Brown,  Leonard  Morris,  Brooklyn 
Bruce,  Darwin  Alfred,  Albany 
Burtt,  Marjorie  Murray,  Ithacat 
Bush,  William  Simon,  Kingston 
Caminer,  Eric  Carol,  New  York  City 
Carp,  Louis,  New  York  City 
Cayley,  Camille  K.,  New  York  City 
Cohen,  Harr>%  New  York  City 
Cohen,  Jacob,  New  York  City 
Cohen,  Morris,  New  York  City 
Connally,  Eugene  Francis,  Troy 
Cook,  Albert  George,  Ridgewood 
Couden,  James  Skinner,  Yonkers 
Graver,  Lloyd  Freeman,  Wantagh 
Culbertson,  Harold  William,  Buffalo 
Cummins,  .John  P.  J.,  Ticonderogaf 

* Retroactive  to  May  17,  1962 
t Retroactive  to  May  10,  1961 
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Daniels,  Anna  Kleegman,  New  York  City 
Deaver,  George  G.,  New  York  City 
DeCecca,  Victor  Croce,  White  Plains 
di  Palma,  Salvatore,  Kitchell  Road,  New  Jersey 
Distler,  Goodwin  Andrew,  Woodhaven 
Ehrlich,  Walter  Frederick,  Baldwin 
Eisenoff,  Hemy  M.,  New  York  City 
Eliassow,  Alfred,  Kew  Gardens 
Elston,  Helen,  Ithaca  f 
Evans,  Jennette,  Ithaca 
Fanoni,  Vittorio  C.,  Port  Chester 
Faske,  Leo,  Brooklyn* 

Field,  William  Hinrichs,  Waccabuc 

Finney,  Frank  Floyd,  Malone 

Flood,  Edw'ard  Paul,  Bronx 

Frey,  Egon  Carl,  Bronx 

Fricke,  Erich  W.  F.,  New  York  City 

Fries,  Madeline,  Bayside 

Frucht,  Simon,  Brooklyn 

Garai,  Frank,  New  York  City 

Garben,  Louis  F.,  Islip 

Gavin,  Helen,  New  York  City 

Gersuny,  Otto,  Jackson  Heights 

Goldfarb,  Barnett,  Brooklyn 

Gordon,  Howard  H.,  New  York  City 

Gordon,  Louis,  Bronx 

Green,  Heniy,  New  York  City 

Greenberg,  Sarah  Koslow,  Brooklj-n 

Gregory,  Paul  Pattengill,  Rome 

Grycz,  Louis  Stephen,  Cheshire,  Connecticut 

Guzzetta,  Anthony  James,  Rochester 

Haiman,  Julius  A.,  New  York  City 

Halperin,  Jacob,  Brooklyn 

Halperin,  Meyer  Aaron,  Seldin 

Hayward,  Walter  Gifford,  Jamestown 

Herring,  Albert  Crawford,  Lawrence 

Hill,  William  Oakley,  Buffalo 

Hoffman,  Harvey  Peter,  Buffalo 

Hoffmann,  Richard  Horace,  New  York  City 

Horn,  Herman,  New  York  City 

Horner,  Henrietta  Calhoun,  Albany 

Horowitz,  Martin,  Buffalo 

Howell,  John  Taylor,  New  York  City 

Hurd,  Ralph  A.,  New  York  City 

Hurlbut,  Lemuel  R.,  Lockport 

Hurley,  Vincent,  New  York  City 

Hyems,  Edward  Henry,  New  York  City 

Isakower,  Salomea,  New  York  City 

Jacobs,  Murray,  New  York  City 

Jacoff,  Morris,  Brooklyn 

Jameison,  Gerald  Reid,  Scarsdale 

Johnson,  William  Warner,  Plattsburgh 

Jones,  William  H.,  Kenmore 

Joy,  Harold  Heniy,  Fayette\’ille 

Juskowitz,  Jacob,  Bronx 

Kamnitzer,  Siegbert,  New  York  City 

Katz,  Hyman  S.,  Bronx 

Katzenstein,  Arthur,  Wantagh 

Kellerman,  Adolph  M.,  Brooklyn 

Kemp,  Roy  Cleon,  Albany 

Kempf,  Edward  J.,  Wading  River 

Kennedy,  Robert  Hayward,  New  York  City 

Kenney,  J.  Stanlej',  New  York  City 

Kisch,  Bruno  Z.,  Brooklyn 

Klumpp,  Margaret  M.,  Port  Washington 

Knoll,  Louis  F.,  Blairstown,  New'  Jersey 

Knopf,  Eduard,  Brooklyn 

Knopf,  Olga,  New  York  City 

Koenigsberger,  Max,  Endicott 

Kranzer,  Leo  L.,  Brooklyn 

Kresky,  Henry,  Brooklj'ii 

Kronheim,  Emil,  New  York  City 

LaDuca,  Joseph  Peter,  Grand  Island 

Larkin,  Leo  Paul,  Ithaca 

Leet,  Clifford  Franklin,  Horseheads 

Leinpert,  Julius,  New  York  City 


Lessem,  Jules,  Miami  Beach,  Florida 

Lester,  Charles  Willard,  New  York  City 

Levberg,  Shima  Liba,  Middletown 

Levey,  Sidney  Philip,  New  York  City 

Levine,  Meyer  R.,  Miami  Beach,  Florida 

Lew,  Abraham,  New  York  City 

Liff,  Jacob,  Bronx 

Little,  Ethel  Esther,  Ithaca 

Loewenstein,  Alfred,  Amityville 

Loewy,  Oscar  W.,  Watervliet 

Lyons,  James  Sarsfield,  Albany 

MacGregor,  James  Arnot,  New  York  City 

Maillard,  Edgar  Randolph,  Hewlett 

Mangieri,  John  Aloysius,  Bangall 

Manheim,  Sigmund,  New  York  City 

Manley,  George  Leroy,  Norwich 

Manter,  Marion  E.,  New  York  City 

Marcovicci,  Eugene  E.,  New  York  City 

Martens,  William  Stanton,  Peekskill 

McCambridge,  James  Edward,  Pine  Plains 

McCord,  Alva  Gwin,  Albany 

McDowell,  Edward  S.,  Plattsburgh 

Mercer,  John  T.,  East  Aurora 

Miller,  Julius  Asher,  New  York  City 

Millet,  John  Alfred  Parsons,  New  York  City 

Miraglia,  Francesco,  New  York  City 

Morgan,  Benjamin  Franklin,  Buffalo 

Munkittrick,  Malcolm  Turner,  Southampton 

Needles,  Abraham  Irving,  New  York  City 

Nelson,  Stuart  Wheeler,  Old  Forge 

Nemser,  Maximilian  Mark,  New  York  City 

Neustadt,  Adolph,  Bronx 

Nicosia,  Guy  G.,  Brooklyn 

Notkin,  Jolm  Y.,  Poughkeepsie 

Nugent,  John  Henry,  Southampton 

Nunberg,  Herman,  New  York  City 

Nussbaum,  Robert,  New  York  City 

O’Brien,  Arabelle  Josephine,  Scarsdale 

Packard,  Edward  Newman,  Saranac  Lakef 

Parker,  Harry  Lawrence,  Lockport 

Patterson,  Marjorie  Butts,  Greenwich,  Connecticut 

Patterson,  Russel  Hugo,  New  York  City 

Patti,  Samuel  R.,  Dunkirk 

Reiser,  Hugo,  New  York  City 

Pender,  Harold  L.,  Utica 

Pickett,  Ralph  S.,  Olcott 

Pomeranz,  Maurice  M.,  New  York  City 

Raabe,  Alfred,  West  Copake 

Rabiner,  Abraham  Max,  Brooklyn 

Rainey,  John  Joseph,  Troy 

Reagan,  Robert  Phillip,  North  Tonawanda 

Reed,  Ralph  G.,  Central  Islip 

Reicher,  Jacob,  Brooklyn 

Riley,  Henry  Alsop,  New  York  City 

Ronald,  Franz  Eric,  Forest  Hills 

Ross,  John,  Bronxville 

Row'lson,  Ira  A.,  Plattsburgh 

Safran,  Anne  Catherine,  New  York  City 

Sager,  M.  Archie,  New  York  City 

Salten,  Rudolf  Salomon,  New  York  City 

Sanders,  George  Edward,  Rochester 

Sawhill,  John  Elden,  Sarasota,  Florida 

Schaefer,  Solomon  W.,  Bronx 

Scheer,  Henry  Morris,  New  York  City 

Schnebel,  Emil  Michael,  New  York  City 

Schneider,  Paul,  New'  York  City 

Schoenlank,  Caesar,  New  York  Citj' 

Schuman,  Michael,  New  York  City 
Schwartz,  Russell  Plato,  Rochester 
Schwarzmann,  Emil,  New  York  City 
Schwerd,  Frederick  Mangus,  Staten  Island 
Selleck,  Spencer  Zeno,  Bath 
Shields,  William  T.,  Jr.,  Troy 
Smith,  Kenneth  A.,  Lackawanna 
Smith,  Leon  H.,  Buffalo 
Sorell,  Max  M.,  New  York  City 


September  1,  1963 — Part  II  / New  York  State  Journal  of  Medicine  135 


Spano,  Virgil  Rocco  Anthony,  Buffalo 

Spector,  William  Z.,  Brooklyn 

Sprout,  Lawrence  Emerson,  Rome 

Strickler,  Joseph  George,  New  York  City 

Stuart,  Alexander  A.  S.,  Wantagh 

Surls,  Joseph  K.,  New  York  City 

Terr>-,  Arthur  Hutchinson,  Jr.,  East  Hampton 

Ubel,  George  Beckwith,  Grand  Island 

Ulrich,  Oscar,  New  York  City 

Umansky,  Maurice,  Bronx 

Unger,  Jonas  J.,  New  York  City 

Unger,  Lester  J.,  New  York  City 

Valone,  James  Floyd,  Jamestown 

Van  Dyke,  Daisy  H.,  Bryn  Mawr,  Pennsylvaniaf 

Van  Woert,  Irving,  Sr.,  Delmar 

Victor,  Abraham  William,  Rockaway  Beach 

Vincent,  Ralph  Marean,  Albany 

Von  Sholly,  Anna  Irene,  Flushing 

Wadler,  William  Bernard,  Troy 

Wagner,  Martin,  New  York  City 

Wallner,  Edmund  C.,  Troyt 

Watton,  Walter  F.,  Brooklynf 

Weil,  Sidney,  Bronx 

Weiss,  Joseph  B.,  New  York  City 

Wharton,  Raeburn  James,  Johnson  City 

Wilens,  Ira,  New  York  City 

Wilke,  Frederick  Henry,  New  York  City 

Williams,  G.  Marjorie,  Brooklyn 

Wisner,  William  Dorr,  Lockport 

Wolcott,  Charles  Clements,  BronxviUe 

Wolf,  William,  New  York  City 

Wolfe,  Ralph,  Brooklyn 

Wurm,  Carl,  Jr.,  Bronx 

Yeghiaian,  Garabed  A.,  New  York  City 

Zellner,  Herbert  Joseph,  New  York  City 

Zimmermann,  Joseph  James,  Amherst 

Speaker  Wurzbach:  I declare  them  elected 

as  life  members. 

There  are  now  some  motions  to  be  made. 

Section  218 

Resolutions  of  Thanks 

Gerald  D.  Dorman,  M.D.,  Councillor: 
Mr.  Speaker,  I would  like  to  move  a motion  of 
commendation  to  Bernard  J.  Pisani,  M.D., 
as  the  chairman  of  the  Convention  Committee. 
I so  move. 

. . . The  motion  was  seconded  and  carried  by 
acclamation  . . . 

Samuel  Z.  Freedman,  M.D.,  Assistant 
Treasurer:  I would  hke  to  make  a motion  of 

commendation  to  Samuel  Wagreich,  M.D., 
and  his  Banquet  Subcommittee. 

. . . The  motion  was  seconded  and  carried  by 
acclamation  . . . 

Frederic  W.  Holcomb,  M.D.,  Trustee: 
Mr.  Speaker,  I would  hke  to  make  a motion  of 
commendation  to  Charles  L.  Baldwin  for  his 
work  in  obtaining  exhibits  for  our  convention. 

Dr.  Dorman:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Speaker  Wurzbach:  This  is  an  all-year 

job,  not  just  a convention  job. 

Leo  E.  Gibson,  M.D.,  Trustee:  I would 
like  to  move  a vote  of  commendation  to  the 
staff  of  the  Medical  Society  of  the  State  of  New 
York  for  their  cooperation. 

. . . The  motion  was  seconded  and  was 
carried  by  acclamation  . . . 


Herbert  H.  Bauckus,  M.D.,  Past- President: 
I would  like  to  ask  for  a vote  of  commendation 
and  thanks  for  the  loyal  services  of  Miss  Doris 
K.  Dougherty  and  Miss  Alvina  Rich  Lewis. 

. . . The  motion  was  seconded  and  was 
carried  by  acclamation  . . . 

James  Greenough,  M.D.,  Past-President: 
Mr.  Chairman,  we  could  not  function  without 
reference  committees.  I think  we  owe  a great 
deal  to  our  chairmen  and  the  members  of  the 
reference  committees,  and  I would  hke  to  move 
a standing  vote  of  thamks  to  them. 

. . . The  motion  was  seconded  and  was  car- 
ried by  a standing  vote  of  acclamation  . . . 

Renato  j.  Azzari,  M.D.,  Trustee:  Mr. 
Speaker  and  members  of  the  House,  I would 
hke  to  move  for  a vote  of  commendation  to 
our  executive  vice-president,  Henry  I.  Fineberg, 
M.D.,  for  his  over-ah  management  of  the  ar- 
rangements. 

. . . The  motion  was  seconded  and  was  car- 
ried by  acclamation  . . . 

Assistant  Secretary  Wolff:  Mr.  Speaker 

and  members  of  the  House,  a visitor  to  this 
House  might  find  it  difficult  on  occasion  to 
know  what  is  going  on,  just  as  many  of  us  feel 
a httle  bit  incompetent  to  know  what  procedures 
are  taking  place  and  just  what  is  being  trans- 
acted. Somehow,  when  the  minutes  come  out, 
it  all  falls  into  order  and  makes  sense.  This 
is  in  no  smaU  measure  through  the  agency  of 
our  stenotypist,  Mrs.  Augusta  Grimm.  I 
would  hke  the  thanks  of  this  House  to  her  to 
be  recorded  in  our  minutes. 

. . . The  motion  was  seconded  and  was  car- 
ried by  acclamation  . . . 

Executive  Vice-President  Fineberg:  Mr. 
Speaker  and  members  of  the  House,  I believe 
that  this  is  the  time  to  spread  on  the  record 
our  gratitude  to  two  stalwart  men  who  have 
conducted  the  affairs  of  this  House  of  Delegates 
equitably  and  in  keeping  with  the  traditions 
of  our  democratic  system.  Of  course  I refer 
to  the  Vice-Speaker,  E.  Dean  Babbage,  M.D., 
and  to  the  Speaker,  Frederick  A.  Wurzbach, 
Jr.,  M.D. 

. . . The  motion  was  seconded  and  was  car- 
ried by  acclamation  . . . 

Speaker  Wurzbach:  Personahy,  and  I 

speak  for  Dean  Babbage,  we  thank  you  for 
your  wonderful  cooperation  in  the  handling  of 
the  House. 

Executive  Vice-President  Fineberg:  Mr. 
Speaker,  ladies,  and  gentlemen,  yesterday 
afternoon  we  listened  to  a very  fine  report  on 
public  and  professional  affairs  presented  to  us 
by  that  stalwart  man  from  Herkimer.  I 
wonder  how  many  of  you  really  know  how  dif- 
ficult the  problems  were  that  his  committee 
considered,  but  I do  know  that  few  of  you 
realize  that  this  fellow  was  working  under 
quite  a handicap. 

Despite  heartache,  he  served  us  well  and  also 
in  keeping  with  the  traditions  of  this  House. 
Yesterday  morning,  his  wife  was  operated  on 
at  St.  Barnabas  Hospital.  As  you  know,  the 
devotion  of  these  two  people  is  a legend  in 
his  area.  Everyone  that  lives  there  knows 
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about  them,  and  I think  it  is  in  order,  Mr. 
Speaker  and  my  friends,  for  this  House  to  send 
this  gallant  lady  a message  of  cheer,  and  I so 
move. 

. . . The  motion  was  seconded  from  all 
corners  of  the  room  and  was  carried  by  acclama- 
tion . . . 

Speaker  Wurzbach:  This  is  certainly  car- 

ried by  acclamation,  and  it  will  be  done. 

Axe  there  emy  other  motions  or  commenda- 
tions? 

. . . There  was  no  response  . . . 

Speaker  Wurzbach:  We  do  have  a bit 

of  time  now  until  the  tellers  are  ready,  £md  we 
will  show  a film. 

Section  219 

Operation  Hometown 

Speaker  Wurzbach:  This  picture  will  give 

you  an  idea  that  you  can  carry  home  to  your 
districts  and  to  your  counties  for  a presentation 
of  the  case  of  medicine. 

. . . Showing  of  film  . . . {Applause) 

Speaker  Wurzbach:  Dr.  Lawrence  has 

asked  to  have  a few  minutes  to  address  the 
House. 

George  J.  Lawrence,  Jr.,  M.D.,  Councillor: 
Mr.  Speaker  and  members  of  the  House,  I 
am  not  going  to  try  to  embellish  Dr.  Edward 
R.  Annis’  wonderful  presentation,  but  I would 
like  to  add  a word  that  this  will  give  all  of  you 
back  in  your  county  societies  an  opportunity 
to  carry  out  the  greatest  public  relations  and 
legislative  effort  that  this  State  Society  and 
your  county  societies  have  ever  undertaken. 

In  this  “Operation  Hometown”  we  are  trying 
to  give  you  every  bit  of  help  in  every  detail 
and  part  of  this  campaign.  We  are  going  to 
have  the  staff  men  from  the  State  Society 
office  going  around  to  the  counties  to  give  you 
all  the  help  that  we  can  give  you,  and  I just 
want  to  try  to  emphasize  the  importance  of 
putting  this  “Operation  Hometown”  into  opera- 
tion just  as  quickly  as  possible.  I think  that 
is  our  opportunity  to  do  something  that  is 
going  to  affect  the  practice  of  every  one  of  us. 
It  is  going  to  affect  the  health  and  the  lives 
of  all  of  our  patients  because  it  is  still  possible 
that  later  this  year  something  wiQ  happen  in 
Washington  on  this  King- Anderson  BUI,  or 
certainly  shortly  after  the  first  of  next  year 
there  is  going  to  be  a big  drive  by  the  adminis- 
tration to  put  across  the  King-Anderson  BUI. 
Although  we  won  the  battle  this  year,  we  are 
stUl  in  a tough  war.  {Applause) 

Speaker  Wurzbach:  Thank  you.  Dr.  Law- 

rence. 

Raymond  J.  Byron,  M.D.,  Schenectady: 
I have  a question.  When  are  they  going  to 
distribute  these  kits? 

Dr.  Lawrence:  There  is  one  of  these  kits 

for  every  county  society.  We  have  already 
written  to  every  county  society  asking  when 
you  want  the  kit,  and  when  we  can  visit  you, 
and  as  soon  as  we  hear  from  you,  it  will  be 
available  to  you.  If  we  don’t  hear  from  you, 
we  are  going  to  get  after  you  again. 


Speaker  Wurzbach:  He  is  a determined 

man.  When  he  says  it,  he  means  it. 

Dr.  Lawrence:  Mr.  Speaker,  I forgot 

another  very  important  item;  I am  sorry. 
I think  this  is  a good  time  to  tell  you  about  it. 
When  we  made  our  Washington  trip  this  year, 
we  had  a very  good  visit  with  Representative 
Keogh  from  Brooklyn.  Representative  Keogh, 
of  course,  is  the  author  of  the  Keogh  BiU, 
H.R.  10,  which  was  passed  last  year.  You  all 
know  what  that  was,  and  you  were  all  just  as 
disappointed  as  I when  it  turned  out  to  be 
not  so  good  as  we  thought  it  was  going  to  be, 
for  the  present  law  has  not  given  us  a real 
opportunity  to  take  advantage  of  this  annuity 
program.  However,  Congressman  Keogh  did 
teU  us  that  he  is  going  to  put  in  amendments 
to  this  biU  which  will  bring  it  up  to  what  he 
had  originally  hoped  it  would  be,  and  he  has 
asked  that  the  doctors  of  New  York  State 
support  him  in  this  effort. 

The  way  he  suggested  they  support  him  is 
this:  Go  back  to  your  counties,  your  congres- 
sional districts,  and  speak  to  your  congressmen. 
TeU  them  that  you  want  these  amendments 
put  through  in  Washington,  and  teU  them  that 
the  way  they  should  support  it  is  not  to  speak 
to  Mr.  Keogh  but  to  speak  to  the  other  con- 
gressmen on  the  House  Ways  and  Means  Com- 
mittee so  that  they  will  support  the  biU  in 
committee  and  get  it  out  the  way  Congress- 
man Keogh  wants  it,  and  then  when  it  does 
get  out  on  the  fioor  of  the  House  for  a vote, 
we  want  every  New  York  State  congressman 
to  vote  for  it.  So  go  home  and  talk  to  your 
congressman  on  these  amendments  to  H.R. 
10  also. 

Section  220 

Commendation 

Bernard  J.  Pisani,  M.D.,  New  York:  Mr. 
Speaker  and  members  of  the  House,  as  chairman 
of  the  Scientific  Program  Subcommittee  I would 
especiaUy  like  to  bring  to  your  attention  and 
request  your  approval  and  commendation  of 
the  American  Academy  of  General  Practice, 
who  so  strongly  supported  the  program  which 
we  are  running  this  afternoon  and  ran  yesterday 
afternoon,  which  was  arranged  in  combination 
with  the  American  Therapeutic  Society.  WU- 
Uam  A.  Rawls,  M.D.,  did  heroic  work  in  getting 
these  panels  together.  The  attendance  yes- 
terday, as  you  have  been  told,  was  over  400 
people  at  this  program. 

I would  Uke  to  say  also  that  on  Tuesday, 
when  the  American  Cancer  Society  and  again 
the  Academy  of  General  Practice  assisted  us 
with  the  program,  we  had  a very  firm  and  strong 
program  and  panel  that  morning. 

For  the  man  who  succeeds  in  this  position, 
any  recommendations  from  you  many  delegates 
in  all  the  areas  of  scientific  medicine  and  also 
suggestions  on  how  you  would  like  things  pre- 
sented will  be  much  appreciated  indeed. 

Thank  you,  Mr.  Speaker,  for  permitting  me 
these  words.  {Applause) 

Speaker  Wurzbach:  Thank  you.  Dr.  Pisani. 
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Section  221 

Report  of  Tellers 

Speaker  Wurzbach:  Ladies  and  gentle- 

men, the  report  of  the  tellers  will  be  presented 
by  Dr.  McCarty,  of  Kings.  This  is  his  twenty- 
third  time  for  presenting  such  a report.  {Ap- 
plause) 

Charles  F.  McCarty,  M.D.,  Kings:  Re- 
sults of  balloting  for  A.M.A.  delegates: 


1.  Renato  J.  Azzari 195 

2.  James  M.  Blake 181 

3.  George  J.  Lawrence,  Jr 179 

4.  George  A.  Burgin 172 

5.  Bernard  J.  Pisani 171 

6.  Milton  Helpern 167 

7.  Leo  E.  Gibson 153 

8.  William  A.  Rawls 139 

9.  James  Greenough 135 

10.  Norman  S.  Moore 134 

11.  Warren  A.  Lapp 127 

12.  Edward  C.  Hughes 121 


Those  are  the  12  delegates. 

Speaker  Wurzbach;  These  gentlemen  are 
the  12  delegates  elected  as  delegates  to  the 
A.M.A.  The  other  12  in  order  of  their  standing 
will  be  the  alternate  delegates  to  the  A.M.A. 

I now  declare  aU  officers,  councillors,  trustees, 
delegates,  and  alternate  delegates  to  the  A.M.A. 
elected.  Now  will  you  read  the  other  names? 

Dr.  McCarty:  The  alternates  are  as  fol- 

lows: 


13.  Ezra  A.  Wolff 89 

14.  Solomon  Schussheim 79 

15.  John  L.  Sengstack 72 

16.  Charles  R.  Mathews 64 

17.  Irving  M.  Pallin 51 

18.  Arthur  Q.  Penta 41 

19.  Walter  T.  Heldmann 35 

20.  Harold  F.  Brown 34 

21.  Merle  D.  Evans 32 

22.  William  T.  Boland 17 

23.  John  T.  Donovan,  Jr 14 

24.  Edward  Siegel 12 


Speaker  Wurzbach:  Now  it  is  my  very 

pleasant  duty  to  ask  our  new  president,  William 
L.  Wheeler,  Jr.,  M.D.,  to  come  forward. 

. . . The  audience  arose  and  applauded  . . . 

Section  222 

Address  of  Incoming  President 

Incoming  President  Wheeler:  Mr. 

Speaker,  Dr.  Lane,  ladies,  and  gentlemen,  I 
want  first  of  all  to  thank  you  from  the  bottom  of 
my  heart  and  to  pledge  all  my  good  services  to 
this  organization  and,  second,  to  say  that  you 
have  been  here  for  three  and  one-half  days 
listening  to  a considerable  amount  of  speaking 
from  this  rostrum,  and  I am  certain  that  you 
are  all  fatig^ied  and  anxious  to  get  home. 
Therefore,  I will  cut  this  very  short  indeed. 
Again,  many,  many  thanks.  {Applause) 

Section  223 

Address  of  Incoming  President-Elect 

Speaker  Wurzbach:  It  is  now  my  pleasure 

to  ask  our  president-elect,  George  A.  Burgin, 


M.D.,  to  come  forward  to  the  rostrum. 

. . . The  audience  arose  and  applauded  . . . 

Incoming  President-Elect  Burgin:  Mr. 

Speaker,  Dr.  Lane,  members  of  the  House,  and 
all  of  my  friends,  I must  have  a lot  of  friends 
here.  You  just  have  conferred  on  me  the 
highest  honor  that  any  member  of  the  Medical 
Society  of  the  State  of  New  York  could  hope  for. 
I want  you  to  know  how  grateful  I am.  As  a 
member  of  this  House  since  1938,  twenty-five 
years,  I hope  I have  accumulated  some  knowl- 
edge that  will  help  me  to  carry  on  in  this  posi- 
tion. I have  at  least  an  appreciation  of  the 
great  responsibilities  that  go  with  the  office  of 
president-elect. 

I hope  I can  measure  up  to  the  dedicated, 
capable  men  who  have  gone  before  me,  and  I 
expect  to  gain  some  knowledge  and  a great 
deal  of  instruction  at  least  from  Dr.  Wheeler* 

Thank  you  very  much!  {Applause) 

Reference  Committee  on 
Commission  on  Medical  Services  B 

Section  224 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Industrial  Health 

Speaker  Wurzbach:  There  is  now  one 

further  reference  committee  to  report  on  the 
Commission  on  Medical  Services  B,  Joseph  P. 
Alvich,  M.D.,  chairman.  The  Vice-Speaker 
will  handle  the  House. 

. . . Vice-Speaker  Babbage  assumed  the 
chair  . . . 

Joseph  P.  Alvich,  M.D.,  Bronx:  Mr. 

Speaker  and  members  of  the  House,  your 
Reference  Committee  on  Commission  on  Medi- 
cal Services  B has  reviewed  the  work  done  by 
the  Council  Committee  on  Industrial  Health 
under  the  chairmanship  of  Peter  J.  DiNatale, 
M.D.  The  Council  committee  held  three  meet- 
ings during  the  past  year  to  review  developments 
in  occupational  medicine  and  formulate  its 
program  for  the  improvement  of  the  health 
and  welfare  of  the  workers  of  this  State. 

In  regard  to  union  health  centers  the  com- 
mittee has  expressed  continued  interest  in  this 
matter  and  is  observing  recent  developments  in 
the  expansion  of  union  heedth  centers. 

In  regard  to  legislation,  regulations  to  control 
x-ray  technicians  were  established,  as  well  as 
measures  for  the  establishment  of  first  aid  sta- 
tions under  the  charge  of  competent  persons. 

With  regard  to  education,  efforts  to  dis- 
seminate knowledge  relating  to  industrial  health 
programs  to  graduate  business  students  at  a 
large  eastern  university  have  been  conducted. 
To  stimulate  the  interest  of  physicians  in  oc- 
cupational medicine,  exhibits  consisting  of 
illustrative  and  descriptive  materials  were 
planned.  The  committee  also  expressed  in- 
terest in  informative  material  for  presentation 
to  physicians  dealing  with  the  handling  of 
mass  casualties  in  industry,  the  use  of  industrial 
medical  facilities  for  nonoccupational  illnesses 
and  injuries. 
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To  coordinate,  correlate,  and  support  activi- 
ties of  the  Council  committee,  attendance  of 
other  scientific  organizations  interested  in 
occupational  health  was  encouraged.  The 
director  of  the  Bureau  attended  meetings  of 
the  New  York  State  Society  of  Industrial 
Medicine,  Inc.,  and  the  Section  on  Occupational 
Medicine  of  the  New  York  Academy  of  Medi- 
cine. The  director  also  attended  and  reported 
to  the  committee  the  proceedings  of  the  Gov- 
ernor’s Conference  on  the  Improvement  of 
Occupational  Safety,  the  President’s  Conference 
on  Occupational  Safety,  and  the  President’s 
Conference  on  the  Improvement  of  the  Handi- 
capped. 

Your  reference  committee  commends  the 
work  of  this  committee  under  the  chairmanship 
of  Peter  J.  DiNatale,  M.D. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Edwin  G.  Mulbury,  M.D.,  Greene:  I 
second  the  motion. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  225  {See  11) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Workmen’s  Compensation 

Dr.  Alvich:  This  committee  held  four 

meetings  during  the  past  year,  and  the  fol- 
lowing was  considered:  With  regard  to  rating 
of  physicians,  it  was  recommended  that  there 
be  uniformity  of  ratings  on  a State-wide  basis 
with  identical  qualifications  regardless  of  the 
county  the  doctors  are  practicing  in. 

The  committee  recommended  legislative 
amendments  dealing  with  authorization  for 
x-ray  and  medical  reports  to  claimants’  at- 
torneys. The  committee  also  favored  the  in- 
clusion of  certain  heretofore  uncovered  em- 
ployes under  the  Workmen’s  Compensation 
Law  (agriculture)  and  advised  objection  to 
amendments  advocating  the  inclusion  of  den- 
tists and  optometrists  under  the  Workmen’s 
Compensation  Law. 

During  the  past  year  two  legislative  proposals 
introduced  with  the  approval  of  the  Council 
on  the  recommendation  of  the  Council  Com- 
mittee on  Workmen’s  Compensation  have  been 
passed  by  both  houses  of  the  Legislature  and 
approved  by  the  Governor.  These  will  raise 
from  $10  to  $25  the  fee  for  radiologic  examina- 
tions for  which  no  prior  authorization  is  re- 
quired in  nonemergency  cases.  The  matter 
of  fees  for  appearance  at  hearings  before  the 
Workmen’s  Compensation  Board  was  also  under 
review,  and  the  committee  was  pleased  to 
announce  that  by  Board  resolution,  effective 
May  1, 1963,  fees  for  appearance  as  witness  have 
been  raised  to  $20  for  general  practitioners 
and  $35  for  specialists  when  their  appearance 
is  required  before  a referee  as  the  attending 
physician. 

A survey  was  conducted  of  compensation 
cleums  reopened  before  July  1,  1960,  or  active 
and  current  since  prior  to  July,  1960.  Informa- 


tion obtained  in  this  survey  is  presently  under 
careful  study  and  evaluation  and  is  the  subject 
of  several  negotiations  currently  in  progress. 
At  the  same  time  the  committee  is  following, 
with  great  interest,  legislative  proposals  dealing 
with  the  upgrading  of  compensation  payments 
to  claimants  under  dates  of  disablement  prior 
to  1960. 

The  committee  chairman  served  as  consultant 
to  the  Governor’s  Review  Committee  on  Work- 
men’s Compensation.  This  committee  com- 
pleted its  study,  but  the  report  was  not  avail- 
able at  the  time  your  reference  committee  met. 

The  problem  of  closing  of  compensation 
cases  for  nonappearance  of  claimants  and  the 
effect  of  this  procedure  on  the  settlement  of 
fees  for  medical  services  have  so  far  not  been 
solved. 

The  chairman  and  the  director  were  awarded 
citations  at  the  1962  annual  diimer  meeting  of 
the  New  York  Society  of  Physical  Therapists. 
The  director  also  conferred  with  the  general 
manager  of  the  New  York  State  Insurance  Fund 
and  several  members  of  his  staff  in  an  attempt 
to  improve  the  relationship  between  the  State 
Insurance  Fund  and  the  medical  profession. 

Your  reference  committee  commends  the 
excellent  work  done  by  Carl  F.  Freese,  M.D., 
and  his  committee. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Walter  Einhorn,  M.D.,  Bronx:  I second 

it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  226 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Rural  Medical  Service 

Dr.  Alvich:  This  committee  met  several 

times  during  the  year  to  discuss  problems  of 
medical  services,  particularly  in  rural  areas  of 
our  State.  Many  of  these  areas  are  unable 
financially  to  support  a physician,  and  facUities 
are  far  below  the  medical  requirements  to  carry 
on  a quahty  type  of  practice. 

This  committee  arranged  an  excellent  ed- 
ucational program,  consisting  of  weekly  con- 
ferences and  lectures  in  the  college  theater 
of  the  State  University  of  Potsdam.  Also,  with 
the  cooperation  and  support  of  the  Sears 
Roebuck  Foundation,  it  sponsored  a fellowship 
for  general  practice  in  the  Lake  Champlain 
area. 

In  order  to  establish  a source  of  funds  to 
carry  out  a program  for  supplying  physicians 
in  the  much-needed  rural  areas,  the  chairman 
has  solicited  the  aid  and  support  of  various 
industrial  leaders  throughout  the  State.  It  is 
hoped  at  present  that  if  enough  money  cem  be 
obtained,  a full-time  investigator  should  be 
employed  to  investigate  the  needs  of  the  locali- 
ties for  physicians  and  then  set  up  a construc- 
tive program  of  establishing  certain  clinic 
facilities  and  then  obtain  physicians  in  those 
areas. 
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Your  reference  committee  feels  that  one 
way  of  solving  this  doctor  shortage  in  these 
rural  areas  would  be  to  start  an  educational 
program  in  the  high  schools  and  colleges  and  to 
establish  scholarships  whereby  medical  students 
would  be  required  on  completion  of  their 
training  to  spend  at  least  a certain  number  of 
years  in  the  community  from  whence  they 
originated.  This  phase  of  rural  medical  service 
should  be  explored  further,  and  more  effort 
should  be  made  because  it  involves  almost 
every  rural  area  of  the  State.  This  committee 
has  made  a good  deal  of  headway  during  the 
past  year  and  should  be  encouraged  to  continue 
in  its  efforts. 

Your  reference  committee  commends  the 
chairman  and  other  members  of  the  committee 
for  the  work  carried  on  during  the  past  year. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Frank  LaGattuta,  M.D.,  Bronx:  I second 

it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  227 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Questions  of  Ethics 

Dr.  Alvich;  Your  reference  committee 
reviewed  the  work  of  this  committee  amd 
heartily  approves  of  its  accomplishments  and 
commends  them. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

C.  Joseph  Delaney,  M.D.,  New  York:  I 
second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  228  (see  13) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Hospital  and 
Professional  Relations 

Dr.  Alvich:  Besides  the  routine  duties 

of  this  committee,  an  extensive  investigation 
was  undertaken  on  two  related  subjects,  namely, 
“The  Responsibility  of  the  Hospital  Staff  Mem- 
ber to  the  Hospital”  and  “Responsibility  of  the 
Hospital  to  the  Staff  Member.”  Despite  the 
fact  that  each  hospital  has  rules  and  regulations 
regarding  the  staff  member’s  responsibility  to 
the  hospital  and  in  view  of  the  changing  charac- 
ter of  the  practice  of  medicine  and  the  in- 
creased utilization  of  hospital  facilities,  it  is 
felt  that  a review  of  these  responsibilities  and  a 
composite  picture  of  them  would  be  advan- 
tageous to  the  medical  profession  of  New  York 
State. 

From  the  answers  received  from  hospital  and 
staff  members,  it  seems  that  definite  data  can 
be  compiled  to  the  advantage  of  both,  and  your 
reference  committee  recommends  that  this 
committee  continue  this  investigative  phase 
and  report  next  year. 

Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report. 


Dr.  LaGattuta:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  229 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Autopsies 

Dr.  Alvich:  In  that  the  rate  of  autopsies 

has  been  declining,  it  is  suggested  that  in  cases 
where  complete  autopsy  is  imobtainable,  effort 
be  made  to  obtain  consent  for  a limited  autopsy. 
This  may  help  to  increase  the  autopsy  rate. 

Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report. 

Dr.  Einhorn:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  230 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Hospital  and 
Professional  Relations 

Dr.  Alvich:  At  a joint  meeting  of  the 

Medical  Relations  Committee  of  the  Hospital 
Association  of  New  York  State  and  the  Hos- 
pital and  Professional  Relations  Committee 
of  the  Medical  Society  of  the  State  of  New  York, 
the  recommendation  of  the  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medi- 
cal Association  was  thoroughly  discussed.  With 
regard  to  the  minimum  standard  of  at  least  25 
per  cent  of  the  total  hospital  staff  of  a hospital 
being  graduates  of  accredited  United  States  or 
Canadian  schools,  it  was  felt  that  this  should 
not  be  the  main  factor  in  the  approval  of  the 
institution,  that  every  hospital  educational 
program  should  be  judged  on  its  own  merits. 
It  was  also  pointed  out  that  if  a hospital  lost 
its  accreditation  for  an  intern  and  resident 
program,  it  would  have  difficulty  getting 
graduates  of  any  kind.  It  was  suggested  that 
such  action  be  deferred  until  further  studies  are 
made. 

Your  reference  committee  commends  this 
committee  for  the  extensive  work  accomplished 
during  the  past  year  under  the  chairmanship 
of  Raymond  S.  McKeeby,  M.D. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Einhorn:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  231  (see  38,  50,  52,  62,  67,  72) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Changes  in  Requirements 
for  Approved  Internship 

Dr.  Alvich:  Your  reference  committee 

had  17  resolutions  referred  to  it. 

Six  resolutions  referred  to  changes  in  require- 
ments for  approved  internship:  63-1,  63-13, 
63-15,  63-25,  63-30,  63-35,  introduced  by  the 
following  counties:  New  York,  Rensselaer, 

Orange,  Suffolk,  Nassau,  and  Broome. 
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Resolution  63-30  was  selected  to  cover  all 
these  resolutions  with  changes  by  your  reference 
committee  as  follows:  The  second  “resolved” 
be  amended  by  striking  out  the  words  “or 
modify”  and  adding  a third  “resolved”  so  that 
the  “resolved’s”  will  read  as  follows: 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
oppose  this  requirement  for  hospital  approval 
for  intern  training;  and  be  it  further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York 
to  the  American  Medical  Association  request 
the  American  Medical  Association  House  of 
Delegates  at  its  next  meeting  to  rescind  this 
requirement;  and  be  it  further 

Resolved,  That  all  approved  hospitals  in- 
cluding university  hospitals  be  required  to 
have  at  least  25  per  cent  of  foreign  graduates 
on  their  house  staff. 

Your  reference  committee  recommends  ap- 
proval of  resolution  63-30  as  amended  to  cover 
resolutions  63-1,  63-13,  63-15,  63-25,  and 
63-35. 

I might  mention  that  in  coming  to  this  con- 
clusion, your  reference  committee  felt  that  if  we 
simply  object  to  the  25  per  cent,  it  would  be  a 
passive  thing,  whereas  this  at  least  throws 
something  active  into  the  picture. 

I move  the  adoption  of  this  portion  of  the 
report. 

Dr.  Einhorn:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 

and  seconded.  Is  there  discussion? 

William  B.  Rawls,  M.D.,  New  York: 
Mr.  Speaker,  I would  like  to  discuss  it,  and  what 
I win  discuss  will  have  some  relationship  to 
the  next  so  it  will  cover  two  discussions  in  one 
because  they  are  interrelated. 

Some  members  of  the  House  probably  do  not 
know  that  I was  on  the  A.M.A.  Advisory  Com- 
mittee on  Internships  and  Hospital  Services 
last  year.  We  spent  I think  about  six  or  seven 
days  on  this.  At  that  time  I strenuously  ob- 
jected to  this  requirement  of  25  per  cent  of 
United  States  or  Canadian  graduates  or  a 
hospital  would  lose  its  accreditation.  In  the 
Advisory  Committee  I saw  I was  losing  the 
battle  to  prevent  this,  and  I did  write  and 
propose  at  that  time  the  following — and  I 
will  read  you  now  what  I wrote  at  the  time  the 
Advisory  Committee  met: 

That  the  undertaking  of  the  training  of 
foreign-born  interns  and  exchange  students  is  a 
responsibility  that  the  entire  medical  profession 
should  properly  share  in  and  is  one  that  we 
cannot  afford  to  shirk.  I therefore  suggest 
that  each  and  every  hospital  be  required  to 
accept  some  of  these  for  training  and  that 
they  not  only  be  required  to  accept  them  but 
the  hospitals’  acceptance  should  be  based  on 
the  number  of  interns  they  receive  in  pro- 
portion to  the  number  of  American  graduates. 
In  other  words,  with  2,000  foreign  born,  that 
is  about  the  number  that  comes  in  each  year, 
and  8,000  United  States  and  Canadian  grad- 
uates, it  would  be  on  the  basis  of  four  to  one; 


that  is,  for  every  four  American  graduates  they 
should  take  one  foreign  graduate,  and  these 
foreign-born  graduates  should  not  be  in  ad- 
dition to  their  normal  quota,  but  for  every 
foreign-born  graduate  they  accept,  they  release 
one  United  States  or  Canadian  graduate  for 
other  hospitals. 

This  did  not  go  through,  but  it  went  through 
to  the  extent  that  the  committee  submitted 
they  would  use  every  possible  moral  suasion 
to  get  all  the  other  hospitals  to  do  this.  I 
personally  know  that  three  different  hospitals 
who  would  not  accept  them  before  are  now 
accepting  foreign  graduates. 

I think  the  only  way  to  win  this,  as  your 
chairman  has  said,  is  some  positive  approach. 
I was  amazed  that  this  went  through  the  A.M.A. 
House  of  Delegates,  but  I think  I would  change 
your  third  “resolved”  because  I would  not  put 
a definite  percentage  basis.  I would  change 
that  to  read,  “That  all  approved  hospitals, 
including  university  hospitals,  assume  their 
moral  responsibility  and  accept  a proper  share 
of  foreign  graduates  based  on  the  ratio  of 
foreign  to  the  United  States  and  Canadian 
graduates.”  That  would  be  about  20  per  cent, 
without  putting  a special  percentage  on  it. 

It  was  the  medical  schools  and  university 
hospitals  who  proposed  this  exchange  program, 
and  I told  them  in  committee,  “You  are 
shirking  your  responsibility.  You  proposed 
this,  and  now  you  don’t  want  to  take  it.” 
Their  argument  is  this:  We  proposed  to  bring 
these  men  over  to  give  them  association  with 
American  graduates,  and  that  we  are  not  doing. 
My  answer  was,  why  don’t  you  take  them  and 
give  them  that  association? 

I think  that  if  we  take  a positive  stand,  we 
will  get  something  out  of  this  which  we  will 
not  get  if  we  lie  down  and  let  this  pass  by,  and 
I move  the  amendment  so  it  will  not  be  a 
definite  percentage  but  be  based  on  the  ratio 
as  this  varies  from  year  to  year.  I know  in 
Chicago  one  of  the  men  on  the  committee  said 
he  had  accepted  two  men  where  he  had  never 
taken  one  before,  and  I think  if  we  go  after 
this,  we  will  get  something  out  of  it. 

Arthur  J.  Bedell,  M.D.,  Past-President: 
I second  the  amendment. 

Vice-Speaker  Babbage:  It  has  been  moved 

and  seconded  that  the  third  “resolved”  be 
amended,  deleting  fundamentally  the  per- 
centage but  taking  it  on  a proportional  ratio 
of  the  number  of  the  foreign  graduates  that 
apply  for  training  in  our  schools.  Is  there  any 
discussion  on  the  amendment? 

Alfred  A.  Angrist,  M.D.,  Queens:  I wish 

to  second  and  endorse  the  amendment  and  to 
note  that  actually  even  though  moral  suasion 
has  been  used,  it  has  hardly  been  effective. 
I think  you  will  find  that  very  few  of  the  uni- 
versity hospitals,  as  such,  have  accepted  any 
foreign  graduates,  and  I think  you  must  face 
the  fact  that  your  postgraduate  program  of 
training  at  this  level  is  gravitating  to  the 
university  hospitals  and  those  in  immediate 
afliliation  with  them,  and  it  is  at  that  point 
that  you  have  to  strive  to  correct  this  abuse 
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which  was  initiated  by  the  universities  in  calling 
these  people  into  the  country  and  then  allowing 
for  the  others  to  carry  the  burden.  I think  it  is 
unfair,  and  this  is  a proper  method  of  cor- 
recting the  abuse. 

Vice-Speaker  Babbage:  Thank  you,  Dr. 

Angrist.  Dr.  McCarthy! 

Thomas  F.  McCarthy,  M.D.,  Bronx:  I 

defer  to  Dr.  Rawls. 

Dr.  Rawls:  Dr.  McCarthy’s  suggestion 

which  he  has  just  made  to  me  is  a good  one. 
To  what  I had  written  before  we  should  perhaps 
put  in  this  amendment  also:  that  the  acceptance 
of  these  foreign  graduates  not  be  in  addition  to 
their  normal  quota  but  that  for  each  foreign 
graduate  accepted  one  United  States  and/or 
Canadian  graduate  be  released.  I wish  to  add 
that. 

Samuel  Leo,  M.D.,  Bronze;  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 

and  seconded  that  the  amendment  to  the 
amendment  be  approved. 

Abraham  W.  Freireich,  M.D.,  Nassau: 
Is  it  in  order  to  amend  the  amendment  at  this 
time? 

Vice-Speaker  Babbage:  No. 

Dr.  Freireich:  Perhaps  the  author  will 

accept  it.  I wish  to  point  out  there  are  a large 
number  of  American-born  citizens  who  are 
foreign  graduates.  They  are  not  in  exactly 
the  same  category  because  they  do  not  have  the 
language  difficulties.  I think  we  should  dif- 
ferentiate between  foreign-born  foreign  grad- 
uates and  the  American-born  foreign  graduates, 
American  students  who  go  to  a European  or 
other  school  for  study. 

Vice-Speaker  Babbage:  Yours  is  a dis- 

cussion rather  than  an  amendment,  is  that 
right? 

Dr.  Freireich:  Yes. 

Guy  F.  Robbins,  M.D.,  New  York:  I would 

like  to  put  before  this  group  the  fact  that 
Memorial  Hospital  and  the  James  Ewing 
Hospital  which  are  affiliates  of  a university 
hospital  have  for  years  had  about  25  per  cent 
foreign-born  interns.  That  has  been  without 
any  moral  obligation  or  anything  else,  and  it 
works  very  well.  (Applause) 

Vice-Speaker  Babbage:  Thank  you. 

Is  there  any  other  discussion?  If  not,  we  will 
vote  on  the  amendment.  Those  in  favor  of 
approval  of  the  amendment  say  “aye”;  is 
there  any  disapproval?  Hearing  none,  the 
amendment  is  carried,  which  does  change  the 
third  “resolved”  and  which  amends  the  third 
“resolved.”  We  will  now  discuss  the  portion  of 
that  report  as  a whole.  Is  there  any  discussion 
on  this  whole  portion  of  the  report? 

Samuel  Z.  Freedman,  M.D.,  Assistant 
Treasurer:  The  resolution  as  a whole  and  not 

the  whole  report. 

Vice-Speaker  Babbage:  The  resolution  as 

a whole  as  amended.  Hearing  none,  I will  call 
for  the  motion  on  that  portion  of  the  report. 
Those  in  favor  will  say  “aye,”  disapproval 
“no.”  I hear  none,  and  it  is  carried  as  amended. 


Section  232  (see  90) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Medical  Care  Programs 
of  Labor  and  /or  Management  Groups 

Dr.  Alvich:  Resolution  63-5:  The  “re- 

solved” portion  of  this  resolution  reads  as 
follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  continue  to  work  with 
labor  and  other  groups  seeking  medical  care 
programs  and  to  offer  every  assistance  to 
these  groups  in  carrying  out  such  programs; 
and  be  it  further 

Resolved,  That  the  trustees  of  hospitals  be 
urged  to  consult  with  the  medical  staffs  of 
their  institutions  before  making  arrangements 
with  labor  or  management  groups  for  medical 
care  programs. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution,  and  I so  move. 

Dr.  Einhorn:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 

and  seconded  that  this  portion  of  the  report  be 
accepted.  Is  there  discussion? 

Thomas  M.  d’ Angelo,  M.D.,  Queens:  Mr. 
Speaker  and  members  of  the  House,  I think 
this  is  a very  good  resolution,  but  I wonder 
how  the  medical  groups  in  the  hospital  are  to 
formulate  programs?  Have  we  given  them  any 
rules  or  regulations  or  assistance  in  formulating 
these  programs?  In  other  words,  when  they  do 
formulate  such  a program,  will  they  do  so  within 
the  concepts  of  the  Medical  Society’s  programs 
and  ideas,  or  will  they  make  up  their  own? 
Will  it  be  one  where  the  hospital  collects  the 
money  and  pays  the  doctor  a salary,  or  will  the 
doctors  themselves  collect  this  money  and  do 
with  it  as  they  please  for  themselves?  These 
are  very  important  questions,  gentlemen,  and  in 
this  whole  field  of  hospital  labor  management, 
I think  we,  as  a Medical  Society,  should  lay 
down  some  rules  and  regulations  by  which  they 
can  be  governed. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried  . . . 


Section  233  (see  47,  54) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Contracts  Between  Labor 
Unions  and  Voluntary  Hospitals 

Dr.  Alvich:  Resolutions  63-10  and  63-17 

both  relate  to  contracts  between  labor  unions 
and  qoluntary  hospitals.  These  were  combined 
by  your  committee  and  presented  in  the  fol- 
lowing form: 

Whereas,  The  Union  Family  Medical 
Fund  of  the  hotel  industry  had  initiated  a 
program  to  provide  medical  care  in  the  home, 
office,  and  hospital  to  80,000  men,  women, 
and  children  through  centers  in  Manhattan, 
Bronx,  Brooklyn,  and  Queens  through  agree- 
ments with  hospitals  in  these  boroughs; 
and 
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Whereas,  These  agreements  provide  for 
joint  selection  of  a restricted  group  of  physi- 
cians by  the  union  and  hospital  and  for  the 
appointment  of  these  physicians  to  the 
hospitals’  staffs;  amd 

Whereas,  The  doctors  will  be  paid  by 
the  Fund  through  the  hospital  on  an  annual 
salary  basis;  and 

Whereas,  These  contracts  provide  for 
preferential  treatment  of  a hmited  segment  of 
the  community;  and 

Whereas,  The  institutions  involved  are 
supported  in  large  part  by  community  con- 
tributions amd  public  funds  in  order  that  the 
community  as  a whole  may  benefit;  now 
therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates  dis- 
approves this  aiforementioned  program  amd 
others  of  similar  nature  and  notifies  the 
members  of  the  Medical  Society  of  the  State 
of  New  York  of  this  action  and  urges  them 
not  to  participate  therein;  amd  be  it  further 

Resolved,  That  this  State  Society  stands 
ready  and  willing  at  all  times  to  discuss  with 
aiU  interested  parties,  hospital,  management, 
labor,  and  government,  any  plan  for  altering 
the  present  form  of  distribution  of  health 
services  in  our  community;  amd  be  it  further 

Resolved,  That  a copy  of  this  resolution 
be  introduced  by  the  delegates  from  the 
Medicail  Society  of  the  State  of  New  York 
in  the  House  of  Delegates  of  the  Americam 
Medical  Association  at  its  June,  1963,  meeting 
for  its  approval  amd  support. 

I move  adoption  of  this  aunended  resolu- 
tion. 

Dr.  Einhorn:  I second  it. 

Vice-Speaker  Babbage:  Is  there  any  dis- 

cussion? 

Dr.  Freedman:  Using  as  a precedent  the 

resolution  immediately  preceding,  which  was 
passed,  amd  which  provided  in  the  second 
“resolved”  that  the  trustees  of  hospitals  be 
urged  to  consult,  and  so  on,  with  the  staifFs 
of  their  institution,  I would  amend  the  second 
“resolved”  of  the  resolution  now  under  dis- 
cussion to  read: 

Resolved,  that  this  State  Society  and  the 
local  county  society  stand  ready  and  willing 
at  all  times  . . . 

amd  so  on.  In  other  words,  in  view  of  the  fact 
that  the  situation  can  be  locaJ  in  the  beginning 
amd  then  ultimately  come  up,  I would  like  to 
provide  for  the  opportunity  for  the  local  county 
societies  to  be  able  also  to  discuss  the  matter, 
not  leaving  it  just  up  to  the  State  Society. 
So  my  aimendment  reads  “and  the  local  county 
society.” 

Dr.  Alvich:  Don’t  you  think  where  you 

have  “stands  ready  and  witling  at  all  times  to 
discuss  with  all  interested  parties,”  that  the 
county  and  the  hospitad  would  be  interested 
paurties?  Does  that  not  cover  it? 

Dr.  Freedman:  If  you  wiU  pardon  me,  the 

party  of  the  first  part  is  the  State  Society  and 
the  party  of  the  second  part  would  be  amy  one 
of  the  others,  I want  to  add  to  the  paurty  of 


the  first  part  the  components,  and  those  are  the 
local  county  societies,  so  an  aunendment  should 
be  the  local  county  societies. 

Dr.  Bedell:  I second  the  amendment. 

Dr.  Alvich:  I accept  it. 

Vice-Speaker  Babbage:  Which  adds  in 

the  second  “resolved”  after  the  words  “State 
Society,”  “and  the  local  county  societies.” 

Assistant  Secretary  Wolff  : Mr.  Speaker, 

I am  in  sympathy  with  the  amendment,  but  I 
do  not  think  that  this  body  can  pledge  the 
county  society.  I think  we  should  separately 
recommend  to  the  county  societies  that  they  go 
into  negotiations.  Under  the  circumstances 
I do  not  think  it  proper  that  this  House  of 
Delegates  should  say  that  the  county  society 
stands  ready  to  do  anything. 

Dr.  Freedman:  I think  that  is  an  excellent 

suggestion,  and  therefore,  I would  add  an  extra 
“resolved”  taking  care  of  what  Dr.  Wolff  has 
suggested.  I think  it  is  very  realistic,  practical, 
and  parhamentary.  Therefore,  I would  hke 
to  withdraw  my  amendment  but  make  an  extra 
“resolved”  as  an  amendment  incorporating 
what  Dr.  Wolff  has  so  ably  stated. 

Vice-Speaker  Babbage:  Would  the  sec- 

onder of  the  amendment  withdraw  his  second? 

Dr.  Bedell:  It  has  been  withdrawn. 

Vice-Speaker  Babbage:  Now,  you  would 

like  to  introduce  another  “resolved,”  Dr. 
Freedman? 

Dr.  Freedman:  Yes. 

Vice-Speaker  Babbage:  Adding  to  this 

that  the  lotal  county  medical  society  be  urged 
to  cooperate? 

Dr.  Freedman:  Yes. 

George  J.  Lawrence,  Jr.,  M.D.,  Councillor: 
I would  like  to  make  a suggestion  if  I may. 
AH  we  have  to  do  here  to  obtain  this  objective 
is  to  add  after  the  words  “that  this  State 
Society  stands  ready,”  “and  recommends  that 
all  county  societies  stand  ready  and  willing,” 
etc.  I so  move  this  amendment. 

Dr.  Freedman:  I don’t  want  us  to  act  as 

lawyers,  and  get  involved  the  way  lawyers  do. 
I think  we  all  understand  what  is  hoped  to 
be  accomplished,  and  in  my  humble  opinion 
Dr.  Wolff’s  suggestion  is  a good  one.  I also 
think  a separate  “resolved”  in  which  the  State 
Society  recommends  to  the  local  county  socie- 
ties, and  so  on,  would  be  a little  clearer  and 
would  not  interfere  with  the  intention. 

Vice-Speaker  Babbage:  Do  you  want  to 

introduce  that  further  “resolved”  as  an  amend- 
ment? 

Dr.  Freedman:  Yes. 

Samuel  Wagreich,  M.D.,  Bronx:  I second 

it. 

Vice-Speaker  Babbage:  Is  there  any  dis- 

cussion of  this  amendment  adding  another 
“resolved”? 

Dr.  Bedell:  May  we  have  what  we  are 

voting  on  read  to  us? 

Dr.  Wagreich:  It  would  be  another  “re- 

solved”: 

Resolved,  that  the  State  Society  recommend 

that  the  county  societies  stand  ready  and 
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wiUing  at  all  times  to  discuss  with  all  in- 
terested parties  . . . 

Dr.  Alvich:  I will  accept  it. 

Dr.  Bedell:  As  long  as  the  reference  com- 

mittee accepts  it,  you  don’t  have  to  make  a 
separate  amendment  of  it. 

Vice-Speaker  Babbage:  It  has  been  of- 

fered in  the  form  of  an  amendment,  Dr.  Bedell, 
so  I think  perhaps  we  had  better  vote  on 
that. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Vice-Speaker  Babbage:  This  further  “re- 

solved” has  been  added.  Is  there  any  other 
discussion  at  this  time?  Hearing  none,  we  will 
now  vote  on  this  portion  of  the  report  as 
amended. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried  , . . 

Section  234  {see  56) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Objection  to  Rebating  of 
Physician's  Fee  to  Hospitals 

Dr.  Alvich:  Resolution  63-19:  Your  ref- 

erence committee  considered  this  resolution 
and  recommends  its  approval  in  this  revised 
form: 

Whereas,  Frank  and  open  coercion  of  the 
active  medical  staff  by  hospital  administra- 
tions for  the  purpose  of  exacting  legally  and 
ethically  earned  fees  has  become  a serious 
problem;  and 

Whereas,  Such  a practice,  however  dis- 
guised, is  immoral  and  unethical;  now  there- 
fore be  it  hereby 

Resolved,  That  the  Joint  Commission  on 
Accreditation  of  Hospitals  be  requested  to 
withhold  accreditation  from  any  hospital 
found  participating  in  this  practice;  and  be  it 
further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York 
be  instructed  to  take  any  and  all  suitable 
steps  for  the  introduction  of  this  or  a similar 
resolution  in  the  House  of  Delegates  of  the 
American  Medical  Association  at  its  June, 
1963,  meeting  for  its  approval  and  support. 

I move  adoption  of  this  resolution  as  amended. 
Dr.  Bedell:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 

and  seconded.  Is  there  discussion? 

Dr.  Rawls:  Mr.  Speaker,  I think  here  we 

are  dodging  our  responsibility  by  trying  to  put 
this  onto  the  Joint  Commission  on  Accredita- 
tion of  Hospitals.  I spoke  with  the  individual 
who  introduced  this  a moment  ago.  I would 
like  to  amend  it  this  way: 

Resolved,  that  any  physician  participating 
in  such  a program  be  declared  guilty  of  un- 
ethical practice,  and  his  county  or  state 
society  be  requested  to  take  appropriate 
action,  and  that  such  action  be  reported  to  the 


Joint  Commission  on  Accreditation  of  Hos- 
pitals. 

Dr.  Wagreich:  I second  it. 

Vice-Speaker  Babbage:  Would  anybody 

like  to  discuss  this  amendment? 

Dr.  Freedman:  I would  like  to  call  to  the 
attention  of  the  maker  of  this  amendment  that 
he  is  convicting  people  without  a hearing.  You 
cannot,  through  a resolution  passed  by  this 
House,  convict  people.  This  is  what  you  are 
doing  by  this  type  of  resolution.  If  the  maker 
of  the  resolution  would  say  that  it  be  encouraged 
that  they  be  brought  up  on  charges  or  something 
else,  that  is  something  else,  but  he  is  convicting 
them  without  a hearing. 

Dr.  Rawls:  I would  like  to  call  Dr.  Freed- 
man’s attention  to  the  fact  that  the  “whereas” 
above  states,  “Such  a practice,  however  dis- 
guised, is  immoral  and  unethical,”  and  it  is  in 
our  Constitution  and  Bylaws,  I believe,  that  it 
is  unethical.  This  is  just  emphasizing  the  fact 
of  the  amendment  that  it  is  unethical.  If, 
according  to  Dr.  Freedman,  we  would  have  to  do 
that,  then  the  “whereas”  above  that  should  also 
be  eliminated. 

Dr.  Freedman:  A “whereas”  is  an  expression 
of  opinion;  a “resolved,”  however,  calls  for 
action.  There  is  quite  a difference.  You  can 
speak  of  a certain  thing  being  immoral,  but  you 
are  not  specifying  any  individual  who  is  im- 
moral; however,  if  you  pass  that  “resolved,” 
you  are  convicting  the  individual  of  something 
about  which  he  has  not  yet  had  a hearing. 

Vice-Speaker  Babbage:  We  are  now  dis- 
cussing the  amendment  as  introduced  by  Dr. 
Rawls.  Is  there  any  discussion  on  this  amend- 
ment? 

Earl  W.  Douglas,  M.D.,  Suffolk:  Within 
the  structure  of  our  State  Society  Constitution 
and  each  county  society’s  constitution,  as 
specified  through  the  State  Society,  we  have  our 
censors.  We  do  not  need  this  sort  of  thing. 
I speak  against  the  amendment. 

Dr.  Angrist:  Mr.  Speaker,  I hope  you  realize 
that  as  the  resolution  stands  now,  I think  it  is 
quite  appropriate  because  we  are  in  essence 
condemning,  above  all,  the  coercive  element  in 
this  business  as  well  as  any  other  action.  How- 
ever, if  you  are  going  to  accept  the  amendment, 
you  are  introducing  another  factor.  You  are 
condemning  practically  every  full-time  employe 
in  every  university  hospital.  Now,  you  might 
feel  that  way  and  have  strong  viewpoints  about 
it,  but  the  facts  of  fife,  gentlemen,  are  that  20 
per  cent  of  the  physicians  are  now  in  these  types 
of  relationship,  and  the  number  is  increasing. 
You  just  cannot  by  fiat  say  those  men  are  going 
to  be  thrown  out  of  the  county  society  because 
if  you  do  so,  you  will  weaken  your  structure. 

Dr.  Delaney:  Mr.  Chairman,  as  a member 
of  this  reference  committee,  I would  like  to  call 
your  attention  to  the  fact  that  this  resolution 
is  directed  against  hospital  administrations,  not 
physicians,  and  the  element  in  here  is  frank  and 
open  coercion  by  the  hospital  administration  of 
physicians  who  are  the  affected  parties.  They 
are  not  the  guilty  parties;  they  are  the  people 
who  are  affected  by  this  practice.  That  is  the 
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only  reason  for  this  amendment  to  prevent  frank 
and  open  coercion  of  the  physician.  The  reason 
we  decided  to  make  this  a broad  statement  was 
to  bring  it  to  the  attention  of  the  A.M.A.  that  in 
the  bylaws  they  state  one  of  the  reasons  for 
accrediting  the  hospital  is  the  hospital  is  not 
guilty  of  violating  ethical  and  moral  factors. 

Dr.  McCarthy;  This  resolution  was  intro- 
duced by  me  in  Bronx  County.  Any  of  you  who 
read  the  October  27  issue  of  the  J. A.M.A. 
thoroughly  would  realize  there  was  a report 
there  from,  I believe,  the  Council  on  Medical 
Education  and  Hospiteds,  and  it  was  a joint 
report  with  the  other  council,  I have  forgotten 
the  name,  to  the  House  of  Delegates  of  the 
A.M.A.  in  which  they  went  along — I think  it 
ran  for  about  five,  or  six,  or  seven  pages— and 
reconunended  methods  by  which  private  physi- 
cians might  be  compelled  to  support  resident 
and  intern  training  programs  by  assessing  a 
certain  percentage  of  their  fees  on  private  pa- 
tients. 

This  is  to  come  before  the  A.M.A.  House  of 
Delegates,  I understand  at  the  meeting  next 
month,  as  to  whether  or  not  such  a practice 
should  be  approved  by  the  A.M.A. 

This  question,  as  Dr.  Angrist  raises  it,  of  a 
man  who  has  accepted  a fuU-time  position^ — and 
this  is  not  derogatory  at  all — but  there  must  be 
a different  relationship  between  a man  who 
accepts  a salary  from  an  employer  and  a physi- 
cian who  is  in  the  private  practice  of  medicine. 
In  other  words,  that  man  accepts  the  responsi- 
bility to  the  organization,  or  the  hospital,  or  if 
you  want  to  the  medical  school,  I don’t  care  who 
it  is  who  employs  him.  In  other  words,  there 
is  a question  whether  he  is  a free  agent  any  more, 
as  regards  our  code  of  professional  conduct. 

As  regards  the  resolution,  I would  prefer  to 
leave  this  resolution  as  the  committee  presented 
it  because  the  real  purpose  of  it  is  to  bring  it  to 
the  A.M.A.  through  the  Joint  Commission  on 
Accreditation  of  Hospitals.  We  would  let  them 
know  that  we  oppose  this  practice,  and  definitely 
so.  Thank  you. 

Vice-Speaker  Babbage:  Is  there  any  other 
discussion? 

Assistant  Secretary  Wolff;  Mr.  Speaker, 
if,  as  Dr.  McCarthy  states,  the  purpose  of  this 
resolution  is  to  oppose  the  proposition  which  will 
come  before  the  A.M.A.  House  concerning  the 
indemnification  of  residents  and  interns,  it  seems 
to  me  it  would  be  much  simpler  to  say  what  we 
mean.  Let  us  simply  instruct  our  delegates  to 
the  A.M.A.  to  oppose  the  report  of  the  Council 
on  Medical  Education  and  Hospitals  with  regard 
to  the  compensation  of  residents  and  interns. 
I think  that  would  be  much  more  direct  and 
would  solve  our  problem. 

Dr.  Alvich:  As  chairman  of  this  reference 
committee,  I think  we  are  all  going  off  on 
tangents.  The  purpose  of  this  was  to  protect  a 
doctor  from  being  exploited  by  a hospital  by 
whatever  means.  That  was  the  real  purpose  of 
it,  where  your  appointment  is  contingent  on, 
and  so  on  emd  so  forth.  I personally  feel  the 
committee  went  over  these  facets,  and  the  way 
it  stands  brings  out  the  fact  that  we  are  not 


exposing  any  doctor  primarily.  We  are  against 
a hospital  that  will  try  to  exploit  one  of  the 
attending  physicians — exploiting  him  to  have 
his  position  secure  by  whatever  means  it  is.  Is 
that  right? 

Dr.  McCarthy:  Yes. 

Vice-Speaker  Babbage:  We  are  still  dis- 
cussing the  amendment  of  Dr.  Rawls.  Do  I 
hear  any  other  discussion? 

Dr.  Rawls:  I am  not  particularly  trying  to 
put  over  any  amendment.  My  only  thought 
was  that  this  would  not  accomplish  what  most 
of  the  men  seem  to  think  it  wfil  accomplish,  the 
aims  of  what  it  was  intended  for. 

There  is  in  the  Principles  of  Professional 
Conduct,  which  I have  in  my  hand,  a reference 
to  purveyEd  of  medical  service,  which  on  page  19 
is  declared  unethical.  I am  willing  to  withdraw 
the  amendment — all  I am  after  is  that  we  get 
some  action.  I was  afraid  there  were  not 
enough  teeth  in  this  particular  thing,  that  is  all. 
Do  you  withdraw  your  second? 

Dr.  Wagreich:  Yes. 

Vice-Speaker  Babbage:  You  withdraw  your 
amendment? 

Dr.  Rawls:  Yes. 

Vice-Speaker  Babbage:  Is  there  any  discus- 
sion on  the  original  portion  of  this  report? 

Dr.  D’Angelo:  In  the  second  “whereas,” 

“Such  a practice,  however  disguised,  is  immoral 
and  unethical,”  gentlemen,  we  make  such  a 
broad  statement.  We  are  talking  about  im- 
morality and  being  unethical  in  a broad  way. 
I think  that  is  too  broad.  It  may  be  unethical 
for  us,  but  for  some  other  group  it  may  not  be 
unethical  at  all.  I would  change  that  to  be  a 
little  more  specific  for  our  own  purposes: 

Whereas,  such  a practice,  however  dis- 
guised, is  contrary  to  our  code  of  ethics  . . . 

I so  move. 

Dr.  Alvich:  I will  accept  it. 

Vice-Speaker  Babbage:  It  has  been  ac- 

cepted. Is  there  any  other  discussion  on  the 
original  resolution? 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried  . . . 


Section  235  {see  94) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Third  Party  Actions  in 
Workmen’s  Compensation 

Dr.  Alvich:  Resolution  63-56:  The  “re- 

solved” portion  of  this  resolution  reads  as 
follows: 

Resolved,  That  in  the  treatment  of  Work- 
men’s Compensation  claimants  where  third 
party  actions  are  pending,  the  treating  physi- 
cian should  be  permitted  to  charge  “usual” 
rather  than  the  “minimum”  fees;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  institute  legislation  to 
clarify  and  amend  the  Workmen’s  Compensa- 
tion Law  in  order  to  effectuate  this  change. 
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This  resolution  was  approved  by  your  refer- 
ence committee. 

I move  adoption  of  this  portion  of  the  report. 
Dr.  Leo:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  236  {see  48) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Creation  of  Commission 
to  Study  Problems  of  Patient  Care,  Medical  Prac- 
tice, Hospital  Service,  and  Medical  Education 

Dr.  Alvich:  Resolution  63-11:  The  “re- 

solved” portion  of  this  resolution  reads  as 
follows: 

Resolved,  That  delegates  of  the  Medical 
Society  of  the  State  of  New  York  introduce 
at  the  next  meeting  of  the  House  of  Delegates 
of  the  American  Medical  Association  a resolu- 
tion calling  for  the  creation  of  a commission 
with  representation  from  all  groups  involved 
to  study  the  many  problems  noted  above  from 
the  over-all  viewpoint,  to  set  forth  funda- 
mental goals  and  objectives,  and  to  recom- 
mend priorities  and  a program  of  action;  and 
be  it  further 

Resolved,  That  such  a commission,  after 
deliberation  and  study,  suggest  specific  im- 
mediate steps  and  formulate  an  ultimate 
program  for  the  betterment  of  patient  care, 
medical  practice,  hospital  service,  and  medical 
education. 

This  resolution  was  approved  by  your  refer- 
ence committee. 

I move  adoption  of  this  portion  of  the  report. 
Dr.  Einhorn:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted.  Is  there  discussion? 

Gerald  D.  Dorman,  M.D.,  Councillor:  When 
your  group  at  the  A.M.A.,  your  delegates,  come 
before  the  House  and  present  this,  they  are  going 
to  be  asked  to  give  an  estimate  of  the  cost  of  this 
commission.  There  has  been  a study  of  the 
costs  of  medical  care  by  the  A.M.A.  for  the  last 
three  years,  which  has  cost  some  $250,000.  I 
don’t  know  just  how  much  you  wish  to  direct 
your  delegation  to  involve  in  committing  them 
to  cover  this  area  which  covers  a good  deal  more 
than  the  costs  of  medical  care.  You  are  also 
throwing  in  education. 

There  is  at  present  a study  on  continuing 
education,  which  will  give  a progress  report  at 
the  next  meeting  of  the  A.M.A.,  but  if  you 
throw  this  all  in,  you  had  better  give  them  some 
sort  of  an  estimate,  and  I would  suggest  you 
put  it  in  well  into  six  figures. 

Dr.  Alvich:  I think  the  Medical  Society  of 
the  State  of  New  York  should  consider  that 
before  this  is  presented,  and  they  can  come  up 
with  some  figures. 

Dr.  Dorman:  As  a substitute,  I would  move 
that  this  be  referred  to  Council  for  careful 
consideration. 

Dr.  Bedell:  I second  it. 

Dr.  D’Angelo:  In  referring  it  to  the  Council, 


it  may  be  possible  for  one  of  the  large  founda- 
tions to  assist  in  supporting  this  program. 

Dr.  Angrist:  Mr.  Speaker,  in  the  “where- 
ases” of  this  resolution,  those  very  facts  were 
noted.  Recommendation  number  one  of  the 
“whereases”  notes  that  there  is  every  reason  to 
believe  that  foundations  will  support  such  a 
study.  There  may  be  other  sources  of  support 
too.  The  other  “whereas”  notes  that  actually 
various  recommendations  and  studies  by  the 
individual  councils  of  the  American  Medical 
Association  working  in  isolation  is  one  of  the 
causes  of  our  present  difficulty. 

I don’t  want  to  belabor  you  with  an  analysis 
of  why  that  is  so,  but  let  me  just  cite  one  in- 
stance if  you  will.  The  present  situation  that 
confronts  you  today  with  your  intern  shortage  is 
really  an  outcome  of  specific  recommendations 
for  correction  of  difficulties  in  a specific  area  by 
one  council.  In  each  instance  the  recommenda- 
tions create  other  problems  because  they  are 
given  in  isolation  without  the  viewpoint  of  the 
over-all  picture  of  how  it  is  going  to  alfect  all 
of  these  factors  as  they  were  listed. 

I think  everyone  will  agree  with  me  today  that 
in  many  hospitals,  many  educational  institu- 
tions, the  focal  point  is  no  longer  the  care  of  the 
patient  but  the  research  work.  That  is  an  im- 
balance which  is  due,  strangely  enough,  to  the 
adherence  to  recommendations  of  specific  coun- 
cil procedure.  I think,  therefore,  it  is  important 
to  get  such  a commission  established  to  view 
the  thing  from  the  over-all  standpoint  and 
establish  return  of  balance  to  these  four  areas 
of  our  effort  and  concern.  Therefore,  I have 
no  objection  to  referring  this  to  the  Council,  but 
I do  think  that  these  factors  have  been  presented 
to  the  A.M.A.  before.  I was  before  the  refer- 
ence committee,  and  these  were  the  discussions, 
and  these  were  the  two  factors  that  were  noted 
in  objection.  I think  they  can  be  overcome,  and 
if  they  can  be  overcome,  I think  we  should  grab 
the  ball  before  some  government  agency  does 
because  there  is  a situation  here  which  demands 
action. 

Vice-Speaker  Babbage:  Thank  you.  Dr. 

Angrist.  (Applause) 

Is  there  any  other  discussion?  There  has  been 
a motion  to  refer  it  to  the  Council. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  carried  . . . 

Vice-Speaker  Babbage:  It  has  been  re- 

ferred. Thank  you. 

Section  237  (see  45) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Discriminatory  Hospital 
Regulations 

Dr.  Alvich:  Resolution  63^:  The  refer- 

ence committee  considered  this  resolution  and 
amended  it  to  read  as  follows: 

Whereas,  A hospital  staff  appointment  is 
extremely  important  to  a doctor  of  medicine 
because  it  is:  (1)  the  way  to  provide  the  best 
possible  medical  care,  (2)  a method  of  keeping 
abreast  with  the  latest  medical  advances,  and 
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(3)  a significant  portion  of  the  economic 
security  for  the  physician;  and 

Whereas,  Certain  hospitals  are  curtailing 
the  privileges  of  many  completely  well- 
trained  doctors  solely  on  the  basis  of  lack  of 
board  or  college  certification;  and 

Whereas,  This  concept  is  not  in  harmony 
with  the  principles  of  the  Joint  Commission 
on  Accreditation;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recognize  that  the  above- 
mentioned  actions  are  discriminatory  and  are 
hereby  condemned. 

I move  adoption  of  this  resolution  as  amended. 
Dr.  Leo:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted. 

Dr.  Freedman:  Might  I ask  of  the  chairman 
of  the  reference  committee  if  he  will  take  out  the 
word  “discriminatory,”  which  has  such  a ter- 
rible meaning  and  could  be  misunderstood,  and 
substitute  the  word  “inequitable,”  or  “un- 
scrupulous,” or  something  like  that.  I don’t 
like  the  word  “discriminatory.” 

Vice-Speaker  Babbage:  Do  you  accept 

that? 

Dr.  Alvich:  Do  you  mean  in  the  resolution 
which  is  titled  “Discriminatory  Hospital  Regu- 
lations,” you  don’t  want  that  word  used  there 
either,  because  if  you  are  going  to  take  it  out 
of  one  place,  you  have  to  take  it  out  of  the  other? 
Dr.  Freedman:  Yes. 

\ ice-Speaker  Babbage:  This  was  intro- 

duced under  that  heading  “discriminatory.” 
How  would  you  head  it  then? 

Dr.  Freedman:  If  the  House  agrees  with  my 
recommendation,  of  necessity  the  title  of  it 
would  also  have  to  remove  that  word  “discrim- 
inatory.” 

Dr.  Alvich:  All  right. 

Vice-Speaker  Babbage:  Would  the  refer- 
ence committee  accept  this  change? 

Dr.  Alvich:  Yes. 

Charles  C.  Mangi,  M.D.,  Queens:  For  the 
record.  Queens  County  Medical  Society  intro- 
duced the  resolution.  We  object  to  the  deletion 
of  the  word  “discriminatory.” 

Vice-Speaker  Babbage:  Then  I am  afraid, 
Mr.  Chairman,  you  have  to  leave  it  in. 

Dr.  Mangi:  We  introduced  this  resolution, 
and  we  note  that  it  has  been  amended,  and 
deleted,  and  shortened,  and  sweetened,  and 
made  completely  ineffective.  I would  like  to 
point  out  that  all  hospital  regulations  are  made 
by  the  doctors  on  the  staff  of  that  hospital. 
The  hospitals  are  not  members  of  our  county 
societies  of  the  State  Medical  Society.  There- 
fore, Mr.  Speaker,  I would  move  that,  as  a 
substitute  motion,  “whereases”  3 and  4 of  the 
original  resolution  be  reintroduced,  in  any  order 
you  wish,  to  follow  the  “whereases”  in  the 
reference  committee’s  report,  and  also  that  we 
add  the  original  “resolved”  from  the  original 
resolution.  In  addition  to  what  we  have  now, 
therefore,  we  add  the  original  number  3 and  4 
“whereases”  and  also  add  the  original  “resolved” 
from  the  origineJ  resolution. 


Dr.  Alvich:  Would  you  ask  him  to  read 
what  he  wants  reinserted? 

Vice-Speaker  Babbage:  Would  you  please 
read  that.  Dr.  Mangi? 

Dr.  Mangi:  The  original  “whereas”  3 states: 

Whereas,  Such  hospital  regulations  are 
instituted  or  maintained  by  doctors  of  medi- 
cine who  are  the  heads  of  department  or  chiefs 
of  staffs  of  these  hospitals  . . . 

The  original  “whereas”  4 states; 

Whereas,  The  withholding  or  curtailing 
of  such  privileges  to  any  doctors  who  may  not 
have  board  or  college  certification  but  who 
have  had  sufficient  training  and  experience 
is  discriminatory,  is  unfair  to  patients  in  not 
allowing  their  regular  doctors  to  continue  with 
their  medical  care,  and  is  actually  in  restraint 
of  the  economic  aspect  of  the  practice  of  these 
doctors . . . 

and  the  original  “resolved”  that  I ask  again  to 
be  added  to  what  you  have  now  states: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recognize  that  the  above- 
mentioned  discriminatory  actions  are  un- 
ethical according  to  the  Principles  of  Profes- 
sional Conduct,  Chapter  III,  Article  VI,  Sec- 
tion 4,  which  reads  as  follows:  “Free  Choice 
of  Doctor  of  Medicine,  Section  4.  The  right 
of  the  patient  freely  to  choose  his  doctor  of 
medicine  must  be  preserved  and  maintained. 
Nothing  in  any  individual  or  group  method 
of  practice  must  be  permitted  to  interfere  with 
this  right. 

“Free  choice  of  doctor  of  medicine  is  defined 
as  the  unrestricted  freedom  of  a patient  to 
choose  his  own  doctor  of  medicine.” 

For  the  record  for  this  House  of  Delegates,  I 
would  like  to  call  your  attention  to  the  Presi- 
dent’s Page  of  the  April  15  issue  of  the  New 
York  State  Journal  of  Medicine.  Our 
president,  Joseph  A.  Lane,  M.D.,  talked  about 
the  free  choice  of  doctor  of  medicine  by  the 
patient  and  quoted  exactly  this  particular  sec- 
tion of  our  Principles  of  Professional  Conduct. 

Vice-Speaker  Babbage:  You  offer  that  as  a 
substitute  motion? 

Dr.  Mangi:  Right. 

Vice-Speaker  Babbage:  Is  there  any  discus- 
sion on  the  substitute  motion? 

Dr.  Dorman:  Mr.  Speaker,  we  have  here  a 
recommendation  by  a committee  who  I assume 
has  heard  this  discussion  in  their  reference 
committee  meetings,  who  after  going  over  not 
only  this  but  other  testimony  brought  in  this 
amended  resolution.  I am  speaking  against  the 
substitute  motion  and  in  favor  of  supporting  our 
committee,  which  has  heard  this  thing,  gone 
into  it,  and  heard  other  comments  by  other 
testimony  in  front  of  them.  I feel  that  if  at  this 
point  we  have  to  throw  aside  aU  of  what  our 
committees  have  done,  and  then  go  into  a 
committee  of  the  whole,  as  it  were,  with  this,  we 
don’t  really  need  our  reference  committees. 
I move  for  support  of  the  original  committee’s 
recommendation. 

Vice-Speaker  Babbage:  Is  there  any  further 
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discussion  on  the  substitute  motion  of  Dr. 
Mangi? 

Dr.  Alvich:  As  chairman  of  this  reference 
committee,  I wish  to  inform  the  delegates  that 
this  discussion  came  up  in  all  facets,  and  we  felt 
we  did  not  want  this  resolution  to  be  too  cumber- 
some to  bring  in  all  sections  so  and  so,  and  that 
the  sum  emd  substance  is  incorporated  in  these 
“whereases”  and  the  “resolved.”  The  com- 
mittee felt  that  this  would  be  the  best  way  to 
convey  that  thought. 

Vice-Speaker  Babbage:  Is  there  any  further 
discussion  on  this  substitute  motion? 

Dr.  Mangi:  I respect  fuUy  the  remarks  by 
Dr.  Dorman,  but  I would  like  to  point  out  that 
the  very  purpose  of  this  House  of  Delegates  is 
to  accept  the  reports  of  the  reference  com- 
mittees, and  with  all  due  consideration  for  the 
work  that  is  done  by  reference  committees,  it  is 
our  prerogative  here  on  the  floor  of  this  House  of 
Delegates  to  make  substitute  motions  as  we  see 
fit.  I feel  that  the  original  resolution  had  some 
teeth  in  it,  and  I feel  that  the  resolution  as 
presented  as  of  right  now  has  nothing  but  gums. 

. . . There  being  no  further  discussion,  the 
substitute  motion  was  put  to  a vote  and  was 
declared  lost . . . 

Vice-Speaker  Babbage:  The  substitute 

motion  is  lost.  Therefore,  we  are  now  discussing 
the  original  report  which  has  to  do  with  63-8. 
Is  there  any  further  discussion  on  this? 

Dr.  Freedman:  How  about  taking  out  the 
word  “discriminatory”? 

Vice-Speaker  Babbage:  That  is  lost.  Those 
in  favor  of  accepting  this  portion— 

Dr.  McCarthy:  Would  it  read  with  the 

“discriminatory”  in  or  out? 

Vice-Speaker  Babbage:  The  original  county 
society  that  introduced  this  resolution  did  not 
want  that  word  removed.  I think  we  have  to 
respect  their  wishes.  Therefore,  we  are  now 
voting  on  the  approval  of  it  as  originally  sug- 
gested by  the  chairman  of  the  reference  com- 
mittee, on  the  resolution  as  amended  by  the 
reference  committee. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried  . . . 

Vice-Speaker  Babbage:  It  is  unanimous. 
Section  238  {see  57) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Physician  Representation 
on  Hospital  Planning  Review  Council 

Dr.  Alvich:  Resolution  63-20:  Your  refer- 
ence committee  considered  this  resolution  and 
has  changed  the  “resolved”  portion  to  read  as 
foUows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  of  the  State 
Hospital  Review  and  Planning  Council  and 
the  Regional  Hospital  Planning  Councils 
representation  on  these  councils  and  their 
subcommittees  of  physicians  who  are  actively 
engaged  in  the  private  practice  of  medicine, 
with  representation  equal  to  the  representa- 
tion of  any  other  group;  and  be  it  further 


Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  instruct  the  delegates  of 
the  Medical  Society  of  the  State  of  New  York 
to  the  House  of  Delegates  of  the  American 
Medical  Association  to  seek  similar  represen- 
tation on  the  councils  throughout  the  country. 

I move  the  adoption  of  this  resolution  as 
amended. 

Dr.  Delaney:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted.  Is  there  any  discussion? 

Ralph  S.  Emerson,  M.D.,  Nassau:  I would 
like  to  support  strongly  this  resolution  as 
presented.  I would  also  like  to  call  to  the 
attention  of  this  House  the  serious  import  of  this 
movement  throughout  the  country  of  the  State 
Hospital  Review  and  Planning  Council  and 
their  Regional  Hospital  Planning  Coimcils. 
This  is  going  to  have  a tremendous  effect  on  the 
practice  of  medicine  in  the  next  decade.  Many 
of  their  guides,  and  their  purposes,  and  their 
principles  are  excellent,  but  believe  me  they  need 
medical  guidance.  They  are  concerned  not 
only  with  the  construction  of  hospitals  in  terms 
of  bricks,  mortar,  facUities,  services,  but  total 
hospital  and  total  community  care.  Unless  we 
have  representation  on  these  councils,  state  and 
regional  area  coimcils  as  recommended  by  this 
resolution,  gentlemen,  you  will  find  that  the 
control  of  the  practice  of  medicine  in  the  hos- 
pitals and  in  the  community  will  pass  out  of  the 
hands  of  organized  medicine  and  into  lay  groups. 
Thank  you!  {Applause) 

Vice-Speaker  Babbage:  Is  there  any  other 
discussion? 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried  . . . 


Section  239  {see  58) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Two-Year  Internships  for 
American  Medical  Students 

Dr.  Alvich:  Resolution  63-21:  Your  refer- 
ence committee  recommends  a substitute  resolu- 
tion as  follows: 

Whereas,  The  two-year  mixed  internship 
is  a desirable  basic  training  period  for  gradu- 
ates of  medicine  entering  on  general  practice 
or  a specialty;  and 

Whereas,  Such  a basic  mixed  intern 
service  promises  better  all-round  care  of  pa- 
tients in  the  community;  and 

Whereas,  This  will  help  improve  medical 
service  in  the  community  hospitals;  and 
Whereas,  The  speciity  boards  can  prop- 
erly grant  credit  for  a portion  of  the  second 
year  of  such  a mixed  internship;  and 

Whereas,  This  would  encourage  recent 
graduates  in  medicine  to  select  a two-year 
mixed  service;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  Americem 
Medical  Association  to  use  its  influence  in 
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establishing  a two-year  mixed  service  intern- 
ship; and  be  it  further 

Resolved,  That  the  specialty  boards  grant 
proper  credit  towards  specialty  training  for 
an  appropriate  period  of  the  second  year  of 
* internship  of  the  two-year  mixed  service;  and 
be  it  further 

Resolved,  That  the  American  Medical 
Association  be  requested  to  arrange  for  a joint 
conference  with  the  Association  of  American 
Medical  Colleges  to  promote  the  selection  of 
such  two-year  mixed  internships  by  recent 
graduates. 

Your  reference  committee  felt  that  inasmuch 
as  this  two-year  internship  was  introduced  on 
previous  occasions  without  any  action,  it  would 
recommend  a substitute  resolution. 

I move  adoption  of  this  substitute  resolution. 
Dr.  Wagreich:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Section  240  (see  61) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Liberalization  of 
Proprietary  Hospital  Code 

Dr.  Alvich:  Resolution  63-24  was  intro- 

duced by  Bronx  County,  and  they  have  re- 
quested that  it  be  withdrawn  and,  therefore,  no 
action  was  taken  on  this  resolution. 

Section  241  (see  44) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Abolition  of  Workmen’s 
Compensation  Fees  Based  on  Osteopathic 
Manipulation 

Dr.  Alvich:  Resolution  63-7:  Because  this 
matter  is  being  discussed  by  the  Ad  Hoc  Com- 
mittee, it  was  felt  by  your  reference  committee 
that  any  direct  action  would  be  premature. 
Consequently  it  was  advised  that  no  action  be 
taken  at  this  time. 

I move  adoption  of  this  portion  of  the  report. 
Dr.  Bedell:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted.  Is  there  any  discussion? 

Dr.  Mangi:  Mr.  Speaker,  I move  that  action 
be  definitely  taken  and  that  we  pass  the  original 
resolution. 

Vice-Speaker  Babbage:  You  offer  that  as 
a substitute  motion? 

Dr.  Mangi:  Yes. 

Vice-Speaker  Babbage:  Do  I hear  a second 
that  the  original  resolution  be  accepted? 

Frank  W.  Farrell,  M.D.,  Queens:  I second 
it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  the  original  resolution  be 
accepted.  It  is  now  open  for  discussion. 

Dr.  Dorman:  I have  been  on  the  Workmen’s 
Compensation  Committee  since  1954  one  way 
and  another,  and  finally  I got  a new  fee  schedule 
in  as  chairman  of  the  Commission  on  Medical 
Services.  I have  been  down  at  the  headquarters 
with  Sol  Senior  and  the  other  heads  of  Work- 


men’s Compensation.  This  is  a matter  that  we 
have  taken  up  frequently. 

There  was  no  complaint  from  our  membership 
in  the  old  days  when  the  osteopaths  had  a 
separate  fee  schedule  because  we  never  saw  it. 
We  had  nothing  to  do  with  it.  In  the  last  four 
years  the  Chairman  of  the  Workmen’s  Compen- 
sation Board  put  the  osteopathic  fee  schedule  in 
with  the  doctors’  fee  schedule.  The  osteopath 
gets  $1.00  for  manipulation  on  top  of  the  regular 
oflice  visit,  just  as  many  of  you  get  $1.00  for  an 
injection  on  top  of  your  basic  fee.  They  feel 
that  this  is  not  our  business  as  to  what  they  get 
for  that  particular  treatment  that  they  give. 
They  are  very  strongly  opposed  to  having  it 
interfered  with.  We  have  continued  the  recom- 
mendations of  the  House  and  worked  against  it. 

I don’t  think  that  following  the  substitute 
recommendation  will  be  of  any  avail  except  to 
cause  a little  more  stubbornness  and  irritation 
which  your  compensation  people  are  going  to  be 
up  against. 

As  for  me,  personally,  I am  no  longer  a 
councillor  as  of  this  morning,  so  I will  not  be 
down  on  those  compensation  battles,  so  that  this 
is  what  you  are  leaving  to  the  people  who  are 
carrying  on.  It  does  not  make  too  much  differ- 
ence to  me  personally,  but  I would  speak  in  favor 
of  defeat  of  this  substitute  motion,  and  I would 
support  the  reference  committee  on  their  recom- 
mendation. 

Vice-Speaker  Babbage:  You  are  speaking 
on  the  substitute  motion? 

Dr.  D’Angelo:  Yes.  Actually  I would  be  in 
favor  of  the  substitute  motion;  if  there  were  no 
other  motions  that  had  been  passed  by  this 
House  in  previous  years,  I would  vote  for  it. 
However,  since  we  are  already  on  record  with 
resolution  62-5  last  year  asking  us  to  do  this, 
I will  go  along  with  no  action  at  this  time  on  this 
particular  resolution  because  it  is  not  necessary. 
That  is  our  pohcy. 

Vice-Speaker  Babbage:  Is  there  any  other 
discussion  on  the  substitute  motion? 

Dr.  Mangi:  I have  discussed  the  substitute 
motion.  I feel  I have  the  privilege  of  doing  so. 
The  substitute  motion  states  that  we  again 
immediately  petition  the  Chairman  of  the 
Workmen’s  Compensation  Board.  I apologize 
for  the  adverb  “immediately.”  I did  that  last 
year,  and  nothing  has  happened.  What  we  are 
doing  here  is  condoning  osteopathic  manipula- 
tion. Osteopathic  manipulation  is  the  trade- 
mark, the  brand,  of  osteopathy.  Osteopathy  is 
a cult.  The  American  Medical  Association  said 
so  in  June,  1961.  Therefore,  anyone  who 
accepts  osteopathic  manipulation  is  practicing 
cultism,  and  there  is  absolutely  no  question 
about  that. 

To  me,  to  have  a workmen’s  compensation  fee 
schedule  accepting  a fee  for  osteopathic  manip- 
ulation, which  is  a cult  treatment,  is  completely 
wrong,  and  I still  respectfully  request  that  we 
again  petition  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  take  away  the  fee  for 
work  for  osteopathic  manipulation. 

Vice-Speaker  Babbage:  Is  there  any  other 
discussion? 
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William  E.  Pelow,  M.D.,  Onondaga:  I was 
not  going  to  get  up  on  the  floor.  I thought  I 
would  shorten  this  procedure  by  not.  But  there 
is  another  angle  to  this  thing  of  trying  to  get  this 
extra  dollar  for  osteopathic  'manipulation  out  of 
the  osteopaths’  fee  schedule.  I served  for  two 
years  on  this  Council  committee  and  attended 
all  the  meetings  at  50  Park  Place.  They  wanted 
us  to  help  them  set  the  fees  in  podiatry,  which  we 
refused  to  do.  If  we  refused  to  help  the  men 
down  there  to  set  the  fees  in  podiatry,  then  we 
are  inconsistent  in  trying  to  set  this  fee  in  oste- 
opathy. We  did  teU  them  what  we  thought  the 
limits  should  be,  and  how  far  podiatry  should 
extend,  but  we  refused  to  have  anything  to  do 
with  setting  a fee  schedule,  so  if  we  do  that  in 
one  area,  we  are  inconsistent  in  trying  to  do  it  in 
another. 

. . . There  being  no  further  discussion,  the 
substitute  motion  was  put  to  a viva  voce  vote, 
and  since  there  was  doubt  as  to  the  outcome,  it 
was  put  to  a standing  vote,  with  18  in  favor, 
and  it  was  declared  lost . . . 

Vice-Speaker  Babbage:  We  are  now  dis- 
cussing the  original  motion  which  is  to  take  no 
action  on  this  resolution  63-7.  Is  there  any 
discussion  on  this? 

Earl  Douglas,  M.D.,  Suffolk:  The  tenor  of 
this  general  conference  this  year  has  been  one  of 
action,  and  I just  deplore  a no  action  decision 
of  this  type. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  carried  . . . 

Dr.  Alvich:  I now  move  the  adoption  of  the 
entire  report  as  amended. 

Dr.  Bedell:  I second  it. 

Vice-Speaker  Babbage:  It  is  open  for 

discussion. 

Dr.  Angrist:  I would  hke  to  have  a point 
of  information.  I have  been  informed  that  the 
action  we  have  taken  in  referring  resolution 
63-11  to  the  Council  in  effect  precludes  its 
presentation  to  the  American  Medical  Associa- 
tion this  year.  Can  somebody  in  authority 
inform  me  whether  that  is  so?  That  is  what  I 
have  been  told. 

Vice-Speaker  Babbage:  There  is  a meeting 
of  the  Council  today. 

Executive  Vice-President  Fineberg: 
There  will  be  a meeting  also  in  June  before  the 
A.M.A. 

Vice-Speaker  Babbage:  There  will  be  a 

meeting  of  the  Council  before  the  A.M.A. 
Does  that  answer  your  question? 

Dr.  Angrist:  Thank  you,  Mr.  Vice-Speaker. 

Vice-Speaker  Babbage:  Is  there  any  discus- 
sion on  this  report  as  a whole  as  amended? 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Alvich:  Your  reference  committee  is 
deeply  appreciative  of  the  attendance  of  those 
delegates  who  appeared  before  the  reference 
committee  to  discuss  these  various  problems. 

The  chairman  gives  cordial  thanks  to  each 
member  of  the  committee,  who  with  100  per  cent 
attendance,  contributed  in  the  preparation  of 
this  report,  and  the  chairman  also  wishes  to 


thank  Miss  Alice  Wheeler,  who  acted  as  sec- 
retary and  who  took  the  dictation.  {Applause) 

Section  242 

Commendations 

Vice-Speaker  Babbage:  The  chair  would 
hke  to  commend  the  chairmen  of  all  these 
reference  committees  who  have  appeared  before 
us  because  they  have  done  such  an  outstanding 
job.  Certainly  Dr.  Alvich’s  committee  has 
done  more  than  an  outstanding  job.  Do  you 
reahze  it  was  after  six  last  evening  before  his 
report  was  even  finalized?  It  shows  a tremen- 
dous amount  of  work,  a tremendous  amount  of 
hard  effort,  and  a tremendous  amount  of  think- 
ing abflity  which  went  into  the  preparation  of 
these  reports. 

I will  now  turn  the  chair  back  to  the  Speaker. 

. . . Speaker  Wurzbach  assumed  the  chair  . . . 

Speaker  Wurzbach:  Dr.  Bedell,  do  you 

want  the  floor? 

Dr.  Bedell:  The  Vice-Speaker  has  covered 
it,  sir. 

Speaker  Wurzbach:  He  stole  your  thunder. 

Dr.  Bedell:  He  has  expressed  thanks, 

gratitude,  and  appreciation  to  our  committees 
in  their  constancy  of  effort  for  the  improvement 
of  medical  care  for  the  people  of  the  State  of 
New  Y ork . {A  pplause) 

Speaker  Wurzbach:  Thank  you,  sir. 

Is  there  any  further  business  to  be  presented 
to  this  House?  If  not,  the  Vice-Speaker  and 
myself  would  very  much  hke  to  thank  the  chair- 
men and  members  of  the  reference  committees 
and  all  you  members  of  the  House  who  at- 
tended these  meetings.  We  wish  to  thank  all 
members  of  the  House  for  their  wonderful  co- 
operation during  this  session. 

Louis  H.  Bauer,  M.D.,  Past-President:  Mr. 
Speaker,  I am  sure  that  we  have  moved  resolu- 
tions of  thanks  to  the  headquarters  staff.  Dr. 
Willis,  Dr.  Fineberg,  Miss  Dougherty,  and  all 
the  others  who  helped  them,  and  I am  sure  there 
are  others  who  have  been  thanked  that  I cannot 
name  at  the  minute,  but  I do  hope  that  this 
House  win  give  its  thanks  to  everybody  who 
helped  to  make  this  meeting  a success.  Having 
served  as  Vice-Speaker  of  this  House  for  two 
years  and  Speaker  for  six  years,  I know  a httle 
bit  about  the  ordeal  that  it  is,  and  I would  like 
to  compliment  the  Speaker  and  the  Vice-Speaker 
for  the  excellent  way  in  which  they  have  handled 
this  meeting.  {Applause) 

Speaker  Wurzbach:  I will  now  accept  a 

motion  to  adjourn  the  House  of  Delegates  sine 
die. 

Renato  J.  Azzari,  M.D.,  Trustee:  I so  move. 

Dr.  Dorman:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Speaker  Wurzbach:  The  House  is  now 

adjourned  sine  die. 

. . . The  House  of  Delegates  adjourned  at 
12 : 15  P.M.,  sine  die  . . . 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  10  through  14,  1964 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a 
I paper  before  a scientific  section  or  a general  session  is 

j requested  to  write  to  James  Greenough,  M.D.,  Director 

of  Scientific  Activities,  Medical  Society  of  the  State  of 
1 New  York,  750  Third  Avenue,  New  York  17,  New  York, 

before  September  15, 1963.  A short  abstract  of  the  pro- 
|l  posed  presentation  should  accompany  the  letter. 

\ Scientific  Exhibits 

I Requests  for  application  for  scientific  exhibit  space 

' at  the  1964  Convention  should  be  addressed  to  the 

, Director  of  Scientific  Activities  at  the  above  address, 

' as  soon  as  possible. 


NOTE  CHANGE  OF  MONTH  FOR  ANNUAL  CONVENTION: 

FEBRUARY  10  TO  14, 1964 
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Announcement  1963  District  Branch  Meetings 


Branch 


First 


Second 


Third 

AND 

Fourth 


Fifth 

AND 

Sixth 


Seventh 


Eighth 


Ninth 


Date 


Monday,  May  13 


Friday,  Saturday,  Sunday, 
September  6,  7,  8 


Thursday,  October  10 


Friday,  Saturday,  Simday, 
September  13,  14,  15 


Place 


Statler  Hilton, 
New  York  City 


Montauk  Manor, 
Montauk  Point, 
New  York 


Sterling-Winthrop 
Research  Institute, 
Rensselaer,  New  York 


Whiteface  Inn, 
Lake  Placid, 
New  York 


Thursday,  Friday,  Saturday,  Grossinger’s, 

Sunday,  October  3,  4,  5,  6 Grossinger,  New  York 


Saturday,  October  5 


Parkway  Inn, 
Niagara  Falls, 
New  York 


Monday,  May  13  Statler  Hilton, 

New  York  City 
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^i.uk.vib  IJI  I I I I 

OF  PHILADELPHIA  JULY  1 / 1963 


Scientific 

Articles 


JUL  "8  iS53 

Symposium — Diabetes  Mellitus  Ik/  ^ 1913 

. . . Lehr,  Levine,  Smith,  and  Grimaldi 


Panel  Discussion  Skin  Diseases  of  Lower  Extremities  1924 

. . . Witten,  Rapp,  Hyman, 
Montgomery,  Reiss,  Sachs,  Kessler,  Hallett,  and  Wolf 

Barometric  Pressure  Changes  and  Mortality  1929 

. . . Rumford  and  Harmon 


I 


Electromagnetism  and  Its  Effect  on  the  Organism  1935 

. . . Mickey 

Effect  of  Radiation  on  Response  to  Anesthetic  Agents  1943 

. . . Zauder  and  Orkin 


Advances 


Modern  Treatment  of  Deafness 


Lubart  1951 


Clinicopathology 


Pleural  Effusion,  Lymphadenopathy,  Hematologic  Ab-  1955 
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in  dermatoses  amenable  to  topical  steroid  therapy. 

METI-DERM 


c. 


Prednisolone,  16.6  mg.  in  SO  Gm.  container  and  50  mg.  in  150  Gm.  con- 
tainer; in  nonsensitizing  vehicle  — isopropyl  myristate  with  inert  propel- 
lants—trichloromonofluoromethane,  dichlorodifluoromethane. 


AEROSOL 

COVERS 


reaches  every  part  of  the  lesion,  any  area  of  involve- 
ment • instant  cooiing,  soothing  effect  * controis  the 
itch,  delimits  the  area  of  erythema  and  edema  • non- 
fiuorinated— avoids  risk  of  steroid  absorption  • easy 
to  carry  and  appiy  away  from  home— no  residue  on 
the  skin 


Clinical  Considerations:  In  allergic  dermatoses,  until  the  specific  causa- 
tive agent  is  identified  and  removed  from  the  patient's  environment,  the 
condition  may  be  expected  to  recur  when  therapy  is  terminated.  If  Infec- 
tion is  present,  appropriate  antibacterial  measures  should  be  taken.  METI- 
DERM  (prednisolone)  Aerosol  should  not  be  sprayed  around  the  eyes. 
Contents  of  can  are  not  flammable  but  are  under  pressure.  Containers 
should  be  stored  in  a cool  place  and  neither  punctured  nor  incinerated. 
For  complete  details,  consult  Sobering  literature  available  from  your 
Schering  Representative  or  Medical  Services  Department,  Schering 
Corporation,  Union,  New  Jersey. 


METI-DERW 

AEROSOL 


® prednisolone  topical,  Schering. 


S-I93R 


one  answer. . . three  minutes 
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V 
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three  answers 


. . .ten  seconds 


combistix' 

urine  protein  •glucose  • pH 


BASIC  COMBINATION  TEST  FOR  BEDSIDE  AND  OFFICE 


. . . faster  than  taking  temperature.  Detects  glucosuria  (as  in  dia- 
betes), proteinuria  (as  in  renal  disorder),  abnormal  pH  (as  in 
calcinosis  or  GU  infection).  For  routine  screening  of  all  patients. 
Combistix  — as  the  stethoscope. 

Ames  products  are  available  through  your  regular  supplier,  sazes 


when  diminished  pedal  pulse  suggests 
PERIPHERAL  VASCULAR  DISEASE 


ii--  -S 


WZ^©®©D[LZ^D« 

ISOXSUPRINE  HCl 

for  effective  relief  of  pain,  cramping,  numbness,  and  cold 

In  tbp  clinical  management  of  peripheral  vascular  disease,  Vasodilan  (Isoxsuprine  HCl) 
acts  directly  on  the  arterial  wall  to  increase  deep  peripheral  circulation.^-^  It  is  well  toler- 
ated and  effective  at  recommended  oral  doses, essentially  — 

• ivithout  adverse  effects  on  coronary  flow--^  • without  ganglionic  blocking^ 

• without  increase  in  gastric  acidity*  • without  appreciable  incidence  of 

hypotension  or  tachycardia*  * • without  development  of  tolerance® 


Dosage  and  admmistratio7i : Oral— 10  to  20  mg:.  (1  to  2 tablets)  t.i.d.  or  q.i.d. ; I.M.— 5 to  10  mg.  b.f.d.  r t.i.d.  Contraindications: 
There  are  no  known  contraindications  to  oral  administration  of  V.asodIpan  (Isoxsuprine  HCl)  in  recommended  doses.  CaTifjo^s:  Do 
not  give  immediately  p<)stpartum  or  in  the  presence  of  arterial  bleeding.  Parenteral  administration  not  recommended  in  the  pres- 
ence of  hypotension  or  tachycardia.  Avoid  intramuscular  doses  above  10  mg.  Side  effects:  Occasional  pa.pitation  and  dizziness  usu- 
ally controllable  hy  dosage  reduction.  Brief  hypotension  or  tachycardia  may  occur  with  intramuscular  doses  of  10  mg.  or  more. 

For  complete  details  on  indications,  dosage,  administration,  and  clinical  background,  see  the  brochure  of  this  product  available 
on  request  from  Mead  Johnson  Laboratories,  Plvansville  21,  Indiana. 

References : (1)  Clarkson,  I.  S.,  and  Le  Pere,  D.  M. : Angiology  li  :190-192  (June)  1960.  (2)  Kaindl,  F.;  SamueL.  S.  S. ; Selman,  D., 
and  Shaftel,  H.;  Angiology  10:186-192  (Aug.)  1959.  (3)  Kaindl,  F. ; Parian,  J..  and  Polsterer,  P:  Wien.  klin.  Wchnschr.  Cif:186-I91 
(March  16)  1956.  (4)  Samuels,  S.  S.,  and  Shaftel.  H.  E. : J.A  M.A.  171:142-145  (Sept.  12)  1959.  (5)  Billiottet,  J.,  and  P'errand.  J.: 
Semaine  med.  54  :635-637  (May  20)  1958.  mead  johnson  a company,  evansville  21.  Indiana  osjo 
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MINUTES 


Before  you  read  last  year’s  reports, 
make  a firm  date  to  attend  the 


1964  Annual 


myi  YORK 


MRKTING 


February  11,  12,  13  & 14 
Scientific  programs  and  exhibits 

Topnotch  papers,  medical  motion  pictures,  scientific  and  technical  dis- 
plays 

Postgraduate  education  at  its  best 

February  10,  11,  12  & 13 

Sessions  of  the  House  of  Delegates;  the  climax  of  your  Society's  govern- 
mental year 

February  9-14 

Receptions,  small  gatherings — renewing  many  friendships 

February  12 

Annual  Dinner  Dance  to  honor  your  President,  William  L.  Wheeler, 
M.D.,  and  meet  George  Burgin,  M.D.,  your  President-Elect 


Youi'  convention  will  be  the  largest  general  medical  meeting  in  the 
east  in  1964. 


Retail  Prescription  Drug  Prices  Down 


Consumers  are  paying  consistently  lower  prices  for 
prescription  drugs,  while  the  cost  of  living  generally  con- 
tinues to  rise,  U.  S.  government  figures  show.  A comparison 
of  retail  drug  prices  with  the  prices  of  food  and  with  all 
commodities  for  the  past  five  years  shows  that  drug  prices 
began  to  drop  in  1960  and  have  continued  downward  ever 
since,  reaching  a new  low  at  the  end  of  1962.  Other  prices 
have  followed  an  upward  trend  over  the  same  period. 
(Source:  U.  S.  Bureau  of  Labor  Statistics,  Consumer  Price 
Index.  Base,  1957-59  ==  100.  Distributed  by  Pharmaceuti- 
cal Manufacturers  Association.) 


too,  is  compatible  with  a well- 
balanced  menu.  As  a pure,  wholesome  drink,  it  provides  a bit  of 
quick  energy. ..  brings  you  back  refreshed  after  work  or  play.  It 
contributes  to  good  health  by  providing  a pleasurable  moment’s 
pause  from  the  pace  of  a busy  day. 
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WHY  DOES  ONE 
ANTIBIOTIC  GIVE  UP 
TO  to)  EXTRA  DAYS’ 
PROTECTION? 


Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate 
than  earlier  tetracyclines'  ...a  favorable  depot  effect  resulting  from  protein  bind- 
ing and  greater  mg.  potency. . .all  giving  higher,  sustained  in  vivo  activity  which 
continues  long  after  the  last  dose.  @ 

DECLOIVIYCIIV 

DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  In  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young  and 
aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive.  Side  Ef- 
fects typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis, 
dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of 
direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal 
function.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl.  Average  Adult  Daily  Dosage: 
150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribution  and 
Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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The  new  specialist 


(concentrates  on  coughs) 


margin  of  safety  6-8  No  opiate  like  effects,  such  as  constipa- 
tion, respiratory  depression  or  blood  pressure  changes.s 
GIvcervI  Guaiacolate— safe,  superior  expectorant.  Greatly  in- 
creases and  thins  bronchial  secretions.®  Facilitates  elimina- 
tion of  sputum  and  soothes  irritated  bronchial  mucosa.io 
Virtually  no  adverse  effects.® 

Tussicalm,  being  essentially  free  of  side  effects,  is| 
available  to  the  whole  family  without  prescription.! 

ROUSSEL  CORPORATION,  155  E.  44  ST..  N.Y.  17.  N.  Y. 
potency  equaj  to coueme.^'^  • mv ^ ^ ^ 

CMcTen  v!  1 teaspo*onful  three  or  four  t.nnee  H A & Barach,  A,  L.:  Am.  J.  M.  Sc.  228:156  1954.  (3)  Segal. 

x"he?ab.'"3:35t%  ‘ ‘ 

Modell,  W.;  op.  cil.:  474.  (10)  Ibid.:  472. 


Tussicalm,  by  concentrating  solely  on  cough  relief,  permits 
therapeutic  and  dosage  flexibility  in  treating  individual 
patients,  since  other  symptoms  may  vary  in  type,  fre- 
quency, onset  and  duration.  Mixtures  with  multi-therapeutic 
effects  may  be  unnecessary,  increase  danger  of  side  effects, 
and  result  in  “inadequate  concentrations  of  effective 
ingredients — 

With  Tussicalm,  patients  receive  concentrated  2-way  action. 
Noscapine-safe,  effective  cough  suppressant.2.®  AnWussive 
potency  equal  to  codeine.'-'*'®  No  addiction  liability.'-  ■ Wide 


IS 


OeT  8 W84 


The  one  tranquilizer  that 


BELONGS 
IN  EVERY 
PRACTICE 


it's  versatile:  The  years  have  proved  that  ‘Miltown’  (meprobamate]  is  the 
one  tranquilizer  that  is  helpful  in  almost  every  aspect  of  daily  practice. 
Virtually  any  of  your  patients,  regardless  of  age,  can  be  given  the  drug 
with  confidence,  either  as  a primary  treatment  or  as  an  adjunct  to 
other  therapy. 

Outstanding  record  of  safety:  Over  eight  years  of  clinical  use  among 
millions  of  patients  throughout  the  world  — plus  more  than  1500  pub- 
lished reports  covering  the  use  of  the  drug  in  almost  every  field  of 
medicine— support  your  prescriptions  for  ‘Miltown’  (meprobamate).  This 
is  why  it  “belongs  in  every  practice.” 

dependable:  ‘Miltown’  (meprobamate)  is  an  established  drug.  There  are  no 
surprises  in  store  for  you  or  your  patient.  You  can  depend  on  it  to  help 
your  patients  through  periods  of  emotional  distress  — and  to  help  main- 
tain their  emotional  stability. 

easy  to  use:  Because  ‘Miltown’  (meprobamate)  is  compatible  with  almost  any 
other  kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program 
of  treatment  you  are  now  using.  It  will  not,  therefore,  complicate  treat- 
ment of  patients  seen  in  clinical  practice. 


BRIEF  SUMMARY:  Indications:  Anxiety  and  tension  states,  and  all  conditions  in 
which  anxiety  and  tension  are  symptoms.  Side  Effects:  Slight  drowsiness  may 
occur  and,  rarely,  allergic  or  idiosyncratic  reactions,  generally  developing  after  1-4 
doses  of  the  drug.  Contraindications : Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use.  Precautions : Should  administration  of 
meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly 
be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small  quantities,  to 
patients  with  suicidal  tendencies.  Massive  overdosage  may  produce  lethargy,  stupor, 
ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possibility  of 
dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  with- 
draw gradually  after  prolonged  use  at  high  dosage.  Complete  product  information 
available  to  physicians  on  request. 

USUAL  ADULT  DOSAGE:  1 or  2 400  mg.  tablets  t.i.d. 

SUPPLIED:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 
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Regular  washing  with  pHisoHex  instead  of 
soap  can  be  a decisive  factor  in  the  successful 
management  of  acne.  pHisoHex  degerms  skin 
constantly,  even  between  washings.  With  fre- 
quent, exclusive  use  it  builds  up  an  antibacte- 
rial film  on  the  skin  to  help  guard  against 
infection. 

In  a series  of  67  patients  using  pHisoHex  to 
treat  acne,  50  per  cent  found  that  their  acne 
lesions  “...cleared  in  a matter  of  one  to  two 
weeks. All  except  ten  found  “...‘pHisoHex’ 
the  most  effective  treatment  they  had  tried. 

pHisoHex,  containing  3 per  cent  hexachloro- 
phene,  enhances  any  therapy  for  acne.  Hexa- 
chlorophene  is  100  times  more  effective  than 
soap  in  ridding  the  skin  of  bacteria.2  pHisoHex 
removes  dirt,  emulsifies  oil  and  cleanses  acne 
skin  rapidly  and  thoroughly.  It  is  superior  to 
soap  in  cleansing  the  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  follicles.  Non- 
alkaline,  nonirritating  and  hypoallergenic. 


pHisoHex  lacks  the  potentially  harmful  quali- 
ties of  soap. 

With  pHisoHex,  prescribe  pHisoAc®  Cream  for 
essential  keratolytic  action.  pHisoAc  dries, 
peels  and  masks  lesions  — helps  prevent  come- 
dones, pustules  and  scarring.  pHisoAc  Cream 
contains  colloidal  sulfur  6 per  cent,  resorcinol 
1.5  per  cent  and  hexachlorophene  0.3  per  cent. 
In  a recent  series^  of  100  patients  with  acne 
vulgaris  treated  with  pHisoHex  and  pHisoAc, 
good  or  excellent  results  were  obtained  in  79. 

How  Supplied:  pHisoHex  is  available  in  unbreakable 
squeeze  bottles  of  5 oz.  and  1 pint,  in  unbreakable 
plastic  bottles  of  1 gallon  and  in  combination  package 
with  pHisoAc  Cream. 

References:  1.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and 
East,  M.  O.:  Practitioner  189:82,  July,  1962.  2.  Sea- 
stone,  C.  V.:  Surg.  Gynec.  & Obst.  84:355,  March,  1947. 
3.  Wexler,  Louis:  Treatment  of  acne  vulgaris,  Clin.  Med. 
70:404,  Feb.,  1963. 

Winthrop  Laboratories 
New  York  18,  N.Y. 

pHisoHex  and  pHisoAc,  trademarks  reg.  U.  S.  Pat.  Off. 
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coordinated  action 


against  G.I.  pain,  spasm  and  anxiety 


ENARAX  5 provides  concerted  somatopsychic 
action  against  symptoms  of  peptic  ulcer,  func- 
tional bowel  syndrome  and  many  other  G.l.  dys- 
functions. Oxyphencyclimine,  the  anticholinergic 
with  chemically  "built  in”  prolonged  action,  gives 
sustained  relief  of  hyperacidity  and  hypermotility— 
while  Atarax®  (hydroxyzine  HCI)  relieves  the  ten- 
sion which  aggravates  or  causes  these  symptoms. 
Each  ENARAX  5 tablet  contains  oxyphencyclimine 


HCI  5 mg.,  hydroxyzine  HCI  (Atarax)  25  mg. 
Prescribe  ENARAX  10  when  extra  potency  is  de- 
sired. Low  toxicity  and  minimal  side  reactions 
permit  substantial  flexibility  of  dosage.  Whichever 
strength  you  choose,  your  G.l.  patients  are  bound 
to  benefit  from  the  concerted  therapeutic  action 
of  ENARAX.  Each  ENARAX  10  tablet  contains 
oxyphencyclimine  HCI  10  mg.,  hydroxyzine  HCI 
(Atarax)  25  mg. 


Precautions  and  Side  Effects:  As  with  other  anticholinergic  agents,  dryness  of  the  mouth,  blurring  of  vision,  consti- 
pation and  urinary  hesitancy  frequently  occur,  but  may  decrease  or  disappear  as  therapy  continues  or  is  adjusted. 
Use  with  care  in  patients  with  prostatic  hypertrophy.  Not  recommended  for  patients  with  an  associated  glaucoma 
except  with  ophthalmological  supervision. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


GEARED  FOR 
CONTROL  OF 
G.l.  DISORDERS 


Enarax 


Oxyphencyclimine  HCI  Atarax  (hydroxyzine  HCI) 
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Deltasmyl 

for  safer  Steroid  protection  from  asthma 


Theophylline  (120  mg.) 

Ephedrine  HCI  (15  mg.) 

Phenobarbital  (8  mg.) 
(Barbituric  acid  derivative) 

Prednisone  (1.5  mg.) 


Deltasmyl®  opens  the  airways  and  suppresses 
inflammation  bycombiningtheanti-allergic,  anti- 
inflammatory action  of  prednisone  with  the  bron- 
chodilating,  decongestant  and  quieting  effects 
of  theophylline,  ephedrine  and  phenobarbital. 

Deltasmyl  provides  prompt,  prolonged  relief  of 
asthma  with  prednisone  protection  against  aller- 
gens and  stress,  and  a wider  margin  of  safety 
through  reduction  of  the  effective  corticoid  dose. 

The  aim  of  therapy  in  asthma  s\^ou\d  be  relief  of 
bronchospasm  by  means  of  decongestant  and 
bronchodilating  agents — plus  prednisone,  not 
just  prednisone  alone.i  Uhde2 — using  theophyl- 
line-ephedrine-phenobarbital  with  prednisone — 
reports  an  increase  of  about  25%  in  the  action 
of  prednisone  with  quicker  arrest  of  inflam- 
mation, hypersecretion,  and  alveolar  stasis;  a 
marked  sedative  action  on  heart  and  circulation; 
improved  ventilation.  Bopp^  also  has  obtained 
satisfactory  results  with  the  same  combination, 
probably  through  synergistic  enhancement  of 
prednisone  potency. 

Dosage:  One  Deltasmyl  tablet  provides  sympto- 
matic relief  for  4 hours  or  longer.  Not  more  than 
6 tablets  should  be  taken  in  24  hours.  Withdraw 
gradually. 


Precautions:  Deltasmyl  contains  ephedrine  and 
should  not  be  given  with  epinephrine  since  both 
drugs  may  cause  tachycardia.  Carefully  observe 
patients  hypersensitive  to  sympathomimetic 
amines.  Phenobarbital  is  a barbituric  acid  deriv- 
ative which  may  be  habit  forming.  Despite  the 
low  prednisone  dose,  all  precautions  and  contra- 
indications of  corticosteroids  must  be  heeded, 
since  warning  signs  such  as  fluid  retention  or 
moon  face  may  not  be  present.  When  corti- 
costeroids are  given  to  patients  with  acute  or 
chronic  bacterial  infections,  appropriate  protec- 
tion should  be  provided. 

Contraindications:  Hyperthyroidism,  cardiovas- 
cular diseases,  peptic  ulcer,  diabetes  mellitus, 
psychotic  tendencies,  ocular  herpes  simplex, 
glaucoma,  prostatic  hypertrophy,  Cushing’s  syn- 
drome, arrested  tuberculosis. 

Supplied:  Bottles  of  50  tablets,  on  prescription 
only. 

References:  1.  Barach,  A.  L.  and  Bickerman,  H.  A.: 
Pulmonary  Emphysema,  Baltimore,  Williams  & Wilkins, 
1956,  p.  523.  2.  Uhde,  H.;  Med.  Monatsschr.  No.  8, 
505,  1959.  3.  Bopp,  K.  Ph.:  Medizinische  Klinik 
53:186,  1958  and  Algeria  Medicale  62:1081,  1958. 
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ATHEROSCLEROSIS 


lODO-NIACIN  is  the  modern  drug  for  atherosclerosis.  It 
permits  long  continued  administration  of  protected  potas- 
sium iodide  in  full  dosage  without  iodism.^ 

Iodides  inhibit  the  increase  of  cholesterol  in  the  liver  and 
blood  and  the  development  of  atherosclerosis.^  They  are  used 
in  the  treatment  of  circulatory  diseases  including  athero- 
sclerosis, coronary  sclerosis  and  angina  pectoris.^ 


In  a clinical  study  of  59  cases  of  generalized  atheroscler- 
osis, lodo-Niacin  relieved  dizziness  in  71%  of  cases,  vague 
abdominal  distress  in  87%,  chronic  headaches  in  61%,  and 
disorientation  in  50%.  No  iodism  in  any  case! 

Composition:  Each  tablet  contains  potassium  iodide  135 
mg.  (2V4  gr.)  and  niacinamide  hydroiodide  25  mg.  (%  gr,). 
Slosol  coated  pink,  in  bottles  of  100. 

Dosage:  2 tablets  three  or  four  times  daily.  May  be  con- 
tinued for  long  periods  without  iodism.  Also  available  in 
ampuls. 


Idiosyncrasy  to  iodides  is  common  and  iodism  may  occm- 
after  small  doses.  •*  Niacinamide  hydroiodide,  combined  with 
potassium  iodide  in  lodo-Niacin,  prevents  and  corrects 
iodism.® 


Chemica?  Company 
St.  Louis  8,  Mo. 


Side  Effects:  Not  a single  case  of  iodism  resulting  from 
the  use  of  lodo-Niacin  has  been  reported. 


REFERENCES: 

1.  Am.  J.  Digest,  Dis.  22'S,  \9SS. 

2.  Circulation  5:647,  1952. 

3.  Sollmann’s  Manual  of  Pharmacology,  8th- 


ed.,  1957,  p.  1121. 

4.  Drill’s  Pharmacology  in  Medicine,  2nd  ed.. 


1958  p.  562. 

5.  M.  Times  84:741,  1956. 


THERAPEUTIC  VALUE  WITHOUT  IODISM 


COLE  CHEMICAL  COMPANY 
3721-27  Laclede  Ave.,  St.  Louis  8,  Mo. 


NYS-10 


Gentlemen:  Please  send  me  professional  literature  and  samples  of  lODO-NIACIN. 


DOCTOR 


STREET 
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\ 
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Helps  the  epileptic  to  realize  his  potential 

DILANTIN 

(DIPHENYLHYDANTOIN  SODIUM) 


PARKEDAVIS 


Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  “...has  brought  new 
hope  to  an  entire  generation  of  seizure  patients ”* 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism, 
and  excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescenfs, 
and  young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress, 
nausea,  weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  All 
usually  subside  with  continued  use.  Megaloblastic  anemia  has  been  reported.  Nystagmus 
may  develop.  Nystagmus  in  combination  with  diplopia  and  ataxia  indicates  dosage  should  be 
reduced.  Periodic  examination  of  the  blood  is  advisable. 


DILANTIN  Sodium  (diphenylhydantoin  sodium)  is  available  in  several  forms  including  Kap- 
seals,®  0.03  Gm.  and  0.1  Gm.,  bottles  of  100 

*Roseman,  E.:  Neurology  1 1:912,  1961. 

Mff/rf.  DAVIS  A COMPANY.  Dtiro/I  31.  MIchIgtn 
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FIFTY-SEVENTH 

ANNUAL 


District  Branch  Meetings 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Third  and  Fourth  District  Branches  / Combined  Annual  Meeting 

Thursday,  October  10,  1963 

Sterling-Winthrop  Research  Institute,  Rensselaer,  New  York 


Afternoon 


12:30  p.M.  Registration 
1:15  p.m.  Luncheon* 

Business  Meetings 
Third  District  Branch — Election  of 
Officers 


2:30  p.m.  Symposium  and  Panel  Discussion: 
Anabolic  Steroids 

A.  Scribner,  M.D.,  New  York  City, 
Senior  Associate  Director  of  Medi- 
cal Research,  Winthrop  Labora- 
tories, Moderator 

Laboratory  Evaluation  of  Anabolic 
Steroids  of  Current  Clinical 
Interest 

Arthur  L.  Beyler,  Ph.D.,  Rens- 
selaer, Assistant  Director,  Biology 
Division,  Sterling-Winthrop  Re- 
search Laboratories 

Aaron  Arnold,  Ph.D.,  Rensselaer 

Gordon  O.  Potts,  Ph.D.,  Rensselaer 

The  Use  of  Stanozolol  in  Clinical 
Medicine 

William  G.  Mullin,  M.D.,  Brooklyn, 
Associate  Professor  of  Medicine, 
State  University  of  New  York 
Downstate  Medical  Center;  As- 
sociate Attending  Physician,  Long 
Island  College  Hospitad 


Panel  Discussion:  “Twelve  Cents 

a Day  Is  All  You  Pay.” 

Presented  by  staff  of  the  Medical  So- 
ciety of  the  State  of  New  York 

Henry  I.  Fineberg,  M.D.,  New  York 
City,  Executive  Vice-President, 
Moderator 

Legislation 

James  M.  Blake,  M.D.,  Schenectady, 
Chairman,  Commission  on  Public 
and  Professional  Affairs 

Communications 

Guy  D.  Beaumont,  New  York  City, 
Director,  Division  of  Communica- 
tions 

Industrial  Health  and  Workmen’s 
Compensation 

Robert  Katz,  M.D.,  New  York  City, 
Director,  Division  of  Industrial 
Health  and  Workmen’s  Compen- 
sation 

Scientific  Activities 

James  Greenough,  M.D.,  Oneonta, 
Director,  Division  of  Scientific 
Activities 

Health  Insurance  and  Medicare 

George  P.  Farrell,  New  York  City, 
Director,  Division  of  Medical  Care 
Insurance 


The  Use  of  an  Anabolic  Agent  in 
Institutionalized  Geriatric  Pa- 
tients 

Sister  Michael-Marie  O’Brien, 
M .D . , West  Hartford , Connecticut, 
Director  of  Medicine,  Mercy 
Knoll  Hospital;  Assistant  At- 
tending Physician,  St.  Vincent’s 
Hospital,  New  York  City;  As- 
sistant Attending  Physician,  St. 
Francis  Hospital,  Hartford 

Cosponsored  by  Albany  County  Chapter  of  Ameri- 
can Academy  of  General  Practice.  Authorized  as 
Acceptable  for  Category  I Credit. 


Malpractice 

William  F.  Martin,  Esq.,  New  York 
City,  Legal  Counsel 

Each  speaker  will  give  a five-minute  presentation, 
followed  by  a question-and-answer  period. 

6:00  P.M.  Cocktails* 

7:30  p.m.  Dinner* 

Introduction  of  Officers  and  Guests 

Remarks:  George  A.  Burgin,  M.D.. 
Little  Falls,  President-Elect,  Med- 
ical Society  of  the  State  of  New 
York 


* Courtesy  Sterling-Winthrop  Research  Institute. 
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White's^ 

Cod  Liver  OH 

Concentrate 

Drops 

With  Added  Vitamin  Dj 


For  infants,  essential  vitamins  A and  D at  only  a penny 
a day!  Only  two  drops  a day  of  White's  Cod  Liver  Oil 
Concentrate  provide  an  economical,  therapeutically 
sound  way  to  give  infants  vitamins  A and  D.  Each 
White’s  Cod  Liver  Oil  Concentrate  Drop  provides  1,560 
units  of  vitamin  A and  312  units  of  vitamin  D (equiva- 
lent to  one  teaspoonful  of  Cod  Liver  Oil,  N.F.).  Usual 
prophylactic  dose:  2 to  4 drops  daily.  Supplied:  drop- 
per bottles  of  6 cc.,  30  cc.  and  50  cc. 


WHITE  LABORATORIES  INC./KanllaortMln  Jinay 

PROGRESS  THROUGH  RESEARCH 
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Remarks:  Mrs.  Ezra  A.  Wolff, 

Forest  Hills,  President,  Woman’s 
Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York 


Officers— Third  District  Branch 

President Henry  J.  Noerling,  M.D., 

Valatie 

Vice-President Marshall  Quandt,  M.D., 

Waterford 

Secretary -Treasurer ..  Frances  E.  Vosburgh, 
M.D.,  Albany 

Delegate Lee  R.  Tompkins,  M.D., 

Liberty 


Presidents — Component  County  Societies 

Albany Francis  A.  Stephens,  M.D..  Albany 

Columbia  Robert  L.  Bowerhan,M.D.,Copake 

Greene Hans  Leeds,  M.D.,  Catskill 

Rensselaer  John  Enzien,  M.D.,  Troy 

Schoharie  Donald  Rich  Lyon,  M.D.,  Middle- 

burg 

Sullivan  Jacob  Rubin,  M.D.,  Woodbourne 

Ulster  John  A.  Cooke,  Jr.,  M.D.,  Kingston 


Officers — Fourth  District  Branch 

President Arthur  Q.  Penta,  M.D., 

Schenectady 


Eighth  District  Branch 

Saturday,  October  5,  1963 

Parkway  Inn,  Niagara  Falls,  New  York 


Morning 

11:30  a.m.  Registration 

12:00  NOON  Advisory  Council  Luncheon 
Meeting 


Afternoon 

2:00  p.m.  Symposium:  Heart  Disease 

F.  Mason  Sones,  Jr.,  M.D.,  Cleve- 
land, Ohio,  Director  of  Cardiac 
Laboratory,  Cleveland  Clinic 
Donald  B.  Effler,  M.D.,  Cleveland, 
Ohio,  Chief,  Department  of  Car- 
diovascular and  Thoracic  Surgery, 
Cleveland  Clinic 

Bernard  Lown,  M.D.,  Boston,  Mas- 
sachusetts, Department  of  Nutri- 
tion, Harvard  Medical  School 


First  Vice-President.  Webster  M.  Moriarta- 
M.D.,  Saratoga 
Springs 

Second  Vice-President . Arthur  Howard,  M.D., 


Johnstown 

Secretary August  B.  Korkosz, 

M.D.,  Schenectady 

Treasurer George  D.  Anderson, 

M.D.,  Saratoga 
Springs 

Delegate Arthur  Q.  Penta,  M.D., 

Schenectady 


Presidents — Component  County  Societies 


Chnton John  Menustik,  Jr.,  M.D. 

Plattsburgh 

Essex Onslow  A.  Gordon,  M.D.,  West- 

port 

Franklin Robert  A.  Henderson,  M.D., 

Malone 

Fulton Merol  E.  Brickner,  M.D., 

Gloversville 

Montgomery  Philip  Cortese,M.D.,  Amsterdam 

Saratoga John  Esposito,  M.D.,  Saratoga 

Springs 

Schenectady.  Norman  D.  Kathan,  M.D., 
Schenectady 

Warren Norman  A.  Harvey,  M.D.,  Glens 

FaUs 

Washington  Walter  S.  Bennett,  M.D.,  Gran- 
ville 


4:00  p.M.  Panel  Discussion:  Modern  As- 

pects of  Rheumatic  Heart 
Disease 

Salvatore  R.  LaTona,  M.D.,  Ni- 
agara Falls,  Assistant  Clinical 
Professor  of  Medicine,  State  Uni- 
versity of  New  York  Upstate 
Medical  Center  at  Buffalo,  Mod- 
erator 

The  above  speakers 

5:00  p.M.  Business  Meeting;  Election  of 
Officers 

Evening 

6:30  p.m.  Cocktails 

7:30  p.M.  Dinner 

Introduction  of  Officers 

continued  on  page  2754 
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EFFECTIVENESS 
CONFIRMED 
BY  COMPUT 


TAP 

(triacetyloleandomycin) 


NOW  FROM  66  HOSPITALS... 

NATIONWIDE  COMPARISON  OF  MICROBIAL 
SUSCEPTIBILITY  TO  5 LEADING  ANTIBIOTICS 

The  1963  antibiotics  survey  is  unprecedented  in  its  scope.  In  all,  susceptibility  results  of 
9,331  cultures  were  collected  from  66  hospitals  in  26  states.  The  bacteria  studied  were 
isolated  from  overt  clinical  infections,  and  tested  by  the  disc  sensitivity  method  for 
susceptibility  to  five  widely-used  antibiotics. 

Each  participating  hospital  laboratory  reported  the  over-all  susceptibility  of  all  bacteria 
studied  each  week.  The  data  thus  collected  were  then  compared  and  analyzed  by  elec- 
tronic data  processing  equipment. 

The  in  vitro  findings  indicate  the  over-all  superiority  of  TAO  (triacetyloleandomycin) 
over  four  leading  antibiotics  against  Staphylococcus  aureus  (coagulase  positive).  Strep- 
tococcus pyogenes  (heta-hemolytic),  Diplococcus  pneumoniae  and  Streptococcus  pyo- 
genes Group  D (enterococcus).  These  1963  data  broaden  and  confirm  the  1962  study 
of  9,872  cultures  in  this  continuing  hospital  survey  of  antibiotics^.  ^ 


NOW  FROM  66  HOSPITALS . . . 

RESULTS  FROM1963  NATION- 

100% 


TAO 


OVER-ALL  RESULTS 


Percentage  of  cultures  reported  susceptible  i 
to  9,331  clinical  isolates  of  staphylococci, 
i streptococci  (beta-hemolytic),  pneumococci  > 
and  enterococci.  I 


SUSCEPTIBILITY  RESULTS  BY  ORGANISM 


Staphylococcus 

Streptococcus 

Pneumococcus 

Enterococcus 

(coagulase  positive) 

(^-hemolytic) 

TAO 

(5440) 

(1519) 

(1130) 

(1242) 

(triacetyloleandomycin) 

88.0% 

95.2% 

97.1% 

63.9% 

Erythromycin 

68.9% 

96.7% 

96.7% 

68.5% 

Tetracycline 

50.9% 

79.9% 

92.9% 

36.6% 

Chloramphenicol 

82.2% 

94.2% 

96.8% 

72.3% 

Penicillin 

27.0% 

94.9% 

96.8% 

45.0% 

(figures  in  parentheses  indicate  total  number  of  cultures) 


WIDE  SURVEY  OF  ANTIBIOTICS 


Staphylococcal  Susceptibility.  Through  the  use 
f of  electronic  data  processing  equipment,  the  1963 
■'  antibiotics  survey  reveals  other  important  data  on 
, relative  antibiotic  effectiveness.  One  example  of  this 
is  the  number  and  percentage  of  staphylococcal  cul- 
tures susceptible  to  none  of  the  antibiotics  studied, 
to  one  antibiotic  only,  and  to  all  five  antibiotics. 
Significantly,  only  3.7%  of  staphylococcal  cultures 
were  resistant  to  all  five  of  these  frequently-pre- 
scribed antibiotics.  About  21%  of  all  staphylococci 
; cultures  were  susceptible  to  all  five  antibiotics. 

I THE  FOLLOWING  CHART  SHOWS  THE  DATA  COM- 
I PILED  WHEN  ONLY  ONE  ANTIBIOTIC  COULD  CONTROL 
« THE  STAPHYLOCOCCI.  AS  SHOWN,  THE  CHART  INDI- 
' CATES  HIGHEST  LIKELIHOOD  OF  SUCCESS  WITH  TRI- 
; ACETYLOLEANDOMYCIN  AND  CHLORAMPHENICOL,  IN 
■ THAT  ORDER. 

-I 


Confirmed  Clinically.  This  massive  in  vitro  data 
further  supports  clinical  findings.  As  an  example, 
Shubin^  found  that  of  129  patients  with  upper  or 
lower  respiratory  infections  treated  with  TAO  (tri- 
acetyloleandomycin),  120  had  a good  response.  A 
“good”  response  generally  showed  “reduction  in 
temperature  and  toxicity  within  48  hours  after  initia- 
tion of  therapy,  with  subsequent  clinical  and  bac- 
teriological cure  of  infection.”^ 

References:  1.  Isenberg,  Henry  D.,  Ph.D.:  “Nationwide  Compar- 
ison of  Microbial  Susceptibility  with  Standardized  Discs.”  Scientific 
Exhibit  presented  at  the  meeting  of  the  American  Medical  Association, 
Atlantic  City,  N.  J.,  June  16-20,  1963.  2.  Fowler,  J.  Ralph,  Watters, 
John  L.  and  Levy,  Arthur  M.:  Bacterial  Susceptibility  Patterns  as 
Related  to  Geographic  Variation  and  Anatomical  Source,  Qinical 
Medicine,  70:547  (Mar.)  1963.  3.  Shubin,  H.  et  al:  Further  Clinical 
Studies  with  Triacetyloleandomycin,  Antibiotic  Med.  and  Clin.  Tber., 
6:156  (Mar.)  1959. 


Number  and  percentage  of  cultures  susceptible 

1 

1 

Number  of  anti- 

1 

1 ( 

Triacetyl-  ‘ 

biotics  effective 

Chloramphenicol 

Erythromycin 

1 

Penicillin  I 

Tetracycline  | 

oleandomycin  J 

One 

246 

14 

1 

11  1 

15  II 

327  1 

(4-5%) 

(0-2%) 

i 

J 

(0.2%) 

J 

(0.3%)  M 

(6.0%)  ( 

j 

TAO 

(triacetyloleandomycin) 

New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 


indications  The  bacterial  spectrum  for  which  TAO  (triacetyloleandomy- 
cin)  primarily  is  effective  includes  staphylococci,  streptococci,  pneumo- 
cocci and  gonococci.  It  is  recommended  for  acute, severe  infections  where 
adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  anti- 
biotic. It  has  been  shown  to  be  particularly  effective  in  acute,  severe  infec- 
tions of  the  respiratory  tract,  bones  and  joints,  genitourinary  tract  and  in 
staphylococcal  enterocolitis.  It  is  not  recommended  for  prophylaxis  or  in 
the  management  of  infectious  processes  which  may  require  more  than  10 
days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this 
drug,  when  therapy  beyond  10  days  proves  necessary,  other  less  toxic 
agents,  of  course,  should  be  used  unless  the  organism  is  resistant  to  those 
agents,  or  in  those  cases  where  hypersensitivity  precludes  their  use.  If 
clinical  judgment  dictates  continuation  of  therapy  for  longer  periods,  serial 
monitoring  of  liver  profile  is  recommended,  including  BSP,  transaminase 
(SCOT)  and  cephalin  flocculation  tests. 


precautions  and  side  effects:  Use  of  this  drug  may  produce  alterations  in 

liver  function  tests  and  jaundice.  Clinical  experience  available  thus  far  indi- 
cates that  these  liver  changes  were  reversible  following  discontinuation  of  the 
drug.  A review  of  studies  by  several  independent  investigators  and  reports 
from  practicing  physicians  indicate  that  liver  function  abnormalities  may 
occur  in  a significant  number  of  patients  following  two  weeks  or  more  of 
continuous  therapy  with  triacetyloleandomycin  at  1.0  gram  per  day  in 
divided  doses.  Clinical  symptomatology,  including  jaundice,  has  been  ob- 
served infrequently  in  these  individuals.  The  drug  is  not  recommended  for 
subjects  who  have  shown  abnormal  liver  function  tests  or  hepatotoxic  re- 
actions to  it.  Based  on  the  use  of  this  drug  over  a period  exceeding  5 years, 
the  incidence  of  jaundice  considering  all  reports  referable  to  this  effect  is 
6.3  per  million  courses  of  therapy.  When  only  those  which  definitely  c^ 
be  relrted.to  this  drug  are  equated  to  usage,  the  incidence  is  1.8  per  millibri 

couirses  of  treatment.  ' - 

Although  reactions  of  an  allergic  nature  due  to  this  drug  are  injirafueift 
ajfd  seldom  severe,  those  of  the  anaphylacto^'-tyj^^bave  o^peArred  oil 
^re  occasions. 


S 


AVAILABLE  AS; 


Capsules  (250  mg.;  125  mg.) 
Ready-Mixed  Oral  Suspension 
(raspberry-flavored,  125  mg./5  cc.) 
Pediatric  Drops  (100  mg./cc.) 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being' 


Many  of  the  ^^serial  titles  most  in  demand”  from  its 
current  collection,  according  to  a recent  report  of 
the  National  Library  of  Medicine,  come  from  the 
NEW  YORK  STATE  JOURNAL  OF  MEDICINE. 


Such  value  must  be  warranted. 

Can  we  supply  the  demand?  Yes,  To  you  and  your  friends. 

You’re  not  limited  to  a single  gift  subscription.  You  can,  as  a matter 
of  fact,  make  use  of  this  offer  to  give  two  or  three  old  school  friends  a 
chance  to  read  your  Journal — no  matter  where  they  are. 


Gift  subscriptions  are:  $5.00  for  the  first  year,  $7.50  thereafter 

P.S.  If  you  don’t  happen  to  be  one  of  our  fortunate  members,  you  can 
also  treat  yourself  to  the  same  special  introductory  subscription  rate. 
Mail  your  order  to:  New  York  State  Journal  of  Medicine,  750  Third 

Avenue,  New  York  1 7,  N.  Y. 

PLEASE  SEND  A SPECIAL-RATE  INTRODUCTORY  SUBSCRIPTION  TO: 

Name 

Address 

City  & State 


Name 

Add  ress 

City  & State 

n Enclosed  is  $5.00  for  the  first  year  (Regularly  $7.50) 

0 Enclosed  is  $1  8.00  for  the  first  three  years  (Regularly  $22.50) 
[]]  Plus  $1.50  for  foreign  addressee. 
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Greetings;  George  A.  Burgin,  M.D., 
Little  Falls,  President-Elect, 
Medical  Society  of  the  State  of 
New  York 

Greetings:  Mrs.  Ezra  A.  Wolff, 

Forest  Hills,  President,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 

Address:  The  Tired  Mother  Syn- 
drome 

Leonard  L.  Lorshin,  M.D.,  Cleve- 
land, Ohio,  Chief  of  Internal 
Medicine,  Cleveland  Clinic 


Officers — Eighth  District  Branch 

President Irwin  Felsen,  M.D.,  Wellsville 

President-Elect.  .John  D.  Naples,  M.D.  Buffalo 


Secretary John  T.  Donovan,  Jr.,  M.D.. 

Lockport 

Treasurer Melvin  S.  Martin,  M.D., 

Warsaw 

Delegate Clyde  L.  Wilson,  M.D., 

Jamestown 


Presidents — Component  County  Societies 

Allegany John  F.  Glosser,  M.D.,  WellsviUe 

Cattaraugus.  Charles  J.  Barranco,  M.D., 
Salamanca 

Chautauqua Homer  M.  Servoss,  M.D., 


Jamestown 

Erie Walter  T.  Zimdahl,  M.D.,  Buffalo 

Genesee David  B.  Johnson,  M.D.,  Batavia 

Niagara William  R.  Lewis,  M.D.,  Niagara 

Falls 

Orleans Harvey  J.  Blanche!,  Jr.,  M.D., 

Medina 

Wyoming Leo  L.  Trnka,  M.D.,  Arcade 


Medical  Meetings 


Woman’s  auxiliary  conference 

The  seventeenth  annual  fall  conference  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York  will  be  held  at  the  Hotel 
Utica,  Utica,  September  29  through  October  1. 

Mrs.  Ezra  A.  Wolff,  president,  and  Mrs. 
Dominic  R.  Pitaro,  president-elect,  have  de- 
veloped the  program,  which  will  illuminate  the 
president’s  theme  for  the  year,  “Advancing 
Auxiliary  Aims.’’ 

Mutual  auxiliary  problems  wUl  be  discussed 
by  county  presidents,  presidents-elect,  and 
prograim  chairmen  meeting  with  the  State 
program  chairman  on  September  29. 

The  Oneida  County  Auxiliary  wiU  act  as 
hostess,  with  Mrs.  Irwin  Alper  of  Utica  as 
conference  chairman  and  Mrs.  Alfred  Heymann, 
also  Utica,  as  cochairman.  Plans  have  been 
made  for  a variety  of  social  activities. 

New  York  Diabetes  Association 

Insulin  antagonists  and  hormonal  modifiers 
of  insulin  action  will  be  presented  and  discussed 
at  the  eleventh  annual  symposium  of  the  Clini- 
ced  Society  of  the  New  York  Diabetes  Associa- 
tion to  be  held  at  the  Barbizon-Plaza  Hotel, 
106  Central  Park  South,  New  York  City,  on 
October  12. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


The  session  has  been  approved  for  seven 
hours  of  Category  II  credit  by  the  New  York 
County  Chapter  of  the  American  Academy  of 
General  Practice. 

Guest  speaker  at  the  noon  luncheon  meeting 
will  be  Glen  W.  McDonald,  M.D.,  chief  of  the 
diabetes  and  arthritis  program.  Division  of 
Chronic  Diseases,  United  States  Public  Health 
Service. 

Ischemic  heart  disease  symposium 

An  international  symposium  on  anticoagulant 
therapy  in  ischemic  heart  disease,  sponsored  by 
Miami  Heart  Institute,  will  be  held  January  9 
through  11,  1964,  at  the  Fontainebleau  Hotel, 
Miami  Beach,  Florida. 

Controversial  opinions  on  the  virtue  of  anti- 
coagulants in  angina  pectoris,  “impending,” 
and  “acute”  myocardial  infarction  will  be 
presented.  The  management  of  long-term  anti- 
coagulants therapy  will  be  discussed  fully. 

Among  the  faculty  members  of  the  interna- 
tional anticoagulant  symposium  will  be  William 
T.  Foley,  M.D.,  John  Samuel  LaDue,  M.D., 
Jerrold  S.  Liberman,  M.D.,  and  Joseph  Wiener, 
M.D.,  all  of  New  York  City;  and  Benjamin 
A.  Rosenberg,  M.D.,  Brooklyn,  New  York. 

Further  information  may  be  obtained  from 
the  Anticoagulant  Symposium  Committee, 
Miami  Heart  Institute,  4701  North  Meridian 
Avenue,  Miami  Beach  40,  Florida. 
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cut  Rx  writing  by  2/3 
in  colds, flu  or  grippe 


Name 

Address. 


No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound. ..to  specify 

ANTITUSSIVE/DECONGESTANT/ANALGESIC 

‘EMPRAZIL-C’TABLETS 

Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

Perazir®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Phenacetin 150  mg. 

spirin 200  mg. 

Caffeine 30  mg. 

•Warning  — may  be  habit  forming 
‘Emprazil-C’  Tablets  are  available  on  prescription  only. 

Dosage:  Adults  and  children  over  12  years  — 1 or  2 
tablets  — 3 times  daily  as  required.  Children  6 to  12 
years  — 1 tablet— 3 times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 

Also  available  without  codeine  as 
‘EMPRAZIL’®  TABLETS 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

jS' BURROUGHS  WELLCOME  & CO  (U.S.A.)  INC. 

Tuckahoe,  N.  Y. 


Medical  News 


Oral  cancer  symposium 

As  a phase  of  the  education  program  of  the 
Oral  Cancer  Detection  Center  of  St.  Francis 
Hospital,  Poughkeepsie,  a symposium  on  oral 
cancer  detection  in  daily  practice  will  be  held 
in  the  conference  room  of  the  hospital  on  October 
23  from  10:00  a.m.  to  4:30  p.m. 

All  dentists  and  physicians  interested  are 
welcome  provided  they  inform  the  administra- 
tor’s office  in  advance  so  that  adequate  seating 
and  facilities  for  lunch  may  be  provided. 

Among  the  speakers  will  be  Hollon  Farr, 
M.D.,  attending  surgeon.  Head  and  Neck 
Service,  Memorial  Hospital  for  Cancer  and 
Allied  Diseases,  New  York  City,  whose  topic 
will  be  “Case  Presentation  and  Management  of 
Head  and  Neck  Cancer”;  and  Raymond  W. 
Houde,  M.D.,  chief.  Initial  Screening  and 
Diagnosis  Service,  also  at  Memorial,  who  will 
speak  on  “Examination  Technic  and  Diagnosis 
of  Oral-Pharyngeal  Cancer.” 

Community  Health  Week 

Community  Health  Week,  designed  to  attract 
public  attention  to  the  excellent  medical  and 
health  facilities  existing  in  all  communities, 
will  be  observed  October  20  through  26  by 
state  and  county  medical  societies  all  over  the 
country. 

This  will  be  the  first  national  observance  of 
what  is  intended  to  be  an  annual  event.  The 
House  of  Delegates  of  the  American  Medical 
Association,  at  its  meeting  in  Los  Angeles  in 
November,  1962,  adopted  a resolution  estab- 
lishing the  nation-wide  observance  of  Com- 
munity Health  Week  on  a continuing  annual 
basis. 

The  manner  of  observance  of  Community 
Health  Week  will  be  left  to  the  discretion  of 
each  state  and  county  medical  society.  Health 
fairs,  science  fairs,  medical  careers  days,  and 
immunization  campaigns  have  been  suggested 
as  focal  events  around  which  the  community 
observances  may  be  organized. 

The  A.M. A.  will  mail  a selection  of  publicity 
aids  and  suggestions  that  can  be  adapted  to 
promote  Community  Health  Week  to  executive 
secretaries  of  state  and  county  medical  societies. 

Essay  contest  announced 

The  American  College  of  Chest  Physicians 
has  announced  three  cash  awards  to  be  given 
annually  for  the  best  essay  prepared  by  under- 
graduate medical  students  on  any  phase  of  the 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


diagnosis  and/'or  treatment  of  chest  diseases 
(heart  or  lungs). 

The  first  prize  will  be  $500;  second  prize, 
$300;  and  third  prize,  $200.  Each  winner 
also  will  receive  a certificate  of  merit.  A trophy 
inscribed  with  the  name  of  the  winner  and  the 
name  of  his  school  will  be  presented  to  the 
winner’s  school. 

The  winners  will  be  announced  at  the  30th 
annual  meeting  of  the  American  College  of 
Chest  Physicians  to  be  held  in  San  Francisco, 
June  18  through  22, 1964. 

The  official  application  form,  sample  copies 
of  the  journal,  and  additional  information  may 
be  secured  by  writing  Mr.  Murray  Kornfeld, 
Executive  Director,  American  College  of  Chest 
Physicians,  112  East  Chestnut  Street,  Chicago, 
Illinois  60611. 

Pamphlet  on  drugs 

The  Food  and  Drug  Administration  has  issued 
a new  pamphlet  on  Facts  for  Consumers — F.D.A. 
Approval  of  New  Drugs.  It  is  available  for  15 
cents  from  the  Superintendent  of  Documents, 
Washington  25,  D.C. 

The  pamphlet  tells  about  the  tests  the  manu- 
facturer must  make  and  the  information  he 
must  submit  to  F.D.A.  to  get  a clearance  to 
market  a new  drug.  It  describes  the  proce- 
dures required  to  assure  that  experimental 
drugs  can  safely  be  tried  on  human  beings. 
It  also  tells  how  the  law  operates  when  new  side- 
effects  are  discovered  after  a drug  gets  on  the 
market. 

Research  grants 

Applications  for  research  grants  awarded  by  the 
American  Thoracic  Society,  medical  section 
of  the  National  Tuberculosis  Association, 
will  be  received  between  now  and  December  15. 
Grants  will  be  awarded  for  medical  and  social 
research  in  the  field  of  respiratory  diseases, 
including  tuberculosis,  for  the  year  beginning 
July  1,  1964.  For  further  information  and 
forms,  contact  Division  of  Research  and 
Statistics,  American  Thoracic  Society,  1790 
Broadway,  New  York  19,  New  York. 

Pediatric  residency  fellowships 

Wyeth  Laboratories  has  announced  that 
applications  are  now  being  accepted  for  its 
seventh  program  of  pediatric  residency  fellow- 
ships. 

Eligible  to  apply  are  interns  and  young  physi- 
cians who  would  find  it  difficult  or  impossible 

continued  on  page  2760 
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BALANCED  THERAPY  FOR  C H 0 LESTE  R 0 L- PH  OS  PH  0 LI  PI  D IMBALANCE. 


IN  ATHEROSCLEROSIS,  OTOSCLEROSIS,  VITREOUS  OPACITIES,  LIVER  DISORDERS 

Extensive  clinical  experience  using  Lipozyme  and  Betazyme*  has  demonstrated  the  superior  response 
of  patients  with  degenerative  diseases  to  the  balanced  therapeutic  approach  provided  by  these  two 
enzyme  preparations.  Administered  concurrently,  they  act  effectively  to  reverse  the  biochemical  im- 
balance, in  which  hypercholesterolemia  is  induced  by  disturbed  cholesterol-phospholipid  metabolism.'  *’^ 


LIPOZYME  TABLETS 

Lipozyme  Tablets  supply  correctly  bal- 
anced proportions  o£  lipotropic  factors: 
choline,  methionine,  and  inositol  (approx- 
imately one  gram  total  per  tablet),  to 
reduce  the  cholesterol  levels  of  the  blood. 


BETAZYME  TABLETS 

Betazyme  Tablets  supply  balanced 
amounts  of  oxytropic  factors ; all  the  B vita- 
mins, cocarboxylase,  yeast  enzymatic  hydro- 
lysate, divalent  minerals  and  amino  acids, 
to  promote  cellular  oxidation  processes. 


DOSAGE:  One  tablet  of  each  t.i.d.,  after  meals.  SUPPLIED:  Bottles  of  100  tablets 


Samples  and  Professional  Information  on  Request 


BARROWS  BIOCHEMICAL  PRODUCTS  CORP. 


BARROWS 


INWOOD,  LONG  ISLAND,  NEW  YORK 


Biochemlcats  • Manufacturing  Chemists  • Pharmaceuticals. 


I.  Eggers,  H.:  "Lipotropic  sub- 
stances for  the  absorption  of 
vitreous  opacities."  New  York  St. 

J.  Med.  51:2255.  1951. 


•REFERENCES 

2.  Kopetiky,  S.  J.:  "Reversal  of 
the  biochemical  processes  in 
cases  of  cochlear  and  vestibular 
dysfunction."  J.  Int.  Coll.  Surg. 
13:139.  1950. 


3.  Tuttle.  E.:  "Methods  of  the 
early  determination  of  athero- 
sclerosis and  preventive  meas- 
ures." J.  Ins.  Med.  5:4.  1950. 
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bound  volumes.  Pick  up  and  deliver.  Contact  De  Ray 
Bookbinding  Corp.,  28  East  22nd  St.,  New  York  10. 
CA  8-5330. 
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THE  ALKALOL  COMPANY 
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for  lower  costs  to  your  patients 

Meprobamate  Tablets 

400  mg.  U.S.P. 

Quality  controlled  by  West-ward 

Literature  available  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 
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A I special  | margarine 
for  the  atherosclerosis  diet 


The  latest  report*  in  ihcJAMA  on  atherosclerosis 
diets  states,  “...it  appears  logical  to  attempt  to 
reduce  high  concentrations  of  cholesterol  and 
other  serum  lipids  as  an  experimental  therapeutic 
procedure.” 

Since  this  report  recognizes  table  spreads  as  an 
important  source  of  dietary  fat,  we  believe  that  it 
is  in  your  professional  interest  to  know  about  the 
fatty-acid  composition  of  Mrs.  Filbert’s  Corn  Oil 
Margarine. 

Mrs.  Filbert’s  Corn  Oil  Margarine  is  a special 
margarine*  * made  from  100%  corn  oil,  over  50% 
of  which  retains  its  liquid  characteristics. 


Because  of  its  high  linoleic  content,  its  ratio  of 
polyunsaturates  to  saturates  is  about  1 .7  to  1 . . . 
and  equals  the  highest  level  available  today  in  any 
corn  oil  margarine. 

Of  the  total  fatty  acid  content,  28%  is  cis-cis 
linoleic  acid. 

Moreover,  when  you  recommend  Mrs.  Filbert’s 
Corn  Oil  Margarine,  your  patient  is  assured  of 
receiving  unmatched  taste  and  flavor  satisfaction 
— an  important  consideration  in  promoting  ad 
herence  to  any  therapeutic  regimen. 

*AMA  Council  on  Foods  and  Nutrition:  The  Regulation  of 
Dietary  Fat,  JAMA  181:411-423  (August  4,  1962). 

•*AMA  Council  on  Foods  and  Nutrition:  Composition  of 
Certain  Margarines, //4M/4  179:719  (March  3,  1962). 


Made  from  100%  corn  oil  with  liquid  corn  oil  as  its  major  ingredient 

For  additional  information— including  detailed  listings  of  component  characteristics— please  write  to  us. 

J.  H.  FILBERT,  Inc. 

BALTIMORE  29,  MARYLAND 
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to  finance  the  two-year  postgraduate  training 
required  for  Board  certification. 

Each  Wyeth  fellowship  provides  $4,800  for 
the  two-year  period.  Monthly  allowances  are 
made  directly  to  recipients,  in  addition  to  the 
stipends  normally  paid  residents  by  the  insti- 
tutions where  they  are  in  training.  Fellows 
are  free  to  choose  their  place  of  residency  from 
among  institutions  accredited  by  the  A.M.A.’s 
Residency  Review  Committee  of  the  Council 
on  Medical  Education  and  Hospitals,  the 
American  Board  of  Pediatrics,  and  the  Ameri- 
can Academy  of  Pediatrics. 

Applicants  must  be  citizens  of  the  United 
States  or  Canada,  and  awards  are  limited  to 
interns,  young  physicians  who  have  recently 
completed  internships,  physicians  coming  out 
of  the  armed  services  or  U.S.  Public  Health 
Service,  or  to  research  Fellows. 

Inquiries  concerning  the  program  should  be 
directed  to  Philip  S.  Barba,  M.D.,  University 
of  Pennsylvania  School  of  Medicine,  Phila- 
delphia 4,  Pennsylvania. 

American  Institute  for  Psychoanalysis 

An  intensive  ten-session  course,  in  two  sec- 
tions, will  be  given  by  the  American  Institute 
for  Psychoanalysis  at  the  Karen  Homey  Clinic 
Building,  329  East  62nd  Street,  New  York  21, 
New  York.  Sessions  will  be  held  on  Mondays 
at  8:30  p.m.  beginning  September  30,  and 
Wednesdays  at  8:30  p.m.  beginning  October  2. 

The  course  is  designed  to  present  the  general 
practitioner  with  those  fundamentals  of  theory 
and  practice  which  he  requires  for  the  diagnosis, 
treatment,  and  referral  of  psychiatric  problems 
he  meets  in  his  practice.  The  major  emphasis 
in  the  course  is  on  practical  clinical  applica- 
tion. Instructors  will  illustrate  fundamental 
concepts  with  clinical  material  from  their  own 
experience. 

The  course  is  supported  by  a grant  from  the 
National  Institute  of  Mental  Health  and  is 
open  to  physicians  in  practice  without  fee. 

Application  should  be  made  to  Harold  Kel- 
man,  M.D.,  Dean,  American  Institute  for 
Psychoanalysis,  329  East  62nd  Street,  New 
York  21,  New  York. 

Lilienthal  lectures 

A series  of  lectures  dedicated  to  the  memory 
of  Howard  Lilienthal,  M.D.,  a pioneer  in  the 
field  of  thoracic  surgery,  will  be  given  by  the 
Division  of  Cardio-Thoracic  Surgery  of  The 
Mount  Sinai  Hospital,  New  York  City. 

On  November  16,  Frank  Gollan,  M.D., 
chief,  Radio-Isotope  Service,  Veterans  Ad- 
ministration Hospital,  Coral  Gables,  Florida, 
and  assistant  professor  of  medicine.  University 
of  Miami  School  of  Medicine,  wHl  speak  on 
“New  Trends  in  Extracorporeal  Circulation.” 
On  December  14,  Philip  Samet,  M.D.,  chief. 
Cardiopulmonary  Laboratory,  Mount  Sinai 
Hospital,  Miami  Beach,  Florida,  and  associate 
professor  of  medicine  and  physiology  at  the 


University  of  Miami  School  of  Medicine,  wiQ 
discuss  “Hemodynamic  Studies  in  Cardiac 
Pacing.” 

Lectures  wlU  be  held  in  the  fifth-floor  clinical 
amphitheatre  of  the  hospital  from  9:00  a.m. 
to  10:15  A.M. 

Laryngology  and  bronchoesophagology 
course 

The  Department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine,  will 
conduct  a postgraduate  course  in  laryngology 
and  bronchoesophagology  from  March  16 
through  28,  1964,  under  the  direction  of  Paul 
H.  Holinger,  M.D. 

Registration  will  be  limited  to  fifteen  phy- 
sicians who  will  receive  instruction  by  means  of 
animal  demonstrations  and  practice  in  bron- 
choscopy and  esophagoscopy,  diagnostic  and 
surgical  clinics,  as  well  as  didactic  lectures. 

Interested  registrants  should  write  directly 
to  the  Department  of  Otolaryngology,  Uni- 
versity of  lUinois  College  of  Medicine,  1853 
West  Polk  Street,  Chicago  12,  Illinois. 

Alcoholism  clinic  opened 

A State-supported  alcoholism  clinic  for 
Westchester  County  has  been  opened  in 
Yonkers.  Carlos  Carrillo,  M.D.,  a psychia- 
trist on  the  staff  of  the  Westchester  Community 
Mental  Health  Services,  wfil  manage  the  clinic 
with  the  aid  of  four  assistants. 

The  State  wfil  pay  the  $59,775-a-year  operat- 
ing cost.  Fees  will  be  adjusted  according  to 
income. 

A survey  has  showed  that  Westchester 
County  has  more  than  20,000  persons  with 
acute  alcoholism,  5,000  of  whom  have  major 
mental  and  health  problems  because  of  drinking. 
The  survey  also  showed  that  many  of  these 
persons  are  in  the  upper  income  bracket. 

Personalities 

Elected.  Joseph  G.  Benton,  M.D.,  chairman 
of  the  Department  of  Rehabilitation  Medicine, 
State  University  of  New  York,  New  York  City, 
as  secretary;  and  Edward  W.  Lowman,  pro- 
fessor of  physical  medicine  and  rehabilitation. 
New  York  University  School  of  Medicine,  New 
York  City,  as  second  vice-president  of  the  Con- 
gress of  Physical  Medicine  and  Rehabilitation  at 
that  group’s  41st  annual  meeting  in  Texas  in 
August.  . . Morton  Hoberman,  M.D.,  chief  of 
rehabilitation  services,  New  York  State  Re- 
habilitation Hospital,  West  Haverstraw,  as 
president  of  the  American  Academy  of  Physical 
Medicine  and  Rehabilitation  at  the  Academy’s 
25th  annual  meeting ...  George  R.  Krupp, 
M.D.,  Rockville  Centre,  as  president;  Lionel 
H.  Blackman,  M.D.,  New  Hyde  Park,  as 
president-elect;  Jay  Stanton,  M.D.,  Great 
Neck,  as  secretary;  and  Arthur  M.  Sternberg, 
M.D.,  Rockville  Centre,  as  treasurer  of  The 
Nassau  Neuropsychiatric  Society ...  Leo  Woll- 
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added  capabilities  in  a cardiograph . . .with  the  Sanborn  "100  Viso" 

All  electrocardiographs  produce  a graphic 
record  to  aid  you  in  your  diagnosis,  but 
the  Sanborn  "100  Viso”  and  its  mobile 
"lOOM”  version  add  two  significant  capa- 
bilities to  this  basic  ECG  function:  com-  . *; 

plexes  can  be  "expanded”  in  time  by  running  the  chart  at  50  mm/sec.  instead  of 
25  mm/sec.,  and  amplitude  or  height  of  the  tracing  can  be  adjusted  to  suit  the  leads 
being  recorded  (sensitivity  can  be  set  at  normal,  one-half  normal  or  twice  the  normal 
value).  Provision  is  also  made  for  connecting  a scope  for  signal  display,  and  for  record- 
ing other  physiologic  phenomena. 

Coupled  with  world-famous  Sanborn  cardiograph  dependability,  precision  and  locally- 
available  supplies  — and  the  exclusive  15-Day  No-Obligation  Trial  Plan  — these  100 
and  lOOM  Viso-Cardiette  advantages  can  make  a significant  difference  in  ECG  value 
to  you.  Your  nearby  Sanborn  man  can  provide  full  details,  or  write  the  main  office. 

SANBORN  COMPANY 

Medical  Division,  Waltham  54,  Mass. 

New  York  Branch  Office  1841  Broadway 
Circle  7-5794  and  7-5795 

Rochester  Branch  Office  528  Mt.  Hope  Ave.,  Browning  1-2005 
Buffalo  Resident  Representative  284  Delaware  Ave.,  TL  6-4850 


2761 


continued  from  page  2760 

man,  M.D.,  Brooklyn,  secretary-treasurer  of 
the  National  Association  on  Standard  Medical 
Vocabulary,  an  organization  with  a member- 
ship of  4,000. 

Appointed.  Samuel  P.  Aversano,  M.D., 
Rochester,  as  assistant  medical  director  of  St. 
Ann’s  Home  in  Rochester  . . .Charles  P.  Bailey, 
M.D.,  chairman  and  professor  of  surgery  at  New 
York  Medical  College  and  director  of  the  Bailey 
Thoracic  Clinic  in  Philadelphia,  as  director  of  the 
new  Department  of  Thoracic  and  Cardiovascu- 
lar Surgery  of  St.  Barnabas  Hospital  for  Chronic 
Diseases,  The  Bronx.  . .Colin  M.  MacLeod,  a 
microbiologist  at  the  New  York  University 
School  of  Medicine,  as  deputy  director  of  the 
White  House  Office  of  Science  and  Tech- 
nology, pending  confirmation  by  the  Senate. 

Awarded.  Arthur  S.  Abramson,  M.D.,  chair- 
man of  the  Department  of  Rehabilitation  Medi- 
cine at  Albert  Einstein  College  of  Medicine,  The 
Bronx,  President  Kennedy’s  Citation  for  Meri- 
torious Service  in  New  York  State  “in  apprecia- 
tion for  exceptional  contributions  in  furthering 
the  employment  of  the  handicapped” . . Donald 
M.  Mandelbaum  and  George  Leslie  Miller, 


second-year  medical  students.  Fight  for  Sight 
fellowships  from  Burroughs  Wellcome  & Co.  to 
further  their  studies  at  New  York  University 
School  of  Medicine,  New  York  City,  and  the 
University  of  California  Medical  Center,  Los 
Angeles,  respectively. 

Speaker.  George  James,  M.D.,  Commissioner 
of  Health,  City  of  New  York,  at  the  seventh 
annual  Rose  S.  Liebowitz  Memorial  Lecture  on 
October  24  at  The  Long  Island  Jewish  Hospital, 
New  Hyde  Park,  on  “Cancer  of  the  Lung,  Our 
Leading  Epidemic  Disease.” 

Honored.  Gertrude  Rand,  M.D.,  New  York 
City,  a specialist  in  optics,  the  I.E.S.  Gold  Medal 
on  September  9,  the  highest  honor  of  the  Illu- 
minating Engineering  Society. 

New  Offices.  The  Mayo  Foundation,  Roches- 
ter, Minnesota,  announces  that  Frank  P.  Ali- 
candri,  M.D.,  resident  in  orthopedic  surgery, 
will  be  located  in  Brooklyn;  John  L.  McVey, 
M.D.,  resident  in  surgery,  will  be  in  Rochester; 
Robert  P.  Nirschl,  M.D.,  resident  in  orthopedic 
surgery,  will  be  on  Long  Island;  and  Donald  A. 
Peck,  M.D.,  resident  in  surgery,  will  be  in 
Jamaica. 
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Investment 

Advisory 

Service 

Providing  portfolio  super' 
vision  for  both  individual 
and  institutional  investors. 


Direct  inquiries  to 
Investment  Advisory 
Department 


CARL  M.  LOEB, 
RHOADES  8c  CO. 

Members  New  York  Stock  Exchange 
42  WALL  STREET,  N.  Y.  5 
375  Park  Avenue,  N.  Y.  22 


INTERVIEWS 

NEW  YORK  CITY-Nov.  15,  16,  18 

for  Psychiatrists, 
Internists,  General  Practitioners, 
Pediatricians 

who  are  interested  in  positions 
with  California  State  Mental 
Health,  Youth  Authority  and  Cor- 
rections programs.  Starting  sal- 
aries range  from  $13,332  to 
$17,028. 

Please  write  immediately: 
Mr.  William  F.  Webster 
State  Personnel  Board 
Sacramento,  California  95814 


‘'Herbert’s  on  a balanced  diet — a sandwich  in  each  hand.” 
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Hiinieer  nr  all  seasois 


There  is  no  season  for  cancer.  And  fighting  it  is  a year-round  job  for  the  American 
Cancer  Society  volunteer. 


Particularly  for  you,  doctor,  our  key  volunteer.  Your  thinking,  experience  and  guid- 
ance are  responsible  for  the  formulation  of  our  policies  and  programs ; your  knowl- 
edge and  skill  are  essential  to  their  execution.  And  so  you  serve  on  our  National, 
Division  and  Unit  boards.  Act  on  our  committees.  Talk  to  lay  audiences  at  our  film 
showings.  Help  evaluate  our  research  grants.  Advise  on  our  professional  publica- 
tions. Raise  funds.  Assess  our  program  materials.  The  list  goes  on  and  on. 

The  American  Cancer  Society  keeps  you  busy,  doctor.  We  depend  upon  you. 

We  hope  that  more  and  more  of  your  fellow  physicians  will  join  you  in 
working  with  us— all  year,  every  year  until  the  fight  against  cancer  is  won. 


AMERICAN  CANCER  SOCIETY 

THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER. 
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clear  the  tract  with  Robitussin 


When  fall  coughs  make  the  rounds  and  interfere  with 
work  and  play  schedules,  Robitussin  “clears  the  tract” 
safely.  Glyceryl  guaiacolate,  the  expectorant  agent,  in- 
creases respiratory  tract  fluid  (R.T.F.)  almost  200%.  In- 
creased R.T.F.  helps  flush  mucous  plugs  and  other  irri- 
tants from  the  bronchi  to  make  coughs  more  efficient.  In 
the  treatment  of  coughs  in  425  infants  and  children, 
Blanchard  and  Ford  found  that  Robitussin  “...passed 
all  criteria  for  clinical  usefulness  and  is  highly  recom- 
mended.”* After  more  than  thirteen  years  and  millions 
of  prescriptions,  no  serious  side  effects  have  been  re- 
ported from  Robitussin.  Acceptance  by  infants  and  older 
children  has  been  outstanding. 

•Blanchard,  K.,  and  Ford,  R.  A.:  Clin.  Med.,  3:961,  1956. 


Robitussin®- each  5 cc.  tsp.  con- 
tains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol  3.5% 

Robitussin®  A-C  — Robitussin  with 
antihistamine  and  codeine 
Each  5 cc.  tsp.  contains: 

Glyceryl  guaiacolate  100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 

(exempt  narcotic) 

Alcohol  3.5% 


A.  H.  Robins  Company,  Incorporated  Richmond  20,  Virginia 


it’s  a long  walk  from  gate  6... 


It’s  a long  walk  from  almost  anywhere  for  anyone  suffering 
the  excruciating,  itching  discomfort  of  pruritus  vulvae. 
ARISTOCORT  Triamcinolone  Acetonide  Cream  is 
highly  active  against  the  embarrassing  and  intolerable 
irritation  of  pruritus  ani  and  vulvae.  Sparing  application 
to  the  affected  area— 3 to  4 times  daily— usually 
provides  rapid  relief.  And  when  excoriation  of  the  area 
has  led  to  infection,  the  choice  of  NEO-ARISTOCORT 
Neomycin  Sulfate-Triamcinolone  Acetonide  will 
assure  activity  against  a wide  range  of  skin  pathogens. 

A possible  side  effect  may  be  local  skin  sensitization 
due  to  neomycin.  Contraindications  (both  forms) : 
tuberculosis  of  the  skin,  herpes  simplex,  and 
chicken  pox.  Prescribe  tubes  of  5 or  15  Gm. 

Iso  available  in  V2  lb.  jars. 


0 


s TOPICAL  CREAM  0.1% 
i AND  OINTMENT  0.1% 


riamcinolone  Acetonide 


CREAM  0.1%  AND 
OINTMENT  0.1% 


eomycin  Sulfate  (0.5%)  — Triamcinolone  Acetonide  (0.1%) 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


to  duplicate 


' - 


7’-  -^w 


It  is  unlawful 


This  is  the  key  that  opens  the  box  that 
contains  the  labels.  Only  authorized  super- 
visory personnel  have  the  key  to  transfer 
labels  from  the  "lockup  box”  to  the  label- 
ing machine.  ■ These  responsible  Lilly 
employees  regard  labels  as  serious  business. 
To  make  certain  that  the  right  label  ap- 
pears on  each  container,  all  labels  are  kept 
under  lock  and  key  until  needed  on  the 
finishing  line.  Only  the  quantity  needed 


to  finish  the  lot  is  dispensed.  When  tran 
ferred  to  the  finishing  belt,  the  appropria 
number  of  labels  is  placed  in  the  labelii 
machine.  Excess  labels  are  put  in  tl 
lockup  box  until  needed.  At  night,  tl 
supervisor  returns  unused  labels  to  tl 
box  lest  some  get  lost  or  misplaced.  ■ Tf 
is  just  one  more  precaution  in  an  endk 
list  of  rules  that  contribute  immeasurab 
to  the  quality  of  the  finished  produ( 


Eli  Lilly  and  Company 


Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


Divergence  in  means  not  aims 

It  is  a truism  that  aU  members  of  the  medi- 
cal profession  are  agreed  that  the  best  in 
medical  care  must  be  made  available  to  all. 
Starting  with  this  premise,  it  behooves  us  to 
weigh  and  measure  carefully  and  dispas- 
sionately all  the  means  that  have  been  pro- 
posed to  attain  this  end. 

The  competence  of  the  profession  and  the 
perfection  of  the  tools  in  its  hands  are  at  their 
highest  state  in  the  long  history  of  medicine. 
The  method  of  getting  this  skill  to  aU  the 
people  is  seriously  imder  question.  Aside 
from  some  areas  of  maldistribution  of  medi- 
cal persormel  and  hospital  facilities,  chiefly 
rural,  the  root  problem  is  economic.  The 
over-all  cost  of  good  medical  care  is  high — 
so  high  that  many  are  priced  out. 

No  one,  either  in  the  profession  or  outside 
of  it,  is  of  a mind  to  permit  this  to  happen. 


Thus  two  philosophies  emerge:  one,  the  use 
of  the  insurance  principle  privately  applied 
and  two,  taxation  generally  applied. 

We  are  privileged  to  present  in  this  issue 
companion  articles  showing  these  divergent 
philosophies.  On  the  one  side,  CaldweU  B. 
Esselstyn,  M.D.,  chief  of  the  Rip  Van 
Winkle  Clinic,  has  written  on  “The  Role 
of  Government  in  Health  and  Medical  Care.” 
On  the  other,  Louis  H.  Bauer,  M.D.,  for- 
mer president  of  the  American  Medical  As- 
sociation, has  written  on  the  question, 
“Should  There  Be  More  or  Less  Govern- 
ment in  Medical  Care?” 

Private  enterprise  has  furnished  the  sinews 
of  this  nation  for  one  hundred  eighty-seven 
years.  It  is  not  reasonable  to  think  that  at 
this  juncture  it  cannot  solve  the  problem  of 
providing  good  medical  care  for  aU. 


Dangers  of  the  verbal  prescription 


Drug  orders  are  best  communicated  di- 
rectly from  the  physician  to  the  pharmacist 
by  telephone  or  preferably  in  writing. 
The  findings  of  a recent  national  survey  con- 
ducted among  pharmacists  by  the  publica- 
tion American  Professional  Pharmacist,  as 
reported  by  its  editor,  Irving  Rubin,  Ph.G., 
lists  six  reasons  why  verbal  prescriptions 
given  directly  to  the  patient  are  generally 
not  advisable. 

1.  With  respect  to  verbal  drug  informa- 
tion, among  the  problems  encoimtered  are 
drugs  with  names  that  sound  ahke.  For 
example,  when  given  the  name  of  the  drug, 
the  patient,  when  relaying  it,  too  often 
misspells  or  mispronoimces  it.  As  a result, 
the  patient  can  actually  take  the  wrong  med- 
icine or,  more  frequently,  may  not  obtain 
it  at  aU,  because  the  pharmacist  cannot 
interpret  the  request. 

2.  Drugs  are  available  in  several  forms 
and  strengths.  Although  the  patient  may 
have  the  correct  name  of  the  drug,  he  may 


not  remember  the  form  or  the  strength.  As 
a result,  because  he  is  too  embarrassed  to 
phone  the  physician  again,  he  may  not  even 
obtain  the  medication. 

3.  Very  often,  a patient  will  forget  the 
dosage  a physician  prescribed  for  him  ver- 
bally. He  will  not  remember,  for  example, 
whether  he  should  take  the  medicine  be- 
fore meals  or  after  meals  or  whether  he 
should  take  it  every  three  hours  or  three 
times  a day. 

4.  In  cases  where  the  patient  correctly 
records  or  remembers  the  name  of  the  drug, 
it  may  turn  out  to  be  a “prescription  only” 
drug.  The  patient  may  then  feel  hostility 
toward  the  physician  and  the  pharmacist 
because  getting  a prescription  means  delay 
and  inconvenience. 

5.  When  the  patient  knows  the  name  of  a 
drug  that  was  prescribed  for  him,  he  might, 
as  a special  “favor”  to  a friend,  suggest  that 
the  friend  take  the  medicine  for  a “similar 
condition.”  This  potentially  dangerous,  pa- 
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tient-to-patient  “diagnosis”  is  unlikely  to 
occur  if  the  prescription  is  written. 

6.  A prescription  given  oraUy  to  a patient 
eliminates  an  exact  written  record,  filed 
at  the  pharmacy,  stating  what  medicine 
was  actually  prescribed.  This  record  is 
important — it  might  even  protect  the  phy- 
sician against  a malpractice  suit. 

From  these  six  reasons  it  appears  clear 
that  written  prescriptions  are  in  the  best 
interest  both  of  the  pubhc  and  the  physician. 
Aside  from  preventing  errors,  a written  pre- 
scription will  generally  avoid  any  delay  in 
getting  the  proper  medication  to  the  proper 
patient  at  the  proper  time.  When  medica- 

Women  in  medicine 

In  attempting  to  maintain  a reservoir  of 
weU-qualified  medical  school  applicants, 
the  availability  and  quaUfications  of  the 
distaff  side  should  not  be  overlooked.  The 
Association  of  American  Medical  Colleges 
has  recently  published  some  interesting  data 
on  this  subject. 

Medical  College  Admission  Test  scores 
show  that  women  applicants  score  signifi- 
cantly higher  in  verbal  ability  than  their 
male  counterparts  but  also  relatively  lower 
in  quantitative  abihty  and  science  achieve- 
ment. This  holds  true  in  the  general  popu- 
lation as  weU. 

Over  the  past  thirty  years  the  percentage 
of  women  entering  medical  schools  compared 
to  the  total  enrollment  has  risen  from  4.5 
to  8.5.  While  the  number  of  male  appli- 
cants has  remained  remarkably  steady  ex- 
cept for  a period  immediately  after  the  war 


tion  is  prescribed  following  a telephone  call 
or  during  an  office  visit  or  house  call,  a 
written  prescription  should  be  provided. 
If  this  is  inconvenient  or  impossible,  it  would 
be  best  for  the  physician  to  say  to  the  pa- 
tient: “What  is  the  phone  number  of  your 
pharmacist?  I will  phone  a prescription  to 
him”;  or  “Please  ask  him  to  phone  me.” 
“Send  me  a memo,”  a common  request  in 
business  practice,  is  based  on  sound  admin- 
istrative procedure.  This  form  of  communi- 
cation is  just  as  important  in  the  conduct  of 
the  exacting  business  of  medical  care.  It 
adds  the  element  of  precision  so  necessary 
to  the  modern  practice  of  medicine. 


years,  the  number  of  female  applicants  has 
gradually  increased.  In  1929  there  were 
13,174  male  and  481  female  apphcants.  In 
1961  there  were  13,215  male  and  1,166  fe- 
male apphcants.  While  women  have  earned 
35  per  cent  of  the  bachelors’  degrees  awarded 
over  the  past  nine  years,  the  number  of 
medical  degrees  awarded  to  them  in  the 
same  period  has  remained  fairly  constant  at 
5 per  cent  of  the  total  medical  degrees 
granted.  By  comparison,  12  per  cent  of  all 
medical  school  graduates  in  Canada  and 
24  per  cent  in  Great  Britain  are  women. 

The  over-all  woman  medical  graduate 
figure  of  5 per  cent  is  much  too  low  for  our 
manpower  needs.  We  hope  that  the  rising 
trend  of  women  medical  school  apphcants, 
which  rose  from  1,044  in  1960  to  1,166  in 
1961,  wih  continue  and  that  many  more  will 
join  the  ranks  in  the  years  to  come. 
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Announcement  1963  District  Branch  Meetings 


Branch 


First 


Second 


Third 

AND 

Fourth 


Fifth 

AND 

Sixth 


Seventh 


Eighth 


Ninth 


Date 


Monday,  May  13 


Friday,  Saturday,  Sunday, 
September  6,  7,  8 


Thursday,  October  10 

Friday,  Saturday,  Simday, 
September  13,  14,  15 

Thursday,  Friday,  Saturday, 
Sunday,  October  3,  4,  5,  6 

Saturday,  October  5 
Monday,  May  13 


Place 


Statler  Hilton, 
New  York  City 


Montauk  Manor, 
Montauk  Point, 
New  York 


Sterling-Winthrop 
Research  Institute, 
Rensselaer,  New  York 


Whiteface  Inn, 

Lake  Placid,  New  York 


Grossinger’s, 

Grossinger,  New  York 


Parkway  Inn, 
Niagara  Falls, 
New  York 


Statler  Hilton, 
New  York  City 
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To  control  diarrhea  ...promptly 


prescribe  LOMOTIi:  promptly 

Each  tablet  and  each  5 cc.  of  liquid  contains:  2.5  mg. 
of  diphenoxylate  hydrochloride  (Warning:  may  be 
habit  forming)  and  0.025  mg.  of  atropine  sulfate 


Ihe  direct,  well-localized  activity  of  Lomotil 
relieves  spasm  and  cramping  and  provides 
prompt  symptomatic  control  of  virtually  all 
diarrheas. 

Numerous  investigators  have  remarked  on 
the  effectiveness  of  Lomotil  in  patients  with 
diarrhea  uncontrolled  by  other  agents. 

Weingarten  and  his  associates^  found  it  “an 
excellent  drug  . . . efficacious  where  other 
drugs  have  faded. . . 

Hock^  obtained  “results  superior  to  prior 
medications  in  68.3  per  cent  of  41  patients.” 

Since  Lomotd  controls  diarrhea  so  consist- 
ently, it  is  only  rational  to  prescribe  Lomotd 
before  other  agents  have  a chance  to  prove  in- 
adequate. To  control  diarrhea  promptly,  pre- 
scribe Lomotil  promptly. 

Lomotil  is  an  exempt  narcotic,  its  abuse 


liabdity  being  comparable  to  that  of  codeine. 
Recommended  dosages  should  not  be  ex- 
ceeded. Side  effects  are  relatively  uncommon 
but  among  those  reported  are  gastrointestinal 
irritation,  sedation,  dizziness,  cutaneous  man- 
ifestations, restlessness  and  insomrda.  Lomotil 
should  be  used  with  caution  in  patients  with 
impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotd  is 
brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate;  the  subtherapeutic  amount 
of  the  latter  is  added  to  discourage  deliberate 
overdosage. 

1.  Weingarten,  B.;  Weiss,  J.,  ond  Simon,  M.:  A Cllnicol  Evoluaflon 
of  a New  Antidiarrhea!  Agent,  Amer.  J.  Gastrocnt.  35:628-633  (June) 
1961.  2.  Hock,  C.  W.;  Relief  of  Diarrhea  with  Diphenoxylate  Hydro- 
chloride (Lomotil),  J.  Med.  Ass.  Georgia  50:485-488  (Oct.)  1961. 

e.  D.  SEARLE  & co. 

Research  in  the  Service  of  Medicine 
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for  fast  and  long- lasting  cough  control 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  . . 5 mg.  ) 

(Warning:  May  be  habit-forming)  / 6.5  mg. 

Homatropine  methylbromide  1.5  mg.  ) 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride  ....  10  mg. 

Ammonium  chloride  ......  60  mg. 

Sodium  citrate 85  mg. 


in  a highly  palatable,  cherry-flavored  vehicle 
(methylparaben  0.13%  and  propylparaben  0.02% 
as  preservatives) 

INDICATIONS:  For  both  productive  and  nonpro- 
ductive cough.  For  relief  of  symptoms  in  trache- 
itis, bronchitis,  pneumonia,  pharyngitis,  bronchial 
asthma,  pertussis,  and  allied  conditions;  cough 


associated  with  allergy;  in  general,  whenever 
cough  medication  is  indicated. 

DOSAGE:  Average  adult  dose— 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6 to  12 
years,  Vi  teaspoonful;  3 to  6 years,  Vi  teaspoon- 
ful; 1 to  3 years,  10  drops;  6 months  to  1 year, 
5 drops;  after  meals  and  at  bedtime.  On  oral 
Rx  where  state  laws  permit.  U.S.  Pat.  2,630,400. 

CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  HCI 
and  in  patients  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arterio- 
sclerosis. In  these  patients  use  should  not  ex- 
ceed three  days.  Hycomine  Syrup  is  generally  well 
tolerated  but  in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur.  May  be  habit-forming. 


Literature  on  request 

ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


Scientific  Articles 


Hyperbaric  Oxygen  and 
Current  Medical 
Uses  of  Oxygen 


The  administration  of  100  per  cent  oxygen 
under  two  to  three  times  the  normal  atmos- 
pheric pressure  has  proved  lifesaving  in 
cases  of  carbon  monoxide  poisoning.  Animal 
and  clinical  studies  have  indicated  its  great 
potential  in  acute  coronary  thrombosis, 
hemorrhagic  shock,  cerebral  thrombosis,  oc- 
clusion of  severing  of  the  arteries  of  the  ex- 
tremities, gas  gangrene,  tetanus,  and  as 
supportive  therapy  during  cardiac  surgery. 
Immediate  oxygen  administration  is  es- 
sential; portable  oxygen  cylinders  are  now 
available  for  the  physician's  car  or  office,  and 
some  patients  with  coronary  disease  or  pul- 
monary emphysema,  following  medical  in- 
struction, have  equipped  themselves  with 
oxygen  for  home  use. 


ALVAN  L.  BARACH,  M.D. 

New  York  City 

Consultant  in  Medicine, 
Presbyterian  Hospital 


T HE  ADMINISTRATION  of  oxygen  under  2 to 
3 atmospheres  has  been  shown  to  be  effective 
in  coimteracting  the  hypoxia  induced  by 
such  poisons  as  carbon  monoxide*  and  cy- 
anide.^ In  experimental  studies  on  dogs 
and  human  subjects  and  in  the  clinical 
treatment  of  carbon  monoxide  poisoning,  a 
reduction  in  CO  concentration  of  the  blood 
and  recovery  of  consciousness  took  place 
rapidly  as  a specific  effect  of  hyperbaric 
oxygen.*”*®  Over  30  patients  considered 
moribund  on  admission  as  a result  of  inhal- 
ing coal  gas  fumes  were  treated  success- 
fully, without  residual  electrocardiographic 
changes  or  signs  of  mental  deterioration.*  ® 
The  pressure  chambers  developed  to 
enhance  the  efficiency  of  radiotherapy  in  the 
treatment  of  cancer  *‘‘~*®  stimulated  their 
use  in  acute  coronary  occlusion,**  ~®*  vascular 
coUapse,®*  hemorrhagic  shock, ®®~®*  occlusion 
of  the  cerebral  circulation  and  occlusive  dis- 
ease of  the  extremities,  tetanus  and 
anaerobic  infections,  ^*“^^  and  as  supportive 
therapy  counteracting  hypoxia  in  surgery  of 
the  heart.  ^®”®*  Studies  from  the  University 
of  Amsterdam  and  the  Western  'Infirmary 
in  Glasgow  have  employed  3 and  2 atmos- 
pheres of  nearly  100  per  cent  oxygen. 


Use  in  CO  poisoning 

In  the  case  of  CO  poisoning.  Pace,  Straj- 
man,  and  Walker**  treated  10  volunteers 
who  were  mildly  intoxicated  with  carbon 
monoxide  for  one  hour  at  2.5  atmospheres  of 
100  per  cent  oxygen;  the  dissolved  oxygen, 
calculated  at  4.5  volumes  per  cent,  was  ade- 
quate to  eliminate  carbon  monoxide.** 
Smith  and  his  colleagues*  ■ ® found  that  the 
carboxyhemoglobin  in  severe  clinical  cases 
was  reduced  to  zero  in  thirty  to  sixty  minutes 
at  2 atmospheres  of  100  per  cent  oxygen. 

It  is  interesting  that  these  studies  empha- 
size the  value  of  early  administration  of 
oxygen  at  1 atmosphere.  For  example,  in 
the  treatment  of  CO  poisoning,  100  per  cent 
oxygen  provides  2 cc.  of  oxygen  per  100  cc. 
of  blood;  a pressure  chamber  at  2 atmos- 
pheres provides  4 cc.  and  at  3 atmospheres, 
6 cc.  Moving  a patient  to  a hyperbaric 
chamber  is  important,  because  hypoxia  can 
be  terminated  in  one  hour.  By  the  same 
token,  100  per  cent  oxygen  as  soon  as  possi- 
ble is  indicated  by  the  present  mask  method. 

Use  in  cardiovascular  disease 

In  occlusion  of  the  coronary  artery  in  dogs 
hyperbaric  oxygen  results  in  a sharp  decrease. 
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in  ventricular  fibrillation  and  a resultant  in- 
crease in  survival  rate.^’  The  oxygen  pres- 
sure in  the  plasma  is  increased  tenfold  at  2 
atmospheres,  as  compared  with  fivefold  with 
100  per  cent  oxygen  at  1 atmosphere.  In 
50  dogs  subjected  to  interruption  of  the  left 
circumfiex  artery,  the  mortality  of  the  dogs 
was  decreased  50  to  60  per  cent  in  the  con- 
trols and  to  10  per  cent  in  the  treated  series. 
Electrocardiographic  findings  and  histologic 
evidence  indicated  that  more  cells  were 
maintained  in  a viable  state  in  the  ischemic 
myocardial  mass,  especially  in  the  boundary 
zone  between  the  viable  and  the  dead  cells. 
Patients  have  been  kept  at  2 atmospheres 
intermittently  for  from  one  to  three  days. 
However,  the  critical  value  of  oxygen 
therapy  in  acute  coronary  thrombosis  was 
observed  some  years  ago,  and  the  associated 
shock  was  seen  to  be  specifically  related  to 
lack  of  oxygen  and  was  abolished  when  oxy- 
gen was  substituted  for  air  in  a tent.®^ 

The  effect  of  hypoxia  on  the  production  of 
electrocardiographic  and  chnical  signs  of 
coronary  failure  is  well  known.  The  Utera- 
ture  on  this  subject  has  been  reviewed  in  re- 
ports of  my  colleagues  and  myself  in  which 
the  value  of  an  earher  application  of  portable 
oxygen  therapy  than  previously  used  seemed 
indicated,  namely,  at  the  onset  of  coronary 
insufficiency.  The  arterial  oxygen  pressure 
was  shown  to  be  more  than  doubled  by  the 
use  of  a pocket  oxygen  device  in  patients 
convalescing  from  coronary  thrombosis,  and 
the  induced  anginal  pain  and  electrocardio- 
graphic signs  of  exercise  were  prevented  by 
oxygen  inhalation  in  cases  of  known  coronary 
sclerosis.^® 

In  the  average  patient  with  previous 
coronary  occlusion  the  incidence  of  a second 
thrombosis  is  approximately  50  per  cent.  If 
an  intelligent  person  learned  to  administer 
oxygen  to  himself,  he  or  his  family  might  be 
prepared  to  deal  with  acute  serious  hypoxia. 
If  it  is  not  feasible  for  the  patient  to  start 
oxygen  at  the  onset  of  increasing  anginal 
pain,  the  physician  is  now  in  a position  to 
start  oxygen  therapy  on  first  seeing  the 
patient;  oxygen  therapy  need  not  be  de- 
ferred to  the  time  of  arrival  of  an  oxygen- 
equipped  ambulance  or  imtil  the  patient 
reaches  the  hospital.  HeUer®“  has  stated  that 
immediate  administration  of  oxygen  to 
patients  with  occlusion  and  peripheral  cir- 
culatory insufficiency  is  mandatory;  delay 
until  hospital  admission  is  no  longer  justified. 


Other  uses 

In  the  recent  Uterature  on  hemorrhagic 
shock,  experimental  studies  from  two 
laboratories  have  revealed  an  83  per  cent 
survival  of  dogs  treated  with  3 atmospheres 
of  hyperbaric  oxygen,  as  compared  with  26 
per  cent  control  survival.  Oxygen  at  1 atmos- 
phere has  already  been  shown  to  be  almost 
similarly  valuable  in  shock,  provided  it  is 
combined  with  measures  to  combat  acidosis, 
such  as  by  hyperventilation  or  chemical 
means.®^’®^ 

The  other  conditions  in  which  the  results 
of  hyperbaric  oxygen  support  the  early  and 
effective  use  of  oxygen  by  the  technics  now 
available  include  occlusion  of  the  cerebraP® 
and  peripheral  circulation,®’  gas  gan- 
grene,^’and  tetanus,  cyanide®  and  bar- 
biturate poisonings.  The  electroencephalo- 
graphic  changes  induced  in  dogs  by  occlusion 
of  both  common  carotid  and  vertebral  ar- 
teries at  the  root  of  the  neck  were  not  ob- 
served at  2 atmospheres  of  100  per  cent 
oxygen.  The  relevance  to  the  treatment  of 
cerebral  hemorrhage  and  thrombosis  by 
prompt  use  of  oxygen  is  evident.  The  use 
of  hyperbaric  chambers  as  operating  rooms 
to  decrease  hypoxia  in  cardiac  surgery, 
initiated  in  Holland, has  recently  been 
extended  to  this  country.®® 

Need  for  prompt  use 

The  value  of  time  in  the  onset  of  treatment 
of  hypoxia  has  been  recently  emphasized  in 
cases  of  cardiac  arrest  and  sudden  asphyxia; 
closed  chest  cardiac  massage  is  of  no  value 
imless  ventilation  of  the  lungs  is  maintained, 
since  damage  to  the  anoxic  brain  is  progres- 
sive in  four  to  eight  minutes.®®"®*  These 
observations  stress  the  importance  of  the 
physician  himself  having  high-pressure  oxy- 
gen cylinders  and  approved  regulators  in  his 
office  and  in  his  car  to  initiate  oxygen  therapy 
himself  for  approximately  one  hour  at  his 
first  visit.  Cylinders  containing  360  L.  are 
available  that  can  be  refilled  safely  and 
economically  in  the  physician’s  office.  Low- 
pressure  bottles  of  oxygen  sold  in  drugstores 
are  not  suitable  for  the  physician  and  pro- 
vide a false  sense  of  security  to  the  patient.®® 

The  variety  of  acute  hypoxic  disorders 
that  would  be  benefited  by  the  earhest  possi- 
ble initiation  of  oxygen  therapy  is,  in  fact, 
well  known.  However,  it  is  of  interest  that 
reliance  on  vasopressor  agents  to  combat 
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shock  may  lead  to  anoxic  and  ischemic 
necrosis  of  the  spleen,  liver,  and  intestines.’® 
Restoration  of  blood  volume  and  oxygen 
inhalation  are  indicated  as  early  as  possible. 

Use  in  pulmonary  disease 

A recent  advance  in  the  medical  use  of 
oxygen  is  its  inhalation  to  facilitate  graded 
exercise  in  breathless  subjects  with  pul- 
monary emphysema.  This  technic  was 
originally  advocated  for  the  development  of 
physical  fitness  and  increase  in  exercise 
capacity  in  patients  with  obstructive  pul- 
monary emphysema.®’  ®*’*”’®  Later,  it  was 
extended  to  treatment  of  ex-coal  miners  who 
suffered  from  severe  dyspnea  as  a result  of 
progressive  massive  fibrosis  of  the  Irnigs  or 
pneumoconiosis.”  ’*  In  this  country  the 
application  of  oxygen-supported  exercise  has 
been  repeatedly  recommended  for  breathless 
patients  with  chronic  pulmonary  emphy- 
sema, generally  combined  with  training  in 
diaphragmatic  breathing.’*”*®* 

Pulmonary  function  testing  has  over- 
powered the  management  of  pulmonary 
emphysema  in  many  clinics.  The  one- 
second  vital  capacity  test  does  not  reflect  the 
improvement  in  exertional  dyspnea  accom- 
plished by  the  physiologically  directed  thera- 
py that  has  been  described.  Measurements 
of  expiratory  velocity  simply  portray  bron- 
chial constriction  and  its  relief  when  bronch- 
ospasm  is  terminated.  Failure  to  find  sup- 
port for  subjective  benefit  by  these  tests  of 
respiratory  function  does  not  mean  that  the 
patient  is  not  benefited.  The  response  of 
lung  ventilation  is  generally  more  appro- 
priate, but  even  this  measurement  does  not, 
for  example,  explain  the  almost  universal 
relief  that  patients  with  diffuse  obstructive 
emphysema  obtain  when  they  bend  forward. 

The  routine  employment  of  intermittent 
positive  pressure  breathing  for  these  cases 
carmot  be  relied  on  as  a measure  of  re- 
habilitation. Although  in  common  use  as  a 
means  of  nebulizing  bronchodilator  aerosols, 
its  limitations  and  possible  iU-effects  are 
becoming  more  and  more  recognized.*®^  *®® 

The  advocates  of  hyperventilation  have  in 
some  instances  unfortunately  preferred  air  to 
oxygen  in  intermittent  positive  pressure 
breathing  therapy  for  the  treatment  of 
serious  hypoxic  states  in  pulmonary  em- 
physema. Apprehension  concerning  oxy- 
gen therapy  has  also  delayed  its  use  as  an 


adjutant  to  exercise.  However,  the  clinical 
and  physiologic  response  to  this  approach 
has  been  increasingly  validated  by  studies 
previously  reported,  as  well  as  by  those  now 
in  progress.  It  is  of  interest  that  exercise 
with  oxygen  at  2 atmospheres  results  in  a 
lowering  of  pulmonary  ventilation  similar 
to  that  induced  by  oxygen  at  1 atmosphere, 
but  the  acidemia  due  to  accumulation  of 
fixed  acids  is  reduced  toward  a normal 
level  by  hyperbaric  oxygen.*®®  Pressure 
breathing  with  oxygen  has  been  used  for 
many  years  as  a highly  effective  remedy  for 
acute  pulmonary  edema*®’”***  and  has  been 
used  more  recently  by  Miller  and  Sproule,*** 
with  intermittent  positive  pressure  in 
patients  with  pulmonary  edema  and  shock. 

In  patients  with  hypoventilation  resulting 
from  neurologic  or  chronic  pulmonary  condi- 
tions, ventilation  by  mask  or  through  a trach- 
eostomy has  been  effectively  provided***”***; 
uncompensated  respiratory  acidosis  has  been 
counteracted  by  hyperventilation.  How- 
ever, elimination  of  CO2  in  patients  adapted 
to  hypercapnea  has  not  been  followed  by 
clinical  benefit.  This  subject  has  been  re- 
viewed recently  in  a number  of  publica- 
tions.®*-’®'*®‘*’*®® 

The  beneficial  effects  of  exhaling  CO2  at  a 
high  partial  pressure  include  the  homeo- 
static mechanism  by  which  pulmonary 
ventilation  and  pulmonary  effort  are  re- 
duced. In  fact,  it  is  only  by  the  develop- 
ment of  increased  CO2  tensions  in  the  arterial 
blood  that  the  patient  can  take  advantage  of 
the  lowering  of  the  ventilation  provided  by 
continuous  oxygen  therapy.**® 

The  fear  that  oxygen  may  depress  ventila- 
tion unduly  was  based  on  the  abrupt  ad- 
ministration of  high  concentrations  of  oxy- 
gen. However,  the  suggestion  was  made  in 
1938  of  a graduated  program  of  increasing 
the  liter  flow  of  oxygen  prescribed  by  1 L. 
daily,**®  a regimen  that  permits  gradual  re- 
tention of  adequate  base  to  keep  the  pH 
from  falling  to  acidotic  levels,  thereby  pre- 
venting the  development  of  stuporous  states 
in  the  patient.  A bright,  conscious  person 
does  not  have  uncompensated  respiratory 
acidosis,  irrespective  of  the  presence  of  a 
CO2  tension  of  40,  80,  or  100  mm.  Hg;  this  is 
my  view  and  is  based  on  long  experience. 

This  review  of  medical  uses  of  oxygen  is 
admittedly  incomplete.  I have  attempted 
to  state  the  most  relevant,  the  newest,  and 
the  most  controversial  aspects  of  the  medical 
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FIGURE  1.  Immobilizing  lung  chamber.  There  is 
increased  atmospheric  pressure,  inhalation  of  100 
per  cent  oxygen,  and  lung  ventilation  through 
changes  in  gas  density,  providing  effective  therapy 
for  severe  hypoxia. *2“ 


FIGURE  3.  Off-and-on  switch  for  home  oxygen 
use.  Inspiratory  inhalation  of  oxygen  is  induced 
by  pressure  on  handle.  Miniature  switch  is  also 
available  to  prevent  loss  of  oxygen  through  cannula 
on  expiration. 


FIGURE  2.  Schematic  illustration  of  remote  con- 
trol of  oxygen  administration. 


uses  of  oxygen.  Because  of  the  recent  in- 
tense interest  in  hyperbaric  oxygen  I thought 
it  fitting  to  supply  extensive  references  on 
the  principles  and  the  clinical  significance 
of  this  development,  as  weU  as  on  the  current 
therapeutic  use  of  oxygen. 

An  early  type  of  pressure  chamber  in 
which  limg  ventilation  was  accomphshed 
through  a pressure  change  of  100  mm.  Hg  25 
times  a minute  is  illustrated  in  Figure 
With  the  addition  of  an  auxihary  receiving 
chamber,  inhalation  of  100  per  cent  oxygen, 
increased  pressure,  and  adequate  ventilation 
of  the  lungs  could  be  accomphshed.* 

There  are  a few  innovations  in  the  home 
use  of  oxygen,  including  remote  control  of 

* A chamber  has  been  constructed  by  Vickers  Research 
Ltd.,  in  which  resuscitation  is  accomplished  by  cycling  of 
pressure  at  3 atmospheres.  Thirty  infants  who  could  not  be 
resuscitated  by  other  methods  have  been  treated,  with 
success  in  10.*^ 


oxygen  administration  by  means  of  a 
solenoid  attached  to  a large  (244  or  110  cu. 
foot.)  oxygen  cy Under.  This  cylinder  may 
be  placed  in  a closet  and  connected  by 
rubber  tubing  to  a mask,  mouthpiece,  or 
cannula  at  a bedside  table  or  chair.  By 
pressing  a button  to  the  “on”  position,  the 
fiow  of  oxygen  begins;  a second  pressure 
turns  off  the  oxygen  supply.  The  cyUnder  is 
safely  and  inconspicuously  stored  away  from 
the  point  of  use,  as  seen  in  Figure  2.f 

Oxygen  is  also  saved  by  an  off-and-on 
switch  employed  in  the  walking  program  to 
provide  oxygen  on  inspiration  only  (Fig.  3).t 
In  patients  with  pulmonary  emphysema, 
expiration  may  consume  two  thirds  of  the 
respiratory  cycle,  and  considerable  waste  of 
oxygen  ordinarily  takes  place  during  con- 
tinuous flow  through  a nasal  cannula. 

A design  drawing  of  a hyperbaric  suite 
with  operating  room  and  recovery  rooms  is 
shown  in  Figure  4.  The  patient  breathes 
100  per  cent  oxygen  by  mask;  the  surgeon 
and  nurses  breathe  room  air,  imder  pressures 
between  2 and  3 atmospheres. 

Comment 

The  length  of  time  during  which  the  ap- 
plication of  hyperbaric  oxygen  can  be  ap- 
pUed  without  adverse  side-effects  is  crucial 
to  this  therapy.  It  now  appears  that  the 
onset  of  convulsions  as  a result  of  exposure  to 

t The  distribution  of  portable  oxygen  apparatus  is  through 
the  J.  H.  Emerson  Co.,  Cambridge,  Massachusetts.  The 
solenoid  and  ofif-and-on  switch  are  by  the  Inhalational 
Equipment  Co.,  New  York  City. 
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FIGURE  4.  Design  drawings  of  hyperbaric  rooms.  (A)  Hyperbaric  suite,  including  operating  room, 
three  recovery  rooms,  connecting  lock,  and  quick-operating  man  lock.  (B)  Hyperbaric  treatment 
room  or  animal  surgery  16  to  20  feet  long,  with  entrance  lock. 


oxygen  under  pressure  can  be  delayed  con- 
siderably by  hyperventilation.  Accumu- 
lation of  carbon  dioxide  results  from  the 
elimination  of  reduced  hemoglobin,  which 
plays  an  important  role  in  the  transport  of 
CO2  from  the  tissues  to  the  lungs.  This 
factor  and  other  physiologic  influences  in- 
volved in  hyperbaric  oxygenation,  as  well  as 
associated  imderwater  environmental  effects, 
have  been  recently  reviewed.  ***~*^^ 

In  a symposium  on  this  topic,*  the  value 
of  hyperbaric  oxygenation  was  reported  in 
massive  pulmonary  embolism,  the  principle 
being  the  successful  maintainance  of  cardio- 
respiratory function  until  pulmonary  em- 
bolectomy  could  be  carried  out.f  Addi- 
tional confirmatory  experimental  and  clini- 
cal data  were  presented  on  the  value  of 
hyperbaric  oxygen  therapy  at  2 atmos- 
pheres in  the  fields  of  diminished  cerebral 
blood  flow,  coronary  arterial  occlusion,  and 
arterial  insufficiency  in  limbs,  namely,  from 
trauma.**  Favorable,  life-preserving  ef- 
fects of  hyperbaric  oxygenation  in  hemor- 
rhagic shock  in  dogs  were  confirmed. ft 

The  use  of  oxygen  at  1 atmosphere  has 
been  stimulated  by  the  dramatic  nature  of 
the  results  of  hyperbaric  oxygenation.  The 
removal  of  CO2  by  hyperventilation  has 
already  been  shown  to  increase  the  survival 
rate  of  dogs  in  hemorrhagic  shock  treated  by 
100  per  cent  oxygen  without  increased  pres- 
sure.®**^ It  appears  to  be  quite  likely  that 
the  range  of  usefulness  of  hyperbaric  oxygen 
wiU  be  extended  by  similar  carbon  dioxide 

* Meeting  of  the  American  College  of  Chest  Physicians, 
Atlantic  City,  New  Jersey,  June  15, 1963. 

t Safer  Attar,  M.D.;  J.  O.  Just- Viera,  M.D.;  W.  G. 
Esmond,  M.D.;  A.  Crowley,  M.D.;  and  G.  H.  Yeager, 
M.D.;  University  of  Maryland,  Baltimore,  Maryland. 

**  George  Smith,  M.D.,  University  of  Aberdeen,  Scotland. 

tt  Ivan  W.  Brown,  M.D.,  F.  M.Mauney,  Jr.,  M.D., 
and  W.  W.  Smith,  Duke  University,  Durham,  North  Carolina. 


elimination,  which  wiU  diminish  the  con- 
vulsive effect. 

Summary 

The  medical  use  of  oxygen  has  been 
stimulated  by  the  development  of  adminis- 
tration of  100  per  cent  oxygen  under  two  to 
three  times  the  normal  atmospheric  pressure. 
During  the  past  eight  years  chambers  have 
been  constructed  for  experimental  and 
clinical  use  in  Holland,  England,  and,  re- 
cently, in  this  country. 

By  providing  oxygen  under  three  times 
the  ordinary  atmospheric  pressure,  the 
oxygen  physically  dissolved  in  the  blood  can 
make  up  for  almost  complete  loss  of  the 
hemoglobin.  In  carbon  monoxide  poisoning 
the  poisonous  gas  displacing  oxygen  from 
hemoglobin  can  be  eliminated  in  one  hour 
of  hyperbaric  oxygen,  an  example  of  its 
lifesaving  value  in  otherwise  fatal  cases. 

A variety  of  animal  and  clinical  studies 
have  indicated  the  possibly  crucial  value  of 
pressure  oxygen  chamber  therapy  in  acute 
coronary  thrombosis,  hemorrhagic  shock, 
cerebral  thrombosis,  occlusion  or  severing  of 
the  arteries  of  the  extremities,  gas  gangrene, 
tetanus,  and  as  supportive  therapy  during 
cardiac  surgery. 

The  results  reported  have  not  only  stimu- 
lated the  construction  of  chambers  for 
pressure  oxygen  therapy  in  this  country  but 
also  have  called  attention  to  the  vital  im- 
portance of  early  oxygen  administration  at 
home  or  on  the  way  to  the  hospital  instead  of 
delaying  treatment  until  admission.  If  it  is 
crucial  to  eliminate  carbon  monoxide  as 
soon  as  possible  by  pressure  oxygen,  it  is 
vital  to  initiate  treatment  with  oxygen  on 
the  ground  instantly,  before  any  transfer  to 
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such  a unit.  A similar  emphasis  is  relevant 
to  the  treatment  of  coronary  thrombosis 
with  insufficiency  of  the  circulation  and 
shock,  as  well  as  other  severe  hypoxic 
clinical  disorders. 

Portable  oxygen  cylinders  are  now  avail- 
able by  which  one  hour’s  supply  of  oxygen 
can  be  administered  from  an  approved  high 
pressure  regulator,  at  a flow  of  6 L.  per 
minute,  supplying  an  effective  oxygen  con- 
centration before  the  ambulance  arrives  for 
transport  to  the  hospital.  These  cylinders 
are  refiUable  safely  and  economically  in  the 
physician’s  office. 

Physicians  who  are  on  call  for  acute  cardio- 
respiratory emergencies  now  have  the  op- 
portunity to  supply  themselves  with  suitable 
equipment  and  learn  the  simple  technics  in- 
volved by  which  a possibly  lifesaving  pro- 
gram may  be  started  on  the  first  visit.  In 
addition,  some  patients  with  coronary  dis- 
ease and  others  with  pulmonary  emphysema 
have  equipped  themselves  with  oxygen  for 
home  use,  having  learned  to  use  high  pressure 
oxygen  apparatus. 

72  East  91st  Street,  New  York  28 


References 

1.  End,  E.,  and  Long,  C.  W.:  Oxygen  under  pressure 

in  carbon  monoxide  poisoning,  J.  Indust.  Hyg.  24:  302 
(1942). 

2.  Cope,  C.:  The  importance  of  oxygen  in  the  treat- 
ment of  cyanide  poisoning,  J.A.M.A.  176:  1061  (Mar.  25) 
1961. 

3.  Lawson,  D.  D.,  McAllister,  R.  A.,  and  Smith,  G.: 
The  effect  of  high  pressure  oxygen  in  experimented  acute 
carbon  monoxide  poisoning,  Scottish  Med.  J.  4:  327  (1959). 

4.  Lawson,  D.  D.,  McAllister,  R.  A.,  and  Smith,  G.: 
Treatment  of  acute  experimental  carbon-monoxide  poisoning 
with  oxygen  under  pressure.  Lancet  1:  800  (Apr.  15)  1961. 

5.  Douglas,  T.  A.,  et  al.:  Carbon-monoxide  poisoning. 
A comparison  between  the  efficiencies  of  oxygen  at  one 
atmosphere  pressure,  of  oxygen  at  two  atmospheres  pressure, 
and  of  5 percent  and  7 percent  carbon  dioxide  in  oxygen, 
ibid.l:  68  (Jan.  13)  1962. 

6.  Rapoport,  K.  M.:  The  effect  of  increased  partial 

pressure  of  oxygen  in  experimental  hyp>oxemia  induced  by 
carbon  monoxide  poisoning,  Pat.  Fiziol.  eksp.  Ter.  3:  27 
(1959)  (Russ.,  with  Eng.  summary). 

7.  Smith,  G.,  and  Sharp,  G.  R.:  Treatment  of  carbon- 
monoxide  poisoning  with  oxygen  under  pressure,  Lancet  2: 
905  (Oct.  22)  1960. 

8.  Smith,  G.,  Sharp,  G.  R.,  and  Ledingham,  I.  M.: 
Treatment  of  coal  gas  p>oisoning  in  humans  by  oxygen  under 
pressure,  Scottish  M.  J.  6:  339  (July)  1961. 

9.  Smith,  G.  et  al.:  Treatment  of  coal-gas  poisoning 
with  oxygen  at  2 atmospheres  pressure.  Lancet  1:  816 
(Apr.  21)  1962. 

10.  Levine,  S.:  Oxygen  in  the  therapy  of  cyanide 

poisoning,  J.A.M.A.  170:  1585  (1959), 

11.  Pace,  N.,  Strajman,  E.,  and  Walker,  E.  L.;  Ac- 
celeration of  carbon  monoxide  elimination  in  man  in  high 
pressure  oxygen,  Science  111:  652  (1950). 

12.  Boerema,  I.,  ci  a/.:  Life  without  blood.  (A  study  of 
the  influence  of  high  atmospheric  pressure  and  hypothermia 
on  dilution  of  the  blood),  J.  Cardiovas.  Surg.  1:  133  (Sept.) 
1960. 

13.  Editorial:  Pressurized  oxygen  for  carbon  monoxide 
poisoning,  J.A.M.A.  175:  254  (Jan.  21)  1961. 


14.  Churchill-Davidson,  I.,  Sanger,  C.,  and  Thomlin- 
son,  R.  H.:  High-pressure  oxygen  and  radiotherapy,  Lancet 
1:  1091  (1955). 

15.  Idem:  Oxygenation  in  radiotherapy:  technical 

application,  Brit.  J.  Radiol.  30:  406  (1957). 

16.  Churchill-Davidson,  I.,  ei  a/..‘  High  pressure  oxygen 
and  radiotherapy.  Conference  on  Tissue  Oxygen  Tension 
and  Radiotherapy,  University  of  Vermont,  Burlington. 
August  16, 1958. 

17.  Churchill-Davidson,  I.,  Foster,  C.  A.,  and  Thomlin- 
son,  R.  H.:  High-pressure  oxygen  and  radiotherapy,  Med. 
Wld.  (Lond.)  88:  125  (1958). 

18.  Churchill-Davidson,  I.:  Oxygen  effect  on  radio- 

sensitivity, Proceedings,  Conference  on  the  Radiotherapy  of 
Cancer,  New  York,  American  Cancer  Society,  Inc.,  1960, 

p.  122. 

19.  Cater,  D.  B.,  and  Silver,  I.  A.:  Quantitative  meas- 
urements of  oxygen  tension  in  normal  tissues  and  in  the 
tumors  of  patients  before  and  after  radiotherapy,  Acta 
radio!.  63:  233  (Mar.)  1960. 

20.  Emery,  E.  W.,  Lucas,  B.  G.,  and  Williams,  K.  G.: 
Technique  of  irradiation  of  conscious  patients  under  increased 
oxygen  pressures,  Lancet  1:  248  (Jan.  30)  1960. 

21.  Goldfeder,  A.,  and  Clarke,  G.  E.:  The  response  of 
neoplasma  to  x-radiation  in  vivo  at  increased  oxygen  tension, 
Radiat.  Res.  13:  751  (Nov.)  1960. 

22.  Gray,  L.  H.:  Oxygenation  in  radiotherapy.  A 

symposium.  I.  Radiobiological  considerations,  Brit.  J. 
Radiol.  30:  403  (1957). 

23.  Sanger,  C.,  Churchill-Davidson,  I.,  and  Thomlinson 
R.  H.:  Anaesthesia  for  radiotherapy  under  high-pressure 
oxygen,  Brit.  J.  Anaesth.  27:  436  (1955). 

24.  Sanger,  C.:  High-pressure  oxygen  and  radiation 

therapy.  Am.  J.  Roentgenol.  81:  498  (1959). 

25.  Seaman,  W.  B.,  et  al.:  Combined  high-pressure 

oxygen  and  radiation  therapy  in  the  treatment  of  human 
cancer,  i6id.85:  816  (May)  1961. 

26.  Thomlinson,  R.  H.:  An  experimental  method  for 

comparing  treatments  of  intact  malignant  tumors  in  animals 
and  its  application  to  the  use  of  oxygen  in  radiotherapy, 
Brit.  J.  Cancer  14:  555  (Sept.)  1960. 

27.  Smith,  G.,  and  Lawson,  D.  D.:  The  protective 
effect  of  inhalation  of  oxygen  at  two  atmospheres  absolute 
pressure  in  acute  coronary  arterial  occlusion,  Surg.  Gynec. 
& Obst.  114:  320  (Mar.)  1962. 

28.  Smith,  G.,  and  Lawson,  D.  D.:  Experimental  cor- 
onary arterial  occlusion:  effects  of  the  administration 

of  oxygen  under  pressure,  Scottish  M.  J.  3:  346  (1958). 

29.  Sharp,  G.  R.,  Ledingham,  I.  M.,  and  Norman,  J.  N.: 
The  application  of  oxygen  at  2 atmospheres  pressure  in  the 
treatment  of  acute  anoxia.  Anaesthesia  17:  136  (Apr.) 
1962. 

30.  Sharp,  G.  R.:  Application  of  oxygen  at  two  at- 
mospheres pressure  in  the  treatment  of  acute  anoxia,  ibid. 
17:  83  (Jan.)  1962. 

31.  Illingworth,  C.:  Treatment  of  arterial  occlusion 

under  oxygen  at  two-atmospheres  pressure,  Brit.  M.  J.  2: 
1271  (Nov.  17)  1962. 

32.  Esmond,  W.  G.,  Attar,  S.,  and  Cowley,  R.  A.: 
Hyperbaric  oxygenation  in  medical  and  surgical  conditions: 
application  in  experimental  vascular  collapse.  Proceedings, 
2nd  Annual  San  Diego  Symposium  on  Biomedical  Engi- 
neering, July,  1962. 

33.  Moulton,  G.  A.,  Esmond,  W.  G-,  and  Michaelis,  M.: 
Effect  of  hyperbaric  oxygenation  on  Noble  CoUip  drum 
shock  in  the  rat.  Bull.  School  Med.  Univ.  Maryland  47: 
42  (July)  1962. 

34.  Esmond,  W.  G.,  Attar,  S.,  and  Cowley,  R.  A.: 
Hyperbaric  oxygenation  in  experimental  hemorrhagic  shock: 
experimental  chamber  design  and  operation,  Tr.  Am.  Soc. 
Artificial  Int.  Organs  8:  384  (1962). 

35.  Burnett,  W.,  Clark,  R.  G.,  Duthie,  H.  L.,  and 
Smith,  A.  N.:  The  treatment  of  shock  by  oxygen  under 
pressure,  Scottish  M.  J.  4:  535  (1959). 

36.  Frank,  H.  A.,  and  Fine,  J.:  Traumatic  shock:  a 
study  of  the  effect  of  oxygen  on  hemorrhagic  shock,  J.  Clin. 
Invest.  22:  305  (1943). 

37.  Smith,  G.,  Stevens,  J.,  Griffiths,  J.  C.,  and  Led- 
ingham, I.  M.:  Near-avulsion  of  foot  treated  by  replace- 
ment and  subsequent  prolonged  exposure  of  patient  to 
oxygen  at  two  atmospheres  pressure.  Lancet  2:  1122  (Nov. 
18) 1961. 

38.  Cunningham,  O.  J.:  Oxygen  therapy  by  means  of 
compressed  air,  Anesth.  & Analg.  6-6:  64  (Apr.)  1927. 

39.  Koch,  A.,  and  Vermeulen-Cranch,  D.  M.  E.: 
The  use  of  hyperbaric  oxygen  following  cardiac  arrest,  Brit. 
J.  Anaesth.  34:  738  (Oct.)  1962. 

40.  Smith,  G.,  et  al.:  Preservation  of  cerebral  cortical 


2780  New  York  State  Journal  of  Medicine  / October  1,  1963 


activity  by  breathing  oxygen  at  two  atmospheres  of  pressure 
during  cerebral  ischemia,  Surg.  Gynec.  & Obst.  H3:  13 
(July)  1961. 

41.  Boerema,  I.,  and  Brummelkamp,  W.  H.:  [Treat- 

ment of  anaerobic  infections  by  the  inhedation  of  pure  oxygen 
under  a pressure  of  3 atmospheres],  Nederl.  tijdschr.  geneesk. 
104:  2548  (Dec.)  1960  (Dut.). 

42.  Brummelkamp,  W.  H.,  Hogendijk,  J.,  and  Boerema, 

I. :  Treatment  of  anaerobic  infections  (clostridial  myositis) 
by  drenching  the  tissues  with  oxygen  under  high  atmospheric 
pressme.  Surgery  49:  299  (Mar.)  1961. 

43.  Editorial:  Anaerobes  and  oxygen.  Lancet  1:  1105 
(May  20)  1961. 

44.  Smith,  G.,  et  al.:  Inhalation  of  oxygen  at  2 at- 
mospheres for  Clostridium  welchii  infections,  ibid.  2:  756 
(Oct.  13)  1962. 

45.  Boerema,  I.,  et  a(.;  High  atmospheric  pressure  as  an 
aid  to  cardiac  surgery.  Arch.  chir.  neerl.  8:  193  (1956). 

46.  Illingworth,  C.  F.,  et  al.:  Surgical  and  physiological 
observations  in  an  experimental  pressure  chamber,  Brit. 

J.  Surg.  49:  222  (Sept.)  1961. 

47.  Editorial:  Surgical  operations  under  high  pressure 
oxygen,  Brit.  M.  J.  2 : 298  (July  29)  1961. 

48.  Weale,  F.  E.:  Pressurized  oxygen  for  total  body 
perfusion.  Lancet  2:  570  (Sept.  9)  1961. 

49.  Boerema,  I.:  An  operating  room  with  high  at- 

mospheric pressure.  Surgery  49:  291  (Mar.)  1961. 

50.  Boerema,  I.,  Meijne,  N.  G.,  and  Vermeulen-Cranch, 
D.  M.:  Observations  during  operation  on  deeply  cyanotic 
young  children  breathing  oxygen  at  three  atmospheres 
absolute,  ibid.  62:  796  (Nov.)  1962. 

51.  Meijne,  N.  G.:  et  al.:  Experimental  cardiac  surgery 
under  high  atmospheric  pressure,  J.  Thoracic  Cardiovas. 
Surg.  44  : 749  (Dec.)  1962. 

52.  Bernhard,  W.  F.,  and  Gross,  R.  E.:  Corrected 

transposition  of  great  vessels,  Newsweek  (Feb.  18)  1963, 
p.  58. 

53.  Levy,  R.  L.,  and  Barach,  A.  L.:  Therapeutic  use 
of  oxygen  in  coronary  thrombosis,  J.A.M.A.  94:  1363 
(1930). 

54.  Barach,  A.  L.,  and  Levy,  R.  L.:  ibid.  103:  1690 
(1934). 

55.  Boland,  E.  W.:  Oxygen  in  high  concentration  for 
relief  of  pain  in  coronary  thrombosis  and  severe  angina 
pectoris,  ibid.  Hi:  1512  (1940). 

56.  Barach,  A.  L.,  Pons,  E.  R.,  Jr.,  and  Berg,  R.: 
Early  use  of  oxygen  in  coronary  thrombosis,  ibid.  174:  1276 
(Nov.  5)  1960. 

57.  Barach,  A.  L.:  Ambulatory  oxygen  therapy: 

oxygen  inhalation  at  home  and  out-of-doors,  Dis.  Chest 
35:  229  (1959). 

58.  Idem:  Inhalational  therapy,  advances  and  retreats. 
Anesthesiology  22:  367  (May-June)  1961. 

59.  Pons,  E.  R.,  and  Berg,  J.  L.:  The  physiologic 

advantage  of  oxygen  during  exercise  in  patients  with  coronary 
artery  insuflSciency,  Dis.  Chest  39:  551  (May)  1961. 

60.  Heller,  E.  M.:  Therapy  of  hypotension  in  acute 
myocardial  infarction,  i6id.40:  338  (Sept.)  1961. 

61.  Manger,  W.  M.,  et  al.:  Effect  of  pH  control  and 
increased  O:  delivery  on  the  course  of  hemorrhagic  shock, 
Ann.  Surg.  166:  503  (Sept.)  1962. 

62.  Nahas,  G.  G.,  and  Manger,  W.  M.:  Use  of  oxygen 
in  shock.  Medical  World  News  (Nov.  17)  1961,  p.  74. 

63.  Tomashefski,  J.  F.:  Questions  and  answers,  resuscit- 
ation, J.A.M.A.  175:  639  (Feb.  18)  1961. 

64.  Beck,  C.  S.,  Weckesser,  E.  C.,  and  Barry,  F.  M.: 
Fatal  heart  attack  and  successful  defibrillation,  ibid.  161: 
434  (1956). 

65.  Hosier,  R.  M.,  and  Wolfe,  K.:  Open  chest  versus 
closed  chest  cardiac  resuscitation.  Am.  J.  Surg.  97:  739 
(1959). 

66.  Kouwenhoven,  W.  B.,  Jude,  J.  R.,  and  Knicker- 
bocker, G.  G.:  Closed-chest  cardiac  massage,  J.A.M.A. 

173:  1064  (July  9)  1960. 

67.  Hingson,  T.  A.:  Western  Reserve  anesthesia 

machine  oxygen  inhalator  and  resuscitator,  ibid.  167:  1077 
(1958). 

68.  Balagot,  R.  C.,  and  Sadove,  M.  S.:  Evaluation  of 
oxygen  therapy  unit,  ibid.  171:  36  (1959). 

69.  Richards,  D.  W.,  et  al.:  Effective  administration  of 
inhalational  therapy  with  special  reference  to  ambulatory 
and  emergency  oxygen  treatment.  Bull.  New  York  Acad. 
Med.  38:  135  (Feb.)  1962. 

70.  Haber,  M.  H.,  Brown,  W.  T.,  and  Schneider,  K.  A.: 
Ischemic  necrosis  of  multiple  organs  in  prolonged  shock, 
J.A.M.A.  183:  1107  (Mar.  30)  1963. 

71.  Barach,  A.  L.,  Bickerman,  H.  A.,  and  Beck,  G.  J.: 
Advances  in  treatment  of  non-tuberculous  pulmonary  disease. 


Bull.  New  York  Acad.  Med.  28:  353  (June)  1952. 

72.  Barach,  A.  L.,  Treatment  of  non-tuberculous  pul- 
monary disease — viewpoint  of  the  internist,  J.A.M.A.  156: 
1563  (1954). 

73.  Idem:  Breathing  exercises  in  pulmonary  emphysema 
and  allied  chronic  respiratory  disease.  Arch.  Phys.  Med.  36: 
379  (1955). 

74.  Bickerman,  H.  A.,  and  Barach,  A.  L.:  The  effect 
of  breathing  100  per  cent  oxygen  in  pulmonary  emphysema: 
correlation  of  clinical  Improvement  with  changes  in  pul- 
monary ventilation,  J.  Chron.  Dis.  1:  111  (1955). 

75.  Barach,  A.  L.:  The  treatment  of  pulmonary  em- 
physema in  the  elderly,  J.  Am.  Geriatrics  Soc.  4:  884  (1956). 

76.  Barach,  A.  L.,  and  Bickerman,  H.  A.,  Eds.:  Pul- 
monary Emphysema,  Baltimore,  Williams  & Wilkins  Co., 
1956. 

77.  Cotes,  J.  E.,  and  Gilson,  J.  S.:  Effect  of  oxygen  on 
exercise  ability  in  chronic  respiratory  insufficiency:  use  of 
portable  apparatus.  Lancet  1:  872  (1956). 

78.  Cotes,  J.  E.:  Respiratory  function  and  portable 

oxygen  therapy  in  chronic  non-specific  lung  disease  in  relation 
to  prognosis.  Thorax  15:  244  (Sept.)  1960. 

79.  Barach,  A.  L.:  The  contribution  of  therapeutic 

procedures  to  an  evaluation  of  dyspnea  in  pulmonary 
emphysema,  Brit.  J.  Tuberc.  51:  310  (1957). 

80.  Idem:  An  evaluation  of  dyspnea  on  the  response 

to  therapeutic  procedures,  in  Clinical  Cardiopulmonary 
Physiology,  New  York,  Grune  & Stratton  Inc.,  1957. 

81.  Idem:  Pulmonary  emphysema,  long  term  illness, 

in  Wohl,  M.  G.,  Ed.:  Diseases  of  the  Pulmonary  System, 
Philadelphia,  W.  B.  Saunders  Co.,  1958,  p.  220. 

82.  Idem:  Ambulatory  oxygen  therapy:  oxygen  inhala- 
tion at  home  and  out-of-doors,  Dis.  Chest  35:  229(1959). 

83.  Barach,  A.  L.,  Bickerman,  H.  A.,  and  Pons,  E.  R.: 
Physiologic  and  steroid  therapy  in  respiratory  disease,  A.M.A. 
Scientific  Exhibit,  June,  1959. 

84.  Barach,  A.  L.,  Oxygen  therapy  and  allied  phys- 
iologically based  procedures  in  pulmonary  emphysema, 
Minnesota  Med.  42:  272  (1959). 

85.  Idem : A contribution  to  the  mechanism  of  dyspnea, 

based  on  the  response  to  therapeutic  procedures,  in  Gordon, 
B.,  Ed.:  Clinical  Cardiopulmonary  Physiology,  New  York, 

Grune  & Stratton,  Inc.,  1960,  p.  891. 

86.  Pons,  E.  R.,  Jr.:  Ambulatory  use  of  oxygen,  Amer. 
J.  Nursing,  60:  1775  (Dec.)  1960. 

87.  Barach,  A.  L.:  Summary  of  current  therapy; 
possibilities  for  prevention  of  cardiac  failure  in  pulmonary 
emphysema,  Dis.  Chest  37:  687  (June)  1960. 

88.  Levine,  E.  R.:  Emphysema,  in  Clinical  Cardio- 

pulmonary Physiology,  New  York,  Grune  & Stratton,  Inc., 

1960. 

89.  Miller,  W.  F.:  Chronic  inflammatory  broncho- 
pulmonary disorders.  A physiologically  oriented  approach 
to  treatment,  A.M.A.  Arch.  Intern.  Med.  107:  589  (Apr.) 

1961. 

90.  Editorial:  A sporting  chance,  J.A.M.A.  178:  59  (Oct. 
7)  1961. 

91.  Barach,  A.  L.:  Management  of  pulmonary  em- 

physema, Mod.  Med.  29:  81  (Aug.  21)  1961. 

92.  Idem:  Ultra-cautious  living:  a potential  hazard 

for  the  patient  with  chronic  disease,  J.  Am.  Geriatrics  Soc.  9: 
568  (July)  1961. 

93.  Miller,  W.  F.,  and  Taylor,  H.  F.:  Exercise  training 

in  the  rehabilitation  of  patients  with  severe  respiratory 
insufficiency  due  to  pulmonary  emphysema:  the  role  of 

oxygen  breathing.  South  M.  J.  55:  1216  (Nov.)  1962. 

94.  Pierce,  A.  K.,  Taylor,  H.  F.,  and  Miller,  W.  F.: 
Physiologic  responses  to  exercise  training  in  patients  with 
chronic  obstructive  emphysema,  J.  Lab.  & Clin.  Med.  60: 
1004  (Dec.)  1962. 

95.  Beck,  G.  J.,  Nanda,  K.,  and  Bickerman,  H.  A.: 
Effect  of  oxygen  on  patients  with  pulmonary  emphysema. 
Changes  in  minute  ventilation  during  rest  and  after  exercise, 
J.A.M.A.  179:  404  (Feb.  10)  1962. 

96.  Barach,  A.  L.:  Historical  background  of  inhalational 
therapy.  Anesthesiology  23:  407  (July-Aug.)  1962. 

97.  Idem:  Medical  uses  of  oxygen,  World-Wide  Ab- 

stracts Gen.  Med.  5:  9 (Nov.)  1962. 

98.  Segal,  M.  S.,  Traversen,  N.,  and  Dulfano,  M.  J.: 
Inhalational  therapy  for  chronic  lung  disease.  Anesthesiology 
23:  513  (July-Aug.)  1962. 

99.  Levine,  E.  R.:  The  management  of  emphysema,  in 
Advances  in  Cardiopulmonary  Diseases,  Chicago,  Year  Book 
Medical  Publishers,  Inc.,  vol.  1,  p.  194, 1963. 

100.  Barach,  A.  L.,  and  Bickerman,  H.  A.:  Respiratory 
exercises  for  chronic  pulmonary  patients,  in  ibid.  p.  209, 1963. 

101.  Miller,  W.  F.,  Taylor,  H.  F.  and  Pierce,  A.  K.: 
Rehabilitation  of  the  disabled  patient  with  chronic  bronchitis 


October  1,  1963  / New  York  State  Journal  of  Medicine  2781 


and  pulmonary  emphysema,  Am.  J.  Pub.  Health  (Part  2, 
supp.)  53:  18  (Mar.)  1963. 

102.  Branscomb,  B.  V.:  To  be  published. 

103.  Barach,  A.  L.:  Breathing  training  and  the  oxygen 
exercise  program,  presented  at  the  Am.  College  Chest 
Physicians  Meeting,  June  16, 1963;  abstracted  J.A.M.A.  185: 
30  (July  27)  1963. 

104.  Kamat,  S.  R.,  Dulfano,  M.  J.,  and  Segal,  M.  S.: 
The  Effects  of  intermittent  positive  pressure  breathing 
(IPPB/I)  with  compressed  air  in  patients  with  severe  chronic 
nonspecific  obstructive  pulmonary  disease,  Am.  Rev.  Resp. 
Dis.  86:  360  (Sept.)  1962. 

105.  Kroeker,  E.  J.,  and  Baylink,  D.  J.:  Diagnosis  and 
management  of  chronic  cor  pulmonale,  Postgi'ad.  Med.  33: 
48  (Jan.),  1963. 

106.  Lambertsen,  C.  J.,  et  al.:  Respiratory  and  cerebral 
circulatory  control  during  exercise  at  .21  and  2.0  atmospheres 
inspired  p02,  J.  Appl.  Physiol.  14:  966  (Nov.)  1959. 

107.  Poulton,  E.  P.:  Left-sided  heart  failure  with  pul- 
monary edema  treated  with  the  pulmonary  plus  pressure 
machine.  Lancet  2:  983  (1936). 

108.  Barach,  A,  L.,  Martin,  J.,  and  Eckman,  M.:  Posi- 
tive pressure  respiration  and  its  application  to  the  treatment 
of  acute  pulmonary  edema  and  respiratory  obstruction,  Proc. 
Am.  Soc.  Clin.  Invest.  16:  664  (1937). 

109.  Idem:  Positive  pressure  respiration  and  its  applica- 
tion to  the  treatment  of  acute  pulmonary  edema,  Ann.  Int. 
Med.  12:  754  (1938). 

110.  Barach,  A.  L.,  Fenn,  W.  O.,  Ferris,  E.,  and  Schmidt, 
C.  F.:  Physiology  of  pressure  breathing,  J.  Aviation  Med. 
18:  73  (1947). 

111.  Barach,  A.  L.:  Physiologically  directed  therapy  in 
pneumonia,  Ann.  Int.  Med.  17:  812  (1942). 

112.  Miller,  W.  F.,  and  Sproule,  B.  J.:  Studies  on  role 
of  intermittent  inspiratory  positive  pressure  oxygen  breathing 
(IPPB/I-02)  in  the  treatment  of  pulmonary  edema,  Dis. 
Chest  35:  469  (1959). 

113.  Segal,  M.:  Inhalational  therapy,  in  Naclerio,  E.  A., 

Ed.:  Bronchopulmonary  Diseases,  New  York,  Paul  B. 


Moeber,  Inc.,  1957,  ch.  31. 

114.  Bjornboe,  M.,  ei  a/.:  Active  ventilation  in  treatment 
of  respiratory  acidosis  in  chronic  disease  of  the  lungs,  Lancet 
2:  901  (1955). 

115.  Sieker,  H.  O.,  Hickman,  J.  B..  and  Pryor,  W.  W.: 
Treatment  of  carbon  dioxide  narcosis  by  use  of  an  automatic 
positive-negative  resuscitator.  Am.  Rev.  Tuberc.  74:  309 
(1956). 

116.  Whittenberger,  J.  A.,  and  Sarnoff,  S.  J.:  Phys- 

iological principles  in  treatment  of  respiratory  failure,  Med. 
Clin.  North  America  34:  1335  (1950). 

117.  Gray,  F.  D.,  Jr.,  and  Field,  A.  S.,  Jr.:  Use  of 
mechanical  assistance  in  treating  cardiopulmonary  diseases. 
Am.  J.  Med.  Sci.  238:  146  (1959). 

118.  Motley,  H.  L.,  and  Tomashefski,  J.  F.:  Treatment 
of  chronic  pulmonary  disease  with  intermittent  positive 
pressure  breathing.  Evaluation  by  objective  physiological 
measurement,  A.M.A.  Arch.  Indust.  Hyg.  5:  1 (1952). 

119.  Barach,  A.  L.:  Physiological  methods  in  diagnosis 
and  treatment  of  asthma  and  emphysema,  Ann.  Int.  Med.  12: 
454  (1941). 

120.  Barach,  A.  L.:  Immobilization  of  both  lungs 

produced  by  the  equalizing  pressure  chamber  with  results  of 
treatment  in  pulmonary  tuberculosis,  ibid.  26:  687  (1947). 

121.  Underwater  Physiology  Symposium,  National 
Research  Council  Publication  No.  377,  Washington,  D.  C., 
National  Academy  of  Science,  1955. 

122.  Second  Underwater  Physiology  Symposium,  ibid.. 
National  Research  Council,  in  press,  1963. 

123.  Karl  E.  Schaeffer,  K.  E.,  Ed.:  Environmental 

Effects  on  Consciousness,  New  York,  The  Macmillan  Com- 
pany, 1962. 

124.  Behnke,  A.  R.:  Section  on  disorders  due  to  alteration 
in  barometric  pressure,  in  Harrison  T.  R.,  Ed.:  Textbook  of 
Internal  Medicine,  3rd  ed.,  New  York,  McGraw-Hill  Book 
Company,  Inc.,  1955. 

125.  Workshop  on  Hyperbaric  Oxygenation,  National 
Research  Council  Committee  on  Shock,  minutes  of  the 
Forty-Ninth  Meeting,  Washington,  D.  C.,  July  13, 1962. 


2782  New  York  State  Journal  of  Medicine  / October  1,  1963 


SYMPOSIUM 


DIABETIC  RETINOPATHY 


State  University  of  New  York 
Upstate  Medical  Center 
in  Syracuse 

Moderator 

ARTHUR  H.  DUBE,  M.D.,  Clinical 


Assistant  Professor 
Syracuse,  New 


I 

J 

I 

• 

Introduction 


' CARL  F.  JACOBSEN,  PH.D. 

, Syracuse,  New  York 

I 

( President  of  the  Medical  Center; 

t Dean,  College  of  Medicine 

We  have  on  our  panel  this  afternoon 
four  members  of  the  faculty  at  the  Upstate 
I Medical  Center,  representing  a variety  of 

Development,  Prevention, 
and  Treatment 

ARTHUR  H.  DUBE,  M.D. 
Syracuse,  New  York 

i 

It  is  of  historic  interest  that  forty  years 
jhave  passed  since  the  discovery  of  insulin  by 
■Banting  and  Best.‘  Although  diabetic  pa- 


Medicme, 


interests  in  the  school,  the  basic  science  de- 
partments, our  full-time  people,  and  our 
volimteers. 

The  particular  decision  to  present  this 
program  this  afternoon  came  from  a sug- 
gestion of  a physician  in  Utica,  for  these  four 
gentlemen  some  months  ago  had  met  with  a 
small  group  in  Utica  and  had  presented  this 
material  at  that  time.  And,  very  directly, 
the  suggestion  came  from  one  of  the  partici- 
pants in  the  audience  that  this  would  be  a 
fine  program  to  present  before  the  State 
Medical  Society. 

That  is  the  history  of  our  panel,  and  it  is 
now  my  privilege  to  turn  over  the  program  to 
Arthur  Dube,  M.D. 


tients  are  living  longer,  late  degenerative 
complications  seem  more  prevalent.  In 
particular,  we  are  here  today  to  discuss  the 
problem  of  diabetic  retinopathy. 

It  might  interest  you  to  review  some 
statistics  from  New  York  State.  The  per 
cent  of  blindness  in  1941  due  to  diabetes 
was  4.5;  in  1954  it  had  jumped  to  12.7; 
and  from  1955  through  1957  it  ranged  from 
14.4  to  16.6  per  cent.^  The  National  Society 
for  the  Prevention  of  Blindness  now  esti- 
mates the  number  of  persons  in  the  United 
States  with  blindness  due  to  diabetes  at 
29,000  or  8.4  per  cent  of  all  blind  persons. 

The  makeup  of  our  panel  in  a way  re- 
flects current  thinking  on  diabetic  retinop- 
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athy:  a biochemist,  an  ophthalmologist, 

an  internist,  and  a neurosurgeon.  When  I 
was  in  medical  school,  and  probably  when 
many  of  you  were  too,  it  seemed  that 
there  was  a certain  inevitability  to  diabetic 
retinopathy.  Through  the  mid-1930’s  and 
1940’s  the  duration  of  diabetes  was  con- 
sidered the  most  important  factor  in  the 
development  of  retinopathy.®  '' 

In  the  1950’s,  consensus  favored  careful 
chemical  control  as  perhaps  of  greater  im- 
portance than  duration.  I will  summarize 
several  of  the  many  reports  in  the  litera- 
ture.®”® 

First,  the  presence  of  retinopathy  is  not 
related  to  the  severity  of  the  diabetes  as 
measured  by  the  insulin  requirement,  the 
age  of  onset,  or  the  sex  of  the  patient. 

Second,  at  each  stage  of  duration  (that  is, 
five,  ten,  fifteen,  or  twenty  years)  good  con- 
trol significantly  reduces  the  incidence  of 
retinopathy. 

Third,  early  diagnosis  and  careful  control 
of  the  diabetes  over  the  years  tends  to  keep 
whatever  retinopathy  occurs  at  a minimal 
level.  For  example,  in  an  analysis  of  847 
cases  of  retinitis  proliferans  at  the  Joslin 
Clinic,  no  cases  were  found  in  those  who  had 
good  regulation  from  the  time  of  onset  of 
the  diabetes.  * 

But  chemical  control  does  not  prevent 
diabetic  retinopathy  completely.  It  is  prob- 
able that  the  favorable  effect  of  chemical 
control  is  by  some  other  mode  than  just  con- 
trol of  the  blood  sugar. 

There  are  three  current  approaches  to  the 
pathogenesis  of  diabetic  retinopathy,  and  I 
will  review  them  in  an  introductory  way,  and 
then  our  panelists  will  discuss  them  in  more 
detail.  First  of  all,  is  the  tendency  to  de- 
velop retinopathy  inherited  along  with  the 
gene  for  diabetes?  Second,  is  it  due  to  a 
disturbed  pituitary-adrenal  system?  And 
third,  is  it  related  to  the  abnormal  fat 
metabolism  in  the  diabetic  patient? 

Genetic  concept 

What  sort  of  evidence  is  there  for  the 
first,  the  genetic,  concept?  The  idea  was 
first  proposed  by  White  and  Waskow'®  who 
presented  data  on  identical  twins  who  had 
developed  diabetes  with  vascular  changes. 

Ditzel,  White,  and  Duckers”  found 
changes  in  the  conjunctival  vessels  of  chil- 
dren born  of  diabetic  mothers  which  were 


like  those  seen  in  young  diabetic  persons  and 
different  from  the  conjimctiva  of  children 
born  of  nondiabetic  mothers. 

Rare  patients  (I  have  had  one  in  my  own 
practice)  have  what  certainly  appears  to  be 
diabetic  retinopathy  through  the  ophthalmo- 
scope, and  yet  there  is  no  demonstrable 
diabetes.'®  Renal  biopsies  have  revealed 
diabetic  glomerulosclerosis  in  patients  with 
very  early  diabetes  or  even  with  pre- 
diabetes.'® Lonergan  and  Robbins'®  re- 
ported that  patients  with  hemochromatosis, 
a nonhereditary  type  of  diabetes,  are  remark- 
ably free  of  intercapillary  glomerulosclerosis 
even  after  many  years  of  diabetes.  These 
bits  of  evidence  favor  a genetic  theory. 
Against  the  genetic  theory,  and  probably  the 
strongest  piece  of  evidence,  is  the  report  of  a 
patient  who  had  had  a complete  pancrea- 
tectomy for  an  islet-cell  tumor  who  de- 
veloped imequivocal  diabetic  retinopathy 
despite  a completely  negative  family  history 
for  diabetes. '®  With  regard  to  hemo- 
chromatosis, there  is  an  equally  convincing 
report  by  Becker  and  Miller'®  that  inter- 
capillary glomerular  lesions  occur  in  hemo- 
chromatosis with  the  same  frequency  as  in 
any  other  kind  of  diabetes. 

Capillary  aneurysms  have  been  found  in 
patients  with  pernicious  anemia'’  and  cen- 
tral vein  thrombosis  '®  and  even  in  normal 
persons. ' ® I believe  a fair  summary  would  be 
that  there  may  be  a genetic  influence,  but 
the  weight  of  the  evidence  is  against  it. 

Relation  to  pituitary-adrenal  activity 

The  next  theory  is  that  the  retinopathy  is 
related  to  increased  pituitary-adrenal  activ- 
ity. It  started  with  the  observation  by 
Lawrence®®  that  pregnant  diabetic  patients 
would  often  develop  retinal  changes  for  the 
first  time  which  disappeared  after  pregnancy. 
Poulsen®'  then  described  (and  this  is  where 
the  excitement  started)  a woman  who  had 
well-established  diabetic  retinopathy  who  be- 
came pregnant  and  developed  a postpartum 
infarction  of  the  pituitary  gland.  Over  a 
five-year  period  her  retinopathy  disappeared 
completely. 

An  observation  like  that  to  a neuro- 
surgeon means  take  out  the  pituitary  gland. 
And  that  is,  of  course,  what  was  done,  with 
a variety  of  results.®®-®®  But  other  work 
also  pointed  to  a pituitary  abnormality.  In 
rabbits  given  alloxan  and  then  given  ACTH, 
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for  example,  lesions  resembling  diabetic 
retinopathy  have  been  induced. 

In  general  that  is  the  evidence  in  favor  of 
pituitary-adrenal  overactivity  in  some  way 
being  responsible  for  retinopathy.  The 
evidence  against  such  a theory?  First  of  all 
with  regard  to  the  adrenals,  bilateral  ad- 
renalectomies have  been  done,  and  the  re- 
sults are  generally  poor.^®  I have  had  3 pa- 
tients who  had  had  bilateral  adrenalecto- 
mies, and  in  all  3 the  retinopathy  proceeded 
uninfluenced  by  the  adrenalectomy. 

Although  increased  size  of  the  adrenals  in 
diabetic  patients  with  retinopathy  has  been 
reported, careful  adrenal  function  studies 
(17-hydroxysteroids,  17-ketosteroids,  re- 
sponse to  ACTH,  and  so  forth)  have  dem- 
onstrated no  differences  between  diabetic 
patients  with  and  those  without  retino- 
pathy.” 

Certainly  if  the  pituitary  is  involved,  then 
it  does  it  in  some  way  other  than  via  the 
adrenals  since  bilateral  adrenalectomy  does 
not  work  and  there  is  no  evidence  of  in- 
creased overactivity;  and  yet,  when  the 
pituitary  is  removed,  the  retinopathy  may 
improve.  Herbert  Lourie,  M.D.,  will  review 
with  you  the  case  of  a woman  who  had 
Cushing’s  syndrome  with  marked  diabetic 
retinopathy.  She  had  had  a bilateral  ad- 
renalectomy for  the  Cushing’s  syndrome. 
The  retinopathy  not  only  did  not  improve, 
it  got  worse.  Following  a pituitary  stalk 
section,  the  retinopathy  improved.  This 
case  strongly  supports  the  concept  that  the 
pituitary  effect  on  retinopathy  is  extra- 
adrenal. 

Derangement  in  fat  metabolism 

The  last  hypothesis  is  that  the  retinopathy 
develops  because  of  the  derangement  in  fat 
metabolism  in  the  diabetic  patient.  Dr. 
Clint  Elwood  will  discuss  the  biochemistry 
of  this  disordered  fat  metabolism  and  relate 
it  to  retinopathy.  In  a clinical  way,  the  con- 
nection dates  back  to  Kempner^®  and  the  rice 
diet  for  patients  with  hypertension.  He 
incidentally  reported  that  some  of  his  pa- 
tients who  also  had  diabetic  retinopathy  had 
improvement  of  their  retinopathy  while  on 
the  rice  diet.  I would  like  to  recall  for  you 
that  the  rice  diet  has  565  Gm.  of  carbohy- 
drate, 20  Gm.  of  protein,  and  less  than  5 Gm. 
of  fat,  in  addition  to  its  marked  sodium  re- 
striction. 


Kempner,  Peschel,  and  Schlayer^®  later 
reported  a group  of  100  consecutive  diabetic 
patients  treated  with  the  rice  diet.  More 
of  this  group  had  improvement  in  their 
retinopathy  than  would  have  occurred  with 
routine  diabetic  therapy.  Kinsell  et 
have  used  restricted  animal  fat  diets  with 
supplementary  vegetable  fat,  and  Van  Eck®‘ 
has  used  low  animal  fat  diets  alone  in  the 
treatment  of  retinopathy. 

Both  programs  seem  to  help,  and  it  may  be 
that  the  rice  diet  exerts  its  effect  on  reti- 
nopathy by  virtue  of  its  extreme  fat  restric- 
tion. 

A clue  to  the  disturbance  in  fat  metab- 
olism and  how  it  relates  to  diabetic  retinop- 
athy may  be  found  in  the  work  by  Pope.®^ 
He  examined  flat  retinal  preparations  of  pa- 
tients who  had  had  diabetic  retinopathy. 
Not  infrequently,  a small  neutral  fat  droplet 
was  seen  at  the  site  of  weakening  and  dilata- 
tion in  the  capillary  wall,  perhaps  an  ac- 
cumulation due  to  the  disordered  fat  me- 
tabolism. A droplet  plugs  a small  capillary, 
with  subsequent  weakening  of  the  wall  and 
development  of  an  aneurysm. 

The  problem  of  the  aneurysm  and  its  de- 
velopment will  be  discussed  with  you  in  de- 
tail by  John  J.  Sullivan,  M.D. 

Comment 

I think  I could  summarize  these  three 
theories  by  saying  that  the  genetic  theory  is 
unlikely,  the  pituitary  exerts  its  influence  in 
some  way  other  than  through  the  adrenal, 
and  the  place  of  the  disordered  fat  metab- 
olism is  undetermined. 

What  about  treatment  for  diabetic  reti- 
nopathy in  the  patient  who  is  rapidly  going 
blind? 

The  list  of  drugs  and  treatments  em- 
phasizes the  lack  of  any  truly  useful  agent. 
We  have  used  vitamin  B12,  estrogens,  andro- 
gens, and  x-ray  therapy  without  any  im- 
provement. Others  have  used  vitamins, 
carbazochrome  salicylate  (Adrenosem 
salicylate),  lipotropic  agents,  cysteine,  and  so 
forth,  all  with  generally  poor  results.  We 
must  remember  that  the  lesions  may  nat- 
urally wax  and  wane.  At  any  given  time  a 
treatment  may  seem  dramatic,  but  no 
therapy  has  stood  the  test  of  time.  Diabetic 
control  exerts  its  influence  at  the  level  of  pre- 
vention or  retardation,  having  little  effect  on 
reversal  of  the  lesions.  Specific  therapy 
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really  must  await  a better  understanding  of 
the  cause  of  retinopathy. 

407  University  Avenue 
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imbalance.  Even  though  we  can  define  a 
number  of  these  metabolic  parameters,  the 
complete  picture  of  the  diabetic  syndrome 
has  not  yet  been  painted. 

The  fact  that  we  now  have  insulin  and  the 
oral  drugs  for  the  treatment  of  diabetes  is  in- 
deed a tribute  to  man’s  intellectual  capa- 
bilities; but,  at  the  same  time,  I think  it  is  a 
rather  sad  commentary  on  the  total  state  of 
our  knowledge  that,  after  forty  years  of 
working  with  insulin,  we  still  do  not  know 
the  exact  mechanism  whereby  this  molecule 
exerts  its  action. 

Dr.  Sullivan  and  Dr.  Lourie  will  describe 
the  pathogenesis  and  neurosurgical  therapy 
of  diabetic  retinopathy.  I would  like  to 
direct  my  remarks  to  some  of  the  metabolic 
defects  known  to  exist  in  lipid  metabolism  of 
the  diabetic  patient  and  of  experimental 
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FIGURE  1.  Summary  of  general  pathway  of  cholesterol  metabolism.  TPNH*  = reduced  triphos- 
phopyridine  nucleotide.  ATP  with  circled  numbers  = three  molecules  of  adenosine  triphosphate. 


animals  with  induced  diabetes.  To  do  this, 
I would  like  to  review  briefly  the  normal 
pathway  of  cholesterol  and  fatty  acid  bio- 
synthesis, since  both  of  these  substances  are 
involved  in  a major  way  in  diabetes. 

Pathway  of  cholesterol  biosynthesis 

In  Figure  1 some  of  the  salient  features  of 
the  over-all  pathway  of  cholesterol  bio- 
synthesis are  presented.  First  of  all,  acetate, 
as  its  CoA  (coenzyme  A)  derivative,  acetyl- 
S-CoA,  is  the  starting  material.  It  has 
been  shown  that  all  of  the  carbons  of  choles- 
terol can  arise  from  acetate.  The  conver- 
sion of  beta-hydroxy-beta-methyl  glutaryl- 
S-CoA  to  mevalonic  acid  requires  TPNH 
(triphosphopyridine  nucleotide  in  the  re- 
duced form).  Also,  the  condensation  of  two 
farnesyl  pyrophosphate  molecules  to 
squalene  is  a reductive  step  and  again  calls 
for  the  participation  of  TPNH. 

Finally,  three  molecules  of  ATP  (adeno- 
sine triphosphate)  are  required  in  the  forma- 
tion of  phosphorylated  intermediates  be- 
tween mevalonic  acid  and  isopentenyl  pyro- 
phosphate. Thus,  to  synthesize  a molecule 


of  cholesterol  we  need  a supply  of  acetyl- 
S-CoA,  TPNH,  and  energy  in  the  form  of 
ATP. 


Fatty  acid  metabolism 

The  story  for  fatty  acid  biosynthesis  is 
similar.  As  with  cholesterol,  the  starting 
material  is  acetyl-S-CoA.  Carbon  dioxide, 
as  the  bicarbonate  ion,  and  ATP  are  needed 
in  forming  the  next  intermediate,  malonyl- 
S-CoA. 

O 

II  - 

CH3-C-S-C0A  -f  ATP  + HCO3 
Acetyl-S-CoA 

O 

II 

HOOC-CH2-C-S-C0A 

Malonyl-S-CoA 

Malonyl-S-CoA  then  condenses  with  an- 
other molecule  of  acetyl-S-CoA,  followed 
by  a decarboxylation,  reduction,  dehydra- 
tion, and  further  reduction,  with  TPNH 
furnishing  the  hydrogens. 
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II 
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That  is,  we  have  started  with  2-carbon 
acids  and  formed  a 4-carbon  acid  utilizing 
acetyl-S-CoA,  bicarbonate,  TPNH,  and 
ATP.  To  make  a long  chain  fatty  acid  such 
as  stearic  acid,  we  continue  the  cyclic 
process,  adding  a 2-carbon  unit  with  each 
turn  of  the  wheel. 

Let  us  turn  our  attention  to  glucose  me- 
tabolism for  just  a moment.  First,  blood 
glucose,  as  it  enters  the  cell,  is  converted  to  a 
hexose  phosphate.  This  hexose  phosphate 
can,  in  turn,  be  converted  to  glycogen  for 
storage,  as  in  the  liver,  muscle,  and  so  on, 
or  it  can  be  broken  down  into  pyruvate.  If 
it  is  broken  down  into  pyruvate,  it  can  be 
decarboxylated  to  yield  one  acetyl  unit,  the 
2-carbon  unit  we  have  been  talking  about  in 
building  cholesterol  and  fatty  acids.  Pyru- 
vate can  add  carbon  dioxide,  form  oxal- 
acetate,  run  around  the  Krebs  cycle,  and 
generate  energy  in  the  form  of  ATP. 

If  acetyl-S-CoA  is  formed,  several  dif- 
ferent things  can  happen  to  it.  It  can  form 
fatty  acids,  ketone  bodies,  cholesterol,  or 
also  run  around  the  Krebs  cycle,  generating 
ATP. 

The  hexose  phosphate  has  one  other  pos- 
sible route  and  that  is  to  go  through  the  so- 
called  oxidative  pathway  (pentose  shunt) 
where  it  gives  rise  to  5-carbon  sugars.  This  is 
the  pathway  where  TPNH  is  generated. 

Now  that  we  have  the  normal  picture  in 
view,  let  us  look  at  the  diabetic  situation. 
Glucose  utilization,  glycogen  in  the  liver, 
and  pentose  shunt  activity  are  decreased; 
fatty  acid  oxidation  and  ketone  body  produc- 
tion are  increased;  and  hyperlipemia,  hy- 
percholesteremia, atherosclerosis,  renal  dis- 
ease, retinopathy,  and  accelerated  aging  can 
occur. 

And  so  to  the  question:  Can  we  explain 
any  of  the  clinical  findings  of  diabetes  in 
terms  of  known  metabolic  sequences? 

First,  let  us  consider  the  hypercholes- 
teremia of  the  diabetic  patient.  We  recall 
from  the  biosynthesis  of  this  compound  that 
we  need  a supply  of  acetyl-S-CoA,  TPNH, 
and  ATP.  During  decreased  glucose  utiliza- 


tion, we  have  decreased  supplies  of  acetate 
from  glucose,  we  have  decreased  TPNH  pro- 
duction from  the  pentose  shunt  pathway, 
and  the  energy  reserves  of  the  diabetic  per- 
son are  known  to  be  low.  Therefore,  we 
would  predict  that  cholesterol  biosynthesis 
in  diabetes  would  also  be  decreased.  Work 
from  a niunber  of  laboratories  has  now  shown 
that  cholesterol  synthesis  is  either  normal 
or  decreased  in  the  diabetic  human  being 
and  in  the  experimental  animal.  There  is  no 
indication  of  increased  cholesterol  synthesis. 

If  this  be  so,  how  does  one  account  for  the 
increased  cholesterol  in  the  blood  of  the 
diabetic  patient?  Studies  by  Wong  and  Van 
Bruggen*  have  shown  that  in  the  alloxan- 
diabetic  rat  and  in  the  rat  from  which  the 
pancreas  has  been  removed  there  is  decreased 
cholesterol  synthesis  and  hypercholes- 
teremia, with  only  slight  alterations  in  tissue 
cholesterol  content.  What  may  be  most  im- 
portant in  these  studies  is  that  465  mg.  of 
cholesterol  was  turned  over  per  day  per  100 
Gm.  of  rat  in  the  normal  animal  but  only 
160  and  182  mg.  of  cholesterol  per  100  Gm. 
of  rat  in  the  alloxan-diabetic  rat  and  in  the 
animal  subjected  to  pancreatectomy. 

Therefore,  the  hypercholesteremia  of  the 
diabetic  person  may  be  related  to  decreased 
catabolic  reactions  rather  than  to  increased 
synthesis. 

Fatty  acid  synthesis  requires  acetyl-S-  j 

CoA,  TPNH,  and  ATP.  During  decreased  ' 
glucose  utilization  by  the  cell  there  is  a de- 
creased supply  of  TPNH  and  decreased 
energy  reserves.  The  oxidation  of  fatty 
acids  is  increased  to  compensate  for  some  of 
the  energy  loss.  The  decreased  availability 
of  acetate  from  glucose  and  decreased  TPNH 
from  the  pentose  shunt  would  have  us  pre- 
dict that  fatty  acid  synthesis  would  be  de-  i 
creased  in  the  diabetic  patient.  There  is 
agreement  from  all  sources  that  this  is  in- 
deed the  case,  both  in  human  beings  and  in 
experimental  animals. 

We  might  ask  ourselves  at  this  point,  how 
does  all  this  relate  to  total  body  economy? 
Experimental  work  during  recent  years  has 
changed  our  concept  of  adipose  tissue  from  j 
that  of  a relatively  inert  storage  site  of  ex-  j 
cess  calories  to  a very  active  metabolically 
functioning  tissue.  Some  authors  are  refer- 
ring to  adipose  tissue  as  the  major  site  of  the  p 

♦ Wong,  R.  K.,  and  Van  Bruggen,  J.  T.:  Lipid  metab- 
olism in  the  diabetic  rat.  I.  Acetate  metabolism  and  lipid  i 
synthesis  in  vivo;  II.  Cholesterol  turnover  studies,  J.  I 
Biol.  Chem.  235:  26  (Jan.)  1960.  ‘ 
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FIGURE  2.  Outline  of  fat  cell  in  adipose  tissue. 


conversion  of  carbohydrate  to  fat. 

In  Figure  2 a fat  cell  in  adipose  tissue  is 
outlined  and  the  enclosed  area  in  the  upper 
right  hand  corner  represents  a fat  droplet  or 
globule  in  the  fat  cell.  The  first  problem  to 
consider  is  getting  glucose  into  the  cell.  The 
reaction  mechanism  is  not  known,  but  we  do 
know  that  insulin  aids  in  getting  glucose 
from  the  fluid  spaces  into  the  cell.  Either 
during  membrane  penetration,  or  shortly 
thereafter,  glucose  is  converted  to  glucose-6- 
phosphate. 

After  phosphorylation,  glucose  can  follow 
one  or  more  of  several  possible  pathways.  It 
can  go  north  and  be  converted  to  glycogen 
for  storage,  it  can  go  south  and  be  converted 
eventually  to  pyruvate,  or  it  can  stop  half- 
way down  the  highway  and  generate  pen- 
toses and  TPNH  via  the  shunt  pathway.  If 
the  choice  has  been  the  southern  route, 
pyruvate  can  either  enter  the  Krebs  cycle  as 
oxalacetate  or  be  decarboxylated  to  yield 
acetyl-S-CoA.  If  the  choice  has  been 
acetyl-S-CoA,  this  molecule  can  either  enter 
the  Krebs  cycle  and  be  oxidized  to  carbon 
dioxide  and  water,  giving  rise  to  ATP,  or  it 
can  be  utilized  for  fatty  acid  synthesis.  In 
forming  fatty  acids  we  recall  that  TPNH  is 
required.  Therefore,  in  instances  of  de- 
creased carbohydrate  utilization,  as  in 
diabetes  and  starvation,  TPNH  is  decreased. 
The  supply  of  acetyl-S-CoA  from  glucose  is 
also  decreased — ^prediction;  fatty  acid  syn- 
thesis decreased;  findings:  fatty  acid  syn- 
thesis decreased!  This  is  not  necessarily 
the  entire  picture.  Fatty  acids,  per  se,  do 


not  accumulate  in  tissues.  In  fact,  there  is 
evidence  to  indicate  that  free  fatty  acids  can 
uncouple  oxidative  phosphorylation  in  the 
mitochondria.  The  fatty  acids  formed  are 
deposited  as  neutral  lipid,  the  triglycerides. 
But,  as  can  be  seen  in  Figure  2,  the  formation 
of  triglycerides  is  dependent  also  on  glucose 
for  a steady  supply  of  glycerol  phosphate. 
Glycerol  in  the  blood  cannot  supply  this  re- 
quirement because  there  is  little  if  any 
enzyme  available  in  adipose  tissue  for  phos- 
phorylating  free  glycerol.  The  glycerol 
arising  from  glucose  is  already  in  the  phos- 
phorylated  form. 

Along  this  same  line  of  thought,  it  has  re- 
cently been  shown  that  triglycerides  from  the 
blood  can  enter  the  fat  cell  without  hy- 
drolysis, but  they  remain  close  to  the  cyto- 
plasmic rim  of  the  cell  until  they  are  hy- 
drolyzed to  free  fatty  acids  and  glycerol. 
Fat  storage  requires  glycerol  phosphate 
to  transport  further  and  deposit  these  fatty 
acids  as  triglycerides  into  the  fat  globule. 
That  is  to  say,  the  triglycerides  of  the  fat 
droplet  are  not  the  triglycerides  of  the 
plasma.  The  fatty  acids  remain  the  same, 
but  the  glycerol  moiety  has  been  exchanged, 
intracellularly,  by  lipolysis  and  subsequent 
re-esterification  utilizing  glycerol  phosphate. 
Here,  then,  is  a mechanism  whereby  lipid 
from  the  plasma  might  not  be  rapidly  ex- 
tracted by  adipose  tissue  and  laid  down  as 
neutral  fat  without  a steady  supply  of 
glycerol  phosphate  from  glucose.  This  con- 
cept makes  an  attractive  hypothesis  for  ex- 
plaining in  part  the  hyperlipemia  of  the 
diabetic  patient.  However,  this  is  only  a 
concept  and  is  presented  solely  as  food  for 
thought. 

In  addition  to  the  general  picture  just  out- 
lined, hormones,  other  than  insulin,  play  an 
important  role  in  relation  to  adipose  tissue 
metabolism.  Epinephrine,  growth  hormone, 
thyroxin,  lactogenic  hormone,  and  glu- 
cocorticoids have  pronounced  effects  on 
glucose  and  lipid  metabolism.  The  effect  of 
hypophysectomy  and  pituitary  stalk  sec- 
tion on  disturbed  carbohydrate  and  lipid 
metabolism  and  how  it  relates  to  diabetic 
retinopathy  awaits  further  investigation. 
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T HIS  BRIEF  REVIEW  of  the  familiar  ophthal- 
moscopic picture  of  diabetic  retinopathy 
includes  six  cardinal  features  of  diabetic 
retinopathy:  (1)  capillary  microaneurysms, 
(2)  hemorrhages,  (3)  exudates,  (4)  venous 
changes,  (5)  neovascularization,  and  (6) 
retinitis  proliferans. 

Features 

Capillary  microaneurysms.  Capillary 
microaneurysms  appear  as  small  red  pin 
point  dots  at  the  posterior  pole  of  the  eye, 
between  the  superior  and  inferior  temporal 
branches  of  the  central  retinal  vessels.  In 
the  early  stages  these  may  be  very  easily 
missed  unless  a careful  search  is  made. 

Hemorrhages.  The  earliest  hemor- 
rhages also  appear  as  small  round  red  dots 
that  are  larger  than  microanein*ysms.  These 
early  hemorrhages  are  located  in  the  deeper 
layers  of  the  retina,  chiefly  the  outer  plexi- 
form,  which  accounts  for  their  shape  and 
size.  As  the  retinopathy  progresses,  the 
hemorrhages  tend  to  become  more  numerous 
and  more  superficial,  leading  ultimately  to 
preretinal  and  vitreous  hemorrhages  with 
catastrophic  visual  consequences. 

Exudates.  The  exudates  in  diabetic 
retinopathy  typically  are  small,  roimd,  and 
discrete,  having  a waxy  yellow  color.  They 
tend  to  multiply  and  coalesce  as  the  reti- 
nopathy progresses  and  are  often  grouped 
around  the  macula  to  form  the  clinical  pic- 
ture of  circinate  retinopathy. 

Venous  changes  and  neovasculariza- 
tion. Venous  changes  consist  of  dilatation, 
kinking,  and  irregularity  of  one  or  more 
branches  of  the  central  retinal  vein.  Neo- 
vascularization frequently  occurs  along  the 
course  of  the  retinal  vessels  or  on  the  optic 
nerve  head.  Pathologic  studies  tend  to  sug- 
gest that  this  neovascularization  is  primarily 
an  extraretinal  phenomenon,  there  being 
very  little  in  the  retina  itself. 


Retinitis  proliferans.  What  is  gen- 
erally considered  the  terminal  phase  of 
diabetic  retinopathy,  namely,  retinitis  pro- 
liferans, may  be  simply  another  manifesta- 
tion of  diabetic  retinopathy  rather  than  an 
end  result,  since  many  of  these  retinas  show 
very  little  change  in  the  retinal  tissue  even  in 
the  presence  of  advanced  retinitis  proliferans. 

In  a photomicrograph  of  a normal  retina 
the  three  layers  of  nuclei  are  easily  seen. 
Proceeding  from  within  outward  these  are 
the  ganglion  cell  layers:  the  inner  nuclear, 
or  bipolar  cell,  layer;  and  the  outer,  or  rod 
and  cone,  nuclear  layer.  In  a sectioned 
retina  we  see  practically  no  blood  vessels. 
However,  there  are  actually  two  extensive 
capillary  networks  present  in  the  normal 
retina,  one  in  the  ganglion  cell  area  and  a 
deeper  one  at  the  junction  of  the  bipolar  and 
outer  plexiform  layers.  These  networks  be- 
come more  apparent  in  flat  preparations  of 
the  retina,  and  it  is  in  them  that  most  of  the 
capillary  microaneurysms  occur. 


1 


Pathology 


A classic  article  by  Mackenzie,  ^ published 
in  the  late  1870’s,  contains  one  of  the  first,  if 
not  the  first,  pathologic  descriptions  of 
diabetic  retinopathy  and  contains  the  first 
published  illustration  of  capillary  micro- 
aneurysms. 

In  1943,  Ballantyne  and  Lowenstein,'® 
studying  flat  preparations  of  the  retina,  re- 
discovered capillary  microaneurysms,  and 
it  is  from  their  work  that  our  present  knowl- 
edge of  the  pathology  of  diabetic  retinop- 
athy has  evolved.  The  pathogenesis  of 
capillary  microaneurysms  is  still  nuclear. 
Ashton,^  an  English  ophthalmic  pathol- 
ogist, believes  that  aneurysms  form  as  a re- 
sult of  capillary  dilation,  kinking,  and  fusion 
of  adjacent  walls.  Another  concept  is  that 
of  Cogan,  Toussaint,  and  Kuwabara"*  at  the 
Howe  Laboratory  in  Boston.  They  feel  that 
there  is  first  a disappearance  of  capillary 
mural  cells  followed  by  an  outpouching  of 
the  capillary  wall  at  the  site  of  former  mural 
cells. 

A recent  useful  tool  in  the  elucidation  of 
diabetic  retinopathy  has  been  the  electron 
microscope.  An  electron  microphotograph 
of  a normal  retinal  capillary,  taken  from 
Bloodworth,^  shows  the  laminated  appear- 
ance of  the  basement  membrane.  In 
diabetic  retinas,  Bloodworth  frequently 
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found  dehiscenses  in  this  basement  mem- 
brane which  he  thought  might  contribute  to 
the  formation  of  the  capillary  micro- 
aneurysms. 

Capillary  microaneurysms  were  first 
thought  to  occur  almost  exclusively  on  the 
venous  side  of  the  capillary.  More  recent 
studies  with  larger  numbers  of  diabetic  eyes, 
especially  by  Cogan  and  Bloodworth,  have 
shown  that  aneurysms  occur  with  almost 
equal  frequency  on  both  the  arterial  and 
venous  sides  of  the  circulation. 

Diabetic  exudates  are  located  in  the  outer 
plexiform  layer  of  the  retina  and  have  an 
amorphous  hyaline  appearance.  Flat  prep- 
arations of  the  retina,  such  as  one  shown  by 
Freidenwald,®  reveal  the  exudates  to  be 
blotchy  and  extensive,  with  interconnecting 
fingers  and  projections.  The  exact  nature 
of  these  exudates  remains  uncertain.  Histo- 
chemically,  they  react  for  fibrin  and  lipid. 
Wolter’  believes  that  early  exudates  repre- 
sent collections  of  fat-filled  phagocytes  which 
have  ingested  degenerated  neurons.  Pre- 
sumably these  phagocytes  later  break  down 
and  become  hyalinized. 

Conclusion 

I would  like  to  emphasize  one  aspect  of 
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I WOULD  LIKE  first  to  trace  quickly  a little 
of  the  history  of  how  hypophysectomy  and 
stalk  section  came  to  be  used  for  diabetic 
retinopathy.  Dr.  Dube  has  touched  on 
some  of  this. 

In  1931,  Houssayi  reported  the  ameliora- 
tion of  some  of  the  metabolic  defects  of 
diabetes  following  adrenalectomy  and  hypo- 
physectomy. Cushing,  in  1933,^  attempted 
to  relieve  severe  diabetes  with  radiation 
therapy  to  the  pituitary.  The  first  major 
breakthrough  with  regard  to  possible  surgi- 
cal therapy  for  diabetic  retinopathy  came  in 
1952  when  Poulsen*  reported  spontaneous 
regression  of  severe  diabetic  retinopathy  in  a 


diabetic  retinopathy  that  is  frequently  over- 
looked, namely,  neuronal  degeneration. 
Until  recently,  the  emphasis  has  been  on  the 
vascular  changes  of  diabetic  retinopathy. 
Bloodworth  believes  that  degeneration  of 
the  retinal  neurons  may  precede  the  vascu- 
lar changes  and,  in  fact,  may  predispose  to 
the  formation  of  capillary  microanemysms 
by  weakening  the  support  of  the  walls  of  the 
retinal  capillaries.  This  neuronal  degenera- 
tion may  account  for  the  marked  visual  loss 
found  in  some  diabetic  patients  which  is  out 
of  proportion  to  their  visible  retinopathy. 
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woman  who  developed  postpartum  necrosis 
of  the  pituitary.  In  a series  of  hypophy- 
sectomies  for  severe  diabetes,  reported  by 
Luft  and  Olivecrona  in  1953,“'  there  was  a 
rather  high  incidence  of  severe  postoperative 
hypoglycemia.  Many  of  their  patients  died 
shortly  thereafter  of  progressive  diabetic 
nephropathy. 

In  1954,  Kinsell  et  al.^  reported  hypo- 
physectomy in  9 patients,  7 dying  within 
two  years  postoperatively,  usually  again 
from  progressive  nephropathy. 

In  1958,  Javid,  Gordon,  and  Erickson®  re- 
ported 15  cases;  10  had  undergone  hypo- 
physectomy and  5 pituitary  stalk  section. 
Both  groups  had  a high  incidence  of  intrac- 
table hypoglycemia,  often  resulting  in  death. 
Those  patients  surviving  in  Javid’s  series, 
however,  did  show  marked  improvement  in 
vision  and  in  retinopathy.  There  was  no  pro- 
gression and  no  regression  of  the  nephropathy. 

Green  et  alJ  reported  bilateral  adrenal- 
ectomy in  diabetic  patients.  Three  of  his 
7 patients  showed  some  improvement  in  the 
retinopathy. 
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In  1961,  and  again  recently,  the  most  com- 
prehensive series  to  date  was  reported  by 
Field  et  al.^  from  the  Massachusetts  General 
Hospital.  They  reported  26  cases  in  detail 
in  whom  stalk  section  had  been  performed. 
Nineteen  had  been  followed  more  than  six 
months  at  the  time  of  the  report.  One  of  the 
19  had  died  postoperatively  of  a myocardial 
infarct,  leaving  18  patients  to  be  evaluated 
at  the  end  of  six  months.  Foimteen  of  the 
18  survivors  have  shown  a very  good  re- 
sponse with  improvement  of  the  retinop- 
athy. Two  of  the  remaining  4 were  con- 
sidered as  showing  a worth-while  response  in 
that  their  vision  was  as  good  or  better  than 
preoperatively  and  no  new  vitreous  hemor- 
rhages had  developed.  Two  of  the  18  fol- 
lowed for  more  than  six  months  have  each 
suffered  at  least  one  additional  vitreous 
hemorrhage.  Thus,  14  or  18  were  dramati- 
cally improved,  an  additional  2 had  a worth- 
while response,  and  2 had  questionable  re- 
sults. 

Sangalli®  attempted  to  reproduce  these  re- 
sults by  radiation  of  the  pituitary.  He  ad- 
ministered from  19,000  to  21,000  rad  to 
the  pituitary  of  18  diabetic  patients.  The 
“hypophysectomy  effect”  did  not  appear 
for  ten  days,  and  usually  a marked  effect 
appeared  only  after  three  months.  At 
the  time  of  his  report  7 of  the  18  patients 
had  not  been  followed  long  enough  for  him  to 
draw  definite  conclusions.  Two  of  his  pa- 
tients had  died  of  renal  disease,  again  point- 
ing up  the  fact  that  it  is  the  renal  disease 
which  limits  the  response  with  hypophy- 
sectomy. 

Two  of  his  patients  had  slight  improve- 
ment in  the  retinopathy.  Two  were 
markedly  improved,  and  2 patients  con- 
tinued to  have  progressive  retinopathy.  An- 
other patient  became  blind  following  ther- 
apy, and  in  2 patients  the  results  were  in- 
determinate. 

There  was  an  appreciable  morbidity  as- 
sociated with  the  therapy.  In  analyzing  his 
entire  series,  including  patients  who  had 
radiation  to  the  pituitary  for  breast  car- 
cinoma, he  noted  that  40  per  cent  of  the  pa- 
tients suffered  a partial  third-nerve  palsy. 
Three  per  cent  of  the  patients  had  severe 
damage  to  the  third,  fourth,  and  sixth  cranial 
nerves.  Five  per  cent  had  persistent  head- 
ache, and  3 per  cent  developed  diabetes  in- 
sipidus. There  was  no  incidence,  however, 
of  visual  field  loss  after  this  therapy. 


Case  report 

I will  now  present  a case  studied  at  the  Up- 
state Medicsd  Center.’® 

Presentation.  A forty-one-year-old  white 
woman  developed  diabetes  mellitus  in  1946. 
She  was  the  fourth  member  of  her  family  to  be  so 
affected. 

In  1948  she  underwent  a thoracoplasty  for 
tuberculosis  and  made  a complete  recovery. 
She  was  admitted  to  the  Upstate  Medical 
Center  in  March,  1955,  with  the  classical  symp- 
toms and  signs  of  Cushing’s  syndrome.  Skull 
x-ray  films  at  that  time  gave  normal  findings. 

In  addition  to  the  usual  physical  changes  of 
Cushing’s  syndrome,  the  fimdi  oculi  showed 
characteristic  diabetic  retinopathy  with  capil- 
lary aneurysms,  round  hemorrhages,  and  hard 
yellow  exudates. 

The  urinary  17-hydroxy  corticosteroid  excre- 
tion was  elevated,  and  in  August,  1955,  a staged 
bilateral  adrenalectomy  was  performed.  The 
combined  weight  of  the  adrenal  glands  was  22.5 
Gm.,  and  they  were  hyperplastic  on  microscopic 
examination. 

Postoperatively,  her  daily  requirement  of  65 
units  of  insulin  lessened.  Her  diabetes  was 
easily  controlled,  thereafter,  with  diet  alone  or 
with  small  doses  of  tolbutamide. 

The  patient  was  seen  frequently  at  the  out- 
patient chnics  and  in  January  and  March,  1956, 
one  year  after  adrenalectomy,  the  fundi  still 
contained  microaneurysms,  hemorrhages,  and 
hard  exudates.  Later  that  year  she  suffered  the 
first  of  several  preretinal  hemorrhages  in  the 
right  eye,  and  by  January,  1957,  she  had  become 
totally  bhnd  in  the  right  eye.  Thus,  in  spite  of 
adrenalectomy,  she  had  progressive  retinopathy. 

In  July,  1958,  she  developed  pre-eclampsia 
during  the  third  trimester  of  pregnancy.  Dur- 
ing that  hospitahzation,  her  plasma  17-hydroxy- 
corticosteroids  were  very  low,  and  no  increase 
followed  an  infusion  of  ACTH,  indicating  that 
the  previous  adrenalectomy  had  been  complete. 
An  ophthalmologist  described  the  right  optic 
fundus  as  being  replaced  by  “vascular  fibrous 
bands”  and  the  left  fundus  as  showing  a picture 
of  “typical  diabetic  retinopathy”with  a band  of 
retinitis  prohferans  lying  temporal  to  the  left 
disk. 

In  November,  1958,  the  patient  complained  of 
visual  blurring  in  the  left  eye,  which  was  her 
good  eye  now,  and  in  1959  she  suffered  her  first 
preretinal  hemorrhage  in  that  eye.  Similar 
hemorrhages  recurred  in  F ebruary,  July,  August, 
and  twice  in  November  of  1960.  During  the 
interval  between  hemorrhages,  her  visual  acuity 
would  gradually  improve  and  was  20/30  in  the 
left  eye  as  recently  as  October,  1960. 

Following  the  second  hemorrhage  in  Novem- 
ber, 1960,  acuity  was  reduced  to  light  reception; 
hypophyseal  stalk  section  seemed  to  offer  the 
only  chance  of  saving  some  vision. 

The  stalk  was  sectioned  at  its  point  of  pene- 
tration into  the  diaphragma  sellae  on  November 
23, 1960.  Her  postoperative  course  was  benign; 
specifically,  she  did  not  develop  hypoglycemia  or 
diabetes  insipidus. 
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Five  weeks  postoperatively  clinical  evidence 
of  myxedema  appeared,  and  the  protein-bound 
iodine  was  4 micrograms  per  100  ml.  She  re- 
sponded to  desiccated  thyroid,  1.5  grains  per  day. 
Her  menses  ceased  after  the  stalk  section. 
Galactorrhea  appeared  postoperatively  and 
persisted  for  approximately  five  months. 

She  had  been  continued  on  the  same  main- 
tenance dosage  of  40  mg.  of  hydrocortisone  and 
0.05  to  0.2  mg.  of  9-alpha-fluorohydrocortisone 
as  she  had  taken  from  the  time  of  her  adrenal- 
ectomy, so  that  her  exogenous  adrenal  replace- 
ment was  the  same  pre-  and  postoperatively. 
The  pituitary  gonadotropin  excretion  since  the 
stalk  section  has  remained  zero. 

Attempts  at  retinal  photography  on  several 
occasions  during  hospitalization  in  October  and 
November,  1960,  just  prior  to  her  stalk  section, 
were  unsuccessful  because  of  the  opacification  of 
the  vitreous  due  to  the  recent  hemorrhages. 
Therefore,  immediate  preoperative  retinal 
photographs  are  not  available.  We  do  have 
pictures  of  her  fundi  in  1957,  although  her  fundi 
were  much  worse  when  we  saw  her  on  the  neuro- 
surgical service  in  1960.  I think  the  pictures 
from  1957  do  clearly  point  out  the  diabetic 
retinopathy. 

Findings.  The  photographs  show  some  of 
the  hard  yellow  exudates  that  Dr.  SuUivan  was 
talking  about,  and  some  of  the  larger  hemor- 
rhages are  apparent;  small  microaneurysms  and 
some  of  the  small  round  hemorrhages  can  also  be 
seen.  There  is  an  area  of  neovascularization. 

In  another  picture  there  is  a vessel  travehng 
around  one  of  the  hard  yellow  exudates  and, 
again,  the  dilated  tortuous  veins  and  exudates 
are  apparent. 

Dramatic  improvement  occurred  in  the  reti- 
nopathy after  stalk  section.  In  January,  1961, 
the  left  vitreous  was  still  too  cloudy  for  adequate 
funduscopic  examination,  but  visual  acuity  had 
already  improved  from  light  perception  only  to 
20/30  in  the  left  eye.  By  March,  1961,  four 
months  postoperatively,  the  fundus  could  be 
well  seen.  No  hemorrhages,  aneurysms,  or 
exudates  could  be  found.  Acuity  was  20/20  and 
has  remained  so.  The  area  of  retinitis  pro- 
hferans  temporal  to  the  left  disk  had  now  be- 
come replaced  by  a scar. 

She  had  an  early  cataract  which  made  pho- 
tography rather  diflBcult.  The  area  that  had 
the  hemorrhages  and  exudates  in  1957  now 
appeared  normal. 

We  had  a medical  artist  see  her  and  draw  the 
fundi  as  he  saw  them,  showing  the  almost  total 
clearing.  The  veins  now  had  a more  normal 
cahber.  There  still  remained  some  shght  ret- 
initis prohferans.  Her  fundi  showed  a striking 
change  as  compared  with  the  1957  pictures. 

There  are  several  other  points  worthy  of  pass- 
ing comment.  The  renal  status  has  remained 
stable  since  1955.  If  the  renal  disease  is  bad,  it 
has  been  everyone’s  experience  that  the  ret- 
inopathy will  not  respond  well  to  the  stalk 
section.  Albuminuria  has  varied  between  trace 
and  2 plus.  The  nonprotein  nitrogen  has  been 
in  the  37  to  42  mg.  per  100  ml.  range  throughout 
the  present  illness,  and  a phenolsulfonphthalein 


test  in  November,  1960,  just  prior  to  surgei'y, 
revealed  79  per  cent  excretion  in  two  houi-s,  in- 
dicating good  renal  reserve. 

Another  point  of  interest  is  that  her  mild 
diabetic  neuropathy,  which  was  present  pre- 
operatively,  has  persisted  unchanged  and,  if 
anything,  has  progressed.  At  present,  vibratory 
sensation  is  absent  below  the  knees  and  ankles 
bilaterally,  and  she  has  absent  knee  and  ankle 
reflexes. 

The  blood  pressure  ranged  to  170/100  post- 
stalk section  and  is  20  to  30  mm.  lower  than 
preoperatively.  A moderate  postural  hypo- 
tension has  been  noted  since  1957,  and  this  is 
felt  to  be  on  the  basis  of  the  neuropathy  as  it 
persists  in  spite  of  adequate  adrenal  replacement 
therapy.  Her  diet  has  remained  unchanged 
during  the  entire  period. 

Comment 

These  are  the  criteria  for  pituitary  surgery 
as  established  in  diabetic  patients: 

1.  Progressive  retinopathy  threatening 
loss  of  central  vision. 

2.  Advanced  neovascularization. 

3.  No  macular  degeneration. 

Those  with  retinopathy  in  one  eye  who 
have  had  massive  vitreous  bleeding  in  one 
or  both  eyes  are  considered  candidates  for 
surgery.  Patients  must  show  hemorrhagic 
disease  and  progressive  retinopathy  if  they 
are  to  be  considered  as  candidates  for  this 
very  major  surgery. 

These  are  some  of  the  criteria  for  rejection 
of  patients: 

1.  Advanced  proliferation  and  neovas- 
cularization with  or  without  retinal  detach- 
ment but  with  macular  destruction. 

2.  Massive  vitreous  bleeding  in  which  no 
satisfactory  studies  of  the  retina  can  be 
obtained.  Here  the  vitreous  is  so  cloudy 
that  one  cannot  even  visualize  the  fundus. 

3.  Retinopathy  without  hemorrhagic 
phenomena.  Those  with  just  micro- 
aneurysms and  severe  exudation  are  still 
not  considered  candidates  for  stalk  section, 
for  the  beneficial  effect  appears  to  be  on  the 
hemorrhagic  disease. 

4.  Retinopathy  showing  very  slow  pro- 
gression. If  the  patient  is  followed  over 
several  months  to  a year,  with  little  change 
on  careful  mapping  of  the  aneurysms  and 
the  exudates,  and  vision  is  not  acutely 
threatened,  he  is  not  considered  an  accept- 
able candidate  for  stalk  section. 

The  advantages  of  stalk  section  over 
hypophysectomy  are: 

1.  It  is  a much  simpler  surgical  procedure 
to  perform. 
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2.  It  is  very  much  less  stressful  to  the 
patient. 

3.  There  is  a lower  incidence  of  post- 
operative hypoglycemia. 

The  advantages  of  stalk  section  over 
radiation  are: 

1.  The  effect  is  inunediate. 

2.  There  would  appear  to  be  fewer  com- 
plications. 

3.  It  is  certainly  less  expensive. 

4.  It  is  more  readily  available,  for  the 
type  of  radiation  therapy  required  to  obtain 
necrosis  of  the  pituitary  is  available  at  only 
a few  selected  centers. 

Once  again,  we  would  like  to  stress  that 
the  most  striking  results  of  the  stalk  section 
are  in  those  patients  who  have  suffered 
hemorrhagic  disease  in  the  eye.  The  neo- 
vascularization, which  is  the  most  evident 
cause  of  vitreous  bleeding,  is  markedly 
affected  by  the  procedure.  There  occurs  a 
narrowing  of  the  dilated  veins  and  venules 
and  occlusion  of  some  of  the  microaneu- 
rysms. Furthermore,  following  the  stalk 
section,  it  has  been  noted  that  a very  rapid 
clearing  of  the  vitreous  occurs  and  vision 
shows  a concomitant  improvement  within 
a week  or  two  after  surgery,  in  many  cases. 

The  chief  disadvantages  of  the  stalk  sec- 
tion are  the  occasional  occurrence  of  diabetes 
insipidus,  adding  a new  disease  to  the 
patient’s  problems,  and  intractable  sterility. 
Hormone  replacement  therapy  can  maintain 
the  patient  in  a euthyroid  and  normal 
adrenal  status. 

Bilateral  adrenalectomy  would  seem  to 
have  been  ruled  out  as  an  effective  form  of 
therapy  for  diabetic  retinopathy,  and  cer- 

Question  and  answer  period 

Dr.  Dube:  I would  like  to  ask  Dr. 

Lourie  a question  which  he  did  not  cover  in 
detail.  Does  there  seem  to  be  any  difference 
between  hypophysectomy  and  stalk  section 
with  regard  to  the  problem  of  hypoglycemia 
postoperatively? 

Dr.  Lourie:  I think  in  everybody’s  series 
but  one,  that  reported  by  Javid  a/., 'there 
has  been  a difference.  With  total  hypophy- 
sectomy the  patients  have  been  sicker,  and 
in  particular  the  hypoglycemia,  when  it  ap- 
peared, seemed  to  be  more  intractable,  and 
many  of  the  deaths  that  were  recorded  in  the 
early  postoperative  period  were  thought  to 
be  due  to  hypoglycemia.  Javid,  in  his 


tainly  our  case  report  would  tend  to  sub- 
stantiate this.  Whatever  favorable  effect 
pituitary  surgery  has  on  the  retinopathy  is 
probably  mediated  through  pathways  other 
than  the  adrenal. 

Summary 

I would  say  that  evidence  has  accumulated 
that  stalk  section  or  hypophysectomy  has  an 
extra-adrenal  effect  which  improves  the 
state  of  the  capillaries  of  the  retina  in 
diabetic  retinopathy,  with  concomitant  im- 
provement in  the  vision. 
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series  of  15  patients,  10  with  hypophysec- 
tomy and  5 with  stalk  section,  noted  about 
the  same  degree  of  hypoglycemia  and  the 
same  difficulty  treating  it  in  both  groups. 
But  in  other  series.  Field  et  aZ’.s*  series  and  the 
reviews  that  he  has  done,  there  have  been 
differences.  The  hypoglycemia  when  it 
appears  has  been  more  easily  treated 
after  stalk  section  than  after  hypophysec- 
tomy. 

Dr.  Dube:  I would  like  to  emphasize 
the  problem  of  hypoglycemia  for  the  audi- 
ence. It  is  particularly  dangerous  to  do 
either  a hypophysectomy  or  a stalk  section 
in  a patient  who  is  on  insulin.  The  prob- 
lems of  hypoglycemia  are  less  in  patients 
on  oral  agents  or  diet  alone. 
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Influence  of  Stanozolol 
on  Hemoglobin  Levels 


Twenty-six  cases  of  terminal  metastatic 
malignant  disease  were  treated  with  stanozolol, 
a potent  new  anabolic  derivative  of  testos- 
terone. Thirteen  failed  to  respond,  and  13 
developed  significant  rises  in  hemoglobin 
concentrations,  accompanied  in  all  cases  by 
increases  in  body  weight.  Six  cases  of  re- 
fractory anemias  in  young  underweight 
females  also  were  responsive  to  stanozolol. 
Stanozolol  was  shown  to  retain  the  erythro- 
poietic effect  of  testosterone  in  doses  prac- 
tically devoid  of  androgenic  effects. 


WILLIAM  G.  MULLIN,  M.D. 
Brooklyn,  New  York 
FRANK  Dl  PILLO,  M.D. 
Brooklyn,  New  York 


Chief  of  Hematology  (Dr.  Mullin)  and 
Assistant  Attending  Physician,  Depart- 
ment of  Hematology  (Dr.  Di  Pillo),  The 
Long  Island  College  Hospital 


I 


IT  HAS  BEEN  KNOWN  for  some  time  that  the 
administration  of  testosterone  often  re- 
sulted in  an  increase  in  the  hemoglobin 
concentration  in  the  recipient.  ^ This  effect 
also  has  been  noted  with  the  use  of  methyl- 
testosterone,  fluoxymesterone,  and  testos- 
terone enanthate,  aU  synthetic  and  potent 
androgens.  1 During  the  past  decade  an- 
other group  of  derivatives  of  the  male  sex 
hormone  has  been  synthesized  in  an  effort 
to  preserve  the  anabolic  capabilities  of 
testosterone  and,  at  the  same  time,  minimize 
the  undesirable  androgenic  effects.  This 
objective  has  been  reached  with  varying 
degrees  of  success  with  such  substances  as 
nandrolone  phenpropionate,  17  - alpha- 
ethyl  - 17  - hydroxy  - 4 - norandrosten- 
3-one,  methandrostenelone,  and  stanozolol. 
Whether  or  not  the  erythropoietic  effects  of 
testosterone  would  be  retained  by  these 
derivatives  is  a question  which  is  being 
answered  only  now.  Another  question 
which  naturally  follows  the  first  is:  If  the 

erythropoietic  effect  is  preserved  along  with 
the  anabolic  effects  of  testosterone,  is  it  a 
separate  capability  or  simply  a reflection  of 
the  general  anabolic  potency  of  these  new 
synthetics?  The  following  report  presents 
some  observations  on  the  effects  of  stan- 


ozolol, a potent  new  anaboUc  derivative 
of  testosterone  (Fig.  1),  on  the  hemoglobin 
levels  of  two  groups  of  patients. 

Methods 

Stanozolol  was  administered  to  two  groups 
of  patients  for  the  study  of  anabolic  effects 
primarily.  The  effect  of  this  steroid  hor- 
mone on  the  hemoglobin  levels  was  noted 
during  and  after  the  completion  of  the 
study.  Therefore,  certain  parameters  of 
erythrogenesis  which  would  have  been  of 
interest,  such  as  reticulocyte  counts,  bone 
marrow  aspirations,  and  serum  iron  studies, 
were  not  recorded.  Hemoglobin  levels  were 
determined  photoelectricaUy  with  the  Cole- 
man hemoglobinometer  and  were  done 
weekly  for  the  first  two  months  of  treat- 
ment and  biweekly  thereafter.  A rise  in 
the  hemoglobin  level  of  1 Gm.  or  more, 
which  was  maintained  consistently,  was 
considered  significant. 

The  first  group  of  patients  observed  was 
composed  of  cases  of  terminal  metastatic 
carcinoma  and  had  exhausted  all  modalities 


FIGURE  1.  Stanozolol  formula. 
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THE  IN  MONTES 

FIGURE  2.  Average  hemoglobin  and  weight  gain  in  13  patients  over  a six-month  period. 


of  treatment  including  radiotherapy  and 
chemotherapy.  A few  of  these  patients  re- 
ceived both  radiotherapy  and  chemotherapy 
during  the  early  part  of  their  treatment 
with  stanozolol.  Since  neither  radiotherapy 
nor  treatment  with  alkylating  agents  has 
been  known  to  affect  the  hemoglobin  level 
in  any  but  an  adverse  manner,  we  did  not 
reject  them  as  not  furnishing  useful 
information. 

A total  of  86  of  these  patients  received 
stanozolol  in  a dose  of  2 mg.  three  times 
a day  by  mouth.  Of  these  86  patients, 
52  showed  a significant  rise  in  hemoglobin 
after  two  months  of  therapy.  However, 
acceptable  consistent  pretreatment  hemo- 
globin levels  were  on  record  for  only  26  of 
these  cases  and,  therefore,  only  these  are 
presented.  The  second  group  of  patients 
observed  consisted  of  young  statistically 
underweight  females.  Of  this  group  of  27 
cases  all  showed  a rise  in  the  hemoglobin 
level,  but  only  the  6 cases  presented  had 
acceptable  consistent  pretreatment  levels  of 
hemoglobin  recorded.  Therefore,  the  pres- 


entation is  confined  to  these  6 cases,  3 
of  which  are  of  special  interest.  This 
group  received  stanozolol  in  a dose  of  2 mg. 
twice  a day  by  mouth. 

Results 

The  26  cases  of  terminal  metastatic 
malignant  disease  received  stanozolol,  in 
the  amount  indicated  previously,  in  a 
continuous  fashion.  All  medications  which 
the  patient  had  received  during  the  control 
or  pretreatment  period  were  continued. 
This  included  the  administration  of  iron 
and  vitamins  by  mouth.  All  of  these 
patients  received  iron  and  vitamins  during 
their  pretreatment  periods,  but  none  of 
them  received  medication  for  a period  of 
less  than  three  months.  Hemoglobin  levels 
taken  during  the  three-month  period  pre- 
ceding treatment  with  stanozolol  were 
static  in  15  cases  and  falling  in  the  remaining 
2 cases  despite  the  use  of  these  agents. 

The  response  of  these  patients  to  the 
anabolic  effect  of  this  hormone  and  to  its 
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FIGURE  3.  Hemoglobin  increases  in  6 anemic  and  underweight  females  receiving  stanozolol,  2 mg.  twice 
daily.  Of  these  cases,  3 interrupted  treatment,  as  indicated. 


erythropoietic  stimulus  was  correlated 
roughly.  None  of  the  13  patients  who 
failed  to  gain  weight  responded  with  any 
significant  rise  in  hemoglobin,  and,  con- 
versely, the  13  patients  who  demonstrated 
a weight  gain  also  developed  a significant 
increment  in  the  hemoglobin  level.  Of  the 
13  positively  responding  patients,  7 survived 
for  an  average  of  6.5  months,  and  6 were 
alive  ten  months  after  the  onset  of  therapy, 
at  the  time  of  this  writing.  Of  the  13 
patients  who  exhibited  no  weight  or  hemo- 
globin gain,  aU  were  dead  of  their  disease 
within  an  average  of  3.3  months  after  the 
initiation  of  anabolic  steroid  therapy.  The 
13  patients  who  responded  with  an  increase 
in  weight  gained  an  average  of  11.2  poimds 
and  raised  their  hemoglobin  concentration 
an  average  of  1.5  Gm.  These  effects  were 
quite  remarkable  in  view  of  the  fact  that 
9 of  these  people  had  diffuse  hepatic  metas- 
tases  and  2 had  metastatic  involvement  of 
practically  aU  of  the  osseous  tissue.  The 
rise  in  hemoglobin  was  detectable  between  the 


fourth  and  sixth  weeks  and  rose  to  a maxi- 
mum between  the  third  and  fourth  months 
of  therapy.  The  increment  was  main- 
tained imtil  the  time  of  death  in  the  7 
cases  deceased  as  of  this  writing,  and  it  is 
maintained  in  the  surviving  6 cases.  In  the 
7 deceased  patients  there  was  a rapidly 
developing  cachexia  during  the  last  two 
weeks  of  life  despite  continued  stanozolol 
therapy.  Figure  2 illustrates  the  relation- 
ship between  the  gain  in  weight  and  the 
rise  in  hemoglobin  levels  in  the  13  responding 
cases,  together  with  the  times  of  onset  and 
attainment  of  maximum  effects.  From 
a consideration  of  these  observations  it 
seems  reasonable  to  conclude  that  the  gains 
in  weight  and  hemoglobin  concentrations 
were  due  to  the  action  of  stanozolol.  Un- 
fortimately,  it  was  not  feasible  to  discontinue 
the  use  of  this  agent  to  observe  the  duration 
of  the  effects,  allow  regression  to  pretreat- 
ment levels,  and  then  to  retreat  and  attempt 
to  reduplicate  the  results.  The  rapidly 
deteriorating  status  of  these  terminal  cases 
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of  malignant  disease  would  preclude  their 
return  to  a previous  base  line. 

This  opportunity  to  reduphcate  results 
was  provided  inadvertently  by  3 patients 
who  were  receiving  stanozolol  for  the 
correction  of  persistent  underweight.  In 
this  group  were  6 yoimg  females  who,  accord- 
ing to  their  past  histories,  demonstrated 
mild  to  moderate  anemia  which  had  never 
responded  to  iron  and  vitamins  orally  and 
vitamin  parenterally.  At  the  start  of 
anabohc  hormone  therapy  all  of  the  patients 
had  been  receiving  iron  and  multivitamins 
orally  for  at  least  six  months  without  any 
resulting  increase  in  the  hemoglobin  con- 
centration. These  medications  were  con- 
tinued in  an  unaltered  dose  during  the 
treatment  period.  Stanozolol  was  adminis- 
tered in  the  form  of  a 2-mg.  tablet  given 
twice  a day.  All  of  the  patients  responded 
with  significant  rises  in  hemoglobin  con- 
centrations, as  illustrated  in  Figure  3. 
During  the  course  of  medication  3 of  these 
patients  dropped  out  of  the  group  for  non- 
medical reasons.  However,  they  did  con- 
tinue to  take  the  iron  and  multivitamin 
preparations,  as  before.  When  they  re- 
turned to  continue  treatment,  they  were 
re-evaluated,  and  therapy  with  stanozolol 
was  resumed.  The  results,  shown  in  Figure 
3,  reveal  a loss  of  the  hemoglobin  increment 
obtained  during  the  first  course  treatment 
and  a regaining  of  this  loss  during  the 
second  course  of  therapy.  Since  no  other 
modality  of  treatment  changed  during  the 
period  of  these  observations,  the  changes  in 
hemoglobin  and  weight  levels  can  be  at- 
tributed only  to  the  action  of  the  stanozolol. 

Comment 

It  is  well  known,  of  course,  that  the 
administration  of  androgenic  hormones  is 
capable  of  raising  the  hemoglobin  levels  of 
the  recipients.  This  increase  was  reported 
by  Talbot  and  Escher^  while  studying  the 
effects  of  testosterone  propionate  in  the 
treatment  of  inoperable  carcinoma  of  the 
breast  in  women.  The  use  of  androgens  in 
the  treatment  of  eunuchoidism  in  the  male 
was  noted  to  produce  an  increase  in  the 
hemoglobin  concentrations  of  these  pa- 
tients. ^ Prior  to  these  clinical  observations, 
a great  deal  of  study  had  been  undertaken 
on  the  effects  of  androgenic  and  estrogenic 
hormones  on  the  hemograms  of  animals. 


Castrodale  et  alJ  reported  that  a moderate 
to  severe  anemia  was  produced  in  dogs  with 
natural  and  synthetic  estrogens.  This  ob- 
servation was  also  made  by  Tyslowitz  and 
Dingemanse  in  the  same  year,  1941.^  The 
effects  of  castration  on  male  rats  was  ob- 
served to  include  the  development  of  an 
anemia  which  was  reheved  by  the  adminis- 
tration of  androgens.^'  ® In  1942  an  in- 
crease in  circulating  erythrocytes,  produced 
by  the  administration  of  androgens  to 
domestic  fowl,  was  reported  by  Taber, 
Davis,  and  Domm.’  The  conclusions  drawn 
by  these  authors  were  in  general  agreement 
on  the  thesis  that  androgens  stimulated 
erythropoiesis  and  estrogens  depressed  it. 
Since  the  time  of  these  reports,  the  wide- 
spread use  of  androgens  in  the  treatment  of 
various  malignant  conditions  has  provided 
aU  of  its  prescribers  with  an  opportunity 
to  observe  this  effect.  Not  only  are  fre- 
quent and  dramatic  rises  in  hemoglobin 
concentrations  seen,  but  even  the  develop- 
ment of  polycythemia  (erythremia)  has 
been  reported.  ^ * The  potential  clinical 
usefulness  of  the  stimulus  to  erythropoiesis 
in  the  treatment  of  refractory  and  aplas- 
tic anemias  was  pursued  with  vigor.  In 
1961  Gardner  and  Pringle®  reported  on 
the  effects  of  androgens  on  erythropoiesis, 
using  methyltestosterone,  fluoxymesterone, 
and  testosterone  propionate,  and  concluded 
that  these  substances  were  effective  in 
relieving  the  anemias  of  malignant  lym- 
phomas and  myeloid  metaplasias.  In  ad- 
dition, the  same  androgens  produced  hemo- 
globin increments  in  cases  of  congenital 
hypoplastic  anemias.  These  same  authors 
reported  on  the  use  of  the  previously  men- 
tioned agents  and  of  testosterone  enanthate 
in  myeloid  metaplasias  and  observed  that 
hemoglobin  levels  were  improved  in  aU 
cases.  The  improved  levels  continued  in 
some  of  their  cases  even  after  the  cessation 
of  therapy.  It  was  also  noted  that  a period 
of  from  six  to  eight  weeks  of  therapy  was 
necessary  before  any  conclusions  could  be 
drawn  concerning  the  success  or  failure  of 
treatment.  The  production  of  remissions 
in  cases  of  acquired  aplastic  anemia  in 
children  with  the  use  of  combined  testos- 
terone and  corticosteroids  was  reported  by 
Shahidi  and  Diamond.'*  These  authors 
describe  the  effecting  and  maintaining  of 
normal  hemoglobin  levels  in  these  cases  for 
periods  of  from  two  and  one-half  to  fifteen 
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months  on  therapy.  Two  cases  of  aplastic 
anemia,  treated  successfully  in  a similar 
manner,  were  presented  by  Khalil  and  Ibra- 
him.The  agents  used  were  dexametha- 
sone  and  fluoxymesterone.  AU  of  the 
agents  used  in  these  clinical  studies  were 
close  relatives  of  testosterone  and  were 
potent  androgens  in  that  they  produce 
hirsutism,  clitoral  hypertrophy,  voice 
changes,  and  acne  vulgaris. 

The  further  development  of  testosterone 
analogues  has  resulted  in  the  production  of 
hormones  which,  to  a greater  or  lesser  degree, 
have  mitigated  androgenic  and  potent 
anabohc  effects.  With  the  availability  of 
such  hormones  for  therapy,  the  question 
of  their  retention  of  the  original  stimulus 
to  erythropoiesis  shown  by  testosterone 
arises  immediately.  Does  the  erythropoietic 
effect  reside  with  anabohsm  or  is  it  lost 
with  decreasing  androgenicity?  The  answer 
to  this  query  appears  to  side  with  the  former. 
Martins^®  has  reported  that  nandrolone 
phenpropionate  had  an  erythropoietic  effect 
in  14  patients  with  varying  types  of  re- 
fractory anemias  when  given  intramus- 
cularly in  doses  of  25  mg.  at  weekly  inter- 
vals. Boada  and  Frumin*^  have  reported 
an  increase  in  effective  hemopoiesis  in  4 
cases  of  sickle  cell  anemia  treated  with  the 
same  substance  in  doses  of  50  to  100  mg., 
given  intramuscularly  at  weekly  intervals 
for  periods  of  from  six  to  eight  months. 
The  doses  used  to  obtain  these  results  were 
much  smaller  on  a miUigram/kilogram  basis 
than  the  amoimt  of  testosterone  which  would 
be  necessary  to  obtain  an  equivalent 
dose.  The  hormone  stanozolol,  which  was 
used  in  our  study  as  reported  herein,  is  a 
very  potent  anabohc  agent  with  practically 
no  androgenic  effects  in  the  dosage  used.*®' 
Nevertheless,  when  given  oraUy  in  a dose 
of  4 to  6 mg.  a day,  it  produced  a significant 
increment  in  hemoglobin  concentrations. 
Therefore,  it  is  reasonable  to  conclude  that 
the  loss  of  androgenicity  of  testosterone 
derivatives  does  not  result  in  the  loss  of  the 
stimulus  to  erythropoiesis.  On  the  other 
hand,  there  is  no  evidence  to  suggest  that 
the  anabohc  effect  may  be  separate  from  the 
erythropoietic  effect.  At  least  no  such 
imphcation  could  be  drawn  from  the  ob- 
servations of  the  cases  reported  herein. 
There  was  no  instance  of  the  appearance 
of  weight  gain  without  hemoglobin  in- 
crement and  vice  versa.  Erslev*’'  has  re- 


ported that  the  addition  of  crystalline 
testosterone  to  bone  marrow  suspensions 
resulted  in  an  increased  ceUular  iron  uptake, 
but  only  during  the  first  twenty-one  hours 
of  incubation.  He  postulates  that  “the 
results  suggest  that  testosterone  may  act 
by  accelerating  the  maturation  or  division 
of  ceUs  present  in  the  bone  marrow  sus- 
pension.” Thus,  a direct  action  is  evident 
at  the  ceUular  level,  and  there  is  no  need  to 
assume  a mediating  mechanism.  Since  an 
increase  in  the  anabolism  of  red  cells 
would  be  measured  best  by  their  own 
peculiar  product,  hemoglobin,  there  also 
is  no  reason  to  assume  that  an  increase  in 
hemoglobin  level  is  anything  but  the  expres- 
sion of  the  anabolic  effect  of  testosterone 
on  these  cells,  as  shared  in  general  with 
other  responding  cells  and  tissues.  It 
might  stiU  be  possible  that  the  erythropoie- 
tic and  the  general  anabolic  effects  are 
separate  but  occur  simultaneously.  How- 
ever, if  this  is  so,  it  has  yet  to  be 
demonstrated. 

Conclusion 

It  is  concluded  that  the  anabolic  hor- 
mones, as  a group,  wUl  maintain  the  eryth- 
ropoietic effect  of  testosterone  and  that 
stanozolol,  in  particular,  as  the  agent  used 
in  the  cases  reported,  definitely  retains  the 
stimulus  to  erythropoiesis  and  does  so  in 
doses  practically  devoid  of  androgenic 
effects.  It  is  also  concluded  that  no  de- 
finite evidence  exists  at  present  to  suggest 
that  the  erythropoietic  effects  of  testos- 
terone and  its  anabohc  derivatives  are 
essentiaUy  separate  from  the  general  an- 
abohc effects  of  these  agents. 

Summary 

The  effects  of  testosterone  and  its  an- 
drogenic derivatives  on  hemoglobin  levels 
have  been  reviewed  briefly.  Evidence  for 
the  retention  of  this  abihty  by  the  newer 
anabohc  hormones  has  been  presented 
from  the  hterature  and  from  the  cases 
reported  herein.  Thirteen  cases  of  terminal 
mahgnant  disease  treated  with  the  anabohc 
hormone  stanozolol  have  been  observed 
to  develop  significant  rises  in  hemoglobin 
concentrations.  These  rises  were  accom- 
panied in  ah  cases  by  increases  in  body 
weight.  Six  cases  of  refractory  anemias. 
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of  mild  to  moderate  degree,  in  young  under- 
weight females  have  been  reported  re- 
sponsive to  the  administration  of  the  same 
hormone.  Three  of  these  patients  relapsed 
when  the  medication  was  stopped  for  non- 
medical reasons.  The  original  response 
was  re-established  when  treatment  was 
resumed.  In  these  cases,  as  in  the  afore- 
mentioned group  of  13,  there  was  no  in- 
crease in  hemoglobin  without  a gain  in 
weight. 

Acknowledgment.  The  hormone  stanozolol  was  supplied 
hy  Winthrop  Laboratories,  New  York  City. 
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Despite  recent  advances  in  our  under- 
I standing  of  thyroid  function  and  the 
I development  of  more  sophisticated  diag- 
i nostic  aids,  overt  myxedema  continues  to 
1 pass  unrecognized  because  more  subtle  mani- 
j festations  are  not  appreciated.  Hyper- 
tension is  one  such  manifestation. 

Although  it  has  long  been  known  tbat 
j hypertension  may  accompany  myicedema, 

■ little  emphasis  has  been  placed  on  this  as- 
sociation. Ord,  in  1878,^  reported  the 
I autopsy  of  a woman  with  coexistent  hyper- 
i tension  and  myxedema.  Ten  years  later  the 
I Committee  of  the  Clinical  Society  of  Lon- 
i don^  demonstrated  evidence  of  hypertension 
in  one  third  of  their  autopsied  cases  of 
myxedema.  With  the  advent  of  chnical 
sphygmomanometry,  innumerable  instances 
of  hypertensive  myxedematous  patients  have 
been  cited. 

The  primary  purpose  of  this  report  is  to 
I re-emphasize  the  association  of  myxedema 
I and  hypertension.  A secondary  purpose  is 
to  investigate  the  effects  of  thyroid  replace- 
ment therapy  on  the  blood  pressure  of 
patients  in  whom  these  two  diseases  coexist. 

i Materials  and  methods 

The  clinical  records  of  92  consecutive 
■I  proved  cases  of  myxedema  were  reviewed. 


I 


A STUDY  WAS  MADE  of  92  cosBS  of  myxedema. 
The  majority  of  patients  were  normotensive, 
but  a significant  number  (26  per  cent)  were 
hypertensive.  Of  the  24  myxedema  patients 
with  hypertension,  18  remained  hypertensive 
in  spite  of  adequate  thyroid  replacement 
therapy. 


Seventy-six  were  from  the  Albany  Medical 
Center  Hospital  and  covered  a period  from 
1939  to  1959.  Sixteen  were  from  the  Albany 
Veterans  Hospital  and  covered  a period  from 
1951  to  1959.  Both  institutions  are  general 
hospitals.  The  significance  of  each  of  the 
following  factors  was  analyzed;  age,  sex, 
etiology  of  disease,  obesity,  complicating 
illness,  anemia,  serum  cholesterol,  electro- 
cardiographic findings,  PBI  (protein-bound 
iodine),  and  twenty-four-hour  radioactive  io- 
dine uptake. 

Patients  were  separated  into  three  blood- 
pressure,  groups  namely,  hypotensive,  nor- 
motensive, and  hypertensive.  Those  with  a 
usual  systohc  blood  pressure  of  105  mm.  Hg 
or  less  were  considered  hypotensive.  Those 
with  a usual  blood  pressure  of  150/100 
mm.  Hg  or  less,  but  with  a systolic  level 
greater  than  105  mm.  Hg,  were  considered 
normotensive.  Those  with  a blood  pressure 
above  150/100  mm.  Hg  were  considered 
hypertensive.  Hypertensive  patients  were 
further  analyzed  to  determine  what  change 
in  blood  pressure,  if  any,  occurred  after 
adequate  thyroid  replacement  therapy. 

General  clinical  findings 

In  general,  the  composition  and  char- 
acteristics of  this  group  of  myxedematous 
individuals  is  comparable  to  those  studied  by 
other  investigators.  As  is  generally 

accepted,  myxedema  was  more  common  in 
the  women.  Of  the  92  patients  in  this  study, 
68  were  women.  The  women  outnumbered 
the  men  approximately  3 to  1 in  this  group, 
despite  a high  preponderance  of  males  at  the 
Veterans  Hospital. 

Figure  1 reveals  that  the  majority  of  the 
patients  were  over  the  age  of  forty  when  the 
diagnosis  of  myxedema  was  made  and  also 
shows  the  number  of  patients  with  hyper- 
tension in  each  age  group.  It  was  not  pos- 
sible to  assess  accurately  the  duration  of 


October  1, 1963  / New  York  State  Journal  of  Medicine  2801 


AGE  IN  YEARS 

FIGURE  1.  Age  distribution  of  92  patients  with 
myxedema  and  number  with  hypertension  in  each 
age  group. 

disease  or  of  hypertension  prior  to  diagnosis. 

Of  the  92  patients,  68  (74  per  cent)  had 
idiopathic  myxedema;  in  23  (25  per  cent) 
the  myxedema  followed  subtotal  thyroi- 
dectomy; and  in  1 patient  it  was  secondary 
to  primary  pituitary  failure.  This  distribu- 
tion varies  little  from  the  other  studies  cited. 

From  the  data  available,  it  was  not 
possible  to  discern  the  true  incidence  and 
degree  of  obesity  within  this  group,  and 
therefore  was  not  possible  to  correlate 
obesity  and  hypertension. 

The  blood  pressure  distribution  of  this 
group,  as  previously  defmed,  is  shown  in 
Table  I.  The  majority  of  the  patients  were 
normotensive,  11  (12  per  cent)  were  hypo- 
tensive, and  24  (26  per  cent)  were  hyper- 
tensive. Table  II  reveals  that  the  vast 
majority  of  myxedema  patients  with  hyper- 
tension, 18  of  24,  remained  hypertensive  in 
spite  of  adequate  thyroid  replacement 
therapy. 

Review  of  the  occurrence  of  complicating 
illnesses  produced  several  high  lights. 
Eleven  patients  (12  per  cent)  had  ischemic 
heart  disease  as  manifested  by  angina 
pectoris  and/or  myocardial  infarction.  Of 
these  11,  7 had  hypertension.  One  patient 
with  hypertension  was  found  among  3 
myxedematous  patients  with  chronic  pye- 
lonephritis. Five  patients  had  both  myxe- 
dema and  diabetes  mellitus,  but  none  of  this 
group  had  hypertension. 

Laboratory  data 

Hemoglobin  determinations  were  ob- 
tained in  all  cases.  Twenty-seven  patients 
)29  per  cent)  had  values  below  12  Gm.  per 


TABLE  I.  Blood  pressure  groups  in  92  patients 
with  myxedema 


Sex 

Hypo-  Normo-  Hyper- 
tensive tensive  tensive 

Num-  Per  Num-  Per  Num-  Per 
ber  Cent  ber  Cent  ber  Cent 

Male 

5 5 

10  11  9 

10 

F emale 

6 7 

47  51  15 

16 

Total 

cases 

11  12 

57  62  24 

26 

TABLE  II.  Follow-up  data  on  24  hypertensive 

myxedematous  patients 

Blood 

Blood 

Pe- 

Pressure 

Pressure 

riod 

Before 

After 

Ob- 

Treat- 

Treat-  served 

Sex 

Age 

ment 

ment  (Years) 

F 

59 

170/100 

Same 

5 

F 

64 

160/110 

Same 

9 

F 

59 

170/120 

Same 

5 

F 

40 

160/105 

Same 

1 

F 

49 

170/110 

Same 

5 

F 

35 

150/100 

Normotensive 

1 

F 

61 

250/100 

Same 

1 

M 

51 

190/100 

Same 

1 

F 

72 

170/100 

Same 

4 

F 

63 

170/105 

Unknown 

F 

60 

200/100 

Same 

1 

F 

50 

180/100 

Same 

1 

F 

56 

170/105 

Same 

3 

F 

46 

240/100 

Unknown 

F 

62 

170/120 

Same 

2 

M 

61 

160/100 

Normotensive 

5 

M 

42 

160/100 

Same 

4 

M 

60 

230/120 

Same 

8 

M 

69 

190.T20 

Same 

1 

M 

49 

220/100 

Unknown 

M 

53 

180/120 

Same 

2 

M 

39 

220/120 

Same 

1 

M 

74 

170/100 

Same 

1 

F 

67 

150/100 

Unknown 

100  ml.  and  were  considered  to  have  anemia. 
Elevated  serum  cholesterol  (above  250  mg. 
per  100  ml.)  was  found  in  72  of  88  patients 
(82  per  cent).  The  protein-bound  iodine  was 
obtained  in  50  patients  and  found  to  be 
abnormally  low  in  45  (90  per  cent).  Im- 
paired twenty-four-hour  radioactive  iodine 
uptake  was  found  in  32  of  38  patients 
(84  per  cent)  so  tested. 

An  electrocardiogram  was  obtained  in  59 
patients  and  was  found  to  be  compatible 
with  the  diagnosis  of  myxedema  in  34  (58 
per  cent).  Only  7 of  the  24  patients  with 
hypertension  demonstrated  evidence  of  true 
left  ventricular  hypertrophy  on  the  electro- 
cardiographic record. 
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Comment 

Although  most  textbooks  lead  one  to 
expect  the  myxedematous  patient  to  be 
hypotensive,  this  may  not  be  the  case.  The 
data  of  this  study  reveal  that  hypertension  is 
not  imcommonly  associated  with  myxedema. 
Indeed,  it  occurs  more  often  in  myxedem- 
atous patients  than  hypotension.  Hamil- 
ton and  Greenwood^  reported  a 25  per  cent 
incidence  of  hypertension  in  their  patients 
with  myxedema.  This  correlates  almost 
exactly  with  the  finding  of  26  per  cent  in  this 
study. 

WiUiamsi’  and  Thompson  et  felt  that 
hypertension  was  more  common  in  myxe- 
dema than  in  the  general  population.  Such 
a comparison  assumes  that  we  know  the 
true  incidence  of  hypertension  in  the  general 
population,  which  we  do  not.  Further,  there 
is  considerable  controversy  as  to  what  con- 
stitutes hypertension.  Be  that  as  it  may,  we 
do  have  some  indication  of  the  incidence  of 
hypertension  in  the  population  at  large. 
Chapman  et  Dawber,  Moore,  and 

Mann,i^  and  Doyle  et  al.^^  recently  re- 
ported that  the  incidence  of  hypertension  in 
a segment  of  the  general  population  over 
forty  years  of  age  is  approximately  11  per 
cent.  If  this  is  accurate,  then  it  may  be  said 
that  hypertension  is  more  common  in 
m3Txedema  than  in  the  general  population. 
More  important,  it  is  fair  to  say  that  hyper- 
tension is  at  least  as  common  in  myxedema 
as  in  the  general  population  and  perhaps 
more  common. 

The  cause  of  hypertension  in  myxedema  is 
unknown.  What  little  information  can  be 
garnered  suggests  that  it  may  result  from  the 
myxedema  process  per  se.  Morphologic 
alterations  within  the  vascular  system,  that 
is,  generalized  arteriolar  disease  char- 
acterized by  intimal  thickening  and  in  some 
instances  complete  occlusion  of  the  vessels, 
have  been  appreciated  since  the  last  cen- 
tury. In  recent  years  some  of  the  cardio- 
vascular dynamics  in  myxedema  have  been 
elucidated. The  cardiac  output,  stroke 
volume,  and  blood  volume  are  reduced, 
while  circulation  time  and  peripheral  re- 
sistance are  increased.  The  data  of  this  re- 
view yielded  no  significant  information  to 
explain  the  pathogenesis  of  hypertension  in 
myxedema. 

Perplexing  also  is  the  resolution  of  hyper- 
tension in  some  cases  of  myxedema  after 


treatment.  Although  only  2 of  our  24 
patients  displayed  such  resolution,  Lerman, 
Clark,  and  Means®  presented  a series  of 
cases  in  which  one  third  of  their  hyper- 
tensive myxedematous  patients  became  nor- 
motensive  following  thyroid  replacement 
therapy.  It  was  our  hope  to  show  that 
patients  with  hypertension  and  myxedema 
of  short  duration  would  become  normo- 
tensive  with  treatment,  but  this  was  not 
borne  out  by  the  data  available.  At  the 
present  time  it  is  not  possible  to  predict 
which  patient  wiU  respond  to  treatment. 
However,  those  patients  with  hypertension 
which  is  secondary  to  the  myxedema  proc- 
ess per  se  should  be  expected  to  become 
normotensive  if  therapy  is  instituted  before 
irreversible  changes  have  occurred.  Those 
patients  with  long-standing  myxedema  and 
hypertension  or  with  hypertension  of  long 
dmation  preceding  the  onset  of  myxedema 
cannot  be  expected  to  become  normotensive 
with  any  thyroid  replacement  therapy. 

Summary 

Ninety-two  proved  cases  of  myxedema  are 
reviewed.  The  majority  of  these  patients 
had  normal  blood  pressure,  but  a significant 
percentage  (26  per  cent)  had  hypertension. 

The  majority  of  the  hypertensive 
myxedematous  patients  did  not  show  a 
significant  reduction  in  blood  pressure  after 
thyroid  replacement  therapy. 

113  Holland  Avenue 
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In  a single-blind  study  of  61  patients  with 
gastric  sensitivity  to  aspirin,  aspirin-caseinate 
was  shown  to  have  as  good  an  analgesic 
effect  as  plain  aspirin  and  to  reduce  or 
eliminate  gastric  irritation  in  most  cases. 
The  combination  forms  a colloid  suspension 
of  acetylsalicylic  acid  which  is  absorbed  and 
digested  slowly  enough  to  prevent  gastric 
irritation. 
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The  problem  of  gastric  upset  following 
i administration  of  aspirin  has  received  wide- 
I spread  attention  and  is  the  subject  of  heated 
I medical  debate.  ^ ^ The  proponents  of  buf- 
I fered  aspirin  for  both  ethical  and  over-the- 
counter  sale  have  enlisted  the  aid  of  every 
advertising  gimmick*  to  sell  aspirin  which 
reputedly  does  not  exchange  a headache  for 
an  upset  stomach.®  The  superiority  of  buf- 
fered aspirin  has  been  questioned  seriously 
by  still  another  group  of  investigators  who 
can  find  no  difference  between  properly 
made  tablets  of  plain  aspirin  and  buffered 
aspirin.'*®  Both  sides  of  the  controversy 
have  tried  to  prove  their  point  by  compli- 
cated laboratory  procedures  and  extensive 
clinical  tests.®  Recently,  still  another  group 
of  investigators  have  shown  that  there  is 
more  difference  between  various  brands  of 
aspirin  tablets  than  there  is  between  buffered 
aspirin  and  plain  aspirin.*  It  would  seem 
that  the  efficacy  of  buffered  aspirin  can  be 
rationally  challenged  on  the  groimds  that 
the  small  amount  of  antacid  cannot  greatly 
alter  the  pH  of  the  gastric  contents.*  * On 
the  other  hand,  specially  designed  plain 
aspirin  tablets,  which  disintegrate  immedi- 


ately on  entering  the  stomach,  fail  to  provide 
for  protection  of  the  gastric  mucosa  against 
irritation  by  particles  of  aspirin  and  local 
concentrations  of  acetylsalicylic  acid 
against  the  gastric  waU.*  * 

This  controversy  wiU  probably  never  be  re- 
solved, but  the  fact  remains  that  aspirin  is  a 
most  necessary  therapy  in  many  complaints, 
the  most  important  being  collagen  dis- 
orders.® Aspirin  may  not  only  be  required 
for  temporary  analgesia;  it  may  often  be 
used  as  prolonged  medication.®  Gastric 
irritation  still  remains  the  most  important 
single  unpleasant  side-effect.*®  That  this 
unpleasant  side-effect  may  have  serious 
consequences  has  been  attested  in  many 
instances.**** 

Chemistry  and  rationale 

In  considering  the  problem,  it  was  noted 
that  certain  soluble  protein  fractions  when 
combined  with  acetylsalicylic  acid  form 
colloidal  gels.  These  gels  remain  suspended 
in  gastric  juice,  do  not  adhere  to  the  mucosa, 
and  are  digested  rapidly.  A tablet  contain- 
ing acetylsalicylic-caseinate  in  desiccated 
form  is  extremely  hygroscopic  and  on 
entering  the  stomach  immediately  begins  to 
swell.  After  mixing  with  the  stomach  con- 
tents, a colloid  suspension  consisting  of 
acetylsalicylic  acid  entrapped  in  a colloid 
protein  is  formed.  This  is  rapidly  dissipated 
and  digested  at  the  same  rate  the  acetyl- 
salicylic fraction  can  be  absorbed.  Thus 
any  chance  of  irritation  from  particles  of 
undissolved  acetylsalicylic  acid  is  precluded, 
and  irritating  concentrations  of  the  acetyl- 
salicylic fraction  are  rninimized.  Figure  1 
shows  the  colloid  gel  formed  from  a tablet  of 
acetylsalicylic-caseinate.  The  colloidal 
cloud  completely  protects  the  stomach  wall 
from  particles  by  enmeshing  the  acetyl- 
salicylic fraction,  which  is,  however,  re- 
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FIGURE  1.  Test  tube  on  left  shows  plain,  5-grain 
aspirin  tablet,  which  settles  by  gravity  to  the  bot- 
tom of  the  tube  and  dissolves  very  slowly  in  arti- 
ficial gastric  juice,  allowing  time  for  the  powder  to 
act  on  the  gastric  wall.  The  tube  on  right  shows 
the  colloid  formed  from  a 5-grain  aspirin- 
caseinate  tablet.  The  colloidal  cloud  completely 
protects  the  stomach  wall  from  particles  by  en- 
meshing the  acetylsalicylic  fraction,  which  is,  how- 
ever, released  rapidly  as  the  casein  fraction  is  di- 
gested. 


leased  rapidly  as  the  casein  fraction  is 
digested. 

Results 

Patients  with  proved  aspirin  sensitivity 
were  selected  for  the  study.  In  each  case 
the  patient  did  not  know  when  the  change 
from  regular  aspirin  to  the  new  acetylsali- 
cylic-caseinate  composition  was  made.  To 
this  extent  the  study  was  blind  but,  as  is 
the  case  in  all  short-acting  demonstrating 
medications,  the  secret  could  not  be  kept  for 


long.  Since  the  dose  of  aspirin  remained 
the  same  in  each  case  (24.4  grains),  and  the 
analgesic  effect  was  not  impaired,  the  pa- 
tient soon  became  aware  that  the  usual 
gastric  irritation  no  longer  occinrred  when  the 
new  tablets  were  taken. 

In  all,  61  patients,  most  of  whom  showed 
gastric  irritation  from  plain  aspirin,  partici- 
pated in  the  study.  No  attempt  was  made 
to  discover  the  percentage  of  patients  ex- 
hibiting gastric  irritation  from  among  a 
large  unselected  group  taking  aspirin.  This 
type  of  statistical  survey  cannot  be  accom- 
plished accurately  in  relatively  small  por- 
tions of  the  population.  The  purpose  of  this 
report  is  to  determine  the  effect  of  the  new 
aspirin  combination  on  those  exhibiting 
gastric  irritation.  A diagnostic  survey  of 
the  group  treated  revealed  the  following 
reasons  for  taking  aspirin:  joint  pain  in  32, 
headache  in  25,  dysmenorrhea  in  2,  nervous- 
ness in  1,  and  trifacial  neuralgia  in  1. 

The  history  of  each  patient  was  carefully 
taken  to  establish  that  aspirin  irritation 
caused  gastric  distress.  The  new  aspirin 
was  interchanged  with  plain  aspirin,  usually 
after  proof  of  gastric  irritation  had  been 
again  established.  In  some  cases,  after 
successful  treatment  with  the  new  aspirin, 
plain  aspirin  was  substituted,  which  again 
caused  gastric  irritation. 

The  appearance  of  the  new  aspirin  and  the 
plain  aspirin  tablets  was  the  same;  therefore 
the  test  was  a single-blind  one.  The  severity 
and  objectivity  of  the  signs  and  symptoms 
also  served  to  eliminate  any  psychologic 
effects,  thus  validating  the  results. 

The  analgesic  effect  of  the  aspirin-casein- 
ate was  identical  in  every  measurable  respect 
to  that  of  plain  aspirin.  Patients  who  had 
considerable  gastric  irritation  or  some  vomit- 
ing with  plain  aspirin  naturally  obtained 
greater  analgesic  effect  when  the  gastric 
irritation  was  suppressed  by  the  new  combi- 
nation. This  was  not  attributable  to  any 
greater  analgesic  property  of  the  new  com- 
bination. 

Aspirin  and  aspirin-caseinate  were  used  as 
intermittent  therapy  in  18  out  of  the  61 
cases.  In  the  remainder  the  average  dura- 
tion of  treatment  with  plain  aspirin  was  15.4 
days,  compared  with  21.4  days  for  the 
aspirin-caseinate.  This  three-week  period 
is  considered  an  ideal  time  before  a rest 
period  from  aspirin  is  indicated.  Naturally, 
where  the  treatment  was  successful  in 
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TABLE  I.  Effects  on  gastric  symptoms  of  change 
from  plain  aspirin  to  aspirin-caseinate 


Effects  of  Change 
to  Aspirin 
Caseinate* 

Number 

of 

Patients 

Percent- 
age of 
Patients 

Symptoms  eliminated 

34 

62 

Symptoms  reduced 

9 

16 

Symptoms  changed 

6 

11 

Miscellaneous  eft'ects 

3 

5 (.5) 

No  change 

3 

5 (.5) 

Total  with  symptoms 

55f 

100 

* Symptoms  of  which  various  patients  complained  con- 
sisted of  the  following:  stomach  irritation,  heartburn  and 

burning,  sour  regurgitation,  sour  taste,  sour  stomach,  pain, 
gas,  mild  to  severe  gastric  upset,  nausea,  vomiting,  belching, 
hiccoughs,  and  loss  of  appetite. 

t Six  additional  patients  in  the  study  had  no  symptoms 
with  either  type  of  aspirin. 

chronic  cases,  these  treatment  periods  were 
repeated. 

By  far  the  greatest  difference  between  the 
new  combination  and  plain  aspirin  was  that 
the  gastric  irritation  was  reduced  and,  in 
many  cases,  completely  relieved;  and  as 
Table  I shows,  symptoms  disappeared  or 
were  reduced  in  over  three-fourths  (78  per 
cent)  of  the  patients  studied. 

Summary 

It  has  been  found  that  the  combination  of 
aspirin-caseinate  forms  a special  coUoid 
suspension  of  acetylsalicylic  acid  which  is 
absorbed  and  digested  slowly  enough  to 


prevent  gastric  irritation.  At  the  same  time 
some  absorption  begins  as  soon  as  the  prod- 
uct is  admixed  with  gastric  juice,  and  the 
analgesic  effect  is  fully  as  great  as  that  of 
plain  aspirin.  A review  of  the  experience 
with  patients  selected  because  of  their  gas- 
tric sensitivity  to  aspirin  medication  has 
shown  that  aspirin-caseinate  has  a good 
analgesic  effect  and  reduces  or  completely 
eliminates  gastric  irritation  in  most  cases. 
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New  York  City 

March  27,  1963 


Conducted  by  MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D. 

Discussed  by  THOMAS  SILVERBERG,  M.D. 


Pulmonary  Infiltrates, 
Azotemia,  and  a 
Downhill  Course 


Case  history 

Charles  Felton,  M.D.:  A fifty-eight- 
year-old  Negro  shoemaker  was  admitted 
to  Knickerbocker  Hospital  on  December  19, 
1962,  complaining  of  cough,  fever,  and  left 
pleuritic  pain.  Beginning  four  months 
before  entry  he  noticed  diminishing  ap- 
petite and  frequent  episodes  of  nausea  and 
vomiting  following  the  ingestion  of  meats 
and  other  solid  foods.  There  was  no 
associated  pain,  change  in  bowel  habits,  or 
abnormality  of  stool  color.  He  consulted  a 
physician  who  recommended  a bland  diet 
consisting  chiefly  of  soups.  A temporary 
remission  of  these  symptoms  preceded  his 
admission  to  the  hospital.  About  three 
weeks  before  entry  he  developed  an  infection 
of  the  respiratory  tract  accompanied  by  a 
nonproductive  cough  and  low-grade  fever. 
The  cough  became  more  severe  and  after  a 
while  was  productive  of  yellowish  sputmn. 
He  developed  sharp  pain  in  the  left  side  of 
the  chest  on  breathing  which  necessitated 
hospitalization.  He  had  not  noticed  any 
loss  of  weight  dining  this  period. 

Examination  revealed  a well-developed, 
weU-nourished  middle-aged  man  in  moderate 
respiratory  distress  who  appeared  acutely 
ill.  The  temperature  was  101.2  F.,  pulse 
100,  respirations  22,  and  blood  pressure 
120/70.  Examination  of  the  head  produced 


negative  findings.  The  neck  veins  were  not 
distended.  The  heart  was  not  enlarged  to 
percussion,  and  there  were  no  murmins. 
Dullness  to  flatness  and  decreased  tactile 
fremitus  were  elicited  at  the  base  of  the  left 
lung  posteriorly;  breath  sounds  were  de- 
creased in  the  same  area,  and  there  were 
scattered  rales  in  both  lung  fields.  The 
abdomen  was  soft  and  nontender  with  no 
palpable  masses  or  enlarged  organs;  bowel 
sounds  were  active.  Rectal  examination 
produced  findings  within  normal  limits,  and 
the  stool  hematest  showed  negative  findings. 
There  was  no  acrocyanosis,  clubbing  of  the 
fingers,  peripheral  edema,  or  peripheral  lym- 
phadenopathy.  Neurologic  examination  was 
unrevealing. 

Several  urinalyses  revealed  a specific 
gravity  from  1.015  to  1.019,  a faint  trace  to 
1 plus  protein,  no  sugar  or  acetone,  an 
average  of  5 white  blood  cells  per  high-power 
field,  no  red  blood  cells,  and  an  occasional 
coarse  granular  cast.  On  admission  the 
hemoglobin  was  10.9  Gm.  per  100  ml.  and 
the  white  cell  count  8,400  with  75  per  cent 
neutrophils  and  25  per  cent  lymphocytes. 
The  sedimentation  rate  was  108  mm.  per 
hour.  A test  for  sickling  produced  negative 
results,  and  the  VDRL  test  result  was  also 
negative.  The  fasting  blood  sugar  was  102 
mg.  per  100  ml.,  the  blood  urea  nitrogen  35 
mg.,  total  protein  6.1  Gm.  with  3.9  Gm. 
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albumin  and  2.2  Gm.  globulin,  calcium  9.6 
mg.  and  phosphorus  5.8  mg.  Serum  sodium 
was  128  mEq.  per  liter,  potassium  6.9  mEq., 
chlorides  92  mEq.,  and  carbon  dioxide  21 
mM.  The  alkaline  phosphatase  was  3.3 
imits  and  thymol  tiurbidity  0.4  units. 
Several  cultures  of  sputum  for  both  ordinary 
pathogens  and  acid-fast  bacilli  were  un- 
revealing, and  several  cultures  of  blood  and 
urine  yielded  no  growth. 

A chest  roentgenogram  revealed  blotchy, 
irregular  densities  throughout  both  lung 
fields  especially  on  the  left  with  some  con- 
fluence at  the  base  of  the  left  limg.  A flat 
x-ray  film  of  the  abdomen  revealed  evidence 
of  mild  paralytic  ileus.  An  electrocardio- 
gram showed  normal  findings. 

The  patient  was  treated  with  penicillin, 
but  after  five  days  low-grade  fever  persisted, 
and  there  was  no  change  in  the  physical 
signs  in  the  chest  nor  in  the  chest  roentgeno- 
gram. Tuberculin  skin  tests  produced  nega- 
tive results  as  did  a test  for  cold  agglutinins. 
Penicillin  was  discontinued  and  replaced  by 
a mixture  of  tetracycline  phosphate  and 
novobiocin  sodium  (Panalba),  again  with  no 
significant  improvement.  On  the  sixth  hos- 
pital day  he  complained  of  nausea  and 
vomited  twice.  Episodes  of  nausea  and 
vomiting  recurred  intermittently  during  his 
hospital  course.  The  pleuritic  chest  pain 
became  more  diffuse  and  extended  into  the 
region  of  the  left  flank.  Additional  x-ray 
studies  of  the  abdomen  revealed  no  con- 
clusive evidence  of  intestinal  obstruction. 

The  blood  urea  nitrogen  rose  to  96  mg. 
per  100  ml.  and  the  creatinine  to  7.3  mg. 
The  serum  electrolyte  pattern  remained 
essentially  unchanged.  The  hemoglobin  de- 
clined to  8.8  Gm.  per  100  ml.,  and  the  white 
blood  cell  count  rose  to  13,700.  On  one 
occasion  10  per  cent  eosinophils  were  noted. 
A moderate  amount  of  fluid  accumulated  in 
the  left  pleural  space;  aspiration  yielded 
about  80  ml.  of  serosanguineous  fluid  which 
coagulated  in  the  syringe  and  test  tubes 
rendering  further  aspiration  difficult.  A 
cell  block  of  this  fluid  did  not  disclose  tumor 
cells.  A retrograde  pyelogram  revealed  no 
filling  of  the  upper  calyces  of  the  left  kidney 
and  some  blunting  of  the  lower  calyces. 
Despite  the  azotemia  and  extensive  pulmo- 
nary infiltrations,  the  patient  remained  rela- 
tively free  of  complaints. 

On  the  twenty-seventh  hospital  day  he 
developed  pulmonary  edema  and  expired. 


Discussion 

Thomas  Silverberg,  M.D.:*  When  I 
was  given  the  protocol  of  this  case  by  the 
medical  resident,  it  was  done  with  expres- 
sions of  apology  that  would  have  done  credit 
to  a warm-hearted  prison  warden  talking  to 
an  inmate  who  is  about  to  walk  the  last  mile. 
With  an  air  of  sympathetic  and  tender 
regret  they  assured  me  that  this  one  is  a real 
stinker,  implying  that  whatever  might 
happen  I should  not  feel  too  badly  about  it. 
This  sort  of  badinage  has  a wondrous  effect 
on  morale  and  makes  a discusser  feel  like  a 
near-sighted  St.  George  about  to  go  after  the 
dragon  on  a lame  horse,  having  forgotten  to 
bring  his  spear  along. 

The  patient  was  a fifty -eight-year-old  man 
whose  health  had  been  good  until  his  fatal 
five-month  illness  began.  For  almost  the 
first  four  of  these  five  months  his  only 
symptoms  were  loss  of  appetite  and  nausea 
and  vomiting  after  eating  meats  and  other 
solid  foods.  There  were  no  other  complaints 
and  no  associated  weight  loss.  Only  in 
retrospect  can  one  read  anything  sinister 
into  the  course  of  the  disease  thus  far. 
About  three  weeks  before  his  admission  to 
the  hospital  and  about  seven  weeks  before 
his  death,  he  developed  symptoms  of  a 
respiratory  tract  infection  with  low-grade 
fever  and  a nonproductive  cough.  His 
cough  grew  more  severe  and  then  became 
productive  of  yellowish  sputum.  Shortly 
before  entry  to  the  hospital  he  developed 
pleuritic  pain  in  the  left  side  of  the  chest. 

Examination  showed  an  acutely  ill  man  in 
moderate  respiratory  distress.  His  tem- 
perature was  101.2  F.  and  his  pulse  rate 
commensurately  rapid.  The  blood  pressure 
was  normal,  and  there  were  no  signs  of 
cardiac  enlargement  or  congestive  heart 
failure.  There  were  signs  of  effusion  into  the 
pleural  space  at  the  left  lung  base,  and 
scattered  rales  were  heard  in  both  lung  fields. 
The  rest  of  the  physical  examination  pro- 
duced negative  findings.  Most  significantly, 
the  abdomen  was  not  tender;  no  abdominal 
masses  or  enlarged  organs  were  felt;  there 
was  no  lymph  gland  enlargement  and  no 
peripheral  edema.  Although  it  is  not  men- 
tioned, I assume  there  were  no  particular 
abnormalities  in  the  eye  grounds. 

The  laboratory  gives  us  some  additional, 

* Associate  Attending  Physician,  Knickerbocker  Hospital; 
Clinical  Assistant  in  Medicine,  New  York  University  School 
of  Medicine. 
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FIGURE  1.  Retrograde  pyelogram  of  left  kidney 
showing  no  filling  of  upper  calyces  and  distortion 
of  lower  calyces. 


and  up  to  this  time  imsuspected,  informa- 
tion. There  was  persistent,  mild  proteinuria, 
occasional  casts,  a few  white  blood  cells,  but 
no  microscopic  hematuria.  There  was  no 
difficulty  in  concentrating  urine  although 
the  initial  blood  urea  nitrogen  was  35  mg. 
per  100  ml.  Accompanying  the  nitrogen 
retention  were  an  elevated  blood  phosphorus 
and  an  elevated  serum  potassium.  The 
sedimentation  rate  was  high,  but  there  was 
no  leukocytosis;  mild  anemia  was  present. 
Bacteriologic  studies,  including  efforts  to 
detect  the  tubercle  bacillus,  produced  nega- 
tive findings. 

I infer  that  the  initial  working  diagnosis 
was  that  of  a serious  pulmonary  infection. 
Penicillin  and  a mixture  of  tetracycline 
phosphate  and  novobiocin  sodium  were 
given,  but  the  temperature  did  not  fall  nor 
did  the  pulmonary  infiltrates  clear.  In 
fact,  the  confluent  densities  at  the  base  of 
the  left  lung  progressed,  and  pleuritic  pain 
became  more  diffuse.  Then  we  are  told 
somewhat  ingenuously  that  the  pain  ex- 
tended into  the  region  of  the  left  flank. 

At  this  point  nausea  and  vomiting  re- 
curred, and  the  patient  developed  uremia 


with  a urea  nitrogen  of  96  mg.  per  100  ml., 
a creatinine  of  7.3  mg.,  further  decline  in 
hemoglobin  to  8.8  Gm.,  and  leukocytosis  to 
13,700.  The  finding  of  10  per  cent  eosino- 
philia  in  one  smear  is  probably  not  related  to 
the  basic  disease  but  is  a reaction  to  the 
penicillin  administered  a week  or  two 
previously. 

Two  more  procedures  were  carried  out 
before  the  patient  died  in  pulmonary  edema.  I 
First,  a thoracentesis  recovered  about  80  cc.  ) 
of  bloody  fluid  which  clotted  almost  im- 
mediately; microscopic  study  did  not  dis- 
close tumor  cells.  Second,  a retrograde 
pyelogram,  performed  only  on  the  left  side, 
disclosed  an  extremely  bizarre  picture.  The 
upper  calyceal  system  could  not  be  filled  at 
all,  and  the  lower  calyces  appeared  distorted 
and  blunted. 

This  gloss  on  the  protocol  states  the 
problem  of  a very  short  downhill  course  in  a 
previously  healthy  individual  who  first 
developed  multiple  pulmonary  lesions  and 
then  rapidly  progressive  renal  failure  cul- 
minating in  uremia  and  death  in  pulmonary 
edema.  In  attempting  to  structure  a diag- 
nosis that  will  explain  aU  that  happened, 
one  must  underscore  certain  facts  and  keep 
in  mind  a few  important  postulates. 

The  first  guideline  is  the  very  short  time 
in  which  so  much  physiologic  change  took 
place  and  so  many  lesions  appeared.  Second 
is  the  fact  that  the  pulmonary  lesions 
appeared  before  the  patient  became  uremic 
or  even  showed  much  evidence  of  renal 
decompensation.  Third,  although  we  are  j 
given  x-ray  films  that  show  a peculiar  and  f 
fascinating  lesion  of  one  kidney,  I think  we  ! 
must  postulate  a disease  involving  both  j 
kidneys  to  account  for  renal  failure.  In  other  ) 
words,  we  must  satisfy  the  requirements  j 
of  a disease  that  could  cause  both  kidneys  to  j 

fail  and  at  the  same  time  present  such  a : 

strange  looking  lesion  of  at  least  one  of  the 
kidneys. 

With  all  this  is  mind,  let  us  look  at  the 
x-ray  films.  Looking  first  at  the  retrograde 
pyelogram  (Fig.  1)  of  the  left  kidney,  it  is 
obvious  that  no  dye  has  entered  the  upper 
two  major  calyces  and  that  the  lower 
calyces  appear  foreshortened,  blunted,  and 
perhaps  a bit  flattened  on  the  upper  aspect. 

For  a moment  it  struck  me  that  we  might  be 
dealing  with  a structural  anomaly.  Perhaps 
there  might  be  a complete  double  ureter  with 
one  ureter  draining  the  top  calyces  and  the 
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FIGURE  2.  Chest  x-ray  films.  (A)  On  admission  showing  diffuse  infiltration  of  both  lungs  with  many 
linear  streaks  and  a vague  suggestion  of  nodularity.  There  is  a small  pleural  effusion  on  the  left. 
(B)  Two  weeks  after  admission  showing  some  clearing  of  linear  infiltrates  and  a suggestion  that  the 
nodularity  is  better  defined. 


other  the  lower.  However,  I was  informed 
that  the  usual  distribution  for  double  ureter 
is  the  other  way  round.  Furthermore,  even 
assuming  a statistically  rare  variation  of  the 
double  ureter  anomaly,  how  would  this 
account  for  the  distortion  of  the  lower  calyx 
which  has  a normal  looking  ureter?  One 
must  conclude,  I think,  that  something  has 
either  constricted  or  closed  off  the  obliterated 
calyces  within  their  lumina  or  has  com- 
pressed and  occluded  them  from  without. 

The  next  and  very  obvious  question  is  why 
the  retrograde  pyelogram  was  done  only  on 
one  side.  The  reasons  that  occurred  to  me 
were  either  that  the  diagnosis  was  so  obvious 
to  the  urologist  that  examination  of  the  right 
side  was  imnecessary  or  that,  seeing  such  a 
serious  lesion  on  the  first  side  studied  and 
realizing  that  the  patient  was  a very  sick 
man,  the  urologist  felt  that  it  was  not  ad- 
visable to  do  anything  which  might  further 
compromise  the  function  of  the  opposite 
kidney. 

Joseph  Andronaco,  M.D.;  Actually,  it 
was  an  open  decision  whether  to  visualize 
the  left  side  first  or  the  right  side.  I chose 


the  left  side  only  because  the  patient’s 
pleuritic  pain  was  on  the  left,  not  for  any 
intrinsic  urologic  reason.  Your  second  sur- 
mise is  correct;  I elected  not  to  tamper  with 
the  right  side  because  the  patient  was 
critically  ill  and  I had  demonstrated  an 
anatomic  lesion  on  the  left. 

Dr.  SilverberG:  The  x-ray  films  of  the 
chest  show  numerous  patchy  and  irregular 
densities,  many  of  which  have  the  appear- 
ance of  small  areas  of  consolidation.  In 
the  film  taken  on  admission  (Fig.  2A)  there 
is  an  area  of  density  which  extends  pe- 
ripherally to  the  pleura  at  the  left  base.  I 
cannot  be  sure  whether  fluid  is  present  or 
whether  there  is  simply  a combination  of 
consolidated  parenchyma  and  thickened 
pleura.  As  one  examines  the  series  of  chest 
x-ray  films,  one  gets  the  impression  that 
several  of  the  smaller  densities  undergo 
some  evolution.  For  example,  in  a film 
taken  two  weeks  after  admission  (Fig.  2B) 
nodule-like  densities  have  formed  in  the 
upper  fields  of  both  limgs  where  only  ill- 
defined  infiltrates  were  present  before. 
Some  of  the  lesions  also  appear  to  regress; 
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at  least  they  get  smaller. 

Thinking  now  only  of  the  pulmonary 
lesions,  a number  of  possibilities  come  to 
mind.  Are  they  small  and  larger  areas  of 
pneumonia  or  pneumonitis?  Might  this  be 
the  so-called  pneumonitis  associated  with 
uremia?  Are  they  multiple  metastatic  de- 
posits from  a tumor  that  has  disseminated 
through  the  blood  stream?  Are  they  lesions 
of  sarcoid  or  some  other  granulomatous  dis- 
ease? Or  are  they  vascular  lesions  secondary 
to  a thrombo-embolic  process?  The  latter 
possibility  is  attractive.  It  would  explain 
the  changing  character  of  the  lesions  and 
is  compatible  with  the  lack  of  response  to 
antibiotics  and  the  appearance  of  a hemor- 
rhagic pleural  effusion.  If  so,  what  is  the 
source  of  these  emboli  and  infarcts? 

In  a patient  who  presents  the  symptoms 
of  fever,  anemia,  and  pulmonary  lesions  one 
is  obligated  to  think  of  tuberculosis,  par- 
ticularly in  a Negro.  However,  protean  as 
tuberculosis  may  be,  there  are  too  many 
points  against  it  in  this  case.  The  bac- 
teriologic  studies  all  showed  negative  find- 
ings. The  skin  test  also  showed  negative 
findings.  The  chest  x-ray  films  are  not 
typical  of  fibrocaseous  tuberculosis,  tuber- 
culous pneumonia,  or  miliary  tuberculosis. 
Rapidly  progressing  renal  failure  would  be 
unusual  with  tuberculosis,  and  it  would  be 
difficult  to  explain  the  lesion  in  the  left 
kidney. 

Sarcoidosis  can  certainly  involve  both 
lungs  and  kidneys,  and  it  can  present  some 
very  unexpected  patterns  of  illness.  I do 
not  think  it  a likely  diagnosis  in  this  patient. 
The  pulmonary  lesions  were  not  typical. 
The  course  of  the  disease  was  too  rapid  and 
fulminating.  Again,  I doubt  that  sarcoid 
granulomas  would  account  for  the  deformed 
left  kidney.  While  mentioning  granulo- 
matous disease,  it  might  be  wise  to  mention 
Wegener’s  granulomatosis.  The  absence  of 
lesions  in  the  pharynx  and  upper  portion  of 
the  respiratory  tract  is  against  the  diagnosis, 
as  is  the  rapid  course  and  the  prominent 
renal  lesion. 

To  revert  to  a point  made  earlier,  I am 
looking  for  an  entity  involving  both  kidneys 
that  will  account  for  azotemia,  pulmonary 
infiltrates,  and  gross  distortion  of  the  col- 
lecting system  of  at  least  one  kidney.  I 
can  quickly  exclude  all  the  members  of  the 
family  known  as  Bright’s  disease.  None  of 
the  varieties  would  produce  the  pyelographic 


pictures  or  the  pulmonary  infiltrates.  Even  | 
if  the  densities  in  the  chest  £u«  accepted  as  | 
uremic  infiltrates,  it  would  be  too  much  to  i 
believe  that  uremic  pneumonitis  can  appear 
before  the  patient  develops  uremia. 

Polycystic  kidneys  could  well  accoimt  for 
renal  insufiiciency  and  a bizarre  retrograde 
pyelogram.  But  in  a man  of  fifty -eight  with 
polycystic  kidneys  I would  expect  some 
degree  of  hypertension,  and  this  entity  does 
not  explain  the  pulmonary  infiltrates  or  the 
bloody  pleural  effusion. 

The  need  to  explain  the  patient’s  azotemia 
on  the  basis  of  bilateral  renal  involvement 
makes  it  impossible  to  accept  the  diagnosis 
of  a hypernephroma  in  the  upper  portion  of 
the  left  kidney  which  has  disseminated  to 
the  lungs.  The  lung  lesions  do  not  look  like 
tumor  metastases  and,  what  is  more,  a 
simple  hypernephroma  would  not  have  pre- 
cipitated renal  failure.  The  same  objections 
tend  even  more  forcefully  to  exclude  the 
possibility  of  multiple  tumor  metastases  in 
the  lungs  from  any  other  distant  site. 

The  description  of  pleuritic  pain  extending 
into  the  left  flank  made  me  think  momen- 
tarily of  an  aortic  aneurysm  dissecting  from 
thorax  to  abdomen  with  involvement  of  the 
renal  arteries.  Such  a catastrophe  would 
not  explain  the  pulmonary  lesions,  and  one 
would  have  to  assume  that  the  renal  arteries 
were  dissected  one  at  a time.  Moreover,  he 
would  hardly  have  survived  so  long,  and 
oliguria  should  have  been  present. 

If,  however,  I revert  to  an  earlier  point 
and  consider  the  possibility  that  the  pul- 
monary lesions  are  thrombo-emboli,  I have 
to  postulate  a source  for  them.  My  own 
diagnosis  would  be  that  of  a thrombotic 
process  involving  the  mid-portion  of  the 
inferior  vena  cava  and  both  renal  veins. 
Relating  this  to  the  pattern  of  the  patient’s 
illness,  I think  that  he  first  suffered  a slow 
occlusion  of  the  right  renal  vein  and  that  the 
earliest  symptoms  of  nausea  and  vomiting 
were  related  to  this.  The  next  and  continu- 
ing phase  of  pulmonary  embolization  was 
from  a thrombus  in  the  vena  cava  itself. 
The  last  phase  was  thrombosis  of  the  left 
renal  vein,  accounting  for  the  pain  in  the  left 
flank  and  the  rapid  descent  into  uremia. 
Presumably  the  right  kidney  either  never 
lost  its  function  completely  or  else  recovered 
enough  function  through  development  of 
collateral  circulation  so  that  the  patient  was 
able  to  survive  the  acute  thrombosis  of  the 
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left  renal  vein  for  some  time. 

Although  I did  not  review  all  the  literature 
relating  to  renal  vein  thrombosis,  my  search 
for  references  left  me  impressed  by  the 
relatively  few  definitive  articles  and  reviews 
on  this  entity.  Primary  renal  vein  thrombo- 
sis, both  unilateral  and  bilateral,  is  pre- 
dominantly seen  in  infancy,  often  in  associa- 
tion with  either  pyelonephritis  or  a severe 
gastroenteritis.  In  cases  associated  with 
primary  renal  or  perirenal  infection  there  is, 
as  in  adults,  an  element  of  dehydration.  An 
important  factor  in  the  evolution  of  the 
thrombosis  in  children  seems  to  be  the 
comparatively  smaller  volume  of  renal  blood 
flow.  In  adults  the  condition  is  much  less 
common. 

Harrison,  Milne,  and  Steiner'  list  four 
types  of  renal  vein  thrombosis.  The  first, 
primary  thrombosis  of  the  inferior  vena  cava 
with  secondary  involvement  of  the  renal 
veins,  is  rarely  seen  because  renal  vein  blood 
flow  is  voluminous  and  brisk.  However, 
this  form  may  occur  in  association  with 
shock,  hemorrhage,  or  primary  renal  disease 
which  is  advanced  enough  to  lower  renal 
blood  flow.  The  second  variety,  primary 
thrombosis  of  the  renal  veins  alone,  is  the 
disease  of  infancy  already  mentioned  and  is 
exceedingly  rare  in  adults.  The  third  type, 
renal  vein  thrombosis  without  involvement 
of  the  vena  cava,  is  occasionally  seen  as  a 
consequence  of  renal  disease  severe  enough 
to  lower  renal  blood  flow.  It  is  seen  with 
chronic  glomerulonephritis,  chronic  pyelo- 
nephritis, and  most  often  with  amyloidosis. 
The  fourth  type  is  based  on  obstruction  of 
the  inferior  vena  cava  due  to  invasion  by 
malignant  neoplasms  or  compression  by  large 
adjacent  masses.  This  variety  accounts  for 
a goodly  number  of  the  adult  cases. 

These  authors  point  out  that  the  symp- 
toms and  signs  of  middle  caval  obstruction 
are  variable  and  depend  on  the  rate  as  well 
as  the  degree  of  obstruction.  When  the 
thrombotic  process  spreads  from  the  vena 
cava,  an  efl&cient  collateral  venous  drainage 
may  be  preserved,  and  the  picture  of  massive 
edema  of  the  feet  and  legs  and  prominent 
superficial  collateral  veins  may  not  be  seen 
at  all.  If  the  thrombosis  of  a renal  vein  is 
sudden,  then  a typical  clinical  picture  of 
flank  pain,  hematuria,  proteinuria,  and  kid- 
ney enlargement  will  appear.  They  note 
that  proteinuria  is  an  almost  constant 
feature  and  that  hypertension  does  not 


usually  occur.  They  comment  further  that 
“recent  thrombi  in  the  renal  veins  or  inferior 
vena  cava  are  extremely  liable  to  give  rise  to 
showers  of  emboli  with  recurrent  pulmonary 
infarction.”  Venography  of  the  inferior 
vena  cava  may  be  necessary  to  make  the 
diagnosis  in  many  cases  and  is  the  only 
reliable  way  to  define  the  site  of  obstruction. 

Perhaps  the  largest  number  of  case  reports 
have  dealt  with  the  appearance  of  the 
nephrotic  syndrome  following  renal  vein 
thrombosis.  This  intriguing  and  dramatic 
association  has  evidently  captured  the 
imagination  of  many.  However,  one  must 
keep  in  mind  that  the  two  conditions  are  not 
synonymous. 

What  initiated  the  thrombotic  process  in 
our  patient?  I don’t  think  we  can  be  sure, 
but  the  evidence  of  the  retrograde  pyelo- 
gram  suggests  an  intrinsic  lesion  of  the  left 
kidney.  I do  not  think  that  simple  throm- 
bosis of  the  left  renal  vein  would  produce 
such  a tremendous  degree  of  calyceal  distor- 
tion. The  association  of  tumor  thrombus 
and  renal  carcinoma  is  well  known.  Simp- 
son ^ foimd  that  50  per  cent  of  tumor  thrombi 
in  the  inferior  vena  cava  were  due  to  exten- 
sion from  a renal  neoplasm.  MacDonald  and 
Priestly,^  reviewing  509  cases  of  hyperneph- 
roma, found  that  275,  or  54  per  cent,  showed 
evidence  of  tumor  thrombosis.  I do  not 
think  it  likely  that  the  left  renal  vein  and  in- 
ferior vena  cava  developed  thrombosis  sec- 
ondary to  a lesion  extending  from  the  stom- 
ach, transverse  colon,  or  body  of  the  pan- 
creas. My  final  diagnoses  are  hyperneph- 
roma of  the  left  kidney,  thrombosis  of  the  in- 
ferior vena  cava  and  both  renal  veins,  mul- 
tiple pulmonary  emboli  with  infarctions, 
and  left  pleural  effusion. 

Mardoqueo  I.  Salomon,  M.D.:  Two 

additional  diagnoses  which  might  be  con- 
sidered would  be  medullary  cystic  disease  of 
the  kidney  and  Goodpasture’s  disease. 
However,  these  are  extremely  uncommon 
and  would  not  account  for  the  picture  on 
retrograde  pyelography  in  the  left  kidney. 
However,  if  either  of  these  entities  were 
present,  further  destruction  of  the  left  kid- 
ney by  a tumor  might  precipitate  uremia. 

Aaron  Baron,  M.D.:  Are  there  really 
cases  reported  of  renal  vein  thrombosis 
without  even  microscopic  hematuria? 

Dr.  Silverberg:  Very  few  indeed. 

Acute  massive  thrombosis  of  course  produces 
considerable  hematuria.  If  thrombosis  is 
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FIGURE  3.  Hemisection  of  left  kidney  showing  a FIGURE  4.  Extensive  subpleural  metastases  stud 

tumor  mass  replacing  and  expanding  the  upper  surface  of  right  lung. 

pole. 


very  gradual,  apparently  a few  patients  may 
not  exhibit  detectable  hematuria,  at  least  at 
the  time  their  urine  is  examined. 

Michael  S.  Bruno,  M.D.:  I saw  this 
patient  in  consultation  shortly  after  admis- 
sion, at  which  time  his  work-up  was  not 
complete.  Azotemia  was  not  a problem  at 
that  time.  Because  of  the  symptomatology 
which  began  four  months  previously  and 
which  was  not  very  specific,  and  because  of 
the  chest  roentgenogram,  initial  diagnostic 
measures  were  directed  at  establishing 
whether  he  had  tuberculosis  or  some  other 
form  of  pneumonic  infiltrate.  I did  not  see 
him  again.  When  azotemia  developed,  a 
retrograde  pyelogram  was  performed,  and 
this  altered  the  complexion  of  the  case  com- 
pletely. Also,  by  that  time  the  evolution 
of  the  pulmonary  lesions  as  seen  by  x-ray 
examination  helped  to  clarify  the  nature  of 
the  underlying  process.  I agree  with  Dr. 
Silverberg  that  there  was  very  likely  a tumor 
in  the  left  kidney.  The  pulmonary  lesions 
may  have  been  either  metastases  or  infarcts, 
or  even  both.  This  case  illustrates  the 
importance  of  observing  the  evolution  of  a 
disease  process  as  distinguished  from  its 
presenting  features. 


Clinical  diagnoses 

1.  ? Pulmonary  and  renal  tuberculosis 

2.  ? Neoplasm,  left  kidney 

3.  Left  pleural  effusion 

4.  {Uremia) 

Dr.  Silverberg’s  diagnoses 

1.  Hypernephroma,  left  kidney 

2.  Thrombosis  of  inferior  vena  cava  and 
both  renal  veins 

3.  Multiple  pulmonary  emboli  and  infarcts 

4.  Pleural  effusion,  left 

5.  {Uremia) 

Pathologic  report 

William  B.  Ober,  M.D.:  Postmortem 

examination  succeeded  in  elucidating  some 
of  the  problems,  but  not  all.  The  left  kidney 
was  the  seat  of  a large  primary  tumor  which 
had  replaced  the  upper  part  of  the  organ 
and  had  expanded  it  considerably  (Fig.  3). 
It  is  easy  to  reconcile  its  gross  appearance 
with  the  findings  on  retrograde  pyelography 
(Fig.  1).  Secondary  deposits  were  found  in 
aortic  and  mediastinal  lymph  nodes,  the 
liver,  and  in  both  lungs  (Fig.  4).  Micro- 
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kidney  tumor  reveals  clear  cell  carcinoma. 

■ 

I 

( 

jscopically,  the  tumor  was  of  the  clear  cell 
ivariety  (Fig.  5),  the  most  frequent  histologic 
Ipattem  in  primary  renal  cell  carcinoma.  In 
the  lungs  there  were  many  small  subpleural 
deposits  and  extensive  permeation  of  small 
j lymph  and  blood  vessels,  thereby  accounting 
ifor  the  diffuse  roentgenographic  picture,  the 
ipleural  effusion,  and  the  terminal  pulmonary 
ledema  (Fig.  6).  The  left  renal  vein  was  not 
jthrombosed,  although  occasional  invasion  of 
venous  channels  by  nests  of  tiunor  cells  was 
seen  in  several  blocks  of  the  tumor.  There 
was  no  thrombosis  of  the  right  renal  vein  or 
inferior  vena  cava. 

I I have  no  explanation  for  the  progressive 
azotemia  and  uremia  that  will  bear  scrutiny. 
There  was  a moderate  zone  of  inflammation 
in  the  left  kidney  around  the  tumor,  but 
sections  from  the  lower  pole  showed  normal 
parench5rma  with  benign  nephrosclerosis  of 
a degree  common  in  any  individual  in  his 
sixth  decade.  However,  one  does  not  really 
expect  much  in  the  way  of  effective  renal 
function  in  the  lower  pole  of  a kidney  that  is 
at  least  two-thirds  replaced  by  tumor.  To 
my  surprise,  the  right  kidney,  which  weighed 
110  Gm.  and  was  slightly  smaller  than  usual, 
showed  no  intrinsic  disease  beyond  minor 


FIGURE6.  Section  of  lung  showing  small  subpleu- 
ral metastasis  and  pulmonary  edema. 


nephrosclerotic  changes  and  an  occasional 
small  scar  consistent  with  minimal  and  in- 
active pyelonephritis. 

We  looked  in  vain  for  amyloidosis,  vascu- 
litis, reactive  glomerulitis,  or  any  other  ob- 
jective change  which  could  be  associated 
with  a reaction  to  a product  of  the  neoplasm. 
Parenthetically,  I recall  performing  an  au- 
topsy on  a patient  who  died  in  luremia  two 
weeks  after  removal  of  a kidney  with  a clear 
cell  carcinoma.  Prior  to  operation,  renal 
fimction,  measured  by  conventional  tests, 
had  been  normal.  At  autopsy  there  was 
extensive  amyloid  disease  in  the  remaining 
kidney.  Re-examination  of  nontumor-bear- 
ing renal  tissue  in  the  surgically  removed 
kidney  also  revealed  amyloid  deposit  which 
we  had  overlooked  initially.  Apparently, 
there  was  sufficient  functioning  parenchyma 
prior  to  operation  to  maintain  reasonably 
effective  clearance  and  concentration,  but 
removal  of  this  tissue  left  the  patient  with 
insufficient  fimctioning  nephrons.  However, 
this  memorable  example  was  not  repeated  in 
this  patient’s  case.  I do  not  think  the  minor 
changes  seen  in  the  right  kidney  of  this 
patient  are  sufficient  to  accoimt  for  renal 
failure.  Thev  are  of  the  same  order  as  seen 
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in  many  patients  who  come  to  autopsy  with 
no  antecedent  evidence  of  renal  failure. 


Anatomic  diagnoses 

1.  Primary  renal  cell  carcinoma,  clear  cell 
type,  left  kidney,  with  metastases  to  lymph 
nodes,  liver,  and  lungs 

2.  Benign  nephrosclerosis  and  chronic 
pyelonephritis,  right  kidney,  slight 


Accomplishments 


Cancer  survival  rates  have  improved  from 
1937’s  rate  of  one  in  seven  to  today’s  one  in 
three.  Early  diagnosis,  better  surgical  and 
radiologic  technics,  and  more  than  a dozen  new 
therapeutic  agents  are  responsible. 

* * * 

Seven  out  of  ten  prescriptions  today  are  for 
drugs  not  even  known  in  1950. 

* ♦ * 

Over  300,000  babies  born  last  year  are  alive 


3.  Pulmonary  edema 

4.  Pleural  effusion,  left,  300  cc. 
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today  as  a result  of  the  great  advances  in  medical 
care  of  the  last  forty-five  years. 

« * ♦ 

Today’s  babies  wiU  live  at  least  ten  years  , 
longer  than  their  thirty-year-old  parents,  and  be 
productive  longer. 

* * * 

More  than  4,000,000  Americans,  living  today, 
would  be  dead  if  the  U.  S.  death  rate  had  re-  I 
mained  at  the  1937  level.  i 

+ ic  3»:  I 

A new  mental  patient  entering  the  hospital  in 
1932  could  expect  to  spend  at  least  thirty  years 
there.  Today  about  two  thirds  of  new  admis- 
sions are  cured  or  discharged  to  outpatient  care 
in  twelve  months  or  less. 
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Smallpox 
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The  discovery  in  1798  of  a simple,  safe, 
and  successful  vaccination  for  the  prevention 
of  smallpox  provided  the  means  for  elimi- 
nating a disease  that  has  scourged  mankind 
from  its  earliest  days.  Yet  today  over 
100,000  cases  are  reported  annually  to  the 
World  Health  Organization,  and  epidemics 
are  occurring  in  temperate  climates  with 
increasing  frequency  and  severity.  In  1962 
England  experienced  an  outbreak  of  40 
cases,  while  in  New  York  a single  infection 
caused  a threat  to  thousands  of  possible 
contacts  and  necessitated  a multimillion- 
doUar  investigation  and  vaccination  pro- 
gram. 

Smallpox,  more  than  any  other  disease, 
exemplifies  the  potential  threat  of  tropical 
diseases  in  temperate  climates.  It  is  highly 
contagious  and  often  fatal,  and  its  survivors 
are  sorely  disfigured.  During  the  silent, 
twelve-day  incubation  period  an  infected 
person  from  an  area  where  the  physician’s 
index  of  suspicion  makes  diagnosis  easy  can 
travel  by  airplane  to  cities  and  towns  such 
as  our  own,  where  the  abrupt,  febrile  onset 
may  be  mistaken  for  influenza  and  the 
rash  may  be  mistaken  for  chicken  pox. 
The  outcome  is  even  more  confusing  and 
tragic  when  the  patient  possesses  a “vaUd” 
vaccination  certificate  signed  unwittingly 
before  the  winter  cruise  or  business  trip  by  a 
“helpful”  physician-neighbor. 

Because  smallpox  is  rare  in  the  United 

* Present  address:  NAMRU  3 (Cairo),  FPO  540,  New 
York,  New  York. 


States,  community  protection  by  vaccina- 
tion is  often  low,  and  rapid  transmission 
must  be  expected  if  early  diagnosis,  isola- 
tion, and  other  precautionary  measures  are 
not  enforced. 

Pathologic  features 

The  virus  causing  classical  smallpox,  or 
variola  major,  is  morphologically  identical 
with  the  virus  of  variola  minor,  or  alastrim, 
and  with  the  virus  of  vaccinia  or  cowpox. 
It  can  be  grown  on  chick  chorio-allantoic 
membranes  and  tissue  culture  and  can  be 
demonstrated  indirectly  by  complement- 
fixation,  hemagglutination,  and  gel-dififusion 
precipitation  technics.  Intracy  toplasmic  in- 
clusions (Guamieri’s  bodies)  and  elementary 
virus  particles  (Paschen  bodies)  can  be 
found  on  biopsy  and  in  smears  from  skin  and 
mucous  membrane  lesions.  The  virus  is 
resistant  to  drying  and  may  remain  infective 
for  long  periods  in  contaminated  bedding 
and  dust. 

The  portal  of  entry  for  man  is  usually  the 
upper  respiratory  tract,  with  direct  inocula- 
tion as  an  alternate  means.  During  the 
twelve-day,  noninfective  incubation  period, 
the  pox  viruses  develop  in  respiratory 
lymphoid  tissue.  Hematogenous  dissemi- 
nation occurs  at  this  time,  and  virus  prolifera- 
tion continues  in  the  epidermis,  where  sharply 
localized  foci  of  epithelial  cells  imdergo 
characteristic  reticulating  degeneration. 
Similar  degenerative  changes  occur  in  mu- 
cous membranes.  Rupture  of  these  swollen 
cells  results  in  surface  vesiculation  and 
“balloon”  degeneration  of  the  basal  layers. 
Acidophilic  Guarnieri’s  bodies  are  seen 
in  the  cytoplasm  (Fig.  1),  and  intranuclear 
elementary  bodies  are  found  occasionally. 

Pustulation  occurs  even  in  the  absence  of 
secondary  bacterial  invasion,  but  super- 
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imposed  streptococcal  infection  is  the  rule 
rather  than  the  exception.  The  severity 
of  permanent  pitting  on  the  face  is  related 
to  the  extent  of  retraction  and  granulation 
of  damaged  sebaceous  glands,  while  scar 
formation  on  the  body  is  usually  caused  by 
damage  from  secondary  infection. 

Further  pathologic  changes  include  dif- 
fuse bronchopneumonia,  hepatosplenomeg- 
aly  with  local  infarction  and  capsulitis,  renal 
cortical  necrosis,  and  widespread  petechial 
hemorrhages  in  the  heart,  intestine,  kidney, 
liver,  spleen,  eyes,  and  skin. 

Clinical  manifestations 

In  smallpox,  as  in  all  diseases,  there  can 
be  a variety  of  clinical  facades.  Depending 
on  host  resistance,  the  virulence  of  the 
infecting  dose,  and  the  degree  of  immunity, 
the  same  virus  can  cause  a fulminating, 
hemorrhagic  death  or  a subclinical  infection 
without  a rash.  Dixon  has  classified  the 
disease  into  nine  distinct  types.  For  our  pur- 
poses, a knowledge  of  the  “typical”  case,  with 
comments  on  a few  common  complications, 
will  suffice. 

After  the  twelve-day  incubation  period 
there  is  an  abrupt  onset  of  chills,  fever  up 
to  104  F.,  severe  backache,  nausea,  vomit- 
ing, and  prostration.  A dusky,  erythema- 
tous or  petechial  rash,  most  marked  in  the 
inguinal  region — the  so-called  “bathing 
trunks”  pattern- — ^may  or  may  not  be  pres- 
ent. This  period  of  toxemic  viremia  lasts 
for  from  three  to  foin:  days  and  is  followed 
by  a feeling  of  relative  well-being  and  the 
eruption  of  the  focal  rash  by  which  the 
disease  has  been  recognized  since  antiquity. 

The  skin  lesions  are  delicate  macules 
often  found  initially  on  the  tip  of  the  nose, 
forehead,  and  lateral  aspects  of  the  neck. 
Within  two  days  the  macules  evolve  into 
shotty  papules  and  after  another  two  days, 
into  vesicles.  The  vesicles  become  umbili- 
cated  and  pustular,  with  scab  formation 
beginning  approximately  nine  days  from  the 
onset  of  the  rash  (Fig.  2).  In  lesions  un- 
complicated by  secondary  infection,  the 
crusts  usually  have  separated  within  three 
weeks.  The  following  features  characterize 
smallpox  rash: 

1.  Lesions  are  regionally  homogeneous. 
Since  the  rash  spreads  to  the  extremities 
last,  pustules  may  cover  the  face,  while 
vesicles  are  found  on  the  legs;  but  on  the 


FIGURE  1.  Biopsy  of  smallpox  lesion.  (A)  Uni- 
locular vesiculation.  (B)  Several  intracytoplasmic 
Guarnieri's  bodies. 


leg,  for  example,  all  lesions  will  be  vesicles 
at  one  stage. 

2.  The  rash  is  most  pronoimced  on  mov- 
able and  exposed  areas.  The  face  is  most 
often  affected,  with  the  majority  of  lesions 
on  the  forehead,  cheeks,  and  nose  tip  rather 
than  on  the  hollows  under  the  eyes  or  on  the 
inner  pinnas.  The  centrifugal  distribution 
is  pronounced,  with  the  rash  more  concen- 
trated on  the  hands  than  on  the  shoulders 
and  a greater  density  on  the  chest  than  on  the 
abdomen  (Fig.  3).  Areas  of  friction  such  as 
the  belt  line  have  a disproportionately 
heavy  rash.  There  is  a sparing  of  protected 
hollow  areas  such  as  the  axilla. 
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FIGURE  3.  Characteristic  distribution  of  smallpox 
lesions,  with  greater  concentration  on  face  and  ex- 
tremities than  on  torso. 


smallpox  will  permit  the  American  clinician 
to  resolve  his  most  common  and  serious  con- 
cern with  the  disease — its  differentiation 
from  varicella  or  chickenpox.  Although  the 
lesions  of  severe  varicella  can  mimic  super- 
ficially those  of  mild  variola,  a careful  his- 
tory and  examination  will  almost  always 
indicate  the  correct  diagnosis  (Table  I). 

A vaccination  scar  in  a child  or  the  history 
of  a recent,  successful  smallpox  inoculation 
in  an  adult  provides  the  best  evidence  against 
smallpox.  When  these  are  lacking,  how- 
ever, and  the  clinical  picture  or  history  of 
exposure  is  at  all  suggestive,  the  illness 
should  be  considered  as  smallpox  until  the 
evolution  of  infection,  laboratory  evidence, 
or  expert  opinion  rule  otherwise.  Public 
health  authorities  should  be  notified  at  once 
and  proper  preventive  measures  initiated. 
It  is  far  better  to  err,  temporarily,  in  this 
way  than  to  allow  a patient  with  highly 
contagious  smallpox  to  pose  a risk  to  the 
community  while  a final  diagnosis  is  being 
debated. 


FIGURE  2.  Smallpox  vesicles  becoming  umbili- 
cated. 


3.  The  rash  is  general,  within  the  limits 
noted,  and  symmetrical. 

I Many  variations  of  the  “typical”  attack 
j occur,  depending  on  the  factors  that  have 
been  enumerated.  Patients  with  malig- 
Inant  smallpox  may  die  during  the  toxemic 
stage  before  any  focal  rash  appears,  or  may 
have  a diffuse,  infiltrated  hemorrhagic 
lesion,  or  confluent  rather  than  discreet 
pocks.  Highly  modified  infections  with 
I few  or  no  skin  lesions  are  common  in  the 
partially  immune  and  in  those  with  variola 
'minor  (alastrim)  infection. 

> Septic  dermatitis  from  bacterial  invasion 
r I during  the  pustular  stage  is  the  most  com- 
imon  complication  and  is  responsible  for  the 
1 1 severe  scarring  on  the  bodies  of  smallpox 
victims.  Bronchopneumonia  is  a major 
!i  cause  of  death.  Acute  myocarditis  with 
heart  failure,  acute  encephalitis,  keratitis, 
! conjimctivitis,  and  ocular  pock  formation 
causing  blindness  are  other  complications  of 
1 smallpox. 

This  knowledge  of  the  natural  history  of 
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TABLE  I.  Distinguishing  features  for  bedside 
diagnosis  of  variola  and  varicella 


Features  of 
Disease 

Smallpox 

Chickenpox 

Onset 

Sudden 

Gradual 

Fever 

Falls  with  ap- 

Persists  during 

pearance  of 
rash 

rash 

Rash 

Distribu- 

Centrifugal 

Centripetal 

tion 

Age 

Uniform 

Varied;  ap- 
pears in 
crops 

Vesicles 

Shotty;  um- 
bilicated 

Soft 

Histology 

Multilocular; 

Unilocular; 

intracyto- 

intranuclear 

plasmic 

Lipschiitz 

Guarnieri’s 

bodies 

bodies 

White  blood 

15,000  to 

3,000  to  5,000 

cell  count 

20,000 

per  cubic 
millimeter 

Diagnosis 

The  clinical  picture  of  extensive  smallpox 
is  so  pathognomonic  that  laboratory  studies 
are  rarely  required  for  confident  diagnosis. 
This  is  especially  true  if  the  victim  has 
recently  returned  from  an  area  where  the 
disease  is  endemic  or  has  been  in  contact 
with  an  infectious  patient. 

The  virus  of  variola  may  be  demonstrated 
by  various  technics.  As  noted  before,  the 
elementary  or  Paschen  bodies  may  be  found 
on  biopsy  or  skin  smears,  especially  during 
the  vesicular  stage.  The  virus  can  be 
cultured  on  chorio-allantois  and  on  tissue 
culture  preparations.  It  may  be  isolated 
from  the  blood  stream  during  the  pre- 
emptive viremic  period  and  from  vesicle, 
pustule,  and  crust  substances.  The  major 
drawback  to  culture  confirmation  in  clinical 
practice  is  that  a minimum  of  from  two  to 
three  days  is  required.  Such  a time  period 
makes  adequate  quarantine  of  suspected 
contacts  impractical.  On  the  other  hand, 
it  causes  too  long  a delay  before  the  vigorous 
control  measures  needed  in  proved  cases  are 
enforced. 

Thus  the  more  rapid,  though  less  ac- 
curate, technics  of  gel-diffusion  precipita- 
tion or  complement-fixation  are  frequently 
employed  when  prompt  confirmatory  evi- 
dence is  essential.  It  must  be  emphasized 


that  even  if  the  results  of  antibody  tests 
are  negative,  a clinical  diagnosis  of  smallpox 
should  not  be  eliminated.  For  even  if  the 
diagnosis  proves  to  be  wrong,  it  is  far  better 
to  err  on  the  conservative  side  than  to  per- 
mit widespread  dissemination  of  a lethal 
infection  by  failing  to  provide  adequate 
preventive  measures. 

Treatment 

There  is  no  specific  treatment  for  small- 
pox. The  mortality  in  the  fulminating, 
malignant  types  is  100  per  cent,  regardless 
of  the  treatments  used.  In  less  severe 
types,  however,  scrupulous  nursing  care, 
proper  fluid  balance,  and  use  of  early  vac- 
cination and  V.I.G.  (vaccinia-inunune  glob- 
ulin, a gamma  globulin  suspension  pre- 
pared from  recently  vaccinated  servicemen) 
may  modify  the  disease.  Antibiotics  have 
been  reported  to  lower  the  incidence  of 
septic  dermatitis  and  bronchopneumonia, 
but  adequate,  controlled  studies  have  not 
been  done  in  this  area.  A new  compound, 
N-methylisatin  b-thiosemicarbazone,  has 
antivaccinial  activity  in  vitro  and  has  been 
reported  as  successful  in  human  beings  in  a 
few  studies.  Steroids  may  be  of  use  in 
the  fulminating,  malignant  type  of  small- 
pox, but,  again,  no  controlled  data  are 
available. 

Jennerian  vaccination  is  the  most  im- 
portant measure  in  the  prevention  of  small- 
pox, control  of  epidemics,  and  treatment  of 
patients  with  recent  exposure,  A suc- 
cessful vaccination  performed  within  three 
days  after  exposure  to  an  infective  patient  i 
often  elicits  an  antibody  response  suffi-  , 
cient  to  prevent  clinical  manifestations  of 
the  disease. 

The  varying  terminology  used  in  the  past 
half  century  has  caused  much  confusion  in 
the  interpreting  and  reporting  of  smallpox 
vaccination  results.  The  five  basic  vaccinial 
reactions  are  summarized  in  Table  II.  A i 
reaction  should  be  classified  as  primary  j 
only  if  the  person  has  never  been  vaccinated.  i 
The  other  reactions  indicate  varying  degrees 
of  immunity.  The  level  of  immunity  may 
be  so  low  that  a revaccination  vaccinia  is 
identical  with  that  of  primeu-y  vaccinia 
except  for  the  evidence  of  a previous  vac- 
cinia scar. 

The  duration  of  immunity  produced  by  | 
successful  vaccination  varies  widely,  but  f 
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TABLE  II.  A classification  of  smallpox  vaccination  reactions*  listing  number  of  days  after  administration 

when  peak  effect  is  noted 


Skin  Manifestation 

Primary 

Vaccinia 

Revaccination 

Vaccinia 

Accelerated 

Reaction 

Immediate 

Reaction 

Erythema 

4 to  5 

4 to  5 

3 to  4 

2 to  3 

Papule 

4 to  5 

4 to  5 

3 to  4 

2 to  3 

Vesicle 

6 to  7 

6 to  7 

4 to  5 

Pustule 

9 

7 to  8t 

Persistence  of  scab 

21 

21 

7 

* In  the  fifth  class  of  reactions,  namely,  negative  reactions,  there  are  no  skin  manifestations, 
t The  center  of  the  pustule  is  often  hemorrhagic. 


it  is  rare  for  a re  vaccination  vaccinia  re- 
action to  occur  within  three  years  of  a 
previous  vaccination.  Partial  immunity 
may  exist  for  over  twenty  years  in  some 
people  but  is  inadequate  for  protection 
against  clinical  smallpox.  It  is  recom- 
mended, therefore,  that  the  child  be  vac- 
cinated in  infancy  and  at  school  entry  and 
that  those  in  whom  there  is  a higher-than- 
average  risk  of  infection,  such  as  travelers, 
port,  immigration,  or  custom  officers,  mem- 
bers of  the  armed  forces,  and  members  of 
hospital  staffs,  be  vaccinated  every  two  to 
three  years.  Hospital  personnel  and  their 
families  are  particularly  exposed  to  contact. 
In  a recent  outbreak  in  England,  23  out 
of  48  patients  were  on  hospital  staffs. 

The  linear  scratch  method  is  the  recom- 
mended vaccination  technic.  It  is  simpler 
than,  and  as  efficacious  as,  the  multiple 
pressure  method.  A drop  of  the  vaccine  is 
placed  on  the  deltoid  area  of  the  arm,  the 
skin  is  stretched,  and  after  a single  stroke  to 
determine  the  pressure  necessary  to  pene- 
trate the  epidermis,  several  one-quarter-inch 
scratches  are  made  along  the  original  line. 
If  the  scratch  is  too  superficial,  a high  per- 
centage of  negative  reactions  will  result. 
For  primary  vaccinations  the  results  should 
be  assessed  after  seven  days  and  for  revac- 
cinations, on  the  fourth  and  seventh  day,  if 
possible.  A negative  reaction  demands  re- 
peat vaccination,  and  if  there  is  any  doubt 
as  to  the  result,  revaccination  is  indicated 
and  safe. 

Many  varieties  of  vaccine  are  available. 
The  new  quick-frozen,  dried  lymph  virus 
suspension  has  the  great  advantage  of  main- 
taining its  potency  for  up  to  three  months 
at  room  temperature,  whereas  the  older, 
glycerinated  calf  or  sheep  lymph  suspensions 
had  a life  expectancy  of  only  one  to  two 
weeks  after  transfer  from  cold  storage.  The 
physician  must  be  certain  of  the  potency  of 


FIGURE  4.  Localized  vaccinia  gangrenosa  in  an 
Egyptian  infant. 


his  vaccine  before  classifying  vaccination 
results  as  “immediate”  or  “negative.”  The 
use  of  V.I.G.  results  in  high  antibody  titers 
that  provide  transient,  passive  protection  for 
those  with  definite  exposure  to  an  infective 
patient,  and  the  preparation  is  highly  effec- 
tive in  the  treatment  of  vaccination  compli- 
cations. It  has  also  been  used  effectively  as 
prophylaxis  (when  vaccination  is  required) 
in  eczematous  children.  V.I.G.  is  available 
through  the  Red  Cross  Blood  Service.  The 
dosage  varies  from  1.2  ml.  per  kilogram  for 
infants  to  a single  5-ml.  injection  for  adults. 

Properly  administered  smallpox  vaccina- 
tion is  one  of  the  safest  tools  in  the  medical 
armamentarium.  There  are,  however,  rare 
complications,  which  include  encephalop- 
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athy,  myocarditis,  and  autogenous  or  ac- 
cidental spread  from  scratching  of  the  vac- 
cination site  and  transfer  of  the  infection  to 
the  eye,  buccal  mucosa,  and  other  sites. 
Generalized  vaccinial  eruption  very  rarely 
occurs  between  the  sixth  and  ninth  day  in 
an  otherwise  normal  primary  vaccination 
(Table  II).  The  incidence  of  this  complica- 
tion and  of  gangrenous  vaccinia  is  enor- 
mously increased  if  the  patient  has  eczema 
(Fig.  4)  or  any  open  skin  lesion. 

Vaccination  is  also  contraindicated  in 
pregnant  women,  except  when  risk  from 
known  exposure  is  certain,  in  those  with 
chronic  diseases  such  as  diabetes,  or  during 
debilitated  phases  of  tuberculosis,  the  leu- 
kemias, and  the  hypogammaglobulinemias. 
V.I.G.  should  be  administered  prophylacti- 
cally  with  vaccination  in  these  instances. 
The  incidence  of  infant  complications  is  less 
after  the  age  of  one  year,  but  in  several 
large-scale  programs,  such  as  the  one  New 
York  had  in  1947,  when  5 million  persons 
were  vaccinated  within  two  months,  the 
incidence  of  complications  in  those  with  no 
contraindication  was  negligible. 


A regimen  for  the  multiple  inoculations  i 
required  for  travelers  will  be  recommended  1 
in  a later  article.  It  is  important,  however,  i 
to  stress  that  multiple  virus  injections  in-  I 
crease  the  incidence  of  encephalitis.  The 
virus  of  smallpox  is  released  slowly  from  the 
vaccination  vesicle,  whereas  the  viremia  fol- 
lowing inoculation  with  yellow  fever  or  polio 
does  not  last  more  than  four  days.  Prefer- 
ably, therefore,  these  inoculations  should  be  i 
given  foin:  days  before  smallpox  vaccination.  ' 
If  the  person  has  already  been  vaccinated,  i 
it  is  advisable  to  wait  two  weeks  before  j 
further  viral  inocxilation. 
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Maternal  Welfare* 


SAMUEL  MILHAM,  jR.,  M.D. 

Albany,  New  York 


Malformation  Surveillance 
in  New  York  State 


Each  day  in  Upstate  New  York  more  than 
500  infants  are  born.  Nearly  all  are  born 
in  hospitals,  and  for  practically  all  of  them 
a certificate  of  birth  or  stillbirth  is  filed 
at  the  State  of  New  York  Department  of 
Health.  Since  1940  the  confidential  med- 
ical report  on  the  back  of  the  birth  certifi- 

* Prepared  by  the  Subcommittee  on  Maternal  and  Child 
Welfare,  Committee  on  Public  Health  and  Education, 
Medical  Society  of  the  State  of  New  York,  Edward  C. 
Hughes,  M.D.,  Syracuse,  Editor. 


Development  Consultant,  State 
of  New  York  Department  of  Health 


cate  has  contained  an  entry  for  reporting 
congenital  malformations  (Fig.  1).  This 
entry  is  completed  with  a positive  or  a nega- 
tive response  over  95  per  cent  of  the  time. 

A number  of  retrospective  analyses  of  this 
information  have  been  made,  but  until 
recently  no  routine,  ongoing  analysis  of 
this  information  has  ever  been  attempted. 
Starting  in  May,  1962,  a monthly  count  of 
reported  malformations  by  type  has  been 


CONnOENTIAL  MEDICAL  REPORT  — NOT  TO  BE  COPIED  INTO  LOCAL  REGISTER 


COMPLICATIONS  OF  PREGNANCY  AND  LABOR  (Check  at  /cu.t/  one  tlcm  m each  ro/ionn) 

Related  to  Pregnancy 

Not  Related  to  Pregnancy 

Labor 

Operative  l*r«»cedurc' 

0 O None 
\ □ Pre-eclampsia 
Z D Kclampsia 
J □ Chronic  hyi>erteMsion 
ivithout  toxemia 

4 □ Chronic  hypertension 

U’ith  toxemia 

5 □ Crinary  tract  infection 

6 □ Pernicious  vomiting 

7 □ RH  Factor  negative, 

sensitized 

9 □ Other — specify 

0 □ None 

1 □ Heart  disease 

2 □ Diabetes 

3 □ Syphilis 

4 □ Tuberculosis 

5 □ Thyroid  dysfunction 
9 □ Other — specify 

0 □ None 

1 □ Placenta  previa 

2 □ Premature  separation 

of  placenta 

3 □ Prolapse  of  cord 

4 □ Breech  presentation 

5 □ Other  malprcsentation 

6 □ Contracted  pelvis 

7 □ Other  dystocia 

8 □ Postpartum  hemorrhage 

9 □ Other — specify 

0 □ None 

1 □ Low  forceps 

2 □ Mid  forceps 

3 □ High  forceps 

4 □ Breech  extraction 

5 D Internal  version 

and  extraction 

6 □ Cesarean  section  ; 

no  previous  section 

7 □ Cesarean  section  ; 

previous  section 
9 □ Other — specify 

Was  mother’s  blood  tested  for  Rh  factor  ? 
No  □ Yes.  Rh  + □ Yes.  Rh  — □ 

Birth  injury  to  infant:  No  □ 

Yes  □ If  yes,  describe 

Congenital  malformation  of  infant:  No  □ Yes  □ If  yes,  describe  ^ 

NEWSPAPER  ANNOUNCEMENT  OF  BIRTH 

The  following  question  should  be  answered  "yes"  or  "no"  over  the  signature  of  the  child’s  father  or  mother,  or  of  ihc. 
attendant  at  birth;  Are  the  parents  willing  that  newspaper  be  furnished  with  a notice  of  this  birth?  . 

(Signed)— 


INSTRUCTIONS 

If  an  error  is  noted  in  the  certificate  before  it  has  been  accepted  by  the  registrar,  another  form  may  be  filled  in  correctly  and 
Auhstituted : if  the  certificate  has  already  been  accepted  by  the  registrar  it  can  be  changed  only  by  amendments  properly  dated,  signed, 
and  witnessed,  or  by  affidavits  together  with  such  supporting  proofs  as  may  be  prescribed  by  the  state  commissioner  of  health. 

Residence  of  Mother.  It  is  important  that  the  question  "is  residence  within  its  corjiorate  limits?"  be  always  answered  either 
"yes”  or  "no." 

Phtsicians  must  rejort  [lurulent  conjunctivitis  of  the  newborn  to  the  local  health  officer  within  24  hours  from  the  time  when  fir>t 
seen.  A ntidewife,  nurse,  or  other  person  having  charge  must  report  immediately  to  health  officer  or  physician  inflamed,  reildeneil 
eyes  of  infant  within  the  age  of  28  days  or  less. 

FIGURE  1.  Back  of  birth  certificate  in  Upstate  New  York. 
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Nalfomation 

May 

June 

July 

Auk. 

Sept . 

Oct. 

:^v. 

Dec. 

Jan. 

Feb. 

.Mar. 

Ananceohalus 

11 

13 

13 

n 

15 

19 

10 

10 

10 

12 

6 

Spina  bifida 

10 

11 

2 

11 

8 

11 

10 

7 

8 

7 

10 

Hydrocephalus 

7 

10 

13 

9 

6 

9 

3 

12 

6 

9 

6 

Spina  bifida  ♦ Hydrocephalus 

3 

1 

2 

- 

- 

1 

2 

1 

3 

5 

Meiin^ocele 

4 

6 

1 

8 

6 

3 

5 

1 

6 

6 

6 

Hicrocephalus. 

4 

1 

4 

- 

1 

1 

3 

1 

- 

2 

2 

Eye  agenesis 

- 

1 

- 

1 

- 

1 

- 

1 

2 

1 

- 

Congenital  cataract 

- 

- 

- 

- 

- 

- 

- 

1 

1 

- 

- 

Aolasia,  dysplasia  of  brain 

3 

3 

2 

3 

3 

4 

3 

- 

2 

3 

3 

Tetralogy  of  Fallot 

1 

- 

- 

1 

2 

- 

- 

- 

- 

1 

- 

Patent  ductus  arteriosus 

- 

- 

- 

- 

3 

1 

- 

- 

- 

- 

- 

Interventricular  septal  defects 

- 

1 

- 

- 

- 

- 

- 

2 

2 

3 

• 

Interauricular  septal  defect 
Other  unspec.  and  specified 

1 

• 

2 

1 

- 

• 

• 

■ 

■ 

- 

1 

malformation  of  the  heart 

11 

9 

7 

11 

6 

11 

10 

8 

9 

11 

9 

Coarctation  of  aorta 

. 

- 

- 

- 

1 

• 

- 

- 

- 

- 

Other  circulatory  malformation 

- 

- 

- 

1 

- 

- 

1 

- 

- 

2 

. 

Hare  lip  and/or  cleft  oalate 

21 

19 

16 

25 

10 

16 

20 

18 

20 

15 

22 

Pyloric  stenosis 

- 

- 

- 

- 

- 

- 

. 

- 

- 

. 

Imperforate  anus 

3 

1 

2 

6 

2 

5 

4 

1 

5 

1 

- 

Tracheo-esophageal  fistula 

2 

- 

2 

- 

- 

- 

1 

1 

1 

- 

- 

Umbilical  hernia 

3 

5 

4 

7 

3 

1 

5 

1 

5 

3 

3 

Diaphragmatic  hernia 

2 

- 

1 

- 

- 

- 

- 

- 

1 

1 

2 

Other  malf.  of  digestive  system 

1 

5 

3 

2 

6 

3 

3 

4 

2 

5 

5 

•Hypospadias 

15 

18 

11 

12 

16 

11 

16 

16 

11 

14 

16 

Undescended  testicle 

3 

5 

2 

3 

2 

1 

2 

4 

3 

2 

1 

Polycystic  disease  of  kidney 

- 

- 

2 

2 

3 

- 

1 

- 

. 

1 

1 

Extrophy  of  bladder  (urinary) 

- 

1 

- 

4 

- 

- 

1 

- 

- 

- 

- 

Other  malf. of  ext.O.U.Sys.cong. 

2 

4 

2 

4 

5 

3 

3 

3 

7 

3 

7 

Other  malf. of  int.Q.U.Sys.cong. 

4 

- 

1 

- 

1 

1 

1 

1 

2 

1 

2 

Hydrocele 

2 

2 

2 

1 

- 

1 

2 

- 

. 

1 

2 

Supernumerary  digits 

10 

10 

13 

8 

6 

21 

10 

13 

13 

15 

7 

Adactylism,  absence  of  digits 
Absence  of  arms,  legs  or 

1 

2 

1 

1 

1 

3 

1 

- 

2 

‘ 

3 

oarts  thereof  (except  digits) 

- 

2 

5 

3 

1 

4 

2 

2 

1 

1 

_ 

Syndactyly 

2 

2 

6 

3 

1 

5 

1 

4 

3 

. 

3 

Achondroplasia 

- 

1 

- 

1 

- 

1 

- 

2 

1 

- 

Club  foot 

21 

16 

17 

15 

25 

20 

16 

23 

17 

17 

19 

Congenital  dislocation  of  hio 

1 

. 

1 

3 

2 

- 

. 

2 

_ 

1 

1 

Brittle  bones 

. 

_ 

_ 

2 

_ 

_ 

_ 

_ 

_ 

1 

Other  malf.  bone  or  joint 

12 

13 

16 

11 

15 

15 

13 

11 

19 

11 

12 

Hemangiomata 

6 

9 

9 

13 

8 

5 

11 

10 

4 

4 

3 

Other  malformation  of  skin 

3 

4 

3 

4 

5 

3 

8 

5 

5 

4 

6 

Malformation  of  muscle 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

Malf.  of  resplratoiy  system 

1 

- 

1 

3 

5 

_ 

1 

1 

1 

_ 

Albinism 

. 

. 

_ 

. 

_ 

Hernia  of  abdominal  cavity 

1 

. 

1 

- 

- 

_ 

- 

_ 

3 

Tumor,  mass  or  growth 

3 

2 

2 

2 

- 

8 

2 

3 

2 

6 

2 

Siamese  twins,  conjoined  twins 

- 

- 

- 

1 

. 

. 

- 

- 

• 

Malformation,  other  soeclfied 

2 

1 

2 

- 

. 

2 

1 

2 

2 

1 

1 

Malformation,  type  unspecified 

_ 

- 

- 

_ 

. 

- 

1 

Mongolism 

15 

16 

6 

7 

8 

5 

8 

10 

6 

9 

6 

Total 

192 

193 

176 

195 

178 

199 

178 

179 

183 

180 

171 

Total  births  (100*s) 

159 

150 

168 

171 

171 

166 

156 

166 

150 

163 

167 

Malformation  rate/100,000 

1202 

1287 

1043 

1136 

1068 

1198 

1156 

1087 

1216 

1266 

1021 

FIGURE  2.  Number  of  malformations  by  month  of 

birth  in 

Upstate  New  York,  May,  1962, 

to  March,  1963. 

kept  in  this  Department  (Fig.  2).  The 
average  monthly  malformation  rate  for  the 
years  1950  through  1960  is  used  to  de- 
termine the  monthly  expected  number  of 
malformations  in  each  malformation  cate- 
gory. It  is  realized  that  this  information 
has  a number  of  shortcomings  and  biases, 
but  these  are  probably  overshadowed  by  the 
demographic  completeness  of  the  data. 
It  is  hoped  that  this  system  wiU  make  us 
quickly  aware  of  any  abnormal  increase  in 
incidence  of  congenital  malformations  so 
that  an  investigation  of  the  cause  or  causes 
of  the  increase  may  be  made.  One  of  the 
most  interesting  facets  of  the  recent  thalido- 
mide tragedy  was  that  over  a year  elapsed 
between  the  onset  of  excess  malformations 
and  the  withdrawal  of  the  drug  from  the 
market.® 


Since  the  start  of  surveillance,  no  mal- 
formation category  has  shown  a sustained 
increase.  This  surveillance  system  is  written 
up  in  greater  detail  elsewhere.® 
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Case  Reports 


Hemochromatosis 
Secondary  to 
Liver  Disease  and 
Iron  Ingestion 

ROBERT  R.  PASCAL.  M.D.* 
New  York  City 
BURTON  C.  EINSPRUCH,  M.D. 

New  York  City 

From  the  Laboratory  Division  and  the  Department 
of  Medicine,  Montefiore  Hospital,  The  Bronx,  New  York 

Disturbances  in  the  metabolism  of  iron 
may  be  classified  either  as  hemosiderosis  or 
as  hemochromatosis,  depending  on  whether 
the  greater  amount  of  iron  is  present  in  the 
reticuloendothelial  tissues  as  in  the  former 
or  in  the  parenchymal  cells  as  in  the  latter. 
In  addition,  hemosiderosis  usually  is  not 
associated  with  the  degenerative  and  fibrotic 
changes  in  various  organs  which  are  gener- 
ally seen  in  hemochromatosis.  Hemo- 
siderosis is  commonly  found  in  cases  of 
excessive  erythrocyte  destruction  and  of 
parenteral  blood  or  iron  administration. 
Cases  of  hemosiderosis  produced  by  oral 
) iron  intake  usually  have  been  associated 
with  abnormal  diets  such  as  that  of  the 
Bantu  people  of  South  Africa^  and  with 
experimental  diets.  Although  hepatic 
fibrosis  is  sometimes  seen  in  these  cases,  the 
climcal  and  pathologic  pattern  is  consistent 
with  hemosiderosis.’ 

Primary  idiopathic  hemochromatosis  is  a 
disease  predominantly  of  males  in  the  fourth 

* Present  address:  Department  of  Pathology,  Francis 
Del^eld  Hospital,  99  Fort  Washington  Avonne,  New  York 
32,  New  York. 


decade  or  later  and  is  of  obscure  etiology, 
presumed  by  some  to  be  one  of  the  so-caUed 
“inborn  errors  of  metabolism.”*  Cases  of 
“secondary  hemochromatosis”  associated 
with  blood  transfusion  have  been  re- 
ported,®”’* but  a clear  distinction  between 
hemochromatosis  and  hemosiderosis  is  often 
lacking.  Occasional  cases  have  been  re- 
ported of  hemochromatosis  following  pro- 
longed oral  iron  therapy  in  the  presence  of 
anemia.’*-’* 

It  is  the  purpose  of  this  article  to  present  a 
case  in  which  the  occurrence  of  the  typical 
picture  of  hemochromatosis  over  a period  of 
three  years  in  the  presence  of  oral  iron 
administration  has  been  well  documented 
and  to  discuss  the  possible  relationship 
between  refractory  anemia,  oral  iron  intake, 
and  parenchymal  accumulation  of  iron- 
containing  compounds. 

Case  report 

On  July  12,  1960,  a fifty-one-year -old 
white  female  was  admitted  in  a semi- 
comatose  state  to  the  medical  service  of 
Montefiore  Hospital,  with  a chief  complaint 
of  nasal  and  oral  bleeding  thought  to  be  due 
to  esophageal  varices.  This  diagnosis  was 
entertained  since  the  patient  had  docu- 
mented hepatic  disease  of  about  eight  years 
duration  with  proved  esophageal  varices. 

In  1948  the  patient  was  admitted  to  the 
Hospital  for  Joint  Diseases  following  a three- 
week  history  of  intermittent  fever  associated 
with  a “swollen  abdomen.”  Although  acid- 
fast  bacteria  could  not  be  cultured,  the 
diagnosis  of  tuberculous  peritonitis  was 
made  on  the  basis  of  culdoscopy,  a positive 
reaction  to  a tuberculin  skin  test,  and  chest 
x-ray  films  read  as  showing  positive  findings 
for  pulmonary  tuberculosis.  Her  hemo- 
globin at  this  time  was  8.8  Gm.  per  100  ml. 
She  was  started  on  a streptomycin  regimen 
and  was  later  discharged,  greatly  improved. 

In  1952  the  patient  was  admitted  to 
Montefiore  Hospital  with  complaints  con- 
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sisting  of  jaundice  for  one  and  one-half 
weeks,  anorexia,  and  gradual  abdominal 
enlargement  over  a three-week  period. 
The  patient  denied  dark  urine,  fever,  and 
consistently  light-colored  stools,  although 
she  may  have  had  a single  clay-colored  stool. 
At  this  time  the  patient  stated  that  she 
enjoyed  smoking  and  also  drank  a cocktail 
with  dinner  or  possibly  wine  or  sherry  at 
mealtimes.  A physical  examination  revealed 
icteric  skin  and  scleras  and  a protuberant 
abdomen  with  a definite  fluid  wave.  The 
liver  edge  was  palpated  5 fingersbreadth 
below  the  right  costal  margin  and  was 
coarsely  nodular.  Venous  distention  was 
noted  over  the  abdomen  and  chest.  A 
pelvic  examination  suggested  a small  left 
cervical  mass.  X-ray  studies  revealed  the 
presence  of  gallstones,  but  no  esophageal 
varices  could  be  demonstrated.  Pertinent 
laboratory  data  at  this  time  included: 
fasting  blood  sugar,  92  mg.  per  100  ml; 
cholesterol,  105  mg.  per  100  ml.;  cephaUn 
flocculation,  3 plus;  alkaltn  phosphatase, 

5.8  Bodansky  units;  prothrombin  time, 
25  seconds  (control,  17  seconds);  bilirubin, 

9.9  mg.  per  100  ml.;  hemoglobin,  8.5  Gm. 
per  100  ml.;  and  negative  reactions  to 
stool  guaiac  tests.  A liver  biopsy  at  this 
time  showed  periportal  fibrosis  and  bile 
stasis.  The  patient  followed  a downhill 
clinical  course  and  appeared  to  be  entering 
hepatic  coma.  At  this  point  the  patient  was 
started  on  cortisone,  100  mg.  three  times  per 
day;  she  improved  dramatically  and  was 
discharged  three  and  one-half  months  after 
admission.  Bone  marrow  examinations 
prior  to  discharge  revealed  erythroid  hy- 
perplasia. The  specimen  was  read  as  nor- 
moblastic with  a normal  myeloid  series. 
The  hemoglobin  at  the  time  of  discharge  was 
9 Gm.  per  100  ml. 

The  patient  was  followed  in  the  Monte- 
fiore  Hospital  outpatient  department  and 
apparently  did  quite  well,  although  mild 
scleral  icterus  as  well  as  spider  angiomas 
were  reported  by  observers. 

In  February,  1957,  the  patient  was  ad- 
mitted for  the  second  time  to  Montefiore 
Hospital  with  the  chief  complaints  of  peri- 
orbital and  facial  edema,  fatigue,  and 
jaundice.  The  patient  was  noted  to  be 
slightly  lethargic  and  anorectic.  Spider 
nevi  and  prominent  venous  distention  were 
noted  over  the  abdomen.  Laboratory  data 
at  this  time  included:  hematocrit,  18;  re- 


ticulocytes, 2.6  per  cent;  bilirubin,  2.8  mg. 
per  100  ml.;  cephalin  flocculation,  4 plus; 
thymol  turbidity,  8;  prothrombin  time,  17  i 
seconds  (control,  11.8  seconds);  SGOT 
(serum  glutamic  oxalacetic  transaminase), 

60  units;  and  fasting  blood  sugar,  93  mg.  | 
per  100  ml.  An  esophagram  demonstrated 
esophageal  varices.  Intravenous  cholan- 
giography failed  to  visualize  the  gallbladder. 

A bone  marrow  examination  revealed  hypo- 
plastic granulopoiesis,  erythroid  hyperplasia, 
and  absence  of  free  iron.  The  patient  was 
started  on  oral  iron  sulfate,  0.6  Gm.  daily 
in  addition  to  vitamins.  Within  one  and  : 
one-half  months  her  hematocrit  was  31.5 
with  a hemoglobin  of  9.2  Gm.  per  100  ml.  ' 
and  9 per  cent  reticulocytes.  A liver  biopsy 
showed  periportal  fibrosis  and  bile  plugging. 
The  patient’s  facial  edema  was  believed  to 
be  an  allergic  reaction  to  a recent  exposure 
to  hair  dye.  The  patient  was  discharged 
ten  days  after  admission,  greatly  improved. 

In  April,  1957,  the  patient  was  admitted 
in  a disoriented  state,  exhibiting  bizarre, 
withdrawn  behavior.  A history  at  this  time 
revealed  that  the  patient  had  ingested  con- 
siderable amounts  of  protein  in  her  diet  and 
had  continued  her  former  pattern  of  alcohol 
ingestion.  She  was  noted  to  be  well  nour- 
ished and  without  spider  angiomas. 

Her  liver  was  palpated  4 fingersbreadth 
below  the  right  costal  margin  and  was  quite 
hard  in  consistency.  A stool  specimen 
showed  guaiac -negative  results.  Pertinent 
laboratory  data  included:  hematocrit,  25; 

hemoglobin,  6.7  Gm.  per  100  ml.;  total 
serum  proteins,  6 Gm.  per  100  ml.;  albumin, 

2 Gm.  per  100  ml.;  globulin,  4 Gm.  per  100 
ml.;  cephalin  flocculation,  4 plus;  thymol 
turbidity,  1;  and  bilirubin,  2.3  mg.  per  100 
ml.  A bone  marrow  specimen  revealed 
slight  hypoplasia  of  myeloid  elements  with  j 
marked  erythroid  hyperplasia  and  absence 
of  free  iron.  The  patient  became  progres- 
sively moribund  and  was  given  300  mg.  of 
hydrocortisone  sodirnn  succinate  and  1 unit 
of  whole  blood.  After  several  days  of 
steroid  therapy,  the  patient  remained  un- 
changed. She  was  given  3 additional  units 
of  whole  blood  which  raised  her  hematocrit 
to  31.  This  rise  was  accompanied  by  a 
dramatic  clinical  improvement.  She  was 
discharged  to  be  followed  as  an  outpatient 
twenty-two  days  after  admission. 

In  the  outpatient  department  it  was 
noted  that  her  liver  remained  enlarged.  The 
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patient  continued  oral  iron  therapy,  and  her 
hematocrit  remained  at  about  40  with  a 
hemoglobin  of  12.5  Gm.  per  100  ml.  Her 
bilirubin  during  this  time  ran  as  high  as  5.4 
mg.  per  100  ml. 

In  December,  1959,  the  patient  was  again 
admitted  to  Montefiore  Hospital  because  of 
a draining  sinus  of  the  left  knee.  Her  skin 
appeared  jaundiced,  and  her  liver  was 
palpated  4V2  fingersbreadth  below  the 
costal  margin.  Shifting  dullness  and  a 
fluid  wave  were  noted,  and  the  spleen  was 
palpated  SVa  fingersbreadth  below  the  left 
costal  margin.  Exudate  from  the  sinus 
tract  was  cultured  and  revealed  only  a 
coagiilase-negative  strain  of  Staphylococ- 
cus aureus.  A suprapatellar  abscess  was 
discovered  and  drained,  and  the  patient  was 
started  on  antibiotics.  Despite  a course  of 
erythromycin  and  later  novobiocin  sodium 
(Albamycin)  therapy,  the  draining  sinus 
persisted,  and  an  x-ray  film  revealed  osteo- 
myehtis.  The  patient  was  then  treated 
with  furaltadone  (Altafur),  and  the  in- 
fection responded  dramatically.  However, 
evidence  of  myelocytic  marrow  arrest  de- 
veloped. All  drugs  were  withdrawn,  and 
the  sinus  began  to  close.  The  patient  had 
a brief  period  of  complete  disorientation 
with  asterixis,  but  this  abated  after  the  in- 
stitution of  a low-protein  diet,  high  colonic 
enemas,  and  oral  neomycin. 

Laboratory  data  at  this  time  included: 
hematocrit,  44;  white  blood  cells,  2,250  per 
cubic  millimeter;  neutrophils,  72  per  cent; 
lymphocytes,  25  per  cent;  platelets,  45,000 
per  cubic  millimeter;  and  prothrombin  time, 
19  seconds  (control,  12  seconds).  The  fasting 
blood  sugar  was  elevated  to  252  mg.  per  100 
ml.  The  total  serum  proteins  were  8.5  Gm. 
per  100  ml.  (albumin,  2.2  Gm.  per  100  ml., 
and  globulins,  6.3  Gm.  per  100  ml.).  Bili- 
rubin was  8.2  mg.  per  100  ml.,  cephalin  floc- 
culation, 3 plus,  thymol  turbidity,  14,  and 
SGOT,  112  units.  Urinalysis  revealed  glu- 
cose, 3 plus,  and  acetone,  1 plus. 

Stools  were  alternatingly  positive  and 
negative  for  blood  throughout  hospitaliza- 
tion. The  white  cell  count  continued  to 
fall,  and  on  February  1,  1960,  her  white 
blood  count  was  800  per  cubic  millimeter. 
Her  marrow  at  this  time  showed  agranu- 
locytosis and  erythroid  hyperplasia. 

Normal  red  cell  survival  time  was  noted. 
By  March  17,  1960,  the  white  blood  cell 
count  rose  to  2,900  per  cubic  millimeter  with 


a normal  differential.  The  patient’s  marrow 
at  this  time  showed  normal  cellularity  with 
decreased  iron  content.  An  attempt  was 
made  to  use  NPH  insulin  to  control  the 
patient’s  newly  discovered  diabetes.  How- 
ever, owing  to  poor  control,  regular  insulin 
“coverage”  was  instituted.  Blood  ammonia 
levels  during  the  precoma  period  were  in  the 
range  of  75  to  120  micrograms  per  100  ml. 
The  patient  appeared  to  be  on  the  verge  of 
hepatic  coma  on  several  instances  during  her 
recovery  phase.  At  one  time  the  con- 
sideration of  hemochromatosis  was  en- 
tertained. A skin  biopsy  was  taken,  and  it 
revealed  iron  pigments.  Iron  metabolism 
studies  on  one  occasion  using  radioactive 
iron  according  to  the  method  of  Korman*® 
revealed  a normal  turnover  of  plasma  iron. 
A liver  biopsy  was  deferred  because  of  the 
thrombocytopenia.  The  patient  gradually 
made  sufficient  recovery  and  was  discharged 
to  a nursing  home  on  May  20,  1960,  after 
over  five  months  of  hospitalization. 

On  July  12,  1960,  the  patient  was  ad- 
mitted to  Montefiore  Hospital  for  the  fifth 
and  final  time  because  of  the  sudden  appear- 
ance of  copious  amounts  of  blood  in  the 
nose  and  mouth.  She  had  been  examined 
by  a local  physician  who  had  difficulty  in 
palpating  her  pulse  and  decided  that  her 
nasal  bleeding  was  due  to  esophageal  varices. 
She  also  gave  a history  of  having  vomited 
blood  recently.  Physical  examination  re- 
vealed a cachectic,  jaimdiced  female  with  a 
blood  pressure,  136/70;  pulse,  64  per  minute; 
respiration,  14  per  minute;  and  tempera- 
ture, 98.4  F.  No  edema  was  noted. 

The  patient  had  coagulated  blood  in  her 
right  nares  which  oozed  fresh  blood  when  it 
was  disturbed.  A close  examination  re- 
vealed an  abraded  area  within  the  nostril  as 
the  probable  source  of  her  bleeding.  The 
patient’s  scleras  were  icteric.  A few  basilar 
rales  were  noted  posteriorly  in  both  lungs. 
There  was  no  evidence  of  cardiac  enlarge- 
ment, and  the  heart  sounds  were  normal. 
The  abdomen  was  distended,  and  a definite 
fluid  wave  could  be  elicited.  The  liver  was 
palpated  2 fingersbreadth  below  the  right 
costal  margin.  The  spleen  was  not  en- 
larged. A coarse  tremor  was  noted  when  the 
patient’s  hands  were  extended.  The  patient 
was  believed  to  be  in  a state  of  hepatic  de- 
compensation, and  bowel-sterilizing  pro- 
cedures were  instituted  along  with  a low- 
protein  diet.  The  patient  remained  essen- 
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FIGURE  1.  (A)  Liver  showing  distorted  pattern  of  portal  cirrhosis.  Iron  (black  granules)  is  present  within 
pseudolobules  of  parenchymal  cells  (Gomori  iron  stain;  X55).  (B)  Portion  of  pseudolobule  of  hepatic  cells 
at  higher  magnification.  Iron  occupies  intracellular  position  in  parenchyma  and  bile  ductules  (Gomori 
iron  stain;  X120). 


tially  unchanged  in  spite  of  these  measures. 
She  was  placed  on  regular  insulin  coverage 
and  prednisone  (Meticorten),  15  mg.  daily. 
Her  hematocrit  at  this  time  was  25;  white 
hlood  cells,  4,400  per  cubic  millimeter;  and 
platelets,  30,000  per  cubic  millimeter.  Her 
serum  bilirubin  was  7.8  mg.  per  100  ml. 
Her  stools  gave  guaiac-negative  results. 
The  prothrombin  time  was  25  seconds,  ceph- 
alin  flocculation,  2 plus,  and  thymol  tur- 
bidity, 23.  The  patient  refused  oral  feed- 
ings and  was  started  on  nasogastric  tube 
feedings.  A urinary  tract  infection  devel- 
oped, and  the  patient  became  progres- 
sively moribund  with  the  formation  of  de- 
cubitus ulcers.  She  expired  on  July  26, 
1960,  fourteen  days  after  admission. 

Pathologic  examination 

The  postmortem  examination  revealed  an 
emaciated  female  measuring  173  cm.  in  length 
and  estimated  to  weigh  46  Kg.  The  facial 
skin  and  the  scleras  were  decidedly  icteric. 
The  subcutaneous  fat  of  the  abdominal  wall 
measured  1 cm.  in  thickness  and  was  icteric. 
The  peritoneal  cavity  contained  approxi- 


mately 1,600  cc.  of  clear  serous  fluid. 
Numerous  fibrous  adhesions  bound  aU  the 
peritoneal  and  pelvic  organs  to  one 
another. 

The  combined  weight  of  the  lungs  was 
1,000  Gm.  The  lungs  were  moderately  con- 
gested and  edematous.  Microscopic  ex- 
amination revealed  focal  areas  of  pulmonary 
edema.  Gomori  preparations  showed  but 
minimal  amounts  of  iron  in  occasional  macro- 
phages. The  heart  weighed  275  Gm.  and 
was  grossly  unremarkable.  Gomori  prepa- 
rations revealed  abundant  iron-containing 
granules  within  the  myocardial  fibers,  but  no 
zones  of  necrosis  were  seen. 

The  liver  weighed  1,150  Gm.  and  measured 
23  by  19  by  7 cm.  in  greatest  dimensions. 
The  surface  presented  a finely  nodular  ap- 
pearance, the  so-called  “hobnail  liver.” 
There  was  increased  resistance  to  cutting. 
The  cut  surface  showed  increased  amounts  of 
fibrous  tissue  arranged  in  a meshwork 
separating  nodules  of  light  brown  hepatic 
parenchyma.  Several  friable  dark  green 
nodules  approximately  0.8  cm.  in  diameter 
bulged  above  the  cut  surface.  On  micro- 
scopic examination  an  advanced  stage  of 
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portal  cirrhosis  was  seen.  Thick  bands  of 
1:  fibrous  tissue  radiated  from  portal  areas  and 

1 formed  pseudolobules  of  parenchymal  cells 
(Fig.  lA).  The  portal  areas  contained  re- 
i generated  bile  ducts  and  munerous  lympho- 
,,  cytes.  Several  zones  of  necrotic  tissue 
corresponded  to  the  green  nodules  seen 
; grossly.  Large  amounts  of  iron  were  demon- 
strated by  Gomori  preparations  (Fig.  lA). 
The  iron-containing  granules  existed  pre- 
dominantly within  the  hepatic  cells  and  in 
the  epithelial  cells  of  the  bUe  ducts  (Fig.  IB). 
The  connective  tissue  and  Kupfier  cells  con- 
tained relatively  little  iron.  Sections  of  the 
liver  biopsies  performed  in  1952  and  in  1957 
demonstrated  earlier  stages  of  portal  cir- 
rhosis (Fig.  2).  Gomori  preparations  showed 
no  iron. 

The  gallbladder  contained  20  cc.  of 
viscid  bile.  Its  wall  was  thickened  and 
fibrotic  but  showed  no  evidence  of  active  in- 
flammation. The  spleen  weighed  375  Gm. 
and  was  of  normal  color  and  consistency. 
Microscopically,  there  was  moderate  con- 
gestion and  thickening  of  the  trabeculae. 

I Only  minimal  amounts  of  iron  could  be 
demonstrated  within  several  macrophages. 

The  pancreas  weighed  100  Gm.  and  was 
20  cm.  in  length.  Cut  sections  revealed  a 
I deep  mahogany-colored  parenchyma  and 
increased  amounts  of  fibrous  tissue.  On 
microscopic  examination,  islands  of  Langer- 
hans  were  completely  absent.  Thick  bands 
of  fibrous  tissue  separated  the  parenchyma 
into  irregular  lobules,  many  of  which  were 
undergoing  necrosis.  The  pancreatic  ducts 
were  markedly  thickened  by  fibrous  tissue 
proliferation.  Gomori  preparations  revealed 
large  amounts  of  iron  in  both  parenchymal 
[ and  stromal  tissue,  but  predominantly  in  the 
I parenchymal  cells  (Fig.  3).  The  gastro- 
intestinal tract  was  unremarkable  save  for 
j venous  congestion  in  the  lower  portion  of 
j the  esophagus  and  several  diverticula  in  the 
transverse  colon.  No  iron  could  be  demon- 
I strated  in  any  portion  of  the  gastrointestinal 
I tract.  The  adrenals  weighed  5 Gm.  (right) 

I and  5.5  Gm.  (left).  Abundant  iron-con- 
I taining  granules  were  demonstrated  in  the 
cells  of  the  zona  glomerulosa,  but  no  evidence 
of  cellular  destruction  was  seen.  The 
I kidneys  weighed  150  Gm.  each  and  were 
grossly  unremarkable.  Iron-containing 
ij  granules  were  present  in  the  cells  of  the 
•i|  proximal  tubules,  and  both  iron  and  bile  casts 
were  seen  in  collecting  tubules  (Fig.  4A). 
i 


FIGURE  2.  Liver  biopsy  taken  three  years  prior  to 
death.  Moderate  degree  of  portal  fibrosis  is  seen. 
No  iron  could  be  demonstrated  in  sections  of  this 
biopsy  (hematoxylin  and  eosin  stain;  X80). 

No  degenerative  changes  were  seen.  The 
thyroid  gland  presented  no  gross  abnormali- 
ties. The  follicle  cells  contained  abundant 
iron  pigment  but  showed  no  degenerative 
changes  (Fig.  4B).  The  ovaries  were  small 
and  atrophic.  No  iron  could  be  demon- 
strated in  microscopic  sections.  The  uterus 
and  vagina  showed  postmenopausal  changes. 

An  examination  of  the  bone  marrow  re- 
vealed normal  hematopoiesis.  Gomori  prep- 
arations demonstrated  complete  absence  of 
iron.  A microscopic  examination  of  the 
skin  of  the  abdominal  wall  revealed  iron- 
containing  granules  in  the  sweat  gland 
epithelium,  in  subcutaneous  fat  cells,  and  in 
macrophages  and  fibrocytes  in  the  coriiun. 

The  brain  weighed  1,148  Gm.  and  was 
unremarkable  except  for  moderate  uncal 
grooving  and  tonsillar  coning.  Microscopic 
sections  showed  no  abnormalities  and  were 
free  of  iron. 

The  final  anatomic  diagnosis  was:  portal 
cirrhosis;  hemochromatosis  with  accumula- 
tion of  iron-containing  pigment  in  the  paren- 
chyma of  the  liver,  pancreas,  heart,  adrenals, 
kidneys,  thyroid,  and  sweat  glands  and  de- 
pletion of  iron  in  the  bone  marrow;  fibrosis 
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FIGURE  3.  Pancreas  showing  extensive  degener- 
ation with  fibrosis.  Iron  is  present  within  glandular 
epithelial  cells  (Gomori  iron  stain;  X80). 


of  the  pancreas;  diverticulosis  of  transverse 
colon;  and  peritoneal  adhesions. 


Comment 

Before  embarking  on  a correlation  of  the 
chnical  and  pathologic  findings  in  this  case  it 
is  necessary  to  define  the  terms  hemochroma- 
tosis and  hemosiderosis  in  the  way  in  which 
they  will  be  used  in  the  subsequent  discus- 
sion. In  the  anatomic  sense,  hemochroma- 
tosis is  the  abnormal  intracellular  accumu- 
lation of  iron-containing  compounds  in 
tissues  other  than  those  of  the  reticuloen- 
dothelial system  which  ordinarily  do  not 
show  microscopically  demonstrable  iron. 
Most  commonly  these  tissues  include  myo- 
cardial fibers,  hepatic  parenchyma,  pan- 
creatic parenchyma,  the  endocrine  tissues, 
and  the  cutaneous  sweat  glands.  Although 
iron  may  be  demonstrated  in  cells  of  the 
reticuloendothelial  system  as  well,  the 
proportion  of  iron  in  parenchymal  tissue  is 
far  greater,  and  the  presence  of  large  amounts 
of  iron  in  the  latter  is  necessary  and  sufficient 
evidence  for  an  anatomic  diagnosis  of 
hemochromatosis.  The  destruction  of  pa- 
renchymal tissue  often  accompanies  the 


pathologic  accumulation  of  iron  and  results 
in  cirrhosis  of  the  liver  and  fibrosis  of  the 
pancreas.  The  destructive  changes  become 
clinically  evident  as  chronic  liver  disease  and 
diabetes  meUitus. 

In  contrast,  hemosiderosis  is  characterized 
by  large  accumulations  of  iron-containing 
compounds  in  the  phagocytic  cells  of  the 
reticuloendothelial  system,  most  often  re- 
sulting from  excessive  destruction  of 
erythrocytes.  Of  utmost  importance  is  the 
fact  that  these  cells  normally  function  to 
sequester  iron  compounds  from  the  blood 
and  that  the  condition  of  hemosiderosis  is  not 
a primary  abnormal  state  but  is  an  exaggera- 
tion of  a normal  process  which  almost  always 
is  secondary  to  an  alteration  involving  the 
metabolism  of  hemoglobin.  The  alteration 
may  be  an  extrinsic  one  in  the  form  of  blood 
transfusions,  a generalized  intrinsic  one 
such  as  the  hemolytic  anemias,  or  a localized 
alteration  such  as  hemorrhage  in  which  case  ^ 
focal  hemosiderosis  of  the  involved  area  will  j 
result.  In  hemosiderosis  the  iron  is  con-  ( 
fined  almost  entirely  to  the  cells  of  the  reticu-  } 
loendothehal  system,  and  only  negligible  [ 

amounts,  if  any,  can  be  seen  in  parenchymal  j 
cells  unless  the  process  is  of  such  extended  ' 
duration  that  some  of  the  iron  has  become  re-  ^ 
distributed.  Even  in  such  cases,  however,  j 
the  bulk  of  the  iron  wiU  remain  in  the  reticu- 
loendothelial system.  Hemosiderosis  does  i 

not  result  in  significant  parenchymal  de- 
struction and  does  not  usually  produce  clini- 
cal signs.  The  bone  marrow  m hemosidero- 
sis is  heavily  laden  with  iron,  whereas  in 
hemochromatosis  it  is  often  depleted  of  iron. 

Although  hemochromatosis  in  its  classical 
occurrence  is  thought  of  as  being  a process  of 
gradual  accumulation  of  iron  over  a period 
of  several  decades,  the  present  case  is  one  in 
which  only  three  years  elapsed  between  the 
time  at  which  a liver  biopsy  showed  the 
liver  to  be  free  of  iron  and  the  time  of 
autopsy  when  generalized  hemochroma- 
tosis was  demonstrated.  During  this  time 
the  patient  received  only  4 units  of  blood 
which  contained  approximately  1.02  Gm.  of 
iron.  It  is  impossible,  therefore,  to  incrimi- 
nate the  transfusions  as  a major  contribution 
to  a process  which  resulted  in  the  pathologic 
deposition  of  a minimum  of  25  Gm.  of  iron  in 
the  body.  Furthermore,  the  deposition  of 
iron  resulting  from  transfusions  would  be 
expected  to  occur  in  the  reticuloendothelial 
system.  It  is  the  opinion  of  the  authors  that 
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FIGURE4.  (A)  Kidney  showing  intraepithelial  iron  accumulation  in  proximal  and  collecting  tubules  (Gomor 
iron  stain;  X80).  (B)  Thyroid  showing  iron  deposition  within  glandular  epithelial  cells  (Gomori  iron  stain; 
X80). 


a chain  of  events,  beginning  with  portal 
cirrhosis,  which  was  probably  of  a nutritional 
or  alcoholic  cause,  and  leading  to  a chronic  re- 
fractory anemia,  resulted  in  an  accelerated 
mechanism  of  intestinal  iron  absorption  and 
that  the  administration  of  oral  ferrous  sulfate 
imder  these  circumstances  produced  hemo- 
chromatosis in  a relatively  short  period  of 
time.  It  is  our  contention  that  the  oral  iron 
did  not  cause  the  disease  directly  but  merely 
aggravated  a process  which  was  already  in 
existence. 

Under  normal  physiologic  conditions  there 
exists  a balance  between  the  amount  of  iron 
which  is  absorbed  by  the  intestine  from  the 
diet  and  that  which  is  excreted  from  eryth- 
rocyte destruction.  The  iron  is  absorbed 
in  the  ferrous  form  and  bound  to  transferrin 
which  readily  enters  both  the  bone  marrow 
erythropoietic  cells  and  the  parenchymal 
cells  of  the  body  for  the  synthesis  of  hemo- 
globin in  the  former  and  iron-containing 
enzymes  in  the  latter.  When  the  body  stores 
of  iron  are  decreased,  whatever  the  cause, 
the  absorption  of  iron  from  the  intestine  is 
increased,  or,  in  other  words,  the  so-caUed 
mucosal  block  for  iron  is  lowered.”  An- 


other factor  which  apparently  plays  a role  in 
determining  the  level  of  the  mucosal  block 
is  the  circulating  red  cell  mass  since,  in 
anemias  of  any  kind,  intestinal  iron  ab- 
sorption is  increased.*^  If  the  anemia  in- 
volves a defect  in  the  utilization  of  iron  in  the 
synthesis  of  hemoglobin,  the  iron  which  is 
absorbed  will  be  deposited  in  part  in  other 
tissues  of  the  body  at  the  expense  of  bone 
marrow  iron  and  red  cell  mass,  Parenteral 
iron  or  iron  in  the  form  of  blood  transfusions 
is  not  immediately  available  to  parenchymal 
cells  and  is  stored  in  the  reticuloendothelial 
system.  Thus  repeated  transfusions  can 
result  in  hemosiderosis.  With  increasing 
storage  of  iron  there  occurs  some  trans- 
formation of  the  reticuloendothehal  iron  to 
transferrin-bound  iron  which  then  can  be 
redistributed  to  parenchymal  cells  to  pro- 
duce the  picture  of  “transfusion  hemo- 
chromatosis” such  as  has  been  reported  in 
the  literature.  Thus,  parenchymal  ac- 
cumulation of  iron  in  these  cases  is  secondary 
to  reticuloendothehal  storage. 

In  the  presence  of  pernicious  anemia, 
refractory  anemia,  and  erythremic  myelosis, 
one  sees  a preponderance  of  iron  stored  in 
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parenchymal  tissues  rather  than  in  the 
reticuloendothelial  system,  and  the  purest 
forms  of  parenchymal  storage  are  seen  in  the 
absence  of  repeated  blood  transfusions.** 
It  can  be  postulated  that  when  an  underly- 
ing disorder  involving  faulty  utilization  of 
iron  by  the  erythropoietic  system  produces 
an  anemia,  there  is  a lowering  of  the  mucosal 
block  for  iron  and  an  increase  of  transferrin- 
bound  iron  in  the  body.  Owing  to  the  in- 
efficient use  of  iron  by  the  bone  marrow, 
the  transferrin-bound  iron  is  then  free  to 
enter  parenchymal  cells.  If  therapy  with 
blood  transfusions  is  not  present  to  confuse 
the  picture,  the  result  will  be  almost  pure 
parenchymal  distribution  of  the  iron,  as 
exhibited  by  the  present  case.  The  rapidity 
with  which  iron  wiU  accumulate  in  these 
tissues  is  dependent  on  the  severity  of  the 
anemia  and  the  resulting  degree  with  which 
the  mucosal  block  for  iron  is  lowered  as 
well  as  the  amount  of  iron  which  is  supplied 
to  the  gastrointestinal  tract.  These  mech- 
anisms explain  how  therapy  with  oral  iron 
in  the  presence  of  a refractory  anemia  can 
accelerate  the  accumulation  of  iron  in 
parenchymal  tissues. 

Iron  stored  in  parenchymal  cells  can  be 
redistributed  to  the  reticuloendothelial  sys- 
tem by  destructive  changes  in  the  paren- 
chyma and  ultimate  phagocytosis  by  cells 
of  the  latter  such  as  the  KupfFer  cells,  macro- 
phages, and  fibroblasts.  Evidence  exists 
that  excessive  storage  of  iron  in  parenchymal 
cells  can  lead  to  necrosis  of  these  cells  with 
the  resultant  fibrotic  changes  which  are 
seen  in  hemochromatosis.  Kent  and  Pop- 
per*® found  a close  relationship  between 
the  local  iron  storage  and  tissue  changes  in 
the  liver  and  other  organs. 

In  the  present  case  the  underlying  refrac- 
tory anemia  was  the  result  of  hepatic  cirrho- 
sis. Various  theories  have  been  proposed 
to  explain  the  anemia  of  liver  disease,  in- 
cluding nonspecific  toxic  factors,  hyper- 
splenism  with  inhibition  of  erythrocyte  re- 
lease,®®"®® and  decreased  life  span  of  the 
red  cell.®®  ®®  The  bone  marrow  usually  ex- 
hibits normoblastic  hyperplasia.®®  Neither 
depletion  of  the  erythrocyte  maturation 
factor  in  the  liver  nor  impairment  of  its 
release  have  been  found.  ®^  The  anemia 
does  not  respond  to  the  administration  of 
liver  extract  or  folic  acid®®  or  to  therapy  with 
iron  (unless  hemorrhage  from  varices  is  a 
contributory  factor).  There  is  apparently 


a defect  in  the  utilization  of  iron  in  the  bone 
marrow,  and  this  is  compatible  with  the 
absence  of  iron  in  the  marrow  as  seen  at 
autopsy. 


Summary 

A case  of  hemochromatosis  developing  in 
a fifty-one-year-old  woman  over  a period  of 
three  years,  as  documented  by  liver  biopsy, 
has  been  presented.  The  patient  had  a long- 
standing cirrhosis  and  an  associated  anemia 
which  was  treated  with  oral  ferrous  sulfate. 
The  development  of  the  clinical  pictvu*e 
of  “bronze  diabetes”  and  the  postmortem 
findings  of  parenchymal  iron  accumulation 
led  to  a final  diagnosis  of  hemochromatosis. 
Reticuloendothelial  siderosis  was  not  pres- 
ent. 

Evidence  has  been  presented  to  support 
the  following  hypotheses: 

1.  Chronic  liver  disease  producing  a 
refractory  anemia  results  in  faulty  utiliza- 
tion of  iron  in  erythropoiesis  and  an  increase 
in  intestinal  absorption  of  iron. 

2.  Iron  absorbed  by  the  intestine,  being 
in  the  transferrin-bound  form,  is  deposited 
in  parenchymal  cells  where  it  produces  the 
changes  of  hemochromatosis. 

3.  Orally  administered  iron  salts  can 
accelerate  the  preceding  process. 
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high  of  70.9  years,  the  company’s  statisticians 
report. 

Although  the  gains  in  longevity  have  been 
small  in  recent  years,  the  average  lifetime  of 
these  insured  has  increased  24.6  years  since  1909 
and  has  more  than  doubled  since  1879-1894. 

The  greatest  gains  in  expectation  of  life  have 
been  achieved  at  the  younger  ages,  according  to 
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the  statisticians.  Among  white  male  policy- 
holders the  increase  between  1942  and  1962 
amounted  to  3.4  years  at  age  five,  1.8  years 
at  age  forty-five,  and  1.2  years  at  age  sixty- 
five.  White  females  have  made  an  even  better 
record,  with  increases  of  5.6,  4.2,  and  2.6  years, 
respectively. 

“The  long-term  improvement  in  longevity  has 
been  greater  for  these  insured  than  for  the 
general  population  of  the  United  States,”  the 
report  noted.  “In  1909,  the  average  lifetime  of 
the  industrial  policyholders  was  about  six  years 
less  than  that  for  the  population  as  a whole. 
The  disparity  gradually  diminished,  and  by  mid- 
century had  been  wiped  out.” 
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Gonococcal  endocarditis  is  a rare  compli- 
cation of  gonorrheal  urethritis.  Thayer  and 
Blumer^  reported  that  only  72  cases  had  been 
noted  since  Record  in  1847  observed  a case 
of  endocarditis  as  a complication  of  gonor- 
rheal urethritis.  In  1938  Williams'^  found 
that  less  than  150  cases  had  been  authenti- 
cated since  Thayer  and  Bliuner  in  1896^  first 
recovered  the  gonococcus  from  the  blood  of 
a patient  with  endocarditis.  In  a review  of 
the  hterature  from  1936  to  1948  Jones®  re- 
corded another  8 cases.  Despite  the  fact 
that  gonorrhea  has  been  on  the  increase  since 
1945,  mainly  due  to  the  rising  number  of 
teenagers  with  the  disease,  the  introduction 
of  penicillin  into  the  treatment  of  gonorrhea 
in  1948  has  resulted  in  its  sharp  decline. 
Only  4 cases  of  gonococcal  endocarditis  have 
since  been  recorded  in  the  literature.'''® 
Stone  in  1934^  found  that  endocarditis 
usually  developed  while  the  patient  was 
still  under  the  care  of  the  physician  for  the 
local  gonorrheal  infection  or  some  common 
gonorrheal  complication  such  as  prostati- 
tis, salpingitis,  or  arthritis.  Thayer  and 
Blumer,®  however,  found  that  little  evidence 
could  be  obtained  as  to  the  relation  of  the 
onset  of  the  symptoms  to  the  state  of  the 
initial  local  infection.  The  average  dura- 


tion of  the  disease  from  the  beginning  of  the 
general  symptoms  was  nine  and  one-half 
weeks. 

Because  of  the  rarity  of  the  lesion  and  the 
unusually  long  duration  between  the  original 
infection  and  the  diagnosis  of  endocarditis, 
the  following  case  serves  to  warrant  presen- 
tation. 

Case  report 

A sixty-four-year-old  Negro  male  was 
admitted  to  the  Brooklyn  Veterans  Ad- 
ministration Hospital  for  the  first  time  with 
the  complaint  of  a painful  swelling  in  the 
perineal  region  of  three  weeks  duration. 

The  past  history  is  pertinent  in  that  the 
patient  had  a known  episode  of  gonorrhea 
approximately  twenty -five  years  ago.  At 
that  time  he  noted  a urethral  discharge 
which  was  diagnosed  by  his  physician  as 
gonorrhea.  For  several  days  he  was  treated 
with  an  oral  medication  of  unknown  nature. 
This  resulted  in  complete  disappearance  of 
the  urethral  discharge.  The  patient  ex- 
perienced no  recurrence  of  this  infection. 

A pertinent  finding  on  physical  examina- 
tion was  a 7 by  7 by  5 cm.  hard,  indurated, 
tender,  fiuctuant  mass  in  the  perineum. 
Laboratory  data  were  as  follows:  hematocrit 
34,  red  blood  ceU  coimt  2.8  million,  and 
white  blood  ceU  count  25,000  with  a shift 
to  the  left.  Blood  urea  nitrogen  was  21 
mg.  per  100  ml.  In  the  urine  the  specific 
gravity  was  1.010,  albumin  2 plus,  and 
sugar  and  acetone  negative.  A microscopic 
examination  revealed  20  to  30  white  cells 
per  high-power  field  and  a few  bacteria.  A 
culture  of  the  urine  showed  Escherichia  coU. 

Course  in  hospital.  An  instiUation 
urethrogram  revealed  an  anterior  stricture 
and  extravasation  of  the  contrast  material 
into  the  periurethral  abscess.  The  ex- 
cretory urogram  was  within  normal  limits. 
An  incision  and  drainage  of  the  abscess  was 
performed,  the  culture  of  which  revealed 

E.  coU  sensitive  to  chloramphenicol  (Chlor- 
omycetin), nitrofurantoin  (Furadantin),  aer- 
osporin  (Polymyxin  B),  and  furaltadone 
(Altafur).  The  urine  culture  was  negative. 
The  patient  was  placed  on  oral  nitrofuran- 
toin, 100  mg.  every  six  hours,  and  did  weU 
postoperatively  imtil  the  eighth  day  when 
the  temperature  suddenly  spiked  to  105 

F.  Blood  cultures  revealed  E.  coU  with 
sensitivities  as  previously  reported.  Nitro- 
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FIGURE  1.  Heart  at  autopsy  showing  round  vege- 
tation on  tricuspid  valve,  measuring  1 cm.  in  diam- 
eter. 


I furantoin  was  discontinued,  and  chloram- 

■ phenicol,  2 mg.  in  divided  doses,  was  given 
I intravenously  in  5 per  cent  dextrose  and 
I water.  However,  the  spiking  fevers  con- 
: tinned,  and  oral  furaltadone,  500  mg.  every 
. six  hours,  was  begim  but  with  no  significant 
\ change.  A repeat  blood  culture  revealed 
! E.  coli  with  sensitivities  as  reported  pre- 
' viously,  plus  sensitivity  to  colistin  (Coly- 
j Mycin).  Therefore,  furaltadone  was  no 

longer  continued,  and  colistin,  30  mg.,  was 
{ given  every  twelve  hours.  This  resulted  in 
i lysis  of  the  fever  from  103  to  101  F.  from 
i the  twentieth  to  the  thirtieth  day,  at  which 
I time  the  patient’s  temperature  again  began 
I to  spike  to  104  F.  Intravenous  nitro- 
furantoin was  added  to  the  regimen  with 
I little  change.  At  this  time  an  apical  systolic 

■ murmur  was  heard  for  the  first  time. 
I Repeat  blood  cultiures  again  revealed  E.  coli 
1 with  sensitivities  as  previously  reported. 

I Nitrofurantoin  and  colistin  were  discon- 
tinued and  aerosporin,  25  mg.  every  eight 
hours,  was  started  intramuscularly  on  the 
forty -third  day.  However,  the  blood  urea 
nitrogen  rose  rapidly,  and  the  drug  was 
discontinued.  A repeat  examination  of  the 
patient  revealed  an  increase  in  the  intensity 
of  the  apical  systolic  murmur  along  with 
progressive  right-sided  failure  which  re- 


FIGURE  2.  Section  of  tricuspid  valve  showing 
large  vegetation  composed  of  fibrin  and  amor- 
phous eosinophilic  platelets  with  clouds  of  basophil- 
ic bacterial  colonies  scattered  mostly  at  periphery. 

sponded  poorly  to  digitalis.  The  patient’s 
course  was  progressively  downhill,  and  he 
expired  on  the  forty-seventh  postoperative 
day. 

Autopsy  report.  The  heart  weighed 
400  Gm.  The  right  ventricle  was  found 
to  have  evidence  of  acute  and  chronic  dilata- 
tion. The  coronary  ostia  were  patent;  how- 
ever, there  were  some  arteriosclerotic 
changes.  On  the  tricuspid  valve  there  was  a 
vegetation  which  was  round  and  measured 
1 cm.  in  diameter  (Fig.  1).  It  was  adherent 
to  the  valve  and  grayish  in  color.  The  re- 
maining valves  were  normal. 

Microscopically,  there  was  a fine,  diffuse 
fibrosis  of  the  myocardium  with  a loose  in- 
flammatory cell  infiltrate  through  the  con- 
nective tissue  planes.  Focal  necrosis  of 
the  myocardium  was  present,  with  minute 
thrombi  in  the  small  coronary  vessels,  as 
well  as  evidence  of  arteriosclerosis  and 
calcification  in  the  major  coronary  arteries. 
A section  of  the  tricuspid  valve  revealed  a 
large  vegetation  composed  of  fibrin  and 
amorphous  eosinophilic  platelets  with  clouds 
of  basophilic  bacterial  colonies  scattered 
mostly  at  the  periphery  (Fig.  2).  The  sub- 
stance of  the  valve  showed  thickening, 
necrosis,  and  dense  inflammatory  cellular 
infiltrate  containing  many  leukocytes  fre- 
quently showing  fragmentation.  The  ad- 
jacent valve  leaflets  showed  hyalinization 
and  thickening.  There  was  a thrombus 
rich  in  leukocytes  adjacent  to  the  vegetation. 
The  organisms  were  gram-negative.  No 
sections  were  taken  of  the  prostate  or 
bladder,  and  no  cultures  were  taken  of  any 
other  organ  than  the  heart  valve. 

A culture  of  the  gram-negative  organisms 
on  a chocolate  agar  plate  at  10  per  cent  car- 
bon dioxide  revealed  dew  drop  colonies 
which  turned  pink,  then  purple  when  ex- 
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FIGURE  3.  Culture  showing  fermentation  of  glu- 
cose alone  to  acid. 


posed  to  para-aminodimethyl-analine  mono- 
hydrochloride  (oxidase  test)  consistent  with 
Neisseria  gonorrhoeae.  The  diagnosis  was 
confirmed  hy  the  fermentation  of  glucose 
alone  to  acid  (Fig.  3). 

Comment 


cardiomegaly  on  chest  x-ray  and  physical 
examination  shortly  before  demise 

5.  Manipulation  of  urethra  before  and 
during  surgery  on  the  periurethral  abscess. 

With  the  preceding  evidence  kept  in  mind, 
one  is  then  impressed  with  the  conclusion 
that  the  host’s  immunologic  response  to  the 
gonorrheal  urethritis  was  apparently  great 
enough  to  prevent  septicemia  for  over  two 
decades.  The  organisms  may  have  re- 
mained dormant  in  a gland  of  Littre,  in  a 
poorly  draining  prostatic  duct,  or  in  a hidden 
fold  of  mucosal  epithelium  within  the  scarred 
stricture.  The  appearance  of  a secondary 
infection  with  E.  coli  diminished  the  host’s 
resistance,  thereby  resulting  in  septicemia 
and  gonococcal  endocarditis.  It  is  interest- 
ing to  note  that  at  no  time  during  the 
patient’s  illness  was  a positive  blood  culture 
of  N.  gonorrhoeae  obtained,  indicating  the 
extreme  difliculty  in  establishing  the  diag- 
nosis of  this  disease. 


Summary 

Since  the  advent  of  penicillin,  gonococcal 
endocarditis  has  been  rare.  Only  4 weU- 
docmnented  cases  have  been  reported  since 
1948.  The  case  presented  here  illustrates 
primarily  a chronic,  inactive  gonococcal 
infection  of  the  urethra  which,  after  a long 
period  of  time,  overcame  the  host’s  im- 
munologic defense,  resulting  in  septicemia 
and  endocarditis.  The  diagnosis  was  made 
at  autopsy. 


One  is  mainly  concerned  with  the  ques- 
tion; Was  gonococcal  endocarditis  a mani- 
festation of  a chronic  urethritis  with  second- 
ary septicemia  or  was  it  an  acute  exacerba- 
tion of  chronic  infection  of  the  heart  valve? 
The  following  factors  tend  toward  the  former 
diagnosis: 

1.  History  of  gonorrhea  twenty -five  years 
ago 

2.  Absence  of  any  sexual  intercourse  for 
many  years  and  no  urethral  discharge  since 
original  infection 

3.  Absence  of  any  cardiac  history 

4.  Normal  electrocardiogram  and  chest 
x-ray  film  on  admission  and  evidence  of 
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P ULMONARY  HYPERTENSION,  both  secondary 
( and  primary,  has  been  the  subject  of  many 
D publications. The  present  discussion 
‘ revolves  mainly  about  the  entity  or  entities 
c known  as  PPH  (primary  pulmonary  hyper- 
f tension).  The  diagnosis  of  this  syndrome 
('  has  been  aided  greatly  by  the  introduction 
ji  of  cardiac  catheterization,  which  has  per- 

0 mitted  the  establishment  of  a diagnosis  of 
|i  PPH  during  life.  Most  of  the  cases  of  PPH 
(!  reported  have  fallen  into  a similar  clinical 

1 pattern.  The  present  case  is  being  reported 
I to  bring  out  some  unusual  clinical  and 
I laboratory  features  of  this  syndrome.  In 
I addition,  a brief  review  of  the  pertinent 
I literature  is  included. 

I 

Case  report 

I The  patient,  a forty-two-year-old  white 
male,  entered  the  hospital  for  the  first  time 

* Present  address:  Beth-El  Hospital,  Brooklyn  12. 
t Present  address:  Meadowbrook  Hospital,  Hempstead, 

I New  York. 


with  a chief  complaint  of  chest  pain  of 
eleven  months  duration.  The  pain  was 
described  as  aching  in  nature  and  was 
localized  to  the  left  anterior  chest.  This 
pain  occurred  approximately  twice  a day, 
usually  associated  with  exertion  but  oc- 
casionally occurring  while  the  patient  was  at 
rest.  The  pain  was  not  related  to  eating, 
phases  of  respiration,  or  change  in  body 
position. 

The  patient  gave  no  history  of  ankle 
edema,  paroxysmal  nocturnal  dyspnea,  or 
nocturia.  However,  he  had  had  several 
episodes  of  orthopnea  and  dyspnea  on  exer- 
tion which  had  been  increasing  progressively 
in  the  past  two  to  three  months  before  ad- 
mission. He  denied  any  history  of  diabetes, 
hypertension,  rheumatic  fever,  or  pneu- 
monia. Detailed  questioning  elicited  no  evi- 
dence for  a past  history  of  thrombophlebitis 
or  multiple  pulmonary  emboli.  He  had  had 
a chronic  cough  productive  of  a minimal 
amount  of  white,  odorless,  moderately  tena- 
cious sputum.  There  was  no  history  of 
hemoptysis.  The  patient  had  smoked  two 
packages  of  cigarets  daily  for  nine  years. 
He  denied  intake  of  alcoholic  beverages. 
His  family  history  was  essentially  non- 
contributory. 

Physical  findings.  Physical  examina- 
tion revealed  a well-developed,  well- 
nourished  man  in  no  acute  distress.  He  was 
afebrile.  His  pulse  rate  was  88  per  minute 
and  regular,  and  his  blood  pressure  was 
115/70.  There  was  an  accentuated  split- 
second  sound,  heard  best  at  the  pulmonic 
region;  the  splitting  increased  with  inspira- 
tion. The  second  component  of  the  second 
pulmonic  sound  was  louder  than  the  first. 
There  were  no  parasternal  or  apical  heaves, 
and  no  abnormal  retrosternal  dullness  was 
present  on  percussion.  The  only  other 
significant  finding  was  marked  clubbing  of 
the  fingers  and  toes. 

Laboratory  data.  The  concentration  of 
hemoglobin  was  normal;  the  white  cell 
count  was  11,600  cells  per  cubic  millimeter, 
with  a normal  differential  coimt.  The  results 
of  tests  for  fasting  blood  sugar,  serum  elec- 
trolytes, and  blood  urea  nitrogen  were  all 
within  normal  limits,  as  were  the  results  of  a 
serologic  test  for  syphilis  and  a urinalysis. 
A sputum  culture  showed  the  presence  of 
normal  flora.  An  electrocardiogram  revealed 
a sinus  bradycardia,  with  a rate  of  50  per 
minute,  right  axis  deviation  (mean  frontal 
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FIGURE  1.  Patient's  electrocardiogram,  showing  marked  right  axis  deviation  and  negative  T waves  in  Vi 
to  V2  which  are  compatible  with  right  ventricular  enlargement. 


FIGURE  2.  Chest  roentgenograms,  (A)  conventional  posterior-anterior  and  (B)  left  lateral,  show  a normal 
cardiac  shadow  and  clear  lung  fields.  The  central  pulmonary  vasculature  is  prominent. 


I 


'll 

I 


plane  QRS  vector,  +150  degrees),  with 
depressed  T waves  in  leads  Vi  to  V2  (Fig.  1). 
These  findings  were  felt  to  be  consistent 
with  right  ventricular  enlargement.  X-ray 
films  of  the  chest  showed  no  abnormahties 
except  for  prominence  of  the  central  pul- 
monary vasculature  and  decreased  periph- 
eral vasculature  (Fig.  2).  Pulmonary 
function  studies  revealed  no  evidence  of 
obstructive  or  restrictive  pulmonary  disease 
(Fig.  3).  A right  venous  cardiac  catheter- 


ization* (Fig.  4)  indicated  moderate  pul-  ! 
monary  arterial  hypertension  and  elevated  | 
right  ventricular  systolic  pressiu-e.  The  S ' 
“pulmonary  capillary”  pressure  was  normal,  a 
and  there  was  no  evidence  of  intracardiac  or  S 
pulmonary  shimting.  The  blood  gas  studies  1 1 
showed  normal  saturations.  There  was  1 1 
minimal  hyperventilation,  too  minute  to  be  | 
shown  in  Figure  4.  Cardiac  output  was  j i 

* Performed  by  Rudolph  E.  Fremont,  M.D.,  Chief,  f | 
Cardiovascular  Section,  Brooklyn  Veterans  Administration  J 
Hospital.  i 
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Gaensler  Test 


1 

second 

827, 

(normal:  more  than 

747.) 

3 

seconds 

997. 

(normal:  more  than 

947,) 

Vital  Capacity:  4518  ml. 

Predicted  Vital  Capacity:  4071  ml. 

7,  of  Predicted  Vital  Capacity:  1117o 


Maximum  Breathing  Capacity:  112.9  liters/minute 

Predicted  Maximum  Breathing  Capacity:  117.8  liter/minute 

7.  of  Predicted  Maximum  Breathing  Capacity:  967. 

Single  Breath  Test  for  Alveolar  Gas  Mixing:  1.67.  (normal:  less  than  27.) 
FIGURE  3.  Results  of  pulmonary  function  studies. 


normal,  and  pulmonary  vascular  resistance 
was  approximately  twice  normal. 

In  view  of  the  history,  the  physical  ex- 
amination, and  the  laboratory  findings,  the 
patient  was  considered  to  have  idiopathic 
pulmonary  hypertension. 

An  attempt  was  made  to  reheve  the  pa- 
tient’s symptoms  by  the  administration  of 
long-acting  nitrates.®  His  symptoms  ap- 
peared to  respond  favorably  to  isosorbide 
dinitrate  (Isordil)  given  in  doses  of  10  mg. 
three  times  a day,  as  observed  during  a 
period  of  approximately  eight  weeks. 

Comment 

Primary,  or  idiopathic,  pulmonary  hyper- 
tension is  distinguished  by  the  following 
characteristics: 

1.  The  presence  of  laboratory  and  clinical 
evidence  of  pulmonary  arterial  and  arteriolar 
hypertension  but  a normal  pulmonary  capil- 
lary pressure. 

2.  The  absence  of;  arteriovenous  shunts 
within  or  outside  of  the  heart;  a peripheral 
source  for  pulmonary  emboU;  chronic  pul- 
monary disease,  both  vascular  and  paren- 
chymal; and  intrinsic  cardiac  disease. 

3.  A downhill  course,  with  progressive 
right  ventricular  failiu'e. 

4.  The  absence  at  autopsy  of  occlusive 
lesions  in  the  pulmonary  vasculature,  unless 
they  are  so  sparse  that  they  could  not  cause 
the  hypertension. 

Pathogenesis.  Among  the  many  theo- 
ries of  the  pathogenesis  of  PPH  the  three 
main  ones  are  the  following; 

1.  PPH  is  the  result  of  arterial  changes 
which  are  secondary  to  long-standing  sympa- 
thetic activity  and  subsequent  arterial 


spasm.  This  theory  has  support  in  the 
observations  that  tolazohne  hydrochloride 
and  other,  similar  drugs  can  cause  a marked 
drop  in  the  pulmonary  artery  pressure,  with 
an  associated  increase  in  pulmonary  blood 
flow  and  a drop  in  the  pulmonary  vascular 
resistance.  However,  dissenting  opin- 

ions have  been  expressed  by  Hamilton  and 
his  colleagues,*®  ^®  who  foimd  an  absence  of 
active  pulmonary  vasoconstriction,  and  by 
Brenner,'*  who  even  doubted  the  presence  of 
smooth  musculature  in  the  pulmonary  ar- 
teries. As  stated  by  Liebow,**  the  present 
trend  of  thought  is  that  PPH  is  initiated  by 
a spastic  state  of  the  pulmonary  arterial 
vessels. 

2.  PPH  is  the  result  of  repeated  pul- 
monary emboli.  Although  the  presence  of 
such  emboU  would  tend  to  exclude  the 
diagnosis  of  PPH,  Owen  et  al.^^  have  pointed 
out  that  multiple  silent  pulmonary  emboli 
may  arise  from  the  peripheral  veins  or  from 
the  chambers  of  the  right  side  of  the  heart. 
This  may  lead  to  extensive  right  ventricular 
hypertrophy  in  which  histologic  changes  in 
the  small  pulmonary  arteries  are  indis- 
tinguishable from  those  described  in  PPH. 
The  possibihty  exists,  therefore,  that  even 
so-called  PPH  may  be  secondary  to  these 
emboh  and  that  pure  cases  of  PPH  may  be 
much  rarer  than  is  thought.  This  theory  of 
the  cause  of  “primary”  pulmonary  hyper- 
tension is  also  supported  by  other,  similar 
observations.  * ® ^ ^ 

3.  PPH  may  be  a part  of  a generalized 
degenerative  arteriopathy.  This  argument 
has  recently  been  offered  by  James®®  on  the 
basis  of  3 autopsied  cases  of  PPH  in  which 
investigation  of  the  systemic  arteries  showed 
a pathologic  process,  discussed  in  the  section 
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SVC 

RA 

RV 

PA 

PCP 

FA 

“pressure 

(mm.  Hg) 

-0.5(v) 

+0.5(a) 

55/0 

50/25 
31 (mean) 

2(v) 

2.5(a) 

l(mean) 

115/60 

Qa.  Content  14.2 

(vol.%) 

14.1 (high) 
13.8(low) 

13.7 

14.0 

19.0 

COaContent  45.8 
(vol.7o) 

45. 2 (high) 
45.2(low) 

45.1 

45.3 

42.1 

Arterial  saturation 

947. 

Cardiac  Output 

(Pick)  5.76 

liters/minute 

pH 

7.41 

Cardiac  Index 

3.16 

pCOft( arterial) 

38mm . Hg 

Stroke  volume 

75  milliliters 

Hemoglobin 

15.2  gm.7. 

P.V. 

R. 

428  dynes/ sec. /cm. ^ 

Abbreviations: 

SVC:  superior  vena  cava  PCP:  pulmonary  capillary  pressure 

RA:  right  atrium  FA:  femoral  artery 

RV:  right  ventricle  P.V.R,:  pulmonary  vascular  resistance 

PA:  pulmonary  artery 

FIGURE  4.  Summary  of  catheterization  and  blood  gas  studies. 


on  “Pathology,”  which  also  involved  the 
walls  of  the  pulmonary  arteries  and  the 
arteries  supplying  the  sinus  and  A-V  nodes. 
James,  therefore,  feels,  as  did  Gilmour  and 
Evans,  that  PPH  is  caused  by  the  changes 
in  the  pulmonary  vessels  and  that  these 
changes  are  not  the  result  of  long-standing 
vasoconstriction.  If  the  latter  theory  were 
valid,  there  would  be  no  logical  explanation 
for  the  similar  findings  in  the  peripheral 
blood  vessels  in  the  absence  of  peripheral 
hypertension,  which  was  not  present  in  the 
3 patients  autopsied  by  James.  In  addi- 
tion, the  involvement  of  the  vessels  to  the 
sinus  and  A-V  node  might  explain  the  fre- 
quent occurrence  of  sudden  death  in  this 
disease. 

Pathology.  The  pulmonary  vascular 
changes  in  PPH  show  considerable  variation. 
In  some  of  the  cases  reported  there  were 
either  no  vascular  changes  or  minimal 
ones.®  In  general,  the  predominant  lesions 
are  usually  atheromatous  lesions  of  the  large 
elastic  arteries,  alone  or  in  association  with 
fibrous  intimal  thickening  and  narrowing  of 
the  smaller  arteries  and  arterioles.  Medial 
hypertrophy  also  was  noted  occasionally. 
In  a recently  reported  case  the  pathologic 
specimen  showed  that  the  smaller  pulmonary 
arteries  and  arterioles  had  a narrow  lumen 
because  of  medial  thickness  associated  with 
some  fibrous  intimal  thickening.’*’  In 


another  recent  case,  also  illustrating  the 
typical  findings,  a Ixmg  biopsy  specimen 
showed  intimal  proliferation  of  the  smaller 
and  medium-sized  arterioles,  with  occasional 
thromboses  and  medial  h5rpertrophy . No 
emboli  were  present.  Dammin’*®  noted  that 
the  pulmonary  artery  and  its  branches  were 
dilated,  had  intimal  thickening  and  athero- 
matosis, were  thinner  than  normal,  and  had 
a diminished  muscular  component.  The 
smaller  (muscular)  arteries  showed  intimal 
thickening,  with  no  atheromatosis  and  a 
reduced  muscular  component.  Occasion- 
ally, in  the  small  arteries  he  noted  an  arteritis 
which  resembled  periarteritis  nodosa,  as- 
sociated with  focal  medial  atrophy  of  mus- 
cular and  elastic  fibers,  probably  a sequela 
of  pulmonary  hypertension.  He  also  ob- 
served an  endothelial  proliferation  of  the 
smaller  arteries  and  arterioles  and  an  ar- 
teriolar-capiUary  sinus  formation.  None  of 
the  findings  listed  by  this  author  were  con- 
sidered to  be  pathognomonic  of  PPH. 

James’®  listed  the  findings  in  PPH  as 
follows:  right  ventricular  and  right  auricular 
hypertrophy  and  dilatation,  visible  sclerosis 
of  the  larger  pulmonary  arteries,  and  the 
occasional  presence  of  grossly  visible  thick- 
ening of  the  smaller  arteries  on  the  cut  sur- 
face of  the  lung.  In  the  cases  he  reviewed 
the  presence  of  small  emboli  or  thrombi  in 
the  smaller  pulmonary  arteries  varied  con- 
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siderably.  He  also  noted  the  remarkable 
intimal  endothelial  proliferation  of  a sub- 
stance which  is  probably  an  acid  mucopoly- 
sacchju-ide  in  the  smaller  arteries  and  re- 
ported the  presence  of  a degenerating  and 
hypoplastic  tunica  media,  with  occasional 
areas  of  hemorrhage.  It  was  his  feeling  that 
PPH  is  characterized  by  medial  degeneration 
and  hypoplasia  of  the  pulmonary  arteries, 
which  may  be  part  of  the  degenerative 
arteriopathy  mentioned,  whereas  secondary 
pulmonary  hypertension  is  characterized  by 
hypertrophy  of  the  smooth  muscle  of  the 
tunica  media  of  the  pulmonary  arteries. 

In  view  of  these  multiple  observations  on 
the  pathologic  findings  in  PPH,  it  is  clear 
that  there  is  not  a single  characteristic  find- 
ing, or  any  distinctive  group  of  findings,  to 
make  this  syndrome  a specific  pathologic 
entity. 

Incidence.  Although  PPH  is  found  in 
infants  and  children  “ and  occasionally  in 
men,  the  typical  patient  with  PPH  is  a 
multiparous  woman,  aged  twenty  to  forty. 
Of  17  cases  reported  by  Wood,^*  14  were 
women.  In  39  cases  reviewed  by  Rawson,®* 
34  were  women.  In  Dammin’s^*  review  the 
8 patients  studied  were  all  women. 

Symptomatology.  Although  PPH  as  re- 
corded in  the  literature  probably  represents 
an  etiologically  heterogeneous  group,  as  we 
have  mentioned,  certain  similarities  stand 
out.  These  findings  have  been  described  in 
detail®’ and,  briefly,  consist  of  the 
following: 

1.  Syncope,  usually  exertional  and  un- 
accompanied by  convulsions,  and  in  which 
there  may  be  sudden  death. 

2.  Anginal  pains  unrelieved  by  nitro- 
glycerine. 

3.  Dyspnea,  usually  after  exertion,  which 
is  brought  on  by  less  stress  as  the  disease 
progresses. 

4.  The  absence  of  cyanosis  and  pe- 
ripheral edema  early  in  the  disease. 

5.  The  absence  of  clubbing. 

6.  Hemoptysis. 

7.  Cough. 

8.  Fatigue. 

9.  The  occasional  occurrence  of  Ray- 
naud’s disease  in  association  with  PPH.®’*’'*® 

Physical  findings.  The  physical  find- 
ings depend  on  the  stage  of  the  disease; 
early,  only  a loud  second  pulmonic  soimd 
may  be  audible.  Later,  right  ventricular 
hypertrophy  may  be  noted  along  with  a 


pulmonary  ejection  murmur  and  thrill.  In 
the  early  stages,  right  ventricular  failure  is 
minimal  or  absent  but  then  progresses  and 
may  be  associated  with  pulmonary  and 
tricuspid  insufficiency.  As  the  right  ven- 
tricle hypertrophies,  a palpable  left  para- 
sternal heave  may  be  present.  Death 
usually  occurs  within  two  years  after  the 
appearance  of  failure  of  the  right  side  of  the 
heart. 

Laboratory  findings.  The  typical  elec- 
trocardiographic findings  are  right  ventricu- 
lar hypertrophy,  right  axis  deviation,  and 
an  enlarged  right  atrium.  X-ray  films  of  the 
chest  indicate  dilatation  of  the  pulmonary 
artery  conus,  prominent  hilar  vessels,  de- 
creased vascularity  in  the  distal  one  third 
of  the  lung  fields,  and  right  ventricular 
hypertrophy.  No  left  atrial  or  left  ventric- 
ular hypertrophy  is  present.  Cardiac  cath- 
eterization studies  reveal  a markedly  in- 
creased pulmonary  artery  and  right  ventric- 
ular pressure,  with  a normal  pulmonary 
capillary  pressure.  A-V  shunting  is  absent, 
and  no  peripheral  oxygen  desaturation  is 
noted  until  late  in  the  disease.  The  cardiac 
output  is  not  reduced  markedly  until  the 
disease  is  moderately  advanced;  total  pul- 
monary resistance  is  moderately  to  markedly 
elevated. 

A word  of  caution  about  cardiac  catheter- 
ization: It  is  important  to  be  aware  that 
the  use  of  this  procedure,  although  most 
desirable  for  the  differential  diagnosis  of 
pulmonary  hypertension,  may  be  fraught 
with  considerable  danger,  and  that  fatalities 
in  the  course  of  cardiac  catheterization  have 
been  reported.*’^ 

Differential  diagnosis.  In  establish- 
ing the  clinical  diagnosis  of  PPH,  one  must 
be  aware  of  other  entities  which  bear  a close 
resemblance  to  it.  The  main  groups  are  as 
follows: 

1.  Hypertension  of  the  pulmonary  tree 
caused  by  elevated  left  atrial  pressure,  as  is 
seen  in  mitral  stenosis,  left  ventricular 
failure,  and  in  thromboses  and  tumors  of  the 
left  atrium.  In  the  presence  of  a normal 
pulmonary  capillary  pressure,  it  is  untenable 
that  these  could  be  causes  of  pulmonary 
hypertension  in  our  case. 

2.  Cor  pulmonale  causing  pulmonary 
hypertension.  True  cor  pulmonale  is  due 
to  the  presence  of  parenchymal  lung  disease 
which  in  turn  causes  a secondary  pulmonary 
hypertension.  The  normal  pulmonary  func- 
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tion  tests,  the  normal  gas  studies,  and  the 
normal  x-ray  results  obtained  in  our  case 
make  this  diagnosis  untenable. 

3.  Diseases  of  the  pulmonary  vasculature 
associated  with  pulmonary  hypertension  due 
to  pulmonary  vascular  shimts,  including 
patent  ductus,  rupture  of  an  aneurysm  of 
the  sinus  of  Valsalva  into  the  pulmonary 
artery,  traumatic  aorticopulmonary  fistulas, 
anomalous  drainage  of  the  pulmonary  veins, 
and  pulmonary  arteriovenous  fistulas.  The 
normal  results  of  the  blood  gas  studies  of 
the  peripheral  arterial  vessels,  pulmonary 
vessels,  and  the  cardiac  chambers,  as  well  as 
the  lack  of  the  usual  murmurs,  roentgeno- 
graphic  changes,  or  concomitant  physical 
findings,  eliminate  these  diagnoses. 

4.  Pulmonary  hypertension  from  ob- 
struction of  the  vasculature  bed  which  is 
seen  in  sickle  cell  disease  with  thrombosis, 
schistosomiasis  with  involvement  of  the 
pulmonary  arteries,  multiple  pulmonary 
emboli,  and  thrombosis  of  the  pulmonary 
arteries.  The  lack  of  signs  and  symptoms 
associated  with  sickle  cell  disease;  the 
absence  of  a history  of  schistosomal  infesta- 
tion and  a lack  of  hepatic,  intestinal,  or 
vesical  involvement  seen  in  this  disease;  and 
the  absence  of  a clinical  history  or  physical 
findings  possibly  compatible  with  pulmonary 
embolism  or  thrombophlebitis  make  the 
conditions  enumerated  unlikely  causes  of 
the  pulmonary  hypertension  in  this  case. 
From  among  them,  only  thrombosis  of  the 
major  pulmonary  arteries,  usually  in  asso- 
ciation with  generaUzed  pulmonary  athero- 
sclerosis, can  be  considered.  However,  this 
entity  is  usually  accompanied  by  rapidly 
progressive  right  heart  failure,  and  the  x-ray 
film  shows  marked  proximal  pulmonary 
artery  distension.  The  absence  of  such 
findings  makes  this  diagnosis  unlikely  in  our 
case. 

In  view  of  these  considerations,  PPH 
emerges  as  the  most  probable  diagnosis  in 
the  case  presented.  Nevertheless,  a com- 
parison of  the  clinical  picture  in  our  case 
with  that  of  others  in  the  literature  reveals 
a number  of  divergencies: 

1.  The  patient  was  of  the  male  sex  and 
older  than  most  of  the  patients  reported. 

2.  His  chief  complaint  was  chest  pain 
brought  on  by  exertion,  with  no  evidence  of 
syncopal  attacks. 

3.  Marked  clubbing  was  present  in  the 
absence  of  any  cause  other  than  PPH.  This 


finding  has  not  been  reported  before,  to  our 
knowledge. 

4.  The  physical  examination  was  com- 
pletely within  normal  limits  except  for  the 
clubbing  and  the  accentuated  second  com- 
ponent of  the  split  pulmonic  sound. 

5.  X-ray  and  fluoroscopic  examination 
revealed  a normal  cardiac  silhouette  and 
prominent  central  pulmonary  vasculature. 

Thus  most  of  the  common  findings  in 
PPH  were  absent  in  this  patient.  The  only 
clue  as  to  the  cause  of  the  exertional  dyspnea 
was  the  presence  of  electrocardiographic 
changes,  namely,  right  axis  deviation  and 
ST-T-wave  inversions  in  Vj  to  V2;  a proper 
explanation  for  both  was  sought  and  foimd 
in  hemodynamic  alterations  of  the  pulmo- 
nary circulation  established  by  cardiac 
catheterization . 

This  case  is  being  reported  to  increase  the 
awareness  of  PPH  and  to  point  out  that 
early  in  this  disease  there  may  be  only 
minimal  findings  to  indicate  the  correct 
diagnosis.  It  is  only  by  early  case  findings 
that  the  true  nature  and  cause  of  this  entity 
may  be  determined.  It  should  again  be 
stated  that  in  this  case  the  diagnosis  of 
PPH  is  not  confirmed.  It  is  a diagnosis  of 
exclusion  only,  since  no  pathologic  specimens 
are  available.  However,  the  clinical  fea- 
tures that  have  been  presented  make  a 
strong  argiunent  for  PPH. 
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Summary 


A presumptive  case  of  primary  pulmonary  ! 
hypertension  with  some  imusual  features  is  I 
reported  along  with  a review  of  the  pertinent  j 

literature.  | 
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Subtalar  dislocation  is  a rare  form  of 
dislocation.  Concomitantly,  a review  of  the 
radiologic  literature  discloses  a paucity  of 
data  published  about  this  entity.  The 
radiologist  should  be  familiar  with  this 
entity,  both  from  the  clinical  as  well  as  the 
radiologic  aspect. 


FIGURE  1. 
right  foot. 


Head  of  talus  prominent  in  inverted 


Case  report 

On  May  19,  1962,  a thirty-three-year-old 
male  fell  on  his  inverted  right  foot  while 
playing  basketball.  Physical  examination 
at  the  Bronx  Veterans  Hospital  revealed  the 
inverted  right  foot  with  the  head  of  the 
talus  prominent  (Figs.  1 and  2).  There  was 
a response  to  needle  prick.  No  skin  changes 
were  reported.  Under  spinal  anesthesia 
the  foot  was  reset  and  placed  in  a plaster 
cast  (Fig.  3).  The  patient  was  discharged 
from  the  hospital  on  May  25,  1962,  with 
instructions  for  nonweight-bearing. 

Comment 

Gray,i  in  his  discussion  on  the  talocal- 
caneal articulation,  clearly  depicted  the 
reason  for  this  type  of  injury.  Two  articula- 
tions of  this  area  are  presented  in  his  dis- 
cussion: one,  anterior,  and  the  other,  pos- 
terior. The  anterior  articulation  forms  a 
part  of  the  talocalcaneonavicular  joint, 
while  the  posterior,  or  talocalcaneal,  is 


formed  between  the  posterior  calcaneal 
facet  on  the  inferior  surface  of  the  talus  and 
the  posterior  facet  on  the  superior  surface  of 
the  calcaneus.  The  anterior  articulation 
permits  a considerable  range  of  gliding  and 
some  rotation.  Hence,  this  is  an  arthrodial 
joint  connected  by  an  articular  capsule  with 
anterior,  posterior,  lateral,  medial,  and  in- 
terosseous talocalcaneal  ligaments.  From 
this  anatomic  discussion,  one  can  see  that  a 
dislocation  of  the  bones  of  the  tarsus  from 
the  talus  can  occur.  ^ Watson- Jones^  groups 
such  an  injury  of  the  tarsus  from  the  talus 
under  inversion  injuries.  This  is  the  type 
of  injury  described  here. 

A great  force  on  the  inverted  foot  with  the 
foot  plantar-flexed  may  cause  the  interosse- 
ous ligaments  of  the  subtalar  joints  to  be 
tom  without  displacement  of  the  talus  from 
the  tibiofibular  joint  mortise.  The  tarsal 
bones  are  displaced  inward  (Fig.  2).  This  is 
called  subtalar  (talocalcaneonavicular)  dis- 
location. If  all  of  the  ligaments  are  tom, 
including  those  of  the  lateral  aspect  of  the 
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FIGURE  2.  Tarsal  bones  are  displaced  inward. 


ankle  joint,  then  total  dislocation  of  the 
talus  occurs  with  disruption  of  the  ankle 
joint  mortise.*  Luckett*  clearly  expounded 
the  early  confusion  existing  about  such 
injuries. 

One  must  determine  if  there  is  a fracture 
of  the  talus  accompanying  this  type  of  injury. 
This  evaluation  is  important,  since  approxi- 
mately 50  per  cent  of  these  cases  will  de- 
velop an  avascular  necrosis  of  the  talus  if 
the  neck  is  fractured.*-^  Sneed®  demon- 
strated that  the  blood  supply  to  the  talus 
arises  from  the  anterior  tibial  artery.  This 
was  done  by  injecting  contrast  medium  into 
the  artery  and  taking  roentgenograms  of 
fresh  specimens  and  cadaver,  visualizing  the 
small  vessels  supplying  this  area. 

The  radiologist  must  be  concerned  with 
the  axial  relationships  of  the  ankle  joint  as 
discussed  by  Meschan.®  Equally  important 
are  Boehler’s*  talocalcaneal  angle  measure- 
ments. These  measurements  will  aid  in 
determination  of  the  presence  or  absence  of 
a diastasis  of  the  ankle  joint.  Poor  position 
from  a functional  aspect  may  accompany 


FIGURE  3.  Foot  reset  and  in  plaster  cast. 


fractures  of  the  tibia,  fibula,  talus,  and/or 
calcaneus. 

Long-term  follow-up  of  such  cases  is  indi- 
cated. 


Summary 

1.  A case  report  of  a subtalar  dislocation 
is  given. 

2.  A brief  discussion  of  the  anatomy  and 
the  mechanism  of  the  subtalar  injury  is 
presented. 

3.  Approximately  50  per  cent  of  accom- 
panying fractures  of  the  neck  of  the  talus 
bone  will  develop  an  avascular  necrosis  as  a 
complication. 

4.  Evaluation  of  the  ankle  joint  after 
reduction  for  axial  relationships  and  talo- 
calcaneonavicular angulation  is  indicated  for 
future  prognosis. 
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Accidental 

Chemical 

Poisonings 


From  the  Poison  Control  Center 

The  City  of  New  York  Department  of  Health 

A series  prepared  by 

HAROLD  JACOBZINER,  M.D.,  Assistant  Commissioner, 

The  City  of  New  York  Department  of  Health; 

Medical  Director,  Poison  Control  Center 

HARRY  W.  RAYBIN,  M.S.,  Technical  Director,  Poison  Control  Center 


Lead  Poisoning  and 
Glue  Sniffing  Intoxications 


The  following  incidents  were  reported 
recently  to  the  New  York  City  Poison 
Control  Center. 

Incident  I 

Type  of  Poison  Age  Sex 

Norethynodrel  3 Years  Female 

The  Poison  Control  Center  was  called  by 
the  mother  of  a three -year-old  child  who 
ingested  five  and  one-half  tablets  of  5 mg. 
each  of  norethynodrel.  A follow-up  report 
mailed  to  the  mother  elicited  the  informa- 
tion that  because  of  the  mother’s  carelessness 
the  child  found  the  tablets  and  took  SVz  of 
them.  The  mother  tried  to  induce  vomiting 
but  was  unsuccessful.  She  sp>oke  to  six 
doctors  whose  opinions  ranged  from  imme- 
diate stomach  pumping  to  giving  her  an  ice 
cream  soda.  She  decided  to  let  nature  take 
its  course,  and  about  fourteen  hours  after 
the  child  took  the  norethynodrel  she  finally 
vomited.  She  threw  up  about  five  times 
imtil  there  was  nothing  left.  During  those 
fourteen  hours  there  was  no  indication  that 
she  had  taken  the  pills.  Her  appetite  and 
play  habits  were  normal,  and  she  went  to 
bed  on  time  with  no  hint  of  an  upset  stomach. 
Except  for  the  vomiting  there  were  no  ill- 
effects. 

The  diversity  of  opinion  exhibited  by  the 
physicians  consulted  indicates  the  lack  of 
factual  information  available  to  the  physician 
on  this  type  of  ingestion,  which  will  un- 
doubtedly occur  with  increasing  frequency 
because  of  the  medication’s  widespread  use. 


A considerable  number  of  incidents  have 
been  reported  to  the  Center  recently  and, 
to  date,  no  complications  of  note  have  been 
reported  due  to  accidental  ingestion  of  this 
product  by  children. 

Incident  2 

Type  of  Poison  Age  Sex 

Glue  SniflBng  7 Years  Male 

Frederick  Greene,  M.D.,  Director  of 
Pediatrics  of  Sydenham  Hospital,  called  the 
Poison  Control  Center  on  the  chemical  com- 
position of  airplane  glue  because  a child  at 
Sydenham  Hospital  had  exhibited  jaundice 
and  had  a history  of  glue  sniffing.  He  was 
particularly  interested  in  determining 
whether  or  not  the  practice  of  glue  sniffing 
may  have  been  a factor  in  causing  hepatitis. 
He  was  informed  that  our  records  did  not  at 
present  reveal  any  such  findings  in  over  100 
cases  reported  to  this  Center. 

The  Public  Health  nurse  who  visited  the 
home  reported  that  the  father  said  the  child 
“worshipped”  a teen-age  boy  in  the  neighbor- 
hood. The  child  followed  the  older  boy 
around  and  was  encouraged  to  experiment 
in  sniffing  of  glue  with  older  friends.  They 
usually  met  in  hallways,  and  the  child 
“refused”  to  return  home  at  a decent  hour 
after  play.  Later  the  activities  were  dis- 
covered when  the  child’s  illness  occurred. 
The  nurse  also  related  that  the  family  of 
six  children  shared  a four-room  apartment 
with  their  grandmother.  The  father  was 
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unemployed,  the  mother  worked  as  a 
domestic  and  was  the  sole  support  of  her 
family,  and  the  grandmother  was  self- 
supporting  and  usually  paid  the  rent.  The 
children  appeared  to  be  basically  well. 
The  father  had  not  adjusted  to  his  new  role. 
Personal  hygiene  of  the  smaller  children  did 
not  appear  to  be  adequate.  The  nurse 
discussed  this  with  the  father,  who  appeared 
to  welcome  various  suggestions  regarding 
daily  routine,  and  so  forth.  The  child  did 
not  know  the  address  or  full  name  of  the  other 
individuals  who  participated  in  glue  sniffing. 
The  teen-ager  with  whom  he  was  familiar 
was  known  to  him  only  as  “Flat  Top.” 

The  following  summgtry  report  was  re- 
ceived from  the  hospital. 

This  seven-year-old  male  was  admitted 
with  history  of  yellowish  discoloration  of  the 
conjunctivas  of  two  days  duration,  general 
malaise,  and  dark-colored  urine.  There  was 
no  nausea  or  vomiting. 

The  child  admitted  that  he  constantly 
sniffed  glue  for  about  a month  from  a paper 
bag  in  school. 

PhysicEd  examination  revealed  a fairly 
well-developed,  poorly  nourished  child  who 
was  afebrile  with  a palpable  liver  but  non- 
palpable  spleen.  There  was  yellowish  dis- 
coloration of  the  scleras. 

The  findings  revealed  abnormal  liver 
chemistries  which  gave  the  impression  of 
jaundice  of  unknown  cause. 

During  hospitalization  the  child  was  given 
I supportive  therapy,  and  after  twenty  days  of 
I hospitalization  he  was  discharged  with  a 
I slight  icteric  jaundice  and  advised  to  return 
I for  follow-up. 

This  is  the  first  case  in  which  a suspected 
medical  injury  was  attributed  to  glue  sniffing. 
However,  one  would  question  its  actual  im- 
plication since  the  same  brand  of  glue  was 
involved  in  dozens  of  reported  cases  with  no 
associated  medical  in j ury . The  actual  cause 
of  hepatitis  in  this  case  is  still  undetermined, 
in  our  opinion. 

Incident  3 

Type  of  Poison  Age  Sex 

Glue  Sniffing  12  Years  Female 

The  victim  was  visiting  her  mother  who 
was  a patient  at  The  Moimt  Sinai  Hospital. 
She  went  into  the  ladies  room  and  was 
noticed  by  a guard  when  she  collapsed  on 
leaving  the  lavatory . The  patient  was  taken 
to  the  emergency  room  where  she  admitted 


inhaling  cement  glue  for  “kicks.”  The 
patient  related  that  she  was  initiated  into 
this  habit  by  her  girl  friend,  another  teen- 
ager. This  practice  is  more  common  among 
males. 

The  only  findings  on  admission  was  a semi- 
comatose  state  which  soon  abated,  and  the 
patient  returned  to  normal.  She  was  kept 
in  the  hospital  overnight  for  observation 
and  then  sent  home  symptom-free. 

The  semicomatose  state  experienced  by 
this  patient  is  the  one  most  frequently  ob- 
served in  glue-sniffing  cases. 

Incident  4 

Type  of  Poison  Age  Sex 

Lead  SV^Years  Female 

This  child  was  admitted  to  the  Coney 
Island  Hospital  in  an  unconscious  state 
following  generalized  convulsions  which 
had  begun  early  on  the  morning  of  admission. 
The  child  had  been  delivered  by  a normal 
spontaneous  delivery  in  Kings  County 
Hospital,  where  she  weighed  6 poimds  12 
ounces  and  was  without  development  prob- 
lems. The  child  had  a history  of  ingestion 
of  painted  plaster  two  years  ago  when  she 
was  examined  at  Kings  County  Clinic  for 
possible  lead  poisoning.  She  was  then 
treated  in  the  emergency  clinic  and  sent 
home.  The  child,  however,  had  been  com- 
plaining of  pain  in  the  throat  and  vomited 
every  morning  after  breakfast.  Within  the 
last  few  weeks  the  child  again  had  been  ob- 
served eating  the  wall  paint.  A week  prior 
to  admission  the  child  had  a cough  followed 
by  a low-grade  fever  for  which  a private 
physician  prescribed  oral  penicillin.  On  the 
night  prior  to  admission  the  child  had  been 
active  and  had  fallen  out  of  bed  but  was 
apparently  all  right  after  that.  However, 
immediately  before  admission  the  child 
complained  of  abdominal  pain  for  which 
the  mother  tried  to  give  aspirin,  but  the 
child  had  refused  to  take  this  medication. 

The  child  suddenly  went  into  repeated  con- 
vulsions. The  mother  rushed  the  patient  to 
the  hospital,  and  the  child  was  admitted  to 
the  inpatient  service. 

Physical  examination  on  admission  re- 
vealed a poorly  developed  and  nourished 
child  in  an  unconscious  state  with  periods  of 
irregular  gasping  respirations  who  was 
hypotonic.  The  temperature  was  96.8  F. 
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There  were  no  signs  of  injury.  The  pupils 
were  slightly  dilated  and  reacted  very 
sluggishly  to  light.  After  the  instillation  of 
10  per  cent  phenylephrine  hydrochloride 
(Neo-Synephrine)  eye  drops,  fundoscopy 
revealed  enlarged  vessels  and  questionable 
blurring  of  the  disk  margins.  The  heart, 
lungs,  and  abdomen  showed  negative  find- 
ings. No  abnormal  neurologic  manifesta- 
tions were  noted. 

Family  history  revealed  that  two  cousins 
had  died  of  lead  encephalopathy  in  Kings 
County  Hospital  one  year  ago.  There  was 
no  history  of  diabetes,  tuberculosis,  or 
allergy. 

X-ray  films  of  the  skull  showed  normal 
findings.  The  chest  findings  were  within  nor- 
mal limits.  The  abdomen  revealed  opaque 
material  within  the  colon,  apparently  repre- 
sentative of  some  congested  heavy  metal- 
containing  material.  The  underlying  vis- 
cera were  obscured. 

X-ray  examination  of  the  long  bones 
showed  minimal  increased  density  in  the  dis- 
tal ends  of  the  metaphyses  of  the  radius  and 
ulna  bilaterally.  The  remaining  bony  struc- 
tures were  otherwise  normally  mineralized 
and  intact. 

A urine  test  for  coproporphyrin  showed  a 
trace;  the  blood  lead  level  was  0.46  mg.  per 
100  ml.,  and  blood  for  barbiturates  and 
salicylates  revealed  salicylates  to  be  absent 
and  barbiturates  to  be  1 plus.  Urea  nitro- 


gen was  12  mg.  per  100  ml.,  glucose  100  mg., 
carbon  dioxide  36  volumes  per  cent,  calcium 
9.6  mEq.  per  liter,  and  phosphorus  8.9  mg. 
per  100  ml.  Sodium  was  140  mEq.  per  liter, 
potassium  4.9,  and  chlorides  98.  A speci- 
men of  spinal  fluid  showed  the  total  proteins 
to  be  135  mg.  per  100  ml.,  sugar  100  mg.,  and 
chlorides  116  mEq.  per  liter.  There  were 
3,600,000  red  blood  cells  and  25,600  white 
blood  cells.  Hemoglobin  was  9.5  Gm.  per 
100  ml.;  segments,  60;  staphs  1;  lym- 
phocytes 35;  and  eosinophils,  4. 

The  hematocrit  was  28,  and  the  urine 
was  yellow,  clear,  and  gave  an  acid  reaction. 
There  was  a trace  of  albumin,  and  the  urine 
was  negative  for  glucose  and  acetone. 

Although  the  child  was  treated  with 
edathamil  calcium  disodium  (Versenate) 
for  lead  encephalopathy,  she  became  pro- 
gressively worse  and  subsequently  expired 
nineteen  hours  after  admission. 

The  diagnosis  was  lead  encephalopathy. 

Another  two-year-old  sibling  in  the  same 
family  was  also  observed  by  the  parent  to 
chew  painted  plaster  for  about  two  months 
without  the  mother  taking  any  action. 
However,  following  the  death  of  the  older 
sibling  the  mother  took  this  child  to  Coney 
Island  Hospital,  where  a diagnosis  of  possible 
lead  poisoning  was  made  but  not  con- 
firmed. The  lead  blood  level  was  0.04. 
The  child  was  therefore  discharged  after  nine 
days  of  hospitalization. 


AnnOUnC6m6nt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  is  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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Medical 

Care 


Reports  from  conferences  sponsored  by  the 
Council  on  National  Security, 

American  Medical  Association, 
and  held  in  June  and  November,  1962 


The  Medical  Self-Help 
Training  Program 

I 

Survey  and  Analysis 


I 

JAMES  D.  CLARK 
Washington,  D.C. 

Chief,  Medical  Self-Help  Training  Section 
I Training  Branch,  Division  of  Health  Mobilization, 

U.S.  Public  Health  Service 

I 

( 

I In  1961  A BABY  was  born  who  was  destined 
I from  the  very  moment  of  birth  to  play  a 
; most  important  role  in  the  health  education 
i of  the  nation.  This  baby  was  rather  unique 
I in  that  he  was  the  offspring  of  three  proud 
I parents  whose  names  are  the  American  Medi- 
I cal  Association,  U.S.  PubUc  Health  Service, 

I and  the  Office  of  Civil  Defense.  This 
I baby’s  name  is  Medical  Self-Help  Training, 
j and  we  know  it’s  a “he”  because  of  the 
I pretty  blue  box  in  which  he  arrived.  I 
I would  like  to  play  the  role  of  this  child’s 
! godfather  and  briefly  describe  to  you  the 
’ accomplishments  of  this  yoimgster. 

He  was  a promising  child  from  the  very 
beginning,  and  there  was  no  doubt  that  he 
intended  to  make  himself  known  from  coast 
to  coast.  His  first  public  appearance  was 
before  the  Council  on  National  Security  and 
Disaster  Medical  Care  Committee  of  the 
American  Medical  Association  who  after  a 
^ thorough  examination  pronoimced  him 

Presented  at  the  tenth  annual  Conference  on  Disaster 
Medical  Care,  Chicago,  Illinois,  June  23,  1962. 


healthy  and  requiring  continuing  medical 
supervision.  With  this  clean  bill  of  health 
he  then  presented  himself  at  three  different 
workshops  throughout  the  country,  one  in 
New  York,  one  in  California,  and  one  in 
Michigan.  At  these  workshops  four  key 
medical,  civil  defense,  and  educational 
representatives  from  each  of  our  50  states 
carefully  reviewed  the  potential  of  this 
youngster  and  planned  his  future.  They 
considered  every  conceivable  way  in  which 
this  young  fellow  could  best  serve  the  emer- 
gency health  needs  of  every  American  family 
throughout  the  United  States. 

I might  say  in  passing  that  while  these 
workshops  were  underway,  the  proud  parents 
of  Medical  Self-Help  were  far  from  being 
idle.  They  were  in  the  process  of  stimulat- 
ing production  of  5,000  brothers,  who  Uke 
their  older  brother  were  destined  to  travel  to 
every  state  to  commence  their  important  job 
of  training  one  member  of  every  American 
family  to  meet  his  own  health  needs  when 
deprived  of  the  services  of  a physician. 

It  was  immediately  recognized  that  the 
Medical  Self-Help  Training  Program  would 
require  close  observation  and  a critical 
analysis  of  its  activities  during  the  first 
few  months  of  actual  implementation. 
Through  the  joint  efforts  of  the  Public 
Health  Service,  the  American  Medical 
Association,  and  the  Office  of  Civil  Defense, 
a plan  known  as  the  “Survey  and  Analysis 
of  the  Medical  Self-Help  Training  Program” 
was  established  for  the  purpose  of  seeking 
specific  information  on  aU  phases  of  the 
program  during  this  initial  trial  period. 

Information  was  desired  in  three  major 
areas:  medical,  educational,  and  administra- 
tive. Questions  were  developed  within  each 
of  these  areas  which,  when  answered,  would 
provide  the  best  possible  guidance  for  the 
continuation  of  the  program  over  the  next 
five-year  period. 
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The  most  important  resource  for  obtaining 
answers  to  these  questions  obviously  was  at 
the  grass  roots  of  the  program  or  specifically 
from  the  students  who  were  receiving  the 
training  and  from  the  instructors  who  were 
conducting  the  training.  Questionnaires 
were  developed  and  sent  out  to  every  student 
taking  the  course  and  every  instructor. 
Because  of  the  thousands  of  questionnaires 
involved  which  were  to  be  returned  to  the 
Public  Health  Service,  it  became  necessary 
to  convert  the  answers  to  IBM  data  cards  so 
that  the  information  could  be  rapidly 
assembled,  tabulated,  and  interpreted.  In 
addition  to  this  resource,  information  was 
needed  as  to  how  the  program  was  admin- 
istered and  implemented  within  the  various 
states.  To  obtain  this  information  another 
set  of  questions  was  posed  to  each  of  the 
states  and  their  responses  carefuUy  studied 
and  summarized.  The  A.M.A.’s  Committee 
on  Disaster  Medical  Care  wrote  to  50  state 
medical  associations,  who  in  turn  obtained 
from  selected  physicians,  who  were  active  in 
the  program,  their  comments  on  the  lesson 
material  and  the  effectiveness  of  this  vital 
health  program.  Many  of  these  physicians 
commented  on  the  need  for  continued  leader- 
ship by  the  local  physician.  A summary  of 
production  and  distribution  experience  pro- 
vided still  another  resoiu'ce. 

I wiU  state  the  important  questions  on 
which  the  survey  and  analysis  is  based  and 
provide  for  your  information  some  of  the 
preliminary  thinking  of  the  Public  Health 
Service  in  response.  The  final  answers  to 
these  points  must  await  the  judgments  of 
the  professional  specialists  who  wiU  make  up 
the  survey  and  analysis  committee. 

Administration  and  implementation 

The  questions  in  this  area  were  as  foUows: 

1.  Are  the  procedures  for  manufacture, 
distribution,  and  resupply  adequate  for  the 
proposed  accelerated  program  using  25,000 
regular  Medical  Self-Help  Kits  and  10,000 
abbreviated  Medical  Self-Help  Kits  in  fiscal 
year  1963,  and  with  sufficient  backup 
materials  to  train  5,000,000  students? 

Answer:  The  response  to  this  question 
requires  a careful  re-evaluation  of  the 
problems  encountered  by  the  initial  prime 
contractor  and  the  methods  involved  in 
providing  him  with  adequate  distribution 
instructions,  other  than  minor  changes  in 


the  distribution  instructions.  Other  than 
minor  changes  in  the  distribution  system  and 
the  addition  of  certain  quality  control  checks 
on  the  production  line,  the  ability  of  poten- 
tial successful  bidders  on  subsequent  con- 
tracts to  meet  the  accelerated  program  are 
completely  satisfactory. 

2.  How  can  all  community  as  well  as 
national  resources  best  be  organized  to 
sustain  the  program  for  five  years? 

Answer:  Each  of  the  states  was  asked  to 
prepare  specific  plans  for  implementation 
of  the  Medical  Self-Help  Training  program. 
These  plans  aU  have  been  submitted  and 
have  been  reviewed  carefully  to  determine  if 
they  are  sufficiently  comprehensive  to  meet 
the  accelerated  demands  of  the  program. 
Many  different  types  of  plans  were  sub- 
mitted, ranging  from  complete,  carefully 
thought  out,  detailed  plans  with  clearly 
defined  areas  of  responsibility,  to  plans 
which  were  very  vague  as  to  exactly  how  the 
progrgim  would  be  implemented  and  admin- 
istered. Although  aU  of  the  returns  as  to 
the  exact  niunber  of  classes  conducted  and 
students  trained  have  not  been  tabulated 
as  of  this  date,  other  reports  from  the  field 
indicate  that  activity  in  the  program  varies 
considerably  from  the  state  plans  as  devel- 
oped. Successful  training  programs  wiU  be 
examined  as  to  exactly  how  they  were  ac- 
complished. For  example,  was  it  the  result  i 
of  a higher  degree  of  motivation,  better  | 
public  relations,  some  particular  group  out- 
standingly active  in  support  of  the  program,  ^ 
or  was  there  adequate  medical  leadership? 
When  these  facts  have  been  determined,  this 
information  wiU  be  passed  along  to  other  ^ 
states  in  order  that  they  may  consider  these 
successful  ways  and  means.  ^ 

3.  Are  the  organizational,  administra- 
tion, and  supervisory  structmes  and  proce- 
dures adequate  for  efficient  management  and 
operation  of  the  program? 

Answer:  The  answer  to  this  question  re-  ' 
lates  also  to  the  previous  question.  I think 
we  can  say  without  fear  of  contradiction  that 
the  structures  are  adequate  for  efficient  \ 
management,  but  here  again  it  takes  moti-  I 
vated,  well-informed  people  to  make  this  | 
structure  operate  efficiently.  The  program  | 
is  stiU  comparatively  new.  Most  of  the  j 
states  did  not  commence  their  training  imtU  i 
approximately  April  1,  1962.  They  were 
operating  during  this  trial  period  with  only 
a nominal  number  of  kits.  They  will  require 
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more  experience  and  some  definite  guidelines 
from  the  national  level  which  will  indicate 
the  degree  to  which  the  program  wfil  be 
accelerated  over  the  next  five-year  period. 

4.  Are  the  projected  administrative  man- 
agement procedures  for  continuing  evalua- 
tion and  improvement  of  content  adequate? 

Answer;  In  October,  1961,  a brochure 
entitled  Operational  Projection  of  the  Medical 
Self-Help  Training  Program  was  printed  and 
distributed.  The  opening  paragraph  of  this 
document  states  briefiy  the  goals  of  the 
program.  I would  like  to  read  them  to  you 
at  this  time,  then  relate  them  to  the  question 
as  posed. 

Goal  1.  Initiate  and  organize  a nation- 
wide self-help  training  program  and  train  at 
least  one  member  of  each  family  in  the 
United  States  in  Medical  Self-Help. 

Goal  2.  Evaluate  the  effectiveness  of  the 
program. 

Goal  3.  Continuously  improve  and  re- 
fine the  professional  content  and  the  training 
technics  of  the  Self-Help  Program. 

It  has  been  the  constant  aim  of  all  of  those 
associated  with  the  Medical  Self-Help  Train- 
ing Program  to  achieve  these  goals,  with  par- 
1 ticular  emphasis  on  the  third  one  which  is  to 
improve  and  refine  the  professional  content 
and  the  training  technics  continuously.  As 
an  example  of  the  cooperative  effort  to  insure 
that  there  is  a continuing  evaluation  and 
consideration  of  aU  possible  changes  in 
content,  the  American  Medical  Association, 
the  Office  of  Civil  Defense,  and  the  U.S. 
Public  Health  Service  have  agreed  that  aU 
letters,  suggestions,  and  so  forth,  that  are 
presented  to  any  of  these  agencies  or  organi- 
zations will  be  acknowledged  to  the  sender 
and  then  sent  to  the  Chief  of  the  Training 
Branch,  Division  of  Health  Mobilization, 
U.S.  Public  Health  Service,  who  will  be 
responsible  for  providing  review  of  aU 
suggestions  by  the  best  available  authorities 
in  the  particular  subject  referred  to.  For 
example,  if  a comment  should  deal  with  a 
lesson  on  infant  and  child  care,  this  comment 
would  not  be  judged  within  the  division  staff 
alone  but  would  be  forwarded  to  recognized 
professional  organizations  or  pediatricians 
for  their  comment.  The  second  part  of  this 
answer  deals  with  evaluation  of  the  program. 
In  this  regard  1 million  questionnaires  have 
been  printed  and  wiU  continue  to  be  used  as 
long  as  necessary  ais  a resource  for  continued 
evaluation. 


Education 

1.  In  the  absence  of  physicians  or  aUied 
health  persons  to  serve  as  instructors,  are  lay 
persons  capable  of  conducting  the  training 
with  acceptable  results  or  should  all  in- 
structors be  trained  before  conducting 
classes? 

Our  experience  today  indicates  that  lay 
persons  are  capable  of  conducting  the  train- 
ing with  acceptable  results.  However,  these 
results  tend  to  improve  when  the  instructors 
are  selected  from  students  who  have  taken 
the  course  and  show  interest  and  aptitude 
for  teaching.  One  of  the  questions  that  is 
asked  on  the  student  questionnaire  is 
whether  or  not  the  student  would  be  willing 
to  serve  as  an  instructor.  Thirty-eight  per 
cent  of  aU  students  having  taken  the  course 
have  indicated  they  would  be  willing  to  serve 
as  instructors. 

The  following  information  based  on  412 
instructor  questionnaires  indicated  that  8 
per  cent  of  the  classes  were  taught  by 
physicians;  50  per  cent  by  allied  health 
personnel;  14  per  cent  by  teachers;  and  29 
per  cent  by  laymen.  The  average  improve- 
ment by  types  of  instructors  indicates  that 
specific  background  and  experience  is  not 
necessary  to  teach  the  course  effectively. 

2.  Is  the  education  level  of  the  course 
material  too  low,  too  high,  or  correct  as 
written,  to  train  effectively  the  greatest 
possible  number  of  the  population? 

Of  3,000  questionnaires  reviewed,  only  1 
per  cent  made  any  comment  regarding  the 
level  of  the  course  material.  In  these  few 
isolated  cases  some  premed  and  predental 
students  had  indicated  that  it  was  too 
simple;  whereas,  some  jimior  high  school 
students  had  indicated  that  some  of  the 
lessons  were  too  difficult.  These  comments 
become  understandable  in  the  fight  of  the 
disciplines  represented. 

3.  Can  the  goal  of  training  60,000,000 
people  in  Medical  Self-Help  be  achieved  with 
classes  of  25  persons  in  five  years? 

Arithmetically  this  is  possible.  Although 
the  material  in  the  kit  was  originally  as- 
sembled for  classes  of  25  persons,  with  the 
present  niethod  of  packaging  of  the  backup 
or  expendable  material  the  training  kit  can 
be  used  by  the  instructor  to  teach  classes  of 
any  size.  During  the  testing  period  we  have 
received  reports  of  classes  ranging  from  12 
to  175  students.  We  are  now  in  the  process 
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of  checking  the  average  increase  in  test 
scores  for  each  of  the  groups  reported  to 
determine  whether  or  not  there  is  any  signif- 
icant difference  in  the  amount  of  knowledge 
gained  in  small  classes  as  opposed  to  larger 
classes.  The  importance  of  practice  sessions 
which  may  not  be  as  effective  in  large  classes 
will  have  to  be  weighed. 

Subsequent  to  the  development  of  the 
first  Medical  Self-Help  Training  Kit,  a 
modified  or  abbreviated  kit  has  been  devel- 
oped for  use  by  schools  and  other  institu- 
tions which  already  have  such  training  aids 
as  projectors,  screens,  and  so  forth.  Ten 
thousand  of  these  abbreviated  kits  are 
programmed  for  use  in  the  fiscal  year  1963. 
Many  of  the  states  have  already  reported 
that  the  Medical  Self-Help  Training  Pro- 
gram has  been  incorporated  into  their  curric- 
ulum or  is  scheduled  to  become  part  of  their 
curriculum  at  the  beginning  of  the  fall  term. 
I am  confident  that  the  goal  of  training 
60,000,000  persons  in  Medical  Self-Help  in 
five  years  can  be  achieved. 

4.  Can  other  media  of  training  be  suc- 
cessfully used  simultaneously  with  the 
present  program? 

The  most  logical  alternate  medium  ap- 
pears to  be  that  of  educational  television. 
A program  has  already  been  conducted  on 
WTOP-TV  in  Washington,  D.C.  Several 
other  states,  including  Georgia  and  Alabama, 
have  written  scripts  for  TV  and  are  planning 
to  initiate  their  programs  in  the  very  near 
future.  A controlled  study  to  determine 
the  effectiveness  of  TV  in  training  large 
numbers  in  Medical  Self-Help  should  be 
carried  out.  I might  point  out  at  this  time 
that  these  experimental  TV  programs  in  the 
states  are  a result  of  their  own  volunteer 
efforts  and  are  not  Federally  funded.  This 
follows  the  original  concept  of  the  entire 
Medical  Self-Help  Training  Program  that  it 
would  be  completely  a volunteer  program 
utilizing  volunteer  instructors  to  conduct 
the  training. 

5.  Can  the  existing  Medical  Self-Help 
material  be  presented  through  other  than 
the  present  method  of  teaching  and  stiU 
maintain  the  desired  standard  of  learning? 

Several  methods  by  which  larger  groups 
may  be  reached  are  being  tried  out.  One  is 
in  schools,  another  in  industries.  The  use 
of  television  and  educational  television  are 
other  methods.  Limited  experience  with 
the  use  of  the  abbreviated  kit  in  schools 


indicates  that  it  is  acceptable  and  does  main- 
tain a desired  standard  of  learning.  There 
is  not  sufficient  information  available  at  this 
time  to  reach  any  conclusions  as  to  whether 
television  will  also  provide  the  desired 
standard  of  learning. 

6.  Is  the  increase  in  knowledge  as 
indicated  by  the  pre-  and  post-testing 
sufficient  to  warrant  a Federally  fimded 
program? 

The  answer  to  this  is  most  emphatically 
“yss.”  A tabulation  of  the  data  on  the 
pre-  and  post-test  of  the  student  question- 
naires revealed  that  the  average  increase  was 
34  per  cent.  It  should  be  noted  that  all 
disciplines  of  our  population  are  represented 
in  the  study. 

7.  The  same  test  is  used  for  both  pre- 
and  post-measurement  of  students.  Is  this 
an  adequate  or  valid  measurement  of  in-, 
crease  of  knowledge  and  information  gained? 

The  examination  which  is  given  at  the 
beginning  of  the  course  to  determine  what 
students  already  know  and  at  the  end  of  the 
course  to  determine  what  they  have  learned, 
consists  of  60  questions  and  is  designed  to  be 
given  in  a period  of  sixty  minutes.  Each 
question  may  be  answered  by  selection  of 
one  of  four  possible  answers.  This  is  known 
as  the  multiple  choice  type  of  examination. 
This  particular  examination  is  also  known  as 
the  “power”  examination  as  there  is  a 
specific  time  limit  in  which  the  student  must 
answer  all  questions.  Throughout  the 
United  States  there  are  many  different 
theories,  philosophies,  and  methods  regarding 
how  teaching  and  testing  are  best  accom- 
plished. Pre-testing  and  post-testing  is  one 
of  them.  Work  is  being  carried  out  and  will 
be  continued  to  evaluate  the  test  itself. 

8.  The  lay  instructor  is  advised  to  read 
the  lessons  to  students.  Within  this  frame 
of  reference,  are  the  principles  of  instruction 
contained  in  the  Instructor  Guide  adequate? 

A random  sampling  of  the  remarks  section 
of  1,000  questionnaires  has  failed  to  reveal 
any  comments  pro  or  con  regarding  the 
effectiveness  of  the  Instructor  Guide.  The 
lay  instructor  with  limited  experience  should 
not  digress  from  the  text.  Experienced 
instructors  can  do  so  more  effectively.  In 
any  event,  the  instructor  must  have  some 
aptitude  for  teaching,  and  the  presentation  i 
must  be  made  interesting.  | 

9.  While  there  is  a variation  of  instructor  'I 
qualifications  that  are  possible  imder  the 
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current  methods  of  recruitment  and  selec- 
tion, instruction  is  designed  to  be  standard- 
ized. Are  any  changes  indicated  in  the 
procedures  and  prerequisites  for  selection 
and  preparation  of  instructors? 

The  key  figure  in  the  Medical  Self-Help 
Training  Program  is  the  practicing  physi- 
cian. He  is  asked  to  provide  professional 
leadership  so  necessary  for  the  successful 
teaching  of  the  general  population.  To 
assist  him  and  to  do  the  actual  instruction 
in  most  cases,  the  wholehearted  support  of 
allied  health  workers  and  individuals  with 
previous  experience  in  this  type  of  teaching 
is  necessary.  It  is  recognized,  however, 
that  the  disparity  between  the  numbers  of 
individuals  to  be  trained  and  the  number  of 
professional  instructors  will  require,  in  some 
cases,  selection  of  well-motivated  individuals 
without  extensive  background  experience 
and  training.  For  this  reason,  the  training 
kit  is  designed  to  be  self-directing  in  terms  of 
methods  and  content.  Experience  gained 
during  the  evaluation  period  strongly  sup- 
ports our  position  on  the  recruitment  and 
selection  of  instructors. 

10.  The  program  materials  are  designed 
for  instructing  individuals  from  the  ninth 
grade  level  in  school  as  weU  as  adults.  In 
this  regard,  are  the  training  technics  appro- 
priate for  all  variations  of  age,  knowledge, 
experience,  interest,  and  learning  capacity? 

During  the  initial  development  of  the 
lesson  material,  statistical  tabulations  were 
made  from  the  student  questionnaires  to 
ascertain  the  effectiveness  of  the  course 
material  for  instructing  aU  variations  of  age, 
knowledge,  and  experience. 

These  statistics  are  certainly  conclusive 
and  strongly  indicate  that  the  training 
technics  are  appropriate  for  aU  variations  of 
age,  knowledge,  and  experience. 

Medical 

1.  Does  the  program  provide  the  neces- 
sary information  to  permit  individuals  to 
meet  their  own  health  needs  in  a shelter 
environment? 

Only  actual  experience  of  having  to  apply 
the  knowledge  can  be  looked  on  as  a valid 
determination  of  this  point.  The  limitations 
of  what  lay  people  can  do  imder  these 
circumstances  are  self-evident.  However, 
the  feeling  of  security  which  this  training 
accomplishes  in  those  who  get  the  training  is 


indicated  by  the  response  to  item  7 of  the 
Student  Questionnaire.  The  question  was 
asked,  “Did  it  provide  adequate  health 
information  for  survival  in  a shelter?” 

Ninety -one  per  cent  of  the  students 
answered  this  in  the  afiirmative,  2 per  cent 
in  the  negative,  and  7 per  cent  did  not 
answer  the  question. 

2.  Are  there  areas  not  included  in  the 
present  program  which  are  necessary  for 
effective  self-help  competency? 

The  American  Medical  Association,  as 
part  of  their  role  in  the  total  survey  and 
analysis,  sent  letters  to  the  state  medical 
societies  of  20  states  that  were  known  to  be 
exceptionally  active  in  the  Medical  Self- 
Help  Program.  Along  with  these  letters 
they  included  copies  of  all  the  lesson  mate- 
rial, the  Family  Guide,  and  the  student 
handouts,  and  they  asked  that  this  material 
be  carefully  reviewed  again  by  groups  of 
physicians  within  each  state  who  were 
familiar  with  the  program.  A critical 
review  of  the  responses  to  this  inquiry 
reveals  that  this  group  of  physicians  who  we 
feel  are  representative  of  the  medical  pro- 
fession, indicates  very  clearly  that  the 
material,  as  written,  is  complete  and  effec- 
tive; although  numerous  minor  suggestions 
were  presented,  they  consisted  mostly  of 
minor  details  and  did  not  indicate  a need  for 
enlargement  of  the  course  content. 

3.  Are  the  limitations  of  Self-Help  clearly 
defined? 

You  recall  in  the  opening  of  this  presenta- 
tion I stated  that  the  youngster  known  as 
Medical  Self-Help  was  given  a thorough 
physical  examination  by  the  Council  on 
National  Security  and  the  Disaster  Medical 
Care  Committee  of  the  American  Medical 
Association.  Let  me  assure  you  that  during 
this  so-called  physical  examination  the  need 
for  clearly  stating  the  limitations  of  persons 
who  have  received  the  Medical  Self-Help 
Training  course  could  not  be  overempha- 
sized. In  the  lessons,  in  the  handbooks,  in 
the  Family  Guide,  it  is  repeated  time  and 
time  again  that  persons  who  have  received 
this  training  should  never  attempt  to 
diagnose  but  only  to  treat  the  symptoms. 
It  also  is  clearly  pointed  out  that  there  are 
many,  many  instances  in  which  the  individ- 
ual must  limit  his  activities  in  the  care  of 
the  sick  and  injured.  We  believe  the 
limitations  of  self-help  are  clearly  defined. 

4.  Are  there  any  areas  which  should  be 
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deleted  from  the  Program? 

I believe  that  the  answer  to  question 
number  2 as  to  whether  there  were  any 
areas  not  included  in  the  present  program 
which  were  necessary  for  effective  self-help 
competency  also  can  be  used  as  an  answer  to 
this  question.  In  other  words,  the  replies 
from  the  physicians  from  the  25  states  that 
were  queried  by  the  American  Medical 
Association  provided  us  with  the  necessary 
information  to  state  that  we  believe  the 
program  should  be  continued  in  its  present 
form. 

5.  And  last,  but  certainly  not  least,  what 
is  the  importance  of  sponsorship  and  super- 
vision by  medical  personnel  and  medical 
societies? 

The  answer  to  this  question  appears  to  me 
to  be  a matter  of  logic,  and  it  is  just  as 
simple  as  this.  Industry  is  the  backbone  of 
our  nation.  If  industry  has  financial  prob- 
lems, they  seek  advice  from  banks  and 
financial  institutions;  if  they  have  problems 


Anencephalus  and 
spina  bifida 

A study  of  birth  records  occurring  over  a 
fifteen-year  period  and  reported  in  a fall  issue  of 
Science,  revealed  that  in  139  families  having  a 
child  with  anencephalus  or  spina  bifida,  10  of 
308  brothers  and  sisters  had  malformations 


with  their  motor  vehicles,  they  take  these 
problems  to  the  manufacturer.  If  they 
have  personnel  problems,  they  seek  the 
advice  of  personnel  consultants,  and  if  they 
have  medical  problems,  they  seek  the  advice 
of  medical  consultants.  It  is  therefore 
obvious  that  to  implement  the  Medical 
Self-Help  Training  Program  properly 
throughout  the  nation,  we  must  seek  and 
receive  the  active  leadership  of  the  medical 
profession  and  the  medical  societies.  A 
review  of  all  the  information  received  to  date 
indicates  without  a doubt  that  this  leader- 
ship is  being  provided  by  the  medical  pro- 
fession, and  we  are  confident  it  wiU  continue. 

In  conclusion,  the  survey  and  analysis  of  ] 
the  Medical  Self-Help  Training  Program  will 
establish  the  continuing  guidelines  to  meet 
the  goal  of  training  one  member  in  every 
American  family  in  the  concepts  of  meeting 
their  own  health  needs  when,  through 
national  disaster,  they  are  deprived  of  the 
services  of  a physician.  | 


similar  to  those  of  the  affected  children  (1:31.) 
During  those  years,  the  general  rate  for  these 
affections  in  upper  New  York  State  was  200 
per  100,000  five  and  stillbirths  (1:500).  The 
findings  coincide  with  those  of  other  investi- 
gators: that  there  is  a significantly  increased 
incidence  of  these  central  nervous  system  mal- 
formations among  sibhngs  of  affected  children, 
and  that  this  increased  incidence  is  especially 
marked  in  the  lower  socioeconomic  groups. 
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Special  Articles 


Role  of  Government 
in  Health  and 
Medical  Care 


CALDWELL  B.  ESSELSTYN,  M.D. 

Rip  Van  Winkle  Clinic 

Hudson,  New  York 


1 A 

I f\s  A PRACTICING  surgeon  in  a rural  area,  it 
! is  with  considerable  trepidation  that  I ac- 
1 cepted  this  assignment  to  be  with  you  at  this 
! time.  As  a member  of  a society,  however,  to 
I which  we  all  belong,  and  within  which  we 
have  common  interests  and  concerns  and 
, have  accepted  related  responsibilities,  I eun 
grateful  for  an  opportunity  to  review  with 
you  the  subject  of  this  paper. 

I To  avoid  the  dilemma  of  the  blind  men, 

I each  of  whom  mistakenly  described  the 
I total  elephant  in  the  terms  of  the  particular 
I segment  with  which  he  came  in  contact,  I 
I am  going  to  sketch  a rather  broad  back- 
I ground,  dealing  with  specifics  later. 


Background 

We  are  told  that  the  health  of  the  cave 
dweller  was  truly  a matter  of  rugged  in- 
dividual responsibihty,  and  the  mortality 
statistics  of  the  day  simply  reflected  the 
ability  of  the  most  fit  persons  to  survive. 
But  gradually,  “man,  a member  of  nature, 
became  man,  a member  of  society.” 

As  culture  gradually  advanced  and  men 
tended  to  band  together  and  become  more 
interdependent,  it  became  apparent  that  the 
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ability  to  survive  was  related  to  the  health 
of  a whole  segment  of  society,  and  as  such, 
the  matter  of  health  became  a concern  of 
the  governing  council.  We  learn  that  at  the 
discretion  of  these  governing  councils,  in 
certain  instances  the  sick,  if  they  were 
thought  to  jeopardize  the  health  of  people, 
were  left  behind  in  the  jungle  to  fend  for 
themselves  and  eventually  die.  Although 
this  particular  method  of  handling  the  situa- 
tion might  seem  today  to  leave  something  to 
be  desired,  sickness  was  no  longer  an  in- 
dividual concern^ — sickness  had  become  a 
concern  of  society  and  the  responsibility  of 
government. 

As  various  cultures  evolved,  different  atti- 
tudes toward  the  sick  were  developed.  In 
the  society  of  the  Old  Testament,  sickness 
became  a punishment  for  sins,  while  certain 
other  tribes  believed  sickness  to  be  a visita- 
tion of  evil  spirits.  The  Greeks,  who  wor- 
shipped health  and  physical  fitness,  looked 
on  the  crippled  and  disabled  with  disdain. 
In  common  was  the  fact  that  nowhere  was 
the  position  of  the  sick  respected.  It  re- 
mained for  the  birth  of  Christianity  to 
introduce  the  concept  that  the  care  of  the 
sick  was  both  the  obligation  and  privilege 
of  the  healthy.  It  is  no  wonder,  therefore, 
that  as  early  as  the  fourth  century  we  find 
hospitals  being  constructed  and  operated 
by  the  Church. 

Larger  concentrations  of  population  grew, 
and  town  hospitals  were  developed  and  sup- 
ported by  revenues  from  general  tax  fimds 
as  responsibility  for  the  sick  was  assumed 
more  and  more  by  government. 

As  towns  became  cities,  an  environment 
was  established  which  created  a culture 
medium  for  epidemics.  These,  in  turn, 
hastened  the  acceptance  by  government  of 
the  responsibility  of  providing  a healthy  en- 
vironment for  society.  Nor  did  the  re- 
sponsibility of  government  stop  with  sanita- 
tion and  environmental  regulations.  As  the 
knowledge  of  communicable  diseases  evolved, 
the  government  came  closer  to  the  individ- 
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ual  and  protected  the  health  of  society  by 
quarantine  of  the  individual.  As  the  pre- 
vention of  certain  diseases  became  possible, 
the  government  stepped  in  and  on  a mass 
basis,  which  could  not  be  provided  by  the 
individual  physician,  provided  immuniza- 
tion. 

Time  went  by,  and  as  industrialization  de- 
veloped, new  health  problems  arose.  When 
it  became  obvious  to  all  that  an  industrial 
society  could  not  afford  to  be  sick,  govern- 
ment intervened  still  further,  with  resultant 
laws  for  the  establishment  of  standards  for 
a more  healthy  working  environment. 
Whether  the  precipitating  cause  was  to 
strengthen  an  industrial  society  or  to 
strengthen  the  nation’s  health  so  as  to  be 
better  able  to  wage  war  over  extensive 
periods  of  time,  most  governments  have 
consistently  become  increasingly  involved 
in  the  health  of  society  and  have  steadily 
moved  closer  to  the  individual. 

Inspired  by  concern  for  the  welfare  of 
merchant  seamen  who  were  not  always  in 
home  port  when  taken  ill  and  for  the  burden 
on  the  Merchant  Marine,  which  found  great 
difficulty  in  securing  medical  care  for  their 
sailors  in  ports  of  call,  the  Marine  Hospital 
Service  was  started  by  act  of  Congress  in 
1798.  This  began  as  a prepaid  medical  care 
program  operated  by  the  U.  S.  Government. 
From  this  humble  beginning  has  developed 
our  present  United  States  Public  Health 
Service. 

Through  war  and  peace,  through  financial 
booms  and  depressions,  the  role  of  govern- 
ment in  oiu:  country  in  health  and  medical 
care  has  multiphed.  This  has  been  ac- 
celerated primarily  by  a change  in  public 
attitude  from  one  of  relative  apathy  in  mat- 
ters of  health,  to  one  of  concern.  As  the 
ever-increasing  complexity  of  medicine  has 
made  medical  care  more  effective,  it  has  be- 
come not  only  more  desirable  but  essential 
to  the  point  that  it  is  now  generally  ac- 
cepted as  a right  in  our  country  which  all 
should  be  entitled  to  enjoy.  As  the  con- 
cept of  health  has  broadened  from  the  ab- 
sence of  disease  to  the  physical,  mental,  and 
emotional  well-being  of  an  individual,  the 
scope  of  responsibilities  for  the  maintenance 
of  health  has  enlarged  proportionately.  Our 
urbanizing  society,  together  with  the  in- 
creasing cost  of  modern  medicine  and  hos- 
pitalization, have  further  stimulated  govern- 
ment responsibility. 


Reahzing  that  all  was  not  well,  a small 
group  of  physicians,  public  health  workers, 
and  medical  economists  began  meeting  in 
1925  to  appraise  the  health  status  of  our 
coimtry  objectively.  By  1927,  this  group 
had  grown  to  become  the  Committee  on  the 
Cost  of  Medical  Care,  and  the  most  exten- 
sive detailed  study  of  the  health  of  the 
country  to  date  was  inaugurated.  Financed 
by  several  private  foundations,  the  final 
report  on  medical  care  for  the  American 
people  was  published  in  1932.  Many  of  the 
recommendations  of  this  venerable  study  are 
sound  and  applicable  today. 

Stimulated  by  this  study,  other  organiza- 
tions began  to  study  the  health  of  the 
American  people  objectively,  culminating  in 
the  government-sponsored  1938  National 
Health  Conference.  At  this  Conference  it 
was  agreed  that  medical  care  in  the  country 
was  inadequate,  and  what  care  there  was, 
poorly  distributed,  with  a result  that  a heavy 
burden  of  unnecessary  illness  was  being  sus- 
tained. This  Conference  was  another  in- 
fluence which  directed  the  eyes  of  the  people 
of  our  country  to  central  government  as  the 
agency  ultimately  responsible  for  the  health 
of  our  people.  The  1951  President’s  Com- 
mission on  the  Health  Needs  of  the  Nation 
reinforced  this  attitude. 

In  the  meantime,  a new  element  was  being 
introduced  in  the  field  of  medical  care.  Al- 
though volimtary  insurance  actually  started 
abroad  as  early  as  the  fourteenth  century 
with  craft  guilds,  it  was  late  in  the  nine- 
teenth century  before  it  was  transferred  to 
the  same  groups  in  this  country.  With  the 
depression  of  1929,  impetus  was  given  to  the 
then  struggling  voluntary  health  insurance 
movement.  As  the  cost  of  medical  care 
grew  beyond  the  purchasing  power  of  the 
ordinary  family,  the  principle  of  enhstmg 
the  force  of  numbers  in  the  aid  of  the  in- 
dividual became  more  appealing  to  greater 
numbers.  Following  the  pioneering  of  the 
voluntary  movement,  commercial  insurance 
quickly  entered  the  field  to  expand  the 
variety  of  available  insurance  coverage 
greatly.  Through  the  mechanism  of  volun- 
tary insurance,  medicine  has  been  brought 
directly  under  the  scrutiny  of  government 
because  of  the  necessity  of  having  premiimas 
for  sickness  insurance  and  hospitalization 
approved  by  the  insurance  commissioner  of 
each  state.  Thus,  another  role  of  govern-  ' 
ment  in  medicine  has  been  created. 
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Although  government  in  this  country 
introduced  compulsory  insurance  covering 
injured  workmen  as  early  as  1911,  it  has  not 
introduced  any  broad  programs  covering  the 
general  population.  Although  little  re- 
membered, a government-sponsored  pro- 
gram for  low-income  farm  families  was  in- 
troduced and  existed  for  a short  time  during 
the  days  of  the  1930  depression  and  dust 
bowl.  However,  with  the  more  recent  pas- 
sage of  the  Kerr-MiUs  biU,  government  has 
recognized  that  in  certain  areas  there  has 
developed  a discrepancy  between  the  cost  of 
medical  care  and  the  purchasing  power  of 
certain  people,  and  that  this  discrepancy 
should  be  the  responsibility  of  government 
which,  under  this  particular  law,  implies 
government  at  the  Federal  and  state  levels. 

Without  mentioning  any  figures  which  I 
have  and  will  continue  scrupulously  to  avoid, 
it  might  be  worth  while  to  have  a bird’s-eye 
view  of  some  of  the  roles  our  government  is 
playing  in  the  health  field  today. 

Present  government  role 

To  the  usual  regulatory  responsibilities  of 
environmental  sanitation  there  has  recently 
been  added  the  burgeoning  problem  of 
radiologic  health  with  implications  of  un- 
known extent  of  growth  in  the  future.  Mass 
screening  tests  are  being  carried  on  more 
than  ever  before,  and  particular  case-finding 
clinics  for  such  conditions  as  diabetes,  tuber- 
culosis, cancer,  glaucoma,  and  hearing  dis- 
turbances are  being  attended  by  growing 
numbers.  Routine  clinics  for  venereal  dis- 
eases, prenatal  mothers,  well  babies,  child 
guidance,  family  counseling,  and  crippled 
and  disabled  children  are  popular,  and  mass 
inoculation  campaigns  against  tetanus,  poho- 
myelitis,  influenza,  and  whooping  cough  are 
swelling  the  activities  of  the  governmental 
health  departments,  not  to  mention  the 
public  health  nursing  activities  in  the  home 
and  in  the  schools. 

Government  has  assumed  the  responsi- 
bility either  of  paying  for  or  directly  provid- 
ing medical  care  for  the  indigent,  veterans 
of  wars,  servicemen  and  their  dependents, 
the  American  Indians,  migratory  workers, 
and  the  merchant  marines,  as  well  as  the 
President  of  the  United  States,  the  members 
of  his  Cabinet,  and  the  Congress. 

In  addition  to  assuming  responsibihty  for 
certain  categories  of  beneficiaries,  our  gov- 


ernment today  also  assumes  responsibilities 
for  certain  kinds  of  illness,  such  as  mental  ill- 
ness, tuberculosis,  venereal  disease,  leprosy, 
and  drug  addiction.  In  at  least  one  state, 
cancer  treatment  is  provided  in  a state- 
owned  and  operated  hospital.  Rehabilita- 
tion of  the  chronically  iU  and  disabled  has 
been  growing,  in  addition  to  the  special  pro- 
grams for  crippled  and  disabled  children  and 
the  bUnd. 

These  are  some  of  the  reasons  for  the  fact 
that  today  the  majority  of  hospital  beds  are 
owned  and  operated  by  the  government  at 
the  federal,  state,  or  local  level. 

In  the  field  of  hospital  construction  the 
government  is  playing  a major  role  under 
the  catalytic  HiU-Burton  Act. 

In  the  field  of  medical  education,  again, 
the  government  is  playing  a major  role. 
Almost  one  half  of  the  medical  schools  of  the 
coimtry  are  attached  to  universities  financed 
by  tax  money,  and  an  increasing  share  of 
the  financial  support  of  private  medical 
schools  is  coming  from  government  sources. 
In  addition,  traineeships  are  being  made 
available  in  special  fields,  such  as  psychiatry 
and  pubhc  health. 

By  far,  the  majority  of  research  being 
carried  on  in  medical  schools  is  government- 
financed  today,  not  to  mention  the  sizable 
intramural  research  programs  being  carried 
on  directly  in  the  National  Institutes  of 
Health,  the  Army,  Navy,  and  Air  Corps. 

In  the  field  of  licensing,  government  either 
at  the  federal,  state,  or  local  level  protects 
the  public.  This  apphes  not  only  to  doctors 
but  also  to  most  of  the  health  personnel, 
not  to  mention  the  licensing  of  hospitals, 
nursing  homes,  and  various  kinds  of  clinics, 
restaurants,  food  handlers,  and  homes  for 
migratory  workers. 

The  importance  of  the  Food  and  Drug 
Administration  has  recently  been  brought 
to  the  attention  of  the  whole  world. 

AU  this  extremely  sketchy  outline  has 
been  given  to  help  provide  a point  of  refer- 
ence. 

It  becomes  apparent  that  over  the  ages 
from  the  time  when  man  first  became  a 
member  of  society,  the  governing  body  of 
our  society  has  been  charged  with,  and  as- 
sumed the  responsibility  for,  insuring  a 
healthy  environment.  It  is  also  apparent 
that  government,  in  keeping  with  medical 
knowledge,  has  moved  closer  to  the  indi- 
vidual over  the  years,  and  that  today  it  is 
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intimately  involved  and  enmeshed  with  the 
entire  spectrum  of  health  and  medical  care. 
It  is  interesting  to  note  further  that  as  the 
responsibility  of  the  employer  to  help  as- 
sume some  of  the  cost  of  medical  care  for 
the  employe  has  evolved,  government  at 
Federal,  state,  and  local  levels  is  the  largest 
purchaser  of  so-called  private  medical  care 
from  the  fastest  growing  and  largest  pre- 
paid direct  service  comprehensive  group 
practice  plan  in  the  country,  namely,  Kaiser 
Permanente.  What  does  the  future  hold  in 
store? 

One  of  the  growing  needs  across  the 
country  is  a more  orderly  arrangement  of 
both  health  facihties  and  services.  Society 
is  beginning  to  reahze  that  unnecessary  hos- 
pital beds  create  an  unnecessary  burden 
which  has  to  be  borne  by  each  community 
and  that  duplication  of  partially  used  equip- 
ment and  services,  such  as  cobalt  bombs  or 
open-heart  surgical  teams,  are  equally 
extravagant.  In  at  least  two  states  regional 
planning  councils  have  been  established  by 
state  governments  to  investigate  community 
needs  of  future  facilities  and  suggest  ways 
and  means  of  an  orderly  integration  of  serv- 
ices. Costs  and  quality  standards  are  also 
on  the  agenda  of  these  new  councils  repre- 
senting government,  whose  composition  con- 
sists of  an  equal  representation  from  pro- 
ducer and  consumer  bodies.  Governmental 
influence  in  this  area  wiU  increase  in  the 
immediate  future. 

Reference  has  been  made  to  the  role  of 
state  insurance  commissioners  and  their  re- 
sponsibiUty  for  approval  of  premiums  of 
existing  sickness  and  hospital  insirrance.  I 
think  a suggestion  of  what  lies  ahead  in 
this  area  can  be  found  in  the  criticism  by  the 
state  insurance  commissioner  of  the  com- 
position of  the  Board  of  Directors  of  the 
Blue  Shield  Plan  in  Pennsylvania  in  which 
he  made  the  point  that  in  his  opinion  the 
membership  of  the  Board  of  Directors 
should  not  be  dominated  by  doctors  but 
that  consumers  should  be  given  a greater 
voice.  This  is  but  an  indication  of  the  fact 
that  from  many  sides  we  find  the  consumer 
today  seeking  a place  at  the  planning  tables 
of  the  councils  of  medicine. 

Government  in  the  form  of  the  courts  has 
played  an  influential  role,  when  this  has  be- 
come necessary,  in  protecting  the  rights  of 
doctors  who  from  time  to  time  have  elected 
to  associate  themselves  with  groups  of  con- 


sumers to  provide  comprehensive  direct  serv- 
ice care.  Hopefully,  this  role  of  govern- 
ment in  medicine  wiU  not  have  to  increase 
in  the  future.  It  is  interesting  to  note  in 
passing  that  not  once  in  the  last  twenty-one 
years  have  the  courts  decided  against  the 
group  practice  doctors. 

Recently,  another  regulatory  function  of 
government  in  medicine  has  developed,  this 
time  at  the  county  level.  In  Nassau  County 
on  Long  Island,  after  aU  volimtary  negotia- 
tions had  failed,  a county  statute  was 
enacted  making  it  illegal  for  hospitals  to 
deny  privileges  to  quaUfied  doctors  simply 
because  of  their  aflfihation  with  a particular 
type  of  insurance  plan. 

These  may  be  minor  episodes,  but  perhaps 
they  give  a sense  of  the  interest  government 
is  taking  at  all  levels  in  the  field  of  medical 
care. 

What  about  a more  major  problem  facing 
the  country  today?  Again,  avoiding  statis- 
tics, let  me  say  that  for  those  over  sixty -five 
it  has  been  reliably  determined  and  gener- 
ally agreed  that  as  a group  they  have  less 
income  yet  substantially  greater  need  for 
care;  that  they  have  less  insurance  and  that 
the  insurance  they  have  pays  for  less  of  the 
biU  than  for  those  under  sixty -five. 

As  we  have  seen,  in  the  judgment  of  so- 
ciety there  arose  a discrepancy  between  the 
peculiar  costs  of  medical  care  for  this  group 
and  their  purchasing  power.  The  resultant 
Kerr-MiUs  legislation  was  an  attempt  to  fill 
this  gap.  As  a supplemental  program  it  has  a 
place,  but  as  a total  program  the  inherent 
weaknesses  have  become  more  apparent  to 
all  as  the  days  go  by.  It  is  no  longer  a ques- 
tion of  waiting  until  it  has  had  a chance. 
Every  day  that  goes  by  multiphes  the  in- 
justices and  extravagances  of  this  pioneer- 
ing measure.  To  begin  with,  imder  this 
program  all  but  the  extremely  wealthy  stiU 
live  under  the  constant  fear  that  an  unpre- 
dictable and  unpreventable  medical  disaster 
may  strike  and  ruin  not  only  them,  but  their 
children,  financially.  The  activation  of  the 
program  depends  on  dependency.  In  ad- 
dition, the  gross  inequities  because  of  place 
of  residence  depriving  some  people  of  any 
benefits,  the  future  inequities  because  of  the 
extreme  variations  of  benefits  between  states 
that  have  a program,  the  exorbitant  ad- 
ministrative costs,  the  reluctance  of  many 
needy  aged  to  make  use  of  the  program  be- 
cause of  the  requirement  of  involving  their 
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children,  the  transference  of  people  from  old- 
age  assistance  and  other  welfare  programs  to 
Kerr-MiUs  because  of  greater  federal  contri- 
bution, with  attendant  release  of  monies 
which  have  not  been  spent  in  health  pro- 
grams, are  some  of  the  factors  which  today 
prompt  the  demand  for  a more  satisfactory 
government  program  to  meet  the  need.  The 
56  biUs  introduced  in  the  Congress  last  year 
to  provide  for  a new  program  are  an  indi- 
cation of  the  degree  to  which  this  need  is 
recognized. 

I believe  that  it  is  not  a question  of 
whether,  but  simply  of  when  some  sort  of  bill 
wiU  be  passed  which  wiU  be  administered  by 
a single  governmental  agency  providing  imi- 
form  benefits  to  all  who  are  eligible,  and 
financed  by  a compulsory  payroll  tax.  It 
win  provide  only  basic  coverage;  it  will  be  a 
right  to  which  all  over  sixty-five  are  en- 
titled. 

Any  further  prediction  of  the  role  of 
government  in  medicine  would  depend  on  a 
prediction  of  the  future  economic  status  of 
our  country.  As  we  have  seen,  when  the 
economic  status  of  medicine  surpasses  the 
economic  status  of  society,  government 
steps  in.  Barring  any  great  financial  de- 
pression, the  government  front,  by  and  large, 
should  otherwise  be  relatively  stationary. 


Comment 

I want  to  share  with  you  one  last  thought. 
In  the  light  of  this  brief  summary  of  the  ex- 
tent of  our  government  in  our  health  and 
medical  care  field,  I hope  you  and  I will  once 
and  for  aU  put  aside  the  slogan  of  “socialized 
medicine”  as  an  indictment  applied  to  a 
program  we  may  not  favor.  Without  our 
present  degree  of  government  participation 
which  is  so  substantial,  we  could  not  have 
our  present  health  and  medical  care  program. 
Part  of  our  program  is  totally  socialized; 
other  parts  are  partially  socialized;  almost 
every  part  is  a little  bit  socialized;  but  it  is 
our  American  system  today.  Perhaps  some 
comfort  can  be  given  to  those  to  whom  these 
facts  may  be  disturbing,  by  being  reminded 
of  the  fact  that  we^ — the  country  with  per- 
haps the  least  socialization  of  medicine — 
are  not  the  country  with  the  greatest  lon- 
gevity or  the  lowest  maternal  mortality.  It 
has  been  well  documented  that  ten  other 


countries  have  lower  perinatal  mortality, 
but  that,  on  the  other  hand,  we  have  the 
highest  death  rates  from  diabetes,  cardio- 
vascular disease,  and  accidents;  and  the 
second  highest  death  rate  from  cancer. 
Finally,  we  must  realize  that  the  Kraus- 
Weber  reports  teU  us  the  physical  fitness  of 
our  youth  is  well  below  that  of  the  youth  of 
European  countries. 

There  remains  great  need  to  improve  our 
organization  and  distribution  of  services. 
Let  us  be  mature  and  sophisticated  enough 
to  realize  that  many  of  the  programs  you 
and  I are  striving  to  strengthen  are  actually 
based  on  some  of  the  fimdamental  tenets  of 
socialization.  When  we  develop  regional 
planning  coimcils,  we  are  introducing  a 
means  of  democratically  controlling  the  dis- 
tribution of  a product.  When  we  attempt 
to  stimulate  the  growth  of  volimtary  non- 
profit nursing  homes  and  hospitals  and 
nonprofit  group  practice  clinics  to  supple- 
ment proprietary  nursing  homes,  proprietary 
hospitals,  and  proprietary  private  group 
practice  clinics,  we  are  again  practicing  a 
basic  tenet.  To  the  extent  to  which  we 
attempt  to  replace  competition  with  team- 
work and  cooperation  between  doctors  or 
agencies,  we  are  again  supporting  a part  of 
the  doctrine  of  socialization.  Our  twenty- 
six-year  old  American  institution  of  Social 
Security  is  just  one  more  example.  This  is 
the  time  when  we  must  aU  have  the  honesty, 
sincerity,  and  courage  to  acknowledge  what 
we  in  medicine  are  doing,  and  that  it  con- 
sists of  utilizing  selected  principles  from 
other  programs,  philosophies,  and  countries, 
and  welding  them  in  the  most  effective 
manner  into  our  very  own  American  system. 

I believe  our  greatest  responsibility  to  the 
health  of  America  does  not  lie  in  “prevent- 
ing any  further  government  intrusion  in 
medicine,  no  matter  how  worthy  the  cause,” 
but  in  further  developing  cooperative  en- 
deavors, combining  the  exploitation  of  the 
great  resources  of  government  with  the 
wealth  of  talent  we  have  in  our  free  enter- 
prise system.  The  time  has  come  when  we 
can  no  longer  afford  to  have  either  of  these 
great  potentials  dissipating  their  strengths 
in  mortal  combat.  The  good  of  society  de- 
mands that  antagonism  be  replaced  by  sjmer- 
gism  in  an  integrated  program  which  alone 
can  achieve  the  best  in  health  and  medical 
care  for  the  American  people. 
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In  the  early  days  of  mankind  the  philos- 
ophy was  self-reliance,  self-protection,  and 
survival  of  the  fittest.  Long  before  there 
was  any  government  agency,  the  family  was 
the  protective  and  responsible  unit,  and 
the  head  of  the  household  assumed  the 
chief  responsibility. 

With  the  dawn  of  civilization  communities 
appeared,  and  they,  too,  developed  a certain 
sense  of  responsibility.  Sickness  was  re- 
garded with  superstitious  awe,  and  still  is 
among  certain  primitive  races.  Education, 
not  government,  gradually  eliminated  super- 
stition. In  fact,  government  was  against 
education  of  the  masses,  fearing  they  would 
become  too  independent. 

Centuries  before  Christianity  disease  was 
considered  remediable.  We  know  that  the 
ancient  Egyptians  were  well  versed  in 
medicine  and  smgery,  and  government 
played  no  part  in  it.  The  Hippocratic 
Oath,  supposedly  written  by  Hippocrates, 
a Greek  physician,  is  still  accepted  by  the 
medical  profession. 

Government  began  exerting  an  increasing 
influence  on  medicine  primarily  as  a police 
power.  As  medical  education  expanded,  a 


central  authority  became  essential  to  enforce 
laws  of  sanitation,  protection  against  com- 
municable disease,  prevention  of  disease, 
and  collection  of  vital  statistics.  The  first 
inroads  by  government  into  medicine  were 
actually  recommended  by  the  medical 
profession,  since  individuals,  social  groups, 
and  the  medical  profession  itself  had  no 
power  to  enforce  laws. 

Originally  licensing  of  the  doctor  to 
practice  medicine  was  in  the  hands  of  the 
medical  profession,  but  various  legal  com- 
plications necessitated  government  under- 
taking licensure,  and  what  a horrible  mess 
government  has  made  of  it.  Politics  has 
prevailed  over  public  interest.  In  many 
areas,  quacks  and  charlatans  have  been 
given  the  right  to  practice  regardless  of 
their  basic  qualifications.  A recent  example 
of  this  occurred  in  New  York  State,  where  a 
cult  having  no  scientific  basis  has  been 
licensed  to  prey  on  the  public,  governed 
only  by  a board  dominated  by  these  cultists. 
Votes  and  political  issues  were  more  impor- 
tant than  protection  of  the  people. 

The  standards  and  accreditation  of  hos- 
pitals in  the  United  States  are  controlled 
by  The  Joint  Commission  on  Accreditation, 
including  representatives  of  the  American 
Medical  Association,  the  American  College 
of  Physicians,  the  American  College  of 
Surgeons,  and  the  American  Hospital  Associ- 
ation^— all  nongovernmental. 

None  of  our  medical  schools  are  sponsored 
by  the  Federal  government,  but  about  half 
of  them  are  state-sponsored.  The  Federal 
government  has  made  increasing  grants  to 
medical  schools  for  research,  building,  and 
equipment,  but  neither  the  Federal  nor  the 
state  governments  exercise  control  over  the 
curricula,  admission  of  students,  or  the 
activities  of  the  faculties  of  these  schools. 
Our  medical  schools  are  rated  by  a joint 
board  of  representatives  of  the  A.M.A.  and 
the  Association  of  American  Medical  Col- 
leges, both  nongovernmental. 

Government  in  medicine  has  played  an 
increasing  role  through  the  Old-Age  Assist- 
ance Program,  Aid  to  the  Blind,  Children’s 
Bureau,  the  Public  Health  Service,  and  that 
monstrosity,  the  Veterans  Bureau.  Al- 
though the  Federal  government  has  no 
definition  of  blindness  or  disability,  it  acts 
in  both  fields. 

One  reason  the  United  States  Government 
has  had  an  increasing  role  in  modern  society 
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during  the  last  thirty  years  is  because  our 
citizens,  especially  the  younger  generation, 
have  been  taught  to  turn  increasingly  to  the 
government  for  everything-so  why  assume 
any  responsibility  for  themselves  or  families? 
Let  Uncle  Sam  do  it.  This  philosophy  is 
hard  to  combat  because  nobody  wants  to 
shoot  Santa  Claus. 

At  the  Second  General  Assembly  of  The 
World  Medical  Association,  medical  care 
under  social  security  was  a topic  for  discus- 
sion. An  Irishman  said,  “If  you  remove  the 
necessity  or  incentive  for  a man  to  provide 
for  himself  or  his  family  you  strike  at  the 
very  roots  of  democracy.  If  you  accept 
that  philosophy,  you  must  change  your 
religious  concepts,  because  instead  of  believ- 
ing in  a God-made  Heaven  in  the  hereafter, 
you  must  believe  in  a man-made  Heaven 
here  on  earth,  and  you  had  better  be  damned 
sure  that  the  guardian  angels  of  that  man- 
made Heaven  don’t  turn  out  to  be  the 
secret  police.” 

Since  the  medical  profession  objects  to 
some  types  of  government  participation  in 
medicine,  why  did  it  and  does  it  approve  the 
Hill-Burton  Act?  The  answer  is  simple. 
While  the  Federal  government  gives  match- 
ing grants  to  communities  to  build  and 
equip  hospitals,  the  control  of  these  hos- 
pitals immediately  reverts  to  the  local  com- 
munity, and  the  Federal  government  exer- 
cises no  control  whatever  over  them. 

Financial  aspects 

It  is  difficult  to  compare  the  costs  of  con- 
struction and  maintenance  of  government 
versus  private  hospitals,  since  many  of  the 
federal  figures  are  buried  in  over-all  budgets 
and  almost  impossible  to  extract.  How- 
ever, there  seems  little  doubt  that  govern- 
ment hospitals  are  more  expensive  to  build 
and  maintain.  The  average  cost  for  a new 
hospital  or  an  addition  to  an  old  one  is  about 
$20,000  per  bed.  The  cost  in  three  Air 
Force  hospitals  was  over  $41,000  per  bed. 
Part  of  this  was  probably  because  a greater 
amoimt  of  equipment  was  needed  in  the  Air 
Force  hospitals,  since  they  must  keep  a 
patient  imtil  he  is  fit  for  active  duty,  but 
there  is  no  provision  for  visiting  nurse 
service,  home  care,  or  other  types  of  out- 
patient services  which  might  be  found  in  a 
non-Federal  hospital.  There  is  also  no 
doubt  that  the  average  stay  per  patient 


for  the  same  disease  is  far  longer  in  a Federal, 
especially  a veterans,  hospital. 

Some  intrusion  of  the  Federal  government 
into  medicine  has  been  necessary  and  even 
desirable.  Some  intrusion,  while  undesira- 
ble, has  been  financially  necessary.  Other 
projects  in  effect  or  proposed  are  not  only 
unnecessary  but  imdesirable.  To  know 
what  happens  when  the  Federal  government 
steps  into  actual  medical  care,  one  has  only 
to  recall  the  history  of  the  Federal  Emer- 
gency Relief  Administration  during  the 
thirties.  Waste,  extravagance,  inefficiency, 
and  nonsensical  rules  and  regulations  were 
rampant.  The  same  things  are  now  crop- 
ping out  in  the  programs  of  Old-Age  Assist- 
ance, Aid  to  the  Blind,  and  the  Children’s 
Bureau.  Government  just  cannot  seem  to 
operate  without  waste  and  inefficiency. 

Health  insurance  plans 

Various  attempts  have  been  made  to 
establish  compulsory  health  insurance  in 
this  country.  Briefly  the  chief  objections 
to  such  a plan  are  that  it  is  economically 
unsound  and  would  ruin  the  country 
financially.  A satisfactory  plan  for  one 
section  of  the  country  or  one  class  of  people 
would  not  work  in  other  areas. 

In  Germany  before  World  War  II  there 
were  more  bureaucrats  working  in  the 
health  department  than  there  were  doctors 
in  the  plan.  Everywhere  that  compulsory 
health  insurance  has  been  adopted,  costs 
have  skyrocketed,  and  in  nearly  every  case 
the  character  of  the  medical  care  has 
deteriorated.  Governments  try  to  make  up 
the  financial  deficits  by  decreasing  benefits 
to  the  patient,  restricting  the  doctors’  treat- 
ment of  the  patient,  endeavoring  to  make 
both  patients  and  doctors  wards  of  the 
government,  and  of  course,  blaming  the 
doctors  for  everything  wrong  with  the  sys- 
tem. 

The  increased  costs  of  medical  care  have 
brought  about  various  insurance  plans. 
From  the  vast  number  of  experiments  four 
general  types  have  emerged.  These  are 
(1)  Blue  Cross-Blue  Shield,  (2)  commercial 
insurance,  (3)  industrial  and  union  plans, 
and  (4)  panel  plans,  such  as  Kaiser -Per- 
manente  and  the  Health  Insurance  Plan. 

Blue  Cross  and  Blue  Shield  have  proved 
the  most  popular,  but  they  need  further 
changes  to  render  them  more  adequate. 
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Variations  in  service  benefit  levels,  fees  paid, 
and  even  coverage  must  exist  according  to 
the  needs  and  demands  of  the  area  of  the 
coimtry  covered,  but  greater  uniformity  in 
general  is  desirable.  While  a fairly  large 
number  of  plans  is  necessary  and  desirable, 
some  mergers  could  be  made.  For  example, 
due  to  an  inept  law  that  prevents  any  plan 
from  covering  more  than  eighteen  counties, 
there  are  several  plans  in  New  York  State. 
Two  plans  only  are  all  that  are  necessary, 
one  for  downstate  and  the  other  for  upstate. 
The  government  exercises  control  over  these 
plans  in  that  rate  schedules  and  adoption  or 
elimination  of  a plan  must  be  approved  by 
the  State  Insurance  Department.  This  often 
necessarily  retards  progress  of  these  plans. 

Blue  Shield  has  been  criticized  because  it 
is  controlled  by  the  doctors.  Without  such 
control  Blue  Shield  would  cease  to  exist. 
The  doctors  conceived  the  idea,  set  the 
service  benefit  levels,  and  agreed  to  its  fee 
schedules.  The  participating  physician 
agrees  to  accept  the  fees  paid  as  payment  in 
full  for  services  rendered  any  patient  whose 
income  is  within  the  service  benefit  level 
provided  in  his  contract.  The  doctor  would 
be  far  less  apt  to  participate  if  he  had  nothing 
to  say  about  the  regulations  to  which  he  is 
expected  to  agree.  In  fact,  the  most  un- 
satisfactory plans  are  those  which  the 
doctor  does  not  control.  Blue  Shield  is  not 
perfect,  but  it  has  the  best  potentiality  for 
general  acceptance. 

Panel  plans  have  not  found  general  favor. 
There  is  considerable  tmnover  in  their 
medical  personnel;  patients  are  apt  to  feel 
that  they  do  not  have  the  close  personal 
relationship  with  their  doctors  that  they  do 
with  individual  doctors  or  private  group 
practice  plans.  There  seems  little  doubt 
that  the  enrollment  in  these  plans  would  be 
considerably  smaller  if  industry  and  local 
governments  ceased  forcing  their  employes 
to  enter  them.  The  medical  profession  has 
been  damned  for  not  giving  whole-hearted 
support  to  these  plans.  Doctors  are  the 
only  ones  who  can  deliver  medical  care,  and 
they  are  quite  adamant  about  the  way  they 
think  it  should  be  delivered.  No  plan  can 
ever  be  wholly  successful  without  the 
cooperation  of  the  medical  profession. 

The  F.D.A.  (Food  and  Drug  Administra- 
tion) has  recently  come  in  for  a lot  of  kudos. 
Far  be  it  from  me  to  detract  from  the  good 
things  it  has  done,  but  it  has  recently  set  up 


some  complex  regulations.  The  F.D.A.  in  | 
its  early  days  collected  most  of  its  informa-  | 
tion  from  the  A.M.A.  Council  on  Pharmacy  ‘ 
and  Chemistry,  now  the  Council  on  Drugs. 
This  Coimcil  used  to  assess  all  products 
voluntarily  submitted,  and  if  approved,  an 
official  seal  of  approval  was  given.  For 
various  legal  reasons,  the  A.M.A.  stopped 
the  use  of  this  seal,  and  now  the  A.M.A. 
examines  products  only  for  the  information 
of  the  profession.  The  Federal  Trade  Com- 
mission used  the  material  obtained  from  the 
A.M.A.  on  quackery  and  worthless  products 
for  its  early  prosecutions. 

Attempts  are  now  under  way  for  the 
Federal  government  to  subsidize  medical 
care  for  the  aged  under  Social  Security. 
Today  the  country  has  about  18  million 
citizens  over  sixty-five  years  of  age.  The 
A.M.A.’s  Committee  on  Aging  found  no 
problems  for  people  over  sixty-five  that 
were  not  problems  of  all  other  age  groups, 
except  those  problems  imposed  by  retire- 
ment. Compulsory  retirement  is  a waste 
of  hmnan  resources  that  the  nation  can  ill 
afford.  Lack  of  work,  exercise,  and  re- 
sponsibility contribute  to  ill  health.  There 
are  no  diseases  due  solely  to  the  passage  of  a 
certain  number  of  years. 

Persons  over  sixty-five  comprise  9 per  cent 
of  the  population  and  have  8 per  cent  of  the 
total  income.  Their  liquid  assets  are  twice 
as  high  on  the  average  as  those  of  younger 
families;  11  per  cent  of  the  elderly  are 
hospitalized  each  year  as  compared  with 
slightly  more  than  10  per  cent  of  the  remain- 
ing population.  Ninety-six  per  cent  of  the 
elderly  owe  no  money  to  a doctor,  dentist,  or 
hospital.  Ninety  per  cent  of  the  people  past 
sixty -five  are  in  good  health,  and  60  per  cent 
have  health  insurance. 

Kerr-Mills  law 

The  Kerr-Mills  law  was  enacted  to  assist 
in  medical  care  for  the  needy  aged.  The 
bureaucrats  and  the  present  Department 
of  Health,  Education,  and  Welfare  have 
endeavored  to  discredit  this  law  and  dis- 
courage its  extension.  It  is  not  perfect  and 
needs  certain  eunendments.  Yet  93  per  cent 
of  the  18  million  people  over  sixty-five 
currently  live  in  states  which  are  using  some 
portion  of  this  law. 

To  criticize  this  law  because  it  requires  a 
means  test  is  childish.  Practically  all 
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Federal  acts  pertaining  to  health  or  Social 
Security  benefits  require  a means  test. 

The  Act  should  be  amended  to  provide 
that  the  financial  resources  of  the  persons 
over  sixty -five,  including  those  of  his  or  her 
spouse,  should  be  the  only  determining 
factor  as  to  financial  eligibility.  Other 
advisable  amendments  are  flexibility  of 
income  limitation,  provision  for  state  medi- 
cal advisory  committees,  and  provision  for 
free  choice  of  physician  and  hospital.  Why 
junk  the  law  before  it  has  had  a fair  chance 
to  prove  itself? 

King-Anderson  bill 

The  King-Anderson  bill  to  provide  medi- 
cal care  under  Social  Security  would  give 
certain  medical  beneflts  to  those  over 
sixty-five  whether  or  not  they  need  them.  It 
would  increase  Social  Security  taxes  on  all 
the  people,  including  the  young,  just  because 
certain  people  are  over  sixty-five  years  of 
age.  The  average  worker  would  soon  be 
paying  more  Social  Security  tax  than  income 
tax.  Millions  of  those  over  sixty -five  need  no 
assistance  to  provide  their  own  methods  of 
health  insurance  voluntarily  for  which  they 
are  well  able  and  willing  to  pay.  The  King- 
Anderson  bill  would  allow  its  beneficiaries 
three  choices  of  limited  hospital  care  for 
which  they  would  have  to  pay  additional 
fees.  No  doctor  bills  are  included  except 
for  the  services  of  the  resident  staff  or  the 
outpatient  department. 

The  empire-building  bureaucrats  in  Wash- 
ington, the  vote-seeking  politicians,  and 
the  heads  of  the  Department  of  Health, 
Education,  and  Welfare  are  aiming  at  a 
system  of  nationalized  medicine  for  the 
whole  country  as  quickly  as  possible.  They 
have  been  working  for  this  for  twenty-five 
years.  Remember,  no  Social  Security  bill 
has  ever  been  enacted  but  that  its  provisions 
were  not  broadened  in  future  years.  The 
first  step  after  King-Anderson  will  be  to 
broaden  its  provisions  to  cover  the  entire 
population,  and  the  next  step  will  be  to 
include  all  types  of  medical  care  for  all 
people,  making  both  patients  and  doctors 
public  servants  of  the  government. 

Higgins,  1 of  Calgary,  Alberta,  has  written 
in  substance  that  the  rights  of  the  individual 
lie  at  the  core  of  our  political,  legal,  moral, 
and  spiritual  heritage.  He  adds  further  that 
agreement  to  compulsory  medical  care  is  a 


relinquishment  of  freedom,  and  if  the  doctor 
agrees  to  such  relinquishment  by  threat, 
coercion,  or  legislation,  it  is  an  abrogation  of 
freedom  and  an  imposition  of  servitude. 
Finally,  he  states  that  the  basic  argument 
against  compulsory  state  medicine  is  that  it 
abrogates  the  rights  of  those  receiving  the 
care  and  those  providing  it. 

Britain’s  plan 

Nationalized  medicine  exists  in  other 
countries,  so  why  not  adopt  it  here  and 
allow  more  government  control  over  medi- 
cine? 

The  British  N.H.S.  (National  Health 
Service)  is  sometimes  cited  as  an  example 
of  how  to  bring  medical  care  to  the  most 
people.  It  is  difficult  to  compare  a system 
in  our  country  with  that  of  another  because 
of  different  types  of  population,  philosophy, 
economy,  and  background. 

The  National  Health  Act  provides  medical 
care,  including  hospitalization,  dentistry, 
drugs,  and  appliances,  to  all  the  people. 
There  is  no  doubt  that  more  people  are 
receiving  medical  care  under  the  N.H.S. 
than  before  and  many  of  them  better  care. 
Briefly,  the  general  practitioner,  if  in  solo 
practice,  may  have  up  to  2,500  patients  on 
his  roll.  If  he  has  one  or  more  associates, 
he  may  have  up  to  3,500  patients.  It  is  not 
unusual  for  a general  practitioner  to  see  as 
many  as  70  or  80  patients  in  a day,  and  long 
lines  may  be  awaiting  his  arrival  at  his 
surgery  (office).  Three  minutes  can  be 
allowed  for  old  patients  or  minor  complaints 
and  flve  minutes  for  new  patients  or  more 
serious  complaints.  This  allows  little  time 
for  diagnosis  or  treatment.  His  chief  func- 
tion is  signing  prescriptions  usually  prepared 
beforehand  by  his  nurse.  The  general 
practitioner  cannot  follow  his  patient  into 
the  hospital  because  the  consultant  (spe- 
cialist) takes  over  there.  Hospitals  are  over- 
crowded, and  except  for  emergencies  a 
patient  may  have  to  wait  weeks  or  months 
for  admission.  A private  patient  is  admitted 
promptly  and  chooses  his  own  doctor.  The 
general  practitioner  is  paid  a capitation  fee 
for  each  patient  on  his  roll,  and  a consultant 
receives  a salary. 

The  average  Britisher  thinks  he  is  paying 
for  the  health  service  out  of  his  own  pocket, 
but  Dr.  Daniel  Thompson,  Deputy  Minister 
of  Health,  states  that  the  weekly  $1.48  the 
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head  of  the  average  family  pays  is  only 
12.5  per  cent  of  the  total  cost,  the  rest 
coming  out  of  general  taxation.  In  addition, 
the  patient  pays  2 shillings  for  each  prescrip- 
tion, provided  it  is  on  the  permitted  list. 
The  Jewkes^  report,  which  gives  a very  fair 
assessment  of  the  advantages  and  disadvan- 
tages of  the  N.H.S.,  notes  that  the  quantity 
of  medical  services  for  each  person  is  larger 
and  is  tending  to  increase  more  rapidly  in 
the  United  States  than  in  Britain. 

While  the  Health  Ministry  denies  it, 
figures  seem  to  indicate  that  one  out  of  four 
British  medical  graduates  migrates  to  one  of 
the  commonwealth  countries  or  to  the 
United  States. 

In  Britain  there  is  a voluntary  agency 
which  is  comparable  to  our  Blue  Cross-Blue 
Shield.  Its  membership  has  increased  in 
the  last  ten  years  from  63,000  to  over  a 
million.  However,  polls  indicate  that  the 
majority  of  the  British  like  the  National 
Health  System.  Its  popularity  or  unpopu- 
larity is  British  business  and  not  ours. 
The  one  question  for  Americans  is  whether 
or  not  the  average  American  would  like 
this  system  for  himself,  and  I believe  the 
answer  is  an  emphatic  “no.” 

Other  nations’  plans 

The  press  has  issued  statements  about 
“strikes”  of  doctors  in  Austria  where  85  per 
cent  of  the  people  are  covered  by  legal 
health  insurance.  There  never  was  a strike. 
Medical  service  was  available  to  all  while 
the  doctors  protested  health  insurance  and 
new  government  proposals  which  the  doctors 
could  not  accept.  The  matter  was  settled 
by  civil  law  contracts  without  government 
influence.  The  doctors  are  so  overburdened 
with  administrative  paper  work  and  calls 
for  trifling  illnesses  that  they  do  not  have 
the  necessary  time  for  seriously  ill  patients, 
with  the  result  that  more  and  more  patients 
are  being  hospitalized. 

In  March  and  April,  1963,  medical  condi- 
tions under  government  control  in  Italy  were 
so  intolerable  that  the  doctors  refused  to 
participate  in  the  program  and  took  the 
matter  to  the  people.  All  their  demands 
were  met,  and  a medical  leader  was  elected 
as  a deputy  in  Parliament.  This  is  an 
instance  of  the  importance  of  doctors  be- 
coming community-minded  and  entering 
into  politics  to  protect  the  welfare  of 


medicine  and  their  profession.  The  German 
Medical  Association  has  found  the  same 
moves  are  essential.  Doctors  are  being 
forced  to  consider  the  importance  of  votes 
and  fighting  fire  with  fire.  Until  govern- 
ment entered  increasingly  into  the  field  of 
medical  care  this  was  unnecessary. 

It  must  be  stressed  that  no  medical  care 
system  can  succeed  unless  it  has  the  coopera- 
tion and  support  of  the  medical  profession. 
Doctors  must  deliver  medical  care,  and 
conceivably  they  know  more  about  good 
medical  care  and  the  best  methods  of 
delivering  it  than  the  vote-seeking  politi- 
cians and  empire-building  bureaucrats.  i 

We  are  told  that  the  compulsory  system 
was  adopted  in  Europe  because  the  volim- 
tary  system  failed.  With  the  exception  of 
Sweden,  no  voluntary  system  ever  existed  in 
Europe.  The  early  guilds  bore  no  relation 
whatever  to  the  voluntary  system  as  we  t* 
know  it  in  this  country.  In  1954  a com-  i 
pulsory  system  replaced  the  age-old  volim-  i 

tary  system  in  Sweden.  It  is  too  soon  to  ^ 

assess  all  the  effects  of  the  change,  but 
already  costs  are  rising  enormously,  taxes 
are  very  high,  and  the  polyclinics  and  rural 
health  offices  are  swamped  with  patients 
with  trivial  complaints,  leaving  the  doctors  ' 
less  time  for  those  actually  needing  their  ( 
services.  >. 

Vital  statistics  are  being  distorted  to  give 
erroneous  impressions.  For  example,  we 
are  told  that  prenatal  deaths  are  higher  in 
the  United  States  than  in  a certain  Scandi- 
navian country.  Such  assumptions  are 
possible  because  the  United  States  statistics 
include  all  prenatal  deaths  occurring  after 
the  third  month  of  pregnancy,  while  in 
Scandinavia  these  deaths  are  included  with 
the  mortality  statistics  of  “complications  of 
pregnancy,  deliveries,  childbirth,  and  puer- 
perium.” 

Norway  has  had  a compulsory  system  for 
years,  but  in  some  miraculous  way  it  has 
been  able  to  keep  politics  out  of  it,  and  the 
whole  system  is  largely  under  the  control  of 
the  medical  profession. 

Comment 

Our  general  mortality  rate  is  higher  than 
in  several  other  countries,  but  we  have  the 
highest  mortality  from  accidents — chiefly 
automobile  accidents.  It  is  never  noted 
that  we  also  have  more  than  twice  as  many 
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automobiles  in  proportion  to  population  as 
any  other  country.  Private  or  govern- 
mental medical  care  is  not  a factor  here 
except  that  government  does  control  auto- 
mobile operator  licensure,  and  it  does  a 
pretty  rotten  job  of  that. 

We  have  high  occurrence  of  diabetes  and 
cardiovascular  disease  due  to  our  more 
liberal  diet,  our  way  of  life,  and  our  higher 
economy.  Government-controlled  medical 
care  is  not  going  to  remedy  this  except  by 
ruining  the  economy  of  the  coimtry  and 
complete  abrogation  of  individual  freedom. 

Claims  are  made  that  life  expectancy  is 
greater  in  Sweden  and  Britain  than  in  the 
United  States.  This  means  nothing  be- 
cause you  are  comparing  small,  stable,  homo- 
geneous populations  with  our  vast,  mixed 
population  from  every  corner  of  the  globe, 
including  all  nationalities  and  races.  Never- 
theless, it  is  true  that  a person  of  Swedish 
descent  in  Minnesota  lives  longer  than  the 
Swede  in  Sweden,  and  the  Mexican  lives 
longer  in  New  Mexico  than  in  Mexico. 
Also,  the  life  expectancy  for  all  nationality 
groups  has  risen  more  rapidly  in  the  United 
States  than  in  Sweden. 

Our  physical  draft  statistics  are  disgrace- 
ful. Unless  we  accept  government  control 
over  every  action  of  our  daily  lives  it  is 
difficult  to  see  how  government  medicine 
can  remedy  this  situation.  If  parents  would 
stop  mollycoddling  their  children  and  make 
them  walk  the  few  blocks  to  and  from  school 


Record  of  drugs  urged 


An  editorial  in  the  July  20  Journal  of  the 
American  Medical  Association  urges  physicians 
to  begin  keeping  records  of  all  medications 
taken  by  expectant  mothers,  including  non- 
prescription drugs,  to  help  determine  any  in- 
fluence on  subsequent  birth  defects. 

Although  acknowledging  that  such  record 
keeping  is  a big  job  for  doctors,  the  editorial 


instead  of  chauffeuring  them,  and  would 
plan  their  diets  and  supervise  their  activ- 
ities, the  condition  would  be  improved. 
It  can  hardly  be  said  that  either  private  or 
government  medical  care  is  a factor  in 
parental  delinquency. 

Conclusion 

Finally,  we  should  make  use  of  all  our 
resources,  private  and  government,  in  a 
sane,  reasonable,  and  forceful  manner.  To 
allow  government  to  take  over  all  of  our 
medical  care  would  be  a tragedy  and  a 
permanent  loss  of  individual  freedom.  If 
medicine  becomes  nationahzed,  other  pro- 
fessions will  follow,  then  business  and  labor, 
until  we  have  a completely  sociahzed  welfare 
state.  Government  can  and  should  partici- 
pate in  medicine,  but  it  must  continue  in  its 
proper  role  of  cooperation  and  participation 
and  not  domination. 

The  medical  profession  of  the  nation  must 
play  the  dominant  role — the  role  for  which  it 
is  scientifically  educated  and  for  which  it 
bears  full  responsibility  to  the  public  it 
serves. 
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adds  that  at  present  there  is  no  easier  way  to 
ascertain  the  possible  influences  of  drugs  on 
congenital  deformities. 

After-the-fact  reports  of  congenital  abnor- 
mahties  in  infants  whose  mothers  had  taken 
drugs  during  pregnancy  “supply  numerators 
without  denominators  in  that  they  do  not  record 
the  number  of  cases  in  which  use  of  drugs  is  not 
attended  by  abnormalities;  neither  do  they 
take  into  account  the  ‘natural’  incidence  of 
malformations.  Furthermore,  they  are  other- 
wise dependent  upon  one  of  the  most  fallible 
of  mental  functions — memory.” 
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BILLSBORD 


Wondering  Vignettes 


I wonder  what  Pinckney,  or  whoever  really 
coined  the  expression,  “Millions  for  defense  but 
not  one  cent  for  tribute,”  thinks  of  our  recent 
deal  with  “Doctor”  Castro. 

♦ * * 

One  wonders  if  people  will  always  remain  so 
gullible  and  continue  to  believe  the  political 
spellbinder  and  the  alluring  prospect  of  a Never- 
Never  Land  of  Bountiful  Plenty,  lying  just 
beyond  the  next  election. 

4:  * * 

With  the  open  door  policy  in  mental  institu- 
tions and  the  consequent  loss  of  identifying 
keys,  one  wonders  how  you  now  differentiate 
staff  and  patient. 

* * ♦ 

I wonder  what  Jefferson  would  think  of  his 
Party  not  only  embracing  the  “strong  central 
government”  concept  of  Hamilton  but  also  of 
sponsoring  legislation  embodying  universal 
compulsion:  compulsion,  the  indispensable  tool 
of  the  dictator  and  never  justified  in  a free 
society,  however  desirable  the  objective. 

* * * 

I know  that  the  identity  of  the  villain  deposit- 
ing the  overalls  in  Mrs.  Murphy’s  chowder  has 
remained  an  unsolved  mystery  for  over  fifty 
years,  but  what  I wonder  is  this:  Was  the 

chowder  Manhattan  or  New  England? 

* 

I wonder  what  former  Chief  Justice  Marshall’s 
opinion  might  be  of  a Supreme  Court  which 
decides  there  shall  be  no  discrimination  allowed 
in  our  schools  except  against  God. 

* * * 

I wonder  why  social  welfare  departments  and 
other  agencies  concerned  with  adoption  are  so 
meticulous  and  demanding  concerning  factors 
such  as  environment,  personality,  economic 
stability,  and  motivation  before  approval  is 
granted,  a procedure  taking  many  months,  yet 
are  so  complaisant,  in  fact  sometimes  careless, 
as  to  the  type  of  foster  home  and  the  character 
of  foster  parent  entrusted  with  care  of  the  child 
until  such  adoption  is  arranged  and  processed. 

* * * 

I wonder  what  Andrew  Jackson  would  think 
of  his  Party  of  the  People,  in  full  evening  regalia, 
at  a thousand-dollar-a-plate  dinner. 

* ♦ ♦ 

Thinking  of  the  housewife  of  one  hundred 
years  ago,  without  electricity,  vacuum  cleaner. 


automatic  cooking  devices,  washing  machines 
and  driers,  dishwashers,  disposals,  refrigerators, 
and  running  water;  not  only  with  no  TV  but 
also  with  no  TV  dinners;  with  children  but  no 
Dr.  Spock:  one  can’t  help  but  wonder  what  she 
would  think  of  the  modem  homemaker’s 
insistence  on  the  need  for  assistance  from  her 
husband  with  housework,  care  of  infants,  and 
associated  chores. 

* * * 

I wonder  what  Sam  Adams  and  his  fellow 
Indians  of  Boston  Tea  Party  fame  would  think 
of  our  present  tax  situation  and  whether  the 
effort  now  seems  worth  the  paint  they  used  on 
their  faces. 

* * * 

I wonder  if  we  woke  up  tomorrow  and  found 
the  word  “virus”  lost  from  our  language,  just 
how  the  H — we  could  practice  medicine. 

* * * 

If  the  special  section  of  Hades  reserved  for 

dictators  under  5 feet,  10  inches,  in  height  had 
a printing  press,  would  Napoleon  and  Hitler,  I 
wonder,  collaborate  in  authoring  a travel 

gazette  perhaps  tentatively  titled  The  Road  To 
Moscow  or  maybe  subtitled  Snow  is  for  Skis,  not 
for  Old  Guards  or  Panzers. 

ifi  if.  4(1 

I wonder  what  such  stalwart  liberals  of  the 
early  Twentieth  Century  as  Borah,  Hiram 
Johnson,  or  the  elder  LaFollette  would  say 
about  today’s  self-proclaimed  liberals  and  their 
abandonment  of  age-old  concepts  of  liberalism: 
their  support  of  a strong  central  government  and 
the  negation  of  rights  of  the  individual  under 
the  guise  of  social  justice;  their  attempts  to 
destroy  the  rights  of  one  minority  so  they  may 
provide  rights  to  another  minority  group. 

* * ♦ 

Imposition  of  the  Stamp  Tax  infuriated 
John  Adams,  convinced  him  reconciliation  was 
impossible,  drove  him  completely  within  the 
Party  of  Independence,  and  made  him  sure 
George  HI  was  a despotic  tyrant;  but  one 
wonders  what  he  would  think  of  the  power  given 
to  government  bureaus  today  to  assess  fines  for 
regulatory  evasions  resulting  in  such  penalties 
as  one  of  thousands  of  dollars  levied  because  of 
the  size  of  a container  used  for  dairy  products, 
or,  by  our  own  State,  repeated  assessments  of 
a $500  penalty  because  an  income  tax  return  was 
not  filed,  although  no  tax  was  due,  or  because 
payment  of  a tax  of  imder  $5.00  was  evaded 
some  four  years  ago.  Talk  of  usury  or  tyranny 
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— I suspect  it  would  make  Adams  think  George 
a philanthropist. 

* * 4: 

I wonder  how  those  physicians  who  lose  no 
opportunity  to  refer  to  the  A.M.A.  publicly  as 
the  “Doctors’  Union”  (this  opinion  always 
delivered  in  a superior  patronizing  manner) 
would  react  if  the  A.M.A.  was  in  truth  a labor 
union  and  guided  by  the  ethics  or  lack  of  ethics 
of  such  organizations:  Consequently,  their 

opposition  would  subject  them  to  a familiar 
experience  of  picket  lines  around  their  offices, 
schools,  or  hospitals;  a strictly  enforced  boycott; 
epithets  and  invectives  against  them  and  their 
families;  and  the  threat  of  violence  and  near 
violence  when  milder  forms  of  compulsion  did 
not  result  in  compliance — plus  the  need  to 
accept  the  decision  of  the  majority  by  govern- 


Exercise: yes  or  no? 


One  answer  to  questions  about  relatively 
young  men  who  die  from  a heart  attack  while 
playing  golf  or  tennis  is  that  this  sudden  death 
isn’t  actually  sudden.  Theodore  L.  Klumpp, 
M.D.,  who  has  devoted  years  of  study  to  the 
physical  and  mental  benefits  of  exercise,  points 
out  that  wrong  diet  and  the  sedentary  life  are 
the  two  most  important  causes  for  this  kind 
of  heart  trouble.  A sensible  program  of  regular 


ment  ukase  after  a supervised  election  to  decide 
what  organization  would  represent  them. 

sis  % * 

Most  of  all,  I wonder  what  a President,  who 
authored  that  unforgettable  phrase  highlighting 
the  enlightened,  unselfish,  and  idealistic  princi- 
ple to  guide  a citizenry  of  a free  nation,  that 
persons  must  think  in  terms  of  what  they  can 
do  for  their  government  and  never  in  terms  of 
what  their  government  can  do  for  them,  actually 
must  think  of  a Senator  of  these  United  States 
elected  on  the  premise  and  promise  of  “I  can  do 
more  for  you,”  and  of  an  electorate  so  imbued 
with  self-interest  as  to  elect  an  untried,  in- 
experienced youth  to  this  office  on  such  a 
premise. 

WRC 


exercise  along  with  other  good  health  habits 
especially  weight  control,  are  best  means  to 
physical  and  emotional  health — present  and 
future.  A medically  approved  diet  and  in- 
crease in  regular  exercise — maybe  it’s  walking 
or  taking  other  forms  of  exercise  that  won’t 
increase  hunger — make  the  best  pounds-ofiF 
program.  The  main  thing  is  to  find  some  phys- 
ical activity  that  is  fun  to  do.  One  may  be 
clumsy  at  first.  But  no  one  ever  starts  as  an 
expert.  What  counts  is  the  fun,  the  friendship, 
the  movement  in  competitive  sports. — John  L. 
Lentz,  Today's  Health,  March,  1963. 
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Necrology 


Dorothy  Hansine  Andersen,  M.D.,  of  New 
York  City,  died  on  March  3 at  the  age  of  sixty- 
two.  Dr.  Andersen  was  graduated  from  the 
Johns  Hopkins  University  School  of  Medicine 
in  1926.  She  was  an  attending  pathologist  at 
Presbyterian  Hospital  and  a consultant  in 
pediatric  pathology  at  New  York  Infirmary. 
A Diplomate  of  the  American  Board  of  Pathol- 
ogy, Dr.  Andersen  was  a member  of  the  Ameri- 
can Association  of  Pathologists  and  Baceteriol- 
ogists,  the  American  Society  for  Experimental 
Pathology,  the  American  Pediatric  Society, 
the  American  Association  of  Anatomists,  the 
Society  for  Pediatric  Research,  the  New  York 
Academy  of  Medicine,  the  New  York  Pathologi- 
cal Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  Francis  Bartone,  M.D.,  of  New  York 
City,  died  on  April  22  at  the  age  of  fifty-two. 
Dr.  Bartone  received  his  medical  degree  from 
the  University  of  Rome  in  1935.  He  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Henry  Norbert  Bear,  M.D.,  of  Valley  Stream, 
died  on  February  11  at  the  age  of  sixty-five. 
Dr.  Bear  received  his  medical  degree  from  the 
University  of  Frankfurt  in  1922.  He  was  a 
staff  member  in  general  practice  at  the  South 
Nassau  Communities  Hospital,  Oceanside.  Dr. 
Bear  was  a member  of  the  American  Academy 
of  General  Practice,  the  Nassau  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Gustav  Bucky,  M.D.,  of  New  York  City, 
died  on  February  19  at  the  age  of  eighty-two. 
Dr.  Bucky  received  his  medical  degree  from  the 
University  of  Leipzig  in  1906.  He  was  a con- 
sultant in  roentgenology  at  the  Bronx  Municipal 
Hospital  Center.  Dr.  Bucky  was  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Charles  C.  Chesebro,  M.D.,  of  Utica,  died 
on  January  26  at  the  age  of  sixty-nine.  Dr. 
Chesebro  was  graduated  from  the  Hahnemann 
Medical  College  of  Philadelphia  in  1920.  He 
was  a member  of  the  Homeopathic  Medical 
Society  of  the  State  of  New  York. 


Henry  Harris  Drewry,  M.D.,  of  New  York 
City,  died  on  June  12  at  the  age  of  sixty-three. 

Dr.  Drewry  received  his  medical  degree  from 
Emory  University  School  of  Medicine  in  1928 
and  a doctor  of  science  degree  from  Columbia 
University  College  of  Physicians  and  Surgeons 
in  1935.  A Diplomate  of  the  American  Board 
of  Psychiatry  and  Neurology  (Psychiatry),  he  y 
was  a member  of  the  American  Orthopsychi-  & 
atric  Association,  the  American  Association  on  1 
Mental  Deficiency,  the  New  York  Society  for  j 
Clinical  Psychiatry,  the  New  York  County  ■ 
Medical  Society,  the  Medical  Society  of  the  I 
State  of  New  York,  and  the  American  Medical  V 
Association.  m 

Louis  E.  Ferriere,  M.D.,  of  New  York  City, 
died  on  August  15  at  Geneva,  Switzerland,  at  the 
age  of  seventy-five.  Dr.  Ferriere  received  his  , 
medical  degree  from  the  University  of  Geneva  in 
1913.  He  was  a member  of  the  New  York  , 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Walter  Finke,  M.D.,  of  Rochester,  died  on 
March  3 at  the  age  of  fifty-nine.  Dr.  Finke  ; 
received  his  medical  degree  from  the  University 
of  Berlin  in  1929  and  came  to  the  United  States  , 
in  1939.  He  was  assistant  attending  physician 
at  the  Genesee  Hospital  and  a consultant  in 
pulmonary  diseases  for  the  State  Department 
of  Social  Welfare.  A Fellow  of  the  American 
College  of  Chest  Physicians,  Dr.  Finke  was  a 
member  of  the  American  Trudeau  Society,  the 
Rochester  Academy  of  Medicine,  the  Monroe  f 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi-  ' 
cal  Association. 

Jack  Steven  Fisher,  M.D.,  of  New  York  City 
and  Sharon  Springs,  died  on  October  5,  1962, 
at  the  age  of  sixty-nine.  Dr.  Fisher  received 
his  medical  degree  from  the  University  of  Vienna 
in  1921.  He  was  a member  of  the  New  York 
County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

John  Cooper  Graham,  M.D.,  of  Brooklyn 
and  Westhampton  Beach,  died  on  August  19 
at  the  Methodist  Hospital  of  Brooklyn  at  the 
age  of  seventy-six.  Dr.  Graham  was  graduated 
from  Cornell  University  Medical  College  in 
1909  and  interned  at  Methodist  Hospital  of 
Brooklyn.  During  World  War  I he  served  with 
the  medical  branch  of  the  U.S.  Navy.  Dr.  j 
Graham  was  a consultant  in  dermatology  at  I 
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the  Brooklyn,  Methodist,  Wyckoff  Heights, 
and  Prospect  Heights  Hospitals,  all  in  Brook- 
lyn, and  at  the  Central  Suffolk  Hospital, 
Riverhead,  and  the  Southampton  Hospital. 
A Diplomate  of  the  American  Board  of  Derma- 
tology, he  was  a member  of  the  American 
Academy  of  Dermatology,  the  Society  for 
Investigative  Dermatology,  the  New  York 
Academy  of  Medicine,  the  Brooklyn  Derma- 
tological Society,  the  New  York  Dermatological 
Society,  the  Kings  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  Joseph  HauflP,  M,D.,  of  Brooklyn, 
died  on  Jiily  17  at  Newton  (New  Jersey)  Me- 
morial Hospital  at  the  age  of  seventy-five.  Dr. 
Hauff  was  graduated  from  Fordham  University 
School  of  Medicine  in  1914  and  served  during 
World  War  I with  the  U.S.  Army  Medical 
Corps.  He  was  a consulting  physician  in 
physical  medicine  at  St.  Catherine’s,  Kings 
County,  and  St.  Charles  Hospitals,  all  in  Brook- 
lyn. A Diplomate  of  the  American  Board  of 
Physical  Medicine  and  Rehabilitation,  Dr. 
Hauff  was  a member  of  the  American  Academy 
of  Physical  Medicine  and  Rehabilitation,  the 
Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Hubert,  M.D.,  of  New  York  City, 
died  on  April  28  at  the  age  of  seventy-five. 
Dr.  Hubert  was  graduated  from  the  Long 
Island  College  Hospital  School  of  Medicine  in 
1913.  He  was  a consulting  otolaryngologist  at 
Manhattan  Eye,  Ear,  and  Throat  Hospital. 
A Diplomate  of  the  American  Board  of 
Otolaryngology,  Dr.  Hubert  was  a member  of 
the  American  Laryngological,  Rhinological  and 
Otological  Society,  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Ernest  Furst  Lampell,  M.D.,  of  Brooklyn 
and  New  York  City,  died  on  March  3 at  the  age 
of  fifty-three.  Dr.  Lampell  received  his  medical 
degree  from  the  University  of  Prague  in  1933. 
He  was  an  assistant  attending  obstetrician 
and  gynecologist  at  Coney  Island  Hospital. 
Dr.  Lampell  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Ranald  Edwards  Mussey,  M.D.,  of  Troy, 
died  on  July  29  at  his  home  at  the  age  of  fifty- 
nine.  Dr.  Mussey  was  graduated  from  Albany 
Medical  College  in  1928.  He  was  an  associate 
attending  physician  at  Samaritan  Hospital. 
A Fellow  of  the  American  College  of  Physicians, 
Dr.  Mussey  was  a member  of  the  Rensselaer 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 


Louis  S.  Nelson,  M.D.,  of  Brooklyn,  died  on 
February  20  at  the  age  of  sixty-two.  Dr.  Nel- 
son was  graduated  from  New  York  University 
and  Bellevue  Hospital  Medical  School  in  1927 
and  interned  at  the  Hospital  for  Joint  Diseases 
and  the  Hospital  for  Special  Surgery.  He  was  a 
consultant  in  orthopedic  surgery  at  Jewish 
Hospital  of  Brooklyn  and  Jewish  Chronic 
Disease  Hospital.  A Diplomate  of  the  Ameri- 
can Board  of  Orthopedic  Surgery,  Dr.  Nelson 
was  a member  of  the  American  Academy  of 
Orthopaedic  Surgeons,  the  Kings  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Tom  A.  Northcott,  M.D.,  of  New  York  City, 
died  on  August  24  at  Centerport,  Long  Island, 
at  the  age  of  ninety-one.  Dr.  Northcott  was 
graduated  from  the  University  of  Toronto 
Faculty  of  Medicine  in  1898  and  had  been 
retired  for  many  years.  He  was  a consultant  in 
ophthalmology  at  New  York  Polyclinic  Hospital. 
A Diplomate  of  the  American  Board  of  Oph- 
thalmology, he  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Maurice  Joseph  O’Connor,  M.D.,  of  Ossi- 
ning, died  on  August  21  at  his  home  at  the  age  of 
fifty-three.  Dr.  O’Connor  was  graduated 
from  the  Queen’s  University  Faculty  of  Medi- 
cine, Kingston,  Ontario,  in  1934  and  served 
during  World  War  II  with  the  Royal  Canadian 
Army  Medical  Corps.  He  was  a member  of 
the  Westchester  Academy  of  Medicine,  the 
Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Frederick  W.  Smith,  M.D.,  of  Syracuse,  died 
on  February  6 at  the  age  of  eighty-two.  Dr. 
Smith  was  graduated  from  the  Syracuse  Uni- 
versity College  of  Medicine  in  1908  and  in- 
terned at  the  Newark  (New  Jersey)  City  Hospi- 
tal. He  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  Syracuse  Academy 
of  Medicine,  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

George  Thomas  Strodl,  M.D.,  of  New  York 
City,  died  on  July  7 at  Lenox  HiU  Hospital 
at  the  age  of  eighty-three.  Dr.  Strodl  was  grad- 
uated from  the  Columbia  University  College  of 
Physicians  and  Surgeons  in  1903  and  interned  at 
Lenox  Hill  Hospital.  He  was  a consulting 
physician  at  the  Lenox  Hill  Hospital  Outpatient 
Department.  A Fellow  of  the  American  College 
of  Physicians,  Dr.  Strodl  was  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 


October  1,  1963  / New  York  State  Journal  of  Medicine  2869 


Charles  Clark  Sweet,  M.D,,  of  Ossining,  died 
on  August  10  at  New  York  Hospital  at  the  age  of 
eighty-two.  Dr.  Sweet  was  graduated  from 
Albany  Medical  College  in  1905  and  had  prac- 
ticed in  Ossining  for  more  than  fifty-six  years. 
He  was  former  chief  of  staff  and  attending  sur- 
geon at  Ossining  Hospital,  which  became  part 
of  the  Phelps  Memorial  Hospital,  North  Tarry- 
town,  and  was  a consulting  surgeon  at  Peekskill 
Hospital,  Northern  Westchester  Hospital  in 
Mount  Kisco,  and  St.  Agnes  Hospital  in  White 
Plains.  For  twenty-four  years,  from  1926  to 
1950,  Dr.  Sweet  had  been  chief  physician  and 
surgeon  at  Sing  Sing  Prison;  under  his  leader- 
ship the  Sing  Sing  Prison  Hospital  became  the 
first  American  penal  institution  hospital  to 
receive  accreditation.  He  directed  many  medi- 
cal experiments  and  studies  on  prison  inmates 
and  attended  311  executions  at  the  prison. 
A Fellow  of  the  American  College  of  Surgeons 
and  a Fellow  of  the  International  College  of  Sur- 
geons, Dr.  Sweet  was  a member  of  the  New 
York  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Kenneth  Taylor,  M.D.,  of  Weston,  Connecti- 
cut, formerly  of  New  York  City,  died  on  March 
1 at  the  Carolton  Hospital,  Fairfield,  Connecti- 
cut, at  the  age  of  seventy-nine.  Dr.  Taylor 
was  graduated  from  the  University  of  Minne- 
sota Medical  School  in  1914.  He  was  a consult- 
ing physician  at  Lincoln  Hospital.  Dr.  Taylor 
was  a Fellow  of  the  American  College  of  Physi- 
cians and  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical 


Early  cancer  detection 


Cancer  detection  examinations  “pay  off,” 
according  to  Patterns  of  Disease,  a Parke,  Davis 
& Company  publication  for  the  medical  profes- 
sion. “It  has  been  suggested  that  armual  cer- 


Society, the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Frederick  Henry  Wilke,  M.D.,  of  New  York 
City,  died  on  February  16  at  the  age  of  seventy- 
four.  Dr.  Wilke  was  graduated  from  the  Uni- 
versity of  Virginia  Department  of  Medicine  in 
1926  and  interned  at  St.  Luke’s  and  Babies 
Hospitals  in  New  York  City.  He  was  a con- 
sulting pediatrician  at  St.  Luke’s  Hospital, 
Lawrence  Hospital  in  Bronxville,  and  Mount 
Vernon  Hospital.  Dr.  Wilke  was  a member  of 
the  American  Academy  of  Pediatrics,  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Zimmerman,  M.D.,  of  Brooklyn, 
died  on  July  3 at  his  home  at  the  age  of  fifty- 
two.  Dr.  Zimmerman  was  graduated  from  the 
Syracuse  University  College  of  Medicine  in 
1936  and  served  during  World  War  II  with  the 
U.S.  Army  Medical  Corps  overseas.  He  was 
an  associate  attending  psychoanalyst  at  the 
Karen  Homey  Clinic.  A Diplomats  of  the 
American  Board  of  Psychiatry  and  Neurology, 
Dr.  Zimmerman  was  a Fellow  of  the  American 
Psychiatric  Association  and  a member  of  the 
Academy  of  Psychoanalysis,  the  Association 
for  the  Advancement  of  Psychoanalysis,  the 
Association  for  Research  in  Nervous  and  Men- 
tal Disease,  the  Brooklyn  Psychiatric  Society, 
the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


vical  cell  examinations  might  enable  the  phy- 
sician to  practically  eliminate  cervical  cancer  as  a 
cause  of  death  of  females,”  Patterns  reports. 
Survival  rates  of  patients  in  whom  cancer  was 
found  by  cancer  detection  examinations  before 
symptoms  appeared  were  one  and  one-half 
to  two  times  higher  than  the  standard  five-year 
survival  rates. 
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Abstracts 


Barach,  A.  L.:  Hyperbaric  oxygen  and  cur- 
rent medical  uses  of  oxygen,  New  York  State 
J.  Med.  63:  2775  (Oct.  1)  1963. 

The  administration  of  100  per  cent  oxygen 
under  two  to  three  times  the  normal  atmos- 
pheric pressure  has  proved  lifesaving  in  cases  of 
carbon  monoxide  poisoning.  Animal  and 
clinical  studies  have  indicated  its  great  poten- 
tial in  acute  coronary  thrombosis,  hemorrhagic 
shock,  cerebral  thrombosis,  occlusion  or  sever- 
ing of  the  arteries  of  the  extremities,  gas  gan- 
grene, tetanus,  and  as  supportive  therapy  during 
cardiac  simgery.  Immediate  oxygen  administra- 
tion is  essential;  portable  oxygen  cyhnders  are 
now  available  for  the  physician’s  car  or  office, 
and  some  patients  with  coronary  disease  or 
pulmonary  emphysema,  following  medical  in- 
struction, have  equipped  themselves  with 
oxygen  for  home  use. 

Mullin,  W.  G.,  and  Di  Pillo,  F.:  Influence  of 
stanozolol  on  hemoglobin  levels,  New  York 
State  J.  Med.  63:  2795  (Oct.  1)  1963. 

Twenty-six  cases  of  terminal  metastatic  malig- 
nant disease  were  treated  with  stanozolol,  a potent 
new  anabolic  derivative  of  testosterone.  Thir- 
teen failed  to  respond,  and  13  developed  sig- 
nificant rises  in  hemoglobin  concentrations,  ac- 
companied in  all  cases  by  increases  in  body 


Disorders  in  children 


A study  of  first  grade  children  given  health 
examinations  revealed  that  21  per  cent  had 
“one  or  more  adverse  conditions,  excluding 
those  of  the  teeth,  impaired  vision  or  hearing, 
acute  infections,  and  minor  skin  diseases,” 
according  to  Patterns  of  Disease,  a Parke,  Davis 
& Company  publication  for  the  medical  profes- 


weight. Six  cases  of  refractory  anemia  in  young 
underweight  females  also  were  responsive  to 
stanozolol.  Stanozolol  was  shown  to  retain  the 
erythropoietic  effect  of  testosterone  in  doses 
practically  devoid  of  androgenic  effects. 

Attarian,  E.:  Myxedema  and  hypertension. 

New  York  State  J.  Med.  63:  2801  (Oct.  1) 
1963. 

A study  was  made  of  92  cases  of  myxedema. 
The  majority  of  patients  were  normotensive, 
but  a significant  number  (26  per  cent)  were 
hypertensive.  Of  the  24  myxedema  patients 
with  hypertension,  18  remained  hypertensive  in 
spite  of  adequate  thyroid  replacement  therapy. 

Feinblatt,  T.  M.,  and  Ferguson,  E.  A.,  Jr.: 
Aspirin-caseinate  in  patients  with  gastric  sen- 
sitivity to  plain  aspirin.  New  York  State  J. 
Med.  63:  2805  (Oct.  1)  1963. 

In  a single-blind  study  of  61  patients  with 
gastric  sensitivity  to  aspirin,  aspirin- caseinate 
was  shown  to  have  as  good  an  analgesic  ef- 
fect as  plain  aspirin  and  to  reduce  or  eliminate 
gastric  irritation  in  most  cases.  The  com- 
bination forms  a colloid  suspension  of  acetyl- 
salicylic  acid  which  is  absorbed  and  digested 
slowly  enough  to  prevent  gastric  irritation. 


sion.  Conditions  most  frequently  found  were 
emotional  distmbances  (6.2  per  cent),  allergies 
(5.7  per  cent),  nutritional  deficiencies  (3.2  per 
cent),  orthopedic  problems  (3.2  per  cent), 
ear,  nose  and  throat  conditions  (1.9  per  cent), 
and  genitourinary  problems  (1.4  per  cent). 
One  year  prior  to  this  study,  90  per  cent  of 
these  chilffien  had  been  given  a preschool 
examination  by  the  family  physician.  “Even 
‘well’  children  may  have  health  problems,” 
Patterns  concludes. 
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Abstracts  m Interl'mgua 


Barach,  A.  L.:  Oxygeno  hyperbaric  e le  cur- 
rente  USDS  medical  de  oxygeno  (anglese).  New 
York  State  J.  Med.  63:  2775  (1  de  octobre) 
1963. 

Le  administration  de  oxygeno  de  100  pro 
cento  sub  pressiones  de  inter  duo  e tres  vices  le 
pression  atmospheric  normal  se  ha  provate  \m 
agente  salva-vita  in  casos  de  invenenamento  per 
monoxydo  de  carbon.  Studios  animal  e clinic 
ha  monstrate  su  grande  potential  in  acute 
thrombosis  coronari,  choc  hemorrhagic,  throm- 
bosis cerebral,  occlusion  o dissection  del  arterias 
del  extremitates,  gangrena  a gas,  tetanus,  e 
(como  therapia  supportative)  chirurgia  cardiac. 
Le  immediate  administration  de  oxygeno  es  es- 
sential. Portabile  cyUndros  a oxygeno  es 
nunc  disponibile  pro  le  sala  de  consultation  o 
mesmo  le  automobile  del  medico,  e certe  pa- 
tientes  con  morbo  coronari  o emphysema  pul- 
monari  se  ha  equipate  con  oxygeno  pro  uso 
domestic  a base  de  instructiones  medical. 

Mullin,  W.  G.,  e Di  Pillo,  F.:  Le  influentia  de 
stanozolol  super  le  nivellos  de  hemoglobina 
{anglese).  New  York  State  J.  Med.  63:  2795 
(1  de  octobre)  1963. 

Vinti-sex  casos  de  terminal  metastatic  morbo 
maligne  esseva  tractate  con  stanozolol,  im 
nove  potente  derivato  anabolic  de  testosterona. 
Dece-tres  non  respondeva,  e 13  manifestava 
significative  augmentos  del  concentration  de 
hemoglobina,  accompaniate  in  omne  casos  per 
un  augmento  del  peso  corporee.  Sex  casos  de 


anemia  refractori  in  juvene  feminas  de  peso 
infranormal  etiam  respondeva  a stanozolol. 
Esseva  demonstrate  que  stanozolol  retene  le 
effecto  erythropoietic  de  testosterona  in  doses 
que  es  practicamente  sin  effecto  androgene. 

Attarian,  E.:  Myxedema  e hypertension 

{anglese).  New  York  State  J.  Med.  63: 
2801  (1  de  octobre)  1963. 

Esseva  interprendite  un  studio  de  92  casos  de 
myxedema.  Le  majoritate  del  patientes  es- 
seva normotensive,  sed  un  numero  significative 
(26  pro  cento)  esseva  hypertensive.  Ex  le  24 
patientes  de  myxedema  con  hypertension,  18 
remaneva  hypertensive  in  despecto  de  un 
adequate  therapia  de  reimplaciamento  thyroi- 
dee. 

Feinblatt,  T.  M.,  e Ferguson,  E.  A.,  Jr.: 

Aspirina  caseinate  in  patientes  con  sensibilitate 
gastric  pro  aspirina  simple  {anglese).  New 
York  State  J.  Med.  63:  2805  (1  de  octobre) 
1963. 

In  un  studio  a anonymato  simplice  in  61 
patientes  con  sensibilitate  gastric  pro  aspirina, 
il  esseva  constatate  que  aspirina  caseinate  ha  un 
effecto  analgesic  tanto  bon  como  aspirina  sim- 
plice e que  iUo  reduce  o elimina  le  irritation 
gastric  in  le  majoritate  del  casos.  Le  com- 
bination forma  un  suspension  coUoidee  de 
acido  acetylsalicylic  que  es  absorbite  e digerite 
satis  lentemente  pro  prevenir  irritation  gastric. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York  17,  New  York,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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Index  to  Advertised  Products 


Analgesics 

Bayer  Aspirin  (Bayer  Company) 2871 

Antacids 

Maalox  (William  H.  Rorer,  Inc.) 2880 

Antiasthmatic  bronchodilators 

Deltasyml  (Roussel  Corp.) 2741 

Antibiotics 

Declomycin 


Tao  (J.  B.  Roerig  & Company). ..  .2749,  2750,  2751,  2752 

Anticholinergic  tranquilizers 

Enarax  (J.  B.  Roerig  & Company) 2739 

Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 2745 

Antidiarrheals 

Lomotil  (G.  D.  Searle  & Company) 2773 

Antiseptics 

Alkalol  (Alkalol  Company) 2758 

Antitussives 

Emprazil-C 

(Burroughs  Wellcome  & Company,  Inc.) 2755 

Tussicalm  (Roussel  Corp.) 2733 

Bronchopulmonary 

Hycomine  (Endo  Laboratories) 2774 

Robitussin  (A.  H.  Robins  Company,  Inc.) 2765 


Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 2737 

Diagnostic  instruments 

ECG  (Sanborn  Company) 2761 

Digestive  relaxants 

Decholin-BB  (Ames  Company,  Inc.) 3rd  cover 

Enzyme  preparations 

Betazyme/U^pozyme 

(Barrows  Biochemical  Products  Corp.) 2757 

Foods 

Corn  Oil  Margarine  (J.  H.  Filbert,  Inc.) 2759 

Respiratory  liquifacients 

lodo-Niacin  (Cole  Chemical  Company) 2743 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  Laboratories) 4th  cover 


Steroids  & hormones 
Aristocort 
(Lederle  Labs., 

Div.  Amer.Cyanamid  Co.) 2766-2767 

Tranquilizers 

Miltown  (Wallace  Laboratories) 2734-2735 

Vitamins 

Cloc  Drops  (White  Laboratories) 2747 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


“/  don’t  care  what  you've  heard  about  the  high  cost 
of  surgery — that’s  a sterilizer,  not  a safe!” 


What  are  your  fellow  physicians 
doing  right  now?  Reading  the 


NEW  YORK  STATE  JOURNAL 
OF  MEDICINE, 

of  course. 


New  subscribers  are  invited  to  join  the 
thousands  of  doctors  who  regularly  read  the 
Journal — with  relaxed,  purposeful  pleasure. 

• 

Write  for  our  special  introductory  offer  to 
non-member  subscribers  . . . 

The  New  York  State  Journal  of  Medicine 
750  Third  Avenue,  New  York  17,  N.  Y. 
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Officers  / County  Medical  Societies  / 1963 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . 

Cayuga 

Chautauqua. 
Chemung. . . . 
Chenango. . . . 

Clinton 

Columbia. . . . 

Cortland 

Delaware  .... 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston . . . 

Madison 

Monroe 

Montgomery . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond . . 
Rockland .... 
St.  Lawrence. 

Saratoga 

Schenectady . 
Schoharie. . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins. . . . 

Ulster 

Warren 

Washington. . 

Wayne 

Westchester. . 
Wyoming. . . . 
Yates 


Francis  A.  Stephens Albany 

John  F.  Glosser Wellsville 

Jerome  B.  Flynn Bronx 

Michael  J.  Maggiore Endicott 

Charles  J.  Barranco ....  Salamanca 

William  W.  Robertson Auburn 

Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Charles  L.  Dubuar Sherburne 

John  Menustik,  Jr Plattsburgh 

Robert  L.  Bowerhan . Copake 

William  J.  McAuliffe Cortland 

Harry  J.  Wilbur Walton 

James  K.  Keeley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Hans  Leeds Catskill 

Arthur  H.  Mulligan Herkimer 

Thomas  P.  Hamilton . . . Watertown 

Julius  E.  Stolfi Brooklyn 

John  H.  Brooks Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Charles  R.  Harris. . .East  Rochester 

Philip  Cortese Amsterdam 

Raymond  F.  Smith Garden  City 

George  Himler New  York 

William  R.  Lewis.  . . .Niagara  Falls 

E.  P.  Russell,  Jr Rome 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Lome  S.  Tieman Middletown 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  Duston  Rames.Cooperstown 

John  del  Campo Carmel 

I.  G.  Frohman ....  Rocka way  Beach 

John  Enzien Troy 

Joseph  F.  Shanaphy New  Dorp 

L.  G.  Weishaar,  Jr Nanuet 

Lanpher  C.  Weston Massena 

John  Esposito Saratoga  Springs 

Norman  D.  Kathan.  . .Schenectady 

Donald  Rich  Lyon Middleburg 

James  J.  Norton.  . . .Montour  Falls 

Bruno  Riemer Romulus 

Ralph  F.  Traver Bath 

Jesse  W.  Mahoney . . . East  Setauket 

Jacob  Rubin Woodbourne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

John  A.  Cooke,  Jr Kingston 

Norman  A.  Harvey Glens  Fsdls 

Walter  S.  Bennett Granville 

Evan  Tansley Newark 

James  M.  Jones Bronxville 

Leo  L.  Trnka Arcade 

Wilfred  D.  McCusker.. . .Penn  Yan 


John  J.  Phelan,  Jr Albany 

Kurt  Zinner Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Olean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Thomas  C.  Seymour Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  D.  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falls 

James  L.  Harrington ....  Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn. . . . Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky . . . Rochester 
Helen M.  Blanchard.  . . .Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr... New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Eldgerton  Deuel Geneva 

Richard  E.  Passenger. . . .Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Ammiel  D.  Schwartz Brewster 

Peter  V.  Gugliuzza Hollis 

John  Squadrito Troy 

John  H.  Randall Staten  Island 

S.  B.  Adler Spring  Valley 

William  R.  Carson Potsdam 

Claire  K.  Amyot . . Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  Dewell. . . . Cobleskill 

Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falls 

Milton  Tully Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried. . . . Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Charles  R.  Bannon Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Robert  E.  Healy Mt.  Kisco 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Lewis  W.  Barton Albany 

Kurt  Zinner Wellsville 

Harold  E.  Brodman Bronx 

F.  Maurice  Breed Johnson  City 

Duncan  C.  Wormer Portville 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

Henry  B.  Marshall Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Thomas  C.  Seymour Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond ....  Johnstown 

James  McCutcheon Batavia 

Mahlon  H.  Atkinson Catskill 

Timothy  J.  Howard Newport 

James  L.  Harrington ....  Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn Mount  Morris 

Robert  F.  Schramm Cazeno via 

T.  Paul  Guest Rochester 

Thomas  J.  Wey  1 Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr.. . Niagara  Falls 

Theodore  F.  Thomas Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt Oswego 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Victor  S.  Lait Flushing 

Joseph  Lasko Troy 

J.  J.  Silverman Staten  Island 

D.  Hyman Suffern 

Maurice  J.  Elder Massena 

William  H.  Moore. . Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer . . Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried. . . . Livingston  Manor 

Paul  Zoltowski Waverly 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dover Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  WoodhuU Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Y an 
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WANTED! 

AUGUST  15,  1962  ISSUE 
OF  THE  JOURNAL 

We  should  very  much  appreciate 
your  donating  this  back  issue  to  the 
Society.  We  are  in  short  supply, 
and  need  this  particular  back  num- 
ber for  foreign  and  medical  school 
requests.  Please  send  to:  New  York 
State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 


CLASSIFIED  RATES 

Effective  July  1 , 1 962 

1 time .f  1 . 50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1.00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


PINEWOOD 


Walter  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


}.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Ketoneh,  N.Y.  Tel;  CEnbal  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR 

Five  Acres  of  Pinewo^  ded  Grounds 

SENILE— AGED 

Non-sectarian,  nietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  O.P.,  M.A.P.-A. 
HOLBROOK,  L.  I N.  Y.  Office;  TRafalgar  7-2666 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  AU  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay.  M.D..  Director 


PRACTICES  FOR  SALE  OR  RENT 


FOR  SALE.  OFFICE,  GENERAL  PRACTICE, 
equipped.  Midtown  New  York;  35  years  same  location. 
Hospitals  nearby.  Retiring.  Write  Box  778,  % N.  Y. 
St.  Jr.  Med. 


PEDIATRIC  PRACTICE,  NASSAU  COUNTY;  UN- 
usual  opportunity,  well  established.  Terms  to  be  ar- 
ranged. Box798,  %N.  Y.St.  Jr.  Med. 


UNEXCELLED  OPPORTUNITY  FOR  GENERAL 
practice  in  beautiful  Finger  Lakes  Village,  with  fully 
accredited  open  staff  hospital  within  5 minut^.  Agricul- 
tural surroundings,  3 major  industries  and  resort  area. 
Income  limited  only  by  capacity  for  work.  Full  speciality 
consultation  available  25  miles.  New  man  welcome  in 
area.  Practice  draws  from  population  of  over  15,000. 
Present  M.D.  retiring  from  practice,  wishes  to  sell  com- 
bination office,  home  and  income  producing  apartment. 
Could  be  adapted  to  partnership  practice.  $35,000. 
Box  802,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTICE,  OTSEGO  COUNTY.  LOVELY 
home-office  combination.  Fully  equipped  with  X-ray, 
diathermy,  etc.  Sale  or  rent.  Box  803,  % N.  Y.  St.  Jr. 
Med. 


INQUIRIES  INVITED  FROM  SENIOR  DOCTORS  SEEK- 
ing  associates;  also  from  beginning  doctors  seeking  eventual 
partnership.  Assistance  provid^  in  partnership  and 
group  formations  by  professional  business  consultants. 
AvEiilable  for  purchase  - E.N.T.  practice,  reasonable,  with 
excellent  potentiaL  Medical-Dental  S^rch  Services,  5 
Beekman  St.,  New  York  38. 


HOMER,  NEW  YORK— UPSTATE  NEAR  CORTLAND. 
House  with  office  of  lately  deceased  G.P.  to  rent  with 
option  to  buy.  Large,  22  year  practice.  Physician 
urgently  needed.  5 min.  from  hospital.  Mrs.  Eugene 
Alexander,  108  S.  Main  St. 


October  1,  1963  / New  York  State  Journal  of  Medicine  2877 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredit^  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-ratient  material  for  clinical  training.  Salsuy 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


FULL-TIME  STAFF  POSITION  AVAILABLE  IN 
radiology  service  in  1238  bed  Veterans  Administration 
Hospital.  Program  fuUy  integrated  with  New  York 
University  Bellevue  Medical  Center.  Active  gastro- 
intestinal, pulmonary  and  neuro-radiology  services. 
Ample  opportunity  for  research.  Salary  up  to  $18,405. 
Contact  Chief,  Radiology  Service,  Veterans  Administra- 
tion Hospital,  First  Avenue  at  East  24th  Street,  New 
York  10,  New  York. 


POSITIONS  NOW  AVAILABLE  FOR  PHYSICIANS  IN 
V.A.  psychiatric  hospital  located  near  Rochester,  New 
York,  in  beautiful  Finger  Lakes  area.  Previous  training 
or  experience  in  psychiatry  not  required.  Must  be  licensed 
in  any  state.  Usual  salary  range  $11,150  to  $16,965. 
Write  Hospital  Director,  V.  A.  Hospital,  Canandaigua, 
N,  Y„  or  phone  315  394-2000. 


NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  forty  miles  from  New  York 
City  is  a 220  bed  community  hospital  with  a high  caliber 
and  well  organized  teaching  program  and  a progressive 
philosophy  regarding  internship  training.  We  are  ac- 
cepting applications  for  rotating  internships  and  invite 
your  inquiries.  The  program  has  the  approval  of  the 
Council  on  Medical  Education  of  the  American  Medical 
Association.  Address:  Director  of  Medical  Education, 

Northern  Westchester  Hospital,  Mount  Kisco,  New 
York. 


YOUNG  G.P.  WANTED  — FULL  TIME.  SPANISH 
speaking  necessary.  Eventual  partnership.  $15,000  to 
start.  Box  795,  % N.  Y.  St.  Jr.  Med. 


GROUP  PRACTICE  OPPORTUNITIES  FOR  SPECIAL- 
ists  and  general  practitioners;  surgeons,  internists,  pedia- 
tricians, obs-gyn,  radiologists,  general  practitioners  and 
others.  Independent  groim  practices  being  formed. 
Former  Miners  Memorial  Hospital  Association  hospitals 
in  eastern  Kentucky,  West  Virginia  and  Virginia,  available 
for  in-patient  practice  care.  Tbe  hospitals  now  being 
transferred  to  new  non-sectarian,  regional  hospital  author- 
ity as  community  hospitals.  For  information  write: 
Appalachian  Regional  Hospitals,  Inc.,  Box  19111,  Wash- 
ington, D.  C. 


NORTHERN  NEW  YORK  COMMUNITY  NEEDS 
general  practitioner.  Industrial,  farm,  vacation  area  of 
3,000.  Nearest  physician  13  miles.  Nursing  home, 
good  schools,  local  pharmacy;  hospitals  nearby.  Good 
home,  complete  office  suite  available.  Gross  $40,000. 
Write  Citizens  Committee,  Box  6,  Antwerp,  N.  Y. 


CLIENT  WITH  LARGE  MEDICAL-SURGICAL  PRAC- 
tice  in  small  group  seeking  energetic  beginner  in  internal 
or  general  medicine  for  eventum  co-partner.  First  year 
salary  $15,000.  Confidences  maintained  for  all  concerned 
until  real  interest  is  developed.  Medical  Business  Bureau, 
5 Beekman  St.,  New  York  38. 


PHYSICIAN  WANTED:  IMMEDIATE  OPENING  FOR 

physician  with  Board  certification  in  Internal  Medicine  in 
very  active  GM&S  Hospital  aflUiated  with  Downstate 
Medical  Center  and  Kings  County  Hospital.  Salary  from 
$12,845  to  $18,405.  Apply  to  Chief  of  Staff,  V.  A.  Hospital, 
Brooklyn  9,  New  York 


PHYSICIANS  WANTED— CONT'D 


WANTED:  INTERNIST,  BOARD  QUALIFIED,  FOR 
large  hospital.  Write  Box  806,  % N.  Y.  St.  Jr.  Med. 


THE  BROOKLYN  VETERANS  ADMINISTRATION 
Hospital  - has  vacancies  for  residency  training  beginning 
July  1,  1964.  This  is  a 1000-bed  general  medical  and 
surgical  hospital;  affiliation  with  State  University  of  New 
York,  Downstate  Medical  Center,  Brooklyn,  New  York. 
Openings  are  available  in:  Internal  medicine  3 years; 
surgery  and  surgical  specialities  4 years;  radiology  3 years; 
pathology  4 years;  physical  medicine  and  rehabilitation  3 
years;  salary  ^,020  to  $6,120  with  annual  increases. 
Career  residencies  available  in  physical  medicine  and  re- 
habilitation and  in  pathology  from  $8,045  to  $11,150,  de- 
pending on  qualifications.  Contact:  Chief  of  Staff,  V.  A. 
Hospital,  Brooklyn  9,  New  York 


EXCELLENT  OPPORTUNITY  FOR  E.N.T.  OR  AL 
lergist  in  professional  center  established  seven  years  ago. 
Central  Connecticut.  Box  810,  % N.  Y.  St.  Jr.  Med. 


TWO  PHYSICIANS  NEEDED;  GENERAL  PRACTI- 
tioner  and  internist  to  join  7 man  medical  group  in  South 
Central  New  York  State.  Suburban  section  adjacent  to 
industrial,  cultural  center  with  3 open  staff  general  hos- 
pitals. Percentage  of  gross  business  with  guaranteed 
minimum  and  later  partnership.  Box  805,  % N.  Y.  St  . Jr. 
Med. 


PEDIATRICIAN:  UNLIMITED  OPPORTUNITY. 

Hospital  open.  Suburbia  - 40  miles  from  New  York  City. 
Space  avaiL  in  new  air-conditioned  building.  Box  807, 
% N.  Y.  St.  Jr.  Med. 


GENERAL  PRACITIONER,  ROCHESTER,  NEW  YORK, 
wants  partner  who  may  take  over  later.  Good  internal 
medical  knowledge  necessary.  Unlimited  opportunity 
with  real  time  off.  Income  unusuaL  Box  808,  % N.  Y. 
St.  Jr.  Med. 


PSYCHIATRIST,  FULL  TIME  POSITION  IN  PRIVATE 
psychiatric  hospital  in  Manhattan.  Approved  three 
year  residency  in  psychiatry  and  New  York  licensure  or 
eligibility  required.  Box  812,  % N.  Y.  St.  Jr.  Med. 


PERU,  NEW  YORK  NEEDS  A G.P.  GUARANTEED 
salary:  $6,000  (Peru  Central  School);  1 year  house  or 
office  rent:  $1,500  CTown  Board  of  Peru);  School  popula- 
tion: 3,000;  "Town  population:  3,900.  'Two  churches, 
two  hospitals,  10  mile  distance  in  Plattsbm-gh.  Ideal 
recreational  center — skiing,  boating,  fishing  and  hunting. 
Call  (reverse  charges)  Howard  C.  Msusha,  Peru,  N.  Y. 
MI  3-2318,  MI  3-9019;  Plattsburgh,  N.  Y.  JO  3-2061. 


GENERAL  PRACTITIONER,  SENIOR  PARTNER  RE- 
tiring.  Prosperous,  lovely,  semi-rural  village,  30  minut^ 
fr.  University,  Rochester  hospitals.  Prefer:  some  resi- 

dency, bookish,  viola  player.  Life  history,  class  standings 
to  Charles  Keller,  Jr.,  M.D.,  Hilton,  N.  Y. 


WANTED:  GENERAL  PRACTITIONER,  YOUNG. 

South  Shore,  Long  Island.  Salary  two  years,  then  partner- 
ship. P.O.  Box  596,  Sayville,  New  York. 


ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  2877 
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REAL  ESTATE  FOR  SALE  OR  RENT 

POSITIONS  WANTED 

FOR  RENT:  SAYVILLE— OAKDALE.  NEW  PROFTS- 
sional  o£Sce,  1,000  sq.  ft.;  ideal  corner  location,  Montauk 
Highway.  All  or  part.  LT  9-2645. 

GENERALIST,  WELL  TRAINED,  EXPERIENCED, 
desires  or  will  consider  purchase  of  GR  Industrial  or 
Group  association.  Partnership,  N.  Y.  City,  suburban 
areas  preferred.  Box  775,  % N.  Y.  St.  Jr.  M^. 

TIME  AVAILABLE  IN  LUXURIOUS,  NEWLY- 
furniahed  Fifth  Avenue  office.  Private  entrance.  Con- 
venient to  hospitala.  Hours  to  be  arranged.  Call  YU 
6-1116  from  9:30  to  5:30. 

MEDICAL  ASSISTANTS  AND  SECRETARIES. 

Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
CH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 

SPRING  VALLEY— HOUSE  FOR  SALE.  EXCELLENT 
area  for  office.  Box  794,  % N.  Y.  St.  Jr.  Med. 

N.  Y.  ■ ' 

214  EAST  31ST  STREET;  COMPLETELY  FURNISHED 
office  for  rent,  midtown  Manhattan.  Exceptional  for 
GP  or  ENT.  RENT  $150.  i>er  month.  Call  Mon,  Wed, 
Fri,4-7,  MU  6-0223. 

N.  Y.  STATE  LICENSED  ORTHOPEDIC  SURGEON. 
Board  eligible  for  part  II;  33  years  of  age,  desires  partner- 
ship or  association  with  clinic.  Box  793,  % N.  Y.  St.  Jr. 
Med. 

CANARSIE,  BROOKLYN:  OFFICE  TO  RENT  OR 

share.  Furniture  optional.  Reasonable.  HI  4-4100. 

INTERNIST— CARDIOLOGIST;  BOARD  CERTIFIED, 
38,  Protestant,  N.  Y.  license.  Will  consider  any  position 
and  any  area  except  New  York  City.  Available  im- 
mediately. Please  write  Box  1670,  Wilmington  99, 
Delaware. 

OFFICE  SUITES  AVAILABLE.  NEW  MEDICAL 
building,  Kinnelon,  N.  J.,  Morris  County.  Area  in  need 
of  doctors.  Henry  D.  Ricker,  Broker,  Butler,  N.  J. 
TE  8-0400. 

PATHOLOGIST,  DIPLOMATE  P.A.  AND  C.P.  OLDER 
man  wishes  part-time  position  in  small  hospital  or  with 
another  pathologist.  Box  792,  % N.  Y.  St.  Jr.  Med. 

FOR  SALE:  MODERN,  AIR-CONDITIONED,  HOME- 
office  on  Main  Street,  Toms  River,  N.J.,  county  seat  of 
fast-growing  shore  area.  New  hospital  about  to  double 
capacity.  Owner  specializing  in  anesthesiology.  Furnish- 
ings and  equipment  optional.  Box  804,  % N.  Y.  St.  Jr. 
Med. 

ANESTHESIOLOGIST,  DIPLOMATE  AMERICAN 
Board,  age  38,  veteran,  family;  administrative  experience. 
Relocate  New  York  Metropolitan  area.  Box  791,  % N.  Y. 
St.  Jr.  Med. 

RETIRING  SURGEON  OFFERS  FIVE  ROOM  COM- 
pletely  equipped  office,  laboratory,  in  co-op  building  in 
exclusive  Gramercy  Park,  N.Y.C.,  at  sacrifice.  Irving 
Jay  Greenspan,  Esq.,  38  Park  Row,  N.Y.C.  CO  7-2423. 

LICENSED  FEMALE  G.P.,  WELL  TRAINED,  DESIRES 
association  with  individual  or  group,  or  other  practice 
opportunity  in  New  York  City.  Box  809,  % N.  Y.  St.  Jr. 
Mod. 

5>/2  ROOM  SUITE  AVAILABLE  IN  LARGE,  MODERN, 
popular  Hempstead  Medical  Center  on  Long  Island. 
Reasonable  rent.  IVanhoe  1-8082  or  Pioneer  1-6222. 

EQUIPMENT  FOR  SALE 

RADIOLOGIST  WISHES  TO  SHARE  HIS  ATTRACTIVE 
diagnostic  office  with  similar  specialist.  New  E.  61st 
St.  Manhattan  luxury  building.  Box  800,  % N.  Y.  St. 
Jr.  Med. 

FOR  QUICK  SALE— USED  G.E.  X-RAY,  200  MA,  SPOT 
device,  motor  drive  table,  new  cables,  rotating  anode 
tubes.  Excellent  condition.  Box  801,  % N.  Y.  St.  Jr. 
Med. 

THREE  ROOM  OFFICE  FOR  RENT;  THIRTY  YEARS 
on  lection.  Main  highway.  Ideal  for  young  physician 
starting  out.  Write  for  appointment.  Mrs.  Anthony 
Lecce,  697  Hylan  Blvd.,  Stat^  Island  5,  New  York. 

FOR  SALE:  MEDICAL  EQUIPMENT,  FURNITURE, 

fully  equipped  office  available  after  Oct.  31st.  Retiring. 
George  Kraunz,  M.D.,  300  N.  George  St.,  Rome,  N.  Y. 

PRACTICE  WANTED 

MISCELLANEOUS 

INTERNIST,  BOARD  ELIGIBLE,  AGE  30,  LARGE 
family,  seeks  relocation  of  solo  practice  in  small  city  or 
suburban  area  where  services  are  urgently  needed.  Box 
797,  % N.  Y.  St.  Jr.  Med. 

COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.,  221  W.  41st  St.,  New  York  36,  N.Y. 
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(magnesium-aluminum  hydroxide  gel) 


Practically  standard  treatment,  now,  for  bleeding  ulcer.  Why  is  Maalox  included?  Antacid  therap 
must  continue  long  after  the  wound  has  healed,  and  patients  started  on  Maalox  tend  to  stay  o 
Maalox.  It  tastes  good;  it’s  effective  and  will  not  cause  constipation  — three  important  reasons  fl 
Maalox  over  the  long  haul.  Some  physicians,  we  are  told,  order  Maalox  routinely  for  hospfll 
patients  on  drugs  which  could  irritate.  They  feel  it  reduces  the  likelihood  of  gastric  discomfol 
Supplied;  Suspension;  Tablets  No.  1;  Tablets  No.  2.  (Each  Maalox  No.  1 Tablet  is  equivalent  to] 
teaspoonful  and  each  Maalox  No.  2 Tablet  is  equivalent  to  2 teaspoonfuls  of  Suspension.) 


I 


WILLIAM  H.  RORER,  INC.,  FORT  WASHINGTON,  PA. 


CHLOROMYCETIN 

(CHLORAMPHENICOL) 


PAftKl  OAVt&ACCyMPAN'f. 


Complete  information  for  usage  available  to  physicians  on  request. 


t93(3 


when  spasm  hits . . . 


relieve  spasm . . . promote  normal  function 


ew  PA  THILON'SEQ  U ELS' with  Phenobarbital 

TRIDIHEXETHYL  CHLORIDE  Smtained  Release  Capsules 

Each  capsule  contains : Tridihexethyl  chloride ...  75  mg. ; Phenobarbital ...  45  mg. 


)rmulated  for  controlled  release  of  the  active 
gredients,  for  sustained  anticholinergic  pro- 
otio7i  against  spasm  and  pain  in  the  G. I.  tract, 
well  as  sustained  phenobarbital  action. 
iminates  the  necessity  for  numerous  doses ; 
-ttens  out  “peaks  and  valleys”  in  drug  blood 
/els  that  can  minimize  effectiveness ; and  re- 
ises  protective  medication  through  the  night. 
Tective  in  organic  and  functional  disorders 
the  gastrointestinal  tract  (duodenal  ulcer, 
testinal  colic,  ileitis,  esophageal  spasm, 
testinal  spastic  colon,  alcohol-induced  G.I. 
)sets,  gastric  hypermotility)  and  anxiety 


neurosis  with  G.I.  sjTnptoms.  Should  be  used 
as  an  adjunct  to  other  measures.  Side  Effects 
due  to  tridihexethyl  chloride;  dry  mouth, 
blurring  of  vision,  constipation.  Conti'aindi- 
cations:  ui'inary  bladder  neck  obstruction; 
glaucoma;  obstructive  congenital  anomalies 
of  the  gastrointestinal  tract ; pyloric  obstruc- 
tion; congenital  megacolon;  and  stenosing 
gastric  or  duodenal  ulcer  with  significant  gas- 
tric retention.  Supplg:  Bottles  of  30  and  500. 

Also  available:  PATHILON  SEQUELS(with- 
out  phenobarbital)  Tridihexethyl  chloride, 
75  mg.  Bottles  of  30  and  500. 


LEDERLE  L.4BQRATORIES,  A Division  of  American  Cyanamicl  Company,  Pearl  River,  N.Y. 
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In  colds 
and 

sinusitis 

unsurpassed 

in  providing 

drainage 

space 

without 

chemical 

harm 


The  clogged  sinus 
In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 
Magnified  anatomy  of 
a portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


NEO-SYNEPHRINE 

brand  of  phenylephrine  hydrochloride  hydrochloride 

NASAL  SPRAYS  AND  SOLUTIONS 


LABORATORIES 
New  York  18,  N.Y. 


When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.’"®  Repeated  applica- 
tions do  not  lessen  effectiveness. 

Available  in  plastic  nasal  sprays  for  adults  {Vz%)  and  children 
(’4%),  in  dropper  bottles  of  Ve,  Vi  or  1 per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  & Surg. 
42:121,  March,  1935.  2.  Putney,  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 
(Ed.):  Current  Therapy  1952,  Philadelphia,  W.  B.  Saunders  Company, 
1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,  Dec.,  1959. 
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is  the 

BATH  OIL 
OF  CHOICE 

for  dry, 
itchy  skin 


Why  does  SARDO  so  effectively  relieve^-s  dryness  and  itching  in  so  many  patients 
with  eczematoid  dermatitis,  atopic  dermatitis,  senile  pruritus,  contact  dermatitis, 
soap  dermatitis,  diabetic  dry  skin,  neurodermatitis? 

These  are  the  reasons . . . 


HIGH  QUALITY  SARDO  is  the  original,  exclusive,  high  quality  water- 
dispersible  bath  additive  oil.* 

IMMEDIATE  DISPERSIBILITY 

SARDO  promptly  disperses  millions  of  microfine  globules  uniformly  throughout  the 
bath  water;  no  unsightly  oil  slicks  as  with  certain  other  bath  additives. 


SUPERIOR  ADSORBABILITY  SARDO  covers  the 

skin  with  a fine,  unobtrusive  long-clinging  oil  film  . . . which  lubricates,  softens,  pre- 
vents excessive  moisture  evaporation  and  so  helps  to  replenish  natural  oil  and 
moisture. 


ECONOMICAL  i n addition,  the  cost  per  application  of  SARDO 
is  low -for  only  one  capful  per  bath  is  required  for  therapeutic  effect. 


PLEASANT 

SARDO  assures  patient  cooperation. 


Unique  pine  scent,  non-sticky,  non-sensitizing. 


SARDO  consists  of  oils  and  various  esters  of  specially  selected  organic 
acids  having  a chain  length  of  C-14  and  16  in  combination  with  non-irritat- 
ing wetting  agents  to  provide  colloidal  dispersion  of  the  lipophilic  phase. 
Fragrance  consists  of  natural  essential  oils,  isolates,  and  aromatics. 

FOR  SAMPLES  AND  LITERATURE 


i=a 


Dept.  Y-3 

please  write . . . SARDEAU,  INC.  845  Third  Ave.,  New  York  22, N.  Y. 


Also  available:  SARDOETTES,  disposable 
compresses  impregnated  with  SARDO, 
for  topical  application  in  relieving  skin  dry- 
ness, itching,  scaliness  in  the  same  cond- 
itions as  listed  for  SARDO. 


1.  Borota,  A.,  and  Grinell,  R.  N.:  J.  Amer.  Geriatrics  Soc., 
10:413,  1962.  2.  Spoor,  H.  J.:  N.  Y.  State  J.  M„  58:3292, 
1958.  3.  Lubowe,  I.  I.:  Western  Med.,  1:45,  1960. 
4.  Weissberg,  G.:  Clin.  Med.,  7:1161,  1960.  5.  Lieber- 
man,  W.;  Amer.  J.  Proctology,  12:374,  1961. 

P3t  Pend.  T.M.  © 19,3  by  Sardeeu,  Inc. 
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Deltasmyl 

for  safer  steroid  protection  from  asthma 


Theophylline  (120  mg.) 

Ephedrine  HCI  (15  mg.) 

Phenobarbital  (8  mg.) 
(Barbituric  acid  derivative) 

Prednisone  (1.5  mg.) 


Deltasmyl®  opens  the  airways  and  suppresses 
inflammation  bycombiningtheanti-allergic,  anti- 
inflammatory action  of  prednisone  with  the  bron- 
chodilating,  decongestant  and  quieting  effects 
of  theophylline,  ephedrine  and  phenobarbital. 

Deltasmyl  provides  prompt,  prolonged  relief  of 
asthma  with  prednisone  protection  against  aller- 
gens and  stress,  and  a wider  margin  of  safety 
through  reduction  of  the  effective  corticoid  dose. 

The  aim  of  therapy  in  asthma  should  be  relief  of 
bronchospasm  by  means  of  decongestant  and 
bronchodilating  agents — plus  prednisone,  not 
just  prednisone  alone.i  Uhde2 — using  theophyl- 
line-ephedrine-phenobarbital  with  prednisone — 
reports  an  increase  of  about  25%  in  the  action 
of  prednisone  with  quicker  arrest  of  inflam- 
mation, hypersecretion,  and  alveolar  stasis;  a 
marked  sedative  action  on  heart  and  circulation; 
improved  ventilation.  Bopp3  also  has  obtained 
satisfactory  results  with  the  same  combination, 
probably  through  synergistic  enhancement  of 
prednisone  potency. 

Dosage:  One  Deltasmyl  tablet  provides  sympto- 
matic relief  for  4 hours  or  longer.  Not  more  than 
6 tablets  should  be  taken  in  24  hours.  Withdraw 
gradually. 


Precautions:  Deltasmyl  contains  ephedrine  and 
should  not  be  given  with  epinephrine  since  both 
drugs  may  cause  tachycardia.  Carefully  observe 
patients  hypersensitive  to  sympathomimetic 
amines.  Phenobarbital  is  a barbituric  acid  deriv- 
ative which  may  be  habit  forming.  Despite  the 
low  prednisone  dose,  all  precautions  and  contra- 
indications of  corticosteroids  must  be  heeded, 
since  warning  signs  such  as  fluid  retention  or 
moon  face  may  not  be  present.  When  corti- 
costeroids are  given  to  patients  with  acute  or 
chronic  bacterial  infections,  appropriate  protec- 
tion should  be  provided. 

Contraindications:  Hyperthyroidism,  cardiovas- 
cular diseases,  peptic  ulcer,  diabetes  mellitus, 
psychotic  tendencies,  ocular  herpes  simplex, 
glaucoma,  prostatic  hypertrophy,  Cushing’s  syn- 
drome, arrested  tuberculosis. 

Supplied:  Bottles  of  50  tablets,  on  prescription 
only. 

References:  1.  Barach,  A.  L.  and  Bickerman,  H.  A.: 
Pulmonary  Emphysema,  Baltimore,  WHIiams  & Wilkins, 
1956,  p.  523.  2.  Uhde,  H.:  Med.  Monatsschr.  No.  8, 
505,  1959.  3.  Bopp,  K.  Ph.:  Medizinische  Klinik 
53.-186,  1958  and  Algeria  Medicale  62;1081,  1958. 
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Both  acute  and  chronic  asthma 
controlled  with 

ELIXOPHYLLIN' 

Each  15  cc.  contains  THEOPHYLLINE  80  mg.;  ALCOHOL  3 cc. 


• 360,000  Patients  with  Severe  Asthmatic 
Attacks  are  admitted  each  year  to  Hos- 
pital Emergency  Rooms.=<‘ELIXOPHYLLIN 
can  terminate  such  attacks  in  minutes 

Tabulation  from  published  proof*-*®  showing  de- 
pendable absorption,  therapeutic  efficacy  and  good 
gastric  tolerance: 

Complete  Relief  No 

Relief  Incomplete  Response 
No.  of  within  at  or 


Patients 

30  Min. 

30  Min. 

Equivocal 

Hospital 

Emergency  Cases: 
Schluger,  McGinn 
and  Burbank*  50 

37 

5 

8 

Private  Patients: 
Greenbaum*  24 

23 

0 

1 

Spielman*  20 

14 

6 

0 

Kessler*  13 

11 

0 

2 

107  85  11  11** 

*•(5  were 
‘‘status'*  cases) 

Gastric  distress  was  reported  in  only  one  patient. 

1.  Schluger,  J.;  McGinn,  J.  T.,  and  Burbank,  B.;  The  Treatment  of  the  Acute 
Asthmatic  Attack  with  an  Oral  Alcohol-Water  Solution  of  Theophylline  (Elij»o- 
phyllln),  Am.  J.  Med.  Sc.,P34:28  (July)  1957.  2.  Greenbaum,  J.:  Clinical  Evalua- 
tion of  Elixophyllin  and  Choline  Theophyllinate  in  the  Management  of  Acute 
and  Chronic  Asthma,  Ann.  Allergy,  f6:312  (May-June)  19^.  3.  Splelman, 
A.:  Comparative  Effectiveness  of  an  Alcohol-Water  Solution  of  Theophylline 
(Elixophyllin).  Alcohol-Water  Solution  and  Theophylline  Solution  for  the 
Oral  Treatment  of  Acute  Bronchial  Asthma.  J.  Allergy,  30:35  (Jan. -Feb.) 
1959.  4.  Kessler,  F.:  Clinical  Experience  with  an  Oral,  Rapidly-Acting,  Theo- 
phylline Preparation,  Conn.  S.M.J.  21:205  (Mar.)  1957. 

*Estlmate  based  on  mall  survey,  data  on  file  at  Sherman  Laboratories. 

• Your  Patients  with  Chronic  Asthma  are 
relieved  and  protected  against  severe  re- 
current attacks  with  ELIXOPHYLLIN 
taken  on  an  empty  stomach  q.  8 hours®*” 

Note:  We  stress  that  this  hydroalcoholic  theophyl- 
line solution  is  so  well  tolerated  it  is  recommended 
to  be  given  on  an  empty  stomach— thereby  provid- 
ing dependable,  rapid  absorption,  sine  qua  non ! 

• Rapid  absorption  means  quick  relief 

• Sustained  blood  levels  provide  prolonged  relief 

• No  ephedrine  or  other  auxiliaries  to  complicate 
management 

• Cough,  dyspnea,  mucus  retention  under  positive 
control 

• May  be  contraindicated  in  peptic  ulcer  and  gout 
Rx  only— 16  and  S2-oz.  bottles. 

143  Bibliography  of  Published  Studies  on  request. 


Patent  Pending 


mm 

DETROIT  11,  MICHIGAN 


DOSAGE:  For  Severe  Attacks— Adults  (average 
weight)  75  cc.  Children  0.5  cc.  per  pound  body  weight. 
Reduce  dosage  as  required  if  theophylline  has  been 
taken  previously. 


For  ’Round-the-clock  Protection— Adults— first 6 
doses,  45  cc.  before  breakfast,  at  3 PM  and  at  bedtime, 
then  30  cc.  doses.  Children— 0.3  cc.,  then  0.2  cc.,  per 
pound  body  weight. 
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“rapid  reduction  of  pain”  and  the  reduction 
of  swelling  to  permit  “...palpation  of  bony 
landmarks  with  subsequent  greater  ease  in 
following  the  progress  of  healing...."' 


trauma  (sprains/strains) 


with  enzyme  therapy: 


proven 

proteolytic 

enzyme 

therapy” 
for 

faster  healing 

in  sprains/strains 

These  objective  benefits 


For  best  results,  adequate  dosage  is  important. 
ORENZYME,  two  tablets  q.i.d,;  dosage  may  be 
reduced  to  one  tablet  q.i.d.  once  symptoms  be- 
gin to  disappear.  For  severe  conditions,  paren- 
teral trypsin  and  Orenzyme  concurrently. 
PARENZYME  AQUEOUS  [trypsin],  1 mi.  injected 
intramuscularly  (deep  intragluteally)  once  or 
twice  daily  for  several  days,  followed  by  Oren- 
zyme, one  tablet  four  times  daily  as  indicated  for 
maintenance. 


Indications:  Traumatic  wounds,  ocular  inflammation, 
thrombophlebitis,  phlebitis,  ulceration  (varicose, 
diabetic,  decubitus);  also  helps  liquefy  tenacious 
bronchial  mucous  secretions. 

ORENZYME® 

Composition:  Each  tablet  contains  trypsin  68®/o, 
chymotrypsin  30%  and  ribonuclease  2%,  equivalent 
in  proteolytic  activity  to  20  mg.  of  crystalline  tryp- 
sin, enteric  coated  to  insure  release  in  the  intestinal 
tract. 

Side  Effects:  Side  effects  with  Orenzyme  are  rare. 
If  they  occur,  discontinuation  of  the  drug  is  recom- 
mended. 

Supplied:  Bottles  of  48  and  500  red,  enteric  coated 
tablets. 


PARENZYME®  AQUEOUS  [trypsin] 

Side  Effects  and  Precautions:  Side  effects  with 
Parenzyme  [trypsin]  are  rare.  Prolonged  use  occa- 
sionally causes  itching  and  rash  which  may  be  re- 
lieved by  anfihisfaminics.  Local  pain  and  induration 
at  the  site  of  injection  may  occur.  The  usual  precau- 
tions should  be  observed  as  for  the  injection  of  any 
protein  material.  As  a precaution,  patients  should  be 
observed  for  about  15  minutes  following  an  injection 
of  trypsin.  Epinephrine  Injection,  U.S.P.  1:1000 
should  be  on  hand  for  any  systemic  reactions. 

Supplied;  (1)  In  sterile  multiple  dose  vial  containing 
lyophilized  trypsin  62,500  Units,  N.  F.  (25  mg.),  plus 
5 ml.  vial  of  aqueous  diluent.  (2)  In  sterile  single 
dose  vial  containing  lyophilized  trypsin,  12,500  Units, 
N.F.  (5  mg.),  plus  1 ml.  vial  of  aqueous  diluent. 

Compatibilities:  There  are  no  known  incompatibili- 
ties for  Parenzyme  [trypsin]  or  Orenzyme.  Other 
medications  may  be  given  with  these  preparations, 
if  indicated.  In  infection,  appropriate  antibiotic 
therapy  should  be  used  concurrently. 


References:  1.  Lichtman,  A.  L.:  Delaware  M.  J.  33:11,1961.  2.  Lichtman, 
A.  L.:  Ann.  New  York  Acad.  Sc.  68:196,  1957.  3.  Golden,  H.  T.:  Clin. 
Med.  2:583,  1955.  c. 2304/63  7/63 


Or0nZynri^  or  parenzyme' [trypsin] 

(oral,  enteric  coated  enzyme  tablet  'National')  u.S.  Patent  No.  3.004,893 

SAVE  DAYS  IN  HEALING  reduce  inflammatlon/ease  pain  Ufll 


Month  in  Washington 


The  Food  and  Drug  Administration  has  pro- 
posed banning  more  than  50  so-called  “cold 
cure”  prescription  drugs  containing  antibiotics 
and  other  antimicrobial  agents.  The  action  was 
recommended  by  a team  of  leading  medical 
scientists  who  found  that  the  antibiotics  have  no 
effect  whatsoever  on  the  common  cold. 

This  proposal  followed  an  earlier  F.D.A. 
crackdown  on  a wide  variety  of  over-the-counter 
lozenges,  nose  drops  and  sprays,  mouth  washes 
and  deodorants,  and  skin  lotions  and  ointments 
containing  antibiotics.  It  was  estimated  that 
about  200  such  compounds  were  affected. 

The  most  recent  F.D.A.  proposal  would 
prevent  the  certification  of  prescriptions  which 
include  antibiotics  in  conjunction  with  anal- 
gesics, antihistamines,  decongestants,  and 
caffeine.  It  would  affect  only  prescription 
drugs  taken  by  mouth. 

The  order  also  would  initiate  regulatory  ac- 
tion, if  necessary,  to  remove  from  the  market 
analgesics,  decongestants,  caffeine,  and  anti- 
histamines when  they  are  mixed  with  any  other 
antimicrobial  agents,  primarily  the  sulfa  family. 

At  the  request  of  the  F.D.A.,  the  National 
Academy  of  Sciences  had  named  a panel  to 
evaluate  the  “cold  cures.”  The  chairman  was 
Harry  Dowling,  M.D.,  chairman  of  the  American 
Medical  Association  Council  on  Drugs  and  on 
the  faculty  of  the  University  of  Illinois  School  of 
Medicine. 

The  panel  unanimously  concluded: 

1.  There  is  no  acceptable  evidence  that  any 
antimicrobial  agent  is  of  any  value  in  the  treat- 
ment of  the  common  cold  or  any  other  upper 
respiratory  viral  infection. 

2.  Antimicrobial  agents  are  of  no  value  in 
preventing  bacterial  complications  in  patients 
with  common  colds  who  are  otherwise  healthy, 
and  therefore  should  not  be  used.  They  may 
have  some  value  in  patients  with  underlying 
chronic  pulmonary  disease.  When  prophylactic 
therapy  of  respiratory  infection  is  justified,  the 
antimicrobial  agent  that  may  be  used  must  be 
one  that  is  relatively  free  of  inherent  toxicity. 
This  would  preclude  the  use  of  chloramphenicol, 
triacetyloleandomycin,  and  'or  sulfonamide 
products. 

3.  The  antibiotic  in  a drug  which  includes 
analgesics,  antihistaminics,  and  possibly  de- 
congestants would  have  no  effect  on  the  cold 
itself,  and  there  is  insufficient  clinical  evidence  to 
show  that  it  would  be  of  value  in  tbe  prevention 
of  complicating  infections  of  a cold.  The  symp- 
tomatic relief  that  may  be  provided  by  tbe  other 
ingredients  of  such  a preparation  is  no  justifica- 
tion for  any  such  product  to  contain  an  anti- 
microbial agent. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association, 


* * * * 

The  Defense  Department  has  modified  the 
Berry  Plan  to  permit  deferment  of  a larger 
number  of  residents  from  the  military  draft  until 
after  they  have  completed  their  specialty  train- 
ing. 

Shirley  C.  Fisk,  M.D.,  deputy  assistant  de- 
fense secretary  for  health  and  medical  affairs, 
outlined  the  modification  in  a letter  to  deans 
of  medical  schools.  He  said,  in  part: 

“The  three  Armed  Forces  are  given  the  option 
of  deciding  in  which  specialties  they  will  offer 
additional  deferments.  In  any  given  specialty, 
however,  the  number  of  additional  deferments 
will  not  exceed  the  number  deferred  in  the  Berry 
Plan.  We  believe  that  this  policy  will  have  the 
twofold  benefit  of  deferring  a larger  number  of 
residents  and  of  creating  an  immediately  avail- 
able group  of  specialists  for  military  service 
should  the  need  arise.” 

* * * * 

The  Pharmaceutical  Manufacturers  Associa- 
tion and  37  prescription  drug  producers  chal- 
lenged in  a Federal  district  court  the  legal 
validity  of  a drug  advertising  and  labeling 
regulation  recently  promulgated  by  the  Food 
and  Drug  Administration. 

The  action,  filed  in  the  U.S.  District  Court  in 
Wilmington,  Delaware,  alleged  that  the  regula- 
tion is  “unauthorized  by  and  contrary  to  law.” 

Secretary  of  Health,  Education,  and  Welfare 
Anthony  J.  Celebrezze  and  Food  and  Drug 
Commissioner  George  P.  Larrick  were  named  as 
defendants. 

The  controversial  regulation  was  issued  last 
June  20  as  a result  of  the  1962  amendments  to 
the  Food,  Drug,  and  Cosmetic  Act.  The 
amended  law  requires  only  that  “established 
names”  of  prescription  drugs  be  printed  in 
labeling  and  advertising  “prominently  and  in 
type  at  least  half  as  large  as  that  used  for  any 
proprietary  name.”  On  the  other  hand,  the 
regulation  would  require  the  established  name 
to  appear  “each  time”  the  protected  trademark 
or  brand  name  appears  in  an  advertisement  or  on 
a label. 

Established  names  of  drugs  usually  are  orig- 
inated by  manufacturers  in  cooperation  with  the 
U.S.  Pharmacopeia  and  the  American  Medical 
Association.  An  established  name  may  be  used 
by  any  producer  to  identify  the  active  or  thera- 
peutic ingredient  in  a drug  product.  In  con- 
trast, a protected  brand  name  may  be  used  only 
by  a single  producer  to  identify  himself  and  his 
product. 

The  plaintiffs  pointed  out  that  drugs  with  the 
same  established  name  may  differ  in  therapeutic 
effect  because  of  varying  inactive  ingredients 
and  manufacturing  methods. 

continued  on  page  2S96 
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(To  show  symbolically  how  glycopyrrolate  stops  the  burning  pain  of  peptic  ulcer,  our  photographer  set  fire  to  a section 
of  an  old  stump  and  photographed  it.  Then,  to  dramatize  healing,  he  patched  the  lesion  with  plastic  wood  and  photo- 
graphed the  solid  results.) 


Robinur 

brand  of 

glycopyrrolate,  1 mg.  per  tablet 

Robinul-PH 

glycopyrrolate,  1 mg.,  and  phenobarbital, 

V4  gr.  per  tablet/Warning:  may  be  habit  forming. 


Glycopyrrolate  establishes  a more  favorable  heal- 
ing environment  for  your  ulcer  patient.  It  reduces 
acid  volumei-4... elevates  and  maintains  gastric 
pHi. . . suppresses  hypermotility^.s  without  affect- 
ing gastric  emptying. 6 The  incidence  of  disturbing 
side  effects  with  glycopyrrolate  is  extremely  low^-s 
— proof  that  it  caters  to  your  patient’s  comfort. 

outstanding  clinical  results:  Clinical  results 
with  glycopyrrolate  have  been  outstanding.  In  795 
reported  cases  of  peptic  ulcer,  good  to  excellent 
results  were  achieved  in  83.1%,  or  661.  Posey 
sums  it  up  when  he  says,  “In  effect  with  glyco- 
pyrrolate, one  approaches  an  ideal  agent  for  the 
management  of  peptic  ulcer.  With  it  a vagolytic 
effect  may  be  obtained  without  interfering  with 
gastric  emptying  — the  medical  equivalent  to  va- 


gectomy  plus  an  adequate  drainage  procedure. "2 
We  invite  you  to  try  Robinul  (glycopyrrolate)  in 
your  practice  and  discover  firsthand  how  it  estab- 
lishes a more  favorable  healing  environment  to 
give  you  so/id  results  in  treating  peptic  ulcer. 

Side  Effects:  Dryness  of  mouth,  blurred  vision, 
urinary  difficulties,  and  constipation  are  seldom 
troublesome  and  may  generally  be  controlled  by 
reduction  of  dosage.  Other  unwanted  effects  such 
as  skin  rashes  have  been  reported  rarely. 

Precautions:  Administer  with  care  to  patients  with 
incipient  glaucoma. 

Contraindicated:  In  acute  glaucoma,  prostatic  hy- 
pertrophy, and  in  the  presence  of  urinary  bladder 
neck  obstruction  or  pyloric  obstruction  or  stenosis 
with  significant  gastric  retention. 

Robinul-PH  is  contraindicated  in  patients  sensitive 
to  phenobarbital  or  with  advanced  hepatic  or  renal 
disease. 

references:  l.Sun,  D.  C.  H.;  Ann.  New  York  Acad.  Sc.  99:153, 
Feb.,  1962.  2.  Posey,  E.  L.,  Jr.:  Am.  J.  Digest  Dis.  7:863, 
Oct.,  1962.  3.  Slanger,  A.:  Journal  of  New  Drugs  2:215, 
July-Aug.,  1962.  4.  Kasich,  A.  M.,  and  Fein,  H.  D.:  Am. 
J.  Gastroenterology  39:1,  Jan.,  1963.  5.  Breidenbach,  W.  C.; 
Invest.  Clin.  Report,  March,  1961.  6.  Young,  R.,  and  Sun, 
D.  C.  H.:  Ann.  New  York  Acad.  Sc.  99:174,  Feb.,  1962. 
7.  Epstein,  J.  H.:  Am.  J.  Gastroenterology  37:295,  March, 
1962.  8.  Orchow,  H.  S.:  Clin.  Med.  9:1743,  Aug.,  1962. 
9.  Moeller,  H.  C.:  Ann.  New  York  Acad.  Sc.  99:158,  Feb.,  1962. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 
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The  plaintiffs  also  said  that  in  addition  to 
going  beyond  statutory  authority,  the  regula- 
tion requiring  repetition  of  the  established  name 
with  each  use  of  a protected  brand  name  on  a 


container  label,  in  a package  insert,  or  in  any 
advertising  to  physicians  would  be  confusing 
and  would  make  reading  more  difficult,  to  the 
detriment  of  doctors  and  ultimately  their 
patients. 


Medical  News 


American  Board  of  Obstetrics  and 
Gynecology 

The  next  scheduled  Part  I (written)  examina- 
tion of  the  American  Board  of  Obstetrics  and 
Gynecology  will  be  held  at  various  examining 
centers  in  the  United  States,  Canada,  and  mili- 
tary bases  outside  of  the  continental  United 
States  on  December  13  at  2 ; 00  p.m.  Candidates 
eligible  to  take  this  examination  will  be  notified 
on  or  about  November  1 where  to  appear  for 
examination. 

Beginning  in  1965,  the  Part  I examination 
(written)  will  be  conducted  in  July  at  designated 
centers  in  the  United  States  and  Canada.  Re- 
quirements, application,  procedure,  fees,  and 
so  forth  will  be  published  in  the  1964  Bulletin. 

Candidates  whose  residency  will  be  com- 
pleted on  or  before  June  30,  1965,  will  be  eligible 
to  make  application  to  take  the  examination  in 
July,  1965. 

The  1963  Bulletin  of  this  Board  is  now  avail- 
able, and  prospective  applicants  are  urged  to 
familiarize  themselves  with  the  current  rules 
before  making  application.  Bulletins  may  be 
obtained  from  Robert  L.  Faulkner,  M.D., 
Executive  Secretary  and  Treasurer,  American 
Board  of  Obstetrics  and  Gynecology,  2105  Adel- 
bert  Road,  Cleveland  6,  Ohio. 

Diplomates  are  asked  to  inform  the  Secretary 
of  any  change  in  address. 

Bowen-Brooks  scholarship 

In  the  current  year  the  New  York  Academy  of 
Medicine’s  committee  on  medical  education  will 
award  one  scholarship  grant  in  the  amount  of 
$5,600  for  the  academic  year  1964-1965. 

This  scholarship  was  established  by  the  donor 
to  provide  aid  for  advanced  study  abroad  in  a 
clinical  subject  in  preparation  for  the  practice  of 
medicine  or  surgery  in  any  of  their  branches. 

As  stipulated  by  the  donor  of  the  fund,  can- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


didates  must  be  male  interns  or  residents  in 
voluntary,  municipal,  or  Veterans  Administra- 
tion hospitals  in  New  York  City. 

The  course  of  study,  the  auspices  under  which 
it  is  to  be  taken,  and  the  place  or  places  where 
the  study  is  to  be  pursued  must  receive  the  ap- 
proval of  the  committee.  Applicants  are 
favored  who,  from  their  records,  show  them- 
selves capable  of  advanced  work  in  chnical  medi- 
cine. The  committee  stipulates  that  the  study 
be  pursued  abroad,  preferably  in  Great  Britain 
or  in  continental  Europe. 

Applications  for  this  scholarship  must  be  sub- 
mitted by  November  1.  Candidates  may  secure 
application  forms  by  addressing  Aims  C. 
McGuinness,  M.D.,  Executive  Secretary  for 
Medical  Education,  The  New  York  Academy  of 
Medicine,  2 East  103rd  Street,  New  York  29, 
New  York. 


American  Institute  for  Psychoanalysis 

The  American  Institute  for  Psychoanalysis 
will  offer  a five-session  orientation  course  in  the 
theory  and  practice  of  psychoanalysis.  The 
course  will  be  given  by  membersxjf  the  Institute 
faculty  at  the  Karen  Homey  Clinic  Building, 
329  East  62nd  Street,  New  York  City.  Two 
series  of  five  lectures  will  be  given  on  Tuesdays 
at  8:30  p.m.,  beginning  October  1,  1963,  and 
March  17, 1964. 

One  aspect  of  psychoanalytic  therapy  will  be 
discussed  each  evening.  Such  aspects  include 
the  conduct  of  the  initial  interview,  the  obtain- 
ing and  utilization  of  life  history  material, 
therapeutic  process,  the  dynamics  of  an  individ- 
ual session,  the  analytic  relationship,  and  the 
understanding  of  dreams.  Clinical  examples  will 
be  used  to  illustrate  fundamental  principles. 
Part  of  each  evening  will  be  devoted  to  questions 
and  discussion. 

Further  information  may  be  obtained  from 
Harold  Kelman,  M.D.,  American  Institute  for 
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EFFECTIVEISf 
CONFIRMED 
BY  COMPUTER 

T4cy 

(triacetyloleandomycin) 


NOW  FROM  66  HOSPITALS... 

NATIONWIDE  COMPARISON  OF  MICROBIAL 
SUSCEPTIBILITY  TO  5 LEADING  ANTIBIOTICS 

The  1963  antibiotics  survey  is  unprecedented  in  its  scope.  In  all,  susceptibility  results  of 
9,331  cultures  were  collected  from  66  hospitals  in  26  states.  The  bacteria  studied  were 
isolated  from  overt  clinical  infections,  and  tested  by  the  disc  sensitivity  method  for 
susceptibility  to  five  widely-used  antibiotics. 

Each  participating  hospital  laboratory  reported  the  over-all  susceptibility  of  all  bacteria 
studied  each  week.  The  data  thus  collected  were  then  compared  and  analyzed  by  elec- 
tronic data  processing  equipment. 

The  m vitro  findings  indicate  the  over-all  superiority  of  TAO  (triacetyloleandomycin) 
over  four  leading  antibiotics  against  Staphylococcus  aureus  (coagulase  positive).  Strep- 
tococcus pyogenes  (beta-hemolytic),  Diplococcus  pneumoniae  and  Streptococcus  pyo- 
genes Group  D (enterococcus).  These  1963  data  broaden  and  confirm  the  1962  study 
of  9,872  cultures  in  this  continuing  hospital  survey  of  antibiotics^.  ^ 


NOW  FROM  66  HOSPITALS . . . 


/VJlMf 

RESULTS  FROM.1963 


NATION- 


100% 


30  — 
20  — 


,^OVER-ALL  RESULTS 

; Percentage  of  cultures  reported  susceptible 
< to  9,331  clinical  isolates  of  staphylococci, 
streptococci  (beta-hemolytic),  pneumococci 
! and  enterococci. 


SUSCEPTIBILITY  RESULTS  BY  ORGANISM 


Staphylococcus 

Streptococcus 

Pneumococcus 

Enterococcus 

(coagulase  positive) 

(/S-hemolytic) 

TAO 

(5440) 

(1519) 

(1130) 

(1242) 

(triacetyloleandomycin) 

88.0% 

95.2% 

97.1% 

63.9% 

Erythromycin 

68.9% 

96.7% 

96.7% 

68.5% 

Tetracycline 

50.9% 

79.9% 

92.9% 

36.6% 

Chloramphenicol 

82.2% 

94.2% 

96.8% 

72.3% 

Penicillin 

27.0% 

94.9% 

96.8% 

45.0% 

(figures  in  parentheses  indicate  total  number  of  cultures) 


WIDE  SURVEY  OF  ANTIBIOTICS 


Staphylococcal  Susceptibility.  Through  the  use 
of  electronic  data  processing  equipment,  the  1963 
antibiotics  survey  reveals  other  important  data  on 
relative  antibiotic  effectiveness.  One  example  of  this 
is  the  number  and  percentage  of  staphylococcal  cul- 
tures susceptible  to  none  of  the  antibiotics  studied, 
to  one  antibiotic  only,  and  to  all  five  antibiotics. 
Significantly,  only  3.7%  of  staphylococcal  cultures 
were  resistant  to  all  five  of  these  frequently-pre- 
scribed antibiotics.  About  21%  of  all  staphylococci 
cultures  were  susceptible  to  all  five  antibiotics. 

THE  FOLLOWING  CHART  SHOWS  THE  DATA  COM- 
PILED WHEN  ONLY  ONE  ANTIBIOTIC  COULD  CONTROL 
THE  STAPHYLOCOCCI.  AS  SHOWN,  THE  CHART  INDI- 
CATES  HIGHEST  LIKELIHOOD  OF  SUCCESS  WITH  TRI- 
ACETYLOLEANDOMYCIN  AND  CHLORAMPHENICOL,  IN 
THAT  ORDER. 


Confirmed  Clinically.  This  massive  in  vitro  data 
further  supports  clinical  findings.  As  an  example, 
Shubin®  found  that  of  129  patients  with  upper  or 
lower  respiratory  infections  treated  with  TAO  (tri- 
acetyloleandomycin),  120  had  a good  response.  A 
“good”  response  generally  showed  “reduction  in 
temperature  and  toxicity  within  48  hours  after  initia- 
tion of  therapy,  with  subsequent  clinical  and  bac- 
teriological cure  of  infection.”® 

i 

References:  1.  Isenberg,  Henry  D.,  Ph.D.:  “Nationwide  Compar-  | 
ison  of  Microbial  Susceptibility  with  Standardized  Discs.”  Scientific 
Exhibit  presented  at  the  meeting  of  the  American  Medical  Association, 
Atlantic  City,  N.  J.,  June  16-20,  1963.  2.  Fowler,  J.  Ralph,  Watters, 
John  L.  and  Levy,  Arthur  M.;  Bacterial  Susceptibility  Patterns  as 
Related  to  Geographic  Variation  and  Anatomical  Source,  Clinical 
Medicine,  70:547  (Mar.)  1963.  3.  Shubin,  H.  et  al:  Further  Clinical 
Studies  with  Triacetyloleandomycin,  Antibiotic  Med.  and  Clin.  Ther., 
6:156  (Mar.)  1959. 


Number  and  percentage  of  cultures  susceptible 

Number  of  anti- 
biotics effective 

Chloramphenicol 

1 Erythromycin 

Penicillin 

1 V- 

Tetracycline 

Triacetyl- 

oleandomycin 

One 

246 

i 14 

1 

11 

! 15 

327 

(4.5%) 

1 

CM 

O 

i 

i 

(0.2%) 

; (0.3%)  i; 

(6.0%) 

TAO 

(triacetyloleandomycin) 
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New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


indications:  The  bacterial  spectrum  for  which  TAO  (triacetyloleandomy- 
cin)  primarily  is  effective  includes  staphylococci,  streptococci,  pneumo- 
cocci and  gonococci.  It  is  recommended  for  acute,severe  infections  where 
adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  anti- 
biotic. It  has  been  shown  to  be  particularly  effective  in  acute,  severe  infec- 
tions of  the  respiratory  tract,  hones  and  joints,  genitourinary  tract  and  in 
staphylococcal  enterocolitis.  It  is  not  recommended  for  prophylaxis  or  in 
the  management  of  infectious  processes  which  may  require  more  than  10 
days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this 
drug,  when  therapy  beyond  10  days  proves  necessary,  other  less  toxic 
agents,  of  course,  should  be  used  unless  the  organism  is  resistant  to  those 
agents,  or  in  those  cases  where  hypersensitivity  precludes  their  use.  If 
clinical  judgment  dictates  continuation  of  therapy  for  longer  periods,  serial 
monitoring  of  liver  profile  is  recommended,  including  BSP,  transaminase 
(SCOT)  and  cephalin  flocculation  tests. 


precautions  and  side  effects:  Use  of  this  drug  may  produce  alterations  in 

liver  function  tests  and  jaundice.  Clinical  experience  available  thus  far  indi- 
cates that  these  liver  changes  were  reversible  following  discontinuation  of  the 
drug.  A review  of  studies  by  several  independent  investigators  and  reports 
from  practicing  physicians  indicate  that  liver  function  abnormalities  may 
occur  in  a significant  number  of  patients  following  two  weeks  or  more  of 
continuous  therapy  with  triacetyloleandomycin  at  1.0  gram  per  day  in 
divided  doses.  Clinical  symptomatology,  including  jaundice,  has  been  ob- 
served infrequently  in  these  individuals.  The  drug  is  not  recommended  for 
subjects  who  have  shown  abnormal  liver  function  tests  or  hepatotoxic  re- 
actions to  it.  Based  on  the  use  of  this  drug  over  a period  exceeding  5 years, 
the  incidence  of  jaundice  considering  all  reports  referable  to  this  effect  is 
6.3  per  million  courses  of  therapy.  When  only  those  which  definitely  c^ 
be  rel^ted4o_tl^  drug  are  equated  to  usage,  the  incidence  is  1.8  per  millijoriv 
coiirses  of  treatment.  — - 

Although  reactions  of  an  allergic  nature  due  to  this  drug  ai  leot 

ajid  seldom  severe,  those  of  the  anaphylactoid  lyiS^ave  on 

?are  occasions.  | V ) 


AVAILABiE  AS: 

Capsules  (250  mg.;  125  mg.) 
Ready-Mixed  Oral  Suspension 
(raspberry-flavored,  125  mg./5  cc.) 
Pediatric  Drops  (100  mg./cc.) 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain... not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical 
problem— but  it  does  hurt.  And  if  there  is 
housework  to  do  and  kids  to  mind,  the  patient 
needs  something  to  numb  the  pain. 

2.  A.P.C.  compounds  have  limited  usefulness; 
and  the  patient  can  buy  them  without  your 
prescription.  Unfortunately,  most  of  them  are 
too  mild  to  be  effective  for  sprains— and  more 
potent  products  too  often  make  the  patient 
feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases. 
Since  it  contains  both  ‘Soma’  (carisoprodol) 
and  acetophenetidin  it  is  both  a potent  anal- 
gesic and  a superior  muscle  relaxant;  it  also 
contains  caffeine  to  offset  any  drowsiness 
("numbs  the  pain . . . not  the  patient’’). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is 
1 or  2 tablets  q.i.d.  For  more  severe  pain,  try 
‘Soma’  Compound + Codeine.  Dosage:  1 or  2 
tablets  q.i.d. 

5,  Hypersensitivity  to  carisoprodol  may  occur 
rarely.  Codeine  may  produce  addiction, 
nausea,  vomiting,  constipation  or  miosis. 


SonufCompound  ^ 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SomaCompound+Codeine  j 

carisoprodol  200  mg.,acetophenefidin  160  mg.,caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.)' 

\^/®WALLACE  LABORATORIES ^Cranbury.N.J. 
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Psychoanalysis,  329  East  62nd  Street,  New 
York  21,  New  York. 


Lecture  on  plantar  warts 

A discussion  of  the  diagnosis  and  management 
of  plantar  warts  will  be  presented  by  Royal 
Mortimer  Montgomery,  M.D.,  director  of  the 
Department  of  Dermatology  at  The  Roosevelt 
Hospital,  New  York  City,  on  November  1 from 
10:00  to  11:30  a.m.  in  the  “E”  Building  audi- 
torium of  Kings  County  Hospital,  451  Clarkson 
Avenue,  Brooklyn  3,  New  York. 

The  lecture  will  be  held  under  the  auspices  of 
the  Division  of  Dermatology  of  the  Department 
of  Medicine,  State  University  of  New  York, 
Downstate  Medical  Center. 


Suicide  prevention  service 

A suicide  prevention  telephone  service  for 
use  twenty-four  hours  a day  to  help  individuals 
in  the  general  public  who  may  have  suicidal  im- 
pulses has  been  announced  by  Ray  E.  Trussell, 
M.D.,  commissioner  of  hospitals  of  The  City  of 
New  York  Department  of  Hospitals. 

This  pilot  project  will  be  instituted  at  Kings 
County  Psychiatric  Hospital  as  an  extension  of 
its  emergency  psychiatric  treatment  service. 
Any  person  in  Brooklyn  needing  such  help  may 
call  INgersoll  2-3322,  a telephone  number  ex- 
clusively for  this  purpose.  A psychiatrist  will  be 
available  at  all  times  to  respond  to  callers  seek- 
ing aid. 

According  to  Arthur  Zitrin,  M.D.,  director  of 
psychiatry  for  the  Department  of  Hospitals, 
emergency  psychiatric  treatment  units  are  now 
in  operation  at  the  following  municipal  hospi- 
tals: Bellevue  Hospital  Center,  Psychiatric 

Division,  New  York  City;  Bronx  Municipal 
Hospital  Center,  Abraham  Jacobi  Psychiatric 
Division,  The  Bronx;  City  Hospital  at  Elm- 
hurst, Psychiatric  Division,  Elmhurst;  Kings 
County  Hospital  Center  Emergency  Treatment 
Service,  Psychiatric  Division,  Brooklyn;  and 
Metropolitan  Hospital  Center,  Psychiatric  Divi- 
sion, New  York  City. 

Similar  services  are  planned  for  Harlem 
Hospital,  New  York  City,  and  Lincoln  Hospital, 
The  Bronx. 

The  emergency  psychiatric  units  offer  to  the 
medically  indigent  immediate  help  and  counsel 
in  urgent  situations.  Short-term  therapy  is 
often  provided  to  tide  patients  over  crises  which 
would  otherwise  necessitate  hospitalization. 


Impairment  guide  available 

Guides  to  the  Evaluation  of  Permanent  Im- 
pairment— The  Central  Nervous  System,  are  now 
available  on  request  from  the  Committee  on 
Medical  Rating  of  Physical  Impairment,  535 
North  Dearborn  Street,  Chicago,  Illinois  60610. 

This  is  the  fifth  in  the  series  of  Guides  to  the 


Evaluation  of  Permanent  Impairment  developed 
by  the  Committee  on  Medical  Rating  of  Physi- 
cal Impairment  and  authorized  for  publication 
by  the  American  Medical  Association  Board  of 
Trustees.  It  is  designed  primarily  for  use  by 
physicians  but  is  of  interest  and  use  to  all  con- 
cerned with  the  medical,  administrative,  or 
judicial  aspects  of  programs  for  the  disabled. 

The  other  published  guides  in  the  series  deal 
with  the  extremities  and  back,  the  visual  sys- 
tem, the  cardiovascular  system,  and  ear,  nose, 
throat,  and  related  structures. 


Mental  health  services  guide 

A thirty-two-page  booklet.  Guide  to  Mental 
Health  Services  for  New  York  City  Residents,  is 
now  available  for  general  distribution. 

The  publication,  offered  by  the  New  York 
City  Community  Mental  Health  Board,  lists  the 
name,  address,  telephone  number,  and  other  ap- 
propriate information  of  342  governmental, 
voluntary,  and  private  psychiatric  facilities  and 
organizations  serving  the  residents  of  New  York 
City.  It  includes  the  listing  of  psychiatric  emer- 
gency services,  facilities  serving  alcoholic  per- 
sons, facilities  serving  narcotic  addicts,  resi- 
dential treatment  centers  for  children,  special 
schools,  and  voluntary  aftercare  and  rehabilita- 
tion services. 

Single  copies  of  the  Guide  are  available  by 
writing  to  the  Community  Mental  Health 
Board,  93  Worth  Street,  New  York  13,  New 
York.  Forty-thousand  copies  are  available  for 
distribution,  and  mass  mailings  are  planned  to 
psychiatrists,  psychologists,  and  psychiatric 
social  workers,  in  cooperation  with  their  pro- 
fessional associations. 


Pediatric  postgraduate  program 

Maimonides  Hospital  will  present  a series  of 
lectures  on  pediatrics  on  October  15,  October 
29,  November  12,  and  November  19.  These 
will  be  held  at  10:00  a.m.  in  the  solarium  of  the 
Kronish  Pavilion  of  the  Hospital,  4802  Tenth 
Avenue,  Brooklyn. 

On  October  15,  Charles  Bauer,  M.D.,  clinical 
assistant  professor  of  pediatrics  at  Cornell  Uni- 
versity College  of  Medicine,  and  associate  at- 
tending pediatrician  at  New  York  Hospital,  will 
speak  on  “Prematurity  and  Respiratory  Dis- 
tress”; on  October  29  Joseph  Milgram,  M.D., 
director  of  orthopedics.  Hospital  for  Joint 
Diseases,  will  discuss  “Congenital  Dysplasia  and 
Dislocation  of  the  Infant’s  Hip”;  Harry  Bak- 
win,  M.D.,  professor  of  clinical  pediatrics.  New 
York  University  College  of  Medicine,  and  visit- 
ing physician,  Bellevue  Hospital,  will  speak  on 
“Some  Problems  of  the  Adolescent”  on  Novem- 
ber 12;  and  Edith  Lincoln,  M.D.,  adjunct  pro- 
fessor of  pediatrics.  New  York  University  School 
of  Medicine,  and  consulting  physician,  BeUevue 
Hospital,  will  discuss  “Treatment  of  Tuber- 
culosis in  Children”  on  November  19. 

continued  on  page  2904 
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The  turning  point  for  effective  cold  relief 

Coricidin® 


The  most  widely  used  ethical  cold  preparation  in  America. 

Each  CORICIDIN  Tablet  contains:  CHLOR-TRIMETON®  (chlorpheniramine)  Maleate,  2 mg.,  aspirin  0.23  Gm., 
phenacetin  0.16  Gm.,  caffeine  0.03  Gm.  Each  CORICIDIN  "D"  Tablet  contains  phenylephrine  10  mg.  in 
addition  to  the  above  ingredients.  CORICIDIN  Tablets,  brand  of  antihistaminic-antipyretic*anaigesic  compound. 
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Ophthalmology  postgraduate  course 

The  Department  of  Ophthalmology  of  the 
State  University  of  New  York  Upstate  Medical 
Center  at  Syracuse  will  present  its  fourteenth 
annual  postgraduate  course  in  ophthalmology  at 
the  Hotel  Syracuse  on  December  6 and  7. 

Henry  F.  AUen,  M.D.,  and  Donald  D.  David- 
son, M.D.,  Boston,  Massachusetts;  and  John 
S.  McGavic,  M.D.,  Bryn  Mawr,  Pennsylvania, 
will  be  the  lecturers. 

Tuition  is  $30,  payable  to  the  State  Univer- 
sity of  New  York  Upstate  Medical  Center  at 
Syracuse,  766  Irving  Avenue,  Syracuse,  New 
York,  13210.  This  fee  covers  tuition,  daily 
luncheons,  and  dinner  on  Friday  night.  The 
course  is  limited  to  70  members  who  will  be  ac- 
cepted in  the  order  in  which  applications,  ac- 
companied by  checks,  are  received. 

Inquiries  may  be  addressed  to  James  L. 
McGraw,  M.D.,  at  the  same  address. 

World  Medical  Assembly 

The  seventeenth  World  Medical  Assembly  is 
currently  being  held  at  the  Commodore  Hotel  in 
New  York  City.  The  session  opened  on  Octo- 
ber 13  and  will  continue  until  October  19. 

Edward  R.  Aimis,  M.D.,  president  of  the 
American  Medical  Association,  was  installed  at 
the  opening  plenary  session  as  president  of  the 
Assembly,  which  is  made  of  national  medical  as- 
sociations from  57  countries. 

The  local  organizing  committee  is  composed  of 
Howard  A.  Rusk,  M.D.,  protocol  officer;  Harry 
Bakwin,  M.D.,  chairman  of  the  hospitality  com- 
mittee; John  R.  Heller,  M.D.,  chairman  of  the 
scientific  program;  Milton  Helpern,  M.D.,  local 
arrangements  chairman;  and  Austin  Smith, 
M.D.,  finance  chairman. 

The  scientific  program  will  include  nine  lec- 
tures under  the  topic,  “Frontiers  of  Medicine.” 
Another  feature  of  the  meeting  will  be  a medical 
editors’  conference,  which  will  include  a presen- 
tation on  storage  and  retrieval  of  medical  in- 
formation. 


Vaccine  safe  for  allergic  children 


Many  children  previously  denied  immuniza- 
tion against  measles  because  of  an  allergy  to 
the  egg  protein  in  the  vaccine,  now  may  receive 
the  benefits  of  immunization  with  live  measles 
vaccine,  according  to  a study  reported  in  the 
August  24  Journal  of  the  American  Medical 
Association. 

Nine  children  allergic  to  egg  were  given  a 
highly  purified  measles  vaccine.  They  received 
the  vaccine  by  injection  and  were  also  injected 
with  modifying  gamma  globulin  according  to 
routine  procedure  used  in  previous  field  trials. 
No  immediate  or  delayed  reactions  occurred 


Pulmonary  diseases  conference 

A teaching  conference  for  practicing  physi- 
cians on  pulmonary  diseases  will  be  held  on 
October  30  from  9:30  a.m.  to  5:00  p.m.  at  State 
University  of  New  York,  Downstate  Medical 
Center,  450  Clarkson  Avenue,  Brooklyn. 

The  principle  topics  to  be  discussed  are 
“Clues  in  the  Diagnosis  of  Pulmonary  Diseases,” 
“Demonstration  of  Pulmonary  F unction  Testing 
for  Office,”  and  “Therapy  and  Management  of 
Chronic  Pulmonary  Diseases.” 

The  conference  is  being  presented  jointly  by 
the  American  Academy  of  General  Practice, 
Kings  County  Chapter;  the  Brooklyn  Tuber- 
culosis and  Health  Association;  and  the  Medical 
Society  of  the  County  of  Kings.  The  program 
has  been  accepted  for  six  hours  of  Category  1 
credit  by  the  American  Academy  of  General 
Practice. 

Interested  physicians  are  requested  to  make 
applications  to  the  Brooklyn  Tuberculosis  and 
Health  Association,  293  Schermerhom  Street, 
Brooklyn,  New  York  11217. 

Personalities 

Awarded.  Irving  J.  Farber,  M.D.,  Forest 
Hills,  the  Radie  Gnekow  annual  award  by  Hill- 
side Hospital  for  a paper  on  “Psychotherapy  of 
a Patient  with  Narcolepsy,”  judged  the  best 
article  published  during  1962  in  the  Journal  of 
the  Hillside  Hospital. 

Speakers.  James  A.  Rosen,  M.D.,  Chief, 
Department  of  Gynecology,  Trafalgar  Hospital, 
New  York  City,  before  the  quarterly  combined 
staff  meeting  and  clinical  presentation  of  the 
hospital  on  October  3,  on  “Carcinoma  of  the 
Uterus”  . . . Ray  E.  Trussell,  M.D.,  Commis- 
sioner of  Hospitals  of  The  City  of  New  York,  at 
the  dedication  of  the  new  medical  and  pediatric 
floors  of  Misericordia  Hospital  on  September 
5 . . . Jerome  Urban,  M.D.,  attending  surgeon. 
Memorial  Hospital,  New  York  City,  at  the  first 
fall  meeting  of  the  Black  River  Valley  Club, 
Watertown,  on  September  17,  on  “The  Manage- 
ment of  Carcinoma  of  the  Breast.” 


which  could  be  identified  as  allergic  in  nature. 

Previously,  the  investigators  said,  all  of  the 
patients  had  been  repeatedly  challenged  with 
whole  egg,  deliberately  and  inadvertently, 
and  each  time  had  experienced  “intense  re- 
actions.” None,  however,  had  ever  suffered 
an  acute  allergic  reaction  to  egg. 

The  uneventful  acceptance  of  the  measles 
vaccine  by  this  highly  allergic  group  suggests 
that  the  majority  of  egg-allergic  children  need 
not  be  deprived  of  protection  against  a disease 
of  such  prolonged  illness  and  potentially  grave 
complications  as  measles,  the  researchers  con- 
cluded. However,  until  more  information  is 
available,  they  caution  against  use  of  the 
vaccine  in  children  with  acute  allergic  reactions 
to  egg  protein. 
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greaseless  dehydrated  lotion  in  cake  form 


► 

it 


Clinically  tested^  in  112  patients  with 
acne  vulgaris  or  acne  rosacea, 
COSMEDICAKE  produced  results  that 
“were  cosmetically  and  therapeutically 
good  in  99.”  Skin  lesions  were 
effectively  controlled  and  masked. 
None  of  the  patients  experienced  any 
adverse  effects.' 

COSMEDICAKE  provides  adjunctive  treat- 
ment in  acne,  facial  seborrhea,  fol- 
liculitis, and  other  eruptions  of  cos- 
metic importance.  Its  con- 
venience and  elegance 
achieves  continued  coop- 
eration from  grateful 
patients.  Its  gentle,  astrin- 
gent, keratolytic  and  anti- 
septic agents*  help  dry 
up  excess  oiliness,  diminish 
pustules,  serve  to  elimi- 
nate comedones,  reduce 


pore  size  and  combat  skin  bacteria. 
COSMEDICAKE  is  available  in  easy-to- 
use  cake  form,  which  when  applied 
with  a damp  sponge  is  reconstituted 
as  a fast-drying  lotion.  There  is  no 
separation  ...  no  precipitation  ...  no 
uneven  application  or  concentration. 

The  patient  looks  better,  feels  more 
confident  as  COSMEDICAKE  helps  im- 
prove her  appearance  while  the  skin 
lesions  heal. 

*COSMEDICAKE  contains 
colloidal  sulfur,  benzal- 
konium  chloride,  salicylic 
acid  and  hexachlorophene 
in  a smooth,  greaseless 
base.  Supplied  in  four 
skin-matching  colors. 

• • • 

1.  Berger,  R.A.,  Clinical  Medicine, 
Sept.  1961. 


FOR  SAMPLES  AND 
COMPLETE  LITERATURE 
WRITE 

KAY  PREPARATIONS  COMPANY,  INC.  345  west  58  st..  n.y.  19.  n.y. 
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WORRY  FREE! 

SUGAR  FREE!  SALT  FREE! 
CARBOHYDRATE  FREE! 
PROTEIN  FREE!  FAT  FREE! 


IT’S  FUN  TO  KEEP  FIT 
WITH  NO-CAL! 

No-Cal  is  the  soft  drink  you  can  pre- 
scribe with  complete  confidence  — it’s 
America’s  first  and  most  famous  sugar- 
free  soft  drink. 

Sweetened  with  calcium  cyclamate, 
No-Cal  is  absolutely  non-fattening  and 
safe  for  diabetics  and  dieters. 

10  delicious  flavors  and  zesty  mixers, 
No-Cal  is  the  only  carbonated  beverage  to 
add  so  much  care-free  sparkle  to  Hmited 
regimens.  (You’ll 
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NOW  ALSO  IN  FUVORED  FORM! 


ONE-HALF  FL.  PT. 


HALEY’S 


FLAVORED 


for  TRIPLE  ACTION  relief 

ANTACID 

laxative 

lubricant 

IMUISION  Of  PHIILIFS'  MILK  Of  MACNtS'* 


Antacid  - Laxative  - Lubricant 
to  help  correct  constipation 

Magnesium  Hydroxide  plus  pure  mineral  oil  make 
Haley’s  M-0  a smooth  working  antacid-laxative-lubri- 
cant that  efficaciously  relieves  constipation  and  at- 
tendant gastric  hyperacidity. 

The  oil  globules  in  Haley’s  M-0  are  minutely  sub- 
divided to  assure  uniform  distribution  and  thorough 
mixture  with  intestinal  contents.  Oil  leakage  is  thus 
avoided  and  a comfortable  evacuation  is  effected 
through  the  stimulation  of  normal  intestinal  rhythm 
and  blunted  defecation  reflex. 

May  ice  send  samples  for  your  evaluation?  Just  write: 

THE  CHAS.  H.  PHILLIPS  CO.  Dept.  Wl.  Box  280 

Division  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18,  N.  Y. 
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Many  of  the  ^^serial  titles  most  in  demand”  from  its 
current  collection,  according  to  a recent  report  of 
the  National  Library  of  Medicine,  come  from  the 
NEW  YORK  STATE  JOURNAL  OF  MEDICINE. 


Such  value  must  be  v/arranted. 

Can  we  supply  the  demand?  Yes.  To  you  and  your  friends. 

You’re  not  limited  to  a single  gift  subscription.  You  can,  as  a matter 
of  fact,  make  use  of  this  offer  to  give  two  or  three  old  school  friends  a 
chance  to  read  your  Journal — no  matter  where  they  are. 


Gift  subscriptions  are:  $5.00  for  the  first  year,  $7.50  thereafter 

P.S.  If  you  don’t  happen  to  be  one  of  our  fortunate  members,  you  can 
also  treat  yourself  to  the  same  special  introductory  subscription  rate. 
Mail  your  order  to:  New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  1 7,  N.  Y. 


PLEASE  SEND  A SPECIAL-RATE  INTRODUCTORY  SUBSCRIPTION  TO: 

Name 


Address 


City  & State. 


Name 

Address 

City  & State 

I I Enclosed  is  $5.00  for  the  first  year  (Regularly  $7.50) 

[~|  Enclosed  is  $1 8.00  for  the  first  three  years  (Regularly  $22.50) 

I I Plus  $1.50  for  foreign  addressee. 
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BARBA-NIACIN  provides  prompt  and  effective  relief  without 
the  hazards  of  phenobarbital  hypersensitiveness.*  This  safer 
and  better  sedative  is  indicated  for  all  the  uses  of  pheno- 
barbital. 


Tranquility  restored,  the  path  to  recovery  is  opened  up  in 
many  diseases.  For  example,  the  prognosis  may  be  improved 
in  angina  pectoris,  peptic  ulcer,  renal  or  gallstone  colic. 

BARBA-NIACIN  tablets  contain  phenobarbital  Vi  gr.  and 
niacin  14  gr.  The  side  effects  of  phenobarbital,  due  to  hyper- 
sensitiveness, are  avoided  by  combination  with  niacin.*  The 
recommended  adult  dose  is  1 tablet  up  to  4 times  a day. 


For  insomnia,  a single  dose  of  BARBA-NIACIN  FORTE 
(phenobarbital  114  gr.  and  niacin  % gr.)  should  be  taken  on 

retiring.  Supplied  in  bottles  of  100  scored  tablets. 


BARBA-NIACIN 


Phenobarbital Vi  gr. 

Niacin 14  gr. 


Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the  side 
effects  due  to  hypersensitiveness.  Like 
phenobarbital,  it  is  contraindicated  for  drug 
addicts  or  patients  with  impaired  renal  or 
hepatic  elimination. 


Chemical  Company 
St.  Louis  8,  Mo. 


*Feinblatt,  T.  M.,  and  Ferguson, 
E.  A.,  Jr.,  Phenobarbital  idio- 
syncrasy, avoidance  by  use  of 
phenobarbital-niacin.  New  York 
State  J.  Med.  62:221-3,  1962. 
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I COLE  CHEMICAL  COMPANY  , 
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I St.  Louis,  Missouri  63108  ' 

j Gentlemen:  Please  send  me  clinical  sample,  reprint  and  * 

I professional  literature.  . 
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when 

vitamin  D was 
missing... 


. . . they  turned  to  milk.  In  1919  Mellanby  found 
that  rickets  could  be  prevented  by  feeding  small 
amounts  of  butterfat  or  cod  liver  oil.  The  active 
ingredient  was  later  identified  as  vitamin  D. 

In  contrast  to  earlier  times,  rickets  is  now 
rarely  seen  in  the  United  States.  The  use  of  milk 
fortified  with  vitamin  D has  virtually  assured  an 
adequate  intake  of  all  the  major  factors  required 
for  proper  nutrition  of  the  bones  . . . calcium, 
phosphorus  and  vitamin  D.  Milk  is  the  only  food 


which  is  approved  for  vitamin  D fortification. 

Besides  its  role  in  calcium  absorption,  vitamin 
D appears  to  be  needed  for  the  formation  of  bone 
salts  and  the  regulation  of  phosphorus  excretion. 
The  most  critical  periods  of  life  with  respect  to 
vitamin  D nutrition  occur  during  growth,  preg- 
nancy and  lactation. 

As  they  have  in  the  past,  milk  and  other  dairy 
foods  will  continue  to  play  a vital  role  in  the 
nutritional  welfare  of  our  people. 


The  nutrkional  statements  made  in  this  advertisement  have  been  reviewed  by  the  Council  on  Foods  and  Nutrition  of  the  American 
Medical  Association  and  found  consistent  with  current  authoritative  medical  opinion. 


Since  1915 . ..promoting  better  health  through  nutrition  research  and  education 

NATIONAL  DAIRY  COUNCIL 

Greater  New  York  Program  • a non-profit  organization 
202  EAST  44TH  STREET  • NEW  YORK  !7,  NEW  YORK 


AVAILAHLE  ON  REQUEST:  Reprints  of  this  series  of  messages  on  "milestones  in  nutrition” 
and  "CALCIUM  in  nutrition"  booklet 
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to  bring 
her  back  \ 
into  I 
balance 


after 

menstrual 

irregularity 


an  orally  active  progestogen -estrogen  combination 

Duosterone 

Ethisterone  . . . 10.00  mg.  Ethinyl  estradiol  . . . 0.01  mg.  per  tablet 


Supplementing  and  supporting  ovarian  function, 
Duosterone  can  help  release  your  patients  from 
the  anxiety,  discomfort  and  inconvenience  of 
functional  amenorrhea,  dysmenorrhea,  and 
dysfunctional  uterine  bleedingT 
Periodic  progestational  treatment  with 
Duosterone  aims  at  restoring  the  normal  hor- 
monal pattern  of  the  secretory  phase  of  the 
menstrual  cycle,  providing  an  orally  active  pro- 
gestogen with  an  estrogen  to  prime  the  endome- 
trium for  adequate  progestational  response. 

Dosage:  Functional  amenorrhea,  5 tablets  daily 
for  5 days.  Dysmenorrhea,  1 to  2 tablets  daily 
during  the  second  half  of  the  menstrual  cycle, 
except  for  the  final  two  days.  Dysfunctional 
uterine  bleeding,  5 to  7 tablets  daily  for  5 days; 
in  mild  cases,  reduce  dose  1 tablet  each  day. 


Side  Effects:  Ethinyl  estradiol  may  occasionally 
cause  headache,  diarrhea,  engorgement  and 
tenderness  of  the  breasts,  nausea,  vomiting, 
cramping,  or  skin  rash.  These  side  effects  usu- 
ally fade  as  the  patient  adjusts  to  the  estrogen. 

Cautions  and  Contraindications:  Duosterone  is 
contraindicated  in  carcinoma  of  the  breast  and 
reproductive  organs  and  should  be  used  with 
caution  in  cases  of  known  liver  impairment. 

Supplied:  Bottles  of  25  and  100  tablets. 

(Roussel) 


Roussel  Corporation 

155  East  44th  Street,  New  York  17,  N.Y. 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Orders  are  now  being 
taken  for  the  1963-64  edi- 
tion. Write:  Directory 
Department,  Medical  So- 
ciety of  the  State  of  New 
York,  750  Third  Are., 
New  York  17,  N.Y. 
$20.00  a copy  plus  4% 
sales  tax  for  N.  Y.  C.  de- 
livery. Society  members, 
who  have  paid  their  1963 
dues,  will  receive  the  Di- 
rectory as  part  of  their 
membership  — without 
charge. 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 


2912 


Under  fhe  generic  name 

for  lower  costs  to  your  patients 

Meprobamate  Tablets 

400  mg.  U.S.P. 

Quality  controlled  by  West- ward 

Literature  available  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

NYS  10-15 


in  very  special  cases 
a very  superior  brandy... 
specify 


84  Proof  I Schieffelin  & Co..  N.  Y. 


assures  the  finest  quality 


Investment 

Advisory 

Service 

Providing  portfolio  super' 
vision  for  both  individual 
and  institutional  investors. 

Direct  inquiries  to 
Investment  Advisory 
Department 

CARL  M.  LOEB, 
RHOADES  8c  CO. 

Members  New  York  Stock  Exchange 
42  WALL  STREET,  N.  Y.  5 
375  Park  Avenue,  N.  Y.  22 
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RECOGNIZE 
THIS  PATIENT? 


I don't  sleep  well...  I dream  a lot... 
wake  up  tired  and  irritable.  I don't  have 
any  appetite  . . . I’ll  never  be  cured. 
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When  you  recognize  signs  of  depression  and 
anxiety  and  associate  them  with  an  organic 
condition— add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  'DeproT  should  be  considered 
for  control  of  the  associated  depression  and  anxiety: 

Cancer  ■ Cardiovascular  disorders  ■ Arthritis  ■ Menopause  ■ Alcoholism 
■ Obesity  ■ Asthma,  hay  fever  and  related  allergies  ■ Chronic  infectious 
diseases  ■ Pregnancy  and  post  partum  ■ Dermatoses  ■ G.l.  disorders, 
and  many  other  organic  disturbances. 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  'Deprol'. 

Typical  situations  in  which  'DeproT  is  indicated: 

Fear  of  cancer  or  other  life-threatening  disease  ■ Pre-  and  post-operative 
fears  ■ Marital  problems  ■ Death  of  a loved  one  ■ Loss  of  work  ■ Retirement 
problems  ■ Financial  worries,  and  many  other  stressful  situations. 


BRIEF  SUMMARY:  Indications:  Depression,  especially  when  accompanied  by  anxiety,  tension,  agitation, 
rumination  or  insomnia.  Side  Effects:  Slight  drowsiness  and,  rarely,  allergic  reactions,  due  to  meprobamate, 
and  occasional  dizziness  or  feeling  of  depersonalization  in  higher  dosage,  due  to  benactyzine,  may  occur. 
Meprobamate  may  ihcrease  effects  of  excessive  alcohol.  Use  with  care  in  patients  with  suicidal  tendencies. 
Consider  possibility  of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction.  With- 
draw gradually  after  prolonged  use  at  high  dosage.  Complete  product  information  available  to  physicians 
on  request. 

USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  increased  gradually,  as  needed,  to  3 tablets  q.i.d.;  with  estab- 
lishment of  relief,  may  be  reduced  gradually  to  maintenance  levels. 

SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 


meprobamate  400  mg. -F  benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES  / Cranbury,  N.J. 
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It  is  unlawful 
to  duplicate 
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This  is  the  key  that  opens  the  box  that 
contains  the  labels.  Only  authorized  super- 
visory personnel  have  the  key  to  transfer 
labels  from  the  "lockup  box”  to  the  label- 
ing machine.  ■ These  responsible  Lilly 
employees  regard  labels  as  serious  business. 
To  make  certain  that  the  right  label  ap- 
pears on  each  container,  all  labels  are  kept 
under  lock  and  key  until  needed  on  the 
finishing  line.  Only  the  quantity  needed 


to  finish  the  lot  is  dispensed.  When  trans- 
ferred to  the  finishing  belt,  the  appropriate 
number  of  labels  is  placed  in  the  labeling 
machine.  Excess  labels  are  put  in  the 
lockup  box  until  needed.  At  night,  the 
supervisor  returns  unused  labels  to  the 
box  lest  some  get  lost  or  misplaced.  ■ This 
is  just  one  more  precaution  in  an  endless 
list  of  rules  that  contribute  immeasurably 
to  the  quality  of  the  finished  product,  j 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


The  F.D.A.’s  new  teeth 


In  a recent  address  to  the  Pharmaceutical 
Manufacturers’  Association,  Frances  D. 
Kelsey,  M.D.,  Chief  of  the  Investigational 
Branch  for  New  Drugs  of  the  Federal  Drug 
Administration,  ranged  over  a wide  field  of 
questions  which  have  been  raised  regarding 
the  function  of  her  department. 

It  is  significant  that  the  crux  of  what  Dr. 
Kelsey  had  to  say  was  that  the  new  regula- 
tions “wiU  require  aU  firms  to  meet  the 
standards  recognized  as  proper  by  both  the 
medical-scientific  community  and  the  more 
progressive  manufacturers.”  It  is  reas- 
suring to  both  the  manufacturer  and  the 
prescriber  of  drugs  to  know  that  the  manu- 
facturers with  the  highest  standards  will  set 
the  pace. 

In  speaking  of  fears  that  new  regulations 
will  result  in  the  marketing  of  fewer  new 
drugs.  Dr.  Kelsey  had  this  to  say:  “Cer- 
tainly, new  drugs,  whether  or  not  certifiable, 
wiU  have  to  undergo  rigorous  evaluation 
but  no  more  rigorous  than  they  should  have 
undergone  in  the  absence  of  any  Federal 
law.  The  new  law  will  require  all  firms  to 
meet  the  standards  recognized  as  proper  by 
both  the  medical-scientific  community  and 
the  more  progressive  manufacturers.  There 
is  no  excuse  for  therapeutic  adventurism  or 
exploitation.  While  the  unorthodox  or  un- 
conventional approach  should  not  be  dis- 
couraged, we  should  not  hesitate  to  take  a 
firm  though  fair  stand  regarding  those  claims 
for  safety  and  effectiveness  based  on  pseudo- 
scientific concepts  and  inadequately  exe- 
cuted or  controlled  experimentation.” 

In  regard  to  pharmacologic  serendipity 
Dr.  Kelsey  spoke  as  follows: 

“Many  inquiries  have  been  made  concern- 
ing the  procedures  to  be  followed  in  the 
use  of  drugs  purely  for  investigational 
purposes,  with  no  apparent  clinical  apphca- 
tion.  Such  studies  would  include  drugs 
used  to  elucidate  mechanisms  of  intermedi- 


ary metabolism  and  possibly  such  substances 
as  LSD-25  or  psilocybin,  used  to  explore 
mental  processes  rather  than  to  alleviate 
any  mental  disease.  Such  substances,  of 
course,  fall  under  the  definition  of  a drug, 
i.e.,  they  are  ‘articles  (other  than  foods) 
intended  to  affect  the  structure  or  any  func- 
tion of  the  body  of  man  or  animals.’  While 
such  compoimds  are  more  often  used  in 
healthy  volunteers  than  patients,  ad- 
mittedly, when  patients  are  involved,  such 
experiments  may  not  be  undertaken  for  the 
patient’s  direct  advantage.  However,  we 
are  aware  that  such  experiments  are  not 
undertaken  for  idle  curiosity  but  with  the 
hope  that  the  information  so  gained  may 
ultimately  contribute  to  the  improvement  of 
human  welfare  by  adding  to  the  sum  knowl- 
edge of  the  functioning  of  the  human  body 
in  health  or  disease. 

“The  role  of  the  Food  and  Drug  Admin- 
istration in  such  situations  would  be  to  en- 
sure that  adequate  quality  control  had  been 
exercised  over  the  drug  in  question,  that  the 
individuals  engaged  in  its  investigational  use 
were  adequately  qualified  and  had  ade- 
quate facilities  to  undertake  the  work,  and 
that  the  information  gained  from  such  stud- 
ies could  be  more  readily  assessed  should 
the  occasion  arise.  It  is  felt  that  new  drug 
applications  for  a number  of  such  compounds 
may  ultimately  be  approved  as  sufficient 
information  is  available  and  labeling  is  pre- 
pared covering  their  safe  use  as  research 
tools.  In  the  interim,  however,  we  beheve 
that  the  paper  work  required  of  the  sponsor 
of  such  products  by  the  new  law  and  the 
regulations  is  not  unreasonable.” 

In  weighing  these  remarks  one  gains  the 
impression  that  the  branch  of  the  F.D.A. 
charged  with  responsibility  for  the  investiga- 
tion of  new  drugs  will  operate  sensibly  and 
constructively  within  the  mandate  of  the  law 
to  ensure  the  optimum  safety  of  new  drugs. 
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Practicality  of  research 

The  herpes  simplex  virus  which  causes 
herpetic  keratitis  belongs  to  the  desoxyribo- 
nucleic acid  group.  When  this  virus  pene- 
trates a cell,  the  cell’s  DNA  content  increases 
sharply.  During  the  course  of  screening  of 
anticancer  chemical  compounds,  one  was 
found  that  inhibits  the  formation  of  DNA. 
This  compound,  5-iodo-2 '-deoxy uridine  was 
applied  by  Herbert  E.  Kaufinan,  M.D., 
to  the  lesions  of  herpetic  keratitis,  both  in 
experimental  animals  and  then  in  human 
beings,  on  the  theory  that  depriving  the 
virus  of  DNA  would  inhibit  its  growth. 
The  results  were  promising  enough  to  en- 
courage a manufacturer  to  go  through  the 


Science  and  the  legislators 

Writing  in  a recent  issue  of  Science,  the 
journal  of  the  American  Association  for  the 
Advancement  of  Science,  editor  Phihp  H. 
Abelson  called  attention  to  the  ever-in- 
creasing  legislative  activity  in  the  field  of 
science.  Brought  about  in  some  part  be- 
cause of  the  substantial  financial  support 
that  government  gives  to  science  and  tech- 
nology— Federal,  state,  and  local  govern- 
ments now  contribute  about  two  thirds  of 
the  total  cost — and  by  concern  for  the  public 
interest,  the  lawmakers  sinking  in  a sea  of 
I science  thrash  about  in  all  directions. 

I Dr.  Abelson  points  out  that  the  executive 
I branch  has  good  scientific  guidance  from  the 
I Bureau  of  the  Budget  and  Jerome  Wiesner’s 
i office,  but  the  Congress  has  no  independent 
\ source  of  advice.  He  suggests  that  a 


long  and  careful  testing  program  required 
for  safety  by  the  Food  and  Drug  Administra- 
tion. 

AH  requirements  have  been  met,  and 
the  manufactmer.  Smith,  Kline  & French 
Laboratories,  will  market  the  compound 
under  the  trade  name  of  Stoxil. 

Ulceration  of  the  cornea  caused  by  herpes 
simplex  virus  leads  all  other  corneal  dis- 
eases, which  lead  to  blindness.  Treatment 
by  cauterization  is  unpleasant  and  pain- 
ful. Results  with  the  use  of  this  local  ap- 
plication give  promise  of  a simpler,  better 
method  of  treatment.  This  is  the  ultimate 
objective. 


special  group  of  scientific  counselors  be  made 
available  to  the  Congress  to  supplement 
advisers  drawn  from  government  service. 
These  counselors  could  be  nominated  by  the 
National  Academy  of  Sciences  on  request  of 
Congress  and  could  serve  for  short,  intensive 
periods,  while  continuing  their  independent 
work.  Such  an  authoritative  and  depend- 
able group  ready  to  the  hand  of  Congress 
could  vastly  improve  the  quality  of  science 
legislation. 

Legislators  are,  for  the  most  part,  legally, 
not  scientifically,  trained  and  need  expert 
help  in  threading  their  way  through  the  com- 
plexities of  nuclear  physics  and  genetics, 
to  name  but  two  of  the  more  explosive 
sciences.  Help  is  available  and  “Barkis 
is  willin’.” 
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Announcement  1963  District  Branch  Meetings 


Branch 


First 


Second 


Third 

AND 

Fourth 

Fifth 

AND 

Sixth 


Seventh 


Eighth 


Ninth 


Date 


Monday,  May  13 


Friday,  Saturday,  Sunday, 
September  6,  7,  8 


Thursday,  October  10 

Friday,  Saturday,  Simday, 
September  13,  14,  15 

Thursday,  Friday,  Saturday, 
Svmday,  October  3,  4,  5,  6 

Saturday,  October  5 
Monday,  May  13 


Place 


Statler  Hilton, 
New  York  City 


Montauk  Manor, 
Montauk  Point, 
New  York 


Sterling-Winthrop 
Research  Institute, 
Rensselaer,  New  York 


Whiteface  Inn, 

Lake  Placid,  New  York 


Grossinger’s, 

Grossinger,  New  York 


Parkway  Inn, 
Niagara  Falls, 
New  York 


Statler  Hilton, 
New  York  City 
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unfettered... symbolized  in  an  illustration 
borrowed  from  ancient  Greek  mythology^ 
Andromeda  freed  from  her  chains. 


ENOVID 

Each  tablet  contains:  5 -mg.  size  10-mg.size 

norethynodrel 5 mg.  9.85  mg. 

mestranol 0.075  mg.  0.15  mg. 


Research  in  the  Service  of  Medicine  G.D.  Searle  & Co.,  P.O.  Box  5110.  Chicago  80,  Illinois 


SEARLE 
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Nutritional  supplementation  is  basic  to  postoperative  care.  Therapeutic  allowances 
of  B and  C vitamins  help  meet  increased  metabolic  requirements  and  compensate 
for  stress  depletion.  STRESSCAPS  can  set  the  patient  on  a more  favorable  course 
and  contribute  to  full  recovery. 

Each  capsule  contains:  Vitamin  Bi  (Thiamine  Mononitrate)  ...  10  mg.  / Vitamin  B2  (Riboflavin) ...  10  mg. 
’/  Niacinamide  . . . 100  mg.  / Vitamin  C (Ascorbic  Acid)  . . . 300  mg.  / Vitamin  B6  (Pyridoxine  HCI)  . . . 
2 mg.  / Vitamin  B|2  Crystalline. ..4  mcgm.  / Calcium  Pantothenate ..  .20  mg.  Recommended  intake:  Adults, 
1 capsule  daily,  for  the  treatment  of  vitamin  deficiencies.  Supplied  in  decorative  “reminder”  jars  of  30  and  100. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N. 


STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Sdentif'ic  Articles 


The  Psychologic 
Experience  of  Labor 

NATALIE  SHAINESS,  M.D. 

New  York  City 

From  the  William  Alanson  White  Institute 
of  Psychiatry  and  Psychoanalysis 

T HERE  HAS  BEEN  Surprisingly  little  curios- 
ity about  the  experiential  component  of  that 
remarkable  process  by  which  a woman  ex- 
trudes the  fetus  she  has  nurtured  within  her 
for  nine  months  and  so  enters  on  the  second 
and — from  the  vantage  point  of  voluntary 
cooperation^ — more  demanding  aspect  of 
motherhood.  Perhaps  the  relative  lack  of 
interest  results  from  the  physician’s  pre- 
occupation with  the  physical  well-being  of 
his  patient;  perhaps  the  woman’s  concern 
about  and  response  to  pain  takes  precedence, 
and  perhaps,  as  some  psychoanalysts  and 
anthropologists  are  inclined  to  theorize,  the 
male  is  unconsciously  overwhelmed  by 
anxiety,  and,  in  some  instances,  by  envy 
(as  exemplified  by  couvade)  at  this  awesome 
manifestation  of  creativity.  Be  that  as  it 
may,  relatively  few  physicians,  either  special- 
ists or  general  practitioners,  seem  to  have 
thought  of  asking  their  patients  what  the 
experience  of  labor  felt  like.  At  the  time, 
most  women  are  obviously  unable  to  respond 
to  such  questioning,  but  Mead^  has  pointed 
out  that  men  in  most  cultures  seem  not  to 
have  thought  of  asking  women  about  it. 

Another  curious  fact  is  the  degree  of 
misconception,  even  among  physicians, 
about  so-caUed  labor  pain^ — what  causes  it, 
what  significance  its  timing  has,  what  factors 
affect  pain  and  the  expression  of  it,  and,  of 
greatest  importance,  what  can  be  done  for 


the  mother  to  bring  about  optimum  results 
for  mother  and  child  both  physically  and 
psychologically,  to  start  the  “mother-child 
system”  with  the  most  hopeful  potential  for 
its  positive  development. 

The  misconceptions  that  exist  have  re- 
sulted in  some  strange  efforts,  among  them 
the  use  of  an  abdominal  decompression 
machine  during  labor.*  This  stems  from 
the  concept  that  the  resistance  of  the 
abdominal  wall  interferes  significantly  with 
uterine  contractions,  which  overlooks  the 
fact  that  the  contractions  are  exerting  force 
downward,  not  outward.  The  rigging  of  a 
mirror  so  that  the  mother  can  watch  the 
exit  of  the  fetus  from  the  birth  canal  is 
another  practice,  with  supposedly  beneficial 
emotional  effects.  This  is  actually  an 
overintellectualized  preoccupation  that  can 
distract  the  mother  and  help  maintain 
aloofness  from  the  actual  emotional  ex- 
perience. A further  device  is  a discourse  on 
the  adaptive  value  of  labor  pain,*  a poten- 
tially harmful  rationalization,  part  of  the 
sentimental,  masochistic  folklore  of  a genera- 
tion or  so  ago  that  there  is  some  good  in 
a variously  unpleasant  experience  that 
women  will  probably  always  have  to  reckon 
with. 

Delivery  is  a time  of  crisis  and  is  best 
understood  as  part  of  a dynamic  process  in 
which,  after  a nine-month  period  of  bodily 
change,  there  is  a relatively  brief  period  of 
extreme  stress,  pain,  and  danger,  culminat- 
ing in  release.  This  is  followed  by  a phase 
of  physical  readjustment  accompanied  by  a 
dramatic  change  in  the  woman’s  life  circum- 
stances and  necessitating  a new  way  of  life. 
It  is  not  surprising  that  these  physical 
changes  should  have  emotional  parallels. 
The  relevance  of  pain  and  other  factors 
relating  to  delivery  in  shaping  the  mother’s 
attitude  toward  the  child  has  been  largely 
ignored. 

Since  a woman’s  reproductive  experience 
is  highly  charged  emotionally  in  relation  to 
ego,  or  sense  of  identity,  women  react  with 
unusual  sensitivity  to  events  during  preg- 
nancy and  delivery.  The  newborn  infant^ — 
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the  tangible  result — is  likely  to  have  pro- 
jected on  it  the  summation  of  the  mother’s 
feelings,  which  makes  it  all  the  more  im- 
portant that  there  be  as  few  discordant 
notes  as  possible  within  the  total  experience. 

Two  main  points  are  pivotal  in  the  ex- 
perience of  childbirth.  First,  many  factors 
affect  the  enduring  mother-chUd  tie,  which 
is  constantly  altered  by  interaction  between 
the  two,  taking  on  an  increasingly  positive 
or  negative  direction.  By  the  time  the 
child  is  born,  this  direction  has  already  been 
taken  and  waits,  in  a sense,  to  lead  the  child 
along  its  path.  Significant  contributions  to 
the  mother-child  tie  occirr  during  pregnancy 
and  delivery,  and  the  woman’s  sense  of 
mastery  of  her  most  vital  function,  re- 
production, in  terms  of  ego,  identity,  or 
self-esteem,  shapes  her  acceptance  of  the 
child.  The  physician  can  make  a major 
contribution  by  his  care  throughout  preg- 
nancy and  delivery,  especially  through  mini- 
mizing pain  and  offering  support  that  reduces 
the  emotional  crisis  of  delivery. 

Other  factors  relating  to  the  maternal 
attitude  stem  from  the  woman’s  personahty 
development,  her  acceptance  of  her  feminin- 
ity, her  values  and  philosophies,  the  type  of 
relationship  with  her  husband  and  the 
support  she  derives  from  it,  and  her  true 
motivations  for  the  pregnancy,  which  may 
not  coincide  with  those  verbally  expressed. 
AU  these  factors  create  an  image  or  fantasy 
of  the  child  as  an  expression  of  herself, 
and  the  mother  utilizes  various  experiences 
in  connection  with  the  child  to  fill  out  or 
build  on  ber  image. 

Second,  the  relation  of  the  infant’s  early 
postpartum  experience  to  personality  devel- 
opment, which  has  received  httle  attention 
from  physicians,  who  have  subordinated  this 
aspect  to  medical  necessity  or  expediency, 
demands  further  exploration  in  the  fight  of 
new  information.  Research  in  the  relatively 
recent  disciplines  of  ethology  and  compara- 
tive psychology  on  the  phenomena  of 
“imprinting”  and  critical  learning  periods 
and  the  study  of  socially  adaptive  behavior — 
work  by  Lorenz,^  Hess,®  Schneirla  and 
Rosenblatt,®  and  Harlow  and  Zimmerman,^ 
to  mention  but  a few — point  to  the  vital 
significance  of  the  very  early  fife  experience. 

In  ducks,  the  first  twenty- four  hours  are 
crucial  in  “imprinting”  the  duckling  on  its 
mother.  Studies  of  cats  reveal  that  the 
nursing  experience  of  the  first  month 


unalterably  shapes  certain  adaptive  traits 
of  the  kitten  and  that  an  unfortunate  ex- 
perience in  this  period  limits  all  subsequent 
socially  adaptive  behavior.  Harlow’s’  stud- 
ies on  monkeys  isolated  from  birth  indicate 
that  many  crippling  distortions  take  place 
which  can  never  be  reversed. 

For  obvious  reasons  there  have  been  no 
studies  of  this  kind  in  human  beings,  yet  it 
is  certainly  not  beyond  scientific  boimds  to 
speculate  about  their  implications  for  us. 
Spiegel,®  in  re-evaluating  learning  in  the 
psychotherapeutic  process,  has  touched  on 
this  subject.  Neonatal  experience  should  be 
reviewed  in  the  fight  of  these  animal  studies, 
and  those  aspects  which  seem  fikely  to  offer 
an  unfavorable  start  should  be  corrected 
wherever  possible. 

In  developing  the  thesis  that  medical  and 
psychologic  knowledge  should  be  better  ap- 
plied to  assist  or  facilitate  the  total  reproduc- 
tive experience,  the  following  points  wfil  be 
reviewed:  (1)  the  physiologic  process  of 

labor  and  labor  pain;  (2)  the  experiential 
counterpart  of  the  birth  process;  (3)  the 
factors  atfecting  pain  in  labor;  (4)  a brief 
review  of  treatment  of  labor  pain;  (5)  the 
significance  for  the  mother-child  relationship 
of  the  antepartum  period,  delivery,  and 
early  postpartum  experience;  and  (6)  some 
proposals  for  management  of  the  total 
experience. 

Labor  and  labor  pain 

The  source  and  quantity  of  pain  in  parturi- 
tion is  difficult  to  establish.  Because  uterine 
contractions  are  associated  with  pain,  it 
has  often  been  assumed  that  the  contractions 
cause  the  pain.  Wylie®  has  pointed  out 
that  pain  starts  about  twelve  seconds  after 
the  onset  of  the  uterine  contraction  and  ends 
about  twelve  seconds  before  the  end  of  the 
regular  uterine  contraction.  Presumably, 
he  refers  to  the  period  during  which  a notice- 
able time  interval  exists  between  pains. 

In  considering  pain  in  labor,  it  is  necessary 
to  distinguish  three  different  stages: 

Stage  1.  Contractions  of  the  uterus, 
which  serve  to  dilate  the  cervix.  On  a 
physiologic  basis,  there  is  little  pain  in  this 
stage,  and  the  predominant  psychologic 
reasons  for  pain  or  expression  of  pain  at  this 
time  wfil  be  considered  later. 

Stage  2.  Contractions  associated  with 
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downward  descent  of  the  head  or  other 
presenting  fetal  part.  There  is  increasingly 
greater  pressure,  within  a relatively  un- 
yielding outer  structure,  on  internal  organs 
and  nerves;  there  is  stretching  of  ligaments, 
of  the  perineum,  and,  finally,  of  the  vaginal 
orifice.  Adding  to  the  discomfort  is  the 
ischemia  of  various  organs.  The  pain  of 
this  period,  involving  autonomic  fibers  and 
end-organs,  is  diffuse  and  spreading.  This 
is  the  phase  in  which  the  physiologic  basis 
for  pain  is  maximal,  coming  from  the  events 
enumerated  rather  than  from  the  uterine 
contractions  per  se.  This  is  also  the  time 
when  the  woman  tends  to  bear  down,  both 
involuntarily  and  voluntarily,  in  an  attempt 
to  facilitate  the  birth  process.  The  pain 
reaches  a crescendo  with  the  actual  birth  of 
the  child. 

Stage  3.  The  delivery  of  the  placenta. 
Delivery  involves  little  physiologic  pain, 
and  there  is  generally  relatively  little  ex- 
perience of  pain  at  this  time.  Wylie®  gives  a 
lucid  description  of  the  birth  process  and  the 
anatomic  innervation  accounting  for  the 
different  action  of  the  fundus  of  the  uterus 
and  lower  segment.  He  suggests  that 
in  the  second  stage  the  elastic  recoil  of  the 
pelvic  musculature  makes  the  mother  want 
to  bear  down.  He  feels  that  at  the  birth 
it  is  the  stretching  of  the  vulval  and  perineal 
areas  which  is  most  painful.  Here  there  is 
some  reason  for  disagreement.  These  factors 
probably  merely  add  some  discomfort  at 
a time  of  maximum  stretching,  pressure  on 
organs  and  nerves,  and  so  forth.  The 
hkelihood  is,  however,  that  with  the  severe 
pain  from  internal  pressure  and  the  urge  to 
expel  the  fetus,  the  woman  is  probably  less 
aware  of  the  more  external  pain. 

Experiential  counterpart  of  labor 

Obviously,  how  she  experiences  the  birth 
process  depends  a great  deal  on  the  woman’s 
experience  of  pain,  which  involves  many 
factors,  including  physiologic  and  structural 
variables.  Generally  speaking,  however, 
it  appears  inevitable  that  aU  women  will 
approach  delivery  with  some  degree  of 
anxiety  and  fear,  which  in  emotionally 
healthy  women  is  proportionate  to  reality. 
On  this  anxiety  is  superimposed  the  ex- 
periential counterpart  of  the  physiologic 
phases  of  labor. 

Initially,  pain  is  virtually  absent,  while 


there  is  an  awareness  of  increasingly  regular 
contractions  of  the  uterus;  gradually  these 
contractions  become  associated  with  pain. 
As  the  fetus  progresses  downward,  and  the 
time  of  delivery  approaches,  the  pain 
becomes  relatively  constant,  severe,  diffuse, 
and  more  encompassing.  Finally,  it  be- 
comes so  extensive  and  in  many  cases  so 
excruciating  that  the  woman  is  aware  of 
nothing  else,  is  imable  to  do  voluntary 
thinking,  and  may  even  undergo  an  actual 
blocking  out  or  alteration  of  consciousness. 
The  psychologic  experience  is  similar  to  a 
feeling  of  being  caught  in  the  rushing  rapids 
of  a river,  being  ever  more  painfully  buf- 
feted about,  and  finally  being  so  involved  in 
the  struggle  for  survival  that  nothing  else 
can  enter  awareness.  Eventually,  even 
awareness  itself  may  fade  out.  The  ex- 
cruciating pain  is  sometimes  localized  in 
the  lower  back  but  more  often  it  is  as- 
sociated with  a feeling  of  tremendous  in- 
ternal pressure,  threatening  a disruption  of 
the  entire  organism.  The  memories  of  a 
few  women  suggest  that  the  moments  before 
birth  are  experienced  as  an  agony  heralding 
death;  or  to  put  it  in  another  way:  With 
what  consciousness  a woman  may  have,  she 
longs  for  death  as  an  end  to  the  intolerable, 
when  no  other  help  is  at  hand. 

It  is  likely  that  various  psychologic 
defense  mechanisms,  prominent  among  them 
denial  and  amnesia,  aid  in  obscuring  this 
experience  and  causing  it  to  be  forgotten 
rapidly.  The  following  case  illustration  is 
by  no  means  an  unusual  demonstration  of 
these  mechanisms.  It  suggests  that  as  the 
patient  made  progress  in  treatment,  her 
need  for  the  defense  lessened  and  made 
the  memory  of  the  experience  more  acces- 
sible. It  also  demonstrates  that  in  this 
patient  denial  and  amnesia  served  a purpose 
unrelated  to  the  delivery  itself  but  vital 
to  her  in  terms  of  her  personahty  structure 
and  dynamics. 

A thirty-year-old  woman  in  analysis  had  re- 
cently had  her  second  child.  She  proclaimed 
that  for  her  the  experience  of  labor  and  delivery 
was  an  easy  one.  She  described  it  as  being  “as 
simple  as  putting  a nickel  in  a vending  machine 
and  having  a package  of  gum  drop  out.” 
Knowing  that  she  frequently  used  denial  as  a 
device  for  coping  with  anxiety  and  that  her  mild 
postpartum  depression  was  not  consistent  with 
so  easy  a time  (the  delivery  experience  being  one 
of  the  many  factors  affecting  postpartum  emo- 
tional reactions),  her  therapist  questioned  fur- 
ther but  brought  out  no  additional  information. 
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Some  time  later,  while  discussing  a totally  dif- 
ferent subject,  the  patient  said,  using  an  analogy 
to  illustrate  how  attitudes  can  change  when  a 
person  is  under  pressure,  “You  know  how  it  is 
when  you’re  having  a baby  and  beg  for  the  mask 
and  breathe  in  the  ether  (she  illustrated  with 
long,  deep  sniffs)  as  if  it’s  nectar  and  ambrosia.’’ 
The  therapist  reacted  with  astonishment, 
slightly  exaggerated  for  its  therapeutic  effect, 
and  said,  “Ether  is  something  a person  usually 
fights  off.”  The  therapist  then  pointed  out  the 
contrast  between  this  statement  and  the  pa- 
tient’s previous  description  of  childbirth.  This 
was  the  start  of  a fruitful  exploration,  which  es- 
tablished the  following: 

This  woman  had  an  extremely  competitive  re- 
lationship with  an  older  sister.  A family  myth 
had  been  built  up  that  the  patient  was  “the 
beauty,”  while  her  sister  was  “the  brain.”  Un- 
able to  catch  up  with  her  sister’s  intellectual 
achievements  and  rationalizing  her  feeling  of  be- 
ing unloved,  she  structured  her  self-esteem  on 
being  more  attractive  and  more  feminine  than 
her  sister.  She  had  to  deny  any  vulnerability 
that  would  threaten  her  ego  and  used  denial  to 
maintaun  her  fantasy.  Thus  she  had  to  be  su- 
premely capable  in  all  her  feminine  functions. 
To  suffer,  to  be  inadequate  or  out  of  control  with 
regard  to  her  reproductive  function,  could  not  be 
tolerated  by  her.  It  is  interesting  to  note  that  as 
the  reasons  for  this  view  of  herself  were  ex- 
amined, she  discovered  a long-ignored  interest 
and  talent,  which  she  later  developed  with  con- 
siderable success. 


Factors  affecting  labor  pain 

It  is  generally  not  understood  why  the 
human  female  has,  as  it  is  presumed, 
greater  pain  than  other  animals,  although 
comparative  anatomists  have  observed  that 
only  in  the  human  must  the  fetus  pass 
through  a complete  bony  ring.  There  are 
certainly  indications  that  animals,  too, 
suffer  severe  pain  in  labor.*  However,  if 
the  human  female  in  our  culture  does  suffer 
more  severe  pain  than  do  the  animals,  the 
explanation  may  be  fairly  simple.  First, 
there  is  greater  anxiety  and  greater  aware- 
ness of  pain  than  the  lower  animals  ex- 
perience (this  includes  subjective  distortion). 
Second,  the  human  female,  because  of  our 
civihzation  and  social  structure,  experiences 
a forced  delay  in  the  utilization  of  her  sexual 
and  reproductive  functions.  Thus,  with 
certain  exceptions,  by  the  time  most 
girls  become  pregnant  they  are  many  years 
beyond  the  time  of  the  most  favorable 

* The  graphic  story  of  the  accouchement  of  an  elephant  in 
the  Portland,  Oregon,  Zoo  on  April  14,  1962,  as  reported  in 
Life,  gives  vivid  testimony  of  a prolonged  and  extremely  pain- 
ful labor  and  delivery,  apparently  involving  a breech  presen- 
tation. 


physiologic  conditions  for  the  inception  of 
this  function.  Some  of  the  elasticity  of  the 
joints  of  the  pelvic  bony  structure  has  been 
lost,  and  the  same  may  be  true  of  the  soft 
tissues.  Further,  it  may  well  be  that  general 
physical  activity  in  the  civilized  state  is  less 
conducive  to  physiologic  adaptation  to 
parturition  than  is  the  more  strenuous 
activity  of  animals.  However,  the  fact  that 
severe  pain  is  experienced  among  the  women 
of  primitive  tribes^  suggests  that  pain  in 
labor  is  universal.  This  may  be  the  one 
instance  of  physiologic  functioning  in  which 
pain  is  an  inevitable  accompaniment. 

In  considering  the  pain  of  labor,  several 
factors  must  be  taken  into  account:  (1)  the 
degree  of  anxiety  with  which  the  woman 
approaches  dehvery;  (2)  the  subjective 
response  to  the  experience  of  pain  itself; 
and  (3)  the  culturally  determined  pattern 
of  expression  or  reaction  to  this  pain. 
Margaret  Mead^  has  pointed  out  that  in  a 
stoic  society,  women  bear  great  pain  in 
silence,  but  there  may  be  free  expression, 
even  dramatization,  of  the  pain  in  a society 
permitting  it. 

Beecher*"  suggests  a variety  of  factors 
which  affect  the  experience  of  pain,  which 
are  as  follows:  (1)  Pain  is  subjective;  (2) 
pain  includes  both  the  experiences,  the 
processing,  and  the  reaction  to  it;  (3)  the 
threshold  of  pain  is  not  constant  from 
man  to  man  or  even  within  a given  person; 
(4)  many  factors  account  for  the  threshold 
to  pain;  and  (5)  analgesics  affect  the 
reaction  component,  not  the  original  sensa- 
tion of  pain. 

The  traditions  and  cultural  attitudes 
toward  labor  are  among  the  factors  affecting 
women’s  experience  of  pain.  If  the  socio- 
cultural mythology  suggests  that  labor  is 
very  painful,  women  will  be  triggered  to  be 
alert  to  pain  and  overly  sensitive  to  it. 
The  influence  of  early  experience  on  pre- 
menstrual tension  and  dysmenorrhea  has 
been  reported,**  and  its  effect  on  the  re- 
productive aspect  of  the  woman’s  self-image 
plays  its  part  in  the  subjective  experience  of 
pain.  If  a woman  has  been  traumatized 
emotionally  in  the  earlier  phases  of  her 
reproductive  function  and  thus  has  a less- 
ened self-esteem  in  her  view  of  herself 
as  a woman,  she  will  be  predisposed  to  ex- 
perience pain  more  intensely,  and  her 
anxiety,  fear,  and  self-contempt  will  add  to 


2926  New  York  State  Journal  of  Medicine  / October  15,  1963 


it.  Beecher'^  points  out  further  that  “lack 
of  knowledge,  fear  of  the  unknown,  previous 
unpleasant  experiences  may  well  lead  to  slow 
progress  in  labor  and  more  intense  pain. 
Moreover,  if  the  ways  in  which  the  mother 
can  cooperate  during  the  procedure  are 
explained  to  her  early  in  pregnancy,  con- 
siderable benefit  will  accrue  during  the  actual 
labor.”  This  probably  helps  the  woman  to 
feel  useful  and  more  in  control  of  her 
experience  and  thus  feel  a greater  self-esteem. 
Many  investigators  beheve  that  the  woman’s 
emotional  experience  has  almost  a direct 
effect  on  uterine  function.  Reynolds,  Har- 
ris, and  Kaiser have  reported  that  when  a 
woman  was  told  that  a pill  would  relax  her, 
the  effect  of  the  placebo  reduced  uterine 
activity  by  as  much  as  50  per  cent. 

Treatment  of  labor  pain 

This  brief  statement  is  included  only  to 
set  the  problem  of  pain  in  perspective  in 
relation  to  the  total  experience  of  parturi- 
tion. When  anesthetics  became  available, 
they  were  resorted  to  with  an  overenthusiasm 
that  came  of  the  physician’s  eagerness  to 
alleviate  needless  suffering.  When  the  ill 
effects  on  the  fetus  and  sometimes  on  the 
mother  became  apparent,  attempts  were 
made  to  shift  from  general  to  local  block 
types  of  anesthesia  as  knowledge  and  com- 
petence in  this  field  grew.  These  efforts 
met  with  some  success  but  also  involved 
hazards. 

In  1938  De  Lee''*  called  attention  to  the 
need  for  tempering  the  relief  of  pain  with 
the  best  interests  of  mother  and  child. 
He  perceptively  recognized  that  in  deahng 
with  pain  more  was  involved  than  a direct 
physiologic  equation:  “The  way  to  meet 

women’s  demands  is  not  to  give  them  more 
anesthetics,  but  to  use  less  of  them,  and 
educate  the  women’s  minds.”  This  effort 
was  carried  on  by  a number  of  physicians, 
among  them  Read*®  and  Lamaze,*®  who 
felt  women  could  be  helped  by  being  given 
an  active  role  in  their  delivery.  Although 
perhaps  not  recognized  by  them  as  such, 
their  efforts  were  directed  toward  dealing 
with  the  anxiety  and  fear  with  which  a 
woman  approaches  childbirth,  that  is, 
making  her  feel  important  to  herself  and 
her  husband  by  prenatal  training,  and  by 
giving  her  a feeling  of  control  during  the 
delivery  itself  by  their  emphasis  on  breathing 


technics. 

Recently,  there  has  been  a growing 
recognition  of  the  value  of  hypnosis  for 
parturition.  For  a long  time  it  was  con- 
sidered useful  only  when  a patient  responded 
with  a deep  trance.  Spiegel*^  has  pointed 
out  that  hypnoanesthesia  originally  was  ex- 
pected to  replace  chemo-anesthesia.  He  sug- 
gested that  the  strong  supportive  approach 
of  Read  made  use  of  subtle  hypnotic  phe- 
nomena which  can  be  used  more  generally 
by  “shifting  the  focus  away  from  pain  per  se 
to  an  emphasis  upon  an  atmosphere  of  sup- 
port and  encouragement,  promoting  a nat- 
ural co-ordination  of  physiological  processes 
to  perform  a natural  function — not  a surgi- 
cal operation.”  Spiegel  also  called  attention 
to  the  “hypnorefiexogenous  technic”  used  by 
Werner,  which  utihzes  these  principles.  He 
indicated  that  these  approaches  deal  spe- 
cifically with  the  reactive  components  of  pain 
which  Beecher  considered.  As  has  been  pre- 
viously implied,  this  approach  is  most  likely 
to  affect  the  pain  of  Stage  1,  eliminating  it 
almost  completely,  and  is  likely  to  lessen  the 
pain  of  the  earUer  part  of  Stage  2.  It  also 
tends  to  eliminate  those  psychologic  factors 
which  make  for  an  irregular  and  prolonged 
labor. 

Antepartum,  delivery,  and  early 
postpartum  experience 

In  the  psychoanalyses  of  a number  of 
women  over  a period  covering  their  child- 
bearing experiences,  it  became  apparent  that 
several  factors  converged  to  affect  the 
woman’s  attitude  toward  the  delivery  ex- 
perience, as  well  as  her  postpartum  reaction 
and  her  attitude  toward  her  child,  funneling 
her  maternal  response  into  a channel  either 
basically  accepting  or  rejecting. 

The  woman’s  personality  itself,  in- 
cluding ATTITUDE  TOWARD  AND  ACCEPTANCE 
OF  FEMININITY.  An  interesting  projective 
sign,  with  primiparas,  is  the  woman’s  re- 
sponse to  the  first  awareness  of  quickening. 
Where  this  is  experienced  with  interest  and 
pleasure,  it  is  usually  a sign  of  acceptance  of 
femininity  and,  more  particularly,  of  mother- 
hood. Where  it  is  experienced  as  unpleasant, 
possibly  accompanied  by  fantasies,  it  sug- 
gests a rejection  of  the  pregnancy  and,  more 
generally,  of  motherhood.  Kapp  and  Horn- 
stein*®  have  reported  that  certain  aspects  of 
a woman’s  personahty,  specifically,  a rejec- 
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tion  of  motherhood  and  a tendency  to  be 
hypochondriacal,  have  resulted  in  prolonged 
labor. 

It  has  long  been  recognized  that  psycho- 
logic factors  have  some  bearing  on  the 
toxemias  of  pregnancy.  Vomiting  beyond  a 
transient  morning  nausea  (relieved  by  food 
and  probably  a physiologic  readjustment, 
around  the  second  to  third  month)  is  a re- 
jecting response  to  the  pregnancy.^” 
Eclampsia  has  been  observed  to  occur  more 
frequently  in  teen-age  girls  and  in  women 
pregnant  for  the  first  time.^^  A recent  study 
by  Glick,  Salerno,  and  Royce,^^  which  in- 
volved a statistical  analysis  of  a prenatal 
group  at  Metropolitan  Hospital,  revealed 
that  the  incidence  of  preeclampsia  was  sig- 
nificantly higher  in  women  with  a tendency 
toward  social  isolation;  in  those  with  a 
childhood  history  of  emotional  disorder, 
especially  those  in  whom  enuresis  was  a 
symptom;  in  those  with  a history  of  abor- 
tion; and  in  those  who  were  single,  sepa- 
rated, divorced,  or  widowed. 

Prevalent  cux,tural  myths,  expecta- 
tions, AND  FEARS  ABOUT  CHILDBIRTH. 
Rosengren^^  investigated  the  relationship 
between  length  of  labor  and  the  concept  of 
pregnancy  and  labor  as  an  illness  as  mediated 
by  mother,  friends,  and  so  forth,  and  foimd 
that  there  was  a definite  correlation  between 
the  two,  the  period  of  labor  being  notice- 
ably prolonged  in  relation  to  a group  con; 
sidering  pregnancy  and  labor  normal. 

Motivations  for  pregnancy.  In  deter- 
mining how  sound  the  motivations  are  and 
whether  pregnancy  was  desired,  uncon- 
sciously as  well  as  consciously,  the  fact  that 
the  pregnancy  was  planned  for  in  no  way 
confirms  that  it  was  really  desired.  A 
woman  may  want  a baby  to  consolidate  a 
marriage,  comply  with  societal  expectations, 
compete  with  some  woman  significant  in  her 
life,  or  to  prove  she  is  feminine  by  having  a 
child,  or  by  having  more  children  than  any- 
one else  aroimd  (so-called  “conspicuous 
mothers”),  or  for  many  other  reasons. 

Relationship  with  the  obstetrician. 
The  importance  of  the  degree  of  confidence  a 
woman  has  in  her  physician  and  feeling  of 
support  she  gets  from  the  relationship  can- 
not be  overemphasized.  Many  women  who 
have  had  poor  relationships  with  their 
fathers  look  to  their  physicians  in  a time  of 
need  for  a corrective  experience.  A warm, 
not  necessarily  close,  and  sympathetically 


interested  approach  by  the  physician  en- 
hances the  woman’s  self-esteem  and  of  itself 
can  do  much  to  enlist  her  cooperation  and 
aid  in  the  delivery  experience. 

Relationship  with  husband.  The  im- 
mediate interaction  before  and  at  onset  of 
labor,  and  manner  of  parting  from  husband 
before  delivery  are  especially  important.  If 
a woman  feels  her  husband  is  concerned  for 
her,  accepts  their  child,  and  is  with  her  in 
spirit  during  delivery,  this  in  itself  does  much 
to  bolster  her  ego  against  its  postpartum 
vulnerability  to  depressive  and  other  reac- 
tions. 

The  hospital  milieu.  The  significance 
of  the  hospital  milieu  from  reception  room  on 
and  especially  the  attitude  of  obstetrical 
nurses  and  medical  staff  is  illuminated  by 
the  following  fragment,  relating  to  a mild 
depression  that  developed  in  a woman  in  her 
second  delivery,  who  basically  accepted  her 
femininity  and  motherhood  and  had  a good 
relationship  with  her  husband: 

After  a false  labor  she  returned  to  the  hospital 
at  2:00  A.M.,  after  a second  lengthy  trip,  in  active 
labor.  Her  membranes  had  ruptured,  and  con- 
tractions were  occurring  regularly  every  four 
minutes.  From  past  experience  she  was  im- 
pressed with  the  need  for  haste.  At  the  hospital 
reception  room,  the  clerk  refused  to  send  her  up- 
stairs without  first  obtaining  data  for  the  birth 
certificate  and  insisted  on  listing  her  vocation  as 
“housewdfe,”  even  though  she  was  a professional 
woman.  Finally  escorted  to  her  room,  she  was 
shaved  with  a single  dull  blade,  in  spite  of  her 
protests  of  pain,  the  nurse  all  the  while  com- 
plaining about  how  busy  she  was,  and  how  ex- 
tensive a “prep”  her  particular  anatomy  de- 
manded, fostering  in  her  the  feeling  of  being 
“a  hairy  monster.”  The  nurse  was  so  pre- 
occupied with  her  own  complaints  that  she  for- 
got to  administer  an  enema  and  had  to  be  called 
back  by  the  patient,  who  was  aware  of  its  im- 
portance. By  this  time  the  patient’s  discomfort 
was  considerable,  but  because  of  the  hour  and 
other  circumstances,  no  resident  was  available 
to  give  any  sedation  before  she  was  taken  up  to 
the  delivery  room.  What  was  left  of  her  self- 
esteem was  further  shattered  by  a brusque 
delivery-room  nurse,  and  the  absence  of  her 
physician  did  not  increase  her  comfort.  She 
was,  however,  given  some  anesthesia  at  that 
point  and  was  greeted  by  her  obstetrician  on 
awakening. 

This  series  of  occurrences,  each  perhaps 
minor  in  itself,  served  to  undermine  the  ego 
defenses  at  a time  of  vulnerability  and  con- 
tributed in  large  part  to  the  development  of 
her  mild  postpartum  depression.  Her  con- 
cern about  being  Rh  negative  (not  previously 
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mentioned)  may  have  aroused  anxiety  and 
concern  for  her  infant  in  the  course  of  her 
pregnancy,  contributing  to  her  emotional 
lability. 

To  sum  up,  if  aU  of  the  factors  that  have 
been  discussed  are  positive,  one  may  expect 
a labor  in  which  the  psychologic  components 
which  make  for  pain  or  irregularity  of  uterine 
contractions  are  minimized  and  in  which  the 
confident  attitude  of  a woman  whose  self- 
esteem has  not  been  damaged  results  in 
maximum  cooperation.  These  factors  are 
also  significant  for  the  early  postpartum 
period,  when,  after  an  initial  phase  of 
euphoria  (lasting  about  twenty-four  hours) 
stemming  from  a sense  of  release  and  ac- 
complishment, a period  ensues  in  which  pre- 
vious factors  interfering  with  self-esteem  are 
likely  to  foster  the  development  of  depression 
and  other  reactions. 

Psychologic  factors  in  ante,  peri-, 
and  postpartum  periods 

Antepartum.  Along  with  good  prenatal 
medical  care,  some  attention  to  the  prenatal 
emotional  state  of  the  woman  may  make  its 
contribution  to  a smoother  delivery  and 
postpartum  period.  The  relevance  of  the 
woman’s  personality  structure  to  good 
mothering,  motivations  for  pregnancy,  and 
peridelivery  experience  has  already  been  re- 
ported. The  following  suggestions  are  of- 
fered; 

Inquiry  into  the  motivation  for  the  preg- 
nancy. If  a woman  accepts  the  pregnancy, 
this  is  obviously  an  emotionally  healthy 
start.  But  a clinical  sampling  suggests  that 
a planned-for  pregnancy,  free  of  conflict  and 
rationalizations,  is  a relatively  rare  thing. 
On  the  other  hand,  there  have  been  instances 
where  a pregnancy,  unwelcome  or  conceived 
for  neurotic  reasons,  in  the  course  of  therapy 
has  shed  its  neurotic  burden  and  emerged 
welcome,  and  with  an  accepting  and  in- 
terested mother. 

Many  physicians  feel  that  to  make  an 
inquiry  into  a touchy  area,  which  already 
involves  a fait  accompli,  is  like  opening  the 
Ud  of  Pandora’s  box.  In  using  an  approach 
of  avoidance  and  denial,  they  tend  to  imply 
that  aU  women  react  alike  and  can  best  cope 
with  emotional  problems  by  repressing  and 
suppressing  them — a generalization  often 
not  valid.  The  following  considerations 
may  be  helpful: 


If  the  pregnancy  is  unwelcome,  but  the 
woman  tends  to  respond  with  denial,  she 
may  brush  away  any  inquiry,  and  this  re- 
sponse is  a cue  to  the  physician  to  let  it  go  at 
that. 

She  may,  however,  welcome  the  op- 
portunity to  imburden  herself.  This  does 
not  necessarily  demand  the  expenditure  of 
a great  deal  of  time,  and  a sympathetic  re- 
sponse by  the  doctor  may  offer  a feeling  of 
support  that  structures  a positive,  ego- 
enhancing relationship  with  the  patient,  en- 
lists her  cooperation  in  the  delivery,  and 
minimizes  postpartum  emotional  vulnera- 
bility. 

If  the  pregnancy  is  welcome  but  fraught 
with  anxiety  for  the  patient,  such  an  in- 
quiry offers  an  opportimity  for  giving  help- 
ful corrective  information. 

Atmosphere  in  office.  An  atmosphere  in 
the  doctor’s  oflfice  of  serenity,  confidence, 
and  respect  is  most  helpful,  especially  where 
inner  turmoil  may  exist  in  the  patient,  and 
she  should  be  given  an  opportunity  to  voice 
any  special  concerns  she  may  have.  Espe- 
cially if  she  is  a primipara,  a brief  statement 
about  what  delivery  is  like,  and  the  routine 
of  the  hospital,  may  be  very  helpful  in 
changing  a formless  fear  into  a less  dreadful 
reality  and  giving  the  patient  a chance  to 
work  out  her  anxiety  to  some  degree  before 
her  time  of  stress. 

An  effort  to  draw  the  husband  into  the 
wife’s  experience  in  a positive  way  is  not 
only  a supportive  measure  but  is  also  useful 
in  preparing  the  father  for  his  role.  An  ex- 
ample of  this  is  the  practice  of  a New  York 
City  obstetrician,  reported  by  a patient  in 
analysis,  of  having  the  husband  of  aU  primip- 
aras  accompany  the  wife  for  one  visit  in  the 
second  trimester  of  pregnancy  and  to  use  the 
physician’s  stethoscope  to  listen  to  the  fetal 
heart  beat.  This  simple  device,  consuming 
httle  additional  time,  calls  the  husband’s 
attention  to  the  awesome  wonder  of  re- 
production, fosters  his  awareness  of  his 
wife’s  experience,  involves  him  more  actively 
in  a positive  participation  in  approaching 
parenthood,  and  enhances  his  wife’s  feeling 
of  value.  This  is  good  medical  practice  and 
good  preventive  medicine  in  offering  sup- 
portive, ego-enhancing  care  to  the  woman. 

An  inquiry  into  what  the  woman’s  life  is 
like  during  the  pregnancy  may  be  revealing. 
It  need  not  be  more  than,  “How  is  life 
treating  you  these  days?”  If  this  turns  on  a 
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torrent,  psychiatric  referral  may  be  in  order. 

As  previously  mentioned,  persistent 
vomiting  or  signs  of  any  of  the  toxemias 
point  to  a psychosomatic  response  which  in- 
dicates not  only  rejection  of  the  pregnancy 
but  also  serious  difficulty  in  coping  with  it. 
Again,  psychiatric  referral  would  seem  in 
order. 

Courses.  Many  hospitals  have  antenatal 
courses,  tours  through  the  maternity  floor, 
and  so  forth.  These  can  be  very  helpful, 
but  often  they  present  a stereotyped  routine 
which  does  not  take  individual  needs  into 
account,  may  be  merely  a gesture,  or  may 
even  be  anxiety -arousing.  Several  institutes 
exist  which  offer  education  for  childbirth, 
but  these  often  present  a self-conscious  over- 
intellectualized  approach  that  may  place 
added  distance  between  the  woman  and  her 
experience,  coaching  her  into  a denial  of 
some  of  the  reaUties,  which  may  continue  in 
her  maternal  behavior. 

Peridelivery  experience.  Since  de- 
livery in  a hospital  seems  to  offer  optimum 
conditions  medically  to  doctor  and  patient, 
ideally  the  hospital  should  be  geared  to  the 
recognition  that  small  discourtesies,  mis- 
haps, and  so  on  may  be  magnified  by  the 
patient  in  her  time  of  stress.  These  have 
significance  not  only  in  the  deUvery,  but 
more  particularly  in  the  postpartum  period. 
As  suggested  in  the  second  case  illustration, 
each  step  along  the  way,  from  the  moment  of 
entrance  into  the  hospital  (obviously,  pre- 
vious fife  experiences  play  their  part,  but  are 
not  within  the  medical  province)  may  make  a 
contribution  either  to  the  serenity  or  dis- 
turbance of  the  patient.  While  the  degree 
of  postpartum  reaction  depends  on  the 
woman’s  personality  structure,  strengths, 
adaptive  capacities,  defenses,  and  so  forth, 
the  occurrence  of  such  reaction  depends  on  a 
number  of  precipitating  factors,  among 
which  the  experiences  surrounding  delivery 
play  their  part,  as  has  been  stressed. 

During  delivery,  the  behavior  of  staff  is  of 
prime  importance,  and  the  problem  of  the 
envious  obstetrical  nurse  a very  real  one. 
For  some  reason,  the  delivery  room  often 
seems  to  attract  nurses  with  forceful,  and 
not  too  genial,  personaUties.  The  obstetric 
patient  is  not  sick  and  is  at  the  height  of  her 
creative  function,  the  object  of  concern, 
especially  of  her  husband,  and  likely  to  be 
plied  with  gifts  in  the  postpartum  period; 
all  of  these  factors  are  likely  to  bring  out 


whatever  envy  and  competitiveness  lies 
dormant  in  the  personnel.  Donovan  and 
Landisberg2«  state:  “The  presence  of  one 

hostile,  sadistic,  or  rejecting  nurse,  acting  in 
the  doctor’s  absence,  especially  at  a crucial 
period  such  as  the  first  stage  of  labor,  can 
sabotage  all  the  work  and  effort  a doctor  has 
put  into  his  prenatal  care  of  a patient.” 

There  have  been  pros  and  cons  about  the 
value  of  the  husband  in  the  labor  or  delivery 
room.  There  can  be  no  question  but  that  the 
person  to  whom  the  woman  (presumably) 
feels  closest  can  offer  much  support  during 
the  early  part  of  labor.  However,  toward 
the  later  part  of  the  second  stage,  a woman  is 
likely  to  be  more  or  less  oblivious  to  those 
around  her.  There  are  many  who  feel  that  a 
husband  who  views  his  wife’s  suffering  is 
likely  to  be  a better  husband  and  father. 
This  is  highly  debatable:  Feelings  of  guilt 
are  not  likely  to  enhance  the  capacity  to 
love.  Nor  is  the  use  of  the  husband  as  sub- 
stitute for  the  anesthetist  likely  to  permit 
him  to  offer  much  support  to  his  wife.*' 
But  if  the  hospital  could  be  flexible  and  offer 
a choice,  this  would  best  serve  the  interests 
of  husband,  wife,  and  child. 

Other  considerations  relating  to  the  de- 
livery itself  have  already  been  referred  to, 
the  emphasis  being  on  reduction  of  those 
factors  before  and  during  delivery  which 
diminish  self-esteem  or  contribute  to  ir- 
rational fears  and  anxieties,  thereby  in- 
creasing the  experience  of  pain,  and  in  some 
instances  prolonging  labor.  The  relief  of 
pain,  to  the  degree  feasible,  is  an  important 
medical  and  psychologic  goal. 

Postpartum  period.  The  significance  of 
the  immediate  postpartum  period  in  the  de- 
velopment of  the  maternal  attitude  and 
early  infant  experience  cannot  be  over- 
stated, and  some  aspects  of  this  in  relation  to 
“imprinting”  were  considered  earlier  in 
some  detail. 

Our  generally  prevalent  hospital  arrange- 
ments, with  the  exception  of  those  few  hospi- 
tals with  rooming-in  facilities,  while  con- 
venient for  the  hospital  and  serving  the 
purpose  of  minimizing  infection  in  mother 
and  child  and  requiring  minimal  personnel, 
do  not  in  any  sense  serve  the  best  psycho- 
logic interests  of  the  mother  or  child. 

From  the  Darwinian  vantage  point  of 
perpetuation  of  the  species,  the  infant  de- 
pends for  survival  on  the  mother,  and  nature 
never  intended  for  the  woman  to  be  in- 
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capacitated  at  this  time.  The  hiatus  be- 
tween delivery  and  active  care  of  the  infant, 
which  has  been  deemed  necessary,  does  much 
I to  encourage  the  development  of  postpartum 
I depressions  and  other  reactions.  A drastic 
' re-evaluation  is  in  order.  The  following 
factors  should  be  taken  into  accoimt,  and 
i are  of  especial  significance  to  the  primipara. 
[ With  delivery,  she  has  achieved  the  goal  of 
i her  physiologic  changes,  and  of  much  of  her 
) thinking  and  activity  of  the  previous  nine 
Ij  months.  She  has,  however,  at  the  same  time 
I “lost  purpose,”  and  has  not  yet  become  in- 
I volved  in  a new  goal — that  of  mothering  her 

1j  child.  The  anxiety  attendant  on  this  may  be 
I increased  as  the  child  becomes  a reality. 

iln  the  immediate  postpartum  period, 
especially  if  the  mother  has  not  elected  to 
breast-feed  her  child,  the  first  few  days  are 
^1  largely  spent  “vacantly,”  and  are  essentially 
j,  an  escape  from  reality,  while  at  the  same 
t time  allowing  too  much  time  for  anxiety- 
arousing  preoccupations.  Similarly,  in  this 
period  extensive  visiting  by  friends  and 
I family  members  may  set  up  a variety  of 
. emotional  cross  currents  which  deflect  the 
mother  from  her  most  important  concern, 

I her  child.  Also,  contrary  to  the  general  as- 
, ' sumption,  a woman’s  mother  is  not  neces- 
i sarily  a comfort,  and  her  visits  might  well  be 
limited  in  time  and  number. 

From  the  infant’s  vantage  point,  an  ex- 
I perience  in  which  he  spends  the  first  days  of 
i life  largely  apart  from  the  mother,  fed  and 
, I cared  for  at  times  convenient  to  the  hospital 
( I personnel  rather  than  to  his  needs,  is  not  the 
1 1 best  start  in  life.  The  significance  of  this  for 
1 1 the  infant  has  already  been  pointed  out.^^ 

' I In  Rhesus  monkeys  much  of  the  infant’s 
•|!  early  life  is  spent  clasped  ventrally  to  the 
I mother.  In  human  beings  birth  starts  an 
<1  abrupt  separation  in  which  the  infant  is  put 
(I  aside,  and  there  would  be  virtually  no  con- 
1 tact  if  the  infant  did  not  cry  to  remind  the 
l|  mothering  person  of  his  needs. 

I It  is  proposed,  therefore,  that  it  would  be 
I of  value  to  consider  the  following; 

I Rooming-in.  Some  type  of  rooming-in 
' arrangement  might  be  used  more  generally, 
i with  recognition  of  the  importance  of  ade- 
' quate  staff.  Assistance  should  be  available 
to  the  mother  in  helping  her  care  for  her 
child,  rather  than  substituting  for  her. 
Perhaps  a double  rooming-in  unit,  with  a 
single  nurse  or  assistant  to  care  for  it,  would 
be  a satisfactory  arrangement,  the  cost 


being  evaluated  not  only  in  terms  of  im- 
mediate hospital  care  but  as  a preventive 
mental  health  measure. 

Visiting.  Visiting  by  family  or  friends 
should  be  Limited  to  the  first  day  post- 
partum, except  for  the  husband,  who  should 
be  welcome  at  any  time,  where  a good  rela- 
tionship is  known  to  exist. 

Visit  by  physician.  On  the  second  day 
postpartum,  a visit  by  the  physician  for  the 
purpose  of  scanning,  to  encourage  the  woman 
to  ventilate  any  disturbance  she  might  feel, 
may  help  prevent  more  serious  reactions, 
since  this  is  the  time  of  onset  of  such  dis- 
turbance. 

Training.  Last,  and  perhaps  most  im- 
portant of  all,  the  postpartum  hospitahza- 
tion,  especially  for  primiparas,  should  be  an 
active  training  period,  a time  of  education 
for  motherhood.  This  time  is  suggested 
since  there  is  a hiatus,  the  infant  is  there, 
and  its  immediacy  removes  the  absurd 
“play-acting”  feeling  which  some  mothers 
have  reported  about  prenatal  courses,  where 
they  do  not  have  to  respond  to  the  unpredict- 
able. 

Not  only  should  the  mother  care  for  her 
infant,  with  whatever  assistance  she  may 
need  being  offered,  but  also  this  period 
should  be  one  in  which  we  use  all  of  the 
educational  devices  available,  such  as  tele- 
vision, films,  counseling,  and  so  forth,  not 
only  to  teach  the  physical  aspect  of  infant 
care,  but  also  to  encourage  some  philos- 
ophizing about  motherhood  and  the  im- 
portance of  various  approaches  to  the  child’s 
development.  In  doing  these,  we  foster  a 
sense  of  involvement  and  mastery. 

Conclusion 

If  we  accept  the  relevance  of  the  pain  of 
delivery  as  an  important  factor  in  the 
emergence  of  mother  love,  and  if  we  accept  as 
goals  the  relief  of  pain,  improving  the  human 
condition,  and  encouragement  of  mother 
love,  then  we  must  foster  those  conditions 
which  make  these  goals  possible.  We  should 
be  artful  enough  to  give  support  and  guid- 
ance to  the  mother  throughout  pregnancy, 
particularly  in  aU  the  factors  affecting  her 
critical  experience  in  parturition.  In  helping 
a woman  cope  successfully  and  admirably 
with  her  entire  reproductive  experience,  we 
enhance  her  self-esteem,  and  this  is  the 
most  important  source  of  mother  love. 
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Summary 

A review  of  psychologically  important 
factors  operative  throughout  the  woman’s 
reproductive  experience  has  been  offered, 
with  emphasis  on  the  experiential  aspect  of 
delivery  and  the  components  of  pain.  The 
relevance  of  these  for  the  mother-chUd  rela- 
tionship has  been  emphasized,  and  some 
proposals  have  been  offered  to  invite  the 
optimal  development  of  this  relationship. 
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. . . For  many  years  (I)  tried  to  convince  the 
profession  that  the  way  to  meet  women's  de- 
mands for  painless  labor  is  not  to  give  them 
more  anesthetics  but  to  use  less  of  them  and 
educate  the  women's  minds. 

De  Lee'  wrote  this  twenty-five  years  ago. 
It  is  therefore  appropriate  to  honor  Dr.  De 
Lee’s  memory  by  an  appraisal  of  the  role  of 
I hypnosis  with  specific  reference  to  obstetrics. 

His  perception  and  his  goals  in  regard  to  the 
I problem  of  pain  in  childbirth  were  ahead  of 
the  technology  of  his  time  and  perhaps  stiU 

I are.  It  is  precisely  this  gap  between  aspira- 
^ tion  and  its  implementation  that  I wish  to 
‘ focus  on. 

I We  are  aU  aware  of  the  extreme  positions 

!and  honest  differences  of  opinion  about 
I hypnosis  maintained  by  many  thoughtful 
clinicians,  and  so  I especially  want  to  note 
the  sense  of  fair  play  and  open-mindedness 
I that  motivated  the  committee’s  kind  invita- 
tion to  me. 

Since  I am  not  an  obstetrician,  I cannot 
j deal  with  this  issue  from  an  obstetric  point 
j of  view,  but  as  a psychiatrist  I can  share 
< with  you  considerations  of  coping  with  fear, 
i anxiety,  and  pain  which  pervade  all  fields  of 
' the  healing  arts.  I propose  to  offer  some 
K perspectives  that  have  developed  in  my  own 
) and  others’  experiences  during  the  past 

Presented  as  the  S.T.  De  Lee  Memorial  Lecture,  Chicago 
^ Lying-In  Hospital.  University  of  Chicago,  October  25,  1962. 

i,  , 


twenty  years  of  clinical  and  experimental 
work  with  hypnosis  and  wiU  present  these 
perspectives  in  this  sequence:  first,  some 

basic  propositions  about  hypnotic  phenom- 
ena, with  illustrations  and  a definition; 
second,  the  phenomenon  of  pain;  third,  the 
influence  of  these  considerations  on  the  art 
of  medical  care,  with  special  reference  to 
obstetrics;  and  finally,  future  directions. 
The  emotional  charge  that  is  often  evoked 
in  appraising  the  usefulness  of  hypnosis  as  a 
therapeutic  technic  makes  such  considera- 
tions difficult  but  not  insurmountable. 

Basic  propositions 

The  first  proposition  is  that  alterations  of 
awareness  occur  almost  constantly.  Clini- 
cally, we  observe  that  in  addition  to  the  sleep- 
wake  rhythms,  there  are  frequent  variations 
in  shifts  of  attention  from  peripheral  to 
central  awareness,  from  scanning  to  concen- 
tration on  one  focal  area  to  various  frag- 
mented experiences.  Hebb  ^ and  others  have 
opened  a whole  new  field  of  investigation  of 
fragmentation  experiences  by  altering  and 
reducing  sensory  input.  Miller®  and  his 
group  have  reported  on  various  adjustive 
fragmentation  processes  that  occur  when 
sensory  input  is  too  great.  Magoun^  opened 
a new  era  in  neurophysiology  with  his 
studies  of  the  inhibiting  and  facilitating  roles 
of  the  ascending  reticular  system  in  con- 
trolling the  spinomotor  outflow.  His  co- 
worker, Lindsley,®  conceives  of  the  reticular 
formation  as  a regulator  and  auditor  for 
incoming  and  outgoing  messages  adjusting 
to  the  organism’s  surges  as  well  as  to  its 
gradual  shifts  in  levels  of  excitation,  thus 
functioning  as  part  of  the  learning  process  as 
well  as  facilitating  the  elementary  perceptual 
processes.  It  is  tempting  to  believe  that  at 
long  last  a meeting  ground  between  concrete 
psychologic  phenomena,  such  as  alterations 
of  attention  and  concomitant  neurophysio- 
logic processes,  is  in  the  process  of  being 
discovered. 

The  second  proposition  is  that  hypnotic 
phenomena  occur  whether  they  are  identified 
as  such  or  not.  To  illustrate:  A forty -five- 
year-old  woman  had  a severe  constant  eight- 
day  seizure  of  hiccoughing  that  stopped 
only  when  she  was  asleep.  This  was  pre- 
ceded by  a five-month  period  of  frequent 
spasms  of  aerophagia  and  “indigestion.”  At 
this  time  she  was  hospitalized  for  extensive 
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clinical  and  laboratory  tests,  all  of  which 
showed  negative  results.  She  was  no  longer 
responding  to  medication.  Her  desperation 
was  shared  by  her  husband,  who  remained 
in  the  room  during  the  entire  interview. 
She  was  able  to  go  into  a trance,  and  in 
accordance  with  posthypnotic  signals  her 
hiccoughs  stopped  within  the  hour.  She 
slept  well  that  night  and  awoke  the  next 
morning  feeling  well  enough  to  be  discharged 
from  the  hospital  and  return  home.  She 
remained  free  of  this  symptom,  but  in  the 
course  of  exploring  some  of  her  previous 
history  during  the  ensuing  weeks  I learned 
that  fifteen  years  prior  to  this  episode  she 
had  developed  severe  hiccoughs  following  a 
series  of  unfortxmate  events.  Her  family 
physician,  who  had  been  iU,  interrupted  his 
convalescence  to  give  her  what  he  called 
“breathing  exercises.”  Her  hiccoughs 
stopped  and  never  recurred  until  this  present 
episode.  Although  this  was  not  called 
hypnosis,  there  is  no  doubt  that  the  impact 
of  these  exercises  was  precisely  that  of  the 
hypnotic  experience  she  had  recently  had.® 

I need  not  go  into  the  details  of  the  Read 
technic’  of  muscle  relaxation  except  to  say 
that  Read  never  used  the  word  “hypnosis” 
with  his  patients.  Yet  I would  postulate 
that  those  women  who  succeed  in  delivering 
without  chemoanesthesia  and  without  dis- 
comfort are  experiencing  the  equivalent  of 
hypnotic  dissociation. 

De  Lee,  after  a visit  to  a clinic  in  Berlin 
during  emergence  of  the  superman  philos- 
ophy in  Hitler  Germany,  reported  as  follows: 
“1  saw  12  women  in  labor  at  the  two  large 
clinics.  No  analgesics  or  anesthetics  were 
used  for  normal  deliveries,  not  even  psycho- 
therapy, unless  the  doctrine  of  being  strong 
Aryan  women  bearing  children  for  the  State, 
inculcated  in  them,  can  be  called  such.  The 
birth  rooms  were  quiet;  only  one  woman 
made  an  outcry,  a thin  blonde  from  Bavaria 
who  had  a flat  pelvis  and  was  painfully 
molding  the  head  through.”’ 

Several  years  ago  I was  demonstrating  the 
thiopental  sodium  (Pentothal  sodium)  interview 
technic  to  a group  of  doctors  at  an  Army  hospital. 
The  patient  was  a soldier  recently  arrived  from 
combat,  in  which  his  psychiatric  breakdown  had 
occurred.  At  his  first  treatment  interview,  I 
inserted  the  needle  under  the  skin  in  the  ante- 
cubital  area  while  making  comments  to  the 
physicians  about  the  technic.  Before  the  needle 
got  into  the  vein,  however,  and  without  one 
drop  of  thiopental  sodium,  the  patient  suddenly 


reoriented  himself  to  the  battle  experience,  went 
through  an  intense  emotional  acting-out,  with 
detailed  recall  of  the  events,  and  remained  in  the 
trance  until  he  was  given  the  signal  to  open  his 
eyes.  He  awoke  relieved  and  commented  about 
how  helpful  the  medicine  was,  adding  that  he 
wished  he  had  received  this  treatment  sooner. 

Is  there  a physician  in  any  specialty  who 
has  not  in  the  course  of  years  of  practice  had 
many  occasions  to  reflect  on  the  impressive 
therapeutic  response  in  some  patients  that 
could  not  be  understood  in  terms  of  the 
medication  administered  or  the  surgical  pro- 
cedure performed?  I suspect  that  quite 
often  the  unidentified  hypnotic  effect  was  a 
factor. 

The  third  basic  principle  is  that  nothing 
can  be  achieved  in  therapy  with  hypnosis 
that  cannot  also  be  achieved  without  hyp- 
nosis, except  that  in  some  instances  hyp- 
nosis appreciably  facilitates  the  time  factor. 

The  following  case  illustrates  this  point. 

A thirty-seven-year-old  married  woman  was 
rushed  to  the  hospital  in  a comatose  condition 
after  swallowing  an  excessive  dose  of  barbitu- 
rates. I first  saw  her  the  day  after  in  the  in- 
tensive care  unit,  where  she  was  receiving  con- 
tinuous intravenous  fluids.  By  this  time  she 
had  recovered  from  the  immediate  toxic  effects 
of  the  barbiturates  and  was  complaining  of 
severe  pain  in  the  left  leg,  chest  pain,  nausea, 
and  restlessness.  Because  of  the  nausea  she 
was  not  able  to  retain  any  liquids  or  food. 
Following  a hysterectomy  a few  years  before 
she  had  developed  a thrombophlebitis  in  her  | 
left  leg,  with  three  episodes  of  pulmonary  embo-  , 
lism.  She  had  recovered  each  time  but  was  in 
constant  fear  of  another  recurrence.  She  was 
able  to  go  into  a trance  state  and  with  guidance  | 
under  hypnosis  developed  a protective  mask  of  ' 
numbness.  Further,  she  was  trained  to  main- 
tain this  numbness,  with  concomitant  allevia- 
tion of  her  nausea  even  after  the  trance  was 
terminated.  At  the  end  of  the  trance  she  ap- 
peared relieved  and  amazed  at  her  new  comfort. 

She  asked  her  attending  physician  for  permis-  ] 
sion  to  drink  some  orange  juice,  which  she  was 
able  to  retain.  The  clysis  needle  was  removed. 

That  evening  she  ate  a light  meal  and  slept  well. 

The  next  day  she  was  able  to  go  home  directly 
from  the  intensive  care  unit. 

There  is  no  doubt  that  without  hypnosis 
this  woman  would  have  eventually  mobilized 
her  resources  and  recovered.  However,  in  } 
this  situation  it  seems  likely  that  because  of 
her  stress  and  her  desperate  need  for  support 
she  used  the  hypnotic  trance  experience  with 
the  feeling  of  relative  abandonment  of  her 
executive  control  to  another  as  a focal  ex- 
perience around  which  she  was  able  to 
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mobilize  her  adjustive  technics  and  thereby 
develop  a new  kind  of  equilibrium  and  direc- 
tion. In  this  instance  the  intervention  with 
hypnosis  made  a long  dialogue  about  this 
dilemma  unnecessary  and  permitted  a re- 
formulation of  her  adaptational  processes 
rather  quickly. 

Definition  of  hypnosis 

What  is  hypnosis?  The  plethora  of 
theories  about  its  essential  nature  is  itself 
evidence  of  how  difficult  it  is  to  formulate  a 
concept  of  hypnosis  in  terms  of  its  essence. 
However,  an  operational  phenomenologic 
definition  is  possible,  and  I offer  one  now. 

Hypnosis  is  an  altered  state  of  intense  and 
I sensitive  interpersonal  relatedness  charac- 
terized by  nonrational  submission  and  by 
1 relative  abandonment  of  executive  control 
into  a more  or  less  regressed  dissociated 
state.  It  is  actively  instigated  and  know- 
ingly enhanced  by  the  hypnotist  and  struc- 
tured for  goal  achievement.* 

This  can  be  formulated  more  briefly 
another  way.  In  response  to  a signal  from 
another,  a capacity  for  a shift  of  awareness 
is  activated  in  the  patient,  which  permits  a 
more  intensive  concentration  on  a designated 
goal  direction.  This  shift  of  attention  is 
constantly  sensitive  to  cues  from  the  hyp- 
notist and  responsive  to  them. 

What  requires  emphasis  is  that  a latent 
capacity  already  present  within  the  patient 
is  tapped  and  then  structured  by  the  hypno- 
tist. The  notion  that  the  hypnotist  can 
project  or  impose  some  mysterious  quality 
onto  the  subject  is  part  of  the  Svengali- 
I Trilby  mytholpgy  that  has  never  been 
substantiated  clinically  or  experimentally. 

I The  most  that  a hypnotist  can  do  is  to  pro- 
vide an  appropriate  occasion  for  a subject 
to  activate  his  capacity  for  trance  experi- 
ence. This  capacity  is  not  necessarily  iden- 
I tified  by  conscious  statements  about  it. 

' For  example,  some  years  back  I conducted  a 
I study  of  hypnosis  using  several  soldiers,  aU 
on  the  same  ward;  16  of  the  20  patients  on 
the  ward  were  used  in  this  study.  During 
my  absence  from  the  ward,  there  was  ap- 
parently much  comment,  discussion,  and 
gossip  about  what  went  on  with  each  soldier 
in  the  examining  room.  One  day  one  of  the 
soldiers  not  called  in  the  study  appeared  in 
my  office,  stood  at  attention,  and  said; 
“Sir,  you  could  not  hypnotize  me  even  if  you 


wanted  to.”  I noticed  that  as  he  was  saying 
this  his  right  eye  gazed  at  a pencil  dot  that 
was  used  for  the  trance  induction,  and  his 
right  eye  then  closed.  I then  challenged 
him  with;  “Then  why  can’t  you  open  your 
right  eye?”  He  struggled  to  open  his  right 
eye  but  was  unable  to.  At  the  same  time, 
in  a mildly  defiant  way,  he  told  me  that  his 
left  eye  was  open.  Although  it  soxmded 
somewhat  defiant,  he  was  actually  begging 
for  the  signal  for  the  trance  just  as  the  other 
men  had  described  it.  I then  said,  “All 
right.  Now  both  your  eyes  will  close.” 
They  did,  and  he  went  into  a deep  trance 
state.  Since  that  time  I have  learned  that 
this  is  not  tmusual.  People  capable  of  deep 
trance  experiences  can  manage  to  get  them- 
selves into  trance  states  if  the  hypnotist  does 
not  interfere  with  the  process. 

This  leads  to  the  second  point  worth 
emphasizing  about  hypnosis,  which  is  that 
part  of  the  art  of  trance  induction  is  to  avoid 
unwitting  interference  with  the  patient’s 
spontaneous  movement  into  a trance  state. 
The  patient  is  ever-sensitive  to  cues  from 
the  physician,  and  even  imconscious  cues 
can  influence  the  patient’s  reactivity.  To 
illustrate  this,  I cite  the  following  case; 

A few  years  ago  I was  asked  to  see  a twenty- 
four-year-old  woman  suffering  with  severe, 
chronic,  generalized,  postoperative  abdominal 
pain.  The  diagnosis  of  Hodgkin’s  disease  was 
confirmed  during  the  abdominal  exploration, 
and  although  her  life  span  was  limited  thereby, 
it  was  estimated  that  she  stiU  had  a number  of 
years  to  live.  Meanwhile,  she  built  up  her 
demand  for  meperidine  hydrochloride  (Demerol 
hydrochloride)  to  the  point  where  addiction  was 
feared.  In  this  context  I was  asked  to  explore 
the  use  of  hypnosis  to  contain  her  pain  experi- 
ence. In  the  presence  of  several  medical  stu- 
dents and  residents,  and  while  she  was  telling 
me  that  she  could  not  possibly  be  hypnotized, 
she  went  into  a trance  deep  enough  to  experi- 
ence no  cutaneous  pain  sensation  when  pricked 
with  a pin.  Following  this,  with  posthypnotic 
signals,  a program  controlling  this  pain  was  de- 
veloped. It  was  so  effective  that  within  twenty- 
four  hours  she  was  free  of  pain  without  any 
meperidine  hydrochloride.  The  resident  on  the 
case  accepted  the  responsibility  of  maintaining 
this  hypnotic  control,  which  I structured  by 
posthypnotic  signals.  This  went  well  for  a few 
days  until  the  resident,  for  personal  reasons, 
became  fearful  about  using  hypnosis.  The 
next  day,  with  hesitation  and  conflict,  he  again 
gave  the  signal  to  the  patient  to  reinforce  the 
anesthesia  to  pain,  but  this  time  the  patient 
was  unable  to  go  into  a trance  state,  and  the 
pain  recurred.  When  I came  the  following  day, 
she  told  me  how  sorry  she  was  that  she  was  no 
longer  able  to  go  into  hypnosis  and  thanked  me 
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for  trying  to  help  her.  But  while  saying  this  in 
my  presence,  she  again  went  into  a trance  state 
as  deep  as  any  she  had  had  before  and  again 
was  able  to  maintain  control  of  her  pain  without 
any  medication. 

This  is  consistent  with  Beecher’s^  observa- 
tions that  the  enthusiastic  physician  can 
produce  appreciably  different  results  from 
a skeptical  physician  in  a given  patient. 
For  example,  a study  of  posterior  gastro- 
enterostomy for  treatment  of  gastric  ulcer 
showed  “the  enthusiast  getting  nearly  twice 
as  many  five-year  symptomatic  cures  as  the 
skeptics,  and  the  skeptic  getting  20  times 
as  many  marginal  ulcers  (confirmed  by  x-ray 
or  by  surgery)  in  a five-year  period  as  the 
enthusiast.”  Also,  “complete  relief  of  angina 
pectoris  by  [ligation  of  internal  mammary 
arteries]  was  obtained  4 times  as  often  by 
enthusiasts  as  by  the  skeptics;  yet  it  was 
shown  that  mere  exposure  of  the  internal 
mammary  arteries  without  ligation  was  as 
effective  in  relieving  the  angina  as  ligation 
was.”® 

Pain— placebo  effect  and  hypnotic 
effect 

Situational  stress  seems  to  enhance  the 
proneness  of  a person  to  enter  into  a trance 
state.  Although  I cannot  offer  statistical 
support  for  this  thesis,  it  is  consistent  with 
general  empiric  observations  of  many  cli- 
nicians. It  has  been  observed,  for  example, 
from  a clinical  point  of  view,  that  during 
wartime  it  seems  easier  to  find  large  numbers 
of  hypnotizable  patients  to  work  with.  As 
a corollary,  many  of  us  observed  that  after 
the  war  it  was  less  easy  to  find  the  same  high 
proportion  of  hypnotizable  individuals  ex- 
cept during  civilian  catastrophes.  Also,  in 
a general  hospital,  the  psychiatric  ward  is 
not  necessarily  the  place  to  discover  the 
highest  proportion  of  hypnotizable  subjects 
but,  rather,  the  labor  room  and  the  rooms 
where  the  anesthetists  are  about  to  apply 
anesthesia  to  patients  under  stress. 

From  a different  vantage  point,  Beecher*® 
observed  that  the  placebo  effect  was  ap- 
preciably more  effective  when  environmental 
stress  was  greater.  For  example;  Recently 
wounded  combat  soldiers  with  varying 
degrees  of  tissue  damage  experienced  pain 
relief  with  much  smaller  doses  of  analgesics 
than  did  civilian  patients  with  similar  tissue 
damage.  As  an  anesthesiologist  Beecher 


was  impressed  with  the  relatively  high 
percentage  of  combat-woimded  soldiers  who 
experienced  little  or  no  pain.  He  strongly 
advocates  the  hypothesis  first  presented 
toward  the  end  of  the  last  century  by 
Marshall**  and  later,  by  Strong*®  that  pain 
can  be  understood  in  terms  of  two  com- 
ponents-— the  original  sensation  and  the 
psychic  reaction  or  processing  component. 
Further,  he  is  convinced  that  in  this  di- 
chotomy the  psychic  reaction  component  is 
by  far  the  more  important  consideration  in 
determining  the  intensity  and  manifestation 
of  the  pain  experience.  Beecher’s  observa- 
tions and  conclusions  about  the  placebo 
effect  in  relation  to  pain  are  so  similar  to  the 
observations  that  have  been  made  about 
the  hypnotic  effect  on  pain  that  imtil  sig- 
nificant differences  can  be  identified,  we  can 
regard  the  placebo  effect  as  the  equivalent  of 
a “spontaneous”  or  “unstructured”  hypnotic 
effect. 

Gliedman  and  his  coworkers*®  agree  with 
Beecher’s  emphasis  on  the  importance  of  the 
reaction  or  processing  component  and  on  the 
basis  of  their  studies  considered  the  placebo 
“as  an  activator,  reinforcer,  and  potentiator 
of  many  of  the  health-promoting  factors 
intrinsic  to  the  psychotherapeutic  process.” 

Recently,  this  thesis  was  corroborated  in 
the  laboratory  by  Shor,*'*  who  reported  an 
elaborate  experimental  design  in  which  the 
physiologic  effects  of  painful  stimulation 
during  hypnotic  analgesia  of  college  student 
volunteers  were  studied  under  conditions 
designed  to  minimize  anxiety.  His  findings 
led  to  three  hypotheses:  (1)  When  the 

reactive  component  of  the  total  pain  experi- 
ence is  high,  physiologic  responses  are  great. 
Hypnotic  analgesia  is  effective  in  reducing 
these  responses.  (2)  When  the  reactive 
component  of  the  pain  experience  is  low, 
physiologic  responses  to  even  fairly  intense 
pain  are  very  small,  and  hypnotic  analgesia 
cannot  further  reduce  the  response.  (3) 
Therefore,  they  infer  that  hypnotic  analgesia 
is  one  means  of  neutralizing  the  reactive 
component  of  the  total  pain  experience. 

These  clinical  and  experimental  observa- 
tions suggest  that  pain  can  be  formulated 
as  a psychobiologic  adaptational  processing 
experience.  To  the  extent  that  the  person 
enduring  the  noxious  stimulus  unconsciously 
reacts  with  various  forms  of  altered  con- 
sciousness, and  with  some  abandonment  of 
his  executive  control  to  another,  he  is  re- 
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ceptive  to  the  influence  of  this  other  person. 
If  this  other  person  is  the  physician  who 
1 responds  by  providing  an  atmosphere  of 
I support  and  direction,  the  patient  can  mobi- 
I lize  his  own  adaptive  resources  more  effec- 
I tively.  The  doctor’s  protective  role  mini- 
i mizes  the  anxiety  and  fear  (that  is,  the  reac- 
i tive  component  of  pain)  and  thereby  frees 
; the  patient  to  concentrate  more  directly  on 
' effective  mastery. 

This  highly  concentrated  attention  on 
; effective  mastery  may  or  may  not  be  re- 
garded as  hypnotic  dissociation  in  any  given 
patient.  But  if  the  patient  consciously  or 
I unconsciously  chooses  to  experience  it  that 
I way,  the  doctor  has  the  opportunity  to 
structure  it  as  hypnosis,  and  in  that  mode  of 
communication  direct  the  effort  toward  a 
resolution  of  the  stress, 

‘ Effect  on  obstetric  care 

What  are  the  implications  of  the  foregoing 
observations  for  the  whole  field  of  the  healing 
arts,  and  what  special  reference  does  this 
have  to  obstetrics?  If  it  is  true  that  this 
capacity  for  trance  experience  can  be  wit- 
I tingly  or  unwittingly  activated  anyhow,  then 
! we  are  challenged  to  inquire:  Is  there  a 
methodology  that  can  adequately  identify 
this  capacity  for  trance  experience?  And 
for  those  patients  who  can  experience  this 
trance,  can  we  as  clinicians  add  an  adjunct 
to  our  technic  that  will  improve  the  quality 
of  the  treatment?  Or  if  we  choose  not  to 
facilitate  this  spontaneous,  even  though 
fragmented,  adaptive  capacity  on  the  part  of 
the  patient,  can  we  at  least  learn  enough 
I about  it  to  contain  it  and  not  interfere  with 
' its  healthward  direction  when  it  occurs? 

Implementation  of  challenge.  It  is 
‘ proposed  here  that  criteria  can  be  established 
' to  help  identify  spontaneous  trance  phe- 
nomena and,  further,  that  criteria  can  be 
I established  to  formalize  the  hypnotic  experi- 
ence and  structure  it  in  the  treatment  situa- 
tion. The  next  obligation  is  to  establish 
I the  competence  of  the  operator  to  deal  with 
I the  impact  of  the  structured  hypnotic  inter- 
vention. 

\ Outside  the  field  of  psychiatry,  hypnosis 
i is  best  achieved  in  the  field  of  anesthesia 
^ and  obstetrics  because  of  two  impelling 
i conditions.  First,  the  goals  are  clear  and 
*,  well  delineated,  and  second,  optimum  hypno- 
" tizability  seems  to  occur  in  times  of  stress 


or  anticipation  of  stress.  To  undertake  this, 
however,  the  time  factor  is  important.  The 
therapist  has  to  evaluate  his  own  apportion- 
ment of  time  in  terms  of  its  value  in  using 
hypnosis.  One  area  of  urgent  research  is 
the  development  of  a technic  for  relatively 
rapid  screening  for  hypnotizable  patients. 

Obstetric  considerations.  As  I view 
it,  hypnosis  in  obstetrics  has  gone  through 
two  phases  and  is  now  in  a third  phase.  In 
the  first  phase,  the  goal  was  to  use  hypno- 
anesthesia  instead  of  chemoanesthesia.  This 
concept  was  a natural  expectation  based  on 
the  dramatic  success  of  the  total  pain  allevia- 
tion that  can  be  evoked  with  patients  in  a 
deep  somnambulistic  trance.  However,  this 
technic,  of  necessity,  is  limited  to  somnam- 
bules,  that  is,  those  capable  of  the  deepest 
trance,  only. 

As  experience  accumulated,  a second  phase 
emerged  when  it  was  discovered  that  even 
though  total  pain  alleviation  was  not 
achieved  with  hypnosis,  in  an  appreciable 
number  of  cases  its  use  as  an  adjunct  reduced 
the  amount  of  complementary  chemoan- 
esthesia required  significantly  below  that 
ordinarily  used  without  hypnosis.  Thus  a 
group  of  patients  not  in  the  somnambule 
category  could  also  get  some  benefit  from 
the  adjunctive  use  of  hypnosis. 

The  time  invested  by  the  obstetrician  to 
obtain  these  results  raised  serious  questions 
of  clinical  logistics  as  to  its  over-all  value. 
Indeed,  Tom*®  complained  of  this  in  his  1959 
report  on  his  own  experiences  with  73  volun- 
teer patients  over  a four-year  period.  All 
had  normal,  spontaneous  deliveries  with  the 
use  of  hypnosis.  As  his  criterion  for  the 
success  or  failure  of  hypnosis  as  an  effective 
agent,  he  recorded  as  a failure  any  case  that 
required  any  amount  of  anesthesia  or  anal- 
gesia during  the  delivery.  With  this  extreme 
criterion  he  reported  that  40  per  cent  were 
successful  and  60  per  cent  imsuccessful. 
But  he  further  noted  “that  regardless  of  the 
results,  aU  but  one  of  the  patients  thought 
that  hypnosis  was  worth  while  and  a great 
help  during  labor,  and  all  wanted  to  use 
hypnosis  again  for  the  next  delivery.”  In 
later  correspondence  Tom*'*  stated:  “If  I 

had  used  additional  factors,  such  as  patients’ 
confidence,  patients’  acceptance,  lack  of  fear 
and  anxiety,  and  so  forth,  I would  have  had 
extreme  difficulty  in  appraising  success  ac- 
curately. The  results  would  have  been 
inaccurate  and  distorted.”  It  is  my  impres- 
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sion  that  Dr.  Tom  was  much  too  modest. 
In  his  effort  to  be  statistically  accurate  he 
undervalued  many  of  the  components  of 
comfort  and  well-being  that  we  considered 
in  the  category  of  reactive  components. 

August  recently  reported  on  1,000  con- 
secutive cases  of  which  85  per  cent  were 
delivered  with  hypnosis.  Of  this  85  per 
cent,  about  half  received  in  addition  some 
chemoanalgesia  (usually  meperidine  hydro- 
chloride); only  5 per  cent  received  any 
chemoanesthesia.  Further,  he  reported  that 
of  27  cesarean  sections  in  this  series,  17  were 
performed  with  hypnoanesthesia  alone.  Of 
these,  12  requested  and  received  general 
anesthesia  after  the  baby  was  delivered,  and 
5 received  no  chemoanesthesia  at  any  time. 
Since  this  report.  Dr.  August  informs  me 
that  his  consecutive  series  is  now  almost 
2,000  cases,  with  approximately  the  same 
results.  He  has  recently  completed  a strik- 
ing color  movie  film  of  a low  cesarean  section 
with  hypnoanesthesia  only. 

For  a number  of  reasons,  including  the 
comfort  and  well-being  of  the  physician 
himself,  there  is  currently  a third  phase. 
It  is  characterized  by  a significant  shifting 
of  the  focus  away  from  pain  per  se  to  an 
emphasis,  through  hypnosis,  on  an  atmos- 
phere of  support  and  encouragement,  pro- 
moting a natural  coordination  of  physiologic 
processes  to  perform  a natural  function,  not 
a surgical  operation. 

This  approach  is  designed  to  deal  directly 
with  the  “reactive  components”  that 
Beecher  has  brought  to  our  attention.  By 
offering  an  atmosphere  that  tends  to  mini- 
mize the  emergence  of  various  reactive 
anxieties  to  a pain  experience,  the  total 
clinical  effect  is  one  that  is  so  favorable  on 
an  over-all  basis  that  even  when  local  or 
general  anesthesia  is  used  it  is  minimal.  It 
seems  to  so  confine  the  pain  sensation  itself 
that  one  can  theorize  that  in  this  instance 
the  chemoanesthesia  serves  specifically  to 
neutralize  only  the  pain  sensation.  The 
reactive  components  are  already  neutralized 
by  the  containment  experience  of  the  hyp- 
nosis. 

Thus,  with  this  focus  on  a general  suppor- 
tive atmosphere,  the  many  factors  respon- 
sible for  the  reactivity  to  pain  so  evident  in 
stress  can  be  prevented  or  relieved  without 
specific  elaboration  with  prolonged  dialogue 
between  patient  and  doctor.  Shainess^^  ^ 
has  pointed  out  some  of  these  specific  fac- 


tors: (1)  the  woman’s  personality  itself, 

including  her  attitude  towards  femininity; 
(2)  the  prevalent  cultural  myths,  expecta- 
tions, and  fears  about  childbirth;  (3)  the 
motivations  for  pregnancy  and  whether  or 
not  the  pregnancy  was  desired;  (4)  relation- 
ship with  the  husband,  especially  the  im- 
mediate interaction  before  and  at  the  onset 
of  labor,  and  the  manner  of  parting  from 
the  husband;  (5)  the  relationship  with  the 
obstetrician  (confidence  and  support);  and 
(6)  the  hospital  milieu  from  the  reception 
room  on,  especially  the  attitudes  of  the 
obstetric  nurses,  that  is,  the  manner  of  the 
nurse  doing  the  “prep,”  the  attentiveness  or 
availability  of  the  nurse  in  the  labor  room, 
the  “envy  factor”  in  obstetric  nurses,  and  so 
forth. 

Of  the  technics  that  emphasize  the  sup- 
portive value  of  atmosphere,  and  without 
the  hypnosis  label.  Read’s^  muscle  relaxation 
exercises  are  the  best  known.  Not  so  well 
known,  however,  is  a development  in  this 
direction  in  which  hypnosis  is  introduced 
and  identified  as  such  in  the  training  period 
as  well.  It  is  called  the  hypnoreflexogenous 
method  and  was  reported  by  Roig-Garcia, 
in  May,  1960. At  that  time,  he  reported 
on  13  cases.  This  method  is  based  on 
Pavlovian  conditioning  concepts.  It  differs 
from  the  Read  method  in  that  no  attempt 
is  made  at  rational  explanations  to  educate 
the  patient  about  the  anatomic  facts  of  the 
delivery,  nor  are  there  any  respiratory  and 
muscle  exercises  used.  The  aim  is  to  manage 
the  delivery  in  a state  of  “vigil”  or  wake- 
fulness without  the  pain  complex  of  delivery. 
At  no  time  in  the  training  period  is  there 
emphasis  on  the  anesthesia  to  pain  as  such. 
It  is  assumed  that  anesthesia  to  pain  will 
occur  as  a by-product  of  this  technic. 

Roig-Garcia  bases  his  technic  on  two 
assumptions:  that  no  physiologic  act  is 

normally  accompanied  by  pain  and  that 
the  pain  equation  with  uterine  contraction  is 
a myth  transmitted  from  generation  to 
generation  as  a “biologic  habit.”  This  hy- 
pothesis has  some  corroboration  in  a recent 
study  by  Shainess,*®  where  a striking  correla- 
tion between  premenstrual  tension  and  an 
unfavorable  introduction  to  the  menarche 
was  discovered. 

Prior  to  delivery,  while  the  patient  is 
under  hypnotic  trance,  a verbal  conditioning 
technic  is  used  that  (1)  neutralizes  the  fear 
of  delivery  with  a positive  emotion  that 
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exalts  maternity  as  a sublime  experience,  (2) 
substitutes  the  contraction  concept  for  the 
pain  concept,  and  (3)  presumably  lowers  the 
excitability  of  the  cortex  by  “psychologic 
sedation.” 

The  advantage  of  this  technic  is  that  the 
patients  are  trained  to  cope  with  the  dis- 
comforts of  the  first  and  second  stages  and 
do  not  require  the  presence  of  the  physician 
to  signal  the  hypnotic  control.  “Contrac- 
tion start”  and  “contraction  over”  are  the 
conditioned  signals.  Roig-Garcia  maintains 
that  the  fear-tension-pain  complex  is  elim- 
inated without  the  prolonged  instruction 
and  exercise  period  of  the  Read  method. 

Werner^*  has  recently  reported  on  3 cases 
dehvered  successfully  with  the  Roig-Garcia 
method,  and  he  emphasized  that  its  great 
advantage  is  that  it  requires  much  less  time 
from  the  obstetrician. 

As  a footnote,  I bring  to  your  attention  a 
technic  for  nonspecific  alleviation  of  stress, 
developed  by  Schultz  and  Luthe*®  in  Ger- 
many over  the  past  half  century.  It  is 
called  autogenic  training  and  is  based  on 
the  hypothesis  that  with  trained  concentra- 
tion corticodiencephahc  modifications  occur 
which  “enable  natural  forces  to  regain  their 
otherwise  restricted  capacity  for  self-regu- 
latory normahzation.” 

So-called  “dangers” 

Now  to  the  controversial  issue  of  the 
alleged  dangers  of  hypnosis.  There  are 
some  alarmists  who  cry,  “Danger^ — keep 
away!”;  but  adequately  substantiated  data 
that  hypnosis  itself  is  harmful  are,  to  my 
knowledge,  not  yet  on  record.  One  dis- 
concerting side-effect  of  this  alarmist  posi- 
tion is  that  it  evokes  extreme  counter- 
statements that  exaggerate  its  applicability 
and  overlooks  the  need  for  clinical  com- 
petence when  it  is  used.  Hypnosis  intensi- 
fies the  awareness  and  the  reactivity  of  the 
patient  to  cues  from  the  doctor.  Just  as 
healthward  moves  are  facihtated,  so  care- 
lessness or  mistakes  of  judgment  by  the 
hypnotist  can  also  be  facihtated.  The  lever- 
age is  higher,  in  both  directions.  Using 
hypnosis  is  not  an  excuse  to  abandon  basic 
considerations  for  the  patient’s  self-respect 
and  welfare,  nor  is  it  a substitute  for  com- 
petent chnical  judgment. 

Most  of  the  cases  that  I have  seen  referred 
to  as  examples  of  damage  done  by  hypnosis 


were  iUustrations  of  inept  clinical  judgment 
accompanying  hypnosis.  For  example, 
Eastman  recently  pubhshed  a long  edi- 
torial note  acknowledging  the  potential  value 
of  hypnosis  but  reminding  us  of  its  shady 
past  and  emphasizing  the  importance  of 
“sufficient  knowledge  of  psychiatry  and 
particularly  psychiatric  dynamics  to  avoid 
its  use  in  chnical  situations  where  it  is 
contraindicated  or  even  dangerous.”  He 
then  refers  to  a case  to  iUustrate  his  point. 
The  case  is  as  foUows: 

An  obese  housewife  was  hypnotized  for 
delivery.  She  was  told  to  practice  hypnosis  at 
home  (that  is,  to  do  self-  or  autohypnosis). 
She  lost  weight.  The  delivery,  on  hypnotic 
levels,  was  uneventful.  It  later  developed, 
however,  that  during  those  periods  when  she 
had  been  hypnotized  she  believed  the  hypnotist 
had  been  assaulting  her  sexually.  She  began 
using  the  hypnotic  and  the  autohypnotic  states 
for  turning  over  in  her  mind  various  plans 
whereby  she  could  kill  her  husband  and  still 
escape  detection.  She  was  sinking  deeper  and 
deeper  into  a dream  world  of  her  own  and  ap- 
peared headed  for  a schizophrenic  break. 
After  the  delivery  she  became  paranoid  about 
the  physician  who  had  hypnotized  her  and 
wanted  to  bring  malpractice  charges  against 
him.  She  should  not  have  been  hypnotized; 
and,  in  any  case,  she  should  not  have  been 
taught  self-h3rpnosis. 

This  illustration  demonstrates  at  least 
two  points  relevant  to  our  discussion. 
First,  encouraging  her  to  indulge  in  self- 
hypnosis was  in  itself  bad  clinical  technic. 
The  disciplined  use  of  hypnosis  requires  weU 
circumscribed  conditions  and  specified  goals. 
This  case,  as  reported,  was  too  open-ended 
in  its  structure.  It  demonstrates  inept  use 
of  hypnosis  but  not  that  hypnosis  itself 
caused  her  psychotic  illness.  How  did  the 
weight  loss  occur?  Was  it  specifically  re- 
lated to  the  goal  of  successful  dehvery? 
Was  it  self-induced?  Or  was  it  signaled  by 
the  physician?  And  if  so,  did  he  consider 
the  private  meaning  of  losing  weight  for  this 
particular  patient? 

There  is  another  consideration.  It  is 
necessary  to  differentiate  a precipitating 
event  from  a causative  event.  Pregnancy 
and  delivery,  without  the  use  of  hypnosis, 
have  often  enough  been  associated  with 
precipitation  of  psychotic  syndromes.  The 
data  reported  fail  to  show  that  hypnosis 
caused  the  psychotic  breakdown.  Recently, 
I was  consulted  by  a man  who  had  decided 
on  his  own  to  stop  smoking.  He  did  and 
without  using  hypnosis.  Shortly  thereafter. 
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he  developed  torticollis.  Should  we  con- 
clude from  this  that  men  should  not  stop 
smoking?  Post  hoc  association  does  not 
establish  a causative  relationship.  The 
clinical  advantages  and  comfort  demon- 
strably possible  with  hypnosis  are  too  im- 
portant to  be  arbitrarily  dismissed  by  un- 
documented allegations  of  harm. 

Eastman^'*  further  refers  to  Torn’s^®  ar- 
ticle, “since  he  reports  5 cases  in  which 
psychiatric  hospitalization  was  required  fol- 
lowing hypnosis.”  This  attracted  my  atten- 
tion. I then  went  to  Tom’s  report  and 
learned  that  these  5 cases  all  occurred  with 
one  particular  doctor,  and  further  details 
were  not  given.  His  source  reference  was 
“Personal  communication.”  Interestingly, 
the  73  cases  using  hypnosis  on  which  Tom 
himself  reported  had  not  one  instance  of 
harm  to  his  patients.  Even  the  alleged  and 
unsubstantiated  instances  of  harm  asso- 
ciated with  hypnosis  are,  in  my  estimation, 
infinitesimally  small  compared  with  the 
number  of  hypnotic  inductions  that  are  done 
daily. 

Nevertheless,  most  serious  workers  in  this 
field  feel  obliged  to  and  are  ever  ready  to 
examine  any  clinical  or  experimental  evi- 
dence that  tends  to  show  hypnosis  to  be 
harmful.  Until  such  evidence  is  available 
and  subject  to  careful  clinical  appraisal,  we 
are  obliged  to  formulate  our  policy  of  con- 
duct on  the  basis  of  vast  general  experience 
and  recorded  data  which  indicate  that  there 
is  no  harm  in  the  hypnotic  experience  itself. 
However,  the  hypnotized  patient,  like  the 
nonhypnotized  patient,  is  not  immune  to 
harm. 

Future  directions 

Now,  a look  toward  the  future. 

1.  It  is  necessary  that  we  get  away  from 
the  fictitious  polarity  of  the  evangelical 
enthusiasm  on  the  one  hand  and  the  “too 
dangerous  to  use”  concept  on  the  other. 
One  extreme  tends  to  push  the  opposite 
extreme  stiU  further  and  produces  more  heat 
than  light.  The  sooner  we  realize  that  the 
dissociation  phenomenon  occurs  whether  we 
want  it  or  not,^®  the  sooner  will  we  be  pre- 
pared to  give  it  respectful  yet  critical  study 
and  appraisal. 

2.  Likewise,  it  would  be  useful  to  avoid 
the  concept  of  the  universal  patient  and  the 
universal  doctor.  Patients  as  well  as  doc- 


tors differ  in  their  styles,  beliefs,  expecta- 
tions, and  capacities  to  cope  with  stress. 
The  art  of  medicine  demands  that  we  take 
into  account  these  differences.  It  is  not 
often  in  the  field  of  medicine  that  treatment 
procedures  are  cut  and  dried.  So  often  a 
therapist  exercising  his  flexibility  can  use 
a therapeutic  procedure  which  wUl  be  effec- 
tive only  when  done  artfully.  Each  thera- 
pist is  obliged  to  explore,  then  develop,  his 
own  repertoire  of  skills  that  can  be  applied 
clinically.  All  clinicians  do  not  have  the 
same  combinations  of  interest,  talent,  or 
esthetic  feeling  for  many  aspects  of  the 
therapeutic  art.  Some  have  a flair  for 
working  comfortably  with  hypnosis,  others 
are  indifferent,  and  some  are  even  frightened 
by  it.  But  this  is  also  true  in  other  facets 
of  medicine,  for  example,  flair  for  performing 
autopsies,  field  exploration  for  insect  vectors, 
vascular  surgery,  and  electronic  gadgetry. 

3.  By  acknowledging  that  different  ther- 
apeutic approaches  can  bring  about  similar 
desirable  results,  we  can  allow  for  a respect- 
ful exploration  of  the  uses  of  hypnosis  by 
those  who  choose  to,  but  with  critical  clinical 
scrutiny  by  aU  clinicians.  This  would  then 
permit  an  atmosphere  (a)  to  explore  the 
optimal  conditions  for  spontaneous  occur- 
rence of  dissociated  states,  (b)  to  discover 
the  optimal  conditions  for  induction  of  the 
trance  by  design,  (c)  to  learn  more  about 
developing  appropriate  technics  for  giving 
therapeutic  goals,  and  (d)  to  refine  the 
criteria  for  relevant  and  judicious  thera- 
peutic application. 

4.  To  those  who  have  an  interest  and 
competence  with  this  technic,  there  should 
be  provided  an  adequate  training  program 
that  would  include  training  in  technics  for 
induction,  understanding  of  basic  phenom- 
enology, and  basic  theory. 

The  basic  psychiatric  knowledge  necessary 
for  the  limited  application  of  hypnosis  to 
control  and  alleviate  pain,  fear,  and  tension 
in  the  obstetric  setting  is  not  greater  than 
is  expected  of  any  good  clinician.  However, 
to  influence  symptoms  beyond  this,  such  as 
phobias  and  compulsions,  and  to  uncover 
unconscious  material  is  outside  the  scope  of 
the  obstetric  focus  and,  if  used,  requires 
considerable  psychotherapeutic  sophistica- 
tion. In  similar  vein,  for  psychiatrists  to 
use  more  than  minimal  doses  of  thiopental 
sodium  for  interview  purposes  requires  ex- 
tensive training  in  anesthesiology  to  do  with 
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safety.  Thus,  with  training  and  guidance 
more  clinicians  in  the  various  specialties  can 
competently  and  judiciously  explore  the  use 
of  hypnosis  in  the  service  of  relevant  clinical 
need.  Hopefully,  we  can  expand  the  re- 
search possibilities  and  develop  our  body 
of  solid  knowledge  about  this  intriguing 
phenomenon. 

Conclusion 

To  conclude,  hypnotic  phenomena  have 
been  occurring  since  the  beginning  of  man 
and  will  continue  to  occur  in  the  future. 

Our  challenge  is;  Can  we  learn  enough 
by  clinical  and  experimental  means  to  be- 
come more  skillful  in  identifying  the  subtle- 
ties of  its  spontaneous  occurrence,  the  neces- 
sary conditions  for  its  activation,  then 
further  develop  the  art  of  channeling  it  into 
the  service  of  mobilizing  and  facilitating 
healthward  adaptive  forces  within  the  person 
in  distress. 

The  woman  coping  with  anxiety,  fear,  and 
the  pain  of  labor  represents  a uniquely  weU- 
circumscribed  situation  for  more  extensive 
clinical  exploration  and  research  into  the 
adjunctive  role  of  hypnosis  for  facilitating 
relief  of  stress. 

As  this  technology  continues  to  develop, 
we  are  well  on  the  way  to  achieving  De  Lee’s 
goal  of  less  chemical  intrusion  by  means  of 
“educating  the  (patients’)  minds.” 

19  East  88th  Street,  New  York  28 
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Signs  and  symptoms  referable  to  the  nerv- 
ous system  have  been  reported  in  28  per 
cent^  to  65  per  cent-*  of  patients  with  SLE 
(systemic  lupus  erythematosus).  While 
some  authors  have  called  attention  to  early 
neurologic  manifestations  in  the  disease,®”* 
the  great  majority  of  these  complications 
have  occurred  in  patients  with  well-recog- 
nized SLE.  This  is  a report  of  5 patients 
who  were  hospitalized  because  of  symptoms 
of  an  acute  cerebral  insult  and  who  later  were 
shown  to  have  SLE.  A review  of  the  English 
literature  has  revealed  only  5 previously  re- 
ported patients  with  SLE  who  developed 
symptoms  of  a “cerebrovascular  accident” 
prior  to  knowledge  of  the  true  nature  of 
their  disease. 

Case  reports 

Case  1.  A thirty-six-year-old  Negress  was 
first  hospitalized  in  1956  with  a chief  complaint 


of  headache  and  loss  of  consciousness.  Three 
weeks  prior  to  admission  she  had  complained  of 
mild  fatigue  and  a nonproductive  cough.  A 
week  later  she  noted  transient  painful  swellings 
of  some  of  the  joints  of  her  fingers.  On  the  day 
of  admission  she  complained  of  a sudden,  severe 
generalized  headache,  vomited,  and  then  lost 
consciousness.  No  seizure  was  observed.  Her 
past  history  was  unremarkable,  and  there  had 
been  no  other  neurologic  or  systemic  symptoms. 
Her  blood  pressure  was  said  to  have  been  nor- 
mal during  a physical  examination  performed 
approximately  six  months  before. 

At  the  time  of  admission  the  patient  was  semi- 
stuporous.  Her  blood  pressure  was  200/120. 
There  was  a flame-shaped  hemorrhage  in  the 
left  fundus,  and  her  liver  was  thought  to  be 
enlarged  4 fingerbreadths  below  the  right  costal 
margin.  There  were  definite  signs  of  meningeal 
irritation,  and  the  left  plantar  response  was 
extensor.  No  other  abnormalities  were  noted 
in  the  detailed  general  or  neurologic  examina- 
tion. 

The  pertinent  laboratory  abnormahties  in- 
cluded marked  albuminuria,  an  elevated  eryth- 
rocyte sedimentation  rate,  and  a reversed 
albumin-globuhn  ratio.  A complete  blood 
count,  sickle-ceU  preparation,  serologic  tests 
for  syphilis,  Coombs’  test,  intravenous  pyelo- 
gram,  coagulation  tests,  and  other  studies  did  not 
show  abnormal  findings.  The  cerebrospinal 
fluid  was  grossly  bloody  in  all  tubes  and  had  an 
opening  pressure  of  340  mm.  of  water.  An 
electroencephalogram  showed  diffusely  abnor- 
mal findings,  and  later  showed  a focal  left-sided 
abnormality.  L.E.  cells  were  demonstrated  in 
the  peripheral  blood  on  several  occasions. 

Her  hospital  course  was  characterized  by 
initial  improvement.  On  the  fourteenth  hos- 
pital day,  however,  a right  hemiparesis,  right 
homonymous  field  defect,  aphasia,  and  right 
hemisensory  syndrome  developed  suddenly.  A 
left  carotid  arteriogram  revealed  no  filling  of 
either  the  middle  or  anterior  cerebral  arteries, 
although  there  was  normal  opacification  of  the 
internal  carotid  artery  up  to  and  including  the 
posterior  communicating  artery.*  Both  an- 
terior cerebral  arteries  were  visualized  during 
right  carotid  arteriography  and  were  not  dis- 
placed. 

Steroid  therapy  was  instituted.  There  was 
considerable  improvement  of  the  neurologic 
deficit,  and  the  cerebrospinal  fluid,  urine,  fundi, 
and  blood  pressure  became  normal.  A residual 
right  hemiparesis  and  dysphasia  persisted,  how- 
ever, until  her  death  three  years  later  from  other 
complications  of  her  disease.  At  autopsy  there 
was  adequate  evidence  of  SLE  in  many  organs. 
The  brain  showed  extensive  old  encephalomala- 
cia  in  the  left  cerebral  hemisphere  and  secondary 
degeneration  of  the  left  pyramidal  tract  through 
the  brain  stem.  The  left  middle  cerebral  artery 
and  at  least  one  meningeal  artery  revealed 
changes  compatible  with  a “healed”  arteritis. 
Microscopic  sections  of  the  carotid  artery  were 
not  obtained. 

* The  films  were  unsuitable  for  reproduction. 
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FIGURE  1.  Case  2.  Left  carotid  arteriogram, 
showing  complete  occlusion  of  internal  carotid 
artery  above  origin  of  anterior  choroidal  artery. 


Case  2.  A twenty-seven-year-old  white 
I female  was  hospitalized  in  1961,  during  the  fifth 
I month  of  her  second  pregnancy,  because  of  a 
right  hemiparesis  and  aphasia.  During  her 
first  pregnancy  one  year  before,  she  had  been 
mildly  anemic,  had  a sHght  elevation  of  blood 
pressure,  and,  reportedly,  a falsely  positive  reac- 
tion to  a serologic  test  for  syphilis.  The 
present  pregnancy  had  been  uneventful  except 
for  some  vaginal  spotting,  which  was  treated 
briefly  with  norethynodrel  (Enovid).  The  day 
prior  to  admission  she  had  collapsed  suddenly 
, to  the  ground  and  was  noted  to  be  globally 
aphasic  and  paretic  on  the  right.  She  was 
admitted  to  another  hospital  where  her  cerebro- 
spinal fluid  was  examined  and  found  to  be  nor- 
mal, and  then  she  was  transferred  for  further 
I study. 

IThe  general  physical  examination  showed  nor- 
mal findings  except  for  a five  months  gestation. 
||  The  neurologic  findings  included  a right  hemi- 
4 paresis,  right-sided  hyperflexia,  and  right  exten- 

Jsor  plantar  response.  Pain  appreciation  was 
impaired  on  the  right,  and  there  was  a sugges- 
‘|1  tion  of  a right  homonymous  field  defect.  The 
) patient  was  mute,  although  she  could  obey  a 
I few  simple  commands. 

' Laboratory  studies  revealed  some  proteinuria, 
1 erythrocyte  sedimentation  rates  about  50  mm. 
I per  hour,  and  a 4 plus  Mazzini  test  result.  The 
treponema  immobilization  test  for  syphilis 
I showed  negative  results  as  did  many  other  stud- 
1 ies.  An  electroencephalogram  revealed  a left 
I fronto-temporal  abnormality.  A left  carotid 
' arteriogram  revealed  a complete  obstruction  in 


FIVE  CASES  are  reported  of  acute  cerebro- 
vascular accident  later  shown  to  be  related  to 
SLE  (systemic  lupus  erythematosus),  al- 
though the  nature  of  the  cerebrovascular 
accident  was  not  completely  understood  in  all 
5 cases.  Only  5 other  cases  of  acute  cerebral 
insults  prior  to  the  recognition  of  SLE  have 
been  found  in  the  literature,  but  many  cases 
in  which  a systemic  disease  is  responsible 
for  the  cerebrovascular  accident  may  go  un- 
recognized. 


the  supraclinoid  internal  carotid  artery,  above 
the  origin  of  the  anterior  choroidal  artery  (Fig. 
1).  Both  anterior  and  middle  cerebral  arteries 
were  visualized  by  a right  carotid  arteriogram. 
There  were  no  significant  displacements.  L.E. 
cells  were  demonstrated  in  the  peripheral  blood, 
prvticularly  after  prolonged  incubation. 

At  the  time  of  this  writing  she  is  still  hos- 
pitalized, although  her  neurologic  deficit  is 
slowly  improving. 

Case  3.  A thirty-five-year-old  Negress  was 
admitted  to  the  hospital  in  1959  because  of  a 
right  hemiparesis  of  two  days  duration.  The 
patient  had  been  hospitalized  nineteen  years 
before  because  of  a seizure  disorder,  which  was 
felt  to  be  idiopathic,  and  responded  well  to 
phenobarbital.  She  had  had  no  seizures  and 
had  been  off  anticonvulsants  for  the  past  fifteen 
years.  Seven  years  prior  to  this  admission  she 
was  hospitalized  again  for  disseminated  tuber- 
culosis. There  were  no  neurologic  symptoms 
during  this  admission.  She  was  treated  with 
antituberculous  therapy  for  over  fourteen 
months  and  then  was  lost  to  foUow-up.  For 
about  six  months  prior  to  her  current  admission 
she  had  complained  of  malaise  and  poorly  de- 
fined headaches  and  had  lost  some  30  pounds. 
A nonspecific  eruption  appeared  on  both  arms. 
A biopsy  of  these  lesions  was  performed  in  the 
dermatology  clinic  and  was  not  diagnostic.  Her 
family  noted  minimal  personahty  changes 
about  one  month  prior  to  admission.  Two  days 
before  her  entry  into  the  hospital  there  was  a 
sudden  onset  of  weakness  of  the  right  arm  and 
leg. 

The  physical  examination  revealed  a chronic 
uncharacteristic  dermatitis  of  the  arms  and 
face,  4-fingerbreadth  hepatomegaly,  and  some 
shotty  axillary  adenopathy.  There  were  mild 
organic  mental  changes,  a right  hemiparesis, 
right  hyperreflexia,  and  partial  right  hemisen- 
sory  syndrome  on  neurologic  examination. 

The  hemoglobin  was  9 Gm.  and  the  platelet 
count  about  78,000  cu.  mm.  The  erythrocyte 
sedimentation  rate  varied  from  55  to  105  mm. 
per  hour.  The  remainder  of  the  blood  count, 
urinalysis,  serologic  tests  for  syphilis,  Coombs’ 
test,  and  liver  function  studies  all  showed  nor- 
mal findings,  as  did  examinations  of  the  cerebro- 
spinal fluid  and  bone  marrow.  Biopsies  of  the 
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FIGURE  2.  Case  3.  Pneumoencephalogram, 
showing  dilated  lateral  ventricles,  left  more  than 
right. 


axillary  lymph  nodes,  skin  lesions,  and  liver 
were  not  diagnostic.  Cultures  of  the  spinal 
fluid,  urine,  menses,  gastric  aspirate,  liver, 
nodes,  bone  marrow,  and  skin  all  were  negative 
for  tuberculosis.  A fungal  skin  test  and  rou- 
tine x-ray  films  showed  negative  findings.  An 
electroencephalogram  and  left  carotid  arterio- 
gram revealed  no  abnormalities.  A pneumo- 
encephalogram showed  moderate  dilation  of  the 
ventricular  system,  left  more  than  right  (Fig.  2) . 
Several  L.E.  tests  showed  negative  results. 

In  view  of  the  past  history  of  miliary  tuber- 
culosis and  the  inadequate  foUow-up,  anti- 
tuberculous therapy  was  reinstituted.  After 
several  weeks  of  treatment  and  essentially  un- 
changed physical  findings,  she  was  discharged  to 
be  followed  closely  as  an  outpatient.  Two 
weeks  after  discharge,  increasing  right  hemi- 
paresis  and  dysphasia  were  noted,  and  the  pa- 
tient was  rehospitalized.  A serologic  test  for 
syphilis  now  showed  positive  findings,  and 
several  L.E.  smears  were  positive.  A repeat 
left  carotid  arteriogram  again  revealed  no 
definite  abnormality.  Other  laboratory  studies 
were  unchanged. 

Despite  adrenocorticoid  therapy  her  neuro- 
logic illness  progressed.  She  developed  a right 
homonymous  field  defect,  increasing  mental 
changes,  and  bilateral  cerebral  signs.  She  was 
eventually  transferred  to  a state  psychiatric 
hospital,  where  she  remains  today. 

Case  4.  A thirty-two-year-old  white  female 
was  hospitalized  in  1952  because  of  headache. 
The  patient  had  enjoyed  good  health  until  one 
month  prior  to  admission  when  she  noted  the 


gradual  onset  of  generalized  weakness,  purpuric 
spots,  and  gingival  bleeding.  An  unusually 
heavy  menses  occurred.  Two  days  prior  to 
admission  there  was  a sudden  onset  of  severe 
generalized  headache,  which  persisted.  There 
was  no  other  pertinent  history. 

The  physical  examination  on  admission  re- 
vealed purpura  and  retinal  hemorrhages. 
Shortly  after  admission  she  became  semi- 
stuporous  and  was  found  to  have  marked  menin- 
geal signs  and  bilateral  extensor  plantar  re- 
sponses. 

The  hemoglobin  was  6.5  Gm.,  and  the  platelet 
count  was  2,000  cu.  mm.  A bone  marrow 
aspirate  was  normal  except  for  increased  num- 
bers of  young  megakaryocytes.  Other  hema- 
tologic study  was  compatible  with  thrombocyto- 
penia. 

An  emergency  splenectomy  was  performed 
the  day  of  admission.  Deepening  coma  oc- 
curred in  the  postoperative  period.  She  was 
treated  with  adrenocorticotrophic  hormone  and 
steroids  and  improved  slowly.  Her  neurologic 
and  hematologic  abnormalities  became  normal. 
Although  microscopic  study  of  the  removed 
spleen  was  reported  to  show  some  “periarterial 
fibrosis,”  the  diagnosis  of  SLE  was  not  estab- 
lished until  one  year  later  when  the  patient  re- 
turned with  arthralgias,  pleural  effusions,  and 
several  positive  L.E.  preparations. 

Case  5.  A forty-year-old  white  male  was 
admitted  to  the  hospital  in  1956  with  an  acute 
onset  of  aphasia  and  headache.  For  some 
months  prior  to  admission  he  had  noted  multiple 
ecchymosis.  On  the  day  of  admission  he  com- 
plained of  headache  and  was  noted  to  be  talking 
jargon.  Other  systemic  or  neurologic  symptoms 
could  not  be  elicited. 

Several  purpuric  spots  on  the  skin  were  noted 
on  examination.  A mixed  aphasia,  right 
homonymous  field  defect,  and  diminished  pain 
appreciation  on  the  right  side  of  the  body  were 
present. 

The  pertinent  laboratory  abnormalities  in- 
cluded a platelet  count  of  80,000  cu.  mm.,  posi- 
tive reactions  to  Coombs’  and  Wassermann 
tests,  and  an  elevated  erythrocyte  sedimenta- 
tion rate.  Six  L.E.  smears  showed  negative 
findings.  A seventh,  however,  was  clearly 
positive.  The  patient  was  treated  with  steroids 
with  complete  remission  of  his  neurologic  find- 
ings. 

Comment 

The  natiire  of  the  “cerebrovascular  acci- 
dent” which  led  to  hospitalization  and  the 
subsequent  detection  of  SLE  is  not  com- 
pletely understood  in  all  5 patients.  Case  1 
was  admitted  because  of  a subarachnoid 
hemorrhage  and  subsequently  was  shown 
by  angiography  to  have  an  occlusion  of  the 
supraclinoid  portion  of  the  left  internal 
carotid  artery.  The  autopsy  performed 
three  years  later  did  reveal  encephalomalacia 
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TABLE  I.  Reported  incidence  of  neurologic  complications  in  SLE 


Author 

Year 

Number  of 
Patients 

Per  Cent  with 

Mental 

Changes  Convulsions 

Focal 

Signs 

Shearn  and  Pirofskyi® 
Jessar,  Lamont-Havers, 

1952 

34 

50 

15 

and  Ragan  8“ 

1953 

44 

9 

. 7 

2 

Dubois®! 

1953 

62 

29 

35 

5 

Harvey  et  al.^** 

1954 

105 

19 

17 

5 

Clark  and  Bailey® 

1956 

100 

17 

14 

5 

Hill®8 

1957 

49 

26 

10 

Armas-Cruz  et  al.^* 

1958 

108 

36 

8 

Rupe  and  Nickel®® 

1959 

100 

3 

7 

Stern  and  Robbins®' 

1960 

53 

50 

23 

* Also  reported  by  Tumulty,  P.  A.:  The  clinical  course  of  systemic  lupus  erythematosus,  J.A.M.A.  156:  947  (Nov.  6)  1954. 


in  the  distribution  of  the  internal  carotid 
artery,  as  well  as  old  inflammatory  changes 
in  some  of  the  intracranial  vessels. 

Case  2 also  had  an  angiographically  veri- 
fied occlusion  of  the  intracranial  carotid 
artery.  It  would  appear  that  the  arteritis 
of  SLE  involves  vessels  large  enough  to 
allow  for  the  angiographic  abnormalities  in 
Cases  1 and  2.  The  location  of  these 
obstructions,  that  is,  the  supraclinoid  por- 
tion of  the  carotid,  is  a relatively  uncommon 
site  for  complete  carotid  occlusion  in  patients 
with  atherosclerosis.  Supraclinoid  carotid 
occlusions  have  been  reported  previously  in 
patients  with  dissecting  cerebral  aneurysms 
and  other  conditions.^ 

The  neuroradiologic  studies  were  not 
diagnostic  in  Case  3.  Multiple  small  vessel 
occlusions,  particularly  in  the  left  cerebral 
hemisphere,  may  be  postulated  but  not 
proved  at  this  time.  It  seems  unlikely  that 
the  seizures  which  occurred  nineteen  yeeirs 
before  were  related  to  the  present  illness, 
despite  the  suggestion  of  Russell,  Haserick, 
and  Zucker®  to  the  contrary.  There  has  been 
recent  recognition  of  the  production  of  a 
typical  SLE  syndrome  by  chronic  anti- 
convulsant and  other  therapy.’  One  won- 
ders if  some  of  the  patients  with  SLE  re- 
ported by  Russell,  Haserick,  and  Zucker® 
years  after  the  onset  of  a convulsive  disorder 
did  not  actually  have  SLE  induced  from  anti- 
convulsant therapy.  The  period  of  anti- 
tuberculous therapy  in  Case  3 is  probably 
too  brief  to  account  for  her  eventual  positive 
L.E.  test  results.  It  is  not  unusual,  as  in 
Cases  3 and  5,  to  obtain  several  negative 
L.E.  smears  early  in  the  course  of  the 
disease. 

Case  4 was  hospitalized  for  a (probable) 


subarachnoid  hemorrhage,  which  imdoubt- 
edly  was  related  to  her  thrombocytopenia. 
Splenectomies  have  been  performed  in 
several  other  patients  with  SLE,  who  also 
were  thought  initially  to  have  idiopathic 
thrombocytopenia . 

Adequate  neurologic  investigation  was 
not  performed  in  either  Case  4 or  5.  The 
nature  of  the  left  cerebral  lesion  in  Case  5 has 
not  been  determined.  Possibilities  include 
infarction  or  ischemia  secondary  to  arteritis 
of  the  cerebral  vessels  or  hemorrhage  from 
thrombocytopenia.  The  response  to  steroid 
therapy  may  or  may  not  have  been  coinci- 
dental. 

Review  of  the  literature 

Miscellaneous  neurologic  complica- 
tions. As  far  back  as  1872,  Kaposi  described 
mental  changes  in  the  disease  that  is  now  rec- 
ognized as  SLE.®  Osier®  reported  focal  neuro- 
logic signs  such  as  hemiplegia  and  aphasia  in 
SLE  in  1903,  and  Jarcho^®  observed  cerebral 
thrombosis  and  infarction  at  the  autopsy  of 
a patient  with  SLE  in  1936.  Since  then 
many  reviews  of  the  neurologic  and  neuro- 
pathologic  complications  of  SLE  have  ap- 
peared. 1-2. 11-18  Mental  changes  and  seizures 
have  been  the  most  commonly  described 
neurologic  complications  of  the  disease. 
Table  I indicates  the  incidence  of  mental 
changes  and  convulsions  in  some  of  the 
larger  reported  series  of  patients  with  SLE. 

A number  of  other  neurologic  manifesta- 
tions have  been  repoirted  in  SLE.  These 
include  chorea, polyneurop- 
athy,the  Guillain-Barre 
syndrome, papilledema,^'®'®^-®^  iso- 
lated cranial  nerve  palsies,i-®-*®>*^'®®  brain 
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stem  syndromecs,  such  as  that  of  the  medial 
longitudinal  fasiculus,®^’^®  and  involvement 
of  the  spinal 

There  are  three  possible  mechanisms  to 
explain  the  neurologic  signs  and  symptoms 
of  patients  with  SLE:  (1)  Neurologic  mani- 
festations may  be  secondary  to  involvement 
of  other  organs  and  systems  by  the  disease; 
(2)  they  may  result  from  complications  of  the 
therapy  employed  for  the  disease;  and  (3) 
they  may  be  due  to  primary  involvement  of 
the  nervous  system. 

1.  Renal  failure  may  result  in  uremia 
which  in  turn  may  be  responsible  for  mental 
changes,  convulsions,  and  other  nemologic 
disability.  Severe  hypertension  may  con- 
tribute to  subarachnoid  bleeding  and  other 
intracranial  complications.  Intracranial 
hemorrhage  may  also  be  related  to  throm- 
bocytopenia or  circulating  anticoagulants. 
The  rare  Libman-Sacks  endocarditis  may 
give  rise  to  septic  and  possibly  other  embolic 
phenomena  to  the  nervous  system. 

2.  Not  only  may  corticosteroid  therapy 

for  SLE  contribute  to  mental  changes^®'*®  ®®''"’ 
but  seizures,  ‘•2  myopathy,*^  and 

subarachnoid  hemorrhage  also  have  been 
attributed  to  their  use.  Steroid  therapy,  or 
perhaps  the  disease  itself,  may  allow  suscep- 
tibility to  infections  of  the  nervous  system 
and  its  coverings,  and  such  infections  due  to 
pyogenic  organisms,^’  tuberculosis, crypto- 
coccosis, herpes  zoster,®  listeria, ‘*®  and 
aspergillus^®  have  been  described.  Anti- 
malarial  agents,  another  commonly  em- 
ployed therapy  for  SLE,  also  have  been  re- 
ported to  produce  mental  changes  and  sei- 
zures.^® 

3.  The  pathogenesis  of  primary  involve- 
ment of  the  nervous  system  by  SLE  is  not 
completely  imderstood.  There  have  been 
a number  of  reports  of  inflammatory  changes 
in  the  cerebral  and  meningeal  vessels  with 
resultant  ischemia,  infarction,  and  occa- 
sionally hemorrhage  in  the  central  nervous 
system.®'“’i®-i®'*«-®i’®2. 34. 36.  37. 39,40  Both  large 
and  small  vessels  have  been  reported  to  be 
involved,  and  the  inflammatory  changes  have 
been  acute  and  chronic.  One  recent  re- 
port, however,  has  minimized  the  role  of 
arteritis  as  a cause  for  all  cerebral  symp- 
toms. 

Cerebrovascular  accidents.  Sub- 
arachnoid hemorrhage^'i®'*^  and  the  acute 
development  of  focal  cerebral  dysfunc- 
tion®-^®  '*‘-'*’-‘®  have  been  reported  occasionally 


in  patients  with  SLE.  As  is  indicated  in  I 
Table  I,  the  reported  incidence  of  focal  cere-  ; 
bral  signs,  such  as  hemiparesis,  in  SLE  is  ' 
under  5 per  cent.  Almost  all  of  these  > 
acute  cerebral  episodes  have  occurred  in 
patients  wdth  an  established  diagnosis  of 
SLE  and  then  usually  late  in  the  course  of 
their  disease.  Although  some  authors  have  ! 
alluded  to  patients  with  early  manifesta-  $ 
tions  compatible  with  a cerebrovascular 
accident,®'®  our  review  of  the  English 
language  literature  has  revealed  only  5 
documented  reports  of  patients  with  prob- 
able symptoms  of  an  acute  cerebral  insult 
prior  to  recognition  of  their  basic  disease. 

Case  4 of  Sedgwick  and  Von  Hagen'^  was  a 
twenty-four-year-old  female  who  was  hos- 
pitalized for  investigation  of  arthritis  and 
thrombocytopenia.  She  developed  a sud- 
den weakness  and  numbness  of  the  left  upper 
extremity  which  improved.  Four  months 
later  she  complained  of  headache,  and  an 
aphasia  and  right  hyperreflexia  were  noted. 

The  diagnosis  of  SLE  was  not  established 
until  four  years  later. 

Case  28  of  Harvey  et  was  a forty -two- 
year-old  female  who  developed  a sudden 
weakness  and  numbness  of  her  left  side  four 
years  after  the  appearance  of  a rash.  SLE 
was  not  diagnosed  until  several  months  later. 

Case  1 of  Siekert  and  Clark,  ^ a sixteen- 
year-old  female,  had  arthritis  and  chorea 
four  years  prior  to  the  sudden  onset  of 
hemiplegia.  An  elevated  temperature  and  a 
skin  eruption  led  to  the  diagnosis  of  SLE  six 
months  later. 

Case  2 of  Clark  and  Yoss^’  was  a forty-six- 
year-old  female  who  had  polyarthritis  for 
six  years.  A sudden  paralysis  of  the  right 
lower  extremity  improved  only  to  be  followed 
a few  months  later  by  a similar  sudden  pa- 
ralysis of  the  left  upper  extremity.  SLE  was 
diagnosed  three  months  later. 

Presthus  and  Skulstad^®  reported  a forty- 
seven-year-old  female  with  a history  of 
arthritis  for  years.  There  was  a sudden 
“attack  accompanied  by  remoteness”  which 
was  followed  by  aphasia.  Air  studies 
demonstrated  “atrophy”  of  the  left  cerebral  ; 
hemisphere.  The  diagnosis  of  SLE  was  j 
established  two  years  later  following  fever,  \ 
convulsions,  and  a skin  rash. 

Undoubtedly,  there  have  been  other  pa-  i 
tients  with  SLE  and  initial  or  early  mani-  i 
festations  of  cerebrovascular  accidents,  in 
addition  to  the  5 reported  here  and  the  5 
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collected  from  the  literature.  This  state- 
ment is  made  in  view  of  the  relative  fre- 
quency with  which  the  diagnosis  of  SLE  is 
established  today  at  major  medical  centers. 
During  the  period  of  time  that  these  5 
patients  were  observed,  over  120  patients 
with  SLE  have  been  admitted  to  this 
hospital. 

The  management  of  patients  with  cerebro- 
vascular accidents  has  undergone  great 
change  in  many  of  these  same  centers  in  the 
last  ten  years.  It  is  common  practice  in 
many  institutions  today  to  perform  early 
cerebral  arteriography  or  to  employ  prompt 
anticoagulant  therapy  in  patients  with  acute 
cerebral  insults.  Because  of  the  impetus  and 
emphasis  of  these  new  approaches,  the  possi- 
bility exists  that  a systemic  disease,  which 
is  responsible  for  the  cerebrovascular  acci- 
dent, may  remain  unrecognized.  It  is  hoped 
that  this  communication  has  called  attention 
again  to  SLE  as  one  of  the  many  diseases 
which  may  first  appear  to  be  a cerebrovas- 
cular accident. 

Summary 

Five  patients  are  reported  who  were 
hospitalized  because  of  an  acute  cerebro- 
vascular accident  which  later  was  shown  to 
be  related  to  SLE.  Reports  of  5 patients 
with  acute  cerebral  insults  prior  to  the  recog- 
nition of  SLE  have  been  found  in  the  litera- 
ture. 

The  various  neurologic  complications  of 
SLE  and  their  pathogenesis  are  reviewed, 
and  a plea  for  consideration  of  SLE  in  cere- 
brovascular accidents  of  obscure  etiology  is 
offered. 
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Until  recently  the  diagnosis  of  an- 
eurysm of  the  ventricle  was  of  academic 
interest  only.  However,  reports  of  surgical 
correction  of  the  lesion  have  stimulated 
interest  in  the  frequency  with  which  the 


IN  915  AUTOPSIES  in  which  coronary  artery 
thrombosis  was  found,  aneurysm  of  the 
ventricle  was  present  in  84  cases,  or  9.2  per 
I cent.  X-ray  films  of  the  chest  were  auail- 
1 able  in  27  cases  and  showed  that  the  correct 
diagnosis  was  made  ante  mortem  in  only  1 
case.  Aneurysm  of  the  ventricle  is  fre- 
quently diffuse  and  overlooked  in  x-ray 
films,  and  small  saccular  aneurysms  may  be 
obscured  by  diffuse  cardiomegaly.  Angio- 
cardiography is  indicated  in  selected  cases 
of  cardiomegaly  following  myocardial  in- 
farction. 


condition  occurs,  its  natural  history,  and 
the  methods  of  diagnosis. 

In  this  report  we  have  considered  only 
the  most  common  variety  of  ventricular 
aneurysm,  which  occurs  as  a comphcation  of 
myocardial  infarction.  A number  of  patho- 
logic surveys  are  available  which  suggest 
that  this  lesion  is  a not  infrequent  finding  at 
postmortem  examination.’-*  Clinically,  it 
appears  to  have  been  considered  a relatively 
rare  condition,®  although  several  authors 
have  indicated  that  it  is  quite  common,  if 
kept  in  mind  and  diligently  searched  for.*®-“ 
At  any  rate,  considering  the  high  incidence 


B 


FIGURE  1.  (A)  Aneurysm  of  ventricle  outlined  by  calcific  shell.  (B)  Diffuse  enlargement  of  left  ventricle 
caused  by  aneurysm  proved  at  autopsy. 
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of  myocardial  infarction,  the  paucity  of 
cases  of  ventricular  aneurysm  subjected  to 
surgery  suggests  that  many,  and  probably 
most  of  them,  are  not  recognized  ante 
mortem. 

It  is  our  purpose  in  this  report  to  present 
an  analysis  of  the  autopsy  data  at  a large 
municipal  hospital  over  a ten-year  period, 
and  to  correlate  with  these  data  the  clinical 
and  roentgenologic  diagnoses  in  patients 
with  proved  ventricular  aneurysm. 

Material 

The  autopsy  files  of  the  Queens  Hospital 
Center,  one  of  the  municipal  hospitals  of 
New  York  City,  were  reviewed  for  the  period 
1950  to  1960.  There  were  7,941  protocols. 
Coronary  artery  thrombosis  was  found  in 
915,  for  an  incidence  of  11.1  per  cent. 
Aneurysm  of  the  ventricle  was  present  in  84 
cases,  9.2  per  cent  of  the  coronaries  and  1.1 
per  cent  of  the  total  number  of  autopsies. 

In  our  study  we  accepted  the  concept  of 
Schlichter,  Hellerstein,  and  Katz^  and  in- 
cluded diffuse  as  weU  as  saccular  aneurysms, 
an  external  bulge  not  being  regarded  as 
essential.  This  definition  seems  valid  be- 
cause the  pathogenesis  and  the  patho- 
physiology of  both  types  are  the  same,  and 
therapy  should  be  similar.  The  definition 
obviously  influences  the  frequency  with 
which  the  lesion  is  diagnosed. 

The  chnical  records  of  the  84  cases  of 
ventricular  aneurysm  were  studied,  and 
x-ray  films  of  the  chest  were  available  in  27. 
It  is  striking  to  note  that  the  correct  diagno- 
sis was  made  ante  mortem  in  only  a single  in- 
stance. In  18  cases  the  roentgenologist 
reported  “enlarged  heart,”  in  5 a hyperten- 
sive configuration,  in  2 a normal  cardiac 
silhouette,  and  in  1 the  cardiac  shadow  was 
obscured  by  left  pleural  effusion. 

Figure  lA  shows  an  aneurysm  of  the 
ventricle  in  which  diagnosis  is  facilitated  by 
the  presence  of  a calcified  shell.  In  Figinre 
IB  the  ventricular  aneurysm  found  at 
autopsy  is  not  apparent  in  the  x-ray  film,  but 
cardiomegaly  is  evident. 

Comment 

The  data  presented  suggest  that  an- 
eurysm of  the  ventricle  is  frequently  diffuse 
and  overlooked  in  x-ray  films  because  an 


obvious  asymmetry  of  the  cardiac  silhouette 
is  not  found.  Furthermore,  small  saccular 
aneurysms  may  be  difficult  to  identify  and 
may  coexist  with  and  be  obscured  by  diffuse 
cardiomegaly.  The  fact  that  significant 
cardiomegaly  was  observed  in  25  out  of  27 
instances  seems  pertinent.  In  the  light  of 
such  data  one  must  regard  the  classical  x-ray 
picture  of  this  lesion  as  the  exception  rather 
than  the  rule. 

It  is  not  within  the  scope  of  this  paper  to 
consider  the  accuracy  with  which  ventricular 
aneurysm  can  be  suspected  on  the  basis  of 
physical  signs,  electrocardiography,  electro- 
kymography, or  kinetocardiography.  It 
seems  clear  that  these  technics  cannot  give 
the  kind  of  proof  needed  to  justify  surgical 
intervention.  X-ray  confirmation  is  es- 
sential. This  may  include  the  demonstra- 
tion of  paradoxic  pulsation  on  fluoroscopy  or 
roentgenkymography.  At  times  a localized 
bulge  or  demarcation  by  an  incisura  can  be 
demonstrated  by  careful  obhque  studies  and 
delineation  of  the  apex  by  gas  in  the  stom- 
ach.” However,  we  beheve  that  angio- 
cardiography should  be  considered  when  the 
lesion  is  suspected  and  a diagnosis  carmot  be 
made  by  ordinary  x-ray  films.  DoUy, 
Hotter,  and  Steinberg‘S  were  the  first  to  use 
this  method  in  ventricular  aneurysm.  The 
following  case  report  illustrates  its  value. 

Case  report 

A fifty-six-yeair-old  white  woman  was 
examined  initially  on  July  6,  1954,  because 
of  substernal  pain  with  effort.  The  past 
history  revealed  negative  findings  except  for 
a hysterectomy  seven  years  previously. 
Examination  revealed  a blood  pressure  of 
170/104;  systolic  murmurs  of  Grade  II 
intensity  over  the  aortic  area  and  apex;  ab- 
sence of  pulsation  in  both  femoral,  posterior 
tibial,  and  dorsalis  pedis  arteries;  and 
xanthomatous  deposits  in  the  skin  of  the 
pahns.  The  blood  cholesterol  was  810  mg. 
per  100  ml.  The  patient  was  rechecked  at 
frequent  intervals  and  was  hospitalized  on 
numerous  occasions  because  of  myocardial 
infarction,  congestive  heart  failure,  and 
progressive  peripheral  vascular  disease. 

Figure  2A  shows  the  cardiac  silhouette  on 
October  18, 1955.  At  this  time  there  was  no 
cardiomegaly.  The  blood  pressure  was 
154/^80.  Figure  2B  taken  on  June  17,  1960, 
shows  considerable  enlargement  of  the 
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FIGURE  2.  (A)  Normal  cardiac  transverse  diameter  prior  to  myocardial  infarction.  (B)  Same  patient 
follo\wing  myocardial  infarction. 


heart,  but  no  localized  bulge  is  evident. 
The  blood  pressure  during  the  five-year 
interval  ranged  between  164/106  and  128/76. 
A roentgenkymogram  done  on  June  22, 
1960,  is  presented  in  Figure  3,  and  decreased 
pulsations  at  the  apex  are  demonstrable. 

On  June  16,  1961,  bilateral  intravenous 
angiography  was  performed  by  Israel  Stein- 
berg, M.D.,  to  visualize  the  abdominal  aorta 
and  the  arteries  of  the  lower  extremities. 
As  indicated  in  Figure  4,  the  dye  outlined 
an  aneurysm  at  the  cardiac  apex. 

The  case  described  illustrates  the  relation- 
ship between  hypertension  and  diffuse 
cardiomegaly  after  a myocardial  infarct  and, 
also,  the  diflBculty  one  may  have  in  visualiz- 
ing a saccular  aneurysm  in  an  enlarged 
heart. 

In  102  proved  cases  of  aneurysm  of  the 
heart,  Schlichter,  Hellerstein,  and  Katz^ 
reported  that  67.6  per  cent  had  antecedent 
hypertension.  In  our  series  the  incidence  of 
hypertension  was  30.7  per  cent.  Valvular 
heart  disease  was  found  in  26  per  cent  by 
the  authors  cited  and  in  25.6  per  cent  of  our 
series.  The  close  agreement  in  the  percent- 


FIGURE3.  Roentgenkymogram  of  case  described, 
demonstrating  decreased  pulsation  at  the  apex. 
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FIGURE  4.  Saccular  aneurysm  at  apex  visualized 
during  intravenous  angiography. 


age  with  valvular  involvement  is  of  interest, 
and  the  difference  in  the  incidence  of  asso- 
ciated hypertension  probably  reflects  the 
dependence  of  such  figures  on  histories  given 
by  the  patients  rather  than  on  objective 
examination.  The  correct  interpretation  of 
cardiac  enlargement  after  myocardial  infarc- 
tion is  made  more  difficult  when  hyperten- 
sion or  valvular  heart  disease  coexists,  but  it 
seems  reasonable  to  assume  that  a relatively 
rapid  increase  in  heart  size  after  the  onset  of 
myocardial  infarction  is  more  likely  to  be 
the  result  of  aneurysmal  dilatation  at  the 
site  of  the  involved  myocardium  than  of 
diffuse  dilatation. 

Our  data  suggest  that  many  aneurysms  of 
the  ventricle  are  missed  because  the  gradual 
transition  from  uninvolved  myocardium  to  a 
thinned  out,  balloon-hke  lesion  simulates 
diffuse  dilatation  and  hypertrophy  of  the 
left  ventricle.  This  is  probably  more  com- 
mon than  failure  to  identify  a ventricular 
aneurysm  because  its  x-ray  shadow  is 
superimposed  on  that  of  the  heart  proper. 
Futhermore,  attention  should  be  directed  to 
the  possibility  that  the  distinction  between 
an  aneurysm  of  the  heart  and  diffuse  cardio- 


megaly  after  myocardial  infarction  may  be 
academic  because  the  surgeon  who  excises  a 
ventricular  aneurysm  is,  in  essence,  excising 
a myocardial  infarct.  In  this  regard  the 
animal  experiments  of  Murray*®  and  of 
Crastnopol  et  al.^*  are  pertinent  since  these 
authors  demonstrated  that  the  surgical 
removal  of  a myocardial  infarct  is  technically 
feasible. 

Summary 

Aneurysm  of  the  ventricle  is  a common 
lesion  at  postmortem  examination  but  is 
frequently  missed  clinically  because  a local- 
ized bulge  appears  on  routine  x-ray  examina- 
tion in  only  a small  percentage  of  the  cases. 
Angiocardiography  is  indicated  in  selected 
cases  of  postmyocardial  infarction  cardio- 
megaly. 
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Surgical  progress  must  be  measured  not 
only  by  the  outstanding  contributions  of  the 
teaching  center  which  in  the  aggregate  may 
number  but  few  patients,  but  also  by  the 
results  which  are  achieved  when  surgical 
advances  are  applied  in  the  remaining  and 
far  larger  portion  of  the  surgical  com- 
munity. It  is  thought,  therefore,  that  a 
brief  review  of  the  vascular  work  in  a non- 
university hospital  might  be  of  interest. 

The  past  ten  years  have  seen  a phenomenal 
growth  in  the  field  of  vascular  surgery.  This 
almost  explosive  development  has  posed 
many  new  problems  as  well  as  solving  others. 
The  advances  need  not  be  belabored.  They 
are  like  a giant  amoeba,  however,  probing 
in  all  directions,  and  it  has  sometimes  been 
difficult  for  those  of  us  on  the  periphery  of 
these  developments  to  know  in  which  direc- 
tion progress  lay. 

Should  we  use  homografts  or  plastics  and 


IN  THE  community  hospital  the  organization 
of  the  vascular  service  benefits  from  the 
multiple  experience  of  the  group  approach 
and  from  increased  responsibility  for  routine 
vascular  problems.  Of  32  femoropopliteal 
bypass  grafts,  significant  rehabilitation  was 
achieved  in  19  patients.  In  22  elective 
venous  shunts  for  portal  hypertension,  3 
deaths  occurred;  in  11  emergency  shunts,  7 
deaths  occurred.  In  14  emergency  aortic 
aneurysm  resections,  there  were  9 fatalities; 
in  13  elective  cases,  there  were  3 deaths. 
Embolectomy  was  performed  60  times,  with  a 
mortality  rate  of  43  per  cent. 


which  plastics?  Should  a blocked  artery  be 
resected  or  bypassed,  grafted,  or  should 
endarterectomy  be  used?  Should  the  early 
case  showing  only  claudication  be  subjected 
to  operation,  or  should  direct  attacks  be  re- 
served for  the  threat  of  actual  loss  of  tissue? 
These  and  questions  like  them  beset  all  of  us, 
but  they  are  harder  to  answer,  somehow,  the 
further  one  is  from  the  university  atmosphere. 

Some  might  say  (and  have  said):  “Leave 
this  big  surgery  to  the  centers  where  they 
have  the  equipment  and  the  know-how.” 
That  this  is  no  answer  is  illustrated  by  the 
need  to  operate  on  a patient  with  a ruptured 
aneurysm,  or  a young  boy  who  accidentally 
severs  his  subclavian  artery  with  a himting 
rifle,  or  an  elderly  patient  who  is  operated 
on  for  an  embolus  and  who  proves  to  need 
an  emergency  bypass.  These  are  situations 
that  cannot  well  be  referred  to  a center  and 
yet  could  not  be  handled  well  without  a 
sound  background  in  vascular  surgery. 

The  ready  availability  of  vascular  grafts 
from  surgical  supply  houses  has  posed  an- 
other problem  which  has  been  touched  on  in 
a recent  editorial  by  Creech.  ‘ This  is  the 
problem  of  responsibility.  Who  shall  be 
entrusted  with  these  new  weapons  of  vas- 
cular surgery?  Certainly  something  more 
than  a background  of  general  surgery  and  a 
supply  of  grafts  is  necessary  before  attempt- 
ing to  deal  with  the  special  problems  attend- 
ing vascular  surgery.  A vascular  service 
can  help  in  the  solution  of  this  problem  by 
aiding  in  formulating  the  requirements  for 
those  who  are  to  do  this  sort  of  surgery  in 
local  hospitals,  as  well  as  by  helping  those 
who  wish  to  be  so  qualified  to  obtain  this 
background. 
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It  is  the  purpose  of  this  paper,  first,  to 
outline  certain  principles  we  feel  are  im- 
portant in  the  organization  of  a vascular 
service  and,  second,  to  review  briefly  some 
of  our  results. 

Principles  of  organization 

DeTakats^  has  pointed  out  the  danger 
that  “pump  oxygenators,  cardiac  bypasses 
and  septal  defects  will  so  absorb  the  energies 
and  attentions  of  surgical  staffs  that  many 
vascular  problems.  . .will  be  relegated  to 
the  junior  resident.”  A most  desirable  fea- 
ture, therefore,  is  that  the  vascular  service 
be  a separate  unit.  Not  only  must  it  be 
separate  from  general  surgery,  but  it  must 
be  separate  and  distinct  from  cardiac  and 
pulmonary  services. 

Linton^  and  Haimovici^  have  warned  in 
similar  vein  of  the  danger  that  the  dramatic 
procediues  of  direct  arterial  surgery  might 
lead  to  neglect  of  the  more  commonplace 
leg  ulcers,  infected  diabetic  feet,  and  the 
like;  and  Warren®  has  detailed  the  special 
requirements  of  amputations  in  the  patient 
with  diabetes  and  arteriosclerosis.  There- 
fore, a second  essential  is  that  a vascular 
service  must  accept  these  routine  problems 
as  an  important  part  of  its  responsibility. 

The  third  principle  might  be  called  that  of 
the  group  approach.  In  a new  and  com- 
plicated field,  two  or  three  or  more  surgeons 
who  are  accustomed  to  working  as  a team 
will  make  fewer  errors  than  a single  surgeon 
by  virtue  of  a pooling  of  their  knowledge. 
A complicated  problem  arising  in  the  course 
of  surgery  will  be  apt  to  be  solved  in  an 
expeditious  and  proper  manner  with  the  aid 
of  these  several  persons. 

The  foindh  principle  is  that  of  multiple 
experience.  The  mature  siugeon  can  de- 
velop in  a new  field  largely  by  observation 
alone.  This  is  especially  true  if  his  observa- 
tions are  augmented  by  work  in  the  animal 
laboratory  and  postmortem  room.  For 
example,  if  a service  has  40  major  cases  in  a 
year  and  these  are  divided  among  a service 
of  eight  men,  they  will  each  have  an  experi- 
ence of  5 cases,  a very  meager  experience. 
If,  however,  they  all  attend  each  of  the  40 
cases,  they  will  begin  to  have  a surgical  ex- 
perience of  some  significance.  These  figures 
are  purely  for  illustrative  purposes,  but  they 
illustrate  the  way  a specific  service  in  a 
subspecialty  may  bring  this  field  into  sharp 


focus  to  the  benefit  of  the  whole  com- 
munity. 

Finally,  any  discussion  of  this  sort  would 
be  remiss  if  it  failed  to  mention  teaching. 
This  applies  of  course  to  the  teaching  of 
surgical  residents,  and  it  is  perhaps  signifi- 
cant that  at  present  our  vasculau  service  in- 
cludes three  former  residents  who  have  con- 
tinued to  have  an  enthusiastic  interest  in 
vascular  siurgery,  an  interest  which  includes 
the  devoting  of  a generous  amount  of  time 
to  intern  and  resident  training.  As  im- 
portant, however,  as  the  training  of  the 
vascular  surgeon  himself  is  the  training  of 
the  internist,  the  orthopedist,  the  family 
physician,  the  neurologist,  and  others  who 
must  first  see  and  recognize  a salvageable 
vascular  situation  if  surgeons  are  to  have 
the  opportunity  to  correct  it. 

In  the  opening  paragraph  it  was  proposed 
that  we  review  briefly  vascular  surgery  in  a 
nonuniversity  hospital.  Four  representa- 
tive vascular  procedures  will  be  considered, 
and  the  review  will  include  private  surgery 
done  by  the  same  group  of  surgeons. 

Femoropopliteal  bypass  grafts 

In  the  five  years  from  July  1,  1955,  to 
June  30,  1960,  we  have  performed  femoro- 
popliteal bypass  grafts  on  32  extremities 
(31  patients).  The  average  age  was  63.7 
years,  and  only  1 patient  was  younger  than 
fifty  years  of  age.  Twelve  patients  also  had 
diabetes. 

From  the  beginning  our  policy  has  been 
one  of  extreme  conservatism,  and  bypass 
grafting  has  been  offered  only  in  the  follow- 
ing situations:  (1)  intractable  pain,  (2) 

threatened  loss  of  limb,  or  (3)  serious  im- 
pairment of  the  patient’s  working  ability. 

Of  the  32  limbs  operated  on,  only  2 
patients  had  claudication  as  their  only  symp- 
tom. The  remaining  patients  had  some 
combination  of  rest  pain,  infection,  ulcera- 
tion, or  gangrene.  Disability  was  esti- 
mated to  be  severe  in  27,  moderate  to  severe 
in  2,  and  moderate  in  3.  Actually  most  of 
our  patients  would  fit  in  the  category 
described  by  Roberts  and  Hoffman®  as 
“severely  ischemic  legs.” 

One  patient  was  treated  by  resection  of  the 
occluded  segment  of  femoral  artery  and  the 
insertion  end-to-end  of  an  autogenous 
saphenous  vein.  The  remaining  operations 
were  bypass  grafts  of  Ivalon,  saphenous  vein. 
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crimped  nylon,  or  Dacron.  On  two  of  our 
low  popliteal  grafts  a portion  of  saphenous 
vein  was  anastomosed  to  a nylon  graft 
since  it  was  felt  that  the  autogenous  vein 
might  serve  better  in  a flexion  area.  The 
only  graft  material  which  has  been  definitely 
unsatisfactory  per  se  has  been  Ivalon,  and 
this  we  would  no  longer  use  under  any  cir- 
cumstance. Autogenous  saphenous  veins 
have  always  been  highly  satisfactory  when 
available.  Among  the  plastics  we  have 
foimd  the  crimped  Dacron  prosthesis  or 
De  Bakey  and  his  coworkers’  quite  satis- 
factory and  very  easy  to  handle. 

There  were  4 deaths.  Death  occurred 
in  1 patient  as  a result  of  a cerebrovascular 
accident  suffered  three  weeks  postopera- 
tively.  Convalescence  to  that  point  had 
been  ime ventful.  The  second  patient  ex- 
pired suddenly  twelve  hours  following  an  un- 
eventful bypass  procedure  which  had  re- 
stored both  pedal  pulses.  This  was  a sixty- 
five-year-old  male  diabetic  patient.  The 
other  2 deaths  were  directly  related  to  com- 
plications peculiar  to  the  procedure.  One 
followed  infection  and  hemorrhage,  and  the 
other  followed  progressive  gangrenous 
changes  which  finally  necessitated  thigh 
amputation  on  a desperately  ill  patient. 

The  results  were  estimated  as  excellent  in 
14,  good  in  2,  fair  in  3,  and  poor  in  13.  In 
patients  with  such  marked  disability,  it 
would  seem  only  reasonable  to  consider  these 
results  in  terms  of  salvage.  Nineteen  pa- 
tients were  significantly  rehabilitated,  and 
none  of  them  required  amputation.  There 
were  9 thigh  amputations  and  1 below-knee 
amputation.  None  of  these  patients  could 
have  avoided  a major  amputation  without 
grafting,  although  it  is  likely  that  several 
might  have  had  a successful  below-knee  pro- 
cedure. 

Whereas  initially  oxir  conservativeness 
stemmed  primarily  from  inexperience,  sub- 
sequent developments  in  vascular  surgery 
have  served  to  reinforce  the  validity  of  this 
attitude.  Reports  such  as  that  of  Warren 
and  Villa vicencio,*  who  record  patency  rates 
of  55  per  cent  for  thromboendarterectomy , 18 
per  cent  for  venous  autograft,  and  9 per 
cent  for  arterial  homograft,  reflect  this 
trend. 

Portal  shunting 

In  the  past  five  years  33  shunts  have  been 


constructed.  There  were  10  deaths  in  the 
immediate  postoperative  period,  a mortality 
of  30  per  cent.  Twenty-two  patients  were 
operated  on  electively  with  3 deaths  (14  per 
cent) , while  there  were  7 deaths  occurring  in 
the  group  of  1 1 patients  requiring  emergency 
shunting  procedures  (64  per  cent). 

The  selection  of  patients  for  a shunting 
procedure  has  been  based  on  the  following 
philosophy:  Shimting  has  been  advised  in 
patients  with  demonstrable  esophageal 
varices  who  have  bled  and  in  patients 
undergoing  splenectomy  for  primary  hyper- 
splenism  who  are  foimd  to  have  coinciden- 
tally a significantly  elevated  portal  pres- 
sure. 

We  have  preferred  to  operate,  as  have 
others,  on  the  select  group  of  patients  ex- 
hibiting serum  albumin  greater  than  3 mg. 
per  100  ml.,  near-normal  icteric  index  and 
serum  bilirubin,  sulfobromophthalein  so- 
dium (Bromsulphalein)  levels  of  less  than  15 
per  cent  retention  in  forty-five  minutes,  and 
ascites  which,  if  present,  is  controlled  readily 
by  medical  management.®"’^  However,  we 
have  not  limited  our  surgery  to  those  in  these 
categories,  and  such  candidates  have  been 
the  exception  rather  than  the  rule. 

While  our  experience  obviously  has  not 
been  extensive,  we  have  been  definitely  im- 
pressed with  the  use  of  moderate  hypo- 
thermia (88  to  92  F.)  in  the  poorer-risk 
patient.’®  We  have  seen  patients  survive 
with  the  use  of  hypothermia  whom  our  pre- 
vious experience  would  have  led  us  to  class 
as  prohibitive  risks. 

Our  approach  to  the  acute  esophageal 
bleeder  includes  the  general  supportive  meas- 
ures utilized  for  any  massive  gastrointestinal 
hemorrhage.  In  addition,  reliance  is  placed 
on  esophageal  tamponade,  intravenous  sur- 
gical posterior  pituitary  extract  (Pituitrin), 
and  conjugated  estrogenic  substances  (Prem- 
arin).  The  patient  is  given  cathartics  and 
neomycin,  and,  if  there  are  neurologic  find- 
ings, amino  acid  therapy  with  glutamine 
and/or  arginine  is  instituted. ’•*  Every 
effort  is  made  to  control  the  situation  con- 
servatively so  that  an  elective  shunt  may  be 
performed  under  more  auspicious  circum- 
stances. If,  however,  bleeding  is  uncon- 
trolled or  immediately  recurrent,  we  lean 
toward  the  construction  of  a shunt  as  an 
emergency  procedure  rather  than  the  ligation 
of  varices.  Operations  of  this  sort,  of 
course,  would  be  done  under  hypothermia. 
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Aneurysms 

During  the  same  five-year  period  there 
were  34  cases  of  resection  or  attempted  re- 
section of  aneurysms.  There  were  27 
aortic  aneurysms,  2 iliac,  3 femoral,  and  2 
popliteal.  Fifteen  of  the  aneurysms  were 
ruptured  at  the  time  of  surgery,  and  re- 
section was  done  as  an  emergency  procedure. 
Of  these,  14  were  aortic  aneurysms  and  1 was 
femoral. 

The  average  age  of  the  patients  was  67.4 
years.  The  youngest  was  forty-three  years 
and  the  oldest  eighty-two  years.  Twenty- 
eight  of  the  patients  were  male,  and  6 were 
female. 

As  might  be  expected  in  patients  of  ad- 
vanced age,  serious  associated  diseases  were 
common.  Twenty-five  were  foimd  to  have 
other  cardiovascular  problems  in  addition  to 
the  aneurysm.  Six  had  undergone  pre- 
vious major  gastrointestinal  surgery;  gas- 
trectomy for  duodenal  ulcer  in  3 cases, 
colostomy  for  diverticulitis  and  vesico- 
vaginal fistula  in  1 case,  and  surgery  for 
gastrointestinal  carcinoma  in  2 cases. 

The  indication  for  surgery  in  the  cases  of 
unruptured  aneurysm  was  the  presence  of 
an  aneurysm  in  a patient  considered  capable 
of  resuming  a productive  life  or  at  least  of 
enjoying  his  remaining  years.  In  cases  in 
which  the  aneurysm  had  ruptured,  the  im- 
mediate threat  to  the  life  of  the  patient  was 
the  indication  for  surgery. 

Our  experience  with  replacement  materials 
parallels  that  of  other  surgeons  reporting  in 
the  literature,  with  the  exception  of  homo- 
grafts, with  which  our  experience  was  limited 
to  1 case.  The  facilities  for  collecting  and 
preserving  homografts  were  never  easily 
available  in  our  area.  Consequently  our 
attention  was  concentrated  on  the  synthetic 
prostheses  from  the  start. 

In  2 cases  the  patients’  own  arteries  were 
utilized  to  restore  arterial  flow.  One  case 
was  an  anemysm  of  the  right  common  iliac 
artery.  The  aneurysm  was  resected,  and 
the  proximal  end  of  the  remaining  right  ex- 
ternal iliac  artery  was  anastomosed,  end-to- 
side,  to  the  left  common  iliac  artery.  The 
second  case  was  an  aneurysm  of  the  com- 
mon femoral  artery  in  which  it  was  feasible 
to  anastomose,  end-to-end,  the  external  iliac 
artery  and  the  superficial  femoral  artery. 
Ivalon  was  used  as  the  replacement  material 
in  4 cases,  nylon  in  5,  Dacron  in  15,  and 


Teflon  in  2.  At  the  present  time  we  are 
using  the  crimped  Dacron  tube  and  the 
Teflon  tube. 

In  the  27  cases  of  aortic  aneurysm  in 
which  resection  was  done  or  attempted, 
there  were  12  deaths,  a 44.4  per  cent  opera- 
tive mortality  rate.  Fovuteen  of  these 
cases  had  had  rupture  of  the  aneurysm  with 
frank  bleeding  and  retroperitoneal  hema- 
tomas. Nine  of  the  fatalities  were  in  this 
group.  In  the  13  cases  of  unruptured 
aneurysm  there  were  3 deaths,  a mortality 
rate  of  23  per  cent.  In  the  last  two  and  one- 
half  years  of  this  series,  when  the  members 
of  the  service  had  achieved  more  experience 
with  the  disease  and  with  the  technics  of  the 
surgical  procedure  and  also  when  better 
replacement  materials  were  available,  the 
results  were  understandably  better.  In  this 
period,  from  January,  1958,  to  June,  1960, 
there  were  11  cases  of  unruptvued  aneurysms 
of  the  aorta.  Two  of  these  patients  died, 
a mortality  rate  of  18.2  per  cent.  There 
were  8 cases  of  ruptured  aortic  aneurysms 
with  4 fatalities,  a mortality  rate  of  50  per 
cent. 

Embolectomy 

The  need  for  embolectomy  during  the 
same  five-year  period  occurred  60  times. 
The  average  age  was  seventy  years,  and  the 
mortality  rate  was  a disappointing  43  per 
cent.  The  causes  of  death  were  congestive 
heart  failure,  coronary  occlusion,  cerebro- 
vascular accident,  or  pneumonia.  Major 
amputations  were  necessary  in  15  cases  (25 
per  cent). 

The  breakdown  of  various  embolectomy 
sites  was  as  follows:  upper  extremity,  11 
(17  per  cent);  aorta,  5 (8  per  cent);  iliac 
artery,  9 (14  per  cent);  femoral  artery,  35 
(55  per  cent);  and  popliteal  artery,  3 (5  per 
cent).  This  roughly  parallels  reports  in  the 
literature.^®  Success  rates  for  the  various 
sites  were:  upper  extremity,  82  per  cent; 
aorta,  40  per  cent;  iliac  artery,  56  per  cent; 
femoral  artery,  43  per  cent;  and  popliteal 
artery,  0 per  cent.  A successful  result 
means  that  the  extremity  was  saved  and 
there  was  no  further  need  for  subsequent 
therapy  to  alleviate  a chronically  deficient 
blood  supply. 

We,  as  others,  feel  that  a decision  for 
surgical  over  medical  treatment  is  not  to  be 
reached  on  the  basis  of  mortality  or  even 
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salvage  of  limbs,  but  rather  on  the  re- 
establishment of  a blood  supply  which  is 
adequate  for  a comfortable,  useful  limb.  It 
cannot  be  emphasized  too  strongly  that 
embolectomy  can  and  has  been  performed 
on  desperately  ill  patients  under  oxygen  and 
local  anesthesia,*®  thus  preventing  the  much 
more  serious  operation  of  major  amputation. 
Tissue  viability  rather  than  the  number  of 
hours  postembolization  should  form  the 
criterion  for  exploration  of  the  occluded 
vessel.  As  Haimovici**  has  shown,  many 
cases  can  be  salvaged  that  have  gone 
considerably  beyond  the  golden  six-hour 
period  which  so  often  is  quoted  as  a limita- 
tion on  surgical  intervention. 

While  embolectomy  is  one  of  the  oldest  of 
the  procedures  of  vascular  surgery  which, 
without  doubt,  can  be  and  has  been  per- 
formed by  the  surgeon  with  no  special 
knowledge  of  vascular  technics,  there  are 
situations  in  embolectomy  requiring  niceties 
of  knowledge  and  technic  peculiar  to  vascular 
surgery . Such  details  as  the  proper  handling 
of  diseased  blood  vessels,  refinements  in  the 
use  of  heparin  locally  as  well  as  systemically , 
the  occasionally  valuable  retrograde  fiush,** 
arteriography  on  the  table,  endarterectomy 
(as  of  the  profunda  femoral  artery),  and  the 
occasional  bypass  graft  have  been  seen,  on 
occasion,  to  turn  a seemingly  hopeless  failiue 
into  a heartwarming  success. 

Summary 

An  important  measure  of  progress  in  vas- 
cular surgery  concerns  the  results  achieved 
in  the  surgical  commimity  at  large  as  op- 
posed to  those  achieved  at  the  imiversity 
center.  The  organization  of  a vascular  serv- 
ice is  described  and  its  work  reviewed. 

Thirty-two  femoropopliteal  bypass  grafts 
are  reported.  The  indications  were  in- 
tractable pain,  threatened  loss  of  limb,  and 
serious  impairment  of  working  ability.  All 
but  3 were  in  severely  ischemic  limbs.  The 
results  were  excellent  in  14,  good  in  2,  fair  in 
3,  and  poor  in  13.  Ten  major  amputations 
were  necessary,  all  of  which  were  inevitable 
without  a graft.  Considered  in  terms  of 
salvage,  19  patients  were  significantly  re- 
habilitated. 

Thirty-three  venous  shunts  were  per- 
formed for  portal  hypertension.  Twenty- 


two  patients  were  operated  on  electively  with 
3 deaths.  Eleven  patients  had  emergency 
shunting  procedures  with  7 deaths. 

Twenty-seven  aortic  aneiuysms  were  re- 
sected with  12  fatalities.  In  13  elective  cases 
there  were  3 deaths. 

Embolectomy  was  performed  60  times  with 
a mortality  rate  of  43  per  cent.  Major 
amputation  was  required  in  15  patients,  or 
25  per  cent.  The  success  rates  were  82  per 
cent  for  the  upper  extremity,  40  per  cent  for 
the  aorta,  56  per  cent  for  the  iliac  artery,  43 
per  cent  for  the  femoral  artery,  and  0 per 
cent  for  the  popliteal  artery. 

The  advantages  to  the  conununity  of  a 
vascular  service  derive  from  a pooling  of 
knowledge  and  multiplication  of  experience 
by  the  member  surgeons  as  well  as  from  an 
increased  responsibility  for  the  routine 
vascular  problems  of  stasis  ulcers,  infected 
diabetic  feet,  major  and  minor  amputations, 
and  rehabilitation. 
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TABLE  I.  Death  rates  per  1,000  population, 
New  York  State 


Changing  Trends 
in  Mortality  in 
New  York  State 


HELEN  C.  CHASE,  Dr.  P.H. 

Albany,  New  York 

From  the  State  of  New  York  Department  of 
Health,  Public  Health  Research  Development 
and  Evaluation  Group,  Office  of  Biostatistics 


X HE  PAST  DECADE  has  seen  significant 
changes  in  mortality  trends.  For  the  first 
half  of  the  twentieth  century,  there  was  a 
general  downward  trend  in  mortality  in 
New  York  State.  Expressed  in  terms  of 
deaths  per  1,000  population,  the  crude 
average  annual  mortahty  aroimd  the  Fed- 
eral censuses  (first  column  of  Table  I) 
declined  in  each  decade  up  to  1950  but 
failed  to  maintain  its  rate  of  change  in  the 
last  decade. 

However,  the  age  structure  of  the  State’s 
population  has  changed  considerably  since 
the  turn  of  the  century,  and  cognizance 
must  be  taken  statistically  of  this  fact. 
This  is  accomplished  by  the  statistical 
technic  of  adjusting  the  death  rates  using 
the  age  distribution  of  the  United  States 
population  at  the  time  of  the  1950  census. 
The  results  are  shown  in  the  second  column 
of  Table  I.  The  decline  in  mortality  since 
the  turn  of  the  century  is  more  impressive 
if  one  considers  the  age-adjusted  rates 
rather  than  the  crude  rates.  Although  a 
decline  is  evident  in  the  last  decade,  it  is 
smaller  than  in  any  other  decade  in  this 
century,  and  only  about  half  the  decline 
in  any  decade  since  1910. 


Age- 

Crude  Adjusted 
Years  Rate  Rate* 


1900  to  1902 

17.8 

21.6 

1909  to  1911 

15.9 

20.2 

1919  to  1920 

13.9 

17.3 

1929  to  1931 

11.9 

15.2 

1939  to  1941 

11.0 

12.3 

1949  to  1951 

10.6 

10.0 

1959  to  1961 

10.6 

9.1 

* Adjusted  to  the  age  distribution  of  the  U.  S.  population, 
1950. 


Trends  in  mortality 

For  public  health  purposes,  the  State  is 
administered  in  two  parts:  New  York 

City  and  the  rest  of  the  State,  colloquially 
referred  to  as  Upstate  New  York;  mortahty 
data  are  treated  separately  for  these 
two  entities.  The  trends  in  age-adjusted 
mortality  from  1900-1902  to  1961  for  New 
York  City  and  Upstate  New  York  are 
shown  in  Figure  1.  Annual  averages  are 
depicted  at  decennial  intervals  until  1939 
to  1941,  and  annual  rates  are  presented 
begiiming  with  1950.  From  Figure  1 it 
would  appear  that  mortahty  continued  its 
downward  path  until  approximately  1954 
and  thereafter  fluctuated  about  a relatively 
horizontal  trend  both  in  New  York  City 
and  Upstate  New  York. 

Sex.  Figures  2 and  3 present  the  age- 
adjusted  death  rates  separately  for  males 
and  females  in  New  York  City  and  Upstate 
New  York.  The  two  sexes  exhibit  dif- 
ferent trends.  Mortality  among  females 
continued  to  decline  after  1950.  Among 
males  the  trend  has  leveled  olf,  particularly 
in  the  last  half  of  the  decade  1950  to  1960. 

Age  and  sex.  The  outstanding  changes 
in  terms  of  age  and  sex  are  well-defined 
increases  in  mortahty  among  children  of 
both  sexes  under  five  years  of  age  in  New 
York  City  and  some  increase  among  males 
thirty-five  to  fifty-four  years  of  age.  The 
rates  for  older  males  have  leveled  off,  while 
the  rates  for  older  females  (fifty-five  to 
seventy -four  years)  continued  to  decline. 

In  Upstate  New  York  there  has  been 
a levehng  of  mortahty  among  males  during 
the  last  half  of  the  1950  to  1960  decade, 
but  females  continued  to  enjoy  pronounced 
decreases  in  their  mortahty  experience. 
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FIGURE  1.  Age-adjusted  death  rates  per  1,000 
population,  New  York  State,  New  York  City,  and  rest 
of  State,  1900-1902  to  1961. 


FIGURE  2.  Age-adjusted  death  rates  per  1,000 
population,  by  sex,  New  York  City,  1900-1902  to 
1961. 


THE  CRUDE  MORTALITY  RATE  in  NeW  York 
State  declined  at  a much  slower  pace  between 
1950  and  1960  than  in  the  previous  decades. 
In  New  York  City  mortality  among  children 
under  five  years  of  age  and  among  adult 
males  increased.  In  Upstate  New  York  the 
mortality  continued  its  relative  decline  only 
among  females. 


YEAR 


FIGURE  3.  Age-adjusted  death  rates  per  1,000 
population,  by  sex.  New  York  State,  excluding  New 
York  City,  1900-1902  to  1961. 

Summary 

The  decade,  1950  to  1960,  has  seen  some 
pronounced  changes  in  mortality  trends 
for  certain  segments  of  New  York’s  popula- 
tion. The  net  effect  has  been  a dimin- 
ished rate  of  decline  in  the  trend  of  the 
over-all  crude  mortality  rate  of  the  State. 

84  Holland  Avenue,  Albany  8 


ANNUAL  CONVENTION:  Medical  Society  of  the  State  of  New  York 

The  Americana,  New  York  City  / February  11  to  14,  1964 


Scientific 

Exhibits 


Applications  for  space  for  scientific  exhibits  should  be  made  directly  to  the 
Chairman,  Scientific  Exhibits  Subcommittee  of  Convention  Committee: 
William  L.  Watson,  M.D. 

340  East  72nd  Street 
New  York  21,  New  York 

No  applications  can  be  considered  after  December  1,  1963. 

Awards  will  be  made  in  two  groups: 

Group  I:  Awards  are  made  for  exhibits  of  individual  investigation  which  are 

judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  II:  Awards  are  made  for  exhibits  which  do  not  exemplify  purely  experi- 

mental studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation 
of  data. 
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Steroids,  Antibiotics, 
and  Early  Esophagoscopy 
in  Caustic  Esophageal 

Trauma 

C.  T.  YARINGTON,  jR.,  M.D. 

Rochester,  New  York 
CLYDE  A.  HEATLY,  M.D.,  F.A.C.S. 

Rochester,  New  York 

From  the  Division  ot  Otolaryngology, 
Department  ot  Surgery,  University  of 
Rochester  School  of  Medicine  and  Dentistry 


F OR  MANY  YEARS  the  management  of 
esophageal  burns  at  Strong  Memorial  Hos- 
pital has  included  early  esophagoscopy. 
During  the  past  decade,  reports  of  successful 
use  of  anti-inflammatory  steroids  in  the  pre- 


vention of  stenosis  have  led  to  modifications 
of  generally  accepted  treatment  methods  to 
include  steroids  and  antibiotics.  ^ Because 
of  a number  of  factors,  however,  all  our 
patients  did  not  receive  the  same  therapy, 
and  stenosis  still  occurred  occasionally. 
For  this  reason  a formal  study  was  begim  in 
1962  in  which  all  patients  with  probable 
caustic  ingestion  were  treated  in  the  same 
manner  with  two  objectives  in  mind;  pre- 
vention of  esophageal  stenosis  and  elimina- 
tion of  unnecessary  hospitalization.  The 
method  of  treatment  used  and  its  results  are 
the  subjects  of  this  report. 

Material  and  method 

The  26  patients  in  this  study,  of  whom  20 
were  under  four  years  of  age,  entered  the 
hospital  with  a history  of  caustic  ingestion. 
Pertinent  data  on  these  patients  have  been 
set  out  in  Table  I.  All  were  treated  alike. 
Examination  of  the  mouth  and  pharynx, 
the  administration  of  neutralizing  sub- 
stances, and  assurance  of  an  adequate  air- 
way were  carried  out  immediately.  None 
required  tracheostomy.  Bismuth  sub- 
nitrate was  used  orally  during  the  first  days 
of  therapy  to  afford  symptomatic  relief  and 
to  encourage  normal  eating. 

Depending  on  the  presence  or  absence  of 
oropharyngeal  burns,  esophageal  pain,  dys- 
phagia, or  mediastinitis,  esophagoscopy 
under  general  anesthesia  was  carried  out 
within  thirty-six  homs  to  prevent  un- 
necessarily prolonged  hospitalization.  If  no 
burns  were  seen,  therapy  was  discon- 
tinued and  the  patient  was  discharged.  If 
these  symptoms  were  present,  endoscopy 
was  delayed  from  five  to  ten  days  and  then 


TABLE  I.  Age,  oro-esophageal  lesions,  and  number  of  esophagoscopies  in  patients  having  ingested 

caustic  substances 


. 

—Burns  — 

— 

Nun 

iber  ot  h 

jsophagc 

)scopies 

Age  {in  Years) 

V 

Eso- 

Three 

Substance 

Total 

Under 

Over 

Mouth  phageal 

or 

Ingested 

Patients 

2 

2 

3 

4 5 

5 

Only 

Only 

Both 

None 

One 

Two 

More 

Drano 

12 

5 

3 

2 2 

5 

6 

1 

6 

5 

Clorox 

7 

2 

3 

2 

2 

2 

1 

1 

6 

Lye* 

4 

1 

1 

2t 

4 

2 

2 

Ammonia 

2 

1 

\** 

1 

1 

2 

Unknowntt 

1 

1*** 

1 

1 

Totals 

26 

2 

9 

7 

2 2 

4 

8 

3 

12 

2 

14 

8 

2 

* Includes  patient,  age  thirty-seven,  who  ingested  both  lye  and  Drano. 
t Patients  were  thirty-seven  and  thirty-nine  years  of  age. 

**  Patient  was  fourteen  years  of  age. 
tt  Possibly  battery  acid. 

**♦  Patient  was  forty-five  years  of  age. 
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OF  26  PATIENTS  with  a history  of  caustic 
ingestion,  20  of  whom  were  under  four  years 
of  age,  15  had  proved  corrosive  esophageal 
trauma.  The  use  of  early  and  serial  esoph- 
agoscopy  with  antibiotic  and  steroid  therapy 
was  successful  in  preventing  stricture  forma- 
tion; methylprednisolone  was  an  effective 
anti-inflammatory  steroid  with  no  significant 
side-effects.  Mean  hospital  stay  was  12.1 
days  for  patients  with  esophageal  burns  and 
3.2  days  for  those  without  burns. 


repeated  every  seven  to  ten  days  until 
healing  or  scar  formation  occurred,  at  which 
time  discharge  or  dilatation  was  undertaken. 
If  esophageal  trauma  was  demonstrated,  a 
barium  swallow  and  a fluoroscopic  examina- 
tion were  done  on  all  patients  six  weeks  after 
the  ingestion. 

About  half  the  patients  seen  had  eso- 
phageal bums,  and  80  per  cent  had  oro- 
pharyngeal lesions  (Table  I).  The  lack  of 
correlation  between  mouth  and  esophageal 
bums  was  noteworthy. 

If  burns  were  seen  or  strongly  suspected  in 
the  children,  full  doses  of  penicillin  or 
tetracycline  were  used,  the  choice  depending 
on  in  vitro  sensitivity  studies,  concomitant 
disease,  and  the  advice  of  our  consultants  in 
medicine  and  pediatrics.  In  the  3 adults, 
tetracycline  or  chloramphenicol  was  em- 
ployed. 

Immediate  corticosteroid  therapy  in  all 
cases  consisted  of  intramuscular  injections 
of  methylprednisolone  sodirnn  succinate 
(Solu-Medrol)  20  mg.  (0.33  ml.)  every  eight 
hours  for  children  under  two  years  of  age  and 
40  mg.  (0.66  ml.)  every  eight  hours  for  pa- 
tients over  that  age.  If  burns  were  ob- 
served, the  medication  was  changed  after 
ten  days  to  methylprednisolone  acetate 
(Depo-Medrol),  the  repository  form  of  the 
drug,  and  the  interval  between  injections 
was  increased  to  forty-eight  hours. 

Results 

Of  the  3 adults  in  this  series  1 was  an 
attempted  suicide,  1 ingested  lye  thrown  in 
his  face,  and  the  third  ingested  an  unknown 
caustic  in  an  alcoholic  beverage.  All  sus- 
tained severe  burns,  2 later  requiring  gas- 
trostomies and  retrograde  dilatation;  both 
ended  with  a patent  esophagus. 

Of  the  15  patients  who  had  esophageal 
burns,  only  2 required  esophageal  dilata- 
tion, and  8 others  required  serial  esopha- 
goscopy.  In  all  cases  scar  formation  was 
negligible,  even  in  severe  burns.  The  heal- 
ing process  appeared  to  start  during  the 
first  week,  with  friable,  easily  bleeding 
mucosa  and  granulations  seen  in  from  seven 
to  ten  days.  Normal  function  and  mucosal 
appearance  was  achieved  in  13  cases,  with 
one  functional  stricture  and  one  fixed, 
patent  esophagus,  with  an  antral  stricture 
of  the  stomach.  In  this  patient,  evidence 
of  duodenal  bvirns  was  noted  at  laparotomy. 


Despite  this  severe  damage  to  his  gastro- 
intestinal tract,  neither  perforation  nor 
mediastinitis  developed,  and  stricture  of 
the  esophagus  did  not  occur.  Similar  cases 
have  been  reported  by  others.*"^ 

Thirty-seven  esophagoscopies  were  per- 
formed on  these  patients,  with  no  operative 
or  postoperative  complications.  Some  were 
treated  with  one  or  both  dosage  forms  of 
methylprednisolone  for  periods  in  excess  of 
a month,  but  no  withdrawal  symptoms, 
electrolyte  imbalance,  or  other  problems 
related  directly  to  steroid  therapy  were 
encountered. 

In  addition  to  these  gratifying  clinical 
results,  brevity  of  hospitalization  was  note- 
worthy. The  3 children  with  neither  mouth 
nor  esophageal  burns,  including  the  2 whose 
parents  refused  to  permit  endoscopy,  had 
an  average  stay  of  1.6  days.  Those  with 
either  no  burns  or  only  minor  mouth  lesions 
stayed  3.2  days,  on  the  average.  In  marked 
contrast,  those  with  esophageal  burns  were 
hospitalized  for  a mean  stay  of  12.1  days 
(excluding  the  patient  who  had  attempted 
suicide,  who  had  complications  not  related 
to  burns,  including  hemolytic  anemia,  sys- 
temic candidiasis,  and  profound  psychiatric 
problems).  Thus  early  esophagoscopy  en- 
abled us  confidently  to  reduce  hospitaliza- 
tion, even  in  patients  with  mouth  burns,  to 
one  quarter  of  the  time  ordinarily  required 
for  patients  with  esophageal  trauma. 

For  the  purposes  of  this  study  a steroid 
was  sought  which  could  be  given  intra- 
muscularly, would  furnish  high  blood  levels, 
and  would  be  out  of  the  circulation  within 
twelve  to  twenty-four  hours  if  therapy  was 
discontinued.  A high  anti-inflammatory 
activity  without  side-effects  was  also  desir- 
able. Methylprednisolone  sodium  suc- 
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cinate,  125  mg.  per  2 ml.,  vial,  was  chosen  as 
the  preparation  likely  to  satisfy  these 
criteria.  The  anti-inflammatory  properties 
of  this  steroid  have  been  shown  to  be  superior 
to  those  of  prednisolone  by  15  to  20  per 
cent.^  ® The  rapidity  of  onset  of  anti-in- 
flammatory response  is  also  noteworthy.’ 
Finally,  the  drug  has  been  said  to  have  fewer 
side-reactions  than  triamcinolone,  dexa- 
methasone,  prednisolone,  and  hydrocorti- 
sone.®® The  drug  is  known  to  gain  high 
immediate  blood  levels  and  be  essentially 
gone  from  the  circulation  within  twenty-four 
hours.  For  long-term  therapy  the  re- 
pository form  of  the  same  drug  was  used, 
methylprednisolone  acetate. 

Comparative  reports  on  the  treatment  of 
esophageal  burns  over  the  past  ten  years 
have  shown  an  increasing  inclination  toward 
the  use  of  early  steroid  therapy.  In  1953 
Rosenberg®  showed  that  steroids  and  anti- 
biotics greatly  reduced  the  incidence  of 
esophageal  stricture  in  animals  and  that 
antibiotics  lessened  the  dangers  should  per- 
foration occur.  Since  that  time  many 
authors  have  utilized  esophagoscopy,  anti- 
biotics, and  various  steroids  in  the  treatment 
of  caustic  burns. Two  significant 
points  of  controversy  have  been  discussed 
in  the  literature:  the  right  time  for  esoph- 
agoscopy’® and  the  need  for  immediate 
steroid  therapy.”’®"’®  It  has  been  our 
experience  that  many  mild  but  potentially 
dangerous  burns  will  be  missed  if  esoph- 
agoscopy is  delayed  and  that  steroids 
probably  have  their  most  beneficial  effect 
during  the  immediate  postburn  period.  It 
has  been  shown  that  strictures  can  occur 
early  in  from  40  to  80  per  cent  of  patients 
with  burns  when  steroid  therapy  is  de- 
layed.”"’® We  feel  that  the  high  incidence 
of  recognition  of  biuned  patients  (15  of  26) 
in  our  series  resulted  from  our  having  per- 
formed esophagoscopy  earlier  than  some 
other  investigators.  Our  results  are  com- 
parable to  those  of  Cannon  and  Chandler” 
and  Vascomi  et  whose  16  burned 

patients  escaped  significant  stricture  follow- 
ing prompt  and  intensive  therapy  with 
prednisolone. 

Comment 

Almost  all  the  histories  were  given  by  the 
mother,  and  it  was  noteworthy  that  they 
were  almost  invariably  inaccurate.  One 


assumes  that  the  mother’s  report  was 
usually  colored  by  her  desire  to  establish 
herself  in  the  eyes  of  the  physician  as  watch- 
ful and  vigilant  and  to  deny  the  possibility 
of  carelessness.  It  was  noted  that  the  more 
energetically  a mother  denied  that  her  child 
actually  swallowed  the  caustic,  the  more 
likely  it  was  that  the  esophagus  would  be 
foimd  burned. 

The  final  solution  to  this  problem,  how- 
ever, will  not  be  found  imtil  corrosive  sub- 
stances cease  to  be  foimd  within  the  reach  of 
small  children.  The  present  trend  toward 
packaging  these  products  in  eye-catching, 
colorful  containers,  seemingly  designed  to 
attract  the  attention  of  children,  should  be 
discouraged. 

Summary 

In  our  study  of  the  treatment  of  proved 
corrosive  esophageal  trauma  in  15  patients, 
the  use  of  early  and  serial  esophagoscopy 
with  antibiotic  and  steroid  therapy  was 
successful  in  preventing  stricture  formation. 
Lack  of  correlation  between  oropharyngeal 
and  esophageal  bums  in  a given  patient  was 
noteworthy.  Mean  hospital  stay  was  12.1 
days  for  patients  with  esophageal  bums  and 
only  3.2  days  for  those  without  esophageal 
lesions.  Methylprednisolone,  as  the  suc- 
cinate or  the  acetate,  has  been  shown  to  be 
an  effective  anti-inflammatory  steroid,  with 
no  significant  side-effects  in  om  series. 
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T HIS  REPORT  RELATES  OUT  experiences  with 
two  simple  procedures  which  were  thought 
to  show  promise  as  ancillary  methods  for 
diabetes  screening.  One  involves  testing  for 
skin-surface  glucose,  the  other  for  salivary 
glucose.  We  wanted  to  know  whether  or 
not  the  addition  of  these  simple  tests  to  our 
standard  screening  procedures  could  increase 
reliably  the  percentage  of  positive  results 
and  also  to  determine  the  relationship  of 
these  tests  to  conventional  blood  glucose 
determinations. 

Screening  procedures  in  the  Department 
of  Health  diabetes  detection  cUnics  have 
been  described  elsewhere.  ^ The  individual 
is  instructed  to  “eat  regular  meals,  including 
sugar  in  your  coffee,  tea,  or  postum,  and 
desserts  such  as  fruit,  cake,  pie,  or  ice 
cream”  for  at  least  three  days  before  the  test. 
He  is  further  directed  to  eat  a standard 
100-Gm.  carbohydrate  meal  forty-five  min- 
utes before  the  time  of  his  appointment. 
After  registration  at  the  clinic,  which  re- 
quires perhaps  fifteen  minutes,  a sample  of 
venous  blood  and  a urine  specimen  are  ob- 
tained. The  determinations  are  thus  made 
approximately  one  hour  after  the  standard 


meal.  The  blood  is  examined  in  the  auto- 
analyzer which  gives  “true  glucose”  deter- 
minations. The  urine  is  tested  with  a re- 
agent tablet  (Clinitest).  If  a reducing  sub- 
stance is  present,  the  urine  is  tested  further 
for  acetone  with  another  reagent  tablet 
(Acetest). 

Currently  we  employ  the  following  criteria 
in  interpreting  the  results;  (1)  A blood 
glucose  above  180  mg.  per  100  ml.  indicates 
probable  diabetes,  (2)  a blood  glucose  be- 
tween 130  and  180  mg.  per  100  ml.  indicates 
possible  diabetes,  and  (3)  any  degree  of 
glycosuria  indicates  possible  diabetes.  AH 
subjects  in  Groups  2 and  3 are  given  a glucose 
tolerance  test. 

Experience  with  skin-surface 
glucose  test 

A recent  article  by  Miller  and  Ridolfo* 
describes  the  “skin-surface  glucose  test.” 
One-and-one-half-inch  strips  of  glucose  oxi- 
dase paper  (Tes-Tape)  were  moistened  with 
tap  water  and  held  for  a full  minute  be- 
tween the  thumb  and  forefinger  of  each 
hand.  The  test  result  was  considered  nega- 
tive if  the  strip  did  not  change  color.  A 
change  in  color  from  yellow  to  any  shade  of 
green  constituted  a positive  test  result. 
No  attempt  was  made  to  quantitate  the  posi- 
tive results.  Miller  and  Ridolfo^  concluded 
that: 

1.  Skin  glucose  concentration  appears  to 
rise  and  fall  in  response  to  changes  in  blood 
glucose  concentration.  Skin  glucose  tests 
showed  positive  results  an5rwhere  from  one- 
half  to  four  hours  after  an  oral  glucose  load. 
The  optimum  time  for  the  skin  test  after  this 
load  was  not  determined. 

2.  Normal  subjects,  whether  in  the  fast- 
ing or  postprandial  state,  have  negative 
skin-surface  glucose  test  results  with  glucose 
oxidase  paper.  The  incidence  of  false-posi- 
tive tests  was  not  determined. 

3.  The  addition  of  the  skin  test  to  the 
usual  blood  and  urinary  glucose  tests  should 
therefore  increase  substantially  the  per- 
centage of  new  diabetic  patients  detected. 

To  verify  this  experience,  skin-surface 
glucose  tests  were  performed  in  the  manner 
described  on  154  subjects  who  reported  for 
diabetes  screening.  No  formula  governed 
the  selection  of  these  154  subjects  other  than 
that  they  were  all  seen  on  Wednesday  after- 
noons. Presumably  they  are  a representa- 


- 2964  New  York  State  Journal  of  Medicine  / October  15,  1963 


A SKIN-SURFACE  glucose  test  and  a salivary 
glucose  test  were  performed  with  glucose 
oxidase  paper  one  hour  after  a 100-Gm. 
carbohydrate  meal  on  separate  groups  of  154 
and  175  subjects  respectively  who  reported 
for  diabetes  screening.  Both  tests  gave  a 
high  number  of  false  positive  results  in  the 
normal  blood  glucose  range  and  false  negative 
results  in  the  high  blood  glucose  range  and 
thus  proved  of  no  value  as  screening  methods 
in  diabetes  detection. 


TABLE  I.  Relation  of  skin-surface  glucose  tests 
to  blood  glucose  levels 


Number  of 
Subjects 

Blood  Glucose 
(Mg.  per  100  ml.) 

Per  Cent  of 
Positive 
Skin  Test 
Results 

138 

16 

Below  130 
Above  130 

64.5 

68.8 

TABLE  II.  Relation  of  skin-surface  glucose  tests 
to  washing  after  standard  meal* 

Data 

Number  of 
Subjects 

Per  Cent  of 
Positive 
Skin  Test 
Results 

Hands  not  washed  75 

Hands  washed  65 

80 

55.4 

* Of  the  154  subjects,  14  did  not  remember  whether  or  not 
they  had  washed  their  hands  after  the  standard  meal. 
They  have  been  excluded  from  this  table. 


five  sample  of  the  clinic  population.  How- 
ever, even  if  they  were  not  whoUy  representa- 
tive, the  conclusions  drawn  regarding  the 
applicability  of  a new  screening  procedure 
would  not  be  invalidated. 

Fully  67.5  per  cent  of  this  group  of  154  had 
positive  skin  test  results  one  hour  after  the 
standard  meal.  As  Table  I illustrates,  this 
proportion  of  positive  test  results  was  not 
influenced  by  the  blood  glucose  level.  At 
glucose  levels  below  130  mg.  per  100  ml., 
64.5  per  cent  of  the  test  results  were  positive. 
At  glucose  levels  above  130  mg.  per  100  ml., 
68.8  per  cent  of  the  test  results  were  posi- 
tive. Handwashing  after  the  standard  meal 
tended  to  decrease  the  percentage  of  positive 
skin  test  results  (Table  II). 

As  Table  II  shows,  even  the  hand  washers 
had  positive  test  results  55.4  per  cent  of  the 
time.  However,  since  only  16  of  the  entire 
group  of  154  subjects  (or  10.4  per  cent) 
had  blood  glucose  levels  above  130  mg.  per 
100  ml.,  the  prevalence  of  diabetes  in  this 
group  cannot  exceed  10.4  per  cent.  (Com- 
pare with  Osserman  and  Starin’s*  report  of  a 
prevalence  8.3  per  cent  of  new  diabetic 
patients  in  a screened  population  of  14,888). 
Thus,  the  result  obtained  with  the  skin- 
surface  test,  that  is,  a minimum  of  55.4  per 
cent  of  positive  test  results,  is  impossibly 
high  and  demonstrates  the  unsuitability  of 
this  procedure  for  detection  purposes.  It 
would  appear  that  one  hour  after  a 100-Gm. 
carbohydrate  meal  many  nondiabetic  sub- 


jects, perhaps  a majority  of  them,  have 
enough  skin-surface  glucose  to  react  with 
moistened  glucose  oxidase  paper. 

In  addition  to  giving  false-positive  results 
m about  half  the  population  tested,  the  skin 
test  gave  a certain  percentage  of  false-nega- 
tive results.  Of  the  16  subjects  with  one- 
hour  postprandial  blood  glucose  values  above 
130  mg.  per  100  ml.,  5 had  negative  skin  test 
results.  Of  these  5,  1 was  almost  certainly 
diabetic  (blood  glucose  was  190  mg.  per  100 
ml.).  It  seems  probable,  therefore,  that 
the  one-hour  skin  test  misses  some  bona  fide 
diabetic  patients  at  the  same  time  that  it 
yields  positive  results  for  a very  large  pro- 
portion of  nondiabetic  subjects.  Further 
studies  may  show  that  skin-surface  glucose 
tests  two,  three,  or  four  hours  after  the  stand- 
ard meal  are  correlated  more  closely  with 
blood  glucose  levels.  Under  the  conditions 
of  our  testing,  however,  the  one-hour  skin- 
surface  glucose  test  is  valueless  as  a screen- 
ing procedure. 

Experience  with  salivary  glucose  test 

A recent  article  showed  that  normal  hu- 
man saliva  has  measurable  amounts  of 
glucose  (about  0.6  mg.  per  100  ml.  in  the 
fasting  state)  and  that,  following  the  intra- 
venous administration  of  glucose,  the  sali- 
vary glucose  concentration  first  rises  and 
then  falls  in  a manner  closely  paralleling  the 
changes  in  blood  glucose  concentration. 
Saliva  was  obtained  by  cannulating  Stensen’s 
duct.® 

With  this  work  in  mind,  we  sought  to 
determine  whether  or  not  there  was  any 
correlation  between  blood  and  salivary 
glucose  levels  one  hour  after  an  oral  100-Gm. 
carbohydrate  load.  A new  group  of  175  sub- 
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TABLE  III.  Relation  of  salivary  glucose  tests  to 
blood  glucose  levels 


Per  Cent  of 

Positive 

Number  of 

Blood  Glucose 

Skin  Test 

Subjects 

(Mg.  per  100  ml.) 

Results 

154 

Below  130 

17.4 

21 

Above  130 

28.5 

jects  were  tested  as  follows:  One  hour  after 
the  standard  meal,  a strip  of  glucose  oxidase 
paper  was  placed  on  the  tongue,  and  the  sub- 
ject was  instructed  to  moisten  it  between  the 
tongue  and  the  palate.  The  strip  was  re- 
moved and  read  after  one  minute  as  giving 
either  a negative  or  positive  result  for  glucose. 
Of  the  175  salivary  tests  33  (or  almost  19  per 
cent  of  the  total)  showed  positive  results. 
Of  these  positive  test  results,  80  per  cent  (27 
of  33)  occurred  in  subjects  with  one-hour 
blood  glucose  values  of  less  than  130  mg. 
per  100  ml.,  a group  in  which  the  prevalence 
of  diabetes  would  be  expected  to  be  neg- 
ligible. On  the  other  hand,  15  of  the  21 
subjects  with  blood  glucose  levels  exceeding 
130  mg.  per  100  ml.  (that  is,  71  per  cent) 
had  negative  salivary  test  results.  Of  the 
15  subjects,  9 were  shown  subsequently  to  be 
diabetic  by  glucose  tolerance  tests.  Thus, 
as  Table  III  indicates  clearly,  the  salivary 
glucose  test  gives  both  an  appreciable  num- 
ber of  false  positive  results  in  the  normal 
blood  glucose  range  and  an  inordinate  num- 
ber of  false  negative  results  in  the  high  blood 
glucose  range. 

Table  IV  illustrates  even  more  strikingly 
the  failure  of  the  saUvary  test  to  give  results 
consistent  with  blood  glucose  values. 
Among  the  10  subjects  with  the  highest  blood 
glucose  levels,  7 were  later  proved  diabetic. 
However,  only  1 of  the  7 had  a positive 
salivary  test  result.  From  this  we  con- 
clude that  the  one-hour  salivary  test  is  also 
valueless  as  a diabetes  screening  procedure.* 

* The  objection  may  be  raised  that  the  method  described 
does  not  “test**  saliva,  that  saliva,  in  fact,  is  obtained  re- 
liably only  by  cannulating  a salivary  duct.  This  is  probably 


TABLE  IV.  Relation  of  salivary  glucose  tests  to 
blood  glucose  level;  salivary  test  results  in  10 
subjects  with  highest  blood  glucose  levels 


Blood  Glucose  Level 
(Mg.  per  100  ml.) 

Salivary  Test  Result 

276* 

Negative 

175 

Negative 

173 

Negative 

165* 

Positive 

160* 

Negative 

157* 

Negative 

157 

Negative 

155* 

Negative 

152* 

Negative 

150* 

Negative 

* Proved  diabetic  patients 


Summary 

A skin-surface  glucose  test  and  a salivary 
glucose  test,  both  of  which  were  done  with 
glucose  oxidase  paper  (Tes-Tape)  one  hour 
after  a 100-Gm.  carbohydrate  meal,  proved 
of  no  value  as  screening  procedures  in  dia- 
betes detection. 

Addendum 

After  the  work  reported  here  was  com- 
pleted, an  article  appeared  which  reaches 
essentially  the  same  conclusions  regarding 
the  inadequacy  of  the  skin-surface  glucose 
test  as  a screening  method.'* 
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true.  If  the  “salivary  glucose  test**  had  proved  a useful 
screening  procedui*e,  we  might  profitably  have  changed  its 
name  to  the  “lingual  (or  oral)  surface  glucose  test.*’  But,  in 
view  of  our  results,  there  is  every  reason  to  allow  it  to  sink 
into  obscurity  under  an  assumed  name. 
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T onight’s  subject  is  the  current  status  of 
immunization  procedures.  This  subject  in- 
volves allergists,  as  specialists,  for  we  are  as 
concerned  with  the  protective  aspects  of  the 
body’s  immune  processes  as  we  are  with  its 
harmful  aspects,  hypersensitivity  and  ana- 
phylaxis, with  which  we  are  usually  identi- 
fied. After  all,  we  are  as  much  immuno- 
therapists  as  we  are  allergists,  and  the  close 
relationship  between  immunization  and 
hypersensitivity  is  clearly  illustrated  in  the 
problems  involved  in  immunization  against 
tetanus.  AU  of  you  are  aware  of  the  neglect 

Tetanus  Toxoid 
and  Antitoxins 

GEOFFREY  EDSALL,  M.D. 
Boston,  Massachusetts 

Superintendent,  Institute  of  Laboratories, 
Massachusetts  Department  of  Public  Health;  Professor 
of  Applied  Microbiology,  Harvard  Medical  School 

If  Bernard  Shaw  were  writing  The 
Doctors'  Dilemma  in  1962,  he  would  probably 


of  tetanus  toxoid  and  the  consequent  hazards 
in  the  administration  of  tetanus  antitoxin. 
As  allergists,  we  certainly  would  count  our- 
selves among  those  who  would  like  to  see 
nation-wide  active  immimization  against 
tetanus  a reality  rather  than  a mere  hope. 

In  treating  our  allergic  patients  we  con- 
stantly practice  immunotherapy,  and  our 
outlook  is  largely  preventive,  since  we  so 
regularly  see  our  patients  when  they  are  well, 
hoping  to  keep  them  that  way.  The  health 
of  our  asthmatic  patients  presents  a special 
challenge  because  both  children  and  adults  in 
this  group  have  a unique  susceptibility  to 
respiratory  infections,  which  are  often  viral 
in  character  and  unresponsive  to  anti- 
biotics; hence  our  interest  in  being  informed 
about  the  current  status  and  futiure  pos- 
sibilities of  measles  and  poliomyehtis  vac- 
cines and  other  respiratory  viral  vaccines.' 

build  his  plot  around  a patient’s  doctor  and 
a patient’s  lawyer  arguing  over  whether  or 
not  to  give  the  patient  tetanus  antitoxin,  be- 
cause this  is  one  of  the  commonest  dilemmas 
a doctor  faces  today,  and  it  is  just  as  much 
mixed  up  with  law,  tradition,  and  witchery 
as  it  is  with  medicine  and  science.  I do  not 
think  I need  emphasize  to  a group  like  this 
why  the  problem  is  important.  In  fact  it  is 
carrying  coals  to  Newcastle  even  to  discuss 
the  subject  with  a group  such  as  this  Allergy 
Society. 

In  Massachusetts  we  distribute  between 
9,000  and  12,000  prophylactic  vials  of 
tetanus  antitoxin  a year.  Presumably  most 
of  them  are  used,  and  presumably  there  are 
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also  some  non-state-produced  vials  used, 
and  this  figure  is  not  inconsistent  with  the 
estimate  that  was  made  a few  years  ago  for 
Canada  by  Toogood^  in  which  he  estimated 
that  150,000  doses  of  tetanus  antitoxin  were 
given  per  year  in  that  country  of  18  million 
people.  You  have  all  seen  the  article  on  this 
subject  by  Bardenwerper.  ^ If  I remember 
correctly,  he  estimated  that  there  might  be 
as  many  as  2 million  doses  of  tetanus  pro- 
phylactic antitoxin  given  per  year  in  the 
United  States,  and  by  the  same  token,  there 
must  be  between  50,000  and  100,000  cases  of 
serum  sickness  per  year  in  the  United  States, 
not  to  mention  the  more  serious  serum  reac- 
tions. 

Now  this  is  in  relation  to  a disease  which  is 
currently  running  at  about  400  to  500  cases  a 
year  in  the  United  States.  So  I think  when 
we  deal  with  the  question  of  active  tetanus 
immunization,  we  are  really  as  concerned 
with  preventing  tetanus  antitoxin  reactions 
as  with  preventing  tetanus.  I am  sure  you 
are  all  familiar  not  only  with  the  inevitable 
problem,  the  worry  and  the  annoyance  of 
serum  sickness,  and  the  chronic  anxiety  over 
the  sudden,  disastrous,  acute  allergic  reac- 
tion that  occasionally  follows  a horse  serum 
injection,  but  also  with  the  much  too  fre- 
quent, serious  late  complications  of  anti- 
toxin administration.  In  a masterly  mono- 
graph on  this  subject  Bianchi^  brings  to- 
gether the  most  massive  collection  of  htera- 
ture  on  the  subject  thus  far  produced.  He 
collected  some  12  references  to  brachial 
neuritis  from  antitoxin;  I am  sure  there  are 
more.  There  are  about  16  references  to 
cranial  nerve  disease  and  about  a dozen 
references  to  various  forms  of  generalized  or 
focal  encephalomyelitis  following  the  ad- 
ministration of  antitoxin. 

Some  of  these  may  be  coincidence,  but  I 
think  that  we  would  all  agree  that  on  the 
whole  there  is  much  more  than  coincidence 
in  these  very  serious  sequelae  to  the  ad- 
ministration of  horse  serum.  We  would  aU 
like  to  find  a way  to  avoid  this  problem. 
How  can  we? 

The  simple  and  obvious  answer  is  imi- 
versal  tetanus  toxoid  immunization.  But 
as  with  all  simple  answers,  I do  not  know 
exactly  how  to  bring  this  about,  and  I do 
not  believe  you  do  either.  Therefore,  the 
problem  of  antitoxin  prophylaxis  in  the 
unimmunized  person  wiU  still  be  with  us 
until  everybody  is  actively  immunized. 


TABLE  I.  Relation  of  delayed  serum  reaction  to 
previous  antitoxin  injection  ‘ 


Type  of 
Reaction 

Number  of 
Patients 

Previous 
Antitoxin 
Injection 
(Per  Cent) 

None 

50 

16 

Local 

27 

37 

Systemic 

21 

71 

Dosage 

Of  the  innumerable  problems  in  passive 
immimization,  perhaps  the  most  frequent  is 
how  much  antitoxin  to  give.  My  Canadian 
colleagues  have  been  giving  this  question  a 
good  deal  more  attention  recently  than  we 
have  in  the  United  States,  and  they  have 
come  up  with  some  rather  pertinent  and  in- 
teresting findings.  The  following  data  are 
concerned  with  the  possibility  of  predicting 
whether  or  not  a patient  will  have  a reac- 
tion to  antitoxin  and  also  how  long  antitoxin 
stays  in  the  patient.  They  are  taken  from  a 
fascinating  study  by  Mahoney  and 
Moloney.^  The  first  point  they  examined  is 
whether  sensitivity  testing  (and  they  tested 
both  subcutaneously  and  intradermaUy)  had 
any  relation  to  the  occurrence  of  delayed 
serum  reactions,  as  they  call  what  we  refer  to 
as  serum  sickness.  In  114  patients  who  had 
severe  test  reactions  they  naturally  gave  no 
serum.  To  562  subjects  who  had  mild  reac- 
tions they  gave  antitoxin,  with  8.7  per  cent 
delayed  reactions.  In  the  200  patients  who 
had  no  test  reaction  at  aU  they  had  the  same 
result,  about  8 per  cent  delayed  serum  reac- 
tions or  “serum  sickness.” 

Thus  they  were  unable  to  predict,  by  any 
prior  test  that  they  could  use,  what  would 
be  the  reaction  of  the  patient  to  the  anti- 
toxin. This  was  important  because  one  of 
the  things  they  wanted  to  know  was:  Which 
are  the  patients  who  wiU  eliminate  the  anti- 
toxin rapidly?  They  found  no  test  that 
gave  the  answer. 

They  tried  other  approaches  to  this  in- 
formation and  found  that  when  they  sorted 
patients  into  those  who  had  had  previous 
antitoxin  injections  and  those  who  had  not, 
this  factor  related  very  closely  to  the  in- 
cidence of  delayed  serum  reactions;  that  is, 
most  of  those  who  had  generalized  serum 
sickness  had  had  antitoxin  before  and  vice 
versa  (Table  I).  This  is,  of  course,  no  great 
surprise,  but  it  ties  in  very  directly  with  the 
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TABLE  II.  Relation  of  delayed  serum  reaction  to  persistence  of  circulating  equine  antitoxin  (nine  to 

thirteen  days  after  injection  of  1,500  units)‘ 

Number  of  Number  with  >0.01  Unit 

Type  of  Reaction  Patients  Antitoxin  Titer  (Per  Cent) 

None  50  43  86 

Local  27  11  41 

Systemic  21  3 14 


next  findings  they  made  which  were  that  the 
patients  who  had  experienced  delayed  serum 
reactions  had  generally  lost  aU  their  cir- 
culating horse  antitoxin  within  about  ten 
days  (Table  II). 

Of  the  21  who  experienced  generahzed 
serum  sickness,  only  3 stiU  had  even  a mini- 
mal acceptable  level  of  antitoxin  nine  to 
thirteen  days  after  antitoxin  injection.  On 
the  other  hand,  among  those  who  had  had 
no  delayed  reaction  to  the  serum,  86  per 
cent  had  antitoxin  after  nine  to  thirteen 
days.  Here,  then,  if  you  accept  these  ob- 
servations, you  see  a great  variation  in  the 
rate  of  disappearance  of  antitoxin  following 
its  injection  into  a patient  who  must  be  pro- 
tected from  tetanus.  Actually  there  are  un- 
published data  which  show  that  in  some 
such  patients  the  circulating  antitoxin  is 
gone  in  less  than  forty -eight  hours. 

So,  once  again,  we  face  a dilemma  as  to 
how  to  protect  the  patient  who  may  be  sub- 
ject to  the  occurrence  of  tetanus  after  an 
injury  and  who  has  not  had  toxoid.  The 
argument  is  stiU  unsettled  as  to  whether  or 
not  it  is  better  to  give  a large  amount  of  anti- 
toxin at  one  time  or  to  give  small  amounts 
frequently.  Some  advocate  1,500-unit  doses, 
repeated  if  the  doctor  in  charge  thinks  it 
necessary,  perhaps  at  three-  to  four-day  in- 
tervals. Others  have  been  inclined  to  advo- 
cate a larger  dose  and  hope  that  this  wiU 
give  longer  protection. 

The  more  I look  at  the  Canadian  data,  the 
more  I am  inclined  to  feel  that  the  single 
large  dose  may  not  serve  its  purpose  unless 
the  dose  is  absolutely  enormous.  Un- 
fortunately there  does  not  seem  to  be  a final 
answer  to  this  question.  Obviously  this  is  a 
very  unsatisfactory  problem  to  attempt  to 
solve  by  any  rational  or  scientific  method 
available,  but  certainly  it  does  provide  more 
reason  to  urge  universal  tetanus  toxoid 
immunization. 

Other  agents 

What  about  other  prophylactic  agents 
besides  horse  serum  antitoxin? 


There  have  been  reports  advocating  peni- 
cillin instead  of  antitoxin.  Unfortunately, 
not  aU  strains  of  Clostridium  tetani  are 
penicillin-sensitive,  and  I know  of  at  least 
one  major  failure  with  this  program  thus  far 
in  one  major  hospital.  There  may  have  been 
others.  Possibly  the  broad-spectrum  anti- 
biotics are  better. 

There  have  been  some  who  have  proposed 
primary  active  immunization  at  the  time  of 
exposure  to  tetanus  infection  as  a mechanism 
of  prophylaxis.  This,  as  far  as  we  can  teU 
from  our  studies,  does  not  work  fast  enough. 
In  collaboration  with  Howard  Snyder,  M.D., 
we  followed  20  subjects  after  their  first  doses 
of  tetanus  toxoid.  None  of  these  20  had  any 
measurable  antibodies  at  twelve  days.  To 
be  sure,  they  all  had  antibodies  at  twenty- 
eight  days.  This  is  about  as  fast  a response 
as  one  is  hkely  to  achieve. 

There  is  one  other  possibility:  to  give 
human  antitoxin  instead  of  horse  antitoxin.®-® 
This  is  fine  if  you  can  get  it  and  can  afford  it. 
I think  that  in  the  future  more  and  more 
of  this  preparation  wiU  be  used,  as  the  supply 
begins  to  catch  up  with  the  demand.  The 
dose  required  wiU  probably  be  much  smal- 
ler, since  it  is  metaboHzed  much  more  slowly 
than  is  horse  antitoxin;  even  a month  after 
injection  of  less  than  500  units,  there  may 
stiU  be  a reasonable  antitoxin  titer  in  the 
recipient’s  serum.®""’ 

Comment 

So  much  for  passive  immunization.  I 
think  at  this  point  it  would  be  wise  to  review 
briefly  what  one  can  expect  to  accomplish 
with  the  sequence  of  active  immunization 
usuaUy  used  with  an  antigen  Uke  tetanus 
toxoid — ^which,  by  the  way,  is  an  exceUent 
antigen,  far  superior  to  most  of  the  antigens 
aUergists  work  with  from  day  to  day. 

The  primary  response  to  toxoid  occiu'S  on  a 
micro  scale.  With  a good  antigen  such  as 
tetanus  toxoid,  it  may  reach  a peak  between 
0.01  and  0.1  unit,  faUing  afterwards  to  a 
lower,  ineffective  level.  This  is  true  even 
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ANTITOXIN  TITERS 
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FIGURE  1.  Antitoxin  titers  in  the  serum  of  subjects 
receiving  either  (a)  two  doses  of  toxoid  or  (b)  two 
doses  plus  a third  dose  about  one  year  after  first 
injection.*)® 

with  a very  large  dose  of  antigen.  If  smaller 
doses  are  given  spaced  a few  weeks  apart, 
many  times  there  is  as  good  response,  with 
much  less  antigen;  after  the  second  dose,  a 
reaUy  significant  antitoxin  level  is  obtained. 

The  sequence  is  smnmarized  nicely  in  the 
excellent  data  of  Figure  1,*  adapted  from  the 
work  of  Evans.®  Here  you  see  a small  re- 
sponse to  the  first  dose,  a respectable  interval 
(two  months)  between  doses,  and  a rather 
good  response  to  the  second  dose.  Half  the 
subjects  were  given  a third  dose  one  year 
later;  they  exhibited  a superb  response  to 
this  “reinforcing”  dose,  and  maintained  a 
much  higher  and  more  lasting  residual  anti- 
toxin level  than  was  seen  in  those  who  re- 
ceived only  the  first  two  doses.  This  residual 
level  continues  for  many  years,  and  each 
time  a properly  spaced  booster  dose  is  given, 
the  over-aU  peak  and  residual  levels  of  the 
patient  tend  to  be  raised. 

One  more  point  of  importance  is  that  the 
size  of  the  dose  of  antigen  is  much  less  im- 
portant with  booster  injections  than  it  is 
with  primary  immunization.  Thus,  it  is 
extremely  important  to  give  sufficient  anti- 
gen when  starting  an  immunization  schedule, 
but  the  dose  can  be  reduced,  if  there  is  reason 
to  do  so,  when  the  time  comes  for  a booster 
injection.  This  point  can  be  useful,  when 
one  is  obliged  to  give  a booster  to  someone 
who  is  sensitive  to  toxoid  but  needs  a booster 
injection.  The  basic  principle  has  been 
clearly  shown  by  Ipsen**  and  has  been  ap- 


plied in  subsequent  studies  by  my  colleagues  j 
at  the  Massachusetts  Institute  of  Labora-  ] 
tories.“' 

Duration  of  immunity.  There  are  stiU 
a number  of  problems  that  remain  to  be 
answered  in  relation  to  tetanus  immuniza- 
tion. For  example,  how  soon  does  a patient 
have  immunity  after  immunization  is  begun? 

I believe  that  with  a good  precipitated  ‘ 
toxoid,  there  is  definite  protection  and  capac- 
ity to  respond  to  another  dose  within  a 
month.  It  is  too  early  to  say  this  with  cer- 
tainty, but  I think  the  data  we  have  already 
point  in  that  direction. 

How  long  wiU  this  immunity  last  after 
primary  immunization?  Volk  and  his  col- 
leagues’* in  Michigan  traced  a few  children 
who  had  gone  from  seven  to  twelve  years 
after  having  only  one  dose  of  toxoid.  They 
had  either  very  low,  or  undetectable,  pre- 
booster titers,  but  when  they  received  a 
second  dose  of  toxoid,  they  aU  responded 
weU.  Thus,  the  capacity  to  respond  is  estab- 
hshed  with  a single  dose  of  a good  antigen, 
at  least  with  a precipitated  antigen.  I am 
not  so  sure  about  fluid  toxoid. 

When  should  subsequent  doses  be  given 
after  having  established  primary  immuniza- 
tion? There  is  now  a great  deal  of  evidence 
that  primary  immimization  cannot  be  said 
to  be  complete  until  a reinforcing  dose  has 
been  given,  usually  after  about  one  year.  I 
prefer  to  caU  this  a reinforcing  dose,  to  dis- 
tinguish it  from  a booster.  It  raises  the 
primary  response  to  a higher  and  more  last- 
ing level,  and  the  residual  protection  wiU  last 
much  longer  if  this  extra,  spaced-out  rein- 
forcing dose  is  given. 

After  that,  how  long  wiU  immunity  last? 
There  have  been  several  studies  on  the  really 
long  duration  of  tetanus  antibody  levels,  and 
one  of  the  active  workers  in  this  field,  Paul 
A.  Skudder,  M.D.,  is  in  the  audience  tonight. 

I am  delighted  to  be  able  to  teU  him  that  we 
have  just  completed  a study  of  some  66 
veterans,’^  and  our  results  are  quite  similar 
to  his.  ’*  It  appears  that  some  90  per  cent  of 
veterans  who  have  not  had  toxoid  since 
World  War  II  will  stiU  be  carrying  what  most  ■) 
people  regard  as  a minimal  protective  level  of 
tetanus  antitoxin.  Some  98  to  99  per  cent  of 
them  will  respond  remarkably  well  to  a 
booster  and  100  per  cent  wiU  apparently  re- 
spond adequately. 

The  figures  which  McCarroU,  Abrahams, 
and  Skudder’*  have  published,  and  those  of 
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Goldsmith,  Rosenberg,  and  Pollaczek*®  are 
all  remarkably  aUke  in  these  respects. 

Tetanus-prone  injuries.  How  do  we 
handle  patients  who  have  tetanus-prone  in- 
juries? What  can  we  say  or  do  that  is  dif- 
ferent from  what  we  did  ten  years  ago? 
First,  I believe  that,  confronted  with  a pa- 
tient who  has  a tetanus-prone  injury  and 
without  prior  toxoid  immunization,  one  is 
wise  to  give  him  a dose  of  precipitated 
tetanus  toxoid  along  with  the  antitoxin  that 
he  will  presumably  require.  This  will  start 
him  on  active  immunization,  and  even  a little 
immunity  is  better  than  none.  The  patient 
should,  of  course,  be  instructed  to  complete 
the  basic  series  of  toxoid  injections,  and  he 
should  be  given  a record  of  the  injections  re- 
ceived. 

Second,  I think  we  can  safely  and  wisely 
reduce  the  number  of  indicated  boosters  con- 
siderably below  what  has  been  traditional  for 
the  past  fifteen  years,  with  our  present 
knowledge  of  the  extraordinary  degree  to 
which  antitoxin  levels  persist  after  proper 
basic  immunization.  In  fact  there  is  some 
evidence  that  too  many  boosters  are  not  only 
unnecessary,  but  may  even  be  bad.  I heard 
recently  of  a case,  stiU  being  investigated,  of 
a person  who  was  quite  certain  that  she  had 
had  repeated  tetanus  toxoid  injections,  who 
had  had  a routine  booster  two  weeks  before 
a compound  fracture,  and  was  given  another 
booster  at  the  time  of  the  fracture.  She 
died  in  a week  of  tetanus.  In  this  connec- 
tion, one  must  consider  the  possibility  that 
there  may  be  such  a thing  as  a negative 
phase.  There  are  a number  of  articles  in 
French,  Russian,  and  other  journals  on  this 
subject.  It  has  never  yet  been  demon- 
strated in  man,  but  I would  suggest  that  we 
consider  seriously  the  possibility  that  it  may 
exist. 

Aside  from  this  remote  possibility,  I 
think  that  too  frequent  boosting  may  in- 

Discussion 

Paul  A.  Skudder,  M.D.,  New  York  City. 
I first  became  interested  in  this  problem  of 
tetanus  prophylaxis  when  I assumed  di- 
rectorship of  the  emergency  unit  at  The 
New  York  Hospital  several  years  ago  and 
was  appalled  at  the  indiscriminate  use  of 
tetanus  antitoxin  and  its  resultant  mor- 
bidity. We  found  that  55  per  cent  of  the 
people  whom  we  were  skin  testing  in  our 


crease  the  likelihood  of  sensitization,  and  1 
am  sure  you  are  all  somewhat  bothered  by 
the  occasional  reactions  you  see  following 
tetanus  toxoid  injections.  I do  not  mean 
acute  allergic  reactions,  which  are  a rarity, 
but  the  delayed  type  with  sore  arm,  malaise, 
fever,  general  discomfort,  and  sometimes  a 
bit  of  resentment  toward  the  doctor. 

I do  not  know  whether  we  will  be  able  to 
avoid  these  reactions — ^purified  toxoid  may 
help;  specific  ways  to  avoid  allergic  reac- 
tions may  be  discovered;  but  in  any  case,  I 
think  we  should  do  our  best  to  try  not  to  in- 
duce them,  as  over-immunization  may. 
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emergency  unit  were  already  sensitive  to 
horse  serum.  We  brought  in  bovine  anti- 
toxin and  we  were  dismayed  to  find  that 
two  thirds  of  the  people  sensitive  to  horse 
serum  were  also  sensitive  to  bovine  serum,  al- 
though presumably  they  had  never  had  it  be- 
fore. Finally  6 to  10  per  cent  of  the  patients 
with  negative  skin  test  results  were  coming 
down  with  delayed  serum  sickness. 

Faced  with  this  problem,  we  established 
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TABLE  III.  Outline  for  prophylaxis  of  tetanus 


In  Patients  Who  Have  Been  Actively  Immu- 
nized Against  Tetanus  Within  the  Past  Fifteen 
Years 

For  the  tetanus-nonprone  wound 

1.  Clean  thoroughly 

2.  Debride  as  needed 

3.  Give  a booster  dose  (0.5  ml.)  clear 
tetanus  toxoid 

4.  Give  no  antitoxin 

For  the  tetanus-prone  wound 

1.  Clean  thoroughly 

2.  Debride 

3.  Give  a booster  dose  (0.5  ml.)  clear 
tetanus  toxoid 

4.  Give  no  antitoxin 

In  Patients  Who  Have  Not  Been  Immunized 
Against  Tetanus  Or  Whose  Immunization  Sta- 
tus is  in  Doubt 

For  the  tetanus-nonprone  wound 

1.  Clean  thoroughly 

2.  Debride  as  needed 

3.  Start  active  immunization  with  alum- 
precipitated  toxoid  (0.5  ml.).  Make  ar- 
rangements for  completion  of  the  series  at 
four  weeks  and  six  months,  and  give  the 
patient  an  immunization  record. 

4.  Give  no  antitoxin 

For  the  tetanus-prone  woimd 

1.  First,  question  and  test  for  sensitivity 
to  tetanus  antitoxin  (horse  serum) 


2.  If  not  sensitive  to  tetanus  antitoxin 
(horse  serum),  “negative  test” 

(a)  Clean  thoroughly  ^ 

(b)  Debride 

(c)  Start  active  immunization  with 
alum-precipitated  tetanus  toxoid  (0.5 
ml.). 

Make  arrangements  for  completion  of 
the  series  at  four  weeks  and  six  months  i 
and  give  the  patient  an  immunization 
record.  I 

(d)  Give  equine  tetanus  antitoxin  3,000  ' 

units  or  more,  depending  on  degree  of  I 

contamination. 

3.  If  sensitive  by  test  to  tetanus  antitoxin 
(horse  serum),  “positive  test” 

(a)  Clean  thoroughly 

(b)  Debride 

(c)  Start  active  immunization  with 
alum-precipitated  tetanus  toxoid  (0.5 
ml.). 

Make  arrangements  for  completion  of 
the  series  in  four  weeks  and  six  months 
and  give  the  patient  an  immunization 
record. 

(d)  Give  human  tetanus  immime  glob- 
ulin 1,500  units,  if  available,  or  penicil- 
lin or  tetracychne  for  at  least  two  weeks. 

(e)  Desensitization  is  not  recom- 
mended. 


the  method  of  prophylaxis  outlined  in  Table 
III.* 

This  method  was  subsequently  approved 
by  the  Committee  on  Public  Health  of  the 
New  York  County  Medical  Society  and  has 
been  published  and  distributed  to  all  the 
emergency  units  and  industrial  health  units 
in  New  York  County.  Initially  we  classify 
wounds  into  tetanus-prone  and  tetanus-non- 
prone wounds.  This  has  to  be  on  the  basis  of 
experience  and  surgical  judgment.  As  ex- 
amples, many  of  us  see  the  housewife  who 
has  cut  herself  in  the  kitchen  while  washing 
dishes.  I would  consider  this  a nonprone 
wound.  While  theoretically  any  wound  can 
be  a prone  wound,  a classic  example  is  a 
pimcture  wound  which  so  often  occurs  in 
construction  workers.  The  first  principle  in 
our  routine  is  adequate  wound  care.  As  a 
surgeon,  I am  very  sensitive  about  this,  and 
although  I cannot  prove  it,  I think  that 
adequate  wound  care  might  be  the  only 
prophylaxis  needed. 

The  nonprone  and  the  prone  wounds  are 
next  subdivided  according  to  active  im- 

* Skudder,  P.  A.,  Inglis,  A.  E.,  and  McCarroll,  J.  R.: 
Tetanus  in  New  York  City,  New  York  State  J.  Med.  62: 
2793  (Sept.  1)  1962. 


munization  against  tetanus  within  the  past 
fifteen  years.  By  actively  immunized  we 
mean  definite,  conclusive  evidence.  The 
only  ones  you  can  be  sure  of  are  the  veterans, 
and,  in  general,  children  under  eighteen. 
However,  in  this  city  of  migrating  popula- 
tions we  cannot  even  be  sure  of  the  children, 
and  so  unless  you  have  immunized  them 
yourself,  check  on  their  previous  histories. 

We  use  the  fifteen-year  period  which  Dr. 
EdsaU  has  mentioned  in  his  study  and  ours 
because  it  has  been  shown  that  one  can  get 
an  adequate  recall  after  fifteen  years  without 
a booster  during  the  interval,  and  so  for  the  ! 
tetanus-nonprone  wound,  in  previously  im- 
munized individuals  we  rely  completely  on 
wound  care  and  tetanus  toxoid  for  pro- 
phylaxis. 

For  the  tetanus-prone  wound,  in  the  pre- 
viously immunized  individual  we  again  rely 
on  the  booster  dose  together  with  careful 
wound  care,  meaning  thorough  debridement 
Again,  no  antitoxin  is  used  unless,  in  the  i 
judgment  of  the  doctor,  this  tetanus-prone 
wound  is  overwhelmingly  contaminated  and 
cannot  be  adequately  debrided. 

In  individuals  who  have  not  previously 
been  actively  immunized  or  whose  im- 
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munization  status  is  in  doubt,  for  the  non- 
prone  wound  we  again  rely  entirely  on  wound 
care,  while  initiating  active  inummization. 
We  give  the  patient  a record  of  this  primary 
immunization  and  make  arrangements  for 
the  second  injection  at  four  weeks  and  com- 
pletion of  the  basic  series  at  six  months. 
We  use  six  months  instead  of  twelve  months 
because  we  think  there  is  a better  chance  of 
getting  the  patients  back  in  six  months 
rather  than  a year,  and  we  are  much  en- 
couraged by  the  niunber  of  people  who  are 
returning  for  their  second  and  third  im- 
mimizations,  about  90  and  50  to  75  per  cent 
respectively. 

The  tetanus-prone  wound  in  the  pre- 
viously nonactively  immimized  patient  is  the 
only  circumstance  in  which  we  use  antitoxin, 
together  with  thorough  debridement  and  all 
that  that  implies,  and  initiation  of  active  im- 
munization. Realizing  that  this  active  im- 
munization may  be  somewhat  suppressed  by 
the  concurrent  administration  of  antitoxin, 
we  test  the  skin  and,  if  the  results  are  nega- 
tive, give  no  less  than  3,000  units  of  tetanus 
antitoxin  because  of  the  many  cases  of 
tetanus  that  have  occurred  following  1,500 
imits.  If  the  nonimmimized  individual  with 
a tetanus-prone  wound  is  sensitive  to  horse 
serum  by  skin  test,  this  is  a most  difficult 
problem,  as  you  all  know.  We  carry  on  in 
the  same  way,  except  that  we  omit  the  horse 
tetanus  antitoxin,  using  instead  human 
tetanus  antitoxin,  which  Cutter  Labora- 
tories assures  me  is  now  available  to  aU  of  us 
throughout  the  Northeast.  We  also  give 
penicillin  or  tetracychne  to  which  the 
Clostridium  is  highly  sensitive. 

Desensitization  is  not  recommended. 
From  my  own  review  of  the  literature,  I feel 
that  the  antitoxin  we  are  injecting  is  so 
rapidly  eliminated  that  we  are  not  covering 
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the  incubation  period  of  the  disease,  and  we 
may  be  lulled  into  a false  sense  of  security  by 
desensitization. 

Dr.  Siegal:  Dr.  EdsaU,  do  you  wish  to 
comment  at  this  time? 

Dr.  Edsall:  I think  this  type  of  program 
is  splendid,  and  a step  forward  in  the  rational 
and  medically  sound  handhng  of  tetanus. 

There  are  one  or  two  things  that  bother 
me:  One  is  making  that  decision  about  the 
tetanus-prone  woimd.  Every  now  and  then 
one  hears  of  a case  of  tetanus  after  the  most 
disturbingly  “nontetanus-prone”  type  of  in- 
jury, so  that  I don’t  know  how  long  it  might 
be  before  one  of  these  presumably  non- 
tetanus-prone  wounds  turns  out  to  be 
tetanus  prone.  It  may  be  a very  rare  event, 
but  it  would  worry  me  a httle,  and,  not  being 
a surgeon,  I am  not  sure  how  readily  that 
decision  can  be  made. 

Physician:  Is  it  advisable  to  give  the 
first  injection  of  tetanus  toxoid  for  active 
immunization  a few  weeks  after  giving  anti- 
toxin, rather  than  giving  them  together? 
Do  they  tend  to  neutralize  each  other  so 
that  passive  immunity  is  reduced? 

Dr.  Edsall:  The  usual  dose  of  toxoid 
(which  is  about  5 to  10  Limes  flocculation 
doses)  could  not  possibly  neutrahze  even  a 
500-unit  dose  of  antitoxin.  On  the  other 
hand,  a 1,500-unit  dose  of  antitoxin  may 
reduce  the  initial  response  to  simultaneously 
injected  precipitated  toxoid  sUghtly  and 
wiU  probably  drastically  suppress  the  re- 
sponse to  simultaneous  fluid  toxoid.  How- 
ever, by  giving  precipitated  toxoid  at  the 
time  of  the  injury,  the  patient  is  started  on 
the  way  to  active  immunity  that  much 
earlier,  the  risk  of  late  tetanus  from  his  in- 
jury is  correspondingly  decreased,  and  he  has 
some  minimal  protection,  even  if  you  never 
see  him  again. 

tribution  by  Enders  and  Peebles^  who  iso- 
lated the  Edmonston  strain  of  measles  virus 
in  tissue  culture  in  1954.  Subsequently 
Enders  et  al.^  prepared  a live,  attenuated 
measles-virus  vaccine  in  accordance  with  the 
procedure  summarized  in  Table  I.  Since 
1958  extensive  trials  have  been  conducted 
with  the  following  six  measles  immunization 
regimens: 

1.  Live  Edmonston  “B”  vaccine 

2.  Live  Edmonston  “B”  vaccine  plus 
gamma  globulin 

3.  Live  further  attenuated  vaccine 
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Table  I . Development  of  live  attenuated  measles- 
virus  (Edmonston  B strain)  vaccine 


Tissue  Culture 

Number  of 
Passages 

Human  renal  cells 

24 

Human  amnion  cells 

26 

Amniotic  sac,  hen’s  egg 

6 

Chick  cells 

14 

Amniotic  sac,  hen’s  egg 

6 

Chick  cells 

4 

4.  Live  further  attenuated  vaccine  plus 
gamma  globulin 

5.  Killed  measles  vaccine 

6.  Killed  measles  vaccine  plus  live  Ed- 
monston “B”  vaccine 

The  live  further  attenuated  measles-virus 


vaccine  was  developed  by  Schwarz®;  it  was 
derived  from  Edmonston  vaccine  A which 
was  passed  85  additional  times  in  chick  em- 
bryo tissue  culture.  The  killed  measles  vac- 
cine was  derived  from  the  Edmonston  strain 
of  measles  virus  which  was  formalin  treated; 
it  was  prepared  in  monkey  kidney  or  chick 
tissue  culture  cells. 

Effects  of  live  measles-virus  vaccine 

The  clinical  and  immunogenic  effects  of 
live,  attenuated  measles-virus  vaccine  with 
or  without  gamma  globulin  are  summarized 
in  Figure  1 and  Table  II.  ^ Extensive  studies 
carried  out  with  Uve  measles-virus  vaccine 
by  many  investigators  have  been  discussed  in 
detail.®-^  The  following  advantages  of  live, 


100% 
96%  [7771 


NATURAL 

MEASLES 

(33) 


EDMONSTON  " B" 
NO  G.G. 
(175) 


EDMONSTON " B" 
+ G.G. 

0.01-0.02  ml /lb. 
(854) 


FURTHER 
ATTENUATED 
NO  G.G. 
(569) 


FURTHER 
ATTENUATED 
G.G.  0.2  ml. 
(452) 


FIGURE  1.  Percentage  incidence  of  fever  (>  103  F.)  and  rash  in  susceptible  children  following  naturally 
acquired  measles  and  inoculation  with  live  attenuated  measles-virus  vaccine  as  follows:  Edmonston  “B" 
vaccine:  Edmonston  “B”  plus  gamma  globulin,  0.01  to  0.02  ml.  per  pound  of  body  weight;  further  attenuated 
vaccine;  and  further  attenuated  vaccine  plus  gamma  globulin,  0.2  ml.  total  dose.  Numbers  in  parentheses 
indicate  total  number  of  infants  and  children  evaluated.^ 
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TABLE  II.  Per  cent  of  clinical  reactions  to  live 
attenuated  measles-virus  vaccine* 


Vaccine 

Fever  Rash 
(>103  F.) 

Edmonston  “B” 

30 

50 

Edmonston  “B”  plus  gamma 

globulin  t 

15 

10  to  20 

Further  attenuated 

15 

5 to  10 

Further  attenuated  plus 
gamma  globulin** 

3 

3 

* The  per  cent  of  antibody  response  was  97  to  100  with  each 
type  of  vaccine. 

t 0.01  to  0.02  ml.  per  pound  of  body  weight  administered 
intramuscularly. 

♦*  0.2  ml.  total  dose  intramuscularly. 

attenuated  measles-virus  vaccine  have  been 
observed. 

Advantages.  Single  inoculation.  One 
injection  of  vaccine  will  induce  an  antibody 
response  in  at  least  97  per  cent  of  susceptible 
persons.  The  development  and  persistence 
of  the  antibody  is  indistinguishable  from  the 
response  following  naturally  acquired  infec- 
tion. 

In  contrast,  three  injections  of  killed  vac- 
cine given  at  monthly  intervals  wiU  induce 
an  antibody  response  in  about  90  per  cent  of 
susceptible  persons  one  month  after  the  last 
inoculation.  Persistence  of  antibody  is 
brief;  by  eight  months  it  is  no  longer  de- 
tectable. 

Local  reactions.  Neither  bve  nor  killed 
vaccine  is  followed  by  a local  reaction  at  the 
site  of  inoculation. 

Febrile  reactions  and  rash.  Febrile  reac- 
tions and  rash  have  been  reduced  to  insig- 
nificant levels  by  “further  attenuation”  and 
by  the  administration  of  a small  dose  of 
gamma  globulin.  These  clinical  reactions 
have  not  been  induced  by  killed  measles- 
virus  vaccine. 

No  significant  complications.  Neither  bve 
nor  killed  measles  vaccine  has  been  followed 
by  such  compUcations  as  otitis  media, 
pneumonia,  or  encephalitis. 

Absence  of  communicability.  In  spite  of 
intimate  association,  susceptible  children 
who  react  to  live,  attenuated  measles-virus 
vaccine  wiU  not  induce  measles  in  susceptible 
contacts. 

Rapid  immunogenic  effect.  Measles  anti- 
body is  generally  detectable  by  the  twelfth 
day  following  inoculation  of  bve  measles- 
virus  vaccine.  Vaccination  performed  on  the 
day  of  exposure  or  before  exposure  is  pro- 
tective against  measles.  Vaccination  per- 


formed three  or  more  days  after  exposure  is 
not  protective. 

The  immunogenic  effect  of  kiUed  measles- 
virus  vaccine  is  more  delayed;  repeated  in- 
jections are  required  to  induce  an  antibody 
response. 

Protective  capacity.  Available  evidence  in- 
dicates that  a single  inoculation  of  bve,  at- 
tenuated measles-virus  vaccine  wib  probably 
induce  the  same  sobd  type  of  immunity 
which  is  observed  following  natural  infec- 
tion. 

Effects  of  killed  measles  vaccine 

Inactivated  measles-virus  vaccine  pro- 
vides significant  protection  for  from  two  to 
eighteen  weeks  after  the  third  injection. 
The  persistence  of  the  protective  effect  is 
currently  being  studied. 

Effects  of  poliomyelitis  vaccines 

Two  pobomyebtis  vaccines  are  available 
for  active  immunization  against  the  disease: 
kibed  (formalin-inactivated)  and  bve  at- 
tenuated. 

Inactivated  poliomyelitis  vaccine. 
Advantages.  The  virtues  and  bmitations  of 
kibed  pobomyebtis  vaccine  have  been  well 
documented.  The  safety  and  effectiveness 
of  the  vaccine  have  been  demonstrated 
clearly.  The  over-all  protective  effect  is  esti- 
mated to  range  from  80  to  90  per  cent  in  per- 
sons who  have  received  three  or  more  injec- 
tions. It  is  clear  that  Sabs  vaccine  has  been 
responsible  for  a significant  and  dramatic 
decbne  in  the  incidence  of  paralytic  pobo- 
myebtis. 

Limitations.  What  are  the  bmitations  of 
Salk  vaccine?  They  may  be  enumerated  as 
fobows: 

1.  The  antigenic  potency  of  the  vaccine  is 
variable.®  Con.sequently,  repeated  booster 
inoculations  seem  to  be  indicated  to  ensure 
an  adequate  antibody  response. 

2.  The  protective  effect,  particularly 
against  Type  3 pobomyebtis  infection,  is  less 
than  optimum.  The  Communicable  Disease 
Center  Pobo  Surveibance  Group  reported 
829  cases  of  paralytic  pobomyebtis  in  the 
United  States  for  the  year  1961;  of  this 
group  26  per  cent  had  received  three  or  more 
injections  of  Sabc  vaccine.  In  1959,  137 
cases  of  paralytic  poliomyelitis,  predomi- 
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nantly  Type  3,  were  reported  for  Mas- 
sachusetts; of  this  group  46  per  cent  had  re- 
ceived at  least  three  properly  spaced  doses  of 
killed  poUomyehtis  virus  vaccine  before  the 
onset  of  illness.® 

3.  The  vaccine  is  given  by  inoculation; 
thus  it  is  more  expensive  and  less  convenient 
than  an  oral  vaccine  preparation. 

4.  The  vaccine  does  not  induce  resistance 
to  reinfection  of  the  alimentary  tract.  This 
feature,  plus  the  slow  immimogenic  response, 
is  probably  responsible  for  the  failure  to 
abort  epidemics  in  progress. 

Live  poliomyelitis  vaccine.  What  are 
the  advantages  and  limitations  of  live,  at- 
tenuated poliomyelitis  virus  vaccine,  Sabin 
strains? 

Advantages.  1.  The  vaccine  is  given  by 
mouth.  An  oral  vaccine  is  more  convenient 
and  less  expensive. 

2.  It  induces  an  asymptomatic  infection  of 
the  alimentary  tract  in  individuals  (a)  with 
no  poliomyelitis  antibody,  with  pas- 
sively acquired  antibody  (gamma  globulin  or 
transplacental  passive  antibody),  and  (c) 
with  actively  acquired  antibody,  induced  by 
killed  poliomyelitis  vaccine. 

3.  It  induces  local  resistance  to  reinfection 
of  the  intestinal  tract. 

4.  It  is  antigenically  potent.  A single 
feeding  produces  a rapid  immimogenic  effect. 

5.  It  induces  an  aUmentary  tract  infec- 
tion in  susceptible  contacts. 

6.  It  is  very  effective  in  aborting  an  epi- 
demic of  poliomyehtis  in  progress. 

7.  Extensive  field  trials  have  confirmed 
the  safety  and  effectiveness  of  the  vaccine.’ 

Limitations.  1.  Multiplication  of  one 
particular  type  of  poliomyelitis  virus  may 
interfere  with  the  other  two  types.  Con- 
sequently, it  has  been  necessary  to  feed  each 
of  the  three  types  of  poliomyelitis  vaccine  in- 
dividually at  an  interval  of  from  four  to  six 
weeks  to  achieve  optimum  immunization. 
Other  enteroviruses  (Coxsackie  and  ECHO) 
may  also  interfere  with  poliomyelitis  virus 
multiplication.  Consequently,  the  efficacy 
of  the  vaccine  may  be  impaired  under  condi- 
tions which  are  characterized  by  a high  in- 
cidence of  enteroviral  infections. 

2.  There  is  a theoretical  possibility  that 
the  attenuated  vaccine  virus  may  revert  to  a 
virulent  state.  Extensive  field  trials  have 
not  revealed  evidence  that  this  has  occurred. 

Comment.  Evaluation  of  the  virtues  and 
limitations  of  killed  and  live  poliomyelitis 


vaccines  reveals  a clear-cut  superiority  of 
the  oral,  live,  attenuated  preparation  from 
the  point  of  view  of  ease  of  administration, 
immimogenic  effect,  protective  capacity,  and 
potential  for  the  eradication  of  poliomyelitis. 

On  September  20,  1962,  a technical  report 
by  Surgeon  General  Luther  L.  Terry  of  the 
U.  S.  Public  Health  Service  posed  questions 
concerned  with  the  safety  of  Type  3 oral 
poliomyelitis  vaccine.  The  total  number  of 
doses  of  oral  poliomyelitis  vaccine  given  in 
the  United  States  during  1962  was  approxi- 
mately 31  million  of  Type  1,  19  million  of 
Type  2,  and  15  million  of  Type  3.  The  data 
available  indicated  that  7 cases  of  Type  1 
and  11  cases  of  Type  3 were  associated  with 
vaccine  administration.  No  proof  was  avail- 
able to  conclude  that  these  cases  were  defi- 
nitely caused  by  the  vaccine.  Therefore, 
maximum  “potential”  risk  for  Types  1 and 
3 is  one  per  million  or  less.  After  evaluating 
these  findings  at  a meeting  on  December  18, 
1962,  the  Special  Advisory  Committee  on 
Oral  Poliomyelitis  Vaccine  to  the  Surgeon 
General  recommended  the  use  of  aU  three 
types  of  oral  poliomyelitis  vaccine.® 

The  Surgeon  General  accepted  the  follow- 
ing specific  recommendations: 

(1)  That  community  plans  for  immuniza- 
tion be  encouraged,  using  all  three  types,  and 

(2)  that  immunization  be  emphasized  for 

children  in  whom  the  danger  of  naturally 
occurring  pohomyelitis  is  greatest  and  who 
serve  as  the  natural  source  of  poliomyelitis 
infection  in  the  community.  Because  the 
need  for  immunization  diminishes  with 
advancing  age  and  because  potential  risks  of 
vaccine  are  believed  by  some  to  exist  in  adults, 
especially  above  the  age  of  thirty,  vaccination 
should  be  used  for  adults  only  with  the  full 
recognition  of  its  very  small  risk.  Vaccina- 
tion is  especiedly  recommended  for  those 
adults  who  are  at  higher  risk  of  naturally 
occurring  disease:  for  example,  parents  of 

young  children,  pregnant  women,  persons  in 
epidemic  situations,  and  those  planning  foreign 
travel. 

Of  greatest  importance  is  the  planning  of 
continuing  vaccination  programs  to  provide 
for  the  adequate  immunization  of  the  incom- 
ing generation. 
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X HE  EPIDEMIC  FORM  of  influenza  has  been 
well  known  for  centuries.  Since  1500,  some 
thirty  outbreaks  of  influenza  reached  pan- 
demic proportions;  the  most  catastrophic  of 
these  occurred  in  1918  to  1919  when  an  esti- 
mated 20  million  persons  died. 

Four  distinct  immunologic  types  of  in- 
fluenza virus  have  been  classified — A,  B,  C, 
and  D:  type  A isolated  in  1933  by  Smith, 
Andrews,  and  Laidlaw;  type  B isolated  in 
1940  by  Francis  and  MagiU;  type  C isolated 
in  1949  by  Taylor;  and  type  D isolated  in 
1953  by  Kuroys  (Sendai  virus).  Strain  dif- 
ferences within  a type  have  been  observed  in 
the  past  few  years.  The  most  recently  re- 
ported is  the  “1961-1962”  variant  of  type  B 
(known  also  by  other  terms)  which  is 
distinct,  antigenicaUy,  from  earlier  type  B 
strains  of  1945, 1952,  and  1954  to  1955. 

Influenza  vaccines 

Protection.  Protection  against  impend- 
ing epidemics  is  provided  by  a world-wide 
system  of  “watch”  laboratories.  Here 
viruses  Eire  isolated  and  forwarded  to  central 
laboratories  for  antigenic  classification.  In- 
dustrial laboratories  are  notified  that  the 
isolates  are  antigenicaUy  similar  to  those  in 
the  current  vaccine  or  that  there  are  anti- 
genic differences  which  would  diminish  the 
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protective  value  of  the  vaccine.  In  the  lat- 
ter case,  prototype  isolates  are  suppUed  so 
that  the  production  of  a new  vaccine  may  be 
started  to  obtain  data  on  safety,  tolerance, 
and  its  ability  to  induce  the  formation  of 
neutraUzing  antibodies.  This  phase  is  im- 
mediately foUowed  by  large-scale  production 
of  vaccine  for  distribution. 

Protection  rates  averaging  75  per  cent 
have  been  observed  for  influenza  A,  Ai,  and 
Asian,  while  average  protection  rates  for  B 
and  B]  are  reported  at  90  per  cent.  The 
degree  of  protection  depends  more  on  the 
antigenic  mass  injected  than  on  the  route  of 
administration.  Therefore,  an  intradermal 
dose  of  0.1  cc.  is  less  effective  than  a sub- 
cutaneous 1-cc.  dose  of  currently  available 
commercial  vaccines. 

Reactions.  Reactions  to  influenza  virus 
vaccines  vary  with  the  age  of  the  subject. 
A very  young  subject  is  more  likely  to  ex- 
perience systemic  reactions  characterized  by 
temperature  rise  and  malaise  than  local  reac- 
tions of  erythema  and  induration.  Con- 
versely, in  adults  local  reactions  occur  more 
frequently  than  systemic  ones,  and  in- 
capacitating effects  are  rare  at  the  recom- 
mended dosage.  However,  if  increased 
amounts  of  antigen  are  given,  a correspond- 
ing rise  in  reaction  rates  will  occur.  * Persons 
with  hypersensitivity  to  egg  protein  may  re- 
act severely  to  influenza  vaccine,  and  this 
constitutes  the  sole  contraindication  to  ad- 
ministration of  the  vaccine.  According  to 
Davenport,  “ “A  practical  test  is  that  if  the 
subject  can  eat  eggs,  he  can  be  vaccinated 
with  safety.” 

Indications.  Indications  for  administra- 
tion of  the  vaccine  are  included  with  The 
Control  of  Influenza  Mortality.^ 

The  specific  recommendations  of  the 
Public  Health  Service  for  routine  immuniza- 
tion include:® 

Persons  of  aU  ages  who  suffer  from  chronic 
debilitating  diseases,  that  is,  cardiovascular, 
pulmonary,  renal,  or  metabolic  disorders,  in 
particular  (1)  patients  with  rheumatic  heart 
disease,  especially  those  with  mitral  stenosis; 
(2)  patients  with  other  cardiovascular  dis- 
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TABLE  1.  Recommended  dosage  and  schedule  for  inoculation* 


Previously  Vaccinated 

—Not  Previously  Vaccinated • 

Number 

Number 

Volume 

of 

Volume 

of 

Interval  Between 

Subject 

(ml.) 

Doses 

(ml.) 

Doses 

Doses 

Adult 

1.0 

1 

1.0 

2 

2 months 

Child 

6 to  12  years 

0.5 

1 

0.5 

2 

2 months 

3 months  to  preschool 

0.1  or  0.2 

1 

0.1  or  0.2 

3 

1 to  2 weeks!  between 

age 

first  and  second  dose; 

2 months  between 

first  and  last  dose 

* By  subcutaneous  route.  To  complete  schedule  on  or  before  mid-December,  first  injection  should  be  given  as  soon  after 
September  1 as  possible.  Hypersensitivity  to  egg  proteins  is  contraindication. 

t To  prevent  or  minimize  febrile  reactions  in  children  less  than  6 years  of  age,  acetylsalicylic  acid  may  be  administered  (1  grain 
per  year  of  age)  every  6 hours  for  first  24  hours. 


orders,  such  as  arteriosclerotic  heart  disease 
and  hypertension,  especially  those  with  evi- 
dence of  frank  or  incipient  cardiac  insuf- 
ficiency; (3)  patients  with  chronic  broncho- 
pulmonary disease,  such  as  chronic  asthma, 
chronic  bronchitis,  bronchiectasis,  pul- 
monary fibrosis,  pulmonary  emphysema,  and 
pulmonary  tuberculosis;  (4)  persons  with 
diabetes  meUitus;  and  (5)  patients  with 
Addison’s  disease. 

Pregnant  women.  * 

Persons  in  older-age  groups,  those  over 
forty-five  and  particularly  those  over  sixty- 
five  years  of  age. 

Although  the  influenza  virus  may  not  be 
more  likely  to  infect  persons  in  these  specified 
groups,  the  occurrence  of  influenza  in  these 
persons  is  more  likely  to  be  a life-threatening 
event.  Influenza  alone  places  a severe  stress 
on  cardiovascular  and  pulmonary  function, 
and  the  frequency  of  bacterial  complications 
is  greatly  increased  in  patients  with  chronic 
cardiovascular-renal  and  pulmonary  disease. 

The  dosage  and  schedule  for  inoculation 
appear  in  Table  I. 

Mineral  oil  adjuvants.  One  of  the 
most  significant  developments  in  immimiza- 
tion  against  respiratory  disease  was  the  addi- 
tion of  mineral  oil  adjuvants  to  the  vac- 
cine.®® In  1944  Friedewald’s  work  in  mice 
indicated  that  an  emulsified  vaccine  would 
give  higher  antibody  titers  and  greater  pro- 
tection than  an  aqueous  vaccine.  ® Henle  and 
Henle  subsequently  showed  that,  in  human 
beings,  emulsified  influenza  vaccines  pro- 
duced higher  and  more  persistant  hemag- 
glutination inhibition  titers  than  aqueous 
vaccines  of  the  same  antigen  content.®  Sub- 
cutaneous injections  of  these  emulsified  vac- 
cines resulted  in  nodule  formation  in  most 


of  the  subjects,  and  several  changes  in  mate- 
rial and  technic  were  required  to  minimize 
such  undesirable  reactions.’  Freund  found 
that  the  addition  of  Arlacel  A (mannide 
monoleate)  reduced  local  intolerance  in 
animals;  Salk  et  al.  reduced  reactions  further 
by  using  a less  irritating  antigen  adminis- 
tered intramuscularly  instead  of  sub- 
cutaneously.® 

These  early  studies  in  animals  and  man 
were  extended  so  that  at  present  over 
200,000  human  beings  have  received  emul- 
sified influenza  vaccine. 

An  interesting  observation  from  the 
human  studies  is  that  higher  reaction  rates 
occur  in  Negroes  and  in  children,  particularly 
those  under  six  years  of  age.®  It  is  also  sig- 
nificant that  cyst  formation  has  not  been  re- 
ported during  the  most  recent  trials. 

Adenovirus  vaccines 

The  adenovirus  group  was  first  isolated  in 
1953  by  Rowe  et  al.  from  tissue  cultures  of 
human  adenoid.  Soon  after,  HiUeman  and 
Werner,  using  tissue-culture  technics,  iso- 
lated a similar  agent  from  army  recruits  with 
an  influenza-hke  disease.  To  date  about 
30  adenovirus  types  have  been  characterized. 
Of  these.  Types  1,  2,  3,  4,  5,  7,  and  8 cause 
the  major  portion  of  human  disease. 

Several  controlled  studies  conducted  in 
mihtary  populations  indicate  that  adeno- 
virus vaccine  is  successful  in  reducing  the  in- 
cidence of  disease.  Meiklejohn’s”  results  of 
a 90  per  cent  protection  rate  have  already 
been  discussed.  In  support  of  his  results, 
Meiklejohn  showed  that  approximately 
equal  numbers  of  men  from  both  vaccinated 


2978  New  York  State  Journal  of  Medicine  / October  15,  1963 


TABLE  II.  Estimated  percentage  contribution  to  various  respiratory  tract  syndromes** 


Agent 

Group 

Broncho- 

pneumonia 

Bronchiolitis 

Broncho- 

pneumonia 

Severe 

Bronchitis 

Pharyngitis 

Patients 

Requiring 

Hospital- 

ization 

Mild 

Rhinitis 

Pharyngitis 

Bronchitis 

(Outpatient) 

Adenovirus 

9 

7 

5 

8 

7 

9 

Influenza 

8 

6 

1 

6 

4 

2 

Para-influenza 

1 

21 

4 

1 

4 

5 

2.4 

2 

8 

1 

0 

3 

2 

0.3 

3 

10 

12 

12 

12 

12 

3 

Respiratory 

syncytial 

8 

28 

58 

24 

28 

5 

Eaton  agent 

0 

10 

6 

12 

10 

NT 

— 

— 

— 1 

■ 

Totals 

64 

68 

83 

69 

68 

21.7 

and  control  groups  were  hospitalized  for  ill- 
ness induced  by  other  than  the  agents  con- 
tained in  the  vaccine. 

In  another  field  trial  conducted  by  Sher- 
wood et  oZ.’®  dxiring  the  1960  to  1961  respira- 
tory season,  more  than  6,700  men  were 
studied;  50  to  60  per  cent  were  treated  with 
vaccine  and  40  to  50  per  cent  with  placebo. 
Preliminary  results  showed  that  hospital  ad- 
missions due  to  adenovirus  infections  were 
reduced  by  approximately  50  per  cent. 
When  translated  to  the  mundane,  this  repre- 
sented a savings  of  $5  million  to  the  U.  S. 
Army  Recruit  Training  Program  for  the  six- 
month  period,  October,  1960,  to  April,  1961. 

The  most  recent  study  involved  8,000 
Navy  recruits  at  the  Great  Lakes  Illinois 
Training  Center:  6,000  men  were  vac- 

cinated and  2,000  were  given  placebo.  **  Capt. 
Lloyd  Miller  reported  a reduction  of  Type  4 
adenovirus  pneumonia  by  more  than  50  per 
cent  in  the  vaccinated  group.  More  specifi- 
cally, an  occurrence  rate  of  53  per  1,000  in 
the  control  group  and  25  per  1,000  in  the  vac- 
cinated group  was  observed. 


New  respiratory  disease  agents 

Any  discussion  of  newer  respiratory 
viruses  should  be  aimed  at  bringing  order 
out  of  chaos.  The  problem  of  classifying 
respiratory  disease  agents  is  not  a small  one. 
Workers  from  various  parts  of  the  world, 
using  recent  technics,  are  examining  large 
numbers  of  isolates  and  characterizing  many 
distinct  agents.**  For  example,  Hilleman 
has  identified  20  coryza  viruses  from  a series 
of  305  isolations  from  children  and  adults.** 


Hamre  appears  to  be  adopting  a conserva- 
tive approach  by  placing  more  than  half 
of  the  viruses  isolated  in  an  unclassified 
“common  cold”  group.**-*®  Many  respiratory 
disease  agents  are  known  by  different  names 
in  different  places:  specifically,  JH,  2060, 
and  murivirus,  which  refer  to  the  same 
agent;  COE  and  Coxsackie  A21;  REOl  and 
ECHO  10;  and  Salisbury  and  rhino  virus,  to 
mention  only  a few.  Huebner  has  compiled 
a table  providing  genus,  species,  serotypes, 
and  the  clinical  syndromes  cmrently  at- 
tributed to  each.** 

An  examination  of  disease  incidence 
should  tend  to  direct  efforts  to  develop  new 
vaccines.  Observations  by  Parrott  (Table 
II)  indicate  the  need  for  vaccines  to  reduce 
the  incidence  of  disease  due  to  adenovirus, 
para-influenza  Types  1 and  3,  respiratory 
syncytial  virus,  and  Eaton  agent.** 

Because  respiratory  syncytial  virus  pro- 
duces a high  incidence  of  disease,  it  was 
placed  on  high  priority  by  the  National 
Institute  of  AUergy  and  Infectious  Disease. 
The  development  of  a respiratory  syncytial 
virus  vaccine  suitable  for  limited  clinical 
trial  has  been  completed  under  Institute 
contract.  If  successful  this  vaccine  will 
eliminate  or  greatly  reduce  what  is  probably 
the  most  important  cause  of  respiratory 
disease  in  children. 

Para-influenza  Types  1 and  3 have  been 
grown  on  monkey  kidney  cells,  and  experi- 
mental vaccines  have  been  produced.  These 
vaccines  were  discontinued  because  of  ex- 
traneous viral  contaminants.  The  current 
attempts  to  produce  a vaccine  have  resulted 
in  successful  adaptation  of  both  Types  1 and 
3 to  embryonated  eggs.*'*  The  next  and  pre- 
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sumably  final  step  will  involve  the  develop- 
ment of  strains  that  will  grow  sufficiently 
well  to  produce  a potent  vaccine. 

The  Eaton  agent,  which  according  to  specu- 
lation may  be  an  L form  of  Hemophilus  influ- 
enzae, has  had  a particularly  varied  history. 
It  was  first  grown  in  cotton  rats  by  Eaton, 
then  adapted  to  chick  embryo  by  Liu,  further 
grown  in  tissue  culture,  then  in  acellular 
(agar)  medium  by  Channock,  and  finally  has 
been  grown  in  several  liquid  media.  All  this 
has  led  to  production  of  low-yield  lots  of  low 
antigenicity.  The  fact  that  antibiotics  are 
effective  against  this  agent  removes  some  of 
the  urgency  for  producing  a vaccine.  An  in- 
teresting aside  is  the  request  made  by  Eaton, 
at  the  Conference  on  Newer  Respiratory 
Disease  Viruses,  to  change  the  name  of  this 
agent. 

Finally,  the  adenoviruses  considered  as 
new  agents  are  the  types  not  now  available 
as  commercial  vaccines.  Types  1,  2,  and  5 
are  particularly  important  in  this  country 
and  elsewhere  as  a result  of  diseases  in 
children.  Types  14  and  21  have  been  re- 
ported by  Van  der  Veen'®  to  have  caused  a 
considerable  amount  of  illness  in  military 
groups  in  Holland.  Problems  involved  in 
producing  suitable  vaccines  from  the  types  of 
adenovirus  noted  should  be  less  difficult  than 
those  encoimtered  with  other  new  respira- 
tory agents. 

Generally  speaking,  many  problems  re- 
main to  be  solved  before  suitable  vaccines 
for  each  of  these  agents  can  be  produced.'® 


These  problems  must  be  solved  largely  in  the 
laboratory.  Strains  must  be  developed  that 
can  be  grown  on  cell  lines  suitable  for  vaccine 
production.  In  addition,  the  strains  must 
grow  on  these  cell  lines  so  that  a sufficiently 
antigenic  mass  can  be  harvested  and  in- 
corporated in  a vaccine  at  a reasonable  cost. 
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Question  and  Answer  Period 


Murray  Dworetzky,  M.D.:  Dr.  Krug- 
man,  have  you  any  thoughts  on  the  mecha- 
nism of  this  intestinal  resistance?  I gather 
from  what  you  said  that  it  is  not  related  to 
serologic  immunity.  My  other  question  has 
to  do  with  the  natural  history  of  epidemics. 
Why  is  it  that  Type  3 attenuated  polio- 
myelitis virus  will  stop  an  epidemic  when  the 
unattenuated,  wild  virus  in  its  natural  state 
does  not?  In  fact,  is  that  not  the  way  that 
epidemics  do  stop:  by  mass  infestation,  in- 
apparent  infection,  and  then  immunity? 
How  do  you  evaluate  the  relative  contribu- 
tions of  the  natural  infection  and  the  at- 
tenuated virus  in  stopping  an  epidemic? 

Dr.  Krugman:  I will  try  to  answer  your 
last  question  first  because  I think  the  answer 


is  much  simpler. 

The  number  of  cases  in  an  epidemic  is 
dependent  on  at  least  two  factors:  the  num- 
ber of  susceptible  persons  and  the  degree  of 
contact  there  is  between  them.  Poliomye- 
litis virus  is  excreted  in  the  stool,  and,  pre- 
sumably, intimate  contact  is  needed  for  the 
spread  of  the  virus.  If  you  could  envision  a 
situation  in  which  wild  poliomyelitis  virus 
spread  to  90  per  cent  of  the  susceptible  popu- 
lation within  a period  of  one  week  or  less,  the 
epidemic  would  stop.  There  would  be  a 
high  attack  rate  of  poliomyelitis  also. 

During  the  course  of  the  rapid  spread  of 
poliomyelitis  virus,  the  population  becomes 
immune.  Infected  persons  develop  both 
antibodies  and  intestinal  tract  resistance. 
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In  many  situations  in  this  country  and 
elsewhere,  attenuated  poliomyelitis  virus 
has  been  given  within  a relatively  short 
period  of  time  to  most  of  the  susceptible  per- 
sons, and  this  is  why  it  is  effective.  We  are 
actually  increasing  the  poliomyelitis  infec- 
tion without  disease  and  without  symptoms. 

What  is  intestinal  tract  resistance?  This 
is  a question  that  I cannot  answer.  Pre- 
sumably multiplication  of  virus  takes  place 
in  the  cells  of  the  intestinal  tract.  Local  im- 
munity is  established  and  the  medium  for 
multiplication  is  not  as  favorable  as  it  was 
before.  This  is  not  an  absolute  phenomenon, 
and  if  a large  enough  dose  of  virus  is  given 
to  a person  who  has  had  poliomyelitis,  some 
multiplication  will  occm*  in  very  low  titer  and 
of  short  duration. 

Joseph  Fries,  M.D.:  Dr.  Lease,  I have 
under  my  care  2 patients,  1 with  constitu- 
tional reaction  to  poliomyelitis  vaccine  and 
1 to  influenza  vaccine.  I believe  I have  ruled 
out  most  of  the  constituents  with  the  excep- 
tion of  the  virus  protein  itself.  Irrespective 
of  the  fact  that  the  virus  contains  a nucleo- 
protein,  has  there  been  any  evidence  of  posi- 
tive direct  cutaneous  test  reactions  to  the 
protein  of  viruses?  Second,  is  there  any  evi- 
dence of  acute  anaphylactic  reaction  due  to 
the  virus  per  se? 

Dr.  Lease:  So  far  as  I know,  the  answer 
to  both  of  these  questions  is  no.  I would 
think  perhaps  in  the  course  of  natural  in- 
fection you  might  see  this  sort  of  reaction, 
and  also  if  it  were  the  virus  per  se,  then  as 
Davenport*  has  indicated,  simply,  “if  a 
person  can  eat  eggs,  he  can  be  vaccinated 
with  safety.” 

Now,  perhaps  Dr.  Krugman  has  some- 
thing to  say  with  regard  to  the  poliomyelitis. 

Dr.  Krugman:  Of  course,  there  is  a very 
small  quantity  of  penicillin  in  poliomyelitis. 
I am  quite  sure  you  have  considered  that, 
and  that  this  patient  is  not  sensitive  to 
penicillin.  This  situation  which  you  describe 
is  very  unusual. 

Millions  of  doses  of  poliomyelitis  vaccine 
have  been  given  without  significant  un- 
toward effects.  During  World  War  II  there 
were  approximately  12  deaths  among  20 
million  recruits  who  received  one  or  another 
type  of  egg  vaccine. 

We  have  not  observed  any  egg-sensitivity 
reaction  in  approximately  8,000  infants  and 
children  who  received  live  measles  chick  em- 
bryo vaccine. 


Harvey  Wolfe,  M.D.:  Dr.  Krugman,  in 
view  of  the  evidence  accumulating  over  the 
years  that  the  adjuvant  vaccines  are  far 
superior,  why  not  use  an  adjuvant  with 
poliomyelitis  vaccine? 

Dr.  Krugman:  From  the  standpoint  of 
simplicity,  convenience,  and  effectiveness, 
the  use  of  orally  administered,  attenuated 
vaccine  to  produce  a natural  infection  and 
immunity  without  giving  the  disease  is  un- 
questionably the  superior  method. 

I see  no  point  in  an  adjuvant  vaccine  when 
we  have  a safe  and  effective  oral  vaccine.  It 
is  the  only  way  one  can  immunize  a com- 
munity within  a very  short  period  of  time,  as 
has  been  done  in  Cleveland,  Cincinnati,  Los 
Angeles,  and  in  many  other  areas. 

Physician:  Dr.  Lease,  has  an  attempt 
been  made  to  immunize  with  an  attenuated 
respiratory  virus  vaccine  by  nebulizer  or 
orally? 

Dr.  Lease:  Vernon  Knight,  M.D.,  has 
used  a chamber  from  which  the  attenuated 
virus  can  be  blown  in  an  atomized  form  in 
very  small  particles  so  that  it  reaches  the 
alveoli  or  nearly  so.  I do  not  think  he  has 
been  able  thus  far  to  attenuate  these  viruses 
sufficiently  to  make  this  a useful  method  of 
immunization. 

There  are  some  efforts  at  the  moment  to- 
ward giving  a mumps  vaccine  in  this  same 
fashion,  either  by  aerosol  or  by  the  oral 
route. 

Maury  Sanger,  M.D.:  Would  Dr. 

Krugman  comment  on  the  effectiveness  of 
feeding  attenuated  poliomyelitis  vaccine  to 
one  member  of  a family  in  immunization  of 
the  other  members? 

Dr.  Krugman:  It  has  been  well  demon- 
strated that  if  one  gives  oral  poliomyelitis 
vaccine  to  a child,  for  example,  this  child  will 
excrete  the  virus  in  his  stool,  and  there  is 
then  opportunity  for  spread  of  this  virus 
among  the  family  members.  Whether  or  not 
the  infection  involves  the  other  members 
depends  on  the  susceptibility  of  the  group 
and  the  intimacy  of  contact.  These  factors 
in  turn  are  dependent  on  age  of  the  family 
members  and  many  socioeconomic  factors. 
Thus,  the  ideal  is  to  feed  the  vaccine  to  the 
whole  family  at  the  same  time. 

Dr.  Siegal:  Once  again  I wish  to  thank 
our  speakers  for  a stimulating  and  in- 
structive evening. 

It  is  now  my  pleasure  to  introduce  the 
Society’s  new  President. 


October  15,  1963  / New  York  State  Journal  of  Medicine  2981 


Presidential  Address 


MURRAY  DWORETZKY,  M.D. 

New  York  City 


I APPRECIATE  THE  HONOR  conferred  on  me  by 
the  members  of  our  Society  and  assure  you 
that  I will  do  my  utmost  to  carry  on  in  the 
spirit  of  our  past  presidents,  particularly  of 
our  most  recent  Past  President,  Dr.  Siegal, 
with  whom  I have  worked  in  harmony  and 
friendship.  His  tenure  has  heen  one  of  which 
he  may  be  proud,  and  on  behalf  of  the  Execu- 
tive Committee  and  the  members  of  our  So- 
ciety, I congratulate  him.  I look  forward 
to  his  continued  advice  and  help  through  the 
next  year. 

I would  like  to  take  a few  minutes  to 
share  with  you  some  thoughts  on  the  func- 
tion of  our  Society.  With  two  major,  na- 
tional allergy  societies,  is  there  need  for  a 
local  society  such  as  ours,  and  if  so,  in  what 
way  does  its  function  differ  from  that  of  the 
national  organizations?  As  the  largest  such 
local  society  in  the  coimtry  with  more  than 
300  members,  it  wiU  serve  us  well  to  consider 
this  question,  for  it  concerns  aU  local  organi- 
zations of  this  sort  everywhere. 

Functions 

The  qualifications  for  membership  in  our 
Society  are  exceedingly  simple.  They  re- 
quire that  the  applicant  be  interested  in  the 
field  of  allergy  and  be  cormected  with  an  al- 
lergy clinic  in  the  greater  metropolitan  area. 
We  recognize  that  not  aU  of  our  members  are 
full-time  allergists,  and  many  of  them  have 
had  httle  or  no  formal  training  in  this  field. 
However,  such  workers  are  welcome  and,  in- 
deed, essential  to  care  for  patients  in  our  al- 
lergy clinics.  Maintaining  their  interest  and 
increasing  their  knowledge  in  the  field  of  al- 
lergy becomes  the  first  and  foremost  func- 
tion of  the  Society.  Our  meetings  should 
serve  this  purpose. 

In  addition,  we  also  try  to  contribute  to 
the  knowledge  of  the  non-allergist.  We  hope 
that  publication  of  our  Proceedings  in  the 
New  York  State  Journal  of  Medicine 


contributes  to  this  end. 

Through  various  committee  functions,  our 
Society  should  attempt  to  improve  the 
quality  of  allergy  treatment  in  our  com- 
munity, by  pronoimcements  through  the 
Executive  Committee,  surveys,  and  studies 
of  local  conditions.  One  such  example  is 
the  study  now  being  carried  on,  as  reported 
at  the  business  meeting,  by  the  Committee 
on  Standardization  of  Allergens,  which  may 
lead  to  an  improvement  in  the  management 
of  patients  who  transfer  from  one  clinic  or 
allergist  to  another. 

These  are  but  a few  examples  of  the  ways 
in  which  our  Society  may  help  to  improve 
our  standards  and  the  caliber  of  medical  care 
in  our  community.  Unfortunately  these 
functions  have  been  carried  on  by  far  too 
few  of  our  members.  Rarely  do  more  than 
a quarter  of  the  members  attend  our  meet- 
ings, and  even  fewer  volimteer  to  work  on 
our  committees.  This  leaves  the  Executive 
Committee  no  choice  but  to  function  as  a 
small,  closely  knit  group  which  may  not 
succeed  in  reflecting  the  opinion  of  the  mem- 
bership. While  it  is  imdoubtedly  easier  to 
run  a society  this  way,  just  as  it  would  be  to 
run  a government,  it  is  not  the  way  to  main- 
tain a vital  and  active  organization,  for  it 
is  through  work  on  the  committees  that 
committee  chairmen.  Executive  Committee 
members,  and  officers  are  ultimately  chosen. 

Programs 

Granting  that  our  most  important  fimc- 
tion  i^  that  of  self-education,  let  us  consider 
the  programs  we  have  had  during  the  past 
five  years.  A review  of  this  bibliography 
makes  it  clear  that  those  who  have  attended 
these  meetings  regularly  have  been  well 
rewarded.  There  have  been  16  meetings 
since  April  24,  1957,  the  first  of  a continuing 
series  published  as  the  Proceedings  in  the 
New  York  State  Journal  of  Medicine. 
Forty  speakers  have  appeared,  of  whom  16 
were  distinguished  members  of  our  own 
Society  and  24  guest  speakers  who  were 
among  the  most  outstanding  men  in  their 
fields:  to  mention  only  a few,  Horsley 

Gantt,  M.D.,  Merrill  Chase,  Ph.D.,  Halstead 
Reid  Holman,  M.D.,  H.  Sherwood  Lawrence, 
M.D.,  Arnold  P.  Friedman,  M.D.,  Harry  L. 
Mueller,  M.D.,  Mary  H.  Loveless,  M.D., 
Abraham  Osier,  Ph.D.,  and  many  others. 
The  widely  separated  fields  that  these 
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speakers  have  covered  include  psychiatry, 
neurology,  dermatology,  hematology,  rheu- 
matology, endocrinology,  pediatrics,  otolar- 
yngology, and  pathology,  all  joined  by  their 
common  involvement  with  allergy  and  im- 
mtmology.  This  reaffirms  the  conviction 
of  most  of  us  that  our  field  is  one  that  en- 
compasses far  more  than  that  of  the  public 
image  of  hay  fever,  asthma,  hives,  and 
eczema.  In  fact,  less  than  half  of  the  sub- 
jects presented  to  us  during  the  past  five 
years  have  been  related  directly  to  conven- 
tional allergic  problems.  The  latter  include 
panel  discussions  on  allergy  and  the  psyche, 
on  molds,  on  occupational  allergy  of  the 
respiratory  system  and  of  the  skin,  on  al- 
lergy to  insect  sting,  on  emulsion  therapy  in 
pollinosis,  and  others. 

The  remaining  presentations  were  either 
unrelated  to  conventional  allergic  problems 
or  concerned  with  basic  mechanisms  of  al- 
lergy and  immunology.  These  included 
such  subjects  as  the  immunologic  aspects  of 
rheumatoid  disease,  hematologic  disease, 
headache,  the  physiologic  effects  of  adreno- 
corticosteroids,  agammaglobulinemia,  im- 
mune globulins,  homograft  sensitization, 
autoimmune  disease,  the  role  of  serotonin  in 
allergy,  competition  between  antigens,  ana- 
phylatoxin,  and  passive  cutaneous  anaphy- 


Football safety  urged 

With  the  advent  of  the  football  season  on 
neighborhood  sand  lots  and  school  playing 
fields,  the  American  Medical  Association  lists 
some  basic  safety  rules: 

Proper  physical  conditioning  before  beginning 
the  body  contact  phase  of  training  is  essential. 
Fatigue  and  injury  are  less  likely  when  the 
body  has  been  adequately  conditioned. 

Careful  coaching  leads  to  skillful  performance 


laxis  and  complement. 

If  a practitioner  in  the  field  of  clinical 
allergy  is  to  be  more  than  a mere  mechanic 
who  does  skin  tests  and  gives  injections,  he 
should  have  an  understanding  of  the  basic 
mechanisms  of  allergy  and  immunology. 

With  this  aim,  the  subjects  for  our  meet- 
ings have  been  chosen  during  the  past  five 
years.  We  believe  their  quality  has  been  of 
a high  order  and  we  hope  to  keep  it  that  way. 
This  evening’s  meeting  with  Dr.  EdsaU, 
Dr.  Krugman,  and  Dr.  Lease  certainly  is  a 
good  omen  for  the  coming  year. 

Attendance  should  not  be  automatic,  but 
rather  should  be  automatic  only  for  good 
programs.  I hope  that  your  attendance  at 
these  meetings  will  give  us  simultaneously 
an  indication  of  their  quality  and  of  your 
discernment. 

But  such  meetings  as  ours  need  not  be 
ponderous  or  lugubrious  in  impact.  These 
meetings  have  been  symposiums;  if  I may 
borrow  a definition  used  by  my  predecessor. 
Dr.  Siegal,  at  our  last  meeting,  and  I am 
sure  he  will  not  mind  since  he  in  turn  bor- 
rowed it  from  the  American  College  Dic- 
tionary y the  definition  of  symposium,  accord- 
ing to  the  ancient  Greeks,  is  “a  convivial 
meeting,  usually  following  a dinner,  for 
drinking,  conversation,  and  intellectual  en- 
tertainment.” 


and  fewer  injuries. 

Good  officiating  makes  for  more  enjoyment 
of  the  game  and  for  fewer  injuries. 

Proper  equipment  and  facUities  are  an  im- 
portant safety  factor.  Sufficient  padding,  a 
good  helmet,  and  proper  shoes  are  musts. 

Medical  care  that  is  readily  available  also 
is  important.  Not  all  teams  are  able  to  have 
a physician  present  at  all  practice  sessions,  but 
medical  services  should  be  quickly  available. 
The  physician  is  best  qualified  to  judge  whether 
or  not  an  apparently  minor  injury  is  more 
serious  than  it  appears. 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Metropolitan  Hospital 
New  York  City 

May  25,  1963 

Conducted  by  VICTOR  TCHERTKOFF,  M.D. 
Discussed  by  ROSARIO  TERRANOVA,  M.D. 


Obstructive  Jaundice 
in  a Young  Man 


Case  history 

Ethan  Welch,  M.D.:*  A twenty-two- 
year-old  white  male  was  admitted  to  Metro- 
politan Hospital  because  of  abdominal  pain, 
hypotension,  and  tachycardia  following  re- 
peat needle  biopsy  of  the  Uver  at  an  affiliated 
hospital.  He  had  been  admitted  to  the 
original  hospital  because  of  jaundice  of 
about  three  months  duration  accompanied 
by  malaise,  anorexia,  and  low-grade  fever. 
The  original  liver  biopsy  two  weeks  prior 
was  uneventful  and  interpreted  by  the 
pathologist  as  showing  pericholangitis. 
There  was  no  history  of  exposure  to  known 
hepatotoxins,  no  alcoholism  or  drug  addic- 
tion, and  no  transfusions,  injections,  an- 
esthesia, or  recent  surgical  procedures.  He 
was  employed  as  a clerk.  Directly  following 
this  second  biopsy  the  patient  complained 
of  increasing  abdominal  pain.  The  blood 
pressure  declined,  and  the  pulse  increased. 
He  was  given  emergency  treatment  for 
shock  with  some  improvement  and  was  then 
transferred. 

On  admission  to  Metropolitan  Hospital 
the  temperature  was  100.6  F.,  pulse  110, 
respirations  22,  and  blood  pressure  88/40. 
He  appeared  acutely  ill.  The  skin  and 
scleras  were  icteric.  The  heart  and  lungs 
were  normal.  The  abdomen  was  diffusely 
tender,  and  there  was  involimtary  guarding, 
especially  in  the  right  upper  quadrant.  The 
liver  and  spleen  were  not  enlarged,  and  no 
abdominal  masses  were  palpable.  There 

• Senior  Resident  in  Surgery,  Metropolitan  Hospital. 


was  no  peripheral  edema  and  no  ascites. 
Spider  emgiomas  and  pahnar  erythema  were 
absent.  Rectal  examination  revealed  no 
masses.  No  stigmata  of  portal  hyperten- 
sion were  recorded. 

The  urine  had  a specific  gravity  of  1.008, 
pH  7.5,  a trace  of  bile,  and  urobilinogen  at 
1 : 10  dilution.  The  hemoglobin  was  13 
Gm.  per  100  ml.  and  the  white  blood  cell 
count  26,000.  The  prothrombin  time  was 
79  seconds  with  a control  of  14  seconds. 
The  prothrombin  time  ten  days  prior  to  the 
second  liver  biopsy  was  17.2  seconds  with  a 
control  of  15  seconds.  Two  subsequent 
tests  were  “imsatisfactory.”  Total  serum 
bilirubin  was  9.8  mg.  per  100  ml.  with  9.4 
mg.  direct.  The  alkaline  phosphatase  was 
15.7  King-Armstrong  units.  Total  serum 
protein  was  6.3  Gm.  per  100  ml.  with  3.4 
Gm.  albumin  and  2.9  Gm.  globulin.  Choles- 
terol was  280  mg.  per  100  ml. 

An  operation  was  performed  on  the  night 
of  admission. 

During  the  postoperative  period  the 
patient  remained  jaimdiced  and  the  stools 
acholic.  The  alkaline  phosphatase  grad- 
ually increased  to  36  King-Armstrong  units 
and  the  cholesterol  to  375  mg.  p>er  100  ml. 
SGOT  (serum  glutamic  oxalacetic  trans- 
aminase) values  ranged  fi-om  20  to  60  units, 
and  thymol  turbidity  ranged  from  0.9  to 
1.6  units. 

About  three  weeks  after  the  operation 
the  patient  complained  of  colicky  abdominal 
pain  associated  with  nausea  and  vomiting. 
Flat  and  upright  x-ray  films  of  the  abdomen 
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revealed  gas-filled  loops  of  small  bowel  with 
air-fluid  levels.  He  was  treated  by  intuba- 
tion with  symptomatic  relief.  One  week 
after  this  a similar  attack  occurred,  and  in- 
tubation was  not  successful  in  relieving 
abdominal  pain  and  distention.  A second 
operation  was  performed  seven  weeks  after 
the  original  operation,  and  a T-tube  was 
left  in  the  common  bUe  duct. 

Following  this  operation  jaimdice  de- 
creased but  did  not  disappear  completely. 
His  appetite  returned,  and  he  gained  weight. 
He  was  discharged  with  considerable  symp- 
tomatic improvement  four  weeks  later. 

Three  weeks  following  discharge  he  was 
readmitted  for  elective  surgery.  Vital  signs 
were  normal.  He  had  regained  his  normal 
weight  and  was  asymptomatic.  There  were 
two  healed  sinrgical  incisions  on  the  abdomen, 
and  a drain  was  in  place  in  the  right  upper 
quadrant.  The  hemoglobin  was  8.7  Gm. 
per  100  ml.,  and  the  white  blood  cell  count 
was  14,000  with  78  per  cent  neutrophils,  20 
per  cent  lymphocytes,  and  2 per  cent  eosin- 
ophils. The  urine  had  a specific  gravity  of 
1.012  and  a trace  of  albumin  but  no  bile. 
The  serum  bilirubin  was  1.8  mg.  per  100 
ml.  The  prothrombin  time  was  15  seconds 
with  a control  of  15  seconds.  The  alkaline 
phosphatase  was  3 King-Armstrong  imits, 
cephalin  flocculation  findings  negative,  thy- 
mol turbidity  0.4  units,  total  protein  6.9 
Gm.  per  100  ml.  with  4.3  Gm.  albumin  and 
2.6  Gm.  globulin,  and  cholesterol  316  Gm. 
per  100  ml. 

An  operation  was  performed  on  the  day 
following  admission,  and  he  was  discharged 
nine  days  later  after  an  uncomplicated  post- 
operative course.  Eight  months  following 
this  operation  the  patient  was  doing  well. 

Discussion 

Rosario  Terranova,  M.D.;*  This  pa- 
tient had  complained  of  malaise  and  jaundice 
three  months  before  he  entered  the  first 
hospital.  When  I received  this  protocol,  I 
asked  if  there  were  more  information  about 
his  antecedent  history  and  was  told  that 
there  was  an  equivocal  history  of  previous 
episodes  of  mild  icterus  and  that  he  had 
mentioned  that  his  urine  was  occasionally 
dark  and  occasionally  straw-colored.  There 

* Visiting  Physician,  Metropolitan  and  Bird  S,  Coler 
Hospitals;  Associate  Clinical  Professor  of  Medicine,  New 
York  Medical  College. 


was  no  history  of  pain  except  after  the 
needle  biopsy  and  during  the  two  episodes 
of  abdominal  distention  prior  to  his  second 
operation.  These  items  of  information  sug- 
gest an  intermittent  type  of  jaundice  rather 
than  a steadily  progressive  form.  The 
presence  of  bile  in  the  urine,  the  acholic 
stools,  and  the  general  direction  of  the  liver 
function  tests  all  suggest  obstructive  jaun- 
dice rather  than  parenchymatous  jaundice. 
Obstructive  jaundice  may  be  intrahepatic 
or  extrahepatic. 

Some  of  the  laboratory  data  are  helpful 
in  eliminating  certain  forms  of  liver  disease. 
The  normal  serum  protein  level  with  a 
normal  albumin-globulin  ratio  is  not  con- 
sistent with  a viral  hepatitis  that  has  be- 
come chronic,  as  are  other  test  results,  such 
as  the  normal  cephalin  flocculation,  normal 
thymol  turbidity,  and  normal  cholesterol 
level.  The  determination  that  most  of  the 
hyperbilirubinemia  is  in  the  “direct-react- 
ing fraction”  strongly  suggests  extrahepatic 
obstruction.  None  of  the  laboratory  data 
suggest  any  form  of  hepatitis,  acute  or 
chronic.  Homologous  serum  jaundice  and 
any  of  the  toxic  hepatitides  are  imlikely  in 
view  of  the  firm  negative  statements  in  the 
history.  Alcoholic  or  nutritional  cirrhosis 
is  unlikely  for  the  same  reason.  Paren- 
thetically, it  is  important  in  taking  histories 
to  ask  patients  about  dental  extractions, 
since  procaine  hydrochloride  (Novocaine) 
injections  can  be  the  source  of  infection  with 
the  virus  of  “needle  jaundice”  as  much  as 
any  other  type  of  infection. 

What  are  the  possible  lesions  that  may 
cause  obstructive  jaundice  in  a twenty- 
two-year-old  man?  In  order  of  frequency, 
let  us  list  the  following:  (1)  stone  in  the 

common  bile  duct;  (2)  neoplasm  of  the 
common  bUe  duct  or  ampulla,  either  be- 
nign or  malignant;  (3)  hyperplasia  of  the 
mucosa  of  the  biliary  tree  simulating  a 
tumor;  and  (4)  inflammatory  lesions  in  that 
region  obstructing  the  biliary  outflow  tract. 
Let  us  see  if  the  x-ray  films  can  cast  any 
light  on  this  problem  by  their  shadows. 

Otto  Deutschberger,  M.D.:  Numerous 
radiographic  examinations  of  the  chest 
failed  to  reveal  any  cardiopulmonary  patho- 
logic conditions. 

Radiographic  and  fluoroscopic  examina- 
tion (Fig.  1)  of  the  gastrointestinal  tract 
were  interpreted  as  follows:  The  esophagus, 
pars  cardia,  and  media  of  the  stomach  were 


October  15,  1963  / New  York  State  Journal  of  Medicine  2985 


FIGURE  1.  Upper  gastrointestinal  series  showing 
inconstant  spasm  and  narrowing  in  gastric  antrum 
and  prepyloric  area.  There  is  some  irregularity 
along  lesser  curvature.  Duodenal  loop  fills  ir- 
regularly, but  there  is  no  widening  of  its  sweep. 


normal.  There  was  inconstant  spasm  and 
narrowing  in  the  antrum  and  prepyloric 
region.  There  was  some  irregularity  along 
the  lesser  curvature  which  on  pylorograms 
was  possibly  suggestive  of  an  ulcer  or  of 
perigastric  adhesions.  I favored  the  latter. 
At  five  hours  there  was  no  gastric  retention. 
There  was  irregularity  of  filling  of  the  duo- 
denal loop  but  no  appreciable  widening  of  the 
duodenal  sweep  or  flattening  of  the  medial 
margin.  This  pattern  may  be  nutritional 
in  origin,  and  a small  intestinal  series  was 
suggested. 

Flat  films  of  the  abdomen  about  three 
weeks  after  operation  revealed  small  in- 
testinal distention  with  fluid  levels.  A de- 
compressing tube  was  advanced,  and  fluid 
levels  disappeared,  although  we  should  note 
that  this  does  not  always  indicate  relief  of 
this  intestinal  obstruction,  since  gas  may 
obliterate  fluid  levels.  This  process  was 
again  demonstrated  about  a week  later 
(Fig.  2)  and  interpreted  as  paralytic  ileus. 
An  important  point  is  the  thickened  appear- 
ance of  the  bowel  wall  which  we  interpret 


FIGURE  2.  Flat  film  of  abdomen  four  weeks  after 
first  laparotomy  showing  intestinal  distention  with 
fluid  levels.  Bowel  wall  is  slightly  thickened. 


as  due  to  peritoneal  involvement  usually 
inflammatory,  or  peritonitis. 

Dr.  Terranova:  The  x-ray  films  help 
confirm  my  impression  that  the  two  epi- 
sodes of  colicky  pain  and  distention  requir- 
ing intubation  were  caused  by  paralytic 
ileus.  However,  they  do  not  reaUy  help  me 
decide  whether  this  patient  had  a stone  in 
the  common  duct  or  a tumor.  The  lack  of 
a widened  duodenal  sweep  makes  the  usual 
variety  of  carcinoma  of  the  head  of  the  pan- 
creas unlikely;  in  any  case,  pancreatic 
carcinoma  is  extremely  rare  in  men  of 
twenty -two  years.  I am  glad  to  see  that  the  j 
x-ray  films  confirm  the  clinical  impression 
that  the  liver  was  not  enlarged.  There  is  | 
no  evidence  of  calcification  such  as  one  might  | 

find  with  an  hydatid  cyst  of  the  liver.  j 

It  is  quite  clear  from  the  protocol  that  the 
needle  biopsy  of  the  liver  resulted  in  either 
a moderate  degree  of  hemorrhage  or  some  i 
bile  peritonitis.  It  should  go  without  saying  > 
that  obstructive  jaundice  is  a general  contra- 
indication to  needle  biopsy,  and  the  dis- 
covery of  a prolonged  prothrombin  time 
when  the  patient  was  admitted  here  sug-  i 
gests  that  despite  a normal  prothrombin  i 
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time  ten  days  prior  to  the  second  liver 
biopsy,  this  test  should  always  be  repeated 
within  twenty-four  hours  before  needle 
biopsy.  The  fact  that  two  subsequent 
specimens  sent  to  the  laboratory  were  “un- 
satisfactory” should  only  have  led  to  a 
postponement  of  the  procedure. 

The  first  operation  must  have  been  an 
emergency  repair  of  the  defect  in  the  liver. 

The  second  operation  must  have  been  an 
attempt  to  relieve  the  cause  of  paralytic 
ileus,  which  did  not  respond  to  intubation, 
and  an  exploration  of  the  common  bile 
duct  and  surrounding  region.  I would 
infer  that  the  paralytic  ilexis  was  probably 
due  to  adhesions  which  developed  secondary 
to  a mild  hemoperitoneum  or  to  bile  peri- 
tonitis, or  a combination  of  both.  The 
fact  that  a T-tube  was  inserted  into  the 
common  duct  and  left  in  place  implies  that 
a site  of  obstruction  was  found  distal  to  the 
point  where  the  cystic  duct  enters  the  com- 
mon duct  and  that  this  obstruction  could 
not  be  relieved  surgically  at  this  time.  This, 
with  the  absence  of  pain,  is  the  most  convinc- 
ing evidence  against  a stone  in  the  common 
duct,  and  it  makes  me  favor  a diagnosis  of 
neoplasm,  benign  or  malignant,  somewhere 
near  the  ampulla  of  Vater. 

Beyond  this  point  I carmot  safely  tread. 
The  neoplasm  may  have  arisen  at  the  am- 
pulla or  in  the  intrapancreatic  portion  of  the 
common  bile  duct.  It  may  even  have  been 
a small  lesion  strategically  situated  in  the 
head  of  the  pancreas,  not  large  enough  to 
widen  the  duodenum  but  located  in  close 
proximity  to  the  common  duct.  If  so,  the 
third  operation  must  have  been  an  attempt 
to  deal  definitively  with  the  tumor. 

Harry  Barowsky,  M.D.:  I saw  this 

patient  in  both  hospitals.  On  admission 
this  patient,  in  addition  to  having  the 
symptoms  presented,  had  low-grade  fever.  I 
was  not  certain  at  that  time  whether  this  in- 
dividual had  obstructive  jaundice  or  some 
cholestasis,  and  for  that  reason  liver  biop- 
sies were  taken  on  two  occasions. 

From  a clinical  point  of  view  I came 
to  the  conclusion  that  this  man  had 
obstructive  jaundice,  based  on  the  labora- 
tory findings  of  elevated  alkaline  phos- 
phatase, the  continuous  rise  of  the  choles- 
terols,  and  the  increase  in  bilirubin.  In 
addition  to  that,  this  patient  had  a septic 
sort  of  fever.  I came  to  the  conclusion  that 
he  had  something  in  his  common  bile  duct. 


Whether  it  was  stone  or  some  other  ob- 
structive phenomenon  I was  not  certain, 
and  at  one  of  the  conferences  I pointed  out 
the  importance  of  doing  a biliary  drainage  in 
this  type  of  case.  When  you  have  obstruc- 
tion, it  means  you  suspect  something  in  the 
common  duct,  and  a biliary  drainage  may 
give  you  a tremendous  amount  of  informa- 
tion. First  of  all,  you  may  find  large 
amounts  of  cholesterol  crystals,  and  they 
are  very  significant.  We  have  also  seen 
cases  in  which  parasitic  involvement  of  the 
common  duct  produced  mechanical  obstruc- 
tion. Liver  fluke  will  produce  that  type  of 
obstruction.  We  did  not  think  in  terms  of 
malignant  conditions  because  of  the  age  of 
the  patient.  I know  what  was  found  here 
and  leave  it  to  the  pathologist  to  enlighten 
you. 

A Physician:  Dr.  Barowsky,  do  you  want 
to  comment  on  the  question  of  whether  or 
not  there  was  an  increased  sweep  of  the 
duodenum  in  reference  to  possible  neoplasm 
of  the  head  of  the  pancreas? 

Dr.  Barowsky:  Ifyou  look  at  the  antrum, 
you  find  there  is  some  narrowing  and  ir- 
regularity. But  on  close  examination  you 
will  find  that  this  narrowing  and  irregularity 
changes  from  time  to  time.  If  this  were  a 
neoplasm,  it  would  not  change— it  would  be 
constant.  I would  say  only  that  you  have  a 
narrowing  and  irregularity.  This  in  itself 
is  a common  thing.  The  narrowing  and 
irregularity  may  be  compared  to  a gastritis 
which  is  a term  used  loosely.  These  changes 
also  may  be  due  to  paragastric  inflammatory 
reactions.  The  somewhat  flattened  con- 
tour of  the  pyloric  area  and  the  area  close 
to  it  suggests  possibly  some  inflanunatory 
process  outside  the  pylorus,  pulling  on  it  and 
slightly  distorting  it,  possibly  the  type  of 
inflammatory  reaction  you  might  get  around 
an  infiltrating  neoplasm.  The  possibility 
of  an  extragastric  inflammatory  reaction 
cannot  be  ruled  out  with  the  currently 
available  films.  Had  he  been  examined 
with  a gastroscope  we  might  have  been  able 
to  visualize  this  area  more  clearly. 

A Physician:  Do  we  have  the  film  show- 
ing the  duodenmn  sweeping  aroimd? 

Dr.  Barowsky:  The  duodenal  sweep 

here  is  not  cleeu-ly  defined,  and  you  may  have 
a widening  of  duodenal  sweep  which  is 
insignificant. 

The  important  thing  in  diagnosing  lesions 
at  the  head  of  the  pancreas  is  not  so  much 
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FIGURE  3.  Biopsy  of  liver  at  time  of  first  laparot- 
omy showing  mild  leukocytic  infiltration  in  portal 
area  and  around  interlobular  bile  ducts.  Minor 
degree  of  hepatocellular  damage  is  also  seen. 


the  size  of  the  sweep,  but  the  flattening  of 
the  interior  outline  of  the  duodenum.  In 
this  particular  case,  I do  not  see  any  of  the 
films  here  which  are  characteristic. 


Clinical  diagnoses 

1.  {Infectious  hepatitis) 

2.  Bile  peritonitis  following  needle  biopsy  of 
liver 

3.  Common  duct  stone  with  obstructive 
iaundice 


Dr.  Terranova's  diagnoses 

1.  Tumor  of  ampulla  of  Vater  or  common 
bile  duct 

2.  Obstructive  jaundice 

Pathologic  report 

Victor  Tchertkoff,  M.D.;*  There  were 
three  operations  performed  at  Metropolitan 
Hospital.  The  first  occasion  at  which  this 
patient  came  to  pathologic  notice  was  at  the 
time  of  repair  of  the  needle  biopsy  site  in 

♦Associate  Professor  of  Pathology,  New  York  Medical 
College;  PathoIogist-in-Charge,  Metropolitan  Hospital. 


the  liver.  At  this  time  a wedge  biopsy  of 
the  liver  was  performed,  and  microscopic 
examination  showed  acute  cholangitis  and 
pericholangitis  (Fig.  3).  The  lobular  archi- 
tecture of  the  liver  was  well  preserved,  and 
most  of  the  liver  cells  were  normal.  In  the 
portal  areas  neutrophils  and  other  inflam- 
matory cells  surroimded  the  bile  ducts  and 
were  also  found  in  their  lumina.  Occasional 
liver  cells  abutting  these  zones  showed 
necrosis  or  other  degenerative  changes; 
some  of  the  liver  cells  and  some  of  the  Kupf- 
fer  cells  showed  bile  staining  and  bile  gran- 
ules; occasional  bile  canaliculi  were  plugged 
with  bile  thrombi. 

Seven  weeks  later  we  received  a small 
piece  of  granular  tissue  from  the  region  of 
the  ampulla  of  Vater  taken  at  the  time  of 
biliary  tree  exploration.  A frozen  section 
was  diagnosed  as  showing  ductal  carcinoma. 
The  permanent  sections  showed  an  intact 
duodenal  mucosa  and  submucosa.  Deep 
in  these  layers  was  an  irregular  mass  of 
neoplastic  tissue  (Fig.  4A).  The  tumor  was 
composed  of  poorly  differentiated  glandlike 
or  ductlike  structures  (Fig.  4B).  The  pre- 
dominant pattern  was  one  of  piled-up  pseudo 
papillary  structures  projecting  into  large 
lumina  bearing  little  architectural  resem- 
blance to  the  structures  of  origin.  Invasion 
of  perineural  lymphatics  was  seen  (Fig. 
4C). 

The  third  operation  was  planned  as  a 
Whipple  procedure.  Prior  to  definitive 
surgery  peripancreatic  lymph  nodes  were 
submitted  for  frozen  section  and  foimd  to 
contain  metastatic  ductal  carcinoma.  Ac- 
cordingly, the  plan  for  radical  extirpation 
was  abandoned. 

Carcinoma  of  the  pancreas  accounts  for 
from  2 to  3 per  cent  of  all  malignant  tumors. 
It  is  twice  as  common  in  males  as  in  females. 
Like  most  other  gastrointestinal  cancers,  its 
peak  incidence  is  in  the  sixth  and  seventh 
decades,  and  it  is  very  rare  in  either  sex 
under  the  age  of  forty.  In  Bell’s^  study  of 
609  cases  of  primary  pancreatic  carcinoma 
culled  from  73,187  autopsies  there  were 
only  18  patients  under  forty  years  of  age, 
that  is,  about  0.03  per  cent.  In  the  series 
of  75  cases  reported  by  Arkin  and  Weis- 
berg^  there  were  4 patients  imder  the  age  of 
forty.  From  1885  through  1962  only  15 
cases  of  primary  carcinoma  of  the  pancreas, 
histologically  verified,  have  been  recorded 
in  patients  under  the  age  of  twenty-five. 
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FIGURE  4.  (A)  Low-power  view  of  biopsy  from  periampullary  region  showing  intact  duodenal  mucosa  and 
infiltrating  carcinoma  in  the  wall.  (B)  Medium-power  view  of  tumor  showing  adenocarcinoma  of  ductal 
pattern  consistent  with  origin  from  a variety  of  structures  in  the  region  of  the  terminal  common  bile  duct, 
ampulla  of  Vater,  pancreas,  or  pancreatic  ducts.  (C)  High-power  view  of  tumor  showing  invasion  of  peri- 
neural lymphatics,  a feature  common  to  carcinomas  in  this  location. 


The  ages  of  these  patients  ranged  from  seven 
months  to  nineteen  years,  and  the  sex  dis- 
tribution was  6 males  and  8 females. 

Carcinomas  located  within  the  pancreatic 
head  account  for  75  per  cent  of  the  malig- 
nant lesions  of  that  organ.  A small  propor- 
tion of  these  arise  in  the  periampullary 
region,  and  their  possible  tissues  of  origin 
are:  (1)  the  terminal  third  of  the  common 
. bile  duct,  (2)  the  lining  epithelium  of  the 
duodenal  mucosa,  (3)  the  mucosa  of  the 
true  ampulla,  or  (4)  Brunner’s  glands.  The 
great  majority  of  patients  with  this  type  of 
carcinoma  are  dead  within  a year  after  the 
onset  of  symptoms.  Bell’  found  no  dif- 
ference in  prognosis  that  could  be  correlated 
with  the  anatomic  site  of  origin,  be  it  head, 
peri8unpullary  region,  body,  or  tail. 

I It  is  curious  to  note  that  about  15  to  20 
I per  cent  of  the  cases  of  pancreatic  carcinoma 
coming  to  autopsy  do  not  show  obvious 
metastases.  The  common  sites  of  metas- 
i tases  are  the  liver,  regional  lymph  nodes, 
peritoneum,  and  lung.  However,  metas- 
tases to  the  adrenal  glands,  kidneys,  stom- 
ach, gallbladder,  intestine,  spleen,  and 
bone  are  not  imcommon.  Of  the  15  cases 


of  pancreatic  carcinoma  which  occurred  in 
patients  under  the  age  of  twenty -five,  metas- 
tases were  found  in  the  liver  in  7 cases,  in 
retroperitoneal  and  periportal  lymph  nodes 
in  5 cases,  in  the  lung  in  3,  in  the  duodenum 
in  2,  and  in  the  kidney  and  diaphragm  in  1 
instance.  Ten  of  these  15  reported  cases 
had  the  benefit  of  postmortem  examination. 

Anatomic  diagnoses 

1.  Ductal  carcinoma,  periampullary  region 
of  pancreas,  with  metastases  to  peripancreauc 
lymph  nodes 

2.  Acute  cholangitis  and  pericholangitis 

3.  {Obstructive  jaundice) 

4.  {Focal  hemorrhagic  and  bile  peritonitis 
secondary  to  needle  biopsy  of  liver) 
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Yellow  Fever 

KEVIN  M.  CAHILL,  M.D.,  D.T.M.&H. 

New  York  City* 


T HE  ERADICATION  of  epidemic  yellow  fever 
from  Cuba  within  three  months  of  Reed’s 
discovery  that  the  disease  was  transmitted 
by  Aedes  aegypti  is  one  of  the  dramatic 
peaks  in  the  history  of  medicine  and  public 
health.  Until  the  “yellow  jack”  was  con- 
quered, construction  of  the  Panama  Canal 
was  not  feasible,  and  American  ports  were 
exposed  to  fulminating  periodic  outbreaks. 
In  1878  there  were  13,000  deaths  from  yellow 
fever  in  Mississippi  River  towns,  and  as  late 
at  1905,  some  5,000  cases  were  reported 
from  New  Orleans. 

Despite  a half-century  of  clinical  quies- 
cence, yellow  fever  remains  a threat  to  the 
United  States.  The  recognition  that  “jun- 
gle” or  rural  yellow  fever  is  maintained  as  a 
zoonosis  among  forest  monkeys  eliminated 
any  hope  that  the  disease  could  be  totally 
eradicated.  Jungle  yellow  fever  is  trans- 
mitted by  several  species  of  Haemagogus 
mosquitoes  in  the  Americas  and  by  A. 
africanus  and  A.  simpsoni  in  Africa.  Man 
is  only  accidentally  infected  when  canopy- 
dwelling mosquitoes  are  brought  to  ground 
level  when  trees  are  felled  or  by  monkeys 
coming  down  to  forage  in  gardens  on  the 
forest  edge.  Once  infected,  however,  man 
can  serve  as  a reservoir  for  the  urban  A. 
aegypti,  and  human  epidemics  can  be  initi- 
ated. 

The  jungle  variety  of  the  disease  has 
moved  progressively  northward  from  Pan- 

* Present  address:  NAMRU  3 (Cairo),  FPO  540,  New 

York,  New  York. 


ama  in  the  last  decade  and  monkeys  in 
southern  Mexico  are  now  infected  (Fig.  1). 
The  entire  eastern  seaboard  and  many  of 
the  southern  states  are  receptive  areas  for 
the  reintroduction  and  spread  of  yellow 
fever,  since  vector  eradication  programs 
either  have  failed  or  been  discontinued. 
The  reality  of  this  threat  was  proved  by  a 
small  epidemic  of  yellow  fever  in  1954  in 
Trinidad,  after  the  island  had  been  free  from 
the  disease  for  thirty -odd  years.  Yellow 
fever  continues  to  smolder  in  Africa,  with 
occasional  outbreaks,  such  as  the  one  oc- 
curring in  1959,  when  there  were  over  3,000 
cases  in  Ethiopia  alone.  Infected  patients 
entering  a country  during  the  asymptomatic 
incubation  period,  added  to  the  migration  of 
infected  monkeys  into  receptive  areas,  is  one 
of  the  increasing  dangers  of  large-scale  inter- 
national jet  travel. 

Pathologic  features 

The  virus  of  yellow  fever  is  a member  of 
the  immimologically  related  Group  B arbor 
(arthropod-borne)  viruses,  and  infection 
with  any  one  of  these  (Table  I)  elicits  anti- 
bodies which  are  protective,  to  a degree, 
against  the  whole  group.  Infection  with 
yellow  fever  produces  a permanent  immu- 
nity, and  there  has  never  been  a well-docu- 
mented clinical  case  of  reinfection.  There 
are  many  strains  of  the  yellow  fever  virus. 
For  many  years  the  South  American  variant 
was  thought  to  produce  a disease  unrelated 
to  the  African  virus.  The  major  laboratory 
strains,  distinguished  by  the  organ  pri- 
marily involved,  are  the  hepatotropic  or 
viscerotropic  and  the  neurotropic,  with 
varying  degrees  of  virulence  allowing  further 
subdivisions.  The  17-D  strain  of  the  vis- 
cerotropic group  and  the  neurotropic  Dakar 
strain  have  been  most  widely  used  in  pre- 
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STATUS  OF  THE  AEDES  AEGYPTI  ERADICATION  CAMPAIGN 


^ERADICATION  CARRIED  OUT  ACCORDING  TO  THE  STANDARDS  ESTABLISHED  BY  THE  PAN  AMERICAN  HEALTH  ORGANIZATION 

FIGURE  1.  Current  status  of  yellow  fever  endemism  in  the  Americas.  Note  the  extensive  "reception” 
areas  in  southern  United  States. 


paring  yellow  fever  vaccines.  Although 
primarily  attacking  different  organs,  both 
virus  strains  multiply  in  the  liver.  Inocula- 
tion with  one  interferes  with  the  patho- 
genicity of  the  other. 

The  anatomic  changes  of  yellow  fever  were 
long  confused  by  Noguchi’s  belief  that 
Leptospira  was  the  etiologic  agent  and  by 


the  hepatitis  that  so  often  accompanied 
inoculation  experiments  when  the  virus  was 
suspended  in  human  serum.  Histologic 
changes  in  the  liver  in  the  advanced  case  of 
yellow  fever  include  mid-zonal  necrosis, 
acidophilic  coagulum  in  the  cytoplasm  of 
parenchymal  cells  (Coimcibnan  bodies),  oc- 
casional intranuclear  inclusions,  and  a strik- 
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TABLE  I.  Tropical  arbor  viruses  causing  significant  human  disease 


Group 

Virus 

Type  of  Disease 

Distribution 

1 Chikungunya 

Dengue-like 

East  Africa 

A 

<i  Onyong-nyong 

Dengue-like 

Uganda 

(Venezuelan  encephalitis 

Encephalitis 

Venezuela,  Colombia,  Brazil 

( Y ellow  fever 

1 

(See  text) 

Africa,  South  and  Central 
America 

Dengue 

(See  text) 

Central  America,  Asia 

) Uganda  S 

Dengue-like 

East  Africa 

B 

(West  Nile 

Dengue-like 

North  Africa,  Middle  East 

[ Murray  Valley 

Encephalitis 

New  Guinea,  Australia 

1 Kyasanur  F orest 

Hemorrhagic  fever 

India 

(Japanese  B 

Encephalitis 

Asia 

j Sandfly  fever 

Dengue-like 

Italy,  Egypt 

C 

(Rift  Valley 

Dengue-like 

East  and  West  Africa 

(Argentinian  hemorrhagic  fever 

Hemorrhagic  fever 

Argentina 

FIGURE  2.  Mid-zonal  necrosis  in  a human  fatality 
from  yellow  fever  in  Africa. 


ing  absence  of  inflammatory  cells  (Fig.  2). 
In  the  more  mild  cases,  there  may  be  focal 
fatty  infiltration  and  dilatation  of  the  sinu- 
soids, without  necrosis.  In  severe  cases  the 
kidneys  are  swollen  and  icteric,  with  de- 
generative changes  most  pronounced  in  the 
proximal  convoluted  tubules.  Fatty  in- 
filtration with  degeneration  is  also  prominent 
in  the  myocardium  and  conducting  system. 
In  human  yellow  fever,  cerebral  involvement 


is  minimal  and  nonspecific.  Perivascular 
hemorrhage  in  the  brain  is  common  but  is 
merely  part  of  a general  hemorrhagic 
diathesis  which  is  most  pronounced  in  the 
skin  and  in  the  mucous  membranes  of  the 
stomach  and  intestinal  tract. 

Clinical  manifestations 

Since  the  incubation  period  of  yeUow  fever 
varies  from  three  to  six  days,  it  is  possible 
for  an  air  traveler  from  a zone  where  the 
disease  is  endemic  to  develop  the  initial 
symptoms  in  a temperate  climate.  The 
majority  of  patients  with  the  disease  have 
only  minor  symptoms,  and  less  than  10  per 
cent  of  those  infected  have  a classical  case. 
In  this  minority,  however,  a characteristic 
picture  evolves.  The  onset  is  sudden,  with 
severe  headache,  backache,  muscular  pains, 
epistaxis,  nausea,  hematemesis,  melena, 
icterus,  and  marked  albuminuria.  The 
temperature  may  reach  105  F.,  but  the 
pulse  remains  slow  (Faget’s  sign).  In- 
somnia and  irritability  are  prominent  and 
may  persist  for  three  to  four  days.  A brief 
period  of  remission  usually  occurs  during 
which  the  patient  feels  much  better,  al- 
though pathologic  processes  may  be  con- 
tinuing unabated.  A period  of  toxemia 
reappears,  with  all  the  manifestations  of  the 
initial  phase  accentuated.  It  is  during  this 
phase,  which  may  last  for  several  weeks,  that 
the  patient  may  die  from  hepatic  and  renal 
failure  or  from  uncontrolled  hemorrhages. 
Even  during  convalescence,  sudden  deaths 
occur  from  myocardial  failure  and  cardiac 
arrhythmias. 
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Laboratory  diagnosis 

Leukopenia  is  present  during  all  phases 
of  yellow  fever  except  when  secondary 
bacterial  invasion  complicates  convales- 
cence. Anemia  will  occur  if  hemorrhage  is 
pronoimced.  Adequate  coagulation  studies 
have  not  been  reported.  Liver  function 
tests,  including  prothrombin  estimations, 
are  deranged.  The  urine  may  contain  over 
5 Gm.  of  albumin  per  day  (normal,  less  than 
50  mg.),  and  the  blood  urea  nitrogen  is  often 
markedly  elevated. 

Specific  diagnosis  can  be  accomplished  in 
several  ways.  During  the  initial  period  of 
infection  the  virus  can  be  isolated  directly 
from  the  blood  by  inoculation  into  the  brains 
of  mice  or  into  nonimmime  Rhesus  monkeys. 
After  a suitable  incubation  period,  neutrali- 
zation studies  on  the  monkey  blood  or 
mouse  brain  suspensions  are  performed  with 
hyperimmime  serum  from  laboratory  ani- 
mals known  to  be  infected  with  yellow 
fever.  A more  elaborate  procedure  is  the 
mouse  protection  test,  in  which  a known 
quantity  of  yellow  fever  virus  suspension 
is  inoculated  into  mice  with  “unknown” 
serum  from  a patient.  If  antibodies  are 
present,  the  mouse  will  be  protected.  If 
the  serum  is  nonimmune,  the  mouse  will 
die  of  a fatal  encephalitis. 

Serologic  methods  are  accurate  and  diag- 
nostic if  a rising  antibody  titer  can  be  demon- 
strated. Antibodies  against  the  yellow  fever 
virus  are  produced  very  rapidly  and  may  be 
present  even  during  the  late  viremic  stage. 
A positive  result  of  a complement-fixation 
test  is  evidence  of  recent  infection,  since 
complement-fixing  antibodies  to  yellow  fever 
do  not  persist  longer  than  six  months  and 
are  not  elicited  by  vaccination.  The  main 
drawback  to  all  serologic  methods  for  the 
diagnosis  of  yellow  fever  is  cross  reaction 
with  other  Group  B arbor  viruses.  Pre- 
vious exposure  to  any  of  these  can  produce 
false  positive  results.  Histologic  examina- 
tion of  liver  sections  after  death  may  allow 
retrospective  diagnosis  by  revealing  typical 
mid-zonal  fatty  change. 

Treatment 

There  is  no  specific  treatment  for  yellow 
fever.  Supportive  measures,  such  as  glucose 
infusions  to  alleviate  hepatic  glycolysis, 
vitamin  K injections  to  correct  bleeding 


tendencies,  and  maintenance  of  fluid  balance 
to  avoid  complicating  renal  damage,  are 
important.  A.  aegypti  control  remains 
essential  for  community  protection,  while 
vaccination  is  the  key  to  personal  prophy- 
laxis. If  properly  administered,  either  by 
subcutaneous  inoculation  or  in  mass  pro- 
grams by  scarification,  there  are  almost  no 
failures  in  eliciting  an  antibody  response. 
The  antibody  titer  reaches  a protective  level 
within  eight  to  ten  days  and  remains  at  this 
level  for  at  least  six  years. 

Postvaccination  reactions  with  the  17-D 
strain  have  been  rare  since  concomitant 
human  serum  administration  was  discon- 
tinued in  1943,  when  it  was  foimd  to  be  a 
cause  of  serum  hepatitis.  A few  cases  ot 
nonfatal  encephalitis  have  been  reported, 
but  among  the  many  millions  of  vaccinations 
the  incidence  of  this  complication  is  negligi- 
ble. Although  the  Dakar  neurotropic  vac- 
cine has  been  used  very  widely  in  Africa 
because  it  is  inexpensive  and  easily  admin- 
istered, fatal  encephalitis  has  occurred  in 
several  such  vaccination  programs.  At  the 
present  time  it  is  recommended  that  a patient 
visiting  Africa  or  Central  or  South  Amer- 
ica undergo  vaccination  with  the  17-D  strain 
at  least  ten  days  before  expected  arrival  in 
an  area  where  yellow  fever  is  endemic.  In- 
fants under  one  year  of  age  should  be  ex- 
empted except  when  the  risk  is  extremely 
high,  since  the  incidence  of  encephalitis 
in  infants  is  significantly  greater  than  in 
adults.  The  importance  of  properly  spacing 
multiple  inoculations  was  alluded  to  in  the 
article  on  smallpox.  * 


Dengue  and  related  fevers 

The  antigenically  related  Group  B arbor 
viruses  produce  diseases  less  severe  than 
yellow  fever,  although  similar  to  it  in  many 
ways.  Inoculation  of  17-D  vaccine  into 
experimental  animals  will  ameliorate  the 
effects  of  a simultaneously  injected  dengue 
virus,  and  it  has  been  suggested  that  cross 
protection  is  also  evident  in  the  epidemi- 
ology of  this  group.  Dengue  is  endemic  in 
the  Far  East,  where  yellow  fever  does  not 
occur,  and  is  modified  or  absent  in  African 
and  American  areas  infested  with  yellow 
fever.  However,  the  immimity  induced  by 

* Cahill,  K.  M.:  Smallpox,  New  York  State  J.  Med.  63: 
2817  (Oct.  1)  1963. 
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these  Group  B viruses  is  not  lasting,  and 
reinfections  do  occur.  All  are  transmitted 
by  arthropods,  with  A.  aegypti  being  the 
most  important  tropical  vector. 

Dengue,  Uganda  S,  and  West  Nile  fevers 
are  closely  allied  clinically  and  immimologi- 
caUy.  As  in  yellow  fever,  leukopenia  is 
usually  marked,  Faget’s  sign  is  often  present, 
and  the  clinical  pattern  can  be  separated 
into  phases  of  infection,  remission,  and  in- 
creased toxemia.  They  are  short-term  (less 
than  ten  days),  acute  febrile  diseases  causing 
severe  headache,  muscle  and  joint  pains,  a 
saddle-backed  temperature  curve  with  peaks 
to  104  F.  on  the  second  or  third  day  of  the 
illness,  with  a lesser  rise  on  the  seventh 
day,  and  a transient,  rubella-like  rash. 

Murray  VaUey,  Kyasanur  Forest,  and 
Japanese  B encephalitides  are  related  Group 
B viruses  endemic  in  parts  of  the  tropics  and 
occasionally  the  cause  of  epidemics  in  tem- 
perate zones.  Eastern  and  western  equine 
encephalomyelitis  are  examples,  on  the  other 
hand,  of  Group  B viruses  endemic  in  the 
United  States  but  reported  in  fulminating 
outbreaks  in  tropical  America.  There  is 
no  specific  treatment  for  any  of  these  dis- 
eases, and  medical  assistance  is  limited 
to  supportive  measures.  However,  the 
physician  can  reassure  the  patient  during 
the  periods  of  extreme  prostration  that 


Cinefluorography  in  tumor 
evaluation 

The  value  of  cinefluorography  in  evaluating 
certain  duodenal  tumors  has  been  pointed  out 
in  the  Archives  of  Internal  Medicine  by  Maurice 
L.  Kelley,  M.D.,  Rene  Charles,  M.D.,  and  the 
late  Frank  Campeti,  M.D.,  of  the  University  of 
Rochester  Medical  Center. 

In  their  paper  the  scientists  noted  that  barium 
studies  of  the  upper  portion  of  the  gastrointes- 
tinal tract  generally  are  used  in  evaluating  duo- 


characterize dengue,  Uganda  S,  and  West 
Nile  fever  that  recovery  is  almost  always 
complete  within  ten  days. 

Several  Group  A arbor  viruses  of  the 
tropics,  including  Onyong-nyong  fever  in 
East  Africa  and  Chikvmgxmya  fever  in 
Tanganyika,  are  also  responsible  for  short- 
term febrile  illnesses,  with  insignificant 
morbidity  or  mortality.  Venezuelan  en- 
cephalitis, on  the  other  hand,  is  a fre- 
quently fatal  Group  A arbor  virus  disease. 
Among  the  ungrouped  tropical  arbor  viruses 
causing  disease  in  man,  sandfly  fever  in 
Italy  and  Egypt  and  Rift  Valley  fever  in 
Africa  produce  dengue-like  iUnesses,  while 
epidemic  hemorrhagic  fever  has  caused 
a sizable  number  of  fatalities  in  Argentina, 
as  well  as  in  many  temperate  areas. 
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denal  tumors.  Ordinarily  these  studies  are 
satisfactory;  however,  in  questionable  cases  the 
physician  may  not  have  time  to  observe  specific 
portions  of  the  gastrointestinal  tract  as  long  as 
he  wants  because  of  the  speed  with  which  the 
barium  travels  through  the  system. 

The  authors  report  that  in  such  cases  the  use 
of  x-ray  movies  enables  the  physician  to  slow 
down  or  stop  or  repeat  a section  of  film  as 
needed  to  aid  evaluation  of  the  tumor. 

The  University  of  Rochester  report  is  one  of  a 
number  of  recent  reports  which  indicate  the 
growing  range  of  applications  of  cinefluorog- 
raphy as  a diagnostic  tool. 
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Solitary  Dense 
Vertebral  Body 


Case  history 

A thirty-five-year-old  secretary  had  been 
in  good  health  until  two  months  before 
admission  when  she  developed  discomfort 


and  numbness  along  her  right  lower  rib 
cage.  Her  only  previous  medical  problems 
had  been  resolved  one  year  before  this 
episode  when  two  small  benign  tumors  had 
been  removed  from  her  scalp. 


FIGURE  1.  Roentgenograms  of  upper  lumbar  spine.  (A)  Frontal  projection.  Note  increased  density  and 
enlargement  of  first  lumbar  vertebral  body.  (B)  Lateral  projection.  Increased  density  of  the  first  lumbar 
vertebral  body  is  not  homogeneous.  There  are  coarsened  trabecular  markings,  particularly  at  margins, 
producing  “window-framing”  effect. 
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FIGURE  2.  Mammogram  of  right  breast  showing 
diffuse  benign  disease. 


Physical  examination  disclosed  normal 
findings  except  for  a poorly  defined  mass 
palpable  in  the  upper  outer  quadrant  of  her 
right  breast.  She  also  had  several  small 
palpable  lymph  nodes  in  her  right  axilla 
and  mild  right  upper  quadrant  abdominal 
tenderness. 

Roentgenographic  examination  of  her 
chest,  skull,  abdomen,  and  kidneys  revealed 
no  evidence  of  abnormality.  Roentgen 
study  of  her  lumbar  spine,  however,  showed 
increased  density  and  enlargement  of  the 


first  lumbar  vertebral  body.  A slight 
increase  in  bone  density  was  noted  in  the 
body  of  the  second  lumbar  vertebra.  The 
remainder  of  the  thoracolumbar  spine  ap- 
peared normal. 

Special  roentgenographic  study  of  the 
upper  lumbar  spine  showed  that  the  in- 
crease in  bone  density  of  the  first  lumbar 
vertebral  body  was  not  homogeneous  in 
character  but  was  most  prominent  at  the 
periphery  of  the  vertebral  body  with  coarsen- 
ing of  the  trabecular  shadows  (Fig.  1).  This 
“window-framing”  appearance  was  clearly 
evident  in  the  lateral  projection  (Fig.  1 B). 
The  first  lumbeur  vertebral  body  was  en- 
larged, particularly  in  its  coronal  diameter, 
and  the  intervertebral  disk  between  the 
first  and  second  lumbar  vertebral  bodies 
appeared  narrowed.  The  dorsal  elements 
of  the  first  and  second  vertebral  bodies 
showed  a less  promment  increase  in  bone 
density. 

Roentgen  examination  of  both  breasts 
showed  diffuse  benign  disease  without  local- 
ized roentgenographic  evidence  of  cancer  in 
either  breast  (Fig.  2). 

Radiologic  discussion 

Nathaniel  Finby,  M.D.:  Localized  scle- 
rotic change  in  the  spinal  column  poses  a 
serious  diagnostic  problem  because  of  the 
possibility  of  metastatic  or  primary  malig- 
nant disease.  Statistically,  however,  such 
localized  vertebral  sclerosis  is  as  likely  to 
be  due  to  benign  as  to  malignant  growth. 
The  error  of  assuming  metastatic  carcinoma, 
especially  when  the  patient  has  a known 
primary  malignant  lesion,  may  deprive  the 
patient  of  definitive  therapy  or  result  in 
needless  treatment  and  delay. 

The  roentgen  appearance  may  suggest 
the  proper  diagnosis,  but  in  most  instances 
the  problem  can  be  definitively  resolved 
only  by  biopsy  and  histologic  study.  In 
most  instances  the  benign  cause  of  a dense 
vertebral  body  is  focal  Paget’s  disease. 
This  diagnosis  was  considered  in  our  pa- 
tient because  of  the  enlargement  of  the  verte- 
bral body,  “window  framing,”  and  the 
coarsening  of  the  trabecular  markings.  If 
other  areas  of  Paget’s  disease  had  been 
identified  in  this  patient,  the  diagnosis 
could  have  been  made  with  more  certainty. 
Hemangioma  of  a vertebra  may  present  a 
very  similar  appearance.  Osteopetrosis, 
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fluoride  toxicity,  chronic  renal  disease, 
and  myelofibrosis  do  not  usually  show  local- 
ized sclerotic  change. 

Osteoblastic  metastases  will  often  re- 
semble focal  lesions.  They  may  be  homo- 
geneous but  often  show  areas  of  associated 
bone  destruction.  Although  osteoblastic 
metastases  are  commonly  seen  when  the 
primary  site  is  in  the  breast  or  prostate, 
similar  changes  from  cancer  can  be  seen  in 
the  intestinal  tract  and  other  organs.  Lym- 
phoma may  also  first  show  signs  of  a 
localized  vertebral  density. 

Hematologic  disorders,  especially  sickle 
cell  anemia  and  mastocytosis  associated  with 
urticaria  pigmentosa,  usually  show  signs  of 
disseminated  sclerotic  change  when  such 
changes  are  seen  in  the  spine. 

Frederick  R.  Thompson,  M.D.:  This 
patient  presented  a problem  of  differential 
diagnosis.  The  possibility  of  metastatic 
malignancy  of  the  spine  from  breast  cancer 
was  considered.  This  was  not  supported 
by  mammographic  study  (Fig.  2)  and  the 
breast  biopsy  which  was  reported  as  chronic 
cystic  mastitis. 

A needle  biopsy  of  the  vertebra  was 
attempted  but  was  not  satisfactory.  A 
proper  biopsy  of  the  vertebral  body  was 
accomplished  by  open  exploration,  per- 
mitting instrumental  biopsy  of  the  vertebral 
body  by  traversing  the  pedicle  of  the 
vertebra. 

Pathologic  discussion 

Charles  Begg,  M.D.;  The  bone  frag- 
ments from  all  sites  have  the  same  histo- 
logic appearance.  The  trabeculae  are  in- 
creased in  number  and  size  and  are  ir- 
regularly shaped.  Between  the  trabeculae 
there  is  vascular  cellular  fibrous  tissue,  and 
on  their  surfaces  are  many  osteoclasts  and 
rows  of  osteoblasts  (Fig.  3).  This  material 
is  an  excellent  example  of  osteitis  defor- 
mans (Paget’s  disease).  Both  the  destruc- 
tive and  productive  aspects  of  the  disease 
are  seen  with  the  latter  predominating. 

Paget’s  disease  is  an  interesting  skeletal 
abnormality  of  unknown  etiology  affecting 
males  more  than  females  and  usually  not 
noted  under  the  age  of  forty-five.  Its  occur- 
rence in  a thirty-five-year-old  woman  is  unus- 
ual especially  since  the  localized  area  in  the 
spine  was  the  only  discovered  site  of  in- 
volvement. We  must  remember  that  the 
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FIGURE  3.  Histologic  appearance.  (A)  Widened, 
irregular  bony  spicules  are  separated  by  cellular 
fibrous  tissue.  Osteoclasts  and  osteoblasts  are 
seen.  (B)  Row  of  osteoblasts  deposits  new  matrix 
on  one  surface  of  this  spicule  while  resorption  is 
occurring  on  other  surfaces.  (C)  Mosaic  pattern  is 
produced  by  prominentirregularcement  lines. 

discovery  of  the  process  in  this  patient  may 
have  been  purely  coincidental.  The  disease 
undoubtedly  exists  for  a long  time  before 
it  makes  itself  manifest  by  actual  symptoms, 
and  had  it  not  been  that  x-ray  films  were 
taken  for  an  unrelated  disorder,  it  is  pos- 
sible that  her  disease  would  not  have  been 
discovered  until  many  years  later. 

There  are  three  phases  of  change  as  seen 
roentgenographically,  varying  from  the  early 
radiolucent,  through  the  later  mixed,  and  the 
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still  later  sclerotic  forms.  ® These  roentgeno- 
graphic  changes  are  well  correlated  with 
the  excellent  pathologic  description  given  by 
Jafife^  in  his  review  article  in  1933. 

In  the  spine,  the  mixed  or  sclerotic  phase 
is  the  usual  manifestation  by  roentgen 
examination,  as  it  was  in  this  case.  The 
enlargement  of  osseous  structure  is  probably 
related  to  the  productive  phase. 

One  can  only  speculate  as  to  the  prognosis 
in  this  case.  There  have  been  some  cases 
of  localized  Paget’s  disease  which  have 


“Dishpan  hands”  test 

Washing  products,  including  both  soap  and 
synthetic  detergents,  as  used  by  the  average 
housewife  may  not  be  a primary  cause  of 
“dishpan  hands,”  a study  reported  in  the 
August  A.M.A.  Archives  of  Dermatology  indi- 
cates. 

To  determine  whether  or  not  the  products 
had  any  adverse  effects,  the  researchers  studied 
89  men  and  women  volunteers  who  entered  a 
hospital  and  for  an  hour  a day,  five  days  a week 
for  two  weeks,  immersed  one  hand  in  a solution 
of  a washing  product  and  the  other  in  tap 
water. 

The  experimental  conditions  were  somewhat 
more  severe  than  the  exposure  of  the  average 
housewife  on  the  basis  of  a survey  of  267 
Cincinnati  women.  Results  of  that  survey 
were  published  in  the  same  journal. 

Sixty-six  of  the  volunteers  had  skin  rashes 
affecting  the  hands.  Most  of  them  were 
women  with  so-caUed  “housewives  dermatitis.” 


remained  stationery,  whereas  others  have 
progressed  to  the  deforming  process.  It  is 
not  possible  to  predict  the  course  of  an 
individual  case. 
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After  the  two  weeks  there  was  an  improvement 
in  the  skin  condition  of  both  hands  in  most  of 
the  patients  with  dermatoses,  and  there  was 
little  change  in  either  hand  in  most  of  the  sub- 
jects with  normal  skin.  The  pattern  of  change 
for  better  or  worse  in  an  individual  was  similar 
in  both  hands.  The  researchers  concluded 
that  soap  or  detergent  immersion  alone  in 
household  usage  may  not  be  a significant  pri- 
mary provoking  stimulus  or  aggravating  factor 
in  eczematous  problems  found  in  housewives 
or  in  other  skin  diseases  affecting  the  hands. 

Other  investigations  have  implicated  a 
variety  of  factors  in  the  development  of  house- 
wives dermatitis.  The  problem  frequently 
begins  with  the  onset  of  cold  weather  when 
humidity  is  low.  Chapping  is  commonly 
observed  under  these  conditions,  and  studies 
show  that  chapped  skin  is  more  easily  irritated. 

Other  contributing  factors  which  appear  to 
be  significant  include  pre-existing  skin  prob- 
lems, other  chemical  agents  encountered  in 
housework,  minor  injuries,  bacterial  or  fungal 
infections,  and  emotional  factors. 
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Lead  Poisoning 

/ 


I HE  FOLLOWING  INCIDENTS  were  reported 
recently  to  the  New  York  City  Poison 


Control  Center. 

Incident  1 

Type  of  Poison  Age 

Sex 

Lead  2V2  Years 

Male 

4 Years 

Male 

These  2 cases  were  reported  by  the  poison 
control  officer  of  The  New  York  Hospital. 

Two  siblings  were  referred  for  blood  lead 
level  determinations  because  of  a history  of 
plaster  ingestion  of  at  least  six  months 
duration.  The  blasting  of  construction  for 
a new  building  in  back  of  their  building 
loosened  pieces  of  plaster  from  the  wall,  and 
the  children  ate  them  before  their  parents 
realized  what  was  happening. 

The  initial  lead  blood  level  of  the  younger 
child  was  0.09  mg.  per  100  ml.  On  admis- 
sion to  the  hospital  he  was  also  found  to  be 
lethargic  and  constipated  and  had  a hemo- 
globin level  of  7.3  Gm.  per  100  ml.  The 
urine  coproporphyrin  was  initially  280 
gamma  every  twenty-four  hours.  The 
abdominal  x-ray  films  showed  negative 
findings;  however,  the  long  bones  showed 
marked  lead  lines. 

He  was  admitted  to  the  inservice  depart- 
ment and  treated  with  calcium  versenate 
75  mg.  per  kilogram  per  day  in  two  doses  for 
five  days.  He  was  also  given  iron  for  two 
weeks.  After  ten  days  of  hospitalization 
the  child  was  discharged,  and  his  blood 
lead  level  at  this  time  was  reduced  to  0.05 
mg.  per  100  ml.  The  family  was  advised 


that  he  continue  with  the  iron  therapy  and 
report  back  to  the  hospital  for  foUow-up 
and  blood  lead  studies. 

A month  following  discharge  the  patient 
was  seen  in  the  outpatient  department,  and 
his  blood  lead  level  at  that  time  again  rose 
to  0.07  mg.  per  100  ml.  The  patient  was 
readmitted  to  the  hospital  and  again 
treated  with  calcium  versenate  75  mg.  per 
kilogram  per  day  for  five  days,  and  because 
his  hemoglobin  was  less  than  7 Gm.  per  100 
ml.  he  was  also  given  2 cc.  of  iron-dextran 
(Imferon)  twice  daily.  After  nine  days  of 
rehospitalization,  the  patient  was  discharged. 
The  family  moved  to  a new  apartment,  and 
when  the  patient  was  seen  two  weeks  follow- 
ing discharge  the  mother  related  that  the 
child  no  longer  was  suffering  from  pica. 
The  hospital  will  follow  these  children  and 
do  further  blood  lead  level  determinations. 

The  four -year-old  patient  also  gave  a 
history  of  pica  and  was  referred  from  the 
child  health  station  with  his  brother  to  the 
hospital.  His  initial  blood  lead  level  on 
admission  was  0.09  mg.  per  100  ml.,  and  his 
hemoglobin  was  9.5  Gm.  per  100  ml.  The 
flat  abdominal  plate  and  long  bones  showed 
negative  findings  on  x-ray  examination. 
After  treatment  with  calcium  versenate  his 
blood  lead  level  was  also  reduced  to  0.05 
mg.  per  100  ml.  While  in  the  hospital,  the 
patient  developed  otitis  media  with  central 
nervous  system  signs.  He,  too,  was  dis- 
charged after  an  initial  course  of  therapy 
and  nine  days  of  hospitalization  and  was 
requested  to  report  to  the  outpatient 
department  for  follow-up  and  further  blood 
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lead  level  studies.  The  first  lead  blood 
determination  following  discharge  was  0.04 
mg.  per  100  ml.,  and  he  appeared  entirely 
asymptomatic.  Another  blood  lead  level 
drawn  a month  thereafter  was  still  normal, 
and  the  mother  related  that  the  child  was 
entirely  asymptomatic  and  that  he  no 
longer  “ate  lead.” 

It  is  very  gratifying  to  relate  that  these 
two  children,  although  entirely  symptom- 
free,  were  identified  as  possible  cases  of  lead 
poisoning  during  a routine  visit  to  the  child 
health  station  because  of  a history  of  pica. 
A history  is  elicited  from  every  patient  under 
supervision.  Such  a query  should  be  made  a 
part  of  the  routine  history  on  any  child 
vmder  six  years  of  age. 

Although  premises  in  which  a case  of 
lead  poisoning  has  occurred  are  visited  by 
a public  health  sanitarian,  and  an  inspection 
is  made  for  indicated  physical  repairs  of 
the  environment,  a total  elimination  of  the 
lead  hazard  in  old  buildings  is  still  quite 
difficult.  It  would  appear  that  in  any  case 
of  authenticated  lead  poisoning  priority  for 
transfer  be  given  to  those  persons  in  slum 
areas.  Social  case  workers  at  the  hospital 
as  well  as  medical  personnel  frequently  call 
the  Poison  Control  Center  because  of  their 
concern  in  returning  lead  poisoning  victims 
to  their  original  hazardous  environment. 
One  of  the  potent  reasons  for  the  stimulation 
of  slum  clearance  is  the  lead  poisoning 
problem  in  slum  areas. 

Incident  2 

Type  of  Poison  Age  Sex 

Lead  2 'A  Years  Male 

This  child  was  suspected  of  having  lead 
poisoning  because  another  sibling  in  the 
family  reportedly  had  suffered  from  lead 
poisoning  which  was  not  confirmed  (blood 
level  was  0.03  mg.  per  100  ml.).  The  patient 
was  under  the  care  of  the  Pediatric  Clinic  at 
St.  Luke’s  Hospital.  The  blood  level  de- 
termination was  0.08  mg.  per  100  ml.  The 
x-ray  films  showed  increased  densities  in 
the  metaphysis.  He  was  pale  and  anemic. 
The  hemoglobin  was  8.5  Gm.  per  100  ml. 
The  patient  was  treated  with  calcium 
versenate  500  mg.  twice  daily  for  four  days. 
After  eleven  days  of  hospitalization  the 
child  was  discharged  as  improved.  The 
public  health  nurse  who  visited  the  home 
related  that  the  family  did  not  know  the 


child  chewed  on  painted  plaster.  They  said 
they  never  actually  saw  him  doing  it,  but 
the  older  sibling  reported  that  the  child  ate 
painted  plaster. 

Incident  3 

Type  of  Poison  Age  Sex 

Lead  2 Years  Male 

4V2  Years  Female 

The  public  health  nurse,  on  visiting  the 
home  following  the  death  of  the  younger 
child,  stated  that  according  to  the  parents 
the  child  was  well  imtil  the  day  of  admission 
when  he  suddenly  developed  convulsive 
seizures  and  went  into  a coma.  The  child 
was  rushed  to  the  hospital  where  he  was 
admitted  for  treatment.  The  parents  also 
related  that  they  observed  the  child  eating 
plaster  and  paint  on  several  occasions,  but 
they  did  not  realize  that  this  practice  was 
harmful. 

On  admission  to  the  hospital  the  patient 
was  comatose  and  convulsing,  and  the 
diagnosis  of  lead  encephalopathy  was  made. 
In  spite  of  therapy,  the  patient  expired 
four  days  following  hospitalization. 

Another  sibling,  aged  four  and  one-half 
years,  was  referred  by  the  nurse  for  a blood 
lead  level  determination  because  of  a history 
of  pica  and  frequent  vomiting.  The  patient’s 
blood  lead  level  was  0.04  mg.  per  100  ml., 
which  is  low,  and  hence  not  classified  as  an 
authentic  case  of  lead  poisoning.  The  blood 
lead  level  will  be  repeated,  and  the  child  will 
be  observed  periodically. 

Incident  4 

Type  of  Poison  Age  Sex 

Lead  3 Years  Female 

This  child  was  seen  in  the  child  health 
station  for  well-child  supervision  and  as  in 
the  previous  cases,  the  physician  in  charge 
elicited  a positive  history  of  pica  of  one 
year’s  duration.  The  child  had  eaten  plaster 
and  paint  from  the  walls  and  also  chewed  on 
other  painted  surfaces.  In  accordance  with 
routine  instructions  this  child  was  referred 
for  a blood  lead  level  determination.  The 
child  was  referred  to  St.  Luke’s  Hospital  for 
further  observation  and  indicated  treatment. 

On  admission  to  the  hospital  the  only 
symptoms  noticed  were  abdominal  pains  and 
vomiting.  The  blood  lead  level  was  0.08 
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mg.  per  100  ml.,  determined  at  the  Depart- 
ment of  Health  Laboratories  as  is  done  in 
all  cases,  and  a positive  diagnosis  of  lead 
poisoning  was  made.  The  child  was  treated 
with  calcium  versenate  and  after  six  days  of 
hospitalization  was  discharged  and  has 
since  been  followed  in  the  outpatient 
department.  He  is  still  symptom-free  at 
the  time  of  this  writing. 

Incident  5 

Type  of  Poison  Age  Sex 

Lead  3 Years  Female 

Another  child  who  was  presumably  asymp- 
tomatic was  identified  as  having  lead 
poisoning  during  a routine  visit  (Well 
Child  Conference)  in  one  of  the  Department 
of  Health’s  child  health  stations.  The 
physician  in  this  station  was  able  to  elicit 
a history  from  the  mother  that  the  child 
had  been  observed  eating  plaster,  dirt,  and 
matches. 

The  child  was  immediately  referred  to  a 
Department  of  Health  clinic  for  drawing  the 
blood  and  for  blood  lead  determination  which 
was  reported  to  be  0.15  mg.  per  100  ml.,  a 
very  high  level. 

This  high  blood  level  was  immediately 
reported  by  telephone  to  the  child  health 
station.  The  mother  was  called  in  to  see  the 
nurse  who  referred  the  patient  to  the  Bronx 
Hospital  Pediatric  Clinic  for  indicated 
treatment. 

On  admission  to  the  hospital  the  child  was 
symptom-free,  but  the  hemoglobin  was  8 
Gm.  per  100  ml.  The  patient  was  treated 
with  calcium  versenate  as  well  as  iron,  and 
after  thirteen  days  of  hospitalization  she 
was  discharged  as  improved  with  instructions 
to  report  back  to  the  outpatient  department 
for  further  follow-up.  This  family  has 
appealed  for  housing  in  a new  housing 
development,  and  the  Department  of  Health 
recommended  that  they  be  given  top 
priority. 

When  the  nurse  visited  the  home  the 
mother  related  that  the  child  no  longer  ate 
plaster.  Since  the  apartment  was  repaired. 


the  patient  appeared  well  and  very  active  at 
the  time  of  the  nurse’s  visit. 

It  is  interesting  to  note  that  all  three 
children  in  the  family  were  born  prematurely 
and  that  the  four -year -old  boy  also  had 
nephrosis.  All  the  siblings  were  also  referred 
for  lead  blood  level  determination. 

Incident  6 

Type  of  Poison  Age  Sex 

Lead  2 Years  Female 

Another  case-finding  device  to  uncover 
asymptomatic  cases  is  routine  testing  of  all 
children  under  six  years  of  age  in  a building 
where  a positive  case  of  lead  poisoning  has 
been  found.  Since  this  patient  lived  in  the 
same  house  as  the  previous  one,  a routine 
urine  coproporphyrin  test  was  done,  and 
the  results  proved  negative.  This  child  was 
sent  to  the  child  health  station  for  a blood 
lead  level  determination  which  was  reported 
as  0.08  mg.  per.  100  ml.  The  patient  was 
referred  immediately  to  the  Pediatric  Clinic 
at  Bronx  Hospital  for  observation  and 
treatment. 

On  admission  to  the  hospital  the  child  was 
symptom-free,  but  her  hemoglobin  was  8 
Gm.  per  100  ml.  She  was  treated  with  two 
courses  of  calcium  versenate  and  after 
twelve  days  of  hospitalization  was  dis- 
charged with  a blood  lead  level  of  0.03  mg. 
per  100  ml.  The  hemoglobin  rose  to  9 Gm. 
per  100  ml.  The  patient  has  been  followed 
periodically  in  the  pediatric  clinic  following 
discharge.  The  public  health  nurse  visited 
the  home  and  elicited  a history  that  the  child 
did  eat  plaster  when  going  to  bed. 

The  diagnosis  of  asymptomatic  lead 
poisoning  is  difficult  and  hence  often  not 
made.  Such  cases,  however,  can  be  identi- 
fied if  the  physician’s  index  of  suspicion 
about  lead  poisoning  is  high. 

At  the  time  of  this  writing  (July  12,  1963) 
119  cases  of  lead  poisoning  have  been 
reported  to  this  Center  this  year,  of  which  2 
terminated  fatally,  as  compared  with  89 
cases  and  2 deaths  in  the  same  period  last 
year. 
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X he  extent  of  disaster  preparedness 
achieved  at  any  hospital  depends  on  many 
variables.  To  clarify  our  thinking  perhaps 
we  should  consider  some  of  these  factors. 

Obviously,  size  of  hospital  and  medical 
staff,  layout,  and  physical  plant  wiU  greatly 
influence  the  preparedness  potential  of  any 
institution.  The  50-bed  rural  hospital  does 
not  have  the  resources  of  the  200- bed  hospi- 
tal. Similarly,  the  medium-sized  institution 
does  not  have  the  capability  of  the  500- 
or  1,000-bed  teaching  center  hospital. 

When  thinking  of  the  nation’s  health  care 
resources,  it  is  difficult  to  realize  that  over 
three  fifths  of  the  hospitals  in  the  United 
States  have  fewer  than  100  beds.^  Those 
of  us  who  live  in  large  population  centers 
cannot  imagine  how  many  tiny  hospitals 
there  are  or  that  in  small  towns  some  200- 
to  300-bed  institutions  have  to  operate  with 
few  doctors.  In  these  hospitals  it  is  not  un- 
common to  have  only  spotty  representation 
in  the  various  medical  specialties  with  an 
almost  complete  absence  of  the  sub- 
specialties. I know  of  one  250-bed  program 
carried  on  in  a multimiUion  dollar  plant 

Presented  at  the  Thirteenth  County  Medical  Societies 
Conference  on  Disaster  Medical  Care,  Chicago,  Illinois, 
November  3 and  4,  1962. 


where  the  active  medical  staff  totals  only  19 
physicians.  Adequate  off-hour  coverage 
there  without  a house  staff  is  a major  prob- 
lem. Most  urban  administrators  would 
think  that  with  so  few  staff  physicians  avail- 
able, any  hospital,  however  weU  equipped, 
would  be  operating  under  the  most  austere 
circumstances. 

Fortimately,  the  individual  rural  hospi- 
tals, which  are  generally  the  least  prepared 
to  receive  mass  casualties  because  of  size 
limitations,  are  at  low  risk.  Where  the 
population  is  sparse,  with  few  exceptions, 
large  numbers  of  people  do  not  congregate. 
Therefore,  the  chance  that  a major  catas- 
trophe* will  occur  within  such  a setting  is 
minimal.  Actually,  the  total  risk  of  the 
nation  to  natural  disasters  as  reflected  in  a 
twenty -year  survey  of  catastrophic  accidents 
was  not  surprisingly  high.^  This  source  re- 
vealed that  during  the  period  of  1941  to  1960 
there  were  23  major  catastrophes  in  the 
United  States  taking  a toll  of  4,300  lives. 
Somewhat  over  two  fifths  of  these  fatalities 
were  caused  by  fire  and  explosions,  while  an 
equal  proportion  resulted  from  natural 
disasters,  such  as  tornadoes,  hurricanes,  and 
floods. 

Spectacular  disasters,  according  to  the 
Metropolitan  Life  Insurance  Company  com- 
pilations, are  relatively  few.  They  range  in 
magnitude  from  the  1947  Texas  City  fire  and 
explosion  which  took  561  lives  down  to  the 
Hartford,  Connecticut  circus  fire  of  1944 
when  168  lives  were  lost.  From  1941  to  1960 
disasters  (where  100  or  more  die)  accounted 
for  less  than  1 per  cent  of  the  2,500  accidents 
killing  5 or  more  persons.  Actually,  most 
catastrophic  deaths  occur  in  accidents  taking 
from  5 to  9 lives. 

* Catastrophe  as  used  here  is  an  accident  in  which  5 or 
more  people  are  killed.  Major  catastrophe  or  disaster  is  an 
accident  taking  100  or  more  lives. 
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Fires  and  explosions  were  responsible  for 
about  7,600  out  of  about  27,000  catastrophic 
deaths  in  the  United  States  during  the 
twenty-year  period.  Motor  vehicle  acci- 
dents ranked  second  with  slightly  more  than 
6,000  victims,  with  natural  catastrophes 
killing  nearly  5,000  persons.  All  other  types 
of  catastrophes  combined  accounted  for  less 
than  a third  of  the  fatalities. 

One  of  the  barriers  to  effective  disaster 
planning  in  hospitals  is  the  relative  infre- 
quency with  which  individual  institutions 
are  confronted  with  mass  casualties.  With 
about  5,500  short-term  general  hospitals  in 
the  United  States  and  approximately  1,350 
catastrophes  occurring  per  year,  the  chances 
are  less  than  one  in  four  that  any  given  hospi- 
tal will  be  involved  within  a year.  Too  often 
this  situation  may  lead  to  an  “It  can’t  hap- 
pen here”  attitude.  If  this  attitude  is  ac- 
cepted by  the  administration  and  the  medi- 
cal staff,  priorities  will  be  given  to  almost  any 
other  kind  of  programming. 

Administrators  and  medical  staff  mem- 
bers who  are  interested  in  hospital  disaster 
preparedness  can  be  greatly  encouraged  by 
the  publication  in  December,  1961,  of  Bul- 
letin 28  of  the  J.C.A.H.  (Joint  Commission 
on  Accreditation  of  Hospitals).  According 
to  that  Bulletin,  30  per  cent  of  the  hospitals 
as  of  that  date  had  not  yet  carried  out  earlier 
J.C.A.H.  recommendations  with  reference  to 
mass  casualty  plans.  All  were  instructed  to 
do  so  immediately.  The  effect  of  this  an- 
nouncement will  probably  be  very  significant 
nationally  if  the  situation  in  Pittsburgh  is 
representative  of  what  is  happening  else- 
where. In  1962  several  of  our  local  hospi- 
tals, which  were  previously  not  interested, 
participated  for  the  first  time  in  Operation 
Prep  Pitt  (Pittsburgh’s  annual  hospital, 
medical,  and  civil  defense  disaster  re- 
hearsal). It  is  reasonable  to  assume  that 
this  activity  can  be  attributed  largely  to  the 
impetus  furnished  by  the  J.C.A.H.  in  their 
recent  re-emphasis  on  mass  casualty  plan- 
ning. 

Developing  disaster  plan 

How  does  a hospital  go  about  developing  a 
sound  disaster  plan?  There  must  be  a re- 
ceptive climate.  If  it  does  not  exist,  it  will 
have  to  be  established.  Next,  good  leader- 
ship must  be  available.  The  greater  the 
apathy,  the  more  vigorous  the  leadership 


requirement.  For  an  effective  plan,  the 
administrative,  medical,  and  nursing  staffs 
must  work  together.  Responsibilities  must 
be  clearly  designated  and  clearly  understood. 
A good  plan  should  be  simple,  yet  sufficiently 
inclusive  and  flexible.  Experts  agree  that 
hospital  disaster  plans  have  to  be  broad  and 
comprehensive  enough  to  cover  all  foresee- 
able disasters  likely  to  occur  within  a com- 
munity.’ The  disaster  potential  must  be  de- 
fined and  the  plan  developed  accordingly. 
Each  hospital  must  know  its  own  limits  and 
capabilities  in  terms  of  numbers  and  kinds  of 
casualties  it  can  care  for  adequately. 

Essential  elements  of  a workable  plan  will 
include  the  following: 

1.  Selection  of  a physician  as  disaster 
control  officer  who  will  make  all  professional 
decisions. 

2.  Establishment  of  a fan-out  system  to 
call  in  key  personnel.  This  includes  both  a 
medical  and  an  administrative  and  nursing 
fan-out. 

3.  Provision  for  communications  inside 
and  outside  of  the  hospital. 

4.  An  information  center  to  which  aU 
information  is  sent  immediately. 

5.  Designation  of  adequate  reception, 
triage,  and  treatment  areas. 

6.  Arrangements  for  expansion  by  in- 
ternal evacuation  (within  the  hospital)  and 
external  evacuation  (patients  can  be  dis- 
charged). 

7.  An  efficient  system  of  record-keeping. 

8.  Arrangements  for  utilities  with  alter- 
nate sources  of  power  and  water  previously 
planned. 

9.  Coordination  with  community  agen- 
cies, such  as  civil  defense,  police,  fire  depart- 
ment, and  so  forth. 

A philosophy  of  patient  management  ar- 
rived at  by  the  medical  staff  is  vital  to  the 
success  of  any  plan.  All  of  the  doctors 
should  understand  the  differences  between 
their  normal  procedures  and  the  reception 
and  handling  of  large  numbers  of  severely 
injured  people  under  austere  conditions. 

The  staff  should  be  well  acquainted  with 
the  flow  of  patients  through  the  hospital  and 
should  know  what  kinds  of  casualties  are  to 
go  where.  Key  personnel  should  familiarize 
themselves  with  the  locations  and  contem- 
plated utilization  of  the  reception  and  triage 
center,  shock  ward,  ambulatory  treatment 
center,  delayed  treatment  ward,  expectant 
treatment  ward,  operating  rooms,  recovery 
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room,  temporary  morgue,  laboratory  and 
blood  bank,  x-ray  department,  nursing,  and 
other  departments  within  the  disaster  frame- 
work. 

Once  the  plan  is  developed,  those  con- 
cerned in  its  operation  have  to  learn  how  it  is 
to  work  under  actual  conditions.  In  the 
establishment  of  a training  program,  one 
should  remember  that  practice  makes  per- 
fect. Not  only  should  annual  rehearsals  be 
held,  but  there  should  be  practice  alerts  in 
between  the  general  driUs.  Telephone  alerts 
for  medical  and  nursing  staffs,  communica- 
tions checks  and  problems,  switchboard  jam- 
ming, and  evacuation  drills  can  be  scheduled. 

Personnel  mobilization  and  training 

Mobilization  effectiveness  can  be  tested 
easily  by  means  of  a telephone  alert.  The 
disaster  control  officer  sets  off  a telephone 
fan-out  that  wiU  result  in  a call  to  every 
medical  staff  member.  On  being  notified 
that  an  alert  is  on,  each  doctor  simply  has 
to  call  back  to  the  hospital  where  a volun- 
teer will  hear  something  like:  “This  is  Dr. 
Black.  I’m  at  home,  but  I can  get  to  the 
hospital  in  twelve  minutes.’’  The  time  of 
the  alert  having  been  noted  at  the  beginning 
of  the  fan-out,  it  is  then  easy  to  determine 
how  many  doctors  could  be  at  the  hospital 
within  a designated  period  of  time.  This 
kind  of  practice  meets  no  resistance  from  the 
staff  because  it  is  not  necessary  to  have  the 
doctors  go  to  the  hospital.  They  aU  know 
their  driving  time  to  the  hospital,  and  from 
this  knowledge  they  inform  the  clerks  on 
duty  as  to  how  soon  they  could  be  available 
in  a real  emergency  situation. 

We  often  try  a simple  technic  in  the  Pitts- 
burgh area  hospitals  for  testing  the  ef- 
ficiency of  hospital  switchboards  in  handling 
large  numbers  of  telephone  inquiries  within 
a short  period  of  time.  We  presuppose  a 
disaster  situation.  Then  by  using  as  many 
as  a dozen  volimteers,  each  furnished  with 
ten  or  more  questions  about  alleged  disaster 
victims,  doctors,  personnel,  and  others, 
scores  of  calls  can  flood  a designated  hospi- 
tal. The  predetermined  time  period  is 
usually  not  longer  than  fifteen  minutes. 
These  tests  can  be  scheduled  with  precise 
time  information  previously  available  to  the 
receiving  switchboard  or  a surprise  can  be 
arranged  to  add  greater  realism  to  the  situa- 
tion. 


Another  valuable  training  experience  can 
be  set  up  easily  by  having  evacuation  drills  in 
various  sections  of  the  hospital.  At  one  in- 
stitution the  disaster  control  officer  and  the 
administrator  will  walk  up  to  a head  nurse  on 
any  shift  and  announce  a trial  alert.  This 
means  that  the  evacuation  procedure  for  the 
patient  area  being  tested  is  then  to  be  car- 
ried to  its  normal  completion.  The  head 
nurse  quickly  briefs  the  evacuation  officer, 
who  under  these  simulated  conditions  may 
be  the  disaster  control  officer,  on  the  status 
of  each  patient.  Prompt  decisions  are  then 
made  as  to  whether  a patient  is  to  be  dis- 
charged from  the  hospital,  transferred  within 
the  hospital,  or  left  where  he  is.  The  unit  is 
judged  on  its  speed  and  efficiency  in  re- 
locating aU  possible  patients  to  make  room 
for  incoming  “casualties.” 

Good  management  of  mass  casualties 
must  begin  at  the  site  of  the  accident.  Be- 
cause of  this,  more  mass  casualty  plans  are 
providing  for  first-aid  teams  to  be  sent  to 
the  scene  from  the  hospital.  The  Bellevue 
Hospital  Center  in  New  York  City  has  an 
elaborate  arrangement  in  the  implementa- 
tion of  the  “Disaster  112  Unit,”^  which  is  a 
truck  carrying  sufficient  personnel,  equip- 
ment, and  supplies  to  set  up  a small  field 
hospital.  The  disaster  plans  of  the  two 
Allegheny  County  airports  include  first-aid 
teams  directed  to  the  crash  area  from  co- 
operating hospitals.  These  radio-dispatched 
doctor-nurse  teams  can  appraise  the  situa- 
tion, provide  first  aid,  and  decide  on  am- 
bulance priorities  and  assignments  to  each 
hospital. 

Ambulance  drivers,  volunteer  firemen, 
and  police  patrol  officers  are  often  the  first 
to  arrive  at  the  scene  of  an  accident.  There- 
fore, they  ought  to  be  able  to  manage  the 
sick  and  injured  prior  to  the  arrival  of  a 
physician.  To  upgrade  the  somewhat  ques- 
tionable standards  of  emergency  medical 
management  carried  out  by  these  lay  people, 
an  interesting  course  of  instruction  was 
started  in  Pittsburgh  following  a lead  taken 
by  Flint,  Michigan,  and  a few  other  cities 
earlier.  Under  the  joint  sponsorship  of  the 
Pennsylvania  Health  Department,  the  Al- 
legheny Coimty  Medical  Society,  and  eight 
strategically  located  hospitals,  a fifty-hour 
curriculum  was  given  to  hundreds  of  local 
ambulance  drivers  and  police.  Physicians 
of  the  participating  hospitals  played  a 
prominent  teaching  role  in  each  course,  ac- 
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cepting  responsibility  for  fifteen  hours  of  in- 
struction beyond  the  advanced  first-aid 
level.  The  program  is  being  repeated  this 
year  with  new  groups  of  students. 

Summary  and  recommendations 

We  have  considered  certain  aspects  of  ad- 
ministration and  training  under  the  general 
heading  of  natural  disasters  and  community 
hospitals.  We  have  examined  the  magnitude 
of  the  problem  and  nature  of  the  risk  to  which 
individual  commimities  and  their  hospitals 
are  exposed.  Essential  elements  of  a good 
disaster  plan  were  mentioned,  and  several 
examples  of  approaches  to  training  in  some 
hospitals  were  given. 

We  have  observed  that  the  status  of  disas- 
ter preparedness  in  our  hospitals  is  variable. 
It  ranges  from  a situation  in  which,  at  some 
hospitals  no  planning  has  been  done  at  all, 
to  those  institutions  where  careful  initial 
planning  has  been  followed  by  repeated  re- 
hearsals resulting  in  revisions  and  constant 
improvements. 

I would  hke  to  offer  some  recommenda- 
tions that  might  prove  to  be  helpful  to  some 
hospitals  and  to  those  in  the  health  profes- 
sions who  are  interested  in  disaster  prepared- 
ness. 

1.  We  should  have  more  research  in  the 
field  of  disaster  planning.  We  need  to  know 
more  about  communications  inside  and  out- 
side the  hospital,  coordination  with  com- 
mimity  agencies,  the  role  of  the  first-aid 
team  at  the  scene,  and  coordination  of  efforts 
among  hospitals. 

2.  More  emphasis  should  be  placed  on 
disaster  planning  in  the  curricula  of  the 
graduate  programs  in  hospital  administra- 
tion. 

3.  Hospital  councils  and  county  medical 
societies  jointly  should  provide  consulting 
services  to  hospital  disaster  committees 
where  they  are  needed.  Where  there  is  no 
council  or  hospital  association,  the  county 


society  should  undertake  this  service. 

4.  More  hospital  disaster  radio  networks 
should  be  established.  The  equipment  for 
such  networks  can  be  used  on  a daily  basis  in 
the  handling  of  routine  emergencies  pro- 
viding that  the  network  is  tied  into  the  com- 
munication system  of  the  local  police  and  fire 
departments. 

5.  More  training  should  be  made  avail- 
able to  police  patrol  officers,  volunteer  fire- 
men, and  ambulance  drivers  who  frequently 
are  called  on  to  manage  patients  at  the  scene 
of  an  accident  and  while  enroute  to  the 
hospital. 

6.  Hospitals  and  medical  staffs  with  the 
most  experience  in  actual  disasters  should  be 
encouraged  to  share  their  experiences  with 
other  hospitals  and  interested  groups.  Per- 
haps some  grant  money  could  be  made  avail- 
able to  the  American  Medical  Association 
and  or  the  American  Hospital  Association  to 
produce  a training  film  incorporating  the 
know-how  of  selected  hospitals  and  the  best 
information  accessible  today  about  disaster 
planning. 

Emergency  situations  occur  suddenly  and 
unexpectedly.  They  can  be  as  large  as  the 
food  poisoning  disaster  in  Morocco  (10,000 
people  victimized  by  the  ingestion  of 
adulterated  cooking  oil)  or  nothing  more 
than  a threatening  storm  cloud  which 
abruptly  changes  course  and  disappears. 

Every  hospital  has  a moral  responsibility 
to  stand  ready  to  serve  to  the  extent  of  its 
capabihty  whenever  called  on  to  do  so.  It  is 
your  duty  to  be  certain  that  when  that  time 
arrives,  your  hospital  wiU  be  ready. 
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Abstracts 


Silverstein,  A.:  Cerebrovascular  accidents  as 
the  initial  major  manifestation  of  lupus  ery- 
thematosus, New  York  State  J.  Med.  63:  2942 
(Oct.  15)  1963. 

Five  cases  are  reported  of  acute  cerebro- 
vascular accident  later  shown  to  be  related  to 
SLE  (systemic  lupus  erythematosus),  although 
the  nature  of  the  cerebrovascular  accident  was 
not  completely  understood  in  all  5 cases.  Only 
5 other  cases  of  acute  cerebral  insults  prior  to 
the  recognition  of  SLE  have  been  found  in  the 
literature,  but  many  cases  in  which  a systemic 
disease  is  responsible  for  the  cerebrovascular 
accident  may  go  unrecognized. 

Douglas,  A.  H.,  and  Shahidi,  F.:  Diagnosis 
of  aneurysm  of  the  ventricle.  New  York  State 
J.  Med.  63:  2949  (Oct.  15)  1963. 

In  915  autopsies  in  which  coronary  artery 
thrombosis  was  found,  aneurysm  of  the  ventricle 
was  present  in  84  cases,  or  9.2  per  cent.  X-ray 
films  of  the  chest  were  available  in  27  cases  and 
showed  that  the  correct  diagnosis  was  made 
ante  mortem  in  only  1 case.  Aneurysm  of  the 
ventricle  is  frequently  diffuse  and  overlooked 
in  x-ray  films,  and  small  saccular  aneurysms  may 
be  obscured  by  diffuse  cardiomegaly.  Angio- 
cardiography is  indicated  in  selected  cases  of 
cardiomegaly  following  myocardial  infarction. 

Brown,  L.  H.,  McMahon,  J.  D.,  Jonassen, 
O.  T.,  and  Rodier,  B.:  Vascular  surgery  in  the 
nonuniversity  hospital.  New  York  State  J. 
Med.  63:  2953  (Oct.  15)  1963. 

In  the  community  hospital  the  organization 
of  the  vascular  service  benefits  from  the  mul- 
tiple experience  of  the  group  approach  and 
from  increased  responsibility  for  routine  vascu- 
lar problems.  Of  32  femoropopliteal  bypass 
grafts,  significant  rehabilitation  was  achieved  in 
19  patients.  In  22  elective  venous  shunts  for 
portal  hypertension,  3 deaths  occurred;  in  11 
emergency  shunts,  7 deaths  occurred.  In  14 
emergency  aortic  aneurysm  resections,  there 
were  9 fatalities;  in  13  elective  cases,  there  were 


3 deaths.  Embolectomy  was  performed  60 
times,  with  a mortality  rate  of  43  per  cent. 

Chase,  H.  C.:  Changing  trends  in  mortality 
in  New  York  State,  New  York  State  J.  Med. 
63:  2958  (Oct.  15)  1963. 

The  crude  mortality  rate  in  New  York  State 
declined  at  a much  slower  pace  between  1950 
and  1960  than  in  the  previous  decades.  In  New 
York  City  mortahty  among  children  under  five 
years  of  age  and  among  adult  males  increased. 
In  Upstate  New  York  the  mortality  continued 
its  relative  decline  only  among  females. 

Yarington,  C.  T.,  Jr.,  and  Heatly,  C.  A.: 

Steroids,  antibiotics,  and  early  esophagoscopy 
in  caustic  esophageal  trauma.  New  York  State 
J.  Med.  63:  2960  (Oct.  15)  1963. 

Of  26  patients  with  a history  of  caustic  in- 
gestion, 20  of  whom  were  under  four  years  of 
age,  15  had  proved  corrosive  esophageal  trauma. 
The  use  of  early  and  serial  esophagoscopy  with 
antibiotic  and  steroid  therapy  was  successful  in 
preventing  stricture  formation;  methylpred- 
nisolone  was  an  effective  anti-inflammatory 
steroid  with  no  significant  side-effects.  Mean 
hospital  stay  was  12.1  days  for  patients  with 
esophageal  burns  and  3.2  days  for  those  without 
burns. 

Blumenthal,  S.  A.,  and  Oppenheim,  A.: 

Evaluation  of  two  diabetes  detection  methods. 
New  York  State  J.  Med.  63:  2964  (Oct.  15) 
1963. 

A skin-surface  glucose  test  and  a salivary 
glucose  test  were  performed  with  glucose 
oxidase  paper  one  hour  after  a 100-Gm.  carbo- 
hydrate meal  on  separate  groups  of  154  and  175 
subjects  respectively  who  reported  for  diabetes 
screening.  Both  tests  gave  a high  number  of 
false  positive  results  in  the  normal  blood  glucose 
range  and  false  negative  results  in  the  high  blood 
glucose  range  and  thus  proved  of  no  value  as 
screening  methods  in  diabetes  detection. 
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Abstracts  in  Interlmgua 


Silverstein,  A.:  Accidentes  cerebrovascular 

como  le  prime  major  manifestation  de  lupus 
erythema tose  {anglese).  New  York  State  J. 
Med.  63:  2942  (15  deoctobre)  1963. 

Es  reportate  5 casos  de  acute  accidente  cere- 
brovascular le  quales  esseva  recognoscite  sub- 
sequentemente  como  relationate  con  generalisate 
lupus  erythematose.  In  omne  le  5 casos,  le 
natura  del  accidente  cerebrovascular  esseva 
incompletemente  comprendite.  Solmente  5 
altere  casos  de  acute  accidente  cerebral  con 
subsequente  recognition  de  generalisate  lupus 
erythematose  ha  essite  trovate  in  le  litteratura, 
sed  il  pare  ben  possibile  que  numerose  casos  in 
que  un  morbo  generalisate  es  responsabile  pro 
un  accidente  cerebrovascular  escappa  al  identifi- 
cation. 

Douglas,  A.  H.,  e Shahidi,  F.:  Diagnose  de 
aneurysma  del  ventriculo  {anglese).  New  York 
State  J.  Med.  63:  2949  (15  de  octobre)  1963. 

In  un  serie  de  915  necropsies  in  le  quales 
thrombose  del  arteria  coronari  esseva  constatate, 
le  presentia  de  aneurysma  del  ventriculo  esseva 
notate  84  vices,  i.e.  in  9,2  pro  cento  del  casos. 
Roentgenogrammas  thoracic  esseva  disponibile 
in  27  casos  e revelava  que  le  correcte  diagnose 
habeva  essite  trovate  in  solmente  1 caso. 
Aneurysma  del  ventriculo  es  frequentemente 
diffuse  e escappa  al  observation  in  le  roentgeno- 
gramma,  e micre  aneurysmas  saccular  es  non 
infrequentemente  obscurate  per  diffuse  car- 
diomegalia.  Angiocardiographia  es  indicate  in 
seligite  casos  de  cardiomegalia  post  infarcimento 
myocardial. 

Brown,  L.  H.,  McMahon,  J.  D.,  Jonassen, 
O.  T.,  e Rodier,  B.:  Chirurgia  vascular  in 
hospitales  non-universitari  {anglese).  New  York 
State  J.  Med.  63:  2953  (15  de  octobre)  1963. 

In  le  hospital  de  communitate,  le  organisation 
del  servicio  vascular  beneficia  ab  le  multiple 
experientia  del  team  e ab  le  augmentate  re- 
sponsabilitate  pro  routinari  problemas  vascular. 
In  un  serie  de  32  graflfos  de  circuition  femoro- 
poplitee,  19  resultava  in  grades  significative  de 
rehabilitation  pro  le  patiente.  In  un  serie  de  22 
elective  shuntings  pro  hypertension  portal,  3 
resultava  in  le  morte  del  patiente.  In  11  shunts 
de  urgentia,  7 resultava  in  mortes.  Inter  14 
resectiones  de  urgentia  pro  aneurysma  aortic,  9 
se  terminava  mortalmente.  In  13  tal  casos  de 


election,  3 effectuava  le  morte  del  patiente. 
Embolectomia  esseva  executate  60  vices,  con 
un  mortalitate  de  43  pro  cento. 

Chase,  H.  C.:  Alterate  trends  in  le  mortalitate 
in  le  stato  de  New  York  {anglese).  New  York 
State  J.  Med.  63:  2958  (15  de  octobre)  1963. 

Le  crude  cifra  de  mortalitate  in  le  stato  de 
New  York  declinava  multo  plus  lentemente  inter 
1950  e 1960  que  in  previe  decennios.  In  le 
Citate  de  New  York,  le  mortalitate  inter 
juveniles  de  minus  que  cinque  annos  de  etate  e 
inter  adulte  masculos  cresceva.  In  le  hinterland 
del  stato,  le  mortalitate  continuava  su  decline 
relative  solmente  inter  femininas. 

Yarington,  C,  T.,  Jr.,  e Heaty,  C.  A.: 

Steroides,  antibioticos,  e precoce  esophagoscopia 
in  caustic  trauma  esophagee  {anglese).  New 
York  State  J.  Med.  63:  2960  (15  de  octobre) 
1963. 

In  un  gruppo  de  26  patientes  con  le  ante- 
cedente  de  un  ingestion  caustic,  incluse  20  de 
etates  de  minus  que  quatro  annos,  15  habeva 
demonstratemente  un  corrosive  trauma  esopha- 
gee. Le  uso  precoce  de  esophagoscopia  serial 
con  antibioticos  e therapia  a steroides  esseva 
successose  in  le  prevention  del  formation  de 
strictura.  Methylprednisolona  esseva  un  ef- 
ficace  steroide  anti-inflammatori  sin  significative 
adverse  efifectos  secundari.  Le  sojorno  medie  al 
hospital  esseva  12,1  dies  pro  patientes  con  arsura 
esophagee  e 3,2  dies  pro  patientes  sin  arsura. 

Blumenthal,  S.  A.,  e Oppenheim,  A.: 
Evaluation  de  duo  methodos  pro  le  detection  de 
diabete  {anglese).  New  York  State  J.  Med.  63: 
2964  (15  de  octobre)  1963. 

Un  test  pro  glucosa  al  superficie  del  pelle  e un 
test  pro  glucosa  salivari  esseva  effectuate  con 
papiro  a oxydase  de  glucosa  un  hora  post  un 
repasto  de  100  g de  hydrato  de  carbon  in  sepa- 
rate gruppos  de  154  e 175  subjectos  qui  se 
presentava  pro  un  test  discriminatori  pro 
diabete.  Ambe  tests  rendeva  un  alte  numero  de 
resultatos  falsemente  positive  in  subjectos  con 
niveUos  de  glucosa  sanguinee  intra  le  limites  del 
norma  e de  resultatos  falsemente  negative  in 
subjectos  con  nivellos  elevate  de  glucosa  san- 
guinee. Assi  le  tests  es  sin  valor  como  methodos 
de  discrimination  preliminari  in  le  detection  de 
diabete. 
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Medical  Meetings 


New  York  State  Academy  of  General  Practice 

The  fifteenth  annual  scientific  assembly  and 
convention  of  the  New  York  State  Academy  of 
General  Practice  will  be  held  October  14  through 
18  at  the  Americana  Hotel,  New  York  City. 

The  scientific  program  will  be  devoted  to 
“Practical  Therapeutics.”  The  program  has 
been  accepted  for  seventeen  hours  of  Category 
1 credit. 

Rhinologic  Society  meeting  changed 

The  ninth  annual  meeting  of  the  American 
Rhinologic  Society  will  be  held  in  the  Americana 
Hotel,  New  York  City,  on  October  20,  instead 
of  in  Chicago,  as  previously  announced.  Mem- 
bers of  the  profession  are  welcome. 

For  further  information  write  to:  George  H. 
Drumheller,  M.D.,  secretary  of  the  American 
Rhinologic  Society,  1515  Pacific  Avenue, 
Everett,  Washington. 

Gastroenterologic  convention 

The  twenty-eighth  annual  convention  of  the 
American  College  of  Gastroenterology  will  be 
held  at  The  Shoreham  in  Washington,  D.C., 
October  21  through  23. 

In  addition  to  individual  papers  to  be  pre- 
sented, there  will  be  a panel  discussion  on 
amebiasis,  a symposium  on  the  esophagus,  and 
a series  of  papers  on  gastric  cooling  and  gastric 
freezing.  There  will  be  scientific  as  well  as  com- 
mercial exhibits,  and  the  sessions  will  be  open  to 
all  physicians  without  charge. 

On  October  24  through  26,  immediately  fol- 
lowing the  convention,  the  annual  course  in 
postgraduate  gastroenterology  will  again  be 
given.  The  moderators  will  be  I.  Snapper, 
M.D.,  Beth-El  Hospital,  Brooklyn;  and  John 
L.  Madden,  M.D.,  clinical  professor  of  surgery. 
New  York  Medical  College,  and  director  of 
surgery,  St.  Clare’s  Hospital,  New  York  City. 
Attendance  at  the  course  will  be  limited  to  those 
who  have  registered  in  advance. 

Copies  of  the  program  and  further  informa- 
tion may  be  obtained  from  the  American  College 
of  Gastroenterology,  33  West  60th  Street,  New 
York,  New  York  10023. 

Diabetes  mellitus  symposium 

The  New  Jersey  State  Department  of  Health, 
in  cooperation  with  the  New  Jersey  Diabetes 
Association,  will  present  a fall  symposium  on 
“Kidney  Problems  in  Diabetes  Mellitus”  to  be 
held  October  30  from  2:00  to  5:30  p.m.  at 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Murdoch  Hall,  Nurses  Home,  Jersey  City 
Medical  Center,  Jersey  City,  New  Jersey. 

Norbert  Freinkel,  M.D.,  assistant  professor  of 
medicine.  Department  of  Medicine,  Harvard 
Medical  School,  will  speak  on  “Pathophysiology 
of  Diabetes  Mellitus”;  Norman  Lasker,  M.D., 
assistant  professor  of  medicine.  Department  of 
Medicine,  Seton  Hall  College  of  Medicine,  will 
speak  on  “Pathogenesis  of  Kidney  Lesions  in 
Diabetes  Mellitus”;  and  Robert  E.  Maher, 
M.D.,  assistant  professor  of  medicine.  Depart- 
ment of  Medicine,  Georgetown  University 
School  of  Medicine,  will  discuss  “Clinical  As- 
pects of  Kidney  Disease  in  Diabetes  Mellitus.” 

The  Phlebology  Society  of  America 

The  second  annual  one-day  forum  of  The 
Phlebology  Society  of  America  will  be  held 
November  2 from  9:00  a.m.  to  6:00  p.m.  at  the 
New  York  Hilton  Hotel,  Avenue  of  the  Americas 
at  53rd  Street. 

Among  the  speakers  will  be  Mortimer  J. 
Cantor,  M.D.,  chief  of  dermatology,  Mai- 
monides  Hospital,  Brooklyn,  on  “Dermatologic 
Diagnostic  Factors  in  Cutaneous  Manifestations 
of  Peripheral  Vascular  Diseases”;  Morris 
Altman,  M.D.,  Maimonides  Hospital,  on  “The 
Use  of  a Tri-Iodide  Solution  in  Conservative 
Management  of  Leg  Ulcers  and  Gangrene”; 
Lazari  Goldmann,  M.D.,  Good  Samaritan 
Hospital,  Sufifern,  on  “New  Sign  for  Determina- 
tion of  Deep  Thrombophlebitis  of  the  Leg”; 
Alfred  A.  Angrist,  M.D.,  Department  of  Pa- 
thology, Albert  Einstein  College  of  Medicine, 
The  Bronx,  on  “Phlebitis  from  the  Pathologist’s 
Viewpoint”;  and  Aaron  Ganz,  M.D.,  Long  Is- 
land Jewish  Hospital,  on  “The  Use  of  Diuretics 
in  Edema  of  the  Extremities.” 

Psychiatrists’  divisional  meeting 

The  biennial  divisional  meeting  of  the  New 
York  State  District  Branches  of  the  American 
Psychiatric  Association  will  be  held  at  the  New 
York  Hilton  Hotel,  New  York  City,  on  Novem- 
ber 8 and  9,  according  to  Lester  E.  Shapiro, 
M.D.,  Rockville  Centre,  general  chairman. 

According  to  Harvey  J.  Tompkins,  M.D., 
director  of  psychiatry  at  St.  Vincent’s  Hospital, 
New  York  City,  and  program  chairman,  the 
plenary  session  on  November  8 will  be  devoted 
to  talks  by  outstanding  psychiatrists  on  how  to 
fit  facilities  and  trained  personnel  to  the  needs  of 
psychiatric  patients  during  the  next  decade. 

The  talks  will  take  as  their  points  of  departure 
President  Kennedy’s  mental  health  message, 
the  report  issued  by  the  Joint  Commission  on 
Mental  Illness  and  Health,  and  the  recent 
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congress  on  mental  health  sponsored  by  the 
American  Medical  Association. 

Those  who  will  take  part  in  the  plenary 
session  are  S.  Mouchly  Small,  M.D.,  Buffalo, 
professor  of  psychiatry.  University  of  Buffalo 
Medical  School;  Marvin  E.  Perkins,  M.D., 
director  of  the  New  York  City  Community 
Mental  Health  Board;  and  Douglas  Evans, 
M.D.,  Rochester,  who  is  in  the  private  practice 
of  psychiatry. 

The  chairman  will  be  Frank  J.  Curran,  M.D., 
New  York  City,  attending  psychiatrist  at  St. 
Luke’s  Hospital.  The  discussants  will  be 
Henry  Brill,  M.D.,  deputy  commissioner  of 
mental  hygiene  of  New  York  State,  and  Law- 
rence Kolb,  M.D.,  professor  of  psychiatry, 
Columbia  University  College  of  Physicians  and 
Surgeons,  and  director  of  the  New  York  State 
Psychiatric  Institute. 

On  November  9 the  plenary  session  will  be 
devoted  to  a discussion  of  the  program  developed 
as  a result  of  the  A.M.A.  mental  health  con- 
gress. The  participants  on  this  occasion  will  be 
Gerald  Dorman,  M.D.,  New  York  City,  a 
member  of  the  Board  of  Trustees  of  the  A.M.A. 
and  a former  president  of  the  New  York  County 
Medical  Society;  Duncan  Whitehead,  M.D., 
Buffalo,  associate  clinical  professor  of  psy- 
chiatry, University  of  Buffalo  Medical  School 
and  former  director  of  the  Buffalo  State  Hos- 
pital; and  Philip  Ryan,  executive  director. 
National  Association  for  Mental  Health. 

The  chairman  will  be  Dr.  Tompkins.  Those 
who  will  serve  as  discussants  are  M.  Ralph 
Kaufman,  M.D.,  director  of  psychiatry,  Mt. 
Sinai  Hospital,  New  York  City,  who  served  as 
chairman  of  the  A.M.A.  mental  health  congress; 
and  Francis  O’Neill,  M.D.,  director  of  the 
Central  Islip  State  Hospital. 

Bronx  Pediatric  Society 

The  Bronx  Pediatric  Society  will  hold  a 
scientific  session  on  November  13  in  the  audi- 
torium of  the  Morrisania  City  Hospital.  The 
topic  will  be  “The  Binghamton  Salt  Disaster,” 
a discussion  of  renal  and  central  nervous  system 
lesions,  presented  by  Laurence  Finberg,  M.D., 
chief.  Division  of  Pediatrics,  Montefiore  Hospi- 
tal, New  York  City. 

On  December  11  at  8:30  p.m.  at  Morrisania 
City  Hospital,  a program  arranged  by  Vincent 
P.  Casey,  M.D.,  and  his  staff  and  designated  as 
Misericordia  Hospital  Night,  will  deal  with 
“Intussusception — Lymphoid  Hyperplasia,”  by 
C.  Joseph  Delaney,  M.D.;  “Benign  (Lye) 
Stricture  of  Esophagus  and  Repair,”  by  Francis 
Reynolds,  M.D.;  “Hydronephrosis— Solitary 
Kidney,”  by  Edwin  J.  Adlerman,  M.D.;  and 
“Urologic  Complication  in  a Case  of  Agenesis  of 
Abdominal  Musculature,”  also  by  Dr.  Adlerman. 

New  England  Postgraduate  Assembly 

The  New  England  postgraduate  assembly,  to 
be  held  at  the  Statler  Hilton,  Boston,  Mas- 
sachusetts, on  November  13  through  15,  will 


include  discussions  of  diabetes,  fluid  and  elec- 
trolytes, diuretics,  obstetric  problems,  dangers 
of  drugs,  practical  ofiice  psychotherapy,  breast 
cancer,  cerebrovascular  disease,  strokes,  physi- 
cal fitness,  hepatic  coma,  eye  problems,  nasal 
injuries,  genetics,  adrenal  steroids,  fevers,  car- 
diac and  respiratory  resuscitation,  chronic 
bronchitis  and  pulmonary  emphysema,  emer- 
gency burn  treatment,  hearing  problems,  chronic 
pain,  intractable  angina,  and  gynecologic  endo- 
crinology. 

Programs  may  be  obtained  from  Mr.  Getty 
Page,  Secretary-Treasurer,  Council  of  the  New 
England  State  Medical  Societies,  128  Merchants 
Row,  Rutland,  Vermont. 

New  York  State  Association  of  the 
Professions 

The  first  annual  congress  of  the  New  York 
State  Association  of  the  Professions  will  be 
held  November  25  and  26  at  the  Americana 
Hotel,  New  York  City. 

The  program  on  November  25  will  be  devoted 
to  hearings  conducted  by  the  Association’s  com- 
mittees on  education,  legislation,  business  serv- 
ices, and  public  relations.  Recognized  au- 
thorities in  these  fields  will  testify.  Physicians 
are  invited  to  participate. 

Registration  will  be  held  at  8:30  a.m.  on 
November  26,  followed  at  9:30  a.m.  by  reports 
of  committees,  election  of  oflBcers,  the  annual 
business  meeting,  and  the  keynote  speaker. 
Following  the  president’s  luncheon  and  the 
principal  speaker  at  12:30  p.m.,  the  president’s 
panel  on  “Opportunities  for  the  Professions” 
will  be  held  at  2 : 30  p.m. 

Further  information  may  be  obtained  from 
Mrs.  Grace  Carroll,  New  York  State  Association 
of  the  Professions,  750  Third  Avenue,  New  York 
17,  New  York,  or  YUkon  6-5757. 


A.M.A.  clinical  meeting 

The  seventeenth  clinical  meeting  of  the 
American  Medical  Association,  to  be  held 
December  1 through  4 in  Portland,  Oregon,  is 
expected  to  attract  an  attendance  of  more  than 
7,000. 

Lectures,  panels,  symposia,  and  breakfast 
roundtables  will  be  presented  on  specially 
selected  topics,  as  weU  as  color  television  and 
medical  motion  pictures.  More  than  100 
physicians  will  deliver  lectures  on  the  scientific 
program,  and  more  than  200  scientific  and  in- 
dustrial exhibits  will  be  shown  at  Portland’s 
new  memorial  coliseum. 

An  outstanding  feature  will  be  a symposium 
on  “Genes,  Chromosomes,  and  Immune  Mecha- 
nisms,” to  be  held  on  December  2. 

Another  symposium  of  general  interest  will  be 
one  dealing  with  practical  approaches  to  every- 
day problems  in  adolescent  patients. 

Other  subjects  to  be  covered  include  im- 
munization, with  special  emphasis  on  the 
viruses;  surgical  aspects  of  infection;  cancer  of 
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the  breast;  heart  and  blood  vessel  surgery; 
peptic  ulcer;  practical  clinical  approach  to  anti- 
coagulants; metabolic  obesity;  anemia;  edema 
and  undiagnosed  fever;  urology;  obstetrics  and 
gynecology;  trauma  as  it  relates  to  everyday 
noises,  smoking  in  relation  to  mortality  and 
morbidity,  and  causes  of  death  in  automobile  ac- 
cidents. 

Congress  of  Professions 

Money  will  be  the  subject  of  the  fifth  annual 


Legal  aspects  of  penicillin  reactions 

Many  cases  are  now  pending  in  the  courts 
involving  suits  for  damages  against  physicians 
for  fatal  or  serious  reactions  to  penicillin.  This 
is  reported  in  the  February,  1963,  Pennsylvania 
Medical  Journal.  In  spite  of  the  fact  that 
penicillin  is  the  most  effective  antibacterial 
available  in  cases  of  subacute  bacterial  endo- 
carditis, virulent  streptococcal  infections  (es- 
pecially strain  A) , rheumatic  fever,  and  syphiMs, 
it  has  ironically  produced  a staggeringly  in- 
creased number  of  both  mild  and  serious 
anaphylactic  shock  reactions,  sometimes  fatal. 

Penicillin  reactions  fall  into  two  groups: 
(1)  The  serum-sickness  type:  a drug  reaction  of 
the  urticarial  type,  with  onset  delayed  usually 
five  to  ten  days  after  administration.  There 
are  no  cutaneous  tests  to  predict  this  type  of 
reaction.  (2)  The  immediate  reaction  (con- 
stitutional, anaphylactic,  or  shock  type).  In 
many  cases  this  type  of  reaction  is  predictable 
by  an  immediate  positive  skin  test  reaction  to 
penicillin  antigen.  Sometimes,  however,  im- 
mediate positives  cannot  be  obtained  from 
potentially  sensitive  recipients  while  false 
positives  can  be  obtained  from  subjects  actually 
not  hypersensitive. 

Ideally,  tests  should  be  done  with  aqueous 


congress  of  the  Professions  to  be  held  in  Lansing, 
Michigan  on  February  7 and  8,  1964. 

This  is  the  annual  meeting  of  the  American 
Association  of  the  Professions  and  the  Michigan 
association. 

Emphasis  will  be  on  where  money  comes  from 
for  professional  education,  research,  and  service; 
what  effect  the  pressures  and  expenditures  of 
money  have  on  the  practice  and  progress  of 
the  professions;  and  how  the  various  mecha- 
nisms for  paying  for  professional  services  affect 
distribution  and  delivery  of  such  services. 


solutions  of  pure  crystalline  penicillin  to  de- 
termine sensitivity,  thus  avoiding  nonspecific 
reactions  to  excipients  and  adjuvants.  A ' 

scratch  test  with  therapeutic  penicillin  may  | 

form  a wheal  due  to  such  substances. 

The  arm  is  preferable  as  an  injection  site 
because  of  easier  control  with  a tourniquet.  i 
Other  considerations  include  oral  rather  than 
parenteral  administration.  The  allergenic  \ 

property  of  penicillin  is  not  easily  destroyed  by  ' 

heat.  Also,  syringes  previously  used  for  peni-  j,- 

cillin  may  retain  enough  of  the  drug  to  cause  n 

serious  reactions  in  highly  sensitive  individuals  t 

and  may  contaminate  sterilizers.  Penicillin  J 

should  be  given,  therefore,  with  disposable  ( 

syringes  and  needles  wherever  possible.  Severe  | 

immediate  reactions  are  not  preventable  through  i 

use  of  the  so-called  hypoallergic  penicillins,  , 

the  newer  synthetic  penicillins,  or  by  the  > 

simultaneous  administration  of  antihistamines  ( 

or  steroids. 

From  legal  decisions  made  so  far,  three  work- 
ing rules  may  be  postvilated:  (1)  Inquiry  should  j 

be  made  about  previous  penicillin  reactions;  j 

(2)  it  should  be  used  only  where  specifically  j 

indicated  (one  award  was  made  where  it  was  j 

used  in  mumps) . Another  antibiotic,  if  equally  j 

effective,  should  be  used,  especially  in  allergic  i 

or  asthmatic  subjects;  (3)  give  a skin  test  if  t 

the  patient  is  suspected  of  possible  allergy. 
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Necrology 


Eugene  Karl  Alexander,  M.D.,  of  Homer, 
died  on  July  25  at  the  age  of  sixty-two.  Dr. 
Alexander  received  his  medical  degree  from  the 
University  of  Berlin  in  1926.  He  was  an  attend- 
ing obstetrician  at  Cortland  Memorial  Hospital, 
and  for  many  years  he  was  school  physician  at 
Homer.  Dr.  Alexander  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Cortland  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  Henry  Amos,  M.D.,  of  New  York 
City,  died  on  March  16  at  the  age  of  forty-four. 
Dr.  Amos  graduated  in  1945  from  Meharry 
Medical  College.  He  was  a member  of  the 
American  Academy  of  General  Practice,  the 
American  Geriatrics  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Archibald  K.  Benedict,  M.D.,  of  Sherburne, 
died  on  July  31  at  the  age  of  seventy-one.  Dr. 
Benedict  graduated  in  1917  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  From  1925  to  1945  he  was  superin- 
tendent of  Brookside  Crest  Sanitarium,  served 
as  acting  coroner  in  the  town  of  Sherburne  for 
several  years,  and  was  a past-president  of  the 
Tuberculosis  and  Public  Health  Association  of 
Chenango  County.  Dr.  Benedict  was  a member 
and  past-president  of  the  Chenango  County 
Medical  Society,  and  a member  of  the  Medical 
Society  of  the  State  of  New  York. 

Emil  Burton  Bickley,  M.D.,  of  Sun  City, 
Arizona,  formerly  of  New  York  City,  died  on 
July  1 at  the  age  of  sixty-eight.  Dr.  Bickley 
graduated  in  1917  from  Columbia  University 
College  of  Physicians  and  Surgeons. 

Katherine  L.  Daly,  M.D.,  of  Rochester,  died 
on  March  17  at  the  age  of  eighty-seven.  Dr. 
Daly  graduated  in  1897  from  Woman’s  Medical 
College  of  Baltimore.  She  was  a member  of  the 
Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  Clement  Donovan,  M.D.,  of  New- 
burgh, died  on  June  27  at  the  age  of  seventy-five. 
Dr.  Donovan  graduated  in  1912  from  Fordham 
University  School  of  Medicine.  He  was  a con- 
sulting surgeon  at  St.  Luke’s  Hospital  and 
formerly  had  served  as  chief  surgeon  at  Wallkill 
State  Prison  and  Cornwall  Hospital.  Dr. 
Donovan  was  a Fellow  of  the  American  College 


of  Surgeons  and  a member  of  the  New  York 
Academy  of  Medicine,  the  Orange  County 
Medical  Society  (a  past-president),  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Rudolph  R.  Ebert,  M.D,,  of  Flushing,  died 
on  December  19,  1962,  at  the  age  of  seventy- 
four.  Dr.  Ebert  received  his  medical  degree 
from  the  University  of  Heidelberg  in  1913.  He 
was  a member  of  the  Medical  Society  of  the 
County  of  Queens  and  the  Medical  Society  of 
the  State  of  New  York. 

Mitchel  Eskolsky,  M.D.,  of  Brooklyn,  died  on 
May  28  at  the  age  of  fifty-two.  Dr.  Eskolsky 
received  his  medical  degree  from  the  University 
of  Bologna  in  1937.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings  and  the 
Medical  Society  of  the  State  of  New  York. 

Sanford  Zygmunt  Himel,  M.D.,  of  Port 
Jefferson,  died  on  August  1 at  the  age  of  forty- 
nine.  Dr.  Himel  received  his  medical  degree 
from  the  University  of  Basel  in  1939.  He  was 
chief  of  anesthesiology  at  the  John  T.  Mather 
Memorial  and  St.  Charles  Hospitals,  anesthetist- 
in-charge  at  Brookhaven  Memorial  Hospital 
(Patchogue) , a consulting  anesthetist  at  Central 
Suffolk  Hospital  Association  (Riverhead),  and 
an  attending  anesthetist  at  Kings  Park  State 
Hospital.  Dr.  Himel  was  a Diplomats  of  the 
American  Board  of  Anesthesiology,  a Fellow  of 
the  American  College  of  Anesthesiologists,  and 
a member  of  the  American  Society  of  Anes- 
thesiologists, Inc.,  the  New  York  State  Society 
of  Anesthesiologists,  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Mabel  Clare  Huschka,  M.D.,  of  New  York 
City,  died  on  July  24  at  the  age  of  seventy- 
seven.  Dr.  Huschka  graduated  in  1930  from 
Cornell  University  Medical  College.  She  was  a 
Fellow  of  the  American  Psychiatric  Association 
and  a member  of  the  New  York  Society  for 
Chnical  Psychiatry,  the  New  York  County 
Medical  Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Morris  Levine,  M.D.,  of  Brooklyn,  died  on 
December  29,  1962,  at  the  age  of  eighty.  Dr. 
Levine  graduated  in  1904  from  Long  Island 
College  Hospital  Medical  School.  He  was  a 
Diplomate  of  the  American  Board  of  Oto- 
laryngology, a Fellow  of  the  International  Col- 
lege of  Surgeons,  and  a member  of  the  New  York 
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Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Francis  D.  McCormick,  M.D.,  of  New  York 
City,  died  on  July  28  at  the  age  of  sixty-six. 
Dr.  McCormick  graduated  in  1925  from  Long 
Island  College  Hospital  Medical  School. 

Charles  Bentley  Perkins,  M.D.,  of  Franklin- 
ville,  died  on  July  31  at  the  age  of  sixty-eight. 
Dr.  Perkins  graduated  in  1931  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was 
a former  school  physician  and  physician  for  the 
village  baseball  team  as  well  as  county  coroner. 
Dr.  Perkins  was  a member  of  the  Buffalo 


Academy  of  Medicine,  the  Cattaraugus  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Alter  Weiss,  M.D.,  of  New  York  City,  died  on 
February  8 at  the  age  of  fifty-six.  Dr.  Weiss 
graduated  in  1930  from  Long  Island  College 
Hospital  Medical  School.  He  was  an  adjunct 
physician  in  neoplastic  disease  at  Montefiore 
Hospital.  Dr.  Weiss  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Chest  Physicians, 
and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York  17,  New  York,  at  one  dollar  each. 

The  ,84-page  paunphlet  includes  aU  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Committees  1963-1964 


President  and  Secretary  are  ex  officio  members  of  all  committees 


Commission  on  Medical  Services 

Committee  on  Economics 
Committee  on  Questions  of  Ethics 
Committee  on  Hospital  and  Professional 
Relations 

Committee  on  Industrial  Health 
Committee  on  Medical  Care  Insurance 
Committee  on  Rural  Medical  Service 
Committee  on  Workmen’s  Compensation 
Edward  C.  Hughes,  M.D.,  Syracuse,  Chair- 
man 

George  Himler,  M.D.,  New  York  City,  Vice- 
Chairman 

Economics 

George  Rehmi  Denton,  M.D.,  Albany,  Chair- 
man 

Merle  D.  Evans,  M.D.,  Rochester 
Frank  W.  Farrell,  M.D.,  Flushing 
Adelaide  Romaine,  M.D.,  New  York  City 
Milton  B.  Spiegel,  M.D.,  Brooklyn 

Public  Medical  Care  Subcommittee 

MarceUe  T.  Bernard,  M.D.,  Bronx,  Chair- 
man 

Lyman  C.  Boynton,  M.D.,  Rochester 
Robert  J.  Collins,  M.D.,  Syracuse 
Philip  R.  Roen,  M.D.,  New  York  City 
Samuel  B.  Burk,  M.D.,  New  York  City 
Peter  Birkel,  M.D.,  Albany,  Adviser 
I.  Jay  Brightman,  M.D.,  Albany,  Adviser 
Alonzo  S.  Yerby,  M.D.,  New  York  City, 
Adviser 

U.S.  Veterans  Administration,  Liaison 
Subcommittee  with 

Herbert  H.  Bauckus,  M.D.,  Buffalo,  Chair- 
man 

James  L.  Palmer,  M.D.,  Binghamton 
Ethics,  Questions  of 

Joseph  G.  Zimring,  M.D.,  Long  Beach,  Chair- 
man 

Frank  LaGattuta,  M.D.,  Bronx 
Ezra  A.  Wolff,  M.D.,  Forest  Hills 


Hospital  and  Professional  Relations 

Harold  T.  Golden,  M.D.,  Herkimer,  Chairman 

E.  Dean  Babbage,  M.D.,  Buffalo 
James  Bordley,  HI,  M.D.,  Cooperstown 
Joseph  H.  Kinnaman,  M.D.,  Mineola 
Jack  R.  Harnes,  M.D.,  New  York  City 
Lester  R.  Tuchman,  M.D.,  New  York  City 

Industrial  Health 

Peter  J.  DiNatale,  M.D.,  Batavia,  Chairman 
Seymour  Fiske,  M.D.,  New  York  City 

F.  W.  Holcomb,  Jr.,  M.D.,  Kingston 
John  L.  Norris,  M.D.,  Rochester 
Harry  E.  Tebrock,  M.D.,  Douglaston 
William  P.  Shepard,  M.D.,  New  York  City, 

Adviser 

Medical  Care  Insurance 

Melvin  S.  Martin,  M.D.,  Warsaw,  Chairman 
Charles  C.  Mangi,  M.D.,  Woodhaven 
Theodore  L.  Lytle,  M.D.,  Rochester 
Dwight  V.  Needham,  M.D.,  Syracuse 
Philip  M.  Standish,  M.D.,  Canandaigua 
Thomas  S.  Walsh,  Jr.,  M.D.,  Albany 
Clyde  L.  Wilson,  M.D.,  Jamestown 
Robert  W.  Hurd,  M.D.,  Utica 

Rural  Medical  Service 

Edward  C.  Hughes,  M.D.,  Syracuse,  Chair- 
man 

Thureton  L.  Keese,  M.D.,  Fayetteville 
Hugh  McChesney,  M.D.,  Pulaski 
Robert  V.  Persson,  M.D.,  Star  Lake 
Donald  C.  Walker,  M.D.,  Delanson 
Bert  Ellenbogen,  M.D.,  Ithaca,  Adviser 
James  J.  Quinlivan,  M.D.,  Albany,  Adviser 

Workmen’s  Compensation 

Carl  F.  Freese,  M.D.,  Hemsptead,  Chairman 
Peter  A.  Casagrande,  M.D.,  Buffalo 
Louis  Cohen,  M.D.,  Schenectady 
George  E.  Froehlich,  M.D.,  New  Rochelle 
Joseph  P.  Henry,  M.D.,  Rochester 
John  W.  Hirshfeld,  M.D.,  Ithaca 
Robert  F.  McMahon,  M.D.,  Syracuse 
John  E.  Hammett,  M.D.,  New  York  City 
Lee  R.  Tompkins,  M.D.,  Liberty 
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Commission  on  Public  and  Professional 
Affairs 

Committee  on  Legislation 
Committee  on  Public  Relations 

James  M.  Blake,  M.D.,  Schenectady,  Chair- 
man 

Legislation 

George  J.  Lawrence,  Jr.,  M.D.,  Flushing, 
Chairman 

John  H.  Carter,  M.D.,  Albany,  Cochairman 
Michael  C.  Armao,  M.D.,  New  York  City 
John  C.  Brady,  M.D.,  Buffalo 
William  L.  Dorr,  M.D.,  Auburn 
Ralphs.  Isabella,  M.D., Schenectady 
Henry  W.  Kaessler,  M.D.,  BronxviUe 
John  A.  Kalb,  M.D.,  Endicott 
Charles  R.  Mathews,  M.D.,  Rochester 
William  J.  Ryan,  M.D.,  Syracuse 

Public  Relations 

John  C.  McChntock,  M.D.,  Albany,  Chairman 
Erwin  J.  Boerschlein,  M.D.,  Rochester 
Felix  Ottaviano,  M.D.,  Oneida 
Irving  M.  Pallin,  M.D.,  Brooklyn 
Samuel  Wagreich,  M.D.,  Bronx 
C.  Stewart  Wallace,  M.D.,  Ithaca 

Council  Committees 

Public  Health  and  Education 

James  Greenough,  M.D.,  Cooperstown,  Chair- 
man 

Wendell  R.  Ames,  M.D.,  Rochester 
Irving  L.  Ershler,  M.D.,  Syracuse 
John  D.  Stewart,  M.D.,  Buffalo 
Harry  S.  Lichtman,  M.D.,  Brooklyn 
George  James,  M.D.,  New  York  City,  Adviser 
Hollis  S.  Ingraham,  M.D.,  Albany,  Adviser 
James  E.  Perkins,  M.D.,  New  York  City, 
Adviser 

Ray  E.  Trussell,  M.D.,  New  York  City, 
Adviser 

Accident  Prevention  Subcommittee 

James  R.  McCarroll,  M.D.,  New  York 
City,  Chairman 

Harold  Brandaleone,  M.D.,  New  York  City 
James  I.  Farrell,  M.D.,  Utica 
Milton  Helpern,  M.D.,  New  York  City 
John  H.  Powers,  M.D.,  Cooperstown 
Arthur  S.  Abramson,  M.D.,  Bronx,  Adviser 
Goodwin  M.  Breinin,  M.D.,  New  York 
City,  Adviser 

Richard  H.  Freyberg,  M.D.,  New  York 
City,  Adviser 

Edward  R.  Schlesinger,  M.D.,  Albany, 
Adviser 

Norman  Plummer,  M.D.,  New  York  City, 
Adviser 

Abraham  M.  Rabiner,  M.D.,  Brooklyn, 
Adviser 


S.  Bernard  Wortis,  M.D.,  New  York  City, 
Adviser 

Addiction  to  Alcohol  and  Narcotics 
Subcommittee 

Marvin  A.  Block,  M.D.,  Buffalo,  Chairman 
Robert  N.  Baird,  M.D.,  New  York  City 
Francis  X.  Haines,  M.D.,  Binghamton 
Leonard  L.  Heimoff,  M.D.,  New  York  City 
Granville  W.  Larimore,  M.D.,  Albany, 
Adviser 

Henry  Brill,  M.D.,  Albany,  Adviser 
Aging  and  Nursing  Homes  Subcommittee 
Samuel  R.  Powers,  Jr.,  M.D.,  Albany, 
Chairman 

MarceUe  T.  Bernard,  M.D.,  Bronx 
Ben  Albert  Borkow,  M.D.,  Brooklyn 
Stephen  A.  Graczyk,  M.D.,  Buffalo 
Lawrence  S.  Kryle,  M.D.,  Roslyn  Heights 
Sidney  M.  Samis,  M.D.,  New  York  City, 
Adviser 

George  M.  Warner,  M.D.,  Albany,  Adviser 
Cancer  Subcommittee 

Charles  D.  Sherman,  Jr.,  M.D.,  Rochester, 
Chairman 

Emerson  Day,  M.D.,  New  York  City 
Bernard  J.  Pisani,  M.D.,  New  York  City 
Walters.  Walls,  M.D.,  Buffalo 
Roald  N.  Grant,  M.D.,  New  York  City, 
Adviser 

Vincent  H.  Handy,  M.D.,  Albany,  Adviser 

Chronic  Pulmonary  Diseases  Subcom- 
mittee 

Frederick  Beck,  M.D.,  Oneonta,  Chairman 
Harry  Golembe,  M.D.,  Liberty 
John  H.  McClement,  M.D.,  New  York  City 
Carl  Muschenheim,  M.D.,  New  York  City 
WiUiam  Warriner  Woodruff,  M.D.,  Saranac 
Lake 

Continuing  (Postgraduate)  Education 
Subcommittee 

Franklyn  B.  Amos,  M.D.,  Albany,  Chair- 
man 

Mathew  Brody,  M.D.,  Brooklyn 
Edward  F.  Marra,  M.D.,  Buffalo 
Ralph  C.  Parker,  Jr.,  M.D.,  Rochester 
Diabetes  Subcommittee 

Henry  E.  Marks,  M.D.,  New  York  City, 
Chairman 

George  E.  Anderson,  M.D.,  Brooklyn 
Arthur  H.  Dube,  M.D.,  Syracuse 
George  M.  Warner,  M.D.,  Albany,  Adviser 
Frederick  Miebach,  New  York  City, 
Adviser 

Film  Review  Subcommittee 

Kenneth  B.  Olson,  M.D.,  Albany,  Chair- 
man 

Eli  E.  Lazarus,  M.D.,  New  York  City 
James  J.  Quinlivan,  M.D.,  Albany,  Adviser 
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General  Practice  Subcommittee 

Royal  S.  Davis,  M.D.,  New  Rochelle, 
Chairman 

Carl  B.  Alden,  M.D.,  Adams 
Arthur  Howard,  M.D.,  Johnstown 
Joseph  J.  Kaufman,  M.D.,  Newark 
Charles  C.  Mangi,  M.D.,  Woodhaven 
Robert  P.  Whalen,  M.D.,  Albany,  Adviser 

Glaucoma  and  Other  Diseases  of  the 
Eye  Subcommittee 

James  I.  Farrell,  M.D.,  Utica,  Chairman 
Willard  E.  Austen,  M.D.,  New  York  City 
John  F.  Gipner,  M.D.,  Rochester 
Edward  R.  Schlesinger,  M.D.,  Albany, 
Adviser 

Hard  of  Hearing  and  the  Deaf  Subcom- 
mittee 

Karl  W.  Gruppe,  M.D.,  Utica,  Chairman 
John  F.  Daly,  M.D.,  New  York  City 
Gordon  D.  Hoople,  M.D.,  Syracuse 
Anne  M.  Bahlke,  M.D.,  Albany,  Adviser 
Clarence  D.  O’Connor,  Ph.D.,  New  York 
City,  Adviser 

Mrs.  Eleanor  C.  Ronnei,  New  York  City, 
Adviser 

Health  Aspects  of  Ionizing  Radiation 
Subcommittee 

Norman  Simon,  M.D.,  New  York  City, 
Chairman 

WilliamjH.  Foege,  M.D.,  New  York  City 
John  F.  Roach,  M.D.,  Albany 
Walter  T.  Murphy,  M.D.,  Buffalo 
John  H.  Wentworth,  M.D.,  Glen  Cove 
Hanson  Blatz,  New  York  City,  Adviser 
John  Harley,  New  York  City,  Adviser 
James  H.  Lade,  M.D.,  Albany,  Adviser 
Heart  Disease  Subcommittee 

David  G.  Greene,  M.D.,  Buffalo,  Chairman 
A.  Wilbur  Duryee,  M.D.,  New  York  City 
Irving  L.  Ershler,  M.D.,  Syracuse 
Marjorie  Greene,  M.D.,  HicksviUe 
John  J.  Finigan,  M.D.,  Rochester 

I.  Jay  Brightman,  M.D.,  Albany,  Adviser 

J.  G.  Fred  Hiss,  M.D.,  Albany,  Adviser 

Maternal  and  Child  Welfare  Subcom- 
mittee 

Ferdinand  J.  Schoeneck,  M.D.,  Syracuse, 
Chairman 

Edward  C.  Hughes,  M.D.,  Syracuse 
Harold  Jacobziner,  M.D.,  New  York  City 
Bernard  J.  Pisani,  M.D.,  New  York  City 
Clyde  L.  Randall,  M.D.,  Buffalo 
Dale  Harro,  M.D.,  Albany,  Adviser 

Regional  Chairmen  in  Obstetrics  and 
Pediatrics 

Region  One:  New  York,  Richmond,  Bronx 
Obstetrics — R.  Gordon  Douglas,  M.D., 
New  York  City 


Pediatrics — Alfred  E.  Fischer,  M.D.,  New 
York  City 

Region  Two:  Kings,  Queens,  Nassau,  Suffolk 
Obstetrics — Vincent  A.  Parnell,  M.D., 
Flushing 

Pediatrics — Samuel  Karelitz,  M.D.,  New 
Hyde  Park 

Region  Three:  Westchester,  Rockland,  Dutchess, 
Putnam,  Orange,  Ulster 
Obstetrics — Waring  Willis,  M.D.,  BronxviUe 
Pediatrics — Edward  A.  Hardy,  M.D.,  Pel- 
ham 

Region  Four:  Schenectady,  Fulton,  Mont- 

gomery, Schoharie 

Obstetrics — John  B.  Phillips,  M.D., 
Schenectady 

Pediatrics — Stewart  C.  Wagoner,  M.D., 
Schenectady 

Region  Five:  Albany,  Washington,  Saratoga 
Columbia,  Warren,  Rensselaer,  Greene 
Obstetrics — John  J.  Gamble,  M.D.,  Albany 
Pediatrics — Hugh  F.  Leahy,  M.D.,  Albany 

Region  Six:  Clinton,  Essex,  Franklin 

Obstetrics — Elmer  Wessell,  M.D.,  Platts- 
burgh 

Pediatrics — Harold  Singer,  M.D.,  Platts 
burgh 

Region  Seven:  Jefferson,  Lewis,  St.  Lawrence, 
Oswego 

Obstetrics — WendeU  D.  George,  M.D., 
Watertown 

Pediatrics — H.  Louis  George,  Jr.,  M.D., 
Watertown 

Region  Eight:  Onondaga,  Oneida,  Madison, 
Cortland,  Cayuga,  Herkimer,  Hamilton 
Obstetrics — Ferdinand  J.  Schoeneck,  M.D., 
Syracuse 

Pediatrics — William  O.  Kopel,  M.D., 
Syracuse 

Region  Nine:  Broome,  Tioga,  Chenango, 

Otsego,  Delaware,  Sullivan 
Obstetrics — Milton  A.  Carvalho,  M.D., 
Binghamton 

Pediatrics — John  B.  Burns,  M.D.,  Bing- 
hamton 

Region  Ten:  Monroe,  Orleans,  Wayne,  Living- 
ston, Seneca,  Yates 

Obstetrics — Ward  L.  Ekas,  M.D.,  Roches- 
ter 

Pediatrics — William  L.  Bradford,  M.D., 
Rochester 

Region  Eleven:  Chemung,  Schuyler,  Steuben, 
Tompkins,  Allegany 

Obstetrics — R.  Scott  Howland,  M.D.. 
Elmira 

Pediatrics — George  R.  Murphy,  M.D., 
Elmira 
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Region  Twelve:  Erie,  Niagara,  Chautauqua, 
Cattaraugus,  Genesee,  Wyoming 
Obstetrics — 

Pediatrics — William  J.  Orr,  M.D.,  Buffalo 
Mental  Hygiene  Subcommittee 

C.  Douglas  Darling,  M.D.,  Ithaca,  Chair- 
man 

Mathew  Brody,  M.D.,  Brooklyn 
Frederick  H.  Hesser,  M.D.,  Albany 
Herman  B.  Snow,  M.D.,  Poughkeepsie 
Reginald  R.  Steen,  M.D.,  Hempstead 
Henry  Brill,  M.D.,  Albany,  Adviser 
Leonard  C.  Lang,  M.D.,  Albany,  Adviser 

Operating  Room  Mortality  Subcommittee 
Richard  Ament,  M.D.,  Buffalo,  Chairman 
Milton  Helpern,  M.D.,  New  York  City 
Valentino  D.  B.  Mazzia,  M.D.,  New  York 
City 

Frederick  Beck,  M.D.,  Oneonta,  Adviser 

Physical  Medicine  and  Rehabilitation 
Subcommittee 

George  M.  Raus,  M.D.,  Fayetteville,  Chair- 
man 

George  G.  Deaver,  M.D.,  New  York  City 
Lewis  Dickar,  M.D.,  Brooklyn 
William  H.  George,  M.D.,  Buffalo 
Alfred  L.  Lane,  M.D.,  Rochester 
Edward  J.  Lorenze,  M.D.,  White  Plains 
Edward  R.  Schlesinger,  M.D.,  Albany, 
Adviser 

Youth  Health  and  Fitness  Subcommittee 
Frederick  A.  Groff,  Jr.,  M.D.,  Schenectady, 
Chairman 

William  E.  Ayling,  M.D.,  Syracuse 
Thomas  S.  Bumbalo,  M.D.,  Buffalo 
Royal  S.  Davis,  M.D.,  New  Rochelle 
Harold  Jacobziner,  M.D.,  New  York  City 
Leo  V.  Feichtner,  M.D.,  Albany,  Adviser 
Dale  Harro,  M.D.,  Albany,  Adviser 

Bar  Association,  Joint  Committee  with 
Medical  Society  of  the  State  of  New 
York 

Milton  Helpern,  M.D.,  New  York  City, 
Chairman 

Samuel  Sanes,  M.D.,  Buffalo 
John  F.  Kelley,  M.D.,  Utica 
New  York  State  Bar  Association 

William  F.  Martin,  Esq.,  New  York  City, 
Chairman 

R.  Newell  Lushy,  Esq.,  New  York  City 
Franklin  R.  Brown,  Esq.,  Buffalo 

Budget 

Frederic  W.  Holcomb,  Sr.,  M.D.,  Kingston, 
Chairman 

Leo  S.  Drexler,  M.D.,  Brooklyn 

Samuel  Z.  Freedman,  M.D.,  New  York  City 

Leo  E.  Gibson,  M.D.,  Syracuse 

Thomas  F.  McCarthy,  M.D.,  New  York  City 


Constitution  and  Bylaws 

Ezra  A.  Wolff,  M.D.,  Forest  Hills,  Chairman 
Norman  C.  Lyster,  M.D.,  Norwich 
Homer  L.  Nelms,  M.D.,  Albany 
William  F.  Martin,  Esq.,  New  York  City, 
ex  officio 

Convention 

Bernard  J.  Pisani,  M.D.,  New  York  City, 
Chairman 

Philip  M.  Standish,  M.D.,  Canadaigua 
Joseph  G.  Zimring,  M.D.,  Long  Beach 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx,  ex 
officio 

E.  Dean  Babbage,  M.D.,  Buffalo,  ex  officio 
Dinner  Subcommittee 

Leonard  L.  Heimofif,  M.D.,  Bronx,  Chair- 
man 

Lawrence  Ames,  M.D.,  Brooklyn 
Milton  Helpern,  M.D.,  New  York  City 
Kurt  Rosenberg,  M.D.,  Long  Island  City 
Charles  M.  Smith,  M.D.,  Waterloo 

Guest  Reception  Subcommittee 

Michael  C.  Armao,  M.D.,  New  York  City, 
Chairman 

MarceUe  T.  Bernard,  M.D.,  Bronx 
Arthur  H.  Diedrick,  M.D.,  Port  Chester 
John  E.  Lowry,  M.D.,  Flushing 
Irving  M.  PaUin,  M.D.,  Brooklyn 
Adelaide  Romaine,  M.D.,  New  York  City 
Charles  W.  Shlimbaum,  M.D.,  Bay  Shore 
Leslie  H.  Tisdall,  M.D.,  Brooklyn 

Technical  Exhibits  Subcommittee 

William  B.  Rawls,  M.D.,  New  York  City, 
Chairman 

Arthur  L.  Knight,  M.D.,  Rochester 
Scientific  Motion  Picture  Subcommittee 
William  J.  Sullivan,  M.D.,  Bronxville, 
Chairman 

Kenneth  B.  Olson,  M.D.,  Albany 
Lester  Coleman,  M.D.,  New  York  City 
Leo  L.  Leveridge,  M.D.,  New  York  City 

Scientific  Awards  Subcommittee 

Thurman  B.  Givan,  M.D.,  Brooklyn, 
Chairman 

Morris  Maslon,  M.D.,  Glens  Falls 
John  G.  Masterson,  M.D.,  Brooklyn 
Louis  J.  Morse,  M.D.,  Kew  Gardens 

Scientific  Exhibits  Subcommittee 

William  L.  Watson,  M.D.,  New  York  City, 
Chairman 

Francis  P.  BUello,  M.D.,  Glen  Cove 
Fred  W.  Bush,  M.D.,  Rochester 
Albert  H.  Douglas,  M.D.,  Jamaica 
Frederick  Lee  Liebolt,  M.D.,  New  York 
City 

Israel  Steinberg,  M.D.,  New  York  City 
Gustave  P.  Milkey,  M.D.,  Buffalo 
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' Beverly  C.  Smith,  M.D.,  New  York  City 

Arthur  R.  Wilsey,  M.D.,  Gloversville 

Scientific  Program  Subcommittee 
I Bernard  J.  Pisani,  M.D.,  New  York  City, 

Chairman 

Wilham  J.  Grace,  M.D.,  New  York  City 
P.  Frederic  Metildi,  M.D.,  Rochester 
(Committee  personnel  includes  also  chair- 
men of  scientific  sections  and  sessions.) 

Medicine  and  Religion 

Wfiliam  T.  Boland,  M.D.,  Elmira,  Chairman 
, Solomon  Schussheim,  M.D.,  Brooklyn 

Nursing  Education 

I William  A.  Cooper,  M.D.,  New  York  City 
I Robert  F.  McMahon,  M.D.,  Syracuse 
Frank  C.  Nichols,  M.D.,  Sea  Cliff 
Charles  M.  Smith,  M.D.,  Waterloo 

I Press  Matters,  Special  Advisory  on 
I John  C.  McClintock,  M.D.,  Albany,  Chair- 
1 man 

* James  M.  Blake,  M.D.,  Schenectady 

I Samuel  Z.  Freedman,  M.D.,  New  York  City 
f George  J.  Lawrence,  Jr.,  M.D.,  Flushing 
Publication 

George  Himler,  M.D.,  New  York  City,  Chair- 
man 

Albert  H.  Douglas,  M.D.,  Jamaica 
Granville  W.  Larimore,  M.D.,  Albany 
Charles  R.  Mathews,  M.D.,  Rochester 
James  H.  Wall,  M.D.,  White  Plains 
Wilham  Hammond,  M.D.,  Scarsdale,  Editor 
Henry  I.  Fineberg,  M.D.,  New  York  City, 
Adviser 

I Ad  Hoc  Committees 

I To  Study  Effective  Representation  in 
Albany 

• James  M.  Blake,  M.D.,  Schenectady,  Chair- 

man 

George  J.  Lawrence,  Jr.,  M.D.,  Flushing 
John  H.  Carter,  M.D.,  Albany 
John  C.  McClintock,  M.D.,  Albany 
Frederic  W.  Holcomb,  Sr.,  M.D.,  Kingston 
Leo  E.  Gibson,  M.D.,  Syracuse 
Harold  T.  Golden,  M.D.,  Herkimer 
For  Our  Own  Building 

Renato  J.  Azzari,  M.D.,  Bronx,  Chairman 
^ Samuel  Z.  Freedman,  M.D.,  New  York  City 
I Frederic  W.  Holcomb,  Sr.,  M.D.,  Kingston 
Reid  R.  Heffner,  M.D.,  New  Rochelle 

II  Henry  I.  Fineberg,  M.D.,  New  York  City,  ex 

officio 

Joint,  With  the  Osteopathic  Society 
, Medical  Society  of  the  State  of  New 
York 

[ Michael  C.  Armao,  M.D.,  New  York  City, 
Chairman 


John  M.  Galbraith,  M.D.,  Glen  Cove 
James  Greenough,  M.D.,  Cooperstown 
Felix  Ottaviano,  M.D.,  Oneida 
New  York  State  Osteopathic  Society 
Wilham  E.  Kaufman,  D.O.,  Syracuse, 
Chairman 

Max  L.  Kamen,  D.O.,  Brooklyn 
Philip  E.  Greenman,  D.O.,  Kenmore 
Wilham  O.  Kingsbury,  D.O.,  New  York 
City 

C.  Fred  Peckham,  D.O.,  Oswego 

To  Study  Fiscal  Affairs  of  Society  and  Its 
Financial  Set-up 

Renato  J.  Azzari,  M.D.,  Bronx,  Chairman 
Frederic  W.  Holcomb,  Sr.,  M.D.,  Kingston 
Maurcie  J.  Dattelbaum,  M.D.,  Brooklyn 
Samuel  Z.  Freedman,  M.D.,  New  York  City 
Leo  E.  Gibson,  M.D.,  Syracuse 
Thomas  F.  McCarthy,  M.D.,  Bronx 

To  Study  the  Journal 

Norman  S.  Moore,  M.D.,  Ithaca,  Chairman 
Samuel  Z.  Freedman,  M.D.,  New  York  City 
Leo  E.  Gibson,  M.D.,  Syracuse 
George  Himler,  M.D.,  New  York  City 
GranviUe  W.  Larimore,  M.D.,  Albany 

Special  Committees 

Autopsy  and  the  Dead  Human  Body 
Alfred  A.  Angrist,  M.D.,  Bronx,  Chairman 
Herbert  Derman,  M.D.,  Kingston 
Jacob  Taub,  M.D.,  Bronx 
John  V.  Connorton,  New  York  City,  Adviser 

Constitution  and  Bylaws 

Irving  L.  Ershler,  M.D.,  Syracuse,  Chairman 
Philip  D.  AUen,  M.D.,  New  York  City 
Alfred  A.  Hartmann,  M.D.,  Malone 
Ezra  A.  Wolff,  M.D.,  Forest  Hills 
Joseph  G.  Zimring,  M.D.,  Long  Beach 

Disaster  Medical  Care 

Edward  A.  Burkhardt,  M.D.,  New  York  City, 
Chairman 

Irving  G.  Frohman,  M.D.,  Rockaway  Beach 
Vincent  C.  Webb,  M.D.,  Glen  Cove 
James  Lade,  M.D.,  Albany,  Adviser 

Executive  Committee  of  the  Council 

WiUiam  L.  Wheeler,  Jr.,  M.D.,  New  York 
City,  Chairman 

Joseph  A.  Lane,  M.D.,  Rochester 
George  A.  Burgin,  M.D.,  Little  FaUs 
Waring  WiUis,  M.D.,  Bronxvfile 
Samuel  Z.  Freedman,  M.D.,  New  York  City 
George  Himler,  M.D.,  New  York  City 
WiUiam  T.  Boland,  M.D.,  Elmira 

Joint  State  Committee  (Joint  Mediation 
Committee  with  Hospital  Association) 
Hon.  David  W.  Peck,  New  York  City, 
Mediator 
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Medical  Society  of  the  State  of  New 
York 

Harold  T.  Golden,  M.D.,  Herkimer 
Henry  T.  Randall,  M.D.,  New  York  City 
Hospital  Association  of  New  York  state 
Morris  Hinenburg,  M.D.,  New  York  City 
Bernard  A.  Watson,  M.D.,  Clifton  Springs 

Judicial  Council 

Charles  H.  Loughran,  M.D.,  Brooklyn,  Chair- 
man 

James  Greenough,  M.D.,  Cooperstown 
John  F.  Kelley,  M.D.,  Utica 
Edward  T.  Wentworth,  M.D.,  Pittsford 
Gerald  D.  Dorman,  M.D.,  New  York  City 

Labor  Health  Facilities 

William  H.  Foege,  M.D.,  New  York  City, 
Chairman 

S.  Charles  Franco,  M.D.,  New  York  City 
Louis  Venet,  M.D.,  New  York  City 
Peter  J.  DiNatale,  M.D.,  Batavia 

Malpractice  Insurance  and  Defense  Board 
John  J.  Della  Porta,  M.D.,  Rochester,  Chair- 
man 

Raymond  S.  McKeeby,  M.D.,  Binghamton 
Alfred  L.  L.  Bell,  M.D.,  Brooklyn 
George  H.  Shields,  M.D.,  Utica 
Norton  S.  Brown,  M.D.,  New  York  City 
Thomas  M.  d’Angelo,  M.D.,  Jackson  Heights 
David  Kershner,  M.D.,  Brooklyn 
William  F.  Martin,  Esq.,  New  York  City,  ex 
officio 

James  M.  Arnold,  New  York  City,  executive 
secretary 

Nominating  Committee 

Carlton  E.  Wertz,  M.D.,  Buffalo,  Chairman 
Gerald  D.  Dorman,  M.D.,  New  York  City 
Paul  H.  Sullivan,  M.D.,  Great  Neck 
John  C.  McClintock,  M.D.,  Albany 
Milton  J.  Greenberg,  M.D.,  Hudson  Falls 
John  F.  Kelley,  M.D.,  Utica 
R.  Scott  Howland,  M.D.,  Elmira 
Charles  R.  Mathews,  M.D.,  Rochester 
Arthur  H.  Diedrick,  M.D.,  Port  Chester 
David  Kershner,  M.D.,  Brooklyn 
Edward  H.  Robitzek,  M.D.,  Staten  Island 

Planning  Committee  for  Medical  Policies 
Leo  E.  Gibson,  M.D.,  Syracuse,  Chairman 
Henry  I.  Fineberg,  M.D.,  New  York  City 
Norman  S.  Moore,  M.D.,  Ithaca 
John  M.  Galbraith,  M.D.,  Glen  Cove 
Joseph  A.  Lane,  M.D.,  Rochester 


Renato  J.  Azzari,  M.D.,  Bronx 
Irving  L.  Ershler,  M.D.,  Syracuse 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
City,  ex  officio 

George  A.  Burgin,  M.D.,  Little  Falls,  ex 
officio 

Samuel  Z.  Freedman,  M.D.,  New  York  City, 
ex  officio 

Waring  Willis,  M.D.,  Bronxville,  ex  officio 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx,  ex 
officio 

Prize  Essays 

Alfred  A.  Angrist,  M.D.,  Bronx,  Chairman 
Benjamin  G.  Dinen,  M.D.,  Valhalla 
David  Kimball  Miller,  M.D.,  Buffalo 

New  York  State  Association  of  the  Profes- 
sions 

Henry  I.  Fineberg,  M.D.,  New  York  City, 
Delegate 

Leo  E.  Gibson,  M.D.,  Syracuse,  Alternate 
Legislative  Committee  Representatives 
Frederick  Lee  Liebolt,  M.D.,  New  York 
City 

Michael  C.  Armao,  M.D.,  New  York  City 

Representatives  to  Advisory  Committees  to 
Chapters  of  the  Student  A.M.A. 

William  H.  Cassebaum,  M.D.,  New  York 
City,  Cornell  University  Medical  College 
John  F.  MacGuigan,  M.D.,  New  York  City, 
New  York  Medical  College 
Thomas  M.  d’Angelo,  M.D.,  Jackson  Heights, 
New  York  University  College  of  Medicine 
Alfred  P.  Ingengo,  M.D.,  Brooklyn,  State 
University  of  New  York  Downstate  Medical 
Center 

W.  Walter  Street,  M.D.,  Syracuse,  State 
University  of  New  York  Upstate  Medical 
Center  at  Syracuse 

Samuel  Sanes,  M.D.,  Buffalo,  State  University 
of  New  York  at  Buffalo  School  of  Medicine 
Gordon  Hemmett,  M.D.,  Rochester,  Univer- 
sity of  Rochester  School  of  Medicine  and 
Dentistry 

Trustees  Committees 

Investment 

Renato  J.  Azzari,  M.D.,  Bronx,  Chairman 
Gerald  D.  Dorman,  M.D.,  New  York  City 
John  M.  Galbraith,  M.D.,  Glen  Cove 

War  Memorial 

Norman  S.  Moore,  M.D.,  Ithaca,  Chairman 


■* 

J 


3018  New  York  State  Journal  of  Medicine  / October  15,  1963 


CHOOSE  THE  PRODUCT 
TO  m THE  NEED 


iCORTISPORIN’t«. 

POLYMYXIN  B~NE0MYCfN-8RAMICI0fN 
with  HYDROCORTISONE  ACETATE  0.5%  S§ii|" 

CREAM 


a new  vanishing  cream  base 


1/2  OZ. 


‘CORTISPORIN’l 

POLYMYXIN  B - BACITRACIN  - NEOMYCIN 
WITH  HYDROCORTISONE  1% 

OINTMENT 


a special  low  melting  point  base 


anti-inflammatory 
bactericidal 
antipruritic 
rarely  sensitizing 


CREAM— Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available:  In  tubes  of  7.5  Grams. 

OINTMENT— /wf/rediewts;  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  500 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  oz.  and  % oz. 

•U.S.  Patent  Nos.  2.565,057-2.696,261 


Indications:  Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  11  through  14,  1964 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a 
paper  before  a scientific  section  or  a general  session  is 
requested  to  write  to  James  Greenough,  M.D.,  Director 
of  Scientific  Activities,  Medical  Society  of  the  State  of 
New  York,  750  Third  Avenue,  New  York  17,  New  York, 
before  September  15, 1963.  A short  abstract  of  the  pro- 
posed presentation  should  accompany  the  letter. 

Scientific  Exhibits 

Requests  for  application  for  scientific  exhibit  space 
at  the  1964  Convention  should  be  addressed  to  the 
Director  of  Scientific  Activities  at  the  above  address 
as  soon  as  possible. 


NOTE  CHANGE  OF  MONTH  FOR  ANNUAL  CONVENTION: 

FEBRUARY  11  TO  14, 1964 
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voiuiiNr  hr  all  aasins 

There  is  no  season  for  cancer.  And  fighting  it  is  a year-round  job  for  the  American 
Cancer  Society  volunteer. 

Particularly  for  you,  doctor,  our  key  volunteer.  Your  thinking,  experience  and  guid- 
ance are  responsible  for  the  formulation  of  our  policies  and  programs ; your  knowl- 
edge and  skill  are  essential  to  their  execution.  And  so  you  serve  on  our  National, 
Division  and  Unit  boards.  Act  on  our  committees.  Talk  to  lay  audiences  at  our  film 
showings.  Help  evaluate  our  research  grants.  Advise  on  our  professional  publica- 
tions. Raise  funds.  Assess  our  program  materials.  The  list  goes  on  and  on. 

The  American  Cancer  Society  keeps  you  busy,  doctor.  We  depend  upon  you. 

We  hope  that  more  and  more  of  your  fellow  physicians  will  join  you  in 
working  with  us— all  year,  every  year  until  the  fight  against  cancer  is  won. 

AMERICAN  CANCER  SOCIETY 

THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 
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Books  Recehed 


The  following  books  were  received  during  the  month  of  August,  1963* 


Crossen’s  synopsis  of  gynecology.  By 
Daniel  Winston  Beacham,  M.D.,  and  Woodard 
Davis  Beacham,  M.D.  Sixth  edition.  Duo- 
decimo of  371  pages,  illustrated.  St.  Louis,  The 

C.  V.  Mosby  Company,  1963.  Cloth,  $7.50. 

Urology.  Volumes  I,  II  and  III.  Edited  by 
Meredith  F.  Campbell,  M.D.  Second  edition. 
Octavo  of  2,886  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1963. 
Cloth,  $90,  the  set. 

Medical  Department,  United  States  Army. 
Internal  Medicine  in  World  War  II.  Vol- 
ume II.  Infectious  Diseases.  Editor  in 
Chief,  Colonel  John  Boyd  Coates,  Jr.,  MC,  USA. 
Editor  for  Internal  Medicine,  W.  Paul  Havens, 
Jr.,  M.D.  Octavo  of  649  pages,  illustrated. 
Washington,  D.C.,  Office  of  the  Surgeon  Gen- 
eral, Department  of  the  Army,  1963.  Cloth, 
$6.75. 

Medical  Department,  United  States  Army. 
Organization  and  Administration  in  World 
War  II.  Editor  in  Chief,  Colonel  John  Boyd 
Coates,  Jr.,  MC,  USA.  Editor  for  Organization 
and  Administration,  Charles  M.  Wiltse,  Ph.D. 
Octavo  of  613  pages,  illustrated.  Washington, 

D. C.,  Office  of  the  Surgeon  General,  Department 
of  the  Army,  1963.  Cloth,  $6.25. 

Textbook  of  Surgery.  By  Warren  H.  Cole, 
M.D.,  and  Robert  M.  Zollinger,  M.D.  Eighth 
edition.  Quarto  of  1,263  pages,  illustrated. 
New  York,  Appleton-Century-Crofts,  1963. 
Cloth,  $18.95. 

The  Cytologic  Diagnosis  of  Cancer.  By 
Ruth  M.  Graham.  Second  edition.  Octavo 
of  387  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Cloth,  $14. 

Applied  Gynecologic  Pathology.  By  J. 
Edward  Hall,  M.D.  Octavo  of  404  pages,  il- 
lustrated. New  York,  Appleton-Century- 
Crofts,  1963.  Cloth,  $10.95. 

Vascular  Allergy  and  Its  Systemic  Mani- 
festations. By  Joseph  Harkavy,  M.D.  Oc- 
tavo of  304  pages,  illustrated.  Washington, 
Butterworths,  1963.  Cloth,  $10.75. 

The  Population  Dilemma.  Edited  by  Philip 
M.  Hauser.  Octavo  of  188  pages,  illustrated. 
Englewood  Cliffs,  New  Jersey,  Prentice-HaU, 
Inc.,  1963.  Cloth,  $3.95. 

* Books  received  for  review  are  acknowledged  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of 
those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Orthopedic  Appliances.  The  Principles 
and  Practice  of  Brace  Construction.  By 
Henry  H.  Jordan,  M.D.  Second  edition. 
Quarto  of  199  pages,  illustrated.  Springfield, 
Illinois,  Charles  C Thomas,  1963.  Cloth,  $16.50. 

Modern  Trends  in  Obstetrics.  Third  series. 
Edited  by  R.  J.  Kellar,  F.R.C.S.  Octavo  of 
238  pages,  illustrated.  Washington,  Butter- 
worths,  1963.  Cloth,  $11.75. 

Human  Endocrinology.  Volumes  I,  II, 
and  III.  By  Herbert  S.  Kupperman,  M.D. 
Octavo  of  424  pages,  illustrated.  Philadelphia, 
F.  A.  Davis  Company,  1963.  Cloth,  $35,  the  set. 

A History  of  Wine  As  Therapy.  By  Salva- 
tore P.  Lucia,  M.D.  Octavo  of  234  pages,  il- 
lustrated. Philadelphia,  J.  B.  Lippincott  Com- 
pany, 1963.  Cloth. 

Diseases  of  the  Adrenal  Glands:  Radiologic 
Diagnosis.  By  Morton  A.  Meyers,  M.D. 
Octavo  of  97  pages,  illustrated.  Springfield, 
Illinois,  Charles  C Thomas,  1963.  Cloth,  $5.75. 

Thrombophlebitis.  By  Roger  M.  MorreU, 
M.D.  Octavo  of  182  pages,  illustrated.  New 
York,  Grune  & Stratton,  1963.  Cloth,  $6.50. 
(Modern  Medical  Monographs — 25) 

Studies  in  Angiographic  Technique.  By 
Tord  Olin.  Octavo  of  109  pages,  illustrated. 
Lund,  Sweden,  Hakan  Ohlssons  Boktryckeri, 
1963.  Paper,  Sw.Kr.  30. 

Physical  Diagnosis.  The  history  and  ex- 
amination of  the  patient.  By  John  A.  Prior, 
M.D.,  and  Jack  S.  Silberstein,  M.D.  Second 
edition.  Octavo  of  455  pages,  illustrated.  St. 
Louis,  The  C.  V.  Mosby  Company,  1963. 
Cloth,  $8.50. 

Synopsis  of  Ear,  Nose  and  Throat  Diseases. 
By  Robert  E.  Ryan,  M.D.,  William  C.  ThorneU, 
M.D.,  and  Hans  von  Leden,  M.D.  Second 
edition.  Duodecimo  of  425  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1963. 
Cloth,  $7.50. 

Handbook  of  Orthopaedic  Surgery.  By 
Alfred  Rives  Shands,  Jr.,  M.D.,  Richard  Beverly 
Raney,  M.D.,  and  H.  Robert  Brashear,  M.D. 
Sixth  edition.  Octavo  of  591  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1963. 
Cloth,  $11.50. 

Normal  Psychology  of  the  Aging  Process. 
Edited  by  Norman  E.  Zinberg,  M.D.,  and  Irving 
Kaufman,  M.D.  Octavo  of  181  pages.  New 
York,  International  Universities  Press,  Inc., 
1963.  Cloth,  $4.50. 
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THE  MOUNT  SINAI  HOSPITAL,  NEW  YORK  29,  NEW  YORK 


POSTGRADUATE  COURSES  IN  CLINICAL  MEDICINE 

GIVEN  IN  AFFILIATION  WITH 

COLUMBIA  UNIVERSITY 

January  fhrough  June  1964 


COURSES  FOR  GENERAL  PRACTITIONERS 

Clinical  chest  diseases 

Jan.  2 to  Mar.  5:  Thur.,  4 to  5:30  P.M. 

Electrocardiography 

Jan.  G to  Jan.  17:  Mon.  to  Fri.,  9 to  12  Noon 

Recent  advances  in  cardiovascular  disease 

Jan.  20  to  Jan.  31:  Mon.  to  Fri.,  9 to  12  Noon 

Laboratory  methods  in  hematology 

Feb.  3 to  Feb.  8:  Mon.  Tue.  Wed.  & Fri.,  9 to  5 P.M. 

Thursday  1 to  5 P.M. 
Saturday  9 to  1 P.M. 

Clinical  cardiology 

Feb.  4 to  Apr.  7:  Tue.,  2 to  4 P.M. 

Differential  diagnosis  in  radiology  of  the  chest 
Mar.  23  to  June  8:  Mon.,  4:45  to  6:15  P.M. 

Clinical  neurology 

Mar.  23  to  Mar.  27:  Mon.  to  Fri.,  10  to  5 P.M. 

Laboratory  methods  in  blood  banks 

Mar.  23  to  Mar.  25:  Mon.  Tue.  8.  Wed.,  9 to  5 P.M. 

Differential  diagnosis  in  gastrointestinal  radiology 
Mar.  24  to  May  26:  Tue.,  5 to  6 P.M. 

For  application  forms  and  information,  address  the 


Gastroenterology 

Mar.  30  to  Apr.  3:  Mon.  to  Fri.,  9 to  5 P.M. 

COURSES  FOR  SPECIALISTS 

Intranasal  surgery 

Feb.  10  to  Feb.  14:  Mon.  to  Fri.,  9 to  5 P.M. 
Trans-meatal  (Endaural)  Surgery 

Mar.  2 to  Mar.  13:  Mon.  to  Fri.,  9 to  6 P.M. 

Stapes  Surgery 

Apr.  27  to  May  8:  Mon.  to  Fri.,  9 to  5 P.M. 

The  use  of  the  Schepens’  ophthalmoscope 
May  1 to  June  12:  Fri.,  2 to  4 P.M. 

Radium  therapy 

May  12  to  May  21:  Tue.  Wed.  & Thur.,  5 to  7 P.M. 

Rhinoplasty  and  Otoplasty 

May  16  to  May  24:  Sat.  Through  Sun.,  9 to  6 P.M. 

Megavoltage  therapy 

May  25  to  June  5:  Mon.  Wed.  & Fri.,  5 to  7 P.M. 

Clinical  use  of  radioactive  isotopes 

June  1 to  June  26:  Mon.  to  Fri.,  9 to  5 P.M. 

Registrar  for  Postgraduate  Medical  Instruction 


THE  MOUNT  SINAI  HOSPITAL 

Fifth  Avenue  at  One-Hundredth  Street,  New  York  29,  N.  Y. 


Index  to  Advertised  Products 


Analgesics 

Soma  Compound  (Wallace  Laboratories) 2901 

Antiasthmatic  bronchodilators 

Deltasmyl  (Roussel  Corp.) 2889 

Antibiotics 

Chlormycetin  (Parke,  Davis  & Company) 2881 

Cortisporin 

(Burroughs  Wellcome  & Company,  Inc.) 3019 

Declomycin 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Tao  (J.  B.  Roerig  & Company) 2897,  2898,  2899,  2900 

Antiinflammatory  enzymes 
Chymoral 

(Armour  Pharmaceutical  Company) 2nd  cover 

Orenzyme/Parenzyme  (National  Drug  Company).  2893 

Beverages 

No-Cal  (Kirsch  Beverages,  Inc.) 2906 

Bronchopulmonary 

Elixophyllin  (Sherman  Laboratories) 2891 

Coryza  inhibitors 

Coricidin  (Sobering  Corp.) 2903 

Dermatologic  preparations 

Cosmedicake  (Kay  Preparations  Company,  Inc.).  2905 
Sardo  (Sardeau,  Inc.) 2887 

Diagnostic  aids 

Urine  tests  (Ames  Company,  Inc.) 3rd  cover 


Energizers 

Deprol  (Wallace  Laboratories) 2914-2915 

Foods 

Milk  (National  Dairy  Council) 2910 

Gastrointestinal  anticholinergics 
Pathilon 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 2882-2883 

Robrnul  (A.  H.  Robins  Company,  Inc.) 2995 

Hormones 

Enovid  (G.  D.  Searle  & Company) 2921 

Laxatives 
Haley’s  M-0 

(Glenbrook  Labs.,  Chas.  H.  Phillips  Co.) 2907 

Liquors 

Hennessy  Cognac  (Schieffelin  & Company) 2913 

Nasal  decongestants 

Neo-Synephrine  (Winthrop  Laboratories) 2885 

Ovarian  hormones 

Duosterone  (Roussel  Corp.) 2911 

Sedatives 

Barba-Niacin  (Cole  Chemical  Company) 2909 


Tranquilizers 

Thorazine  (Smith  Kline  & French  Laboratories)..  3028 

Vitamins 

Stresscaps 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 2922 
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Officers  / County  Medical  Societies  / 1963 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . 

Cayuga 

Chautauqua. 
Chemung. . . . 
Chenango. . . . 

Clinton 

Columbia. . . . 

Cortland 

Delaware  .... 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston . . . 

Madison 

Monroe 

Montgomery. 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond . . . 
Rockland .... 
St.  Lawrence. 

Saratoga 

Schenectady . 
Schoharie. . . . 

Schuyler 

Seneca 

Steuhen 

Suffolk 

Sullivan 

Tioga 

Tompkins. . . . 

Ulster 

Warren 

Washington.. 

Wasme 

Westchester. . 
Wyoming.  . . . 
Yates 


Francis  A.  Stephens Albany 

John  F.  Glosser Wellsville 

Jerome  B.  Flyim Bronx 

Michael  J.  Maggiore Endicott 

Charles  J.  Barranco ....  Salamanca 

William  W.  Robertson Aubiurn 

Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Charles  L.  Dubuar Sherburne 

John  Menustik,  Jr Plattsburgh 

Robert  L.  Bowerhan Copake 

William  J.  McAuliffe Cortland 

Harry  J.  Wilbur Walton 

James  K.  Keeley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Hans  Leeds Catskill 

Arthur  H.  MuUigan Herkimer 

Thomas  P.  Hamilton . . . Watertown 

Julius  E.  Stolfi Brooklyn 

John  H.  Brooks Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Charles  R.  Harris . . . East  Rochester 

Philip  Cortese Amsterdam 

Raymond  F.  Smith Garden  City 

George  Hinder New  York 

William  R.  Lewis ....  Niagara  Falls 

E.  P.  Russell,  Jr Rome 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Lome  S.  Tieman Middletown 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  Duston  Rames.Cooperstown 

John  del  Campo Carmel 

I.  G.  Frohman ....  Rockaway  Beach 

John  Enzien Troy 

Joseph  F.  Shanaphy New  Dorp 

L.  G.  Weishaar,  Jr Nanuet 

Lanpher  C.  Weston Massena 

John  Esposito Saratoga  Springs 

Norman  D.  Kathan.  . .Schenectady 

Donald  Rich  Lyon Middleburg 

James  J . Norton ....  Montour  Falls 

Bruno  Riemer Romulus 

Ralph  F.  Traver Bath 

Jesse  W.  Mahoney . . . East  Setauket 

Jacob  Rubin Woodbourne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

John  A.  Cooke,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Walter  S.  Bennett Granville 

Evan  Tansley Newark 

James  M.  Jones Bronxville 

Leo  L.  Trnka Arcade 

Wilfred  D.  McCusker. . . .Penn  Yan 


John  J.  Phelan,  Jr Albany 

Kurt  Ziimer Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthin-  L.  Beck,  Jr Glean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer ....  ...  Plattsburgh 

Thomas  C.  Seymour Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  D.  Gioia Poughkeepsie 

Marie  H.  Heiler Buffalo 

George  G.  Hart Lake  Placid 

licon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falls 

James  L.  Harrington ....  Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn. . . . Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky . . . Rochester 
Helen  M.  Blanchard.  . . .Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr. ..New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger ....  Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Ammiel  D.  Schwartz Brewster 

Peter  V.  Gugliuzza Hollis 

John  Squadrito Troy 

John  H.  Randall Staten  Island 

S.  B.  Adler Spring  Valley 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  Saratoga  Springs 

Michael  J.  Ty tko Schenectady 

Jay  C.  Vickers  Dewell. . . . Cobleskill 

Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falls 

Milton  Tully Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried..  . .Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Charles  R.  Bannon Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Robert  E.  Healy Mt.  Kisco 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Perm  Yan 


Lewis  W.  Barton Albany 

Kurt  Ziimer Wellsville 

Harold  E.  Brodman Bronx 

F.  Maurice  Breed Johnson  City 

Duncan  C.  Wormer Portville 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

Henry  B.  Marshall Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Thomas  C.  Seymour Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond ....  Johnstown 

James  McCutcheon Batavia 

Mahlon  H.  Atkinson Catskill 

Timothy  J.  Howard Nevrport 

James  L.  Harrington ....  Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn Mount  Morris 

Robert  F.  Schramm Cazenovia 

T.  Paul  Guest Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr.. . Niagara  Falls 

Theodore  F.  Thomas Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Victor  S.  Lait Flushing 

Joseph  Lasko Troy 

J.  J.  Silverman Staten  Island 

D.  Hjunan Suffern 

Maurice  J.  Elder Massena 

William  H.  Moore.  .Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer.  .Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried. . . . Livingston  Manor 

Paul  Zoltowski Waverly 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  WoodhuU Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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WANTED! 

AUGUST  15,  1962  ISSUE 
OF  THE  JOURNAL 

We  should  very  much  appreciate 
your  donating  this  back  issue  to  the 
Society.  We  are  in  short  supply, 
and  need  this  particular  back  num- 
ber for  foreign  and  medical  school 
requests.  Please  send  to:  New  York 
State  Joiumal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-monlht  day  count  Includci  Initnsivc  training 
In  laboratory  tcchnlquci,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 


McauU  School 


254  W.  54  St— N V C 
Circle  7-3434 
Licensed  by  the  Stale  of  New  york 


PINEWOOD 


Waller  A.  Thompson.  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wendet,  M.D.,  L.F.A.P.A 
Kalonah,  N.Y.  Tel:  CEnIral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR 

Five  Acres  of  Pinewo'''ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Bnnay,  IVl.D..  Director 


PRACTICES  FOR  SALE  OR  RENT 


PEDIATRIC  PRACTICE,  NASSAU  COUNTY;  UN- 
usual  opportunity,  well  establishod.  Terms  to  he  ar- 
ranged. Box  798,  % N.  Y.  St  Jr.  Med. 


GENERAL  PRACTICE.  OTSEGO  COUNTY.  LOVELY 
home-ofBce  combination.  Fully  equipped  with  X-ray, 
diathermy,  etc.  Sale  or  rent.  Box  803,  % N.Y.  St.  Jr. 
Med. 


HOMER,  NEW  YORK— UPSTATE  NEAR  CORTLAND. 
House  with  office  of  lately  deceased  G.P.  to  rent  with 
option  to  buy.  Large,  22  year  practice.  Physician 
urgently  needed.  5 min.  from  hospital.  Mrs.  Eugene 
Alexander,  108  S.  Main  St. 


FOR  SALE:  OFFICE-HOME,  GENERAL  PRACTICE, 
Brooklyn,  New  York.  27  year,  large  practice;  recently 
decea.sed  physician;  active  until  July  25.  Contact: 
Robert  A.  Pitt,  M.D.,  324  Jerome  St.,  Brooklyn,  New 
York.  Phone:  AP  7-5558. 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-^tient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


FULL-TIME  STAFF  POSITION  AVAILABLE  IN 
radiology  service  in  1238  bed  Veterans  Administration 
Hospital.  Program  fully  integrated  with  New  York 
University  Bellevue  Medical  Center.  Active  gastro- 
intestinal, pulmonary  and  neuro-radiology  services. 
Ample  opportunity  for  research.  Salary  up  to  $18,405. 
Contact  Chief,  Radiology  Service,  Veterans  Administra- 
tion Hospital,  First  Avenue  at  East  24th  Street,  New 
York  10,  New  York. 


POSITIONS  NOW  AVAILABLE  FOR  PHYSICIANS  IN 
V.A.  psychiatric  hospital  located  near  Rochester,  New 
York,  in  beautiful  Finger  Lakes  area.  Previous  training 
or  experience  in  psychiatry  not  required.  Must  be  licensed 
in  any  state.  Usual  salary  range  $11,150  to  $16,965. 
Write  Hospital  Director,  V.  A.  Hospital,  Canandaigua, 
N.Y.,  or  phone  315  394-2000. 


N9RTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  forty  miles  from  New  York 
City  is  a 220  bed  community  hospital  with  a high  caliber 
and  well  organized  teaching  program  and  a progressive 
philosophy  regarding  internship  training.  We  are  ac- 
cepting applications  for  rotating  internships  and  invite 
your  inquiries.  The  program  has  the  approval  of  the 
Council  on  Medical  Education  of  the  American  Medical 
Association.  Address:  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New 
York. 


GROUP  PRACTICE  OPPORTUNITIES  FOR  SPECIAL- 
ists  and  general  practitioners;  surgeons,  internists,  pedia- 
tricians, obs-gyn,  radiologists,  general  practitioners  and 
others.  Independent  groim  practices  being  formed. 
Former  Miners  Memorial  Hospital  Association  hospitals 
in  eastern  Kentucky,  West  Virginia  and  Virginia,  available 
for  in-patient  practice  care.  The  hospitals  now  being 
transferred  to  new  non-sectarian,  regional  hospital  author- 
ity as  community  hospitals.  For  information  write: 
Appalachian  Regional  Hospitals,  Inc.,  Box  28004,  Wash- 
ington, D.C. 


PHYSICIAN  WANTED:  IMMEDIATE  OPENING  FOR 
physician  with  Board  certification  in  Internal  Medicine  in 
very  active  GMScS  Hospital  affiliated  with  Downstate 
Medical  Center  and  Kings  County  Hospital.  Salary  from 
$12,845  to  $18,405.  Apply  to  Chief  of  Staff,  V.  A.  Hospital, 
Brooklyn  9,  New  York 


THE  BROOKLYN  VETERANS  ADMINISTRATION 
Hospital  - has  vacancies  for  residency  training  beginning 
July  1,  1964.  This  is  a 1000-bed  general  medical  and 
surgical  hospital;  affiliation  with  State  University  of  New 
York,  Downstate  Medical  Center,  Brooklyn,  New  York. 
Openings  are  available  in:  Internal  medicine  3 years; 
surgery  and  surgical  specialities  4 years;  radiology  3 years; 
pathology  4 years;  physical  iredicine  and  rehabilitation  3 
years;  salary  $4,020  to  $6,120  with  annual  increases. 
Career  residencies  available  in  physical  medicine  and  re- 
habilitation and  in  pathology  from  $8,045  to  $11,150,  de- 
pending on  qualifications.  Contact:  Chief  of  Staff,  V.  A. 
Hospitm,  Brooklyn  9,  New  York 


EXCELLENT  OPPORTUNITY  FOR  E.N.T.  OR  AL- 
lergist  in  professional  center  established  seven  years  ago. 
Central  Connecticut.  Box  810,  % N.  Y.  St.  Jr.  Med. 


PEDIATRICIAN:  UNLIMITED  OPPORTUNI'TY. 

Hospital  open.  Suburbia  - 40  miles  from  New  York  City. 
Space  avail,  in  new  air-conditioned  building.  Box  807, 
% N.Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


TWO  PHYSICIANS  NEEDED;  GENERAL  PRACTI- 
tioner  and  internist  to  join  7 man  medical  group  in  South 
Central  New  York  State.  Suburban  section  adjacent  to 
industrial,  cultural  center  with  3 open  staff  general  hos- 
pitals. Percentage  of  gross  business  with  guaranteed 
minimum  and  later  partnership.  Box  805,  % N.Y.  St.  Jr. 
Med. 


GENERAL  PRACTITIONER,  ROCHESTER,  NEW 
York,  wants  partner  who  may  take  over  later.  Good  in- 
teriial  medical  knowledge  necessary.  Unlimited  oppor- 
tunity with  real  time  off.  Income  unusuaL  Box  808.  % 
N.Y.  St.  Jr.  Med. 


PERU,  NEW  YORK  NEEDS  A G.P.  GUARANTEED 
salary:  $6,000  (Peru  Central  School);  1 year  house  or 
office  rent:  $1,500  (Town  Board  of  Peru);  School  popula- 
tion: 3,000;  Town  population:  3,900.  'Two  churches, 
two  hospit^,  10  mile  distance  in  Plattsburgh.  Ideal 
recreational  center — skiing,  boating,  fishing  and  hunting. 
Call  (reverse  charges)  Howmd  C.  Marsha,  Peru,  N.Y. 
MI  3-2318,  MI  3-9019;  or  write. 


WANTED:  GENERAL  PRACTITIONER,  YOUNG. 

South  Shore,  Long  Island.  Salary  two  years,  then  partner- 
ship. P.O.  Box  596,  Sayville,  New  York. 


HOUSE  PHYSICIAN  OPENINGS:  N.J.  LICENSED  OR 

eligible;  250  bed  community  hospital;  JCAH  approved; 
stipend  $10,000  per  year.  Box  815,  % N.Y.  St.  Jr.  Med. 


OPHTHALMOLOGIST  WANTED  TO  ASSOCIATE 
with  busy  ophthalmologist  in  Binghamton  area.  Excep- 
tional opportunity  for  one  completing  residency  or  man 
up  to  age  45  seeking  relocation.  Would  consider  generalist 
interested  in  Ophthalmology.  Prospectus  available  to 
interested  and  qualified  party,  submitting  details  as  to 
medical  background.  Will  interview  at  fall  Academy 
meeting.  Box  819,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACITIONER  TO  REPLACE  BUSY 
doctor,  recently  moved.  Growing  community  with 
modern  hospital,  enlarging  to  80  beds.  Contact  R.  Miller, 
M.D.,  Chairman  of  Community  Physicians’  Committee, 
Park  Lane,  New  Milford,  Conn. 


WANTED— PHYSICIAN  WITH  INTERNAL  MED- 
icine  background,  age  to  35 — for  permanent  position, 
life  insurance  company,  N.Y.C.  Clinical  associations 
encouraged.  Duties:  clinical,  underwriting.  Outstand- 
ing fringe  benefits.  Inquiries  and  curriculum  vitae  to 
Box  817,  % N.Y.  St.  Jr.  Med. 


WANTED:  INTERNIST,  BOARD  QUALIFIED,  FOR 
large  hospital.  Write  Box  806,  % N.  Y.  St.  Jr.  Med. 


A FAMILY  PHYSICIAN  WANTED  BY  NEW  YORK 
medical  group.  Qualifications  needed:  1 year  intern- 

ship and  2 years  residency  in  Internal  Medicine.  Starting 
salary  $15,000  and  fringe  benefits.  Pleasant  working 
conditions;  no  nights;  full  specialists  staff.  Box  818, 
%N.Y.  St.  Jr.  Med. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  RENT:  SAYVILLE— OAKDALE.  NEW  PROFES- 
sional  office,  1,000  sq.  ft.;  ideal  corner  location,  Montauk 
Highway.  All  or  part.  LT  9-2645. 


SPRING  VALLEY— HOUSE  FOR  SALE.  EXCELLENT 
area  for  office.  Box  794,  % N.Y.  St.  Jr.  Med. 


214  EAST  31ST  STREET;  COMPLETELY  FURNISHED 
office  for  rent,  midtown  Manhattan.  Exceptional  for 
GP  or  ENT.  RENT  $150.  per  month.  Call  Mon,  Wed, 
Fri,  4-7,  MU  6-0223. 


CANARSIE,  BROOKLYN:  OFFICE  TO  RENT  OR 

share.  Furniture  optional.  Reasonable.  HI  4-4100. 


OFFICE  SUITES  AVAILABLE.  NEW  MEDICAL 
building.  Kinnelon,  N.  J.,  Morris  County.  Area  in  need 
of  doctors.  Henry  D.  Ricker,  Broker,  Butler,  N.J. 
TE  8-0400. 


RETIRING  SURGEON  OFFERS  FIVE  ROOM  COM- 
pletely  equipped  office,  laboratory,  in  co-op  building  in 
exclusive  Gramercy  Park,  N.Y.C.,  at  sacrifice.  Irving 
Jay  Greenspan,  Esq.,  38  Park  Row,  N.Y.C.  CO  7-2423. 


THREE  ROOM  OFFICE  FOR  RENT;  THIRTY  YEARS 
on  legation.  Main  highway.  Ideal  for  young  physician 
starting  out.  Write  for  appointment.  Mrs.  Anthony 
Lecce,  697  Hylan  Blvd.,  Staten  Island  5,  New  York. 


LONG  BEACH,  L.I.;  NEW  MEDICAL  OFFICE  FOR 
rent;  furniture  and  equipment  optional.  Call  516  TU 
9-9898. 


PHYSICIAN’S  11-RM.  HOME-OFFICE.  ACCREDITED, 
open  hospital  15  miles.  Upstate  rural  N.Y.  $12,000. 
Box  816,  % N.Y.  St.  Jr.  Med. 


YONKERS,  COR.  BRONX  RIVER  RD.  FOR  RENT  OR 
sale,  new  2 fam.  brick,  suitable  for  office.  Excel,  resid. 
loc.  in  area  of  new  apt.  houses.  914  BE  7-5271  eves. 


SPECIALIST— LOWER  FIFTH  AVENUE  AREA,  WILL- 
ing  to  share  modern  office.  Call  CH  2-2241. 


FLATBUSH,  BKLYN:  MODERN,  7 LARGE  ROOMS, 

lower  of  2 fam.  detached  cor.  house;  near  all  transporta- 
tion, in  area  of  apt.  houses.  Excellent  location  for  doctor. 
Rent  reasonable.  Tel  GE  8-4784  evenings. 


GREAT  NECK,  N.Y.  3 ROOM  OFFICE,  BATH,  SEP- 
arate  entrance.  7 room  house — near  everything.  Very 
reasonable.  LA  4-5678. 


PRACTICE  WANTED 


UROLOGIST,  AGE  34,  BOSTON  TRAINED,  SEEKS 
initial  location  or  association  to  practice  in  N.Y.  State. 
Box  814,  % N.Y.  St.  Jr.  Med. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  available.  Phone 
CH  2-2330,  Ext.  6,  Placement  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides  (Founded  1936  by  two  mem- 
ber Physicians),  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.Y. 


LICENSED  FEMALE  G.P.,  WELL  TRAINED,  DESIRES 
association  with  individual  or  group,  or  other  practice 
opportunity  in  New  York  City.  Box  809,  % N.Y.  St.  Jr. 
Med. 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  Stafe 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


EQUIPMENT  FOR  SALE 


FOR  SALE:  MEDICAL  EQUIPMENT,  FURNITURE, 

fully  equipped  office  available  after  Oct.  31st.  Retiring. 
George  Kraunz,  M.D.,  300  N.  George  St.,  Rome,  N.Y. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.,  221  W.  41st  St.,  New  York  36,  N.Y. 
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I 

there  is 
nothing 
"new"  about 
Thorazine* 

brand  of 

chlorpromazine 

In  the  nine  years  since  it  became  available 
to  American  physicians,  Thorazine  (chlor- 
promazine, SK&F)  has  been  more  widely 
used,  more  thoroughly  investigated  and 
more  extensively  documented  than  any 
other  agent  of  its  type. 

Its  actions,  effects— and  side  effects— are 
well  known  throughout  the  medical  pro- 
fession. Its  efficacy  has  been  clearly  demon- 
strated. And  when  properly  used,  its  ad- 
vantages far  outweigh  any  possible  dis- 
advantages. 

This  is  why  there  is  nothing  “new”  about 
Thorazine  (chlorpromazine,  sk&f).  This  is 
why  it  remains  the  first  choice  in  many 
conditions— and  the  standard  against  which 
other  agents  are  inevitably  compared. 

This  is  why  it  is  one  of  the  fundamental 
drugs  in  medicine. 


SMITH  KLINE  & FRENCH 
LABORATORIES,  PHILADELPHIA 


i 

\ 


i 


for  fast  and  long-lasting  cough  control 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  . . 5 mg.  ) 

(Warning:  May  be  habit-forming)  / 6.5  mg. 
Homatropine  methylbromide  1.5  mg.  ) 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride  . . . . 10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 


in  a highly  palatable,  cherry-flavored  vehicle 
(methylparaben  0.13%  and  propylparaben  0.02% 
as  preservatives) 

INDICATIONS:  For  both  productive  and  nonpro- 
ductive cough.  For  relief  of  symptoms  in  trache- 
itis, bronchitis,  pneumonia,  pharyngitis,  bronchial 
asthma,  pertussis,  and  allied  conditions;  cough 


associated  with  allergy;  in  general,  whenever 
cough  medication  is  indicated. 

DOSAGE:  Average  adult  dose— 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6 to  12 
years,  Vz  teaspoonful;  3 to  6 years,  Vi  teaspoon- 
ful; 1 to  3 years,  10  drops;  6 months  to  1 year, 
5 drops;  after  meals  and  at  bedtime.  On  oral 
Rx  where  state  laws  permit.  U.S.  Pat.  2,630,400. 

CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  HCI 
and  in  patients  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arterio- 
sclerosis. In  these  patients  use  should  not  ex- 
ceed three  days.  Hycomine  Syrup  is  generally  well 
tolerated  but  in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur.  May  be  habit-forming. 


Literature  on  request 

ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


The  one  tranquilizer  that 


BELONGS 
IN  EVERY 
PRACTICE 


it's  versatile:  The  years  have  proved  that  ‘Miltown’  (meprobamate)  is  the 
one  tranquilizer  that  is  helpful  in  almost  every  aspect  of  daily  practice. 
Virtually  any  of  your  patients,  regardless  of  age,  can  be  given  the  drug 
with  confidence,  either  as  a primary  treatment  or  as  an  adjunct  to 
other  therapy. 

Outstanding  record  of  safety:  Over  eight  years  of  clinical  use  among 
millions  of  patients  throughout  the  world  — plus  more  than  1500  pub- 
lished reports  covering  the  use  of  the  drug  in  almost  every  field  of 
medicine— support  your  prescriptions  for  ‘Miltown’  (meprobamate).  This 
is  why  it  “belongs  in  every  practice.” 

dependable:  ‘Miltown’  (meprobamate)  is  an  established  drug.  There  are  no 
surprises  in  store  for  you  or  your  patient.  You  can  depend  on  it  to  help 
your  patients  through  periods  of  emotional  distress  — and  to  help  main- 
tain their  emotional  stability. 

easy  to  use:  Because  ‘Miltown’  (meprobamate)  is  compatible  with  almost  any 
other  kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program 
of  treatment  you  are  now  using.  It  will  not,  therefore,  complicate  treat- 
ment of  patients  seen  in  clinical  practice. 


BRIEF  SUMMARY:  Indications;  Anxiety  and  tension  states,  and  all  conditions  in 
which  anxiety  and  tension  are  symptoms.  Side  Effects:  Slight  drowsiness  may 
occur  and,  rarely,  allergic  or  idiosyncratic  reactions,  generally  developing  after  1-4 
doses  of  the  drug.  Contraindications : Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use.  Precautions:  Should  administration  of 
meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly 
be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small  quantities,  to 
patients  with  suicidal  tendencies.  Massive  overdosage  may  produce  lethargy,  stupor, 
ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possibility  of 
dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction:  with- 
draw gradually  after  prolonged  use  at  high  dosage.  Complete  product  information 
available  to  physicians  on  request. 

USUAL  ADULT  DOSAGE:  1 or  2 400  mg.  tablets  t.i.d. 

SUPPLIED:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 


The  insomniac 


The  tense,  nervous  patient  The  heart-disease  patient 


The  surgical  patieni 


the  original  brand  of 
meprobamate 


own 


WALLACE  LABORATORIES 
Cranbury,  N. }. 


The  problem  child 


The  G.I.  patient 


ttlgirl  with  dermatosis 


Tension  headache 


The  agitated  senile  patient 


The  alcoholic 


The  woman  in  menopause 


Anxious  depression 
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In  colds 
and 

sinusitis 

unsurpassed 

in  providing 

drainage 

space 

without 

chemical 

harm 


The  clogged  sinus 
In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 
Magnified  anatomy  of 
a portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


NEO-SYNEPHRINE 

brand  of  phenylephrine  hydrochloride  hydrochloride 

NASAL  SPRAYS  AND  SOLUTIONS 

When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.'"*  Repeated  applica- 
tions do  not  lessen  effectiveness. 

Available  in  plastic  nasal  sprays  for  adults  (¥2%)  and  children 
(Vi%),  in  dropper  bottles  of  Va,  ¥tor  1 per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  & Surg. 
wiNTHROP  LABORATORIES,  NEW  YORK,  N Y.  42:121,  March,  1935.  2.  Putney,  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 

(Ed.):  Current  Therapy  1952,  Philadelphia,  W.  B.  Saunders  Company, 

1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
' nal-Lancet  79:535,  Dec.,  1959. 
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coordinated  action 


against  G.I.  pain,  spasm  and  anxiety 


ENARAX  5 provides  concerted  somatopsychic 
action  against  symptoms  of  peptic  ulcer,  func- 
tional bowel  syndrome  and  many  other  G.l.  dys- 
functions. Oxyphencyclimine,  the  anticholinergic 
with  chemically  "built  in”  prolonged  action,  gives 
sustained  relief  of  hyperacidity  and  hypermotility— 
while  Atarax®  (hydroxyzine  HCI)  relieves  the  ten- 
sion which  aggravates  or  causes  these  symptoms. 
Each  ENARAX  5 tablet  contains  oxyphencyclimine 


HCI  5 mg.,  hydroxyzine  HCI  (Atarax)  25  mg. 
Prescribe  ENARAX  10  when  extra  potency  is  de- 
sired. Low  toxicity  and  minimal  side  reactions 
permit  substantial  flexibility  of  dosage.  Whichever 
strength  you  choose,  your  G.l.  patients  are  bound 
to  benefit  from  the  concerted  therapeutic  action 
of  ENARAX.  Each  ENARAX  10  tablet  contains 
oxyphencyclimine  HCI  10  mg.,  hydroxyzine  HCI 
(Atarax)  25  mg. 


Precautions  and  Side  Effects:  As  with  other  anticholinergic  agents,  dryness  of  the  mouth,  blurring  of  vision,  consti- 
pation and  urinary  hesitancy  frequently  occur,  but  may  decrease  or  disappear  as  therapy  continues  or  is  adjusted. 
Use  with  care  in  patients  with  prostatic  hypertrophy.  Not  recommended  for  patients  with  an  associated  glaucoma 
except  with  ophthalmological  supervision. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


GEARED  FOR 
CONTROL  OF 
G.l.  DISORDERS 


Oxyphencyclimine  HCI  + Atarax  (hydroxyzine  HCI) 
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He'll  Get  Well 


The  skilled  hands  of  a MEDICO  physician 
saved  his  eye.  Thousands  of  others,  in 
needy  areas  around  the  world,  still  suf- 
fer needlessly,  never  see  a doctor  from 
birth  to  death.  In  Asia,  Africa,  Latin 
America  . . . MEDICO  physicians, 
surgeons  and  nurses  are  on 
duty,  to  fight  disease  and  pain. 
They  both  treat  and  teach,  to 
ensure  lasting  benefit.  They  depend 
on  your  support. 


Here  is  $ to  further  the  work  of  MEDICO. 

Please  send  information  on  serving  with  MEDICO  overseas  □. 

Name 

Address 


City 


State Zip  # 

MEDICO,  g Service  of  CARE 

660  First  Ave.,  New  York,  N.Y.  10016 

Contributions  ore  deductible  from  Federal  income  tax 
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ATHEROSCLEROSIS 

THERAPEUTIC  VALUE  WITHOUT  lODISM 


Chemical  Company 
St.  Louis,  Mo.  63108 


lODO-NIACIN  is  the  modern  drug  for  atherosclerosis.  It 
permits  long  continued  administration  of  protected  potassium 
iodide  in  full  dosage  without  iodism.^ 

Iodides  inhibit  the  increase  of  cholesterol  in  the  liver  and 
blood  and  the  development  of  atherosclerosis.^  They  are  used 
in  the  treatment  of  circulatory  diseases  including  atheroscler- 
osis, coronary  sclerosis  and  angina  pectoris.-'^ 

Idiosyncrasy  to  iodides  is  common  and  iodism  may  occur 
after  small  doses. ^ Niacinamide  hydroiodide,  combined  with 
potassium  iodide  in  lodo-Niacin,  prevents  and  corrects 
iodism.5 

In  a clinical  study  of  59  cases  of  generalized  atheroscler- 
osis, lodo-Niacin  relieved  dizziness  in  71%  of  cases,  vague 
abdominal  distress  in  87%,  chronic  headaches  in  61%,  and 
disorientation  in  50%.  No  iodism  in  any  case! 

Dosage:  2 tablets  three  or  four  times  daily.  May  be  con- 
tinued for  long  periods  without  iodism. 

Availability : Slosol  coated  pink  tablets,  in  bottles  of  100. 
Also  available  in  ampuls. 

SUMMARY : Effective  iodide  medication  pro- 
tected by  niacinamide  against  hazard  of  iodism. 


REFERENCES: 

1.  Am.  J.  Digest,  Dis.  22:5,  1955. 

2.  Circulation  5:647,  1952. 

3.  Sollmann’s  Manual  of  Pharmacology,  8th 
ed.,  1957,  p.  1121. 

4.  Drill’s  Pharmacology  in  Medicine,  2nd  ed., 
1958  p.  562. 

5.  A/.  TiWr  84:741,  1956. 


COLE  CHEMICAL  COMPANY  ’ 

3721-27  Laclede  Ave.,  St.  Louis,  Mo.  63108  N\S  11  ^ 

Gentlemen:  Please  send  me  professional  literature  and  samples  of  lODO-NIACIN. 

DOCTOR  I 

STREET  , ...  I 

CITY  ZONE  . STATE  ' 
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Helps  to  make  the  epileptic’s  life  more  meaningful 


Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 
patient  to  lead  a useful  life. 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  All  usually 

subsidewithcontinueduse.Megaloblasticanemiahasbeen 

reported.  Nystagmus  may  develop.  Nystagmus  in  combi-  _ . . ^ _ ~z- 

nation  with  diplopia  and  ataxia  indicates  dosage  should  be  ‘ “ 

reduced.  Periodic  examination  of  the  blood  is  advisable,  


Medical  Schools 


Albany  Medical  College 

Institute  of  preventive  medicine.  An  In- 
stitute of  Preventive  Medicine  has  been  estab- 
lished to  promote  a closer  association  between 
the  professional  staffs  and  to  integrate  teaching 
and  research  in  areas  common  to  the  College 
and  the  New  York  State  Health  Department. 
Among  the  objectives  of  the  Institute  are:  to 
promote  an  interchange  of  ideas,  to  stimulate 
joint  research  investigations,  and  to  integrate 
the  two  institution’s  educational  and  training 
efforts.  The  College  and  the  Department  will 
share  in  the  use  of  each  other’s  unique  research 
facilities  and  equipment,  to  prevent  unnecessary 
duplication.  Other  goals  cited  are:  to  attract 
to  both  institutions,  as  a result  of  enhanced 
opportunities,  professional  personnel  of  superior 
caliber,  and  to  add  to  the  faculty  of  the  College 
research-oriented  personnel  who  desire  to 
participate  in  the  College’s  teaching  program, 
particularly  in  the  area  of  preventive  medicine. 

The  staff  will  consist  of  selected  members  of 
the  Division’s  professional  staff  who  will  re- 
ceive faculty  appointments  to  the  College. 

Faculty  members.  Three  members  of  the 
clinical. faculty  have  been  promoted  to  the  rank 
of  professor.  These  are:  B.  Lionel  Truscott, 
M.D.,  professor  of  neurology;  William  L. 
Sands,  M.D.,  professor  of  psychiatry;  and 
William  P.  Nelson,  III,  M.D.,  professor  of 
postgraduate  medicine. 

Columbia  University  College  of  Physicans 
and  Surgeons 

Fetal  life  study.  The  fetal  life  study,  begun 
in  1946  by  Rustin  McIntosh,  M.D.,  retired,  will 
be  continued  by  Gilbert  W.  Mellin,  M.D., 
assistant  professor  of  pediatrics,  who  had 
worked  under  Dr.  McIntosh,  under  a grant  of 
$97,867  from  the  National  Foundation-March 
of  Dimes. 

New  center.  A Nutrition  and  Metabolic 
Center  will  be  built  at  St.  Luke’s  Hospital  under 
the  joint  sponsorship  of  the  University  and 
Hospital.  The  center  will  be  operated  jointly 
by  the  Department  of  Medicine  of  the  Hospital 
and  the  Institute  of  Nutrition  Sciences  of  the 
University.  An  award  of  $283,316  from  the 
Division  of  Research  Facilities  and  Resources, 
United  States  Public  Health  Service,  has  been 
made  to  assist  in  the  Construction  and  equipping 
of  the  new  facility.  The  new  Center  will  oc- 
cupy the  top  floor  of  the  new  building  for  the 
Woman’s  Hospital. 


CorneirUniversity  Medical  College 

New  chair.  Mr.  and  Mrs.  E.  Roland  Harri- 
man  have  given  $500,000  to  the  College  for  a 
professorship  in  medicine  which  will  be  known 
as  the  Roland  Harriman  Professorship  in 
Cardiovascular  Medicine. 

Opening  ceremonies.  R.  Gordon  Douglas, 
M.D.,  professor  of  obstetrics  and  gynecology  at 
the  College  and  obstetrician-and-gynecologist- 
in-chief  of  The  Hospital  addressed  the  opening 
exercises  at  which  84  members  of  the  class  of 
1967  were  present. 

Honored.  Honorary  degrees  and  the  address- 
ing of  a special  convocation  commemorating  the 
fifty-year  anniversary  of  medical  teaching  on 
the  campus  of  the  University  of  Alberta  were 
held  September  20  and  21.  The  honored 
speakers  were  R.  Gordon  Douglas,  M.D.,  pro- 
fessor of  obstetrics  and  gynecology;  Frank  L. 
HorsfaU,  Jr.,  M.D.,  president  and  director, 
Sloan-Kettering  Institute,  and  Dr.  Rene  J. 
Dubos,  member  and  professor.  Rockefeller 
Institute. 

Scholarship  fund  and  faculty  salaries.  The 
Teagle  Foundation  and  the  Richard  King  Mellon 
Charitable  Trust  have  given  substantial  gifts 
to  the  College  for  the  purposes  of  supplying 
additional  scholarship  aid  and  augmenting 
faculty  salaries.  The  income  from  the  $500,000 
gift  of  the  Teagle  Foundation  will  establish  a 
number  of  scholarships  for  medical  students  in 
memory  of  Walter  Clark  Teagle,  founder  and 
president  of  the  Foundation,  and  a graduate  of 
the  Class  of  1900  who  also  served  as  a trustee  of 
the  University.  The  Mellon  gift  of  $250,000  is 
part  of  a total  grant  of  $5,750,000  which  was 
awarded  to  23  of  the  45  private  medical  schools 
in  the  United  States  selected  on  the  combined 
basis  of  need,  demonstrated  excellence,  and 
geographic  distribution. 

Scholarships  and  prizes  announced  at 
opening  exercises.  John  E.  Deitrick,  M.D., 
Dean,  announced  that  for  the  current  academic 
year  $143,725  had  been  awarded  to  125  students. 
Dr.  Deitrick  also  announced  that  the  Herman 
L.  Jacobius  Prize  in  Pathology  was  won  by  Dick 
Katzin;  the  William  C.  Thro  Prize  in  Clinical 
Pathology  went  to  Richard  A.  Borrison;  Charles 
Rupert  Stockard  Scholarships  were  awarded  to 
Richard  A.  Borrison  and  James  P.  Baden.  The 
newly  established  Gustave  J.  Noback  Prize  in 
Anatomy  was  awarded  to  Jeremy  J.  Kaye  for 

continued  on  page  3048 
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winter  coughs  ahead... 

clear  the  tract 
with  Robitussin^ 


ROBITUSSIN® 

Each  5 cc.  tsp.  contains: 

ij  Glyceryl  guaiacolate  

100  mg. 

; ROBITUSSIN®  A-C 

Robitussin  with  antihistamine  and  codeine. 
Each  5 cc.  tsp.  contains: 

Glyceryl  guaiacolate  100  mg. 

Pheniramine  maleate 7.5  mg. 

H Codeine  phosphate 10  mg. 

(exempt  narcotic) 

Photo:  N.  & W.  Engine  No.  611,  last  of  the  famous 
“Class  1”  locomotives,  on  its  final  run  between 
Roanoke,  Va.,  and  Williamson,  W.  Va.,  Oct.  26, 1959. 


For  the  coughing  patient  who  labors  to  remove 
tenacious  mucus  from  his  respiratory  tract, 
Robitussin  provides  a remarkably  potent  expec- 
torant action.  It  contains  glyceryl  guaiacolate 
which  increases  respiratory  tract  fluid  (R.T.F.) 
almost  200%  to  “clear  the  tract”  of  cough- 
inducing  irritants.  Increased  R.T.F.  also  per- 
mits more  efficient  action  of  bronchial  and  tracheal  cilia  to  further 
enhance  the  evacuation  of  sputum,  thus  reducing  cough  fre- 
quency and  helping  the  cough  remove  its  cause. 

After  more  than  thirteen  years  and  millions  of  prescriptions,  no 
serious  side  effects  have  been  reported  from  Robitussin.  And 
patient  acceptance  has  been  outstanding. 

A.  H.  ROBINS  COMPANY,  INC.,  Richmond  20,  Virginia 


it’s  a long  way  back  to  the  barn... 

It’s  a long  road  to  almost  anywhere  for  anyone  suffering 
the  excruciating,  itching  discomfort  of  pruritus  anL 
ARISTOCORT  Triamcinolone  Acetonide  Cream  is 
highly  active  against  the  embarrassing  and  intolerable 
irritation  of  pruritus  ani  and  vulvae.  Sparing  application 
to  the  affected  area— 3 to  4 times  daily— usually 
provides  rapid  relief.  And  when  excoriation  of  the  area 
has  led  to  infection,  the  choice  of  NEO-ARISTOCORT 
Neomycin  Sulfate-Triamcinolone  Acetonide  will 
assure  activity  against  a wide  range  of  skin  pathogens. 

A possible  side  effect  may  be  local  skin  sensitization 
due  to  neomycin.  Contraindications  (both  forms) : 
tuberculosis  of  the  skin,  herpes  simplex,  and 
chicken  pox.  Prescribe  tubes  of  5 or  15  Gm. 

Also  available  in  V2  lb.  jars. 

A TOPICAL  CREAM  0.1% 

^ AND  OINTMENT  0.1% 

Triamcinolone  Acetonide 


-Aristocort 


Neomycin  Sulfate  (0.5%)  — Triamcinolone  Acetonide  (0.1%) 


CREAM  0.1%  AND 
OINTMENT  0.1% 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


NOW  FROM  66  HOSPITALS . , . 

Nationwide  Comparison  of  Microbial  Susceptibility  to  5 Leading  Antibiotics.  The  1963  antibiotics  survey  is  unprecedenter 
its  scope.  In  all,  susceptibility  results  of  9,331  cultures  were  collected  from  66  hospitals  in  26  states.  The  bacteria  stud 
were  isolated  from  overt  clinical  infections,  and  tested  by  the  disc  sensitivity  method  for  susceptibility  to  five  widely-u 
antibiotics.  Each  participating  hospital  laboratory  reported  the  over-all  susceptibility  of  the  specified  bacteria  studied  e 
week.  The  data  thus  collected  were  then  compared  and  analyzed  by  electronic  data  processing  equipment. 

The  in  vitro  findings  indicate  the  over-all  superiority  of  TAO  (triacetyloleandomycin)  over  four  leading  antibiotics  aga> ' 
staphylococcus  aureus  (coagulase  positive),  streptococcus  pyogenes  (beta-hemolytic),  diplococcus  pneumoniae,  and  str ! 
tococcus  pyogenes  Group  D (enterococcus).  These  1963  data  broaden  and  confirm  the  1962  study  of  9,872  cultures  in  i| 
continuing  hospital  survey  of  antibiotics. 


RESULTS  FROM ,1963  NATIONI 
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Erythromycin 

68.9% 

96.7% 
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68.5% 

Tetracycline 

50.9% 

79.9% 

92.9% 

36.6% 

Chloramphenicol 

82.2% 

94.2% 

96.8% 

72.3% 

Penicillin 

27.0% 

94.9% 

96.8% 

45.0% 

(figures  in  parentheses  indicate  total  number  of  cultures) 
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pacet^ole¥i3omycin) 


/VIDE  SURVEY  OF  ANTIBIOTICS 


idications:  The  bacterial  spectrum  for  which  TAG  (triacetylo- 
[jandomycin)  primarily  is  effective  includes  staphylococci,  strep- 
xocci,  pneumococci  and  gonococci.  It  is  recommended  for  acute 
evere  infections  where  adequate  sensitivity  testing  has  demon- 
trated  susceptibility  to  this  antibiotic.  It  has  been  shown  to  be 
articularly  effective  in  acute,  severe  infections  of  the  respiratory 
act,  bones  and  joints,  genitourinary  tract  and  in  staphylococcal 
nterocolitis.  It  is  not  recommended  for  prophylaxis  or  in  the  man- 
gement  of  infectious  processes  which  may  require  more  than 
0 days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity 
f this  drug,  when  therapy  beyond  10  days  proves  necessary,  other 
jss  toxic  agents,  of  course,  should  be  used  unless  the  organism  is 
asistant  to  those  agents,  or  in  those  cases  where  hypersensitivity 
recludes  their  use.  If  clinical  judgment  dictates  continuation  of 
lerapy  for  longer  periods,  serial  monitoring  of  liver  profile  is 
acommended,  including  BSP,  transaminase  (SGOT)  and  cephalin 
occulation  tests. 

references:  i.  senberg,  Henry  D.;  Ph.D.:  Scientific  Exhibit  presented  at 
le  meeting  of  the  American  Medical  Association,  Atlantic  City,  New  Jersey, 
jne  16-20, 1963. 2.  Fowler,  J.  Ralph,  Watters,  John  L.  and  Levy,  Arthur  M.: 
Ilinical  Medicine,  70:547  (Mar.)  19W. 


TAG 

(triacetyloleandomycin) 


Available  as: 

Capsules  (250  mg.;  125  mg.) 

Ready-Mixed  Oral  Suspension 
(raspberry-flavored,  125  mg./5  cc.) 

Pediatric  Drops  (100  mg./cc.) 

Parenteral  (as  oleandomycin  phosphate) 

New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc.  • Science  for  the  World's  Well-Being® 


precautions  and  side  effects:  use  of  this  drug  may  produce 
alterations  in  liver  function  tests  and  jaundice.  Clinical  experience 
available  thus  far  indicates  that  these  liver  changes  were  reversi- 
ble following  discontinuation  of  the  drug.  A review  of  studies  by 
several  independent  investigators  and  reports  from  practicing  phy- 
sicians indicate  that  liver  function  abnormalities  may  occur  in  a 
significant  number  of  patients  following  two  weeks  or  more  of 
continuous  therapy  with  triacetyloleandomycin  at  1.0  gram  per  day 
in  divided  doses.  Clinical  symptomatology,  including  jaundice,  has 
been  observed  infrequently  in  these  individuals.  The  drug  is  not 
recommended  for  subjects  who  have  shown  abnormal  liver  func- 
tion tests  or  hepatotoxic  reactions  to  it.  Based  upon  the  use  of  this 
drug  over  a period  exceeding  5 years,  the  incidence  of  jaundice 
considering  all  reports  referable  to  this  effect  is  6.3  per  million 
courses  of  therapy.  When  only  those  which  definitely  can  be  re- 
lated to  this  drug  are  equated  to  usage,  the  incidence  is  1.8  per 
million  courses  of  treatment. 

Although  reactions  of  an  allergic  nature  due  to  this  drug  are  in- 
frequent and  seldom  severe,  those  of  the  anaphylactoid  type  have 
occurred  on  rare  occasions. 
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work  on  the  fine  structural  changes  in  E.  coli 
induced  by  antibiotics. 

New  York  Medical  College 

Research  society.  A Research  Society  has 
been  formed  at  the  College.  The  inaugural 
meeting  was  September  18  and  will  have  regu- 
lar monthly  sessions  for  the  complete  exchange 
of  scientific  research  information  between  the 
clinical  and  basic  science  departments.  Dr. 
Ward  Pigman,  president  of  the  Society  and 
chairman,  Department  of  Biochemistry,  an- 
nounced that  membership  is  open  to  all  faculty 
members  at  the  College  and  other  professional 
personnel  such  as  graduate  students,  fellows, 
trainees,  and  residents  are  eligible  for  associate 
membership.  Dr.  David  Lehr,  chairman  of  the 
Society’s  program  committee  and  of  the  Depart- 
ment of  Physiology  and  Pharmacology,  an- 
nounced that  the  first  session  was  to  be  con- 
cerned with  hematologic  research.  Members 
of  the  executive  committee  are:  Dr.  Ralph  E. 
Snyder,  Dr.  Isadore  Danishefsky  (Department 
of  Biochemistry);  Miriam  Lending,  M.D. 
(Department  of  Pediatrics);  Rachmiel  Levine, 
M.D.  (Department  of  Medicine);  and  Bernard 
M.  Wagner,  M.D.  (Department  of  Pathology) . 

Public  health  appointment.  Jonas  N.  Mul- 
ler, M.D.,  professor  and  chairman.  Department 
of  Preventive  Medicine,  has  been  appointed  as 
the  academic  member  of  a 13-man  steering  com- 
mittee of  the  new  National  Institute  on  Public 
Health  and  Rehabilitation.  The  Institute, 
sponsored  by  the  American  Public  Health 
Association  and  the  National  Rehabilitation 
Association,  will  study  the  relationships  be- 
tween official  public  health  agencies  and 
vocational  rehabilitation  agencies  and  will  work 
toward  bringing  the  sets  of  agencies  and  their 
programs  closer  together  in  relation  to  their 
common  interests. 

New  department  head.  Edward  Doane 
DeLamater,  M.D.,  Ph.D.,  research  professor 
and  director.  Section  on  Cytology  and  Genetics, 
University  of  Pennsylvania,  was  appointed 
chairman.  Department  of  Microbiology,  at  the 
College.  Dr.  DeLamater  started  his  duties  on 
September  1. 

Hartford  Foundation  grant.  Announce- 
ment of  a $379,000  grant  from  the  Hartford 
Foundation  was  made  recently.  This  grant 
will  enable  the  College  research  team  to  con- 
tinue its  efforts  to  develop  methods  to  prevent 
deaths  that  follow  heart  attacks.  Director  of  the 
intensive  study  is  Bernard  M.  Wagner,  M.D., 
professor  and  chairman.  Department  of  Pa- 
thology, who  will  utilize  the  investigative  efforts 
of  the  Departments  of  Medicine  and  Surgery, 
which  are  headed  by  Rachmiel  Levine,  M.D., 
and  Walter  Mersheimer,  M.D.,  respectively. 


New  York  University  MeiJical  Center 

Appointed  acting  chairman.  Marvin 
Kuschner,  M.D.,  has  been  appointed  acting 
chairman  of  the  Department  of  Pathology  effec- 
tive September  1. 

State  University  of  New  York  Downstate 
Medical  Center 

Alumni  night.  The  first  alumni  night  was 
held  on  October  10.  Guest  speaker  was  Rach- 
miel Levine,  M.D.,  professor  and  chairman. 
Department  of  Medicine,  New  York  Medical 
College,  who  spoke  on  “Metabolic  Deviations 
of  Diabetes  Mellitus — Newer  Concepts.” 

Elected.  John  N.  Edson,  M.D.,  director  of 
the  Department  of  Medicine,  Long  Island 
College  Hospital  and  clinical  associate  professor 
of  medicine  and  assistant  dean  of  the  College, 
has  been  elected  president  of  the  hospital’s 
medical  board. 

New  faculty  appointments.  Three  new 
faculty  members  have  been  appointed  in  the 
Department  of  Surgery;  These  are:  William  B. 
Ayers,  M.D.,  clinical  associate  professor  of 
thoracic  surgery;  Joseph  H.  Siris.  M.D., 
clinical  assistant  professor  of  neurosurgery; 
and  Jerrold  M.  Becker,  M.D.,  clinical  assistant 
professor  of  pediatric  surgery;  in  the  Depart- 
ment of  Pediatrics:  Vincent  deP.  Larkin, 

clinical  professor. 

Promotions.  Promoted  from  clinical  associ- 
ate professor  to  clinical  professor  are:  Depart- 
ment of  Psychiatry,  Nathaniel  Ross,  M.D., 
Melitta  Sperling,  M.D.,  Otto  Sperling,  M.D., 
Sidney  Tarachow,  M.D.,  and  Gustav  By- 
chowski,  M.D.  In  the  Department  of  Surgery, 
John  F.  Raycroft,  M.D.;  Department  of 
Pediatrics,  Abram  Kanof,  M.D.;  and  Montague 
Ullman,  M.D.,  Department  of  Psychiatry,  was 
promoted  from  associate  professor  to  professor. 

Promoted  from  clinical  assistant  professor  to 
clinical  associate  professor:  Stanley  L.  Wallace, 
M.D.,  Seymour  S.  Cutler,  M.D.,  Nathaniel  E. 
Reich,  M.D.,  and  Charles  M.  Plotz,  M.D., 
Department  of  Medicine;  Leon  L.  Altman, 
M.D.,  Robert  Savitt,  M.D.,  and  Emil  G. 
Winkler,  M.D.,  Department  of  Psychiatry; 
Alvin  M.  Siegler,  M.D.,  Department  of  Ob- 
stetrics and  Gynecology;  and  Walter  J.  O’Con- 
nor, M.D.,  Department  of  Pediatrics. 

Clinical  assistant  professorships  were  pre- 
sented to:  Samuel  Waldman,  M.D.,  Joshua 

Rubinstein,  M.D.,  Joseph  T.  McGinn,  M.D., 
Sterling  Jonas,  M.D.,  Nathan  Kreeger,  M.D., 
Stanley  L.  Slater,  M.D.,  and  William  Ruber- 
man,  M.D.,  Department  of  Medicine;  Michael 
Orange,  M.D.,  Ernest  T.  Heffer,  M.D.,  and 
Jerome  E.  Maisel,  M.D.,  Department  of  Pedi- 
atrics; Harry  H.  Samberg,  M.D.,  and  Bernard 
S.  Post,  M.D.,  Department  of  Rehabilitation 
Medicine;  and  Richard  J.  Calame,  M.D., 
Department  of  Obstetrics  and  Gynecology. 
Theodore  Lipin,  M.D.,  was  promoted  to  senior 
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White's^ 

Cod  Liver  OH 

Concentrate 

Drops 

With  Added  Vitamin  D3 


For  infants,  essential  vitamins  A and  D at  only  a penny 
a day!  Only  two  drops  a day  of  White’s  Cod  Liver  Oil 
Concentrate  provide  an  economical,  therapeutically 
sound  way  to  give  infants  vitamins  A and  D.  Each 
White’s  Cod  Liver  Oil  Concentrate  Drop  provides  1,560 
units  of  vitamin  A and  312  units  of  vitamin  D (equiva- 
lent to  one  teaspoonful  of  Cod  Liver  Oil,  N.F.).  Usual 
prophylactic  dose:  2 to  4 drops  daily.  Supplied:  drop- 
per bottles  of  6 cc.,  30  cc.  and  50  cc. 


WHITE  LABORATORIES  INC./kmHwoKIi.  Int  Jwny 

PROGRESS  THROUGH  RESEARCH 
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for  lower  costs  to  your  patients 

Meprobamate  Tablets 

400  mg.  U.S.P. 

Quality  controlled  by  West-ward 


Literature  available  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

NYS  11-1 


Alkalol  Company 3163 

Ames  Company,  Inc 3rd  cover 

James  M.  Arnold 3163 

Burroughs  Wellcome  & Company,  Inc 3062 

Carol  Management  Corp 3171 

Cole  Chemical  Company 3039 

Endo  Laboratories 3029 

J.  H.  Filbert,  Inc 3051 

Fleischmann's  Margarine 

Standard  Brands,  Inc 3161 

Greenmont-on-Hudson 3169 

Holbrook  Manor 3169 


Lederle  Laboratories.  Div.  Amer.  Cyanamid  Co. .3044-3045 


Eli  Lilly  & Company 3056 

Carl  M.  Loeb,  Rhoades  & Company 3163 

Mead  Johnson  Laboratories 4th  cover 

Parke,  Davis  & Company 3041 

Pinewood 3169 

A.  H.  Robins  Company,  Inc 3043 

J.  B.  Roerig  & Company 3035,  3046-3047,  3053 

William  H.  Rorer,  Inc 2nd  cover 

Roussel  Corp 3055 

Schieffelin  & Company 3050 

G.  D.  Searle  & Company 3061 

Wallace  Laboratories 3030-3031 

West-Ward,  Inc 3050 

White  Laboratories 3049 

Winthrop  Laboratories 3033 


3050 


A special  I margarine 


for  the  atherosclerosis  diet 


I 

I The  latest  report*  in  iheJAMA  on  atherosclerosk 
[diets  states,  “...it  appears  logical  to  attempt  to 
(’reduce  high  concentrations  of  cholesterol  and 
other  serum  lipids  as  an  experimental  therapeutic 
y procedure.” 

’ Since  this  report  recognizes  table  spreads  as  an 
■.‘important  source  of  dietary  fat,  we  beheve  that  it 
j is  in  your  professional  interest  to  know  about  the 
^ fatty-acid  composition  of  Mrs.  Filbert’s  Corn  Oil 
1- Margarine. 

' Mrs.  Filbert’s  Corn  Oil  Margarine  is  a special 
margarine*  * made  from  100%  corn  oil,  over  50% 
of  which  retains  its  liquid  characteristics. 

I 

1- 


Because  of  its  high  linoleic  content,  its  ratio  of 
polyunsaturates  to  saturates  is  about  1 .7  to  1 . . . 
and  equals  the  highest  level  available  today  in  any 
corn  oil  margarine. 

Of  the  total  fatty  acid  content,  28%  is  cis-cis 
linoleic  acid. 

Moreover,  when  you  recommend  Mrs.  Filbert’s 
Corn  Oil  Margarine,  your  patient  is  assured  of 
receiving  unmatched  taste  and  flavor  satisfaction 
— an  important  consideration  in  promoting  ad 
herence  to  any  therapeutic  regimen. 

*AM A Council  on  Foods  and  Nutrition : The  Regulation  of 
Dietary  Fat,  JAMA  181:411-423  (August  4,  1962). 

**AMA  Council  on  Foods  and  Nutrition:  Composition  of 
Certain  Margarines,  JAMA  179:719  (March  3,  1962). 


ji 

t 

i 


i 


I Made  from  100%  corn  oil  with  liquid  corn  oil  as  its  major  ingredient 

\ For  additional  information— including  detailed  listings  of  component  characteristics— please  write  to  us. 

J.  H.  FILBERT,  Inc. 

I BALTIMORE  29,  MARYLAND 


CORN  OIL  MARGARINE' 
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lecturer  in  the  Department  of  Psychiatry  and 
William  Kapuler  was  promoted  to  lecturer  in 
the  same  department. 

Merton  M.  Gill,  M.D.,  psychiatrist  and 
psychoanalyst,  Berkeley,  California,  has  been 
appointed  research  career  professor  of  psychia- 
try, under  a special  grant  from  the  National 
Institutes  of  Health.  His  work  at  the  Medical 
Center  wiU  involve  research  on  states  of  con- 
sciousness and  on  the  applications  of  psycho- 
analytic theory  to  understanding  behavior  and 
to  methods  of  treatment.  He  will  be  a major 
investigator  at  the  recently  opened  Psychiatric 
Treatment  Research  Center,  and  wiU  also 
engage  in  the  research  education  of  psycho- 
analytic trainees  and  in  the  development  of 
the  research  program  in  the  Division  of  Psycho- 
analytic Education. 

Biochemistry  symposium.  A special  sym- 
posium on  “Membrane  Structure  and  Function” 
wiU  be  held  on  Monday,  November  4,  sponsored 
by  the  Department  of  Biochemistry. 

Speakers  will  be:  Dr.  W.  Stoeckenius,  Rocke- 
feller Institute — “Fine  Structure  of  CeUular 
Membranes”;  Dr.  H.  N.  Christensen,  chair- 
man, Department  of  Biological  Chemistry, 
University  of  Michigan — “Some  Ideas  About 
Transport  Arising  From  the  Study  of  Migration 
of  Organic  Molecules”;  Dr.  J.  E.  DanieUi, 
chairman.  Department  of  Medicinal  Chemistry, 
University  of  Buffalo — “A  Problem  of  Selective 
Permeability”;  Dr.  P.  C.  Chan,  assistant  pro- 
fessor of  biochemistry,  Downstate  Medical 
Center — “Studies  on  the  ATBase  System  in  the 
Erythrocyte  Membrane.”  The  symposium  wUl 
be  held  from  1 to  5 p.m.  in  the  sixth  floor  lecture 
hall,  basic  sciences  building. 

New  dormitories.  Contracts  to  construct  two 
dormitories  for  the  New  York  State  Dormitory 
Authority  at  a cost  of  $3,832,500  have  been 
awarded  to  Bartley  & Sons,  Inc.,  Flushing,  New 
York.  Designed  by  the  New  York  firm  of  the 
Oflice  of  Max  O.  Urbahn,  Architects,  each  of 
the  two  identical  dormitories  wiU  combine  a 
student  nurses’  residence  and  an  apartment 
house  for  single  and  married  medical  students 
and  their  families.  Each  building  will  house 
48  student  nurses  in  semiprivate  rooms  and 
192  persons  in  72  apartments.  In  order  to 
accommodate  this  number  in  the  limited  site 
area,  the  buildings  will  be  11  stories  high  even 
though  the  highest  dormitory  previously  built 
for  the  New  York  State  Dormitory  Authority 
was  three  stories. 

The  buildings  will  be  located  side  by  side  on 
New  York  Avenue  between  Lenox  Road  and 
Linden  Boulevard  behind  the  Medical  Center’s 
existing  basic  sciences  building  and  new  teaching 
and  research  hospital  now  under  construction. 
The  expected  completion  date  for  the  first 
dormitory  is  September  1964  and  for  the  second, 
December  1964. 

Postgraduate  courses  offered.  The  follow- 
ing postgraduate  courses  will  be  offered  during 


the  academic  year  1963-64;  Lectures  in 
Psychiatry:  Tuesdays,  October  1 to  March  24! 
Sandor  Lorand,  M.D.,  and  others;  seminar  in 
pediatrics:  Thursdays,  October  3 to  April  2; 
Samuel  Karelitz,  M.D.,  and  others  at  the  Long 
Island  Jewish  Hospital;  Rehabilitation  Medi- 
cine: Wednesdays,  October  9 to  December  11; 
Joseph  G.  Benton,  M.D.,  and  staff;  Workshops 
in  Neurology:  Mondays,  October  14  to  No- 
vember 4;  L.  P.  Hinterbuchner,  M.D.,  and  others 
at  the  Jewish  Chronic  Disease  Hospital; 
Recent  Advances  in  Internal  Medicine:  Wednes- 
days, October  16  to  December  18;  Charles  M. 
Plotz,  M.D.,  and  others;  Applied  Gynecologic 
Pathology:  Thursdays,  October  17  to  January 
27;  Alexander  H.  Rosenthal,  M.D.,  and  others 
at  the  Long  Island  Jewish  Hospital;  Teaching 
Day  in  Rheumatic  Disease:  one  day,  Wednes- 
day, November  13;  Charles  M.  Plotz,  M.D., 
and  others;  Functional  Anatomy:  Mondays, 
January  13  to  May  25;  Raymond  K.  J.  Luo- 
manen,  M.D.;  Comprehensive  Course  in 
Respiration:  Wednesdays,  January  15  to  April 
1;  Harold  A.  Lyons,  M.D.,  and  Frederick  F. 
Kao,  M.D.;  Dermatologic  Review  and  Prac- 
• tical  Oflice  Procedures:  Wednesdays,  January 
29  to  March  25;  Lawrence  Frank,  M.D.,  and 
others;  Review  of  Current  Progress  in  In- 
ternal Medicine:  Tuesdays  and  Fridays,  April 
7 to  June  12;  David  Grob,  M.D.,  and  others 
at  Maimonides  Hospital  of  Brooklyn. 

For  information  and  registration  contact  the 
Oflftce  of  Postgraduate  Education,  State  Uni- 
versity of  New  York,  Downstate  Medical  Cen- 
ter, 450  Clarkson  Avenue,  Brooklyn  3,  New 
York,  UL  6-2020  Extension  361. 

Research  grants  received.  A total  of  48  re- 
search and  training  grants  amounting  to 
$1,349,836  has  been  received  since  June.  In 
addition,  10  Health  Research  Council  Research 
Investigatorships,  a National  Institutes  of 
Health  Fellowship,  and  a Commonwealth  Fund 
Fellowship  were  awarded,  totaling  $92,561. 

The  Health  Research  Council  Investigator- 
ships  went  to:  Drs.  Jerome  P.  Parnell  and 

Robert  S.  Speirs,  Anatomy;  Stanley  WaUach, 
M.D.,  Medicine;  Dr.  Frederick  F.  Kao,  Physi- 
ology; and  Sumner  Berkovich,  M.D.,  Pediatrics 
(renewals).  Also  to:  Dr.  Alfred  Stracher,  Bio- 
chemistry; Alan  Josephson,  M.D.,  and  Eli  A. 
Friedman,  M.D.,  Medicine;  Stanley  M.  Aron- 
son, M.D.,  Pathology;  and  Senih  M.  Fikrig, 
M.D.,  Pediatrics  (new  awards).  The  N.I.H. 
Fellowship  went  to  Dr.  Jerry  Weisfogel,  Psy- 
chiatry, and  the  Commonwealth  Fund  Fellow- 
ship to  Max  Schur,  M.D.,  Psychiatry. 

Of  the  research  grants,  17  were  renewals  and 
13  were  for  the  support  of  new  research.  Two 
were  institutional  grants  for  general  research 
support  awarded  to  President  Robert  A.  Moore. 
Fourteen  of  the  grants  came  from  N.I.H.,  six 
from  the  Health  Research  Council  of  the  City  of 
New  York,  two  each  from  the  New  York  State 
Chapter  of  the  Arthritis  and  Rheumatism 
Foundation  and  A.  H.  Robins  Co.,  and  one  each 
from  the  National  Science  Foundation,  the 

continued  on  page  3054 
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Before  Mimi  could  hit  high-C 


. . .vertigo  hit  Mimi* 


The  house  doctor  gave  her  Antivert. 


Antivert  stopped  the  vertigo. . » 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS’*’ 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere’s  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include:  cu- 
taneous flushing,  sensations  ofwarmth, 
tingling  and  itching,  burning  of  skin, 
increased  gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining 
these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a 
desirable  physiological  sign  that  the  nic- 
otinic acid  is  carrying  out  its  intended 
function  of  vasodilation.  Because  of 
this  vasodilation,  severe  hypotension 
and  hemorrhage  are  obvious  contra- 
indications to  Antivert  therapy. 

•Seal,  J.  C.;  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

Anf  lyprf  mecnzineHCI 
■ ■IILIWwl  L nicotinic  acid 

stops  vertigo 

TABLETS:  (meclizine  HCi  12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and 
nicotinic  acid  25  mg.) 

and  foryour  geriatric  patients:  NEOBON® 
See  Physicians’  Desk  Reference  for  pre- 
scription information. 


New  York.  N.  Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


but  Antivert  can't  stop  everything. 
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National  Society  for  the  Prevention  of  Blind- 
ness, the  Deafness  Research  Foundation,  the 
American  Academy  of  Pediatrics,  McNeil  Labs, 
Inc.,  and  Hoffman-LaRoche  Co. 

Of  the  18  training  grants,  14  were  renewals 
and  four  were  new  awards.  All  of  these  were 
awarded  by  N.I.H.  for  support  of  graduate  and 
undergraduate  training  in  anatomy,  bio- 
chemisty,  medicine,  obstetrics  and  gynecology, 
ophthalmology,  pathology,  pharmacology,  phys- 
iology, and  psychiatry. 

University  of  Rochester  School  of  Medicine 
and  Dentistry 

NATO  advanced  study  conference.  Dr. 
Guido  V.  Marinetti,  associate  professor  of  bio- 
chemistry, presented  a research  paper  on  the 
“Biosynthesis  of  Phosphothaides  and  Glycer- 
ides” at  the  NATO  Study  Conference  in  Cam- 
bridge, England,  on  September  16.  Coauthors 
of  the  paper  are  Dr.  Maurice  Brossard,  a post- 
doctoral feUow,  and  Dr.  John  Erbland,  in- 
structor. 

Honored.  George  H.  Whipple,  M.D.,  Dean 
Emeritus,  was  presented  a copy  of  the  new 


Death  rate  drops 


The  death  rate  among  American  wage  earners 
and  their  families  fell  to  an  all-time  low  in  1962, 
decreasing  slightly  from  the  year  before,  it  is 
reported  by  statisticians  of  Metropolitan  Life 
Insurance  Company  on  the  basis  of  the  ex- 
perience among  the  Company’s  industrial 
pohcyholders. 

The  slight  improvement  in  mortality  in  1962 
was  due  entirely  to  a reduction  in  the  death 
rate  among  white  female  policyholders,  from 
4.8  per  1,000  in  1961  to  4.7  in  1962. 

Cardiovascular-renal  diseases,  accounting  for 
a death  rate  of  367.9  per  100,000  policyholders 
in  1962,  continued  to  represent  a little  more 


biography  “George  Hoyt  Whipple  and  His 
Friends”  by  Dr.  George  W.  Corner,  first  pro- 
fessor of  anatomy  at  the  School,  at  a dinner  on 
August  28  honoring  Dr.  Whipple  on  his  eighty- 
fifth  birthday.  The  book  is  subtitled  “The 
Life  Story  of  a Nobel  Prize  Pathologist”  and 
was  published  in  September  by  J.  B.  Lippincott 
Co. 

Also  attending  the  dinner  were:  Stafford  L. 
Warren,  M.D.,  first  professor  of  radiology  under 
Dr.  Whipple  in  1925;  William  L.  Bradford, 
M.D.,  chairman.  Department  of  Pediatrics 
since  the  opening  in  1925;  Dr.  Frieda  S.  Robbins, 
who  collaborated  with  Dr.  Whipple  for  thirty- 
six  years  in  his  research  that  won  him  the  Nobel 
Prize  in  1934  for  discovering  the  value  of  liver  in 
overcoming  pernicious  anemia;  John  J.  Morton, 
M.D.,  professor  emeritus  of  surgery. 

Promoted.  Maurice  L.  Kelley,  Jr.,  M.D.,  has 
been  promoted  from  associate  physician  to  senior 
associate  physician  (medicine)  in  Strong  Me- 
morial Hospital;  James  A.  Manning,  M.D., 
(pediatrics),  to  senior  associate  pediatrician, 
and  Philip  L.  Townes,  M.D.,  in  anatomy.  Dr. 
Townes  will  retain  his  position  as  instructor  in 
pediatrics  in  the  School  and  as  assistant  pedia- 
trician in  Strong  Memorial  Hospital. 


than  half  the  total  mortality. 

The  over-all  death  rate  from  cancer  remained 
about  the  same,  although  mortahty  from 
respiratory  malignancies  rose  to  24.5  per  100,000 
from  23.9  the  year  before. 

Pneumonia  and  influenza  caused  a slightly 
higher  mortality  in  1962,  largely  because  of  the 
unfavorable  experience  during  the  early  months 
of  the  year.  Tuberculosis  mortahty,  however, 
continued  its  long-term  downward  trend  and 
reached  a new  low  of  4.9  per  100,000,  or  4 per 
cent  below  the  1961  rate,  the  statisticians  re- 
ported. 

Fatal  accidents  increased  from  32.9  per 
100,000  in  1961  to  33.9  in  1962.  The  death 
rate  from  motor  vehicle  accidents  alone  rose  6 
per  cent,  to  15.2  per  100,000,  the  statisticians 
concluded. 
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COUGH  RELIEF  FOR  THE  WHOLE  FAMILY 


(concentrates  on  coughs) 


Tussicalm,  by  concentrating  solely  on  cough  relief,  permits 
therapeutic  and  dosage  flexibility  in  treating  individual 
patients,  since  other  symptoms  may  vary  in  type,  fre- 
quency, onset  and  duration.  Mixtures  \«ith  multi-therapeutic 
effects  may  be  unnecessary,  increase  danger  of  side  effects, 
and  result  in  “inadequate  concentrations  of  effective 
ingredients "i 

With  Tussicalm,  patients  receive  concentrated  2-way  action. 
Noscapine— safe,  effective  cough  suppressant. 2.3  Antitussive 
potency  equal  to  codeine. No  addiction  liability. Wide 


Each  teaspoonful  (5  cc.)  contains  in  a delightfully  different  tasting  syrup:  Noscapine  10  mg.,  Glyceryl  Guaiacolate  90  mg..  Citric  Acid  Anhydrous  75 
mg.,  and  S^odium  Benzoate  5 mg.  DOSAGE;  Adults;  2 teaspoonfuls  three  or  four  times  daily.  Children  (6  to  12):  1 teaspoonful  three  or  four  times  daily. 
Children  (4  to  6):  Vi  to  1 teaspoonful  three  or  four  times  daily.  SUPPLIED;  4-oz.  bottles. 

REFERENCES:  (1)  Bickerman.  H.  A.:  M.  Clin.  N.  America  45:805.  1961.  (2)  Bickerman.  H.  A..  & Barach,  A.  L.:  Am.  J.  M.  Sc.  228:156,  1954.  (3)  Segal. 
M.  S.:  Goldstein.  M.  M.,  & Attinger.  E.  O.:  Dis.  Chest  32:305,  1957.  <4)  Bickerman.  H.  A.  ; German,  E.;  Cohen.  B.  M.,  & Itkin,  S.  E.:  Am.  J.  M.  Sc. 
234:191,  1957.  (5)  New  and  Nonofficial  Drugs.  Evaluation  by  A.M.A.  Council  on  Drugs,  Philadelphia.  J.  B.  Lippincott  Company.  1962.  p.  453. 
(6)  Bickerman,  H.  A.,  in  Modell,  W.,  ed.:  Drugs  of  Choice  1962-1963,  St.  Louis.  The  C.  V.  Mosby  Company,  1962,  p.  469.  (7)  Bickerman,  H.  A.:  Clin. 
Pharmacol.  & Therap.  3:353  (May-June)  1962.  (8)  Winter.  C.  A.,  & Flataker.  L.:  Toxicol.  & AppE  Pharmacol.  3:96,  1961.  (9)  Bickerman.  H.  A.,  in 
Modell,  W.:  op.  cir.:  474.  (10)  Ibid.:  472.  oizcs 


margin  of  safety.®"®  No  opiate-like  effects,  such  as  constipa- 
tion, respiratory  depression  or  blood  pressure  changes.® 
Glyceryl  Guaiacolate— safe,  superior  expectorant.  Greatly  in- 
creases and  thins  bronchial  secretions.®  Facilitates  elimina- 
tion of  sputum  and  soothes  irritated  bronchial  mucosa. 
Virtually  no  adverse  effects.® 

Tussicalm,  being  essentially  free  of  side  effects,  is 
available  to  the  whole  family  without  prescription. 

ROUSSEL  CORPORATION.  155  E.  44  ST..  N.  Y.  17.  N.  Y. 


Empty  capsules  are  filled  by  the  finest 
precision  machinery  available  . . . but 
no  machine  is  perfect.  That’s  why  all 
Lilly  Pulvules®  (fiUed  capsules)  are 
given  the  'Thirty-minute  checkup”  to 
be  certain  that  uniformity  is  main- 
tained. At  least  once  every  thirty  min- 
utes ten  filled  capsules  are  taken  from 


each  machine  and  carefully  weighed 
on  a prescription  balance.  In  addi- 
tion, the  checks  are  double-checked  at 
least  fom'  times  each  day  . . . another 
of  the  many  stringent  controls  which 
assure  you  that  the  Lilly  products  you 
prescribe  provide  quality  that  merits 
the  full  measure  of  your  confidence. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


A costly  mistake 


The  State  of  New  York,  as  operator  of 
Brooklyn  State  Hospital,  was  recently  held 
liable  for  the  temporary  deprivation  of  the 
rights  of  the  next  of  kin  to  the  bodies  of  two 
decedents  for  burial. 

This  rather  bizarre  case  points  up  the 
importance  which  the  law  places  on  the 
right  of  a deceased  person’s  family  to  im- 
mediate possession  of  the  body  of  the  de- 
ceased for  preservation  and  burial  according 
to  their  particular  religious  beliefs. 

On  January  18,  1958,  2 patients  of  Brook- 
lyn State  Hospital  died  at  about  the  same 
hour.  Both  bodies  were  taken  to  a shower 
room,  washed,  and  covered  with  shrouds. 
An  attendant  later  attached  to  each  body  a 
tag  bearing  the  name  of  the  deceased. 
Both  families  were  notified  and  were  asked 
to  have  their  undertakers  call  for  the  bodies. 
One  of  the  deceased  was  an  Orthodox  Jewish 
woman,  Mrs.  A,  and  the  other  was  a Roman 
Catholic  woman,  Mrs.  B. 

On  January  19,  1958,  the  undertaker  for 
the  family  of  the  deceased  Jewish  woman, 
Mrs.  A,  arrived  at  the  hospital  mortuary  and 
was  given  the  body  tagged  with  the  name  of 
Mrs.  A.  On  the  same  day  the  undertaker 
for  the  other  family  received  the  body  tagged 
with  the  name  of  Mrs.  B. 

The  undertaker  for  the  family  of  the  de- 
ceased Jewish  woman  took  the  body  to  the 
funeral  parlor  and  prepared  it  for  an 
Orthodox  Jewish  burial  in  accordance  with 
the  family’s  instructions.  The  body  was 
placed  on  a Taharah  board,  washed  in  ac- 
cordance with  religious  rites,  and  prayers 
were  said  over  it.  When  the  preparations 
were  completed  and  the  family  permitted  to 
view  the  body,  it  was  discovered  that  the 
body  was  not  that  of  Mrs.  A. 

When  her  family  conveyed  this  information 
to  the  Brooklyn  State  Hospital,  they  were 
told  to  communicate  with  the  undertaker 
who  had  claimed  the  body  of  Mrs.  B.  The 
undertaker  for  the  family  of  Mrs.  B,  when 


advised  of  a possible  error,  had  them  view 
the  body,  and  they  confirmed  that  it  was 
not  that  of  their  mother.  The  hospital  re- 
quested that  the  undertakers  return  the 
bodies  and  in  the  presence  of  both  families, 
proper  identification  was  made  and  the 
bodies  were  exchanged. 

The  record  disclosed  that  the  body  of  the 
Orthodox  Jewish  woman,  while  in  the 
possession  of  the  other  family’s  funeral 
director,  “had  been  embalmed,  made  up 
with  cosmetics,  and  had  been  placed  in  a 
coffin  with  a crucifix  and  rosary  beads  in 
her  hands  in  accordance  with  the  rites  of 
the  Roman  Catholic  faith.”  The  body  of 
the  other  deceased,  Mrs.  B,  had  been  pre- 
pared for  burial  according  to  the  require- 
ments of  the  Orthodox  Jewish  faith,  in  the 
belief  that  it  was  Mrs.  A.  As  a result,  her 
funeral  had  to  be  postponed  one  day  and 
her  family  and  friends  renotified.  Both 
families  testified  as  to  the  shock  and  an- 
gmsh  that  they  suffered  as  a result  of  the 
error. 

The  Court,  in  awarding  damages  to  the 
families  involved,  stated  the  basic  premises 
relevant  to  such  a situation: 

“The  law  is  well  settled  that  the  surviving 
next  of  kin  have  a right  to  the  immediate 
possession  of  a decedent’s  body  for  preserva- 
tion and  burial  and  that  damages  will  be 
awarded  against  any  person  who  unlawfully 
interferes  with  the  right  or  improperly  deals 
with  the  decedent’s  body. 

“This  rule  of  law  has  been  applied  to  both 
physical  mutilation  of  the  bodies  ...  as  well 
as  in  cases  where  there  was  no  physical  in- 
jury to  the  body,  but  only  unlawful  inter- 
ference with  the  surviving  kin’s  right  to  the 
body. 

“In  decisions  affecting  this  type  of  action, 
the  courts  are  not  primarily  concerned  with 
the  extent  of  the  physical  mishandling  or 
injury  to  the  body  per  se,  but  rather  how 
such  improper  handling  or  injury  affects  the 
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feelings  and  emotions  of  the  surviving  kin. 
. . . The  cause  of  action  is  primarily  for 

The  medical  cartoon 

Cabined  by  wet  weather  on  vacation, 
we  fell  to  thinking  about  the  medical  cartoon, 
which  has  such  a useful  place  in  medical 
journalism.  There  is  tragedy  enough  in  the 
practice  of  medicine,  but  amusing  things 
sometimes  occur.  A good  cartoon  can  often 
tell  in  a glance  the  funny  thing  that  happened 
and  remind  us  of  similar  situations. 

We  believe  doctors  enjoy  jokes  about 
doctors.  We  attempt  to  select  cartoons 
that  are  fundamentally  funny,  that  depict 
situations  familiar  to  us  all,  and  that  run 


I 

j 

I, 

II 
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mental  suffering  caused  by  improperly  deal- 
ing with  and  not  injury  to  the  dead  body.” 


true  to  human  nature. 

We  confess  a liking  for  the  wordless 
cartoon  into  which  we  can  read  ourselves 
and  get  a double  distillation.  We  also  like 
the  topical  cartoon,  such  as  that  of  the 
Telstar  satellite  moving  through  space  and 
emitting  the  message,  “Take  two  aspirins  and 
call  me  in  the  morning.” 

Our  medical  cartoonists  often  tell  us 
things  about  our  patients  and  ourselves  that 
we  should  know.  We  believe  they  enrich 
our  Journal. 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  11  through  14,  1964 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a 
paper  before  a scientific  section  or  a general  session  is 
requested  to  write  to  James  Greenough,  M.D.,  Director 
of  Scientific  Activities,  Medical  Society  of  the  State  of  | 
New  York,  750  Third  Avenue,  New  York,  New  York,  ! 
10017,  before  September  15, 1963.  A short  abstract  of  the  ‘ 
proposed  presentation  should  accompany  the  letter. 

Scientific  Exhibits 

Requests  for  application  for  scientific  exhibit  space 
at  the  1964  Convention  should  be  addressed  to  the 
Director  of  Scientific  Activities  at  the  above  address 
as  soon  as  possible. 


NOTE  CHANGE  OF  MONTH  FOR  ANNUAL  CONVENTION: 

FEBRUARY  11  TO  14. 1964 
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The  tendency  of  the  elderly  to  subsist  on  low- 
residue  foods  often  is  a prime  cause  of  bowel 
sluggishness.  Adequate  fecal  content  is  nec- 
essary to  maintain  normal  colonic  function, 
since  intracolonic  distention  is  nature’s 
method  of  stimulating  reflex  peristalsis. 

Metamucil,  therefore,  fulfills  a basic  func- 
tion in  the  treatment  of  geriatric  constipa- 
tion. It  both  softens  hard,  dehydrated  fecal 
concretions  and  adds  smooth,  nonirritant, 
easily  compressible  hydrophiUc  bulk. 

Metamucil  applies  a physiologic  principle 
to  correct  constipation  naturally. 

Average  Adult  Dose:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 
packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  To  Metamucil  powder,  a re- 


fined, purified  and  concentrated  psyllium 
hydrophilic  mucilloid,  an  equal  amount  of 
dextrose  is  added  as  a dispersing  agent.  Each 
dose  of  the  powder  furnishes  a negligible 
amount  of  sodium  and  14  calories.  To  the 
mucilloid  in  Instant  Mix  Metamucil  citric 
acid,  sodium  bicarbonate  and  mild  flavoring 
are  added.  Each  dose  of  Instant  Mix  Meta- 
mucil furnishes  0.25  Gm.  of  sodium  and  3 
calories.  Metamucil  is  available  as  Meta- 
mucil powder  in  containers  of  4,  8 and  16 
ounces  and  as  flavored  Instant  Mix  Meta- 
mucil in  cartons  of  16  and  30  single-dose 
packets. 
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Introduction 


MAXWELL  SPRING,  M.D.,  F.A.C.P. 

The  Bronx,  New  York 

F OR  THE  PROGRAMS  of  Intemists’  Day 
topics  are  selected  which  are  not  too  familiar 
to  internists  in  general  but  which  stiU  are  of 
importance  to  them  practically.  This  year 
we  felt  that  the  skin,  although  part  of  us 
physically,  is  not  too  familiar  to  us  medi- 
cally. A thorough  medical  review  of  this 
organ  and  its  vagaries  would  be  appropriate. 
The  outstanding  dermatologists  in  the 
country,  all  experts  in  their  respective 
fields,  were  asked  to  participate  in  our 
program  and  enlighten  us  in  their  special 
field  of  interest.  We  are  proud  that  such 
eminent  men  accepted  our  invitation  to  be 
with  us  today  and  to  participate  in  our 
symposium.  We  feel  that  we  have  an 
unusual  and  outstanding  program  for  the 
internist  and  hope  that  the  audience  wiU 
enjoy  and  benefit  from  it  as  much  as  oin* 
conunittee  enjoyed  creating  it. 

800  Grand  Concourse,  Bronx  51 

Presented  at  the  Fourth  Annual  Internists’  Day  of  the 
New  York  State  Society  of  Internal  Medicine,  New  York 
City,  March  2, 1963. 


Some  Pathophysiologic  Aspects 
of  Skin  Manifestations 
in  Internal  Disease* 

ALLAN  L.  LORINCZ,  M.D. 

Chicago,  Illinois 

Head  of  the  Section  and  Associate  Professor  of  Dermatology, 
University  of  Chicago  School  of  Medicine 


|t  is  OBVIOUS  that  in  this  relatively  brief 
presentation  only  a few  selected  general 
aspects  of  the  very  broad  subject  of  the 
pathophysiology  of  skin  manifestations  in 
internal  disease  can  be  considered. 

Pruritus 

In  the  area  of  cutaneous  symptoms, 
itching  has  a place  of  imique  importance,  and 
the  internist  has  particular  interest  in  those 
conditions  in  which  generalized  pruritus, 
often  without  the  presence  of  obvious  skin 

* This  work  was  supported  in  part  by  United  States  Public 
Health  Service  Training  Grant  Number  2A-5263  (C2). 
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lesions,  is  associated  with  systemic  diseases. 
Such  diseases  include  diabetes,  hepatic 
disorders,  lymphomas,  internal  cancers,  and 
severe  renal  insufficiency.  Before  consider- 
ing the  special  features  of  these  diseases,  a 
few  general  points  about  the  physiology  of 
itching  are  worth  attention.  Itching  can 
still  best  be  defined  as  it  was  two  centuries 
ago  as  “an  unpleasant  cutaneous  sensation 
which  provokes  the  desire  to  scratch.” 
This  sensation  has  quaUties  which  led  early 
neurophysiologists  to  classify  it  as  having 
protopathic  qualities  in  that  it  is  unpleasant 
and  is  poorly  locahzed  spatially  as  well  as 
temporally.  The  entire  skin  has  the  capac- 
ity to  itch  although  there  are  great  in- 
dividual and  regional  differences  in  itch 
sensitivity.  The  perianal  and  perigenital 
areas,  the  ear  canals,  eyehds,  and  nostrils 
are  especially  susceptible  to  itching. 

The  peripheral  receptors  of  itching  are 
confined  to  the  outermost  part  of  the  skin, 
namely  the  epidermis  and  papillary  dermis 
whose  total  thickness  over  most  areas 
averages  less  than  0.2  mm.  These  re- 
ceptors consist  of  a rich  network  of  free 
nonmyelinated  nerve  fiber  endings.  In 
areas  where  the  skin  is  denuded  of  its 
epidermis  and  papillary  dermis,  itching  can 
no  longer  be  eUcited.  Centrally  the  nerve 
fiber  tracts  which  mediate  itching  follow 
the  same  course  as  do  those  mediating 
cutaneous  pain.  It  is  widely  beheved,  in 
fact,  that  the  same  nerve  fiber  system  may 
be  involved  in  both  cutaneous  itching  and 
pain. 

Although  cutaneous  sensation  has  long 
been  known  to  be  punctate  in  that  sensory 
points  or  spots  can  be  demonstrated,  this 
does  not  imply  that  each  spot  contains  a 
separate  neurone  or  receptor  structure. 
On  the  contrary,  as  first  shown  by  WeddeU,  * 
there  is  multiple  innervation  of  each  sensory 
spot  by  overlapping  and  interlocking  nerve 
twigs  coming  from  different  directions. 
Indeed  pointhke  localization  and  two-point 
discrimination  depend  on  this  multiple 
innervation.  Furthermore,  according  to 
modem  neurophysiologic  views,  cutaneous 
sensory  modaUties  are  dependent  not  so 
much  on  speciahzed  receptors  for  each 
modality  but  rather  on  the  spatially  and 
temporally  dispersed  pattern  of  impulses 
which  leave  the  skin.  It  is  beheved  that  the 
physical  characteristics  of  this  pattern  and 
its  integration  in  central  neuronal  pools  in 


the  spinal  cord  and  higher  nervous  centers 
are  the  determining  factors  in  the  experienc- 
ing of  sensory  qualities.  In  this  light, 
itching  can  be  viewed  to  result  from  in- 
complete sensory  information  being  fed  into 
central  neuronal  pools  from  the  peripheral 
cutaneous  pain  fiber  system.  Under  circum- 
stances in  which  there  is  partial  damage 
to  the  peripheral  receptor  system,  itching 
hyperexcitabihty  would  be  expected.  Actu- 
ally this  is  the  case  in  eczematous  and 
lichenified  skin  in  which,  along  with  epider- 
mal injury,  partial  damage  to  the  superficial 
nerve  fiber  network  is  likely.  In  fact, 
Winkehnann^  and  Weddell®  have  actually 
demonstrated  a decrease  in  the  number  of 
such  nerve  fibers  in  patches  of  lichenified 
itchy  skin.  Such  itching  hyperexcitability 
also  can  be  demonstrated  transiently  in 
areas  recovering  from  the  effects  of  local 
anesthetics. 

In  areas  of  itching  hyperexcitabihty,  itch 
attacks  are  triggered  readily  by  many  sorts 
of  mild  nonspecific  or  casual  physical  or 
chemical  stimuli.  Furthermore,  spontane- 
ous itch  attacks  may  also  arise  in  superfi- 
cially damaged  skin  as  the  result  of  the 
chemical  stimulation  of  remaining,  stiU- 
fimctional  nerve  fibers  by  proteases  or  other 
humoral  factors  released  in  the  injured 
epidermis. 

These  concepts  about  itching  and  the 
nature  of  itchy  skin  not  only  help  in  under- 
standing the  mechanisms  by  which  superfi- 
cially injured  eczema tized  skin  or  skin 
functionally  damaged  by  other  processes 
such  as  venous  stasis  becomes  itchy,  but 
also  have  much  practical  application  to  the 
management  of  such  itchy  skin.  Thus,  itch 
attacks  and  the  consequent  aggravation 
of  epidermal  injury  by  consequent  scratch- 
ing can  be  minimized  very  much  by  pro- 
tecting such  eczematized  itchy  skin  care- 
fully from  casual  external  stimuli  which  can 
trigger  attacks  of  itching.  Restriction  of 
physical  activity,  maintenance  of  uniform 
environmental  temperature,  and  protective 
bland  salves  and  dressings  all  can  contribute 
to  this  end. 

Diabetes 

Returning  to  the  subject  of  pruritus 
associated  with  certain  systemic  diseases,  in 
diabetes  generalized  pruritus  is  often  not 
proportional  to  the  severity  of  the  disease. 
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In  our  experience  such  diabetic  pruritus  is 
primarily  a function  of  dryness  of  the  skin. 

I By  dryness  is  meant  decreased  surface  lipid 
production  and  decreased  water-holding 
I capacity  of  the  horny  layer  so  that  the  skin 
I surface  feels  dry  and  shows  very  superficial 
I fine  fissuring  and  scaling.  This  xerosis 
i with  its  associated  superficial  epidermal 
injury  sets  the  stage  for  the  development 
' of  itching  hyperexcitabihty  and  is  identical 
I with  the  chapped  skin  which  occurs  espe- 
: cially  in  elderly  individuals  in  environments 
; in  which  the  atmospheric  humidity  is  very 
I low,  as  indoors  in  winter.  Much  of  so- 
i called  winter  itch  and  senile  pruritus  falls 
; into  this  same  category  and  can  be  reUeved 
I almost  miraculously  by  the  local  application 
' of  cold  creams.  Excessive  bathing  tends 
I to  reduce  greatly  the  water-holding  capacity 
i(  of  the  stratum  corneum  and  so  facilitates 
i,  xerosis  and  consequent  itching.  The  meta- 
bolic basis  for  the  more  ready  development 
of  xerosis  in  diabetic  patients  has  not  been 
I clarified,  but  the  reasons  for  its  rather 
I erratic  course  are  best  understood  in  terms 
of  variability  of  bathing  habits  and  climatic  ^ 
i factors.  Generalized  pruritus  raises  the 
* suspicion  of  diabetes  particulary  when 
there  are  clinical  signs  of  xerosis  under 
relatively  unexpected  conditions  and  when 
scratching  leads  easily  to  pyogenic  in- 
' fections,  especially  vicious  furuncles. 

Localized  pruritus  as  a manifestation  of 
I diabetes  occurs  in  the  perigenital  area 
i especially  in  women  and  usually  is  based  on 
I the  presence  of  superficial  Candida  albicans 
I infection,  to  which  there  may  be  greatly  en- 
I hanced  susceptibility.  The  lesions  of  such 
I superficial  candidiasis  are  characterized  clin- 
, icaUy  by  sharply  limited,  bright  red,  moist 
surfaces  surrounded  by  epithelial  fringes  and 
by  neighboring  small  satellite  pustules. 

Hepatic  disease 

Itching  accompanying  hepatic  disease 
occurs  especially  in  biliary  tract  obstructive 
disorders.  Bile  pigments  which  lead  to 
icterus  are  not  the  cause  of  this  itching,  for 
in  some  situations  severe  icterus  may  occur 
without  itching,  and  severe  itching  may 
occur  in  the  presence  of  very  minimal 
jaundice.  Rather  the  accumulation  of  bile 
salts  seems  better  correlated  with  itching 
as  it  occurs  in  biliary  obstructive  disease. 
Intermittent  external  biliary  drainage  re- 


lieves this  type  of  itching  rapidly  in  chronic 
hepatic  disease  as  was  demonstrated  by 
Varco  in  1947,'*  and  such  itching  can  be 
made  to  recur  following  the  oral  administra- 
tion of  bile  salts.  More  recently  the  oral 
administration  of  a bile  salt  sequestering 
basic  anionic  exchange  resin  (cholestyramine 
or  MK  135)  has  been  found  to  be  helpful 
in  such  itching.^  Unfortunately  the  relative 
impalatability  of  the  large  amounts  of  this 
material  which  are  required  has  restricted 
so  far  its  practical  usefulness. 

Lymphomas 

Among  lymphomas,  lymphatic  leukemia, 
lymphosarcoma,  Hodgkin’s  disease,  and 
mycosis  fungoides  all  may  cause  generaUzed 
pruritus,  and  such  pruritus  may  even  be  the 
first  manifestation  of  the  disease.  In  all  of 
these  conditions,  the  development  of  general- 
ized exfoliative  erythroderma  with  ex- 
asperating itching  may  also  occur  rather 
frequently.  It  seems  that  as  long  as  the 
skin  tissue  is  the  site  of  resistance  against 
colonization  by  the  foreign  neoplastic 
lymphoma  cells,  which  so  far  is  little  under- 
stood but  which  presumably  is  immunologic, 
itching  and  inflammatory  reactions  are 
intense;  when  such  defenses  are  over- 
whelmed and  specific  tumors  actually  de- 
velop in  the  skin,  they  no  longer  itch.® 
This  is  especially  the  case  in  mycosis 
fungoides  and  leukemia  cutis.  Incidentally, 
at  times  pruritus  and  a variety  of  inflam- 
matory toxic  eruptions  may  also  accompany 
many  other  kinds  of  internal  maUgnant 
tumors  and  especially  those  involving  the 
gastrointestinal  tract. 

Uremia 

Itching  in  uremia  is  generalized  and 
usually  occurs  in  rather  far-advanced  cases 
of  renal  failure  in  which  the  skin  also  shows 
a dirty,  yellowish-brown  discoloration.  The 
chemical  mediator  of  uremic  itching  is  not 
known.  Neither  urea  nor  uric  acid,  how- 
ever, is  the  causative  factor  behind  this  type 
of  itching. 

Next  for  consideration  are  two  very 
common  fundamental  pathologic  reaction 
patterns  of  the  skin  which  may  be  elicited 
by  a wide  variety  of  injurious  local  or 
systemic  factors  and  which  may  involve 
allergic  as  well  as  other  mechanisms. 
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These  reaction  patterns  are  namely  eczema- 
tous and  urticarial  ones. 


Eczematous  dermatitis 

The  concept  of  eczematous  dermatitis 
is  best  clarified,  perhaps,  if  its  histopathology 
is  understood  first.  The  most  basic  histologic 
feature  of  eczematous  dermatitis  is  inter- 
cellular accumulation  of  serous  fluid  in  the 
malpighian  or  prickle-cell  layer  of  the 
epidermis  which  appears  to  be  the  primary 
shock  tissue  in  the  reaction.  The  term 
“spongiosis”  is  applied  to  this  type  of  edema. 

When  spongiosis  is  minimal  it  can  be 
recognized  by  a slight  widening  of  the  inter- 
cellular spaces  and  by  increased  promi- 
nence of  the  intercellular  bridges.  When  it 
is  more  severe,  there  is  rupture  of  some  of  the 
intercellular  connections  with  the  formation 
of  microscopic  vesicles.  When  it  is  most 
severe,  closely  set  gross  vesiculation  and 
even  large  blister  formation  occur  within 
the  epidermis  as  is  seen,  for  example,  in 
acute  poison  ivy  dermatitis. 

It  is  of  interest  to  consider  the  mechanism 
by  which  spongiotic  edema  develops. 
Clearly  such  edema  is  not  the  result  of  en- 
hanced vascular  permeability  which  might 
cause  serous  fluid  to  be  forced  by  hemody- 
namic pressure  from  leaky  small  blood  vessels 
into  the  epidermal  interstices,  because  one 
cannot  produce  spongiosis  by  even  the  most 
forceful  injection  of  fluid  into  the  upper  der- 
mis or  even  by  the  production  of  greatly  en- 
hanced vascular  permeability  and  vessel  leak- 
age there  by  means  of  histamine  injections. 
Furthermore,  spongiosis  cannot  be  accounted 
for  simply  by  a possible  shift  of  fluid  from 
inside  epidermal  cells  to  intercellular  spaces 
because  the  volume  of  spongiotic  edema  may 
exceed  the  total  volume  of  the  epidermis  by 
many  orders  of  magnitude,  the  average 
thickness  of  the  epidermis  being  only  about 
0.1  mm. 

We  are  left  then  with  the  assmnption  that 
essentially  osmotic  forces  pull  fluid  into 
areas  of  spongiosis.  These  osmotic  forces 
can  act  only  if  an  increased  number  of  solute 
molecules  appear  in  the  intercellular  spaces. 
Damage  to  the  epidermal  cells  can  result 
readily  in  such  an  increase,  partly  by  the 
leakage  of  substances  from  the  damaged 
cells  and  also  by  the  activation  of  autolytic 
proteases  such  as  cathepsins.  Accompany- 


ing the  spongiotic  epidermal  reaction  in 
eczematous  dermatitis  there  is  an  inflam- 
matory reaction  in  the  underlying  corium 
marked  by  vasodilation,  the  gathering  of 
leukocytes,  and  edema.  This  inflammatory 
reaction  is  probably  secondary,  in  large  part 
at  least,  to  the  liberation  of  inflammation- 
exciting humoral  substances  from  the  dam- 
aged epidermis.  With  the  passage  of  time, 
the  eczematous  reaction  undergoes  some 
modification  as  the  epidermis  attempts  to 
heal,  apparently  by  undergoing  acceleration 
of  the  normal  rate  of  cell  division  and 
maturation.  Under  these  circumstances 
keratinization  is  often  incomplete,  both 
physiologically  and  chemically,  so  that 
parakeratotic  scaling  appears  which  con- 
sists of  softer,  chemically  more  reactive 
keratin  in  squamous  cells  that  still  retain 
nuclear  remnants  and  are  less  reorganized 
and  dehydrated.  The  epidermis,  especially 
the  prickle-ceU  layer,  may  increase  in  thick- 
ness. The  term  “acanthosis”  is  used  to 
describe  such  thickening  of  the  prickle-cell 
layer.  Acanthosis  and  parakeratotic  scaling 
occur  especially  in  chronic  eczematous 
reactions  of  moderate  or  low  intensity. 

Clinically  eczematous  dermatitis  has  the 
following  general  characteristics:  (1)  itchi- 
ness, (2)  inflammatory  redness,  and  (3) 
alteration  of  the  normal  skin  surface  texture. 
This  latter  feature  may  consist  either  of 
closely  set  vesiculation  and  blistering  or 
exudation  and  crusting  in  acute  forms  of 
eczematous  dermatitis  or  of  scaling  and 
thickening  of  the  skin  with  accentuation  of 
surface  markings  in  subacute  and  chronic 
types.  In  chronic  eczematous  dermatitis, 
the  exaggeration  of  normal  surface  lines  and 
folds  which  gives  the  skin  a leathery  ap- 
pearance is  called  lichenification. 

Several  types  of  factors  and  mechanisms 
can  be  recognized  which  may  trigger, 
aggravate,  or  tend  to  prolong  eczematous 
reactions.  Prominent  among  triggering  fac- 
tors are  chemical  substances  which  may 
bring  about  epidermal  injury  either  through 
their  direct  toxic  or  primary  irritant  action 
on  epidermal  cells  (for  example,  croton  oil, 
strong  soaps,  and  detergents)  or  by  means 
of  allergic  mechanisms  (for  example,  di- 
nitrochlorobenzene)  which  will  be  discussed 
more  fuUy  shortly.  Bacteria,  viruses,  fungi, 
and  parasites  which  attack  the  skin  also 
can  activate  eczematous  reactions  either  via 
their  toxins  or  by  other  direct  injurious 
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action  on  the  epidermal  cells,  or  secondarily 
by  allergic  reactions  directed  against  their 
antigenic  materials.  Injury  by  physical 
factors,  such  as  mechanical  forces,  extremes 
of  temperature,  and  radiant  energy,  may 
be  implicated  also  in  eczematous  reactions. 
Among  these  physical  factors,  the  damage 
produced  by  rubbing  or  scratching  of  itchy 
skin  is  a particularly  important  aggravating 
and  prolonging  factor  in  eczematous  derma- 
titis and  often  leads  to  the  weU-known 
vicious  cycle  or  rather  spiral  of  itching, 
scratching,  dermatitis,  more  itching,  more 
scratching,  and  more  dermatitis. 

StiU  another  factor  which  promotes  eczem- 
atous injury  is  excessive  dehydration,  brittle- 
ness, and  superficial  cracking  of  the  homy 
layer  which  is  commonly  called  chapping 
and  which  has  already  been  discussed. 
Sluggishness  of  the  venous  blood  flow  in  the 
skin  also  favors  eczematous  injury  as  is 
commonly  exemplified  by  eczematous  stasic 
dermatitis  on  the  legs.  Excessive  sweating 
also  tends  to  aggravate  eczematous  dermati- 
tis because  of  the  tendency  toward  plugging 
of  the  sweat  ducts  as  they  traverse  eczema- 
tized  epidermis.  Thus  sweat  production 
may  lead  to  the  rupture  of  occluded  sweat 
ducts  with  the  consequent  escape  of  irritat- 
ing sweat  into  the  epidermis.  In  essence 
this  superimposes  prickly  heat  on  the  pre- 
existing eczematous  reaction  and  so  com- 
pounds the  damage. 

Finally  two  further  factors,  in  addition  to 
ill-defined  hereditary  or  constitutional  sus- 
ceptibility factors  to  eczematous  reactivity, 
are  recognized  by  dermatologists.  These 
are,  first,  the  apparent  greater  tendency  for 
eczematous  reactivity  to  flourish  under 
conditions  of  nervous  tension  and  stress,  and, 
second,  the  lowering  of  the  threshold  for 
eczematous  reactivity  of  the  apparently 
normal  skin  in  generalized  fashion  in  the 
face  of  severe  localized  eczematous  dermatitis 
occurring  practically  anywhere  on  the  skin. 
The  mechanism  of  this  latter  effect  is  not 
understood  clearly,  although  two  theories 
about  it  are  commonly  held  as  implied 
respectively  by  the  terms  “secondary  toxic 
absorptive  dermatitis”  and  “secondary  auto- 
sensitization dermatitis”  which  are  often 
used  to  describe  this  phenomenon  of  wide- 
spread extension  of  the  eczematous  reaction 
beyond  an  original  localized  area  of  eczema- 
tous dermatitis.  The  autosensitization  hy- 
pothesis possibly  gains  some  support  from 


the  fact  that  where  such  spreading  of 
eczematization  has  occurred,  the  general 
lowering  of  thresholds  for  eczematization 
tend  on  occasion  to  last  for  many  years 
even  though  active  episodes  of  dermatitis 
may  clear  entirely. 

The  effect  of  nervous  tension  can  be 
accounted  for  partially  on  the  basis  of 
enhancement  of  itch  sensations  and  les- 
sened control  over  damaging  scratching. 
It  seems  likely,  however,  that  other  factors 
are  also  involved,  including  those  which 
depend  on  the  effects  of  neurohumoral 
mediating  substances.  Sweating,  for  ex- 
ample, which  may  aggravate  eczematous 
dermatitis,  is  stimulated  by  the  liberation 
of  acetylcholine  from  nerve  endings  which 
supply  sweat  glands.  It  is  at  least  con- 
ceivable that  this  or  other  neurohumoral 
substances  may  alter  epidermal  cell  mem- 
brane permeabilities  to  lower  thresholds  for 
eczematization. 


Urticarial  reactions 

Turning  to  the  urticarial  reaction  pattern, 
its  anatomic  site  is  the  dermis.  Its  patho- 
physiology is  relatively  simple  because  it  is 
based  almost  entirely  on  the  liberation  of 
histamine  primarily  from  mast  cells  which 
tend  to  be  grouped  around  small  dermal 
blood  vessels.  The  liberated  histamine 
greatly  increases  vascular  penneability  so 
that  plasma  leaks  out  through  the  walls  of 
these  blood  vessels.  The  accumulation  of 
this  transuded  fluid  under  pressure  in  the 
dermis  gives  rise  grossly  to  wheals  or  hives. 
If  the  fluid  pressure  is  sufficiently  great,  the 
wheal  has  a blanched  appearance  because  of 
compression  of  the  subpapillary  vascular 
plexus  to  which  the  skin  owes  its  normal 
pinkish  color. 

A zone  of  axon  reflex  vasodilation  usually 
surrounds  the  urticarial  wheal.  Itching 
also  frequently  accompanies  the  reaction. 
The  amount  of  histamine  which  is  liberated 
in  the  skin  critically  influences  the  signs  and 
symptoms  of  the  reaction.  With  the  re- 
lease of  only  the  tiniest  amounts  of  histamine, 
only  blotchy  redness  may  appear  without 
accompanying  itching.  With  somewhat 
greater  amounts  of  histamine  liberation,  red 
wheal  formation  occurs.  Still  larger  amounts 
of  histamine  lead  to  blanched  wheals. 
For  itching  to  appear,  the  liberation  of  even 
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greater  amounts  of  histamine  is  usually 
necessary.  AU  of  these  effects  can  be 
reproduced  experimentally  by  intradermal 
injections  of  graded  amoimts  of  histamine. 

The  duration  of  urticarial  lesions  is 
ordinarily  short,  usually  not  more  than  a 
few  hours.  Severe  widespread  urticaria 
may  be  accompanied  by  systemic  manifesta- 
tions of  peripheral  vascular  collapse  or 
shock. 

The  liberation  of  histamine  from  mast 
cells  in  the  skin  under  normal  or  various 
abnormal  conditions  can  be  brought  about 
by  two  basic  mechanisms  by  stimuli  which 
may  be  chemical  or  even  physical  such  as 
cold,  heat,  mechanical  forces,  or  electro- 
magnetic radiation.  One  of  these  mech- 
anisms involves  the  direct  action  of  the 
stimulus  on  the  mast  cell  which  causes  it  to 
break  down  and  release  histamine,  whereas 
the  other  mechanism  involves  injury  to  the 
mast  ceU  brought  about  by  the  indirect 
route  of  allergy.  A whiplash,  for  example, 
leads  directly  to  histamine  liberation  as  does 
the  intradermal  introduction  of  substances 
such  as  morphine  or  various  amidines. 
Unfortunately,  there  is  insufficient  op- 
portunity here  to  consider  further  the  many 
fascinating  clinical  and  experimental  in- 
tricacies involved  in  various  specific  types  of 
urticaria. 

Allergic  reactions 

The  subject  of  allergic  reactions  of  the 
skin  and  their  mechanisms  now  requires 
some  consideration.  In  discussing  such 
reactions,  it  is  most  important  to  keep 
clearly  in  mind  a specific  limiting  definition 
of  the  word  allergy.  Briefly  stated,  allergy 
can  be  defined  as  an  acquired  specific 
alteration  in  the  capacity  to  react  based  on 
an  antigen-antibody  reaction.  Because  most 
allergic  reactions  are  in  the  direction  of 
increased  reactivity  or  hypersensitivity, 
we  must  be  careful  not  to  confuse  with 
allergy  some  of  the  varieties  of  hyper- 
sensitivity or  idiosyncrasy  that  are  seen 
especially  with  some  drug  reactions  which 
are  not  based  on  immimologic  mechanisms. 

The  clinical  and  pathologic  manifestations 
of  allergy  can  be  quite  diverse  even  if  we 
consider  only  those  of  such  reactions  which 
occur  in  the  skin.  The  symptoms,  signs, 
and  pathologic  changes  of  allergy  are  not 
necessarily  specific.  This,  of  course,  is  easy 


to  understand  in  light  of  the  limited  ways 
in  which  tissues  can  react  to  injury.  For 
example,  an  urticarial  wheal  which  is 
elicited  as  a pharmacophysiologic  response 
to  the  introduction  into  the  skin  of  histamine 
or  some  histamine  liberator  cannot  be 
distinguished  morphologically  from  a wheal 
which  arises  as  a specific  manifestation  of 
allergy  to  some  antigen  in  lobster  meat. 
Similarly,  allergic  eczematous  contact  reac- 
tions to  poison  ivy,  for  example,  cannot  be 
distinguished  by  the  dermatopathologist 
from  similar  reactions  that  can  be  caused  by 
primarily  irritating  chemicals  through  non- 
aUergic  mechanisms. 

Many  schemes  have  been  proposed  for 
classifying  the  various  types  of  allergic 
phenomena.  Classifications  based  purely 
on  either  the  morphology  of  the  reaction, 
the  general  nature  of  the  eliciting  agent,  or 
the  reaction  time  are  not  altogether  satis- 
factory. It  is  more  meaningful,  perhaps, 
to  group  the  reactions  into  categories  based 
on  whether  the  antibodies  associated  with 
the  reaction  remain  fixed  or  closely  linked 
with  the  lymphoid  cells  in  which  they  were 
produced  or  whether  they  spill  over,  in 
biologically  reactive  amormts  as  free  anti- 
body protein  molecules,  into  the  serum. 
Thus,  as  the  basis  for  further  discussion, 
the  generally  accepted  common  morphologic 
types  of  allergic  reactions  of  the  skin  can  be 
grouped  into  two  categories  on  this  basis  of 
whether  or  not  significant  quantities  of  free 
serum  antibody  are  associated  with  the 
reaction. 

Circulating  antibodies.  As  might  be 
expected,  reactions  in  the  skin  which  are 
triggered  by  circulating  antibodies  have  (1) 
a short  reaction  time  because  of  the  ready 
availability  of  the  antibody  in  all  places 
which  are  reached  by  serum  protein  and 
(2)  primarily  vascular  and  perivascular 
reaction  sites.  Reactions,  thus,  usually 
occur  within  minutes  after  exposure  to  the 
antigen  and  are  characterized  in  the  skin  hy 
urticarial  wheal  or  giant  edema  formation 
based  on  damage  to  vascular  walls  with 
attendant  greatly  increased  permeability 
of  these  structures.  This  vascular  damage 
is  believed  to  result,  in  fairly  large  measure 
at  least,  from  the  antigen-antibody  reac- 
tion’s triggering  action  on  the  release  of 
histamine  from  mast  cells.  Furthermore, 
this  triggering  action  of  antigen-antibody 
complexes  may  be  mediated  at  least  partly 
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through  the  activation  of  some  components 
I of  complement  to  proteolytic  or  ester- 
I splitting  enzymes.  Such  activated  pro- 
I teases  and  esterases,  of  course,  can  produce 
additional  effects  by  means  other  than 
simply  causing  the  breakdown  of  mast  cells. 

In  general,  the  antigens  involved  in 
these  urticarial  reactions  reach  the  cutaneous 
vessels  via  the  systemic  circulation  to  which 
they  have  gained  access  through  gastro- 
I intestinal,  respiratory,  or  injection  routes. 
Very  exceptionally,  in  cases  of  extreme 
hypersensitivity,  sufficient  absorption  of  a 
j protein  antigen  may  occur  even  through 
' unbroken  skin  so  as  to  trigger  local  wheal 
reactions. 

( 

j In  man,  circulating  antibody  is  encoim- 
tered  clinically  in  allergic  urticarial  reactions 
j and  often  can  be  detected  by  the  Prausnitz- 
Kiistner  passive  transfer  technic.  In  this 
I technic,  when  serum  from  the  allergic 
individual  is  injected  intradermaUy  into  a 
nonallergic  recipient’s  skin,  it  produces 
temporary  local  urticarial  reactivity  to  the 
antigen  in  question. 

The  Arthus  phenomenon  occurs  in  the 
skin  when  antigen  is  introduced  intrader- 
maUy  into  a host  with  much  effective  circulat- 
ing antibody  against  that  antigen.  Severe 
local  vascular  injury,  thrombosis,  and  even 
local  tissue  necrosis  characterize  this  reac- 
tion which  has  been  observed  to  occiu:  after 
repeated  foreign  serum  injections  into  the 
skin. 

Antibodies  carried  on  lymphocytic 
CELLS.  Next,  I would  like  to  turn  to  the 
allergic  reactions  in  the  skin  which  are 
^ mediated  by  antibodies  apparently  carried 
' on  lymphocytic  cells.  These  reactions  gener- 
ally develop  more  slowly,  requiring  twenty- 
I four  hours  or  more  or  even  as  long  as  a week 
to  become  manifest  after  contact  of  the 
hypersensitive  skin  with  the  allergen.  Fur- 
I thermore,  the  reaction  site  is  not  so  primarily 
, perivascular  that  it  may  not  occur  in  almost 
any  tissue,  apparently  depending  simply 
on  where  antigen  in  sufficient  quantity 
encmmters  the  antibody-bearing  cells  to 
set  off  the  reaction.  In  eczematous  contact 
allergic  reactions  as  exemplified  by  poison 
ivy  dermatitis,  the  eliciting  substances 
commonly  are  relatively  simple  reactive 
organic  chemical  compoimds,  such  as  the 
catechol  derivative  involved  in  ivy  allergy. 
On  coming  into  contact  with  the  skin,  these 
I simple  eliciting  compounds  are  believed  to 


act  as  haptenes  which  must  conjugate  with 
some  protein  in  the  skin  to  form  the  com- 
plete antigens.  Thus,  conditions  that  favor 
conjugation  of  various  such  compounds  with 
proteins  in  the  skin  would  be  expected  to  be 
factors  favoring  the  development  as  well  as 
elicitation  of  these  eczematous  contact 
allergies.  Such  greater  ease  of  allergic 
eczematous  sensitization  and  reactivity  in 
fact  are  observed  commonly  under  condi- 
tions in  which  the  skin  has  been  damaged, 
with  the  resultant  loss  of  some  of  its  barrier 
fimctions  as  weU  as  the  formation  of  in- 
completely keratinized,  chemically  more 
reactive  keratin. 

Sometimes  the  eliciting  agents  of  eczem- 
atous allergy  can  be  already  complete  anti- 
gens as  is  weU  illustrated  by  positive  eczem- 
atous contact  reactions  to  tuberculin  patch 
tests. 

Histologically,  in  acute  eczematous  con- 
tact allergic  reactions,  spongiosis  generally 
develops  first  in  the  deeper  layers  of  the 
epidermis  even  though  the  eliciting  agent 
comes  to  the  skin  from  the  surface. 

When  a complete  antigen,  against  which 
antibodies  carried  on  lymphocytes  are 
present,  is  introduced  locally  into  the  skin 
intradermaUy  or  deeper,  a characteristic, 
slowly  developing,  papular  or  nodular, 
circumscribed,  chronic  inflammatory  reac- 
tion develops.  If  it  is  very  severe,  even  local 
tissue  necrosis  may  occur.  This  type  of 
reaction  is  classicaUy  exemplified  by  the 
positive  intradermal  reaction  to  tuberculin. 
Similar  delayed  type  papular  reactions  occur 
in  aUergic  sensitivity  to  other  antigens, 
especiaUy  of  infectious  organisms  such  as 
viruses,  bacteria,  fimgi,  and  animal  parasites. 

In  these  eczematous  or  tuberculin-type 
so-caUed  delayed  kinds  of  aUergic  reactions, 
the  sensitization  phenomenon  is  a systemic 
affair  which,  imder  proper  conditions,  has 
been  transferred  passively  with  lymphocytic 
ceUs  to  nonsensitive  hosts. 

The  systemic  nature  of  eczematous  al- 
lergy, in  contrast  to  former  beliefs  that  such 
sensitivities  depend  on  antibodies  firmly 
fixed  in  the  skin,  was  proved  clearly  by  the 
Danish  dermatologist  Haxthausen’  in  his 
classic  skin  transplantation  experiments  in 
identical  twins.  He  found  that  when  a skin 
graft  was  taken  from  one  of  a pair  of  identical 
twins,  who  was  contact-aUergic  eczema tously 
to  a particular  compoxmd,  and  grafted  into 
the  nonaUergic  twin,  it  failed  to  react  to  ap- 
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plication  of  the  allergen. 

However,  normal  skin  from  the  non- 
sensitive twin  did  so  react  when  it  was 
grafted  to  the  allergic  twin. 

Finally,  one  might  speculate  that  the 
general  slow  development  of  these  delayed 
types  of  reactions,  even  when  the  antigen  is 
injected  directly  into  the  tissues,  is  based 
partly  on  the  necessity  for  the  migration,  at 
first  by  chance,  of  antibody-carrying  cells  to 
the  site  of  antigen  deposition.  Later,  of 
course,  the  reaction  would  be  accelerated  by 
chemotactic  factors  associated  with  in- 
flammation. 
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Genetic  diseases  are  caused  by  mutated 
genes  or  chromosome  aberrations.  This 
paper  wiU  deal  only  with  those  caused  by 
single  gene  mutations,  most  of  which  have  a 
distinct  hereditary  pattern.  Only  those 
abnormahties  wiU  be  discussed  in  which 
involvement  of  the  skin  is  associated  with 
pathologic  changes  in  one  or  more  organs  or 
systems. 

Genetic  diseases  differ  from  nonhereditary 
ones  in  that  they  also  affect  other  members 
of  the  family.  This  knowledge  is  of  great 
aid  in  stimulating  a thorough  examination 
of  other  family  members,  which  may  lead  to 
the  detection  of  the  disease  in  apparently 
normal  individuals.  Moreover,  the  heredi- 
tary pattern  frequently  aids  in  estimating 
the  risk  to  future  offspring  of  being  born 
aflSicted  with  the  same  disease.  Thus  great 
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opportunity  is  avaUable  to  practice  preven- 
tive medicine.  The  detection  of  genetic 
carriers,  which  is  one  of  the  important  tasks 
of  medical  genetics,  is  made  possible  by  the 
study  of  such  tainted  family  groups. 

The  saying  that  the  skin  is  the  mirror  of 
the  body  is  true  in  many  of  these  pathologic 
conditions.  Certain  changes  which  are 
easily  noticed  in  the  skin  may  readily  reveal 
the  existence  of  the  disease  in  other  less 
accessible  organs,  in  which  abnormal 
changes  are  recognized  only  when  the  disease 
has  advanced  sufficiently  to  produce  mani- 
fest symptoms.  Knowledge  of  the  charac- 
teristic cutaneous  manifestations  of  some  of 
these  diseases  helps  to  make  an  early  correct 
diagnosis,  so  that  treatment  may  be  insti- 
tuted and  thus  possibly  serious  manifesta- 
tions and  even  death  prevented. 

Although  genetic  diseases  caused  by  single 
gene  mutation  are  more  or  less  rare,  the 
number  of  such  pathologic  entities  is  great, 
and  the  sum  of  aflSicted  individuals  is  enor- 
mous. Moreover,  the  knowledge  acquired 
from  the  study  of  such  pathologic  aberrations 
has  proved  frequently  to  be  of  great  value 
in  the  elucidation  of  normal  physiologic 
processes. 

Systemic  genetic  diseases  may  be  divided 
usefully  according  to  the  nature  of  the 
known  imderlying  pathogenetic  factor.  Our 
knowledge  of  this  factor  corresponds  to  the 
knowledge  available  about  the  basic  bio- 
chemical activity  of  the  gene.  I have 
divided  the  diseases  to  be  presented  into 
three  groups:  (1)  inborn  errors  of  metab- 
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olism,  (2)  inborn  tissue  defects,  and  (3) 
i genetic  syndromes.  In  the  first  group,  the 
primary  biochemical  enzymatic  activity  of 
' the  gene  is  partly  or  entirely  known.  In 
the  second  group,  the  primary  action  of  the 
gene  is  obscure,  but  its  effect  is  known, 
namely,  a distinct  tissue  defect,  which  we 
designate  as  the  pathogenetic  factor  of  the 
disease.  In  the  third  group,  in  which  several 
apparently  unrelated  traits  are  present  in 
j the  same  individual  and  are  transmitted  to 
the  offsprmg  as  a unit,  there  seems  to  be  no 
apparent  common  factor  which  could  ex- 
j plain  their  coexistence.  However,  we  are 
1 justified  to  state  that  the  component  factors 
^ of  the  syndrome  are  jointly  dependent  on  a 
single  gene  and  that  they  are  aU  expressions 
' of  some  single  primary  genic  activity,  the 
I natinre  of  which  is  stiU  obscure. 

1 Each  of  these  groups  will  be  presented  by 
a few  examples  which  will  illustrate  the 
relation  of  the  cutaneous  to  the  internal 
manifestations. 

Inborn  errors  of  metabolism 

Alkaptonuria 

Alkaptonuria  is  a rare  but  well-known 
inborn  error  of  metabolism.  It  is  biologi- 
j cally  of  historic  interest,  as  it  is  the  first 
I recessive  abnormality  reported  in  man  and 
the  first  biochemical  mutation  recognized 
i in  any  species.  The  basic  pathogenetic 
I factor  responsible  for  the  manifestations  of 
I the  disease  is  an  enzymatic  defect  in  tyrosine 
I metabolism  which  interferes  with  the  full 
|!  degradation  of  tyrosine  to  carbon  dioxide 
I and  water  and  thus  causes  an  accumulation 
I in  the  blood  and  tissues  of  the  intermediary 
I'  metabolite,  homogentisic  acid,  and  its 
i'  excretion  in  the  urine.  Homogentisic  acid, 

1 known  also  as  “alkapton,”  changes  in  an 
I alkaline  urine  into  a black  insoluble  pigment. 

' This  blackening  of  the  urine  is  indicated  by 
: the  term  “alkaptonuria”  which  is  recognized 

;i  soon  after  birth  by  the  dark  stains  on  the 
I diaper.  When  an  individual  affected  with 
this  disease  is  fed  large  amounts  of  homo- 
1 gentisic  acid,  in  contrast  to  a normal  person, 
'!  he  will  be  unable  to  reduce  it  in  the  body  to 
water  and  carbon  dioxide  and  thus  will 
excrete  it  in  large  amounts  in  the  urine.* 
This  black  discoloration  of  the  urine  may 
be  for  many  years  the  only  indication  of 
the  presence  of  the  disease,  while  large 


amounts  of  homogentisic  acid  are  accumulat- 
ing in  the  tissues  and  fluids  of  the  body. 
Ultimately,  however,  starting  from  the  third 
decade  on  and  increasing  in  severity,  signs 
of  degenerative  changes  in  the  mesodermal 
tissues  become  manifest.  Particularly,  be- 
cause of  a strong  affinity  of  homogentisic 
acid  to  cartilage,  a severe  disabling  osteo- 
arthritis takes  place,  involving  the  spine 
and  different  joints.  ^ The  deposition  of 
homogentisic  acid  and  its  derivatives  in 
many  viscera,  including  the  intima  of 
large  vessels  and  the  cardiac  muscle,  may 
result  also  in  other  pathologic  manifesta- 
tions. Not  infrequently  there  is  cardio- 
vascular involvement,  and  occasionally  death 
from  kidney  disease  has  been  observed.^ 

The  cutaneous  manifestations,  which  de- 
velop first  in  the  third  decade  and  occur 
with  increased  incidence  in  the  fourth  and 
fifth  decades,  are  caused  by  the  same  basic 
process  which  underlies  the  manifestation 
of  the  black  urine  and  arthritis,  namely,  the 
excess  of  homogentisic  acid  in  the  tissues 
and  its  change  into  a dark  pigment.  The 
term  “ochronosis,”  which  is  often  used  as  a 
synonym  for  alkaptonuria,  indicates  the 
deposition  of  bluish-black  pigment  in  the 
different  tissues  of  the  body,  particularly 
in  the  cartilage.  The  most  conspicuous  and 
earliest  sign  of  ochronosis  is  the  bluish-black 
discoloration  in  the  scleras  on  the  nasal  and 
temporal  sides  of  the  corneal  limbus,  which 
is  known  as  Osier’s  sign,  and  in  the  cartilage 
of  the  ears.  This  may  be  followed  by  dis- 
coloration of  the  cartilage  of  the  nose  and 
the  superficial  tendons  of  the  hands.  Simi- 
lar to  the  changes  in  the  cartilage  of  the 
joints,  the  eaurs  may  become  abnormally 
firm,  rigid,  and  nodular.  Less  frequent  is 
the  mottled  brown  or  blue  discoloration  of 
the  skin  of  the  face,  neck,  and  trunk,  and 
the  bluish-greenish  pigmentation  of  the 
sweat  and  sebaceous  secretion.  Rarely, 
the  oral  mucosa  becomes  pigmented. 

Ochronosis  is  believed  to  be  present  only 
in  about  half  of  the  cases  of  alkaptonuria. 
However,  it  is  so  characteristic  that  it  may 
be  considered  pathognomonic. 

The  hereditary  pattern  of  alkaptonuria, 
in  the  overwhelming  majority  of  cases,  is 
that  of  an  autosomal  recessive  gene. 

Porphyria 

Porphyria  is  an  inborn  error  of  porphyrin 
metabolism,  in  which  large  amoimts  of 
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porphyrins  are  formed,  deposited  in  the 
tissues,  and  excreted  in  the  urine  and  feces. 
Their  presence  in  the  urine  is  recognized  by 
its  red  discoloration,  by  red  fluorescence 
under  Wood’s  light,  and  by  spectroscopic 
examination  and  special  chemical  tests. 
The  porphyrins  which  are  found  in  the 
urine  are  uroporphyrin,  coproporphyrin, 
and  their  precursors,  porphobilinogen  and 
delta-aminolevulinic  acid. 

The  porphyrias  are  classified  into  two 
main  groups,  congenital  porph5Tia  and 
hepatic  porphyria. 

Congenital  porphyria.  Congenital 
porphyria  is  also  called  erythropoietic  por- 
phyria because  excessive  and  abnormal 
porphyrins  are  formed  in  the  bone  marrow.^ 
It  is  recognized  soon  after  birth  by  the  red 
urine  and  the  stained  diapers.  The  urine 
which  contains  large  amounts  of  uropor- 
phyrin is  pink  to  port-wine  red  and  shows 
the  characteristic  fluorescence  under  Wood’s 
light.  A striking  feature  is  the  strong 
photosensitivity  which  manifests  itself  in 
the  second  year  of  life.  On  exposure  to 
sunlight,  the  child  develops  on  the  face, 
ears,  and  back  of  the  hands  red  macules 
followed  by  vesicles  and  bullae  which  break 
down  and  leave  shallow  scars.  Following 
repeated  exposure  to  the  sun,  marked 
scarring  may  take  place  which  may  lead  to 
mutilation  of  the  face  and  hands.  The 
cornea  of  the  eyes  shows  changes  which 
occasionally  may  lead  to  blindness. 

Another  conspicuous  feature  is  the  brown- 
ish-red discoloration  of  the  teeth  which 
show  bright  red  fluorescence  when  they  are 
exposed  to  ultraviolet  light.  The  bones 
are  similarly  discolored.  The  exposed  skin 
may  show  brown  pigmentation.  Hyper- 
trichosis of  the  face  and  extremities  is  a 
common  finding. 

Increased  hemolysis  takes  place  which 
leads  to  anemia  and  hepatosplenomegaly. 

This  form  of  porphyria  is  rare;  its  inci- 
dence is  estimated  to  be  less  than  1 per 
cent  of  all  types  of  porphyria.  Its  in- 
heritance is  autosomal  recessive  with  partial 
limitation  to  the  male  sex. 

Hepatic  porphyria.  In  hepatic  por- 
phyria the  abnormal  porphyrin  metabolism 
is  believed  to  take  place  in  the  liver  rather 
than  in  the  bone  marrow.  It  differs  also 
from  the  congenital  form  by  the  fact  that 
the  disease  usually  does  not  manifest  itself 
before  adult  life  and  by  the  hereditary 


mechanism,  which  in  all  forms  of  hepatic 
porphyria  is  autosomal  dominant. 

Hepatic  porphyria  is  divided  into  the 
acute  intermittent  and  chronic  cutaneous 
forms. 

Acute  intermittent  porphyria.  Acute  inter- 
mittent porphyria  is  the  most  common 
type.  It  is  characterized  by  attacks  of 
abdominal  colic  and  by  neurologic  and 
mental  symptoms.  In  some  cases  the 
symptoms  are  only  abdominal,  while  in 
most  instances  both  types  of  symptoms 
are  manifested.  During  the  attack  one 
finds  in  the  urine  the  precursors  of  uro- 
porphyrin, namely,  porphobilinogen  and 
delta-aminolevulinic  acid,  which  are  color- 
less. The  majority  of  these  patients  are 
females  between  the  ages  of  twenty  and 
fifty.  This  form  of  porphyria  is  encoimtered 
most  frequently  by  the  surgeon  because  of 
the  gastrointestinal  symptoms  which  often 
simulate  acute  abdominal  conditions.  As 
such  cases  are  often  misdiagnosed,  these 
patients  frequently  are  victims  of  repeated 
abdominal  operations. 

Patients  with  this  type  of  porphyria  do 
not  develop  any  photosensitivity  or  cu- 
taneous changes. 

Chronic  cutaneous  porphyria.  Chronic 
porphyria,  which  comprises  about  30  to  40 
per  cent  of  all  porph3nria  cases,  is  of  interest 
to  the  dermatologist  because  of  the  presence 
of  photosensitivity  and  cutaneous  mani- 
festations. The  majority  of  cases  in  this 
group  present  cutaneous  changes  only  and 
frequently  are  reported  as  cases  of  por- 
phyria cutanea  tarda.  A smaller  group  of 
cases,  considered  as  the  mixed  type,  mani- 
fest, in  addition  to  skin  changes,  features 
which  are  also  characteristic  of  the  acute 
intermittent  type,  namely,  abdominal  and 
neurologic  symptoms.  The  cutaneous  symp- 
toms may  alternate  with  the  abdominal  and 
nervous  s3Tnptoms  or  may  be  present  simul- 
taneously. In  contrast  to  the  acute  type 
and  to  the  congenital  form,  the  chronic 
form  is  usually  benign,  and  its  manifesta- 
tions, whether  cutaneous  or  abdominal  and 
neurologic,  are  milder  in  degree. 

The  cutaneous  symptoms  are  character- 
ized by  outbreaks  of  vesicles  and  bullae  on 
the  face  and  hands  following  exposure  to 
sunlight.  The  lesions  frequently  are  pre- 
ceded by  red  macules  and  are  associated  with 
a sensation  of  heat  and  pruritus.  They 
usually  leave  superficial  scars,  but  occasion- 
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ally  the  photosensitivity  is  severe,  and  the 
lesions,  which  break  down  and  form 
punched-out  ulcers,  result  in  severe  scarring 
which  may  lead  to  mutilation  of  the  face 
and  hands.  Vesicles  and  bullae  may  de- 
velop also  following  exposure  to  heat  or  after 
minor  trauma. 

Other  skin  changes  which  are  observed  in 
these  patients  are  discrete  pigmented  mac- 
ules, diffuse  melanosis  of  the  exposed  skin, 
and  darkening  of  the  hair  of  the  scalp  and 
eyebrows.  There  may  be  toughening  and 
scleroderma-like  hardening  of  the  skin  of  the 
face  and  neck.  The  conjunctivas  may  be 
markedly  injected.  There  is  often  hyper- 
trichosis of  the  face  and  back,  occurring 
particularly  in  women. 

Because  the  amount  of  uroporphyrin  is 
not  too  excessive,  the  urine  is  rarely  red  in 
color,  and  quantitative  tests  are  necessary 
to  prove  the  presence  of  uroporphyrin. 
However,  outbreaks  of  cutaneous  lesions 
often  are  preceded  by  discoloration  of  the 
; urine. 

, The  cause  of  the  bluish-gray  tint  of  the 
I exposed  skin  is  uncertain.  It  is  due  possibly 
I to  hemochromatosis  which  frequently  is 
present  in  cases  of  chronic  cutaneous  por- 
! phyria. 


The  age  of  these  patients,  on  the  average, 
is  higher  than  in  the  acute  form  of  por- 
phyria, usually  between  thirty  and  sixty 
years.  As  in  the  acute  type,  the  inheritance 
is  autosomal  dominant.  However,  there  is 
partial  limitation  to  the  male  sex.  Another 
distinguishing  feature  is  the  fact  that,  while 
in  the  acute  cases  barbiturates  are  considered 
frequently  to  be  the  precipitating  factor,  in 
the  chronic  form  it  is  the  excessive  ingestion 
of  alcohol.  In  this  group  one  usually  finds 
impairment  of  the  liver,  and  occasionally 
cirrhosis  of  the  liver  develops  later  in  the 
course  of  the  disease.  As  in  the  acute  type, 
there  exist  latent  cases,  which  do  not  show 
any  disease  manifestations  for  long  periods 
of  time. 

That  the  cutaneous  manifestations  may 
aid  in  the  recognition  of  the  disease  is  proved 
by  the  experience  of  Brunsting,  Mason,  and 
Aldrich®  who  recognized  21  such  patients  in 
a period  of  five  to  six  years. 

The  damaging  effect  of  the  liver  seems 
apparently  to  be  a common  factor  in  pro- 
voking the  manifestations  of  chronic  por- 
phyria. However,  there  is  no  satisfactory 
understanding  of  the  exact  role  of  porph3rrins 


in  relation  to  hepatic  dysfunction  and  photo- 
sensitivity. For  the  vesicular  eruption  can- 
not be  reproduced  experimentally  by  expo- 
sure of  the  skin  to  sunlight  or  artificial  light. 
Moreover,  vesicles  may  be  formed  after 
minor  mechanical  trauma,  as  in  epidermoly- 
sis buUosa.  The  abnormal  sensitivity  of 
these  patients  to  barbiturates,  alcohol,  and 
other  drugs,  such  as  chloroquine,  is  also  ob- 
scmre.  It  is  conceivable,  as  Waldenstrom® 
suggests,  that  this  intolerance  to  drugs  may 
be  due  to  a deficiency  of  vital  metabolic 
enzymes. 

Essential  familial  hypercholesteremia 

Essential  familial  hypercholesteremia  is  a 
genetic  disease  which  has  been  of  great  inter- 
est to  medicine  for  many  years  because  of 
its  relation  to  arteriosclerosis  and  coronary 
disease.  It  is  usually  associated  with  xan- 
thomatous lesions  of  the  skin,  which  ex- 
plains the  use  of  synonyms  such  as  “essential 
familial  xanthomatosis”  and  “xanthoma 
tuberosum.”  It  is  always  associated  with 
hypercholesteremia.  This  feature  is  due  to 
an  inborn  error  of  cholesterol  metabolism 
which  is  the  causative  factor  in  the  formation 
of  the  xanthomatous  lesions  in  the  skin  and 
arteries,  including  the  coronary  arteries, 
which  is  the  cause  of  sudden  death  of  some 
such  affected  children  and  yoimg  adults. 
It  is  a dominantly  inherited  disease,  the 
primary  factor  of  which  is  hypercho- 
lesteremia, while  xanthomatosis  of  the  skin 
and  blood  vessels  is  a secondary  phenomenon. 
The  expressivity  of  the  gene  is  varied,  so 
that  some  family  members  may  manifest 
hypercholesteremia  only,  while  others  show, 
in  addition,  cutaneous  xanthomatosis  with 
or  without  cardiovascular  disease.’ 

Xanthoma  tuberosum  is  characterized  by 
yeUow  or  brown  tumors  which  may  be  the 
size  of  a bean  or  as  large  as  a fist.  They  are 
usually  situated  over  the  elbows,  knees, 
knuckles,  and  tendons  of  the  hands  and  feet 
but  are  present  also  in  other  areas  which  are 
exposed  to  pressure,  such  as  the  gluteal 
region.  The  yellow  plaque,  known  as 
xanthelasma,  which  usually  is  located  on  the 
eyelids,  is  present  only  in  25  per  cent  of  the 
cases.®  Xanthelasma  occurring  in  individuals 
below  the  age  of  forty  is  associated  more 
frequently  with  hypercholesteremia  than 
it  is  in  older  individuals. 

Xanthoma  tuberosum  may  first  develop 
in  early  childhood  or  at  any  age. 
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Although  this  disease  is  undoubtedly  an 
inhorn  error  of  lipid  metaholism,  the  exact 
biochemical  process  which  is  connected 
with  the  increase  in  the  blood  cholesterol  is 
unknown.  However,  it  is  justified  to  as- 
sume that,  as  in  other  errors  of  metabolism, 
there  is  a defect  in  the  genetically  deter- 
mined enzymatic  chain  reactions,  which 
leads  to  abnormal  pathways  and  results  in 
the  accumulation  of  cholesterol  in  the  blood 
and  tissues. 

Essential  familial  hyperlipemia 

Essential  familial  hyperlipemia,  known 
also  as  idiopathic  hyperlipemia,  has  been 
described  in  its  juvenile  form  as  Buerger- 
Griitz  disease.®  Its  basic  feature  is  an  in- 
crease of  neutral  fat  in  the  blood  serum. 
Cholesterol  and  phospholipids  may  be  in- 
creased also  but  to  a much  lesser  degree. 
Clinically  the  disease  is  characterized  by  a 
milky  serum,  cutaneous  xanthomatosis,  and 
attacks  of  abdominal  pain.  Coronary  dis- 
ease and  hepatosplenomegaly  may  be  pres- 
ent.*® While  some  cases  may  be  asympto- 
matic and  detected  only  by  the  milky  serum, 
others  may  manifest  aU  the  characteristic 
features. 

The  incidence  of  cardiovascular  athero- 
matosis has  been  estimated  to  occur  in  30 
per  cent  of  the  cases,  which  indicates  the  im- 
portance of  this  disease. 

The  xanthomatous  eruption  which  occurs 
in  about  half  of  the  cases  differs  from  that  of 
essential  hypercholesteremia  by  the  fact  that 
the  lesions  are  usually  papular,  forming  the 
so-caUed  eruptive  type  of  xanthoma.  It 
consists  of  a profuse  eruption  of  tiny  papules 
which  are  of  uniform  size  and  each  of  which 
may  be  surrounded  by  a slight  pink  halo. 
In  some  cases,  however,  there  may  be  xan- 
thoma tuberosum-like  lesions,  but  these  are 
generally  smaller  than  those  seen  in  essential 
hypercholesteremia.  * * 

Genetically,  this  disease  is  due  to  an 
autosomal  recessive  gene.  In  some  cases, 
the  heterozygous  asymptomatic  relatives 
were  foimd  to  have  a slight  but  definite  in- 
crease in  neutral  fat. 

Essential  hyperlipemia  is  due  to  an  un- 
known defect  of  the  fat  metabolism.  It  is 
believed  that  the  increase  of  triglycerides  in 
the  blood  is  probably  caused  by  a defective 
mechanism  in  the  removal  of  the  fat  from 
the  blood. 


Angiokeratoma  corporis  diffusum 

Angiokeratoma  corporis  diffusum  is  prob- 
ably another  inborn  error  of  lipid  metabo- 
lism. It  affects  the  blood  vessels  of  the  skin 
and  internal  organs  by  the  deposition  of  a 
lipid  believed  to  be  diaminophosphatide, 
which  is  related  to  sphingomyelin,  a lipid 
present  in  Niemann-Pick  disease.*® 

The  characteristic  cutaneous  manifesta- 
tion consists  of  a generalized  profuse  erup- 
tion of  monomorphous  discrete  purple  or 
black,  pinhead-sized  macules  or  slightly 
elevated  papules.  There  is  a tendency  to 
centripetal  distribution  with  predilection 
for  the  gluteal  areas,  upper  thighs,  lower 
back,  genitals,  and  umbilicus.  The  skin 
overlying  the  individual  papules  may  or 
may  not  be  slightly  hyperkeratotic. 

The  onset  of  the  eruption  is  in  childhood  or 
adolescence.  The  number  of  lesions  in- 
creases with  age. 

Histologically,  in  the  papillary  layer  there 
are  dilated  capillaries  lined  by  a thin  layer  of 
endothelial  cells  or  blood-fiUed  vascular 
spaces.  In  the  deeper  portion  of  the  skin, 
the  media  of  the  blood  vessels  is  found  to  be 
thickened  and  contains  lipid  substance. 

Systemic  involvement.  These  vascular 
changes  may  be  found  in  aU  the  organs  of 
the  body,  including  the  heart,  large  blood 
vessels,  liver,  and  kidney,  and  in  the  pe- 
ripheral and  central  nervous  system.  They 
are  the  cause  of  the  many  signs  and  symp- 
toms which  manifest  themselves  in  the  third 
decade  of  life.  The  most  common  clinical 
symptoms  are  rheumatoid  pains,  spasms  in 
the  hands  and  feet  and  other  vasomotor 
disturbances,  mental  and  physical  fatigue, 
hypertension,  cardiac  enlargement,  and 
chronic  albuminuria.  *® 

Although  some  patients  have  been  ob- 
served for  years  with  little  evidence  of 
systemic  involvement,  others  have  suc- 
cumbed to  cardiovascular  or  renal  failure  in 
the  third  or  fourth  decade  of  life.  Most  of 
the  affected  patients  rarely  reach  the  age  of 
fifty  years.  The  most  serious  manifestation 
is  renal  insufficiency  which  has  resulted  in 
several  reported  cases  of  death  from  uremia. 

Heredity.  The  disease  seems  to  be 
transmitted  according  to  a recessive  mode 
of  inheritance.  However,  the  genetic  mech- 
anism is  obscure,  as  there  is  complete  limita- 
tion to  the  male  sex  which,  so  far,  cannot  be 
explained  satisfactorily. 
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A thorough  study  of  such  affected  families 
in  the  future  may  clarify  the  genetic  mecha- 
j nism. 

Apparently  we  are  dealing  with  a genetic 
: error  of  lipid  metabolism,  the  primary 
1 biochemical  process  of  which  is  obscure. 

! This  disease,  in  which  the  skin  changes 
I occur  much  earlier  than  the  systemic  mani- 
; festations,  is  a good  example  of  the  ease 
with  which  an  early  diagnosis  can  be  made 
I by  the  use  of  dermatologic  knowledge. 

! Acrodermatitis  enteropathica 

Acrodermatitis  enteropathica,  which  ap- 
pears in  early  infancy,  is  characterized  by 
cutaneous  and  gastrointestinal  manifesta- 
tions both  of  which  have  simultaneous 
! exacerbations  and  remissions.  The  skin 
changes  consist  of  a vesiculobuUous  pustular 
' eruption  involving  the  orifices  of  the  face, 

: the  anal  and  genital  area,  and  the  distal 
parts  of  the  extremities.  The  nails  are 
dystrophic,  and  there  is  paronychia  present. 
The  oral  mucosa  may  show  whitish  and  red- 
I dish  spots  associated  with  marked  halitosis. 

' A conspicuous  feature  is  the  more  or  less 
j complete  alopecia  of  the  scalp.  When  the 
acute  stage  subsides,  there  is  a tendency  for 
the  lesions  to  become  less  inflammatory  and 
( to  assume  a dry  psoriasiform  appearance. 

The  gastrointestinal  manifestation  con- 
sists of  diarrhea,  abdominal  discomfort,  and 
marked  anorexia.  During  the  attack  the 
i child  becomes  apathetic  and  withdrawn  and 
i has  a pitiful  appearance.  It  contrasts 
1 sharply  with  his  cheerfulness  during  remis- 
I sion. 

I The  significance  of  this  disease  lies  in  the 
fact  that  until  1953,  when  DUlaha  and  his 
associates'^  reported  on  the  disease  and  re- 
I vealed  that  it  could  be  controlled  by  diiodo- 
hydroxyquinoline  (Diodoquin),  it  was  con- 
sidered fatal.  A high  percentage  of  these 
I children  died  from  general  debility  or  inter- 
I current  infection.  The  disease  can  now  be 
I controlled  as  long  as  diiodo-hydroxyquino- 
line  or  iodochlorhydroxyquin  (Entero-Vio- 
form)  is  being  taken. 

[ Inheritance.  It  is  a recessive  autosomal 
! disease.  It  is  possible  that  the  asympto- 
I matic  heterozygous  relatives  can  be  recog- 
I nized  by  their  defective  intestinal  absorption 
1 when  they  are  tested  by  means  of  I'^*- 
! labeled  albumin  and  fat. 

Incidence.  Since  1953  the  number  of 
; cases  reported  in  the  literature  has  increased. 


according  to  Wells  and  Winkelmann,  from 
20  to  58  cases. 

Pathogenesis.  The  original  suggestion 
of  Danbolt  and  Gloss  that  some  abnormal 
disturbance  in  the  gastrointestinal  tract  is 
responsible  for  aU  the  manifestations  has 
oeen  accepted  by  most  authors.  In  1 case 
it  was  shown  by  means  of  a test  with  I*^*- 
labeled  albumin  and  fat  that  we  may  be 
dealing  with  a particularly  obscure  disturb- 
ance of  digestion.  Abnormal  findings  were 
present  in  the  patient  and  to  a lesser  degree 
in  one  of  his  parents.  However,  the  exact 
nature  of  the  defective  digestion  has  still  to 
be  elucidated. 

Inborn  tissue  defects 

Pseudoxanthoma  elasticum 

The  synonyms  for  pseudoxanthoma  elas- 
ticum are  “Gronblad-Strandberg  syndrome” 
and  “elastorrhexis  generalisata.”  In  this 
genetic  disease,  defective  elastic  tissue  is 
the  underlying  pathogenetic  factor  which  is 
responsible  for  the  cutaneous  changes  as 
well  as  for  the  abnormal  signs  and  symptoms 
in  other  organs. 

Cutaneous  symptoms.  The  most  con- 
spicuous and  pathognomonic  cutaneous 
lesion  is  the  ivory,  yellowish,  or  brown 
plaque,  for  which  the  disease  has  been 
named.  It  is  composed  of  indistinct  pin- 
point to  pea-sized,  closely  set,  superficial 
papules,  arranged  in  linear  or  reticular 
fashion  and  frequently  separated  by  fur- 
rows. When  the  papules  are  well  developed, 
they  may  become  confluent,  and  the  plaque 
may  become  thick  and  hang  in  thick, 
inelastic  folds.  The  lesion  may  reach  the 
size  of  a pahn.  The  favorite  locations  are 
the  sides  of  the  neck,  the  axfllas,  the  cubital 
and  popliteal  fossae,  the  groins,  and  the 
abdomen.  The  mucous  membranes  of  the 
mouth  and  the  vagina  may  be  involved  also. 
These  lesions  may  be  single  or  multiple; 
they  may  remain  stationary  for  many 
years,  or  new  lesions  may  develop.  Rarely, 
the  whole  skin  may  be  involved  except  the 
scalp  and  the  pahns  and  soles.  A histologic 
examination  reveals  a defect  in  the  elastic 
tissue:  The  elastic  fibers  m the  middle  and 

deep  corium  are  swollen,  fragmented,  and 
clumped. 

These  characteristic  lesions  develop  first 
in  early  childhood  or  in  young  adulthood  but 
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may  be  already  present  at  birth.  There  is  a 
marked  rise  in  the  incidence  of  pseudoxan- 
thoma elasticum  in  individuals  over  the 
age  of  twenty. 

Systemic  involvement.  The  significance 
of  pseudoxanthoma  elasticum  lies  in  the  fact 
that  not  only  the  skin  but  also  any  organ  in 
which  elastic  tissue  is  present  may  be  af- 
fected.This  explains  the  presence  of  the 
next  most  frequent  pathognomonic  feature, 
namely  the  so-caUed  angioid  streaks  of  the 
retina,  and  the  frequent  involvement  of  the 
cardiovascular  system.  The  angioid  streaks, 
which  are  present  in  two  thirds  of  the  cases, 
are  seen  in  the  fundus  of  the  eye,  bilaterally, 
as  brown,  gray,  or  white,  thin  or  thick 
streaks.  They  are  due  to  the  rupture  of  the 
elastic  tissue  in  Bruch’s  membrane.  Associ- 
ated with  these  streaks  there  may  be 
degeneration  of  the  small  retinal  vessels 
causing  hemorrhages  and  scars  in  the  retina, 
which  may  lead  to  impairment  of  vision  and 
even  to  blindness.  The  greatest  incidence 
of  angioid  streaks  is  in  patients  in  the  third 
to  fifth  decades. 

Cardiovascular  involvement.  The 
symptoms  of  cardiovascular  damage  are 
cramps  in  the  legs,  intermittent  claudication, 
absence  or  diminution  of  the  peripheral 
pulse,  and  precordial  pain.  Cardiovascular 
disease  is  brought  about  by  elastic  tissue 
degeneration  in  the  media  of  the  arteries, 
which  leads  to  secondary  deposit  of  calcimn 
and  may  cause  hypertension,  enlargement 
of  the  heart,  coronary  insufficiency,  cardiac 
decompensation,  and  aneurysmal  dilatation 
of  the  aorta.  Decreased  blood  supply  is  the 
cause  of  diminished  or  absent  peripheral 
pulse  and  of  the  other  symptoms. 

These  vascular  changes  may  take  place 
also  in  the  gastrointestinal  tract  and  in  the 
central  nervous  system  and  thus  may  cause 
gastric  hemorrhage  and  cerebral  symptoms. 

Heredity.  In  the  overwhelming  major- 
ity of  cases,  the  disease  is  transmitted  ac- 
cording to  a recessive  autosomal  pattern, 
with  partial  limitation  to  the  female  sex. 

As  the  cutaneous  changes  usually  precede 
the  systemic  manifestations  by  many  years, 
they  may  be  of  great  aid  in  the  early  diag- 
nosis of  the  disease. 

Hereditary  hemorrhagic  telangiectasia 
{Osier's  disease) 

Hereditary  hemorrhagic  telangiectasia  is 
characterized  by  multiple  telangiectases 


which  are  located  on  the  face,  lips,  tongue, 
oral  and  nasal  mucosa,  chest,  arms,  tips  of 
the  fingers  and  toes,  and  nail  beds.  The 
lesions  are  punctate  and  spidery  in  shape  or 
nodular.  The  macular  lesions  are  about  2 
to  3 mm.  in  diameter,  while  the  angiomatous 
lesions  may  become  6 to  8 mm.  large.  Al- 
though the  telangiectases  do  not  appear  be- 
fore puberty,  the  disease  manifests  itself  al- 
ready in  childhood  by  frequent  nosebleeds 
which  may  be  persistent  and  recurrent. 
Because  of  the  absence  of  vascular  lesions  at 
that  early  age,  the  real  cause  of  the  epistaxis 
frequently  is  not  recognized.  In  the  third 
or  fourth  decade  when  telangiectases  become 
more  numerous  and  more  vulnerable,  hemor- 
rhages may  occur  more  frequently,  spontane- 
ously or  after  injury. 

The  most  common  location  of  hemorrhage 
is  the  nasal  mucosa.  Less  often  and  next  in 
frequency  is  bleeding  from  the  lips,  tongue, 
and  gums.  When  these  hemorrhages  are 
frequent  and  persistent,  they  may  lead  to 
severe  anemia. 

The  significance  of  the  disease  lies  in  the 
fact  that  the  vascular  changes  are  not  limited 
to  the  skin  and  oral  mucosa  but  have  been 
found  also  in  the  mucosas  and  tissues  in  all 
parts  of  the  body,  such  as  the  gastrointesti- 
nal, genitourinary,  and  respiratory  tracts,  the 
uterus,  the  brain,  and  the  spinal  cord.*‘“” 
Thus  hematemesis,  hematuria,  melena,  and 
cerebral  hemorrhage  have  been  observed. 

Pathogenesis.  The  underlying  patho- 
genetic factor  is  an  inborn  vascular  dys- 
plasia. Some  authors  have  demonstrated 
histologically  an  absence  of  muscle  and 
elastic  tissue  in  the  wall  of  the  dilated  part 
of  the  blood  vessel. 

Prognosis.  The  prognosis  must  be 
guarded.  Only  a small  group  of  affected 
individuals  are  not  much  incapacitated, 
while  a large  group  of  such  individuals 
suffer  from  anemia  and  continued  or  periodic 
poor  health.  It  is  estimated  that  in  2 to  4 
per  cent  of  the  cases  hemorrhage  is  the  cause 
of  death. 

Heredity.  There  is  a tendency  in  the 
members  of  the  same  family  to  suffer  hemor- 
rhage from  the  same  organ. 

The  disease  is  transmitted  in  accordance 
with  an  autosomal  dominant  mode  of  in- 
heritance. The  gene  is  probably  incom- 
pletely dominant.  There  is  probable  evi- 
dence available  for  the  assumption  that  the 
homozygote  offspring  of  two  affected  indi- 
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viduals  may  be  affected  so  severely  that  it 
dies  in  early  infancy.*® 

Epiloia 

The  term  “epiloia”  is  preferable  to 
the  other  synonyms,  “adenoma  sebaceum” 
and  “tuberous  sclerosis,”  since  each  of 
these  terms  indicates  only  one  component 
of  the  essential  features  of  the  disease. 
“Adenoma  sebaceum”  represents  the  cu- 
taneous changes,  and  “tuberous  sclerosis”  in- 
dicates the  involvement  of  the  central  nerv- 
ous system,  whereas  the  term  “epiloia”  in- 
cludes both  of  these  important  featiures  and 
others  which  are  not  indicated  by  the  other 
synonyms. 

Cutaneous  changes.  Adenoma  seba- 
ceum is  the  most  important  feature  of  the 
cutaneous  manifestations,  as  it  is  present 
almost  constantly  and  thus  is  of  great 
diagnostic  significance.  **  It  consists  of  small 
papules  or  nodules,  which  may  be  soft  or 
firm  and  may  be  yeUow,  pink-brown,  red,  or 
flesh-colored.  They  are  located  mainly  in 
the  nasolabial  folds  but  are  seen  on  the  nose, 
cheeks,  and  chin  or  may  involve  the  rest  of 
the  face.  They  may  be  few  or  numerous. 

The  eruption  usually  develops  between 
the  ages  of  four  and  nine;  it  spreads  slowly 
and  increases  particularly  at  puberty. 

The  term  “adenoma  sebaceum”  is  con- 
sidered by  most  authors  a misnomer.  For 
in  most  lesions  no  hyperplasia  of  the  seba- 
ceous glands  is  found  but  mainly  hyperplasia 
of  collagenous  tissue  and  hair  follicles. 

Another  cutaneous  lesion,  which  is  not 
present  as  constantly  but  which  is  neverthe- 
less characteristic,  is  the  plaque  or  nevoid 
variety,  which  frequently  is  located  on  the 
forehead  or  temporal  region,  is  usually  imi- 
lateral,  and  suggests  a pigmented  nevus  with 
an  xmderlying  vascular  growth.  Histologi- 
cally, it  shows  the  same  changes  as  the  dis- 
crete nodules  of  adenoma  sebaceum.  Other 
lesions  of  diagnostic  significance  are  the 
peculiar  collagenous  plaques  which  are 
located  on  the  lower  back,  the  flanks,  and 
the  scapular  region.  They  are  about  10  cm. 
in  diameter,  are  usually  yellowish  or  flesh- 
colored,  and  have  the  appearance  of  “goose 
flesh”  or  “pigskin.”  A most  characteristic 
lesion  is  the  so-called  “shagreen  patch,” 
which  is  an  uneven,  irregular  thickening  of 
the  skin,  of  flesh  color  and  about  the  size  of 
a child’s  pahn.  Not  infrequently  there  are 
subungual  and  periungual  fibromas  and 


fibromatous  tumors  of  the  scalp.  Fibrous 
nodules  may  be  found  also  on  the  oral  mu- 
cosa. There  is  a marked  tendency  to 
multiple  nevi,  the  most  characteristic  of 
which  is  the  nevus  anemicus. 

Central  nervous  system  changes.  The 
second  most  important  feature  of  epiloia  is 
tuberous  sclerosis,  which  signifies  the  pres- 
ence of  tuberous  nodules  in  the  cortex  and 
white  matter  of  the  brain.  These  lesions 
cause  the  epileptic  attacks  and  mental 
deficiency  which  are  essential  features  of  the 
disease  and  usually  are  noted  in  infancy  or 
early  childhood.  These  neurologic  symp- 
toms thus  usually  antedate  the  appearance 
of  adenoma  sebaceum.  However,  in  many 
cases  adenoma  sebaceum  may  be  present 
before  the  neurologic  manifestations  develop. 

Tumor  formation.  The  third  important 
feature  of  the  disease  is  the  marked  tendency 
to  tumor  formation,  particularly  in  the 
retina,  kidneys,  and  heart.  The  retinal 
tumors,  known  as  phakomas,  are  gliomas 
and  are  of  similar  structure  as  the  brain 
tumors.  In  the  heart,  the  most  frequently 
diagnosed  tumor  is  rhabdomyoma,  while  in 
the  kidneys  the  tumors  may  be  angiomas, 
fibroadenomas,  or  mixed  tumors. 

Pathogenesis.  Epiloia  is  due  to  a wide- 
spread tissue  dysplasia  involving  the  ectoder- 
mal and  mesodermal  structures.  Adenoma 
sebaceum  is  considered  a hamartomatous 
abnormahty  of  the  pilosebaceous  apparatus 
and  is  only  one  facet  of  a “disseminated 
hamartosis.” 

Heredity.  The  gene  for  epiloia  is  an 
irregular  autosomal  dominant.  It  has 
varied  expressivity.  Thus,  one  member  of 
the  family  may  have  only  adenoma  sebaceum 
while  others  may  be  affected  with  epUepsy 
and  mental  retardation  with  or  without 
adenoma  sebaceum.  In  some  families  there 
may  be  a tendency  to  manifest  renal  tumors 
without  any  other  manifestation  of  the 
disease.  There  are  many  sporadic  cases  en- 
coimtered  owing  to  the  fact  that  one  quarter 
to  a half  of  the  cases  are  due  to  new  muta- 
tions. 

Cases  of  transmission  through  two  gener- 
ations are  frequent,  while  those  transmitted 
through  three  generations  are  rare.** 

There  are  no  reliable  data  on  the  propor- 
tion of  patients  with  epiloia  as  the  whole 
complex  and  of  those  who  may  manifest  the 
individual  components  of  the  disease . * * The 
incidence  of  epiloia  in  institutions  for  feeble- 
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minded  persons  has  been  estimated  to  be 
about  0.5  per  cent  of  the  inmates. 

Many  individuals  affected  with  epiloia  die 
before  the  age  of  twenty  of  intercurrent  in- 
fection or  of  renal,  cardiac,  or  brain  tumor. 
Others  have  a reduced  hfe  span. 

Genetic  syndromes 

As  examples  I have  chosen  two  genetic 
syndromes  in  both  of  which  the  extracutane- 
ous  symptom  consists  of  intestinal  polyposis. 

Peutz-Jeghers  syndrome 

The  cutaneous  feature  of  the  Peutz- 
Jeghers  syndrome  consists  of  pigmented 
spots  around  the  mouth  and  on  the  lips, 
the  oral  mucosa,  and  the  digits.  The  spots 
are  brown  or  black,  1 to  2 mm.  in  size,  and 
round,  oval,  or  irregular  in  shape.  They  may 
be  seen  also  around  the  nasal  orifice  and  on 
the  dorsal  and  volar  surface  of  the  hands  and 
feet.  In  the  oral  cavity,  they  are  present 
most  frequently  on  the  inner  aspect  of  the 
lips.  They  are  noticed  first  at  birth  or  in 
infancy.  Most  of  the  affected  individuals 
are  dark-complexioned. 

The  most  serious  feature  of  the  syndrome 
is  the  intestinal  polyposis.  Most  commonly 
involved  are  the  small  intestines,  particularly 
the  jejunum,  although  the  stomach,  colon, 
and  rectum  may  also  be  affected.  Occasion- 
ally polyps  are  found  in  the  urinary  bladder 
and  in  the  nasopharynx.  The  intestinal 
polyps  are  multiple,  but  occasionally  there 
may  be  a single  polyp  present.  The  chief 
clinical  symptoms  of  polyposis  are  those  of 
recurrent  intussusception  and,  less  fre- 
quently, intestinal  bleeding. 

The  polyps  found  in  this  syndrome  were 
considered  previously  as  premaUgnant  with 
a great  tendency  to  malignant  degeneration. 
In  recent  years,  however,  owing  to  a thor- 
ough study  of  a large  number  of  cases,  the 
prevailing  opinion  is  that  the  polyps  are  not 
adenomas  and  not  premalignant  but  are 
developmental  malformations,  so-caUed 
“hamartomas”  which  are  less  apt  to  become 
malignant  than  true  adenomas.  The 

practical  value  of  this  knowledge  lies  in  the 
fact  that  radical  resections  which  have  been 
practiced  previously  are  now  considered  un- 
warranted. 

The  value  of  the  early  recognition  of  this 
syndrome  by  the  characteristic  cutaneous 
pigmentation  is  obvious.  It  permits  the 


detection  of  the  intestinal  polyps  long  before 
they  are  developed  and  produce  serious 
symptoms.  It  permits  one  to  distinguish  this 
type  of  polyposis  from  other  hereditary  forms 
which  are  known  for  their  marked  tendency 
to  malignant  degeneration,  particularly  the 
so-caUed  “familial  polyposis  of  the  colon.” 

Heredity.  This  syndrome  is  due  to  a 
single  autosomal  dominant  pleiotropic  gene. 
Bartholomew,  Dahlin,  and  Waugh, who 
reviewed  117  cases,  found  familial  occurrence 
in  half  of  the  cases.  They  beUeve  that 
sporadic  cases  are  probably  new  mutations. 

Gardner's  syndrome 

In  Gardner’s  syndrome,  intestinal  poly- 
posis is  associated  with  tumors  of  the  skin 
and  bones.  Both  the  cutaneous  and  intesti- 
nal components  differ  from  those  of  the 
Peutz-Jeghers  syndrome. 

Cutaneous  manifestations.  The  skin 
lesions  consist  of  epidermoid  cysts,  fibromas, 
and  deeply  located,  poorly  circumscribed 
masses  of  fibrous  tissue  which  occur  in  sites 
of  trauma  and  surgical  scars.  In  addition, 
there  are  present  osteomas,  which  are  located 
most  frequently  on  the  skuU  and  mandible, 
but  which  may  be  found  in  any  place.  The  | 
lesions  may  be  single  or  multiple.  The  , 
tumors  appear  already  in  childhood. 

Polyposis.  The  polyposis  involves  the 
colon,  although  a few  polyps  may  be  found 
also  in  the  smaU  intestines.  It  manifests 
itself  first  by  bleeding  from  the  rectum, 
usuaUy  in  individuals  about  the  age  of 
twenty,  although  it  may  occur  for  the  first 
time  at  any  age  from  ten  to  forty.  The 
polyps  are  multiple  and  are  premalignant. 
There  is  a strong  tendency  to  carcinomatous  j 
degeneration  in  the  polyps  of  the  colon  or 
rectum.  In  the  family  investigated  by 
Gardner,^®  8 individuals  in  three  genera-  j 
tions  had  died  of  cancer  in  the  lower  diges- 
tive tract  by  the  time  his  investigation 
started  in  1948.  Since  then,  cancer  was  l 
found  in  2 of  6 new  cases  in  whom  polyposis 
was  detected. 

Heredity.  Gardner’s  syndrome  is  trans- 
mitted as  an  autosomal  dominant  disease. 

In  some  family  members  there  may  occur 
only  polyposis  and  carcinoma  without  the 
development  of  surface  tumors.  The  ap- 
pearance of  surface  tumors  in  childhood  may 
lead  to  the  discovery  and  treatment  of  the 
serious  intestinal  component. 
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Summary 

Systemic  genodermatoses  were  divided  in- 
to three  groups  according  to  the  pathogenetic 
factor,  and  a few  examples  of  each  were 
presented. 

The  close  connection  between  the  cutane- 
ous and  systemic  manifestations  was  em- 
phasized. 

It  was  shown  that  early  recognition  of  the 
disease  frequently  can  be  achieved  with  the 
aid  of  the  characteristic  cutaneous  features  of 
the  disease. 

The  study  of  these  systemic  genoderma- 
toses proves,  I believe,  that  not  only  must  the 
dermatologist  be  an  internist  to  a large 
degree,  but  also  that  the  internist  has  to  have 
a good  knowledge  of  dermatology  to  recog- 
nize internal  disease. 

135  East  50th  Street,  New  York  22 
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X HE  SKIN  is  of  vital  significance  to  the 
physician  in  the  recognition  and  classification 
of  the  systemic  and  cutaneous  reactions  of 
scleroderma,  dermatomyositis,  and  lupus 
erythematosus.  The  surface  of  the  patient 
is  always  accessible  for  examination,  and 
correct  interpretations  of  cutaneous  signs 
may  lead  to  early  and  satisfactory  delinea- 
tion of  the  basic  process.  It  is  true  that  the 
disease  may  not  involve  the  skin,  and, 
although  classic  descriptions  of  these  dis- 
eases embrace  profound  alterations  in  the 
skin,  we  now  diagnose  these  states  more 
frequently  in  the  absence  of  a typical 
dermatologic  syndrome;  thus,  only  one 
fourth  of  the  cases  of  systemic  lupus  erythe- 
matosus being  diagnosed  at  present  are 
characterized  by  diagnostic  cutaneous 
changes,^  dermatomyositis  has  its  non- 
dermatologic  counterpart  (polymyositis), 
and  scleroderma  in  rare  instances  may  occur 
solely  in  internal  organs.  Yet,  to  the  student 
of  the  skin,  the  mesenchymal  reactions 
stage  a continual  cutaneous  interplay  of 
disease  and  host  reactions.  Although  the 
nonspecific  dermadrome  may  not  catch  the 
eye,  the  total  pattern  of  the  process  is  made 
more  comprehensible  by  an  understanding 
of  the  reactions  that  the  skin  displays. 

The  change  of  emphasis  from  specific 
dermatologic  findings  to  an  appreciation  of 
a pattern  of  dermatologic  and  systemic 
reactions  has  clarified  the  role  of  the  skin  for 
students  of  dermatology  and  internal  medi- 
cine. The  skin  is  not  regarded  as  the  sole 
tissue  of  involvement  in  a given  disease  but 


TABLE  I.  Cutaneoussignsof  mesenchymal  disease 


Sign 

Derma- 

tomyo- 

sitis 

Sclero- 

derma 

Lupus 

Ery- 

thema- 

tosus 

Edema 

+ 

-F 

+ 

Erythema 

-f 

0 

-F 

Poikiloderma 

+ 

0 

-F 

Purpura 

Livedo 

0 

0 

+ 

reticularis 

Raynaud’s 

0 

0 

+ 

phenomenon 

-F 

-F 

+ 

Sclerosis 

+ 

+ 

0 

Pigmentation 

0 

+ 

0 

Ulceration 

-F 

+ 

0 

Calcinosis 

Cutaneous 

+ 

+ 

0 

vasculitis 

Sun 

0 

0 

-F 

sensitivity 

+ 

0 

+ 

rather  as  an  indicator,  the  study  of  which 
provides  an  opportunity  for  continual  assess- 
ment of  the  clinical  state.  The  diagnosis  is 
not  a matter  only  of  inspection,  history,  and 
biopsy;  rather,  it  is  a continuing  process  in 
the  definition  of  these  states  as  they  involve 
the  skin  and  other  tissues  of  the  individual 
patients.  It  is  wise  to  regard  a classic  skin 
lesion  in  this  context,  and  it  is  with  this  idea 
in  mind  that  I have  fisted  the  principal  skin 
changes  in  these  diseases  in  Table  I.  Excep-  j 
tions  to  all  of  them  can  be  cited,  but  they 
will  continue  to  be  unusual.  In  all  the 
subtle  and  all  the  obvious  skin  findings  fie 
the  readiest  opportimities  for  the  alert 
diagnostician  to  apprise  himself  of  the 
patient’s  clinical  state. 

Dermatomyositis  j 

The  involvement  of  the  skin  in  derma-  i 
tomyositis  passes  through  phases  that  are  ' 
characteristic  of  the  disease.  Although 
acute  stages  of  cutaneous  involvement  are  ; 
highly  suggestive,  the  chronic  cutaneous  i 
change  is  the  diagnostic  one.  Edema  of  the 
eyes,  face,  and  skin  about  the  involved 
muscles  is  often  the  first  sign.  This  may  be 
the  only  skin  phenomenon  in  a case  diag- 
nosed as  polymyositis,  or  it  may  occur  in  i 
association  with  erythema.  The  erythema  I 
may  occur  suddenly,  following  intensive 
exposure  to  the  sim  (sensitivity  to  sunlight 
has  not  been  adequately  stressed  in  der- 
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FIGURE  1.  Clinical  appearance  of  chronic  ery- 
thema of  dermatomyositis  that  has  progressed  to 
poikiloderma,  that  is,  mixture  of  atrophy,  pigmen- 
tation, and  vascular  and  inflammatory  erythema  in 
region  of  neck. 


FIGURE  2.  “Malignant  erythema’’  of  dermato- 
myositis in  patient  with  metastatic  adenocar- 
cinoma. Brilliant  flush  will  fade  with  pressure  in 
contrast  to  inflammatory  redness  of  chronic  ery- 
thema of  dermatomyositis. 


matomyositis),  a toxic  episode,  or  infection, 
and  it  is  found  frequently  on  the  exposed 
portions  of  the  body.  The  erythema  is 
bright  at  first,  but  it  rapidly  assumes  a red- 
brown  or  a red-blue  color.  This  is  the  stage 
in  which  the  condition  is  usually  diagnosed 
as  contact  or  irritant  dermatitis,  and  many 
patients  with  minimal  muscle  weakness  will 
receive  dermatologic  therapy  for  from  six  to 
twelve  months  from  an  imsuspecting  physi- 
cian until  muscular  disability  arrests  the 
attention.  The  chronic  symmetrical  eryth- 
ema of  dermatomyositis  is  found  on  the 
extensor  surfaces  of  the  joints,  particularly 
the  elbows,  knees,  wrists,  and  knuckles.  It 
is  often  pointed  out  that  the  erythema  in 
dermatomyositis  is  concentrated  over  the 
joints  while  that  in  systemic  lupus  erythe- 
matosus is  on  the  skin  between  the  joints. 
When  the  cutaneous  reaction  of  derma- 
tomyositis continues  for  a long  period,  it  is 
often  associated  with  telangiectasia  and 
persistent  erythema.  The  involvement  of 
the  epidermis  by  the  chronic  inflammatory 
process  may  produce  atrophy  and  pigmenta- 
tion. This  ensemble  of  chronic  erythema. 


telangiectasia,  atrophy,  and  pigmentation 
occurring  in  a mixed  reticulated  pattern  is 
given  the  name  poikiloderma  (Fig.  1).  It  is 
characteristic  of  dermatomyositis,  and  the 
first  cases  of  this  disease  were  recognized  as 
such  because  of  the  skin  eruption,  the  condi- 
tion originally  having  been  termed  poikilo- 
dermatomyositis. 

The  chronic  erythema  may  involve  the 
eyelids  and  produce  a distinctive  red-blue 
color,  fancifully  known  as  the  “heliotrope” 
eyelid.  The  color  may  be  quite  blue  but 
often  is  only  red  and  is  accompanied  by 
edema.  This  may  be  the  only  cutaneous 
area  involved,  and,  in  the  case  of  multiple 
areas  of  involvement,  it  may  be  the  last 
area  of  erythema  to  disappear  in  remission. 

The  face,  scalp,  neck,  and  shoulders  may 
have  a vascular  flush,  which  may  overlie,  or 
extend  to,  areas  of  chronic  erythema.  This 
flush  is  often  of  a bright,  hectic  color.  It 
may  be  pressed  out  by  diascopy,  thereby 
revealing  its  vascular  nature.  I caU  this 
bright  flush  the  “mahgnant  erythema”  of 
dermatomyositis,  for  it  is  often  associated 
with  mahgnant  disease  (Fig.  2).  A patient 
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may  demonstrate  marked  changes  of  this 
sort  in  the  presence  of  only  a small  car- 
cinoma, but  it  is  usually  associated  with  a 
metastatic  process.  Although  it  is  known 
that  men  past  the  age  of  fifty  years  are  most 
likely  to  have  associated  carcinoma,  any 
other  guide  that  may  help  us  recognize  those 
patients  in  whom  malignant  disease  is 
present  will  be  useful.  Fortimately,  most 
patients  with  dermatomyositis  do  not  have 
associated  cancer. 

Sclerosis  is  seen  in  as  many  as  25  per  cent 
of  patients  with  primary  myopathy.  The 
sclerosis  of  dermatomyositis  is  an  edematous 
firmness  of  the  hands,  arms,  face,  and  chest; 
it  is  often  associated  with  Raynaud’s 
phenomenon  and  thus  presents  symptoms 
and  signs  of  acroscleroderma.  Patients  who 
have  sclerosis  experience  a rapidly  progres- 
sive form  of  the  disease,  and  they  may 
demonstrate  an  elevated  sedimentation  rate, 
positive  rheiunatoid  factors,  and  elevated 
globulins  in  addition  to  other  signs  and 
symptoms  of  myopathy.  Their  response  to 
therapy  is  poor,  and  their  prognosis  generally 
is  less  satisfactory  than  that  of  other 
patients  with  dermatomyositis. 

Livedo  reticularis,  vasculitis,  and  infarc- 
tion or  gangrene  are  rarely  seen  in  der- 
matomyositis with  Raynaud’s  phenomenon. 
My  colleagues  and  I have  seen  vascular 
changes,  namely  vasculitis  and  livedo,  in 
cases  in  which  the  synthetic  steroids, 
triamcinolone  and  dexamethasone,  were 
administered. 

Calcinosis  cutis  is  a frequent  accompani- 
ment of  dermatomyositis.  It  is  usually 
centered  about  the  proximal  muscles  of  the 
shoulder  and  pelvic  girdles,  but  calcinosis 
universalis  is  common.  It  occurs  commonly 
two  to  three  years  after  the  onset  of  der- 
matomyositis, and  it  may  be  anticipated  in 
most  children  who  survive  the  disease.* 
It  is  associated  with  an  excellent  prognosis 
for  life  but  does  indicate  usually  that  the 
patient  wiU  have  some  residual  disability. 

A biopsy  of  the  skin  is  useful  in  derma- 
tomyositis. However,  the  skin  biopsy  must 
be  taken  separately  from  any  attempt  to 
obtain  muscle  for  diagnosis.  In  most  in- 
stances typical  cutaneous  histologic  changes 
do  not  exist  in  areas  from  which  biopsies 
commonly  are  taken  for  muscle  samples. 
A biopsy  of  an  area  of  chronic  erythema  or 
poikiloderma  usually  gives  a characteristic 
appearance  histologically.  In  some  severe 


instances  the  histologic  picture  resembles 
that  of  acute  lupus  erythematosus;  in  other 
instances,  because  of  the  edema,  mucin,  and 
pigment  that  are  present,  it  may  have  its 
own  special  histologic  appearance. 

Systemic  lupus  erythematosus 

It  is  weU  known  that  many  cases  described 
as  discoid  lupus  erythematosus,  disseminated 
discoid  lupus  erythematosus,  or  subacute  dis- 
coid lupus  erythematosus  have  actually 
represented  forms  of  systemic  lupus  erythema- 
tosus. Existence  of  the  L.E.  (lupus  erythema- 
tosus) factor  andL.E.ceU  phenomenon  have 
made  possible  the  diagnosis  of  many  lupus 
states  that  would  have  gone  unrecognized  in 
prior  times.  Thus,  not  only  are  cases  of 
involvement  of  other  organs,  such  as  the 
kidneys,  limgs,  heart,  and  joints,  recognized 
as  being  lupoid  syndromes,  but  also,  in 
association  with  these  syndromes,  many 
nonspecific  reactions  may  occiu"  such  as 
urticaria,  erythema,  edema,  and  purpura. 
The  recognition  of  the  special  significance  of 
such  reactions  is  one  of  the  simplest  means 
of  making  the  diagnosis  of  systemic  lupus 
erythematosus. 

The  cutaneous  eruption  is  a major  crite- 
rion for  the  diagnosis  of  systemic  lupus 
erythematosus.  The  disease  will  often 
begin  with  edema  and  erythema  over  the 
face,  which  may  form  the  typical  “butterfly” 
eruption  that  spreads  from  the  malar 
eminences  across  the  nasal  bridge.  This 
erythema  may  be  more  generalized,  however, 
and  it  often  follows  exposure  to  the  sun. 
On  many  occasions  the  erythema  may  be 
interspersed  with  petechiae  or  purpuric 
areas,  and  in  rare  instances  it  may  be  asso- 
ciated with  urticarial  or  bullous  lesions. 
Florid  skin  lesions  of  this  type  are  accom- 
panied by  fever,  fatigue,  pain  in  the  joints, 
pleuritic  or  pericardial  inflammation,  and 
other  recognized  signs  of  the  disease. 

One  quality  of  the  erythema  of  lupus 
erythematosus  that  is  indicative  of  its 
special  nature  is  the  tendency  for  the  in- 
dividual lesions  to  persist,  form  definite 
margins,  and  develop  deeper  red  color  (Fig. 
3).  At  the  same  time  these  lesions  will 
become  crusted  and  keratotic  at  the  surface, 
this  change  indicating  involvement  of  the 
epidermis  by  the  basic  pathologic  process. 
Such  lesions  are  more  typical  of  chronic 
di^oid  lupus  erythematosus;  they  may  be 
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FIGURE  3.  Skin  lesions  of  systemic  lupus  erythe- 
matosus become  characteristic  when  they  present 
fixed,  scaling  appearatice  seen  on  these  arms. 
Note  that  skin  over  joints  is  spared  in  contrast  to 
picture  in  dermatomyositis,  in  which  lesions 
usually  affect  these  areas. 


produced  in  an  acute  syndrome  of  systemic 
lupus  erythematosus  by  chronic  involvement 
of  the  skin.  As  Montgomery  and  Mc- 
Creight^  pointed  out,  the  only  difference 
between  the  cutaneous  lesions  in  the  two 
forms  is  the  rapidity  of  their  development 
and  the  period  of  time  necessary  for  them 
to  involve  the  dermis  and  epidermis. 
Chronic  erythematous  skin  lesions  of  sys- 
temic lupus  erythematosus  resemble  chni- 
cally  and  histologically  those  of  discoid  lupus 
erythematosus.  It  is  for  this  reason  that 
many  authors  now  consider  that  these 
disease  processes  are  fundamentally  similar 
and  that  they  differ  only  in  the  extent  of 
involvement  of  the  visceral  organs  and  the 
rapidity  with  which  they  develop. 

The  chronic  erythema  of  lupus  erythema- 
tosus occurs  on  the  skin  between  the  joints 
of  the  extremities  and  is  often  associated 
with  petechial  or  livedoid  vascular  pat- 
terns about  the  fingers  and  nail  folds. 
As  in  dermatomyositis,  the  erythema  of 
lupus  erythematosus  may  progress  to  pro- 
duce a poikilodermatous  state  which  is  very 
difficult  to  distinguish  from  that  of  derma- 
tomyositis. Such  distinctions  are  made  on 
other  clinical  grounds. 

As  the  process  continues,  mucous  mem- 
brane may  become  involved;  bluish- white 
patches  may  be  found,  with  peripheral 
telangiectasia  and  erosion,  petechiae,  or 
areas  of  erythema  and  erosion. 

Scarring  is  the  usual  consequence  of  long- 
standing involvement  of  the  skin.  It  is 
usually  interspersed  with  follicular  keratosis, 
atrophy  of  the  dermis  and  epidermis,  and 
evidence  of  peripheral  tmnid  inflanunatory 


TABLE  II.  Differential  diagnosis  of  the  scleroder- 
moid state 


Localized  scleroderma 

Morphea;  generalized  morphea 
Linear  scleroderma;  hemiatrophy 
Scleromyxedema;  nodular  scleroderma 
Scleredema 

Lichen  sclerosus  et  atrophicus 
Systemic  scleroderma 
Acrosclerosis 

Diffuse  or  malignant  scleroderma 
Sclerosis  associated  with 
Raynaud’s  disease 
Dermatomyositis 
Lupus  erythematosus 
Rheumatoid  arthritis 
Periarteritis  nodosa 
Sjogren’s  syndrome 
Porphyria 
Cancer 

Congenital  syndromes 
Hurler’s  syndrome 
Werner’s  syndrome 
Acrogeria 

Poikiloderma  congenitale 


lesions,  or  pigmentation  if  the  erythema  has 
faded. 

Purpura  may  occur  in  systemic  lupus 
erythematosus  as  a result  of  depression  of 
the  formed  elements  of  the  bone  marrow, 
and  it  is  well  recognized  that  many  cases  of 
idiopathic  thrombocytopenic  purpura 
eventually  are  found  to  involve  systemic 
lupus  erythematosus.  Purpura  may  also 
represent  a drug  reaction,  or  it  may  be  the 
product  of  necrotizing  vasculitis  of  the  skin. 
Inflammatory  petechial  lesions  of  the  lower 
extremities  accompanied  by  angular  infarc- 
tive  and  purpuric  ulcerations  often  herald 
the  beginning  of  an  episode  of  necrotizing 
vasculitis  in  a patient  with  systemic  lupus. 
These  lesions  heal  and  leave  white  stellate 
scars  with  peripheral  hemosiderosis  and 
pigmentation  in  a reticular  pattern.  In 
addition,  deep,  chronic,  indolent  ulcers  may 
occur  which  are  similar  to  those  seen  in 
Felty’s  syndrome  or  in  hemolytic  anemia. 

Raynaud’s  phenomenon  was  once  con- 
sidered a major  sign  of  systemic  lupus 
erythematosus,  but  today  it  is  known  to 
occur  in  only  about  10  per  cent  of  such  cases. 
It  is  not  accompanied  by  sclerosis  and  often 
may  be  present  for  some  years  before  the 
onset  of  the  systemic  symptoms  of  lupus 
erythematosus. 

Sjogren’s  syndrome,  with  its  hyper- 
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FIGURE  4.  Typical  "claw"  hand  of  acrosclerosis, 
demonstrating  sclerosis,  flexion  deformity,  ulcera- 
tion, and  phalangeal  distortion. 


globulinemic  state,  is  now  found  to  be 
associated  with  Raynaud’s  phenomenon, 
arthritis,  and,  not  surprisingly,  systemic 
lupus  erythematosus.  In  some  patients 
with  Sjogren’s  syndrome,  necrotizing  vas- 
culitis has  also  been  observed.  Therefore, 
keratoconjunctivitis  sicca,  a principal  char- 
acteristic of  Sjogren’s  syndrome,  has  taken 
its  place  as  one  of  those  numerous  non- 
specific cutaneous  changes  that  may  he 
associated  with  the  L.E.  phenomenon. 

A biopsy  of  the  skin  may  be  diagnostic  in 
a case  of  systemic  lupus  erythematosus,  and 
it  should  be  utilized  whenever  skin  lesions 
of  a fixed  erythematous  type  occur.  It  is 
a much  easier  procedure  than  is  biopsy  of 
other  tissue,  and  the  characteristic  phe- 
nomena, properly  interpreted  by  a dermal 
histopathologist,  are  confirmatory  evidence 
for  the  clinical  diagnosis.  It  is  interesting 
that,  despite  the  multiple  evidence  of  vas- 
cular involvement  elsewhere  in  the  body, 
there  is  little  change  in  dermal  vessels  aside 
from  the  presence  of  perivascular  inflamma- 
tory cells.  The  typical  changes  involve  the 
epidermis  and  its  appendages. 

Scleroderma 

It  must  be  recognized  that  sclerosis  of  the 
skin  is  not  a specific  diagnosis.  One  should 
speak  instead  of  the  “sclerodermoid  state.” 
Scleroderma  of  the  skin  may  be  catalogued 
as  seen  in  Table  II.  Distinguishing  the 
numerous  hard-skin  syndromes  that  are 
confined  to  cutaneous  tissue  from  visceral 
scleroderma  is  extremely  difficult.  Each  of 
the  entities  of  generalized  morphea,  linear 
scleroderma,  scleromyxedema,  scleredema. 


and  lichen  sclerosus  et  atrophicus  must  be 
considered  in  the  appreciation  of  cutaneous 
syndromes  associated  with  progressive  sys- 
temic sclerosis. 

The  differences  among  the  forms  of  sys- 
temic scleroderma  are  minor,  for  both 
acrosclerosis  and  diffuse  or  malignant  sclero- 
derma are  visceral  processes.  Acrosclerosis, 
with  its  vasospastic  phenomenon,  usually 
has  a slower,  more  benign  course  and  con- 
sequently is  associated  with  a better  progno- 
sis. In  diffuse  or  malignant  scleroderma,  as 
we  have  recently  outlined  it,‘  the  waxy, 
pigmented  sclerosis  and  clinical  course  are 
characteristic;  the  prognosis  is  poor.  Sclero- 
sis may  also  be  associated  with  Raynaud’s 
disease  as  weU  as  with  sclerodactylia,  lupus 
erythematosus,  rheumatoid  arthritis,  peri- 
arteritis nodosum,  Sjogren’s  syndrome,  por- 
phyria, malignant  disease,  and,  quite  com- 
monly, dermatomyositis.  Congenital  syn- 
dromes such  as  Hurler’s  syndrome,  Werner’s 
syndrome,  acrogeria,  and  poikiloderma  con- 
genitale  of  Thomson  may  demonstrate 
various  forms  of  cutaneous  sclerosis.  By 
this  listing  of  syndromes  and  relationships 
of  cutaneous  sclerosis,  I wish  to  indicate  that 
the  diagnosis  cannot  be  made  on  simple  in- 
spection and  that  clinical  experience  and 
general  diagnostic  measures,  such  as  the 
esophageal  x-ray  film  and  esophageal  trans- 
ducer motility  studies,  studies  for  alterations 
of  serum  proteins,  electromyography,  and 
skin  biopsy,  are  all  part  of  the  routine  evalua- 
tion of  patients  with  widespread  cutaneous 
sclerosis,  whatever  its  appearance. 

I will  confine  my  remarks  to  widespread 
sclerosis  of  the  skin  or  sclerosis  of  the  skin 
associated  with  systemic  scleroderma.  The 
pattern  of  the  sclerosis  of  the  skin  may  be 
acute  and  solid  edema  of  the  hands,  arms, 
legs,  face,  and  trunk,  or  it  may  be  a slowly 
progressing,  chronic  fibrosclerosis  of  the  skin, 
principally  of  the  acral  areas  and  associated 
with  vascular  phenomena.  Another  pattern 
may  be  the  development  of  plaques  of 
isolated  sclerosis  on  the  trunk  which  coalesce 
to  form  a cuirass  of  fibrous,  edematous  tissue 
about  the  body.  A rapidly  developing  acute 
edematous  sclerosis  sometimes  becomes  a 
slowly  progressing  form  leading  to  pachy- 
sclerosis,  but  usually  it  is  in  these  cases  that 
rapid  visceral  involvement,  myopathy,  and 
protein  abnormalities  may  be  observed. 

Another  group  of  cases  in  which  rapid 
progression  may  occur  is  that  in  which 
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vasospastic  phenomena  are  absent.  The 
sclerosis  is  yellowish-brown  and  waxy,  and 
the  trunk  is  the  principal  region  of  involve- 
ment. The  hands  may  be  entirely  free  of 
sclerosis  although  the  remainder  of  the  body 
is  totally  encased  in  sclerodermic  tissue. 
The  most  common  pattern  is  the  gradual 
development  of  sclerosis  over  many  years 
with  progression  from  mild  edematous 
changes  to  a hidebound  condition.  The 
skin  becomes  stretched  tightly  over  the 
digits  and  extremities  and  fixed  firmly  to 
them,  with  resulting  atrophy  of  the  imder- 
lying  mesenchymal  tissues,  destruction  of 
the  bone,  and  flexion  contractures  (Fig.  4). 
This  type  is  usually  chronic,  and  it  is  asso- 
ciated with  Raynaud’s  phenomenon  and, 
ultimately,  with  calcinosis  cutis  and 
telangiectasia. 

Raynaud’s  phenomenon  occurs  in  95  per 
cent  of  cases  of  scleroderma  and  must  be 
considered  a major  clinical  diagnostic  sign.^ 
It  often  occurs  before  the  sclerosis  and  seems 
in  many  instances  to  determine  the  pattern 
of  sclerodermic  change.  Less  frequently,  it 
occurs  simultaneously  with  dermal  sclerosis, 
and  in  rare  instances  it  occurs  subsequent  to 
the  appearance  of  sclerosis  of  the  skin.  It 
often  progresses  imtil  not  only  cold  but  also 
emotional  excitement  or  stimulation  wiU 
produce  the  triphasic  Raynaud  reaction. 

Pigmentation  is  present  in  a third  of 
patients  with  scleroderma.  The  color  is 
usually  brown  to  brown -black  pigmentation; 
only  rarely  will  it  have  a brown-gray  hue 
such  as  is  often  associated  with  hemo- 
chromatosis or  the  administration  of  heavy 
metals.  When  pigmentation  develops 
rapidly,  it  is  often  a harbinger  of  rapid 
systemic  development  of  sclerosis,  and  there- 
fore it  may  indicate  a poor  prognosis. 
Depigmented  spots  may  occur  over  the 
central  portion  of  the  trunk  in  the  patient 
with  scleroderma;  however,  true  vitiligo  is 
rare  and  is  a coincidental  finding. 

Ulceration  is  common  in  scleroderma, 
having  been  found  in  25  per  cent  of  our 
cases  of  slowly  progressive  sclerosis.  In 
most  instances  it  is  associated  with  firm, 
long-standing  sclerosis  in  which  flexion 
contractures  and  loss  of  nail  or  phalanges 
have  occurred.  These  ulcerations,  which 
are  secondary  to  trauma  of  the  sclerotic 
skin,  are  often  very  painful  and  usually  heal 
quite  slowly.  Chelation  appears  to  be  useful 
in  treatment. 


The  syndrome  of  calcinosis  in  scleroderma, 
which  is  known  as  the  Thibierge- Weissen- 
bach syndrome,  has  been  observed  only  in 
patients  with  the  acrosclerotic  variety  of 
scleroderma.  It  occurs,  on  the  average,  ten 
years  after  the  onset  of  the  sclerotic  process. 
This  differentiates  it  sharply  from  derma- 
tomyositis  with  calcinosis.®  The  calcinosis 
in  scleroderma  is  about  the  peripheral  joints 
in  the  hands,  elbows,  or  shoulders  and  is 
usually  not  as  massive  as  that  seen  in  derma- 
tomyositis.  Patients  with  scleroderma  do 
not  experience  the  massive  calcium  abscesses 
that  are  frequently  found  in  children  with 
dermatomyositis,  for  the  calcium  in  sclero- 
derma appears  to  be  quite  indolent. 

Telangiectasia  occurs  in  long-standing 
Raynaud’s  phenomenon  and  in  long-standing 
acrosclerosis.  It  may  appear  in  the  form  of 
multiple  telangiectatic  areas  of  the  spider 
nevus  type  on  the  face,  fingers,  or  chest;  it 
may  produce  nodular  angiomatous  lesions  of 
the  lips,  tongue,  and  mucous  membrane,  in 
such  instances  simulating  Osier’s  syndrome 
of  hereditary  telangiectasia.  This  phenome- 
non is  recognized  as  a manifestation  of  the 
chronicity  of  the  process  and  presumably  is 
related  to  vasomotor  changes. 

A biopsy  of  the  skin  in  scleroderma  is 
certainly  suggestive  of  cutaneous  sclerosis. 
The  changes  of  long-standing  scleroderma, 
which  involve  loss  of  hair  follicles  and  sweat 
glands  as  well  as  dermal  sclerosis  and 
epidermal  atrophy,  are  easily  recognized. 
In  earlier  cases,  however,  the  diagnosis  may 
be  difficult,  and  a biopsy  cannot  be  relied 
on  to  distinguish  scleroderma  clearly  from 
purely  cutaneous  forms  of  sclerosis,  such  as 
morphea,  or  from  other  processes,  such  as 
connective-tissue  nevus  or  hypertrophic 
scar. 

The  differential  diagnosis  between,  on  the 
one  hand,  morphea  and  other  localized 
forms  of  scleroderma  and,  on  the  other,  the 
forms  of  systemic  sclerosis  that  have  been 
discussed  may  be  difficult.  A biopsy  may 
not  give  the  specific  information  needed. 
It  is  only  in  the  general  evaluation  of  the 
patient  that  the  pattern  of  the  disease  may 
be  recognized.  A question  which  has  not 
been  answered  satisfactorily  at  present  is 
whether  or  not  generalized  systemic  sclerosis 
may  develop  from  morphea.  In  the  general 
evaluation  of  a patient  who  ultimately  is 
found  to  have  systemic  scleroderma,  the 
primary  localized  plaque  could  be  labeled 
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morphea  if  the  patient  does  not  demonstrate 
visceral  change.  Although  hemiatrophy 
may  occur  with  systemic  sclerosis,  I have 
not  seen  a case  in  which  a typical  plaque  of 
morphea  has  been  associated  with  visceral 
scleroderma. 

Comment 

The  skin  is  fimdamental  to  an  under- 
standing of  the  so-caUed  mesenchymal 
diseases,  and,  as  the  skin  is  at  the  same  time 
one  of  the  most  accessible  of  the  organs,  all 
students  of  these  diseases  should  perforce 
become  well  acquainted  with  their  derma- 
tologic manifestations.  The  diagnosis  of 
these  iUnesses  rests  on  the  physician’s 
knowing  something  about  the  varied  pat- 
terns that  may  be  presented  and  much  about 
the  differential  diagnosis  of  these  individual 
problems. 

I have  recently  pointed  out  in  an  article 
with  Tuffanelli’  that  these  disease  manifesta- 
tions may  be  associated  in  the  same  patient 
and  that  the  diseases  may  occur  in  any 
combination,  such  as  scleroderma  with 
dermatomyositis  or  dermatomyositis  with 
systemic  lupus  erythematosus.  In  such 
cases,  which  are  observed  in  almost  aU 
large  medical  centers,  it  is  usually  not 
difficult  to  find  the  primary  tissue  involved: 
to  recognize  that  the  myopathy  is  the  chief 
problem,  or  that  pleiuitic  joints  and  renal 
changes  represent  the  primary  disturbances, 
or  that  the  cutaneous,  pulmonary,  and 
gastrointestinal  sclerosis  is  the  principal 
finding. 

It  must  be  recognized  that  the  treatment 
of  these  diseases  is  different.  The  treatment 


for  lupus  erythematosus  is  not  necessarily 
good  or  even  desirable  treatment  for  derma- 
tomyositis. Ajitimalarial  drugs,  which  are 
often  useful  in  lupus  erythematosus,  may 
produce  myopathy;  their  use  is  consequently 
ill  advised  in  primary  myopathic  disease. 
Cortisone,  which  is  useful  in  both  derma- 
tomyositis and  systemic  lupus  erythemato- 
sus, does  not  accomplish  any  major  objective 
when  it  is  used  for  chronic  scleroderma. 

Thus,  because  of  the  difference  in  progno- 
sis as  well  as  the  difference  m treatment, 
every  effort  must  continue  to  be  made  to 
separate  aU  cases  of  these  mesenchymal  re- 
actions into  the  primary  pattern  of  reaction, 
whether  it  is  scleroderma,  dermatomyositis, 
or  systemic  lupus  erythematosus.  Most 
cases  can  be  catalogued  readily  into  one  of 
these  patterns;  the  more  profound  is  the 
physician’s  study  of  the  skin,  the  easier  will 
this  procedure  be. 
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T HE  IMPORTANCE  of  diabetes  mellitus  as  a 
public  health  problem  cannot  be  over- 
emphasized. A recent  national  health  sur- 
vey has  disclosed  that  there  are  approxi- 
mately 1.5  million  known  cases  of  this  dis- 
order in  this  coimtry.i  It  may  be  estimated 
that  there  are  an  equal  number  of  unsus- 
pected cases.  The  great  challenge  to  un- 
cover the  latter  group  is  now  being  met 
vigorously  by  public  health  agencies  aided 
by  the  American  Diabetes  Association  and 
its  affiliates.  In  industrial  medicine,  how- 
ever, the  same  degree  of  enthusiasm  has  not 
been  exhibited. 

The  purpose  of  this  report  is  to  present 
the  result  of  a diabetes  detection  survey  con- 
ducted at  the  Regional  Office  of  the  Veterans 
Administration  in  New  York  City.  It  is 
hoped  that  this  may  encourage  the  incor- 
poration of  such  surveys  into  the  medical 
programs  of  industry  to  supplement  the 
splendid  work  of  our  public  health  agencies. 


A DIABETES  DETECTION  suTvey  Using  a simple 
urine  test  with  glucose  oxidase  enzyme  was 
conducted  among  508  employes  of  the  New 
York  Regional  Office  of  the  Veterans  Adminis- 
tration, of  whom  377  were  males  and  131 
females.  Thirteen  cases  of  diabetes  were  de- 
tected and  confirmed  by  determination  of  blood 
sugar  levels;  11  were  in  males  and  2,  in 
females.  Obesity  was  observed  in  3 of  the 
males  and  1 of  the  females,  and  positive 
family  history  was  present  in  6 of  the  men  and 
1 of  the  women. 


Method 

The  screening  was  accomplished  by  a 
simple  urine  test,  using  the  glucose  oxidase 
enzyme  method  (Tes-Tape).  Its  high  degree 
of  specificity  and  sensitivity  makes  it  an  ex- 
cellent screening  agent.  Urine  specimens 
were  submitted  two  hours  after  a breakfast 
estimated  to  contain  a minimum  of  75  Gm.  of 
carbohydrate.  All  positive  test  results  were 
followed  immediately  by  a blood  sugar  test 
and  subsequently,  if  warranted,  by  a glucose 
tolerance  test.  The  Somogyi  method,  using 
zinc  sulphate  and  sodium  hydroxide  as  pro- 
tein precipitating  agents,  was  employed. 
The  normal  ranges  for  this  test  are  70  mg. 
to  110  mg.  per  100  ml.  for  fasting  levels,  150 
mg.  per  100  ml.  for  maximum  peak  figures 
at  one-half  to  one  hour,  and  70  mg.  to  100 
mg.  per  100  ml.  for  the  two-hour  concentra- 
tion. Tolerance  was  considered  impaired  if 
the  two-hour  level  exceeded  110  mg.  per  100 
ml.  The  severity  of  impairment  was  re- 
flected in  the  three-hour  figure.  Thus,  if  this 
figure  returned  to  normal  fasting  levels,  the 
disorder  was  considered  mild,  while  any 
figure  that  equalled  or  exceeded  the  two- 
hour  level  reflected  serious  impairment. 
High  fasting  levels  had  the  same  significance 
as  the  two-hour  figure.  Peaking  at  the  one- 
half  or  one-hour  level  in  the  presence  of  a 
normal  fasting  figure  could  be  related  to 
factors  other  than  impaired  tolerance,  such 
as  rapid  intestinal  absorption  or  hepatic  dis- 
turbance. Such  findings  warranted  fol- 
low-up examination  at  stated  intervals. 
Low  renal  threshold  was  diagnosed  when 
glycosuria  was  discovered  in  the  presence  of 
normal  blood  findings. 
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TABLE  I.  Age  distribution 


Age  (Years) 

Male 

Positive 

Family 

History  Female 

Positive 

Family 

History 

Under  20 

1 

1 

0 

20  to  29 

10 

4 

13 

2 

30  to  39 

87 

10 

36 

4 

40  to  49 

174 

40 

36 

14 

50  to  59 

76 

11 

28 

4 

60  to  69 

28 

5 

18 

4 

70  and  over 

1 

0 

0 

Totals 

377 

71 

131 

28 

Results 

A total  of  508  persons  were  tested.  Of 
these,  377  were  males  and  131  were  females. 
The  age  range  in  decades,  sex,  and  family 
history  are  noted  in  Table  I. 

Twenty-one  cases  of  glycosuria  were 
detected.  Of  these,  3 were  excluded  when 
it  was  discovered  that  their  condition  had 
been  diagnosed  previously.  Of  the  re- 
maining 18,  diagnosis  of  diabetes  was 
definitely  established  in  6 on  the  basis  of  the 
two-hour  blood  sugar  level  determined 
immediately  after  a positive  urine  test  result 
was  detected.  All  but  one  of  these  figures 
were  over  200  mg.,  the  one  exception  being 
135  mg.  per  100  ml.  The  remaining  12 
cases  were  subjected  to  a glucose  tolerance 
test.  Of  these,  7 showed  distinctly  ab- 
normal curves  compatible  with  a diagnosis 
of  diabetes.  In  2 of  the  cases  the  three-hour 
figures  showed  sharp  drops  to  hypoglycemic 
levels,  one  of  which  was  associated  with 
clinical  symptoms.  This  finding  has  been 
noted  in  the  literature  in  early  cases  of 
diabetes.^  It  is  based,  theoretically,  on 
initial  delay  in  insulin  secretion,  followed  by 
oversecretion  in  response  to  the  hyper- 
glycemia. In  the  remaining  5 cases,  3 
showed  peaking  beyond  160  mg.  per  100  ml. 
at  the  one-half  and  one-hour  time  level,  but 
they  returned  to  normal  at  two  hours. 
Minimal  urinary  spill  was  noted  commen- 
surate with  the  height  of  the  peaking.  As 
previously  indicated,  we  regarded  such 
cases  as  compatible  with  rapid  intestinal 
absorption.  The  remaining  2 cases  showed 
completely  normal  curves  without  any 
urinary  spill.  The  transient  spiU  detected 
in  the  screening  test  in  these  cases  could  not 
be  explained. 

In  Table  II  the  positively  diagnosed  cases 


TABLE  II.  Postively  diagnosed  cases,  male 


Age  (Years) 

Number 

Family 

History 

Obesity 

Under  20 

0 

20  to  29 

0 

30  to  39 

2 

0 

0 

40  to  49 

5 

3 

2 

50  to  59 

3 

2 

1 

60  to  69 

1 

1 

0 

70  and  over 

0 

Totals 

11 

6 

3 

TABLE  III. 

Positively  diagnosed  cases,  female 

Age  (Years) 

Number 

Family 

History 

Obesity 

Under  20 

0 

20  to  29 

0 

30  to  39 

1 

1 

0 

40  to  49 

0 

50  to  59 

0 

60  to  69 

1 

0 

1 

70  and  over 

0 

— 



Totals 

2 

1 

1 

are  tabulated  with  reference  to  age,  positive 
family  history,  and  obesity  in  the  male. 
In  Table  III  the  positively  diagnosed  cases 
among  females  are  so  tabula ted.- 

Of  the  13  cases  diagnosed  positively,  11 
were  males  and  2 females,  slightly  in  excess 
of  the  sex  ratio  in  the  total  group.  Obesity 
was  observed  in  3 of  the  males  and  1 of  the 
females.  It  must  be  added  that,  just  prior 
to  this  survey,  diabetes  became  clinically 
manifest  among  3 employes.  AU  of  them 
were  very  obese  and  were  not  included 
in  the  survey.  If  they  had  been  included, 
this  would  have  underscored  further  the 
importance  of  obesity  in  the  etiologic 
factors  of  the  disease. 

Positive  family  history  was  present  in  6 
of  the  men  and  in  1 of  the  2 women,  roughly 
50  per  cent  of  the  total  number  of  positive 
case  findings,  emphasizing  the  importance 
of  this  factor  in  the  etiologic  conditions.  A 
glucose  tolerance  test  in  this  group  of  patients 
with  diabetes  would  probably  have  un- 
covered more.  Still  more  would,  imdoubt- 
edly,  have  been  detected  with  the  cortisone 
glucose  tolerance  test.®  In  our  opinion,  the 
importance  of  the  genetic  factor  cannot  be 
overemphasized . 
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By  per  cent,  age  distribution  showed  a 
slight  increase  in  the  number  of  cases 
diagnosed  with  advancing  years.  The 
figures,  however,  are  too  small  to  be  statisti- 
cally significant  in  regard  to  this.  Increase 
in  the  incidence  of  diabetes  with  advancing 
years  has  been  well  documented  in  the 
literature.  ^ 

Conclusion 

A simple  urinary  test  was  effective  in 
detecting  13  cases  of  diabetes  among  508 
employes  of  the  New  York  Regional  Office 
of  the  Veterans  Administration.  The  diag- 
nosis was  confirmed  by  determination  of 
blood  sugar  levels.  It  is  hoped  that  such 
detection  surveys  wiU  be  incorporated  in  the 


medical  programs  of  industry  to  help  un- 
cover the  large  number  of  unsuspected  cases 
in  this  country. 
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T HE  PREVALENCE  OF  DEPRESSION  in  the 
population  of  psychiatric  and  medical  pa- 
tients hardly  requires  emphasis.  By  its 
very  frequency,  however,  depression  poses 
a problem  in  our  understanding  of  it.  The 
patients  manifesting  clinical  psychiatric  de- 
pression constitute  an  extremely  hetero- 
geneous group.  In  the  case  of  a highly 
diversified  group  of  patients,  the  question 
arises  as  to  the  validity  of  generalizations 
for  the  entire  population.  There  are  ques- 
tions, for  example,  as  to  how  often  depression 
is  complicated  by  other  psychiatric  condi- 
tions, how  patterns  of  depression  vary  ac- 
cording to  age  or  sex,  and  so  forth.  The 
present  study  is  directed  at  an  examination  of 
a large  sample  of  depressed  patients  with  the 
aim  of  empirically  charting  the  character- 
istics of  the  depressive  population.  This 
study  is  an  effort  to  provide  a baseline  of 
information  from  which  generalizations 
about  depression  might  be  considered. 

This  study  was  undertaken  by  the  Psychopharmacological 
Research  and  Treatment  Unit,  under  the  direction  of  David 
M.  Engelhardt,  M.D.  It  was  supported  in  part  by  a grant 
from  the  U.S.  Public  Health  Service  (MYP-5090). 


The  244  patients  in  this  study  were  seen 
at  the  Psychopharmacology  Clinic,  State 
University  of  New  York  Downstate  Medical 
Center,  in  Brooklyn.  They  represent  a 
series  of  consecutive  referrals  showing  clini- 
cally manifest  depression.  The  information 
here  reported  was  derived  at  the  time  of  the 
first  clinic  interview  by  the  clinic  psychia- 
trist. The  characteristics  of  the  Psycho- 
pharmacology Clinic  are  of  interest  since 
they  undoubtedly  influence  the  type  of 
patient  referred  for  treatment.  The  clinic 
is  largely  oriented  toward  psychopharma- 
cologic  treatment,  and  patients  considered 
as  “good”  candidates  for  psychotherapy  are 
usually  referred  to  other  outpatient  facilities. 
The  clinic  functions  as  part  of  a city  hospital 
setting,  and  no  fees  are  charged.  The  clinic 
is  in  operation  during  both  evenings  and 
daytime.  Thus,  daytime  employment  was 
no  bar  to  admission  to  the  clinic.  The  pa- 
tients were  usually  drawn  from  the  lower  so- 
cioeconomic classes,  and  the  vast  majority 
had  not  gone  beyond  high  school  in  their  ed- 
ucation. 

Patients  were  accepted  into  the  present 
study  on  the  basis  of  their  manifesting 
clinically  significant  depression  and  their 
willingness  to  receive  psychopharmacologic 
treatment.  Adults  only  (over  sixteen  years) 
were  accepted.  There  were  no  other  restric- 
tions of  any  sort. 

Methods  of  patient  evaluation 

The  usual  psychiatric  evaluation  was  con- 
ducted. In  addition  to  a diagnosis  based  on 
the  American  Psychiatric  Association  no- 
menclature, two  evaluative  technics  were 
applied  by  the  psychiatrist.  The  first  was 
an  attempt  to  categorize  the  patients  in 
terms  of  the  predominant  psychologic  issue 
or  theme  of  the  depression.  We  attempted 
to  study  this  aspect  of  the  patient  without 
bias  in  terms  of  any  particular  psycho- 
dynamic orientation.  As  an  approach  we 
used  a modification  of  a typology  described 
by  Alexander. He  divides  the  predom- 
inant issues  in  depression  as  follows:  guilt, 
shame,  loss,  and  envy.  He  associates  each 
of  these  issues  with  an  aspect  of  basic 
narcissism  injured  in  the  patient  and  has 
suggested  approaches  to  each  issue.  In  the 
present  study  we  have  taken  only  the  mani- 
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A STUDY  WAS  made  of  244  consecutive 
ambulatory  depressed  patients  treated  in  a 
psychopharmacology  clinic.  The  ratio  of 
females  to  males  was  2.4:1,  the  mean  age  was 
42.2  years,  and  psychiatric  hospitalization  in 
the  past  had  occurred  in  41  per  cent.  The 
diagnoses  were  schizophrenic  reactions,  in- 
volutional reactions,  and  all  other  diagnoses, 
in  approximately  equal  numbers.  The  pre- 
dominant psychologic  issue  was  loss,  either  of 
loved  ones,  worldly  goods,  or  bodily  health; 
other  issues  were  guilt,  shame,  and  envy. 
Anxiety  was  a common  complication;  in  con- 
trast, in  a group  of  77  consecutively  referred 
anxious  patients,  severe  depression  was  rare. 


fest  issue  as  a basis  for  classifying  our  pa- 
tients. The  matter  of  basic  narcissism  has 
not  been  used  by  us  in  classifying  the 
patients,  since  we  were  unable  to  arrive  at 
criteria  for  its  application.  Table  I shows 
the  classification,  symptoms,  and  area  of 
exploration  which  we  used  in  classifying  the 
patients.  In  addition  to  Alexander’s  four 
categories,  we  added  a fifth  for  patients  in 
whom  classification  could  not  readily  be 
made.  Included  in  this  fifth  category  were 
patients  in  whom  there  was  either  no  clear- 
cut  issue  or  there  was  more  than  one  signifi- 
cant issue  in  the  depression.  In  classifying 
a patient  the  category  was  agreed  on  by  two 
psychiatrists,  the  one  originally  seeing  the 
patient  and  a second  who  reviewed  the 
record.  When  no  agreement  was  estab- 
lished, the  fifth  category  was  used. 

The  second  evaluative  technic  used  by  the 
psychiatrist  at  intake  was  a TSRS  (target 
symptom  rating  scale),  a 16-item  psychiatric 
rating  scale  covering  the  major  areas  of 
psychopathologic  conditions.  This  scale, 
which  has  been  found  useful  as  a gauge  of 
psychopathologic  conditions  and  its  response 
to  treatment,  uses  a four-point  scale  for 
rating  the  severity  of  symptoms,  ranging 
from  a rating  of  “1”  for  absence  of  pathologic 
conditions  to  “4”  for  maximum  severity. 

During  the  course  of  the  study  the  ques- 
tion arose  concerning  a comparison  of  de- 
pressed patients  with  other  types  of  ambula- 
tory psychiatric  patients.  It  seemed  most 


appropriate  to  compare  the  present  group  of 
patients  with  another  group  distinguished  by 
clinically  significant  anxiety.  For  this  com- 
parison, a group  of  77  consecutive  patients 
referred  to  the  clinic  manifesting  clinically 
significant  anxiety  were  studied.  The  same 
general  procedure  for  evaluation  was  used  in 
this  group  of  patients  omitting,  of  course, 
the  depression  categorization. 

Findings 

The  distribution  according  to  sex  of  the 
244  patients  was  174  females  and  70  males, 
a ratio  of  2.4:1  of  females  to  males.  In 
terms  of  age  the  entire  population  averaged 


TABLE  1.  Depression  typology  according  to  psychologic  issue'~s 


Predominant 
Issue  or  Theme 

Symptom 

Areas  of  Exploration 

Guilt 

Self-reproaches  as  in  the  classical 
endogenous  depression 

Does  the  patient  feel  guilty  about 
anything,  feel  he  has  wronged 
others,  done  wrong  things,  or 
made  bad  mistakes?  Does  he 
feel  self-critical? 

Shame 

Self-abasement 

Does  the  patient  feel  others 
accept  him  at  his  own  valua- 
tion? Does  he  feel  slighted  or 
ashamed  over  the  results  of  his 
efforts? 

Loss  of  loved  ones,  worldly 

Grief  or  hypochondriasis.  Most 

Has  the  patient  suffered  irretriev- 

goods,  or  bodily  health 

reactive  depressions  are  apt 
to  fall  in  this  category,  but 
other  diagnoses  may  fall  in 
this  category  as  well. 

ahle  loss  of  loved  ones,  posses- 
sions, or  health? 

Envy 

Other 

Weakness,  self-pity;  the  psy- 
chasthenic-anhedonic  syn- 
drome. 

Unclassifiable  or  involving  more 
than  one  significant  theme. 

If  the  patient  has  revealed  that 
he  feels  weak  or  inadequate, 
does  he  envy  the  adequacy  or 
ability  of  others? 
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42.2  years  with  a range  of  seventeen  to 
seventy-three.  According  to  sex,  the  age 
findings  for  females  were  a mean  of  41.7  and  a 
range  of  from  seventeen  to  seventy-three 
years  and  for  males  a mean  of  43.3  and  a 
range  of  from  eighteen  to  seventy -two  years. 

Although  the  mean  age  for  the  two  sex 
groups  is  similar  in  terms  of  the  distribution 
of  depression  according  to  age,  a difference 
was  found.  As  seen  in  Figure  1,  among  fe- 
male patients  the  incidence  of  depression 
has  a peak  at  age  group  forty-six  to  fifty 
years  and  then  drops  off.  In  the  female  age 
groups  under  forty-five  the  incidence  is  not 
strikingly  lower  except  for  the  yoimgest 
group,  age  sixteen  to  twenty.  In  contrast, 
the  male  patients  show  a quite  different  pro- 
file with  two  peaks  in  the  distribution  in  age 
brackets  thirty-one  to  thirty-five  and  fifty- 
one  to  fifty-five. 

Previous  psychiatric  hospitalization  was 
noted  in  100  out  of  the  244  patients,  or  41  per 
cent. 


Diagnostic  categories  fell  roughly  into 
thirds.  Schizophrenic  reactions  of  all  types 
accounted  for  88  of  the  patients,  involu- 
tional reactions  for  81  patients,  and  all 
other  diagnoses  for  the  remaining  75 
patients.  Regarding  subtypes  of  schizo- 
phrenia, it  is  interesting  to  note  that  among 
the  88  schizophrenic  patients,  63  were 
classified  as  chronic  undifferentiated  type, 
including  11  with  the  description  “pseudo- 
neurotic.” Only  1 schizophrenic  patient 
was  classified  as  schizoaffective. 

Turning  to  the  classification  of  patients 
according  to  psychologic  issue,  we  foimd  the 
basic  four  groups  of  Alexander  relatively  in- 
clusive for  the  cases  encoxmtered.  Only 
13  out  of  the  244,  or  5.3  per  cent,  did  not 
fall  into  one  of  the  suggested  four  groups. 
On  the  other  hand,  the  category  pertaining 
to  loss  accoimted  for  an  extreme  majority 
of  the  cases,  176  out  of  244,  or  72.1  per  cent. 
The  category  of  envy  was  noted  for  39  of 
the  patients,  and  the  remaining  two  cate- 
gories had  8 in  each. 

The  relationship  of  the  predominant 
psychologic  issue  to  other  patient  charac- 
teristics was  considered  in  detail.  It  is 
obviously  of  great  interest  to  know  if  these 
psychologic  issues  can  be  related  to  other 
patient  characteristics  and  provide  us  with 
meaningful  syndromes  in  the  spectrum  of 
depressions.  Table  II  shows  the  relation- 
ship of  the  typology  to  psychologic  issue  and 
diagnostic  category.  A few  features  in  this 
distribution  might  be  pointed  out.  Regard- 
ing the  second  category,  shame,  it  is  note- 
worthy that  7 out  of  8 patients  so  categorized 
are  diagnosed  as  schizophrenic.  Thus,  in 
this  clinic  the  feature  of  self-abasement 
seemed  to  be  regularly  associated  with  a 
schizophrenic  disorder.  In  terms  of  the 
diagnostic  categories  of  involutional  and  de- 


TABLE  II.  Depressed  patients  classified  according  to  diagnosis  and  psychologic  issue 


Diagnosis 

Guilt 

Psychologic  Issue 

Shame  Loss  Envy 

Other 

Totals 

Schizophrenic  reaction  (all  types) 

2 

7 

57 

15 

7 

88 

Involutional  reaction 

4 

61 

12 

4 

81 

Depressive  reaction 

27 

4 

1 

32 

Psychotic  depression 

3 

3 

Personality  disorder 

13 

7 

20 

Chronic  brain  syndrome,  cerebral 
arteriosclerosis 

2 

14 

1 

1 

18 

Undiagnosed 

1 

1 

2 

Totals 

8 

8 

176 

39 

13 

244 
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TABLE  fir.  Psychologic  Issue  of  244  depressed  pafienfs  according  fo  age,  sex,  and  history  of  hospitafizafiorr 


Psychologic 

Issue 

Number  of 
Patients 

History  of 
Hospitalization 
Yes  Denied 

Range 

Mean 

Female 

Male 

Guilt 

8 

27  to  64 

47.5 

7 

1 

5 

3 

Shame 

8 

17  to  35 

27.4 

3 

5 

4 

4 

Loss 

176 

17  to  73 

42.6 

125 

51 

60 

116 

Envy 

39 

18  to  69 

41.0 

28 

11 

24 

15 

Other 

13 

22  to  67 

40.2 

11 

2 

7 

6 

Totals 

244 

17  to  73 

41.9 

174 

70 

100 

144 

TABLE  IV.  Mean  TSRS  score  according  to  psychologic  issue  in  244  depressed  patients  compared  with  77 

anxious  patients 


Depressed  Patients  Psychologic  Issue Anxious 


TSRS  Item 

Guilt 

Shame 

Loss 

Envy 

Other 

Patients 

Agitation 

2.38 

2.13 

2.22 

2.05 

2.54 

1.49 

Anxiety 

2.88 

2.63 

2.60 

2.44 

2.69 

2.82 

Paranoia 

1.75 

1.50 

1.38 

1.62 

1.39 

1.72 

Thought  disorder 

1.63 

2.00 

1.42 

1.69 

1.69 

1.31 

Depression 

3.13 

2.88 

2.99 

2.90 

2.85 

2.13 

Apathy 

2.25 

2.50 

2.69 

2.59 

2.62 

1.58 

Number  of  patients 

8 

8 

176 

39 

13 

77 

pressive  reactions,  it  is  noted  that  the  over- 
whelming majority  of  these  patients  are  con- 
cerned with  the  issue  of  loss,  a proportion 
even  greater  than  the  already  heavy  majority 
for  this  category  seen  in  the  total  244 
patients. 

Considering  some  other  patient  charac- 
teristics in  relation  to  psychologic  issue. 
Table  III  shows  the  findings  according  to 
age,  sex,  and  history  of  hospitalization. 
Again,  because  of  the  very  large  number  of 
patients  classified  according  to  the  loss  issue 
it  is  difficult  to  make  comparisons,  but 
certain  trends  emerge.  The  group  charac- 
terized by  a preoccupation  with  guilt  shows 
a predominance  of  female  patients,  7 out  of  8. 
The  group  characterized  by  a preoccupation 
with  shame  shows  the  lowest  mean  age,  27.4 
years.  The  group  characterized  by  a pre- 
occupation with  the  issue  of  loss  showed  the 
lowest  incidence  of  hospitalization,  60  out  of 
176  giving  a history  of  prior  psychiatric 
hospitalization  (X^  = 11.51,  df  = 1,  P < 
0.001).  The  second  group,  the  category  of 
shame,  is  the  only  group  in  which  males  pre- 
dominated, although  the  total  number  of  8 
patients  is  too  small  for  any  reliable  statis- 
tical comparison. 

Our  next  consideration  was  manifest 
psychopathologic  conditions  as  rated  in  these 
depressed  patients  on  the  TSRS  at  the  time 
of  intake  into  the  clinic.  The  results  of  the 


ratings  on  six  items  of  such  psychopatho- 
logic conditions  are  shown  in  Table  IV.  As 
mentioned,  a score  of  “1”  would  indicate  the 
absence  of  the  feature. 

For  further  comparison  the  mean  scores 
of  the  77  anxious  patients  are  given  in  Table 
IV.  The  depressed  and  anxious  patients 
differ  in  the  expected  ways.  It  is  of  note, 
however,  that  agitation  is  uniformly  higher 
among  the  depressed  patients. 

In  terms  of  comparisons  between  the 
various  depression  subgroups,  the  dispro- 
portionate distribution  of  cases  among  the 
five  psychologic  issue  categories  prevents 
reliable  conclusions.  A number  of  scores 
are  of  interest:  the  high  anxiety  score  for  the 
guilt  group,  the  high  paranoia  score  for  the 
guilt  group,  the  low  paranoia  score  for  the  loss 
group,  the  high  thought  disorder  score  for  the 
shame  group,  and  the  low  thought  disorder 
score  for  the  loss  group.  Of  these  scores 
only  the  last,  the  relatively  low  rating  on 
thought  disorder  for  that  group  characterized 
by  a preoccupation  with  loss,  was  statisti- 
cally significant  when  compared  with  the  re- 
maining scores  (t  = 2.703,  P <0.01). 

The  concurrence  of  anxiety  and  depression 
in  the  individual  patient  may  be  a matter  of 
considerable  importance  in  psychiatric  treat- 
ment. A study  of  the  ratings  by  the 
psychiatrist  on  the  anxiety  item  of  the  TSRS 
revealed  a considerable  occurrence  of  anxiety 
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TABLE  V.  Anxiety  rating  of  depressed  patients  according  to  psychologic  issue 


Anxiety 

Rating 

Guilt 

Shame 

—Psychologic  Issue 

Loss  Envy 

Other 

Totals 

None 

4 

1 

5 

Mild 

2 

3 

80 

22 

7 

114 

Moderate 

5 

5 

74 

14 

3 

101 

Severe 

1 

18 

2 

3 

24 

Totals 

8 

8 

176 

39 

13 

244 

TABLE  VI.  Results  of  TSRS  depression  item 
ratings  on  77  anxious  patients 


Rating 

Number 

Per  Cent 

None 

15 

19.5 

Mild 

38 

49.3 

Moderate 

23 

29.9 

Severe 

1 

1.3 

among  the  244  depressed  patients  (Table  V). 
Of  the  total  group  24,  or  9.8  per  cent,  were 
rated  as  severely  anxious  and  101,  or  41.4 
per  cent,  as  moderately  anxious.  Thus, 
over  half  of  the  patients  showed  clinically 
significant  anxiety. 

It  is  pertinent  to  consider  briefly  the  con- 
verse of  this  information,  namely  the  oc- 
currence of  clinically  significant  depression 
among  a group  of  manifestly  anxious 
patients.  The  results  of  the  TSRS  de- 
pression item  ratings  on  the  77  anxious 
patients  are  shown  in  Table  VI. 

In  sum,  severe  depression  is  rare  in  a 
series  of  anxious  patients,  while  1 in  10  of 
our  depressed  patients  was  severely  anxious. 
A moderate  degree  of  depression  occurs  in 
nearly  one  third  of  the  anxious  group. 

Comment 

Summarizing  our  findings  with  244  am- 
bulatory depressed  patients  seen  in  the 
setting  of  a service  clinic,  we  have  foimd  the 
symptoms  of  depression  to  be  distributed 
over  a wide  range  of  age  and  diagnosis.  The 
patients  tend  to  be  more  often  females  than 
males  in  a ratio  of  2.4 : 1,  average  42.2  years  of 
age,  have  been  hospitalized  in  the  past  for  psy- 
chiatric disorder  in  41  per  cent  of  the  cases, 
and  fall  most  often  in  the  diagnostic  cate- 
gories of  schizophrenic  or  involutional  re- 
actions. The  psychologic  issue  predominat- 
ing in  the  great  majority  of  patients  is  that 
of  loss,  either  of  loved  ones,  wordly  goods, 
or  bodily  health.  Other  psychologic  issues. 


however,  are  not  absent  in  depressed  patients 
and  are  often  the  important  preoccupation. 

The  predominant  psychologic  issue  ap- 
pears to  have  no  consistent  relationship  to 
diagnosis  or  manifest  psychopathologic  con- 
ditions, although  some  correlations  were 
noted.  The  group  preoccupied  with  loss  had 
some  features  suggestive  of  a lower  level  of 
pathologic  condition:  lower  incidence  of 

hospitalization  and  a lower  mean  rating  on 
thought  disorder.  The  sex  distribution  was 
of  interest  in  two  other  categories.  For  the 
guilt  group,  7 out  of  8 patients  were  women; 
for  the  shame  group,  5 out  of  8 patients  were 
men,  in  contrast  to  the  over-all  sex  ratio. 
These  same  two  groups  are  in  marked  con- 
trast in  terms  of  age  also,  47.5  years  for  the 
guilt  group  and  27.4  for  the  shame  group. 
There  appear  to  be  two  syndromes  here 
which  are  by  no  means  unfamiliar  in  psy- 
chiatry. The  first  is  that  of  the  guilt-ridden, 
very  anxious,  menopausal  woman;  the  sec- 
ond, that  of  a self-abasing  schizophrenic 
yoimg  man. 

In  this  patient  series  depression  was  quite 
commonly  complicated  by  anxiety,  and  in 
9.8  per  cent  of  cases  the  anxiety  was  con- 
sidered by  the  psychiatrist  as  severe.  By 
way  of  contrast,  the  opposite  situation  did 
not  hold  for  a group  of  consecutively  re- 
ferred anxious  patients.  Among  these  77 
patients  severe  depression  was  rare,  and 
moderate  depression  was  seen  in  less  than 
one  third  of  the  cases. 

The  diversity  of  patients  seen  in  the 
present  study  has  practical  meaning  in  re- 
search on  depression.  In  view  of  our  find- 
ings, it  is  particularly  important  to  regard 
the  possibility  of  factors  operating  to  select 
specific  types  of  patients  within  the  range 
studied.  As  mentioned,  our  patients  are 
drawn  from  a service  clinic  and  have  been 
largely  separated  from  patients  considered 
more  suitable  for  psychotherapy.  By  these 
standards  we  may  be  studying  a group  of 
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patients  with  symptoms  considerably  dif- 
ferent from  the  types  of  depression  seen  in 
the  office  of  a general  practitioner  and  more 
so  in  the  practicing  psychiatrist’s  office. 
Such  selection  factors  may  have  a very 
potent  influence  on  improvement  rates  with 
treatment.  It  has  been  demonstrated,  for 
example,  that  patients  seen  in  a private 
office  may  respond  more  favorably  to  anti- 
depressant medication  than  a random  sample 
of  service  patients.®  A number  of  features 
of  our  population  appear  to  run  counter  to 
the  general  impressions  regarding  the  range 
of  depressed  patients:  the  high  incidence 
of  schizophrenic  patients,  the  paucity  of 
patients  in  the  classical  guilt-ridden  in- 
volutional category,  the  high  degree  of 
complicating  anxiety,  and  the  lack  of  manic- 
depressive  types.  If  we  have  been  studying 
a select  group  of  depressed  patients,  the 
diversity  of  the  population  is  all  the  more 
striking. 

Perhaps  the  most  signiflcant  aspect  of 
dealing  with  a selected  patient  population 
lies  in  the  effect  on  the  thinking  of  the 
clinician  and  research  worker.  In  a study 
of  the  dynamics  of  depression,  for  example, 
it  is  natural  to  generalize  from  the  cases 
seen  to  the  entire  range  of  depression.  This 
can  lead  to  erroneous  conclusions  when  the 
population  is  a select  one.  In  the  present 
study  the  manifest  preoccupation  with 
guilt  was  a feature  of  only  8 of  our  244 
patients.  Studies  involving  other  socio- 
economic strata  might  derive  an  impression 
of  much  greater  predominance  of  this  factor. 
Thus,  a body  of  psychodynamic  knowledge 
and  theory  may  develop  which  is  largely 
determined  by  the  patients  coming  to  the 
particular  observers.  When  such  theory  is 
applied  to  the  range  of  disease,  considerable 
misinterpretation  may  occur. 

Summary 

1.  We  have  studied  244  consecutive 
ambulatory  depressed  patients  referred  for 
treatment  in  the  Psychopharmacology 
Clinic.  Patients  were  evaluated  by  the 
usual  clinical  methods  as  well  as  by  a classi- 
fication modeled  after  a proposal  of  Alex- 
ander^ and  the  use  of  a quantitative 
psychiatric  rating  scale. 


2.  Female  patients  predominated  in  a 
ratio  of  2.4:1,  the  mean  age  was  42.2  years, 
and  psychiatric  hospitalization  in  the  past 
had  occurred  in  41  per  cent  of  the  patients. 

3.  In  terms  of  diagnosis,  the  patients 
may  be  roughly  divided  into  three  groups: 
schizophrenic  reactions,  involutional  re- 
actions, and  all  other  diagnoses.  The 
schizophrenic  patients  were  largely  of  the 
chronic  undifferentiated  type. 

4.  In  terms  of  the  classification  according 
to  predominant  psychologic  issue,  the  vast 
majority  of  the  patients  were  found  to  be 
preoccupied  with  the  issue  of  loss  of  loved 
ones,  worldly  goods,  or  bodily  health,  while 
the  other  issues  each  accounted  for  a small 
proportion  of  the  total.  Diagnostic  groups 
as  well  as  psychopathologic  features  were 
not  consistently  related  to  the  psychologic 
issue. 

5.  In  terms  of  quantitative  psychiatric 
ratings,  the  group  characterized  by  loss 
showed  a significantly  lower  rating  on 
thought  disorder.  The  occurrence  of  clini- 
cally significant  anxiety  was  noteworthy  in 
the  entire  group  of  depressed  patients.  The 
anxiety  was  severe  in  24  patients. 

6.  The  diversity  of  features  seen  in  this 
sample  of  ambulatory  depressed  patients  is 
noteworthy.  Studies  of  depression  must 
take  into  consideration  the  possibility  that  a 
particular  segment  of  the  patient  population 
may  be  selected  in  the  course  of  a study  and 
influence  the  results  seen. 
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Owing  to  the  great  importance  of  the 
voice  for  man’s  integration  within  his  com- 
munity, hoarseness  is  very  conspicuous. 

Etiology 

Among  the  many  causes  of  hoarseness, 
laryngeal  trauma  sustained  during  faulty 
vocal  use  is  very  frequent.  Mechanical 
trauma  is  followed  by  hyperemia,  edema,  in- 
flammation, connective  tissue  proliferation, 
and  eventual  fibrosis.  It  is  generally  under- 
stood that  vocal  nodules  and  polyps  are  the 
mechanical  result  of  faulty  or  excessive 
vocal  use.  Local  or  general  factors  may 
act  as  predisposing,  precipitating,  or  ag- 
gravating causes. 

Predisposing  factors.  Among  the  pre- 
disposing factors,  physical  constitution, 
personahty  structure,  and  local  laryngeal 
morphology  play  a major  role.  Many 
authors  agree  on  the  following  correlations. 
Hypertrophic  reaction  of  hyperplastic 
mucosa  in  the  muscular  body  type  is  asso- 
ciated with  aggressively  hyperkinetic  move- 
ments of  phonation  and  a tendency  to  the 
formation  of  vocal  nodules  and  polyps. 
As  a chnical  counterpart,  the  atrophic  re- 


action of  hypoplastic  mucosa  in  the  asthenic 
body  type  is  similarly  associated  with 
passively  hypokinetic  phonatory  movements 
and  an  inclination  toward  laryngeal  hypo- 
tonia, hypophonia,  or  phonasthenia. 

Precipitating  factors.  The  precipitat- 
ing factors  include  allergic  tendencies, 
hormonal  imbalance,  particularly  of  the 
thyroid  or  gonads,  and  emotional  disorders. 

Aggravating  factors.  Aggravating  fac- 
tors include  smoking  and  drinking,  es- 
pecially when  these  social  habits  are  com- 
bined with  excessive  talking.  Laryngeal 
irritation  leads  to  huskiness  which  the  pa- 
tient tries  to  overcome  with  increased  effort 
until  a vicious  circle  is  established.  Re- 
peatedly, the  acute  onset  of  nodules  or 
polyps  has  been  noticed  following  vocal 
efforts  during  an  upper  respiratory  infec- 
tion, such  as  in  singers  who  insist  on  per- 
forming. 

Symptoms 

Vocal  nodules  and  polyps  are  the  com- 
monest benign  laryngeal  lesions.  Before 
puberty,  nodules  are  more  frequent  in  boys. 
Beyond  the  age  of  twenty,  benign  laryngeal 
lesions  tend  to  be  more  frequent  in  females. 
This  fact  is  explained,  in  part,  by  the  fre- 
quency of  hormonal  and  emotional  vocal 
disorders  in  menopausal  women.  Accord- 
ing to  psychiatric  evaluation,  patients  with 
habitual  dysphonia  tend  to  be  markedly 
hostile,  sadomasochistic,  and  emotionally 
immature. 

The  laryngoscopic  appearance  is  quite 
variable.  To  a certain  extent,  inspection 
agrees  with  histologic  findings.  It  is  gen- 
erally said  that  nodules  and  polyps  usually 
are  found  at  the  “border  of  the  anterior  and 
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middle  third”  of  the  entire  cord.  A con- 
sideration of  vocal  cord  structure  shows 
promptly  that  only  the  membranous  portion 
can  vibrate.  The  posterior  or  cartilaginous 
, third  of  the  cord  consists  of  the  vocal  process 
which  does  not  vibrate,  but  merely  serves 
for  firm  glottal  closure.  Hence,  nodules 
and  polyps  usually  originate  from  the  middle 
of  the  vibrating  hgamentous  cord,  where  the 
vibratory  amphtude  is  widest.  Similar 
mechanical  interpretations  explain  why  the 
psychosomatic  disease  of  contact  ulcer 
I develops  on  the  vocal  process  and  why 
pachydermia  of  the  posterior  commissure 
results  from  chronic  irritation  by  infection 
; and  infiammation. 

Small  pointed  bilateral  nodules  are  of 
little  influence  on  the  well-trained  singing 
! voice.  They  are  quite  frequent  in  high 
: female  voices.  In  contrast,  large  or  uni- 
' lateral  nodes  cause  a mechanical  interference 
with  vocal  cord  vibration,  and  thus  with 
perfect  phonation. 

' Pathology 

While  previously  it  was  believed  that 
nodules  and  polyps  were  true  neoplasms, 
now  it  is  known  that  fibroma,  myxoma, 

, myoma,  hemangioma,  neurofibroma,  or 
1 chondroma  are  exceedingly  rare  in  the 
larynx.  The  typical  histology  of  nodules 
and  polyps  is  understood  when  the  morpho- 
i logic  structure  of  the  vocal  cord  is  recalled. 

‘ Bordered  by  the  superior  and  inferior  arcuate 
lines,  the  noncornified,  squamous,  and 
: stratified  epithehum  of  the  vocal  cord  is 
: boimd  to  the  underlying  elastic  vocal  liga- 
ment by  the  loose  areolar  tissue  of  Reinke’s 
I space.  Easily  imbued  with  edematous  fluid, 

I this  space  may  give  rise  to  chronic  polypous 
: laryngitis  in  the  form  of  Reinke’s  edema. 

It  is  now  estabUshed  that  nodules  and 
I polyps  represent  irritative  inflammatory  re- 
I actions  to  chronic  mechanical  trauma. 

1 From  the  clinical  viewpoint,  young  or  acute 
nodules  are  soft  and  reddish,  hke  a hema- 
toma. They  are  composed  of  normal  epi- 
f thelium  with  edematous  stroma  of  loose 
f fibrous  tissue.  Mature  or  old  nodules  ap- 
k pear  hard  and  white.  Their  epithelium  is 
f thickened  by  acanthosis,  keratosis,  or  para- 
> keratosis  and  covers  compact  fibrosis  with 
I little  edema.  Morphologically,  the  nodes 
may  be  distinguished  in  fibroid,  polypoid, 
i varicose,  and  hyalin  types.  Their  chief 


difference  lies  in  the  ratio  of  edema  to 
solidifying  hyalinization.  The  nodule  is 
smaller,  more  fibrous,  and  more  organized; 
the  polyp  is  larger,  more  vascular,  edema- 
tous, and  inflammatory  and  shows  higher 
degrees  of  degeneration  and  hyaline  changes. 

Degeneration  of  the  lamina  propria  in 
nodules  or  of  the  subepithelial  space  in 
polyps  is  characterized  by  fibrosis  and 
edema,  as  well  as  by  various  types  of  de- 
composition (myxoid,  fibrinoid,  angio- 
matous, hyaline,  or  amyloid).  Owing  to  the 
rich  blood  supply,  engorged  blood  spaces 
with  stasis,  extravasations,  and  deposits  of 
old  blood  are  frequent.  As  the  remnants 
of  old  blood  become  organized,  amorphous 
masses  of  fibrin  and  hemosiderin  are  de- 
posited. Microscopic  appearance  and  stain- 
ing reaction  vary  greatly  as  a sign  of  dif- 
fering individual  reaction  to  chronic  irrita- 
tion. 

Therapy 

The  management  of  the  individual  pa- 
tient should  be  directed  by  the  circumstances 
prevaiUng  in  his  special  condition. 

In  screaming  children,  bilateral  nodules 
result  from  excessive  and  uncontrolled  vocal 
expression,  such  as  when  children  come  back 
hoarse  from  camp.  The  elimination  of  the 
underlying  cause  requires  the  following  pro- 
cedures: parent  counseling,  psychothera- 

peutic rehabilitation,  and  vocal  re-education. 
Surgical  ablation  of  simple  nodes  in  children 
is  unnecessary,  senseless,  and  potentially 
harmful.  Nodules  show  a distinct  tendency 
to  disappear  at  puberty  when  behavior  be- 
comes more  mature.  The  successful  man- 
agement of  this  complex  psychosocial  prob- 
lem requires  great  patience  in  securing  the 
entire  family’s  comprehension,  cooperation, 
and  motivation. 

When  bilateral  nodules  develop  in  adults, 
the  age,  sex,  and  occupation  determine  the 
best  treatment.  Acute  tiny  nodes  in  profes- 
sional singers  are  treated  best  by  voice  rest. 
Should  faulty  vocal  technic  be  detected,  in- 
struction by  an  understanding  voice  teacher 
is  in  order.  Pathologic  disorders  of  laryngeal 
function  require  phoniatric  rehabilitation. 
In  view  of  their  frequent  emotional  in- 
stability, surgery  should  be  contemplated  in 
singers  only  as  a last  resort.  In  teachers, 
however,  nodules  should  be  removed 
promptly  to  shorten  the  disabihty. 
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Surgical  ablation  is  mandatory  in  the  fol- 
lowing conditions;  large  nodes  of  long  stand- 
ing; all  unilateral  afflictions;  any  type  of 
polyp;  diffuse  polypous  degeneration  of  one 
or  both  cords;  and  all  cordal  lesions  in  pa- 
tients beyond  middle  age. 

Lesions  of  this  type  can  no  longer  re- 
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P OLYPS  OF  THE  VOCAL  CORD  are  the  most 
common  of  the  benign  tumors  of  the  larynx. 
In  a strict  sense,  they  are  not  true  tumors 
because  they  arise  as  a result  of  the  abuse 
of  the  larynx  either  as  a single  traumatic 
episode  or  as  continued  abuse. 

Histology 

Histologically,  they  consist  of  a varied 
amount  of  fibrous  tissue  and  blood  vessels 
with  or  without  large  blood  spaces  and 
edematous  stroma.  They  vary  in  color 
from  a clear  or  translucent  appearance  to 
pink,  brown,  or  red,  depending  on  the 
amount  of  blood  in  the  polyp.  Their  size 
varies  from  that  of  a small  nodule  of  1 to  2 
mm.  in  size  to  one  of  1 cm.  or  more. 

A polyp  is  usually  single  and  is  attached 
to  the  junction  of  the  anterior  middle  third 
of  the  vocal  cord.  The  polyp  may  be  on  top 
of  the  cord  or,  more  commonly,  on  the  edge 
of  the  cord.  Occasionally  it  is  subglottic  in 
location,  arising  from  the  under  edge  of  the 
cord. 

A polyp  may  be  pedunculated,  having  a 
small  base;  in  such  instances,  the  tumor 
waves  back  and  forth  in  the  breath  and 
causes  trouble  with  phonation  when  it  comes 
up  between  the  vocal  cords.  Occasionally, 
polyps  may  be  seen  on  both  cords.  This  will 
be  discussed  later. 


gress  spontaneously  or  through  vocal  re- 
habiUtation.  Most  important  of  all,  such 
lesions  cannot  be  considered  benign  until 
they  have  been  proved  so  by  histologic 
study.  Not  infrequently,  seemingly  benign 
lesions  turn  out  to  be  maUgnant  imder  the 
microscope. 


Etiology 

A polyp  probably  arises  as  a result  of  a 
sudden  violent  use  of  the  larynx  with  re- 
sultant submucosal  hemorrhage  and  organi- 
zation of  the  hemorrhage  with  the  formation 
of  a tumor  composed  of  the  elements  of  con- 
nective tissue  and  blood.  Degeneration 
leads  further  to  a clearing  of  the  blood  with 
the  formation  of  tissue  fluid  and  a trans- 
lucent appearance.  It  grows  in  size  with 
continued  use  of  the  voice. 

Symptoms 

Hoarseness  is  a constant  symptom  which 
varies  according  to  the  size  and  location  of 
the  polyp.  Clearing  of  the  throat  is  most 
annoying  to  the  patient.  He  knows  that 
there  is  something  in  his  larynx,  and  he  tries 
to  clear  it  away,  but  without  success,  be- 
cause the  tumor  is  part  of  him. 

Fatigue  is  another  important  symptom. 
The  presence  of  the  polyp  requires  in- 
creased effort  to  produce  phonation,  and,  as 
a result,  the  patient  becomes  exhausted 
toward  the  end  of  the  day. 

The  patient  complains  of  increased  post- 
nasal discheu-ge  with  clearing  of  the  throat; 
he  states  that  he  just  has  to  get  rid  of  the 
postnasal  drip,  but  he  cannot. 

Treatment 

On  examination,  a polyp  is  usually  seen. 
Treatment  always  consists  of  removal, 
which  may  or  may  not  be  followed  by  vocal 
therapy.  If  the  cause  can  be  eliminated, 
then  it  will  not  come  back;  but  if  there  are 
noisy  surroundings  of  occupational  origin  or 
if  it  occurs  as  a result  of  singing,  then  these 
factors  must  be  changed. 

If  the  patient  continues  to  have  laryngeal 
dysfunction  after  the  removal  of  a polyp, 
he  should  have  vocal  therapy. 

I stress  voice  rest  after  the  removal  of  a 
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polyp,  as  most  patients  have  considerable 
irritation  of  the  remaining  portion  of  the 
larynx.  They  may  have  a superimposed 
chronic  laryngitis.  Rest  after  polypectomy 
enables  the  entire  larynx  to  return  to  normal. 

Complications 

Granuloma  is  the  biggest  danger  after 
the  removal  of  a polyp.  This  may  persist 
long  after  the  lesion  should  have  healed. 
I have  removed  persistent  granulomas  follow- 
ing a polypectomy  of  a vocal  cord  from  at 
least  6 patients.  A granuloma  may  occur 
at  the  site  of  the  original  polyp  or  it  may 
form  at  the  tip  of  the  vocal  process,  partic- 
ularly if  the  mucous  membrane  has  been 
denuded  from  the  tip  of  the  vocal  process. 
Then  a contact  ulcer-type  of  granuloma 
may  result. 

Polypoid  laryngitis,  sometimes  referred 
to  as  chronic  hypertrophic  laryngitis  and 
polyposis  of  the  vocal  cords,  wiU  be  dis- 
cussed. The  continued  misuse  and  abuse  of 
the  voice  will  lead  to  chronic  laryngitis. 
The  small  vocal  nodules  undergo  degenera- 
tion into  small  polypoid  tumors  which 
eventually  involve  the  entire  edge  and  the 
surface  of  both  vocal  cords. 

The  polypoid  thickening  can  sometimes 
increase  to  the  point  of  actually  causing 
obstructive  laryngeal  dyspnea.  Misuse  and 
abuse  of  the  voice  in  such  instances  often 
are  found  in  a heavy  smoker  or  in  a person 
who  likes  to  drink  a few  cocktails  each  day. 
Alcohol  tends  to  cause  congestion  of  the 
cords,  not  only  by  its  physiologic  effects 
on  the  tissues  but  also  by  removing  a 
person’s  inhibitions  which  make  him  talk 
a great  deal  more  than  is  normal.  The 
extreme  polyposis  of  the  cords  occurs  only 
in  extroverted  individuals  who  not  only 
like  to  talk,  but  may  enjoy  smoking  and 
drinking  as  well.  They  refuse  to  do  any- 
thing about  it  imtil  the  condition  reaches 
an  extreme  state.  Not  only  are  they 
hoarse  but  the  voice  lacks  quantity  as  well 
1 as  quality.  The  pitch  is  very  deep  and 
cannot  be  elevated,  that  is,  it  is  a low-pitch 
monotone  that  has  no  quantity.  They 
are  unable  to  cry  out  or  sing.  In  addition, 
they  may  complain  frequently  of  aphonia. 

In  the  female,  the  voice  often  is  mistaken 
for  that  of  a man  and  is  embarrassing. 


The  rehabilitation  of  such  a case  requires  a 
great  deal  of  cooperation  from  the  patient. 
She  must  have  the  desire  to  have  a better 
voice,  one  that  will  enable  her  to  speak 
with  ease  and  with  improvement  in  the 
quahty  of  the  voice. 

Abstinence  from  smoking  and  drinking 
are  important  in  the  heaUng  phases  of  the 
condition.  The  continued  use  of  tobacco 
and  alcohol  and  continued  voice  abuse  will 
result  in  a failure  of  any  operative  procedure. 
These  patients  should  be  sent  to  a vocal 
therapist  for  an  interview  and  recordings 
of  their  voices  before  surgery.  The  therapist 
can  tell  the  patient  from  actual  experience 
with  other  patients  what  to  expect  after 
this  polypoid  tissue  is  removed. 


Operative  procedure 

At  operation,  the  polypoid  tissue  is  re- 
moved from  one  cord  at  a time,  that  is 
complete  on  one  side.  In  addition,  I 
frequently  remove  the  posterior  half  of  the 
polypoid  tissue  from  the  opposite  cord. 
This  tissue  is  loose  and  gluelike  and  col- 
lapses after  removal.  It  is  almost  as  if 
jelly  ran  out  of  the  operative  site.  The 
tissue  is  removed  imtil  firm  substance  of 
the  cord  is  felt.  Care  not  to  denude  the 
anterior  commissure  of  both  cords  is  im- 
portant. A web  can  result  with  worse 
function  than  the  patient  had  before  the 
operation. 

Postoperatively,  abstinence  from  smoking 
and  moderation  in  the  use  of  alcohol  are 
very  important.  After  the  larynx  is  healed, 
a few  monosyllabic  words  are  permitted. 
The  first  words  uttered  by  the  patient 
usually  are  a creaking  type  of  sound  which 
is  very  unpleasant.  Before  real  phonation 
is  allowed,  the  patient  is  referred  back 
to  the  vocal  therapist  who  teaches  him 
how  to  modulate  his  voice  and  also  how  to 
use  it  with  the  least  effort. 

A period  of  several  weeks  may  be  neces- 
sary to  bring  about  a satisfactory  result. 
AU  of  this  has  to  be  told  to  the  patient 
beforehand.  Stripping  of  the  cords  with 
the  expectation  of  a good  result  is  a very 
trying  experience,  and  unless  the  patient 
imderstands  the  process  ahead  of  time, 
he  will  not  thank  you  for  the  ordeal. 


I 
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Just  twenty  years  ago  Jackson  and  Jackson  ^ 
stated  that  in  dealing  with  contact  ulcer 
“The  symptomatology  is  useless  for  diagno- 
sis.” This  widely  accepted  conclusion  is 
readily  supported  hy  the  clinical  experience  of 
each  of  us.  But  it  is  still  worth  while  for 
us  to  ask  the  reason  why. 

Certain  questions  have  continued  to 
plague  us  in  dealing  with  this  laryngeal 
lesion  which  is  produced  by  vocal  abuse. 
Why  is  a contact  ulcer  formed  rather  than  a 
node,  a polypoid  lesion,  or  some  other 
lesion  due  to  voice  strain?  Is  the  larynx 
the  only  organ  in  the  body  of  which  the 
disturbed  function  produces  noncharacter- 
istic symptoms  of  specific  lesions?  What 
distiu’bed  physiologic  process  is  responsible 
for  excessive  contact  at  the  tips  of  the 
vocal  processes?  Why  do  contact  ulcers 
respond  to  various  forms  of  treatment? 
Why  isn’t  effective  prophylaxis  of  this 
lesion  now  available? 

Recent  investigations  begin  to  shed  some 
light  on  answers  to  these  questions.  These 
studies  deal  with  (1)  cordal  effects  of 
individual  muscle  stimulation;  (2)  clinical 
assessment  of  the  extent  of  intrinsic  laryn- 
geal muscle  participation  during  phonation; 
and  (3)  a correlative  review  of  symptoms, 
signs,  and  muscle  dysfunction  in  a series  of 
30  patients. 

Stimulation  studies 

Recently  a report  was  made  concerning 
the  cordal  effects  of  electrical  stimulation 
of  each  of  the  intrinsic  laryngeal  muscles  as 
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well  as  the  superior  and  recurrent  laryngeal 
nerves  in  the  canine  subject.  ^ When  the 
lateral  cricoarytenoid  muscle  was  stimulated, 
the  tip  of  the  homolateral  vocal  process  was 
adducted  rapidly  and  forcibly  toward  the 
midline,  drawing  the  vocal  cord  with  it 
but  leaving  the  body  of  the  arytenoid  sep- 
arated from  the  opposite  arytenoid  cartilage. 
No  other  single  muscle  was  able  to  ac- 
complish this  action.  Nor  was  this  possible 
with  electrical  stimulation  of  the  superior 
laryngeal  nerve  or  of  the  recurrent  laryngeal 
nerve. 

A few  frames  of  movie  film  provided  a 
suspension  laryngoscopic  view  of  stimulation 
of  the  lateral  cricoarytenoid  and  its  antag- 
onist, the  posterior  cricoarytenoid  muscle. 
In  addition,  a comparison  was  provided  with 
the  human  larynx.  A freshly  excised  larynx 
removed  at  laryngectomy  was  stimulated 
electrically.  The  left  cord  was  fixed  by 
carcinoma.  The  right  cord  remained  free 
of  disease. 

First  the  right  lateral  cricoarytenoid 
was  stimulated.  The  motion  of  the  tip 
of  the  vocal  process  was  identical  with 
that  seen  in  the  dog.  Then  the  pos- 
terior cricoarytenoid  was  stimulated.  Ab- 
duction of  the  tip  of  the  vocal  process  as 
well  as  the  body  of  the  arytenoid  was  seen. 
This  reaction  again  was  identical  with  that 
observed  in  the  dog.  Interestingly,  no 
muscle  contraction  could  be  obtained  on 
the  involved  side,  although  the  muscles 
themselves  did  not  seem  to  be  infiltrated 
grossly  with  tumor. 

No  explanation  for  this  is  readily  avail- 
able today. 

Much  further  investigation  of  neuro- 
muscular physiology  is  necessary  before 
a detailed  understanding  can  be  reached 
regarding  the  highly  complex  mechanisms 
involved  in  phonation,  yet  the  previously 
mentioned  simple  demonstration  points  a 
finger  at  overactivity  or  hyperfunction  of 
the  lateral  cricoarytenoid  muscles  as  a 
factor  in  the  production  of  contact  ulcer. 

Von  Leden  and  Moore*  in  high-speed 
photographic  studies  of  a contact  ulcer 
patient  describe  the  rubbing  and  scraping 
effects  on  the  vocal  processes  accompanying 
pitch  adjustments,  loudness,  and  the  produc- 
tion of  harsh  guttural  soimds.  They  em- 
phasize the  havoc  in  the  delicate  structures 
of  the  larynx  which  is  produced  by  recurrent 
cough  and  throat  clearing. 
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Clinical  tests  of  muscle  function 

I 

j For  many  years  clinical  assessment  of 
thyroarytenoid  and  cricothyroid  muscle 
function  has  been  practiced  in  Europe. 

I More  recently  tests  for  cricoarytenoid  func- 
tion have  been  described  by  Briess.'*  When 
the  tests  are  applied  as  outlined  to  each 
individual  patient,  an  estimate  of  the 
extent  of  dysfunction  as  compared  with 
normal  function  for  each  phonatory  effort 
is  possible.  By  studying  a group  of  Danish 
» patients  simultaneously  by  this  technic 
j and  by  electromyographic  examination,  a 
j positive  statistical  correlation  was  obtained.* 

The  present  small  series  of  30  cases 
j consisted  of  15  patients  with  obvious 
I contact  ulcers  and  15  patients  with  early 
j signs  of  contact  ulcer  production.  These 
I signs  were  identical  with  those  seen  during 
; various  stages  of  clearing  of  contact  ulcer 
■ during  voice  therapy.  In  all  30  patients, 
clinical  tests  of  muscle  function  indicated 
hyperfunction  of  the  lateral  cricoarytenoid 
muscles.  In  addition,  the  existing  hyper- 
function was  not  found  after  the  completion 
of  therapy  even  though  repeated  interval 
I testing  was  carried  out. 

I Symptoms 

In  1928  C.  Jackson,®  in  his  initial  report, 
indicated  the  following  symptoms  encoun- 
I tered  in  patients  with  typical  bilateral 
I granulomatous  lesions  on  the  vocal  processes 
! of  the  arytenoid  cartilages:  (1)  hoarseness, 

, (2)  pain  or  discomfort  in  the  larynx, 
j (3)  pain  referred  to  the  ear  (in  a few  cases), 

[ (4)  symptoms  accompanying  chronic  laryn- 
, gitis,  and  (5)  choking  and  strangling  at 
j night  from  excessive  secretions  (in  a few 
I patients). 

In  1933  in  a second  report  on  this  condi- 
I tion  the  following  symptoms  were  added 
I by  C.  L.  Jackson^:  (6)  frequent  throat 

/ clearing,  (7)  tickle,  (8)  stinging  sensation 
in  the  larynx,  (9)  tired  throat,  (10)  aching 
after  talking,  (11)  increased  hoarseness 
after  talking,  and  (12)  tenderness  on  pres- 
sure over  the  larynx. 

I In  1942  in  their  textbook  Diseases  and 
Injuries  of  the  Larynx  the  Jacksons®  added 
an  additional  symptom  although  they  in- 
i dicated  that  it  “probably  is  not  excited  by 
I the  ulcer  itself.”  This  symptom  may  be 
ii  listed  as;  (13)  cough. 

y 


In  1949  New  and  Devine®  added:  (14) 

occasional  hemoptysis,  while  Peacheri®  has 
observed  the  frequency  of  occurrence  of: 
(15)  monotone  in  these  patients. 

Having  used  a routine  check  list  of 
symptoms  with  all  patients  suspected  of 
vocal  abuse  as  an  etiologic  factor  in  produc- 
ing their  throat  symptoms,  the  following 
additions  to  the  previously  mentioned 
series  of  15  patients  with  contact  ulcer 
may  be  added;  (16)  narrowed  range, 
(17)  syllabic  aphonia,  (18)  dryness,  (19) 
sore  throat  without  fever,  (20)  lump  feeling 
in  the  throat,  (21)  swallowing  difficulties 
(22)  swelling  of  the  muscles  and  glands  in 
the  neck,  (23)  tracheal  pressure,  (24) 
tenderness  over  the  arytenoid  area,  and 
(25)  pain  in  the  side  of  the  neck  adjacent  to 
the  larynx. 

Here  we  find  ourselves  in  an  interesting 
dilemma.  C.  Jackson’s®  original  list  of  5 
symptoms  has  been  expanded  by  himself  and 
others  to  include  25  symptoms.  No  single 
patient  has  complained  of  aU  of  these  symp- 
toms; many  complain  of  only  two  or  three, 
yet  often  they  are  not  the  same  two  or  three 
symptoms.  The  symptoms  more  frequently 
encountered  were:  throat  clearing,  pain 

referred  to  the  ear,  tenderness  over  the 
arytenoid,  narrowed  range,  voice  fatigue, 
hoarseness,  dryness,  sore  throat  without 
fever,  and  lump  feeling  in  the  throat. 

However,  with  disappearance  of  the  lesion 
and  return  to  healthy  voice  production,  the 
symptoms  disappear.  How  can  this  be  ex- 
plained? 

Several  factors  appear  to  be  involved. 
Individual  variations  in  the  threshold  of 
discomfort  obviously  play  a part.  Second, 
when  using  a check  list  of  symptoms,  the 
problem  of  semantics  enters  the  picture. 
What  one  patient  calls  a sore  throat  without 
fever  another  describes  as  a stinging  sensa- 
tion. Third,  the  hyperfimction  of  the 
lateral  cricoarytenoid  muscles  may  be  a 
result  of  dysfunction  of  other  muscles  of  the 
larynx.  It  is  significant  that  specific  over- 
treatment of  these  other  muscles  during 
voice  therapy  will  produce  the  specific 
symptoms  mentioned  previously.  It  is  still 
not  certain  that  hypofunction  of  a pair  of 
muscles  or  of  a single  muscle  will  not  cause 
specific  symptoms.  This,  then,  may  be 
listed  as  a fourth  factor  to  consider.  A 
fifth  factor  found  routinely  in  the  series  of 
patients  studied  was  that  of  voice  character. 
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Patients  with  predominating  cricothyroid 
participation  are  characterized  as  having 
deUcate  voices.  Less  abuse  routinely  pro- 
duces lesions  in  patients  with  delicate 
voice  character.  Conversely,  patients  with 
robust  voice  character  with  predominating 
thyroarytenoid  function  can  withstand  far 
more  abuse  before  symptoms  occur  or 
vocal  cord  changes  become  evident. 

A sixth  factor  involves  abuse  types. 
No  one  of  us  uses  his  voice  in  identically 
the  same  way  or  imder  the  same  environ- 
mental conditions  or  in  the  same  emotional 
state  aU  of  the  time.  Although  we  might 
expect  the  more  often-occurring  abuses  to 
have  the  major  effect,  short-term  abuses 
of  severe  degree  may  have  far  greater  and 
more  lasting  effects  on  both  the  larynx  and 
the  neuromuscular  mechanisms  involved. 

Early  signs 

Fifteen  cases  without  evident  contact 
ulcer  were  reviewed.  All  of  these  had 
symptoms  included  in  the  previously  men- 
tioned hst.  In  addition,  they  aU  presented 
cUnical  muscle  testing  findings  of  hyper- 
function of  the  lateral  cricoarytenoid  mus- 
cles. A prognosis  of  contact  ulcer  was 
indicated  by  the  voice  diagnostician.  The 
following  list  of  laryngoscopic  findings  was 
obtained  from  this  group  of  patients  and  was 
found  to  be  identical  with  a Hst  compiled 
on  interval  follow-up  laryngoscopy  during 
the  treatment  of  the  first  series  of  patients 
while  undergoing  voice  therapy  carried  out 
by  Briess:“ 

1.  Repeated  formation  of  a strand  of 
mucus  between  the  tips  of  the  vocal  proces- 
ses. The  strand  cleared  after  throat  clear- 
ing and  reformed  after  additional  phonation. 

2.  Pinkness  of  the  superior  surface  of  the 
cord  at  the  tip  of  the  vocal  process.  This 
was  either  unilateral  or  bilateral. 

3.  Edema  over  the  cartilages  of  San- 
torini and  the  arytenoids.  Presently  this 
edema  is  characterized  verbally  in  amount 
as  mild,  moderate,  or  marked.  Interval 
photographs  can  be  of  value  here. 

4.  Injection  of  the  mucosa  over  the 
cartilages  of  Santorini  and  the  arytenoids. 
The  degree  of  injection  was  described 
verbally. 

5.  Presence  of  a posterior  chink  between 
the  bodies  of  the  arytenoid  cartilages 
estimated  in  millimeters. 


6.  Noting  and  description  of  scars  and 
sHghtly  cup-shaped  depressions  on  the 
medial  margins  of  the  vocal  processes. 
We  suspect  that  many  contact  ulcers  have 
disappeared  spontaneously  with  change  in 
vocal  habits  resulting  from  concurrent  job 
change,  incidental  elimination  of  emotional 
factors  which  cause  temporary  severe  abuse, 
or  self-imposed  periods  of  voice  rest  or 
voice  Hmitation.  With  return  to  former 
levels  of  abusive  voice  production,  however, 
the  untreated  lesions  frequently  reappear. 
Interestingly,  the  contact  ulcer  lesions 
disappear  long  before  flexible  balance  of  the 
muscles  is  re-estabHshed  and  healthy  voice 
production  persists. 

Differential  diagnosis 

Little  can  be  added  to  our  discussion 
regarding  differential  diagnosis.  It  should 
be  stressed  again,  of  course,  that  when  other 
than  the  typical  cup-and-saucer  ulcer  oc- 
curring on  the  vocal  processes  is  seen  on 
laryngoscopy,  a biopsy  is  indicated.  Benign 
posterior  lesions,  from  intubation  granuloma 
to  tuberculosis  and  amyloidosis,  must  be 
considered.  Posteriorly  located  carcinoma 
is  far  from  unknown,  and  early  identification 
is  essential. 

Management 

In  the  present  series  no  instance  of  surgical 
removal  occurred.  Voice  therapy  was  pre- 
scribed for  each  patient  and  was  carried  out 
in  the  Department  of  Otolaryngology  by 
F.  B.  Briess.  This  treatment  produced 
disappearance  of  aU  lesions  without  re- 
currence to  date.  A routine  foUow-up  is 
maintained  for  each  patient.  No  periods 
of  voice  rest  have  been  requested,  nor  has 
any  patient  been  asked  to  change  jobs  to 
one  requiring  less  voice  use.  The  technic 
has  been  outUned  previously. 

It  is  evident  to  all  of  us  that  there  are  a 
number  of  ways  which  have  been  used 
successfully  to  cause  the  disappearance  of  a 
contact  ulcer.  We  now  suspect  that  each 
of  them  primarily  or  secondarily  relieves 
hyperfunction  of  the  lateral  cricoarytenoid 
muscles  sufficiently  to  permit  disappearance 
of  the  visible  lesion.  It  is  important  to 
note  here  that  many  patients  stiU  complain 
of  symptoms,  although  the  lesion  is  gone. 
The  results  of  both  surgical  removal  and 
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speech  methods  stressing  elimination  of 
“closed-throat”  voice  production  now  may 
be  explained,  perhaps,  in  the  light  of  our 
present  information.  For  example,  surgical 
removal  of  the  granuloma  which  prevents 
posterior  closure  is  followed  regularly  by 
prolonged  periods  of  voice  rest.  The  re- 
moval of  the  lesion  allows  somewhat  less 
waste  of  air  by  permitting  closer  approxi- 
mation of  the  vocal  processes.  Auditory 
monitoring  of  phonation  recognizes  the 
resulting  improvement  and  dictates  less 
neuromuscular  effort  for  voice  production. 
This  effect  is  enhanced  by  the  required  voice 
rest  which  allows  healing  of  the  mucosa  on 
the  vocal  processes  as  well  as  partial  spon- 
taneous rest  of  the  hyperfunctioning  lateral 
cricoarytenoid  muscles.  Frequently  laryn- 
gologists and  speech  therapists  also  include 
limitation  of  voice  use  following  an  extended 
period  of  voice  rest.  In  addition,  exercises 
directed  toward  eliminating  the  “closed- 
throat”  production  of  voice  may  involve 
lessening  of  the  action  of  the  inferior  con- 
strictor muscles  which  have  been  shown 
recently  by  Rattenborg*^  in  canine  studies 
to  approximate  not  only  the  arytenoids  but 
their  vocal  processes  as  well. 

Need  for  further  investigation 

Much  fxirther  investigation  is  necessary 
before  a more  complete  understanding 
of  the  distiubed  physiologic  processes  which 
are  responsible  for  the  production  of  contact 
ulcer  of  the  larynx  can  be  obtained.  We  all 
frankly  admit  that  our  knowledge  regarding 
the  many  phenomena  resulting  in  healthy 
phonation  is  still  very  sketchy.  Many 
single  investigative  technics  have  been  used 
in  the  past  to  obtain  a better  understanding 
of  laryngeal  and  voice  physiology.  Yet, 
multiple  technics  used  simultaneously  on 
the  same  patient  are  possible.  To  date 
they  have  been  carried  out  on  no  more  than 
an  occasional  patient.  We  now  have  re- 
fined laboratory  technics  involving  stro- 
boscopy, high-speed  photography,  electro- 
myography, and  studies  of  air  flow.  Ex- 
perimental pathologic  technics  have  yet  to 
be  reported  in  the  generally  accessible 
medical  literature.  Only  a few  human  and 
animal  studies  have  been  carried  out  in  an 
attempt  to  relate  the  variations  in  activity 
of  the  recurrent  and  superior  laryngeal 
nerves  as  well  as  to  identify  further  their 


cortical  and  subcortical  activities.  Con- 
trolled clinical  studies  could  add  much  to 
our  present  knowledge.  Integrated  elec- 
tronic systems  promise  assistance  in  ob- 
taining important  information  if  suitable 
data  are  supplied.  Only  through  carefully 
planned  investigations  can  abuse  factors  be 
identified  properly  so  that  pubhc  opinion 
can  be  enhghtened  sufficiently  to  permit 
proper  prophylaxis  of  vocal  abuse  and 
prevention  of  lesions  such  as  contact  ulcer. 

Before  concluding  these  remarks,  let  us 
return  to  the  questions  which  were  posed 
earlier  in  the  discussion.  Why  is  a contact 
ulcer  formed  rather  than  a node,  a polypoid 
lesion,  or  some  other  lesion  due  to  voice 
strain?  Neuromuscular  disturbances  of  the 
phonatory  mechanism  which  produce  hy- 
perfunction of  the  lateral  cricoarytenoid 
muscles  appear  to  be  responsible.  Is  the 
larynx  the  only  organ  in  the  body  of  which 
the  distm-bed  function  produces  nonchar- 
acteristic symptoms  of  specific  lesions? 
We  now  suspect  that  the  symptoms  are 
characteristic  of  disturbed  laryngeal  func- 
tion but  are  not  characteristic  of  contact 
ulcer.  We  stiU  do  not  imderstand  fully 
the  sensory  mechanisms  involved  or  the 
many  adjustments  of  muscle  balance  which 
stimulate  the  sensory  receptors.  What  dis- 
turbed physiologic  process  is  responsible  for 
excessive  contact  at  the  tips  of  the  vocal 
processes?  This  now  appears  to  be  a 
result  of  hyperfunction  of  the  lateral 
cricoarytenoids.  The  intricate  neural  as- 
sociation tracts  which  are  involved  have  not 
yet  been  determined,  of  course.  Why  do 
contact  ulcers  respond  to  various  forms  of 
treatment?  Treatments  which  are  focused 
on  lessening  the  hyperfunction  of  the  lateral 
cricoarytenoid,  either  directly  or  indirectly, 
should  produce  improvement.  The  removal 
of  interference  of  a bulky  lesion  followed  by 
voice  rest  and  limitation  of  voice  use,  elimina- 
tion of  certain  phonatory  habits  which  even- 
tuate in  hyperfunction  of  this  muscle,  or,  ide- 
ally, restoration  of  healthy  balance  in  aU  lar- 
yngeal muscles  can  each  produce  disappear- 
ance of  the  lesion.  Symptoms,  however,  will 
reappear  when  abuse  tolerance  is  over- 
stepped. Finally,  why  isn’t  effective  pro- 
phylaxis of  this  lesion  now  available? 
Owing  to  a lack  of  sufficient  scientific 
knowledge,  the  true  nature  of  this  lesion 
stiU  is  not  fully  understood.  As  a single 
lesion  of  vocal  abuse  it  alone  does  not 
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appear  to  affect  the  earning  power  of 
enough  citizens  each  year  to  form  a serious 
economic  threat  to  a large  number  of 
wage  earners.  But  if  it  is  studied  firrther 
and  recognized  earlier  as  merely  one  of  the 
abuse  lesions  producing  throat  symptoms, 
public  opinion  can  be  roused  to  institute 
prophylactic  measures  for  the  protection 
of  our  citizens. 

Summary 

The  reasons  for  the  multiphcity  of  ap- 
parent nonspecific  symptoms  of  contact 
ulcer  have  been  reviewed  in  the  fight  of  the 
findings  of  recent  investigations  in  laryngeal 
and  voice  physiology.  The  role  of  hyper- 
function of  the  lateral  cricoarytenoid  mus- 
cles in  the  production  of  this  lesion  and  its 
relief  during  the  treatment  of  this  condition 
are  discussed.  Early  signs  of  contact  ulcer 
are  described.  The  need  for  further  inves- 
tigation to  understand  more  fully  this 
benign  growth  and  to  instigate  proper 
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Vocal  therapy  may  be  understood  by  the 
recognition  of  the  evaluation  of  the  normal 
and  the  abnormal  voice.  Figiure  1 gives 
a vocal  evaluation  scale  designating  the 
normal  and  abnormal  characteristics  of  the 
voice.  Any  one  or  a multiple  number  of 
abnormal  characteristics  may  be  present 
in  people  with  laryngeal  pathologic  condi- 
tions. Hoarseness  is  thought  generally  to 
be  a sign  of  a laryngeal  pathologic  condition. 
There  are  cases,  however,  such  as  in  contact 
ulcer,  in  which  some  patients  have  clear 
quality  or  a minimum  amount  of  inter- 
mittent hoarseness  and  clarity.  Some  cases 
of  laryngeal  pathologic  conditions  have  been 
found  on  routine  examinations  of  patients 


measures  for  its  prevention  are  stressed. 
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who  had  no  awareness  of  any  difficulty.  An 
earlier  sign  of  an  impending  problem  is 
vocal  fatigue.  This  is  a feeling  of  tightness 
or  tiredness  in  the  throat  after  or  with  vocal 
use.  Patients  with  laryngeal  pathologic 
conditions  have  reported  that  they  had 
experienced  vocal  fatigue  anywhere  up  to 
forty-five  years  prior  to  the  onset  of  hoarse- 
ness. 

Therapy  is  directed  toward  bringing  the 
deviated  factors  back  to  the  normal  ones. 
This  is  attained  in  the  following  ways: 

Relaxation  of  speech  musculature 

There  are  specific  exercises  to  relax 
the  muscles  of  the  throat.  Simulating  an 
easy  yawn  automatically  produces  the 
greatest  relaxation  of  the  vocal  cords. 
The  same  is  produced  by  slow  deep  breath- 
ing. Very  slow  rotation  of  the  head  or 
massage  helps  to  relax  the  external  muscles 
of  the  throat. 

Excessive  tension  of  the  larynx  may  be 
present  even  when  a person  is  silent,  with 
the  vocal  cords  in  adduction  with  enough 
space  remaining  for  breathing.  This  is 
called  subvocal  speech.  While  some  people 
move  their  lips  while  reading,  a greater 
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CHARACTERISTICS 

NORMAL 

ABNORMAL 

QUALITY 

clear 

hoarse,  husky,  harsh,  breathy  or  guttural 

PITCH  LEVEL 

appropriate  to  age  and  sex 

! too  low  or  too  high 

PITCH  RANGE 

wide  and  flexible 

monopltch  , confined  or  exaggerated 

VOLUME 

easy  use  of  loudness  and  softness 

weak,  too  loud  or  only  able  to  use  loud  voice 

EASE  OF  VOCAL 
PRODUCTION 

feeling  of  ease  in  speaking  or 
singing 

vocal  fatigue  in  speaking  or  singing 

RESONANCE 

resonant  and  pleasing 

flat  (too  little  resonance) 
nasal  (too  much  resonance) 

RATE 

normal  rate  with  pauses 

too  slow  or  too  fast 

BREATHING 

free  abdominal  breathing 

speaking  too  long  on  a breath;  shallow  or  strident 

VIBRATO 

a slight  vibrato 

no  vibrato  or  a tremolo 

VOICING 

continuant  voicing 

breaks  to  falsetto  or  whisper;  unsteady  or 
no  voice 

: 

FIGURE  1.  Vocal  evaluation  scale. 


number  tense  the  laryngeal  muscles  of 
adduction.  The  patient’s  awareness  of  this 
and  yawning  or  breathing  deeply  while 
reading  will  remove  this  type  of  subvocal 
speech.  Along  with  the  specific  exercises, 
educative  therapy  of  reassurance  and  ex- 
planations of  all  factors  involved  are 
important  to  relieve  the  patient’s  emotional 
tension.  It  is  common  for  patients  to  say 
that  there  is  an  increase  in  symptoms  at  the 
time  they  are  emotionally  upset  or  under 
pressure.  Some  patients  date  the  onset 
of  their  difficulties  from  the  time  of  emo- 
tional trauma.  The  voice  often  has  been 
described  as  a barometer  of  tension,  a 
sensitive  reflector  of  emotional  states.  Most 
people  who  come  for  vocal  therapy  are 
anxious  about  their  condition.  If  the 
anxiety  does  not  subside  quite  quickly, 
psychiatric  treatment  is  necessary  in  con- 
junction with  the  vocal  therapy  to  bring 
the  voice  back  to  normal  or  to  its  optimal 
improvement.  Vocal  therapy  is  usually 
a short-term  procedure  of  5 to  10  treatments 
lasting  from  one  week  to  three  months. 
If  it  is  prolonged,  then  it  is  possible  that 
emotional  conflicts  are  interfering  with  the 
progress. 


Controlled  abdominal  breathing 

Experiments  have  shown  that  there  is 
no  relation  between  total  vital  capacity  and 
good  vocal  production.  Patients  with  very 
high  vital  capacities  may  still  strain  their 
voices.  The  important  factor  is  the  way 
in  which  the  air  is  expelled  during  phonation. 
It  must  be  at  a slow  and  easy  rate.  There 
are  two  major  breathing  problems  in  those 
with  laryngeal  pathologic  conditions.  One 
is  too  fast  a rate  of  expiration  during  phona- 
tion with  the  air  being  forced  out  by  exces- 
sive tension  of  the  laryngeal  muscles  rather 
than  a slower  rate  with  abdominal  control. 
The  second  is  speaking  too  long  on  one 
breath.  Twelve  and  one-half  per  cent  of 
one’s  total  capacity  is  all  that  is  necessary 
for  good  vocal  production  in  conversational 
speech  and  up  to  25  per  cent  for  professional 
speaking  and  singing.  Speaking  beyond 
this  amount  often  produces  strain.  One 
clergyman  with  a contact  ulcer  at  the  age 
of  twenty-three  prided  himself  on  going 
several  long  sentences  on  one  long  breath 
and  using  every  bit  of  air  he  could  squeeze 
from  his  larynx.  Another  was  taught  in 
seminary  to  speak  150  words  on  one  breath. 


November  1,  1963  / New  York  State  Journal  of  Medicine  3105 


The  easiest  way  for  the  patient  to  learn 
slow  abdominal  breathing  is  to  have  him 
lie  on  his  back  with  a small  pillow  under 
his  head.  In  this  position,  one  usually 
breathes  in  with  an  abdominal  expansion 
and  breathes  out  with  abdominal  descension. 
With  the  abdominal  muscles,  one  can 
control  the  rate  of  the  expiration.  When 
this  is  mastered  without  use  of  voice,  voice 
is  added.  Gradually  the  patient  learns  to 
carry  over  this  breathing  to  the  times  when 
he  is  sitting,  standing,  or  walking.  Reading 
and  speaking  with  breaths  taken  at  the 
beginning  of  each  phrase  enables  the 
patient  to  take  more  frequent  breaths. 

Attainment  of  optimum  pitch  and  range 

The  proper  pitch  is  an  important  factor 
in  avoiding  strain,  as  too  low  or  too  high 
a pitch  irritates  the  vocal  cords.  Speakers 
with  laryngeal  pathologic  conditions  more 
often  have  a voice  which  is  pitched  too  low 
rather  than  too  high.  Singers  more  often 
strain  at  the  higher  pitches,  especially  with 
vocal  nodules,  but  their  speaking  voices, 
when  affected,  are  too  low-pitched.  If  a 
person  once  had  a clear  voice  and  then 
becomes  hoarse,  it  is  characteristic  that  the 
pitch  has  lowered.  Anyone  can  assume 
hoarseness  in  his  voice  by  speaking  at  the 
lowest  pitches  of  his  range.  Often  just  by 
speaking  somewhat  higher  in  pitch,  the 
hoarseness  will  be  eliminated  immediately. 
It  is  important  to  find  the  correct  pitch  and 
correct  pitch  range,  and  this  can  be  done  by 
experimenting  at  various  pitch  levels  to 
determine  which  feels  the  easiest  and  sounds 
the  clearest.  Gentle  exercises  are  given 
for  the  one  note,  if  that  is  the  only  one  that 
is  clear  and  easy,  or  for  the  optimum  range. 
Usually  in  the  beginning  there  are  not  too 
many  notes  which  can  be  produced  without 
strain,  but  gradually  more  pitches  are  added. 
This  is  an  important  factor,  as  the  more 
pitches  we  use  the  easier  it  is  on  the  vocal 
cords.  During  vocal  fold  vibration,  there 
is  a point  of  air  emission  with  an  elliptical 
open  space.  This  point  of  air  emission 
varies  with  the  pitch.  It  moves  anteriorly 
as  the  pitch  goes  higher  and  posteriorly 
as  the  pitch  descends.  The  open  space 
gives  relief  at  this  point  of  the  vocal  cords. 
If  we  speak  with  a wide  range,  we  are  giving 
relief  constantly  to  various  points  of  the 
vocal  folds.  If  a person  speaks  in  a mono- 


pitch or  confined  pitch  range,  he  is  not  giving 
relief  to  various  points  of  the  vocal  folds  and 
thus  experiences  vocal  fatigue.  A narrow 
pitch  range  is  common  in  people  with  vocal 
problems.  Actors,  in  developing  their  voices, 
work  for  as  much  as  an  octave  and  a half  to 
a two-octave  range.  This  is  one  reason  why 
some  can  give  great  use  to  their  voices 
night  after  night  without  strain.  An  octave 
range  is  thought  to  be  sufficient  for  most 
speaking.  Part  of  therapy  includes  learn- 
ing how  to  talk  with  more  melody.  There 
are  only  two  ways  technically  to  gain  expres- 
sion and  emphasis  in  speaking.  One  of 
these  is  melody,  and  the  other  is  by  in- 
creased volume  on  stressed  words.  Be- 
cause of  this,  also,  it  is  easier  on  the  vocal 
cords  to  use  melody  than  volume  for 
expression. 

Ease  of  vocal  cord 
adductions  and  phonation 

Ultrahigh-speed  cinematography  studies 
by  Jones^  and  Von  Leden  and  Moore^  have 
demonstrated  the  irritation  to  the  vocal 
cords  from  glottal  attack  or  forced  adduc- 
tion of  the  vocal  cords.  One  movie  taken 
showed  the  development  of  a contact  ulcer 
with  repeated  forceful  adductions.  Most 
patients  recognize  that  they  are  hoarse, 
but  they  never  recognize  that  they  have 
forceful  adductions  until  it  is  pointed  out  to 
them.  In  most  cases  they  occur  only  on 
words  beginning  with  vowels  and  more 
rarely  on  words  beginning  with  “m,”  “n,” 
and  “r.”  It  is  impossible  to  have  a glottal 
attack  with  words  beginning  with  “h” 
as  “h”  is  the  easiest  sound  to  initiate 
phonation.  Practicing  the  “h”  words  gives 
the  patient  a feeling  of  adducting  the  vocal 
cords  with  ease.  Then  this  is  transferred 
gradually  to  words  beginning  with  vowels. 
To  attain  easy  adduction  and  easy  phona- 
tion, controlled  breathing  is  necessary  as 
well  as  the  maintenance  of  the  optimum 
pitch  level. 

Obtaining  of  a clear, 
resonant,  and  vibrant  voice 

Gentle  humming  exercises  with  controlled 
breathing  in  the  optimum  pitch  range 
help  to  improve  clarity  of  quality  and  to 
develop  resonance  and  vibrato.  Humming 
alone  is  difficult  for  most  patients  with 
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laryngeal  pathologic  conditions,  and  it  is 
easier  for  them  to  use  words  weighted  with 
“m,”  “n,”  and  “ng”  and  to  sustain  these 
sounds  throughout  their  optimum  pitch 
range. 

Rate  control 

It  is  more  frequent  for  patients  to  speak 
too  rapidly  than  to  speak  too  slowly. 
Rate  control  is  gained  through  taking  more 
frequent  breaths.  This  automatically  will 
make  a speaker  go  more  slowly.  Reading 
aloud  material  which  has  been  marked  for 
breaths,  according  to  phrasing,  will  allow  a 
person  to  gain  the  feeling  of  speaking  slower. 
This  does  not  mean  slow  speaking  is  desired. 
We  are  working  toward  a normal  rate 
which  is  not  too  fast  and  not  too  slow. 

Attainment  of  volume  with  ease 

Ideally,  increase  of  volimie  is  not  taught 
until  the  voice  has  reached  its  maximum 
improvement  and  the  individual  can  speak 
with  ease  at  a normal  conversational  level 
of  volume.  Patients  are  cautioned  for  the 
best  care  of  their  voices  not  to  use  increased 
volume  except  when  needed.  Loudness 
is  necessary  above  a noise,  out  of  doors, 
and  for  professional  speaking  and  singing. 
To  increase  the  volume,  the  air  must  be 
expelled  at  a faster  rate.  There  are  only 
two  ways  of  doing  this.  One  is  by  excessive 
tension  of  the  laryngeal  muscles  and  the 
other  is  by  tensing  of  the  abdominal  muscles. 
The  latter  is  the  way  in  which  loudness  can 
be  obtained  without  straining  the  vocal 
cords.  The  air  is  pushed  up  faster  by 
pulling  in  the  stomach  and  acts  as  a bellows. 

Question  and 

John  F.  Daly,  M.D.:  Dr.  Arnold,  do 

vocal  nodules  occur  in  the  baritone  or  the 
bass  singer,  or  in  patients  with  a high-register 
voice? 

Dr.  Arnold:  Nodules  are  more  frequent 

in  high  voices  such  as  the  lyric  tenors  and 
sopranos.  Baritones  and  basses,  according 
to  numerous  statistics,  have  a definitely 
lower  incidence  of  vocal  cord  nodules. 
In  fact,  I do  not  remember  ever  having  seen 
one  in  a bass. 


This  is  done  first  without  voice  and  then 
with  voice.  Because  we  use  air  faster  in 
volume,  even  more  frequent  breaths  will 
have  to  be  taken.  The  natural  tendency 
of  the  voice  is  to  go  up  in  pitch  with  increased 
volume.  Public  speakers  with  laryngeal 
problems  often  have  voices  which  are 
pitched  too  low  in  conversational  speech  and 
too  high  in  platform  speaking.  This  is 
curbed  by  learning  to  control  the  pitch 
within  one’s  optimum  range  with  increase 
in  volume. 


Conclusion 

The  therapy  which  has  been  discussed 
is  beneficial,  with  adaptations  and  variations 
according  to  individuals,  in  those  laryngeal 
pathologic  conditions  in  which  vocal  misuse 
plays  an  etiologic  role:  namely,  vocal 

nodules,  polyps,  thickening  of  the  vocal 
cords,  polypoid  corditis,  contact  ulcer, 
dysphonia  plicae  ventricularis,  hyperemia, 
and  inflammation.  It  also  aids  such  condi- 
tions as  laryngofissure,  vocal  cord  paralysis, 
keratosis,  leukoplakia,  necrosis,  scar  tissue, 
and  mobilization  and  lateral  fixation  of  an 
arytenoid  cartilage.  The  part  on  optimum 
pitch  and  pitch  range  with  work  on  melody 
and  a resonant  quality  enables  those  with 
esophageal  voices  to  develop  more  pleasing 
tones. 
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Answer  Period 

Dr.  Daly:  Another  point  you  made, 

and  made  very  clearly,  was  that  vocal 
nodules  should  never  be  removed  in  children. 
One  question  comes  from  the  audience. 
Some  laryngologists  advocate  the  removal 
of  nodules  even  in  children  and  repeat  this 
as  often  as  they  recur.  Would  you  com- 
ment on  this? 

Dr.  Arnold:  In  my  opinion,  nodules 

should  not  be  removed  in  children  for  the 
following  reasons. 
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1.  There  is  a generally  accepted  tendency 
for  nodes  to  regress  at  puberty. 

2.  Nodules  in  children  are  due  solely 
to  vocal  abuse.  Children  do  not  smoke 
yet,  and  they  don’t  drink,  but  they  yell 
a great  deal. 

3.  Surgery  in  children  is  definitely  more 
difficult  than  in  adults  because  the  infantile 
larynx  is  much  smaller.  The  cords  are 
very  delicate  and  short,  and  the  technical 
difficulties  are  definitely  greater  than  in 
the  large  adult  larynx.  For  this  reason, 
the  danger  of  cutting  away  too  much  of  the 
cord  structure  is  even  greater  than  in 
adults,  and  if  such  repeated  operations 
are  done,  I simply  cannot  imagine  that  this 
would  be  done  without  any  permanent 
structural  damage  to  the  cords.  Moreover, 
as  I said  before,  nodes  will  recur  as  long  as 
the  screaming  habits  have  not  been  given  up. 
Consequently,  surgery  would  be  something 
like  removing  corns  from  the  toes  without 
paying  attention  to  better-fitting  shoes.  I 
think  we  should  have  in  mind  an  etiologically 
directed  therapy. 

Dr.  Daly:  Couldn’t  this  be  combined? 
In  other  words,  you  can  remove  the  corns 
from  the  foot  and  also  change  the  shoes. 
Could  you  do  the  same  thing  in  the  child 
with  the  vocal  nodule? 

Dr.  Arnold:  Maybe,  in  an  exceptional 

case,  if  the  nodules  are  very  large  and  the 
hoarseness  very  great,  one  could  do  it.  In 
general,  I feel  that  nodules  in  children  are 
soft  and  disappear  rather  promptly.  Every 
year  we  see  many  cases  of  children  who  come 
back  from  camp  with  such  nodes;  after  a 
couple  of  months  of  reasonable  voice  use  the 
nodes  are  gone,  and  the  voice  clears  up. 
Next  year,  when  the  children  come  back  from 
camp,  the  nodes  are  back  again,  and  they  dis- 
appear when  the  voice  is  used  more  normally. 

Dr.  Daly:  Dr.  Brewer,  could  you  give  us 
some  idea  of  the  length  of  time  required  to 
heal  a contact  ulcer  with  your  regimen.  All 
of  the  contact  ulcers,  you  say,  have  re- 
sponded to  therapy.  What  is  the  average 
length  of  time  that  they  are  under  treat- 
ment? 

Dr.  Brewer:  The  average  would  run  ap- 
proximately two  to  three  months  although 
sometimes  it  takes  much  less  and  sometimes 
considerably  longer. 

Dr.  Daly:  Have  you  had  any  recurrences 
in  this  group? 

Dr.  Brewer:  No. 


Dr.  Daly:  Dr.  Baker,  what  percentage  of  1 
bilateral  polypoid  cords  require  vocal  ther-  1 
apy  after  the  completion  of  surgery? 

Dr.  Baker:  If  both  cords  are  diffusely 
polypoid,  I would  say  that  100  per  cent  of  ' 
them  require  it.  There  is  no  question  in  my 
mind  that  this  is  due  to  misuse  and  abuse  of 
the  voice,  and  unless  vocal  therapy  is  given,  : 
the  patients  will  wind  up  with  a poor  voice 
even  though  the  polyps  are  gone. 

Dr.  Daly:  Dr.  Peacher,  what  are  your 
results  with  contact  ulcers?  What  percent- 
age are  cured,  how  many  have  recurred,  and 
what  is  the  length  of  time  that  you  keep 
them  under  therapy? 

Dr.  Peacher:  The  therapy  averages  one  S 
to  three  months  and  consists  of  between  five  \ 
and  ten  hours  of  treatment.  I feel  that  if  the  -5 
therapy  is  prolonged  and  if  the  ulcer  doesn’t  ) 
heal  within  about  three  months,  then  there 
are  probably  emotional  elements  playing  a / 
part,  and  psychiatric  treatment  is  indicated. 

Dr.  Daly:  In  the  group  that  you’ve  ij 

treated,  have  you  had  recurrences?  4 

Dr.  Peacher:  Yes.  Out  of  the  70  I was  ^ 
able  to  follow  up,  5 had  recurrences. 

Dr.  Daly:  Were  these  on  an  emotional  ^ 
basis? 

Dr.  Peacher:  I think  the  emotional  basis  ^ 
plays  a part,  but  misuse  of  the  voice  is  a ' 
factor  also.  I mean,  all  5 who  had  recur- 
rences said  they  had  slipped  back  into  their 
old  habits  of  straining,  and  that  they  simply 
started  their  exercises  again;  when  the 
pitch  was  right  again  and  easy  phonation  ob- 
tained, the  ulcer  disappeared. 

Dr.  Daly:  Dr.  Baker,  what  is  the  role  of 
thyroid  hypofunction  in  the  production  of 
polypoid  cords?  j 

Dr.  Baker:  In  my  experience,  the  pa-  I 
tients  who  develop  myxedema  do  develop 
slight  polypoid  thickening  of  the  cords,  and 
usually  this  will  clear  up  when  the  patient’s 
glandular  condition  is  brought  under  con- 
trol. The  etiologic  factors  are  entirely  dif- 
ferent. 

Dr.  Daly:  Dr.  Baker,  do  you  see  leuko- 
plakia and  polyposis  in  the  same  individual? 

Dr.  Baker:  As  a rule,  no.  One  does  see 
marked  whitish  deposits  in  one  or  the  other 
polypoid  vocal  cord  which  would  lead  one 
to  believe  that  perhaps  the  condition  was 
undergoing  malignant  change.  But  on  re- 
moval such  is  not  the  case.  One  does  see  a . 
whitish  thickening  which  approaches  a j 
leukoplakia  but  certainly  nothing  more.  ^ 
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Dr.  Daly:  Dr.  Peacher,  could  you  tell  us 
what  your  results  are  with  vocal  nodules  in 
children  and  what  your  therapy  is? 

Dr.  Peacher:  I haven’t  seen  a great 

number,  but  I’ve  tried  to  show  the  ones  I’ve 
I seen  how  to  shout  in  a proper  way.  First, 

I of  course,  they  are  told  to  eliminate  the 
shouting,  and  then  they  are  taught  to  shout 
more  easily,  which  is  possible. 

Dr.  Daly:  How  do  you  judge  good  re- 
sults as  far  as  vocal  therapy  is  concerned  in 
this  group  of  children? 

Dr.  Peacher:  I’m  trying  to  follow  up 
right  now  on  these  patients.  The  last  time 
I saw  them,  they  were  doing  quite  well,  and 
the  nodules  were  resolved.  But  I don’t  have 
complete  data  on  it  now. 

Dr.  Daly:  Dr.  Arnold,  would  you  discuss 
the  persistence  of  nasality  after  adenoid- 
ectomy? 

Dr.  Arnold:  This  may  have  various 

causes.  The  most  frequent  is  that  the 
adenoids  have  been  very  large,  obstructing 
the  nasopharynx,  so  that  the  palate  could 
not  function  normally  while  the  adenoids 
were  present.  Consequently,  such  a person 
or  child  did  not  need  to  elevate  the  palate 
strongly  to  close  it  so  that  the  voice  would 
not  be  nasal.  When  the  adenoids  are  taken 
out  and  the  space  suddenly  becomes  open, 
there  is  a need  for  moving  the  palate  vig- 
orously; it  may  take  some  time  until  the 
child  learns  that  the  palate  now  must  take 
over  the  function  of  what  previously  had 
been  accomplished  by  adenoid  obstruction. 

Then  there  is  the  possibility,  which  may 
have  been  overlooked  when  adenoidectomy 
was  advised,  that  the  palate  had  been 
paralyzed,  weakened,  shortened,  or  mal- 
formed. In  such  a case,  the  removal  of  pre- 
viously obstructing  adenoids  will  make  the 
paralysis  or  insufficiency  manifest;  it  is 
then  audible  that  there  is  a lesion  of  the 
palate  which  may  be  a cause  of  such  nasality 
following  adenoidectomy. 

Dr.  Daly:  Dr.  Baker,  in  the  6 cases  you 
mentioned  that  developed  granulomas  after 
stripping  of  the  cords,  how  long  did  you  wait 
before  interfering?  Are  these  known  to 
regress  spontaneously? 

Dr.  Baker:  In  one  instance,  a polyp  was 
removed  from  one  vocal  cord,  and  at  the  site 
of  removal  a granuloma  formed;  in  other 
instances,  in  addition  to  removal  of  the 
polyp,  the  free  edge  of  the  cord  was  stripped 
ilso  so  as  to  include  the  vocal  process  of  the 


arytenoid,  and  then  a granuloma  developed. 
In  the  case  of  the  granuloma  that  might  de- 
velop at  the  junction  of  the  anterior  middle 
third  of  the  cord  at  the  site  of  the  previous 
polyp,  I would  be  inclined  to  remove  that  one 
early  because  it  takes  part  in  the  vibration  of 
the  cord.  With  regard  to  the  one  that  occurs 
at  the  tip  of  the  vocal  process,  I would  leave 
this  one  alone  because  it  does  clear  up. 

Dr.  Daly:  You  stated  that  you  must  take 
your  patient  into  your  confidence  in  telling 
him  just  what  you  plan  to  do  in  polype  id 
vocal  cords,  such  as  the  last  case.  Can  you 
give  the  patient  an  idea  of  what  percentage 
of  cures  or  improvement  he  can  expect? 

Dr.  Baker:  Here  again  I make  very  good 
use  of  a vocal  therapist;  being  a surgeon,  1 
can  talk  about  the  surgical  aspects  of  this 
polyposis  of  the  cords,  but  I can’t  talk  about 
the  end  results  and  what  the  patients  might 
go  through.  Of  course,  1 see  them.  We  refer 
such  patients  to  a vocal  therapist  who  will 
make  a recording  of  the  voice  and  also  will 
undertake  to  demonstrate  to  patients  what 
has  happened  to  other  individuals  with  the 
same  disease.  Invariably  when  I see  the  pa- 
tient again  and  before  surgery,  he  has  a very 
clear  concept  of  what  I’m  trying  to  do  and 
what  voice  he  might  expect.  This  helps  im- 
measurably to  get  his  confidence. 

Dr.  Daly:  Is  there  any  medical  treat- 
ment for  polyposis  of  the  cords? 

Dr.  Baker:  For  the  polyposis  that  I have 
discussed  today,  the  answer  is  no.  One  fre- 
quently hears  mention  of  the  use  of  corticos- 
teroids for  polyposis  of  the  cords,  but,  in  my 
experience,  when  the  nodules  are  well 
formed,  they  have  to  be  removed.  Very 
often,  the  steroids  will  have  an  effect  post- 
operatively. 

Dr.  Daly:  Dr.  Brewer,  are  there  any 
simple  clinical  tests  for  hyperfunction  of  the 
lateral  cricoarytenoideus  muscle? 

Dr.  Brewer:  Very  briefly,  a simple  test 
consists  of  making  a clear  voice  breathy  and 
back  to  clear,  making  a breathy  voice  clear 
and  back  to  breathy  again,  at  various 
pitches  and  with  different  changes  in  volume. 
This  gives  a definite  indication  to  the  trained 
voice  diagnostician  as  to  the  function  of 
these  muscles.  He  then  estimates  on  a per- 
centage basis  how  far  off  this  is  from  what 
that  voice  would  be  expected  to  do. 

Dr.  Daly:  Could  you  demonstrate  this, 
by  the  way? 

Dr.  Brewer:  With  the  word  “no,”  or 


I 
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just  starting  with  an  “o”  vowel,  the  patient 
makes  it  breathy  first,  then  clearer,  then 
breathy  again,  and  then  reverse  order.  This 


Summary 


JOHN  F.  DALY,  M.D. 
New  York  City 


V OCAL  POLYPS  are  the  most  common  benign 
lesions  of  the  larynx.  They  may  be  single, 
multiple,  or  diffuse;  they  may  involve  one  or 
both  cords.  They  are  usually  caused  by 
vocal  abuse.  Smoking  and  alcohol  con- 
sumption are  important  aggravating  factors. 
Treatment  consists  of  surgical  removal  either 
directly  through  a laryngoscope  or  in- 
directly with  a laryngeal  mirror. 

Bilateral  polypoid  cords  require  a strip- 
ping of  the  redundant  mucosa  which  usually 
is  done  in  two  procedures  to  avoid  web 
formation  at  the  anterior  commissure. 
However,  the  combination,  as  one  procedure, 
of  stripping  the  worse  cord  and  removing 


is  done  at  different  pitches  up  and  down  the 
person’s  range  at  that  time  and  at  different 
intensities. 


the  redundant  tissue  in  the  posterior  half  of 
the  opposite  cord  gives  excellent  results  in  ' 
many  cases.  In  bilateral  polypoid  cords  the 
voice  therapist  plays  an  important  role  in  i 
counseling  the  patient  before  operation  and  1 
in  guiding  him  in  the  proper  use  of  his  voice  \ 
following  surgery.  ' 

Vocal  nodules  may  occur  in  any  age  group  I 
but  are  most  common  in  childhood.  They  ' 
occur  frequently  in  patients  with  high-  | 
pitched  voices  and  rarely  in  the  bass  voice. 
Vocal  nodules  in  children  should  be  treated  ! 
conservatively,  anticipating  a regression  of 
the  nodules  after  puberty.  If  the  nodules  ^ 
become  frankly  polypoid,  they  should  be  re-  | 
moved.  j 

Contact  ulcers  can  be  cured  permanently 
in  over  70  per  cent  of  the  cases  with  voice 
re-education.  Voice  therapy  usually  re- 
quires two  to  three  months.  A failure  to  re- 
spond after  three  months  of  therapy  fre- 
quently is  due  to  a persistent  psychogenic 
factor.  The  voice  therapist  plays  an  es-  i 
sential  role  in  the  diagnosis  and  management 
of  voice  problems,  supplementing  and  com- 
plementing the  laryngologist’s  efforts. 


AnnOUnC6m6nt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  is  now  available. 

The  12  articles  on  “Sinrvival  in  a Thermonuclear  War”  have  been  reprinted  i 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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CHLOROQUINE  PHOSPHATE,  250  mg.  fouT  times 
a day,  was  given  to  157  patients  being  treated 
for  diseases  of  the  skin.  Side-effects,  consist- 
ing of  blurring  of  vision,  gastrointestinal  upset, 
general  malaise,  dizziness,  diarrhea,  nausea, 
or  nervousness,  occurred  in  48  patients.  All 
reactions  subsided  after  cessation  of  the  medi- 
cation. Forty-two  of  the  patients  were  retested 
with  hydroxychloroquine  sulfate,  200  mg. 
five  times  a day;  the  only  side-effects  were 
general  malaise  in  2 patients,  gastrointestinal 
upset  in  1,  dizziness  in  1,  and  nervousness 
in  1. 


The  Side-Effects 
of  Chloroquine 
and  Hydroxychloroquine 

Results  of  a Comparative 
Study  in  Vivo 


EDWARD  H.  MANDEL,  M.D.,  F.A.C.P. 

New  York  City 

Associate  Clinical  Professor  of  Dermatology,  The  New 
York  Medical  College-Metropolitan  Medical  Center 


Although  a daily  dose  of  250  to  500 
mg.  of  chloroquine  is  usually  well  tolerated 
by  patients,  when  this  is  raised  to  1,000  mg. 
a day,  unpleasant  side-effects  occur  fre- 
quently, and  the  medication  must  be 
discontinued.  In  an  effort  to  avoid  these 
side-effects,  I substituted  1,000  mg.  of 
hydroxychloroquine  a day  in  patients  who 
had  experienced  imtoward  reactions  while 
taking  1,000  mg.  chloroquine  daily.  The 
preliminary  results  were  encouraging  enough 
to  justify  this  study  of  a larger  number  of 
patients. 

Materials  and  methods 

Patients  being  treated  for  diseases  of  the 
skin  were  placed  on  chloroquine  phosphate 
(Aralen)  250  mg.  four  times  a day,  for  one 
to  two  weeks.  If  signs  or  symptoms  of 
toxicity  appeared  within  this  time,  the  medi- 
cation was  withdrawn,  and  the  patient  was 
allowed  to  return  to  normal;  at  this  time, 
hydroxychloroquine  sulfate  (Plaquenil),  200 


mg.  five  times  a day,  was  started.  After 
this  medication  had  been  taken  for  one  to 
two  weeks,  the  reactions  of  the  patients 
were  evaluated. 

Results 

The  total  number  of  patients  studied  was 
157.  Of  these,  109  did  not  have  any  toxic 
reaction  following  the  oral  administration 
of  1,000  mg.  of  chloroquine  phosphate  given 
in  four  divided  doses  of  250  mg.  each  day. 
However,  the  other  48  patients  had  49 
side-effects  which  warranted  discontinua- 
tion of  the  medication.  The  most  frequent 
adverse  reaction  in  this  series  of  patients 
was  blurring  of  vision  (23  cases).  This  was 
followed  by  gastrointestinal  upset  (11  cases), 
general  malaise  (6  cases),  dizziness  (4  cases), 
diarrhea  (3  cases),  nausea  (1  case),  and 
nervousness  (1  case).  One  patient  com- 
plained of  blurring  of  vision  and  dizziness. 
When  the  chloroquine  was  stopped,  all  of 
the  reactions  disappeared  within  one  day, 
except  for  the  gastrointestinal  upsets;  these 
side-effects  persisted  for  two  to  three  days. 
Six  of  the  48  patients  were  not  retested  with 
hydroxychloroquine.  Of  the  42  patients 
retested  with  1,000  mg.  of  hydroxychloro- 
quine sulfate,  given  in  five  divided  doses 
of  200  mg.  each  a day,  only  2 patients  had 
general  malaise,  and  1 patient  remained 
nervous.  Blurring  of  vision,  which  had 
been  present  in  23  patients  while  receiving 
chloroquine,  did  not  recur  after  the  hydroxy- 
chloroquine had  been  taken.  Two  patients 
who  had  clouding  of  vision  and  blurring 
of  eyes  while  on  chloroquine  had  gastroin- 
testinal upsets  and  dizziness  respectively 
while  taking  hydroxychloroquine. 
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Comment 

Chloroquine  phosphate  is  capable  of 
causing  acute  (temporary)  and  chronic  (per- 
manent) changes  in  the  eyes.  The  acute 
symptoms  are  blurring  of  vision  and  halos 
around  lights;  they  are  attributed  to  corneal 
deposits  of  chloroquine.  On  cessation  of 
the  ingestion  of  chloroquine,  the  visual 
changes  and  the  corneal  deposits  disap- 
peared within  one  to  thirty  days.  ^ Scherbel, 
Schuchter,  and  Harrison^  reported  blurring 
of  vision  in  2 of  26  patients  on  doses  of  200 
to  600  mg.  of  hydroxychloroquine  a day. 
This  symptom  subsided  completely  when 
the  medication  was  withdrawn.  By  using 
hydroxychloroquine  instead  of  chloroquine, 
it  was  possible  in  this  study  to  give  1,000 
mg.  a day  of  this  medication  without 
sustaining  the  side-effects  of  bliu'ring  of 
vision  and  halos  about  lights. 

The  chloroquine-induced  chronic  changes 
of  the  eyes  consist  of:  retinal  arteriolar 

narrowing,  pigmentation  of  the  retina  and 
macula,  reduction  of  visual  acuity,  and 
restriction  of  visual  fields.  This  is  an 
insidious  process;  the  patient  does  not 
always  experience  blurring  of  vision  or 
halos  about  lights  prior  to  the  onset  of  the 
retinal  changes.  Moreover,  large  daily 
amounts  of  chloroquine  are  not  essential 
to  cause  these  changes,  for  as  little  as  250 
mg.  of  chloroquine  a day  for  one  year  can 
be  toxic.  Usually,  all  of  the  possible 
retinal  changes  do  not  occur  in  any  one 
patient;  in  fact,  visual  fields  and  visual 
acuity  may  be  affected  with  normal  fun- 
duscopic  findings.  If  the  retina  is  involved, 
it  is  permanently  damaged,  and  with- 
drawal of  the  medication  is  neither  followed 
by  reduction  of  the  pathologic  condition 
nor  by  improvement  in  function.  Even 
the  substitution  of  hydroxychloroquine  for 
chloroquine  at  this  time  is  not  beneficial; 
the  toxic  reactions  not  only  do  not  diminish 
but  also  continue  to  progress.* 

Diarrhea,  intestinal  cramping,  and  nausea 
were  reported  by  Lewis  and  Frumess'* 
in  15  of  22  patients  who  had  received  1,200 
to  1,600  mg.  of  hydroxychloroquine  sulfate 
daily  for  lupus  erythematosus.  These  re- 
actions disappeared  when  the  medication 
was  stopped  and  did  not  reappear  when  the 
hydroxychloroquine  was  restarted  at  800 
mg.  a day. 

Mullins,  Kirk,  and  Shapiro*  were  able  to 


continue  2 patients  on  600  to  1,200  mg.  of 
hydroxychloroquine  a day  without  side- 
effects  in  spite  of  nausea,  vomiting,  dizzi- 
ness, and  difficulty  in  vision  which  had  oc- 
curred previously  when  the  patients  had 
taken  chloroquine.  They  also  reported  a 
patient  who,  although  he  became  dizzy 
while  taking  hydroxychloroquine,  became 
asymptomatic  on  continuation  of  the  medi- 
cation. 

Mullins,  Watts,  and  Wilson®  were  able 
to  treat  patients  with  hydroxychloroquine 
who  had  been  intolerant  to  chloroquine. 
Scherbel,  Schuchter,  and  Harrison*  ob- 
served fewer  gastrointestinal  upsets  and 
better  tolerance  by  patients  receiving  high 
initial  doses  of  hydroxychloroquine  than 
with  chloroquine;  these  findings  are  cor- 
roborated in  this  investigation.  Further- 
more, the  incidence  of  gastrointestinal 
disturbances  was  reduced  when  shellac- 
coated  tablets  of  hydroxychloroquine  were 
used;  the  absorption  of  the  drug  was  not 
altered  by  this  coating.  Further  reduction 
of  side-effects  was  obtained  when  the 
hydroxychloroquine  was  taken  after  meals.* 
High  doses  of  hydroxychloroquine  (1,200 
to  1,600  mg.  a day)  are  not  essential  to 
provoke  untoward  reactions,  for  200  to 
400  mg.  of  hydroxychloroquine  a day  have 
caused  dizziness  and  gastrointestinal  upsets. 

Thus  far  in  the  literature  reviewed  no 
reports  have  been  seen  of  retinal  damage 
caused  by  hydroxychloroquine;  some  pos- 
sible explanations  for  this  apparent  lack 
of  toxicity  are  that  hydroxychloroquine  is 
nontoxic  or  that  enough  patients  on  long- 
term hydroxychloroquine  therapy  have  not 
had  retinal  studies  of  fimduscopy,  visual 
acuity,  and  visual  fields  to  detect  these 
changes. 

Summary  i 

One  hundred  and  fifty-seven  patients  | 
being  treated  for  diseases  of  the  skin  were  l 
given  250  mg.  of  chloroquine  phosphate 
four  times  a day  to  provoke  latent  side- 
effects  which  might  not  have  appeared  on 
daily  doses  of  250  to  500  mg.  of  chloroquine. 
Forty-eight  patients  experienced  49  side- 
effects.  These  consisted  of  blurring  of 
vision  in  23  cases,  gastrointestinal  upsets  ' 
in  11,  general  malaise  in  6,  dizziness  in  4, 
diarrhea  in  3,  nausea  in  1,  and  nervousness 
in  1.  One  patient  had  dizziness  and  blur- 
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ring  of  vision.  All  of  the  reactions  subsided 
completely  after  the  medication  had  been 
stopped. 

Forty-two  of  these  48  patients  who  had 
untoward  reactions  while  taking  chloro- 
quine  were  given  200  mg.  of  hydroxychloro- 
quine five  times  a day.  No  blurring  of 
vision  occurred,  and  only  a few  side-elFects 
appeared.  These  were  nervousness  in  1 
case,  gastrointestinal  upset  in  1,  general 
malaise  in  2,  and  dizziness  in  1.  Some  of 
the  literature  reviewed  was  discussed,  em- 
phasizing additional  methods  of  firrther 
reducing  the  minimal  side-effects  caused  by 
hydroxychloroquine. 

532  Park  Avenue,  New  York  21 
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Cassette  Holder 


ALAN  A.  KANE,  M.D.,  F.A.C.S., 
Brooklyn,  New  York 


From  the  Department  of  Surgery, 
Coney  Island  Hospital  Research  Institute,  Inc. 

In  our  continuous  search  for  safety  from 
x-ray  exposure  we  are  making  various 
devices  for  protection.  This  cassette  holder 
is  a simple  and  inexpensive  device  for  such 
a purpose. 

It  has  been  made  of  sheet  metal  in  the 
measurements  shown  in  Figure  1.  This 
size  is  made  for  holding  a 10-  by  12-inch 
cassette.  This  holder  is  suspended  from 
the  end  of  a Mayo  stand  (Fig.  2).  It  can 
be  rotated  into  any  position  by  rotating  the 
stand.  Sterility  is  easily  obtained  by  throw- 


FIGURE  2.  Mayo  stand  for  supporting  holder. 
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ing  a sterile  sheet  over  the  stand  and  holder. 
In  this  manner  the  apparatus  is  excluded 
from  the  sterile  field.  All  operating  room 
personnel  can  be  out  of  the  field  of  x-ray 
exposure. 


We  have  found  the  holder  most  suitable 
for  taking  lateral  views  in  the  operating 
room  for  the  demonstration  of  the  position 
of  pins  used  for  internal  fixation  for  fractures 
of  the  neck  of  the  femur. 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Knickerbocker  Hospital 
New  York  City 

April  24,  1963 

Conducted  by  MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D. 

Discussed  by  EDWARD  H.  REISNER,  Jr.,  M.D. 


Leukemia,  Azotemia, 
Remission,  and 
Sudden  Death 


Case  history 

Jerome  Kamlet,  M.D.:  A seventy-six- 

year-old  Negro  was  first  seen  in  the  emer- 
gency room  of  Knickerbocker  Hospital  on 
November  11,  1961,  because  of  severe  dysp- 
nea. Dyspnea  on  effort  had  been  present 
for  about  a year,  and  there  had  been  recent 
episodes  of  acute  respiratory  distress  with 
wheezing.  For  the  previous  month  he 
had  had  a cough  productive  of  whitish 
sputum  and  occasional  sensations  of  fever 
accompanied  by  weakness,  malaise,  and  pro- 
gressive dyspnea.  He  had  lost  about  20 
pounds  during  this  period.  There  was  no 
history  of  chest  pain  or  hemoptysis  and  no 
orthopnea.  Review  of  systems  revealed 
a two-year  history  of  dysuria,  hesitancy, 
and  occasional  urinary  incontinence. 

He  had  been  a heavy  drinker  until  one 
year  previously  when  he  reported  having 
lost  his  taste  for  alcohol.  In  1956  he  was 
treated  for  “stomach  trouble”  at  a municipal 
hospital,  and  in  1958  he  was  treated  at  a 
voluntary  hospital  for  “stomach  ulcers  and 
swollen  legs  due  to  alcoholism.” 

Examination  revealed  a weU-developed, 
poorly  nourished  elderly  Negro  in  moderate 
respiratory  distress,  wheezing  and  relying 
on  accessory  muscles  of  respiration.  The 
respiratory  rate  was  40.  The  temperature 
was  101  F.,  pulse  96,  and  blood  pressure 
118/70.  The  neck  veins  were  distended 
and  the  hepato jugular  reflux  was  positive. 
The  anteroposterior  diameter  of  the  chest 


was  increased,  and  wheezing  and  rhonchi 
were  heard  throughout  both  lung  fields. 
Crackling  rales  were  heard  in  the  midfield  of 
the  right  limg,  and  there  was  increased  dull- 
ness at  its  base.  The  heart  was  enlarged  to 
percussion,  but  no  murmurs  or  gallop  were 
heard.  The  liver  edge  was  felt  at  the  level 
of  the  pelvic  brim.  The  spleen  was  not 
palpable,  and  there  were  no  abdominal 
masses.  Rectal  examination  revealed  internal 
and  external  hemorrhoids  and  a slightly  en- 
larged, firm,  regular  prostate.  Two  soft 
tissue  masses,  described  as  lipomas,  were 
found  on  the  left  arm  and  right  shoulder. 
There  was  coarse  tremor  of  the  extremities. 
A trace  of  pretibial  edema  was  noted,  but 
there  was  no  clubbing,  cyanosis,  or  pe- 
ripheral lymphadenopathy. 

An  electrocardiogram  showed  atrial  fibril- 
lation with  a ventricular  rate  of  80  and  minor 
nonspecific  ST  and  T-wave  changes. 

The  urine  was  acid  with  a specific  gravity 
of  1.016,  a trace  of  albmnin,  1 to  3 white 
blood  cells,  white  blood  cell  clumps,  and 
some  hyaline  casts.  The  hemoglobin  was 
9.4  Gm.  per  100  ml.,  the  red  blood  ceU  count 
4.95  million,  the  hematocrit  32.  The  white 
blood  ceU  count  was  105,000,  and  the  dif- 
ferential smear  was  reported  as  showing 
25  metamyelocytes,  18  myelocytes,  10  stab 
forms,  46  segmented  polymorphonuclear 
leukocytes,  and  1 Ijrmphocyte.  The  red 
blood  cells  were  mostly  normochromic  with 
some  polychromatophUia  and  occasional 
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basophilic  stippling.  The  platelet  count 
was  198,000,  and  the  reticulocyte  count  was 
1.4  per  cent.  Direct  and  indirect  Coombs 
i tests  showed  negative  results.  A VDRL 
I test  and  a sickle  ceU  preparation  produced 
, negative  findings.  Bleeding  time,  clotting 
I time,  and  clot  retraction  were  normal.  The 
, prothrombin  time  was  24  seconds  with  a con- 
trol of  14  seconds;  this  could  not  be  cor- 
I rected  by  parenteral  administration  of  vita- 
! min  K.  The  sedimentation  rate  was  100 
j mm.  per  hour.  The  fasting  blood  sugar 

!was  78  mg.  per  100  ml.,  the  nonprotein  ni- 
I trogen  47.5  mg.,  uric  acid  10.1  mg.,  and 
. serum  bUirubin  1 mg.  Total  protein  was 
8.5  Gm.  with  4 Gm.  albumin  and  4.5  Gm. 

I globulin.  Cephalin  flocculation  was  3 plus, 
I'  alkaline  phosphatase  4.3  Bodansky  units, 
and  acid  phosphatase  3.6  King-Armstrong 
i units. 

* Aspiration  of  sternal  marrow  was  reported 
j as  showing  an  overwhelming  preponderance 
1 of  immature  granulopoietic  cells  with  a cor- 
responding decrease  in  erythroid  elements. 

Chest  x-ray  films  showed  prominent  pul- 
monary markings,  a partially  loculated 
right  pleural  effusion,  marked  generalized 
cardiac  enlargement,  and  a tortuous  calci- 
fied aorta.  A flat  x-ray  film  of  the  ab- 
( domen  was  unremarkable  except  for  several 
small  densities  adjacent  to  the  third  and 
fourth  lumbar  vertebrae  interpreted  as 
degenerative  calcifications.  A skeletal  sur- 
vey showed  only  degenerative  changes  in 
If  the  lumbar  and  dorsal  spine. 

' Thoracentesis  yielded  50  ml.  of  non- 
clotting, blood-tinged  fluid  which  con- 
! tained  2.3  Gm.  of  protein  per  100  ml.,  as 
i well  as  many  red  blood  cells  and  a propor- 
tionate number  of  white  blood  cells.  No 
atypical  cells  were  visualized  on  ceU  block. 

' Routine  cultures  and  acid-fast  studies  of 
the  sputum  and  pleural  fluid  produced  neg- 
I ative  results,  as  did  tuberculin  skin  tests. 

; Exfoliative  cytologic  study  of  the  sputum 
showed  no  tumor  ceUs. 

I Initial  therapy  included  bronchodUators, 

I intermittent  positive-pressure  breathing 
j with  aerosols,  broad-spectrum  antibiotics, 
f diuretics,  and  digitalization  along  with  a 
*1  supplemented  salt-restricted  diet.  On  this 
ijl  regimen  congestive  heart  failure  and  re- 
'j  spiratory  insufficiency  improved.  The  pa- 
I tient  became  afebrile,  and  his  general  con- 
> I dition  improved.  Hepatic  enlargement  de- 
' creased  to  about  5 cm.  below  the  right  costal 
I 


margin.  A diuresis  of  about  25  poimds  was 
obtained.  Evidence  of  pleural  effusion  per- 
sisted. 

During  the  second  week  of  hospitalization 
considerable  weakness,  lethargy,  and  anorexia 
appeared.  The  nonprotein  nitrogen  rose 
progressively  to  177  mg.  per  100  ml.  The 
uric  acid  was  5.2  mg.  per  100  ml.,  calcium 
7.8  mg.,  and  phosphorus  12.4  mg.  Senun 
electrolytes,  normal  on  admission,  were  now 
found  to  be:  sodium  115  mEq.  per  liter, 
potassium  4.9  mEq.,  chlorides  85  mEq., 
and  carbon  dioxide  20  mM.  per  liter.  Uri- 
nalyses revealed  no  significant  changes; 
residual  urine  volume  was  100  ml.  Elec- 
trocardiographic evidence  of  digitalis  tox- 
icity developed.  Rehydration,  followed  by 
supplementary  salt,  resulted  in  slow,  pro- 
gressive improvement  of  renal  function. 

On  November  14  the  hemoglobin  was  10 
Gm.  per  100  ml.  and  the  white  blood  ceU 
count  162,000.  The  differential  smear  was 
similar  to  that  seen  on  admission  with  about 
2 per  cent  additional  myeloblasts.  The 
platelet  count  remained  at  198,000.  Busul- 
fan  (Myleran)  4 mg.  daily  was  begxm,  and 
the  dose  was  decreased  to  2 mg.  daily  on 
December  6.  The  white  blood  ceU  count 
decreased  progressively  after  one  week. 
On  December  18  the  hemoglobin  was  8.2 
Gm.  per  100  ml.  and  the  white  blood  cell 
count  5,000  with  44  segmented  polymor- 
phonuclear leukocytes,  9 metamyelocytes 
and  myelocytes,  44  lymphocytes,  and  3 
monocytes.  The  platelets,  which  had  faUen 
previously  to  75,000,  were  now  210,000. 
Busulfan  was  discontinued.  MeanwhUe, 
subjective  and  objective  improvement  con- 
tinued. The  cardiac  and  respiratory  status 
was  stable  on  no  specific  therapy.  The 
nutritional  status  improved  considerably. 
On  January  5,  1962,  the  hemoglobin  was 
9.7  Gm.  per  100  ml.,  the  red  blood  cell 
count  3,650,000,  and  the  white  blood  cell 
count  3,500  with  22  polymorphonuclear 
leukocytes,  18  metamyeloc5rtes,  10  myelo- 
cytes, 47  lymphocytes,  2 eosinophUs,  and 
1 monocyte.  The  platelet  count  was 
118,000  and  reticulocytes  0.9  per  cent.  The 
nonprotein  nitrogen  was  35  mg.  per  100 
ml.,  uric  acid  3.4  mg.,  alkaline  phosphatase 
5 Bodansky  units,  serum  albumin  2.7 
Gm.  per  100  ml.,  and  serum  globulin  3.2 
Gm.  A bone  marrow  examination  at  this 
time  showed  little  change  compared  with 
the  pretreatment  aspiration.  He  was  dis- 
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charged  on  January  8,  1962,  on  the  fiftieth 
hospital  day. 

He  did  not  return  to  the  outpatient  de- 
partment and  remained  well  until  February, 
1963. 

On  February  6,  1963,  he  was  readmitted 
complaining  of  severe  pain  in  the  epigastrium 
and  left  upper  quadrant  of  the  abdomen  of 
two  days  duration.  The  pain  had  been 
sudden  in  onset,  had  become  progressively 
worse,  and  was  associated  with  absolute 
anorexia,  nausea,  and  vomiting.  On  the 
day  of  admission  he  had  two  dark,  liquid 
bowel  movements. 

He  appeared  in  great  distress  from  ab- 
dominal pain.  Respiration  was  rapid  and 
shallow.  The  blood  pressure  was  95/50, 
pulse  100,  respirations  48,  and  temperature 
100  F.  The  neck  veins  were  engorged. 
Moist  rales  were  heard  at  the  bases  of  both 
lungs.  There  was  dullness,  decreased  breath 
sounds,  and  diminished  expansion  of  the 
right  lower  portion  of  the  chest.  The  ab- 
domen was  maximally  tender  in  the  epigas- 
trium and  left  upper  quadrant  with  guard- 
ing, moderate  rigidity,  and  rebound  tender- 
ness. Bowel  sounds  were  rare,  and  moder- 
ate abdominal  distention  was  noted.  There 
was  no  peripheral  edema,  and  peripheral 
pulses  were  all  present.  A chest  x-ray  film 
showed  cardiac  enlargement,  prominent 
pulmonary  markings,  and  blunting  of  the 
right  costophrenic  angle.  No  free  air  or 
evidence  of  intestinal  obstruction  was  seen 
on  flat  and  upright  x-ray  films  of  the  ab- 
domen. 

The  hemoglobin  was  8 Gm.  per  100  ml., 
the  white  blood  cell  coimt  79,000  with  78 
per  cent  neutrophils  and  22  per  cent  lym- 
phocytes. 

An  emergency  laparotomy  was  performed. 
The  patient  received  1,000  ml.  of  whole 
blood.  Shortly  after  leaving  the  operating 
room  he  expired. 


Discussion 

Edward  H.  Reisner,  Jr.,  M.D.:*  When 
I received  the  protocol  of  this  case,  my  thir- 
teen-year-old  son  picked  it  up  and  asked 
me  what  it  was.  I told  him  it  was  a kind 
of  medical  “whodunit.”  After  a few  min- 
utes he  returned  it  to  me  with  the  comment, 

♦Assistant  Attending  Physician,  St.  Luke’s  Hospital; 
Consulting  Hematologist,  Knickerbocker  Hospital. 


“There’s  only  one  solution.  Dad.  Dr. 
Kamlet  did  it.” 

Tempting  as  it  may  be  to  make  the  resi- 
dent the  scapegoat.  I’m  reasonably  certain 
that  in  this  case,  at  least,  he  was  only  an 
innocent  bystander.  This  patient  was  prob- 
ably the  victim  of  age  and  a worn-out  car- 
diovasctilar  system  succumbing  to  the  im- 
pact of  a fatal  disease.  It  appears  quite 
probable  that  he  might  have  hastened  his 
own  demise  by  his  actions  before  and  after 
his  admission  to  the  hospital. 

Turning  to  the  protocol,  we  find  in  the  first 
paragraph  a not  unusual  description  of  a 
man  with  chronic  cardiopulmonary  disease, 
attacks  of  cardiac  asthma  increasing  in 
frequency  and  severity,  and  some  indication 
of  prostatism  for  the  last  two  years.  The 
past  history  indicates  a fondness  for  liquid 
refreshment  which  may  or  may  not  have 
contributed  to  dyspepsia  and  possible  stom- 
ach ulcers. 

On  admission  he  was  found  to  be  in  acute 
congestive  heart  failure  with  asthmatic 
breathing  in  his  emphysematous  chest  and 
signs  of  a right-sided  pleural  effusion. 
There  was  a remarkable  enlargement  of  the 
liver,  at  least  a substantial  part  of  which  was 
due  to  acute  congestion  as  evidenced  by  the 
positive  hepatojugular  reflux  on  admission 
and  the  subsequent  decrease  in  size  of  the 
liver  when  cardiac  function  was  recompen- 
sated. The  spleen  was  not  palpated  on  this 
examination,  nor  is  it  described  as  ever 
having  been  felt  throughout  the  subsequent 
course  of  his  illness.  The  prostatic  en- 
largement suggested  by  the  history  was  con- 
firmed by  the  rectal  examination. 

The  electrocardiogram  showed  atrial  fibril- 
lation and  minor  myocardial  changes.  The 
urine  contained  some  clumps  of  pus  cells 
and  a trace  of  albumin  and  hyaline  casts, 
findings  not  surprising  in  a chronic  obstruc- 
tive uropathy  of  mild  degree  complicated 
by  congestive  heart  failure. 

The  hemoglobin  is  reduced  in  proportion 
to  the  red  count  and  agrees  with  the  hemato- 
crit. This  implies  a low  color  index,  a type 
of  anemia  which,  when  associated  with  a 
low  reticulocyte  count,  is  indicative  of  iron 
deficiency.  It  is  difficult  to  reconcile  these 
values  with  the  description  of  the  cells  as 
being  mostly  normochromic.  From  my 
own  examination  of  the  smear  I feel  that  this  I 
description  is  correct,  so  the  red  blood  count 
must  be  erroneously  high.  The  anemia  of 
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FIGURE  1.  (A)  Peripheral  blood  film  showing  two  cells  with  immature  infolded  nuclei  and  a suggestion  of 
pseudopodia.  (B)  Peripheral  blood  film  showing  a similar  cell  with  a prominent  nucleolus  and  a finely 
granulated  cytoplasm. 


azotemia  or  of  marrow  replacement,  as  in 
leukemia,  is  a normochromic  one,  so  this 
point  may  be  of  some  relevance  in  our  study 
of  this  patient.  Unfortunately,  we  have 
only  one  coimt  in  the  record,  although  pre- 
sumably others  were  done. 

The  first  indication  that  something  out 
of  the  ordinary  is  going  on  in  this  patient 
is  afforded  by  the  elevated  white  blood  cell 
count.  Counts  of  this  magnitude  are  sel- 
dom encountered  in  any  condition  other  than 
leukemia.  Leukemoid  reactions  only  rarely 
exceed  100,000  cells.  Patients  with  poly- 
cythemia vera  and  myelofibrosis  may  have 
coimts  this  high,  but  in  my  opinion,  these 
two  conditions  are  only  different  phases  of 
the  leukemic  state.  The  presence  of  my- 
elocytes and  metamyelocytes  in  the  differen- 
tial count  and  the  normal  platelet  count 
indicate  the  leukemia  is  of  the  chronic  my- 
elocytic variety.  This  is  also  borne  out 
by  the  description  of  the  marrow  aspirate. 

Dr.  Ober  was  kind  enough  to  give  me  some 
smears  of  the  blood  and  bone  marrow  of  this 
patient  to  examine  before  the  conference. 
Having  done  so,  I feel  that  this  is  not  quite 
so  typical  a case  of  chronic  myelocytic 
leukemia  as  appears  from  the  protocol. 
Most  of  the  myelocytes  are  large  cells  that 
look  like  monocytes  with  irregularly  shaped, 
frequently  infolded  nuclei  (Fig.  lA).  The 
nuclear  chromatin  is  lacy  and  threadlike, 
like  a loose  baU  of  yarn.  Many  of  the  nu- 
clei contain  one  or  more  nucleoli  (Fig.  IB). 
The  cytoplasmic  outline  is  often  irregular 
with  some  pseudopodia  (Fig.  lA).  The 


FIGURE  2.  Bone  marrow  smear  showing  pre- 
dominance of  myeloblasts  with  monocytoid  forms. 


granules  are  fine  and  acidophilic,  and  a few 
of  the  cells  contain  Auer  bodies^ — small, 
acidophilic  rod-shaped  structures.  The  pre- 
dominant cell  in  the  marrow  is  of  a similar 
type  although  there  are  other  myelocytes 
present  with  a more  typical  appearance 
(Fig.  2).  • 
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The  significance  of  these  findings  is  that 
this  is  a type  of  leukemia  called  monocytoid- 
myeloblastic,  first  described  by  Naegeli 
many  years  ago,  who  distinguished  it  from 
the  true  monocytic  leukemia  described  by 
Schilling.  This  type  of  leukemia  has  been 
recognized  with  greater  frequency  in  recent 
years,  particularly  in  the  older-age  group  of 
patients.  It  is  usually  acute,  but  occasion- 
ally, as  in  this  case,  it  may  run  a more  be- 
nign or  subacute  course.  Auer  bodies  are 
inclusions,  the  function  of  which  is  im- 
known.  Most  hematologists  feel  that  they 
are  peculiar  to  myeloblasts  and  use  their 
presence  to  help  to  classify  some  undiffer- 
entiated acute  leukemias.  However,  there 
are  notable  exceptions  to  this  rule.  They 
do  seem  to  be  more  often  associated  with 
acute  leukemias  than  with  chronic  ones. 

In  this  patient  the  absence  of  spleno- 
megaly in  the  face  of  the  blood  findings  came 
as  a surprise.  While  a few  cases  of  chronic 
myelogenous  leukemia  without  splenomeg- 
aly have  been  reported,  this  is  quite  rare. 
However,  in  the  monocytoid-myeloblastic 
form  of  the  disease  the  enlargement  of  the 
spleen  never  approaches  the  proportions  of 
the  classical  chronic  myelocytic  variety, 
and  in  the  early  stages  the  spleen  may  not 
be  sufficiently  enlarged  to  be  palpated, 
although  it  is  usually  heavier  than  normal 
at  postmortem  examination. 

Finding  this  type  of  leukemia  in  this  pa- 
tient would  make  me  feel  that  the  prognosis 
should  be  guarded,  and  the  possibility  of  the 
development  of  a more  acute  phase  with 
thrombocytopenia  and  hemorrhagic  mani- 
festations in  the  near  future  should  be  an- 
ticipated. 

The  next  significant  laboratory  finding 
is  a prothrombin  time  of  24  seconds  which 
failed  to  respond  to  parenteral  administra- 
tion of  vitamin  K.  This  indicates  that  the 
liver  parenchyma  was  too  damaged  to 
synthesize  prothrombin.  There  is  some 
hyperglobulinemia  and  a 3 plus  cephalin 
flocculation  as  other  evidence  of  hepatocellu- 
lar derangement.  Despite  the  past  history 
of  alcohol  ingestion  I am  inclined  to  ascribe 
most  of  these  abnormalities  of  liver  func- 
tion to  passive  congestion  of  the  Hver; 
the  rapid  decrease  in  the  size  of  the  organ 
in  the  next  few  days  and  the  normal  serum 
bilirubin  and  alkaline  phosphatase  levels 
do  not  suggest  a cirrhotic  process.  The 
residual  hepatomegaly  after  cardiac  com- 


pensation was  established  may  be  due  to 
leukemic  infiltrations. 

The  elevated  sedimentation  rate  is  prob- 
ably the  result  of  a combination  of  several 
factors  including  infection,  anemia,  hyper- 
globulinemia, and,  of  course,  leukemia. 
There  is  a moderate  elevation  of  the  non- 
protein nitrogen  compatible  with  passive 
congestion  of  the  kidneys.  This  may  be 
indicative  of  more  permanent  renal  impair- 
ment from  the  obstructive  uropathy  in- 
dicated in  the  history,  from  leukemic  infiltra- 
tions in  the  kidney,  or  from  lower  nephron 
obstruction  by  uric  acid  crystals.  These 
latter  conditions  are  not  unlikely  in  this 
kind  of  patient  with  a uric  acid  level  of  10.1. 
The  uric  acid  level  is  proportional  to  the 
rate  of  nucleoprotein  catabohsm  resulting 
from  the  demise  of  the  leukemic  cells. 

Unfortunately,  the  x-ray  films  of  the  first 
admission  are  not  available  for  our  direct 
inspection.  As  reported,  the  chest  film  is 
compatible  with  the  clinical  impression  of 
cardiac  failure  with  a pleural  effusion  on  the 
right.  This  was  aspirated,  and  the  fluid 
appeared  to  have  the  characteristics  of  a 
transudate.  It  would  seem  to  present  no 
further  problem  so  far  as  this  case  presenta- 
tion is  concerned.  Following  diuresis  it 
apparently  decreased  in  amount  but  did 
not  disappear  entirely.  In  the  abdominal 
film  some  degenerative  calcifications  are 
described  adjacent  to  the  third  and  fourth 
lumbar  vertebrae.  These  are  hard  to  dis- 
cuss without  the  films;  in  the  flat  film  taken 
at  the  time  of  his  second  admission  there  are 
a few  calcifications  in  the  general  region  of 
the  left  kidney,  and  they  probably  represent 
some  intra-abdominal  or  retroperitoneal 
vascular  calcification.  They  are  probably 
what  are  referred  to  in  this  paragraph  of  our 
protocol. 

The  patient  responded  to  a cardiotonic 
regimen  and  became  recompensated  and 
afebrile.  On  the  fourth  day  of  hospitaliza- 
tion antileukemic  therapy  with  busulfan 
was  begun.  This  drug  is  an  oral  alkylating 
agent  with  a radiomimetic  effect  on  dividing 
cells  which  results  in  their  destruction.  It 
is  the  drug  of  choice  in  the  chemotherapy  of 
chronic  myelocytic  leukemia.  While  I do 
not  think  it  is  superior  to  splenic  irradiation 
in  the  treatment  of  this  disease,  no  one  could 
quarrel  with  this  choice  of  therapy  for  this 
patient.  In  this  country  most  hematolo- 
gists would  probably  use  a somewhat  higher 


3120  New  York  State  Journal  of  Medicine  / November  1,  1963 


) initial  dose  than  was  used  here,  but  the  dose 
of  4 mg.  daily  is  the  one  recommended  by 
! Hayhoe,*  and  in  view  of  the  high  uric  acid 
' level  and  renal  and  cardiac  status  of  this 
patient,  it  was  weU  considered. 

During  the  second  week  the  patient  de- 
veloped symptoms  of  acute  renal  insuffi- 
ciency. The  protocol  does  not  say  that  he 
became  oliguric,  but  he  probably  did. 
i What  happened  here  I can  only  conjecture, 
but  the  time  interval  in  relation  to  the  an- 
tileukemic therapy  implies  that  he  suffered 
j from  a common  comphcation  of  that  ther- 
' apy:  lower  nephron  obstruction  by  uric 

acid  precipitation.  I imagine  that  during 
the  first  week  of  treatment  with  busulfan 
there  was  a sharp  rise  in  sermn  uric  acid 
i levels  which  precipitated  in  the  kidneys. 
He  was  probably  on  a restricted  sodium  in- 
take, and  fixed  base  was  consumed  to  neu- 
tralize uric  acid,  resulting  in  hyponatremia. 
By  the  time  uric  acid  was  next  determined 
the  initial  wave  of  nuclear  destruction  had 
‘ passed,  and  the  levels  had  fallen  to  normal. 
Rehydration  and  good  luck  contrived  to 
reopen  the  tubules,  ami.  he  recovered.  I 
' say  good  luck  advisedly,  because  this  com- 
plication of  leukemic  therapy  can  result  in 
irreversible  renal  failure.  It  can  happen 
with  any  type  of  alkylating  agent,  with  ure- 
than,  and  in  lymphatic  leukemias  being 
treated  with  corticosteroids,  and  even  in 
patients  with  leukemia  who  have  received 
no  treatment  at  all.  The  precautionary 
measures  to  take  to  prevent  it  are  alkaliniza- 
tion  of  the  urine,  high  fluid  intake,  and 
I avoidance  of  excessively  vigorous  antileuke- 
' mic  therapy  at  the  onset  of  treatment. 

Following  this  episode  the  white  blood 
I coimt  feU  to  normal  levels,  and  on  December 
18  the  drug  was  discontinued.  Here,  again, 
there  might  be  some  difference  of  opinion 
I on  the  best  course  to  foUow.  The  patient 
I had  been  imder  treatment  for  only  a month, 
there  was  no  platelet  depression,  and  there 
were  still  a few  myelocytes  present  in  the 
peripheral  blood  indicating  that  the  leukemic 
process  was  still  present  in  the  marrow, 
j At  this  point  many  hematologists  would 
I have  continued  to  treat  the  patient  with  a 
^1  small  maintenance  dose  of  busulfan  of  1 to 
2 mg.  daily.  However,  this  patient  had 
I no  more  chemotherapy  after  December 

♦Hayhoe,  F.  G.  J.:  Leukemia.  Research  and  Clinical 

Practice,  Boston,  Little,  Brown  & Co.,  1960,  chap.  13,  p. 
252. 
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18.  On  January  5,  although  the  white  blood 
count  was  now  only  3,500  cells,  there  was  a 
definite  increase  in  the  proportion  of  young 
forms,  and  the  bone  marrow  still  appeared 
leukemic.  At  this  point  some  physicians 
might  have  reinstituted  a small  maintenance 
dose  of  busulfan.  He  was  discharged  with- 
out it  and  apparently  did  not  return  for 
follow-up  care  in  the  clinic. 

Now  we  come  to  the  challenging  part  of 
our  problem,  the  terminal  episode.  He 
was  admitted  for  the  second  time  with  an 
acute  abdominal  attack,  which  had  com- 
menced with  epigastric  and  left  upper 
quadrant  abdominal  pain  of  sudden  onset  two 
days  previously.  He  had  nausea,  vomiting, 
and,  on  the  day  of  admission,  two  dark  liq- 
uid bowel  movements.  On  admission  he 
was  once  more  in  acute  congestive  heart 
failure  with  low  blood  pressiure.  There 
were  signs  of  peritoneal  irritation,  partic- 
ularly in  the  left  upper  quadrant,  with 
associated  paralytic  ileus.  The  leukemic 
process  had  again  relapsed,  but  the  white 
count  was  not  so  high  as  on  the  first  ad- 
mission, and  the  differential  as  reported  does 
not  suggest  that  there  had  been  an  acute 
transformation  of  the  leukemia. 

The  x-ray  films  available  at  this  time 
show  several  features  that  may  help  our 
thinking.  In  the  chest  there  is  a large  heart 
with  a right-sided  pleural  effusion  and  signs 
of  pulmonary  congestion  slightly  more 
marked  on  the  left  side.  This  may  be  due 
to  decreased  excursion  of  the  left  side  of 
the  diaphragm.  An  interesting  point  is 
that  the  ring  of  calcification  outlining  the 
aortic  knob  is  well  inside  the  border  of  the 
aortic  shadow.  This  may  mean  that  he 
had  an  aneurysm.  It  would  be  nice  to 
know  if  this  had  been  present  on  the  first 
admission,  since  if  it  had  not,  this  finding 
would  point  to  a ruptured  or  dissecting  an- 
eurysm as  a possible  cause  of  the  final  acute 
episode. 

The  flat  film  of  the  abdomen  (Fig.  3) 
shows  a huge  liver  which  has  displaced  the 
stomach  and  the  transverse  colon.  The 
colonic  gas  shadow  is  peculiar  in  that  it 
appears  to  stop  at  the  splenic  flexinre.  This 
is  a pattern  seen  in  cases  of  thrombosis  of 
the  superior  mesenteric  artery.  The  splenic 
shadow  is  seen  and  appears  only  slightly 
enlarged,  in  keeping  with  the  earUer  clinical 
observations.  In  the  region  of  the  left 
kidney  we  can  see  the  calcific  densities  pre- 
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FIGURE  3.  X-ray  film  of  abdomen  showing  an 
enlarged  liver  which  pushes  the  transverse  colon 
downward.  Gas  in  the  colon  stops  short  at  the 
splenic  flexure. 


viously  alluded  to.  They  appear  somewhat 
linear  and  are  probably  vascular  in  nature. 
Perhaps  the  most  important  thing  about 
these  abdominal  films  is  the  over-all  hazi- 
ness and  failure  to  visualize  any  psoas  mus- 
cle shadows.  This  means  that  the  abdo- 
men probably  contains  fluid;  either  as- 
citic fluid  or  blood  could  cause  such  a pic- 
ture. 

We  read  that  an  exploratory  operation  was 
performed,  and  the  patient  received  two  units 
of  blood  but  died  shortly  thereafter. 

Now  what  was  the  nature  of  this  acute 
abdominal  catastrophe?  Was  it  related  to 
the  leukemia?  In  patients  with  chronic 
myelocytic  leukemia  splenic  infarction  with 
associated  perisplenitis  is  a common  cause 
of  pain  of  acute  onset  in  the  left  upper 
quadrant  of  the  abdomen.  However,  these 
patients  almost  invariably  have  splenomeg- 
aly which  is  conspicuously  lacking  in  this 
patient.  While  I cannot  exclude  splenic 
infarction,  I do  not  consider  it  the  most 
likely  cause  of  this  patient’s  trouble. 

He  had  some  loose  dark  stools,  presumably 
bloody.  With  an  old  history  of  peptic  dis- 


ease a perforated  ulcer  comes  to  mind,  per- 
haps an  ulcer  perforating  through  to  the 
adjacent  colon.  Again,  I don’t  think  this 
is  the  answer.  The  absence  of  air  imder 
the  diaphragm  doesn’t  rule  this  diagnosis 
out,  but  it  doesn’t  seem  to  fit  the  whole 
picture. 

A dissecting  aneurysm  involving  the  ab- 
dominal aorta  with  resulting  massive  in- 
testinal infarction  could  cause  this  picture, 
but  the  duration  of  symptoms  for  two  days 
is  a little  long  for  a catastrophe  of  these 
dimensions. 

Thrombosis  of  the  superior  mesenteric 
artery  seems  to  me  the  best  explanation  for 
the  terminal  event.  The  calcifications  seen 
to  the  left  of  the  spine  imply  a considerable 
degree  of  arteriosclerosis.  The  man  had 
chronic  fibrillation.  A small  embolus,  leu- 
kemic infiltrations,  or  just  plain  atheromatosis 
might  have  occluded  the  vessel  with  resulting 
hemorrhagic  infarction,  bleeding  into  the 
bowel  and  mesentery,  circulatory  collapse, 
and  myocardial  failure.  Both  the  leuke- 
mic process  and  the  hypoprothrombinemia 
might  have  aggravated  the  hemorrhagic 
effects  of  such  an  episode,  so  that  at  opera- 
tion he  might  have  been  found  to  have  much 
blood  in  the  peritoneal  cavity. 

Perry  Berg,  M.D.:  Would  you  com- 
ment on  the  relatively  long  interval  between 
this  patient’s  discharge  with  partial  remis- 
sion and  the  terminal  episode?  As  far  as 
we  are  able  to  ascertain,  he  did  not  go  to 
any  other  hospital  during  this  period,  nor 
did  he  consult  any  physician  privately. 
Dr.  Kamlet  spent  a great  deal  of  time  con- 
tacting local  physicians  and  hospitals  but 
was  unable  to  find  any  record  of  the  pa- 
tient’s having  been  treated  by  anyone  dur- 
ing this  interval.  The  patient’s  friends  con- 
firmed this,  but  of  course  they  may  not  have 
been  fully  aware  of  what  was  going  on. 

Dr.  Reisner;  That  point  escaped  me. 
If  I had  noticed  the  interval  of  thirteen 
months  of  apparent  good  health,  at  least 
subjectively,  from  January,  1962,  until 
February,  1963,  I would  have  thought  it 
was  a misprint.  A subjective  remission  of 
over  one  year  is  very  uncommon  in  this 
sort  of  leukemia. 

Benjamin  E.  Krentz,  M.D.;  Acute 
hemorrhagic  pancreatitis  might  be  included 
in  the  differential  diagnosis  of  the  terminal 
episode. 

Dr.  Reisner:  Yes,  there  is  some  recent 
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FIGURE  4.  (A)  Bone  marrow  smear  showing  myeloblastic  cells  clustered  around  a very  primitive  cell  sug- 
gesting origin  from  this  cell.  (B)  Bone  marrow  aspirate  sectioned  after  formalin  fixation  showing  pre- 
dominance of  immature  cells,  many  with  nucleoli. 


evidence  that  some  cases  of  acute  pan- 
creatitis represent  a vascular  disease.  How- 
ever, there  is  not  enough  positive  evidence 
for  me  to  make  the  diagnosis  affirmatively. 

Clinical  diagnoses 

1.  Chronic  myelocytic  leukemia 

2.  Perforated  peptic  ulcer 

Dr.  Reisner’s  diagnoses 

1.  Massive  intestinal  infarction  due  to 
mesenteric  thrombosis 

2.  Arteriosclerotic  heart  disease  with  acute 
congestive  heart  failure,  pulmonary  edema, 
right  pleural  effusion,  and  acute  and  chronic 
passive  congestion  of  viscera 

3.  Arteriosclerotic  aneurysm,  aorta 

4.  Subacute  myelocytic  leukemia,  mono- 
cytoid  (Naegeli)  type,  with  leukemic  infiltra- 
tion of  liver,  spleen,  and  kidneys 

5.  Uric  acid  infarction  of  kidneys 

6.  Benign  prostatic  hypertrophy 

Pathologic  report 

William  B.  Ober,  M.D.:  The  hema- 
tologists have  the  hest  part  of  this  sort  of 


FIGURE  5.  Biopsy  of  stomach  showing  adeno- 
carcinoma infiltrated  with  leukemic  cells  and 
mature  polymorphonuclear  leukocytes. 

conference;  neunely,  a chance  to  examine  the 
peripheral  blood  and  bone  marrow  smears. 
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FIGURE  6.  Bone  marrow  at  autopsy  showing 
hypercellularity  and  replacement  by  leukemic  cells. 


FIGURE  7.  Cerebral  blood  vessel  choked  with 
leukemic  cells. 


No  pathologist  should  begrudge  them  this 
material,  for  optimal  imderstanding  of  hema- 
tologic problems  is  secured  by  having  one 
foot  at  the  bedside  and  one  foot  in  the  lab- 
oratory. I concur  with  Dr.  Reisner’s  diag- 
nosis of  a myeloblastic-monocytoid  type  of 
leukemia  of  the  Naegeli  type  that  pursued  a 
subacute  course.  The  fact  that  he  had  re- 
mission of  symptoms  for  over  a year  despite 
lack  of  specific  therapy  or  medical  surveil- 
lance should  remind  us  to  temper  our  en- 
thusiasm for  the  results  of  chemotherapy. 
Nature  sometimes  achieves  the  same  result 
without  our  help. 

I have  one  additional  observation  to  make 
on  the  bone  marrow  preparations.  Oc- 
casionally one  would  encounter  a cluster  of 
cells  in  which  myeloblastic-monocytoid  cells 
were  arranged  around  a central  primitive 
ceU  almost  suggesting  their  origin  from  it 
(Fig.  4A).  This  may  be  an  artifact  of 
preparation,  but  it  was  very  striking.  Wealso 
prepared  sections  stained  with  routine  hema- 
toxylin and  eosin  from  fragments  of  the  bone 
marrow  clot  (Fig.  4B).  Such  preparations 
were  clearly  readable  as  leukemic  marrow, 
but  one  would  hesitate  to  classify  the  ceU 
type  of  leukemia  on  such  material. 


The  terminal  event  was  an  acute,  diffuse, 
fibrinopurulent  peritonitis  secondary  to  per- 
foration of  a gastric  lesion  on  the  anterior 
wall  near  the  lesser  curvature.  Biopsy 
was  taken  at  laparotomy  and  disclosed  a 
penetrating  adenocarcinoma  of  the  stomach 
(Fig.  5).  The  gastric  cancer  was  small. 
Extensive  infiltration  of  the  stomach  wall 
by  both  leukemic  cells  and  adult  polymor- 
phonuclear leukocytes  was  seen.  One  can 
speculate  whether  or  not  the  imderlying 
leukemic  state  reduced  the  patient’s  re- 
sistance to  the  invasive  properties  of  the 
carcinoma.  It  is  also  of  interest  that  de- 
spite the  extensive  replacement  of  bone 
marrow  he  was  still  able  to  mobilize  a large 
number  of  adult  polymorphonuclear  leuko- 
cytes, as  the  exudate  on  peritoneal  stufaces 
was  of  the  conventional  type. 

The  remainder  of  the  postmortem  ob- 
servations were  not  unexpected.  The  bone 
marrow  was  hyperceUular  and  extensively 
replaced  by  leukemic  cells  (Fig.  6).  Small 
blood  vessels  in  many  parenchymatous  or- 
gans, such  as  the  heart,  brain  (Fig.  7), 
kidneys,  adrenals,  and  thyroid  were  dis- 
tended by  leukemic  cells.  The  liver  weighed 
2,200  Gm.,  was  pale,  and  showed  many  small 
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FIGURE  8.  (A)  Retroperitoneal  fat  infiltrated  by  leukemic  cells  with  formation  of  a “micro-abscess.”  (B) 
Detail  showing  that  the  “micro-abscess”  is  composed  of  leukemic  cells  without  stroma. 


; 

I 
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FIGURE  9.  (A)  Glomerulus  showing  a delicate  synechia  between  visceral  and  parietal  layers  of  Bowman’s 
capsule.  (B)  Glomerulus  showing  two  synechias,  swelling  of  epithelium,  and  hypercellularity.  (C)  Glo- 
merulus (PAS  stain)  showing  normal  basement  membrane,  swelling  of  parietal  layer  of  Bowman's  cap- 
sule, leukemic  cells,  and  mature  neutrophils  in  the  capillary  loops. 


fi  _ 

fj  foci  of  leukemic  infiltration  scattered  at 
random.  The  spleen  was  almost  normal  in 
'i  size,  weighing  230  Gm.;  the  red  pulp  was 
obhterated,  and  the  organ  was  choked  with 
i leukemic  cells.  Only  an  occasional  enlarged 
lymph  node  was  found.  Most  lymph  nodes 
had  a fairly  recognizable  follicular  archi- 


tecture. However,  atypical  cells  were  iden- 
tified readily  in  the  sinusoids  and  perifollic- 
ular areas.  There  was  extensive  infiltra- 
tion of  retroperitoneal  soft  tissue,  even  to 
the  extent  of  forming  “micro-abscesses.” 
At  low  power  (Fig.  8A)  one  might  get  the 
impression  that  these  were  accumulations 
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of  neutrophils;  higher  magnification  (Fig. 
8B)  showed  that  these  lakes  of  cells  without 
stroma  were  leukemic  cells  resembling  those 
seen  in  sections  of  marrow. 

The  heart  weighed  400  Gm.  There  was 
extensive  arteriosclerosis  of  the  aorta,  which 
was  tortuous  but  did  not  contain  a true 
aneurysm.  The  lungs  showed  severe  em- 
physema and  fibrosis  in  the  upper  lobes. 
One  interesting  but  apparently  minor  lesion 
was  seen  in  the  kidneys.  Many  of  the  glo- 
meruli showed  delicate  synechias  between 
the  parietal  and  visceral  layers  of  Bow- 
man’s capsule  (Fig.  9A  and  B).  Such 
glomeruli  also  appeared  hyperceUular,  and 
the  epithelial  cells  appeared  swollen.  There 
was  no  visible  change  in  the  basement  mem- 
brane (Fig.  9C),  but  the  capillary  loops  con- 
tained both  mature  neutrophils  and  circulat- 
ing leukemic  cells.  While  I cannot  ex- 
plain this  lesion,  I have  seen  it  in  association 
with  a variety  of  hematologic  disorders.  I 


don’t  think  I can  relate  it  to  the  hyperuri- 
cemia. During  the  year  that  passed  be- 
tween the  onset  of  illness  and  death,  there 
was  sufficient  time  for  urates  to  dissolve; 
at  any  rate  I saw  no  evidence  of  uric  acid 
infarcts. 


Anatomic  diagnoses 

1.  Adenocarcinoma,  stomach,  perforated, 
with  diffuse  peritonitis 

2.  Subacute  myeloblastic-monocytoid  leu- 
kemia, Naegeli  type,  with  leukemic  infil- 
tration of  bone  marrow,  liver,  spleen,  lymph 
nodes,  kidneys,  heart,  brain,  adrenals,  thy- 
roid, pleura,  and  retroperitoneal  soft  tissue 

3.  Cardiac  hypertrophy 

4.  Aortic  and  generalized  arteriosclerosis 

5.  Glomerular  reaction,  hypercellularity, 
and  synechias 

6.  Benign  prostatic  hypertrophy 


\ 
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Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  Janu2U'y  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York  17,  New  York,  at  one  dollar  each. 

The  84-page  pamphlet  includes  £ill  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held' 
March  3,  1962,  in  New  York  City. 
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Tropical  Medicine  for 
Temperate  Climates 

KEVIN  M.  CAHILL,  M.D.,  D.T.M.&H.,  Editor 


The  Human  Trypanosomatidae 

Part  I 

KEVIN  M.  CAHILL,  M.D.,  D.T.M.&H. 

New  York  City* 


T ENS  OF  THOUSANDS  of  arable  African  acres 
lie  fallow  today  because  of  the  presence  of 
trypanosomes.  In  tropical  areas  where 
malnutrition  causes  so  much  infant  mor- 
tality and  adult  morbidity,  such  land  waste 
is  disastrous.  For  the  visitor  from  a 
temperate  climate,  the  persistence  of  sleep- 
ing sickness  zones  may  curtail  travel  plans 
or  even  pose  a potentially  lethal  threat. 
In  South  and  Central  America  the  danger  of 
trypanosomal  infection  of  tourists  is  less 
likely  because  of  the  biting  habits  and 
habitat  of  the  insect  vector,  but  in  the 
United  States  the  chronic  manifestations  of 
this  disease  are  presenting  diagnostic  chal- 
lenges with  increasing  frequency.  Through- 
out wide  areas  of  Latin  America,  Africa, 
and  the  Near  and  Far  East,  the  dermatologic 
lesions  caused  by  Leishmania,  a closely 
related  genus  of  parasites,  are  deforming 
thousands  each  year,  and  visceral  infection 
with  this  organism  still  claims  its  annual 
toll. 

The  trypanosomal  and  leishmanial  dis- 
eases of  man  differ  widely  in  their  geographic 
distribution,  vectors,  pathology,  clinical 
manifestations,  prognosis,  and  response  to 
treatment.  Thus  leishmaniasis  and  Amer- 
ican trypanosomiasis  will  be  discussed 
separately  in  succeeding  articles  of  this  series. 

Nonetheless,  all  of  these  diseases  have 

* Present  address:  NAMRU  3 (Cairo),  FPO  540,  New 
York,  New  York. 


certain  features  in  common,  since  the 
etiologic  parasites  are  all  members  of  the 
family  Trypanosomatidae.  They  are  all 
protozoa,  and  each  of  them  may  assume 
several  or  all  of  the  following  developmental 
forms  (Fig.  1):  (1)  The  leishmanial  body, 
which  is  an  oval  organism  2 to  5 microns  in 
diameter,  is  found  in  the  tissues  of  patients 
with  all  types  of  leishmaniasis  and  the  Amer- 
ican form  of  trypanosomiasis.  The  organ- 
ism has  neither  an  external  flagellum  nor 
an  undulating  membrane.  (2)  The  lep- 
tomonad,  characterized  by  an  elongated 
shape  10  to  15  microns  long,  a free  flagellum 
but  no  undulating  membrane,  and  a kine- 
toplast  far  anterior  to  the  nucleus,  is  the  in- 
fective form  found  in  insect  vectors  and 
cultures  of  leishmaniasis  and  as  a transi- 
tional form  in  human  beings  with  American 
trypanosomiasis.  (3)  The  crithidia,  a tran- 
sitional form  with  a kinetoplast  just  anterior 
to  the  nucleus  and  a free  flagellum  but  no 
undulating  membrane,  is  found  on  culture 
and  in  the  insect  vectors  of  all  human 
trypanosomal  infections.  (4)  The  trypano- 
some, a motile  flagellate  form,  can  be  found 
in  the  blood,  lymphatic  tissue,  and  cere- 
brospinal fluid  of  infected  man.  In  blood 
films  of  patients  with  American  trypano- 
somiasis the  monomorphic  parasite  assumes 
a “C”  or  “U”  shape  and  has  a prominent 
posterior  kinetoplast.  In  the  African  types, 
however,  the  parasite  is  polymorphic  and 
may  be  short  and  stumpy  or  long  and  thin. 
The  position  of  the  nucleus  is  a distinguish- 
ing feature  between  the  two  African  trypano- 
somal infections  of  man. 

African  Trypanosomiasis 

In  Africa  two  trypanosomes  cause  human 
disease^ — West  African  sleeping  sickness, 
caused  by  Trypanosoma  gambiense,  and 
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East  African  sleeping  sickness,  caused  by 
Trypanosoma  rhodesiense.  The  insect  vec- 
tors of  both  diseases  are  tsetse  flies,  but  the 
West  African  type  is  transmitted  by  riverine 
Glossina  palpalis  and  G.  tachinoides,  while 
the  East  African  variety  is  spread  primarily 
by  the  woodland  G.  flies  palidipes  and  G. 
morsitans.  Man  is  the  only  reservoir  of 
T.  gambiense,  while  wild  game  is  the  main 
host  of  T.  rhodesiense.  The  habits  of  the 
parasites  and  vectors,  therefore,  determine 
the  epidemiology  of  human  disease.  West 
African  trypanosomiasis  poses  a severe 
threat  to  large  numbers  of  people  who  use 
rivers  for  washing,  drinking,  fishing,  or 
transportation.  The  East  African  disease 
primarily  affects  those  wandering  in  game- 
inhabited  woodland.  The  presence  of  an 
infection  can  rapidly  depopulate  a river 
valley,  and  the  risk  of  disease  prevents  vast 
fertile  areas  from  being  cultivated. 

Pathologic  features 

The  pathologic  lesions  of  both  types  of 
sleeping  sickness  are  similar,  but  since  un- 
treated Rhodesian  trypanosomiasis  is  al- 
most invariably  fatal  within  a year  after 


infection,  gross  pathologic  changes  rarely  | 
evolve  in  that  form  of  the  disease.  More  ! 
detailed  investigations  have  been  made  on 
the  Gambian  disease,  because  its  untreated  : 
victims  linger  for  from  three  to  four  years 
before  death.  | 

At  the  site  of  tsetse  inoculation,  an  in-  ' 
durated,  erythematous  “chancre”  forms  in 
which  metacyclic  trypanosomes  from  the 
insect  multiply  over  a two  to  three  week 
period  before  entering  the  circulation.  At 
the  time  of  blood  stream  dissemination  the 
effects  of  anaphylaxis  may  be  present,  with 
generalized  edema  and  erythema.  There  is 
a diffuse  reticuloendothelial  proliferation 
during  the  acute  stage  of  infection,  with 
lymphadenopathy  prominent,  particularly 
in  the  Gambian  infection.  Myocarditis, 
keratitis,  and  iridocyclitis  are  frequent, 
especially  in  fulminating  Rhodesian  infec- 
tion. Sedimentation  rate  and  globulin  levels 
are  elevated,  while  leukopenia  and  anemia 
are  common. 

As  African  trypanosomiasis  progresses, 
the  early  pathologic  changes  are  accentuated, 
but  even  more  gross  alterations  occur  in  the 
central  nervous  system.  The  meninges  are 
covered  with  a fibrinous  exudate,  and  the  I 
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FIGURE  2.  Perivascular  cuffing  in  the  brain  of 
patient  with  sleeping  sickness. 


I gyri  are  flattened  as  a result  of  diffuse  cere- 
> bral  edema.  In  the  thickened  pia  arachnoid, 
, mononuclear  infiltration  around  small  vessels 
1 produces  perivascular  cuffing  (Fig.  2).  Dif- 
i fuse  endarteritis  is  common,  and  free 
' trypanosomes  have  been  found  in  brain 
i tissue.  Although  found  infrequently,  large, 

' vacuolated,  and  eosinophilic  morular  cells 
of  Mott  are  pathognomonic.  The  pressure, 
I protein,  and  cells,  including  occasional 
I morular  cells,  of  the  cerebrospinal  fluid  are 
I increased,  while  sugar  and  chloride  levels  are 
low.  False  positive  blood  and  cerebro- 
spinal fluid  Wassermann  reactions  occur.  In 
the  terminal  stage,  gross  wasting  and  evi- 
dence of  intercurrent  lung  or  bowel  infections 
are  the  rule. 

Clinical  manifestations 

The  first  septicemic  symptoms  of  Africian 
trypanosomiasis  appear  two  to  three  weeks 
after  the  painful  tsetse  bite.  Relapsing 
fever  of  a Pel-Ebstein  variety  occurs,  and 
concomitant  tachycardia  persists  even  dur- 
ing apyrexial  periods.  In  light-skinned 
persons  a transient,  circinate,  erythematous 
rash  may  be  seen  (Fig.  3).  Allergic  reac- 
tions, particularly  edema  and  asthma,  are 
common.  Moderate  hepatosplenomegaly 
cam  be  detected  within  a few  months  of  in- 
fection. Painless  lymph  node  enlargement 
is  generalized,  with  the  posterior  cervical 


FIGURE  3.  A circinate,  erythematous  rash  on  the 
back  of  a light-skinned  patient  with  Rhodesian 
trypanosomiasis. 


chain  being  most  prominent  (Winterbottom’s 
sign).  With  no  other  knowledge  of  the 
disease  except  that  its  victims  died  before 
reaching  the  market,  African  slave  traders 
rejected  any  captive  with  this  sign.  De- 
layed hyperesthesia  can  be  elicited,  espe- 
cially over  the  ulnar  nerve  (Kerandel’s  sign). 
Headache  is  an  early  symptom  and  persists 
throughout  the  entire  illness.  During  the 
acute  phase  of  African  trypanosomiasis,  the 
only  other  manifestations  of  central  nervous 
system  dysfunction  are  personality  changes 
of  fluctuating  irritability  with  lassitude. 
Despite  the  appellation  “sleeping  sickness,” 
insomnia  at  this  stage  of  the  disease  may  be 
marked. 

As  cerebral  pathologic  changes  progress, 
however,  evidence  of  central  nervous  system 
dysfunction  dominates  the  clinical  picture. 
It  must  again  be  noted  that  the  victim  of 
Rhodesian  sleeping  sickness  may  die  before 
any  nervous  disorder  is  apparent.  There- 
fore the  gradual  Gambian  picture  is  de- 
scribed. 

During  the  waking  hours  the  patient 
is  depressed,  confused,  and  apathetic 
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yet  complains  of  severe  headache.  Speech 
is  slurred,  gait  shuffling,  and  a tremor  of  the 
extremities  may  develop.  The  most  notice- 
able change,  however,  is  in  the  ever-increas- 
ing somnolence.  Sleep  can  occupy  over 
twenty  hours  per  day,  and  although  it  is 
possible  to  arouse  the  patient  for  feeding, 
the  lapse  back  into  unconsciousness  can  oc- 
cur with  the  mouth  full  of  food.  The  nutri- 
tional status  gradually  deteriorates,  and  the 
cachectic  victim  usually  dies  of  intercurrent 
infection  or  of  a terminal  pontine  hemor- 
rhage. In  rare  cases,  trypanosomal  invasion 
of  the  thyroid  results  in  a myxedematous 
syndrome  (Formes  bouffe),  masking  terminal 
malnutrition. 

Laboratory  diagnosis 

Trypanosomes  should  be  sought  in  con- 
firming a diagnosis  either  of  West  or  East 
African  sleeping  sickness.  In  the  Rhodesian 
disease,  parasites  are  detectable  in  the 
peripheral  blood  (Fig.  4),  and  diagnosis  can 
usually  be  made  by  thick  film  examination. 
T.  gambiense,  however,  is  not  as  easily 
found,  and  accessory  sites  must  often  be 
investigated.  Trypanosomes  can  be  sought 
in  aspirated  fluid  from  enlarged  lymph  nodes, 
in  “chancre”  sites,  on  marrow,  and,  rarely, 
on  liver  or  splenic  puncture.  Parasites 
or  pathognomonic  morular  cells  of  Mott  may 
be  found  in  the  cerebrospinal  fluid  but  should 
not  be  sought  in  positive  T.  rhodesiense  cases 
without  previous  drug  coverage  lest  pe- 
ripheral parasites  be  introduced  into  the 
central  nervoxis  system  via  a traumatic 
lumbar  puncture.  Retrospective  diagnosis 
can  be  made  by  demonstrating  characteristic 
cerebral  histopathologic  changes. 

Treatment 

Specific  chemotherapy  is  almost  100  per 
cent  effective  in  African  trypanosomiasis 
if  administered  in  adequate  dosage  early  in 
the  disease.  Both  suramin  (Antrypol)  and 
pentamidine  isethionate  (Lomidine)  will 
eradicate  circulating  trypanosomes.  Neither 
drug,  however,  crosses  the  blood-brain 
barrier  or  can  be  given  intrathecally  with 
safety.  If  diagnosis  is  not  made  till  after 
parasites  have  invaded  the  central  nervous 
system,  aisenical  compounds  also  must  be 
given. 

The  drug  of  choice  for  early  Gambian  in- 


FIGURE  4.  Polymorphic  T.  gambiense  in  periph- 
eral blood  of  man  with  acute  West  African 
trypanosomiasis  (top  and  bottom). 

faction  is  pentamidine  isethionate  in  an  intra- 
muscular or  intravenous  dosage  of  4 mg. 
per  kilogram  daily  for  ten  days.  If  the 
drug  is  injected  rapidly,  hypotension  may 
result.  In  early  Rhodesian  trypanosomiasis, 
simamin  in  an  intravenous  dosage  of  1 Gm. 
in  water  repeated  every  five  days  for  seven 
injections  is  the  drug  of  choice.  Hypo- 
tension may  occur,  and  it  is  advisable  to 
begin  treatment  with  a test  dose  of  0.2  mg. 
The  drug  is  nephrotoxic,  and  the  urine  should 
be  checked  for  protein  and  casts  prior  to  each 
injection. 

In  both  East  and  West  African  sleeping 
sickness,  once  the  trypanosomes  have  entered 
the  central  nervous  system,  arsenicals  are 
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essential.  Sodium  tryparsamide  in  a weekly 
intravenous  dose  of  40  mg.  per  kilogram  for 
two  to  three  months  has  been  the  standard 
treatment  for  decades.  However,  toxic 
effects,  especially  primary  optic  atrophy 
and  encephalopathy,  may  be  marked  and 
BAL  (British  anti-lewisite)  must  always  be 
available  to  enhance  excretion.  Arsobal 
(Mel-B),  a combination  of  tri valent  arsenical 
with  BAL  is  now  the  recommended  treatment 
for  all  cases  of  cerebral  trypanosomiasis.  Be- 
cause of  the  rapidity  of  parasitic  dissemina- 
tion in  Rhodesian  trypanosomiasis  it  is  ad- 
visable to  treat  East  African  sleeping  sick- 
ness patients  with  arsobal  as  well  as  suramin. 
An  intravenous  course  of  3.6  mg.  per  kilo- 
gram daily  for  four  days  may  be  repeated, 
if  necessary,  after  a week’s  rest.  The 
nitrofurazones  appear  to  have  an  effect 
on  late  African  trypanosomiasis,  but  toxic- 
ity is  common,  and  at  present  their  use  is 
reserved  for  those  with  arsenic  intolerance. 

Patients  from  a temperate  area  visiting 
a tsetse  belt  should  not  receive  prophylactic 
drugs  against  trypanosomiasis.  The  toxicity 
of  available  drugs  far  outweighs  any 
dubious  benefits  the  average  tourist,  whose 


Tranquilizers  rank  as  suicide  pill 

Tranquilizers  now  rival  barbiturates  as 
suicidal  agents,  according  to  researchers  re- 
porting in  the  August  10  Journal  of  the  American 
Medical  Association. 

In  a report  on  968  cases  of  tranquilizer  in- 
gestion reported  to  the  National  Clearinghouse 
for  Poison  Control  Centers  from  July,  1959, 
through  December,  1960,  tranquilizers  repre- 
sented 2.4  per  cent  of  all  poisonings  reported 
to  the  National  Clearinghouse.  . .in  1959  and 
1960.  Intentional  ingestion  was  known  to  be 
the  etiologic  basis  in  35  per  cent  of  the  cases 
reviewed. 

The  study  indicated  that  the  less  potent 
tranquilizers  were  used  in  most  suicide  attempts 
while  the  more  potent  tranquilizers  were  taken 
accidentally  by  children.  The  largest  number 


risk  of  infection  is  minimal,  might  obtain. 
Inadequate  prophylaxis  or  exposure  beyond 
the  three-month  “protective”  period  is 
dangerous,  since  the  early  phases  of  an 
infection  can  be  masked,  becoming  evident 
only  when  gross  pathologic  changes  have 
occurred  in  the  nervous  system.  Further- 
more, resistant  strains  of  trypanosomes  may 
evolve  and  cause  previously  adequate  thera- 
peutic regimens  to  fail.  Prophylaxis,  of 
course,  is  of  extreme  value  for  native  popula- 
tions during  epidemics. 
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of  suicide  attempts  with  any  one  tranquilizer 
was  166  with  meprobamate,  one  of  the  so- 
called  minor  tranquilizers,  and  resulted  in  40 
cases  of  coma. 

The  number  of  fatalities  resulting  from  tran- 
quilizer ingestion  was  not  included  in  the 
review.  However,  suicide  attempts  in  which 
a massive  dose  of  a minor  tranquilizer  is  taken 
can  lead  to  coma,  shock,  and  death,  although 
they  are  considered  safer  than  barbiturates 
and  are  designed  mainly  for  less  severe  tension 
and  anxiety  states. 

Only  22  per  cent  of  the  meprobamate  poison- 
ings occurred  in  children  under  thirteen  years 
of  age,  compared  with  68  per  cent  of  the  poison- 
ings with  one  type  of  major  tranquilizer  (pheno- 
thiazines)  and  94  per  cent  of  another  major 
tranquilizer  (Rauwolfias).  The  ingestion  of 
tranquilizers  by  children  is  most  likely 
intentional  or  because  of  mistaken  identity. 
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Case  Reports 


Massive  Hemorrhage  into 
Duodenum  from  Suture  Line 
Rupture  of  Aortic  Graft 
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T HE  OCCURRENCE  OF  gastrointestinal  hem- 
orrhage due  to  rupture  of  an  arteriosclerotic 
aneurysm  into  the  gastrointestinal  tract  and 
particularly  into  the  duodenum  has  been  well 
documented.  1 Since  the  advent  of  vascular 
prostheses  there  has  been  continuous  evalua- 
tion of  the  various  comphcations  resulting 
from  their  use.  Among  these,  hemorrhage 
into  the  gastrointestinal  tract  secondary  to 
aorticoenteric  fistula,  is  now  being  reported 
more  often  than  formerly. 

Clay  tor  et  al."^  reported  the  first  case  of 
gastrointestinal  hemorrhage  due  to  suture 
line  rupture  of  a nylon  bifurcation  graft  with 
an  ihac-ileal  fistula  2 feet  proximal  to  the 
ileocecal  valve.  Ohara  and  Nakano^  re- 
ported a case  of  rupture  of  an  amylan- 
poly ethylene  bifurcation  graft  3 cm.  below 
the  proximal  anastomosis  into  the  third 
portion  of  the  duodenum.  Brown  and  Essig^ 
described  a case  in  which  an  Ivalon  sponge 
graft  ruptured  into  the  third  portion  of  the 
duodenum,  with  fatal  hemorrhage.  Mac- 
Kenzie,  Buell,  and  Pearson'^  reported  a case 
of  an  aneurysm  in  a homo graft  which  de- 
veloped a fistula  into  the  duodenxun.  Six 
cases  of  aorticoduodenal  fistula  following 


aortoiliac  surgery  were  described  by  Craw- 
ford et  al.^  Four  of  these  were  homografts. 
One  was  a Dacron  bifurcation  graft,  with 
fistula  to  the  third  portion  of  the  duodenum, 
and  the  other  was  a nylon  bifurcation  graft 
with  fistula  to  the  duodenum;  both  de- 
veloped at  the  proximal  suture  line. 

Creech  et  alJ  have  reviewed  all  these  cases 
and  have  added  2 more.  In  one  of  these 
cases  there  was  rupture  of  a Dacron  graft  at 
the  proximal  suture  line  into  the  third  por- 
tion of  the  duodenum  and  in  the  other  an 
aortic  endarterectomy  ruptured  into  the 
distal  duodenum.  Including  our  present 
case,  proximal  suture  line  rupture  of  a 
Dacron  bifurcation  graft  into  the  retro- 
peritoneal duodenum  brings  the  total  to  22 
cases,  with  15  deaths  and  7 survivals,  or  a 
mortality  rate  of  68  per  cent. 

Case  report 

A seventy-five-year-old  white  male  was 
admitted  to  Meadowbrook  Hospital  for  the 
third  time  on  March  18,  1962,  because  of  a 
four-day  history  of  tarry  stools  and  two 
episodes  of  syncope.  The  patient  had  been 
well  imtil  he  first  noted  a tarry  stool.  This 
occurred  again  the  next  day,  together  with 
an  episode  of  syncope.  On  the  day  of  ad- 
mission he  again  had  episodes  of  melena  and 
fainting.  He  had  noted  no  abdominal  pain, 
vomiting,  or  loss  of  appetite. 

The  patient  said  he  had  had  a heart  attack 
seven  years  previously,  for  which  he  was 
hospitalized  at  Beekman  Hospital  in  New 
York  City.  He  also  was  known  to  have 
had  diverticulitis  in  1959  and  plication  of  a 
perforated  duodenal  ulcer  at  Meadowbrook 
Hospital  in  October,  1960.  At  that  time  a 
large  aortic  aneurysm  was  seen  arising  below 
the  renal  arteries  and  involving  the  bifurca- 
tion. 

In  January,  1961,  the  patient  had  been 
readmitted  and  had  undergone  resection  of 
the  aneurysm,  with  replacement  by  a De- 
Bakey  crimped  Dacron  bifurcation  graft. 
The  proximal  anastomosis  was  performed 
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FIGURE  1.  Gross  autopsy  specimens.  (A)  Aneurysmal  sac  at  proximal  anastomosis.  (B)  Probe  demon- 
strates site  of  perforation  of  aneurysm  into  third  portion  of  duodenum. 


with  4-0  continuous  arterial  silk.  Following 
insertion  of  the  graft,  the  posterior  peri- 
toneum was  approximated  over  the  graft. 
The  patient  received  1,500  cc.  of  whole  blood 
during  the  operation.  His  postoperative 
course  was  uneventful.  During  subsequent 
follow-up  in  the  vascular  surgery  clinic,  he 
had  no  abdominal  complaints,  and  good 
peripheral  pulses  were  present  on  all  visits. 

Physical  examination.  On  admission, 
the  patient’s  pulse  was  76  per  minute,  his 
blood  pressure,  120/76  mm.  Hg,  and  his 
respirations  were  18  per  minute.  An  ex- 
amination of  his  chest  revealed  nothing 
remarkable.  There  was  a scar  on  his  ab- 
domen that  extended  from  the  xiphoid 
process  to  the  symphysis  pubis,  and  the  liver 
was  enlarged  3 to  4 fingerbreadths  below  the 
costal  margin. 

Laboratory  findings.  The  stool  was 
black  and  strongly  positive  for  occult  blood. 
The  hemoglobin  was  8.5  Gm.,  and  the  hemat- 
ocrit was  28.  The  prothrombin  time  was 
14  seconds  (control,  13  seconds).  The  blood 
urea  nitrogen  was  38  mg.  per  100  ml.  A 
chest  x-ray  film  and  survey  fihn  of  the 
abdomen  showed  negative  findings.  An 
electrocardiogram  showed  sinus  arrhythmia, 
right  bimdle  branch  block,  and  an  occasional 
ventricular  premature  contraction.  Sig- 
moidoscopy to  20  cm.  revealed  nothing 
abnormal,  and  a barium  enema  showed 
diverticulosis  and  diverticulitis  of  the  sig- 
moid colon.  The  Levin  tube  aspirant 
showed  clear  gastric  contents. 

Treatment  and  hospital  course.  The 
patient  received  500  cc.  of  whole  blood. 
The  next  morning  the  hematocrit  was  26, 
and  by  evening  it  was  21.  He  was  advised 


to  have  an  operation  and  refused.  He  was 
given  1,000  cc.  more  of  whole  blood,  and  a 
few  hours  later  he  developed  massive  hem- 
atemesis  and  bloody  bowel  movements. 
Despite  transfusions  of  3,000  cc.  of  whole 
blood,  active  bleeding  continued,  irreversible 
shock  developed,  and  he  died  on  the  evening 
of  March  19. 

Autopsy  findings.  At  autopsy  the  entire 
aorta  showed  evidence  of  atherosclerosis, 
moderate  in  the  thoracic  portion  and  severe 
in  the  abdominal  portion.  The  graft  ex- 
tended 3 cm.  above  the  bifurcation  of  the 
aorta  and  1 cm.  below  it.  The  anastomoses 
to  the  common  iliac  arteries  had  healed  weU. 
At  the  upper  margin  of  the  aortic  graft  on 
the  anterior  surface  there  was  a separation  of 
the  graft  from  the  aorta,  forming  a small 
aneurysm  which  communicated  with  the 
lumen  of  the  vessel.  This  aneurysmal 
dilatation  at  the  proximal  suture  line  meas- 
ured 2 by  3 cm.  in  diameter  and  was  filled 
with  antemortem  thrombus.  A small  5-mm. 
perforation  communicated  with  the  third 
portion  of  the  duodenum  (Fig.  lA).  Micro- 
scopic sections  showed  an  attenuated  waU 
lined  by  an  organizing  thrombus.  There 
was  a moderate  niunber  of  atheromatous 
placques  in  this  area,  and  the  periaortic 
tissues  were  fibrotic  and  infiltrated  with 
scattered  lymphocytes,  monocytes,  and  oc- 
casional neutrophils. 

The  entire  bowel  from  stomach  to  rectum 
contained  a cast  of  clotted  and  nonclotted 
blood  estimated  at  6,000  cc.  in  volume.  The 
stomach  was  dilated  to  three  times  normal 
size  by  gas  and  blood.  There  were  omental 
adhesions  to  the  anterior  wall  of  the  first 
portion  of  the  duodenum,  which  showed 
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scarring  on  the  serosal  surface;  the  mucosa 
appeared  normal.  A probe  was  easily 
passed  through  the  5-mm.  perforation  in  the 
third  portion  of  the  duodeninn,  demonstrat- 
ing its  communication  with  the  aneinrysmal 
sac  (Fig.  IB).  There  were  also  numerous 
diverticula  in  the  transverse  and  descending 
colon. 

The  heart  weighed  600  Gm.  On  the 
anterior  wall  of  the  left  ventricle  there  was 
a 3-  by  4-cm.,  white  discolored  area,  with 
thinning  of  the  waU  and  aneurysmal  dilata- 
tion. There  were  several  areas  of  myo- 
cardial fibrosis  and  marked  coronary  athero- 
sclerosis, with  no  evidence  of  recent  occlu- 
sion. Microscopic  examination  showed 
myocardial  fibrosis,  subendocardial  fibrosis, 
and  severe  coronary  atherosclerosis. 

There  was  chronic  passive  congestion  in 
the  liver  and  moderately  advanced  fibrosis 
and  emphysema  in  the  lungs.  The  spleen 
showed  toxic  splenitis. 

Comment 

This  case  presented  several  problems  in 
differential  diagnosis.  The  patient  was 
known  to  have  had  a duodenal  ulcer  with 
perforation,  as  weU  as  diverticulitis  of  the 
sigmoid  colon,  and  he  entered  the  hospital 
with  melena.  A bariirm  enema  demon- 
strated diverticulosis  and  diverticuhtis  of 
the  sigmoid  colon.  The  negative  results  of 
aspiration  of  the  Levin  tube  indicated  that 
the  bleeding  was  probably  below  the  first 
portion  of  the  duodenum.  In  the  patient’s 
terminal  episode  he  bled  profusely  from  the 
mouth  as  well  as  from  the  rectum,  which 
suggested  aorticoenteric  fistula. 

This  is  the  third  case  reported  of  a Dacron 
bifurcation  graft  rupturing  into  the  distal 
duodenmn;  aU  have  occurred  at  the  prox- 
imal suture  line  of  the  graft.  There  have 
been  3 reported  cases  of  fistulas  developing 
at  the  same  site  in  homografts,  one  with 
nylon  and  two  with  Teflon-Dacron  combina- 
tion grafts.  In  this  case  there  was  a false 
aneurysm  formation  at  the  site  of  the  fistula 
which  may  have  developed  because  of  weak- 
ness in  the  aortic  wall  at  this  point.  False 
aneurysm  has  been  more  frequently  seen 
with  aortic  homo grafts  which  develop  severe 
atherosclerotic  changes  and  aneurysmal 
dilatation  with  secondary  fistula  formation. 
There  was  no  size  discrepancy  between  host 
and  graft,  which  has  been  mentioned  as  a 


possible  etiologic  factor.  There  was  a 
marked  foreign-body  reaction  in  the  sim- 
rounding  tissues,  with  fibrosis  and  adherence 
to  adjacent  structures.  The  graft  was  fused 
to  the  duodenum  simrounding  the  area  of 
fistula  formation.  No  infection  was  noted 
either  on  gross  or  on  microscopic  examina- 
tion. 

It  would  appear  that  in  gastrointestinal 
hemorrhage  in  a patient  who  has  had  an 
abdominal  aortic  replacement  there  should 
be  prompt  surgical  intervention  if  it  is  at 
all  feasible.  Certainly,  early  surgery  was 
the  only  chance  for  survival  in  this  patient. 
At  operation,  after  proximal  and  distal  con- 
trol is  obtained,  the  duodenum  is  dissected 
from  the  aorta.  The  fistulous  opening  may 
be  closed  with  a Dacron  patch  graft,  or  in  the 
case  of  a large  false  aneurysm,  a second 
graft  may  be  necessary.  The  duodenal 
fistula  may  be  closed  in  layers,  as  suggested 
by  Crawford  et  al}  If  this  is  not  feasible, 
a resection  and  duodenojejunostomy  may  be 
performed.  A patch  of  omentum  or  fascia 
should  be  interposed  between  the  graft  and 
the  duodenum. 

It  is,  of  course,  most  important  that  this 
condition  be  prevented.  The  use  of  the 
newer  synthetic  fabrics  such  as  Dacron  or 
Teflon  for  sutures  seems  to  be  preferable.® 
Sutirres  of  similar  material  would  have  less 
tendency  to  disintegrate  than  silk.  A 
proximal  anastomosis  without  leakage  is  a 
sine  qua  non  for  preventing  false  aneurysm. 
Thus  the  proximal  anastomosis  may  well 
include  the  reinforcing  of  continuous  or 
interrupted  sutures.  The  anastomosis 
should  certainly  be  covered  by  peritoneum 
and  reinforced  by  interposed  omentmn  or 
fascia.  Antibiotics  should  be  used  routinely, 
as  infection  is  an  important  factor  in  causing 
failure  of  the  graft. 

Summary 

1.  This  is  the  third  reported  case  of 
proximal  suture  line  rupture  of  a Dacron 
bifirrcation  graft  into  the  third  portion  of  the 
duodenum. 

2.  On  admission,  the  patient  had  melena 
and  an  aorticoduodenal  fistula. 

3.  Massive  gastrointestinal  hemorrhage 
in  a patient  who  has  had  a prior  abdominal 
aortic  graft  should  have  prompt  surgical 
treatment. 

4.  A proximal  anastomosis  without  leak 
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is  the  sine  qua  non  for  preventing  false 
aneurysm  formation. 

5.  The  interposition  of  living  tissue  such 
as  omentum  or  fascia  between  the  duodenum 
and  the  graft  appears  to  be  indicated  to  help 
prevent  fistula  formation. 
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No  link  between  coronary  disease 
and  managerial  stress 

The  stress  and  strain  of  a managerial  posi- 
tion does  not  make  a man  more  prone  to  coro- 
nary disease,  a study  in  the  September  14 
Journal  of  the  American  Medical  Association 
indicates. 

Among  personnel  of  the  E.  I.  du  Pont  de 
Nemours  and  Co.,  Inc.,  of  Wilmington,  Dela- 
ware, it  was  found  that  the  heart  attack  rate 
of  presidents,  vice-presidents,  and  plant  man- 
agers was  2.2  per  1,000  compared  with  4 per 
1,000  among  clerical  workers. 

“Stress  cannot  be  measured  or  described  by 
the  external  circumstances  with  which  a person 
must  contend,  but  rather  by  his  reaction  to 
these  circumstances,”  the  researchers  said. 
“One  man’s  stress  may  be  another  man’s 
pleasure.” 

Top-management  job  demands  may  contain 
no  more  stress  than  situations  usually  en- 
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countered  by  persons  in  lower  job  levels.  Also, 
men  chosen  for  advancement  may  have  personal 
qualities  characteristic  of  executive  talent  and 
resistance  to  coronary  disease.  It  is  possible 
that  supervisors  and  managers,  when  selecting 
persons  for  advancement,  choose  better  ad- 
justed individuals  who  are  better  able  to  cope 
with  life’s  stresses. 

The  researchers  also  concluded  that  high 
blood  pressure  increases  the  risk  of  heart  attack 
in  all  age  groups  studied,  especially  in  men  under 
forty-five;  overweight  is  not  associated  with 
heart  attacks  between  the  ages  of  forty-five 
and  sixty-four;  and  under  forty-five  years  of 
age,  both  conditions  appear  to  increase  the  risk 
of  heart  attack,  particularly  when  they  occur 
jointly. 

In  men  under  forty-five  who  are  both  hyper- 
tensive and  overweight,  the  estimated  incidence 
of  a heart  attack  is  five  times  that  of  men  with 
neither  of  these  conditions. 

The  study  also  revealed  the  well-known  in- 
crease in  the  heart  attack  risk  with  age  and  the 
much  higher  risk  in  men  than  in  women. 
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Myxoma  of  Left  Auricle 
Presenting  Signs 
of  Cerebral  Lesion 

DAVID  KRAPIN,  M.D. 
New  Rochelle,  New  York 

From  the  Private  Medical  Group  of  New  Rochelle 


Angiocardiography  and  cardiac  surgery 
have  increased  the  found  incidence  of  atrial 
myxomas.  Generally,  however,  clinical 
suspicion  is  low  and  diagnosis  a matter  of 
chance. 

Various  signs  and  symptoms  have  been 
emphasized  to  increase  awareness  ante 
mortem.^”®  These  factors  generally  pertain 
to  the  heart  and  include  the  following:  a 
stenosing  mitral  lesion  with  no  antecedent 
history  of  rheumatic  fever;  congestive 
failure  out  of  proportion  to  the  degree  of 
demonstrable  heart  disease;  modification 
of  the  mitral  murmur,  sudden  syncope,  or 
cyanosis  with  position  change;  abnormalities 
of  the  roentgen  cardiac  silhouette,  particu- 
larly a rapid  increase  in  the  size  of  the  right 
side  of  the  heart;  rapid  onset  and  pro- 
gression of  heart  failure  in  a patient  with  no 
obvious  etiologic  factors  of  heart  disease, 
not  responding  to  digitalis;  and  peripheral 
emboli  in  the  absence  of  atrial  fibrillation. 
Rarely  confusional  states,  aphasia,  un- 
consciousness, hemiplegia,  and  convulsions 
are  seen.  The  following  case  is  noteworthy 
for  its  lack  of  cardiac  signs  and  symptoms 
and  in  its  appearing  as  a cerebral  lesion. 

Case  report 

The  patient,  a forty-two-year-old  Negro 
male,  was  in  good  health  except  for  sexual 


impotence  of  three  years  duration.  He  was 
admitted  to  the  New  Rochelle  Hospital  be- 
cause of  the  sudden  onset  of  confusion, 
drowsiness,  impairment  of  speech,  and 
weakness  of  the  left  side  of  the  body.  His 
wife  related  one  episode  of  transient  motor 
aphasia  which  occurred  four  months  pre- 
viously. 

An  examination  revealed  a lean,  well- 
muscled male,  exhibiting  a sensory  aphasia 
and  disorientation.  The  blood  pressure  was 
126/90  in  both  arms.  The  cardiac  sounds 
were  of  good  quality,  and  no  murmurs  were 
present.  The  point  of  maximum  impulse 
was  in  the  fifth  interspace,  just  inside  the 
midclavicular  line.  The  left  pupil  reacted 
slowly  to  light.  There  was  lateral  nys- 
tagmus and  smoothing  out  of  the  left  side 
of  the  face.  Hyperreflexia  of  the  left 
patella  and  a right  Babinski  sign  were 
present. 

A spinal  tap  yielded  normal  findings  for 
manometric,  colloidal  gold,  sugar,  protein, 
cell  count,  and  Wassermann  tests.  The 
serum  complement  fixation  was  4 plus,  with 
a negative  precipitin  test  result.  Blood 
studies,  including  sedimentation  rate,  sickle 
cell  preparation,  cholesterol,  urea  nitrogen, 
and  hemogram,  were  normal.  The  uri- 
nalysis was  also  normal.  X-ray  films  of  the 
skull  and  chest  and  an  electrocardiogram 
showed  no  defects. 

During  the  next  week  the  patient’s 
neurologic  signs  varied.  Position  sense 
remained  absent  on  the  left  side,  the  abdom- 
inal refiexes  were  diminished,  and  sensation 
to  pinprick  was  absent  in  all  four  extremities 
as  well  as  the  left  side  of  the  trunk.  His 
auditory  aphasia  cleared  slightly,  and  he  was 
able  to  feed  himself  and  ambulate. 

On  the  eighth  day  after  admission  the 
patient  was  found  imconscious  in  the  bath- 
room. He  exhibited  marked  opisthotonos, 
flattening  of  the  right  side  of  the  face,  devia- 
tion of  eyes  to  the  left,  and  complete  paresis 
of  the  right  side  of  the  body.  There  was 
clonus  of  the  right  Achilles  tendon.  He 
failed  to  recover  from  his  coma  and  died 
within  twenty-four  hours. 

Postmortem  studies.  Postmortem 
studies  revealed  the  following  pertinent 
findings: 

The  heart  weighed  270  Gm.  The  left 
auricle  contained  a polypoid  pedunculated 
tumor  (Fig.  1)  measuring  4.5  by  2 cm.  The 
mass  was  brownish-red  in  color  with  glisten- 
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FIGURE  1.  (A)  Left  atrial  myxoma  elevated  from  its  resting  position;  (B)  left  atrial  myxoma  in  its  de- 
pendent position. 


FIGURE  2.  Areas  of  hemorrhage  and  softening 
in  brain. 


ing  gray  areas,  especially  at  the  periphery. 
It  arose  from  the  point  of  closure  of  the  fora- 
men ovale,  by  a pedicle  1 cm.  wide,  and 
dangled  freely  against  the  mitral  valve.  All 
cardiac  valves  were  normal.  The  aorta  ex- 
hibited no  evidence  of  “tree  barking.” 

The  convolutions  of  the  cerebrum  were 
flattened.  There  was  a 3-cm.  hemorrhagic 
zone  in  the  left  cerebrum  (Fig.  2)  in  the 
area  of  the  basal  ganglia  involving  the 
external  capsule  and  extending  to  the 
island  of  Reil.  The  right  cerebrum,  the 
right  parietal  lobes,  and  both  lobes  of  the 
cerebellum  contained  spongy,  softened  areas, 
ranging  from  1.5  to  2 cm.  in  diameter. 

Microscopic  sections  revealed  the  tumor 
in  the  left  auricle  consisting  of  scattered 
connective  tissue  fibers,  exhibiting  basophilic 
staining  qualities  compatible  with  myxoma- 


tous tissue.  The  nuclei  were  of  equal  size, 
and  there  was  a cartilaginous-like  appearance 
to  the  tissue.  Extensive  central  and  pe- 
ripheral necrosis  was  present,  with  the 
myxomatous  tissue  replaced  by  areas  of 
coagulation  necrosis  containing  fibrin  and 
red  blood  cells. 

Sections  of  the  kidneys  exposed  one  area 
of  cortical  infarction.  The  artery  supplying 
this  area  contained  a thrombus  composed  of 
myxomatous  tissue  resembling  the  myxoma 
in  the  heart.  There  was  encephalomalacia 
with  cystic  changes  in  the  brain.  No  evi- 
dence of  emboli  was  found. 


Comment 

There  has  been  some  controversy  relative 
to  hypoxia  (ball-valve  action  of  tumor 
emboli)  as  a cause  of  tissue  infarction  in 
cardiac  myxoma.^’”®  This  case  revealed 
one  embolus  to  the  kidney,  but  nothing  was 
found  to  account  for  the  cerebral  and  cere- 
bellar infarcts.  However,  in  the  absence  of 
evidence  of  functional  cardiac  derangement 
from  a ball-valve  thrombus,  it  is  probable 
that  emboli  seeding  to  the  brain  accounted 
for  the  multiple  areas  of  damage. 

The  cardinal  exposition  in  this  patient  was 
neurologic,  with  not  even  a remote  sugges- 
tion of  heart  involvement.  That  does  not 
tie  in  with  the  previously  mentioned  warn- 
ing or  “watch”  signs  for  cardiac  myxoma. 
This  is  a freakish  situation,  but  the  explana- 
tion is  in  the  size  and  character  of  the  tumor. 

Generally,  the  lesion  arises  from  the  fossa 
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ovalis  in  the  interatrial  septum  and  even- 
tually produces  a clinical  picture  of  mitral 
stenosis  by  causing  a ball-valve  type  of 
obstruction.  A fixed  tumor  with  a wide 
base  could  conceivably  compromise  the  valve 
leaflets  earlier  and  by  virtue  of  its  im- 
mobiUty  create  murmurs  simulating  mitral 
disease.  Indeed,  in  this  instance  it  must  be 
counted  as  “mechanical  mitral”  valve  dis- 
ease. This  patient’s  tumor  was  “exceed- 
ingly redundant  and  dangled  freely  against 
the  mitral  leaflets,”  but  had  not  yet  reached 
the  size  necessary  to  obstruct  the  valve 
and  create  clinical  signs  and  symptoms. 
Its  mobility  and  relative  small  size  were 
important  factors  in  this  connection. 

The  emboli  apparently  were  related  to  a 
deficiency  of  blood  supply,  giving  rise  to 
“extensive  central  and  peripheral  necrosis” 
in  the  tumor.  Any  mechanical  action  of 
blood  turbulence  or  valve  movement  played 
a secondary  role. 

These  factors  add  some  light  to  the  natural 
history  of  myxomas.  They  intimate  that 
when  the  tumor  is  clinically  evident,  it  has 
reached  a life-threatening  stage.  This  repre- 
sents maturity,  and  the  length  of  antecedent 
growth  time  remains  imknown.  It  is  para- 
doxical that  the  cardiac  cavity,  by  its 
hollow  capacity,  allows  silent  growth  in 
tumor  incipiency,  and  yet  its  restrictive 
nature  proves  its  ultimate  undoing  at  tumor 
maturity. 


Philosophically,  this  case  report  is  in- 
teresting. Its  relative  value  in  aids  to 
diagnosis  seems  small.  Perhaps  it  will  help 
by  emphasizing  the  protean  nature  of  left 
atrial  myxomas.  The  physician  must  keep 
this  lesion  in  mind  not  only  in  bizarre  situa- 
tions compromising  the  mitral  valve,  but 
also  when  he  encounters  peripheral  arterial 
emboli  in  the  young  and  middle-aged  indi- 
vidual without  evidence  of  a suitable  source. 

140  Lockwood  Avenue 
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Exhibits 


Applications  for  space  for  scientific  exhibits  should  be  made  directly  to  the 
Chairman,  Scientific  Exhibits  Subcommittee  of  Convention  Committee: 
William  L.  Watson,  M.D. 

340  East  72nd  Street 
New  York  21,  New  York 

No  applications  can  be  considered  after  December  1,  1963. 

Awards  will  be  made  in  two  groups: 

Group  I:  Awards  are  made  for  exhibits  of  individual  investigation  which  are 

judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  II:  Awards  are  made  for  exhibits  which  do  not  exemplify  purely  experi- 

mental studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation 
of  data. 
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Accidental 

Chemical 

Poisonings 


From  the  Poison  Control  Center 

The  City  of  New  York  Department  of  Health 

A series  prepared  by 

HAROLD  JACOBZINER,  M.D.,  Assistant  Commissioner, 

The  City  of  New  York  Department  of  Health; 

Medical  Director,  Poison  Control  Center 

HARRY  W.  RAYBIN,  M.S.,  Technical  Director,  Poison  Control  Center 


Fatalities  due  to  Aspirin 
and  DDT  Intoxications 


T HE  FOLLOWING  INCIDENTS  Were  reported 
recently  to  the  New  York  City  Poison  Con- 
trol Center. 

Incident  1 

Type  of  Poison  Age  Sex 

Aspirin  2 Years  Male 

The  patient  and  a one-year-old  sister 
were  in  the  bedroom  under  the  supervision 
of  a twenty -one-year-old  cousin.  When  the 
cousin  returned  to  the  bedroom  from  another 
room,  she  found  both  children  with  their 
mouths  full  of  aspirin.  She  removed  the 
drug  immediately  and  administered  milk 
to  them  to  induce  vomiting.  She  also  ob- 
served that  the  victim  had  spilled  about  3 
ounces  of  perfume  on  his  clothing.  Both 
children  were  rushed  to  the  hospital  and 
treated  in  the  emergency  room.  They  were 
sent  home  symptom-free. 

On  the  following  day  the  victim  became 
ill  and  was  readmitted  to  the  hospital.  On 
admission  to  the  inpatient  services  at  about 
noon,  it  was  revealed  that  the  patient  had 
ingested  about  fifty  tablets  of  5-grain  aspirin. 
An  examination  revealed  the  child  to  be  alert 
and  not  hyperapneic.  An  x-ray  film  of  the 
chest  was  taken  to  rule  out  pneumonia. 
On  the  patient’s  return  from  the  x-ray  room 
to  the  ward  the  physical  examination  also 
revealed  a mild  dehydration. 

His  temperature  was  100  F.,  respiratory 
rate  40  per  minute,  and  pulse  about  120 


per  minute.  The  administration  of  2,000 
cc.  per  square  meter  of  intravenous  fluids 
containing  lactate  was  started  immediately. 
Urinalysis  revealed  a specific  gravity  of 
1.020,  pH  5,  acetone  4 plus,  and  strongly 
positive  ferric  chloride  test  results.  There 
was  no  protein  or  sugar. 

Clotting  time  was  three  minutes,  blood 
urea  nitrogen  around  14  mg.  per  100  ml., 
carbon  dioxide  6 volumes  per  cent,  and 
chlorides  99  mEq.  per  liter.  The  blood 
salicylate  level  was  90  mg.  per  100  ml. 
twenty-four  hours  after  ingestion.  The 
zero  level  calculated  from  Done’s  graph  was 
more  than  160  mg.  per  100  ml.  which  was  in 
a range  of  severe  intoxication. 

Around  3 : 30  p.m.  it  was  noticed  that  the 
child  was  developing  hyperapnea  and  there 
was  no  urinary  output.  At  this  time  in- 
travenous fluids  were  changed  over  to  bi- 
carbonate. Blood  chemistry  now  revealed 
carbon  dioxide  6 volumes  per  cent,  chlorides 
99  mEq.  per  liter,  and  blood  urea  nitrogen 
14  mg.  per  100  ml.  After  an  hour  the  re- 
spiratory rate  increased  to  60  per  minute, 
pulse  150  to  160,  and  temperature  101  F. 
There  was  no  irrinary  output.  At  about 
5 : 30  P.M.  it  was  decided  to  give  an  exchange 
transfusion.  At  this  time  the  child  suddenly 
became  apneic,  and  cardiac  standstill  oc- 
curred. External  cardiac  massage,  oxygen 
by  funnel,  and  intracardiac  epinephrine 
were  given.  Despite  the  resuscitative  meas- 
ures, tbe  child  expired. 
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The  diagnosis  was  salicylate  intoxication. 

The  autopsy  report,  obtained  through  the 
courtesy  of  Milton  Helpern,  M.D.,  Chief 
Medical  Examiner,  is  as  follows: 

The  body  was  that  of  a two-year-old 
Negro  male  infant,  well-developed  and  well- 
nourished.  Rigor  was  complete.  There 
was  posterior  lividity  but  no  external  signs 
of  injury. 

No  free  fluid  in  any  of  the  body  cavities 
was  noted. 

The  heart  appeared  grossly  normal.  On 
section  the  myocardium  was  chocolate- 
brown.  Valve  oriflces  appeared  normal. 
There  was  no  evidence  of  congenital  ab- 
normality. 

The  lungs  appeared  grossly  normal.  On 
section  they  were  well  aerated.  The  paren- 
chyma was  pink.  A small  amount  of  pink 
frothy  fluid  may  be  expressed  from  the  cut 
surface.  There  was  a very  small  amount  of 
greyish-black  mucoid  material  in  the  bron- 
chial tree,  probably  gastric  aspirant.  There 
was  no  evidence  of  consolidation. 

The  liver  appeared  grossly  normal.  On 
section  it  presented  no  evidence  of  any  gross 
pathologic  condition. 

The  gallbladder  was  normal,  and  the  bile 
pathways  were  clear. 

The  spleen  appeared  grossly  normal  and 
soft.  On  section  the  parenchyma  was 
within  normal  limits.  Malpighian  corpus- 
cles were  prominent. 

The  pancreas  was  grossly  normal.  On 
section  there  was  no  evidence  of  a gross 
pathologic  condition. 

Examination  of  the  gastro-intestinal  tract 
revealed  that  the  gastric  mucosa  was 
greyish-white  except  for  a region  near  the 
pylorus  which  was  congested.  There  was  a 
small  amount  of  greyish-black  mucoid  ma- 
terial in  the  stomach.  The  remainder  of 
the  entire  gastrointestinal  tract  presented 
no  evidence  of  any  gross  pathologic  condi- 
tion. 

The  adrenals  were  normal,  and  the  kidneys 
appeared  grossly  normal.  On  section,  there 
was  no  evidence  of  any  gross  pathologic  con- 
dition. The  capsules  stripped  easily,  leav- 
ing behind  a smooth,  glistening  surface  with 
normal  fetal  lobulations.  The  irreters  were 
patent  throughout. 

The  bladder  contained  a small  amount  of 
pale,  slightly  cloudy  urine.  The  mucosa  was 
normal  as  were  the  testes. 

On  examination  of  the  head  there  was  no 


evidence  of  any  injury.  The  coverings  of 
the  brain  were  congested.  On  removing 
the  brain  from  the  cranial  vault  and  strip- 
ping the  dura  from  the  base  of  the  skull 
and  from  the  calvarium,  there  was  no  evi- 
dence of  any  fracture.  On  section  the  brain 
appeared  grossly  normal. 

The  anatomic  diagnosis  was  visceral  con- 
gestion. Cause  of  death  was  listed  as 
accidental  salicylate  poisoning. 

Portions  of  the  brain,  liver,  and  kidneys 
were  saved  for  salicylate  determination. 
Chemical  findings  included  23.7  per  cent 
salicylates  present  in  the  liver  and  salicylates 
present  in  the  kidneys. 

Although  aspirin  by  itself  is  capable  of 
causing  a fatality,  particularly  in  the  dosage 
reported,  the  ingestion  of  perfume  undoubt- 
edly contributed  to  the  synergistic  action  of 
the  alcohol. 

During  1962,  1,461  cases  of  aspirin 

poisonings  were  reported  in  New  York 
City,  2 of  which  terminated  fatally. 

While  the  low  number  of  fatalities  is  most 
encouraging,  constant  vigilance  must  be 
practiced  to  maintain  and  improve  this 
record  because  of  the  universal  presence  of 
this  medication  in  the  home. 

Incident  2 

Type  of  Poison  Age  Sex 

DDT  10  years  Female 

The  visiting  Public  Health  Nurse  obtained 
the  information  that  the  DDT  had  been 
used  liberally  and  repeatedly  around  the 
house  for  the  past  six  months  as  an  in- 
secticide. The  mother  observed  that  the 
victim  developed  red  blotches  on  the  arms 
and  hands  and  hence  took  her  to  the  Vander- 
bilt Clinic. 

Through  the  courtesy  of  Babies  Hospital, 
Columbia-Presbyterian  Medical  Center,  the 
following  report  was  submitted  to  the  Poison 
Control  Center. 

This  was  the  patient’s  third  admission  to 
the  Babies  Hospital.  She  was  first  admitted 
on  September  14,  1962,  with  a two-  to  three- 
month  history  of  easy  bruising.  There  was 
a history  of  excessive  exposure  to  DDT  over 
the  previous  six  months,  and  the  patient’s 
condition  was  diagnosed  as  aplastic  anemia, 
probably  DDT-induced.  On  September  21, 
1962,  she  began  taking  prednisone  5 mg. 
twice  daily  and  testosterone  20  mg.  twice 
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daily.  There  was  no  hematologic  improve- 
ment, and  on  October  6 and  7 she  received 
a transfusion  of  4 units  of  packed  cells,  rais- 
ing the  hemoglobin  to  12.7  Gm.  per  100  ml. 
She  was  discharged  on  October  10,  and  for 
the  first  few  days  following  discharge  she 
felt  well,  but  then  she  began  to  feel  tired. 

Ecchymoses,  petechiae,  and  hemorrhagic 
bullae  of  the  lips  were  present  and  gradually 
increased  in  niunber.  The  patient  had 
slight  bleeding  almost  daUy,  but  despite 
this,  her  appetite  remained  good. 

Two  days  prior  to  admission  she  had 
slight  cough  and  sneezing.  On  the  follow- 
ing day,  because  of  the  increasing  number  of 
petechiae,  the  child  was  seen  in  the  ad- 
mitting emergency  room  where  the  hemo- 
globin was  11.2  Gm.  per  100  ml.,  white  blood 
cells  4,800,  lymphocytes  99,  eosinophils  1, 
and  platelets  low.  On  the  day  of  admission 
she  had  a swelling  and  tenderness  of  the  right 
third  finger  tip  where  a finger  prick  had 
been  done  on  the  previous  day.  Later  in 
the  day  she  complained  of  pain  in  the  right 
forearm  and  upper  arm  and  had  a tempera- 
ture of  102  F.  She  was  brought  again  to 
the  admitting  emergency  room  where  the 
hemoglobin  was  found  to  be  9.9  Gm.  per 
100  ml.,  white  blood  cells  1,600,  and  100 
per  cent  lymphocytes  with  decreased  plate- 
lets. 

Physical  examination  on  admission  re- 
vealed a temperature  of  102.4  F.,  pulse  112, 
blood  pressure  128/68,  and  respirations  20 
per  minute. 

The  patient  was  well  developed,  well 
nourished,  and  not  acutely  ill.  The  skin 
showed  petechiae  scattered  over  the  right 
anterior  portion  of  the  chest  and  back. 
There  were  many  ecchymotic  areas  on  the 
extremities,  especially  the  lower  ones.  The 
nose  was  stuffy.  The  mouth  had  numerous 
hemorrhagic  bullae  on  the  lips  and  buccal 
mucosa.  A 1.5-  by  1.5-cm.  tender  lymph 
node  was  found  in  the  right  axilla.  The 
lungs  were  clear.  The  heart  was  not  en- 
larged, and  the  rhythm  was  normal.  The 
abdomen  was  moderately  obese  and  non- 
tender. The  Uver  was  down  2 cm.  below  the 
right  costal  margin,  and  the  spleen  was  not 
felt.  Peripheral  pulses  in  the  extremities 
were  normal  except  for  post-tibials  which 
could  not  be  felt.  There  was  a 3-  by  3-mm. 
erythematous  ecchymotic  area  over  the  dis- 
tal third  of  the  right  third  finger,  tenderness 
extending  halfway  up  the  finger,  and  tender- 


ness from  the  wrist  to  the  mid-upper  portion 
of  the  arm  in  the  radial  aspect,  with  no 
streaking  or  increased  warmth. 

Laboratory  findings  revealed  a hemoglobin 
of  9.6  Gm.  per  100  ml.;  platelets  30,000; 
white  blood  cells  2 300;  polymorphonuclear 
leukocytes  2;  and  lymphocytes  48  on  a 50- 
ceU  count.  There  were  no  reticulocytes. 
Urinalysis  showed  a reaction  of  5.5,  specific 
gravity  of  1.016,  albmnin  3 plus,  no  sugar 
or  acetone,  10  to  12  white  blood  cells,  and 
many  red  blood  cells  per  high-power  field. 
Subsequent  urine  specimens  showed  no  al- 
bumin and  3 or  4 white  blood  cells.  Eryth- 
rocyte sedimentation  rate  was  15.  Pro- 
thrombin time  was  16  seconds  with  a con- 
trol of  13  seconds.  X-ray  examination  of 
the  chest  and  right  upper  extremity  showed 
findings  within  normal  limits. 

Nose  and  throat  culture  showed  moderate 
Staphylococcus  aureus,  and  hemolysin  co- 
agulase  positive.  Urine  culture  showed 
moderate  Escherichia  coli.  Two  stools  for 
ova  and  parasites  revealed  negative  findings. 

The  patient  was  thought  to  have  cellulitis 
and  lymphangitis  and  lymphadenitis  of  the 
right  upper  extremity.  She  began  receiving 
hot  soaks  to  the  right  third  finger  and  intra- 
venous penicillin  and  chloramphenicol  (Chlo- 
romycetin). The  chloramphenicol  was 
stopped  after  a few  hours,  and  erythromycin 
was  added.  Soon  after  hospitalization  the 
patient  had  the  beginning  of  epistaxis  which 
continued  on  and  off  for  several  hours.  The 
hematocrit  remained  stable  in  the  25  range. 
Following  soaks  and  elevation  there  was  a 
marked  improvement  of  the  finger  and  sub- 
sidence of  axillary  tenderness.  However, 
on  the  foiulh  hospital  day  the  patient  had 
gross  hematiu"ia  and  oozing  of  blood  from 
the  gingival  mucosa.  She  received  a trans- 
fusion of  one  unit  of  fresh  blood.  The 
finger  continued  to  heal  well,  but  a residual 
blister  was  left.  This  was  surgically  im- 
roofed  on  the  seventh  hospital  day,  and 
there  was  continued  improvement.  Cul- 
tures taken  at  the  time  of  admission  showed 
negative  findings.  A smear  of  material 
from  the  bhster  revealed  gram-positive  cocci. 

On  the  ninth  hospital  day  the  patient  was 
noted  to  have  some  tenderness  over  a small 
right  submandibular  node.  X-ray  films 
showed  the  jaw  to  be  normal.  She  was 
seen  by  the  dental  consultant  who  foimd 
her  teeth  in  good  condition,  but  the  patient 
began  to  complain  of  tenderness  in  the 
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mandible  over  the  area  of  the  swollen  lymph 
node.  Blood  cultures  were  taken  four  times 
because  of  the  question  of  osteomyelitis  and 
all  were  subsequently  negative.  Because  of 
the  persistence  of  symptoms  in  the  right  side 
of  the  jaw,  the  child  began  receiving  treat- 
ment with  penicillin  and  sulfisoxazole  (Gan- 
trisin)  oraUy.  On  November  2,  1962,  be- 
cause of  a progressive  fall  in  hemoglobin  to 

6.8  Gm.  per  100  ml.,  the  repeated  appearance 
of  petechiae  and  ecchymoses  over  the  ex- 
tremities and  chest,  and  a platelet  count 
persistently  around  15,000  to  20,000  the 
patient  was  transfused  with  200  cc.  of  fresh 
platelet-rich  plasma. 

Following  this  transfusion  she  complained 
of  itching  and  had  several  urticarial  lesions. 
These  symptoms  were  relieved  by  sub- 
cutaneous epinephrine  and  oral  diphen- 
hydramine hydrochloride  (Benadryl). 
Bone  marrow  aspiration  done  on  the  four- 
teenth hospital  day  was  hypocellular,  but 
revealed  a high  percentage  of  lymphocytes 
and  plasma  cells  consistent  with  aplastic 
anemia.  Following  the  platelet  transfusion 
there  was  no  improvement  in  ecchymoses, 
and  the  hemoglobin  continued  to  drop  to 
the  5.2  per  100  ml.  range.  Because  of  this, 
on  November  4 she  received  a transfusion 
of  500  cc.  of  fresh  whole  blood.  There  was 
no  further  gross  bleeding,  but  hematuria  con- 
tinued. 

On  the  eighteenth  hospital  day  the  patient 
had  six  loose  stools,  and  the  temperature  rose 
to  101  F.  She  had  mild  pain  in  the  left 
upper  quadrant  of  the  abdomen  but  no  other 
symptoms.  Diarrhea  stopped  spontane- 
ously, but  she  continued  febrile,  and  on  the 
next  day  the  temperature  had  risen  to 

103.8  F.  Blood  culture  was  taken  at  this 
time  and  was  negative.  Stool  cultures 
showed  a few  nonlactose  fermenters  thought 
to  be  Proteus.  Urine  culture  showed  few 
aerogenes,  Proteus,  and  staphylococcus  non- 
hemolyticus  thought  probably  to  be  con- 
taminants. The  patient  was  placed  in  a 
side  room  as  a precautionary  measure  and 
continued  to  do  well  despite  from  two  to 
eight  loose  and  sometimes  formed  stools  per 
day.  The  temperature  continued  in  the 
103  to  104  F.  range  despite  aspirin.  Her 
general  condition,  however,  was  good.  She 
had  no  nausea  or  vomiting  and  ate  exceed- 
ingly well. 

On  the  twentieth  hospital  day,  because  of 
a drop  in  the  hematocrit  to  22,  the  patient 


received  a transfusion  of  one  unit  of  packed 
cells.  The  blood  sugar,  zinc  turbidity,  and 
nonprotein  nitrogen  done  on  this  day  were  all 
normal.  Early  in  the  morning  of  the 
twenty-second  hospital  day  the  patient 
complained  of  severe  pain  in  the  lower  part  of 
the  abdomen  without  other  symptoms. 
The  temperature  was  103.8  F.  with  some 
slight  tenderness  in  the  lower  part  of  the 
abdomen  and  some  tenderness  on  rectal 
examination.  The  pain  subsided  spon- 
taneously within  two  or  three  hours.  The 
surgical  consultant  saw  the  patient  and 
felt  that  a surgical  condition  within 
the  abdomen  was  probably  not  present. 

A stool  smear  at  that  time  showed  no  white 
blood  cells.  Within  the  next  twelve  hours 
the  temperature  had  risen  to  105.8  F.,  the 
blood  pressxire  was  normal,  and  respirations 
and  pulse  were  140.  Nose  and  throat  cul- 
tures done  several  days  before  showed  beta 
hemolytic  streptococcus  group  A.  The 
patient  remained  alert  and  had  a clear 
sensorium  and  normal  findings  on  neurologic 
examination  as  well  as  completely  normal  j 
findings  on  general  physical  examination.  I 

Penicillin  and  sulfisoxazole  had  been  cut  ( 
two  days  before  because  of  the  persistent  ■ 
fever  which  was  thought  perhaps  to  be  due  1 
to  the  drug.  However,  with  the  finding  of  ( 
beta  hemolytic  streptococcus  in  the  throat, 
the  patient  was  started  on  10  million  units 
a day  of  intravenous  penicillin  and  was  given 
aspirin,  alcohol  sponges,  and  a cooling  tent  1 
in  an  effort  to  reduce  her  temperature,  but 
to  no  avail.  Over  the  next  twenty-four 
houi’S  the  temperature  remained  in  the 
105  to  106  F.  range  despite  the  use  of  cooling 
mattress  and  chlorpromazine  hydrochlo- 
ride (Thorazine)  per  rectum.  There  was  no 
change  in  the  findings  on  physical  examina- 
tion except  that  the  patient  gradually  be- 
came more  drowsy,  although  she  was  easily 
reusable.  The  hematocrit  dropped  to  20, 
and  she  received  a transfusion  of  150  cc.  of 
packed  cells.  The  fundi  were  normal, 
disks  flat,  neck  supple,  and  there  were  no 
meningeal  signs.  An  electrocardiogram 
showed  findings  within  normal  hmits  except 
for  tachycardia.  A chest  x-ray  film  revealed 
no  pneumonia,  and  an  abdominal  film  was 
unrevealing. 

Because  of  the  possibility  of  sepsis  as  the 
cause  of  the  fever  and  despite  essentially 
negative  cultures  so  far,  it  was  felt  that  fur- 
ther antibiotic  therapy  was  indicated,  and 
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tetracycline  and  sulfisoxazole  were  added  to 
the  intravenous  regimen.  The  temperature 
remained  elevated  in  the  105  to  106  F. 
range.  Hemoglobin  on  the  day  of  death  was 
9.6  Gm.  per  100  ml.  with  platelets  less  than 
25,000;  and  1,400  white  blood  cells  which 
were  essentially  100  per  cent  lymphocytes. 
Repeat  urinalysis  showed  no  white  blood 
cells,  only  rare  red  blood  cells,  many  coarse 
granular  casts,  and  2 plus  albumin.  A 
smear  of  urine  showed  no  white  blood  cells 
or  organisms.  Following  transfusion,  the 
hematocrit  gradually  fell  to  the  25  range. 

The  patient  became  progressively  more 
lethargic  and  hardly  reusable,  although  with 
prolonged  stimulation  she  did  respond  by 
opening  her  eyes.  She  began  to  have  some 
retching  movements  of  the  trunk  and  ex- 
tremities which  were  felt  probably  not  to  be 
seizures.  Papilledema  or  meningeal  signs 
were  not  present.  A lumbar  puncture  was 
done  with  the  finding  of  crystal-clear  fluid. 
The  opening  pressure  was  280.  Fifteen 
white  blood  cells  and  10  red  blood  cells  were 
seen  on  smear.  Protein  and  sugar  findings 
were  not  conclusive.  The  patient  was  re- 
ceiving large  amounts  of  intravenous  fluids 
and  was  noted  to  have  a steadily  increasing 
respiratory  rate,  but  the  pulse  remained 
stable  in  the  140  to  160  range.  Electro- 
cardiogram findings  were  imchanged.  Elec- 
trolytes drawn  two  hours  before  death  re- 


All in  the  mind 


An  athlete’s  demand  for  a great  amount  of 
meat  to  maintain  an  adequate  diet  is  largely 
psychologic,  not  physiologic,  reports  Today's 


vealed  sodium  118  mEq.  per  liter,  potassium 
3.4,  and  chlorides  86.  Carbon  dioxide  was 
20  mM.  per  liter,  and  the  blood  urea  nitrogen 
was  16  mg.  per  100  ml. 

Despite  the  continued  use  of  vasopressors, 
antibiotics,  steroids,  intravenous  fluids,  and 
blood  the  patient  continued  to  do  poorly. 
She  suddenly  stopped  breathing,  and  no 
blood  pressure  or  pulse  could  be  obtained. 
An  endotracheal  tube  was  passed,  and  large 
amounts  of  greenish-brown  fluid  were  suc- 
tioned. However,  she  could  not  be  revived 
and  was  pronounced  dead  at  8 : 15  p.m. 

Permission  for  a post-mortem  examination 
was  obtained.  These  findings  revealed 
aplastic  anemia,  probably  secondary  to 
DDT;  diffuse  hemorrhage;  fever  of  un- 
certain origin;  cardiac  arrest;  and  an  in- 
fected right  third  finger  tip  which  required 
debridement. 

It  is  regrettable  that  specific  information 
as  to  the  nature  of  the  solvent  involved 
in  the  DDT  used  was  not  available  at  the 
time  of  the  investigation.  Because  of  the 
persistence  of  the  DDT  in  the  body  fatty 
tissues,  DDT  determination  might  have 
been  more  revealing. 

The  mother  in  this  particular  case  had 
guilt  feelings  about  her  excessive  use  of 
DDT  in  the  home  and  found  it  difficult  to 
communicate  with  the  interviewing  Public 
Health  Nurse. 


Health,  published  by  the  American  Medical 
Association. 

Meat  and  protein  often  are  imduly  associated 
with  power,  but  the  athlete  and  the  heavy  la- 
borer actuaUy  have  no  greater  need  for  protein 
than  do  their  less  active  counterparts.  Using 
one’s  muscles  and  pushing  one’s  weight  around 
increases  caloric,  not  protein,  requirements. 
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Reports  from  conferences  sponsored  by  the 
Council  on  National  Security, 

American  Medical  Association, 
and  held  in  June  and  November,  1962 


The  1962  Civil  Defense 
Emergency  Hospital  Program 

ARNOLD  H.  DODGE 
Washington,  D.  C. 

Chief,  Health  Resources  Branch,  Division  of  Health 
Mobilization,  U.S.  Public  Health  Service 


F OR  ALMOST  TEN  YEARS  there  has  been  a 
continuing  Federally  sponsored  emphasis 
on  the  CDEH  (Civil  Defense  Emergency 
Hospital) . We  are  in  the  position  where  we 
must  consider  whether  this  emphasis  is 
properly  directed,  whether  the  greatest 
emergency  care  capacity  yield  per  dollar 
spent  is  being  accomphshed,  and  whether 
there  are  alternate  or  concurrent  measures 
which  should  be  initiated  better  to  achieve 
the  objective. 

Any  projected  pursuits  composing  the 
magnitude  of  the  CDEH  program  must 
withstand  constant  and  severe  evaluation 
in  terms  of  a clearly  stated  objective.  To 
provide  a means  to  pass  judgment  as  to  the 
justification  or  rational  basis  of  the  CDEH 
concept,  a summary  of  the  1962  program 
is  in  order  because  it  best  consummates  a 
tangible  increment  of  several  years  of  “hard- 
earned”  experience.  But  first,  a few  state- 
ments to  serve  as  a bridge  into  the  subject. 

One  of  the  apphcable  objectives  of  the 
Division  of  Health  Mobilization  of  the  Pub- 
lic Health  Service  is  to  assist  the  states  and 
communities  to  develop  capabilities  to  carry 

Presented  at  the  tenth  annual  Conference  on  Disaster 
Medical  Care,  Chicago,  Illinois,  June  23, 1962. 


out  an  effective  emergency  health  plan. 
Accordingly,  the  Division  is  charged  to 
“master-mind”  plans  and  programs  which 
wiU  logically  resolve  a complex  set  of  vari- 
able circumstances  which  may  occur  at  the 
community  level.  Division  personnel  do 
not  “have  the  market”  on  unique  and  supe- 
rior intellectual  qualities  which  set  them  apart 
from  their  state  and  local  counterparts,  but 
they  are  in  a position  to  obtain  funds  and 
establish  national  programs  which  can  be 
useful.  Division  guidance  is  obtained  from 
officiafiy  assumed  attack  conditions,  ap- 
phcable laws.  Presidential  directives, 
administration  pohcy  documents,  and  ex- 
pressions of  program  feasibihty  originating 
at  the  state  and  local  level. 

Fundamental  working  hypothesis 

Within  the  complex  intermesh  of  facts, 
figirres,  and  postulations  used  as  indicators 
or  planning  base  for  preparedness  actions 
to  cope  with  a civil  defense  emergency,  it  is 
possible  to  derive  an  element  of  logical  pur- 
suit. Triage  wiU  be  sorely  needed  for  mass 
casualty  management,  but  it  should  also  be 
apphed  originally  and  hberaUy  to  all  the 
advice  a civil  defense  programmer  receives 
as  guidance  for  preparedness  measures. 
After  a severe  sorting  process  is  apphed  to 
a comprehensive  postattack  analysis  of  the 
nation,  a few,  fairly  clear,  selected  facts  can 
be  derived  which  may  be  designated  as  a 
fundamental  working  hypothesis: 

1.  The  magnitude  of  a national  disaster 
wiU  create  an  immediate  and  wide  disparity 
between  medical  care  needs  and  the  national 
capacity  to  provide  adequate  care  during 
the  initial  postattack  period.  Thus,  such 
a disaster  precludes  the  accomphshment  of 
early  postattack  medical  care  at  the  quahty 
level  of  peacetime  practice. 
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2.  The  wide  variations  of  potential 
circumstances  which  may  be  confronted  by 
a community  preclude  the  possibility  of 
solid  adherence  to  a single  fixed  plan  of 
emergency  care  operations.  Decisions  will 
be  required  to  adjust  to  actual  conditions. 

3.  The  normal  manufacturing  and  dis- 
tribution capacities  of  the  nation  wiU  be 
severely  disrupted  for  an  extended  period 
of  time.  Therefore,  essential  commodity 
requirements  for  community  survival  should 
be  on  hand,  at  the  community  level,  in 
quantities  reasonably  equated  to  initial 
operational  needs,  based  on  a state  plan  as 
augmented  by  a community  plan. 

4.  Community  capacity  to  achieve  max- 
imum effective  utilization  of  health  resources 
will  be  in  direct  proportion  to  the  degree  of 
sophistication  of  an  organized  emergency 
health  service. 

5.  Long-range  survival  depends  on  con- 
tinued availability  of  essential  commodities. 

With  reference  to  the  hypothesis,  the  cur- 
rent Federal  concept  of  a medical  stockpile 
program  is  composed  of  two  primary  phases: 

Phase  I provides  a means  for  the  states  to 
acquire  community-level  medical  items  to 
augment  existing  stocks  in  quantities  and 
product  mix  to  cover  initial  estimated  post- 
attack operational  needs  for  a period  of  not 
less  than  thirty  days. 

Phase  II  provides  a means  for  assuring 
reserve  essential  medical  care  items  for  a 
postattack  period  of  not  less  than  six  months 
or  until  priority  production  output  can  again 
approach  the  national  demand. 

It  should  be  noted  that  priority  emphasis 
on  the  two  phases  may  not  remain  in  the 
order  listed  but  may  be  a combination  of 
both. 

Acquisition  of  new  units 

The  1962  CDEH  program  illustrates 
aggressive  action  on  Phase  I.  Seven  hun- 
dred and  fifty  newly  designed  hospitals  are 
now  imder  procurement.  These  new  units 
composed  of  essentially  the  same  “hard- 
core” hospital  items  as  the  1,932  200-bed 
CDEH  units  previously  prepositioned, 
but  with  one  important  difference:  the 

expendable  or  consumable  items  have  been 
increased  both  as  to  quantity  and  selection 
to  cover  estimated  fuU-bed  capacity  needs 
for  at  least  thirty  days.  The  previous  units, 
with  self-contained  three  or  four  days  sup- 


plies relied  heavily  on  community  shelf 
stocks  and  replenishment  units  originating 
from  remote  Civil  Defense  medical  depots. 

The  new  units  have  a value  of  about 
$45,000  each,  compared  to  the  $22,000  value 
of  the  older  unit;  the  number  of  line  items 
has  been  about  doubled  to  680,  and  in- 
dividual items  tripled  to  over  27,000.  The 
increase  in  cost,  as  mentioned,  is  due  pri- 
marily to  expanding  the  quantity  and  selec- 
tion of  consumable  items. 

The  component  listing  of  the  new  units, 
designated  as  Model-62,  is  serving  as  the 
master  listing  for  a concurrent  program 
which  consists  of  adding  a series  of  supple- 
mental supply  additions  to  the  existing 
prepositioned  CDEH’s.  Based  on  a se- 
quence of  actions,  when  a community  can 
assinre  the  necessary  additional  and  satis- 
factory storage  space,  the  Federal  govern- 
ment will  furnish  three  proposed  supple- 
ments to  each  CDEH  site: 

Supply  addition  1.  The  first  supplement 
is  valued  at  about  $6,500  and  is  composed 
of  central  stockpile  depot  stocks  now  on 
hand. 

Supply  addition  2.  The  second  supple- 
ment is  valued  at  about  $2,600  and  is  com- 
posed of  items  procured  simultaneously  with 
the  Model-62  components. 

Supply  addition  3.  The  third  supple- 
ment is  valued  at  about  $7,800,  subject  to 
the  availability  of  immediate  future  ap- 
propriations. 

Explanation  of  details 

The  1962  Civil  Defense  Hospital  Program 
has  established  several  precedents  and  re- 
fined the  program  details  on  others: 

1.  Each  prepositioned  imit  will  contain 
a thirty -day  initial  supply  capability,  which 
places  all  replenishment  units  at  the  hos- 
pital site  rather  than  at  a remote  depot 
point.  In  effect,  this  “stockpiles”  a por- 
tion of  transportation  and  related  support- 
ing service  requirements. 

2.  The  hospital  components  have  been 
selected  in  terms  of  a typical  emergency 
workload,  defined  by  sickness  and  injury 
categories  within  a total  workload.  Al- 
though the  actual  workload  may  differ 
from  the  theoretic,  it  is  now  possible  to  offer 
a basis  for  reasonable  identification  of  CDEH 
supplies  and  equipment  with  medical  care 
entities;  This  feature  assures  a higher 
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degree  of  continuity  of  thought  when  various 
individuals  and  committees  evaluate  the 
CDEH  as  a functional  unit. 

3.  Inunediate  program  projections  will 
permit  the  placement  of  a total  of  about 
$100  million  worth  of  reserve  medical  items 
at  the  commimity  level  within  eighteen  to 
twenty -four  months.  This  figure  is  reached 
by  totaling  the  $40  million  value  of  existing 
CDEH’s,  $30  million  composing  the  “beef- 
up”  of  these  units  to  a thirty-day  supply, 
and  $30  million  for  750  new  CDEH’s.  This 
will  result  in  50  per  cent  of  the  over-aU 
medical  stockpile  value  being  placed  at  the 
community  consumer  point. 

4.  A completely  new  Federal  CDEH  in- 
spection system  is  now  in  effect.  Through 
a coordinated  Department  of  Health,  Educa- 
tion, and  Welfare  regional,  state,  community 
and  stockpile  depot  program,  each  CDEH 
site  will  be  inspected  at  fixed  intervals  (nor- 
mally, each  year),  items  which  have  dete- 
riorated will  be  replaced,  and  storage  in- 
consistencies corrected.  The  Federal  in- 
spection and  replacement  program  coupled 
with  continual  local  custodial  surveillance 
and  maintenance  at  each  storage  site  wUl 
overcome  one  of  the  major  problems  which 
has  confronted  the  medical  stockpiling 
activity.  Within  the  next  several  months, 
each  CDEH  will  be  placed  in  and  held  in  a 
constant  state  of  readiness. 

5.  A prepositioned  CDEH  with  a thirty- 
day  expanded  supply  furnishes  an  excellent 


Tissue  storage  available 

The  average  community  hospital  should  be 
financially  able  to  process  and  store  tissues  for 
human  transplantation  thanks  to  technics  which 
have  been  developed  recently. 

Readily  available  tissues  from  the  recently  de- 
ceased should  enable  surgeons  to  meet  their  re- 


resource of  items  in  functional  balance  to 
operate  as  a hospital  entity,  to  augment  or 
expand  the  capacity  of  an  on-going  un- 
damaged hospital,  and  to  serve  as  a minor 
warehouse  depot  to  cover  balanced  or  bulk 
supply  and  equipment  demands  for  any 
commimity  emergency  care  exigency. 


Comment 

The  current  and  projected  CDEH  pro- 
gram goals  are  presently  under  evaluation 
by  the  State  Civil  Defense  Advisory  Com- 
mittee. Present  indications  are  that  the 
Federal  government  should  continue  placing 
emphasis  on  the  program.  However,  a new 
issue  is  taking  shape  in  the  form  of  a pre- 
positioned stockpile  depot  concept.  This 
project  would  incorporate  program  principles 
similar  to  the  CDEH  program  but  would 
apply  to  the  Phase  II  medical  stockpile 
objectives;  the  back-up  or  long-range  re- 
serve phase.  A prepositioned  depot  would 
afford  the  ultimate  in  stockpile  distribu- 
tion and  place  the  emergency  utilization  of 
such  stored  conunodities  under  direct  ju- 
risdiction of  the  states  and  communities. 

The  value  of  the  CDEH  program  is  sub- 
ject to  comparison  with  alternate  measures. 
Are  there  other  methods  or  concepts  of 
reasonable  cost  which  can  furnish  a standby 
emergency  medical  care  capability  of  equal 
or  better  value? 


quirements  for  all  grafts  currently  practical  for 
human  transplantation,  such  as  skin  and  bone, 
according  to  an  article  in  the  September  Archives 
of  Surgery. 

Experience  has  shown  that  permission  is  easily 
obtained  from  the  next-of-kin  for  the  donation  of 
tissues.  A simple  form  signed  by  the  relative 
and  witnessed  by  the  requesting  physician  is  all 
that  is  legally  required  in  most  states. 
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Government  and  Reflective  Man 


The  greatest  threat  any  organized  govern- 
ment faces  is  the  seemingly  inocuous  and  oh-so- 
ordinary  combination  of  a winter  evening,  a 
friendly  glowing  fireplace,  an  everyday  average 
man,  a good  cigar,  and  a couple  of  leisure  hours. 

Innocent  and  nonmenacing  this  homely 
combination  may  seem,  yet  it  is  the  perfect 
culture  medium  for  the  uncontaminated  growth 
of  that  destructive  and  subversive  instrument — 
the  reflective  thought  of  man. 

For  in  these  circumstances,  man  is  free  from 
the  tyranny  of  time  and  his  daily  and  hectic  war 
with  a ticking  clock.  Here  he  escapes  the  steady 
unremitting  pressure  of  the  monotonous  daily 
struggle  for  survival.  Here  he  can  relax  the 
constant  guarding  of  his  social  prestige;  as  the 
enveloping  vise  of  conformity  lessens,  he  lays 
aside  his  feeling  of  guilt  and  fear  of  condemna- 
tion by  self  and  others,  and  so  he  does  not  need 
the  comfort  and  reassurance  of  thinking  and 
acting  as  does  his  neighbor;  here  and  only  here 
he  suffers  no  apprehension  or  panic  in  the 
possibility  of  being  different. 

Here,  he  is  away  from  the  hoorah  and  aU  its 
panoply;  he  is  not  subject  to  the  stimulation  of 
the  brass  band,  the  infectious  excitement  of  the 
crowd,  the  heady  cheers,  the  emotion-charged 
words.  Here,  by  his  own  fireside,  none  of  these 
intrude  to  divert  attention  or  bewilderingly 
disturb  the  logic  of  his  thinking. 

Here,  that  gradual  letdown  first  comes,  a 
creeping  somnolence  as  a man  sinks  into  the 
twilight  between  wakefulness  and  sleep  and  the 
reflective  fantasies  that  engage  one’s  mind  in 
such  condition.  Free  from  the  hurly-burly  of 
the  hoopla,  from  the  contagion  of  the  claque, 
from  the  pressures  of  crowd  emotion  and  the 
beguiling,  insinuating,  and  promising  words  of 
the  orator,  he  can  see  through  the  false  fagade 
of  professed  liberalism  and  punctual  train 
service  to  spot  an  II  Duce  in  all  his  bombastic 
pretentiousness.  This  unassuming  combina- 
tion of  firelight,  tobacco,  leisure,  and  man 
provides  a special  type  of  spectacles  needed  to 
pierce  the  obfuscating  curtain  called  Socialism 
and  reveal  Der  Fiihrer  in  aU  his  megalomaniac 
paranoia;  it  gives  man  the  audacity  to  lift  and 
peer  under  the  apparently  pure  robe  purportedly 
woven  of  that  finest  of  thread  trademarked 
“Peasant”  and  disclose  it  as  only  a disguising 
shroud  for  the  cold,  calculating,  and  not  so  pure 
Man  of  Steel.  Here  also  he  sees  not  only  these 
leaders  for  what  they  are,  but  also  he  eludes 
bemusement  by  their  claimed  accomplishments 


and  their  honied  pictures  of  tomorrow;  can 
sense  and  understand  that  these  apparently 
indestructible  and  all-powerful  dictators  are 
doomed — doomed  not  from  any  extrinsic  force, 
although  such  force  may  be  the  active  agent,  but 
doomed  from  within.  Inherently  doomed  by 
their  very  natures,  for  steel  wUl  tarnish  and  rust, 
and  sooner  or  later  balloons  will  be  punctured 
and  will  collapse  by  deflation,  paranoiacs  must 
eventually  seek  some  Valhalla  because  this 
world  of  men  is  not  for  gods  and  beards  will  be 
shaved  either  by  avenging  neighbors  or  by  the 
attending  mortician. 

But  it  is  not  only  the  evil  government  that 
encounters  and  eventually  succumbs  to  the 
untrammelled  and  uninfluenced  thoughts  of  man. 
Every  government  will  find  itself  judged  in  such 
manner.  And,  when  it  is  so  judged,  men  will 
recall  the  pohticians’  promises  and  measure 
them  against  performance;  at  this  time  they  will 
remember  the  objectives  and  principles  leading 
to  the  establishment  of  their  government  and 
with  this  yardstick  determine,  not  so  much 
whether  or  not  the  specifics  have  been  main- 
tained but  whether  the  basic  philosophy  has  been 
treasured  and  preserved  or  discarded;  whether 
succeeding  governments  will  and  the  present 
government  does  cultivate  and  guard  these 
foundation  principles  or  if  such  fundamental 
truths  are  ignored  and  flouted.  As  man  reflects 
he  realizes  that  whatever  a government  may 
become,  however  far  it  may  stray  from  its 
original  tradition,  it  will  never  lose  the  jargon  of 
its  genesis.  So  it  is  that  the  corrupt  govern- 
ment and  its  opportunist  leaders,  the  vicious 
and  demanding  dictatorship,  or  the  benevolent 
and  enervating  patriarchy  all  talk  of  freedom, 
of  liberty,  of  security,  and  of  their  overwhelming 
concern  for  and  their  dedication  to  “the  little 
man.” 

This  “little  man,”  at  times  called  “forgotten,” 
“peasant,”  “man  in  the  street,”  “citizen,” 
“Joe  Doaks,”  “one  of  the  masses,”  or  “of  the 
proletariat,”  may  swallow  the  words  and  forget 
the  substance  when  mesmerized  by  the  soothing 
oratory  of  the  demagogue;  he  may  be  easily 
bewitched  and  appear  enthralled  by  the  golden 
promises  of  some  vote-seeking  opportunist. 
But  when  he  is  able  to  commune  with  himself, 
then  the  chaff  is  blown  away  and  he  senses  the 
hard  reality  of  actuality  and  can  find  his  way 
through  the  maze  of  half-truths,  no  longer 
blinded  by  the  dazzling  glitter  of  the  fraudulent 
promise  of  prosperity  without  labor,  and  he  sees 
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the  cheap  trickery  of  the  midway  “something- 
for-nothing”  come-on. 

So  to  every  government  and  to  those  that 
form  it  we  respectfully  address  this  warning. 
You  may  never  read  it  and  if  you  do  will 
undoubtedly  ignore  it;  but  some  day  you  will 
realize  within  these  few  words  lies  not  the 
gossamer  of  intuitive  prophecy  but  the  hard 
core  of  fundamental  truth. 

As  long  as  man  is  free  to  think  he  will  come  to 
appreciate  the  venahty  of  government  even  if 
it  be  his  own.  He  may  well  not  become  rebel- 
lious, for  he  is  not  too  demanding  and  prefers  to 
avoid  change  unless  it  be  forced  on  him  or  unless 
the  present  becomes  so  intolerable  that  change 
becomes  imperative.  However,  you  delude 
yourselves  if  you  think  such  inactivity,  such 
failure  to  revolt  or  to  vote  you  out  of  office 
indicates  complacent  acceptance  of  your  ration- 
alizing explanations.  You  fool  yourselves  if 
this  lulls  you  into  the  mistaken  notion  that  the 
individual  man  has  no  concern  with  your  actions, 
or  if  you  fall  into  the  trap  of  cynically  appraising 
your  citizenry  as  having  an  average  age  of 
twelve  or  possessing  such  short  memories  that 
double-dealing  and  neglected  promises  are 
forgotten. 

You  may  think  him  an  instrument  you  can 
always  control  by  the  demagogic  technic  of 
giving  him  a nickel  and  promising  to  take  a 


dime  away  from  a more  favored  and  envied 
fellow  man.  While  this  device  may  seem  to 
work,  it  will  be  seen  in  all  its  tawdry  shoddiness 
when  man  thinks  reflectively.  At  first  comes 
wonderment,  then  contempt,  then  amusement, 
and  finally  ridicule.  Now  he  has  had  it. 
When  someone  or  something  pushes  he  won’t 
raise  a finger  to  keep  you  from  toppling.  He 
will  regard  your  downfall  with  indifference  or 
with  glee.  Don’t  kid  yourself  that  professed 
goodness  of  intent  wfil  save  you.  Free  to 
think  he  reahzes  that  enveloping  cotton  wool 
will  limit  his  movements  as  much  as  will 
chains.  He  senses  the  indignity  of  accepting 
those  things  he  should  and  can  provide  for 
himself.  He  appreciates  that  your  provision  of 
every  need  for  himself  and  his  family  debases 
and  hquefies  his  sense  of  personal  responsi- 
bility and  in  time  destroys  his  hberty  as  surely 
and  as  effectively  as  would  whips,  walls,  and 
overseers. 

You  think  your  welfare  state  will  earn  his 
gratitude;  forget  it;  dependence  maybe  but 
a “thank  you” — never.  Does  a hon  thank  the 
zoo  attendant  just  because  the  attendant  feeds 
him?  Will  his  dependence  bind  him  to  you? 
Answer  this  yourself:  Open  the  door  for  a 

caged  bird — will  it  fly  away? 


WRC 


War  on  TB  urged 

A national  health  authority  has  urged  a na- 
tion-wide campaign  to  eradicate  tuberculosis  by 
seeking  out  the  40  to  50  mfilion  Americans  who 
harbor,  like  “concealed  weapons,”  the  germs 
that  can  produce  active  TB. 

J.  Arthur  Myers,  M.D.,  of  the  University  of 
Minnesota  School  of  Public  Health,  says  that 
family  physicians  should  be  on  the  front  line  of  a 
campaign  to  wipe  out  tuberculosis,  “which 
causes  more  incapacity  and  death  than  aU  other 
contagious  diseases  combined.” 

Dr.  Myers  says  the  immediate  task  is  to  con- 
vince tuberculosis  workers  everywhere  and 
legislators  that . . . sizable  additional  sums  of 
money  will  be  necessary  to  carry  out  the  testing 
and  retesting  with  appropriate  follow-up  pro- 


cedures to  be  conducted  community-by-com- 
munity throughout  the  nation. 

“This  cost  will  be  far  less  than  the  present  cost 
of  hospitahzation  and  treatment,  and  ultimately 
will  be  the  only  cost  when  hospitalization  and 
treatment  are  no  longer  needed.” 

Tuberculosis  now  costs  the  United  States  $740 
million  annually.  It  kills  about  10,000  persons 
annually  in  the  United  States  and  of  the  nearly 
55,000  new  active  cases  of  TB  reported  in  the 
U.S.  in  1962,  about  43,000  of  them  were  in  an 
advanced  stage. 

The  highest  priority  for  eradication  belongs  to 
children,  who  must  receive  the  first  considera- 
tion. Children  are  all  born  free  from  tubercle 
bacilli.  Whenever  an  infant  or  a young  child 
becomes  infected,  the  eradication  goal  is  no 
nearer  than  the  end  of  their  hves — an  average  of 
seventy  years.” 
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Necrology 


Thaddeus  Hoyt  Ames,  M.D.,  of  Phoenix, 
Arizona,  formerly  of  New  York  City,  died  on 
April  17,  at  the  age  of  seventy-eight.  Dr.  Ames 
graduated  in  1907  from  the  University  of 
Michigan  Medical  School.  He  was  a Fellow  of 
the  American  Psychiatric  Association  and  a 
member  of  the  American  Psychoanalytic  As- 
sociation, the  New  York  Academy  of  Medicine, 
the  New  York  Psychoanalytic  Society,  the  New 
York  Neurological  Society,  the  New  York 
Society  for  Clinical  Psychiatry,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Sarah  Ellis  Avey,  M.D.,  of  Yaphank,  died  on 
February  17  at  the  age  of  eighty-three.  Dr. 
Avey  graduated  in  1909  from  Denver  and  Gross 
College  of  Medicine. 

Bernard  Bilinsky,  M.D.,  of  Ridgewood,  died 
on  April  24  at  the  age  of  sixty-one.  Dr.  Bilinsky 
graduated  in  1927  from  Boston  University 
School  of  Medicine.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings  and  the 
Medical  Society  of  the  State  of  New  York. 

Nicholas  Armand  Biondi,  M.D.,  of  New 
York  City,  died  on  March  31  at  the  age  of 
fifty-five.  Dr.  Biondi  received  his  medical 
degree  from  the  University  of  Turin  in  1933. 
He  was  an  associate  attending  physician  at  St. 
Vincent’s  Hospital.  Dr.  Biondi  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  John  Cacioppo,  M.D.,  of  Central 
Islip,  died  on  May  21  at  the  age  of  fifty-five. 
Dr.  Cacioppo  graduated  in  1934  from  Loyola 
University  Medical  School.  He  was  supervising 
psychiatrist  at  Central  IsUp  State  Hospital  and 
a junior  assistant  attending  psychiatrist  at 
Mercy  Hospital,  Rockville  Centre.  Dr. 
Cacioppo  was  a member  of  the  Association  of 
Military  Surgeons  of  the  United  States,  the 
Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Kent  Stanley  Clark,  M.D,,  of  Utica,  formerly 
of  Schenectady,  died  on  March  14  at  the  age  of 
eighty-five.  Dr.  Clark  graduated  in  1902  from 
Albany  Medical  College.  He  was  a member  of 
the  Schenectady  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Leonard  Vincent  Don  Diego,  M.D.,  of 
Brooklyn,  died  on  February  16  at  the  age  of 
forty-eight.  Dr.  Don  Diego  graduated  in  1940 
from  the  University  of  Maryland  School  of 
Medicine  and  College  of  Physicians  and  Sur- 
geons. He  was  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Frederic  Estabrook  Elliott,  M.D.,  of 
Brooklyn,  died  on  September  7 at  the  age  of 
eighty-one.  Dr.  Elliott  graduated  in  1904  from 
the  Eclectic  Medical  Institute  of  Cincinnati. 
He  had  retired  in  1961  as  consultant  to  United 
Medical  Service,  Inc.,  known  as  Blue  Shield, 
for  which  he  had  been  a founder  in  1944  and  a 
vice-president.  Previously  he  had  been  secre- 
tary of  the  Medical  Expense  Fund  of  New  York, 
secretary-treasurer  of  the  Associated  Medical 
Research  Service  of  New  York,  and  in  1935  was 
chairman  of  the  Medical  Economics  Committee 
of  the  Medical  Society  of  the  State  of  New  York. 
Dr.  Elliott  composed  the  first  draft  of  the  State 
Workmen’s  Compensation  Law  with  the  late 
George  Voss  and  he  was  also  given  credit  for  the 
article  in  the  State  Insurance  Law  that  gave 
legal  status  to  nonprofit  medical  care.  Dr. 
Elliott  was  a Diplomate  of  the  American  Board 
of  Radiology  and  a member  of  the  New  York 
Roentgen  Society,  the  Medical  Society  of  the 
County  of  Kings,  and  the  Medical  Society  of  the 
State  of  New  Y ork. 

Vincent  A.  Gorman,  M.D.,  of  Kingston,  died 
on  December  17,  1962,  at  the  age  of  forty-eight. 
Dr.  Gorman  graduated  in  1942  from  Cornell 
University  Medical  College. 

Meyer  Kaplan,  M.D.,  of  Brooklyn,  died  on 
January  11  at  the  age  of  sixty -five.  Dr.  Kaplan 
graduated  in  1922  from  New  York  University 
and  Bellevue  Hospital  Medical  College.  He  was 
an  attending  rectal  surgeon  (Off  Ward  Service) 
at  Beth-El  Hospital.  Dr.  Kaplan  was  a FeUow 
of  the  American  College  of  Surgeons  and  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Kings  and  the  Medical  Society  of  the  State  of 
New  York. 

Anna  Kaslow,  M.D.,  of  New  York  City,  died 
on  February  11  at  the  age  of  sixty- three.  Dr. 
Kaslow  graduated  in  1924  from  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  College. 
She  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
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State  of  New  York,  and  the  American  Medical 
Association. 

Frederick  A.  Kassebohm,  M.D.,  of  New  York 
City,  died  on  March  18  at  the  age  of  seventy- 
nine.  Dr.  Kassebohm  graduated  in  1913  from 
New  York  University  and  Bellevue  Hospital 
Medical  College.  He  was  a consulting  obstetri- 
cian at  St.  Joseph’s,  Yonkers  General,  and  Har- 
lem Hospitals.  Dr.  Kassebohm  was  a Diplo- 
mate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  New  York 
County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Beatrice  Katz,  M.D.,  of  New  York  City,  died 
on  January  29  at  the  age  of  forty-eight.  Dr. 
Katz  graduated  in  1937  from  Woman’s  Medical 
College  of  Pennsylvania.  She  was  an  associate 
attending  psychiatrist  at  Flower  and  Fifth 
Avenue  Hospitals  and  an  assistant  attending 
psychiatrist  at  Metropolitan  Hospital.  Dr. 
Katz  was  a member  of  the  American  Psy- 
choanalytic Association,  the  Academy  of  Psy- 
choanalysis, the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the  State  of 
New  York. 

Rubin  Klein,  M.D.,  of  Brooklyn,  died  on 
April  18  at  the  age  of  sixty-two.  Dr.  Klein 
graduated  in  1927  from  Tufts  College  Medical 
School.  He  was  a member  of  the  American 
Rheumatism  Association,  the  New  York  Rheu- 
matism Association,  the  Brooklyn  Society  of 
Internal  Medicine,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Jacob  S.  Kominz,  M.D.,  of  Rochester,  died  on 
April  25  at  the  age  of  seventy-seven.  Dr. 
Kominz  graduated  in  1914  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  physician  in  internal  medi- 
cine at  Park  Avenue  Hospital.  Dr.  Kominz  was 
a member  of  the  American  Rheumatism  Associa- 
tion, the  Rochester  Academy  of  Medicine,  the 
Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Albert  Lafleur,  M.D.,  of  Poughkeepsie,  died 
on  March  18  at  the  age  of  sixty-three.  Dr. 
Lafleur  graduated  in  1925  from  the  University 
of  Montreal  Faculty  of  Medicine.  He  was 
supervising  psychiatrist  at  Hudson  River  State 
Hospital.  Dr.  Lafleur  was  a member  of  the 
American  Thoracic  Society,  the  New  York 
Trudeau  Society,  the  Dutchess  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Francis  Leede,  M.D.,  of  Flushing,  died 
on  April  19  at  the  age  of  thirty-one.  Dr.  Leede 


graduated  in  1958  from  New  York  Medical 
College. 

Edith  M.  Lehnis,  M.D.,  of  Buffalo,  died  on 
January  30  at  the  age  of  seventy-seven.  Dr. 
Lehnis  graduated  in  1911  from  Woman’s  Medi- 
cal College  of  Pennsylvania.  She  was  a member 
of  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Robert  Osborn  Loomis,  M.D.,  of  Syracuse, 
died  on  April  6 at  the  age  of  forty-seven.  Dr. 
Loomis  graduated  in  1941  from  Cornell  Uni- 
versity Medical  College.  He  was  chief  of 
obstetrics  and  gynecology  at  Crouse-Irving 
Hospital,  an  attending  gynecologist  at  Syracuse 
Memorial  Hospital,  a consulting  obstetrician 
and  gynecologist  at  University  Hospital,  and  an 
attending  gynecologist  at  Veterans  Administra- 
tion Hospital.  Dr  Loomis  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and  Gynecol- 
ogy, a Fellow  of  the  American  College  of  Sur- 
geons, a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  and  a member 
of  the  Onondaga  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New  York. 

Edward  Lancelot  Mais,  M.D.,  of  New  York 
City,  died  on  December  26,  1962,  at  the  age  of 
fifty-five.  Dr.  Mais  graduated  in  1937  from 
Howard  University  College  of  Medicine.  He 
was  an  associate  attending  physician  at  Harlem 
Hospital  and  a consulting  physician  in  allergy 
at  Mt.  Morris  Park  Hospital.  Dr.  Mais  was  a 
member  of  the  New  York  Allergy  Society,  the 
New  York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New  York. 

Thomas  Jerome  McKiernan,  M.D.,  of 
Brooklyn,  died  on  February  7 at  the  age  of 
seventy.  Dr.  McKiernan  graduated  in  1917 
from  Fordham  University  School  of  Medicine. 

Charles  F.  Nieder,  M.D.,  of  Downer’s  Grove, 
Illinois,  formerly  of  Bethpage,  died  on  March  29 
at  the  age  of  ninety-one.  Dr.  Nieder  graduated 
in  1902  from  the  University  of  Michigan  Medical 
School.  He  was  an  honorary  member  of  the 
medical  staff  of  Binghamton  General  Hospital. 
Dr.  Nieder  was  a member  of  the  Ontario  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Hyatt  Regester,  M.D.,  of  Buffalo,  died  on 
April  17  at  the  age  of  eighty-three.  Dr.  Regester 
graduated  in  1903  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  an  at- 
tending surgeon  at  Lafayette  General  Hospital. 
Dr.  Regester  was  a member  of  the  Buffalo  Acad- 
emy of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 
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Edward  Arthur  Reilly,  M.D.,  of  Brooklyn, 
died  on  February  16  at  the  age  of  fifty -seven. 
Dr.  Reilly  graduated  in  1937  from  Long  Island 
College  Medical  School.  He  was  an  attending 
physician  at  St.  John’s  Hospital.  Dr.  Reilly 
was  a Fellow  of  the  American  College  of  Car- 
diology, a Fellow  of  the  American  College  of 
Chest  Physicians,  and  a member  of  the  Ameri- 
can Geriatrics  Society,  the  Brooklyn  Society  of 
Internal  Medicine,  the  New  York  Cardiological 
Society,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Benjamin  Rosenbluth,  M.D.,  of  New  York 
City,  died  on  February  4 at  the  age  of  eighty- 
five.  Dr.  Rosenbluth  graduated  in  1902  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  adjunct  consulting  neuro- 
psychiatrist at  New  York  Polyclinic  Hospital. 
Dr.  Rosenbluth  was  a Diplomats  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurology  and  a 
member  of  the  American  Academy  of  Neurol- 
ogy, the  New  York  Academy  of  Medicine,  the 
New  York  Neurological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Alphons  Rothschild,  M.D.,  of  Syracuse,  died 
on  April  14  at  the  age  of  seventy-five.  Dr. 
Rothschild  received  his  medical  degree  from  the 
University  of  Heidelberg  in  1913.  He  was  a 
member  of  the  Onondaga  County  Medical 
Society  and  the  Medical  Society  of  the  State  of 
New  York. 

William  Cloud  Rutledge,  M.D.,  of  New  York 
City,  died  on  February  21  at  the  age  of  eighty- 
three.  Dr.  Rutledge  graduated  in  1908  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Maud  Schagrin,  M.D.,  of  New  York  City, 
died  on  April  15  at  the  age  of  sixty-four.  Dr. 
Schagrin  graduated  in  1925  from  Woman’s 
Medical  College  of  Pennsylvania. 

Maxwell  Harold  Scholnik,  M.D.,  of 

Brooklyn,  died  on  March  6 at  the  age  of  sixty- 
two.  Dr.  Scholnik  graduated  in  1924  from  New 
York  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  attending  physician  at 
Coney  Island  Hospital  and  an  associate  attend- 
ing physician  at  Caledonian  Hospital.  Dr. 
Scholnik  was  a Fellow  of  the  American  College 
of  Chest  Physicians  and  a member  of  the 
Brooklyn  Society  of  Internal  Medicine,  the 
Medical  Society  of  the  County  of  Kings,  and  the 
Medical  Society  of  the  State  of  New  York. 

Morris  Sherman,  M.D.,  of  Brooklyn,  died  on 
April  26  at  the  age  of  seventy.  Dr.  Sherman 


graduated  in  1915  from  Long  Island  College 
Hospital  Medical  School.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Kings  and 
the  Medical  Society  of  the  State  of  New  York. 

W.  Russell  Smith,  M.D.,  of  New  York  City, 
died  on  March  5 at  the  age  of  seventy-one.  Dr. 
Smith  graduated  in  1920  from  Tufts  College 
Medical  School.  He  was  a senior  attending 
pediatrician  at  St.  Vincent’s  Hospital  and  an  as- 
sistant attending  pediatrician  (inactive)  at 
Presbyterian  Hospital.  Dr.  Smith  was  a 
Diplomate  of  the  American  Board  of  Pediatrics 
and  a member  of  the  American  Academy  of 
Pediatrics,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Paul  Strasser,  M.D.,  of  Astoria,  died  on 
March  3 at  the  age  of  seventy-five.  Dr.  Strasser 
received  his  medical  degree  from  the  University 
of  Vienna  in  1911.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens  and 
the  Medical  Society  of  the  State  of  New  York. 

Joseph  Michael  Thornton,  M.D.,  of 
Syracuse,  died  on  April  13  at  the  age  of  fifty- 
nine.  Dr.  Thornton  graduated  in  1930  from 
Georgetown  University  School  of  Medicine.  He 
was  an  attending  anesthetist  at  St.  Joseph’s 
Hospital  and  a consulting  anesthetist  at  St. 
Mary’s  Hospital.  Dr.  Thornton  was  a member 
of  the  Syracuse  Academy  of  Medicine,  the 
Onondaga  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New  York. 

Oscar  Tropp,  M.D.,  of  New  York  City,  died 
on  March  2 at  the  age  of  sixty-two.  Dr.  Tropp 
received  his  medical  degree  from  the  University 
of  Dalhousie  in  1926.  He  was  a member  of  the 
New  York  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

Samuel  Weiner,  M.D.,  of  Jamaica  and 
Brooklyn,  died  on  January  12  at  the  age  of 
fifty-eight.  Dr.  Weiner  graduated  in  1928  from 
Long  Island  College  Hospital  Medical  School. 
He  was  an  attending  obstetrician  and  gyne- 
cologist (Off  Ward  Service)  at  Beth-El  Hospital, 
an  associate  attending  obstetrician  and  gyne- 
cologist at  St.  John’s  Hospital,  and  an  assistant 
attending  obstetrician  and  gynecologist  at 
Jamaica  Hospital.  Dr.  Weiner  was  a Diplomate 
of  American  Board  of  Obstetrics  and  Gyne- 
cology, a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  and  a member 
of  the  Queens  Gynecological  Society,  the 
Brooklyn  Gynecological  Society,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Weinstock,  M.D.,  of  New  York  City, 
died  on  March  10  at  the  age  of  eighty-nine.  Dr. 
Weinstock  graduated  in  1904  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
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V.  Leonard  Williams,  M.D.,  of  White  Plains, 
died  on  March  18  at  the  age  of  sixty-seven.  Dr. 
Williams  graduated  in  1925  from  New  York 
University  and  BeUevue  Hospital  Medical  Col- 
lege. He  was  an  associate  attending  surgeon  at 
Cumberland  Hospital.  Dr.  Williams  was  a 
member  of  the  Westchester  County  Medical 
Society  and  the  Medical  Society  of  the  State  of 
New  York. 

Anibal  Zelaya,  M.D.,  of  New  York  City,  died 


on  March  29  at  the  age  of  eighty-two.  Dr. 
Zelaya  graduated  in  1908  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
was  an  attending  physician  at  French  Hospital 
and  French  Hospital  Outpatient  Department 
and  a consulting  physician  at  City  Hospital  at 
Elmhurst.  Dr.  Zelaya  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  oflSce  of  the  Journal,  750  Third  Avenue,  New 
York  17,  New  York,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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Medical  Meetings 


t 

I 


Symposium  on  membrane  structure 

A symposium  on  “Membrane  Structure  and 
Function”  sponsored  by  the  Department  of 
Biochemistry  of  the  Downstate  Medical  Center, 
will  he  held  November  4 from  1:00  to  5:00  p.m. 
in  the  sixth  floor  lecture  haU  of  the  Basic 
Sciences  Building,  450  Clarkson  Avenue,  Brook- 
lyn. 

The  program  will  consist  of  “Fine  Structure  of 
Cellular  Membranes”  by  W.  Stoeckenius,  M.D., 
of  the  Rockefeller  Institute;  “Some  Ideas  About 
Transport  Arising  From  the  Study  of  Migration 
of  Organic  Molecules”  by  H.  N.  Christensen, 
M.D.,  chairman  of  the  Department  of  Biological 
j Chemistry,  University  of  Michigan;  “A  Prob- 
lem in  Selective  Permeability”  by  J.  F.  Danielli, 
M.D.,  chairman  of  the  Department  of  Medicinal 
I Chemistry,  University  of  Buffalo;  and  “Studies 
on  the  ATPase  System  in  the  Erythrocyte 
Membrane”  by  P.  C.  Chan,  M.D.,  Department 
I of  Biochemistry,  Downstate  Medical  Center. 

American  Society  of  Cytology 

The  American  Society  of  Cytology  (formerly 
I the  Inter-Society  Cytology  Council)  will  hold 
I its  eleventh  annual  scientific  meeting  at  The 
NeU  House,  Columbus,  Ohio,  November  7 
through  9. 

The  Society’s  twelfth  annual  meeting  will  be 
held  at  the  Penn  Sheraton  Hotel,  Pittsburgh, 

I Pennsylvania,  November  12  through  14,  1964. 

I Further  information  may  be  obtained  from 
Warren  R.  Lang,  M.D.,  secretary-treasurer, 
1012  Walnut  Street,  Philadelphia  7,  Pennsyl- 
vania. 

American  Academy  of  Dermatology 

The  twenty-second  annual  meeting  of  the 
American  Academy  of  Dermatology  will  be 
held  November  30  through  December  5 at  the 
Palmer  House,  Chicago. 

The  six-day  program  of  special  courses,  lec- 
tures, symposia,  informal  discussions,  case 
presentations  on  film,  and  a resident’s  forum  will 
mark  the  twenty-fifth  anniversary  of  the  found- 
ing of  the  organization. 

Scientific  events  will  include  22  symposia, 
three  special  lectures,  58  informal  discussion 
sessions  held  twice  daily,  a forum  for  graduate 
students  of  dermatology,  and  day-long  clinico- 
pathologic  conference,  and  the  showing  of  nine 
case  presentations  on  film. 

Six  awards  will  be  presented  to  scientific  ex- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


hibitors  for  presentations  in  two  categories — • 
those  representing  original  work  and  those  with 
high  teaching  value. 

Further  information  may  be  obtained  from  the 
secretary-treasurer,  Stanley  E.  Huff,  M.D.,  636 
Church  Street,  Evanston,  Illinois. 

Symposium  on  Cooley’s  anemia 

The  New  York  Academy  of  Sciences  and  the 
Cooley’s  Anemia  Blood  and  Research  Founda- 
tion for  Children,  Inc.,  will  present  a symposium 
on  “Problems  of  Cooley’s  Anemia”  December  5 
through  7.  Sessions  will  be  held  at  The  City 
Squire  Hotel,  Seventh  Avenue  at  51st  Street, 
New  York  City. 

Programs  may  be  obtained  from  Harold  Fink, 
M.D.,  Director  of  Laboratories,  The  Coney 
Island  Hospital,  Ocean  and  Shore  Parkways, 
Brooklyn  35,  New  York. 

Latin  American  proctology  conference 

The  third  international,  second  Latin  Ameri- 
can, and  first  Uruguayan  Congresses  of  Proctol- 
ogy will  be  held  in  Montevideo  and  Punta  del 
Este,  Uruguay,  December  9 through  15. 

Topics  to  be  discussed  include  diverticulosis 
of  the  colon  and  its  complications;  comphca- 
tions  and  sequelae  of  ano-recto-colonic  surgery; 
and  diagnosis  and  treatment  of  early  cancer  and 
pre-neoplastic  disease  of  the  anus,  rectum,  and 
colon. 

Heart  association 

“The  Cellular  Basis  for  the  Action  of  Cardiac 
Drugs”  will  be  the  topic  of  a two-day  seminar  to 
be  sponsored  by  the  Heart  Association  of  South- 
eastern Pennsylvania.  The  sessions  will  be 
held  February  27  and  28,  1964,  at  the  Sheraton 
Hotel,  Philadelphia,  Pennsylvania. 

Additional  information  and  reservations  may 
be  obtained  by  contacting  the  Heart  Association 
of  Southeastern  Pennsylvania,  318  S.  19th 
Street,  Philadelphia  3,  Pennsylvania. 

American  College  of  Allergists 

The  American  College  of  Allergists’  graduate 
instructional  course  and  twentieth  annual  con- 
gress will  be  held  March  1 through  6,  1964,  at 
The  Americana,  Bal  Harbour,  Miami  Beach, 
Florida. 

For  further  information  write:  John  D. 

Gfilaspie,  M.D.,  Treasurer,  2141  14th  Street, 
Boulder,  Colorado. 
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Abstracts 


Alpert  S.,  Cervini,  G.,  and  Salzberg,  G.: 
Diabetes  detection  survey.  New  York  State 
J.  Med.  63:  3087  (Nov.  1)  1963. 

A diabetes  detection  survey  using  a simple 
urine  test  with  glucose  oxidase  enzyme  was 
conducted  among  508  employes  of  the  New 
York  Regional  Office  of  the  Veterans  Adminis- 
tration, of  whom  377  were  males  and  131  fe- 
males. Thirteen  cases  of  diabetes  were  detected 
and  confirmed  by  determination  of  blood  sugar 
levels;  11  were  in  males  and  2 in  females. 
Obesity  was  observed  in  3 of  the  males  and  1 of 
the  females,  and  positive  family  history  was 
present  in  6 of  the  men  and  1 of  the  women. 


Rudorfer,  L.,  HankofT,  L.  D.,  and  Paley, 

H.  M.:  Range  of  depression;  study  of  244  de- 
pressed patients.  New  York  State  J.  Med. 
63:  3090  (Nov.  1)  1963. 

A study  was  made  of  244  consecutive  ambula- 
tory depressed  patients  treated  in  a psycho- 
pharmacology clinic.  The  ratio  of  females  to 
males  was  2.4  : 1,  the  mean  age  was  42.2  years, 
and  psychiatric  hospitalization  in  the  past  had 
occurred  in  41  per  cent.  The  diagnoses  were 


Protection  against  viral  hepatitis 


Given  at  a strategic  time,  at  least  five  to 
seven  days  before  the  onset  of  the  illness,  im- 
mune globulin  can  be  an  effective  prophylactic 
in  viral  hepatitis  of  the  infectious  type.  It  is 
not  effective  in  serum  hepatitis.  The  incubation 
period  of  infectious  hepatitis  is  about  three 
weeks,  so  that  the  physician  has  adequate  time 
to  diagnose  the  index  case  before  giving  the 
gamma  globulin  to  the  family  contacts. 

The  protection  is  passive,  generally  taking 
four  to  five  weeks  for  the  globulin  to  be  metab- 
olized or  destroyed,  although  in  epidemic 
situations  there  has  been  evidence  that  the 


schizophrenic  reactions,  involutional  reactions, 
and  all  other  diagnoses,  in  approximately  equal 
numbers.  The  predominant  psychologic  issue 
was  loss,  either  of  loved  ones,  worldly  goods,  or 
bodily  health;  other  issues  were  guilt,  shame, 
and  envy.  Anxiety  was  a common  comphca- 
tion;  in  contrast,  in  a group  of  77  consecutively 
referred  anxious  patients,  severe  depression  was 
rare. 

Mandel,  E.  H.:  The  side-effects  of  chloroquine 
and  hydroxychloroquine;  results  of  a com- 
parative study  in  vivo.  New  York  State  J. 
Med.  63:  3111  (Nov.  1)  1963. 

Chloroquine  phosphate,  250  mg.  four  times  a 
day,  was  given  to  157  patients  being  treated  for 
diseases  of  the  skin.  Side-effects,  consisting  of 
blurring  of  vision,  gastrointestinal  upset,  gen- 
eral malaise,  dizziness,  diarrhea,  naxisea,  or 
nervousness,  occurred  in  48  patients.  All  re- 
actions subsided  after  cessation  of  the  medi- 
cation. Forty-two  of  the  patients  were  re- 
tested with  hydroxychloroquine  sulfate,  200  mg. 
five  times  a day;  the  only  side-effects  were 
general  malaise  in  2 patients,  gastrointestinal 
upset  in  1,  dizziness  in  1,  and  nervousness  in  1. 


protection  lasts  longer  in  some  cases,  possibly 
because  subclinical  disease  actually  develops, 
conferring  an  active  immunity.  This  possibihty 
is  supported  by  experimental  evidence,  it  is  re- 
ported in  the  Journal  of  the  Medical  Association 
of  the  State  of  Alabama. 

If  this  theory  is  correct,  a person  getting 
gamma  globulin  after  his  initial  contact  would 
be  protected  for  life;  hence,  it  is  only  necessary 
to  give  a single  dose  to  a person  after  exposure 
to  a hepatitis  patient,  even  though  there  is  sub- 
sequent exposure.  The  article  also  discusses  in- 
dications for  and  selective  use  of  gamma  glob- 
ulin, especially  as  between  children  and  adults. 
In  children  the  disease  is  mild,  while  it  is  severe 
in  adults.  The  author  believes  that  if  it  is  re- 
duced to  a choice,  the  immune  globulin  is  the 
more  strongly  indicated  in  adults. 
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Abstracts  in  Interlingua 


Alpert,  S.,  Cervini,  G.,  e Salzberg,  G.: 
Programma  de  labor  in  le  detection  de  diabete 
(anglese).  New  York  State  J.  Med.  63:  3087 
(1  de  novembre)  1963. 

Esseva  executate  un  programma  pro  le 
detection  de  diabete,  con  le  uso  de  un  simple 
test  del  urina  con  oxydase  de  glucosa,  inter 
508  empleatos  del  Bureau  Regional  New  York 
del  Administration  pro  Veteranos.  Le  serie 
includeva  377  masculos  e 131  femininas.  Dece- 
tres  casos  de  diabete  esseva  detegite  e confirmate 
per  le  determination  del  nivellos  de  sucro  san- 
guinee.  Inter  le  13,  le  masculos  numerava  11, 
le  femininas  2.  Obesitate  esseva  notate  in  3 
del  masculos  e 1 del  femininas.  Un  positive 
historia  familial  esseva  presente  in  6 del  mascu- 
los e 1 del  femininas. 

Rudorfer,  L.,  Hankoff,  L.  D.,  e Paley,  H.  M.: 

“Amplitude”  de  depression  {anglese).  New 
York  State  J.  Med.  63:  3090  (1  de  novembre) 
1963. 

Esseva  studiate  244  consecutive  deprimite 
patientes  ambulatori  de  un  clinica  psychophar- 
macologic.  Le  proportion  feminino-mascule 
esseva  2,4  : 1,  le  etate  medie  esseva  42,2  annos, 
e hospitalisation  psychiatric  haheva  occurrite 
in  le  passato  in  41  pro  cento.  Le  diagnoses 
esseva  reactiones  schizophrenic,  reactiones  in- 
volutional, e alteres,  con  approximativemente 


New  drugs  and  the  physician 

When  the  physician  observes  a significant  re- 
action to  a drug,  he  should  inform  the  Council  on 
Drugs  of  the  American  Medical  Association, 
which  keeps  records  of  untoward  reactions  and 
makes  reports  periodically.  He  should  also  in- 
form the  manufacturer,  who  can  watch  for  re- 
ports of  similar  reactions,  warn  physicians  to 


equal  numeros  de  casos  in  cata  un  del  tres 
categorias.  Le  predominante  factor  psycho- 
logic esseva  perdita  de  amatos,  de  possessiones 
material,  o del  sanitate  corporee.  Altere  fac- 
tores  esseva  culpa,  vergonia,  invidio.  Anxietate 
esseva  un  complication  commun.  Per  con- 
trasto,  in  un  gruppo  de  77  consecutive  patientes 
con  statos  de  anxietate,  depression  de  forma 
sever  esseva  rar. 

Mandel,  E.  H.:  Effectos  secundari  de  chloro- 
quina  e de  hydroxychloroquina;  resultatos  de 
un  studio  comparative  in  vivo  {anglese).  New 
York  State  J.  Med.  63:  3111  (1  de  novembre) 
1963. 

Phosphate  de  chloroquina,  in  un  dosage  de 
250  mg  quatro  vices  per  die,  esseva  adminis- 
trate a 157  patientes  sub  tractamento  pro 
morbos  del  pelle.  Le  adverse  effectos  lateral 
de  obfuscation  del  vision,  de  disturbation  gastro- 
intestinal, de  malaise  general,  de  vertigine,  de 
diarrhea,  de  nausea,  o de  nervositate  esseva 
incontrate  in  48  casos.  Omne  le  reactiones 
subsideva  post  le  cessation  del  administrationes 
chloroquina.  Quaranta-duo  del  patientes  es- 
seva retestate  con  sulfato  de  hydroxychloro- 
quina in  un  dosage  de  200  mg  cinque  vices  per 
die.  Le  sol  adverse  effectos  secundari  esseva 
malaise  general  in  2 patientes,  disturbation 
gastro-intestinal  in  1,  vertigine  in  1,  e nervosi- 
tate in  1. 


modify  the  dose  or  method  of  administration, 
or  withdraw  the  drug  from  the  market  if  neces- 
sary. In  addition,  the  Federal  Food  and  Drug 
Administration  can  be  notified  since  they  have 
the  power  to  remove  a toxic  drug  from  the 
market.  In  the  final  analysis,  it  is  the  practicing 
physician  who  must  make  the  decision  whether 
or  not  to  use  a new  drug  on  the  particular  pa- 
tient.— Harry  F.  Dowling,  M.D.,  in  J.A.M.A., 
July  27, 1963 
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Films  Revieiued 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health* 


Pulse  of  Life.  Sound,  color,  16  mm.,  twenty- 
seven  minutes. 

This  film  presents  the  latest  methods  of 
resuscitation:  mouth-to-mouth  breathing  and 

external  heart  compression.  It  emphasizes 
the  importance  of  distinguishing  between  un- 
consciousness and  cardiac  arrest.  It  shows 
what  happens  when  breathing  and  circulation 
stop  and  how  to  detect  these  conditions. 
Procedures  for  treating  a resuscitation  emer- 
gency until  the  victim  recovers  or  medical 
help  is  available  are  shown.  Until  further 
notice  this  film  is  for  loan  to  physicians  only. 

Source:  The  Equitable  Life  Assurance  So- 

ciety, 393  Seventh  Avenue,  New  York  1,  New 
York. 

Proctosigmoidoscopy — A Part  of  the  Phys- 
ical Examination.  Sound,  color,  16  mm., 
twenty  minutes. 

This  is  an  excellent  professional  film  for 
physicians  and  medical  students  describing 
the  technic  of  proctosigmoidoscopy.  It  may 
be  used  for  nursing  groups. 

Source:  The  American  Cancer  Society,  40 

Franklin  Street,  Rochester  4,  New  York. 

Radiation:  Physician  and  Patient.  Color, 
sound,  forty-five  minutes;  classification — radiol- 
ogy. 

Year  of  production,  1959;  summary  by 
Richard  H.  Chamberlin,  M.D.;  producer. 
Medical  Radio  and  Television  Institute; 
sponsor.  The  American  College  of  Radiology 
in  cooperation  with  the  U.S.  Public  Health 
Service. 

This  film  is  essentially  an  informal  talk 
about  medical  radiology  —the  problems  it 
raises,  its  biologic  effects,  its  physical  behavior, 
and  its  proper  use  in  clinical  examinations.  The 
radiobiologic  effects  are  demonstrated  in  in- 
terviews with  eminent  authorities  in  their 
own  laboratories,  the  genetic  and  somatic 
effects  of  radiation  are  reviewed,  dosage  prob- 
lems in  diagnostic  x-ray  procedures  are  dis- 
cussed, and  clinical  applications  are  presented 
by  an  actual  demonstration  of  patients  with  a 

* Film  evaluations  provided  by  the  Film  Review  Subcom- 
mittee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman; 
Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser. 


discussion  of  the  problems  involved  in  con- 
trolling the  radiation  exposure  in  particular 
circumstances.  The  key  message  of  this  motion 
picture  is  the  why  and  how  of  radiation  ex- 
posure in  diagnostic  radiology. 

The  suggested  audience  is  x-ray  technicians, 
medical  students,  and  aU  specialists  utilizing 
x-ray  apparatus. 

Source:  Communicable  Disease  Center, 

Atlanta  22,  Georgia. 

The  Cancer  Detection  Examination. 
Sound,  black  and  white,  16  mm.,  forty-two 
minutes. 

In  1960  the  New  Jersey  Division  of  the 
American  Cancer  Society  had  a television 
show  from  which  this  kinescope  was  made  on  a 
closed-circuit  telecast.  Emerson  Day,  M.D., 
is  the  narrator.  A routine  presymptomatic 
cancer  detection  examination  is  demonstrated. 
Signs  and  symptoms  of  cancer  are  explained, 
and  high  lights  of  the  examination  procedure 
are  shown.  Excellent  film  for  physicians, 
medical  students,  and  nurses. 

Source:  American  Cancer  Society,  40  Frank- 
lin Street,  Rochester  4,  New  York. 

Cerebral  Vascular  Disease:  The  Challenge 
of  Diagnosis.  Sound,  color,  16  mm.,  thirty 
minutes. 

In  this  film  the  three  main  cerebral  vascular 
disorders,  thrombosis,  embolus,  and  hemor- 
rhage, are  presented  to  stress  the  importance 
of  an  accurate  differential  diagnosis  as  the  basis 
for  appropriate  therapy.  Three  patients  with 
characteristic  histories  and  diagnostic  signs 
are  used  most  effectively  in  this  demonstration. 
The  patients  give  their  own  descriptions  of 
their  symptoms,  and  the  positive  neurologic 
signs  are  elicited.  These  signs  are  related  to 
the  pathologic  physiology  with  the  aid  of  clear 
animation  sequences.  Several  common  and  a 
few  uncommon  diagnostic  technics  are  seen. 
Since  treatment  depends  on  the  accuracy  of 
the  diagnosis,  this  film  does  an  excellent  job 
in  teaching  the  technics  of  differentiating 
these  three  vascular  entities.  The  production 
quality  is  excellent.  The  color  balance,  sound, 
narration,  and  animation  are  good.  This 
film  clarifies  a common  medical  problem  and 
would  be  most  useful  for  specialists,  general 
practitioners,  residents,  interns,  and  medical 
students. 
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Source:  American  Heart  Association  Film 

Library,  267  West  25th  Street,  New  York  1, 
New  York. 

Medical  Certification  of  Causes  of  Death. 
Soimd  color,  16  mm.,  seventeen  minutes. 

This  film  presents  for  physicians  the  prin- 
ciples to  be  followed  in  completing  the  medical 
certification  on  the  death  certificate.  The 
certificate  is  the  major  source  of  mortality 


I 


j 

I' 

I Gamma  globulin  used  for  allergies 

I Gamma  globulin  has  been  used  successfully 
' to  treat  highly  allergic  children,  Bernard 
I Redner,  M.D.,  and  Harry  Markow,  M.D., 
Brooklyn,  report  in  the  August  31  Journal  of 
I the  American  Medical  Association. 

The  children,  ranging  in  age  from  four  to 
I thirteen  years,  had  bronchial  asthma,  allergic 
I rhinitis,  or  both,  with  upper  respiratory  in- 
I factions  as  a frequent  complication.  In  a 
study  of  30  children  the  patients  were  divided 
into  two  groups.  One  group  was  given  gamma 
globulin  at  first  and  then  switched  to  an  in- 
nocuous injection,  while  the  other  group  was 
given  the  placebo  injection  first  and  then 
switched  to  gamma  globulin. 

Of  the  15  patients  initially  treated  with 
gamma  globulin,  13  did  exceptionally  well, 
while  2 did  not  improve.  When  the  13  who 
did  well  were  later  given  a placebo,  11  became 
worse. 

Of  the  15  patients  started  on  the  placebo, 
' 11  did  not  improve,  but  when  these  11  were 
I shifted  to  gamma  globulin,  10  showed  a marked 
» improvement. 


statistics  in  the  United  States.  This  film 
demonstrates  the  relationships  between  the 
underlying  cause  of  death  entered  on  the  death 
certificate  and  the  statistics  commonly  used 
in  planning  public  health  programs  and  medical 
research.  All  hospital  personnel  who  have 
some  connection  with  completing  the  death 
certificate  will  find  the  film  interesting  and 
helpful. 

Source:  Norwood  Films,  926  New  Jersey 

Avenue,  N.W.,  Washington  1,  D.C. 


“Under  ganuna  globulin  therapy,  children 
were  treuisformed  from  morose,  anxious,  and 
irritable  individuals  into  happy,  energetic,  and 
alert  youngsters,”  the  physicians  said.  “Chil- 
dren with  continuous  ‘colds’  before  gamma 
globulin  therapy  and  who,  according  to  the 
mothers,  were  ‘sick  every  other  day,’  now  felt 
exceptionally  well,  except  for  an  occasional 
cold  and  were  not  absent  from  school.” 

The  gamma  globulin  was  administered  by 
injection  into  the  skin  of  the  arm  in  “minute” 
weekly  doses,  one-tenth  of  1 cc.  The  authors 
admit  that  there  is  no  scientific,  immimologic, 
or  allergic  reasoning  that  can  explain  the  ex- 
cellent results  obtained  with  small  doses  of 
gamma  globulin  in  this  study.  These  small 
doses  caimot  materially  affect  the  gamma 
globulin  levels  of  the  blood  plasma,  and  tests 
show  that  good  results  were  obtained  with 
patients  having  high,  low,  and  normal  levels  of 
gamma  globulin. 

The  physicians  said  they  believe  that  minute 
doses  of  gamma  globulin  may  stimulate  syn- 
thesis, mobilization,  or  utilization  of  gamma 
globulin.  This  belief,  however,  is  purely 
theoretical. 
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Educational  Programs  in 
Nursing  and  Related 
Career  Opportunities* 

I HE  MEMBERS  of  the  AMA  Committee  on 
Nursing  believe  it  is  fundamental  to  an 
understanding  of  nursing  and  its  problems 
that  physicians  have  some  knowledge  of 
the  differences  among  educational  programs 
in  nursing  and  related  career  opportunities. 
Further,  the  members  beheve  that  such  an 
understanding  is  a vital  link  in  strengthen- 
ing the  relationships  between  the  medical 
and  nursing  professions.  Therefore  the 
following  report  has  been  prepared  to 
provide  an  overview  of  the  diversification 
in  nursing  education. 

Programs  available 

There  are  presently  wide  varieties  of 
educational  programs  in  nirrsing  from  which 
a high  school  student  can  choose  if  she  desires 
to  become  a nirrse.  There  is  also  more  than 
one  avenue  to  follow  if  the  professional 
student  wishes  to  obtain  a baccalaureate 
degree.  The  educational  programs  in  higher 
education  also  vary,  dependent  on  the 
objectives  and  the  philosophy  of  the  faculty 
and  the  university  of  which  the  nursing 
school  is  an  integral  part. 

Table  I represents  the  types  of  programs 
available  to  potential  or  graduate  nurses 
or  both,  the  educational  facihty  in  which 
the  particular  program  is  offered,  and  the 
related  fees  as  well  as  the  locus  of  respon- 
sibihty  for  the  fee. 

A few  experimental  programs  hold  some 
promise  for  the  future;  for  example,  cer- 
tain diploma  schools  have  reduced  the 
length  of  their  programs  to  two  years.  To 
provide  both  supervised  experience  and 

* lieprinted  by  permission  from  the  Journal  of  the 
American  Medical  Association  185:  144  (July  13)  1963. 


some  remuneration  for  the  individual,  the 
schools  have  established  internships  which 
vary  in  length  up  to  one  year  and  provide 
a stipend.  Some  state  laws  require  three 
years  of  educational  preparation  for  ad- 
mission to  examinations  for  licensure.  This 
stipulation  prevents  both  experimentation 
with  the  length  of  diploma  school  programs 
and  also  the  employment,  in  certain  states, 
of  graduates  of  associate  degree  programs. 
However,  efforts  are  currently  being  made 
in  several  states  to  revise  nurse  practice 
acts  in  order  that  such  experimentation  will 
be  possible. 

One  diploma  school  has  guranged  a plan 
whereby  their  students  may  elect  to  attend 
a nearby  college  at  the  same  time  they  are 
attending  the  hospital  school.  One  of  the 
more  interesting  community  plans  is  that 
of  five  schools  pooling  teaching  facfiities 
and  sharing  faculty  for  the  first  year  of 
their  diploma  programs.  Eventually  they 
visualize  one  large,  community,  two-  or 
three-year  program  which  will  use  the  clinical 
facilities  and  the  dormitories  of  the  five 
hospitals  involved  in  the  project  as  well  as 
the  educational  facilities  of  a local  com- 
munity college. 

Comment 

Enlightened  nurses,  educators,  and  others 
recognize  that  the  diversity  and  hetero- 
geneity of  nursing  programs  lead  to  mis- 
conceptions and  misunderstanding  on  the 
part  of  patients,  physicians,  and  potential 
nursing  students  and  their  parents.  They 
realize  that  nursing  education  is  presently 
in  the  process  of  maturation.  As  yet  no  one 
has  come  forward  with  a plan  acceptable 
to  aU  interested  groups  and  one  which  will 
lead  the  way  out  of  confusion.  The  Amer- 
ican philosophy  of  education  has  always 
been  that  of  diversity — not  homogeneity. 
In  keeping  with  this  philosophy,  the  con- 
cern about  the  varieties  of  programs  may 
not  be  germane.  The  challenge  for  nurses 
and  others,  including  physicians,  is  to  define 
the  role  of  the  professional  nurse  and  the 
practical  nurse  and  to  examine  these  roles 
and  responsibUities  in  relation  to  the 
changing  role  of  the  physician  in  a modern 
scientific  world.  What  kind  of  care  do 
patients  need,  and  who  can  most  effectively 
provide  that  care?  When  the  answer  to 
this  question  has  been  made  explicit  and 
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Doctorate  Varies  with  choice  Baccalaureate  and  College  or  College  or  From  $2,200  to  Student  tuition  (re-  Doctoral  degree  in  Administrator,  ed- 

of  major  area;  master’s  degrees  university  university  $3,500  per  year  search  fellowships  nursing  or  related  ucator,  investiga- 

approx.  3 or  avail,  to  students  field  tor,  and  others 

more.  from  USPHS  and 

others) 


has  been  agreed  on,  it  may  be  less  difficult 
to  predict  the  type  of  educational  program 
in  nursing  essential  to  meet  the  needs  of 
the  sick  of  the  nation,  to  teach  preventive 
measures  for  maximum  health  and  the 
Uke. 

Conclusion 

The  AM  A Committee  on  Nursing  re- 
spectfully suggests  that  each  physician  keep 


informed  on  trends  in  nursing  in  order  that 
he  can  contribute  wherever  possible  to  the 
improvement  of  nursing  education  programs 
and  to  the  clarification  of  the  role  of  the 
nurse. 

In  conclusion  the  Committee  suggests  that 
the  Committee  on  Careers,  National  League 
for  Nursing,  10  Columbus  Circle,  New 
York  City,  be  contacted  for  information 
on  accreditation  of  professional  schools  of 
nursing  and  for  careers  material  in  general. 


Medical  News 


American  Board  of 
Obstetrics  and  Gynecology 

The  next  scheduled  Part  I (written)  examina- 
tion of  the  American  Board  of  Obstetrics  and 
G5mecology  will  be  held  at  various  examining 
centers  in  the  United  States,  Canada,  and 
military  bases  outside  of  the  continental 
United  States  on  December  13  at  2:00  p.m. 
Candidates  eligible  to  take  this  examination  will 
be  notified  on  or  about  November  1 where  to 
appear  for  examination. 

Beginning  in  1965,  the  Part  I examination 
(written)  will  be  conducted  in  July  at  designated 
centers  in  the  United  States  and  Canada. 
Requirements,  application,  procedure,  fees,  and 
so  forth  will  be  published  in  the  1964  Bulletin. 

Candidates  whose  residency  will  be  completed 
on  or  before  June  30,  1965,  wiU  be  eligible  to 
make  application  to  take  the  examination  in 
July,  1965. 

The  1963  Bulletin  of  this  Board  is  now  avail- 
able and  prospective  applicants  are  urged  to 
familiarize  themselves  with  the  current  rules 
before  making  application.  Bulletins  may  be 
obtained  from  Robert  L.  Faulkner,  M.D.,  Ex- 
ecutive Secretary  and  Treasurer,  American 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Board  of  Obstetrics  and  Gynecology,  2105  1 

Adelbert  Road,  Cleveland  6,  Ohio.  | 

Diplomates  are  asked  to  inform  the  Secretary  | 
of  any  change  in  address. 


Sigmunci  Pollitzer  lecture 

The  Department  of  Dermatology  of  the  New 
York  University  Schools  of  Medicine  annoimces 
that  the  twelfth  annual  Sigmund  Pollitzer 
Lecture  wiU  be  given  by  Herman  Beerman, 
M.D.,  November  19  at  8:45  p.m.  in  The 
Founders  Room  of  Alumni  Hall,  550  First 
Avenue,  New  York  City. 

Dr.  Beerman,  professor  and  chairman.  De- 
partment of  Dermatology,  University  of  Penn- 
sylvania Graduate  School  of  Medicine,  will 
talk  on:  “Newer  Knowledge  of  Dermatology  in 
Internal  Medicine.” 

The  Pollitzer  lectures  are  made  possible  by  a 
grant  from  Mrs.  Sigmund  Pollitzer  who  estab-  i 
lished  the  lectureship  in  honor  of  her  husband, 
the  late  Sigmund  Pollitzer,  M.D.,  former 
professor  of  dermatology  and  syphilology  at 
New  York  Post-Graduate  Medical  School  and 
Hospital.  Under  the  terms  of  the  grant,  out- 
standing scientists  and  teachers  are  invited  to 

continued  on  page  3162 
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Only  Fleischmann’s 
offers  these  four  benefits 
in  a ^‘^speeial”  margarine 

1.  Exceptionally  high  polyunsaturated  to  saturated  fat  ratio  well  within  the  American 
Medical  Association’s  definition  of  a “special”  margarine.* 

2.  Extraordinarily  delicious  taste  ...  so  outstanding  it’s  made  Fleischmann’s  the 
country’s  largest  selling  com  oil  margarines. 

3.  Lightly  Salted  and  Unsalted  . . . yes,  Fleischmann’s  Margarine  comes  Lightly  Salted 
and  Unsalted.  And  both  Fleischmann’s  Margarines  are  made  from  100%  golden 
com  oil  . .-.  over  one  half  of  which  is  liquid  com  oil. 

4.  National  availability  . . . unlike  most  competitive  brands,  Fleischmann’s  Com  Oil 
Margarines  are  in  practically  every  grocery  and  supermarket  throughout  the  country 
...  at  a price  your  patients  can  easily  afford. 


Because  only  Fleischmann’s  Margarines  offer  all  four 
benefits  in  a “special”  margarine,  they’re  the  most  prac- 
tical choice  for  your  high  cholesterol  and  low-sodium 
patients.  Fleischmann’s  combines  the  delicious  flavor 
your  patients  and  their  families  will  love  with  the  high- 
est polyunsaturates  to  saturates  ratio  of  the  nation’s  lead- 
ing margarines.  Fleischmann’s  taste  advantage  makes  it 
much  easier  to  keep  patients  on  a therapeutic  diet. 

iFleischmann’s  polyunsaturated  to  saturated  fat  ratio  is 
1.7  to  1 (27.5%  cis,  cis  linoleic  acid),  this  is  higher 
than  many  so-called  “corn  oil”  margarines  which  are  a 
mixture  of  hardened  cottonseed  and  soybean  oils  with 
corn  oil.  However,  the  only  oil  used  in  Fleischmann’s  is 
lOO^o  corn  oil.  Half  of  Fleischmann’s  com  oil  is  in  liquid 
form  for  high  linoleic  content . . . the  balance  is  partially 
hydrogenated  for  flavor  and  spreadability. 

In  line  with  A.M.’A.  Report— Using  Fleischmann’s 
Lightly  Salted  Margarine  instead  of  butter  or  regular 
margarines  increases  your  patients’  intake  of  polyun- 
saturates . . . while  lowering  their  intake  of  saturated  fat. 
This  is  in  line  with  the  A.  M.A.  Report  on  Dietary  Fat 
Regulation  in  managing  atherosclerosis.* 


Fleischmann’s  Lightly  Salted 
Margarine— So  when  you  recom- 
mend a regulated  fat  diet ...  re- 
member Fleischmann’s  Lightly 
Salted  Margarine  . . . the  ideal 
“special”  margarine.  It’s  high  in 
polyunsaturates  . . . lowest  in 
saturated  fat  of  the  nation’s 
leading  margarines. 

Fleischmann’s  Unsalted  Marga- 
rine—Also  made  from  100% 
corn  oil,  Fleischmann’s  Un- 
salted Margarine  is  dietetically 
sodium-free  — ideal  for  the  pa- 
tient who  needs  sodium  restric- 
tion. It  has  the  same  high  P/S 
value  as  Fleischmann’s  Lightly  Salted  Margarine.  And 
because  it  contains  no  salt— or  preservative  of  any  kind 
—Fleischmann’s  Unsalted  Margarine  is  kept  in  the 
grocer’s  frozen  food  section. 

‘Council  on  Foods  and  Nutrition  of  the  Ameri- 
can Medical  Association.  J.A.M.A.,  179,  719, 
1962.  J.A.M.A.,  181,  139,  1962. 
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speak  on  selected  subjects  relating  to  skin 
diseases. 

Society  for  Clinical  Psychiatry 

The  New  York  Society  for  Cliniced  Psychia- 
try; New  York  County  District  Branch, 
American  Psychiatric  Association,  held  its  166th 
regular  meeting  at  the  New  York  University 
School  of  Medicine,  550  First  Avenue,  New 
York  City,  on  October  17. 

Benjamin  Sadock,  M.D.,  Robert  E.  Gould, 
M.D.;  Harris  Peck,  M.D.;  and  Henry  Green- 
baum,  M.D.,  discussed  “Short-Term  Group 
Psychotherapy  on  an  Acute  Adolescent  In- 
patient Service.” 

Urologic  pathology  course 

Columbia  University  College  of  Physicians 
and  Surgeons  will  offer  its  annual  postgraduate 
course  in  urologic  pathology  January  6 through 
30,  1964,  from  3:00  to  5:30  p.m.  Fee  for  the 
course  is  $150.  Sessions  will  be  held  at  the 
Columbia-Presbyterian  Medical  Center  under 
the  direction  of  M.  M.  Melicow,  M.D.,  and 
A.  C.  Uson,  M.D. 

Application  blanks  may  be  obtained  by  writ- 
ing to  Melvin  D.  Yahr,  M.D.,  Assistant  Dean, 
College  of  Physicians  and  Surgeons,  630  West 
168th  Street,  New  York  32,  New  York. 

Medical  institutions  join  forces 

The  formal  affihation  of  Montefiore  Hospital 
with  the  Albert  Einstein  College  of  Medicine  of 
Yeshiva  University,  both  in  The  Bronx,  has 
been  announced  by  Samuel  Belkin,  M.D., 
president  of  the  University,  and  Jacob  W. 
Schwab,  president  of  Montefiore  Hospital. 

The  new  afllhation  wiU  make  possible  addi- 
tional facilities  for  student  training;  enhanced 
opportunities  for  the  teaching  and  guidance  of 
physicians  at  all  levels  of  education;  expansion 
of  fundamental  and  clinical  research;  research 
in  social  medicine;  and  the  possibility  of  a 
creative  program  in  biomedical  engineering, 
leading  to  improvements  in  instrumentation, 
better  diagnostic  and  therapeutic  tools,  and 
more  effective  arrangements  for  patient  care. 

Each  institution  will  retain  its  autonomy  with 
respect  to  internal  affairs  and  will  remain  in  its 
present  location.  Marcus  D.  Kogel,  M.D.,  is 
dean  of  the  Albert  Einstein  College  of  Medicine, 
and  Martin  Cherkasky,  M.D.,  is  director  of 
Montefiore  Hospital. 

Kidney  clinic  opened 

A cUnic  for  the  treatment  of  kidney  disease, 
sponsored  by  the  Kidney  Disease  Foundation, 
has  been  opened  at  Meadowbrook  Hospital,  East 
Meadow.  Participating  in  the  ceremony  were 
Irving  Fradkin,  M.D.,  director  of  the  clinic; 
James  Collins,  M.D.,  superintendent  of  the 


hospital;  and  Ira  Greifer,  M.D.,  director  of 
medical  research  for  the  foundation. 

New  York  State  Society  of 
Industrial  Medicine 

Eleven  members  of  the  New  York  State 
Society  of  Industried  Medicine  attended  the 
fourteenth  International  Congress  on  Occupa- 
tional Health  in  Madrid,  Spain,  in  September. 
They  are:  Frank  Guidotti,  M.D.,  Olive  J. 

Kooyman,  M.D.,  Jacob  M.  Krich,  M.D., 
Thomas  G.  Rigney,  M.D.,  Irving  H.  Rachlin, 
M.D.,  Ralph  F.  Schneider,  M.D.,  Otis  B. 
Schreuder,  M.D.,  Harry  Shapiro,  M.D.,  Harry 
E.  Tebrock,  M.D.,  John  J.  Thorpe,  M.D., 
Melvin  Udel,  M.D.,  and  Leon  J.  Warshaw, 
M.D.  Papers  were  presented  by  Dr.  Kooyman, 
Dr.  Tebrock,  Dr.  Udel,  and  Dr.  Warshaw. 

The  Society’s  annual  meeting  will  convene  at 
the  New  York  University  Club,  on  December 
10.  Installation  of  new  officers  will  take  place, 
and  the  speaker  of  the  evening  will  be  David 
Goldstein,  M.D.,  of  the  New  York  Times,  who 
will  discuss  “One  Company’s  Experience  with 
Automation.” 

Course  in  radioactive  isotopes  usage 

A four-month  course  in  the  medical  uses  of 
radioactive  isotopes  wUl  be  offered  at  the  Queens  , 
Hospital  Center  by  the  Radiation  Medicine 
Department.  The  course  will  begin  on  February 
4,  1964,  and  will  consist  of  weekly  five-hour 
sessions  covering  lectures,  laboratory  exercises, 
and  clinical  management  of  patients.  Enroll- 
ment will  be  limited,  and  tuition  will  be  $275. 

Applications  should  be  sent  to  Philip  J. 
Kahan,  M.D.,  Supervising  Medical  Superin- 
tendent, Queens  Hospital  Center,  82-68  164th 
Street,  Jamaica  32,  New  York. 

Augustus  B.  Wadsworth  Lecture 

The  fourteenth  Augustus  B.  Wadsworth 
Lecture  was  presented  at  the  Division  of  Labora- 
tories and  Research,  New  York  State  Depart- 
ment of  Health,  Albany,  on  October  24.  Her- 
man E.  Hilleboe,  M.D.,  School  of  Public  Health 
and  Administrative  Medicine,  Columbia  Uni- 
versity, New  York  City,  spoke  on  “New  De-  , 
velopments  in  International  Health.” 

The  lectureship  was  established  in  1950  by 
the  staff  of  the  Laboratories  and  the  Council  of 
the  New  York  State  Association  of  Public 
Health  Laboratories  to  honor  Dr.  Wadsworth,  1 
who  was  director  of  the  Laboratories  from  1914 
to  1945. 

Interprofessional  Committee  of 
Physicians  and  Lawyers  ' 

An  Interprofessional  Committee  of  Physi-  ■ 
cians  and  Lawyers  has  been  appointed  recently  ' 
and  is  now  functioning.  Purpose  of  the  Com-  i 

continued  on  page  3264  ^ 


3162  New  York  State  Journal  of  Medicine  / November  1,  1963 


Your  State  Society  Malpractice  Insurance  Program 

gives  you 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  over  forty 
years. 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  State  Society. 

by  the  Society’s  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.  16,  N.  Y. 
Murray  Hill  4-3211 


STABILITY.  . . 

SUPERVISION  . . . 
SERVICE  . . . 


From  braces 
to  wheelchair 
to  bed  . . . 
that  Is  the 
tragic  life  story 
of  a child  with 
muscular  dystrophy. 

Please  contribute  to  the 

MARCH  FOR 
MUSCULAR  DYSTROPHY 


IRRIGOL 

for  quantity  irrigations 
— Soothing,  aseptic 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


Investment 

Advisory 

Service 

Providing  portfolio  super- 
vision  for  both  individual 
and  institutional  investors. 

Direct  inquiries  to 
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mittee  is  to  improve  relationships  between  the 
two  professions  in  court  proceedings  in  which 
they  are  participants,  principally  in  personal 
injury  cases;  and  to  raise,  where  necessary,  the 
standards  of  professional  conduct  of  both  pro- 
fessions in  such  matters  in  and  out  of  the 
courtroom. 

Activities  of  the  Committee  will  be  con- 
fined at  present  to  matters  or  litigation  arising 
in  New  York  Coimty,  or  involving  a lawyer  or 
physician  maintaining  an  oflice  or  residence  in 
New  York  County. 

Lawyers  and  physicians  who  feel  that  they 
have  justifiable  complaints  of  interprofessional 
misconduct  arising  out  of  litigation,  or  who  have 
knowledge  thereof,  are  requested  to  cooperate  in 
this  endeavor  by  writing  to  the  secretary  of  the 
Committee,  Paul  P.  E.  Bookson,  27  Madison 
Avenue,  New  York,  New  York  10010.  Com- 
munications will  be  treated  as  confidential. 

Physicians  appointed  to  the  Committee  on 
the  recommendation  of  the  New  York  County 
Medical  Society  include  Edgar  P.  Berry,  M.D., 
Joseph  Buchman,  M.D.,  Carl  Goldmark,  Jr., 
M.D.,  W.  Graham  Knox,  M.D.,  George  W. 
Slaughter,  M.D.,  and  Eugene  Clark,  M.D. 


Personalities 

Elected.  Harold  T.  Golden,  M.D.,  Herkimer, 
president;  Leo  HeUer,  M.D.,  Newport,  vice- 
president;  and  James  L.  Kingsland,  M.D., 
Richfield  Springs,  secretary-treasvuer;  of  the 
newly  formed  Central  Mohawk  Valley  Chapter 
of  the  New  York  State  Chapter  of  the  American 
Academy  of  General  Practice. 

Appointed.  George  L.  Wadsworth,  M.D.,  as 
Associate  Commissioner  for  Mental  Retardation 
in  the  New  York  State  Department  of  Mental 


Illusion  of  absolute  drug  safety 


We  must  consider  drug  safety,  not  as  an  after- 
thought to  tragedy,  but  as  an  integral  element  of 
our  scientific  advance.  We  must  be  carefully 
safe,  but  we  can  never  be  absolutely  safe. 
There  is  some  risk  attendant  on  the  acquisition 
of  new  knowledge  and  its  application.  To  me. 


Hygiene.  . .Joseph  E.  Warren,  M.D.,  New  Hyde 
Park,  as  assistant  medical  director  of  the  New 
York  Telephone  Company. 

Awarded.  Fellowships  from  the  American 
Thoracic  Society,  medical  section  of  the  National 
Tuberculosis  Association,  to;  Raymond  A. 
Amoury,  M.D.,  of  New  York  City,  Columbia- 
Presbyterian  Medical  Center,  New  York  City; 
Anthony  W.  Nissen,  M.D.,  of  New  York  City, 
Kings  Coimty  Hospital,  Brooklyn;  Donna 
O’Hare  Brayton,  M.D.,  of  New  York  City, 
New  York  University  School  of  Medicine,  New 
York  City;  Lawrence  L.  Scharer,  M.D.,  of 
New  York  City,  University  of  California  Medi- 
cal Center,  San  Francisco;  and  Herbert  W.  | 
Wallace,  M.D.,  of  Brooklyn,  The  Mt.  Sinai  Hos-  j 
pital.  New  York  City.  j 

Speakers.  Edward  Kahn,  M.D.,  F.A.C.O.G.,  ■ 
New  York  City,  before  the  Society  of  Medical  | 
Jurisprudence  on  October  14  on  “Fertility  and  | 
Infertility,  Fables,  Facts,  and  FEiUacies’’ ... 
Daniel  lOein,  M.D.,  Attending,  Plastic  Surgery, 
Head  and  Neck  Surgery,  Brooklyn  Jewish  Hos- 
pital, before  the  Division  of  Dermatology  of  the 
Department  of  Medicine,  State  University  of 
New  York,  Downstate  Medical  Center,  on 
December  6 at  Kings  County  Hospital,  451 
Clarkson  Avenue,  Brooklyn,  on  “OflSce  Plastic 
Surgery  Applicable  to  Dermatology’’  . . .Sara 
Sheiner,  M.D.,  assistant  dean  of  the  American 
Institute  for  Psychoanalysis,  before  the  Associa- 
tion for  the  Advancement  of  Psychoanalysis 
at  the  New  York  Academy  of  Medicine,  Fifth 
Avenue  and  103rd  Street,  on  November  20,  at 
8:30  P.M.,  on  “The  Therapy  of  Schizophrenia’’ 

. . .1.  Snapper,  M.D.,  director  of  medicine  and 
medical  education  at  Beth  El  Hospital,  Brook- 
lyn, before  the  New  York  Society  of  Physical 
Medicine  and  Rehabilitation  on  October  2 at 
the  New  York  Academy  of  Medicine,  on 
“Paget’s  Disease.” 


the  future  calls  for  a greater  emphasis  on  the 
ways  and  means  whereby  the  results  of  our 
enormous  investment  in  health  research  can  be 
applied  for  the  betterment  of  mankind.  The 
counterparts  of  insulin,  pamaquine,  digitalis,  or 
even  common  salt  in  babies’  formulas  can  be 
dangerous  if  improperly  used.-Lowell  T. 
CoggeshaU,  M.D.,  to  Division  of  Medical 
Sciences,  National  Academy  of  Sciences-Na- 
tional  Research  Council,  April  9, 1963 
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Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falls 

Milton  Tully Homell 

Milton  Gordon Huntington 
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in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


GREENMONT-ON-HUDSON  SANATORIUM 

1!8  North  Highland  Avenue,  Ossining,  New  York 
Teiephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D.,  Director 


HOLBROOK  MANOR 

Five  Acrea  of  Pinewo<'.deci  Grounds 

SENILE— AGED 

Non-aectariari,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD 


Waller  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A. — L.  Wender,  M.D.,  L.F.A.P.A 
Kalonah,  N.Y.  Tel:  CEntral  S-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


PRACTICES  FOR  SALE  OR  RENT 


PRACTICE  WANTED 


UROLOGIST,  AGE  34,  BOSTON  TRAINED,  SEEKS 
initial  location  or  association  to  practice  in  N.Y.  State. 
Box  814,  % N.Y.  St.  Jr.  Med. 


PEDIATRIC  PRACTICE,  NASSAU  COUNTY;  UN- 
usual  opportunity,  well  established.  Terms  to  be  ar- 
ranged. Box  798,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTICE.  OTSEGO  COUNTY.  LOVELY 
home-ofiSce  combination.  Fully  equipped  with  X-ray, 
diathermy,  etc.  Sale  or  rent.  Box  803,  % N.Y.  St.  Jr. 
Med. 


MATURE  PHYSICIAN  WANTS  TO  BUY,  OR  Asso- 
ciate in  general  practice.  Preference — northeast  or  central 
Queens.  Box  820,  % N.  Y.  St.  Jr.  Med. 


POSITIONS  WANTED 


HOMER,  NEW  YORK— UPSTATE  NEAR  CORTLAND. 
House  with  ofiSce  of  lately  deceased  G.P.  to  rent  with 
option  to  buy.  Large,  22  year  practice.  Physician 
urgently  needed.  5 min.  from  hospital.  Mrs.  Eugene 
Alexander,  108  S.  Main  St. 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Well  trained  and  highly 
qualified  personnel  (male  and  female)  availahle.  Phone 
CH  2-2330,  Ext.  6,  Placeoaent  Dept.,  or  write  Eastern 
School  for  Physicians’  Aides.  (Founded  1936  hy  two  mem- 
ber Physicians),  Dept.'  69,  85  Fifth  Ave.,  New  York  3, 
N.Y. 


LICENSED  FEMALE  G.P.,  WELL  TRAINED,  DESIRES 
association  with  individual  or  group,  or  other  practice 
^^rtunity  in  New  York  City.  Box  809,  % N.Y.  St.  Jr. 


MEDICAL  PRACTICE.  HOME.  OFFICE  & EQUIP- 
ment  for  purchase  or  lease  with  option.  Hudson  Valley. 
Up  to  $70,000  gross.  Roy  A.  Keute,  Bkr.,  Red  Hook, 
N.Y. 


HARTFORD,  CONNECTICUT— ESTABLISHED  OTOL- 
aryngological  practice,  up-to-date  equipment,  operating  mi- 
croscope, diagnostic  microscope.  Unusual  opportunity  for 
qualified  otolaryngologist.  Immediate  hospital  privileges 
available.  Great  need  of  Otolaryngologist  in  community. 
Mrs.  L.  A.  Gardy,  449  Farmington  Ave. 


ANESTHESIOLOGIST,  CERTIFIED  1960,  AGE  34, 
family,  veteran.  Extensive  experience;  desires  fee  for 
service  or  group  arrangement  in  metropolitan  or  suburban 
area.  Box  823,  % N.Y.  St.  Jr.  Med. 


OPHTHALMOLOGIST,  BOARD  CERTIFIED  TOP 
training,  experienced,  seeks  opportunity  in  Buffalo  area. 
Box  828,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTICE,  QUEENS  VILLAGE.  SALE  OR 
rent,  modern,  well  equipped  office;  20  ye^u■s  same  loca- 
tion. Box  826,  % N.Y.  St.  Jr.  Med. 


WANTED;  PEDIATRICIAN  TO  TAKE  OVER  Es- 
tablished practice.  Fine  community,  N.J.,  15  miles 
N.Y.C.  Excellent  hospitals,  coverage,  office  facilities. 
Practice  established  10  years.  Reply  full  professional 
information.  Box  827,  % N.Y.  St.  Jr.  Med. 


November  1,  1963  / New  York  State  Journal  of  Medicine  3169 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Inteerated  educational  program  organized 
by  Director  of  Memcal  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


FULL-TIME  STAFF  POSITION  AVAILABLE  IN 
radiology  service  in  1238  bed  Veterans  Administration 
Hospital.  Program  fully  integrated  with  New  York 
University  Bellevue  M^cal  Center.  Active  gastro- 
intestinal, pulmonary  and  neuro-radiology  services. 
Ample  opportunity  for  research.  Salary  up  to  $18,405. 
Contact  Chief,  Radiology  Service,  Veterans  Administra- 
tion Hospital,  First  Avenue  at  East  24th  Street,  New 
York  10,  New  York. 


NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  forty  miles  from  New  York 
City  is  a 220  bed  community  hospital  with  a high  caliber 
and  well  organized  teaching  program  and  a progressive 
philosophy  regarding  internsUp  training-  We  are  ac- 
cepting applications  for  rotating  internships  and  invite 
your  inquiries.  The  program  has  the  approval  of  the 
Council  on  Medical  Education  of  the  American  Medical 
Association.  Address;  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New 
York. 


PHYSICIAN  WANTED:  IMMEDIATE  OPENING  FOR 

physician  with  Board  certification  in  Internal  Medicine  in 
very  active  GM&S  Hospital  afiSliated  with  Downstate 
Mescal  Center  and  Kings  County  HospitaL  Salary  from 
$12,845  to  $18,405.  Apply  to  Chief  of  Staff,  V.  A.  Hospital, 
Brooklyn  9,  New  York 


PEDIATRICIAN;  UNLIMITED  OPPORTUNITY. 
Hospital  open.  Suburbia  - 40  miles  from  New  York  City. 
Space  avalL  in  new  air-conditioned  building.  Box  807, 
% N.Y.  St.  Jr.  Med. 


WANTED:  INTERNIST,  BOARD  QUALIFIED,  FOR 
large  hospital.  Write  Box  806,  % N.  Y.  St.  Jr.  Med. 


A FAMILY  PHYSICIAN  WANTED  BY  NEW  YORK 
medical  group.  Qualifications  needed;  1 year  intern- 
ship and  2 years  residency  in  Internal  Medicine.  Starting 
salary  $15,000  and  fringe  benefits.  Pleasant  working 
conditions;  no  nights;  full  specialists  staff.  Box  818, 
%N.Y.St.  Jr.  Med. 


THE  BROOKLYN  VETERANS  ADMINISTRATION 
Hospital  - has  vacancies  for  residency  training  beginning 
July  1,  1964.  This  is  a 1000- bed  general  medical  and 
surgical  hospital;  afliliation  with  State  University  of  New 
York,  Downstate  Medical  Center,  Brooklyn,  New  York. 
Openings  are  available  in:  Internal  medicine  3 years; 
surgery  and  surgical  specialities  4 years;  radiology  3 years; 
pathology  4 years;  physical  medicine  and  rehabilitation  3 
years;  salary  ^,020  to  $6,120  with  aimual  increases. 
Career  residencies  available  in  physical  medicine  and  re- 
habilitation and  in  pathology  from  $8,045  to  $11,150,  de- 
pending on  qualifications.  Contact:  Chief  of  Staff,  V.  A. 
Hospitm,  Brooklyn  9,  New  York 


YOUNG  G.P.  WANTED— IN  MANHA'TTAN.  SPAN- 
ish  speaking  necessary.  Eventual  partnership.  $15,000 
to  start.  Box  795,  % N.Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


TWO  PHYSICIANS  NEEDED;  GENERAL  PRACTI- 
tioner  and  internist  to  join  7 man  medical  group  in  South 
Central  New  York  State.  Suburban  section  adjacent  to 
industrial,  cultural  center  with  3 open  staff  general  hos- 
pita^.  Percentage  of  gross  business  with  guaranteed 
minimum  and  later  partnership.  Box  805,  % N.Y.  St.  Jr. 
Med. 


GENERAL  PRACTITIONER,  ROCHESTER,  NEW 
York,  wants  partner  who  may  take  over  later.  Good  in- 
ternal medical  knowledge  necessary.  Unlimited  oppor- 
tunity with  real  time  off.  Income  un usual.  Box  808,  % 
N.Y.  St.  Jr.  Med. 


PERU,  NEW  YORK  NEEDS  A G.P.  GUARANTEED 
salary;  $6,000  (Peru  Central  School);  1 year  house  or 
office  rent:  $1,500  (Town  Board  of  Peru);  &hool  popula- 
tion: 3,000;  'Town  ^pulation;  3,900.  'IVo  churches, 
two  hospitals,  10  mile  distance  in  Plattsburgh.  Ideal 
recreational  center — skiing,  boating,  fishing  and  hunting. 
Call  (reverse  charges)  Howard  C.  Marsha,  Peru,  N.Y. 
MI  3-2318,  MI  3-9019;  or  write. 


WANTED:  GENERAL  PRACTITIONER,  YOUNG. 

South  Shore,  Long  Island.  Salary  two  years,  then  partner- 
ship. P.O.  Box  596,  Sayville,  New  York. 


WANTED— PHYSICIAN  WITH  INTERNAL  MED- 
icine  background,  age  to  35^ — for  permanent  position, 
life  insurance  company,  N.Y.C.  Clinical  associations 
encouraged.  Duties:  clinical,  underwriting.  Outstand- 
ing fringe  benefits.  Inquiries  and  curriculum  vitae  to 
Box  817.  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER,  SENIOR  PAR'TNER  RE- 
tiring.  Prosperous,  lovely,  semi-rural  village,  30  minute 
fr.  University,  Rochester  hospitals.  Prefer:  some  resi- 

dency, bookish,  viola  player.  Life  history,  class  standings 
to  Charles  Keller,  Jr.,  M.D.,  Hilton,  N.  Y. 


OPHTHALMOLOGIST  WANTED  AS  AN  ASSOCIATE 
with  an  opthalmologist  in  Long  Island,  New  York.  Will 
assist  associate  to  establish  his  own  practice  in  adjoining 
community  if  he  so  desires.  Box  825,  % N.Y.  St.  Jr. 
Med. 


UNUSUAL  PRACTICE  OPPORTUNITY;  GENERALIST 
or  internist  urgently  needed  in  ideal  practice  location. 
Attractive,  western  New  York  village,  medical  center 
for  20,000  population;  modern,  fully  accredited  open 
staff  hospital;  excellent  schools  and  recreation  facilities. 
Nearby  university  medical  and  cultural  center.  Coverage 
for  free  week-ends,  days  off,  and  vacations.  Box  824, 
% N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST  WANTED:  LICENSED  IN  NEW 
York  State;  Long  Island  area;  attractive  income,  good 
working  conditions.  Box  829,  % N.  Y.  St.  Jr.  Med. 


DOCTOR  (M.p.)— PROGRESSIVE  INSURANCE  CO. 
requires  full  time  physician  to  examine  Workman’s  Com- 
pensation claimants  & also  to  serve  in  advisory  capacity  to 
hearing  attorneys.  State  full  details  re:  background,  ex- 
perience & salary  requirements.  Reply  will  be  kept  in 
strict  confidence.  Box  822,  % N.Y.  St.  Jr.  Med. 


HOUSE  PHYSICIAN  WANTED;  DIVERSIFIED 
duties  in  small,  accredited,  voluntary  hospital.  Con- 
necticut license  required.  .$15,000  yr.  P.  O.  Box  638, 
Bridgeport,  Connecticut 
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REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  RENT:  SAYVILLE— OAKDALE.  NEW  PROFES- 
aional  office,  1,000  sq.  ft.;  ideal  cornei  location,  Montauk 
Highway.  All  or  part.  LT  9-2645. 


SPRING  VALLEY— HOUSE  FOR  SALE.  EXCELLENT 
area  for  office.  Box  794,  % N.Y.  St.  Jr.  Med. 


214  EAST  31ST  STREET;  COMPLETELY  FURNISHED 
office  for  rent,  midtown  Manhattan.  Exceptional  for 
GP  or  ENT.  RENT  $150.  per  month.  CaU  Mon,  Wed, 
Fri,  4-7,  MU  6-0223. 


OFFICE  SUITES  AVAILABLE.  NEW  MEDICAL 
building,  Kinnelon,  N.  J.,  Morris  County.  Area  in  need 
of  doctors.  Henry  D.  Ricker,  Broker,  Butler,  N.J. 
TE  8-0400. 


RETIRING  SURGEON  OFFERS  FIVE  ROOM  COM- 
pletely  equipped  office,  laboratory,  in  co-op  building  in 
exclusive  Gramercy  Park,  N.Y.C.,  at  sacrifice.  Irving 
Jay  Greenspan,  Esq.,  38  Park  Row,  N.Y.C.  CO  7-2423. 


THREE  ROOM  OFFICE  FOR  RENT;  THIRTY  YEA^ 
on  location.  Main  highway.  Ideal  for  young  physician 
starting  out.  Write  for  appointment.  Mrs.  Anthony 
Lecce,  697  Hylan  Blvd.,  Staten  Island  5,  New  York. 


LONG  BEACH,  L.I.;  NEW  MEDICAL  OFFICE  FOR 
rent;  furniture  and  equipment  optional.  Call  516  TU 
9-9898. 


PHYSICIAN’S  11-RM.  HOME-OFFICE.  ACCREDITED, 
open  hospital  15  miles.  Upstate  rural  N.Y.  $12,000. 
Box  816,  % N.Y.  St.  Jr.  Med. 


YONKERS.  COR.  BRONX  RIVER  RD.  FOR  RENT  OR 
sale,  new  2 fam.  brick,  suitable  for  office.  Excel,  resid. 
loc.  in  area  of  new  apt.  houses.  914  BE  7-5271  eves. 


SPECIALIST— LOWER  FIFTH  AVENUE  AREA,  WILL- 
ing  to  share  modern  office.  Call  CH  2-2241. 


FOR  RENT,  YORK  AVE.  & 81  ST.,  NYC.  IN  NEW  20 
story  apartment  building;  specially  designed  2350  sq. 
ft.  suite  suitable  3 professionals  or  can  be  subdivided. 
Contains  3 consultation  rooms,  6 treatment  rooms  & 
large  waiting  room;  also  X-ray,  lab,  etc.  Private  en- 
trance; garage  available.  Reasonable  rent.  Apply 
PhilUps,  Wood  Dolson,  Inc.,  241  W.  72  St.,  N.  Y.  C.  EN 
2-8900. 


SALE  OR  RENT:  COMPLETE  OFFICE,  FURNITURE, 
equipment  for  dermatologist.  West  Side,  Cent.  Loc. 
$250  rent.  Large  office.  Box  821,  % N.Y.  St.  Jr.  Med. 


FOR  RENT:  STATEN  ISLAND,  IDEAL  LOCATION; 

office  available,  share  waiting  room;  reasonable  rent; 
bus  stop  at  door.  Overlooking  Silver  Lake  golf  course 
and  reservoir.  GI  2-1827. 


SHARE  OFFICE  IN  SMALL,  AIR  CONDITIONED 
professional  bldg,  occupied  by  established  E.N.T.  physi- 
cian in  rapidly  growing  populous,  Plainview,  L.I.,  near 
hospital.  Suitable  most  specialties.  WE  8-4800  or  IV 
6-1900. 


CHOICE  TIME  AVAILABLE,  NEW  OFFICE,  MEDICAL 
Arts  Bldg.,  Plainview,  L.  I.  Excellent  location.  Call 
WEUs  1-4298. 


PRESTIGE  LOCATION 

For  Medical— Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

S3-Sloiy  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 
IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


SALE:  BONANZA!  FOR  PEDIATRICIAN,  INTERN- 

ist,  or  G.P.  Unexcelled  location  for  “instant  success.” 
Northeast  Queens.  Main  intersection;  exploding  popula- 
tion. Office-home  comb.  $38,500.  516  Pioneer  6-0769. 


FULLY  EQUIPPED  DOCTOR’S  OFFICE  FOR  RENT. 
Bronx-PeDiam  Pkwy.  Established  successful  corner. 
Call  UN  3-0112;  or  Box  762,  % N.  Y.  St.  Jr.  Med. 


NORTHWEST  BRONX:  SUBLET  2)4  LARGE  ROOMS 
and  share  dentist’s  decorated  waiting  room;  new  bldg, 
near  new  cooperatives.  Reasonable.  K1  9-0706;  IN 
3-9030. 


RIDGEWOOD,  QUEENS:  FOR  SALE,  $35,000  OR  RENT, 
doctor’s  home;  11  rooms,  4‘/:  baths,  2 car  garage;  office 
furnished.  X-ray,  etc.  Suitable  for  2 or  more  physicians. 
Tel:  VAn  Dyke  1-3531. 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


MISCELLANEOUS 


COLI^CTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.,  221  W.  41st  St.,  New  York  36,  N.Y. 


WILL  PAY  $10.00  FOR  TONSILS  AND  ADENOIDS 
from  100  cases.  Preserve  in  4%  formaldehyde.  Write — 
M.  Unger,  M.D.,  1465  Broadway,  N.Y.C.  36. 


ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  3169 
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MARCH  FOR  MUSCULAR  DYSTROPHY 

MUSCULAR  DYSTROPHY  ASSOCIATIONS  OF  AMERICA,  INC. 
1790  Broadway,  New  York  19,  N.Y. 


When  Shakespeare  wrote  these  lines,  he  could  not  have  known 
how  poignantly  they  apply  to  the  young  victims  of  muscular  dystrophy, 
stricken— as  were  this  brother  and  sister— almost  before 
they  have  begun  to  live.  The  progressive  muscle-wasting  disease 
from  which  they  suffer  is  indeed  like  an  envious  worm, 
gnawing  away  slowly  but  persistently  at  their  very  existence 
You  can  help  end  its  ravages  by  your  contribution  to  the 


As  is  the  bud  ^ 

bit  with  an  envious  worm,  ^ 
Ere  he  can  spread  his  ^ 

sweet  leaves  to  the  air, 

Or  dedicate  his  beauty 


to  the  sun. 


Karsh,  Ottawa 


In  trauma, 
whether  it’s 
sutures,  plaster, 
splint  or  sling... 


remember 
‘Empirin’ 
Compound 
to  relieve  pain 


100 

EMPIRIN^* 
Compound 

C«<lk  eonlom* 

»«<»Kn  tr.  it/J 

sr.  J-Irt 

ge.  1/2 

•W  if  4mpti  BWfolgIs,  flurtrt' 

S.— Adult* J 0*^2  Moy  b*  »•* 

^ la  2 boun.  Do  not  oxoood  6 tn  24  bovn 
wt  A to  U ya<ir*«  l/J  edoH  d«#«.  W p«l« 
» or  foctift  fmqtfonHy.  on*}  for  do*oi* 

» vndof  b/  conHtit  y<M»»  ^ywcton. 
Kof'nlng.'~*Ko«p  fhU  ofld 
Mdktnos  oot  of  cAIldron’*  rooch. 
•UtKOUGHS  WeUCOMC  A CO 
Inc.,  Tudusboo,  N,  f. 
iU9  Mod*  m U.S.A. 


Also:  ‘Empirin’®  Compound  with  Codeine  Phosphate* 
gr.  Ya  -No.  1/gr.  14  -No.  2/gr.  14 -No.  3/gr.  1 -No.  4 
*Warning-may  be  habit  forming 
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it’s  a long  way  back  to  the  barn.. 

It’s  a long  road  to  almost  anywhere  for  anyone  suffering 
the  excruciating,  itching  discomfort  of  pruritus  ani. 
ARISTOCORT  Triamcinolone  Acetonide  Cream  is 
highly  active  against  the  embarrassing  and  intolerable 
irritation  of  pruritus  ani  and  vulvae.  Sparing  application 
to  the  affected  area— 3 to  4 times  daily— usually 
provides  rapid  relief.  And  when  excoriation  of  the  area 
has  led  to  infection,  the  choice  of  NEO-ARISTOCORT 
Neomycin  Sulfate-Triamcinolone  Acetonide  will 
assure  activity  against  a wide  range  of  skin  pathogens. 

A possible  side  effect  may  be  local  skin  sensitization 
due  to  neomycin.  Contraindications  (both  forms) : 
tuberculosis  of  the  skin,  herpes  simplex,  and 
chicken  pox.  Prescribe  tubes  of  5 or  15  Gm. 

Also  available  in  V2  lb.  jars. 

A ^4  TOPICAL  CREAM  0.1% 

JLaJL  ^ V A » AND  OINTMENT  0.1% 

Triamcinolone  Acetonide 


-Aristocort 


Neomycin  Sulfate  (0.5%) —Triamcinolone  Acetonide  (0.1%) 


CREAM  0.1%  AND 
OINTMENT  0.1% 


) LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Regular  washing  with  pHisoHex  instead  of 
soap  can  be  a decisive  factor  in  the  successful 
management  of  acne.  pHisoHex  degerms  skin 
constantly,  even  between  washings.  With  fre- 
quent, exclusive  use  it  builds  up  an  antibacte- 
rial film  on  the  skin  to  help  guard  against 
infection. 

In  a series  of  67  patients  using  pHisoHex  to 
treat  acne,  50  per  cent  found  that  their  acne 
lesions  “...cleared  in  a matter  of  one  to  two 
weeks. All  except  ten  found  “...‘pHisoHex’ 
the  most  effective  treatment  they  had  tried. 

pHisoHex,  containing  3 per  cent  hexachloro- 
phene,  enhances  any  therapy  for  acne.  Hexa- 
chlorophene  is  100  times  more  effective  than 
soap  in  ridding  the  skin  of  bacteria.2  pHisoHex 
removes  dirt,  emulsifies  oil  and  cleanses  acne 
skin  rapidly  and  thoroughly.  It  is  superior  to 
soap  in  cleansing  the  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  follicles.  Non- 
alkaline,  nonirritating  and  hypoallergenic. 


pHisoHex  lacks  the  potentially  harmful  quali- 
ties of  soap. 

With  pHisoHex,  prescribe  pHisoAc®  Cream  for 
essential  keratolytic  action.  pHisoAc  dries, 
peels  and  masks  lesions— helps  prevent  come- 
dones, pustules  and  scarring.  pHisoAc  Cream 
contains  colloidal  sulfur  6 per  cent,  resorcinol 
1.5  per  cent  and  hexachlorophene  0.3  per  cent. 
In  a recent  series^  of  100  patients  with  acne 
vulgaris  treated  with  pHisoHex  and  pHisoAc, 
good  or  excellent  results  were  obtained  in  79. 

How  Supplied;  pHisoHex  is  available  in  unbreakable 
squeeze  bottles  of  5 oz.  and  1 pint,  in  unbreakable 
plastic  bottles  of  1 gallon  and  in  combination  package 
with  pHisoAc  Cream. 

References:  1.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and 
East,  M.  0.:  Practitioner  189:82,  July,  1962.  2.  Sea- 
stone,  C.  V.:  Surg.  Gynec.  & Obst.  84:355,  March,  1947. 
3.  Wexler,  Louis:  Treatment  of  acne  vulgaris,  Clin.  Med. 
70:404,  Feb.,  1963. 

Winthrop  Laboratories 
New  York  18,  N.Y. 

pHisoHex  and  pHisoAc,  trademarks  reg.  U.  S.  Pat.  Off. 
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5 In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 


numbs  the  pain... not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical 
problem— but  it  does  hurt.  And  if  there  is 
housework  to  do  and  kids  to  mind,  the  patient 
needs  something  to  numb  the  pain. 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is 
1 or  2 tablets  q.i.d.  For  more  severe  pain,  try 
‘Soma’  Compound + Codeine.  Dosage:  1 or  2 
tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur 
rarely.  Codeine  may  produce  addiction, 
nausea,  vomiting,  constipation  or  miosis. 


2.  A.P.C.  compounds  have  limited  usefulness; 
and  the  patient  can  buy  them  without  your 
prescription.  Unfortunately,  most  of  them  are 
too  mild  to  be  effective  for  sprains— and  more 
potent  products  too  often  make  the  patient 
feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases. 
Since  it  contains  both  ‘Soma’  (carisoprodol) 
and  acetophenetidin  it  is  both  a potent  anal- 
gesic and  a superior  muscle  relaxant;  it  also 
contains  caffeine  to  offset  any  drowsiness 
(“numbs  the  pain . . . not  the  patient”). 

C50-9192 


Soma  Compound  # 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SomaCompound+Codeine  J 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.)' 

\^/®WALLACE  LABORATORIES  Cranbury,  N.  J. 
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All  New  York 

and  Metropolitan  area  physicians 
are  welcome  to  attend  the 

1964  NEW  YORK  MEDICAL  MEETING* 


• Programs  of  Outstanding  Interest 

Scientific  Sessions  1 

Scientific  Exhibits  / 

Technical  Exhibits  ) February  11—14 

Scientific  Motion  Pictures  l 

Special  Exhibit  on  Fractures  j 

• Annual  Dinner  Dance  to  honor  President  William 

L.  wheeler,  Jr.,  M.D.  (in  the  Imperial  Ballroom) 

• Th  is  will  be  the  largest  General  Medical  Con- 

vention in  the  East  during  1964. 

• House  of  Delegates — February  10,  11,  12  & 13. 

★ ★ ★ ★ 

Your  State  Society  Convention  is  a leading  source  for  post- 
graduate knowledge  and  information  which  can  help  you 
in  your  practice. 

*No  Registration  Fee 


ALL  AT  THE  AMERICANA  OF  NEW  YORK 

(Good  Parking  Facilities) 
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With  the  very  first  bath  SARDO  allays  itching  and  dryness;  the  skin  feels 
smoother,  softer,  comfortable.  Impressive  clinical  studiesi-e  establish  the 
rapid  efficacy  of  Sardo...to  soothe,  lubricate,  augment  natural  skin  lipids, 
restore  essential  skin  moisture  by  preventing  excessive  evaporation.  The  ex- 
clusive Sardo  formula*  assures  maximum  dispersibility 
and  adsorption.  Your  dermatological  patients  will 
appreciate  pleasant,convenient,  economical  Sardo. 

SAMPLES  and  literature  available  from  . . . Dept.  Y-3. 

SARDEAU,  INC.  845  Third  Ave.,  New  York,  N.Y.  10022 


Also  available:  SARDOETTES®,  disposable 
compresses  impregnated  with  SARDO,  for  use 
as  a topical  dressing,  or  for  application  after 
showering  or  local  washing,  in  relieving  skin 
dryness,  itching,  scaliness. 


1.  Spoor,  H.J.:  N.Y.  State  J.M.,  58:3292, 
1958.  2.  Lubowe,  1. 1.:  Western  Med.,  1:45, 
1960. 3.  Weissberg,  G.:  Clin.  Med.,  7:1161, 
1960.  4.  Lieberman,  W.:  Amer.  J.  Proctol- 
ogy, 12:374,  1961.  5.  Borota,  A.,  and 
Grinell,  R.  N.:  J.  Amer.  Geriatrics  Soc., 
10:413,  1962.  6.  Dick,  L.  A.:  Skin,  Derma- 
tology in  General  Practice,  1:341,  1962. 

*Pat.  Pend.  T.M.®  1963  bySerdaeu.Inc. 
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an  orally  active  progestogen -estrogen  combination 


Ethisterone  . . . 10.00  mg.  Ethinyl  estradiol  . . . 0.01  mg.  per  tablet 


Supplementing  and  supporting  ovarian  function, 
Duosterone  can  help  release  your  patients  from 
the  anxiety,  discomfort  and  inconvenience  of 
functional  amenorrhea,  dysmenorrhea,  and 
dysfunctional  uterine  bleeding. 

Periodic  progestational  treatment  with 
Duosterone  aims  at  restoring  the  normal  hor- 
monal pattern  of  the  secretory  phase  of  the 
menstrual  cycle,  providing  an  orally  active  pro- 
gestogen with  an  estrogen  to  prime  the  endome- 
trium for  adequate  progestational  response. 


Side  Effects:  Ethinyl  estradiol  may  occasionally 
cause  headache,  diarrhea,  engorgement  and 
tenderness  of  the  breasts,  nausea,  vomiting, 
cramping,  or  skin  rash.  These  side  effects  usu- 
ally fade  as  the  patient  adjusts  to  the  estrogen. 

Cautions  and  Contraindications:  Duosterone  is 
contraindicated  in  carcinoma  of  the  breast  and 
reproductive  organs  and  should  be  used  with 
caution  in  cases  of  known  liver  impairment. 

Supplied:  Bottles  of  25  and  100  tablets. 


Dosage:  Functional  amenorrhea,  5 tablets  daily 
for  5 days.  Dysmenorrhea,  1 to  2 tablets  daily 
during  the  second  half  of  the  menstrual  cycle, 
except  for  the  final  two  days.  Dysfunctional 
uterine  bleeding,  5 to  7 tablets  daily  for  5 days; 
in  mild  cases,  reduce  dose  1 tablet  each  day. 


(Roussel) 

Roussel  Corporation 

155  East  44th  Street,  New  York  17,  N.Y. 
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Medical  News 


Scintiscanning  symposium 

The  Department  of  Radiology  of  the  Bowman 
Gray  School  of  Medicine,  Winston-Salem, 
North  Carolina,  will  sponsor  a symposium  on 
scintiscanning  in  clinical  medicine  on  January 
30  and  31, 1964. 

Subjects  to  be  covered  will  include  the 
physical,  electrical,  and  pharmacologic  prin- 
ciples of  organ  scarming  as  well  as  specific 
discussions  of  brain,  thyroid,  parathyroid, 
heart,  lung,  liver,  spleen,  kidney,  pancreas, 
and  bone  scanning. 

Registration  will  be  limited  to  200.  For 
details  write  to  J.  L.  Quinn,  III,  M.D.,  Nuclear 
Medicine,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  7,  North  Carolina. 

Symposium  on  compensation  medicine 

The  New  York  Polyclinic  Medical  School  and 
Hospital  will  hold  a symposium  on  com- 
pensation medicine  for  medical  practitioners  on 
November  16  from  9:30  a.m.  to  4:30  p.m.  in  the 
Wyeth  Amphitheatre  of  the  school  at  345  West 
50th  Street,  New  York  City. 

Moderator  of  the  program  will  be  Robert 
Katz,  M.D.,  Director  of  the  Bureau  of  Industrial 
Health  and  Workmen’s  Compensation  of  the 
Medical  Society  of  the  State  of  New  York. 

Further  information  may  be  obtained  from 
the  director.  Comprehensive  Courses  in  Med- 
icine, New  York  Polyclinic  Medical  School  and 
Hospital,  345  West  50th  Street,  New  York 
19,  New  York. 

Pediatric  conference 

A discussion  of  “Treatment  of  Tuberculosis 
in  Children”  will  be  presented  by  Edith  Lincoln, 
M.D.,  adjunct  professor  of  pediatrics  at  New 
York  University  College  of  Medicine  and 
consulting  physician  at  Bellevue  Hospital,  on 
November  19  at  10:00  a.m.  in  the  solarium  of 
the  Kronish  Pavihon  of  Maimonides  Hospital, 
4802  Tenth  Avenue,  Brooklyn,  New  York. 

Dr.  Hilleboe  receives  award 

Herman  E.  Hilleboe,  M.D.,  former  Comis- 
sioner  of  Health  of  the  State  of  New  York  and 
current  head  of  the  Division  of  Public  Health 
Practice,  Columbia  University,  has  received 
the  1963  Bronfman  Prize  for  Public  Health 
Achievement,  the  highest  award  in  world  public 
health. 

The  award  was  made  at  the  annual  meeting 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


of  the  American  Public  Health  Association  in  1 
Kansas  City,  Missouri.  The  Bronfman  Prize  | 
symbol  consists  of  a crystal  cube  on  a bronze  > 
base  symbolizing  the  creative  thrust  of  public  I 
health  practice  which  defeats  disease  and 
lengthens  life  expectancy.  | 

I 

Expansion  program  planned 

I 

New  York  Medical  College  plans  the  addition 
of  seven  specialized  schools  plus  a $3,000,000 
Institute  of  Maternal  and  Child  Health  in  a ! 
$60,000,000  expansion  program. 

A new,  11-story  research  building  will  be 
completed  early  next  year,  but  expansion  will 
exceed  that,  with  the  Medical  University 
Science  building — a broad  designation  that  will  ; 
cover  the  existing  facilities  for  the  graduate 
school  of  medical  sciences,  a college  of  nursing, 
a school  for  laboratory  technicians,  school  for 
x-ray  technicians,  dental  school,  and  schools  of 
public  health,  medical  administration,  and 
social  workers. 

Schoenberg  Memorial  Lecture 

The  1963  Schoenberg  Memorial  Lecture,  co- 
sponsored by  the  National  Society  for  the 
Prevention  of  Blindness,  Inc.,  and  the  New 
York  Society  for  Clinical  Ophthalmology,  will 
be  held  at  the  New  York  Academy  of  Med- 
icine, 2 East  103rd  Street,  New  York  City,  on 
December  2 at  8:15  p.m.  All  physicians  are 
welcome  to  attend. 

The  lecture,  “Problems  in  Glaucoma  Diag- 
nosis and  Therapy,”  will  be  delivered  by  Robert 
N.  Shaffer,  M.D.,  San  Francisco,  associate 
clinical  professor  of  ophthalmology  at  the 
University  of  California  Medical  School.  Dr. 
Shaffer  is  a member  of  the  board  of  directors 
of  the  National  Society  for  the  Prevention  of 
Blindness,  Inc.,  and  serves  on  its  Committee  on 
Glaucoma. 

The  lecture  series  honors  the  late  Mark  J. 
Schoenberg,  M.D.,  New  York  ophthalmologist 
who  was  a founder  of  the  New  York  Society  for 
Clinical  Ophthalmology  and  first  chairman  of 
the  National  Society’s  Committee  on  Glaucoma. 

Influenza  outbreaks  studied 

Outbreaks  of  influenza  that  occur  during  the 
fall  and  winter  months  are  not  caused  entirely 
by  the  weather,  according  to  research  con- 
ducted in  animals  at  Cornell  University  Medical 
College  with  the  aid  of  a Christmas  Seal  grant 
from  the  National  Tuberculosis  Association- 
American  Thoracic  Society. 

continued  on  page  3190 
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in 


trauma  (fractures) 


Droven 

jroteolytic 

enzyme 

therapy' 
for 

faster  healing 
in  fractures 

These  objective  benefits 
with  enzyme  therapy: 

The  rapid  reduction  in  swelling  permits 
more  accurate  immobilization  of  bones 
and  possibly  better  approximation  of  the 
bone  fragments.'^ 


For  best  results,  adequate  dosage  is  important. 
ORENZYME,  two  tablets  q.i.d.;  dosage  may  be 
reduced  to  one  tablet  q.i.d.  once  symptoms  be- 
gin to  disappear.  For  severe  conditions,  paren- 
teral trypsin  and  Orenzyme  concurrently. 
PARENZYME  AQUEOUS  [trypsin],  1 ml.  injected 
intramuscularly  (deepintragluteally)  once  or  twice 
daily  for  several  days,  followed  by  Orenzyme, 
one  tablet  four  times  daily  as  Indicated  for 
maintenance. 


Indications:  Traumatic  wounds,  ocular  inflammation, 
thrombophlebitis,  phlebitis,  ulceration  (varicose, 
diabetic,  decubitus);  also  helps  liquefy  tenacious 
bronchial  mucous  secretions. 

ORENZYME® 

Composition:  Each  tablet  contains  trypsin  68%, 
chymotrypsin  30%  and  ribonuclease  2%,  equivalent 
in  proteolytic  activity  to  20  mg.  of  crystalline  tryp- 
sin, enteric  coated  to  insure  release  in  the  intestinal 
tract. 

Side  Effects:  Side  effects  with  Orenzyme  are  rare. 
If  they  occur,  discontinuation  of  the  drug  is  recom- 
mended. 


Supplied:  Bottles  of  48  and  500  red,  enteric  coated 
tablets. 


PARENZYME®  AQUEOUS  [trypsin] 

Side  Effects  and  Precautions:  Side  effects  with 
Parenzyme  [trypsin]  are  rare.  Prolonged  use  occa- 
sionally causes  itching  and  rash  which  may  be  re- 
lieved by  antihistaminics.  Local  pain  and  induration 
at  the  site  of  injection  may  occur.  The  usual  pre- 
cautions should  be  observed  as  for  the  injection  of 
any  protein  material.  As  a precaution,  patients 
should  be  observed  for  about  15  minutes  following 
an  injection  of  trypsin.  Epinephrine  Injection,  U.S.P. 

1:1000  should  be  on  hand  for  any  systemic  reactions. 

Supplied:  (1)  In  sterile  multiple  dose  vial  contain- 
ing lyophilized  trypsin  62,500  Units,  N.F.  (25  mg.), 
plus  5 ml.  vial  of  aqueous  diluent.  (2)  In  sterile 
single  dose  vial  containing  lyophilized  trypsin, 

12,500  Units,  N.F.  (5  mg.),  plus  1 ml.  vial  of  aqueous 
diluent. 

Compatibilities:  There  are  no  known  incompatibili- 
ties for  Parenzyme  (trypsin]  or  Orenzyme.  Other 
medications  may  be  given  with  these  preparations, 
if  indicated.  In  infection,  appropriate  antibiotic 
therapy  should  be  used  concurrently. 

References:  1.  Hopen,  J.  M.,  and  Campagna,  F.  N.:  J.  Philadelphia  Gen. 
Hosp.  5:20,  1954.  2.  Lichtman,  A.  L.:  Delaware  M.  J.  33:11,  1961.  3.  Licht- 
man,  A.  L. : Ann.  New  York  Acad.  Sc.  68:196,  1957.  4.  Golden,  H.  T. : Clin. 
Med.  2:583,  1955.  5.  Stuteville,  O.  H.,  et  al.:  Am.  J.  Surg.  96:787,  1958. 
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NOW  FROM  66  HOSPITALS . . . 

Nationwide  Comparison  of  Microbial  Susceptibility  to  5 Leading  Antibiotics.  The  1963  antibiotics  survey  is  unprecedentei 
its  scope.  In  all,  susceptibility  results  of  9,331  cultures  were  collected  from  66  hospitals  in  26  states.  The  bacteria  stuc 
were  isolated  from  overt  clinical  infections,  and  tested  by  the  disc  sensitivity  method  for  susceptibility  to  five  widely-u 
antibiotics.  Each  participating  hospital  laboratory  reported  the  over-all  susceptibility  of  the  specified  bacteria  studied  e 
week.  The  data  thus  collected  were  then  compared  and  analyzed  by  electronic  data  processing  equipment. 

The  in  vitro  findings  indicate  the  over-all  superiority  of  TAO  (triacetyloleandomycin)  over  four  leading  antibiotics  aga 
staphylococcus  aureus  (coagulase  positive),  streptococcus  pyogenes  (beta-hemolytic),  diplococcus  pneumoniae,  and  sti 
tococcus  pyogenes  Group  D (enterococcus).  These  1963  data  broaden  and  confirm  the  1962  study  of  9,872  cultures  in 
continuing  hospital  survey  of  antibiotics. 

/vJUaS' 

RESULTS  FROM  1963  NATION 


100% 

TAO 


Staphylococcus 

Streptococcus 

Pneumococcus 

Enterococcus 

(coagulase  positive) 

(P-hemolytic) 

TAO 

(5440) 

(1519) 

(1130) 

(1242) 

(triKetyloleandomycin) 

88.0% 

95.2% 

97.1% 

63.9% 

Erythromycin 

68.9% 

96.7% 

96.7% 

68.5% 

Tetracycline 

50.9% 

79.9% 

92.9% 

36.6% 

Chloramphenicol 

82.2% 

94.2% 

96.8% 

72.3% 

Penicillin 

27.0% 

94.9% 

96.8% 

45.0% 

(figures  in  parentheses  indicate  total  number  of  cultures) 


WIDE  SURVEY  OF  ANTIBIOTICS 


indications:  The  bacterial  spectrum  for  which  TAO  (triacetylo- 
leandomycin)  primarily  is  effective  includes  staphylococci,  strep- 
tococci, pneumococci  and  gonococci.  It  is  recommended  for  acute 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic.  It  has  been  shown  to  be 
particularly  effective  in  acute,  severe  infections  of  the  respiratory 
tract,  bones  and  joints,  genitourinary  tract  and  in  staphylococcal 
enterocolitis.  It  is  not  recommended  for  prophylaxis  or  in  the  man- 
agement of  infectious  processes  which  may  require  more  than 
10  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity 
of  this  drug,  when  therapy  beyond  10  days  proves  necessary,  other 
less  toxic  agents,  of  course,  should  be  used  unless  the  organism  is 
resistant  to  those  agents,  or  in  those  cases  where  hypersensitivity 
precludes  their  use.  If  clinical  judgment  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is 
recommended,  including  BSP,  transaminase  (SCOT)  and  cephaiin 
flocculation  tests. 

references:  i . Isenberg,  Henry  D.,  Ph.D.;  Scientific  Exhibit  presented  at 
the  meeting  of  the  American  Medical  Association,  Atlantic  City,  New  Jersey, 
June  16-20, 1963. 2.  Fowler,  J.  Ralph,  Watters,  John  L.  and  Levy,  Arthur  M.: 
Clinical  Medicine,  70:547  (Mar.)  1963. 


precautions  and  side  effects:  use  of  this  drug  may  produce 
alterations  in  liver  function  tests  and  jaundice.  Clinical  experience 
available  thus  far  indicates  that  these  liver  changes  were  reversi- 
ble following  discontinuation  of  the  drug.  A review  of  studies  by 
several  independent  investigators  and  reports  from  practicing  phy- 
sicians indicate  that  liver  function  abnormalities  may  occur  in  a 
significant  number  of  patients  following  two  weeks  or  more  of 
continuous  therapy  with  triacetyloleandomycin  at  1.0  gram  per  day 
in  divided  doses.  Clinical  symptomatology,  including  jaundice,  has 
been  observed  infrequently  in  these  individuals.  The  drug  is  not 
recommended  for  subjects  who  have  shown  abnormal  liver  func- 
tion tests  or  hepatotoxic  reactions  to  it.  Based  upon  the  use  of  this 
drug  over  a period  exceeding  5 years,  the  incidence  of  jaundice 
considering  all  reports  referable  to  this  effect  is  6.3  per  million 
courses  of  therapy.  When  only  those  which  definitely  can  be  re- 
lated to  this  drug  are  equated  to  usage,  the  incidence  is  1.8  per 
million  courses  of  treatment. 

Although  reactions  of  an  allergic  nature  due  to  this  drug  are  in- 
frequent and  seldom  severe,  those  of  the  anaphylactoid  type  have 
occurred  on  rare  occasions. 


TAO 

(triacetyloleandomycin) 


Availabfg  as; 

Capsules  (250  mg.;  125  mg.) 
Ready-Mixed  Oral  Suspension 
(raspberry-flavored,  125  mg./5  cc.) 

Pediatric  Drops  (100  mg./cc.) 


Parenteral  (as  oleandomycin  phosphate) 


New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc.  • Science  for  the  World’s  Well-Being® 
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Edwin  D.  Kilboume,  M.D.,  and  Jerome  L. 
Schulman,  M.D.,  of  the  Division  of  Virus 
Research,  Department  of  Public  Health  at 
Cornell,  are  using  a special  strain  of  mice  as  a 
model  in  studying  how  respiratory  viruses  are 
transmitted.  Their  research  has  brought  two 
important  facts  to  hght:  that  influenza  is 

without  doubt  an  airborne  infection,  transmitted 
from  the  infected  to  the  noninfected  on  the  tiny 
nuclei  of  watery  droplets  expelled  in  breathing; 
and  seasonal  factors  influence  the  rate  of  trans- 
mission of  the  viruses.  These  factors  have 
not  as  yet  been  identified.  The  latter  finding  is 
consistent  with  the  well-known  fact  that 
epidemics  of  influenza  in  the  human  population 
occur  most  frequently  in  the  late  fall  and  winter 
months.  The  assumption  is  that  stress  due  to 
cold  weather  and  the  close  proximity  in  which 
people  live  in  the  winter  months  are  conducive 
to  the  spread  of  infection. 

Sigma  Xi  lecture 

The  annual  Sigma  Xi  lecture  will  be  held  on 
November  18  at  4:00  p.m.  in  the  first  floor 
lecture  hall  of  the  Downstate  Medical  Center, 
450  Clarkson  Avenue,  Brooklyn.  Philip  Sand- 
blom,  M.D.,  chancellor  and  chairman  of  the 
Department  of  Surgery,  University  of  Lund, 
Sweden,  will  speak  on  “The  Imprint  of  Disease 
on  Modern  Art.” 

Hahnemann  symposium 

The  tenth  Hahnemann  symposium  will  be 
held  November  18  through  20  at  the  Sheraton 
Hotel,  Philadelphia.  Topic  of  the  symposium 
will  be  “Aging  of  the  Lung:  Perspectives.” 

This  postgraduate  course  is  acceptable  for 
twenty  hours  of  Category  I credit  by  the 
American  Academy  of  General  Practice. 

F or  further  information  contact  Leon  Cander, 
M.D.,  symposium  director,  Hahnemann  Med- 
ical College  and  Hospital,  230  North  Broad 
Street,  Philadelphia  2,  Pennsylvania. 

Mortality  increases 

Mortality  among  the  industrial  policyholders 
of  the  Metropolitan  Life  Insurance  Company 
for  the  first  eight  months  of  this  year  was  9 
per  cent  higher  than  that  in  the  like  period  of 
1962,  and  the  highest  in  nearly  twenty  years. 

Widespread  outbreaks  of  influenza  in  the 
early  months  of  the  year  accounted  for  much  of 
the  increase,  the  company’s  statisticians  said. 
The  widespread  prevalence  of  this  disease 
not  only  raised  the  death  rate  from  pneumonia, 
but  also  the  mortality  attributed  to  heart 
disease,  cancer,  and  other  major  chronic 
diseases. 

Through  August,  the  total  death  rate  for  all 
ages  combined  was  7.7  per  1,000  policyholders, 
compared  with  7.1  a year  ago.  To  a large 
extent,  the  excess  mortality  this  year  reflects  a 
higher  death  rate  among  policyholders  past 
midlife. 


Mortality  from  accidents  also  rose,  primarily 
because  of  a greater  frequency  of  motor  vehicle 
mishaps,  the  statisticians  said. 

Influenza  vaccination  urged 

The  19,000  physicians  of  New  York  City  are 
once  again  urged  to  give  influenza  vaccine  to 
those  of  their  patients  who  are  suffering  from 
chronic  debilitating  diseases  and  to  those  over 
forty-five  years  of  age  and  to  pregnant  women. 

The  recommendation  is  contained  in  a letter 
being  sent  to  physicians  by  George  James,  M.D., 
Commissioner  of  Health  of  The  City  of  New 
York  Department  of  Health. 

Although  the  disease  is  not  expected  to  reach 
major  epidemic  proportions  during  the  winter 
and  spring,  the  vaccination  of  persons  with 
increased  mortality  risk  is  urged  because  there 
will  be  some  cases,  and  there  will  be  excess 
mortality  due  to  the  endemic  nature  of  the 
disease. 

Physicians  in  industry 

The  Program  of  Continuation  Education- 
Pubhc  Health  of  the  Columbia  University 
School  of  Public  Health  and  Administrative 
Medicine  will  hold  the  seventh  annual  Institute 
for  Physicians  in  Industry.  The  one- week 
course  will  be  held  at  the  Columbia-Presbyterian 
Medical  Center  complex  in  New  York  City 
during  the  week  of  March  2,  1964.  Four 
intensive  courses  which  relate  specifically  to 
the  field  of  occupational  medicine,  as  well  as 
providing  general  background  material  in 
public  health,  will  be  offered. 

Further  information  and  applications  may  be 
obtained  from  the  Program  of  Continuation 
Education-Public  Health,  Suite  305,  21  Audu- 
bon Avenue,  New  York  32,  New  York. 

Environmental  medicine 

The  American  College  of  Physicians  will 
offer  a postgraduate  course  in  environmental 
medicine  December  9 through  13  at  the  Mas- 
sachusetts General  Hospital  in  Boston. 

The  course  is  designed  to  give  the  internist 
adequate  data  with  which  to  diagnose  and 
manage  cases  of  illness  caused  by  the  environ- 
ment. For  example,  the  effects  of  significant 
exposure  to  toxic  chemicals,  harmful  dusts, 
and  damaging  levels  of  radiant  energy  will  be 
described. 

Further  information,  as  well  as  registration 
forms,  may  be  obtained  from  Edward  C.  Rose- 
now,  Jr.,  M.D.,  Executive  Director,  The 
American  College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pennsylvania. 

Personalities 

Elected.  A.  W.  Martin  Marino,  Sr.,  M.D., 
Brooklyn,  as  president  of  the  Board  of  Colon 
and  Rectal  Surgery. 

continued  on  page  3196 
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when  protein 
was  missing... 


. . . they  turned  to  milk.  In  1952  a team  of  United 
Nations  investigators  tried  using  dried  milk  to 
treat  a widespread  disease  of  children  in  central 
Africa.  Milk  was  effective . . . thanks  to  its  liberal 
content  of  high  quality  protein. 

Aside  from  calories,  protein  deficiency  is 
probably  the  most  common  deficiency  disease 
of  man.  It  usually  occurs  after  weaning  . . . 
when  the  child  changes  to  a cereal  diet  consist- 
ing mostly  of  carbohydrate.  Milk  is  the  most 


effective  source  of  protein  during  early  therapy. 

Because  of  the  liberal  amounts  of  protein  in 
our  diets,  protein  deficiency  is  seldom  seen  in 
the  United  States.  The  high  quality  of  milk  pro- 
tein ...  its  relative  abundance  and  moderate  cost 
. . . have  been  important  factors  in  assuring  an 
adequate  protein  intake. 

As  they  have  in  the  past,  milk  and  other  dairy 
foods  will  continue  to  play  a vital  role  in  the 
nutritional  welfare  of  our  people. 


The  nulrilional  statements  made  in  this  advertisement  have  been  reviewed  by  the  Council  on  Foods  and  Nutrition  of  the  American 
Medical  Association  and  found  consistent  with  current  authoritative  medical  opinion. . 


Since  1915 . , . promoting  better  health  through  nutrition  research  and  education 

NATIONAL  DAIRY  COUNCIL 

Greater  New  York  Program  • a non-profit  organization 

202  EAST  44TH  STREET  • NEW  YORK  17,  NEW  YORK 


AVAILABLE  oM  REQUEST:  Rcprinls  of  this  series  of  messages  on  “milestones  in  nutrition” 
and  “CLINIC  leaflets"  on  pre-natal,  post-natal,  and  infant  care 
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RECOGNIZE 
THIS  PATIENT? 


3192 


When  you  recognize  signs  of  depression  and 
anxiety  and  associate  them  with  an  organic 
condition— add  'DeproT  to  your  therapy. 

Typical  conditions  in  which  'DeproT  should  be  considered 
for  control  of  the  associated  depression  and  anxiety: 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder-start  the  patient  on  'Depror. 

Typical  situations  in  which  'DeproT  is  indicated: 


BRIEF  SUMMARY: /nd/caf/ons;  Depression,  especially  when  accompanied  by  anxiety,  tension,  agitation, 
rumination  or  insomnia.  Side  Effects:  Slight  drowsiness  and,  rarely,  allergic  reactions,  due  to  mepro- 
bamate, and  occasional  dizziness  or  feeling  of  depersonalization  in  higher  dosage,  due  to  benactyzine, 
may  occur.  Meprobamate  may  increase  effects  of  excessive  alcohol.  Use  with  care  in  patients  with 
suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  in  patients  with  history  of  drug  or 
alcohol  addiction.  Withdraw  gradually  after  prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  or  to  physicians  upon  request. 

USUAL  ADULT  DOSAGE;  1 tablet  q.i.d.  May  be  increased  gradually,  as  needed,  to  3 tablets  q.i.d.;  with 
establishment  of  relief,  may  be  reduced  gradually  to  maintenance  levels. 

SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 

WALLACE  LABORATORIES  /CranAu/-/,  N.  J.  cD.a.s 


cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause 

■ alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies 

■ chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  organic  disturbances. 


fear  of  cancer  or  other  life-threatening  disease  ■ pre-  and  post-operative 
fears  ■ postpartum  despondency  ■ family  problems  ■ death  of 
a loved  one  ■ loss  of  work  ■ retirement  problems  ■ financial  worries, 
and  many  other  stressful  situations. 


meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 
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in  very  special  cases 
a very  superior  brandy... 


84  Proof  I Schieffelin  & Co..  N.  Y. 


Under  the  generic  name 

for  lower  costs  to  your  patients 

Meprobamate  Tablets 

400  mg.  U.S.P. 

Quality  controlled  by  West-ward 

Literature  available  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

Nys  11-15 
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BARBA-NIACIN  provides  prompt  and  effective  relief  without 
the  hazards  of  phenobarbital  hypersensitiveness.*  This  safer 
and  better  sedative  is  indicated  for  all  the  uses  of  pheno- 
barbital. 


Tranquility  restored,  the  path  to  recovery  is  opened  up  in 
many  diseases.  For  example,  the  prognosis  may  be  improved 
in  angina  pectoris,  peptic  ulcer,  renal  or  gallstone  colic. 

BARBA-NIACIN  tablets  contain  phenobarbital  V2  gr.  and 
niacin  14  gr.  The  side  effects  of  phenobarbital,  due  to  hyper- 
sensitiveness, are  avoided  by  combination  with  niacin.*  The 
recommended  adult  dose  is  1 tablet  up  to  4 times  a day. 

For  insomnia,  a single  dose  of  BARBA-NIACIN  FORTE 
(phenobarbital  IV2  gr.  and  niacin  % gr.)  should  be  taken  on 
retiring. 


BARBA-NIACir 

Phenobarbital  gr.  — Niacin  (4  gr. 


Supplied  in  bottles  of  100  scored  tablets. 

Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the  side 
effects  due  to  hypersensitiveness.  Like 
phenobarbital,  it  is  contraindicated  for  drug 
addicts  or  patients  with  impaired  renal  or 
hepatic  elimination. 


Chemical  Company 
St.  Louis,  Mo.  63108 


•Feinblatt,  T.  M.,  and  Ferguson, 
E.  A.,  Jr.,  Phenobarbital  idio-_ 
syncrasy,  avoidance  by  use  of 
phenobarbital-niacin.  New  York 
State  J.  Med.  62:221-3,  1962. 
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continued  from  page  3190 

Awarded.  Charles  E.  Tobin,  M.D.,  pro- 
fessor of  anatomy  and  a member  of  the  Uni- 
versity of  Rochester  School  of  Medicine  and 
Dentistry  for  twenty-five  years,  the  1963  Gold 
Medal  of  the  University  of  Rochester  Medical 
Alumni  Association  for  “high  integrity,  dis- 
tinguished contributions  to  students,  and 
inspired  teaching.” 

Speakers.  Murray  G.  Baron,  M.D.,  Bernard 
S.  Wolf,  M.D.,  Arthur  Grishman,  M.D., 
Philip  Strax,  M.D.,  Maurice  M.  Pomeranz, 
M.D.,  Roberts  Rugh,  M.D.,  Milton  Elkin, 
M.D.,  Saul  Boyarsky,  M.D.,  Neville  Kaplan, 
M.D.,  Jose  Martinez,  M.D.,  Samuel  D.  Hemley, 


M.D.,  Virginia  Kanick,  M.D.,  Richard  D. 
Kittredge,  M.D.,  Nathaniel  Finby,  M.D., 
Morton  A.  Bosniak,  M.D.,  of  New  York  City; 
Bernard  Roswit,  M.D.,  Harold  M.  Jones,  M.D., 
Stanley  J.  Maisky,  M.D.,  Cyprian  B.  Reid, 
M.D.,  Charles  Amato,  M.D.,  and  Charles 
Spreckels,  The  Bronx;  Harry  Z.  MeUins, 
Brooklyn;  and  L.  H.  S.  Van  Mierop,  Albany; 
all  before  the  convention  of  the  American 
Roentgen  Ray  Society  in  Montreal  October  8 
through  11.  . . Walter  A.  Osinski,  M.D.,  as- 
sociate clinical  professor  of  psychiatry  at 
Albany  Medical  College,  before  the  Black 
River  Valley  Club  on  October  15  on  “The 
Impact  of  Psychiatry  on  Your  Practice.” 


Medical  Meetings 


Association  of  the  Professions 

The  first  annual  congress  of  the  New  York 
State  Association  of  the  Professions  will  be 
held  November  25  and  26  at  the  Americana 
Hotel,  New  York  City. 

Speakers  representing  the  national  profes- 
sional societies  will  discuss  “Opportunities  for 
the  Professions.”  The  Honorable  Malcolm 
Wilson,  lieutenant  governor  of  the  State  of 
New  York  will  be  the  principal  speaker  at  the 
president’s  luncheon  on  November  26,  and 
The  Honorable  Anthony  B.  GiofFre,  assembly- 
man  from  the  fourth  district,  Westchester 
County,  will  deliver  the  keynote  address  of 
the  business  meeting  on  that  date. 

Further  information  on  the  Congress  may  be 
obtained  from  Mrs.  Grace  Carroll,  New  York 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


State  Association  of  the  Professions,  750  Third 
Avenue,  New  York,  New  York  10017,  YUkon 
6-5757. 

American  Industrial  Health  Conference 

The  1964  American  Industrial  Health  Con- 
ference will  be  held  April  13  through  16  at  the 
Pittsburgh-Hilton  Hotel  in  Pittsburgh,  Penn- 
sylvania, it  has  been  announced  by  the  In- 
dustrial Medical  Association  and  the  American 
Association  of  Industrial  Nurses. 

The  scientific  program  will  be  augmented  by 
both  scientific  and  technical  exhibits.  In- 
tensive courses  in  selected  areas  of  medical 
practice  and  industrial  hygiene  also  will  be 
presented. 

Further  information  about  the  Conference 
may  be  obtained  by  writing  American  In- 
dustrial Health  Conference,  55  East  Washing- 
ton Street,  Chicago,  Illinois  60602. 
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greaseless  dehydrated  lotion  in 

cake  make-up  form 


3-way  benefits 

in  acne,  facial  seborrhea 
O antibacterial  action 

...  to  combat  many  common 
pathogenic  skin  microorganisms 

Q mild  astringent  and 
keratolytic  efficacy 

...  to  aid  removal  of  excess 
sebaceous  material  and  keratinization 

O effective  blemish  concealment 

...  to  help  minimize  emotional  distress  often 
occasioned  by  cosmetic  defects 


COSMEDICAKE  is  specially  formulated  as  adjunctive 
therapy  for  skin  eruptions  of  cosmetic  importance  in  female 
patients.  Extensive  clinical  experience  confirms  its  3-way 
benefits.  In  88%  of  112  female  patients  with  acne  vulgaris 
or  acne  rosacea,  COSMEDICAKE  produced  results  that 
were  “cosmetically  and  therapeutically  good”i— and  no 
adverse  effects  were  experienced.  Its  convenience  and  ele- 
gance achieve  continued  cooperation  from  grateful  patients. 

Applied  with  a damp  sponge,  COSMEDICAKE  goes  on 
the  skin  smoothly  and  uniformly  as  a reconstituted  fast- 
drying lotion  with  no  separation,  no  precipitation  or  uneven 
concentration.  May  be  used  morning  and  night. ..helps  the 
patient  gain  confidence  by  improving  her  appearance  while 
lesions  are  healing. 

COSMEDICAKE  contains  hexachlorophene,  benzalkoni- 
um  chloride,  salicylic  acid,  and  colloidal  sulfur  in  a smooth, 
greaseless,  pharmaceutically  elegant  base. 

4 skin-matching  shades  available  at  all  pharmacies. 
1.  Berger,  R.  A.;  Clinical  Medicine,  Sept.  1961. 


also  available: 

COSMEDICAKE  for  Dry  Skin- 
effective  topical  medication  spe- 
cially formulated  for  patients  with 
dry  skin. ..provides  lipids  for  soft- 
ening and  moisturizing  actions. 

for  samples 

and  complete  literature  write; 

KAY  PREPARATIONS  COMPANY,  INC. 
345  West  58  St.,  New  York,  N.Y.  10019 
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Book  Notes 


Anatomy.  By  Ernest  Gardner,  M.D.,  Donald 
J.  Gray,  Ph.D.,  and  Ronan  O’Rahilly,  M.D. 
Second  edition.  Quarto  of  1,006  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963.  Cloth,  $17.50. 

For  the  undergraduate  medical  and  dental 
student  during  the  present  shortened  course  in 
human  anatomy.  Regional  in  approach,  it 
stresses  the  importance  of  the  relationship 
between  structure  and  function.  The  termi- 
nology used  is  the  Nomina  anatomica  of  1955 
as  amended  in  New  York  in  1960,  translated 
into  English  wherever  applicable. 

The  Care  of  Minor  Hand  Injuries.  By 
Adrian  E.  Flatt,  M.D.  Second  edition.  Oc- 
tavo of  274  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1963.  Cloth, 
$10.50. 

Important  general  principles  of  hand  care  with 
detailed  discussion  of  treatment  of  various 
types  of  injuries  characterize  this  publication. 
The  section  on  “Recommended  Reading”  is 
a valuable  source  for  further  study. 

Clinical  Anatomy,  By  Otto  C.  Brantigan, 
M.D.  Quarto  of  421  pages,  illustrated.  New 
York,  The  Blakiston  Division,  McGraw-Hill 
Book  Company,  Inc.,  1963.  Cloth,  $15. 

The  author,  a surgeon  and  professor  of  anatomy. 
University  of  Maryland  School  of  Medicine, 
emphasizes  the  importance  of  anatomy  as  the 
foundation  upon  which  medicine,  surgery,  and 
the  specialties  can  be  built.  Although  he  covers 
the  entire  field  of  gross  anatomy,  he  especially 
stresses  its  clinical  aspects. 

An  Atlas  of  Ultrastructure.  By  Johannes 
A.  G.  Rhodin,  M.D.  Quarto  of  222  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963.  Cloth,  $10. 

The  author  states  that  “this  atlas  is  intended 
as  a supplement  to  ordinary  textbooks  of  his- 
tology and  should  help  the  student  to  bridge  the 
gap  that  now  exists  between  light  microscopy 
and  electron  microscopy,  as  indicated  by  the 
great  number  of  high  magnification  illustrations 
one  usually  finds  in  electron  microscopy  publica- 
tions.” The  work  contains  a comprehensive 
list  of  references  which  are  unusually  well  done 
with  complete  bibliographic  citation. 


Forensic  Medicine:  Courtroom  Applica- 

tions to  Legal  Principles.  By  Lewis  J. 
Siegal,  M.D.  Octavo  of  354  pages.  New 
York,  Grune  & Stratton,  1963.  Cloth,  $12.50. 

Written  by  one  who  is  both  a physician  and  a 
lawyer,  this  handbook  is  designed  to  meet 
the  work-a-day  requirements  of  medical  men 
as  well  as  lawyers.  It  should  prove  a valuable 
source  for  medicolegal  information. 

Modem  Trends  in  Surgery.  Series  1. 
Edited  by  W.  T.  Irvine.  Octavo  of  305  pages, 
illustrated.  Washington,  Butterworths,  1962. 
Cloth,  $12.50. 

The  purpose  of  this  work  is  to  keep  the  surgeon 
up  to  date  on  changes  and  new  technics  rather 
than  to  review  the  whole  field  of  general  surgery. 
Its  viewpoint  is  British. 

An  Introduction  to  the  Science  of  Human 
Behavior.  By  John  I.  Nurnberger,  M.D.,  C. 
B.  Ferster,  Ph.D.,  and  John  Paul  Brady,  M.D. 
Octavo  of  379  pages,  illustrated.  New  York, 
Appleton-Century-Crofts,  1963.  Cloth,  $5.95. 

Three  well-quahfied  psychiatrists,  and  pro- 
fessors, cooperate  to  produce  this  concise  student 
text  on  a complex  subject.  It  is  recommended 
for  beginners. 

An  Introduction  to  Medical  Laboratory 
Technology.  By  F.  J.  Baker,  F.I.M.L.T., 
R.  E.  Silverton,  A.I.M.L.T.,  and  Eveline  D. 
Luckcock,  F.I.M.L.T.  Third  edition.  Octavo 
of  478  pages,  illustrated.  Washington,  Butter- 
worths,  1962.  Cloth,  $7.50. 

Designed  especially  for  students  and  junior 
technicians,  this  work  is  completely  revised, 
partly  rewritten,  and  new  parts  added  to  cover 
recent  developments  in  a constantly  changing 
field. 

The  Risk  Takers.  By  Hugh  McLeave. 
Octavo  of  208  pages,  illustrated.  New  York, 
Holt,  Rinehart  and  Winston,  1963.  Cloth, 
$4.50. 

This  is  an  interesting  history  of  heart  surgery 
and  the  story  of  surgeons  who  dared  risk  reputa- 
tions in  order  to  save  the  fives  of  patients 
who  seventy  years  ago  would  have  met  certain 
death. 
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in  duodenal  ulcer  therapy... anticholinergic  benefits  produce  solid  results 


(To  show  symbolically  how  glycopyrrolate  stops  the  burning  pain  of  peptic  ulcer,  our  photographer  set  fire  to  a section 
of  an  old  stump  and  photographed  it.  Then,  to  dramatize  healing,  he  patched  the  lesion  with  plastic  wood  and  photo- 
graphed the  solid  results.) 


Robinuf 

brand  of 

glycopyrrolate,  1 mg.  per  tablet 

Robinul-PH 

glycopyrrolate,  1 mg.,  and  phenobarbital, 

I V4  gr.  per  tablet/Warning:  may  be  habit  forming. 


Glycopyrrolate  establishes  a more  favorable  heal- 
ing environment  for  your  ulcer  patient.  It  reduces 
acid  volumei-4... elevates  and  maintains  gastric 
pHi. . . suppresses  hypermotility^.s  without  affect- 
ing gastric  emptying.6  The  incidence  of  disturbing 
side  effects  with  glycopyrrolate  is  extremely  low^-o 
— proof  that  it  caters  to  your  patient’s  comfort. 

outstanding  clinical  results:  Clinical  results 
with  glycopyrrolate  have  been  outstanding.  In  795 
reported  cases  of  peptic  ulcer,  good  to  excellent 
results  were  achieved  in  83.1%,  or  661.  Posey 
sums  it  up  when  he  says,  “In  effect  with  glyco- 
pyrrolate, one  approaches  an  ideal  agent  for  the 
management  of  peptic  ulcer.  With  it  a vagolytic 
effect  may  be  obtained  without  interfering  with 
gastric  emptying  — the  medical  equivalent  to  va- 


gectomy  plus  an  adequate  drainage  procedure. "2 
We  invite  you  to  try  Robinul  (glycopyrrolate)  in 
your  practice  and  discover  firsthand  how  it  estab- 
lishes a more  favorable  healing  environment  to 
give  you  so/id  results  in  treating  peptic  ulcer. 

Side  Effects:  Dryness  of  mouth,  blurred  vision, 
urinary  difficulties,  and  constipation  are  seldom 
troublesome  and  may  generally  be  controlled  by 
reduction  of  dosage.  Other  unwanted  effects  such 
as  skin  rashes  have  been  reported  rarely. 

Precautions:  Administer  with  care  to  patients  with 
incipient  glaucoma. 

Contraindicated:  In  acute  glaucoma,  prostatic  hy- 
pertrophy, and  in  the  presence  of  urinary  bladder 
neck  obstruction  or  pyloric  obstruction  or  stenosis 
with  significant  gastric  retention. 

Robinul-PH  is  contraindicated  in  patients  sensitive 
to  phenobarbital  or  with  advanced  hepatic  or  renal 
disease. 

references:  1.  Sun,  D.  C.  H.:  Ann.  New  York  Acad.  Sc.  99:153, 
Feb.,  1962.  2.  Posey,  E.  L.,  Jr.:  Am.  J.  Digest  Dis.  7:863, 
Oct.,  1962.  3.  Slanger,  A.:  Journal  of  New  Drugs  2:215, 
July-Aug.,  1962.  4.  Kasich,  A.  M.,  and  Fein,  H.  D.:  Am. 
J.  Gastroenterology  39:1,  Jan.,  1963.  5.  Breidenbach,  W.  C.: 
Invest.  Clin.  Report,  March,  1961.  6.  Young,  R.,  and  Sun, 
D.  C.  H.:  Ann.  New  York  Acad.  Sc.  99:174,  Feb.,  1962. 
7.  Epstein,  J.  H.:  Am.  J.  Gastroenterology  37:295,  March, 
1962.  8.  Orchow,  H.  S.:  Clin.  Med.  9:1743,  Aug.,  1962. 
9.  Moeller,  H.C.:  Ann.  New  York  Acad.  Sc.  99:158,  Feb.,  1962. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


As  IS  the  bud 
bit  with  an  envious  worm, 
Ere  he  can  spread  his 
sweet  leaves  to  the  air, 

Or  dedicate  his  beauty 
to  the  sun." 


' Karsh,  Ottawa 


When  Shakespeare  wrote  these  lines,  he  could  not  have  known 
how  poignantly  they  apply  to  the  young  victims  of  muscular  dystrophy, 
stricken— as  were  this  brother  and  sister— almost  before 
they  have  begun  to  live.  The  progressive  muscle-wasting  disease 
from  which  they  suffer  is  indeed  like  an  envious  worm, 
gnawing  away  slowly  but  persistently  at  their  very  existence 
You  can  help  end  its  ravages  by  your  contribution  to  the 

MARCH  FOR  MUSCULAR  DYSTROPHY 

MUSCULAR  DYSTROPHY  ASSOCIATIONS  OF  AMERICA,  INC. 
1790  Broadway,  New  York  19,  N.Y. 


Many  of  the  ^^serial  titles  most  in  demand”  from  its 
current  collection,  according  to  a recent  report  of 
the  National  Library  of  Medicine,  come  from  the 
NEW  YORK  STATE  JOURNAL  OF  MEDICINE. 


Such  value  must  be  warranted. 

Can  we  supply  the  demand?  Yes.  To  you  and  your  friends. 

You’re  not  limited  to  a single  gift  subscription.  You  can,  as  a matter 
of  fact,  make  use  of  this  offer  to  give  two  or  three  old  school  friends  a 
chance  to  read  your  Journal — no  matter  where  they  are. 


Gift  subscriptions  are:  $5.00  for  the  first  year,  $7.50  thereafter 

P.S.  If  you  don’t  happen  to  be  one  of  our  fortunate  members,  you  can 
also  treat  yourself  to  the  same  special  introductory  subscription  rate. 
Mail  your  order  to:  New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  1 7,  N.  Y. 

PLEASE  SEND  A SPECIAL-RATE  INTRODUCTORY  SUBSCRIPTION  TO: 


Name. 


Address. 


City  & State. 


Name 

Address 

City  & State 

r~1  Enclosed  is  $5.00  for  the  first  year  (Regularly  $7.50) 

r~l  Enclosed  is  $1 8.00  for  the  first  three  years  (Regularly  $22.50) 

[~|  Plus  $1.50  for  foreign  addressee. 
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higher  activity  levels  than 
other  tetracyclines 


1-2  days’  "extra"  activity 


DAYS  1 

2 

3 

4 

5 

6 

duration  of  therapy,  tetracycline 


duration  of  activity,  tetracycline 


gives  you  an  "extra  dimension"  of  antibiotic  contro 


'ffective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young  and  aged— 
he  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive.  Side  Effects  typical  of 
etracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  dermatitis,  over- 
>rowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  ad- 
'isable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  Capsules,  150 
ng.  and  75  mg.  of  demethylchlortetracycline  HCI.  Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d. 


.EDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


vacancy 

“The  direct  cost  for  caring  for  the  mentally  ill  is 
$1.7  billion  a year.  Worke7's  who  become  mentally  ill 
lose  over  half  a billion  dollars  in  earnings  each  year. 

Staff  in  one  mental  hospital  recently  tried  an 
experiment  ivith  65  patients  who  had  been  confined 
for  an  average  of  13  years.  They  practiced  the  best 
treatment  methods  now  known  and,  within  six 
months  to  a year,  37  of  these  patients  were  well 
enough  to  be  discharged.  Only  eight  of  the 
discharged  patients  failed  to  hold  the  gains  they  had 
made  for  at  least  a year  after  they  left  the  hospital.”* 


Hope  now,  where  there  was  no  hope.  Drugs  which 
help  now,  where  there  were  no  known  drugs  which 
helped  — even  five  years  ago.  Independent  drug 
research  is  continuing  in  this  vital  area.  But,  shoul 
it  be  discontinued  because  the  cost  must  somehow  1 
refiected  in  the  ultimate  price  of  the  new  drug  — 
if  it  is  to  be  discovered?  Or  should  the  sign  read, 
as  it  has  throughout  time  in  overcrowded 
mental  institutions : “no  vacancies.” 

*U.S.  Department  of  Health,  Education  and  Welfare, 
Public  Health  Service  Publication  No.  813. 


This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription  products. 


PHARMACEUTICAL  MANUFACTURERS  ASSOC.  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


Before  Mimi  could  hit  high-C 


. . . vertigo  hit  Mimi* 


The  house  doctor  gave  her  Antivert. 


Antivert  stopped  the  vertigo. . . 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  1 0 PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere’s  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include:  cu- 
taneous flushing,  sensations  of  warmth, 
tingling  and  itching,  burning  of  skin, 
increased  gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining 
these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a 
desirable  physiological  sign  that  the  nic- 
otinic acid  is  carrying  out  its  intended 
function  of  vasodilation.  Because  of 
this  vasodilation,  severe  hypotension 
and  hemorrhage  are  obvious  contra- 
indications to  Antivert  therapy. 

•Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

AntlUPri*  mecnzineHCI 
FbIILIWwI  L nicotinic  acid 

stops  vertigo 

TABLETS:  (meclizine  HC1 12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and 
nicotinic  acid  25  mg.) 

and  foryour  geriatric  patients:  NEOBON® 
See  Physicians'  Desk  Reference  for  pre- 
scription information. 


New  York.  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


but  Anti  vert  can't  stop  everything. 
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Empty  capsules  are  filled  by  the  finest 
precision  machinery  available  . . . but 
no  machine  is  perfect.  That’s  why  all 
Lilly  Pulvules®  (filled  capsules)  are 
given  the  "thirty-minute  checkup”  to 
be  certain  that  uniformity  is  main- 
tained. At  least  once  every  thirty  min- 
utes ten  filled  capsules  are  taken  from 


each  machine  and  carefully  weighed 
on  a prescription  balance.  In  addi- 
tion, the  checks  are  double-checked  at 
least  four  times  each  day  . . . another 
of  the  many  stringent  controls  which 
assure  you  that  the  Lilly  products  you 
prescribe  provide  quahty  that  merits 
the  full  measure  of  your  confidence. 

S&ey 


EliLilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


Thanksgiving  1963 

The  origin  of  our  uniquely  American 
holiday  of  Thanksgiving  is  worth  recalling. 
It  starts  with  that  intrepid  band  of  religious 
dissenters  numbering  about  100,  who  by  mis- 
chance landed  on  the  inhospitable  shores  of 
North  America  in  latitude  42°  at  the  very 
beginning  of  winter,  December  21,  1620. 

Poorly  provided  with  food,  clothing,  and 
shelter,  they  lost  half  their  number  that 
first  winter.  So  decimated,  they  had  cause  to 
level  the  graves  and  plant  grain  over  them 
in  the  spring  to  hide  their  misfortune  from 
the  Indians.  The  first  harvest  was  anything 
but  bountiful,  but  for  it  they  set  aside  a day 
of  prayerful  thanksgiving.  At  the  table,  we 
are  told,  five  kernels  of  corn  were  set  at  each 
place  to  remind  them  of  the  slender  rations 
of  their  first  winter. 

A day  of  thanksgiving  was  oflBciaUy  pro- 
claimed in  the  Massachusetts  Bay  Colony 


Nonintegrated  numerology 

Statisticians  of  the  American  Medical 
Association  and  the  U.S.  Public  Health 
Service  are  at  loggerheads  over  the  present 
ratio  of  physicians  to  population.  The 
A.M.A.,  working  from  its  own  figures  ob- 
tained from  its  circulation  and  records  de- 
partment, states  that  the  number  is  146.7 
physicians  per  100,000  people,  an  increase  of 
11.4  since  1950.  The  A.M.A.  also  reports 
that  there  was  a gain  of  4,500  physicians  in 
the  year  1962  alone.  This  is  a sizable  increase 
in  any  statistician’s  language,  and  assuming 
that  this  will  continue,  the  A.M.A.  projects 
a figure  of  147.8  per  100,000  in  1970. 

The  U.S.  Public  Health  Service  figures  the 
present  ratio  to  be  145.9  instead  of  146.7  and 


in  1630,  in  Connecticut  in  1639,  and  by  the 
Dutch  settlers  of  New  York  in  1644. 

The  Continental  Congress  left  it  up  to 
the  governors  of  the  colonies  to  proclaim  a 
day  of  thanksgiving.  Washington  and  Mad- 
ison both  proclaimed  a day  of  thanksgiving 
but  the  matter  was  left  generally  to  the  dis- 
cretion of  the  states  until  November,  1864, 
when  President  Lincoln  inaugurated  the  an- 
nual call  to  thanksgiving  by  the  president 
which  has  been  honored  ever  since. 

This  time  lag  of  two  himdred  forty-three 
years  from  Plymouth  Plantation  to  Civil 
War  does  us  little  credit. 

As  we  sit  amidst  our  bounty  this  year  we 
should  think  of  the  slender  toehold  at  Plym- 
outh, the  reverence  of  our  leaders  of  the 
past,  and  the  happy  circumstance  of  our 
freedom,  which  stems  directly  from  the  first 
Thanksgiving. 


points  out  that  the  A.M.A.  included  in  its 
estimation  foreign-trained  physicians,  physi- 
cians out  of  the  country  on  foreign  service, 
and  also  a windfall  of  2,000  osteopaths 
granted  physician  licenses  within  the  past 
year  in  California. 

This  aU  seems  like  hair-splitting.  The 
important  figure  to  determine  is  actually  how 
many  physicians  are  available  to  treat  the 
sick.  Lumping  in  researchers,  industrialists, 
insurance  medical  people,  and  all  others  who 
have  little  or  no  contact  with  the  sick  be- 
clouds the  figures.  What  the  people  want 
to  know  is  how  many  doctors  are  available 
to  care  for  them  when  they  are  in  trouble. 
They  want  to  know  whether  or  not  the 
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number  is  sufficient  and  whether  or  not 
they  are  strategically  placed  to  be  of  use  to 
them. 

If  organized  medicine  and  the  govern- 
ment service  charged  with  medical  responsi- 
bility would  shut  down  their  electronic 
machines  for  a time,  sit  down  together,  and 


pool  their  information,  the  wires  could  be 
uncrossed. 

Then  perhaps  a rational  plan  of  figure- 
mongering  could  be  devised — one  that  the 
machines  could  get  their  electronic  teeth 
into  and  one  that  could  produce  a meaning- 
ful result. 


The  chickens  are  coming  home  to  roost 


The  executive  arm  of  our  State  is  faced 
with  its  first  embarrassment  as  a result  of 
the  passage  of  the  law  to  license  chiropractic. 
A release  to  the  general  press  by  the  State 
Education  Department — ^and,  incidentally, 
not  communicated  to  the  medical  press— 
declares  that  under  the  law  chiropractors 
wiU  not  be  entitled  to  caU  themselves  doctors. 
What  the  chiropractors  can  call  themselves 
poses  a hard  problem  to  the  Department 
analogous  to  the  medieval  question  of  how 
many  angels  could  balance  themselves  on 


the  head  of  a pin.  This  question,  history 
teUs  us,  was  quite  seriously  debated  at  the 
time.  Subsequent  evolutionary  develop- 
ments in  theology  and  science  put  such 
theorizing  in  its  proper  place  as  fantasy. 

The  Pandora’s  box  opened  in  Albany  will 
have  far-reaching  effects,  and  the  question 
of  who  is  a doctor  and  who  isn’t  is  but  the 
first  to  arise.  Those  charged  with  the  en- 
forcement of  this  law  wiU  require  the  wisdom 
of  Solomon,  the  tortuosity  of  Machiavelli, 
and  the  sensitivity  of  a coelacanth. 


Redway 

Medal 


The  third  Laurance  David  Redway  Medal  will  be  awarded  at  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York  which  will  be  held  in 
New  York  City,  February  10  to  14,  1964. 

A gold  medal  and  cash  prize  of  $500  in  memory  of  the  late  editor  of  the  New 
York  State  Journal  of  Medicine  is  awarded  annually  for  the  article 
judged  to  be  the  most  outstanding  of  those  which  appeared  in  the  Journal 
during  the  previous  year. 

Every  Journal  subscriber  is  invited  to  send  his  nomination  to  the  editor  of  the 
Journal  for  the  best  article  which  appeared  in  the  Journal  in  1963,  giving 
brief  reasons  for  the  choice. 

Nominations  must  reach  the  editor  by  December  31,  1963.  They  should  be 
addressed  to  William  Hammond,  M.D.,  Editor,  New  York  State  Journal  of 
Medicine,  750  Third  Avenue,  New  York,  New  York,  10017. 
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ANNUAL 

CONVENTION 


Medical  Society  of  the  State  of  New  York 

FEBRUARY  11  through  14, 1964 

The  Americana,  New  York  City 


Scientific  Program 
Scientific  Exhibits 

FEBRUARY  11  through  14, 1964 

House  of  Delegates 

FEBRUARY  10  through  13,  1964 


NOTE  CHANGE  OF  MONTH  FOR  ANNUAL  CONVENTION. 
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Norethynodrel,  a steroid  molecule  display- 
ing both  progestational  and  estrogenic  prop- 
erties, makes  Enovid  physiologically  appro- 
priate for  feminine  use  — in  addition  to  its 
thoroughly  established  efficacy,  when  com- 
bined with  mestranol,  in  conception  control. 

Also  appropriate  to  feminine  physiology 
are  certain  clinical  effects  noted  in  women 
taking  Enovid  for  long-term  suspension  of 
fertility.  Characteristically,  cyclic  regularity 
is  achieved,  the  duration  of  menstrual  flow 
is  shortened  and  its  volume  is  lessened.  Ac- 
cording to  Andrews  and  Andrews:*  “In 
95.2%  of  patients  on  this  cyclical  manage- 
ment the  volume  of  menstrual  flow  has  been 
decreased  and  this  has  been  of  help  in  those 
having  menorrhagia.  Dysmenorrhea  has 
been  eliminated  or  significantly  improved 
in  87.5%  of  patients Relief  of  premen- 
strual tension  has  frequently  been  noted 

The  general  acceptance  by  women  of  this 
regimen  has  been  excellent.  Many  have  com- 
mented on  a feeling  of  well  being  and  free- 
dom from  fear  of  pregnancy.” 

For  the  prevention  of  conception,  Enovid 
may  now  be  prescribed  for  periods  up  to 
four  years.  The  results  of  eight  years  of  clini- 
cal experience  include  more  than  4,500,000 
users  of  Enovid. 

In  usual  practice  the  side  effects  most  like- 
ly to  be  encountered  by  the  physician  are 
nausea,  spotting  or  break  through  bleeding 
and  amenorrhea  (sometimes  called  “silent 
menstruation”).  Much  less  frequently  chlo- 
asma, breast  enlargement  or  discomfort  and 
mild  salt  and  water  retention  have  been  re- 


ported, and  the  latter  should  be  considered 
in  patients  with  heart  or  kidney  disease  or 
hypertension.  A variety  of  other  findings 
typical  of  estrogenic  compounds  (that  is, 
alterations  in  certain  thyroid  function  tests 
but  not  thyroid  function)  may  also  be  ob- 
served. 

Thromboembolic  phenomena  with  some 
fatalities  have  been  reported:  no  statistical 
significance  to  these  occurrences  has  been 
demonstrated  and  no  causal  relationship  has 
been  proved  or  disproved;  this  possibility 
should  be  considered  in  women  with  factors 
known  to  be  contributory  to  thrombophle- 
bitis. Enovid  is  contraindicated  in  women 
with  a history  of  previous  thromboembolism. 

The  presence  of  genital  or  breast  carci- 
noma and  liver  disease,  dysfunction  or  jaun- 
dice are  also  contraindications.  The  status 
of  liver  function  should  be  noted,  since  in 
large  doses  Enovid  may  cause  bromsulpha- 
lein  retention. 

•Andrews,  W.  C.,  and  Andrews,  M.  C.:  The  Use  of 
Piogestins  for  Oral  Contraception,  Southern  Med.  J. 
55:454-456  (May)  1962. 

ENOVID 

Each  tablet  contains:  5-mg.  size  10-mg.  size 

norethynodrel 5 mg.  9.85  mg. 

mestranol  0.075  mg.  0.15  mg. 


Research  in  the  Service  of  Medicine 


SEARLE 


Enovid  is  an  exclusive  product  of  Searle  Research 


G.D.Searle  & Co.,EO.Box  51 10,Chicago,lllinois  60680 


Both  acute  and  chronic  asthma 
controlled  with 

ELIXOPHYLLIN' 

Each  15  cc.  contains  THEOPHYLLINE  80  mg.;  ALCOHOL  3 cc. 


• 360,000  Patients  with  Severe  Asthmatic 
Attacks  are  admitted  each  year  to  Hos- 
pital Emergency  Rooms.’^^ELIXOPHYLLIN 
can  terminate  such  attacks  in  minutes 

Tabulation  from  published  proof showing  de- 
pendable absorption,  therapeutic  efficacy  and  good 
gastric  tolerance: 

Complete  Relief  No 

Relief  Incomplete  Response 
No.  of  within  at  or 


Patients 

30  Min. 

30  Min. 

Equivocal 

Hospital 

Emergency  Cases: 
Schluger,  McGinn 
and  Burbank>  50 

37 

6 

8 

Private  Patients: 
Greenbaum*  24 

23 

0 

1 

Spielman*  20 

14 

6 

0 

Kessler*  13 

11 

0 

2 

107  85  11  11** 

••(5  were 
“status”  cases) 

Gastric  distress  was  reported  in  only  one  patient. 


1.  Schluger.  J.;  McGinn,  J.  T.,  and  Burbank,  B.:  The  Treatment  of  the  Acute 
Asthmatic  Attack  with  an  Oral  Alcohol-Water  Solution  of  Theophylline  (Eli)»o- 
phyllin).  Am.  J.  Med.  Sc., 254:28  (July)  1957.  2.  Greenbaum,  J.:  Clinical  Evalua- 
tion of  Elixophyllin  and  Choline  Theophyllinate  In  the  Management  of  Acute 
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• Your  Patients  with  Chronic  Asthma  are 
relieved  and  protected  against  severe  re- 
current attacks  with  ELIXOPHYLLIN 
taken  on  an  empty  stomach  q.  8 hours^*^ 

Note:  We  stress  that  this  hydroalcoholic  theophyl- 
line solution  is  so  well  tolerated  it  is  recommended 
to  be  given  on  an  empty  stomach— thereby  provid- 
ing dependable,  rapid  absorption,  sine  qua  non ! 

• Rapid  absorption  means  quick  relief 

• Sustained  blood  levels  provide  prolonged  relief 

• No  ephedrine  or  other  auxiliaries  to  complicate 
management 

• Cough,  dyspnea,  mucus  retention  under  positive 
control 

• May  be  contraindicated  in  peptic  ulcer  and  gout 
Rx  only— 16  and  S2-oz.  bottles. 
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DOSAGE:  For  Severe  Attacks— Adults  (average 
weight)  75  cc.  Children  0.5  cc.  per  pound  body  weight. 
Reduce  dosage  as  required  if  theophylline  has  beett 
taken  previously. 


For  'Round-the-clock  Protection— Adults— first  6 
doses,  45  cc.  before  breakfast,  at  3 PM  and  at  bedtime, 
then  30  cc.  doses.  Children— 0.3  cc.,  then  0.2  cc.,  per 
pound  body  weight. 
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T HE  MOST  DIFFICULT  group  of  cutaneous 
diseases  to  diagnose  and  treat  are  the  vesic- 
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ulobuUous  dermatoses.  It  is  especially 
important  to  differentiate  them  early  from 
pemphigus  vulgaris  because  of  the  poor 
prognosis  of  the  latter  disease  unless  treat- 
ment is  initiated  early.  In  the  light  of  our 
knowledge,  where  the  etiologic  factors  are 
poorly  understood,  it  is  difficult  to  classify 
them  properly.  We  shall  make  an  effort  to 
discuss  the  clinical  characteristics  and  treat- 
ment of  three  of  these  diseases:  pemphigus, 
dermatitis  herpetiformis,  and  erythema  mul- 
tiforme bullosa. 

Pemphigus 

Pemphigus  is  a rare,  serious,  and  not  in- 
frequently fatal  dermatosis  which  is  char- 
acterized by  the  gradual  appearance  of 
crops  of  buUae,  which  develop  in  the  skin 
and  the  mucous  membranes.  The  cause  of 
this  disease  is  unknown.  Bullae  usually 
appear  without  symptoms  in  normal  skin 
and  rupture  easily.  When  these  lesions 
appear  on  the  mucous  membranes,  they  leave 
raw,  denuded,  moist  surfaces  which  increase 
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in  size  by  progressive  peripheral  detachment 
of  the  epidermis.  There  is  little  tendency 
to  spontaneous  recovery.  The  distribution 
of  the  lesions  is  usually  random  in  nature 
with  some  predilection  for  all  areas  subject 
to  rubbing  or  trauma  since  this  leads  to  a 
separation  of  the  layers  of  the  epidermis 
(Nikolsky’s  sign).  Itching  usually  is  not 
present,  but  pruritus  may  be  severe  on 
rare  occasions. 

The  first  bullae  which  appear  in  the  mouth 
rupture  rapidly,  leaving  painful  raw  areas 
which  are  distressing  and  interfere  with 
drinking  and  eating  so  that  there  is  con- 
siderable loss  of  weight,  strength,  and  ap- 
petite. This  is  further  complicated  by  the 
continual  loss  of  body  fluids  and  protein 
from  the  denuded  areas,  leading  to  a rapid 
decline  of  the  patient. 

Pemphigus  generally  is  seen  after  the 
fifth  decade  but  has  been  reported  occasion- 
ally during  the  second  and  third  decades. 
Pemphigus  occurs  in  both  sexes  with  equal 
frequency  and  is  more  common  in  the  Jewish 
race. 

The  histologic  features  of  the  early  bullae 
of  pemphigus  vulgaris  are  diagnostic.  ^ The 
bullae  form  within  the  epidermis  because  of  a 
degenerative  process  that  results  in  the  loss 
of  cohesion  between  the  epidermal  cells 
and  gives  rise  to  bullous  formation  predom- 
inantly in  a suprabasalar  position.  ^ 

The  prognosis  in  untreated  pemphigus  is 
poor.  Ninety  per  cent  of  the  patients  wiU 
die  within  two  years  unless  they  are  treated. 
The  outlook  is  better  with  modern  treatment. 
About  60  per  cent  of  the  patients  are  brought 
imder  satisfactory  control.  Death  occurs 
from  cachexia,  toxemia,  shock,  or  secondary 
bacterial  infection  of  some  of  the  organs  of 
the  body,  especially  the  lungs.  There  is 
usually  secondary  anemia,  occasionally 
eosinophilia,  and  elevation  of  the  erythrocyte 
sedimentation  rate.  The  serum  proteins  are 
decreased  since  much  of  the  proteins,  fluids, 
and  electrolytes  are  lost  from  the  large  de- 
nuded areas  of  the  skin,  as  in  the  case  of 
severe  burns.  Despite  the  severity  of  the 
disease,  the  necropsy  findings  reveal  only 
nonspecific  or  secondary  changes.  Only 
the  histologic  changes  in  the  skin  and  mu- 
cous membranes  are  characteristic.  * 

Pemphigus  erythematosus  (Senear- 
UsHER  disease).  Pemphigus  erythema- 
tosus is  a type  of  pemphigus  which  in  recent 
years  has  become  relatively  common.  It 


bears  a striking  resemblance  to  lupus  ery- 
the  matosus  seborrheic  dermatitis,  both  in  the 
clinical  characteristics  of  the  lesions  and 
the  sites  of  predilection.*  The  “bat  wing” 
configuration  may  be  seen  over  the  nose  and 
malar  prominences.  Pemphigus  erythem- 
atosus may  involve  the  greater  part  of  the 
skin  above  the  waist.  At  the  onset  there 
are  usually  no  frank  bullae  visible  and  no 
mucous  membrane  lesions.  Only  after  the 
disease  has  progressed  do  the  classical 
features  of  pemphigus  vulgaris  evolve.  In 
the  beginning  this  type  appears  to  be  a 
relatively  benign  type  of  pemphigus  with 
the  patient  enjoying  fair  health  for  some 
time.  If  the  patient  is  not  treated,  death 
is  the  expected  outcome.  The  histologic 
features  of  the  flaccid  bullae  are  identical 
to  those  which  are  seen  in  pemphigus  vul- 
garis except  that  the  sphtting  of  the  epider- 
mis, caused  by  the  cellular  degeneration,  is 
located  higher  up  in  the  epidermis  (sub- 
corneal) and  not  in  the  suprabasalar  position. 

Pemphigus  vegetans.  Pemphigus  vege- 
tans is  a rare  form  of  pemphigus  involving 
the  flexures  of  the  body  especially  the  axil- 
las,  the  groin,  the  intergluteal  cleft,  and,  in 
women,  the  inframammary  regions,  the 
umbflicus,  and  the  skin  folds.  They  are 
covered  with  heaped-up  infected  granula- 
tion tissue,  the  result  of  ruptured  bullae. 
There  are  many  small  infected  bullae  at 
the  periphery  of  these  affected  areas. 
Mucous  membrane  lesions  are  usually  pres- 
ent. When  the  disease  spreads,  the  clinical 
picture  resembles  that  of  pemphigus  vul- 
garis. Death  ensues  if  treatment  is  not 
administered. 

Pemphigus  foliaceus.  Pemphigus  foU- 
aceus  also  begins  with  the  appearance  of 
flaccid  bullae  which  spread  to  involve 
most  of  the  cutaneous  surface  eventually 
in  scaling,  flaky,  moist,  somewhat  crusted 
lesions,  which  may  be  difficult  to  distinguish 
from  dermatitis  exfoliativa.  This  in- 
volvement of  most  of  the  cutaneous  sur- 
face which  eventually  becomes  universal 
is  in  sharp  distinction  to  the  previously 
mentioned  forms  of  pemphigus. 

The  mucous  membranes  of  the  mouth  are 
spared,  but  the  vermilion  surface  of  the 
lips  may  be  dried  and  fissured.  The  prog- 
nosis for  life  is  good,  but  the  outlook  for  the 
resolution  of  this  distressing  morbid  state 
is  poor.  If  death  ensues,  it  usually  fol- 
lows some  intercurrent  infection.  The  his- 
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tologic  features  found  in  the  skin  are  the 
same  as  those  found  in  pemphigus  erythem- 
atosus. 

Treatment.  The  therapy  of  patients 
with  pemphigus  is  predominantly  based  on 
the  administration  of  ACTH  (adrenocortico- 
trophic  hormone)  and  the  adrenocorticoster- 
oids.®  Until  the  advent  of  this  therapy  httle 
hope  could  be  offered  to  a pemphigus  pa- 
tient, once  the  diagnosis  was  established, 
other  than  general  supportive  therapy, 
in  the  hope  that  a spontaneous  remission 
would  occur.  It  was  fatal  in  90  per  cent  of 
a series  of  270  cases  treated  at  Bellevue 
Hospital  between  the  years  1911  and  1951.’  * 

The  dosage  of  adrenocorticosteroids  is 
initially  large;  500  mg.  or  more  of  cortisone 
or  its  equivalent  must  be  administered  each 
day  orally.  The  clinical  response  deter- 
mines the  duration  of  this  high  dosage. 
When  it  is  not  feasible  to  give  oral  medica- 
tion at  a time  when  the  patient  may  have 
difficulty  in  mastication  and  in  swallowing, 
intravenous  ACTH  may  be  administered 
daily  over  an  eight-hour  period  in  doses 
ranging  from  25  to  50  imits  in  500  cc.  of 
5 per  cent  glucose  in  normal  saline  solution. 

Course  of  treatment.  The  treatment  of  a 
moderately  severe  case  of  pemphigus  vul- 
garis consists  in  the  administration  of  20  to 
30  tablets  of  adrenocorticoid  initially.  If 
considerable  improvement  is  not  noted 
within  ten  days,  then  the  dose  is  increased 
to  30  to  40  tablets.  Generally,  this  latter 
increase  in  medication  produces  eventual 
control  in  the  majority  of  cases  of  pemphigus 
vulgaris.  Once  the  suppression  of  new 
bullae  formation  is  attained,  the  dose  of 
adrenocorticoid  is  reduced  slowly. 

Since  the  outlook  for  untreated  pemphigus 
is  hopeless,  there  are  essentially  no  real 
contraindications  for  this  form  of  therapy. 

, Many  of  the  side-effects  of  high-dosage 
I corticosteroid  therapy  must  be  accepted 
I to  induce  a remission  of  this  serious  disease.® 
The  physician  is  constantly  weighing  the 
advance  of  the  disease  against  the 
adverse  effects  of  therapy.  Every  attempt 
should  be  made  to  reduce  the  corticosteroid 
dose  to  its  lowest  effective  therapeutic 
maintenance  level  as  rapidly  as  possible 
because  of  the  sometimes  serious  side- 
effects.  As  a rule  this  level  must  be  indi- 
vidualized for  each  patient.  Careful  medical 
evaluation  must  be  carried  out  constantly  to 
guard  against  the  untoward  physiologic 


side-effects  of  the  corticosteroids.  Undesir- 
able side-effects  must  be  treated  as  they  ap- 
pear, such  as:  demineralization  of  the  bones, 
diabetes  mellitus,  peptic  ulcer,  Cushing’s 
syndrome,  psychosis,  fluid  and  electrolyte 
imbalance,  and  increased  susceptibility  to 
bacterial  infections,  either  pyogenic  or  tuber- 
culous. 

Peptic  ulcers.  One  of  the  ever-present 
dangers  of  oral  adrenocorticoid  administra- 
tion is  the  possible  production,  or  activation, 
of  peptic  ulcers.*  ® Although  some  physi- 
cians tend  to  minimize  this  hazard,  it  is 
our  opinion  that  the  hazard  exists  whenever 
the  adrenocorticoids  are  administered  for  a 
long  enough  period  and  in  high  enough 
doses.  In  fact,  the  patient  who  develops 
complications  and  difficulty  when  he  is 
treated  for  pemphigus  vulgaris  has  usually 
been  treated  with  excessive  doses  of  the 
adrenocorticoids  for  prolonged  periods  of 
time.  Because  of  this  potential  danger,  all 
patients  with  a previous  or  present  history 
of  a peptic  ulcer  should  be  maintained 
on  a full  ulcer  regimen  when  they  are  re- 
ceiving the  adrenocorticoids.  If  symptoms 
appear  and  persist,  serial  gastrointestinal 
examinations  should  be  performed. 

Pulmonary  complications.  One  should  al- 
ways be  on  guard  for  the  development  of  a 
silent  bronchopneumonia  or  a staphylococ- 
cic abscess  of  the  lung  as  a result  of  the 
lowered  resistance  of  patients  with  pem- 
phigus vulgaris.  A frequent  cause  of  death 
occurring  as  a result  of  the  debility  associated 
with  pemphigus  vulgaris  was,  and  still  is, 
pulmonary  comphcations. 

Musculoskeletal  complications.  Often  it 
is  in  the  musculoskeletal  system  that  many 
of  the  complications  of  adrenocorticoid 
therapy  occur.  There  is  no  doubt  that 
long-term  adrenocorticoid  therapy  pre- 
disposes to  osteoporosis  and  vertebral 
fractures,  especially  in  patients  past  middle 
age.*®  Unfortunately  it  is  only  after 
one  third  of  the  skeleton  calciiun  is  lost 
that  a roentgen-ray  examination  will  reveal 
osteoporosis.  Theoretically,  the  adminis- 
tration of  a sex  hormone,  such  as  6 to 
10  mg.  of  testosterone  propionate  daily, 
should  prevent  this  osteoporosis,  but  in 
our  experience  all  such  preparations  are  of 
limited  value.  However,  a polyvitamin 
preparation  should  be  administered.  The 
use  of  corsets  in  patients  with  osteoporosis 
should  be  employed  to  encourage  ambula- 
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tion,  and  an  under-mattress  board  is  im- 
perative. Muscle-wasting  and  weakness  of 
the  muscle  groups  of  an  extreme  degree  is 
seen  more  frequently  with  long-term  tri- 
amcinolone therapy  for  pemphigus.  Fre- 
quent electrolyte  determinations,  especially 
for  sodium  and  potassium,  should  be  done. 
In  view  of  the  fact  that  adrenocorticoid 
therapy  lowers  the  serum  potassium  level 
and  elevates  the  serum  sodium  level,  sup- 
plemental potassium  salts  have  been  ad- 
vocated. Unfortimately,  all  too  often  these 
enteric-coated  potassium  chloride  tablets 
are  not  absorbed  from  the  intestines  but 
are  found  intact  in  the  feces.  It  is  for  this 
reason  that  we  advocate  liquid  potassium 
preparations  of  either  potassium  chloride 
or  potassium  gluconate  (Kaon  or  potassium 
triplex). 

It  should  be  noted  that,  with  the  fre- 
quent use  today  of  diuretics  such  as  chloro- 
thiazide (Diuril)  and  hydrochlorothiazide 
(HydroDiuril),  caution  should  be  employed 
when  combining  these  agents  with  the 
adrenocorticoids  since  both  tend  to  deplete 
the  potassium  stores  throughout  the  body. 

Diabetes  mellitus.  Diabetes  meUitus  “in- 
duced” by  the  adrenocorticoids  is  an  ever- 
present hazard,  especially  when  high  doses 
of  the  adrenocorticoids  are  employed,  as  in 
the  treatment  of  pemphigus  vulgaris.  One 
may  uncover  “latent”  diabetes  in  this 
manner. 

Treatment  of  other  forms  of  pemphigus. 
Pemphigus  erythematosus  also  is  treated 
with  the  adrenocorticoids.  What  has  been 
said  for  pemphigus  vulgaris  is  applicable  to 
the  treatment  of  pemphigus  erythematosus, 
but  larger  doses  of  the  adrenocorticoids  and/ 
or  ACTH  must  be  employed.  Complete  re- 
mission is  not  accomplished,  but  improve- 
ment with  large  doses  of  the  adrenocorticoids 
or  ACTH  may  be  anticipated.  The  adreno- 
corticosteroids  are  of  little  value  in  the 
treatment  of  pemphigus  exfoliativa.  How- 
ever, the  antimalarial  drugs,  particularly 
quinacrine  hydrochloride  (Atabrine  hydro- 
chloride), may  improve  this  type  of  pem- 
phigus. 

Pemphigus  vulgaris  and  pemphigus  ery- 
thematosus respond  best  to  the  administra- 
tion of  the  adrenocorticoids,  whereas  pem- 
phigus vegetans  and  pemphigus  foliaceus 
respond  not  as  well  (in  that  order).  The 
antibiotics  are  also  effective  in  the  treatment 
of  pemphigus  vegetans. 


Dermatitis  herpetiformis 
(Duhring's  disease) 

Dermatitis  herpetiformis  is  a rare,  chronic 
dermatosis  with  frequent  exacerbations  char- 
acterized by  intense  pruritus  and  recurrent 
bouts  of  polymorphous  papulovesicular  le- 
sions. Dermatitis  herpetiformis  is  not  fatal; 
in  many  cases  it  has  persisted  for  several 
decades,  and  only  rarely  have  spontaneous 
remissions  been  reported.  No  age  group  is 
exempt,  but  it  is  a disease  of  adult  life.  The 
earliest  case  reported  was  an  infant  two 
weeks  old.  The  peak  incidence  is  around 
age  fifty.  In  children  the  eruption  is 
generalized  and  is  usually  more  vesiculobul- 
lous  in  character. 

In  the  typical  case  of  dermatitis  herpeti- 
formis the  eruption  is  roughly  symmetrical, 
involving  the  elbows,  knees,  buttocks,  upper 
back,  scalp,  and  face.  As  the  name 
implies,  the  vesicles  arise  on  a back- 
ground of  erythema  of  the  urticarial 
type.  There  is  usually  a tendency  toward 
grouping.  The  mucous  membranes  are 
very  rarely  involved.  The  vesicles  are  of 
various  sizes,  thick-waUed,  and  filled  with 
a straw-colored  fluid.  The  patient  obtains 
relief  from  the  burning  itch  by  scratching, 
thereby  rupturing  the  vesicles.  Ery- 
thematous and  urticarial  patches  occur  in 
association  with  the  vesicles  and  bullae 
accounting  for  its  polymorphic  nature. 
Since  this  disease  is  extremely  protean,  a 
high  index  of  suspicion  is  necessary  to  make 
the  correct  diagnosis.  One  should  con- 
stantly try  to  find  the  telltale  vesicle  which 
is  so  diagnostic  in  dermatitis  herpetiformis. 
Many  times  these  primary  lesions  are 
absent  with  only  secondary  excoriated 
papules  interspersed  between  hyper-  and 
hypopigmented  areas,  but  a clinical  vesicle 
must  be  observed  to  confirm  the  diagnosis. 

The  cause  of  dermatitis  herpetiformis  is 
unknown.  The  health  of  the  patient  is 
unaffected  except  for  loss  of  sleep  and  nerv- 
ousness attendant  on  severe  and  prolonged 
itching  and  scratching.  The  ingestion  of 
iodides  usually  causes  a flare  of  the  erup- 
tion. The  exact  significance  of  this  is  not 
fuUy  understood,  but  food  and  drugs 
containing  iodine,  sucb  as  iodized  salt,  shell- 
fish, sea  food,  and  Lugol’s  solution,  should 
be  avoided.  Women  notice  an  exacerba- 
tion of  the  condition  at  the  time  of  their 
menses. 
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A histologic  study  shows  a vesicle  located 
beneath  the  epidermis.  Surrounding  the 
bullous  cavity  and  also  within  it  may  be 
collections  of  eosinophils  in  the  cellular 
infiltrate.  In  the  peripheral  blood  count 
there  may  also  be  an  increased  number  of 
eosinophils. 

Herpes  gestationis  is  another  type  of 
dermatitis  herpetiformis  which  occurs  only 
during  the  latter  half  of  pregnancy  or 
shortly  after  delivery.  This  disease  is 
characterized  by  large  bullous  rather  than 
vesicular  lesions  which  disappear  completely 
following  delivery  only  to  reappear  with 
subsequent  pregnancies. 

Treatment.  Sulfapyridine  administered 
orally  is  a most  effective  remedy.  When 
given  in  proper  dosage,  it  will  produce  a 
rapid  remission  of  this  most  pruritic  der- 
matosis. The  dosage  must  be  individual- 
ized for  each  patient  since  some  may  be 
maintained  free  from  eruption  with  as 
little  as  0.5  Gm.  (one  tablet)  a day;  others 
may  require  up  to  3 Gm.  a day  to  control 
the  pruritus  and  to  cause  the  disappearance 
of  the  lesions.  Two  sulfones  also  have 
proved  efficacious.  Aldesulfone  (diasone) 
has  also  been  used  with  success  with  a daily 
dosage  ranging  from  0.33  Gm.  (one  tablet) 
to  2 Gm.  (six  tablets)  daily. 

Promacetin,  0.5  Gm.  (one  tablet)  to  6 Gm. 
(twelve  tablets)  has  produced  excellent 
therapeutic  responses  also.  The  dosage 
required  is  higher  than  the  first  two  drugs 
mentioned.  One  must  always  keep  in 
mind  that  these  are  potentially  hemopoietic 
and  nephrotic  toxins  so  that  blood  and 
urine  studies  must  be  performed  regularly, 
at  weekly  intervals  in  the  first  month  and  at 
monthly  intervals  thereafter.  When  the 
disease  is  in  remission,  a reduction  of  the 
dosage  of  the  drug  to  the  lowest  maintenance 
level  should  be  attempted. 

Herpes  gestationis  may  also  be  controlled 
by  the  previously  mentioned  medications, 
but  the  sulfonamides  must  be  administered 
with  great  caution  in  pregnancy  because  of 
the  possibility  of  hemolytic  anemia.  The 
adrenocorticosteroids  and  ACTH  have  often 
been  helpful  in  this  condition  and  as  initial 
therapy  are  preferable  to  the  sulfonamides. 

Erythema  multiforme 

! Erythema  multiforme  is  an  acute  inflam- 

I matory  disease  characterized,  as  its  name 


implies,  by  the  development  of  reddish 
macules,  papules,  vesicles,  and  bullae  in 
roughly  symmetrical  distribution.  The  sites 
of  predilection  are  the  dorsum  of  the  hands 
and  feet,  extensor  surfaces  of  the  extremities, 
especially  the  knees  and  elbows,  face,  neck, 
and  mucous  membranes. 

The  basic  configuration  is  an  annular 
lesion  with  the  subsequent  formation  of 
secondary  concentric  annular  lesions  lead- 
ing to  the  diagnostic  “target”  appearance. 
The  lesions  are  seen  frequently  on  the  palms 
and  soles.  These  may  be  bright  red  in 
color,  fading  to  a purplish  or  violaceous 
hue,  and  giving  rise  to  the  iris  lesion.  Sys- 
temic symptoms  may  vary,  usually  paral- 
leling in  severity  the  intensity  of  the  erup- 
tion. Itching  is  usually  not  present.  The 
disease  usually  runs  a self-limited  course  in 
from  two  to  four  weeks. 

Occasionally  the  eruption  resembles  pem- 
phigus vulgaris.''  For  this  reason  it  has 
been  termed  erythema  multiforme  pem- 
phigoides. The  bullae  are  placed  sym- 
metrically and  may  rupture  early  leaving 
crusts.  The  common  locations  are  the 
mucous  membranes  and  extremities  with 
only  a few  lesions  on  the  torso.  When  the 
bullae  rupture  in  the  mouth  or  genital  re- 
gions, they  form  superficial  erosions  which 
may  be  somewhat  tender.  The  patient 
may  not  feel  especially  ill  and  may  run  a 
temperature  up  to  101  F.  Usually  the 
disease  is  self-limited  if  untreated,  and  in 
most  cases  there  may  be  a history  of  recur- 
rent attacks,  sometimes  extending  over 
many  years. 

The  cause  of  erythema  multiforme  still 
remains  a mystery  in  some  cases.  This 
dermatosis  presents  a characteristic  clinical 
pattern  which  may  be  seen  with  the  follow- 
ing dermatoses.  Viral  diseases,  especially 
herpes  simplex  and  smallpox  vaccination, 
may  induce  this  same  clinical  picture. 
Systemic  infections  such  as  measles,  menin- 
gitis, and  pneumonia  may  be  accompanied  by 
erythema  multiforme.  More  rarely,  preg- 
nancy, cancer,  roentgen -ray  therapy,  foods, 
and  drugs  have  precipitated  an  erythema 
multiforme  reaction.  From  the  diversity  of 
possible  etiologic  agents,  it  is  safe  to  assume 
that  this  is  a vascular  response  to  a particular 
agent  in  a specifically  susceptible  individual. 

The  histologic  features  show  that  the 
bullae  form  subepidermaUy  by  separation  of 
the  entire  epidermis  from  underlying  dermis. 
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The  Stevens-Johnson  type  of  erythema 
multiforme  is  another  form  of  this  clinical 
picture.  It  is  a serious  and  at  times  a fatal 
variant  of  this  disease.  It  usually  affects 
young  individuals.  The  onset  is  abrupt  with 
temperature  of  103  to  104  F.,  headache, 
chills,  sore  mouth  and  throat,  and  fre- 
quently symptoms  of  an  upper  respiratory 
infection.  The  mouth  lesions  progress  rap- 
idly to  form  erosions  over  most  of  the  mucous 
membranes.  It  involves  also  the  conjimc- 
tivas,  genitalia,  and  perianal  region.  As 
the  disease  runs  a fulminating  course,  the 
lesions  may  appear  on  the  glabrous  skin, 
and  eventually  most  of  the  cutaneous  en- 
velope may  be  denuded.  At  times  this 
eruption  may  suggest  pemphigus.  The 
ocular  symptoms  can  be  grave  with  ulcera- 
tions, erosions,  and  scarring  of  the  cornea. 
Blindness  may  result  which  may  be  partial 
or  complete,  temporary  or  permanent. 
The  prognosis  should  be  guarded  because 
about  20  per  cent  of  the  cases  terminate 
fatally,  especially  in  the  younger-age  group. 

Treatment.  The  treatment  for  ery- 
thema multiforme  should  foUow  much  the 
same  form  as  that  outlined  for  pemphigus 
with  adrenocorticosteroids  and  ACTH  being 
given  in  much  the  same  dosage.  The  pain 
of  mastication  and  deglutition  may  be  so 
severe  as  to  make  intravenous  medication 
imperative  for  several  days.  A search  for 
the  causative  agent  and  its  subsequent 
elimination  wUl  lead  to  rapid  resolution  and 
possibly  wiU  prevent  recurrences.  In  the 
case  of  the  Stevens-Johnson  type,  intravenous 
forms  of  the  adrenocorticosteroids  may  be 
lifesaving.  Antibiotics,  especially  chlor- 
tetracycline  hydrochloride  crystalline 
(Aureomycin),  erythromycin,  or  tetracy- 


cline, may  prevent  secondary  bacterial  in- 
fection. Ophthalmologic  consultation  is 
indicated  to  minimize  the  grave  ocular 
manifestation.  Usually  solutions  of  hydro- 
cortisone and  the  antibiotics  are  instilled 
into  the  conjunctiva. 

Conclusion 

The  bullous  diseases  are  outlined  in  then- 
separate  clinical  forms  which  for  the  most 
part  present  a difficult  diagnostic  picture. 
Occasionally  the  diagnostic  criteria  for  one 
or  the  other  may  overlap,  even  to  the  his- 
tologic interpretation,  so  that  the  physician 
may  be  faced  with  a confusing  diagnostic 
problem.  In  these  cases  observation  and 
the  clinical  response  to  medication  may  be 
of  great  assistance  in  making  a correct 
diagnosis. 
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In  the  course  of  the  last  two  decades,  and 
particularly  since  the  end  of  World  War  II, 
there  has  been  a tremendous  upsurge  in  the 
number  of  new  medicaments  and  combina- 
tions of  old  and  new  ones  made  available 
to  the  public  by  the  pharmaceutical  in- 
dustry. Indeed,  the  extent  to  which  this 
host  of  new  medicaments  has  grown  is 
such  that  it  has  narrowed  considerably  the 
choice  of  new  generic  or  proprietary  names 
for  them.  As  a result  of  this  flood  of  new 
products,  the  strain  on  the  memories  of 
physicians  who  must  know  many  of  them  has 
grown  proportionately. 

This  profusion  of  new  and  old  medica- 
ments which  are  prescribed  nowadays  by 
physicians  has  brought  about  a higher 
incidence  of  undesirable  drug  reactions. 
There  also  is  the  increased  tendency  to 
self-medication  which  must  be  blamed,  in 
part  at  least,  on  the  intensive  advertising 
campaigns  for  the  sale  of  proprietary  drugs 
by  means  of  television,  radio,  and  the  press. 
As  a result,  Americans  are  probably  on 
their  way  to  becoming  the  most  over- 
medicated people  in  the  world. 

In  the  “old”  days,  new  drugs  were  de- 
veloped at  a comparative  snail’s  pace,  and 
this  gave  physicians  ample  opportunity  to 
become  informed  about  each  new  medica- 
ment and  its  side-effects.  Nowadays,  how- 
ever, many  physicians  find  that  they  have 
just  become  aware  of  side-effects  of  certain 
medicaments  only  to  learn  that  they  are 
already  outdated  and  being  replaced  by 
newer  and  hopefully  more  effective  and 
safer  substitutes. 

Rather  than  systematically  describing 
the  many  known  forms  of  drug  eruptions 
and  the  various  mechanisms  which  may 


mediate  these  reactions,  I would  like  to 
deal  with  some  forms  of  drug  eruptions 
which  are  of  particular  interest  at  the  mo- 
ment or  which  have  been  described  only 
recently  as  a consequence  of  the  amazing 
developments  in  the  pharmaceutical  field. 

Ecologic  imbalance 

Many  physicians  think  mainly  in  terms 
of  allergic  responses  when  there  is  a question 
of  a reaction.  However,  such  eruptions 
are  by  no  means  always  based  on  an  anti- 
gen-antibody mechanism.  An  excellent  ex- 
ample of  this  is  the  monihal  infections  in 
the  anogenital  region  which  are  so  common 
now  with  the  widespread  administration  of 
broad-spectrum  antibiotics.  These  infec- 
tions are  due  to  a disturbance  in  the  ecologic 
balance,  that  is,  in  the  normally  prevailing 
balance  between  different  microorganisms 
on  the  skin  and  mucous  membranes.  Many 
drug  eruptions  start  to  clear  within  a period 
of  days  to  weeks  after  the  causal  drug  is 
discontinued,  but  these  monilial  infections 
are  notorious  for  their  tendency  to  chronic- 
ity  and  to  recurrence.  The  reason  is,  of 
course,  that  the  elimination  and  avoidance  of 
the  drug  which  triggered  the  eruption  can- 
not correct  an  ecologic  unbalance.  Nor  does 
it  have  any  effect  on  the  sexual  partner  who 
has  contracted  genital  moniliasis.  The 
management  of  these  eruptions,  therefore, 
must  combine  persistent  topical  therapy 
with  appropriate  hygienic  advice. 

Systemic  manifestations 

Among  the  most  interesting  cutaneous 
drug  reactions  are  those  associated  with 
systemic  manifestations.  The  SLE  (sys- 
temic lupus  erythematosus  )-hke  eruption 
associated  with  the  hydralazine  syndrome  is 
weU  known.  It  has  become  increasingly 
apparent,  however,  that  other  medicaments, 
for  example,  the  hydantoin-type  drugs,  are 
capable  of  producing  similar  syndromes.^ 
Since  certain  drugs  (such  as  Dilantin, 
Mesantoin,  Mebaral,  and  Celontin)  are 
related  chemically  to  the  barbiturates,  the 
question  arises  as  to  whether  or  not  the 
barbiturates  themselves  can  cause  an  SLE- 
Uke  syndrome.  As  far  as  I have  been  able 
to  ascertain,  this  has  not  been  proved. 
However,  we  have  observed  cases  in  which 
the  administration  of  phenobarbital  brought 
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about  exacerbations  in  eruptions  due  to 
bydantoin-type  drugs.  ^ One  of  these  pa- 
tients had  a clear-cut  SLE-like  syndrome, 
while  in  another  a sharp  differentiation 
between  an  SLE-like  syndrome  and  a fixed 
drug  eruption  was  not  possible. 

It  was  suggested  some  years  ago  that 
epileptic  convulsions  or  petit  mal  might  well 
be  the  first  evidence  of  systemic  lupus 
erythematosus  in  some  cases.  However, 
the  question  remains  unresolved  as  to 
whether  or  not  these  are  susceptible  in- 
dividuals in  whom  an  SLE-like  syndrome  is 
brought  on  by  the  hydantoin-type  drug 
used  for  treating  epilepsy.  The  increasing 
number  of  reports  of  familial  tendency  to 
SLE  makes  this  a distinct  possibility. 

The  antifungal  antibiotic,  griseofulvin, 
also  is  known  to  have  caused  a systemic 
lupus  erythematosus-like  syndrome.®  It  is 
noteworthy  that  complement-fixing  anti- 
bodies and  passive-transfer  antibodies 
against  griseofulvin  were  found  in  the 
gamma  globulin  fraction  of  the  serums  of 
these  patients.  Certainly  this  antibiotic 
which  can  also  cause  other  drug  eruptions 
as  weU  as  hypersensitivity  to  light  should 
not  be  prescribed  haphazardly  or  without 
proper  indication. 

Cutaneous  manifestations 

The  possibility  that  a dermatomyositis- 
Uke  syndrome  can  be  produced  by  certain 
drugs  also  must  be  considered.  The  pheno- 
thiazines  have  been  suspected  of  producing 
this  syndrome,^  as  have  been  penicUhn 
and  the  hydantoin-type  drugs. 

In  the  past,  the  bromides  were  commonly 
prescribed  as  sedatives,  and  the  iodides  were 
used  in  a variety  of  diseases;  the  various 
forms  of  cutaneous  reactions  which  they 
caused,  particularly  the  acneiform  eruptions, 
were  well  known  to  physicians.  Nowadays, 
however,  the  iodides  and  the  bromides  are 
rarely  administered  for  the  same  reasons, 
and  exposure  to  them  generally  comes  from 
much  more  subtle  sources.  In  some  cases, 
for  example,  there  is  a strong  suspicion  that 
acneiform  eruptions  were  brought  on  by 
iodides  in  tbe  mineral  supplements  in 
vitamin  preparations  and  in  prepared  foods 
for  so-called  dietary  control.  Similarly, 
drugs  which  ordinarily  one  would  not  con- 
sider bromides  but  which  are  bromide  salts 
are  sources  of  exposures  to  bromine.  These 


include  methantheline  bromide  and  metbsco- 
polamine  bromide. 

The  combination  of  PAS  (para-amino 
sahcylate)  and  isonicotinic  acid  hydrazide 
also  has  been  reported  to  produce  acneiform 
eruptions.  Vitamin  B12  is  another  potential 
cause  of  acneiform  eruptions.  If  this  fact 
were  more  generally  recognized,  it  probably 
would  reduce  considerably  tbe  widespread 
use  of  this  drug.  The  glucocorticoids  and 
ACTH  may  well  be  the  most  common  cause 
of  drug-induced  acneiform  eruptions  today. 
The  acneiform  eruptions  due  to  aU  these 
drugs  are  quite  distinct  in  their  appearance 
since  the  lesions  tend  to  be  in  the  same  phase 
of  evolution  and  because  of  the  absence  of 
the  comedones  and  the  oily  skin  which  are 
so  characteristic  of  acne  vulgaris. 

Hair  loss 

In  the  past,  hair  loss  as  a side-effect  of 
drug  administration  was  very  uncommon. 
More  recently,  however,  hair  loss  has  be- 
come one  of  the  more  common  manifesta- 
tions of  drug  reactions.  The  anticoagulants 
(heparin  and  coumarin),  the  antimetabolites, 
alkylating  agents,  and  mitotic  inhibitors 
(for  example,  aminopterin,  methotrexate, 
Thio-Tepa,  colchicine,  and  chlorambucil), 
and  the  anticholesterol  compound,  tripar- 
anol,  all  have  caused  hair  loss  not  only  of 
the  scalp  but  the  eyebrows,  eyelashes, 
beard,  and  the  extremities  as  weU.  Klig- 
man®  has  pointed  out  the  different  mecha- 
nisms which  bring  on  hair  loss  due  to  anti- 
coagulants on  the  one  hand  and  to  the 
antimetabohtes  and  alkylating  agents  on  the 
other. 

Hair  loss  caused  by  anticoagulants  is 
prolonged  because  tbe  drug  converts  hair 
foUicles  from  the  anagen  (growing)  phase 
into  the  telogen  (resting)  phase.  Hair 
loss  caused  by  anticancer  drugs  is  temporary 
because  they  interfere  with  the  mitotic 
activity  in  growing  hairs,  thereby  interfer- 
ing with  the  production  of  keratinized  cells 
without  affecting  the  hair  cycle.  The  hair 
growth  resumes  shortly  after  the  cessation 
of  therapy,  and  no  permanent  damage  results 
to  the  hair-producing  apparatus,  even  with 
repeated  courses  of  these  chemotherapeutic 
agents. 

Triparanol,  which  has  been  removed 
from  the  market,  produced  not  only  alopecia 
but  also  an  unusual  combination  of  other 
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cutaneous  and  noncutaneous  manifestations 
such  as  loss  of  hair  color,  generalized  ichthyo- 
siform  dryness  of  the  skin,  cataract  forma- 
tion, and  liver  damage.® 

Photosensitivity 

A most  important  development  in  recent 
years  is  the  increased  incidence  of  drug- 
induced  hypersensitivity  to  light.  That 
such  photosensitization  can  be  brought  on 
by  drugs  (for  example,  the  sulfonamides) 
has  been  known  for  many  years.  Por- 
phyrins are  not  involved  in  these  reactions. 
Two  principal  mechanisms  have  been  found 
to  mediate  these  interesting  reactions  which 
require  exposure  both  to  the  drug  and  to 
light.  One  of  these  is  a nonimmunologic 
phototoxic  mechanism  in  which  the  photo- 
sensitizing drug  molecule  absorbs  quanta  of 
light  of  a specific  wave  length.  The  ab- 
sorbed energy  then  is  dissipated  into  bio- 
logic systems  and  produces  biochemical 
changes.  Usually,  in  this  form  of  photo- 
sensitivity, the  reaction  clinically  resembles 
a sunburn.  It  can  occur  within  twenty -four 
to  forty -eight  hours  after  the  first  administra- 
tion of  a drug,  as  long  as  there  is  adequate 
exposure  to  the  proper  wave  lengths  of 
light.  For  example,  the  tetracyclines  can 
cause  phototoxic  reactions.  Under  experi- 
mental conditions,  one  can  produce  photo- 
toxic reactions  with  large  doses  of  demethyl- 
chlortetracycline  in  30  per  cent  or  more  of 
those  who  are  exposed,’  whereas  under  actual 
clinical  conditions  the  incidence  is  infinitely 
lower,  probably  less  than  1 per  cent.  Chlor- 
tetracycline  and  probably  tetracycline  also 
can  cause  phototoxic  reactions.  An  unusual 
form  of  phototoxic  reaction  seen  in  a small 
number  of  persons  who  take  large  doses  of 
demethylchlortetracycline  is  fingernail 
changes  described  as  photo-onycholysis.® 
This  becomes  manifest  about  four  weeks 
following  ingestion  of  the  drug  and  adequate 
exposure  of  the  fingers  to  sunlight.  Im- 
provement occurs  spontaneously  two  to 
three  months  after  avoidance  of  both  the 
drug  and  sunlight. 

Fortunately,  photosensitivity  induced  by 
the  tetracyclines  is  very  short-lived,  and 
patients  usually  can  reexpose  themselves 
to  sunlight  within  a few  days  after  the  drug 
is  withdrawn. 

The  second  mechanism  involved  in  hyper- 
sensitivity to  light  is  based  on  a photoal- 


lergic  reaction.  Here  the  photosensitizing 
drug  molecule  also  absorbs  quanta  of  light 
of  a specific  wave  length,  but  the  activated 
state  leads  to  a photochemical  change  in 
the  drug  itself,  which  then  results  in  the 
formation  of  an  allergenic  compound.  The 
reaction  occurs  only  in  persons  who  are 
specifically  sensitized  to  this  compound,  and 
therefore  an  interval  of  five  or  more  days  is 
required  between  the  first  exposure  to  the 
drug  plus  sunlight  and  the  full  development 
of  photosensitivity.  PhotoaUergic  reactions 
clinically  are  likely  to  be  eczematous,  urti- 
carial, or  lichen  planus-like,  or  they  may 
resemble  a sunburn. 

The  chlorothiazides  are  drugs  which  may 
induce  photoaUergic  reactions.®  ’*  Here 
again  it  is  fortunate  that  the  photosensitivity 
usually  disappears  within  a few  days  after 
discontinuing  the  drug.  It  should  be  noted, 
however,  that  in  some  instances  of  drug 
photoallergy,  hypersensitivity  to  light  may 
continue  for  many  months  after  the  drug 
itself  has  been  withdrawn.  Patients  photo- 
sensitized to  promethazine  hydrochloride, 
for  example,  tend  to  remain  photosensitive 
for  some  time. 


Conclusion 

The  tremendous  variety  of  reactions 
engendered  in  the  skin  by  modern  drugs  is 
impressive.  One  shudders  to  think  what 
drug  reactions,  not  evident  clinically  or  by 
current  laboratory  methods,  lurk  in  other 
organs  and  systems  which  are  not  as  readily 
observable  clinically  as  the  skin. 
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T HE  LYMPHOMAS  may  be  defined  as  ex- 
tramedullary proliferations  of  primitive  mes- 
enchymal cells  or  cells  committed  to  a 
certain  line  of  differentiation  which  involve 
mainly  the  lymph  nodes,  spleen,  liver, 
gastrointestinal  tract,  skin,  kidneys,  and 
other  organs.'"^  They  are  included  in  the 
general  group  of  myeloproliferative  dis- 
orders which  include  the  leukemias,  the 
lymphomas,  polycythemia,  and  allied  condi- 
tions. This  broad  grouping,  emphasizing  a 
community  of  histogenesis,  disregards  dis- 
similarity of  histology  and  has  obvious 
advantages  in  terms  of  diagnosis,  prognosis, 
and  management. 

The  lymphomas  are  usually  accepted  as 
true  neoplasms  with  a great  variation  in 
degree  of  malignancy  and  effect  on  duration 
of  life.  In  this  country  in  1949  more  than 
4 deaths  per  100,000  population  were  caused 
by  lymphoma. * The  mortality  rate  for 
Hodgkin’s  disease  was  increased  from  0.7  to 
1.7  deaths  per  100,000  population  between 
1920  and  1950. 

The  diagnosis  of  lymphoma  is  based 
primarily  on  tissue  biopsy  and  histopatho- 
logic diagnosis.  To  understand  the  dif- 
ficulties in  morphologic  classification,  we 
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must  remember  that  the  lymphomas  are  not 
morphologically  static.®  Transitions  from 
one  pattern  to  another  are  observed  quite 
often  in  the  same  patient,  but  also  within  the 
same  lymph  node  if  many  sections  are 
examined. 

In  the  classification  based  on  that  of 
Gall  and  MaUory,*®  the  lymphomas  are 
grouped  into  seven  types  as  follows: 

Monomorphous 
Stem  cell 
Reticulum  cell 
Lymphoblastic 
Lymphocytic 
F oUicular  (Brill-Symmers) 

Polymorphous 
Hodgkin’s  disease 
Mycosis  fungoides 

At  times  it  is  impossible  to  assign  every 
case  of  lymphoma  to  one  of  these  seven 
types  because  some  tumors  are  in  an 
intermediate  stage  of  differentiation,  As 
the  disease  progresses,  the  lesion  may 
become  less  differentiated  and  require  re- 
assignment to  another  type.  “ 

Transformations  from  one  type  of  cell 
proliferation  to  another  may  occur.  Re- 
ticulum ceU  lymphoma  may  progress  to 
monocytic  leukemia,  and  lymphocytic  and 
lymphoblastic  lymphoma  to  lymphocytic 
leukemia.  Finally,  the  course  of  mycosis 
fungoides  can  terminate  as  Hodgkin’s 
disease,  reticulum  ceU  lymphoma,  or  lym- 
phoblastic lymphoma  with  or  without  a 
leukemic  blood  picture. 

Many  physicians  have  attempted  to 
correlate  the  extension  of  involvement  of 
lymphomas  with  the  prognosis:*®’ 

Stage  I:  Clinical  limitation  to  one  group  of 

lymph  nodes  without  systemic 
symptoms 

Stage  II:  Clinical  limitations  to  a single 

anatomic  region,  but  involving 
more  than  one  group  of  lymph 
nodes  (that  is,  entirely  above 
or  below  the  diaphragm),  either 
(1)  without  systemic  symptoms 
and  signs  or  (2)  with  systemic 
symptoms  and  signs 

Stage  III:  Generalized  disease  with  systemic 

symptoms  and  signs 
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In  such  a study  of  221  patients  with 
Hodgkin’s  disease  treated  at  the  Toronto 
General  Hospital  between  1928  and  1950,  a 
significant  ten-year  survival  by  stage  was 
observed:  Stage  I,  58  per  cent;  Stage  II, 

35  per  cent;  and  Stage  III,  2 per  cent.'^’ 

Clinical  signs  and  symptoms 

Lymphomas  can  occur  at  any  age.  The 
symptoms  are  caused  by  topical  pressure  or 
infiltration  of  different  organs:  Enlarge- 

ment of  hilar  lymph  nodes  may  produce 
cough;  pressure  on  the  vena  cava  results  in 
venous  stasis;  pressure  on  the  esophagus 
produces  dysphagia;  infiltration  of  the  cervi- 
cal sympathetics  produces  Horner’s  syn- 
drome; and  infiltration  of  lymphatics  of  one 
extremity  is  manifested  by  edema. 

The  systemic  manifestations  include 
fever,  ‘ weight  loss,  night  sweats,  fatigue, 
anemia,  dysproteinemia,  susceptibility  to 
infections,  and  hypersplenism.  Weight  loss 
results  from  hypermetabolism,  poor  appetite, 
and  sometimes  malabsorption  because  of 
infiltration  of  the  small  bowel  and  mesenteric 
lymph  nodes  by  lymphoma tous  tissue. 

Moderate  anemia,  normochromic  or 
slightly  hypochromic,  is  the  rule  with 
normal  or  low  serum  iron  and  low  iron- 
binding capacity  in  the  serum.  When 
autoimmune  hemolytic  anemia  is  present, 
the  anemia  is  severe,  characterized  by 
spherocytosis,  poly  chroma  tophilia,  reticu- 
locytosis,  and  sometimes  a positive  reaction 
to  Coombs’  test. 

Ferrokinetic  studies  on  the  anemia  of 
Hodgkin’s  disease  have  shown  an  increased 
red  cell  destruction  and  impaired  eryth- 
ropoiesis  in  spite  of  the  increased  tissue 
iron  stores  in  the  liver  and  spleen. 

The  dysproteinemia  consists  of  elevation 
of  gamma  or  alpha2  globulin.  A case  of 
lymphosarcoma  associated  with  macroglob- 
ulinemia  was  reported  recently.  The  mac- 
roglobulin disappeared  from  the  blood  after 
the  tumor  was  successfully  removed.  Cases 
of  lymphosarcoma  associated  with  cryo- 
globulinemia also  have  been  reported,  as 
have  cases  of  agammaglobulinemia  in  lym- 
phoma” with  excessive  susceptibility  to 
infections,  such  as  tuberculosis  and  staph- 
ylococcal, viral,  and  fungus  infections. 

The  susceptibility  to  infections  is  en- 
hanced by  steroids  and  also  by  the  leu- 
kopenia produced  by  alkylating  agents. 


antimetabolites,  and  irradiation.  Local  and 
disseminated  moniliasis,  deep  and  super- 
ficial fungus,  and  viral  infections,  such  as 
severe  herpes  zoster,  are  common,  and 
torulosis  of  the  central  nervous  system  has 
been  reported.^* 

Bone  marrow.  The  bone  marrow  find- 
ings are  variable  in  lymphomas.  In 
Hodgkin’s  disease  the  marrow  is  hypercel- 
lular  with  increased  numbers  of  reticu- 
lum cells,  plasma  cells,  and  eosinophils.'^ 
Sternberg-Reed  cells  may  be  present.  In 
other  cases  the  marrow  may  be  diffusely 
infiltrated  by  lymphoid  elements  of  varying 
maturity.  When  severe  hemolytic  anemia 
supervenes,  there  is  considerable  erythroid 
hyperplasia.  The  bone  marrow  aspiration 
helps  mainly  in  ruling  out  other  diseases. 

Lymph  node  biopsy.  The  most  impor- 
tant diagnostic  procedme  is  the  lymph 
node  biopsy.  The  largest  node  should  be 
removed,  and  inguinal  node  biopsy  must  be 
avoided.  The  removal  of  the  supraclavic- 
ular fat  pad  sometimes  yields  material  for 
diagnosis.  A histologic  differential  diagno- 
sis of  chronic  lymphocytic  leukemia  and 
lymphosarcoma  may  be  very  difficult.  Also, 
giant  follicle  lymphoma  may  be  difficult 
to  distinguish  from  hyperplastic  inflam- 
matory reactions. 

Diagnosis 

Generally  speaking,  the  diagnosis  of 
lymphoma  is  based  on  the  finding  that  the 
normal  architecture  of  a lymph  node  is 
destroyed  and  the  normal  follicles  and 
sinuses  are  replaced  by  neoplastic  prolifer- 
ation of  reticular  tissue.'® 

In  reticulum  cell  lymphoma  the  lymphoid 
tissue  comprises  large  primitive  cells  of  the 
reticuloendothelial  system.  In  lymphosar- 
coma, there  is  a uniform  proliferation  by 
cells  resembling  small  mature  lymphocytes 
or  large  lymphoblast-Uke  cells.  In  fol- 
licular lymphoma,  large  abnormal  follicles 
are  formed. 

In  Hodgkin’s  disease,  there  is  a pleomor- 
phic picture  of  giant  cells,  fibrosis,  retic- 
ulum cells,  eosinophils,  lymphocytes,  and 
plasma  cells. 

Finally,  in  mycosis  fungoides,  in  the 
plaque  stage,  the  microscopic  picture  of  the 
skin  is  often  diagnostic,  with  a variety  of 
cells,  histiocytes,  atypical  reticulum  cells, 
variable  mitoses,  infiltrate  of  the  lower 
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dermis  in  a patchy  distribution,  and  the 
presence  of  Pautrier  “microabscesses.”  “ 

In  general,  a diagnosis  of  lymphoma  sug- 
gests a grave  prognosis.  Since  cutaneous 
manifestations  may  be  present  in  about 
17  to  48  per  cent  of  patients  with  mabgnant 
lymphomas,  recognition  early  in  the  course 
of  the  disease  may  be  of  considerable  advan- 
tage to  the  patient.  Vigorous  radiation  to  a 
single  group  of  lymph  nodes  in  Hodgkin’s 
disease  or  the  surgical  removal  of  a ret- 
roperitoneal mass  may  lead  to  permanent 
“cirre.”  The  prompt  excision  of  single 
lesions  of  reticulum  cell  lymphoma  has  been 
followed  by  long  remissions  of  ten  to  twenty 
years  in  some  patients. 

Cutaneous  findings  in 
Hodgkin’s  lymphosarcoma 

In  comparison  with  mycosis  fungoides, 
the  cutaneous  manifestations  of  the 
Hodgkin’s  lymphosarcoma  type  play  an 
important  though  minor  role  in  the  diagnosis 
and  management.  To  be  sure,  the  need  for 
nursing  care  may  be  greater  during  the  cu- 
taneous tumor  phase,  rare  in  Hodgkin’s 
disease  but  common  in  other  types  of 
lymphoma,  than  when  visceral  lesions  are 
present.  Nevertheless,  it  is  usually  the 
visceral  involvement  which  decides  the 
duration  and  outcome  of  each  individual 
case. 

The  cutaneous  manifestations  are  divided 
into  specific  and  nonspecific  lesions;  “ 

Nonspecific 
Pruritus 
Prurigopapular 
Pigmentation 
Erythema  multi- 
forme-nodosum 
Urticaria 

Specific 
Papules 
Infiltrations  or  plaques 
Nodules  or  tumors 
Ulcerated  lesions 
Erythrodermas 

A nonspecific  lesion  may  have  a char- 
acteristic clinical  appearance  (papules,  and 
exfoliation),  but  the  histologic  appearance 
is  that  of  a chronic  low-grade  inflammatory 
reaction.  Diagnosis  by  this  means  alone 
is  not  possible.  Specific  lesions  yield  posi- 
tive histologic  findings  which  usually  can 
be  correlated  with  the  clinical  picture  and 
the  course  of  the  lymphoma. 


The  nonspecific  lesions  of  lymphoma  and 
Hodgkin’s  disease  are  roughly  similar. 

The  frequency  of  their  appearance  varies 
with  different  authors,  but  about  15  per 
cent  seems  to  be  a reasonable  estimate. 
Pruritus  is  common  and  may  precede  the 
actual  appearance  of  the  disease  by  months. 

It  is  not  easily  relieved  by  antipruritic  oral 
and  topical  symptomatic  treatment.  Pig- 
mentation, which  is  a diffuse  yeUow-brown, 
melanin-hke  discoloration  of  the  skin,  may 
appear  gradually  and  is  most  prominent  in 
patients  who  are  in  the  terminal  stages  of 
the  disease.  Itching  papules,  superficial 
and  scattered,  may  appear  on  the  face, 
trunk,  and  extremities.  These  are  char- 
acteristic, being  round  or  conical,  with  a 
red-yellow,  waxy  appearance. 

Toxic-hke  eruptions  with  elements  of 
urticaria,  erythema  multiforme,  erythema 
nodosum,  and  bullous  eruptions  may  occur. 
Purpura  is  usually  a terminal  finding  in  i 
lymphoma,  and  when  this  occurs,  a deep 
purplish  color  wiU  develop  in  aU  the  pre-  ) 
existing  skin-colored  or  brownish-red  ' 
plaques,  tumors,  and  infiltrated  areas.  ' 
Persistent  annular,  ringlike  lesions  are  rare, 
but  almost  invariably  they  are  followed  by  ! 
some  type  of  lymphomatous  involvement.  < 

Pyodermas  of  various  types  appear  in  the 
lymphoma.  This  is  thought  to  be  the  | 
result  of  some  fundamental  loss  of  host  I 
resistance.  Superficial  fungus  infections  ' ; 
(Trichophyton  rubrum)  of  the  glabrous  skin  : ; 
have  been  seen,  especially  if  the  patient  is  ’ 
debilitated. 

Herpes  zoster  occurs  in  4 to  7 per  cent  of  ^ 
aU  cases  of  lymphomas.  This  varies  in 
severity;  universal  or  generalized  herpes 
zoster  has  been  followed  by  the  death  of 
the  patient  within  a matter  of  days.  Viru-  ' 
lent  herpes  zoster  of  the  ophthalmic  branch 
of  the  trigeminal  nerve  has  been  followed  by 
corneal  involvement  and  blindness.  < 
Trophic  changes  in  lymphoma  are  mani- 
fested by  dryness  of  the  skin,  patchy 
atrophy,  hyperkeratosis  of  palms  and  soles, 
scattered  and  patchy  or  diffuse  alopecia, 
dystrophic  nail  changes,  and  general  ich- 
thyosis which  may  simulate  benign  ich- 
thyosis.®- Many  of  these  lesions  re- 

spond either  to  conventional  radiation  for 
locahzed  areas  or  to  electron  beam  therapy 
which  is  devised  to  irradiate  large  skin 
ports  at  a single  exposure  or  fractional  ex- 
posures in  sequential  courses. 


Eczema-psoriasiform 
Exfoliative  dermatitis 
Bullous  lesions 

Herpes  zoster 
Purpura 
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Specific  lesions  in  Hodgkin’s  disease  are 
relatively  uncommon.  Papular  lesions, 
small,  2 to  3 cm.,  closely  set,  and  brownish- 
red,  have  appeared  on  the  face  and  neck. 
Scattered,  isolated,  0.5-cm.,  raised  reddish- 
brown  lesions  have  occurred  on  the  trunk 
and  neck,  and  occasionally  a lesion  of  the 
extremity  has  been  biopsied  because  of  per- 
sistence of  the  skin  changes.  The  histologic 
appearance  of  these  lesions  usually  makes  the 
diagnosis  apparent. 

Palpable  tumors  or  nodules  lying  deep 
in  the  hypoderm  are  more  easily  palpated 
than  seen.  Some  are  enlarged  lymph  nodes 
that  have  eroded  superficially  through  the 
epidermis.  Others  are  primary  lesions 
which  are  not  related  to  lymph  nodes  and 
which  arise  autochthonously  in  the  skin. 
As  in  mycosis  fungoides,  the  brown  masses 
may  ulcerate  through  the  skin,  usually  at 
junctional  areas,  cervical  and  groin,  to 
form  huge,  mushroom-like,  gangrenous 
areas.  ^ 

I 

I Specific  lesions  in  malignant 
j lymphoma 

5 Stem  ceU  lymphoma  is  clinically  a rare 
I disorder.  Usually  solitary  tumors  are  seen, 
j which  may  be  localized  and  circumscribed 
I for  a time.  Leukemia  is  rare, 
j Reticulum  ceU  lymphoma  and  lympho- 
blastic lymphoma  overlap  at  times  both 
in  clinical  manifestations  and  histology. 
Solitary  nodules  and  tumors,  particularly 
of  the  scalp,  may  persist  as  symptomless 
growths  for  months  to  years.  These  are 
raised,  pink  to  red,  firm  nodules  or  tumors 
I with  a rubbery  consistency  on  palpation, 
in  contradistinction  to  metastatic  lesions 
which  are  hard.  Early  excision  has  been 
followed  by  cure  in  some  cases  and  in  remis- 
sion for  months  to  years  in  others.  Our 
experience  with  reticulum  cell  lymphoma 
stems  largely  from  patients  whose  illness 
began  as  mycosis  fungoides,  progressed 
through  the  plaque  and  nodular  stage,  and 
finally  presented  signs  and  symptoms  of 
eroding  tumors  associated  with  recognizable 
visceral  involvement.  Multiple,  variably 
sized  (4  to  10  cm.),  skin-colored  or  yel- 
lowish-brown tumors  occur  chiefly  in  the 
hypoderm  to  erode  through  the  skin  as  the 
process  becomes  progressive.  Some  tumors 
achieve  the  size  of  a small  grapefruit  and 
may  appear  with  surprising  rapidity  in  the 


space  of  two  to  four  days.  This  is  es- 
pecially true  of  tumors  associated  with 
localized  infection  of  an  extremity.  The 
late  appearance  of  this  picture  is  always 
accompanied  by  serious  constitutional 
symptoms.  Most  of  these  patients  are  in 
the  older-age  group.  A very  rapid  course 
may  be  seen  in  young  patients  in  whom 
only  a few  nodules  and  tumors  of  reticulum 
cell  lymphoma  develop  without  any  great 
multiplication  of  skin  lesions.  Patients 
become  acutely  iU.  In  an  eighteen-year- 
old  patient  in  our  series,  a fulminating 
process  developed  with  extension  of  the 
lymphoma  to  the  gastrointestinal  tract, 
resulting  in  ileal  intussusception  and  peri- 
tonitis. This  was  accompanied  by  cord 
compression.  At  necropsy,  involvement  of 
the  leptomeninges  of  the  brain  and  spinal 
cord  was  found. 

Transitional  forms  of  lymphoma  occur 
particularly  in  the  reticulum  cell  lymphoma 
group.”  In  one  patient  three  skin  biopsy 
specimens  of  variable  lesions  on  the  chest 
wall  which  were  taken  on  the  same  day 
revealed  chronic  inflammation  in  an  ec- 
zematous infiltrated  patch.  The  second 
biopsy  of  a nodule  showed  the  polymorphous 
infiltrate  of  mycosis  fungoides,  and  the 
third  report  of  a deeper  tumor  in  the 
hypoderm  was  recorded  as  reticulum  cell 
lymphoma.  Conversely,  biopsies  of  nodules 
and  tumors  in  another  patient  were  taken 
repeatedly  and  recorded  as  mycosis  fun- 
goides, although  a diagnosis  of  reticulum 
cell  lymphoma  of  the  tumor  deep  in  the 
hypodermis  was  fuUy  expected. 

Lesions  of  lymphocytic  lymphoma  (small 
ceU  lymphosarcoma)  are  characterized  by 
granular,  nodular  infiltrations  of  the  skin 
with  erythema  and  infiltration.  Reddish  or 
brownish  nodules  and  tumors  occur,  and 
about  50  per  cent  of  the  patients  develop 
chronic  lymphocytic  leukemia. 

Macrofollicular  lymphomas.**  Mac- 
rofoUicular  lymphoma  is  a relatively  benign 
condition  with  adenopathy  and  visceral 
involvement  and  without  cutaneous  mani- 
festations. In  many  cases,  however,  tran- 
sition to  a more  maUgnant  lymphoma  has 
occurred,  and  cutaneous  lesions  may  appear, 
depending  on  the  route  of  dedifferentiation. 

Lymphocytoma  cutis  (Spiegler-Fendt 
sarcoid).”  Lymphocytoma  cutis  is  a 
benign  disorder  which  occurs  in  solitary  or 
grouped  nodules  usuaUy  on  the  face,  scalp. 
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and  ears,  or  in  a disseminate  form.  Sys- 
temic lesions  have  not  been  reported. 
Many  clinicians  believe  that  this  condition 
is  a simple  lymphocytic  response  to  injury 
of  tissue  and  probably  does  not  belong  in  the 
group  of  lymphomas. 

Generalized  erythroderma,  exfolia- 
tive DERMATITIS  FORM.  Generalized  eryth- 
roderma may  be  an  expression  of  malignant 
lymphoma  or  a part  of  or  secondary  to  a 
number  of  benign  epidermal-dermal  con- 
ditions. As  in  mycosis  fungoides,  patients 
may  have  this  form  for  many  years  before 
the  true  lymphoma tous  nature  of  the  process 
is  recognized.  This  is  accomplished  by  con- 
tinued chnical  observation  and  by  the 
examination  of  many  repeated  biopsy 
specimens. 

It  is  probably  true  that  in  most  patients, 
potential  or  actual  lymphomatous  eryth- 
roderma wiU  terminate  as  Hodgkin’s  disease, 
reticulum  cell  lymphoma,  or  lymphocytic 
leukemia.  Nevertheless,  we  have  observed 
the  condition  not  infrequently  as  an  integral 
part  of  mycosis  fungoides  and  in  one  patient 
with  chronic  myelogenous  leukemia.  Since 
most  of  these  patients  are  in  an  advanced- 
age  group,  intercurrent  diseases  often  in- 
terrupt the  natural  course  of  the  underlying 
lymphomatous  process  prematurely. 

Mycosis  fungoides 

First  described  by  AHbert  in  1806  as 
framboesia  fungoides,  mycosis  fungoides 
was  given  its  definitive  name  by  Bazin  in 
1876.  It  is  a chronic,  fatal  disease  of  the 
reticuloendothelial  system  with  primary 
skin  involvement  but  with  terminal  exten- 
sions to  nodes  and  viscera.  The  classifica- 
tion follows: 

I.  Alibert  type,  stages 
Erythematous,  eczematous,  psoriasiform 
Plaques  and  nodules 
Tumors  and  ulcerations 

II.  D’Emblee  tumor  type  (Vidal  and  Brocq) 
Reticulum  cell  lymphoma 

III.  Exfoliative  erythrodermas  (L’homme 
rouge) 

Reticulum  cell  lymphoma 
Hodgkin’s  disease 
Lymphocytic  leukemia 
Mycosis  fungoides  (few) 

Over  the  years,  dermatologists  have  been 
interested  in  this  disease  principally  be- 
cause of  its  long  course  associated  ex- 
clusively with  cutaneous  changes.  The 


sex  ratio  is  about  equal,  and  patients  are 
usually  over  thirty  years  of  age. 

Hematologists  and  pathologists  are  be- 
coming more  familiar  with  this  disease, 
even  though  Symmers,  at  the  turn  of  the 
century,  called  mycosis  fimgoides  a “chnical 
and  pathologic  nonentity.”  We  have 
studied  and  treated  275  patients  with  this 
disorder  in  twelve  years. 

Stage  I.  Erythema,  Eczema,  Psori- 
asiform STAGE.  In  Stage  I the  disease 
may  persist  for  years  as  a chronic,  pruritic, 
persistent,  or  recurring  infiammatory  process 
involving  the  skin  of  the  trunk  and  ex- 
tremities. It  most  often  masquerades  as 
psoriasis,  parapsoriasis,  eczema,  neuroder- 
matitis, or  superficial  fungus  infection. 
The  lesions  may  take  many  forms,  but  this 
in  itself  is  not  diagnostic.  The  lesions  may 
appear  as  diffuse,  suj>erficial,  discoid,  usuaUy 
completely  circular,  or  gyrate  patches  of  der- 
matitis, usuaUy  with  minimal  scahng  and 
associated  with  variable  degrees  of  pruritus. 

The  physician  is  often  favorably  impressed 
by  remissions  obtained  with  topical  prep- 
arations or  exposure  to  sunhght  at  this 
stage.  Probably  aU  seasoned  dermatologists 
have  a number  of  records  of  patients  in 
their  files  who  feU  into  this  category  and 
later  were  proved  to  have  mycosis  fimgoides 
rather  than  a banal  inflammatory  process. 
Biopsy  specimens  obtained  at  this  non- 
infiltrative  stage  of  the  disorder  are  invari- 
ably negative  for  lymphoma,  and  a patho- 
logic diagnosis  of  chronic  inflammation  is 
recorded.  The  patient’s  general  health  is 
usually  undisturbed.  The  duration  of  Stage 
I is  months  to  many  years. 

Stage  II.  Erythematous  patch, 

PLAQUE,  AND  NODULAR  STAGES.  Lesions  in 
Stage  II  usually  result  from  infiltration  of 
various  patches  of  the  previous  inflamma- 
tory dermatitis.  Since  the  disease  at  this 
stage  assumes  a more  active  and  viru- 
lent form,  some  infiltrative  lesions  may  begin 
as  such  from  their  onset.  Interspersed  with 
nodules,  these  lesions  appear  on  the  trunk 
and  extremities  as  variously  shaped,  pur- 
phsh-brown,  raised  lesions,  from  2 or  3 cm. 
to  10  cm.  in  diameter,  or  larger.  There  is 
variable  thickening,  and  the  lesions  feel 
rubbery  or  pulpUke.  Hyperkeratosis  of 
palms  and  soles  occurs  in  about  5 to  7 per 
cent  of  the  patients.  Lesions  on  the  scalp 
and  face  occur  at  this  stage.  As  in  Stage  1, 
there  may  be  spontaneous  central  clearing 
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of  some  of  the  areas,  leaving  ringed  lesions. 
Ulcerations,  particularly  around  the  areas  of 
trauma,  appear.  Itching  and  discomfort 
are  prominent,  although  the  general  health 
and  nutrition  of  the  patient  may  remain 
largely  undisturbed.  A biopsy  study  at 
this  stage  usually  reveals  the  classic  poly- 
morphous infiltrate  of  mycosis  fungoides. 
Lymph  nodes  show  an  inflammatory  in- 
filtrate, dermatopathic  lymphadenopathy  as 
a rule. 

Stage  III.  Ttjmors  and  ulcerations. 
In  Stage  III,  multiple,  dome-shaped  tumors 
appear  usually  on  the  site  of  previously 
involved  areas.  They  may  be  flesh-colored 
or  smooth  bluish-red  tumors,  covered  with 
thin,  stretched,  atrophic-appearing  epider- 
mis. Nodular  and  eczematous  lesions  are 
usually  interspersed  with  scattered  tumors 
and  ulcerations,  leaving  variably  sized 
cutaneous,  infected  defects  in  the  epidermis. 

Dedifferentiation  or  transition  to  other 
forms  of  lymphoma  is  common  at  this 
stage.  Differentiation  toward  reticulum  cell 
lymphoma  with  visceral  and  lymph  node 
involvement  results  in  huge  adenopathy 
which  breaks  down  and  becomes  secondarily 
infected.  Patients  who  die  with  primary 
mycosis  fungoides  (viscera  which  are  usually 
involved  show  histologically  the  same  pic- 
ture as  the  skin)  may  remain  in  the  nodular- 
ulcerative  tumor  stage  and  usually  suc- 
cumb to  sepsis.  In  advanced  cases,  the 
sudden  onset  of  purpura  and  the  change  in 
color  from  reddish-brown  to  purple  in  aU 
cutaneous  lesions  herald  the  onset  of  an 
autoimmune  hemolytic  process.  A careful 
analysis  of  a large  sample  of  our  patients  who 
have  succumbed  to  mycosis  fungoides  is 
currently  under  study  by  Cyr  and  Geokas, 
of  this  clinic. 

The  appearance  of  tumors  usually  sug- 
gests that  the  patient’s  humoral  and  cel- 
lular resistance  has  been  overwhelmed  by  the 
malignant  process.^®  As  in  other  lympho- 
mas, uncontrolled  cutaneous  microbial  in- 
fection of  an  extremity  is  followed  rapidly 
by  an  acceleration  of  the  local  process. 
This  seems  to  trigger  the  rapid  appearance 
of  many  cutaneous  lesions,  suggesting  an 
“id”  phenomenon.  In  other  instances,  re- 
gional lymphadenopathy  of  huge  propor- 
tions (10  to  15  cm.  in  diameter)  may  develop. 
Even  at  this  stage,  tumors  respond  for  a 
time  to  ionizing  radiation  with  electrons  or 
x-rays.  Visceral  spread  demands  the  use 


of  systemically  administered  alkylating 
agents,  antimetaboUtes,  and  steroids,  as 
well  as  general  supportive  measures.  Al- 
though the  course  of  mycosis  fungoides  is 
inevitably  fatal,  survival  can  now  be  meas- 
ured in  years  with  judicious  management. 

Summary 

Knowledge  of  cutaneous  lesions  in  lym- 
phoma frequently  may  lead  to  early  recogni- 
tion of  the  disease.  Biopsies  should  be  taken 
of  persistent,  infiltrated  lesions  of  the  skin, 
and  the  findings  should  be  correlated  with 
clinical  studies.  Although  clinical  cure  is 
rarely  achieved,  newer  advances  in  radiation 
and  chemotherapy  of  lymphoma  do  sup- 
press visceral  and  cutaneous  manifestations 
in  some  of  these  patients.  Advanced  lym- 
phoma with  cutaneous  changes  calls  for  the 
combined  efforts  of  the  internist  and  derma- 
tologist, as  well  as  the  radiotherapist  and 
oncologist. 
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X he  collection  of  those  conditions  con- 
sidered as  metabolic  disorders,  at  least  for 
dermatologists,  includes  a varied  and  mixed 
group.  Years  ago  it  was  easy  to  classify 
metabolic  reactions  simply  as  diabetes  and 
its  related  disorders  and  thyroid  disturb- 
ances. Now  the  journal  Metabolism:  Clin- 
ical and  Experimental  includes  boldly  such 
heavy  mixtures  as  nutrition,  endocrines, 
genetics,  dystrophies,  diabetes,  and,  finally 
and  quite  modestly,  gout.  There  should  be 
admiration  for  such  a broad,  wide-angle- 
lens  view  (which  even  includes  now-current 
studies  of  the  corticosteroids)  rather  than 
the  somewhat  restricted  sections  on  met- 
abohc  diseases  copied  and  recopied  in  cur- 
rent textbooks. 

However,  this  is  a report  on  experiences, 
with  consequent  personal  prejudices,  on 
some  practical  efforts  at  aids  in  diagnosis 
and  even  some  suggestions  for  therapy  in  a 
few  nonrelated  disorders  in  the  vast  field. 
This  review  may  make  this  report  somewhat 
different  from  a textbook  synopsis.  For- 
tunately, the  intricate  subject  of  genetic 
enzymatic  disturbances  with  inborn  errors 
of  metabohsm  has  been  discussed  ably  in 
this  conference  by  Dr.  Bloom.  Further- 
more, there  must  be  some  measure  of 
restraint.  Otherwise,  we  should  discuss  the 
ideas  of  metabolic  disorders  of  that  unknown 
tissue,  the  panniculus,  which  predisposes 
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it  to  a confusing  mixture  of  primary  or 
secondary  (often  to  vasculitis)  inflam- 
matory disorders  called  panniculitis,  with 
varying  degrees  of  intensity  of  disturbances 
of  hpid  emulsions.  Fortunately,  also,  I 
do  not  have  to  discuss  the  metabolic  aspects 
of  this  vascular  disorder  with  secondary 
disturbances  in  keratinization,  called  pso- 
riasis. Finally,  we  do  not  have  to  discuss 
psychometaboUsm  with  all  its  connotations 
in  reactivity  of  the  skin. 

In  brief,  we  plan  to  discuss  some  phases  of 
nutritional  disturbances  as  related  especially 
to  reactions  from  therapeutic  agents.  If 
we  see  yellowish,  flat  or  elevated,  small  or 
large  spots  on  the  skin,  how  can  we  teU 
what  they  are?  What  do  they  mean  to 
viscera  much  deeper  than  the  somewhat 
distorted  skin  mirror?  Also,  we  have 
curious  masses  of  tissue  proteins  bubbling 
up  from  the  skin  and  mucosal  surfaces. 
What  do  these  bizarre  masses  mean  in 
terms  of  the  body  as  a whole?  Can  you 
look  at  the  skin  and  diagnose,  by  inspection 
only,  diabetes,  personal  or  familial,  with  any 
more  assurance  than  you  can  diagnose 
hypertension  by  looking  at  very  painful 
ischemic  ulcers  of  the  lower  leg?  Can  you 
gaze  as  keenly  as  did  Sherlock  Holmes’ 
brother,  Mycroft,  at  the  heUotrope  coloring 
about  the  face  of  a salesman  and  some 
little  crusted  sore  spots  on  his  face  and 
hands  and  guess  that  he  may  be  using  much 
ethanol  as  a sales  conference  catalyst  or 
much  barbiturate  as  an  antidote?  Can  you 
look  at  a mass  of  chalky  material  stuck  in  the 
skin  or  leaking  out  over  the  skin  surface 
and  teU  at  a glance  whether  this  mass 
contains  amorphous  calcium  debris  or  the 
graceful  needle  crystals  of  sodium  biurate? 

Nutritional  disturbances 

Primary  and  secondary  pellagra. 
Now  only  rarely,  and  then  back  in  the  hiUs 
or  on  the  wards,  do  we  see  pellagrous  der- 
matitis. The  secondary  types  occur  even 
now  in  the  severe  chronic  alcoholic  patient 
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with  poor  nutrition  and  at  times  in  patients 
with  far-advanced  gastric  cancer.  Of 
greater  interest  now  are  the  nutritional 
disturbances  from  drugs  affecting  enzyme 
systems.  We  have  had  1 patient  at  the 
Cincinnati  General  Hospital  who  was  on 
isonicotinic  hydrazide  therapy  for  tuber- 
culosis and  who  developed  pellagra  of  a 
mild  type.  We  attempted  to  reproduce  the 
picture  after  she  cleared  but  we  could  not. 
Biehl  and  Vilter/  at  our  Medical  Center, 
studied  the  effects  of  isoniazid  on  pyr- 
idoxine  metabohsm.  These  neurotoxic 
reactions  are  more  severe  in  adults  and,  of 
coin-se,  in  alcohohc  patients.  Acute  pel- 
lagrous dermatitis ® and  edema  have  also 
been  reported  as  reactions  to  this  commonly 
used  antituberculosis  drug.  The  reddish- 
brown  scaling  dermatitis  without  eczematous 
features  and  the  sharply  demarcated  glove- 
like distribution  help  to  differentiate  this 
today  from  the  famed  photosensitization 
reactions  from  our  drugs  and  from  ec- 
zematous contact  dermatitis. 

Acquired  hypotrichia  and  achromo- 
TRiCHiA  IN  CHILDREN.  We  still  have  not 
found  nutritional  hair  disturbances  in  the 
adult  as  we  have  found  in  children  especially 
in  the  American  tropics.^  On  starvation, 
the  adult  may  have  diminished  growth  of 
the  beard,  but  this  is  a hormonal  effect.^ 
Occasionally,  in  the  child  with  persistent 
diarrhea,  often  prolonged  by  sulfonamide 
therapy,  we  find  what  we  call  nutritional 
achromotrichia  and  hypotrichia.®  How- 
ever, the  white  streaking  or  even  the  diffuse 
whitening  of  hair,  which  we  see  in  patients 
under  chloroquine  therapy  for  scleroderma 
or  lupus  erythematosus,  is  related  to 
nutritional  disturbances  of  the  hair.'' 
Unlike  postchloroquine  retinopathy  (associ- 
ated with  ocular  lupus  erythematosus?), 
postchloroquine  achromotrichia  clears  even 
under  continued  therapy. 

Lipoidoses 

Xanthomatoses.  In  the  lipoidoses,  we 
are  interested  in  that  group  of  the  yellow 
eruptions  called  xanthoma.  What  is  really 
important,  of  course,  is  what  these  yellowish 
bumps  and  streaks  mean  to  the  patient’s 
general  metabolism.  Is  it  possible  to  gaze 
wisely  at  an  eruption  and,  without  further 
ado,  decide  that  it  is  not  necessary  to  have 
any  chemistry  studies,  or  ask  for  a personal 


or  familial  history,  or  do  a physical  examina- 
tion, or  look  at  any  electrocardiographic 
studies?  Those  who  are  experienced  be- 
lieve that  they  can  correlate  blood  chemistry 
with  the  clinical  type  of  the  xanthoma  pres- 
ent in  the  skin.  This  was  thought  to  be 
possible  because  the  most  commonly  used 
chnical  classification  was  based  on  blood 
lipid  levels  as  Caplan  and  Curtis®  indicate; 
(1)  normocbolesteremic,  (2)  hypercboles- 
teremic,  and  (3)  hyperlipemic.  Usually  ex- 
tensive and  widespread  xanthomas  are  rare 
with  normohpemia,  but  they  may  occur. 

Normocholesteremia  includes:  (1)  xan- 

thelasma; (2)  xanthogranuloma,  juvenile 
type;  and  (3)  histiocytosis  X,  reviewed 
recently  by  Altman  and  Winkelmann.®  They 
believe  also  that  the  plane,  papular,  and 
tuberous  clinical  types  are  found  more  with 
hypercholesteremia  and  bUiary  cirrhosis  and 
differ  in  aU  respects  from  those  with 
normohpemia. 

Hypercholesteremia  includes:  (1)  essen- 

tial famihal  hypercholesteremia;  (2)  xan- 
thomas with  myxedema*;  and  (3)  chronic 
hepatobiliary  diseases. 

Hyperhpemia  includes:  (1)  idiopathic 

hyperhpemia,  juvenile  and  adult;  and  (2) 
Von  Gierke’s  disease. 

Unfortunately  for  such  nice  textbook 
classifications,  as  we  indicate,  some  patients 
with  xanthoma  may  be  both  hypercholes- 
teremic  and  hyperhpemic.  The  rest  of  us 
may  gather  all  the  data  we  can  about  tbis 
xanthomatous  eruption  and  from  this  mate- 
rial decide  what  to  advise  the  patient. 

Single  yellow  lesions  or  scattered  yel- 
lowish spots,  which  are  not  crusted  or 
petechial,  in  the  infant  usually  mean 
xanthogranuloma.  Large  yellowish  nodules 
on  the  hands,  knees,  and  so  forth,  usually 
are  most  common  in  essential  famihal 
hypercholesteremia;  they  may  occur  also  in 
diabetes.  To  remember  combinations, 
Knowles'®  uses  the  term  “ETC”  (eyes, 
tendons,  and  cholesterol).  Eruptive 
papular  types  may  be  found  in  idiopathic 
hyperhpemia.  In  brief,  the  lesions  may  be 
flat  or  macular,  as  about  tbe  eyelids  and 
palms,  large  or  tuberous  as  about  the  fingers, 
elbows,  and  knees,  or  papular  as  smaU 
lesions  ah  over.  Therefore,  the  object 
of  gazing  at  and  admiring  the  vivid  pictures 
of  xanthoma  is  to  examine  the  patient 
completely,  including  his  family,  clear  or 
mUky  blood  serum,  and  electrocardiogram. 


November  15,  1963  / New  York  State  Journal  of  Medicine  3229 


Wliat  about  therapy?  In  brief,  to  at- 
tempt to  produce  hypocholesteremia,  treat- 
ment consists  of:  (1)  low-fat  diet,  as 

rigorous  as  the  physician  desires,  from  a 
rice  diet  on  up  (is  there  any  value  to  adding 
to  the  diet  polyunsaturated  fatty  acids?); 

(2)  nicotinic  acid,  3 to  6 Gm.  a day  if  the 
patient  can  tolerate  such  massive  doses;  and 

(3)  in  the  thyroid  group,  thyroxine  or  tri- 
iodothyronine. Triparanol  has  now  been 
discarded,  and  perhaps  one  may  have  to  dis- 
card any  new  compound  which  may  inter- 
fere with  the  biosynthesis  of  cholesterol. 

If  normocholesteremia  exists,  the  localized 
lesions  should  be  excised;  they  may  recur 
except  xanthogranuloma  which  may  disap- 
pear spontaneously. 

Fat  tissue  disturbances  in  diabetes 

Levitt  “ has  recently  listed  in  excellent 
and  specific  detail  the  nmnerous  skin  reac- 
tions which  may  occur  in  diabetes.  These 
include  such  diverse  responses  as  moniliasis, 
pyodermas,  vulvitis,  insulin  allergies,  and 
the  pigmentary  disturbances,  such  as  ca- 
rotinoderma  and  hemochromatosis.  The  in- 
creasing frequency  of  acanthosis  nigricans 
with  diabetes  is  also  of  interest.  Another 
phase  of  the  cutaneous  hpoidosis  is  seen 
in  diabetes.  The  fat  tissue  disturbances  in 
diabetes  include:  (1)  necrobiosis  lipoidica, 

consisting  of  characteristic  yellow  atrophic 
telangiectatic  lesions  especially  on  the  lower 
extremities,  which  particularly  in  the  female 
may  be  indicative  of  early  vascular  sclerosis; 
(2)  xanthoma,  usually  with  hyperlipemia; 
and  (3)  hpodystrophy,  associated  with  or 
distinct  from  the  site  of  insulin  injection. 

Although  we  have  observed  1 patient 
with  increased  tolerance  associated  with 
necrobiosis  lipoidica,  this  lesion  is  accepted 
as  being  associated  most  often  with  actual 
or  potential  diabetes,  both  personal  and 
familial.  When  these  lesions  ulcerate,  they 
are  slow-healing  even  with  heavy  supportive 
bandages.  At  times  intralesional  injec- 
tions of  dilute  suspensions  of  triamcinolone 
acetonide,  1 to  2 mg.  per  milliliter,  may 
help.  These  injections  should  not  be  given 
superficially.  Surface  depot  therapy  with 
occlusive  dressings  of  fluocinolone,  flu- 
randrenolone,  and  triamcinolone  acetonide 
is  stiU  under  investigative  study.  The 
control  of  the  diabetes  helps  the  xanthoma. 
Intralesional  injection  of  corticosteroids  has 


not  produced  any  evident  change  in  diabetic 
xanthomas.  Postinsuhn  lipodystrophy  is 
variable  even  in  juvenile  diabetes.  No 
therapy  is  recommended  except  changing 
the  site  of  injection  or  even  discontinuing 
the  insulin  if  possible. 

Pseudoxanthoma  elasticum 

Pseudoxanthoma  elasticum,  at  least  be- 
cause it  is  yeUow,  may  be  considered  next. 
Although  it  is  yellow,  essentially  it  is  a 
disturbance  of  elastic  tissue  which  cal- 
cifies as  it  degenerates.  Angioid  streaks 
with  diminution  of  vision,  gastrointestinal 
hemorrhage,  and  intermittent  claudication 
are  associated  with  these  yellowish  streaks 
of  the  skin  about  the  neck.  This  yellow 
mirror  is  important  for  early  diagnosis  and 
prognosis,  but  there  is  no  therapy. 

Peripheral  tissue  proteinoses 

Two  conditions  should  be  discussed  in  that 
peculiar  group  called  the  tissue  proteinoses. 
These  are:  (1)  amyloidosis  and  (2)  lipoid 

proteinoses  (hyalinosis  cutis  et  mucosae). 

Amyloidosis.  No  one  knows  why  am- 
yloidosis develops,  although  the  chemical 
composition  has  been  defined.  The  classi- 
fication of  Malak  and  Smith'®  is  of  chnical 
value. 

Primary  amyloidosis,  with  no  predisposing 
or  associated  disease,  may  be  systemic, 
either  primary  systemic  amyloidosis  or 
primary  systemic  familial  amyloidosis,  or 
locahzed,  either  cutaneous  or  in  the  re- 
spiratory tract. 

Secondary  amyloidosis,  in  association  with 
or  as  a sequel  of  other  diseases,  may  be 
systemic  or  localized. 

Systemic  amyloidosis  occurs  in  one  group 
in  the  reticuloendothelial  system  and  in 
another  group,  according  to  Cairns, in 
peripheral  areas  in  relationship  to  small 
blood  vessels.  In  tbe  localized  form,  skin 
lesions  are  prominent.  These  occur  as 
nodular  pruritic  lesions  on  the  lower  leg. 
Occasionally  the  lesions  may  be  found  also 
on  the  upper  extremities.  Sagher  and 
Shanon'®  recently  reported  similar  back 
lesions  in  a mother,  son,  and  granddaughter. 

Cutaneous  amyloidosis  may  be  secondary, 
of  course,  to  any  chronic  inflammatory 
process,  such  as  syphilis,  leprosy  (Hansen’s 
disease),  tuberculosis,  rheumatoid  arthritis. 
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heavy  metal  intoxication,  or  multiple  my- 
eloma. The  deposit  of  amyloid  may  or  may 
not  cause  functional  disturbance,  such  as 
cardiac  failure,  neuritis,  or  in  the  mucous 
membranes,  hoarseness  or  dysphagia.  It 
is  important  to  note  that  an  intravenous 
Congo  red  test  may  cause  prolonged  and 
unwelcome  persistent  skin  discoloration. 

Amyloid  is  recognized  by  its  character- 
istic staining  reaction  with  Congo  red,  and 
by  metachromasia  with  cresyl  violet  stain 
and  by  color  with  thioflavine  T stain. 
Cairns^^  emphasizes  that  because  of  length 
of  fixation  in  formalin,  staining  may  be 
variable  so  that  a battery  of  staining  should 
be  done  if  the  results  are  negative.  Cairns 
adds,  “Further  clarification  of  the  problem 
of  amyloidosis  and  indeed  of  other  tissue 
proteinoses,  rests  within  the  fields  of  both 
biochemistry,  for  the  further  study  of  pro- 
tein structure,  and  immunology,  to  elucidate 
the  aberrations  in  the  dynamics  of  problem 
metabolism  in  the  living  subject.” 

Lipoid  proteinosis.  Lipoid  proteinosis, 
a striking  inherited  abnormality,  probably 
autosomal-recessive,  is  rare  and  picturesque. 
Hoarseness  through  the  involvement  of  the 
vocal  cords  and  the  rigidity  of  the  tongue 
are  early  signs  of  this  condition.  The  skin 
is  yellowish  and  waxy.  Hyperkeratotic 
areas  are  present  also  over  the  palms  and 
extensor  areas.  Intracranial  calcification, 
probably  in  the  temporal  lobes,  is  also 
significant,  according  to  Caplan.^®  His- 
tologically there  is  an  amorphous  hy- 
alinoid  material  which  also  takes  lipid 
stains. 

There  is  no  therapy  for  these  tissue 
proteinoses,  although  corticosteroids  are 
used  both  locally  and  systemically.  In 
secondary  amyloidosis,  the  therapy  is  that 
of  the  primary  condition. 

You  are  aU  familiar  with  the  generalized 
myxedema  which  occurs  with  hypothy- 
roidism. There  is  also  localized  myxedema 
of  the  lower  legs  with  hyperthyroidism  and  a 
type  of  papular  myxedema  without  any 
thyroid  disturbance.  All  of  these  have 
mucin  in  the  skin.  In  localized  myxedema 
of  the  legs,  the  mucinous  deposits  are  found 
localized  on  the  lower  leg  as  papules,  nodules, 
or  diffuse  plaques  like  elephantiasis.  Caplan 
and  Curtis*  believes  both  the  exophthalmos 
and  the  localized  myxedema  of  the  lower 
legs  may  be  caused  by  increased  production 
of  thyroid-stimulating  hormone  by  the 


pituitary.  The  papular  type  occurs  as  dis- 
seminated papules  over  the  body.  At  times, 
mucinous  deposits  may  be  secondary  to  local 
inflammatory  changes  especially  in  pilose- 
baceous  sites  as  so-caUed  follicular  mucinosis 
or  in  hairy  areas  as  alopecia  mucinosa  of 
Pinkus.  Intralesional  injections  of  corti- 
costeroids produce  temporary  improvement 
in  the  deposit  of  mucin. 

Porphyrias 

Now,  we  discuss  a completely  different 
group,  the  colorful  porphyrias.  ” The 
abnormal  excretion  of  urinary  or  fecal 
porphyrins  or  their  precursors  is  supposed  to 
be  due  to  an  enzyme  defect,  either  inborn  or 
acquired.  This  is  suggested  as  clinical 
classification  modified  after  Watson  by 
Rattner: 

1.  Marrow  porphyria  consisting  of  con- 
genital erythropoietic  porphyria. 

2.  Hepatic  porphyria,  either  (a)  acute 
intermittent  porphyria,  a hereditary  disorder 
in  Sweden,  with  increases  in  porphobilinogen 
and  d-amino  levulinic  acid;  (b)  porphyria 
cutanea  tarda  hereditaria  (or  variegata), 
found  in  South  Africa,  with  increases  in 
fecal  and  urinary  coproporphyrin  HI,  fecal 
protoporphyrin,  and  urine  porphobilinogen 
and  uroporphyrin  III  (during  exacerbations 
only;  or  (c)  porphyria  cutaneous  tarda 
symptomatica  triggered  by  alcohol,  pheno- 
barbital,  chlorinated  hydrocarbons,  insec- 
ticides, and  so  forth,  with  increases  in 
urinary-coproporphyrin  III  and  uropor- 
phyrin II. 

3.  True  mixed  types. 

4.  Latent  types. 

From  the  clinical  aspect,  the  most 
important  clinical  feature  about  these  por- 
phyrias is  a high  index  of  suspicion.  Wood’s 
light  is  used  to  look  at  the  teeth  (congenital 
erythropoietic  porphyria)  and  at  the  urine 
or  bits  of  feces  (after  mixing  with  equal 
parts  of  amyl  alcohol,  ether,  and  glacial 
acetic  acid)  and  a good  biochemical  labora- 
tory equipped  to  do  porphyrin  studies. 
The  heliotrope  color  about  the  eyelids  and 
face,  the  small  crusted  impetigo-like  spots 
about  the  face  and  the  dorsum  of  hands, 
the  increased  fragility  of  the  skin,  and  the 
history  of  alcohol  or  phenobarbital,  aU  help 
to  recognize  clinically  porphyria  cutanea 
tarda.  The  hexachlorobenzene  epidemic 
type  of  , Turkey  has  not  been  found  here. 
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For  therapy  in  acute  porphyria,  from  a 
preventive  aspect,  the  family  background 
should  be  considered,  and  alcohol  and 
phenobarbital  should  be  avoided.  In  por- 
phyria cutanea  tarda,  chloroquine  should 
be  avoided  because  of  possible  hepatic 
damage.  Taylor  has  found  that  chlor- 
promazine  abolishes  the  pain  in  acute 
intermittent  porphyria. 

The  values  of  dimercaprol,  chelating 
agents,  and  the  corticosteroids  remains  to 
be  proved.  Splenectomy  in  acute  erythro- 
poietic porphyria  has  been  used  when  severe 
hemolysis  occurs. 


Tophi 

Briefly,  in  calcinosis  cutis,  consider 
whether  this  is  a primary  calcinosis  from 
such  disturbances  as  parathyroid  disorders 
or  whether  it  is  secondary  to  local  inflam- 
mation as  in  dermatomyositis,  scleroderma, 
hemorrhage,  panniculitis,  and  so  forth. 
Occasionally,  large  tophi  of  gout  may  look 
like  nodules  of  calcinosis.  Here,  examina- 
tion of  the  crystals  may  help.  The  fine 
needle-like  crystals  of  sodium  biurate  are 
characteristic. 

One  is  intrigued  by  Selye’s’*'*  induced  sys- 
temic hypersensitivity  as  expressed  by  calci- 
phylaxis.  This  reaction  has  been  used  to 
explain  calcinosis,  cutaneous  and  visceral, 
even  scleroderma,  and  aging. 


Sjogren’s  syndrome 

Because  of  the  increasing  frequency  with 
which  Sjogren’s  syndrome  is  diagnosed 
(and  not  proved),  this  syndrome  should  be 
considered  briefly  in  discussions  of  metabolic 
problems.  Actually,  no  one  is  certain  into 
what  group  this  should  be  put:  ground 

substance  changes?  autoimmune  disorders? 
hormonal  distiu-bances?  In  this  syndrome, 
keratoconjunctivitis  sicca,  diminished  sal- 
ivary excretion,  and  rheumatoid  arthritis 
may  also  include  muscle  weakness.  It 
is  difficult  to  correlate  aU  these  different 
tissue  reactions.  Hormone  therapy  in  the 
form  of  estrogens  and  corticosteroids  may 
be  used. 


Conclusion 

A brief  review  of  the  cutaneous  aspects 
of  some  metabolic  disorders  is  presented. 
At  present,  there  is  a tendency  to  consider 
many  disorders  as  metabolic  from  inborn 
errors  of  metabolism  to  enzyme  system 
disturbances  by  drugs.  These  pictures  show 
at  times  that  the  skin  mirror  of  systemic 
disorders  may  be  clear;  at  other  times  the 
image  of  systemic  involvement  may  be 
obscured,  distorted,  and  confused.  In  all 
these  cutaneous  manifestations,  the  patient 
must  be  examined  in  detail  by  means  other 
than  simple  inspection  and  elaborate 
speculation. 
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Under  the  jurisdiction  of  the  Chief 
Medical  Examiner  of  the  City  of  New  York 
a study  of  death  associated  with  anesthesia 
has  been  in  progress  in  Manhattan  since 
May,  1962.  This  report  is  an  analysis  of 
21  deaths  in  which  a monitor  was  utilized. 

Seventeen  patients  were  monitored  by  an 
operating  room  cardioscope.  Three  of  the 
17  expired  during  induction  of  anesthesia. 

Case  reports 

Case  1.  A forty-year-old  woman  was  ad- 
mitted to  the  hospital  because  of  an  enlarged 
thyroid  with  marked  deviation  of  the  trachea. 
This  patient  had  been  very  apprehensive  and 
felt  she  would  not  survive  thyroidectomy. 
Morphine  8 mg.  and  atropine  0.4  mg.  were 
administered  one  hour  before  anesthesia  was 
induced. 

She  arrived  in  the  operating  room  agitated 
and  apprehensive.  Several  unsuccessful  at- 
tempts to  pass  an  orotracheal  and  a naso- 
tracheal tube  under  3 cc.  of  2.5  per  cent  hexyl- 
caine  hydrochloride  plus  2 cc.  of  5 per  cent 

Presented  at  the  157th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Anesthesiology,  May  14, 1963. 


A STUDY  WAS  made  of  21  deaths  associated 
with  anesthesia  in  which  a monitor  was  used. 
The  electrocard ioscope  was  shown  to  be  an 
inadequate  early  warning  monitor,  although 
it  is  useful  for  the  detection  of  ventricular 
fibrillation;  the  R-wave  monitor  was  shown 
to  be  of  no  value;  and  more  knowledge  is 
needed  to  evaluate  the  precordial  stethoscope 
and  phonocardioscope.  The  ideal  monitor 
would  indicate  oxygen  saturation  or  tension 
of  the  blood  and  cardiac  output  to  the  brain. 


hexylcaine  hydrochloride  were  made.  An  elec- 
trocardioscope  was  attached.  Then  125  mg.  of 
2.5  per  cent  thiopental  sodium  were  adminis- 
tered intravenously,  and  anesthesia  was  con- 
tinued with  nitrous  oxide-oxygen-halothane 
by  mask.  After  ten  minutes  orotracheal 
intubation  was  accomplished  easily  without 
relaxants.  At  the  moment  of  oroendotracheal 
intubation  the  patient  became  cyanotic  and 
pulseless.  Her  blood  pressure  was  unobtain- 
able and  her  pupils  dilated.  The  electro- 
cardioscope  showed  no  change.  Location  of 
the  endotracheal  tube  was  checked.  It  was 
correctly  placed.  An  intravenous  infusion  of 
phenylephrine  was  begun.  Two  minutes  after 
intubation  a bradycardia  was  apparent  on  the 
electrocardioscope.  Atropine  0.4  mg.  was  ad- 
ministered intravenously.  Within  another  two 
minutes  standstill  developed  on  the  electro- 
cardioscope. External  cardiac  massage  was 
then  begun.  The  patient’s  color  improved 
immediately.  Spontaneous  respirations  re- 
sumed, and  pupils  became  miotic.  Surgery  was 
cancelled.  Consciousness  never  returned.  She 
expired  two  weeks  later. 

At  autopsy  a thyroid  carcinoma  invading  the 
carotid  sinus  was  found. 

A hyperactive  carotid  sinus  reflex  was 
probably  activated  on  passage  of  the  endo- 
tracheal tube.  Profound  hypotension  resulted. 
The  cardiac  output  was  sufficient  to  maintain 
an  essentially  unchanged  electrocardioscopic 
tracing  for  a few  minutes,  although  the  cardiac 
output  was  not  sufficient  to  maintain  adequate 
cerebral  perfusion.  Over-reliance  on  the  elec- 
trocardioscope may  have  resulted  in  the 
patient’s  death.  If  the  vital  sign  changes  had 
been  accepted  at  face  value  and  immediate 
closed  chest  massage  had  been  begun,  it  is 
possible  that  a complete  resuscitation  would 
have  been  achieved. 

Case  2.  A fifty-year-old  woman  was  ad- 
mitted for  elective  thyroidectomy  with  the  diag- 
nosis of  thyrotoxicosis  controlled  by  anti- 
thyroid drugs.  Preoperative  medication  was 
meperidine  hydrochloride  100  mg.  and  atropine 
0.4  mg.  administered  one  hour  before  anesthesia 
was  induced.  An  electrocardioscope  was  at- 
tached. Her  glottis  was  sprayed  with  5 per 
cent  cocaine.  By  intravenous  drip  a total  of 
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0.5  Gm.  of  thiopental  sodium  was  administered 
plus  100  mg.  of  succinylcholine  chloride.  The 
patient  was  oxygenated  over  a fifteen-minute 
period.  When  she  was  apneic,  orotracheal 
intubation  was  attempted.  During  attempts 
at  oroendotracheal  intubation  the  electro- 
cardioscope  which  had  been  set  up  before 
anesthesia  showed  only  bradycardia.  Intuba- 
tion was  not  accomplished.  It  was  elected  to 
await  the  return  of  spontaneous  respirations 
before  beginning  surgery.  Her  apnea  never 
cleared.  Over  the  succeeding  five  hours  an 
attempt  was  made  to  maintain  ventilation,  and 
numerous  medications  including  ethamivan, 
picrotoxin,  and  caffeine  sodium  benzoate  were 
administered  to  no  avail.  Numerous  attempts 
were  made  to  intubate  the  trachea  both  under 
direct  vision  and  blindly.  After  about  four 
hours  cyanosis  developed  and  an  hour  later  her 
heart  stopped. 

Autopsy  revealed  a nodular  goiter  which  may 
not  have  been  associated  with  thyrotoxicosis. 

The  antithyroid  drugs  may  have  produced  a 
hypothyroid  state  which  resulted  in  marked 
depression  when  thiopental  sodium  was  admin- 
istered. Maintenance  of  ventilation  over  the 
five  hours  of  apnea  was  delegated  to  an  in- 
experienced person.  Ventilation  was  probably 
not  adequately  maintained  during  this  time. 

The  electrocardioscope  was  of  no  value  in 
avoiding  the  overdose  of  anesthetic  agent  or  in 
detecting  inadequate  ventilation. 

Case  3.  A forty-year-old  male  with  car- 
cinoma had  undergone  a left  pneumonectomy 
seven  months  and  radiotherapy  three  months 
before  this  admission.  He  then  developed  a 
tumor  at  the  base  of  the  tongue  which  might 
have  been  metastasis  or  a primary  malignant 
lesion  for  which  he  underwent  perfusion  with  an 
antineoplastic  compound  under  general  anes- 
thesia. 

One  month  following  perfusion  he  was 
scheduled  to  undergo  excision  of  the  tumor. 
Preoperative  medication  consisted  of  meper- 
idine hydrochloride,  phenobarbital,  and  atro- 
pine. An  electrocardioscope  was  attached. 
Anesthesia  was  induced  with  375  mg.  of  2.5 
per  cent  thiopental  sodium  intravenously. 
Transtracheal  block  was  done.  Succinyl- 
choline chloride  was  administered,  and  a 
cuffed  endotracheal  tube  was  passed.  Anes- 
thesia was  maintained  with  nitrous  oxide- 
oxygen-halothane.  Within  thirty  minutes  of 
the  beginning  of  anesthesia,  as  the  surgeons 
were  preparing  the  neck  for  surgery,  his  blood 
pressure  began  to  fall  and  a bradycardia 
developed.  Atropine  0.4  mg.  was  admin- 
istered intravenously  with  no  effect.  Soon 
peripheral  cyanosis  developed  and  it  was 
decided  to  postpone  surgery.  The  heart  rate 
continued  to  slow  without  any  alteration  in  the 
configuration  of  the  electrocardiographic  com- 
plexes. His  blood  pressure  continued  to  fall. 
Intravenous  ephedrine,  epinephrine,  calcium 
chloride  tham,  lanatoside  C (CedUanid), 
and  closed  and  then  open  cardiac  massage  all 
failed  to  reverse  the  progressive  deterioration 


of  the  cardiovascular  system.  The  patient 
was  pronounced  dead  one  hour  and  fifteen 
minutes  after  the  beginning  of  anesthesia 
induction. 

Autopsy  was  done. 

Apparently  in  this  young  man  with  a far- 
advanced  carcinoma,  irreversible  failure  of  the 
cardiovascular  system  was  earliest  signified 
by  a bradycardia.  The  electrocardioscope  did 
not  help  predict  the  chain  of  events  early  enough 
to  reverse  them. 

Ten  patients  expired  during  maintenance 
of  anesthesia  while  surgery  was  being  mon- 
itored with  an  electrocardioscope.  In  6 of 
these  patients  analysis  of  the  events  in- 
dicated that  death  resulted  from  a relative 
or  absolute  overdose  of  anesthetic  agents. 
In  2 patients  death  was  due  to  uncontrol- 
lable hemorrhage.  One  patient  was  con- 
sidered terminal  at  the  time  surgery  was 
begun.  In  1 patient  a surgical  manipulation 
resulted  in  severe  impairment  of  cardiac 
output  with  irreversible  cardiac  changes. 
Summary  of  the  chain  of  events  of  the  6 
patients  in  whom  an  overdose  of  anesthetic 
agents  occurred  follows: 

Case  4.  An  eighty-year-old  woman  under- 
went cholecystectomy  for  cholelithiasis.  She 
was  known  to  have  arteriosclerotic  heart  disease 
and  episodes  of  congestive  heart  failure.  There 
had  been  signs  of  acute  cholecystitis  during 
this  hospital  admission.  She  was  taking  digoxin 
0.5  mg.  per  day  and  developed  auricular 
fibrillation  with  a ventricular  rate  of  140  per 
minute  six  days  before  surgery.  Increase  in 
the  dose  of  digitalis  reverted  her  heart  rate  to 
regular  sinus  rhythm.  On  the  day  of  surgery 
digoxin  0.25  mg.  was  administered.  That 
afternoon  a cholecystectomy  was  performed 
under  oxygen-ether  endotracheal  anesthesia. 
The  heart  had  been  continuously  monitored 
with  an  electrocardioscope.  Cholecystectomy 
and  common  duct  exploration  were  accom- 
plished in  forty  minutes  of  surgery.  As  the 
surgeons  were  inserting  a T tube,  the  heart 
went  into  ventricular  fibrillation  and  then 
standstill.  The  patient  had  been  in  the  second 
plane  of  the  third  stage  of  diethyl  ether  anes- 
thesia. No  muscle  relaxants  had  been  admin- 
istered for  this  upper  abdominal  procedure. 
Resuscitative  measures  did  not  restore  effective 
cardiac  action. 

This  patient  expired  after  a relative  overdose 
of  diethyl  ether  associated  perhaps  with  digitalis 
toxicity.  The  electrocardioscope  was  of  no 
value  in  avoiding  the  overdose  of  diethyl  ether. 
In  this  case  an  internist  was  in  constant  at- 
tendance to  interpret  the  electrocardioscope  for 
the  nurse  anesthetist. 

Case  5.  A fifty-year-old  short  and  obese 
female  underwent  abdominal  hysterectomy 
under  nitrous  oxide-oxygen-halothane  with  an 
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anesthesia  mask  and  an  oropharyngeal  air- 
way. An  electrocardioscope  was  attached. 
During  the  surgery  there  were  numerous  extra- 
systoles, but  the  anesthetist  did  not  know  how  to 
interpret  them.  Surgery  required  three  hours. 
As  the  final  skin  sutures  were  being  placed,  the 
heart  was  noted  to  be  in  standstill  and  no  blood 
pressure  or  pulse  could  be  obtained.  The 
anesthetist  was  not  sure  what  the  electro- 
cardioscope had  looked  like  just  before  arrest. 
Closed  chest  massage  on  a soft  mattress  was 
unsuccessful. 

Autopsy  was  done. 

This  case  is  ascribed  to  overdosage  of  anes- 
thetic agents.  The  anesthetist  did  not  know 
how  to  interpret  the  electrocardioscope  nor 
would  it  have  been  of  value  in  avoiding  the 
overdose. 

Case  6.  A seventy-year-old  male  under- 
went closure  of  an  evisceration  under  endo- 
tracheal anesthesia.  Anesthetic  induction  was 
with  thiopental  sodium  and  succinylcholine 
chloride.  Maintenance  of  anesthesia  was  di- 
ethyl ether-oxygen.  The  heart  was  monitored 
continuously  by  an  electrocardioscope.  The 
patient  had  received  1 mg.  of  atropine  intra- 
venously after  the  beginning  of  surgery.  As 
surgery  began,  the  pulse  rate  climbed  steadily 
to  150  per  minute,  and  the  blood  pressure  fell. 
The  cardioscope  began  to  show  S-T  and  T- 
wave  changes  consistent  with  myocardial 
ischemia.  An  hour  and  fifty  minutes  after  the 
beginning  of  surgery,  the  electrocardioscope 
showed  cardiac  standstill.  The  patient  did 
not  lose  spontaneous  respiratory  drive  and  never 
became  cyanotic.  Closed  chest  cardiac  massage 
succeeded  in  producing  a peripheral  pulse  and 
an  idioventricular  rhythm  on  the  cardioscope. 
Other  resuscitative  measures  utilized  included 
whole  blood,  plasma,  sodium  bicarbonate, 
digitalis,  epinephrine,  and  norepinephrine.  Re- 
suscitative efforts  were  abandoned  after  one 
hour  at  which  time  the  pupils  were  widely 
dilated.  No  autopsy  was  done. 

This  death  is  associated  with  relative  over- 
dose of  anesthetic  agent.  The  electrocardio- 
scope was  monitored  by  an  internist  in  constant 
attendance  while  a nurse  anesthetist  admin- 
istered the  anesthetic.  The  electrocardioscope 
again  could  not  be  expected  to  indicate  the 
overdose  of  anesthetic  agent. 

Case  7.  An  eighty-five-year-old  man  under- 
went suprapubic  prostatectomy.  He  had  had 
an  attack  of  rheumatic  heart  disease  at  the  age 
of  thirty-five  and  a myocardial  infarction  at  the 
age  of  seventy-five.  He  received  morphine 
sulfate  8 mg.  and  atropine  0.4  mg.  one  hour 
before  anesthesia  induction,  which  was  ac- 
complished with  50  cc.  of  0.4  per  cent  thiamylal 
sodium  intravenously.  A succinylcholine  chlo- 
ride drip  of  0.1  per  cent  was  begun,  and  nitrous 
oxide-oxygen-diethyl  ether  were  administered 
by  mask  with  an  oropharyngeal  airway. 
Surgery  began  within  moments  of  the  induction 
and  required  twenty  minutes.  His  heart  was 
monitored  with  an  electrocardioscope.  As 


the  surgeon  was  packing  the  prostatic  fossa,  the 
patient  was  said  to  be  reacting.  One  unit  of 
whole  blood  was  being  administered.  Suddenly 
supraventricular  tachycardia  developed.  This 
changed  to  ventricular  fibrillation.  Resus- 
citation was  unsuccessful. 

This  death  was  due  to  relative  overdose  of 
anesthetic  agent.  In  addition,  on  close  ques- 
tioning of  the  personnel  in  the  operating  room 
it  was  clear  that  they  did  not  know  how  to 
interpret  the  electrocardioscope.  In  any  event 
the  electrocardioscope  would  not  have  revealed 
the  overdose  of  anesthetic  agent. 

Case  8.  A seventy-year-old  male  underwent 
a laparotomy  to  establish  a diagnosis.  He  had 
been  suffering  from  fever  of  unexplained  origin 
and  intermittent  delirium.  Numerous  petechiae 
were  observed.  He  was  receiving  cortisone. 

Anesthesia  induction  was  with  400  mg.  of 
0.8  per  cent  thiamylal  sodium  (Surital  sodium) 
intravenously  and  250  mg.  of  succinylcholine 
chloride.  An  oroendotracheal  tube  was  passed. 
Maintenance  of  anesthesia  was  with  4 L.  of 
nitrous  oxide  with  1 L.  of  oxygen  per  minute 
plus  diethyl  ether.  This  mixture  of  agents  is 
hypoxic.  The  heart  was  monitored  continuously 
by  a cardioscope  and  an  automatic  ventilator 
was  used.  Infusion  containing  cortisone  was 
administered.  Exploratory  laparotomy  began 
within  ten  minutes  of  anesthesia  induction.  A 
splenectomy  was  performed  within  one  hour 
and  ten  minutes  of  the  beginning  of  surgery. 
The  cardioscope  showed  atrioventricular  block 
which  rapidly  developed  into  standstill.  Re- 
suscitative measures  were  unsuccessful. 

This  death  is  ascribed  to  relative  anesthetic 
overdose.  The  electrocardioscope  again  is  of 
no  value  in  preventing  this. 

Case  9.  A sixty-five-year-old  male  was 
undergoing  abdominal  aortic  graft  and  femoral 
endarterectomy  under  oxygen-cyclopropane 
anesthesia  plus  intermittent  intravenous  suc- 
cinylcholine chloride  and  d-tubocurarine.  Ven- 
tilation was  controlled  with  a respirator. 
Surgery  proceeded  for  three  hours  and  forty 
minutes  during  which  cyclopropane  was  ad- 
ministered continuously  at  a rate  of  50  cc.  of 
cyclopropane  to  300  cc.  of  oxygen  per  minute. 
The  heart  was  monitored  throughout  with  an 
electrocardioscope.  Just  before  standstill  oc- 
curred, a few  irregular  abnormal  complexes 
were  noted.  Cyclopropane  was  discontinued 
at  this  time.  Resuscitative  measures  were 
unsuccessful.  The  anesthetist  stated  that  the 
heart  was  seen  to  be  in  ventricular  fibrillation 
although  the  electrocardioscope  revealed  no 
activity  whatsoever. 

This  death  is  felt  to  be  related  to  overdose  of 
cyclopropane.  In  addition  the  anesthetist 
may  have  misinterpreted  the  electrocardio- 
scope. 

In  2 cases,  uncontrollable  hemorrhage 
occurred  during  siurgery  while  the  heart  was 
being  monitored  by  an  electrocardioscope. 
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Case  10.  A seventy-five-year-old  woman 
was  undergoing  abdominal  perineal  resection 
of  a rectal  carcinoma.  Her  heart  stopped  as 
the  perineal  portion  was  being  performed. 

Unfortunately  just  before  the  fatal  hemor- 
rhage the  electrocardioscope  was  disconnected 
so  that  we  do  not  know  the  changes  produced  in 
the  tracing  by  hemorrhage.  In  this  case  the 
anesthetist  discontinued  use  of  the  monitor 
Just  before  the  fatal  hemorrhage.  The  elec- 
trocardioscope was  of  no  value  in  assessing  the 
adequacy  of  the  blood  volume. 

Case  11.  A forty- three-year-old  male  under- 
went attempted  excision  of  a carcinoma  of  the 
adrenal  gland.  Uncontrollable  hemorrhage  oc- 
curred and  the  electrocardioscope  revealed 
ventricular  fibrillation.  Surgery  was  dis- 
continued, heart  action  was  restored,  and  whole 
blood  was  replaced.  Hemorrhage  recurred, 
and  this  time  cardiac  standstill  developed. 

The  electrocardioscope  is  of  little  value  in 
the  management  of  hemorrhage. 

In  1 case  the  patient  was  felt  to  be  mori- 
bund at  the  time  of  surgery. 

Case  12.  A fifty-year-old  white  male  was 
undergoing  renal  studies  related  to  long- 
standing hypertension.  In  the  course  of  these 
studies  he  developed  anuria  and  then  pul- 
monary edema.  He  had  been  receiving  re- 
serpine  (Serpasil)  and  hydrocortisone.  A right 
nephrectomy  was  elected.  Preoperatively  he 
was  stuporous  with  irregular  respirations.  His 
blood  urea  nitrogen  was  205  mg.  per  100  ml. 
Oxygen  by  mask  was  administered  followed  by 
ethylene-oxygen.  Then  minimal  amounts  of 
thiopental  sodium  and  succinylcholine  chloride 
were  administered  intravenously.  An  electro- 
cardioscope was  attached.  As  the  patient 
was  placed  in  the  lateral  position,  his  blood 
pressure  fell  progressively,  and  the  electro- 
cardioscope showed  ventricular  flutter  and  then 
standstill.  No  surgery  was  done. 

Autopsy  revealed  bilateral  occlusion  of  the 
renal  arteries. 

In  this  terminal  patient,  the  electrocardio- 
scope was  of  no  value  in  predicting  that  the 
change  in  position  could  not  be  tolerated. 

In  1 patiegit  a surgical  manipulation 
resulted  in  severe  impairment  of  cardiac 
output  with  irreversible  cardiac  changes. 

Case  13.  A sixty-year-old  male  underwent 
left  lower  lobectomy  for  carcinoma  of  the  lung. 
The  heart  was  monitored  by  an  electrocardio- 
scope. Since  it  was  felt  that  he  also  had  mitral 
stenosis,  digital  exploration  of  the  mitral  valve 
was  performed.  During  exploration  his  heart 
went  into  ventricular  fibrillation  from  which  it 
could  not  be  resuscitated.  Autopsy  revealed  an 
unsuspected  aortic  stenosis. 

The  electrocardioscope  did  not  warn  the 
operators  of  the  catastrophe  that  would  occur 


when  the  cardiac  output  was  markedly  de- 
creased during  exploration  of  the  mitral  valve. 

In  the  cases  just  presented  it  is  clear 
that  the  electrocardioscope  is  of  no  value 
during  maintenance  of  anesthesia  in  pre- 
venting overdose  of  anesthetic  agent,  in 
predicting  the  state  at  which  hemorrhage 
may  prove  lethal,  or  in  predicting  the  degree 
of  decrease  in  cardiac  output  which  may 
result  in  irreversible  changes. 

An  asphyxial  death  occurred  in  the  im- 
mediate postoperative  period  as  the  heart 
was  being  monitored  with  an  electrocardio- 
scope. 

Case  14.  A forty-year-old  Negro  female 
underwent  hysterectomy  under  endotracheal 
cyclopropane-oxygen.  Surgery  required  three 
hours.  The  heart  was  continuously  monitored 
by  an  electrocardioscope.  At  the  conclusion  of 
surgery  the  patient  was  awake  and  reacting  to 
the  endotracheal  tube.  Accordingly  she  was 
extubated,  but  it  was  noted  that  the  high  pres- 
sure cuff,  attached  to  the  tube  to  form  an  air- 
tight fit  had  not  been  withdrawn  with  the  tube. 
Laryngoscopy  was  performed  on  the  patient, 
and  the  cuff  was  seen  deep  to  the  glottic  aper- 
ture. From  this  view  it  appeared  deflated. 
Positive  pressure  oxygen  applied  by  face  mask 
did  not  succeed  in  raising  the  chest.  The 
catheter  to  the  cuff  was  cut  in  the  hope  that 
the  cuff  might  deflate.  The  patient  became 
restless  and  cyanotic.  Electrocardiographic 
changes  did  not  begin  to  appear  until  five  min- 
utes had  passed.  More  attempts  were  made  to 
extract  the  culf  using  forceps  and  a muscle 
relaxant.  Ultimately  a tracheostomy  was  done. 
At  this  time  the  electrocardiograph  became 
flat.  A left  thoracotomy  and  manual  systole 
restored  cardiac  action,  but  the  patient  re- 
mained in  coma  and  expired  some  eight  hours 
later. 

The  anesthetists  were  relying  on  changes  in 
the  electrocardioscope  to  indicate  the  urgency 
of  the  situation.  They  felt  that  if  there  were 
no  changes  in  the  electrocardioscope  there  was 
stiU  time  for  resuscitation. 

This  case  illustrates  that  irreversible  brain 
damage  may  be  produced  before  the  electro- 
cardioscope begins  to  show  significant  changes. 
If  the  electrocardioscope  had  been  ignored  and 
immediate  tracheostomy  had  been  performed, 
it  is  possible  that  a complete  resuscitation 
would  have  been  achieved. 

Three  cases  in  which  the  electrocardio- 
scope was  used  to  monitor  the  heart  high- 
light special  problems. 

Case  15.  A sixty-five-year-old  white  female 
underwent  craniotomy  for  a meningioma  under 
endotracheal  halothane-oxygen  and  generalized 
hypothermia.  The  heart  was  monitored  with 
an  electrocardioscope.  After  two  hours  and 
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forty-five  minutes  of  surgery  the  temperature 
was  87  F.,  and  the  electrocardioscope  showed 
disappearance  of  the  T waves  and  an  irregular 
rhythm.  Peripheral  blood  pressure  then  be- 
came unobtainable  by  auscultation.  Soon 
thereafter,  the  ventricular  rate  slowed  to  30 
per  minute,  and  within  twenty-five  minutes 
asystole  by  electrocardioscope  occurred.  Ex- 
ternal massage  and  a pacemaker  were  instituted. 
No  peripheral  pulse  was  obtained  by  either 
method.  Warming  was  begun  in  another 
twenty-five  minutes.  However,  thirty  minutes 
later  pupils  were  fully  dilated.  There  was  still 
no  activity  on  the  oscilloscope,  and  the  patient 
was  pronounced  dead. 

In  generalized  hypothermia,  the  electro- 
cardioscope may  be  a significant  monitor. 
Premature  systoles  might  indicate  that  re- 
warming must  be  begun. 

When  there  is  asystole  even  at  a body  tem- 
perature of  87  F.  effective  cardiac  massage  must 
be  reinstituted  immediately.  A pacemaker 
which  fails  to  produce  a palpable  peripheral 
pulse  is  of  no  value  since  it  is  not  electrical 
I activity  but  rather  cardiac  output  which  is  the 
j desideratum. 

An  incidental  observation  has  to  do  with  the 
value  of  closed  chest  cardiac  massage  during 
generalized  hypothermia.  In  this  case  it  was 
of  no  value  in  that  it  neither  produced  electro- 
cardiographic changes  nor  an  effective  cardiac 
output  as  evidenced  by  a palpable  peripheral 
pulse. 

Case  16.  A twenty-three-year-old  white 
male  underwent  lower  extremity  orthopedic 
surgery  while  prone.  He  had  been  completely 
normal  and  in  excellent  health  except  for  a 
bilateral  equinus  deformity  of  the  feet.  The 
anesthetic  agents  were  intravenous  thiopental 
sodium  and  succinylcholine  chloride  for  in- 
duction and  endotracheal  cyclopropane-oxygen 
for  maintenance  in  the  prone  position.  A 
tourniquet  was  applied  to  the  thigh  during 
surgery.  Surgery  required  about  one  hour. 
During  surgery  the  patient  felt  very  warm  to 
touch.  His  temperature  was  taken  and  found 
to  be  over  107  F.  Twitching  of  the  face  and 
hands  developed  and  was  controlled  with 
thiopental  sodium  intravenously.  The  anes- 
thetic technic  was  changed  to  a semiclosed 
system.  Ice  was  applied  to  the  entire  body. 
The  patient  was  turned  to  supine  position,  but 
he  became  cyanotic  in  spite  of  100  per  cent 
oxygen.  Cardiac  standstill  occurred.  A thora- 
cotomy was  done.  The  heart  beat  was  re- 
stored by  manual  massage.  The  temperature 
continued  very  high  in  spite  of  all  cooling 
measures,  and  he  was  pronounced  dead  two 
hours  later. 

The  heart  had  been  monitored  throughout 
this  procedure  with  an  electrocardioscope 
which  revealed  standstill,  idioventricular 
rhythm,  and  ventricular  fibrillation  at  various 
times.  Autopsy  failed  to  reveal  a cause  for 
the  hyperpyrexia.  Certainly  in  this  very  rare 
case  the  electrocardioscope  could  not  be  expected 
to  have  prevented  the  death. 


Case  17.  A twenty-one-year-old  white  fe- 
male was  imdergoing  an  insertion  of  an  intra- 
medulary  rod  into  her  left  femur  under  halo- 
thane-oxygen  anesthesia.  After  approximately 
ten  minutes  of  surgery  there  was  sudden 
respiratory  arrest.  The  electrocardioscope  at 
first  showed  no  change.  She  developed  cyanosis 
in  spite  of  measured  tidal  volumes  of  over  900 
cc.  In  a few  minutes  her  pulse  became  im- 
perceptible. There  were  still  no  significant 
changes  on  the  electrocardioscope.  Her  pupils 
then  dilated  and  she  was  pronounced  dead  ap- 
proximately twenty  minutes  after  she  had 
become  apneic. 

Autopsy  revealed  a pulmonary  embolus 
astride  the  bifurcation  of  the  pulmonary  artery. 

There  were  no  early  electrocardioscopic 
changes  in  spite  of  a condition  incompatible 
with  life  and  in  spite  of  very  far  advanced 
brain  damage  due  to  an  irreversible  process. 

Two  patients  were  monitored  with  an  R- 
wave  monitor.  This  device  converts  the  R 
wave  of  the  electrocardioscope  into  an 
audible  sound.  It  would  appear  that  if 
the  electrocardioscope  itself  may  be  defi- 
cient, certainly  the  R-wave  monitor  would  be 
even  more  so. 

Case  18.  A fifteen-year-old  Negro  boy 
underwent  circumcision  under  cyclopropane- 
oxygen  by  face  mask.  An  R-wave  monitor 
was  used  throughout  the  case.  Surgery  required 
some  thirty  minutes.  There  were  no  changes 
noted  in  the  sounds  produced  by  the  device  nor 
in  vital  signs.  The  patient  was  brought  to  the 
recovery  room  fifteen  minutes  after  the  end  of 
surgery.  Fifteen  minutes  later  he  was  found 
pulseless  and  apneic.  Resuscitative  efforts 
were  instituted  rapidly  to  no  avail. 

At  autopsy,  fibroelastosis  of  the  heart  was 
found. 

The  R-wave  monitor  sounds  were  unaltered 
at  all  times  during  the  surgery.  It  is  of  spec- 
ulative interest  whether  the  electrocardioscope 
might  have  revealed  changes  associated  with  the 
stress  of  anesthesia  and  surgery  to  this  heart 
with  fibroelastosis. 

Case  19.  A forty-five-year-old  Negro 
woman  underwent  excision  of  a herniated  nucleus 
pulposus  while  in  the  lateral  position  under 
nitrous  oxide-oxygen-thiopental  sodium  with  a 
face  mask  and  an  oropharyngeal  airway.  Her 
heart  was  monitored  with  an  R-wave  monitor. 
After  one  hour  of  surgery,  as  the  surgeons  were 
exposing  the  disk,  the  R-wave  monitor  began  to 
“chatter.”  The  patient  was  noted  to  be 
apneic.  No  cyanosis  was  observed.  Help 
was  sent  for,  and  the  patient  was  then  found  to 
be  pulseless.  She  was  placed  supine,  and  her 
heart  was  resuscitated  with  external  massage. 
Consciousness  never  returned,  and  she  expired 
five  days  later.  Autopsy  was  done. 

This  patient  suffered  upper  respiratory  tract 
obstruction  due  to  the  extreme  flexion  of  her 
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head.  Ultimately  her  heart  developed  cardiac 
arrest  from  which  she  was  partially  resuscitated. 
The  R-wave  monitor  was  of  no  value  in  warning 
the  anesthetist  that  there  was  marked  upper 
respiratory  tract  obstruction  which  resulted  in 
irreversible  cerebral  damage. 

Two  cases  were  monitored  with  a pre- 
cordial  stethoscope. 

Case  20.  A three-year-old  female  under- 
went a tonsillectomy.  Soon  after  the  completion 
of  surgery  which  required  one  hour  under 
diethyl  ether  insufflation,  the  anesthetist  noted 
that  the  child  stopped  breathing  and  the 
heart  sounds  were  no  longer  audible  by  stetho- 
scope. Resuscitative  efforts  were  unsuccessful. 

Autopsy  revealed  no  specific  cause  of  death. 

Case  21.  A six-month-old  child  undergoing 
a craniotomy  expired  because  of  uncontrollable 
hemorrhage.  The  heart  was  monitored  with  a 
precordial  stethoscope. 

Autopsy  was  done. 

Comment 

Ideally  a monitor  should  indicate  that  the 
patient  is  in  difficulty  in  sufficient  time  to 
permit  the  anesthetist  and  the  surgeon  to 
correct  some  aspect  of  the  management  and 
to  avoid  irreversible  damage  to  the  patient. 
If  a monitor  fails  to  warn  the  anesthetist  in 
time  to  institute  adequate  resuscitative 
measures,  it  may  be  of  little  value. 

The  electrocardioscope  is  a measure 
solely  of  the  electrical  activity  of  the  heart. 
It  may,  but  usually  does  not,  reflect  the 
cardiac  output.  Minimal  cardiac  output, 
such  that  irreversible  brain  damage  is 
produced,  may  maintain  an  unaltered  elec- 
trocardioscopic  tracing. 

At  the  present  state  of  our  knowledge,  the 
limiting  factor  in  survival  of  the  patient  is 
the  brain.  There  must  be  adequate  cardiac 
output  plus  adequate  oxygenation  in  the 
blood  delivered  to  the  brain.  The  ideal 
monitor  would  enable  the  anesthetist  to 
state  that  there  is  adequate  cardiac  output 
and  adequate  oxygen  going  to  the  brain. 
The  body  has  precisely  these  two  monitors 
continuously  sampling  the  blood  to  the 
brain.  The  carotid  sinus  monitors  the 
cardiac  output  and  the  carotid  body  mon- 
itors the  oxygen  tension.  The  electro- 
cardioscope obviously  does  not  monitor 
either  of  these  two  parameters. 

The  electrocardioscope  would  of  course 
reveal  either  ventricular  fibrillation  or 
asystole  provided  someone  in  attendance 
knew  how  to  interpret  it. 


In  this  series,  1 case  during  induction  and 
1 case  in  the  immediate  postoperative  period 
suffered  irreversible  brain  damage  possibly 
because  the  anesthetist  relied  on  changes  in 
the  electrocardioscope  before  instituting 
resuscitative  measures. 

The  electrocardioscope  was  foxmd  to  be 
of  no  value  in  the  diagnosis  of  overdosage 
of  anesthetic  agent  resulting  in  death  or  in 
warning  of  excessive  blood  loss  which  might 
result  in  death.  In  terminal  patients  the 
electrocardioscope  was  of  no  value  in  warn- 
ing the  anesthetist  to  stop  administering 
agent  or  to  avoid  turning  the  patient  in 
time  to  prevent  death.  Obviously  the 
electrocardioscope  could  not  be  expected  to 
be  of  any  value  in  the  case  of  pulmonary 
embolus  and  in  the  hyperpyrexia  case.  It 
may  have  been  misinterpreted  in  the 
hypothermia  case. 

The  R-wave  monitor  no  doubt  should  be 
abandoned  since  it  cannot  be  even  as  useful 
as  the  electrocardioscope. 

We  do  not  have  enough  data  to  evaluate 
the  precordial  stethoscope  as  a monitor. 
We  are  now  studying  the  correlation  of  the 
phonocardiogram  and  the  cardiac  output. 
The  human  ear  cannot  detect  small  changes 
in  the  intensity  of  heart  sounds  as  they 
progress  over  a period  of  time.  The  pre- 
cordial stethoscope  may  be  inadequate. 
The  phonocardioscope  remains  to  be  evalu- 
ated. 

Summary 

It  appears  from  this  study  of  death  as- 
sociated with  anesthesia  that  the  electro- 
cardioscope is  not  a satisfactory  early  warn- 
ing monitor  in  the  operating  room.  Cer- 
tainly the  electrocardioscope  is  a satisfactory 
monitor  for  the  detection  of  ventricular 
fibrillation  which  may  occur  as  a sudden 
unanticipated  event.  In  the  event  of  ven- 
tricular fibrillation,  immediate  resuscitative 
measures  might  be  expected  to  produce 
complete  recovery,  although  there  are  several 
cases  in  this  series  in  which  ventricular 
fibrillation  was  immediately  detected  but 
successful  resuscitation  was  not  possible. 

The  R-wave  monitor  is  probably  of  no 
value  whatsoever.  More  knowledge  is 
needed  to  evaluate  the  value  of  the  pre- 
cordial stethoscope  or  of  the  phonocardio- 
scope as  a monitor.  The  ideal  monitor 
would  instantly  and  continuously  indicate 
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the  oxygen  saturation  or  tension  of  the  blood 
and  the  cardiac  output  to  the  brain. 

Discussion 

Charles  L.  Burstein,  M.D.,  New  York 
City.  This  is  an  interesting  and  provocative 
presentation.  I wish  to  compliment  Dr. 
Mazzia,  anesthesiologist,  and  Dr.  Siegel, 
medical  examiner,  for  combining  their 
efforts  in  this  venture.  I am  glad  that  my 
suggestion  to  Milton  Helpern,  M.D.,  Chief 
Medical  Examiner  of  the  City  of  New  York, 
to  have  an  anesthesiologist  appointed  as- 
sistant medical  examiner  so  as  to  help 
investigate  anesthetic  deaths  has  been 
carried  out.  Better  reports  and  much 
information  should  be  forthcoming. 

Certainly,  we  all  agree  that  we  would  like 
the  ideal  monitor  that  could  enable  the 
anesthetist  to  state  that  there  is  adequate 
cardiac  output  and  adequate  oxygen  going 
to  the  brain.  Certainly,  the  electrocardio- 
gram is  only  a manifestation  of  the  electrical 
activity  of  the  heart.  Certainly,  application 
of  an  electrocardioscope  is  no  guaranty  that 
no  harm  will  befall  an  anesthetized  patient. 
Certainly,  it  is  useless  to  apply  an  electro- 
cardioscope if  the  anesthetist  knows  little 
or  nothing  of  electrocardiographic  inter- 
pretation. There  is  no  substitute  for  medical 
knowledge  and  medical  judgment. 

On  the  other  hand,  rather  than  state  that 
cardiac  monitors  are  of  no  value,  many  of  us 
feel  that  they  not  only  have  their  usefulness 
but  also  that  other  types  of  monitors  may 
be  associated  with  them  better  to  evaluate 
important  organic  functions.  Such  mon- 
itoring devices  as  respiratory  tidal  volume 
indicators,  measurers  of  venous  pressure, 
electroencephalography,  measurers  of  blood 
volume,  hematocrit  evaluators,  and  meas- 
urers of  arterial  oxygen  and  carbon  dioxide 
pressures  and  pH  are  useful  devices.  Yet, 
none  of  these  used  either  alone  or  in  com- 
bination can  prevent  fatalities  due  to 
exsanguination,  reflex  cardiac  arrest,  or 
massive  pulmonary  embolism.  Even  the 
body’s  own  monitoring  devices,  the  presso- 
receptors and  chemoreceptors,  cannot  cope 
with  such  derangements. 

Decision  to  do  a tracheostomy  in  the 
presence  of  an  upper  respiratory  obstruction 
is  one  of  personal  judgment,  and  as  long  as 
this  factor  of  personal  judgment  is  often 


variable  there  are  bound  to  be  cases  in  which 
the  decision  to  do  a tracheostomy  is  delayed 
too  long. 

This  same  personal  judgment  factor  of 
instituting  immediate  active  resuscitative 
measures  in  the  presence  of  cardiovascular 
collapse  is  bound  to  continue  to  occur. 
Unfortunately,  in  some  cases,  as  illustrated 
in  the  case  reports,  of  pulmonary  embolism, 
hyperpyrexia,  and  exsanguination,  in  which 
active  resuscitative  measures  had  been 
started  immediately,  such  measures  were 
not  and  could  not  have  been  effective.  No 
ideal  monitor  could  prevent  these  fatal 
complications. 

Anesthetic  overdose  is  another  example 
that  deals  with  personal  knowledge  and 
judgment.  Ability  to  interpret  changes  in 
respiratory  pattern  with  increasing  depth  of 
anesthesia  is  still  a good  means  of  preventing 
anesthetic  overdose.  Application  of  and 
ability  to  interpret  an  electroencephalogram 
is  another  important  safeguard  in  this 
respect.  To  be  deplored  is  the  practice  of 
paralyzing  the  respiratory  muscles  with  a 
muscle  relaxant  and  then  maintaining  arti- 
ficial respiration  while  anesthetic  agents 
continue  to  be  administered. 

The  21  anesthetic  deaths  here  reported  in 
which  a cardiac  monitor  had  been  used 
represent  but  a small  fraction  of  the  total 
number  of  anesthetic  deaths  in  New  York 
City  over  the  same  eighteen  months  period. 
It  would  be  interesting  to  ascertain  whether 
in  these  other  cases,  where  no  cardiac 
monitor  was  used,  the  busy  anesthetists 
would  have  appreciated  some  device  giving 
them  constant  observation  of  the  patient’s 
heart  action  while  using  one  hand  to  hold  the 
patient’s  chin,  another  hand  to  squeeze  the 
breathing  bag,  another  hand  to  write  the 
anesthetic  record,  and  another  hand  to 
administer  drugs  or  blood.  It  would  be 
well  to  know,  also,  whether  any  valuable 
time  had  been  lost  between  the  discovery 
of  the  fatal  complication  gmd  the  time  when 
the  last  blood  pressure  or  pulse  rate  was 
determined. 

It  is  hoped  that  the  combined  teamwork  of 
anesthesiologist  and  medical  examiner  initi- 
ated here  in  New  York  City  will  become 
adopted  in  other  places.  Such  investiga- 
tions should  emphasize  inadequacies  that 
may  be  evaluated  and  treated  better  so  that 
fatal  complications  may  be  reduced. 
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The  Albert  F.  R.  Andresen  Memorial  Lecture 


I am  deeply  honored  to  have  been  asked  to  deliver  the  first  Albert  F.  R.  Andre- 
sen Memorial  Lecture  in  Clinical  Gastroenterology.  This  lecture  will  be  an 
annual  event  of  the  Medical  Society  of  the  State  of  New  York’s  scientific  pro- 
gram. We  are  grateful  to  the  anonymous  donor  who  has  established  it  through 
the  Empire  State  Research  and  Educational  Foundation.  It  memorializes  the 
life  of  a truly  great  man  of  medicine.  I cannot  here  repeat  everything  that  has 
already  been  written  about  this  man,  inadequate  as  even  that  may  be,  but  let  me 
give  you  at  least  the  high  lights  of  his  outstanding  career. 

When  Dr.  Andresen  died  in  Brooklyn,  New  York,  on  January  25,  1961,  he 
was  seventy-five  years  old  and  clinical  professor  emeritus  of  medicine  at  the 
State  University  of  New  York  College  of  Medicine.  He  left  a magnificent 
record  of  achievement  in  the  fifty-three  years  that  followed  his  graduation  in 
1907  from  the  Long  Island  College  Hospital  Medical  School,  subsequently  the 
Long  Island  College  of  Medicine,  and  now  the  State  University  of  New  York 
Downstate  Medical  Center. 

In  1952  he  was  awarded  his  school’s  “Faculty  Alumni  Medallion  for  Dis- 
tinguished Service  to  American  Medicine.”  In  1954  he  was  the  recipient  of 
the  Julius  Freidenwald  medal  of  the  American  Gastroenterological  Association 
in  recognition  of  his  outstanding  contributions  in  the  field  of  gastroenterology. 
These  contributions,  too  numerous  to  give  in  detail,  included  the  world-re- 
nowned Andresen  gastric  hemorrhage  diet,  original  work  in  fractional  gastric 
analysis  with  histamine,  and  remarkable  reports  on  the  role  of  allergy  in  gas- 
trointestinal disease  in  general  and  in  ulcerative  colitis  in  particular. 

In  1958  his  text.  Office  Gastroenterology appeared.  It  is  a distillate  of  a 
half  century  of  practical  clinical  experience  in  the  diagnosis  and  management  of 
gastrointestinal  disease.  In  it  a lively,  inquiring,  and  original  mind  chal- 
lenges many  hallowed  gastroenterologic  concepts. 

Beside  his  extensive  hospital  connections  and  teaching  at  all  levels,  he  was  in 
the  forefront  of  the  great  creators  of  the  subspecialty  of  gastroenterology  in  this 
country.  He  was  secretary  and  chairman  of  the  Sections  on  Gastroenterology 
and  Proctology  of  the  American  Medical  Association  and  of  the  Medical  Society 
of  the  State  of  New  York  and  a founder  and  president  of  the  New  York  Gas- 
troenterological Association.  He  held  similar  offices  in  the  American  Gas- 
troenterological Association.  For  many  years  he  was  chairman  of  the  sub- 
specialty board  in  gastroenterology.  He  also  worked  unselfishly  in  the  general 
interests  of  the  profession  in  many  capacities  in  his  county  and  State  medical 
societies  and  elsewhere. 

There  is  much  else  that  could  be  said  in  honor  of  this  remarkable  man,  but  to 
what  purpose'?  A man’s  material  achievements  inevitably  fade  and  die;  but 
the  ineffable  qualities  of  a great  heart  and  mind  that  touch,  inspire,  and 
motivate  others  cannot  die.  In  their  impalpable  way  they  enter  the  great  and 
continuing  stream  of  human  achievement.  And,  in  this  sense,  a man  such  as 
Dr.  Andresen  was,  can  and  does  become  truly  immortal. — A.P.I. 
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Among  the  instances  of  jaundice  one  en- 
counters in  clinical  practice  there  are  al- 
ways some  with  obstructive  features,  even 
though  the  primary  difficulty  be  in  the  liver 
itself  rather  than  in  the  extrahepatic  bile 
passages.  Thus,  among  153  randomly  cho- 

* Adapted  from  the  first  Albert  F.  R.  Andresen  Memorial 
Lecture  in  Clinical  Gastroenterology,  presented  by  Dr. 
Ingegno  at  the  156th  Annual  Meeting,  Medical  Society  of  the 
State  of  New  York,  New  York  City,  General  Session,  May  17, 
1963. 


In  153  RANDOMLY  CHOSEN  jaundiced  pa- 
tients with  intrahepatic  disease,  the  jaundice 
was  definitely  or  possibly  obstructive  in  25  per 
cent;  in  111  randomly  chosen  patients  with 
posthepatic  lesions,  the  jaundice  was  not 
clearly  obstructive  in  almost  50  per  cent.  Of 
27  patients  with  problem  obstructive  jaundice, 
24  were  operated  on;  in  11  of  these  with 
various  intrahepatic  lesions,  5 died  post- 
operatively  of  coma,  gastrointestinal  hemor- 
rhage, or  bile  fistula  and  shock.  Of  13 
patients  with  posthepatic  lesions,  only  1 died 
postoperatively.  Because  of  the  danger  of 
operation  in  intrahepatic  cases  and  because 
hurried  operation  is  rarely  if  ever  needed  in 
extrahepatic  obstruction,  an  observation  period 
with  all  possible  diagnostic  methods  is  recom- 
mended. 


sen  jaundiced  patients  with  various  hepatic 
conditions,  in  about  15  per  cent  the  jaun- 
dice was  frankly  obstructive  in  type;  in 
an  additional  10  per  cent  questionably  so. 
Conversely,  in  almost  half  of  the  jaundiced 
group  with  posthepatic  lesions  the  icterus 
was  not  clearly  obstructive  (Table  I). 

Disease  states 

When  the  disease  states  with  obstructive 
and  nonobstructive  jaundice  are  more  spe- 
cifically categorized  some  interesting  findings 
emerge.  In  Table  II  the  incidence  of  ob- 
structive jaundice  in  the  various  hepatic 
conditions  is  summarized.  Note  the  rela- 
tively large  number  of  patients  with  infec- 
tious and  serum  hepatitis  who  had  obstruc- 
tive features.  This  is  not  surprising  when 
you  consider  that  Dubin*  found  intrahe- 
patic bile  stasis,  manifested  by  intralobular 
bile  plugs,  in  about  50  per  cent  of  129 
biopsied  cases  of  viral  hepatitis.  This 
phenomenon  occurred  during  the  earlier 
phases  of  the  disease,  especially  in  the  five- 


TABLE  I.  Hepatic  and  posthepatic  jaundice:  incidence  of  obstructive  features 


Diagnosis 

Number  of 
Patients 

Obstructive 

Doubtful 

Nonobstructive 

Hepatic  conditions 

153 

24 

16 

113 

Posthepatic  conditions 

111 

57 

3 

51 

Totals 

264 

81 

19 

164 
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TABLE  II.  "Obstructive"  jaundice:  incidence  in  various  hepatic  conditions 


Diagnosis 

Number  of 

Patients  Obstructive 

Doubtful 

Non- 

obstructive 

Infectious  hepatitis 

94 

12 

12 

70 

Serum  hepatitis 

15 

3 

1 

11 

"Cholangiolitic”  hepatitis 

7 

5 

2 

Chlorpromazine  jaundice 

4 

3 

1 

“Toxic”  hepatitis 

3 

3 

Laennec’s  cirrhosis 

13 

13 

Cancer  of  liver  (12  primary) 

17 

1 

16 

Totals 

153 

24 

16 

113 

TABLE  III.  "Obstructive” 

jaundice:  incidence  in  various  posthepatic  conditions 

Diagnosis 

Number  of 
Patients 

Obstructive 

Doubtful 

N onobstructive 

Common  duct  stone 

39 

24 

2 

13 

Cancer  of  duct  or  papilla 

7 

7 

Stricture  of  duct 

4 

2 

2 

Cancer  of  pancreas 

44 

22 

22 

Cholecystitis  and/or 
cholangitis 

13 

1 

12 

Cancer  of  gallbladder 

2 

1 

1 

Pancreatitis 

2 

1 

1 



- .... 

. 



Totals 

111 

57 

3 

51 

to  fifteen-day  period.  Chlorpromazine  jaun- 

nonobstructive 

is  not  the 

same  as  saying 

dice  and  the  jaundice  of  so-called  “cholangi- 

the  jaundice  is 

posthepatic 

or  intrahepatic. 

ohtic  hepatitis”  are  obstructive  almost  by 

or  “surgical”  ; 

as  against  “medical.”  Our 

definition.  On  the  other  hand. 

the  jaun- 

problem  as  clinicians  is  to 

distinguish  the 

dice  of  cirrhosis  and  of  liver  cancer  may  be 
and  usually  is  nonobstructive  in  type. 

If  we  turn  now  to  the  various  posthepatic 
conditions  (Table  III),  it  is  interesting  that 
in  a third  of  those  patients  with  jaundice 
and  common  duct  stone,  the  icterus  did  not 
have  obstructive  features.  Presumptively, 
there  was  associated  hepatobiliary  in- 
flammation that  impaired  function  but  did 
not  block  significantly.  The  same  was  true 
of  half  of  those  with  cancer  of  the  pancreas. 
The  jaundice  of  carcinoma  of  the  common 
duct  or  Vater’s  papilla,  however,  was  in- 
variably obstructive. 

The  findings  already  mentioned  are  not 
meant  to  imply  that  aU  hepatic  cases  as- 
sociated with  an  obstructive  type  of  jaun- 
dice and  all  posthepatic  cases  with  nonob- 
structive type  of  jaundice  represent  difficult 
differential  diagnostic  problems.  Most  of 
the  time  there  are  associated  findings  that 
help  clinical  definition.  Nevertheless,  the 
potential  is  there  in  significant  proportion, 
and  the  difficulty  is  a clinical  actuality  in 
many  cases.  Clearly  then,  categorizing 
the  jaundice  of  a patient  as  obstructive  or 


medical  obstructive  jaundice  from  the  sur- 
gical obstructive  jaundice.  This  becomes, 
for  aU  practical  purposes,  a matter  of  decid- 
ing whether  a given  obstructive  jaundice  is 
caused  by  hepatic  or  posthepatic  disease. 

Operative  results 

That  this  is  no  academic  matter,  at  least 
in  our  experience,  is  sharply  emphasized  by 
the  results  of  surgical  intervention  in  24 
out  of  27  patients  with  problem  obstructive 
jaundice  we  have  had  to  manage  in  the  past 
few  years  (Table  IV).  All  were  patients 
who  went  to  surgery  for  definitive  diagnosis 
and  the  hope  that  a correctable  posthepatic 
obstructive  lesion  would  be  found.  Only 
3 had  shown  any  improvement  on  prior  med- 
ical management  during  inhospital  ob- 
servation periods  of  one  week  to  five  months 
duration.  Ironically,  these  3 proved  to  have 
surgically  correctable  lesions.  The  actual 
duration  of  the  obstructive  jaundice  had 
been  from  about  five  weeks  to  two  years 
with,  for  the  most  part,  neither  clearing  of 
symptoms  nor  clarification  of  diagnosis. 
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TABLE  IV.  Problem  obstructive  jaundice;  surgical 
thera  py 


Postoperative 

Results 

Intra- 

hepatic* 

Patients 

Extra- 

hepatic 

Patients 

Recovered 

6(55%) 

12(92%) 

Improved 

1 

5t 

Questionable  or 

temporary 

improvement 

3 

5 

No  improvement 

2 

Died** 

5(45%) 

1(8%) 

Gastrointestinal 

hemorrhage 

2 

1 

Coma 

2 

Bile  fistula  and 

shock 

1 

* Of  5 “cholangiolitic”  cases,  1 died,  1 improved,  3 had  no 
or  questionable  improvement. 

t 4 were  common  duct  stone,  1 was  common  duct  stricture. 
**  2 of  3 cirrhotic;  1 of  5 cholangiolitic,  1 of  2 with  viral 
hepatitis,  1 with  chlorpromazine  jaundice. 

Length  of  preoperative  observation  period  did  not  seem  to 
affect  mortality. 


The  results  of  operation  in  the  11  patients 
with  intrahepatic  lesions  were  catastrophic. 
Five  died  postoperatively  of  coma,  gastroin- 
testinal hemorrhage,  or  bile  fistula  and  shock. 
Another  5 had  no  or  only  questionable 
or  temporary  improvement.  Apparently 
any  of  the  several  types  of  intrahepatic  dis- 
ease can  be  affected  adversely  by  the  stress 
of  surgery.  Two  of  the  3 with  cirrhosis 
died,  1 of  the  5 with  cholangiolitic  hepatitis, 
1 of  2 with  viral  hepatitis,  and  the  single 
case  of  chlorpromazine  jatmdice. 

In  contrast  to  the  45  per  cent  postopera- 
tive mortality  in  the  hepatic  cases,  all  but 
1 of  the  13  patients  with  posthepatic  lesions 
weathered  the  surgical  storm.  Five  of  the 
12  who  recovered  from  surgery  had  good  im- 
provement. These  were  patients  with  com- 
mon duct  stone  or  stricture.  Five  had 
questionable  or  temporary  improvement. 
Two  were  unimproved  and  died  seven  weeks 
and  ten  months  later  from  cancer.  Of  the 
5 with  questionable  or  temporary  improve- 
ment, 3 had  cancer,  1 chronic  pancreatitis, 
and  1 a period  of  postoperative  observation 
too  short  for  evaluation. 

This  distressing  difference  in  operative 
results  between  hepatic  and  posthepatic 
cases  impels  us  to  search  for  ways  to  resolve 
the  diagnostic  dilemma  before  resorting  to 
surgery.  To  this  end  we  have  carefully  re- 
viewed these  27  cases  of  problem  obstruc- 


FIGURE  1.  Nomenclature  of  intrahepatic  biliary 
passages.^ 


tive  jaundice  for  clues  that  might  be  helpful 
in  our  future  management  of  similar  situa- 
tions. 

Terminology 

Before  going  further  into  this,  some  ana- 
tomic, nosologic,  and  physiologic  orienta- 
tion may  be  helpful.  What  precisely  do  we 
mean  when  we  call  a jaundice  “obstructive”? 
The  term  is  used  here  in  its  broadest  sense 
to  indicate  a diminution  or  cessation  of  bile 
flow  from  the  liver  into  the  intestine.  The 
clinical  and  laboratory  evidences  of  this 
include  aU  or  most  of  the  following:  jaun- 
dice, with  increased  serum  bilirubin;  bili- 
rubinuria;  light  stools;  low  or  absent  urine 
urobilinogen;  elevation  of  blood  alkaline 
phosphatase;  and  increased  total  blood 
cholesterol.  In  addition  there  may  be  nor- 
mal, or  near-normal,  liver  cell  function 
test  results  such  as  the  cephaUn  flocculation 
test  or  thymol  turbidity.  The  blocked  or 
impaired  flow  of  bile  may  be  at  any  level, 
from  within  the  liver  to  Vater’s  papilla. 
It  may  be  in  the  liver  cell  itself  where  the 
bile  is  formed  or  anywhere  in  or  adjacent 
to  the  complex  of  bile  channels  that  carry 
the  bile  into  the  duodenum.  Or  lesions 
in  the  duodenum  itself,  arising  from  or  near 
Vater’s  papUla,  may  obstruct  the  flow  of  bile 
into  the  gut. 

The  anatomic  terminology  used  here  is, 
in  the  main,  that  of  Popper  and  Schaffner.’ 
Figure  1,  taken  from  their  article,  shows, 
diagrammaticaUy,  the  network  of  bile  cana- 
liculi  into  which  the  bile  is  secreted  by  the 
liver  cells.  ^ The  bile  then  passes  through 
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FIGURE  2.  Relationship  of  liver  cell  to  intralobular 
flow  of  blood,  bile,  and  lymph. 2 


bile  ductules,  which  are  mainly  periportal, 
less  frequently  intralobular,  into  the  portal 
bile  passages,  thence  into  the  septal  and 
larger  bile  ducts,  and  finally  into  the  extra- 
hepatic  bile  channels.  Note  that  what 
Popper  and  Schaffner  caU  bile  ductules 
are  also  called  canals  of  Hering.  This  is 
also  what  is  meant  by  most  who  use  the 
recently  popular  term  “cholangiole,”  as 
in  cholangiolitic  hepatitis.  But  Popper 
rightly  points  out  that  the  term  cholangiole 
has  also  been  used  for  the  bile  canaficuU 
and  even  for  some  of  the  septal  bile  ducts. 
The  bile  canaliculi  are  hned  by  the  hepatic 
cell  walls  themselves.  They  are  not  sep- 
aratively  lined  channels.  The  hepatic 
cell  membranes  lining  the  canaliculi  are 
thrown  into  minute  folds  called  microvilli, 
as  demonstrated  by  electron  microscopy. 
The  bile  ductules  are  lined  by  cuboidal  epi- 
thehum  also  thrown  into  microvilli  on  their 
lumenal  aspects. 

Etiology 

In  Figure  2,  taken  from  Dubin,^  we  have 
a much  enlarged  diagrammatic  view  of  the 
hepatic  cells.  Note  the  bile  canaliculus 
(Bj  with  its  lining  microvillous  liver  cell 
surface  membranes.  Bile  secretion  from 
the  liver  cell  is  normally  oriented  toward 
the  canaliculus,  through  which  the  bile  then 
fiows  from  center  to  periphery  of  the  lobule 
toward  the  portal  areas.  Note  too  that 
another  surface  of  the  same  liver  cell,  also 


In 
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FIGURE  3.  Bilirubin  metabolism  and  excretion: 
prehepatic  phase. 


with  an  active  microvillous  border,  impinges 
directly  on  the  hepatic  blood  sinusoid. 
Blood  flow  in  the  sinusoids  is  centrally 
directed,  that  is,  from  the  portal  areas  to- 
ward the  central  veins.  The  sinusoids 
(S)  are  incompletely  lined  by  the  Kupfer 
cells  (K),  and  portions  of  the  liver  cell  sur- 
face are  in  direct  contact  with  the  blood. 
The  tissue  space  (D)  is  called  the  space  of 
Disse  and  perhaps  serves  as  an  intralobular 
lymphatic  space.  Not  shown  in  the  figure 
are  extensions  of  this  tissue  space  between 
some  fiver  cells.  These  extensions  normally 
reach  part  way  toward  the  bile  canaficufi.  * 

In  any  rational  classification  of  jaundice, 
a correlation  with  present  concepts  of  biliru- 
bin formation  and  excretion  is  necessary.®”’ 
For  our  present  purposes  one  can  then  better 
define  the  conditions  associated  with  intra- 
hepatic  bile  stasis,  their  anatomicophysi- 
ologic  bases,  and  their  differences  from  post- 
hepatic  biliary  obstruction.  In  this  con- 
nection, it  is  helpful  to  use  the  broad  head- 
ings suggested  by  Ducci®  in  his  classifica- 
tion. The  terms  prehepatic,  hepatic,  and 
posthepatic  are  useful  both  in  an  anatomico- 
physiologic  sense  and  in  a clinical  sense  and 
are  helpful  in  diagramming  briefly  the  main 
points  of  bifir u bin  metabolism  and  excre- 
tion. 

In  Figure  3 the  prehepatic  phase  of  this 
process  is  outlined.  After  an  average'  fife 
span  of  one  hundred  twenty  days,  erythro- 
cytes are  destroyed  by  the  cells  of  the  retic- 
uloendothelial system  and  their  hemoglo- 
bin broken  into  its  three  major  components: 
iron,  globin,  and  protoporphyrin.  As  shown, 
the  iron  and  globin  have  further  uses.  The 
protoporphyrin,  however,  is  converted 
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Liver  Cell 


Unconjugated  ("Free")  Bilirubin  in  Plasma  — 
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FIGURE  4.  Bilirubin  metabolism  and  excretion:  hepatic  phase. 


into  bile  pigments.  The  bilirubin  thus 
formed  is  bound  to  plasma  protein,  mainly 
albumin,  but  also  alphaa  globulin,  and  car- 
ried in  the  blood  stream  to  the  liver.  It 
is  this  bilirubin  that  is  referred  to  as  “free” 
or  unconjugated  bilirubin.  It  is  insoluble 
in  water  and,  as  such,  can  neither  be  ex- 
creted by  the  kidneys  nor  give  the  direct 
Van  den  Bergh  test  reaction. 

When  it  reaches  the  liver,  this  insoluble, 
unconjugated,  indirect-reacting  bilirubin  is 
rendered  soluble  and  direct-reacting  by  a 
process  of  conjugation  in  the  liver  cells. 
In  Figure  4 it  is  seen  that,  by  enzyme  ac- 
tion, the  bilirubin  is  conjugated  to  form 
mainly  a diglucuronide.  To  a lesser  ex- 
tent other  bilirubin  conjugates  (the  mono- 
glucuronide and  the  sulfate)  are  also  formed. 
And  it  is  interesting  that  bilirubin  mono- 
glucuronide can  also  be  formed  in  tissues 
outside  the  hver.  The  effect  of  aU  this  is 
to  make  the  bilirubin  easily  soluble  and 
hence  easily  excretable.  By  the  same  token, 
any  of  this  conjugated  bilirubin  that  gets 
into  the  blood  stream  gives  the  direct  Van 
den  Bergh  test  reaction  and  can  be  excreted 
in  the  urine.  All  this  is  a complete  reversal 
of  the  old  concept  of  bilirubin globin  in  the 
plasma  that  had  to  be  broken  up  in  the  liver 
to  release  “free”  bilirubin.  What  was  for- 


merly thought  free  is  now  seen  to  be  bound 
as  a bilirubin  conjugate.  And  what  was 
thought  bound  is  now  seen  to  be  “free,” 
that  is,  unconjugated. 

It  is  important  to  note  that  in  this  hver 
cell  phase  of  bihrubin  metabohsm  and 
excretion,  there  are  at  least  four  distinct 
steps.  One  involves  uptake  of  free  bilirubin 
by  the  cell.  Another  is  enzymatic  conjuga- 
tion of  the  bilirubin.  Another  includes  the 
incorporation  of  conjugated  bilirubin  into 
bile  with  its  many  components.  Finally, 
there  is  the  actual  secretion  of  bile  with  its 
conjugated  bilirubin. 

Dehvery  of  excessive  amounts  of  free 
bilirubin  to  the  cell,  defects  in  ceUular  up- 
take of  free  bilirubin,  and  abnormaUties  of 
cellular  conjugation  lead  to  an  accumulation 
of  unconjugated,  free,  indirect-reacting  bih- 
rubin. This  may  result  in  an  acholuric 
jaundice  characteristic  especiahy,  although 
not  exclusively,  of  the  various  hemolytic 
anemias  and  congenital  hyperbilirubine- 
mias. However,  hver  ceh  damage  from 
any  cause,  including  viral  hepatitis,  may 
also  be  associated  in  varying  degrees  with 
disturbances  of  the  uptake  and  conjugating 
mechanisms,  as  weU  as  with  the  ceUular  se- 
cretion of  conjugated  bihrubin.  In  chronic 
idiopathic  jaundice  of  the  Dubin- Johnson 
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FIGURE  5.  Bilirubin  metabolism  and  excretion: 
posthepatic  phase. 

type,  there  is  evidence  suggestive  of  a specific 
defect  in  the  secretion  of  already  conjugated 
bilirubin,  a “post-conjugation  block.”®~ii 
Bile  secreted  into  the  canalicuh  is  then 
cau*ried  through  bihary  channels  of  increas- 
ing size  to  the  main  hepatic  ducts.  Theoret- 
ically, blocking  lesions  anywhere  along  the 
fine  could  lead  to  a backing  up  of  conju- 
gated bilirubin  into  the  blood  stream. 
And,  indeed,  diffuse  inflammatory,  necro- 
tizing, and  fibrosing  lesions  may  do  just 
this.  However,  in  spite  of  such  names  as 
“cholangiohtic  hepatitis,”  it  is  by  no  means 
certain  that  the  intrahepatic  bile  stasis  of 
this  and  other  hepatic  diseases  is  actually  due 
to  bile  passage  obstruction.  Other  and 
perhaps  better  explanations  have  been  of- 
fered as  indicated  further  on.  It  is  not 
until  block  occurs  in  the  common  hepatic 
duct  and  beyond  that  the  classic  develop- 
ment of  extrahepatic  obstructive  jaundice 
follows.  A blockage  of  the  right  or  left 
main  hepatic  duct  may  result  only  in  an  ele- 
vation of  alkahne  phosphatase  without  jaun- 
dice, if  the  remaining  excretory  ducts  drain 
cells  that  are  healthy  enough  to  double  or 
triple  their  rate  of  bilirubin  conjugation  and 
secretion. 

Figure  5 summarizes  the  fate  of  bilirubin 
outside  the  fiver.  It  is  evident  that  a block- 
ing lesion  anywhere  from  the  beginning  of 
the  common  hepatic  duct  to  the  duodenum 
will  reduce  or  eliminate  excretion  of  con- 
jugated bilirubin  into  the  intestine.  But 
precisely  the  same  result  follows  if  conju- 
gated bilirubin  does  not  get  out  of  the  fiver 
cell  into  the  bile  passages  in  the  first  place, 
or,  having  gotten  out  of  the  cell,  is  not  car- 
ried normally  down  the  passages  but  regur- 
gitates into  the  blood  or  lymph  as  a result 


of  cellular  or  ductular  damage.  In  either 
case  jaundice  occurs  when  more  than  70 
per  cent  of  the  bile  is  not  transferred  from 
fiver  cells  to  larger  ducts,  The  stool  be- 
comes acholic,  and  bile  gets  into  the  urine. 
And  since  there  is  little  or  no  bilirubin  con- 
jugate flowing  into  the  gut  to  be  reduced  by 
bacterial  action  to  urobilinogen,  and  to  be 
reabsorbed  into  the  blood  stream,  there  can 
be  little  or  no  urinary  urobilinogen. 

Classification 

From  the  vantage  point  of  this  outline 
of  present  ideas  about  bilirubin  metabolism 
and  excretion,  consider  the  general  classi- 
fication of  jaundice  suggested  in  Figure  6. 
In  this  classification,  the  main  headings 
proposed  by  Ducci*  are  retained,  but  they 
are  subdivided  in  accordance  with  newer 
physiologic  concepts.  This  modified  Ducci 
classification  is  also  related  to  the  older 
McNee^"*  and  Rich^^  classifications. 

Prehepatic  jaundice.  As  can  be  seen, 
the  prehepatic  jaundice  of  Ducci,  the  hemo- 
lytic jaundice  of  McNee,  and  the  retention 
jaundice  of  Rich  are  aU  the  same.  The 
basic  difficulty  is  bilirubin  overproduction 
due  to  excessive  red  blood  cell  hemolysis, 
perhaps  as  much  as  three  times  normal. 
The  conjugating  mechanism  is  all  right,  and 
there  is  no  biliary  obstruction.  The  clinical 
prototypes  here  are  the  various  congenital 
and  acquired  hemolytic  anemias  outlined 
in  Table  V.^®  The  most  frequent  cause  of 
subcfinical  hyperbilirubinemia  due  to  hemol- 
ysis is  pulmonary  infarction.  “ How  ap- 
parent this  may  become  clinically  is  de- 
pendent no  doubt  not  only  on  the  amount 
of  red  cell  hemolysis  but  also  on  the  degree 
of  associated  fiver  cell  dysfunction  present. 

Hepatic  jaundice.  In  the  hepatic  jaun- 
dice of  Ducci,®  the  main  subgroups  are  the 
hepatocellular  and  the  hepatocanaficular 
types  of  jaundice.  Practically  aU  of  these 
are  included  in  McNee’s^^  broader  term  of 
“toxic  and  infectious  jaundice.”  In  the 
hepatocellular  type  any  one  or  all  of  the 
four  steps  of  cellular  bilirubin  metabolism 
we  have  mentioned  may  be  involved,  as 
shown  in  Table  V.  With  impaired  conjuga- 
tion we  have  the  several  types  of  nonhemo- 
lytic acholuric  jaundice  including  constitu- 
tional hepatic  dysfunction  or  Gilbert’s 
disease.  Defect  of  hepatic  uptake  has 

also  been  implicated  in  Gilbert’s  disease. 
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HEMOLYTIC  JAUNDICE  RETENTION  JAUNDICE  I • Congenital  and  acquired  hemolytic 
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Impaired  cellular  bilirubin  uptake,  and  es- 
pecially impaired  cellular  secretion  of  con- 
jugated bilirubin,  occurs  in  the  various  types 
of  viral  and  toxic  hepatitis,  the  various  types 
of  cirrhosis,  and  the  Dubin-Johnson  and 
related  syndromes. 

HepatocanaUcular  jaundice  is  only  par- 
tially equivalent  to  the  more  general  term 
“intrahepatic  cholestasis”  (Table 
It  implies  block  in  the  smaller  intrahepatic 
bile  passages.  Recent  studies  suggest,  how- 
ever, that  in  intrahepatic  cholestasis  there 
is  probable  cellular  dysfunction  with  changes 
in  the  bile  canalicuh  and  their  microvilli  and 
not  simply  a cholangiolar  (ductular)  block. 
This  is  so  whether  the  cholestasis  be  drug- 
induced,  so-called  cholangiolitic  hepa- 
titis,a stage  in  ordinary  viral  hepa- 
titis, or  due  to  fatty  liver.^  ®' 

Finally,  there  is  the  posthepatic  jaundice 
of  Ducci*  corresponding  essentially  to  the 
obstructive  jaundice  of  McNee^^  (Table 
V).  Here  there  is  obstruction  to  bile  flow 
in  the  extrahepatic  biliary  passages  after 
conjugation  and  secretion.  The  obstruc- 
tion may  be  due  to  stone,  stricture,  neo- 
plasm, and  so  forth,  with  all  the  charac- 
teristic bihrubin  findings  we  have  already 
discussed. 

Note  that  this  vast  group  of  toxic,  infec- 
tious, and  obstructive  types  of  jaundice  is 
included  in  Rich’s  general  term  “regurgita- 
tion jaundice.”  The  word  may  not  be 
precisely  applicable  in  every  sense,  but  it 
does  indicate  the  general  idea  that  the  bili- 
rubin in  the  blood  in  this  type  of  jaundice 
has  gotten  there  after  being  processed  by  the 


liver  and  that,  in  consequence,  it  is  conju- 
gated, soluble,  and  direct-reacting. 

Bile  stasis 

Referring  now  specifically  to  the  problem 
of  bile  stasis  in  the  hver,  that  is,  intrahe- 
patic cholestasis,  what  are  some  of  the  possi- 
ble mechanisms?  Dubin^  suggests  that  the 
basic  difficulty  is  cellular  dysfunction  with 
a reduction  in  the  ability  of  the  Uver  cells 
to  secrete  against  the  pressure  in  the  biUary 
passages  and  to  maintain  the  forward  flow 
of  bile.  In  consequence,  the  bile  tends  to 
accumulate  in  the  centrolobular  canaliculi 
and  ductules,  as  seen  in  Dubin’s  cases  of 
viral  hepatitis  with  cholestasis. 

Schaffner  and  Popper^’ ^ identify  a cana- 
Kcular  membrane  defect  characterized  by 
electron  microscopic  evidence  of  abnormal 
microvilli,  with  associated  reduction  in 
number,  and  dilatation  of  canaliculi  by  bile 
plugs.  They  saw  connections  between  cana- 
liculi and  distended  extensions  of  the  tissue 
space  of  Disse  through  which,  presumably, 
regurgitation  of  bile  into  the  blood  could 
occur.  Both  intra-  and  extrahepatic  causes 
produced  similar  changes,  although  the 
changes  were  more  marked  in  the  extrahe- 
patic cases.  One  actual  cause  of  jaundice  in 
intrahepatic  cholestasis,  aside  from  reflux 
through  ruptiu*ed  extensions  of  the  space  of 
Disse  mentioned  by  Schaffner  and  Popper, 
is  no  doubt  related  to  the  severity  of  cell 
and  ductular  damage.  There  may  be  cell 
necrosis  and  crumbling  that  permits  bile 
to  regurgitate  into  the  blood  or  lymph. 


TABLE  V.  Jaundice:  outline  of  classification  and  clinical  groupings 


I.  Prehepatic 

Bilirubin  overproduction  due  to  excessive 
hemolysis  of  red  blood  cells 

Jaundice:  present  but  may  be  subclinical 
Bilirubinuria:  absent  or  minimal 
Urobilinogen  in  urine  and  stool:  increased 
Van  den  Bergh  reactions:  delayed  or 

indirect 

Bilirubin  in  blood:  increased 

Free  (unconjugated):  most  is  in  this 

form 

Conjugated  direct  reacting  (glucuronide 
or  other  conjugate):  up  to  15  per  cent 
present  without  liver  disease,  more 
with  liver  disease 


{hemolytic)  jaundice 

Clinical  conditions 

Erythroblastosis  fetalis 
Congenital  hemolytic  anemia 
Sickle  cell  anemia 
Cooley’s  anemia 

Acquired  hemolytic  anemia  (of  toxic  or 
unknown  cause) 

Hemolytic  transfusion  reaction 
Paroxysmal  hemoglobinuria 
Sepsis 
Malaria 

Cardiac  decompensation  with  pulmonary 
infarction,  and  so  forth. 


Comment:  The  normal  liver  has  a great  capacity  for  handling  biliruhin  delivered  to  it.  It  is 

likely,  therefore,  that  in  prehepatic  jaundice  there  is  nevertheless  a variable  element  of 
hepatocellular  dysfunction. 

(continued  following  page) 
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TABLE  V.  Jaundice:  outline  of  classification  and  clinical  groupings  (continued) 


A.  Hepatocellular 

1.  Impaired  cellular  bilirubin  uptake  (re- 
moval of  free  bilirubin  from  blood  stream 
by  liver  cells) 

Possible  in  any  type  of  hepatocellular 
damage.  Accounts  for  increased  free 
(unconjugated)  bilirubin  in  many  condi- 
tions unassociated  with  increased  bili- 
rubin production  (as  in  viral  hepatitis, 
toxic  hepatitis,  and  cirrhosis) 

Gilbert’s  disease  (?) 

2.  Impaired  cellular  bilirubin  conjugation 

The  intracellular  enzyme  mechanism 
concerned  with  conjugation  of  biliru- 
bin to  the  diglucuronide  (and  other 
conjugates)  is  defective  or  undeveloped. 
The  bilirubin  in  the  blood  is  free  (un- 
conjugated) and  gives  the  indirect 
Van  den  Bergh  reaction. 

The  jaundice  is  “non-hemolytic,  acho- 
luric” and  may  be  subclinical. 

Clinical  types 

a.  Acquired:  in  any  type  of  hepatocel- 

lular damage  (such  as  viral  hepatitis, 
cirrhosis) . 

b.  Neonatal.  The  conjugation  mechanism 
has  not  developed  as  yet. 

Physiologic  jaundice  of  the  newborn 
(icterus  neonatorum). 

Jaundice  of  prematurity  (bilirubin 
higher,  kernicterus  possible). 

c.  “Congenital,”  “familial,”  “idiopathic” 
The  hepatic  conjugation  mechanism  is 
congenitally  absent  or  variably  im- 
paired. Nonhemolytic  acholuric  jaun- 
dice syndromes  of  variable  severity. 

Crigler-Najjar.  Neonatal,  high  biliru- 
bin, kernicterus;  analogous  to  non- 
hemolytic jaundice  of  rats  (Gunn). 
Constitutional  hepatic  dysfunction 
(Gilbert).  Later  in  life.  Variable 
severity  but  usually  mild.  Liver 
function  tests  normal.  Free  bilirubin 
in  blood  increased.  No  bile  in  urine. 
Urobilinogen  in  urine  not  increased, 
that  in  stool  decreased. 

3.  Impaired  cellular  excretion  of  conjugated 
bilirubin.  This  may  occur  in  a variety  of 
conditions  (such  as  hepatitis,  cirrhosis) 
associated  with  hepatocellular  damage. 
For  example,  in  viral  hepatitis,  it  is  one 


II.  Hepatic  jaundice 

way  in  which  the  direct-reacting  (con- 
jugated) bilirubin  in  the  blood  may  be 
increased.  Even  though  cellular  con- 
jugation is  impaired,  cellular  excretion  of 
the  conjugate  may  be  even  more  impaired. 

Chronic  idiopathic  jaundice  (Dubin- 
Johnson  syndrome)  may  be  characterized 
by  a relatively  greater  impairment  of 
cellular  excretion  of  conjugated  bilirubin. 

Rotor’s  syndrome,  and  other  related 
congenital  or  familial  nonhemolytic  hyper- 
bilirubinemias may  be  similarly  involved. 
B.  Hepatocanalicular 

The  defect  is  cellular,  canalicular,  and 
ductular.  Abnormal  microvilli  seen  with 
the  electron  microscope.  Canaliculi  may 
be  diminished  in  number,  dilated,  or 
plugged  with  bile.  Connections  between 
ruptured  canalicular  lumens  and  extensions 
of  perisinusoidal  spaces  (spaces  of  Disse) 
may  be  seen.  Inflammation  and  injury 
of  ductules  and  small  ducts  described,  with 
destruction,  inflammation,  and  fibrosis  in 
the  chronic  stages. 

There  is  “regurgitation”  of  already  con- 
jugated (direct-reacting)  bilirubin  into  the 
blood.  Hepatocellular  function  test  results 
variable  but  may  be  normal.  Alkaline 
phosphatase  and  blood  cholesterol  in- 
creased. 

These  defects  may  be: 

1.  Primary  or  predominant  in  “pure”  intra- 
hepatic  cholestasis: 

Drug-induced  jaundice — such  as  chlor- 
promazine,  methyltestosterone 
Primary  biliary  cirrhosis 
Idiopathic  “cholangiolitic”  hepatitis- 
cirrhosis 

2.  Secondary  to  liver  cell  damage 
Viral  and  toxic  hepatitis 
Various  forms  of  cirrhosis 
Fatty  infiltration  of  liver 

3.  Secondary  to  mechanical  bile  duct  ob- 
struction (intra- or  extra-hepatic) : stone, 
neoplasm,  and  so  on. 

The  changes  here  may  be  even  more 
marked  than  in  the  primarily  intrahepatic 
types:  dilated  and  ruptured  bile  cana- 

liculi abnormal  microvilli.  There  is  an 
element  of  “intrahepatic  cholestasis”  in 
every  case  of  extrahepatic  obstruction. 


III.  Posthepatic  jaundice 


Obstruction  to  the  larger  hile  passages  in  or 
out  of  the  liver  (such  as  a major  hepatic  bile 
common  hepatic,  common  bile  ducts) 
with  secondary  intrahepatic  cholestatic  chan- 
ges. 

Conjugated,  direct-reacting  bilirubin 

(mostly  diglucuronide)  “regurgitates”  into 

the  blood 

Bilirubinuria  present 

Urobilinogen  in  stool  and  urine  diminished 
or  absent 

Alkaline  phosphatase  and  cholesterol  in- 
creased 

Hepatocellular  tests  normal  until  late 


Clinical  types 

a.  Incomplete:  Clinical  jaundice  may  be 

slight  or  absent.  Bilirubin,  sulfobromo- 
phthalein,  and  especially  the  alkaline 
phosphatase  are  abnormal. 

b.  Complete:  Jaundice  marked  and  all  the 

laboratory  features  of  extrahepatic  ob- 
struction present. 

Causes  of  both  types: 

Choledocholithiasis 

Neoplasm  (bile  ducts,  pancreas,  duo- 
denum at  or  near  papilla) 

Stricture  (cicatrical,  inflammatory) 
Congenital  defect 
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TABLE  VI.  Problem  obstructive  jaundice:  intra-  and  extrahepatic  causes  in  27  cases 


Intrahepatic* 

Number  of 
Patients 

Extrahepatic  t 

Number  of 
Patients 

Hepatitis 

9 

Cancer  of  bUe  ducts  or  ampuUa 

5 

“Cholangiolitic” 

6 

Infectious 

2 

Serum 

1 

Common  duct  stone 

4 

Chlorpromazine 

1 

Common  duct  stricture 

1 

Cirrhosis 

3 

Extrinsic  pressure  on  common  duct 

4 

Biliary 

1 

Cancer  of  pancreas 

2 

Laennec’s 

1 

Chronic  pancreatitis 

1 

Hemochromatosis 

1 

Enlarged  nodes 

1 

* 11  males  age  thirty -six  to  eighty-two  years,  1 Negro;  2 females  age  fifty-four  and  fifty-nine  years. 

t 8 males  age  thirty  to  sixty-seven  years,  1 Negro;  6 females  age  thirty-one  to  sixty-seven  years,  except  1 five-month-old 
female. 


Impaired  pick-up  and  secretion  of  biliru- 
bin by  the  liver  cells  can  occur.  And  in- 
flammation in  the  liver  may  have  a blocking 
effect  by  raising  intralobular  tension. 

MacMahon^^  has  described  a variety  of 
anatomic  patterns  in  the  “biliary”  (or 
hepatocanaUcular)  forms  of  intrahepatic 
cholestatic  jaundice.  Two  that  are  of  par- 
ticular interest  he  refers  to  as  “cholangio- 
litic  biliary  cirrhosis”  and  “pericholangio- 
litic  biliary  cirrhosis.”  In  the  former  there 
is  chronic  inflammation  of  lumens  and  walls 
of  the  small  intrahepatic  bile  ducts,  prolifera- 
tion of  cholangioles,  and  cellular  exudation, 
which  may  or  may  not  be  associated  with 
similar  extrahepatic  biliary  duct  changes. 
In  pericholangiohtic  biliary  cirrhosis  there 
is  chronic  periportal  fibrosis,  marginal  Uver 
ceU  damage,  and  disappearance  of  interlob- 
ular bile  ducts.  Presumably  these  inflam- 
matory reactions  involving  the  cholangioles 
and  smaller  bile  ducts  can  explain  the  in- 
trahepatic block  type  of  jaundice  seen  in 
some  patients  with  the  clinical  picture  of 
so-caUed  primary  biliary  cirrhosis. 

More  recently,  Rubin,  Schaffner,  and 
Popper^^  have  attempted  to  define  the  locus 
of  major  damage  in  the  various  types  of 
intrahepatic  jaundice  by  electron  micro- 
scopic, histochemical,  and  immunocytochem- 
ical  technics,  as  weU  as  conventional  micro- 
scopic studies  of  biopsy  and  autopsy  speci- 
mens. Aside  from  disturbed  intracellular 
transport,  they  aUude  to  changes  of  bile 
canalicular  microviUi,  inflammation  and  in- 
jury of  bile  ducts,  inflammation  around 
proliferated  bile  ductules,  and  destruction 
of  bile  ductules. 

In  their  view  the  jaundice  caused  by  ana- 
bolic steroids,  drugs  such  as  chlorpromazine. 


fatty  hver,  and  cholestatic  viral  hepatitis 
I is  associated  with  abnormalities  of  the  bile 
canalicuU  (dilation,  bile  plugs,  and  distor- 
tion and  obliteration  of  microviUi)  and  al- 
terations of  the  Golgi  apparatus.  Inflam- 
mation around  proliferated  bUe  ductules 
(pericholangioUtis)  was  found  in  toxic  drug 
reactions  and  allergic  reactions  to  chlor- 
promazine. Early  primary  biUary  cirrhosis 
was  found  to  involve  inflammation  and  in- 
jury of  bile  ducts;  intermediate  and  later 
stages  were  characterized  by  periductular 
inflammation  and  ductular  destruction. 

Intra-  and  extrahepatic  problems 

Certain  similarities  between  intra-  and 
extrahepatic  cholestasis  make  differential 
diagnosis  difficult.  In  both  the  jaundice 
is  characteristicaUy  of  the  obstructive  type. 
Note  also  the  wide  spectrum  of  conditions 
that  can  give  rise  to  intrahepatic  cholestasis 
with  hepatic  obstructive  jaundice.  These 
problems  are  summarized  as  foUows: 
Similarities 

Moderately  severe  to  severe  jaundice 
Increased  indirect  and  direct-reacting  (con- 
jugated) bilirubin,  especiaUy  the  latter 
Alkaline  phosphatase  and  total  cholesterol 
increased 
Bile  in  urine 

Urobilin  diminished  or  absent 
HepatoceUular  function  test  results  not 
or  little  impaired 

Centrolobular  bUe  stasis  with  bile  plugs 
Etiologic  factors 
Intrahepatic 

Any  disease  with  hepatocellular  damage, 
such  as  hepatitis  and  cirrhosis 
“Cholangiolitic”  and  “cholestatic”  hepa- 
titis 

Primary  bUiary  cirrhosis 

Drug-  or  hormone-induced  hepatopathy. 
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TABLE  Vll.  Problem  obstructive  jaundice;  helpful 
differential  criteria — history  and  physical* 


Criteria 

Intra- 

hepatic 

Extra- 

hepatic 

“Hepatitic”  onset 

+ 

Exposure  (drug,  blood. 

and  so  on) 

+ 

Pain 

4- 

Palpable  gallbladder 

+ 

* Not  helpful:  history  suggesting  prior  pancreaticobiliary 
disease;  degree  of  liver  enlargement;  and  palpable  spleen. 


such  as  chlorpromazine,  arsphena- 
mine,  PAS,  methimazole,  methyl- 
testosterone,  and  norethandralone 
Fatty  infiltration 
Extrahepatic 

Large  bile  duct  obstruction  by  stone, 
neoplasm,  stricture,  congenital  defect, 
cholangitis,  and  so  forth 

Among  our  13  problem  cases  there  were  9 
with  hepatitis  of  various  types,  1 with  chlor- 
promazine jaundice,  and  3 different  cir- 
rhotic lesions  (Table  VI).  The  designation 
“cholangiolitic”  used  here,  as  elsewhere  in 
the  literature,  is  an  identifying  label.  It 
is  not  to  be  construed  as  excluding  a pos- 
sible viral  etiology. 

Findings 

What  luck  have  we  had  in  the  search  for 
helpful  differential  diagnostic  features?  A 
few  findings  seem  helpful. 

For  example,  a hepatitis-Hke  onset  was 
frequent  with  intrahepatic  cholestasis,  rare 
with  extrahepatic  (Table  VII).  Pain,  on 
the  other  hand,  was  distinctly  more  likely 
to  be  associated  with  the  extrahepatic  type. 
Exposure,  for  example  to  drug  or  blood,  was 
important  for  the  intrahepatic  type;  pal- 
pable gallbladder  for  the  extrahepatic.  But 
their  relative  infrequency  limits  their 
value.  The  gallbladder  was  palpable  only 
four  times,  aU  in  patients  with  posthepatic 
lesions.  Surprisingly  the  degree  of  liver 
enlargement  did  not  help.  We  used  to 
think  it  would  tend  to  be  much  larger  with 
intrahepatic  disease.  The  spleen  was  in- 
frequently felt  in  both  conditions.  And 
a history  suggestive  of  prior  pancreatico- 
biliary disease,  for  example  prior  chole- 
cystectomy for  stone,  was  as  common  in 
one  group  as  in  the  other. 

Among  laboratory  criteria,  complete  ab- 
sence of  any  evidence  of  impaired  liver  ceU 
function  spoke  for  an  extrahepatic  cause  for 


TABLE  VIII.  Problem  obstructive  jaundice:  helpful 
differential  criteria — laboratory 


Criteria 

Intra- 

hepatic 

Extra- 

hepatic 

Impaired  liver  ceU 
function 

-b 

Total  cholesterol 

<300 

• >300 

Cholesterol  esters 

<150 

>150 

Total  protein  8 Gm. 
per  100  ml. 

+ 

Cephalin  flocculation 

>2-1- 

2 4-  or 

Prolonged  prothrombin 
time 

-h 

less 

Response  to  vitamin  K 

4- 

If  bilirubin  below  10 
mg.  per  100  ml. 

Direct 

Direct 

<50 

>50 

per  cent 

per  cent 

the  jaundice  (Table  VIII).  Cholesterol 
levels  above  300  with  esters  above  150 
were  more  likely  with  extrahepatic  condi- 
tions, as  were  total  protein  levels  above  8 
Gm.  per  100  ml.  An  abnormal  cephalin 
flocculation  test  result  (above  2 plus) 
suggested  intrahepatic  disease  as  did  a pro- 
longed prothrombin  time.  However,  the 
prolonged  prothrombin  time  of  extrahepatic 
obstruction,  if  present,  responded  to  paren- 
teral doses  of  vitamin  K,  whereas  that  of 
intrahepatic  disease  did  not.  Total  levels 
of  bilirubin  were  generally  of  no  help,  but 
if  the  total  was  less  than  10  mg.  per  100  ml., 
a direct-reacting  fraction  above  50  per  cent 
of  it  suggested  extrahepatic  obstruction. 
At  levels  of  total  bilirubin  above  10  mg.  per 
100  ml.,  fractional  differences  were  no 
longer  helpful. 

Unfortunately,  there  is  a long  fist  of 
laboratory  criteria  which  seem  to  have  no 
differential  value  in  intra-  and  extrahepatic 
types.  These  include  blood  proteins  gen- 
erally (albumin,  globulin,  albumin-globulin 
ratio),  thymol  turbidity,  urine  urobilino- 
gen, clay-colored  stools,  biliuria,  bilirubin 
partition  for  total  levels  above  10  mg.  per 
100  ml.,  alkaline  phosphatase  levels,  and 
eosinophilia. 

In  addition  gallbladder  and  bile  duct 
x-ray  examination  did  not  help,  nor  did 
liver  biopsy  for  the  most  part.  In  a few 
cases  a defect  of  the  duodenum  seen  in  gas- 
trointestinal x-ray  films  suggested  an  ex- 
trahepatic lesion.  Both  groups  show  vary- 
ing degrees  of  bile  stasis,  fibrosis,  inflamma- 
tion, and  bile  duct  proliferation.  Only  a 
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TABLE  IX.  Problem  obstructive  jaundice;  medical  treatment 


General  Medical 
Therapy-^ — — 


Jaundice 

Number  of 
Patients 

Observation 

Im- 

proved 

Un- 

improved 

Improved  on 
Steroid  Therapy 

Intrahepatic 

13 

1 to  7 weeks 

0 

13 

1*  of  3 cases 
(2  preterminal) 

Extrahepatic 

14 

1 week  to  5 months 

3 

11 

0 of  3 cases 

* Given  postoperatively. 


small  proportion  of  either  group  shows  dis- 
tinctive differential  features. 

We  had  hoped  that  a definable  period  of 
observation  would  be  of  diagnostic  help, 
expecting  that  intrahepatic  lesions  might 
tend  to  show  resolution  of  the  obstructive 
features  of  jaundice.  Such  was  not  the 
case,  however  (Table  IX).  None  of  these 
intrahepatic  cases  improved.  Of  course, 
most  viral  hepatitis  cases  with  cholestatic 
features  improve  and  get  entirely  well. 
These  problem  cases  were  those  that  did 
not,  possibly  because  of  high  liver  autoim- 
mune titers.  Three  of  the  patients  with 
posthepatic  jaundice  did  improve.  The 
actual  dimation  of  jaundice  ranged  from 
five  months  to  two  years.  The  figures  in 
the  table  refer  to  inhospital  observation. 

We  have  reason  to  believe,  from  other 
experience,  that  administration  of  steroid 
in  doses  equivalent  to  40  to  80  mg.  of  pred- 
nisone per  day  may  have  differential  diag- 
nostic value.  In  this  group  3 extrahepatic 
cases  showed  no  improvement  with  steroids. 
Two  of  the  hepatic  patients  received  the 
steroid  for  a short  time  before  death  only. 
Another  improved  with  steroid,  but  un- 
fortunately that  was  after  surgery.  There 
is  now  excellent  evidence  that  steroid  ad- 
ministration will  do  nothing  for  9 out  of  10 
cases  of  extrahepatic  biliary  obstruction, 
while  6 or  7 out  of  10  with  intrahepatic 
cholestasis  show  a prompt  fall  in  bilirubin 
levels.  This  therapeutic  test  is  best 
terminated  in  not  more  than  ten  days  if 
there  is  no  response,  since  steroid  administra- 
tion does  complicate  possible  future  surgical 
management.  Naturally,  if  the  response 
is  good,  therapy  should  be  continued  until 
the  desired  therapeutic  effect  is  achieved. 
The  results  reported  by  Overholt  and  Har- 
dinin  cholangiolitic  hepatitis  are  impres- 
sive. 

Although  our  personal  experience  with 
the  method  thus  far  is  slight,  percutaneous 
transhepatic  cholangiography  seems  to 


offer  real  diagnostic  hope.^®-^®  With  this 
technic  the  liver  is  needled,  a dilated  bile 
channel  entered,  and  a contrast  medium  is 
injected.  Excellent  cholangiograms  may 
thus  be  obtained  relatively  early  in  extra- 
hepatic obstruction,  and  the  contribution 
to  differential  diagnosis  is  often  definitive. 
The  morbidity  is  low.  For  example,  Kaplan 
et  al.^^  established  the  diagnosis  correctly 
in  38  out  of  40  patients.  There  was  no 
death.  Pain  required  meperidine  hydro- 
chloride in  8.  Bile  “peritonitis”  neces- 
sitated surgery  in  4.  This  latter  may  sound 
forbidding,  but  if  the  procedure  is  reserved 
for  the  patient  on  the  brink  of  possible  sur- 
gical intervention  anyway,  the  dangers  are 
minimized.  When  sufficient  expertness  is 
acquired  with  this  technic,  failure  to  enter 
a dilated  bile  channel  argues  strongly  for 
an  intrahepatic  lesion.  Patients  may  thus 
be  saved  from  unnecessary  and  possibly 
disastrous  surgery. 

One  final  word  about  surgery  in  these 
cases.  We  are  in  agreement  with  Shaldon 
and  Sherlock^®  that  “Little  is  lost  by  de- 
laying operation  in  extrahepatic  obstruc- 
tion, but  surgery  may  kill  the  patient  with 
infective  hepatitis.”  Our  experience,  and 
that  recently  reported  by  HarviUe  and 
SummerskiU®®  further  substantiate  the  po- 
tential dangers.  This  is  in  contrast  to  the 
good  experience  reported  by  Strauss,  et  al.^^ 
from  “surgical  decompression  of  the  liver 
and  its  ductal  system  by  common  bile  duct 
drainage ...  in  cases  of  jaundice  of  long 
standing  that  result  from  acute  and  subacute 
hepatitis,  usually  due  to  a virus  infec- 
tion. . . .”  These  authors  refer  to  “infiam- 
mation  of  the  intrahepatic  as  well  as  the 
extrahepatic  bile  ducts”  and  infiltration  and 
thickening  of  the  wall  of  the  common  bile 
duct  and  surrounding  areolar  tissue  in  their 
patients.  Thus  the  cases  would  seem  to  be 
more  comparable  to  our  posthepatic  causes 
of  jaundice. 

We  consider  it  preferable  to  exhaust  all 
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possible  diagnostic  methods  and  observe 
for  a period  of  up  to  two  months  in  doubtful 
cases.  As  to  the  surgery  itself,  if  it  is 
decided  on:  Before  any  manipulation  a 

wedge  biopsy  of  liver  should  be  taken. 
Manipulation  should  be  minimal  with  no 
extended  exploration.  In  the  absence  of 
an  obviously  correctable  extrahepatic  ob- 
structive lesion,  and  sometimes  even  when 
one  is  there  if  the  patient’s  condition  is 
poor,  tube  bUiary  drainage  should  be  insti- 
tuted for  decompression  and  for  later  T-tube 
cholangiographic  examination.  We  beUeve 
it  unwise  to  subject  these  patients  to  the 
operative  and  anesthetic  prolongation  in- 
cident to  extensive  exploration  and  T-tube 
cholangiography  at  surgery. 

Summary 

It  is  usually  easy  to  decide  whether  clin- 
ical jaundice  is  obstructive  or  nonobstruc- 
tive. But  this  does  not  resolve  the  dilemma 
of  surgical  intervention,  for  obstructive 
jaundice  often  is  a purely  medical  problem. 
There  are  a number  of  criteria  clinicians 
'use  to  help  differentiate  hepatic  (medical) 
from  posthepatic  (surgical)  biliary  obstruc- 
tion (cholestasis).  Our  recent  experience 
with  these  criteria  is  summarized  against 
a backgroimd  review  of  recent  advances  in 
our  imderstanding  of  bilirubin  metabolism 
and  the  anatomicophysiologic  aberrations 
present  in  the  various  types  of  jaundice. 
A classification  of  jaundice  based  on  these 
concepts  is  proposed. 

Among  153  randomly  chosen  jaundiced 
patients  with  intrahepatic  disease,  we  found 
25  per  cent  in  whom  the  jaundice  was  def- 
initely or  possibly  obstructive  in  type. 
Conversely,  in  almost  half  of  111  randomly 
chosen  patients  with  posthepatic  lesions, 
the  jaimdice  present  was  not  clearly  ob- 
structive. While  in  most  such  cases  di- 
agnosis could  be  established  from  associated 
findings,  in  some  the  distinction  between 
hepatic  and  posthepatic  obstructive  jaun- 
dice could  not  be  made  short  of  operation. 

However,  operation  in  the  intrahepatic 
cases  can  be  highly  dangerous.  Of  27  pa- 
tients with  problem  obstructive  jaundice  in 
our  recent  experience,  24  were  operated  on. 
There  were  11  patients  with  various  intra- 
hepatic lesions;  5 (45  per  cent)  died  post- 
operatively  of  coma,  gastrointestinal  hem- 
orrhage, or  bile  fistula,  and  shock.  In 


contrast,  only  1 (8  per  cent)  of  the  13 
patients  with  posthepatic  lesions  died  post- 
operatively. 

From  a careful  retrospective  analysis  of 
our  27  problem  cases  of  obstructive  jaundice, 
the  following  features  emerge  as  possibly 
helpful  in  distinguishing  the  intrahepatic 
type: 

A hepatitic  onset  and  the  absence  of  pain 

A history  of  exposure  to  blood,  drugs,  and 
so  forth 

Laboratory  evidence  in  general  of  impaired 
liver  ceU  function 

Total  cholesterol  of  less  than  300  and 
cholesterol  esters  less  than  150 

Cephahn  flocculation  result  of  3 or  4 plus 

Prolonged  prothrombin  time  not  respon- 
sive to  vitamin  K 

Direct  bilirubin  of  less  than  50  per  cent, 
if  total  bilirubin  is  not  above  10  mg. 
per  100  ml. 

In  addition,  a prompt  fall  in  bilirubin  with 
steroid  administration  suggests  intrahepatic 
disease;  failure  to  so  respond  is  evidence 
of  extrahepatic  block. 

Reports  suggest  that  percutaneous  trans- 
hepatic  cholangiography  often  gives  de- 
finitive information.  Its  use  seems  war- 
ranted, at  least  in  those  on  the  brink  of 
surgical  intervention. 

In  the  absence  of  immediate  evidence  of 
a correctable  posthepatic  lesion  at  operation, 
the  exploration  should  be  brief.  Tube 
drainage  should  be  instituted  for  decompres- 
sion and  for  later  T-tube  cholangiographic 
diagnosis.  Prolonged  anesthesia  and  manip- 
ulation incident  to  extensive  exploration 
and  operative  cholangiography  are  decidedly 
hazardous. 

In  these  problem  cases  hurried  operation 
is  rarely  if  ever  needed.  Occasionally, 
however,  after  an  observation  period  of  one 
to  two  months,  only  surgical  exploration 
will  resolve  the  diagnostic  and  therapeutic 
dilemma. 


References 

1.  Andresen,  A.  F.  R.:  Office  Gastroenterology,  Philadel- 
phia, W.B.  Saunders  Company, 1958. 

2.  Dubin,  I.  N.;  Intrahepatic  bile  stasis  in  acute  non- 
fatal  viral  hepatitis;  its  incidence,  pathogenesis,  and  correla- 
tion with  clinical  jaundice.  Gastroenterology  36:  645  (May) 
1959. 

3.  Popper,  H.,  and  Schaffner,  F.:  Pathology  of  jaundice 
resulting  from  intrahepatic  cholestasis,  J.A.M.A.  169:  1447 
(Mar.  28)  1959. 

4.  Schaffner,  F.,  and  Popper,  H.:  Morphologic  studies  of 
cholestasis.  Gastroenterology  37:  565  (Nov.)  1959. 


November  15,  1963  / New  York  State  Journal  of  Medicine  3253 


5.  Butt,  H.  R.,  et  al.:  Panel:  bilirubin  metabolism, 
ibid.  36:  161  (Feb.)  1959. 

6.  Arias,  I.  M.:  Recent  advances  in  the  metabolism  of 
bilirubin  and  their  clinical  implications,  M.  Clin.  North 
America  44:  607  (May)  1960. 

7.  Gray,  C.  H.:  Bile  Pigments  in  Health  and  Disease, 
Springfield,  Illinois,  Chhrles  C Thomas,  1961. 

8.  Ducci,  H.:  Sobre  clasificacion  de  las  ictericias.  Rev. 
med.  Chile  74:  799  (Dec.)  1946. 

9.  Mandema,  E.,  de  Fraiture,  W.  H.,  Nieweg,  H.  O.,  and 

Arends,  A.:  Familial  chronic  idiopathic  jaundice  (Dubin- 

Sprinz  disease),  with  a note  on  Bromsulphalein  metabolism  in 
this  disease.  Am.  J.  Med.  28:  42  (Jan.)  1960. 

10.  Schiff,  L.,  Billing,  B.  H.,  and  Oikawa,  Y.:  Familial 
nonhemolytic  jaundice  with  conjugated  bilirubin  in  the  serum. 
A case  study,  New  England,  J.  Med.  260:  1315  (1959). 

11.  Sagild,  U.,  Dalgaard,  O.  Z.,  and  Tygstrip,  N.:  Con- 
stitutional hyperbilirubinemia  with  unconjugated  bilirubin 
in  the  serum  and  lipochrome-like  pigment  granules  in  the 
liver,  Ann.  Int.  Med.  56:  308  (Feb.)  1962. 

12.  Gibbons,  T.  B.:  Hyperphosphatasemia  in  patients 
without  jaundice  with  hepatobiliary  disease,  J.A.M.A.  164: 
22  (May  4)  1957. 

13.  Dock,  W.:  Personal  communication,  1963. 

14.  McNee,  J.  W.:  Jaundice;  a review  of  recent  work. 
Quart.  J.  Med.  16:  390  (July)  1923. 

15.  Rich,  A.  R.:  The  pathogenesis  of  the  forms  of  jaun- 
dice, Bull.  Johns  Hopkins  Hosp.  47:  338  (Dec.)  1930. 

16.  Dacie,  J.  V.:  TheHemolytic  Anemias,  Congenital  and 
Acquired,  London,  J,  and  A.  Churchill,  1954. 

17.  Foulk,  W.  T.,  et  al.:  Constitutional  hepatic  dysfunc- 
tion (Gilbert's  disease);  its  natural  history  and  related  syn- 
dromes, Medicine  38:  25  (Feb.)  1959. 

18.  Chosey,  J.  J.,  and  Beman,  F.  M.:  Constitutional 
hepatic  dysfunction,  Ann.  Int.  Med.  48:  202  (Jan.)  1958. 

19.  Arias,  I.  M.,  and  London,  I.  M.:  Bilirubin  glucuronide 
formation  in  vitro;  demonstration  of  a defect  in  Gilbert's 
disease.  Science  126:  563  (Sept.  20)  1957. 

20.  Carbone,  J.  V.,  and  Grodsky,  G.  M.:  Constitutional 

non-hemolytic  hyperbilirubinemia  in  the  rat:  defect  of 

bilirubin  conjugation,  Proc.  Soc.  Exper.  Biol.  & Med.  94:  461 
(Mar.)  1957. 

21.  Schmid,  R.:  Some  aspects  of  bile  pigment  metabo- 
lism, Clin.  Chem.  3:  394  (Aug.)  1957. 

22.  Schmid,  R.,  Axelrod,  J.,  Hammaker,  L.,  and  Rosen- 
thal, I.  M.:  Congenital  defects  in  bilirubin  metabolism,  J. 
Clin.  Invest.  36:  927  (Jime)  1957. 

23.  Zuelzer,  W.  W.,  and  Brown,  A.  K.:  Neonatal  jaun- 
dice. Areview,  A.M.A.J.  Dis.  Child.  101:  87  (Jan.)  1961, 

24.  Galambos,  J.  T.,  and  McLaren,  J.  R.:  Hepatic  up- 
take defect  in  patients  with  ‘‘Gilbert’s  disease,”  A.M.A. 
Arch.  Int.  Med.  Ill:  214  (Feb.)  1963. 

25.  Dubin,  I.  N.:  Chronic  idiopathic  jaundice;  a review 
of  50  cases.  Am.  J.  Med.  24:  268  (1958). 

26.  Rotor,  A.  B.,  Manahan,  L.,  and  Florentin,  A.: 
Familial  nonhemolytic  jaundice  with  direct  van  den  Bergh 
reaction,  Acta  med,  philippina  5:  37  (1948). 

27.  Dubin,  I.  N.:  Rotor’s  syndrome  and  chronic  idio- 
pathic jaundice,  A.M.A.  Arch.  Int.  Med.  110:  823  (Dec.) 
1962. 

28.  Sprinz,  H.,  and  Nelson,  R.  S.:  Persistent  non- 

hemolytic hyperbilirubinemia  associated  with  lipochrome- 
like  pigment  in  liver  cells;  report  of  four  cases,  Ann.  Int. 
Med.  41:  952  (Nov.)  1954. 

29.  Wolf,  R.  L.,  et  al.:  Chronic  idiopathic  jaundice.  A 
study  of  two  afflicted  families.  Am.  J.  Med.  28:  32  (Jan.) 
1960. 

30.  Bartholomew,  M.  D.,  Dearing,  W.  H.,  and  Baggen- 
stoss,  A.  H.:  Jaundice  associated  with  lipochrome  pigmenta- 
tion of  the  liver  (Dubin- Johnson  syndrome).  Gastroenterology 
33:  302  (Aug.)  1957. 

31.  Hoffbauer,  F.  W.,  Brauer,  R.  W.,  Popper,  H.,  and 

MacMahon,  H.  E.:  Symposium:  intrahepatic  cholestatic 

jaundice,  ibid.  34:  1020  (June)  1958. 

32.  Leevy,  C.  M.:  Intrahepatic  cholestasis.  Am.  J.  Surg. 
97:  132  (Feb.)  1959. 

33.  Hoffbauer,  F.  W.:  Clinical  aspects  of  jaundice 

resulting  from  intrahepatic  obstruction,  J.A.M.A.  169:  1453 
(Mar.  28)  1959. 

34.  Steigman,  F.,  and  Popper,  H.:  Intrahepatic  obstruc- 
tive jaundice,  Gastroenterology  1:  645  (July)  1943. 


35.  SummerskiU,  W.  H.,  and  Walshe,  J.  M.:  Benign 

recurrent  intrahepatic  “obstructive”  jaundice.  Lancet  2:  686 
(Oct.  31)  1959. 

36.  Gutman,  A.  B.:  Drug  reactions  characterized  by 

cholestasis  associated  with  intrahepatic  biliary  tract  obstruc- 
tion, Am.  J.  Med.  23:  841  (Dec.)  1957. 

37.  Popper,  H.,  and  Schaffner,  F.:  Drug-induced  hepatic 
injury,  Ann.  Int.  Med.  51:  1230  (Dec.)  1959. 

38.  Brick,  I.  B.,  and  Buckley,  S.  V.:  Prolonged  jaundice 
(over  three  months)  occurring  during  chlorpromazine  ad- 
ministration, Gastroenterology  33:  192  (Aug.)  1957. 

39.  Arias,  I.  M.,  and  Zamchek,  N.:  Recent  develop- 
ments in  the  understanding  of  chlorpromazine  jaundice. 
Am.  J.  Gastroent.  28:  371  (Oct.)  1957. 

40.  Waitzkin,  L.:  Hepatic  dysfunction  due  to  chlor- 

promazine hypersensitivity,  Ann.  Int.  Med.  49:  607  (Sept.) 

1958. 

41.  Zelman,  S.:  Liver  cell  necrosis  in  chlorpromazine 

jaundice  (allergic  cholangiolitis) , Am.  J.  Med.  27:  708  (Nov.) 

1959. 

42.  Kaplan,  A.  A.:  Jaundice  due  to  methyl  testosterone. 
Gastroenterology  31:  384  (1956). 

43.  Waitzkin,  L.,  and  MacMahon,  H.  E.:  Hepatic  injury 
found  during  chronic  chlorpromazine  therapy,  Ann.  Int. 
Med.  56:  220  (Feb.)  1962. 

44.  Watson,  C.  J.,  and  Hoffbauer,  F.  W.:  Problem  of 
prolonged  hepatitis  with  particular  reference  to  cholangiolitic 
type  and  to  development  of  cholangiolitic  cirrhosis  of  liver, 
ibid.  25:  195  (Aug.)  1946. 

45.  Lipschutz,  E.  W.,  and  Capson,  D.:  “Cholangiolitic 
hepatitis”  with  special  reference  to  its  physiopathologic 
concept,  diagnosis,  and  therapy,  ibid.  32:  1037  (Nov.)  1955. 

46.  Shaldon,  S.,  and  Sherlock,  S.:  Virus  hepatitis  with 
features  of  prolonged  bile  retention,  Brit.  M.  J.  2:  734 
(Sept.  28)  1957. 

47.  Gall,  E.  A.,  and  Braunstein,  H.:  Hepatitis  with 

manifestations  simulating  bile  duct  obstruction,  Am.  J.  Clin. 
Path.  25:  1113  (Oct.)  1955. 

48.  Overholt,  E.  L.,  and  Hardin,  E.  B.:  Cholangiolitic 
hepatitis,  A.M.A.  Arch.  Int.  Med.  103:  859  (June)  1959. 

49.  Dubin,  I.  N,,  Sullivan,  B.  H.,  Jr.,  LeGolvan,  P.  C., 
and  Murphy,  L.  C.:  The  cholestatic  form  of  viral  hepatitis. 
Experiences  with  viral  hepatitis  at  Brooke  Army  Hospital 
during  the  years  1951  to  1953,  Am.  J.  Med.  29:  55  (July) 

1960. 

50.  Ballard,  H.,  Bernstein,  M.  D.,  and  Farrar,  J.  T.: 
Fatty  liver  presenting  as  obstructive  jaundice,  ibid.  30: 
196  (Feb.)  1961. 

51.  Zieve,  L.:  Jaundice,  hyperlipemia,  and  hemolytic 

anemia:  a heretofore  unrecognized  syndrome  associated 

with  alcoholic  fatty  liver  and  cirrhosis,  Ann.  Int.  Med.  48: 
471  (Mar.)  1958. 

52.  MacMahon,  H.  E.:  Diagnostic  patterns  in  intra- 

hepatic cholestatic  jaundice.  Gastroenterology  34:  1033 
(June)  1958. 

53.  Rubin,  E.,  Schaffner,  F.,  and  Popper,  H.:  Localiza- 
tion of  the  basic  injury  in  primary  biliary  cirrhosis,  J.A.M.A. 
183:  331  (Feb.  2)  1963. 

54.  SummerskiU,  W.  H.  J.,  Clowdus,  B.  F.,  Bollman,  J.  L., 
and  Fleisher,  G.  A.:  Clinical  and  experimental  studies  on  the 
effect  of  corticotrophin  and  steroid  drugs  on  bilirubinemia, 
Am.  J.  M.  Sc.  241:  555  (May)  1961. 

55.  Goldgraber,  M.  B.,  and  Kirsner,  J.  B.:  Corticotrophin 
(ACTH)  and  adrenal  steroids  in  Uver  disease;  a critical 
review,  A.M.A.  Arch.  Int.  Med.  104:  469  (Sept.)  1959. 

56.  Chalmers,  T.  C.,  et  al.:  ACTH  test  in  the  differential 
diagnosis  of  jaundice,  Gastroenterology  30:  894  (June)  1956. 

57.  Katz,  R.,  Ducci,  H.,  and  Alessandri,  H.:  Influence  of 
cortisone  and  prednisolone  on  hyperbilirubinemia,  J.  Clin. 
Invest.  36:  1370  (Sept.)  1957. 

58.  Kaplan,  A.  A.,  Traitz,  J.  J.,  MitcheU,  S.  D.,  and 
Block,  A.  L.:  Percutaneous  transhepatic  cholangiography, 
Ann,  Int.  Med.  54:  856  (May)  1961. 

59.  Shaldon,  S.,  Barber,  K.  M.,  and  Young,  W,  B.: 
Percutaneous  transhepatic  cholangiography.  A modified 
technique,  Gastroenterology  42:  371  (Apr.)  1962. 

60.  HarviUe,  D.  D.,  and  SummerskiU,  W.  H.  J.:  Surgery 
in  acute  hepatitis,  J.A.M.A.  184:  257  (Apr.  27)  1963. 

61.  Strauss,  A.  A.,  et  al. : Liver  decompression  by  common 
"bile  duct  drainage  in  subacute  and  chronic  jaundice,  J.A.M.A. 
159:  739(Oct.  22)  1955. 


3254  New  York  State  Journal  of  Medicine  / November  15,  1963 


Health  Supervision 
of  Young  Children 
in  New  York  City 

NINA  BLEIBERG,  M.D.,  M.P.H. 

New  York  City 
HAROLD  JACOBZINER,  M.D.,  M.P.H. 

New  York  City 
ISABEL  MAHONEY,  R.N. 

New  York  City 

Chief,  Infant  and  Preschool  Division, 
City  of  New  York  Department  of  Health  (Dr.  Bleiberg); 

Assistant  Commissioner,  Maternal  and  Child  Health 
Services,  City  of  New  York  Department  of  Health  (Dr. 
Jacobziner);  Consultant  Public  Health  Nurse,  City  of 
New  York  Department  of  Health  (Miss  Mahoney) 


Several  years  ago  a well-known  pedia- 
trician inspired  an  editorial  which  was 
pubhshed  in  the  American  Journal  of  Public 
Health  and  was  entitled  “Shall  the  Well 
Child  Conference  Wither  Away?”^  As  a 
thoughtful  physician,  he  was  obviously  con- 
cerned with  the  spUt  in  pediatric  care,  the 
separation  of  the  preventive  aspect  as 
rendered  in  child  health  stations  from  the 
therapeutic  phase  provided  by  treatment 
agencies  such  as  clinics,  private  physicians, 
ar  hospitals. 

This  concern  is  shared  by  many 
a physician  caring  for  children.  Ideally,  one 
physician  should  be  responsible  for  the  total 
care  of  the  child.  He  should  know  the  family 
and  the  history  of  the  pregnancy,  labor,  and 
delivery.  He  should  observe  the  child’s 
growth  and  development  from  birth,  im- 
munize him  against  communicable  diseases, 
and  care  for  him  when  he  is  ill.  Famihes  who 
appreciate  this  type  of  care  and  are  fortu- 


nate enough  to  be  able  to  afford  it  will  seek 
and  probably  obtain  it. 

In  a community  of  contrast,  rapid  change, 
and  mammoth  size  like  New  York  City,  such 
ideals  are  not  easily  attained.  There  are 
families  who  simply  cannot  afford  medical 
care  for  their  children.  There  is  a steady 
stream  of  immigrants.  There  are  the  un- 
educated, the  fearful,  and  the  suspicious. 
The  need  for  free  and  easily  accessible 
preventive  care  is  therefore  obvious.  One 
could  argue  that  by  placing  child  health 
stations  in  hospitals  one  could  accomplish 
the  desired  integration  of  preventive  and 
curative  services.  A few  attempts  to  attain 
these  objectives  have  indeed  been  made  in 
some  areas  in  New  York  City,^  but  ex- 
pansion in  this  area  has  been  slow  for  a 
variety  of  reasons. 

Because  of  the  large  number  of  children 
requiring  health  supervision  and  because  of 
the  lack  of  sufficient  treatment  agencies  to 
assume  the  task  of  rendering  weU-chUd  care 
in  addition  to  their  other  duties,  it  is  reason- 
able to  predict  that  the  Child  Health  Con- 
ference in  its  present  form  will  be  with  us 
for  a long  time  to  come.  In  fact,  the  figures 
for  the  last  decade  clearly  show  a remark- 
able increase  in  the  utilization  of  the  child 
health  services  of  the  City  of  New  York 
Department  of  Health. 


Growth  of  service 

In  1952  there  were  74  child  health  stations 
in  the  metropolitan  area.  “Child  health 
station”  refers  to  a unit  operated  by  the 
City  of  New  York  Department  of  Health. 
The  Child  Health  Conference  at  that  time 
served  136,400  individual  children.  Of 
these,  some  59,000  were  infants  and  ap- 
proximately 93,400  were  preschoolers.*  In 
1962  the  number  of  facilities  had  increased 
to  82,  and  over  208,000  individual  children 
received  care  during  that  year.  This  rep- 
resents an  over-all  increase  of  almost  53 
per  cent.  The  number  of  infants  served  was 
approximately  81,700,  and  the  number  of 
preschoolers  was  over  150,000.  Thus  service 
to  infants  increased  by  over  38  per  cent, 
while  service  to  preschool  children  was 
augmented  by  almost  61  per  cent  (Fig.  1). 

* Infants  are  all  children  below  one  year  of  age;  pre- 
schoolers are  children  from  one  to  six  years  of  age.  The 
infants  who  entered  the  second  year  of  life  within  the  calendar 
year  were  counted  twice,  as  infants  and  as  preschoolers. 
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FIGURE  1.  Number  of  infants  and  preschool  chil- 
dren seen  by  physicians  in  the  New  York  City  De- 
partment of  Health  child  health  stations,  1952  to 
1962. 


Although  the  number  of  individual 
children  served  increased  during  the  past 
decade  by  over  53  per  cent,  total  visits  to 
child  health  stations  increased  by  only  38 
per  cent  (Fig.  2).  This  is  a matter  of  some 
concern,  for  it  indicates  wider  spacing  of 
visits,  fewer  visits  per  child,  and  con- 
sequently less  opportunity  for  sustained  and 
intensive  care  and  follow-up  for  the 
individual  child. 

Because  of  a larger  number  of  ward 
deliveries,  the  number  of  new  infants  per 
100  resident  live  births  admitted  to  the 
child  health  station  has  increased  from  25 
to  34  during  the  past  ten  years;  thus  while 
only  1 out  of  4 newborn  infants  came  to  the 
attention  of  the  Child  Health  Conference  in 
1952,  more  than  1 out  of  every  3 newborn 
infants  now  receives  bealtb  supervision  in  a 
child  health  station  (Fig.  3). 

Physical  facilities 

In  terms  of  location  and  layout,  physical 
facilities  vary  a great  deal.  Of  the  82  child 
health  stations,  30  are  located  in  low-cost 
housing  projects  and  26  in  health  centers. 
Two  facilities  (the  Metropolitan  and  Belle- 
vue Stations)  function  within  the  re- 
spective hospitals.  The  remaining  24  child 
health  stations  are  housed  in  buildings  owned 
by  the  City  or  in  rented  quarters.  The 
rented  quarters  are  the  least  attractive  and 
need  to  be  relocated.  The  present  trend  is 
to  place  child  health  stations  in  low-income 
housing  projects,  for  these  are  dwellings 
most  likely  to  be  occupied  by  young  families 
who  cannot  afford  private  care. 


FIGURE  2.  Total  visits  to  physicians  in  the  New 
York  City  Department  of  Health  child  health  sta- 
tions, 1952  to  1962. 
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FIGURE  3.  Number  of  newborn  infants  per  100 
resident  and  live  births  and  preschoolers  per  pre- 
school population  seen  by  physicians  in  the  New 
York  City  Department  of  Health  child  health  sta- 
tions, 1951  to  1962. 

Since  each  new  building  presents  its  own 
architectural  peculiarities,  it  is  impossible  to 
design  a so-called  “model  child  health 
station”;  however,  general  principles  must 
be  adhered  to  in  order  to  make  a facility 
functional  and  attractive.  The  plan  in 
Figure  4 encompasses  an  area  of  approxi- 
mately 2,000  square  feet  and  indicates  the 
basic  rooms  needed  in  a child  health  station 
plant.  This  particular  station  is  designed 
for  two  physicians  working  at  the  same  time 
and,  although  compact,  includes  enough 
space  for  the  smooth  flow  of  traffic.  It 
contains  a waiting  room  for  approximately 
30  people.  There  is  easy  access  from  this 
area  to  the  reception  area,  where  the  public 
health  assistant  takes  the  identifying  data 
on  admission.  A playroom  for  preschool 
children  and  toilet  facilities  for  mothers  and 
children  are  also  readily  accessible.  The 
large  area  in  the  middle  of  the  station  is  the 
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i undressing  and  dressing  space  equipped 
with  16  to  20  cubicles,  scales,  and  a table 
with  thermometer  trays  and  other  necessary 
, equipment. 

On  a first  visit,  the  mother  goes  first  to 
i the  public  health  nurse,  who  takes  the 
I initial  history  of  the  family  and  the  child. 
I After  the  baby  is  undressed  and  weighed, 
mother  and  child  wait  in  the  anteroom, 
! which  has  a seating  capacity  of  ap- 
proximately 8 to  12.  When  the  physician  is 
I ready  for  his  patient,  he  invites  the  mother 
into  the  examining  room.  After  he  has 
finished  his  examination  and  conference, 
mother  and  child  return  to  the  dressing  area. 
According  to  need,  the  mother  returns  to 
the  nurse  for  conference  or  proceeds  directly 
to  the  public  health  assistant,  who  then 
gives  her  a return  appointment.  This, 
briefly,  describes  the  utilization  of  the  space 
and  the  flow  of  traffic. 


! Staff  utilization 

Recruitment  of  physicians  and,  par- 
j ticularly,  of  nurses  is  very  difficult.  In  fact, 

I 


in  recent  years  there  has  been  a considerable 
decline  in  nurse  hours  per  physician  session. 
Shortage  of  nursing  time  has  prompted  the 
Bureau  of  Public  Health  Nursing  in  the 
City  of  New  York  Department  of  Health  to 
create  the  position  of  public  health  assistant 
and  to  make  more  ancillary  staff  hours 
available  to  child  health  stations.^  This 
measure  has  freed  the  public  health  nurse 
from  nonprofessional  activities  so  that  her 
time  can  be  spent  in  nursing  functions, 
particularly  in  conferences  with  mothers. 
These  changes  have  made  it  necessary  to 
reorient  the  medical  staff. 

Public  health  nurses  are  encouraged  to 
have  conferences  with  mothers  on  a selective 
basis.  Referral  to  the  public  health  nurse  is 
made  by  the  physician  who  examines  the 
child  and  who  determines  whether  or  not  a 
mother  needs  more  time  with  a professional 
person.  All  first  visits  to  the  Child  Health 
Conference  and  aU  patients  in  need  of  a re- 
ferral either  to  a treatment  or  a community 
agency  as  well  as  those  with  special  problems 
are  referred  to  the  public  health  nurse.  On 
the  other  hand,  when  a physician  feels  that 
the  mother  manages  well  and  that  there 
are  no  special  problems,  he  refers  such  a 
mother  to  the  public  health  assistant,  who 
then  gives  her  a return  appointment.  This 
system  has  helped  the  department  cope 
with  the  increasing  case  load  in  spite  of 
the  acute  nursing  shortage. 

As  previously  described, quality  of  medi- 
cal cetre  is  maintained  through  careful 
selection  of  medical  staff,  indoctrination  of 
new  applicants,  and  regular  supervision  of 
medical  services  by  a group  of  well-qualified 
pediatricians.  In  1959  there  were  eight 
supervising  physicians  on  the  panel  of  the 
infant  and  preschool  division.  Although  the 
number  of  sessions  has  increased  since  then, 
the  division  has  been  unable  to  obtain 
additional  supervisory  sessions  because  of 
budgetary  limitations.  The  responsibility 
of  each  supervisor  in  terms  of  geographic 
area  and  session  load  has  therefore  increased. 


Program  content 

Immunization.  There  has  been  no  change 
in  recent  years  in  the  administration  of 
diphtheria,  tetanus,  and  pertussis  immuniza- 
tion. Vaccination  against  smallpox  is  done 
twice  during  the  infancy  and  preschool 
period;  first  at  about  four  and  one-half 
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months  and  the  second  time,  before  entrance 
to  school. 

With  the  availability  of  Sabin  vaccine  in 
New  York  City,  child  health  conferences 
began  to  administer  oral  antipoliomyelitis 
vaccine  in  May,  1962.  Because  of  the  ease 
with  which  this  vaccine  can  be  administered, 
it  lends  itself  readily  to  use  in  child  health 
stations.  The  sequence  followed  is  to 
administer  type  I,  III,  and  II  at  intervals  of 
six  weeks.  Boosters  are  administered  six 
months  after  completion  of  the  primary 
series. 

Recent  licensing  of  measles  vaccine  by  the 
U.S.  Pubhc  Health  Service  has  made  it 
possible  to  protect  young  children  against 
another  treacherous  disease,  and  this  vaccine 
wUl  undoubtedly  soon  be  incorporated  into 
the  immunization  schedule. 

Feeding  and  nutrition 

Not  so  long  ago  pediatricians  spent  many 
hours  computing  calories  and  adjusting 
diets  for  infants.  Nurses  spent  an  equal 
amount  of  time  on  the  teaching  of  formula- 
making and  proper  sterilization  technics. 
Today  one  can  notice  a general  casualness 
about  infant  feeding.  The  two-  or  three- 
week-old  infant  coming  to  the  child  health 
station  for  the  first  time  may  already  be  on 
whole  milk  and  some  kind  of  sohd  food.  A 
three-month-old  infant  who  has  already 
doubled  his  birth  weight  is  also  frequently 
seen. 

In  spite  of  this  obsession  with  size  and 
weight  gain,  nutrition  is  often  faulty  and 
needs  to  be  corrected.  This  is  borne  out  by 
the  presence  of  iron-deficiency  anemia  and 
poor  muscle  tone  in  a number  of  young 
children.  There  can  be  no  question  but  that 
the  art  of  proper  feeding,  with  due  emphasis 
on  sterilization  technics,  needs  to  be  revived. 
Much  is  being  done  in  child  health  stations 
to  give  a child  a good  start  and  to  adjust  the 
feeding  regimen  wherever  necessary.  This 
can  only  be  achieved  with  proper  under- 
standing of  the  cultural  and  emotional 
factors  in  the  family  situation. 

Mental  health 

The  efforts  of  the  City  of  New  York, 
Department  of  Health  to  promote  mental 
health,  particularly  in  child  health  stations, 
have  been  described  in  many  publications'^  ® 


and  are  in  some  respects  unique.  Although 
valuable  interviewing  technics  have  been 
developed  and  taught  to  physicians  and 
nurses,  in  many  instances  the  pressure  of 
work  loads  precludes  the  effective  and  : 
meaningful  implementation  of  these 
principles.  Nevertheless,  many  physicians  j 
and  nurses  have  learned  to  recognize  the  one 
mother  most  in  need  of  assistance  out  of  a * 
total  patient  load.  In  this  way  they  make  | 
good  use  of  their  mental  health  training,  hut 
even  greater  use  could  be  made  if  session  * 
loads  were  hghtened.  ? 

j 

Spotting  the  neglected  child  |, 

Recently,  there  has  been  renewed  interest  I 
in  the  abused,  neglected,  and  abandoned  I 
child.  Actually,  the  problem  of  the  un-  I 
wanted  and  maltreated  child  has  been  | 
present  through  the  ages.  From  child  I 
sacrifice^  through  the  abandonment  of 
children  at  church  doors  and  the  merciless  \ 
use  of  minors  in  cotton  mills,  the  tragic 
thread  continues  to  the  “battered  child 
syndrome”  of  the  present  day. 

Although  the  severely  injured  child  is 
more  likely  to  be  encountered  in  hospitals, 
less  evident  neglect  of  children  does  come  to 
the  attention  of  the  Child  Health  Conference 
and  calls  for  action.  In  many  instances 
home  visits  by  public  health  nurses  are 
helpful  in  discovering  the  causes  of  such 
abuse.  When  necessary,  referrals  to  ap- 
propriate agencies  are  made. 

Testing  for  phenylketonuria 

Among  the  conditions  caused  by  inborn 
errors  of  metabolism,  phenylketonuric 
oligophrenia  is  of  particxilar  interest  to  the 
pediatrician,  since  early  detection  and 
proper  diet  can  prevent  serious  retardation. 
Although  the  syndrome  is  rare,  its  mani- 
festations are  of  such  dire  consequence  that 
an  ongoing  screening  program  is  justified. 
This  is  being  conducted  in  aU  child  health 
stations.  The  urine  ferric  chloride  test  has 
been  used  since  1958.  This  is  a simple 
colorimetric  test  routinely  carried  out  by  the 
public  health  assistant  on  the  baby’s  very 
first  visit  to  the  child  health  conference. 

Detection  of  ill  health 

Although  the  Child  Health  Conference  is 
primarily  designed  to  care  for  well  children. 
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a large  number  of  infants  and  preschoolers 
who  suffer  from  acute  or  even  chronic 
illness  are  nevertheless  seen.*  Prompt  re- 
ferral to  a treatment  agency  and  intensive 
I foUow-up  are  of  the  utmost  importance. 
Since  parents  are  often  unaware  that  a child 
is  ill,  accurate  physical  examination,  a con- 
: ference  with  the  parent,  and  close  coopera- 
tion with  a neighborhood  hospital  are  helpful 
in  bringing  appropriate  care  to  such  children. 
1 Adverse  health  conditions  detected  on  a 
routine  examination  range  from  the  common 
cold  to  tumors  and  other  serious  illnesses. 
The  child  health  station  physician  needs  to 
I be  an  astute,  observing,  and  conscientious 
clinician. 

I Handicapping  conditions 

Early  detection  of  handicapping  con- 
ditions and  prompt  referral  to  approved 
treatment  facilities  continue  to  be  important 
I functions  of  services  provided  in  child 
I health  stations.  Thus  another  opportunity 
presents  itself  for  counseling  of  parents. 
I The  Child  Health  Conference  cooperates 
I closely  with  the  Bureau  for  Handicapped 
Children,  its  State  aid  and  consultation 
' program,  and  is  in  a key  position  to  make 
appropriate  referrals  and  to  insist  on 
I adequate  follow-up.  In  some  areas  in  New 
' York  City,  an  excellent  liaison  has  been 
established  between  child  health  stations 
and  specialty  services  of  approved  hospitals. 
; A good  example  is  the  orthopedic  consulta- 
tion service  at  The  Mount  Sinai  Hospital, 
which  is  used  to  great  advantage  by  child 
health  stations  in  the  East  Harlem  area. 
Similar  services  are  provided  by  other 
teaching  hospitals.  Because  of  the  large 
number  of  children  seen  in  child  health 
I stations,  a variety  of  defects,  ranging  from 
minor  anomalies  to  serious  congenital  de- 
fects, come  to  the  attention  of  the  child 
health  station  physician. 

Vision  screening  with  the  aid  of  the  SneUen 
E chart  has  now  been  extended  to  about  10 
child  health  stations.  During  1962  over 
1,000  children  three  to  five  years  of  age  were 
so  tested.  Of  these,  48  were  referred  to  an 
ophthalmologist  for  further  evaluation.  In 
26  instances,  referral  forms  were  returned  to 
the  respective  child  health  station  and 
verified  abnormal  visual  findings.  The 
infant  and  preschool  division  is  very  eager  to 
intensify  and  to  expand  this  program. 


However,  lack  of  sufficient  ancillary  per- 
sonnel is  a major  road  block. 

The  aspects  of  the  Child  Health  Con- 
ference that  have  been  described  are  covered 
in  teaching  sessions  for  medical  students 
which  are  organized  in  cooperation  with 
several  medical  schools.  * 

Immediate  needs 

PLANNING  FOR  FURTHER  GROWTH  AND 
MORE  SUSTAINED  SERVICE.  Some  areas  in 
New  York  City,  like  Brownsville,  Bedford, 
Fort  Greene,  Mott  Haven,  and  Morrisania, 
have  experienced  a heavy  influx  of  low  in- 
come groups.  New,  large  housing  develop- 
ments are  being  built,  and  there  is  great 
need  for  additional  stations  and  additional 
personnel. 

Furthermore,  our  figures  indicate  too 
great  a number  of  drop-outs  from  the  Child 
Health  Conference  during  the  second,  third, 
and  fourth  years  of  life.  This  is  probably 
due  to  a variety  of  factors,  but  one  is  the  lack 
of  personnel  for  a more  intensive  follow-up 
through  home  visits  and  communication 
between  child  health  stations,  families,  and 
other  community  agencies.  Such  strength- 
ening is  sorely  needed  and  depends  on  the 
availability  of  a competent  and  dedicated 
staff. 

Enlightened  staff  policies.  Although 
part-time  child  health  station  physicians 
have  recently  received  a fair  increase  in 
compensation  for  their  services,  this  step 
has  not  essentially  altered  the  shortage  of 
physicians.  Research  and  superspecializa- 
tion have  far  more  glamour  today  than  ever 
before  and  seem  to  attract  the  best  medical 
talent.  The  Child  Health  Conference,  with 
its  emphasis  on  service,  finds  it  extremely 
difficult  to  compete  with  opportunities  in 
hospitals  and  private  practice.  Although 
child  health  stations  give  preference  to 
pediatricians,  there  is  no  differential  in  pay 
for  the  board-qualified  pediatrician.  Another 
inequity  is  the  complete  disregard  for  years 
of  devoted  service. 

A BROADER  POINT  OF  VIEW.  Although  the 
accepted  definition  of  health  includes  social 
and  emotional  as  weU  as  physical  and  mental 
factors,  not  enough  of  this  concept  has  reaUy 
filtered  into  the  day-by-day  operation  of 
health  services.  Since  a large  number  of 
adolescent,  immigrant,  and  unmarried 
mothers attend  child  health  stations,  there 
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is  great  need  for  a more  thorough  assessment 
of  the  socioeconomic  and  cultural  setting  in 
which  the  child  is  reared. 

Refocusing  on  child  health.  There 
are  signs  that  the  vision  of  today’s  pubhc 
health  worker  is  beginning  to  be  dimmed  to 
ever-increasing  needs  of  young  children 
because  of  the  increase  in  the  degenerative 
diseases  of  middle  and  old  age.  The  Child 
Health  Conference  is  in  danger  of  being 
relegated  to  a secondary  place  in  the  scheme 
of  health  programs.  This  is  a good  time  to 
remember  that  it  was  the  prevention  of 
childhood  diseases  which  has  made  it  possible 
to  enjoy  a longer  span  of  life.  No  matter 
how  pressing  the  problems  of  old  age,  at  no 
time  can  a community  afford  to  diminish  its 
attention  to  the  care  of  the  very  young.  A 
large  share  of  this  concern  must  find  expres- 
sion in  the  best  possible  methods  of  pre- 
ventive care,  for  it  is  this  least  dramatic 
aspect  of  medicine  which  will  probably 
contribute  most  to  the  health  and  weU-being 
of  tomorrow’s  society. 

Summary 

The  Child  Health  Conference  in  New  York 
City  has  appreciably  expanded  both  quanti- 


tatively and  quahtatively  in  the  past 
decade.  However,  the  growth  of  combined 
preventive  and  curative  services  has  been 
slow.  A weU-trained  staff  is  essential  to 
provide  a high  quahty  of  care.  The  program 
content  needs  consistent  modification  to 
qeep  abreast  of  the  most  recent  advances  in 
pediatrics  and  pubhc  health. 
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In  150  PATIENTS  with  inflammatory  urologic 
disorders,  oxyphenbutazone  (Tandearil),  the 
parahydroxy  analogue  of  phenylbutazone,  was 
given,  in  an  initial  dose  of  400  mg.,  followed 
by  400  mg.  a day  for  seven  to  ten  days. 
Significant  relief  of  pain  was  noted  in  most 
cases,  and  melena  in  1 case  was  the  only  seri- 
ous complication. 


Use  of  Oxyphenbutazone 
in  Urologic  Disorders 

1 

STUART  R.  SILVER,  M.D. 

New  York  City 
AHMAD  AKBARI,  M.D. 
i New  York  City 

I JOHN  W.  DRAPER,  M.D. 

New  York  City 

From  the  Department  of  Urology 
Second  (Cornell)  Division,  Bellevue  Hospital 

i 

j A METABOLITE  OF  PHENYLBUTAZONE  (Buta- 
zolidin),  (3,  5-dioxo-l,  2-diphenyl-4-n-butyl- 
pyrazolidine),  chemically  named  oxyphen- 
1 butazone  (Tandearil),*  (l-phenyl-2-(p-hy- 
, droxyphenyl)-3,  5-dioxo-4-n-butylpyrazoli- 
dine-monohydrate),  has  provided  marked 
relief  of  pain  in  patients  with  acute  inflam- 
j matory  conditions.  In  the  present  study 
i of  150  urologic  patients  manifesting  a variety 
I of  disorders  we  have  observed  satisfactory 
■ relief  of  pain  (as  in  epididymitis)  or  dis- 
comfort (as  in  postcatheter  urethritis)  when- 
ever oxyphenbutazone  has  been  employed 
with  an  initial  large  “loading  dose”  and 
appropriate  maintenance  dosage. 

The  side-reactions  associated  with  phenyl- 
butazone have  been  infrequent.  In  our 
experience  gastrointestinal  irritation,  as 
manifested  by  vomiting,  melena,  or  hema- 
temesis  has  been  encountered  infrequently 
; with  oxyphenbutazone  (Table  I). 

VI 

f * Geigy  Pharmaceuticals,  Ardsley,  New  York. 

< 


Methods  and  materials 

The  parent  drug,  phenylbutazone,  is  a 
pyrazohdine,  much  like  the  aminopyrine 
compounds,  which  exhibits  anti-inflamma- 
tory, uricosuric,  and  sodium-retaining  activ- 
ity in  the  body.  Their  clinical  effects  were 
first  described  by  Currie  in  1951.®  With 
their  obvious  usefulness  for  gout,  rheumatoid 
arthritis,  spondylitis,  and  other  arthritides, 
they  were  used  widely  in  the  1950’s,  and 
clinical  reports  accumulated  rapidly.  Phen- 
ylbutazone clearly  afforded  considerable 
relief  of  pain  with  improved  function,  but 
the  side-reactions  of  gastric  mucosal  irrita- 
tion and  agranulocytosis  occurred  often 
enough  to  warrant  caution.  Some  workers 
tried  to  retain  its  benefits  and  reduce  the 
possibility  of  side-effects  by  using  smaller 
doses.®-’  Stein  and  Rose®  extended  the  use 
of  phenylbutazone  to  thrombophlebitis,  and 
Archambault  and  Archambault®  reported 
very  satisfactory  relief  of  swelling  and  pain 
in  400  patients  with  various  hemorrhoidal 
disorders. 

Although  efforts  to  define  the  exact  mech- 
anism of  the  action  of  phenylbutazone  have 
been  unsuccessful,  Brodie  et  during  the 
course  of  metabolism  studies,  isolated  two 
metabolites  from  the  urine  of  patients  who 
had  been  receiving  the  drug.  These  metab- 
olites were  labeled  metabolite  I (G-27202) 
and  metabolite  II  (G-28231).  Simultane- 
ously, Pfister  and  Hafliger”  in  Basle  syn- 
thesized metabolite  I. 

The  initial  pharmacologic  studies  by  Yii 
et  al.^^  showed  that  most  of  the  anti-inflam- 
matory and  salt-retaining  effects  of  the 
parent  compoimd  reside  in  metabolite  I, 
designated  generally  as  oxyphenbutazone, 
while  the  uricosuric  activity  is  attribut- 
able largely  to  metabolite  II  (G-28231). 
Yii  etal.^^  demonstrated  that  the  absorption 
of  oxyphenbutazone  in  the  upper  gastro- 
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TABLE  I.  Summary  of  side-effects  in  patients  treated  with  oxyphenbutazone* 


Operative  Procedure  or 
Inflammatory  Disorder 

Age 

(Years) 

Response 
to  Paint 

Days  on 
Drug 

Side-Effect 

Orchiectomy 

57 

E 

5 

Rash — previously  experi- 
enced with  penicillin. 

Orchiectomy 

83 

P 

1 

Rash*— history  of  sensiti- 
zation to  different  drugs. 

Epididymitis 

62 

E 

5 

Gastritis — long-standing 
epigastric  burning  and 
regurgitation.  Always 
takes  aluminum  gel  for 
relief. 

Epididymitis 

41 

P 

2 

Vomiting* 

Epididymitis 

79 

E 

3 

Nausea* 

Prostatectomy  * * 

69 

F 

4 

Melena  and  hematemesis** 

Prostatectomy 

65 

E 

5 

Headache 

Excision  of  renal  cyst 

74 

G 

Diminished  hearing — hearing 
status  could  not  be 
established  preoperatively. 

* In  8 cases  with  side-efiects  medication  was  discontinued  in  4. 
t E = excellent;  G = good;  F = fair;  P = poor; 

*+  We  have  also  seen  2 private  patients  with  severe  melena  following  treatment  of  acute  epididymitis. 


intestinal  tract  is  so  rapid  and  complete  that 
plasma  levels  are  equal  at  four  and  at 
twenty-four  hours  whether  or  not  the  drug  is 
given  oraUy  or  intravenously.  Further- 
more, with  a biologic  half  hfe  of  seventy -two 
hours  in  the  plasma,  it  produces  a prolonged 
effect.  Since  approximately  20  per  cent  of 
the  oxyphenbutazone  is  metabolized  and 
excreted  daily,  it  achieves  a meiximal  plasma 
level  on  the  recommended  maintenance 
dosage  on  the  third  day.  We  administer  a 
“loading  dose”  of  400  mg.  to  obtain  a prompt 
pharmacologic  effect.  For  clinical  use  the 
drug  is  available  only  in  a tablet  form  for 
oral  dosage,  but  its  long  duration  of  action 
over  a one-  to  two-day  period  provides  effec- 
tive activity  when  abdominal  surgery  with 
subsequent  ileus  prohibits  postoperative  oral 
feeding  for  the  first  forty -eight  hours. 

Oxyphenbutazone  has  often  been  regarded 
as  an  analgesic,  since  its  most  dramatic 
effect  is  the  relief  of  pain.  Its  mode  of 
action  is  not  known.  It  is  believed  to  be  a 
result  of  the  inhibition  of  fluid  accumulation 
at  the  local  inflammatory  site.  In  animal 
experiments  using  the  granuloma  pouch 
technic  of  Selye'^  and  in  other  tests  with 
formalin-  or  serotonin-induced  edema,  mini- 
mal inflammatory  sweUing  was  observed  in 
the  oxyphenbutazone-treated  animals  com- 
pared with  the  untreated  controls.  * These 
investigations  suggest  that  inhibition  of  the 
local  edema  results  in  less  tissue  distention 
and  therefore  less  stimulation  of  individual 


pain  receptors.  Unfortunately,  reduction  in 
sweUing  cannot  be  substantiated  in  clinical 
epididymitis  or  prostatitis  by  palpation  or 
observation,  even  though  the  patient  is 
relieved  of  pain.  In  1959  Hart  and  Burley, 
reporting  on  certain  arthritides,  also  noted 
no  measurable  diminution  of  swollen  joints 
and  tissues  to  substantiate  this  explanation 
for  the  rehef  of  pain. 

This  study  is  based  on  our  observation  of 
the  results  of  treatment  of  150  patients  with 
various  urologic  disorders  on  the  Cornell 
Division  at  Bellevue  Hospital.  Table  II 
illustrates  the  results  obtained  in  the  treat- 
ment of  these  patients.  In  this  group  we 
were  attempting  to  evaluate  only  the  relief 
of  pain  following  medication  with  oxyphen- 
butazone. 

An  initial  oral  “loading  dose”  of  400  mg. 
was  given.  In  our  experience  a smaller 
initial  dose  was  associated  with  delayed  or 
inadequate  relief  of  pain.  Maintenance  dos- 
age was  400  mg.  daily  in  four  divided  doses. 
Because  of  the  cumulative  and  prolonged 
effect  of  the  drug,  night-time  dosage  could 
be  omitted  completely.  In  the  pathologic 
processes  observed  in  this  study  seven  to  ten 
days  of  therapy  proved  adequate,  and  longer 
treatment  was  not  carried  out.  We  have 
no  experience  with  long-term  therapy. 

Since  oxyphenbutazone  is  not  presumed 
to  have  any  antibacterial  activity,  patients 
must  be  treated  with  antibiotics  and  other 
therapeutic  measures,  as  usual,  when  the 
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TABLE  II.  Results  obtained  in  patients  treated 
with  oxyphenbutazone* 


Operative 

Procedure 

Excel- 

lent 

Good 

Fair 

Poor 

Acute 

epididymitis 

18 

9 

5 

3 

Cystitis 

0 

3 

0 

0 

Prostatitis 

3 

2 

0 

0 

Urethritis 

1 

0 

1 

0 

Orchitis 

1 

0 

0 

0 

Scrotal  burns 

0 

1 

0 

0 

Transurethral 

pros- 

tatectomy 

42 

6 

4 

0 

Suprapubic 

pros- 

tatectomy 

2 

2 

1 

1 

Retropubic 

pros- 

tatectomy 

2 

0 

0 

0 

Simple  perineal 
pros- 

2 

0 

0 

0 

tatectomy 
Total  perineal 
pros- 
tatectomy 

1 

0 

1 

0 

Perineal  needle 
biopsy 

5 

0 

0 

0 

Orchiopexy 

1 

0 

0 

0 

Vari- 

cocelectomy 

1 

0 

0 

0 

Hydro- 

celectomy 

2 

0 

0 

0 

Amputation  of 
penis,  radical 
lymph  node 
dissection 

0 

0 

0 

1 

Urethrostomy 

2 

0 

0 

0 

Circumcision 

2 

1 

0 

0 

Bilateral 

orchiectomy 

2 

5 

0 

0 

Meatotomy 

1 

0 

0 

0 

Suprapubic 

cystostomy 

5 

0 

0 

0 

Cystohthotomy 

0 

1 

0 

0 

Incision  and 
drainage  of 
abcess  of 
perineum 

2 

1 

0 

0 

Uretero- 

hthotomy 

0 

0 

1 

0 

Excision  of 
renal  cyst 

0 

1 

1 

0 

Bladder  neck 
suspension 

0 

1 

0 

0 

Pyelolithotomy 

0 

0 

1 

0 

Nephrostomy 

1 

0 

0 

0 

Hernia 

1 

0 

0 

0 

Totals  97(64%)  33(22%)  15(10%)  5(5%) 

* Excellent — complete  relief  of  pain  within  four  to  six 
hours  and  no  recurrence  at  any  time;  good — marked  relief  of 
pain  within  four  to  six  hours  and  complete  relief  at  twelve  to 
eighteen  hours;  fair — some  relief  of  pain  within  twelve  hours; 
and  poor — no  relief  of  pain. 


source  of  the  inflammatory  condition  is 
bacterial. 

Summary 

Oxyphenbutazone  (Tandearil),  the  para- 
hydroxy  analogue  of  phenylbutazone,  is  a 
new  oral  therapeutic  agent.  It  causes  re- 
markable relief  of  pain,  especially  in  acute 
epididymitis.  In  this  study  oxyphenbuta- 
zone was  administered  to  150  patients  with 
various  urologic  disorders  of  an  inflammatory 
nature.  A dose  of  400  mg.  was  given  as  an 
initial  dose,  and  this  was  followed  by  400 
mg.  a day.  A very  significant  degree  of 
relief  of  pain  was  noted  in  most  of  these 
patients.  A careful  history  should  be  taken 
to  exclude  ulcer,  since  melena  has  been  our 
only  serious  complication. 
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Stapes  surgery  has  probably  done  more  to 
rehabiUtate  a large  mass  of  the  handicapped 
in  a shorter  period  of  time  than  any  other 
surgical  procedure  developed.  In  these  last 
five  years  more  people  with  deafness  due 
to  otosclerosis  have  regained  hearing  than  in 
all  the  history  of  otologic  surgery.  Little  did 
Rosen  ^ realize  in  1953  what  joyous  repercus- 
sions his  work  would  have.  It  can  be  esti- 
mated that  over  100,000  people  have  been 
brought  back  to  the  world  of  hearing  with 
the  advances  that  have  been  made  since  the 
early  mobilization  of  the  stapes  technic. 

There  are  now  two  schools  of  approach  to 
surgery  for  otosclerosis.  The  majority 
routinely  performs  stapedectomy,  while  the 
more  conservative  group  does  so  in  approxi- 
mately one  half  of  their  cases.  Regardless  of 
the  method  used,  because  of  the  natme  of  this 
microsurgery  it  is  apparent  that  various  com- 
plications and  the  risk  of  cochlea  damage  can 
never  be  eliminated.  Improvement  in  tech- 
nics and  surgical  judgment  wiU  minimize 
complications.  Stapedectomy  is  a definitive 
procedure,^  but  there  is  only  a slim  margin 

Presented  at  the  157th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Otolaryngology,  May  13,  1963. 


for  errors  in  technic  dividing  patients  whose 
hearing  will  improve  and  those  whose  hear- 
ing will  worsen,  with  a resulting  nonfunc- 
tional ear.  It  is  important  for  a surgeon 
operating  on  the  stapes  to  realize  that  it  is 
impossible  to  push  every  case  to  a happy 
conclusion. 

With  this  realistic  approach  we  should  be 
able  to  reduce  the  number  of  complications 
resulting  from  this  delicate  sirrgery.  You 
wiU  surely  agree  that  it  is  far  better  not  to 
take  undue  risk  to  improve  the  level  of  hear- 
ing when  there  possibly  could  be  further 
serious  loss.  The  primary  complications  we 
are  concerned  with  are  so-called  “dead  ears,” 
for  aU  others  are  secondary  and  wiU  generally 
resolve  by  themselves.  It  is  my  purpose  here 
to  suggest  ideas  that  may  be  helpful  in  re- 
ducing such  complications. 

At  the  present  time  results  indicate  that  in 
8 per  cent  of  patients  the  hearing  will  not 
be  improved  clinically  following  surgery,  and 
in  approximately  0.5  per  cent  of  patients  a 
nonfunctioning  ear  will  be  the  end  result. 
It  is  one  thing  when  the  operation  results  in 
a dead  ear  if  a useful  hearing-aid  ear  remains 
on  the  other  side.  It  is  another  and  a very 
disastrous  situation  when  this  happens  to  the 
only  usable  ear.  Therefore,  stapes  sm-gery, 
except  in  its  most  conservative  phase,  should 
never  be  advised  for  the  patient  with  only 
one  operable  ear.  In  aU  but  unusual  situa- 
tions surgery  should  not  be  advised  for  these 
cases.  A stapedectomy  should  not  be  done 
on  the  second  ear  for  at  least  nine  months. 
After  this  time  the  incidence  of  secondary 
complications  are  few.  A surgeon  should  not 
perform  a stapedectomy  without  the  secure 
knowledge  that  the  ear  not  undergoing 
operation  is  at  least  a hearing-aid  ear. 

The  first  step  in  the  proper  direction  is  the 
absolute  control  of  the  operating  micro- 
scope. The  surgeon  who  is  not  comfortable 
in  the  use  of  this  instrument  should  not  per- 
form this  operation.  Generally,  the  surgical 
field  and  the  tips  of  the  instruments  should 
be  visualized  at  aU  times.  The  surgeon 
should  never  work  under  blood  in  the  oval 
window.  When  there  is  unusual  bleeding, 
patience  in  its  control  before  proceeding  is 
essential. 

Surgery  of  footplates 

Patients  with  thin  footplates  have  not 
been  exposed  to  greater  risk  with  stape- 
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FIGURE  1.  Details  of  stapedectomy  procedure. 
(A)  Piston  fits  loosely  through  hole  in  footplate 
and  extends  beneath  it.  (B)  Prosthesis  on  the 
footplate  of  proper  length  does  not  touch  the  in- 
cudostapedial  capsule.  (C)  Lower  end  of  short 
prosthesis,  when  locked  to  capsule,  is  above  the 
footplate,  and  lower  area  fills  with  fibrous  tissue. 
(D)  Prosthesis  cut  too  long  penetrates  oval  window 
membrane. 


dectomy  than  with  other  so-called  more  con- 
servative technics.  However,  patients  with 
heavy  footplates  infiltrated  throughout  with 
otosclerosis  are  prone  to  have  complications. 
Heavy  footplates  are  divided  in  two  groups: 
those  with  delineated  margins  and  those  with 
obliterated  margins.  Improvement  in  each 
type  depends  on  the  use  of  the  drill.  Used 


To  PREVENT  COMPLICATIONS  in  stopes 
surgery,  absolute  control  of  the  opening  micro- 
scope is  essential.  In  patients  with  heavy 
footplates,  careful  drilling  is  necessary.  In 
true  obliterative  otosclerosis  cases,  a new 
technic  consisting  of  a Teflon  piston  is  being 
used.  Labyrinthine  trauma,  sometimes 
caused  by  the  Gelfoam  tube  technic,  may  be 
avoided  by  the  use  of  a short,  small-sized  tube 
and  Gelfoam  soaked  with  blood.  Other  com- 
plications which  may  need  attention  or  may 
be  avoided  include  pieces  of  footplate,  broken 
or  eroded  incus,  labyrinthine  complications 
produced  by  abuse  of  suction,  and  facial 
nerve  injury. 


excessively,  the  drill  can  be  traumatic  to  the 
labyrinth.  A good  rule  to  follow  is  that  the 
less  drilling,  the  better.  With  systematic 
work  the  delineated  footplate  can  be  re- 
moved by  drilling  on  its  posterior  prom- 
ontory edge,  creating  a pothole  exposure. 
Whether  or  not  the  plate  must  then  be  cut  in 
half  will  depend  on  the  degree  of  the  oto- 
sclerotic  involvement  and  the  ability  to  ex- 
tract it  in  one  piece  with  the  pothole  hook. 
Delineated  footplates  as  a rule  do  not  create 
a problem. 

The  record  of  the  obliterated  cases  is  dif- 
ferent. Although  severely  obliterative  oto- 
sclerotic  changes  are  rare,  seen  only  in  2 
cases  per  100,  dead  ears  after  total  stape- 
dectomy in  these  cases  have  been  the  result 
in  1 in  4.  Certainly,  this  is  too  great  a risk  to 
warrant  surgery  in  these  cases.  The  amount 
of  drilling  required  to  open  the  oval  window 
in  these  ears  is  often  beyond  the  level  that 
the  underlying  labyrinth  can  safely  tolerate, 
and  up  to  fifteen  months  ago  all  these  cases 
were  discontinued  and  closed  when  oblitera- 
tive changes  were  observed.  Revision  of 
those  cases  that  were  initially  successful  but 
then  had  bony  closure  proved  to  have  even  a 
greater  risk. 

Use  of  Teflon  piston 

Last  year  Shea’  introduced  the  Teflon 
piston.  Goldman,  Nalebuff,  and  Druss**  had 
shown  Teflon  to  be  resistant  to  the  binding 
effects  of  fibrous  tissue.  The  idea  was  to  in- 
sert a piston  through  a driUed-out  area  of 
footplate,  so  that  its  lower  end  would  pro- 
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trude  into  the  vestibule  below  the  level  of  the 
involved  footplate.  As  it  was  first  proposed, 
only  an  opening  through  the  footplate  the 
diameter  of  the  Teflon  was  advised,  leaving 
a large  part  of  the  footplate  intact.  In  actual 
practice  it  was  found  to  be  difficult  to  align 
the  piston  through  a footplate  opening  of  its 
exact  diameter  and  stiU  have  it  move  freely 
after  connecting  it  to  the  incus.  It  was 
almost  impossible  to  get  this  small  opening 
drilled  exactly  at  the  proper  angle  beneath 
the  incus  without  creating  friction  of  the 
piston  at  the  footplate  edges.  It  was  quickly 
observed  that  free  movement  of  the  Teflon 
was  essential  to  improve  hearing. 

The  following  method  is  now  being  used: 
A hole  is  made  with  a cutting  burr  approxi- 
mately one-third  the  size  of  the  footplate  in 
its  posterior  position.  This  opening  must 
definitely  be  larger  than  the  piston  (Fig.  1.). 
However,  the  amount  of  drilling  required  to 
accomplish  this  is  certainly  less  than  when  ef- 
forts were  made  to  restore  the  usual  oval 
window  area.  This  piston,  when  connected 
to  the  incus,  should  move  freely,  with  the 
least  pressure  on  the  undersurface  of  the  mal- 
leus. Gelfoam  soaked  with  blood  is  placed 
around  the  Teflon  to  cover  any  open  areas  to 
the  labyrinth.  Connecting  the  piston  to  the 
incus  was  not  easy  as  it  was  first  constructed. 
However,  in  its  new  form  its  application  to 
the  incus  is  simplified. 

Unfortunately,  the  number  of  patients  in 
whom  this  technic  has  been  used  is  too 
limited  for  a firm  opinion.  It  has  been  used 
only  in  true  obliterative  otosclerosis  cases,  of 
which  there  were  15  among  my  last  650  pa- 
tients. However,  the  results  of  the  piston 
technic  in  these  15  patients  are  of  interest. 
In  3 patients  there  was  no  improvement,  pos- 
sibly because  the  tube  was  too  snug  at  the 
footplate  margins.  In  9 patients  there  was 
complete  closure  of  the  air-bone  gap,  and  the 
piston  moved  readily.  In  2 patients  there 
were  gains  of  20  to  40  decibels,  with  limited 
clinical  improvement  but  leaving  at  least  a 
20-decibel  air-bone  gap.  It  is  significant  that 
there  were  no  dead  ears  in  these  patients. 

In  former  experiences  with  the  obliterative 
type  of  pathologic  changes,  an  opening  the 
size  of  a piston  drilled  through  the  footplate 
would  positively  close  over  with  bone  within 
one  month.  In  none  of  the  successful  piston 
cases  has  the  operative  area  been  reopened, 
but  the  results  suggest  that  the  Teflon  some- 
how prevents  complete  bony  closure,  while 


maintaining  its  ability  to  function.  Perhaps 
because  of  its  self-lubricating  qualities  it  can 
stiU  vibrate  sufiiciently  to  transmit  sound 
even  when  bone  fills  in  aU  around  it.  In 
those  cases  in  which  the  hearing  did  not  im- 
prove, there  was  diflSiculty  in  getting  the 
piston  to  move  freely  because  it  angled  too 
sharply  against  the  footplate  margins.  A 
short  incus  increases  this  problem. 

Gelfoam  tube  technic 

Another  source  of  complications  is  the 
Gelfoam  tube  technic,  which  can  create 
labyrinthine  trauma  if  used  incorrectly. 
When  using  this  method,  a short,  3.5-mm. 
size  PE  50,  tube  is  advisable.  This  will  allow 
the  lower  end  of  the  prosthesis  to  ride  slightly 
higher  than  the  original  footplate  level,  and 
the  difference  in  area  will  fill  with  fibrous 
tissue  (Fig.  1).  The  Gelfoam  must  be  satu- 
rated with  blood,  as  this  will  help  in  ob- 
taining a solid  closure  of  the  oval  window.  A 
short,  smaU-sized  tube  and  bloody  Gelfoam 
will  prevent  most  of  the  labyrinthine  com- 
plications due  to  protrusion  of  the  tube  into 
the  vestibule.  When  Gelfoam  is  handled,  all 
free  powder  must  be  wiped  from  the  gloves. 
Any  possible  cause  of  excessive  fibrous  tissue 
reaction  in  the  oval  window  must  be  elimi- 
nated. 

Other  technics 

Every  otologic  surgeon  must  learn  that  on 
occasion  it  is  wise  to  put  the  tympanic  mem- 
brane back  after  determining  that  the  patho- 
logic conditions  are  impossible  to  cope  with. 
Such  is  the  case  where  there  is  massive  round 
window  closure  in  conjunction  with  oto- 
sclerosis in  the  oval  window  that  has  filled 
the  niche  up  to  the  level  of  the  head  of  the 
stapes.  These  are  high  risk  cases,  with  uni- 
formly poor  results  that  require  excessive 
drilling.  These  cases  should  be  closed. 

When  a tiny  piece  of  thin  footplate  goes 
into  the  vestibule  and  settles  on  the  mem- 
branous labyrinth,  it  should  be  left  as  is  un- 
less it  can  be  retrieved  if  the  perilymph 
floats  it  to  the  surface.  Thin  pieces  up  to 
one-fourth  the  size  of  the  footplate  will  not 
necessarily  alter  a good  result,  and  efforts  to 
remove  them  may  produce  unnecessary 
problems. 

Removal  of  larger  and  heavier  pieces  of 
footplate  from  the  vestibule  are  important 
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FIGURE  2.  Level  of  membranous  labyrinth  in  oval 
window  area.  VS  = very  superficial;  D = deep; 
S = superficial;  VD  = very  deep. 


but  only  if  it  can  be  carried  out  without 
trauma.  If  the  piece  continues  to  tumble 
with  manipulation  and  cannot  be  extracted, 
the  oval  window  should  be  opened  wider  by 
drilling  on  its  posterior  promontory  side. 
The  surgeon  must  know  how  deeply  he  can 
enter  the  vestibule  in  each  area  and  should 
remember  that  the  membranous  labyrinth 
becomes  most  superficial  at  the  forward 
facial  side  of  the  oval  window  (Fig.  2).  The 
posterior  area  can  be  entered  to  a greater 
depth.  Nausea  and  vomiting  are  always  a 
sign  of  irritation  or  injury  to  the  labyrinth, 
and  if  at  this  point  the  heavy  fragment  is 
stiU  in  the  vestibule  it  should  be  left,  because 
further  manipulation  will  only  aggravate  the 
problem.  In  these  situations  one  must  con- 
tinuously be  aware  of  how  far  it  is  safe  to  go. 
Slight  recurrent  vertigo  is  the  stop  sign. 


There  wiU  be  times  when  because  of  a 
broken  or  eroded  incus  it  wiU  be  necessary  to 
connect  the  prosthesis  to  the  malleus.  With 
experience,  one  can  readily  estimate  the 
proper  length  of  an  incus  prosthesis,  but  this 
does  not  hold  true  for  a malleus  prosthesis. 
These  prostheses  should  be  premeasured, 
that  is,  they  should  be  accurately  fitted  and 
connected  between  the  malleus  and  the  foot- 
plate. When  this  has  been  done,  the  pros- 
thesis is  disconnected  until  the  footplate  has 
been  removed.  This  piston  is  then  set  on 
Gelfoam  before  it  is  permanently  recon- 
nected to  the  malleus.  Premeasin*ement  on 
the  intact  footplate  will  avoid  many  com- 
plications. 

Abuse  of  suction  wiU  produce  severe 
labyrinthine  comphcations,  so  that  26-gauge 
insert  tips  should  be  used  once  the  labyrinth 
is  opened.  If  it  is  possible  to  hear  peri- 
lymph being  withdrawn,  the  membranous 
labyrinth  is  being  decompressed  too  rapidly. 
The  suction  tip  can  work  effectively  when 
touching  the  sides  of  the  oval  window  niche. 
It  should  never  be  put  directly  into  the 
window.  A clot  within  the  oval  window 
should  be  left  if  it  cannot  be  withdrawn  with 
a hook  or  with  indirect  suction;  to  persist 
in  its  removal  is  unnecessary  in  the  final 
hearing  picture  and  can  be  damaging. 

Facial  nerve  injury 

For  completeness,  facial  nerve  injury 
should  be  included  in  this  discussion. 
Lempert’s*  words  still  remain  in  my  ears: 
“If  you  see  the  facial  nerve,  there  is  no  reason 
to  injure  it.”  Fortunately,  we  can  or  should 
see  it  in  every  case.  A surprising  number  of 
nerves  have  a natural  dehiscence,  and  a 
small  percentage  which  are  completely  un- 
covered prolapse  over  the  footplate.  Fortu- 
nately, in  these  situations,  the  footplate  is 
usually  thin,  for  the  use  of  the  burr  here 
would  be  dangerous. 

Most  frequently,  a hook  will  be  used  to 
pull  fragments  up  from  the  window  beneath 
the  overhanging  facial.  PuUing  upward  on  a 
fixed  fragment  in  the  direction  of  the  nerve  is 
never  weU  controlled.  All  fixed  footplate 
pieces  should  first  be  released  by  pressure- 
breaking them  into  the  vestibule  before  they 
are  gently  extracted.  It  may  be  necessary 
to  compress  the  facial  nerve  with  a fragment 
during  its  removal.  Curetting  the  posterior 
canal  wall  will  not  present  danger  to  the 
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facial  nerve  if  it  is  remembered  that  the 
stapedius  tendon  is  at  the  facial  level  and 
therefore  the  cup  of  the  curet  must  always 
be  kept  external  to  it. 

The  incus  should  not  be  pumped  unneces- 
sarily after  the  prosthesis  is  in  place.  If 
ankylosis  of  the  incus  is  recognized  at  this 
late  stage  in  the  procedure,  the  prosthesis 
should  be  disconnected  before  any  efforts  are 
made  to  mobilize  the  incus  or  malleus. 

Summary 

Comphcations  in  stapes  surgery  can  be 
reduced  but  never  eliminated  because  of  the 
intimate  relationship  of  so  many  vital  ana- 
tomic structures  in  the  working  area.  Judg- 
ment gained  through  experience  is  the  big 
factor  in  preventing  problems. 


Methods  for  correcting  faulty  technics  in 
stapes  surgery  have  been  suggested,  and 
areas  of  potential  danger  have  been  pre- 
sented, with  suggestions  for  minimizing  the 
surgical  risk. 
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Swelling  of  Abdomen 


Case  history 


1 


I 


Patrick  J.  Fitzgerald,  M.D.:  This 

case  history  was  taken  from  the  files  of  a 
physician  colleague  who  treated  members 
of  the  upper  economic  strata  in  a wealthy 
community.  William  Dock,  M.D.,  kindly 
agreed  to  discuss  such  a case  to  illustrate 
to  the  medical  students  the  problems  of 
medical  practice  in  a community  hospital 
where  there  is  not  a large  resident  staff  and 
where  elaborate  facihties  are  not  available. 
Relatively  little  history  or  laboratory  results 
were  present  in  the  hospital  record. 

The  patient  was  a forty-seven-year -old, 
native-born,  socially  prominent  male  who 
entered  the  hospital  complaining  of  swelling 
of  the  abdomen. 

The  patient  first  became  iU  seven  years 
before  entry  to  the  hospital.  At  that  time 
his  symptoms  were  rather  vague,  but  he 
complained  of  irritability  and  swelling  of  the 
abdomen.  After  some  months  his  symp- 
toms disappeared,  and  his  abdominal  swell- 
ing decreased.  During  the  period  of  ab- 
dominal swelling  he  noted  some  decrease  in 
the  quantity  of  urine  and  stated  that  it  was 
more  highly  colored  than  usual.  Occasional 
episodes  of  diarrhea  occurred. 

Past  history  and  family  history  were  not 
contributory  except  that  the  patient  was 
known  as  a bon  vivant  who  admitted  drink- 
ing “considerable  wine.”  It  was  also  noted 
that  since  infancy  occasional  generahzed 
tremor  of  the  body  was  present.  At  the 
onset  of  his  recent  illness  there  was  some 
tremor  of  the  head.  Without  any  specific 


treatment  his  previous  robust  health  re- 
turned. 

The  patient  was  well  until  a few  months 
prior  to  his  first  hospital  admission  when  he 
began  to  notice  failing  of  strength.  One 
month  prior  to  entry  he  had  constant  diar- 
rhea with  watery,  yellow,  frothy  stools.  In 
the  hospital  the  diarrhea  was  controlled  ex- 
cept for  one  episode  associated  with  a dietary 
indiscretion. 

After  being  put  on  a hospital  diet  he  was 
greatly  improved.  However,  a month  later, 
bored  by  the  medical  regimen,  he  left  the 
hospital  and  went  on  an  extended  spree  of 
about  two  weeks.  At  the  end  of  that  time 
he  re-entered  the  hospital. 

Physical  examination  showed  a rather 
obese  male  with  a protuberant,  tense  abdo- 
men which  on  percussion  gave  considerable 
tympany.  He  complained  of  thirst.  There 
was  swelling  of  the  feet,  legs,  and  thighs. 
Heart  sounds  were  regular  and  intermit- 
tently variable  in  intensity,  but  no  other 
comment  was  made  about  them  by  the  ad- 
mitting physician. 

During  his  hospital  stay  the  abdomen  be- 
came tense,  and  a fluid  wave  appeared. 
There  was  dullness  to  percussion  over  the 
right  side  of  the  chest,  posteriorly.  The 
urine  was  of  a “very  high  color.” 

The  patient  was  irritable,  occasionally 
slightly  delirious,  and  twice  thought  he  was 
being  suffocated  and  jumped  out  of  bed. 
He  complained  of  abdominal  pain,  particu- 
larly in  the  right  upper  quadrant  of  the 
abdomen.. 
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Oliguria  occurred  and  diuretics  were 
given,  but  they  were  discontinued  when 
both  red  blood  cells  and  leukocytes  were 
noted  in  the  urine. 

Relief  of  abdominal  pain  was  obtained 
for  some  hours  after  the  use  of  laxatives, 
particularly  if  they  caused  a watery  diarrhea. 
However,  no  medication  gave  any  perma- 
nent rehef. 

The  patient’s  delirium  progressed  into 
coma.  Urine  decreased  and  became  scanty. 
There  were  petechiae  over  the  upper  limbs 
and  the  back.  Terminally,  the  patient  ap- 
peared to  die  in  respiratory  distress,  for 
there  was  hvidity  over  the  face  and  shoulders 
and  frothy  blood  about  the  mouth  and  nose. 

As  you  can  see,  the  history  is  a little  un- 
usual. But  Dr.  Dock,  being  the  good  sport 
that  he  is,  said  that  this  would  not  bother 
him  at  all.  He  recognized  the  problems  of 
the  practicing  physician,  especially  those  of 
this  friend  of  mine  who  had  an  extensive 
practice  in  a wealthy  community. 

Discussion 

William  Dock,  M.D.:  I think  it  is  a good 
thing  from  time  to  time  to  have  the  CPC’s 
freed  of  a lot  of  extraneous  data,  but  this 
one  has  been  presented  in  a fascinating  fash- 
ion, and  I hope  it  will  not  lead  you  to  think 
that  practice  in  the  suburbs  is  aU  hke  this. 
I have  a friend  who  practices  in  a suburb 
where  there  aren’t  any  interns  or  residents, 
but  I must  say  his  case  histories  and  physi- 
cal examinations  are  somewhat  more  com- 
plete than  this;  indeed,  more  complete  than 
those  on  most  teaching  wards.  He  is  a man 
who  knows  how  to  take  just  the  one  or  two 
useful  laboratory  tests.  There  are  very  few 
wasted  sheets  full  of  phosphatases  and  other 
irrelevant  items.  I have  never  seen  his 
equal. 

This  man  was  forty-seven  years  old, 
socially  prominent,  and  it  looked  as  though 
his  abdomen  was,  too.  His  main  trouble 
was  irritability  which  may  or  may  not  have 
been  the  cause  of  his  drinking.  The  promi- 
nence of  the  abdomen  went  away,  so  it  was 
not  just  that  he  was  putting  on  fat  in  his 
omentum  and  getting  a relaxed  abdominal 
wall.  It  looked  as  though  he  had  transient 
episodes  of  distention  which,  as  we  will  see 
later,  may  be  related  to  changes  in  the  func- 
tion of  his  liver  and  the  flow  of  blood  through 
it.  During  that  period  he  noticed  that  he 


had  concentrated  urine  which  can  occur  at  a 
time  when  the  patient  has  a marked  increase 
in  the  amount  of  fat  in  his  Hver  obstructing 
the  flow  through  the  sinusoids  and  producing 
hyperaldosteronemia  and  changes  in  renal 
blood  flow.  The  net  result  of  all  this  is 
that  he  had  a concentrated  urine  and  re- 
tained sodium.  He  also  had  some  diarrhea, 
and  this  is  also  seen  in  patients  who  have 
this  sort  of  trouble  with  their  hver.  Pre- 
sumably it  is  due  to  poor  portal  circulation 
and  edematous  state  of  the  gastrointestinal 
tract.  The  past  history  was  not  important 
except  that  he  was  known  as  a bon  vivant. 
I might  say  there  is  a French  addition  to  this; 
“bon  vivant,  vite  mourant”  which  means 
“good  hving,  quick  dying.”  This  man 
made  it  soon  after  forty-seven. 

It  was  known  that  since  infancy  he  had 
some  sort  of  tremor.  Now,  whether  he 
had  a birth  injury  that  affected  the  control 
of  his  muscles  or  whether  he  had  something 
else  we  may  find  out  later,  or  we  may  never 
find  out  why  he  had  these  episodes  of  trem- 
or. They  do  not  sound  like  convulsions. 
We  do  not  know  how  long  the  tremulous 
episodes  lasted  or  how  much  of  his  body  was 
involved,  so  that  this  does  not  help  us  very 
much.  The  only  Hver  disease  associated 
with  tremor  perhaps  would  be  Wilson’s 
disease.  It  is  hard  to  beheve  he  could  have 
gotten  it  at  forty-seven  without  having 
something  more  than  what  we  are  told  in 
the  course  of  this  case  history.  This  man 
had  a spontaneous  remission  in  which  the 
tremor  was  mainly  in  the  head,  and  it  is 
impossible  to  guess  as  to  what  this  could  be. 

Then,  before  he  had  his  first  hospital  ad- 
mission he  began  to  get  weak,  and  he  noticed 
that  his  diarrhea  was  much  worse  than  it 
had  been.  While  in  the  hospital  his  diarrhea 
was  controlled  by  diet,  and  when  he  went  off 
his  diet  he  had  a flare-up.  Now  this,  of 
course,  could  happen  with  a diarrhea  of  a 
spruehke  type.  This  man  might  have  an 
allergy  to  gluten,  and  he  might  have  some- 
thing wrong  with  his  gastrointestinal  tract. 
He  might  have  long-continued  difficulties  in 
absorbing  certain  nutritional  elements  Hke 
this,  but  I think  it  is  most  unHkely,  mainly 
because  he  went  into  marked  remission 
rather  promptly  while  he  was  in  the  hospital, 
and  it  does  not  say  he  was  put  on  a wheat 
and  grain-free  diet  which  is  the  way  sprue 
patients  are  Hkely  to  get  a marked  remission. 
At  any  rate,  he  was  not  the  kind  of  man  who 
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took  kindly  to  diet.  Most  of  us  do  not.  He 
I needed  some  sedation,  so  he  went  out  of  the 
i hospital  and  apparently  got  more  than  wine 
because  it  says  an  “extended  spree.” 

Now,  I think  we  have  to  assume  that 
i this  man  had  chronic  alcoholism  with 
\i  episodes  in  which  his  nutrition  was  not  very 
good  and  that  this  was  a spree-type  episode, 
jj  This  is  the  one  which  is  most  likely  to 
!|  cause  severe  metabolic  disturbance,  episodes 

I of  marked  fatty  increase  in  the  size  of  the 
ij  liver,  and  interference  with  the  portal  cir- 
[|  culation,  reaUy  due  to  just  a sweUing  of  liver 
h cells  rather  than  to  fibrous  tissue  and  changes 
|(  that  are  seen  in  Laennec’s  cirrhosis.  When 
i I he  came  in  after  this  spree,  he  was  all  swollen, 

! particularly  his  legs  and  thighs,  and  he  was 

I I thirsty.  While  his  abdomen  gave  consider- 
; able  tympany,  this  need  not  surprise  us  be- 
I cause  many  of  these  patients  are  not  able  to 
' absorb  gas  from  the  gastrointestinal  tract 
1 well  because  of  poor  portal  circulation  and 
[ because  of  the  edema  in  the  submucosa  of 

I the  gut.  They  may  be  swollen  tremen- 
dously as  well  as  have  some  free  fluid  in  the 
abdomen  at  the  time  they  enter  the  hospital. 
They  have  indigestion,  and  so  they  swallow  a 
lot  of  air  to  begin  with,  and  this  air  is  poorly 

, absorbed.  They  have  poor  muscle  tone. 
I'  They  have  poor  tone  in  their  arterioles. 
They  do  not  respond  well  to  pressor  agents, 
and  everything  about  their  muscles  seems  to 
I be  out  of  whack  when  they  are  in  this  condi- 
tion. This  then  makes  them  tympanitic  all 
out  of  proportion  to  the  amount  of  fluid 
that  they  might  have  in  the  abdomen. 

I Sometimes  you  miss  the  ascites  because  they 
are  so  tympanitic  and  swollen. 

, His  heart  sounds  were  regular,  but  they 
I varied  in  intensity  and  we  do  not  know 
; what  could  have  caused  this.  However, 
we  wonder  when  we  hear  sounds  varying  in 
I intensity,  whether  there  are  differences  in 
I filling,  especially  during  the  respiratory 
I cycle,  or  whether  the  patient  is  having  some 
sort  of  arrhythmia  which  is,  of  course,  the 
classical  way  to  make  first  sounds  varying 
in  intensity.  We  are  not  told  how  fast  his 
heart  was  going.  “Intermittently  variable” 
in  intensity  at  the  rate  of,  say,  120  can  hap- 
pen with  a trial  fibrillation  where  the  pulse 
I seems  to  be  almost  regular  at  the  wrist. 
However,  when  you  listen,  there  is  this 

I I variation  in  first  heart  sounds  because  there 
I is  a little  difference  in  the  length  of  time  for 
kj  diastolic  filling.  His  abdomen  got  even 


tighter,  and  finally  fluid  waves  appeared 
with  dullness  to  percussion,  I imagine  not 
only  on  his  flesh  but  also  in  the  right  side  of 
his  chest  posteriorly.  His  urine  was  a very 
high  color.  It  does  not  say  the  patient  was 
of  a high  color,  and  what  surprises  us  is  that 
this  man  at  no  time,  if  our  guess  is  right, 
showed  any  jaundice.  However,  with  a 
large  fatty  liver  this  occasionally  happens. 
Other  things  go  wrong  in  men  who  are  spree 
drinkers  and  have  poor  vitamin  intake,  and 
they  do  not  go  into  a frankly  jaundiced  state 
before  they  die  of  liver  disease,  which  we 
think  was  the  most  likely  disturbance  in 
this  patient.  Here  I would  like  to  suggest 
that  one  laboratory  test  might  have  been  in 
order.  If  this  urine  of  a very  high  color  had 
been  shaken  well  and  examined  in  a good 
light,  it  could  have  been  determined  whether 
or  not  he  was  jaundiced  because  the  foam  on 
urine  is  white,  but  the  foam  on  a bile-con- 
taining urine  is  yellow,  a lovely  canary  yel- 
low, when  seen  in  the  proper  daylight.  It 
does  not  really  take  a very  elaborate  ap- 
paratus to  tell  whether  a high-colored  urine 
is  caused  by  this  sort  of  thing. 

The  other  thing  that  we  would  like  to 
know  about,  of  course,  is  whether  he  was 
having  porphyria  all  of  this  time.  High 
color  due  to  porphyria,  which  alcoholism 
produces  (as  Cecil  Watson  showed  a long 
time  ago),  would  be  of  great  importance. 
This  man  had  bouts  of  tremor.  Porphyria 
may  be  associated  with  central  nervous  sys- 
tem injury,  and  color  caused  by  porphyria 
may  get  darker  as  the  urine  stands  around. 
That  is  one  way  of  guessing  that  the  high 
color  is  due  to  porphyrins,  but  we  do  like  to 
do  a very,  very  complicated  test  to  deter- 
mine the  presence  of  porphyrins.  I think 
the  test  requires  chloroform  as  one  chemical 
reagent  which  you  shake  up  with  the  urine. 
You  cannot  just  do  it  with  an  old  empty 
clear  glass  bottle  as  you  can  with  the  foam 
test.  It  would  be  a very  elaborate  test  in 
which  a little  bit  of  chloroform  and  urine 
color  reagent  is  necessary  to  see  whether  or 
not  the  patient  had  porphyria  in  his  urine. 
If  he  had  this  you  could  now  teU  whether  he 
had  familial  disturbance  in  his  porphyria  or 
whether  this  just  occurred  during  his 
episodes  of  alcoholism. 

He  was  irritable  and  somewhat  delirious. 
There  was  some  trouble  in  handling  him  in 
the  hospital,  but  his  abdomen  became  very 
comfortable.  They  do  not  give  us  in  the 
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history  any  evidence  of  how  big  his  liver  was. 
The  size  of  the  liver  can  be  determined  by 
percussion  even  when  it  is  hard  to  determine 
how  big  it  is  by  palpation  when  the  abdomen 
is  tense.  It  would  be  interesting  to  know 
how  high  this  man’s  liver  dullness  went  into 
the  chest  and  how  far  down  it  went  in  the 
right  upper  quadrant  of  the  abdomen  at  the 
time  when  he  had  tenseness  and  feeling  of 
discomfort  there.  This  is  another  thing 
that  would  have  been  of  some  interest  to  us. 
If  he  had  a normal-sized  liver  or  a fatty 
liver,  that  would  mean  one  type  of  disturb- 
ance. If  he  had  a very  big  liver,  it  would  fit 
in  with  what  we  heard  about  his  way  of  fife 
because  a man  living  the  way  he  did,  prob- 
ably weU  nourished  part  of  the  time  and  then 
having  sprees  in  which  he  was  poorly  nour- 
ished, is  hkely  to  have  episodes  in  which  the 
liver  becomes  very  heavy  and  big.  At  this 
time  they  did  a microscopic  examination  of 
his  urine  and  found  red  cells  and  leuko- 
cytes, and  I do  not  know  what  caused  this 
or  how  to  fit  it  in  with  his  disease  at  all. 
These  could  come  from  anywhere,  of  course, 
from  his  prostate  on  up,  and  I really  do  not 
know  what  it  means  when  they  find  red  cells 
and  leukocytes  in  the  urine.  We  are  not 
told  he  had  proteinuria. 

He  became  worse,  and  medicine  did  not 
do  him  any  good,  although  laxatives  gave 
him  a little  relief  of  his  abdominal  pain. 
Finally  he  went  into  coma,  became  oliguric, 
and  then  petechiae  appeared.  Petechiae  are 
not  hkely  to  appear  with  porphyria,  but  they 
are  quite  hkely  to  appear  in  patients  who 
have  severe  liver  disease.  These  patients’ 
prothrombin  times  may  go  all  to  pieces  and 
their  capillary  fragihty  may  be  altered,  so 
it  is  possible  that  this  man’s  liver  damage 
finaUy  led  to  a hemorrhagic  state  in  which 
petechiae  appeared  over  the  upper  part  of 
the  body. 

The  occurrence  of  fluid  in  the  right  side 
of  the  chest  in  patients  who  have  hypopro- 
teinemia  and  have  liver  disease  is  a very  old 
story.  Laennec  describes  this  in  his  autop- 
sies on  patients  with  Laennec’s  disease  or 
cirrhosis  of  the  liver,  and  he  describes  some  of 
his  patients  as  having  blood  in  this  effusion 
in  the  chest.  So  apparently  hemorrhagic 
effusion  in  the  right  side  of  the  chest  has 
been  known  for  about  one  hundred  eighty- 
five  years  to  occur  in  alcoholic  persons  dying 
with  liver  disease.  He  got  into  respiratory 
distress  with  lividity  over  the  face  and 


shoulders  and  frothy  blood  about  the  <* 
mouth  and  nose.  Very  often  we  see  pure  Vi 
nutritional  heart  disease  or  pure  liver  dam- 
age in  spree  drinkers,  and  some  of  them  have 
both  heart  failure  and  cirrhosis.  With  some  ' 
of  them  it  is  a terminal  feature,  and  for  some  ’ 
the  terminal  disorder  is  in  the  lungs,  either  as-  " 
piration  pneumonia  or  bronchopneumonia. 
This  sounds  more  as  though  there  was  a 
terminal  respiratory  illness  based  on  circula- 
tory trouble  rather  than  infection. 

Putting  all  this  story  together  my  guess  ■ 
would  be  that  this  is  not  a case  of  prophyria, 
that  it  is  not  Wilson’s  disease,  and  that  it  is 
not  hemachromatosis,  but  that  it  is  a case  of 
a man  whose  nutrition  has  been  poor,  whose 
water-soluble  vitamin  intake  has  been  very 
low  and  at  times  quite  inadequate,  who  has 
developed  hypoproteinemia  from  liver  dam- 
age and  poor  nutrition,  and  who  dies  as  a 
result  of  this  complication  of  the  bon  vi- 
vant’s  life. 

There  is  one  thing  missing  in  this  man 
which  shows  the  difference  between  a good 
description  of  the  patient  and  none  at  aU. 
We  would  really  like  to  know  if  this  was 
a hairy-chested  man.  People  with  hairy 
chests  and  bald  heads  rarely  get  cirrhosis  of 
the  liver  no  matter  how  bon  they  are  vivant. 

On  the  other  hand,  people  with  almost  hair- 
less chests  are  much  more  prone  to  Uver 
disease  with  any  disturbance  of  their  diet 
and  with  alcoholism.  We  see  this  in  Orien- 
tals who  normally  have  this  body  build. 
They  have  a great  deal  of  liver  cirrhosis 
with  moderate  malnutrition  and  with  per- 
haps little  or  no  alcoholism.  So,  cirrhosis 
and  liver  cancer  are  not  at  aU  uncommon  in 
that  group  of  people.  It  is  the  same  in  some 
colored  populations  where  the  body  is  almost 
hairless;  liver  disease  seems  to  be  very  com- 
mon with  malnutrition.  On  the  other  hand, 
we  know  a good  many  of  our  hairy-chested 
Mediterranean  and  Nordic  friends  whose 
ways  of  life  are  dreadful  and  who  may  get  I 
into  other  troubles,  but  their  livers  seem  to 
be  much  tougher.  The  enzyme  systems  in 
the  livers  of  hairy-chested,  bald-headed 
men,  like  our  new  honorary  citizen,  Winston 
Churchill,  stand  up  against  a fabulous  al- 
cohol intake  without  ever  having  any 
trouble.  It  would  be  nice  to  know  whether 
this  man  was  or  was  not  hairy  chested. 
Dr.  Fitzgerald,  that  is  the  first  thing  I want 
to  know  when  you  get  around  to  teUing  us 
the  cause  of  the  illness  and  death  of  this  in- 
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I teresting  man  who  probably  was  a repeated 
I spree  drinker  as  well  as  a man  who  was  used 
I to  having  some  alcohol  with  good  meals, 
; perhaps  every  day  between  the  sprees. 
These  are  main  things  that  would  have  oc- 
curred to  me,  and  I will  be  interested  in 
what  other  guesses  you  get  from  the  students 
and  other  people. 

Ludwig  Eichna,  M.D.:  I think  I would 
start  off  by  asking  Dr.  Dock  whether  he 
considered  that  the  diarrhea  and  frothy 
j stools  were  due  also  to  some  pancreatitis  or 
pancreatic  steatorrhea? 

Dr.  Dock:  Frothy  stools  that  come  and 
j go  resemble  more  what  you  see  in  alcoholic 
I patients  than  in  those  with  pancreatic  in- 
I sufficiency.  Persons  with  chronic  alcohol- 
! ism  have  a lot  of  diarrhea  without  chronic 
‘ pancreatitis,  and  some  of  this  patient’s  bouts 
of  indigestion  and  abdominal  pain  may 
have  been  bouts  of  acute  pancreatic  edema. 
This  may  lead  to  pancreatic  insufficiency. 

Dr.  Eichna:  Is  it  entirely  out  of  con- 
sideration that  Wilson’s  disease  at  the  age  of 
forty-seven  is  too  late? 

Dr.  Dock:  It  is  possible,  but  it  seems  to 
me  that  it  is  unhkely  in  this  patient.  His 
tremor  seemed  to  remit  like  the  tremor  found 
in  alcoholism  rather  than  that  found  in 
I Wilson’s  disease  where  it  takes  months  of 
low  copper  intake  to  change  the  tremor.  If 
this  man  had  aU  his  bouts  of  illness  when  he 
; ate  oysters  rather  than  when  he  got  drunk,  I 
would  think  Wilson’s  disease  would  have 
been  a good  guess  because  oysters  are  a 
] great  source  of  copper.  I would  guess  that 
I it  was  alcoholism  that  made  him  shaky 
rather  than  damage  to  his  central  nuclei. 

Dr.  Eichna:  In  relation  to  the  heart 

I and  the  variable  intensity  of  the  sound,  I 
think  we  have  on  our  wards  now  a man 
who  is  accused  of  being  an  alcoholic  individ- 
I ual  with  cirrhosis  and  ascites  and  not  too 
' much  flapping  and  so  forth.  It  turns  out 
i that  he  has  constrictive  pericarditis,  and  it 
is  through  these  heart  sounds  that  these 
cases  are  found. 

Dr.  Dock:  If  his  intermittence  was  re- 

I lated  to  his  posture  or  respiration,  it  would 
I worry  me.  People  with  constrictive  peri- 
I carditis  have  a very  striking  variation  in 
I their  second  sound.  We  do  not  know  what  is 
l|  varying  here,  but  in  constrictive  pericarditis, 
•I  as  you  start  to  take  a breath  the  very  first 
i beat  that  occurs  after  you  begin  to  breathe 
■j  has  a widely  split  puhnonic  second  sound. 


Actually,  it  is  the  aortic  second  sound  that 
has  moved  closer  to  the  first  sound,  and  there 
is  a variation  of  the  beats.  Most  of  the  beats 
are  just  lub-dub,  but  the  first  beat  in  an 
inspiration  is  lub-dubba.  This  is  one  kind 
of  variation  in  the  heart  sound.  Variation 
in  the  first  heart  sound  is  much  more  likely 
to  be  caused  by  differences  in  atrial  filling  of 
the  ventricles. 

The  one  heart  sound  that  would  be  help- 
ful, of  course,  in  diagnosing  any  kind  of  heart 
trouble  is  gallop.  I imagine  listening  for 
gallop  may  not  be  intensively  practiced  in 
all  regions,  and  most  of  us  learned  of  gallop 
long  after  we  learned  about  murmurs  and 
heart  sounds.  A large  number  of  doctors 
don’t  know  anything  about  gallop  but  are 
very  good  doctors  otherwise.  With  myocar- 
dial failure  from  malnutrition  gallop  is  prac- 
tically always  present.  With  constrictive 
pericarditis  gallop  is  practically  always  pres- 
ent. Variation  from  beat  to  beat  is  not  very 
striking  in  constrictive  pericarditis  in  any- 
thing except  the  second  sound  which  splits 
regularly  at  the  beginning  of  inspiration. 
I thought  probably  that  our  discussion  would 
be  more  profitable  about  this  man  after  Dr. 
Fitzgerald  told  us  what  was  the  matter  with 
him.  More  than  that,  while  you  can  think 
about  things  that  would  cause  all  of  this  on  a 
circulatory  basis,  and  constrictive  pericar- 
ditis certainly  is  a possibility,  the  main  thing 
that  was  in  the  mind  of  his  physician  was 
that  this  was  something  associated  with 
liver  and  with  drinking.  Since  he  saw  the 
patient  and  I did  not,  I am  somewhat  guided 
by  this.  If  he  was  treating  the  patient  for 
the  wrong  disease,  I am  diagnosing  the 
wrong  disease  too. 

Dr.  Eichna:  Do  you  think  that  Dr. 

Fitzgerald  is  giving  us  a patient  who  just  has 
cirrhosis  of  the  liver  on  an  alcoholic  basis, 
some  pancreatitis,  and  maybe  the  nutri- 
tional type  of  heart  disease? 

Dr.  Dock:  I do  not  know  what  Dr. 

Fitzgerald  is  giving  us,  but  I always  treat 
the  patient  at  a CPC  as  though  I were  seeing 
the  patient  on  the  ward  and  did  not  know 
that  it  might  be  some  rare  and  exotic  entity. 

I think  the  students  learn  more  from  this. 
They  see  how  I fall  into  error,  and  so  they 
can  avoid  this  in  their  hfetime.  They 
remember  the  cases  much  better.  If  Dr. 
Fitzgerald  throws  us  flat  on  our  noses,  the 
case  is  then  remembered  much  better.  But 
occasionally,  because  cases  are  presented  in 
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Dissection.  The  upjier  limbs  were  marked  with 
petechias,  and  the  whole  of  the  back,  as  well  as  the 
lower  limbs,  were  osdematous.  The  parietes  of  the 
abdomen  was  distended  to  the  utmost  degree,  by 
fetid  serum,  of  a yellowish  green  colour;  and  flakes 
of  lymph  floated  in  it.  The  stomach,  intestines,  and 
mesentery  were  black.  The  liver  was  hard  inter- 
nally, and  its  surface  was  tuberculated.  The  spleen 

was  large,  and  of  a compact  texture ; and  when  cut 
into,  no  blood  csca|X'd  from  it.  The  peUisofone 
of  the  kidneys  contained  |)us. 

In  the  thorax,  csirccialiy  on  the  right  side,  there 
was  a large  quantity  of  serous  fluid  similar  to  that 
which  occu()ied  the  abdomen:  and  the  peiicardium 
also  contained  a small  quantity.  Tlic  lungs  were 
turgid  and  blackish. 

We  were  not  permitted  to  open  the  Iwad. 

xxviii.  .lO. 

FIGURE  1.  Morgagni’s  description  of  postmortem 
examination. 

an  odd  way,  even  a very  banal  story  of  the 
alcoholic  patient  with  his  pancreatic,  cardiac 
and  liver  disease  might  be  of  value  in  an 
exercise  like  this. 

Dr.  Eichna:  Well,  I maintain  that  if 

Dr.  Dock  went  over  this  he  would  certainly 
look  at  the  cornea  and  make  note  of  whether 
or  not  there  was  a Kayser-Fleischer  ring. 
He  would  also  make  note  of  whether  or  not 
there  was  any  tendency  to  Parkinsonism. 
He  would  also  indicate  whether  this  heart 
in  its  intermittency  was  large,  as  you  would 
expect  in  a patient  with  nutritional  type  of 
disease,  or  small,  and  therefore  I think  we 
would  get  a lot  further.  I think  that  the 
easiest  diagnosis  is  this  one  of  nutritional 
cirrhosis.  Somehow  I think  this  is  not  going 
to  be  what  turns  up.  Chances  are  that  it  is 
one  of  the  things  that  you  excluded — which 
one  I have  no  idea. 

Dr.  Dock;  I remember  a case  something 
like  this  in  a distant  hospital  and  with  so 
much  data  I did  not  ready  know  what  to  do. 
I made  the  same  diagnosis  as  I did  on  this 
patient,  and  it  turned  out  that  the  man  had 
a primary  sarcoma  of  the  hepatic  vein  with 
chronic  Chiari’s  syndrome. 

Pathologic  report 

Dr.  Fitzgerald;  Most  students  called 
this  Laeimec’s  or  nutritional  cirrhosis,  three 
thought  it  was  a viral  hepatitis,  one  thought 
it  was  porphyria  hepatica,  one  a chronic 
pyelonephritis,  and  one  an  ulcerative  colitis 
with  Uver  cirrhosis. 

I apologize  for  the  shortness  of  the 


(Use  13. 

.Ascites  jrenn  diseased  lioer  and  spleen ; hydcocephalus  ; 
suppurated  kidney. 

Caspar  Lombria,  a robust  Venetian  nobleman, 
and  of  a bilious  temperament,  after  having  passed 
his  fortieth  year,  was  seized  with  a disease  which 
assumed  a diversity  of  forms ; and  though,  after  a 
long  period,  he  recovered  from  i(,  his  abdomen  con- 
tinued to  be  unusually  tumid  for  some  time,  and 
when  it  subsided,  occasional  diarrhoea  supervened. 
The  urine  became  deficient  in  (juantity.  and  was  of 
a high  colour.  About  the  end  of  winter,  1722, 
being  then  for^-seven  years  of  age.  his  strength  be- 
gan to  fail.  For  a month  he  had  constant  diar- 
rhoea, discharging  matter  of  various  colours,  but  ge- 
nerally crude,  serous,  and  frothy. 

FIGURE  2.  Part  of  patient’s  case  history. 


autopsy  protocol,  but  my  physician  “col- 
league” was  a pathologist  who  believed  in 
succinct  protocols.  His  description  of  the 
postmortem  examination  follows  (Fig.  1). 
The  last  sentence  of  the  protocol  stiU  sounds 
familiar  to  modern  pathologists.  As  is 
now  evident,  I have  presumed  on  an  ac- 
quaintanceship with  one  who  is  not  here  to 
take  possible  umbrage.  There  also  has 
been  some  historical  legerdemain  on  my 
part  in  the  presentation  of  this  case.  The 
patient  did  not  come  from  Long  Island  or 
Westchester,  but,  as  shown  in  Figure  2,  the 
first  part  of  the  case  history,  he  was  “Caspar 
Lombria,  a robust  Venetian  nobleman,  and 
of  a bilious  temperament . . 

Signore  Lombria  entered  the  hospital  in 
Padua  in  1722.  The  prosector  who  de- 
scribed the  autopsy  so  weU  was  Giovanni 
Battista  Morgagni  (1682  to  1771),  professor 
of  anatomy  at  Padua.  He  was  also  the 
attending  physician. 

Morgagni,  a pupil  of  Valsalva,  was  ap- 
pointed to  the  chair  of  medicine  at  the  age 
of  twenty-nine  and  then  to  the  chair  of 
anatomy  at  Padua  at  the  age  of  thirty-three 
years.  For  fifty-six  years  he  taught  and 
studied  at  Padua,  and  at  the  age  of  seventy- 
nine  years  he  published,  in  1761,  his  famous 
work,  De  sedibus  et  causis  morborum  per 
anatomen  indagatis.  The  translation  is  that 
of  William  Cooke  in  1824  (Figs.  1,  2,  and  3). 

De  sedibus  was  a series  of  letters  to  an  un- 
known friend  which  described  about  700 
cases  with  case  history  and  necropsy  report. 
Morgagni  was  one  of  the  important  founders 
of  the  school  of  gross  pathology,  who  tried 
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FIGURE  3.  Title  page  of  Cooke’s  translation  of 
Morgagni’s  work. 


to  correlate  the  clinical  signs  and  symptoms 
I of  disease  with  the  anatomic  lesions  seen  at 
autopsy.  Among  other  attributes  he  was  a 
poet,  prose  writer,  and  philosopher.  Cer- 
I tainly  a remarkable  achievement  and  man 
for  the  times,  or  for  all  times. 

The  lazy  medical  student  might  infer 
I that  the  proverb  from  Ecclesiastes  expresses 
our  case  best;  “The  thing  that  hath  been, 
it  is  that  which  shall  be;  and  that  which  is 
: done,  is  that  which  shall  be;  and  there  is  no 
1 new  thing  under  the  sun.”  For  it  is  true 
! that  the  principles  of  disease  change  as 
little  as  do  other  principles.  The  mechanism 
j involved  in  the  production  of  a nutritional 
i cirrhosis  in  this  Venetian  nobleman  of  two 
hundred  forty  years  ago  was  probably  the 
I same  as  that  producing  cirrhosis  in  the  pres- 


ent-day Bowery  bum.  In  addition,  as 
De  Selincourt  in  his  recent  study  of  The 
World  of  Herodotus  suggests,  “ . . . men 
in  the  passage  of  centuries,  though  they 
have  changed  their  clothes  much  and  often, 
have  little  and  seldom  changed  themselves.”^ 

AH  the  history  given  in  the  protocol  was 
taken  from  Morgagni’s  record  with  only  a 
few  minor  alterations,  such  as  changing 
his  observation  of  “blood  and  pus  in  the 
urine”  to  “red  cells  and  leukocytes”  in  our 
protocol.  His  finding  that  the  abdomen 
“on  percussion,  sounded  like  a drum,”  was  al- 
tered to  “tympany.”  His  observation  that 
the  “liver  was  hard  internally  and  its  sur- 
face tuberculated”  is  probably  enough  to 
indicate  a cirrhosis  of  the  liver.  Since  he 
did  not  remark  on  any  variation  in  size  of 
the  nodules,  there  is  less  likelihood  of  a post- 
necrotic cirrhosis  or  hepar  lobatum  (and 
don’t  forget  that  the  spirochete  can  climb 
any  family  tree,  noble  or  otherwise).  No 
stones  in  the  gallbladder  were  noted.  I 
doubt  that  Morgagni  would  have  missed 
them,  for  he  described  many  cases  with  gall- 
stones and  was  one  of  the  first  to  note  the 
presence  of  jaundice  without  gallstones. 
For  these  reasons  I believe  that  an  obstruc- 
tive biliary  cirrhosis  is  also  unlikely.  Other 
possibilities  exist,  but  Dr.  Dock  has  dis- 
cussed them  in  his  inimitable  fashion. 

I believe,  therefore,  that  even  with  this 
short  history  and  autopsy  report  one  could 
reasonably  come  to  the  diagnosis  of  a nu- 
tritional cirrhosis  (the  so-caUed  “alcoholic” 
or  “Laennec’s”  cirrhosis)  even  though  over 
two  hundred  years  have  elapsed  since  the 
record  was  written. 

Lest  you  think  that  no  advances  in  the 
understanding  of  “fatty”  Uver  have  been 
made  in  two  hundred  years,  I wish  to  suggest 
you  read  some  recent  articles  on  the  subject. 
It  may  be  that  today  we  are  beginning  to 
obtain  some  insight  into  “fatty”  liver  and 
may  soon  understand  the  mechanism  of 
cirrhosis.  Recknagel  and  Lombardi^  have 
shown  that  in  the  fatty  Uver  experimentaUy 
produced  by  carbon  tetrachloride  there  is  an 
accumulation  of  triglycerides  in  the  liver  ceU 
and  a lowering  of  the  serum  levels  of  tri- 
glycerides. They  suggest  that  in  this  type 
of  fatty  Uver  the  normal  secretion  of  tri- 
glycerides from  the  Uver  cell  to  plasma  is 
defectvie,  and  for  this  reason  fat  accumulates 
in  the  Uver  cell.  It  wiU  be  of  interest  to 
note  whether  the  same  findings  hold  for 
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“nutritional”  and  other  types  of  cirrhosis 
in  human  beings.  With  the  present  ad- 
vances in  biochemistry,  progress  in  our  un- 
derstanding of  some  types  of  liver  disease 
should  be  rapid. 

However,  even  with  all  of  today’s  elec- 
tronic and  biochemical  advances,  the  student 
must  not  forget  the  fundamental  importance 
of  the  case  history  to  the  clinician  in  the 
diagnosis  of  disease.  There  still  are  factors 
of  cerebral  and  visual  perception  pertinent 
to  the  performance  of  necropsy  by  our  resi- 
dents. One  small  sentence  in  Morgagni’s 
necropsy  report  tells  most  of  today’s  story. 
The  successful  interpreter  of  disease  today 
must  do  as  Morgagni  did  so  well,  that  is, 
successfully  integrate  the  current  clinical 
and  pathologic  knowledge  of  disease,  and, 
hopefully,  add  further  understanding  to  the 
disease  process  as  this  master  of  long  ago 
did. 

Anatomic  diagnoses 

1.  Cirrhosis  of  the  liver  {probably  “nutri- 
tional”) with  splenomegaly,  ascites,  hydro- 
thorax {right),  peripheral  edema,  petechia 
of  upper  extremities  and  the  back 

2.  1 Pyelonephritis 

3.  1 Pulmonary  congestion  and  edema 

Dr.  Fitzgerald:  I hope  that  this  session 

will  lead  the  medical  student  to  read  a bit 
about  some  of  the  founders  of  his  Ufe’s 
specialty.  Too  often  he  is  ignorant  of  the 
cornerstones  of  om*  medical  edifice,  fre- 
quently becoming  infatuated  with  the  most 
recent,  scintillating  brick  added  to  the 
facade.  There  were  brilliant  men  in  many 
countries  and  in  many  ages  who  did  great 
work  when  properly  viewed  in  the  perspec- 
tive of  their  times.  Many  were  intriguing 
individuals,  as  well.  Our  colleague,  Mor- 
gagni, assuredly  was  one. 

Some  books  on  medical  history,  partic- 
ularly on  aspects  of  pathology,  may  be  noted. 
Singer*  has  an  interesting  little  volume  on 
the  history  of  medicine,  Krumbhaar^  and 
Long*  have  material  of  more  interest  to  the 
pathologist,  and  Cameron*  discusses  a great 
many  of  the  basic  features  of  disease  in  a 
rather  fascinating  fashion. 

I apologize  for  many  of  the  transgressions 
committed  today,  particularly  on  Dr.  Dock, 
but  as  you  have  observed,  he  is  quite  able  to 
handle  such  matters  with  an  aplomb  equal 
to  his  ability. 


Dr.  Dock:  I think  it  is  interesting  that 

while  Morgagni  was  a professor  at  twenty- 
nine  he  did  not  quit  work  at  that  age. 

The  book  you  mentioned  was  written  when 
he  was  in  his  late  seventies  and  published 
when  he  was  in  his  eighties  so  that  he  was  a 
student  for  half  a century  to  our  certain 
knowledge  after  he  became  a professor. 

The  students,  I think,  perhaps  might  get 
busy  on  Morgagni,  and  look  through  it  for  a 
case  that  begins  “meretrix  erat ...”  or,  in 
English,  “There  was  a strumpet.”  The 
Latin  version  is  a little  nicer.  It  is  a very 
interesting  case.  It  is  the  first  description 
of  a rupture  of  an  aneurysm  of  the  sinus  of 
Valsalva,  and  there  is  a fascinating  case 
history.  I would  also  like  to  recommend 
that  they  consider  Major’s  classical  de- 
scriptions of  disease  since  many  of  these  have 
pathologic  aspects  as  well  as  the  others.’ 

Now,  I can  teU  you  how  one  of  my 
colleagues  was  hoaxed  even  more  successfully 
than  I was.  This  nationally  prominent 
cardiologist  was  at  a heart  meeting  in  Cali- 
fornia, and  they  gave  him  a case  history  of  a 
young  physician  who  had  never  been  ill  in 
his  life,  who  was  only  in  his  thirties,  and 
who  was  walking  into  his  house  from  a busy 
morning  of  practice.  As  he  left  his  vehicle 
and  was  heading  for  the  house  he  collapsed  t 
on  his  front  steps  and  was  taken  inside,  j 

obviously  in  very  great  pain  and  shock.  : 

He  was  seen  by  two  eminent  clinicians,  but  ( 
in  spite  of  their  limited  therapy,  in  about 
two  hours  he  was  dead.  They  did  not  have  ' 
time  to  take  an  electrocardiogram,  and  j 
they  did  not  get  his  SCOT  (serum  glutamic 
oxalacetic  transaminase)  or  anything  else  j 
so  that  the  prominent  cardiologist  also 
had  very  little  to  work  on.  He  made  a 
diagnosis  of  dissecting  aneurysm  and  death. 
The  payoff  on  this  was  that  the  patient  was 
the  scion  of  a prominent  medical  family  in 
Philadelphia,  and  the  autopsy  had  been  done 
by  my  father  in  1885.  The  consulting 
physician  was  William  Osier,  who  had  just 
come  to  Philadelphia  that  year.  Unlike 
our  case  of  Morgagni’s,  the  tissue  from  this 
autopsy  was  available,  because  my  father 
squirreled  things  away,  and  he  had  preserved 
the  sections  that  had  been  cut  with  a razor 
in  1885.  Alvin  Ford,  M.D.,  had  restained 
them  and  had  lovely  sections  of  severe  coro- 
nary xanthomatous  atherosclerosis  at  age 
thirty-four  or  thirty-five  with  a big  hem- 
orrhage into  one  of  the  atheroma. 
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Thus,  this  business  of  getting  out  ringers 
of  previous  epochs  has  been  going  on  for 
some  time.  I think  that  if  you  told  me  the 
patient  had  a “bilious  disposition”  I would 
have  done  better,  historically. 
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Dull  Pain  and 
Mass  in  Abdomen 


Case  history 

A fifty-three-year-old  white  male  was 
admitted  to  the  hospital  for  dull  pain  and  a 
mass  in  his  abdomen  noted  three  days  be- 
fore. On  self-palpation  he  had  found  the 
mass.  He  had  no  history  of  trauma,  no 
history  of  this  occurring  suddenly  after  a 
heavy  meal,  of  indigestion,  or  of  vomiting. 
He  did  induce  vomiting  following  which  he 
thought  that  the  mass  got  smaller  and  in  the 
next  two  days  noticed  that  eating  caused 
him  discomfort.  His  part  history  was  non- 
contributory except  that  at  age  twenty- 
three  he  had  had  a diagnosis  of  pancreatitis 
made  at  the  Mayo  Clinic.  His  father  died 
of  leukemia.  The  patient  had  traveled 
rather  extensively  in  Europe  and  in  the 
southwestern  part  of  the  United  States. 

His  physical  examination  showed  only 
psoriasis  and  a large  mass  in  the  left  side 
of  the  abdomen  which  extended  from  the 
left  costal  margin  to  the  anterior  superior 
iliac  spine.  The  laboratory  data  were  all 
normal. 

Radiologic  discussion 

Alfred  S.  Berne,  M.D.*:  The  initial 

film  of  the  abdomen  (Fig.  1)  demonstrates  a 
homogeneous,  very  sharply  defined  soft 
tissue  density  in  the  left  upper  quadrant  of 
the  abdomen  which  one  can  outline  pre- 

* Professor  of  Radiology,  State  University  of  New  York 
Upstate  Medical  Center, 


FIGURE  1.  Abdominal  radiograph  showing  homo- 
geneous density  in  left  side. 


cisely.  It  obviously  displaces  and  opens  up  j 
the  gas-fiUed  splenic  flexure.  [ 

I can  see  the  right  renal  shadow,  both  i 
psoas  shadows,  and  I think  I can  see  the  left  I 

kidney  shadow.  I’d  hke  to  see  it  a little  i 

better;  probably  an  overpenetrated  film 
would  bring  it  out  definitively,  but  I assume 
that  it  is  there.  The  barium  enema  (Fig.  2) 
shows  secondary  compression  of  the  descend-  j 
ing  colon  and  opening  of  the  splenic  flexure  I 
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I FIGURE  2.  Lateral  barium  enema  showing  open- 
ing of  splenic  flexure  and  pressure  on  colon. 


by  the  mass  which  lies  in  front  of  the  de- 

i scending  colon  and  within  the  flexure, 
I'  beautifully  outlined.  When  the  patient 
I stands,  the  shadow  obviously  disturbs  the 
jj  normal  descent  that  occurs  in  the  colon  so 
!j  that  it  is  either  stuck  to  the  colon  or  sort  of 
! wedged  in  and  fixed  so  that  the  colon  cannot 

ii  fall  down.  I do  not  see  any  calcification 
|i  within  it. 

Because  the  mass  is  so  sharply  defined  and 
I because  there  is  so  much  displacement  with- 

i out  invasion  and  destruction,  it  ought  to  be 
benign,  and  because  it  is  so  sharply  defined, 

I it  ought  to  be  a cyst.  Now,  the  problem 
I is,  where  does  it  originate?  I can  see  that 
it  has  elevated  both  the  stomach  and  the 
I transverse  colon.  I can  see  that  it  has 
I taken  the  ligament  of  Treitz  and  displaced  it 
I and  the  jejunum  so  that  the  entire  left  upper 
! quadrant  does  not  contain  small  intestine 
I (Fig.  3). 

Ij  The  first  thing  that  one  thinks  of  with  a 

ii  shadow  of  this  type  in  this  position  is  a 
i|  pancreatic  cyst,  and  the  patient  gives  a story 
i of  having  had  pancreatitis,  so  that  a pan- 
‘ creatic  cyst,  by  all  odds,  ought  to  be  the 

thing  one  thinks  of  first.  This  would  begin 


FIGURE  3.  Oblique  view  after  barium  by  mouth 
showing  upward  displacement  of  stomach  and  the 
ligament  of  Treitz  displaced  to  the  right. 


in  the  body  and  tail  and  elevate  the  stomach,  1 

taking  the  retroperitoneal  attachment  of  the  j 

duodenum  and  pushing  it  to  the  right.  i 

The  thing  that  I think  is  a little  unusual  is  ‘ 

that  it  lies  in  front  of  the  descending  colon,  ; 

but  I do  not  think  that  is  too  unusual  be-  | 

cause  the  descending  colon  is  attached 
posteriorly  and  there  is  no  reason  why  a 
pancreatic  cyst  could  not  slip  in  front  of 
the  colon  and  lie  against  it.  So  that  I 
think  this  is  a pancreatic  cyst. 

The  other  possibility  that  one  must  in- 
clude is  mesenteric  cyst.  If  it  were  a 
mesenteric  cyst,  it  ought  to  originate  either 
in  the  mesentery  of  the  transverse  colon  or 
in  the  mesentery  of  the  small  intestine. 

I doubt  that  it  is  a small  intestinal  mesenteric 
cyst  because  one  does  not  see  a small  in- 
testine loop  as  intimately  associated  with  it 
as  the  transverse  colon  is.  I think  that  it  is 
conceivable  that  it  could  be  a mesenteric 
cyst  of  the  transverse  colon  mesentery. 
However,  I would  have  thought  that  it 
would  have  appeared  more  into  the  peri- 
toneum rather  than  backward  to  displace 
the  ligament  of  Treitz.  A duplication  of  the 
stomach  is  a possibility,  but  I would  think 
that  a duplication  of  the  stomach  originating 
in  the  inferior  portion  of  the  stomach 
ought  to  separate  the  stomach  from  the 
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FIGURE  4.  (A)  Wall  of  large  cyst.  Dense  fibrous  tissue  with  collections  of  lymphoid  cells.  Contents  pro- 
tein material  with  some  hemorrhage.  Lining  membrane  indefinite.  (B)  Adjacent  small  cysts.  Lining  of 
endothelium. 


transverse  colon,  which  is  not  true  here. 
This  mass  looks  as  though  it  began  beneath 
the  colon  and  rose  cephalad.  An  omental 
cyst  should  have  separated  the  colon  and 
stomach.  Duplication  of  the  transverse 
colon  is  a possibility.  I think  I could  not 
differentiate  this  possibility  from  mesenteric 
cyst  although  it  should  have  had  a more 
intimate  association  with  the  transverse 
colon.  These  distinctions  have  not  reaUy 
been  clarified,  and  so  I’U  stick  with  pan- 
creatic cyst. 

A physician:  How  about  a big  renal 

cyst? 

Dr.  Berne:  If  it  is  a renal  cyst,  it’s  a 

renal  cyst  that  has  done  nothing  to  the 
kidneys.  That  means  it  is  attached  to  the 
kidney  only  by  a tiny  pedicle. 

Dr.  Berne's  diagnosis 

Pancreatic  cyst. 

Charles  Bender,  M.D.:  The  patient 

was  operated  on,  and  a cyst  20  cm.  in  diam- 
eter was  found.  This  was  dissected  down  to 
the  retroperitoneal  area  and  is  not  described 
as  being  a part  of  the  transverse  mesocolon 
or  pancreas. 


Pathologic  discussion 

Dr.  Ferguson:  Figure  4A  shows  a 

part  of  the  wall  of  the  cyst.  There  is 
fibrous  tissue  making  up  the  waU  and  ac- 
cumulations of  lymphoid  nodules  which  in 
themselves  are  not  particularly  significant. 

It  is  difficult  to  be  sure  of  the  etiology. 
If  the  cyst  reaches  this  marked  size  as  a 
duplication  or  as  a pancreatic  type  of  cyst, 
there  wiU  frequently  be  nothing  remaining 
but  a fibrous  wall  of  the  type  we  have  here. 

The  possibility  of  a mesenteric  cyst  must 
be  considered.  The  lining  of  these  is 
simple  endothelium,  and  it  is  frequently  not 
possible  to  demonstrate  it.  In  Figure  4B 
we  have  a multilocular  area.  We  find  a 
material  within  the  cyst  that  is  either  protein 
material  or  mixed  with  some  blood  clot. 
The  character  of  the  lining  here  appears  to  be 
endothelial. 

The  probabilities  are  that  we  are  dealing 
with  a true  mesenteric  cyst,  which  is  due 
to  the  dilatation  of  lymphatics  with  hemor- 
rhage into  some  areas.  This  is  comparable 
to  a cystic  lymphangioma  with  hemorrhage 
into  it.  It  probably  is  present  from  birth, 
and  later  obstruction  of  the  lymphatic  flow 
results  in  the  cystic  dilatation.  Although  * 
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they  may  be  seen  in  childhood,  in  our 
experience  more  are  seen  in  adults  with  no 
early  history  of  mass. 

Histologic  diagnosis 

Mesenteric  cyst. 


Pinworm  therapy  in  pediatrics 

Pinworm  infestation,  known  to  be  wide- 
spread in  the  general  pediatric  population, 
presents  a particularly  troublesome  problem  in 
pediatric  institutions.  DiflBculties  of  diagnosis 
and  ease  of  cross-infection  make  it  desirable  to 
treat  the  institution’s  entire  patient  population. 

The  drawbacks  to  this  procedure  are  the 
necessity  of  a seven-day  course  of  piperazine  or, 
if  pyrvinium  pamoate  is  used,  the  fact  that  it  is  a 
dye  which  stains  linens  and  clothing. 

Attempts  to  eliminate  cross-infection  by 
shortening  the  period  of  piperazine  therapy 
have  not  been  satisfactory,  since  the  larger 
dosage  has  increased  the  side-effects  and  de- 
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creased  the  therapeutic  effectiveness.  In  seek- 
ing a solution  to  the  problem,  a new  combined 
piperazine-senna  one-dose  preparation  was  stud- 
ied in  102  children  in  one  institution,  100  of 
whom  were  available  for  final  evaluation.  Of 
the  100  children  who  were  given  all  seven  post- 
treatment swabs,  84  were  evaluated  as  cured 
(84  per  cent) . 

A tabulation  of  results  by  age  and  sex  showed 
that  the  females  had  a higher  rate  of  treatment 
failure.  The  number  of  pretreatment  positive 
diagnostic  swabs  was  highest  in  the  youngest  age 
group  and  lowest  in  the  older  group.  This 
tends  to  confirm  the  observations  of  other 
writers,  even  though  this  series,  reported  in  the 
Journal  of  the  Medical  Association  of  the  State  of 
Alabama,  is  too  small  for  definitive  conclusions. 
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The  Human  Trypanosomatidae 

II:  Chagas'  Disease 

KEVIN  M.  CAHILL,  M.D.,  D.T.M.&H. 

New  York  City* 

In  every  nation  of  South  and  Central 
America  and  as  far  north  as  Maryland  in  the 
United  States,  Trypanosoma  cruzi  exists  as 
a zoonotic  parasite.  Where  chmatic  con- 
ditions are  suitable  and  man  Lives  in  close 
proximity  with  animal  reservoirs  and  insect 
vectors,  Chagas’  disease  (human  American 
trypanosomiasis)  is  common.  At  least  7 
million  persons  are  infected,  with  the  major- 
ity of  cases  thus  far  reported  from  Brazil, 
Venezuela,  and  Argentina.  In  several  major 
cities  such  as  Sao  Paolo,  Brazil,  over  10  per 
cent  of  the  population  harbor  the  parasite. 
Although  only  a few  indigenous  cases  have 
been  reported  in  the  United  States,  the 
enormous  Latin  American  emigration,  cou- 
pled with  an  increasing  awareness  of  the 
disease,  especially  of  its  chronic  manifesta- 
tions, is  responsible  for  a sharp  rise  in  the 
number  of  cases  discovered  here  in  recent 
years.  With  the  more  frequent  use  of  air 
transport  for  farm  workers,  acute  mani- 
festations of  the  disease  may  also  be  ex- 
pected. 

Pathologic  features 

T.  cruzi,  the  causal  parasite  of  Chagas’ 

* Present  address:  NAMRU  3 (Cairo),  FPO  540,  New 
York,  New  York. 


disease,  is  the  only  one  of  the  human 
trypanosomes  found  in  all  four  develop- 
mental forms  during  its  life  cycle.f  Try- 
panosomes are  ingested  from  the  blood  of 
infected  man  or  of  a wide  variety  of  animal 
hosts  by  the  insect  vectors,  reduviid  bugs  of 
the  genus  Triatoma.  The  parasite  alters 
to  a crithidial  stage  in  the  insect  stomach 
but  within  a month  has  re-evolved  into  an 
infective  trypanosome.  Man  is  infected  by 
contamination  of  the  bug  bite  site  with 
parasite-laden  insect  feces.  The  bite  itself 
may  or  may  not  be  painful.  Because  of  its 
habit  of  attacking  the  uncovered  face,  the 
insect  has  been  ironically  referred  to  either 
as  the  “assassin”  or  as  the  “kissing  bug.” 

Edema,  inflammation,  and  mononuclear 
infiltration  surround  the  area  of  trypano- 
somal  inoculation.  Dissemination  of  the 
parasite  occurs  along  lymphatic  channels 
and  via  circulating  macrophage  cells  of  the 
reticuloendothelial  system.  The  parasite 
multiplies  in  a leishmanial  form  in 
reticuloendothelial  cells  throughout  the 
body.  As  these  cells  enlarge  and  rupture, 
new  trypanosomes  are  released  into  the 
circulation  and  invade  new  cells.  Paren- 
chymatous degeneration,  inflammation,  and 
replacement  fibrosis  in  the  liver  and  spleen 
may  be  marked  during  the  acute  phase,  but 
even  more  serious  tissue  damage  occurs  in 
the  heart,  intestine,  and  brain. 

Myocardial  pathologic  changes  are  prom- 
inent in  both  the  acute  and  chronic  phases  of 
Chagas’  disease.  The  rupture  of  multiply- 
ing leishmanial  “nests”  between  cardiac 
fibers  elicits  an  intense  inflammatory  reac- 
tion (Fig.  1).  Endocarditis,  myocarditis, 
and  pericarditis  are  common  in  the  early 

t Cahill,  K.  M.:  The  human  Trypanosomatidae.  I,  New 
York  State  J.  Med.  63:  3127  (Nov.  1)  1963. 
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I FIGURE  1.  A nest  of  Leishman-Donovan  bodies  of 
I T.cruzi  in  human  heart  muscle. 


1 

1 

I phases,  while  dilatation  and  hypertrophy 
result  from  progressive  destruction  of  car- 
diac ganglia  and  fragmentation,  with  sub- 
' sequent  hyalinization  and  fibrosis  of  myo- 
I cardial  fibers.  Similar  destruction  can  be 
found  in  skeletal  musculature. 

Damage  to  nerve  plexuses  in  the  esopha- 
gus and  colon  may  lead  to  atony  and  dilata- 
I tion  of  these  organs.  In  acute  cases 
I meningo-encephalitis  may  be  found,  and, 
i again,  division  of  the  parasite  in  the  leish- 
I manial  form  is  responsible  for  destruction  of 
1 the  neuroglial  host  ceU.  Focal  inflamma- 
I tory  reaction  and  degeneration  with  gran- 
I ulomatous  formation  at  the  site  of  parasite 
I rupture  is  often  found  in  the  midbrain. 

Nonspecific  inflammatory  changes  may  oc- 
I cur  in  other  organs  and  in  connective  tissue. 

Clinical  manifestations 

The  influx  of  air  travelers  from  South  and 
' Central  America  requires  a knowledge  of 
the  acute  signs  and  symptoms  of  Chagas’ 
disease.  The  earliest  evidence  of  infection 
is  an  indurated  sweUing,  or  chagoma,  ap- 
pearing within  a few  hours  at  the  site  of  the 
I reduviid  bite  and  often  persisting  for  several 
1 months.  Local  lymphangitis  with  auricular 
I and  cervical  adenopathy  is  common.  A 
painless,  nonpitting,  unilateral  facial  edema, 

I especially  pronounced  about  the  eye  and 
with  an  associated  conjunctivitis  (Romana’s 
sign),  is  considered  pathognomonic  in 
I areas  where  the  disease  is  endemic  (Fig.  2). 

' Nonspecific  rashes  may  be  seen  which  range 
from  local  erythema  to  diffuse  urticarial 
eruptions  with  ulceration. 


FIGURE  2.  Unilateral  orbital  edema  (Romana’s 
sign),  a common  initial  lesion  in  Chagas’  disease. 


After  an  incubation  period  of  one  to  two 
weeks,  systemic  manifestations,  most  severe 
in  children,  appear.  Fever,  which  may 
reach  hyperpyrexic  levels  in  infants,  begins 
abruptly  and  persists  for  several  months, 
occasionally  with  a characteristic  double 
daily  spike.  Tachycardia  is  marked  and 
even  extends  through  apyrexial  periods  in 
the  initial  weeks,  but  a wide  range  of  cardiac 
arrhythmias  may  then  complicate  the  clini- 
cal picture.  Varying  degrees  of  auricular, 
ventricular,  and  conducting  derangements 
have  been  described.  The  heart  sounds  are 
usually  distant.  Diminution  of  the  first 
soimd  and  a gallop  rhythm  may  be  noted  in 
those  with  acute  dilatation  and  rapid  heart 
failure,  and  sudden  death  in  these  cases  is 
common. 

In  acute  pediatric  cases,  evidence  of  cen- 
tral nervous  system  involvement  is  some- 
times seen,  and  the  very  young  may  present 
a clinical  pictme  of  acute  meningo-encephali- 
tis. Hepatomegaly  can  almost  always  be 
demonstrated  diuring  the  acute  phase,  and 
the  spleen  may  be  palpable.  Trypanosomal 
orchitis  and  thyroiditis  are  well-reported 
complications  of  severe  infection. 

It  is  with  chronic  Chagas’  disease,  how- 
ever, that  the  American  clinician  is  most 
likely  to  be  challenged.  Signs  of  infection 
may  appear  after  many  years  of  apparent 
health,  and  the  onset  is  usually  insidious. 
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The  clinical  patterns  may  be  so  protean 
that  only  an  awareness  of  the  possibility  will 
prevent  the  unfortunate  routine  of  initial 
diagnosis’  being  made  post  mortem.  Grad- 
ual, progressive  heart  failure  has  been 
recognized  as  the  end-stage  of  the  illness 
since  Chagas  described  the  disease  in  1909. 
American  trypanosomiasis  must  be  con- 
sidered in  the  differential  diagnosis  of  pa- 
tients, especially  young  adults,  with  pre- 
viously undiagnosed  congestive  heart  failure 
who  have  come  from  or  visited  an  area  where 
the  disease  is  endemic.  Suspicion  should  be 
heightened  if  there  is  cardiomegaly,  par- 
ticularly with  dilation  of  the  right  atrium 
and  ventricle,  with  conduction  defects  and 
failure  to  respond  to  digitalization. 

T.  cruzi  has  recently  been  proved  as  one 
of  the  causes  of  two  syndromes  long  classi- 
fied as  idiopathic,  namely,  esophageal  acha- 
lasia and  megacolon,  which  are  common 
gastrointestinal  disorders  in  Latin  America. 
Clinical,  epidemiologic,  and  experimental 
evidence  indicates  that  T.  cruzi  can  destroy 
Meissner’s  and  Auerbach’s  plexuses  and 
thereby  cause  atony  of  the  bowel  and 
esophagus.  Over  90  per  cent  of  patients 
with  alimentary  dilatation  and  hypertrophy 
in  areas  of  Brazil  where  Chagas’  disease  is 
endemic  are  known  to  be  infected  with 
T.  cruzi.  Chagas’  mega-esophagus  has 
recently  been  diagnosed  in  an  Ecuadorian 
emigrant  in  New  York  City.  In  such  cases 
dysphagia  is  progressively  incapacitating, 
regurgitation  common,  and  weight  loss 
marked. 

Chronic  neurologic  disease  has  been  de- 
scribed in  American  trypanosomiasis,  but 
the  significance  of  the  association  has  not 
yet  been  proved. 

Laboratory  diagnosis 

Laboratory  confirmation  of  a clinical 
diagnosis  of  American  trypanosomiasis  can 
be  accomplished  by  several  highly  accurate 
methods.  During  the  acute  febrile  phase, 
circulating  trypanosomes  can  be  seen  on 
stained  thick  and  thin  blood  films  (Fig.  3). 
A very  few  additional  cases  with  slight 
parasitemia  may  be  detected  by  concentra- 
tion technics,  including  blood  and  marrow 
cultures  on  N.N.N.  (Nicolle-Novy-Mac- 
Neal)  media,  animal  inoculation  using 
puppies,  young  white  rats,  or  a special  strain 
of  mice,  and  xenodia gnosis.  In  xenodiag- 


FIGURE  3.  T.  cruzi  in  a thin  blood  film  of  a patient 
with  acute  American  trypanosomiasis.  Note  the 
characteristic  “C”  or  “U”  shape  and  the  prominent 
posterior  kinetoplast. 


nosis  a trypanosome-free  reduviid  bug  is 
allowed  to  feed  on  the  suspected  patient, 
and  the  insect  gut  is  examined  two  to  eight 
weeks  later  for  the  presence  of  crithidial 
forms.  The  major  difficulty  with  this 
technic  is  keeping  the  insect  in  the  laboratory 
uninfected  both  with  T.  cruzi  and  a common 
insect  protozoan  parasite,  T.  conorhini. 

Alternate  investigations  useful  during  the 
acute  phase  include  a search  for  trypano- 
somes in  chagoma  fluid  or  aspirates  from 
enlarged  nodes.  Muscle  biopsy  may  reveal 
leishmanial  nests.  An  elevated  white  blood 
cell  count  with  a dominant  lymphocytosis  is 
frequent,  and  in  those  with  central  nervous 
system  involvement  an  increased  ceU  coimt 
and  higher  protein  level  is  found  in  the 
cerebrospinal  fluid.  Electrocardiographic 
changes  during  the  acute  phase  include 
primary  T-wave  changes,  low-voltage  QRS 
complexes,  and  prolongation  of  P-R  and 
Q-T  intervals.  An  enlarged  cardiac  contour 
can  be  seen  on  chest  x-ray  films. 

Several  serologic  tests  are  available  for  the 
diagnosis  of  American  trypanosomiasis.  A 
precipitin  test  is  highly  accurate  during  the 
acute  phase  of  the  disease,  whereas  the  more 
generally  available  complement-fixation 
(Machado-Guerreiro)  test  gives  false  nega- 
tive results  in  almost  50  per  cent  of  febrile 
patients  with  circulating  trypanosomes. 
A brief  mention  suffices  of  the  other  human 
trypanosome  found  in  South  America,  T. 
rangeli,  since  it  is  not  known  to  be  patho- 
genic, is  morphologically  distinct  from,  and 
does  not  give  serologic  cross  reaction  with 
T.  cruzi. 
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The  efficacy  of  the  various  diagnostic  tests 
changes  when  the  clinician  investigates 
chronic  Chagas’  disease.  The  complement- 
fixation  test  and  xenodiagnosis  become  the 
methods  of  choice.  Blood  or  tissue  fluid 
examination,  animal  inoculation,  and  cul- 
ture rarely  give  positive  results.  Electro- 
cardiographic changes,  however,  are  often 
suggestive.  A characteristic  pattern  is  the 
following:  right  bundle  branch  block  as- 
sociated with  ischemic  type  T waves  and 
without  QRS  changes;  ventricular  extra- 
systoles; and,  often,  complete  atrioventricu- 
lar block.  Chest  x-ray  films  will  again 
demonstrate  cardiomegaly,  while  upper  gas- 
trointestinal radiographic  series  and  barium 
enema  examination  may  reveal  a nonspecific 
picture  of  mega-esophagus  or  megacolon. 

Treatment 

No  effective  therapy  for  Chagas’  disease  is 
known.  A 4-aminoquinolone  (Bayer  7602) 
has  trypanocidal  effects  in  vitro,  but  its 
clinical  value  is  a matter  for  debate,  es- 
pecially in  the  chronic  stage  of  the  disease, 
since  the  drug  has  no  effect  on  the  leish- 
manial forms  in  the  tissues.  The  compound 
4-aminoquinolone  is  nephrotoxic  and  must 
be  administered  by  painful  intramuscular 
injections.  None  of  the  drugs  noted  in  the 
treatment  of  African  trypanosomiasis  is 
useful  against  T.  cruzi.  Cardiac  failure 
and  arrhythmias  do  not  respond  to  standard 
medical  regimens.  Mechanical  dilatation 
of  the  esophagus  provides  temporary  relief 


in  the  achalasia  of  Chagas’  disease,  and 
cholinergic  drugs  and  rectosigmoidectomy 
are  of  use  in  managing  those  with  megacolon. 

The  average  American  visiting  a region 
where  Chagas’  disease  is  endemic  should  be 
reassured  that  the  possibility  of  infection  is 
slight,  since  the  triatomid  vectors  live  in 
thatch  or  in  the  mud  walls  of  huts  and  bite 
only  at  night.  If  such  exposime  is  likely,  pre- 
liminary spraying  with  benzine  hexa-chlo- 
ride  (Gammexane)  insecticide  is  advisable; 
DDT.  is  less  effective.  Patients  should  be 
urged  not  to  sleep  on  the  floor,  and  beds 
should  be  covered  with  protective  netting. 

Artificial  transmission  of  American  try- 
panosomiasis through  blood  transfusion  has 
posed  an  increasing  problem  as  modern  medi- 
cine extends  in  regions  where  the  disease  is 
endemic  and  emigrants  from  these  areas 
reach  our  shores.  Whenever  possible,  a 
complement-fixation  test  should  be  per- 
formed on  suspected  donors.  Only  negative 
reactors  are  acceptable  for  transfusion 
supplies. 
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Ann0linC6rn6nt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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T he  following  case  report  depicts  retro- 
grade menstrual  flow  in  a patient  simulating 
acute  appendicitis. 

Case  report 

On  July  31,  1960,  a twenty-six-year-old 
white  female  was  admitted  to  the  Lenox 
HUl  Hospital  with  a chief  complaint  of  con- 
stant, severe  lower  abdominal  pain.  She 
was  awakened  from  sleep  on  the  day  of 
admission  at  3:00  a.m.,  with  the  onset  of 
pain.  As  the  day  progressed,  the  distress  ap- 
peared to  limit  itself  to  the  right  lower 
quadrant  of  the  abdomen.  During  this 
time  the  patient  passed  three  loose,  normal- 
colored  stools.  The  patient  was  in  her  fifth 
and  last  day  of  a normal  menstrual  period. 
She  had  no  history  of  dysmenorrhea,  menor- 
rhagia, or  metrorrhagia.  There  was  nothing 
unusual  about  this  particular  menstrual 
period. 

Her  past  history  revealed  that  an  opera- 
tion for  patent  ductus  arteriosus  had  been 


performed  in  1955.  A review  of  the  systems 
showed  essentially  negative  results  except 
for  those  noted  previously.  She  had  begun 
to  menstruate  at  eleven  and  one-half  years 
of  age.  Her  periods  occurred  every  twenty- 
eight  days  and  lasted  five  days. 

The  physical  examination  on  admission 
revealed  an  acutely  ill  female  with  a rectal 
temperature  of  100  F.,  blood  pressiure  120/80, 
pulse  80,  and  respirations  16.  No  abnor- 
malities were  noted  except  as  related  to  the 
abdomen  which  disclosed  marked  tenderness 
with  reboimd  phenomenon  in  the  right  lower 
quadrant.  Pressure  over  the  left  lower 
quadrant  referred  pain  to  McBinmey’s 
point.  Bowel  soimds  were  present  but  not 
exaggerated.  There  were  no  palpably  en- 
larged organs  or  masses. 

A gynecologic  examination  showed  no 
blood  in  the  vagina  or  blood  coming  from  the 
cervix.  There  was  a circmnosteal  erosion  of 
the  cervix.  The  uterus  appeared  within 
normal  limits  as  to  size,  shape,  and  position. 
No  adnexal  mass  was  palpable.  A rectal  I 
examination  disclosed  tenderness  on  the 
right  side. 

The  preoperative  laboratory  findings  were 
as  follows:  The  hemoglobin  was  13.2  Gm. 
per  100  ml.,  white  blood  count,  14,350; 
polymorphonuclear  leukocytes:  total  78, 

filamented  71,  nonfilamented  7;  lympho- 
cytes 17;  monocytes  3;  and  eosinophils  2. 
The  urinalysis  was  negative  except  for  oc- 
casional red  blood  cells  and  clumps  of  white 
blood  cells.  Radiographs  disclosed  normal 
heart  and  lungs.  Abdominal  films  showed 
no  organ  enlargements,  free  air,  nor  any 
findings  suggestive  of  intestinal  obstruction. 
The  electrocardiogram  was  within  normal 
limits. 

The  preoperative  diagnoses  considered  and 
in  their  order  of  probability  were  acute  ap- 
pendicitis, acute  salpingitis,  and  retrograde 
menstrual  flow  through  the  right  fallopian  . 
tube,  resulting  in  hemoperitoneinn,  possible 
ectopic  pregnancy,  and  rupture  of  a men- 
strual corpus  luteum. 

Approximately  four-and-one-half  hours 
after  admission  an  exploratory  celiotomy 
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through  a right  lower  pareimesial  incision 
was  performed.  On  opening  the  peritoneum, 
a large  quantity  of  bright  red  blood  was 
encountered.  This  was  immediately  suc- 
tioned, and  no  fresh  bleeding  point  was  en- 
coimtered.  The  right  fallopian  tube  was 
extremely  reddened  and  edematous,  and  the 
tail  of  a large  bright  red  blood  clot  was  found 
extruding  from  the  fimbriated  end.  The 
i blood  clot,  filling  the  entire  right  tube,  was 
milked  out.  Further  exploration  revealed  a 
noninflamed  appendix.  The  left  ovary  and 
tube  were  adherent  to  the  sigmoid  colon  but 
were  grossly  normal.  A routine  appendec- 
tomy was  then  performed.  In  the  area  im- 
mediately adjacent  to  the  cecum  a band  ap- 
i proximately  2 inches  long,  extending  from 
j the  cecum  to  the  lateral  abdominal  wall,  was 
I found,  cut  across,  and  the  remnants  of  the 
1 band  excised.  The  postoperative  diagnosis 
was  acute  hemoperitoneiun  due  to  retro- 
i'  grade  menstrual  flow  from  the  right  fallopian 
I tube  and  congenital  peritoneal  band  between 
• the  cecum  and  the  abdominal  waU.  The 
pathologic  report  on  the  appendix  revealed 
‘ fibrosis  in  the  muscularis  layer,  but  other- 
! wise  the  appendix  was  normal.  The  patient 
had  an  imcomplicated  postoperative  course 
{ and  was  discharged  on  the  eighth  post- 
operative day. 


Comment 

Retrograde  menstrual  flow  in  a young 
female  without  any  obvious  gynecologic 
disease  or  anomaly  is  rare,  although  Samp- 
son in  1925 1 observed  blood  escaping  through 
the  abdominal  ostia  of  the  tubes  of  patients 
operated  on  during  menstruation.  Aside 
from  Sampson’s  observation,  we  were  imable 
Uo  find  another  documented  reference  in  a 
thorough  review  of  the  literature  since  1916. 

I In  1928  Ziwatoff^  reported  a case  of  a 
seventeen-year-old  girl  who  had  never 
menstruated  and  was  admitted  to  the 
hospital  with  severe  abdominal  pains. 
Examination  revealed  atresia  of  the  vagina. 
At  laparotomy  hemoperitoneum  was  found 
due  to  retrograde  blood  flow  from  the  left 
tube  into  the  abdominal  cavity.  This 
patient  was  obviously  not  identical  to  ours, 
since  in  her  case  there  was  a congenital 
! anomaly  present,  that  is,  atresia  of  the 
I vagina.  In  discussing  the  problem  of 
I catamenial  intra-abdominal  hemorrhages. 


he  mentions  other  possible  causes  of  retro- 
grade menstrual  flow,  such  as  cervical  canal 
stenosis,  submucosal  uterine  fibroids,  polyps, 
abnormal  positions  of  the  uterus,  muscular 
weakness  of  the  intra-uteral  tubal  orifices 
with  weak  compression  during  menstruation, 
retroperistalsis  of  the  tubes,  and,  finally, 
exogenous  causes  such  as  bimanual  manip- 
ulation of  the  abdomen  during  the  men- 
strual period,  curettage  of  the  uterus,  lavages, 
and  pessaries.  Sampson®  also  frequently 
observed  blood  escaping  from  the  tubes  into 
the  abdomen  during  abdominal  sin-gery  that 
had  been  preceded  by  a curettage  of  the 
uterus. 

In  1938  Mezzana^  reported  a case  of 
hemoperitoneiun  due  to  rupture  of  a men- 
strual corpus  luteum  in  a sixteen-year-old 
girl.  In  his  discussion  of  the  causes  of 
abdominal  hemorrhages,  he  mentioned  the 
imperforate  hymen  and  the  menstruating 
salpinx  as  additional  causes  of  retrograde 
menstrual  flow.  In  regard  to  the  so-caUed 
menstruating  salpinx,  in  1928  Novak  and 
Everett®  studied  the  fallopian  tubes  from 
136  cases.  They  were  able  to  show  that  the 
tuhal  mucosa  does  not  bleed  in  the  men- 
strual process,  but  definite  cyclical  changes 
occur  in  its  epitheliiun  comparable  to  the 
changes  of  the  endometrium.  These  ob- 
servations, therefore,  would  seem  to  deny 
the  existence  of  a “menstruating  salpinx.” 

Retrograde  menstrual  flow  also  touches  on 
the  work  of  Sampson  ^ who  championed  the 
implantation  theory  as  one  of  the  causes  of 
peritoneal  endometriosis.  According  to  this 
theory,  peritoneal  endometriosis  is  due  to 
implantations  arising  from  fragments  of 
endometrial  tissue  which  have  escaped  into 
the  peritoneal  cavity  from  the  fallopian 
tubes.  These  bits  of  tissue  are  transported 
by  the  backflow  of  menstrual  blood  into  the 
tubes  at  the  time  of  menstruation.  Samp- 
son® based  his  theory  on  the  fact  that  he 
actually  observed  blood  escaping  from  the 
tubes  into  the  abdomen  on  women  operated 
on  during  menstruation.  Bits  of  endometrial 
tissue  were  found  in  the  lumens  of  some  of 
these  tubes.  Novak’  disputed  the  retro- 
grade menstrual  flow  theory  of  endometrio- 
sis, since  he  felt  that  the  endometrial  frag- 
ments were  too  large  to  pass  through  the 
narrow  intramural  part  of  the  tubal  lumen. 
He  suggested  that  the  endometrial  tissue, 
arising  from  ruptmred  peritoneal  or  ovarian 
endometrial  cysts,  was  transported  to  the 
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fimbriated  tubal  opening  and  thence  into 
the  tube,  as  occurs  with  an  ovum  at  the 
time  of  ovulation.  Our  case  supports 
Sampson’s®  observation  of  retrograde  men- 
strual flow  which  occurs  in  the  normal 
female. 

Since  retrograde  menstrual  flow  may  simu- 
late appendicitis,  as  it  did  in  our  patient, 
the  problem  of  appendicitis  occurring  during 
menstruation  must  be  given  some  thought. 
Levi®  made  a careful  study  of  the  records  of 
725  women  who  had  appendectomies  per- 
formed in  three  hospitals  in  the  Boston  area. 
Of  the  patients,  242  were  between  the  ages 
of  eleven  to  fifty,  the  menstruating  years. 
Of  these,  24  were  operated  on  during  men- 
struation, and  only  9 had  acute  appendicitis. 
The  remaining  15,  or  nearly  two  thirds  of  the 
patients  operated  on  during  the  menstrual 
period,  did  not  have  appendicitis.  Sneier- 
son*  reported  only  3 cases  of  pathologically 
verified  appendicitis  which  occurred  during 
menstruation  out  of  a total  of  800  female 
cases  who  had  appendectomies  for  acute  ap- 
pendicitis. However,  Sneierson  does  not 
mention  the  age  range  of  the  800  patients 
nor  the  total  number  who  were  operated  on 
during  the  child-bearing  years.  From  the 
literature,  then,  one  could  conclude  that 
acute  appendicitis  during  a menstrual  cycle 
is  uncoirunon. 

The  differential  diagnosis  of  diseases  in  the 
lower  abdominal  and  pelvic  regions  is 
usually  difficult  during  menstruation.  Levi® 
mentions  conditions  which  may  occur  during 
menstruation  and  simulate  appendicitis, 
such  as  retroverted  uterus  with  backing  up 
of  blood  through  the  tubes,  causing  a certain 
amount  of  chemical  irritation  of  the  peri- 
toneum. The  implants  of  endometriosis 
may  shed  blood  during  menses,  causing 
similar  peritoneal  irritation.  He  also  men- 
tions a bleeding  chocolate  cyst  of  the  right 
ovary  which,  causes  a clinical  picture  similar 
to  appendicitis.  Hromada  in  1927'“  re- 
ported a case  of  intra-abdominal  hemor- 
rhage from  a follicular  cyst  of  the  right  ovary 
during  menstruation  simulating  acute  ap- 
pendicitis. Orth  in  1928"  reported  a case  of 
appendicitis  in  a twenty -five-year-old  female, 
followed  in  a few  days  by  menstruation  and 
hemorrhage,  first  from  a hemorrhagic  corpus 
luteum  cyst  of  the  right  ovary  and  then, 
twenty-four  hours  later,  hemorrhage  again 
from  a ruptured  follicle  of  the  left  ovary. 
Three  separate  laparotomies  were  required. 


showing  how  confusing  the  situation  can  be- 
come at  the  time  of  the  menstrual  period. 
Levi®  and  Orth"  make  a plea  for  a proper 
incision,  such  as  a low  midline  abdominal 
(Levi),  so  that,  since  frequently  the  disease 
encountered  may  not  be  in  the  appendix  but 
perhaps  in  gynecologic  organs,  proper  exam- 
ination may  be  made  and  corrective 
surgery  carried  out. 

Summary 

Retrograde  menstrual  flow  in  the  normal 
female,  simulating  acute  appendicitis,  has 
brought  into  sharp  focus  the  following 
clinical  problems: 

First,  retrograde  menstrual  flow  may  occur 
normally,  in  association  with  congenital 
anomalies,  or  with  other  exogenous  causes. 
If  it  occurs  through  the  right  tube,  it  may 
simulate  appendicitis,  as  it  did  in  our  patient. 

Second,  retrograde  menstruation  occurring 
in  a normal  female,  as  observed  by  us,  con- 
firms Sampson’s  original  observation. 

Third,  the  literature  has  given  the  im- 
pression that  appendicitis  is  imcommon 
during  menstruation. 

Fourth,  there  are  many  other  conditions 
which  may  simulate  appendicitis  at  the  time 
of  the  menses,  making  the  differential 
diagnosis  extremely  difficult. 

Finally,  a proper  abdominal  incision  has 
been  stressed  for  surgery  performed  during 
menstruation,  since,  frequently,  diseases 
other  than  appendicitis  will  be  foimd  and 
attended  to  without  necessitating  a second 
incision. 
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Urinary  retention  is  quite  a common 
phenomenon.  Fecal  impaction,  although 
not  as  common,  is  a clinical  finding  familiar 
to  most  physicians.  However,  urinary  re- 
tention caused  by  fecal  impaction  is  ex- 
tremely rare.  In  reviewing  the  literature  on 
this  subject, only  2 other  cases  have  been 
reported.®’ 

Complete  urinary  retention  arises  from 
diseases  of  the  lower  urinary  tract  or  from 
diseases  of  adjacent  organs.  In  young 
patients  meatal  stenosis,  urethral  valves,  or 
severe  bladder  neck  contractures  are  the 
major  mechanical  causes  of  urinary  reten- 
tion. Inflammatory  diseases  of  the  urethra 
or  prostate,  as  weU  as  bladder  neck  contrac- 
ture, are  responsible  for  urinary  retention  in 
the  age  group  from  twenty  to  forty-five 
years.  In  the  older  male  prostatic  hyper- 
trophy or  carcinoma  of  the  prostate  fre- 
quently initiates  urinary  retention.  Me- 
chanical obstruction  from  diseases  of  the 
prostate  gland  is  the  greatest  single  cause  of 
urinary  retention  arising  from  within  or 
without  the  urinary  tract. 

Urinary  retention,  resulting  from  diseases 
of  the  organs  adjacent  to  the  bladder  neck 
and  urethra,  is  not  seen  frequently.  How- 
ever, of  these,  diseases  of  the  uterus  or  cervix 
are  most  common  as  causes  of  obstruction. 

The  pregnant  uterus  is  occasionally  re- 
sponsible for  iu*inary  retention.  We  be- 
lieve this  is  caused  by  pressure  on  and 
angulation  of  the  bladder  neck  and  lu'ethra 
by  the  gravid  uterus,  retroverted  and  un- 
able to  rise  out  of  the  pelvis  in  the  fourth  or 
fifth  month.  The  urinary  retention  here  is 


cured  by  manipulation  of  the  uterus  and  by 
bringing  the  fimdus  out  of  the  pelvis  where 
it  has  been  trapped.  This  may  be  a difficult 
procedure  if  fibroid  tumors  are  associated 
with  the  pregnancy.  This  same  situation 
can  arise  where  large  pelvic  tumors  or  strate- 
gically placed  fibroids,  in  the  nongravid 
uterus,  cause  similar  pressure.  Perirectal 
abscesses  or  carcinoma,  arising  from  the 
anterior  waU  of  the  rectum,  have  been  known 
to  cause  urinary  retention. 

The  following  is  a case  report  of  urinary 
retention  resulting  from  fecal  impaction  in  a 
child.  In  addition,  the  impaction  caused 
upper  urinary  tract  changes,  characterized 
by  hydronephrosis  and  hydro-ureter.  This 
report  is  the  third  published  case  of  fecal 
impaction  as  a cause  of  urinary  retention 
and  is  the  first  describing  upper  tract 
changes. 

Case  report 

This  six-year-old  child  was  first  examined 
on  December  15,  1961,  because  of  intermit- 
tent lower  abdominal  pain  of  four  days  du- 
ration. There  was  also  a slightly  elevated 
temperature  of  one  day’s  duration.  The 
child  had  had  infrequent  bowel  movements 
during  the  past  week.  The  parents  stated 
that  otherwise  her  bowel  movements  were 
regular.  The  past  history  was  non- 
contributory. 

A physical  examination  revealed  bilateral 
costovertebral  angle  tenderness.  After  void- 
ing, there  was  a large  nontender,  hard, 
fixed  suprapubic  mass,  suggestive  of  a full 
bladder.  An  urinalysis  revealed  a protein 
of  4 plus,  with  no  sugar,  and,  microscopically, 
loaded  with  pus  cells. 

Although,  there  had  been  no  urinary  com- 
plaints, a diagnosis  of  bladder  tumor  was 
made,  and  prompt  hospitalization  was 
recommended.  The  parents  refused,  but 
two  days  later  the  child  was  admitted  to 
Mid-Island  Hospital  in  acute  urinary  reten- 
tion, with  a temperature  of  102  F.  A 
number  12  Foley  catheter  was  inserted  into 
the  bladder,  and  250  cc.  of  cloudy  urine 
were  removed  from  it.  On  examination  the 
previously  described  mass  was  still  present. 
The  child  did  not  tolerate  an  indwelling 
catheter,  and  it  was  removed  after  twelve 
hours.  Difficult,  but  spontaneous  voiding 
occurred,  thereafter. 

An  intravenous  pyelogram  was  performed 
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FIGURE  1.  (A)  Anteroposterior  view  of  intrave- 
nous pyelogram  showing  ureteral  deviation  and  di- 
latation by  impacted  fecal  mass.  (B)  Oblique  view 
showing  deviation  and  dilatation  of  ureters  and 
pressure  on  bladder  by  fecal  mass. 

on  December  18,  1961.  The  preliminary 
flat  plate  of  the  abdomen  revealed  consider- 
able fecal  accumulation  within  the  colon. 
The  renal  and  psoas  shadows  were  incom- 
pletely visualized.  Following  the  adminis- 
tration of  diatrizoate  methylglucamine 
(Renografin),  there  was  prompt  excretion, 
bilateraUy,  of  contrast  medium.  There  was 
evidence  of  bilateral  hydronephrosis  and 
ureteral  ectasia,  with  displacement  of  both 
ureters  laterally.  The  bladder  was  en- 
larged and  not  well  visualized  (Fig.  1). 

At  cystoscopy,  on  December  19,  1961, 
under  general  anesthesia  a number  16  Fr. 
panendoscope  was  introduced  into  the 
bladder  with  ease.  The  floor  of  the  bladder 
was  elevated  by  a retrovesical  mass.  The 
instrument  could  not  be  depressed  in  the 


FIGURE  2.  Intravenous  pyelogram  showing  return 
to  normal  of  ureters  and  bladder,  following  removal 
of  feces. 


bladder,  and  the  patient  was  placed  in 
marked  Trendelenburg  position  for  the 
procedure.  The  bladder  and  urethral  mu- 
cosa showed  inflammatory  changes  of  cystitis 
and  urethritis.  A rectal  examination,  per- 
formed with  the  cystoscope  in  place,  revealed 
a large  fecal  mass.  The  cystoscope  was  re- 
moved, and  the  hard  fecal  mass  was  broken 
digitally  and  removed.  Approximately  4 
poimds  of  feces  were  removed  from  the  rec- 
tum, and  most  of  the  abdominal  mass  dis- 
appeared. The  patient  left  the  operating 
room  in  good  condition. 

Postoperatively,  the  patient  voided  well 
and  had  no  discomfort.  The  temperature 
returned  to  normal.  More  feces  were  re- 
moved by  enemas.  A barium  enema  was 
performed  on  December  22,  1961.  The 
entire  large  bowel  was  increased  in  caliber 
and  length  to  a notable  degree.  A diagnosis 
of  megacolon  was  made. 

The  child  continued  to  urinate  spontane- 
ously and  had  a normal  bowel  movement  on 
December  23,  1961.  On  December  24,  1961, 
the  child  was  discharged  asymptomatic  and 
afebrile.  On  January  16,  1962,  she  was 
examined  in  the  office  and  had  no  urinary 
complaints.  Abdominal  examination  re- 
vealed no  masses.  An  urinalysis  was  within 
normal  limits.  The  patient  was  on  a bowel 
regime  supplied  by  her  pediatrician 
(N.  B.S.). 
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On  January  23,  1962,  one  month  after 
discharge  from  the  hospital,  an  intravenous 
pyelogram  was  performed,  revealing  normal 
upper  tracts.  There  was  slight  dilatation  of 
the  ureters,  but  no  deviation.  The  bladder 
floor  was  slightly  elevated  and  there  was  a 
minimal  residual  urine  on  postvoiding  film 
(Fig.  2).  Since  this  visit,  there  have  been 
no  further  urinary  complaints.  Successive 
examinations  have  revealed  no  change  in  the 
patients’  bowel  status. 

jcomment 

I This  case  demonstrates  the  almost  imbe- 
lievable  fact  that  a child  can  accumulate  a 
large  fecal  impaction  without  imusual  com- 
plaints and  with  an  attentive  parent  be- 
lieving that  she  is  having  normal,  daily 
bowel  movements. 

j Fecal  impaction  is  most  commonly  ob- 
iserved  in  young  and  aged  patients.  In 
Ichildren  megacolon  or  emotional  factors  are 
jconsidered  the  primary  causes,  while  in  the 
lelderly  it  is  atonia  of  the  bowel  or  organic 
pathologic  conditions.  The  2 previously 
reported  cases  of  acute  urinary  retention  due 
to  fecal  impaction  occurred  in  females,  one 
twelve  years  and  the  other  sixty -five  years  of 
|age.^'  ® 

I Fecal  impaction  results  in  urinary  reten- 
ition  by  causing  marked  angulation  of  the 
jurethra  by  the  extrinsic  pressure.  The 
intracystic  voiding  pressure  is  not  capable  of 
overcoming  the  increased  urethral  resistance 
resulting  from  the  urethral  angulation.  This 
is  in  agreement  with  the  opinions  of  Ney 
and  Hyman.’  Ureteral  deviation  with  hy- 
jdro-ureter  and  hydronephrosis  is  caused  by 
pirect  pressure  of  the  mass  at  the  distal  por- 
jtion  of  the  ureters. 

The  size  and  location  of  the  fecal  impac- 
tion will  determine  its  effect  on  the  urinary 
(tract.  In  the  present  case  the  size  of  the 
fecal  impaction  was  responsible  not  only  for 
urinary  retention  but  also  for  upper  urinary 
tract  obstruction.  In  the  previously  re- 
ported cases  of  urinary  retention  no  men- 
tion is  made  of  the  upper  urinary  tract. 
Ureteral  obstruction  by  fecal  masses  in  the 

I rectum  or  sigmoid  without  bladder  neck 
obstruction  have  been  reported.  ® Treat- 
jment  consists  of  evacuation  of  the  fecal 


impaction.  The  urinary  symptoms  resolve 
promptly.  The  bowel,  however,  requires 
additional  study  and  treatment.  Our  pa- 
tient showed  evidence  of  megacolon,  and 
she  is  now  being  treated. 

Lesser  degrees  of  bowel  distention  may 
cause  urinary  problems.  In  children  con- 
stipation may  be  a cause  of  incomplete 
urinary  retention.  The  mass  of  collected 
feces,  causing  urethral  pressure  and  angula- 
tion, results  in  incomplete  voiding  with  a 
residual  urine  rather  than  acute  urinary  re- 
tention. This  may  explain  a number  of  the 
unexplained  cases  of  recurrent  cystitis  in 
female  children.  As  a chronic  condition, 
constipation  may  result  in  the  enlarged 
bladder  with  or  without  trabeculation 
(megacystitis  syndrome),  with  no  evidence 
of  intrinsic  urethral  or  bladder  neck  patho- 
logic conditions.  Bowel  habits  should  be 
checked  in  all  patients  with  lower  urinary 
tract  complaints.  It  is  hoped  that  further 
studies  of  this  problem  will  define  more 
clearly  this  etiologic  factor  in  urinary  tract 
disorders. 


Summary 

A case  of  urinary  retention  with  bilateral 
hydronephrosis  and  ureteral  deviation  due  to 
fecal  impaction  in  a young  female  has  been 
presented.  The  urinary  symptoms  were 
resolved  by  removal  of  the  fecal  impaction. 
It  is  a reminder  that  disorders  of  the  organs 
adjacent  to  the  urinary  tract  must  always 
be  considered  in  the  diagnosis  of  urinary 
tract  disease. 
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Report  of  First  Six  Months 
Activities  of  the  Poison 
Control  Center  in  1963 


During  the  first  six  months  of  1963 
nearly  9,000  incidents  were  reported  to  the 
New  York  City  Poison  Control  Center. 
This  is  in  excess  of  340  more  incidents  than 
were  reported  in  a comparable  period  of 
1962. 

Internal  medications  were  responsible  for 
the  highest  number,  or  42  per  cent,  of 
poisonings.  Brooklyn  reported  the  highest 
number  of  incidents,  2,539,  or  over  28  per 
cent.  Manhattan  was  second.  Queens  was 
third,  Bronx  was  fourth,  and  an  unusually 
small  munber  of  incidents  were  reported 
from  Richmond.  This  does  not  necessarily 
mean  that  poisonings  are  uncommon  in  that 
borough  but  that  perhaps  reporting  is 
incomplete. 

The  agencies  reporting  the  largest  number 
of  incidents  (nearly  48  per  cent)  were  New 
York  City  Hospitals.  The  next  most 
frequent  source  was  the  private  individual 
or  the  families  in  which  the  poisoning  oc- 
curred. Together  these  two  sources  con- 
tribute over  80  per  cent  of  the  total  of  re- 
ported incidents.  A relatively  large  number 
of  incidents  reported  from  out  of  town 
attests  to  the  regional  activities  of  the  New 
York  City  Poison  Control  Center.  Nearly 
18.6  per  cent  of  all  reported  incidents  were 
reported  by  an  out-of-town  agency. 

At  all  ages  internal  medications  were  the 
chief  offenders.  Many  other  incidents  were 
caused  by  external  medications,  detergents, 
bleaches,  cosmetics,  and  solvents.  The 


large  number  of  lead  poisonings  is  due  to  the 
intensified  efforts  of  the  Department  to 
discover  cases  as  early  as  possible  when 
they  are  in  the  asymptomatic  stage.  The 
intensive  professional  education  program 
conducted  by  the  Department  has  been 
instrumental  also  in  making  many  practicing 
physicians  conscious  of  lead  poisoning  and 
of  diagnosing  such  cases  with  greater  fre- 
quency than  ever  before. 

The  under-two-year-old  age  group  be- 
comes involved  in  poisonings  caused  by 
products  which  can  be  foimd  at  a low  level, 
such  as  detergents,  bleaches,  cosmetics, 
insecticides,  rodenticides,  and  other  miscel- 
laneous products  that  are  generally  stored 
on  the  floor  or  under  the  kitchen  sink  where 
the  crawler  can  obtain  them  easily.  On  the 
other  hand,  the  child  of  two  years  and  older, 
the  climber,  is  more  apt  to  be  poisoned  from 
medications  which  he  finds  in  medicine 
cabinets  or  on  shelves  or  dressers.  Lead 
poisoning  is  almost  entirely  limited  to  chil- 
dren under  six  years  of  age.  They  fall  prey 
to  this  malady  from  chewing  painted 
plaster  from  the  walls,  painted  peelings  from 
the  ceiling,  or  from  gnawing  at  paint 
surfaces  on  window  siUs.  Unfortimately, 
parents  are  not  sufficiently  aware  of  the 
harmful  effect  of  such  practices.  The 
frequent  association  of  pica  with  lead  poison- 
ing has  been  pointed  out  previously,  and 
physicians  are  reminded  again  to  inquire 
routinely  when  examining  infants  and  chil- 
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dren  whether,  the  children  are  suffering  from 
pica.  If  they  are,  such  children  should  have 
a lead  blood  determination  done,  and  if  the 
lead  blood  content  is  0.06  mg.  per  100  ml.  of 
blood,  such  children  should  be  further 
investigated  and  treated  for  lead  poisoning. 
Because  of  the  earlier  case  finding  technics 
employed  by  the  Department  of  Health,  the 
case  fatality  rate  of  lead  poisoning  has  been 
reduced  markedly  in  the  past  two  years 
from  a rate  of  from  15  to  20  per  cent  to  less 
than  3 per  cent  at  present.  Thus  far  this 
year  4 fatalities  from  lead  poisoning  have 
occurred.  This  compares  favorably  with  5 
fatalities  in  the  previous  year  and  with 
approximately  10  fatalities  in  each  six-month 
period  prior  to  1961. 

More  incidents  occur  in  the  two-year-old 
age  group  than  in  any  other  single  age  group. 
This  is  a dangerous  age  as  far  as  accidents 
and  accidental  poisonings  are  concerned, 
and  physicians  can  be  very  helpful  in 
preventing  many  incidents  by  providing 
anticipatory  guidance  to  families  who  have 
children  in  this  age  group. 

Nearly  57  per  cent  of  all  poisonings  oc- 
curred in  the  first  five  years  of  life.  This  is 
a very  vulnerable  group  and  deserves  the 
highest  priority  in  accident  prevention. 
The  very  high  incidence  of  accidental  poison- 
ings in  young  children  also  highlights  the 
total  ineffectiveness  of  the  so-called  “safety 
closures”  or  safety  caps  on  bottles  containing 
chemical  products  and  drugs. 

The  incidence  of  poisonings  due  to  aspirin 
and  barbiturates,  the  two  chief  offenders, 
was  studied.  Aspirin  causes  nearly  10  per 
cent  of  aU  poisonings,  and  barbiturates  were 
responsible  for  7.3  per  cent  of  all  poisonings. 
In  the  aspirin  poisonings,  baby  aspirins 
caused  more  incidents  than  aspirins  for 
adults.  There  is  a concentration  of  aspirin 
poisonings  between  the  ages  of  one  and  five 
years,  and  another  slight  increase  in  incidents 
due  to  aspirin  is  noted  between  the  ages  of 
fourteen  and  nineteen.  This  is  probably  due 
to  attempted  suicide  by  adolescents.  As 
far  as  barbiturates  are  concerned,  there  is  a 
relatively  larger  number  of  incidents  at  ages 
two  and  three  and  another  increase  between 
the  seventeen-  to  nineteen-year-old  group, 
again  possibly  due  to  the  frequency  of 
attempted  suicide  in  adolescents.  However, 
the  highest  number  of  poisonings  caused  by 
barbiturates  is  in  the  adult  group  due  to 
overdosages  and  attempted  suicides. 


A female  preponderance  is  noted  in  the 
adolescent  group,  but  this  perhaps  results 
from  the  fact  that  most  of  the  poisonings 
in  this  age  group  were  with  suicidal  intent 
and  not  accidental.  The  female  adoles- 
cent resorts  to  attempted  suicide  more 
frequently  than  the  male.  The  impulsive- 
ness of  the  female  may  be  a factor. 

A marked  variation  in  incidence  of  poison- 
ing is  observed  not  only  by  borough  but  also 
by  district  of  residence.  For  example,  in 
Manhattan  the  largest  number  of  incidents 
were  reported  from  the  Lower  East  Side 
with  the  Lower  West  Side  following  closely, 
with  267  and  266  incidents  respectively. 
Central  Harlem  reported  the  lowest  number 
of  incidents,  175.  In  the  Bronx,  Fordham- 
Riverdale  reported  the  highest  number  of 
incidents  with  Mott  Haven  the  lowest.  In 
Brooklyn,  Flatbush  reported  the  highest 
number  of  incidents  and  Williamsburgh- 
Greenpoint  the  lowest.  In  Queens  the 
highest  number  of  incidents  were  reported 
from  Flushing  and  the  lowest  from  Corona. 
There  appears  to  be  a preponderance  in  the 
higher  socioeconomic  districts.  This  may 
be  because  of  better  reporting  and,  or  a 
larger  number  of  children  in  these  districts. 
As  a matter  of  fact,  with  the  exception  of 
Fordham-Riverdale,  aU  the  high  districts 
have  the  largest  child  population. 

A total  of  88  fatalities  from  accidental 
poisonings  occurred  from  January  to  Jime, 
1963.  Barbiturates  contributed  the  largest 
number  of  fatalities,  13,  being  responsible 
for  nearly  15  per  cent  of  the  total.  All  of 
these  fatalities  occurred  in  individuals 
twenty-one  years  old  and  over.  Narcotics 
were  responsible  for  the  next  largest  nmnber 
of  fatalities,  9,  and  7 of  these  were  also  in 
adults.  Six  fatalities  occurred  in  the  under 
four-year -old  age  group.  As  a matter  of 
fact,  this  was  the  total  number  of  fatalities 
reported  in  the  under  fifteen-year-old  group. 
Lead  was  responsible  for  50  per  cent  of  the 
fatalities  in  children  under  fifteen  years  of 
age.  Another  death  was  caused  by  plastic 
bag  suffocation,  one  to  aspirin,  and  one  to 
methyl  alcohol  ingestion.  Of  all  the  poison- 
ings where  the  victim’s  sex  was  known  53,  or 
61.7  per  cent,  were  in  the  male  and  38.3  per 
cent  in  the  female,  a marked  male  prepon- 
derance. The  fatalities  reported  in  the 
older-age  groups  were  caused  by  over- 
dosages, in  many  instances  undoubtedly 
with  suicidal  intent. 
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Washington,  D.  C. 

Deputy  Assistant  Secretary  of  Defense 
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One  of  the  major  tools  in  fighting  a 
nuclear  war,  if  it  should  be  forced  on  us,  is 
getting  adequate  shielding  against  radiation. 
Fallout  shelters  are  the  only  presently  avail- 
able method  for  protecting  the  population 
against  radiation  fallout.  The  shelter  pro- 
gram also  provides  a focal  point  about  which 
we  can  organize  various  skills  — a place  to  go, 
a place  to  plan,  a place  to  develop  an  organ- 
ization. It  also  provides  a focal  point 
against  which  we  can  develop  other  types  of 
protective  measures.  As  a chemical  threat 
becomes  more  real,  as  the  biologic  threat  be- 
comes more  manageable,  the  shelter  area 
provides  at  least  a point  from  which  we  can 
start  planning  to  develop  a protection  against 
that  type  of  hazard. 

When  we  consider  the  hazard  of  radia- 
tion in  a nuclear  war,  there  are  two  variables 
that  affect  the  degree  of  the  hazard.  One  is 
the  changes  in  the  nuclear  levels  which  both 
we  and  other  people  in  the  world  have.  This 
capability  is  increasing  at  a very  rapid  rate. 
Projections  are  going  upward,  and  they  wiU 
go  up  steadily  for  the  next  five  to  ten  years. 
The  second  type  of  effect  on  the  jeopardy 

Presented  at  the  tenth  annual  National  Conference  on 
Disaster  Medical  Care,  Chicago,  Illinois,  June  23,  1962. 


introduced  by  a nuclear  attack  relates  to  the 
type  of  the  attack  itself.  One  of  the  ad- 
vantages of  having  the  Civil  Defense  pro- 
gram in  the  Department  of  Defense  has  been 
the  access  to  all  of  the  detailed  military 
planning  on  the  effects  of  nuclear  weapons. 
The  different  types  of  attack,  the  location  of 
targets,  the  location  of  possible  targets,  the 
information  on  weapon  reliability,  on  guid- 
ance errors— aU  of  these  factors  affect  the 
degree  to  which  death  wiU  rain  on  this 
country  in  case  we  get  into  a nuclear  war. 

For  the  next  five  years,  and  projecting 
the  capabilities  which  we  anticipate  during 
the  next  five  years,  a nuclear  attack  will 
leave  some  60  million  survivors  who  will  die 
from  radiation  within  two  or  three  weeks 
subsequent  to  the  attack.  There  will  be 
60  million  people  who  will  come  through  the 
effects  of  fire  and  blast  but  will  be  killed  by 
radiation  resulting  from  fallout.  This  is  in 
case  there  is  an  attack  against  population 
centers,  attacks  against  cities,  and  attacks 
designed  to  kill  as  many  people  as  possible. 
Another  type  of  attack,  which  is  also  at  least 
as  likely  as  a population  attack,  is  a counter- 
force attack.  This  is  an  attack  directed  at 
trying  to  blunt  our  military  might,  trying 
to  knock  out  the  SAC  (Strategic  Air  Com- 
mand) bases  and  our  missile  bases.  In  this 
type  of  attack  on  this  coimtry  there  will  be 
120  million  people  who  wiU  survive  the  effects 
of  fire  and  blast  but  who  will  die  from  fallout 
unless  we  take  action. 

That  is  60  million  people  in  a population 
attack  and  120  miUion  people  in  a counter- 
force attack  who  can  be  saved  if  we  place 
these  people  in  shelters  having  a protective 
factor  of  100  or  better.  Now  during  the  next 
two  or  three  years  most  of  these  lives  can  be 
saved  by  placing  these  people  in  shelters 
which  have  a protective  factor  of  50  or 
better.  In  other  words,  as  the  levels  of 
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attack  capability  go  up,  the  need  for  in- 
creasing protection  also  goes  up. 

Where  do  we  stand  at  the  present  time 
on  getting  a shelter  system  and  the  kind  of 
shielding  which  permits  us  to  save  persons 
who  survive  the  immediate  attack  but  who 
will  be  killed  by  the  fallout  effects?  In  the 
city  of  Chicago  as  of  today,  we  have  located 
nearly  5.5  million  places  where  people 
can  go.  In  the  country  as  of  today,  we 
have  located  nearly  60  million  spaces  which 
have  a protective  factor  of  100  or  more.  We 
have  located  20  million  additional  spaces 
which  have  a protective  factor  of  between  70 
and  100.  We  have  located  40  million  addi- 
tional spaces  which  have  a protective  factor 
of  between  40  and  70,  and  we  have  located 
80  million  spaces  which  have  a protective 
factor  of  between  20  and  40.  Now  these 
spaces  are  not,  at  the  present  time,  usable 
spaces.  They  have  been  identified.  They 
have  been  analyzed.  We  know  what  streets 
they  are  on,  we  know  what  buildings  they 
are  in,  we  know  what  floors  in  which  build- 
ings they  are  in.  The  job  now  is  to  get  a 
permit  to  use  this  space,  to  have  the  build- 
ing owners,  most  of  them  private,  sign 
license  agreements,  and  then  we  will  move 
supplies  into  this  particular  space. 

I would  like  first  to  discuss  why  we  settled 
on  a protective  factor  of  100.  I said  that 
during  the  next  four  or  five  years  there  wiU 
be  many  lives  saved  by  having  a protective 
factor  of  20,  40,  70,  or  up.  But  we  are  desir- 
ing in  this  particular  phase  of  the  program 
to  develop  additional  space  which  meets  the 
needs  five  to  ten  years  in  the  future.  We 
have  done  very  careful  analysis,  and  there  is 
very  little  which  is  gained  in  the  way  of  life- 
saving potential  in  going  higher  than  a pro- 
tective factor  of  100.  Although  in  practi- 
cally every  part  of  the  country  there  are  and 
will  be  certain  very  small  hot  spots  which 
after  two  weeks  must  be  either  rendered 
safe  by  very  effective  decontamination  ac- 
tion, or  must  be  evacuated,  these  areas  can 
be  measured  in  very  small  numbers  of 
square  miles. 

Shielding 

In  addition  to  the  shielding  standards 
which  we  have  established  as  a result  of 
these  fairly  careful  computer  analyses  of 
what  can  be  done  to  save  lives,  how  much 
shielding  really  is  required?  How  much 


shielding  is  available?  We  also  have  looked 
closely  at  the  environmental  standards 
which  are  required  to  bring  life  through  this 
very  trying  time.  Environmental  stand- 
ards, as  you  in  medicine  know,  are  things 
which  I have  found  that  doctors  can  have 
certain  measures  of  disagreement  on.  Now, 
we  have  had  to  be  somewhat  arbitrary  here. 
There  have  been  tests  run  at  5.4  square 
feet  per  person  for  two  weeks  by  the  Ger- 
mans. 

There  have  been  tests  run  at  8.7  square 
feet  for  two  weeks  for  300  people  in  this 
country.  There  have  been  test  runs  at  10, 
12,  and  15  square  feet.  Because  of  the 
inability  to  define  the  method  precisely  for, 
shall  we  say,  “shut  indoors,”  we  have  de- 
cided it  is  better  to  design  a system  which 
has  a small  margin  of  safety,  a small  margin 
of  flexibility,  so  that  if  the  planning  is  not 
perfect  and  you  have  more  people  than  you 
expect,  there  wiU  not  be  death  resulting. 

We  have  settled  on  10  square  feet  even 
though  there  are  very  substantial  test  data 
operating  at  5.4  square  feet  where  people 
have  lived  successfully  for  between  two  and 
three  weeks.  One  of  the  check  points  is 
that  we  have  had  a research  program  trying 
to  find  verification  in  history  of  the  real 
needs  of  the  human  body  in  the  way  of 
space.  Some  of  the  studies  of  slave  ships 
indicate  that  instead  of  our  criteria  of  65 
cubic  feet  per  person,  which  is  10  square  feet 
and  6.5  feet  ceiling  height,  the  British  estab- 
lished a legal  standard  for  slave  ships  of  25 
cubic  feet,  practically  one-third  the  standard 
which  we  are  presently  introducing.  The 
economics  of  the  slave  trade  by  people  who 
were  carrying  bodies  or  carrying  people 
for  five  to  sbc  weeks  across  the  tropics  in- 
dicated that  it  was  more  profitable  for  the 
ship  owners  to  carry  people  in  areas  of  about 
6 cubic  feet  per  person.  That  gives  you 
some  set  of  parameters  on  which  you  can 
check  the  feasibility  of  the  type  of  standards 
which  we  have  established. 

Ventilation 

Another  set  of  standards  causing  concern 
is  how  much  ventilation  is  required  because 
this  also  is  a medical  factor  in  bringing 
healthy  people  through  a very  severe  condi- 
tion. Normal  conventional  ventilation  prac- 
tice requires  between  12  and  15  cubic  feet 
of  fresh  air.  There  have  been  tests  run  at 
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6 and  3 cubic  feet.  The  Germans  again 
have  run  tests  in  their  5.4  square  feet  shelter 
space  with  about  1 cubic  foot.  Submarine 
studies  indicate  that  at  about  0.8  cubic  feet 
you  start  to  lose  people  from  lack  of  oxygen. 
We  have  settled  on  3 cubic  feet  which  is 
three  times  the  minimum  amount  required 
for  sustaining  life. 

Temperature 

Temperature  control  has  been  an  area  of 
concern.  Some  people  have  felt  that  we 
should  provide  for  air-conditioning.  We 
should  provide  cooling  in  these  shelters  aspart 
of  the  standard  under  which  we  operate.  To 
date,  we  have  not  put  in  as  a Federal  stand- 
ard any  requirement  for  air-conditioning. 
This  has  been  one  which  I admit  is  quite 
controversial.  I think  the  serious  problem 
which  we  have  in  this  area  is  that  the  Civil 
Defense  environment  really  is,  when  super- 
imposed across  our  normal,  every-day  lives, 
building  owners,  ventilation  people,  and 
people  who  are  building  buildings  which  are 
going  to  go  through  a twenty-year  hfe  span. 
People  who  can  look  at  the  temperature 
humidity  curves  that  are  available  from 
the  weather  bureau  can  be  quite  assured  that 
a condition  which  persists  1,  2,  or  5 per  cent 
of  the  time  will  occur  during  some  time  of 
the  life  of  that  building.  Our  problem  is 
very  different.  We  have  the  difficulty  of 
taking  an  admittedly  random  distribution,  a 
random  two-week  period  out  of  some  point 
in  the  future,  and  placing  that  on  the  country 
at  large. 

I have  not  seen  any  figures  which  indicate 
that  there  is  more  than  a fraction  of  more 
than  1 per  cent  of  the  time  that  temperature 
on  a nationwide  basis  will  be  a serious  prob- 
lem. In  some  parts  of  the  country  it  goes 
slightly  higher  than  this,  but  until  we  have 
a much  better  fix  on  the  temperature  re- 
quirements, we  are  not  planning  on  super- 
imposing that  as  an  element  in  the  shelter 
system. 

It  is  interesting  to  note  the  tremendous 
leverage  which  cost  has  on  the  total  Civil 
Defense  environment.  I don’t  think  any- 
thing else  in  our  entire  society  has  the  nulh- 
fication  factors  which  this  program  has. 
Add  $5.00  per  person  and  add  costs  over  200 
million  people,  and  you  are  adding  close  to  a 
billion  dollars  of  the  cost  out  of  the  gross 
national  product.  And  the  real  question 


is,  where  can  you  best  spend  that  billion 
dollars?  Can  you  spend  it  better  on  adding 
air-conditioning  or  on  adding  more  and  better 
shielding?  I think  that  until  we  get  a total 
protection  against  radiation  we  need  to 
maintain  a very  austere  standard,  and  we  are 
doing  that. 

Supplies 

In  addition  to  shielding,  ventilation,  and 
space,  we  also  need  to  have  supplies.  At  the 
present  time  we  are  stocking  shelters  with 
14  quarts  of  water  for  every  10  square  feet. 
Here  we  are  faced  with  a problem  of  deter- 
mining how  much  water  should  be  placed  in 
these  shelters.  This  gets  down  to  an  evalua- 
tion of  need  versus  time.  Over  vast  parts  of 
the  country  there  wiU  be  a need  to  stay  in 
shelters  for  from  five  to  seven  days,  to  the 
best  of  our  present  analysis.  In  some  areas 
two  to  three  days  will  be  adequate.  Only  in 
the  very  worst  areas  would  we  have  to  stay 
there  fourteen  days,  and  these  areas  will  be 
very  few.  We  have  settled  on  14  quarts  of 
water.  This  we  are  placing  in  a 17.5  gallon 
drum  filled  with  a thick  polyethylene  liner. 
These  are  placed  in  shelters,  and  the  cost  of 
doing  this  is  about  three  cents  a quart. 
Some  people  have  thought  we  should  use 
canned  water.  Canned  water  would  cost 
the  government  roughly  30  cents  a quart, 
nearly  ten  times  as  much.  It  would  also 
mean  a very  severe  logistics  problem  of  carry- 
ing nearly  700,000  tons  of  water  from  place 
to  place  to  stock  these  various  shelters.  So 
we  have  settled  on  a system  of  water  which 
will  be  filled  with  local  water  supplies.  The 
Public  Health  Service  will  be  utilized  to  test 
the  water  for  use  by  the  general  public  in 
shelters. 

The  cost  of  water  contains  two  factors: 
the  cost  of  the  container  and  the  cost  of 
occupying  space.  We  are  asking  building 
owners  around  the  country  to  provide  space 
of  1 cubic  foot  per  person  to  permit  us  to 
stock  these  shelters.  I think  the  real  cost  of 
going  to  a larger  water  standard,  to  say  2 
quarts  of  water  for  fourteen  days  versus  1 
quart  of  water  would  be  the  fact  that  it  would 
increase  the  volume  requirements  in  the 
storage  area  by  about  50  per  cent.  We  do 
not  feel  that  this  can  be  justified  at  the  pres- 
ent time. 

We  are  buying  10,000  calories  of  food. 
This  is  a ration  which  has  been  developed 
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with  the  assistance  of  the  National  Academy 
of  Science.  It  is  a ration  which  contains 
between  5 and  10  per  cent  of  the  calories  that 
are  obtained  from  protein.  And  here  is  an 
interesting  factor:  When  you  look  at  the 

water  and  food  needs,  it  is  very  easy  to  place 
in  shelters  food  which  will  be  a liability 
rather  than  an  asset.  If  you  let  your  protein 
content  go  too  high,  with  a hmited  amount 
of  water,  you  essentially  are  hurting  the 
shelter  population  instead  of  helping  them. 
Many  people  are  trying  to  put  in  shelters 
protein  contents  of  30,  40,  50,  or  60  per  cent. 
This  is  a very  undesirable  thing  to  do,  be- 
cause it  takes  a much  higher  water  require- 
ment. At  the  present  time,  we  have  128 
millions  pounds  of  wafers  on  order.  They 
will  be  arriving  during  the  next  few  months, 
and  will  be  moved  into  shelter  spaces  dirring 
the  next  six  or  seven  months.  We  are  buy- 
ing medical  supplies.  Here  we  are  using  the 
supphes  which  have  been  recommended  to 
us  by  the  Public  Health  Service  and  the 
Medical  Self-Help  program.  I had  thought 
that  only  lawyers  and  engineers  disagreed 
on  things  and  now  find  that  doctors  also 
disagree. 

It  is  quite  interesting  to  try  to  get 
an  agreement  on  the  kind  of  medical 
equipment  and  supplies  we  place  in  these 
shelters,  but  I think  we  have  finally  settled 
on  a group  which  is  quite  satisfactory. 

We  are  putting  a sanitation  kit  in  each 
shelter.  The  water  drums  which  are  used 


for  water  storage  will  be  used  for  sanitation 
purposes  after  the  water  has  been  used. 
This  means  that  we  can  solve  the  water 
problem,  the  sanitation  problem,  and  the 
food  requirements  for  about  $2.00  for  each 
person  in  each  shelter.  We  are  also  provid- 
ing radiologic  monitoring  equipment,  a 
geiger  counter,  a rate-meter,  and  dosimeters. 

But  these  are  only  tools,  and  I think  that 
the  real  requirement  is  to  integrate  these 
various  elements  of  civil  defense  effectively  — 
the  hardware  elements,  the  shielding,  the 
water,  and  the  medical  supphes — into  a total 
package.  I think  the  real  contribution  of 
this  type  of  group  is  to  assist  in  doing  that. 
The  real  value  and  strength  of  this  country 
is  having  people  who  are  motivated  to  want 
to  carry  hfe  through.  I am  disturbed  at  the 
people  who  are  wiUing  to  quit  before  they 
are  dead.  The  people  who  write  themselves 
off  as  being  a target  have  not  tried  to  fire 
missiles  at  Cape  Canaveral.  They  haven’t 
watched  the  test  shots  out  in  the  Pacific.  I 
think  the  failures  we  have  had  there  should 
give  some  feehng  of  confidence  that  every- 
thing that  engineers  and  mihtary  people  try 
to  do  very  often  does  not  occim.  If  it  ever 
occurs,  I do  not  think  that  any  of  us  should 
quit  in  this  future  war  before  the  time 
comes.  I said  that  there  are  60  to  110 
million  people  who  will  live  through  the  first 
fire  and  blast.  It  is  on  this  group  of  people 
that  we  are  focusing  our  attention  at  the 
present  time. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Th5rroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  ofl5ce  of  the  Journal,  750  Third  Avenue,  New 
York  17,  New  York,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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Necrology 


James  B.  McKee  Arthur,  M.D.,  of  New  York 
City,  died  on  July  17  at  the  age  of  seventy- 
seven.  Dr.  Arthur  graduated  in  1914  from 
University  and  Bellevue  Hospital  Medical 
College. 

George  Bair,  M.D.,  of  Scarsdale  and  the 
Bronx,  died  on  April  24  at  the  age  of  fifty-five. 
Dr.  Bair  graduated  in  1935  from  the  University 
of  London  Faculty  of  Medicine,  Kings  College. 
He  was  an  adjunct  pediatrician  at  the  Bronx 
Hospital.  Dr.  Bair  was  a member  of  the  Bronx 
Pediatric  Society,  the  New  York  Coimty  Med- 
ical Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Nathaniel  Preston  Brooks,  M.D.,  of  Croton- 
on-Hudson,  died  on  April  25  at  the  age  of 
eighty-two.  Dr.  Brooks  graduated  in  1907 
from  University  and  BeUevue  Hospital  Med- 
ical College.  He  was  an  honorary  physician 
at  Phelps  Memorial  Hospital  Association  (North 
Tarry  town-on-Hudson) . 

Benjamin  Dubovsky,  M.D.,  of  New  York 
City,  died  on  September  11  at  the  age  of  sev- 
enty-five. Dr.  Dubovsky  graduated  in  1917 
from  University  and  Bellevue  Hospital  Med- 
ical College.  He  was  medical  columnist 
for  The  Jewish  Daily  Forward  and  a former  in- 
structor in  clinical  pathology  at  University 
and  Bellevue  Hospital  Medical  College.  Dr. 
Dubovsky  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

David  F.  Gillette,  M.D.,  of  Syracuse,  died 
on  September  18  at  the  age  of  seventy-nine. 
Dr.  Gillette  graduated  in  1911  from  Syracuse 
University  College  of  Medicine.  Chairman 
of  the  New  York  State  Commission  for  the 
Blind,  which  he  helped  to  establish  in  1913, 
Dr.  Gillette  was  a senior  ophthalmologist  at 
Memorial  and  St.  Joseph’s  Hospitals,  a consult- 
ing ophthalmologist  at  Syracuse  Psychiatric 
Hospital,  and  a senior  consulting  ophthalmolo- 
gist at  University  Hospital.  He  was  also 
a professor  emeritus  of  ophthalmology  at 
Syracuse  University  College  of  Medicine  and 
ophthalmologist  emeritus  at  St.  Joseph’s  and 
Memorial  Hospitals.  Dr.  Gillette  was  a Dip- 
lomats of  the  American  Board  of  Ophthalmol- 
ogy, a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  the 
American  Ophthalmological  Society,  the  Pan 
American  Association  of  Ophthalmology,  the 


New  York  Academy  of  Medicine,  the  Syracuse 
Academy  of  Medicine,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Walter  Goldmann,  M.D.,  of  New  York 
City,  died  on  September  17  at  the  age  of  sixty- 
nine.  Dr.  Goldman  received  his  medical  de- 
gree from  the  University  of  Berlin  in  1921. 
He  was  an  attending  gynecologist  at  Mother 
Cabrini  Memorial  Hospital.  Dr.  Goldmann 
was  a Fellow  of  the  International  College  of 
Surgeons  and  a member  of  the  New  York 
County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Leslie  J.  Granwell,  M.D.,  of  New  York  City, 
died  on  June  2 at  the  age  of  fifty-eight.  Dr. 
Granwell  received  his  medical  degree  from 
the  University  of  Paris  in  1932.  He  was  an 
attending  physician  at  the  Medical  Arts  Cen- 
ter Hospital.  Dr.  Granwell  was  a member  of 
the  American  Academy  of  General  Practice, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Lawrence  Daniel  Greene,  M.D.,  of  Stephen- 
town,  died  on  June  13  at  the  age  of  sixty-seven. 
Dr.  Greene  graduated  in  1920  from  Albany 
Medical  College.  He  was  health  oflScer  for 
the  Town  of  Stephentown. 

Arthur  Edmund  Hoag,  M.D.,  of  New  York 
City,  died  on  July  27  at  the  age  of  seventy- 
eight.  Dr.  Hoag  graduated  in  1908  from  Cor- 
nell University  Medical  College.  He  was  a 
Fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  Industrial  Medical  Association, 
the  New  York  State  Society  of  Industrial  Medi- 
cine, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Simon  M.  Jacobs,  M.D.,  of  New  York  City, 
died  on  August  5 on  his  eighty-eighth  birthday. 
Dr.  Jacobs  graduated  in  1900  from  Baltimore 
Medical  College.  A past-president  of  the  Bronx 
County  Medical  Society,  Dr.  Jacobs  was  also 
a member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Leo  Jerome  Kelly,  M.D.,  of  Brooklyn, 
died  on  June  25  at  the  age  of  sixty-four.  Dr. 
Kelly  graduated  in  1923  from  Georgetown 
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University  School  of  Medicine.  He  was  a 
consulting  surgeon  at  St.  Mary’s  Hospital 
where  he  had  served  as  director  of  surgery  and 
of  the  Cancer  Detection  Chnic.  A former  med- 
ical examiner  in  Kings  County,  Dr.  Kelly 
was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  Brooklyn  Surgical 
Society,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

John  Stanley  Kenney,  M.D.,  of  New  York 
City,  died  on  October  6 at  the  age  of  seventy- 
six.  Dr.  Kenney  graduated  in  1909  from  Cor- 
nell University  Medical  College.  He  was  a 
senior  assisting  physician  at  St.  Vincent’s 
Hospital  and  a consulting  physician  at  St. 
Elizabeth,  Fordham,  and  Knickerbocker  Hos- 
pitals. A former  president  and  trustee  of  the 
Medical  Society  of  the  State  of  New  York,  he 
was  on  the  board  of  directors  of  United  Medical 
Service,  Inc.,  (Blue  Shield),  and  was  chair- 
man of  its  medical  policy  committee.  A 
delegate  to  the  American  Medical  Association 
from  the  Medical  Society  of  the  State  of  New 
York  for  more  than  twenty  years  he  had  served 
as  vice-president  of  the  American  Medical 
Association  from  1959  to  1960  and  in  1943  was 
president  of  the  New  York  Coimty  Medical 
Society  and  a trustee  of  the  County  Society  from 
1943  to  1948.  In  1948  he  was  appointed  to 
serve  on  the  advisory  committee  to  the  Joint 
Hospital  Survey  and  Planning  Commission  of 
the  State  of  New  York  and  remained  a member 
of  that  body  until  1961,  and  was  also  president 
of  the  New  York  State  Association  of  Blood 
Banks  from  1953  to  1958.  Dr.  Kenney  was 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Herbert  Robert  Kenyon,  M.D.,  of  New 
York  City,  died  on  July  12  at  the  age  of  sixty- 
three.  Dr.  Kenyon  graduated  in  1924  from 
Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  director  of  urology  at 
Morrisania  Hospital,  an  attending  urologist  at 
Lenox  HiU  Hospital,  chief  of  urology  at  the 
Lenox  Hill  Hospital  Outpatient  Department, 
and  consulting  urologist  at  St.  Joseph’s  (Far 
Rockaway),  Vassar  Brothers  (Poughkeepsie), 
and  the  Elizabeth  A.  Horton  Memorial  (Middle- 
town)  Hospitals.  Dr.  Kenyon  was  a Diplo- 
mate  of  the  American  Board  of  Urology  and  a 
member  of  the  American  Urological  Associa- 
tion, the  New  York  Academy  of  Medicine,  the 
New  York  Society  of  the  American  Urological 
Society,  the  New  York  Coimty  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Louis  Moses  Kommel,  M.D.,  of  Rockville 
Centre,  died  on  June  17  at  the  age  of  eighty-nine. 
Dr.  Kommel  graduated  in  1903  from  Cornell 
University  Medical  College.  He  was  a member 


of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Saul  Roy  Korey,  M.D.,  of  the  Bronx,  died  on 
September  27  at  the  age  of  forty-five.  Dr. 
Korey  graduated  in  1941  from  the  University  of 
Western  Ontario  Faculty  of  Medicine.  He  was 
professor  and  chairman  of  the  Department  of 
Neurology  at  the  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University  and  had  been 
a member  of  the  faculty  since  the  College  first 
opened  in  1955.  In  1960  he  served  as  president 
of  the  Association  for  Research  in  Nervous  and 
Mental  Diseases.  Dr.  Korey  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and 
Neurology  (Neurology)  and  a member  of  the 
American  Neurological  Association. 

Milton  Harvey  Levy,  M.D.,  of  New  York 
City,  died  on  August  22  at  the  age  of  fifty- 
five.  Dr.  Levy  received  his  medical  degree 
from  the  University  of  Zurich  in  1936.  He  was 
a member  of  the  American  Gastroscopic  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  G.  Mundell,  M.D,,  of  the  Bronx, 
died  on  August  29  at  the  age  of  eighty-four. 
Dr.  Mundell  graduated  in  1915  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Anthony  Mario  Palermo,  M.D.,  of  New  York 
City,  died  on  August  17  at  the  age  of  sixty-seven. 
Dr.  Palermo  graduated  in  1917  from  Long 
Island  College  Hospital  Medical  School.  He 
was  formerly  physician  of  the  New  York 
Giants. 

Frank  Leo  Pollack,  M.D.,  of  Brooklyn,  died 
on  June  4 at  the  age  of  fifty.  Dr.  Pollack  grad- 
uated in  1946  from  New  York  Medical  College. 
He  was  an  assistant  physician  at  Jewish  Hospital 
of  Brooklyn.  Dr.  Pollack  was  a member  of  the 
American  Geriatrics  Society,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joshua  Jesse  Rabinowitz,  M.D.,  of  Brooklyn, 
died  on  May  21  at  the  age  of  fifty-seven.  Dr. 
Rabinowitz  graduated  in  1931  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

John  Francis  Raycroft,  M.D.,  of  Brooklyn, 
died  on  September  17  at  the  age  of  sixty-six. 
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Dr.  Raycroft  graduated  in  1920  from  Long 
Island  College  Hospital  Medical  School.  He 
was  an  attending  surgeon  at  Kings  County 
Hospital  Medical  Center  and  the  Carson  C. 
Peck  Memorial  Memorial  Hospital,  a consult- 
ing surgeon  at  the  Good  Samaritan  Hospital 
(West  Islip),  and  a clinical  professor  of  surgery 
at  the  State  University  of  New  York  Down- 
state  Medical  Center.  Dr.  Raycroft  was  a 
Diplomate  of  the  American  Board  of  Surgery, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  Pan-American  Medical 
Association,  the  Brooklyn  Surgical  Society  (and 
a former  president),  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Jacob  Reibel,  M.D.,  of  Brooklyn,  died  on 
May  21  at  the  age  of  sixty-three.  Dr.  Reibel 
graduated  in  1928  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a member  of 
the  American  Academy  of  General  Practice,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Hugh  Grant  Rowell,  M.D.,  of  North  Tarry- 
town,  died  on  May  29  at  the  age  of  seventy. 
Dr.  Rowell  graduated  in  1922  from  Harvard 
University  Medical  School.  In  1943  he  retired 
as  public  health  administrator  at  Columbia 
University  and  for  twenty-five  years  he  had  been 
a consultant  and  board  member  of  the  New 
York  League  for  the  Hard  of  Hearing.  Dr. 
Rowell  was  a member  of  the  American  Public 
Health  Association. 

David  Sackin,  M.D.,  of  New  York  City,  died 
on  September  15  at  the  age  of  seventy-nine. 
Dr.  Sackin  graduated  in  1913  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  assistant  otolaryngologist 
at  Flower  and  Fifth  Avenue  Hospitals.  Dr. 
Sackin  was  a Diplomate  of  the  American  Board 
of  Otolaryngology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Sebastian  Saladino,  M.D.,  of  Brooklyn,  died 
on  May  9 at  the  age  of  eighty-one.  Dr. 
Saladino  graduated  in  1903  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Frederick  William  Schaeffer,  M.D.,  of  the 
Bronx,  died  on  June  13  at  the  age  of  seventy- 
seven.  Dr.  Schaeffer  graduated  in  1911  from 
University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  American 


Society  of  Anesthesiologists,  Inc.,  and  the  New 
York  State  Society  of  Anesthesiologists. 

Frederick  Donald  SchifF,  M.D.,  of  New 
York  City,  died  on  September  14  at  the  age  of 
eighty-five.  Dr.  Schiff  received  his  medical 
degree  from  the  University  of  Kiel  in  1901.  He 
was  a member  of  the  New  York  County  Medical 
Society  and  the  Medical  Society  of  the  State  of 
New  York. 

Bernard  Kermit  Sherman,  M.D.,  of  Brook- 
lyn, died  on  August  18  at  the  age  of  fifty-four. 
Dr.  Sherman  graduated  in  1903  from  Long  Island 
College  Medical  School.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Kings  and 
the  Medical  Society  of  the  State  of  New  York. 

Harvey  F.  Siegel,  M.D.,  of  New  York  City, 
died  on  May  3 at  the  age  of  thirty-two.  Dr. 
Siegel  graduated  in  1960  from  the  Chicago 
Medical  School. 

Max  Alvin  Sklar,  M.D.,  of  Brooklyn,  died  on 
August  10  at  the  age  of  fifty-nine.  Dr.  Sklar 
graduated  in  1930  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was 
an  assistant  physician  in  allergy  at  Maimonides 
Hospital  of  Brooklyn  and  an  assistant  physician 
at  Bellevue  Hospital.  Dr.  Sklar  was  a mem- 
ber of  the  New  York  Allergy  Society,  the  Med- 
ical Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Philip  E.  Smith,  M.D.,  of  Brooklyn,  died  on 
September  2 at  the  age  of  seventy-nine.  Dr. 
Smith  graduated  in  1908  from  Long  Island  Col- 
lege Hospital  Medical  School.  He  was  a for- 
mer chief  surgeon  at  Bushwick  and  Evangelical 
Deaconess  Hospitals.  Dr.  Smith  was  a Fellow 
of  the  American  College  of  Surgeons  and  a mem- 
ber of  the  Brooklyn  Surgical  Society,  the  Med- 
ical Society  of  the  County  of  Kings,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Albert  Ernest  Stahl,  M.D.,  of  Hollis,  died  on 
June  23  at  the  age  of  sixty-four.  Dr.  Stahl  re- 
ceived his  medical  degree  from  the  University 
of  Freiburg  in  1923.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Harry  Eldredge  Stevens,  M.D.,  of  Southold, 
died  on  August  3 at  the  age  of  eighty-two. 
Dr.  Stevens  graduated  in  1906  from  Jefferson 
Medical  College  of  Philadelphia.  He  was  a 
consulting  physician  on  the  medical  staff 
of  the  Eastern  Long  Island  Hospital  Association 
(Greenport).  Dr.  Stevens  was  a member  of 
the  Suffolk  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 
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Abraham  William  Victor,  M.D.,  of  Rock- 
away  Beach,  died  on  September  17  at  the  age  of 
seventy.  Dr.  Victor  graduated  in  1915  from 
Fordham  University  School  of  Medicine.  He 
was  a consulting  physician  at  Queens  Hospital 
Center,  Peninsula  General  Hospital,  Long  Beach 
Memorial  Hospital,  and  St.  Joseph’s  Hospital 
(Far  Rockaway).  Dr.  Victor  was  a member  of 
the  Medical  Society  of  the  County  of  Queens 
(and  former  president),  the  Medical  Society  of 

I the  State  of  New  York,  and  the  American 
Medical  Association. 

Alexander  Anthony  Vivona,  M.D.,  of  In- 
wood, died  on  September  10  at  the  age  of  sixty- 
two.  Dr.  Vivona  graduated  in  1928  from  New 
York  Homeopathic  Medical  College  and  Flower 
I Hospital.  He  was  an  associate  surgeon  and 
j general  practitioner  at  St.  Joseph’s  Hospital 
t (Far  Rockaway).  For  the  past  twenty  years 
I he  had  served  on  the  School  Board  of  District 
j 15  in  Lawrence.  Dr.  Vivona  was  a member  of 

(the  American  Academy  of  General  Practice, 
the  Nassau  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
< American  Medical  Association. 

( 

i Jack  Weinstein,  M.D.,  of  Richmond  Hill 
and  Jamaica,  died  on  August  4 at  the  age  of 
fifty-six.  Dr.  Weinstein  graduated  in  1930  from 
i the  University  of  Maryland  School  of  Medicine 
and  the  College  of  Physicians  and  Surgeons. 
He  was  an  assistant  obstetrician  and  gynecolo- 
gist and  endocrinologist  at  Jamaica  Hospital 


and  an  assistant  physician  in  obstetrics  and 
gynecology  and  sterility  clinic  at  Queens  Hos- 
pital Center  Outpatient  Department.  Dr. 
Weinstein  was  a member  of  the  Queens  Gyneco- 
logical Society,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Herman  O.  WolfF,  M.D.,  of  New  York  City, 
died  on  August  23  at  the  age  of  eighty-eight. 
Dr.  Wolff  graduated  in  1898  from  New  York 
University  Medical  College.  He  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Jacob  Lewis  Wollheim,  M.D.,  of  New  York 
City,  died  on  September  1 at  the  age  of  eighty- 
three.  Dr.  Wollheim  graduated  in  1902  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  urologic  sur- 
geon at  the  Lenox  HiU  Hospital  Outpatient  De- 
partment. Dr.  Wollheim  was  a member  of  the 
American  Urological  Association,  the  New  York 
Society  of  the  American  Urological  Association, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Paul  Samuel  Zegla,  M.D.,  of  New  York  City, 
died  on  March  27  at  the  age  of  eighty-two. 
Dr.  Zegla  received  his  medical  degree  from  the 
University  of  Berlin  in  1908. 


1 


Redway 

Medal 


The  third  Laurance  David  Redway  Medal  will  be  awarded  at  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York  which  will  be  held  in 
New  York  City,  February  10  to  14,  1964. 

A gold  medal  and  cash  prize  of  $500  in  memory  of  the  late  editor  of  the  New 
York  State  Journal  of  Medicine  is  awarded  annually  for  the  article 
judged  to  be  the  most  outstanding  of  those  which  appeared  in  the  Journal 
during  the  previous  year. 

Every  Journal  subscriber  is  invited  to  send  his  nomination  to  the  editor  of  the 
Journal  for  the  best  article  which  appeared  in  the  Journal  in  1963,  giving 
brief  reasons  for  the  choice. 

Nominations  must  reach  the  editor  by  December  31,  1963.  They  should  be 
addressed  to  William  Hammond,  M.D.,  Editor,  New  York  State  Journal  of 
Medicine,  750  Third  Avenue,  New  York,  New  York,  10017. 
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Abstracts 


Mazzia,  V.  D.  B.,  and  Siegel,  H.:  Monitors 
and  prevention  of  death  associated  with  an- 
esthesia, New  York  State  J.  Med.  63:  3233 
(Nov.  15)  1963. 

A study  was  made  of  21  deaths  associated 
with  anesthesia  in  which  a monitor  was  used. 
The  electrocardioscope  was  shown  to  he  an  in- 
adequate early  warning  monitor,  although  it  is 
useful  for  the  detection  of  ventricular  fibrillation; 
the  R-wave  monitor  was  shown  to  be  of  no 
value;  and  more  knowledge  is  needed  to  eval- 
uate the  precordial  stethoscope  and  phono- 
cardioscope.  The  ideal  monitor  would  indicate 
oxygen  saturation  or  tension  of  the  blood  and 
cardiac  output  to  the  brain. 

Ingegno,  A.  P.,  Langsam,  A.,  and  Fierst,  S.: 
Clinical  management  of  intra-  and  extrahepatic 
obstructive  jaundice;  problems  and  approaches. 
New  York  State  J.  Med.  63:  3240  (Nov.  15) 
1963. 

In  153  randomly  chosen  jaundiced  patients 
with  intrahepatic  disease,  the  jaundice  was 
definitely  or  possibly  obstructive  in  25  per  cent; 
in  111  randomly  chosen  patients  with  posthe- 
patic  lesions,  the  jaundice  was  not  clearly  ob- 
structive in  almost  50  per  cent.  Of  27  patients 
with  problem  obstructive  jaimdice,  24  were  oper- 
ated on;  in  11  of  these  with  various  intra- 
hepatic lesions,  5 died  postoperatively  of  coma, 
gastrointestinal  hemorrhage,  or  bile  fistula  and 
shock.  Of  13  patients  with  posthepatic  lesions, 
only  1 died  postoperatively.  Because  of  the 
danger  of  operation  in  intrahepatic  cases  and 


Only  polio  death 


The  first  death  from  pohomyehtis  to  occur 
in  New  York  City  since  1960  was  reported  to 
the  City  of  New  York  Department  of  Health  in 
October.  This  was  the  first  case  of  polio  to 
occur  in  New  York  City  as  of  that  time. 

The  case  was  that  of  a thirty-two-year-old 
New  York  man  who  eviden tally  contracted  the 
disease  during  a recent  visit  to  the  Dominican 
Republic  where  there  is  a polio  epidemic.  He 
was  stricken  with  bulbar  polio  accompanied  by 
severe  paralysis. 

He  died  on  October  3,  one  day  after  being 
admitted  to  a New  York  City  hospital.  He  had 


because  hurried  operation  is  rarely  if  ever  needed 
in  extrahepatic  obstruction,  an  observation 
period  with  all  possible  diagnostic  methods  is 
recommended. 

Silver,  S.  R.,  Akbari,  A.,  and  Draper,  J.  W.: 
Use  of  oxyphenbutazone  in  urologic  disorders. 
New  York  State  J.  Med.  63:  3261  (Nov.  15) 
1963. 

In  150  patients  with  inflammatory  urologic 
disorders,  oxyphenbutazone  (Tandearil),  the 
parahydroxy  analogue  of  phenylbutazone,  was 
given,  in  an  initial  dose  of  400  mg.,  followed  by 
400  mg.  a day  for  seven  to  ten  days.  Significant 
relief  of  pain  was  noted  in  most  cases,  and  melena 
in  1 case  was  the  only  serious  comphcation. 

Scheer,  A.  A.:  Prevention  of  comphcations  in 

stapes  surgery.  New  York  State  J.  Med.  63: 
3264  (Nov.  15)  1963. 

To  prevent  complications  in  stapes  surgery, 
absolute  control  of  the  operating  microscope  is 
essential.  In  patients  with  heavy  footplates, 
careful  drilling  is  necessary.  In  true  obhtera- 
tive  otosclerosis  cases,  a new  technic  consisting 
of  a Teflon  piston  is  being  used.  Labyrinthine 
trauma,  sometimes  caused  by  the  Gelfoam  tube 
technic,  may  be  avoided  by  the  use  of  a short, 
small-size  tube  and  Gelfoam  soaked  with  blood. 
Other  complications  which  may  need  attention 
or  may  be  avoided  include  pieces  of  footplate, 
broken  or  eroded  incus,  labyrinthine  compHca- 
tions  produced  by  abuse  of  suction,  and  facial 
nerve  injury. 


been  in  the  Dominican  Republic  from  September 
12  to  28.  He  was  ill  on  his  return  but  was  not 
taken  to  the  hospital  until  October  2.  There 
is  a nation-wide  epidemic  of  polio  in  the  Domini- 
can Republic.  The  disease  reached  epidemic 
proportions  there  in  July  and  the  epidemic  is 
continuing.  The  man  who  died  had  not  been 
immunized  against  polio. 

George  James,  M.D.,  Commissioner  of  the 
New  York  City  Department  of  Health,  advises 
that  anyone,  of  any  age,  going  to  the  Dominican 
Republic  should  be  immunized  against  poho 
before  leaving  this  country. 

This  is  the  only  case  of  polio  which  has  oc- 
curred in  New  York  City  since  the  first  of  the 
year.  There  were  7 cases  in  1962  and  2 cases 
in  1961. 
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Abstracts  m Interlingua 


Mazzia,  V.  D.  B.,  e Siegel,  H.:  Le  use  de 

dispositivos  de  controlo  in  le  prevention  de 
morte  associate  con  anesthesia  (anglese),  New 
York  State  J.  Med.  63:  3233  (15  de  novembre) 
1963. 

Esseva  studiate  21  mortes  associate  con  an- 
esthesia in  que  un  dispositive  de  controlo  esseva 
usate.  Esseva  trovate  que  le  electrocardioscopo 
non  es  adequate  como  dispositive  de  controlo  pro 
alarmas  precoce,  sed  iste  apparato  es  utile  in  le 
detection  de  fibrillation  ventriculari.  Le  dis- 
positive de  controla  a unda  R pareva  esser  sin 
valor.  Information  additional  es  requirite  pro 
evalutar  le  stethoscope  precordial  e le  phono- 
cardioscopo.  Le  dispositive  ideal  esserea  capace 
a indicar  le  saturation  oxygenic  o le  tension  del 
sanguine  e le  rendimento  cardiac  al  cerebro. 

Ingegno,  A.  P.,  Langsam,  A.,  e Fierst,  S.: 
Tractamento  chnic  de  obstructive  jalnessa 
intra-  e extrahepatic;  problemas  e methodologia 
{anglese),  New  York  State  J.  Med.  63:  3240 
(15  de  novembre)  1963. 

In  un  serie,  seligite  aleatorimente,  de  153 
patientes  icteric  con  morbo  intrahepatic,  le 
jalnessa  esseva  definitemente  o possibilemente 
obstructive  in  25  pro  cento.  In  un  serie,  seligite 
aleatorimente,  de  111  patientes  con  lesiones 
posthepatic,  le  jalnessa  esseva  non  clarmente 
obstructive  in  quasi  50  pro  cento.  In  un  serie 
de  27  patientes  con  jalnessa  obstructive  de 
natura  a sublevar  problemas  special,  24  esseva 
operate.  Dece-un  de  istes  habeva  varie  lesiones 
intrahepatic,  e 5 moriva  post  le  operation  ab 
coma,  hemorrhagia  gastrointestinal,  o fistula 
biliari  e choc.  In  un  serie  de  13  patientes  con 
lesiones  posthepatic,  solmente  1 moriva  post  le 
operation.  A causa  del  periculo  del  operation 
in  casos  intrahepatic  e in  vista  del  facto  que 


operationes  de  urgentia  es  rarmente  o nunquam 
necessari  in  casos  de  obstruction  extrahepatic, 
un  periodo  de  observation  con  omne  le  possibile 
methodos  diagnostic  es  recommendate. 

Silver,  S.  R.,  Akbari,  A.,  e Draper,  J.  W.: 
Le  uso  de  oxyphenbutazona  in  disordines 
urologic  {anglese).  New  York  State  J.  Med. 
63:  3261  (15  de  novembre)  1963. 

In  150  patientes  con  disordines  urologic 
de  character  inflammatori,  oxyphenbutazona 
(Tandearil),  le  analogo  a parahydroxy  de 
phenylbutazona,  esseva  administrate  in  un 
amonta  de  400  mg  como  dose  initial,  sequite  de 
400  mg  per  die  durante  septe  a dece  dies. 
Significative  grados  de  alleviamento  del  dolores 
esseva  notate  in  le  majoritate  del  casos. 
Melena,  occurrente  in  1 caso,  esseva  le  sol 
complication  de  character  serie. 

Scheer,  A.  A.:  Prevention  de  complicationes 

in  le  chirurgia  del  stapede  {anglese).  New  York 
State  J.  Med.  63:  3264  (15  de  novembre) 
1963. 

Pro  prevenir  complicationes  in  le  chirurgia 
del  stapede,  un  absolute  governo  del  micro- 
scopio  de  operation  es  essential.  In  patientes 
con  forte  placas  de  base,  un  caute  foratura  es 
necessari.  In  casos  de  ver  otosclerosis  oblittera- 
tive,  un  nove  technica  utilisante  un  piston  de 
Teflon  es  empleate.  Trauma  del  labyrintho, 
causate  a vices  per  le  technica  a tubo  de  Gelfoam, 
pote  esser  evitate  per  le  uso  de  un  curte  e micre 
tubo  e Gelfoam  saturate  de  sanguine.  Altere 
complicationes  que  require  attention  o que 
pote  esser  evitate  include  pecias  de  placa  de  base, 
frangite  o erodite  incude,  complicationes  in  le 
labyrintho  producite  per  suction  abusive,  e 
lesion  del  nervo  facial. 
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Month  in  Washington 


The  Federal  government  has,  in  effect, 
branded  the  so-called  cancer  drug  krebiozen  as 
worthless. 

Boisfeuillet  Jones,  special  assistant  to  the 
secretary  of  Health,  Education,  and  Welfare, 
said  in  a letter  to  Dr.  Steven  Durovic,  sponsor 
of  the  controversial  substance,  that  a “scienti- 
fically unimpeachable”  Food  and  Drug  Adminis- 
tration analysis  of  krebiozen  “casts  strong  sus- 
picion” on  claims  for  it  as  a cancer  treatment. 

The  F.D.A.  announced  September  7 that  it 
had  analyzed  a sample  of  krebiozen  powder  fur- 
nished by  Durovic  and  found  it  to  be  creatine,  a 
substance  naturally  present  in  the  human  body 
and  considered  worthless  in  the  treatment  of 
cancer. 

In  a September  11  letter  to  the  F.D.A.,  Duro- 
vic challenged  the  analysis.  He  said  studies 
made  for  him  by  “two  reputable  independent 
laboratories”  disagreed  with  five  of  the  F.D.A. 
findings. 

Replying  to  the  Durovic  letter,  Jones  said  the 
F.D.A.  analysis  was  “scientifically  unimpeach- 
able.” He  also  placed  full  responsibility  on 
Durovic  and  Dr.  Andrew  C.  Ivy,  his  chief 
backer,  for  any  consequences  of  withdrawing  the 
drug  from  patients  who  have  taken  it. 

“We  are  fully  sympathetic  with  those  patients 
who  believe  that  krebiozen  is  necessary  for  the 
maintenance  of  health  and  life,”  Jones  wrote. 
“You  and  Dr.  Ivy  have  encouraged  their  be- 
lief; you  made  krebiozen  available  to  them  with 
claims  of  benefit . . . The  full  moral  re- 
sponsibility for  the  consequence  is  yours  ... 

“Tests  made  by  the  F.D.A.  demonstrate  that 
creatine  is  only  slightly  soluble  in  mineral  oil  and 
that  the  creatine  which  you  provided  and  called 
krebiozen  is  soluble  to  exactly  the  same  extent.” 
* * * 

The  Federal  government  has  a new  $235  mil- 
lion program  that  will  provide  financial  aid  for 
construction  of  medical  schools  and  loans  to 
medical  students. 

The  Senate  in  mid-September  passed  by  a vote 
of  71  to  9 the  Administration’s  medical  educa- 
tion bill  in  the  identical  form  that  the  House  had 
approved  it  earlier.  President  Kennedy 
promptly  signed  it  into  law. 

Before  approving  the  bill,  the  Senate  rejected 
by  a 43-to-39  vote  an  amendment  that  would 
have  forgiven  part  of  the  loan  to  a student  if, 
after  graduation,  he  practiced  in  an  area  where 
there  was  a shortage  of  doctors.  The  Senate 
also  voted  down,  63  to  18,  a proposal  that  would 
have  knocked  out  loans  to  students. 

The  bill  authorizes  a three-year,  $175  million 
matching  grant  program  for  the  construction, 

Prepared  by  the  Washington,  D.  C.,  Office  of  the  Ameri- 
can Medical  Association. 


replacement,  or  rehabilitation  of  accredited 
public  or  nonprofit  teaching  facilities  for  the 
training  of  physicians,  dentists,  pharmacists, 
optometrists,  podiatrists,  nurses,  or  professional 
public  health  personnel.  A grant  cannot  ex- 
ceed 66  Vs  per  cent  of  the  cost  of  construction 
for  new  schools  or  new  facilities  at  existing 
schools. 

The  new  law  authorizes  a loan  program, 
patterned  after  the  National  Defense  Educa- 
tion Act,  for  full-time  students  in  schools  of 
medicine,  dentistry,  or  osteopathy. 

Loans  cannot  exceed  $2,000  for  a student  in 
any  academic  year.  Schools  will  be  required  to 
give  preference  to  first-year  students  in  the 
school  year  1963  to  1964.  Loans  will  be  repay- 
able over  a ten-year  period  which  would  begin 
three  years  after  the  student  ceases  to  pursue  a 
full-time  course  of  study. 

The  unpaid  balance  of  a loan  will  bear  3 per 
cent  interest  per  annum  or  the  going  Federal 
rate  for  obligations  having  a fifteen-year  or  more 
maturity,  whichever  is  higher.  Loans  will  be 
made  without  security  or  endorsement,  except 
in  the  case  of  a minor  where  the  note  would  not 
create  a binding  obligation. 

* * * 

A $175  million  nuclear  fallout  shelter  program 
has  been  dealt  a stunning  blow  by  the  House 
Appropriations  Committee. 

The  committee  denied  most  of  the  funds 
sought  by  the  Defense  Department  for  the 
shelters  and  brought  an  expression  of  concern 
from  Speaker  McCormack,  who  called  the 
program  a “fourth  arm  of  our  national  defense.” 

The  House  had  approved  a bill  authorizing 
the  money  for  a one-year  program  of  Federal 
aid  for  construction  of  new  shelter  spaces  in  non- 
profit private  and  public  institutions,  such  as 
schools  and  hospitals. 

The  committee’s  action  denied  all  of  the  $175 
million  sought  for  new  shelter  construction,  in- 
cluding additional  funds  for  building  shelter 
spaces  in  Federal  buildings.  It  allowed  only 
$7.8  million  to  continue  locating  and  marking 
shelter  spaces  in  existing  private  and  public 
buildings. 

* * 

The  Food  and  Drug  Administration  has  dis- 
covered that  its  August  warning  against  the 
use  of  the  birth-control  pill  Enovid  by  women 
over  thirty-five  was  a mistake. 

In  releasing  the  final  report  on  the  oral  contra- 
ceptive by  an  advisory  committee  of  medical 
experts  appointed  to  study  the  relationship  be- 
tween consumption  of  the  drug  and  the  occur- 
rence of  certain  circulatory  disorders,  principally 

continued  on  page  3308 
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thrombophlebitis  and  pulmonary  embohsm,  the 
F.D.A.  said: 

“The  preliminary  report  of  the  committee 
released  on  August  4 suggested  that  there  was  a 
statistically  significant  increase  in  risk  in  women 
thirty-five  years  of  age  or  over  who  were  taking 
Enovid.  Further  statistical  evaluation  by  the 
committee  has  indicated  that  a higher  rate  of 
fatalities  due  to  thrombo-embolism  observed  in 
Enovid  users  thirty-five  years  of  age  or  over  is 


not  statistically  significant. 

“The  manufacturer  of  the  drug  (G.  D.  Searle 
& Co.)  is  being  advised  that  references  in  label- 
ing, which  F.D.A.  requested  last  month,  may  be 
modified  to  state  that  the  higher  rate  of  fatalities 
is  not  statistically  significant.  The  labeling  will 
continue  to  advise  physicians  of  the  principal 
contraindications  for  use  of  Enovid  as  a contra- 
ceptive, namely,  certain  cancers,  pre-existing 
liver  dysfunction  or  disease,  and  a history  of 
thrombophlebitis  or  pulmonary  emohsm.” 


Books  Reuiewed 


The  Consumers  Union  Report  on  Smoking 
and  the  Public  Interest.  By  Ruth  and 
Edward  Brecher,  Arthur  Herzog,  Walter  Good- 
man, Gerald  Walker,  and  the  Editors  of  Con- 
sumer Reports.  Duodecimo  of  222  pages, 
illustrated.  Mount  Vernon,  N.Y.,  Consumers 
Jnion,  1963.  Cloth,  $3.50. 

This  book  is  written  to  strengthen  the  belief 
of  the  believer  and  to  convince  the  nonbelievers 
of  the  evils  of  smoking.  It  is  written  for  the 
laity  but  will  find  usefulness  in  preventive  medi- 
cine and  hygiene.  It  stresses  their  inhalation 
as  one  of  the  causes  of  cancer  of  the  lung.  The 
evidence  of  the  effects  of  smoking  on  coronary 
heart  disease,  pulmonary  and  gastrointestinal 
diseases  is  also  given.  Where  are  the  facts  of 
fire  damage  and  death?  It  is  interestingly 
written  with  etiology,  pathophysiology  (even  at 
a DNA  level),  and  research  endeavors  depicted. 
Suggestions  for  remedying  immoderate  smoking 
are  offered.  The  basic  instruction  and  dis- 
ciplining of  the  youth  deserves  more  attention. 
The  lack  of  ethics  of  cigaret  advertisement  and 
seUing  is  given  ample  descriptions.  It  is  a 
worthy  book  that  serves  as  a reference  for  argu- 
ments against  their  use  by  cigaret  habituees. 
— Bernard  Seligman,  M.ID. 

The  Lower  Esophageal  Vestibular  Complex. 
By  Costantino  Zaino,  M.D.,  Maxwell  H.  Poppel, 
M.D.,  Harold  G.  Jacobson,  M.D.,  and  Harold 
Lepow,  M.D.  Octavo  of  272  pages,  illustrated. 
Springfield,  111.,  Charles  C Thomas,  1963. 
Cloth,  $12.75. 

This  monograph  is  a detailed  study  of  what 
has  been  a subject  of  considerable  discussion, 
particularly  in  radiologic  literature.  The  au- 
thors, on  the  basis  of  findings  in  the  literature 
and  study  of  the  histology  and  physiology  of 
the  lower  esophagus,  believe  that  the  sphincteric 
action  at  the  lower  end  of  the  esophagus  is  a 
function  of  the  entire  lower  esophageal  vestibule. 


This  is  well  documented  by  their  experimental 
studies,  and  by  numerous  x-ray  films  of  the  lower 
esophagus. 

Obviously,  the  major  value  of  this  study  lies 
in  the  field  of  radiology.  The  presentation  of 
radiologic  anatomy  and  physiology  of  the  lower 
esophagus  is  excellent  and  complete.  The 
criteria  for  the  diagnoses  of  hiatal  hernia  and 
hiatal  insufl5ciency  are  presented  very  concisely. 
The  variations  in  appearance  of  the  lower  esoph- 
agus with  the  various  functional  and  organic  le- 
sions which  may  be  present  are  presented  in  great 
detail  diagrammatically.  The  diagrams  alone 
make  this  book  an  invaluable  aid  to  the  radiolo- 
gist and  gastroenterologist.  The  bibliography 
is  fairly  complete.  An  appendix  reports  in  de- 
tail for  those  who  are  interested  in  the  various 
experimental  and  operative  findings  noted  to 
confirm  the  thesis  of  this  book. — Emanuel 
Mendelson,  M.D. 


Textbook  of  Psychiatry  for  Medical  Prac- 
tice. By  Charles  K.  Hofling,  M.D.  Octavo  of 
557  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1963.  Cloth,  $9.00. 

This  book  by  Dr.  Hofling  and  his  colleagues 
effectively  presents  basic  psychodynamics  as 
they  relate  to  clinical  psychiatry.  It  is  there- 
fore especially  useful  for  medical  students, 
residents  in  psychiatry,  and  physicians  in  other 
fields. 

Considerable  effort  is  directed  toward  the  fact 
that  psychiatry  can  shed  much  light  upon  the 
problems  with  which  physicians  frequently  deal. 
Ample  case  reports  are  included  to  further 
elucidate  such  problems.  The  authors  have  not 
overlooked  the  fact  that  a theoretic  background 
is  extremely  important  before  clinical  applica- 
tions can  be  fully  appreciated. 

The  chapters  on  treatment  deal  in  a relatively 
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pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 
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brief  fashion  with  the  important  role  of  psycho- 
pharmacologic  drugs. 

This  book  should  be  a useful  addition  to  any 
physician’s  library. — Cecilia  Jett-Jackson, 
M.D. 

Tumors  of  the  Eye.  By  Algernon  B.  Reese, 
M.D.  Second  edition.  Quarto  of  593  pages, 
illustrated.  New  York,  Hoeber  Medical  Di- 
vision, Harper  & Row,  Publishers,  1963.  Cloth, 
$30. 

The  author,  long  recognized  as  an  authority 
in  this  area  of  ophthalmology,  has  set  himself 
the  task  of  consolidating  the  rapidly  accumu- 
lating data  concerning  the  clinical  and  practical 
aspects  of  this  subject  into  a second  edition. 
This  new  book  incorporates  with  his  extensive 
personal  experience  his  evaluation  of  the  re- 
ported work  of  others.  The  effort  is  compre- 
hensive and  as  complete  as  possible,  though  Dr. 
Reese  admits  the  almost  impossible  task  of 
covering  the  entire  literature  that  is  growing  at 
a tremendous  rate. 

The  volume  is  divided  into  chapters  of  the 
various  tumor  groups  and  each  group  is  dis- 
cussed with  emphasis  on  the  various  structures 
of  the  eye  and  its  adnexa  as  they  are  affected. 
The  author’s  background  in  pathology  adds  to 
the  value  of  his  statements,  which  always 
emphasize  the  practical  phases  of  the  subject. 

The  fine  table  of  contents,  the  bibliographies, 
and  the  index  all  contribute  much  to  this  new 
edition,  which  is  rich  with  734  illustrations,  110 
in  color. 

Dr.  Reese  has  achieved  his  goal  to  produce  a 
text  that  is  of  major  importance  to  aU  ophthal- 
mologists, pathologists,  and  oncologists. — 
Mortimer  A.  Lasky,  M.D. 

The  Human  Adrenal  Cortex.  Proceedings 
of  a Conference  held  at  the  University  of 
Glasgow,  11th  to  14th  July  1960.  Edited 
by  Alastair  R.  Currie,  M.B.,  T.  Symington, 
M.D.,  and  J.  K.  Grant,  Ph.D.  Octavo  of  644 
pages,  illustrated.  Baltimore,  The  Williams 
and  Wilkins  Company,  1962.  Cloth,  $11. 

The  monumental  task  of  gathering  a “limited 
number’’  (100  international)  invited  participants 
from  many  diciplines  has  been  accomplished 
successfully.  Illingworth,  CappeU,  Currie, 
Davidson,  Forrest,  Garry,  GoodaU,  Grant, 
Oastler,  and  Symington  comprised  the  organiz- 
ing committee;  Williams  and  Wilkins  provide 
an  easily  legible,  delightful  tome  with  master 
craftsmanship.  One  can  see  considerable  effort 
in  the  carefully  presented  information  most  of 
which  will  always  be  fresh  from  proceedings 


held  in  Glasgow  in  July,  1960.  The  subjects 
discussed  included  morphology  and  zoning; 
biochemistry;  control  of  secretions;  diseases 
and  study  of  the  fetal  cortex;  as  well  as  the 
metabolic  effects  of  ACTH.  Highlights  in- 
clude the  suggestion  that  the  zona  fasciculata 
could  act  as  a functional  reserve  for  the  Z. 
glomerulosa  as  well  as  the  Z.  reticularis;  Glick’s 
brilliant  quantitative  microchemical  technics; 
Bush’s  paper  on  the  relationship  of  the  molecu- 
lar shape  of  steroid  molecules  to  their  biologic 
activities;  Tait’s  exploratory  work  with  3H  and 
14C  tagged  aldosterone;  AGTH  and  anti- 
AGTH;  enzymes  defects  relative  to  disease; 
fetal  adrenal  growth  and  function  with  electro- 
microscopic  studies.  Selected  participants  re- 
viewed the  salient  features  of  the  lively  and 
stimulating  discussion  which  followed  each 
series  of  papers.  This  book  should  be  in  the 
library  of  all  interested  in  research  and  clinical 
endocrinology. — Bernard  Seligman,  M.D. 

Synaptic  Transmission.  By  Hugh  McLen- 
nan, Ph.D.  Quarto  of  134  pages,  illustrated. 
Philadelphia.  W.  B.  Saunders  Company,  1963. 
Cloth,  $7.00. 

Dr.  McLennan  has  summarized  recent  prog- 
ress made  in  the  field  of  synaptic  transmission. 
The  book  deals  with  anatomy  of  synapses, 
mechanisms  of  transmission  at  spinal  moto- 
neuron and  other  synaptic  junctions,  chemical 
transmitter  substances,  and  the  pharmacology 
of  synapses. 

Monographs  bearing  similar  titles  have  been 
published  previously  but  this  work  possesses 
the  following  unique  features: 

More  attention  is  paid  to  the  morphology  of 
synapses  and  attempts  are  made  to  relate  the 
physiology  and  anatomy  of  the  various  synapses; 
the  concept  of  chemical  transmission,  trans- 
mitter substances,  and  the  pharmacology  of 
synapses  are  discussed  fully. 

References  list  major  contributions  made 
during  the  last  few  years.  The  book  is  well 
written  and  easily  read.  It  should  be  useful  to 
neurophysiologists,  graduate  students,  and 
clinicians  who  may  wish  to  learn  of  recent  de- 
velopments in  the  field  of  synaptic  transmission. 
The  chapter  on  synaptic  events  in  the  spinal 
motoneuron  requires  some  knowledge  of  recent 
concepts  if  it  is  to  be  understood  fully.  Discus- 
sions of  transmitter  substances  and  the  pharma- 
cology of  synapses,  which  constitute  one  third 
of  the  book,  are  also  somewhat  confusing  prob- 
ably because  this  is  the  state  of  modern  knowl- 
edge. The  author’s  views,  however,  are  well 
worth  consideration  and  this  work  is  recom- 
mended to  those  interested  in  the  physiology  of 
the  central  nervous  system. — Kiyomi  Koizumi, 
M.D. 
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Analgesics 

Soma  Compound  (Wallace  Laboratories) 3179 

Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 2nd  cover 

Declomycin 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 3202-3203 

Tao  (J.  B.  Roerig  & Company) 3188-3189 

Antiinflammatory  enzymes 

Orenzyme/Paren^me 

(National  Drug  (Company) 3187 

Antipyretic  analgesics 
Empirin 

(Burroughs  Wellcome  & Company.  Inc.) 3173 

Antivertigo 

Antivert  (J.  B.  Roerig  & Company) 3205 

Bronchopulmonary 

Elixophyllln  (Sherman  Laboratories) 3212 

Dermatologic  preparations 
Cosmedicake 

(Kay  Preparations  Company,  Inc.) 3197 

pHisoHex  (Winthrop  Laboratories) 3177 

Sardo  (Sardeau,  Inc.) 3183 

Diagnostic  aids 

Urine  tests  (Ames  Company.  Inc.) 3rd  cover 

Energizers 

Deprol  (Wallace  Laboratories) 3192-3193 

Foods 

Milk  (National  Dairy  Council) 3191 

Gastrointestinal  anticholinergics 
Pathilon 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 3306-3307 

Robinul  (A.  H.  Robins  Company,  Inc.) 3199 

Hormones 

Enovid  (G.  D.  Searle  & Company) 3211 

Laxatives 

Eucarbon 

(Standard  Pharmaceutical  Co.,  Inc.) 3305 

Liquors 

Hennessy  Cognac  (Schieffelin  & Company) 3194 

Mood  elevators 
Dexamyl 

(Smith  Kline  & French  Laboratories) 3316 

Ovarian  hormones 
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County 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . 

Cayuga 

Chautauqua . 
Chemung. . . . 
Chenango. . . . 

Clinton 

Columbia.  . . 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston . . 

Madison 

Monroe 

Montgomery . 

Nassau 

New  York  . . 

Niagara 

Oneida 

Onondaga  . . 
Ontario.  . . 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . 
Richmond . 
Rockland ... 
St.  Lawrence . 

Saratoga 

Schenectady . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins  . . 

Ulster 

W arren 

Washington. . 

W ayne 

Westchester  . 
Wyoming  ... 
Yates 


Officers  / County  Medical  Societies  / 1963 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


President 


Secretary 


Treasurer 


Francis  A.  Stephens Albany 

John  F.  Glosser Wellsville 

Jerome  B.  Flynn Bronx 

Michael  J.  Maggiore Endicott 

Charles  J.  Barranco Salamanca 

William  W.  Robertson Auburn 

Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Charles  L.  Dubuar Sherburne 

John  Menustik,  Jr Plattsburgh 

Robert  L.  Bowerhan Copake 

William  J.  McAuliffe Cortland 

Harry  J.  Wilbur Walton 

James  K.  Keeley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Hans  Leeds Catskill 

Arthur  H.  Mulligan Herkimer 

Thomas  P.  Hamilton . . . Watertown 

Julius  E.  Stolfi Brooklyn 

John  H.  Brooks Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Charles  R.  Harris. . .East  Rochester 

Philip  Cortese Amsterdam 

Raymond  F.  Smith. . . .Garden  City 

George  Himler New  York 

William  R.  Lewis.  . . .Niagara  Falls 

E.  P.  Russell,  Jr Rome 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Lome  S.  Tieman Middletown 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  Duston  Rames.Cooperstown 

John  del  Campo Carmel 

I.  G.  Frohman. . . .Rockaway  Beach 

John  Enzien Troy 

Joseph  F.  Shanaphy New  Dorp 

L.  G.  Weishaar,  Jr Nanuet 

Lanpher  C.  Weston Massena 

John  Esposito Saratoga  Springs 

Norman  D.  Kathan.  . .Schenectady 

Donald  Rich  Lyon Middleburg 

James  J.  Norton  ....  Montour  Falls 

Bruno  Riemer Romulus 

Ralph  F.  Traver Bath 

Jesse  W.  Mahoney . . . East  Setauket 

Jacob  Rubin Woodbourne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

John  A.  Cooke,  Jr Kingston 

Norman  A.  Harvey Glens  Fails 

Walter  S.  Bennett Granville 

Evan  Tansley Newark 

James  M.  Jones Bronxville 

Leo  L.  Trnka Arcade 

Wilfred  D.  McCusker. . . Penn  Yan 


John  J.  Phelan,  Jr. Albany 

Kurt  Zinner Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Glean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Thomas  C.  Seymour Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  D.  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falls 

James  L.  Harrington. . . .Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn.  . Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky. . .Rochester 
Helen  M.  Blanchard. . . .Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger. . . Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Ammiel  D.  Schwartz Brewster 

Peter  V.  Gugliuzza Hollis 

John  Squadrito Troy 

John  H.  Randall Staten  Island 

S.  B.  Adler Spring  Valley 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  Dewell. . . .Cobleskill 

Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falls 

Milton  TuUy Homell 

Milton  Gordon Huntington 

Alan  R.  Fried. . . .Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Charles  R.  Bannon Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Robert  E.  Healy Mt.  Kisco 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Lewis  W.  Barton Albany 

Kurt  Zinner Wellsville 

Harold  E.  Brodman Bronx 

F.  Maurice  Breed.  . . .Johnson  City 

Duncan  C.  Wormer Portville 

Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

Henry  B.  Marshall Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Thomas  C.  Seymour Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond.  . .Johnstown 

James  McCutcheon Batavia 

Mahlon  H.  Atkinson Catskill 

Timothy  J.  Howard Newport 

James  L.  Harrington. . . .Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Robert  F.  Schramm Cazenovia 

T.  Paul  Guest Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr. .Niagara  Falls 

Theodore  F.  Thomas Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger. . . . Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Victor  S.  Lait Flushing 

Joseph  Lasko Troy 

J.  J.  Silverman Staten  Island 

D.  Hyman Suffem 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer.  .Waterloo 

Milton  TuUy Homell 

Samuel  T.  Herat  one Bay  Shore 

Alan  R.  Fried. . . .Livingston  Manor 

Paul  Zoltowski Waverly 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  WoodhuU Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yao 
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Effecfive  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1.00  per  line  per  insertion 
24  Consecutive  times.  .90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 
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750  Third  Avenue  New  York  1 7,  N.  Y. 


I 

t MISCELLANEOUS 




GREENMONT-ON-HUDSON  SANATORIUM 

1S8  North  Highland  Avenue,  Ossining,  New  york 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D.,  Director 


HOLBROOK  MANOR 

Five  Acres  o(  Pinewo^  ded  Grounds 

SENILE— AGED 

Non'Sectariari,  nietary  laws  observed 
Medical  Director,  O.  L.  Fritdman,  M.D.,  O-P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Ollice;  TRafalgar  7-2666 


PINEWOOD 


Welter  A.  Thompson,  M.D.,  F.A.P.A. 
Physitian  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wender,  M.D.,  L.F.A.P.A 
Ketoneh,  N.Y.  Tel:  CEntral  S-3155  NYC,  Direct,  Tel:  CY  5-0S64 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


Doe$  Your  Medical  Aaaistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  » X-RAY  AVAILABLE 
Our  10-months  day  course  Includes  Intensive  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  JAEDICAL  OFFICE  ASSISTANTS  AVAILABLE 
S54  W.  54  St— N y C 
Circle  7-3434 

Licensed  by  the  Stale  of  New  York 


MancU  School 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service— 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.,  221  W.  41st  St.,  Now  York  36,  N.Y. 


PRACTICES  FOR  SALE  OR  RENT 


WILL  PAY  $10.00  FOR  TONSILS  AND  ADENOIDS 
from  100  cases.  Preserve  in  4%  formaldehyde.  Write — 
M.  Unger,  .Vl.D.,  1465  Broadway,  N.Y.C.  36. 


TOUR  ESCORTS— LEADING  N.Y.  TOUR  OPERATOR 
needs  mature,  capable  persons  with  experience  conducting 
tours  or  handling  similar  groups  for  60  day  World,  Africa, 
Pacific  tours  departing  Dec.,  Jan,,  Feb.,  Mar.  Perfect  for 
retired  or  semi-retired  travelers  seeking  minimum  travel 
costs  in  return  for  some  responsibility.  Write  fully.  Box 
830,  % N.Y.  St.  Jr.  Med. 


FOR  SAFE 

Long  Established  Eye  and  Eye  Surgery  Practice  with 
Latest  equipment — in  Midtown,  East  Side,  Manhattan, 
New  York  City.  Gross  income  over  $50,000  yearly. 
Available  immediately. 

Box  834,  % N.  Y.  St.  Jr.  Med. 


PEDIATRIC  PRACTICE,  NA^AU  COUNTY;  UN- 
usual  opportunity,  well  established.  Terms  to  be  ar- 
ranged. Box  798,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTICE.  OTSEGO  COUNTY.  LOVELY 
home-oflice  combination.  Fully  equipped  with  X-ray, 
diathermy,  etc.  Sale  or  rent.  Box  803,  % N.Y.  St.  Jr. 
Med. 


WELL  ESTABLISHED  ACTIVE  GENERAL  PRACTICE 
with  large  growth  potential  by  comparatively  young  doctor. 
Ideal  highest  income  are  of  eastern  Bergen  County,  New 
Jersey.  Also  suitable  for  internist  or  group.  Open  staff 
hospital  nearby.  Fully  furnished  and  equipped  offices 
in  attractive,  modern,  air  conditioned,  centrally  located 
one  story  building  desired  for  professional  use.  Ample 
parking.  Full  introductions.  Family  estate  plans  demand 
full  time  of  seller.  Additional  details  available.  Profes- 
sional Business  Consultants,  6 Passaic  St.,  Hackensack, 
N.J.  or  phone  201-343-9414. 


GENERAL  PRACTICE,  NEAR  ALBANY.  HOME- 
oflice  combination;  fully  equipped.  Large  practice, 
for  sale  or  rent,  due  to  physician’s  death.  Mr.  A.  Miller, 
17  Church  St.,  Nassau,  N.Y. 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph's  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Memcal  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


NpRTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  forty  miles  from  New  York 
City  is  a 220  bed  community  hospital  with  a high  caliber 
and  well  organized  teaching  program  and  a progressive 
philosophy  regarding  internship  training.  We  are  ac- 
cepting applications  for  rotating  internships  and  invite 
your  inquiries.  The  program  has  the  approval  of  the 
Council  on  Medical  Education  of  the  American  Medic2il 
Association.  Address:  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New 
York. 


PHYSICIAN  WANTED:  IMMEDIATE  OPENING  FOR 

physician  with  Board  certification  in  Internal  Medicine  in 
very  active  GM&S  Hospital  affiliated  with  Downstate 
Mescal  Center  and  Kings  County  Hospital.  Salary  from 
$12,845  to  $18,405.  Apply  to  Chief  of  Staff,  V.  A.  Hospital, 
Brooklyn  9,  New  York 


A FAMILY  PHYSICIAN  WANTED  BY  NEW  YORK 
medical  group.  Qualifications  needed:  1 year  intern- 

ship and  2 years  residency  in  Internal  Medicine.  Starting 
salary  $15,000  and  fringe  benefits.  Pleasant  working 
conditions:  no  nights;  full  specialists  staff.  Box  818, 
% N.Y.  St.  Jr.  Med. 


THE  BROOKLYN  VETERANS  ADMINISTRATION 
Hospital  - has  vacancies  for  residency  training  beginning 
July  1,  1964.  This  is  a 1000-bed  general  medical  and 
surgical  hospital;  affiliation  with  State  University  of  New 
York,  Downstate  Medical  Center,  Brooklyn,  New  York. 
Openings  are  available  in:  Internal  medicine  3 years; 
surgery  and  surgical  specialities  4 years;  radiology  3 years; 
pathology  4 years;  physical  medicine  and  rehabilitation  3 
years;  salary  $4,020  to  $6,120  with  annual  increases. 
Career  residencies  available  in  physical  medicine  and  re- 
habilitation and  in  pathology  from  $8,045  to  $11,150,  de- 
pending on  qualifications.  Contact:  Chief  of  Staff,  V.  A. 
Hospital,  Brooklyn  9,  New  York 


YOUNG  G.P.  WANTED— IN  MANHATTAN.  SPAN- 
ish  speaking  necessary.  Eventual  partnership.  $15,000 
to  start.  Box  795,  % N.Y.  St.  Jr.  Med. 


TWO  PHYSICIANS  NEEDED;  GENERAL  PRACTI- 
tioner  and  internist  to  join  7 man  medical  group  in  South 
Central  New  York  State.  Suburban  section  adjacent  to 
industrial,  cultural  center  with  3 open  staff  general  hos- 
pitals. Percentage  of  gross  business  with  guaranteed 
minimum  and  later  partnership.  Box  805,  % N.Y.  St.  Jr. 
Med. 


PERU,  NEW  YORK  NEEDS  A G.P.  GUARANTEED 
salary:  $6,000  (Peru  Central  School);  1 year  house  or 
office  rent:  $1,500  (Town  Board  of  Peru);  School  popula- 
tion: 3,000;  "Town  ^pulation:  3,900.  Two  churches, 
two  hospit^,  10  mile  distance  in  Plattsburgh.  Ideal 
recreational  center — skiing,  boating,  fishing  and  hunting. 
Call  (reverse  charges)  Howard  C.  Marsha,  Peru,  N.Y. 
MI  3-2318,  Ml  3-9019;  or  write. 


WANTED:  GENERAL  PRACTITIONER,  YOUNG. 

South  Shore,  Long  Island.  Salary  two  years,  then  partner- 
ship. P.O.  Box  596,  Sayville,  New  York. 


WANTED— PHYSICIAN  WITH  INTERNAL  MED- 
icine  background,  age  to  35 — for  permanent  position, 
life  insurance  company,  N.Y.C.  Clinical  associations 
encouraged.  Duties:  clinical,  underwriting.  Outstand- 
ing firings  benefits.  Inquiries  and  curriculum  vital  to 
Box  817,  % N.Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


OPHTHALMOLOGIST  WANTED  AS  AN  ASSOCIATE 
with  an  opthalmologist  in  Long  Island,  New  York.  Will 
assist  associate  to  establish  bis  own  practice  in  adjoining 
community  if  he  so  desires.  Box  825,  % N.Y.  St.  Jr. 
Med. 


UNUSUAL  PRACTICE  OPPORTUNITY;  GENERALIST 
or  internist  urgently  needed  in  ideal  practice  location. 
Attractive,  western  New  York  village,  medical  center 
for  20,000  population;  modern,  fully  accredited  open 
staff  hospital;  excellent  schools  and  recreation  facilities. 
Nearby  university  medical  and  cultural  center.  Coverage 
for  free  week-ends,  days  off,  and  vacations.  Box  824, 
% N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST  WANTED:  LICENSED  IN  NEW 
York  State;  Long  Island  area;  attractive  income,  good 
working  conditions.  Box  829,  % N.  Y.  St.  Jr.  Med. 


PHYSICIAN  FOR  ESTABLISHED,  NATIONAL  OR- 
ganization  in  Buffalo,  Social  Security  and  Insurance. 
Write:  C.  M.  Jones,  M.D.,  786  Delaware  Avenue,  Buf- 
falo 9,  New  York  or  call  TT  6-7500. 


THE  OUT-PATIENT  DEPARTMENT  OF  LARGE, 
voluntary  Manhattan  hospital,  has  vacancies  on  its  rheu- 
matology and  arthritis  staff,  afternoon  sessions.  Op- 
portunities for  ward  service  available,  and  for  training  in 
rheumatic  disorders,  and  the  use  of  current  procedures. 
Physicians  interested  apply  to  Box  831,  % N.Y.  St.  Jr. 
Med. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner,  Margaretville,  New  York.  Urgently  needed,  due 
to  three  recent  vacancies.  Recreation  center.  Adequate 
hospital,  education  and  social  activities.  Apply  W.  B. 
Sheldon,  Admin.,  Margaretville  HospitaU 


OPPORTUNITY  FOR  BOARD  CERTIFIED  OR  BOARD 
eligible  anesthesiologist,  fee  for  service  bases,  134  bed 
hospital,  approved  by  J.C.H.A.,  located  in  a progressive 
and  friendly  city  in  the  picturesque  north  covmtry  of 
Champlain  Valley.  University  within  city  limits;  ^e 
educational  and  cultural  advantages;  excellent  opportunity 
for  qualified  physician.  Address  replies,  including  resume, 
to:  Box  421,  Plattsburgh,  New  York. 


GENERAL  PRACTITIONER,  ROCHESTER,  NEW 
York,  wants  partner  who  may  take  over  later.  Good  in- 
ternal medical  knowledge  necessary.  Unlimited  oppor- 
tunity with  real  time  off.  Income  unusual.  Box  808,  % 
N.Y.  St.  Jr.  Med. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED  1960,  AGE  34, 
family,  veteran.  Extensive  experience:  desires  fee  for 

service  or  group  arrangement  in  metropolitan  or  suburban 
area.  Box  823,  % N.Y.  St.  Jr.  Med. 


WRITER,  30  YRS.  EXP.  RESEARCHER,  MEDICAL, 
psychiatric,  physiological,  legal,  general.  Can  re-write, 
ghost.  G.  Marin,  402  85th  St.,  Brooklyn  9,  N.  Y. 


MEDICAL  ASSISTANTS  AND  SECRETARIES- 
Laboratory  and  X-Ray  Techs.  Sept,  and  Feb.  CTaduation- 
Well  trained  and  highly  qualified  personnel  (male  & 
female)  also  available  at  other  times.  Phone  CH  2-2330, 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,_New  York  3, 
N.Y.  (Founded  1936  by  two  member  physicians). 


ANESTHESIOLOGIST  WAN'TS  REGULAR  PART  TIME 
work  in  N.Y.C.  or  adjacent  N.J.  No  nights  or  weekends. 
Apply  fully  to  Box  832,  % N.Y.  St.  Jr.  Med. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


SPRING  VALLEY— HOUSE  FOR  SALE.  EXCELLENT 
area  for  office.  Box  794,  % N.Y.  St.  Jr.  Med. 


214  EAST  31ST  STREET;  COMPLETELY  FURNISHED 
office  for  rent,  midtown  Manhattan.  Exceptional  for 
GP  or  ENT.  RENT  $150.  per  month.  CaU  Mon,  Wed, 
Fri,  4-7,  MU  6-0223. 


OFFICE  SUITES  AVAILABLE.  NEW  MEDICAL 
building,  Kinnelon,  N.  J.,  Morris  County.  Area  in  need 
of  doctors.  Henry  D.  Ricker,  Broker,  Butler,  N.J. 
TE  8-0400. 


LONG  BEACH,  L.I.;  NEW  MEDICAL  OFFICE  FOR 
rent;  furniture  and  equipment  optional.  Call  516  TU 
9-9898. 


PHYSICIAN’S  11-RM.  HOME-OFFICE.  ACCREDITED, 
open  hospital  15  miles.  Upstate  rural  N.Y.  $12,000. 
Box  816,  % N.Y.  St.  Jr.  Med. 


YONKERS,  COR.  BRONX  RIVER  RD.  FOR  RENT  OR 
sale,  new  2 fam.  brick,  suitable  for  office.  Excel,  resid. 
loc.  in  area  of  new  apt.  houses.  914  BE  7-5271  eves. 


SPECIALIST— LOWER  FIFTH  AVENUE  AREA,  WILL- 
ing  to  share  modern  office.  Call  CH  2-2241. 


SALE  OR  RENT:  COMPLETE  OFFICE,  FURNITURE, 
equipment  for  dermatologist.  West  Side,  Cent.  Loc. 
$250  rent.  Large  office.  Box  821,  % N.Y.  St.  Jr.  Med. 


SHARE  OFFICE  IN  SMALL,  AIR  CONDITIONED 
professional  bldg,  occupied  by  established  E.N.T.  physi- 
cian in  rapidly  growing  populous,  Plainview,  L.I.,  near 
hospital.  Suitable  most  specialties.  WE  8-4800  or  IV 
6-1900. 


CHOICE  TIME  AVAILABLE,  NEW  OFFICE,  MEDICAL 
Arts  Bldg.,  Plainview,  L.  I.  Excellent  location.  Call 
WEUs  1-4298. 


SALE:  BONANZA!  FOR  PEDIATRICIAN,  INTERN- 

ist,  or  G.P.  Unexcelled  location  for  “instant  success.’’ 
Northeast  Queens.  Main  intersection;  exploding  popula- 
tion. Office-home  comb.  $38,500.  516  Pioneer  6-0769. 


RIDGEWOOD,  QUEENS:  FOR  SALE,  $35,000  OR  RENT, 
doctor’s  home;  11  rooms,  4'/:  baths,  2 car  garage;  office 
furnished.  X-ray,  etc.  Suitable  for  2 or  more  physicians. 
Tel:  VAn  Dyke  1-3531. 


FOR  SALE:  MODERN  7 ROOM,  2 BATH  HOUSE  ON 
Main  Street,  115  miles  from  New  York  City.  Ideal  for 
M.D.  Hospital  1 mile  away.  Urgent  need  of  physician. 
Phone  516  HU  7-1807. 


70TH  ST.,  315  WEST,  N.Y.C. 

Lincoln  Center  Area 

Specifically  designed  medical  suites  in  new,  air-conditioned, 
luxury  apartment  building.  Suites  consist  of  waiting  room, 
office,  4 or  6 examining  rooms  and  2 lavatories.  Each  suite 
has  private  street  entrance.  Garage  space  on  premises. 
Renting  office  on  site  or  phone  TR  7-9575. 


NEW  PROFESSIONAL  BUILDING,  CENTRAL  SUF- 
folk  County,  L.I.  Great  need  for  GPs,  pediatrician,  ob- 
stetricitm,  psychiatrist,  etc.  Near  hospitals.  Established 
practitioners  in  building.  Call  516  JU  8-9041. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


39TH  ST.  NEAR  FIFTH  AVE.  3RD  FLOOR  FRONT, 
show  window,  elevator  bldg.,  formerly  occupied  15  yrs.  by 
compensation  physician.  Fully  equipped,  accessible  most 
populated  business  area.  Reasonable  rent  includes  use  of 
equipment.  Excellent  for  re-developing  established  prac- 
tice. Knowledge  of  Spanish  valuable  but  not  mandatory. 
CaU  EN  2-1665  after  4 P.M. 


51ST  STREET  & SECOND  AVE.— 2 CORNER,  LIGHT, 
airy  rooms.  ExceUent  opportunity  for  doctor  or  D.D.S. 
Raphael  Brooks.  60  W.  125th  St.  EN  9-2727. 


FULLY  EQUIPPED  OFFICE  FOR  E.E.N.T.  DOCTOR, 
Great  Kills,  Staten  Island,  N.  Y.  Recently  deceased 
— 25  yrs.  lucrative  practice.  Appointment  on  accredited 
hospital  staff  available.  ExceUent  opportunity  for  E.N.T. 
or  eye  specialist.  Mrs.  E.  Shepard,  601  Ocean  Terrace, 
Staten  Island  1.  N.  Y.  Phone  GI  8-9421. 


PARK  AVE.,  1175  (93  ST.)  N.Y.C.  DOCTOR’S  OFFICE. 
Pvt.  entr.  on  Park  Ave;  11  rms,  4 bths;  professional,  resi- 
dential apt.  See  supt. 


FOR  SALE  IN  POUGHKEEPSIE,  N.Y.  LUXURIOUS  4 
year  old  combined  home  and  office.  Home  has  2800  sq. 
ft.  of  living  space  including  4 bedrooms,  3'/»  baths,  den, 
kitchen,  dinette,  dining  room,  living,  room  and  very  large, 
wood  paneUed  playroom  with  built-in  bar.  Office  has  wait- 
ing room,  secretary’s  room,  consulting  room,  2 treatment 
rooms,  dark  room  and  storeroom  as  weU  as  toilet.  There 
is  central  air  conditioning  in  both  home  and  office.  This 
house  cost  $90,000  to  build  and  is  available  at  a consider- 
able sacrifice.  For  further  information  write  to  Box 
833,  % N.Y.  St.  Jr.  Med. 


7 ROOMS— COLONIAL  HOUSE  FOR  SALE.  IDEAL 
location  for  pediatrician  or  G.P.  in  Hauppauge,  L.I., 
across  from  Garden  Apartments;  200  ft.  off  main  hwy. 
516  AN  5-6853. 


FOR  SALE:  FAR  ROCKAWAY,  N.Y.,  ZONE  R4.  AP- 
proximately  18,000  sq.  ft.  vacant  land  suitable  for 
nursing  home,  rest  home  or  garden  apts.  Conveniently 
located  near  subway  station,  bus  stop,  beach,  boardwalk 
and  houses  of  worship.  Property  extends  on  two  streets. 
For  information  phone  UL  3-2262  or  write  to  Mrs.  Anna 
Silverman,  1341  40th  St.,  Brooklyn  18,  N.Y. 


EAST  67TH  ST.  BETWEEN  PARK  & MADISON  AVES. 
Office  for  psychiatrist;  rent  $175.00.  CaU  4-6.  RH 
4-6999. 


MEDICAL  OFFICE  AND  HOUSE  FOR  RENT  OR  SALE 
due  to  death.  Established  18  years.  ExceUent  midtown 
corner  in  Freeport,  L.I.  CaU  201  ORange  4-5657  (N.J.). 


FOR  SALE:  OFFICE,  GENERAL  PRACTICE  IN 

densely  populated  area.  East  Bronx,  New  York.  Good 
opportunity.  Box  836,  % N.Y.  St.  Jr.  Med. 


EQUIPMENT  FOR  SALE 


WANTED:  X-RAY  MACHINE  200-300  M.A.  MOTOR 

driven  table  and  spot  device;  rotating  anode  tubes.  Box 
835,  % N.Y.  St.  Jr.  Med. 


ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  3313 
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STARTING  TOMORROW  MORNING 


• • 


this  capsule  can  help 


one  of  your  overweight  patients  do  without  her  favorite  (fattening) 
foods  at  meals— and  during  all  the  hours  in  between. 


Dexamyl®  Spansule® 

Trademark  brand  of  sustained  release  capsules 

Each  No.  2 capsule  contains  15  mg.  of  Dexedrine®  (brand  of  dextro  amphetamine  sulfate)  and  1)2  gr.  of  amo- 
barbital,  derivative  of  barbituric  acid  (Warning,  may  be  habit  forming].  Each  No.  1 capsule  contains  10  mg.  of 
Dexedrine  (brand  of  dextro  amphetamine  sulfate)  and  1 gr.  of  amobarbital  (Warning,  may  be  habit  forming]. 


The  active  ingredients  of  the  'Spansule'  capsule  are  so 
prepared  that  a therapeutic  dose  is  released  promptly 
and  the  remaining  medication,  released  gradually  and 
without  interruption,  sustains  the  effect  for  10  to  12 
hours. 

INDICATIONS;  (1)  For  control  of  appetite  in  over- 
weight; (2)  for  mood  elevation  in  depressive  states. 

USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 


motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetics  or  barbiturates  and  in  coro- 
nary or  cardiovascular  disease  or  severe  hypertension. 
Excessive  use  of  the  amphetamines  by  unstable  indi- 
viduals may  result  in  a psychological  dependence;  in 
these  rare  instances  withdrawal  of  medication  is  recom- 
mended. It  is  generally  recognized  that  in  pregnant 
patients  all  medications  should  be  used  cautiously, 
especially  in  the  first  trimester. 

SUPPLIED:  Bottles  of  50  capsules. 


Smith  Kline  & French  Laboratories 


Prescribing  information  fan.  1963 


Before  Mimi  could  hit  high-C 


. . . vertigo  hit  Mimi* 


The  house  doctor  gave  her  Antivert. 


Antivert  stopped  the  vertigo,  • . 


but  Anti  vert  can't  stop  everything. 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  1 0 PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  foryour  patients 
with  vertigo,  Meniere’s  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include:  cu- 
taneous flushing,  sensations  of  warmth, 
tingling  and  itching,  burning  of  skin, 
increased  gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining 
these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a 
desirable  physiological  sign  that  the  nic- 
otinic acid  is  carrying  out  its  intended 
function  of  vasodilation.  Because  of 
this  vasodilation,  severe  hypotension 
and  hemorrhage  are  obvious  contra- 
indications to  Antivert  therapy. 

•Seal,  J.  c.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

Anf  IWprf  meclizine  HCI 
rallLlwwl  L nicotinic  acid 

stops  vertigo 

TABLETS:  (meclizine  HC1 1 2.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and 
nicotinic  acid  25  mg.) 

and  foryour  geriatric  patients:  NEOBON® 
See  Physicians’  Desk  Reference  for  pre- 
scription information. 


New  York.  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


i 
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The  one  tranquilizer  that 


BELONGS 
IN  EVERY 
PRACTICE 


it's  versatile:  The  years  have  proved  that  ‘Miltown’  (meprobamate]  is  the 
one  tranquilizer  that  is  helpful  in  almost  every  aspect  of  daily  practice. 
Virtually  any  of  your  patients,  regardless  of  age,  can  be  given  the  drug 
with  confidence,  either  as  a primary  treatment  or  as  an  adjunct  to 
other  therapy. 

Outstanding  record  of  safety:  Over  eight  years  of  clinical  use  among 
millions  of  patients  throughout  the  world  — plus  more  than  1500  pub- 
lished reports  covering  the  use  of  the  drug  in  almost  every  field  of 
medicine— support  your  prescriptions  for  ‘Miltown’  [meprobamate).  This 
is  why  it  “belongs  in  every  practice.” 


dependable:  ‘Miltown’  [meprobamate]  is  an  established  drug.  There  are  no 
surprises  in  store  for  you  or  your  patient.  You  can  depend  on  it  to  help 
your  patients  through  periods  of  emotional  distress  — and  to  help  main- 
tain their  emotional  stability. 


easy  to  use:  Because  ‘Miltown’  [meprobamate]  is  compatible  with  almost  any 
other  kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program 
of  treatment  you  are  now  using.  It  will  not,  therefore,  complicate  treat- 
ment of  patients  seen  in  clinical  practice. 


BRIEF  SUMMARY:  Indications:  Anxiety  and  tension  states,  and  all  conditions  in 
which  anxiety  and  tension  are  symptoms.  Side  Effects:  Slight  drowsiness  may 
occur  and,  rarely,  allergic  or  idiosyncratic  reactions,  generally  developing  after  1-4 
doses  of  the  drug.  Contraindications : Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use.  Precautions;  Should  administration  of 
meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly 
be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small  quantities,  to 
patients  with  suicidal  tendencies.  Massive  overdosage  may  produce  lethargy,  stupor, 
ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possibility  of 
dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction:  with- 
draw gradually  after  prolonged  use  at  high  dosage.  Complete  product  information 
available  to  physicians  on  request. 

USUAL  ADULT  DOSAGE:  1 or  2 400  mg.  tablets  t.i.d. 

SUPPLIED:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 


«M.9e9S 


he  insomniac 


rl  with  dermatosis 


enstrual  tension 


The  tense,  nervous  patient  The  heart-disease  patient  The  surgical  patient 


The  agitated  senile  patient  The  alcoholic  The  problem  child 


the  original  brand  of 
meprobamate 


WALLACE  LABORATORIES 
Cranbury,  N.  ]. 


The  G.I.  patient 
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"What  type  of  drug 

is  both  a tranquilizer 
and  a 

muscle  relaxant?" 


"a  tranquilaxant!' 


TRANCOPAL 

. . brand  of 

chlormezanone 
is  a tranquilaxant 


As  a tranquilizer,  Trancopal  (chlormeza- 
none-Winthrop)  “is  effective  in  the  symp- 
tomatic treatment  of  anxiety.”^  Its  tranquil- 
izing  properties  are  similar  to  those  of 
other  mild  tranquilizers.  Furthermore,  it 
relieves  tension  of  both  mind  and  muscle 
without  interfering  with  normal  activity  or 
alertness. 

The  muscle  relaxant  properties  of  this 
drug  provide  an  extra  dimension  of  effec- 
tiveness . . . relaxing  the  spasm  which  so 
frequently  accompanies  psychogenic  dis- 
orders. Hence,  the  total  therapeutic  effect 
of  this  true  “tranquilaxant”  is  to  produce 
a relaxed  mind  in  a relaxed  body. 

Unsurpassed  Tolerance:  Less  than  3 per 
cent  of  patients  develop  side  effects  with 
Trancopal  (chlormezanone- Winthrop), 
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such  as  occasional  drowsiness,  dizziness, 
flushing,  nausea,  depression,  weakness  and 
drug  rash.  If  severe,  medication  should  be 
discontinued.  In  most  patients,  however, 
side  effects  are  minor  and  do  not  neces- 
sitate interruption  of  treatment.  There  are 
no  known  contraindications. 

Available:  200  mg.  Caplets®  (green  col- 
ored, scored).  100  mg.  Caplets  (peach  col- 
ored, scored),  each  in  bottles  of  100. 

Dosage;  Adults,  1 Caplet  (200  mg.)  three 
or  four  times  daily;  in  some  patients  100 
rag.  three  or  four  times  daily  suffices.  Chil- 
dren (5  to  12  years),  from  50  to  100  mg. 
three  or  four  times  daily. 

Reference;  1.  A.M.A. 

Council  on  Drugs:  J. A.- 
M.A. 183:469  (Feb.9)  1963. 
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WINTHROP  LABORATORIES 
NEW  YORK  , N.  Y. 
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PREMATURE 

EJACULATION 


A MAJOR 

MARRIAGE  PROBLEM 


Premature  ejaculation  is  one  of  the  leading  causes  of  marital 
incompatibility.  An  estimated  25%  of  married  couples  fail  to 
reach  the  sexual  climax  simultaneously. 


In  a recent  clinical  investigation*,  Culminal®  applied  to  the 
penis  provided  effective  relief  of  premature  ejaculation  and 
significantly  delayed  the  orgasm.  In  many  cases  the  mental 
attitude  of  both  husband  and  wife  was  materially  benefited  by 
restoration  of  normal  sexual  harmony.  There  were  no  untoward 
effects. 


CULMINAL 


is  a special  formulation  containing  ethyl  aminobenzoate  3%  in 
a vanishing  cream  type  base.  It  is  applied  to  the  glans  penis, 
prepuce  and  frenulum  prior  to  intercourse. 


Culminal®  prolonged  the  interval  between  inser-\ 
tion  of  the  penis  and  the  orgasm  an  average  1.6  y 
minutes.  The  normal  interval  is  1 to  2 minutes./ 


I Due  to  the  embarrassing  nature  of  premature  ejaculation, 
privacy  is  desired.  Therefore  Culminal®  is  supplied  direct 
to  physicians  and  their  patients  by  Culminal, Inc.,  Union 
City,  N.J. 


*Damrau,  F.  Premature  ejaculation 
— Use  of  ethyl  aminobenzoate  to 
prolong  coitus,  J.  Urol.,  Vol.  92: 
No.  6,  June  1963. 


CULMINAL,  Inc.-  nys  323 

P.O.  BOX  8,  Union  City,  N.J. 

Gentlemen:  Please  send  professional  sample  and  literature. 

Name 


Address 


City, 


Zone- 


•State. 
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Rapid  relief  from 

PERIPHERAL  NEURITIS  • POLYNEUROPATHY  • HERPES  ZOSTER 

C O E N Z Y M E-B 

to  counter  the  effects  of  cocarboxylase  deficiency 
on  the  nervous  and  cardiovascular  systems 

Predominant  symptoms  of  cocarboxylase  deficiency  are  referable  to 
the  painful  degenerative  processes  of  peripheral  neuritis  or 
polyneuropathy.  Parenteral  administration  of  cocarboxylase 
(COENZYME-B)  50  mg.  affords  rapid  relief  from  these  complica- 
tions. Neuritis,  which  is  benefited  by  cocarboxylase,  occurs  at 
times  in  malnutrition,  cardiac  conditions,  diabetes,  chronic  gastro- 
intestinal diseases  (diarrheas,  intestinal  resections,  fistulae,  sprue, 
achlorhydria),  drug  intoxication,  herpes  zoster  and  infections. 

COENZYME-B  (diphosphothiamin) 
is  available  in: 

CAPSULES  — 25  mg  (bottles  of  50's  and  lOO’s) 

2 cc  AMPULS  — 50  mg  (boxes  of  25,  50  and  100) 

(for  intramuscular  use  only) 


Write  for  physicians'  samples  for  clinical  trial. 


BARROWS  BIOCHEMICAL  PRODUCTS  CORP. 


BARROWS 


INWOOD,  LONG  ISLAND,  NEW  YORK 


Biochemicals  • Manufacturing  Chemists  • Pharmaceuticals 


J. 
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What  every  bride  should  know 
about  U.S.  Savings  Bonds 


Mother  may  have  forgotten  to  mention  it, 
but  there  are  some  important  things  you 
should  know  about  U.S.  Savings  Bonds 
when  you  get  married. 

1.  Your  Savings  Bonds  should  be  re- 
issued in  your  married  name.  They’ll  con- 
tinue to  earn  interest  as  they  are,  but 
reissuing  them  now  will  help  avoid  prob- 
lems when  you  want  to  cash  them  in 
some  day. 

2.  If  you  want  to  be  named  co-owner  or 
beneficiary  on  your  husband’s  Bonds, 
these  should  be  reissued,  too. 

Your  bank  will  help  you  with  this, 
no  charge. 


Of  course,  now  that  you  have  so  much 
to  save  for,  you’ll  want  to  keep  on  buying 
U.S.  Savings  Bonds.  As  well  as  provid- 
ing money  for 
many  of  the 
things  you’ll 
need,  they  help 
protect  your 
freedom  to  live 
happily  ever 
after. 

Help  yourself  while  you  help  your  country 

BUY  U.S.  SAVINGS  BONDS 


This  advertising  is  donated  by  The  Advertising 
Council  and  this  magazine. 
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Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate 5 mg.  ) 

(Warning:  May  be  habit-forming)  V 6.5  mg. 

Homatropine  methylbromide  . . .1.5mg.  ) 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride 10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 

in  a highly  palatable,  cherry-flavored  vehicle  (methylpara- 
ben  0.13%  and  propylparaben  0.02%  as  preservatives) 
INDICATIONS:  For  both  productive  and  nonproductive  cough. 
For  relief  of  symptoms  in  tracheitis,  bronchitis,  pneumonia, 
pharyngitis,  bronchial  asthma,  pertussis,  and  allied  condi- 


for  fast  and  long-lasting 
cough  control 

tions;  cough  associated  with  allergy;  in  general,  whenever 
cough  medication  is  indicated. 

DOSAGE:  Average  adult  dose— 1 teaspoonful  after  meals  and 
at  bedtime  with  food.  Children  6 to  12  years,  V2  teaspoon- 
ful; 3 to  6 years,  Vn  teaspoonful;  1 to  3 years,  10  drops; 
6 months  to  1 year,  5 drops;  after  meals  and  at  bedtime. 
On  oral  Rx  where  state  laws  permit.  U.  S.  Pat.  2,630,400. 
CAUTION:  Should  be  used  with  caution  in  patients  with 
known  idiosyncrasies  to  phenylephrine  HCI  and  in  patients 
with  moderate  or  severe  hypertension,  hyperthyroidism  or 
advanced  arteriosclerosis.  In  these  patients  use  should  not 
exceed  three  days.  Hycomine  Syrup  is  generally  well  toler- 
ated but  in  some  patients  drowsiness,  dizziness  or  nausea 
may  occur.  May  be  habit-forming. 
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Medical  Meetings 


Trafalgar  Hospital  presentation 

The  quarterly  combined  staff  meeting  and 
clinical  presentation  of  Trafalgar  Hospital 
will  be  held  December  5 at  8:30  p.m.  on  the 
ninth  floor  of  the  hospital  at  161  East  90th 
Street,  New  York  City. 

Emanuel  Revici,  M.D.,  attending  physician. 
Department  of  Oncology  at  Trafalgar  Hospital, 
will  speak  on  “New  Concepts  in  Physiology 
and  Management  of  the  Postoperative  Patient.” 
A general  discussion  will  follow. 

International  heart  meeting 

The  first  international  symposium  on  the  use 
of  anticoagulants  in  coronary  artery  heart 
disease — their  life-saving  results  and  dangers — 
will  be  held  in  Miami  Beach,  Florida,  January 
9 through  11,  1964,  at  the  Fontainebleau,  it 
has  been  announced  by  the  Miami  Heart 
Institute. 

Fifty  authorities  will  offer  controversial 
opinions  of  the  virtue  of  anticoagulant  agents 
in  angina  pectoris;  impending,  acute,  and 
recurrent  myocardial  infarction;  and  in  long- 
term therapy  after  the  onset  of  clinical  signs 
of  coronary  artery  insufficiency. 

Information  on  reservations  and  registra- 
tion may  be  obtained  from  the  Miami  Heart 
Institute,  4701  North  Meridian  Avenue,  Miami 
Beach,  Florida  33140. 

Pan-American  Medical  Association  cruise 

The  Pan-American  Medical  Association  will 
hold  its  39th  anniversary  congress  in  the  form 
of  a Carribean  cruise  on  the  S.  S.  Independence. 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


The  ship  wiU  depart  from  New  York  on  Wednes- 
day,  February  19,  and  return  on  Thursday, 
March  5,  1964. 

Scientific  sessions  will  be  held  while  the  ship 
is  at  sea  and  also  there  will  be  medical  meetings 
in  various  ports.  The  program  will  include 
medical  motion  pictures,  lantern  shde  demon- 
strations, and  scientific  and  technical  exhibits. 

Through  PAMA’s  fifty  different  medical 
sections  virtually  aU  aspects  of  medicine  and 
surgery  will  be  covered.  Special  features  will 
include  panels  on  medical  electronics,  geriatrics 
and  gerontology,  space  medicine,  industrial 
medicine  and  surgery,  pharmacology  and  new 
drugs,  mental  health  and  preventive  psychiatry, 
hematology,  rheumatic  diseases,  tropical  and 
forensic  medicine,  and  benign  and  malignant 
skin  tumors. 

Some  of  the  countries  and  ports  to  be  visited 
include  St.  Thomas,  Martinique,  Kingston, 
Trinidad,  Curaqao,  San  Juan,  Caracas,  Bar- 
bados, and  Aruba. 

Interested  physicians  and  dentists  should 
write  to  Joseph  J.  Eller,  M.D.,  director  general, 
745  Fifth  Avenue,  New  York,  New  York  10022, 
or  telephone  PL  1-4545. 

International  congress  on  chest  diseases 

The  eighth  International  Congress  on  Diseases 
of  the  Chest  will  be  held  in  Mexico  City, 
October  11  to  15,  1964.  Registration  should 
be  made  by  December  31  of  this  year.  Dead- 
line for  the  submission  of  summaries  of  papers 
is  March  31,  1964. 

Bulletins  concerning  detailed  information 
on  the  Congress  may  be  obtained  from:  Unidad 
de  Congresos  del  Centro  Medico,  Bloque 
B-3er  Piso,  Av.  Cuauhtemoc  330,  Mexico  7, 
D.F. 
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(concentrates  on  coughs) 


Tussicalm,  by  concentrating  solely  on  cough  relief,  permits 
therapeutic  and  dosage  flexibility  in  treating  individual 
patients,  since  other  symptoms  may  vary  in  type,  fre- 
quency, onset  and  duration.  Mixtures  with  multi-therapeutic 
effects  may  be  unnecessary,  increase  danger  of  side  effects, 
and  result  in  "inadequate  concentrations  of  effective 
ingredients "i 

With  Tussicalm,  patients  receive  concentrated  2-way  action. 
Noscapine— safe,  effective  cough  suppressant.*'^  Antitussive 
potency  equal  to  codeine.i'^'*  No  addiction  liability. Wide 


margin  of  safety.^'^  No  opiate-like  effects,  such  as  constipa- 
tion, respiratory  depression  or  blood  pressure  changes.^ 
Glyceryl  Guaiacolate— safe,  superior  expectorant.  Greatly  in- 
creases and  thins  bronchial  secretions.^  Facilitates  elimina- 
tion of  sputum  and  soothes  irritated  bronchial  mucosa. >0 
Virtually  no  adverse  effects.® 

Tussicalm,  being  essentially  free  of  side  effects,  is 
available  to  the  whole  family  without  prescription. 

ROUSSEL  CORPORATION.  155  E.  44  ST..  N.  Y.  17,  N.  Y.(^m£c) 


Each  teaspoonful  (5  cc.)  contains  in  a delightfully  different  tasting  syrup:  Noscapine  10  mg..  Glyceryl  Guaiacolate  90  mg.,  Citric  Acid  Anhydrous  75 
mg„  and  ^dium  Benzoate  5 mg.  DOSAGE:  Adults:  2 teaspoonfuls  three  or  four  times  daily.  Children  (6  to  12):  1 teaspoonful  three  or  four  times  daily. 
Children  (4  to  6):  Vj  to  1 teaspoonful  three  or  four  times  daily.  SUPPLIED:  4-oz.  bottles. 

REFERENCES:  (1)  Bicherman.  H.  A.:  M.  Clin.  N.  America  45:805.  1961.  (2)  Bickerman,  H.  A..  & Barach,  A.  L.:  Am.  J.  M.  Sc.  228:156,  1954.  (3)  Segal. 
M.  S.:  Goldstein.  M.  M . & Attinger,  E.  O.:  Dis.  Chest  32:305,  1957.  (4)  Bickerman,  H.  A.  ; German,  E.;  Cohen,  B.  M.,  & Itkin,  S.  E.:  Am.  J.  M.  Sc. 
234:191.  1957.  (5)  New  and  Nonofficial  Drugs,  Evaluation  by  A.M.A.  Council  on  Drugs.  Philadelphia,  J.  B.  Lippincott  Company,  1962.  p.  453. 
(6)  Bickerman.  H.  A.,  In  Modell,  W.,  ed.:  Drugs  of  Choice  1962*1963.  St.  Louis,  The  C.  V.  Mosby  Company,  1962,  p.  469.  (7)  Bickerman,  H.  A.:  Clin. 
Pharmacol.  4 Therap.  3:353  (May-June)  1962.  (8)  Winter.  C.  A.,  & Flataker.  L.:  Toxicol.  4 Appl.  Pharmacol.  3:96.  1961.  (9)  Bickerman,  H.  A.,  In 
Modell.  W.:  op.  elr.:  474.  (10)  Ibid.:  472.  eiits 
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it’s  a long  walk  from  gate  6 . . . 

It’s  a long  walk  from  almost  anywhere  for  anyone  suffering 
the  excruciating,  itching  discomfort  of  pruritus  vulvae. 
ARISTOCORT  Triamcinolone  Acetonide  Cream  is 
highly  active  against  the  embarrassing  and  intolerable 
irritation  of  pruritus  ani  and  vulvae.  Sparing  application 
to  the  affected  area— 3 to  4 times  daily— usually 
provides  rapid  relief.  And  when  excoriation  of  the  area 
has  led  to  infection,  the  choice  of  NEO-ARISTOCORT 
Neomycin  Sulfate-Triamcinolone  Acetonide  will 
assure  activity  against  a wide  range  of  skin  pathogens. 

A possible  side  effect  may  be  local  skin  sensitization 
due  to  neomycin.  Contraindications  (both  forms) : 
tuberculosis  of  the  skin,  herpes  simplex,  and 
chicken  pox.  Prescribe  tubes  of  5 or  15  Cm. 

Also  available  in  V2  lb.  jars. 


TOPICAL  CREAM  0.1% 
AND  OINTMENT  0.1% 


Triamcinolone  Acetonide 


Neomycin  Sulfate  (0.5%)— Triamcinolone  Acetonide  (0.1%) 


CREAM  0.1%  AND 
OINTMENT  0.1% 
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Books  Recehed 


The  following  books  were  received  during  the  month  of  September,  1963* 


Atlas  of  Plastic  Surgery.  By  Morton  I. 
Berson,  M.D.  Second  edition,  revised  and 
enlarged.  Quarto  of  336  pages,  illustrated. 
New  York,  Grune  & Stratton,  1963.  Cloth, 
$23. 

Emergencies  in  Medical  Practice.  Edited 
by  C.  Allan  Birch,  M.D.  Seventh  edition. 
Octavo  of  784  pages,  illustrated.  Baltimore, 
The  WiUiams  and  WUkins  Company,  1963. 
Cloth,  $9.75. 

A Doctor  Discusses  Pregnancy.  By  William 
G.  Birch,  M.D.,  and  Dona  Z.  Meilach,  Ph.B. 
Sextodecimo  of  114  pages,  illustrated.  Chicago, 
Budlong  Press  Company,  1963.  Paper,  $1.50. 

The  Doctor  and  His  Patient.  A Sociological 
Interpretation.  By  Samuel  W.  Bloom,  Ph.D. 
Octavo  of  270  pages,  illustrated.  New  York. 
Russell  Sage  Foundation,  1963.  Cloth,  $4.50. 

pH  and  Dissociation.  A Learning  Program 
for  Students  of  The  Biological  and  Med- 
ical Sciences.  By  Halvor  N.  Christensen, 
Ph.D.  Quarto  of  60  pages,  illustrated.  Phil- 
adelphia, W.  B.  Saunders  Company,  1963. 
Paper,  $1.75. 

Medical  Department,  United  States  Army. 
Preventive  Medicine  in  World  War  II.  Vol. 
VI.  Communicable  Diseases — Malaria. 

Editor  in  Chief,  Colonel  John  Boyd  Coates, 
Jr.,  MC,  USA.  Editor  for  Preventive  Med- 
icine, Ebbe  Curtis  Hoff,  M.D.  Assistant  editor, 
Phebe  M.  Hoff,  M.A.  Octavo  of  642  pages, 
illustrated.  Washington,  D.C.,  Office  of  the 

* Books  received  for  review  are  acknowledged  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  re- 
view is  made  on  the  basis  of  merit  and  reader  interest. 


Surgeon  General,  Department  of  the  Army, 
1963.  Cloth,  $6.25. 

Reflex  Testing  Methods  for  Evaluating 
C.N.S.  Development.  By  Mary  R.  Fioren- 
tino,  O.T.R.  Octavo  of  58  pages,  illustrated. 
Springfield,  111.,  Charles  C Thomas,  1963. 
Cloth,  $5.50. 

Early  Cancer.  Prevention — Detection — 
Course — Treatment.  By  Leonard  B.  Gold- 
man, M.D.  Quarto  of  324  pages,  illustrated. 
New  York,  Grune  & Stratton,  1963.  Cloth, 
$12.50. 

Review  of  Physiological  Chemistry.  By 
Harold  A.  Harper,  Ph.D.  Ninth  edition. 
Octavo  of  437  pages,  illustrated.  Los  Altos, 
Calif.,  Lange  Medical  Publications,  1963. 
Paper,  $6.00. 

Human  Sex  and  Sex  Education.  By  Warren 
R.  Johnson,  Ed.D.  Duodecimo  of  205  pages, 
illustrated.  Philadelphia,  Lea  & Febiger, 
1963.  Cloth,  $4.50. 

Your  Inner  Child  of  the  Past.  By  W.  Hugh 
Missildine,  M.D.  Octavo  of  317  pages.  New 
York,  Simon  and  Schuster,  1963.  Cloth, 
$5.95. 

Clearance  Tests  in  Clinical  Medicine.  By 
Frangois  C.  Reubi,  M.D.  Octavo  of  217 
pages,  illustrated.  Springfield,  111.,  Charles  C 
Thomas,  1963.  Cloth,  $8.75.  (American  Lec- 
ture Series) 

Diseases  of  The  Nervous  System,  By  Sir 
Francis  Walshe,  M.D.  Tenth  edition.  Octavo 
of  381  pages,  illustrated.  Baltimore,  The 
Williams  and  Wilkins  Company,  1963.  Cloth, 
$7.95. 
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Helps  to  make  the  epileptic’s  life  more  meaningful 


Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 


patient  to  lead  a useful  life. 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia  has  been 
reported.  Nystagmus  may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates  dosage  should  be 
reduced.  Periodic  examination  of  the  blood  is  advisable. 


Books  Reufeiued 


Coronary  Heart  Disease.  The  Seventh 
Hahnemann  Symposium.  Edited  by  William 
Likoff,  M.D.,  and  John  H.  Moyer,  M.D. 
Quarto  of  483  pages,  illustrated.  New  York, 
Grune  & Stratton,  1963.  Cloth,  $17.75. 

The  list  of  lecturers  and  contributors  to  this 
symposium  contains  many  of  the  outstanding 
authorities  in  the  field  of  coronary  heart  disease. 
Each  contribution  is  short  and  concise  and  in 
many  instances  constitutes  a summary  of  the 
present  state  of  knowledge  of  the  subject  under 
discussion.  As  in  any  symposium  the  quality  of 
the  presentations  is  somewhat  uneven.  How- 
ever if  the  chapters  are  used  as  ready  sources  of 
reference  for  the  latest  information  on  specific 
aspects  of  coronary  heart  disease  they  will  prove 
very  useful. 

The  book  does  not  pretend  to  be  a definitive 
work  on  coronary  heart  disease  but  as  a sym- 
posium by  many  outstanding  authorities  it  can 
be  recommended. — Edwin  P.  Maynard,  Jr., 
M.D. 

Thyrotropin,  Compiled  and  Edited  by  Sidney 
C.  Werner  M.D.  Proceedings  of  a Conference 
on  Thyrotropin  Sponsored  by  The  Endocrine 
Study  Section  National  Institutes  of  Health. 
Octavo  of  392  pages  illustrated.  Springfield, 
Charles  C Thomas,  1963.  Cloth,  $11.75. 

This  is  the  second  conference  on  tropic  hor- 
mones of  the  pituitary  gland  with  participants 
from  England,  Canada,  New  Zealand,  and  the 
United  States. 

The  contents  consist  primarily  of  prepared 
presentations  followed  by  a discussion  period. 
Subjects  range  from  the  comparative  biology  of 
thyrotropin  secretion  to  thyrotropin  dependent 
responsive  thyroid  carcinoma.  From  this  wealth 
of  material  it  becomes  clear  that  the  role  of  the 
pituitary-thyroid  axis  in  the  lower  forms  still 
needs  clarification,  although  progress  is  being 
made. 

The  formal  papers  and  discussions  are  an 
excellent  means  for  those  who  wish  to  familiar- 
ize themselves  with  work  in  this  field. — Cecilia 
Jett-Jackson,  M.D. 

Calciphylaxis.  By  Hans  Selye,  M.D.  Octavo 
of  552  pages,  illustrated.  Chicago,  The  Uni- 
versity of  Chicago  Press,  1962.  Cloth,  $25. 

Hans  Selye,  one  of  the  medical  giants  of  this 
century,  has  evolved  a new  consideration  of 
calcification  in  tissue.  A stromal  depot  system 
in  connective  tissue  is  conceived.  Parathyroid 
hormone  and  vitamin  D substances  with  specific 
systemic  sensitivity  by  challenging  agents  with 
a definite  timing  sequence,  have  caused  calciphy- 


laxis. This  is  produced  at  predetermined  sites 
for  example  in  the  skin,  muscles,  joints,  pan- 
creas, bile  ducts,  uterus,  spleen,  RES-cells, 
lung,  trachea,  thyroid,  parathyroid,  carotid 
body,  Brunner’s  glands,  salivary  glands,  and 
lacrimal  glands.  This  excellent  monograph  is 
presented  to  stimulate  further  investigation  of 
the  part  calciphylaxis  plays  in  human  physiology 
and  pathology. 

The  book  is  divided  into  three  parts:  the 
major  part  is  the  compilation  of  data;  clinical 
implications  and  speculations  are  also  given. 
Bold  print  and  italics,  as  well  as  Selye’s  type  of 
index,  84  colored  plates,  and  his  customary  de- 
tailed studies  make  this  book  easy  to  read  and 
digest.  Student,  researcher,  and  clinician  have 
much  to  gain  from  having  this  book. — Bernard 
Seligman,  M.D. 

Progress  in  Neurology  and  Psychiatry. 
Volume  XVII.  Edited  by  E.  A.  Spiegel,  M.D. 
Octavo  of  607  pages.  New  York,  Grune  & 
Stratton,  1962.  Cloth,  $14. 

The  editor  is  professor  and  head  of  the  De- 
partment of  Experimental  Neurology,  Temple 
University  School  of  Medicine,  Philadelphia. 
He  is  ably  assisted  by  an  editorial  board  and 
contributors  of  national  and  international 
stature  in  their  respective  specialized  fields. 

The  phenomenal  growth  of  these  two  special- 
ties is  appreciated  when  one  considers  that  the 
first  annual  review  covered  only  some  3,000 
papers  in  contrast  to  the  present  volume  survey- 
ing about  5,000  publications.  Of  these,  psy- 
chiatry merits  nearly  1,800  papers,  basic  sciences 
1,150  references,  neurology  over  1,560  references, 
and  neurosurgery  over  330  references.  Bi- 
ennially reviewed  subjects  include  neuro- 
physiology (electrophysiologic  aspects),  the 
vascular  system,  and  shock  treatments. 

This  volume  is  a must  for  all  those  wishing  to 
keep  abreast  in  these  rapidly  growing  specialties. 
We  are  greatly  indebted  to  the  editor  and  his 
assistants  who  have  taken  time  to  cull  for  us 
those  publications  deserving  special  mention  and 
perusal.  This  volume  should  be  kept  at  arm’s 
length  for  ready  reference.  Each  contribution  is 
enhanced  in  value  by  a detailed  list  of  pertinent 
references.  A well-organized  index  rounds  out 
this  volume  which  deserves  the  widest  of  reading. 

— Frederick  L.  Patry,  M.D. 

Electrocardiography.  By  Michael  Bernreiter, 
M.D.  Second  edition.  Octavo  of  202  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1963.  Cloth,  $7.50. 

continued  on  page  3340  * 
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White's^ 

Cod  Liver  OH 

Concentrate 

Drops 

With  Added  Vitamin  D3 


For  infants,  essential  vitamins  A and  D at  only  a penny 
a day!  Only  two  drops  a day  of  White’s  Cod  Liver  Oil 
Concentrate  provide  an  economical,  therapeutically 
sound  way  to  give  infants  vitamins  A and  D.  Each 
White’s  Cod  Liver  Oil  Concentrate  Drop  provides  1,560 
units  of  vitamin  A and  312  units  of  vitamin  D (equiva- 
lent to  one  teaspoonful  of  Cod  Liver  Oil,  N.F.).  Usual 
prophylactic  dose:  2 to  4 drops  daily.  Supplied:  drop- 
per bottles  of  6 cc.,  30  cc.  and  50  cc. 
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Advisory 

Service 

Providing  portfolio  super' 
vision  for  both  individual 
and  institutional  investors. 


Direct  inquiriet  to 
Investment  Advisory 
Department 


CARL  M.  LOEB, 
RHOADES  8c  CO. 

Members  ^few  York  Stock  Exchange 
42  WALL  STREET,  N.  Y.  5 
375  Park  Avenue,  N.  Y.  22 
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Modernized 

lodotherapy 


lodo-Niacin  Avoids  lodism 

For  more  than  100  years  iodides  have  been  employed  in  treatment 
of  atherosclerosis,  coronary  sclerosis  and  angina  pectoris  ( Bouillaud, 
1858)  The  principal  drawback  was  the  serious  and  unpredictable 
side  effect  of  iodism.2 

lodism  has  been  eliminated  by  combining  potassium  iodide  with 
the  protective  factor,  niacinamide  hydroiodide  (lodo-Niacin).*  Many 
clinical  reports  on  lodo-Niacin  have  been  published  without  a single 
case  of  iodism. 

In  a study  of  59  cases  of  generalized  arteriosclerosis,  lodo-Niacin 
was  administered  in  full  dosage  for  a year  or  longer.  Dizziness  was 
relieved  in  71%  of  cases,  vague  abdominal  distress  in  87%,  chronic 
headaches  in  61%,  and  disorientation  in  50%.  No  iodism.^  Retinal 
hemorrhages  were  absorbed  rapidly.'* 

The  signs  and  symptoms  of  atherosclerosis  which  are  partly 
reversible  have  shown  significant  improvement  under  treatment  with 
oral  or  parenteral  lodo-Niacin.® 

Dosage:  2 tablets  three  or  four  times  daily.  May  be  continued  for 
long  periods  without  iodism. 

Availability:  Slosol  coated  pink  tablets,  in  bottles  of  100.  Also 
available  in  ampuls. 

Summary:  Effective  iodide  medication  protected 
by  niacinamide  against  hazard  of  iodism. 


lODO-NIACIN 


For  Sustained  Treatment  of  Atherosclerosis 


Potassium  Iodide  

Niacinamide  Hydroiodide 


i 
I 

Chemical  Company  | 
St.  Louis,  Mo.  63108  J 

I 

I 


REFERENCES: 

135  mg.  *•  Sollmann’s  Manual  of  Pharmacology,  8th 

■ ^ ed.,  1957,  p.  )121. 

..  i.0  mg.  2.  Goodman  & Gilman’s  Pharmacological 

Basis  of  Therapeutics,  2nd  ed.,  1955, 
p.  824. 

3.  Am.  J.  Digest.  Dis.  22:5,  1955. 

4.  Am.  J.  Ophth.  42:771,  1956. 

5.  M.  Tiwej  84:741,  1956. 
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Gentlemen: 

Please  send  me  professional  sample  and  literature  on  lODO-NIACIN. 
DOCTOR 


STREET 

CITY .'...ZONE STATE 


3339 


continued  from  page  3336 

I am  pleased  to  report  that  since  my  review  of 
the  first  edition  in  1958,  numerous  corrections 
and  additions  which  were  suggested  have  been 
made.  These  studies  of  myocarditis,  congenital 
heart  disease,  and  ventricular  aneurysms  and 
cardiotoxins  are  now  included.  Unfortunately, 
the  effects  of  trauma,  numerous  cardiotoxic 
effects  other  than  digitalis  and  quinidine,  and 
the  effects  of  glandular  disorders  other  than 
those  of  the  thyroid  are  omitted.  Furthermore, 
the  table  of  QT  intervals  still  remains  the  only 
table  of  norms  (other  than  the  two  step  test 
ascents  for  males  and  females). 

Nevertheless,  this  text  proves  to  be  a wide- 
ranging  yet  simply-stated  treatise  on  electro- 
cardiography. It  begins  with  a lucid  explana- 
tion of  the  basic  physical  principles  involved  in 
electrocardiography.  It  considers  rather  thor- 
oughly the  interpretation  of  the  electrical  phe- 
nomena produced  by  cardiac  action  in  normal 
and  most  abnormal  heart  conditions.  It  is  re- 
written concisely,  yet  with  great  clarity.  It  is 
especially  recommended  for  those  who  are 
initiating  the  study  of  this  particular  field  of 
general  medicine.  Its  lucidity  is  enhanced  by 
much  illustrative  material  (161  figures),  con- 
sisting of  both  schematic  drawings  and  electro- 
cardiograms. This  brings  the  total  number  of 
illustrations  to  almost  double  that  of  the  original 
edition. — Nathaniel  E.  Reich,  M.D. 


Clinical  Gastroenterology.  By  Eddy  D. 
Palmer,  M.D.  Second  edition.  Quarto  of 
706  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  Publishers, 
1963.  Cloth,  $22.50. 

This  comprehensive  review  of  the  organ  sys- 
tems comprising  the  digestive  tract  deserves  a 
place  on  the  bookshelf  of  any  student  and  prac- 
titioner in  gastroenterology. 

In  discussing  this  or  any  book  covering  a large 
field  of  medical  practice  one  can  always  find 
points  of  disagreement.  However,  it  is  the  sum- 
mation of  varying  points  of  view  and  the  lessons 
learned  therefrom  which  makes  for  progress. 

Allusion  to  a statement  credited  to  societies  is 
most  interesting.  It  stresses  the  need  to  study 
the  patient  as  a whole  and  concludes  by  noting 
that  “the  part  can  never  be  well  unless  the 
whole  is  well.” 

The  author  has  long  been  an  advocate  of  what 
he  calls  “interview  therapy”  in  the  management 
of  various  digestive  disorders,  and  stresses  it 
particularly  in  the  treatment  of  ulcer.  He  draws 
attention  to  the  necessity  for  a “meeting  of 
minds”  between  doctor  and  patient. 

In  talking  about  pain  he  says  “pain  is  the 


patients  interpretation  of  his  unpleasant  sensa- 
tion, not  the  sensation  itself.” 

All  in  all,  reading  this  volume  at  leisure  is  a 
refreshing  exercise  in  reviewing  and  evaluating 
one  man’s  extensive  experience  and  his  inter- 
pretation therefrom  in  a field  in  which  there  ex- 
ists much  controversy  and  consequent  change 
and  progress. 

This  book,  to  repeat,  is  recommended  to  all 
interested  in  the  practice  and  study  of  gastro- 
enterology.— Benjamin  Bernstein,  M.D. 

Applied  Anatomy  of  the  Eye.  By  Alfred 
Kestenbaum,  M.D.  Octavo  of  292  pages,  illus- 
trated. New  York  and  London,  Grune&  Strat- 
ton, 1963.  Cloth,  $12.50. 

This  book  is  what  one  who  knows  the  author 
would  expect  it  to  be.  It  not  only  discusses 
thoroughly  the  anatomy  of  the  eye,  the  adnexa, 
and  the  orbit  but  delves  into  a minutiae  of  de- 
tails. 

It  should  be  a valuable  addition  to  the  library 
of  every  ophthalmologist. — Daniel  Kravitz, 
M.D. 

Principles  of  Gynaecology.  By  T.  N.  A. 
Jeffcoate,  M.D.  Second  edition.  Octavo  of 
852  pages,  illustrated.  Washington,  Butter- 
worths,  1962.  Cloth,  $19.50. 

Dr.  Jeffcoate  is  one  of  the  great  gynecologic 
teachers  of  Creat  Britain.  As  a clinician  he  has 
contributed  much  to  our  knowledge  of  abnormal 
pelvic  conditions  in  the  female  and,  particularly, 
to  urologic  disorders  in  the  female. 

The  first  edition  of  his  text  has  been  widely 
used  throughout  the  English  speaking  nations 
of  the  world.  In  this  second  edition  he  has 
continued  to  give  disproportionate  emphasis 
to  those  subjects  which  are  difficult  to  master. 
The  chapter  on  intersexuality  includes  the 
newer  work  on  chromosomal  abnormalities. 
Also,  in  contrast  to  many  texts,  there  is  a marked 
personal  flavor  to  his  book  in  that  he  has  not 
hesitated  to  present  his  own  views  and  at  times 
to  be  somewhat  dogmatic.  In  various  parts  of 
the  text  he  has  inserted  brief  illustrative  case 
reports. 

As  in  the  previous  edition,  the  text  has  been 
illustrated  by  many  excellent  photographs  of 
pathology.  Many  photographs  of  urethro- 
cystography are  included  to  illustrate  the 
physiology  of  micturition  and  the  etiology  of 
incontinence  of  urination.  Simple  line  drawings 
are  also  used  to  demonstrate  operative  technic. 
Many  sections  of  the  book  have  been  rewritten 
to  bring  it  up  to  date.  Students  and  prac- 
titioners of  gynecology  should  find  the  text  of 
great  interest  and  value,  and  it  is  highly  recom- 
mended.— Alexander  H.  Rosenthal,  M.D. 
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patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetried  it, they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert's  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Of  the  total  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


^ AMA  Council  on  Foods  and  Nutrition:  The  Reg* 
Illation  of  Dietary  Ftil.JAMA  181:411-423  (Aug- 
ust 4»  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3.  1962). 


Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
Y ork  State  (official  titles) . 


Orders  are  now  being 
taken  for  the  1963-64  edi- 
tion. Write:  Directory 

Department,  Medical  So- 
ciety of  the  State  of  New 
York,  750  Third  Ave., 
New  York,  N.Y.,  10017 
$20.00  a copy  plus  4% 
sales  tax  for  N.Y.C.  de- 
livery. Society  members, 
who  have  paid  their  1963 
dues,  will  receive  the  Di- 
rectory as  part  of  their 
membership  — without 
charge. 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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You  can 
take  it  with  you 
...with  EASE 


Here  is  a modern,  clinically- 
accurate  ECG  of  proven 
usefulness  in  thousands  of 
practices  — yet  light  and 
compact  enough  for  even  a 
slight  nurse  or  technician 
to  carry  \A/ith  ease. 
Complete  with  all  acces- 
sories, the  Sanborn  Model 
300  Visette®  electrocardio- 
graph weighs  only  18 
pounds,  is  as  compact  as  a 
ladies  overnight  case.  Fully 
diagnostic,  permanent  ’car- 
diograms in  all  standard 
leads  are  recorded  by 
heated  stylus  on  inkless 
Permapaper®,  for  immedi- 
ate interpretation.  Simple 
paper  loading,  pushbutton 
“grounding”,  space  for  all 
accessories  in  the  cover 
are  a few  of  the  Visette’s 
convenience  features.  Your 
nearby  Sanborn  Branch 
Office  or  Service  Agency 
will  be  happy  to  provide 
a demonstration  or  15-day 
No-Obligation  Trial  of  this 
modern,  lightweight,  mod- 
erately-priced 'cardiograph. 
Call  your  Sanborn  man  at 
your  convenience. 


SANBORN  COMPANY 

MEDICAL  DIVISION  Waltham  54.  Mass. 

A Subsidiary  of  Hewlett-Packard  Company 


New  York  Branch  Office  1841  Broadway 
Circle  7-5794  and  7-5795 

Rochester  Branch  Office  528  Mt.  Hope  Ave.,  Browning  1-2005 
Buffalo  Resident  Representative  284  Delaware  Ave.,  TL  6-4850 
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All  New  York 

and  Metropolitan  area  physicians 
are  welcome  to  attend  the 


1964  NEW  YORK  MEDICAL  MEETING* 


Programs  will  offer  the  latest  facts  on  a wide  range  of  subjects  including: 
Disorders  of  Protein  Metabolism. 

Compound  Extremity  Fractures. 

Management  of  difficult,  Chronic  Chest  Problems. 

Management  of  Colitis  and  Proctitis,  and  information  on  Gastric 
Freezing. 

Physicians’  obligation  to  the  public  regarding  Cigarette  Smoking. 

Mortality  factor  in  patients  60  years  of  age  and  older  undergoing 
Thoracic  Surgery. 

New  trends  in  Ophthalmology. 

Plastic  and  Reconstructive  Surgery. 

Physiology  and  Physiopathology  of  Urinary  Incontinence 
Disability  evaluation  of  Emotional  Problems  in  Industry. 

Sun  exposure  and  skin  aging. 

Denture  Dermatitis. 

Problems  in  Pediatric  Dermatology. 

Changing  concepts  in  management  of  Laryngeal  Cancer. 

What  constitutes  a complete  diagnostic  office  gynecologic  examina- 
tion? 

Elective  induction  and  stimulation  of  labor. 

And  many  others. 

★ ★ ★ ★ 

Your  State  Society  Convention  is  a leading  source  for  post- 
graduate knowledge  and  information  which  can  help  you 
in  your  practice. 

*No  Registration  Fee 

ALL  AT  THE  AMERICANA  OF  NEW  YORK 


(Good  Parking  Facilities) 
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The  turning  point  for  effective  cold  relief 

Coricidin® 


The  most  widely  used  ethical  cold  preparation  in  America. 


Each  CORICIDIN  Tablet  contains:  CHLOR-TRIMETON®  (chlorpheniramine)  Maleate,  2 mg.,  aspirin  0.23  Gm., 
phenacetin  0.16  Gm.,  caffeine  0.03  Gm.  Each  CORICIDIN  "0”  Tablet  contains  phenylephrine  10  mg.  In 
addition  to  the  above  ingredients.  CORICIDIN  Tablets,  brand  of  antihistaminic*antipyretic«analgesic  compound. 


S-227R 


1 

higher  activity  levels  than 
other  tetracyclines 


1-2  days’ "extra"  activity 


DAYS  1 2 3 4 5 6 


duration  of  therapy,  tetracycline 


duration  of  activity,  tetracycline 


gives  you  an  "extra  dimension"  of  antibiotic  contro 


.DEMETHYLCHLOETETRACYCLINE  HCl 

\Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young  and  aged— 
fthe  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive.  Side  Effects  typical  of 
ijtetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  dermatitis,  over- 
growth of  nonsusceptible  organisms.  Also:  photodynamic  reaction  .(making  avoidance  of  direct  sunlight  ad- 
visable) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  Capsules,  150 
mg.  and  75  mg.  of  demethylchlortetracycline  HCl.  Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7l$0-3 


the  thirty-minute 
checkup . . . 


Empty  capsules  are  filled  by  the  finest 
precision  machinery  available  . . . but 
no  machine  is  perfect.  That’s  why  all 
Lilly  Pulvules®  (fiUed  capsules)  are 
given  the  "thirty-minute  checkup”  to 
be  certain  that  uniformity  is  main- 
tained. At  least  once  every  thirty  min- 
utes ten  filled  capsules  are  taken  from 

Eli  Lilly  and  Company 


each  machine  and  carefuUy  weighed 
on  a prescription  balance.  In  addi- 
tion, the  checks  are  double-checked  at 
least  four  times  each  day  . . . another 
of  the  many  stringent  controls  which 
assure  you  that  the  LiUy  products  you 
prescribe  provide  quality  that  merits 
the  full  measure  of  your  confidence. 


Indianapolis  6,  Indiana,  U.S.A. 
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Original  papers  will  be  considered  for  publica- 
tion with  the  understanding  that  they  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
750  Third  Avenue,  New  York  17,  New  York. 

Preparation  of  Manuscript:  Manuscripts 

should  he  face  copy  typed  double-spaced  with 
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Editonals 


Why  a physician’s  lien  law? 

A decision  early  in  1962,  while  upholding 
a physician’s  claim  for  medical  services 
rendered  to  an  accident  victim,  points  up 
the  necessity  for  and  justice  of  the  enact- 
ment of  a physician’s  lien  law  in  the  State  of 
New  York. 

In  the  instant  case  the  patient  was  in- 
jured in  an  automobile  accident  in  October, 
1955,  and  was  taken  to  the  Kings  County 
Hospital,  where  he  remained  until  the  end 
of  December,  1955.  While  there,  he  was 
treated  by  the  plaintiff  physician  and  by 
physicians  under  his  supervision.  The 
patient  retained  an  attorney  to  prosecute 
his  claim  for  personal  injuries  against  the 
person  responsible  for  the  accident. 

Shortly  after  his  admission  to  Kings 
Coimty  Hospital,  as  part  of  a standard  as- 
signment to  the  City  of  New  York  on  behalf 
of  Kings  County  Hospital,  the  patient  ex- 
ecuted an  assignment,  which  was  witnessed 
by  his  attorney,  to  the  physician  for  the 
professional  services  rendered  by  the  physi- 
cian. Written  notice  of  the  assignment 
was  sent  to  the  patient’s  attorney,  and  the 
physician  also  sent  a bill  for  $500  to  the 
patient  for  the  professional  services  rendered 
to  him.  Subsequently,  the  patient’s  acci- 
dent claim  was  settled  for  $8,500,  of  which 
$1,827  was  paid  to  the  City  Department  of 
Hospitals  and  $6,673  to  the  attorney  in  be- 
half of  the  patient. 

To  collect  his  fee  for  professional  services 
the  physician  chose  to  sue  the  patient’s 
attorney  and  the  insurance  company  which 
had  made  the  settlement  on  behalf  of  the 
motorist  responsible. 

The  lower  coiut  dismissed  the  physician’s 

Pigeons  in  the  grass  alas 

When  does  a pet  become  a pest?  When 
the  pet  spreads  pestilence.  This  answer  has 


action  on  the  grounds  that  he  must  first  sue 
the  patient  to  enforce  his  claim  before  he 
could  proceed  against  the  attorney.  It 
pointed  out  that  “the  law  is  well  settled 
that  a physician  has  no  lien  for  medical 
services  rendered.” 

It  called  attention  to  an  earlier  case  which 
held  “that  the  physician  stood  in  the  same 
position  as  other  claimants  to  whom  the 
patient  may  be  indebted  for  services  ren- 
dered and  therefore  would  be  required  to 
resort  to  a plenary  suit  to  enforce  his  lien 
claim,  if  any.” 

The  appellate  court  unanimously  reversed 
this  decision,  holding  that  the  attorney  had 
had  notice  of  the  assignment,  for  medical 
services  rendered,  of  a portion  of  the  pro- 
ceeds of  his  client’s  claim  for  personal  in- 
juries. “Consequently,  in  paying  out  moneys 
in  disregard  of  such  assignment,  he  is  liable 
to  plaintiff  for  the  resulting  damage.” 

The  court  also  reversed  the  lower  court’s 
judgment  in  favor  of  the  insurance  com- 
pany which  had  paid  the  money  to  the  at- 
torney in  settlement  of  his  client’s  claim. 

The  importance  of  this  decision  is  not 
that  the  physician  was  ultimately  successful 
in  enforcing  his  valid  claim  but  that  he  was 
compelled  to  expend  the  time  and  expense  of 
appeal  to  a higher  court  in  order  to  get  his 
just  deserts. 

A physician’s  lien  law,  as  advocated  for 
years  beyond  counting  by  the  Medical 
Society  of  the  State  of  New  York,  would  re- 
move this  unjust  burden  from  the  physicians 
of  New  York  and  would  impose  no  unfair 
burden  on  the  patients,  their  attorneys,  or 
the  insurance  companies  involved. 


now  been  given  imequivocaUy  by  mycolo- 
gists of  the  City  of  New  York  Department 
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of  Health  in  regard  to  the  pigeon  population 
of  the  city. 

It  always  seemed  that  a pigeon  popula- 
tion of  5 million  for  a city  of  8 million  people 
was  somewhat  out  of  balance.  But  until 
some  serious  reason  for  redressing  the 
balance  became  apparent  most  people  were 
willing  to  let  nature  take  its  course  and  see 
who  would  win  out  in  the  population  ex- 
plosion— people  or  pigeons. 

There  is  good  evidence  now  to  prove  that 
the  fungus  Cryptococcus  neoformans  foimd 
in  pigeon  droppings  can  by  inhalation  cause 
cryptococcal  meningitis  in  humans.  Two 
fatal  cases  are  now  on  record.  Cryptococcal 
respiratory  infections  are  well  known  and 


Selective  vaccination 

Smallpox  continues  to  raise  its  ugly  head 
in  port  areas  aroimd  the  world  where  the 
disease  is  no  longer  endemic.  An  outbreak 
in  Stockholm  points  up  the  close  association 
between  exposure  and  foreign  travel. 

Public  health  authorities  now  recommend 
that  the  following  persons  likely  to  come  in 
close  contact  with  travelers  be  vaccinated 
against  smallpox  yearly: 

Persons  working  in  port  areas:  personnel 
of  Federal  inspection  services;  aU  airport 
personnel,  including  airline  employes,  bag- 
gage handlers,  car  rental  persoimel,  restau- 
rant employes,  and  so  forth;  shipping  com- 
pany personnel  who  board  ships  or  other- 
wise have  frequent  personal  contact  with 


while  not  generally  fatal  are  responsible  for 
unnecessary  morbidity.  The  pigeon-borne 
fungus  is  foimd  in  the  air  throughout  the 
city. 

The  evidence  is  quite  clear  that  we  have 
a public  health  problem  in  the  rampant 
pigeon  mendicant  sedulously  nurtured  by 
the  well  intentioned. 

Public  health  principles  caU  for  the 
eradication  of  the  vector.  This  will  not 
please  those  whose  pastime  and  avocation  is 
the  feeding  of  the  disease  carriers.  Their 
pleasure  must  be  balanced  against  iUness  and 
death. 

Reasonable  people  wiU  not  for  long  oppose 
the  public  good. 


international  traffic;  other  persons  in  dock 
areas  who  have  frequent  personal  contact 
with  international  traffic. 

Others  who  may  have  close  contact  with 
international  traffic:  transportation  com- 

pany employes  such  as  taxi  drivers,  primarily 
those  serving  airport  and  dock  areas; 
persoimel  of  hotels  and  hospitals;  laundry 
personnel,  especially  those  who  serve  planes, 
ships,  quarantine  examination  rooms  or  de- 
tention facilities,  and  hospitals. 

The  length  of  immunity  obtained  by  vac- 
cination varies  widely  among  individuals; 
three  to  five  years  is  only  an  average.  The 
annual  vaccination  of  those  most  exposed 
is  added  insurance  against  flash  outbreaks. 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  11  through  14, 1964 

The  Americana,  New  York  City 


Scientific  Program 
Scientific  Exhibits 

FEBRUARY  11  through  14. 1964 

House  of  Delegates 

FEBRUARY  10  through  13, 1964 


NOTE  CHANGE  OF  MONTH  FOR  ANNUAL  CONVENTION. 
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EASIER  MANAGEMENT 

When  emotional  disturbance  is  a signifi- 
cant factor  in  dysfunction  of  gastrointes- 
tinal tone,  motility  and  secretion,  Pro- 
Banthine  with  Phenobarbital  provides  the 
dual  activity  that  leads  to  easier  manage- 
ment of  both  the  patient  and  his  problem: 

Pro-Banthine  (propantheline  bro- 
mide) to  neutrahze  the  effect  of  excitatory 
impulses  at  visceral  end  organs,  and 
Phenobarbital  to  moderate  emo- 
tional incitement  centrally. 

Pro-Banthine  with  Phenobarbital  is 
indicated  when  a mild  to  a moderate  psy- 
chic element  is  a factor  in : Peptic  ulcer  • 
Biliary  dyskinesia  • Pylorospasm  • Intes- 

PRO-BANTHINK 

with  Phenobarbital 

Each  tablet  contains : 
propantheline  bromide  . . 15  mg. 

phenobarbital  15  mg. 

(Warning:  May  be  habit  forming) 


tinal  hypermotility  • Spastic  colon  • 
Gastritis  • Other  dysfunctions  of  the 
gastrointestinal  tract. 

Dosage:  One  tablet  four  times  a day. 

Urinary  hesitancy,  xerostomia,  mydriasis 
and,  theoretically,  a curare-like  action 
might  occur  with  Pro-Banthine  (brand  of 
propantheline  bromide).  It  is  contraindi- 
cated in  the  presence  of  glaucoma  or 
severe  cardiac  disease.  The  usual  precau- 
tions with  regard  to  phenobarbital  should 
be  taken. 

e.  D.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 
Research  in  the  Service  of  Medicine 
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(magnesium-aluminum  hydroxide  gel) 


Practically  standard  treatment,  now,  for  bleeding  ulcer.  Why  is  Maalox  included?  Antacid  theraf 
must  continue  long  after  the  wound  has  healed,  and  patients  started  on  Maalox  tend  to  stay  c 
Maalox.  It  tastes  good;  it’s  effective  and  will  not  cause  constipation -three  important  reasons  f( 
Maalox  over  the  long  haul.  Some  physicians,  we  are  told,  order  Maalox  routinely  for  hospit. 
patients  on  drugs  which  could  irritate.  They  feel  it  reduces  the  likelihood  of  gastric  discomfoi 
Supplied:  Suspension:  Tablets  No.  1;  Tablets  No.  2.  (Each  Maalox  No.  1 Tablet  is  equivalent  to 
teaspoonful  and  each  Maalox  No.  2 Tablet  is  equivalent  to  2 teaspoonfuls  of  Suspension.) 


WILLIAM  H.  RORER,  INC..  FORT  WASHINGTON,  PA. 


Scientific  Articles 


Acute 

Ventilatory  Failure* 


OF  83  PATIENTS  With  Ventilatory  failure,  67 
were  men.  Chronic  obstructive  pulmonary 
disease  was  present  in  54  of  the  men  and  in  7 
of  the  16  women.  The  mortality  rate  was  18 
per  cent  and  was  highest  among  patients  with 
profound  abnormality  of  arterial  blood  gas 
composition.  However,  acute  ventilatory 
failure  may  be  successfully  treated,  and  most 
of  the  patients  who  died  had  other  serious 
diseases  in  addition  to  chronic  obstructive 
pulmonary  disease.  Arterial  blood  gas 
analysis  is  the  most  important  aspect  of  prompt 
diagnosis  and  proper  treatment. 


RONALD  FELDMAN,  M.D. 
The  Bronx,  New  York 
M.  HENRY  WILLIAMS,  JR.,  M.D. 

The  Bronx,  New  York 

Clinical  Instructor  in  Medicine,  Albert 
Einstein  College  of  Medicine  (Dr.  Feldman); 
Associate  Professor  of  Medicine  and 
Physiology,  Albert  Einstein  College  of 
Medicine,  and  Director,  Chest  Service,  Bronx 
Municipal  Hospital  Center  (Dr.  Williams) 


The  major  function  of  the  lungs  is  to 
maintain  normal  arterial  blood  gas  composi- 
tion. In  patients  with  chronic  pulmonary 
disease,  the  arterial  saturation  of  oxygen 
may  fall  below  97  per  cent,  and  the  arterial 
carbon  dioxide  tension  may  rise  above  40 
mm.  Hg.  Acute  disturbance  of  pulmonary 
function,  particularly  in  patients  with  under- 
lying chronic  disease,  may  be  associated 
with  severe  abnormality  of  arterial  blood 
gas  composition.  The  mechanisms  whereby 
disturbance  of  pulmonary  function  may  re- 
sult in  abnormabty  of  the  blood  gas  com- 
position in  various  diseases  have  been 
thoroughly  studied  during  the  past  few 
years  and  will  not  be  discussed  here.^-^ 
However,  it  is  important  to  note  that  severe 
hypoxemia,  particularly  if  it  is  accompanied 
by  hypercapnia,  is  usually  the  result  of 
inadequate  alveolar  ventilation  and/or  im- 
perfect distribution  of  the  alveolar  ventila- 
tion within  the  lung.  Although  this  prob- 
lem of  ventilatory  failure  has  been  recog- 
nized for  many  years,  and  although  many  of 

* study  supported  by  the  Health  Research  Council  of  the 
City  of  New  York,  Grant  U-1011;  and  by  the  National  Insti- 
tutes of  Health,  Grants  H3838,  M2562,  and  A2965. 


the  principles  of  management  have  been 
established,  the  magnitude  of  the  problem 
has  not  been  emphasized,  and  no  large  series 
of  patients  with  ventilatory  failure  has  been 
reviewed. 

The  present  report  constitutes  a review  of 
all  patients  admitted  to  the  adult  medical 
services  of  the  Bronx  Municipal  Hospital 
Center  over  an  eighteen-month  period  who 
manifested  ventilatory  failure,  arbitrarily 
defined  by  an  arterial  pC02  (carbon  dioxide 
pressure)  above  50  mm.  Hg.  Attention  is 
directed  to  the  incidence  of  the  condition 
and  to  the  need  for  arterial  blood  gas  analy- 
sis for  prompt  detection  and  proper  manage- 
ment of  the  syndrome. 

Methods 

In  this  laboratory  the  arterial  pC02  is 
measured  directly  with  the  Severinghaus 
electrode^  and  the  arterial  O2  saturation,  by  a 
spectrophotometric  technic  on  the  Beckman 
DU  spectrophotometer. '*  Arterial  puncture 
is  performed  at  this  hospital  by  insertion  of  a 
specially  prepared  needle  into  the  radial 
artery.  The  needle  is  simply  made  from  an 
ordinary  number  20  spinal  needle,  cut  to  the 
desired  length  and  sharpened  to  produce  a 
short,  sharp  bevel.  The  stylet  is  then  cut  so 
that  the  blunt  end  just  reaches  to  the  tip 
of  the  needle.  The  patient’s  hand  is  dorsi- 
flexed  as  much  as  possible,  generally  over  a 
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cast  or  board  which  permits  firm  fixation  of 
the  hand  and  arm  in  this  position.  After 
procaine  infiltration  of  the  skin  and  subcu- 
taneous tissues,  the  needle  is  placed  in  the 
radial  artery,  generally  with  little  difiiculty. 
With  the  stylet  in  place  the  needle  is  ad- 
vanced into  the  artery,  where  it  may  be  left 
for  several  hours  or  even  longer.  Inexperi- 
enced physicians  quickly  learn  how  to  per- 
form arterial  puncture.  Indeed,  aU  interns 
learn  the  technic  on  arrival  on  the  chest 
service,  and  they  use  it  throughout  their 
tour  of  duty.  WeU  over  1,000  arterial  punc- 
tures have  been  performed  without  complica- 
tion in  this  fashion  by  tbe  authors  and  their 
associates. 

The  arterial  blood  sample  is  allowed  to 
flow  into  a lightly  oiled  syringe  containing 
sufficient  heparin  to  fill  the  dead  space.  The 
syringe  is  sealed  with  a mercury-fiUed  cap, 
with  care  to  prevent  the  introduction  of  air, 
and  is  gently  shaken.  The  sample  is  gener- 
ally analyzed  immediately  but  may  be  re- 
frigerated and  kept  for  several  hours. 

Results 

Between  July  1,  1960,  and  December  31, 
1961,  there  were  nearly  5,000  admissions  to 
the  adult  medical  service  of  the  Bronx 
Municipal  Hospital  Center.  Eighty-three 
patients,  admitted  109  times  (2  per  cent  of 
the  admissions),  were  considered  to  have 
ventilatory  failure.  Although  arterial  punc- 
ture is  often  performed  by  house  officers  at 
Bronx  Municipal  Hospital  Center,  particu- 
larly on  the  chest  service,  it  is  likely  that 
there  were  other  patients  with  ventilatory 
failure  who  did  not  have  arterial  puncture. 

Of  the  83  patients,  67  were  men.  All  but 
13  had  COPD  (chronic  obstructive  pulmo- 
nary disease).  This  term  is  used  to  include 
all  patients  with  a clinical  diagnosis  of 
chronic  bronchitis  and  or  emphysema.^  Ad- 
mission of  patients  with  COPD  was  usually 
prompted  by  increase  of  dyspnea,  deteriora- 
tion of  mental  status,  or  increasing  peripheral 
edema.  Serious  exacerbation  of  signs  or 
symptoms  was  usually  caused  by  acute 
respiratory  infection. 

Among  the  13  who  did  not  have  COPD, 
3 patients  had  bronchial  asthma,  3 were 
examples  of  the  “Pickwickian”  syndrome,® 
2 had  carcinoma  of  the  lung,  2 had  mitral 
valve  disease  with  congestive  failure,  and 
there  was  1 case  each  of  pneumonia,  kypho- 
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FIGURE  1.  Blood  gas  values  (A)  on  admission  to 
the  hospital  and  (B)  on  discharge. 

scoliosis,  and  undiagnosed  disease,  possibly 
disseminated  lupus.  The  patients  with 
rheumatic  mitral  disease  also  showed  evi- 
dence of  COPD  and,  in  addition,  one  had 
bacterial  endocarditis  and  the  other  had 
asbestosis. 

Of  the  16  women  only  7 had  COPD. 
Among  the  remaining  9,  2 had  bronchial 
asthma,  2 had  primary  hypoventilation,  3 
developed  ventilatory  failure  during  the 
course  of  acute  pneumonia,  and  there  was  1 
case  each  of  myxedema  and  arteriosclerotic 
heart  disease,  conditions  that  are  not  gen- 
erally associated  with  ventilatory  failure. 
However,  the  patient  with  arteriosclerotic 
heart  disease  also  had  polycythemia  vera 
and  mild  COPD;  and  myxedema  is  known 
to  cause  alveolar  hypoventilation,  which 
may  contribute  to  the  fatal  outcome  in 
some  cases  of  myxedema  coma. ^ * 

Of  the  109  admissions,  20  patients  died 
during  hospitalization,  a mortality  of  18 
per  cent.  The  mortality  rate  was  highest 
among  patients  with  profound  abnormality; 
of  arterial  blood  gas  composition  on  admis- 
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present  in  the  absence  of  marked  abnor- 
mality of  arterial  blood  gas  composition, 
and,  conversely,  some  patients  with  severe 
hypercapnia  and  hypoxemia  were  free  of 
edema. 

At  the  time  of  arterial  puncture  23 
patients  were  comatose  and  19  were  som- 
nolent. On  the  average,  patients  with 
coma  had  more  hypercapnia  than  the  others, 
but  an  occasional  comatose  patient  had 
relatively  little  hypercapnia.  On  the  other 
hand,  some  wakeful  patients  had  severe 
hypercapnia  (Fig.  2B). 
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FIGURE  2.  Relationship  between  pC02  and  (A) 
edema  and  (B)  state  of  consciousness. 


sion,  but  many  patients  with  severe  hyper- 
capnia and  hypoxemia  were  successfully 
treated.  There  was  wide  variation  in  the 
degree  of  abnormality  of  blood  gas  composi- 
tion in  these  patients.  The  pC02  ranged 
from  51  to  114  mm.  Hg  and  the  O2  satura- 
tion, from  10  to  93  per  cent  (Fig.  lA). 
There  was  little  correlation  between  the 
degree  of  hypoxemia  and  hypercapnia. 
Blood  gas  composition  was  usually  improved 
by  the  time  of  discharge,  although  it  was 
rarely  normal  (Fig.  IB). 

Peripheral  edema,  presumably  tbe  result 
of  failure  of  the  right  side  of  the  heart,  was 
present  in  66  of  the  109  admissions.  As 
shown  in  Figure  2A,  the  patients  with 
edema  had,  on  the  average,  somewhat 
more  severe  derangement  of  blood  gas 
composition  than  those  without  edema, 
but  there  was  a great  deal  of  overlap  be- 
tween the  groups.  Edema  was  occasionally 


It  is  clear  from  the  foregoing  that  ven- 
tilatory failure  may  be  a problem  in  a sig- 
nificant munber  of  patients  admitted  to  an 
active  medical  service  and  that  it  most 
commonly  occurs  in  patients  with  COPD, 
an  association  that  has  been  noted  pre- 
viously. The  features  of  COPD  have 
been  described  elsewhere.^'® 

It  has  often  been  noted  that  the  severity 
of  arterial  hypoxemia  is  poorly  correlated 
with  the  intensity  of  cyanosis.  Many 

of  the  patients  in  this  series  who  had  severe 
hypoxemia  were  not  thought  to  be  par- 
ticularly cyanotic  on  examination.  Further- 
more, our  study  reveals  that  the  presence 
of  coma  does  not  necessarily  imply  the 
existence  of  severe  hypercapnia  and  that 
normal  mental  status  does  not  exclude  the 
possibility  of  severe  hypercapnia.  It  is 
quite  possible  that  central  nervous  system 
abnormalities  are  more  closely  related  to 
intracellular  pH  and  pC02  than  to  arterial 
Thus  the  rate  of  development  of 
hypercapnia  would  be  an  important  factor 
in  the  genesis  of  coma,  and  a patient  with 
chronic  hypercapnia  would  be  less  apt 
to  suffer  mental  changes  than  one  in  whom 
the  PCO2  rose  quickly.  In  addition,  the 
presence  of  pre-existing  organic  brain  disease 
is  not  uncommon  in  this  patient  population 
and  may  be  an  important  modifying  factor. 
It  is  important  to  recognize  that  neither 
hypoxemia  nor  hypercapnia  can  be  diag- 
nosed with  certainty  by  clinical  standards 
and  that  arterial  punctirre  is  essential  if  all 
patients  with  ventilatory  failure  are  to  be 
recognized. 

The  lack  of  correlation  between  arterial 
PCO2  and  O2  saturation  in  these  patients 
is  not  surprising.  Reduction  of  alveolar 
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ventilation  causes  increase  of  the  arterial 
pCO-i,  which  is  paralleled  by  decrease  of  the 
PO2,  but  the  shape  of  the  oxygen  dissocia- 
tion curve  is  such  that  PO2  must  faU  con- 
siderably before  the  O2  saturation  falls. 
Indeed,  3 patients  with  severe  hypercapnia 
on  admission  had  only  moderate  hypoxemia. 
One  of  these  was  fully  studied  and  revealed 
evidence  of  respiratory  center  insensitivity 
without  any  other  abnormality  of  pulmonary 
function.  Conversely,  the  presence  of  im- 
perfect distribution  of  blood  and  gas  within 
the  lungs  is  associated  with  more  hypoxemia 
than  hypercapnia.  The  extreme  example 
of  this  type  of  abnormality  is  venous  ad- 
mixture due  to  a right  to  left  shunt,  which 
may  lead  to  severe  hypoxemia  without 
hypercapnia.  Varying  degrees  of  venous 
admixture  were  undoubtedly  present  in 
many  of  our  patients  as  a result  of  regional 
airway  obstruction,  with  impaired  ventila- 
tion of  perfused  lung. 

The  absence  of  edema  in  some  patients 
with  severe  abnormality  of  arterial  blood 
gas  composition  is  of  some  interest,  although, 
as  reported  by  others,  the  general 
association  between  hypoxemia  and  hy- 
percapnia and  edema  is  present  in  this 
series.  Since  the  development  of  edema  is 
probably  influenced  by  the  degree  of  pul- 
monary hypertension  and  by  the  level  of 
the  cardiac  output,  the  extent  of  anatomic 
disease  of  the  lungs,  particularly  that 
involving  small  blood  vessels,  and  of  ab- 
normalities of  left  ventricular  function  are 
important  modifying  factors  in  the  genesis 
of  edema.  This  accounts  for  the  fact  that 
patients  with  relatively  mild  ventilatory 
failure  occasionally  exhibited  evidence  of 
edema.  The  fact  that  some  patients  with 
relatively  severe  ventilatory  failure  were 
free  of  edema  may  be  related  to  the  finding 
that  in  some  instances  ventilatory  failure 
develops  acutely  and  can  be  recognized 
and  treated  before  overt  salt  and  water 
retention  occurs. 

The  over-all  mortality  was  18  per  cent 
of  admissions,  but  of  the  patients  in  15 
admissions  with  an  arterial  oxygen  satura- 
tion of  50  per  cent  or  lower,  9 died.  AU 
but  3 were  studied  at  autopsy.  One 
patient  had  extensive  metastases  from 
bronchogenic  carcinoma,  known  to  have 
been  present  one  year  before  death.  One 
patient  had  arteriosclerotic  heart  disease 
with  extensive  myocardial  fibrosis  and 


evidence  of  a fresh  myocardial  infarction. 
One  patient  had  rheumatic  mitral  valve 
disease  and  extensive  bacterial  endocarditis. 
One  patient  had  extensive  bronchiectasis 
and  widespread  pulmonary  infection.  Only 
2 had  emphysema  without  evidence  of 
other  disease.  One  was  an  eighty-six-year- 
old  man  with  a long  history  of  COPD  and 
no  other  disease.  One  patient  was  admitted 
with  severe  hypoxemia  (arterial  oxygen 
saturation  10  per  cent),  and  he  sustained 
irreversible  neurologic  damage.  The  third 
patient  was  a seventy -five-year-old  man  with 
coronary  and  cerebral  vascular  disease  who 
developed  congestive  heart  failure  and 
electrocardiographic  changes  before  death. 

There  were  82  admissions  in  which  the 
patient  had  an  arterial  oxygen  saturation 
above  50  per  cent.  In  this  group,  9 died, 
6 of  whom  were  studied  at  autopsy.  Two 
patients  succumbed  to  asthma  and  are 
discussed  in  another  report.  1*  One  patient 
had  an  elective  tracheal  fenestration  for 
incapacitating  dyspnea  and  died  in  the  post- 
operative period  with  a wound  infection 
and  multiple  pulmonary  abscesses.  An- 
other patient  died  postoperatively  after 
resection  of  a bullous  right  upper  lobe. 
His  blood  gases  were  maintained  at  normal 
levels,  but  he  developed  pneumonia,  with 
consolidation  of  the  remaining  portion  of 
the  right  lung.  One  patient  had  mitral 
stenosis  and  severe  pulmonary  congestion. 
He  died  before  an  adequate  cardiotonic 
regimen  could  be  implemented  and  was 
foimd  also  to  have  asbestosis.  One  patient 
had  severe  emphysema  without  other 
disease. 

Three  patients  were  not  studied  at 
autopsy;  1 died  during  an  asthmatic  par- 
oxysm,^® 1 was  an  eighty-two-year-old  man 
thought  to  have  bronchogenic  carcinoma 
with  pleural  effusion,  and  the  other  patient 
had  COPD  complicated  by  obesity. 

In  a final  group  of  12  admissions  there  was 
no  determination  of  oxygen  saturation  on 
admission.  Two  of  these  patients  died 
and  were  studied  at  autopsy.  One  had 
bronchogenic  carcinoma  with  metastases, 
and  the  other  had  chronic  glomerulo- 
nephritis with  uremia.  She  also  had  had  a 
pneumonectomy  thirteen  years  earlier  for 
bronchiectasis. 

It  is  clear  that  an  arterial  oxygen  satura- 
tion below  50  per  cent  is  a grave  prognostic 
sign.  However,  half  the  fatalities  in  this 
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group  could  not  be  ascribed  to  COPD. 
Even  more  striking  is  the  observation  that 
of  the  9 deaths  in  the  group  of  82  admis- 
sions with  an  arterial  oxygen  saturation 
above  50  per  cent,  only  2 could  be  entirely 
I ascribed  to  COPD.  The  deaths  from  bron- 
! chial  asthma  are  attributable  to  sudden 
massive  occlusion  of  the  small  bronchi. 
j Our  experience  indicates  that  patients 
' with  acute  ventilatory  failure  may  be 
I successfully  treated  even  when  there  is 
marked  derangement  of  the  arterial  blood 
gas  composition.  Indeed,  most  of  the 
patients  who  died  had  other  serious  diseases 
in  addition  to  COPD.  One  should  therefore 
not  be  discouraged  by  what  may  appear 
at  first  to  be  severe  ventilatory  failure, 

I since  many  such  patients  can  be  restored 
to  reasonably  good  levels  of  pulmonary 
' function  and  may  remain  fairly  well  until 

another  episode  of  acute  respiratory  in- 

\,  fection  supervenes. 

Treatment 

) 

I The  details  of  management  of  the  patient 
> with  acute  ventilatory  failure  have  been 
outlined  elsewhere.®'  Antibiotics,  in- 

I halation  of  bronchodilators,  breathing  ex- 

! ercises,  and  voluntary  efibrts  to  cough  and 
I raise  secretions  are  important.  An  often- 
neglected  aspect  of  therapy,  however,  is 
prompt  correction  of  the  abnormalities  of 
] arterial  blood  gas  composition.  Therapy 
i must  be  directed  at  overcoming  both 
hypoxemia  and  hypercapnia.  If  the  latter 
is  not  a serious  problem,  administration  of 
‘ gradually  increasing  concentrations  of  oxy- 
I gen  in  the  inspired  air  may  serve  to  correct 
I the  hypoxemia  without  leading  to  alveolar 
! hypoventilation  and  carbon  dioxide  reten- 
tion. If  hypercapnia  is  present,  or  if  it 
I develops  dm’ing  the  course  of  oxygen 
>'  therapy,  it  must  be  recognized  and,  if 
necessary,  combatted  by  the  use  of  ven- 
tilatory aides,  such  as  an  intermittent 
positive  pressure  breathing  device  or  a 
] total  body  respirator.  Respiratory  stim- 
ulants may  be  useful.  In  patients 
with  advanced  disease,  particularly  those 
I unable  to  cooperate  with  voluntary  breath- 
ing assistors,  tracheostomy  may  be  neces- 
sary. This  may  be  the  only  elfective 
[l  means  of  clearing  the  airways  of  obstructing 
' secretions.  Adequate  ventilation  may  then 


be  accomplished  through  a cuffed  endo- 
tracheal tube. 

It  should  be  emphasized  that  a trache- 
ostomy requires  meticulous  nursing  care, 
and  we  prefer  to  avoid  the  procedure  by 
encouraging  the  patient  to  cough  to  raise 
secretions.  In  our  series,  tracheostomy  was 
employed  sixteen  times  and  7 patients  died. 
This  high  percentage  of  fatalities  probably 
reflects  the  advanced  degree  of  disease 
present  in  the  patients  in  whom  trache- 
ostomy was  deemed  necessary. 

The  most  important  aspect  of  the  manage- 
ment of  ventilatory  failure  is  the  repeated 
measurement  of  the  arterial  blood  gas 
composition.  This  is  the  basis  for  evaluat- 
ing the  effect  of  each  therapeutic  maneuver 
and  for  deciding  when  additional  measures 
are  necessary. 


Summary 

An  eighteen-month  experience  with  ven- 
tilatory failure  at  a large  municipal  hospital 
has  been  reviewed.  The  frequency  with 
which  this  condition  occurs,  particularly 
in  patients  with  chronic  obstructive 
pulmonary  disease,  has  been  emphasized. 
The  need  for  arterial  blood  gas  analysis 
for  prompt  diagnosis  and  proper  treatment 
has  been  stressed. 
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Review  of  Treatment 
1960  to  1962 


GERTRUDE  SOBEL,  M.D. 
Rockville  Centre,  New  York 


In  recent  years  the  emulsion  form  of 
therapy  has  become  popular  among  some 
I allergists.  Only  time  and  experience  will 
1 prove  or  disprove  this  technic.  This  article 
records  the  results  of  repository  therapy 
I for  grass  and  ragweed  in  1962  and  siun- 
I marizes  the  results  obtained  in  the  three 
years  1960  through  1962. 

I Procedure 

Preliminary  skin  tests.  All  patients 
were  tested  with  four  prehminary  skin  tests 
approximately  four  months  before  the  onset 
of  the  pollinating  season. 

Puncture  test.  A 5 per  cent  solution  of 
antigen  in  50  per  cent  glycerin  was  used  for 
the  puncture  test.  Readings  were  taken  at 
the  end  of  twenty  minutes. 

Standard  intracutaneous  test.  The  starting 
concentration  was  100  PNU  (protein  nitro- 
gen units)  per  cubic  centimeter  for  the 
inter  cutaneous  test.  If  this  test  result  was 


FROM  1960  TO  1962,  grass  and  ragweed 
emulsion  treatment  was  given  to  318  patients 
in  doses  ranging  from  1,000  to  10,000  PNU 
per  cubic  centimeter,  administered  in  from 
one  to  four  parts.  The  results  were  65  to  67 
per  cent  satisfactory  in  1960,  76  to  77  per  cent 
satisfactory  in  1961,  and  60  to  66  per  cent 
satisfactory  in  1962.  There  was  no  correlation 
between  clinical  results  and  dosage  or  pre- 
treatment conjuctival  threshold  level.  Systemic 
reactions  decreased  from  16  per  cent  in  1960 
to  below  1 per  cent  in  1962;  immediate  local 
reactions  occurred  in  about  20  per  cent  in  all 
three  years. 


negative,  1,000  and  10,000  PNU  per  cubic  cen- 
timeter were  used. 

Conjunctival  threshold  test.  Doublefold 
increasing  concentrations  of  antigen  were 
used,  that  is  10,  20,  40,  80,  160,  and  so  on,  to 
10,240  PNU  per  cubic  centimeter.  Starting 
with  the  weakest  concentration,  one  drop 
was  placed  on  the  everted  eyelid.  Readings 
were  taken  at  the  end  of  five  minutes.  A 
positive  reaction  was  reached  when  the 
caruncle  became  red. 

Serial  dilution  intracutaneous  threshold 
test.  For  serial  dilution  tests,  tenfold  de- 
creasing concentrations  of  antigen  were 
prepared,  that  is  100,  10,  1,  0.1,  0.001  PNU 
per  cubic  centimeter,  and  so  on.  The  weakest 
concentration  of  antigen  to  elicit  a positive 
reaction  was  the  end  point. 

Emulsion  therapy.  Several  types  of 
emulsions  were  used  in  1960  and  1961. 
Some  were  made  similar  to  Brown’s,  other 
emulsions  were  made  according  to  Loveless’ 
technic,  and  stiU  others  were  prefabricated 
emulsions.  Descriptions  of  these  have  been 
given  in  previous  publications.  A pre- 
fabricated emulsion*  was  the  only  kind  used 
in  1962.  This  was  not  re-emulsified  before 
use.  Macroscopic  and  microscopic  studies 
of  the  emulsions  were  made  weekly  and  be- 
fore administration.  There  was  no  macro- 
scopic or  microscopic  evidence  of  cracking 
during  the  three  months  of  storage.  When 
first  received,  microscopic  studies  of  the 
prefabricated  emulsions  showed  uniform 
droplets  of  approximately  0.6  to  1 micron  in 

* Kindly  supplied  by  HoUister-Stier  Laboratories,  Spokane, 
Washington. 


December  1,  1963  / New  York  State  Journal  of  Medicine  3361 


size.  After  one  month  most  of  the  droplets 
were  about  1 micron  in  size  with  occasional 
larger  droplets  (2  to  3 micra)  in  every  third 
high-power  field. 

The  treatment  dosage  ranged  from  1,000 
to  10,000  PNU.  In  1960,  single  injections 
were  given.  In  1961  and  1962,  the  injections 
were  divided  into  one  to  four  parts.  They 
were  given  two  to  four  months  before  the 
pollinating  season.  In  1960,  the  con- 
junctival threshold  test  was  the  main  guide 
in  determining  dosage.  All  four  preliminary 
skin  tests  were  used  as  guides  in  determining 
dosage  in  subsequent  years.  The  patients 
who  tested  most  sensitively  were  given  lower 
doses  in  divided  parts.  Those  patients  who 
tested  least  sensitively  were  given  larger 
doses  in  single  injections. 

Results 

Grass  emulsion  treatment,  1962.  Out 
of  a total  of  73  patients  who  received  grass 
repository  injections  in  1962,  60  per  cent  had 
satisfactory  results  (65  to  100  per  cent  relief 
of  symptoms).  An  attempt  was  made  to 
note  any  relationship  between  clinical  re- 
sults and  dosage.  Patients  who  received 
1,000  to  5,000  PNU  had  57  per  cent  satis- 
factory results.  Those  who  received  5,000 
to  10,000  PNU  had  72  per  cent  satisfactory 
results.  Pretreatment  conjunctival  thresh- 
old levels  were  analyzed  in  relation  to 
clinical  results.  Patients  with  pretreat- 
ment conjunctival  levels  from  10  to  240 
PNU  per  cubic  centimeter  had  70  per  cent 
satisfactory  results,  360  to  10,240  PNU  had 
57  per  cent  satisfactory  results,  and  those 
with  conjunctival  tests  above  10,240  PNU 
had  50  per  cent  satisfactory  results. 

Only  1 patient  (1  per  cent)  had  a very 
mild  transient  systemic  reaction  three  hours 
following  a repository  injection.  Slight, 
moderate,  and  occasionally  marked  swelling 
at  the  site  of  the  injection  occurred  in  20  per 
cent  of  the  patients.  Most  of  these  persisted 
from  one  to  seven  days,  and  ocascionaUy 
for  several  weeks.  Residual  pea-sized 
nodules  were  present  in  3 per  cent  of  the 
patients  thirteen  months  after  the  in- 
jections. 

Ragweed  emulsion  treatment,  1962. 
There  were  114  patients  who  received  rag- 
weed repository  injections  in  1962.  There 
were  66  per  cent  satisfactory  results  (65  to 
100  per  cent  relief  of  symptoms.)  An  at- 


tempt was  made  to  correlate  dosage  with 
clinical  results.  Patients  who  received  1,000 
to  5,000  PNU  had  67  per  cent  satisfactory 
results.  Patients  who  received  5,000  to 
10,000  PNU  had  70  per  cent  satisfactory 
results.  The  pretreatment  conjunctival 
threshold  levels  were  analyzed  in  an  attempt 
to  note  any  relationship  with  clinical  result. 
Patients  with  pretreatment  conjimctival 
levels  from  10  to  240  PNU  per  cubic  centi- 
meter had  86  per  cent  satisfactory  results, 
360  to  10,240  PNU  levels  had  57  per  cent 
satisfactory  results,  and  above  10,240  PNU 
had  72  per  cent  satisfactory  results.  There 
were  no  systemic  reactions  following  rag- 
weed repository  injections  in  1962. 

Slight,  moderate,  and  occasionally  marked 
swellings  at  the  site  of  injection  occurred  in 
20  per  cent.  Most  of  these  local  reactions 
persisted  from  one  to  seven  days  and  oc- 
casionally for  several  weeks.  Pea-sized 
resdiual  nodules  were  noted  in  3 per  cent  of 
the  patients  eleven  months  following  reposi- 
tory injections. 

Summary 

A summary  of  clinical  results  during  the 
three-year  period  from  1960  through  1962 
revealed  the  following  findings.  The  clinical 
results  were  evaluated  as  satisfactory  (65  to 
100  per  cent  relief  of  S3maptoms)  and  un- 
satisfactory (0  to  65  per  cent  relief  of  symp- 
toms). Grass  emulsion  treatment  in  1960 
gave  67  per  cent  satisfactory  results;  in 
1961,  77  per  cent  satisfactory  results;  and 
in  1962,  60  per  cent  satisfactory  results. 
The  clinical  results  in  the  1960  ragweed 
emulsion  studies  gave  65  per  cent  satis- 
factory results;  in  1961,  76  per  cent  satis- 
factory results;  and  in  1962,  66  per  cent 
satisfactory  results. 

No  correlation  could  be  found  between 
clinical  results  and  dosages  within  the  range 
of  1,000  to  10,000  PNU  in  the  grass  or  rag- 
weed studies  for  the  last  three  years.  No 
correlation  could  be  discovered  between  the 
pretreatment  conjunctival  threshold  level 
and  clinical  results.  Systemic  reactions  de- 
creased from  16  per  cent  in  1960  to  below  1 
per  cent  in  1962.  Immediate  local  reactions 
with  swelling  and  tenderness  following  in- 
jections were  present  in  about  20  per  cent  of 
the  patients.  This  was  a constant  finding 
during  the  three  years.  Residual  pea-sized 
nodules  were  still  noted  in  3 per  cent  of  the 
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TABLE  I.  Clinical  results  following  emulsion  therapy,  1960  to  1962,  by  per  cent* 


Pretreatment  Conjunctival 

Dose  (PNU  per 

Threshold  Test  (PNU  per 

Cubic  Centimeter). 

Cubic  Centimeter) 

-^Constitu- 

Therapy  and 

Number  of 

Clinical 

1,000  to 

5,000  to 

10  to 

360  to 

tional 

Year 

Patients 

Results 

5,000 

10,000 

240 

10,240 

10,240  Reactions 

Grass  emulsion 

1962 

73 

60 

57 

72 

70 

57 

50 

1 

1961 

72 

77 

74 

73 

82 

75 

73 

7 

1960 

64 

67 

67 

69 

55 

65 

73 

6 

Ragweed  emulsion 

1962 

114 

66 

67 

70 

86 

57 

72 

0 

1961 

101 

76 

74 

82 

81 

78 

76 

0 

1960 

103 

65 

64 

64 

73 

62 

16 

♦ Satisfactory  results  = 65  to  100  per  cent  relief  of  symptoms. 


patients  approximately  one  year  following 
grass  and  ragweed  injections.  A summary  ot 
the  grass  and  ragweed  repository  treatments 
for  the  three-year  period  from  1960  through 
1962  are  seen  in  Table  I. 

Comment 

The  acceptance  of  emulsion  therapy 
varies  with  different  allergists.  Brown  ^ 
has  reported  between  90  and  95  per  cent 
excellent  relief  of  symptoms  from  poUinosis. 
Loveless^  reported  good  response  in  75 
per  cent.  Only  by  studying  results  for  a 
sufficiently  long  period  can  the  merits  of  any 
new  procedure  be  evaluated. 

This  study  was  undertaken  in  1960.  The 
results  of  grass  and  ragweed  treatments  for 
the  first  year,  1960,  revealed  65  to  67  per 
cent  satisfactory  results.  The  following 
year,  1961,  the  results  were  better,  76  to  77 
per  cent  satisfactory.  The  results  in  1962 
were  60  to  66  per  cent  satisfactory.  During 
the  first  year  of  repository  treatment  in  1960, 
the  emulsions  were  prepared  with  different 
technics,  that  is.  Brown’s,  Loveless’,  and 
prefabricated  emulsions.  Results  seem  to 
be  independent  of  the  type  of  emulsion. 
During  the  second  and  third  year  of  treat- 
ment (1961  and  1962)  only  prefabricated 
emulsion  was  employed. 

A group  of  140  patients  who  were  given 
repository  therapy  the  first  time  in  1960,  had 
received  multiple-visit  aqueous  treatment 
the  previous  year,  1959.  The  clinical  results 
with  the  two  different  technics  of  treatment 
were  compared,  and  the  results  were  es- 
sentially the  same.  Unfortunately,  no  com- 
parisons with  aqueous  therapy  have  been 
made  since  1960.  Furthermore,  there  were 
no  placebo  injections.  It  would  have  been 


most  informative  to  have  the  results  of 
placebo  injections. 

It  is  stiU  too  early  to  come  to  a definite 
conclusion  as  to  the  value  of  emulsion 
therapy. 

The  comparison  of  clinical  results  as 
obtained  from  multiple-visit  aqueous  treat- 
ment and  emulsion  treatment  requires 
further  study.  Whether  placebo  therapy 
would  give  similar  results  to  emulsion  treat- 
ments must  be  answered. 

An  attempt  was  made  to  analyze  the  re- 
lationship between  dosage  and  clinical  re- 
sults during  the  last  three  years.  The  dosage 
ranged  from  1,000  to  10,000  PNU.  No  cor- 
relation could  be  found  between  dosage  with 
this  range  and  clinical  results.  No  rela- 
tionship could  be  found  between  pretreat- 
ment conjunctival  threshold  levels  and 
clinical  results  following  therapy. 

There  was  a marked  decrease  in  the  in- 
cidence of  constitutional  reactions  over  the 
three-year  period.  During  the  first  year, 
systemic  reactions  ranged  from  6 to  16  per 
cent.  By  the  third  year,  this  hazard  was 
almost  nonexistent.  The  probable  explana- 
tions were  divided  injections,  instead  of 
single  injections,  and  the  use  of  all  pre- 
liminary skin  tests  as  guides  in  dosages,  in- 
stead of  only  the  pretreatment  conjimctival 
threshold  test. 

Local  reactions  following  the  administra- 
tion of  the  emulsion  remained  a constant 
problem  throughout  the  three-year  study. 
About  one  fifth  of  the  patients  complained  of 
soreness  and  swelling  persisting  for  several 
days  and  occasionally  lasting  for  several 
weeks.  In  about  3 per  cent  there  was  per- 
sistence of  pea-sized  nodules  for  approx- 
imately one  year.  There  were  no  abscesses, 
as  have  been  reported  in  other  works. 
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Conclusion 

There  were  318  patients  who  were  given 
grass  and  ragweed  emulsion  treatment  from 
1960  to  1962.  In  1960,  there  were  65  to  67 
per  cent  satisfactory  results;  in  1961,  76  to 
77  per  cent  satisfactory  results;  and  in 
1962,  60  to  66  per  cent  satisfactory  results. 
The  dosage  ranged  from  1,000  to  10,000 
PNU  per  cubic  centimeter  and  was  given  in 
from  one  to  four  parts.  There  was  no  cor- 
relation between  clinical  results  and  dosage  or 
pretreatment  conjunctival  threshold  levels. 
Constitutional  reactions  ranged  from  6 to  16 
per  cent  in  1960;  this  was  reduced  to  below 
1 per  cent  in  1962.  Shght,  moderate,  and 
occasionally  marked  swelling  occurred  in  20 
per  cent  of  the  patients  for  several  days 
following  injection.  Pea-sized  nodules  were 


Increasing  longevity 


Nearly  twenty- nine  years  have  been  added  to 
the  average  length  of  life  in  the  United  States 
since  the  middle  of  the  last  century,  say  statis- 
ticians of  Metropolitan  Life  Insurance  Com- 
pany. 

The  expectation  of  life  at  birth  in  1850  was 
about  forty-one  years.  Now  it  is  about  seventy 
years. 

Progress  in  increasing  longevity  during  that 
period  of  time  was  exceedingly  slow  at  first, 
but  it  gained  momentum  after  1900.  Since 
1954,  however,  only  a half  year  has  been  added 
to  the  average  lifetime. 

From  1850  to  1900,  the  average  length  of  life 
for  males  gained  eight  years.  During  the  next 
six  decades,  it  gained  another  nineteen  years. 
The  gain  in  longevity  for  females  closely  paral- 
leled the  male  experience  during  the  half  century 


noted  twelve  months  following  injections,  in 
3 per  cent  of  the  patients.  A comparison  of 
multiple- visit  aqueous  treatment  with  emul- 
sion treatment  in  1960  showed  similar  re- 
sults. No  placebo  studies  were  done. 

55  Dogwood  Lane 
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before  1900,  but  increased  twenty-three  years 
during  the  subsequent  period.  By  1960  the 
gap  in  longevity  between  males  and  females  had 
widened  to  six  and  one-half  years. 

The  largest  gains  in  longevity  have  been 
achieved  in  childhood  and  early  adult  life, 
largely  because  of  marked  improvement  in 
living  standards  and  outstanding  successes  in 
controlling  many  infectious  diseases  and  the 
communicable  ailments  of  childhood. 

The  statisticians  believe  that  only  relatively 
small  further  gains  will  be  made  in  future 
years. 

The  total  mortality  is  already  so  low  in  child- 
hood and  early  adult  life  that  further  decreases 
in  death  rates  at  these  ages  would  add  com- 
paratively little  to  the  average  length  of  life  in 
the  country,  the  statisticians  said. 

“Future  progress  in  longevity  will  depend 
largely  on  the  magnitude  of  the  reductions  in 
mortality  from  the  chronic  and  degenerative 
diseases,”  they  concluded. 
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T HIS  REPORT  deals  with  the  results  of  our 
experimental  study  with  an  inactivated 
measles  vaccine  in  a group  of  infants  and 
children  during  the  past  two  years. 

Preliminary  testing  with  attenuated  mea- 
sles-virus vaccine  in  early  infancy  was 
performed  by  Reilly  et  al.^  and  Stokes 
et  cd.^  The  killed  measles-virus  vaccine, 
when  employed  in  multiple-dose  regimens, 
apparently  produced  a good  proportion  of 
detectable  antibody  responses.  We  decided 
to  vaccinate  infants  above  the  age  of  six 
months  after  we  had  performed  measles 
complement-fixation  tests  up  to  a dilution 
of  1:8  on  the  sera  of  four-to-five-day-old 
infants  and  had  found  that  all  these  infants 
had  measles  antibody,  with  two  exceptions: 
one  whose  serum  was  negative  for  anti- 
bodies and  the  other  whose  serum  was  anti- 
complementary. It  was  obvious  that  in- 
fants in  this  age  group  would  not  be  suitable. 

Materials  and  methods 

The  Edmonston  strain,  described  pre- 
viously, was  propagated  in  chick-embryo 
tissue  culture  and  the  resulting  harvest 

Presented  at  the  Tenth  International  Congress  of  Pedi- 
atrics, Lisbon,  Portugal,  September  14,  1962. 


KILLED  MEASLES-VIRUS  VACCINE  wos  ad- 
ministered to  98  children  aged  six  and  one- 
half  months  to  five  years.  It  appears  that 
three  injections  of  the  vaccine  containing  an 
adjuvant  but  without  concentration  of  the 
antigen  produced  neutralizing  antibodies  in 
about  50  per  cent  of  the  children.  However, 
there  is  no  real  means  available  of  measuring 
the  efficacy  of  a killed  vaccine;  its  chief  ad- 
vantage is  the  relative  lack  of  reaction. 


inactivated  with  formalin.  Aluminum 
phosphate  was  used  as  an  adjuvant  to  a 
final  concentration  of  1 mg.  per  milliliter. 
The  vaccine  was  not  concentrated  and  was 
subjected  to  routine  safety  test  in  bac- 
teriologic  media,  tissue  culture,  and  labo- 
ratory animals.  Its  potency  was  deter- 
mined by  guinea  pig  inoculation. 

A minimum  of  three  serum  specimens 
was  obtained.  Complement-fixation  as  well 
as  neutralization  tests  were  employed  in  the 
study.  Both  test  procedures  have  been 
described.®'*  However,  chorion  frondosum 
and  laeve  amnion  cells  instead  of  human 
heart  cells  were  used  in  most  instances  for 
the  neutralization  tests. 

The  killed  vaccine  was  administered  to 
infants  and  children  with  no  history  of 
measles,  ages  six  and  one-half  months  to 
five  years.  In  one  clinic  every  second  child 
was  vaccinated,  resulting  in  a total  of  28 
controls.  Both  the  controls  and  the  vac- 
cinated children  were  followed  for  a period 
of  eighteen  months. 

A total  of  98  children  were  vaccinated. 
Of  these,  the  sera  of  14  were  positive  for 
measles  antibody,  and  therefore  these  chil- 
dren are  not  included  in  the  discussion. 
Of  the  remaining  84,  20  had  one  injection 
only,  13  had  two  only,  and  51  had  three. 

Blood  samples  were  studied  for  the 
development  of  CF  (complement-fixing) 
and  neutralizing  antibodies  and  the  results 
tabulated  at  the  time  each  sample  was 
taken.  The  first  sample  was  obtained 
approximately  one  month  after  the  second 
inoculation;  the  second  sample,  on  the 
day  of  the  third  inoculation;  the  third 
sample,  approximately  one  month  after 
the  third  inoculation;  and  the  fourth 
sample,  six  to  eight  months  after  the  third 
inoculation.  The  results  are  shown  in 
Table  I. 
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The  positive  sera  had  CF  titers  of  from 
1 :2  to  greater  than,  or  equal  to,  1:32.  The 
neutralizing-antibody  titers  ranged  from 
1:3  to  1:32.  The  CF  antibody  titer  can 
be  determined  rapidly,  but  the  test  is  not 
as  sensitive  as  the  neutralization  test. 
In  other  words,  some  sera  which  appear 
negative  in  the  CF  test  may  well  have  low 
neutralizing-antibody  levels.  No  deter- 
mination of  CF  antibodies  was  possible 
when  the  serum  was  anticomplementary. 
In  any  case,  even  a low  positive  antibody 
titer,  neutralizing  or  CF,  indicates  definite 
protection. 

It  appears  that  three  injections  of  this 
killed  measles-virus  vaccine  containing  an 
adjuvant  but  without  concentration  of  the 
antigen  produced  neutralizing  antibodies 
in  about  50  per  cent  of  the  children.  It 
has  been  shown  that  as  long  as  these  chil- 
dren have  neutralizing  antibodies,  they 
are  protected  against  natural  measles  in- 
fection. This  was  borne  out  by  our 
survey  during  the  heavy  measles  epidemic 
in  our  area  this  year.  However,  it  is 
possible  that  even  those  who  did  not 
develop  demonstrable  antibodies  may  be 
resistant  to  the  disease,  because  the  vac- 
cination may  stimulate  the  defense  mech- 
anism enough  so  that  they  respond  im- 
mediately with  antibody  production  on  a 
recall  basis.  This  may  also  be  true  for  the 
children  who  developed  antibodies  after 
vaccination  but  whose  antibodies  dropped 
to  an  undetectable  level  a few  months  later. 

Epidemiologic  survey 

Of  the  98  children  who  entered  the 
measles  prevention  program  from  October, 
1960,  through  April,  1962,  at  our  outpatient 
children’s  clinics  at  the  Brooklyn  Women’s 
Hospital  and  Brooklyn  Jewish  Hospital,  four 
blood  samples  were  obtained  on  51.  Of 
these,  18  were  obtained  one  month  after 
the  third  inoculation  and  the  rest,  six 
months  to  a year  after  the  third  inocula- 
tion. On  13  patients  the  last  blood  sample 
was  obtained  one  month  after  the  third 
inoculation. 

During  the  past  year  a careful  survey 
and  foUow-up  of  all  patients  revealed  the 
following: 

Seven  patients  had  been  definitely  ex- 
posed to  measles  contacts.  Of  these,  2 were 
exposed  after  the  second  inoculation  and  5, 


TABLE  I.  Antibody  responses  after  vaccination  of 
children  whose  sera  were  negative  for  measles 
complement-fixing  and  neutralizing  antibodies 


Blood  Sample 
and  Type  of 
Antibody 

Total 

Num- 

ber 

Tested 

Nega- 

tive 

Resul 

Posi- 

tive 

ts ^ 

Anti- 

comple- 

mentary 

First 

CF 

64 

33 

7 

6 

Neutralizing 

27 

26 

1 

Second 

CF 

18 

10 

6 

2 

Neutralizing 

11 

9 

2 

Third 

CF 

45 

32 

13 

Neutralizing 

Fourth 

15 

8 

7 

1 

CF 

27 

11 

15 

1 

Neutrahzing 

33 

6 

27 

after  the  third  inoculation.  In  the  2 
patients  exposed  after  the  second  inocula-  ! 
tion,  the  symptoms  were  mild  and  included  j 
coryza,  low-grade  fever,  or  faint  rash.  | 
Table  II  details  the  information  on  these 
patients,  including  their  CF  and  antibody 
titers. 

In  the  5 children  exposed  after  the  third 
inoculation  there  were  no  symptoms.  In  ; 
1 child  there  was  no  history  of  exposure  to 
measles,  but  six  months  following  the 
third  inoculation  the  child  developed  a 
severe  case  of  what  appeared  to  be  measles, 
although  no  Koplik’s  spots  were  seen. 
She  had  upper  respiratory  symptoms,  high 
grade  fever,  was  very  uncomfortable,  and 
had  a morbifiform  rash.  One  child,  fol- 
lowing three  inoculations,  came  down  with  a 
punctate  rash  and  high  fever  that  appeared 
to  be  scarlet  fever,  as  shown  by  changes 
in  the  antistreptolysin  type  O titers,  al- 
though the  throat  culture  was  negative 
for  B hemolytic  streptococci.  No  Koplik’s 
spots  were  seen  in  this  patient. 

In  the  unvaccinated  control  series  of 
28  patients  in  one  clinic,  age  nine  months  to 
two  years,  8,  or  28  per  cent,  developed 
measles. 

Conclusions 

There  is  general  agreement  on  the  need 
for  an  effective  means  of  vaccinating  chil- 
dren against  measles.  One  possibility  which 
has  often  been  discussed  is  the  use  of  an 
inactivated  measles- virus  vaccine.  ® “ This  I 
type  of  vaccine  has  the  advantage  of  causing 
no  significant  reactions  and  may  be  corn- 
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TABLE  II.  Exposure  to  measles  following  vaccination  with  killed  measles  virus 


Patient 

Number 

Age 

History  of  Exposure* 

Symptoms 

Number 

of 

Blood 

Samples 

Antibody 

Reactions 

1 

8 months 

Exposure  3 days  after  third 

inoculation;  never  devel- 

oped  measles 

4 

1:4 

2 

9 months 

Exposure  a few  days  after 

third  inoculation 

4 

Negative 

3 

2 years 

History  of  exposure  after 

third  inoculation 

4 

1:4 

4 

8 months 

Had  contact  with  measles  in 

an  adult  4 weeks  after 

third  inoculation 

4 

1:32 

5 

8 months 

Exposure  to  measles  1 month 

after  third  inoculation; 

remained  free  of  measles 

5 

1:3 

6 

3 years 

Exposure  4 months  after 

second  inoculation 

Slight  fever,  no  rash 

3 

1:8 

7 

6 months 

Exposure  2 weeks  after  sec- 

Low-grade  fever, 

ond  inoculation 

faint  rash.  Both 

subsided  in  24 

hours 

4 

1:3 

♦ In  an  additional  patient  a rash  was  diagnosed  3 months  after  the  third  inoculation,  and  there  was  no  fever.  The 
impression  was  that  patient  had  been  exposed  to  neighbor’s  children  who  developed  measles.  Another  patient  had  a rash  4 
months  after  the  second  inoculation,  as  well  as  rhinitis  and  conjunctivitis.  There  was  no  fever  and  no  history  of  exposure. 
The  complement-fixation  test  showed  negative  results. 


bined  with  other  virus  vaccines,  such  as 
diphtheria,  pertussis,  poliomyelitis,  and 
tetanus,  for  a single  injection.  Several 
injections  of  a concentrated  vaccine  con- 
taining an  adjuvant  are  necessary  to 
obtain  significant  antibody  titer.  Even 
then,  it  appears  that  these  measles  anti- 
bodies disappear  within  a few  months. 
Since  this  loss  of  antibodies  does  not  neces- 
sarily mean  loss  of  protection,  there  is  no 
real  means  available  of  measuring  the 
efficacy  of  a killed  vaccine.  Therefore 
the  actual  duration  of  immunity  can  be 
established  only  through  an  epidemiologic 
follow-up  in  large  numbers  of  children  over 
a period  of  many  months  or  even  years. 
It  might  be  necessary  to  give  an  injection 
of  live-virus  vaccine  following  two  to  three 
injections  of  killed  vaccine  to  achieve 
longer-lasting  immunity.  This  method  is 
now  being  considered  for  Nigeria  and  other 
African  states.  The  use  of  live  measles- 
virus  vaccine  is  associated  with  a relatively 
high  rate  of  reactions  such  as  fever  and 
rash.*  ®’“  The  relative  lack  of  reaction  to 
the  killed  vaccine  is  its  chief  advantage. 
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Autoantibodies 
in  Diseases  of 
Unproved  Etiology 

HARRY  W.  PARKS,  M.D. 
Ithaca,  New  York 

Director,  Tompkins  County  Laboratory 


In  recent  years  the  researches  of  Witebsky 
in  America,^  Doniach,  Roitt,  and  col- 
leagues^ ~^in  Britain,  and  others  have  kindled 
renewed  interest  in  diseases  associated  with 
autoimmunity.  Experiments  on  animals, 
the  apphcation  of  agar  gel  diffusion,  and  the 
tanned  erythrocyte  test  for  autoimmune 
antibodies  in  thyroid  disease  have  led  to 
widespread  efforts  to  demonstrate  similar 
reactions  in  other  disorders  of  unproved 
etiology. * The  purpose  of  this  paper  is  to 
smnmarize  the  progress  made  toward  better 
understanding  these  disorders  using  these 
methods  and  to  present  the  author’s  experi- 
ence with  one  of  them,  the  tanned  erythro- 
cyte test. 

Thyroid  autoimmune  antibodies 

Serum  antibodies  against  thyroid  ex- 
tracts were  demonstrated  in  thyrotoxic 
patients  by  Papazolu  in  1911  using  a comple- 
ment fixation  technic.®  In  1923  Hektoen 
and  Schulhof  produced  precipitating  anti- 
bodies against  thyroid  extracts  injected  into 
experimental  animals.®  In  a series  of  papers 
since  1955  Terplan  and  others'  reported 
precipitating,  complement-fixing,  and  ag- 
glutinating antibodies  produced  in  several 
species  injected  with  thyroid  extracts. 


TABLE  I.  Serologic  reactions  for  thyroid  autoanti- 
bodies using  agar  precipitation,  tanned  red  cell 
agglutination,  and  complement-fixation  conjointly* 


Serums 

Number 

of 

Cases 

Positive 

Reactions 

(Per 

Cent) 

Hashimoto’s  thyroiditis 

106 

98 

Primary  myxedema 

101 

83 

Thyrotoxicosis 

181 

67 

Nontoxic  nodular  goiter 

198 

33 

Thyroid  carcinoma 

50 

29 

Controls 

343 

6 

These  antibodies  were  organ-specific,  rela- 
tively species-specific,  and  frequently  associ-  I 
ated  with  lesions  of  the  thyroid  gland  sug-  I 
gesting  a destructive  autoimmune  reaction.  | 
In  1956  Doniach  and  Roitt reported  thyroid  | 
precipitins  found  in  the  serum  of  25  of  30  i 
patients  with  Hashimoto’s  thyroiditis  using  J 
an  agar  gel  diffusion  tube  technic.^  They  n 
pointed  out  the  similarity  of  the  Hashimoto  | 
lesion,  characterized  by  marked  lymphoid  | 
infiltration  and  follicle  destruction,  to  that  | 
produced  experimentally  by  Witebsky.  | 
They  obtained  negative  reactions  with  ex- 
tracts of  various  other  human  organs  and 
with  thyroid  extracts  from  several  non- 
human species.  They  identified  the  anti- 
body as  a gamma  globulin  by  electrophoresis 
and  demonstrated  the  identity  of  the  antigen 
with  thyroglobulin  by  confiuent  agar  gel 
diffusion.  The  latter  was  confirmed  in  1957 
when  fluorescein-labeled  antihuman  gamma 
globuUn  was  observed  to  attach  itself  to  { 
colloid  in  frozen  sections  of  human  thyroid 
exposed  to  serum  from  patients  with  thyroid- 
itis. In  1958  the  British  workers®  demon- 
strated a complement-fixing  antibody  which 
could  be  separated  from  the  precipitating 
antibody  by  agar  gel  diffusion  and  ultra- 
centrifugation  but  which  appeared  identical 
to  the  agglutinating  antibody  demonstrable 
by  the  tanned  erythrocyte  test  of  Boyden.® 
Using  these  several  methods  of  antibody 
detection  a body  of  data  was  built  up  from  ' 
over  900  patients  which  is  summarized  in 
Table  I.® 

The  question  of  whether  or  not  Hashi- 
moto’s disease  is  the  result  of  progressive  i 
autodestructive  immune  reactions  initiated 
by  some  original  insult  such  as  viral  infection 
remains  unanswered.  Attempts  to  produce 
thyroid  lesions  in  monkeys  by  passive  trans- 
fer of  Hashimoto  sera  have  been  unsuccess- 
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THE  USE  OF  experiments  on  animals,  agar  gel 
diffusion,  and  tanned  erythrocyte  test  for 
autoimmune  antibodies  in  thyroid  disease  has 
led  to  the  application  of  these  methods  in 
other  diseases  of  unproved  etiology.  The 
tanned  erythrocyte  test  showed  positive  results 
for  liver  autoantibodies  in  6 of  11  chronic 
alcoholic  patients  with  normal  liver  function 
tests  and  in  7 of  9 chronic  alcoholic  patients 
with  Laennec's  cirrhosis;  the  test  showed 
positive  results  for  nasal  polyp  autoantibodies 
in  9 of  16  patients  with  nasal  polyps. 


TABLE  II.  Serologic  reactions  for  thyroid  autoanti- 
bodies using  tanned  red  cell  agglutination  technic 


Serums 

Number 

of 

Cases 

Number 

of 

Positive 

Reactions 

Hashimoto’s  thyroiditis 
Acute  thyroiditis  (one 

5 

5 

to  four  weeks) 

6 

2 

Adult  myxedema 

8 

4 

Thyrotoxicosis 

4 

2 

Non  toxic  nodular  goiter 

16 

2 

Thyroid  carcinoma 

2 

0 

Laennec’s  cirrhosis 

20 

1 

Chronic  pancreatitis 

5 

0 

Nasal  polyps 

16 

0 

Normal  controls 

77 

0 

fill.  However,  a heat-labile  cytotoxic  effect 
of  Hashimoto  serums  against  young  thyroid 
tissue  cultures  has  been  reported. 

The  tanned  erythrocyte  test  has  been  used 
by  the  present  writer  since  1959  to  detect 
autoimmune  antibodies  in  various  cases  of 
goiter,  spontaneous  myxedema,  and  sus- 
pected thyroiditis.  Our  method  was  as 
follows: 

1 Antigen.  Freshly  excised  surgical  or 
autopsy  thyroid  is  thinly  sliced  into  an 
Erlenmeyer  flask  containing  50  ml.  of  normal 
sahne,  agitated  vigorously  for  two  hours  on  a 
mechanical  shaker,  and  left  to  stand  over- 
night at  4 C.  The  next  morning  the  mixture 
is  shaken  again  for  thirty  minutes  and 
centrifuged  for  five  minutes  at  1,500  rpm. 
The  supernatant  is  passed  through  an  asbes- 
tos filter  to  remove  bacteria  and  other  small 
particles.  The  clear  filtrate  is  divided  into 
2-ml.  aliquots  in  sterile  tubes  and  is  ready 
for  use  or  may  be  stored  in  a freezer  at  —20 
C.  Its  sterility  is  proved  by  culture  on 
blood  agar.  The  original  tissue  may  be 
kept  at  — 20  C.  also  for  as  long  as  three 
months  without  apparent  deterioration. 

Tanned  erythrocytes.  Group  O,  Rh 
negative,  red  cells  are  washed  and  suspended 
in  normal  saline.  Equal  volumes  of  the  cell 
suspension  and  1:20,000  solution  of  tannic 
acid  in  saline  are  mixed  by  occasional  inver- 

i sion  for  ten  minutes.  The  tanned  cells  are 
centrifuged  and  washed  free  of  tannic  acid 
and  resuspended  in  saline.  Equal  volumes 
of  the  antigen  and  the  tanned  cell  suspension 
are  mixed  and  left  standing  at  room  tempera- 
ture for  two  hours;  then  they  are  centri- 
fuged, and  the  antigen-coated  cells  are 
washed  and  resuspended  in  saline. 


Sera.  After  inactivating  complement  in 
a 56  C.  water  bath  for  thirty  minutes,  2 
drops  of  each  test  serum  are  mixed  with  2 
drops  of  the  antigen-coated  tanned  erythro- 
cyte suspension.  The  tubes  are  left  to 
stand  overnight  at  room  temperature  and 
read  for  agglutination.  Our  results  are 
hsted  in  Table  II. 

Other  diseases  associated  with 
autoimmune  antibody  reactions 

From  the  foregoing  it  is  apparent  that 
autoantibodies  are  present  and  perhaps 
pathogenetic  in  at  least  two  hitherto  unex- 
plained groups  of  diseases,  that  is,  thyroiditis 
and  spontaneous  myxedema.  This  develop- 
ment has  proved  a fertile  seed  yielding  many 
experiments  and  interesting  data  pertaining 
to  other  obscure  disorders.  However  this  is 
not  a new  concept.  Sixty  years  ago  Metch- 
nikoff  demonstrated  autoantibodies  and 
aspermatogenesis  in  guinea  pigs  sensitized 
with  their  own  sperm.®  Another  auto- 
immune disease  in  the  form  of  allergic 
encephahtis  is  well  known  in  experimental 
animals.  In  1928  Zinsser  hypothesized 
along  similar  lines  to  explain  rheumatic 
fever.®  More  recently  heart-specific  anti- 
bodies have  been  reported  in  the  serums  of 
patients  with  rheumatic  fever.  A patho- 
genetic relationship  hke  that  of  allergic 
encephalitis  has  been  postulated  for  other 
cardiopathies  such  as  postcommissm-otomy 
syndrome  and  postmyocardial  infarction 
syndrome  in  which  trauma  or  necrosis  pre- 
sumably release  cardiac  tissue  proteins  into 
the  systemic  circulation.  Since  such  protein 
does  not  normally  circulate,  it  is  not  “recog- 
nized” by  the  antibody -forming  tissues;  it 
is  “foreign”  and  thus  stimulates  antibody 
formation. 
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TABLE  III.  Serologic  reactions  for  liver  autoanti- 
bodies using  tanned  erythrocyte  test 


Serums 

Number 

of 

Cases 

Number 

of 

Positive 

Reactions 

Chronic  alcoholic  pa- 

tients  with  normal 

liver  function  tests 

11 

6 

Laennec’s  cirrhosis 

9 

7 

Normal  controls* 

10 

0 

* Two  serum  protein  electrophoresis  controls  and  8 blood 
bank  donors,  2 of  each  major  group. 


In  a summary  of  the  possible  role  of  auto- 
antibodies in  heart  disease,*  certain  char- 
acteristics of  autoimmune  disease  are  listed, 
reminiscent  of  Koch’s  postulates: 

1.  In  cases  in  which  there  is  a clear  pre- 
cipitating event,  specific  symptoms  usually 
appear  two  to  three  weeks  later,  a period 
consistent  with  the  production  of  an  im- 
munopathologic  response.  In  addition  such 
reactions  are  suppressed  by  corticosteroids. 

2.  The  pathologic  lesions  in  these  diseases 
show  the  typical  picture  of  lymphoid  granu- 
lomatous infiltrations. 

3.  Evidence  of  immune  reactivity  to 
organ-specific  antigens  can  be  found  in  pa- 
tients in  the  form  of  antibodies  in  the  circu- 
lation, skin  reactivity,  and  accumulation  of 
gamma  globulin  at  the  site  of  the  lesion. 

4.  Diseases  similar  to  those  in  man  can  be 
produced  in  experimental  animals  by  im- 
mimization  with  appropriate  organ  antigens. 

5.  The  autoimmune  disease  can  be  pas- 
sively transferred  by  injection  of  lymphoid 
cells  from  an  animal  suffering  from  the 
disease.® 

One  or  more  of  these  conditions  have  now 
been  shown  to  be  satisfied  in  such  diverse, 
although  equally  puzzling,  disorders  as 
Hashimoto’s  thyroiditis,  rheumatic  carditis, 
lupus  erythematosus,®  chronic  hepatitis,^® 
cirrhosis,  “ glomerulonephritis,  nephrosis, 
chronic  pancreatitis,*^  ulcerative  cohtis,*® 
chronic  sialadenitis,*®  emphysema,*^  and 
myasthenia  gravis.  ** 

Our  own  experience  has  been  limited  to 
two  groups  of  patients  in  which  serum  tanned 
erythrocyte  agglutination  tests  showed  posi- 
tive results. 

Cirrhosis.  The  first  of  these  were  20 
chronic  alcoholic  men  of  whom  9 showed 
chemical  evidence  of  liver  damage;  aU  were 
living  on  a good  diet  and  rest  regimen  in  a 
veterans’  home.  From  time  to  time,  follow- 
ing acute  alcoholic  intoxication,  there  were 
exacerbations  of  their  hepatic  dysfunction. 


TABLE  IV.  Serologic  reactions  for  autoantibodies  I 
in  nasal  polyps  using  tanned  erythrocyte  technic  j 


Serums 

Number 

of 

Cases 

Number 

of 

Positive 

Reactions 

Nasal  polyp 

16 

9 

Hashimoto’s  thyroiditis 

3 

0 

Myxedema 

2 

0 

Bronchial  asthma 

2 

0 

Hay  fever 

2 

0 

Normal  controls 

28 

0 

and  several  had  been  diagnosed  as  having 
Laennec’s  cirrhosis  because  of  hepatomegaly 
and  ascites.  Their  serums  were  tested 
against  a saline  extract  of  homogenized  nor- 
mal human  liver  coated  onto  tanned  erythro- 
cytes using  the  same  method  described  for 
thyroid  autoantibodies.  The  results  are 
found  in  Table  III. 

In  hypothesizing  an  autoimmune  basis  for 
cirrhosis,  the  initial  lesion  may  be  damage 
to  hepatic  cells  by  viral  infection,  biliary 
obstruction,  alcoholic  poisoning,  or  deficiency 
of  essential  dietary  substances.  In  each  case 
fiver  proteins  would  be  released  into  the 
systemic  circulation  where  they  might  stimu- 
late autoantibody  formation  leading  to  an 
accumulation  of  antibody-bearing  lymphoid  i 
cells  in  the  portal  areas  and  ending  in  fibrosis  ' 
and  atrophy. 

Nasal  polyps.  Our  second  group  con- 
sists of  16  patients  with  nasal  polyps.  We  ' 
were  led  to  test  this  group  by  two  considera-  i 
tions:  First,  nasal  polyps  have  the  histologic 
features  of  eosinophifia  and  lymphocyte 
and  plasma  cell  infiltration  which  suggest  | 
allergy  or  an  immune  reaction;  second,  they  ; 
regress  on  steroid  therapy.  Our  method  was  > 
similar  to  that  described  for  thyroid  auto- 
antibodies except  that  the  antigen  consisted  I 
of  fluid  extracted  from  nasal  polypi  in  a 
tissue  mill.  Our  results  are  recorded  in  | 
Table  IV. 

Although  nasal  polyps  have  been  treated 
by  physicians  since  ancient  times,  their 
etiology  remains  obscure.  They  are  an  un-  ' 
solved  problem  for  the  ear,  nose,  and  throat  ^ 
surgeon  and  for  the  allergist,  both  as  a ' 
mechanical  lesion  and  as  a manifestation  of  'j 
constitutional  disease.  The  condition  occurs 
most  commonly  in  the  third  and  fourth 
decades;  frequently  it  is  not  accompanied  ■ 
by  any  other  symptoms,  but  sometimes  it  is 
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associated  with  severe  asthma  and  aspirin 
sensitivity.  In  many  patients  polyps  de- 
velop only  after  chronic  sinus  infection  com- 
plicates seasonal  hay  fever.  Surgical  extirpa- 
tion offers  only  temporary  relief  with  even- 
tual recurrence  in  most  cases.  Steroid 
therapy,  whether  applied  topically  or  sys- 
temically,  brings  about  marked  shrinkage 
with  recurrence  when  medication  is  discon- 
tinued.^® Berdal®®  has  shown  that  edema 
fluid  expressed  from  polyps  contains  skin- 
sensitizing  antibody  in  much  higher  concen- 
tration than  in  serum,  confirming  the  pres- 
ence of  antibody  in  the  shock  organ  as  well  as 
circulating  in  the  blood. 

Our  data  seem  to  indicate  the  presence  of 
antibody  in  the  serum  of  polyp-bearing  indi- 
viduals which  reacts  with  antigen  prepared 
from  that  same  individual’s  polyp.  The 
composition  of  the  antigen  has  not  been 
elucidated.  Bacteria  and  pollen  and  other 
particulate  antigens  are  ruled  out  by  passage 
through  the  asbestos  filter  in  the  preparation 
of  the  antigen.  Homologous  serum  antigens 
such  as  blood  group  substances,  which  may 
account  for  some  of  the  positive  complement- 
fixation  reactions  which  occur  when  normal 
serums  are  tested  against  organ  extracts  from 
a different  individual,  are  excluded  by  using 
the  patient’s  own  polyp  for  antigen  and  by 
the  lack  of  cross  reactions  among  our  pa- 
tients. The  possibility  that  this  is  an  auto- 
immune reaction  remains. 

In  most  diseases  associated  with  auto- 
immune antibodies  and  in  experimental 
autoimmune  lesions,  some  trauma  occurs  to 
the  tissue,  in  theory  releasing  antigenic  sub- 
stances into  the  circulation  and  provoking 
the  antibody  response  and  autoimmune 
reaction  in  the  damaged  organ.  In  the 
pathogenesis  of  nasal  polyps,  sinus  infection 
could  be  the  trauma  which  initiates  the  auto- 
immune reaction. 

Comment 

What  contribution  have  these  new  tests 
and  new  ideas  made  to  our  understanding  of 
diseases  of  obscure  etiology?  First,  there 
has  been  a plausible  correlation  of  the  ana- 
tomic or  histologic  lesions  of  the  disorders 
with  the  presence  of  organ-specific  antibodies. 
Second,  there  has  been  an  explanation  of  the 
smoldering  clinical  course  of  these  entities 
with  exacerbations  following  infection,  toxic 
exposure,  or  other  irritants  and  remissions 


on  steroid  therapy  which  suppresses  anti- 
body formation  and  transport  by  lymphoid 
cells.  Third,  these  tests  already  have  per- 
mitted the  detection  of  some  cases  of  these 
diseases  before  clinical  symptoms  were  ad- 
vanced. An  example  of  this  is  the  apparent 
change  in  the  concept  of  lupus  erythematosus 
since  the  availability  of  serologic  diagnosis; 
its  higher  incidence,  more  benign  course,  and 
better  response  to  treatment.  It  is  hoped 
that  with  the  refinement  of  tests,  many  of 
these  disorders  may  be  diagnosed  and  treated 
earlier  without  the  necessity  of  tissue  biopsy. 

1285  Trumansburg  Road 
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T HE  SUBJECT  for  this  evening  is  concerned 
with  a surgical  procedure,  the  removal  of  the 
carotid  body,  for  the  treatment  of  asthma. 
It  is  a controversial  subject,  one  which  has 
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SoiviE  ASTHrviA  SUFFERERS  may  be  helped  by 
the  removal  of  a carotid  body  and  its  as- 
sociated plexus.  The  carotid-bulb  area  is 
rich  in  branches  from  the  sympathetic  and 
parasympathetic  trimks  and  filaments  from 
the  glossopharyngeal  and  hypoglossal  nerves. 
A chemoreceptor,  the  carotid  body  is 
intimately  connected  with  the  nerves  that 
form  this  network.  This  area  can  be 
explored  safely  under  a local  anesthetic  with 
neghgible  risk  or  untoward  after-effects.  A 


received  as  much  or  more  publicity  in  lay 
publications  as  in  scientific  ones,  and  there- 
fore one  about  which  we  are  questioned  by 
our  patients.  As  allergists  we  have  the 
responsibihty  of  answering  our  patients’ 
questions  clearly  and  in  their  best  interests. 
Yet  few  of  us  here  can  speak  with  much 
knowledge  on  the  subject  to  be  presented 
tonight.  We  are  most  fortunate 
Richard  Overholt,  M.D.,  the  first  Arne. 
surgeon  to  take  up  this  procedure,  has  ac- 
cepted out  invitation  to  teU  us  about  the 
procedure  and  his  results  with  it  and  to 
answer  questions  from  this  large  audience. 


possible  trigger  mechanism  can  thus  be 
eliminated.  There  are  several  glomera,  the 
best  understood  being  the  paired  structures  i 
at  the  carotid  bifurcation  and  the  aortic  } 
bodies,  anterior  to  the  arch  on  the  left  and  ( 
on  the  innominate  artery  on  the  right 
(Fig.  1).  Nonchromafiin  paraganglia, 
histologically  identical,  are  found  related  to  i 
the  auricular  branch  of  the  vagus  (glomus 
jugulare).  KrahF  has  described  a mass  of 
true  glomus  tissue  in  the  adventitia  of  the  i 
dorsal  wall  of  the  pulmonary  trunk. 

Hey  mans,  Bouckaert,  and  Dautrebande,’  j 
Schmidt,^  Nakayama,^  and  others  have  j 
studied  exhaustively  the  carotid  and  aortic  * 
bodies.  These  structures  are  part  of  the  l 
monitoring  system  for  alterations  in  oxygen,  , i 
carbon  dioxide,  and  pH  of  the  circulating 
blood.  Responses  are  reflected  in  changes 
in  respiratory  rate  and  depth,  as  weU  as  in  an 
effect  on  blood  pressure.  The  preponderance  i 
of  the  respiratory  influence  is  foimd  in  the  i 
carotid  bodies,  whereas  the  aortic  bodies  are 
apparently  more  concerned  with  regulation 
of  the  blood  pressure.  Since  the  carotid  i 
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FIGURE  1.  Location  of  histologically  identical 
glomera  (adapted  from  LeCompte).  (Permission, 
Armed  Forces  Institute) 


bodies  are  embedded  in  a nerve  plexus  made 
up  of  fibers  from  both  autonomic  nervous 
systems  (Fig.  2),  it  is  reasonable  to  assume 
that  the  structures  of  this  strategic  area 
have  some  control  over  the  tone  of  bronchial 
■>’  ?ulature.  Nakayama^  studied  animals 
. .'human  beings  before  and  after  carotid- 
body  removal.  An  increase  in  respiratory 
rate  and  red-cell  mass  was  caused  by  a 
loading  test  of  5 per  cent  carbon  dioxide 
before  or  after  a unilateral  carotid-body 
resection.  These  reflexes  were  abolished  by 
bilateral  removal.  Injections  of  sodium 
cyanide  before  or  after  one  carotid-body 
removal  caused  an  elevated  blood  pressure. 
This  reflex  was  abolished  before  bilateral 
removal.  Likewise,  after  bilateral  glom- 
ectomy  lobeline  hydrochloride  (LobeUne) 
failed  to  lower  the  blood  pressure. 

Fifteen  years  ago  Nakayama®  advocated 
resection  of  the  carotid  body  in  intractable 
asthma.  In  an  impressive  series  of  several 
hundred  patients  he  found  improvement  in 
the  majority  of  them.  Later  long-term  re- 
sults were  reported  with  benefit  in  81  per 
cent  for  six  months,  72  per  cent  for  two  years, 
and  58  per  cent  after  five  years.  In  a pre- 
liminary report  on  an  experience  since  May, 
1958,  with  69  patients  the  author  foimd  that 
half  were  helped  significantly.®  In  4 out  of 
5 there  was  some  improvement.  Plangger 
and  Ritz’  reported  benefit  in  70  per  cent  of 
150  cases.  Recently  the  author  recorded 
additional  experience  with  this  method  (157 
patients,  3 bilateral)  with  a follow-up  of  two 
and  one-half  years  in  19  cases.  Nakayama,  * 
in  later  years,  abandoned  bilateral  removal, 
since  the  second  operation  did  not  improve 
the  results  significantly . However,  Rutkow- 


FIGURE  2.  Schema  of  nerves  which  make  up 
carotid  sinus  plexus. 


ski®  advocates  bilateral  resection  and  reports 
an  increase  in  benefit  from  70  to  80  per  cent. 

Selection  of  cases 

Glomectomy  has  been  offered  to  patients 
who  faU  into  three  broad  categories: 

Patients  with  intractable  asthma 

WITHOUT  ESTABLISHED  OR  IRREVERSIBLE 
STRUCTURAL  ABNORMALITIES.  Many  indi- 
viduals without  structural  abnormahties 
have  been  subjected  to  various  forms  of  medi- 
cal treatment,  including  desensitization  or 
elimination  of  nonaUergic  factors,  changes  in 
environment,  and  drug  programs.  Bron- 
chodilators,  expectorants,  aerosols,  and 
steroids  were  often  included  in  these  re- 
gimes. This  group  also  includes  controlled 
cases,  but  under  burdensome  therapy  or  in 
trouble  from  steroids.  In  some  the  expense 
of  drugs  was  oppressive.  The  average  person 
in  our  series  had  an  asthmatic  history 
extending  over  fifteen  years.  There  has  been 
no  age  restriction,  the  youngest  being  four 
and  the  oldest  seventy -seven  years  old. 

Asthmatic  individuals  who  have  an 

ASSOCIATED  INTRATHORACIC  ABNORMALITY. 

Many  patients  with  associated  intra- 
thoracic  abnormahties  either  had  an  in- 
trathoracic  exploration  or  may  be  can- 
didates for  it.  Pulmonary  reserve  is  low, 
and  paroxysmal  bronchospasm  is  not  weU 
tolerated.  Common  structural  faults  which 
may  act  as  a trigger  to  set  off  bronchospasm 
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TABLE  I.  Results  of  treatment  by  glomectomy 


Cate- 

gory 

of 

Im- 

prove- 

ment 

Post- 
operative 
• Improve- 
ment 

Frequency 

of 

Attacks 

Dependency 

on 

Drugs 

0 

None 

Unchanged 

Unchanged 

I 

Slight 

Fewer 

Some  decrease 

II 

Moderate 

Occasional 

Reduced  by  50 
per  cent 

III 

Significant 

Rare 

Occasionally 

used 

IV 

Marked 

None 

None  or  rarely 
used 

are  bronchiectasis,  bronchostenosis,  tumors, 
cysts,  or  foreign  bodies.  If  such  are  sus- 
pected in  an  intractable  asthmatic  patient, 
studies  supplementing  routine  chest  x-ray 
fihns,  such  as  bronchography  and  oc- 
casionally bronchoscopy,  should  be  carried 
out. 

Patients  with  emphysema  plus  an 

ELEMENT  OF  BRONCHOSPASM  (NONPAROX- 
YSMAL  asthma).  These  patients  have  been 
found  to  be  benefited  by  glomectomy.  They 
are  usually  senior  citizens  who  are  incapac- 
itated, with  obstructive  airway  disease  and 
wheezing  on  slight  exertion.  Some  relief 
follows  the  use  of  bronchodilators.  The 
timed  vital  capacity  is  usually  in  the  order 
of  500  to  600  cc.  for  the  first  second,  with 
their  best  efforts  between  900  and  1,100  cc. 

Technic 

Many  children  and  all  adults  can  be 
operated  on  under  local  anesthesia.  An 
incision  is  made  in  a crease  line  in  the  neck 
below  and  parallel  to  the  mandible  in  the 
upper  and  medial  triangle  of  the  neck. 
The  sternocleidomastoid  muscle  and  the 
internal  jugular  vein  are  retracted  laterally, 
and  the  larynx  is  displaced  medially.  The 
carotid  sheath  is  opened.  The  adventitia  of 
the  upper  1 cm.  of  the  common  and  the 
lower  1 cm.  of  the  internal  and  external 
carotid  arteries  is  removed.  It  is  usually 
expedient  to  ligate  and  divide  the  superior 
thyroid  artery.  The  carotid  body  is  quite 
consistently  found  wedged  between  the 
internal  and  external  carotid  arteries  at 
their  origins,  slightly  off  center  on  the 
medial  side  of  the  bifurcation.  The  body 


ASTHMA  -UNCOMPLICaTED 


FIGURE  3.  Evaluation  of  change  in  condition  of 
uncomplicated  asthmatic  patients  followed  at 
various  intervals  after  glomectomy  (Table  I). 


can  be  removed  safely  without  division  of 
any  muscle  or  injury  to  any  important 
structure.  Meticulous  wound  closure 
usually  results  in  an  invisible  scar. 

Results 

There  have  been  no  significant  adverse 
effects  to  glomectomy  in  uncomplicated 
situations.  Patients  report  no  significant 
discomfort,  swallowing  difficulties,  or  other 
sequelae.  Vital  signs  remain  stabilized. 
Immediate  or  late  effects  on  blood  pressure 
or  cardiac  function  have  not  been  noted  or 
reported.  Patients  who  have  been  subjected 
to  prolonged  steroid  therapy  may  present 
abnormal  clotting  problems.  During  the 
years  1948  to  April,  1963,  534  patients  have 
been  treated  by  unilateral  glomectomy  and 
5 by  bilateral  operation.  Information  is 
available  on  274  patients  followed  at 
intervals  of  six  months  to  five  years.  In  the 
entire  series  significant  relief  was  reported 
in  47  per  cent  and  some  improvement  in 
another  35  per  cent.  The  results  are 
classified  in  Table  I. 

A summary  of  the  response  in  the  three 
broad  categories  is  shown  in  Figure  3 
(asthma,  uncomplicated).  Figure  4 (asthma 
with  associated  disease),  and  Figure  5 
(emphysema  plus  bronchospasm). 

Comment 

More  than  one  explanation  for  a favorable 
influence  on  the  state  of  health  of  asth- 
matic patients  can  be  stated.  Intercom- 
municating nerve  pathways  between  S5mi- 
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ASTHMA  WITH  ASSOCIATED  DISEASE 
PTS.  56  56  43  31  17  5 


I MO  6 MOS  I YR.  E YRS  3 YRS  4 YRS. 


FIGURE  4.  Evaluation  of  change  in  condition  of 
asthmatic  patients  with  associated  disease  fol- 
lowed at  various  intervals  after  glomectomy  (Table 

I). 


EMPHYSEMA  PLUS  BRONCHOSPASM 


PTS.  49  49  30  8 4 2 


I MO  6 MOS  lYR  2 YRS  3 YRS  4YRS. 


FIGURE  5.  Evaluation  of  change  in  condition  of 
patients  with  emphysema  plus  as  element  of 
bronchospasm  followed  at  various  intervals  after 
glomectomy  (Table  I). 


pathetic  and  parasympathetic  systems  are 
interrupted  in  an  important  and  easUy  ac- 
cessible location.  The  threshold  of  an 
overactive  bronchoconstrictor  reflex  between 
the  lung  and  the  respiratory  center  above  is 
lowered.  Another  threshold  may  be  af- 
fected which  was  designed  for  normally 
patent  airways.  The  carotid  body  in  the 
asthmatic  patient  may  be  overactive  and 
may  signal  for  rapid  and  shallow  breathing 
on  the  slightest  provocation.  This  augments 
ventilation  in  normal  subjects.  However, 
bronchospasm,  mucosal  swelling,  and  ex- 
cessive secretions  produce  obstruction  to  air 
flow.  Then  rapid  and  shallow  breathing  re- 
sults in  turbulence  and  a reduction  in  the 
delivery  of  air  to  the  atrial  units.  A vicious 
cycle  then  results;  the  greater  the  need,  the 
less  efiicient  external  respiration  becomes; 
the  greater  the  struggle,  the  greater  the 
trapping  of  air.  Panic  supervenes  in  a 
clinical  state  called  asthma.  Remaining 
glomera  and  other  control  centers  suf- 
ficiently monitor  circulatory  and  respiratory 
activity  so  that  normal  regulation  is  not 
disturbed.  The  removal  of  one  carotid  body 
and  the  plexus  of  nerves  about  the  bulb 
dampens  reflexes  that,  in  the  presence  of 
narrow  airways,  interfere  with  efiicient 
ventilation. 

Murray  Dworetzky,  M.D.;  Thank  you. 
Dr.  Overholt,  for  presenting  this  intriguing 
subject  so  clearly. 

Among  the  many  interesting  and  provoca- 
tive points  brought  up  by  this  report,  three 
impressed  me  the  most.  First,  I believe 
that  Dr.  Overholt  has  made  it  clear  that 


glomectomy  is  certainly  not  an  office  pro- 
cedure, as  rumor  has  had  it.  Second,  the 
enormous  problem  of  evaluation  of  results 
has  and  will  continue  to  plague  Dr.  Overholt, 
as  it  does  anyone  who  becomes  intensely 
interested  in  the  problem  of  how  patients 
really  progress.  Third,  I am  reminded  of 
Parkinson’s  Law  as  it  applies  to  schools  of 
medical  practice.  You  wiU  recall  that  he 
describes  two  major  schools,  the  British 
school  and  the  French  school.  The  British, 
he  states,  are  excellent  diagnosticians,  but 
once  the  diagnosis  is  estabhshed,  they  are  at 
a loss  to  treat  the  patient  or  do  not  care 
particularly  for  that  part  of  the  practice  of 
medicine.  The  French,  on  the  other  hand, 
according  to  Parkinson,  are  marvelous 
therapeutists,  but  have,  at  best,  a very 
vague  idea  of  what  they  are  treating  or  why 
their  treatment  works.  Certainly  glom- 
ectomy falls  into  Parkinson’s  French 
school,  since,  according  to  Dr.  Overholt,  it 
seems  to  work,  but  I am  unaware  that  any- 
one knows  why.  Perhaps  Dr.  Overholt  or 
one  of  oixr  discussants  will  be  able  to  shed 
some  light  on  this  subject  before  the  evening 
is  over. 

Discussion 

The  discussion  of  Dr.  Overholt’s  pres- 
entation will  be  opened  by  Abraham 
Buchberg,  M.D.,  Chief  of  the  Pulmonary 
Function  Unit  at  Montefiore  Hospital. 

Abraham  Buchberg,  M.D.,  Bronx,  New 
York.  I have  been  very  intrigued  by  the 
subject  of  glomectomy  since  I first  heard 
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about  it  a year  ago.  I have  reviewed  the 
literature,  including  Dr.  Nakayama’s  report, 
and  see  that  I still  have  not  found  out  how  or 
why  it  works.  Dr.  Overholt  stated  this 
evening  that  this  procedure  functions  by 
relieving  bronchospasm  through  the  action 
of  the  chemoreceptor.  However,  in  his 
article  of  1961  he  said  that  it  did  not  work  by 
relieving  bronchospasm.  What  we  should 
first  do  is  consider  what  these  chemore- 
ceptors  actually  do.  It  has  also  been  claimed 
that  glomectomy  relieves  some  of  the 
physiologic  abnormalities  caused  by  asthma. 
However,  these  physiologic  abnormalities 
are  the  result  of  asthma  and  not  the  cause. 
I foimd  it  hard  to  believe  that  relieving  the 
effects  of  a disease  wiU  get  rid  of  the  cause  of 
the  disease.  I have  always  felt  that  most 
asthmatic  attacks  are  caused  by  antigen- 
antibody  reactions,  by  infection,  or  by 
psychic  stress.  I do  not  know  how  these 
chemoreceptors  play  a part  in  these  etio- 
logic  factors. 

The  carotid  bodies  and  the  aortic  bodies 
were  described  a long  time  ago.  They  are 
very  sensitive  to  certain  changes  in  the 
chemistry  of  the  body,  but  they  are  com- 
pletely insensitive  to  other  changes.  Chem- 
oreceptors will  respond  to  anoxemia  if  the 
arterial  partial  pressure  of  oxygen  is  lowered, 
thereby  increasing  ventilation  in  man  and 
the  intact  animal.  Bilateral  denervation  of 
the  carotid  sinus  wiU  result  in  loss  of  this 
effect.  Partial  or  unilateral  denervation  will 
result  in  partial  loss  of  the  effect.  However, 
this  is  a very  insensitive  mechanism.  The 
partial  pressure  of  oxygen  must  be  lowered 
by  40  to  50  mm.  of  mercury  from  a normal 
of  95  to  50  or  60  for  the  chemoreceptor  to 
work.  Furthermore,  it  is  an  emergency  ef- 
fect and  is  not  present  in  normal  man.  It  is 
rare  that  a patient  would  ever  have  carbon 
dioxide  low  enough  for  the  chemoreceptor 
to  have  any  effect,  so  that  it  is  hard  to 
believe  that  the  effect  of  glomectomy  is  to 
increase  ventilation  by  getting  rid  of  the 
anoxemia  effect. 

It  has  also  been  suggested  that  the 
carotid  body  works  through  the  effect  of 
carbon  dioxide.  However,  it  does  not  react 
very  much  to  carhon  dioxide  which  is 
primarily  mediated  through  the  respiratory 
center.  Animals  or  human  beings  with  both 
carotid  bodies  removed  react  the  same  to 
varying  levels  of  carbon  dioxide  as  they 
would  if  their  carotid  bodies  were  intact. 


Therefore,  it  is  hard  to  see  how  carbon 
dioxide  could  have  anything  to  do  with  the 
mechanism  of  the  effects  of  glomectomy  in 
asthmatic  patients. 

As  far  as  the  pH  is  concerned,  it  must  he 
lowered  by  approximately  0.2  to  a level  of 
7.2  before  producing  an  effect  through  the 
chemoreceptors,  so  that  this  is  a very  in- 
sensitive mechanism.  Since  this  level  of 
pH  is  seen  very  rarely  even  in  severe  asth- 
matic patients,  it  may  also  be  dismissed  as  a 
possible  mechanism  involved. 

The  chemoreceptors  do  have  some  effect 
on  bronchial  muscle  itself.  This  is  not 
mediated  through  carbon  dioxide.  It  has 
been  shown  that  bronchial  constriction  is 
caused  by  elevation  in  carbon  dioxide  in  the 
carotid-extirpated  animal,  presumably 
mediated  through  central  mechanisms. 
Anoxemia  perhaps  may  cause  bronchial  con- 
striction and  be  mediated  through  the 
carotid-body  mechanism.  However,  again, 
this  is  a relatively  insensitive  mechanism, 
and  the  oxygen  must  be  lowered  markedly 
to  give  a carotid-body  effect  on  bronchial 
tone. 

Therefore,  it  is  very  difficult  to  explain  the 
effects  of  glomectomy  in  the  asthmatic 
patient  on  the  basis  of  any  of  the  chemore- 
ceptor or  physiologic  effects.  In  fact,  in 
some  cases  it  might  be  harmful.  Given  a 
severe  asthmatic  patient  who  is  hypo- 
ventilating  and  developing  a marked  enough 
degree  of  anoxia  and  carbon  dioxide  reten- 
tion and  respiratory  acidosis,  the  absence  of 
the  carotid  body  and,  most  particularly,  the 
absence  of  both  carotid  bodies  if  a bilateral 
extirpation  has  been  done,  could  remove  a 
major  protective  reflex  and  result  in  a very 
serious  or  even  fatal  termination.  This 
would  be  particularly  true  of  emphysema 
patients  who  are  more  likely  to  get  carbon 
dioxide  retention,  so  that  bilateral  glomec- 
tomy would  seem  to  be  contraindicated  in 
such  patients.  However,  it  is  interesting 
that  bilateral  glomectomy  has  not  proved  to 
be  better  than  unilateral  glomectomy,  since 
bilateral  extirpation  in  the  animal  has  been 
foimd  to  double  the  effects  of  unilateral 
extirpation. 

I have  only  seen  2 patients  who  have  had 
glomectomies.  In  the  flrst  one  there  was  no 
noticeable  improvement  following  the  pro- 
cedure. The  other  patient  was  a woman 
who  was  sick  postoperatively  following  a 
cholecystectomy  and  was  wheezing.  She 
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had  had  asthma  for  fourteen  years,  with  a 
great  deal  of  trouble  for  twelve  years,  and 
had  received  steroid  therapy  all  of  that  time. 
As  a result,  she  had  developed  severe 
osteoporosis  and  was  unable  to  walk  because 
of  severe  back  pain.  She  had  a glomectomy, 
and  her  breathing  was  tremendously  im- 
proved. Her  back  pain  disappeared,  and 
she  was  able  to  walk.  Ten  months  later  her 
daughter  eloped,  and  her  asthma  returned. 
It  would  make  one  wonder  how  much  of  the 
effect  of  glomectomy  is  brought  about 
through  a psychogenic  mechanism.  It  cer- 
tainly is  very  difficult  to  ascribe  it  to  a 
physiologic  mechanism,  at  least  to  the  ones 
thus  far  proposed. 

I would  like  to  ask  Dr.  Overholt  two 
questions.  First,  how  did  the  3 cases  fare 
who  had  the  operation  but  did  not  have 
their  carotid  bodies  removed,  in  other  words, 
cases  which  had,  to  aU  intents  and  purposes, 
a sham  operation.  I would  also  be  very 
interested  to  know  what  Dr.  Gaensler  said 
about  the  results  of  the  operation  based  on 
his  pulmonary-function  studies. 

Dr.  Dworetzky:  Thank  you.  Dr.  Buch- 
berg.  The  second  discussant  is  Eugene 
Friedman,  M.D.,  who  is  Chief  of  the  De- 
partment of  Head  and  Neck  Surgery  at 
The  Mt.  Sinai  Hospital. 

Eugene  Friedman,  M.D.,  New  York 
City.  I come  to  you  tonight  apparently  not 
as  an  Englishman  but  as  a Frenchman,  ac- 
cording to  Dr.  Dworetzky.  What  I shall  do 
is  very  simply  recite  two  events  which  made 
me  start  doing  this  procedure  some  three 
years  ago.  The  first  case  was  a forty-year- 
old  man  who  had  been  a boxer,  but  who  had 
to  give  up  boxing  because  every  time  he  was 
hit  in  the  neck,  he  blacked  out.  He  then 
took  up  driving  a taxi.  This  became  a 
haz£ird  to  both  himself  and  the  population 
because  every  time  he  turned  his  head  to  see 
if  another  car  was  coming,  he  passed  out. 
The  Hack  Bureau  took  away  his  license. 
The  patient  then  went  to  a doctor  who 
foimd  a hypersensitive  carotid  reflex,  and 
the  patient  was  referred  to  me  for  surgery. 
Incidentally,  this  man  was  severely  asth- 
matic as  well.  Because  of  his  severe  asthma, 
we  decided  to  do  the  surgery  vmder  local 
anesthesia.  He  was  wheezing  when  we  be- 
gan the  operative  procedure.  An  incision 
was  made,  and  when  we  began  to  manipulate 
the  carotid  sinus  in  attempting  to  remove  it, 
his  pulse  went  down  almost  to  zero.  To 


allow  us  to  continue  the  operation,  I then 
infiltrated  the  carotid  sinus  with  procaine 
hydrochloride  (Novocain).  As  I did  this, 
the  patient  said,  “What  are  you  doing? 
My  wheezing  has  stopped!”  And  indeed  it 
had.  The  operation  was  completed,  his 
carotid  sinus  was  removed,  and  his  asthma 
has  not  returned  since  the  procedure  was 
done  three  yeeus  ago.  A second  patient  with 
almost  identical  findings  with  asthma  also 
had  this  procedure  and  with  the  identical 
result. 

A third  thing  which  made  me  wonder 
about  tbe  possibility  of  glomectomy  in  the 
treatment  of  the  asthmatic  patient  was  the 
result  of  the  performance  of  radical  neck 
dissections.  In  certain  patients  in  whom 
radical  neck  dissection  is  performed,  the 
surgeon  wiU  berate  the  anesthetist,  asking 
him  to  get  the  patient  down  or  to  get  the 
patient  up.  The  surgeon  may  claim  that  the 
patient  is  not  breathing  properly  or  that  the 
patient  is  struggling.  When  you  listen  to  the 
patient’s  chest,  he  has  expiratory  wheezes 
throughout  and  expiratory  difficulty  typical 
of  asthma.  As  you  continue  the  procedure, 
the  carotid  bulb  is  finally  reached,  and  it  is 
the  practice  to  infiltrate  the  bulb.  In 
every  case,  when  we  have  infiltrated  the 
carotid  bulb,  the  wheezing  has  stopped,  and 
the  operation  has  proceeded  uneventfully 
after  this  point.  On  checking  with  the 
anesthetists,  we  have  not  found  that  any- 
thing new  was  given  at  this  point  or  that 
there  was  any  significant  change  in  the 
level  of  anesthesia. 

Because  of  these  two  experiences,  we  have 
since  treated  12  or  13  more  cases  of  severe 
asthma.  This  series  is  very  small  and  does 
not  compare  with  Dr.  Overholt’s  or  Dr. 
Nakayama’s  experiences.  Of  these  13  cases, 
approximately  60  per  cent  showed  Class  II, 
III,  and  IV  improvement,  as  judged  ac- 
cording to  Dr.  Overholt’s  criteria.  There 
was  1 case  with  absolutely  no  improvement, 
while  the  others  had  slight  improvement. 

Of  course,  a double-blind  study  would  be 
of  great  value,  but  the  medicolegal  aspects 
make  this  a very  touchy  problem. 

In  conclusion,  while  this  procedure  would 
not  be  advocated  for  aU  cases  of  asthma,  in 
those  relatively  few  patients  in  whom  aU 
methods  of  therapy  have  failed,  the  pro- 
cedure might  be  justified. 

Dr.  Dworetzky:  Thank  you.  Dr.  Fried- 
man. Our  third  and  last  discussant  for  the 
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evening  is  William  Sherman,  M.D.  He  is 
Director  of  the  Robert  A.  Cooke  Institute  of 
Allergy  at  Roosevelt  Hospital. 

William  B.  Sherman,  M.D.,  New  York 
City.  When  I was  asked  to  discuss  Dr. 
Overholt’s  report,  I indicated  that  I was 
very  interested  in  the  subject  but  did  not 
have  much  real  information  to  offer.  Shortly 
after  Dr.  Overholt’s  article  appeared,*  I 
consulted  several  members  of  the  Depart- 
ment of  Physiology  at  Columbia  University 
concerning  the  rationale  of  removing  the 
carotid  body  for  bronchial  asthma. 

None  of  the  physiologists  with  whom  I 
spoke  had  any  clear  idea  of  the  fimction  of 
this  body  or  knew  any  possible  way  in 
which  it  might  be  related  to  the  occurrence 
of  asthma.  Since  the  results  appeared  to  be 
based  more  on  clinical  observations  than  on 
theoretical  conclusions,  I did  not  feel  that 
this  excluded  the  possibility  that  such  an 
operation  might  be  beneficial. 

At  that  time  I understood  that  St.  Luke’s 
Hospital  was  planning  a series  of  such 
operations,  and  we  decided  to  see  their  re- 
sults before  undertaking  the  procedure  at 
Roosevelt  Hospital.  So  far  I understand 
that  very  few  of  these  operations  have  been 
done  at  St.  Luke’s  Hospital,  and  that  the 
efficacy  of  the  procedure  is  stiU  unsettled  in 
the  minds  of  the  authorities  at  that  hospital. 

In  my  office  I was  seeing  an  asthmatic 
patient  who  had  undergone  such  an  opera- 
tion by  Dr.  Overholt  before  her  first  visit  to 
me.  This  patient  was  stiU  taking  2 to  3 
prednisone  piUs  a day  but,  when  questioned, 
insisted  that  she  was  much  better  than  be- 
fore the  operation.  In  her  words,  she  took 
essentially  the  same  amount  of  medication 
before  and  after  the  operation  but  was  much 
more  comfortable  after  the  operation  had 
been  done.  One  patient  at  the  Roosevelt 
Hospital  Clinic  also  had  the  operation  done 
by  Dr.  Overholt  some  six  months  ago. 
This  man  still  relies  on  prednisone  for  relief 
but  feels  sufficiently  encouraged,  so  that  he 
expects  to  return  to  Boston  and  have  the 
operation  carried  out  on  the  other  side. 

Finally,  a third  patient,  a woman  of 
seventy-seven  years  who  weighed  about  80 
pounds  and  whom  I treated  for  many  years, 
heard  of  the  operation  and  expressed 
interest  in  it.  I did  not  feel  that  a lady  of 
this  age  would  be  suitable  to  be  the  first  case 
to  undergo  this  operation  at  the  Roosevelt 
Hospital,  so  I suggested  she  consult  Dr. 


Overholt  and  learn  his  opinion  as  to  the 
possibility  of  carrying  out  this  procedure. 
The  operation  was  done  about  two  months 
ago,  and  the  patient  feels  that  she  is  greatly 
improved.  However,  she  stUl  takes  10  mg. 
of  prednisone  a day  to  control  her  symptoms. 

In  view  of  this  brief  experience,  I can  re- 
port that  aU  3 patients  feel  that  they  have 
been  helped  in  a greater  or  lesser  degree. 
StiU,  I am  unable  to  indicate  any  objective 
evidence  of  improvement,  so  that  our 
opinion  is  stiU  uncertain. 

Max  Chamberlain,  M.D.,  the  thoracic 
surgeon  at  Roosevelt  Hospital,  is  interested 
in  CEirrying  out  glomectomies,  and  I beUeve 
that  we  may  do  them  on  a limited  number 
of  patients  within  the  next  few  months. 
We  have  discussed  the  possibiUty  of  various 
measures  of  pulmonary  function  to  evaluate 
the  procedure.  I beUeve,  however,  that  the 
operation  would  be  done  only  on  patients 
now  dependent  on  prednisone,  and  that  the 
abiUty  to  avoid  the  use  of  prednisone  after 
the  operation  would  be  the  best  measure  of 
benefit. 

Dr.  Dworetzky,  M.D.:  Thank  you.  Dr. 
Sherman.  The  floor  is  now  open  to  dis- 
cussion. 

Question  and  answer  period 

Dr.  Overholt:  I was  very  glad  to  have 
this  opportunity  to  hear  Dr.  Buchberg’s 
discussion  of  physiologic  impUcations.  We 
have  talked  the  problem  over  with  pul- 
monary physiologists  at  various  times,  and 
they  seem  to  be  as  puzzled  as  we  are  about 
the  role  of  the  carotid  body  in  asthmatic 
patients.  In  the  practice  of  medicine  many 
times  we  have  to  go  along  on  a trial-and- 
error  basis  without  reaUy  knowing  why  a 
certain  treatment  is  foUowed  by  benefit. 
We  do  not  know  exactly  how  cortisone  pro- 
duces results.  If  there  is  no  iU-effect  from 
treatment,  then  the  patient  has  every- 
thing to  gain  and  very  little  to  lose.  There  is 
some  risk  to  any  operation,  however  small. 
In  over  534  glomectomies  there  has  been  1 
death.  This  was  a patient  who  had  been 
receiving  steroid  therapy  for  many  years  and 
developed  a bleeding  difficulty.  She  was 
referred  for  glomectomy  in  the  hope  that  the 
asthmatic  state  could  be  controlled  with  less 
drug  support.  The  hematologists  in  Boston 
who  foUowed  this  patient  felt  that  they 
could  handle  the  bleeding  problem  during 
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and  after  surgery.  Her  clotting  time  was 
approximately  half  an  hour.  She  had  no 
clotting  problem  at  operation.  However, 
despite  all  the  preliminary  preparation  and 
postoperative  support  with  fresh  blood  and 
fibrinogen,  a few  hoirrs  following  the  surgery 
she  bled  into  the  mediastinum,  required  a 
tracheotomy,  and  fimally  died  of  an  infection 
in  the  lung  associated  with  a tremendous 
clot  in  the  mediastinmn.  This  hazard  of 
surgery  should  be  attributed  to  the  risk  of 
steroids  rather  than  to  surgery.  There  was 
1 other  patient,  previously  on  prolonged 
steroid  therapy,  who  began  to  develop  an 
obstruction  to  breathing  from  a hematoma. 
This  was  managed  successfully  by  trache- 
otomy. 

Dr.  Buchberg  asked  about  the  3 patients 
in  whom  no  carotid  body  was  identified  in 
the  surgical  specimen.  Their  asthmatic 
state  was  not  changed  following  the  opera- 
tion. However,  3 cases  alone  do  not  con- 
stitute a sufficient  number  to  have  signifi- 
cance. Dr.  Nakayama  teUs  me  that  ap- 
proximately 50  patients  who  had  been 
operated  on  by  other  surgeons  without  any 
benefit  were  reoperated  on  the  same  side. 
He  found  overlooked  carotid  bodies  and 
resected  them.  These  patients  then  re- 
sponded as  satisfactorily  as  others  in  his 
series. 

You  asked  about  what  Dr.  Gaensler  thinks 
of  this  procedure.  I think  he  shares  your 
views.  Dr.  Buchberg.  We  have  attempted 
to  convince  him  by  referring  patients  to  his 
laboratory  for  pre-  and  postoperative  evalua- 
tion. We  have  not  as  yet  gotten  together  to 
review  the  data. 

I do  hope  that  we  can  come  up  with  some 
satisfactory  explanation  of  why  glomectomy 
helps  some  asthmatic  patients  and  not 
others.  Comroei®  admitted  that  there  might 
be  some  physiologic  basis.  He  called  for  a 
double-blind  study  which  is  difficult  to  do. 
Patients  are  referred  to  us  for  this  procedure, 
and  we  find  it  difficult  to  do  other  than  what 
we  think  is  best  for  them.  If  I were  an 
asthmatic  patient  and  suffered  as  these 
patients  do  who  come  to  us,  I would  want  to 
have  one  carotid  body  resected.  I have 
invited  doctors  who  are  controlling  asthma 
clinics  in  three  of  the  large  hospitals  in  our 
area  to  join  with  me  in  a double-blind  study, 
but  so  far  we  have  not  been  able  to  work  out 
arrangements.  I have  volunteered  to  work 
without  compensation.  AU  patients  in- 


volved in  the  study  would  have  to  imder- 
stand  that  they  may  or  may  not  have  the 
actual  operation.  Subsequently  a second 
operation  could  be  done  if  the  control 
patients  are  not  benefited  as  much  as  the 
others.  It  is  not  as  easy  to  carry  out  this 
sort  of  program  as  one  might  think. 

Dr.  Dworetzky:  Thank  you.  Dr.  Over- 
holt. We  will  now  commence  our  discussion 
from  the  floor. 

Maury  Sanger,  M.D.:  Hidden  behind 
many  of  the  comments  that  have  been  made 
this  evening  is  the  enormous  impact  of 
psychosomatic  factors  in  the  asthmatic 
patient.  Whether  surgery  in  some  way  may 
modify  this  aspect  of  the  problem  requires 
further  study.  I have  seen  asthmatic 
patients  who  have  had  tonsillectomies  or 
appendectomies,  or  who  have  had  extensive 
fractures  followed  by  improvement  in  their 
symptoms.  Whether  or  not  such  improve- 
ment is  on  a physiologic  or  purely  psy- 
chiatric basis  is  something  that  has  never 
been  clearly  evaluated,  but  certainly  the 
latter  should  be  considered  in  the  evaluation 
of  any  surgical  procedure  claiming  to 
improve  asthma.  Therefore,  it  would  be  of 
value  for  Dr.  Overholt,  when  evaluating  this 
problem  and  particularly  if  he  undertakes  a 
double-blind  study,  to  evaluate  the  results 
of  other  types  of  surgery  on  the  course  of 
asthma. 

Armond  mascia,  M.D.:  Has  glomectomy 
been  done  in  children  and  what  are  the 
results? 

Dr.  Overholt;  We  have  performed  this 
procedure  on  about  30  children.  Most  of 
them  have  been  done  too  recently  to  be  sure 
of  long-term  results.  It  is  my  impression 
that  the  younger  they  are,  the  better  they 
respond  after  surgery.  It  has  also  been  my 
experience  that  these  children  have  large 
and  vascular  carotid  bodies.  It  seems  that 
the  larger  and  more  vascular  the  carotid 
body,  the  better  the  results.  The  youngest 
child  we  have  done  was  about  four  years  of 
age.  A general  anesthetic  is  used  with 
young  children.  So  far  I am  very  en- 
coiu'aged  by  the  results  in  the  children  we 
have  treated. 

Physician:  How  do  you  follow  up  your 
patients  and  what  percentage  of  yom- 
patients  have  been  followed  for  three  years 
or  more? 

Dr.  Overholt;  We  try  to  follow  them 
all.  The  ones  who  live  close  by  come  in  for 
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evaluation.  The  others  are  followed  through 
their  local  physicians.  We  try  to  get  letters 
from  their  doctors  every  three  months.  We 
started  slowly  with  only  a few  cases  in  1958 
and  a few  more  in  1959,  so  that  we  did  not 
reaUy  begin  to  develop  a series  until  1960. 

May  I say  something  here,  Dr.  Dworetzky, 
about  the  articles  in  national  publications 
which  have  been  alluded  to  in  our  dis- 
cussion tonight?  I have  never  issued  any 
articles  to  the  newspapers  or  to  Time 
magazine.  I gave  a paper  before  the  chest 
section  of  the  American  Medical  Associa- 
tion and  turned  the  paper  over  to  the 
secretary  of  the  section.  The  American 
Medical  Association  in  turn  submitted  this 
to  the  press. 

Thomas  Seidman,  M.D.;  I would  be 
reluctant  to  accept  a follow-up  from  general 
practitioners,  pediatricians,  or  internists  who 
may  have  little  motivation  in  Dr.  Overholt’s 
study.  As  an  allergist,  I find  that  most  of 
the  patients  I see  break  away  from  their 
pediatricians  or  general  practitioners  and 
come  to  the  allergist  of  their  own  free  wiU. 
We  allergists  require  a very  comprehensive 
history  and  appropriately  intensive  testing 
programs.  When  indicated,  we  inspect  the 
homes  and  evaluate  patients  with  a degree 
of  intensity  far  exceeding  that  of  a less 
interested  practitioner.  The  idea  of  sending 
these  patients  back  to  their  home  towns  to 
be  reported  on  by  their  family  physicians,  as 
Dr.  Overholt  has  just  described,  would  be 
unacceptable  to  me  as  a valid  method  of 
evaluation  of  patients  reported  in  a study  of 
this  sort. 


Tuberculin  testing 

The  public  must  be  taught  that  a positive 
tuberculin  test  means  the  individual  is  infected 
with  tuberculosis,  C.  E.  Brasher,  M.D.,  medical 
director  of  the  Missouri  State  Sanatorium,  has 
announced. 

He  said  the  follow-up  of  those  persons  who 
show  a positive  reaction  “represents  the  most 
important  single  part  of  any  tuberculosis  con- 
trol plan  of  the  future.” 

The  identification  of  those  who  are  infected 
with  TB  should  be  the  chief  concern  of  the 


Dr.  Overholt:  If  a patient  has  an  ■ 

allergist,  we  call  on  him  first.  We  try  to 
have  the  most  experienced  talent  in  the 
conununity  appraise  the  patient.  One  ) 
should  get  aU  the  help  one  can  in  an  evalua-  '' 
tion  of  any  new  treatment.  If  this  operation  ^ 
has  no  place  in  the  treatment  of  the  asth-  1 
matic  patient,  I want  to  be  the  first  one  to  j 
give  it  up. 

Dr.  Dworetzky:  I am  speaking  no  * 

platitude  when  I say  that  we  could  continue  1 
discussing  this  subject  aU  night.  Many  of  i 
us  came  here  skeptical,  and  many  will,  no  i 
doubt,  leave  the  same  way,  but  I feel  that 
this  program  has  served  its  purpose  well  by 
giving  us  aU  an  opportunity  to  be  brought  • 
up  to  date  on  the  status  of  glomectomy  for 
these  very  severe  asthmatic  patients. 
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physician,  and  he  must  be  able  to  locate  the 
source  of  infection  and  those  positive  reactors 
who  may  become  future  sources  of  infection. 

Dr.  Brasher  said  that  although  the  tubercle 
bacillus  may  remain  dormant  for  years  or 
throughout  life,  it  may  break  from  its  nest  in 
the  tubercle  at  any  time  to  again  multiply  and 
cause  clinically  active  disease. 

Dr.  Brasher  said  closer  collaboration  between 
physicians  and  health  departments  is  necessary 
to  reduce  the  incidence  of  TB  infection  to  its 
lowest  possible  levels.  Tuberculin  testing  of 
as  many  of  the  total  population  as  possible  is 
also  necessary. 
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Inferior  Vena  Cava 
Ligation  in 
Abdominoperineal 
Resection 

PAUL  W.  HOFFERT,  M.D.,  F.A.C.S. 

The  Bronx,  New  York 

From  the  Surgical  Division,  Montefiore  Hospital 


T HE  ABDOMINOPERINEAL  approach  for  radi- 
cal resection  of  carcinomas  of  the  rectum 
was  practiced  and  described  by  Miles  ^ in  the 
early  part  of  the  twentieth  century  and  still 
remains  the  basis  for  the  surgical  treatment 
of  this  lesion.  Among  the  postoperative 
complications  consistently  noted  in  all  re- 
ported series,  pulmonary  embolism  ranks 
as  the  most  important  cause  of  mortality 
and  morbidity. It  would  seem,  there- 
fore, that  any  measure  that  would  prevent 
pulmoneu-y  embolism  postoperatively  would 
greatly  enhance  the  survival  rate  following 
abdominoperineal  resection. 

Kocher  in  1883  and  Billroth  in  1885  li- 
gated the  inferior  vena  cava  because  of 
operative  trauma,  but  their  patients  died. 
The  operation  was  first  successfully  per- 
formed by  Bottini  in  1893.  A comprehen- 
sive survey  of  the  subject  was  published  by 
Dale  in  1958®  and,  more  recently,  by  Schau- 
ble,  Stickel,  and  Anlyan.® 

A major  deterrent  in  the  widespread  ac- 
ceptance of  this  operative  procedure  has 
been  the  fear  of  significant  postoperative 
morbidity  in  the  form  of  intractable  edema 


PULMONARY  EMBOLISM  IS  tke  TtlOSt  COmmOtl 
cause  of  death  following  abdominoperineal 
resection;  therefore  it  is  suggested  that  the 
inferior  vena  cava  be  ligated  prophylactically 
at  the  conclusion  of  the  abdominal  phase  of 
every  abdominoperineal  resection.  The  possi- 
bility of  postligation  edema  and  ulceration  of 
the  lower  extremities  may  be  minimized  by 
careful  postoperative  management,  use  of 
absorbable  catgut  in  ligation,  and  ligation  of 
inferior  vena  cava  cephalad  to  at  least  one 
and  preferably  two  lumbar  veins. 


with  or  without  ulceration  of  the  lower  ex- 
tremities. A careful  review  of  the  literature 
reveals  that  this  fear  has  been  magnified  un- 
justifiably. Thus,  Dale®  reported  that  3 out 
of  9 patients  he  followed  beyond  ten  months 
had  some  edema  or  ulcer  of  the  legs,  al- 
though no  patient  had  been  incapacitated. 
Moreover,  while  eeu’ly  postoperative  leg 
edema  was  usual,  the  late  complications  in 
the  leg  proved  to  be  minor  if  the  legs  were 
carefully  managed.  Dale  reviewed  452 
reported  cases  of  inferior  vena  cava  hgation 
other  than  his  own  series  of  16.  In  this 
larger  group  certain  general  impressions  were 
gained: 

1.  Edema  occurred  more  often  than  not. 

2.  It  was  not  always  clear  whether  or 
not  the  edema  persisted  or  improved,  but 
the  use  of  elastic  external  supports  and  the 
cooperation  of  the  patient  were  considered 
important. 

3.  Reports  of  return  to  former  occupa- 
tion or  to  useful  employment  implied  that 
some  degree  of  handicap  had  been  overcome. 

4.  Reports  of  skin  ulcers  in  the  legs  were 
fewer  than  anticipated,  and  it  appeared  that 
this  ordinarily  was  not  a problem. 

Schauble,  Stickel,  and  Anlyan®  reviewed 
the  experience  with  40  cases  of  inferior  vena 
cava  ligation  and  concluded  that  the  dis- 
ability incurred  by  ligation  of  the  inferior 
vena  cava  appeared  to  be  proportional  to 
the  extent  of  deep  venous  occlusive  disease 
rather  than  due  to  the  ligation  per  se.  Thus, 
when  disability  related  to  venous  stasis  ex- 
isted preoperatively,  it  was  not  increased 
postoperatively.  Ochsner’  has  indicated 
that  over  half  of  the  patients  in  his  large 
series  have  had  no  sequelae  whatsoever  and 
that  if  a careful  postoperative  regimen  is 
instituted  there  will  be  very  few  sequelae. 
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Postoperative  management 

Dale^  has  outlined  the  details  of  postopera- 
tive management,  which,  briefly,  are  as 
follows: 

1.  Prevention  of  edema  by  elevation  of 
the  foot  of  the  bed;  the  use  of  Ace  bandages 
whenever  the  patient  is  out  of  bed;  graded 
walking  when  pain  permits;  restriction  of 
ambulation  if  edema  occurs;  and  restriction 
of  sitting  or  standing. 

2.  Prevention  of  further  thrombosis  by 
anticoagulants  and  by  thrombectomy  if 
thrombosis  occurs. 

3.  Pain  control  by  medication  and  eleva- 
tion of  the  legs. 

4.  Maintenance  of  muscle  power  by  a 
program  of  weighted  exercises  for  calves  and 
thighs. 

Ambulation  should  not  begin  imtil  there 
is  no  leg  edema,  and  if  it  occurs  in  the  im- 
mediate postoperative  period  it  should  be 
combated  not  only  by  the  placement  of  Ace 
bandages  while  the  patient  is  in  bed  but  also 
by  elevation  of  the  extremities  above  the 
level  of  the  heart.  Ordinarily,  this  results 
in  a rapid  return  of  the  legs  to  a non- 
edematous  state.  When  the  patient  be- 
comes ambulatory,  Ace  bandages  should  be 
firmly  placed  from  toes  to  knees,  and  the 
patient  should  walk  rather  than  sit  while 
he  is  out  of  bed.  It  is  recommended  that 
he  obtain  a contour-type  chair  so  that  he 
can  rock  back  and  elevate  the  feet  above  the 
heart  level  when  he  is  sitting  at  home.  After 
pain  and  swelling  of  the  legs  have  entirely 
cleared  up,  which  may  be  from  three  months 
to  a year  or  longer,  the  patient  is  instructed 
to  remove  the  Ace  bandages  or  elastic  stock- 
ings each  day  when  he  returns  from  work. 
If  no  edema  occurs  by  bedtime  over  a 
period  of  a month,  he  is  asked  to  remove 
the  elastic  bandages  or  stockings  at  an 
earlier  hour,  and  this  graded  removal  con- 
tinues until  he  is  able  to  do  without  them  com- 
pletely. Should  edema  occur  at  any  time, 
however,  the  patient  is  bandaged  for  an- 
other three  to  six  months  until  the  collateral 
circulation  is  improved  and  until  no  edema 
follows  removal  of  the  bandages. 

Technics  of  ligature 

Dale,  Pualwan,  and  Bauer  in  1956*  re- 
ported a series  of  experiments  on  55  dogs  in 
which  the  inferior  vena  cava  was  ligated 


with  single  ligatures  of  absorbable  catgut. 
Of  the  27  dogs  who  survived  for  over  ten 
days  postoperatively,  92  per  cent  showed 
evidence,  either  by  x-ray  films  or  autopsy, 
of  deUgation  and  luminal  reconstruction  of 
the  cava.  Streuter  and  Paine*  in  a similar 
series  of  34  dogs  found  that  the  average  time 
for  the  cava  to  reopen  after  chromic-gut 
ligation  was  six  weeks.  On  the  basis  of 
this  work.  Dale,  Pualwan,  and  Bauer*  re- 
ported 5 cases  in  human  beings  in  which 
the  inferior  vena  cava  was  ligated  with  a 
single  ligature  of  absorbable  catgut.  No 
further  embolization  occurred  during  the 
short  follow-up  period  reported  in  the  paper. 

Because  of  the  disturbing  sequelae  of 
post-hgation  edema  and  ulceration  in  a few 
patients  who  do  not  respond  well  to  a 
careful  postoperative  regimen,  the  technic 
of  using  a single,  absorbable  catgut  ligature 
on  the  inferior  vena  cava  presents  interest- 
ing possibilities.  Whether  or  not  the  de- 
hgated  and  open  cava  with  irregular  scarred 
walls  at  the  site  of  ligature  application  will 
become  thrombosed  again  at  the  same  site 
is  an  unanswered  query  and  must  await 
careful  follow-up  examinations  of  patients 
undergoing  the  procedure. 

Pulmonary  embolism 

The  gravity  of  the  complication  of  massive 
pulmonary  embolism  following  abdomino- 
perineal resection  is  indicated  by  the  fact 
that  it  is  fatal  in  the  majority  of  such  pa- 
tients. The  hopelessness  of  the  situation 
becomes  even  more  apparent  when  one  con- 
siders the  patient  who  has  not  succumbed  to 
the  initial  infarction.  Ordinarily,  a patient 
who  has  not  died  following  a pulmonary 
embolism  is  treated  by  anticoagulation. 
Such  a course  of  therapy  is  contraindicated 
in  the  period  immediately  following  ab- 
dominoperineal resection  because  of  the 
large  pelvic-perineal  wound,  with  large, 
raw,  oozing  surfaces  which  may  bleed  pro- 
fusely with  anticoagulation. 

Where  anticoagulation  is  contraindicated 
and  a pulmonary  embolism  is  suspected,  the 
next  therapeutic  approach  is  appropriate 
venous  ligation.  Following  abdominoper- 
ineal resection,  the  pelvic  veins  are  highly 
suspect  as  the  site  of  thrombus  yielding  the 
pulmonary  embolus,  and  inferior  vena  cava 
ligation  would  be  the  indicated  procedure. 
The  usual  retroperitoneal  approach  from 
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the  right  side  would  carry  the  surgeon 
through  an  operative  field  recently  exposed 
to  the  operative  trauma  of  abdomino- 
perineal resection  and  would  greatly  increase 
the  hazard  and  risk  of  operation.  Under 
such  circumstances  a transperitoneal  ap- 
proach might  be  the  procedure  of  choice. 
This  would  involve  the  hazard  of  reopening 
a recent,  large  abdominal  incision,  with 
possible  injury  to  the  sigmoid  colostomy. 

In  contrast  to  this,  the  simplicity  of  Hgat- 
ing  the  inferior  vena  cava  at  the  completion 
of  the  abdominal  phase  of  an  abdomino- 
perineal resection  is  obvious.  The  entire 
area  of  the  lower  inferior  vena  cava  is 
easily  and  safely  accessible.  The  ligation 
would  add  very  little,  if  any,  operative 
trauma  to  the  patient.  If  possible,  the 
cava  should  be  ligated  cephalad  to  at  least 
one,  and  preferably  two,  lumbar  veins  to 
provide  a richer  supply  of  collateral  channels. 

Summary 

Pulmonary  embolism  continues  to  be  an 
important  cause  of  death  following  ab- 
dominoperineal resection.  It  is  suggested 
that  the  inferior  vena  cava  be  ligated  pro- 
phylacticaUy  at  the  conclusion  of  the  ab- 
dominal phase  of  every  abdominoperineal 
resection.  Although  postligation  edema  and 
ulceration  of  the  lower  extremities  present  a 
disturbing  hazard,  these  sequelae  may  be 


minimized  with  meticulous  postligation  man- 
agement of  the  lower  extremities. 

In  addition,  experimental  evidence  sug- 
gests that  late  sequelae  may  be  avoided  by 
using  absorbable  catgut  to  ligate  the  in- 
ferior vena  cava,  allowing  subsequent  deUga- 
tion  and  reopening  of  the  cava.  Further- 
more, ligation  of  the  inferior  vena  cava 
cephalad  to  at  least  one,  and  preferably  two, 
lumbar  veins  further  decreases  the  incidence 
of  postHgation  sequelae  by  providing  an  in- 
creased number  of  collateral  veins  to  drain 
the  blocked  segment  of  the  venous  system. 
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Thoracic  Esophagus 
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Since  the  five-year  survival  rate  following 
treatment  of  cancer  of  the  esophagus  is  so 
low,  it  may  be  argued  that  treatment  of  this 
lesion  essentially  is  palliative.  To  paUiate 
means  to  alleviate  a disease  without  curing 
it,  to  relieve  the  patient’s  suffering.  Ex- 
tension of  life  is  not  the  main  objective. 
For  many,  life  is  sweet;  but  its  delights 
cannot  be  made  endless.  While  it  lasts, 
life  may  be  worth  while  if  good  health 
permits  its  enjoyment.  The  quahty  of 
existence  is  the  measure  of  successful 
palliation. 

Dysphagia  is  the  chief,  and  usually  the 
only,  symptom  of  esophageal  cancer.  The 
afficted  patient’s  suffering  is  due  to  the 
difficulty  in  swallowing,  the  inability  to 
enjoy  food,  and,  ultimately,  to  the  horror  of 
complete  obstruction  of  the  esophagus, 
frequent  spitting,  cough,  and  aspiration  in- 
fection of  the  respiratory  tract.  Clearly, 
palliation  of  this  disease  means  relief  of 
dysphagia,  the  ability  to  swallow  an  un- 
restricted diet.  The  extent  to  which  this  is 
achieved  indicates  the  degree  of  palliation 
attained. 

The  factors  contributing  to  the  enjoyment 
of  life  and  the  significance  of  its  quality  and 
duration  will  vary  from  one  patient  to 


another.  A seventy-year-old  woman  ex- 
pecting the  birth  of  her  first  grandchild  ‘ 
might  be  satisfied  with  a few  more  months 
of  fife.  A man  fifty  years  of  age  and  desiring 
a considerable  extension  of  fife  might  be  ■ 
prepared  to  risk  the  hazards  of  major  sur- 
gery. LeRoux^  relates  how  esophageal 
resection  in  the  presence  of  known  metas- 
tases  in  cervical  lymph  nodes  enabled  a 
thirty-nine-year-old  woman  to  swallow  nor- 
mally for  three  years  while  she  cared  for  a 
young  family. 

The  physician  needs  information  to  select 
the  management  suited  to  the  patient’s 
circumstances  and  aspirations.  The  mono- 
graph edited  by  Tanner  and  Smithers*  and 
reports  such  as  those  by  EUis  and  his  co- 
workers,® LeRoux,!  and  Miller,^  do  much  to 
help  us  in  this  matter,  but  we  can  hardly  be 
dogmatic  when  advising  treatment  for  can- 
cer of  the  esophagus.  Twenty-four  different 
combinations  of  procedures  were  performed 
at  Roswell  Park  Memorial  Institute  during 
the  period  1957  through  1961  in  an  attempt 
to  treat  77  patients  of  various  ages  with 
squamous  epithelioma  of  the  thoracic  esoph- 
agus at  various  sites.  However,  a working 
basis  for  planning  treatment  is  essential. 
This  basis  can  be  modified  as  accurate  in- 
formation accumulates.  What  is  said  here  is 
the  personal  opinion  of  the  author  and  does 
not  necessarily  reflect  the  views  of  other 
physicians  who  cared  for  the  patients. 

Survival  rates 

Specific  treatment  for  esophageal  car- 
cinoma is  surgical  excision  or  radiation. 
When  the  tumor  appears  to  be  resectable,  a 
choice  must  be  made  between  these  two 
forms  of  treatment.  Important  in  making 
this  choice  is  knowledge  of  the  mortality, 
survival  time,  and  swallowing  status  follow- 
ing treatment.  These  factors  appear  to  be 
affected  particularly  by  the  site  of  the  tumor 
and  the  age  of  the  patient. 

Smithers®  reported  that  the  number  of 
patients  surviving  up  to  six  months  after 
radiotherapy  did  not  differ  materially  ac- 
cording to  the  site  of  the  esophageal  car- 
cinoma. When  terms  of  a year  or  more  were 
considered,  the  site  did  affect  the  survival 
time.  The  mean  survival  times  for  tumors 
in  the  upper,  middle,  and  lower  thirds  were 
17.8  months,  8.3  months,  and  8.4  months 
respectively.  Of  the  patients  with  tumors  in 
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CHOICE  OF  treatment  in  cancer  of  the  thoracic 
esophagus  depends  on  age  of  the  patient, 
degree  of  dysphagia,  site  of  tumors,  and 
presence  or  absence  of  involvement  of  respir- 
atory tract.  The  following  procedures  are 
recommended:  in  patients  under  sixty-five 
years,  excision  if  possible;  in  older  patients, 
excision  of  tumor  in  lower  half  and  radiation 
of  tumor  in  upper  half;  in  tumor  involving 
respiratory  tract  or  aorta,  bypass  operation 
followed  by  radiation;  and  in  complete  ob- 
struction of  esophagus,  cervical  esophagotomy, 
and  gastrostomy. 


the  middle  and  lower  thirds,  2.9  and  2.6  per 
cent  respectively  were  alive  at  three  years. 

Miller^  reported  that  10  of  46  patients 
' with  cancer  of  the  lower  third  were  alive 
five  years  after  excision  of  the  tumor. 
1 Ellis  and  his  colleagues®  found  that  9 of  27 
i patients  with  cancer  of  the  lower  half  were 
. alive  three  years  after  palliative  or  curative 
I resection  and  that  5 patients  survived  five 
I years.  For  carcinoma  of  the  lower  half  of 
j the  thoracic  esophagus  there  does  not  appear 
to  be  a worth-while  alternative  to  excision. 

The  results  of  radiotherapy  are  much  bet- 
ter for  high  tumors  than  for  low  tumors, 
and  this  form  of  treatment  for  high  lesions 
is  a valuable  alternative  to  esophagectomy. 
Therefore,  the  mortality  of  this  operation 
influences  the  selection  of  therapy.  In  his 
Grey  Turner  Lecture,  Sir  Heneage  OgUvie® 
quoted  Ronald  Belsey  as  saying  that  the 
mortality  for  esophagectomy  averaged  15 
per  cent  for  patients  under  the  age  of  seventy 
years  and  70  per  cent  for  older  patients. 
Sir  Heneage  also  said  that  Ivor  Lewis 
believed  age  to  be  the  most  important  single 
factor  in  mortality.  LeRoux^  reported  an 
operative  mortality  of  34  per  cent  for  all  age 
groups,  but  50  per  cent  for  women  over 
sixty-five  and  men  over  seventy.  Sweet^ 
and  Tanner  and  Swynnerton*  felt  that  ad- 
vanced age  in  itself  was  no  bar  to  surgery. 
Miller®  reported  that  none  of  3 patients  who 
had  a resection  for  an  upper  third  tumor 
survived  the  operation.  Sweet’  excised  a 
cancer  of  the  superior  mediastinal  segment 
in  6 patients,  3 of  whom  died.  LeRoux* 
reported  an  operative  mortality  of  39  per 
cent  for  high  tumors.  Of  59  patients  surviv- 
ing excision  of  a high  tumor,  33  were  alive 
one  year  later,  and  18  were  alive  at  three 
years. 

A cancer  of  the  upper  half  of  the  thoracic 
esophagus  should  be  excised  if  the  patient 
is  under  the  age  of  sixty-five  years.  In  the 
older  patient  the  mortality  of  the  operation 
is  likely  to  be  so  great  that  radiotherapy  is 
preferable.  Smithers®  reported  that  13.3 
per  cent  of  patients  with  upper  third  lesions 
were  alive  three  years  after  radiotherapy. 
However,  only  1.4  per  cent  of  patients  over 
the  age  of  seventy  survived  three  years. 
The  division  into  thirds  referred  to  the  en- 
tire length  of  the  esophagus,  not  the  thoracic 
segment  only. 

The  report  of  Smithers,®  quoted  in  connec- 
tion with  both  low  and  high  tumors,  records 


the  result  of  the  treatment  of  a large  number 
of  patients.  A squamous  epithelioma  was 
present  in  not  less  than  204  of  279  patients 
irradiated  for  cancer  of  the  esophagus. 
Smithers  did  not  indicate  the  number  of 
patients  with  resectable  tumors.  Thus  the 
groups  of  patients  treated  by  radiation  and 
by  surgery  which  have  been  mentioned  are 
not  entirely  comparable.  Data  are  needed 
on  the  results  of  radiotherapy  for  resectable 
tumors. 

Effect  of  treatment  on  swallowing 

Information  pertaining  to  the  swallowing 
status  of  patients  is  essential  to  the  assess- 
ment of  the  palliative  value  of  treatment. 
Buschke  and  Cantril®  radiated  36  patients 
adequately.  Three  patients  were  well  and 
had  normal  esophageal  function  for  periods 
of  eight,  ten,  and  twelve  years,  and  8 
patients  had  normal  or  almost  normal  eso- 
phageal function  until  death,  or  shortly 
prior  to  death,  for  periods  between  five  and 
twenty-five  months.  Apparently  resectable 
tinnors  were  radiated  in  6 patients  at 
Roswell  Park  Memorial  Institute.  After 
this  treatment,  4 patients  could  swallow  only 
liquid  up  to  the  time  of  death  two,  four,  six, 
and  eight  months  later.  Two  patients  who 
were  able  to  swallow  solids  survived  for  two 
and  six  months.  Of  8 patients  who  survived 
esophagectomy  and  esophagogastrostomy  at 
Roswell  Park  Memorial  Institute,  2 patients 
could  swallow  liquid  only  and  survived  four 
and  eight  months;  6 patients  swallowed 
solids  after  the  operation.  Of  these  6,  3 
survived  eight,  twenty-five,  and  thirty-six 
months,  and  3 are  alive  at  thirty-two. 
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thirty-three,  and  fifty-eight  months.  Miller'* 
found  that  the  great  majority  of  48  patients 
who  survived  more  than  two  years  after 
radical  esophagogastrectomy  could  eat  satis- 
factorily. 

Inoperable  tumors 

When  the  tumor  cannot  be  excised,  there 
is  no  longer  a choice  of  specific  treatment. 
Radiotherapy  is  all  that  can  be  offered,  but 
further  assessment  of  the  pathologic  anatomy 
must  be  made  so  that  the  patient’s  discom- 
fort is  not  increased  by  radiation.  A tumor 
is  thought  to  be  nonresectable  before  ex- 
ploration usually  because  bronchoscopy 
shows  that  the  trachea  or  a main  bronchus 
is  involved  by  the  tiunor.  If  such  a lesion 
is  irradiated,  a fistula  between  the  esophagus 
and  the  airway  is  very  likely  to  develop. 
Considerable  suffering  precedes  death  from 
this  complication.  Perhaps  its  incidence 
could  be  reduced  considerably  if  the  malig- 
nant obstruction  were  bypassed  before 
starting  radiotherapy. 

Six  patients  who  did  not  show  a deformity 
of  the  airway  at  bronchoscopy  were  treated 
by  radiation  at  Roswell  Park  Memorial 
Institute,  and  none  developed  a fistula. 
In  7 other  patients,  bronchoscopy  revealed 
involvement  of  the  trachea  or  a bronchus  by 
the  tumor;  4 of  these  patients  had  radiation, 
and  3 developed  a fatal  fistula.  Of  3 who 
had  a bypass  operation  before  radiotherapy, 
none  developed  a fistula.  Of  the  patients 
with  tracheobronchial  deformities,  those 
with  a bypass  may  live  longer  than  those 
without  it.  However,  Gordon*”  noted  that 
the  bypass  did  not  extend  the  survival 
period  beyond  that  for  radiotherapy  patients 
in  general. 

A tumor  is  found  to  be  nonresectable 
during  exploratory  operation  usually  be- 
cause it  is  adherent  to  the  respiratory  tract 
or  the  aorta.  If  radiation  is  to  be  given, 
there  will  be  the  danger  of  erosion  of  the 
airway  or  the  aorta.  Under  these  circum- 
stances a bypass  should  be  performed  either 
at  the  time  of  exploration  or  at  a second 
stage.  The  bypass  can  be  intrapleural, 
retrosternal,  or  antethoracic  and  can  be 
formed  by  an  isolated  segment  of  the  in- 
testine or  by  part  or  aU  of  the  stomach. 
Removal  of  part  of  the  tumor  and  restora- 
tion of  alimentary  tract  continuity  should 
have  the  same  effect  as  a bypass  and  can  be 


followed  by  x-ray  therapy  as  recommended 
by  Boyd,  Adams,  and  Salzman.** 

What  has  been  said  applies  to  patients 
who  are  able  to  swallow  liquid.  Most 
patients  can  do  so,  and  their  preparation  for 
surgery  or  radiotherapy  is  not  diflBcult.  A 
small  number  are  unable  to  swallow  their 
saliva.  These  patients  need  treatment 
urgently,  but  heroic  attempts  at  excision, 
bypass,  or  irradiation  are  likely  to  be  fatal. 
Miller*  reported  4 deaths  in  6 patients  who 
had  resections  for  impassable  strictures  of  the 
esophagus.  Seven  patients  at  Roswell 
Park  Memorial  Institute  could  not  swallow 
liquid;  4 underwent  exploratory  thoracot- 
omy, and  the  lesion  was  excised  in  2. 
These  4 patients  died  less  than  one  month 
after  surgery,  and  a fifth  patient  expired 
after  two  days  of  radiotherapy.  Two  pa- 
tients who  had  a gastrostomy  followed  by 
radiotherapy  survived  two  and  four  months, 
but  neither  was  able  to  eat  solid  food. 
Patients  with  complete  obstruction  of  the 
thoracic  esophagus  form  a group  which 
requires  special  management.  Transection 
of  the  cervical  esophagus,  attachment  of  the 
proximal  end  to  the  skin,  and  gastrostomy 
deal  at  once  with  the  risks  of  aspiration 
pneumonia  and  starvation.  If  and  when  the 
patient’s  condition  improves,  excision  and 
reconstruction  procedures  or  radiotherapy 
can  be  undertaken. 


Conclusions 

These  views  on  the  management  of 
squamous  epithelioma  of  the  thoracic  esoph- 
agus may  be  crystallized  in  the  following 
recommendations : 

1.  In  a patient  under  the  age  of  sixty- 
five  years,  excise  the  tumor  if  possible. 

2.  In  an  older  patient,  excise  a tumor  in 
the  lower  half  and  radiate  a tumor  in  the 
upper  half. 

3.  Treat  a tumor  involving  the  respira- 
tory tract  or  aorta  with  a bypass  operation 
followed  by  radiation. 

4.  Manage  complete  obstruction  of  the 
esophagus  primarily  by  cervical  esophagos- 
tomy  and  gastrostomy. 

The  spotlight  has  been  thrown  on  certain 
problems  in  the  management  of  esophageal 
cancer  so  that  the  illuminated  signposts 
will  indicate  paths  that  future  investigators 
might  wish  to  tread. 
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Summary 

The  physician  should  advise  management 
suited  to  the  patient’s  objective  in  seeking 
treatment  of  esophageal  cancer.  Choice  of 
the  form  of  treatment  depends  on  the  age 
of  the  patient,  the  degree  of  dysphagia, 
the  site  of  the  tumor,  and  the  presence  or 
absence  of  involvement  of  the  respiratory 
tract.  These  features  are  discussed  and 
treatment  recommended  according  to  their 
influence  on  mortality,  survival  time,  and 
relief  of  dysphagia.  Certain  observations 
made  on  patients  with  squamous  epithelioma 
of  the  thoracic  esophagus  at  Roswell  Park 
Memorial  Institute  are  recorded. 
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AnnOUnCSrnSnt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  is  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York,  New  York,  10017,  at  a charge  of  fifty  cents  per  p^unphlet 
to  cover  costs. 
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Chlordiazepoxide 
in  Treatment  of 
Children  with 
Emotional  Disturbances 


A.  J.  KRAKOWSKI,  M.D. 
Plattsburgh,  New  York 

Director,  Plattsburgh  Child  Guidance  Center 


Lippman'  states  that  “a  child  suffers  emo- 
tional conflict  whenever  anything  interferes 
with  the  satisfaction  of  his  instinctual  drives 
and  his  frustration  produces  a state  of  ten- 
sion.” Many  methods  of  treatment  have 
been  used  to  affect  therapeutically  both  the 
untoward  influence  of  the  environment  as 
weU  as  the  child’s  own  state  of  tension  or 
anxiety.  If  anxiety,  a force  behind  all  emo- 
tional disturbances,  can  be  alleviated,  the 
child  may  progress  in  his  development  to- 
ward emotional  maturation.* 

In  addition  to  the  classical  orthopsychi- 
atric approaches  directed  toward  strengthen- 
ing the  child’s  own  resources  and  estabhsh- 
ing  better  environmental  influences,  a large 
number  of  chemical  agents  have  been  used 
and  found  valuable  in  the  management  of  the 
emotionally  disturbed  child . N ichter n , * dis- 
cussing chemotherapy  in  child  psychiatry, 
suggests  the  following; 

If  a drug  can  be  found  to  favorably  alter 
any  existing  disorganizing  process,  the  child 
may  then  be  helped  to  enjoy  more  positive 
experiences.  By  relieving  anxiety,  con- 
trolling impulsivity,  or  decreasing  exces- 
sive motor  activity,  the  disturbed  child  can 
be  moved  toward  a better  living  situation. 


To  achieve  this  goal  successfully,  an  ideal 
drug  would  have  to  demonstrate  the  prop- 
erty of  decreasing  anxiety  without  depress- 
ing the  activity  of  the  central  nervous  sys- 
tem. Numerous  clinical  studies  with  chlor- 
diazepoxide (Librium)  revealed  that  this 
drug  possesses  such  properties.  Tobin  and 
Lewis  ^ postulated  that 

Chlordiazepoxide  has  three  different  phar- 
macological actions,  namely,  an  anti- 
anxiety, a sedative,  and  a stimulating 
effect.  The  antianxiety  action  is  not  pre- 
dicted on  the  sedative  effect  and  is  more 
specific  than  that  of  the  tranquilizers  so 
widely  used,  because  with  the  latter  drugs, 
in  contrast  to  chlordiazepoxide,  anxiety 
states  are  only  relieved  when  the  depression 
of  the  central  nervous  system  occurs,  which 
manifests  itself  by  obscured  awareness  and 
impaired  mental  acuity. 

In  the  search  for  such  an  efficacious 
chemotherapeutic  agent  a study  was  under- 
taken by  the  writer  in  the  fall  of  1961.  The 
goal  was  to  assess  the  effects  of  chlordiaz- 
epoxide on  various  states  of  emotional  dis- 
turbance in  children.  The  following  is  the 
preliminary  report. 

Procedure 

During  ten  months,  from  October,  1961, 
until  July,  1962,  chlordiazepoxide  was  ad- 
ministered to  60  patients  of  a child  guidance 
chnic.  Criteria  for  treatment  consisted  of 
the  presence  of  anxiety  with  its  various  com- 
ponents, but  above  aU,  hyperactivity,  irri- 
tabiUty,  hostihty,  impulsivity,  and  insomnia. 
Of  the  51  children  who  remained  in  therapy, 
(9  having  been  lost  to  this  study)  the  sex  and 
age  distribution  was  as  follows:  There  were 
7 boys  and  2 girls  from  four  to  seven  years; 
23  boys  and  6 girls,  eight  to  twelve  years; 
and  10  boys  and  3 girls,  thirteen  to  sixteen 
years.  The  mean  age  in  both  groups  was 
ten  years.  In  each  group  the  largest  num- 
ber of  patients  were  in  prepuberty.  Thirty- 
four  children  are  stiU  in  treatment,  and  17 
cases  have  been  terminated. 

The  treatment  program  was  not  confined 
to  drug  therapy  alone.  Before  being  placed 
on  the  drug,  following  the  recording  of  rou- 
tine admission  data,  a study  of  the  patient 
was  undertaken.  This  included  the  psychi- 
atric and  psychologic  evaluation  of  the  child, 
conferences  with  the  parents,  staff  presenta- 
tion of  each  case  for  the  purpose  of  diagnosis, 
and  evaluation  of  the  criteria  for  drug  ther- 
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FIFTY-ONE  CHILDREN  and  adolcscents  with 
various  emotional  disturbances  were  treated 
with  chlordiazepoxide  (Librium)  for  symp- 
toms of  anxiety.  Marked  or  good  remission  of 
symptoms  occurred  in  66.6  per  cent.  Side- 
effects  occurred  in  a few  patients  but  were  re- 
lieved by  dosage  adjustment  in  all  but  1 patient. 
Parents’  attitudes  were  felt  to  effect  the  useful- 
ness of  the  drug.  The  drug  was  most  beneficial 
in  neurotic  patients,  then  in  those  with  ad- 
justment reactions  of  childhood  with  neurotic 
traits  and  conduct  disorders,  and  finally  in 
mental  retardees  with  behavioral  reactions. 


TABLE  I.  Effect  of  chlordiazepoxide  on  symptoms 
seen  in  51  children  associated  with  various 
psychiatric  disorders 


Psychiatric 

Disorder 

Num- 

ber 

of 

Pa- 

tients 

Response 

No 

Better  Change 

Depersonalization 

1 

1 

Ideas  of  reference 

1 

1 

Dissociation 

1 

1 

Obsessions 

2 

2 

Compulsions 

1 

1 

Phobias 

9 

7 

2 

Hypochondriasis 

8 

7 

1 

Somatizations 

4 

3 

1 

Headaches 

1 

1 

Anxiety 

38 

29 

9 

Obesity 

2 

2 

Depression 

4 

4 

Lifelessness 

2 

1 

1 

Crying  spells 

32 

25 

7 

Insomnia 

40 

35 

5 

Diurnal  tiredness 
No  interest  in  school 

1 

1 

work 

35 

22 

13 

Hyperactivity 

44 

29 

15 

Irritability 

49 

34 

15 

Hostility 

22 

13 

9 

Destructiveness 

20 

10 

10 

Combativeness 

2 

2 

Assaultive  behavior 

13 

7 

6 

Withdrawal 

6 

4 

2 

Seclusiveness 

4 

2 

2 

Bizarre  behavior 

1 

1 

Impulsiveness 

30 

16 

14 

Disobedience 

21 

11 

10 

School  failure 

20 

10 

10 

Cheating 

4 

1 

3 

Lying 

20 

11 

9 

Truancy 

Excessive  masturba- 

5 

1 

4 

tion 

2 

1 

1 

Diurnal  enuresis 

1 

1 

Nocturnal  enuresis 

6 

4 

2 

Fecal  soiling 

2 

1 

1 

Temper  tantrums 

4 

4 

Speech  defect 

1 

1 

Night  terrors 

2 

2 

Stealing 

3 

1 

2 

apy.  The  attitude  of  the  parents  was  ex- 
plored thoroughly  during  special  interviews 
designed  to  acquaint  them  with  the  treat- 
ment procedure.  No  child  was  accepted  for 
therapy  unless  there  was  reasonable  cer- 
tainty that  the  parents  would  cooperate  and 
displayed  no  strong  feelings  against  this  type 
of  treatment.  This  often  necessitated  sev- 
eral conferences  with  the  parents  and,  occa- 
sionally, with  the  referring  physicians  who 
were  also  instrumental  as  the  liaison  between 


the  parents  and  the  clinic.  These  physicians 
were  given  the  opp>ortunity  to  become  fa- 
miliar with  the  proposed  program.  More- 
over, the  parents  were  offered  counseling 
during  the  therapy  period  both  in  an  indi- 
vidual and  a group  setting.  Thus  three 
courses  of  therapy  for  the  parents  were  run 
by  three  separate  members  of  the  psychiatric 
team. 

Several  children  received  individual  ther- 
apy in  addition  to  drug  treatment,  and  7 re- 
ceived other  medications  when  the  need  was 
indicated.  A history  was  kept  of  each  pa- 
tient’s psychiatric  symptoms  at  the  begin- 
ning, during,  and  at  the  end  of  therapy.  A 
standardized  form  was  used,  listing  symp- 
toms such  as  anxiety,  hyperactivity,  irri- 
tability, and  so  forth  (Table  I).  Symptoms 
were  recorded  carefully  at  each  visit,  and 
final  evaluation  was  made  to  assess  progress. 
The  children  and  their  parents  were  seen  ten 
days  after  initiation  of  treatment,  then  at 
two-week  intervals  for  the  first  six  weeks, 
and  every  three  to  four  weeks  thereafter  for 
the  duration  of  treatment.  Laboratory 
work  was  performed  in  spot  checks.  It  in- 
cluded complete  blood  counts,  urinalyses, 
cephaUn  flocculation,  alkaline  phosphatase, 
and  serum  glutamic  oxalacetic  transaminase 
estimations. 

The  diagnoses  are  listed  in  Table  II.  The 
25  patients  diagnosed  as  having  adjustment 
reactions  of  childhood  were  divided  into 
three  subgroups  based  on  the  predominant 
symptoms,  even  though  many  of  the  symp- 
toms occurred  in  children  in  aU  three  sub- 
groups. One  child  in  this  group  also  had 
petit  mal  epilepsy,  but  the  goal  of  treatment 
was  improvement  of  her  concomitant  be- 
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TABLE  II.  Response  to  treatment 


Total 

Number 

of 

Patients 

Concurrent 
/ — Treatment — » 
Drugs 
Other 
Than 

. . 

Up  to 
7 

Up  to 
16 

Psycho- 

therapy 

diaz- 

epoxide 

Diagnosis 

Marked 

X >-■  - i ■ I 1 ■ . ■ 1.^ 

Moderate 

None 

c 

c 

13 

Adjustment  reaction  of  child- 
hood 

Conduct  disorder 

18 

2 

9 

7 

2 

8 

8 

2 

3 

Habit  disorder 

3 

1 

1 

1 

1 

1 

1 

1 

Neurotic  traits 

4 

1 

3 

2 

2 

1 

Psychoneurosis 

Phobic  reaction  (school  pho- 
bia) 

4 

2 

1 

1 

1 

1 

2 

2 

Dissociative  reaction 

1 

1 

1 

Obsessive  compulsive  reaction 

1 

1 

1 

1 

Mental  deficiency  with  behav- 
ioral reaction 

12 

3 

3 

6 

4 

3 

2 

3 

4 

Schizophrenia — schizo-affective 
type  (aged  16  years) 

1 

1 

1 

1 

Cerebral  palsy  with  conduct  dis- 
order 

1 

1 

1 

1 

Adjustment  reaction  of  adoles- 
cence 

Neurotic  traits 
Totals 

6 

51 

1 

12* 

3 

22* 

2 

17t 

* Total  therapeutic  success:  34  = 66.6. 

t 33.4  per  cent. 

havioral  disorder.  Four  of  the  psychoneu- 
rotic patients  had  typical  acute  school  pho- 
bias, and  the  2 others  had  chronic  or  relapsed 
reactions.  The  12  mentally  deficient  chil- 
dren with  behavioral  reactions  were  moder- 
ately to  severely  retarded,  with  extreme 
signs  of  behavioral  maladjustment  and  an 
inability  to  integrate  with  their  peers  in  a 
special  class  or  in  a school  for  retarded  chil- 
dren. The  sixteen-year-old  schizophrenic 
boy  and  the  fifteen-year-old  cerebral  palsied 
boy  were  both  poor  students  and  were  un- 
able to  adjust  socially.  The  6 patients 
classified  as  having  adjustment  reaction  of 
adolescence,  in  addition  to  their  many  neu- 
rotic traits,  showed  a chronically  poor  ability 
to  integrate  with  others  and,  as  a rule,  were 
scholastic  failures. 

The  usual  starting  dose  of  chlordiazepox- 
ide,  irrespective  of  age  and  weight,  was  15 
mg.  in  divided  doses  administered  orally. 
The  doses  were  adjusted  on  an  empirical 
basis  as  the  foUow-up  progressed.  The  larg- 
est daily  dose  was  60  mg.,  and  the  mainte- 
nance dosage  ranged  from  15  to  40  mg.,  with 
the  mean  dose  of  26  mg.  Seven  patients  re- 
ceived other  drugs  in  addition  to  chlor- 
diazepoxide,  namely,  anticonvulsants  for 
those  who  showed  convulsive  disorder  or  a 
history  of  such  disorder  and  an  anticholiner- 
gic drug  and  insulin  received  concurrently  by 
1 patient  with  diabetes  meUitus  and  duode- 
nal ulcer. 


The  following  criteria  of  effectiveness  were 
established:  (1)  marked  remission — when 

the  patient  showed  disappearance  of  the 
signs  and  symptoms  which  necessitated  his 
referral  to  the  clinic  and  notably  improved 
his  ability  to  integrate  in  the  family  and 
group  setting,  (2)  moderate  remission  — when 
the  signs  and  symptoms  which  necessitated 
his  referral  were  greatly  alleviated,  and  his 
integration  became  improved,  and  (3)  none 
— when  the  pretreatment  s3rmptomatology 
showed  no  improvement  or  insignificant  im- 
provement, that  is,  some  of  the  symptoms 
were  alleviated,  but  over-all  amelioration 
was  inadequate. 

Results 

Table  II  shows  the  over-all  response  to 
treatment,  by  diagnostic  categories,  age 
range,  and  the  concurrent  therapy.  Twelve 
patients  showed  complete  remission  of  symp- 
toms, and  22  showed  moderate  improvement 
for  a combined  total  of  34  patients  or  66.6 
per  cent.  The  improvement  was  greatest 
in  the  patients  with  neurotic  reactions  (6 
cases)  of  whom  3 were  in  concurrent  psy- 
chotherapy, and  in  the  schizophrenic  and 
the  adolescent  patients  with  cerebral  palsy, 
both  also  in  concmrent  psychotherapy.  It 
affected  positively  all  cases  of  adjustment 
reaction  of  childhood  with  neurotic  traits, 
66  per  cent  of  those  children  with  habit  dis- 
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TABLE  III.  Side-effects  to  chlordiazepoxide 
therapy 


Side-Effect 

Number  of 
Patients 

Drowsiness 

2* 

Fatigue 

1 

Muscular  weakness 

1 

Ataxia 

' 4 

Anxiety 

3 

Depression 

4 

* In  1 patient  severe  drowsiness  necessitated  discon- 
tinuance of  chlordiazepoxide. 


orders,  and  61  per  cent  of  those  who  showed 
conduct  disorder.  Improvement  occurred 
] in  over  66  per  cent  of  the  adolescents  who 
I displayed  neurotic  traits.  The  over-aU 
I moderate  improvements  were  almost  twice 
) as  large  as  the  complete  remissions.  The 
group  of  mental  retardees  with  behavioral 
i disturbances  showed  a 50  per  cent  improve- 
j ment. 

I Table  I presents  the  effect  of  chlordiaz- 
l epoxide  on  symptoms,  as  quoted  from  the 
standard  forms  used  for  evaluation  of  the  re- 
sponse to  drugs.  This  presentation  gives 
i some  clues  to  the  efficacy  of  the  drug  but 
I cannot  be  interpreted  as  representing  infor- 
I mation  pertaining  to  any  single  case  or  the 
j specificity  of  actions.  The  symptoms  listed 
I for  each  patient  ranged  from  5 to  13,  and 
I the  symptomatic  response  was  fairly  uni- 
form, that  is,  if  the  patient  showed  improve- 
I ment  of  one  presenting  symptom,  he  usually 
j showed  improvement  of  others.  It  is  seen 
that  anxiety,  hyperactivity  and  irritability, 
crying  spells,  hostility,  destructiveness, 
hypochondriasis,  phobias,  assaultiveness,  im- 
pulsiveness, withdrawal,  disobedience,  lying, 
temper  tantrums,  and  other  similar  traits 
were  alleviated  in  excess  of  50  per  cent  of 
those  who  displayed  these  traits.  Improve- 
ment in  school  work  is  considered  the  effect 
of  lessening  of  other  signs  and  symptoms. 
Decrease  of  excessive  masturbation,  noc- 
turnal enuresis,  fecal  soiling,  and  other  signs 
and  symptoms  are,  of  course,  not  considered 
specific  but  also  the  effect  of  lessening  of  the 
total  disease  process. 

Side-effects 

Side-effects  were  few  in  the  51  patients 
(Table  III).  The  symptoms  listed  were 
alleviated  by  reduced  doses  in  all  but  1 pa- 


tient. Tendency  to  depression  demon- 
strated subjectively  was  observed  in  4 pa- 
tients but  cleared  with  adjustment  of  the 
dose.  Mild  ataxia  was  present  also  in  4 
cases  and  disappeared  as  therapy  progressed. 
Anxiety  was  increased  temporarily  in  6 per 
cent  and  drowsiness,  fatigue,  and  muscular 
weakness  in  2 per  cent.  One  child  showed 
severe  side-effects  which  necessitated  dis- 
continuance of  the  treatment.  This  six- 
year-old  mental  retardee,  after  taking  40 
mg.  of  chlordiazepoxide  per  day  for  about 
one  week,  became  so  somnolent  that  he  had 
to  be  kept  in  bed  for  three  days.  Resump- 
tion of  treatment  two  weeks  later  with  15  mg. 
of  chlordiazepoxide  per  day  produced  very 
severe  drowsiness  again.  Not  listed  is  the 
weight  gain  which  was  present  in  about  10 
per  cent  of  the  cases.  It  was  felt  that  this 
sign  was  not  a direct  effect  of  the  drug  but 
the  result  of  marked  decrease  of  hyper- 
activity. 

In  laboratory  work  spot  checks  failed  to 
reveal  toxic  reactions  due  to  untoward  effects 
on  the  liver,  kidneys,  metabolism,  or  hemo- 
poietic organs. 

Comment 

Results  of  this  study  indicate  that  chlor- 
diazepoxide exerts  a beneficial  effect  on  emo- 
tionally disturbed  children.  When  more 
than  one  symptom  was  present,  uniformity 
of  response  was  the  rule,  and  mixed  response 
was  very  rare.  Subjective  improvement 
also  coincided  with  an  increase  of  ability  to 
adjust  within  the  family  setting,  the  school, 
and  social  environment. 

In  evaluating  drug  therapy,  especially 
chemotherapy  of  children,  consideration 
must  be  given  to  other  factors  involved  in  the 
lessening  of  the  presenting  symptoms.  Pla- 
cebo effect  cannot  be  overlooked,  yet  a sus- 
tained effect  for  a prolonged  period  usually 
indicates  a positive  drug  effect.  Also  to  be 
considered  is  the  possible  negative  effect  of 
the  family’s  attitude  toward  drugs.®  In  this 
series  we  observed  that  some  parents,  despite 
a thorough  indoctrination  prior  to  treatment 
and  repeated  support  given  during  treat- 
ment, often  voiced  negative  opinions  about 
the  effect  of  the  drug  and,  occasionally,  dis- 
appointment that  the  drug  did  not  have  a 
more  rapid  beneficial  effect.  Some  parents 
neglected  supervision  of  drug  intake  or  “for- 
got” to  administer  the  drug  at  regular  inter- 
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vals.  On  occasions  the  drug  was  discon- 
tinued when  parents  were  skeptical  of  its 
usefulness,  but  the  clinic  staff’s  assessment 
of  the  drug  was  positive.  Immediate  exac- 
erbation of  the  symptoms  convinced  these 
parents  of  the  true  usefulness  of  chlor- 
diazepoxide.  Many  of  the  patients  did  not 
make  a good  and  consistent  use  of  the  group 
therapy  and  counseling  offered,  demonstrat- 
ing an  attitude  of  reluctance  to  participate 
actively  in  the  treatment  program  once  the 
initial  improvement  became  evident. 

Drug  tolerance  was  high  considering  the 
comparatively  large  doses  and  the  relatively 
few  side-effects.  The  only  side-effect,  se- 
vere sleepiness,  which  required  discontinu- 
ance of  treatment,  might  have  been  caused 
by  a much  larger  dose  of  chlordiazepoxide 
than  reported  by  the  parents.  Finally,  it 
was  observed  that  drug  therapy,  in  addition 
to  psychotherapy  and  counseling  with  the 
parents,  gave  better  results  than  chemo- 
therapy alone. 

Summary 

1.  Marked  or  good  remission  of  symp- 
toms was  demonstrated  by  66.6  per  cent  of 
51  children  and  adolescents  with  various 
forms  of  emotional  disturbances,  treated 
with  chlordiazepoxide  (Librium)  in  a child 
guidance  clinic  for  periods  up  to  ten  months. 
The  most  beneficial  effects  were  observed  in 
neurotic  children  and  adolescents,  followed 
by  those  patients  who  displayed  adjustment 
reactions  of  childhood  with  neurotic  traits 
and  conduct  disorder,  and  finally  by  the 
mental  retardees  with  behavioral  reactions. 
It  was  felt  that  concurrent  psychotherapy 


and  cooperation  of  the  parents  increased  the 
beneficial  effects  of  the  drug,  while  a nega- 
tive attitude  of  some  parents  toward  the 
patient,  as  well  as  their  “antidrug”  attitude, 
decreased  its  usefulness. 

2.  Initial  doses  were  15  mg.,  and  the 
maintenance  doses  ranged  from  15  to  40  mg., 
with  the  mean  dose  of  26  mg. 

3.  Side-effects  were  present  in  a small 
number  of  patients,  and  only  1 patient  had 
to  discontinue  the  drug  due  to  severe  sleepi- 
ness. 

4.  The  over-all  impression  was  that 
chlordiazepoxide  is  a very  useful  adjunct  to 
the  treatment  of  emotionally  disturbed  chil- 
dren and  that  the  theoretical  assumption 
pertaining  to  chemotherapy  of  children  with 
emotional  problems  was  confirmed  by  this 
study,  that  is,  when  the  disorganizing  symp- 
tom, such  as  anxiety,  was  controlled,  the 
child  adjusted  better  to  his  environment. 
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T o ATTEMPT  an  historical  perspective  of  any 
subject  is  to  assume  that  it  is  passing  into  a 
new  stage  of  development,  that  it  has  gained 
recognition  in  its  place  among  its  contem- 
poraries. This  is  what  I believe  has  hap- 
pened to  the  Department  of  Psychiatry  of 
the  Downstate  Medical  Center. 

In  reviewing  the  history  of  psychiatry  at 
this  institution,  I have  had  two  ideas  in 
mind:  to  chronicle  the  events  which  led  to 
the  present  Department  of  Psychiatry  and  to 
place  them  against  a backgroimd  that  would 
high-light  the  pageant  of  psychiatry  within 
the  medical  school  and  also  place  it  in  some 
perspective  with  regard  to  medical  education 
in  general.  I have  tried  to  create  an  atmos- 
phere around  my  facts  and  figures  with  the 
thought  in  mind  that  the  past  does  not 

Presented  at  the  157th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Session 
on  History  of  Medicine,  May  14,  1963. 


contrast  too  unfavorably  with  the  present. 

Psychiatry  in  our  medical  school  was 
until  recent  times  an  integral  part  of  neurol- 
ogy, and  the  development  of  psychiatry  has 
had  to  be  teased  out  of  the  substance  of  its 
parent  speciedity.  The  paucity  of  material 
about  the  early  period  of  the  school’s 
development  presented  a problem.  For 
information  up  until  1930,  my  basic  source 
has  been  the  annual  catalogs  of  the  medical 
school,  which  date  back  to  1860.  Some  of 
the  minutes  of  the  medical  school’s  executive 
faculty  meetings  were  available,  as  weU  as 
most  of  the  annual  reports  of  the  Department 
of  Psychiatry  since  1942.  Authors  of  books 
dealing  with  the  history  of  Brooklyn  seemed 
wholly  unaware  of  the  fact  that  there  was  a 
medical  school  in  the  community.  An 
anonymous  document.  History  of  Kings 
County  Hospital,  although  it  made  no 
reference  to  the  medical  college,  contained 
valuable  information  about  the  development 
of  psychiatry  in  the  Kings  County  Hospital. 

Kings  County  Hospital 

Since  the  development  of  the  Department 
of  Psychiatry  in  the  medical  school  has  been 
influenced  in  great  measure  by  the  clinical 
teaching  facilities  of  Kings  County  Hospital, 
I would  like  to  present  briefly  the  history 
of  this  hospital  as  a prologue  to  the  history 
of  psychiatry  proper. 

The  Kings  Country  Hospital  we  know 
today  is  an  outgrowth  of  the  almshouse 
system  of  the  late  eighteenth  century. 
The  Brooklyn  Almshouse  was  the  institu- 
tional beginning  of  the  Kings  Coimty 
Hospital.  The  poor  and  homeless  were 
often  in  need  of  medical  care;  the  almshouse 
therefore  began  to  assume  the  additional 
function  of  a medical  facility.  The  most 
troublesome  patients  were  the  mentally 
sick,  and  by  1837  the  superintendent  of  the 
Brooklyn  Almshouse  recommended  a sepa- 
rate building  for  them.  This  building, 
erected  as  a “lunatic  hospital,”  was  im- 
mediately put  into  operation  as  a general 
hospital,  since  the  number  of  insane  was 
regularly  smaller  than  the  number  of  sick. 
As  this  imit  became  overcrowded,  a new 
“lunatic  hospital”  was  built,  only  to  experi- 
ence the  same  fate  as  its  predecessor.  Thus 
it  can  truly  be  said  that  Kings  Coimty 
Hospital  grew  on  the  shoulders  of  its 
lunatic  asylum. 
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The  first  recorded  medical  report  of  the 
Brooklyn  Almshouse  mentions  3 lunatics  out 
of  a census  of  305.  The  expense  for  their 
care  was  given  as  62.5  cents  per  week.  By 
1837  the  census  included  20  lunatics.  It  is 
difficult  to  say  how  this  compared  with  the 
national  census  of  1840,  which  listed  1 out  of 
990  of  the  population  as  “insane  or  idiot.” 
By  1845  the  second  lunatic  hospital  had 
been  erected.  The  physician’s  report  for 
this  year  is  worth  quoting; 

The  good  effects  of  the  facilities  afforded  by 
the  new  buildings  are  very  manifest  in  the 
conduct  and  in  the  feelings  of  the  patients. 
The  want  of  room  in  the  old  buildings,  and  the 
restraint  upon  the  patients  occasioned  thereby, 
led  them  to  suppose  they  were  prisoners  in- 
stead of  patients,  especially  those  inclined 
to  be  furious  and  destructive. 

In  1846  a report  was  made  of  the  mentally 
iU  patients  treated  over  the  previous  eight 
years,  which  showed  that  237  had  been 
admitted,  158  had  been  discharged,  and  28 
had  died.  The  reporting  physician  notes 
that  “the  greatest  deficiency  in  the  Asylum 
was  the  want  of  sufficient  sources  of  amuse- 
ment and  reading  matter  for  the  moderately 
insane  patients.”  The  supervisors  voted 
that  $50  be  raised  for  purchasing  books  for 
the  almshouse. 

By  1847  the  institutional  activities  had 
assumed  sufficient  size  and  scope  to  warrant 
a division  into  five  departments;  ahnshouse, 
jail  and  workhouse,  children’s  nursery, 
general  hospital,  and  lunatic  hospital.  The 
1853  report  refers  to  the  fact  that  dungeons 
and  cells  were  used  in  very  few  cases  and 
comments  that  the  growing  tendency  not  to 
use  them  was  much  to  be  desired.  The 
medical  report  of  1862  is  particularly  inter- 
esting because  it  refers  to  the  effect  of  the 
Civil  War  by  noting  that  “of  those  whose 
insanity  is  attributable,  directly  or  indi- 
rectly, to  our  national  difficulties,  the  largest 
proportion  were  females  and  some  incident  of 
unusual  interest  is  associated  with  nearly 
every  one  of  these  cases.”  Then  follows 
the  recital  of  several  cases  of  sacrifice,  mental 
anguish,  and  kindred  parts  played  by  the 
women  when  their  men  were  away  at  war. 

In  the  ensuing  years  the  pattern  de- 
scribed continued.  The  growing  number  of 
patients  admitted  soon  made  the  hospital 
the  chief  activity  of  the  unit,  so  that  at  the 
present  time  the  Kings  County  Hospital 
alone  remains  of  aU  the  former  divisions  of 


the  county  poorhouse  and  occupies  essenti- 
ally the  original  site  which  was  purchased 
for  the  poor  in  Brooklyn.  In  1900  the 
lunatic  hospital  had  dwindled  to  a small, 
two-story  building  on  the  corner  of  Albany 
Avenue  and  Winthrop  Street,  the  result  of  a 
change  in  the  responsibility  for  the  care  of 
the  insane  from  the  county  to  the  State. 

History  of  medical  school 

With  this  background  information,  let  me 
now  begin  the  history  of  the  medical  school. 

At  the  time  the  medical  college  opened 
Brooklyn  was  the  third  largest  city  in  the 
United  States,  with  a population  of  250,000. 
It  covered  an  area  of  25  square  miles,  but 
most  of  the  population  was  compressed  into 
a narrow  strip  along  the  waterfront.  Local 
transportation  was  by  horse  car.  Trans- 
portation across  the  East  River  to  New 
York  was  by  ferry  and  to  the  rest  of  Long 
Island,  by  the  Long  Island  Railroad.  There 
were  no  municipal  water  works,  and  water 
was  obtained  from  backyard  wells  and 
public  cisterns.  The  chief  industries  were 
shipping  and  the  manufacturing  and  distill- 
ing of  whiskey.  The  leading  causes  of  death 
reported  were  cholera  infantum,  dysentery, 
marasmus,  scarlet  fever,  consumption,  croup, 
and  smallpox.  Epidemics  of  cholera  and 
yeUow  fever  were  common.  There  were 
120  legally  qualified  physicians  and  many 
quacks.  The  Civil  War  was  imminent. 

The  Long  Island  College  Hospital  was  a 
unique  experiment  in  medical  education. 
The  hospital,  which  had  received  its  charter 
in  1857,  conceived  of  the  then  novel  idea  of 
uniting  a hospital  and  a medical  school  “for 
the  purpose  of  securing  more  thorough 
demonstrative  teaching.”  It  was  the  first 
medical  school  in  the  country  to  do  this. 
The  faculty  was  indeed  eminent  and  in- 
cluded such  names  as  Austin  Flint  (practical 
medicine  and  pathology),  Frank  H.  Hamil- 
ton (surgery),  John  C.  Dalton  (physiology), 
R.  Ogden  Doremus  (chemistry  and  toxi- 
cology), and  James  D.  Trask  (obstetrics, 
gynecology,  and  pediatrics).  Since  the  new 
medical  school  was  organized  to  stress  the 
value  of  combined  didactic  and  clinical 
teaching,  the  early  catalogs  devote  con- 
siderable space  to  describing  the  hospital 
and  “outdoor”  facilities  available  for  teach- 
ing. 

The  psychiatric  facility  of  Kings  County 
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, Hospital  had  by  1860  attained  sufl5cient 
I importance  to  be  described  separately, 
j Under  the  title,  “E^gs  County  Lunatic 
I Asylum,”  we  find  the  following  terse  de- 
j scription;  “From  200  to  300  patients  are 
I constantly  imder  treatment  at  this  asylum 
i which  is  admirably  assigned  for  the  accom- 
modation of  the  insane.”  It  is  worthy  of 
note  that  the  medical  college  considered  it 
important  as  early  as  1860  to  advertise  to 
I prospective  students  the  availability  of  a 
mental  hospital  for  teaching  purposes. 

The  incoming  student  was  expected  to 
spend  three  years  in  his  training,  most  of  it 
under  a private  physician-teacher.  Attend- 
ance at  two  sixteen-week  lecture  courses 
was  required,  at  least  one  of  these  to  be  taken 
at  the  medical  college.  At  the  time  of 
graduation  the  student  had  to  submit  a 
thesis  in  his  own  handwriting.  The  mini- 
1 mum  age  for  graduation  was  21,  and  tuition 
for  the  full  three  years,  including  registration 
j and  graduation  fees,  was  $125. 

Although  the  reference  to  the  Kings 
I County  Limatic  Asylum  in  the  1860  school 
j catalog  suggests  strongly  the  recognition  of 
1 mental  illness  as  a proper  subject  in  the 
medical  curriculum,  there  is  no  further 
mention  of  this  medical  area  in  the  college 
I catalogs  until  1882.  The  first  indication  of 
the  discipline  of  neurology,  however,  appears 
in  1878,  with  the  special  lectures  of  Landon 
Carter  Gray,  M.D.,  on  “The  Anatomy  and 
Physiology  of  the  Nervous  System.”  This 
lecture  was  soon  expanded  to  include  the 
j diseases  of  the  nervous  system.  In  1882  a 
lecture  on  The  Diseases  of  the  Mind  and 
Nervous  System  was  added. 

In  1883  John  C.  Shaw,  M.D.,  Superintend- 
ent of  the  Kings  County  Lunatic  Asylmn, 
took  over  the  clinical  lecture.  His  course 
was  described  as  follows: 

Dr.  John  C.  Shaw  will  give  a thorough  course 
of  didactic  and  clinical  lectures  on  the  Dis- 
eases of  the  Nervous  System.  Special  at- 
tention will  be  given  to  the  study  of  mental 
disease.  The  large  number  of  cases  in  the 
Kings  County  Asylum  for  the  Insane  will 
be  utilized  for  the  purpose  of  clinical  teach- 
ing. Advanced  students  will  be  admitted 
to  the  wards  of  the  asylum. 

With  the  changing  of  Dr.  Shaw’s  title  in 
1886  from  Lecturer  of  Special  Subjects  to 
Clinical  Professor  of  the  Diseases  of  the 
Nervous  System,  neurology,  and,  indirectly, 
psychiatry,  attained  the  status  of  regular 


subjects  in  the  medical  school  curriculima. 

It  is  not  until  thirteen  years  later  that 
specific  reference  is  again  made  to  clinical 
teaching  in  neurology  and  psychiatry.  The 
1899  catalog  describes  “weekly  clinics  at 
Kings  Coimty  Hospital  in  Diseases  of  the 
Mind  and  Nervous  System”  and  lectures  in 
the  senior  year  on  the  same  subjects. 

The  1890’s  deserve  mention  in  terms  of 
two  other  occurrences.  In  1891  one  of  the 
greats  of  American  psychiatry,  William 
Alanson  White  of  Brooklyn,  graduated  from 
the  Long  Island  College  Hospital.  His 
Outlines  of  Psychiatry  was  used  as  a standard 
text  in  the  medical  school  from  1911  to  the 
late  1920’s.  In  1897  the  medical  school 
curriculum  was  extended  to  four  years  of 
eight  months  each. 

In  1900  neurology  appears  for  the  first 
time  as  a distinct  division  of  the  Department 
of  Medicine,  with  its  own  teaching  staff. 
Much  of  the  credit  for  the  progress  must  go 
to  Dr.  Shaw.  In  One  Hundred  Years  of 
American  Psychiatry,  published  to  com- 
memorate the  100th  anniversary  of  the 
American  Psychiatric  Association,  Dr.  Shaw 
is  mentioned  as  one  of  the  original  members 
of  the  Council  of  the  National  Association 
for  the  Protection  of  the  Insane  and  the 
Prevention  of  Insanity  and  is  described  as 
“a  young  neurologist  who  had  been  made 
medical  superintendent  of  the  Kings  County 
Lunatic  Asylum  in  Brooklyn,  where  he 
practically  abolished  mechanical  restraint.” 
In  1900  Dr.  Shaw  left,  and  William  Brown- 
ing, M.D.,  became  clinical  professor.  In 
him  neurology  and  psychiatry  acquired  a 
most  gifted  and  energetic  leader.  In  the 
forty  years  that  he  taught  in  the  medical 
school  he  developed  neurology  and  psychia- 
try into  major  specialities. 

When  the  State  took  over  the  care  of  the 
insane  in  1895,  the  facilities  for  the  mentally 
ill  at  the  Kings  County  Hospital  entered 
into  a period  of  decline  from  which  they 
were  not  to  emerge  until  1947.  Thus  when 
Dr.  Browning  assumed  direction  of  the 
division,  new  clinical  teaching  facilities  had 
to  be  found,  and  he  turned  to  the  Long 
Island  State  Hospital  for  this  purpose. 
The  Long  Island  State  Hospital  became  the 
Brooklyn  State  Hospital  we  aU  know,  and 
its  contributions  to  the  development  of 
psychiatry  in  the  medical  college  over  the 
past  forty-six  years  deserve  particular  men- 
tion. 
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Emergence  of  psychiatry 

Between  1908  and  1926,  teaching  in 
neurology  and  psychiatry  was  enriched  by 
the  addition  of  more  hoiurs  and  subjects  to 
the  curriculiun.  In  1912  the  catalog  refers 
to  “a  special  psychiatric  after-care  clinic 
held  weekly  at  the  Long  Island  State 
Hospital  under  Dr.  E.  M.  Somers,  Super- 
intendent.” The  mention  of  this  clinic  is 
doubly  important;  not  only  is  it  the  first 
instance  of  an  outpatient  psychiatric  facility 
becoming  available  for  teaching  purposes, 
but  is  the  first  use  of  the  word  psychiatric  in 
the  catalog.  Dr.  Somers  was  listed  as 
attending  psychiatrist  on  the  staff  of  the 
dispensary  of  the  Long  Island  College 
Hospital.  To  my  knowledge  this  is  the 
first  time  that  such  an  appointment  was 
made.  By  1923  the  division  of  neurology 
had  eighty-five  teaching  hours  spread  over 
the  second,  third,  and  fourth  years.  In 
this  year  there  also  appeared  in  the  cxirric- 
ulum  a course  entitled  “Medical  Psychol- 
ogy.” 

In  1926,  when  Dr.  Browning  retired, 
Orman  C.  Perkins,  M.D.,  was  appointed 
professor  of  neurology.  Dr.  Perkins  not 
only  brought  a new  vigor  and  perspective  to 
the  teaching  of  neurology  but  he  also  en- 
couraged expansion  in  the  teaching  of 
psychiatry  in  every  way  possible.  Fourth- 
year  teaching  at  Brooklyn  State  Hospital 
was  increased  in  the  same  year  from  ten  to 
thirty  hours.  For  the  first  time  the  sum- 
mary of  the  curriculum  in  the  medical 
school  catalog  listed  psychiatry  by  name  as 
one  of  the  subjects  taught  in  the  fourth  year. 

Long  Island  College  of  Medicine 

In  1930  the  medical  college  ended  its 
fruitful  relationship  with  the  Long  Island 
College  Hospital  and  obtained  an  independ- 
ent charter  as  the  Long  Island  College  of 
Medicine.  In  the  1930  catalog  the  college 
refers  to  itself  as  “a  young  school  with  a 
seventy-year  heritage.”  On  July  1,  1931, 
Frank  L.  Babbot,  Jr.,  M.D.,  became  the 
head  of  the  new  school.  At  his  formal 
installation  as  president.  Dr.  Babbot  took 
occasion  to  speak  of  psychiatry  and  its 
position  in  the  medical  curriculum  and  in 
medical  practice.  It  is  a remarkable  state- 
ment, and  I quote  in  part: 

Close  cooperation  is  particularly  important 


between  the  major  clinical  divisions  and 
psychiatry.  . .it  is  essential  that  this  phase 
of  instruction  be  kept  ever  before  the  student 
. . .Normal  psychology  and  the  study  of  the 
neuroses  require  a very  constant  and  con- 
tinuous place  in  an  ideal  curriculum.  . .The 
general  wards  and  dispensaries  should  be 
open  to  the  psychologist  and  the  psychiatrist. 
To  the  staff  of  each  of  the  major  clinical 
departments  it  is  advisable  to  add  a man  with 
this  special  interest  so  that  the  personalities 
of  the  physically  sick  can  be  studied  and 
strengthened.  The  medical  student  needs 
to  have  clearly  shown  him  the  types  of  per- 
sonalities which  can  be  helped  by  the  general 
practitioner  and  those  which  need  to  be 
placed  under  the  direction  of  trained  and 
patient  exponents  of  this  advancing  branch 
of  medical  practice.  . . .1  am  convinced  that 
we  in  Brooklyn  have  an  opportunity  to  train 
men  and  women  for  the  scientific  care  of 
their  patients  as  individuals. 

In  1932  Alfred  Adler,  M.D.,  joined  the 
faculty.  He  gave  a course  in  medical 
psychology  to  third-year  medical  students 
untU  his  death  in  1937.  Dr.  Adler’s  lectures 
were  the  first  instance  of  psychiatric  teaching 
in  the  third  year.  By  1939  out  of  a total 
of  135  hours  of  teaching  allotted  to  the 
division  of  neurology  seventy  hours  were 
devoted  to  psychiatry.  Thus  psychiatry 
had  absorbed  more  than  half  the  total 
teaching  time. 

In  1939,  Howard  Weiland  Potter,  M.D., 
was  appointed  clinical  professor  of  neurology 
and  psychiatry,  and  with  his  appointment 
the  designation  of  the  division  of  neurology 
was  changed  to  division  of  neurology  and 
psychiatry.  The  development  of  the  spe- 
cialty of  psychiatry  took  on  new  dimensions. 
By  1940  second-year  teaching  in  psychiatry 
had  been  instituted. 

A shift  in  teaching  emphasis  was  becoming 
appEuent,  away  from  the  State  hospital  to 
the  lecture  haUs  of  the  medical  college  and 
away  from  psychoses  to  psychodynamics  and 
psychosomatic  medicine.  However,  little 
progress  was  possible  in  view  of  the  limited 
facilities  and  a departmental  budget  of 
approximately  $5,000. 

On  July  1,  1943,  the  medical  school 
received  a seven-year  grant  of  $20,450  a 
year  from  the  Commonwealth  Fund  for  the 
development  of  psychiatry  at  the  college. 
The  first  year’s  funds  were  used  almost 
exclusively  for  the  establishment  of  the 
WiUiam  Alanson  White  Clinic  at  88  Amity 
Street,  which  was  opened  in  July,  1944. 
With  financial  support  assured,  and  a 
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[1  clinical  facility  and  teaching  space  available, 
I Dr.  Potter  directed  his  thoughts  toward 
1 expanding  the  undergraduate  teaching  pro- 
||  gram.  In  November,  1944,  after  visiting 
I medical  schools  throughout  the  country, 
he  recommended  to  the  administration  a 
' psychiatric  teaching  program  of  one-hundred 
;;  ninety-five  hours,  encompassing  all  four 
I years  and  including  a full  foxn*-week  clerkship 
I in  the  third  year.  By  1955  all  of  Dr.  Potter’s 
'f  recommendations  were  realized,  with  one 
j exception:  There  is  stiU  only  elective  teach- 
i|  ing  in  the  fourth  year. 

i In  1944  the  board  of  trustees  passed  a 
I resolution  giving  psychiatry  independent 
I departmental  status.  On  July  22,  1947,  Dr. 

I Potter  became  the  first  chairman  of  a De- 
partment of  Psychiatry  in  the  eighty -seven- 
year  history  of  the  medical  school.  With  a 
great  debt  to  her  sister  discipline,  neurology, 
the  new  department  began  its  own  history. 
On  July  1,  1948  Dr.  Potter  assumed  re- 
; sponsibility  for  aU  teaching  and  research  at 
the  psychiatric  division  of  the  Kings  County 
Hospital.  On  February  1,  1950,  the  psy- 
ichiatric  division  became  a college  division, 

' with  Dr.  Potter  as  its  director. 

It  was  on  April  5th  of  the  same  year  that 
' the  Long  Island  College  of  Medicine  became 
' a part  of  the  State  University,  and  for  the 
second  time  there  was  a young  school,  now 
with  a ninety-year  heritage.  On  June  1, 
i 1955,  Dr.  Potter  became  dean  and  served  in 
this  capacity  until  his  retirement,  when 
Robert  A.  Moore,  M.D.,  became  president 
and  dean  of  the  medical  school.  On  Dr. 
Potter’s  retirement  on  December  31,  1957, 
I was  appointed  acting  chairman  of  the 
Department  of  Psychiatry  and  served  in  that 
capacity  until  the  appointment  of  I.  Charles 
Kaufman,  M.D.,  in  August,  1960. 

Present  department 

The  phenomenal  expansion  of  the  depart- 
ment from  1948  defies  an  orderly  description. 
My  own  involvement  with  the  department’s 
operation  and  activities  has  been  so  intimate 
that  I find  it  difficult  to  retain  an  historical 
perspective.  I shall  therefore  make  no 
attempt  to  be  historian  or  chronicler  at  this 
point  but  will  restrict  myself  to  describing 
the  department  as  it  exists  today. 

The  faculty  numbers  224,  more  than  three 
times  the  size  in  1948.  Represented  on  the 
faculty  are  such  diverse  disciplines  as 


anthropology,  biochemistry,  biophysics,  in- 
ternal medicine,  philosophy,  clinical  and 
experimental  psychology,  and  social  psy- 
chology. 

The  clinical  teaching  facilities  include  a 
modern  400-bed  psychiatric  hospital  with  a 
children’s  and  adolescent  unit  with  its  own 
public  school,  an  adult  unit,  a prison  service, 
x-ray,  electroencephalographic,  and  clinical 
pathology  laboratories,  and  a psychiatric 
library  of  2,800  volumes.  Over  10,000 
patients  are  admitted  annually  to  this 
hospital.  A separate,  three-story  building 
houses  a new  psychiatric  research  center. 
The  outpatient  facilities  are  housed  in  a 
separate,  four-story  building.  Every  type 
of  clinic  unit  is  represented,  from  psycho- 
analytic to  psychopharmacologic.  The 
clinic  handles  over  40,000  patient  visits  a 
year. 

The  supporting  professional  and  non- 
professional staffs  of  the  clinical  facilities 
number  over  550  and  include  large  depart- 
ments of  clinical  psychology  and  psychiatric 
social  service.  Research  facilities  include 
an  alcoholic  research  unit,  biochemistry  and 
biophysics  laboratories,  a dream-research 
laboratory,  a psychology  laboratory,  a 
psychopharmacologic  research  unit,  a sleep- 
research  laboratory,  and  a new,  three-story 
research  center  for  the  study  of  the  psychi- 
atric treatment  process. 

The  undergraduate  teaching  program  has 
undergone  many  changes,  particularly  in 
the  didactic  portions.  Most  of  the  clinical 
teaching  is  now  done  at  the  psychiatric 
hospital,  and  there  is  collaborative  teaching 
in  the  Departments  of  Medicine,  Environ- 
mental Medicine,  and  Pediatrics  and  in 
conjunction  with  physical  diagnosis. 

The  residency  training  program,  which 
started  on  July  1,  1948,  has  by  now  attained 
a national  reputation.  Specialty  training  in 
child  psychiatry  and  psychosomatic  medi- 
cine is  offered.  In  addition  there  are  active 
ongoing  training  programs  for  student 
nurses,  student  psychiatric  social  workers, 
and  psychology  interns. 

Teaching  beyond  the  residency  level  began 
in  1949  with  the  introduction  of  a graduate 
course  in  psychoanalysis.  This  was  the 
first  graduate  program  ever  offered  by  any 
department  in  the  medical  college.  The 
division  of  psychoanalytic  education  proba- 
bly offers  the  most  comprehensive  program 
of  psychoanalytic  education  in  this  country. 
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In  addition  to  the  accredited  four-year 
course,  a three-year  course  leading  to  cer- 
tification in  child  analysis  has  been  offered 
since  1959.  In  1960  a program  of  advanced 
studies  in  psychoanalysis  was  introduced. 

In  1958  a graduate  program  of  training  in 
research  in  psychiatry  leading  to  the  degree 
of  Doctor  of  Medical  Science  was  intro- 
duced, probably  the  first  such  coirrse  to  be 
given  in  any  medical  school.  This  signifi- 
cant departure  in  psychiatric  education  was 
made  possible  through  a grant  from  the 
Commonwealth  Fund.  Our  indebtedness 


National  survey  made 
in  VD  control  battle 


Some  5,000  cases  of  early  syphilis  in  the 
United  States  go  undetected  and  untreated 
during  a three-month  period,  a survey  has  in- 
dicated. 

This  is  the  number  of  cases  which  would  have 
been  found  if  aU  the  cases  of  infectious  syphihs 
treated  by  private  physicians  had  been  reported 
to  the  health  department  so  that  contacts  of 
infected  persons  could  be  traced,  according  to 
an  article  in  the  October  5 Journal  of  the  Ameri- 
can Medical  Association. 

A national  survey  of  private  physicians 
showed  that  of  13,930  cases  of  syphilis  treated 
by  some  6,000  physicians  between  April  1 and 
June  30,  1962,  only  1,576,  or  11  per  cent,  were 
reported. 

From  previous  case-finding  experience  it  is 
known  that  if  aU  these  infectious  cases  had 
been  reported  and  each  patient  interviewed  for 
possible  infected  contacts,  5,000  additional 
cases  of  early  syphilis  would  have  been  promptly 
identified. 

Each  case  of  infectious  syphilis  that  is  not 
identified,  reported,  and  processed  for  contacts 
contributes  to  the  spread  of  the  disease,  in- 
creases the  existing  infectious  syphilis  reservoir. 


to  the  trustees  of  the  Commonwealth 
Fund  is  indeed  great. 

No  presentation  of  the  department  today  ! 
would  be  complete  without  reference  to  its 
financial  condition.  If  you  will  recall,  the  ^ 
departmental  budget  in  1942  was  $5,000. 
Today  the  budget  is  $250,000.  This  is  | 
further  augmented  by  $180,000  in  training  ' 
grants  and  $1,500,000  in  research  grants,  i 
making  a grand  total  of  almost  $2,000,000.  j 
I leave  it  to  those  of  you  who  are  mathe-  ' 
maticaUy  inclined  to  compute  the  percentage  ! 
increase  involved. 


eventually  results  in  a higher  attack  rate  in  the  '< 
population,  and  positively  prevents  any  pos- 
sibility for  the  control  of  syphihs. 

The  survey  also  showed  that  of  156,515  cases 
of  gonorrhea,  only  16,907,  or  10  per  cent,  were 
reported. 

Information  from  state  health  departments  | 
prior  to  the  survey  indicated  that  about  one  ,j 
third  of  the  venereal  disease  cases  in  this  country 
were  being  treated  by  private  physicians. 
However,  repHes  to  the  survey  questionnaire  I 
indicated  that  private  physicians  were  treating 
at  least  76  per  cent. 

While  diagnosis  and  treatment  of  syphihs  is 
primarily  the  responsibility  of  the  physician,  i 
the  responsibihty  for  foUowing  through  with  I 
the  community  health  aspects  lies  primarily  ' 
with  the  health  department.  The  health  de- 
partment stands  ready  to  furnish  any  available 
assistance  and  has  experienced  specialists  who 
are  trained  to  work  in  confidence  with  the 
physician  and  his  patient  in  tracing  contacts, 
including  those  hving  in  other  states.  Physi-  ; 
cians  should  consider  these  specialists  as  part  i 
of  their  staff  and  use  them  to  the  fullest  possible  I 
extent  in  the  fight  to  control  syphihs. 

The  survey  was  conducted  by  the  American  j 
Social  Health  Association  in  cooperation  with  I 
the  A.M.A.,  the  American  Osteopathic  As-  ’ 
sociation,  and  the  National  Medical  Associa- 
tion. Questionnaires  were  mailed  to  184,500 
physicians,  and  71  percent  responded. 
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' Clinicopathologic 
Conference 

j MICHAELS.  BRUNO,  M.D.,  and 

WILLIAM  B.  OBER,  M.D.,  Editors 


Knickerbocker  Hospital 
New  York  City 

July  31,  1963 

Conducted  by  MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D. 

Discussed  by  ABRAHAM  SUNSHINE,  M.D. 


A Mediastinal  Mass 


ICase  history 

i Lawrence  R.  Tartow,  M.D.;  A twenty- 
' three-year-old  white  male  was  admitted  to 
Knickerbocker  Hospital  because  of  pain  in 
ithe  left  shoulder  and  left  side  of  the  chest. 

He  had  been  perfectly  weU  until  twelve 
days  previously  when  he  developed  inter- 
Imittent  pain  in  the  left  shoulder  related  to 
movement  of  the  joint.  Three  days  later  he 
began  to  experience  severe  pain  in  the  left 
anterior  part  of  the  chest,  squeezing  in 
nature  and  aggravated  by  deep  inspiration 
and  exertion.  The  pain  was  not  related  to 
position  but  was  partially  relieved  by  sitting 
up.  Five  days  before  admission  the  pain 
became  severe  enough  to  keep  him  from 
work.  Three  days  before  admission  he 
developed  a mild  dry  cough.  He  denied 
chills,  fever,  night  sweats,  anorexia,  weight 
loss,  gastrointestinal,  or  urinary  symptoms. 

The  past  history  revealed  nothing  except 
the  usual  childhood  diseases.  He  denied 
having  had  rheumatic  fever,  tuberculosis, 
pneumonia,  or  heart  murmurs.  He  had 
served  in  the  Army  from  1958  to  1960. 
He  smoked  moderately  but  denied  drinking. 

Physical  examination  disclosed  a weU- 
developed,  weU-nourished  young  man  in  no 
distress.  The  temperature  was  100  F., 
pulse  92,  respirations  20,  and  blood  pressure 
90/'55.  Ocular  movements  were  normal, 
and  there  was  no  exophthalmos.  The  pupils 
were  roimd,  regular,  and  equal,  reacting 
normally  to  light  and  accommodation. 
Funduscopic  examination  produced  normal 
findings.  The  neck  was  supple,  and  there 
was  no  cervical  lymphadenopathy.  Tender- 
ness to  pressure  was  elicited  medial  to  the 


scapula  on  the  left  and  over  the  second 
costosternal  jimction.  Chest  expansion  was 
symmetrical.  There  was  dullness  to  per- 
cussion and  absent  breath  sounds  over  the 
left  anterior  side  of  the  chest,  but  no  rales  or 
friction  rubs  were  heard.  The  left  cardiac 
border  was  percussed  2 cm.  to  the  left  of  the 
mid-clavicular  line.  A Grade  II  rumbling 
systolic  murmur  was  heard  over  the  pul- 
monic area  and  in  the  left  infraclavicular 
region.  The  aortic  second  soxmd  and  pul- 
monic second  sound  were  of  equal  intensity. 
Rectal  and  neurologic  examinations  showed 
normal  findings. 

The  hemoglobin  was  13.7  Gm.  per  100 
ml.  and  the  white  blood  cell  count  10,700 
with  72  per  cent  neutrophils,  26  per  cent 
lymphocytes,  and  2 per  cent  eosinophils. 
Urinalysis  findings  were  normal.  The 
sedimentation  rate  was  55  mm.  per  hour. 
A VDRL  test  result  was  negative.  The 
fasting  blood  sugar  was  100  mg.  per  100  ml., 
and  the  blood  urea  nitrogen  was  13  mg. 
per  100  ml.  Aspiration  of  bone  marrow 
revealed  no  abnormal  cell  population  or 
distribution.  Serum  electrophoresis  re- 
vealed a normal  proportion  of  protein 
fractions. 

Roentgenographic  examination  of  the 
chest  revealed  a large  mass  in  the  left  mid- 
hemithorax  obliterating  the  cardiac  outline. 
It  was  not  calcified  and  did  not  pulsate  on 
fluoroscopy.  On  lateral  projection  the  mass 
appeared  to  occupy  the  middle  part  of  the 
mediastinum  with  extension  into  the  anterior 
portion.  There  was  no  displacement  of  the 
esophagus.  A skuU  x-ray  film,  a flat  film  of 
the  abdomen,  and  an  excretory  urogram  all 
showed  normal  findings. 
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An  electrocardiogram  revealed  normal 
sinus  rhythm  with  deep,  narrow  Q waves  in 
leads  II,  III,  and  aVf.  The  transition  zone 
was  at  Vz.  There  were  no  S-T  or  T-wave 
changes. 

On  the  second  hospital  day  a pleural 
friction  rub  was  heard  over  the  anterior  mid- 
field  of  the  left  lung.  The  patient  remained 
without  complaints  other  than  chest  and 
shoulder  pain.  He  remained  afebrile.  An 
operation  was  performed  on  the  ninth 
hospital  day  and  another  on  the  sixteenth 
day. 

Discussion 

Abraham  Sunshine,  M.D.:  * The  patient 
was  a twenty -three-year-old  white  male  who 
had  a rapidly  progressing  disease.  He  was 
well  until  twelve  days  before  admission  when 
he  developed  chest  pain,  shoulder  pain,  and 
cough.  A chest  roentgenogram  showed  a 
large  mediastinal  mass.  The  laboratory 
data,  including  a bone  marrow  examination, 
aU  showed  normal  findings.  On  the  second 
hospital  day  the  patient  developed  a friction 
rub. 

The  differential  diagnosis  is  that  of  a 
mediastinal  tumor.  We  must  consider  aU 
of  the  lesions  involving  the  great  vessels,  the 
lymphatics,  the  nerves,  the  air  passages,  the 
esophagus,  the  thyroid  and  parathyroid 
glands,  and  the  thymus.  We  should  also 
consider  faulty  embryogenesis  which  may 
give  rise  to  cysts  or  sohd  tumors.  Lesions  of 
the  lung,  the  pleura,  and  the  pericardium 
also  should  be  taken  into  account.  Medi- 
astinal lymph  nodes  may  be  involved  either 
by  a primary  process  or  by  a process  which 
has  arisen  elsewhere  and  spread  to  them. 

Before  indulging  in  this  exercise,  let  us  see 
what  help  we  can  get  from  radiology.  The 
clinician  should  ask  the  radiologist  in  such 
problems  where  the  tumor  lies,  its  relation- 
ship to  the  heart,  to  the  esophagus,  to  the 
bronchial  tree,  whether  there  was  pulsation 
on  fluoroscopy,  and  whether  the  lesion 
changed  in  size  on  respiration.  I would  also 
like  to  know  if  there  was  any  evidence  of 
pulmonary  osteoarthropathy. 

Joseph  M.  Moynahan,  M.D.:  Examina- 
tion of  the  chest  (Fig.  1)  revealed  a large 
mass  in  the  anterior  and  middle  portions  of 
the  mediastinum  obliterating  the  upper 
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FIGURE  1.  Chest  roentgenogram  showing  large 
mass  with  sharply  defined  margins  arising  in 
anterior  middle  portion  of  mediastinum  and  pro-  i 
jecting  behind  the  cardiac  shadow  into  the  left  , 
side  of  chest.  Trachea  is  not  deviated. 

I 

portion  of  the  left  cardiac  border.  There  |i 
was  no  evidence  of  calcification  within  the  'j 
mass.  No  displacement  of  the  trachea  or  i; 
the  barium-filled  esophagus  was  noted,  and  ■ 
there  was  no  pulsation  on  fluoroscopy,  nor 
did  the  mass  move  on  swallowing.  The  , : 
mass  was  slightly  lobulated,  but  its  borders  ■ 
were  sharp.  I am  sure  that  the  mass  was  in  i : 
contact  with  the  pericardium. 

Radiologic  evaluation  of  anterior  and 
middle  mediastinal  masses  hinges  largely  on  ' i 
their  position  and  their  behavioral  features. 

A substernal  goiter  would  tend  to  displace 
the  trachea  and  would  move  on  swallowing; 
also,  the  mass  was  too  low  for  the  usual  sub- 
sternal  goiter.  Most  aneurysms  pulsate; 
the  lack  of  lamellar  calcification  is  also 
against  a diagnosis  of  aneurysm.  If  this 
were  an  aneurysm,  its  location  would  require 
that  it  arise  from  the  ascending  aorta; 
such  aneurysms  usually  protrude  to  the 
right.  The  lobulation  as  well  as  its  position 
tend  to  exclude  pericardial  or  bronchogenic 
cysts.  Confronted  with  these  films,  the 
radiologic  diagnosis  should  properly  be  one  ^ 
of  neoplasm. 

The  possibility  of  a teratoma,  a common 
anterior  mediastinal  tumor,  cannot  be  ex- 
cluded, but  I would  feel  more  confidence  in 
that  diagnosis  if  calcification,  tooth  forma- 
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tion,  bone,  or  a radiolucent  area  due  to  fat 
could  be  identified.  Bronchogenic  car- 
cinoma may  produce  large  mediastinal 
deposits  occasionally,  but  the  patient’s  age 
.'is  against  this  diagnosis.  Metastatic  tumor 
'from  elsewhere  seems  unlikely. 

I Lymphoma  is  a strong  possibility  in  a 
lyoung  man  of  this  age.  The  size,  lobulation, 
and  sharp  margins  of  the  mass  are  con- 
Isistent  with  that  diagnosis.  For  complete- 
(ness,  one  should  consider  a mesothelioma 
arising  from  the  mediastinal  pleura,  but  this 
is  a rare  tumor.  Statistically,  malignant 
lymphoma  is  the  neoplasm  most  likely  to 
produce  this  radiologic  picture. 

There  was  no  evidence  of  pulmonary 
osteoarthropathy  in  films  of  the  hands. 

Dr.  Sunshine:  Dr.  Moynahan  has  just 
described  a large  lesion  in  the  anterior 
middle  portion  of  the  mediastinum.  The 
most  common  tumors  in  this  location  belong 
|to  the  group  of  teratodermoids.  The  term, 
jdermoid,  is  reserved  for  those  tumors  with 
'only  epitheUal  derivatives.  Teratomas  have 
jendodermal  and  mesodermal  elements  as 
(well.  As  you  recall,  they  arise  from  the 
(third  and  fourth  branchial  arches  and  clefts. 
iThese  tumors  are  located  anterior  to  the 
'pericardium  and  great  vessels.  They  usually 
(occur  in  children  or  young  adults,  and  the 
'sex  distribution  is  equal.  Symptoms  from 
pressure  do  occur,  such  as  dyspnea,  pal- 
pitations, and  substernal  pain.  A sudden 
increase  in  size  can  be  the  result  of  hemor- 
rhage within  the  tumor  or  infection. 
MaUgnant  teratoid  tumors  tend  to  grow 
rapidly  and  give  symptoms  early.  As  Dr. 
(Moynahan  pointed  out,  they  may  contain 
(calcified  cartilage,  bone,  or  teeth,  but  such 
|radiopacities  are  not  essential  for  the 
diagnosis.  In  this  particular  patient,  I 
think  that  a maUgnant  teratoma  could 
account  for  all  of  the  fiindings. 

The  possibility  of  a thymoma  should  be 
considered.  These  may  be  either  benign  or 
malignant;  tbe  latter  are  highly  invasive, 
and  the  patients  are  often  quite  sick.  Not 
infrequently  thymoma  is  associated  with 
myasthenia  gravis  and/or  an  unusual  type 
of  anemia.  The  lack  of  systemic  signs  is 
somewhat  against  the  diagnosis  of  thymoma, 
but  even  more  important  is  the  fact  that 
thymomas  usually  are  found  in  the  superior 
part  of  the  mediastinum,  not  the  middle. 

Malignant  lymphoma,  apparently  pri- 
mary in  the  chest,  should  also  be  considered 


in  this  young  man.  Hodgkin’s  disease  or 
lymphosarcoma  are  the  most  likely  varieties. 
I would  expect  the  patient  to  have  more  in 
the  way  of  constitutional  signs  with  lym- 
phoma. Admittedly,  a fair  proportion  of 
patients  with  lymphoma  do  not  have  fever  or 
snemia  early  in  their  course.  Likewise, 
peripheral  lymphadenopathy  and  bone  mar- 
row involvement  may  be  absent  during  the 
early  stages.  However,  it  is  difficult  to  make 
an  affirmative  diagnosis  without  some  evi- 
dence of  this  sort.  However,  if  he  had 
lymphoma,  I suspect  that  a positive  biopsy 
would  have  been  obtained  at  the  first 
operation  and  that  a second  surgical  pro- 
cedure would  not  have  been  necessary,  as  he 
would  have  been  treated  with  radiation  and/ 
or  chemotherapy.  I cannot  guard  against 
the  chance  that  the  first  biopsy  was  un- 
satisfactory and  that  a second  one  was  rec- 
ommended by  the  pathologist.  This  is  a 
very  plausible  trap  that  Dr.  Ober  might 
have  enjoyed  baiting.  I cannot  exclude 
lymphoma  with  certainty,  but  I think  it 
unUkely. 

Lesions  derived  from  thyroid  which  show 
themselves  as  mediastinal  masses  are  not 
uncommon.  However,  they  usually  displace 
the  trachea  and  move  with  swallowing. 
Moreover,  they  are  located  in  the  upper 
part  of  the  mediastinum.  I shall  exclude 
them. 

The  location  and  shape  of  the  mass 
militate  against  a pericardial  cyst.  As  Dr. 
Moynahan  pointed  out,  these  are  usually 
tear-drop  in  shape  and  are  found  on  the 
right  side  of  the  chest  near  the  costophrenic 
angle.  The  configuration  of  the  mass  does 
not  suggest  a vascular  lesion,  and  there  was 
no  pulsation  of  bruit.  Lipomas  are  usually 
radiolucent.  Other  miscellaneous  tumors  of 
connective  tissue  origin,  fibromas,  leiomy- 
omas, hemangiomas,  lymphangiomas,  and 
their  malignant  varieties  should  be 
mentioned,  but  they  are  rare,  and  I know 
no  real  way  at  arriving  at  a positive  clinical 
diagnosis  before  surgery.  A bronchogenic 
cyst  could  account  for  a shadow  of  this  type, 
but  such  cysts  are  usually  located  in  the 
posterior  mediastinal  compartment,  are  thin- 
waUed,  and  change  shape  on  respiration. 

I shall  exclude  granulomatous  disease, 
such  as  sarcoidosis,  tuberculosis,  histo- 
plasmosis, or  the  more  exotic  fungi  on  the 
basis  of  lack  of  constitutional  signs  and  tbe 
fact  that  hUar  adenopathy  rather  than  a 
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solitary  mass  should  accompany  them,  as  a 
rule. 

It  is  difficult  to  exclude  metastatic  disease 
to  the  mediastinum  from  an  occult  primary 
tumor.  The  stomach,  pancreas,  or  testicle  is 
always  a possible  site  for  such  lesions. 
However,  there  is  nothing  in  the  protocol  to 
implicate  a primary  tumor  elsewhere,  and  I 
shall  have  to  eliminate  this  possibility  for 
lack  of  evidence. 

The  last  possibility  I shall  discuss  is  that 
of  a primary  pleural  tumor.  Although  these 
tumors  are  extremely  rare,  they  do  occur  in 
young  adults  and  certainly  could  give  rise  to 
this  picture.  The  pathologic  literature 
aboimds  in  descriptions  of  many  different 
types  of  pleural  tumor,  but  for  practical 
purposes  we  can  divide  them  into  two 
groups:  the  fibrous  type,  either  a fibroma  or 
a fibrosarcoma,  and  the  mesotheliomatous 
type,  which  tends  to  have  an  epithelial 
pattern.  There  are  also  some  miscellaneous 
types  which  are  derived  from  smooth  muscle, 
nerve,  or  fat.  Clinically,  the  tumors  fall 
into  two  categories.  One  group  is  localized 
and  relatively  free  in  the  pleural  space  with 
limited  attachment.  These  are  usually 
benign  but  have  been  known  to  undergo 
malignant  degeneration.  Then  there  is  the 
diffuse  type  which  involves  large  portions  of 
the  pleura  and  may  even  encase  an  entire 
lung.  These  are  usually  malignant.  The 
localized  type  is  usually  a fibroma  or  a 
fibrosarcoma,  but  the  histologic  picture  can 
vary  considerably. 

There  has  been  a great  deal  of  discussion 
about  the  histogenesis  of  these  tumors. 
The  mesotheliomas  usually  contain  both 
epithelial  and  connective  tissue  elements  and 
are  derived  from  cells  that  are  beUeved  to  be 
multipotential.  Malignant  mesotheliomas 
occur  in  children  and  young  adults,  usually 
under  the  age  of  twenty;  the  sex  distribu- 
tion is  equal.  The  relatively  benign, 
localized  tumor  usually  occurs  in  older 
individuals  and  is  more  common  in  women. 
Marked  pulmonary  osteoarthropathy  and 
arthralgia  are  not  imcommonly  associated 
with  mesotheliomas.  It  may  well  be  that 
this  patient’s  pain  in  his  left  shoulder  is  an 
example  of  this,  although  no  clubbing  of  the 
fingers  was  described.  Pleural  effusion  is  a 
common  feature  in  many  of  the  malignant 
mesotheliomas  of  the  pleura. 

With  the  information  I have  at  this  point, 
I think  that  the  most  likely  diagnosis  is 


maUgnant  teratoma  of  the  anterior  middle 
section  of  the  mediastinum.  I cannot  really 
exclude  a primary  pleural  tumor. 

When  I was  shown  the  postoperative 
x-ray  films  and  learned  that  the  tumor  was 
not  entirely  removed  and  that  there  were 
satellite  masses  seen  on  the  lateral  pro- 
jection, I leaned  toward  a diagnosis  of  a 
malignant  mesothelioma  of  the  pleura. 

Marcel  Tuchman,  M.D.:  Would  not  a 
teratoma  be  more  likely  to  arise  in  the 
posterior  part  of  the  mediastinum? 

Dr.  Sunshine:  I suppose  that  teratoid 
tumors  can  arise  anywhere  in  the  medias- 
tinum, but  I believe  that  the  anterior  part 
is  a much  more  frequent  location. 

Dr.  Tuchman:  Would  not  a malignant 
mesothelioma  be  more  likely  to  show  signs 
of  pleural  effusion? 

Dr.  Sunshine:  Pleural  effusion,  often 

very  bloody,  is  a very  common  event  in 
mesotheliomas,  and  indeed  many  patients 
do  initially  have  fluid  in  the  chest.  How- 
ever, I see  no  reason  why  one  cannot  have  a 
large  primary  mass  first  and  pleural  effusion 
later  on.  This  patient  had  a very  short 
history  of  symptoms.  I think  the  mass  was 
growing  rapidly  and  that  he  would  soon 
have  fluid.  And,  of  course,  there  are  some 
cases  reported  in  which  pleural  effusion  did 
not  appear. 

Clinical  diagnosis 

Malignant  tumor,  mediastinum 

Dr.  Sunshine’s  diagnoses 

Malignant  teratoma,  mediastinum 

? Pleural  mesothelioma 

Pathologic  report 

William  B.  Ober,  M.D.:  The  medias- 
tinum was  entered  by  a sternum-splitting 
incision,  and  the  mass  was  exposed.  Its 
superior  pole  and  lateral  margins  were 
smooth  and  easily  separated  from  nearby 
structures.  However,  the  mass  extended 
posteriorly  behind  the  pericardium  and 
could  not  be  removed  easily  from  its  inferior 
attachments;  it  was  necessary  to  leave 
tumor  behind. 

In  the  laboratory  the  mass  weighed  380 
Gm.  and  measured  14  by  11  by  5 cm.  The 
thymus  gland  straddled  its  superior  surface; 
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FIGURE  2.  Medium-power  view  of  neoplasm 
showing  reticular  meshwork  of  cells  with  clear 
cytoplasm  and  dark  nucleus. 


there  was  no  gross  or  microscopic  involve- 
ment of  the  thymus.  On  section  the  tumor 
was  soft,  friable,  and  showed  extensive 
yellowish  areas  of  necrosis  and  minor 
hemorrhagic  foci  against  a patternless  tan 
background. 

Microscopic  examination  revealed  a tumor 
composed  primarily  of  a reticular  meshwork 
of  large  cells  with  a clear  cytoplasm  and  a 
primitive  nucleus  in  which  scattered  spaces 
were  distributed  randomly  ('Fig.  2).  Some 
of  the  scattered  spaces  were  lined  by  non- 
descript, flattened  cells;  one  could  not  tell 
whether  the  lining  was  an  endothelium  or  an 
epithelium  (Fig.  3A).  However,  other 
spaces  were  lined  by  a definite  epithelium 
which  was  somewhat  immature  and  non- 
specialized  (Fig.  3B).  No  bone,  cartilage, 
glia,  or  neuroepithehum  was  found,  nor  did 
any  structure  resemble  a maturing  histoid 
element.  The  reticular  tumor  cells  did  not 
contain  glycoprotein  or  mucopolysaccharide, 
nor  did  the  definable  epithelial  cells  contain 
PAS-positive  material  in  their  cytoplasm. 
PAS-positive  material  was  abimdant  in 
areas  of  coagulation  necrosis,  and  small 


FIGURE  3.  (A)  An  area  of  tumor  showing  many  spaces  lined  by  flat  cells  which  are  neither  clearly  endo- 
thelial nor  epithelial.  (B)  Area  of  tumor  showing  spaces  lined  by  cuboidocolumnar  epithelium  which  is  not 
highly  specialized. 
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amounts  were  seen  occasionally  in  the  pseu- 
doacinar  spaces. 

The  usual  term  that  most  pathologists 
apply  to  such  tumors  today  is  embryonal 
carcinoma.  We  sent  sections  to  Raffaele 
Lattes,  M.D.,  to  see  if  by  some  off  chance  it 
resembled  any  of  the  least  well  differentiated 
malignant  thymomas  in  his  collection  of  over 
125  thymic  tumors,  or  if  by  some  stretch  of 
the  imagination  it  could  be  classified  as  a 
malignant  mesothelioma.  Dr.  Lattes  con- 
curred in  oiu  diagnosis  of  embryonal  car- 
cinoma. 

Neoplasms  exhibiting  this  microscopic 
pattern  occiu  in  the  testis,  the  ovary,  the 
mediastinum,  and  the  retroperitoneiun, 
chiefly  in  young  individuals.  The  pattern 
is  most  frequently  associated  with  testicular 
tiunors,  where  it  is  not  infrequently  admixed 
with  teratocarcinoma,  seminoma,  or  chorio- 
carcinoma. It  is  essentially  one  of  the  tu- 
mors of  germ  cell  origin,  related  to  but  histo- 
logically different  from  teratocarcinoma.  In 
occasional  cases  the  luine  may  contain 
chorionic  gonadotropin  and,  if  one  is  for- 
tunate, syntrophoblast  may  be  foimd  in 
occasional  small  foci  in  the  tumor.  The  cells 
comprising  the  sheets  of  reticular  meshwork 
have  certain  features  in  common  with  the 
cells  of  an  ovarian  disgerminoma  or  even 
cytotrophoblast;  however,  with  a little 


Fatty  substances  identified 


The  identification  of  the  fatty  substances  in 
the  blood  which  are  responsible  for  the  forma- 
tion of  clots  has  recently  been  estabhshed  by  a 
research  study  partially  supported  by  the  New 
York  Heart  Association  and  presently  being 
continued  at  the  New  York  Veterans  Adminis- 
tration Hospital  and  at  the  2nd  (Cornell  Divi- 
sion), Bellevue  Hospital.  Director  of  the  study 
is  Aaron  J.  Marcus,  M.D.,  Chief  of  the  Veterans 
Hospital  Hematology  Section  and  instructor  in 
medicine,  Cornell  University  Medical  College. 

The  formation  of  blood  clots  requires  the 
presence  of  phospholipids  which  are  fatty  sub- 
stances containing  phosphorus  and  found  in  the 


practice  one  can  usually  tell  them  apart. 

Tumors  of  this  histologic  appearanc*^ 
behave  very  badly.  They  tend  to  re 
locally  in  short  order,  and  early  dissemiii^  | 
tion  by  both  lymphatic  and  hematogenous  | 
routes  is  the  rule.  If  such  tumors  are  i 
found  in  the  testis  early  enough  and  if  the  ' 
retroperitoneal  (iliac  and  aortic)  lymph 
nodes  are  free  of  metastasis  at  the  time  of 
dissection,  there  is  actually  a moderate 
degree  of  survival,  about  20  per  cent.  I 
know  of  no  case  of  embryonal  carcinoma  in 
the  ovary  or  mediastinum  that  has  survived 
more  than  two  years,  and  85  per  cent  of  j 
patients  are  dead  within  less  than  one  year.  | 
Radiation  therapy  and  chemotherapy  offer 
no  great  benefits  to  patients,  although  on 
isolated  occasions  an  individual  tumor  has  ' 
responded  briefly.  | 

Dr.  Sunshine:  What  was  the  first 
operation?  , 

Dr.  Ober:  A scalene  fat  pad  biopsy  | 

which  was  uninformative. 

Dr.  Sunshine:  Was  there  any  fluid  in 
the  chest  at  the  time  of  operation?  i 

Dr.  Ober:  According  to  the  surgeon,  no. 


Final  anatomic  diagnosis 

Embryonal  carcinoma,  mediastinum 


blood  stream.  According  to  Dr.  Marcus,  the 
source  of  these  phospholipids  appears  to  be  the 
blood  platelets  which  are  tiny  colorless  cor- 
puscles, about  250,000  of  which  can  be  found 
per  cubic  mfilimeter  of  blood. 

Recent  studies,  using  gas-hquid  chromoto- 
graphic  methods  which  permit  the  analysis  of 
minute  amounts  of  material,  have  shown  that 
blood  platelets  contain  five  different  phos- 
pholipids, two  of  which  are  active  in  the  clotting 
process  with  the  other  three  apparently  en- 
hancing their  activity.  Each  of  the  phos- 
pholipids contains  many  fatty  acids  made  by 
the  body  through  its  metabolism.  Recently,  | 
these  fatty  acids  have  also  been  identified. 

Current  direction  of  Dr.  Marcus’  project  is  in 
attempting  to  determine  the  precise  localization 
in  the  platelets  from  which  the  hpids,  responsible 
for  blood  coagulation,  are  released. 
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A series  of  articles 
dealing  with  tropical  disease 


Tropical  Medicine  for 
Temperate  Climates 

KEVIN  M.  CAHILL,  M.D.,  D.T.M.  & H.,  Editor 


The  Human  Trypanosomatidae 

III.  Leishmaniasis:  Kala-Azar 

KEVIN  M.  CAHILL,  M.D.,  D.T.M.  & H. 

New  York  City* 

Only  in  recent  years  has  the  extent  of 
human  leishmaniasis  been  realized.  The 
visceral  form  of  infection,  kala-azar,  was 
formerly  believed  to  be  hmited  to  remote 
rural  areas  of  Africa  and  Asia,  whereas 
today  it  is  a known  health  problem  in  over 
30  countries  on  5 continents.  The  incidence 
has  reached  epidemic  proportions  in  areas  of 
India  and  Africa  in  recent  years,  and  new 
foci  have  been  discovered  in  Europe  and  in 
South  and  Central  America.  The  cutaneous 
and  mucocutaneous  forms  of  leishmaniasis 
are  also  broadly  distributed.  However,  of 
particular  importance  to  the  American 
clinician  is  the  endemism  of  the  disease  in 
Ijatin  America,  its  chronicity,  and  its  oc- 
casionally long  incubation  periods.  All  the 
leishmanial  infections  of  man,  except  for  the 
Indian  form  of  kala-azar,  are  zoonoses  but 
with  widely  differing  animal  reservoirs,  and 
all  are  transmitted  to  man  by  the  bite  of  the 
infective  Phlebotomus  sandfly. 

The  causative  protozoa  of  aU  forms  of 
human  leishmaniasis  are  morphologically 
identical  and  assume  the  shapes  both  of 
L-D  (Leishman-Donovan)  bodies  and  of 
leptomonads  during  their  life  cycle,  t Etio- 
logic  parasites  of  the  various  leishmanial 
diseases,  can,  however,  be  distinguished  by 

* Present  address:  NAMRU  3 (Cairo),  FPO  540,  New 
York,  New  York. 

t (iahill,  K.  M.:  The  human  Trypanomatidae.  I,  New 
York  State  J.  Med.  63:  3127  (Nov.  1)  1963. 


clinical,  epidemiologic,  histopathologic,  and 
immunologic  criteria.  Kala-azar,  the  dis- 
ease in  which  the  causative  organism  is 
Leishmania  donovani,  and  its  complications 
will  be  considered  here,  while  the  dermato- 
logic diseases  will  be  discussed  in  a subse- 
quent article. 

Visceral  leishmaniasis 

Pathologic  features.  The  earliest  le- 
sion in  kala-azar  is  a cutaneous  nodule,  or 
“leishmanioma,”  at  the  site  of  the  sandfly 
inoculation.  In  human  volunteer  studies- — 
for  the  initial  lesion  is  only  occasionally  ob- 
served in  chnical  practice — the  maximum 
size  of  the  nodule,  about  2 cm.  in  diameter,  is 
reached  from  one  to  two  weeks  after  the 
bite.  Ijeptomonads  within  the  nodule  stim- 
ulate a granulomatous  reaction  and  marked 
round-cell  infiltration.  The  parasites  are 
ingested  by  circulating  macrophages  and 
multiply  within  these  and  macrophage  cells 
of  the  RE  (reticuloendothelial)  system. 

The  parasitization  and  resultant  prolifera- 
tion of  the  RE  cells  is  most  apparent  in  the 
spleen,  liver,  and  bone  marrow.  Within 
three  months  after  infection  the  spleen  is 
palpably  enlarged  and  in  untreated  cases 
may  expand  progressively  to  the  iliac  fossa 
within  a year.  Histologically,  the  splenic 
architecture  is  destroyed,  with  heavily 
parasitized  cells  replacing  pulp  and  sinus- 
oids. Although  cellular  proliferation  is 
marked,  inflammation  and  fibrosis  does  not 
occur.  Sequestration  and  destruction  of  red 
blood  cells  increases  in  direct  proportion  to 
the  degree  of  hypersplenia.  Thrombosis, 
with  resultant  infarction,  focal  necrosis,  and 
perisplenitis,  is  common. 

Hepatic  enlargement  is  less  marked,  since 
peu-asitization  and  proliferation  are  limited 


December  1,  1963  / New  York  State  Journal  of  Medicine  3405 


TABLE  I.  Characteristics  of  kala-azar  in  various  geographic  areas 


1 


Type  of 
Kala-Azar 

Age  Group 
Affected 

Glandular 

Enlarge- 

ment 

Animal  Reservoir 

Response  to 
Antimony 

Occurrence  of 
Post  Kala-Azar 
Dermal 
Leishmaniasis 

American 

Infants 

Yes 

Dogs,  cats,  foxes 

Fair 

Rare 

African 

Children  and 
adults 

Yes 

Wild  rodents 

Fair 

Occasional 

Indian 

Adults 

No 

Man 

Excellent 

Common 

Mediterranean 

Infants 

Yes 

Dogs 

Poor 

Rare 

Chinese 

Adults 

Yes 

Dogs 

Fair 

Rare 

Russian 

Children  and 
adults 

No 

Dogs  and  jackals 

Poor 

Rare 

to  the  Kupffer’s  cells.  The  liver  paren- 
chyma can  be  damaged  by  pressure  atrophy 
from  distended  Kupffer’s  cells,  and  in  ad- 
vanced cases  fatty  infiltration  and  fibrosis 
may  be  found.  Parasitized  RE  cells  replace 
the  normal  hematopoietic  tissue  of  the  bone 
marrow  and  can  engorge  lymph  chaimels 
and  intestinal  vUli;  in  fact,  parasites  can  be 
demonstrated  in  every  organ  of  the  body. 

Anemia,  leukopenia,  and  hypoproteine- 
mia,  with  hypoalbuminemia  and  hyper- 
gammaglobulinemia are  characteristic  of 
advanced  kala-azar.  The  anemia  has  been 
attributed  both  to  diminished  red  cell  pro- 
duction fi*om  the  disrupted  bone  marrow  and 
to  increased  destruction  of  erythrocytes 
secondary  to  hypersplenia.  The  white  blood 
cell  count  is  usually  less  than  4,000  per 
cubic  millimeter.  The  granulocytes  are 
very  depressed,  while  there  is  often  a rela- 
tive, and  even  absolute,  mononucleosis.  An 
accompanying  thrombocytopenia  is  found. 

Although  marked  serum-protein  changes 
have  been  associated  with  kala-azar  since 
its  discovery  and  provide  the  basis  for 
several  traditional  diagnostic  tests,  the 
causes  of  the  hypoalbuminemia  and  hyper- 
gammaglobulinemia remain  obscure.  The 
low  albumin  levels,  often  less  than  1.5 
Gm.  per  100  ml.  (normal  level,  4 to  5.6 
Gm.  per  100  ml.),  have  been  attributed 
to  renal  and  hepatic  damage  but  without 
convincing  evidence.  Alpha,  beta,  and 
gamma  globulins  are  all  elevated  in  patients 
with  kala-azar,  but  by  far  the  most  signifi- 
cant rise  is  in  the  gamma  fraction.  Elec- 
trophoretic studies  have  shown  a specific 
increase  in  the  “slow-gamma”  region  as  well 
as  the  presence  of  macro-  and  cryoglobulins. 
The  hypergammaglobulinemia  of  kala-azar 
has  been  attributed  to  antibody  production 


and  to  macrophage  and  monocytic  destruc- 
tion but,  again,  without  conclusive  evidence. 

Clinical  manifestations.  The  initial 
cutaneous  nodule  of  kala-azar  is  small,  pain- 
less, and  usually  not  detected.  A silent 
incubation  period  of  from  one  to  four  months 
follows  the  sandfly  inoculation;  prolonged 
incubation  periods  up  to  ten  years  have  been 
reported  occasionally.  Infants  are  most 
commonly  affected  in  the  Mediterranean 
and  American  types  of  kala-azar;  both 
children  and  adults  have  the  Russian  and 
African  varieties  of  the  disease;  and  young 
adults  predominate  among  those  with  the 
Indian  and  Chinese  forms  (Table  I).  The 
onset  of  symptoms  is  most  frequently  in- 
sidious but  may  be  sudden  and  closely 
mimic  malaria. 

Fever  is  usually  the  earliest  manifestation 
of  the  disease.  A daily,  double-remitting 
pattern,  with  peaks  to  103  F.  in  the  late 
afternoon  and  late  evening  is  characteristic. 

A concomitant  tachycardia  persists  even 
during  apyrexic  periods.  Although  gas- 
trointestinal disturbances  may  complicate 
this  early  phase,  far  more  often  the  patient 
has  a striking  absence  of  toxemia  despite 
daily  fever,  slight  hypotension,  and  diffuse 
disease. 

The  liver  is  often  palpable  by  the  second 
month,  while  splenomegaly  may  not  be  de- 
tected till  the  third  month.  The  spleen,  j 
however,  expands  progressively  and  is  often  i| 
grossly  enleu-ged  by  the  time  medical  treat-  !j 
ment  is  sought.  Abdominal  pain  secondary  || 
to  perisplenitis  and  anorexia  associated  with  i 
hypersplenism  are,  in  fact,  two  of  the  main  f 
reasons  kala-azar  victims  first  seek  medical  i- 
aid.  Accompanying  lymphadenopathy  is  h 
found  in  American,  African,  Mediterranean, 
and  Chinese  visceral  leishmaniasis  but  not 
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FIGURE  1.  Bone-marrow  smear  from  a patient 
with  visceral  leishmaniasis.  Numerous  L-D  bodies 
are  found  within  monocytic  cells. 


in  the  Indian  or  Russian  types.  In  light- 
skinned patients  a gray-black  pigmentation 
may  be  noted  on  the  forehead  and  mid- 
abdomen. In  Bengah  the  term  kala-azar 
means  “black  fever.” 

As  the  protein  and  blood  ceU  levels  faU, 
manifestations  of  chronic  kala-azar  develop. 
Edema  and  ascites  coexist,  with  progressive 
emaciation  and  weight  loss.  Weakness, 
pallor,  and  ejection  heart  murmurs  of 
anemia  become  evident.  Epistaxis  and 
purpura  are  frequent.  With  the  gradual 
loss  of  host  resistance  mirrored  in  the  partial 
or  total  agranulocytosis,  secondary  infection 
flourishes.  A particularly  common  lesion  is 
ulceration  of  the  cheek,  or  cancrum  oris. 
Pulmonary  and  intestinal  infections  are 
common  and  are  often  the  immediate  cause 
of  death. 

Laboratory  diagnosis.  The  demonstra- 
tion of  the  causative  parasite  is  necessary  for 
confirmation  of  a cUnical  diagnosis.  L-D 
bodies  are  present  in  the  peripheral  blood  in 
Indian  kala-azEir  but  are  rare  in  the  other 
types.  In  these,  Leishmania  can  be  dem- 
onstrated in  material  from  bone  marrow, 
spleen,  and  Hver.  Examination  of  marrow 
smears  is  the  method  of  choice  (Fig.  1), 
and  culture  on  NicoUe-Novy-MacNeil  media 
or  inoculation  into  hamsters  may  reveal 
scanty  infections  (Fig.  2).  Splenic  biopsy 
has  been  widely  used  and  is  a safe  procedure 
in  experienced  hands  when  the  spleen  is 
firm.  It  carries  risks,  however,  and  deaths 
have  been  reported  from  splenic  rupture  or 
leakage.  Although  parasites  are  found  in 
Kupffer’s  cells,  they  are  far  more  plentiful 
in  the  bone  marrow,  and  liver  biopsy  is 


FIGURE  2.  Culture  of  leptomonad  forms  from  a 
bone  marrow  aspirate  “negative”  on  direct  smear 
in  Sudanese  kala-azar. 


rarely  indicated.  Complement-fixation 
tests  using  as  antigens  Kedrowsky’s  acid- 
fast  bacillus  (Mycobacterium  phlei),  lepto- 
monad cultures,  or  I^-D  suspensions  from 
infected  animals  have  aU  been  widely  used, 
but  false  negative  results  occirr.  The  use  of 
an  immunofluorescent  technic  to  dem- 
onstrate circulating  antibodies  is  currently 
being  investigated. 

Nonspecific  supportive  evidence  includes 
leukopenia  with  mononucleosis  and  hypo- 
albunainemia  with  h3rpergammaglobu- 
linemia,  especially  with  an  increase  in  the 
“slow-gamma”  region.  Several  traditional 
tests  for  kala-azeu-  are  based  on  the  presence 
of  elevated  globulins.  The  formol-gel,  or 
formaldehyde,  test  and  Chopra’s  antimony 
test  are  both  crude  turbidity  analyses  that 
are  helpftil  in  field  conditions  but  are  in- 
adequate methods  for  confirmation  in  ad- 
vanced medical  centers. 

Treatment.  Without  chemotherapy  the 
majority  of  patients  with  kala-azar  die 
within  two  years  of  infection.  Two  groups 
of  drugs,  with  varying  efficacy  against  the 
different  geographic  types  of  disease,  are 
currently  used  in  the  treatment  of  visceral 
leishmaniasis.  Pentavalent  antimony  com- 
pounds (for  example,  urea  stibamine  and 
sodium  antimony  gluconate)  are  very  effec- 
tive in  the  Indian  form  of  the  infection,  less 
so  in  the  Mediterranean  form,  and  least 
successful  in  the  African  and  Russian  forms. 
Urea  stibamine  in  an  intravenous  dosage  of 
3 mg.  per  kilogram  of  body  weight  every 
other  day  for  a total  of  14  injections  is  cura- 
tive in  Indian  kala-azar.  Sodium  anti- 
mony gluconate  (Pentostam)  in  an  intra- 


December  1, 1963  / New  York  State  Journal  of  Medicine  3407 


venous  dosage  of  10  mg.  per  kilogram  for  I 
fourteen  days  is  highly  effective  in  aU  forms  j 
of  kala-azar  except  the  African,  in  which  the  | 
cure  rate  rarely  exceeds  60  per  cent.  The 
parasite  is  only  destroyed  toward  the  end  of 
a course  of  therapy,  and,  occasionally, 
several  courses  are  required.  Incomplete 
or  inadequate  regimens  are  dangerous,  since 
they  enhance  leishmanial  resistance. 

The  diamidines  are  often  necessary  for 
the  treatment  of  African  kala-azar  and  for 
antimony-resistant  patients.  Side-effects 
with  these  drugs  are  common,  however,  and 
include  hypotension,  shock,  fever,  and, 
occasionally,  neuropathies.  Pentanoidine 
isethionate  is  the  compoimd  most  widely 
used,  and  the  course  consists  in  intravenous 
injections  of  5 mg.  per  kilogram  of  body 
weight  daily  for  seven  days  repeated  several 
times  at  weekly  intervals. 

Supportive  measures  are  extremely  im- 
portant in  the  clinical  management  of  a 
patient  with  visceral  leishmaniasis.  Nutri- 
tion must  be  maintained.  Oral  hygiene  is 
essential  in  preventing  cancrum  oris.  Sec- 
ondary infection  must  be  rapidly  controlled 
by  antibiotics,  since  the  neutropenic  patient 
has  almost  no  resistance.  Splenectomy  for 
hypersplenia  is  rarely  indicated,  since  the 
organ  resumes  almost  normal  size  if  drug 
treatment  is  successful.  If  chemotherapy  i 
fails,  operation  does  not  alter  the  hopeless  ^ 
prognosis. 

No  prophylactic  drug  is  available.  Sand-  i 
flies  can  be  controlled  with  DDT  or 
benzene  hexachloride  insecticide  and  by 
repellents,  but  common  mosquito  netting  is 
not  protective,  since  the  tiny  sandfly  can 
easily  pass  through  its  mesh.  Destruction 
of  animal  reservoirs  and  mass  treatment  of 
human  hosts,  especially  those  with  chronic 
dermatologic  lesions,  are  effective  public 
health  control  measures.  ' 

The  main  cutaneous  lesion  associated 
with  kala-azar  is  post  kala-azar  dermal 
leishmaniasis.  This  is  a poorly  understood 
lesion  that  develops  several  years  after 
apparently  successful  therapy  and  is  most 
common  in  the  Indian  form  of  infection. 

L-D  bodies  abound  in  the  skin.  Because  of 
the  combination  of  facial  nodularity  and 
hypopigmented  lesions  on  the  trunk  (Fig.  3) 
it  is  often  confused  with  leprosy.  The 
lesions  are  resistant  to  diamidines,  respond 
poorly  to  pentavalent  antimonial  com- 
pounds, and,  in  contrast  to  visceral  lesions. 


FIGURE  3.  (A  and  B).  Post  kala-azar  dermal 
leishmaniasis  in  an  Indian  patient.  The  lesions 
closely  resemble  lepromatous  leprosy. 
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appear  sensitive  to  sodium  antimony  tar- 
trate. 
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Hyperbaric  oxygen  surgery 

Successful  use  of  hyperbaric  oxygenation — 
the  use  of  oxygen  at  higher  than  normal  pres- 
sures— in  animal  surgery  involving  the  thoracic 
aorta  has  been  reported  by  Seymour  I.  Schwartz, 
M.D.,  and  Roger  C.  Breslau,  M.D.,  of  the  Uni- 
versity of  Rochester  Medical  Center. 

In  a report  presented  September  13  at  the 
First  International  Congress  of  Clinical  Ap- 
plications of  Hyperbaric  Therapy  at  Amster- 
dam, Holland,  Dr.  Schwartz  described  experi- 
mental studies  in  which,  for  the  first  time,  the 
use  of  oxygen  at  four  times  normal  atmospheric 
pressure  enabled  the  thoracic  aorta  to  be  blocked 
off  during  surgery  for  more  than  sixty  minutes 
without  complications.  Experiments  were  not 
consistently  successful  at  pressures  less  than 
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four  times  normsd  atmospheric  pressure,  the 
report  stated. 

The  hyperbaric  pressure  chamber  is  a newly 
developed  device  which  enables  pure  oxygen  to 
be  breathed  at  above-normal  pressures  and  thus 
permits  the  blood  and  tissues  to  be  super- 
saturated with  oxygen  during  operations  in 
which  major  vessels  of  the  circulatory  system 
are  blocked  off. 

The  studies  were  carried  out  with  the  Uni- 
versity of  Rochester’s  new  hyperbaric  pressure 
chamber  installed  earlier  this,  year  at  the  Surgi- 
cal Research  Laboratory  of  the  University 
MedicsJ  Center.  Although  the  hyperbaric  pres- 
sure chamber  is  designed  for  animed  research 
only,  results  of  the  new  studies  suggest  the 
potential  usefulness  of  high-pressure  surgery  in 
operations  requiring  the  main  artery  to  be 
blocked  off  for  a prolonged  period. 
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Report  of 
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T HE  FIRST  SUCCESSFUL  laparotomy  for 
ruptured  tubal  pregnancy  was  performed  in 
Germany  by  Julius  Frommel  who  was 
professor  of  obstetrics  at  the  University  of 
Erlangen  from  1887  to  190U  Little  is 
known  about  the  number  of  women  who 
died  as  a result  of  ectopic  pregnancy  until 
comparatively  recently.  Some  idea  of  prog- 
ress can  be  obtained  from  our  present 
knowledge  that  the  mortality  rate  for 
ectopic  gestation  in  the  United  States  is 
about  1 per  cent. 

Our  report,  in  addition  to  statistical 
analysis,  will  deal  principally  with  pre- 
ventive factors  which,  it  is  hoped,  will 
reduce  further  the  incidence  of  fatalities 
from  extrauterine  gestation. 

Incidence^ 

It  is  estimated  that  the  instance  of  tubal 
pregnancy  is  once  in  every  200  pregnancies. 
Abdominal  pregnancy  is  said  to  occur  once 
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in  every  15,000  pregnancies  and  ovarian 
pregnancy  once  in  25,000  to  40,000  gesta- 
tions.® FontaniUa  and  Anderson^  report  a 
gross  mortality  rate  for  ectopic  pregnancy 
as  slightly  over  1 per  cent  (1.14  per  cent) 
on  the  basis  of  a five-year  study  from  16 
hospitals. 

Etiology 

Eastman®  lists  the  causes  of  ectopic 
pregnancy  as  chronic  salpingitis,  congenital 
abnormalities  of  the  tube,  peritubal  ad- 
hesions following  postabortal  or  puerperal 
infections,  tumors  compressing  the  tube, 
previous  plastic  tubal  surgery,  external 
migration  of  the  ovum,  and  ectopic  endo- 
metrial implants  in  the  tubal  mucosa. 

The  National  Office  of  Vital  Statistics 
estimates,  for  the  years  1957  to  1961  in- 
clusive, that  a total  of  577  deaths  occurred 
in  the  United  States  owing  to  ectopic  preg- 
nancy. The  fatalities  include  death  cer- 
tificate diagnosis  of  ectopic  mole;  pelvic 
hematocele  associated  with  pregnancy;  preg- 
nancy specified  as  abdominal,  cornual, 
ectopic,  extrauterine,  interstitial,  intraliga- 
mentous, ovarian,  and  tubal;  rupture  of 
fallopian  tube  due  to  pregnancy;  and  tubal 
abortion  and  mole.®  Of  the  total,  59 
fatalities,  approximately  10  per  cent,  were 
associated  with  sepsis. 

Our  report  consists  of  25  fatalities  sent  to 
the  Subconunittee  on  Maternal  and  Child 
Welfare  for  analysis.  The  cases  occurred  in 
various  parts  of  New  York  State  from  1957  to 
1961  inclusive. 

Preventability 

Thirteen  of  the  fatalities  (52  per  cent) 
were  felt  to  be  potentially  preventable,  10 
cases  were  judged  unavoidable,  and  there 
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was  insufficient  information  available  to 
classify  the  remaining  2 deaths.  Case  sum- 
maries of  a few  of  the  fatalities  are  presented 
under  the  headings  of  nonpreventable,  pre- 
ventable (patient  responsibility),  prevent- 
able (patient  and  physician  responsibility), 
preventable  (physician  responsibility),  and 
preventable  (laboratory  physician  responsi- 
bility). 

Nonpreventable 

Case  1.  A thirty-year-old  gravida  11,  with  a 
history  of  four  spontaneous  abortions  and  one 
ectopic  pregnancy,  was  first  seen  in  the  office  at 
approximately  five  weeks  gestation.  She  gave 
a history  of  generalized  aches  and  pains  of 
several  hours  duration.  She  collapsed  partially 
while  being  examined  and  was  hospitaUzed 
immediately  with  a preadmission  arrangement 
for  transfusion.  On  admission  transfusion  was 
started,  but  supportive  attempts  at  stabilization 
were  relatively  ineffectual.  An  emergency 
laparotomy  was  performed  imder  cyclopropane 
anesthetic.  A rupture  of  the  tube  (cornual 
area)  was  encountered,  and  the  tube  was 
resected.  Supportive  treatment  was  continued 
postoperatively  (a  total  of  4,000  cc.  of  whole  blood 
was  given)  with  temporary  response.  How- 
ever, her  condition  deteriorated  and  she  expired 
eighteen  hours  postoperatively.  A postmortem 
examination  could  not  be  obtained.  The 
clinical  impression  was  that  the  immediate 
cause  of  death  was  pulmonary  embolus. 

Comment.  It  is  felt  this  case  was  not 
preventable  in  view  of  completely  adequate 
obstetric  management.  The  case  is  an  example 
of  ectopic  pregnancy  occurring  in  a patient  with 
a “bad”  pregnancy  history,  including  one 
previous  ectopic  pregnancy. 

Case  2.  A twenty-seven-year-old  gravida 
3 was  seen  at  home  during  the  sixteenth  week 
of  gestation  because  of  left  lower  quadrant  pain, 
associated  with  vomiting  and  diarrhea.  Im- 
mediate hospitahzation  was  advised,  with  a 
tentative  diagnosis  of  twisted  ovarian  cyst. 
Prior  to  departure  for  the  hospital,  the  patient’s 
condition  worsened  with  partial  collapse.  She 
was  in  shock  on  admission,  and  a mass  could  be 
felt  in  the  left  side  of  the  abdomen.  Supportive 
treatment  was  instituted  and  the  abdomen 
opened  under  cyclopropane  anesthetic.  Massive 
intraperitoneal  hemorrhage  due  to  what  was  felt 
to  be  a ruptured  pregnant  bicomuate  uterus 
was  encountered.  A hemihysterectomy  and 
left  salpingo-oophorectomy  were  accomplished. 
Fifteen  minutes  after  completion  of  surgery 
shock  recurred,  and  despite  continued  sup- 
portive treatment  (a  total  of  2,000  cc.  of  whole 
blood),  she  expired  twelve  hours  postoperatively. 
No  autopsy  could  be  obtained. 

The  pathologic  report  was  leiomyoma  uteri — 
interstitial  tubal  pregnancy,  ruptured  at  site  of 
leiomyoma.  The  rupture  was  2.5  inches  in 


length.  The  fetus  was  found  free  in  the 
abdomen,  and  the  placenta  was  still  in  the 
uterus. 

Comment.  This  case  was  felt  to  have  been 
well  managed  and  was  classified  as  nonpre- 
ventable. It  is  of  interest  in  view  of  the 
etiologic  association  of  a fibroid  in  the  cornual 
portion  of  the  uterus. 

Preventable— patient  responsibility 

Case  3.  The  patient,  a nineteen-year-old 
unmarried  girl  with  an  amenorrhea  of  two  weeks 
duration,  called  a physician  during  the  evening 
because  of  acute  abdominal  pain,  nausea, 
vomiting,  and  diarrhea.  Treatment  was  pre- 
scribed over  the  phone.  The  physician  was 
called  again  in  the  morning,  and  when  he 
arrived  the  patient  was  foimd  dead  in  bed. 

Autopsy  findings  revealed  an  abdominal 
cavity  filled  with  blood  and  blood  clots.  At 
the  fimbriated  end  of  the  left  tube  1 cm.  of 
hemorrhagic  tissue  was  found.  There  was  blood 
in  the  left  broad  ligament  and  retroperitoneal 
space.  In  an  examination  of  the  generative 
organs,  the  ovaries  showed  granulosa  cells  and 
follicle  cysts;  the  uterus  showed  some  secretory 
effect;  and  the  left  tube  showed  hemorrhage, 
penetration  of  syncytial  cells,  and  early  villus 
formation.  The  cause  of  death  was  ruptured 
ectopic  pregnancy  with  massive  intra-abdominal 
hemorrhage. 

Comment.  This  case  was  classified  as  pre- 
ventable, since  a diagnosis  might  have  heen 
estabhshed  and  definitive  treatment  given  if 
the  patient  had  been  seen  following  the  original 
call  to  the  physician.  However,  it  is  under- 
standable that  the  physician  did  not  see  the 
patient  because  of  the  probable  inaccurate 
history  given  over  the  phone. 

Combined  patient- 
physician  responsibility 

Case  4.  A twenty-seven-year-old  vmmarried 
patient  (gravidity  not  stated)  was  first  seen  at 
home.  She  had  developed  severe  abdominal 
pain  while  at  work.  Details  of  treatment  by 
the  first  physician  who  saw  her  were  unavailable. 
The  following  day  she  was  seen  at  home  by 
another  physician.  Details  of  the  menstrual 
history  were  not  available,  but  the  patient  was 
still  having  acute  abdominal  pain,  was  in 
marked  distress,  and  was  unable  to  stand  up. 
She  was  given  sedation.  She  again  cedled  the 
physician  one  hour  after  he  had  left,  and  she 
was  hospitaUzed  with  a tentative  diagnosis  of 
“poisoning,”  autointoxication,  or  mental  dis- 
turbance. She  was  moribund  on  admission 
and  expired  shortly  thereafter,  approximately 
twenty-four  hours  after  the  onset  of  abdominal 
pain.  The  autopsy  diagnosis  was  a hemo- 
peritoneum  (3,100  cc.)  and  ruptured  ectopic 
pregnancy,  proximal  third  of  right  tube. 

Comment.  It  is  possible,  under  the  cir- 
cumstances, that  a distorted  history  was  given 
to  both  physicians  who  saw  the  patient.  It 
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seems  umisual,  however,  that,  in  view  of  the 
hemoperitoneum  foimd  at  autopsy,  signs  of  a 
condition  of  the  abdomen  requiring  surgery 
were  not  detected  by  one  of  the  physicians. 
It  is  felt  that  a more  thorough  evaluation  by 
the  first  physician  might  have  led  to  an  in- 
dication for  hospitalization  for  a diagnostic 
work-up.  It  seems  quite  likely  that  a state  of 
the  abdomen  requiring  surgery  was  present  at 
the  time  she  was  seen  by  the  second  physician, 
and  she  should  have  been  hospitahzed  im- 
mediately. The  basis  for  classifying  the  case  as 
preventable  is  on  the  theory  that  an  accurate 
history  by  the  patient  and  a complete  ex- 
amination of  the  patient  when  first  seen  would 
have  resulted  in  a definite  indication  for 
hospitalization  and  diagnostic  work-up. 

Preventable  cases— 
physician  responsibility 

Case  5.  The  patient,  a thirty-eight-year-old 
primipara,  had  a history  of  sterihty.  A di- 
agnosis of  pregnancy  was  estabhshed  by  her 
obstetrician.  She  was  seen  at  two  months 
gestation  by  a physician  because  of  nausea, 
vomiting,  and  diarrhea  of  five  hours  duration. 
A diagnosis  of  gastroenteritis  was  made,  and 
appropriate  treatment  was  given.  Several 
hours  later  her  condition  worsened  considerably, 
and  she  was  seen  again  by  the  physician.  He 
found  her  in  shock,  and  she  was  promptly 
hospitalized  with  a diagnosis  of  probable 
ectopic  pregnancy.  On  admission  she  was 
moribimd  and  expired  before  supportive  treat- 
ment could  be  started.  The  autopsy  diagnosis 
showed  rupture  of  a right  tubal  pregnancy  with 
2 L.  of  fresh  blood  in  the  abdomen,  pregnancy  in 
the  isthmic  portion  of  the  tube,  and  aspiration 
into  the  tracheobronchial  tree.  There  was  no 
evidence  of  gastroenteritis. 

Comment.  This  death  was  classified  as 
potentially  preventable.  It  is  felt,  in  view  of 
the  known  history  of  sterility  and  early  preg- 
nancy, that  the  actual  diagnosis  should  have 
been  suspected  at  the  time  of  the  first  contact 
(nausea,  vomiting,  and  diarrhea).  Theoret- 
ically, immediate  hospitalization  might  have 
altered  the  outcome  of  the  case. 

Case  6.  A twenty-seven-year-old  clinic 
gravida  5 was  admitted  at  twelve  weeks  gesta- 
tion with  a history  of  abdominal  pain  of  ten 
days  duration.  The  blood  pressure  was  90/60, 
the  pulse  120,  and  hemoglobin  5.6  Gm.  per  100 
ml.  The  initial  impression  was  that  the 
patient  had  a three-month  gestation  with  a 
possible  intramural  fibroid  and  that  the  symp- 
toms were  not  associated  with  the  pregnancy. 
Three  hours  after  admission  her  condition  was 
evaluated  in  consultation  by  the  medical 
service,  with  the  impression  that  she  was 
suffering  from  surgical  shock.  She  was  then 
seen  by  the  surgical  service,  and  the  opinion 
rendered  was  that  the  patient’s  anemia  was  of  an 
undetermined  nature.  Supportive  treatment 
included  1,000  cc.  of  whole  blood.  Despite  the 
supportive  treatment,  the  patient’s  condition 


continued  to  deteriorate,  and  she  expired  twelve 
hours  after  admission. 

The  autopsy  diagnosis  was  hemoperitoneum, 
ruptured  tubal  pregnancy,  myocardial  fibrosis, 
and  granuloma  of  the  liver. 

Comment.  This  case  was  classified  as  po- 
tentially avoidable  on  the  basis  of  missed 
diagnosis.  It  is  felt  there  is  a possibility  that 
if  the  diagnosis  had  been  estabhshed  properly, 
supportive  treatment  might  have  stabiUzed  the 
patient’s  condition  enough  to  allow  definitive 
surgical  treatment. 

Case  7.  A thirty-four-year-old  gravida  3 
who  had  had  one  previous  abortion  gave  a 
history  of  irregvilar  menses.  She  suddenly 
developed  abdominal  cramps,  nausea,  vomiting, 
and  diarrhea.  She  was  seen  at  home  by  a 
physician  who  made  a diagnosis  of  gastrointes- 
tinal upset  and  prescribed  appropriate  treat- 
ment. The  following  day  the  physician  saw 
her  at  home  and  found  her  in  shock,  with  no 
obtainable  blood  pressure.  The  patient  expired 
on  the  way  to  the  hospital. 

The  autopsy  diagnosis  showed  a hemo- 
peritoneum (1,500  cc.  of  blood  and  1,500  Gm.  of 
clotted  blood).  The  uterus  was  “small,”  and 
the  isthmic  portion  of  the  left  tube  was  ruptured. 
The  diagnosis  was  a ruptured  ectopic  preg- 
nancy. 

Comment.  This  case  was  classified  as  pre- 
ventable. It  was  noted  that  the  physician 
found  adnexal  tenderness  at  the  time  of  the 
original  visit.  It  is  felt  that  the  combination  of 
history  and  physical  findings  should  have 
alerted  him  to  the  possibihty  of  the  actual 
condition.  The  classification  is  made  basically 
as  a “missed  diagnosis.” 

Case  8.  The  patient,  a twenty-nine-year- 
old  gravida  2,  was  asymptomatic  until  the 
eighth  week  of  pregnancy  when  she  had  tran- 
sient dizziness  and  fainted.  A few  hours  later 
she  was  seen  by  a physician  who  made  a ten- 
tative diagnosis  of  a gastrointestinal  upset. 
She  developed  lower  abdominal  discomfort 
and  was  seen  four  hours  later  by  the  physician 
who  still  felt  that  she  had  a gastrointestinal 
upset.  One  and  one-half  hours  later  the 
patient  went  into  shock  and  was  hospitalized. 
On  admission  she  was  in  irreversible  shock. 
There  is  no  record  of  her  having  received  a 
blood  transfusion.  She  expired  shortly  after 
admission,  approximately  eleven  hours  after  the 
onset  of  symptoms. 

The  autopsy  diagnosis  was  massive  intra- 
abdominal hemorrhage  from  a ruptured  ectopic 
pregnancy  in  the  right  fallopian  tube. 

Comment.  We  are  in  agreement  with  the 
local  maternal  mortahty  committee  which 
classified  this  death  as  preventable.  The 
history  of  amenorrhea,  fainting,  and  gastro- 
intestinal symptoms  should  have  made  ectopic 
gestation  a consideration.  Had  the  possibility 
of  the  proper  diagnosis  been  considered  when 
the  physician  first  saw  the  patient,  it  seems 
quite  obvious  he  would  have  hospitahzed  his 
patient  immediately  to  establish  the  correct  di- 
agnosis which  would  have  allowed  the  type  of 
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! TABLE  I.  Deaths  due  to  ectopic  pregnancy(U.S.A.) 


Year 

Number  of 
Deaths 

Number  of 
Deaths 
with 
Sepsis 

1957 

126 

13 

1958 

115 

15 

1959 

128 

14 

1960 

119 

10 

1961 

89 

7 

Totals 

577 

59 

TABLE  II.  Maternal  deaths  (age  groups) 


Age  (Years) 

Number 
of  Cases 

Percentage 

Under  20 

5 

20 

21  to  25 

3 

12 

26  to  30 

7 

28 

31  to  35 

6 

24 

36  to  40 

4 

16 

Totals 

25 

100 

TABLE  III. 

Maternal  deaths  (gravidity) 

Data 

Number 

Percentage 

Primipara 

5 

20 

Gravida  2 

3 

12 

Gravida  3 

4 

16 

Gravida  4 

1 

4 

Gravida  5 

2 

8 

Gravida  11 

1 

4 

Unknown 

9 

36 

Totals 

25 

100 

1 

I treatment  that  might  have  preserved  the  pa- 
tient’s life. 

i Preventable  cases— laboratory 
physician's  responsibility 

I Case  9.  This  thirty-four-year-old  patient 
i had  a primary  sterility  problem  which  was 
treated  successfully.  Two  weeks  following  a 
skipped  menstrual  period,  she  experienced 
abdominal  pain,  was  seen  by  her  physician,  and 
was  hospitalized.  She  was  in  shock  on  admis- 
sion, and  blood  transfusion  was  started.  Prep- 
arations for  surgery  were  made,  with  a working 
diagnosis  of  ectopic  pregnancy.  Her  condition 
stabilized,  and  a laparotomy,  under  nitrous 
oxide  anesthetic,  was  performed.  The  right 
t tube  was  found  ruptured  1 inch  from  the 
1 cornua,  with  2,000  cc.  of  free  blood  in  the 
1 abdomen.  Bilateral  salpingectomy  was  carried 
I out,  with  1,500  cc.  of  whole  blood  given  during 
surgery  and  postoperatively.  The  patient  was 
type  A,  Rh  negative.  One  unit  of  blood 


TABLE  IV.  Maternal  deaths 


Type  of  Patient 

Number 

Percentage 

Ward 

8 

32 

Private 

15 

60 

Unknown 

2 

8 

Totals 

25 

100 

TABLE  V.  Period 

of  gestation 
curred 

when  death  oc- 

Weeks  of 
Gestation 

Number 
of  Cases 

Percentage 

5 

2 

8 

6 

4 

16 

7 

1 

4 

8 

1 

4 

9 

1 

4 

12 

2 

8 

14 

1 

4 

16 

1 

4 

Unknown 

12 

48 

Totals 

25 

100 

TABLE  VI.  Maternal  deaths  (number  operated) 
Number 


Data 

of  Cases 

Percentage 

Operated 

9 

36 

Not  operated 

16 

64 

Totals 

25 

100 

administered  was  type  O,  Rh  negative,  with  AB 
substance.  Her  immediate  postoperative  condi- 
tion was  satisfactory,  with  the  hemoglobin 
10.7  Gm.  per  100  ml.  Oliguria  and  recurrent 
anemia  (hemoglobin,  8 Gm.  per  100  ml.) 
developed  on  the  second  day,  and  the  patient 
became  a medical  problem.  Urinary  output  on 
the  second  day  was  150  and  on  the  third  day 
280  cc.  A diagnosis  of  lower  nephron  nephrosis, 
on  the  basis  of  massive  intra-abdominal  hemor- 
rhage, was  established.  Despite  excellent  man- 
agement, oliguria  continued,  and  on  the 
seventh  postoperative  day  successful  hemo- 
dialysis and  ultrafiltration  were  performed. 
Pneumonia  was  diagnosed  on  the  ninth  postop- 
erative day.  A tracheotomy  was  performed. 
However,  the  patient  failed  to  respond  to 
indicated  treatment  and  expired  on  the  tenth 
postoperative  day. 

The  autopsy  diagnosis  was  postruptured 
tubal  pregnancy  with  massive  hemoperitoneum, 
atelectasis,  pulmonary  infarctions  and  edema, 
splenic  and  hepatic  congestion,  and  cortical 
atrophy  of  the  adrenals,  with  renal  congestion 
and  lower  nephron  nephrosis. 

Comment.  Classification  of  this  case  as 
preventable  is  definitely  controversial.  Di- 
agnosis and  management  are  felt  to  have  been 
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TABLE  VII.  Maternal  deaths  (number  trans- 
fused) 


Number 

Data 

of  Cases 

Percentage 

Transfused 

10 

40 

Not  transfused 

15 

60 

Totals 

25 

100 

of  the  highest  possible  type.  The  impression 
that  the  nephrosis  was  secondary  to  anemia  is 
probably  accurate.  However,  it  is  felt  that 
there  is  a possibihty  the  anemia  may  have  been 
associated  with  an  unusual  blood  incompati- 
bility (there  was  a positive  Coombs  test  on  the 
third  postoperative  day).  There  can  be  no 
criticism  of  the  management,  but  it  seems, 
theoretically,  if  all  the  blood  administered  to 
the  patient  could  have  been  type  A,  Rh  neg- 
ative, possibly  the  outcome  might  have  been 
different.  We  feel  that  the  problem  of  unusual 
blood  incompatibilities  has  not  been  completely 
solved,  so  that  potentially  blood  incompatibility 
may  have  been  contributory  to  the  fatal  out- 
come. 

Comment 

Statistical  data  on  the  25  fatalities  are 
presented  in  Tables  I to  VIII.  In  addition 
to  data  presented  in  the  tables,  it  is  of  interest 
to  note  that  2 of  the  patients  were  unwed,  2 
cases  involved  sterility  problems,  1 patient 
had  a previoxis  ectopic  pregnancy,  and  1 
patient  had  a complete  oophorectomy  of 
one  ovary  and  a partial  oophorectomy  of 
the  other.  Owing  to  various  factors,  the 
information  concerning  past  history  avail- 
able to  the  Subcommittee  was  incomplete 
in  many  instances. 

It  is  obvious  that  the  vast  majority  of 


TABLE  VIII.  Maternal  deaths  (number  autopsied)  I 

Number  I 

Data  of  Cases  Percentage  } 


Autopsied 

19 

76 

Not  autopsied 

6 

24 

Totals 

25 

100 

ectopic  pregnancies  are  diagnosed  efficiently 
and  managed  adequately  in  the  United  ^ 
States.  The  low  mortality  rate  provides  ' 
evidence  of  the  high  caliber  of  attention 
given  to  extrauterine  gestation. 

It  is  somewhat  surprising  that  no  fatalities 
due  to  abdominal  or  ovarian  pregnancy  were 
included  in  the  550  deaths  associated  with 
pregnancy  which  have  been  analyzed  by  the 
Subcommittee  on  Maternal  and  Child  Wel- 
fare. The  Subcommittee  feels  the  present  I 
low  mortality  rate  can  be  reduced  further  if 
aU  physicians  who  care  for  women  in  the 
child-bearing  age  continue  to  use  all  available 
technics  for  diagnosing  extrauterine  preg- 
nancy. 2 

766  Irving  Avenue,  Syracuse  10 
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Congenital  Hypoplasia 
of  the  Kidney 

MAJ.  ANDRE  J.  OGNIBENE  (MC),  U.S.  ARMY 
Nurnberg,  Germany 

Chief,  Medical  Service, 
United  States  Army  Hospital 


! T HE  DIAGNOSIS  of  congenital  renal  hypo- 
I plasia  is  generally  established  by  intra- 
' venous  pyelography  in  a patient  with  a his- 
tory of  flank  pain  or  hypertension.  In 
the  following  case  the  atypical  presentation 
and  the  subsequent  clarification  of  the  diag- 
nosis by  a modification  of  the  usually  ac- 
1 cepted  technic  of  intravenous  pyelography 
are  worthy  of  note. 

Case  report 

I The  patient,  a thirty-year -old  soldier, 

I was  hospitahzed  for  evaluation  of  protein- 
uria which  had  been  present  intermittently 
' for  ten  years.  The  patient  had  been  hospi- 
' tahzed  in  1952,  but  repeated  urinalyses  did 
not  confirm  the  presence  of  proteinuria. 

I The  intermittent  nature  of  the  proteinuria 
was  the  most  striking  feature  of  the  history. 

1 At  no  time  had  the  blood  pressure  been 
i'l  elevated,  nor  was  there  a history  of  prior 
I renal  disease.  The  physical  examination 
I was  always  within  normal  limits. 

At  the  time  of  this  hospitalization  the 
I patient  was  first  examined  for  orthostatic 
I proteinuria.  Albumin  was  foimd  to  be 
I present  in  the  urine  specimen  obtained  before 
I rising.  Further  investigation  revealed  a 
t quantitative  urinary  protein  of  1.8  Gm.  in 
twenty-four  hours  and  a serum  albumin  of 
only  3.1  Gm.  per  100  ml.  Several  urine 
cultures  were  sterile,  and  the  microscopic 


study  of  the  urine  sediment  showed  normal 
results.  A conventional  intravenous  pyelo- 
gram  was  performed,  using  30  cc.  of  50 
per  cent  sodium  diatrizoate  (Hypaque) 
in  a single  direct  intravenous  injection  (Fig. 

1 A) . There  was  prompt  excretion  of  opaque 
material  on  the  left.  The  left  kidney 
measured  15  cm.  in  length.  The  minor 
calyces  of  the  superior  major  calyx  were 
somewhat  blunted  and  deformed.  The 
right  kidney  was  not  demonstrated. 

In  an  attempt  to  visualize  the  right  renal 
collecting  system  and  the  right  kidney, 
continuous  infusion  urography  was  utilized 
for  a repeat  examination.  This  method, 
developed  by  F.  H.  WincheU,  M.D.,  of  the 
radiology  department  of  the  U.S.  Army 
Hospital,  Nurnberg,  Germany,  utilizes  a 
continuous  infusion  of  50  per  cent  sodium 
diatrizoate  (2  cc.  per  kilogram)  in  250  cc. 
of  5 per  cent  dextrose  solution.  The  infusion 
is  given  during  a forty-minute  period,  and 
roentgenograms  are  taken  fifteen  and  thirty 
minutes  following  the  infusion.  This  tech- 
nic allows  better  visuahzation  of  the  kidney 
and  the  extrarenal  collecting  system.  In 
contrast  to  the  routine  pyelogram,  both 
ureters  are  clearly  demonstrated  (Fig.  IB), 
and  a very  small  right  kidney  with  a de- 
formed pelvis  is  present. 

Based  on  this  study,  congenital  renal 
hypoplasia  was  suspected,  but  nonhyper- 
tensive interstitial  nephritis  with  secondary 
renal  atrophy  could  not  be  completely  ex- 
cluded. A venous  aortogram,  utihzing  90 
cc.  of  90  per  cent  sodium  diatrizoate  by 
bilateral  intravenous  injection,  admirably 
demonstrated  the  left  renal  artery,  which 
measured  8 mm.  in  diameter.  The  right 
renal  artery  was  quite  small,  measuring  only 

2 mm.  in  diameter,  suggesting  congenital 
hypoplasia  of  the  right  kidney  rather  than  an 
acquired  atrophy. 

Prior  to  definitive  surgery  it  had  to  be 
demonstrated  conclusively  that  the  albiunin 
in  the  urine  was  being  excreted  by  the  hypo- 
plastic right  kidney.  Urine  collected  from  a 
right  ureteral  catheter  measured  110  cc. 
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TABLE  I.  Renal  function  data 


Test 

Preoperative 

Postoperative 

Total  urinary  albumin 

1 . 8 Gm.  per  24  hours 

0 . 03  Gm.  per  24  hours 

Blood  urea  nitrogen 

17.4  mg.  per  100  ml. 

16 . 5 mg.  per  100  ml. 

Serum  albumin 

3 . 1 Gm.  per  100  ml. 

4.8  Gm.  per  100  ml. 

Urine  concentration 

1.020 

1.020 

Urine  dilution 

1.008 

1.002 

Phenolsulfonphthalein  excretion  40  per  cent  per  15  minutes 

80  per  cent  per  over-all 

40  per  cent  per  15  minutes 
75  per  cent  per  over-all 

Urea  clearance 

60  per  cent  of  average 
normal 

63  per  cent  of  average 
normal 

over  a twenty-four-hour  period  and  gave  a 
4-plus  qualitative  test  for  albumin.  The 
specific  gravity  was  1.010.  Bladder  urine 
collected  concurrently  totaled  1,600  cc., 
and  a test  for  albumin  gave  negative  results. 
Bleeding  from  the  catheter  developed,  and 
further  studies  were  not  possible.  On 
March  28,  1962,  a right  nephrectomy  was 
performed.  The  right  kidney  weighed  only 
18  Gm.  The  final  pathologic  diagnosis  was 
congenital  hypoplasia  of  the  kidney  with 
focal  nephritis.  The  postoperative  course 
was  uncomplicated. 

Renal  function  data  before  and  after 
surgery  are  noted  in  Table  I.  There  was  a 
marked  rise  in  the  serum  albumin  following 
the  removal  of  the  hypoplastic  kidney. 
There  was  no  significant  change  in  over-all 


renal  function.  The  patient’s  sense  of  well- 
being improved  considerably,  and  he  was 
returned  to  full  military  duty. 

Comment 

The  use  of  continuous  infusion  urography 
facihtated  the  early  diagnosis  of  the  renal 
lesion,  which  was  accomplished  without  the 
use  of  retrograde  studies.  Although  the 
patient  did  require  ureteral  catheterization 
in  the  further  course  of  his  evaluation,  the 
need  for  retrograde  pyelograms  was  obvi- 
ated. This  may  be  of  considerable  impor- 
tance in  other  selected  cases. 

The  finding  of  unilateral  congenital  renal 
hypoplasia  is  infrequent,  and  the  clinical 
features  have  been  incompletely  studied. 
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The  absence  of  systemic  hypertension  and 
the  presence  of  intermittent  proteinuria 
were  the  most  prominent  features  of  this 
case.  Since  the  contribution  of  the  right 
kidney  to  the  total  urine  output  was  small, 
qualitative  tests  for  xirine  protein  during  the 
period  of  increased  urine  flow  showed  nega- 
tive results.  This  would  account  for  the 
apparently  intermittent  nature  of  the  pro- 
teinuria. 

The  hypoplastic  kidney,  although  small 
and  infantile,  does  retain  a distinct  cortex 
and  medulla  with  excretory  function.  Hy- 
poplasia usually  results  from  one  of  three 
causes:  failure  of  the  metanephrogenic  blas- 
tema or  the  metanephric  duct  or  failure 
of  development  of  the  normal  blood  supply. 
In  the  majority  of  cases  hypoplasia  is  uni- 
lateral. It  has  been  noted  in  1 of  577 
autopsies  in  children  and  in  1 of  500  autopsies 
in  adults.  Hypoplasia  in  adults  must  be 
differentiated  from  secondary  sclerotic  atro- 
phy, and  the  reported  incidence  of  hypo- 
plasia may  be  much  lower  if  careful  study 
to  exclude  secondary  atrophy  is  done. 

Associated  anomalies  are  relatively  com- 
mon and  include  patent  foramen  ovale, 
hypoplastic  aorta,  situs  inversus,  and  anom- 
alies of  the  lung.  There  was  no  evidence  of 
associated  anomalies  in  this  case.  In  gen- 
eral, the  vascular  supply,  notably  the  renal 
artery,  is  correspondingly  hypoplastic,  and 
the  common  development  of  hypertension  is 
based  on  this  finding  (Goldblatt  hyperten- 
sion). 

It  is  notable  that  hypertension  did  not 
occur  in  this  case  despite  a markedly  hypo- 
plastic right  renal  artery.  The  question  as 
to  whether  the  hypoplasia  followed,  pre- 
ceded, or  developed  concomitantly  with 
impaired  vascular  supply  cannot  be  an- 


swered. The  weU-developed  accompanying 
ureter  suggests  that  specific  failure  of  blood 
supply  to  the  developing  kidney  may  have 
been  responsible  for  the  subsequent  changes 
in  the  kidney. 

The  hypoplastic  kidney  usually  lies  closer 
to  the  vertebral  bodies  than  the  opposite 
kidney.  This  is  weU  demonstrated  in 
Figure  IB.  It  is  suggested  that  this  finding 
offers  some  assistance  in  differentiating 
acquired  atrophy  from  congenital  hypo- 
plasia. 

The  compensatory  hypertrophy  of  the 
remaining  kidney  is  often  associated  with 
acquired  infection  in  that  kidney,  as  dem- 
onstrated by  the  roentgenologic  findings  in 
the  left  kidney  in  the  present  case.  The 
deformity  of  the  minor  calyces  of  the  su- 
perior major  calyx  is  suggestive  of  pyelo- 
nephritis in  the  left  kidney.  The  course  and 
prognosis  in  this  patient  wiU  ultimately 
depend  on  the  rate  of  progression  of  the 
lesion  in  the  left  kidney. 

Summary 

A case  study  of  a patient  with  congenital 
renal  hypoplasia  hospitalized  for  intermittent 
albiuninuria  is  reported.  Diagnosis  was 
aided  by  the  use  of  continuous  infusion 
urography.  Certain  aspects  of  renal  hypo- 
plasia are  discussed.  Removal  of  a sympto- 
matic hypoplastic  kidney  is  indicated  when 
the  stattis  and  function  of  the  opposite 
kidney  is  adequate. 
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Loffler’s  Syndrome 

SAMUEL  BLOOM,  M.D. 
Brooklyn,  New  York 

From  the  Department  of  Medicine, 
Empire  Medical  Group 


T HE  COMBINATION  OF  pulmonary  infiltra- 
tion and  eosinophilia  was  first  described  by 
Lbfiler  in  1932.  ^ This  is  a condition  char- 
acterized by  migrating  lung  infiltrations, 
eosinophiba  that  may  range  anywhere  from 
10  to  80  per  cent,  and,  usually,  a benign 
clinical  course.  The  shadows  in  the  chest 
x-ray  film  may  be  located  in  any  part  of  the 
lung,  and  they  may  be  large  or  small, 
homogeneous  or  spotty,  single  or  multiple, 
bilateral  or  unilateral.  The  symptomatology 
may  vary  from  no  symptoms  at  aU  to  bouts 
of  fever,  malaise,  cough,  and  generalized 
aching.  The  physical  findings  may  also  be 
variable.  There  may  sometimes  be  sibilant 
rales  throughout  the  limg  fields,  but  often 
there  are  none.  Diagnosis  is  usually  based 
on  the  x-ray  film  findings  and  the  presence 
of  an  eosinophilia. 

The  cause  of  this  condition  is  unknown, 
although  it  is  felt  at  the  present  time  that  it 
is  probably  due  to  an  allergic  reaction  in  the 
lung  to  some  antigen  or  a combination  of 
antigens.  Many  causes  have  been  sug- 
gested. Hansson,  in  1937,^  reported  the 
cases  of  2 children  who  were  infested  with 
ascarides  and  had  pulmonary  consolidations. 
Wright  and  Gold  in  1945®  studied  26  cases 
of  creeping  eruption  and  found  9 with 
pulmonary  infiltrations,  blood  and  sputum 
eosinophilia,  and  few  other  signs  or  symp- 
toms. Randall^  reported  a patient  who 
cleared  up  after  ten  daily  injections  of 
emetine,  and  he  suggested  that  in  this  in- 
stance the  condition  might  be  due  to  amebic 
infection.  Scheer®  reported  11  cases  of 
pulmonary  infiltration  among  35  children 
with  parasitic  infestations.  He  felt  that  at 
least  3 of  these  were  definite  cases  of  Lof- 


fler’s syndrome  and  that  another  3 were 
probable  cases.  He  believed  that  the 
puhnonairy  infiltration  was  a manifestation 
of  an  allergic  response  to  the  protein  sub- 
stance of  the  parasites. 

Many  additional  cases  have  been  re- 
ported in  the  past  decade,  which  may 
indicate  an  increased  awareness  of  the 
existence  of  the  condition  rather  than  an 
actual  increase  in  its  incidence.  In  1954 
Mark®  reported  23  cases.  Leckert’  studied 
and  reported  a case  of  Loffler’s  syndrome 
with  cardiac  involvement.  In  addition  to 
the  pulmonary  infiltrations  this  patient  had 
marked  cardiac  enlargement  and  a pleural 
effusion  on  the  right  side.  His  stool  ex- 
aminations revealed  hookworm  ova  and 
larvae  of  Strongyloides  stercoralis.  He 
improved  on  bed  rest  and  treatment  with 
hexylresorcinol  and  tetrachlorethylene. 
Other  cases  have  been  reported  by  Himter,® 
Kaunitz,®  and  Christoforidis  and  MoLnar.*® 
Christoforidis  and  Mohiar  obtained  lung 
biopsies  in  2 patients.  Tbe  most  striking 
lesion  found  was  an  infiltration  of  the  lobular 
septums  and  perivascular  adventitia  with 
eosinophils.  One  patient  recovered  spon- 
taneously on  bed  rest.  The  second  patient 
had  a prompt  remission  on  40  mg.  of  pred- 
nisone daily. 

Case  report 

The  present  case  report  is  that  of  a 
forty-three-year-old  white  woman  who  first 
came  to  our  attention  in  1957.  At  that  time 
she  was  complaining  of  cough,  wheezing, 
and  elevation  of  temperature.  Her  cough 
was  productive  of  moderate  quantities  of 
yellowish  sputum,  and  a chest  x-ray  film 
revealed  infiltration  of  both  lung  fields. 
She  was  treated  with  antibiotics  and 
improved  rapidly.  At  that  time  the  patient 
revealed  that  she  had  previously  been 
employed  as  a dietitian  in  a large  municipal 
hospital  and  at  one  time  had  been  found  to 
have  an  eosinophil  count  of  13  per  cent. 
Trichinosis  was  suspected  but  could  not  be 
proved. 

In  1958  the  patient  had  a recurrence  of 
fever  and  cough.  Her  chest  x-ray  fihn 
again  revealed  extensive  bilateral  pul- 
monary infiltrations,  and  a blood  count 
revealed  a 23  per  cent  eosinophilia.  With 
this  episode  it  was  suspected  that  the 
patient  probably  had  an  eosinophilic 
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pneumonia,  and  she  was  treated  with 
i steroids  and  antibiotics.  The  response  was 
very  good,  and  she  remained  in  fairly  good 
health  for  several  years  after  that. 

I Examinations  of  the  stools  for  ova  and 
I parasites  constantly  showed  negative  results, 
but  the  patient  still  had  a persistent  eosino- 
: philia  that  ranged  from  6 to  23  per  cent. 

Because  of  recurrent  bouts  of  coughing 
and  wheezing  an  allergy  survey  was  done  in 
j 1960.  Skin  tests  done  by  the  intradermal 
method  showed  negative  results.  It  was 
felt  at  that  time  that  her  asthma  might  be 
on  an  emotional  basis,  since  she  had  a 
mongolian  idiot  child  about  whom  she  was 
very  much  concerned. 

In  1961  a benign  adenoma  of  the  thyroid 
was  removed  from  the  patient.  There  were 
no  complications  following  the  operation, 
and  she  remained  in  good  health  until  June, 
1962.  At  this  time  she  again  developed 
cough,  wheezing,  malaise,  and  temperature 
elevation.  A chest  x-ray  fihn  revealed 
extensive  infiltrations  of  both  lungs,  and  she 
was  admitted  to  the  hospital  on  June  28, 
1962,  at  which  time  she  had  already  had  her 
present  symptoms  for  about  one  month. 

Physical  examination  on  admission  re- 
vealed a well-developed  and  weU-nourished 
forty-three-year-old  white  woman  who  did 
not  appear  acutely  or  chronically  ill.  She 
had  a moderate  nonproductive  cough  but 
did  not  show  any  dyspnea  or  cyanosis. 
Rectal  temperature  was  101.4  F.,  pulse  was 
88  beats  per  minute,  and  blood  pressure  was 
130/80.  The  nasal  chambers  were  clear, 
with  no  evidence  of  any  purulent  secretion. 
The  tongue  was  smooth  and  clean  and  the 
throat  appeared  normal.  The  neck  was 
supple  and  revealed  a well-healed  thyroid- 
ectomy scar.  The  lungs  were  clear  and 
resonant  throughout.  The  heart  was 
normal.  The  abdomen  was  soft,  the  liver 
and  spleen  were  not  palpable,  and  no  masses 
were  felt.  The  extremities  revealed  no 
clubbing,  cyanosis,  or  edema. 

The  blood  count  on  admission  revealed  a 
hemoglobin  of  11.2  Gm.  The  white  blood 
count  was  19,200,  with  60  per  cent  mature 
polymorphonuclear  leukocytes,  3 per  cent 
band  forms,  22  per  cent  eosinophils,  14  per 
cent  lymphocytes,  and  1 per  cent  monocytes. 
A chest  x-ray  film  revealed  extensive  in- 
filtrations in  both  lung  fields,  and  a slight 
clouding  of  the  frontal  and  maxillary 
sinuses  showed  on  x-ray  films  of  the  sinuses. 


The  sphenoid  and  ethmoid  sinuses  were 
grossly  clear.  Several  examinations  of  the 
stools  for  ova  and  parasites  showed  negative 
results. 

The  patient  was  treated  with  prednisone, 
5 mg.  four  times  daily,  and  her  response  was 
dramatic.  Her  temperature  dropped  within 
twenty-four  hours,  and  her  cough  dis- 
appeared. Two  follow-up  blood  counts  were 
done  during  her  stay  in  the  hospital.  On 
June  30,  1962,  her  white  blood  count  was 
13,200,  with  71  per  cent  polymorphonuclear 
leukocytes,  7 per  cent  eosinophils,  19  per 
cent  lymphocytes,  and  3 per  cent  monocytes. 
A blood  count  on  July  2,  1962,  revealed  a 
white  count  of  6,000,  with  62  per  cent 
polymorphonuclear  leukocytes,  13  per  cent 
eosinophils,  20  per  cent  lymphocytes,  and  5 
per  cent  monocytes.  The  imine  tests  showed 
essentially  negative  results  throughout  the 
hospital  stay. 

Because  of  her  dramatic  improvement  and 
refusal  to  remain  in  the  hospital  for  a longer 
period  of  time,  the  patient  was  discharged  on 
July  3,  1962.  She  was  maintained  on 
steroids  for  a while,  and  then  the  dose  was 
gradually  tapered  off. 

In  August  1962,  while  on  vacation,  she 
had  another  flare-up.  She  was  hospitalized 
at  the  Vassar  Brothers  Hospital  in  Pough- 
keepsie, New  York,  from  August  23,  1962,  to 
August  31,  1962.  Again  her  chest  x-ray 
film  revealed  extensive  pulmonary  infiltra- 
tions, and  her  blood  count  revealed  a 45  per 
cent  eosinophiUa.  She  was  treated  with 
chloramphenicol  (Chloromycetin)  and  pred- 
nisone and  made  a rapid  recovery. 

After  discharge  from  the  hospital  she  re- 
mained well  until  November  6,  1962,  when 
she  had  a recurrence  of  cough  and  fever. 
A chest  x-ray  on  this  date  revealed  exten- 
sive pulmonary  infiltrations.  She  was 
placed  on  40  mg.  of  prednisone  daily  and 
again  experienced  a dramatic  improvement. 
On  November  12,  1962,  a repeat  chest  film 
revealed  almost  complete  clearing  of  the 
pulmonary  infiltrations.  Two  blood  counts 
were  done  during  this  exacerbation.  On 
November  6,  1962,  the  white  blood  count 
was  14,200,  with  55  per  cent  polymor- 
phonuclear leukocytes,  26  per  cent  lympho- 
cytes, and  19  per  cent  eosinophils.  The 
hemoglobin  was  12.2  Gm.  On  November  12, 
1962,  while  the  patient  was  on  steroids,  the 
white  blood  count  was  14,500,  with  63  per 
cent  polymorphonuclear  leukocytes,  34  per 
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FIGURE  1.  Chest  x-ray  films.  (A)  June  26,  1962,  film  shows  extensive  bilateral  pulmonary  infiltrations. 
(B)  July  5,  1962,  film  shows  clearing  of  the  extensive  pulmonary  infiltrates  on  prednisone,  5 mg.  four  times 
daily.  (C)  November  6,  1962,  film  again  reveals  extensive  pulmonary  infiltrations  Patient  had  been 
off  steroid  therapy  for  several  months.  (D)  November  12,  1962,  film  shows  considerable,  but  not  complete, 
clearing  of  the  extensive  pulmonary  infiltrations  seen  on  November  6,  1962.  Patient  now  on  prednisone, 
10  mg.  four  times  daily. 


cent  lymphocytes,  and  3 per  cent  eosino- 
phils. Two  stool  examinations  during  this 
period  revealed  no  ova  or  parasites.  Re- 
productions of  her  chest  x-ray  films  during 


two  exacerbations,  which  were  followed  by 
remissions  under  therapy,  are  shown  in 
Figure  1. 

At  present  the  patient  is  being  maintained 
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on  5 mg.  of  prednisone  twice  daily,  and  on 
this  regimen  she  has  been  well  so  far.  It  is 
our  present  intention  to  maintain  her  on 
small  doses  of  prednisone  for  an  indefinite 
period. 

Comment 

It  has  become  clearly  evident  with  the 
passing  of  time  that  the  syndrome  originally 
described  by  Loffler  is  one  of  great  variety 
and  complexity.  Some  of  the  other  names 
applied  to  this  syndrome  have  been  eosino- 
philic pneumonia,  allergic  pulmonary 
infiltrations,  allergic  pneumonia,  eosino- 
philic pneumonopathy  syndrome,  pul- 
monary infiltration  with  eosinophilia,  and 
tropical  eosinophiha. 

The  relationship  of  tropical  eosinophilia 
to  Ldfiier’s  syndrome  is  still  unsettled. 
The  first  cases  of  tropical  eosinophilia  were 
reported  from  northern  India  and,  later, 
from  Australia  and  Singapore.  The  symp- 
toms are  usually  more  severe  than  in  the 
average  case  of  Lofiier’s  syndrome,  with 
cough,  wheezing,  malaise,  and  fever  pre- 
dominating. The  eosinophilia  in  the  blood 
is  very  high,  often  reaching  90  per  cent. 
The  cause  is  unknown,  although  in  many 
cases  stool  examinations  reveal  evidence  of 
parasitic  infestations.  The  response  to 
therapy  with  arsenic  has  been  very  dra- 
matic. “ Because  of  this,  it  has  been  felt  by 
some  that  this  disease  is  an  entity  quite 
distinct  from  Loffler’s  syndrome. 

Before  attempting  to  treat  a case  of 
Loffler’s  syndrome,  a thorough  investigation 
must  be  made  for  a possible  etiologic  factor 
or  factors.  Every  effort  should  be  made  to 
try  to  find  a sensitizing  agent  by  skin  tests 
or  other  means.  Foci  of  infection  should  be 
looked  for  in  the  sinuses,  nasopharynx,  and 
bronchi.  Stools  and  sputums  should  be 
examined  for  ova  and  parasites,  and  the 
patient  should  be  treated  according  to  any 
positive  findings.  If,  as  in  our  patient  and 
in  most  other  patients  with  Ldffler’s  syn- 
drome, an  etiologic  factor  or  factors  cannot 
be  determined,  treatment  must  be  directed 
to  the  symptoms. 

At  the  present  time  the  best  treatment 
for  the  symptoms  of  Loffler’s  syndrome  is 
steroids.  Whether  one  uses  ACTH  par- 
enterally  or  uses  an  oral  steroid  preparation 
is  immaterial.  In  the  stage  of  exacerbation 
the  dosage  must  be  adequate  and  then 


should  be  tapered  off  as  rapidly  as  is  con- 
sistent with  the  patient’s  improvement. 
In  some  cases  maintenance  therapy  with 
small  doses  of  steroids  must  be  continued 
for  an  indefinite  period  of  time  to  prevent 
relapses.  This  has  been  necessary  with  our 
patient,  since  she  had  relapses  several  times 
after  steroids  were  discontinued.  It  is 
interesting  to  note  that  there  are  no  reports 
on  the  use  of  arsenic  in  Loffler’s  syndrome, 
even  though  arsenic  has  produced  such 
dramatic  results  in  tropical  eosinophilia. 

The  prognosis  in  most  cases  of  Loffler’s 
syndrome  is  good,  and  the  disease  generally 
runs  a benign  course.  However,  some 
investigators  feel  that  an  occasional  case 
may  represent  an  early  stage  of  polyarteritis 
nodosa  or  lupus  erythematosus  disseminatus. 

Summary 

A case  of  Loffler’s  syndrome  in  a forty- 
three-year-old  white  woman  is  reported. 
The  patient  has  had  exacerbations  and  re- 
missions since  1957.  Blood  counts  have 
revealed  persistent  eosinophilia  as  high  as 
45  per  cent.  Stool  examinations  have 
been  persistently  negative  for  ova  and 
parasites.  An  allergy  survey  showed  com- 
pletely negative  results.  The  patient  has 
repeatedly  shown  dramatic  improvement  on 
steroid  therapy,  with  rapid  clearing  of  the 
extensive  pulmonary  infiltrates.  At  present 
she  is  asymptomatic  on  small  doses  of 
prednisone. 

9538  Kings  Highway,  Brooklyn  12 
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N OCARDIA,  a rather  ubiquitous  organism,  is 
infrequently  a cause  of  disease.  It  is  esti- 
mated that  from  1 to  5 per  cent  of  normal 
people  have  Nocardia  in  the  sputum.  ^ 
When  a pathologic  condition  occurs,  there 
may  be  pulmonary  lesions  similar  to  tuber- 
culosis. 

Dissemination  by  hematogenous  routes  is 
most  common  in  the  brain,  liver,  spleen, 
kidneys,  adrenal  gland,  intestinal  wall, 
muscle,  subcutaneous  tissues,  and  skin.  ^ 

We  have  recently  encountered  a case  of 
disseminated  nocardiosis  presenting  signs 
and  symptoms  of  progressive  spinal  cord 
compression.  We  believe  this  to  be  the 
second  such  case  reported  in  the  hterature.  ^ 

Nocard,  in  1888,^  isolated  aerobic  Actino- 
myces from  cattle  suffering  from  a glandular 
disease.  In  1890  Eppinger^  reported  the 
first  case  of  human  disease  due  to  aerobic, 
acid-fast  Actinomyces.  Ballenger  and  Gold- 
ring® reviewed  the  literature  in  1957  and 
found  95  reported  cases  of  nocardiosis. 
They  added  1 additional  case.  Because  of 
greater  awareness  and  improved  diagnostic 


technics,  many  more  cases  have  been  added 
to  the  literature  since  that  time. 

Case  report 

A fifty-year-old  white  male  bookbinder 
was  admitted  to  Montefiore  Hospital  on 
March  24,  1962,  because  of  inability  to  walk 
for  two  weeks.  Six  months  prior  to  admis- 
sion he  developed  back  pain.  The  pain  was 
described  as  sharp,  intermittent,  and  limited 
to  the  mid-upper  back.  He  was  treated  by  a 
physician  with  analgesics,  muscle  relaxants, 
and  steroids,  without  relief.  X-ray  films 
of  the  cervical  spine  taken  during  the  next 
five  months  were  thought  originally  to  show 
negative  findings,  but  later  review  demon- 
strated a mottled  appearance  of  the  seventh 
cervical  to  the  third  thoracic  vertebrae. 
During  this  period  the  patient  experienced 
a 20-poimd  weight  loss  and  noted  increasing 
weakness.  In  January,  1962,  a cough  de- 
veloped, which  was  occasionally  productive 
of  white-green  sputimi.  He  was  treated 
unsuccessfully  with  antitussives.  The  pa- 
tient smoked  a pack  of  cigarets  daily  for 
many  years  prior  to  his  illness. 

On  February  18,  1962,  a draining  mass 
was  first  noted  in  the  right  supraclavicular 
fossa.  The  patient  was  admitted  to  another 
hospital  on  February  20,  1962,  where  an 
incision-and-drainage  procedure  was  per- 
formed. Cultures  for  acid-fast  bacilli  and 
other  bacteria  were  reported  to  be  negative. 
His  hemoglobin  was  7.7  Gm.  per  100  ml. 
Four  units  of  blood  were  administered. 
Melena,  hematemesis,  hematuria,  and  jaun- 
dice were  denied. 

The  right  supraclavicular  lesion  continued 
to  drain  pus  postoperatively.  No  further 
work-up  was  performed,  and  the  patient 
was  discharged  on  February  28,  1962.  At 
that  time  he  noted  an  increasing  abdominal 
girth  and  severe  constipation.  Three  weeks 
before  admission  to  Montefiore  Hospital, 
progressive  weakness  of  his  legs  and  un- 
steadiness of  gait  developed.  He  rapidly 
became  unable  to  stand,  and  there  was 
reduced  sensation  over  both  lower  extremi- 
ties. 

A physical  examination  on  admission  to 
the  hospital  revealed  a moderately  wasted, 
afebrile  man  who  was  unable  to  sit  up  with- 
out assistance.  His  teeth  were  in  poor 
repair.  There  was  a 2 by  2 cm.  mass, 
draining  purulent  material,  in  the  right 
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FIGURE  1.  (A)  X-ray  film  of  cervical  and  upper  thoracic  spines.  There  is  mottled  appearance  of  ver- 
tebral bodies  and  rib  heads  from  seventh  cervical  to  third  thoracic  vertebrae  with  slight  compression  and 
loss  of  pedicles  of  second  and  third  thoracic  vertebrae.  (B)  Postoperative  chest  x-ray  film  demonstrat- 
ing upper  lobe  infiltrates,  greater  on  right  (unchanged  from  preoperative  films). 


supraclavicular  fossa.  Small  bilateral  cer- 
vical, left  supraclavicular,  and  left  axillary 
adenopathy  was  present.  The  limgs  were 
clear  to  percussion  and  auscultation  except 
for  a few  rales  at  the  upper  field  of  the  right 
lung.  The  abdomen  was  distended  and 
tympanitic  owing  to  air-filled  bowel  loops, 
but  normal  bowel  sounds  were  present,  and 
there  was  no  abdominal  tenderness.  The 
Uver  was  palpable  4 fingerbreadths  below  the 
right  costal  margin;  there  were  no  other 
abdominal  masses.  There  was  no  costo- 
vertebral angle  nor  vertebral  tenderness. 
A rectal  examination  revealed  poor  sphincter 
tone  and  brown  feces.  A neurologic  ex- 
amination showed  the  patient  to  be  fully 
oriented.  The  cranial  nerves  were  intact. 
There  was  decreased  sensation  to  pinprick 
below  the  level  of  the  third  thoracic  verte- 
bra. Position  and  vibratory  sense  were 
absent  in  the  lower  extremities.  Motor 
testing  demonstrated  severe  bilateral  weak- 
ness of  the  lower  extremities,  with  proximal 
weakness  greater  than  distal.  There  was 
only  minimal  ability  to  raise  the  leg  at  the 
hip.  There  was  a moderate  degree  of  weak- 


ness of  the  upper  extremity,  with  wasting  of 
the  interosseous  muscles.  Superficial  re- 
flexes were  absent.  The  deep  tendon  re- 
flexes in  the  lower  extremities  were  hyper- 
active, with  bilateral  ankle  clonus  and 
Babinski  reflexes  present. 

The  initial  laboratory  data  revealed: 
hematocrit,  37,  and  white  blood  cells,  14,500 
per  cubic  millimeter  with  a normal  differ- 
ential. A urinalysis  showed  1 plus  pro- 
teinuria and  50  to  100  red  blood  cells  per 
high-power  field.  X-ray  films  of  the  spine 
showed  a mottled  appearance  of  the  ver- 
tebral bodies  and  their  rib  heads  from  the 
seventh  cervical  to  the  third  thoracic  ver- 
tebrae with  slight  compression  and  loss  of  the 
pedicles  of  the  second  and  third  thoracic  ver- 
tebrae. The  intervertebral  spaces  were 
intact  (Fig.  lA).  A chest  x-ray  film  revealed 
bilateral  apical  infiltrates  greater  on  the 
right  than  on  the  left  (Fig.  IB). 

On  Meirch  25,  an  emergency  laminec- 
tomy was  performed  by  a neurosurgeon,  and 
a tumor  was  found,  which  encircled  the 
spinal  cord,  invaded  the  dura,  and  extended 
along  several  vertebral  bodies.  Complete 
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FIGURE  2.  (A)  PAS  stain  demonstrating  granuloma  in  bone  with  sulfur  granule  (x65).  (B)  PAS  stain 
demonstrating  branching  mycelia  in  sulfur  granules  in  granuloma  of  paraspinal  muscle  (X  285). 


FIGURE  3.  Gram  stain  demonstrating  branching 
mycelia  of  N.  asteroides  in  stool  specimen  (X  285). 


excision  of  the  mass  was  impossible  because 
of  its  extent.  Within  twenty-four  hours  of 
spinal  cord  decompression,  the  patient’s 
sensory  level  disappeared. 

A microscopic  examination  of  the  tumor 
revealed  a granulomatous  mass.  Sulfur 
granules  were  found  with  PAS  (periodic 
acid-Schifif)  stain  (Fig.  2).  A tentative 
diagnosis  of  actinomycosis  was  made,  and  the 
patient  was  treated  with  penicillin  and 
sulfisoxazole.  After  ten  days  of  therapy, 
medication  was  cut  for  thirty-six  hours,  and 
then  cultures  of  the  sputum,  blood,  stool, 
and  urine  were  obtained. 

Subsequently,  an  aerobic  organism  was 
cultured  readily  at  37  C.  on  blood  agar, 
Sabouraud’s  glucose  agar,  brain-heart  in- 
fusion, and  thioglycollate  broth.  On  bacto- 
agar  there  was  a hght  yellow  growth  and  in 
gelatin  a similar  yellowish  surface  growth 
without  liquefaction.  In  liquid  media  a sur- 
face peUicle  developed  with  the  media  remain- 


ing clear.  Litmus  milk  was  not  peptonized  or 
coagulated.  Casein  was  not  hydrolyzed. 
The  gram  stain  showed  gram-positive  branch- 
ing filaments  which  fragmented  readily 
into  small  coccoid  conidia  (Fig.  3).  The 
organisms  were  acid-fast.  These  charac- 
teristics place  the  organism  in  the  clas- 
sification N.  asteroides  as  determined  in 
Bergey’s  Manuals  These  organisms  were 
cultured  from  stool,  urine,  sputum,  and  a 
pustule  which  had  appeared  in  the  left 
supraclavicular  area.  Numerous  blood  cul- 
tures were  negative.  The  patient  was  then 
started  on  tetracycline,  0.5  Gm.  four  times 
a day,  and  sulfisoxazole,  1.5  Gm.  four  times 
a day.  Penicillin  was  discontinued. 

Additional  laboratory  results  showed  a 
normal  serum  bilirubin,  cephahn  floccula- 
tion, SGOT  (serum  glutamic  oxalacetic 
transaminase),  electrolytes,  and  acid  and 
alkaline  phosphatase.  The  plasma  albumin 
to  globulin  ratio  was  2.8 : 3.9.  An  agglutina- 
tion reaction  against  Nocardia  was  positive 
in  a 1:30  dilution.  The  hematuria  cleared 
during  the  first  ten  days  of  therapy.  Stool 
guaiac  reactions  were  initially  positive  but 
later  were  negative.  A needle  aspiration 
biopsy  of  the  Uver  on  April  30  revealed  no 
abnormahties.  Subsequent  cultures  of 
urine,  pustule  in  the  neck,  stool,  and 
sputum,  which  were  taken  while  medica- 
tions were  withheld,  have  been  negative. 
PPD  (purified  protein  derivative)  second 
strength  was  positive.  Intravenous  pyelo- 
gram,  gastrointestinal  series,  barium  enema, 
and  a survey  of  other  bones  aU  have  shown 
negative  findings. 

Three  days  postoperatively,  the  patient 
had  a twenty-four-hour  episode  of  hallucina- 
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tions  which  subsided  spontaneously.  No 
new  neurologic  deficits  could  be  found,  and 
an  electroencephalogram  showed  normal 
findings.  At  present,  three  months  after 
admission,  the  patient  is  receiving  daily 
physical  therapy  in  addition  to  tetracycline 
and  sulfisoxazole.  He  has  no  sensory  de- 
fects. There  has  been  good  improvement 
in  the  strength  of  his  upper  extremities  but 
only  moderate  improvement  in  the  lower 
extremities.  He  is  able  to  walk  with  the  aid 
of  crutches.  Bilateral  Babinski  reflexes 
are  stiU  weakly  present.  The  right  supra- 
clavicular mass  and  left  supraclavicular 
pustule  have  disappeared.  He  has  gained 
weight  and  shows  slow  but  obvious  response 
to  therapy. 

Comment 

The  family  Actinomycetaceae  is  comprised 
of  two  genera,  Nocardia  and  Actinomyces. 
Since  Nocardia  is  an  obligate  aerobe,  little 
diflficulty  is  met  in  distinguishing  it  from 
Actinomyces  which  is  anaerobic  or  micro- 
aerophilic.*  In  addition  Actinomyces  is 
nonacid-fast,  nonproteolytic,  and  nondia- 
static.  When  differentiating  the  species 
of  Nocardia,  however,  careful  consideration 
must  be  given  to  characteristics  such  as 
color  of  the  strain  under  uniform  cultural 
conditions,  temperature  tolerance,  hydrolysis 
of  starch,  liquefaction  of  gelatin,  and  hy- 
drolysis of  casein.  These  same  growth 
properties  may  serve  to  differentiate  the 
genus  Mycobacterium  from  Nocardia  and 
from  Streptomyces.  * 

The  distribution  of  N.  asteroides  is  wide- 
spread. It  has  been  recovered  from  water, 
grasses,  and  soil  and  is  considered  to  exist 
there  as  a saprophyte.^®  Since  these  sub- 
stances are  essential  for  many  foodstuffs, 
it  is  not  surprising  that  Nocardia  often  gains 
access  to  the  human  body. 

Morphologically,  the  organism  may  be 
seen  as  branching  filaments,  rods,  or  cocci. 
They  grow  as  granules  with  either  ray  or 
club  formation  and  are  gram-positive  and 
weakly  acid-fast.  In  vivo,  Nocardia  forms 
long,  granular,  interlacing  filaments  with  no 
ray  or  club  formation  (Fig.  2B).  It  is 
named  asteroides  because  of  the  colony’s 
starlike  growth  on  agar.  ^ ‘ Simple  agglutina- 
tion reactions  have  been  of  value  in  the 
diagnosis  of  infection,  as  have  been  animal 
innoculation. 


The  mode  of  infection  in  75  per  cent  of  the 
cases  is  by  aspiration  into  the  tracheo- 
bronchial tree.  The  organism  also  may 
penetrate  the  skin  or  mucous  membranes  at 
areas  of  pre-existing  injury.  The  spread 
may  be  local,  in  the  form  of  sinus  tracts  to 
contiguous  structures,  or  hematogenous  to 
distant  organs,  particularly  the  brain.  The 
propensity  for  hematogenous  spread  serves 
to  distinguish  nocardiosis  from  the  more 
conunon  actinomycosis.’® 

In  our  patient,  we  assume  the  pulmonary 
lesion  (Fig.  IB)  to  be  primary,  and  the 
pleural  reaction,  supraclavicular  sinus,  and 
the  vertebral  involvement  to  represent  direct 
extension.  The  positive  urine  culture  is 
due  to  hematogenous  genitourinary  involve- 
ment. 

The  most  striking  features  of  this  case 
were  the  symptoms  related  to  the  spinal 
cord  pressure,  caused  by  the  granuloma. 
The  involvement  of  the  dura  and  the  exten- 
sion anteriorly  aroimd  the  cord  precluded 
complete  excision  and  prevented  exploration 
to  rule  out  actual  spinal  cord  invasion. 

RoentgenologicaUy,  vertebral  involvement 
by  the  aerobic  or  anaerobic  forms  of  Actino- 
myces are  indistinguishable.  Cope’*  de- 
scribed the  typical  x-ray  findings  of  spinal 
Actinomyces,  many  of  which  were  observed 
in  our  case.  The  patient  had  involvement 
of  several  adjacent  vertebrae  with  sparing 
of  the  intervertebral  disks.  There  was 
erosion  of  the  adjacent  pedicles,  transverse 
processes,  and  heads  of  neighboring  ribs 
(Fig.  lA).  Cope  also  mentions  varying 
degrees  of  rarefaction  and  sclerosis,  depend- 
ing on  the  stage  of  the  disease,  which  may 
result  in  a honeycombed  effect.  Collapse 
is  uncommon  when  sclerosis  is  the  pre- 
dominant feature.  Actinomycotic  disease 
differs  from  metastatic  carcinoma  by  virtue 
of  its  involvement  of  rib  heads  and  from 
tuberculosis  because  it  spares  the  inter- 
vertebral disk. 

Serious  symptoms  of  spinal  cord  compres- 
sion due  to  Actinomyces  have  been  reported 
on  four  occasions.  Of  the  47  cases  of  actino- 
mycosis of  the  vertebral  column,  which  com- 
prised the  world  hterature  until  1935  as 
reviewed  by  Meyer  and  GaU,’®  spinal  cord 
symptoms  were  presumably  prominent  in  3. 
However,  a careful  review  of  these  3 cases 
reveals  that  only  1,  that  of  Parker, actually 
demonstrated  paraplegia  secondary  to  ac- 
tinomycosis. Parker’s’®  second  case  was 
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clearly  due  to  blastomycosis.  The  third 
case,  which  was  one  of  spastic  quadriplegia 
due  to  cervicomeduUary  involvement  by  a 
granuloma,  lacks  bacteriologic  proof  of 
actinomycosis  and,  in  fact,  serologically 
suggested  sporotrichosis.  ” 

In  Cope’s  review  from  1935  to  1951,^^ 
which  added  19  cases  of  vertebral  actino- 
mycosis to  the  literature,  1 case  showed 
paraplegia  and  a rapid  downhill  course, 
while  another  showed  marked  weakness  and 
wasting  of  the  upper  extremity  and  scapular 
muscles.  The  fourth  case  of  actinomycosis 
resulting  in  paraplegia  was  discussed  by 
Welsh,  Rhoades,  and  Jacques  in  1961.^ 
This  is  the  only  documented  example  of  this 
complication  due  to  the  aerobic  variety, 
N.  asteroides.  Henrici  and  Gardner'*  refer 
to  a case  of  spinal  cord  abscess  and  menin- 
gitis reported  by  Ribytkolf  and  Maloletkof, 
where  acid-fast  actinomycetic  mycelium 
weis  found.  Although  this  represents  an- 
other case  of  spinal  cord  involvement  with 
Nocardia,  perhaps,  the  bacteriologic  con- 
firmation was  thought  to  be  lacking  when 
reviewed  by  Krueger  et  al.^^  We  believe 
our  patient  to  be  the  fifth  proved  case  of 
spinal  cord  involvement  by  Actinomyces 
and  only  the  second  due  specifically  to  No- 
cardia. 

Although  the  sulfur  drugs  had  been  used 
successfully  in  treating  the  anaerobic  Actino- 
myces in  the  late  1930’s,^®  it  was  not  until 
1944  that  Benbow,  Smith,  and  Grimson'** 
reported  2 cases  of  aerobic  Actinomyces 
which  responded  to  sulfur  therapy.  Since 
1944,  the  treatment  of  disseminated  nocardio- 
sis has  been  successful  more  frequently.'* 

The  treatment  of  16  cases  of  nocardiosis  by 
Peabody  and  Seabury**  resulted  in  cures  in 
5 of  these  patients.  Murray  et  al.^^  reported 
4 cures  in  9 patients.  Strauss,  Khgman, 
and  PUlsbury  in  1951*^  were  able  to  demon- 
strate almost  complete  protection  of  mice 
infected  with  Nocardia  by  treatment  with 
sulfadiazine.  The  use  of  broad-spectrum 
antibiotics  was  not  successful.  In  1957, 
however,  Rivera  and  Perez**  reported  a 
therapeutic  success  with  chloramphenicol, 
despite  the  in  vitro  resistance  of  the  organ- 
ism. Presently  recommended  is  a regimen 
of  sulfadiazine,  4 to  9 Gm.  a day  (depending 
on  the  severity  of  the  disease)  and  a broad- 
spectrum  antibiotic,  2 Gm.  a day.**  The 
rationale  for  the  use  of  a broad-spectrum 
antibiotic  is  not  clear  but  probably  stems 


from  the  virulence  and  resistance  of  No- 
cardia. Penicillin  has  been  found  repeatedly 
to  be  ineffective.****  Proper  management 
of  the  patient  also  requires  appropriate 
surgical  measures  when  indicated. 

Because  of  the  indolent  nature  of  the 
disease,  prolonged  intensive  therapy  must 
be  continued  for  several  months  after  all 
signs  of  activity  have  disappeared.  Despite 
the  presence  of  a successful  regimen  of 
therapy,  the  prognosis  in  disseminated  no- 
cardiosis is  stiU  poor  unless  the  diagnosis  is 
made  in  an  early  stage  of  disease. 


Summary 

A rare  case  of  disseminated  nocardiosis 
presenting  signs  and  symptoms  of  spinal 
cord  compression  is  discussed. 

The  history,  bacteriology,  radiographic 
findings,  therapy,  and  prognosis  are  re- 
viewed. Early  diagnosis  and  differentiation 
from  other  fimgal  and  malignant  diseases  are 
essential. 
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Chlorambucil,  an  anticancer  drug,  is  sus- 
pected of  causing  a defect  in  a human  embryo. 

The  defect  was  found  when  it  was  deemed 
necessary  to  terminate  the  pregnancy  of  a 
twenty-seven-year-old  woman  who  became 
pregnant  while  taking  the  drug  for  Hodgkin’s 
disease,  according  to  a report  in  the  October  5 
Journal  of  the  American  Medical  Association. 

Examination  of  the  embryo  revealed  the  lack 
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V 


of  a left  kidney  and  the  tube  which  normally 
leads  to  the  bladder.  Other  studies  have 
shown  that  in  rats  the  most  frequently  encoun- 
tered abnormahty  following  administration  of 
chlorambucil  is  the  absence  of  one  or  both 
kidneys  in  the  embryos. 

It  is  not  known  how  many  human  embryos 
and  newborns  lack  one  or  both  kidneys,  but  it 
probably  occurs  about  once  in  700  persons. 
Therefore,  the  possibility  that  the  abnormality 
in  this  case  occurred  spontaneously  could  not 
be  ruled  out. 
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Accidental 

Chemical 

Poisonings 


From  the  Poison  Control  Center 

The  City  of  New  York  Department  of  Health 

A series  prepared  by 

HAROLD  JACOBZINER,  M.D.,  Assistant  Commissioner, 

The  City  of  New  York  Department  of  Health; 

Medical  Director,  Poison  Control  Center 

HARRY  W.  RAYBIN,  M.S.,  Technical  Director,  Poison  Control  Center 


Kerosene  and 
Other  Petroleum 
Distillate  Poisonings 


T HE  FOLLOWING  INCIDENT  was  reported 
recently  to  the  New  York  City  Poison 
Control  Center. 

Type  of  Poisoning  Age  Sex 

Furniture  Polish  2 Years  Male 

The  mother  was  polishing  bedroom  fur- 
niture and  placed  the  bottle  of  polish  on  the 
dresser  where  the  patient  picked  it  up  and 
ingested  about  2 ounces  of  the  contents. 

The  patient  vomited  spontaneously  soon 
after  ingestion  and  was  taken  to  the  hospital 
where  the  stomach  was  lavaged  within 
thirty  minutes  following  ingestion.  During 
the  stay  in  the  hospital  the  patient  de- 
veloped pneumonia  which  was  diagnosed  as 
hydrocarbon  pneumonitis.  He  had  a white 
blood  ceU  count  of  15,600,  and  the  urine 
showed  a 2 plus  albumin.  The  patient  was 
treated  with  oxygen  and  chemotherapy. 
After  thirty-five  days  of  hospitalization  he 
recovered  and  was  discharged  home  to  be 
followed  in  the  outpatient  department. 

Frequency 

While  kerosene  poisonings  are  more  com- 
mon in  the  southern  states,  poisonings  due 
to  furniture  polishes  are  more  common  in  the 
northern  states.  The  greater  frequency  of 
kerosene  poisonings  in  the  South  may  be 
because  it  is  more  widely  used  in  that  area 
for  heating,  cooking,  and  curing  tobacco. 


It  is  estimated  that  25  per  cent  of  fatal 
poisonings  in  children  under  five  years  of 
age  in  the  United  States  is  due  to  kerosene 
poisoning  and  other  petroleum  distillates. 
These  products  cause  neairly  100  fatalities 
a year,  and  90  per  cent  of  these  occur  in 
children  under  five  years  of  age.  It  has 
been  estimated  that  nearly  28,000  nonfatal 
poisonings  due  to  petroleum  distillates  occur 
in  children  under  five  years  in  the  United 
States  annually  and  that  over  60  per  cent 
of  the  nonfatal  cases  require  hospitaliza- 
tion. 

Accidental  ingestion  of  kerosene  and  other 
petroleum  distillates  is  aided  and  abetted 
by  the  fact  that  often  these  substances  are 
removed  from  their  original  containers  and 
put  into  household  utensils,  such  as  drink- 
ing glasses,  milk  bottles,  cola  bottles,  and 
mayonnaise  jars  and  left  in  low  places  where 
unsuspecting  children  can  obtain  and  swal- 
low the  contents  easily. 

Kerosene  and  other  petroleum  distillates  • 
are  widely  used  as  illuminating  fuels,  heat- 
ing fuels,  solvents,  cleaning  fluids,  motor 
fuels,  vehicles  for  insecticides,  and  as  paint 
thinners.  They  are  made  by  the  fractiona- 
tion of  crude  petroleum  oil  at  varying  tem- 
peratures and  pressures.  Over  10  million  ^ 
barrels  of  crude  oil  are  processed  daily  • 
into  many  petroleum  distillates.  The  major  j 
fractions  are  petroleum  ether  or  benzine,  ‘ 
gasohne,  kerosene,  mineral  spirits,  fuel 
oil,  paraffin  wax,  and  lubricating  oil.  They 
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consist  chiefly  of  aliphatic  hydrocarbons  of 
the  methane  series.  All  fractions,  and  par- 
ticularly kerosene,  also  contain  a con- 
siderable number  of  aromatic  or  unsaturated 
rings  of  hydrocarbons,  such  as  toluene  and 
xylene,  as  well  as  saturated  rings.  The 
boiling  point  of  kerosene  is  between  150  and 
300  C.  Mineral  seal  oil,  which  is  also  a 
petroleum  distillate  and  used  extensively 
in  furniture  polishes,  is  a sealant  and  is  more 
toxic  than  kerosene.  It  has  a high  specific 
gravity,  and  its  boiling  point  is  between 
260  and  350  C. 

Toxicity 

Kerosene  and  related  petroleum  hydro-' 
carbons  cause  chiefly  pathologic  findings 
in  the  central  nervous  system,  such  a^ 
central  nervous  system  depression  and  a 
chemical  pneumonitis  which  may  become 
complicated  by  bacterial  pneumonia.  The 
oral  ingestion  of  kerosene  and  other  petro- 
leum distillates  is  more  hazardous  than  the 
inhalation,  since  it  is  associated  with  an 
additional  hazard:  vomiting  may  cause 

aspiration  of  the  toxic  substance  into  the 
respiratory  tract,  producing  pulmonary 
damage.  Aspiration  of  this  material  causes 
severe  pulmonary  edema.  The  possibility 
of  pulmonairy  edema  from  the  absorption  of 
kerosene  through  the  gastrointestinal  tract 
via  the  circulation  also  has  been  reported, 
but  it  is  not  believed  to  be  as  important  as  a 
cause  of  pneumonitis  as  the  direct  aspira- 
tion. Damage  from  petroleum  distillates 
also  may  occur  to  the  liver,  kidneys,  spleen, 
brain,  heart,  and  bone  marrow. 

The  lethal  dose  of  kerosene  and  other 
petroleum  distillates  is  not  known  exactly. 
While  death  has  occurred  following  the 
ingestion  of  one-half  ounce,  recoveries  have 
occurred  after  the  ingestion  of  as  much  as 
8 ounces.  It  is  believed  that  the  lethal 
dose  is  between  3 and  4 ounces.  In  the 
presence  of  aspiration,  however,  very  small 
quantities  may  prove  fatal,  particularly  in 
young  children  who  are  very  prone  to 
aspiration.  In  fatal  cases  death  usually 
occurs  within  twenty-four  hours  following 
ingestion. 

Symptoms 

The  chief  manifestations  of  petroleum 
distillate  poisoning  are  burning  in  the 


mouth,  throat,  and  esophagus'  nausea; 
vomiting;  cough;  diarrhea  which  may  be 
bloody;  drowsiness;  cyanosis;  tachycardia; 
low-grade  fever;  pulmonary  edema;  pneu- 
monia; albuminuria;  bloody  sputum; 
central  nervous  system  depression;  dizzi- 
ness; shallow  respiration;  unconsciousness; 
convulsions;  and  death. 

During  the  first  six  months  of  1963, 
183  accidental  poisonings  due  to  petroleum 
distillate  products  were  reported  to  the  New 
York  City  Poison  Control  Center.  In 
New  York  City  lighter  fluid  ingestions 
caused  the  largest  number  of  poisonings. 
Other  unspecified  petroleum  distillates  came 
next  with  kerosene  responsible  for  26  in- 
gestions and  gasoline  for  17.  Age  two  years 
was  the  most  vulnerable  period,  contributing 
69  incidents.  Thirty-four  incidents  were 
reported  at  age  one  and  27  at  age  three 
years.  Over  77  per  cent  of  the  incidents 
occurred  in  children  under  five  years  of  age. 

Brooklyn  had  the  highest  number  of 
petroleum  distillate  poisoning  incidents,  and 
Queens  was  second.  Relatively  few  in- 
cidents were  reported  from  Manhattan 
and  Richmond. 

Treatment 

In  animal  experiments  it  has  been  lound 
that  a chemical  pneumonitis  is  developed 
due  to  aspiration  of  a small  volume  of 
kerosene  rather  than  to  the  absorption  of 
hydrocarbons  from  the  gastrointestinal  tract 
via  the  circulation.  Kerosene  has  a low 
toxicity  if  it  is  taken  orally.  Toxicity  of 
kerosene  by  aspiration  is  approximately  150 
times  greater  than  by  absorption  from  the 
gastrointestinal  tract.  Since  there  is  still 
no  unanimity  relating  to  the  pathogenesis  of 
pneumonitis  following  kerosene  ingestion, 
that  is,  whether  it  results  from  direct  as- 
piration or  absorption  from  the  gastro- 
intestinal tract,  there  is  still  considerable 
controversy  relating  to  the  treatment  of 
petroleum  distillate  poisonings.  It  centers 
primarily  on  whether  or  not  to  employ 
emesis  and  or  gastric  lavage. 

The  Subcommittee  on  Accidental  Poison- 
ings of  the  American  Academy  of  Pediatrics 
reported  the  results  of  a cooperative  kerosene 
poisoning  study.  ^ It  was  conducted  on  760 
patients,  and  the  basic  objective  of  the  study 
was  to  evaluate  the  role  of  gastric  lavage 
in  the  treatment  of  accidental  ingestion  of 
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petroleum  distillate  products  with  par- 
ticular emphasis  on  the  development  of 
pulmonary  complications.  It  was  found 
in  this  study  that  gastric  lavage  was  not 
harmful  to  the  patients,  but  there  was  no 
conclusive  evidence  that  it  was  beneficial. 

The  presence  of  pulmonary  complications 
and  of  pulmonary  complications  associated 
with  fever  were  more  closely  correlated  to 
the  presence  of  vomiting  and  to  the  ingestion 
of  amounts  greater  than  1 ounce  of  petroleum 
distillates  than  to  the  use  or  omission  of 
gastric  lavage. 

Patients  developed  comphcations  in  the 
absence  of  both  vomiting  and  lavage,  thus 
allowing  the  inference  that  blood  stream 
absorption  is  a factor  in  the  toxicity  of 
these  products  to  humans. 

Gerarde  reports  a series  of  toxicologic 
studies  on  hydrocarbons.®  These  studies 
were  designed  to  determine  the  cause  of 
pneumonitis  which  frequently  follows  kero- 
sene ingestion  and  to  develop  a rational 
basis  for  the  treatment  of  kerosene  poison- 
ing. Gerarde’s  report  includes  the  follow- 
ing summary: 

1.  Rats,  rabbits,  and  chickens  tolerated 
large  doses  of  kerosene  by  gastric  intubation, 
subcutaneously,  and  intraperitoneaUy  with- 
out developing  pulmonary  injury. 

2.  A fraction  of  a milliliter  of  kerosene 
instilled  directly  into  the  trachea  or  aspirated 
from  the  mouth  into  the  lungs  caused  pul- 
monary edema,  hemorrhage,  and  death  in 
a few  minutes  in  rats. 

3.  Lung  injury  following  the  aspiration 
or  intratracheal  instUlation  of  kerosene  was 
patchy  in  distribution  and  concentrated  in 
the  hilar  and  dependent  areas. 

4.  Pulmonary  lesions  resulting  from  the 
intravenous  administration  of  kerosene  in 
rabbits  showed  a uniform  distribution. 

5.  The  aromatic  hydrocarbons  in  kerosene 
are  absorbed  into  the  blood  from  the  gastro- 
intestinal tract. 

6.  Mineral  oil  appears  to  promote  the  ab- 
sorption of  kerosene  from  the  gastro- 
intestinal tract  into  the  blood.  Ohve  oil 
delays  the  absorption  of  kerosene  hydro- 
carbons into  the  blood  from  the  gastroin- 
testinal tract. 

7.  These  studies  suggest  that  pneumonia 
in  clinical  kerosene  poisoning  is  due  to 
aspiration  of  a relatively  small  volume  of 
kerosene  during  or  after  the  swallowing 
rather  than  due  to  blood-home  kerosene 
following  absorption  from  the  gastrointestinal 
tract.  For  this  reason,  treatment  of  kerosene 
poisoning  due  to  accidental  ingestion  should 


not  include  the  indication  of  vomiting  or  ' 
other  clinical  procedures  which  would  tend 
to  induce  vomiting,  such  as  the  passage  of 
a stomach  tube  for  gastric  lavage,  endo- 
tracheal tubes,  or  nasal  tubes.  Since  anti- 
emetics are  central  nervous  system  depres- 
sants, they  are  contraindicated  because 
sedation  and  stupor  are  frequently  found  in  l 
cases  of  kerosene  poisoning.  Furthermore,  I 
the  aspiration  probably  takes  place  at  the 
moment  of  ingestion  or  shortly  thereafter. 
Positive  measures  recommended  are  (1)  oxy- 
gen (face  mask  or  tent);  (2)  antibiotics 
prophylactically  for  the  prevention  of  sec- 
ondary bacterial  pneumonia;  and  (3)  if  the 
patient  is  conscious,  the  ingestion  of  vegetable 
oils  to  dilute  the  kerosene,  diminish  the  rate 
of  absorption,  and  soothe  inflamed  mucous 
membranes  of  the  gastrointestinal  tract. 

The  New  York  City  Poison  Control 
Center  is  in  agreement  with  Gerarde’s 
recommendations,  and  at  the  present  time 
this  Center  is  not  recommending  lavage  in 
the  treatment  of  cases  of  kerosene  or  other 
petroleum  distillate  ingestions.  The  main-  | 
stay  of  therapy  in  petroleum  distillate  in- 
toxications is  supportive  and  symptomatic. 

Since  abnormal  physical  findings  may  not  , 
be  elicited  in  many  cases  of  petroleum  ' 
distillate  intoxications  immediately  follow-  | 
ing  ingestion,  patients  are  seen  in  the  emer- 
gency rooms  and  discharged  only  to  return  ! 
within  several  days  with  severe  pulmonary  ! 
involvement.  i 

Therefore,  it  is  strongly  recommended  that  j 
in  all  cases  of  petroleum  distillate  ingestions,  | 
particularly  those  involving  furniture  ; 
polishes  containing  mineral  seal  oil,  patients  { 
be  admitted  for  at  least  twenty-four  hours  j 
of  observation  even  if  they  are  totally 
asymptomatic  and  that  several  serial  x-ray  ^ 
films  be  taken  during  this  stay  at  the  hospital 
to  rule  out  any  pulmonary  pathologic 
condition.  It  is  not  unusual  for  the  roentgen 
changes  not  to  appear  until  many  hours 
following  ingestion.  This  precautionary 
measure  will  pay  high  dividends  and  may 
save  many  lives.  Repeated  electrocardio- 
grams to  detect  possible  heart  damage  also 
may  prove  rewarding. 
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Physiologic  and  Medical 
Aspects  of  Navy  Shelter 
Habitability  Trials* 


CAPT.  DAVID  MINARD,  MC,  USN 
Bethesda,  Maryland 

Head,  Stress  Physiology  Division, 
Naval  Medical  Research  Institute 


I Habitability  of  a prototype  protective 
I shelter  designed  for  100  occupants  by  engi- 
1 neers  of  the  Navy  Bureau  of  Yards  and 
Docks  was  tested  using  recruit  graduates 
from  the  Navy  Training  Center,  Great 
Lakes,  Illinois,  as  test  subjects.  A com- 
missioned officer  of  the  Naval  Civil  Engi- 
neering Corps  was  shelter  commander.  In 
the  summer  test  he  was  assisted  by  two 
petty  officers  of  the  Construction  Battalion. 
The  medical  staff  consisted  of  a Navy  doctor 
with  two  hospitahnen  in  the  winter  test  and 
three  in  the  summer  test  as  assistants. 
I Their  mission  was  twofold;  first,  to  provide 
i|  medical  care,  and  second,  to  collect  physio- 
logic and  medical  data. 

The  winter  trial  of  two  weeks  was  con- 
||  ducted  from  February  17  to  March  3,  1962. 
l|  The  second  two-week  trial  was  conducted 
from  August  1 to  August  15.  With  the 

4 Presented  at  the  thirteenth  County  Medical  Societies 
't  Conference  on  Disaster  Medical  Care,  Chicago,  Illinois, 
19  November  3 and  4,  1962. 

\ * The  opinions  or  assertions  expressed  herein  are  the  pri- 

If  vate  ones  of  the  author  and  are  not  to  be  construed  as  official 
J or  reflecting  the  views  of  the  Navy  Department  or  the  naval 
I service  at  large. 

|l 


exception  of  the  shelter  commander  and  the 
medical  officer,  personnel  constituting  the 
shelter  population  were  not  the  same  in  the 
two  trials. 

Factors  under  study  relating  to  the  phys- 
ical environment  included  space,  ventilation, 
temperature,  lighting,  chemical  composition 
of  the  atmosphere,  aerosol  concentration, 
sanitary  facilities,  water  supply,  messing  and 
bunking  facilities,  and  noise.  Other  habit- 
ability factors  not  dependent  on  engineering 
design  also  were  tested.  These  included  an 
organization  plan  of  shelter  management 
intended  for  military  personnel,  nutritional 
adequacy  of  a survival  ration,  and  inter- 
change of  bacterial  organisms  between 
members  of  a group  living  within  a con- 
fined space. 

The  trials  were  under  the  management  of 
the  Naval  Research  Laboratory  with  medi- 
cal support  provided  by  the  Naval  Medical 
Research  Institute. 

Procedures 

Engineering  features.  The  experi- 
mental shelter  is  constructed  on  the  grounds 
of  the  National  Naval  Medical  Center, 
Bethesda,  Maryland.  It  is  a buried  steel 
arch  structure,  24  by  48  feet  in  floor  area, 
similar  to  that  used  by  the  Navy  as  ammu- 
nition storage  magazines.  Filtered  air  was 
supplied  in  the  winter  trial  by  a blower  with 
a maximum  capacity  of  600  cubic  feet  per 
minute.  In  the  summer  test,  blower  ca- 
pacity was  increased  to  1,200  cubic  feet  per 
minute,  and  air  conditioners  were  installed 
above  ground  over  the  air  intake  to  provide 
additional  cooling  if  required.  Water  supply 
was  from  an  underground  tank  adjacent  to 
the  shelter.  Waste  disposal  was  provided 
by  six  chemical  toilets  with  drainage  into  a 
dry  weU.  The  structure  is  designed  to 
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withstand  75  pounds  per  square  inch  over- 
pressiu-e  and  lies  under  a minimum  depth  of 
sbc  feet  of  earth.  In  addition  to  providing 
protection  against  radioactivity  and  blast 
resulting  from  explosion  of  a nuclear  weapon, 
the  shelter  also  possesses  protective  capa- 
bility against  chemical  and  bacteriologic 
agents.  Habitability  tests  on  a shelter  of 
similar  dimensions  but  of  less  advanced  de- 
sign were  conducted  in  the  San  Francisco 
area  in  1959  by  the  Naval  Radiological 
Defense  Laboratory. 

Selection  of  subjects.  The  aim  of  the 
tests  was  to  evaluate  engineering  design. 
Therefore,  volunteer  subjects  were  screened 
to  eliminate  any  candidates  exhibiting 
physical  or  psychiatric  disorders  which 
might  lower  his  tolerance  for  shelter  living 
below  that  of  the  normal  individual.  A 
positive  tuberculin  reaction  constituted  one 
criterion  for  rejection. 

Shelter  organization.  The  shelter  per- 
sonnel were  organized  into  two  sections  of 
50  men  each.  Each  section  consisted  of  five 
divisions  designated  as  A (Administration), 
B (Bookkeeping),  C (Cooking),  D (Deck), 
and  E (Engineering).  Duties  of  each  di- 
vision are  indicated  by  its  designation. 
Because  the  shelter  provided  only  50  bunks, 
the  daily  schedules  for  the  two  sections  were 
twelve  hours  out  of  phase.  Thus,  port 
section  were  in  the  bunks  from  1400  to 
2200,  and  the  starboard  section  from  0200  to 
1000.  In  the  summer  test  two  additional 
bunking  schedules  were  tested.  These  were 
intended  to  lower  the  general  level  of 
physical  activity  and  thus  reduce  heat 
build-up  in  the  shelter  atmosphere.  There 
were  two  meals  per  day  served  separately  to 
each  section. 

Physiologic  tests.  Body  weight,  mouth 
temperature,  pulse  rate,  and  water  intake 
were  recorded  on  every  subject  each  day  of 
the  test.  In  24  special  test  subjects  twenty- 
four-hour  urine  samples  were  also  collected 
to  measure  water  balance  and  urinary  output 
of  electrolytes,  as  weU  as  for  routine  analyses. 
Physical  fitness  measured  by  a modified 
Harvard  step  test  was  obtained  in  27  sub- 
jects for  two  days  before  each  trial  started, 
within  two  hours  after  the  subjects  had  left 
the  shelter,  and  at  forty-eight  and  seventy- 
two  hours,  and  nine  days  (winter  trial)  and 
six  days  (summer  trial)  after  the  test  was 
completed.  Evaporative  water  loss  was 
measured  for  two  hours  in  groups  of  12  sub- 


jects during  periods  of  waking  at  approxi- 
mately daily  intervals  during  both  trials. 

Nutritional  studies.  Blood  and  lu-ine 
samples  were  obtained  in  the  24  special  test 
subjects  two  days  before  the  trial  started  and 
within  two  hours  after  the  subjects  had  left 
the  shelter.  These  samples  were  analyzed  at 
the  Army  Research  and  Nutrition  Labora- 
tory, Fitzsimons  General  Hospital,  Denver, 
Colorado,  for  a variety  of  vitamins  and  other 
biochemical  indices  of  nutritional  status. 
During  the  trials,  food  intake  for  each  meal 
was  recorded  for  every  subject.  The  basic 
component  of  the  diet  was  a survival  cracker 
manufactured  by  the  National  Biscuit 
Company  for  the  Department  of  Defense. 
Each  cracker,  which  weighed  7 Gm.,  pro- 
vided 30  calories. 

In  addition  to  the  crackers,  20  Gm.  of 
jam,  15  Gm.  of  peanut  butter,  6 oimces  of 
soup,  10  Gm.  of  dehydrated  cream,  and  18 
Gm.  of  sugar  were  given  to  each  subject. 
During  the  first  eight  days  of  the  winter  trial, 
the  cracker  ration  was  39  per  day,  the  total 
calorie  intake  being  1,450  calories  per  man 
per  day.  During  the  final  six  days  of  this 
trial  the  cracker  ration  was  increased  to  52 
crackers,  thus  increasing  the  caloric  intake 
to  1,861  calories  per  day.  In  the  summer 
trial,  the  full  ration  was  provided  from  the 
first  meal  onward. 

Salt  intake.  In  the  summer  trial  2 Gm. 
of  supplementary  salt  was  given  with  each 
meal  until  the  eighth  day.  It  was  then  re- 
duced to  0.66  Gm.  per  meal  for  the  re- 
maining period.  Twelve  test  subjects  took 
no  supplementary  salt  after  the  sixth  day. 

Psychologic  tests.  Written  tests  de- 
signed to  evaluate  individual  responses  to 
shelter  living  in  terms  of  relative  degree  of 
discomfort  reaction  from  food,  lack  of  water 
for  washing,  noise,  crowding,  heat,  and  so 
forth,  were  obtained  at  intervals  during  each 
two-week  trial  period. 

Debriefing  by  psychologists  was  held  im- 
mediately after  the  test  subjects  had  left  the 
shelter. 

Medical  and  bacteriologic  examina- 
tions. Sick  call  for  each  section  was  held 
once  daily  in  the  winter  trial  and  twice  daily 
in  the  summer  trial.  In  addition,  each  sub- 
ject was  interviewed  once  a day  by  the 
shelter  doctor.  In  50  subjects  throat  and 
rectal  cultures  were  taken  before  the  test 
began  and  at  intervals  during  the  two-week 
trial  period. 
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TABLE  I.  Comparative  physiologic  observations 
in  winter  and  summer  trials  of  Navy  protective 
shelter 


Daily  Mean  Value 

Winter, 
1962 
(Feh.  17 
to 

Mar.  3) 

Summer, 
1962 
(Aug.  1 
to 
15) 

Caloric  intake  offered 

1,645 

1,861 

Caloric  intake  consumed 

(per  cent) 

96 

95 

Pounds  weight  lost 

(two  weeks) 

5.4 

4.8 

Water  intake  (ml.) 

1,313 

2,272 

Urine  output  (ml.) 

790 

697 

Input-output  ratio 

(mEq.  per  liter) 

1.66 

3.30 

Sodium 

87 

121 

Potassium 

44 

33 

Chloride 

77 

95 

Evaporative  loss  (Gm.) 

1,200 

1,911 

Pulse  rate  (per  minute) 

82 

79 

Oral  temperature  (F) 

96.9 

97.9 

Physical  fitness  (Y 
score) 

Pre-test 

246 

239 

Post- test 

244 

229 

Results 

, Physiologic  and  medical  data  obtained  in 
each  of  the  two-week  trials  are  summarized 
in  Tables  I and  II. 

Comment 

! The  most  striking  differences  between  the 
physiologic  responses  in  the  two  trials  as 
noted  in  Table  I relate  to  water  intake  and 
water  loss  through  urine  and  by  evaporation. 
These  differences,  which  are  highly  signifi- 
cant statistically,  are  related  to  the  relative 
temperature  levels  encountered  in  the  two 
trials.  In  the  winter  trial  maximiun  heat 
occurred  at  the  end  of  the  first  week,  when  a 
peak  air  temperature  of  82  F.  was  observed 

i with  65  per  cent  relative  humidity.  The 
effective  temperature  was  78  F.  In  the 
first  week  of  the  summer  trial  air  tempera- 
ture fluctuated  between  88  and  92  F.  with 
the  relative  humidity  often  exceeding  90  per 
cent.  The  mean  effective  temperature  dur- 
ing the  first  week  was  85  F.  At  the  be- 
ginning of  the  second  week  of  the  summer 
trial,  the  high  humidity  levels,  which  were 
the  primary  factor  in  imposing  heat  stress 
during  the  first  week,  declined  as  a result  of 
increasing  the  ventilation  rate  to  1,200  cubic 
feet  per  minute.  Weather  conditions  outside 


TABLE  II.  Comparative  medical  observations  in 
winter  and  summer  trials  of  Navy  protective  shelter 


Observations 

Winter, 
1962 
(Feb.  17 
to 

Mar.  3) 

Summer, 
1962 
(Aug.  1 
to  15) 

Total  attendance  at  sick 
caU 

167 

880 

Total  new  cases 

77 

223 

Case  rate  by  category 
URI*  (afebrile) 

29 

63 

URI  (febrile) 

21 

4 

URI  with  bronchitis 

12 

Headache 

13 

21 

Gastritis 

2 

14 

Heat  exhaustion 
(mild) 

4 

Heat  edema 

3 

Diarrhea 

1 

Diarrhea  (mild) 

11 

Insomnia 

4 

1 

Emotional  disorder 

1 

4 

Conjunctivitis 

1 

14 

Otitis 

2 

Skin 

Heat  rash 

34 

Other  skin  disorders 

3 

23 

Dental 

2 

5 

Miscellaneous 

8 

* Upper  respiratory  infection. 


also  became  cooler.  Air  conditioning  was 
not  required. 

Although  salt  deficiency  in  the  summer 
trial  had  been  regarded  as  a potential  prob- 
lem, most  of  the  supplemental  salt  was 
spilled  in  the  urine.  The  loss  in  sweat  was 
less  than  anticipated.  From  Table  I it  is 
seen  that  sweat  rate  in  the  summer  test  was 
less  than  twice  that  in  the  winter  test.  It  is 
likely  that  no  extra  salt  would  have  been 
required  under  the  conditions  encountered  in 
the  summer  test. 

In  Table  II,  the  major  differences  in  medi- 
cal observations  relate  to  the  attendance  at 
sick  call,  the  number  of  new  cases,  and  the 
incidence  of  upper  respiratory  infections  and 
skin  diseases.  These  were  aU  greater  in  the 
summer  trial.  Environmental  heat  was 
imquestionably  the  major  factor  in  the  high 
incidence  of  heat  rash  as  weU  as  in  the  occur- 
rence of  heat  exhaustion  and  heat  edema. 
The  relation  between  environmental  heat 
and  the  higher  incidence  of  upper  respiratory 
infection  as  weU  as  total  cases  in  aU  categories 
is  less  easily  understood.  The  effect  of  en- 
vironmental stress  on  host  resistance,  how- 
ever, is  suggested. 
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Both  tests  clearly  illustrate  the  ease  with 
which  respiratory  diseases  are  propagated  in 
a crowded  shelter.  Bacteriologic  test  re- 
sults were  negative  for  pathogenic  bacteria 
in  the  throat  or  rectal  cultures.  It  is 
assumed,  therefore,  that  the  etiologic  agent 
was  one  or,  probably,  several  viruses. 

Among  skin  conditions  other  than  heat 
rash,  fungus  diseases  and  acne  vulgaris  were 
most  prevalent.  Both  conditions  pre-existed 
at  the  time  the  summer  trial  began.  Fungus 
infections  of  the  feet  were  controlled  by  use 
of  foot  powder.  Acne  was  treated  primarily 
to  prevent  it  from  becoming  more  active  as  a 
result  of  the  lack  of  soap  and  water  for 
personal  hygiene. 

No  psychiatric  problems  were  encountered 
beyond  mild  emotional  disorders.  These 
were  readily  controlled  by  treatment.  Only 
minor  disciplinary  problems  arose  in  either 
test. 

In  both  trials,  lack  of  water  for  personal 
hygiene  was  regarded  as  the  factor  causing 
the  most  discomfort.  In  the  winter  trial 
monotony  of  the  diet  ranked  second,  while 
in  the  summer  test,  heat  was  regarded  by 
the  subjects  as  the  second  major  discomfort 
factor. 

No  significant  changes  in  physical  fitness 
were  observed  in  either  trial. 


Biochemical  studies  of  blood  and  urine 
have  not  been  completed.  No  serious  de- 
cline was  noted,  however,  in  the  vitamin 
levels  in  blood  and  urine  of  subjects  in  the 
winter  test. 

Conclusion 

One  himdred  men  living  under  survival 
conditions  in  a protective  shelter  for  two 
weeks,  once  in  winter  and  once  in  summer, 
emerged  in  satisfactory  physical  condition 
with  no  significant  evidence  of  dehydration, 
salt  depletion,  nutritional  deficiency,  or  im- 
pairment of  physical  fitness. 

In  the  summer  test  environmental  heat 
caused  a high  incidence  of  heat  rash  as  weU 
as  a small  number  of  other  heat  illnesses. 

The  total  incidence  of  clinical  disorders 
was  three  times  higher  in  the  summer  trial 
than  in  the  winter  trial.  To  what  extent 
the  greater  environmental  stress  may  have 
been  a contributing  factor  is  uncertain. 

Pathogenic  bacteria  were  not  a significant 
factor  in  the  etiology  of  illness  in  these  trials, 
but  the  rapid  spread  of  respiratory  diseases  of 
virus  origin  indicates  that  the  hazard  of  a 
virulent  contagious  disease  being  brought 
into  the  shelter  by  a carrier  is  a major  un- 
solved problem  in  shelter  habitability. 


AnnOUnC6rn6nt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepeired  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York,  New  York,  10017,  at  a charge  of  fifty  cents  per  pam- 
phlet tocover  costs. 
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Special  Article 


Public  Medical  Forums 


EDWIN  W.  GATES,  M.D. 
Niagara  Falls,  New  York 
DON  A.  COREY,  M.S. 
Niagara  Falls,  New  York 

Chief  Physician,  the  Niagara  Falls  Memorial 
Hospital,  and  Physician  and  Consulting  Physician, 
Mount  St.  Mary’s  Hospital  (Dr.  Gates);  Director, 
the  Niagara  Falls  Memorial  Hospital  (Mr.  Corey) 


Six  years  ago,  while  searching  for  some 
method  whereby  the  Niagara  Falls  Memorial 
and  Mount  St.  Mary’s  hospitals  and  their 
medical  staffs  could  render  more  service  to 
the  citizens  of  this  area,  one  of  us  decided 
that  a series  of  public  medical  forums  might 
be  of  great  value. 

It  was  evident  that  some  excellent  medical 
, information  was  available  to  the  public  in 
I the  newspapers,  magazines,  (especially  in 
Today’s  Health  published  by  the  American 
I Medical  Association),  on  radio,  and 
\ television.  However,  in  spite  of  the  efforts  of 
' the  American  Medical  Association  and  the 
! state  and  county  medical  societies  much 
I misinformation  was  reaching  the  general 
I pubhc.  Public  medical  forums  seemed  to  be 
. an  excellent  way  to  present  factual  medical 
information,  and  the  people  in  the  com- 
munity would  hear  the  opinions  of  their  own 
physicians  on  important  medical  subjects. 

I Method 

I 

! A committee  of  20  physicians  was  ap- 
pointed to  prepare  a series  of  pubhc  forums. 
The  original  committee  consisted  of  the 
j chiefs  and  or  associate  chiefs  of  the  depart- 
J ments  of  medicine,  surgery,  pediatrics, 
j otorhinolaryngology,  roentgenology,  neuro- 


surgery, obstetrics  and  gynecology,  and 
orthopedic  surgery,  plus  several  other 
speciahsts.  Later,  the  chief  of  a depart- 
ment of  general  practice  and  two  generahsts 
were  added.  After  a few  years,  it  was 
evident  that  a smaller  committee,  consisting 
of  those  most  interested  in  the  pubhc  forums, 
was  quite  adequate,  and  the  present  size  of 
this  committee  is  14  physicians.  The  only 
lay  member  of  this  committee  is  the  Director 
of  the  Niagara  Falls  Memorial  Hospital. 

It  was  decided  that  there  would  be 
three  to  six  forums  each  winter,  each 
forum  to  have  a panel  of  five  to  eight 
physicians  including  the  moderator.  The 
members  of  the  panels  would  be  speciahsts 
in  the  subject  to  be  discussed  or  outstanding 
generahsts  from  the  medical  staffs  of  the  two 
hospitals.  Nationally  known  speakers  could 
be  obtained  from  outside  the  city  (this  has 
happened  twice)  if  desired.  Hospital  per- 
sonnel, other  than  the  physicians,  could 
appear  on  the  panels  (the  chief  dieticians  of 
both  hospitals  and  one  physiotherapist  have 
appeared) . Each  member  of  the  panel  would 
have  five  to  eight  minutes  to  present  his  part 
of  the  discussion.  The  audience  would  then 
be  invited  to  submit  the  questions  that  they 
had  written  previously  and  to  hear  their 
questions  answered.  The  time  allowed  for  a 
single  forum  was  two  hours. 


Results 

We  are  now  in  the  sixth  year  of  very 
successful  public  medical  forums  and  would 
like  to  report  some  of  our  observations. 
Thirty-four  forums  have  been  held  and  the 
following  topics  discussed.  They  are  listed 
according  to  their  popularity  as  judged  by 
the  attendance. 

Large  attendance 

Diabetes— PiUs  vs.  Insuhn 
New  Horizons  in  Diabetes 
Diabetes  1960 — Facts  and  Fallacies 
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Crystal  Gazing  in  Diabetes — A Look  Into 
the  Future 

Diabetes  1962 — the  Latest  Outlook 
How  Is  Your  Heart? 

Is  Arthritis  Always  Crippling? 

Does  Your  Child  Have  a Feeding 
Problem? 

Can  X-Rays  Harm  You? 

Do  You  Have  Headaches?  (two  panels) 
Your  Aching  Back 
Nerves  and  Emotions 
Cancer  in  the  Female,  Its  Early  Diagnosis 
and  Treatment 
Arthritis  Can  Be  Helped 
Strokes  and  the  Brain 
Emotional  Problems  in  Children 
How  You  Can  Live  Longer  Today 
Dangers  of  Bleeding 
Will  You  Develop  Cancer? 

Fair  attendance 

Nostrums,  Patent  Medicine,  and 
Quackery 

Do  You  Have  Indigestion? 

Is  There  a Change  of  Life? 

Recent  Advances  in  Pediatrics 
Dizziness 

Recent  Advances  in  the  Treatment  of 
Heart  Disease 

Diet,  Diet  Fads,  and  Hardening  of  the 
Arteries 

Are  You  Short  of  Breath? 

The  Use  and  Abuse  of  Drugs — Danger  of 
Self-Treatment 
Modern  Treatment  of  Pain 
Cancer  in  Women 

Poor  attendance 

Should  Your  Child  Have  His  Tonsils  Out? 
Accidental  Poisoning — Is  Your  Child 
Safe? 

Does  Your  Child  Have  an  Allergy? 

Some  of  the  topics  have  been  suggested  by 
the  public,  but  most  of  them  were  selected  by 
the  Public  Forums  Committee  who  were 
unable  to  predict  what  subjects  the  public 
most  wanted  to  hear  discussed.  Some  of  the 
subjects  we  selected,  anticipating  that  there 
would  be  standing  room  only,  drew  small 
attendance.  Other  forums  for  which  we  were 
uncertain  what  attendance  to  expect  at- 
tracted so  many  people  that  they  could  not 
get  into  the  auditorium.  The  forum  that 
always  draws  a “fuU  house”  is  the  one  on 
diabetes  which  opens  the  series  each  year 


coinciding  with  Diabetes  Detection  Week, 
which  is  sponsored  nationally  by  the  Ameri- 
can Diabetes  Association.  We  found  that 
stormy  weather  did  not  necessarily  decrease 
the  size  of  the  audiences.  Two  of  our 
largest  audiences  came  on  stormy  winter 
nights.  One  night,  when  the  members  of  the 
panel  arrived,  they  had  difficulty  getting 
into  the  already  packed  auditorium. 

Two  forums  that  attracted  a surprisingly 
small  attendance  were  “Should  Your  Child 
Have  His  Tonsils  Out?”  and  “Accidental 
Poisoning — Is  Your  Child  Safe?”  It  was  the 
opinion  of  the  Public  Forums  Committee 
that  these  particular  forums  would  draw  a 
very  large  attendance.  The  only  conclusion 
that  we  could  draw  from  the  small  at- 
tendance was  that  aU  the  parents  were 
convinced  that  their  children  should  have  a 
tonsillectomy  and  that  the  parents  were 
certain  that  their  children  would  never  be 
poisoned. 

The  interest  in  these  forums  has  not  been 
entirely  local.  Some  of  the  audience  have 
traveled  40  miles  from  their  homes  to 
Niagara  Falls.  More  women  than  men  at- 
tend these  panels.  A good  many  husbands 
and  wives,  however,  attend.  The  middle- 
age  group  (forty  to  sixty  years  of  age)  attend 
more  frequently,  except  for  the  panels  re- 
lated to  pediatrics  where  the  age  group  from 
twenty  to  thirty-five  years  is  the  larger  part 
of  the  audience.  The  audiences  in  general 
come  from  all  walks  of  life  and  all 
occupations. 

Comment 

We  soon  found  that  to  prepare  for  each 
forum  properly  it  was  necessary  to  have  two 
meetings  of  from  one  to  two  hours  each  of 
the  members  of  each  panel  prior  to  the 
forum.  It  was  also  evident  that  the  modera- 
tor’s ability  to  handle  the  panel  had  much  to 
do  with  its  success  and  the  success  of  the 
future  forums.  Frequently,  the  moderator 
had  to  terminate  the  discussion  at  the  end 
of  two  hours  because  the  number  of  questions 
was  so  great  there  was  insufficient  time  to 
answer  all  of  them.  At  some  forums,  the 
question  period  would  have  been  prolonged 
another  hour  if  there  had  been  time.  Many 
of  the  questions  have  been  kept  on  file. 
Some  questions  could  not  be  answered  in 
public  and  have  been  answered  in  private 
after  the  forum.  Most  of  the  questions  were 
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intelligent  and  directly  related  to  the 
panelists’  discussion.  Occasionally,  we 
would  have  to  refer  the  questions  back  to  the 
family  physician.  Informal,  direct  con- 
versation with  some  members  of  the  audience 
at  the  end  of  the  forum  has  been  very 
interesting  and  helpful. 

Sixty-five  physicians  have  participated  in 
these  forums.  The  following  specialties  have 
been  represented:  internal  medicine,  neuro- 
surgery, general  practice,  ophthalmology, 
otorhinolaryngology,  pediatrics,  obstetrics 
and  gynecology,  psychiatry,  surgery,  public 
health,  orthopedic  surgery,  roentgenology, 
dermatology,  proctology,  and  thoracic 
surgery. 

Total  attendance  has  exceeded  6,000. 
However,  these  forums  have  reached  a far 
larger  number  of  people  than  the  seating 
capacities  of  the  hospital  auditoriums  would 
permit.  The  local  newspaper,  the  Niagara 
Falls  Gazette,  has  aided  greatly  the  preforum 
publicity  with  excellent  articles  regarding 
each  forum.  The  cooperation  of  the  local 
newspaper  was  obtained  by  one  of  the 
members  of  the  Public  Forum  Committee 
who  visited  the  editor  and  convinced  him 
that  the  forums  would  be  of  great  benefit  to 
the  public,  especially  so  if  the  newspaper 
published  what  was  said  by  the  panelists. 
For  many  years,  the  Niagara  Falls  Gazette 
has  been  very  cooperative  in  publishing 
medical  events  and  news  and  has  reported 
in  considerable  detail  the  discussions  at  the 
forums.  Editorials  regarding  the  forums 
have  been  extremely  complimentary  to  the 
hospitals  and  their  medical  staffs. 

The  question  has  been  raised  as  to  whether 
or  not  the  benefits  to  the  public  and  the 
hospitals  resulting  from  these  forums  justi- 
fies the  enormous  amount  of  time  that  is 
required  on  the  part  of  the  physicians. 
The  Public  Forums  Committee  believe  that 
the  forums  should  be  continued.  After  six 
years  we  know  that  certain  physicians  will 
appear  on  the  panels  frequently.  If  a 
physician  is  an  expert  and  also  an  excellent 
public  speaker,  he  naturally  will  be  asked  to 
serve  often.  Certain  physicians,  apparently, 
have  a natural  talent  to  act  as  moderator  and 
they  appear  frequently.  Some  physicians 
have  asked  not  to  appear  on  the  panels,  but 
others  have  indicated  a desire  to  appear. 
Others  have  not  been  asked  to  participate, 
but  more  will  be  invited  as  the  forums 
continue. 


Outside  the  actual  planning  of  the  medical 
discussion  at  the  forums,  there  has  been  a 
great  deal  of  work  necessary  including 
publicity  and  the  arranging  for  the  physical 
setup  of  each  forum.  The  fliers  distributed 
by  the  doctors  to  their  patients  are  printed 
by  the  two  hospitals.  Posters  advertising 
each  public  forum  are  distributed  throughout 
the  city  and  suburbs  by  the  women’s 
organizations  which  are  active  in  the  two 
hospitals.  The  expense  of  printing  the 
posters  has  been  borne  by  the  two  commu- 
nity hospitals.  There  has  been  no  other 
expense. 

Conclusions 

After  holding  public  medical  forums  for 
six  years  and  observing  the  enthusiastic 
acceptance  of  these  forums,  it  is  evident 
that  more  hospitals  and  their  medical 
staffs  should  organize  similar  projects. 
The  general  public  feels  that  physicians,  as 
a whole,  do  not  do  much  for  them  except  in- 
dividually. It  is  difficult  for  the  hospitals 
to  participate  in  community  activities,  and 
these  forums  give  hospitals  and  physicians 
a direct  means  of  offering  public  service. 
The  wide  variety  of  questions  asked  by  the 
audience  has  revealed  that  some  of  the  public 
have  a considerable  knowledge  of  medicine. 
However,  there  is  direct  evidence  that  the 
public  has  been  and  is  being  fed  the  most 
absurd  and  false  propaganda  regarding 
various  medical  subjects.  Physicians  in 
each  community  must  take  direct  and  posi- 
tive action  to  counteract  the  propaganda 
distributed  by  ill-informed  or  profit-seeking 
individuals  who  apparently  have  no  scruples 
whatsoever  about  what  they  publish.  This 
also  applies  to  the  “hokum”  on  radio  and 
television  and  in  some  of  the  recently 
published  books  insofar  as  medicine  is 
concerned.  It  is  evident  that  the  public 
likes  to  hear  discussions  on  medical  subjects 
by  their  own  physicians.  There  is  a per- 
sonal relationship  established  in  this  type  of 
informal  medical  forum  that  is  not  obtain- 
able in  any  other  way. 

The  wide  use  of  public  medical  forums  such 
as  we  have  held  could  be  an  excellent 
bulwark  against  State  Medicine.  These 
forums  would  appear  to  have  one  great 
advantage  over  those  heard  on  television  or 
radio  in  that  they  are  informal  and  personal 
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and  create  an  entirely  different  relationship 
with  the  public.  It  has  been  very  clearly 
demonstrated  that  people  like  to  hear 
their  own  physicians  talk  directly  to  a group. 
At  times,  direct  questions  from  the  floor  have 
been  allowed.  The  amount  of  time  spent  by 
the  doctors  on  these  forums  is  not  lost  on  the 
people  who  attend.  We  have  also  found 
that  the  discussions  at  the  forums  have  been 
passed  on  to  others  who  did  not  attend. 
We  also  know  that  many  of  the  audience 
have  gone  to  their  personal  physicians  to 
discuss  matters  brought  up  at  the  forums 
and  to  ask  more  questions.  We  have  pur- 
posely kept  these  forums  in  the  hospital 
auditoriums  even  when  it  was  evident  that 
the  seating  capacity  was  inadequate  at 
times.  We  feel  that  forums  sponsored  by 
hospitals  and  their  medical  staffs  should  be 
held  in  the  hospitals.  Exhibits  have  been 
used  on  occasion,  and  plans  to  expand  this 
part  of  the  program  are  being  considered 
since  they  have  been  so  well  received. 


Summary 

For  six  years,  the  Niagara  Falls  Memorial 
and  Mount  St.  Mary’s  Hospitals  and  their 
medical  staffs  have  given  a yearly  series  of 
public  medical  forums.  These  forums  have 
aided  the  hospitals  and  their  medical  staffs 
to  establish  a closer  relationship  with  the 
public.  The  benefits  derived  from  these 
forums  to  the  hospitals,  the  physicians,  and 
the  pubhc  have  far  exceeded  our  expecta- 
tions. A wide  variety  of  medical  subjects 
have  been  discussed  and  pubhc  acceptance 
has  been  enthusiastic.  An  enormous  amount 
of  work  is  required  to  prepare  properly  for 
this  type  of  medical  forum.  The  active 
backing  of  the  local  newspaper  is  very 
important.  There  is  an  urgent  need  for 
other  hospitals  to  plan  a similar  series  of 
pubhc  medical  forums.  They  may  weU 
be  one  of  the  best  methods  of  improving  the 
relationship  between  physicians  and  the 
pubhc. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Th5rroid  Gland:  Current  Concepts,”  which 
appeared  in  the  Janueury  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  heen  reprinted  in  a special  brochure. 

Copies  are  available  from  the  oflSce  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York,  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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I 

I 


BILLSBORD 


Clippings  and  Snippings 


The  tendency  of  newspapers  to  use  a cliff- 
hanging technic  in  the  handling  of  news  stories, 
oddly  reminiscent  of  the  “Perils  of  Pauline”  of 
my  youth,  was  never  better  exemplified  than  in 
the  matter  of  the  recent  threatened  strike  of 
New  York  City  schoolteachers.  True  to  the 
tradition  of  the  old-time  melodrama,  crisis  fol- 
lowed crisis,  each  detailed  in  ominous  overtones, 
only  to  arouse  the  reader  to  an  emotional  pitch 
when,  at  the  very  last  minute,  came  the  happy 
climactic  denouement,  as  the  hero  saved  the 
heroine  from  a fate  worse  than  death  by: 

F eats  of  personal  derring-do. 

Paying  off  the  mortgage  on  the  old  homestead. 

Summoning  the  United  States  Cavalry,  with 
appropriate  music. 

Running  90  yards  for  a touchdown  with  one 
minute  to  play,  winning  the  game  for  dear 
old  Whifiletree  U. 

4:  * 

After  a settlement  was  reached,  all  papers 
featured  a news  photo  showing  a group  of  joyous 
and  triumphant  teachers,  with  their  union  rep- 
resentative, all  with  arms  raised  in  the  familiar 
“V  for  victory”  sign  and  identified  by  the 
caption:  “We  Won,”  “We  Won.”  We  don’t 
question  the  fact  that  indeed  it  must  have  been  a 
glorious  victory,  but  we  must  admit  to  some 
curiosity  as  to  who  they  were  playing  and,  in 
particular,  who  lost. 

* * * 

Anent  all  this,  we  confess  to  some  interest  in 
a direct  quotation  from  the  teacher  union  rep- 
resentative, who,  in  answer  to  a question  as  to 
what  he  thought  the  effect  might  be  on  the 
children  if  the  teachers  carried  out  their  strike 
threat,  when  striking  by  civil  servants  was 
forbidden  by  law,  said,  “Children  have  to  learn 
a lesson  sooner  or  later;  there  are  just  laws  and 
unjust  laws  and  sometimes  unjust  laws  must  be 
violated.” 

There  is  little  question,  I suppose,  that  this 
philosophy  stems  from  Walden  Pond  and  Henry 
Thoreau.  However,  perhaps  someone  should 
warn  the  gentleman  that  in  espousal  of  Mr. 
Thoreau’s  noncompliance  with  the  law,  he  might 
well  be  building  his  castle  on  treacherous  shifting 
sand  rather  than  solid  rock.  F or,  if  our  memory 
is  not  faulty,  the  laws  Thoreau  considered  unjust 
were  tax  imposts,  and  it  was  his  refusal  to  pay 
such  taxes  that  resulted  in  a visit  to  jail.  Now, 
just  imagine,  if  the  run-of-the-mill  taxpayer, 
stimulated  by  the  remarks  of  the  teacher  union 


representative,  should  embrace  the  ideas  includ- 
ing the  allegedly  justified  action  of  negation  and 
so,  following  the  footsteps  of  the  master,  refused 
payment  of  taxes,  where,  I wonder,  would  that 
leave  the  teachers,  their  union,  and  their  rep- 
resentative? 

* ♦ * 

Incidentally,  when  one  considers  the  state- 
ment quoted,  it  brings  to  mind,  the  age-old  but 
so  far  unsolved  problem  of  the  World  Associa- 
tion for  Rodent  Safety,  namely,  who  will  bell  the 
cat?  Who  and  what  criterion  will  decide  what 
may  be  a just  law  or  an  unjust  law;  in  any 
event,  it  seems  quite  doubtful  that  any  union 
representative  can  afford  to  await  the  verdict  of 
history. 

* * * 

Recently,  an  obscure  newspaper  item  chron- 
icled the  fact  that  the  Speaker  of  the  Assembly 
of  The  State  of  New  York  would  speak  at  a 
dinner  of  the  chiropractor  association  scheduled 
for  National  Chiropractic  Day.  Would  this  be 
in  the  nature  of  a victory  dinner?  Certainly, 
when  the  legislature  passed  and  the  Governor 
signed  the  bill  providing  licensure  for  chiro- 
practors, it  was  considered  a victory.  But,  with 
the  passage  of  time  and  the  opportunity  for  some 
sober  reflection,  one  wonders  if  the  thought  does 
not  come  to  them  as  well  as  to  us:  Victory  for 
what?  Victory  for  whom? 

The  chiropractors?  I suppose,  at  first  glance, 
it  would  seem  so.  But  consider,  what  is  the 
chiropractor  seeking?  The  right  to  ply  his 
trade?  He  has  been  doing  that,  without  hin- 
drance and  despite  the  law.  Economic  secur- 
ity? This  seems  doubtful,  since  apparently  he 
has  had  this  without  licensure.  No,  the  answer 
is  plain,  he  seeks  to  attain  a position  of  profes- 
sional prestige,  recognition  of  himself  or  herself 
as  a professional  practitioner  of  an  accepted 
discipline  of  the  healing  art.  Licensure,  to  be 
sure,  represents  recognition  by  the  State,  but 
this  is  not  enough.  He  wants  recognition  by 
you  and  me;  he  wants  not  only  the  title  of 
Doctor  but  also  acceptance  of  himself  as  a 
doctor  by  doctors.  This  he  has  not  got;  this 
he  will  never  get  until  such  time  as  his  training 
and  experience  are  such  as  to  command  our 
confidence;  this  he  can  never  get  until  such  time 
as  he  abandons  the  unscientific  folklore  which 
appears  to  be  the  premise  on  which  he  builds 
his  concept  of  disease.  Our  position  is  adamant; 
it  is  not  one  of  intolerant  prejudice  rising  out  of 
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bias,  or  envy,  or  apprehension,  but  a determina- 
tion to  accept  as  professional  equals  only  those 
who  have  achieved  professional  equality. 

If,  then,  the  victory  was  not  to  the  chiro- 
practor, who  won?  The  Governor?  Perhaps, 
to  a certain  degree,  it  represented  a pohtical 
triumph;  but  forcing  a docile  legislature  to 
follow  orders  can’t  bring  much  of  a glow  of 
victory.  Reflection  must  bring  the  realization 
that  sponsorship  of  the  legislation  meant 
ignoring  the  considered  opinion  of  the  highest 
court  of  the  State  judiciary  system;  in  fact  it 
circumvented  a decision  of  that  court  in  the 
matter  of  a regulation  promulgated  by  the  State 
Health  Department  and  designed  by  that  de- 
partment to  protect  the  people  of  New  York 
State  from  the  danger  of  exposure  to  radiation 
arising  from  the  operation  by  untrained  in- 
dividuals of  apparatus  emitting  gamma  radia- 
tion and  specifically  identifying  the  chiropractor 
as  falling  within  this  untrained  classification. 
Going  ahead  despite  such  decision,  contrary  to 
such  opinion  by  his  own  State  Health  Depart- 
ment, and  while  an  appeal  to  the  Supreme  Court 
was  pending,  might  well  estabhsh  a precedent 
that  wiU  make  his  seeming  victory  not  only 
an  empty  one  but  quite  possibly  a pyrrhic  one 
as  well. 

Would  it  be  the  legislature  that  won?  This 
assumption  borders  on  the  ridiculous.  There 
were  members  in  both  houses  who  treated  the 
legislation  as  a health  measure  that  might  affect 
the  people  and  fought  and  voted  in  accordance 
with  what  they  considered  best  for  their  constitu- 
ents. The  majority,  however,  treated  it  as  a po- 
litical question  and  voted  accordingly.  Presented 
with  evidence,  given  in  open  hearing,  as  to  the  in- 
adequacy of  training,  education,  and  experience 
of  chiropractors  and  of  the  danger  of  exposure  to 
unwarranted  radiation  inherent  in  the  operation 
of  sources  of  gamma  radiation  by  untrained  per- 
soimel,  evidence  not  controverted  when  per- 
sonally presented  by  authoritative  scientists 
from  every  area  of  the  State,  nevertheless  they 
went  ahead  presumably  as  a matter  of  political 
expediency.  If  this  presumption  is  imfair, 
there  was  no  other  justification  advanced  for 
their  action  other  than  some  slanderous  state- 
ments about  doctors  of  medicine  uttered  from 


the  safe  sanctuary  of  the  legislative  floor  or 
whispered  excuses  to  physician  friends  or  con- 
stituents that  they  didn’t  believe  in  chiroprac- 
tors or  their  licensure  but  they  had  to  “go 
along.’’  This  is  not  the  panoply  of  victory. 

This  leaves  the  Department  of  Education, 
that  aloof  Olympian  bureau,  which  by  its  own 
declaration  is  dedicated  to  the  protection  of  the 
people  and  their  children,  whose  decisions  are 
based  on  scientific  investigation  and  authorita- 
tive advice  regardless  of  public  clamor  or 
political  pressure.  This  is  an  organization 
whose  members  are  so  devoted  to  the  protection 
of  the  people  that  regardless  of  teacher  shortage 
they  wiU  not  lower  the  standards  of  teacher 
certification;  and  even  in  the  case  of  a college 
graduate  they  will  not  bow  to  expediency  and 
certify  such  a graduate  without  the  required 
education  courses.  Surely,  such  devotion  to  the 
sanctity  of  standards  illustrates  their  determina- 
tion to  guard  well  the  people  and  their  children; 
and  if  they  would  not  trust  their  education  to 
one  considered  inadequately  trained,  would  they 
then  entrust  their  health  and  lives  to  an  un- 
trained practitioner?  Yet,  we  wonder  if  the 
serene  placidity  based  on  their  omnipotent 
infaUibihty  is  not  disturbed  by  an  occasional 
qualm  when  they  consider  what  they  have  done, 
consider  it  in  its  basic  simphcity  stripped  of  all 
verbiage  and  camouflage.  For  this  is  what 
they  declare:  Before  we  can  entrust  the  health 
and  lives  of  our  people  to  a Doctor  of  Medicine 
or  a Doctor  of  Osteopathy  we  demand  certain 
minimal  educational  requirements,  and  further, 
before  hcensure  each  candidate  must  take  and 
pass  a comprehensive  examination.  However, 
we  wiU  entrust  the  health  and  lives  of  our  people 
to  a chiropractor,  who  is  not  now  required  to 
have  the  same  or  equal  educational  require- 
ments nor  to  pass  the  SEime  comprehensive 
examination  because  it  is  too  difficult  for  him. 
We  will  therefore  prepare  a special  test  for  him 
and  hope  that  with  the  passage  of  time  his 
educational  backgroimd  will  improve  and  the 
time  wUl  come  when  he  will  be  prepared  and 
can  be  required  to  take  the  same  examination. 

May  they  savor  to  the  full  the  fruits  of  victory! 

WRC 
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I Oakley  A.  Allen,  M.D.,  of  Watkins  Glen, 

‘ died  on  August  22  at  the  age  of  seventy-five. 

. Dr.  Allen  graduated  in  1916  from  Syracuse 

(University  College  of  Medicine.  He  was  re- 
cently reappointed  Watkins  Glen  Central 
School  physician,  a post  he  had  held  for  forty 
j years,  and  he  was  health  ofiicer  of  the  Towns 
of  Orange  and  Hector  and  of  the  consohdated 
I health  district  of  the  Towns  of  Reading  and 
Dix  and  the  Village  of  Watkins  Glen.  For 
I forty  years  he  had  served  as  a coroner  for  Schuy- 
j ler  County. 

* Charles  Pasquale  Aquavella,  M.D.,  of  Brook- 
lyn and  Northport,  died  on  May  9 at  the  age 
of  fifty-seven.  Dr.  AquaveUa  graduated  in 
1929  from  Long  Island  College  Hospital  Med- 
I ical  School.  He  was  an  associate  attending 
surgeon  at  Kings  County  Hospital  Center, 
an  assistant  attending  surgeon  at  Jamaica 
I HospiteJ,  and  an  adjimct  surgeon  at  Lutheran 
Hospital.  Dr.  AquaveUa  was  a FeUow  of  the 
International  CoUege  of  Surgeons  and  a mem- 
ber of  the  Kings  County  Surgical  Society,  the 
Brooklyn  Surgical  Society,  the  Queensboro  Sur- 
I gical  Society,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

William  Herbert  Berry,  M.D.,  of  New  York 
City,  died  on  October  6 at  the  age  of  sixty-two. 
Dr.  Berry  graduated  in  1926  from  Queens 
University  Faculty  of  Medicine,  Kingston, 
Ontario.  He  was  an  attending  surgeon  and 
a member  of  the  executive  committee  of  the 
medical  board  of  St.  Luke’s  Hospital.  Dr. 
Berry  was  a FeUow  of  the  American  CoUege 
of  Surgeons  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Surgical 
Society,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Louis  E.  Bisch,  M.D.,  of  Middletown,  died 
on  September  6 at  the  age  of  seventy-eight. 
Dr.  Bisch  graduated  in  1911  from  Columbia 
University  CoUege  of  Physicians  and  Surgeons. 
He  was  a member  of  the  New  York  County 
Medical  Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Charles  Alfred  Brown,  M.D.,  of  Bridge- 
water,  died  on  February  9 at  the  age  of  sixty- 
eight.  Dr.  Brown  graduated  in  1923  from  Cor- 
neU  University  Medical  CoUege.  He  was  a 
Diplomats  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry)  and  a member 
of  the  Association  of  MUitary  Surgeons  of  the 


United  States  and  the  New  York  Society  for 
Clinical  Psychiatry. 

Jacob  Chitrik,  M.D.,  of  New  York  City, 
died  on  April  17  at  the  age  of  sixty-two.  Dr. 
Chitrik  received  his  medical  degree  from  the 
University  of  Leipzig  in  1925.  He  was  a staff 
physician  at  the  Veterans  Administration 
Regional  OflBce.  Dr.  Chitrik  was  a Diplomats 
of  the  American  Board  of  Internal  Medicine 
and  a member  of  the  New  York  County  Medical 
Society  and  the  Medical  Society  of  the  State 
of  New  York. 

Adolph  Edward  Citron,  M.D.,  of  North 
Miami  Beach,  Florida,  fotmerly  of  Baldwin, 
died  on  August  13  at  the  age  of  fifty-nine.  Dr. 
Citron  graduated  in  1930  from  Boston  Univer- 
sity School  of  Medicine.  He  was  a consulting 
aUergist  at  South  Nassau  Communities  Hos- 
pital (Oceanside).  Dr.  Citron  was  a FeUow 
of  the  American  CoUege  of  AUergists  and  a 
Member  of  the  American  Academy  of  Allergy 
as  weU  as  a member  of  the  New  York  AUergy 
Society. 

Robert  Earl  De  Friest,  M.D.,  of  Troy,  died 
on  August  15  at  the  age  of  fifty-seven.  Dr. 
De  Friest  graduated  in  1933  from  Albany  Medical 
CoUege.  He  was  an  attending  obstetrician 
and  gynecologist  at  Samaritan  Hospital.  Dr. 
De  Friest  was  a member  of  the  Academy- 
International  of  Medicine. 

Vincent  Raymond  Kelleher,  M.D.,  of  Sara- 
toga Springs,  died  on  August  18  at  the  age  of 
forty-nine.  Dr.  KeUeher  graduated  in  1940 
from  Marquette  University  School  of  Medi- 
cine. He  was  an  honorary  member  of  the 
medical  staff  at  the  Saratoga  Hospital.  Dr. 
KeUeher  was  a member  of  the  American  Academy 
of  General  Practice,  the  Saratoga  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical 
Association. 

C.  Vaughan  Lewis,  M.D.,  of  Rome,  died  on 
September  17  at  the  age  of  fifty-eight.  Dr. 
Lewis  graduated  in  1928  from  Western  Ontario 
Faculty  of  Medicine,  University  of  London. 
For  the  last  seven  years  he  had  been  cUnical 
assistant  director  of  the  Rome  State  School. 
Dr.  Lewis  was  a member  of  the  Oneida  County 
Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Jacques  Liswood,  M.D.,  of  Brooklyn,  died 
on  October  10  at  the  age  of  sixty-eight.  Dr. 
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Liswood  graduated  in  1921  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  associate  attending  ob- 
stetrician and  gynecologist  emeritus  at  Maimon- 
ides  Hospital  of  Brooklyn.  Dr.  Liswood  was 
a Diplomate  of  the  American  Board  of  Obstet- 
rics and  Gynecology,  a FeUow  of  the  American 
College  of  Obstetricians  and  Gynecologists, 
a Fellow  of  the  International  College  of  Sur- 
geons, and  a member  of  the  Brooklyn  Gyneco- 
logical Society,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

J.  Philip  Lombard,  M.D.,  of  Brooklyn,  died 
on  September  7 at  the  age  of  fifty-seven. 
Dr.  Lombard  graduated  in  1932  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  director  of  pediatrics  at  St.  Catherine’s, 
Carson  C.  Peck  Memorial,  and  St.  Peter’s 
Hospitals,  and  chief  pediatrician  at  St.  Charles 
Hospital.  Dr.  Lombard  was  a Diplomate  of 
the  American  Board  of  Pediatrics  and  a mem- 
ber of  the  American  Academy  of  Pediatrics, 
the  Brooklyn  Academy  of  Pediatrics,  the  Med- 
ical Society  of  the  County  of  Kings,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Sol  Mirk,  M.D.,  of  the  Bronx,  died  on  July  8 
at  the  age  of  sixty-four.  Dr.  Mirk  graduated 
in  1938  from  the  Royal  College  of  Physicians 
and  Surgeons  of  Edinburgh,  Scotland.  He 
was  a clinical  assistant  attending  pediatrician 
at  Bronx  Hospital  Outpatient  Department. 
Dr.  Mirk  was  a member  of  the  Bronx  County 
Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Walter  Chadwick  Nelson,  M.D.,  of  Bingham- 
ton, died  on  September  27  at  the  age  of  seventy- 
three.  Dr.  Nelson  received  in  1917  a Doctor 
of  Philosophy  in  Bacteriology  and  Biochemistry 
from  Brown  University  and  graduated  in  1931 
from  Albany  Medical  College.  He  was  a Diplo- 
mate of  the  American  Board  of  Pathology  (Clini- 
cal Pathology  and  Pathologic  Anatomy)  and 
a member  of  the  American  Society  of  Clinical 
Pathologists,  the  Broome  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Walter  Novotny,  M.D.,  of  Northport,  died 
on  May  20  at  the  age  of  fifty-seven.  Dr. 
Novotny  graduated  in  1935  from  Long  Island 
College  Medical  School.  He  was  an  attending 
physician  in  general  practice  at  Huntington 
Hospital.  Dr.  Novotny  was  a member  of 
the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Hilbert  Oberle,  M.D.,  of  the  Bronx, 
died  on  September  21  at  the  age  of  ninety. 
Dr.  Oberle  graduated  in  1897  from  Columbia 


University  College  of  Physicians  and  Surgeons. 

He  was  a member  of  the  Bronx  County  Medical  i 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

George  Guttman  Ornstein,  M.D.,  of  New 
York  City,  died  on  October  10  at  the  age  of 
seventy-one.  Dr.  Ornstein  graduated  in  1915 
from  New  York  University  and  Bellevue  Hos- 
pital Medical  College.  He  was  a consulting 
physician  in  chest  diseases  at  Polyclinic  and  i 
Sea  View  Hospitals  and  a consulting  physician 
in  tuberculosis  at  Metropolitan  and  the  Eliza- 
beth A.  Horton  Memorial  (Middletown)  Hos-  j 
pitals.  Dr.  Ornstein  was  a Diplomate  of  ; 
the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians, 
a Fellow  of  the  American  College  of  Chest  Phy- 
sicians, and  a member  of  the  American  Asso-  j 
ciation  for  Thoracic  Surgery,  the  Society  for  | 
Experimental  Biology  and  Medicine,  the  Pan-  j 
American  Medical  Association,  the  New  York  j 
Academy  of  Medicine,  the  New  York  County  | 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Bruce  Marion  Phelps,  M.D.,  of  Lowville, 
died  on  April  21  at  the  age  of  seventy-seven. 

Dr.  Phelps  graduated  in  1917  from  Vanderbilt  , 
University  School  of  Medicine.  He  was  an  k 
attending  physician  at  Lewis  County  General  | 
Hospital.  Dr.  Phelps  was  a member  of  the 
Lewis  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Karl  Polifka,  M.D.,  of  the  Bronx,  died  on 
September  8 at  the  age  of  seventy-four.  Dr. 
Polifka  received  his  medical  degree  from  the 
University  of  Vienna  in  1913.  He  was  an  as- 
sistant attending  obstetrician  and  gynecologist 
at  Morrisania  Hospital.  Dr.  Polifka  was  a 
Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology  and  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  Polumbaum,  M.D.,  of  Lawrence, 
died  on  April  2 at  the  age  of  thirty-five.  Dr. 
Polumbaum  graduated  in  1955  from  State  Uni- 
versity of  New  York  College  of  Medicine  at 
Brooklyn. 

William  Francis  Reedy,  M.D.,  of  Buffalo, 
died  on  August  8 at  the  age  of  fifty-six.  Dr. 
Reedy  graduated  in  1932  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an 
attending  physician  and  general  practitioner 
at  Mercy  Hospital.  Dr.  Reedy  was  a member 
of  the  Erie  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Benjamin  Schultz,  M.D.,  of  Great  Neck, 
died  on  April  24  at  the  age  of  sixty-four.  Dr. 
Schultz  graduated  in  1923  from  Long  Island 
College  Hospital  Medical  School. 

Leon  H.  Smith,  M.D.,  of  Buffalo,  died  on 
April  25  at  the  age  of  seventy.  Dr.  Smith 
graduated  in  1916  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  a consulting  oto- 


rhinolaryngologist  at  the  Edward  J.  Meyer 
Memorial  Hospital,  the  Sisters  of  Charity 
Hospital  of  Buffalo,  and  the  Deaconess  Hospital. 
Dr.  Smith  was  a Diplomate  of  the  American 
Board  of  Otolaryngology  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology, the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Medical  News 


[j  Sheltered  workshop  course 

I The  Institute  for  the  Crippled  and  Disabled 
in  New  York  City  has  announced  a new  four- 
week,  one-hundred-forty-hour  course  in  “shel- 
tered workshop  practicum”  to  provide  practical 
on-the-job  training  in  an  industrial  contract 
sheltered  workshop. 

I Enrollment  in  the  course  is  open  to  individuals 
who  have  been  or  will  be  hired  to  function  as 
floor  supervisors  of  clients  working  in  shel- 
tered situations  at  industrial,  transitional,  or 
terminal  workshops. 

Two  students  wiU  be  accepted  for  each  of 
the  currently  scheduled  presentations  of  the 
course.  They  will  be  held  January  13  through 
February  7,  March  30  through  April  24,  and 
May  18  through  June  12, 1964. 

Persons  desiring  more  information  should 
write  to  the  Director,  Vocational  Rehabilitation 
Service,  Institute  for  the  Crippled  and  Dis- 
abled, 400  First  Avenue,  New  York,  New  York 
10010. 

Nasal  surgery  course 

An  international  postgraduate  course  in 
“Introduction  to  Fundamentals  of  Reconstruc- 
tive Surgery  of  the  Nasal  Septum  and  External 
Pyramid”  will  be  presented  at  the  University 
of  Cincinnati  College  of  Medicine  and  Christ 
Hospital,  Cincinnati,  Ohio,  May  5 through  15, 
1964. 

Further  information  may  be  obtained  from 
Raymond  L.  Hilsinger,  M.D.,  2403  Auburn 
Avenue,  Cincinnati  19,  Ohio,  or  American 
Rhinologic  Society,  530  Hawthorne  Place, 
Chicago  57,  Illinois. 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


“New  physicians”  to  meet 

An  innovation  in  medical  meetings — a con- 
ference designed  for  and  participated  in  by 
“new  physicians”  in  their  first  five  years  of 
practice — is  scheduled  for  the  Riviera  Hotel  in 
Las  Vegas,  December  8 through  11. 

Conducted  under  the  direction  of  the  Alumni 
Council  of  the  Student  American  Medical 
Association,  the  meeting  will  include  discussions 
on  psychiatry,  surgery,  medical  practice,  cardio- 
vascular disease,  and  gynecologic  therapeutics. 

Information  may  be  obtained  from  New 
Physician  Postgraduate  Conference,  Room 
1701,  333  North  Michigan  Avenue,  Chicago, 
Illinois  60601. 

Teratology  workshop 

The  Commission  on  Drug  Safety  will  sponsor 
a pilot  workshop  in  teratology  February  2 
through  8,  1964,  at  the  University  of  Florida, 
Gainesville,  through  a grant  from  the  Pharma- 
ceutical Manufacturers  Association. 

Applications  are  now  being  invited  from 
scientists  in  such  fields  as  obstetrics,  pediatrics, 
toxicology,  pharmacology,  biochemistry,  endo- 
crinology, pathology,  and  others  as  determined 
by  the  admissions  committee.  Attendance 
will  be  limited  to  40. 

The  workshop  will  include  lectures,  dem- 
onstrations with  laboratory  animals,  laboratory 
sessions  using  optical  and  other  equipment, 
and  audio-visual  materials. 

Inquiries  from  scientists  interested  in  this 
aspect  of  experimental  teratology  should  be 
addressed  to  D.  C.  Trexler,  Executive  Director, 
Commission  on  Drug  Safety,  221  North  La- 
Salle Street,  Chicago,  Illinois  60601. 
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Use  of  diagnostic  x-ray 

The  State  University  of  New  York  at  Buffalo, 
School  of  Medicine,  will  present  a course  in  the 
use  and  interpretation  of  diagnostic  x-ray 
December  4 and  5. 

The  course  is  designed  to  assist  physicians  to 
interpret  x-ray  films  and  utilize  x-ray  services 
more  effectively  in  diagnosis  and  treatment. 
Roentgenology  of  the  gastrointestinal  tract, 
heart  and  lungs,  urinary  tract,  and  osseous 
system  is  included.  Correlation  of  x-ray  and 
pathologic  findings  is  emphasized. 

The  course  is  acceptable  for  fourteen  hours  of 
Category  I credit  by  the  American  Academy  of 
General  Practice. 

Federal  construction  funds 

Hollis  S.  Ingraham,  M.D.,  Commissioner  of 
the  New  York  State  Department  of  Health, 
has  released  revised  priority  ratings  for  dis- 
tribution of  Federal  funds  for  construction  of 
hospital  and  nursing  home  facilities  and  public 
health,  diagnostic,  and  rehabilitation  centers  in 
New  York  State. 

The  law  requires  that  before  any  state  can 
receive  Federal  aid  it  must  prepare  an  annual 
state-wide  plan  describing  how  it  proposes  to 
administer  the  distribution  of  Federal  aid  funds. 
The  plan  will  go  into  effect  when  the  State’s 
share  of  Federal  Hill-Burton  Act  funds  for 
1963-1964  becomes  available. 

The  plan  for  New  York  includes  estimates 
of  the  total  hospital  and  nursing  home  beds 
and  public  health,  diagnostic,  and  rehabilitation 
centers  needed  by  each  locality  to  meet  its 
needs;  the  number  of  existing  beds  housed  in 
safe,  suitable  structures,  and  the  size  of  the 
gap  between  the  number  available  and  number 
estimated  as  needed. 

Since  1948,  Dr.  Ingraham  said,  233  projects 
costing  $340,483,000  have  been  approved  in 
New  York  State.  The  cost  includes  $97,587- 
000  in  Federal  aid.  In  the  same  period,  the 
number  of  hospital  beds  of  aU  types  in  the  State 
has  risen  from  138,100  to  171,000. 

The  greatest  need  is  for  more  beds  in  chronic 
disease  care  facilities  and  nursing  homes.  Less 
than  half  of  the  beds  needed  in  chronic  disease 
care  facilities  exist,  and  just  60  per  cent  of 
the  need  for  nursing  home  beds  has  been  met. 
In  contrast,  96  per  cent  of  the  need  for  general 
hospital  beds  has  been  met,  and  75  per  cent  of 
the  mental  care  beds  needed  have  been  built. 

Scholarship  available 

In  1964,  the  Medical  Library  Association  will 
offer  the  Marion  Dondale  Scholarship  in  the 
amount  of  $1,000  to  assist  a student  showing 
promise  for  medical  librarianship  to  attend  any 
American  Library  Association  accredited  library 
school.  Funds  are  available  for  a student 
entering  library  school  in  either  the  summer  or 
fall  terms. 

The  applicant  must  be  under  thirty  years  of 
age,  and  hold  a bachelor’s  degree,  preferably  in 


one  of  the  life  sciences,  or  chemistry,  anthro- 
pology, psychology,  geology,  mathematics,  or 
physics.  A minimum  requirement  is  15  se- 
mester units  or  their  equivalent  drawn  from 
these  fields.  In  addition,  applicants  will  be 
considered  on  the  basis  of  strong  foreign 
language  background,  high  scholastic  record, 
and  the  intent  to  enter  the  medical  library  field. 

Selection  will  be  made  by  the  Medical 
Library  Association’s  Committee  on  Standards. 
Unless  distance  is  prohibitive,  scholarship 
candidates  will  be  asked  to  have  a personal 
interview  with  a medical  librarian  in  his  area. 
The  deadline  for  accepting  applications  is  March 
1,  1964.  Application  forms  are  available  from 
any  A.L.A.  accredited  library  school. 

Postgraduate  pediatric  lectures 

Three  lectures  on  pediatrics  will  be  given  at 
Maimonides  Hospital,  4802  Tenth  Avenue, 
Brooklyn,  in  the  Solarium  of  the  Kronish 
Pavilion  during  December.  On  December  3, 
Burrill  B.  Crohn,  M.D.,  consultant  to  The  Mt. 
Sinai  and  Columbia  Hospitals,  will  speak  on 
“Ileocolitis”;  on  December  10,  Stanley  Aron- 
son, M.D.,  professor  of  pathology  at  Downstate 
Medical  Center,  State  University  of  New  York, 
will  discuss  “Nervous  System  Infections  of 
Infancy  and  Childhood”;  and  on  December  17, 
Dan  Gordon,  M.D.,  associate  professor  (surgery) 
of  ophthalmology  at  Cornell  University  Medi- 
cal College  and  associate  attending  surgeon  at 
New  York  Hospital,  will  speak  on  “Treatment 
of  Ocular  Inflammations  in  Children,  Including 
Trauma  and  Burns.” 

Nuclear  medicine  course 

The  American  College  of  Physicians  will 
offer  a postgraduate  course  in  nuclear  medicine 
and  radiation  biology  January  6 through 
10,  1964,  in  the  auditorium  in  the  laboratory  of 
nuclear  medicine  and  radiation  biology,  900 
Veteran  Avenue,  Los  Angeles,  California. 

Registration  forms  and  requests  for  informa- 
tion should  be  directed  to:  Edward  C.  Rose- 
now,  Jr.,  M.D.,  Executive  Director,  The 
American  College  of  Physicians,  4200  Pine 
Street,  Philadelphia,  4,  Pennsylvania. 

Contact  lens  fitting  course 

The  second  annual  course  in  practical  contact 
lens  fitting  will  be  given  January  25  and  26, 
1964,  at  the  New  York  Eye  and  Ear  Infirmary, 
218  Second  Avenue,  New  York  City. 

Jorge  N.  Buxton,  M.D.,  director  of  the  corneal 
clinic  of  the  Infirmary,  will  direct  the  course, 
which  will  include  history  and  nomenclature; 
indications;  contact  lenses  in  infants  and 
children;  types  of  lenses;  determination  of  the 
semi-fitted  lens;  checking  the  semi-fitted  lens; 
patient  handling  of  the  lens;  controlling  the 
patient  and  wearing  time  schedule;  slit  lamp 
fitting;  contraindications,  especially  after  an- 
terior segment  surgery;  foUow-up  visits;  and 
criteria  of  well-fitted  lens.  Special  emphasis 
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will  be  placed  on  the  use  of  the  topogometer  in 
keratometry  to  design  lenses.  In  addition, 
individual  modification  and  adjustment  of 
lenses  will  be  described. 

Further  information  may  be  obtained  from 
Mrs.  Tamar  Weber,  Registrar,  Institute  of 
Ophthalmology  of  the  Americas,  New  York 
Eye  and  Ear  Infirmary,  218  Second  Avenue, 
New  York,  New  York  10003. 

College  of  Surgeons  names  fellows 

The  American  College  of  Surgeons  has  in- 
ducted 1,050  surgeons  as  part  of  its  annual 
clinical  congress  in  San  Francisco,  California. 
The  college,  celebrating  its  semicentennial  this 
year,  is  a voluntary,  educational,  scientific, 
and  nonprofit  association  of  surgeons  founded 
in  1913  for  the  sole  purpose  of  improving  care 
of  the  surgical  patient. 

Physicians  from  New  York  State  who  have 
received  the  designation  of  Fellow  of  the 
American  College  of  Surgeons  include:  Albany: 
James  J.  Otto,  M.D.,  and  John  L.  Berry,  M.D.; 
Amityville:  Kenneth  F.  Whitaker,  M.D.; 

Amsterdam:  John  R.  McNulty,  M.D.;  Babylon: 
William  J.  Fagan,  M.D.;  Bay  Shore:  Irving  G. 
Manning,  M.D.,  and  William  A.  Mooney,  M.D.; 
Bethpage:  Charles  J.  Derrico,  M.D.;  Bingham- 
ton: Richard  M.  Fitzsimons,  M.D.;  Bronx:  M. 
Maurice  Abitbol,  M.D.,  George  J.  Criares, 
M.D.,  Louis  R.  M.  Del  Guercio,  M.D.,  Andrew 
T.  Manuele,  M.D.,  and  Peter  H.  Weil,  M.D.; 
Brooklyn:  Joseph  C.  Amico,  M.D.,  Rudolph 
J.  Bauersachs,  M.D.,  Louis  C.  Cutolo,  M.D., 
Harold  Fishbone,  M.D.,  Evan  W.  Gordon, 
M.D.,  Elliott  A.  Klein,  M.D.,  Dolores  F. 
Paganelli,  M.D.,  Peter  Parnassa,  M.D.,  Andres 
Rodriguez,  M.D.,  Harold  C.  Schaefer,  M.D., 
and  Robert  J.  Tufano,  M.D.;  Buffalo:  Donald 

L.  Barone,  M.D.,  and  Francis  J.  Ferland, 

M. D.;  Carle  Place:  Henry  G.  Reinhardt,  M.D.; 
Cooperstown:  David  A.  Blumenstock,  M.D.; 
and  Elmira:  Donald  L.  Brooks,  Jr.,  M.D. 

Also:  Flushing:  Irving  R.  Block,  M.D., 

Alan  Econ,  M.D.,  David  Elkin,  M.D.,  Raymond 
Paul  Koval,  M.D.,  Boris  Krynski,  M.D., 
Alfred  Lapin,  M.D.,  Alfred  C.  Levin,  M.D., 
and  Harry  Statman,  M.D.;  Fredonia:  Louis 
R.  Conti,  M.D.;  Garden  City:  Austin  F.  Hogan, 
M.D.,  and  Robert  G.  RandaU,  M.D.;  Glen 
Cove:  Virgil  F.  Ficarra,  M.D.,  and  James  N. 
Nicklas,  M.D.;  Great  Neck:  Richard  M. 

Alexander,  M.D.;  Hewlett:  Arnold  Kooper- 

smith;  Hicksville:  John  F.  Kelly,  M.D.; 

Huntington:  Joseph  E.  Farrell,  M.D.;  Jamaica: 
Robert  G.  McManus,  M.D.,  Paul  J.  Miller, 
M.D.,  Ralph  D.  Mishkin,  M.D.,  and  John  N. 
Rizzi,  M.D.;  Middletown:  Ansel  R.  Marks, 

M.D.;  Monsey:  Lester  Lando,  M.D.;  Mount 
Vernon:  Paul  Tucci,  M.D.;  Newark:  C.  H. 
Johnson  Reason,  M.D.;  New  Hyde  Park: 
Marvin  S.  Hans,  M.D.;  and  New  Rochelle: 
Selig  Neubardt,  M.D. 

Also:  New  York  City:  Joseph  L.  Alexander, 
M.D.,  Donald  R.  Cole,  M.D.,  S.  Jerome  Dickin- 
son, M.D.,  Ramon  S.  DeJesus,  M.D.,  Harold  L. 
Edgehill,  M.D.,  Sumner  Lester  Freeman,  M.D., 


Andrew  T.  Furey,  M.D.,  Michael  J.  George, 
M.D.,  Bernard  Goldberg,  M.D.,  Richard  D. 
Grimaldi,  M.D.,  Carlo  E.  Grossi,  M.D., 
William  B.  Harris,  M.D.,  Pauline  G.  Hecht, 
M.D.,  Walter  J.  Henry,  M.D.,  Edgar  M. 
Housepian,  M.D.,  Gerald  Klebanoff,  M.D., 
Harvey  H.  Lewis,  M.D.,  John  A.  Malcolm, 
M.D.,  Alfred  M.  Markowitz,  M.D.,  Paul  S. 
Metzger,  M.D.,  Gustavo  J.  Moreno,  M.D., 
Robert  L.  MuUin,  M.D.,  H.  Rolf  Noer,  M.D., 
Tevor  D.  Novack,  M.D.,  Arthur  J.  Okinaka, 
M.D.,  Theobald  Reich,  M.D.,  Robert  L.  Rowan, 
M.D.,  Emanuel  O.  Silver,  M.D.,  John  B. 
Sullivan,  M.D.,  Francis  C.  Symonds,  Jr., 
M.D.,  Hamid  Tarassoly,  M.D.,  Luis  Enrique 
Uribe,  M.D.,  Leslie  P.  ViUanyi,  M.D.,  Sanford 
G.  Weissman,  M.D.,  and  Marvin  B.  Zucker- 
man,  M.D.;  Niagara  Falls:  Wilfred  E.  L. 

Gordon,  M.D.;  and  Penn  Yan:  Robert  O. 
Jensen,  M.D. 

Rehabilitation  course 

A two-week  course  in  rehabilitation  of  the 
chronically  ill  patient  will  be  given  at  Bird  S. 
Coler  Hospital,  New  York  City,  from  April  20 
through  May  1, 1964. 

The  course,  designed  for  registered  nurses, 
occupational  therapists,  physical  therapists, 
and  social  workers,  will  provide  a broad  review 
of  the  principles,  technics,  and  problems  in- 
volved in  the  rehabilitation  care  of  the  chroni- 
cally ill  patient  and  will  offer  a comprehensive 
and  practical  presentation  of  the  applications 
of  such  care  in  hospital,  home,  old  age  home, 
and  nursing  home.  It  will  consist  of  lectures, 
seminars,  clinical  demonstrations,  and  practice 
workshops. 

Further  information  may  be  obtained  from 
Milton  Holtzman,  M.D.,  Course  Director, 
Department  of  Physical  Medicine  and  Re- 
habilitation, New  York  Medical  College,  1 
East  105th  Street,  New  York,  New  York  10029. 

Physician  exhibits  paintings 

Nathaniel  E.  Reich,  M.D.,  a Brooklyn 
cardiologist,  exhibited  samples  of  his  paintings 
in  the  Contemporary  Arts  Gallery  of  New  York 
University’s  Loeb  Student  Center  during  the 
month  of  November. 

Dr.  Reich  has  successfully  pursued  careers 
both  in  medicine  and  in  art.  He  is  a graduate 
of  New  York  University  and  the  University 
of  Chicago  and  has  studied  at  the  Art  Students’ 
League,  Pratt  Institute,  and  the  Brooklyn 
Academy  of  Arts  and  Sciences. 

This  most  recent  exhibition  traced  Dr. 
Reich’s  artistic  progression  from  an  earlier 
representational  form  to  the  emergence  of  a 
surrealistic  style. 

Dr.  Reich  is  attending  cardiologist  at  Unity 
Hospital  and  Jewish  Chronic  Disease  Hospital, 
a consultant  at  several  others,  and  an  associate 
professor  of  clinical  medicine  at  State  Uni- 
versity of  New  York,  Downstate  Medical 
Center. 


December  1,  1963  / New  York  State  Journal  of  Medicine  3445 


Trophoblast  conference 

Research  scientists  from  the  United  States, 
Canada,  and  Europe  working  in  the  fields  of 
human  reproduction  and  immunology  took  part 
in  a conference  in  Rochester  November  4 and  5 
sponsored  by  the  University  of  Rochester 
School  of  Medicine  and  Dentistry. 

The  sessions,  under  the  auspices  of  the 
Department  of  Obstetrics-Gynecology,  inves- 
tigated the  structure  and  function  of  the  human 
placenta.  The  conference  was  directed  by 
Henry  A.  Thiede,  M.D.,  assistant  professor  of 
obstetrics  and  gynecology. 

Presentation  of  new  information  about  the 
ultrastructure  of  the  placenta  which  has  been 
uncovered  by  means  of  the  electron  microscope 
was  presented.  Most  of  the  second  day  of  the 
conference  was  spent  in  presenting  the  evidence 
for  an  immunologic  response  in  pregnant  experi- 
mental animals  and  to  discussion  of  the  ap- 
plication of  these  findings  to  problems  in  hximan 
reproduction. 

Pediatric  Advisory  Committee 

A meeting  of  the  Pediatric  Advisory  Com- 
mittee of  the  City  of  New  York  Department  of 
Health  was  held  on  September  16,  and  the 
following  topics  were  discussed: 

Ross  Laboratories  prepackaged  formula  sys- 
tem was  tested  at  various  New  York  hospitals 
and  was  found  effective  and  safe.  Harold 
Jacobziner,  M.D.,  assistant  commissioner  of 
health,  said  that  precise  information  about  the 
bacteriologic  results  is  needed  before  the  matter 
could  be  presented  to  the  Board  of  Health. 
The  Health  Code  has  stated  that  the  formula 
cannot  be  utilized  because  it  is  not  terminally 
sterilized. 

Dr.  Jacobziner  reported  that  there  were  no 
polio  cases  from  January  to  September  in  New 
York  City.  Prior  to  the  use  of  polio  vaccine, 
about  800  cases  of  polio  and  50  fatalities  oc- 
curred annually  in  New  York  City.  A total  of 
257  cases,  222  of  which  were  paralytic,  have  been 
reported  in  the  United  States  thus  far,  con- 
siderably lower  than  in  any  previous  year. 

At  the  time  of  the  meeting,  results  were  being 
awaited  on  the  efficacy  of  the  Schwarz  measles 
vaccine  which  was  administered  to  kinder- 
garten children  in  a controlled  study.  Also, 
Dr.  Jacobziner  reported  that  trivalent  polio 
vaccine  is  now  used  in  the  Child  Health  Stations 
with  good  results.  Two  drops  are  given  at 
three  months,  two  drops  at  five  months,  and 
two  drops  as  a booster  dose  at  eleven  months. 

Because  of  the  increasing  amount  of  travel 
now  occurring,  plus  the  outbreak  of  smallpox 
in  several  European  countries,  it  is  planned  to 
offer  smallpox  revaccination  to  pupils  in  the 
sixth  grade  at  the  time  of  the  regular  upper 
grade  examination  and  to  fourth  year  high 
school  students  before  graduation.  At  the 
present  time  smallpox  vaccination  is  required 
before  or  on  entrance  to  the  elementary  schools. 

Dr.  Jacobziner  reported  on  the  Bedford- 
Stuyvesant  Treatment  Clinic.  Over  9,000 
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John  Henry  Beckley,  M.D.,  left,  president  of  the 
New  York  Physicians’  Art  Club,  congratulates 
Edward  M.  Goldstein,  M.D.,  center,  and  Joseph  M. 
Smolev,  M.D.,  on  their  prize-winning  work. 


individual  patients  had  been  seen,  and  19,000 
visits  were  made  to  physicians.  Four  per  cent 
of  those  examined  had  been  referred  to  hospitals 
for  further  care.  Dr.  Jacobziner  indicated 
that  in  most  instances  the  patient  had  upper 
respiratory,  skin,  allergy,  and  gastrointestinal 
conditions,  which  can  be  handled  without 
hospitalization.  The  services  are  open  every 
day  from  9:00  a.m.  to  5:00  p.m.  including 
Saturdays,  Sundays,  and  holidays. 

Art  club  winners 

More  than  50  physicians  were  represented  at 
the  annual  fall  exhibit  of  the  New  York  Phy- 
sicians’ Art  Club  held  at  The  New  York  Bank 
for  Savings,  Park  Avenue  South  at  22nd  Street. 
Winners  were  Edward  M.  Goldstein,  M.D., 
Brooklyn,  for  sculpture,  and  Joseph  M.  Smolev, 
M.D.,  Passaic,  New  Jersey,  for  painting. 

American  Medical  Writers  Association 

The  annual  meeting  of  the  American  Medical 
Writers  Association  was  held  in  Chicago,  Il- 
linois, October  11  through  13.  W.  D.  Snively, 
Jr.,  M.D.,  executive  vice-president  of  Mead 
Johnson  and  Company,  was  elected  president; 
Edward  C.  Rosenow,  Jr.,  M.D.,  executive 
director  of  the  American  College  of  Physicians, 
was  named  president-elect;  RoUand  J.  Main, 
Ph.D.,  assistant  director  of  the  A.M. A.  Depart- 
ment of  Drugs,  was  elected  vice-president; 
and  Alvina  Rich  Lewis,  managing  editor  of  the 
New  York  State  Journal  of  Medicine,  was 
chosen  secretary-treasurer. 

Journal  staff  members  attending  the  meet- 
ing included  Miss  Lewis,  Miss  Elizabeth  C. 
Smith,  manuscript  editor,  and  William  Ham- 
mond, M.D.,  Journal  editor.  Dr.  Hammond 
was  moderator  of  a panel  discussion  on  the 
role  of  county  and  state  medical  society  journals, 
and  he  and  Miss  Lewis  received  fellowships  in 
the  Association. 
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Personalities 

Elected.  Charles  M.  Brane,  M.D.,  past- 
president  of  the  Medical  Society  of  the  County 
of  Westchester,  as  chairman  of  the  board  of 
United  Medical  Service,  Inc.  . . . Clyde  L. 
Randall,  M.D.,  Buffalo,  as  chairman;  Eugene 
R.  Duggan,  M.D.,  Rochester,  vice-chairman; 
and  Martin  L.  Stone,  M.D.,  New  York  City, 
secretary- treasurer,  of  District  II  (New  York 
State)  of  The  American  College  of  Obstetricians 
and  Gynecologists.  . . Paul  I.  Robinson,  M.D., 
chief  medical  director  of  Metropolitan  Life 
Insurance  Company,  as  president  of  the  As- 
sociation of  Life  Insurance  Medical  Directors 
of  America. 

Appointed.  William  H.  Crull,  M.D.,  Bing- 
hamton, as  associate  compensation  examining 
physician  of  the  Workmen’s  Compensation 
Board  in  the  upstate  area.  . .Michael  M. 
Dacso,  M.D.,  New  York  City,  as  professor  of 
physical  medicine  and  rehabilitation  at  New 
York  University  Medical  Center.  . .Marshall 
J.  Hanley,  M.D.,  Richmond  Hill,  as  medical 
director  of  Bell  Telephone  Laboratories.  . . 
A.  W.  Martin  Marino,  Jr.,  M.D.,  Brooklyn, 
as  chief  of  the  Division  of  Proctology,  Depart- 
ment of  Surgery,  Brooklyn-Cumberland  Medical 
Center.  . .Ian  H.  Porter,  M.D.,  Albany,  to  the 
newly  created  position  of  medical  geneticist 
at  the  Albany  Medical  College.  . .Carl  Towbin, 
M.D.,  New  York  City,  as  full-time  medical 
director  of  the  Tappan  Zee  Mental  Health 
Center,  Inc.,  in  North  Tarrytown. 

Awarded.  Lyman  C.  Craig,  M.D.,  professor 
and  member  of  the  Rockefeller  Institute, 
New  York  City,  the  Albert  Lasker  Basic  Med- 
ical Research  Award  for  creation  and  con- 
tinued development  of  the  counter  current 
distribution  technic  as  an  effective  method  for 
the  separation  of  biologically  and  clinically 
significant  compounds.  . .Harry  H.  Gordon, 
M.D.,  of  the  Albert  Einstein  College  of  Med- 
icine, Yeshiva  University,  the  Grover  F.  Powers 
Award  of  $25,000  a year  for  the  next  five  years 
to  help  translate  new  research  into  practice 
in  the  care  of  mothers-to-be  and  their  babies.  . . 
Donald  E.  Gregg,  M.D.,  a former  University 
of  Rochester  professor,  the  American  Heart 
Association’s  1963  Research  Achievement  Award 
for  his  contributions  to  knowledge  of  the 
coronary  circulation  and  his  far-reaching  in- 
fluence on  fellow  scientists.  . .William  Haddon, 
Jr.,  M.D.,  of  the  State  Department  of  Health, 
a $500  “award  of  merit’’  for  his  study  on  skiing 
injuries.  . .Robert  F.  Pitts,  M.D.,  professor  and 
chairman  of  the  Department  of  Physiology, 


Cornell  University  Medical  College,  the  New 
York  Heart  Association’s  newly  established 
Homer  W.  Smith  award  for  the  most  important 
contribution  to  the  field  of  renal  physiology.  . . 
Vincent  du  Vigneaud,  M.D.,  professor  and 
chairman  of  the  Department  of  Biochemistry 
at  Cornell  University  Medical  College,  the 
Albany  Medical  College  1963  Honorary  Lec- 
tureship Award. 

Speakers.  Smiley  Blanton,  M.D.,  author 
and  psychiatrist,  at  Fordham  University  on 
October  29  as  guest  of  the  1963  “American 
Age”  lecture  series  and  Inquiry  magazine,  a 
journal  of  opinion  published  by  Fordham 
College  students.  . .James  A.  Brussel,  M.D., 
assistant  commissioner.  New  York  State  De- 
partment of  Mental  Hygiene,  as  guest  star 
on  the  Ed  Joyce  program  on  CBS  Radio  on 
October  24.  . .George  E.  Ehrlich,  M.D.,  New 
York  City,  at  a public  forum  on  “Arthritis 
and  the  Care  of  the  Arthritis  Patient”  in 
Forest  Hills  sponsored  by  the  New  York  State 
Chapter  of  the  Arthritis  and  Rheumatism 
Foundation  on  September  30,  and  before  the 
Mexican  Society  for  Traumatology  and  Ortho- 
paedics at  the  Hospital  for  Special  Surgery, 
New  York  City,  on  “Deformities  of  the  Hand 
in  Rheumatoid  Disease”  on  October  1.  . . 
Ernest  M.  Gruenberg,  M.D.,  professor  of 
psychiatry,  Columbia  University  College  of 
Physicians  and  Surgeons,  the  tenth  annual 
Hilda  Freeman  Silverman  Memorial  Lecture, 
“What  is  a Local  Mental  Health  Center?” 
on  October  23.  . .Alfred  Schick,  M.D.,  assistant 
clinical  professor  of  psychiatry.  College  of 
Physicians  and  Surgeons,  Columbia  University, 
before  the  Association  for  the  Advancement  of 
Psychotherapy,  Inc.,  on  November  22  on 
“The  Cultural  Background  of  the  Work  of 
Adler  and  Freud”.  . .Robert  Turell,  M.D., 
New  York  City,  before  the  eleventh  annual 
meeting  of  the  Arizona  Academy  of  General 
Practice,  Scottsdale,  Arizona,  on  October  12, 
in  a panel  discussion  on  “Adenomas  of  the 
Colon  and  Rectum”  and  before  the  Tucson 
Surgical  Society,  Tucson,  Arizona,  October  14, 
on  Adenomas  of  Colon  and  Rectum.” 

Honored.  Lee  S.  Drexler,  M.D.,  Brooklyn 
urologist  and  past-president  of  the  Kings 
County  Medical  Society  and  the  Academy  of 
Medicine  of  Brooklyn,  as  guest  of  honor  at  the 
Society’s  dinner  dance  on  October  23. 

Retired.  John  H.  Evans,  M.D.,  Keeseville, 
as  of  September  28,  following  dedicated  service 
to  the  community  for  fifty-four  years. 
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Abstracts 


Feldman,  R.,  and  Williams,  M.  H.:  Acute 

ventilatory  failure,  New  York  State  J.  Med. 
63:  3355  (Dec.  1)  1963. 

Of  83  patients  with  ventilatory  failure,  67 
were  men.  Chronic  obstructive  pulmonary 
disease  was  present  in  54  of  the  men  and  in  7 
of  the  16  women.  The  mortality  rate  was  18 
per  cent  and  was  highest  among  patients  with 
profound  abnormality  of  arterial  blood  gas 
composition.  However,  acute  ventilatory  fail- 
ure may  be  successfully  treated,  and  most  of  the 
patients  who  died  had  other  serious  diseases  in 
addition  to  chronic  obstructive  pulmonary 
disease.  Arterial  blood  gas  analysis  is  the  most 
important  aspect  of  prompt  diagnosis  and 
proper  treatment. 

Sobel,  G.:  Emulsion  treatment  1962;  review 

of  treatment  1960  to  1962,  New  York  State 
J.  Med.  63:  3361  (Dec.  1)  1963. 

From  1960  to  1962,  grass  and  ragweed  emul- 
sion treatment  was  given  to  318  patients  in 
doses  ranging  from  1,000  to  10,000  PNU  per  cubic 
centimeter,  administered  in  from  one  to  four 
parts.  The  results  were  65  to  67  per  cent  satis- 
factory in  1960,  76  to  77  per  cent  satisfactory 
in  1961,  and  60  to  66  per  cent  satisfactory  in 
1962.  There  was  no  correlation  between 
clinical  results  and  dosage  or  pretreatment 
conjuctival  threshold  level.  Systemic  reac- 
tions decreased  from  16  per  cent  in  1960  to 
below  1 per  cent  in  1962;  immediate  local 
reactions  occurred  in  about  20  per  cent  in  all 
three  years. 

Litchfield,  H.  R.,  Pincus,  J.,  and  Brown, 

S.  S.:  Killed  measles- virus  vaccine.  New  York 

State  J.  Med.  63:  3365  (Dec.  1)  1963. 

Killed  measles- virus  vaccine  was  administered 
to  98  children  aged  six  and  one-half  months 
to  five  years.  It  appears  that  three  injections 
of  the  vaccine  containing  an  adjuvant  but 
without  concentration  of  the  antigen  produced 
neutralizing  antibodies  in  about  50  per  cent  of 
the  children.  However,  there  is  no  real  means 
available  of  measuring  the  efl&cacy  of  a killed 
vaccine;  its  chief  advantage  is  the  relative 
lack  of  reaction. 

Parks,  H.  W.:  Autoantibodies  in  diseases  of 

unproved  etiology.  New  York  State  J. 
Med.  63:  3368  (Dec.  1)  1963. 

The  use  of  experiments  on  animals,  agar  gel 
diffusion,  and  tanned  erythrocyte  test  for 
autoimmune  antibodies  in  thyroid  disease  has 
led  to  the  application  of  these  methods  in  other 
diseases  of  unproved  etiology.  The  tanned 


erythrocyte  test  showed  positive  results  for 
liver  autoantibodies  in  6 of  11  chronic  alcoholic 
patients  with  normal  hver  function  tests  and  in 
7 of  9 chronic  alcohohc  patients  with  Laennec’s 
cirrhosis;  the  test  showed  positive  results  for 
nasal  polyp  autoantibodies  in  9 of  16  patients 
with  nasal  polyps. 

Hoffert,  P.  W.:  Inferior  vena  cava  ligation 

in  abdominoperineal  resection.  New  York 
State  J.  Med.  63:  3381  (Dec.  1)  1963. 

Pulmonary  embolism  is  the  most  common 
cause  of  death  following  abdominoperineal 
resection;  therefore  it  is  suggested  that  the 
inferior  vena  cava  be  ligated  prophylactically  at 
the  conclusion  of  the  abdominal  phase  of  every 
abdominoperineal  resection.  The  possibility 
of  postligation  edema  and  ulceration  of  the 
lower  extremities  may  be  minimized  by  careful 
postoperative  management,  use  of  absorbable 
catgut  in  ligation,  and  ligation  of  inferior  vena 
cava  cephalad  to  at  least  one  and  preferably 
two  lumbar  veins. 

Gordon,  W.:  Choice  of  treatment  in  cancer  of 

thoracic  esophagus.  New  York  State  J.  Med. 
63:  3384  (Dec.  1)  1963. 

Choice  of  treatment  in  cancer  of  the  thoracic 
esophagus  depends  on  age  of  the  patient,  degree 
of  dysphagia,  site  of  tumors,  and  presence  or 
absence  of  involvement  of  respiratory  tract. 
The  following  procedures  are  recommended: 
in  patients  under  sixty-five  years,  excision  if 
possible;  in  older  patients,  excision  of  tumor  in 
lower  haK  and  radiation  of  tumor  in  upper  half; 
in  tumor  involving  respiratory  tract  or  aorta, 
bypass  operation  followed  by  radiation;  and  in 
complete  obstruction  of  esophagus,  cervical 
esophagotomy,  and  gastrostomy. 

Krakowski,  A.  J.:  Chlordiazepoxide  in  treat- 

ment of  children  with  emotional  disturbances. 
New  York  State  J.  Med.  63:  3388  (Dec.  1) 
1963. 

Fifty-one  children  and  adolescents  with 
various  emotional  disturbances  were  treated 
with  chlordiazepoxide  (Librium)  for  symptoms 
of  anxiety.  Marked  or  good  remission  of 
symptoms  occurred  in  66.6  per  cent.  Side- 
effects  occurred  in  a few  patients  but  were 
relieved  by  dosage  adjustment  in  all  but  1 pa- 
tient. Parent  attitudes  were  felt  to  effect  the 
usefulness  of  the  drug.  The  drug  was  most 
beneficial  in  neurotic  patients,  then  in  those  with 
adjustment  reactions  of  childhood  with  neurotic 
traits  and  conduct  disorders,  and  finally  in 
mental  retardees  with  behavioral  reactions. 
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Abstracts  in  Interlingua 


[ 

I Feldman,  R.,  e Williams,  M.  H.:  Acute 

I disfallimento  ventilatori  (anglese).  New  York 
• State  J.  Med.  63:  3355  (1  de  decembre)  1963. 

Inter  83  patientes  con  disfallimento  ventila- 
tori, 67  esseva  masculos.  Chronic  morbo  de 
obstruction  pulmonar  esseva  presente  in  54  del 
masculos  e in  7 del  16  femininas.  Le  mortali- 
tate  esseva  18  pro  cento,  le  plus  alte  inter  le 
varie  gruppos  de  patientes  con  profunde  anor- 
imalitate  del  composition  gasose  in  le  sanguine 
I arterial.  Tamen,  acute  disfallimento  venti- 
(latori  pote  esser  tractate  a bon  successo,  e le 
; majoritate  del  patientes  qui  moriva  habeva 
' altere  serie  morbos.  Le  analyse  del  componente 
gasose  in  le  sanguine  arterial  es  le  plus  im- 
portante  aspecto  de  un  prompte  diagnose  e del 
' appropriate  tractamento. 

. Sobel,  G.:  Tractamento  a emulsion  in  1962; 

i revista  del  tractamento  ab  1960  ad  1962  (ang- 
\lese),  New  York  State  J.  Med.  63:  3361 

(1  de  decembre)  1963. 

Inter  1960  e 1962,  emulsion  de  gramine  e de 
ambrosia  esseva  administrate  a 318  patientes  in 
doses  que  variava  inter  1.000  e 10.000  PNU 
per  centimetro  cubic  in  inter  un  e quatro  partes. 
Le  resultatos  esseva  satisfacente  in  65  a 67  pro 
cento  del  casos  in  1960,  in  76  a 77  pro  cento  in 
1961,  e in  60  a 66  pro  cento  in  1962.  Esseva 
constatate  nuUe  correlation  inter  le  resultatos 
clinic  e le  dosage  o le  nivello  limine  del  con- 
junctiva ante  le  tractamento.  Le  reactiones 
constitutional  declinava  ab  16  pro  cento  in  1960 
ad  infra  1 pro  cento  in  1962.  Immediate 
reactiones  local  occurreva  in  circa  20  pro  cento 
del  casos  in  omne  le  tres  annos. 

Litchfield,  H.  R.,  Pincus,  J.,  e Brown,  S. 

S.:  Vaccino  de  occidite  virus  de  morbillos 

[anglese).  New  York  State  J.  Med.  63:  3365 

(1  de  decembre)  1963. 

Vaccino  de  occidite  virus  de  morbillos  esseva 
administrate  a 98  juveniles  de  etates  de  ab  sex 
menses  e medie  ad  cinque  annos.  II  pare  que  tres 
injectiones  del  vaccino  continente  un  adjuvante 
sed  sin  concentration  del  antigeno  produceva 
anticorpore  neutralisante  in  circa  50  pro  cento 
del  subjectos.  Tamen,  il  non  existe  xm  fidel 
medio  pro  mesurar  le  efficacia  del  occidite  vac- 
cino. Su  major  avantage  es  le  relative  ab- 
sentia de  reactiones  secundari. 

Parks,  H.  W.:  Autoanticorpore  in  morbos  a 

indeterminate  etiologia  [anglese).  New  York 
State  J.  Med.  63:  3368  (1  de  decembre)  1963. 

Le  uso  de  experimentos  in  animales,  de  diffu- 


sion in  gel  de  agar,  e de  tests  a tannate  erythro- 
cytos  pro  anticorpore  autoimmun  in  morbo 
thyroidee  ha  ducite  al  apphcation  de  iste  meth- 
odos  a casos  de  altere  morbos  de  indeterminate 
etiologia.  Le  test  a tannate  erythrocytos 
revelava  per  resultatos  positive  le  presentia  de 
autoanticorpore  hepatic  in  6 de  11  patientes 
alcoholic  con  normal  tests  de  function  hepatice 
in  7 de  9 chronic  alcoholicos  con  cirrhosis  de 
Laennec.  Le  test  monstrava  resultatos  positive 
pro  autoanticorpore  de  polypo  nasal  in  9 de 
16  patientes  con  polypos  nasal. 

Hoffert,  P.  W,:  Ligation  de  vena  cave  inferior 

in  resection  abdominoperineal  [anglese).  New 
York  State  J.  Med.  63:  3381  (1  de  decembre) 

1963. 

Embolismo  pulmonar  es  le  causa  le  plus 
commum  de  morte  post  resection  abdomino- 
perineal. Per  consequente  il  es  proponite  que 
le  vena  cave  inferior  sia  ligate  prophylactica- 
mente  al  conclusion  del  phase  abdominal  de 
omne  resection  abdominoperineal.  Le  possibili- 
tate  de  edema  e ulceration  occurrente  post  le 
ligation  in  le  extremitates  inferior  pote  esser 
quasi  eliminate  per  un  caute  tractamento  post 
le  operation,  per  le  uso  de  absorbibile  catgut  in  le 
ligation,  e per  le  effectuation  del  hgation  del  vena 
cave  inferior  in  direction  cephalic  usque  a al 
minus  un  e preferibUemente  duo  venas  lumbar. 

Gordon,  W.:  Selection  del  tractamento  in 

cancere  del  esophago  thoracic  [anglese).  New 
York  State  J.  Med.  63:  3384  (1  de  decembre) 

1963. 

Le  selection  del  tractamento  in  cancere  del 
esophago  thoracic  depende  del  etate  del  pa- 
tiente,  del  grado  de  dysphagia,  del  sito  del 
tumores,  e del  absentia  o presentia  de  un  affec- 
tion del  vias  respirator!.  Le  sequente  procedi- 
mentos  es  recommendate:  In  patientes  de 

minus  que  sexanta-cinque  annos  de  etate,  ex- 
cision in  tanto  que  possibile;  in  patientes  de 
plus  avantiate  etates,  excision  de  tumor  in  le 
medietate  inferior  e irradiation  de  tumor  in  le 
medietate  superior;  in  tumor  afficiente  le  vias 
respirator!  o le  aorta,  operation  circuitori  se- 
quite  de  radiation;  e in  complete  obstruction 
del  esophago,  esophagotomia  cervical  e gastro- 
stomia. 

Krakowski,  A.  J.:  Le  uso  de  chlordiaze- 

poxydo  in  le  tractamento  de  juveniles  con 
disturbationes  emotional  [anglese).  New  York 
State  J.  Med.  63:  3388  (1  de  decembre) 

1963. 

Cinquanta-un  juveniles  e adolescentes  con 
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vane  disturbationes  emotional  esseva  tractate 
con  chlordiazepoxydo  (Librium)  pro  symptomas 
de  anxietate.  Un  marcate  o satisfacente  re- 
mission del  symptomas  occurreva  in  66,6  pro 
cento  del  casos.  Adverse  effectos  secundari 
occurreva  in  un  basse  numero  de  patientes, 
sed  illos  esseva  alleviate  in  omnes — con  im 
exception — per  un  adjustamento  del  dosage. 
Le  attitudes  manifestate  per  le  parentes  pareva 


afl&cer  le  utilitate  del  pharmaco.  Le  pharmaco 
esseva  le  plus  benefic  in  patientes  neurotic. 
Illo  esseva  de  efficacia  intermedia  in  patientes 
con  reactiones  de  adjustamento  de  pueritia 
exhibiente  characteristicas  neurotic  e disordines 
de  conducts.  Le  tertie  rango,  in  le  gradation 
del  efficacia  del  pharmaco,  esseva  illo  del  gruppo 
de  patientes  con  retardation  mental  e reactiones 
behavioral. 


Redway 

Medal 


The  third  Laurance  David  Redway  Medal  will  be  awarded  at  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York  which  will  be  held  in 
New  York  City,  February  10  to  14,  1964. 

A gold  medal  and  cash  prize  of  $500  in  memory  of  the  late  editor  of  the  New 
York  State  Journal  of  Medicine  is  awarded  annually  for  the  article 
judged  to  be  the  most  outstanding  of  those  which  appeared  in  the  Journal 
during  the  previous  year. 

Every  Journal  subscriber  is  invited  to  send  his  nomination  to  the  editor  of  the 
Journal  for  the  best  article  which  appeared  in  the  Journal  in  1963,  giving 
brief  reasons  for  the  choice. 

Nominations  must  reach  the  editor  by  December  31,  1963.  They  should  be 
addressed  to  William  Hammond,  M.D.,  Editor,  New  York  State  Journal  of 
Medicine,  750  Third  Avenue,  New  York,  New  York,  10017. 
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Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  vrhat  they  want;  you're 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


ciinsliiias  Seals 
mean  happier  homes 


Chrisimas  Seals 
Fight  Tuberculosis 
and  other 

Respiratory  Diseases 


Under  the  generic  name 

for  lower  costs  to  your  patients 

Meprobamate  Tablets 

400  mg.  U.S.P. 

Quality  controlled  by  West-vA^ard 

Literature  available  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 
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WANTED! 

AUGUST  15,  1962  ISSUE 
OF  THE  JOURNAL 

We  should  very  much  appreciate 
your  donating  this  back  issue  to  the 
Society.  We  are  in  short  supply, 
and  need  this  particular  back  num- 
ber for  foreign  and  medical  school 
requests.  Please  send  to : New  Y ork 
State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 
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Woman's  Auxiliary 


L 


Program  for  the  year 


Mrs.  Ezra  A. 
Wolff,  address- 
ing the  Wom- 
an’s Auxil- 
iary  at  her  in- 
auguration in 
May,  pre- 
sented her 
theme  for  the 
year,  “ A d - 
vance  Aux- 
iliary Aims,” 
and  outlined 
the  procedures 
designed  to 
achieve  it. 

Public  rela- 
tions will  be  ex- 
panded by  in- 
viting  key 
women  from  various  medically  oriented  groups 
to  auxiliary  meetings  for  the  development  of  a 
broader  community  understanding  of  medical 
strengths  and  problems.  Mrs.  Wolff  also  men- 
tioned that  the  estabhshment  of  an  auxiliary  to 
the  New  York  State  Association  of  the  Profes- 
sions might  well  be  of  great  benefit  to  all  the 
professions. 

Medical  legislation  will  be  presented  to  each 
member  as  an  individual  responsibility.  County 
legislation  chairmen  will  keep  members  fully  in- 
formed regarding  all  pertinent  articles  and  alert 
them  to  the  positions  of  the  Society  and  Auxiliary 
on  legislative  matters.  The  Legislation  Com- 
mittees will  advise  members  on  how  to  become 
dynamic  “doers”  by  bringing  factual  informa- 
tion to  their  home  communities.  Emphasis 
will  be  placed  on  the  deleterious  effects  on 
medical  care  of  increasing  control  and  dictation 
by  the  Federal  government. 

To  extend  the  community  contacts  for  the 
work  of  these  committees  she  urged  a general 
effort  to  increase  membership  in  the  Auxiliary 
and  said,  “Each  new  member  should  be  wel- 
comed warmly  and  made  to  feel  needed  by 
giving  her  some  specific  Auxiliary  assignment.” 

Mrs.  Wolff  also  suggested  that  each  auxiliary 


president  ask  permission  of  her  coimty  medical 
society  president  to  have  the  auxiliary  chairmen 
of  legislation,  voluntary  medical  care  plans, 
public  health,  and  public  relations  invited  to 
attend  the  meetings  of  the  corresponding  com- 
mittees of  the  county  society.  This  would  help  ^ 
to  provide  guidance  and  orientation  for  chair- 
men whose  programs  involve  the  public.  * 

Members  were  advised  to  read  the  AM  A ^ 
News,  Today’s  Health,  New  York  State  < 
Journal  of  Medicine,  and  Medical  EcoTwmics 
in  addition  to  the  various  Auxiliary  publications  i 
for  up-to-date  information  on  their  husbands’ 
profession.  Special  reference  was  made  to  the 
article  “Ethics  Code  for  Physicians’  Wives 
Discussed”  in  the  April  29  issue  of  AMA  News. 

General  Auxiliary  programs  in  support  of 
health  careers  scholarships.  Physicians’  Home 
and  American  Medical  Association  Education 
and  Research  Foundation  are  to  be  continued. 
Mental  health  programs,  health  poster  contests, 
and  various  philanthropic  programs  were  ap- 
proved for  individual  auxiliaries  that  have  con-  , 
ducted  these  in  the  past  and  wish  to  continue 
them. 

Mrs.  Wolff  then  reported  adoption  by  the 
national  Auxiliary  in  Chicago,  last  June,  of  a 
new  standing  committee,  the  International 
Health  Activities  Committee.  Favoring  its 
adoption  by  aU  county  auxiliaries,  she  reported 
that  half  the  world  is  on  a starvation  diet.  In 
some  underdeveloped  countries  there  is  only  one 
doctor  for  each  half  million  people.  Project 
Hope  sponsored  by  American  doctors,  and  not  a 
government  program,  is  helping  to  alleviate 
some  of  the  suffereing  of  such  people.  Such 
activities,  projected  for  the  International 
Health  Committee,  will  contribute  toward 
prevention  of  the  growth  of  communism  which 
flourishes  in  the  soil  of  underprivileged, 
unrest,  and  iU  health. 

After  cautioning  members  to  avoid  any  tinge 
of  prejudice  in  all  Auxiliary  activities,  she 
stressed  the  importance  of  service  and  closed 
her  remarks  with"’  Dr.  Albert  Schweitzer’s 
advice  to  Dr.  Tom  Dooley,  “I  do  not  know  what 
your  destiny  may  be,  but  this  I do  know,  you 
will  always  have  happiness  if  you  seek  and  find 
How  to  Serve.” 


Mrs.  Ezra  A.  Wolff 
President 


I' 
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effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 

Also  available  without  codeine  as 
‘EMPRAZIL’®  TABLETS 


Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

‘^'burroughs  WELLCOME  & GO  (U.S.A.)  INC. 


Tuckahoe,  N.  Y. 


MEDICAL  SOCIETY 
OF  THE  STATE 
OF  NEW  YORK 


Annual  Dinner  Dance 


WEDNESDAY 

FEBRUARY  12,  1964 

IMPERIAL  BALLROOM 
AMERICANA 

Seventh  Avenue 
& 52nd  Street 
New  York  City 


in  honor  of 

WILLIAM  L.  WHEELER,  JR.,  M.D. 

President 


Reception  at  7 p.m. 

Gourmet  Dinner 
Music  by  Ben  Cutler 
Dress  Optional 

Subscription  $17.50  Per  Person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send  me tickets  for  the  Annual  Dinner  Dance  on  February  12. 

Enclosed  please  find  my  check  for . 


NAME 


ADDRESS 


Please  attach  guest  list 
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Index  to  Advertised  Products 

Analgesics 

Bayer  Aspirin  (Bayer  Aspirin  Company) 2nd  cover 

Antacids 


Maalox  (William  H.  Rorer,  Inc.) 3354 

Antibiotics 

'Declomycin 

(Lederle  Laboratories. 

Div.  Amer.  Cyanamid  Co.) 3346-3347 

Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 3335 

Antineuritics 

Coenzyme-B 

(Barrows  Biochemical  Products  Corp.) 3325 

Antitussives 

Emprazil-C 

(Burroughs  Wellcome  & Company,  Inc.) 3453 

Tussicalm  (Roussel  Corp.) 3331 

Antivertigo 

Antivert  (J.  B.  Roerig  & Company) 3317 

Beverages 

Coca-Cola  (Coca-Cola  Company) 3460 

Bronchopulmonary 

Hycomine  Syrup  (Endo  Laboratories) 3329 

Coryza  inhibitors 

Coricidin  (Sobering  Corp.) 3345 

Diagnostic  instruments 

ECG  (Sanborn  Company) 3343 

Digestive  relaxants 

Decholin-BB  (Ames  Company,  Inc.) 3rd  cover 

Foods 

Margarine  (J.  H.  Filbert,  Inc.) 3341 

Gastrointestinal 

Pro-Banthine  (G.  D.  Searle  & Company) 3353 

Liquors 

Hennessy  Cognac  (Schieffelin  & Company) 3338 

Local  anesthetics 

Culminal  (Culminal,  Inc.) 3323 

Muscle  relaxants 

Trancopal  (Winthrop  Laboratories) 3321 

Respiratory  liquifacients 

lodo-Niacin  (Cole  Chemical  Company) 3339 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  Laboratories) 4th  cover 

Steroids  & hormones 
Aristocort 

(Lederle  Laboratories, 

Div.  Amer.  Cyanamid  Co.) 3332-3333 


Tranquilizers 

Miltown  (Wallace  Laboratories) 

Vaginal  douches 

Irrigol  (Alkalol  Company) 

Vitamins 

Cloc  Drops  (White  Laboratories) 


3318-3319 
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POWDER  OF  ELEGANCE 

Soothing  • Cleansing 
Deodorizing 
Non-irritating 

The  feminine  hygiene  that  appeals. 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


From  braces 
to  wheelchair 
to  bed  . . . 
that  is  the 
tragic  life  story 
of  a child  with 
muscular  dystrophy. 

Please  contribute  to  the 

MARCH  FOR 
MUSCULAR  DYSTROPHY 


. . 3337 
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Officers  / County  Medical  Societies  / 1963 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus  . 

Cayuga 

Chautauqua . 
Chemung  . . . 
Chenango.  . . . 

Clinton 

Columbia. . 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston . . . 

Madison 

Monroe 

Montgomery. 

Nassau  

New  York.  . . . 

Niagara 

Oneida 

Onondaga . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond . . . 
Rockland .... 
St.  Lawrence. 

Saratoga 

Schenectady . 
Schoharie.  . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins  . . 

Ulster 

W arren 

Washington. . 

Wayne 

Westchester  . 
Wyoming  . . 
Yates 


Francis  A.  Stephens Albany 

John  F.  Glosser Wellsville 

Jerome  B.  Flynn Bronx 

Michael  J.  Maggiore Endicott 

Charles  J.  Barranco Salamanca 

William  W.  Robertson Auburn 

Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Charles  L.  Dubuar Sherburne 

John  Menustik.  Jr Plattsburgh 

Robert  L.  Bowerhan Copake 

William  J.  McAuliffe Cortland 

Harry  J.  Wilbur Walton 

James  K.  Keeley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Hans  Leeds Catskill 

Arthur  H.  MuUigan Herkimer 

Thomas  P.  Hamilton . . . Watertown 

Julius  E.  Stolfi Brooklyn 

John  H.  Brooks Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Charles  R.  Harris . . . East  Rochester 

Philip  Cortese Amsterdam 

Raymond  F.  Smith ....  Garden  City 

George  Himler New  York 

William  R.  Lewis ....  Niagara  Falls 

E.  P.  Russell,  Jr Rome 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Lome  S.  Tieman Middletown 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  Duston  Rames.Cooperstown 

John  del  Campo Carmel 

I.  G.  Frohman. . . . Rockaway  Beach 

John  Enzien Troy 

Joseph  F.  Shanaphy New  Dorp 

L.  G.  Weishaar,  Jr Nanuet 

Lanpher  C.  Weston Massena 

John  Esposito Saratoga  Springs 

Norman  D.  Kathan.  . .Schenectady 

Donald  Rich  Lyon Middleburg 

James  J.  Norton  ....  Montour  Falls 

Bruno  Riemer Romulus 

Ralph  F.  Traver Bath 

Jesse  W.  Mahoney . . . East  Setauket 

Jacob  Rubin Woodbourne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

John  A.  Cooke,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Walter  S.  Bennett Granville 

Evan  Tansley Newark 

James  M.  Jones Bronx ville 

Leo  L.  Trnka Arcade 

Wilfred  D.  McCusker Penn  Yan 


John  J,  Phelan,  Jr Albany 

Kurt  Zinner Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L,  Beck,  Jr Glean 

Henry  J,  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Thomas  C.  Seymour Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  D,  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A,  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falls 

James  L.  Harrington ....  Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn. . Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky.  . Rochester 
Helen  M.  Blanchard ....  Amsterdam 

Louis  Buch Baldwin 

William  L.  Wheeler,  Jr.,  .New  York 

William  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger. . . .Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt. . . Oswego 

John  M.  Constantine , .Oneonta 

Ammiel  D.  Schwartz Brewster 

Peter  V.  Gugliuzza Hollis 

John  Squadrito Troy 

John  H.  Randall Staten  Island 

S.  B.  Adler Spring  Valley 

William  R.  Carson Potsdam 

Claire  K.  Amyot . . Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  Dewell Cobleskill 

Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falls 

Milton  Tully Horaell 

Milton  Gordon Huntington 

Alan  R.  Fried. . . .Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Charles  R.  Bannon Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Robert  E.  Healy Mt.  Kisco 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Pen  Yan 


Lewis  W.  Barton Albany 

Kurt  Zinner Wellsville 

Harold  E.  Brodman Bronx 

F.  Maurice  Breed ....  Johnson  City 
Duncan  C.  Wormer Portville 


Robert  J.  Schaffer Auburn 

C.  Otto  Lindbeck Jamestown 

Henry  B.  Marshall Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Thomas  C.  Seymour Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond.  . .Johnstown 

James  McCutcheon Batavia 

Mahlon  H.  Atkinson Catskill 

Timothy  J.  Howard Newport 

James  L.  Harrington. . . .Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Robert  F.  Schramm Cazenovia 

T.  Paul  Guest Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr.  Niagara  Falls 

Theodore  F.  Thomas Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger. . . Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt ....  Oswego 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Victor  S.  Lait Flushing 

Joseph  Lasko Troy 

J.  J.  Silverman Staten  Island 

D.  Hyman Suffem 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

Louis  P.  'Tischler Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer . . Waterloo 

Milton  Tully Homell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried. . . .Livingston  Manor 

Paul  Zoltowski Waverly 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman  . . . Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  Woodhull Scarsdale 

Newland  W.  Fountain  ....  Warsaw 
R.  J.  Harpending Penn  Yan 
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What  are  your  fellow  physicians 
doing  right  now?  Reading  the 

NEW  YORK  STATE  JOURNAL 


GREENMONT-ON-HUDSON  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  yoric 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D.,  Director 


OF  MEDICINE, 


of  course. 


New  subscribers  are  invited  to  join  the 
thousands  of  doctors  who  regularly  read  the 
Journal — with  relaxed,  purposeful  pleasure. 


HOLBROOK  MANOR  Tome^ 

Five  Acres  of  Pinewo^  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  0-P-»  M.A.P.A, 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


Write  for  our  special  introductory  offer  to 
non-member  subscribers  . . . 


The  New  York  State  Journal  of  Medicine 
750  Third  Avenue,  New  York  17,  N.  Y. 


PINEWOOD 


Waller  A.  Thompson,  M.O.,  F.A.P.A. 
Physician  in  Charge 


J.  Epslein,  M.D.,  L.F.A.P.A.— L.  Wendet,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel;  CEnIral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


‘7'ri/  to  look  more  like  an  end  table,  dear,  or  I’ll  never 
make  up  my  mind  where  to  put  the  telephone.” 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Josephus  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Memcal  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


YOUNG  G.P.  WANTED— IN  MANHATTAN.  SPAN- 
ish  speaking  necessary.  Eventual  partnership.  $15,000 
to  start.  Box  795,  % N.Y.  St.  Jr.  Med. 


WANTED:  GENERAL  PRACTITIONER,  YOUNG. 

South  Shore,  Long  Island.  Salary  two  years,  then  partner- 
ship. P.O.  Box  596,  Sayville,  New  York. 


UNUSUAL  PRACTICE  OPPORTUNITY;  GENERALIST 
or  internist  urgently  needed  in  ideal  practice  location. 
Attractive,  western  New  York  village,  medical  center 
for  20,000  population;  modern,  fully  accredited  open 
staff  hospital;  excellent  schools  and  recreation  facilities. 
Nearby  university  medical  and  cultural  center.  Coverage 
for  free  week-ends,  days  off,  and  vacations.  Box  824, 
% N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST  WANTED:  LICENSED  IN  NEW 
York  State;  Long  Island  area;  attractive  income,  good 
working  conditions.  Box  829,  % N.  Y.  St.  Jr.  Med. 


OPPORTUNITY  FOR  BOARD  CERTIFIED  OR  BOARD 
eligible  anesthesiologist,  fee  for  service  bases,  134  bed 
hospital,  approved  by  J.C.H.A.,  located  in  a progressive 
and  friendly  city  in  tbe  picturesque  north  country  of 
Champlain  Valley.  University  within  city  limits;  fine 
educational  and  cultural  advantages;  excellent  opportunity 
for  qualified  physician.  Address  replies,  including  resume, 
to:  Box  421,  Plattsburgh,  New  York. 


GENERAL  PRACTITIONER,  ROCHESTER,  NEW 
York,  wants  partner  who  may  take  over  later.  Good  in- 
ternal medical  knowledge  necessary.  Unlimited  oppor- 
tunity  with  real  time  off.  Income  unusual.  Box  808,  % 
N.Y.  St.  Jr.  Med. 


GARDINER,  N.Y.  NEEDS  A GOOD,  GENERAL  PRAC- 
titioner.  Midst  farm,  vacation,  state  college  area.  Popula- 
tion growing.  Nearest  physician  12  miles.  Contact  C. 
L.  Schoomaker,  Civic  & Taxpayers  Assn.,  Box  49,  Gardiner, 
N.Y.  12525,  or  caU  914  AL  6-6700. 


G.P.  ASSOCIATE  NEEDED  FOR  G.P.  GROUP,  L.I., 
New  York  suburb.  Eventual,  full  partnership.  Unusual 
opportunity.  Box  839,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  AND/OR  YOUNG  IN- 
ternist  in  family  practice  to  associate  with  well  established 
medical  group.  $12,000  per  annum,  bonus  arrangement, 
later  partnership.  Write  or  call  Patchogue  Medical  Group, 
1 Roe  Blvd.,  Patchogue,  N.Y.  GRover  5-3900. 


NEW  YORK  CITY:  STAFF  PSYCHIATRIST— FULL 

time  position  in  active,  private,  psychiatric  hospital. 
New  York  license  or  eligibility,  and  3 years’  accredited 
residency  required.  Write:  Stephen  M.  Smith.  Director, 
Gracie  Square  Hospital,  420  East  76th  St.,  New  York 
City. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  aervice-j-33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.,  221  W.  41st  St.,  New  York  36,  N.Y. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED  1960,  AGE  34, 
family,  veteran.  Extensive  experience;  desires  fee  for 
service  or  group  arrangement  in  metropolitan  or  suburban 
area.  Box  823,  % N.Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Sept,  and  Feb.  naduation. 
Well  trained  and  highly  qualified  personnel  (male  & 
female)  also  available  at  other  times.  Phone  CH  2-2330, 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.Y.  (Founded  1936  by  two  member  physicians). 


ANESTHESIOLOGIST  WANTS  REGULAR  PART  TIME 
work  in  N.Y.C.  or  adjacent  N.J.  No  nights  or  weekends. 
Apply  fuUy  to  Box  832,  % N.Y.  St.  Jr.  Med. 


GENERAL  SURGEON  WISHES  TO  ASSOCIATE  WITH 
older  surgeon,  practicing  in  or  around  New  York  City,  who 
is  planning  to  retire.  He  will  be  available  July  1964 
Box  840,  % N.Y.  St.  Jr.  Med. 


OTOLARYNGOLOGIST,  AGE  34,  BOARD  ELIGIBLE, 
seeks  association  or  location.  Skilled  in  microsurgery. 
Box  841,  % N.  Y.  St.  Jr.  Med. 


PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTICE,  OTSEGO  COUNTY.  LOVELY 
home-oflSce  combination.  Fully  equipped  with  X-ray, 
diathermy,  etc.  Sale  or  rent.  Box  803,  % N.Y.  St.  Jr. 
Med. 


GENERAL  PRACTICE,  NEAR  ALBANY.  HOME- 
office  combination;  fully  equipped.  Large  practice, 
for  sale  or  rent,  due  to  physician’s  death.  Mr.  A.  Miller, 
17  Church  St.,  Nassau,  N.Y. 


GENERALIST  TO  TAKE  OVER  OLD,  ESTABL.  PRAC- 
tice  in  beaut,  home-office,  compl.  equipyed,  furn.  Upstate, 
throughwy  exit.  Accred.  hosp..  Health  Off.,  school  phys. 
pos.  Immed.  income.  Box  837,  % N.Y.  St.  Jr.  Med. 


E.  N.  T.  & ALLERGY  PRACTICE  FOR  SALE;  UPSTATE 
New  York,  excellent  fishing,  boating,  hunting,  skiing. 
Reason  for  retirement — old  age.  Unlimited  opportunity 
for  active  man  with  surgical  training.  Open  hospital; 
new  hospital  in  plaiming  state.  Box  838,  % N.Y.  St.  Jr. 
Med. 


PRACTICE  WANTED 


G.P.  DOING  OB  AND  GYN,  INTERESTED  IN  PART- 
nership  or  purchase  of  an  office.  Prefer  home-office 
combination,  Brooklyn,  Queens,  Manhattan  area.  Box 
842,  %N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  SEEKS  INITIAL  LOCA- 
tion;  practice  opportunity,  in  southern  New  York  State. 
Box  843,  % N.  Y.  St.  Jr.  Med. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


OFFICE  SUITES  AVAILABLE.  NEW  MEDICAL 
building,  Kinnelon,  N.  J.,  Morris  County.  Area  in  need 
of  doctors.  Henry  D.  Ricker,  Broker,  Butler,  N.J. 
TE  8-0400. 


YONKERS,  COR.  BRONX  RIVER  RD.  FOR  RENT  OR 
sale,  new  2 fam.  brick,  suitable  for  oflSce.  Excel,  resid. 
loc.  in  area  of  new  apt.  houses.  914  BE  7-5271  eves. 


SALE  OR  RENT:  COMPLETE  OFFICE,  FURNITURE, 
equipment  for  dermatologist.  West  Side,  Cent.  Loc. 
$250  rent.  Large  office.  Box  821,  % N.Y.  St.  Jr.  Med. 


SHARE  OFFICE  IN  SMALL,  AIR  CONDITIONED 
professional  bldg,  occupied  by  established  E.N.T.  physi- 
cian in  rapidly  growing  populous,  Plainview,  L.I.,  near 
hospital.  Suitable  most  specialties.  WE  8-4800  or  IV 
6-1900. 


CHOICE  TIME  AVAILABLE,  NEW  OFFICE,  MEDICAL 
Arts  Bldg.,  Plainview,  L.  I.  Excellent  location.  Call 
WElls  1-4298. 


SALE:  BONANZA!  FOR  PEDIATRICIAN,  INTERN- 

ist,  or  G.P.  Unexcelled  location  for  “instant  success.” 
Northeast  Queens.  Main  intersection;  exploding  popula- 
tion. Office-home  comb.  $38,500.  516  Pioneer  6-0769. 


FOR  SALE:  MODERN  7 ROOM,  2 BATH  HOUSE  ON 
Main  Street,  115  miles  from  New  York  City.  Ideal  for 
M.D.  Hospital  1 mile  away.  Urgent  need  of  physician. 
Phone  516  HU  7-1807. 


70TH  ST.,  315  WEST,  N.Y.C. 

Lincoln  Center  Area 

Specifically  designed  medical  suites  in  new,  air-conditioned, 
luxury  apartment  building.  Suites  consist  of  waiting  room, 
office,  4 or  6 examining  rooms  and  2 lavatories.  Each  suite 
has  private  street  entrance.  Garage  space  on  premises. 
Renting  office  on  site  or  phone  TR  7-9575. 


NEW  PROFESSIONAL  BUILDING,  CENTRAL  SUF- 
folk  County,  L.I.  Great  need  for  GPs,  pediatrician,  ob- 
stetrician, psychiatrist,  etc.  Near  hospitals.  Established 
practitioners  in  building.  Call  516  JU  8-9041. 


FULLY  EQUIPPED  OFFICE  FOR  E.E.N.T.  DOCTOR. 
Great  Kills,  Staten  Island,  N.  Y.  Recently  deceased 
— 25  yrs.  lucrative  practice.  Appointment  on  accredited 
hospital  staff  available.  Excellent  opportunity  for  E.N.T. 
or  eye  specialist.  Mrs.  E.  Shepard,  601  Ocean  Terrace, 
Staten  Island  1,  N.Y.  Phone  GI  8-9421. 


FOR  SALE  IN  POUGHKEEPSIE,  N.Y.  LUXURIOUS  4 
year  old  combined  home  and  office.  Home  has  2800  sq. 
ft.  of  living  space  including  4 bedrooms,  3'/s  baths,  den, 
kitchen,  dinette,  dining  room,  living,  room  and  very  large, 
wood  panelled  playroom  with  built-in  bar.  Office  has  wait- 
ing room,  secretary’s  room,  consulting  room,  2 treatment 
rooms,  dark  room  and  storeroom  as  well  as  toilet.  There 
is  central  air  conditioning  in  Ixith  home  and  office.  This 
house  cost  $90,000  to  build  and  is  available  at  a consider- 
able sacrifice.  For  further  information  write  to  Box 
833,  % N.Y.  St.  Jr.  Med. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


EAST  67TH  ST.  BETWEEN  PARK  & MADISON  AVES. 
Office  for  psychiatrist:  rent  $175.00.  Call  4-6.  RH 

4-6999. 


FOR  SALE:  OFFICE,  GENERAL  PRACTICE  IN 
densely  populated  area.  East  Bronx,  New  York.  Good 
opportunity.  Box  836,  % N.Y.  St.  Jr.  Med. 


FOR  SALE— OFFICE-HOME,  QUEENS  VILLAGE., 
N.  Y.  C.  Doctor  owned;  moving  out  of  state.  7 room 
house;  4 room  office,  fully  equipped.  2>/s  baths.  HO 


FOR  SALE:  BAY  SHORE,  L.I.,  N.Y.  PROFESSIONAL 
office-home,  physician  or  dentist;  air-conditioned;  center 
of  town,  opposite  post  office;  $22,000.  By  appointment, 
516  MO  5-5062. 


FOR  SALE:  ILLNESS.  PRIVATE  REHABILITATION 
Center.  mid-Manhattan.  Complete,  modern  equipment 
for  physical  medicine  and  internal  medicine.  Radio- 
graphic  and  electrodiagnostic  equipment.  Going  organi- 
zation. Complete,  well-trained  staff.  About  4,000  sq.  ft. 
Reasonable  rental.  Suitable  for  group.  Contact:  Mr. 
Herbert  Schrank,  122  East  42nd  St.,  New  York. 


FOR  RENT:  PROFESSIONAL  SPACE;  SHARE  LARGE 
suite  with  established  dentist  in  fast  growing  Rego  Park 
area.  Call  NR  2-5844. 


RADIOLOGIST  WISHES  TO  SHARE  HIS  ATTRAC- 
tive,  diagnostic  office  with  radiologist.  East  61st  Street 
Manhattan;  new  building.  TE  8-0350. 


HARRISON,  WESTCHESTER  COUNTY,  NEW  YORK. 
Suite  available,  3 rooms  and  bath;  convenient  location. 
Formerly  used  as  office  by  physician  now  deceased.  Call 
914  TEnnyson  5-2727. 


WASHINGTON  HEIGHTS  NEAR  181ST  ST.  FOR 
rent:  6 room  apartment,  2 haths,  first  floor,  vacated  by 
retiring  physician  Dec.  31st.  WA  7-4545  after  6. 


GENERAL  PRACTICE,  QUEENS  COUNTY.  HOME- 
office,  choicest  location,  23  years.  Rent  with  option  to  buy. 
212  FA  7-4750. 


CHARMING,  SIX  ROOM,  STUCCO  HOUSE  LOCATED 
on  Central  Ave.,  White  Plains,  N.Y.  Two-car  garage, 
lovely  grounds.  Corner  lot  by  a bus  stop;  plenty  of 
parking  space.  Excellent  for  professional  use.  Rent 
$425.00  per  month.  914  SCarsdale  3-7680;  AR  3-8263. 


EQUIPMENT  WANTED 


WANTED:  X-RAY  MACHINE  200-300  M.A.  MOTOR 

driven  table  and  spot  device;  rotating  anode  tubes.  Box 
835,  % N.Y.  St.  Jr.  Med. 
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too,  is  compatible  with  a well- 
balanced  menu.  As  a pure,  wholesome  drink,  it  provides  a bit  of 
quick  energy. . . brings  you  back  refreshed  after  work  or  play.  It 
contributes  to  good  health  by  providing  a pleasurable  moment’s 
pause  from  the  pace  of  a busy  day. 


Bottin  of  4, 
8 and  16  oz. 


SABDa 


. . . the  most  widely  used 
ethically  promoted 
bath  oil 


■■'7577! 


t 

c 

V’. 


With  the  very  first  bath  SARDO  allays  itching  and  dryness;  the  skin  feels 
smoother,  softer,  comfortable.  Impressive  clinical  studies^-®  establish  the 
rapid  efficacy  of  Sardo...to  soothe,  lubricate,  augment  natural  skin  lipids, 
restore  essential  skin  moisture  by  preventing  excessive  evaporation.  The  ex- 
clusive Sardo  formula*  assures  maximum  dispersibility 
and  adsorption.  Your  dermatological  patients  will 
appreciate  pleasant,convenient,  economical  Sardo. 

SAMPLES  and  literature  available  from  . . . Dept.  Y-3. 

SARDEAU,  INC.  845  Third  Ave.,  New  York,  N.Y.  10022 


Also  available:  SARDOETTES®,  disposable 
compresses  impregnated  with  SARDO,  for  use 
as  a topical  dressing,  or  for  application  after 
showering  or  local  washing,  in  relieving  skin 
dryness,  itching,  scaliness. 


1.  Spoor,  H.J.:  N.Y.  State  J.M.,  58:3292, 
1958.  2.  Lubowe,  1. 1.:  Western  Med.,  1:45, 
1960. 3.  Weissberg,  G.:  Clin.  Med.,  7:1161, 
1960.  4.  Lieberman,  W.:  Amer.  J.  Proctol- 
ogy, 12:374,  1961.  5.  Borota,  A.,  and 
Grinell,  R.  N.:  J.  Amer.  Geriatrics  Soc., 
10:413,  1962.  6.  Dick,  L.  A.:  Skin,  Derma- 
tology in  General  Practice,  1:341,  1962. 

*P)t.  Band . T.M.  ® 1963  by  Sard eau,  Inc. 
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it’s  a long  walk  from  gate  6... 

It’s  a long  walk  from  almost  anywhere  for  anyone  suffering 
the  excruciating,  itching  discomfort  of  pruritus  vulvae. 
ARISTOCORT  Triamcinolone  Acetonide  Cream  is 
highly  active  against  the  embarrassing  and  intolerable 
irritation  of  pruritus  ani  and  vulvae.  Sparing  application 
to  the  affected  area— 3 to  4 times  daily— usually 
provides  rapid  relief.  And  when  excoriation  of  the  area 
has  led  to  infection,  the  choice  of  NEO-ARISTOCORT 
Neomycin  Sulfate-Triamcinolone  Acetonide  will 
assure  activity  against  a wide  range  of  skin  pathogens. 

A possible  side  effect  may  be  local  skin  sensitization 
due  to  neomycin.  Contraindications  (both  forms) : 
tuberculosis  of  the  skin,  herpes  simplex,  and 
chicken  pox.  Prescribe  tubes  of  5 or  15  Cm. 

Also  available  in  V2  lb.  jars. 


TOPICAL  CREAM  0.1% 

, and  ointment  0.1% 


Triamcinolone  Acetonide 


Neomycin  Sulfate  (0.5%)  — Triamcinolone  Acetonide  (0.1%) 


CREAM  0.1%  AND 
OINTMENT  0.1% 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID 


COMPANY,  Pearl  River,  New  York 
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Regular  washing  with  pHisoHex  instead  of 
soap  can  be  a decisive  factor  in  the  successful 
management  of  acne.  pHisoHex  degerms  skin 
constantly,  even  between  washings.  With  fre- 
quent, exclusive  use  it  builds  up  an  antibacte- 
rial film  on  the  skin  to  help  guard  against 
infection. 

In  a series  of  67  patients  using  pHisoHex  to 
treat  acne,  50  per  cent  found  that  their  acne 
lesions  “...cleared  in  a matter  of  one  to  two 
weeks. All  except  ten  found  “...‘pHisoHex’ 
the  most  effective  treatment  they  had  tried. 

pHisoHex,  containing  3 per  cent  hexachloro- 
phene,  enhances  any  therapy  for  acne.  Hexa- 
chlorophene  is  100  times  more  effective  than 
soap  in  ridding  the  skin  of  bacteria.2  pHisoHex 
removes  dirt,  emulsifies  oil  and  cleanses  acne 
skin  rapidly  and  thoroughly.  It  is  superior  to 
soap  in  cleansing  the  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  follicles.  Non- 
alkaline,  nonirritating  and  hypoallergenic. 


pHisoHex  lacks  the  potentially  harmful  quali- 
ties of  soap. 

With  pHisoHex,  prescribe  pHisoAc®  Cream  for 
essential  keratolytic  action.  pHisoAc  dries, 
peels  and  masks  lesions— helps  prevent  come- 
dones, pustules  and  scarring.  pHisoAc  Cream 
contains  colloidal  sulfur  6 per  cent,  resorcinol 
1 .5  per  cent  and  hexachlorophene  0.3  per  cent. 
In  a recent  series^  of  100  patients  with  acne 
vulgaris  treated  with  pHisoHex  and  pHisoAc, 
good  or  excellent  results  were  obtained  in  79. 

How  Supplied;  pHisoHex  is  available  in  unbreakable 
squeeze  bottles  of  5 oz.  and  1 pint,  in  unbreakable 
plastic  bottles  of  1 gallon  and  in  combination  package 
with  pHisoAc  Cream. 

References:  1.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and 
East,  M.  O.;  Practitioner  189:82,  July,  1962.  2.  Sea- 
stone,  C.  V.:  Surg.  Gynec.  & Obst.  84:355,  March,  1947. 
3.  Wexler,  Louis:  Treatment  of  acne  vulgaris,  Clin.  Med. 
70:404,  Feb.,  1963. 

Winthrop  Laboratories 
New  York  18,  N.Y. 

pHisoHex  and  pHisoAc,  trademarks  reg.  U.  S.  Pat.  Off. 
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greaseless  dehydrated  lotion  in 

cake  make-up  form 


3-way  benefits 

in  acne,  facial  seborrhea 
O antibacterial  action 

...  to  combat  many  common 
pathogenic  skin  microorganisms 

O mild  astringent  and 
keratolytic  efficacy 

...to  aid  removal  of  excess 
sebaceous  material  and  keratinization 

0 effective  blemish  concealment 

...  to  help  minimize  emotional  distress  often 
occasioned  by  cosmetic  defects 


Ik  *******«SBIW* 


COSMEDICAKE  is  specially  formulated  as  adjunctive 
therapy  for  skin  eruptions  of  cosmetic  importance  in  female 
patients.  Extensive  clinical  experience  confirms  its  3-way 
benefits.  In  88%  of  112  female  patients  with  acne  vulgaris 
or  acne  rosacea,  COSMEDICAKE  produced  results  that 
were  “cosmetically  and  therapeutically  good”^  — and  no 
adverse  effects  were  experienced.  Its  convenience  and  ele- 
gance achieve  continued  cooperation  from  grateful  patients. 

Applied  with  a damp  sponge,  COSMEDICAKE  goes  on 
the  skin  smoothly  and  uniformly  as  a reconstituted  fast- 
drying lotion  with  no  separation,  no  precipitation  or  uneven 
concentration.  May  be  used  morning  and  night... helps  the 
patient  gain  confidence  by  improving  her  appearance  while 
lesions  are  healing. 

COSMEDICAKE  contains  hexachlorophene,  benzalkoni- 
um  chloride,  salicylic  acid,  and  colloidal  sulfur  in  a smooth, 
greaseless,  pharmaceutically  elegant  base. 

4 skin-matching  shades  available  at  all  pharmacies. 


also  available: 

COSMEDICAKE  for  Dry  Skin- 
effective  topical  medication  spe- 
cially formulated  for  patients  with 
dry  skin. ..provides  lipids  for  soft- 
ening and  moisturizing  actions. 

for  samples 

and  complete  literature  write: 

KAY  PREPARATIONS  COMPANY,  INC. 
345  West  58  St.,  New  York,  N.Y.  10019 


1.  Berger,  R.  A.:  Clinical  Medicine,  Sept.  1961. 
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an  orally  active  progestogen -estrogen  combination 

Duosterone 

Ethisterone  . . . 10.00  mg.  Ethinyl  estradiol  . . . 0.01  mg.  per  tablet 


Supplementing  and  supporting  ovarian  function, 
Duosterone  can  help  release  your  patients  from 
the  anxiety,  discomfort  and  inconvenience  of 
functional  amenorrhea,  dysmenorrhea,  and 
dysfunctional  uterine  bleeding. 

Periodic  progestational  treatment  with 
Duosterone  aims  at  restoring  the  normal  hor- 
monal pattern  of  the  secretory  phase  of  the 
menstrual  cycle,  providing  an  orally  active  pro- 
gestogen with  an  estrogen  to  prime  the  endome- 
trium for  adequate  progestational  response. 

Dosage:  Functional  amenorrhea,  5 tablets  daily 
for  5 days.  Dysmenorrhea,  1 to  2 tablets  daily 
during  the  second  half  of  the  menstrual  cycle, 
except  for  the  final  two  days.  Dysfunctional 
uterine  bleeding,  5 to  7 tablets  daily  for  5 days; 
in  mild  cases,  reduce  dose  1 tablet  each  day. 


Side  Effects:  Ethinyl  estradiol  may  occasionally 
cause  headache,  diarrhea,  engorgement  and 
tenderness  of  the  breasts,  nausea,  vomiting, 
cramping,  or  skin  rash.  These  side  effects  usu- 
ally fade  as  the  patient  adjusts  to  the  estrogen. 

Cautions  and  Contraindications:  Duosterone  is 
contraindicated  in  carcinoma  of  the  breast  and 
reproductive  organs  and  should  be  used  with 
caution  in  cases  of  known  liver  impairment. 

Supplied:  Bottles  of  25  and  100  tablets. 

(Roussel) 

Roussel  Corporation 

155  East  44th  Street,  New  York  17,  N.Y. 
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Fifth  District 


William  L.  Dorr,  M.D.,  Cayuga 


Second  District 

Paul  H.  Sullivan,  M.D.,  Nassau 
Third  District 

Henry  J.  Noerling,  M.D.,  Columbia 
Fourth  District 

Arthur  Q.  Penta,  M.D.,  Schenectady 


Sixth  District 

George  F.  Nevin,  M.D.,  Cortland 
Seventh  District 

Charles  M.  Smith,  M.D.,  Seneca 
Eighth  District 

Irwin  Felsen,  M.D.,  Allegany 


Ninth  District — Frank  E.  Ciancimino,  M.D.,  Rockland 
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Your  first  source  for  professional 
information 


The  more  than  32^000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Orders  tire  notv  being 
taken  for  the  1963-64  edi- 
tion. Write:  Directory 

Department,  Medical  So- 
ciety of  the  State  of  New 
York,  750  Third  Ave., 
New  York,  N.Y.,  10017 
$20.00  a copy  plus  4% 
sales  tax  for  N.Y.C.  de- 
livery. Society  members, 
who  have  paid  their  1963 
dues,  will  receive  the  Di- 
rectory as  part  of  their 
membership  — ivithout 
charge. 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  ofliee  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 


✓ 
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Section  Officers  / 1963-1964 


ALLERGY 

Hyman  Sherman,  Chairman Kings 

Richard  D.  Wiseman,  Vice-Chairman  .Onondagsi 

Alexander  Chester,  Secretary Kings 

Maury  D.  Sanger,  Delegate Kings 

ANESTHESIOLOGY 

Edgar  H.  Bachrach,  Chairman New  York 

Antonio  Boba,  Vice-Chairman Albany 

Solomon  G.  Hershey,  Secretary New  York 

Victor  J.  Tofany,  Delegate Monroe 

CHEST  DISEASES 

Alfred  S.  Doonief,  Chairman Westchester 

Hyman  Alexander,  Vice-Chairman.  . New  York 

Harry  Golembe,  Secretary Sullivan 

Arthur  Q.  Penta,  Delegate Schenectady 

DERMATOLOGY  AND  SYPHILOLOGY 

Alex  W.  Young,  Jr.,  Chairman New  York 

John  T.  Crissey,  Vice-Chairman Erie 

Maurice  J.  Stone,  Secretary Onondaga 

Royal  M.  Montgomery,  Delegate.  . . New  York 
GASTROENTEROLOGY  AND  PROCTOLOGY 
Maus  W.  Stearns,  Jr.,  Chairman.  . . New  York 

Hans  J.  Bruns,  Vice-Chairman Onondaga 

Ralph  E.  L.  Hertz,  Secretary New  York 

I.  Richard  Schwartz,  Delegate Kings 

GENERAL  PRACTICE 

Rudolf  H.  Steinharter,  Chairman Nassau 

Joseph  J.  Kaufman,  Vice-Chairman Wayne 

Samuel  Lieberman,  Secretary Bronx 

Lawrence  Ames,  Delegate Kings 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Kenneth  L.  Stratton,  Chairman Queens 

Samuel  R.  Burnett,  Vice-CAairmara. Schenectady 

John  J.  Welsh,  Secretary New  York 

Marvin  L.  Amdur,  Delegate Erie 

MEDICAL-LEGAL  AND 
workmen’s  compensation  MATTERS 

Milton  J.  Schulz,  Chairman Erie 

Victoria  A.  Bradess,  Vice-CAaiV/nan.Westchester 

George  A.  Friedman,  Secretary New  York 

Herbert  Lansky,  Delegate Erie 

MEDICINE 

Robert  Blum,  Chairman Erie 

Seymour  L.  Halpern,  Vice-Chairman . New  York 

Edward  Meilman,  Secretary Queens 

Aaron  Feder,  Delegate Queens 

NEUROLOGY  AND  PSYCHIATRY 

Morton  H.  Hand,  Chairman Kings 

Arthur  J.  Lapovsky,  Secretary Kings 

Arthur  M.  Meisel,  Delegate Kings 

OBSTETRICS  AND  GYNECOLOGY 

Merton  C.  Hatch,  Chairman Onondaga 

Graham  G.  Hawks,  Vice-Chairman . .New  York 

Henry  D.  Humphrey,  Secretary Tompkins 

Robert  S.  Millen,  Delegate Nassau 


OPHTHALMOLOGY 

Graham  Clark,  Chairman New  York 

K.  Elizabeth  Pierce  Olmsted,  Vice-Chairman  . . 

Erie 

Philip  H.  Landers,  Secretary Broome 

James  I.  Farrel,  Delegate Oneida 

ORTHOPEDIC  SURGERY 

Hudson  J.  Wilson,  Jr.,  Chairman. . . New  York 

James  B.  Wray,  Secretary Onondaga 

Frederick  Lee  Liebolt,  Delegate New  York 

OTOLARYNGOLOGY 

Arthur  J.  Cracovaner,  Chairman.  . . New  York 
David  W.  Brewer,  Vice-Chairman . . . Onondaga 

Edward  C.  Brandow,  Jr.,  Secretary Albany 

John  F.  Daly,  Delegate New  York 

PATHOLOGY,  CLINICAL  PATHOLOGY, 

AND  BLOOD  BANKING 

Harold  L.  Mamelok,  Chairman Orange 

Alfred  A.  Angrist,  Vice-Chairman Queens 

George  K.  Higgins,  Secretary New  York 

John  J.  Clemmer,  Delegate Albany 

PEDIATRICS 

Frank  A.  Disney,  Chairman Monroe 

Samuel  S.  Brown,  Vice-Chairman Kings 

Ernest  Freshman,  Secretary Madison 

Samuel  Karelitz,  Delegate Queens 

PHYSICAL  MEDICINE  AND  REHABILITATION 

Sigmund  Forster,  Chairman Kings 

Albert  D.  Anderson,  Vice-Chairman Bronx 

Milton  B.  Spiegel,  Secretary Kings 

Henry  Fleck,  Delegate Bronx 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Donald  G.  Dickson,  Chairman Rockland 

Evelyn  F.  H.  Rogers,  Vice-Chairman.  . Oneida 

Malcolm  A.  Bouton,  Secretary Schenectady 

Donald  G.  Dickson,  Delegate Rockland 

RADIOLOGY 

Milton  Elkin,  Chairman Westchester 

Roy  E.  Seibel,  Vice-Chairman Erie 

F.  Mitchell  Cummins,  Secretary New  York 

William  B.  Seaman,  Delegate New  York 

SPACE  MEDICINE 

Cortez  F.  Enloe,  Jr.,  Chairman New  York 

William  H.  Lewis,  Jr.,  Vice-Chairman.Ne'fr  York 

William  Antopol,  Secretary New  York 

Constantine  D.  Generates,  Delegate.  .New  York 
SURGERY 

Seymour  I.  Schwartz,  Chairman Monroe 

John  F.  Prudden,  Vice-Chairman. . . .New  York 

James  H.  Cosgrifif,  Jr.,  Secretary Erie 

Charles  E.  WUes,  Delegate Erie 

UROLOGY 

Donald  F.  McDonald,  Chairman Monroe 

George  A.  Fiedler,  Vice-Chairman. . .New  York 

Ralph  T.  DiPace,  Secretary Westchester 

E.  Craig  Coats,  Delegate New  York 


Session  Officers  / 1963-1964 

HISTORY  OF  MEDICINE  PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

John  A.  Benjamin,  Chairman Monroe  Howard  B.  Rasi,  Chairman Kings 

William  F.  Fitzgerald,  Secretary Albany 
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vacancy 


(The  direct  cost  for  caring  for  the  mentally  ill  is 
'1.7  billion  a year.  Workers  who  become  mentally  ill 
ose  over  half  a billion  dollars  in  earnings  each  year. 

^taff  in  one  mental  hospital  recently  tried  an 
zxperiment  with  65  patients  who  had  been  confined 
for  an  average  of  13  years.  They  practiced  the  best 
treatment  methods  now  known  and,  within  six 
months  to  a year,  37  of  these  patients  were  well 
enough  to  be  discharged.  Only  eight  of  the 
discharged  patients  failed  to  hold  the  gains  they  had 
made  for  at  least  a year  after  they  left  the  hospital.”* 


Hope  now,  where  there  was  no  hope.  Drugs  which 
help  now,  where  there  were  no  known  drugs  which 
helped  — even  five  years  ago.  Independent  drug 
research  is  continuing  in  this  vital  area.  But,  should 
it  be  discontinued  because  the  cost  must  somehow  be 
reflected  in  the  ultimate  price  of  the  new  drug— 
if  it  is  to  be  discovered?  Or  should  the  sign  read, 
as  it  has  throughout  time  in  overcrowded 
mental  institutions : “NO  VACANCIES.” 

*U.S.  Department  of  Health,  Education  and  Welfare, 

Public  Health  Service  Publication  No.  813. 


This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription  products. 


PHARMACEUTICAL  MANUFACTURERS  ASSOC.  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


Medical  Schools 


Albany  Medical  College 

Medical  geneticist.  Ian  H.  Porter,  M.D., 
has  been  appointed  to  the  newly  created  position 
of  medical  geneticist  at  the  College.  Dr. 
Porter  will  operate  a pilot  service  in  genetic 
counseling  at  the  College  for  area  physicians 
with  patients  whose  medical  problems  have  a 
possible  genetic  basis.  The  genetic  counseling 
service  will  be  supported  by  related  programs 
conducted  by  the  Department  of  Pediatrics  at 
the  College,  the  State  Health  Department’s 
Division  of  Laboratories  and  Research,  and 
Bureau  of  Maternal  and  Child  Health.  Dr. 
Porter  received  his  medical  degree  from  St. 
Thomas’  Hospital,  University  of  London,  then 
served  until  1960  as  house  physician  and  re- 
search fellow  at  Hammersmith  Hospital  and 
Postgraduate  Medical  School  in  London.  Fol- 
lowing a two-year  fellowship  in  medicine  at  the 
Johns  Hopkins  Hospital,  Baltimore,  Maryland, 
Dr.  Porter  returned  to  Hammersmith  Hospital 
as  medical  registrar,  holding  that  post  until  his 
present  appointment. 

Albert  Einstein  College  of  Medicine 

Presentation  of  special  award.  I.  H.  Schein- 
berg,  M.D.,  professor  of  medicine,  Irmin 
Sternlieb,  M.D.,  and  Philip  Aisen,  M.D., 
assistant  professors  of  medicine,  Julian  B. 
Schorr,  M.D.,  associate  clinical  professor  of 
pediatrics,  and  Professor  Anatol  G.  Morell, 
research  assistant  professor  of  medicine,  were 
the  recipients  of  a special  award  from  the 
Young  Men’s  Division  of  the  College.  The 
presentation  of  the  special  award  is  for  pioneer- 
ing achievements  in  discovering  a test  for 
Wilson’s  disease,  a hereditary  condition  that 
leads  to  mental  retardation,  crippling,  and 
death. 

Cornell  University  Medical  College 

First  president  of  new  scientific  society. 
McKeen  Cattell,  M.D.,  emeritus  professor  of 
pharmacology,  has  been  elected  the  first 
president  of  an  organization  that  has  been 
established  for  scientists  specializing  in  the 
general  field  bearing  on  the  effects  of  drugs  on 
human  beings.  The  new  society  is  called  the 
American  College  of  Clinical  Pharmacology 
and  Chemotherapy. 

New  York  Medical  College 

First  Herman  Goldman  International  Lec- 
ture series.  Dr.  Pierre  Pichot,  Paris,  France, 
was  the  first  lecturer  to  be  presented  in  this 
academic  year  at  the  First  of  the  Herman 
Goldman  International  Lecture  Series.  Dr. 


Pichot  is  in  charge  of  teaching  behavioral 
sciences  to  medical  students  at  the  Hospital 
Sainte  Anne  and  the  Paris  Medical  School. 
The  lecture  was  presented  in  October. 

American  Cancer  Society  grant.  Oscar 
Auerbach,  M.D.,  clinical  professor  of  pathology, 
and  George  B.  Jerzy  Glass,  M.D.,  professor. 
Department  of  Medicine  and  associate  profes- 
sor, Department  of  Physiology  and  Pharma- 
cology, have  received  grants  totaling  $66,263 
from  the  American  Cancer  Society.  The 
awards  are  to  be  used  “for  studies  of  how 
cancer  develops.’’ 

New  York  University  School  of  Medicine 

Achievement  award.  Orrin  Sage  Wight- 
man,  M.D.,  has  been  named  a recipient  of  the 
1963-64  Achievement  Award  of  the  New  York 
University  Heights  Colleges  Alumni  Association. 
Given  annually  to  an  alumnus  the  award 
signifies  that  the  recipient  has  won  his  “letters  in 
life.”  Dr.  Wightman  received  his  medical 
degree  in  1898  and  began  his  medical  practice 
in  1900.  He  has  served  as  a professor  of  internal 
medicine  and  administrator  at  Polychnic  Hos- 
pital, as  president  of  both  the  Medical  Society 
of  the  State  of  New  York  and  the  New  York 
County  Medical  Society,  and  as  editor  of  the 
New  York  State  Journal  of  Medicine. 
He  is  chairman  of  the  New  York  Academy  of 
Medicine  and  a founder  of  the  Academy’s 
medical  information  bureau.  Dr.  Wightman, 
who  is  ninety,  received  his  award  on  November 
19  at  the  Waldorf-Astoria  Hotel. 

Dedication  of  skin  and  cancer  pavilion. 
Dedication  of  the  new  Charles  C.  Harris  Skin 
and  Cancer  Pavilion  at  University  Hospital  was 
held  on  November  13.  Among  those  par- 
ticipating in  the  ceremonies  were  Rudolf  L. 
Baer,  M.D.,  professor  and  chairman.  Depart- 
ment of  Dermatology  and  director  of  the 
new  pavilion,  and  Marion  B.  Sulzberger,  M.D., 
professor  emeritus  of  dermatology  and  pres- 
ently technical  director  of  research  and  develop- 
ment, office  of  the  surgeon  general,  U.  S.  Army. 

State  University  of  New  York  Downstate 
Medical  Center 

New  faculty  members  and  promotions. 
Seven  new  faculty  members  and  13  promotions 
have  been  made  at  the  University.  In  the 
Department  of  Anatomy:  Dr.  Henning  Pak- 

kenberg,  Copenhagen,  Denmark,  has  been 
appointed  professor  of  neuroanatomy.  Dr. 
Emma  G.  Allen,  formerly  associate  professor  of 

continued  on  page  3479 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 


numbs  the  pain... not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical 
problem— but  it  does  hurt.  And  if  there  is 
‘ housework  to  do  and  kids  to  mind,  the  patient 
‘ needs  something  to  numb  the  pain. 

) 2.  A.P.C.  compounds  have  limited  usefulness; 

and  the  patient  can  buy  them  without  your 
prescription.  Unfortunately,  most  of  them  are 
too  mild  to  be  effective  for  sprains— and  more 
potent  products  too  often  make  the  patient 
feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases. 
Since  it  contains  both  ‘Soma’  (carisoprodol) 
and  acetophenetidin  it  is  both  a potent  anal- 
gesic and  a superior  muscle  relaxant;  it  also 
contains  caffeine  to  offset  any  drowsiness 
("numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is 
1 or  2 tablets  q.i.d.  For  more  severe  pain,  try 
‘Soma’  Compound -t- Codeine.  Dosage:  1 or  2 
tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur 
rarely.  Codeine  may  produce  addiction, 
nausea,  vomiting,  constipation  or  miosis. 


Sonuf  Compound  # 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SonufCompound+Codeine  ) 

carisoprodol  200  mg.,acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

\^/®WALLACE  LABORATORIES  Cranbury,  N.J. 


CSO-9192 


Both  acute  and  chronic  asthma 
controlled  with 

ELIXOPHYLLIN' 

Each  15  cc.  contains  THEOPHYLLINE  80  mg.;  ALCOHOL  3 cc. 


• 360,000  Patients  with  Severe  Asthmatic 
Attacks  are  admitted  each  year  to  Hos- 
pital Emergency  Rooms.^ELIXOPHYLLIN 
can  terminate  such  attacks  in  minutes 

Tabulation  from  published  proof  showing  de- 
pendable absorption,  therapeutic  efficacy  and  good 
gastric  tolerance: 

Complete  Relief  No 

Relief  Incomplete  Response 
No.  of  within  at  or 


Patients 

30  Min. 

30  Min. 

Equivocal 

Hospital 

Emergency  Cases: 
Schluger,  McGinn 
and  Burbank*  50 

37 

5 

8 

Private  Patients: 
Greenbaum^  24 

23 

0 

1 

Spielman^  20 

14 

6 

0 

Kessler*  13 

11 

0 

2 

107  85  11  11** 

•*(5  were 
"status”  cases) 

Gastric  distress  was  reported  in  only  one  patient. 

t.  Schluger,  J.;  McGinn,  J.  T.,  and  Burbank,  B.:  The  Treatment  of  the  Acute 
Asthmatic  Attack  with  an  Oral  Alcohol-Water  Solution  of  Theophylline  (Eliw- 
phyllln).  Am.  J.  Med.  Sc.,  ^34:28  (July)  1957.  2.  Greenbaum,  J.:  (Clinical  Evalua- 
tion of  Elixophyllin  and  Choline  Theophyllinate  in  the  Management  of  Acute 
and  Chronic  Asthma,  Ann.  Allergy,  ?6:312  (May-June)  19^.  3.  Spielman, 
A.:  Comparative  Effectiveness  of  an  Alcohol-Water  Solution  of  Theophylline 
(Elixophyllin),  Alcohol-Water  Solution  and  Theophylline  Solution  for  the 
Oral  Treatment  of  Acute  Bronchial  Asthma,  J.  Allergy,  30:35  (Jan. -Feb.) 
1959.  4.  Kessler,  F.:  Clinical  Experience  with  an  Oral,  Rapidly-Acting,  Theo- 
phylline Preparation,  Conn.  S.M.J.  2/:205  (Mar.)  1957. 

*Estimate  based  on  mail  survey,  data  on  file  at  Sherman  Laboratories. 

• Your  Patients  with  Chronic  Asthma  are 
relieved  and  protected  against  severe  re- 
current attacks  with  ELIXOPHYLLIN 
taken  on  an  empty  stomach  q.  8 hours’'^ 

Note:  We  stress  that  this  hydroalcoholic  theophyl- 
line solution  is  so  well  tolerated  it  is  recommended 
to  be  given  on  an  empty  stomach— thereby  provid- 
ing dependable,  rapid  absorption,  sine  qua  non ! 

• Rapid  absorption  means  quick  relief 

• Sustained  blood  levels  provide  prolonged  relief 

• No  ephedrine  or  other  auxiliaries  to  complicate 
management 

• Cough,  dyspnea,  mucus  retention  under  positive 
control 

• May  be  contraindicated  in  peptic  ulcer  and  gout 
Rx  only— 16  and  S2-oz.  bottles. 

1.^  Bibliography  of  Publlthed  Studies  on  request. 


DETROIT  11,  MICHIGAN 

Patent  Pending 


DOSAGE;  For  Severe  Attacks— Adults  (average 
weight)  75  cc.  Children  0.5  cc.  per  pound  body  weight. 
Reduce  dosage  as  required  if  theophylline  has  beett 
taken  previously. 


For  'Round-the-clock  Protection— Adults— first  6 
doses,  45  cc.  before  breakfast,  at  3 PM  and  at  bedtime, 
then  30  cc.  doses.  Children— 0.3  cc.,  then  0.2  cc.,  per 
pound  body  weight. 


3476 


✓ 


the  intruder... 

and  the  resentful  family 

victims  of 

‘^communicable”*  anxiety 


under  6 to  over  60 
all  responsive  to 


All\  R7IX 

hydroxyzine  HCI 


■ the  tranquilizer  for  patients  of  any  age,  t 

in  any  stage  of  anxiety  ^ ^ 

■ flexible  dosage  controls  disturbances  ‘ 

ranging  from  mild  to  severe  c 

I 

■ exceptionally  well  tolerated,  ( 

even  in  high  doses  | | 

■ promotes  natural  physiological  sleep  I | 

through  relief  of  tension  ji  i 

■ tasty  syrup  form  for  children,  ^ 

varied  tablet  strengths  for  adults  | 

The  tension  generated  by  the  emotionally  I 
disturbed  patient  cannot  fail  to  have 
a detrimental  effect  on  the  emotional 
well-being  of  the  entire  household. 
Consequently,  more  than  one  member 
of  the  family  may  require  the  relief  that 
Atarax  (hydroxyzine  HCI)  provides. 

Because  it  has  such  a wide  therapeutic 
latitude  and  is  so  well  tolerated,  it  can  be 
administered  to  patients  of  any  age  for 
prolonged  periods  without  serious  side 
reactions  or  loss  in  effectiveness. 


^Literally,  of  course,  onxiety  is  not  "communicable"  os 
the  word  is  commonly  used,  but  you  probably  see  many 
patients  whose  emotional  disturbances  are  transmitted 
to  and  reflected  in  the  people  who  are  closest  to  them. 
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;it;!IR7ix®  syrup  and  tablets 

hydroxyzine  HCI 

Side  effects  and  precautions:  No  serious  side 
effects  hove  been  reported  and  confirmed  in 
the  administration  of  Atarax  (hydroxyzine  HCI) 
to  date.  Therapeutic  doses  seldom  impair 
mental  alertness.  If  drowsiness  occurs,  it  is  usu- 
ally transitory  and  may  disappear  in  a few 
days  of  continued  therapy  or  with  reduced  dos- 
age. Dryness  of  the  mouth  may  be  encountered 
at  high  doses.  Involuntary  motor  activity  not 
unlike  that  seen  with  high  doses  of  other  psy- 
chotropic agents  has  been  reported  in  some 
hospitalized  patients  on  high  dosages  of  hy- 
droxyzine HCI,  although  continuous  therapy 
with  one  gram  daily  has  been  employed  in 
some  patients  without  encountering  this  effect. 
In  some  patients  receiving  anticoagulant  ther- 
apy concurrently  with  this  tranquilizer,  the 
anticoagulant  requirement  may  be  decreased; 
patients  receiving  both  drugs  should  be  fol- 
lowed closely  and  appropriate  laboratory  stud- 
ies performed  regularly.  The  potentiating 
action  of  hydroxyzine  HCI  is  mild,  but  must  be 
taken  into  consideration  when  it  is  used  in  con- 
junction with  central  nervous  depressants. 

Oral  dosage  for  adults:  Range:  25  mg.  t.i.d.  to 
100  mg.  q.i.d.  Recommended  dosage:  100  mg. 
to  150  mg.  daily  in  divided  doses,  depending 
on  severity  of  symptoms  and  patient  response. 
Oral  dosage  for  children:  6 years  and  under, 
50  mg.  daily  in  divided  doses,-  6 years  and 
over,  50-100  mg.  daily  in  divided  doses. 

Supplied:  Syrup  (hydroxyzine  HCI  10  mg.  per 
5 cc.;  ethyl  alcohol  0.5%  v/v)  in  pint  bottles. 
Tablets  (hydroxyzine  HCI  10  mg.  and  25  mg.) 
in  bottles  of  100  and  500;  (hydroxyzine  HCI 
50  mg.  and  100  mg.)  in  bottles  of  100. 

FOR  A HIGH  POTENCY  VITAMIN  B 

COMPLEX  WITH  C,  RECOMMEND  ASF® 

(anti-stress  formula). 


New  York,  N.  Y. 

Division,  Chos.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


biology,  Long  Island  University,  has  been 
appointed  assistant  professor  in  the  Department 
of  Microbiology  and  Immunology;  in  the 
Department  of  Surgery,  Dr.  Adolph  E.  Smith, 
formerly  research  associate  in  physics,  Michigan 
State  University,  has  been  appointed  assistant 
professor  of  physical  research;  Department 
of  Pathology,  Harrison  C.  Anderson,  M.D., 
formerly  with  Sloan-Kettering  Institute  and 
Memorial  Hospital,  has  been  appointed  assist- 
ant professor  and  Stanley  M.  Reimer,  M.D., 
has  been  appointed  clinical  assistant  professor; 
Avery  Weisman,  M.D.,  director.  Psychiatric 
Consultation  Unit,  Massachusetts  General  Hos- 
pital, Boston,  and  associate  training  analyst, 
Boston  Psychoanalytic  Institute,  was  visiting 
lecturer  in  psychiatry  for  the  month  of  No- 
vember. Paul  B.  Bedrossian,  M.D.,  assistant 
professor  of  ophthalmology,  has  been  trans- 
ferred to  Downstate  Medical  Center’s  division 
of  Ophthalmology  as  part-time  assistant  pro- 
fessor from  the  Upstate  Medical  Center  at 
Syracuse. 

Promoted  to  the  rank  of  assistant  professor 
have  been:  Ralph  M.  Wynn,  M.D.,  Carlo 

Valenti,  M.D.,  and  James  H.  Nelson,  M.D., 
obstetrics  and  gynecology;  Geraldine  Fink, 
M.D.,  and  Morris  Brozovsky,  M.D.,  psychiatry; 
Drs.  Morris  Silverman  and  Leo  Kesner,  bio- 
chemistry; Stanley  Minkowitz,  M.D.,  pa- 
thology. Other  promotions  are:  Department  of 
Psychiatry,  Samuel  Lanes,  M.D.,  senior  lec- 
turer, and  Robert  Dickes,  M.D.,  professor; 
in  the  Department  of  Obstetrics  and  Gyne- 
cology, William  Pomerance,  M.D.,  was  promoted 
to  professor,  Morton  A.  Schiffer,  M.D.,  to 
clinical  associate  professor,  and  Irwin  Neigus, 
M.D.,  to  clinical  assistant  professor. 

Special  lecture.  Virginia  Apgar,  M.D.,  di- 
rector, Division  of  Congenital  Malformations, 
The  National  Foundation,  delivered  the  annual 
lecture  of  the  Rosa  Lee  Nemir  Junior  Branch, 
American  Medical  Women’s  Association,  on 
“Current  Research  in  Congenital  Malfor- 
mations,” on  October  21. 

University  of  Rochester  School  of  Medicine 
and  Dentistry 

Whipple  medical  and  dental  library  fund. 
A “Whipple  Medical  and  Dental  Library  Fund” 
will  be  established  through  another  major  gift 
from  George  H.  Whipple,  M.D.,  dean  emeritus. 
The  new  gift  is  expected  to  exceed  three- 
quarters  of  a million  dollars  over  the  next 
several  years  and  will  bring  Dr.  Whipple’s 
benefactions  to  the  University  to  a total  of 
approximately  $1.5  million. 

Grant.  A $3,172,736  grant  toward  the  cost 
of  a $7.1  milHon  building  project  for  medical 
research  has  been  awarded  by  the  National 
Institutes  of  Health.  The  NIH  appropriation 
will  provide  nearly  half  of  the  estimated  cost 
of  the  new  facilities  which  will  be  added  to  the 
present  University  Medical  Center  complex. 
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Medical  News 


Danciger  Institute 

The  Menorah  Medical  Center  in  Kansas  City, 
Missouri,  with  the  aid  of  a $750,000  grant  from 
the  Joseph  and  Sadie  Danciger  Foundation,  is 
establishing  a postgraduate  institute  designed 
specifically  to  help  the  practicing  physician  keep 
pace  with  medical  advances. 

The  goal  of  the  Institute,  which  will  be  known 
as  the  Danciger  Institute  for  the  Health  Sci- 
ences, will  be  to  shorten  the  time  lag  between  the 
development  of  new  medical  technics  and  their 
safe  bedside  application.  Martin  E.  Silverstein, 
M.D.,  executive  director  of  the  Medical  Center’s 
clinical  hospital,  and  former  associate  dean  and 
associate  professor  of  surgery  of  New  York 
Medical  College,  will  also  head  the  new  In- 
stitute. 

Dr.  Silverstein  is  recruiting  full-time  medical 
scholars  from  the  research  and  teaching  in- 
stitutions of  the  world  to  staff  the  Institute.  To 
support  these  medical  scholars.  Dr.  Silverstein 
is  also  recruiting  laboratory  investigators,  biol- 
ogists, biochemists,  physicists,  and  engineers. 
Each  will  be  provided  with  his  own  laboratory 
unit  and  have  the  freedom  and  climate  necessary 
to  carry  on  his  projects. 

Israel  S.  Wechsler  lecture 

The  ninth  annual  Israel  S.  Wechsler  lecture 
was  given  on  December  6 in  the  Blumenthal 
Auditorium  of  The  Mount  Sinai  Hospital  of  New 
York  City  by  David  Nachmansohn,  M.D.,  pro- 
fessor of  biochemistry  at  College  of  Physicians 
and  Surgeons,  Columbia  University,  New  York 
City.  Dr.  Nachmansohn  spoke  on  “Biochemical 
Aspects  of  Nerve  Activity.” 

Lilienthal  lectures 

A series  of  lectures  dedicated  to  the  memory  of 
Howard  Lilienthal,  M.D.,  a pioneer  in  the  field 
of  thoracic  surgery,  will  be  given  by  the  Division 
of  Cardio-Thoracic  Surgery  of  The  Mount  Sinai 
Hospital,  New  York  City. 

On  January  18,  1964,  Willem  J.  Kolff,  M.D., 
chief.  Department  of  Artificial  Organs,  Cleve- 
land Clinic,  will  speak  on  “To  Live  Without 
Heart  and  Kidneys”;  on  February  29  Eugene 
Braunwald,  M.D.,  chief.  Cardiology  Branch  of 
the  National  Heart  Institute,  wall  speak  on  “The 
Mechanism  of  Action  of  Digitalis”;  on  March 
21  Pierre  Galletti,  M.D.,  associate  professor 
of  physiology,  Emory  University  School  of 
Medicine,  will  speak  on  “Physiologiced  Basis  for 
Assisted  Circulation”;  on  April  18  Dwight  E. 
Harken,  M.D.,  clinical  professor  of  surgery. 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


Harvard  Medical  School,  will  discuss  “The 
Surgical  Treatment  of  Acquired  Mitral  and 
Aortic  Valve  Disease”;  and  on  May  16  Ivan 
W.  Brown,  M.D.,  professor  of  surgery,  Duke 
University  School  of  Medicine,  will  speak  on 
“Hyperbaric  Oxygenation.” 

Lectures  will  be  held  in  the  fifth-floor  clinical 
amphitheatre  of  the  hospital  from  9:00  a.m.  to 
10:15  A.M. 

Rubin  lecture 

The  I.  C.  Rubin  lecture  was  presented  on 
December  12,  sponsored  by  the  Department  of 
Obstetrics  and  Gynecology  of  The  Mount  Sinai 
Hospital  of  New  York.  David  N.  Danforth, 
M.D.,  chairman  of  the  Department  of  Obstetrics 
and  Gynecology  of  Evanston  Hospital  and  pro- 
fessor of  obstetrics  and  gynecology  at  North- 
western University,  spoke  on  “The  Cervix  Uteri: 
A Vital  Organ.” 

New  quarterly  on  isotopes 

The  Atomic  Energy  Commission  is  publishing 
a new  quarterly  entitled  “Isotopes  and  Radia- 
tion Technology.”  The  publication  is  the  most 
recent  addition  to  a series  of  five  technical 
progress  reviews  issued  by  the  Commission. 

The  new  quarterly  review  is  concerned  with 
all  aspects  of  radioisotope  and  radiation  tech- 
nology and  is  intended  for  isotope  and  radiation 
technologists,  engineers,  scientists,  and  in- 
terested regulatory  and  management  people.  It 
will  cover  isotopes  production  and  development, 
isotope  technology  development,  isotope  ap- 
plications technology,  process  radiation  develop- 
ment, and  radiation  processing  of  food  and  medi- 
cal supplies. 

The  objective  of  the  new  quarterly  is  to  bring 
together,  in  a single  publication,  reviews  of 
progress  of  many  of  the  Commission-sponsored 
projects  involving  radioisotopes  and  radiation. 
It  also  endeavors  to  relate  these  AEC-sponsored 
activities  to  current  domestic  and  overseas  ad- 
vances in  this  area. 

All  publications  in  the  series  may  be  pur- 
chased from  the  Superintendent  of  Documents, 
U.S.  Government  Printing  Oflice,  Washington, 
D.C.  Annual  subscriptions  are  $2.00;  individ- 
ual issues  are  55  cents. 

F.D.A.  reorganization 

A reorganization  of  the  Food  and  Drug  Ad- 
ministration has  been  announced  by  Anthony 
J.  Celebrezze,  Secretary  of  Health,  Education, 
and  Welfare. 

continued  on  page  3482 
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in  arthritis:  vitamins  are  therapy 


(dealing  with  the  chronic  stress  of  arthritis  the  physician  often  faces  the  prob- 
m of  nutritional  imbalance.  High  potency  B and  C supplementation  is  needed  for 
pid  replenishment  of  tissue  stores  of  these  water-soluble  vitamins.  STRESSCAPS 
eet  this  need  and  help  support  the  natural  metabolic  defenses  in  the  disease. 

ich  capsule  contains:  Vitamin  B|  (Thiamine  Mononitrate)  ...  10  mg.  / Vitamin  62  (Riboflavin)  ...  10  mg. 

Niacinamide  . . . 100  mg.  / Vitamin  C (Ascorbic  Acid)  . . . 300  mg.  / Vitamin  Bs  (Pyridoxine  HCI)  . . . 
ng.  / Vitamin  B|2  Crystallihe.. .4  mcgm.  / Calcium  Pantothenate. ..20  mg.  Recommended  intake:  Adults, 

^capsule  daily,  for  the  treatment  of  vitamin  deficiencies.  Supplied  in  decorative  “reminder"  jars  of  30 and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 

STRESSCAPS 

g Stress  Formula  Vitamins  Lederle 
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Secretary  Celebrezze  pointed  out  that  the  re- 
organization, adopting  features  from  recom- 
mendations of  the  Second  Citizens  Advisory 
Committee  on  the  Food  and  Drug  Administra- 
tion, will  not  entail  the  expenditure  of  additional 
funds. 

An  important  feature  of  the  reorganization 
will  he  the  appointment  of  a National  Advisory 
Council  to  the  Food  and  Drug  Administration 
comprised  of  representative  citizens  under  the 
chairmanship  of  the  Commissioner  of  Food  and 
Drugs.  It  will  advise  the  Administration  on 
national  needs  and  the  effectiveness  of  program 
pohcies.  A new  associate  commissioner,  who 
will  he  a scientist,  will  give  leadership  from  the 
OflBce  of  the  Commissioner  to  the  programs  and 
functions  having  to  do  with  medicine,  science, 
and  research. 

Two  new  bureaus  with  scientific  activities  are 
established — a Bureau  of  Scientific  Research, 
supporting  F.D.A.’s  basic  mission  of  consumer 
protection,  and  a Bureau  of  Scientific  Standards 
and  Evaluation,  which  will  handle  safety  clear- 
ance functions  in  regard  to  pesticides,  food  ad- 
ditives and  colors,  and  develop  scientific  data  to 
be  used  in  setting  standards  and  tolerances. 
These  Bureaus  replace  the  present  Bureau  of 
Biological  and  Physical  Sciences. 


“Law  for  the  Physician” 

An  eleven-session  course  entitled  “Law  for 
the  Physician”  is  being  offered  by  New  York 
University’s  Division  of  General  Education  with 
the  cooperation  of  the  University’s  Schools 
of  Medicine  and  School  of  Law  from  February 
26  through  May  13,  1964.  It  will  meet  from 
8:10  P.M.  to  9:55  p.m.  on  Wednesdays  at  the 
N.Y.U.  Medical  Center,  Alumni  Hall,  550  First 
Avenue,  New  York  City. 

Milton  Helpern,  M.D.,  chief  medical  examiner 
for  the  City  of  New  York;  Emanuel  Hayt,  coun- 
sel for  the  Greater  New  York  Hospital  Associa- 
tion; Bernard  D.  Hirsh,  director  of  the  Ameri- 
can Medical  Association  law  department;  and 
Emil  Zola  Berman  of  the  Law-Science  Institute 
and  Practicing  Law  Institute,  will  be  among  the 
representatives  of  major  legal,  medical,  and 
governmental  agencies,  hospitals,  and  univer- 
sities, who  will  lecture  during  the  series  on  the 
legal  rights,  duties,  and  problems  related  to 
medical  practice. 

Topics  to  be  covered  include:  malpractice  is- 
sues; the  legal  and  medical  aspects  of  mental  ill- 
ness; interprofessional  relations  between  physi- 
cian and  attorney;  the  relationship  of  the  physi- 
cian to  the  family,  the  community,  and  the 
hospital;  and  the  physician  in  his  various  roles 
as  businessman,  taxpayer,  public  health  officer, 
litigant,  medical  witness  and  expert,  and  re- 
search investigator. 

Further  information  can  be  obtained  from: 
Division  of  General  Education,  New  York  Uni- 
versity, 1 Washington  Square,  North,  New  York 
3,  New  York,  or  from  SPring  7-2000,  extension 
8288. 


American  Society  of  Anesthesiologists 

The  American  Society  of  Anesthesiologists 
held  its  annual  meeting  November  2 through  6 
in  Chicago.  E.  Dean  Babbage,  M.D.,  Buffalo, 
served  as  director  in  the  House  of  Delegates, 
and  George  A.  Keating,  M.D.,  Scarsdale,  served 
as  alternate  director. 

Delegates  to  the  Society’s  House  of  Delegates 
included:  Richard  Ament,  M.D.,  Buffalo;  E.  H. 
Bachrach,  M.D.,  Scarsdale;  G.  Bean,  M.D., 
Garden  City;  Albert  E.  Chiron,  M.D.,  Kings 
Point;  William  S.  Howland,  M.D.,  New  York 
City;  Sarah  Joffe,  M.D.,  New  York  City;  John 
A.  Kalb,  M.D.,  Endicott;  Charles  M.  Land- 
messer,  M.D.,  Loudonville;  and  Victor  J. 
Tofany,  M.D.,  Rochester. 

Alternate  delegates  included:  J.  F.  Artusio, 
Jr.,  M.D.,  New  York  City;  Maximilian  Scha- 
pira,  Jr.,  M.D.,  Dobbs  Ferry;  and  George  Wal- 
lace, M.D.,  Lake  Success. 

Speakers  at  the  meeting  were:  D.  Duncalf, 
M.D.,  Briarcliff  Manor;  R.  M.  Epstein,  M.D., 
New  York  City;  M.  Finster,  M.D.,  New  York 
City;  F.  F.  Foldes,  M.D.,  New  York  City; 
Y.  H.  Han,  M.D.,  Buffalo;  W.  S.  Howland, 
M.D.,  New  York  City;  R.  L.  Katz,  M.D.,  New 
York  City;  D.  H.  Klonymus,  M.D.,  New  York 
City;  G.  F.  Marx,  M.D.,  Brooklyn;  E.  M. 
Papper,  M.D.,  New  York  City;  and  Emanuel 
Rubin,  M.D.,  New  York  City. 


Personalities 

Elected.  Victor  Marshall,  M.D.,  New  York 
Hospital-Cornell  Medical  Center,  first  American 
honorary  member  of  the  Canadian  Urological 
Association . . . Milton  J.  Matzner,  M.D., 
Brooklyn,  president-elect;  Libby  Pulsifer, 
M.D.,  Rochester,  a vice-president;  Harry 
Barowsky,  M.D.,  New  York  City,  secretary; 
Wilham  C.  Jacobson,  M.D.,  New  York  City, 
treasurer;  Henry  Colcher,  M.D.,  New  York 
City,  trustee;  and  Jerome  A.  Marks,  M.D., 
New  York  City,  re-elected  trustee  of  the  Ameri- 
can College  of  Gastroenterology  at  the  College’s 
annual  meeting  on  October  20  in  Washington, 
D.C.  . . . George  G.  Reader,  M.D.,  New  York 
Hospital-CorneU  Medical  Center,  as  chairman 
of  the  Committee  on  Medical  Sociology  of  the 
International  Sociological  Association  and 
chairman  of  the  Medical  Advisory  Committee  of 
the  Visiting  Nurse  Service  of  New  York. 

Appointed.  Victor  Cummings,  M.D.,  as- 
sociate attending  physician  in  rehabfiitation 
medicine  at  Montefiore  Hospital,  as  first  full- 
time medical  director  of  Beth  Abraham  Home, 
The  Bronx  . . . Lawrence  W.  Friedmann,  M.D., 
specialist  in  physical  medicine  and  rehabilitation 
and  authority  on  low  back  injuries,  as  director 
of  Medical  Services  at  the  Institute  for  the 
Crippled  and  Disabled,  New  York  City  . . . 
Margaret  J.  Giannini,  M.D.,  administrative 
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BARBA-NIACIN  provides  prompt  and  effective  relief  without 
the  hazards  of  phenobarbital  hypersensitiveness.*  This  safer 
and  better  sedative  is  indicated  for  all  the  uses  of  pheno- 
barbital. 


Tranquility  restored,  the  path  to  recovery  is  opened  up  in 
many  diseases.  For  example,  the  prognosis  may  be  improved 
in  angina  pectoris,  peptic  ulcer,  renal  or  gallstone  colic. 

BARBA-NIACIN  tablets  contain  phenobarbital  V2  gr.  and 
niacin  14  gr.  The  side  effects  of  phenobarbital,  due  to  hyper- 
sensitiveness, are  avoided  by  combination  with  niacin.*  The 
recommended  adult  dose  is  1 tablet  up  to  4 times  a day. 

For  insomnia,  a single  dose  of  BARBA-NIACIN  FORTE 
(phenobarbital  1 V2  gr.  and  niacin  % gr.)  should  be  taken  on 
retiring. 


BARBA-NIACir 

Phenobarbital  1/4  gr.  — Niacin  i/i  gr. 




Supplied  in  bottles  of  100  scored  tablets. 

Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the  side 
effects  due  to  hypersensitiveness.  Like 
phenobarbital,  it  is  contraindicated  for  drug 
addicts  or  patients  with  impaired  renal  or 
hepatic  elimination. 


i 


Chemical  Company  ^ 
St.  Louis,  Mo.  63108  \ 


COLE  CHEMICAL  COMPANY 

3715-31  Laclede  Avenue 
St.  Louis,  Missouri  63108 
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♦Feinblatt,  T.  M.,  and  Fergruson, 
E.  A.,  Jr.,  Phenobarbital  idio-. 
syncrasy,  avoidance  by  use  of 
phenobarbital-niacin.  New  York 
State  J.  Med.  62:221-3,  1962. 


Gentlemen:  Please  send  me  clinical  sample,  reprint  and 
professional  literature. 


Dr. 
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PAN  AMERICAN  MEDICAL  ASSN. 
39th  ANNIVERSARY  CONGRESS 

Carribbean  Cruise  on  the 
S.  S.  INDEPENDENCE 
Leave  N.  Y.,  Wed.,  Feb.  19 — Return  March  S,  1964. 

Scientific  sessions  at  sea,  including  medi- 
cal meetings  in  various  ports.  Program 
includes,  medical  motion  pictures,  lantern 
slide  demonstrations  & scientific  &technical 
exhibits. 

Through  PAMA’s  Fifty  Different  Sections  vir- 
tually all  aspects  of  Medicine  and  Surgery  will 
be  covered.  Special  features  will  include 
panelson  medical  electronics:  geriatricsand 
gerontology;  space  medicine;  industrial 
medicine  & surgery:  pharmacology  & new 
drugs;  mental  health  & preventive  psychi- 
atry; hematology;  rheumatic  diseases; 
tropical  medicine;  forensic  medicine  and 
benign  & malignant  skin  tumors. 

Ports  to  be  visited  include  St.  Thomas, 
Martinique,  Barbados,  Trinidad.  La  Guaira, 
Curacao,  San  Juan,  and  Kingston. 

Interested  physicians  & dentists  write  to: 

Joseph  J.  Eller,  WI.D.,  Director  General 
Pan  American  Medical  Association 
745  Fifth  Ave.,  New  York  22,  N.  Y. 
Tel:  PLaza  1-4545 


Investment 

Advisory 

Service 


Providing  portfolio  super- 
vision  for  both  individual 
and  institutional  investors. 


Direct  inquinet  to 
Investment  Advisory 
Department 

CARL  M.  LOEB, 
RHOADES  &:  CO. 

Members  New  York  Slock  Exchange 
42  WALL  STREET,  N.  Y.  5 
375  Park  Avenue,  N.  Y.  22 
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Before  Mimi  could  hit  high-C 


. . . vertigo  hit  Mimi* 


Antivert  stopped  the  vertigo, . , 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  1 0 PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  ioryour  patients 
with  vertigo,  Meniere’s  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include:  cu- 
taneous flushing,  sensations  of  warmth, 
tingling  and  itching,  burning  of  skin, 
increased  gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining 
these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a 
desirable  physiological  sign  that  the  nic- 
otinic acid  is  carrying  out  its  intended 
function  of  vasodilation.  Because  of 
this  vasodilation,  severe  hypotension 
and  hemorrhage  are  obvious  contra- 
indications to  Antivert  therapy. 

•Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

AntlUPrt  meclizine  HCI 
iTBlILIWwl  C nicotinic  acid 

stops  vertigo 

TABLETS:  (meclizine  HC1 12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and 
nicotinic  acid  25  mg.) 

and  for  your  geriatric  patients:  NEOBON® 
See  Physicians'  Desk  Reference  for  pre- 
scription information. 


New  York,  N.  Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


but  Autivert  can't  stop  everything. 


I 

t 
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in  very  special  cases 
a very  superior  brandy... 


S4  Proof  I Schieffelin  & Co.,  N.  Y. 


Under  the  generic  name 

for  lower  costs  to  your  patients 

Meprobamate  Tablets 

400  mg.  U.S.P. 

Quality  controlled  by  West- ward 

Literature  available  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward's  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 
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director  of  the  Mental  Retardation  Clinic  at 
New  York  Medical  College- Flower  and  Fifth 
Avenue  Hospitals,  to  the  Professional  Advisory 
Board  of  the  Association  for  the  Help  of  Re- 
tarded Children. 

Speaker.  Edith  Klemperer,  M.D.,  New  York 
City,  before  the  fifteenth  annual  meeting  of  the 
Society  for  Clinical  and  Experimental  Hypnosis 
on  “Past  Ego  States  Emerging  in  Hypno- 
analysis.” 

Awarded.  John  N.  Dill,  M.D.,  Yonkers,  chief 
of  gastroenterology  and  director  of  medicine  at 
St.  John’s  Riverside  Hospital,  a silver  certificate 
by  the  American  College  of  Gastroenterology 
for  his  twenty-five  years  continuous  affiliation 
with  it. 


Catastrophes  claim  over  600 

More  than  600  persons  were  killed  in  catas- 
trophes in  the  continental  United  States  during 
the  first  half  of  1963,  statisticians  of  Metropoli- 
tan Life  Insurance  Company  have  noted.  They 
said  this  toll  is  approximately  the  same  as  it  was 
a year  ago. 

A catastrophe  is  an  accident  in  which  five  or 
more  persons  are  killed. 

The  600  deaths  are  exclusive  of  230  fatalities 
in  two  major  accidents  outside  the  country — 
the  sinking  of  the  atomic  submarine  Thresher 
last  April,  and  the  crash  of  an  airliner, 
chartered  by  the  U.S.  Military  Air  Transport 
Service,  into  the  ocean  oflF  British  Columbia. 

Through  June  there  were  three  accidents  in 
which  25  or  more  persons  lost  their  lives,  all  of 
them  in  the  Florida  area.  One  was  the  crash 
into  the  Everglades  of  a scheduled  airplane, 
when  43  persons  were  killed,  and  the  second 
involved  a tanker  which  vanished  with  39 
aboard  near  the  Straits  of  Florida.  Twenty- 
seven  were  drowned  last  May  when  a bus-load 
of  farm  workers  plunged  into  an  Everglades 
canal. 

In  the  third  quarter  of  the  year  there  was  one 
additional  major  catastrophe,  the  collision  of  a 
farm  bus  with  a freight  train  near  Sgdinas, 
California,  causing  30  deaths. 

Motor  vehicle  catastrophes  accounted  for  an 
appreciably  higher  death  toll  in  the  first  six 
months  of  1963  than  1962.  Accidents  in- 
volving water  transportation  also  caused  a 
somewhat  larger  number  of  deaths.  On  the 
other  hand,  scheduled  air  travel  in  the 
continental  United  States  contributed  sub- 
stantially fewer  deaths  in  1963  than  in  1962, 
the  statisticians  concluded. 
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Why  James  Wong  says  he’ll  do  anything 
to  help  sell  U.S.  Savings  Bonds 


A few  years  ago,  in  a village  in  central  China, 
the  local  communist  bosses  held  kangaroo  coimt 
and  found  James  Wong’s  father  guilty  of  being 
a landlord.  The  penalty  was  death  and  confis- 
cation of  all  belongings. 

Among  those  belongings  were  $850  worth  of 
U.S.  Savings  Bonds  that  the  senior  Mr.  Wong 
had  purchased  when  he  was  a defense  worker  in 
this  country  during  the  second  world  war. 

His  son,  James,  of  San  Francisco,  who  was 
named  beneficiary,  explained  the  situation  to 
the  Treasury  Department.  After  verifying  the 
facts,  they  paid  the  full  amount  plus  interest. 

James  Wong,  like  many  other  Americans,  is 
sold  on  the  safety  of  U.S.  Savings  Bonds.  But 
far  more  important  to  him  is  the  fact  that 
Savings  Bonds  help  protect  us  from  the  kind  of 
tyranny  that  killed  his  father. 


Tens  of  millions  of  Americans  are  building  the 
strength  of  their  country  as  they  save  for  their 
own  future  by  buying  Bonds. 

Mr.  Wong  lu-ges  you  to  join  them. 


Quick  facts  about  U.S.  Savings  Bonds 

• You  get  $4  for  every 
$3  at  maturity 

• You  can  get  your 
money  anytime 

• Your  Bonds  are  re- 
placed free  if  lost, 
stolen  or  destroyed 

• You  can  buy  Bonds 
on  the  Payroll  Sav- 
ings Plan 

Help  yourself  while  you  help  your  country 

BUY  U.S.  SAVINGS  BONDS 


This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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RECOGNIZE 
THIS  PATIENT? 


B d The  arthritis  doesn’t  get  any 

■ better. ..  I can’t  get  out.  I never 

■ see  anybody.  It’s  awful  to  be 

■ sick...  I was  always  so  active.  FI 
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When  you  recognize  signs  of  depression  and 
anxiety  and  associate  them  with  an  organic 
condition— add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  'Deprol'  should  be  considered 
for  control  of  the  associated  depression  and  anxiety: 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  'Depror. 

Typical  situations  in  which  'DeproT  is  indicated: 


fear  of  cancer  or  other  life-threatening  disease  ■ pre-  and  post-operative 
fears  ■ postpartum  despondency  ■ family  problems  ■ death  of 
a loved  one  ■ loss  of  work  ■ retirement  problems  ■ financial  worries, 
and  many  other  stressful  situations. 


BRIEF  SUMMARY: /ncf/caf/ons;  Depression,  especially  when  accompanied  by  anxiety,  tension,  agitation, 
rumination  or  insomnia.  Side  Effects:  Slight  drowsiness  and,  rarely,  allergic  reactions,  due  to  mepro- 
bamate, and  occasional  dizziness  or  feeling  of  depersonalization  in  higher  dosage,  due  to  benaptyzine, 
may  occur.  Meprobamate  may  increase  effects  of  excessive  alcohol.  Use  with  care  in  patients  with 
suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  in  patients  with  history  of  drug  or 
alcohol  addiction,  Withdraw  gradually  after  prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  or  to  physicians  upon  request. 

USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  increased  gradually,  as  needed,  to  3 tablets  q.i.d.;  with 
establishment  of  relief,  may  be  reduced  gradually  to  maintenance  levels. 

SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 


cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause 

■ alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies 

■ chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  organic  disturbances. 


meprobamate  400  mg.  -f  benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES /Cra/rAt/ry,  N.  J. 
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the  thirty-minute 
checkup . . . 


Empty  capsules  are  filled  by  the  finest 
precision  machinery  available  . . . but 
no  machine  is  perfect.  That’s  why  all 
Lilly  Pulvules®  (filled  capsules)  are 
given  the  "thirty-minute  checkup”  to 
be  certain  that  uniformity  is  main- 
tained. At  least  once  every  thirty  min- 
utes ten  filled  capsules  are  taken  from 


each  machine  and  carefully  weighed  _ 
on  a prescription  balance.  In  addi-  *« 
tion,  the  checks  are  double-checked  at 
least  four  times  each  day  . . . another 
of  the  many  stringent  controls  which  ;i 
assure  you  that  the  Lilly  products  you 
prescribe  provide  quality  that  merits 
the  full  measure  of  your  confidence.  - 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Information  for  Authors 

Original  papers  will  be  considered  for  publica- 
tion witb  the  understanding  that  they  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
750  Third  Avenue,  New  York,  N.  Y.,  10017. 

Preparation  of  Manuscript:  Manuscripts 

should  be  face  copy  typed  double-spaced  with 
adequate  margins  on  firm  paper.  Carbon  copy 
fiimsy  can  not  be  used.  The  first  page  should 
list  the  title,  the  name  of  the  author  (or  authors) , 
degrees,  and  any  institutional  or  other  credits. 
Pages  should  be  numbered  consecutively. 
Tables  should  be  typed  and  numbered  and 
should  have  a brief  descriptive  title.  Quota- 
tions must  include  full  credit  to  both  author  and 
source.  Periodical  references  should  include  in 
order:  author’s  name  with  initials,  title,  peri- 

odical abbreviation,  voliune,  pages,  and  year. 
References  should  be  numbered  consecutively 
in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs 
should  be  submitted.  Illustrations  should  be 
numbered  consecutively  and  indicated  in  the 


text.  The  number,  indication  of  the  top,  and  the 
author’s  name  should  be  attached  to  the  back 
of  each  illustration.  Legend  should  be  typed, 
numbered,  and  attached  to  each  illustration. 
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the  circulation  office,  750  Third  Avenue,  New 
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whether  or  not  change  is  permanent.  Six  weeks 
is  required  to  effect  a change  of  address. 
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Editorials 


Our  Tragedy 

A young  eagle,  fully  plmned,  has  been  taken  from  us. 
The  nation’s  loss  in  the  death  by  an  assassin’s  buUet  of  o;ir 
thirty-fifth  president,  John  Fitzgerald  Kennedy,  is  every- 
one’s loss.  That  such  a vital  and  important  life  should  be  so 
wantonly  destroyed  made  our  shock  and  grief  the  more 
unbearable.  Living  through  the  fateful  days  following  the 
event  must  have  been  much  like  that  experienced  by  a 
previous  generation  following  another  martyr’s  death  in 
April,  1865.  Both,  great  leaders  at  a time  of  crisis,  were  the 
victims  of  unbalanced  minions  of  hate.  Both  were  working 
out  a democratic  solution  to  problems  engendered  by 
misimderstanding  and  fired  by  hate.  Both  were  taken  pre- 
maturely from  their  task. 

The  medical  profession  must  take  a lesson  from  this 
tragic  occurrence,  the  fourth  of  its  kind  in  our  history. 
Each  was  the  deed  of  an  unbalanced  mind.  We  must  re- 
double our  efforts  to  prevent  and  control  mental  iUness. 
We  must  be  extremely  cautious  about  releasing  those 
patients  with  paranoid  trends  into  the  freedom  of  society. 

Bowed  now  in  grief  let  us  gather  strength  from  this 
sacrifice  on  the  altar  of  freedom  to  get  on  with  the  tasks 
assigned  to  us  as  a nation,  as  citizens  of  that  nation,  and  as 
physicians  of  that  citizenry. 
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A Christmas  Billsbord 


I like  Christmas. 

Let  the  quibbling  pettifogger  carp  of  crass 
commercialism. 

Let  him  bemoan  the  repetitive  blaring  of 
the  traditional  carols  through  multiple 
loudspeakers. 

Let  him  protest  the  tinsel  decorations 
highlighted  by  twinkling  lights  of  green  and 
red. 

Let  him  deprecate  the  exchange  of  presents 
and  cluck  at  the  license  or  licentiousness  of 
the  office  party. 

Let  him  pontificate  that  these  tawdry 
superficialities  mask  the  real  meaning  of 
Christmas  and  cheapen  that  which  should 
be  revered. 

Let  him  claim  all  this  inculcates  a false 
sense  of  values  to  the  end  that  the  more 
impressionable  consider  them  the  essence  of 
the  season  and  never  learn  its  real  meaning — 

I still  like  Christmas. 

Let  the  cynic  sneer  and  ridicule  Christmas 
and  the  Christmas  Spirit  as  he  will. 

Let  him  lampoon  the  Christmas  Story  as  a 
fairy  tale  grown  tired  with  age  and  destroyed 
by  its  own  contradictions. 

Let  him  scoff  at  our  gullibility  and  the 
intellectual  conformity  that  each  December 
makes  the  ordineiry  man  accept  the  alleged 
absurdities  connected  with  Christmas. 

Let  him  caustically  compare  this  brief 
acceptance  of  a concept  of  love  of  fellow 
man  and  devotion  to  peace  with  the  rest 
of  the  year  marked  by  self-seeking,  sus- 
picion, and  indifference  to  moral  principles 
and  to  the  rights  of  others. 

Nevertheless,  I like  Christmas. 

Let  the  psychologic  faddist  raise  his 
hands  in  horror  at  Kris  Kringle  and  all  his 
reasonable  and  unreasonable  facsimiles. 

Let  him  threaten  that  psychic  catastrophe 
wLU  befall  our  children  from  perpetuation 
of  this  fantasy. 

Let  him  declare  with  psuedoscientific 
certainty  that  this  fallacy  will  blight  the 
future  of  the  young  and  undermine  an  ac- 
ceptance of  reality. 

His  fervent  expostulations,  supercilious 
cynicism,  and  polysyllabic  jargon  impress 
me  not  at  all.  I like  Christmas. 

Oh,  of  course,  I get  as  tired  as  the  next 
one  of  the  steady  diet  of  canned  carol, 
the  many  instances  of  false  heartiness. 


At  times,  the  vulgarity  of  display,  the  mer- 
chant’s poorly  concealed  cupidity  and 
deliberate  manipulation  of  the  sacred  into 
some  advertising  gimmick  offend  and  dis- 
gust me.  I suffer  no  illusions  about  what 
Christmas  means  to  the  perpetrators  of  such 
outrages.  However,  their  actions  are  not 
the  fault  of  Christmas.  These  are  people 
who,  if  they  dared,  would  have  John  the 
Baptist  endorsing  his  favorite  filter  smoke 
or  Mary  Magdalene  showing  off  her  Maiden- 
form.  Their  shameless  opportunism  does 
not  destroy  my  enjoyment  of  the  season, 
any  more  than  the  apprehension  of  some 
crooked  gambler  spoils  my  enjoyment  of 
baseball  or  football. 

On  occasion,  the  wrappings  may  be 
gaudy,  but  no  matter  how  poor  the  taste 
of  a covering,  it  cannot  impair  the  quality 
of  the  product  any  more  than  an  attractive 
wrap  can  enhance  it.  For  regardless  of  the 
make-believe,  there  is  such  a thing  as 
Christmas  Spirit,  and  most  of  us  know  it 
and  feel  it;  we  may  not  be  able  to  explain  it, 
but  it  is  there.  During  this  all  too  short  a 
time,  we  are  different — kindlier,  more  con- 
siderate, enjoying  the  rare  pleasure  of 
thinking  of  others.  Old  sores  are  temporarily 
healed,  indignities  forgotten,  and  only  the 
good  and  the  kind  past  remembered. 

The  trinunings  may  be  flashy,  but  some- 
how they  combine  to  soften  the  usual  sharp 
angles  of  city  architecture.  The  multi- 
tudinous lighted  windows  lose  their  im- 
personal air  and  seem  friendly  and  inviting. 
The  bar  keep  asks,  “How’s  yours?”  before 
“What’s  yours?”  The  traffic  officer  who 
stops  you  at  the  intersection  is  greeted  with 
a good-humored  shrug  of  resignation  rather 
than  vituperative  invective.  The  coimtry- 
side,  clothed  in  white  and  sparked  with 
reflections  of  the  cheerfully  lighted  tree 
in  a window  of  each  home  along  the  way, 
lessens  our  sense  of  desolation  and  crystal- 
lizes our  inner  feeling  of  peace. 

For  the  pettifogger,  mouthing  his  hypo- 
critical lamentations  and  ptu*itanical  ad- 
monitions, is  so  busy  condemning  the 
ostentation  and  humbug  of  the  commercial 
that  he  leaves  himself  neither  time  nor 
energy  to  find  the  very  gift  he  bemoans  as 
lost. 

Yes,  some  of  us  sooner  and  some  later 
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but  most  of  us  sometime  before  Christmas 
morning  find  and  enjoy  the  genuine  spirit 
of  the  season.  Somehow  we  wade  through 
the  welter  of  everyday  annoyances;  resist 
the  enthrallment  of  seductive  come-ons; 
ignore  the  monstrous  pressure  of  social 
compulsion  and  business  practice  which  has 
grown  from  the  old  and  pleasant  custom 
of  personal  greeting  by  speech,  card,  or  gift. 
Yes,  somehow,  from  all  the  chaff  we  separate 
the  wheat,  to  find  that  friends  seem  closer, 
loved  ones  dearer,  and  the  world  a little 
brighter.  For  a few  short  weeks  we  scale 
the  summit  of  benignity  and  sense  that 
nobility  of  purpose  and  love  envisaged 
in  the  Sermon  on  the  Mount. 

The  cynic,  whether  true  or  pseudo  non- 
believer, recluse,  satirist,  or  critic,  is  uni- 
versally marked  by  his  innate  shame  and 
contemptuous  disdain  of  hiunan  nature, 
which  includes  his  own.  Immolated  by  self- 
hatred,  he  demands  perfection  or  nothing. 

His  sophistries  leave  me  cold.  A realist 


Public  service  drugs 

Some  may  remember  the  sled  dogs  mush- 
ing the  life-saving  serum  to  Nome,  but  few 
wiU  remember  that  the  material  itself  was 
fimnished  free  by  the  manufacturer  to  meet 
a public  emergency. 

All  of  the  ethical  drug  manufacturers  have 
on  their  lists  one  or  more  drugs  which  are  of 
use  only  to  a limited  few.  Fortunately, 
there  is  no  mass  market  for  botulism  anti- 
toxin, antirabies  serum,  or  actinomycin  D, 
but  these  are  on  hand  for  use  when  needed. 
Such  drugs  are  known  to  the  trade  as  public 
service  drugs  and  are  provided  after  great 
cost  of  development  at  or  below  cost  or  free 
by  the  manufacturer,  who  in  many  in- 
stances also  pays  the  cost  of  emergency 
transportation. 

Recently  marketed  drugs  of  this  sort 


accepts  the  vagaries  of  human  nature  and 
understands  that  man,  who  is  capable  of 
behavior  so  despicable  as  to  affright  the 
sensibilities  of  the  most  tolerant,  is  also 
capable  of  glorious  acts  of  heroic  self- 
sacrifice  for  principle  and  love.  Does  con- 
demning the  former  preclude  praising  of 
the  latter?  Not  only  the  cynic  but  every 
man  of  good  wiU  wishes  that  the  Spirit  of 
Christmas  endured  throughout  the  year. 
Because  it  does  not  should  in  no  way  impair 
our  appreciation  of  the  short  time  we  do 
experience  it. 

As  for  the  Santa  Claus  nonsense — more 
youngsters  are  traumatized  by  the  amateur 
psychologist  and  his  mumbo-jumbo  than 
have  ever  been  hurt  by  that  jolly  old 
gentleman  from  the  North  Pole. 

I hke  Christmas  because  I like  people, 
and  at  this  time  I tingle  when  they  snule 
and  glow  as  they  greet  me  with  “Merry 
Christmas!” 

W.R.C. 


range  from  idoxuridine,  a compound  useful 
in  treatment  of  the  virus-induced  herpes 
keratitis  to  a compound  useful  in  blocking 
excessive  copper  absorption  in  Wilson’s 
disease  or  a dietary  supplement  useful  in 
feeding  infants  who  suffer  from  phenyl- 
ketonuria. 

It  is  a great  credit  to  the  pharmaceutical 
industry  that  these  products  in  limited 
demand  are  made  available.  There  is  more 
involved  here  than  the  loss-leader  technic 
or  a bid  for  prestige.  Whatever  the  cynics 
may  say,  we  believe  that  what  is  really  in- 
volved is  responsibUity.  The  companies 
feel  it  is  their  duty  to  serve  the  public  and 
the  medical  profession  in  this  way.  This 
is  something  to  remember  during  the  present 
testing  period  for  the  industry. 
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Norethynoclrel,  a steroid  molecule  display- 
ing both  progestational  and  estrogenic  prop- 
erties, makes  Enovid  physiologically  appro- 
I priate  for  feminine  use  — in  addition  to  its 
j thoroughly  established  efficacy,  when  com- 
bined with  mestranol,  in  conception  control. 

Also  appropriate  to  feminine  physiology 
are  certain  clinical  effects  noted  in  women 
taking  Enovid  for  long-term  suspension  of 
fertility.  Characteristically,  cyclic  regularity 
is  achieved,  the  duration  of  menstrual  flow 
is  shortened  and  its  volume  is  lessened.  Ac- 
I cording  to  Andrews  and  Andrews:*  “In 
95.2%  of  patients  on  this  cyclical  manage- 
1 ment  the  volume  of  menstrual  flow  has  been 
decreased  and  this  has  been  of  help  in  those 
I having  menorrhagia.  Dysmenorrhea  has 
i been  eliminated  or  significantly  improved 
in  87.5%  of  patients Relief  of  premen- 
strual tension  has  frequently  been  noted 

The  general  acceptance  by  women  of  this 
regimen  has  been  excellent.  Many  have  com- 
mented on  a feeling  of  well  being  and  free- 
dom from  fear  of  pregnancy.” 

For  the  prevention  of  conception,  Enovid 
may  now  be  prescribed  for  periods  up  to 
four  years.  The  results  of  eight  years  of  clini- 
cal experience  include  more  than  4,500,000 
' users  of  Enovid. 

In  usual  practice  the  side  effects  most  like- 
ly to  be  encountered  by  the  physician  are 
nausea,  spotting  or  break  through  bleeding 
and  amenorrhea  (sometimes  called  “silent 
menstruation”).  Much  less  frequently  chlo- 
asma, breast  enlargement  or  discomfort  and 


ported,  and  the  latter  should  be  considered 
in  patients  with  heart  or  kidney  disease  or 
hypertension.  A variety  of  other  findings 
typical  of  estrogenic  compounds  (that  is, 
alterations  in  certain  thyroid  function  tests 
but  not  thyroid  function)  may  also  be  ob- 
served. 

Thromboembolic  phenomena  tvith  some 
fatalities  have  been  reported;  no  statistical 
significance  to  these  occurrences  has  been 
demonstrated  and  no  causal  relationship  has 
been  proved  or  disproved;  this  possibility 
should  be  considered  in  women  with  factors 
known  to  be  contributory  to  thrombophle- 
bitis. Enovid  is  contraindicated  in  women 
with  a history  of  previous  thromboembolism. 

The  presence  of  genital  or  breast  carci- 
noma and  liver  disease,  dysfunction  or  jaun- 
dice are  also  contraindications.  The  status 
of  liver  function  should  be  noted,  since  in 
large  doses  Enovid  may  cause  bromsulpha- 
lein  retention. 

•Andrews,  W.  C.,  and  Andrews,  M.  C.:  The  Use  of 
Piogestins  for  Oral  Contraception,  Southern  Med.  J. 
55:454-456  (May)  1962. 

ENOVID' 

Each  tablet  contains;  5-nig,  size  10-mg.  size 

iwrethynodrel 5 mg.  9.85  mg. 

mestranol  0.075  mg.  0.15  mg. 
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New  York  City 


Early  diagnosis  in  congenital  malfornia- 
tions  of  the  extrahepatic  biliary  tract  is  of 
utmost  importance  to  effect  a favorable  out- 
come in  infants  with  correctable  lesions. 
The  previous  attitude  of  watchful  waiting 
until  the  age  of  six  months  in  the  elusive 
hope  that  time  would  clarify  the  diagnosis 
is  no  longer  tenable.  It  is  now  known  that 
hepatic  cirrhosis  may  begin  to  develop  as 
early  as  four  to  six  weeks  of  age  in  infants 
with  malformations  of  the  biliary  tract. 
Therefore,  surgical  repair  should  be  under- 
taken prior  to  the  development  of  an  ap- 


IN  iNTRAHEPATic  and  extrahepatic  mal- 
formations of  the  biliary  tract,  delineation 
of  the  enzyme  pattern  has  made  possible 
early  diagnosis  in  the  first  two  or  three  weeks 
of  life,  before  the  onset  of  hepatic  cirrhosis. 
Early  surgical  exploration  is  indicated  in 
such  cases.  Early  diagnoses  of  intrahepatic 
biliary  atresia  in  1 infant  and  of  malforma- 
tion of  the  extrahepatic  ducts  in  another 
were  made  by  serial  measurements  of  serum 
transaminase  activity. 


preciable  hepatic  pathologic  condition.  Yet, 
early  definitive  diagnosis  may  be  extremely 
difficult,  just  as  it  may  be  with  other  causes 
of  neonatal  jaundice.  This  is  true  despite 
the  availability  of  newer  laboratory 
procedures. 

Previous  studies  demonstrated  that  the 
technic  of  serial  measurements  of  serum 
transaminase* *  activity  provides  a valuable 
diagnostic  tool  in  neonatal  jaundice. 
These  studies  indicate  that  characteristic 
patterns  of  serum  transaminase  activity 
evolve  for  the  varied  causes  of  icterus  in  the 
neonatal  period,  thereby  facilitating  etiologic 
diagnosis. 

The  enzymatic  pattern  in  infants  with 
malformation  of  the  extrahepatic  biliary 
tract  has  been  described  and  appears  to 
have  been  confirmed  by  additional  unre- 
ported cases.  It  has  been  found  that  in  this 
condition  in  the  early  neonatal  period 
normal  levels  of  serum  transaminase  activity 
for  both  GO-T  (glutamic  oxalacetic  trans- 
aminase) and  GP-T  (glutamic  pyruvic 

* Transaminases  are  enzymes  which  catalyze  reactions 
involving  the  transfer  of  an  amino  (NH«)  group  from  an 
amino  acid  to  a keto  acid  with  the  formation  of  a new  amino 
acid  and  a new  keto  acid.  These  enzymes  are  widely  dis- 
tributed in  human  and  animal  tissues  and  are  normally 
present  in  serum  and  plasma.  Two  transaminases  have  been 
found  useful  in  diagnosis,  that  is  GO-T  (glutamic  oxalacetic 
transaminase)  and  GP-T  (glutamic  pyruvic  transaminase). 
Liver  is  rich  in  transaminase  activity.  An  increase  in  enzyme 
activity  in  serum  occurs  in  the  presence  of  hepatocellular 
injury  and/or  necrosis  due  in  part  to  release  of  the  enzymes 
into  the  blood  stream. 
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NEWBORN  PREMATURE  INFANTS  (BIRTH  WT.  I8706M)WITH 
ATRESIA  OF  EXTRAHEPATIC  BILIARY  TRACTS 
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FIGURE  1.  Pattern  of  GO-T  and  GP-T  (A)  in  premature  newborn  infant  with  jaundice  due  to  atresia  of  en- 
tire extrahepatic  biliary  tract.®  (B)  in  an  infant  one  month  of  age  with  jaundice  due  to  agenesis  of  the  com- 
mon bile  duct.^ 


transaminase)  activity  are  maintained.* 

* Spectrophotometric  method  of  determination  was 
employed. 

Normal  adult  levels:  GO-T  = 5 to  40  units 
GP-T  = 5 to  35  units 

Normal  neonatal  levels:  GO-T  = 5 to  120  units 
GP-T  = 5 to  90  units 

By  two  to  three  months  of  age  normal  adult  levels  are 
approximated. 


Then  at  about  four  to  seven  weeks  of  age 
enzyme  activity  begins  to  increase  progres- 
sively, so  that  at  about  two  to  three  months 
of  age  a peak  is  reached  at  some  variably 
elevated  level  below  800  units.  Thereafter, 
enzyme  activity  usually  levels  off  at  a lower,  i 


y 
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11/2  MONTH  OLD  INFANT  INTRAHEPATIC  BILIARY  ATRESIA,  PURULENT  MENINGITIS  AND  RENAL  ABSCESSES 


FIGURE  2.  Case  1.  GO-T  and  GP-T  in  a seven-week-old  infant  with  jaundice  due  to  intrahepatic 
biliary  atresia. 


although  generally  still  increased,  range  (Fig. 
1).  Thus,  the  delineation  of  this  enzyme 
pattern  has  permitted  a diagnosis  of  mal- 
formation of  the  extrahepatic  biliary  tract  at 
the  early  age  of  four  to  seven  weeks. [^Al- 
though this  represents  an  improvement  in 
diagnostic  accuracy,  earlier  diagnosis  ob- 
viously would  have  important  prognostic 
and  theraeuptic  implications. 

This  present  report  has  a threefold  purpose. 
Primarily,  further  conclusions  will  be  drawn 
from  our  present  and  previous  studies  which 
indicate  that  definitive  diagnosis  of  con- 
genital malformation  of  the  biliary  tract  may 
now  be  made  even  earlier  than  originally 
suggested,  namely  at  two  to  three  weeks  of 
age.  Thus,  surgical  correction  could  be 
instituted,  if  anatomically  feasible,  prior  to 
the  onset  of  significant  hepatic  cirrhosis. 

The  second  purpose  is  to  record  the  pre- 
liminary observations  of  the  pattern  of 
serum  transaminase  activity  in  biliary  atresia 
of  the  intrahepatic  type.  This,  in  conjunc- 
tion with  the  previously  described  pattern  in 
extrahepatic  biliary  malformation,  appears 
to  provide  a more  complete  enzymatic  pic- 
ture in  malformations  of  the  biliary  tract. 

Finally,  a case  report  will  be  presented  to 
demonstrate  the  facility  with  which  a very 
early  diagnosis  of  biliary  malformation  was 
possible  in  an  infant  within  a few  days  after 
admission  to  the  hospital.  This  was  done 
by  virtue  of  the  serum  transaminase  pattern 
as  it  evolved  from  very  few  serial  measure- 
ments and  without  the  necessity  for  pro- 
longed observations. 


FIGURES.  Case  1.  Microscopic  section  of  liver  in 
infant  (eight  weeks  of  age  at  time  of  histologic 
examination)  with  intrahepatic  biliary  atresia. 
Section  shows  absence  of  small  bile  ductules  in 
portal  triad. 

Case  material  and  method 

The  2 infants  studied  were  patients  on  the 
Pediatric  Service  of  Bellevue  Hospital.  The 
first  infant,  with  intrahepatic  biliary  atresia. 
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TABLE  I.  Serum  transaminase  and  bilirubin  in  an 
infant  seven  weeks  of  age  with  intrahepatic  biliary 
atresia 


Bilirubin 

Transaminase 

Hos- 

(Mg.  per  100  Ml.) 

(Units  per 

pital 

Con- 

■ — Milliliter)- — > 

Day 

jugated  Total 

GO-T  GP-T 

1 

28 

35 

128 

42 

2 

96 

125 

5 

26.5 

35.8 

24 

26 

8 

27.9 

30.8 

344 

112 

was  seven  weeks  of  age  on  admission  to  the 
hospital  and  expired  ten  days  later.  The 
second  infant,  with  a malformation  of  the 
extrahepatic  ducts,  was  admitted  without 
an  available  history,  and  his  age  was 
estimated  to  be  about  one  to  two  months. 

Measurements  of  serum  GO-T  and  GP-T 
activity  were  obtained  serially  at  frequent 
intervals,  using  the  spectrophotometric 
method.  The  results  are  expressed  in  units 
of  activity  per  miUiliter  of  serum  per  minute. 
One  unit  of  activity  is  defined  as  the  de- 
crease in  optical  density  of  0.001  per  millihter 
of  serum  per  minute  at  a wave  length  of 
340  milhmicrons.®’  ® The  range  of  enzyme 
activity  in  the  neonatal  period'-  " and  in 
normal  adults  have  been  outlined. 

Results 

Intrahepatic  biliary  atresia 

Case  1.  (Figs.  2 and  3,  Table  I).  This 
jaundiced  infant  was  eventually  found  to  have 
three  serious  pathologic  disorders,  each  of  which 
alone  may  cause  icterus  in  the  neonatal  period, 
namely,  meningitis,  pyelonephritis,  and  intra- 
hepatic biliary  atresia.  On  the  eighth  hospital 
day  the  pattern  of  serum  transaminase  activity 
led  to  a definitive  antemortem  diagnosis  of  a 
congenital  malformation  of  the  biliary  tract 
despite  its  association  with  the  previously  men- 
tioned other  possible  causes  for  the  jaundice. 

History.  This  seven- week-old  white  female 
infant  was  born  at  another  hospital  and  was 
admitted  because  of  increasing  jaundice  since  the 
age  of  three  days.  The  pregnancy  and  delivery 
had  been  uneventful.  The  baby  weighed  2,353 
Gm.  (5  pounds,  3 ounces)  at  birth.  After  dis- 
charge from  the  newborn  nursery  the  infant 
progressed  favorably  at  home,  although  jaundice 
increased.  Two  days  prior  to  admission  to  the 
hospital  she  had  begun  to  take  feedings  poorly. 
The  urine  had  always  appeared  dark  brown,  and 
the  stool  had  been  light  in  color. 

On  examination  the  infant  was  markedly 
icteric  and  presented  a striking  greenish-yellow 
color.  Although  not  acutely  ill,  she  appeared 


poorly  nourished  with  thin  subcutaneous  tissue 
and  weighed  2,693  Gm.  (5  pounds,  15  ounces). 
Spontaneous  opisthotonus  position  was  assumed 
from  time  to  time,  and  the  temperature  waslOl  F. 
A moderately  loud  systolic  murmur  was  heard 
over  the  entire  precordium  with  maximal  in- 
tensity at  the  third  intercostal  space  along  the 
left  sternal  border.  The  liver  and  spleen  edges 
were  both  palpable  about  1 cm.  below  the  costal 
margin. 

Laboratory  data.  On  admission  the  total  bili- 
rubin level  in  the  serum  was  35  mg.  per  100  ml. 
with  a preponderance  of  the  conjugated  form 
(28  mg.  conjugated  and  7 mg.  unconjugated). 
Thereafter,  bilirubin  concentration  varied  only 
slightly  from  these  levels.  The  blood  of  the 
mother  and  infant  was  type  O,  Rh  positive. 
The  Mazzini,  the  Coombs,  and  the  dye  tests  for 
toxoplasmosis  all  produced  negative  results. 
Cultures  of  the  blood  were  sterile.  The  hemo- 
globin level  in  the  blood  was  8 Gm.  per  100  ml., 
and  the  white  blood  cell  count  was  9,500  per 
cubic  millimeter  with  74  per  cent  polymorpho- 
nuclear cells.  Further  blood  studies  yielded  the 
following  results:  The  albumin/globulin  ratio 
was  3.6: 2.1,  gamma  globulin  3.2  Kunkel  units, 
blood  urea  nitrogen  19.5  mg.  per  100  ml.,  thymol 
turbidity  2.1  units,  blood  cholesterol  128  mg.  per 
100  ml.,  and  serum  potassium  4.8  mEq.  per 
liter.  A roentgenogreun  revealed  the  heart  to  be 
moderately  enlarged  in  the  transverse  diameter 
with  a fullness  along  the  left  cardiac  border. 
The  stool  was  clay-colored  and  contained 
neither  bile  nor  urobilin.  Urinalysis  revealed  2 
plus  albumin  and  1 plus  bile.  Urobilinogen  was 
absent.  A catheterized  urine  specimen  showed 
innumerable  white  blood  cells  with  many 
clumps,  some  red  blood  cells,  and  cellular  casts. 
No  intracellular  inclusion  bodies  were  demon- 
strable. Many  gram-negative  bacilli  were 
visible  on  smear,  and  Escherichia  coli  was 
grown  from  culture  of  the  urine. 

Course.  Tetracycline  was  administered  for 
the  renal  infection.  A small  transfusion  of 
packed  red  blood  cells  was  given  because  of  the 
anemia.  The  pyuria  improved  but  did  not 
clear  entirely.  Jaundice  and  biliary  obstruction 
persisted.  Low-grade  fever  of  from  99  to  101.5 
F.  continued  for  seven  days.  On  the  seventh 
hospital  day  the  opisthotonus  position  was 
manifested  somewhat  more  frequently,  and  a 
lumbar  puncture  was  performed.  The  tap  was 
traumatic,  and  grossly  bloody  spinal  fluid  was 
obtained.  Chloramphenicol  therapy  was  then 
instituted.  The  following  day  (eighth  hospital 
day)  the  temperature  rose  to  102  F.,  and  a lum- 
bar puncture  was  repeated.  Xanthochromic 
fluid  was  obtained.  It  contained  11,520  fresh 
red  blood  cells  and  3,420  white  blood  cells  per 
cubic  millimeter,  with  86  per  cent  polymorpho- 
nuclear cells  and  14  per  cent  lymphocytes. 
The  protein  content  in  the  spined  fluid  was  756 
mg.  per  100  ml.,  and  the  sugar  was  56  mg.  per 
100  ml.  Smear  of  the  spinal  fluid  showed  gram- 
negative rods,  and  culture  yielded  E.  coli. 
Streptomycin  was  added  to  the  therapeutic 
regimen.  However,  the  condition  of  the  infant 
deteriorated  rapidly,  and  she  expired  on  the 
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tenth  hospital  day  following  a generalized  con- 
vulsion. 

Serum  transaminase  activity  levels  and  im- 
plications 

The  pattern  of  enzyme  activity  is  recorded 
in  Figure  2 and  Table  I.  The  initial  levels  of 
transaminase  activity  in  serum  were  128 
units  GO-T  and  42  units  GP-T  on  the  first 
day,  96  units  GO-T  and  125  units  GP-T  on 
the  second  day,  and  24  units  GO-T  and  26 
units  GP-T  on  the  fifth  day.  These  levels 
were  not  appreciably  increased  above  normal 
neonatal  levels,  although  a level  of  128  units 
GO-T  and  125  units  GP-T  were  slightly 
higher  than  the  normal  neonatal  physiologic 
levels  of  up  to  120  units  for  GO-T  and  up  to 
90  units  for  GP-T. 

From  our  findings  in  previous  studies, 
these  transaminase  measurements  led  us  to 
certain  conclusions  with  respect  to  the  cause 
of  jaundice  in  this  infant.  Since  a definite 
increase  in  enzyme  activity  would  have 
occurred  in  acute  viral  hepatitis  or  its  com- 
plications, in  hepatic  cytomegalic  inclusion 
disease  or  any  intrahepatic  infection,  and  also 
in  the  so-caUed  “inspissated  bile  syn- 
drome,”^-® aU  these  were  excluded  as 
possible  causes  for  the  jaundice.  However, 
the  renal  infection  and  meningitis  could  not 
be  excluded  as  a cause  of  the  clinical  picture 
of  biliary  obstruction  in  this  infant,  since 
our  previous  studies  showed  that  extra- 
hepatic  infection  in  the  neonatal  period  may 
present  clinical  symptoms  of  biliary  ob- 
struction and  may  be  reflected  enzymati- 
cally by  persistently  normal  neonatal  levels 
of  enzyme  activity.®”®  Finally,  congenital 
malformation  was  considered  as  the  only 
other  possible  cause  at  this  stage  since  it, 
likewise,  is  characterized  by  normal  neonatal 
enzyme  levels  early  in  the  neonatal 
period. It  was  anticipated,  however, 
that  if  a congenital  malformation  of  the 
biliary  tract  was  in  fact  present,  then  the 
serum  transaminase  activity  would  be 
expected  to  increase  at  about  this  time,  since 
the  infant  was  then  already  seven  weeks  of 
age.  This  sequence  would  be  anticipated 
from  our  previous  studies  in  infants  with 
malformation  of  the  extrahepatic  biliary 
tract  in  whom  enzyme  activity  began  to  rise 
at  about  four  to  seven  weeks  of  age  from  its 
previous  normal  range.  Thus,  when  enzyme 
activity  did,  in  fact,  increase  on  the  eighth 
hospital  day  (two  months  of  age)  to  344 


units  for  GO-T  and  112  units  for  GP-T,  a 
definitive  diagnosis  of  congenital  malforma- 
tion remained  as  the  only  possibility,  regard- 
less of  the  presence  of  other  pathologic 
conditions. 

At  necropsy  there  was  evidence  of  general- 
ized infection  with  purulent  meningitis, 
pnemnonia,  and  pyelonephritis.  In  addi- 
tion, there  were  congenital  anomalies  in- 
volving multiple  organ  systems.  There  was 
a tetralogy  of  Fallot  type  of  malformation  of 
the  heart  and  a striking  agyria  of  the  brain. 
The  liver  was  slightly  enlarged,  firm,  and 
green.  The  extrahepatic  biliary  tracts  were 
entirely  normal.  On  microscopic  examina- 
tion of  the  liver  the  striking  feature  was  the 
hypoplasia  of  the  intrahepatic  bile  ducts 
(Fig.  3).  The  small  bile  ductules  were 
decreased  in  number,  and  no  ductules  could 
be  found  in  many  portal  triads.  In  other 
portal  triads  collapsed  ductules  devoid  of 
secretions  were  identified.  The  mediiun- 
sized  and  larger  bile  ductules  appeared  to  be 
present  in  normal  numbers.  The  architec- 
ture of  the  liver  was  somewhat  deranged. 
There  was  an  increased  amount  of  fibrous 
tissue  in  the  portal  spaces,  and  in  focal  areas 
fibrous  tissue  extended  along  the  periphery 
of  the  lobules.  The  Kupffer  cells  contained 
bile  pigment,  and  rare  canaUcuh  showed 
small  deposits  of  bile.  There  was  some 
focal  necrosis  of  liver  cells  and  a few  hepatic 
cells  contained  several  (up  to  5)  nuclei. 
There  was  no  cellular  infiltration. 

Despite  the  limitations  imposed  by  the 
short  period  of  survival,  the  preliminary 
observations  in  this  single  infant  appear  to 
indicate  that  intrahepatic  biliary  atresia  is 
reflected  enzymatically  by  a characteristic 
pattern  of  serum  transaminase  activity. 
In  the  early  neonatal  period  normal  neonatal 
levels  of  activity  are  maintained.  Later  in 
the  neonatal  period,  that  is,  at  about 
two  months  of  age,  enzyme  activity  begins  to 
increase.  This  initial  increase  in  enzyme 
activity  is  probably  a reflection  of  the  onset 
of  hepatic  damage  and  the  beginning  of  the 
cirrhotic  process.  This  pattern  simulates 
that  which  we  have  found  to  be  character- 
istic of  malformation  of  the  extrahepatic 
biliary  tract.  This  is  not  unexpected,  since 
the  pathologic  manifestation  of  the  basic 
derangement  is  similar  in  both  intrahepatic 
and  extrahepatic  biliary  malformations, 
namely,  parenchymal  injury  and  replacement 
by  fibrous  tissue.  The  somewhat  later 
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ONE  MONTH  OLD  INFANT  WITH  JAUNDICE  DUE  TO  CHOLEDOCHAL  CYST 
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HOSPITAL  DAY 

FIGURE  4.  Case  2.  GO-T  and  GP-T  in  an  infant  one  to  two  months  of  age  (estimated)  with  jaundice  due  to 
congenital  choledochal  cyst. 


onset,  at  about  two  months  of  age,  of 
the  initial  increase  in  enzyme  activity 
in  this  infant  with  intrahepatic  biliary 
atresia,  in  contrast  to  infants  with  mal- 
formation of  the  extrahepatic  biliary  tracts, 
in  whom  enzyme  activity  begins  to  increase 
somewhat  earlier,  at  four  to  seven  weeks 
of  age,  may  be  of  differential  diagnostic 
significance  if  confirmed  by  additional  case 
material.  This  could  be  attributed  to  the 
slower  progression  of  the  parenchymal 
pathologic  condition  in  the  Uver  in  intra- 
hepatic biliary  atresia,  and  therefore  the 
later  onset  in  enzyme  alterations. 

Early  diagnosis  of  malformation  of  extra- 
hepatic  biliary  tract 

The  pattern  of  serum  transaminase  activ- 
ity in  malformations  of  the  extrahepatic 
biliary  tract  was  documented  in  previous 
reports^’ ® and  has  been  reviewed  here. 
The  complete  delineation  of  this  pattern 
permits  early  diagnosis  without  the  necessity 
of  awaiting  results  of  prolonged  studies. 
In  the  following  case  report  a definitive 
diagnosis  and  a recommendation  for  surgical 
exploration  were  made  on  the  fourth  day 
following  admission  to  the  hospital.  Early 
determination  of  the  cause  was  possible  in 
this  infant  virtually  with  the  sole  aid  of  a 


TABLE  II.  Serum  transaminase  and  bilirubin  in  an 
infant  one  to  two  months  of  age  (estimated*)  with 
congenital  choledochal  cyst 


Hos- 

pital 

Day 

Bilirubm 

(Mg.  per  100  Ml.) 

Con- 
jugated Total 

Transaminase 
(Units  per 
- — Milliliter) — 
GO-T  GP-T 

1 

92 

80 

4 

7.4 

14.7 

264 

6 

9,4 

14.8 

300 

232 

11 

385 

286 

15 

7.7 

11.8 

152 

25 

148 

90 

26  (oper 

ation 

60 

4.4 

8.8 

200 

184 

* History  not  available. 


very  Umited  number  of  serial  measurements 
of  serrnn  transaminase  activity. 

Case  2.  (Fig.  4,  Table  II).  This  male 
Negro  infant  was  brought  to  the  hospital  from  a 
police  station.  The  mother  was  psychotic,  and 
no  information  whatsoever  was  available  rela- 
tive to  either  the  mother  or  the  infant.  It  was 
estimated  that  the  infant  was  about  one  to  two 
months  of  age.  He  was  mildly  icteric  and 
weighed  8 pounds,  4 ounces.  The  liver  edge 
was  just  palpable  below  the  costal  margin. 
Complete  biliary  obstruction  was  demonstrable 
by  the  presence  of  bile  and  absence  of  urobilino- 
gen in  the  urine  and  by  the  absence  of  bile  and 
urobilin  in  the  stool. 
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The  serum  transaminase  activity  on  the  day  of 
admission  was  normal,  92  vmits  for  GO-T  and 
80  units  for  GP-T.  However,  on  the  fourth 
hospital  day  enzyme  activity  rose  to  264  units  for 
GP-T.  At  this  time  the  serum  total  bilirubin 
was  14.7  mg.  per  100  ml.,  and  the  conjugated 
bilirubin  was  7.4  mg.  per  100  ml.  No  further 
laboratory  studies  had  been  obtained  at  this 
time  because  of  the  week-end  interruption. 
Despite  the  complete  absence  of  any  history  and 
the  availability  of  only  these  very  meager 
laboratory  studies,  the  pattern  of  enzyme  ac- 
tivity that  evolved  with  these  two  serial  measure- 
ments of  serum  transaminase  permitted  a 
definitive  diagnosis  of  malformation  of  the  biliary 
tract,  and  immediate  surgical  intervention  was 
recommended  at  this  early  stage  in  the  course  of 
hospitahzation.  However,  it  was  necessary  to 
postpone  surgical  exploration  for  medicolegal 
reasons. 

Subsequent  laboratory  studies  during  the 
following  few  weeks  yielded  these  results:  The 
hemoglobin  was  10.6  Gm.  per  100  ml.;  white 
blood  cells  15,800  per  cubic  millimeter;  plate- 
lets normal;  blood  type  B,  Rh  negative;  nega- 
tive Coombs  and  serologic  test  results  for 
syphilis;  prothrombin  clotting  time  19.5  seconds 
(control  15  seconds);  thymol  turbidity  0 to  1.8 
units;  cephalin  flocculation  0 to  1 plus;  alka- 
line phosphatase  3.2  Bodansky  units;  gamma 
globulin  2.2  Kunkel  units;  serum  albumin/ 
globulin  ratio  4.3: 1.6;  blood  total  cholesterol 
202  mg.  per  100  ml.;  blood  urea  nitrogen  7.5  to 
11.6  mg.  per  100  ml.;  dye  test  result  for  toxo- 
plasmosis negative,  and  negative  findings  on 
roentgenograms  of  the  skeletal  system.  The 
serum  total  bilirubin  varied  from  8.8  to  14.8 
mg.  per  100  ml.  with  a preponderance  of  the 
conjugated  fraction. 

At  operation  on  the  twenty-sixth  hospital  day 
a choledochal  cyst  was  found.  An  attempt  at 
repair  by  anastomosis  of  the  cyst  to  the  jejunum 
was  unsuccessful.  A biopsy  of  the  liver  showed 
evidence  of  early  biliary  cirrhosis.  On  subse- 
quent exploration  the  cyst  was  found  to  end 
blindly  cephalad.  No  hepatic  ducts  could  be 
found,  and  repair  of  the  lesion  was  therefore  not 
possible. 

The  pattern  of  serum  transaminase  activity 
as  it  evolved  in  this  infant  is  recorded  in  Figure 
4 and  Table  II. 

Comment 

Intrahepatic  biliary  atresia  is  character- 
ized pathologically  by  the  absence  of  inter- 
lobular bile  ducts.  It  is  much  less  frequent 
than  malformation  of  the  extrahepatic 
biliary  tract.  Early  in  the  course  of  the 
disease  the  clinical  picture  may  resemble 
that  of  the  latter.  Clinical  and  laboratory 
evidence  of  biliary  obstruction  are  demon- 
strable. Those  instances  in  which  biliary 
obstruction  is  incomplete  are  attributed  to 
incomplete  involvement  of  the  intrahepatic 


biliary  system.  The  lesion  may  coexist  with 
malformation  of  the  extrahepatic  biliary 
tract.  In  contrast  to  the  short  life  span  of 
two  to  three  years  associated  with  the 
extrahepatic  biliary  malformation,  infants 
with  intrahepatic  biliary  atresia  may  survive 
for  a much  longer  period  because  of  the 
relatively  slow  rate  of  progression  of  the 
cirrhotic  process,  and  a survival  time  of 
thirteen  and  one-half  years  has  been  re- 
ported. A marked  increase  in  total  serum 
lipids  occirrs,  affecting  the  neutral  fats, 
phosphohpids,  and  total  cholesterol. 
Cutaneous  xanthomatosis  develops  with 
prolonged  elevation  of  serum  Upids.“ 

In  the  terminal  stage  serum  lipids  may  de- 
crease as  the  liver  fails.  Treatment  is  of 
necessity  purely  palliative.  Some  contro- 
versy exists  relative  to  the  cause  of  intra- 
hepatic biliary  atresia.  Recently,  renewed 
objection  has  been  raised  against  the  more 
widely  accepted  theory  of  maldevelopment 
of  the  interlobular  ducts.  Harris  and  Ander- 
senhave  suggested  that  this  pathologic 
picture  is  the  end  result  of  cholestasis  in 
early  infancy  due  to  a defect  in  the  elimina- 
tion of  bilirubin  into  the  biliary  canaUculi. 
Zuelzer  and  Brown  have  observed  in- 
stances of  loss  of  epitheliiun  and  fibrosis  with 
inflammatory  change  about  the  intrahepatic 
ducts  in  young  infants.  This  is  interpreted 
as  representing  the  early  stage  of  a process 
which  leads  eventually  to  loss  of  the  intra- 
hepatic bile  ducts.  It  is  of  interest  that 
although  elevation  of  the  total  cholesterol 
content  of  the  blood  has  been  suggested  as  a 
diagnostic  clue  in  intrahepatic  biliary 
atresia,  no  such  increase  was  demonstrable 
in  the  infant  of  the  present  study. 

The  studies  in  Case  1 provide  preliminary 
observations  in  delineating  the  pattern 
of  serum  transaminase  activity  in  intra- 
hepatic biliary  atresia,  subject  to  conflrma- 
tion  by  additional  studies.  Furthermore, 
together  with  the  alterations  in  serum 
transaminase  activity  previously  described 
for  malformations  of  the  extrahepatic  biliary 
tract,  these  observations  now  appear  to 
furnish  a more  complete  enzymatic  picture 
to  include  both  intrahepatic  and  extra- 
hepatic malformations  of  the  biliary  tract. 
This  combined  pattern  now  may  be  charac- 
terized by  enzyme  activity  which  is  normal 
in  the  early  neonatal  period  and  which 
begins  to  increase  progressively  at  about  one 
to  two  months  of  age  to  reach  some  variable 
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TABLE  ill.  Patterns  of  GO-T  and  GP-T  activity  in  infants  with  neonatal  jaundice  of  varied  causes 


Conditions 

GO-T  (Units  per 
Milliliter  of  Serum) 

GP-T  (Units  per 
Milliliter  of  Servun) 

Normal  adults 

5 to  40 

5 to  35 

Normal  newborn  infants 

5 to  120  (normal  adult  levels 
reached  at  age  of  about  two  to 
three  months) 

5 to  90  (normal  adult  levels 
reached  at  two  to  three 
months) 

“Physiologic”  jaundice 

5 to  120  (normal  neonatal  level) 

5 to  90  (normal  neonatal  level) 

Protracted  “physiologic” 

5 to  120 

5 to  90 

jaundice 

Absorption  from  encapsulated 

5 to  120 

5 to  90 

hemorrhage 

Extrahepatic  infection  (sepsis 

5 to  120 

5 to  90 

pyelonephritis) 

Kernicterus 

5 to  120 

5 to  90 

Hemolytic  states  (blood  group 
incompatibility,  and  so 
forth) 

Mild  to  severe 

5 to  120 

5 to  90 

Fulminant 

Transient  increase  up  to  about 
300  units  for  one  to  two  days 

5 to  90 

“Inspissated  bile  syndrome” 
(complication  of  hemolytic 
disease  of  newborn) 

With  clinical  picture  of 

5 to  120 

5 to  90 

incomplete  biliary  ob- 
struction 

With  clinical  picture  of 

GO-T  activity  begins  to  increase 

Similar  to  alteration  in  GO-T 

complete  biliary  ob- 
struction 

from  initial  normal  levels  some 
time  during  first  week  of  life, 
with  the  onset  of  biliary  ob- 
struction, to  some  peak  level 
below  800  units.  It  remains 
elevated  during  stage  of  biliary 
obstruction  and  decreases  with 
relief  of  obstruction 

activity 

Congenital  malformation  of 

F rom  birth  through  the  early  neo- 

Similar  to  alterations  in  GO-T 

biliary  tract  (extrahepatic 
or  intrahepatic) 

natal  period  normal  GO-T 
levels  are  maintained.  Then 
at  about  one  to  two  months  of 
age  GO-T  activity  begins  to 
increase.  Progressive  increase 
continues  to  a variably  ele- 
vated peak  level  below  800 
units  which  is  attained  at  about 
two  to  three  months  of  age. 
Thereafter  GO-T  levels  off  at  a 
lower,  although  generally  still 
increased  range 

activity 

Hepatic  cirrhosis  (secondary 

GO-T  is  increased  to  some  vari- 

Similar  to  alterations  in  GO-T 

to  congenital  malformation 

ably  elevated  level  below  800 

activity.  Levels  are  gener- 

of  biliary  tract) 

units.  Enzyme  activity  may 
be  normal  during  quiescent 
stage 

ally  at  a lower  range  than 
GO-T 

Cytomegalic  inclusion  disease 
(with  hepatic  involvement) 

GO-T  increased  from  birth  at 
some  plateau  elevated  level  be- 
low 800  units* 

...  * 

Acute  neonatal  viral  hepatitis 

GO-T  increases  sharply  to  levels 
above  800  units  in  stage  of 
increasing  hyperbilirubinemia, 
even  in  mildest  case.  This  is 
followed  by  rapid  decrease  dur- 
ing recovery  stage 

Similar  to  alteration  in  GO-T 
activity  although  levels  of 
activity  may  be  at  a much 
lower  range 

* Further  course  to  be  described  in  a future  report. 
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peak  level  below  800  units  at  about  two  to 
three  months  of  age.  It  then  usually  levels 
off  at  a lower,  although  a generally  stiU 
increased,  range. 

It  may  be  noted  that  studies  of  serum 
I transaminase  activity  may  possibly  shed 
some  further  light  on  the  problem  of  the 
cause  of  intrahepatic  biliary  atresia.  If 
additional  studies  confirm  the  maintenance 
of  persistently  normal  neonatal  levels  of 
serum  transaminase  activity  in  the  very 
early  neonatal  period,  these  findings  would 
be  compatible  with  either  a defect  in  em- 
bryologic  development  or  possibly  a “burned 
out”  inflammatory  process  having  had  its 
origin  in  utero,  as  etiologic  factors.  If  an 
initial  postnatal  inflammatory  process,  or 
the  so-caUed  “inspissated  bile  syndrome,” 
were  indeed  responsible  for  the  final  picture 
of  intrahepatic  biliary  atresia,  then  an 
increase  in  serum  transaminase  activity 
would  be  expected  in  the  very  early  neonatal 
period. 

Case  2 offers  a dramatic  demonstration 
of  the  value  of  serial  measurements  of 
j serum  transaminase  activity  in  early  diagno- 
I sis  of  congenital  malformation  of  the  biliary 
I tract.  A diagnosis  was  made  on  the  fourth 
j hospital  day  without  further  procrastina- 
t tion  because  of  the  emergence  of  the  typical 
enzyme  pattern  from  only  two  serial  measure- 
ments of  serum  transaminase  activity. 
This  diagnosis  was  made  despite  the  absence 
of  any  history  and  laboratory  tests  other 
than  a urinalysis  and  stool  examination  to 
demonstrate  the  presence  of  biliary  ob- 
struction. If  these  studies  of  serum  trans- 
aminase activity  had  not  been  available, 
this  definitive  diagnosis  could  not  have  been 
made,  and  surgical  exploration  could  not  have 
I been  reconunended  at  this  early  stage  of 
i observation  in  the  hospital.  To  have  done 
so  without  first  eliminating  other  nonsurgi- 
cal  causes  of  biliary  obstruction  would  not 
have  been  justified. 

Our  studies  to  date  lead  us  now  to  a further 
significant  conclusion,  namely,  that  a diag- 
nosis of  congenital  malformation  of  the 
biliary  tract  may  be  made  even  earlier  than 
the  one  to  two  months  required  for  the 
development  of  the  typical  enzyme  pattern. 
Thus,  it  appears  from  the  present  and 
previous  studies,  that  in  an  infant  who 
shows  the  clinical  picture  of  complete 
biliary  obstruction,  sustained  normal  neona- 


tal levels  of  serum  transaminase  activity, 
which  persist  during  the  first  two  to  three 
weeks  of  life,  indicate  the  presence  of  a 
congenital  malformation  of  the  biliary 
tract.  Surgical  exploration  may  then  be 
recommended  without  further  delay.  It 
is  no  longer  necessary  to  await  the  initial 
increase  in  enzyme  activity  which  begins 
later,  that  is,  at  about  one  to  two  months  of 
age.  This  is  applicable  provided  that  extra- 
hepatic  infection  has  been  eliminated  by  the 
clinical  setting  and  by  appropriate  labora- 
tory tests.  * This  diagnostic  tool,  therefore, 
may  now  permit  very  early  diagnosis  in  the 
first  few  weeks  of  life,  and  thereby  much 
earlier  attempts  at  repair  may  be  instituted. 

Apart  from  its  value  in  early  diagnosis  of 
malformations  of  the  biliary  tract,  the  in- 
formation which  has  been  obtained  from 
our  studies  to  date,  relative  to  patterns  of 
serum  transaminase  activity  in  the  neonatal 
period,  may  be  of  material  aid  in  early 
definitive  diagnosis  of  neonatal  jaimdice  of 
other  origins,  t The  results  of  early  serial 
measurements  of  enzyme  activity,  as  re- 
lated to  the  clinical  course,  will  usually 
supply  adequate  information  from  which 
etiologic  diagnosis  may  be  made  without 
the  necessity  for  prolonged  observation. 
It  should  be  emphasized  that  serial  measure- 
ments of  serum  transaminase  should  be 
started  with  the  initial  clinical  examination 
of  an  infant  with  jaundice  of  unknown 
origin.  These  should  be  continued  serially 
at  short  intervals,  about  two  to  three  times 
weekly,  thereafter  to  detect  the  character- 
istic pattern  as  it  evolves.  If  serial  measure- 
ments are  not  begun  until  late  in  the  course 
of  the  disease,  or  if  they  are  obtained  at 
long  intervals,  the  diagnostic  pattern  may 
be  missed  completely.  For  practical  pur- 
poses, once  the  patterns  of  serum  trans- 
aminase activity  are  defined  for  the  varied 
causes  of  neonatal  jaundice,  it  is  unnecessary 
to  await  results  of  further  prolonged  measure- 
ments of  enzyme  activity  before  arriving  at 
diagnostic  conclusions.  It  should  also  be 
noted  that  while  a single  isolated  measure- 
ment of  enzyme  activity  in  an  infant  under 
study  may  be  helpful,  it  may  also  be  of  no 
value,  or  even  be  misleading,  if  it  is  not 

* Extrahepatic  infection  in  the  neonatal  period  may  be 
manifested  clinically  by  signs  of  biliary  obstruction,  and 
enzymatically,  by  persistently  normal  neonatal  levels  of 
serum  transaminase  activity.**^ 

t Patterns  of  serum  transaminase  activity  in  congenital 
cytomegalic  inclusion  disease  and  toxoplasmosis  will  be  pre- 
sented in  a future  report. 
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related  to  the  stage  in  the  course  of  the 
disease. 

For  convenience,  the  patterns  of  serum 
transaminase  activity  which  have  been 
delineated  from  our  present  and  previous 
studies  in  infants  with  neonatal  jaundice 
are  reviewed  in  Table  III. 

Summary 

With  the  delineation  of  the  enzyme  pat- 
tern in  intrahepatic  and  extrahepatic  mal- 
formations of  the  biliary  tract,  it  appears 
that  very  early  diagnosis  is  now  possible  in 
the  first  two  to  three  weeks  of  life,  before 
the  onset  of  hepatic  cirrhosis.  Thus,  in 
an  infant  with  the  clinical  picture  of  com- 
plete biliary  obstruction  and  in  whom  ex- 
trahepatic infection  has  been  excluded, 
sustained  normal  neonatal  levels  of  serum 
transaminase  activity,  which  continue  dur- 
ing the  first  two  to  three  weeks  of  life,  in- 
dicate the  presence  of  malformation  of  the 
biliary  tract,  either  intrahepatic  or  extra- 
hepatic.  Under  these  circumstances  surgical 
exploration  at  this  early  age  is  warranted 
without  further  delay. 

Preliminary  observations  of  serum  meas- 
urements of  serum  transaminase  activity 
in  an  infant  with  intrahepatic  biliary  atresia 
are  presented.  The  enzymatic  pattern  was 
characterized  by  normal  neonatal  levels  of 
enzyme  activity  during  the  early  neonatal 
period,  followed  by  an  increase  in  activity 
at  about  two  months  of  age.  This  enzy- 
matic picture  appears  to  resemble  that  ob- 
tained in  previous  studies  in  infants  with  ex- 
trahepatic malformation  of  the  biliary  tract. 
In  the  latter,  it  had  been  found  that  enzyme 
activity  began  to  increase  at  about  four  to 
seven  weeks  of  age. 

The  value  of  serial  measurements  of 
serum  transaminase  activity  in  very  early 
diagnosis  is  illustrated  in  an  infant  with  a 
malformation  of  the  extrahepatic  biliary 
tract. 


Addendum 

Since  submission  of  this  report,  the  en- 
zyme alterations  in  congenital  cytomegalic 
inclusion  disease  and  in  congenital  toxo- 
plasmosis have  been  described. 
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Evidence  is  unequivocal  that  rabies  virus 
in  experimental  animals  customarily  passes 
from  site  of  exposure  to  the  central  nervous 
system  via  peripheral  nerves.^  Exceptions 
include  the  young,  animals  of  a highly  suscep- 
tible species,  such  as  the  hamster,  or  those 
in  which  resistance  has  been  altered,  as  by 
intracerebral  trauma  or  shock.  Airborne 
transmission  is  occasionally  possible. 
Pathogenesis  in  man  is  beheved  to  be  essen- 
tially the  same,  with  non-nerve  transmis- 
sion rare.  It  is  thought  that  virus  tends  to 
become  fixed  in  nervous  tissue  within  hours 
after  exposure.  Although  rabies  virus  grows 
in  non-nerve  tissue, outcome  of  infections 
is  beheved  to  depend  less  on  multiplication 
locally  at  the  site  of  exposure  than  on  intro- 
duction of  an  infective  dose.  This  paper 
reviews  rabies  prophylaxis  in  the  light  of 
present  knowledge  of  pathogenesis. 

Role  of  the  laboratory 

Decision  as  to  whether  or  not  to  treat  and 
the  type  of  treatment  indicated  rests  with 
the  practicing  physician  with  the  consent  of 
the  patient.  Health  officers  and  laboratory 
diagnosticians  only  advise.  Results  of 


IN  PREVENTING  RABIES,  prompt  local  treat- 
ment with  benzaldonium  chloride  is  essential. 
Antirabies  serum  is  reserved  for  severe  types 
of  exposure  because  of  possible  serious  re- 
actions. Vaccines  of  nervous  tissue  origin 
are  commonly  used  for  postexposure  treat- 
ment but  may  cause  neurologic  complica- 
tions; duck  embryo  vaccine,  currently  the 
vaccine  of  choice,  is  free  of  such  complica- 
tions but  is  less  potent.  The  duck  embryo 
vaccine  and  the  HEP  {high  egg  passage) 
vaccine  are  being  used  successfully  in  pre- 
exposure vaccination  of  persons  occupa- 
tionally exposed  to  rabies. 


laboratory  examinations,  while  useful,  should 
be  used  as  supportive  rather  than  definitive 
evidence  in  making  a decision.  Unless 
medical  assistance  has  been  delayed,  local 
treatment,  including  possible  use  of  serum 
topically  infiltrated  around  the  wound,  will 
have  been  completed  and  systemic  therapy 
initiated  in  most  instances  before  laboratory 
results  are  available.  Fortunately,  the  risk 
of  serious  complications  is  appreciably  less 
following  the  first  few  injections  of  vaccine 
regardless  of  type.  Vaccine  can  be  discon- 
tinued if  subsequently  justified  by  results  of 
laboratory  examination  or  other  information. 

The  fluorescent  antibody  test  is  a signifi- 
cant advance  in  rabies  diagnosis.^  **  In 
competent  hands  it  is  fast,  inexpensive,  and 
reliable.  It  works  well  with  fresh,  frozen,  or 
glycerinated  specimens  and  is  apparently 
more  accurate  than  stained  films  and  histo- 
logic examination  and  preferable  to  mouse 
inoculation.  Diagnosis  is  made  in  minutes 
or  hours  rather  than  days  or  weeks.  In  our 
laboratory,  for  example,  results  obtained  by 
fluorescence  on  specimens  involving  human 
exposure  are  almost  invariably  reported  the 
same  day  when  they  are  received  by  noon. 
Fluorescent-positive,  mouse-negative  speci- 
mens are  observed  occasionally,  but  fluores- 
cent-negative, mouse-positive  specimens  are 
exceedingly  rare.  Pending  further  evalua- 
tion, however,  we  test  in  mice  all  fluorescent- 
negative specimens  involving  human  expo- 
sure. Laboratories  lacking  adequate  facili- 
ties and  competence  in  fluorescence  should 
not  perform  rabies  diagnosis  where  human 
exposure  is  involved. 
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Local  treatment 

Prompt  adequate  local  treatment  of 
wounds  is  paramount  in  preventing  rabies. 
Wounds  should  be  encouraged  to  bleed 
freely,  and  first-aid  procedures  should  be 
employed  promptly  if  a physician  is  not 
immediately  available.  The  wound  should 
be  thoroughly  scrubbed  and  flushed  with 
tap  water,  soap  and  water,  or  1 to  2 per  cent 
benzalkonium  chloride  (Zephiran  chloride). 
Such  procedures  are  remarkably  effective  in 
preventing  rabies  in  animals  with  superficial 
wounds®  and  may  be  important  in  man,  since 
many  rabies  exposures  consist  of  mere 
scratches,  minor  lacerations,  or  superficial 
bites.  Treatment  should  be  reviewed  by  a 
physician  and  supplemented  where  indi- 
cated. 

Local  treatment  by  the  physician  should 
include  thorough  swabbing  and  irrigation 
with  copious  amounts  of  a 1 to  2 per  cent 
aqueous  solution  of  benzalkonium  chloride 
or  20  per  cent  soft  soap  solution.  Other 
substances  should  not  be  used  without  ade- 
quate prior  testing.  Quaternary  ammonia 
compounds,  for  example,  are  not  equally 
effective  in  preventing  rabies.  “ Cleansing 
with  benzalkonium  chloride  or  soap  is 
believed  to  be  at  least  as  effective  and 
probably  more  effective  than  fuming  nitric 
acid  in  wounds  that  permit  adequate  applica- 
tion, Immediate  suturing  of  the  wound 
is  not  generally  advised,  since  it  may  con- 
tribute to  the  development  of  rabies.  Anti- 
biotics presently  available  do  not  affect 
rabies  virus  but  may  he  helpful  in  preventing 
bacterial  infection. 

Failure  to  reduce  materially  the  hazard 
of  rabies  in  animals  with  deep  puncture 
wounds  by  swabbing  with  saline  or  super- 
ficial flushing  with  serum  emphasized  the 
need  for  adequate  cleansing  or  debridement 
and  the  necessity  for  using  the  most  effective 
drugs  available.® 

Mode  of  action  of  the  various  substances 
used  for  local  treatment  is  varied  or  in  some 
instances  unknown.  Most  solutions  tend  to 
flush  out  or  dilute  the  virus  mechanically. 
Some,  such  as  antiserum,  benzalkonium 
chloride,  or  soap,  are  virucidal;  others, 
possibly  including  benzalkonium  chloride, 
may  also  induce  nerve  block  at  the  site  of 
exposure  or  otherwise  interfere  with  nerve- 
borne  transmission  of  virus.  In  addition  to 
possible  destruction  of  virus,  substances  such 


as  fuming  nitric  acid  and  cautery  may  also 
act  by  destroying  nerves  at  the  site  of 
exposure. 

Nerve  blocking  agents  have  been  shown  to 
exert  a marked  sparing  effect  in  animals 
when  inoculated  intramuscularly  proximal 
to  the  site  of  infection.  ®~“  Although  some 
blocking  agents  may  be  virucidal,  their 
greatest  effect  is  probably  due  to  interference 
with  the  passage  of  virus  centripetaUy  via 
peripheral  nerves  for  long  enough  to  allow 
virus  titer  to  drop  below  the  infectious 
threshold.  Their  role  in  preventing  rabies 
in  man  requires  further  evaluation. 

Topical  application  of  antiserum  is  re- 
markably effective  in  preventing  rabies  in 
experimental  animals.  ® Similar  usage  should 
be  considered  in  man  whether  or  not  serum 
is  given  systemicaUy;  when  used,  serum 
should  be  highly  potent  and  be  applied  thor- 
oughly to  aU  surfaces  of  the  wound  following 
adequate  debridement  and  cleansing. 

The  Expert  Committee  on  Rabies  of  the 
World  Health  Organization  (WHO)  recom- 
mends the  use  of  serum  infiltrated  into  the 
tissue  beneath  the  wound  in  patients  whose 
exposure  justifies  parenteral  inoculation  of 
serum.  If  used,  at  least  5 ml.  should  be 
infiltrated  into  the  tissue  surrounding  the 
wound  when  the  site  permits.  Since  un- 
toward side-effects  may  follow  the  use  of 
serum  (see  Antirabies  serum),  it  should  not 
be  used  lightly  and,  possibly  excluding  topical 
apphcation,  is  not  presently  indicated  in 
exposures  where  there  is  little  risk  of  rabies 
or  where  local  treatment  supplemented  by 
vaccine  is  considered  adequate. 

Antirabies  serum 

The  administration  of  antiserum  systemi- 
caUy  should  at  least  be  considered  in  all 
cases  involving  exposure  to  rabies  and  would 
be  recommended  in  all  instances  if  an  innocu- 
ous product  was  available.  Present  commer- 
cial supplies  are  equine  and,  although  puri- 
fied and  concentrated,  have  the  inherent 
hazards  of  animal  sera.  Consequently, 
usage  is  generally  reserved  for  the  more 
severe  types  of  exposure,  those  involving 
bites  by  wild  animals,  or  where  local  treat- 
ment with  or  without  vaccine  is  not  con- 
sidered adequate  (Table  I).  The  recom- 
mendation that  serum  be  used  in  all  cases  of 
unprovoked  bites  by  wild  animals  is  dubious, 
particularly  in  the  case  of  mild  exposures  to 
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TABLE  I.  Guide  for  specific  postexposure  treatment* 


Recommended 
Treatment 
(in  Addition  to 
Local  Treatment) 

Nature  of 
Exposure 

At  Time  During 

of  Observation  Period 

Exposure  of  Ten  Days 

No  lesion;  indirect 

Rabid 

None 

j contact 
Licks 

Unabraded  skin 

Rabid 

None 

Abraded  skin. 

Healthy 

Clinical  signs  of  rabies 

Start  vaccine  at  first  signs 

scratches  and 

or  proved  rabid 

of  rabies  in  the  biting 

unabraded  or  ab- 

(laboratory) 

animal 

raded  mucosa 

Signs  suggestive  of 
rabies 

Healthy 

Start  vaccine  immediately; 
stop  treatment  if  animal 
is  normal  on  fifth  day 
after  exposure 

Rabid,  escaped, 
killed,  or  un- 
known 

Start  vaccine  immediately 

Bites 

Mild  exposure 

Healthy 

Clinical  signs  of  rabies 
or  proved  rabid  (lab- 
oratory) 

Start  vaccine  at  first  signs 
of  rabies  in  the  biting  ani- 
mal 

Signs  suggestive  of 
rabies 

Healthy 

Start  vaccine  immediately; 
stop  treatment  if  animal 
is  normal  on  fifth  day 
after  exposure 

Rabid,  escaped, 
killed,  or  unknown 

Start  vaccine  immediately 

Wild  (wolf,  jackal, 
fox,  bat,  etc.) 

Serum  immediately,  fol- 
lowed by  a course  of  vac- 
cine** 

Severe  exposure  (mul- 

Healthy 

Clinical  signs  of  rabies 

Serum  immediately;  start 

tiple,  or  face,  head, 

or  proved  rabid  (lab- 

vaccine**  at  first  sign  of 

finger,  or  neck 
bites) 

oratory) 

rabies  in  the  biting  ani- 
mal 

Signs  suggestive  of 
rabies 

Healthy 

Serum  immediately;  fol- 
lowed by  vaccine;  vac- 
cine may  be  stopped  if 
animal  is  normal  on  fifth 
day  after  exposure 

Rabid,  escaped, 
killed,  or  unknown 
Wild  (wolf,  jackal, 
fox,  bat,  etc.) 

Serum  immediately,  fol- 
lowed by  vaccine** 

♦ Recommendations  of  the  WHO  Expert  Committee  on  Rabies.** 

t This  schedule  applies  equally  whether  or  not  the  biting  animal  has  been  previously  vaccinated. 

**  Course  of  vaccine  to  be  followed  by  supplemental  doses  of  vaccine  of  non-nervous  tissue  if  possible,  ten  and  twenty  days  after 
the  last  usual  dose. 


animals  such  as  mice,  rats,  chipmunks,  and 
so  forth,  in  which  the  likehhood  of  rabies  is 
minimal.*^  If  nonhumoral  immunity  is 
proved  not  to  be  a factor  in  rabies,  local 
treatment  plus  copious  and  repeated  use  of 
serum  would  become  the  treatment  of  choice. 

It  is  presently  recommended  that  serum 
of  satisfactory  potency  be  given  on  one  oc- 
casion only  as  early  as  possible  following 
exposure  minimum  dosage  is  40  lU  per 
kilogram  of  body  weight,  inoculated  intra- 
muscularly in  the  buttocks  with  a portion 


used  whenever  practical  to  infiltrate  the 
tissue  surrounding  the  wound.  The  use  of 
serum  parenteraUy  should  be  accompanied 
by  a full  fourteen-  or  twenty -one-day  course 
of  vaccine.  A shorter  course  of  vaccine  is 
not  recommended  since  passive  immunity 
induced  by  serum  may  limit  response  to 
vaccine. Wherever  possible  booster  in- 
jections of  vaccine,  preferably  of  non- 
nervous  tissue  origin,  should  be  given  ten  to 
twenty  days  following  the  last  regularly 
scheduled  injection. 
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TABLE  II.  Interval  between  exposure  and  onset  of  symptoms  in  untreated  persons  dying  of  rabies 


Incubation  Period  (Days) 

Num- 
ber 0 to  30  31  to  60  61  to  90  >90 


Institute  or 
Worker 

City  or 
Country 

of 

Cases 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Comite  d’Hygiene 
1862  to  1872 

F ranee 

170 

38 

22.4 

74 

43.5 

35 

20.6 

23 

13.5 

Nitsch 

1887  to  1905 

Cracow 

72 

10 

13,9 

23 

31.9 

16 

22.2 

23 

31.9 

Busson 
(?  to  1929) 

Vienna 

35 

7 

20.0 

17 

48.6 

9 

25.7 

2 

5.7 

Hogyes 

1886  to  1897 

Hungary 

210 

58 

27.6 

80 

38.1 

46 

21.9 

26 

12.3 

Babes  Institute 
1888  to  1938 

Bucharest 

290 

25.2 

38.5 

18.0 

17.7 

Dodero 

1898  to  1937 

North  Vietnam 

54 

21 

38.9 

26 

48.1 

7 

13.0 

Humphrey 
1955  to  1962 

United  States 

18 

7 

38.9 

8* 

44.4 

2 

11.1 

1 

5.6 

Pasteur  Institute 

Coonoor 

115 

48 

41.7 

45 

39.1 

13 

11.3 

9 

7.8 

1930  to  July  1963 

* Includes  1 case  with  possible  incubation  period  of  twenty-seven  days. 


Serum  sickness  occurs  in  as  many  as  15 
to  25  per  cent  of  the  persons  given  serum. 
A careful  history  of  aUergy  and  of  previous 
administration  of  serum  should  be  taken  and 
the  manufacturer’s  directions  for  sensitivity 
testing  carefully  followed.  The  skin  test 
and  eye  test  are  useful  in  anticipating 
anaphylactic  reaction,  but  a negative  test 
result  does  not  guarantee  the  absence  of 
sensitivity.  Skin  tests  with  animal  prod- 
ucts have  caused  deaths.'  Skin  tests  or 
serum  should  not  be  given  unless  a syringe 
containing  1 ml.  of  1:1,000  epinephrine  is 
available  for  use.  The  usual  precautions 
regarding  desensitization  should  be  observed 
in  treating  persons  allergic  to  serum.  An- 
tihistamines are  prescribed  frequently  in 
conjunction  with  serum  and  may  be  of 
value.  Corticosteroids  and  ACTH  should 
be  considered  in  treating  serum  sickness. 

Postexposure  vaccination 

Present  knowledge  suggests  that  potent 
vaccine  should  be  given  as  soon  as  practical 
following  exposure  and  supplemented  where 
advisable  by  booster  injections  following 
completion  of  the  regular  schedule.  Deter- 
mination of  what  constitutes  an  adequate 
vaccine  is  difficult,  since  efficacy  in  man 
must  necessarily  be  evaluated  principally  in 
clinical  trials  or  by  measuring  ability  of 
vaccine  to  stimulate  antibody  formation. 


Both  methods  have  limitations;  most  clini- 
cal evaluations  lack  controls,  and  the  rela- 
tionship between  titer  of  neutralizing  anti- 
body and  resistance  to  rabies  can  be  evalu- 
ated only  in  animals  since  challenge  experi- 
ments are  not  made  in  man. 

Dissatisfaction  with  performance  through- 
out the  years  has  led  to  the  development  of 
many  types  of  vaccine.  Until  compara- 
tively recently,  such  vaccines  were  almost 
exclusively  of  nervous  tissue  origin;  today, 
vaccines  of  duck^**  or  chicken^  embryo  origin 
are  available  for  postexposure  vaccination, 
although  the  latter  is  infrequently  used 
pending  further  evaluation.  Efforts  con- 
tinue to  develop  safe  efficacious  vaccines  of 
tissue  culture  origin.  j 

Although  progress  has  been  made  regard-  I 
ing  the  safety  of  a product  for  vaccinated  ■ 
persons,  present-day  commercial  rabies  vac- 
cines for  human  use  have  hmitations. 
Deaths  from  rabies  continue  to  occur  in 
vaccinated  persons,  and  14  or  more  daily 
injections  of  vaccine  are  usually  recom- 
mended for  those  under  treatment  for  the 
prevention  of  rabies.  In  these  respects 
there  has  been  httle  progress  since  the  days 
of  Pasteur. 

Although  the  incubation  period  in  un- 
treated persons  dying  of  rabies  varies  greatly, 
the  interval  between  exposure  and  onset  of 
symptoms  is  thirty  days  or  less  in  14  to  40 
per  cent  of  such  cases  (Table  f 
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Of  the  18  such  deaths  recorded  in  the  United 
States  from  1955  to  1962,  the  interval  be- 
tween exposure  and  onset  of  symptoms  in  7 
persons  (38.9  per  cent)  was  fourteen  to 
twenty-one  days;  the  median  was  thirty- 
five  days  with  a range  of  fourteen  to  one 
hundred  twenty  days.^  Time  intervals  of 
this  sort  lessen  the  confidence  to  be  placed 
on  vaccine  alone  and  emphasize  the  role  of 
early  wound  treatment  and  serum  therapy. 
Accurate  information  as  to  the  location  of 
virus  in  the  body  during  the  interval  between 
exposure  and  onset,  particularly  in  individ- 
uals with  long  incubation  periods,  would 
permit  better  understanding  of  vaccine 
effectiveness.  Vaccine  can  be  expected  to 
have  little  influence  on  outcome  in  cases 
where  the  interval  between  exposure  and 
onset  of  illness  is  short  or  where  virus  is 
fixed  promptly  in  nerve  cells  or  otherwise 
not  susceptible  to  attack  within  the  body. 
Since  the  incubation  period  cannot  be  pre- 
dicted at  the  time  of  exposure,  use  of  vaccine 
as  recommended  by  the  WHO  Expert  Com- 
mittee on  Rabies  is  indicated  in  most 
instances  (Table  I).i® 

Nervous  tissue  vaccine.  Excluding 
the  United  States,  vaccines  of  nervous  tissue 
origin  in  liquid  or  lyophilized  form  and 
standardized  for  potency  primarily  by  the 
HabeP’  or  NIH^*  (National  Institutes  of 
Health)  tests  are  most  commonly  used  for 
postexposure  treatment.  Although  type  of 
vaccine  and  method  of  production  vary,*'' 
Semple  and  Fermi  type  vaccines  are  most 
commonly  used;  the  former  is  more  popular 
in  the  United  States.  Such  vaccines  are 
easy  to  produce  and  comparatively  inexpen- 
sive. Principal  disadvantages  include  a 
comparatively  short  shelf-life  in  liquid  form 
and  risk  of  neurologic  complications.  Most 
contain  inactivated  virus,  although  some 
contain  viable  fixed  virus  modified  by  atten- 
uation or  reduced  by  dilution.  Rabbits, 
sheep,  or  goats  are  principally  used  for  vac- 
cine production. 

Schedule  of  injections  and  dosage  varies 
somewhat  but  generally  consists  of  fourteen 
to  twenty-one  daily  injections  of  vaccine 
given  subcutaneously;  dosage  is  usually  1 
ml.  of  a 10  per  cent  tissue  suspension  or  its 
equivalent.  Antibody  is  customarily  first 
demonstrable  during  the  second  or  third 
week  following  the  first  injection  of  vaccine. 
Supplemental  or  booster  doses  of  vaccine 
administered  ten  and  twenty  days  following 


the  completion  of  the  usual  vaccine  schedule 
are  frequently  recommended  and,  where 
possible,  should  be  made  with  vaccine  of 
non-nervous  tissue  origin.  Individuals  pre- 
viously vaccinated  against  rabies  may  not 
require  a full  course  of  treatment  following 
exposure. 

Local  reactions  to  vaccine  are  common 
but  transient.  They  consist  principally  of 
redness,  swelling,  and  induration  at  the  site 
of  injection  and  are  rarely  severe  enough  to 
justify  discontinuation  of  vaccine  therapy. 
The  incidence  of  neuroparalytic  accidents 
attributed  to  the  nervous  tissue  component 
of  vaccine  varies  widely  depending  on  the 
type  and  dosage  of  vaccine  used,  thorough- 
ness of  evaluation,  species  of  animal  used  in 
vaccine  production,  method  of  inactivation, 
and  susceptibility  of  the  individual.  Re- 
ported incidence  varies  from  as  many  as  1 
in  17  persons  to  1 in  27,000  or  more.^'* 
Deaths  occasionally  occur.  In  the  United 
States  such  reactions  have  been  noted  as 
frequently  as  1 in  every  600  to  2,025  persons 
given  vaccine.  Aberration  in  electro- 
encephalogram patterns  following  nervous 
tissue  vaccine  are  reportedly  common. 
Neurologic  reactions  are  observed  most  fre- 
quently following  the  sixth  or  subsequent 
injection  of  vaccine  and  in  persons  previously 
vaccinated  with  nervous  tissue  vaccine. 
When  neuroparalytic  accidents  occur  or 
premonitory  symptoms  indicating  their  de- 
velopment are  recognized,  the  Expert  Com- 
mittee on  Rabies  recommends  that  non- 
nervous  tissue  be  used  to  complete  the  series 
and  that  the  risk  associated  with  the  con- 
tinued use  of  vaccine  again  be  weighed 
against  the  possibility  of  death  from  rabies.*® 
If  immunization  already  obtained  is  con- 
sidered adequate,  vaccine  should  be  discon- 
tinued. Although  controlled  studies  docu- 
menting their  effectiveness  have  not  been 
made,  corticosteroids  and  ACTH  are  re- 
portedly helpful  in  treating  postvaccinal 
accidents.  Steroids  may  interfere  with  anti- 
body response  to  vaccine.®® 

Duck  embryo  vaccine.  Duck  embryo 
vaccine,  a lyophilized  product  with  a long 
shelf-life,  is  currently  the  vaccine  of  choice 
in  the  United  States.  It  should  not  be 
used,  or  it  should  be  used  cautiously,  in 
persons  who  are  allergic  to  eggs.  Vaccine 
is  prepared  from  fixed  virus  produced  in 
embryonating  duck  eggs  with  virus  inacti- 
vated by  beta  propiolactone.  Schedule 
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and  dosage  are  the  same  as  for  nervous  tissue 
vaccine.  Comparatively  free  of  nervous 
tissue,  this  vaccine  is  a marked  improve- 
ment as  regards  safety  from  neurologic 
complications.  Reactions  associated  with 
its  use  have  been  of  the  magnitude  and 
nature  of  those  observed  with  influenza 
vaccine  produced  in  embryonating  chicken 
eggs.  Local  reactions,  such  as  redness, 
sweUing,  and  induration  at  the  site  of  injec- 
tion, are  frequent,  and  generalized  reactions, 
such  as  malaise,  headache,  and  lymphade- 
nopathy,  are  occasionally  observed.  Neuro- 
logic complications  of  the  type  associated 
with  the  use  of  vaccines  of  nervous  tissue 
origin  occur  less  frequently;  2 confirmed  and 
2 suspected  cases  have  been  reported  to 
date.^^ 

Studies  by  Greenberg  and  Childress^® 
have  shown  that  demonstrable  antibody 
following  duck  embryo  vaccine  tends  to 
develop  somewhat  earlier  than  with  nervous 
tissue  vaccine  but  that  titers  tend  to  be 
lower.  The  comparative  potency  of  the 
vaccines  used  in  these  studies  is  not  known. 
On  the  other  hand,  there  is  evidence  in 
animals  that  duck  embryo  vaccine  is  less 
antigenic  than  nervous  tissue  vaccine. 
Properly  produced,  nervous  tissue  vaccines 
readily  pass  the  Habel  and  NIH  tests  for 
potency,  whereas  duck  embryo  vaccine 
customarily  either  passes  such  tests  mar- 
ginally or  fails.  Preference  for  duck 
embryo  vaccine  is  apparently  justified 
largely  because  of  its  greater  freedom  from 
postvaccinal  neurologic  complications. 

Pre-exposure  vaccination 

Development  of  vaccines  free  or  com- 
paratively free  of  nervous  tissue  has  stimu- 
lated their  use  in  the  pre-exposure  vaccina- 
tion of  persons  occupationally  or  otherwise 
exposed  to  rabies,  such  as  veterinarians, 
animal  handlers,  laboratory  workers,  spe- 
lunkers,  and  so  forth.  Risk  is  believed  to  be 
minimal,  and  rewards  may  be  appreciable. 
Two  products  have  been  used  principally, 
largely  on  an  experimental  basis:  duck 

embryo  vaccine'®  and  the  HEP  (high  egg 
passage)  Flury  strain  of  modified  live  rabies 
virus  produced  in  embryonating  chicken 
eggs.*  Both  are  effective. Vac- 
cines of  nervous  tissue  origin  eire  not  recom- 
mended for  this  purpose. 

Although  there  is  no  evidence  that  HEP 


vaccine  is  harmful  for  man  and  its  effective-  I 
ness  in  pre-exposure  vaccinations  is  well  I 
documented,  our  preference  is  for  duck  I 
embryo  vaccine  pending  further  evidence  , 
concerning  the  safety  of  HEP  vaccine,  * 
particularly  in  children,  and  knowledge  as 
to  whether  virus  multiplies  in  man  after  ^ 
inoculation.  A series  of  four  subcutaneous 
injections  of  1 ml.  of  duck  embryo  vaccine 
containing  10  per  cent  tissue  administered  f 
at  intervals  of  three  to  four  weeks  followed  ' 
by  a booster  injection  six  or  more  months 
after  the  last  scheduled  dose  of  vaccine  is  | 
recommended.  Antibody  titers  should  be  j 
determined  at  least  after  the  booster  dose. 
Admittedly,  however,  this  and  other  sched-  j 
ules  remain  experimental  in  that  efficacy  is  | 
judged  principally  by  serologic  response,  and  < 
although  most  persons  develop  demon- 
strable antibody,  no  schedule  is  yet  known 
that  will  induce  serologic  conversions  in  all 
vaccinated  persons.  Booster  injections 
should  be  continued  at  least  until  antibody 
can  be  demonstrated. 

Persons  previously  vaccinated  against 
rabies  customarily  develop  a marked  rise  in 
antibody  titer  when  given  one  or  more 
booster  injections  of  vaccine,  irrespective 
of  the  type  of  vaccine  used  in  the  primary 
series  or  for  booster.  Not  only  are  antibody 
titers  higher  in  such  persons  than  in  indi- 
viduals undergoing  primary  immunization, 
but  antibody  levels  rise  more  promptly  and 
persist  longer.  When  immunity  is  chal- 
lenged, vaccinated  dogs  with  demonstrable 
serum-neutralizing  antibody  are  usually  pro- 
tected, and  even  those  without  measurable 
antibody  are  frequently  resistant,  while 
nonvaccinated  dogs  without  antibody  suc- 
cumb to  rabies.  The  belief  that  persons 
with  demonstrable  antibody  may  well  be 
resistant  is  thus  strengthened. 

Pre-exposure  vaccination  offers  protection 
against  the  minor  and  frequently  unknown 
exposures  encoimtered  by  those  exposed  to 
animals.  Whenever  definite  exposure  oc- 
curs, however,  a physician  should  be  con-  | 
suited  and  action  dictated  by  available  facts.  J 
Local  treatment,  either  alone  or  supple-  ; 
mented  with  one  or  more  booster  injections  ' 
of  vaccine,  may  be  all  that  is  necessary,  j 
Other  exposures  may  justify  a short  course  ' 
of  vaccine,  say  five  to  seven  daily  doses  and, 
occasionally,  a standard  series  of  fourteen 
or  more  injections  with  or  without  immune 
sera  may  be  prescribed. 
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Betamethasone  (Celestone)  * is  a new 
analogue  of  prednisolone  which  differs  from 
the  earlier  steroid  by  having  a fluoro  group 
at  the  9-alpha  position  and  a methyl  group 
at  16-beta.  These  modifications  produced 
a steroid  of  high  anti-inflammatory  potency, 
on  a weight-for-weight  basis,  without  pro- 
portionate increase  of  undesired  mineralo- 
corticoid  activity.  ^ 

Betamethasone  has  been  used  successfully 
in  many  of  the  allergic  diseases  which  re- 
spond to  steroid  therapy.^  Unger  and 
Bartolomei^  substituted  0.6  mg.  betametha- 
sone for  5 mg.  prednisone  in  36  patients 
with  chronic  bronchial  asthma  who  required 
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long-term  steroid  treatment.  Many  pa- 
tients stated  that  the  newer  steroid  was 
more  effective  in  controlling  symptoms. 
Toogood®  also  found  betamethasone  more 
effective  in  relieving  symptoms  among  15 
patients  with  bronchial  asthma.  Side-effects 
occurred  in  both  series  but  were  neither 
unusual  nor  severe.  This  was  true  also  in 
our  preliminary  series  of  30  patients  treated 
with  betamethasone.’' 

Methods 

This  report  is  based  on  the  efficacy  of 
betamethasone  administered  in  the  treat- 
ment of  182  selected  patients  with  various 
allergic  disorders.  The  patients  were  from 
the  private  allergy  practice  of  one  of  the 
authors  and  from  the  allergy  clinic  and 
medical  service  of  the  Long  Island  College 
Hospital.  Eighty-six  patients  with  chronic 
bronchial  asthma  were  treated  with  oral 
betamethasone,  and  96  patients  with  various 
allergic  disorders  were  given  betamethasone 
administered  parenteraUy.  AU  of  the  pa- 
tients who  received  betamethasone  had 
proved  refractory  to  conservative  manage- 
ment which  included  elimination  of  offending 
allergens,  hyposensitization,  catarrhal  vac- 
cines, bronchodilators,  iodides,  antihista- 
mines, and  antibiotics,  whenever  feasible. 
When  possible,  betamethasone  was  discon- 
tinued or  interrupted,  and  the  patients  were 
treated  conservatively. 

Eighty -six  patients  (Table  I ) with  chronic 
bronchial  asthma  who  received  oral  beta- 
methasone were  divided  into  three  groups 
according  to  the  duration  of  treatment. 
Group  1,  on  short-term  therapy,  was  com- 
posed of  34  patients  who  were  treated  for 
one  month  or  less;  Group  2,  on  intermittent 
long-term  therapy,  consisted  of  20  patients 
who  were  treated  from  two  to  twenty-four 
months;  and  Group  3,  on  continual  long- 
term therapy,  consisted  of  32  patients  who 
were  treated  continuously  from  two  to 
twenty-seven  months. 

One  or  several  steroids  other  than  beta- 
methasone had  been  used  previously  in  33 
patients,  of  whom  4 were  in  Group  1,  12  in 
Group  2,  and  17  in  Group  3.  Another  pa- 
tient in  Group  3 received  corticotropin  gel 
(Acthar  gel)  for  six  years  (Table  II).  The 
duration  of  previous  treatment  ranged  be- 
tween less  than  one  month  and  more  than 
ten  years.  Ten  patients  received  one,  9 


3514  New  York  State  Journal  of  Medicine  / December  15,  1963 


patients  two,  11  patients  three,  3 patients 
four,  and  1 patient  five  previous  steroids. 

Seven  patients  in  this  series  had  inter- 
current illnesses.  There  were  4 in  Group 
1-2  with  cardiac  disease  (1  had  posterior  wall 
infarction  with  congestive  heart  failure  and  1 
had  arteriosclerotic  heart  disease),  1 with 
chronic  cholecystitis,  and  1 with  lupus  ery- 
thematosus. One  patient  in  Group  2 and 
one  in  Group  3 had  diabetes  mellitus.  One 
patient  in  Group  3 had  multiple  sclerosis. 
The  relevant  previous  histories  were  of  pep- 
tic ulcer  in  1 patient  in  Group  2 and  1 in 
Group  3,  1 case  of  tuberculosis  and  1 of 
ulcerative  colitis  in  Group  3,  and  psychoses 
in  1 patient  in  Group  1 and  1 in  Group  3. 

The  usual  dosage  of  oral  betamethasone 
was  from  one  to  two  tablets  (0.6  to  1.2  mg.) 
daily.  The  range  was  from  one-half  to 
three  tablets  daily.  Occasionally  four  or 
five  tablets  (2.4  to  3 mg.)  were  given  daily 
for  from  one  to  three  days. 

In  another  series  of  96  selected  patients 
with  various  allergic  disorders  betametha- 
sone was  administered  parenterally.  This 


IN  86  PATIENTS  with  chroTiic  bronchial  asthma 
treated  with  oral  betamethasone  (Celestone), 
excellent  or  good  relief  was  obtained  in  78 
patients,  fair  relief  in  5,  and  no  relief  in 
3.  In  96  patients  with  various  allergic 
disorders  treated  with  parenteral  betametha- 
sone, symptomatic  relief  was  excellent  in 
33  patients,  marked  to  good  in  34,  fair  to 
moderate  in  11,  slight  to  poor  in  7,  and  no 
relief  in  11.  All  patients  had  proved  re- 
fractory to  conservative  management.  Side- 
effects  were  those  associated  with  steroid 
therapy;  they  occurred  in  21  of  the  86 
patients  on  oral  betamethasone,  varying  in 
incidence  and  severity  according  to  duration 
of  treatment,  and  in  5 of  the  96  patients  on 
parenteral  betamethasone. 


series  included  52  patients  with  bronchial 
asthma,  5 with  bronchial  asthma  and  hay 
fever,  27  with  hay  fever,  3 with  hay  fever 
and  perennial  allergic  rhinitis,  5 with  peren- 
nial allergic  rhinitis,  2 with  allergic  bron- 


TABLE  I.  Oral  betamethasone  therapy  in  chronic  bronchial  asthma 


Type  of  Treatment 

Patients  in 
Series 

Duration  of 
Bronchial  Asthma 

Duration  of  Beta- 
methasone Therapy 

Short-term  therapy  (1  month 

17  M (1  child) 

1 

month  to  23  years; 

2 to  27  days; 

mean: 

or  less — 34  patients) 

17  F 

mean:  5 years 

16  days 

Intermittent  long-term  ther- 

12  M (1  child) 

2 

to  44  years,  mean: 

2 to  24  months; 

mean: 

apy  (over  2 months — 20 

8 F 

12  years 

10  months 

patients) 

Continual  long-term  therapy 

20  M (1  child) 

1 

to  33  years;  mean: 

2 to  27  months; 

mean: 

(over  2 months — 32  pa- 

12  F 

10  years 

13  months 

tients) 


TABLE  II.  Previous  steroid  treatment  in  34  patients 


Duration 

in 

Months 

ACTH 

Gel 

Cortisone 

Hydro- 

cortisone 

Pred- 
nisone or 
Pred- 
nisolone 

Triam- 

cinolone 

Dexa- 

metha- 

sone 

Patients 

on 

Previous 

Therapy* 

<1 

1 

1 

1 

1 to  12 

6 

6 

7 

5 

5 

4 

13  to  24 

1 

3 

2 

3 

6 

25  to  36 

3 

5 

10 

1 

8 

37  to  48 

3 

2 

3 

49  to  60 

6 

6 

61  to  72 

1 

4 

73  to  84 

1 

3 

85  to  96 

3 

97  to  108 

1 

122 

1 

Totals 

1 

11 

14 

30 

10 

12 

34 

* 1 previous  steroid^ — 10  patients;  2 previous  steroids — 9 patients;  3 previous  steroids — 11  patients;  4 previous  steroids — 
3 patients;  and  5 previous  steroids — 1 patient. 
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TABLE  III.  Results  with  oral  betamethansone  in  chronic  bronchial  asthma 


Variables 

Short-Term  Therapy 
• — (1  Month  or  Less) — • 
Number  of 
Patients  Per  Cent 

Intermittent 
Long-Term  Therapy 
'—(Over  2 Months) — > 
Number  of 

Patients  Per  Cent 

Continual 

Long-Term  Therapy 

— (Over  2 Months) • 

Number  of 

patients  Per  Cent 

Extent  of 

relief 

34 

20 

32 

Excellent 

25 

73 

15 

75 

23 

72 

Good 

6 

18 

3 

15 

6 

19 

Fair 

1 

3 

1 

5 

3 

9 

None 

2 

6 

1 

5 

0 

Incidence  of 

side-effects 

2 

6 

4 

20 

15 

47 

chitis,  and  2 with  chronic  urticaria.  There 
were  37  males  and  59  females.  Their 
ages  ranged  from  eight  to  eighty -three  years 
and  the  age  distribution  was  as  follows;  ages 
eight  to  twenty  years,  15  patients;  twenty- 
one  to  thirty  years,  13;  thirty-one  to  forty 
years,  29;  forty-one  to  fifty  years,  14; 
fifty-one  to  sixty  years,  20;  sixty-one  to 
seventy  years,  4;  and  eighty-three  years, 
1. 

The  dose  administered  was  1 cc.  intra- 
muscularly per  injection  except  in  a child 
nine  years  of  age  for  whom  the  dose  was 
0.5  cc.  The  interval  between  injections  was 
from  two  days  to  eight  weeks,  depending  on 
the  relief  obtained  (1  cc.  of  injectable  beta- 
methasone contains  3 mg.  betamethasone 
acetate  and  3 mg.  betamethasone  disodium 
phosphate).  In  most  cases,  after  the  initial 
injection,  subsequent  doses  were  given  once 
weekly.  In  this  series  of  96  patients  182 
injections  were  given,  and  the  total  amount 
of  betamethasone  received  was  as  follows: 
0.5  cc.  in  1 patient,  1 cc.  in  51  patients,  2 
cc.  in  25  patients,  3 cc.  in  12  patients,  4 cc. 
in  2 patients,  5 cc.  in  1 patient,  6 cc.  in  2 
patients,  and  9 cc.  in  2 patients. 

Each  of  the  52  patients  received  one  in- 
jection, 19  received  two  injections  with  an 
interval  of  one  week,  6 received  two  injec- 
tions with  an  interval  between  injections  of 
from  two  to  three  weeks,  15  received  from 
three  to  six  injections  at  intervals  between 
one  to  five  weeks.  Two  patients  with 
bronchial  asthma  received  seven  to  ten 
injections  at  intervals  of  from  one  and  two 
weeks  in  1 case,  and  two  and  three  weeks  in 
another.  Two  other  patients  with  bronchial 
asthma  received  three  injections  each  at 
intervals  of  five  weeks  and  one  week  in  1 
case  and  six  and  eight  weeks  in  another. 


Results 


Oral  betamethasone  provided  excellent 
or  good  symptomatic  relief  in  78  (91  per 
cent)  of  the  86  patients  with  chronic  bron- 
chial asthma,  fair  relief  in  5 patients,  and 
ineffective  in  3 (Table  III).  Relief  was 
considered  excellent  if  dyspnea,  wheezing  of 
the  chest,  and/or  cough  had  disappeared 
completely  and  no  musical  rales  were  audi- 
ble on  auscultation.  No  other  drugs  were 
necessary.  It  was  considered  good  if  symp- 
toms had  disappeared  either  completely  or 
almost  completely,  with  occasional  presence 
of  residual  wheezing.  Asthmatic  attacks 
were  rare  and  mild,  and  other  drugs  were 
administered  occasionally.  It  was  con- 
sidered fair  if  there  was  slight-to-moderate 
improvement  in  symptoms.  Asthmatic  at- 
tacks were  less  frequent  and/or  there  was 
some  decrease  in  dosage  of  other  drugs.  At 
times  it  was  difficult  to  evaluate  the  extent 
of  improvement  in  this  group  because  in 
some  cases  there  was  no  definite  line  of 
demarcation  between  slight  and  moderate 
improvement,  so  both  were  grouped  under 
the  heading  of  “fair  relief.”  It  was  con- 
sidered ineffective  if  there  was  no  improve- 
ment. Asthmatic  attacks  and  the  adminis- 
tration of  other  drugs  were  unchanged. 

Vital  capacities  and  timed  vital  capacities 
were  recorded  prior  to,  and  at  intervals  of, 
one  to  four  weeks  after  medication  in  several 
of  these  patients.  In  3 representative 
cases  the  following  results  were  given:  The 
vital  capacity  increased  from  1,900  to  2,900 
cc.,  and  the  one-second  vital  capacity  in- 
creased from  1,100  to  1,200  cc.  in  Case  1 
with  excellent  symptomatic  relief;  in  Case  2 
the  vital  capacity  increased  from  3,000  to 
4,100  cc.,  and  the  one-second  vital  capacity. 
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from  1,000  to  2,500  cc.,  with  excellent 
symptomatic  relief;  and  in  Case  3 the  vital 
capacity  increased  from  1,650  to  2,500  cc., 
and  the  one-second  vital  capacity  from  600 
to  800  cc.,  with  good  symptomatic  rehef. 
It  was  possible  to  correlate  the  results  of 
vital  capacity  and  one-second  timed  vital 
capacity  with  the  extent  of  symptomatic 
relief  when  the  patient  had  excellent,  good, 
or  no  symptomatic  relief  after  medication. 
However,  it  was  difficult  to  evaluate  the 
objective  findings  of  pulmonary  function 
with  symptomatic  rehef  in  patients  who  had 
only  fair,  shght,  or  poor  relief.  In  this 
group  the  readings  were  either  shghtly  in- 
creased, unchanged,  or  reduced  in  some 
patients.  The  results  of  more  extensive 
pulmonary  function  studies  may  correlate 
objectively  the  severity,  progress,  and  re- 
sponse to  therapy  at  rest  and  after  exertion. 

In  comparative  studies  with  other  steroids, 
32  of  33  patients  experienced  superior  and 
more  sustained  symptomatic  rehef  with 
betamethasone.  One  patient  had  superior 
rehef  with  prednisone.  Another  patient, 
who  received  60  units  of  repository  corti- 
cotropin injection  twice  weekly  for  six  years, 
had  better  rehef  v/ith  betamethasone. 

In  this  series  of  96  patients  with  various 
ahergic  disorders  who  received  betametha- 
sone parenterahy,  symptomatic  rehef  was 
exceUent  in  33  patients,  marked  to  good  in 
34,  fair  to  moderate  in  11,  shght  to  poor  in  7, 
and  no  rehef  in  11.  Of  52  patients  with 
bronchial  asthma,  15  had  exceUent  rehef, 
22  good  to  marked  rehef,  6 fair  to  moderate 
rehef,  3 shght  to  poor  rehef,  and  6 no  rehef. 
Of  5 patients  with  bronchial  asthma  and 
hay  fever,  3 had  exceUent  rehef,  1 fair  to 
moderate  rehef,  and  1 no  rehef.  Of  27 
patients  with  hay  fever,  11  had  exceUent 
rehef,  9 good  to  marked  rehef,  3 fair  to 
moderate,  2 shght  to  poor,  and  2 no  rehef. 
Of  3 patients  with  hay  fever  and  perennial 
aUergic  rhinitis,  1 had  exceUent,  1 good  to 
marked,  and  1 no  rehef.  Of  5 patients  with 
perennial  aUergic  rhinitis,  1 had  exceUent 
rehef,  2 good  to  marked,  1 fair  to  moderate, 
and  1 shght  to  poor.  Of  2 patients  with 
aUergic  bronchitis,  1 had  exceUent,  and  1 
had  no  rehef.  Of  2 patients  with  chronic 
urticaria,  1 had  exceUent  rehef  and  1 shght  to 
poor. 

On  the  regimen  mentioned,  the  onset  of 
rehef  was  as  foUows:  immediate  or  within 
minutes  in  3 patients,  in  one  to  two  hours  in 


9,  in  two  to  three  hours  in  25,  in  three  to 
four  hours  in  17,  in  four  to  six  hours  in  10, 
in  seven  to  twelve  hours  in  18,  in  eighteen 
hours  in  1,  in  two  to  three  days  in  1,  in  four 
to  five  days  in  1,  and  no  rehef  in  11  patients. 

The  duration  of  rehef  was  one  to  two  days 
in  10  patients,  two  to  three  days  in  5,  three 
to  four  days  in  11,  five  to  six  days  in  15, 
seven  to  ten  days  in  19,  eleven  to  fourteen 
days  in  9,  thirty  days  in  1,  and  five  to  twenty- 
one  days  in  1.  One  patient  was  asympto- 
matic during  treatment,  and  13  were 
asymptomatic  diu*ing  and  after  treatment. 

Side-effects 

The  side-effects  were  those  associated 
with  steroid  therapy,  and  no  side-effects 
unique  with  oral  betamethasone  were  dis- 
covered in  this  series.  The  incidence  and 
severity  of  side-effects  varied  directly  with 
the  duration  of  treatment. 

Two  of  34  patients  (6  per  cent)  on  short- 
term therapy  of  one  month  or  less  had  two 
side-effects:  1 had  fuUness  of  the  face,  and 
1 had  gastrointestinal  complaints.  Four 
(20  per  cent)  of  20  patients  in  Group  2 on 
intermittent  long-term  therapy  of  from  two 
to  twenty-four  months  had  four  side-effects: 

1 had  fuUness  of  the  face,  1 ecchymosis,  1 
nervousness,  and  1 weakness.  Fifteen  (47 
per  cent)  of  32  patients  in  Group  3 on 
continual  long-term  therapy  of  from  two 
to  twenty-seven  months  had  24  side-effects: 
9 fuUness  of  the  face,  5 osteoporosis  (4 
female  and  1 male),  2 ecchymosis,  1 easy 
bruisabiUty,  1 gastrointestinal  complaints, 

2 glycosuria,  2 striae,  1 hirsutism,  and  1 
hypertension. 

Three  of  34  patients  in  Group  1,  12  of  20 
patients  in  Group  2,  and  17  of  32  patients  in 
Group  3 had  received  either  intermittent 
long-term  or  continual  long-term  therapy 
previously  with  other  steroids  before  switch- 
ing to  betamethasone. 

In  Group  1,  patients  on  short-term  ther- 
apy, in  31  of  34  patients  with  good  to  excel- 
lent rehef,  29  did  not  find  it  necessary  to 
resume  betamethasone  therapy  after  com- 
pletion of  study  in  this  group.  There  was 
no  steroid  dependency.  Two  patients  at  a 
later  date  had  to  resort  to  smaU  doses  inter- 
mittently when  symptoms  were  severe.  In 
Group  2,  patients  on  intermittent  long-term 
therapy,  in  18  of  20  patients  who  had  good 
to  exceUent  rehef  9 became  dependent  on 
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steroids  and  resumed  taking  oral  beta- 
methasone intermittently  when  symptoms 
were  severe.  These  9 patients  were  also 
dependent  on  previous  steroids.  In  Group 
3,  of  32  patients  on  continual  long-term 
therapy,  26  were  dependent  on  steroids,  and 
6 were  able  to  discontinue  betamethasone. 
In  17  of  these  26  patients  steroid  dependency 
was  carried  over  from  the  administration  of 
previous  steroids  given  on  a continual  long- 
term basis.  Two  patients  were  able  to 
change  from  continuous  to  intermittent 
therapy:  1 patient  after  receiving  beta- 

methasone continuously  for  sixteen  months, 
prednisone  for  two  months,  triamcinolone 
for  seventeen  months,  and  dexamethasone 
for  twenty-foirr  months;  and  another  pa- 
tient who  received  betamethasone  for  twenty- 
seven  months,  and  prednisone  for  sixty 
months. 

In  6 of  32  patients  who  were  not  depend- 
ent on  steroids,  4 received  betamethasone 
from  four  to  seven  months,  and  1 for  eleven 
months.  These  5 patients  had  not  received 
previous  steroids.  The  sixth  patient  re- 
ceived betamethasone  for  twelve  months 
after  having  received  five  other  steroids  for 
eight  years,  one  month.  However,  steroid 
withdrawal  symptoms,  with  no  recurrence 
of  asthmatic  symptoms,  occurred  on  discon- 
tinuance of  betamethasone.  Withdrawal 
symptoms  responded  favorably  with  the 
administration  of  40  units  of  corticotropin 
twice  weekly  for  four  injections.  Beta- 
methasone did  not  alter  the  clinical  course 
of  intercurrent  illnesses  nor  produce  any 
exacerbation  or  recurrence  of  relevant  pre- 
vious diseases. 

Of  96  patients  with  various  allergic  dis- 
orders who  received  betamethasone  paren- 
terally,  5 patients  (5.2  per  cent)  had  seven 
side-effects.  They  were  as  follows:  polyuria 
and  abdominal  distention  in  1 patient, 
nausea  and  belching  in  1,  increased  gly- 
cosuria in  1,  fullness  of  face  in  1,  and 
hirsutism  (present  also  with  previous  ster- 
oids) in  1.  In  this  series  necrosis  of  sub- 
cutaneous fat,  steroid  dependency,  and 
occurrence  of  steroid  withdrawal  symptoms 
were  not  encountered. 

Summary 

One  hundred  and  eighty-two  patients  with 
various  allergic  disorders  were  treated  with 
betamethasone  (Celestone):  86  with  chronic 


bronchial  asthma  with  oral  betamethasone  ■ 
and  96  with  various  allergic  disorders  with  I 
betamethasone  parenteraUy . The  usual  dos-  1 
age  of  oral  betamethasone  was  one  to  two  tab-  I 
lets  (0.6  to  1.2  mg.)  daily.  The  usual  dose  of  I 
parenteral  betamethasone  was  1 cc.,  and 
the  interval  between  injections  ranged  be- 
tween two  days  and  eight  weeks,  depending 
on  the  rehef  obtained. 

With  oral  betamethasone  in  34  patients  on 
short-term  therapy  the  extent  of  rehef  was  ^ 
exceUent  in  25,  good  in  6,  fair  in  1,  and  no 
rehef  in  2.  In  20  patients  on  intermittent 
long-term  therapy  the  extent  of  rehef  was  J 
excehent  in  15,  good  in  3,  fair  in  1,  and  no  I 
rehef  in  1.  In  32  patients  on  continual  long-  » 
term  therapy  the  extent  of  rehef  was  excel-  i 
lent  in  23,  good  in  6,  and  fair  in  3.  Oral  i 
betamethasone  afforded  satisfactory  sympto-  | 
matic  rehef  in  78  (91  per  cent)  of  86  patients  1 
with  chronic  bronchial  asthma.  In  com-  ' 
parative  studies  with  other  steroids  adminis-  | 
tered  orahy  32  of  33  patients  had  more 
satisfactory  symptomatic  rehef  with  oral 
betamethasone.  There  was  no  steroid  de- 
pendency in  the  group  of  patients  on  short-  ^ 
term  therapy  with  oral  betamethasone,  i 
Nine  of  18  patients  on  intermittent  therapy 
became  dependent  on  steroids  on  an  inter- 
mittent basis  and  were  also  dependent  on 
previous  steroids.  Twenty-six  of  32  pa-  ) 
tients  on  continual  long-term  therapy  were 
dependent  on  steroids,  and  17  of  these  26 
were  dependent  on  a long-term  basis  on  pre- 
vious steroids.  | 

Ninety-six  patients  with  various  aUergic 
disorders  received  betamethasone  paren- 
teraUy. Of  52  patients  with  bronchial  I 
asthma,  15  had  excellent  rehef,  22  good,  6 J 
fair,  and  9 either  poor  or  no  rehef.  Of  5 J 

patients  with  bronchial  asthma  and  hay  I 
fever  3 had  exceUent,  1 fair,  and  1 no  rehef. 

Of  27  patients  with  hay  fever,  1 1 had  excel- 
lent, 9 good,  3 fair,  and  4 shght  or  no  rehef. 

Of  3 patients  with  hay  fever  and  perennial 
allergic  rhinitis,  1 had  exceUent,  1 good,  and 
1 no  rehef.  Of  5 patients  with  perennial 
allergic  rhinitis,  1 had  excellent,  2 good,  1 
fair,  and  1 shght  rehef.  Of  2 patients  with 
allergic  bronchitis,  1 had  exceUent  and  1 no 
rehef.  Of  2 patients  with  chronic  urticaria, 

1 had  exceUent  and  1 shght  rehef.  The 
onset  of  rehef  was  almost  immediate  in  3 
patients,  in  one  to  two  hours  in  9 patients, 
in  two  to  three  hours  in  25,  in  three  to  four 
hours  in  17,  in  four  to  six  hours  in  10,  in  < 
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seven  to  twelve  hours  in  18,  in  eighteen 
hours  in  1,  in  two  to  three  days  in  1,  in  four  to 
five  days  in  1,  and  no  relief  in  11  patients. 
The  onset  of  relief  within  twelve  hours  oc- 
curred in  82  of  96  patients.  Duration  of  re- 
hef  was  from  one  to  fourteen  days  in  68  pa- 
tients. 

With  oral  betamethasone  the  incidence 
and  severity  of  side-effects  varied  directly 
with  the  duration  of  treatment.  Two  (6  per 
cent)  of  34  patients  on  short-term  therapy, 
4 (20  per  cent)  of  20  patients  on  intermittent 
long-term  therapy,  and  15  (47  per  cent)  of  32 
patients  on  continual  long-term  therapy  had 
side-effects.  The  side-effects  were  those 
associated  with  other  steroid  therapy,  and  no 
side-effects  unique  with  oral  betamethasone 
were  discovered  in  this  series. 

With  parenteral  betamethasone,  in  96 
patients  with  various  allergic  disorders,  side- 
effects  occurred  in  5 (5.2  per  cent).  Severe 
side-effects,  withdrawal  symptoms,  steroid 
dependency,  or  necrosis  of  subcutaneous  fat 
were  not  encountered. 

Parenteral  betamethasone,  administered 
on  a short-term  basis  in  bronchial  asthma 
and  other  allergic  diseases,  offers  several 
advantages:  adequate  control  of  symptoms, 
initiation  and  sustainment  of  prompt  action, 
decrease  in  number  and  severity  of  side- 
effects  as  compared  to  oral  corticosteroid 
therapy,  and  lack  of  steroid  dependency. 
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Discussion 

Horace  S.  Baldwin,  M.D.,  New  York 
City.  I am  sure  that  all  of  us  are  impressed 
with  the  thoroughness  of  the  clinical  trials 
with  betamethasone  in  allergic  conditions 
which  Dr.  Schwartz  and  Dr.  Avram  have 
reported.  Since  1950,  when  cortisone  was 


first  used  as  an  adjunct  in  the  treatment  of 
asthma,  various  analogues  of  cortisone  have 
been  developed  including  prednisone,  pred- 
nisolone, 6-methylprednisolone,  triamcino- 
lone, dexamethasone,  and  betamethasone. 
The  most  important  advantage  of  these  ana- 
logues over  cortisone  is  that  they  cause  less 
sodium  retention  and  potassium  excretion. 
It  is  not  important  that  the  rated  milligram 
conversion  dosage  from  one  steroid  to 
another  varies  from  0.6  to  5 mg.,  as  long 
as  the  effects  are  similar.  On  the  other 
hand,  it  is  important  to  realize  that  various 
steroids  and  antihistamines  may  act  quite 
differently  in  certain  individuals.  Therefore, 
it  is  extremely  important  that  continuing  re- 
search be  carried  out  in  the  development  of 
the  analogues  of  cortisone  and  that  clinical 
trials  be  continued  to  determine  the  effec- 
tiveness of  one  over  the  other  and  the  pe- 
culiar advantages  and  disadvantages  that 
they  may  have  in  different  individuals.  From 
the  work  of  Dr.  Schwartz  and  others  it  is 
evident  that  betamethasone  is  an  important 
addition  to  the  corticosteroids  that  are 
available. 

Therefore,  in  regard  to  the  actual  miUigram 
weight  of  the  steroid  which  is  given,  the  im- 
portant thing  is  the  incidence  of  undesirable 
and  dangerous  effects  at  the  necessary  dose 
level.  No  corticosteroids  have  been  de- 
veloped which  may  not  cause  serious  and 
dangerous  side-effects.  Their  use  may  cause 
osteoporosis,  increased  capillary  perme- 
abihty  which  leads  to  hemorrhage  and  ulcers 
of  the  gastrointestinal  tract.  They  may 
activate  tuberculosis  and  diabetes.  There  is 
some  evidence  that  their  long,  continued  use 
in  childhood  may  interfere  with  growth,  and 
there  have  been  reports  of  fatalities  in 
children  who  contracted  chickenpox  while 
receiving  steroids.  Their  use  may  cause  re- 
gression of  the  adrenal  and  pituitary  glands, 
and  death  has  occurred  when  they  have  been 
withdrawn  abruptly  or  when  surgery  has 
been  performed  on  patients  who  have  had 
steroids  previously  and  in  whom  supple- 
mentary steroids  have  not  been  given  prior 
to  the  sin"gical  procedure. 

The  use  of  the  corticosteroids  in  asthma 
carries  with  it  certain  problems  that  are 
peculiar  to  the  disease.  This  relates  to  the 
matter  of  acute  and  chronic  respiratory  infec- 
tion which  is  especially  common  in  the  in- 
tractable cases.  It  is  most  important  in 
these  cases  to  realize  that  the  corticosteroids 
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may  suppress  protective  inflammatory  re- 
sponse and  mask  acute  infection.  Certainly 
in  these  cases  the  physician  should  try  to 
eliminate  chronic  foci  of  infection  and  use 
antibiotics  early  and  adequately. 

Dr.  Schwartz  has  emphasized  that  in  his 
series  the  patient  who  received  betametha- 
sone had  proved  refractory  to  conservative 
management. 

I want  to  re-emphasize  that  the  great 
majority  of  patients  with  allergic  conditions 
do  not  need  corticosteroids  if  they  are 
studied  adequately  and  treated  from  the 
standpoint  of  their  individual  allergic  and 
infectious  factors,  their  problems  of  stress, 
and  with  proper  appreciation  of  the  ir- 
reversible structural  changes  that  may  have 
occurred  in  the  cardiopulmonary  system  of 


Automation  for  medical  records 

Early  detection  of  adverse  drug  reactions  and 
epidemics  may  be  made  possible  in  the  future 
with  the  use  of  automated  medical  records,  the 
Journal  of  the  American  Medical  Association 
predicts.  Digital  computer  technics  have  been 
developed  which  appear  to  permit  automation 
of  such  records. 

Future  use  of  the  system  may  permit  com- 
puter storage  of  medical  records  in  regional 
centers  and  electronic  transmission  of  case 
histories.  This  could  mean  that  information 
gathered  from  sources  throughout  the  nation  is 
promptly  collected  and  analyzed  to  detect 
trends  in  the  incidence  of  infectious  disease, 
adverse  effects  of  therapeutic  or  environmental 
agents,  and  other  major  health  problems  of  the 
population. 

Pilot  studies  have  shown  that  medical  record 
information  can  be  converted  to  data  processing 
form,  that  progressive  data  can  be  added  to 
records  stored  in  this  way,  and  that  a computer 
can  use  any  or  all  information  components  of 
these  records  for  search  procedures  and  can 


the  asthmatic  patient. 

On  the  other  hand,  it  must  be  admitted 
that  steroids  have  an  important  place  in  the 
treatment  of  severe  intractable  asthma,  re- 
storing many  patients  who  are  incapacitated 
to  a fairly  normal  life  insofar  as  structural 
changes  permit.  The  steroids  also  have  an 
important  place  in  the  treatment  of  acute 
and  dangerous  flare-ups  of  asthma  and  other 
allergic  states.  The  important  thing  is  that 
the  physician  be  aware  of  the  dangers  in- 
herent in  corticosteroid  therapy;  that  he 
give  minimum  effective  doses,  especially 
where  long-term  treatment  is  necessary; 
and  that  he  use  properly  the  other  methods 
we  have  to  control  allergic  states  by  specific 
treatment  and  the  conventional  ancillary 
drugs. 


correlate  or  associate  an  information  component 
of  these  records  with  any  other  component. 
Thus,  the  system  could  aid  the  practicing 
physician  and  make  a large  body  of  clinical  data 
accessible  to  scientific  investigators.  Although 
the  requirements  of  investigators  and  practi- 
tioners impose  two  processing  methods  on  the 
system,  these  two  approaches  apparently  are 
reconciled. 

The  system,  which  employs  magnetic  tape 
information  storage  and  a new  type  of  self- 
encoding form,  was  tested  and  found  satis- 
factory on  more  than  2,000  current  outpatient 
records  in  eight  clinical  specialties. 

A standard  S'A-by  11-inch  check  list  form 
with  room  for  amplification  was  used  by  the 
physician  to  record  patient  data.  It  was 
possible  to  enter  quantitative  information  and 
comments  or  items  not  included  on  the  check 
list  in  the  English  language.  The  computer 
returned  information  to  the  physician  in 
English,  and  the  physician  was  not  required  to 
use  codes. 

The  system  has  been  used  mainly  with  out- 
patient records,  and  experience  must  be  gained 
with  hospitalized  patients  and  postmortem 
records. 
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In  the  fall  of  1960  Vincent  J.  Collins, 
M.D.,  and  I*  published  a preliminary  report 
on  field  experiences  with  mouth-to-mouth 
resuscitation.  At  that  time  we  had  cata- 
loged our  experiences  with  72  cases  of  cessa- 
tion of  respiration  and  pointed  out  that  the 
best  results  had  been  obtained  in  cases 
where  the  cessation  of  respiration  was  due 
to  smoke  or  fume  exposure  and  hypoxia  or 
anoxia.  We  also  showed  that  little  or  no 
benefit  had  been  obtained  in  instances  where 
death  had  occurred  as  a result  of  cardiac 
disease. 

New  York  City  firemen  axe  always  being 
called  for  emergency  resuscitation  in  a 
variety  of  injuries.  Because  of  the  promis- 
ing results  in  smoke  exposure  cases  our 
medical  department  has  felt  that  the  best 
approach  to  the  restoration  of  breathing  was 
rescue  breathing.  We  therefore  continued 
this  method  until  January,  1962,  when,  in 

* Published  with  the  permission  of  Edward  Thompson,  Fire 
Commissioner. 


A STUDY  WAS  made  of  444  cases  of  resuscita- 
tion of  which  331  were  rescue-breathing  cases 
and  113  were  cases  of  rescue  breathing  and 
external  cardiac  massage.  In  smoke  ex- 
posure victims,  rescue  breathing  was  more 
effective  than  in  other  types  of  cases  because 
rescuers  were  on  the  spot  quickly;  in  patients 
with  heart  disease  the  results  were  poor, 
even  with  cardiac  massage;  and  in  victims 
of  drowning  accidents,  the  results  were  fair. 
The  resuscitator  was  not  an  important  factor 
in  the  saving  of  lives.  The  role  of  external 
cardiac  massage  needs  further  study. 


addition  to  the  method  previously  de- 
scribed,^ we  added  external  cardiac  mas- 
sage. 

In  July,  1960,  Kouwenhoven,  Jude,  and 
Knickerbocker  reported  their  findings  on 
closed-chest  cardiac  massage*  and  in  1961* 
published  their  findings  in  118  patients. 
We  took  up  this  method  in  conjunction 
with  rescue  breathing  after  careful  education 
of  every  fireman.  First,  we  trained  a key 
group  of  men  and  taught  them  the  anat- 
omy, physiology,  and  methodology  of  ex- 
ternal cardiac  massage.  We  also  showed 
them  the  moving  picture  film  Life  in  Your 
Hands.]  These  men,  in  turn,  visited  the 
firehouses  and  gave  individual  instruction 
to  aU  members  of  the  department.  The 
author  gave  a one-half  hour  lecture  on  this 
subject  on  WUHF,  the  New  York  City 
television  station,  and  the  live  talk  was 
taped.  It  is  now  being  televised  at  regular 
intervals  and  is  received  in  aU  the  fire- 
houses. Following  the  television  broad- 
cast, the  men  are  put  through  the  paces  of 
rescue  breathing  and  external  cardiac  mas- 
sage. 

Since  our  initial  publication  we  have  col- 
lected data  on  444  cases  of  resuscitation; 
of  these,  331  were  rescue-breathing  cases, 
and  113  were  cases  of  rescue  breathing  and 
external  cardiac  massage.  Rescue  breath- 
ing consists  of  mouth-to-mouth  or  mouth- 
to-mask  resuscitation,  with  or  without  the 
use  of  a resuscitator  supplying  100  per  cent 
oxygen.  External  cardiac  massage  is  al- 
ways accompanied  by  rescue  breathing. 

t Distributed  by  Smith  Kline  & French  Laboratories, 
Philadelphia,  Pennsylvania. 
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TABLE  I.  Results  of  rescue  breathing 


With  Without 

Cause  of  All  Cases* . Resuscitator  Resuscitator 


Cessation 
of  Breathing 

Total 

Recov- 

ered 

Died 

Percentage  Recov- 
Recovered  ered 

Died 

Recov- 

ered 

Died 

Smoke  exposure 

120 

69 

51 

57.5 

32 

25 

34 

28 

Heart  disease 

121 

6 

115 

5.0 

2 

36 

3 

79 

Miscellaneous 

75 

25 

50 

33.3 

11 

24 

9 

17 

Drowning 

15 

8 

7 

53.3 

2 

1 

6 

5 

* Includes  cases  that  do  not  appear  in  subgroups  because  there  was  no  mention  of  the  use  of  a resuscitator. 


TABLE  11.  Results  of  rescue  breathing  and  cardie  massage 


Cause  of 
Cessation 
of  Breathing 

With 

Resuscitator 
Recov- 
ered Died 

Without 
Resuscitator 
Recov- 
ered Died 

Total 

Recov- 

ered 

Died 

Percent- 
age Re- 
covered 

Smoke  exposure 

39 

8 

31 

21.5 

5 

20 

3 

11 

Heart  disease 

63 

2 

61 

3.2 

1 

22 

1 

39 

Miscellaneous 

9 

5 

4 

55.5 

4 

1 

1 

3 

Drowning 

2 

0 

2 

0.0 

0 

0 

7 

7 

The  results  were  studied  according  to  the 
type  of  casualty  and  were  placed  in  four 
categories:  smoke  exposure,  drowning,  heart 
disease,  and  miscellaneous  causes.  Under 
miscellaneous  were  included  cases  in  which 
the  cause  was  unknown,  cases  of  sore  throat, 
pneumonia  and  other  types  of  infections, 
cave-ins,  suicides,  car  accidents,  and  so 
forth. 

Results 

The  results  of  this  series  are  presented  in 
Tables  I and  II.  The  effectiveness  of 
mouth-to-mouth  resuscitation  in  smoke  ex- 
posure cases  was  again  apparent,  bearing 
out  the  findings  in  the  preliminary  report 
that  it  was  more  effective  in  restoring  normal 
respiration  in  smoke  exposure  victims  than 
in  other  types  of  cases.  Again,  this  result 
can  be  explained  by  the  fact  that  at  the 
scene  of  fires  the  rescuers  were  on  the  spot 
very  quickly,  and  rescue  breathing  was 
started  early.  In  all  other  accidents  the 
rescuer  arrived  at  a time  when  it  was  prob- 
ably too  late  to  get  a good  result.  In 
patients  with  heart  disease,  the  results  were 
poor,  even  with  cardiac  massage  (Table  II). 
In  victims  of  drowning  accidents,  breathing 
was  restored  by  rescue  breathing  in  a fair 
proportion  of  cases.  The  added  procedure 
of  external  cardiac  massage  had  disap- 


pointing results  when  compared  to  the 
results  of  rescue  breathing  alone. 

Field  resuscitation  work  is  totally  different 
from  that  performed  in  hospital  or  operating 
rooms,  where,  when  cessation  of  heart  or 
respiration  occurs,  resuscitation  is  started 
immediately  by  an  expert  anesthetist,  oxy- 
gen is  administered,  with  closed  or  open 
cardiac  massage,  and  aU  necessary  medica- 
tion is  given.  In  field  work  one  seldom 
knows  how  long  the  heart  has  stopped  or 
how  long  respiration  has  ceased.  However, 
the  data  do  show  that  rescue  breathing, 
even  without  cardiac  massage,  is  quite  ^ 
efficient  in  the  restoration  of  cardiac  action  ' 
and  normal  respiration.  ' 

Use  of  the  resuscitator.  It  was  felt  that 
it  was  important  to  know  definitely  whether 
or  not  expiration  ventilation  of  18  per  cent 
oxygen  was  sufficient  and  whether  or  not 
the  use  of  the  resuscitator  with  100  per  cent 
oxygen  flow  would  increase  the  percentage 
of  recoveries.  We  therefore  analyzed  the 
series  in  relation  to  the  use  of  the  resusci- 
tator. As  Tables  I and  II  show,  the  re- 
suscitator was  not  an  important  factor  in 
the  saving  of  lives  in  our  type  of  rescue  work. 
We  well  know  that  the  resuscitator  with 
100  per  cent  oxygen  is  preferable  to  the 
18  per  cent  oxygen  in  expired  air,  but  the  ( 
important  factor,  apparently,  was  the  im- 
mediate use  of  expired  18  per  cent  oxygen  ’ 
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administered  as  quickly  as  possible,  without 
waiting  for  any  equipment. 

Length  of  procedure.  In  all  the  cases 
in  which  the  victim  was  restored  to  normal 
breathing,  the  rescue  procedure  was  of  short 
duration,  lasting  not  more  than  thirty 
minutes.  For  persons  who  did  not  recover, 
the  rescue  process  was  kept  up  for  as  long 
as  one  and  one-half  hours,  which  should  be 
done  in  cases  of  this  kind. 

The  evaluation  of  external  cardiac 
MASSAGE.  Although  it  was  stated  that  the 
results  of  cardiac  massage  were  disappoint- 
ing, and  at  first  glance  at  the  data  one  might 
easily  draw  such  a conclusion,  it  is  quite 
possible  that  in  most  instances  rescue 
breathing  alone  was  sufficient  and  that 
cardiac  massage  was  an  added  procedure 
used  in  those  who  did  not  respond.  This 
point  needs  further  study  and  additional 
data  for  substantiation,  now  that  external 
cardiac  massage  is  a routine  procedure  on 
the  part  of  our  rescuers. 

Untoward  effects  of  resuscitation. 
In  this  series  of  444  cases  and  in  the  72 
previously  reported,  there  have  been  no 
cases  of  infection  reported  in  the  rescuer, 
although  our  members  have  used  this 
method  in  numerous  patients  with  in- 
fectious diseases,  such  as  tonsillitis,  sore 
throat,  pneumonia,  measles,  croup,  asthma, 
and  chicken  pox. 

There  has  been  no  foUow-up  of  recovered 
patients,  and  so  we  are  not  aware  of  any 
damage  done  to  the  patient.  In  2 cases 
in  which  cardiac  massage  was  used,  au- 
topsy revealed  multiple  fractures  of  the  ribs 
in  both  and  a fracture  of  the  manubrium 
sternum  in  1. 


Summary 

Rescue  breathing  is  an  efficient  and  safe 
method  for  the  saving  of  lives  where  res- 
piration has  ceased  and  the  heart  has  stop- 
ped beating  providing  the  following  factors 
are  kept  in  mind; 

1.  The  attempts  at  rescue  breathing  must 
be  performed  early,  before  a four-minute 
period  has  elapsed  since  respiration  has 
ceased  and/or  the  heart  has  stopped 
beating.^  5 

2.  An  adequate  airway  must  be  main- 
tained to  permit  the  oxygen  to  get  to  the 
alveoli  and  the  lungs.  This  is  done  by 
having  the  victim  supine  and  the  head 
tilted  way  back,  with  the  occiput  on  the 
ground.® 

3.  Take  a deep  breath  before  blowing  into 
the  patient. 

4.  Supplement  rescue  breathing  with 
closed-chest  cardiac  massage.  ® 
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During  the  past  decade  there  has  been 
renewed  interest  in  the  superior  student. 
Much  of  this  interest  has  been  caused  by 
the  impact  on  the  United  States  of  Sputnik 
I.  The  consequent  emphasis  in  Amer- 
ican education  on  the  development  of  the 
gifted  student  as  a potential  source  of 
leadership  in  academic,  particularly  scientific, 
education  in  politics  and  in  the  fine  arts  has 
led  to  re-examination  of  this  vast  potential. 
Superior  students  are  selected  essentially 
by  their  IQ  scores,  usually  on  the  revised 
Stanford-Binet  scale  or  the  Wechsler  in- 
telligence scale.  Those  with  scores  above 
120  are  classified  as  superior.  Current 
statistical  studies  indicate  that  41  per  cent 
of  those  students  who  are  in  the  top  1 per 
cent  according  to  tested  ability  either  do  not 
enter  college  or,  if  they  do,  fail  to  graduate. 
Less  than  2 per  cent  of  those  qualified  ob- 
tain a doctorate  degree.  '■ 

The  continued  study  of  those  students 
who  do  not  realize  their  potential,  the  so- 
called  underachievers,  indicates  that  the 
ability  of  these  youths  to  use  their  intellects 
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is  commensurate  with  their  mental  health.  I 
Academic  difficulties  in  this  student  group  j 
are  most  often  related  directly  to  emotional  1 
instability  engendered  by  intrapsychic  con-  , 
flicts  and/or  conflicts  with  environment.  ) 
As  our  studies  have  been  expanded,  it  has  j 
become  clearer  that  basing  the  concept  of 
the  superior  student  on  IQ  scores  alone 
places  limitations  on  the  evaluation  of  the 
gifted  youth.  The  intellectually  superior 
child  is  only  one  aspect  of  such  evaluations. 
There  are  many  students  who  have  special 
gifts  in  fields  such  as  the  graphic  arts, 
writing,  dramatics,  music,  mechanical  skills, 
and  social  leadership.  These  children  do 
not  necessarily  possess  high  IQ  scores. 

As  a result,  the  gifted  child  is  being  recog- 
nized as  one  who  shows  exceptional  talent 
in  any  worthwhile  field. 

Comparison  of  high  and  underachievers 

Current  research  on  the  imderachiever 
has  been  proceeding  at  an  ever-expanding 
rate.  Most  of  this  research  has  been  done 
by  teams  comprised  of  educators  and  psy- 
chologists in  cooperation  with  specific 
schools.  ^ 

In  Goldberg’s’  review  of  the  literature, 
she  reports  the  following:  There  have  been 
conflicting  findings  concerning  the  impor- 
tance of  maladjustment  in  underachieve- 
ment. For  example,  it  was  concluded  that 
good  or  poor  adjustment  cannot  in  itself 
be  the  essential  cause  of  the  phenomenon. 
There  have  been  significant  differences  found 
between  the  underachievers  and  the  high 
achievers  in  the  areas  of  seif  concepts,  school 
attitudes,  and  interests  outside  of  school. 

The  underachievers  were  critical  of  the 
better  students,  devaluating  their  emphasis 
on  scholarly  interests  to  the  exclusion  of 
other  pursuits.  The  influence  of  the  peer 
group  is  implied  in  this  attitude.  The 
underachievers  were  more  cynical  about 
life  in  general,  felt  exploited  by  adult  au- 
thority figures,  and  scored  parental  domina- 
tion as  interfering  with  their  ability  to 
function.  They  did  not  believe  they  could 
achieve  crossing  the  gap  between  their 
aspirations  and  their  current  status.  In- 
adequate father  identification  with  a 
tendency  toward  feminine  identification 
was  found  among  boys.  High  school  boys 
as  a group  contained  twice  as  many  under- 
achievers as  compared  with  the  girls.  1 
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IN  8 ADOLESCENTS,  of  whom  7 were  males, 
underachievement  was  attributed  to  un- 
healthy parent-child  relationships  in  the 
early  years  of  life.  It  is  a psychopathologic 
symptom  often  appearing  in  adolescence 
and  in  this  respect  is  not  clinically  different 
from  other  psychopathologic  processes  ex- 
cept in  the  superior  intelligence  of  the  patient. 
The  clinical  diagnoses  were  evenly  divided 
between  personality  pattern  disturbance  and, 
sch  izophren  ia . 


Social  factors  seemed  to  have  some  im- 
portance. Homes  of  low  socioeconomic 
status  were  less  stimulating  to  academic 
aspiration  than  those  of  high  socioeconomic 
status;  certain  ethnic  groups  because  of 
their  traditional  attitude  toward  intellectual 
pursuits  diminished  motivation.  Despite 
the  constancy  of  these  factors,  there  is  still 
a great  variation  in  individual  achieve- 
ment. 

As  a result  of  current  studies,  it  is  evident 
that  we  stiU  have  a great  deal  to  learn  about 
the  causes  of  underachievement.  They  are 
many  and  varied,  and  the  problem  of  the 
underachiever  continues  to  perplex  the 
investigators  concerned  with  it. 

In  approaching  this  problem  from  a 
psychiatric  viewpoint,  the  dynamic  motiva- 
tional factors  in  the  underachiever’s  psy- 
chology are  of  primary  importance.  What  are 
the  intrapsychic  and  interpersonal  reasons 
for  underachievement  as  evaluated  by  the 
psychiatrist?  It  is  recognized  that  there 
can  be  organic  factors  at  the  root  of  under- 
achieving, but  it  is  not  within  the  scope  of 
this  paper  to  deal  with  defects  of  the  central 
nervous  system  as  they  are  related  to  this 
problem. 

Lile"*  outlines  six  functional  causes: 
specific  learning  blocks  related  to  condition- 
ing by  early  experiences,  revolt  against 
authority  attributed  to  parental  attitudes, 
passivity,  withdrawal  into  fantasy,  obses- 
sive-compulsive traits  that  limit  spontaneity 
and  productivity,  and  distraction  by  family 
problems,  usually  a transient  situational 
reaction. 

Pearson^  in  more  detail  discusses  the 
various  psychologic  factors  that  influence 
the  learning  process.  Learning  is  affected 
by  two  kinds  of  situations:  those  that  do  not 
represent  a neurotic  conflict  such  as  fear, 
shame,  embarrassment,  and  dangers  to 
security  and  those  in  which  learning  is  part 
of  the  neurotic  conflict,  such  as  sibling 
rivalry,  guilt  feelings,  oral  fixations,  and 
identifying  learning  with  masculinity  or 
feminity. 

Parent-patient  factors 

In  the  8 cases  reviewed  in  this  paper, 
there  are  many  features  in  common  that 
allow  certain  conclusions  to  be  drawn  con- 
cerning the  role  of  the  psychopathologic 
process  in  underachievers.  Most  of  these 


patients  were  referred  because  of  poor 
academic  performance  in  which  emotional 
disturbance  was  believed  to  exert  a marked 
influence.  Only  2 of  the  8 cases  were  re- 
ferred for  behavioral  difficulties;  on  closer 
scrutiny,  it  was  revealed  that  these  dif- 
ficulties were  having  a decided  effect  on 
their  achievement  levels.  The  sex  dis- 
tribution was  predominantly  male  (7  out 
of  8 cases).  It  is  interesting  that  this  figure 
is  statistically  similar  to  the  sex  distribu- 
tion of  behavior  disorders  in  child  guidance 
clinics.  All  these  adolescents  were  en- 
rolled in  either  special  public  high  schools 
for  the  gifted  or  in  private  schools  with  high 
academic  standing  whose  graduates  usually 
were  admitted  to  the  more  academically 
desirable  universities.  Five  of  these  cases 
were  from  the  Adolescent  Clinic  of  The 
Mount  Sinai  Hospital,  New  York  City, 
and  3 were  from  private  practice.  Of 
the  8 cases,  4 were  diagnosed  as  personality 
trait  disturbances,  usually  of  the  passive- 
aggressive  variety,  and  4 were  diagnosed 
as  schizophrenic.  The  ages  of  the  patients 
ranged  between  thirteen  and  sixteen  years. 
The  IQ  levels  on  Wechsler  intelligence 
scales  ranged  from  bright  average  to  supe- 
rior intelligence.  With  the  exception  of  2 
cases,  these  adolescents  had  done  excep- 
tionally well  in  elementary  school,  many 
having  been  in  special  progress  classes; 
aU  had  heen  recommended  for  placement 
in  specialized  high  schools  and  in  most  in- 
stances had  to  pass  entrance  examinations 
for  admission.  Of  the  2 who  had  not  done 
well,  the  first  was  a behavior  problem  and 
the  second  was  an  early  underachiever  with 
spotty  academic  performance  despite  su- 
perior intelligence  scores. 

An  evaluation  of  these  patients  and  their 
families  indicated  that  the  basis  for  the 
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problem  of  underachievement  was  the 
psychopathologic  conditions  existing  in  the 
patients  and  their  parents.  The  parent- 
patient  relationships  were  fraught  with 
discord,  inappropriate  identifications,  and 
hostilities  on  both  sides.  Although  the 
patients’  attitudes  toward  their  mothers 
seemed  of  more  significance  than  those 
toward  their  fathers,  on  closer  evaluation 
these  proved  to  be  only  of  relative  signifi- 
cance. For  the  most  part  the  patients 
entertained  varying  degrees  of  hostility 
toward  their  mothers  ranging  from  half- 
unconscious thoughts  to  open  expressions 
of  distaste  or  acts  of  rebellion.  In  contrast 
they  were  very  dependent  on  their  mothers 
for  excessive  attention,  interest,  and  af- 
fection. On  another  level  of  experience  the 
mothers  were  regarded  as  dominant,  over- 
powering, pressuring,  and  as  the  stronger, 
more  competent  figiues  in  the  parental  re- 
lationships. The  boys  often  identified 
with  the  mother,  not  only  for  defensive 
reasons  because  she  was  the  aggressor, 
but  also  because  she  was  a desirable  figure 
to  emulate.  This  led  to  a distortion  of  the 
adolescent’s  own  sexual  identification.  It  is 
interesting  to  note  that  the  1 girl  in  the  series 
experienced  the  father  as  the  threatening 
parent,  being  fearful  of  his  anger  and 
criticism.  The  male  in  this  patient’s 
psychology  was  sexually  destructive,  de- 
ceptive, and  rejecting  while  the  female, 
although  overpowering,  was  nevertheless 
elusive  and  childish. 

Generally,  fear  of  competing  with  the 
father  and  replacing  him  as  an  authority 
figure  was  prominent.  In  some  cases  the 
fathers  were  adequate  in  terms  of  socio- 
economic success,  but  this  image  was 
vitiated  by  their  being  inconsistent  in  their 
relationship  with  the  patient  or  being  so 
far  removed  emotionally  that  they  pro- 
vided no  sustaining  force  within  the  family. 
Often  the  patient  was  in  opposition  to  the 
father,  so  that  constant  bickering  was  part 
of  the  family’s  instabfiity.  In  2 cases  the 
father  was  absent  from  the  home  because  of 
separation  or  divorce.  In  another  case 
although  the  father  was  experienced  as 
helpful  and  understanding,  he  was  also 
seen  as  a person  who  chronically  failed  the 
patient  in  a variety  of  situations. 

The  relationship  with  a rival  sibling  was 
a prominent  feature  in  the  patients’  dy- 
namics. In  most  cases  the  sibhng  was  an 


older  one  who  was  already  in  college,  doing 
well,  and  also  noted  for  a long  career  of 
academic  excellence.  For  example,  in  1 
case  the  patient  had  a sister  six  years  older; 
she  had  graduated  from  college  cum  laude, 
was  studying  for  a master’s  degree  in 
French,  and  had  married  a man  who  had 
graduated  summa  cum  laude  and  was 
taking  a doctorate  in  chemistry  at  Yale. 
Many  of  the  sibhngs  were  jeadous  of  the 
patients  and  used  their  own  academic  ex- 
cellence as  a weapon  to  punish  them.  The 
famihes  in  some  instances  were  divided 
along  the  fines  of  the  siblings;  the  fathers 
preferred  the  sibling  who  was  doing  well, 
and  the  mothers  were  more  identified  with 
and  protective  of  the  patient.  This  con- 
stellation served  to  increase  the  sibling 
jealousy  of  the  patient,  made  him  more 
hostile  toward  the  father,  and  increased 
his  identification  with  and  dependency  on 
the  mother. 

The  self  image  of  these  patients  was 
uniformly  poor.  Fears  of  being  unable  to 
compete  were  often  present.  They  ex- 
perienced themselves  as  weak  and  helpless 
with  chronic  feelings  of  inadequacy  and 
inferiority.  An  inner  picture  of  being  a 
much  younger  child  in  unsuccessful  com- 
petition with  older  and  more  experienced 
figures,  particularly  male,  was  an  important 
feature.  The  qualities  of  dependency  and 
passivity  were  marked,  while  at  the  op- 
posite pole  there  was  an  intense  struggle 
to  control  hostile  and  aggressive  feelings 
toward  the  environment.  There  were 
identifications  with  the  handicapped  and 
the  underdog.  Sexual  identification  was 
weak  or  distorted. 

The  mothers  had  usually  been  exposed 
to  college  to  some  degree.  Those  who  had 
not  been  were  interested  in  academic  pur- 
suits. All  of  them  consciously  or  uncon- 
sciously emphasized  the  importance  of 
higher  education  and  often  used  success  in 
this  area  as  a measure  of  adequacy.  Many 
of  them  had  been  working  since  the  pa- 
tients had  been  very  young  and  were  con- 
sidered capable  in  this  area,  contributing 
to  the  financial  strength  of  the  family. 
They  were  considered  adequate,  able  women 
who  were  pressuring  and  perfectionistic 
but  at  the  same  time  overprotective  and 
indulgent. 

The  fathers  followed  the  same  academic 
pattern  as  the  mothers  and  possessed  the 


3526  New  York  State  Journal  of  Medicine  / December  15,  1963 


same  attitudes  of  emphasis  on  scholastic 
achievement.  Two  of  them  were  highly 
successful  businessmen  as  well  as  graduates 
of  Ivy  League  colleges.  Those  fathers  who 
had  not  been  so  successful  as  they  had 
wished  identified  the  patients’  academic 
inadequacy  with  their  own  lack  of  success, 
but  at  the  same  time  continued  to  demand 
scholastic  excellence.  AH  the  fathers  were 
detached  from  the  family  for  one  reason  or 
another  and  did  not  provide  adequate  iden- 
tification for  their  children. 

It  has  been  mentioned  that  on  the 
Wechsler  scale  these  adolescents  possessed 
above  average  or  superior  total  scores. 
However,  it  is  significant  that  their  sub- 
test scores  showed  great  variation  in  IQ 
levels.  As  a result  the  verbal  scores  were 
from  11  to  24  points  higher  than  the  per- 
formance, indicating  the  role  of  emotional 
factors  in  their  erratic  academic  functioning. 

The  psychiatric  diagnoses  were  evenly 
divided  between  personality  pattern  dis- 
turbances of  the  passive-aggressive  variety 
and  schizophrenia. 

Evaluation 

In  evaluating  the  data  that  emerge  from 
a study  of  these  cases,  there  are  several 
salient  features  that  become  apparent. 
We  know  that  the  character  structure  of  a 
child  is  formed  in  the  first  few  years  of 
life  by  interaction  with  the  family  environ- 
ment, so  that  the  degree  of  adjustment  in 
later  life  is  dependent  on  early  family 
dynamics.  In  each  of  these  cases  it  was 
clear  that  relationships  with  the  parents 
had  not  provided  the  patient  with  clear- 
cut  healthy  identifications.  Relations  be- 
tween husband  and  wife  as  well  as  their 
relations  with  their  children  were  not  of 
the  consistency  and  emotional  strength  that 
could  provide  proportionate,  maturational 
growth  in  the  personality  development  of 
the  child.  A large  part  of  the  disturbance 
seen  during  adolescence  was  directly  trace- 
able to  early  life  experiences.®  There  is 
increasing  evidence  in  research  evaluation 
of  the  underachiever  syndrome  that  the 
roots  of  underachievement  are  to  be  found 
in  the  preschool  years.  Underachievement 
itself  can  and  does  emerge  at  all  levels  of 
development,  but  the  patterns  of  this 
disorder  are  very  likely  established  within 
the  family  before  the  child  enters  school.’ 


The  cases  under  discussion  corroborate  this 
finding. 

From  a psychiatric  viewpoint,  therefore, 
underachieving  is  simply  another  symptom 
of  intrapsychic  and  interpersonal  conflict 
in  the  individual  that  has  its  origin  in  early 
family  life.  In  adolescence  underachiev- 
ing most  often  makes  its  appearance  at  the 
junior  high  school  level.  It  is  no  different 
from  a phobia,  an  anxiety  attack,  or  any 
other  psychopathologic  entity  occurring 
at  that  time.  It  needs  to  be  understood 
within  the  context  of  parent-child  relation- 
ships and  family  background  as  viewed  from 
the  perspective  of  the  earlier  years.  Cur- 
rent research  tends  to  present  underachieve- 
ment as  a uniquely  perplexing  problem  that 
seems  to  be  set  quite  apart  from  other 
psychopathologic  processes.^  It  is  almost 
as  though  the  researchers  are  proceeding 
on  the  basis  of  there  being  some  particular 
formula,  as  yet  uncovered,  that  will  magi- 
cally provide  the  solution.  Much  of  the 
confusion  is  due  to  the  instruments  used 
in  evaluating  underachievers,  such  as  statis- 
tical studies  involving  IQ  measurements, 
attitudes  toward  school  and  teachers,  cur- 
riculum interests,  and  vocational  pursuits. 

The  8 cases  in  this  study,  significantly, 
reveal  no  more  startling  dynamics  than  are 
found  in  any  other  group  of  clinic  cases  se- 
lected at  random  in  which  underachievement 
would  not  be  the  presenting  complaint.  We 
have  the  same  constellation  of  the  overpower- 
ing, overprotective  mother  and  the  relatively 
inadequate,  detached  father  who  has  ab- 
dicated his  responsibility  in  favor  of  the 
mother;  there  is  the  hated  sibling  who  is 
experienced  by  the  patient  as  preferred  by 
one  or  both  parents;  and  last  there  is  the 
patient  himself  with  his  inadequate,  in- 
ferior self  concept  struggling  with  the  in- 
trapsychic conflicts  of  passivity  and  ag- 
gression. 

Other  factors 

However,  the  one  factor  that  is  different 
in  these  patients  is  their  intellectual  en- 
dowment. Their  failure  to  realize  their 
potential  is  what  strikes  us  so  forcibly  and 
is  in  a sense  what  sends  us  scurrying  for 
special  formulas  to  explain  their  failure. 
Our  urgency  is  intensified  by  the  current 
fear  in  this  country  of  what  the  loss  of 
this  potential  means  in  terms  of  inter- 
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national  strength.  However,  the  intellect 
is  only  one  facet  of  personality  development; 
it  has  to  be  understood  within  the  frame- 
work of  the  total  personality  and  the  re- 
lations of  that  personality  to  the  environ- 
ment. 

In  these  cases  much  of  the  dynamics  in 
the  family  revolve  about  the  patient’s  IQ, 
the  parents’  desire  for  him  to  achieve,  as 
well  as  his  failure  to  do  so.  His  intellect 
is  a genetic  factor  which  certainly  influences 
the  dynamics  of  the  family  and  of  the 
patient’s  personality.  But  this  is  no  more 
unusual  from  a psychiatric  viewpoint 
than  the  effect  that  juvenile  diabetes,  or 
congenital  heart  disease,  has  on  the 
family  dynamics.  The  psychopathologic 
condition  in  the  family  will  also  revolve 
around  and  be  influenced  by  these  two 
physical  problems  which  are  unique  in 
their  own  right.  In  a sense,  the  present 
status  of  the  underachiever  syndrome  is 
similar  to  the  investigations  of  psychoso- 
matic illness  some  years  ago  which  sought 
to  connect  the  illness  with  various  per- 
sonahty  types. 

The  material  under  discussion  suggests 
that  the  same  dynamic  factors  in  the  under- 
achiever also  operate  in  the  less  inteUec- 
tuaUy  gifted  child  whose  IQ  is  also  reduced 
by  his  emotional  disturbances.  There  is 
scarcely  any  child  of  dull-normal  to  average 
inteUigence  whose  testing  protocol  does  not 
reveal  the  functional  IQ  as  operating  at  a 
reduced  potential,  yet  we  never  consider 
these  children  as  underachievers.  Actually, 
he  is  as  much  an  underachiever  as  the  supe- 
rior student  who  is  not  realizing  his  potential. 
The  giftedness  of  our  superior  student  would 
seem  to  obscure  the  basic  issues. 

There  are  two  other  factors  that  one 
needs  to  consider:  the  role  of  the  adolescent 
drives  in  the  breakdown  of  the  gifted  student 
and  the  use  of  intelligence  as  a defensive 
mechanism. 

The  intrapsychic  pressures  of  adolescence 
created  by  biologic  maturation  and  an 
increasing  drive  for  independence  frequently 
tip  the  homeostatic  balance  of  the  defensive 
structure;  as  a result,  emotional  upsets 
are  a common  occurrence.  The  adolescents 
in  this  case  study  were  all  referred  because 
of  underachieving  which  had  made  its 
appearance  very  close  to  or  shortly  after 
the  onset  of  their  adolescent  period.  Clinical 
evaluation  disclosed  intense  preoccupation 


with  sexual  identity,  control  of  aggression, 
and  a struggle  with  severe  dependency 
problems.  The  organism  will  select  de- 
fense mechanisms  that  are  most  readily 
available  to  it.  The  reasons  for  this  phe- 
nomenon require  further  investigation.  How- 
ever, some  patients  use  denial  and  repres- 
sion more  than  reaction  formation  or  sub- 
hmation.  It  is  postulated  that  superior 
intelligence  in  these  adolescents  became  a 
prime  defensive  mechanism  because  of  its 
ready  accessibihty.  The  intellect  was  used 
as  a source  of  strength  in  maintaining 
personahty  integrity.  Emotional  conflicts 
could  be  detached  and  inteUectualized. 
High  verbal  facility  could  explain  away  and 
rationalize  deeper  emotional  drives.  How- 
ever, in  the  process  of  using  intelligence 
defensively,  less  intellectual  energy  was 
available  for  more  appropriate  academic 
use,  and  underachieving  became  a problem. 

Psychiatric  diagnosis 

The  flnal  point  under  consideration  is  the 
psychiatric  diagnosis.  These  cases  were 
divided  evenly  between  personahty  pattern 
disturbance  and  schizophrenia.  It  is  sug- 
gested that  there  is  a difference  in  the  cause 
of  underachieving  because  of  the  difference 
in  diagnosis. 

The  inroads  of  psychopathologic  disease 
in  the  two  chnical  entities  differ  in  nature, 
have  different  courses  and  different  prog- 
noses. In  the  personahty  pattern  dis- 
turbance, it  is  difficult  to  know  when  the 
symptom  ceases  and  when  the  personahty 
begins;  in  other  words,  the  symptom  be- 
comes part  of  the  personahty.  The  psycho- 
pathologic process  in  this  type  of  iUness  is 
obviously  very  different  from  that  of  a 
schizophrenia  in  which  there  is  a profound 
disturbance  between  the  intehect  and  the 
affective  life.  The  symptom  of  under- 
achieving in  the  personality  pattern  dis- 
turbance becomes  an  integral  part  of  the 
personahty  structure  and  almost  a way  of 
life  for  the  patient  when  he  attempts  to 
function  in  an  academic  setting.  However, 
in  schizophrenia  it  is  the  thinking  disorder 
in  the  ihness  that  cripples  the  intehect  and 
prevents  it  from  functioning  to  capacity. 

The  schizophrenic  adolescents  in  this 
series  were  youngsters  who  had  been  af- 
flicted with  schizophrenia  long  before  they 
reached  their  adolescence  and  the  problem 
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of  underachieving.  During  the  elementary 
school  years  they  were  ahle  to  sustain  them- 
selves in  a creditable  academic  fashion. 
However,  under  the  weight  of  their  burgeon- 
ing adolescence  and  the  gradual  erosion  of 
the  schizophrenic  process  through  the  years, 
the  intellectual  defenses  crumbled  with  a 
consequent  lowering  of  their  academic 
functioning. 

In  2 of  these  cases  the  nature  of  the  psy- 
chopathologic  process  was  striking.  In 
1 patient,  within  a time  interval  of  eighteen 
months,  his  Wechsler  score  dropped  from 
125  to  115  with  a proportionate  drop  in 
scholastic  functioning.  In  the  second  pa- 
tient, over  a period  of  four  years  which  com- 
prised most  of  high  school  and  the  freshman 
year  in  college,  his  academic  functioning 
deteriorated  from  an  A average  to  a C4- 
average.  This  intellectual  deterioration 
culminated  in  a transient  acute  psychotic 
break  at  the  end  of  his  freshman  year. 
In  both  these  boys  there  were  increasing 
complaints  about  school  and  the  demands 
of  academic  life.  Studying  was  an  alien 
chore,  and  in  the  second  patient’s  case  his 
scholastic  Ufe,  which  heretofore  had  been  a 
source  of  great  satisfaction,  became  a dis- 
tinct drudgery.  It  was  evident  that  a 
thinking  disorder  was  the  cause  of  inability 
to  function  scholastically. 

Summary 

A clinical  evaluation  of  8 adolescent  under- 
achievers has  been  undertaken  and  the 
following  conclusions  have  emerged: 

Underachievement  in  adolescence  is  at- 
tributed to  unhealthy  parent-child  relation- 
ships in  the  early  years  of  life.  It  is  a 
psychopathologic  symptom,  often  appearing 
in  adolescence,  and  in  this  respect  is  not 
clinically  different  from  a phobia,  an  anxiety 
reaction,  or  other  psychopathologic  process 
that  may  be  evidenced  during  this  period 
of  development.  The  normal  adolescent 


drives  weaken  the  patient’s  defensive  struc- 
ture so  that  the  symptom  of  underachieve- 
ment most  often  appears  at  the  junior  to 
senior  high  school  level. 

The  family  dynamics  in  the  evaluated 
cases  are  essentially  similar  to  those  in 
other  cases  with  different  presenting  com- 
plaints. The  difference  in  the  under- 
achiever syndrome  is  the  superior  intelli- 
gence of  the  patient.  As  a result,  the  in- 
congruous nature  of  underachievement  mis- 
leads investigators  into  looking  for  special 
formulas  to  explain  its  nature.  The  symp- 
tom should  be  studied  from  the  perspective 
of  the  patient’s  intrapsychic  and  inter- 
personal conflicts,  mainly  within  the  family. 

In  these  patients  their  superior  intelli- 
gence, which  is  the  strongest  and  most  ac- 
cessible defense,  becomes  a basic  defensive 
mechanism  in  coping  with  adolescent  drives. 
As  a result,  its  functional  use  in  academic 
achievement  is  proportionately  reduced. 

The  clinical  diagnoses  in  this  case  series 
are  evenly  divided  between  personality 
pattern  disturbance  and  schizophrenia.  The 
psychopathologic  processes  in  these  two 
clinical  entities  are  of  different  natures, 
with  different  courses  and  different  prog- 
noses. These  differences  are  contrasted. 
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Relation  of  Warm-Up 
To  Spontaneous 
Muscle  Injury 

K.  B.  START 
Nedlands,  Western  Australia 

From  the  Faculty  of  Education, 
University  of  Western  Australia 

It  is  a well-known  phenomenon  that 
muscle  damage  may  occur  as  a result  of 
internal  stresses  developed  during  vol- 
untary exercise  in  normal,  healthy  subjects. 
The  degree  of  injury  may  vary  from  severe 
total  rupture  of  a muscle  or  its  tendon  to 
minor  strains.  The  condition  popularly 
known  as  the  “pulled”  or  “torn”  muscle 
is  commonly  regarded  as  being  due  to 
spontaneous  rupture  of  a small  number  of 
muscle  fibers,  although  the  actual  lesion  has 
not  been  demonstrated  by  any  direct 
method  such  as  biopsy.  Medical  opinion 
as  to  the  optimum  method  of  treatment  is 
divided,  possibly  because  of  the  lack  of 
precise  knowledge  of  the  underlying  path- 
ologic conditions,  and  it  is  possible  to 
obtain  equally  emphatic  protagonists  for 
conservative  or  active  regimens  of  treat- 
ment. As  Hinrichsen*  has  pointed  out, 
since  recovery  is  the  rule,  it  seems  that  it 
matters  little  which  method  is  followed. 

The  condition  varies  in  severity,  but  the 
following  features  appear  frequently:  the 

muscle  is  involved  either  in  repeated  strong 
contractions  or  in  a single  violent  effort; 
the  subject  has  the  sensation  of  sudden, 
severe  pain  in  the  affected  muscle  and 
frequently  reports  that  he  believes  he  was 
struck  on  the  site  of  the  injury  and  heard 
a slap  or  smack;  the  efficiency  of  the  muscle 
is  reduced,  and  considerable  pain  can  occur 
if  the  muscle  is  voluntarily  contracted; 
bruising  at  the  site  of  the  injury  usually 
develops,  although  it  varies  considerably 
in  degree.  The  time  for  recovery  appears 
to  vary  between  one  to  two  weeks  for  a 
minor  injury  and  five  or  six  weeks  for  a 
serious  condition. 


The  condition  can  be  seen  at  most  track 
and  field  athletic  meetings,  with  at  least 
one  athlete  having  to  withdraw  from  further 
competition  because  of  a spontaneous  mus- 
cle injury,  usually  in  the  leg.  Pulled 
muscles  seem  to  be  a particular  hazard  of 
sprinters,  but  athletes  specializing  in  other 
events  consider  themselves  fortunate  if 
they  do  not  suffer  this  type  of  injury  at 
least  once  in  their  athletic  career.  Pulled 
or  torn  muscles  occur  less  commonly  in  all 
major  games  and  occasionally  in  everyday 
activities. 

It  is  in  athletics  and  particularly  in 
track  events  that  prevention  of  these 
injuries  is  considered  to  be  of  great  impor- 
tance, since  they  may  be  critical  to  per- 
formance. For  this  reason  it  is  in  track 
athletics  that  the  greatest  precautions  are 
taken  to  minimize  the  risk  of  a pulled 
muscle,  and  the  track  athlete  has  developed 
an  elaborate  ritual  for  avoiding  this  type 
of  injury,  namely,  the  “warm-up.”  As 
Kopell^  stated,  “the  general  feefing  is  that 
warm-up  is  important  to  assure  excellence 
of  performance,  but  equally  important  is  the 
prevention  of  autogenous  injury  through 
the  malfunction  of  some  portion  of  the 
action.”  This  belief  in  the  value  of  w£u-m- 
up  is  so  deeply  entrenched  in  athletics 
that  except  in  extreme  circumstances  an 
athlete  would  not  contemplate  strenuous 
performance  without  undertaking  his  par- 
ticular version  of  the  warm-up. 

Studies  on  effect  of  warm-up 

There  has  been  considerable  experimental 
work  done  on  the  effect  of  warm-up  on 
subsequent  physical  performance,  but  only 
recently  has  its  effectiveness  in  the  preven- 
tion of  injury  been  investigated.  As  yet 
no  experimental  evidence  has  been  put 
forward  for  its  prophylactic  effect.  In 
1956  Karpovich  and  Hale'*  tested  the 
efficiency  of  various  forms  of  warm-up  on 
subsequent  performance  and  found  that 
although  the  subjects  in  their  control  group 
exercised  maximally  in  the  “cold”  condi- 
tion, no  injuries  were  reported.  Similar 
findings  were  reported  by  Michael,  Skubic, 
and  Rochelle  in  1957®  and  Matthews  and 
Snyder  in  1959.® 

Of  the  many  pubfished  studies  designed 
to  elucidate  the  efficiency  of  a warm-up 
procedure  in  improving  subsequent  physical 
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THE  SO-CALLED  pulled  Or  tom  muscle  oc- 
curring during  exercise  in  healthy  subjects  is 
thought  to  be  due  to  spontaneous  rupture 
of  a small  number  of  muscle  fibers,  although 
the  exact  causes  remain  to  be  determined. 
However,  experimental  evidence  suggests  that, 
contrary  to  popular  belief,  the  warm-up 
has  no  prophylactic  value  in  preventing 
injury. 


performance  and  which  had  a control  group 
of  subjects  who  were  required  to  make  a 
maximum  effort  in  the  “cold”  condition, 
none  reported  injuries  in  the  control  sub- 
jects. Apart  from  the  reports  that  have 
been  specifically  mentioned,  neither  the 
previous  investigators  nor  their  subjects 
appeared  to  be  conscious  of  the  injury 
risk,  as  they  gave  complete  attention  to  the 
improved  performance  which  the  prior 
warm-up  was  expected  to  affect.  Because 
of  this,  these  subjects  might  have  forgotten 
the  warnings  of  their  coaches  on  this 
point,  while  concentrating  on  their  per- 
formance. If  it  were  true  that  warm-up 
was  effective  in  the  prevention  of  a spon- 
taneous muscle  injury,  it  is  remarkable 
that  not  one  of  these  many  subjects  was 
affected.  Karpovich,’  who  has  made  sim- 
ilar observations,  concluded  that  “one 
reason  advanced  in  favour  of  warm-up 
has  been  that  it  reduces  the  incidence  of 
athletic  injuries.  Since  no  proof  of  this  con- 
tention has  ever  been  presented,  we  must  con- 
sider it  nothing  more  than  wishful  thinking.” 

In  more  recent  studies’*  ® involving  the 
measurement  of  the  maximum  strength  of 
various  muscle  groups,  aU  the  subjects 
were  measured  without  prior  warm-up. 
Plantar  flexions  of  more  than  300  pounds 
were  recorded,  but  symptoms  of  injury 
to  the  calf  muscles  did  not  occur.  In 
estimates  of  total  leg  strength,  using  the 
back  and  leg  dynamometer,  efforts  as  high 
as  1,950  pounds  were  registered  without 
symptoms  of  muscle  injury  occurring.  It 
seemed  that  the  deliberate  absence  of  any 
form  of  warm-up  did  not  produce  the 
symptoms  of  muscle  injury  which  might 
have  been  expected  if  the  beliefs  of  athletic 
coaches  and  some  medical  advisors  were 
correct.  As  some  800  maximiun  efforts 
by  “cold”  subjects  were  taken,  it  seemed 
unlikely  that  it  was  just  by  chance  that 
ir  juries  did  not  occur. 

In  1961,  in  a study  which  set  out  to  test 
the  prophylactic  effect  of  warm-up  on  the 
incidence  of  spontaneous  muscle  injury 
in  athletes  specializing  in  sprint  events. 
Tremble’®  found  that  the  incidence  of 
torn  muscles  in  the  “cold”  group  did  not 
differ  to  a statistically  significant  degree 
from  that  which  occurred  in  the  warm-up 
group.  From  this  he  concluded  that  warm- 
up does  not  alter  the  susceptibility  of 
sprinters  to  this  form  of  muscle  injury. 


In  1963  there  was  a report  of  an  ex- 
perimental study  in  which  the  effects  of 
warm-up  on  activities  classified  as  requiring 
maximum  strength,  endurance,  and  speed 
were  controlled.”  Observations  were  made 
on  the  incidence  of  muscle  injury  and  other 
muscle  symptoms  such  as  reported  soreness. 
It  was  concluded  that  the  lack  of  warm-up 
did  not  predispose  the  subjects  to  injury 
nor  to  a significantly  different  degree  of 
discomfort  subsequent  to  the  endurance 
activity. 

Comment 

The  existing  experimental  evidence  is 
therefore  contrary  to  the  widely  held 
opinion  that  warm-up  prevents  injury. 
How,  then,  did  such  a belief  originate  and 
gain  such  universal  support  without  ex- 
perimental support?  It  is  surprising  that 
this  belief  in  the  prophylactic  value  of 
warm-up  is  held  by  medical  advisors  but 
understandable  that,  having  accepted  the 
hypothesis,  they  can  present  logical  reasons 
for  its  functioning.  An  example  recently 
quoted  concerned  an  athlete  late  for  his 
event  who  rushed  to  the  starting  line  and 
collapsed  after  a few  strides.  He  was  later 
found  to  have  an  avulsed  iliac  crest.  This 
case  was  advanced  as  an  obvious  instance 
of  the  result  of  lack  of  warm-up.'*  A 
second  example  was  given  in  which  myocar- 
dial infarction  occurred  in  a middle-aged 
man  twelve  hours  after  he  had  shoveled 
snow  from  his  front  door  without  previously 
warming-up  after  his  evening  meal.  •' 

In  the  Seventh  British  Commonwealth 
Games,  a sprinter  of  world  standard  and 
experience  stopped  after  running  about  30 
of  the  100  meters  final.  His  injury  was 
subsequently  diagnosed  as  a rupture  of  the 
rectus  femoris  muscle.  This  injury  oc- 
cmred  after  30  meters  of  sprinting  in  the 
athlete’s  second  race  of  the  afternoon,  and 
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it  is  reasonable  to  presume  that  an  athlete 
of  such  repute  would  adequately  warm-up 
for  a major  international  competition. 
Similarly,  a local  university  athlete  reported 
the  symptoms  of  a hamstring  injury  after 
completing  three  quarters  of  his  440-yard 
race.  In  this  case  the  athlete  had  definitely 
completed  the  usual  warm-up  advocated  by 
his  coach.  It  might  be  said,  as  has  been 
the  tendency,  that  aU  such  cases  could 
be  challenged  on  the  basis  that  the  warm- 
up was  not  undertaken,  the  wrong  form 
of  warm-up  was  used,  or  that  there  was 
too  much  or  too  little  warm-up.  In  the 
light  of  the  relatively  high  incidence  of 
this  form  of  spontaneous  injury  in  intelligent 
men  with  considerable  athletic  experience  in 
top-level  competition,  it  is  unlikely  that 
every  case  could  be  explained  by  lack  of 
perspicacity,  unless  one  wished  to  prove  a 
hypothesis  rather  than  test  it. 

The  viewpoint  that  a warm-up  is  required 
prior  to  violent  activity  is  also  weak  on  com- 
parative grounds.  It  is  unlikely  that  the 
process  of  natural  selection  would  permit  the 
survival  of  an  animal,  human  or  otherwise, 
which,  when  resting,  required  a warm-up 
procedure  to  escape  from  a predator. 
Neither  could  the  predator  nor  its  victim  af- 
ford to  suffer  pulled  muscles  during  the 
strenuous  activity  which  might  foUow  a pro- 
longed ambush  or  stalk.  The  inability  to 
make  the  sudden  violent  movements  which 
might  be  necessary  for  immediate  survival 
would  not  augur  well  for  the  eventual  evolu- 
tionary survival  of  the  species. 

The  belief  in  the  necessity  of  warm-up 
before  strenuous  activity  is  deeply  implanted 
in  athletes.  The  aspiring  athlete  is  taught 
this  from  the  moment  he  comes  into  contact 
with  formal  athletics  while  attending  school. 
It  is  reinforced  each  time  a spontaneous 
muscle  injury  occurs  either  by  emphasis 
being  placed  on  the  lack  of  sufficient 
warm-up  or  by  rationalization  of  other  cases 
by  allusion  to  fatigue,  cold,  stiffness,  or  the 
wrong  type  of  warm-up.  Athletes  are  firmly 
convinced  of  this  necessity,  and  the  psycho- 
logic aspect  is  a difficult  one  to  overcome  in 
studies  of  warm-up.  If  an  athlete  expects  to 
do  better  after  warm-up  and  is  aware  that 
his  performance  is  being  evaluated,  then, 
frequently,  the  expected  result  is  obtained. 
As  the  athlete  is  conscious  of  the  risk  of  in- 
jury taken  in  strenuously  exercising  without 
warm-up,  he  may  tend  to  restrict  perform- 


ance to  submaximal  levels.  It  is  therefore 
likely  that  the  “cold”  athlete  who  expects  an 
injury  to  occur  will  not  perform  in  as  relaxed 
a manner,  psychologically,  at  least,  as  if  he 
had  taken  the  precaution  of  a warm-up.  In 
studies  to  evaluate  the  effect  of  warm-up 
this  psychologic  set  needs  to  be  overcome  by 
distracting  the  athlete’s  attention  to  some 
peculiar  aspect  of  performance,  perhaps,  and 
never  alluding  to  possible  injury  or  warm-up. 

Conclusions 

The  causes  governing  the  development  of 
spontaneous  muscle  injury  remain  to  be  de- 
termined, although  many  feasible  theories 
have  been  proposed.  The  role  of  warm-up 
in  preventing  such  injuries  must  surely  now 
be  questioned  on  the  basis  of  the  experi- 
mental evidence  reviewed,  and  to  resolve  the 
doubt,  further  thorough,  possibly  patholog- 
ically based,  investigations  of  the  problem 
should  be  undertaken.  As  a noted  psy- 
chologist has  said,  “We  must  therefore  look 
for  evidence  upon  it  from  observations  in- 
stituted directly  and  impersonally  with  the 
aim  of  getting  facts,  rather  than  from  ex 
cathedra  statements,  however  imposing  then- 
source.” 
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James  Marion  Sims,  M.D.,  was  born 
January  25, 1813,  near  Hanging  Rock  Creek, 
Lancaster  County,  South  Carolina,  and  was 
the  eldest  of  eight  children.  His  father  was 
a local  tavern  keeper  and  politician,  and  his 
mother  was  a teacher  in  the  local  schools. 
He  grew  to  manhood  in  Lancaster.  His 
mother  wished  him  to  become  a minister; 
his  father,  a lawyer.  Having  no  enthusiasm 
for  either  of  these  caUings,  Marion  Sims  de- 
cided on  medicine.  Perhaps  the  fact  that 
the  father  of  Eliza  Theresa  Jones,  the  girl  he 
loved  who  lived  on  the  other  side  of  town, 
had  been  a physician  helped  him  make  his 
decision.  Sims  began  study  in  the  office  of 
Theresa’s  uncle,  B.  C.  Jones,  M.D.,  then 
registered  for  a course  of  lectures  in  the 
Medical  College  of  Charleston,  from  which 
he  graduated  in  1834  at  the  age  of  twenty-one. 
The  following  year  Sims  attended  Jefferson 
Medical  College  in  Philadelphia,  receiving 
his  M.D.  degree  in  1835. 

Dr.  Sims  wrote;  “When  I graduated  from 
Medical  College,  I felt  absolutely  incom- 
petent to  assume  the  duties  of  a practitioner. 
I had  no  clinical  advantages,  no  hospital 
experience,  and  very  little  knowledge  of 
medicine.  I had  been  able  to  buy  a fuU  set 
of  instruments  for  surgical  operations,  and  I 
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Society  of  the  State  of  New  York,  New  York  City,  Session  on 
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laid  in  a full  supply  of  medicines  that  I had 
bought  in  Philadelphia.  My  father  rented 
me  an  office  on  Main  Street,  Lancaster, 
South  Carolina.  My  first  two  patients,  in- 
fants, died  under  my  care;  I decided  to  leave 
Lancaster  and  proceeded  to  Mount  Meigs, 
Alabama.”  In  Mount  Meigs  Dr.  Sims’s  for- 
tunes changed,  most  of  his  surgical  patients 
recovered,  and  his  practice  thrived. 

Sims  married  Theresa  Jones  in  1836.  For 
the  next  three  years  he  practiced  success- 
fully, then  he  and  his  family  were  struck 
down  by  a series  of  attacks  of  malaria  fever. 
These  so  reduced  Sims’s  abihty  to  practice 
that  his  savings  were  exhausted.  He  deter- 
mined to  seek  a healthier  climate  and  relo- 
cated in  Montgomery,  Alabama. 

In  addition  to  regaining  his  health,  Sims, 
who  previously  had  had  little  interest  in 
medicine  except  as  a means  of  making  a 
living,  began  to  mature  professionally.  He 
developed  a successful  general  practice  and 
increased  his  reputation  as  a skillful  surgeon. 
At  the  rear  of  his  home  he  built  a one-story 
frame  building  that  would  accommodate 
eight  beds  to  serve  as  a hospital.  He  also 
began  training  young  men  in  medicine  and 
surgery. 

In  Montgomery,  too,  Dr.  Sims  performed 
a clever,  difficult  operation  for  harelip  and 
missing  upper  jaw,  the  report  of  which  be- 
came his  first  article  published  in  a major 
journal.  There,  too,  he  believed  he  had  dis- 
covered the  cause  of  trismus  nascentium,  a 
condition  of  tetanus  in  infants.  Sims  recom- 
mended that  infants  showing  signs  of  this 
condition  be  removed  from  their  strait  jacket 
cradles  and  placed  on  their  sides.  He  fre- 
quently changed  their  positions  to  relieve 
pressure  on  the  point  where  the  spine  joins 
the  skull. 

Interest  in  gynecology 

Until  1845,  Dr.  Sims  had  taken  little  in- 
terest in  women  patients  beyond  caring  for 
their  ordinary  ailments.  In  June  of  1845  he 
saw  a patient  suffering  from  a vesico- 
vaginal fistula  from  a difficult  dehvery  which 
permitted  drainage  from  the  bladder  or  to 
the  rectum  or  sometimes  from  both  of  these 
structures  into  the  vagina.  Such  continuous 
uncontrollable  leakage  of  urine  or  feces  from 
the  vagina  caused  both  physical  and  mental 
agony  to  the  unfortunate  victims  of  this 
condition,  who  were  not  only  shunned  by 
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their  families  but  also  by  their  friends  and 
were  doomed  to  almost  intolerable  lifetimes 
of  discomfort  and  seclusion.  In  July  of  the 
same  year  Dr.  Sims  was  called  on  by  the 
owner  of  3 young  female  slaves,  Arnacha, 
Betsy,  and  Lucy,  who  suffered  from  vaginal 
fistulas,  and  the  owner  requested  that  the 
physician  relieve  the  women  of  this  intoler- 
able condition.  Dr.  Sims  in  his  investiga- 
tion found  no  report  of  successful  surgical 
treatment  for  vesicovaginal  fistula. 

However,  the  owner  of  Lucy  insisted  that 
Dr.  Sims  examine  her  at  his  clinic.  Dr. 
Sims  was  about  to  send  Lucy  back  to  her 
owner  regretfully  when  a set  of  circumstances 
altered  the  young  surgeon’s  life  and  Lucy’s 
as  well.  The  morning  of  the  day  Dr.  Sims 
examined  Lucy  he  had  been  called  from  his 
office  to  make  a call  on  a woman  who  had 
been  thrown  from  a horse,  had  injured  her 
pelvis,  and  was  in  great  pain.  Sims  exam- 
ined her  and  found  no  fractures  and  was 
faced  with  the  problem  of  relieving  her  in- 
tense pain.  A digital  examination  showed 
that  she  had  a retroversion  of  the  uterus. 
He  placed  the  patient  in  the  knee-chest 
position,  and  with  further  digital  manipula- 
tion air  was  admitted  to  the  vagina,  pressure 
restored  the  uterus  to  its  normal  position, 
and  the  patient  was  relieved  of  the  severe 
pain  almost  instantly. 

Calling  his  two  assistants  together.  Dr. 
Sims  went  to  his  clinic  and  told  Lucy  that 
he  wished  to  re-examine  her.  Placing  her 
on  a table,  he  directed  her  to  assume  the 
knee-chest  position.  Sims  inserted  the  bent 
handle  of  a spoon  into  the  vagina  and  saw 
the  fistula  plainly.  He  went  to  work  im- 
mediately to  invent  instruments  to  perform 
a necessary  operation  to  cure  vesicovaginal 
fistula.  Sims  felt  so  confident  in  his  suc- 
cess in  being  able  to  treat  patient  Lucy  that 
he  asked  her  master  to  send  the  other  2 
slaves,  Arnacha  and  Betsy,  to  his  hospital 
and  he  would  pay  all  their  expenses  until 
they  were  well.’-^ 

Dr.  Sims’s  early  attempts  to  cure  vesico- 
vaginal fistula  by  surgery  were  not  success- 
ful. Finally  after  three  years  of  trial  and 
error  he  determined  to  use  thin  pure  wires 
as  sutures.  Patient  Arnacha  became  the 
subject  of  this  experiment.  It  was  her 
thirtieth  operation;  there  was  no  infection 
about  the  silver  wire  sutures;  the  fistula  was 
closed.  In  the  next  two  weeks  Lucy  and 
Betsy  were  cured  by  similar  operations. 


Dr.  Sims  was  amazed  at  the  number  of 
women  suffering  from  vesicovaginal  fistula 
who  came  out  of  seclusion  to  seek  his  help 
when  word  of  his  success  got  around.  The 
Sims  position,  a more  comfortable  adapta- 
tion of  the  knee-chest  position,  and  the  Sims 
speculum  bear  the  doctor’s  name  even  today. 

Just  when  Sims  seemed  to  be  on  the  road 
to  success,  fate  dealt  him  more  blows.  His 
second  son  died,  and  Sims  himself  became 
victim  of  a chronic  intestinal  infection,  a 
disease  that  was  proving  fatal  to  many 
persons  in  the  southern  states.  After  trying 
for  three  years  to  regain  his  health,  the 
discouraged  doctor,  believing  death  was 
near,  decided  to  publish  his  manuscript  on 
operations  for  vesicovaginal  fistula.  It  ap- 
peared in  the  January,  1852,  issue  of  the 
American  Journal  of  Medical  Sciences. 
Needless  to  say  it  met  with  more  skepticism 
than  enthusiasm. 

Later  life 

In  desperate  effort  to  regain  his  health. 
Dr.  Sims  finally  decided  to  move  perma- 
nently to  New  York  City.  This  was  quite 
an  undertaking  for  a family  who  had  lived 
for  generations  in  the  South.  He  struggled 
to  gain  a foothold,  but  poor  health,  poverty, 
and  jealousy  on  the  part  of  his  colleagues  in 
the  City  of  New  York  held  him  back.  Al- 
though he  had  opportunities  to  demonstrate 
his  operative  skill,  surgeons  frequently 
adopted  his  technics  and  sent  no  more 
referrals  to  him.  ^ 

Gradually  in  Sims’s  mind  a new  idea 
developed:  a special  hospital  for  the  care  of 
women.  Dr.  Sims  gained  little  support  or 
interest  in  his  new  ideas  for  a woman’s 
hospital  until  he  struck  up  a friendship  with 
Henry  Luther  Stuart,  a former  newspaper 
man  who  had  many  contacts  with  wealthy 
philanthropic  leaders  who  became  interested 
in  Dr.  Sims’s  proposals  for  a woman’s 
hospital. 

Dr.  Sims  was  finally  able  to  overcome  the 
obstacles  of  finance,  prejudice,  and  general 
opposition  from  medical  men.  On  May  4, 
1855,  the  Woman’s  Hospital,  the  first 
gynecologic  hospital  in  the  United  States, 
opened  its  doors  to  receive  patients.  At 
first  it  had  but  30  beds  and  Dr.  Sims  was 
its  only  surgeon.  Constant  charitable  ac- 
tivity and  great  ingenuity  on  the  part  of  the 
Board  of  Lady  Supervisors  wejre  required 
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to  keep  its  doors  open.  Gradually,  how- 
ever, the  hospital  grew.  Various  gynecologic 
operations  were  undertaken  at  the  hospital, 
the  staff  was  increased,  and  doctors  from 
near  and  far  were  welcome  to  visit  the 
operating  rooms  to  observe  Dr.  Sims’s  opera- 
tive procedures.  Eventually,  land  for  ex- 
pansion was  secured  between  Forty-Ninth 
and  Fiftieth  Streets,  New  York  City  (now 
the  site  of  the  Waldorf-Astoria  Hotel). 
Foundations  were  laid  in  1863  for  a new 
and  expanded  State-chartered  hospital,  the 
Woman’s  Hospital,  with  Dr.  Sims  as  head  of 
the  surgical  staff.  ■* 

Meanwhile,  however,  other  events  were 
developing  to  influence  Dr.  Sims’s  life.  The 
War  between  the  States  put  him  in  an 
embarrassing  position:  He  and  his  wife 

entertained  southern  ties  which  were  highly 
unpopular  in  New  York.  Sims  decided  to 
take  his  family  on  a vacation  trip  to  Europe. 
He  was  invited  by  several  of  the  leading 
surgeons  there  to  demonstrate  his  technic 
for  the  repair  of  vesicovaginal  fistulas  and 
various  other  major  gynecologic  operations. 
Dr.  Sims  then  became  an  international  com- 
muter; he  finally  moved  his  family  to 
Europe  and  made  Paris  his  home  for  the 
duration  of  the  War  between  the  States. 
He  became  physician  to  queens  and  em- 
presses as  well  as  to  charity  patients  in  the 
various  gynecologic  clinics  in  Europe.  In 
1870  and  1871  he  served  as  military  siugeon 
in  the  Anglo-American  Ambulance  Corps 
during  the  Franco-Prussian  War.  For  his 
impartial  services  to  wounded  soldiers  he 
was  decorated  by  both  the  French  and  Ger- 
man governments. 

Sims  returned  to  New  York  in  1872  and 
again  took  part  in  the  activities  of  the  ex- 
panding Woman’s  Hospital.  In  1874  the 
Board  of  Lady  Supervisors  passed  bylaws 
Umiting  the  number  of  visitors  who  could 
witness  operations  and  refusing  admission 
to  cancer  patients.  Dr.  Sims’s  ire  was 
aroused;  he  vehemently  and  undiplomati- 
cally voiced  his  opposition  to  these  bylaws. 
He  announced  that  unless  the  two  rules  were 
repealed  at  the  next  meeting  of  the  Board 
of  Lady  Supervisors,  he  would  leave  the 
hospital.  Dr.  Sims’s  resignation  was  ac- 
cepted December  22,  1874.  This  was  a 
great  blow  to  the  distinguished  surgeon;  but 
if  his  popularity  was  at  a low  ebb  in  New 
York,  the  condition  did  not  prevail  else- 
where in  the  United  States.  The  following 


year,  1875,  he  was  elected  president  of  the 
American  Medical  Association.^ 

Dr.  Sims’s  work  was  not  limited  to 
gynecologic  surgery;  he  also  did  basic  work 
in  the  control  of  dysmenorrhea  and  in  the 
treatment  of  sterility.  In  1878  he  intro- 
duced an  operation  for  the  removal  of  gall- 
stones and  gave  it  the  name  cholecystotomy. 
In  1880  Sims  was  named  president  of  the 
American  Gynecological  Society,  an  organi- 
zation in  which  he  played  an  important 
part  as  a founder.  In  the  same  year  he 
was  reinstated  as  consulting  surgeon  at  the 
Woman’s  Hospital. 

Dr.  Sims  was  now  spending  more  of  his 
time  in  Europe  where  his  reputation  as  a 
gynecologic  surgeon  was  as  great  as  it  was 
in  the  United  States.  In  1881,  he  was 
elected  honorary  president  of  the  Interna- 
tional Medical  Conference  at  Geneva.'*  ® 

Dr.  Sims  was  about  to  return  to  Rome, 
where  he  had  built  a successful  practice, 
and  was  apparently  in  good  health  at  the 
age  of  seventy-one  years  when,  while  sitting 
in  bed  writing  his  autobiography  on  Novem- 
ber 13,  1883,  he  suffered  a severe  attack  of 
dyspnea.  His  son,  Harry  Marion  Sims, 
M.D.,  rushed  to  his  bedside,  but  his  father 
died  without  saying  a word.** 

Dr.  Marion  Sims,  to  whom  so  many 
women  have  owed  lifelong  debts  of  gratitude, 
indeed  had  a fruitful  and  inspiring  career. 
His  first  operations  on  suffering  women 
with  vesicovaginal  fistulas  were  performed 
without  the  benefit  of  either  anesthesia  or 
antisepsis;  yet,  within  his  hfetime  he  was 
able  to  add  both  these  boons  to  mankind 
and  to  womankind.  Not  only  are  the  sirrgi- 
cal  feats  that  he  performed  many  years  ago 
stiU  outstanding  in  the  field  of  female  sur- 
gery, but  he  also  led  the  pioneers  in  gyne- 
cology into  the  reahn  of  respectability  and 
recognition  of  this  specialty  on  a very  high 
plane.  He  invented  new  instruments  to 
meet  the  requirements  of  his  operative 
technics.  He  brought  to  medicine  a new 
concept:  hospitals  devoted  to  the  special 
surgical  and  medical  needs  of  women.  He 
carried  forth  these  bold,  brilhant  ideas  in 
gynecology,  which  he  pioneered  in  America 
and  took  back  to  Europe,  where  he  taught 
Old  World  physicians  how  to  use  these 
new  operative  procedimes  to  save  the  lives 
of  thousands  of  women  throughout  the 
world. 
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Migraine  or  subacute  glaucoma? 

True  migraine  and  subacute  glaucoma  are 
similar  enough  symptomatically  for  possible 
confusion  of  the  two,  but  actually  the  resem- 
blances, on  closer  examination,  are  superficial 
and  the  differences  distinct  enough  for  clear 
distinction  between  the  two  conditions. 

The  symptoms  of  subacute  glaucoma  are 
blurred  vision,  the  seeing  of  halos  around 
lights,  headache,  and  sometimes  nausea  and 
vomiting.  In  true  migraine  there  are  scotomas, 
flashing  lights,  nausea,  and  vomiting. 

Precipitating  factors  in  attacks  of  subacute 
glaucoma  include  fatigue,  concentration  on  fine 
work,  watching  television,  going  out,  nervous 
tension,  or  spells  of  emotional  stress.  Mi- 
graine attacks  can  be  brought  on  by  onset  of 
menstruation  period,  overwork,  excitement,  or 
worry. 

The  character  of  head  pain  in  true  migraine 
and  in  subacute  glaucoma  is  not  the  same.  In 
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subacute  glaucoma  the  pain  is  in  and  above  the 
eye,  occipital,  and  one-sided.  In  migraine  the 
pain  is  hemicranial,  frontal,  and  changes  sides. 

Subacute  glaucoma  attacks  usually  occur  in 
the  evening;  rarely  during  the  day  except 
when  the  patient  engages  in  close  work.  Mi- 
graine attacks  occur  at  variable  times,  but 
usually  in  the  daytime. 

In  subacute  glaucoma,  mild  attacks  subside 
relatively  soon;  they  are  always  gone  by  the 
next  morning.  This  does  not  apply  to  an  acute 
destructive  attack  of  glaucoma.  The  mild  at- 
tacks are  relieved  by  pilocarpine.  Migraine 
headache  is  relieved  by  rest,  sleep,  and  the 
administration  of  ergotamine. 

In  subacute  glaucoma  the  age  at  onset  is 
rarely  under  twenty-five  years.  It  is  uncom- 
mon in  persons  under  forty  years  of  age,  and  is 
found  most  frequently  in  the  age  group  fifty  to 
sixty-five  years.  Some  patients,  however,  may 
be  over  eighty.  Migraine  usually  starts  in 
childhood,  although  less  often  it  may  begin  in 
adulthood. 
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T HE  STRUCTURE  OF  PSYCHIATRIC  CARE  in 
America  is  undergoing  sweeping  changes  and 
is  becoming  the  object  of  increasing  numbers 
of  articles  in  the  psychiatric  literatm-e.  * 
While  progress  in  this  area  may  not  be  in 
the  same  category  as  a major  scientific 
breakthrough,  the  results  these  changes 
will  have  on  the  treatment  and  outcome  of 
mental  illness  should  be  as  profoimd  as  any 
basic  discovery  in  our  generation. 

Early  hospitals 

To  understand  the  significance  of  the 
changes  we  are  undergoing,  a brief  history 
of  the  treatment  of  mental  illness  in  America 
is  necessary.  When  our  first  public  mental 
hospitals  were  built  in  the  beginning  of  the 
last  century,  they  were  very  small  and  built 
around  the  humanistic  principles  which  had 
flowered  in  the  previous  century.  For 
patient  care,  this  meant  breaking  out  of  the 
cruel  practices  which  had  resulted  from  such 
concepts  as  insanity  being  witchcraft  or 
meaning  possession  of  the  soul  by  the  devil. 
We  began  to  realize  that  the  insane  were 
human  beings  who  not  only  deserved  the 
respect  of  other  human  beings,  but  who  also 
frequently  got  better  under  such  conditions. 
This  conception  was  called  moral  therapy. 
Facilities  were  created  for  the  mentally  iU  in 


small  units  with  arrangements  for  the  pres- 
ervation of  normal  human  dignity  and  with 
attention  paid  to  the  creation  of  a warm  and 
even  cheerful  environment.  The  lives  of  the 
patients  proceeded  as  normally  as  possible 
under  the  benevolent  supervision  of  the 
resident  personnel. 

The  results  of  this  treatment  were  highly 
encouraging.  For  example,  a study  of  the 
Worcester  State  Hospital  records  for  the 
period  firom  1833  to  1852  revealed  a 71  per 
cent  discharge  rate  for  aU  those  patients  who 
had  been  iU  for  less  than  one  year  prior  to 
admission.*  Another  study  of  records  at 
about  the  same  time  indicated  that  over  a 
thirty-six-  to  fifty-year  period  54  per  cent  of 
the  patients  discharged  remained  weU  or 
had  died  in  apparently  good  mental  health.  * 
Although  these  figures  are  open  to  the 
challenge  that  oiu*  definition  of  insanity  may 
have  changed,  if  they  are  vahd  they  indicate 
a discharge  and  lasting  remission  rate  not 
too  different  from  that  of  our  best  mental 
hospitals  today.  For  example,  Bockoven 
and  Solomon*  reported  a five-year  foUow-up 
of  100  acutely  psychotic  patients  admitted 
consecutively  to  the  Boston  Psychopathic 
Hospital  in  1946.  After  one  year,  72  were  in 
the  community  and  20  were  in  other  Massa- 
chusetts hospitals  with  4 patients  un- 
followed and  4 having  died.  At  the  end  of 
five  years,  45  patients  had  remained  com- 
pletely out  of  the  hospital,  with  31  of  76 
living  in  the  community  at  that  time  having 
been  readmitted  and  again  discharged.  The 
similarity  in  the  comparison  of  statistics  one 
hundred  years  old  with  those  of  one  of  our 
finest  modern  teaching  hospitals  is  quite 
striking.  One  might  conclude  that  we  are 
witnessing  a normal  remission  rate  under 
environmental  circumstances  most  favorable 
to  obtain  remission.  (The  1946  figures  cover 
a period  that  antedates  our  new  drugs,  al- 
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though  not  insulin  and  electroshock  therapy. 
Psychotherapy,  especially  posthospitaliza- 
tion, was  probably  a negligible  factor  here.) 

Decline  of  moral  therapy 

Unfortunately,  the  period  of  moral 
therapy  did  not  last  long.  With  the  great 
population  spurt  in  this  country  and  the 
growing  urbanization  of  the  population,  the 
demand  for  more  facilities  grew.  There  is 
less  ability  for  the  urban  poor  or  middle  in- 
come groups  to  tolerate  an  emotionally 
disturbed  member  of  the  family.  On  the 
farm  there  was  always  room  and  tasks  com- 
mensurate to  the  abilities  of  the  emotionally 
disturbed  person  which  are  not  present  in 
crowded,  complex  urban  life.  Interestingly 
enough,  the  report  of  the  Joint  Commission 
on  Mental  Health'*  noted  that  the  decline  of 
moral  treatment  in  New  England  appeared 
to  have  coincided  with  the  wave  of  Irish 
immigration  in  1845.  This  report  notes  that 
native  Yankee  physicians  complained  bit- 
terly of  the  influx  of  “foreign  pauper  insane” 
and  “found  it  difficult  to  extend  their 
brotherly  love  for  fellow  Anglo-Saxons  to 
alien  peasants.  There  were  even  pleas  that 
Yankee  and  Irish  patients  be  segregated.” 
Nevertheless,  the  major  factor  in  the  break- 
up of  moral  therapy  was  the  pressure  of 
numbers  from  a society  which  was  growing 
rapidly  and  was  at  the  same  time  unable  to 
tolerate  aberrant  behavior.  As  the  re- 
sponsibility for  care  of  these  people  was 
transferred  from  the  local  community  to  the 
state  government,  the  staggering  economic 
burden  was  met  by  building  ever  larger 
institutions,  for  with  size  came  certain 
economies  in  food  and  maintenance  costs. 

Huge  state  hospitals,  with  up  to  13,000 
patients,  were  built  miles  away  from  the 
urban  centers  where  the  patients  had  lived 
formerly.  Those  who  entered  these  crowded 
institutions  were  effectively  cut  off  from 
their  families  by  distance,  and  the  crowded, 
desolate  prisons  these  institutions  had  be- 
come fostered  some  of  the  most  malignant 
aspects  of  their  illness.  Their  sickness 
generally  involved  a withdrawal  from  people 
and  reality;  what  we  were  doing  to  them 
only  encouraged  this  more.  Not  enough  was 
understood  about  the  mentally  ill  to  offer 
any  specific  treatment,  and  the  “moral” 
treatment  of  respect  for  human  dignity  and 
common  sense  help  in  re-establishing  their 


lives  was  eliminated  in  these  institutions. 
The  discharge  rate  fell  precipitously,  and  a 
figure  of  9 per  cent  discharged  and  well  for 
five  years  or  more  was  probably  representa- 
tive of  the  results  of  such  institutions  in  spite 
of  the  fact  that  this  particular  study  in- 
cluded only  cases  of  schizophrenia.^  A 
general  attitude  of  hopelessness  toward  the 
psychoses  was  built  up  without  any  aware- 
ness that  our  handling  of  such  patients  was 
contributing  to  the  results.  With  gloomy 
prognosis  justified  by  the  low  discharge  rate 
there  seemed  to  be  little  psychiatric  as 
opposed  to  humanitarian  reason  to  force 
changes  in  the  system  that  social  and 
economic  forces  had  built  up. 

New  discoveries 

The  intellectual  stagnation  that  resulted 
from  such  attitudes  and  conditions  began  to 
be  overcome  with  the  discoveries  of  the 
somatic  treatments,  such  as  insulin  and 
electric  shock,  during  the  thirties  and  the 
new  insights  into  the  mental  mechanisms  of 
our  patients  that  psychoanalysis  made 
possible.  Not  only  did  these  insights  dispel 
some  of  the  aura  of  hopelessness  that  sur- 
rounded many  problems  of  the  mentally  ill, 
but  they  stimulated  interest  in  all  aspects  of 
their  care  and  began  to  attract  many  gifted 
young  physicians  into  psychiatry  where 
they  were  able  to  create  a climate  of  inquiry 
and  change. 

In  1958  Solomon®  delivered  the  pres- 
idential address  for  the  American  Psychi- 
atric Association  in  which  he  gathered  to- 
gether many  of  the  current  psychiatric 
trends  and  projected  them  into  the  future  as 
they  would  revolutionize  the  structure  of 
psychiatric  care  in  America.  The  Isirge 
state  mental  institution,  far  removed  from 
the  centers  where  the  patients  had  lived, 
was  declared  wasteful  of  money  and  human 
spirit.  The  future  structure  of  psychiatric 
care  would  emphasize,  wherever  it  could, 
treatment  facilities  more  closely  associated 
with  the  family  and  community.  The  con- 
cept was  to  organize  psychiatric  facilities  so 
that  treatment  and  necessary  follow-up 
could  be  obtained  with  the  least  disorienta- 
tion of  the  patient’s  family  and  social  ties. 
Disruption  of  these  bonds  too  often  intro- 
duced an  antitherapeutic  factor  in  the  illness. 
What  was  proposed  was  an  increased  re- 
liance on  local  community  facilities,  some  of 
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which  existed  already  and  some  of  which 
would  have  to  be  built.  In  the  first  category 
were  the  community  general  hospital  and  the 
mental  hygiene  clinics.  Two  of  the  new 
facilities  recommended  were:  day  hospitals, 
where  people  would  return  to  their  homes 
each  evening  and  night  hospitals,  where 
many  emotionally  disturbed  could  hold  down 
jobs  in  the  community  if  care  and  treatment 
could  be  provided  in  the  evenings. 

In  1961  the  recommendations  of  the 
Joint  Commission  on  Mental  Illness  and 
Health  gave  further  strength  to  these  already 
existing  trends.  The  most  important  imple- 
mentation of  these  reports  came  in 
President  Kennedy’s  “Special  Message  on 
Mental  lUness  and  Retardation”  of  February 
5, 1963.  The  backbone  of  this  message  is  the 
proposal  that  the  Federal  government  help 
establish  hundreds  of  comprehensive  com- 
munity mental  health  centers  throughout 
the  country.  Each  comprehensive  center 
would  provide  these  services:  diagnosis, 

evaluation,  emergency  care,  inpatient  and 
outpatient  care,  consultation,  rehabilitation, 
foster  home  care,  day  and  night  care,  and 
information  and  education.  One  of  the  goals 
of  such  a program  would  be  to  decrease  the 
number  of  patients  under  custodial  care  by 
50  per  cent. 

Some  of  the  facilities  recommended  by  the 
President  represent  thinking  about  types  of 
patient  care  which  could  be  profitably  re- 
viewed here. 

Foster  home  care 

For  many  years  there  has  been  the  growing 
recognition  that  many  chronically  ill  patients 
who  currently  languish  on  the  back  wards 
of  our  large  state  institutions  need  not  be 
there  if  society  only  provided  some  alternate 
place  for  them  to  live  and  possibly  work 
under  minimal  supervision.  These  patients 
are  largely  custodial  patients  receiving  no 
specific  treatment,  and  many  of  them  in 
fact  provide  the  labor  force  to  maintain 
many  of  the  hospital  services,  such  as 
kitchen,  housekeeping,  farm,  grounds,  and  so 
forth.  If  suitable  foster  families  could  be 
found  to  take  some  of  the  responsibilities  for 
care  of  these  patients,  they  would  in  all 
likelihood  find  themselves  in  an  environment 
more  conducive  to  whatever  their  optimal 
level  of  functioning  might  be.  In  some 
countries  this  has  been  tried  as  a major  ap- 


proach to  the  problem  of  chronic  mental 
illness.  In  Norway  for  example,  one  author’ 
reports  50  per  cent  of  the  patients  in  this 
category  live  in  the  commimity  with  foster 
families.  If  such  a high  percentage  of  our 
patients  had  this  opportunity,  the  results 
from  the  decreased  burden  on  our  state 
institutions  would  be  far-reaching.  How- 
ever, it  has  been  pointed  out  that  in  our 
country  at  least,  there  is  great  difficulty  in 
finding  people  willing  to  accept  the 
chronically  ill  in  their  homes.*  Neverthe- 
less, states  like  Maryland  are  experimenting 
actively  in  foster  homes  as  an  alternative  to 
hospital  care  even  for  the  more  acutely  ill 
patients.  Despite  difficulties  in  placement, 
in  1962  there  were  12,507  patients  in  foster 
homes  throughout  the  United  States.*  The 
Veterans  Administration  has  been  very 
active  in  home  placements,  having  made 
nearly  5,000  in  four  years.  Of  the  patients 
so  placed,  50.5  per  cent  had  been  hospitalized 
for  from  one  to  nine  years  and  38  per  cent  for 
ten  years  or  more.’® 

The  day  hospital 

The  honor  of  having  achieved  the  first  day 
hospital  apparently  belongs  to  the  Russians 
who  began  theirs  in  1933  and  reported  on  it 
in  1937.”  It  grew  out  of  an  acute  psychi- 
atric bed  shortage  in  the  Moscow  area  which 
necessitated  a search  for  reasonable  alterna- 
tives for  hospitalization  for  some  of  their 
patients.  In  North  America  the  first  day 
care  center  was  organized  by  Cameron  in 
Montreal  in  1947,  and  by  1961  there  were  at 
least  50  day-care  units  in  the  United  States. 

In  his  excellent  discussion  of  the  moti- 
vating forces  behind  the  development  of  the 
day  hospital  as  a social  institution,  Kramer” 
distinguished  two  separate  needs.  The  first 
was  the  desire  to  bridge  the  wide  gap 
between  the  hospital  and  the  community  for 
the  mental  patient.  This  transitional  func- 
tion can  be  met  by  institutions  which  offer  a 
wide  range  of  help  in  the  area  of  shelter  and 
social  rehabilitation.  Most  of  our  half-way 
houses  are  in  this  category.  The  second 
need  which  Kramer  mentions  is  the  preven- 
tion of  full-time  hospitalization,  thereby 
avoiding  the  consequent  social  and  personal 
expense  to  the  patient.  Treatment  can  be 
obtained  while,  hopefully,  some  of  the 
deleterious  effects  of  hospitalization  can  be 
avoided.  To  this  second  aim  the  institution 
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changes  in  name  from  day  care  center  to  day 
hospital,  where  every  treatment  available  to 
conventionally  hospitalized  patients  is  avail- 
able to  these  “part-time”  patients. 

The  progress  of  the  day  hospital  seems  to 
have  been  from  emphasis  on  the  transitional 
patients  coming  from  the  state  hospital  to- 
ward those  who  come  directly  from  the 
community  needing  some  form  of  hos- 
pitalization for  psychiatric  illnesses  of  in- 
creasing severity.  The  question  arises  as  to 
what  percentage  of  those  in  need  of  hos- 
pitahzation  can  be  treated  successfully  in  a 
day  hospital.  A recent  study  reported  by 
Zwerling  and  Wilder*^  investigated  this 
point.  By  taking  patients  at  random  from 
those  patients  whose  psychiatric  inpatient 
admission  had  been  decided  on  in  the 
emergency  room  of  Jacobi  Hospital,  this 
project  was  able  to  follow  the  course  of  189 
such  randomly  selected  patients  in  a day 
hospital  unit. 

The  results  showed  that  39  per  cent  of 
these  patients  were  treated  entirely  in  the 
day  hospital.  Another  27  per  cent  had  to 
spend  some  time  transferred  to  the  inpatient 
service,  but  the  bulk  of  their  hospitalization 
was  in  the  day  hospital.  These  results  led 
the  authors  to  the  conclusion  that  day 
hospitalization  should  be  thought  of  as  the 
principal  modality  for  hospital  treatment 
of  psychiatric  patients,  with  the  twenty- 
four-hour  hospital  becoming  a necessairy 
reserve  facility  to  be  used  in  special  in- 
stances. The  authors  conclude  with  the 
admonition  that  there  may  be  many  dele- 
terious effects  consequent  to  day  hospitaliza- 
tion with  which  we  are  not  yet  familiar.  The 
effect  of  a psychotic  member  of  the  family  on 
other  members,  particularly  on  young 
children,  is  mentioned.  One  might  also  add 
that  for  many  patients  twenty-four-hour 
hospitalization  has  beneficial  effects  that 
spring  from  those  same  sources  which  in  so 
many  other  instances  are  harmful,  such  as 
temporary  isolation  and  gratification  of  de- 
pendency needs. 

The  night  hospital 

Once  the  day  hospital  is  firmly  established, 
a logical  outgrowth  of  such  a concept  is  the 
night  hospital.  Those  same  beds  which  are 
used  during  the  day  for  one  group  of  patients 
may  be  used  for  the  evening  treatment  and 
night  care  of  those  patients  who  are  still 


able  to  carry  on  with  their  employment  or 
daytime  routine.  In  1952  GUmorei®  (jg. 
scribed  the  operation  of  a night  hospital  at 
the  Yale  Psychiatric  Clinic.  MoU,i<  in  re- 
porting on  the  night  psychiatric  imit  at  the 
Montreal  General  Hospital,  found  that  most 
of  their  beds  were  initially  taken  by  patients 
who  were  already  receiving  psychotherapy 
but  required  a brief  period  of  extra  care  or 
treatment  to  tide  them  over  an  acute 
period.  Slowly  this  service  came  to  be 
utilized  by  physicians  in  industry  for  those 
patients  who  needed  some  inpatient  care 
but  who  could  continue  to  work  if  treatment 
were  provided  at  night.  Many  people  who 
would  otherwise  refuse  the  care  they  needed 
because  of  financial  considerations  or  deep 
fear  of  conventional  hospitahzation,  can  be 
persuaded  to  accept  this  form  of  treatment. 
With  appropriate  selection  of  patients  such 
a service  offers  profound  psychiatric  and 
economic  advantages  to  both  the  patient  and 
the  community. 


Community  mental  hygiene  clinic 

The  scope  and  function  of  our  mental 
hygiene  clinics  are  broadening  as  we  realize 
their  imique  opportunity  of  treating  the 
earliest  manifestations  of  psychiatric  illness 
within  the  community.  However,  the  usual 
clinic  structure  with  its  reliance  only  on 
long-term  psychotherapy,  and  the  con- 
sequent long  waiting  lists,  has  worked  itself 
into  a position  where  it  offers  less  and  less 
treatment  to  fewer  and  fewer  patients.  It 
ignores  large  numbers  of  people  who  des- 
perately need  immediate  but  brief  treatment 
in  favor  of  either  more  chronic  problems  or 
diagnostic  evaluations  (45  per  cent  of  aU 
patients  in  the  last  New  York  State  figures) 
which  have  little  meaning,  since  therapy  does 
not  follow  when  indicated. 

To  remedy  this  situation,  the  concept  of  a 
walk-in  psychiatric  clinic  has  sprung  up. 
The  fiirst  clinic  of  this  type  was  established 
at  the  Jacobi  Hospital  of  the  Albert  Ein- 
stein Medical  Center  in  1956,  and  since  that 
time  has  been  incorporated  into  the  structure 
of  over  ten  clinics  throughout  the  coim- 
try.16-18  These  clinics  are  built  around  the 
idea  that  people  should  be  able  to  walk  in  and 
see  a psychiatrist  as  directly  as  one  could  see 
an  internist  or  surgeon  in  their  respective 
practices.  This  is  an  attempt  to  open  our 
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clinics  to  the  broadest  range  of  emotional 
problems  from  acute  to  chronic,  serious  to 
mild,  in  the  hope  that  many  problems  will 
come  to  our  attention  earlier  when  they  can 
be  resolved  with  considerably  less  travail. 
Therefore,  the  walk-in  clinic  offers  the 
possibility  of  immediate  brief  psychotherapy 
for  up  to  five  consecutive  sessions  for  those 
patients  whose  problems  might  respond  to 
such  help.  With  others  who  present  chronic, 
although  severe,  psychiatric  illnesses,  the 
walk-in  clinic  may  follow  them  sporadically, 
which  would  not  be  possible  if  the  outpatient 
department  were  rigidly  organized.  These 
patients  simply  drop  in  perhaps  once  every 
month  or  two  to  renew  prescriptions  and 
maintain  contact  with  their  doctors.  This 
i continuing  contact  with  the  same  doctor  is 
i of  great  help  in  enabling  them  to  carry  on  in 
I the  commimity.  In  this  category  fall  many 
chronic  ambulatory  schizophrenic  patients. 
Because  of  the  great  scheduling  flexibility  of 
this  type  of  clinic,  these  visits  can  be  deter- 
mined by  the  varying  requirements  of  the 
chronic  schizophrenic  patient  and  not  by  the 
clinic  needs  for  precise  scheduling.  When 
such  a patient  goes  through  a crisis  period, 
he  knows  he  may  come  in  more  frequently 
for  help. 

Because  of  the  increased  flexibility  given 
the  clinic  by  offering  patients  either  im- 
mediate brief  psychotherapy  or  long-term 
intermittent  care,  only  7 to  12  per  cent  of  the 
walk-in  patients  are  referred  on  to  long-term 
psychotherapy  each  year  at  the  Jacobi 
Hospital  Mental  Hygiene  Clinic.  In 
addition,  evidence  is  beginning  to  accumu- 
late that  supports  the  contention  that  such 
a clinic  prevents  hospitalization.  In  a 
follow-up  study  of  21  patients  for  whom 
hospitalization  was  deemed  a necessity  if  no 
outpatient  alternative  were  available,  it  was 
found  that  11,  or  over  50  per  cent  of  the 
patients,  were  able  to  remain  out  of  the 
hospital  during  the  year  following  immediate 
brief  psychotherapy.** 

Results  of  pilot  projects 

No  comment  on  the  area  of  short-term 
psychotherapy  would  be  complete  unless  it 
included  the  recently  published  results  of  the 
New  York  Group  Health  Insurance’s  pilot 
project  on  brief  psychotherapy.  **  This  proj- 
ect was  initiated  by  Group  Health  Insurance, 
Inc.,  working  with  the  American  Psychiatric 


Association  and  National  Association  for 
Mental  Health,  on  a grant  sponsored  by  the 
National  Institute  of  Mental  Health,  to 
answer  some  of  the  questions  that  arise  when 
a large  health  plan  attempts  to  provide 
coverage  for  private  psychiatric  office  visits. 
A fiscally  sound  insurance  plan  could  cover 
only  a limited  number  of  visits,  so  the  study 
had  to  answer  not  only  such  questions  as 
how  many  people  would  use  such  a privilege, 
but  it  also  had  to  determine  whether  or  not 
there  was  any  value  at  aU  in  providing  brief 
psychotherapy  coverage. 

For  this  study,  76,000  subscribers  to 
Group  Health  Insurance  were  selected. 
This  group  of  people  was  then  told  that  they 
now  had  coverage  for  15  psychiatric  office 
visits,  and  suitable  arrangements  were  made 
with  a panel  of  1,139  participating  psy- 
chiatrists to  provide  the  fee  and  foUow-up 
without  any  disclosure  of  the  patient’s 
name.  The  project  then  continued  for  two 
and  one-half  years. 

The  problem  of  the  therapeutic  effective- 
ness of  brief  psychotherapy,  or  indeed  any 
psychotherapy,  is  a thorny  one,  and  the 
plarmers  of  the  Group  Health  Insurance 
project  decided  to  answer  it  simply  by  the 
psychiatrist’s  assessment  as  to  whether  the 
patient  had  recovered,  improved,  or  not 
improved.  On  this  crude  basis  75  per  cent 
of  the  patients  treated  were  judged  to  be  re- 
covered or  improved  by  the  psychiatrist 
at  termination.  Only  40  per  cent  of  all 
patients  went  the  15  visit  limit.  Of  great 
interest  is  the  observation  that  the  absolute 
recovery  category  was  largest  (23  per  cent) 
in  the  6 to  14  visit  patients  and  in  those  who 
had  their  symptoms  the  shortest  period  of 
time.  The  patients  treated  consisted  of  the 
widest  range  of  psychiatric  disturbances, 
but  interestingly  enough,  response  to  treat- 
ment did  not  correlate  with  severity  of 
symptoms.  A favorite  theme  of  some  social 
psychiatrists  went  unsupported  as  the  study 
found  that  although  education  was  a factor 
in  determining  which  patient  elected  to 
utilize  the  psychiatrist,  it  had  no  bearing  on 
response  to  treatment  beyond  this. 

As  stated  previously,  only  40  per  cent  of 
all  patients  continued  treatment  to  the 
limit  of  their  15  sessions,  and  most  of  these 
found  some  way  to  continue  privately  after 
the  insurance  benefits  expired.  The  other 
60  per  cent  of  aU  patients  terminated  their 
treatment  short  of  the  allowed  number  of 
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sessions.  Whatever  the  reasons  these 
patients  had  for  termination  (the  study  did 
not  provide  suitable  answers  to  this  in  most 
cases),  these  figures  seem  to  indicate  that 
the  majority  of  patients  who  currently  both 
need  and  elect  to  get  psychiatric  help  can 
benefit  from  some  form  of  short-term  help, 
and  indeed  their  recovery  rate  is  most 
impressive.  With  due  allowances  for  the 
crudeness  of  these  measirrements,  this  study 
underscores  the  benefits  and  the  practicality 
of  short-term  treatment  as  an  answer  to  a 
very  large  proportion  of  the  community’s 
psychiatric  needs.  These  figures  suggest 
that  this  is  a major  area  of  work  for  publicly 
supported  clinics,  or  at  least  the  area  that 
should  have  its  need  met  first.  Once  the 
need  for  brief  treatment  is  met,  then  our 
chnics  could  begin  to  provide  long-term 
treatment  for  carefully  chosen  cases. 

Summary 

In  summary,  the  organization  of  psychi- 
atric treatment  is  in  the  process  of  rapid 
change,  generally  in  the  direction  of  more 
reliance  on  facilities  which  keep  the  patient 
in  his  own  milieu  as  much  as  is  psychiatri- 
cally  advisable.  While  there  may  be  much 
controversy  over  the  specific  indications  for 
the  use  of  any  of  the  facilities  mentioned  here, 
the  unmistakable  movement  is  toward  in- 
creasing the  scope  and  utilization  of  these 
new  facilities  which  should  be  a part  of 
every  comprehensive  plan  for  community 
mental  health. 

Eastchester  Road  and 
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Term  Delivery, 
Hemorrhagic  Phenomena, 
and  Sudden  Death 


Case  history 

A forty-two-year-old  Japanese  female, 
gravida  3,  para  0,  aborta  2,  was  admitted 
on  August  18,  1962  at  7:30  a.m.  in  early 
labor  with  intact  membranes.  The  last 
menstrual  period  had  been  on  November  13, 
1961  and  the  expected  date  of  confinement 
was  August  20,  1962.  She  had  been  attend- 
ing a prenatal  clinic  since  February  26,  1962. 
Her  past  obstetric  history  included  two  first 
trimester  miscarriages  several  years  pre- 
viously. She  had  had  an  operation  “on  her 
womb”  in  a Japanese  hospital  in  the  remote 
past;  the  nature  of  this  was  not  clear,  but 
her  husband  thought  that  it  had  been  an 
operation  on  one  ovary.  Her  prenatal 
course  was  essentially  uneventful.  In  the 
first  trimester  she  weighed  105  pounds, 
had  a blood  pressure  of  122/80,  negative 
urinalysis  findings,  a hemoglobin  of  13.2 
Gm.  per  100  ml.,  and  hematocrit  of  39. 
On  two  occasions  she  had  transient  edema 
and  a trace  of  albuminuria.  One  month 
before  term  the  hemoglobin  was  12.6  Gm. 
per  100  ml.  and  the  hematocrit  37.  She 
had  gained  17  pounds.  Pelvimetry  two 
days  before  entry  showed  an  adequate 
pelvis  with  the  fetal  head  engaged. 

On  admission  the  blood  pressure  was  124/- 
80,  and  the  vertex  was  engaged  at  the  minus 
2 station.  Fetal  heart  sounds  were  normal 
and  regular  at  144  per  minute.  Three  and 
one-half  hours  after  the  patient’s  entry  into 


the  hospital,  contractions  were  occurring 
every  four  minutes,  fairly  strong,  and  last- 
ing thirty-five  to  forty  seconds.  One  hour 
later  she  was  becoming  fairly  uncomfort- 
able. At  this  time  the  cervix  was  4 cm. 
dilated,  the  vertex  at  station  0,  blood  pres- 
sure 120/70,  and  fetal  heart  144  and  regular. 
She  was  given  meperidine  hydrochloride 
(Demerol)  50  mg.  and  promethazine  hydro- 
chloride (Phenergan)  50  mg.  Five  and 
one-half  hours  after  her  entry  into  the  hos- 
pital the  cervix  was  dilated  7 to  8 cm.  with 
bulgmg  membranes.  Seven  hours  after 
entry  the  vertex  was  at  plus  1,  and  there 
was  only  a rim  of  cervix.  An  unsuccessful 
attempt  at  amniotomy  was  made.  Uterine 
contractions  were  occurring  at  regular  four- 
minute  intervals. 

Nine  hours  after  entry  the  contractions 
suddenly  becemie  more  rapid,  occurring 
every  one  and  one-half  minutes  and  lasting 
fifty  seconds.  The  fetal  heart  was  128  and 
regular.  No  amniotic  fluid  was  noted,  but 
a heavy  bloody  show  was  present.  The 
patient  had  no  complaints  other  than  pain 
with  the  contractions,  which  were  rapid  and 
hard.  The  vertex  was  immediately  behind 
the  membranes  which  were  bulging  and  in 
sight.  The  membranes  were  ruptured,  emit- 
ting dark  reddish  amniotic  fluid. 

The  patient  was  taken  to  the  delivery 
room  where  the  fetal  heart  was  noted  to  be 
100  and  regular.  Saddle  block  emesthetic 
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was  given,  and  forceps  delivery  from  the 
right  occipito-anterior  position  was  done 
over  a midline  episiotomy.  The  placenta 
was  ejected  forcefully  and  spontaneously  as 
the  baby’s  feet  came  out  of  the  vagina.  This 
was  followed  by  about  200  cc.  of  dark  red 
blood,  but  after  that  no  further  blood  was 
noted.  The  infant  was  flaccid,  had  brady- 
cardia and  respiratory  difficulty,  and  died 
twenty  minutes  after  delivery.  Delivery 
had  taken  place  about  nine  and  one-half 
hours  after  admission. 

During  this  time  the  patient’s  blood  pres- 
sure had  risen  gradually  to  140  flO  and  then 
to  160/110.  Consequently,  the  usual  ad- 
ministration of  ergonovine  maleate  (Ergo- 
trate)  was  deferred.  Intravenous  infusions 
were  attempted,  but  the  veins  could  not  be 
entered,  and  a hematoma  formed  at  each 
puncture  site.  The  blood  pressure  began  to 
decline  rapidly,  and  she  soon  became  pulse- 
less with  a heart  rate  of  120.  Spontaneous 
epistaxis  developed.  The  uterine  fundus  be- 
came flaccid  when  left  unguarded  for  a 
moment,  and  dark  red  blood  gushed  from 
the  vagina  when  the  fundus  was  massaged. 
Two  cut-down  phlebotomies  were  done; 
dextrose  and  water  with  2 ampules  of  oxyto- 
cin (Pitocin)  was  given  through  one,  dextran 
with  metaraminol  (Aramine)  through  the 
other.  Throughout  the  ensuing  course  the 
blood  pressure  and  pulse  were  unobtainable. 
Three  units  of  fibrinogen  were  given  as 
rapidly  as  possible,  and  then  1 unit  of  fresh 
blood  was  given.  Subsequently,  6 addi- 
tional units  of  bank  blood  were  given. 
Calcium  gluconate  and  vitamin  Ki  (Mephy- 
ton)  were  also  administered.  Sterile  pelvic 
examination  showed  the  uterine  fundus, 
lower  uterine  segment,  cervix,  and  vaginal 
vault  to  be  undamaged.  The  parametria 
seemed  boggy,  but  no  mass  was  present. 
No  vaginal  tears  were  seen.  The  episiotomy 
site  was  slowly  oozing  blood.  Large 
ecchymoses  formed  in  the  abdominal  wall 
where  the  uterus  had  been  massaged. 
Ecchymoses  appeared  in  the  skin  of  the  up- 
per part  of  the  arm  where  the  blood  pressure 
cuff  had  been  applied.  The  patient  expired 
seventeen  and  one-half  hours  after  admis- 
sion. 

Discussion 

Alfred  M.  Stein,  M.D.:*  The  protocol 

♦ Ward  Officer,  U.  S.  Army  Hospital,  Fort  Jay,  New  York. 


describes  one  of  the  most  tragic  and  alarming  1 
of  all  situations  in  medicine.  A forty -two-  | 
year-old  woman  came  into  the  hospital  at 
7:30  A.M.  in  early  labor,  having  had  an  un-  | 
eventful  pregnancy.  Some  eighteen  hours  | 
later  she  was  dead.  It  is  quite  clear  that  ^ 
she  died  of  an  acquired  hemorrhagic  di- 
athesis. I 

There  is  nothing  in  the  clinical  history  or  i 
previous  examinations  to  suggest  an  under-  i 
lying  systemic  disease  or  bleeding  tendency,  i 
The  first  hint  that  something  might  be  going  1 
wrong  was  about  nine  hours  after  admission  i 
when  the  membranes  were  ruptured  and 
dark  reddish  amniotic  fluid  was  noted.  The 
placenta  was  ejected  forcefully  followed  by 
200  cc.  of  dark  red  blood.  Fetal  distress 
was  evidenced  by  flaccidity,  bradycardia, 
respiratory  difificulty,  and  death  in  twenty  I 
minutes.  AU  these  findings  point  toward 
an  obstetric  complication  which  is  said  to  j 
predispose  to  a bleeding  syndrome.  J 

After  delivery  a frightening  series  of  ! 
events  took  place,  and  they  can  be  inter- 
preted only  to  mean  that  a major  defect  in 
coagulation  had  occurred.  We  are  told  that  ' 
the  patient’s  veins  could  not  be  entered; 
this  could  represent  peripheral  vasoconstric- 
tion. Hematomas  formed  at  the  site  of  each 
venipuncture.  The  blood  pressure  fell, 
never  to  return,  and  the  patient  was  pulse- 
less and  in  profound  shock.  Bleeding  de- 
veloped from  a multiplicity  of  sites.  I would 
suspect  that  blood  drawn  for  typing  and 
cross-matching  did  not  clot  in  the  tube. 
The  patient  died  eight  hours  after  delivery. 

The  most  important  bleeding  disorder 
occurring  as  an  obstetric  comphcation  is 
h5rpofibrinogenemia.  It  may  be  accompa- 
nied by  deficiencies  in  factor  V,  in  anti- 
hemophilic globulin,  in  platelets,  and  perhaps 
in  other  components,  but  for  practical  pur- 
poses the  decrease  in  fibrinogen  is  responsi- 
ble for  the  uncontrollable  bleeding. 

Acquired  hypofibrinogenemia  is  associated 
with  the  following  obstetrical  situations: 

1.  Intrauterine  retention  of  a dead  fetus. 

2.  Self-induced  or  criminal  abortion. 

3.  Rupture  of  the  uterus. 

4.  Amniotic  fluid  embolism. 

5.  Premature  separation  of  the  placenta 
(abruptio  placentae). 

We  can  easily  eliminate  intrauterine  re- 
tention of  a dead  fetus  or  any  form  of  abor- 
tion. I must  accept  the  findings  of  the 
sterile  pelvic  examination  after  delivery 
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which  revealed  no  damage  to  the  birth  canal 
as  adequate  grounds  for  eliminating  the 
possibility  of  uterine  rupture.  The  absence 
of  pulmonary  symptoms  militates  against 
amniotic  fluid  embolism.  Dyspnea,  cough, 
chest  pain,  and  cyanosis  are  usually  striking 
features  of  this  syndrome. 

The  remaining  possibihty  is  abruptio 
placentae.  This  is  certainly  consistent  with 
the  appearance  of  dark  reddish  amniotic 
fluid,  the  forceful  ejection  of  the  placenta 
with  200  cc.  of  blood  behind  it,  and  the 
delivery  of  a flaccid  baby  who  died  in  twenty 
minutes.  I must  commit  myself  to  this 
diagnosis. 

Although  death  from  obstetric  bleeding  is 
a phenomenon  known  to  man  since  antiq- 
uity, it  is  only  within  the  past  decade  or 
so  that  we  have  been  able  to  study  the  types 
of  bleeding  which  occur  as  a result  of  dis- 
turbance of  the  clotting  mechanism.  Con- 
cepts have  been  developed  in  this  field  which 
have  implications  for  medicine  as  a whole, 
not  merely  for  an  occasional  obstetric  pa- 
tient. The  placenta  is  a rich  source  of  tissue 
thromboplastin.  When  one  of  the  predis- 
posing conditions  that  I have  listed  de- 
velops, placental  thromboplastin  then  may 
be  free  to  enter  the  maternal  circulation 
and  produce  widespread  intravascular  clot- 
ting, thus  depleting  blood  of  its  fibrinogen. 
These  minute  fibrin  thrombi  may  be  de- 
posited anywhere  throughout  a 60,000-mile 
capillary  network.  If  we  realize  that  the 
total  amount  of  fibrinogen  in  the  average 
body  is  about  25  Gm.,  it  is  easy  to  reahze 
that  it  may  be  somewhat  difficult  to  demon- 
strate the  small  fibrin  thrombi. 

Other  investigators  propose  that  the 
coagulation  defect  occurs  when  fibrinolytic 
enzymes  are  activated.  Plasminogen  is  acti- 
vated to  form  plasmin,  a substance  thought 
to  be  responsible  for  clot  lysis.  According 
to  Bang  et  al.^  activation  of  plasminogen 
produces  a fall  in  circulating  fibrinogen 
levels  accompanied  by  the  formation  of  a 
macromolecular  particle  of  fibrinogen  which 
inhibits  clotting  by  blocking  polymerization 
of  fibrin  during  the  late  stages  of  fibrinogen 
conversion.  A small  friable  clot  results 
which  prevents  hemostasis.  Perhaps  throm- 
boplastins do  enter  the  maternal  circulation 
and  cause  diffuse  intravascular  clotting,  and 
in  turn,  a fibrinolytic  system  is  activated  to 
destroy  the  clots  that  are  formed. 

The  use  of  dextran  is  mentioned  in  the 


protocol.  Although  I do  not  feel  that  it  had 
anything  to  do  with  the  final  outcome,  it 
should  be  noted  that  the  use  of  dextran  is 
contraindicated  in  patients  in  whom  a bleed- 
ing syndrome  may  be  present.  LangdeU 
et  al^  observed  that  dextran  caused  a pro- 
longed bleeding  time  in  a series  of  patients 
who  otherwise  had  no  bleeding  or  coagula- 
tion abnormalities.  It  also  has  been  reported 
that  dextran  produced  severe  fibrinolysis  in 
susceptible  individuals.'^ 

Clinical  diagnoses 

1.  Abruptio  placentae 

2.  Afibrinogenemia 

Capt.  Stein’s  diagnoses 

1.  Abruptio  placentae 

2.  Afibrinogenemia 

Pathologic  report 

Capt.  Sol  Messinger  (MC)  U.  S.  Army:  * 
This  case  was  presented  because  it  showed 
such  a classical  and  dramatic  picture  of 
hypofibrinogenemia.  The  blood  collected 
for  various  studies  just  after  delivery  did 
not  clot  either  in  the  delivery  room  or  in  the 
laboratory.  Semiquantitative  fibrinogen 
levels  subsequently  were  determined  and 
found  to  be  below  100  mg.  per  100  ml. 
Whether  or  not  she  also  had  circulating 
fibrinolysins  is  not  known,  since  tests  for 
fibrinolysins  were  not  done. 

I think  it  is  safe  to  agree  that  the  patient 
did  have  abruptio  placentae.  The  clinical 
picture  was  characteristic.  This  is  not  al- 
ways an  easy  pathologic  diagnosis  to  make, 
since  a placental  separation  of  short  dura- 
tion may  not  leave  much  in  the  way  of 
visible  traces  for  the  pathologist  to  see. 
However,  small  fragments  of  preformed 
blood  clot  were  found  adhering  to  the 
maternal  surface  of  the  placenta,  and  this  is 
consistent  with  the  observation  that  the 
blood  that  gushed  out  after  the  placenta  was 
delivered  was  dark  red  and  did  not  clot.  In 
other  respects  the  placenta  was  normal, 
and  there  were  no  vascular  lesions  in  it  or  in 
the  decidua  adherent  to  the  maternal  sur- 
face. 

* Chief,  Pathology  Section,  First  U.S.  Army  Medical 
Laboratory. 
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FIGURE  1.  Section  through  a sinusoid  in  the  de- 
cidua near  the  endomyometrial  junction  showing 
the  lumen  filled  with  amniotic  squames  and  pro- 
teinaceous debris. 


The  autopsy  findings  were  all  related  to 
afibrinogenemia.  As  mentioned  in  the  pro- 
tocol, there  were  ecchymotic  areas  on  the 
skin  of  the  abdomen  and  arms.  There  also 
were  some  subendocardial  hemorrhages  and 
small  submucosal  hemorrhages  in  the  renal 
pelves.  The  uterus  was  enlarged  and,  when 
opened,  showed  hemorrhage  in  the  placental 
site.  An  unexpected  finding  was  extensive 
hemorrhage  into  the  left  broad  ligament,  and 
from  this  area  dissection  into  the  retroperi- 
toneal tissues  and  upward  to  the  region  of 
the  diaphragm  took  place.  It  was  esti- 
mated that  1,500  cc.  of  blood  had  extrav- 
asated  into  the  pelvic  and  retroperitoneal 
soft  tissue.  No  laceration  could  be  identi- 
fied in  the  uterus.  It  is  conceivable  that 
continuous  massage  to  the  uterus  might  have 
produced  sufficient  trauma  to  the  broad 
hgament  to  initiate  bleeding,  which,  m the 
face  of  a coagulation  defect,  continued. 

Microscopic  sections  through  the  inner 
surface  of  the  uterus  showed  hypertrophied 
smooth  muscle  fibers  and  dilated  venous  and 
capillary  structures,  some  of  which  contained 
elongated  squames  admixed  with  some  pro- 
teinaceous debris  (Fig.  1).  Sections  of  the 


lung  revealed  minimal  emphysema,  moder-  S 
ate  congestion  and  edema,  and  diffuse  m 
dilatation  of  small  and  medium-sized  veins.  S 
Amniotic  squames  were  found  in  a few  of  ■ 
these  small  veins,  again  admixed  with  some  fl 
proteinaceous  material  (Fig.  2).  Sections  ■■ 
stained  with  periodic  acid  and  Schiff’s  re-M 
agent  revealed  small  amounts  of  PAS-  9 
positive  material  in  such  vascular  lumina.B 
However,  there  was  no  massive  amniotic  ■ 
fluid  infusion;  the  findings  represent  a 
lesser  degree  of  the  phenomenon.  B 

Put  simply,  we  were  able  to  demonstrated 
two  conditions  which  are  causally  related  to  fl 
hypofibrinogenemia:  abruptio  placentae  and  ■ 
amniotic  infusion.  It  is  difficult  to  assess  B 
the  role  of  each  in  the  pathogenesis  of  the  B 
clotting  defect,  and  it  would  be  overly  dog-  fl 
matic  to  assign  one  a primary  role  and  the  fl 
other  a secondary  one.  However,  it  is  not  fl 
unreasonable  to  believe  that  the  fatal  process  fl 
started  with  placental  separation  and  that  I 
some  placental  thromboplastin  gained  access  B 
to  the  maternal  blood  stream.  Shortly  ■ 
thereafter,  amniotic  fluid  entered  the  ma-  fl 
ternal  circulation  and  completed  the  defi-  I 
brinating  episode.  I 

Anatomic  diagnoses  ■ 

1.  Hypofibrinogenemia,  secondary  to  ■ 

abruptio  placentae  and  amniotic  fluid  infusion,  ■ 
intrapartum  ■ 

2.  Hemorrhage  into  myometrium,  left  broad  ■ 

ligament,  and  retroperitoneum  ■ 

3.  Subcutaneous  hemorrhage,  abdominal  fl 

wall,  upper  arm  ■ 

4.  Subendocardial  hemorrhages  « 

5.  Submucosal  hemorrhages,  renal  pelves 

Epicrisis 

William  B.  Ober,  M.D.:*  One  of  the 
problems  in  medical  teaching  is  that  we  tend 
to  think  in  terms  of  single  disease  entities 
and  “classical  pictures.”  Useful  as  this 
didactic  device  may  be,  nonetheless  it  is  an  y 
artefact  that  reason  superimposes  on  1 
nature.  The  vagaries  of  human  disease  are 
such  that  we  do  not  reaUy  see  “pure  cases.” 
Anyone  who  has  ever  studied  in  detail  a 
series  of  cases  of  a given  entity  must  be 
struck  with  the  discrepant  fashions  in  which 

* Director  of  Laboratories,  Knickerbocker  Hospital. 
Consultant,  First  U.  S.  Army  Medical  Laboratory.  Associate 
Professor  of  Pathology,  New  York  Medical  College. 
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‘ FIGURE  2.  (A)  Section  through  lung  showing  medium-sized  vessels  plugged  with  amniotic  squames.  (B) 
Detail  of  (A)  at  higher  magnification. 


a given  instance  may  present  itself  and  in 
which  it  may  evolve,  to  say  nothing  of  the 
diversity  of  possible  explanatory  mecha- 
nisms which  reason  may  excogitate  to  account 
for  the  range  of  observed  phenomena. 

The  classical  picture  of  abruptio  placentae 
is  well  known:  sudden,  severe  lower  ab- 

dominal pain;  a rigid  abdomen;  a tense, 
tender  uterus;  and  shock.  Uterine  bleeding 
may  be  overt  and  massive,  partly  concealed, 
or  completely  concealed  with  the  formation 
of  a retroperitoneal  hematoma.  In  England 
the  term  uteroplacental  apoplexy  is  com- 
monly used,  and  often  there  is  hemorrhagic 
extravasation  into  the  uterine  wall.  When 
such  myometrial  hemorrhage  is  extensive, 
the  term  Couvelaire  uterus  is  often  applied. 
However,  in  the  patient  discussed  here,  only 
a few  of  these  features  were  present  and 
some  incompletely.  We  are  prone  to  classify 
placental  separations  as  toxic  and  nontoxic. 
In  theory,  the  toxic  separations  accompany 
toxemia  and  preeclampsia;  they  tend  to  be 
more  dramatic,  with  more  intense  clinical 
symptoms  and  signs.  Conversely,  nontoxic 
separations  are  likely  to  be  relatively  silent; 
they  are  heralded  by  the  onset  of  uterine 
bleeding  in  the  third  trunester  without  much 
in  the  way  of  abdominal  pain  and  less  abrupt 


changes  in  hemodynamics.  One  would  be 
tempted  to  classify  this  case  as  an  example 
of  nontoxic  separation  of  the  placenta  were 
it  not  for  two  features:  (1)  There  was  no 
overt  bleeding,  but  there  was  a sizable  retro- 
placental  hematoma  which  developed  intra- 
partum, and  (2)  the  blood  pressure  rose 
intrapartum  to  160/110.  At  this  point  we 
may  suspect  the  development  of  intrapartum 
preeclampsia.  However,  we  cannot  docu- 
ment this  entity  beyond  the  transient  hyper- 
tension, and  it  remains  an  hypothesis.  Such 
unresolved,  even  ambiguous  observations 
indicate  the  difficulty  we  have  in  precise 
classification  of  obstetric  entities. 

The  classical  picture  of  amniotic  fluid 
embolism  is  well  known.  In  the  course  of  a 
difficult  labor,  often  described  as  violent  or 
tumultuous,  implying  uterine  contractions 
of  greater  than  usual  intensity,  the  patient 
suddenly  becomes  dyspneic,  cyanotic,  may 
complain  of  chest  pain,  air  hunger,  or  suffoca- 
tion, and  expires  in  a matter  of  minutes.  At 
autopsy,  massive  infusion  of  amniotic  fluid 
is  found  throughout  aU  lung  fields.  Hemor- 
rhagic phenomena  are  not  observed,  as  there 
is  no  time  for  the  coagulation  defect  to 
manifest  itself.  However,  small  fibrin 
thrombi  often  are  found  in  the  pulmonary 
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vascular  bed  admixed  with  the  amniotic 
squames  and  other  debris.  In  patients 
with  less  than  massive  amniotic  fluid  infu- 
sion lesser  degrees  of  respiratory  symptoms 
may  develop,  but  after  a short  interval  it  is 
more  usual  for  hemorrhagic  phenomena  to 
dominate  the  scene,  since  even  moderate 
amounts  of  this  thromboplastic  substance 
can  seriously  impair  the  clotting  mechanism. 

Abruptio  placentae  occurs  in  about  1 out 
of  every  1,000  dehveries  and  is  rarely  suffi- 
cient in  and  of  itself  to  produce  significant 
hypofibrinogenemia.  Amniotic  fluid  infusion 
is  less  common,  occurring  in  about  1 out  of 
every  8,000  deliveries.  Only  patients  sur- 
viving a less  than  massive  infusion  develop 
hypofibrinogenemia.  Occasional  concur- 
rence of  these  entities  is  to  be  expected,  as 
they  tend  to  occur  under  somewhat  similar 
circumstances.  Weiner  and  Reid*  have 
reported  such  a case.  One  would  not  usually 
expect  total  incoagulability  from  abruptio 
placentae  alone;  the  added  element  of 
another  thromboplastic  substance  is  neces- 
sary, as  in  this  case. 

The  effect  of  amniotic  fluid  on  the  clotting 
mechanism  can  be  imderstood  easily  in 
terms  of  the  old,  conventional  schema  in 
which  thromboplastin  plus  prothrombin  in 
the  presence  of  calcium  ions  form  thrombin; 
thrombin  plus  fibrinogen  form  a fibrin  clot. 
The  thromboplastic  effect  of  amniotic  fluid 
is  to  remove  fibrinogen  from  the  circulation. 
In  aU  such  coagulation  defects,  hemorrhage 
and  thrombosis  are  merely  opposite  sides  of 
the  same  coin;  there  is  an  equilibrium  be- 
tween clot  formation  and  clot  lysis.  When  a 
thromboplastic  component  is  added  to  an 
intravascular  reaction  chamber,  the  equilib- 
rium favors  fibrination  until  the  supply  of 
fibrinogen  is  depleted;  at  that  point  clots  no 
longer  form,  and  the  equilibrium  shifts  to 
favor  defibrination.  Circulating  fibrinoly- 
sins  are  always  present  under  such  circum- 
stances; their  precise  role  in  the  process  is 
not  entirely  clear.  Speaking  as  a morbid 
anatomist,  I must  point  out  that  the  absence 
of  demonstrable  intravascular  coagula  in 
postmortem  material  should  not  be  con- 


strued to  imply  that  such  clots  were  not 
present  before  death.  The  poor  coagula- 
bihty  of  cadaver  blood  has  been  known  for 
centuries.  It  is  only  in  recent  years  that  the 
responsible  fibrinolysins  have  been  demon- 
strated. 

By  the  same  token,  the  morphologic 
demonstration  of  amniotic  squames  is  merely 
a marker  indicating  that  certain  substances 
have  been  sucked  into  the  maternal  circula- 
tion from  the  products  of  conception.  The 
squames  them.selves  are  inert;  it  is  the  fluid 
material  which  accompanies  them  that  is 
responsible  for  the  clotting  defect.  From 
this  it  may  be  argued  that  the  squames  may 
be  few  or  many;  their  number  need  not 
furnish  an  accurate  index  of  the  degree  of 
clotting  defect. 

One  therapeutic  point  should  be  made. 
Administration  of  fibrinogen  must  be  in 
massive  quantities,  far  in  excess  of  the  nor- 
mal body  supply,  for  in  the  presence  of 
circulating  fibrinolysins,  fibrinogen  merely 
serves  as  additional  substrate  and  may  be 
consumed  almost  as  rapidly  as  it  is  given. 
Recently  epsilon-aminocaproic  acid  has  been 
employed  as  a competitive  fibrinolysin  inhib- 
itor in  a variety  of  situations  in  which  cir- 
culating fibrinolysins  have  been  implicated 
as  responsible  for  hemorrhagic  phenomena.^ 
This  compound  may  well  have  an  application 
to  hypofibrinogenemia  complicating  ob- 
stetric accidents.  In  theory,  the  use  of  a 
fibrinolysin  inhibitor  would  permit  maximal 
utiUzation  of  administered  fibrinogen. 
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IV.  Cutaneous  and 
Mucocutaneous  Leishmaniasis 

KEVIN  M.  CAHILL.  M.D.,  D.T.M.&H. 

New  York  City* 

Leishmanial  parasites  are  responsible  for 
millions  of  smoldering  cutaneous  ulcers  in 
Africa,  America,  and  the  Near  and  Far  East. 
In  the  Americas  the  lesions  may  spread  from 
the  skin  to  the  mucous  membranes,  resulting 
in  gross  facial  disfiguration.  The  usual 
incubation  period  of  these  diseases  is  from 
three  weeks  to  three  months,  and  the 
American  clinician  must  be  prepared  to 
diagnose  leishmanial  sores  in  recent  travelers 
to  or  immigrants  from  regions  where  the 
disease  is  endemic.  However,  prolonged 
latent  intervals  of  from  three  to  ten  years 
have  been  reported.  The  physician  must 

* Present  address;  NAMRU  3 (Cairo),  FPO  540,  New 
York,  New  York. 


also  be  aware  of  chronic  lesions,  especially 
in  mucocutaneous  leishmaniasis,  and  con- 
sider these  diseases  in  the  differential 
diagnosis  of  exposed  persons  suspected  of 
having  skin  cancers,  lupus  vulgaris,  fungal 
infections,  leprosy,  yaws,  and  syphilis. 

Although  morphologically  indistinguish- 
able, the  causative  Leishmania  organisms  of 
the  varying  cutaneous  and  mucocutaneous 
lesions  can  be  separated  by  epidemiologic 
and  clinical  criteria  (Table  I).  Recent  im- 
munologic investigations  indicate  that  a 
practical  method  for  laboratory  differentia- 
tion may  soon  be  available.  The  inter- 
relationship of  the  leishmanial  parasites  is 
complex;  previous  infection  with  Leish- 
mania donovani  provides  lifelong  protection 
against  L.  tropica,  whereas  L.  tropica  con- 
fers no  immunity  against  invasion  with 
L.  donovani.  There  appears  to  be  no  cross 
immunity  of  the  American  Leishmania 
either  with  L.  tropica  or  L.  donovani. 


Cutaneous  leishmaniasis 

Pathologic  features.  The  reservoir  of 
L.  tropica  varies  from  country  to  country. 


TABLE  I.  Characteristics  of  various  forms  of  cutaneous  and  mucocutaneous  leishmaniasis 


Parasite 

Usual 

Incubation 

Period 

(Months) 

Ecology 

Site  of 
Lesions 

Host 

Reservoir 

Response 

to 

Therapy 

L.  tropica 
Dry 

2 to  12 

Towns 

Face 

Man 

Good 

Wet 

<2 

Desert 

Limbs 

Gerbils 

Fair 

L.  braziliensis* 

3 to  12 

Towns  and 

Limbs,  nose,  and 

Dogs,  pacas 

Poor 

L.  mexicana* 

<2 

country 
F orests 

mouth 

Ears 

Forest  ro- 

Good 

L.  guayansis* 

<2 

Low  mountains 

Face  and  limbs 

dents 

? 

Fair 

* See  text  for  alternate  nomenclature. 
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with  dogs  the  major  host  in  the  Mediter- 
ranean, man  in  the  Middle  and  Far  East, 
and  gerbils  or  other  wild  rodents  in  rural 
Africa  and  Asia.  The  parasite  is  transmitted 
to  man  by  the  bite  of  infective  species  of  the 
Phlebotomus  sandfly.  Two  distinct  types  of 
cutaneous  leishmaniasis,  or  oriental  sore,  are 
recognized:  a dry,  or  urban,  variety  and  a 
moist,  or  rural,  form.  The  incubation 
period  of  the  wet  lesion  is  usually  less  than 
one  month,  while  the  dry  sore  may  not  be 
evident  for  a year,  with  latent  periods  of 
many  years  occasionally  reported.  Al- 
though the  evolution  of  lesions  in  the  wet 
form  is  much  more  rapid  than  in  the  dry,  the 
pathologic  changes  in  the  two  types  are 
identical. 


FIGURE  2,  Aspirating  for  L-D  bodies  via  the 
healthy  skin  adjacent  to  an  oriental  sore. 


Leptomonads  inoculated  subcutaneously 
by  the  sandfly  are  phagocytized  and  assume 
leishmanial  forms  within  histiocytes.  These 
are  initially  found  in  the  greatest  number  in 
the  upper  dermis  and  are  surrounded  by  re- 
active plasma  cells  and  by  mononuclear  and 
polymorphonuclear  leukocytes.  Masses  of 
parasitized  histiocytes  form  tuberculoid 
nodules  in  the  dermis.  As  the  corium  be- 
comes hypertrophied,  edema,  perivascular 
infiltration,  and  small  areas  of  infarction 
occur.  The  overlying  epidermis  is  thinned 
and  eventually  ulcerates.  At  this  stage 
acute  inflammatory  cells  invade  the  ulcer, 
and  secondary  infection  is  common.  The 
center  of  the  ulcer  is  often  necrotic,  and  the 
base  of  granulation  tissue  bleeds  easily. 
Leishmanial  multiplication  continues  at  the 
ulcer  periphery,  and  a zone  of  inflammation 
surrounds  the  crater.  Pseudoepithelioma- 
tous  hyperplasia  with  prolongation  of  the 
rete  pegs  results  in  an  elevated  edge  sur- 
rounding the  sore.  Cicatrization  is  slow, 
usually  requiring  one  to  two  years,  and  the 
final  scar  is  retracted,  depigmented,  and 
easily  broken  down.  There  are  no  visceral 
lesions. 

Clinical  manifestations.  The  earhest 
evidence  of  infection  is  a small  papule  at 
the  site  of  insect  inoculation.  This  may 
appear  within  two  weeks  in  the  wet  type  of 
disease,  whereas  many  months  may  elapse 
before  its  appearance  in  the  dry  urban 
variety.  In  the  latter,  the  majority  of 
lesions  are  on  exposed  limbs,  while  the  face 
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FIGURE  3.  Patient  with  several  leishmanial  ulcers 
on  the  face  and  enlarged  "tapir”  nose,  a finding  in 
the  early  stages  of  mucocutaneous  leishmaniasis. 


is  most  often  affected  in  wet  cutaneous 
leishmaniasis.  Sores  are  frequently  single; 
only  rarely  are  more  than  three  found. 

The  papule  enlarges  to  2 or  3 cm.  in 
diameter  over  a period  of  several  weeks 
and  is  often  pruritic  and  erythematous. 
Vesiculation  occurs,  and  an  oozing,  crusted 
sore  develops.  If  the  crust  is  removed, 
an  oval  punched-out  ulcer,  with  elevated, 
indurated  edges  is  revealed  (Fig.  1).  The 
sore  is  painless.  Small  subcutaneous 
nodules  along  the  draining  lymphatic  chain, 
with  tender  axillary  or  inguinal  adenopathy, 
are  common.  Resolution  of  the  lesion  is 
frequently  complicated  by  episodes  of  bac- 
terial superinfection,  and  scarring  may  not 
be  complete  for  eighteen  months  or  more. 
Generalized  symptoms  are  associated  only 
with  bacterial  invasion. 

Diagnosis.  L.  tropica  parasites  are  de- 
monstrable at  the  expanding  edges  of  an 
oriental  sore.  These  should  be  sought  by 
inserting  a needle  or  fine  pipette  through 
adjacent  healthy  skin  into  the  ulcer  edge, 
gently  rotating  the  needle  for  a half  minute, 
and  aspirating  it  (Fig.  2).  The  material 
should  then  be  examined  directly  for  L-D 
(Leishman-Donovan)  bodies  and  after  cul- 
ture on  Nicolle-Novy-MacNeal  medium,  for 
leptomonads.  Leishmania  organisms  are 
rarely  isolated  in  scrapings  from  the  crater 
center.  The  characteristic  histopathologic 
features  of  oriental  sore  can  be  found  on 


biopsy  of  the  ulcer  edge,  but  L-D  bodies  must 
be  seen  in  the  section  before  confirmation  is 
possible.  An  intradermal  test  using  lepto- 
monads as  the  antigen  can  provide  serologic 
support.  False  positive  results,  especially  in 
patients  with  lupus  vulgaris,  do  occur. 

Treatment.  Intramuscular  or  intra- 
venous sodium  antimony  gluconate  is  neces- 
sary to  eradicate  parasites  in  lymph  nodules 
and  glands.  The  regimen  outlined  for 
kala-azar  is  recommended.*  Adequate  de- 
bridement and  sterile  dressings  are  in- 
dicated, and  antibiotics  are  required  when 
secondary  infection  complicates  the  lesions. 
Local  injections  of  quinacrine  hydrochloride 
are  of  dubious  value  and  may,  in  fact, 
rupture  the  limiting  ulcer  wall.  Infection 
either  with  L.  donovani  or  L.  tropica  confers 
lasting  immunity  against  future  oriental 
sores.  Despite  isolated  experimental  evi- 
dence to  the  contrary,  there  appears  to  be 
no  clinical  cross  immunity  between  wet  and 
dry  strains  of  L.  tropica. 


Mucocutaneous  leishmaniasis 

Throughout  Central  and  South  America 
a wide  variety  of  leishmanial  lesions  affect 
man.  The  etiologic  protozoa  are  mor- 
phologically identical  with  L.  tropica,  but 
a previous  oriental  sore  provides  no  protec- 
tion against  infection  with  American  leish- 
maniasis. The  parasites  causing  Amer- 
ican infection  are  also  transmitted  to  man 
by  several  Phlebotomus  species,  and  the 
histopathologic  features  are  similar  to  those 
described  for  Old  World  cutaneous  leish- 
maniasis. On  clinical  and  epidemiologic 
grounds  at  least  four  distinct  types  of 
dermatologic  disease  caused  by  Leishmania 
can  be  recognized  in  the  Americas: 

1.  Espundia,  or  classical  mucocutaneous 
leishmaniasis,  existed  in  Brazil  and  other 
South  American  countries  in  the  pre- 
Columbian  period.  Although  the  facial 
deformities  of  its  victims  have  served 
realistic  artists  for  centuries,  the  disease 
has  been  investigated  by  clinicians  for  less 
than  fifty  years.  L.  braziliensis,  the  caus- 
ative agent  of  espundia,  initially  causes  a 
papule  and  later  an  ulcer  at  the  site  (usually 
about  the  face)  of  sandfly  inoculation. 
Either  by  direct  extension,  metastatic 

♦ Cahill,  K.  M.;  The  human  Trypanosomatidae.  III. 
Kala-azar,  New  York  State  J.  Med.  63:  3405  (Dec.  1)  1963. 
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FIGURE  4.  Gross  destruction  of  nose  and  soft 
palate  in  advanced  mucocutaneous  leishmaniasis. 


spread,  or  lymphatic  dissemination,  para- 
sitic invasion  of  the  nasal  mucosa  occurs 
in  up  to  80  per  cent  of  those  infected. 
Granulomatous  nodules  produce  a char- 
acteristic “tapir”  nose  (Fig.  3)  in  the  early 
stages  of  disease,  while  a related  endarteritis 
can  cause  perforation  of  the  septum, 
necrosis,  and,  finally,  total  destruction 
(Fig.  4).  Spread  to  the  upper  palate,  with 
naso-oral  communication  and  pharyngeal 
destruction  is  rarely  found  today. 

2.  In  Mexico,  Guatemala,  and  Honduras 
a sylvan  leishmanial  zoonosis  can  affect 
man.  Those  most  commonly  infected  have 
been  adult  male  chicle  gatherers  working 
and  sleeping  on  moist  forest  hillsides.  The 
chiclero  ulcer  is  a chronic  lesion  of  the 
pinna  (Fig.  5)  without  mucosal  metastases. 
There  are  no  generalized  symptoms.  There 
is  no  agreement  on  the  parasitologic  ter- 
minology of  American  leishmaniasis,  and 
some  investigators  refer  to  the  protozoa 
of  chiclero  ulcer  as  L.  tropica  mexicana; 
others  consider  L.  braziliensis  responsible  for 
all  clinical  patterns. 

3.  A discreet,  ulcerating  lesion  resem- 
bling oriental  sore  and  referred  to  by  the 
natives  as  “uta”  is  common  in  the  moun- 
tains of  Peru.  Mucosal  lesions  are  ex- 
tremely rare.  Again,  a double  nomenclature 


FIGURE  5.  A chronic  chiclero’s  ulcer  on  ear  of  a 
Mexican  chicle  gatherer. 


has  been  used,  and  the  causative  parasite 
is  referred  to  either  as  L.  braziliensis  or 
L.  tropica  guyanensis. 

4.  A chronic,  painless  ulcer  often  as- 
sociated with  lymphadenitis  and  lymph 
nodules  and  with  occasional  mucosal  in- 
vasion is  found  in  Panama,  Costa  Rica, 
and  the  Guianas. 

Atypical  lesions  are  common  in  all  forms 
of  American  leishmaniasis.  Nonulcerating 
lesions  teeming  with  Leishmania  parasites 
can  mimic  lupus  vulgaris  (Fig.  6),  and  the 
verrucous  and  fungoid  eruptions  of  the 
disease  (Fig.  7)  are  often  misdiagnosed. 
Nasal  polyps  may  be  the  most  prominent 
featiu-e  of  chronic  espundia. 

Diagnosis.  Demonstration  of  the  etio- 
logic  parasite  is,  again,  the  preferred  method 
of  diagnosis.  Ulcer  scrapings,  aspirations, 
and  biopsies  should  be  examined  for  L-D 
bodies,  and  culture  and/or  animal  inocula- 
tions may  reveal  leptomonads.  In  chronic 
lesions,  however,  the  search  is  usually 
unrewarding,  and  greater  dependence  is 
placed  on  serologic  evidence  in  American 
leishmaniasis  than  in  the  Old  World  variety. 
The  Montenegro  test  consists  of  an  intra- 
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i FIGURE  6.  Lupoid  lesions  in  chronic  South  Ameri- 
can leishmaniasis. 


FIGURE  7.  Papular  eruptions  in  child  with  L. 
braziliensis  infection. 


dermal  injection  of  0.1  cc.  of  a suspension 
of  L.  braziliensis  leptomonads.  The  test 
shows  positive  results  within  two  months 
' after  infection  and  remains  so  for  life, 
i regardless  of  therapy.  False  positive  re- 
sults are  common  if  the  injected  area  is 
inspected  only  at  forty-eight  hours;  if 
delayed  induration  is  present  after  two 
weeks,  however,  this  can  be  regarded  as 
over  90  per  cent  specific. 

Treatment.  Espimdia,  chiclero  ulcer, 
and  uta  are  more  resistant  to  chemotherapy 
than  Old  World  cutaneous  leishmaniasis. 
Early  lesions,  especially  of  the  mild  Pan- 
amanian type,  respond  to  the  regimen 
outhned  for  oriental  sore.  Chronic  in- 
fections, however,  heal  slowly,  if  at  aU, 
and  the  relapse  rate  is  high.  Amphotericin 
B inhibits  Leishmania  in  vitro  and  has  been 
used  successfully  in  man.  Pyrimethamine, 
chloroquine,  hydroxystfibamidine,  and  pen- 
tamidine each  has  its  protagonists,  but  none 
is  consistently  efficacious. 

A lifelong  immunity  against  reinfection 
by  the  same  strain  of  the  parasite  is  induced 
both  by  cutaneous  and  by  mucocutaneous 
leishmaniasis.  For  centuries,  natives  in 
zones  of  Africa  and  the  Middle  East  where 


leishmaniasis  is  endemic  have  inoculated 
their  children  on  the  buttocks  to  prevent 
disfiguring  facial  scars.  Controlled  studies 
of  vaccination,  using  culture  leptomonads 
as  the  inoculum,  are  not  available.  Small- 
scale  projects  have  shown  promise  in 
cutaneous  leishmaniasis  if  vaccination  is 
performed  during  childhood.  The  danger 
of  mucosal  metastases  mitigates  against 
prophylactic  inoculation  of  live  or  un- 
altered L.  braziliensis. 

DDT  spraying  wiU  destroy  sandfly 
vectors.  The  delicate  Phlebotomus  is  not 
deterred  by  the  average  mosquito  net. 
Protection  is  best  attained  by  adequate 
covering  of  the  limbs  during  the  day  and 
at  night,  by  double-net  protection  of  the 
bed.  Prophylactic  drugs  are  not  available. 
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New  York  City 
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NATHANIEL  FINBY,  M.D. 
Director  of  Radiology 
CHARLES  F.  BEGG,  M.D. 
Director  of  Laboratories 


Stomach  Nodule — 
Aberrant  Pancreas 


Case  history 

A thirty-nine-year-old  Puerto  Rican 
woman  was  admitted  to  the  hospital  because 
of  abdominal  pain  in  her  right  upper  quad- 
rant of  four  years  duration.  Eight  years  be- 
fore she  had  been  admitted  for  the  same 
symptoms,  with  a resultant  cholecystectomy 
for  cholelithiasis. 

She  had  then  been  well  until  four  years 
prior  to  the  present  admission  when  she 
again  suffered  pain  similar  to  her  previous 
attacks.  During  the  four  years  prior  to 
admission  she  had  had  intermittent  episodes 
of  pain  of  the  right  upper  quadrant,  non- 
crampy  in  nature  and  sometimes  radiating 
to  her  back,  often  starting  five  to  ten  min- 
utes after  eating,  and  lasting  a variable 
length  of  time.  The  pain  was  intensified 
after  eating  fatty  food.  During  the  past 
six  months,  the  episodes  became  more  fre- 
quent and  more  severe  with  associated 
nausea  and  occasional  vomiting.  She  had 
noted  a 14-pound  weight  loss  in  the  past 
two  years. 

Physical  examination  at  the  time  of  ad- 
mission revealed  a weU-developed,  obese, 
Puerto  Rican  woman  in  no  distress.  The 
examination  was  normal  except  for  a grade 
2 apical  systolic  murmur  and  a grade  3 
diastolic  murmur  loudest  over  the  mitral 
area  of  the  heart  with  transmission  to  the 
axilla.  There  was  also  slight  right  upper 
quadrant  abdominal  tenderness  with  no  re- 
bound. No  masses  or  organs  were  palpable. 


Laboratory  studies  on  admission  revealed 
a hemoglobin  of  12.7  Gm.  and  a white  blood 
cell  count  of  5,400.  Cephalin  flocculation 
was  2 plus.  The  serum  bilirubin  was  1.4  mg. 
per  100  ml. 

Radiologic  discussion 

John  W.  Anderson,  M.D.:  Radiologic 
study  of  the  chest  revealed  the  lung  fields  to 
be  clear  throughout.  The  heart  was  slightly 
enlarged  with  left  ventricular  prominence. 
Study  of  the  upper  gastrointestinal  tract 
outlined  a normal  esophagus.  The  stomach 
filled  well  and  showed  a normal  rugal  pat- 
tern. In  the  distal  antrum,  on  the  greater 
curvature  side,  there  was  a constant,  2-cm.- 
diameter,  roimd,  smooth-walled  defect  which 
showed  a constant  spot  of  barium  in  its  cen- 
tral portion  (Fig.  1).  The  duodenal  cap  and 
proximal  small  bowel  showed  no  abnor- 
mality. 

The  x-ray  findings  were  very  suggestive 
of  aberrant  pancreatic  tissue  in  the  stomach 
since  the  central  niche  corresponded  to  a 
duct  remnant.  However,  the  differential 
diagnosis  would  also  include  leiomyoma  or 
carcinoma  with  central  ulceration  or,  less 
likely,  a benign  ulcer  with  surrounding  edema. 

Pathologic  discussion 

Nora  H.  Spens,  M.D.:  A Billroth  I 

subtotal  gastrectomy  was  performed.  The 
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FIGURE  1.  (A)  Stomach  and  duodenum  appear  normal  except  for  constant  rounded  filling  defect  along  the 
greater  curvature  near  pylorus.  (B)  Spot  film  clearly  demonstrating  smooth  rounded  filling  defect  contain- 
ing small  collection  of  contrast  material.  The  central  or  eccentric  collection  of  contrast  material  was  a 
repeated  finding  during  the  examination. 


FIGURE  2.  (A)  Gross  appearance  of  gastric  lesion  showing  elevation  and  central  crater.  (B)  Cross  section 
of  gross  specimen  showing  thickening  of  muscular  layer  and  infiltration  of  abnormal  tissue  in  and  below 
mucosa,  causing  fixation  of  central  area. 


resected  portion  of  stomach  and  cuff  of 
duodenum  measure  10  cm.  in  greatest  di- 
mension. In  the  center  of  the  specimen, 
near  the  greater  curvature,  there  is  a smooth 
elevation  of  the  mucosa,  approximately  1.8 
cm.  in  diameter,  which  has  a central  open- 
ing 5 mm.  in  diameter.  (Fig.  2A).  On  cross 
section,  this  opening  is  at  the  mouth  of  a 
crater  2 cm.  in  diameter,  which  has  an  ele- 
vated base  and  which  appears  to  be  lined  by 
mucosa  continuous  with  that  of  the  stom- 
ach wall  (Fig.  2B).  The  muscularis  is 
thickened  with  firm  white  striated  tissue 
below  the  lesion. 


FIGURE  3.  Low-power  microscopic  section  show- 
ing continuity  of  mucosa  and  islands  of  pancreatic 
tissue  and  ducts  through  all  layers. 
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Microscopic  study  shows  that  the  lips 
of  the  crater  are  formed  by  a fold  of  normal 
gastric  mucosa.  At  the  base  of  the  crater 
the  gastric  mucosa  is  slightly  thinner  than 
normal  and  contains  some  islands  of  pan- 
creatic glandular  tissue.  Similar  tissue  is 
also  seen  in  the  submucosa  (Fig.  3).  The 
underlying  muscularis  is  thickened  and 
contains  several  scattered,  cystically  dilated 
ducts  surrounded  by  smaller  ducts  and  some- 
times by  nests  of  acini.  No  islet  tissue  is 
seen,  and  there  is  no  evidence  of  cancer. 

The  final  pathologic  diagnosis  is  “portion 
of  stomach  containing  ectopic  pancreatic 
tissue.” 


Comment 

Nathaniel  Finby,  M.D.:  Aberrant  pan- 
creatic nodules  are  rarities  wherever  en- 
countered in  the  gastrointestinal  tract, 
spleen,  or  biliary  tract,  but  are  most  com- 
mon in  the  stomach  and  duodenum. 

Aberrant  pancreas  in  the  gastric  wall  is 
most  often  submucosal,  usually  appearing, 
according  to  Copieman,  ^ as  a hemispheric 
mass,  a symmetrical  cone,  or,  as  in  our  pa- 
tient, a short  cylindrical  nipple.  Usually, 
the  ectopic  pancreatic  tissue  or  hamartoma 
of  the  stomach  is  in  the  distal  portion  near 
the  pylorus,  but  these  nodular  masses  have 
also  been  seen  in  the  proximal  portion  of 
the  stomach. 

The  appearance  on  x-ray  film  is  vgiriable, 
but  the  characteristic  radiologic  presentation 
may  be  described  as  a roimd,  smooth  filling 
defect  in  the  distal  third  of  the  stomach, 
usually  measuring  less  than  2 cm.  in  diame- 
ter, and  often  demonstrating  a central 
crater  or  “duct.”* 

Cimmino*  has  pointed  out  that  nodules 
made  up  of  epithelial  acinus  structures 
within  a smooth  muscle  matrix  may  be  found 
within  the  wall  of  the  stomach  with  or  with- 
out the  presence  of  pancreatic  tissue.  He 
suggests  the  term  “gastric  adenomyosis” 
for  this  entire  group  with  identical  roentgen- 
ographic  appearances.  The  term  hamar- 
toma, indicative  of  a tumor  resulting  from 
faulty  embryonal  development  of  cells 
natural  to  the  organ,  is  occasionally  used 
to  describe  these  nodules  but  is  probably  not 
the  designation  of  choice. 

The  most  diagnostic  feature  of  aberrant 
pancreas  in  the  gastric  waU  is  the  central 


crater  which  is  rarely  an  ulceration  and  is 
usually  considered  to  be  pancreatic  ducts. 
As  Dr.  Spens  will  show,  in  our  patient  the 
crater  is  due  to  the  nipple-like  projection 
of  gastric  mucosa  over  the  fixed  tumor 
mass.  This  readily  explains  the  central 
collection  of  barium  in  many  of  the  reported 
cases,  although  linear  ducts  seen  in  profile 
have  also  been  reported.  ‘ 

Dr.  Spens:  In  1951  Palmer,^  in  his 

detailed  account  of  benign  tumors  of  the 
stomach,  reviewed  215  reported  cases  of 
ectopic  pancreatic  tissue  in  the  stomach. 
One  himdred  and  twenty  of  these  were  di- 
agnosed following  surgery  undertaken  with 
a preoperative  diagnosis  of  gastric  tumor, 
and  74  were  found  either  at  autopsy  or 
incidentally  at  the  time  of  surgery.  In 
73  per  cent  of  the  215  the  pancreatic  tis- 
sue was  confined  to  the  submucosa  and  con- 
sisted of  compact  nodules  elevating  the 
gastric  mucosa,  in  17  per  cent  the  ectopic 
tissue  involved  the  muscularis  and  was  more 
diffuse,  while  in  10  per  cent  the  lesion  was 
subserosal.  The  lesion  was  located  any- 
where in  the  stomach,  but  the  antral  and 
pyloric  regions  were  the  most  common  areas, 
accounting  for  61  and  24  per  cent  respec- 
tively. 

In  the  present  case  the  aberrant  pan- 
creatic tissue  was  intimately  mixed  with 
the  gastric  mucosa  at  the  base  of  the  crater, 
effectively  anchoring  the  mucosa  at  this 
point.  The  peristalsis  of  the  stomach  had 
caused  the  adjacent  normal  mucosa  to  ride 
up  over  this  fixed  area  to  form  an  elevated 
circular  rim  over  a central  mound,  creating 
an  exaggerated  appearance  of  the  size  of  the 
lesion. 

No  large  pancreatic  duct  was  seen  near  the 
surface,  although  some  small  ducts  were 
present.  Some  clusters  of  acini  appeared 
to  be  draining  directly  into  the  gastric 
glands  as  described  in  other  cases.  The 
dilatation  of  the  deeper  ducts  suggests  that 
they  do  not  have  a connection  with  the 
surface. 
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T HE  RELATIONSHIP  of  primary  renal  disease 
to  bone  disorders  falls  historically  and  clini- 
cally into  two  categories.  The  first  of  these 
is  the  complex  osteodystrophy  of  rickets, 
osteitis  fibrosa,  and  osteomalacia  associated 
with  chronic  azotemic  renal  failure.  The  sec- 
ond group  include  rickets  secondary  to  renal 
tubular  insufficiency  of  many  etiologies,  con- 
genital and  acquired.  There  are  points  of 
similarity  within  the  two  groups,  as  well  as 
characteristic  differential  diagnostic  features. 

Renal  osteodystrophy 

In  chronic  renal  disease  with  azotemia, 
two  forms  of  bone  disease  may  be  seen,  alone 
or,  more  usually,  in  combination  with  each 
other:  rickets  or  osteomalacia  and  osteitis 
fibrosa.  Recent  metabolic  studies  by  Stan- 
bury  and  Liunb  in  Manchester  and  by  Dent 
and  his  coworkers  in  London,  have  led  to 
the  hypothesis  that  the  primary  defect  in 
this  condition  is  one  of  malabsorption  of 
calcium  from  the  gut.  This  defect  has  been 
attributed  to  an  “antivitamin  D”  activity 
resulting  from  the  renal  disease.  It  leads  to 
secondary  malabsorption  of  phosphorus  with 


the  resultant  development  of  osteomalacia. 
The  relative  hypocalcemia  produced  stimu- 
lates the  parathyroids  to  hypersecretion 
leading  to  the  histologic  picture  of  osteitis 
fibrosa.  The  calcium  and  phosphate  mo- 
bilized from  the  bones  by  the  action  of 
parathyroid  hormone  are  deposited  rapidly 
into  the  rachitic  bone;  thus  the  patients 
rarely  demonstrate  negative  calcium  bal- 
ance. 

An  alternative  hypothesis  has  suggested 
as  the  primary  lesion  the  development  of 
phosphate  retention  secondary  to  chronic 
renal  failure.  This,  in  turn,  may  lead  to 
hyperphosphatemia  (not  always  seen,  how- 
ever) which  then  causes  malabsorption  of 
calcium  by  secretion  of  phosphate  into  the 
gut  and  also  stimulates  the  parathyroids 
secondarily. 

Therapy  of  renal  osteodystrophy  is  gen- 
erally of  temporary  benefit  only,  since  the 
chronic  underlying  kidney  disease  will  lead 
to  death  of  the  patient  within  a period  of 
months  after  osteodystrophy  has  developed. 
Vitamin  D,  at  doses  of  the  order  of  100,000 
to  300,000  units  daily,  will  increase  absorp- 
tion of  calcium  and  produce  healing  of  the 
bone  lesions.  Stanbury  and  Lumb  are  of 
the  opinion  that  the  toxic  effects  of  vitamin 
D may  be  minimized  if  parathyroidectomy  is 
performed  as  part  of  the  therapeutic  regi- 
men. The  required  dosage  of  vitamin  D re- 
mains unchanged;  bone  healing  occurs 
rapidly  following  surgery  and  vitamin  D 
therapy 

Hypophosphatemic  vitamin  D- 
refractory  rickets 

The  second  group  of  renal  bone  diseases 
to  be  considered  are  the  so-called  hypo- 
phosphatemic, vitamin  D-refractory  rick- 
ets. The  primary  defect  in  this  group  ap- 
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pears  to  be  a renal  tubular  lesion  leading  to 
excessive  renal  phosphate  clearance.  From 
the  clinical  and  biochemical  point  of  view, 
several  subdivisions  may  be  made  of  this 
group,  depending  on  the  etiology  of  the 
tubular  lesion  and  its  extent. 

The  best-described  syndrome  is  the  con- 
genital variety.  There  appears  to  be  a famil- 
ial incidence  in  many  instances  with  either 
sex-linked  dominant  or  autosomal  dominant 
inheritance,  but  sporadic  cases  do  occur.  In 
the  simplest  variety,  often  called  “phosphate 
diabetes,”  the  sole  tubular  defect  is  that  of 
hyperphosphatirria  with  resultant  hypo- 
phosphatemia. 

In  Fancord’s  syndrome,  in  addition  to  hy- 
perphosphatirria, other  abnormalities  of 
tubular  excretion  are  seen,  such  as  amino- 
aciduria, glucosuria,  defective  urinary  acidi- 
fication, and  excessive  losses  of  water  and 
potassium. 

Cases  have  been  described  in  whom 
a single  defect  of  tubular  reabsorption 
was  present  initially,  but  with  the  pas- 
sage of  time,  defects  in  reabsorption  of  other 
substances  made  their  appearance.  Other 
variants  have  been  described,  in  which 
specific  amino  acids,  such  as  cystine  or  gly- 
cine, are  excreted  in  excess. 

The  identical  syndrome  of  rickets  as- 
sociated with  the  complete  or  partial  picture 
of  Fanconi’s  syndrome  has  been  described  on 
occasion  in  association  with  other  hereditary 
metabohc  diseases  such  as  hepatolenticular 
degeneration  (Wilson’s  disease),  neurofibro- 
matosis, and  glycogen  storage  disease. 

A small  group  of  patients  do  not  present 
symptoms  of  osteomalacia  until  late  adoles- 
cence or  early  adulthood.  Although  at  first 
considered  a different  disease,  this  today  is 
recognized  as  a clinical  variant  of  the  usual 
hypophosphatemic  rickets. 

In  addition,  acquired  defects  of  tubular 
function  may  produce  the  same  disorder. 
Fanconi’s  syndrome  and  rickets  have  been 
described  in  nephrosis,  chronic  lead  poison- 
ing, multiple  myeloma,  and,  more  recently, 
in  patients  with  tubular  damage  secondary 
to  treatment  with  degraded  tetracycline. 
Renal  tubular  lesions  alone  have  also  been 
reported  in  Lysol  poisoning,  ureuiium  poison- 
ing, cadmium  toxicity,  bismuth  toxicity,  in 
vitamin  D hypersensitivity  in  some  rachitic 
patients,  and  in  maleic  acid  toxicity  in  rab- 
bits. The  skeleton  was  not  examined  in  this 
group  of  conditions. 


Mechanism 

The  mechanism  of  development  of  bone 
disease  in  the  different  forms  of  renal  tubu- 
lar disease  is  stiff  open  to  debate.  Albright 
and  coworkers  suggested  that  the  primary 
defect  was  that  of  calcium  malabsorption 
leading  to  secondary  parathyroid  hyper- 
plasia. The  malabsorption  has  been  at- 
tributed to  the  development  of  a relative  in- 
sensitivity to  the  action  of  vitamin  D on 
phosphate  metabolism  and  hence  on  calcium 
absorption,  with  the  persistence  of  a normal 
level  of  calcemic  response.  On  the  other 
hand,  Fanconi  has  attributed  the  findings 
to  the  intrinsic  renal  tubular  defect  in 
phosphate  reabsorption  which  then  leads  to 
bone  loss.  Recent  evidence,  based  on  meta- 
bolic balance  and  isotope  studies  by  the 
group  at  the  National  Institutes  of  Health, 
Stanbury’s  group,  and  Raisz  in  Syracuse, 
suggests  that  primary  malabsorption  of 
calcium  does  exist  in  the  Fanconi  type  of 
rickets  as  it  does  in  renal  osteodystrophy; 
a primary  defect  in  reabsorption  of  phos- 
phate by  the  renal  tubules,  independent  of 
parathyroid  function,  is  also  present. 

Therapy 

Therapy  has  been  aimed  at  promotion  of 
calcification  by  raising  serum  phosphate. 
Radiologic  evidence  of  bone  healing  has  been 
obtained  after  repeated  intravenous  infu- 
sions of  phosphate;  similar  results  are  seen 
after  the  oral  administration  of  very  high 
amounts  of  phosphate  over  periods  of  several 
months.  The  recommended  therapy  has 
been  the  use  of  large  amounts  of  vitamin  D, 
starting  at  50,000  units  daily  and  increasing 
the  dose  until  the  serum  phosphate  levels 
have  been  raised  to  at  least  2.5  mg.  per 
100  ml.,  but  keeping  the  dose  below  that 
producing  hypercalcemia.  The  concomi- 
tant feeding  of  large  amounts  of  phosphate 
has  been  of  value.  Osteotomy  is  usually 
necessary  for  correction  of  the  skeletal  de- 
formities. 


Chemistries 

The  differences  and  similarities  seen  in 
blood  and  urine  chemistries  of  the  two  major 
varieties  of  renal  bone  disease  may  be  sum- 
marized as  in  Table  I.  Classical  vitamin 
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TABLE  I.  Bloood  and  urine  chemistries  of  renal  bone  disease 


Disorder 

Calcium 

— Serum 

Phosphorus 

Alkaline 

Phos- 

phatase 

Calcium 

Urine 

Phosphorus 

Glucose 

Amino 

Acids 

Vitamin  D-de- 
ficiency 
rickets 

Normal  or 
decreased 

Decreased 

Increased 

Decreased 

Decreased 

None 

Some 

Renal  osteo- 
dystrophy 

Decreased 
or  normal 

Increased 

Increased 

Decreased 

Decreased 

None 

None 

Renal  tubular 
rickets 

Normal  or 
decreased 

Decreased 

Increased 

Decreased 

Increased 

Some 

Some 

D-deficient  rickets  is  included  as  a frame  of 
reference. 

Both  groups  of  renal  dysfunction-pro- 
ducing bone  disease  may  be  considered  as 
producing  disorders  of  calcium  absorption, 
due  possibly  to  the  elaboration  of  anti- 
vitamin D activity  by  the  diseased  kidney 
with  subsequent  secondary  hyperparathy- 
roidism. 
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Cystinuria  may  be  defined  as  an  inherited 
condition  characterized  by  the  excretion  in 
the  urine  of  large  quantities  of  cystine, 
lysine,  arginine,  and  ornithine,  which  may 
result  in  the  formation  of  urinary  calculi 
composed  almost  entirely  of  cystine.  Apart 
from  the  possibility  of  kidney  damage  and 
other  complications  resulting  from  lithiasis, 
the  patients  enjoy  good  health  and  are 
clinically  indistinguishable  from  normal.  ^ 
WoUaston,  in  1810,-  was  the  first  to  dis- 
cover the  presence  of  cystine  in  a bladder 
calculus  and  called  the  substance  cystic 
oxide.  Over  200  cases  had  been  reported 
by  1940.^  In  1959  Bostrdm,^  in  Sweden, 
found  66  cases  of  homozygous  cystinuria 
occurring  between  1870  and  1959. 

Case  report 

The  patient  at  age  six  years  fractured 
his  right  radius  and  ulna  and  at  age  seven, 
his  right  clavicle  and  scapula.  At  age 
twenty -foiu-  he  fractured  several  ribs.  At 
the  age  of  eighteen  he  first  experienced  right 
renal  colic  radiating  to  his  testicle.  Four 
years  later  he  developed  bilateral  and, 
subsequently,  right  renal  colic  with  hema- 
turia. Roentgenographic  films  were  re- 
ported to  disclose  small  calculi  in  both 
kidneys.  Three  years  later  he  had  severe 
intermittent  right  renal  colic  for  four 

* Present  address:  chief.  Urology  Section,  Veterans  Ad- 
ministration Hospital,  Dearborn,  Michigan. 


months,  terminating  with  the  passage  of  a 
small  stone. 

He  was  well  for  four  months  until  Decem- 
ber, 1953,  when  he  became  iU  with  cough, 
dyspnea,  facial  edema,  a 12-pound  weight 
gain,  and  gross  hematuria.  His  blood 
pressure  was  130/90,  and  2 plus  pedal 
edema  was  present. 

The  laboratory  data  were  as  follows: 
hemoglobin,  13.1  Gm.  per  100  ml.;  sedi- 
mentation rate,  18  mm.  per  hour;  urine 
culture.  Staphylococcus  albus;  blood  urea 
nitrogen,  53  mg.  per  100  ml.;  calcium,  9.4 
mg.  per  100  ml.,  phosphorus,  4.3  mg. 
per  100  ml.;  alkaline  phosphatase,  2.6 
King-Armstrong  units;  albumin-globulin  ra- 
tio, 4.3: 1.2.  One  month  later  his  blood 
urea  nitrogen  was  22  mg.  per  100  ml. 
Repeat  serum  calcium,  phosphorus,  and 
calcium  excretion  studies  showed  normal 
results.  An  intravenous  urogram  showed 
a left  staghorn  calculus  and  a normal  right 
kidney. 

A left  nephrectomy  was  performed  in 
February,  1954.  The  stone  analysis  w^is 
positive  for  calcium  and  phosphorus.  A 
cystine  analysis  was  not  performed.  It'^is 
of  interest  that  several  examinations  of  the 
urinary  sediment  were  reported  as  showing 
crystals,  some  of  which  were  hexagonal. 
The  patient  had  an  uneventful  recovery  and 
was  discharged  on  a low-calcium,  high- 
fluid  diet,  with  added  ammonium  chloride. 

One  year  later  he  was  readmitted  after 
an  episode  of  right  renal  colic  and  gross 
hematuria.  Serum  calcium  and  phos- 
phorus and  calcium  excretion  tests  gave 
normal  results.  A right  pelviolithotomy 
was  performed  in  January,  1956,  and 
five  irregular,  yeUow-tan  stones  were  re- 
moved. The  patient  was  advised  to  take 
1.8  Gm.  of  aspirin  three  times  daily  in 
addition  to  a low-calcium  diet  and  increased 
fluids. 

In  July,  1958,  a small,  linear  shadow  was 
noted  in  an  upper  minor  calyx  of  the  pa- 
tient’s remaining  kidney.  In  February, 
1959,  when  he  was  thirty-one  years  old, 
the  patient  was  readmitted  for  hematuria 
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i FIGURE  1.  Roentgenograms  of  right  kidney.  (A)  A large  cystine  calculus  can  be  seen  in  the  right  renal  pel- 
vis. (B)  Excretory  urogram  demonstrates  the  filling  defect  in  the  contrast  media  of  the  right  renal  pelvis 
I occupied  by  the  cystine  calculus. 


of  ten  days  duration.  The  results  of  serum 
electrolyte  studies  were  normal.  The  urine 
. was  sterile  and  acid,  and  his  blood  m*ea 
i nitrogen  was  24  mg.  per  100  ml.  Roentgen 
!i  examination  showed  a calculus  in  the  right 
i renal  pelvis  (Fig.  1).  The  removed  stone 
was  2 by  2 by  2.5  cm.,  was  hard  and  brown, 

! and  contained  calcium  and  cystine.  He  was 
) discharged  with  instructions  to  drink  a 
1 minimum  of  4,000  cc.  of  fluids  a day  and  to 
] avoid  mflk  and  milk  products. 

The  patient  remained  weU  untU  Novem- 
I her,  1961,  when  he  returned  with  mild 
) hematuria.  An  excretory  urogram  showed 
! normal  findings,  although  hexagonal  crystals 
f were  noted  in  the  urinary  sediment.  In 
i addition,  a qualitative  nitroprusside  test 
for  urinary  cystine  showed  positive  results. 

I A quantitative  chromatographic  study  of 
his  urine  was  made,  with  results  as  shown 
in  Table  I. 

Comment 

Incidence.  The  incidence  of  chemical 
cystinuria  in  the  general  population  is 
approximately  1 in  250,  with  consistent 
cystine  excretion  present  in  1 in  600;  cystine 
crystalluria  is  present  in  4 in  10,000.  In 
Sweden  the  incidence  of  clinically  evident 


cystinuria  ha^  been  given  as  roughly  1 
in  200,000.  The  age  of  the  youngest 
reported  patient  was  nine  months,  while  that 
of  the  oldest  was  eighty-seven  years.  Stones 
are  more  common  in  men,  but  there  is  no 
significant  sex  difference  in  cases  diagnosed 
by  chemical  examination  of  the  urine.  ^ 
Approximately  25  per  cent  of  stones  found 
in  children  are  composed  of  cystine.^ 

Hereditary  pattern.  Two  genetic 
types  of  cystinuric  patients  have  been  identi- 
fied by  study  of  families.®  The  “recessive” 
cystinuric  patient  excretes  large  amounts  of 
cystine,  ornithine,  arginine,  and  lysine 
(COAL),  while  his  parents  excrete  these 
substances  in  normal  amounts.  Thus,  the 
homozygote  shows  the  disease,  while  the 
heterozygote  does  not  and  never  forms 
cystine  calculi.  The  “incompletely  reces- 
sive” cystinuric  family  consists  of  three 
phenotypes:  (1)  persons  who  excrete  nor- 

mal quantities  of  the  amino  acids  and  never 
form  cystine  stones;  (2)  those  with  moderate 
excretion  of  cystine  and  lysine  but  normal 
or  slightly  increased  excretion  of  ornithine 
and  arginine  and  who  occasionally  form 
cystine  stones;  and  (3)  those  who  excrete 
large  quantities  of  cystine,  ornithine,  ar- 
ginine, and  lysine  and  who  form  cystine 
calculi.  The  first  is  a homozygote  without 


December  15,  1963  / New  York  State  Journal  of  Medicine  3561 


TABLE  I.  Urinary  amino  acid  excretion  in  a patient 
with  cystinuria 


Amino  Acid 

Average 
of  13 
Normal 
Persons 

Patient 

Micromols  per  Kilogram 

Weight  of  Patient  per 

Taurine 

16.7 

-24  Hours- ■ 

2.6 

Threonine 

3.0 

2.9 

Serine 

5.7 

5.7 

Asparagine  and 
glutamine 

10.2 

7.7 

Glutamic  acid 

0.4 

0.7 

Glycine 

20.2 

14.9 

Alanine 

4.9 

2.5 

a-amino-n-butyric 

Present 

acid 

0.5 

(not  measurable) 

Valine 

Present  (overrun 

0.5 

by  cystine) 

Cystine 

0.64 

28.5 

Cystathionine 

0.8 

0.6 

Methionine 

0.9 

Present 

Isoleucine 

Trace 

(not  measurable) 
Present 

Leucine 

1.3 

(not  measurable) 
Peaks  at  this  point 
not  identified 
0.9 

Tyrosine 

1.9 

1.8 

Phenylalanine 

1.0 

1.2 

/3-aminoisobutyric 

acid 

1.1 

2.0 

Ornithine 

0.3 

42.8 

Ethanolamine 

5.2 

3.5 

Lysine 

4.0 

150.8 

1-methylhistidine 

8.1 

3.0 

Histidine 

13.9 

14.0 

3-methylhistidine 

5.1 

4.9 

Tryptophan 

0,4 

Trace 

Arginine 

Trace 

57.1 

Creatinine 

26.0 

24.4 

Milligrams  per  70  Kg. 

Weight  of  Patient  per 

Cystine 

10.8 

-24  Hours • 

478.6 

Ornithine 

2.6 

115.5 

Arginine 

Trace 

751.4 

Lysine 

41 

1551.7 

any  evidence  of  cystinuria,  the  second  is 
heterozygous  for  cystinuria,  and  the  last 
is  homozygous  for  cystinuria  (Table  II). 

Although  there  are  differences  in  the 
relative  excretions  of  the  dibasic  amino 
acids  among  persons  homozygous  for  cys- 
tinuria, homozygote  cystinuric  patients  of 
the  recessive  and  incomplete  recessive  type 
cannot  be  differentiated  from  each  other  by 
chemical  analysis  of  their  urine.'^ 


TABLE  II. 


Family 

Type 


Phenotypes  and  genotypes  in 
cystinuria* 

Pheno- 
type Genotype 


Recessive 

cystinuria 


Incomplete 

recessive 

cystinuria 


N ormal 

Normal 

Cystine  t 

Ornithine 

Arginine 

Lysine 

Normal 

Cystine** 

Lysine 

Cystine  t 

Ornithine 

Arginine 

Lysine 


Homozygote  C C 
Heterozygote  C c. 
Homozygote  c»  c> 


Homozygote  C C 
Heterozygote  C Cb 

Homozygote  Cb  Cb 


* Adapted  from  Harris  and  Warren.^ 
t Excreted  in  large  quantities. 

**  Excreted  in  moderate  quantities. 


Pathogenesis.  The  original  concept 
that  the  underlying  lesion  in  cystinuria  was 
an  enzyme  defect  in  cystine  metabolism  is 
presently  considered  to  be  incorrect.  With 
the  advent  of  better  methods  of  analyzing 
amino  acids  in  the  plasma  and  urine,  it  has 
been  demonstrated  that  the  lesion  is  a 
renal  tubular  dysfunction  which  prevents 
the  reabsorption  of  the  dibasic  amino 
acids.*  The  endogenous  cystine  clearance 
of  the  homozygous  cystinuric  patient  is 
about  30  times  greater  than  the  normal 
and  approaches  the  glomerular  filtration 
rate.  * Thus,  a better  definition  of  cystinuria 
would  be  that  it  is  “an  hereditary  inactivity 
of  a specific  renal  tubular  tremsport  system 
which  normally  combines  with  and  reabsorbs 
the  severed  related  dibasic  amino  acids.”* 

Recently,  evidence  has  been  presented 
that  the  defect  of  the  transport  mechanism 
is  also  present  in  the  jejunum.*®  Absorp- 
tion of  the  involved  amino  acids  is  almost 
complete  at  ordinary  rates  of  ingestion,  but 
when  given  in  large  quantities,  lysine  and 
ornithine,  or  their  breakdown  products, 
are  excreted  in  increased  quantities  in  the 
feces.  Fecal  arginine  is  also  increased, 
suggesting  saturation  of  a common  intestinal 
transport  system. 

Diagnosis.  Cystinuria  should  be  sus- 
pected in  persons  with  a history  of  passing 
many  calculi  or  a family  history  of  stone  for- 
mation, as  weU  as  in  younger  patients  with 
stones.  The  urinary  sediment  will  often  con- 
tain the  typical  hexagonal  cystine  crystals. 
This  can  best  be  demonstrated  by  adding  gla- 


I) 

j 

4 
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dal  acetic  acid  to  the  urine  and  ’lefrigerating 
it  overnight.  The  cyanide-rj^t^prusside  re- 
action will  be  positive,  urinary  cystine 

levels  above  125  per  liter.’  Acetone 
will  give  a false  ^^x>dtive  nitroprusside  test. 
Only  with  t^^e  use  of  quantitative  tests 
such  as  ^larography  and  chromatography 
can  t^ie  homozygote  cystinuric  patient  be 
(^jtferentiated  from  the  incompletely  reces- 
sive heterozygote.  The  major  distinction 
is  the  grossly  abnormal  amounts  of  ornithine 
and  arginine  in  the  urine  of  the  homozygote. 

Despite  reports  to  the  contrary,  cystine 
stones  are  radiopaque  provided  they  are  of 
sufficient  size."  This  is  true  even  of  pure 
cystine  stones,  the  density  of  which  ap- 
proaches that  of  calcium  oxalate.  As  the 
ash  content  rises,  the  opacity  of  the  stone 
'becomes  more  definite.  The  stones  may  be 
smooth  or  branched  emd  are  usually  gray 
or  yellow.  Many  are  almost  pure  cystine, 
white  others  have  an  ash  content  as  high 
as 23  per  cent." 

Cystinuria  should  not  be  confused  with 
cystinosis.  Although  cystine  stones  do  occur 
in  patients  with  cystinosis,  they  occur  rarely, 
and  the  disease  is  distinguished  from  cystin- 
uria by  the  concomitant  findings  of  re- 
tarded growth  and  development,  rickets 
and  osteomalacia,  low  serum  phosphorus, 
glucosuria,  aminoaciduria  of  10  or  more 
amino  acids,  cystine  crystals  in  the  tissue 
of  children  but  not  of  adults,  and  an  often 
fatal  termination." 

Treatment.  The  treatment  of  the  pa- 
tient with  cystinuria  depends  on  the  quantity 
excreted,  its  solubility,  and  its  concentra- 
tion in  the  urine.  With  the  use  of  low-pro- 
tein diets  or  diets  low  in  methionine, 
which  is  the  main  cystine  precursor  found  in 
high  concentrations  in  animal  proteins, 
cystine  excretion  can  be  lowered  by  100  to 
500  mg.  per  twenty-four  hours.  The 

diet,  however,  is  unpalatable,  monotonous, 
and  perhaps  harmful  in  the  normal  or 
diseased  state  when  increased  protein  syn- 
thesis is  necessary. 

The  solubility  of  cystine  can  be  increased 
by  alkalinizing  the  urine.  When  the  pH 
of  the  urine  is  increased  from  5 to  7,  the 
cystine  solubility  changes  from  300  mg.  to 
400  mg.  per  liter.  Increasing  the  pH  from 
7 to  7.6  further  increases  the  cystine  sol- 
ubility to  700  mg.  per  liter.  This  has  been 
accomplished  with  the  use  of  sodium  bicar- 
bonate and  sodium  and  potassium  citrates. 


1 to  2 Gm.  four  times  daily.  " 

Acetazolamide  (Diamox)  has  also  been  used 
for  this  purpose.’  Alkalinization  of  the 
urine  may  be  difficult  to  accomplish  and 
is  dangerous  in  patients  with  cardiac  or 
renal  disease.  In  addition,  the  incidence 
of  phosphate  stones  may  be  increased  with 
alkaline  urine. 

Most  patients  with  mild  and  moderate 
cystinuria  can  be  managed  by  maintaining 
the  urinary  output  at  3 L.  a day  or  more. 
Two  glasses  of  water  should  be  taken  before 
going  to  bed  and  another  two  glasses  at 
2:00  A.M.  to  prevent  the  usual  nocturnal 
concentration  of  the  urine.*  Testimony 
as  to  the  efficacy  of  this  treatment  is  found 
in  reports  of  dissolution  of  cystine  calculi 
with  the  use  of  fluids  alone.*'  *^ 

The  quantitative  analysis  of  cystine 
excretion  is  of  more  than  academic  interest, 
since  mild  (200  to  400  mg.  per  twenty-four 
hours)  cystinuria  and  even  moderate  (400 
to  1,000  mg.  per  twenty-four  hours)  cys- 
tinuria may  be  treated  with  fluids  alone." 
With  severe  cystinuria  (above,  1,000  mg. 
per  twenty-four  hours),  dietary  restriction 
and  alkalinization  of  the  urine  will  often 
be  necessary.  When  aU  methods  of  con- 
servative medical  treatment  fail,  and  the 
patient  is  faced  with  recurrent  renal  damage 
due  to  stone  formation,  an  ileopyelostomy, 
by  virtue  of  its  large  lumen  and  alkaline 
secretions,  may  offer  a solution  to  the 
problem.*’ 

Attempts  at  maintaining  colloidal  sus- 
pensions of  cystine  in  the  urine  or  increasing 
its  solubility  by  other  urinary  constituents 
have  failed.  However,  the  blotched  genet, 
a small  carnivore  from  Kenya,  allied  to  the 
civet  cat,  has  the  unique  characteristic  of 
being  able  to  excrete  cystine  in  true  solution 
in  concentrations  of  1 to  2 Gm.  per  liter.’ 
Perhaps  man,  by  study,  can  also  learn  this 
trick. 


Summary 

Cystinuria  is  defined  as  an  hereditary, 
dibasic  amino  acid  transport  mechanism 
defect  manifested  clinically  by  the  formation 
of  cystine  calculi.  A case  of  cystinuria  is 
reported,  and  the  quantitative  analysis  of 
the  urinary  amino  acid  excretion  is  given. 
The  diagnosis,  pathogenesis,  and  treatment 
are  discussed. 
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AnnOUnC6rn6nt  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York,  New  York,  10017,  at  a charge  of  fifty  cents  per  pam- 
phlet to  cover  costs. 


3564  New  York  State  Journal  of  Medicine  / December  15, 1963 


Wegener’s  Granulomatosis 
with  Unusual 
Pathologic  Findings 

ERROL  A.  THOMPSON,  M.D. 

New  York  City 
HERMAN  J.  BURMAN,  M.D. 

New  York  City 
VERA  B.  DOLGOPOL,  M.D. 

New  York  City 
EUSTACE  H.  BRUYNING,  M.D. 

New  York  City 

Visiting  Otolaryngologist  (Dr.  Thompson), 
Director  of  Otolaryngology  (Dr.  Burman), 
Pathologist  (Dr.  Dolgopol),  and  Associate 
Otolaryngologist  (Dr.  Bruyning),  Harlem  Hospital 


A CASE  OF  Wegener’s  granulomatosis  is 
presented  because  of  the  appearance  of  some 
unusual  pathologic  findings  which  accom- 
panied the  condition  and  its  therapy. 

Wegener’s  granulomatosis,  or  lethal  mid- 
line granuloma,  is  a destructive,  necrotizing 
granuloma  with  ulcerations  and  crusts, 
involving  primarily  the  upper  respiratory 
tract.  It  is  characterized  microscopically 
by  vasculitis  and  giant  cells,  secondarily 
involves  the  lungs  and  kidneys  with  multiple 
necrotizing  granulomas,  and  ends  fatally 
with  glomerular  nephritis,  uremia,  and 
death. 

The  syndrome  is  to  be  suspected  when 
necrotizing  granulomas  or  crust-covered 
granular  lesions  appear  in  the  nose  or  larynx 
of  a patient  whose  prolonged  and  severe 
apparent  infection  of  the  upper  respiratory 
tract  has  not  responded  to  vigorous  treat- 
ment. 

Klinger*  in  1931  probably  was  the  first 
to  describe  the  condition  in  the  generalized 
form.  However,  it  remained  for  Wegener^-’ 
to  present  the  syndrome  in  its  entirety, 
proved  at  necropsy.  The  disease  now  bears 


his  name,  and  the  “lethal  midUne  granu- 
loma,” often  described  in  the  literature,  is 
now  called  the  primary  stage.  The  general- 
ized form  is  the  secondary  stage  and  is  re- 
garded by  some  as  a variant  of  periarteritis 
nodosa.  However,  the  distinction  be- 
tween periarteritis  nodosa  and  the  secondary 
stage  of  Wegener’s  granulomatosis  is  now 
rejected,  so  that  one  frankly  refers  to  the 
generalized  form  as  “periarteritis  no- 
dosa.”’"® 

The  localized  form  usually  starts  in  the 
midline  tissues  of  the  nose,  pharynx,  and 
larynx.  In  the  nose  the  earliest  signs  are 
stuffiness,  indolent  ulcers,  crusting,  and 
discharge.  Ulcers  coalesce,  there  is  a great 
tendency  to  crust  formation,  and  there  may 
be  signs  of  acute  sinusitis  and  otitis  media 
purulenta  acuta.  Necrosis  of  all  the  tissues 
occurs  involving  mucous  membrane,  skin, 
cartilage,  and  bone.  There  is  extensive 
destruction  of  the  nose,  septum,  and  maxilla 
in  a steady  necrotizing  ulceration.  The 
gangrenous  destruction  of  everything  in  its 
path  is  the  outstanding  feature,  so  that  a 
tremendous  mutilating  process  occurs,  with 
sometimes  the  mouth,  nose,  and  eyes  be- 
coming one  cavity.  The  final  picture  is  loss 
of  the  midface.  Death  in  this  stage  is  due 
to  overwhelming  infection,  hemorrhage, 
or  complete  exhaustion.  *® 

Early  laryngitis  may  appear,  and  later 
granulomatous  ulcers  covered  by  adherent 
crusts  are  seen.  The  larynx  may  be  the 
primary  site,  and  subglottic  granulomatous 
masses  may  produce  respiratory  obstruc- 
tion necessitating  tracheotomy.’  The  dis- 
ease usually  progresses  in  spite  of  vigorous 
treatment.  Usually  constitutional  symp- 
toms are  severe  and  out  of  proportion  to 
the  local  appearances,  with  moderate  to 
high  temperature,  weight  loss,  anemia,  and 
leukocytosis.  At  some  stage  systemic 
spread  occurs  to  the  lungs,  spleen,  kidneys, 
and  other  organs.  Death  may  occur  from 
hemorrhage,  asphyxia,  or  cachexia.  Other- 
wise, symptoms  of  glomerular  nephritis 
eventually  herald  the  onset  of  uremia  and 
death. 

The  characteristic  foci  of  necrosis  with 
vascuhtis  involving  the  arteries  and  veins 
have  been  seen  only  when  the  disease  is 
widespread  and  has  invaded  the  lungs, 
spleen,  kidneys,  and  so  forth,  with  these 
multiple  necrotizing  granulomas.  The  ab- 
sence of  vasculitis  in  the  primary  lesions  of 
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the  respiratory  tract  is  probably  due  to  the 
constant  moisture  and  secondary  infection. 
The  diagnosis  cannot  be  made  on  the  ap- 
pearances in  the  respiratory  tract  alone, 
but  “depends  on  the  development  of  the 
more  or  less  generalized  periarteritis  no- 
dosa.”’ This  is  complicated  further  by  the 
usually  late  development  of  systemic  in- 
volvement. 

In  the  treatment  it  appears  that  once  the 
disease  is  established  in  its  fulminant  form, 
no  type  of  therapy  serves  to  allay  its  destruc- 
tive and  fatal  course.  Adequate  therapy 
may  serve  to  check  the  process,  prevent  the 
local  massive  deformity,  and  prolong  life. 
Antibiotics  help  to  control  secondary  infec- 
tion. X-ray  treatment  has  not  been  found 
helpful. 

Steroids  are  the  most  effective  agents  to 
accomplish  all  that  can  be  done  presently 
for  these  cases  in  the  primary  stage.  These 
must  be  used  in  maximum  dosage.  Hydro- 
cortisone, 200  mg.  daily,  or  any  of  its  con- 
geners in  comparable  dosage  schedule  may 
be  used,  reducing  the  amount  to  a main- 
tenance level  as  soon  as  the  desired  effect  is 
achieved.  Care  must  be  taken  to  protect 
the  patient  from  the  complications  of  steroid 
therapy.  Since  the  submission  of  this 
article  for  publication,  recent  reports  men- 
tion encouraging  results  with  the  use  of 
nitrogen  mustard  and  amethopterin  (Metho- 
trexate). The  use  of  these  chemotherapeu- 
tic agents  opens  up  new  channels  for  the 
treatment  of  this  disease. 

The  following  case  has  been  mentioned 
previously and  is  being  reported  here  in 
detail  because  of  the  unusual  paralysis  of 
the  pharynx  and  larynx  which  accompanied 
the  disease. 

Case  report 

A sixty-year-old  female  was  admitted  to 
the  hospital  on  August  28,  1961,  with  a 
four-month  history  of  swelling  of  the  nose, 
nasal  discharge,  and  obstruction.  She  had 
been  treated  in  the  outpatient  department 
with  antibiotics  during  the  six  weeks  prior 
to  admission,  but  these  did  not  halt  the  in- 
crease of  symptoms. 

Past  history.  The  patient  had  been 
under  treatment  for  hypertensive  cardio- 
vascular disease  for  the  past  eighteen 
years.  She  had  had  a thyroidectomy  and 
pneumonia  in  1947,  cerebral  vascular  acci- 


dent in  1957  and  again  in  1959  with  hemi- 
paresis,  and  a hysterectomy  in  1960.  Her 
family  history  was  noncontributory. 

Physical  examination.  The  entire  nasal 
tip  was  indurated,  with  the  skin  like  that  of 
an  orange,  and  was  surmounted  by  a firm 
granulomatous  mass  about  1.5  cm.  in  diam- 
eter with  a tendency  to  ulcerate.  There  was 
a chronic  indolent  ulcer  on  the  ventral  aspect 
of  the  columella  which  was  also  indurated. 
There  was  crusting  granulomatous  ulcera- 
tion, occupying  both  nares,  involving  the 
lateral  aspect  and  floor  of  the  right  side  of 
the  nasal  cavity,  and  extending  through  the 
septum  to  the  left  side.  There  was  weak- 
ness of  the  left  facial  muscles  and  left  upper 
limb  due  to  previous  hemiplegia. 

The  heart  showed  a regular  sinus  rhythm 
with  no  murmurs.  The  blood  pressure  was 
164/100,  pulse  120,  and  temperature  99.4  F. 
An  electrocardiogram  indicated  sinus  tachy- 
cardia. An  examination  of  the  systems 
showed  no  other  significant  abnormality. 

Laboratory  data.  The  red  blood  cell 
count  was  3,600,000,  white  blood  cell  count 
18,450,  hemoglobin  11.6  Gm.  per  100 
ml.  (72  per  cent);  segments  were  57,  lympho- 
cytes 41,  and  eosinophils  2.  In  a review  of 
the  chemistry,  the  urea  nitrogen  was  30, 
creatinine  7,  glucose  66  mg.  per  100  ml., 
and  the  serology  test  negative.  Urinalysis 
disclosed  a specific  gravity  of  1.016  and  clear, 
with  no  sugar,  albumin,  or  acetone.  Liver 
studies  indicated  normal  findings.  Culture 
of  the  nasal  secretions  showed  no  growth. 
Several  biopsies  of  the  nasal  granulomas  were 
taken,  and  they  all  showed  “chronic  inflam- 
mation” (Fig.  1).  The  admitting  diagnosis 
was  midhne  lethal  granulomatosis. 

Progress  record.  The  patient’s  main 
complaints  were  weakness,  anorexia,  nausea, 
vomiting,  and  nasal  obstruction.  The  nasal 
obstruction  was  alleviated  by  the  daily  re- 
moval of  the  recurrent  exuberant  crusts,  but 
the  other  symptoms  were  progressive  in 
spite  of  aU  therapy. 

The  treatment  consisted  of  steroids  in  the 
form  of  triamcinolone  (Aristocort)  and  anti- 
biotics. Symptomatic  and  supportive  meas- 
ures were  utilized.  The  low  dosage  of  tri- 
amcinolone, 4 mg.  four  times  a day,  proved 
ineffective.  When  it  was  increased  to  32 
mg.  daily,  the  gangrenous  fetor  disappeared, 
and  the  recurrence  of  crusts  ceased.  How- 
ever, the  progressive  cachexia,  anorexia, 
nausea,  and  vomiting  continued  unabated. 
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FIGURE  1.  Biopsy  of  nasal  granuloma.  At  bottom 
left  issheetof  desquamated  squamous  epithelium. 
Immediately  above  this  is  large  area  of  granulation 
tissue,  showing  intense  acute  and  chronic  in- 
flammation. This  is  duplicated  in  lower  right. 
No  vasculitis  is  present. 

jin  addition,  three  weeks  after  hospitaliza- 
ition  the  patient  developed  hoarseness  and 
I dysphagia. 

I An  esophagram  and  gastrointestinal  series 
I showed  no  pathologic  conditions.  Laryn- 
I goscopy  and  esophagoscopy  revealed  paraly- 
sis of  the  left  side  of  the  soft  palate,  pharynx, 
land  larynx.  The  right  vocal  cord  showed 
I diminished  tension.  No  granuloma  was 
[ seen  during  endoscopy.  The  patient  began 
' refusing  meals  and  oral  medication.  A stom- 
, ach  tube  was  passed  for  tube  feedings  because 
I of  the  dysphagia  and  the  strangling  and 
[coughing  which  occurred  on  attempts  to 
I swallow.  She  was  also  unable  to  bring 
I up  the  accumulated  thick  secretions  in  the 
I pharynx.  A tracheostomy  was  performed. 

The  patient  was  kept  in  a wheel  chair  as 


I 


much  as  possible  and,  in  spite  of  excellent 
nursing  care,  she  developed  a decubitus  ulcer 
over  the  lower  sacrum.  This  ulcer  enlarged 
rapidly  and  was  irregular  in  shape,  with  a 
central  penetrating  necrotizing  area.  A 
specimen  was  taken  and  showed  micro- 
scopically, “chronic  inflammation  with  vas- 
culitis and  obhteration  of  the  lumens  of  the 
vessels”  (Fig.  2). 

The  patient’s  condition  went  steadily 
downhill,  and  she  died  from  cachexia  on 
November  8,  1961.  The  final  diagnosis  was 
Wegener’s  granulomatosis,  arteriosclerotic 
cardiovascular  disease,  and  paralysis  of  the 
pharynx  and  larynx. 

Autopsy  findings.  An  autopsy  was  per- 
formed, limited  to  the  chest  and  abdomen. 
The  report  is  important  because  it  showed  no 
evidence  of  generalized  spread  of  the  granu- 
lomatosis to  the  organs,  as  would  be  seen  in 
the  secondary  stage  of  the  disease.  The 
patient  had  died  before  this  eventuality. 
The  histologic  findings  demonstrated  the 
pathologic  basis  for  the  unusual  and  interest- 
ing concomitant  symptoms. 

The  lungs,  kidneys,  spleen,  and  other 
organs  showed  no  granulomas.  The  coro- 
naries, aorta,  and  large  arteries  all  showed 
numerous  atherosclerotic  plaques. 

Adrenals.  Both  adrenals  showed  exten- 
sive necrosis  of  the  cortex  without  hemor- 
rhage. In  one  adrenal  hardly  any  cortical 
cells  were  left;  in  the  other,  areas  of  de- 
generated cortex  were  stiU  recognizable. 
Lymphocytes  and  some  plasma  cells  re- 
placed the  necrotic  tissue,  infiltrated  the 
capsule,  and  extended  into  the  surrounding 


FIGURE  2.  (A)  Specimen  from  "decubitus  ulcer”  showing  intense  vasculitis  involving  numerous  vessels. 

The  great  vascularity  is  not  normal.  It  is  difficult  to  differentiate  veins  from  arteries.  The  lumen  of  most 
vessels  is  markedly  diminished.  One  vessel  is  in  lower  left  section  near  desquamated  purulent  exudate. 
(B)  Subacute  vasculitis  with  narrowing  of  lumen  of  small  artery.  There  is  tremendous  thickening  of 
muscularisand  intima. 
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FIGURE  3.  Adrenal;  degeneration  of  adrenal 
cortex,  probably  due  to  intensive  corticosteroid 
therapy.  Reactive  infiltration  by  mononuclear 
cells. 

fat.  No  vascular  changes  were  observed. 
The  medulla  showed  some  degeneration  of 
cells  and  a moderate  infiltration  with 
lymphocytes  (Fig.  3). 

Larynx.  The  mucosa,  mainly  in  the 
region  of  the  false  vocal  cords,  showed  a 
slight  infiltration  with  lymphocytes.  Oc- 
casional small  collections  of  plasma  cells 
were  present  in  the  mucosa  and  around  the 
ducts  of  glands.  A number  of  nerve  trunks 
showed  a thickened  perineuriiun,  with  an 
increased  number  of  fibroblasts  and  some 
histiocytes  and  polymorphonuclear  leuko- 
cytes which  occasionally  penetrated  into  the 
nerve  trunks  (Fig.  4A).  The  intrinsic 
muscles  of  the  larynx  showed  a variety  of 
degenerative  and  atrophic  changes,  from 
simple  atrophy  to  Zenker’s  degeneration 
and  with  increase  of  cellular  connective 
tissue  near  broken-up  muscle  fibers  (Fig. 
4B). 


Pharynx.  (Piriform  fossa).  The  mucosa  * 
showed  only  a minimal  infiltration  with 
lymphocytes.  The  munerous  nerve  trunks 
of  the  mucosa  were  surrounded  by  marked 
cellular  cuffing  which,  at  times,  also  extended 
into  the  trunks.  The  cells  were  predom- 
inantly lymphocytes,  but  plasma  cells  and 
occasional  polymorphonuclear  leukocytes 
were  also  seen  (Fig.  5). 

Final  anatomic  diagnosis.  The  final 
anatomic  diagnosis  was  Wegener’s  gran- 
uloma treated  with  corticosteroid;  marked 
perineuritis  in  the  pharyngeal  wall;  slight 
perineuritis  and  neuritis  in  the  intrinsic 
musculature  of  the  pheu-ynx,  with  atrophy 
and  degeneration  of  many  muscle  fibers; 
marked  coronary  sclerosis  and  atherosclerosis 
of  the  aorta;  passive  congestion  of  the  lungs, 
incipient  hypostatic  pneumonia,  edema  of 
the  lower  lobes,  and  areas  of  emphysema 
and  atelectasis;  advanced  adrenocortical 
necrosis  (due  to  extensive  corticosteroid 
therapy?);  and  arteriolar  and  arterial  I 
nephrosclerosis  and  sclerosis  of  afferent  | 
glomerular  arteries. 

Comment  j 

I 

The  diagnosis  of  midline  lethal  granuloma-  ; 
tosis  (Wegener’s  granulomatosis)  in  this  • 
case  was  evident  from  the  chnical  picture  of  j 
primary,  crust-forming,  necrotizing  gran- 
ulomas of  the  nose,  with  symptoms  of 
severe  cachexia,  out  of  proportion  to  the  | 
local  appearances  and  not  responsive  to 
therapy.  Another  sign  was  the  presence  of  ( 
intense  vasculitis  in  the  “decubitus”  ulcer 
appearing  in  a patient  who  was  neither 


FIGURE  4.  (A)  Chronic  neuritis  of  small  branches  of  laryngeal  nerve.  Thickening  and  some  cellular  in- 
filtration of  perineurium.  Few  inflammatory  cells  are  present  within  nerve  bundles.  (B)  Degeneration 
of  intrinsic  muscles  of  larynx.  Swelling  of  some  muscle  fibers,  atrophy  of  others.  Inflammatory  reaction 
is  present  at  some  of  muscle  fibers. 
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FIGURES.  Specimen  from  pharyngeal  wall  shows 
] infiltration  of  perineurium  of  branches  of  pharyn- 
I geal  plexus  by  lymphocytes  and  few  plasma  cells. 

I Penetration  by  some  inflammatory  cells  into  nerve 
i bundles.  Similar  chronic  neuritis  was  found  in 
small  laryngeal  nerves. 

I senile  nor  bedridden.  (Figs.  2 and  3).  The 
patient  died  from  cachexia  and  heart  failure 
before  the  condition  became  generalized 
periarteritis  nodosa  of  the  secondary  stage. 
The  microscopic  findings  at  autopsy  de- 
i serve  discussion.  A section  of  the  adrenals 
' revealed  almost  total  degeneration  of  the 
cortical  cells  (Fig.  3).  Here  one  may  refer 
to  the  theory  that  primary  adrenal  in- 
sufficiency is  the  cause  of  Wegener’s  granu- 
lomatosis. This  has  been  ruled  out  by 
most  writers  on  the  subject.^®’ On  the 
other  hand,  one  of  the  side-effects,  a danger- 
ous sequela,  of  intensive  steroid  therapy  is 
suppression  of  the  pituitary-adrenocortical 
axis.  Here  we  see  this  result  in  its  extreme 
' form,  with  the  almost  total  disappearance  of 
f the  cortical  cells  and  their  replacement  by 
I lymphocytes  and  plasma  cells.  This  pa- 
j tient’s  adrenals  could  not  supply  any 
' hydrocortisone  for  normal  function,  and 

I they  illustrate  the  reason  for  adrenal  crises 
j when  steroid  administration  is  suddenly 
! stopped. 

Other  pathologic  findings  at  necropsy 
were  the  severe  neuritis  and  the  muscular 
degeneration  and  atrophy  of  the  larynx  and 
pharynx  (Figs.  4 and  5).  These  findings 
formed  the  basis  for  tbe  paralysis  of  tbe  re- 
I current  laryngeal  nerve  and  pharyngeal 
plexus  and  was  the  direct  cause  of  the  hoarse- 
ness and  dysphagia.  There  is  no  apparent 
definite  connection  between  these  findings 


and  the  granulomatosis,  although  there  is 
the  possibility  of  a granuloma  in  the  brain 
stem.  However,  this  patient  had  had  two 
previous  cerebral  vascular  accidents.  It  is 
true  that  her  hoarseness  and  dysphagia 
supervened  during  her  hospitalization,  and 
there  had  been  no  further  evidence  of  any 
other  neurologic  disturbance.  It  can  be  as- 
sumed that  with  the  proved  widespread 
atherosclerosis  a vascular  deficiency  had 
produced  central  paralysis  of  the  glosso- 
pharyngeal and  vagal  branches  to  the  palate, 
pharynx,  and  larynx. 

Summary 

A brief  discussion  of  Wegener’s  granuloma- 
tosis has  been  presented  with  a case  report. 
This  patient  had  also  suffered  from  hoarse- 
ness, without  laryngeal  granuloma,  and 
dysphagia,  the  result  of  partial  pairalysis  of 
the  larynx  and  pharynx.  The  pathologic 
histology  at  autopsy  was  discussed. 
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ITH  THE  widespread  use  of  penicillin, 
allergic  manifestations  have  become  an 
increasingly  serious  problem.  There  are 
many  reports  in  the  medical  hterature  of 
fatal  and  near-fatal  anaphylactic  and  other 
hypersensitivity  reactions. 

In  most  infectious  processes  alternate 
antibiotics  are  available.  However,  in  SBE 
(subacute  bacterial  endocarditis),  penicillin 
is  the  drug  of  choice.  Reports  have  ap- 
peared on  the  use  of  a variety  of  antibiotics 
alone  or  in  combination,  but  none  has  had  a 
trial  and  study  comparable  to  penicillin.  ‘ 

Surprisingly  few  reports  deal  directly 
with  the  problem  of  administering  penicil- 
lin in  SBE  to  patients  with  known  hy- 
persensitivity, although  numerous  authors 
allude  in  passing  to  the  theoretical  neces- 
sity. In  general,  it  is  stated  that  the 
management  consists  of  antihistaminic 
agents  alone,  or  where  allergic  phenomena 
are  severe,  in  combination  with  adrenocor- 
ticosteroids.^“®  Substitution  of  penicillin 
O for  the  more  widely  used  penicillin  G 
has  seldom  been  found  to  be  effective. 

The  patient  whose  case  will  be  presented 
was  given  large  doses  of  penicillin  and 
prednisone  simultaneously  over  a protrac- 
ted period.  An  antihistaminic  agent,  para- 
bromdylamine  maleate,  was  given  in  addition. 


This  was  the  first  admission  to  St.  I 
Vincent’s  Hospital  of  this  twenty-nine-year-  | 
old  white  woman.  She  had  had  fever,  | 
cough,  and  chills  for  three  days  and  stated  f 
that  two  weeks  earlier  she  had  an  episode  » 
of  left-sided  pleuritic  chest  pain  for  which  i 
she  received  three  injections  of  penicillin, 
with  some  relief.  When  she  again  became 
symptomatic  her  temperature  rose  to  103  F., 
and  she  began  to  produce  yellow-green 
sputum. 

History.  Over  the  preceding  year  she 
had  noticed  exertional  dyspnea  which  com-  i 
peUed  her  to  rest  after  climbing  two  flights  ' 
of  stairs.  She  denied  any  history  of  i 
rheumatic  or  scarlet  fever,  arthralgias, 
orthopnea,  paroxysmal  nocturnal  dyspnea, 
or  edema.  Ten  years  before,  during  the 
course  of  her  only  pregnancy,  she  had  been 
told  she  had  a cardiac  murmur.  She  also 
recalled  a “strep  throat”  successfully  treated 
with  penicillin  four  years  in  the  past. 

In  aU  other  respects  her  medical  history 
was  unremarkable. 

Physical  examination  revealed  her  to 
be  a slender,  pale  woman  who  appeared 
chronically  iU  but  in  no  acute  distress. 
The  physical  findings  were  as  follows: 
temperature,  99  F.;  pulse,  100  beats  per 
minute;  respirations,  20  per  minute;  and 
blood  pressure,  112  80  mm.  Hg.  Her 
conjimctivas  were  pale,  and  her  skin  was 
free  from  eruptions.  Her  lungs  were  en- 
tirely free  of  adventitious  sounds  and  were 
well  aerated.  The  heart  was  enlarged  to 
percussion  and  in  regular  sinus  rhythm. 
Apical  systolic  and  diastolic  murmurs  typi- 
cal of  mitral  insufficiency  and  mitral 
stenosis  were  heard,  along  with  an  ac- 
centuated first  heart  sound  and  an  opening 
snap.  There  was  no  evidence  of  hepato-  ^ 
megaly,  splenomegaly,  edema,  or  clubbing. 

Radiographic  studies  revealed  a cardiac 
configuration  typical  of  mitral  stenosis,  with  ! 
pronounced  pulmonary  venous  congestion. 

Hemoglobin  was  9.8  Gm.  per  100  ml., 
and  the  white  cell  count  was  7,300  per 
cubic  millimeter,  with  76  per  cent  poly- 
morphonuclear leukocytes.  Urinalysis  re- 
vealed microscopic  hematuria  ranging  from 
6 to  10  red  blood  cells  per  high-power 
field  to  “loaded.”  Lupus  erythematosus 
preparations  showed  negative  results  on 
three  occasions. 
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Hospital  course.  The  patient  was 
given  digitalis,  with  prompt  diuresis  and 
clearing  of  the  venous  congestion  seen  on 
the  x-ray  films.  Despite  the  absence  of 
pulmonary  sighs  or  symptoms  during  the 
period  of  her  hospitalization,  her  tempera- 
ture remained  between  99  F.  and  101  F. 
She  received  no  antibiotics  while  being 
observed.  Over  the  course  of  two  weeks 
her  fever  persisted,  the  murmurs  became 
progressively  louder,  and  her  spleen  be- 
came enlarged  and  readily  palpable.  She 
had  also  displayed  numerous  petechiae 
and  had  several  “showers”  of  subungual 
splinter  hemorrhages.  Despite  numerous 
blood  cultures  with  negative  results,  she 
was  thought  to  have  subacute  bacterial 
endocarditis  superimposed  on  rheumatic 
valvulopathy. 

On  the  seventeenth  hospital  day  she  was 
started  on  intravenous  penicillin  G,  but 
after  receiving  20  million  units,  her  skin 
immediately  erupted  in  a severe,  generalized 
giant  urticarial  reaction.  Penicillin  was 
stopped  immediately,  and  the  urticaria 
slowly  regressed  after  she  received  epineph- 
rine and  diphenhydramine  hydrochloride. 
The  following  day,  although  no  further 
penicillin  was  given,  she  again  had  gen- 
eralized urticaria.  This  abated  after  two 
doses  of  epinephrine  and  four  doses  of  di- 
phenhydramine hydrochloride. 

It  was  felt  that  the  gravity  of  her  con- 
dition warranted  the  use  of  penicillin  de- 
spite her  hypersensitivity.  Accordingly,  on 
the  eighteenth  hospital  day  she  was  started 
on  an  antihistaminic  agent,  parabromdyl- 
amine  maleate,  12  mg.  three  times  daily, 
which  was  continued  for  forty-nine  days. 
On  the  twenty-first  hospital  day  she  was 
begun  on  prednisone,  100  mg.  daily  in 
divided  doses.  This  dose  was  rapidly  re- 
duced and  finally  discontinued  after  twenty- 
seven  days  (Fig.  1).  On  the  twenty-second 
hospital  day  intravenous  penicillin  was  re- 
instituted in  a dose  of  120  million  units 
daily,  in  continuous  infusion  for  forty  con- 
secutive days.  An  additional  increment  of 
parabromdylamine  maleate,  450  mg.  daily 
in  continuous  infusion,  was  given  intra- 
venously with  the  penicillin. 

During  the  regimen  outlined  the  patient 
had  one  or  two  hives  on  six  separate  oc- 
casions, but  a generalized  urticarial  re- 
action never  occurred  again,  and  the  patient 
went  on  to  a complete  and  uneventful 


DAYS 


FIGURE  1.  Effect  of  prednisone  in  patient  with 
subacute  bacterial  endocarditis  who  was  allergic 
to  penicillin,  based  on  measurements  made  given 
numbers  of  days  after  the  first  injection  of  peni- 
cillin. 


recovery.  Figure  1 gives  a more  detailed 
analysis  of  her  clinical  course.  The  patient 
has  been  followed  regularly  in  the  cardiac 
clinic,  and  no  further  episodes  of  fever  have 
occurred. 

Comment 

Although  the  blood  cultures  were  sterile, 
the  clinical  course  was  so  characteristic 
that  there  seems  to  be  no  reasonable  doubt 
as  to  the  diagnosis  of  SBE. 

From  the  graph  in  Figure  1 it  will  be 
noted  that  three  broad  levels  of  TCE  (total 
circulating  eosinophils)  were  present  during 
the  period  of  observation.  A base  line 
level  of  200  to  500  per  cubic  millimeter  was 
present  before  steroids  were  initiated.  Pred- 
nisone promptly  depressed  this  to  11  to 
33  per  cubic  millimeter,  and  as  the  dose  of 
this  drug  was  reduced,  the  TCE  coimt  rose. 
When  the  daily  dose  of  prednisone  had  been 
decreased  to  40  mg.,  one  or  two  urticarial 
wheals  appeared  in  the  skin.  As  this  dose 
of  prednisone  was  approached,  the  TCE 
count  rose  sharply  to  its  highest  range, 
which  was  600  to  1,700  per  cubic  millimeter. 
The  TCE  level  remained  in  this  highest 
range  thereafter  for  the  period  of  this  ob- 
servation, reaching  the  maximum  on  the 
day  prednisone  was  discontinued  2iltogether. 

The  complete  suppression  of  allergic 
manifestations  for  the  first  week  of  therapy 
with  massive  doses  of  penicUhn  can  be  at- 
tributed to  the  effect  of  prednisone  and 
perhaps  also  of  the  parabromdylamine 
maleate.  Further  comment  will  be  made 
about  the  role  of  prednisone.  The  six  very 
minor  episodes  of  hiving  can  be  attributed 
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to  the  reduction  of  prednisone  below  a 
minimal  effective  daily  dose  of  40  mg. 

Of  great  interest  to  us  was  the  observa- 
tion that  even  though  the  daily  dose  of 
prednisone  was  steadily  reduced  after  the 
rare  hive  or  two  had  appeared,  these  erup- 
tions did  not  become  more  frequent  or 
generalized.  Surprisingly,  no  further  urti- 
carial reaction  occurred  even  after  the 
steroid  was  discontinued,  although  the  in- 
travenous penicillin  therapy  was  continued 
for  nearly  two  weeks  thereafter.  What, 
then,  protected  the  patient  from  allergic 
symptoms  after  the  steroid  had  been  stopped? 

The  suggestion  that  the  antihistaminic 
agent  was  responsible  is  very  unconvincing. 
It  had  been  continuously  administered  from 
before  the  initiation  of  steroid  therapy  until 
after  the  cessation  of  penicillin.  If  it  were 
responsible  for  the  abolition  of  allergic 
symptoms  after  the  discontinuance  of  the 
steroid,  it  seems  inconceivable  that  it  could 
not  have  done  at  least  as  well  with  the  help 
of  the  steroid.  Even  in  low  dosage  the 
steroid  would  have  helped  a little  or  not  at 
aU,  but  it  would  not  have  hindered  the  ef- 
fectiveness of  the  antihistaminic  agent. 

Although  the  contention  is  conjectural, 
it  is  entirely  plausible  that  while  the  patient 
was  receiving  such  enormous  doses  of 
penicillin,  a state  of  immunologic  paralysis 
developed.’  With  a condition  of  great 
antigen  excess,  all  initially  available  anti- 
body could  be  used  up,  with  the  steroid 
preventing  a clinically  discernible  reaction. 
Thereafter,  as  quickly  as  more  antibody 
molecules  might  be  synthesized,  they  would 
immediately  combine  with  antigen  in  such 
a manner  that  the  magnitude  of  the  anti- 
gen-antibody reaction  never  exceeded  the 
threshold  level  at  which  symptoms  would  be 
produced.  If  such  a mechanism  be  opera- 
tive in  this  patient,  it  cannot  be  the  only 
one. 

We  must  also  contend  with  the  fact  that 
once  the  penicillin  was  discontinued,  its 
tissue  level  must  have  fallen  gradually  and 
passed  through  a phase  where  antigen 
excess  would  no  longer  have  been  present. 
On  this  point  it  is  tempting  to  speculate 
that  during  the  prolonged  stimulus  to  anti- 
body formation  afforded  by  the  continuing 
presence  of  penicillin  in  the  tissues,  a 
significant  titer  of  blocking  antibodies  may 


have  been  formed.’  The  patient  might  thus 
have  been  desensitized  to  penicillin  in  much 
the  way  one  may  be  desensitized  to  certain 
pollens. 

One  year  after  cessation  of  therapy,  cir- 
culating antibody  to  penicillin  was  proved 
absent  by  the  method  of  Ley  et  a/.*  A 
passive  skin  transfer,  using  the  patient’s 
serum,  also  showed  negative  results. 

Several  guides  to  therapy  were  afforded 
by  this  experience.  Prednisone  in  a daily 
dose  greater  than  40  mg.  was  effective  in 
protecting  the  penicillin-allergic  patient 
from  hypersensitivity  reactions  while  re- 
ceiving penicillin.  The  dose  of  prednisone 
was  rapidly  reduced  and  discontinued  over  a 
period  of  four  weeks,  without  ill  effect  or 
the  need  of  ACTH.  The  abrupt  dis- 
continuance of  penicillin  after  a prolonged 
course  of  therapy  did  not  result  in  delayed 
hypersensitivity  reactions.  The  use  of  an 
antihistaminic  agent  proved  superfluous  in 
the  presence  of  the  steroid  and  was  not 
required  even  after  the  steroid  was  with- 
drawn. 


Summary 

A case  of  subacute  bacterial  endocarditis 
is  reported.  This  patient  demonstrated 
hypersensitivity  to  penicillin.  She  was 
treated  simultaneously  with  penicillin  and  ’ 
steroids  and  made  a complete  and  unevent-  ! 
ful  recovery.  The  possible  immunologic 
mechanisms  that  were  operative  are  sug- 
gested and  discussed. 
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Omphalocele  Treated  with 
Split-Thickness  Skin  Graft 

JOHN  M.  LOR^  Jr.,  M.D.,  F.A.C.S. 

Suffern,  New  York 

From  the  Department  of  Surgery, 
Good  Samaritan  Hospital 

I 

! 

Numerous  accounts  regarding  the  man- 
agement of  the  omphalocele  have  appeared 
in  the  literature.  The  technic  described  in 
this  case  report  is  not  original  but  was  de- 
scribed to  me  by  Davis'  who  previously 
used  split-thickness  skin  graft  in  the  primary 
care  of  a massive  omphalocele  in  1954  with 
success. 


On  October  11,  1957,  a full-term  6-pound, 
11-ounce  female  Negro  infant  was  born. 
The  physician’s  note  on  the  delivery  chart 
stated: 

Tremendous  hernia  of  the  entire  anterior 
abdominal  wall  involving  the  umbilicus,  the 
liver,  and  entire  abdominal  organs  could  be 
visualized,  covered  by  a thin  layer  of  peri- 
toneum. 

In  the  delivery  room  the  skin  margins 
were  simply  approximated  with  00  chromic 
catgut  ligature  by  the  physician. 

The  following  day  this  approximation  of 
the  skin  margin  separated  and  again  the 
skin  margins  were  approximated  with  in- 
terrupted sutures.  No  definitive  repair  was 
attempted.  Meconium  was  present  on  two 

E^esented  at  the  John  L.  Madden  Surgical  Society  Meet- 
ing, St.  Clare’s  Hospital  February  20,  1963, 


occasions  on  this  day.  On  October  13,  the 
third  day  of  fife,  the  infant  vomited  and 
became  distended.  On  the  fourth  day  of 
life  the  infant  was  first  seen  by  the  operating 
surgeon.  Again  there  was  noted  separation 
of  the  skin  edges  of  the  margins  of  the 
omphalocele.  A cutdown  was  performed, 
and  replacement  fluids  were  begun.  The 
operation  performed  consisted  in  wide 
mobilization  of  the  lateral  skin  flaps  and  the 
suprapubic  skin.  ^ The  omphalocele  sac  was 
not  excised.  The  surface  of  the  omphalocele 
was  prepared  with  iodine  and  alcohol.  The 
mobilized  flaps  were  then  approximated  in 
the  midline  with  interrupted  sutures  of  silk 
and  nylon  filament  (Dermalon).  The  infant 
was  maintained  on  gastric  decompression  un- 
til the  second  postoperative  day  when  diet 
was  begun.  The  bowels  were  fimctioning 
normally,  and  the  course  was  uneventful 
until  the  sixth  postoperative  day  when  there 
was  complete  separation  of  the  skin  wound. 
The  omphalocele  sac  itself  remained  intact 
The  cutdown  was  begun  again,  and  the  infant 
was  readied  for  operation. 

A small  amount  of  spiritus  frumenti  was 
used  as  an  anesthetic,  supplemented  with 
local  anesthetic  to  the  skin  graft  donor  sites 
on  the  thighs.  The  operation  consisted  in 
the  placement  of  spUt-thickness  skin  to  the 
sac  of  the  omphalocele.  The  upper  portion 
of  the  omphalocele  sac  was  abraided  with 
emery  paper,  and  the  lower  portion  was 
denuded  with  a scalpel.  There  was  a slight 
bloody  ooze  from  these  abraided  and  de- 
nuded surfaces.  Using  a Brown  dermatome, 
two  split-thickness  skin  grafts  were  obtained 
from  the  antromedial  aspect  of  both  thighs. 
Grafts  were  placed  over  the  omphalocele  sac. 
Interrupted  nylon  filament  was  used  to  ap- 
proximate the  grafts  to  each  other  and  to 
the  skin  edges.  Cellulose  type  dressing  was 
applied. 

The  postoperative  course  was  uneventful. 
On  the  first  postoperative  day  the  child  was 
taking  nourishment.  The  dressing  per- 
formed on  the  sixth  postoperative  day  re- 
vealed a 100  per  cent  take  of  the  graft.  The 
patient  was  later  discharged  in  good  con- 
dition with  a supportive  belt. 

One  year  later,  on  October  27,  1958,  the 
hernia  defect  resulting  from  the  omphalocele 
sac  covered  with  split-thickness  skin  was  re- 
paired. During  this  time  interval  the  sac 
with  the  skin  graft  had  contracted  consider- 
ably. The  operation  consisted  of  excision  of 
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the  sac  with  the  grafted  skin  and  closure  of 
the  defect  in  layers.  The  postoperative 
course  was  uneventful,  and  the  child  was 
discharged  on  the  eleventh  postoperative 
day. 

Comment 

This  case  has  been  presented  to  demon- 
strate the  use  of  split-thickness  skin  to  cover 
the  sac  of  an  omphalocele  which  had  a 
complicated  course.  The  usual  mobilized 
cutaneous  flaps  failed  to  unite.  The  sac 
of  the  omphalocele,  after  repeated  break- 
downs, had  become  quite  thick,  and  it  was 
felt  that  the  sac  surface  should  be  mechani- 
cally abraided  or  denuded  to  provide  a raw 


Do  daydreams  come  true? 


Chronic  daydreamers  have  a deep  insight 
into  their  own  personahty  and  stand  a good 
chance  of  making  their  dreams  come  true  if  they 
make  use  of  this  quality. 

A study  reported  in  Today's  Health  shows  that 
less  than  1 person  out  of  10  never  daydreams, 
and  personality  differences  were  found  between 
frequent  and  infrequent  daydreamers.  The 
frequent  daydreamer  was  found  to  have  a 
higher  degree  of  self-awareness  and  thus  was 
able  to  express  his  innermost  desires.  If  this 
self-awareness  is  translated  into  action,  the 
daydreamer  is  better  able  to  achieve  goals  which 
will  bring  him  the  greatest  self-satisfaction. 

People  who  do  not  daydream  may  be  more 


surface  for  the  skin  graft  to  take.  It  is  also  | 
suggested  that  spUt-thickness  skin  grafts  \ 
may  be  applied  as  the  initial  treatment  in 
those  omphaloceles  in  which  the  usual  two- 
stage  method  of  repair  using  advanced  or 
rotated  cutaneous  flaps  may  cause  too  much 
pressure  on  the  displaced  viscera  within  the 
abdominal  cavity,  since  they  may  have  lost 
the  right  of  domicile.* 

Physicians  and  Surgeons 
Building,  Hemion  Road 
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contented  with  their  lot  than  those  who  do  day- 
dream, have  a greater  ability  to  take  misfor- 
tunes and  setbacks  in  stride,  and  are  more 
willing  to  compromise  and  make  the  best  of 
things  if  they  can’t  achieve  their  goals.  It 
takes  less  to  make  them  happy.  On  the  other 
hand,  frequent  daydreamers  need  more  to  make 
them  happy.  Unfortunately,  they  lack  the 
patience  to  keep  going  when  things  get  tough. 

The  frequent  daydreamers  tend  to  be  nervous, 
sensitive,  high-strung,  and  keenly  perceptive, 
while  the  non-daydreamers  were  much  more 
calm,  relaxed,  methodical,  and  matter-of-fact. 

The  study  showed  that  people  daydream 
about  everything  from  romance  to  murder,  and 
dream  in  bathtubs,  elevators,  and  while  driving 
to  work,  although  mostly  just  before  falling 
asleep.  City  people  daydream  more  than 
country  people,  and  a high  percentage  of  day- 
dreaming relates  to  love  and  romance. 
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Accidental 

Chemical 

Poisonings 


From  the  Poison  Control  Center 

The  City  of  New  York  Department  of  Health 

A series  prepared  by 

HAROLD  JACOBZINER,  M.D.,  Assistant  Commissioner, 

The  City  of  New  York  Department  of  Health; 

Medical  Director,  Poison  Control  Center 

HARRY  W.  RAYBIN,  M.S.,  Technical  Director,  Poison  Control  Center 


, Camphorated  Oil, 
Talcum  Powder, 
and  Lead  Poisonings 


T HE  FOLLOWING  INCIDENTS  Were  reported 
recently  to  the  New  York  City  Poison 
Control  Center. 

Incident  1 

Type  of  Poison  Age  Sex 

Narcotic  19  Years  Male 

This  patient  was  brought  into  the  emer- 
gency room  in  a coma.  He  did  not  respond 
to  deep  pain  and  was  areflexic  and  slightly 
cyanotic.  Respirations  were  shallow  and 
slow,  and  the  pupils  were  dilated.  Blood 
pressure  was  100/70  and  pulse  82  per 
minute.  There  was  no  acetone  or  alcohol 
odor  on  the  breath.  There  were  9,000  white 
blood  cells,  47  polymorphonuclear  leuko- 
cytes, 2 eosinophils,  48  lymphocytes,  and  3 
monocytes.  Hematocrit  was  38. 

Endotracheal  intubation  was  performed 
and  nalorphine  hydrochloride  (NaDine  hy- 
drochloride) 5 mg.  was  administered  intra- 
venously. Within  four  minutes  following  the 
nalorphine  hydrochloride  administration  the 
patient  recovered. 

Less  than  a month  prior  to  this  admission 
the  patient  was  admitted  to  the  hospital  with 
an  overdose  of  amobarbital  sodium  (Tuinal) . 

Some  emergency  rooms  use  nalorphine  hy- 
drochloride on  patients  in  coma  as  a diag- 
nostic aid  to  differentiate  poisonings  caused 
by  narcotics  from  those  caused  by  bar- 
biturates. This  agent,  however,  should  be 


used  with  caution.  If  the  coma  did  not  re- 
sult from  opiates,  the  respiratory  depression 
may  be  increased. 

Incident  2 

Type  of  Poison  Age  Sex 

Camphorated  Oil  2 Years  Female 
3 Years  Male 

The  mother  administered  1 teaspoonful  of 
camphorated  oil  to  each  of  the  two  siblings. 
She  actually  wanted  to  administer  a cough 
medicine  in  the  medicine  cabinet. 

The  two-year-old  child  was  admitted  to 
the  hospital,  asymptomatic  with  regard  to 
the  camphorated  oil  ingestion,  but  with  a 
mild  infection  of  the  respiratory  tract,  as 
weU  as  a moderate  secondary  anemia.  The 
child  was  admitted  and  was  treated  with 
phenobarbital  (40  mg.)  immediately  on  ad- 
mission and  20  mg.  every  six  hours  there- 
after. The  following  day,  however,  she  re- 
mained in  excellent  health,  and  her  medica- 
tion was  withdrawn.  The  patient  was  dis- 
charged as  cured. 

The  three-year-old  was  given  the  same 
dose  and  was  entirely  weU  until  three  days 
prior  to  admission  when  he  developed  a 
cough  with  coryza,  running  eyes,  and  fever. 
The  mother  was  treating  both  siblings  with 
a proprietary  cough  syrup,  but  on  the  morn- 
ing of  admission  she  inadvertently  gave  the 
camphorated  oil  to  both  siblings.  Ten  to 
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fifteen  minutes  later  the  patient  started  to 
shake  and  fell  to  the  floor.  On  admission  to 
the  emergency  room  the  patient  was  ob- 
served to  have  tonic  and  clonic  convulsions 
and  was  admitted  to  the  inpatient  service 
one  hoiu"  following  ingestion. 

On  admission  to  the  ward  the  patient’s 
temperature  was  99  F.,  pulse  100  but  regular, 
and  respirations  30  and  regular.  He  had  no 
other  pertinent  physical  findings  except  for 
an  infection  of  the  respiratory  tract  and  a 
mild  conjunctivitis.  This  patient  was  given 
40  mg.  of  phenobarbital  followed  by  30  mg. 
every  six  hours.  He  also  did  well  on  the 
medication  and  was  discharged  on  the  follow- 
ing day,  symptom-free. 

Observing  the  ingestion  of  the  same  ma- 
terial and  the  same  dosage  by  2 children 
illustrates  the  varying  reactions  and  mani- 
festations which  may  occur  in  different  in- 
dividuals from  overdosages  or  accidental  in- 
gestions of  the  same  drug.  It  is  also  of  in- 
terest that  it  was  the  older  sibling  who  de- 
veloped the  symptoms.  Predicting  the  out- 
come following  a drug  ingestion  is  hazardous. 

Camphorated  oil  ingestions  are  extremely 
common  and  result  most  often  from  mistaken 
identity  because  of  the  similarity  in  size, 
shape,  and  color  of  the  container  to  those  of 
other  household  medications  found  in  the 
medicine  cabinet.  We  reiterate  the  often- 
repeated  admonition  that  camphorated  oil 
should  be  dropped  from  the  household  medi- 
cine chest  because  it  is  hazardous  and  inef- 
fective therapeutically.  Traditional  house- 
hold remedies,  however,  have  a tenacious  life 
span  and  die  very  slowly. 

Incident  3 

Type  of  Poison  Age  Sex 

Talcum  Powder  1 Year  Male 

The  baby  was  given  the  talcum  powder 
can  to  play  with  and  accidently  loosened  the 
cap  of  the  can  and  swallowed  some  of  its 
contents.  His  immediate  reaction  was 
coughing  and  choking.  The  grandfather 
called  the  Poison  Control  Center,  was  ad- 
vised about  the  possible  aspiration  hazard, 
and  was  told  to  call  the  family  physician. 
The  child  was  taken  to  the  family  pedia- 
trician in  accordance  with  the  advice  given 
by  the  Poison  Control  Center.  The  examin- 
ing physician  later  reported  to  the  Center 
that  the  child  was  examined  fuUy  and  that 


she  did  not  observe  any  serious  ill-effects.  • I 
The  physician  also  volunteered  the  informa-  " 
tion  that  she  had  another  incident  with  tal-  j 
cum  powder  where  the  child  also  was  given  j 
the  can  containing  the  powder  to  play  with.  ' 
In  this  case  some  of  the  powder  fell  into  the  i 
child’s  eyes,  and  it  was  with  great  difficulty  , 
that  the  physician  could  remove  clumps  of  ‘ 
powder  from  the  eyes.  About  two  years  I 
ago  there  was  a fatality  reported  to  this  j 
Center  in  a two-year-old  child  from  an 
accidental  ingestion  of  talcimi  powder.  Al- 
though at  the  present  time  serious  cases  of 
talcum  powder  poisonings  are  rare,  the  prac- 
tice of  giving  talcmn  powder  cans  to  young 
infants  and  children  to  play  with  is  repre- 
hensible and  should  be  avoided. 

Incident  4 

Type  of  Poison  Age  Sex 

Lead  4 Years  Male 

This  case  of  lead  poisoning  was  reported  by 
Merton  Bernfield,  M.D.,  of  New  York 
Hospital.  The  chief  complaint  was  of  pica. 

There  was  a documented  history  of  lead- 
containing  paint  ingestion  from  the  age  of 
two  or  three  years  to  the  first  admission  to 
this  hospital  in  October,  1962.  At  that  time 
blood  lead  was  80  micrograms  per  100  ml. 
Urine  lead  was  88  micro grams  per  twenty- 
four  hours.  Increased  bone  density  was  seen 
in  the  metaphyses  of  the  femurs,  tibias, 
fibulas,  radiuses,  and  ulnas.  There  was  no 
evidence  of  radiopaque  material  in  the  ab- 
domen. There  was  no  increased  intracranial 
pressure  on  lumbar  punctiu"e,  and  the  elec- 
troencephalogram showed  a deep  sleep  pat- 
tern. Deleading  with  calcium  disodium 
versenate  was  performed,  and  on  discharge 
after  deleading  the  blood  level  was  40  micro- 
grams per  100  ml.  of  lead. 

The  patient  was  followed  in  the  foUow-up 
clinic,  and  there  was  no  history  of  reinges- 
tion of  lead.  On  March  5,  1963,  the  blood 
lead  was  70  micrograms  per  100  ml.  The 
patient  was  admitted  for  further  chelation 
therapy.  The  home  situation  remains  poor, 
and  paint  is  peeling  off  the  walls.  The  child 
has  been  living  with  an  aunt  for  the  past  two 
months  in  a good  environment. 

The  child’s  past  history  included  meta- 
tarsus varus  which  was  treated  with  a 
Denis  Browne  splint.  There  was  no  history 
of  convulsions.  The  child’s  development  was 
slow.  He  held  up  his  head  at  four  months,  ■ 
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sat  at  six  months,  sat  alone  at  eight  months, 
crawled  at  fourteen  months,  stood  at  sixteen 
months,  and  walked  at  twenty-four  months. 

Physical  examination  revealed  a pulse  of 
88,  respirations  18,  blood  pressure  106/60, 
and  temperature  37.8  C.  He  appeared  to  be 
a well-developed,  weU-nourished,  obese, 
Puerto  Rican  male  in  no  distress.  He  did 
not  speak  and  had  a detached  air.  His 
height  was  111  cm.  and  weight  26.9  Kg. 
The  head  was  slightly  large.  The  eye  media 
were  clear  and  the  fundi  normal.  The  pa- 
tient was  able  to  understand  only  simple 
commands.  The  cranial  nerves  were  grossly 
intact.  Motor  nerves  were  normal.  Sensory 
nerves  were  difficult  to  evaluate.  Coordina- 
tion was  normal. 

Laboratory  findings  included  a hematocrit 
'of  29.5  with  4,800  white  blood  cells  and  a 
normal  differential.  The  urine  was  clear 
and  amber  with  a specific  gravity  of  1.020, 
jpH  6,  negative  for  protein  and  sugar,  and 
I negative  findings  on  microscopic  examina- 
tion. 

The  blood  on  June  20,  1963,  showed  a 
I hemoglobin  of  8.7  Gm.  per  100  ml.,  7,000 
white  blood  cells,  and  a normal  differential. 
The  reticulocyte  count  was  1.8  per  100  ml. 
Nose  and  throat  cultures  contained  Staphy- 
lococcus aureus,  alpha  streptococcus,  many 
pneumococci,  and  diphtheroid  bacilli.  The 
stool  was  negative  for  ova  and  parasites. 
Blood  lead  was  30  micrograms  per  100  ml. 
X-ray  films  of  the  knees,  wrists,  ankles,  el- 
bows, and  metaphyseal  regions  of  the  ex- 
tremities showed  a return  virtually  to  nor- 
mal with  less  dense  lines,  except  for  the 
ankles  where  there  was  some  slight  increased 
density.  The  skuU  showed  no  evidence  of 
increased  intracranial  pressiu*e.  The  ab- 
domen showed  normal  osseous  structures 
and  no  evidence  of  metallic  density  in  the 
bowel.  A repeat  examination  of  the  lower 
extremities  on  June  26  showed  no  essential 
change  since  June  19. 

On  June  20  the  patient’s  blood  lead  was 
drawn.  A twenty-four-hour  urine  specimen 
was  taken  for  lead  determination.  The  next 
day  the  patient  was  started  on  calcium  di- 
sodium versenate  intramuscularly,  75  mg. 
per  kilogram  per  day  divided  into  three 


doses  with  the  appropriate  amount  of  pro- 
caine for  five  days.  The  patient  was  also 
started  on  calciferol  with  calcium  lactate  for 
lead  decalcification.  The  patient  tolerated 
this  course  of  therapy  weU.  On  June  26 
therapy  was  discontinued.  On  June  28  re- 
peat blood  for  lead  level  was  drawn,  and  the 
patient  was  discharged  to  be  seen  in  the 
pediatric  foUow-up  clinic.  The  patient  was 
seen  by  the  social  worker  who  was  unable  to 
obtain  a new  apartment  for  the  family  but 
planned  to  send  the  child  to  a relative’s 
home  where  there  will  be  no  paint  or  plaster 
available.  The  diagnosis  was  of  chronic  lead 
intoxication. 

Penicillamine  has  been  mentioned  re- 
cently with  increasing  frequency  in  the 
treatment  of  lead  poisoning,  particularly  in 
the  British  literature.  However,  we  have 
had  no  experience  with  it  locally  and  cannot 
comment  authoritatively  on  its  effectiveness 
or  safety.  Since  calcium  disodium  versenate 
is  safe  and  effective,  it  remains  the  drug  of 
choice  in  our  opinion. 

A recent  and  widely  publicized  outbreak 
of  lead  poisoning  in  Chicago  with  high  case 
fatality  rates  indicates  the  severity  of  the 
problem.  For  the  past  two  years  in  New 
York  City  we  have  been  fortunate  in  reduc- 
ing the  case  fatality  rate  markedly,  pri- 
marily, perhaps,  because  of  our  intensified 
case  finding  technics  which  result  in  find- 
ing cases  in  the  asymptomatic  stage  when 
they  are  more  amenable  to  treatment. 
Early  case  finding  also  means  identifying 
patients  prior  to  the  onset  of  cerebral 
damage.  The  former  widespread  use  of 
lead  paint  for  indoor  use  creates  a hazard  to 
any  child  in  older  homes,  especially  in  sub- 
standard houses. 

One  must  remember,  however,  that  a child 
chewing  unobserved  on  a window  sill  of  a 
country  mansion  is  just  as  susceptible  as  a 
slum  dweller. 

While  moderate  progress  has  been  made  in 
New  York  City,  particularly  in  earlier  case 
finding  and  in  reducing  the  case  fatality  rate, 
much  stiU  remains  undone.  The  ultimate 
goal  must  be  total  prevention  of  lead  poison- 
ing. Thus  far,  the  uncompleted  task  is  far 
greater  than  the  mild  achievements. 
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Reports  from  conferences  sponsored  by  the 
Council  on  National  Security, 

American  Medical  Association, 
and  held  in  June  and  November,  1962 


Handling  Public  Concern 
with  Hazards  of 
Radioactive  Fallout 


RAYMOND  T.  MOORE,  M.D. 

Washington,  D.C. 

Medical  Advisor,  Technical  Operations  Branch, 
Division  of  Radiological  Health, 
U.S.  Public  Health  Service 


Radioactive  fallout  is  a product  of  this 
atomic  age.  Until  the  first  detonation  of 
the  atomic  bomb  it  did  not  exist.  There  has 
been  much  confusion  as  to  its  exact  mean- 
ing— let  us  describe  it.  Radioactive  fallout 
is  the  radioactive  dust  or  debris  that  results 
from  a nuclear  chain  reaction,  usually  that 
associated  with  the  detonation  of  a nuclear 
weapon.  The  character  of  this  fallout  and 
its  extent  depend  largely  on  the  energy  or 
yield  of  the  detonation  and  its  proximity  to 
the  e8U"th.  Wherever  the  fireball  or  high 
temperature  cone  of  a weapon  explosion  is 
in  contact  with  the  earth’s  surface,  consider- 
able radioactivity  is  trapped  on  the  particles 
of  disintegration  or  vaporized  earth’s  crust. 
Also,  elements  of  the  earth’s  crust  can  be 
made  radioactive  by  interaction  of  the 
neutrons  produced  by  the  detonation.  Such 
a detonation  results  in  a greater  fraction  of 
radioactivity  being  deposited  “close  in.” 
It  is  possible  that  these  particles  might  be 
visible  as  a fine  dust  or  snowhke  material. 

Presented  at  the  tenth  annual  Conference  on  Disaster 
Medical  Care,  Chicago,  Illinois,  June  23,  1962. 


The  zone  of  this  deposition  in  the  case  of 
nuclear  war  is  considered  the  zone  of  maxi- 
mum contamination  requiring  shelter  or 
evacuation  to  afford  protection  of  life  and 
health.  This  zone  can  extend  hundreds  of 
miles;  its  direction  and  shape  depend  on 
meteorologic  conditions  and  weapon  size. 

For  nuclear  detonations  exploded  higher 
in  the  atmosphere  or  with  yields  such  that 
the  fireball  does  not  intersect  the  earth’s 
crust,  delayed  or  dispersed  fallout  occurs, 
the  type  normally  experienced  from  weapons 
test  activities.  This,  in  most  respects,  is 
a function  of  particle  size.  Fallout  of  this 
kind  is  composed  of  nuclear  debris  from  the 
bomb  itself  or  from  the  bomb  coverings  or 
other  parts.  Again,  the  heavier  particles 
would  tend  to  settle  out  sooner  and  closer 
to  the  detonation  area,  while  the  lighter 
particles  would  remain  longer  in  the  at- 
mosphere and  return  to  earth  at  great  dis- 
tances from  the  bomb  detonation.  From 
the  Russian  tests  of  1961  we  found  radioac- 
tive fallout  in  every  one  of  our  50  states. 

We  must  not  forget  that  atomic  reactors 
also  produce  nuclear  debris.  If  the  reactor 
goes  out  of  control  and  this  debris  is  re- 
leased to  the  environment,  fallout  may  re- 
sult. However,  we  would  ordinarily  expect 
the  fallout  to  be  confined  to  the  local  area. 


Source  of  public  concern  about  fallout 


It  is  not  unusual  that  the  public  should  be 
concerned  with  fallout.  Much  has  been  i 
written  about  the  power  and  energy  released  I 
by  a nuclear  explosion.  These  radioactive 
particles  are  usually  invisible,  odorless, 
tasteless,  and  thus  are  not  detectable  by 
any  of  our  sensory  organs.  The  pubhc  is 
aware  of  possible  genetic  and  somatic  con- 
sequences of  radiation  but  is,  understand- 
ably, confused  by  the  many  widely  varying 
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estimates  that  have  been  made.  These  un- 
certainties as  to  effects  give  added  cause  for 
public  concern.  In  spite  of  the  varying 
estimates,  the  fact  is  that  we  know  a great 
deal  about  the  health  effects  of  radiation — 
both  good  and  bad  effects.  The  problem 
lies  in  trying  to  express  these  effects  in 
specific  numbers.  For  example,  it  would  be 
impossible  to  estimate  accurately  the  num- 
ber of  lives  spared  or  saved  by  the  medical 
uses  of  roentgen  rays.  Similarly  it  is  im- 
possible to  determine  with  accuracy  how 
many  serious  genetic  effects  may  be  due  to 
natural  radiation,  how  many  to  faUout  at 
any  given  level,  and  how  many  due  to  other 
causes.  However,  I hasten  to  add  that  a 
recent  report  by  the  Federal  Radiation 
Council  does  provide  estimated  ranges  of 
genetic  and  certain  other  effects  from  various 
levels  of  exposure. 

Public  Health  Service  activities 

The  Public  Health  Service  has  for  several 
years  been  concerned  with  the  health  aspects 
of  radiation.  In  1959  the  Division  of 
Radiological  Health  was  created  and  was 
given  a major  portion  of  the  responsibility 
for  radiological  health  work  of  the  Service. 
The  Public  Health  Service,  mainly  through 
this  operating  Division,  has  organized  a num- 
ber of  sirrveillance  programs  to  measure  the 
amounts  of  radioactive  contaminants  in 
surface  water,  precipitation,  and  in  total 
diets.  While  these  systems  need  to  be  ex- 
panded and  improved,  nevertheless,  they 
are  providing  valuable  data  now.  The 
Division  also  has  a number  of  studies  de- 
signed to  pinpoint  the  biologic  effects  of 
faUout  radiation.  Bones  have  been  col- 
lected and  assayed  for  strontium;  thyroids 
have  been  collected  from  autopsies  and 
assayed  for  I'^i  (radioactive  iodine)  as  weU 
as  assayed  in  vivo.  Studies  of  this  kind 
were  initiated  actually  to  measure  the  ex- 
posure of  people  and  help  validate  our  intake 
estimates  of  the  nuclides.  Through  animal 
studies  the  residence  time  of  1‘^Mn  the  dairy 
cow  and  its  appearance  in  milk  has  been 
probed.  Thus  we  know  that  I will  appear 
in  milk  within  twenty-four  hours  after  in- 
gestion by  the  cow.  In  cooperation  with 
state  health  departments  we  are  currently 
sampling  pasteurized  milk  from  some  60 
cities  which  represents  the  milk  available 
for  about  one  third  of  the  total  United 


States  population.  These  samples  nor- 
mally are  taken  weekly  and  are  analyzed 
for  the  more  common  nuchdes  of  health 
significance.  The  results  from  biologic 
studies  have  given  us  greater  confidence  in 
our  environmental  samphng  and  human  in- 
take estimates.  Many  states  and  cities  also 
operate  supplemental  surveillance  programs. 

Other  government  activities 

The  Atomic  Energy  Commission,  through 
its  many  contractors,  operates  continuous 
surveillance  programs  around  its  operating 
plants.  These  programs  help  guard  against 
uncontrolled  release  of  radioactivity.  The 
Food  and  Drug  Administration  monitors 
levels  of  radioactivity  in  food  samples 
in  aU  parts  of  the  country,  including  foods 
imported  into  the  country.  Other  Federal 
agencies  carry  on  special  purpose  radiation 
surveillance  and  research.  Three  years  ago 
the  President  created  a Federal  Radiation 
Council  to  which  he  appointed  the  Secre- 
taries of  Health,  Education,  and  Welfare; 
Departments  of  Defense,  Commerce,  and 
Labor;  and  the  Chairman  of  the  Atomic 
Energy  Commission.  This  Council  serves 
as  an  advisor  to  the  President  and  recom- 
mends radiation  exposure  and  control  guide- 
lines to  the  executive  branch  of  the  govern- 
ment. Guides  for  the  more  common  radio- 
nuclides of  health  significance,  strontiiun*®, 
strontium®",  and  radimn®®®  have  been 
established.  The  Federal  Radiation  Coun- 
cil has  made  it  quite  clear  in  its  reports  that 
the  expected  benefits  from  added  radiation 
exposure  should  outweigh  the  added  risks 
and  that  for  planning  purposes  there  is  no 
level  of  radiation  below  which  there  is  no 
possibility  of  injury  if  enough  people  are 
exposed  for  a sufficient  length  of  time. 

Public  relations  aspects  of  fallout 

For  methods  to  be  devised  to  protect  the 
public  from  radiation,  there  must  be  knowl- 
edge as  to  the  rate  and  intensity  of  faUout  as 
weU  as  the  areas  where  it  is  expected.  This 
requires  early  and  accurate  measurements  of 
fallout  radiation  and  reliable  predictions  as 
to  its  future  course.  There  must  be  ade- 
quate means  of  communication  between 
aU  elements  in  this  chain  from  the  officials 
who  measure  and  have  legal  and  professional 
responsibility  for  protective  measures,  to  the 
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physician  who  may  need  to  plan  his  own 
course  with  his  patients.  The  Public  Health 
Service,  through  its  various  monitoring 
networks,  has  strived  to  make  this  kind  of 
information  readily  available.  Information 
is  passed  along  to  the  state  health  depart- 
ments and  other  responsible  health  agencies 
as  the  needs  arise.  At  frequent  intervals 
this  same  information  is  given  to  the  public. 
It  has  been  our  intention  to  present  the 
facts  to  the  pubhc  as  they  are;  to  give  some 
estimate  of  the  hazards,  if  any,  and  to  relate 
this  to  some  standard  or  yardstick  that  is 
well  known  to  the  public.  We  have  tried 
to  phrase  this  information  in  a way  so  that 
the  meaning  is  clear.  The  Public  Health 
Service  feels  that  public  concern  wiU  best 
be  handled  when  it  is  possible  for  all  people 
to  know  all  that  we  know  as  to  what  the 
hazard  is,  what  is  being  done  about  it,  and 
how  soon  and  in  what  way  they  wiU  be  af- 
fected. In  other  words,  we  are  applying  to 
this  environmental  health  problem  the  same 
professional  and  public  information  policies 
that  we  have,  over  many  generations,  ap- 
plied to  the  problems  of  communicable 
disease. 

Future  trends 

It  appears  obvious  that  atomic  power  wiU 
take  its  rightful  place  among  the  sources 
of  power  for  this  world.  Presently  atomic 
power  is  not  quite  competitive  with  fossil 
fuels,  but  the  gap  is  being  closed.  Even  if  a 
ban  on  nuclear  weapons  were  achieved,  some 
health  problems  of  environmental  radiation 
would  remain.  Atomic  power  is  here  to 
stay.  There  are  currently  some  150  reactors 
in  operation  in  the  United  States.  More 
are  being  constructed.  At  least  23  civilian 
power  reactors  are  expected  to  be  in  opera- 
tion by  1964.  Nearly  all  major  universities 
will  have  reactors  for  research  and  teaching. 
Our  navy  has  a fleet  of  nuclear-powered 
submarines  and  some  surface  vessels.  The 
nuclear-powered  plane  is  an  aeronautical 
development  that  seems  possible. 

As  the  use  of  nuclear  power  increases,  how- 
ever, so  wiU  scientific  capacity  to  assess  its 
effects  and  contain  its  capacity  for  biologic 
injury.  Further  research  may  yield  more 
precise  knowledge  of  effects  of  low-level 
radiation.  More  research  and  technologic 
experience  could  provide  better  means  of 
controlling  radioactivity  at  the  source. 


If  fallout  remains  a problem,  swifter  and 
more  precise  methods  of  detection  and  meas- 
urement will  provide  information  on  which 
action  can  be  based  if  needed.  Better  in- 
strumentation and  communications  are  cer- 
tain to  improve  surveillance  technics  and 
contribute  to  more  eflBcient  means  of  pro- 
tecting the  population. 

Disaster  conditions 

In  a time  of  nuclear  disaster  the  same 
fundamental  principles  stiU  apply.  The 
hazards  must  be  located  and  defined  and 
plans  made  to  cope  with  them.  This  will 
require  adequate  communication  channels  as 
well  as  an  adequate  number  of  trained  people 
who  can  make  the  necessary  evaluations  and 
who  can  take  proper  actions  to  decrease  the 
hazards  of  their  effects. 

Consideration  of  the  long-term  effects  of 
radiation  wiU  not  be  paramount  and  must 
yield  to  the  immediate  task  of  conservation 
of  lives  and  re-establishment  of  habitation. 
In  this  situation  to  save  life  and  restore 
the  community,  added  risks  wiU  have  to  be 
borne  by  all. 

Summary 

Basically,  undue  public  concern  about 
radioactive  fallout  stems  from  lack  of 
knowledge.  Fear  of  peacetime  fallout  can 
be  allayed  by  placing  the  problem  in  its 
proper  perspective.  In  today’s  world  we 
strive  to  achieve  and  maintain  maximum 
health  and  to  minimize  risks.  Therefore, 
our  public  information  task  becomes  a com- 
plex one  with  explanations  of  a balance  of 
benefits  against  risks  which  may  be  long- 
term, including  genetic.  This  balance  often 
is  not  obvious  to  the  pubhc.  In  normal 
peacetime  situations,  levels  of  radiation 
exposure  must  be  kept  within  the  profes- 
sional and  scientific  guidance  prescribed  to 
minimize  risk,  yet  to  allow  reahzation  of  the 
benefits  of  radiation. 

Traditionally,  when  people  have  had 
problems  concerning  their  health  they 
have  gone  to  their  family  physician  for 
counsel  and  guidance.  The  family  physi- 
cian is  the  logical  person  to  advise  his  pa- 
tients about  fallout.  To  do  this  he  needs 
to  become  acquainted  with  the  basic  facts 
and  pass  on  to  his  patients  the  knowledge 
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they  need  to  acquire  a sound  attitude 
toward  this  modern-day  health  problem. 
To  be  sure,  it  is  an  added  demand  on  the 
time  of  a profession  that  is  hard-pressed  to 
stay  abreast  of  medical  developments,  but 
it  is  an  area  of  knowledge  that  cannot  be 
ignored.  No  government  bulletin  can  give 
a patient  the  degree  of  personal  assurance 
he  receives  from  the  lips  of  his  family 


Impotence  and  the  Leriche 
syndrome 

Inability  to  produce  an  erection  may  be  due 
to  a variety  of  causes,  both  organic  and 
functional.  In  1940,  Leriche  described  a 
syndrome  implicating  arterial  insufficiency  as  a 
cause  of  impotence.  It  is  characterized  by 
impotence  and  claudication  in  the  lower  ex- 
tremities. If  the  physician  can  recognize  this 
entity  he  is  in  a position  to  begin  corrective 
treatment. 

In  the  case  of  a forty-eight-year-old  man 
troubled  with  impotence  beginning  six  months 
before  his  admission  to  a hospital,  the  inability 
to  maintain  an  erection  was  coupled  with  severe 
aching  in  the  hips  after  walking  short  distances. 
The  pain  was  relieved  by  rest.  It  was  found 
that  the  right  femoral,  popliteal,  dorsahs  pedis, 
and  posterior  tibial  pulsations  were  absent  and 


physician.  Fortunately,  a number  of  arti- 
cles and  reports  have  been  developed  re- 
cently which  will  provide  the  physician  with 
the  information  he  needs  for  this  purpose. 
In  cooperation  with  the  appropriate  medical 
organizations  and  publications  the  Public 
Health  Service  wiU  do  all  in  its  power  to 
bring  these  reports  to  the  attention  of  inter- 
ested physicians  throughout  this  country. 


the  femoral  p rise  was  greatly  diminished  on  the 
left.  Abdominal  aortography  revealed  a com- 
plete obstruction  of  the  right  common  iliac 
artery  7 cm.  in  length.  Correction  consisted  of 
surgical  restoration  of  the  pathway.  A bi- 
furcated Dacron  bypass  graft  was  sutured  in 
place  from  the  aorta  just  below  the  renal  arteries 
and  anastomosed  to  the  right  and  left  external 
iliac  arteries.  The  patient  did  well  post- 
operatively.  Pulsations  were  restored  in  both 
lower  extremities.  During  nine  months  after 
the  operation  the  patient’s  sexual  activities  were 
restored  to  normal,  and  he  has  been  free  of 
claudication  on  exertion. 

The  partial  or  incomplete  impotence  pro- 
duced by  vascular  insufficiency  differs  from  the 
total  impotence  associated  with  other  organic 
and  psychic  disorders.  Also,  in  psychic  impo- 
tence there  is  complete  loss  of  libido,  which  is 
not  true  of  the  Leriche  syndrome. 

This  case  was  presented  in  the  Grace  Hospital 
Bulletin  of  Detroit,  Michigan. 
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Legislation  passed  early  in  1963  has 
now  made  it  possible  to  enter  a state  mental 
hospital  in  New  York  on  the  same  basis 
as  a general  hospital. 

The  statute  amending  the  Mental  Hygiene 
Law  provides  a form  of  informal  admission 
which  permits  a state  hospital  to  admit  per- 
sons suitable  for  treatment  without  re- 
quiring formal  or  written  application  and 
allows  them  to  leave  the  hospital  at  any 
time.  While  New  York  residents  were 
ehgible  to  enter  state  institutions  on  a 
voluntary  basis  prior  to  this,  under  a stand- 
ard voluntary  admission  a written  applica- 
tion is  required,  and  the  patient  is  sub- 
ject to  retention  for  at  least  twenty-five 
days. 

Addition  of  the  informal  admission  method 
to  the  admission  procedures  now  available 
represents  a major  advance  in  the  total 
treatment  program.  Informal  admission 
obviates  the  stigma  of  legal  commitment 
and  its  implications.  In  addition,  the 
simplified  procedure  of  the  informal  ad- 
mission expedites  hospitalization  and  gets 
the  patient  into  treatment  without  un- 
necessary delay.  The  requirement  in  the 
law  that  a voluntary  patient  sign  an  agree- 
ment to  remain  for  a stated  period  of  time 
has  proved  a deterrent  for  many  persons 
who  desire  treatment  but  are  unwilling  to 
rehnquish  their  freedom  of  movement  even 
for  a brief  period.  The  new  procedure 
encourages  suitable  patients  to  admit  them- 
selves for  much-needed  therapy,  secure  in 


the  knowledge  that  they  may  leave  the  B 
hospital  at  will.  | l 

Rules  and  regulations 

Rules  and  regulations  formulated  to  im- 
plement the  informal  admission  provide 
the  following: 

The  director  of  a state  hospital  or  facility 
may  receive  for  admission  any  person  suitable 
for  care  and  treatment  requesting  such  admis- 
sion without  making  a written  application. 

While  a patient  therein,  such  person  must 
abide  by  the  rules  and  regulations  of  the  insti- 
tution. 

Admission  under  this  section  is  restricted  to 
New  York  State  residents  eighteen  years  of 
age  or  over,  residing  in  the  institution  district, 
who  have  been  referred  to  the  hospital  by  a 
physician  who  is  personally  aware  of  the  pa- 
tient’s condition.  Such  referral  may  be  oral  or 
in  writing.  If  oral,  it  should  be  confirmed  sub- 
sequently in  writing.  Final  decision  as  to 
suitability  of  the  patient  for  informal  admis- 
sion rests  with  the  institution  director. 

A patient  admitted  under  this  provision 
ordinarily  will  be  suitable  for  placement  on  an 
open  ward.  However,  ward  placement,  liv- 
ing and  sleeping  arrangements,  and  treatment 
will  be  based  on  the  patient’s  condition  with- 
out regard  to  his  admission  status. 

Any  person  so  admitted  is  free  to  leave  the 
institution  at  any  time  between  the  hours  of 
8:00  A.M.  and  4:00  p.m.  in  accordance  with 
the  rules  of  the  director.  He  must  be  released 
on  request.  If  the  patient’s  condition  is  such 
that  the  director  feels  he  should  be  detained, 
action  must  be  taken  to  process  him  through 
some  other  form  of  admission. 

Every  patient  should  be  examined  by  a 
physician  before  he  leaves  the  hospital. 

Before  sending  a patient  to  a state  institu- 
tion, it  is  advisable  for  the  physician  to  get 
in  touch  with  hospital  authorities  to  ascer- 
tain the  suitability  of  the  person  for  admis- 
sion and  to  obtain  the  necessary  forms. 
Official  state  admission  forms  must  be  used 
to  admit  patients  to  New  York  State  institu- 
tions. While  a number  of  admission  proced- 
ures are  available  in  this  State,  it  must  be 
remembered  that  each  one  has  been  designed 
for  a definite  purpose  and  serves  a specific 
need.  It  would  be  weU  to  discuss  the  par- 
ticular form  to  be  used  with  the  hospital 
authorities  before  taking  action. 
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Methods  of  admission 

In  addition  to  the  informal  admission 
provision,  six  other  methods  of  entering  a 
state  institution  or  private  licensed  hospital 
are  available  to  New  York  State  residents. 

Voluntary  admission.  As  already  men- 
tioned, voluntary  admission  permits  a 
person  to  make  written  application  vol- 
untarily to  a mental  hospital  for  admission. 
He  then  may  be  detained  for  a period  of 
fifteen  days  and  thereafter  for  a period  not 
to  exceed  ten  days  after  receipt  of  notice  in 
writing  of  intention  or  desire  to  leave. 
Application  for  voluntary  admission  for  a 
person  under  eighteen  years  may  be  made 
by  a parent,  legal  gueu-dian,  or  next  of  kin, 
and,  in  turn,  the  notice  of  intention  to  leave 
must  be  made  by  the  person  who  made  the 
initial  application. 

The  essential  difference  between  the  vol- 
untary and  informal  admission  is  the  fact 
that  no  physician  is  involved  in  the  volun- 
tary admission.  The  patient  is  responsible 
for  his  own  application  for  admission. 
Basically,  this  is  the  reason  for  the  stipula- 
tion providing  for  a minimal  number  of  days 
in  the  hospital,  since  it  is  necessary  to  keep 
the  patient  under  observation  for  a reason- 
able time,  inasmuch  as  there  is  no  physician 
in  the  case  to  take  responsibility  after  dis- 
charge. 

Admission  on  certificate  of  one  phy- 
sician. A person  may  be  admitted,  if  he  does 
not  object,  on  the  petition  of  a spouse,  par- 
ent, child,  or  other  nearest  relative  or  friend, 
accompanied  by  a certificate  executed  by  an 
examining  physician.  Maximum  retention 
under  this  form  of  admission  is  sixty  days 
and  thereafter  until  fifteen  days  after  the 
written  notice  of  intention  to  leave  is  given 
by  or  on  behalf  of  the  patient. 

Admission  on  certificate  of  two  phy- 
sicians. This  type  of  admission  makes  it 
possible  to  enter  a state  hospital  on  a medical 
rather  than  a legal  or  judicial  basis  and 
ehminates  from  the  involuntary  admission 
the  stigma  of  court  certification.  This  par- 
ticular admission  is  suitable  in  many  cases 
where  the  patient  has  no  substantial  objec- 
tion to  hospitalization  but  lacks  the  capacity 
to  take  the  initiative. 

Petition  may  be  made  by  a spouse, 
parent,  child,  or  other  nearest  relative 
accompanied  by  the  certificate  of  two 


physicians,  one  of  whom  must  be  a qualified 
psychiatrist.  The  patient  may  not  be 
detained  longer  than  sixty  days.  If  a 
patient  requires  further  hospitalization,  he 
must  be  placed  on  some  other  form  of  admis- 
sion— either  a voluntary  admission  (if  the 
patient  is  willing)  of  a One  Physician  Certifi- 
cate, or  the  director  must  apply  for  court 
certification. 

Admission  on  court  certification. 
Petition  may  be  made  to  a court  of  record 
in  the  district  by  a person  in  whose  house 
the  alleged  mentally  fil  person  is  living,  a 
relative,  the  committee  of  such  person, 
public  welfare  commissioner  or  town  wel- 
fare officer,  director  of  community  mental 
health  services,  or  an  officer  of  any  well- 
recognized  charitable  institution  or  home. 
The  petition  must  be  accompanied  by  the 
certificate  of  two  licensed  physicians  who 
have  both  examined  the  patient  and  find 
him  in  need  of  care.  The  court  may  issue 
an  order  for  the  purpose  of  observation  for 
no  more  than  sixty  days,  and  a hearing 
must  be  given  by  the  judge  if  requested  by  or 
on  behalf  of  the  patient.  If  the  hospital 
finds  the  patient  in  need  of  continued  treat- 
ment, a certificate  is  filed  with  the  county 
clerk  prior  to  the  expiration  of  sixty  days 
from  the  date  of  court  certification.  This 
makes  the  court  order  final. 

Emergency  admission.  When  a person 
needs  immediate  care  or  is  dangerous  be- 
cause of  his  mental  condition,  he  may  be 
received  in  a mental  hospital  on  the  peti- 
tion of  authorized  persons  (as  mentioned  in 
court  certification),  accompanied  by  a 
certificate  of  two  examining  physicians  (no 
psychiatrist  is  required,  but  the  physician 
must  be  a reputable  doctor  who  has  prac- 
ticed for  a minimum  of  three  years)  explain- 
ing the  necessity  for  immediate  admission. 
He  may  not  be  retained  longer  than  ten  days 
from  and  including  date  of  examination. 

Admission  on  certificate  of  health 
OFFICER  (not  used  in  New  York  City). 
Patients  may  be  admitted  for  immediate 
treatment  on  request  of  a health  officer, 
county  commissioner  of  health,  or  director 
of  community  mental  health  services  for  a 
period  not  exceeding  sixty  days  when  mental 
disorder  makes  them  dangerous  to  them- 
selves or  others. 

240  State  Street,  Albany 
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Samuel  Harris  Averbuck,  M.D.,  of  New 
York  City,  died  on  October  23  at  the  age  of 
sixty-two.  Dr.  Averbuck  graduated  in  1926 
from  New  York  University  and  Bellevue  Hos- 
pital Medical  College.  He  was  an  associate 
attending  physician  (Off  Service)  at  The 
Mount  Sinai  Hospital.  Dr.  Averbuck  was  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College 
of  Physicians,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Heinrich  Hermann  Baer,  M.D.,  of  New  York 
City,  died  on  February  1 at  the  age  of  sixty- 
five.  Dr.  Baer  received  his  medical  degree 
from  the  University  of  Frankfurt  in  1923. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Frank  C.  Baratta,  M.D.,  of  Brooklyn,  died 
on  September  30  at  the  age  of  sixty-seven. 
Dr.  Baratta  graduated  in  1926  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was 
a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Arthur  Vernon  Clarke,  M.D.,  of  Southamp- 
ton, died  on  November  4 at  the  age  of  ninety- 
one.  Dr.  Clarke  graduated  in  1898  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  American 
Public  Health  Association,  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Eliot  Duhan,  M.D.,  of  Forest  Hills,  died  on 
November  5 at  the  age  of  fifty-eight.  Dr. 
Duhan  graduated  in  1931  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
Retired  in  1957,  he  was  a member  of  the  Med- 
ical Society  of  the  County  of  Queens,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ernest  Risley  Eaton,  M.D.,  of  Brewster, 
died  on  October  28  at  the  age  of  seventy- 
eight.  Dr.  Eaton  graduated  in  1919  from  New 
York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a former  associate  professor 
of  medicine  at  New  York  Medical  College. 
Dr.  Eaton  was  a member  of  the  American  Rheu- 


matism Association,  the  New  York  Academy  H. 
of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion.  H 

Ralph  A.  Hurd,  M.D.,  of  New  York  City, 
died  on  October  20  at  the  age  of  seventy-one. 

Dr.  Hurd  graduated  in  1915  from  Columbia 
University  College  of  Physicians  and  Surgeons.  H| 
He  was  a consulting  obstetrician  and  gynecol-  ^B 
ogist  at  St.  Luke’s  Hospital,  Woman’s  Division,  B 
and  a consulting  gynecologist  at  the  Good  B 
Samaritan  Hospital  (Suffern).  Dr.  Hurd  was  B 
a Diplomate  of  the  American  Board  of  Obstet-  B 
rics  and  Gynecology,  a Fellow  of  the  American  B 
College  of  Surgeons,  and  a member  of  the  New  B 
York  Academy  of  Medicine,  the  New  York  B 
Obstetrical  Society,  the  New  York  Coumty  B 
Medical  Society,  the  Medical  Society  of  the  B 
State  of  New  York,  and  the  American  Medical  B 
Association.  V 

Willard  B.  Jolls,  M.D.,  of  Orchard  Park,  died  B 
on  October  11  at  the  age  of  ninety-three.  Dr.  B 
Jolls  graduated  in  1895  from  the  University  B 
of  Buffalo  School  of  Medicine.  He  was  an  B 
associate  member  of  the  medical  staff  of  the  B 
Buffalo  General  Hospital  and  an  honorary  B 
member  of  the  medical  staff  of  Mercy  Hospital.  B 
Dr.  Jolls  was  a member  of  the  American  Public  ■ 
Health  Association,  the  Buffalo  Academy  of  ■ 
Medicine,  the  Erie  County  Medical  Society,  fl 
the  Medical  Society  of  the  State  of  New  York,  B 
and  the  American  Medical  Association.  B 

Abraham  S.  Kagan,  M.D.,  of  New  York  City,  B 
died  on  October  27  at  the  age  of  seventy-five.  ■ 
Dr.  Kagan  received  his  medical  degree  from  I 
the  University  of  Konigsberg  in  1914.  He  was  ■ 
a member  of  the  Pan-American  Medical  As-  B 
sociation,  the  New  York  County  Medical  B 
Society,  the  Medical  Society  of  the  State  of  New  ■ 
York,  and  the  American  Medical  Association.  B 

Abraham  Adolf  Katzenstein,  M.D.,  of  ,1 
New  York  City,  died  on  August  16  at  the  age 
of  seventy-four.  Dr.  Katzenstein  received  his  S 
medical  degree  from  the  University  of  Berlin  B 
in  1913.  He  was  a member  of  the  New  York  9 
County  Medical  Society,  the  Medical  Society  jC 
of  the  State  of  New  York,  and  the  American  H j 
Medical  Association.  I*  ; 

Ernest  Kovacs,  M.D.,  of  New  York  City,  ft 
died  on  February  12  at  the  age  of  sixty-two.  / li 
Dr.  Kovacs  received  his  medical  degree  from  fcf 
the  University  of  Vienna  in  1926.  He  was  a 
member  of  the  New  York  County  Medical  IB: 
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Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Harry  Leventhal,  M.D,,  of  the  Bronx,  died 
on  October  9 at  the  age  of  fifty-two.  Dr. 
Leventhal  received  his  medical  degree  from 
the  University  of  Dalhousie  in  1936.  He  was 
a member  of  the  Bronx  County  Medical 
Society  and  the  Medical  Society  of  the  State 
of  New  York. 

Jacob  Levitt,  M.D.,  of  Brooklyn,  died  on 
January  7 at  the  age  of  sixty-seven.  Dr. 
Jacob  graduated  in  1931  from  Long  Island 
College  Medical  School.  He  was  an  assistant 
attending  (affihate)  pediatrician  at  Kings 
County  Hospital  Center  and  an  assistant 
attending  cardiologist  at  Beth-El  Hospital 
Outpatient  Department.  Dr.  Levitt  was  a 
member  of  the  Medical  Society  of  the  County 
of  Kings  and  the  Medical  Society  of  the  State 
of  New  York. 

Charles  Ambrose  Mack,  M.D.,  of  New 
York  City,  died  on  July  19  at  the  age  of  eighty- 
seven.  Dr.  Mack  graduated  in  1916  from 
Syracuse  University  College  of  Medicine. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Searle  Bisset  Marlow,  M.D.,  of  Syracuse, 
died  on  July  29  at  the  age  of  seventy-two. 
Dr.  Marlow  graduated  in  1916  from  Syracuse 
University  College  of  Medicine.  He  was  a 
senior  attending  ophthalmologist  at  Syracuse 
Memorial  and  St.  Joseph’s  Hospitals.  Dr. 
Marlow  was  a Diplomats  of  the  American 
Board  of  Ophthalmology  and  a member  of  the 
American  Ophthalmological  Society,  the  Syra- 
cuse Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Paul  Sterrett  Persons,  M.D.,  of  Ripley, 
died  on  April  17  at  the  age  of  seventy-two. 
Dr.  Persons  graduated  in  1916  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was 
a member  of  the  American  Public  Health 
Association,  the  Chautauqua  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Abram  Pinsky,  M.D,,  of  Rochester,  died 
on  May  12  at  the  age  of  fifty.  Dr.  Pinsky 
graduated  in  1939  from  the  University  of 
Rochester  School  of  Medicine  and  Dentistry. 
He  was  an  attending  ophthalmologist  at  Roches- 
ter General  Hospital,  an  associate  attending 
ophthalmologist  at  Genesee  Hospital,  and  an 
assistant  attending  ophthalmologist  at  Strong 
Memorial  Hospital.  Dr.  Pinsky  was  a Diplo- 


mats of  the  American  Board  of  Ophthalmology 
and  a member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  Rochester 
Academy  of  Medicine,  the  Rochester  Pathologi- 
cal Society,  the  Monroe  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

David  M,  Reisman,  M.D.,  of  New  York 
City,  died  on  March  24  at  the  age  of  sixty- 
two.  Dr.  Reisman  graduated  in  1926  from 
Long  Island  College  Hospital  Medical  School. 
He  was  a clinical  assistant  attending  surgeon 
at  New  York  Polyclinic  Hospital.  Dr.  Reisman 
was  a member  of  the  New  York  County  Med- 
ical Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Meyer  Seymour  Robinson,  M.D.,  of  Wan- 
tagh,  died  on  July  24  at  the  age  of  sixty-nine. 
Dr.  Robinson  graduated  in  1919  from  Colum- 
bia University  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Peter  A.  E.  Saponaro,  M.D.,  of  Long  Island 
City,  died  on  January  27  at  the  age  of  seventy. 
Dr.  Saponaro  graduated  in  1921  from  Fordham 
University  School  of  Medicine.  He  was  an 
attending  dermatologist  at  St.  John’s  Queens 
Hospital.  Dr.  Saponaro  was  a member  of  the 
Industrial  Medical  Association,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Morris  Sarrel,  M.D.,  of  Brooklyn,  died  on 
July  23  at  the  age  of  fifty-four.  Dr.  Sarrel 
graduated  in  1932  from  Long  Island  College 
Medical  School.  He  was  an  attending  obste- 
trician and  gynecologist  at  WyckoflF  Heights 
Hospital  and  an  assistant  attending  obstetrician 
and  gynecologist  at  St.  John’s  Queens  Hospital. 
Dr.  Sarrel  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a FeUow 
of  the  American  College  of  Surgeons,  a FeUow 
of  the  American  CoUege  of  Obstetricians  and 
Gynecologists,  and  a member  of  the  Brooklyn 
Gynecological  Society,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Allegra  Schiby,  M.D.,  of  New  York  City, 
died  on  October  23  at  the  age  of  fifty-one. 
Dr.  Schiby  received  her  medical  degree  from 
the  University  of  Turin  in  1934.  She  was  a 
clinical  assistant  pediatrician  at  The  Mount 
Sinai  Hospital  and  an  attending  pediatrician 
at  Fort  Hamilton  Army  Dispensary,  Brooklyn. 
Dr.  Schiby  was  a member  of  the  New  York 
County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 
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George  J.  Scovner,  M.D.,  of  Brooklyn,  died 
on  July  26  at  the  age  of  sixty-four.  Dr.  Scovner 
graduated  in  1927  from  the  State  University 
of  Iowa  College  of  Medicine.  He  was  an 
assistant  attending  pediatrician  at  Maimonides 
Hospital  of  Brooklyn.  Dr.  Scovner  was  a 
Diplomate  of  the  American  Board  of  Pediatrics 
and  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Marcus  Fowler  Searle,  M.D.,  of  Brooklyn, 
died  on  June  29  at  the  age  of  seventy-eight. 
Dr.  Searle  graduated  in  1909  from  Cleveland 
Homeopathic  Medical  College  and  in  1911 
from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital.  Dr.  Searle  was  a member 
of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Edward  Charles  Steiner,  M.D.,  of  Long 
Island  City,  died  on  June  30  at  the  age  of 
sixty-seven.  Dr.  Steiner  graduated  in  1919 
Yom  New  York  University  and  BeUevue 
Hospital  Medical  College.  He  was  an  honorary 
attending  pediatrician  at  St.  John’s  Queens 
Hospital. 

William  Livingstone  Stone,  M.D.,  of 
Brooklyn,  died  on  May  11  at  the  age  of  eighty. 


Dr.  Stone  graduated  in  1910  from  Baltimore 
Medical  College.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings  and 
the  Medical  Society  of  the  State  of  New  York. 

Albert  Harvey  Waffle,  M.D.,  of  Rochester, 
died  on  May  21  at  the  age  of  seventy.  Dr. 
Waffle  graduated  in  1919  from  Syracuse 
University  College  of  Medicine.  He  was  a 
consulting  pediatrician  at  Monroe  County 
Infirmary,  St.  Mary’s  and  Rochester  General 
Hospitals.  Dr.  Waffle  was  a member  of  the 
Rochester  Pediatric  Society,  the  Rochester 
Pathologiced  Society,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Charles  Lyman  Watson,  M.D.,  of  Owego, 
died  on  July  15  at  the  age  of  eighty-nine. 
Dr.  Watson  graduated  in  1907  from  George 
Washington  University  School  of  Medicine. 

Charles  Whitehill,  M.D.,  of  the  Bronx, 
died  on  April  28  at  the  age  of  seventy-six. 
Dr.  Whitehill  received  his  medical  degree  from 
the  University  of  Vienna  in  1913.  He  was  a 
Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry)  and  a member  of 
the  Bronx  Society  of  Neurology  and  Psychiatry 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Th5n:oid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York,  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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Medical  Meetings 


Advances  in  antibiotics 

Donald  Louria,  M.D.,  head  of  the  infectious 
disease  laboratory  at  Bellevue  Hospital,  New 
York  City,  will  be  guest  speaker  at  a session  on 
Recent  Advances  in  Antibiotics  held  under  the 
auspices  of  the  Division  of  Dermatology  of  the 
Department  of  Medicine,  State  University  of 
New  York,  Downstate  Medical  Center,  on 
January  3,  1964.  The  discussion  will  be  held 
from  10:00  a.m.  to  11:30  a.m.  in  the  “E”  Build- 
ing Auditorium  of  Kings  County  Hospital,  451 
Clarkson  Avenue,  Brooklyn  3,  New  York. 

Bronx  Pediatric  Society 

The  next  meeting  of  the  Bronx  Pediatric  So- 
ciety win  be  held  January  8,  1964,  in  the  audi- 
torium of  the  Morrisania  City  Hospital.  Ed- 
ward B.  D.  Neuhauser,  M.D.,  radiologist-in- 
chief at  The  Chddren’s  Hospital  Medical  Center, 
Boston,  Massachusetts,  will  speak  on  “Some 
Roentgen  Aspects  of  Adrenal  Gland  Disease.” 

New  York  Roentgen  Society 

The  spring  conference  of  the  New  York 
Roentgen  Society  will  be  held  at  the  Waldorf- 
Astoria  in  New  York  City  April  23  through  25, 
1964.  Details  of  the  special  scientific  program 
wUl  be  announced  later.  The  meeting  will 
coincide  with  the  opening  of  the  New  York 
World’s  Fair. 

Aerospace  medicine 

The  35th  annual  scientific  meeting  of  the 
Aerospace  Medical  Association  wiU  be  held  May 
11  through  14,  1964,  at  the  Americana  Hotel, 
Miami  Beach,  Florida. 

The  scientific  program  will  consist  of  reports 
on  research  and  developments  on  testing  and 
operational  applications  of  clinical  aerospace 
medicine,  life  sciences,  allied  scientific  spe- 
cialties, bioaeronautics,  and  astronautics.  Ap- 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


proximately  160  papers  on  the  latest  develop- 
ments in  clinical  aerospace  medicine  and  the  al- 
lied sciences  will  be  presented  during  the  four- 
day  scientific  meetings,  workshops,  and  round- 
table discussions.  The  scientific  sessions  will  be 
augmented  by  150  scientific  and  technical  ex- 
hibits. 

Further  information  may  be  obtained  by 
writing  to  William  J.  Kennard,  M.D.,  executive 
vice-president.  Aerospace  Medical  Association, 
Washington  National  Airport,  Washington  1, 
D.C. 

Sterility  Society 

The  American  Society  for  the  Study  of 
Sterility  will  present  three  awards  at  its  annual 
meeting  in  Bal  Harbour,  Florida,  May  15 
through  17, 1964. 

The  Ortho  Medal  and  $1,000  will  be  awarded 
to  a recipient  selected  by  the  awards  committee 
of  the  society  on  the  basis  of  his  outstanding 
contributions  in  fertility  and  sterility  or  related 
subjects  in  recent  years.  The  money  is  to  be 
used  by  the  recipient  for  expenses  in  visiting 
medical  and  research  centers  of  his  choice. 

The  Rubin  Award,  consisting  of  a certificate  of 
merit  and  $250,  will  be  awarded  to  the  author  (s) 
whose  paper  is  deemed  by  the  awards  committee 
to  be  the  most  significant  contribution  among 
those  appearing  in  the  society’s  journal.  Fertility 
and  Sterility,  during  1963. 

The  Carl  G.  Hartmen  grant-in-aid  of  $500  will 
be  awarded  to  the  most  meritorious  research 
project  in  fertility  and  sterility  or  related  sub- 
jects, as  chosen  by  the  awards  committee.  Ap- 
plications for  this  grant-in-aid  should  be  sent  to 
Michael  Newton,  M.D.,  Chairman,  Awards 
Committee,  American  Society  for  the  Study  of 
Sterility,  2500  North  State  Street,  Jackson  6, 
Mississippi  before  March  15, 1964.  The  applica- 
tions should  consist  of  an  original  and  one  carbon 
copy  of  an  outline  of  the  proposed  research. 
This  should  include  the  name(s)  of  the  investiga- 
tor (s),  the  place  where  the  work  is  to  be  done,  a 
summary  of  peitinent  background  material,  and 
a statement  of  the  proposed  study  and  its  im- 
portance. 
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Abstracts 


Kove,  S.,  Dische,  R.  M.,  and  Wroblewski, 
F.:  Early  diagnosis  of  biliary  tract  malforma- 

tion by  serum  transaminase  patterns,  New 
York  State  J.  Med.  63:  3497  (Dec.  15)  1963. 

In  intrahepatic  and  extrahepatic  malforma- 
tions of  the  biliary  tract,  delineation  of  the 
enzyme  pattern  has  made  possible  early  diag- 
nosis in  the  first  two  or  three  weeks  of  life, 
before  the  onset  of  hepatic  cirrhosis.  Early 
surgical  exploration  is  indicated  in  such  cases. 
Early  diagnoses  of  intrahepatic  biliary  atresia 
in  1 infant  and  of  malformation  of  the  extra- 
hepatic  ducts  in  another  were  made  by  serial 
measurements  of  serum  transaminase  activity. 

Dean,  D.  J.:  Pathogenesis  and  prophylaxis  of 
rabies  in  man.  New  York  State  J.  Med.  63: 
3507  (Dec.  15)  1963. 

In  preventing  rabies,  prompt  local  treatment 
with  benzaldonium  chloride  is  essential.  Anti- 
rabies serum  is  reserved  for  severe  types  of  ex- 
posure because  of  possible  serious  reactions. 
Vaccines  of  nervous  tissue  origin  are  commonly 
used  for  postexposure  treatment  but  may  cause 
neurologic  complications;  duck  embryo  vaccine, 
currently  the  vaccine  of  choice,  is  free  of  such 
complications  but  is  less  potent.  The  duck 
embryo  vaccine  and  the  HEP  (high  egg  passage) 
vaccine  are  being  used  successfully  in  pre- 
exposure vaccination  of  persons  occupationally 
exposed  to  rabies. 

Schwartz,  E.,  and  Avram,  M.  M.:  Beta- 
methasone in  bronchial  asthma  and  other 
allergic  disorders;  oral  and  parenteral  therapy. 
New  York  State  J.  Med.  63:  3514  (Dec.  15) 
1963. 

In  86  patients  with  chronic  bronchial  asthma 
treated  with  oral  betamethasone  (Celestone), 
excellent  or  good  relief  was  obtained  in  78 
patients,  fair  relief  in  5,  and  no  relief  in  3.  In  96 
patients  with  various  allergic  disorders  treated 
with  parenteral  betamethasone,  symptomatic 
relief  was  excellent  in  33  patients,  marked  to 
good  in  34,  fair  to  moderate  in  11,  slight  to  poor 
in  7,  and  no  relief  in  11.  All  patients  had 
proved  refractory  to  conservative  management. 
Side-effects  were  those  associated  with  steroid 
therapy;  they  occurred  in  21  of  the  86  patients 


on  oral  betamethasone,  varying  in  incidence  and 
severity  according  to  duration  of  treatment,  and 
in  5 of  the  96  patients  on  parenteral  betametha- 
sone. 

Saland,  C.:  Rescue  breathing  and  cardiac 

massage;  field  experiences  of  the  City  of  New 
York  Fire  Department,  New  York  State  J. 
Med.  63:  3521  (Dec.  15)  1963. 

A study  was  made  of  444  cases  of  resuscitation 
of  which  331  were  rescue-breathing  cases  and 
113  were  cases  of  rescue  breathing  and  external 
cardiac  massage.  In  smoke  exposure  victims, 
rescue  breathing  was  more  effective  than  in  other 
types  of  cases  because  rescuers  were  on  the  spot 
quickly;  in  patients  with  heart  disease  the  re- 
sults were  poor,  even  with  cardiac  massage; 
and  in  victims  of  drowning  accidents,  the  results 
were  fair.  The  resuscitator  was  not  an  impor- 
tant factor  in  the  saving  of  lives.  The  role  of 
external  cardiac  massage  needs  further  study. 

Wertz,  F.  J.:  Adolescent  underachievers; 

evaluating  psychodynamic  and  environmental 
stresses.  New  York  State  J.  Med.  63:  3524 
(Dec.  15)  1963. 

In  8 adolescents,  of  whom  7 were  males,  under- 
achievement was  attributed  to  unhealthy 
parent-child  relationships  in  the  early  years  of 
life.  It  is  a psychopathologic  symptom  often 
appearing  in  adolescence  and  in  this  respect  is 
not  clinically  different  from  other  psychopatho- 
logic processes  except  in  the  superior  intelhgence 
of  the  patient.  The  clinical  diagnoses  were 
evenly  divided  between  personality  pattern  dis- 
turbance and  schizophrenia. 

Start,  K.  B.:  Relation  of  warm-up  to  spon- 

taneous muscle  injury.  New  York  State  J. 
Med.  63:  3530  (Dec.  15)  1963. 

The  so-called  pulled  or  torn  muscle  occurring 
during  exercise  in  healthy  subjects  is  thought  to 
be  due  to  spontaneous  rupture  of  a small  number 
of  muscle  fibers,  although  the  exact  causes  re- 
main to  be  determined.  However,  experimen- 
tal evidence  suggests  that,  contrary  to  popular 
belief,  the  warm-up  has  no  prophylactic  value 
in  preventing  injury. 
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Abstracts  in  Interlmgua 


Kove,  S.,  Dische,  R.  M.,  e Wroblewski,  F.: 
Diagnose  precoce  de  malformation  del  vias 
biliari  a base  del  constatation  de  irregularitates 
in  le  activitate  serai  de  transaminase  (anglese). 
New  York  State  J.  Med.  63:  3497  (15  de 
decembre)  1963. 

In  casos  de  malformation  intra-  e extrahepatic 
del  vias  biliari,  le  delineation  del  comportamento 
del  enzymas  serai  ha  rendite  possibile  un  precoce 
diagnose,  intra  le  prime  duo  o tres  septimanas 
del  vita,  i.e.  ante  le  declaration  de  cirrhosis 
hepatic.  In  tal  casos,  un  prompte  exploration 
chirurgic  es  indicate.  Le  precoce  diagnose  de 
intrahepatic  atresia  biliari  in  un  infante  e de 
malformation  del  extrahepatic  vias  in  un  altere 
esseva  obtenite  a base  de  determinationes  serial 
del  activitate  de  transaminase  in  le  sero. 

Dean,  D.  J.:  Pathogenese  e prophylaxia  de 
rabie  in  humanos  {anglese).  New  York  State 
J.  Med.  63:  3507  (15  de  decembre)  1963. 

In  le  prevention  de  rabie,  le  prompte  applica- 
tion de  un  tractamento  local  con  chloruro  de 
benzaldonium  es  essential.  Le  uso  de  sero 
anti  rabie  es  reservate  a typos  sever  de  exposition 
a causa  del  possibile  reactiones.  Istos  pote 
esser  serie.  Vaccinos  a origine  ab  tissu  nerval 
es  communmente  usate  in  le  tractamento  post 
le  exposition,  sed  illos  pote  causar  complicationes 
neurologic.  Vaccino  ab  embryones  de  anate, 
currentemente  le  vaccino  de  election,  es  libere 
de  tal  complicationes,  sed  iUo  es  minus  potente. 
Le  vaccino  ab  embryones  de  anate  e le  vaccino  a 
passage  multiple  per  ovos  es  in  uso  a bon 
successo  in  le  vaccination,  ante  le  exposition, 
de  personas  qui  es  occupationalmente  exponite 
a rabie. 

Schwartz,  E.,  e Avram,  M.  M.:  Betametha- 
sona  in  asthma  bronchial  e altere  disordines 
allergic;  therapia  oral  e parenteral  {anglese). 
New  York  State  J.  Med.  63:  3514  (15  de 
decembre)  1963. 

In  86  patientes  con  chronic  asthma  bronchial, 
tractate  con  oral  betamethasona  (Celestona), 
excellente  o bon  grados  de  alleviamento  esseva 
effectuate  in  78.  Le  alleviamento  esseva  satis 
bon  in  5 e absents  in  3.  In  96  patientes  con 
varie  disordines  allergic  tractate  con  beta- 
methasona parenteral,  le  alleviamento  sympto- 
matic esseva  excellente  in  33,  marcate  o bon  in 
34,  satis  bon  o moderate  in  11,  leve  o pauco  bon 
in  7,  e absents  in  11.  Omne  le  patientes  se 
habeva  monstrate  refractori  contra  le  tracta- 
mento conservator!.  Le  adverse  eflfectos  secun- 


dari  esseva  illos  associate  con  therapia  steroidee. 
lUos  occurreva  in  21  del  86  patientes  recipients 
le  pharmaco  per  via  oral,  con  variationes  in 
incidentia  e severitate  secundo  le  duration  del 
tractamento,  e in  5 del  96  patientes  tractate 
per  via  parenteral. 

Saland,  G.:  Respiration  e massage  cardiac  in 
le  salvamento  de  vita;  experientias  in  le 
servicio  externe  del  Departimento  de  Pumperos 
del  Citate  New  York  {anglese).  New  York 
State  J.  Med.  63:  3521  (15  de  decembre) 

1963. 

Esseva  studiate  444  casos  de  resuscitation, 
331  con  respiration  de  salvamento  e 113  con 
respiration  de  salvamento  e cardio-massage 
externe.  In  casos  de  exposition  a fumo, 
respiration  de  salvamento  esseva  plus  efficace 
que  in  altere  situationes,  in  consequentia  del 
facto  que  le  personal  de  salvamento  arrivava 
plus  rapidemente  al  scena.  In  patientes  con 
morbo  cardiac,  le  resultatos  esseva  pauco  bon, 
mesmo  quando  massage  cardiac  esseva  usate. 
In  victimas  de  necage,  le  resultatos  esseva  satis 
bon.  Le  rolo  de  cardio-massage  externe  require 
studios  additional. 

Wertz,  F.  J.:  Adolescentes  hypo-succedente; 
evalutation  de  stresses  psychodynamic  e ambi- 
ental  {anglese).  New  York  State  J.  Med.  63: 
3524  (15  de  decembre)  1963. 

In  8 adolescentes,  7 mascule,  hypo-attingi- 
mento  esseva  attribuite  a insalubre  relationes 
parente-prole  in  annos  de  basse  etate.  Isto  es 
un  symptoma  psychopathologic  frequentemente 
manifests  in  adolescentes.  In  iste  respecto  illo 
non  differs  clinicamente  ab  altere  processes 
psychopathologic,  excepte  in  le  intelligentia 
superior  del  patients.  Le  diagnoses  clinic  se 
distribueva  in  equal  partes  inter  disturbation 
del  structura  del  personalitate  e schizophrenia. 

Start,  K.  B.:  Relation  inter  le  pre-calefactura 
sportive  e spontanee  injurias  de  musculo 
{anglese).  New  York  State  J.  Med.  63:  3530 
(15  de  decembre)  1963. 

Es  opinate  que  le  tiramento  o vulsion  de 
musculo  que  occurre  in  exercitio  in  subjectos 
normal  es  le  effecto  del  ruptura  de  un  micre 
numero  de  fibras  de  musculo,  ben  que  le  exacts 
causa  remane  a determinar.  Tamen,  evidentias 
experimental  suggere  que — contrari  al  concep- 
tion popular — le  pre-calefactura  sportive  ha 
nuUe  valor  prophylactic  in  le  prevention  de 
injurias. 
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Month  in  Washington 


President  Kennedy  signed  into  law  two  bills 
providing  for  a five-year,  $594.2  million  Federal 
program  to  combat  mental  iUness  and  mental 
retardation  through  expanded  research  and 
community  treatment  centers. 

A key  feature  of  the  legislation  is  a $150 
million  program  of  grants  to  the  states  for 
construction  of  community  mental  health 
centers  for  inpatient  and  outpatient  treatment 
of  the  mentally  ill.  Administration  officials 
said  they  hoped  that  such  centers  eventually 
would  be  able  to  take  care  of  as  much  as  50  per 
cent  of  the  mentally  ill  persons  now  in  state 
mental  institutions.  One  aim  of  the  centers 
is  to  have  the  family  physician  play  a larger 
role  in  the  treatment  of  the  mentally  ill. 

The  new  law  contains  no  authority  for  F ederal 
funds  for  staffing  these  centers,  most  contro- 
versial aspect  of  the  legislation  in  Congress. 
The  American  Medical  Association  opposed  the 
staffing  provision. 

In  signing  the  biU,  President  Kennedy  an- 
nounced that  Robert  Aldrich,  Director  of  the 
National  Institute  of  Child  Health  and  Human 
Development,  will  soon  call  together  50  sci- 
entists from  this  country  and  abroad  to  plan 
research  on  premature  births. 

He  also  announced  that  the  office  of  educa- 
tion was  setting  up  a new  division  for  handi- 
capped children  and  youth  to  administer  the 
teaching  and  research  program  under  the  new 
law.  It  will  be  headed  by  Samuel  Kirk,  pro- 
fessor of  education  and  psychology  at  the 
University  of  Illinois. 

The  new  law  also  provides  $179  million  over 
three  years  for  construction  of  treatment  and 
research  facilities  for  the  mentally  retarded 
and  for  training  of  teachers  for  mentally  re- 
tarded children. 

Earlier,  President  Kennedy  had  signed  into 
law  another  part  of  the  mental  retardation 
program  that  was  approved  in  separate  legisla- 
tion by  Congress.  This  calls  for  $355  million  to 
increase  Federal  aid  in  fighting  mental  retarda- 
tion through  improved  maternal  and  child 
care.  The  five-to-seven-year  program  includes 
a plan  to  provide  preventive  medical  care  for 
low-income  mothers  with  a high  risk  of  giving 
birth  to  retarded  children. 

* * * 

The  Food  and  Drug  Administration  issued 
the  final  orders  on  how  it  will  carry  out  the  new 
drug  law’s  provisions  covering  ethical  drug 
advertising.  The  Federal  agency  agreed  to 
modify  most  of  the  proposed  regulations  that 
the  drug  companies  had  protested. 

One  previously  disputed  section  of  the  regula- 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


tions  was  felt  by  the  companies  possibly  to 
require  the  prepublication  submission  to  F.D.A. 
of  advertising  for  virtually  all  important  new 
drugs.  The  F.D.A.  revised  the  regulation  to 
require  “prior  approval’’  of  advertisements  by 
the  F.D.A.  only  if  the  agency  or  the  sponsor  of 
the  drug  receives  information  not  widely  publi- 
cized in  medical  literature  that  use  of  the  drug 
may  cause  fatalities  or  serious  damage. 

Another  issue  raised  concerned  sections  of 
the  regulations  relating  to  “fair  balance’’  and 
“relative  prominence”  of  information  on  effec- 
tiveness and  precautions  in  use  of  prescription 
drugs  in  advertising  copy  and  layouts. 

F.D.A.  assured  the  industry  that  the  regula- 
tions will  not  prohibit  use  of  graphic  presenta- 
tions, headlines,  or  other  “advertising  tech- 
niques.” The  regulations,  as  now  clarified  by 
the  agency,  will  not  require  equal  divisions  of 
space,  word  counts,  headlines,  illustrations,  and 
so  forth.  On  the  other  hand,  the  regulation 
will  require  that  statements  about  precautions 
for  use  of  drugs  be  presented  in  type  and  format 
to  insure  adequate  prominence  and  reada- 
bility. 

An  additional  question  concerned  an  ap- 
parent requirement  that  advertisements  must 
list  side-effects  and  contraindications  for  all 
common  uses  of  a given  drug,  even  if  some  of  the 
uses  are  not  referred  to  in  the  advertisement. 
In  a clarifying  statement,  F.D.A.  said,  in  effect, 
that  the  nonrecommended  uses  need  not  be 
mentioned  in  most  instances — that  since  side- 
effects  depend  for  the  most  part  on  duration  of 
use,  size  of  dosages,  or  class  of  patients,  it  is 
appropriate  that  the  side-effects  be  disclosed 
only  as  related  to  these  factors.  The  drug 
firms  said  this  served  to  remove  their  principal 
concern  on  this  point. 

Another  issue  involved  in  the  new  drug  law 
is  a section  of  the  regulations  which  would  re- 
quire that  the  established  or  generic  name  of 
a drug  must  accompany  each  separate  mention 
of  the  drug’s  proprietary  or  brand  name  in 
an  advertisement  and  in  labeling.  The  drug 
firms  maintained  in  a Federal  court  suit  that 
these  regulations  go  beyond  the  F.D.A.’s 
statutory  authority,  since  the  statute  requires 
only  that  established  names  of  prescription 
drugs  be  printed  in  labeling  and  advertising 
“prominently  and  in  type  at  least  half  as  large 
as  that  used  for  any  proprietary  name.” 

♦ * * 

The  Food  and  Drug  Administration  was 
reorganized  to  upgrade  the  scientific  aspects  of 
the  agency’s  work. 

The  new  setup  adopts  major  features  from 
recommendations  of  a citizens’  advisory  com- 
mittee report  in  October,  1962. 
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Health,  Education,  and  Welfare  Secretary 
Anthony  Celebrezze  said  that  “an  important 
feature  of  the  reorganization  is  the  upgrading 
of  the  scientific  fimctions.  I expect  the  re- 
organization to  improve  F.D.A.  operations  all 
along  the  line  . . 

An  important  feature  of  the  reorganization 
will  be  the  appointment  of  a National  Advisory 
Council  to  F.D.A.  It  will  advise  the  Adminis- 
tration on  national  needs  and  the  effectiveness 
of  program  policies. 


A new  associate  commissioner,  who  will  be 
a scientist,  will  give  leadership  from  the  Office 
of  the  Commissioner  to  the  programs  and  func- 
tions having  to  do  with  medicine,  science,  and 
research. 

Two  new  bureaus  with  scientific  activities 
were  established — a Bureau  of  Scientific  Re- 
search, supporting  F.D.A.’s  basic  mission  of 
consumer  protection,  and  a Bureau  of  Sci- 
entific Standards  and  Evaluation,  which  will 
handle  safety  clearance  fimctions. 


Redway 

Medal 


The  third  Laurance  David  Redway  Medal  wiU  be  awarded  at  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York  which  will  be  held  in 
New  York  City,  February  10  to  14,  1964. 

A gold  medal  and  cash  prize  of  $500  in  memory  of  the  late  editor  of  the  New 
York  State  Journal  of  Medicine  is  awarded  annually  for  the  article 
judged  to  be  the  most  outstanding  of  those  which  appeared  in  the  Journal 
during  the  previous  year. 

Every  Journal  subscriber  is  invited  to  send  his  nomination  to  the  editor  of  the 
Journal  for  the  best  article  which  appeared  in  the  Journal  in  1963,  giving 
brief  reasons  for  the  choice. 

Nominations  must  reach  the  editor  by  December  31,  1963.  They  should  be 
addressed  to  William  Hammond,  M.D.,  Editor,  New  York  State  Journal  of 
Medicine,  750  Third  Avenue,  New  York,  New  York,  10017. 
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Letters  to  the  Editor 


Repository  injections  for  hay  fever 

To  the  Editor:  Samuel  J.  Prigal,  M.D.,  has  ex- 
pressed his  opinions  about  repository  injections 
for  the  treatment  of  hay  fever  in  a signed  edi- 
torial in  the  Journal,'  rather  than  in  the  panel 
discussion  of  which  he  was  chairman,  published 
in  the  same  issue.  Since  this  precluded  discus- 
sion of  his  views  by  panelists  who  might  have 
taken  exception,  I would  appreciate  the  oppor- 
tunity to  comment  briefly. 

The  general  message  which  Dr.  Prigal  has 
communicated  through  his  editorial  is  that  the 
dangers  or  possible  complications  from  the  use 
of  emulsions  are  nonexistent,  or,  at  most,  in- 
consequential, and  that  admonitions  and  warn- 
ings to  the  contrary  come  “from  the  uninitiated.” 
He  states  that  no  allergist  has  discarded  this 
treatment  to  his  knowledge. 

Whether  or  not  emulsion  therapy  is  as  effec- 
tive as  aqueous  therapy  is  not  an  issue.  On  the 
basis  of  most  of  the  few  double-blind  studies 
that  have  been  carried  out,  the  indications  are 
that  emulsion  therapy  is  effective  and  may  well 
be  as  effective  as  aqueous  therapy.  However, 
many  highly  competent  workers — and  not  “the 
uninitiated” — are  concerned  with  possible  ad- 
verse effects  including  nodule  and  cyst  forma- 
tion of  which  Dr.  Prigal  has  made  so  light.  He 
refers  to  these  as  “nonallergic  reactions,”  though 
whether  they  are  allergic  or  nonallergic  has  yet 
to  be  established.  Furthermore,  the  develop- 
ment of  immediate  and  delayed  types  of  hyper- 
sensitivity following  injections  of  emulsion  ex- 
tract in  previously  nonallergenic  individuals  has 
been  reported.®  The  significance  of  these  reac- 
tions has  yet  to  be  determined,  and  until  it  is, 
circumspection  about  the  use  of  emulsions  seems 
justified. 

Most  disturbing  about  Dr.  Prigal’s  editorial 
was  his  suggestion  that  patients’  subjective  reac- 
tions may  be  more  “determinative”  than  objec- 
tive observations  by  the  clinician.  Nothing 
could  be  further  from  the  truth.  A patient’s 
subjective  response  is  dependent  on  a wide 
variety  of  factors,  only  one  of  which  may  be  the 
therapy  in  question.  Indeed,  not  the  least  im- 
portant contribution  of  repository  therapy  has 


Reply  by  Author 

To  the  Editor:  Dr.  Dworetzky  has  apparently 

misinterpreted  the  editorial  written  by  me  since 


been  to  stimulate  objective  evaluation  of  so- 
caUed  hyposensitization  therapy,  whether  with 
repository  or  with  the  more  traditional  aqueous 
extract,  through  proper  experimental  design, 
including  double-blind  studies.  While  such 
studies  have  not  been  unknown  in  the  past,  they 
were  few  and  far  between,  most  allergists  being 
content  with  Dr.  Prigal’s  criterion  of  the  pa- 
tient’s subjective  response.  By  dismissing  in 
such  casual  fashion  these  serious  efforts  to  raise 
the  level  of  our  specialty.  Dr.  Prigal  has  done  a 
disservice.  ; 

Finally,  those  who  have  read  Dr.  Prigal’s 
editorial  should  also  read  the  discussion  by 
Hyman  L.  Naterman,  M.D.,  who  represented 
the  negative  side  of  a panel  on  “Pros  and  Cons 
of  Repository  Injection  Therapy  in  the  Practice 
of  Allergy.”’  William  B.  Sherman,  M.D.,  the 
moderator,  introduced  Dr.  Naterman  by  stating 
that  he  had  been  working  with  emulsions  and 
various  forms  of  modified  extracts  for  twenty- 
five  years  and  has  great  experience  in  this  field,  | 
so  that  he  could  hardly  be  called  “uninitiated.” 
Dr.  Naterman  pointed  out  that  this  method  is  1 
stni  to  be  considered  experimental.  Many 
others,  including  the  undersigned,  would  agree 
with  him. 

The  general  tone  of  Dr.  Prigal’s  editorial  im- 
plies that  those  who  do  not  hurry  aboard  the 
band  wagon  of  repository  therapy  are  behind 
the  times.  It  is  suggested  that  some  of  them 
may  be  merely  more  critical  and  feel  that  the 
best  interests  of  the  patient  will  be  served  ulti- 
mately by  serious,  well-controlled  studies  and 
allowing  sufficient  time  for  both  risks  and  bene- 
fits to  be  appraised  properly. 

Murray  Dworetzky,  M.D. 

New  York  City 

1.  Prigal,  S.  J.:  Repository  injections  for  hay  fever  (edi- 
torial), New  York  State  J.  Med.  63:  514  (Feb.  15)  1963. 

2.  Patterson,  R.,  Pruzansky,  J.  J.,  and  Feinberg,  S.  M.; 
Studies  on  reactions  of  human  allergic  serum  with  protein 
antigens.  I.  Methods  of  passive  immune  elimination  and  gel  I 
diffusion  autoradiography,  J.  Allergy  33  : 236  (May-June)  | 
1962. 

3.  Prigal,  S.  J.,  et  al.:  Pros  and  cons  of  reix>sitory  injec- 
tion therapy  in  the  practice  of  allergy.  New  York  State  J.  i 
Med.  63:  558  (Feb.  15)  1963. 


evaluation  made  by  the  patient  over  the  objec- 
tive evaluation  of  the  physician.  The  key  sen- 
tence reads:  “Perhaps  the  patient’s  ‘subjec- 

tive’ reaction  will  in  the  long  run  be  more 
he  indicates  that  I have  endorsed  the  subjective 
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determinative  than  the  ‘objective’  evaluation 
of  the  allergist  as  to  which  therapeutic  pro- 
cedure will  prevail.”  This  does  not  indicate 
that  I prefer  subjectivity  to  objectivity  and  that 
I don’t  believe  in  controlled  testing.  By  the 
use  of  the  word  “perhaps”  I was  speculating  but 
not  endorsing.  I was  also  commenting  on  the 
unusual  and  striking  phenomenon,  witnessed  by 
all  the  panehsts,  of  patients  asking  for  reposi- 
tory injections  despite  adverse  reactions.  To 
them  these  were  preferable  to  all  the  trouble  en- 
tailed in  weekly  visits  to  the  doctor.  Ap- 
parently they  also  felt  that  they  were  being 
benefited.  This  phenomenon  the  doctor  cannot 
ignore  even  though  it  be  “subjective.” 

Dr.  Dworetzky  is  well  aware  of  the  difficulties 
in  making  objective  observations  in  the  treat- 
ment of  hay  fever.  There  is  no  known  test  or 
observations  which  can  be  utilized  objectively; 
determination  of  blocking  or  neutralizing  anti- 
body titre  has  failed  us  completely.  We  are 
therefore  forced  even  in  the  best  of  controlled 
studies  to  rely  on  the  subjective  report  of  the 
patient.  I am  not  happy  about  this  but  it  is  a 
fact  and  we  must  face  it. 

Dr.  Dworetzky  considers  himself  to  be  “objec- 
tive” because  he  carried  out  a three-year  double- 
blind study.  The  study,  as  reported  in  abstract 
form  for  the  Academy  meetings,  began  with  44 
patients  and  ended  with  9 and  10  for  each 
group  by  the  third  year.  The  emulsions  were 
not  standardized  and  in  the  first  year  variable 
dosages  were  given.  Admirable  as  the  approach 
may  have  been,  the  series  was  much  too  small 
and  too  many  variables  introduced  to  arrive  at 
any  valid  conclusions. 

Like  any  cautious  physician  I have  a healthy 
skepticism  towards  any  revolutionary  change  in 
therapy.  My  views  on  repository  injections 
were  not  favorable  when  first  introduced.  They 
have  changed  with  time,  from  complete  opposi- 
tion (1947)  to  cautious  skepticism  (1959), ^ and 
finally,  after  deliberation,  observation,  re- 
search, and  good  clinical  experience,  to  its  tenta- 
tive acceptance  as  a useful  therapeutic  pro- 
cedure. 

As  the  editorial  indicates,  the  major  fears  of 
anaphylactic  reaction  and  carcinogenesis  have 
been  largely  dissipated  and  in  the  eyes  of  many 
allergists  including  Dworetzky  and  myself  the 
procedure  has  proved  effective.  Admittedly, 
there  are  still  obstacles  to  hurdle — the  fear  of 
inducing  new  hypersensitivities  and  the  produc- 
tion of  undesirable  nodules  and  cysts.  I do  not 
believe  we  need  be  overly  concerned  about 
hypersensitivity  as  disclosed  by  the  investiga- 
tions of  Feinberg’s  groups  since  Heggie,  Craw- 
ford, and  Miller^  in  a much  larger  series  failed 
to  demonstrate  it.  Furthermore,  we  constantly 
induce  delayed  sensitivity  in  the  process  of  vac- 
cination against  smallpox  and  are  not  con- 
cerned thereby.  I do  agree,  however,  that  we 
ought  to  treat  only  with  allergens  to  which  the 
patient  is  proved  to  be  allergic. 

Turning  to  the  problem  of  nodules  and  cysts, 
I have  already  indicated  the  patient’s  reaction; 
they  prefer  them  to  weekly  injections.  How 
troublesome  are  they?  I reported  no  cysts  at 


the  symposium  but  since  then  have  experienced 
cysts  in  two  patients  (in  one  of  them  twice)  in 
over  3,000  injections.  I have  therefore  dis- 
continued the  use  of  adjuvants  in  these  two  in- 
stances. How  often  in  practice  do  we  have  to 
discontinue  a medication  or  procedure  unsuita- 
ble for  a given  patient?  Do  we  then  declare  the 
procedure  as  “experimental  and  not  accepta- 
ble?” Must  we  give  up  the  repository  pro- 
cedure altogether  because  of  an  occasional  cyst 
(as  I have  experienced  it)?  Would  it  not  be 
better  to  look  for  the  cause  or  causes  and  try  to 
eliminate  the  cysts?  This  is  the  course  I am 
now  following  since  I find  the  procedure  to  be 
effective. 

The  nodules  encountered  are  not  troublesome 
in  my  practice.  This  may  be  due  to  the  use  of 
a modified  emulsion.^  When  these  nodules 
occur  they  may  persist  for  weeks  or  months  hut 
ultimately  disappear.  Perhaps  they  are  a neces- 
sary part  of  the  treatment,  since  McKinney 
and  Davenport^  have  shown  that  the  inflam- 
matory response  is  an  essential  part  of  the 
Freund  adjuvant  effect.  We  can  perhaps  reduce 
them  by  changes  in  the  emulsifier,  since  Arlacel 
is  irritating.®  Possibly  smaller  volumes  need  be 
given.  My  own  investigations  also  indicate  that 
simple  hydrocarbons  found  in  mineral  oil  are 
irritating  when  injected  into  animals  and  man.’ 
At  any  rate,  these  nodules  are  irritative  but  not 
allergic  reactions.  They  will  also  vary  with  the 
material  emulsified;  Resprogen,  influenza  vac- 
cine, house  dust,  and  mold  extracts  are  more 
apt  to  produce  them. 

Dr.  Dworetzky’s  endorsement  of  Dr.  Nater- 
man’s  stand  in  opposition  to  repository  injec- 
tion therapy  needs  to  be  challenged.  Without 
minimizing  Naterman’s  pioneering  efforts,  it 
should  be  pointed  out  that  his  major  objec- 
tions, as  raised  in  the  symposium,  were  theo- 
retic and  not  based  on  fact  or  experience  with  re- 
pository injections.  Technically,  the  emulsions 
employed  today  are  far  superior  to  those  used 
earher;  even  the  emulsions  as  made  by  Freund, 
the  father  of  adjuvant  injections,  would  prove 
to  be  inadequate  today  for  therapy.  The  failure 
to  appreciate  this  indicates  inadequate  under- 
standing of  the  positive  role  emulsion  chemistry 
is  playing  in  the  development  of  the  repository 
procedure.  It  is  chemistry  which  is  making  the 
difi’erence  between  success  and  failure. 

The  reference  to  Dr.  Naterman  as  an  au- 
thority is  incongruous  with  Dr.  Dworetzky’s 
own  behavior.  Dr.  Naterman,  on  theoretic 
grounds,  predicted  clinical  failure  and  dire 
consequences  from  the  use  of  the  repository  pro- 
cedure— and  yet  Dr.  Dworetzky  did  not  heed 
his  own  authority  and  in  his  study  found  the 
procedure  effective  and  without  any  dire  conse- 
quences. Since  he  was  not  guided  by  Dr. 
Naterman  why  should  I or  anyone  else  be? 

A background  in  chemistry  as  well  as  an 
interest  in  allergy  have  led  me  into  research  of 
the  technical  and  clinical  aspects  of  repository 
injection  therapy.  During  the  past  few  years 
new  machinery  has  been  developed,*  reducing 
the  time  for  making  emulsions  from  hours  to 
minutes,  without  the  need  for  re-emulsification 
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prior  to  injection;  new  emulsifiers  have  been 
introduced;  allergens  have  been  modified  and  a 
simple  safety  spot  test  for  evaluation  of  emul- 
sions developed;  ^ the  need  for  microscopic 
examination  of  the  emulsion  prior  to  injection 
has  been  eliminated;®  emulsions  for  an  entire 
season’s  treatment  now  can  be  made  in  advance 
and  these  have  proved  safe  and  effective;® 
emulsions  of  influenza  vaccine  in  a metaboliza- 
ble oil  have  been  made  and  tested  in  animals; 
an  emulsion  of  an  endotoxin  was  developed  in 
which  lethal  doses  of  this  agent  were  successfully 
given  to  mice,  inducing  in  them  high  and  pro- 
longed resistance  against  such  lethal  chal- 
lenges as  staph  infection  and  a sarcoma  im- 
plant. 1® 

Much  of  this  work  was  presented  at  an  open 
meeting  to  which  Dr.  Dworetzky  was  invited. 
It  is  regrettable  that  he  did  not  attend — he 
would  have  found  it  informative. 

Samuel  J.  Prigal,  M.D. 

New  York  City 
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Redway 

Medal 


The  third  Laurance  David  Redway  Medal  will  be  awarded  at  the  Annua 
Meeting  of  the  Medical  Society  of  the  State  of  New  York  which  will  be  held  in 
New  York  City,  February  10  to  14, 1964. 

A gold  medal  and  cash  prize  of  $500  in  memory  of  the  late  editor  of  the  New 
York  State  Journal  of  Medicine  is  awarded  annually  for  the  article 
judged  to  be  the  most  outstanding  of  those  which  appeared  in  the  Journal 
during  the  previous  year. 

Every  Journal  subscriber  is  invited  to  send  his  nomination  to  the  editor  of  the 
Journal  for  the  best  article  which  appeared  in  the  Journal  in  1963,  giving 
brief  reasons  for  the  choice. 

Nominations  must  reach  the  editor  by  December  31,  1963.  They  should  be 
addressed  to  William  Hammond,  M.D.,  Editor,  New  York  State  Journal  of 
Medicine,  750  Third  Avenue,  New  York  10017,  New  York. 
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Books  Reuieived 


Pediatric  Surgery.  By  Orvar  Swenson,  M.D. 
Second  edition.  Quarto  of  779  pages,  illus- 
trated. New  York,  Appleton-Century-Crofts, 
1962.  Cloth,  $20. 

It  is  really  a pleasure  to  observe  how  clearly  a 
competent  author  can  present  a subject  with 
many  highly  technical  advances. 

The  same  inquiring  mind  that  produced  the 
present  approach  to  Hirschsprung’s  disease  is 
apparent  throughout  the  book.  Even  common- 
place conditions  such  as  phimosis  are  reevalu- 
ated and  the  common  misunderstanding  about 
the  foreskin  of  the  newborn  is  explained. 

A tremendous  personal  experience  is  evident 
throughout,  particularly  in  some  of  his  hints  for 
diagnosis.  The  illustrations  are  timely,  plenti- 
ful, and  helpful  for  better  understanding.  The 
language  is  lucid.  In  addition  to  general 
pediatric  surgery,  urologic  surgery,  fractures 
and  cardiac  surgery  are  also  covered. 

The  greatest  advances  in  the  past  decade  have 
been  in  cardiac  surgery.  The  original  heart 
surgery  was  done  on  the  periphery  of  the  heart 
but  only  recently  has  the  field  of  intracardiac 
surgery  been  opened  with  the  aid  of  the  heart 
lung  machine.  This  second  edition  has  a com- 
plete revision  of  the  chapter  dealing  with  con- 
genital heart  lesions  amenable  to  surgery. 

The  detailed  description  and  illustration  of 
binding  an  umbilical  protrusion  (a  procedure  of 
doubtful  merit)  can  easily  be  omitted  from  this 
book. 

This  is  a valuable  addition  to  the  libraries  of 
general  practitioners,  pediatricians,  and  sur- 
geons.— Philip  J.  Kozinn,  M.D. 

Medicine  and  the  State.  By  Matthew  J. 
Lynch,  M.D.,  and  Stanley  S.  Raphael,  M.B. 
Octavo  of  449  pages.  Springfield,  Charles  C 
Thomas,  1963.  Cloth,  $9.75. 

In  this  day  of  rapid  change  in  the  financial 
relationships  surrounding  and  affecting  the  prac- 
tice of  medicine,  it  behooves  all  physicians  to  be 
aware  of  these  developments. 

Of  course  only  a small  number  are  really  in- 
terested in  the  variety  of  plans  and  procedures 
followed  in  other  lands  for  many  years.  It 
makes  interesting  reading  and  gives  one  fruit 
for  thought  when  one  ponders  how  far  any  one 
of  such  varying  methods  wiU  prevail  in  our 
country. 

Certainly  we  have  come  a long  way  from  the 
day  of  the  “lodge”  and  union  doctor  to  the 
present  widespread  growth  of  insurance  schemes 
in  their  attempt  to  cover  the  needs  of  disease  and 
accident  protection.  It  is  the  latter  conception, 
not  the  usual  terminology  used,  “health  in- 
surance,” which  should  be  employed. 

This  book  is  valuable  for  study  and  reference 


to  those  particularly  interested  in  the  growth  of 
insurance  programs,  under  development  by 
labor,  by  industry,  and  by  government. 

For  its  excellent  discussion  of  medical  care 
in  its  broadest  social  and  economic  aspects,  this 
book  is  well  recommended. — Benjamin  Bern- 
stein, M.D. 

Handbook  of  Ocular  Therapeutics  and 
Pharmacology.  By  Philip  P.  EUis,  M.D.,  and 
Donn  L.  Smith,  M.D.  Octavo  of  193  pages. 
St.  Louis,  The  C.  V.  Mosby  Company,  1963. 
Cloth,  $8.50. 

In  the  preface  the  authors  with  tongue  in 
cheek  hint  that  the  book  was  a satisfaction  to 
their  ego  and  to  the  medical  school.  This  re- 
viewer is  happy  to  state  that  it  not  only  should 
do  both  credit  but  that  it  should  be  a very  satis- 
factory reference  book  for  ophthalmologists.  It 
discusses  practically  all  conditions  that  may 
beset  the  eye  and  what  should  be  especially 
helpful  to  the  practicing  ophthalmologist  is  its 
extremely  good  section  on  the  drugs  that  might 
be  used.  The  drugs  are  discussed  concisely  but 
completely,  giving  the  indication,  contraindica- 
tions, and  dosages. 

This  book  should  be  on  the  shelf  of  every  prac- 
ticing ophthalmologist. — Daniel  Kravitz, 

M.D. 

An  Atlas  of  Hemodynamics  of  the  Cardio- 
vascular System.  By  Howard  L.  Moscovitz, 
M.D.,  Ephraim  Donoso,  M.D.,  Ira  J.  Gelb, 
M.D.,  and  Robert  J.  Wilder,  M.D.  Octavo  of 
277  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1963.  Cloth,  $11.75. 

This  team  of  four  authors  is  especially  capable 
in  the  field  of  cardiovascular  hemodynamics. 
Besides,  they  have  employed  a somewhat  un- 
usual format  in  their  text.  The  wide  scope  of 
cardiovascular  dynamics  has  been  presented 
profitably  by  combining  a representative  illus- 
tration with  a concise  discussion  of  a basic 
hemodynamic  concept.  This  places  it  in  the 
middle  ground  between  the  lengthy  descriptions 
found  in  classical  textbooks  of  cardiology  and 
the  traditional  atlas  which  is  generally  restricted 
to  illustrations  with  captions  only.  Consider- 
able emphasis  has  been  placed  on  experiments 
with  dogs  having  simulated  cardiac  lesions 
rather  than  on  clinical  heart  disease.  This  has 
had  the  distinct  advantage  of  permitting  analy- 
sis of  acute  alterations  in  valvular  lesions  and 
arrhythmias  which  would  not  be  possible  in 
human  subjects. 

The  correlation  of  pressure,  sound,  and  angio- 
graphic observations  have  been  employed 
wherever  possible.  A wide  range  of  topics  has 
thus  been  illustrated.  Included  are  the  dynam- 
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ics  and  angiography  of  the  normal  heart,  con- 
genital and  acquired  valvular  and  septal  defects, 
coronary  and  pericardial  diseases,  and  hypo- 
thermia, flow  murmurs,  and  the  atrial  heart 
sound.  More  often  than  not,  the  excellent  il- 
lustrations serve  as  springboards  for  the  presen- 
tation of  either  a basic  hemodynamic  problem  or 
the  recent  concept  of  cardiac  pathophysiology. 

The  great  attraction  of  this  book  lies  with  the 
illustrations  (125).  They  are  generally  very 


Rheumatic  minks? 


A beautiful  mink  coat  is  probably  the  most 
important  status  symbol  in  the  ever-changing 
standards  that  govern  the  female  world,  but  the 
tiny  little  animal  that  donates  his  hide  to  milady 
may  soon  play  a much  more  important  role  in 
basic  medical  research. 

Bernard  M.  Wagner,  M.D.,  professor  and 
chairman  of  the  Department  of  Pathology  at 
New  York  Medical  College,  and  R.  W.  Leader, 
M.D.,  of  Washington  State  University,  have 
been  working  with  an  illness  of  mink  known  as 
“Aleutian  Disease.”  Their  findings,  as  re- 
ported to  the  American  Heart  Association,  may 
shed  new  light  on  the  cause  and  mechanism  of 
some  of  the  so-called  connective  tissue  diseases 
of  man,  a group  that  includes  rheumatoid 
arthritis,  one  of  the  most  important  unsolved 
human  maladies. 

Over  the  last  several  years,  mink  ranchers 
have  reported  that  Aleutian  Disease  was  con- 


clear. This  is  not  an  encyclopedia  since  all 
graphic  studies  were  performed  by  the  authors 
themselves.  The  bibliography  consisting  of 
336  references  is  concerned  mainly  with  classical 
papers  on  recent  provocative  communications. 
The  index  is  complete. 

This  text  is  highly  recommended  to  medical 
students  and  chnical  cardiologists,  and  especially 
to  investigators  active  in  cardiovasciilar  re- 
search.— Nathaniel  E.  Reich,  M.D. 


tagious,  and  laboratory  workers  proved  that 
the  ailment  was  caused  by  an  agent  resembling  a 
virus.  The  role  of  the  mink  is  particularly  in- 
teresting since  one  of  the  most  recent  theories 
about  rheumatoid  arthritis  is  that  it  may  be 
caused  by  a virus. 

The  possibility  that  Aleutian  Disease  may 
help  in  advancing  understanding  of  the  human 
disease  came  into  sharper  focus  as  the  charac- 
teristics of  the  mink  illness  were  defined  more 
completely.  The  possible  hereditary  pre-dis- 
position, arterial  and  kidney  involvement,  the 
tremendous  rise  in  serum  globulin,  and  possible 
involvement  of  a virus  as  the  causative  agent 
intrigued  researchers  working  in  immimology 
and  cardiovascular  diseases. 

Wagner  and  Leader  have  conducted  a series 
of  chemical  tests  on  mink  and  human  tissues 
which  show  many  points  of  similarity  in  the 
damaged  blood  vessels,  kidneys,  and  other 
organs  of  mink  with  Aleutian  Disease  and  per- 
sons with  connective  tissue  diseases.  The  re- 
searchers hope  to  study  the  effects  of  diseased 
human  tissues  when  injected  into  mink. 
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extractor  with,  2649 

Caustic  esophageal  trauma,  steroids,  antibiotics,  and  early 
esophagoscopy  in,  2960 

Celestone:  betamethasone  in  bronchial  and  other  allergic 
disorders;  oral  and  parenteral  therapy,  3514 
Cellulose,  regenerated  oxidized,  experience  with,  2639 
Cerebral  lesion,  myxoma  of  left  auricle  presenting  signs  of, 
3136 
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Cerebrovascular  Accidents  as  the  Initial  Major  Manifesta- 
tion of  Lupus  Erythematosus  (Silverstein),  2942 
Cerebrovascular  insuflSciency,  clinical  circulation  test  for, 
2083 

Cervix:  current  status  of  re^onal  chemotherapy  [Recent 
Advances  in  Medicine  and  Surgery],  part  II:  results,  2518 
Chagas*  disease;  human  Trypanosomatidae  [Tropical  Medi- 
cine for  Temperate  Climates] , II,  3282 
Changing  Trends  in  Mortality  in  New  York  State  (Chase), 
2958 

Charcot-Marie-Tooth  disease:  association  of  parkinsonism 
and  other  neurologic  disorders,  2088 
Chemical,  biologic,  and  radiologic  defense,  pinpointing 
physician’s  role  in  [Disaster  Medical  Care],  2129 
Chemotherapy,  regional,  current  status  of  [Recent  Advances 
in  Medicine  and  Surgery],  part  I:  technics,  2359;  part  II: 
results,  2518 

Chemotherapy:  treatment  of  advanced  breast  cancer  by 
hvpophysectomy,  2191 

Children  with  emotional  disturbance,  chlordiazepoxide  in 
treatment  of,  3388 

Children,  young,  health  supervision  of,  in  New  York  City, 
3255 

Chlordiazepoxide  in  Treatment  of  Children  with  Emotional 
Disturbance  (Krakowski),  3388 
Chloroquine  and  hydroxychloroouine,  side-effects  of;  reults 
of  comparative  study  in  vivo,  3111 
Chlornropamide:  place  of  oral  antidiabetic  therapy  [Diabetes 
Mellitus]  (New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals)  (Symposium),  1916 
Choice  of  Treatment  in  Cancer  of  Thoracic  Esophagus 
(Gordon),  3384 

Cholangitis:  obstructive  jaundice  [Clinicopathologic  Con- 
ference], 2661 

Cholangitis:  obstructive  jaundice  in  young  man  [Clinico- 
pathologic Conference],  2984 

Cholelithiasis:  obstructive  jaundice  [Clinicopathologic 

Conference],  2661 

Cholera  [Tropical  Medicine  for  Temperate  Climates] 
(CahiU),  2672 

Cholesterol:  disturbed  fat  metabolism  [Diabetic  Retinop- 

athy] (State  University  of  New  York  Upstate  Medical 
Center  in  Syracuse),  2786 

Cholesterol:  multiple  and  reversible  toxic  effects  of  triparanol, 
2560 

Chronic  Ulcerative  Colitis  at  a Medical  Center  in  Western 
New  York  State;  Complications  and  Course  (Kelley), 
2061 

Circulation,  peripheral,  in  diabetic  neuropathy,  plethysmo- 
graohic  study  of,  2076 

Circulation  test,  clinical,  for  cerebrovascular  insufficiency, 
2083 
Cirrhosis 

alcoholism,  ascites,  and  atrial  fibrillation  [Clinicopathologic 
Conference],  2105 

autoantibodies  in  diseases  of  unnroved  etiology,  3368 
bloody  vomitus  [Correlation  Conferences  in  Radiology 
and  Pathology],  2676 

early  diagnosis  of  biliary  tract  malformation  by  serum 
transaminase  patterns,  3497 

newer  acidifying  agents  and  mercurial  diuretics  in  treat- 
ment of  refractory  edema,  2355 
splenomegaly  and  hypersplenism  pre-  and  post-portacaval 
shiint,  2631 

swelling  of  abdomen  [Clinicopathologic  Conference],  3269 
Civil  Defense:  see  Disaster  Medical  Care  (Series) 

Clinical  Anesthesia  Conference  (Series),  2124,  2679 
Clinical  Circulation  Test  for  Cerebrovascular  Insufficiency 
(Goldstein),  2083 

Clinical  Management  of  Intra-  and  Extrahepatic  Obstructive 
Jaundice;  Problems  and  Approaches  [Albert  F.  R. 
Andresen  Memorial  Lecture]  (Ingegno,  Langsam,  and 
Fierst),  3241 

Clinicopathologic  Conference  (Series),  1955,  2105,  2233, 
2383,  2535,  2661,  2808,  2984,  3116,  3269,  3543 
Colitis,  chronic  ulcerative,  at  medical  center  in  Western 
New  York  State;  comnlications  and  course,  2061 
Colon,  gallstone  obstruction  of,  2400 

Commitment  to  Medicine — Faculty  and  Students  (Rosen- 
baum), 2276 

Complete  Atrioventricular  Block  Complicating  Acute 
Myocardial  Infarction;  Response  to  Corticosteroid 
Therapy  (Grieco  and  Andreae),  2253 
Conception:  nroblems  in  sexual  development;  endocrinologic 
and  psychologic  aspects,  2348 

Congenital  Hereditary  Nephritis  with  Nerve  Deafness 
(Schneider),  2644 

Congenital  Hypoplasia  of  the  Kidney  (Oginbene),  3415 
Contact  Ulcer  of  the  Larynx  [Voice  Problems  and  Laryngeal 
Pathology]  (Symposium  and  Panel  Discussion)  (Brewer), 
3100 

Correlation  Conferences  in  Radiology  and  Pathology  (Series), 
2116,  2397,  2676,  2995,  3278,  3554 
Corrosives,  fatalities  due  to  ingestion  of  [Accidental  Chemi- 
cal Poisonings],  1969 

Corticoids,  treatment  with,  with  complete  remission;  poly- 
arteritis nodosa  and  hypertension,  2263 
Corticosteroid  therapy,  response  to;  complete  atrioventricu- 
lar block  complicating  acute  myocardial  infarction,  2253 
Current  Perspectives  on  Hypnosis  in  Obstetrics  (Spiegel), 
2933 

Current  Status  of  Regional  Chemotherapy  [Recent  Ad- 


vances in  Medicine  and  Surgery]  (Lawrence),  part  I: 
technics,  2359;  part  II:  results,  2518 
Current  Status  of  Surgery  for  Esophageal  Hiatal  Hernia, 
Peptic  Esophagitis,  and  Inflammatory  Structure  [Recent 
Advances  in  Medicine  and  Surgery]  (Bowers),  2220 
Cutaneous  Diagnosis  of  Dermatomyositis,  Lupus  Erythema- 
tosus, and  Scleroderma  [Cutaneous  Manifestations  of 
Systemic  Disease]  (Symposium)  (Winkelmann),  I,  3070 
Cutaneous  Manifestations  of  Systemic  Disease  (Symposium), 

I.  3063;  II,  3213 

Cutaneous  Manifestations  in  Lymphomas  [Cutaneous  Mani- 
festations of  Systemic  Disease]  (Symposium)  (Fromer  and 
Geokas),  II,  3222 

Cutaneous  Manifestations  of  Some  Metabolic  Diseases 
[Cutaneous  Manifestations  of  Systemic  Disease]  (Sym- 
posium) (Goldman),  II,  3228 

Cutaneous  Manifestations  of  Systemic  Genetic  Diseases 
[Cutaneous  Manifestations  of  Systemic  Disease]  (Sym- 
posium) (Bloom),  I,  3070 

Cyclopropane:  effect  of  radiation  on  response  to  anesthetic 
agents,  1943 

Cyst:  dull  pain  and  mass  in  abdomen  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  3278 
Cystinuria  (Gonick),  3560 

DDT  and  asoirin  intoxications,  fatalities  due  to  [Accidents 
Chemical  Poisonings],  3139 

Deafness,  modern  treatment  of  [Recent  Advances  in  Medi- 
cine and  Surgery],  1951 

Deafness,  nerve,  congenital  hereditary  nephritis  with.  2644 
Death  associated  with  anesthesia,  monitors  and  prevention  of, 
3233 
Delivery 

preliminary  report  of  use  of  vacuum  extractor  with  caudal 
anesthesia,  2649 

psychologic  experience  of  labor,  2923 

term,  hemorrhagic  phenomena,  and  sudden  death  [Clinico- 
pathologic Conference],  3543 

Demineralization,  renal  dysfunction  leading  to  [Nutrition 
Excerpts],  3557 

Dencue:  yellow  fever  [Tropical  Medicine  for  Temperate 

Climates],  2990 

Depression,  range  of;  study  of  244  depressed  patients,  3090 
Dermatitis  heroetiformis:  recent  advances  in  diagnosis  and 
treatment  of  bullous  dermatoses  [Cutan#»ous  Manifesta- 
tions of  Systemic  Disease]  (Symposium),  II,  3213 
Dermatomyositis,  luous  erythematosus,  and  scleroderma, 
cutaneous  diagnosis  of  [Cutaneous  Manifestations  of 
Systemic  Disease]  (Symposium),  I,  3070 
Dermatoses,  bullous,  recent  advances  in  diapmosis  and 
treatment  of  [Cutaneous  Manifestations  of  Systemic 
Disease]  (Symposium),  II,  3213 
Developinsr  and  Implementing  a Coordinated  Community 
Health  Plan  for  Disaster  Preparedness  [Disaster  Medical 
Care]  (Wagner),  2271 

Development,  Prevention,  and  Treatment  [Diabetic 
Retinopathy]  (State  University  of  New  York  Upstate 
Medical  Center  in  Syracuse)  (Symposium)  (Dube),  2783 
Dextrooropoxynhene,  acute,  and  phosphorus  intoxications 
[Accidental  Chemical  Poisonings],  2126 
Diabetes  Detection  Survey  (Alpert,  Cervini,  and  Salzberg), 
3087 

Diabetes  Mellitus  (New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals)  (Symposium),  1913 
Diabetes 

cutaneous  manifestations  of  some  metabolic  diseases 
[Cutaneous  Manifestations  of  Systemic  Disease] 
(Symposium),  II,  3228 
detection  methods,  evaluation  of  two,  2964 
some  pathophysiologic  aspects  of  skin  manifestations  in 
internal  disease  [Cutaneous  Manifestations  of  Systemic 
Disease]  (Symposium),  I,  3063 
Diabetic  neuropathv.  plethysmographic  study  of  peripheral 
circulation  in,  2076 

Diabetic  Retinopathy  (State  University  of  New  York  Up- 
state Medical  Center  in  Syracuse)  (Symposium),  2783 
Diagnosis  of  Aneurysm  of  the  Ventricle  (Douglas  and 
Shahidi),  2949 

Diagnosis  and  Pathology  [Diabetic  Retinopathv]  (Slate 
University  of  New  York  Upstate  Medical  Center  in 
Syracuse)  (Symposium)  (Sullivan),  2790 
Diet;  diabetes  mellitus  (New  York  Medical  College,  Flower 
and  Fifth  Avenue  Hospitals)  (Svmposium),  1913 
Diet:  see  also  Nutrition  Excerpts  (Series) 

Digitalis  and  Resuscitation  [Clinical  Anesthesia  Conference], 
2679 

Disaster  Medical  Care  (Series).  1972,  2129,  2271,  2419, 
2565, 2708, 2849, 3002,  3144,  3294.  3578 
Discoloration  of  Teeth  Associated  with  Intensive  Tetra- 
cycline Therapy  in  Infancy  (Zegarelli,  Kutscher,  and 
Fahn),  2703 

Disk:  association  of  parkinsonism  and  other  neurologic 

disorders,  2088 

Dislocation,  subtalar  (talocalcaneonavicular),  2844 
Disturbed  Fat  Metabolism  [Diabetic  Retinopathv]  (State 
University  of  New  York  Upstate  Medical  Center  in 
Syracuse)  (Symposium)  (Elwood),  2786 
Diuretics,  mercurial,  and  acidifying  agents,  newer,  in  treat- 
ment of  refractory  edema,  2355 
Diverticulosis:  obstructive  jaundice  [Clinicopathologic 

Conference],  2661 

Drowning:  rescue  breathing  and  cardiac  massage;  field 
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experiences  of  City  of  New  York  Fire  Department,  3521 
Drug(s) 

addiction,  report  on,  II,  1977 

aspirin-caseinate  in  patients  with  gastric  sensitivity  to 
plain  aspirin,  2805 

betamethasone  in  bronchial  and  other  allergic  disorders; 

oral  and  parenteral  therapy,  3514 
chlordiazepoxide  in  treatment  of  children  with  emotional 
disturbances,  3388 

current  status  of  regional  chemotherapy,  part  I:  technics, 
2359;  part  II:  results,  2518 

discoloration  of  teeth  associated  with  tetracycline  in 
Infancy,  2703 

effect  of  betamethasone  on  anemia  in  rheumatoid  arthritis, 
2411 

eruptions,  cutaneous,  newer  knowledge  of  [Cutaneous 
Manifestations  of  Systemic  Disease]  (Symposium),  II, 
3219 

influence  of  stanozolol  on  hemoglobin  levels,  2795 
methoxamine  hydrochloride  in  treatment  of  paroxysmal 
supraventricular  tachycardia,  2101 
multiple  and  reversible  toxic  effects  of  triparanol,  2560 
newer  acidifying  agents  and  mercurial  diuretics  in  treat- 
ment of  refractory  edema,  2355 
place  of  oral  antidiabetic  therapy  [Diabetes  Mellitus] 
(New  York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals)  (Symposium),  1916 
side-effects  of  chloroquine  and  hydroxychloroquine;  results 
of  comparative  study  in  vivo,  3111 
steroids,  antibiotics,  and  early  esophagoscopy  in  caustic 
esophageal  trauma,  2960 

thrombocytopenic  purpura  secondary  to  sulfamethoxy- 
pyridazine,  2554 

use  of  oxypbenbutazone  in  urologic  disorders,  3261 
see  also  Tropical  Medicine  for  Temperate  Climates  (Series) 
Duhring’s  disease:  recent  advances  in  diagnosis  and  treat- 
ment of  bullous  dermatoses  [Cutaneous  Manifestations  of 
Systemic  Disease]  (Symposium),  II,  3213 
Dull  Pain  and  Mass  in  Abdomen  [Correlation  Conferences 
in  Radiology  and  Pathology],  3278 
Duodenal  ulcer,  antrectomy-vagotomy  for;  fifteen-year 
appraisal,  2489 

Duodenum,  massive  hemorrhage  into,  from  suture  line 
rupture  of  aortic  graft,  3132 

Early  Dia^osis  of  Biliary  Tract  Malformation  by  Serum 
Transaminase  Patterns  (Kove,  Dische,  and  Wroblewski), 
3497 

Echinococcosis  [Tropical  Medicine  for  Temperate  Climates] 
(Cahill),  1964 

Ectopic  pregnancy,  report  of  25  fatal  cases  of  [Maternal 
Welfare],  3410 

Eczema:  some  pathophysiologic  aspects  of  skin  manifesta- 
tions in  internal  disease  [Cutaneous  Manifestations  of 
Systemic  Disease]  (Symposium),  I,  3063 
Edema 

acute  ventilatory  failure,  3355 

fever  and  pruritic  generalized  eruption  [Clinicopathologic 
Conference],  2383 

pulmonary  infiltrates,  azotemia,  and  downhill  course 
[Clinicopathologic  Conference],  2808 
refractory,  newer  acidifying  agents  and  mercurial  diuretics 
in  treatment  of,  2355 

Educational  Programs  in  Nursing  and  Related  Career 
Opportunities,  3158 

Effect  of  Betamethasone  on  Anemia  in  Rheumatoid  Arthritis 
(Steinberg),  2411 

Effect  of  Radiation  on  Response  to  Anesthetic  Agents 
(Zander  and  Orkin),  1943 

Electrocardioscope:  monitors  and  prevention  of  death 

associated  with  anesthesia,  3233 
Electromagnetism  and  its  Effect  on  the  Organism  (Mickey), 
1935 

Embolectomy:  vascular  surgery  in  nonuniversity  hospital, 
2953 

Embolism:  inferior  vena  cava  ligation  in  abdominoperineal 
resection,  3381 

Emetine:  amebiasis  [Tropical  Medicine  for  Temperate 

Climates],  2233 

Emotional  disturbances,  chlordiazepoxide  in  treatment  of 
children  with,  3388 

Emphysema:  fever  and  pruritic  generalized  eruption  [Clinico- 
pathologic Conference],  2383 

Emphysema:  glomectomy  for  asthma  [Proceedings,  New 

York  Allergy  Society],  3372 

Emulsion  Treatment  1962;  Review  of  Treatment  1960  to 
1962  (Sobel),  3361 

Endocarditis,  subacute  bacterial,  in  patients  allergic  to 
penicillin,  possible  immunologic  mechanisms,  3570 
Endocarditis,  tricuspid,  secondary  to  old  gonorrheal  ure- 
thritis, 2834 

Endometriosis,  “true,”  sarcomatous  transformation  of,  2548 
Enteritis:  obstructive  jaundice  [Clinicopathologic  Con- 

ference], 2661 

Environmental  and  psychodynamic  stresses,  evaluating; 

adolescent  underachievers,  3524 
Eosinophilia:  Loffler’s  syndrome,  3418 

Epiloia:  cutaneous  manifestations  of  systemic  genetic 

diseases  [Cutaneous  Manifestations  of  Systemic  Disease] 
(Symposium),  3070 

Epinephrine:  use  of  methoxamine  hydrochloride  in  treat- 
ment of  paroxysmal  supraventricular  tachycardia,  2101 


Erythema  multiforme:  recent  advances  in  diaraosis  and 

treatment  of  bullous  dermatoses  [Cultaneous  Manifesta- 
tions of  Systemic  Disease]  (Symposium),  II,  3213 
Erythrocyte  Destruction  and  Hemolytic  Disease  [Recent 
Advances  in  Medicine  and  Surgery]  (Engle  and  Reznikoff), 
2654 

Esophageal  hiatal  hernia,  peptic  esophagitis,  and  inflam- 
matory structure,  current  status  of  surgery  for  [Recent 
Advances  in  Medicine  and  Surgery],  2220 
Esophagoscopy,  early,  steroids,  and  antibiotics  in  caustic 
esophageal  trauma,  2960 

Esophagus,  thoracic,  choice  of  treatment  in  cancer  of,  3384 
Estivo- Autumnal  Malaria  in  New  York  City,  Diagnostic 
DiflSculties  (Reich  and  Baumann),  2095 
Ether:  effect  of  radiation  on  response  to  anesthetic  agents, 
1943 

Evaluation  of  Two  Diabetes  Detection  Methods  (Blumenthal 
and  Oppenheim),  2964 

Experience  with  Regenerated  Oxidized  Cellulose  (Degen- 
shein,  Hurwitz,  and  Ribacoff),  2639 
Extractor,  vacuum,  preliminary  report  of  use  of,  with  caudal 
anesthesia,  2649 

Extremities:  current  status  of  regional  chemotherapy  [Recent 
Advances  in  Medicine  and  Surgery],  part  I:  technics, 
2359 

Extremities,  lower,  skin  diseases  of  (Panel  Discussion),  1924 

Fallout:  see  Disaster  Medical  Care  (Series) 

Fat  metabolism,  disturbed  [Diabetic  Retinopathy]  (State 
University  of  New  York  Upstate  Medical  Center  in 
Syracuse)  (Symposium),  2786 

Fatalities  Due  to  Aspirin  and  DDT  Intoxications  [Accidental 
Chemical  Poisonings],  3139 

Fatalities  Due  to  Ingestion  of  Corrosives  [Accidental  Chemi- 
cal Poisonings],  1969 

Fatness,  body,  in  normal  “older”  women  [Nutrition  Ex- 
cerpts], 2121 

Fecal  impaction,  urinary  retention  due  to,  3289 
Feminization,  testicular,  Leydig  cell  tumor  of  testis  in  male 
pseudohermaphrodite  with,  2258 
Femoropopliteal  bypass  grafts:  vascular  surgery  in  non- 

university hospital,  1953 

Fenestration:  modern  treatment  of  deafness  [Recent  Ad- 
vances in  Medicine  and  Surgery],  1951 
Fever  and  Pruritic  Generalized  Eruption  [Clinicopathologic 
Conference],  2383 

Fever,  yellow  [Tropical  Medicine  for  Temperate  Climates], 
2990 

Fibrillation,  atrial,  alcoholism  and  ascites  [Clinicopathologic 
Conference],  2105 

Fire  Department,  City  of  New  York,  field  experiences  of; 

rescue  breathing  and  cardiac  massage,  3521 
First  One-HundrM  Years  of  Psychiatry;  State  University 
of  New  York  Downstate  M^ical  Center  (Engelhardt) , 
3393 

Fistulae,  multiple,  pelvic  surgery,  sepsis,  and  nephrotic 
syndrome,  and  uremia  [Clinicopathologic  Conference], 
2535 

“Flubberitis,”  rise  and  decline  of  [Accidental  Chemical 
Poisonings],  2562 

5-Fluorouracil:  current  status  of  regional  chemotherapy 

[Recent  Advances  in  Medicine  and  Surgery],  part  I: 
technics,  2359;  part  II:  results,  2518 
FUDR:  current  status  of  regional  chemotherapy  [Recent 
Advances  in  Medicine  and  Surgery],  part  I:  technics, 

2359;  part  II;  results,  2518 

Gallstone  Obstruction  of  the  Colon  (Teicher  and  Kho- 
darahmi),  2400 

Gardner’s  syndrome:  cutaneous  manifestations  of  systemic 
genetic  diseases  (Cutaneous  Manifestations  of  Systemic 
Disease]  (Symposium),  I,  3070 
Gastric  sensitivity  to  plain  aspirin,  aspirin-caseinate  in 
patients  with,  2805 

Gastric  varices:  bloody  vomitus  (Correlation  Conferences  in 
Radiology  and  Pathology],  2676 
Gastritis:  obstructive  jaundice  [Clinicopathologic  Con- 

ference], 2661 

Gastroint^tinal  disease:  antrectomy-vagotomy  for  duodena 
ulcer;  fifteen-year  appraisal,  2489 
Gastrointestinal  hemorrhage,  upper,  metastatic  carcinoma  of 
breast  presenting  signs  and  symptoms  of,  2405 
Gastrointestinal  neoplasm,  upper,  myasthenia  gravis  simulat- 
ing, 2557 

Gastrointestinal  tract 

current  status  of  regional  chemotherapy  [Recent  Advances 
in  Medicine  and  Surgery],  part  II:  results,  2518 
current  status  of  surgery  for  esophageal  hiatal  hernia, 
peptic  esophagitis,  and  inflammatory  stricture  [Recent 
Advances  in  Medicine  and  Surgery],  2220 
massive  hemorrhage  into  duodenum  from  suture  line 
rupture  of  aortic  graft,  3132 

Gauze:  experience  with  regenerated  oxidized  cellulose,  2639 
Genetic  diseases,  systemic,  cutaneous  manifestations  of 
[Cutaneous  Manifestations  of  Systemic  Disease]  (Sym- 
posium), I,  3070 

Geomagnetic  environment,  relationship  of,  to  human  biology, 
2215 

Geriatric  mental  hygiene  clinic,  unrecognized  major  organic 
disease  in,  2339 

Glomectomy  for  Asthma  [Proceedings,  New  York  Allergy 
Society],  3372 
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Glomectomy  for  Asthma  [Glomectomy  for  Asthma]  (Pro- 
ceeding, New  York  Allergy  Society]  (Overholt),  3372 
Glomerulonephritis:  pelvic  surgery,  sepsis,  multiple  hstulae, 
nephrotic  syndrome,  and  uremia  [Clinicopathologic  Con- 
ference], 2535 
Glucose 

diabetes  mellitus  (New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals)  (Symposium),  1913 
disturbed  fat  metabolism  [Diabetic  Retinopathy]  (State 
University  of  New  York  Upstate  Medical  Center  in 
Syracuse)  (Symposium),  2786 
evaluation  of  two  diabetes  detection  methods,  2964 
test:  diabetes  detection  survey,  3087 
Glue  Snifl&ng  [Accidental  Chemical  Poisonings],  2415 
Glue  sniflSng  intoxications  and  lead  poisoning,  2846 
Glycogen:  disturbed  fat  metabolism  (State  University  of 
New  York  Upstate  Medical  Center  in  Syracuse)  (Sym- 
posium), 2786 

Glycosuria:  diabetes  detection  survey,  3087 
Gonorrheal  urethritis,  old,  tricuspid  endocarditis  secondary  to, 
2834 

Government  in  medical  care,  should  there  be  more  or  less?, 
2860 

Government,  role  of,  in  health  and  medical  care,  2855 
Graft,  split-thickness  skin,  omphalocele  treated  wtih,  3573 
Granuloma:  polypoid  vocal  cord  [Voice  Problems  and 

Laryngeal  Pathology]  (Symposium  and  Panel  Discussion), 
3098 

Granulomatosis,  Wegener’s,  with  imusual  pathologic  find- 
ings, 3565 

Griseofulvin:  skin  diseases  of  lower  extremities  (Panel  Dis- 
cussion), 1924 

Guanidine:  place  of  oral  antidiabetic  therapy  [Diabetes 

Mellitus]  (New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals)  (Symposium),  1916 
Gynecologic  surgeon;  J.  Marion  Sims,  M.D.,  3533 

Hair  loss:  newer  knowledge  of  cutaneous  drug  eruptions 

[Cutaneous  Manifestations  of  Systemic  Disease]  (Sym- 
posium), II,  3219 

Halothane:  effect  of  radiation  on  response  to  anesthetic 

agents,  1943 

Handling  Public  Concern  with  Hazards  of  Radioactive 
Fallout  [Disaster  Medical  Care]  (Moore),  3578 
Head  and  neck:  current  status  of  regional  chemotherapy 
[Recent  Advances  in  Medicine  and  Surgery],  part  I: 
technics,  2359;  part  II:  results,  2518 
Health  Supervision  of  Young  Children  in  New  York  City 
(Bleiberg,  Jacobziner,  and  Mahoney),  3255 
Heart 

complete  atrioventricular  block  complicating  acute  myo- 
cardial infarction;  response  to  corticosteroid  therapy, 
2253 

diagnosis  of  aneurysm  of  ventricle,  2949 

digitalis  and  resuscitation  [Clinical  Anesthesia  Conference], 
2679 

failure:  newer  acidifying  agents  and  mercurial  diuretics 
in  treatment  of  refractory  edema,  2355 
mitral  stenosis  [Correlation  Conferences  in  Radiology  and 
Pathology],  2116 

monitors  and  prevention  of  death  associated  with  anes- 
thesia, 3233 

use  of  methoxamine  hydrochloride  in  treatment  of  parox- 
ysmal supraventricular  tachycardia,  2101 
see  also  Cardiac 

Hematologic  abnormalities,  pleural  effusion,  lyrnphade- 
nopathy,  and  suddenly  a spleen  [Clinicopathologic  Con- 
ference], 1955 

Hemochromatosis  Secondary  to  Liver  Disease  and  Iron 
Ingestion  (Pascal  and  Einspruch),  2825 
Hemoglobin  levels,  influence  of  stanozolol  on,  2795 
Hemolytic  disezise  and  erythrocyte  destruction  [Recent 
Advances  in  Medicine  and  Surgery] , 2654 
Hemorrhage 

cerebrovascular  accidents  as  initial  major  manifestation  of 
lupus  erythematosus,  2942 

current  status  of  surgery  for  esophageal  hiatal  hernia, 
peptic  esophagitis,  and  inflammatory  stricture  [Recent 
Advances  in  Medicine  and  Surgery],  2220 
diagnosis  and  pathology  [Diabetic  Retinopathy]  (State 
University  of  New  York  Upstate  Medical  Center  in 
Syracuse)  (Symposium),  2790 
massive,  into  duodenum  from  suture  line  rupture  of  aortic 
graft,  3132 

splenomegaly  and  hypersplenism  pre-  and  post-portacaval 
shunt,  2631 

subarachnoid,  treatment  of;  current  status,  2494 
upper  gastrointestinal,  metastatic  carcinoma  of  breast 
presenting  signs  and  symptoms  of,  2405 
Hemorrhagic  phenomena,  term  delivery,  and  sudden  death 
[Clinicopathologic  Conference],  3543 
Hemosiderosis:  hemochromatosis  secondary  to  liver  disease 
and  iron  ingestion,  2825 

Hemostatic  agents:  experience  with  regenerated  oxidized 

cellulose,  2639 

Hepatic  disease:  early  diagnosis  of  biliary  tract  malforma- 
tion by  serum  transaminase  patterns,  3497 
Hepatic  disease:  some  pathophysiologic  aspects  of  skin 

manifestations  in  internal  disease  [Cutaneous  Manifesta- 
tions of  Systemic  Disease]  (Symposium),  I,  3063 
Hepatic:  see  also  Liver 

Herpes  Simplex  Virus  Antigen  in  Recurrent  Herpetic  Keratitis 


(Chapin),  2506 

Hermaphrodite,  pseudo-,  male,  Leydig  cell  tumor  of  testis 
in,  with  testicular  feminization,  2258  ^ 

Hermaphroditism:  problems  in  sexual  development;  endo- 
crinologic  and  psychologic  aspects,  2348 
Hernia,  esophageal  hiat^,  peptic  esophagitis,  and  inflam- 
matory stricture,  current  status  of  surgery  for  [Recent 
Advances  in  Medicine  and  Svirgery],  2220 
Hip,  mass  in,  shadow  in  limg,  and  protein  abnormalities 
[Clinicopathologic  Conference],  2233 
HN2:  current  status  of  regional  chemotherapy  [Recent 

Advances  in  Medicine  and  Surgery],  part  I:  technics, 
2359;  part  II:  results,  2518 

Hodgkin’s  disease:  cutaneous  manifestations  in  lymphomas 
[Cutaneous  Manifestations  of  Systemic  Disease]  (Sym- 
posium), II,  3222 

Hookworm  [Tropical  Medicine  for  Temperate  Climates] 
(CahiU),  2112 
Hormones 

erythrocyte  destruction  and  hemolytic  disease  [Recent 
Advances  in  Medicine  and  Surgery],  2654 
influence  of  stanozolol  on  hemoglobin  levels,  2795 
problems  in  sexual  development;  endocrinologic  and 
psychologic  aspects,  2348 

treatment  of  advanced  breast  cancer  by  hypophysectomy, 
2191 

use  of  triprop  in  treatment  of  hypothyroidism,  2204 
Hospital,  teacWng,  responsibility  of,  to  nonafliliated  physi- 
cian; postgraduate  training  and  refresher  courses,  2713 
Hospitals,  New  York  State  mental,  modern  admission 
procedures  for,  3582 

Human  Trypanosomatidae  [Tropical  Medicine  for  Temperate 
Climates]  (Cahill),  part  I,  3127;  II:  Chagas’  Disease, 
3282;  III.  Leishmaniasis:  Kala-Azar,  3405;  IV.  Cu- 
taneous and  Mucocutaneous  Leishmaniasis,  3549 
Hydatid  disease:  echinococcosis  [Tropical  Medicine  for 

Temperate  Climates],  1964 

Hydrothorax:  swelling  of  abdomen  [Clinicopathologic 

Conference],  3269 

Hydroxychloroquine  and  chloroquine,  side-effects  of;  re- 
sults of  comparative  study  in  vivo,  3111 
Hyperaldosteronism:  periodic  paralysis  [Staff  Conference], 
2226 

Hyperbaric  Oxygen  and  Current  Medical  Use  of  Oxygen 
(Barach),  2775 

Hypercholesteremia:  cutaneous  manifestations  of  systemic 
genetic  diseases  [Cutaneous  Manifestations  of  Systemic 
Disease]  (Symposium),  I,  3070 
Hyperglycemia:  diabetes  mellitus  (New  York  Medical 

College,  Flower  and  Fifth  Avenue  Hospitals)  (Symposium), 
1913 

Hyperlipemia:  cutaneous  manifestations  of  systemic  genetic 
diseases  [Cutaneous  Manifestations  of  Systemic  Disease] 
(Symposium),  I,  3070 

Hyperplasia:  mass  in  hip,  shadow  in  lung,  and  protein 

abnormalities  [Clinicopathologic  Conference],  2233 
Hypertension 

myxedema  and,  2801 

and  polyarteritis  nodosa;  treatment  with  corticoids  with 
complete  remission,  2263 

primary  pulmonary;  presumptive  diagnosis  and  review, 
2837 

splenomegaly  and  hypersplenism  pre-  and  post-portacaval 
shunt,  2631 

Hypnosis  in  obstetrics,  current  perspectives  on,  2933 
Hypnosis:  skin  diseases  of  lower  extremities  (Panel  Dis- 

cussion), 1924 

Hypocalcemia  During  First  Week  of  Life  in  Mature  and 
Premature  Infants  (Pincus  and  Gittleman),  2502 
Hypofibrinogenemia:  term  delivery,  hemorrhagic  phenom- 
ena, and  sudden  death  [Clinicopathologic  Conference], 
3543 

Hypophysectomy:  neurosurgical  therapy  [Diabetic  Reti- 

nopathy] (State  University  of  New  York  Upstate  Medical 
Center  in  Syracuse)  (Symposium),  2791 
Hypophysectomy,  treatment  of  advanced  breast  cancer  by, 
2191 

Hypoplasia  of  kidney,  congenital,  3415 

Hypothermia:  treatment  of  subarachnoid  hemorrhage; 

current  status,  2494 

Hypothyroidism,  use  of  triprop  in  treatment  of,  2204 
Hypotrichia:  cutaneous  manifestations  of  some  metabolic 
diseases  [Cutaneous  Manifestations  of  Systemic  Disease] 
(Symposium),  II,  3228 

Hypoxia:  hyperbaric  oxygen  and  current  medical  uses  of 
oxygen,  2775 

Immunization  Procedures;  Present  Status  [Proceedings, 
New  York  Allergy  Society],  2967 
Immunization:  health  supervision  of  young  children  in  New 
York  City,  3255 

Immunologic  mechanisms,  possible;  subacute  bacterial 
endocarditis  in  patients  allergic  to  penicillin,  3570 
Infants,  mature  and  premature,  hypocalcemia  during  first 
week  of  life  in,  2502 

Infarction,  acute  myocardial,  complete  atrioventricular 
block  complicating;  response  to  corticosteroid  therapy, 
2253 

Infarction,  myocardial:  diagnosis  of  aneurysm  of  ventricle, 
2949 

Infection:  estivo-autumnal  malaria  in  New  York  City; 

diagnostic  difiiculties,  2095 
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Inferior  Vena  Cava  Ligation  in  Abdominoperinea  Resection 
(Hoffert),3381 

Influence  of  Stanozolol  on  Hemoglobin  Levels  (Mullin  and 
Di  Pillo),  2795 

Influenza,  Adenovirus,  and  Newer  Respiratory  Disease 
Agents  (Immunization  Procedures;  Present  Status] 
(Proceedings,  New  York  Allergy  Society]  (Lease),  2977 
Infusion:  current  status  of  regional  chemotherapy  (Recent 
Advances  in  Medicine  and  Surgery],  part  II;  results,  2518 
Initial  Phases  (Diabetes  Mellitus]  (New  York  Medical 
College)  (Symposium)  (Levine),  1913 
Insulin:  diabetes  meUitus  (New  York  Medical  College, 

Flower  and  Fifth  Avenue  Hospitals)  (Symposium),  1913 
Insulin:  diabetic  retinopathy  (State  University  of  New 

York  Uf>state  Medical  Center  in  Syracuse)  (Symposium), 
2783 

Insurance:  should  there  be  more  or  less  government  in 

medical  care?,  2860 

Introduction  (Cutaneous  Manifestations  of  Systemic  Disease] 
(Symposium)  (Spring),  I,  3063 
Introduction  (Diabetic  Retinopathy]  (State  University  of 
New  York  Upstate  Medical  Center  in  Syracuse)  (Sym- 
posium) (Jacobsen),  2783 

Introduction  (Glomectomy  for  Asthma]  (Proceedings,  New 
York  Allergy  ^ciety]  (Dworetzky),  3372 
Introduction  (Immunization  Procedures;  Present  Status] 
(Proceedings,  New  York  Allergy  Society]  (Siegal),  2967 
Involutional  reactions:  range  of  depression;  study  of  244  de- 
pressed patients,  3090 

Iron  ingestion  and  liver  disease,  hemochromatosis  secondary 
to,  2825 

J,  Marion  Sims,  M.D.:  Gynecologic  Surgeon,  (Fitzgerald), 
3533 
Jaundice 

intra-  and  extrahepatic  obstructive,  clinical  management 
of;  problems  and  approaches  (Albert  F.  R.  Andresen 
Memorial  Lecture],  3241 
obstructive  (Clinicopathologic  Conference],  2661 
obstructive,  in  young  man  (Clinicopathologic  Conference], 
2984 

Kaposi’s  disease:  current  status  of  regional  chemotherapy 
(Recent  Advances  in  Medicine  and  Surgery],  part  II: 
results,  2518 

Keratitis,  recurrent  herpetic,  herpes  simplex  virus  antigen 
in, 2506 

Kerosene  and  Other  Petroleum  Distillate  Poisonings  (Acci- 
dental Chemical  Poisonings],  3428 
Kerr-Mills  law:  should  there  be  more  or  less  government  in 
medical  care?,  2860 

Kidney,  congenital  hypoplasia  of,  3415 
Kidney:  see  also  Renal 

Killed  Measles-Virus  Vaccine  (Litchfield,  Pincus,  and 
Brown),  3365 

King-Anderson  bill:  should  there  be  more  or  less  government 
in  medical  care?,  2860 

Kynez:  thrombocytopenic  purpura  secondary  to  sulfameth- 
oxypyridazine,  2554 

Labor,  psychologic  experience  of,  2923 

Laryngeal  pathology  and  voice  problems  (Symposium  and 
Panel  Discussion),  3096 

Lead,  camphorated  oil,  and  talcum  powder  poisonings 
(Accidental  Chemical  Poisonings],  3575 
Lead  Poisoning  (Accidental  Chemical  Poisonings],  2999 
Lead  Poisoning  and  Glue  Sniffing  Intoxications  (Accidental 
Chemical  Poisonings],  2846 

Lead  Poisoning  With  Two  Fatalities  (Accidental  Chemical 
Poisonings],  2269 

Leishmaniasis;  kala-azar;  human  Try panosomatidae  (Tropi- 
cal Medicine  for  Temperate  Climates],  III.,  3405;  IV. 
Cutaneous  and  mucocutaneous  leishmaniasis,  3549 
Leprosy  (Tropical  Medicine  for  Temperate  Climates]  (Cahill), 
2391 

Leukemia,  Azotemia,  Remission,  and  Sudden  Death  (Clinico- 
pathologic Conference],  3116 

Leukemia:  pleural  effusion,  lymphadenopathy,  hematologic 
abnormalities,  and  suddenly  a spleen  (Clmicopathologic 
Conference],  1955 

Leukopenia:  yellow  fever  (Tropical  Medicine  for  Temperate 
Climates],  2990 

Leydig  Cell  Tumor  of  Testis  in  Male  Pseudohermaphrodite 
with  Testicular  Feminization  (Daino,  Tchertkoff, 
Akhavahn,  and  Ober),  2258 

Librium:  chlordiazepoxide  in  treatment  of  children  with 

emotional  disturbances,  3388 

Lipoidoses:  cutaneous  manifestations  of  some  metabolic 

diseases  (Cutaneous  Manifestations  of  Systemic  Disease] 
(Symposium),  II,  3228 
Liver 

clinical  management  of  intra-  and  extrahepatic  obstructive 
jaundice;  problems  and  approaches,  3241 
current  status  of  regional  chemotherapy  (Recent  Advances 
in  Medicine  and  Surgery],  part  I:  technics,  2359;  part 
II:  results,  2518 

disease  and  iron  ingestion,  hemochromatosis  secondary  to, 
2825 

newer  acidifying  agents  and  mercurial  diuretics  in  treat- 
ment of  refractory  edema,  2355 
splenomegaly  and  hypersplenism  pre-  and  post-portacaval 
shunt, 2631 

swelling  of  abdomen  (Clinicopathologic  Conference],  3269 


see  also  Hepatic 

Loffler’s  Syndrome  (Bloom),  3418 
Lung 

acute  ventilatory  failure,  3355 

current  status  of  regional  chemotherapy  (Recent  Advances 
in  Medicine  and  Surgery],  part  I:  technics,  2359;  part 
11:  results,  2518 

shadow  in,  mass  in  hip,  and  protein  abnormalities  (Clinico- 
pathologic Conference],  2233 
see  also  Pulmonary 

Lupus  erythematosus,  cerebrovascular  accidents  as  initial 
major  manifestation  of,  2942 

Lupus  erythematosus,  dermatomyositis,  and  scleroderma, 
cutaneous  diagnosis  of  (Cutaneous  Manifestations  of 
Systemic  Disease]  (Symposium),  I,  3070 
Lymphadenopathy,  pleural  effusion,  hematologic  ab- 
normalities, and  suddenly  a spleen  (Clinicopathologic 
Conference],  1955 
Lymphography,  technic  of,  2211 
Lymphomas 

current  status  of  regional  chemotherapy  (Recent  Advances 
in  Medicine  and  Surgery],  part  II:  results,  2518 
cutaneous  manifestations  in  (Cutaneous  Manifestations 
of  Systemic  Disease]  (Symposium),  II,  3222 
some  pathophysiologic  aspects  of  skin  manifestations  in 
internal  disease  (Cutaneous  Manifestations  of  Systemic 
Disease]  (Symposium),  I,  3063 
Lymphosarcoma:  pleural  effusion,  lymphadenopathy,  hema- 
tologic abnormalities,  and  suddenly  a spleen  (Clinico- 
pathologic Conference],  1963 

Lysine:  newer  acidifying  agents  and  mercurial  diuretics  in 
treatment  of  refractory  edema,  2355 

Magnetic,  geo-,  environment,  relationship  of,  to  human 
biology,  2215 

Malaria,  estivo-autumnal,  in  New  York  City;  diagnostic 
dfficulties,  2095 

Malformation  Surveillance  in  New  York  State  (Maternal 
Welfare]  (Milham),  2823 

Mass  in  the  Hip,  A Shadow  in  the  Lung,  and  Protein  Ab- 
normalities (Clinicopathologic  Conference],  2233 
Massive  Hemorrhage  into  Duodenum  from  Suture  Line 
Rupture  of  Aortic  Graft  (Holleran,  Derrico,  and  Brown), 
3132 

Maternal  Deaths  Due  to  Rupture  of  Uterus  (Maternal  Wel- 
fare] (Schoeneck),  2681 
Maternal  Welfare  (Series),  2681,  2823,  3410 
Measles  and  Poliomyelitis  Vaccines  (Immunization  Pro- 
cedures; Present  Status]  (Proceedings,  New  York  Allergy 
Society]  (Krugman),  2973 
Measles-virus  vaccine,  killed,  3365 

Mediastinal  Mass  (Clinicopathologic  Conference],  3399 
Medical  care,  and  health,  role  of  government  in,  2855 
Medical  care,  should  there  be  more  or  less  government  in?, 
2860 

Medical  Self-Help  Training  Program;  Survey  and  Analysis 
(Disaster  Medical  Care]  (Clark),  2849 
M^icine  in  the  Slums  (Scholz),  2132 

Medicine:  see  also  Recent  Advances  in  Medicine  and  Surgery 
(Series) 

Melanoma:  current  status  of  regional  chemotherapy  (Recent 
Advances  in  Medicine  and  Surgery],  part  II:  results,  2518 
Melanoma:  skin  diseases  of  lower  extremities  (Panel  Dis- 
cussion), 1924 

Melphalan:  current  status  of  regional  chemotherapy  (Recent 
Advances  in  Medicine  and  Surgery],  part  I:  technics, 

2359;  part  II:  results,  2518 

Meningioma;  mass  in  hip,  shadow  in  lung,  and  protein 
abnormalities  (Clinicopathologic  Conference),  2233 
Menstrual  flow,  retrograde,  in  normal  female  simulating  acute 
appendicitis,  3286 

Mental  health:  health  supervision  of  young  children  in  New 
York  City,  3255 

Mental  hospitals,  New  York  State,  modern  admission  pro- 
cedures for,  3582 

Mental  hygiene  clinic,  geriatric,  unrecognized  major  organic 
disease  in,  2339 

Meralluride:  newer  acidifying  agents  and  mercurial  diuretics 
in  treament  of  refractory  edema,  2355 
6-Mercaptopurine:  erythrocyte  destruction  and  hemolytic 

disease  (Recent  Advances  in  Medicine  and  Surgery],  2654 
Mercuhydrin:  newer  acidifying  agents  and  mercurial  di- 

uretics in  treatment  of  refractory  edema,  2355 
Mercurial  diuretics  and  acidifying  agents,  newer,  in  treat- 
ment of  refractory  edema,  2355 
Mesenteric  cyst:  dull  pain  and  mass  in  abdomen  (Correla- 
tion Conferences  in  Radiology  and  Pathology],  3278 
Metabolic  diseases,  some,  cutaneous  manifestations  of 
(Cutaneous  Manifestations  of  Systemic  Disease]  (Sym- 
posium), II,  3228 

Metastatic  Carcinoma  of  the  Breast  Presenting  Signs  and 
Symptoms  of  Upper  Gastrointestinal  Hemorrhage  (Conk- 
lin), 2405 

Methotrexate:  current  status  of  regional  chemotherapy 

(Recent  Advances  in  Medicine  and  Surgery],  part  I: 
technics,  2359;  part  II:  results,  2518 
Methoxamine  hydrochloride,  use  of.  in  treatment  of  parox- 
ysmal supraventricular  tachycardia,  2101 
Methyl  alcohol,  phosphorus,  and  trifluoperazine  intoxications 
(Accidental  Chemical  Poisonings],  2705 
Methylprednisolone:  steroids,  antibiotics,  and  early  esoph- 

agoscopy  in  caustic  esophageal  trauma,  2960 
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Meticortelone:  effect  of  betamethasone  on  anemia  in 

rheumatoid  arthritis,  2411 

Microsurgery:  modern  treatment  of  deafness  [Recent  Ad- 
vances in  Medicine  and  Surgery],  1951 
Midicel:  thrombocytopenic  purpura  secondary  to  sulfa- 

methoxypyridazine,  2554 

Mitomycin  C:  current  status  of  regional  chemotherapy 

[Recent  Advances  in  Medicine  and  Surgery],  part  I: 
technics,  2359;  part  II:  results,  2518 
Mitral  Stenosis  [Correlation  Conferences  in  Radiology  and 
Pathology],  2116 

Modern  Admission  Procedures  for  New  York  State  Mental 
Hospitals  (Hoch),  3582 

Modern  Treatment  of  Deafness  [Recent  Advances  in  Medi- 
cine and  Surgery  ] (Lubart),  1951 
Monitors  and  Prevention  of  Death  Associated  with  Anesthesia 
(Mazzia  and  Siegel),  3233 

Monochloracetic  acid:  skin  diseases  of  lower  extremities 

(Panel  Discussion),  1924 

Mortality,  barometric  pressure  changes  and.  1929 
Mortality  in  New  York  State,  changing  trends  in,  2958 
Multiple  and  Reversible  Toxic  Effects  of  Triparanol 
(Schreiber),  2560 

Murine  Typhus  in  New  York  State  (Panitch,  Miller,  and 
DeBonis),  2696 

Muscle  injury,  spontaneous,  relation  of  warm-up  to,  3530 
Mustargen:  current  status  of  regional  chemotherapy  [Recent 
Advances  in  Medicine  and  Surgery],  part  I:  technics, 

2359;  part  II:  results,  2518 

Myasthenia  Gravis  Simulating  Upper  Gastrointestinal 
Neoplasm  (Levine,  Sherlock,  and  Ausubel),  2557 
Mycosis  fungoides:  cutaneous  manifestations  in  lymphomas 
[Cutaneous  Manifestations  of  Systemic  Disease]  (Sym- 
posium), II,  3222 

Mycosis  fungoides:  skin  diseases  of  lower  extremities  (Panel 
Discussion),  1924 

Myeloma:  mass  in  hip,  shadow  in  lung,  and  protein  ab- 
normalities [Clinicopathologic  Conference],  2233 
Myocardial  infarction,  acute,  complete  atrioventricular 
block  complicating;  response  to  corticosteroid  therapy,  2253 
Myocardial  infarction:  diagnosis  of  aneurysm  of  ventricle, 
2949 

Myoglobinuria  [Staff  Conference],  2512 
Myxedema  and  Hypertension  (Attarian),  2801 
Myxoma  of  Left  Auricle  Presenting  Signs  of  Cerebral  Lesion 
(Krapin),  3136 

Myxoma:  mitral  stenosis  [Correlation  Conferences  in 

Radiology  and  Pathology],  2116 

Nail  bed,  primary  carcinoma  of,  2408 
Narcotics:  report  on  drug  addiction  II,  1977 
Nasal  polyps:  autoantibodies  in  diseases  of  unproved 

etiology,  3368 

National  Shelter  Program  and  Its  Medical  Aspects  [Disaster 
Medical  Care]  (Visher),  3294 
Neck:  carotidynia,  2651 

Neoplasm,  upper  gastrointestinal,  myasthenia  gravis  simulat- 
ing, 2557 

Nephritis,  congenital  hereditary,  with  nerve  deafness.  2644 
Nephrosclerosis:  pulmonary  infiltrates,  azotemia,  and  down- 
hill course  [Clinicopathologic  Conference],  2808 
Nephrosis:  obstructive  jaundice  [Clinicopathologic  Con- 

ference], 2661 

Nephrotic  syndrome,  pelvic  surgery,  sepsis,  multiple  fistulae, 
and  uremia  [Clinicopathologic  Conference],  2535 
Nerve  deafness,  congenital  hereditary  nephritis  with,  2644 
Neurologic  disorders,  other,  association  of  parkinsonism  and, 
2088 

Neurologic  symptoms:  cerebrovascular  accidents  as  initial 
major  manifestation  of  lupus  erythematosus,  2942 
Neuropathy,  diabetic,  plethysmographic  study  of  peripheral 
circulation  in,  2076 

Neurosurgical  Therapy  [Diabetic  Retinopathy]  (State  Uni- 
versity of  New  York  Upstate  Medical  C^enter  in  Syracuse) 
(Symposium)  (Lourie),  2791 

New  Treatment  for  Photosensitive  Skin  Eruptions;  Results 
Obtained  with  Vitamin  Be  (Mandel),  2097 
New  York  State,  changing  trends  in  mortality  in,  2958 
Newer  Acidifying  Agents  and  Mercurial  Diuretics  in  the 
Treatment  of  Refractory  Edema  (Lasser  and  Friedberg), 
2355 

Newer  Knowledge  of  Cutaneous  Drug  Eruptions  [Cutaneous 
Manifestations  of  Systemic  Disease]  (Symposium)  (Baer), 
11,3219 

1962  Civil  Defense  Emergency  Hospital  Program  [Disaster 
Medical  Care]  (Dodge),  3144 

Nitrogen  mustard:  current  status  of  regional  chemotherapy 
[Recent  Advances  in  Medicine  and  Surgery],  part  I: 
technics,  2359;  part  II:  results,  2518 
Nocardiosis:  unusual  cause  of  spinal  cord  compression,  3422 
Nodule,  stomach — aberrant  pancreas  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  3554 
Nodules,  vocal  (Voice  Problems  and  Laryngeal  Pathology] 
^Symposium  and  Panel  Discussion),  3096 
Nuclear  war:  see  Disaster  Medical  Care  (Series) 

Nursing,  educational  programs  in,  and  related  career  op- 
portunities, 3158 

Nutrition  Excerpts  (Series),  2121,  3557 

Obesity:  current  status  of  surgery  for  esophageal  hiatal 

hernia,  peptic  esophagitis,  and  inflammatory  stricture 


[Recent  Advances  in  Medicine  and  Surgery],  2220 
Obstetrics,  current  perspectives  on  hypnosis  in,  2933 
Obstructive  Jaundice  [Clinicopathologic  Conference],  2661 
Obstructive  Jaundice  in  a Young  Man  (Clinicopathologic 
Conference],  2984 

Omphalocele  Treated  with  Split-Thickness  Skin  Graft 
(Lore),  3573 

Oophorectomy:  treatment  of  advanced  breast  cancer  by 
hypophysectomy,  2191 

Organic  disease,  unrecognized  major,  in  geriatric  mental 
hyriene  clinic,  2339 

Oslera  disease:  cutaneous  manifestations  of  systemic  genetic 
diseases  [Cutaneous  Manifestations  of  Systemic  Disease] 
(Symposium),  I,  3070 

Osteitis  deformans;  solitary  dense  vertebral  body  [Correla- 
tion Conferences  in  Radiology  and  Pathology],  2995 
Osteodystrophy:  renal  dysfunction  leading  to  demineraliza- 
tion [Nutrition  Excerpts],  3557 
Otosclerosis:  modern  treatment  of  deafness  (Recent  Ad- 

vances in  Medicine  and  Surgery],  1951 
Otosclerosis:  prevention  of  complications  in  stapes  surgery, 
3264 

Ovary:  current  status  of  regional  chemotherapy  [Recent 
Advances  in  Medicine  and  Surgery],  part  II:  resvdts,  2518 
Oxygen,  hyperbaric,  and  current  medical  uses  of  oxygen, 
2775 

Oxyphenbutazone,  use  of,  in  urologic  disorders,  3261 


Paget’s  disease:  solitary  dense  vertebral  body  (Correlation 
Conferences  in  Radiology  and  Pathology],  2995 
PAM:  current  status  of  regional  chemotherapy  [Recent 

Advances  in  Medicine  and  Surgery],  part  I:  technics, 
2359;  part  II,  results,  2518 

Pancreas,  aberrant — stomach  nodule  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  3554 
Pancreatic  cyst:  dull  pain  and  mass  in  abdomen  (Correla- 
tion Conferences  in  Radiology  and  Pathology],  3278 
Papilloma:  skin  diseases  of  lower  extremities  (Panel  Dis- 
cussion), 1924 

Paralysis,  periodic  [Staff  Conference],  2226 
Parkinsonism  and  other  neurologic  disorders,  association  of, 
2088 

Pathogenesis  and  Prophylaxis  of  Rabies  in  Man  (Dean), 
3507 

Pathology:  see  Clinicopathologic  Conference  (Series), 

Correlation  Conferences  in  Radiology  and  Pathology 
(Series) 

Pellagra:  cutaneous  manifestations  of  some  metabolic 

diseases  [(Cutaneous  Manifestations  of  Systemic  Disease] 
(Symposium),  II,  3228 

Pelvic  Surgery,  Sepsis,  Multiple  Fistulae,  Nephrotic  Syn- 
drome, and  Uremia  [Clinicopathologic  Conference),  2535 
Pelvis:  current  status  of  regional  chemotherapy  [Recent 

Advances  in  Medicine  and  Surgery],  p^t  I:  technics,  2359 
Pemphigus;  recent  advances  in  diagnosis  and  treatment  of 
bidlous  dermatoses  [Cutaneous  Manifestations  of  Systemic 
Disease]  (Symposium),  II,  3213 
Penicillin,  subacute  bacterial  endocarditis  in  patients  allergic 
to;  possible  immunologic  mechanisms,  3570 
Pentamidine  isethionate;  human  Trypanosomatidae  [Tropi- 
cal Medicine  for  Temperate  Climates],  part  I,  3127; 
III.  Leishmanaisis:  kala-azar,  3405 
Peptic  esophagitis,  esophageal  hiatal  hernia,  and  inflam- 
matory stricture,  current  status  of  surgery  for  [Recent 
Advances  in  Medicine  and  Surgery],  2220 
Perfusion:  current  status  of  regional  chemotherapy  [Recent 
Advances  in  Medicine  and  Surgery],  part  I:  technics, 

2359;  part  II:  results,  2518 

Pericarditis:  obstructive  jaundice  (Clinicopathologic  Con- 
ference], 2661 

Periodic  Paralysis  [Staff  Conference]  (State  University  of 
New  York  Upstate  Medical  Center),  2226 
Peritonitis 

chronic  ulcerative  colitis  at  medical  center  in  Western 
New  York  State;  complications  and  course,  2061 
leukemia,  azotemia,  remission,  and  sudden  death  (Clinico- 
pathologic Conference],  3116 

obstructive  jaundice  in  young  man  [Clinicopathologic 
Conference],  2984 

Petroleum  distillate  poisonings,  kerosene  and  other  (Acci- 
dental Chemical  Poisonings],  3428 
Peutz-Jeghers  syndrome:  cutaneous  manif^tations  of 

systemic  genetic  diseases  [Cutaneous  Manifestations  of 
Systemic  Disease]  (Symwsium),  I,  3070 
Phenformin:  place  of  oral  antidiabetic  therapy  [Diabetes 

Mellitus]  (New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals)  (Symposium),  1916 
Phenylalanine  mustard:  current  status  of  regional  chemo- 
therapy [Recent  Advances  in  Medicine  and  Surgery], 
parti:  technics,  2359;  part  II:  results,  2518 
Phenylbutazone:  use  of  oxyphenbutazone  in  urologic  dis- 

orders, 3261 

Phenylketonuria:  health  supervision  of  young  children  in 
New  York  City,  3255 

Phosphorus  and  Acute  Dextropropoxyphene  Intoxications 
(Accidental  Chemical  Poisonings],  2126 
Phosphorus,  Trifluoperazine,  and  Methyl  Alcohol  Intoxica- 
tions (Accidental  Chemical  Poisonings),  2705 
Photosensitive  skin  eruptions,  new  treatment  for;  results 
obtained  with  vitamin  Be,  2097 
photosensitivity:  newer  knowledge  of  cutaneous  drug 
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eruptions  [Cutaneous  Manifestations  of  Systemic  Disease] 
(Symposium),  II,  3219 

Physiologic  and  Medical  Aspects  of  Navy  Shelter  Habitability 
Trials  [Disaster  Medical  Care]  (Minard),  3431 
Pinpointing  the  Physician’s  Role  in  Chemical,  Biologic,  and 
Radiologic  Defense  [Disaster  Medical  Care]  (Donaldson), 
2129 

Place  of  Oral  Antidiabetic  Therapy  [Diabetes  Mellitus]  (New 
York  Medical  College,  Flower  and  Fifth  Avenue  Hospitals) 
(Symposium)  (Smith),  1916 

Plaquenil:  side-effects  of  chloroquine  and  hydroxychloro- 

quine; results  of  comparative  study  in  vivo,  3111 
Plasmocytosis:  mass  in  hip,  shadow  in  lung,  and  protein 
abnormalities  [Clinicopathologic  Conference),  2233 
Plethysmographic  Study  of  the  Peripheral  Circulation  in 
Diabetic  Neuropathy  (Chambers  and  Hazlett),  2076 
Pleural  Effusion,  Lymphadenopathy,  Hematologic  Ab- 
normalities, and  Suddenly  a Spleen  [Clinicopathologic 
Conference],  1955 

Pleural  effusion:  pulmonary  infiltrates,  azotemia,  and  down- 
hill course  [Clinicopathologic  Conference],  2808 
Pneumonia:  alcoholism,  ascites,  and  atrial  fibrillation 

[Clinicopathologic  Conference],  2105 
Poison:  see  Accidental  Chemical  Poisonings  (Series) 
Poliomyelitis:  association  of  parkinsonism  and  other  neuro- 
logic ^sorders,  2088 

Poliomyelitis  and  measles  vaccines  [Immunization  Proce- 
dures; Present  Status]  [Proceedings,  New  York  Allergy 
Society],  2973 

Polyarteritis  Nodosa  and  Hypertension;  Treatment  with 
Corticoids  with  Complete  Remission  (Barzel),  2263 
Polypoid  Vocal  Cord  [Voice  Problems  and  Laryngeal 
Pathology]  (Symposium  and  Panel  Discussion)  (Baker), 
3098 

Polyposis:  cutaneous  manifestations  of  systemic  genetic 

diseases  [Cutaneous  Manifestations  of  Systemic  Disease] 
(Symposium),  3070 

Polyps,  nasal:  autoantibodies  in  diseases  of  unproved 

etiology,  3368 

Porphyria:  cutaneous  manifestations  of  systemic  disease 

(Symposium),  I,  3070;  II,  3213 
Portacaval  shunt,  splenomegaly  and  hypersplenism  pre-  and 
post-,  2631 

Portal  shimt:  vascular  surgery  in  nonuniversity  hospital, 

2953 

Postgraduate  training  and  refresher  courses;  responsibility 
of  teaching  hospital  to  nonaffiliated  physician,  2713 
Potassium  deficiency:  periodic  paralysis  [Staff  Conference], 
2226 

Practical  Problems  in  Developing  Medical  Plans  for  Disaster 
[Disaster  Medical  Care]  (Klinghoffer),  2565 
Prednisolone:  betamethasone  in  bronchial  and  other  dis- 

orders; oral  and  parenteral  therapy,  3514 
Prednisolone:  effect  of  betamethasone  on  anemia  in  rheuma- 
toid arthritis,  2411 
Pregnancy 

current  status  of  surgery  for  esophageal  hiata  hernia, 
peptic  esopha^tis,  and  inflammatory  stricture  [Recent 
Advances  in  Medicine  and  Surgery],  2220 
problems  in  sexual  development;  endocrinologic  and 
psychologic  asp^ts,  2348 
psychologic  experience  of  labor,  2923 

term  delivery,  hemorrhagic  phenomena,  and  sudden 
death  [Clinicopathologic  Conference],  3543 
see  also  Maternal  Welfare  (Series) 

Pregnant  diabetic  patient,  problems  of  [Diabetes  Mellitus] 
(New  York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals)  (Symposium),  1920 

Preliminary  Report  of  Use  of  Vacuum  Extractor  with 
Caudal  Anesthesia  (McCullough  and  Pisani) , 26^ 
Premature  and  mature  infants,  hypocalcemia  during  first 
week  of  life  in,  2502 

Preparedness  at  Community  Level — an  Urgent  Goal  (Disaster 
Medical  Care]  (Terry),  1972 
Prescription  writing,  teaspoonful  dosage  in,  2570 
Presidential  Address  [Immunization  Procedures;  Present 
Status]  [Proceedings,  New  York  Allergy  Society]  (Dworet- 
zky),  2982 

Prevention  of  Complications  in  Stapes  Surgery  (Scheer), 
3264 

Primary  Carcinoma  of  the  Nail  Bed  (Gelmann),  2408 
Primary  Pulmonary  Hypertension;  Presumptive  Diagnosis 
and  Review  (Ginsberg,  Benson,  and  Lubell),  2837 
Problems  of  the  Pregnant  Diabetic  Patient  [Diabetes 
Mellitus]  (New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals)  (Symposium)  (Grimaldi),  1920 
Problems  in  Sexual  Development;  Endocrinologic  and 
Psychologic  Aspects  (Money),  2348 
Proceedings,  New  York  Allergy  Society  (Series),  2967,  3372 
Prostate:  current  status  of  regional  chemotherapy  [Recent 
Advances  in  Medicine  and  Surgery],  part  II:  results,  2518 
Protein  abnormalities,  mass  in  hip,  and  shadow  in  lung 
[Clinicopathologic  Conference],  2233 
Proteinoses:  cutaneous  manifestations  of  some  metabolic 

diseases  [Cutaneous  Manifestations  of  Systemic  Disease] 
(Symposium),  II,  3228 

Pruritic  generalized  eruption  and  fever  [Clinicopathologic 
Conference],  2383 

Pruritus:  some  pathophysiologic  aspects  of  skin  mani- 

festations in  internal  disease  [Cutaneous  Manifestations 
of  Systemic  Disease]  (Symposium),  I,  3063 
Pseudoaneurysm  of  Abdominal  Aorta  (Seidenberg,  Hurwitt, 


Craig,  and  Rifkin),  2700 

Pseudoxanthoma  elasticum:  cutaneous  manifestations  of 

systemic  disease  (Symposium),  I,  3070;  II,  3213 
Psychiatry,  first  one-hundred  years  of;  State  University  of 
New  York  Downstate  Medical  Center,  3393 
Psychiatry,  recent  progress  in  [Recent  Advances  in  Medicine 
and  Surgery],  3537 

Psychodynamic  and  environmental  stresses,  evaluating; 

adolescent  underachievers,  3524 
Psychologic  Experience  of  Labor  (Shainess),  2923 
Puberty:  problems  in  sexual  development;  endocrinologic 
and  psychologic  aspects,  2348 

Public  Health  Service  Program  [Disaster  Medical  Care] 
(Hundley),  2708 

Public  Medical  Forums  (Gates  and  Corey),  3435 
Pulmonary  disease:  hyperbaric  oxygen  and  current  medical 
uses  of  oxygen,  2775 

Pulmonary  edema:  fever  and  pruritic  generalized  eruption 
fClinicopatholoCTC  Conference],  2383 
Pulmonary  embolism:  inferior  vena  cava  ligation  in  ab- 

dominoperineal resection,  3381 
Pulmonary  function:  acute  ventilatory  failure,  3355 
Pulmonary  hypertension,  primary;  presumptive  diagnosis 
and  review,  2837 

Pulmonary  Infiltrates,  Azotemia,  and  a Downhill  Course 
[Clinicopathologic  Conference],  2808 
Pulmonary  infiltration:  Loffler’s  syndrome,  3418 
Pulmonary:  see  o/so  Lung 

Purpura,  thrombocytopenic,  secondary  to  sulfamethoxy- 
pyridazine,  2554 

Pyelonephritis:  obstructive  jaundice  [Clinicopathologic 

Conferencf*) , 2661 

Pyelonephritis:  pulmonary  infiltrates,  azotemia,  and  down- 
hill course  [Clinicopathologic  Conference],  2808 
Pyridoxine:  new  treatment  for  photosensitive  skin  eruptions; 
results  obtained  with  vitamin  Be,  2097 

Quarantine  [Tropical  Medicine  for  Temperate  Climates], 
2544 

Rabies,  in  man,  pathogenesis  and  prophylaxis  of,  3507 
Radiation 

choice  of  treatment  in  cancer  of  thoracic  esophagus,  3384 
effect  of,  on  response  to  anesthetic  agents,  1943 
electromagnetism  and  its  effect  on  organism,  1935 
treatment  of  advanced  breast  cancer  by  hypophysectomy, 
2191 

Radio  frequency:  electromagnetism  and  its  effect  on  organ- 
ism, 1935 

Radioactive  fallout:  see  Disaster  Medical  Care  (Series) 
Radiography:  cassette  holder,  3114 
Radiography : technic  of  lymphography  ,2211 
Radiologic,  chemical,  and  biologic  defense,  pinpointing 
physician’s  role  in  [Disaster  Medical  Care],  2129 
Radiolo^:  see  Correlation  Conferences  in  Radiology  and 
Pathology  (Series) 

Range  of  Depression;  Study  of  244  Depressed  Patients 
(Rudorfer,  Hankoff,  and  Paley),  3090 
Recent  Advances  in  the  Diagnosis  and  Treatment  of  the 
Bullous  Dermatoses  [Cutaneous  Manifestations  of  Systemic 
Disease]  (Symposium)  (Costello  and  DeFoe),  II.  3213 
Recent  Advances  in  Medicine  and  Surgery  (Series),  1951, 
2220,  2359,  2518,  2654, 3537 

Recent  Progress  in  Psychiatry  [Recent  Advances  in  Medicine 
and  Surgery]  (Coleman),  3537 

Rectum:  inferior  vena  cava  ligation  in  abdominoperineal 
resection,  3381 

Relation  of  Warm-Up  to  Spontaneous  Muscle  Injury  (Start), 
3530 

Relationship  of  Geomagnetic  Environment  to  Human 
Biology  (Becker),  2215 

Renal  disease:  pulmonary  infiltrates,  azotemia,  and  down- 
hill course  (Clinicopathologic  Conference],  2808 
Renal  Dysfunction  Leading  to  Demineralization  [Nutrition 
Excerpts]  (Lutwak),  3557 

Renal  failure:  congenital  hereditary  nephritis  with  nerve 

deafness,  2644 
Renal:  sec  a/so  Kidney 

Report  on  Drug  Addiction  II  (New  York  Academy  o 
Medicine),  1977 

Report  of  First  Six  Months  Activities  of  the  Poison  Control 
Center  in  1963  [Accidental  Chemical  Poisonings],  3292 
Report  of  25  Fatal  Cases  of  Ectopic  Pregnancy  [Maternal 
Welfare]  (Schoeneck),  3410 

Repository  treatment:  emulsion  treatment  1962;  review  of 
treatment  1960  to  1962,  3361 

Rescue  Breathing  and  Cardiac  Massage;  Field  Experiences 
of  the  City  of  New  York  Fire  Department  (Saland),  3521 
Respiratory  disease,  newer,  influenza,  and  adenovirus  agents 
(Immunization  Procedures;  Present  Status]  (Proceedings, 
New  York  Allergy  Society],  2977 
Responsibility  of  Teaching  Hospital  to  NonaflSliated  Physi- 
cian; Postgraduate  Training  and  Refresher  Courses 
(Smith).  2713 

Resuscitation,  digitalis  and  [Clinical  Anesthesia  Conference], 
2679 

Resuscitation:  rescue  breathing  and  cardiac  massage;  field 
experiences  of  City  of  New  York  Fire  Department,  3521 
Retinopathy,  diabetic  (State  University  of  New  York  Up- 
state Medical  Center  in  Syracuse)  (Symposium),  2783 
Retrograde  Menstrual  Flow  in  Normal  Female  Simulating 
Acute  Appendicitis  (Callas,  Vieta,  Jones,  and  Barber),  3286 
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Rheumatoid  arthritis,  efifect  of  betamethasone  on  anemia  in, 
2411 

Rickets:  renal  dysfunction  leading  to  demineralization 

[Nutrition  Excerpts],  3557 

Rickettsial  disease:  murine  typhus  in  New  York  State,  2696 
Rise  and  Decline  of  “Flubberitis”  [Accidental  Chemical 
Poisonings],  2562 

Role  of  Government  in  Health  and  Medical  Care  (Esselstyn), 
2855 

Rupture  of  uterus,  maternal  deaths  due  to  [Maternal  Wel- 
fare], 2681 

Salicylates:  place  of  oral  antidiabetic  therapy  [Diabetes 

Mellitus]  (New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals)  (Symposium),  1916 
Salivary  glucose  test:  evaluation  of  two  diabetes  detection 
methods,  2964 

Sarcoma:  cin-rent  status  of  regional  chemotherapy  [Recent 
Advances  in  Medicine  and  Surgery],  part  II:  results,  2518 
Sarcoma,  Kaposi’s:  skin  diseases  of  lower  extremities  (Panel 
Discussion),  1924 

Sarcomatous  Transformation  of  “True”  Endometriosis 
(de  la  Pava,  Nigogosyan,  and  Pickren),  2548 
Schizophrenia:  range  of  depression;  study  of  244  depressed 
patients,  3090 

Scleroderma,  derma tomyositis,  and  lupus  erythematosus, 
cutaneous  diagnosis  of  [Cutaneous  Manifestations  of 
Systemic  Disease]  (Symposium),  I,  3070 
Sclerosis:  association  of  parkinsonism  and  other  neurologic 
disorders,  2088 

Semiclosed  Anesthesia  [Clinical  Anesthesia  Conference],  2124 
Sepsis,  pelvic  surgery,  multiple  fistulae,  nephrotic  syndrome, 
and  uremia  [Clinicopathologic  Conference],  2535 
Serum  transaminase  patterns,  early  diagnosis  of  biliary  tract 
malformation  by,  3497 

Sexual  development,  problems  in;  endocrinologic  and  psy- 
chologic aspects,  2348 

Shelter  program,  national,  and  its  medical  aspects,  3294 
Shock:  hyperbaric  oxygen  and  current  medical  uses  of 

oxygen,  2775 

Shoidd  There  Be  More  or  Less  Government  in  Medical 
Care?  (Bauer),  2860 

Side-Effects  of  Chloroquine  and  Hydroxychloroquine; 

Results  of  a Comparative  Study  in  Vivo  (Mandel),  3111 
Sims,  J.  Marion,  M.D.:  gynecologic  surgeon,  3533 
Sjogren’s  syndrome:  cutaneous  manifestations  of  some 

metabolic  diseases  [Cutaneous  Manifestations  of  Systemic 
Disease]  (Symposium),  II,  3228 
Skin  Diseases  of  Lower  Extremities  (Panel  Discussion),  1924 
Skin 

cutaneous  manifestations  of  systemic  disease  (Symposium), 

I,  3063 

disease:  side-effects  of  chloroquine  and  hydroxychloro- 

quine; results  of  comparative  study  in  vivo,  3111 
eruptions,  photosensitive,  new  treatment  for;  results  ob- 
tained with  vitamin  Be,  2097 
graft,  split-thickness,  omphalocele  treated  with,  3573 
surface  glucose  test:  evaluation  of  two  diabetes  detection 
methods,  2964 

Sleeping  sickness:  human  Trypanosomatidae  [Tropical 

Medicine  for  Temperate  Climates],  part  I,  3127 
Slums,  medicine  in,  2132 

Smallpox  [Tropical  Medicine  for  Temperate  Climates] 
(Cahill),  2817 

Solitary  Dense  Vertebral  Body  [Correlation  Conferences  in 
Radiology  and  Pathology],  2995 
Some  Pathophysiologic  Aspects  of  Skin  Manifestations  in 
Internal  Disease  [Cutaneous  Manifestations  of  Systemic  « 
Disease]  (Symposium)  (Lorincz),  I,  3063 
Sounds,  cardiovascular,  analysis  of  transients  in,  2345 
Spinal  cord  compression,  unusual  cause  of:  nocardiosis,  3422 
Splenomegaly  and  Hypersplenism  Pre-  and  Post-Portacaval 
Shunt  (Liebowitz),  2631 

Splenomegaly:  swelling  of  abdomen  [Clinicopathologic 

Conference],  3269 

Staff  Conference  [State  University  of  New  York  Upstate 
Medical  Center] , 2226,  2512 

Stalk  section:  neurosurgical  therapy  [Diabetic  Retinopathy] 
(State  University  of  New  York  Upstate  Medical  Center  in 
Syracuse)  (Symposium),  2791 
Stanozolol.  influence  of,  on  hemoglobin  levels,  2795 
Stapes  mobilization:  modern  treatment  of  deafness  [Recent 
Advances  in  Medicine  and  Surgerv],  1951 
Stapes  surgery,  prevention  of  complications  in,  3264 
State  University  of  New  York  Downstate  Medical  Center; 

first  one-hundred  years  of  psychiatry,  3393 
Stenosis:  clinical  circulation  test  for  cerebrovascular  in- 

sufficiency, 2083 

Stenosis,  mitral  [Correlation  Conferences  in  Radiology  and 
Pathology],  2116 

Steroids,  Antibiotics,  and  Early  Esophagoscopy  in  Caustic 
Esophageal  Trauma  (Yarington  and  Heatly).  2960 
Steroids:  erythrocyte  destruction  and  hemolytic  disease 

[Recent  Advances  in  Medicine  and  Surgery],  2654 
Stomach  Nodule — Aberrant  Pancreas  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  3554 
Stresses,  paychodynamic  and  environmental,  evaluating; 

adolescent  underachievers,  3524 
Subacute  Bacterial  Endocarditis  in  Patients  Allergic  to 
Penicillin;  Possible  Immunologic  Mechanisms  (Theo- 
bald and  Grace),  3570 

Subarachnoid  hemorrhage,  treatment  of;  current  status,  2494 


Subtalar  (Talocalcaneonavicular)  Dislocation  (Miles,  Chan, 
and  Unger),  2844 

Sulfamethoxypyridazine,  thrombocytopenic  purpura  second- 
ary to, 2554 

Sulfonamide:  thrombocytopenic  purpura  secondary  to 

sulfamethoxypyridazine,  2554 

Sulfone  therapy:  leprosy  (Tropical  Medicine  for  Temperate 
Climates],  2391 

Sulfonylureas:  place  of  oral  antidiabetic  therapy  [Diabetes 
MelUtus]  (New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals)  (Symposium),  1916 
Summary  [Voice  Problems  and  Laryngeal  Pathology] 
(Symp)osium  and  Panel  Discussion)  (Dsdy),  3110 
Sun:  new  treatment  for  photosensitive  skin  eruptions; 

results  obtained  with  vitamin  Be,  2097 
Suramin:  human  Trypanosomatidae  [Tropical  Medicine  for 
Temperate  Climates],  part  I,  3127 
Surgery 

choice  of  treatment  in  cancer  of  thoracic  esophagus,  3384 
experience  with  regenerated  oxidized  cellulose,  2639 
stapes,  prevention  of  complications  in,  3264 
vascular,  in  nonuniversity  hospital,  2953 
see  also  Clinical  Anesthesia  Conference  (Series),  Recent 
Advances  in  Medicine  and  Surgery  (Series) 

Swelling  of  Abdomen  [Clinicopathologic  Conference],  3269 
Systemic  disease,  cutaneous  manifestations  of  (Symposium), 
1,3063;  11,3213 

Tachycardia,  paroxysmal  supraventricular,  use  of  methox- 
amine  hydrochloride  in  treatment  of,  2101 
Talcum  powder,  camphorated  oil,  and  lead  poisoning  [Acci- 
dental Chemical  Poisonings],  3575 
(Talocalcaneonavicular)  dislocation,  subtalar,  2844 
Tandearil:  use  of  oxyphenbutazone  in  urologic  disorders, 
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Teaching  hospital,  responsibility  of,  to  nonaffiliated 
physician;  postgraduate  training  and  refresher  courses, 
2713 

Teaspoonful  Dosage  in  Precription  Writing  (Stemp>el),  2570 
Technic  of  Lymphography  (Wilder,  Norman,  and  Resnick), 
2211 

Teeth,  discoloration  of,  associated  with  intensive  tetracycline 
therapy  in  infancy,  2703 

Telangiectasia:  cutaneous  manifestations  of  systemic 

genetic  diseases  [Cutaneous  Manifestations  of  Systemic 
Disease]  (Symposium),  I,  3070 

Term  Delivery,  Hemorrhagic  Phenomena,  and  Sudden 
Death  [Clinicopathologic  Conference],  3543 
Testis:  current  status  of  regional  chemotherapy  [Recent 

Advances  in  Medicine  and  Surgery],  part  II:  results,  2518 
Testis,  Leydig  cell  tumor  of,  in  male  pseudohermaphrodite 
with  testicular  feminization,  2258 
Testosterone:  influence  of  stanozolol  on  hemoglobin  levels, 

2795 

Tetanus  Toxoid  and  Antitoxins  [Immunization  Procedures: 
Present  Status]  [Proceedings,  New  York  Allergy  Society] 
(EdsaU),  2967 

Tetany:  hypocalcemia  during  first  week  of  life  in  mature 

and  premature  infants,  2502 

Tetracycline  therapy,  intensive,  in  infancy,  discoloration  of 
teeth  associated  with,  2703 

Thio-TEPA:  current  status  of  regional  chemotherapy 

[Recent  Advances  in  Medicine  and  Surgery],  part  I: 
technics,  2359;  part  II,  results,  2518 
Thoracic  esophagus,  choice  of  treatment  in  cancer  of,  3384 
Thrombocytopenic  Purpura  Secondary  to  Sulfamethoxy- 
pyridazine (Thomas),  2554 

Thyroid  disease:  autoantibodies  in  diseases  of  unproved 

etiology,  3368 

Thyroid  isease:  myxedema  and  hypertension,  2801 
Thyroidism,  hypo-,  use  of  triprop  in  treatment  of,  2204 
Thyrotoxicosis:  periodic  paralysis  [Staff  Conference],  2226 
Thyroxin:  use  of  triprop  in  treatment  of  hypothyroidism, 
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Tolbutamide:  place  of  oral  antidiabetic  therapy  [Diabetes 

Mellitus]  (New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals)  (Symposium),  1916 
Tophi:  cutaneous  manifestations  of  some  metabolic  diseases 
[Cutaneous  Manifestations  qf  Systemic  Disease]  (Sym- 
posium), II,  3228 

Training  and  Education  for  Professional  Preparedness  in 
Emergency  Health  Aspects  [Disaster  Meiical  Care] 
(Reider),  2419 

Transaminase  patterns,  serum,  early  diagnosis  of  biliary 
tract  malformation  by,  3497 

Transfusion:  erythrocyte  destruction  and  hemolytic  disease 
[Recent  Advances  in  Medicine  and  Surgery  ],  2654 
Treatment  of  Advanced  Breast  Cancer  by  Hypophysectomy 
(Peck  and  Olson),  2191 

Treatment  of  Subarachnoid  Hemorrhage;  Current  Status 
(Ransoho,ff ) , 2494 

Tricuspid  Endocarditis  Secondary  to  Old  Gonorrheal  Urethri- 
tis (Manzon  and  Samellas),  2834 
Triethylene  thiophosphoramide:  current  status  of  regional 

chemotherapy  [Recent  Advances  in  Medicine  and  Surgery], 
parti:  technics,  2359;  part  II;  results,  2518 
Trifluoperazine,  phosphorus,  and  methvl  alcohol  intoxications 
[Accidental  Chemical  Poisonings],  2705 
Triparanol,  multiple  and  reversible  toxic  effects  of,  2560 
Triprop,  use  of.  in  treatment  of  hypothyroidism.  2204 
Tropical  Medicine  for  Temperate  Climates  (Series),  1964, 
2112,  2247,  2391,  2544,  2672,  2817,  2990,  3282,  3405,  3549 
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Trypanosomatidae,  human  [Tropical  Medicine  for  Temperate 
Climates),  part  I,  3127;  II:  Chagas*  disease,  3282;  III. 
LeLshmaniasis:  kala-azar,  3405;  IV.  Cutaneous  and  muco- 
cutaneous leishmaniasis,  3549 

TSPA:  current  status  of  regional  chemotherapy  [Recent 
Advances  in  Medicine  and  Surgery),  part  I:  technics, 

2359;  part  II:  results,  2518 

Tuberculosis;  pleural  effusion,  lymphadenopathy,  hemato- 
logic abnormities,  and  suddenly  a spleen  [Clinicopatholo- 
gic  Conference],  1955 
Turaor(s) 

alcoholism,  ascites,  and  atrial  fibrillation  [Clinicopathologic 
Conference],  2105 

Leydig  cell,  of  testis  in  male  pseudohermaphrodite  with 
testicular  feminization,  2258 

see  also  Adenocarcinoma,  Cancer,  Carcinoma,  Lymphosar- 
coma, Melanoma,  Sarcoma 

Typhus,  murine,  in  New  York  State,  2696 


Ulcer 

contact,  of  larynx  [Voice  Problems  and  Laryngeal  Pathol- 
ogy) (Symposium  and  Panel  Discussion),  3100 
current  status  of  surgery  for  esophageal  hiatal  hernia, 
peptic  esophagitis,  and  inflammatory  stricture  [Recent 
Advances  in  Medicine  and  Surgery],  2220 
duodenal,  antrectomy-vagotomy  for;  fifteen-year  ap- 
praisal, 2489 

skin  diseases  of  lower  extremities  (Panel  Discussion),  1924 
Ulcerative  colitis,  chronic,  at  medical  center  in  Western 
New  York  State;  complications  and  course,  2061 
Underachievers,  adolescent;  evaluating  psychodynamic 
and  environmental  stresses,  3524 
Unrecognized  Major  Organic  Diseases  in  a Geriatric  Mental 
Hygiene  Clinic  (Friedman,  Dutchen,  and  Bressler),  2339 
Unusual  Cause  of  Spinal  C)ord  Compression:  Nocardiosis 

(Epstein,  Holden,  Feldshuh,  and  Singer),  3422 
Uremia,  pelvic  surgery,  sepsis,  multiple  fistulae,  and  ne- 
phrotic syndrome  [Clinicopathologic  Conference],  2535 
Uremia:  some  pathophysiologic  aspects  of  skin  manifestations 
in  internal  disease  [Cutaneous  Manifestations  of  Systemic 
Disease]  {(Symposium),  1, 3063 
Ureter,  carcinoma  of;  coiled  catheter  sign  [Correlation 
Conferences  in  Radiology  and  Pathology],  2397 
Urethritis,  old  gonorrheal,  tricuspid  endocarditis  secondary  to, 
2834 

Urinary  Retention  Due  to  Fecal  Impaction  (Ravich,  Lerman, 
and  Schell),  3289 

Urologic  disorders,  use  of  oxyphenbutazone  in,  3261 
Urticaria:  some  pathophysiologic  aspects  of  skin  mani- 

festations in  internal  disease  [Cutaneous  Manifestations  of 
Systemic  Disease]  (Symposium),  I,  3063 
Use  of  Methoxamine  Hydrochloride  in  TYeatment  of  Parox- 
ysmal Suprayentricular  Tachycardia  (Zimdahl),  2101 


Editorials 

Abortion,  induced,  2334 

Billsbord,  a Christmas,  3493 

Chickens  are  coming  home  to  roost,  3209 
Chiropractic 

chickens  are  coming  home  to  roost,  3209 
legislatiye  letdown,  2484 
Christmas  Billsbord,  a 3493 
Costly  mistake,  3058 
Court  decisions 

costly  mistake,  3058 
reasonable  care,  1909 
why  a physician’s  lien  law?,  3350 

Dangers  of  the  yerbal  prescription,  2770 
Divergence  in  means  not  aims,  2770 
Drugs 

groping  in  dark,  2484 
public  service,  3494 

Emphysema,  pulmonary  fibrosis  and,  2186 

F.  D,  A.*s  new  teeth,  2918 

Groping  in  the  dark,  2484 

Herpes  simplex:  see 

Practicality  of  research,  2919 

Induced  abortion  (Guttmacher),  2334 

Legislative  letdown,  2484 


Use  of  Oxyphenbutazone  in  Urologic  Disorders  (Silver, 
Akbari,  and  Draper),  3261 

Use  of  Triprop  in  the  Treatment  of  Hypothyroidism  (Spring), 
2204 

Uterus,  maternal  deaths  due  to  rupture  of  [Maternal  Wel- 
fare], 2681 

Vaccine;  immunization  procedures;  present  status  [Proceed- 
ings, New  York  Allergy  Society],  2967 
Vaccine,  killed  measles- virus,  3365 

Vacuum  extractor,  preliminary  report  of  use  of,  with  caudal 
anesthesia,  2649 

Vagotomy,  antrectomy-,  for  duodenal  ulcer;  fifteen-year 
appraisal,  2489 

Varices,  gastric:  bloody  vomitus  [Correlation  Conferences  in 
Radiology  and  Pathology],  2676 
Vascular  Surgery  in  the  Nonuniversity  Hospital  (Brown, 
McMahon,  Jonassen,  and  Rodier),  2953 
Vena  cava  ligation,  inferior,  in  at^ominoperineal  resection, 
3381 

Ventilatory  failure,  acute.  3355 
Ventricle,  diagnosis  of  aneurysm  of,  2949 
Vertebral  body,  solitary  dense  [Correlation  Conferences 
Radiology  and  Pathology  ],  2995 
Virus  antigen,  herpes  simplex,  in  recurrent  herpetic  keratitis, 
2506 

Virus:  skin  diseases  of  lower  extremities  (Panel  Discussion), 
1924 

Vitamin  Be,  results  obtained  with;  new  treatment  for  photo- 
sensitive skin  eruptions,  2097 

Vocal  Nodules  [Voice  Problems  and  Laryngeal  Pathology] 
(Symposium  and  Panel  Discussion)  (Arnold),  3096 
Voice  Problems  and  Laryngeal  Pathology  (Symposium  and 
Panel  Discussion),  3096 

Voice  Therapy  [Voice  Problems  and  Laryngeal  Patholog^y] 
(Symposium  and  Panel  Discussion)  (Peacher),  3104 

Warm-up,  relation  of,  to  spontaneous  muscle  injury  , 3530 
Warts:  skin  diseases  of  lower  extremities  (Panel  Discussion), 
1924 

Wegener’s  Granulomatosis  with  Unusual  Pathologic  Findings 
(Thompson,  Burman,  Dolgopol,  and  Bruyning),  3565 
Women,  normal  “older,”  body  fatness  in  [Nutrition  Excerpts], 
2121 

Xanthoma  tuberosum:  cutaneous  manifestations  of  systemic 
genetic  disease  [Cutaneous  Manifestations  of  Systemic 
Disease]  (Symposium),  I,  3070 

Xanthomatoses:  cutaneous  manifestations  of  some  metabolic 
diseases  [Cutaneous  Manifestations  of  Systemic  Disease] 
(Symposium),  II,  3228 

Yellow  Fever  [Tropical  Medicine  for  Temperate  Climates] 
(CahiU).2990 


Measles  vaccination,  1908 
Medical  cartoon,  3059 

Nonintegrated  numerology,  3208 
Nursing  homes,  what  we  know  about,  2626 

Our  Tragedy,  3492 

Physician’s  testimony,  including  the  hypothetical  question 
(Klein),  2056 

Pigeons  in  the  grass  alas,  3350 
Practicality  of  research,  2919 
Prescription,  verbal,  dangers  of,  2770 
Public  service  drugs,  3494 
Pulmonary  fibrosis  and  emphysema,  2187 

Reasonable  care,  1909 
Redway  Award,  second,  2186 
Report  to  the  givers,  1910 

Science  and  the  legislators,  2191 
Second  Redway  Award,  2186 
Selective  vaccination,  3351 
Smallpox:  see  Selective  vaccination,  3351 

Thanksgiving  1963,  3208 
Tragedy,  Our,  3492 

Vaccination,  selective.  3351 

What  we  know  about  nursing  homes,  2626 
Why  a physician’s  lien  law?,  3350 
Women  in  medicine,  2771 
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Gift  subscriptions  are:  $5.00  for  the  first  year,  $7.50  thereafter 

P.S.  If  you  don’t  happen  to  be  one  of  our  fortunate  members,  you  can 
also  treat  yourself  to  the  same  special  Introductory  subscription  rate. 
Mail  your  order  to:  New  York  State  Journal  of  Medicine,  750  Third 

Avenue,  New  York,  N.  Y.,  10017. 


PLEASE  SEND  A SPECIAL-RATE  INTRODUCTORY  SUBSCRIPTION  TO: 

Name 


Address 


City  & State. 


Name 

Address 

City  & State 

[~~|  Enclosed  is  $5.00  for  the  first  year  (Regularly  $7.50) 

r~|  Enclosed  is  $1  8.00  for  the  first  three  years  (Regularly  $22.50) 

I I Plus  $1.50  for  foreign  addressee. 
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MEDICAL  SOCIETY 
OF  THE  STATE 
OF  NEW  YORK 


WEDNESDAY 

FEBRUARY  12,  1964 

IMPERIAL  BALLROOM 
AMERICANA 

Seventh  Avenue 
& 52nd  Street 
New  York  City 


Annual  Dinner  Dance 


in  honor  of 

WILLIAM  L.  WHEELER,  JR.,  M.D. 

President 


Reception  at  7 p.m. 

Gourmet  Dinner 
Music  by  Ben  Cutler 
Dress  Optional 

Subscription  $17.50  Per  Person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send  me tickets  for  the  Annual  Dinner  Dance  on  February  12. 

Enclosed  please  find  my  check  for . 


NAME 


ADDRESS 


Please  attach  guest  list 
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Index  to  Advertised  Products 


Analgesics 

Soma  Compound  (Wallace  Laboratories) 3475 


Antibiotics 

Chloromycetin  (Parke,  Davis  & Company). . .2nd  cover 
Declomycin 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 


Antiinflammatory  enzymes 

Orenzyme/Parenzyme  (National  Drug  Company).  3597 


COMBO  WATCH  STOP  WATCH 

Sturdy  workmanship.  Imported 
SWISS  Movement  Guaranteed 
TWO  YEARS.  “Parts  only". 
Chrome  and  Stainless  Steel  Case 
• Radium  Hands  • Shock-Resist- 
ant • Sweep  Hand  • Measure 
Distance,  Speed  of  Cars,  Planes 
and  other  moving  objects  a A 
Time-keeper  — TELEMETER 
TACHOMETER  a Includes  45 
minute  and  6-hour  Registers. 
Jeweled  Movement  Available 
in  Chrome  Case.  Full  Operating  Instructions  a FIFTEEN 
DAY  Money  Back  Unconditional  Guarantee. 

ONLY  $9.95 

RITEWAY,  P.O.B.  5 


Antivertigo 

Antivert  (J.  B.  Roerig  & Company) 3485 

Bronchopulmonary 

Elixophyllin  (Sherman  Laboratories) 3476 


Dermatologic  preparations 
Cosmedicake 


f Kay  Preparations  Company,  Inc.) 3467 

pHisoHex  (Winthrop  Laboratories) 3465 

Sardo  (Sardeau,  Inc.) 3461 

Diagnostic  aids 

Urine  tests  (Ames  Company,  Inc.) 3rd  cover 

Energizers 

Deprol  (Wallace  Laboratories) 3488-3489 

Hormones 

Enovid  (G.  D.  Searle  & Company) 3495 

Liquors 

Hennessy  Cognac  (Schieffelin  & Company) 3486 

Ovarian  hormones 

Duosterone  (Roussel  Corp.) 3469 

Sedatives 

Barba-Niacin  (Cole  Chemical  Company) 3483 


Steroids  & hormones 

Aristocort 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 3462-3463 

Tranquilizers 

Atarax  (J.  B.  Roerig  & Company) 3477,  3478,  3479 

Thorazine 

(Smith  Kline  & French  Laboratories) 3606 


Vitamins 

Stresscaps 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 3481 


Chrislmas  Seals 
meaa  happier  homes 
& heallhier  people 


Christmas  Seals 
Fight  Tuberculosis 
aud  other 

eespiraiory  Oiseases 
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County 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . 

Cayuga 

Chautauqua . 
Chemung .... 
Chenango. . . . 

Clinton 

Columbia. . . . 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston . . . 

Madison 

Monroe 

Montgomery. 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond . . . 
Rockland .... 
St.  Lawrence. 

Saratoga 

Schenectady. 
Schoharie. . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins.  . . 

Ulster 

Warren 

Washington. . 

Wayne 

Westchester  . 
Wyoming.  . . . 
Yates 


Officers  / County  Medical  Societies  / 1963 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1963—25,392 


President 


Francis  A.  Stephens Albany 

John  F.  Glosser ,. . WellsviUe 

Jerome  B.  Fly nn Bronx 

Michael  J.  Maggiore Endicott 

Charles  J.  Barranco Salamanca 

WiUiam  W.  Robertson Auburn 

Homer  M.  Servoss Jamestown 

James  A.  Mark Elmira 

Charles  L.  Dubuar Sherburne 

John  Menus tik,  Jr Plattsburgh 

Robert  L.  Bowerhan Copake 

William  J.  McAuliffe Cortland 

Harry  J.  Wilbur Walton 

James  K.  Keeley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Hans  Leeds Catskill 

Arthur  H.  Mulligan Herkimer 

Thomas  P.  Hamilton . . . Watertown 

Julius  E.  Stolfi Brooklyn 

John  H.  Brooks Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Charles  R.  Harris . . . East  Rochester 

Philip  Cortese Amsterdam 

Raymond  F.  Smith ....  Garden  City 

George  Himler New  York 

William  R.  Lewis.  . . .Niagara  Falls 

E.  P.  Russell,  Jr Rome 

Louis  G.  Fournier Syracuse 

Morton  Orlov Geneva 

Lome  S.  Tieman Middletown 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  Duston  Rames.Cooperstown 

John  del  Campo Carmel 

I.  G.  Frohman ....  Rockaway  Beach 

John  Enzien Troy 

Joseph  F.  Shanaphy New  Dorp 

L.  G.  Weishaar,  Jr Nanuet 

Lanpher  C.  Weston Massena 

John  Esposito Saratoga  Springs 

Norman  D.  Kathan.  . .Schenectady 

Donald  Rich  Lyon Middleburg 

James  J.  Norton  ....  Montour  Falls 

Bruno  Riemer Romulus 

Ralph  F.  Traver Bath 

Jesse  W.  Mahoney . . . East  Setauket 

Jacob  Rubin Woodbourne 

Philip  Nichols Owego 

Herbert  K.  Ensworth Ithaca 

John  A.  Cooke,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Walter  S.  Beimett GranviUe 

Evan  Tansley Newark 

James  M.  Jones Bronxville 

Leo  L.  Tmka Arcade 

Wilfred  D.  McCusker. . . . Penn  Yan 


Secretary 


John  J.  Phelan,  Jr Albany 

Kurt  Zinner WellsviUe 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Clean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Thomas  C.  Seymour Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  D.  Gioia Poughkeepsie 

Marie  H.  HeUer Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  PoUak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  MuUer Little  Falls 

James  L.  Harrington ....  Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  FaUs 

G.  Emerson  Learn. . .Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky . . . Rochester 
Helen  M.  Blanchard ....  Amsterdam 

Louis  Bush Baldwin 

WiUiam  L.  Wheeler,  Jr..  .New  York 

WiUiam  C.  Stein,  Jr Lockport 

Clarke  T.  Case Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger. . . .Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt Oswego 

John  M.  Constantine Oneonta 

Ammiel  D.  Schwartz Brewster 

Peter  V.  GugUuzza HoUis 

John  Squadrito Troy 

John  H.  Randall Staten  Island 

S.  B.  Adler Spring  VaUey 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  Vickers  DeweU ....  CobleskiU 

Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falls 

Milton  TuUy HorneU 

Milton  Gordon Huntington 

Alan  R.  Fried. . . .Livingston  Manor 

Paul  Zoltowski Waverly 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Charles  R.  Bannon Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Robert  E.  Healy Mt.  Kisco 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Treasurer 


Lewis  W.  B2urton Albany 

Kurt  Zinner WellsviUe 

Harold  E.  Brodman Bronx 

F.  Maurice  Breed.  . . .Johnson  City 

Duncan  C.  Wormer Portville 

David  S.  Eisenberg Auburn  f 

C.  Otto  Lindbeck Jamestown 

Henry  B.  Marsh aU Elmira 

Ar land  D.  Ryan Norwich 

WiUiam  L.  Ladue Plattsburgh 

Thomas  C.  Seymour Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

PhiUp  V.  Buckley ....  Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

WiUiam  H.  Raymond.  . .Johnstown  ( 


James  McCutcheon Batavia  ' I 

Mahlon  H.  Atkinson CatskiU  • 

Timothy  J.  Howard Newport 

James  L.  Harrington. . . .Watertown 

James  L.  O’Leary Brooklyn  | 

Alfred  Englander Lyons  FaUs  , 

G.  Emerson  Learn . . . Mount  Morris 

Robert  F.  Schramm Cazenovia 

T.  Paul  Guest Rochester  • 

Thomas  J.  Weyl Amsterdam  j 

Lyon  Steine VaUey  Stream  • 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr.  .Niagara  Falls  < 

Theodore  F.  Thomas Utica  ’ ^ 

Lee  R.  Stoner Syracuse  i 

M.  Edgerton  Deuel Geneva  | 

Richard  E.  Passenger Newburgh 

James  L.  Sterling Medina  i j 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel  ■ 

Victor  S.  Lait Flushing  I 

Joseph  Lasko Troy  I 

J.  J.  Silverman Staten  Island  J 

D.  Hyman Suffem  " 

Maurice  J.  Elder Massena  I 

WiUiam  H.  Moore . Saratoga  Springs  ' 

Louis  P.  Tischler Schenectady  t 

Duncan  L.  Best Middleburg  | 

Milton  J.  Daus Watkins  Glen 

WiUiam  P.  Magenheimer.  Waterloo 

Milton  TuUy HomeU 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried ....  Livingston  Manor 
Paul  Zoltowski Waverly 

R.  WendeU  Davis Ithaca 

Lewis  M.  Neporent Kingston  j 

Francis  X.  Dover Glens  Falls  j 

Roy  E.  Borrowman . . . Fort  Edward  . I 

Joseph  Asin Newark  f i 

Maurice  L.  WoodhuU Scarsdale  ; I 

Newland  W.  Fountain Warsaw  i | 

R.  J.  Harpending Penn  Yan  i | 
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What  are  your  fellow  physicians 
doing  right  now?  Reading  the 

NEW  YORK  STATE  JOURNAL 


Doe*  Your  Medical  Asiittant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-moniht  day  eouri*  Ineludat  Inimsiva  trainins 
In  laboratory  laehnlquai,  E.K.G.  and  B.M.R.  X>ray 
and  madleal  slanosraphy  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 


MancU  ScUaol 


854  W.  54  St— N Y C 
Clrela  7-3434 


LIcaniad  by  th*  Slat*  of  Naur  York 


OF  MEDICINE, 

of  course. 

New  subscribers  are  invited  to  join  the 
thousands  of  doctors  who  regularly  read  the 
Journal — with  relaxed,  purposeful  pleasure. 

Write  for  our  special  introductory  offer  to 
non-member  subscribers  . . . 

The  New  York  State  Journal  of  Medicine 
750  Third  Avenue,  New  York  17,  N.  Y, 


WANTED! 

AUGUST  15,  1962  ISSUE 
OF  THE  JOURNAL 

We  should  very  much  appreciate 
your  donating  this  back  issue  to  the 
Society.  We  are  in  short  supply, 
and  need  this  particular  back  num- 
ber for  foreign  and  medical  school 
requests.  Please  send  to:  New  York 
State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 


GREENMONT-ON-HUDSON  SANATORIUM 

188  North  Highland  Avenua,  Ostining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D.,  Director 


“7  want  to  go  over  your  history  once  more,  and  this 
time  please  start  from  scratch.” 


HOLBROOK  MANOR 

Five  Acres  of  Pinewo''  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  O.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD  Phyiician  in  Charge 

EST  1030 

J.  Epstein,  M.D.,  L.F.A.P.A.— L.  Wander,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEnIral  8-3155  NYC,  Direct,  Tal;  CY  5-0864 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Memcal  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


WANTED:  GENERAL  PRACTITIONER,  YOUNG. 

South  Shore,  Long  Island.  S^^lary  two  years,  then  partner- 
ship. P.O.  Box  596,  Sayville,  New  York. 


OPPORTUNITY  FOR  BOARD  CERTIFIED  OR  BOARD 
eligible  anesthesiologist,  fee  for  service  bases,  134  bed 
hospital,  approved  by  J.C.H.A.,  located  in  a progressive 
and  friendly  city  in  the  picturesque  north  country  of 
Champlain  Valley.  University  within  city  limits;  fine 
educational  and  cultural  advantages;  excellent  opportunity 
for  qualified  physician.  Address  replies,  including  resume, 
to:  Box  421,  Plattsburgh,  New  York. 


GENERAL  PRACTITIONER,  ROCHESTER,  NEW 
York,  wants  partner  who  may  take  over  later.  Good  in- 
ternal medic^  knowledge  necessary.  Unlimited  oppor- 
tunity with  real  time  off.  Income  unusuaL  Box  808,  % 
N.Y.  St.  Jr.  Med. 


G.P.  ASSOCIATE  NEEDED  FOR  G.P.  GROUP,  L.I., 
New  York  suburb.  Eventual,  fuU  partnership.  Unusual 
opportunity.  Box  839,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  AND/OR  YOUNG  IN- 
ternist  in  family  practice  to  associate  with  well  established 
medical  group.  $12,000  per  annum,  bonus  arrangement, 
later  partnership.  Write  or  call  Patchogue  Medical  Group, 
1 Roe  Blvd.,  Patchogue,  N.Y.  GRover  5-3900. 


NEW  YORK  CITY:  STAFF  PSYCHIATRIST— FULL 

time  position  in  active,  private,  psychiatric  hospital. 
New  York  license  or  eligibility,  and  3 years’  accredited 
residency  required.  Write:  Stephen  M.  Smith,  Director, 
Gracie  Square  Hospital,  420  East  76th  St.,  New  York 
City. 


WANTED:  INTERNIST  FOR  GROUP  IN  SOUTHERN 

New  York  State.  Must  be  Board  certified  or  Board 
qualified.  Box  845,  % N.Y.  St.  Jr.  Med. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED  1960,  AGE  34, 
family,  veteran.  Extensive  experience;  desires  fee  for 
service  or  group  arrangement  in  metropolitan  or  suburban 
area.  Box  823,  % N.Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  S 
Laboratory  and  X-Ray  Techs.  Sept,  and  Feb.  naduation. 

Well  trained  and  highly  qualified  personnel  (male  & 
fem8de)  also  available  at  other  times.  Phone  CH  2-2330, 

Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3, 

N.Y.  (Founded  1936  by  two  member  physicians). 


ANESTHESIOLOGIST  WANTS  REGULAR  PART  TIME 
work  in  N.Y.C.  or  adjacent  N.J.  No  nights  or  weekends. 
Apply  fully  to  Box  832,  % N.Y.  St.  Jr.  Med. 


GENERAL  SURGEON  WISHES  TO  ASSOCIATE  WITH 
older  surgeon,  practicing  in  or  around  New  York  City,  who 
is  plainning  to  retire.  He  will  be  available  July  1964 
Box  840,  % N.Y.  St.  Jr.  Med. 


INTERNIST,  33,  BOARD  ELIGIBLE,  COMPLETING 
military  obligation  July  1964,  seeks  association  with 
group.  Box  847,  % N.Y.  St.  Jr.  Med. 


ANESTHETIST  DESIRES  WEEKEND  EMPLOYMENT  • 
including  obstetrical  anesthesia.  Eligible,  N.  Y.  State  , 
License.  Box  844,  % N.  Y.  St.  Jr.  Med. 


INTERNIST— BOARD  ELIGIBLE,  AVAILABLE  JULY 
1964.  Interested  in  association  with  internist  in  suburban 
area  of  Westchester,  L.I.  or  N.J.  with  partnership  possibili- 
ties. Or,  in  buying  established  internal  medical  practice. 
BE  3-8390  or  Box  848,  % N.Y.  St.  Jr.  Med. 


OPHTHALMOLOGIST,  60,  CERTIFIED,  GENERAL 
practice  background;  to  associate,  buy  location,  or  in- 
dustry, insurance;  full  or  part  time.  Box  849,  % N.  Y.  St. 
Jr.  Med. 


EQUIPMENT 


t 
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i 

t 
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WANTED:  X-RAY  MACHINE  200-300  M.A.  MOTOR 

driven  table  and  spot  device;  rotating  anode  tubes.  Box 
835,  % N.Y.  St.  Jr.  Med. 


INTERNISTS,  PEDIATRICIANS,  OPHTHALMOLO- 
gists  to  join  medical  groups  in  either  metropolitan  N.Y.C. , 
or  in  N.Y.C.  suburbs.  Medical  groups  are  autonomous 
partnerships  affiliated  with  a major  pre-payment  health 
insurance  plan.  Partnerships  offered  after  two  years. 
Box  850,  % N.Y.  St.  Jr.  Med. 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you're 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


ELECTRO-CARDIOGRAPH  REPAIR  AND  SERVICE  ■ 
for  the  profession.  Fully  equipped  and  thoroughly  ex-  * 
perienced  in  the  service  and  repair  of  Sanborn,  Burdick,  ^ 
Beck-Lee,  Edin  and  Cardiotron  electro-cardiographs.  * 
List  the  name,  model  and  serial  no.  of  your  machine  on 
your  office  letterhead  and  mail  to  me.  Service  will  be 
made  that  much  more  efficient,  and  you  will  be  allowed  a 
20%  discount  on  all  service  and  repair  in  the  future. 

R.  A.  Channon,  89-31  161st  St.,  Jamaica  32,  Room  610, 
Chamber  of  Commerce  Bldg.,  JAmaica  3-8500. 


From  braces 
to  wheelchair 
to  bed  . . . 

that  is  the 

tragic  life  story 

of  a child  with 

IL' 

muscular  dystrophy. 

Please  contribute  to  the 

1 ) 1 1 f •! 

MARCH  FOR 

MUSCULAR  DYSTROPHY 
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PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTICE,  NEAR  ALBANY.  HOME- 
office  combination;  fully  e<iuipped.  Large  practice, 
for  sale  or  rent,  due  to  physician’s  death.  Mr.  A.  Miller, 
17  Church  St.,  Nassau,  N.Y. 


GENERALIST  TO  TAKE  OVER  OLD,  ESTABL.  PRAC- 
tice  in  heaut.  home-office,  compL  equipyed,  furn.  Upstate, 
through wy  exit.  Accred.  hosp..  Health  Off.,  school  phys. 
pos.  Immed.  income.  Box  837,  % N.Y.  St.  Jr.  Med. 


E.  N.  T.  & ALLERGY  PRACTICE  FOR  SALE;  UPSTATE 
New  York,  excellent  fishing,  boating,  hunting,  skiing. 
Reason  for  retirement — old  age.  Unlimited  opportunity 
for  active  man  with  surgical  training.  Open  hospital; 
new  hospital  in  planning  state.  Box  ^8,  % N.Y.  St.  Jr. 
Med. 


DERMATOLOGY  PRACTICE  FOR  SALE,  NASSAU 
County.  New  professional  building,  unopposed.  Also 
additional  opportunity  for  part-time  association  in  another 
office.  Box  846,  % N.Y.  St.  Jr.  Med. 


GOWANDA,  N.  Y.— 30  YEAR  GENERAL  PRACTICE 
for  sale  due  to  death.  4 room  office  in  home.  50  bed, 
fully  accredited  hospital  in  village.  Gross  over  $45,000. 
Write  Mrs.  R.  L.  Tschopp,  44  Center  St.,  Gowanda,  N.Y. 
LF  2-4200. 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 


MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


REAL  ESTATE  FOR  SALE  OR  RENT 


OFFICE  SUITES  AVAILABLE.  NEW  MEDICAL 
building,  Kizmelon,  N.  J.,  Morria  County.  Area  in  need 
of  doctors.  Henry  D.  Ricker,  Broker,  Butler,  N.J. 
TE  8-0400. 


YONKERS,  COR.  BRONX  RIVER  RD.  FOR  RENT  OR 
sale,  new  2 fam.  brick,  suitable  for  office.  Excel,  resid. 
loc.  in  area  of  new  apt.  houses.  914  BE  7-5271  eves. 


FOR  SALE:  MODERN  7 ROOM,  2 BATH  HOUSE  ON 
Main  Street,  115  miles  from  New  York  City.  Ideal  for 
M.D.  Hospital  1 mile  away.  Urgent  need  of  physician. 
Phone  516  HU  7-1807. 


NEW  PROFESSIONAL  BUILDING,  CENTRAL  SUF- 
folk  County,  L.I.  Great  need  for  GPs,  pediatrician,  ob- 
stetrician, psychiatrist,  etc.  Near  hospit^.  Established 
practitioners  in  building.  Call  516  JU  8-9041. 


FULLY  EQUIPPED  OFFICE  FOR  E.E.N.T.  DOCTOR, 
Great  Kills,  Staten  Island,  N.  Y.  Recently  deceased 
— 25  yrs.  lucrative  practice.  Appointment  on  accredited 
hospital  staff  available.  Excellent  opportunity  for  E.N.T. 
or  eye  specialist.  Mrs.  E.  Shepard,  601  Ocean  Terrace, 
Staten  Island  1,  N.  Y.  Phone  GI 8-9421. 


EAST  67TH  ST.  BETWEEN  PARK  & MADISON  AVES. 
Office  for  psychiatrist;  rent  $175.00.  Call  4-6.  RH 
4-6999. 


FOR  SALE:  OFFICE,  GENERAL  PRACTICE  IN 

densely  populated  area.  East  Bronx,  New  York.  Good 
opportunity.  Box  836,  % N.Y.  St.  Jr.  Med. 


FOR  SALE— OFFICE-HOME,  QUEENS  VILLAGE., 
N.  Y.  C.  Doctor  owned;  moving  out  of  state.  7 room 
house;  4 room  office,  fully  equipped.  2'/s  baths.  HO 
5-8260. 


FOR  SALE:  BAY  SHORE,  L.I.,  N.Y.  PROFESSIONAL 
office-home,  physician  or  dentist;  air-conditioned;  center 
of  town,  opposite  post  office;  $22,000.  By  appointment, 
516  MO  5-5062. 


HARRISON,  WESTCHESTER  COUNTY,  NEW  YORK. 
Suite  available,  3 rooms  and  bath;  convenient  location. 
Formerly  used  as  office  by  physician  now  deceased.  Call 
914  TEnnyson  5-2727. 


RARE  OPPORTUNITY— SPECIALIST;  MANHATTAN. 
1500  new  luxury  apts;  4000  more  ready  soon.  No  other 
office  available.  Sublease  6 rms.  from  GP.,  W.  End  Ave. 
TR  3-7766. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.,  221  W.  41st  St.,  New  York  36,  N.Y. 
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there  is 
nothing 
"new"  about 
Thorazine 

brand  of 

chlorpromazine 

In  the  nine  years  since  it  became  available 
to  American  physicians,  Thorazine  (chlor- 
promazine, SK&F)  has  been  more  widely 
used,  more  thoroughly  investigated  and 
more  extensively  documented  than  any 
other  agent  of  its  type. 

Its  actions,  effects— and  side  effects— are 
well  known  throughout  the  medical  pro- 
fession. Its  efficacy  has  been  clearly  demon- 
strated. And  when  properly  used,  its  ad- 
vantages far  outweigh  any  possible  dis- 
advantages. 

This  is  why  there  is  nothing  “new”  about 
Thorazine  (chlorpromazine,  SK&F).  This  is 
why  it  remains  the  first  choice  in  many 
conditions — and  the  standard  against  which 
other  agents  are  inevitably  compared. 

This  is  why  it  is  one  of  the  fundamental 
drugs  in  medicine. 


SMITH  KLINE  & FRENCH 
LABORATORIES,  PHILADELPHIA 


neither  tension,  nor  spasm, 
nor  stasis 

stays  this  patient 
from  his 

appointed  rounds 


Kcmitfli 


especially  when 

UPPER  G.l.  COMPLAINTS 
have  biliary  implications 


Each  Tablet  Containsr^^^?^  " 


for  nervous  tension 


for  smooth-muscle  spasm 


for  biliary/intestinal  stasis 


WARNING:  May  be  habit  forming 

r\  nanrrr^r 


IFF’ 

UDlJ 


^ F '’®^®ssary,  2 tablets  three  times  daily.  Precautions:  Observe  patients 
periodically  for  increased  intraocular  pressure  and  barbiturate  habituation  or  addiction-  caution  drivers 
mat' effects:  Dehydrocholic  acid  may  cause  transitory  diarrhea;  belladonna 
niay  cause  blurred  vision  and  dry  mouth,  Contraindications:  Biliary  tract  obstruction  acute  hepatitis 
hypertrophy.  Available:  Decholin-BB,  bottles  of  100  tablets.  Also:  Decholin®  with 


349R26J 


when  diminished  pedal  pulse 
PERIPHERAL  VASCULAR  DISEASE; 


% 


ISOXSUPRINE  HCl 


for  effective  relief  of  pain,  cramping,  numbness,  and  cold 

In  the  clinical  management  of  peripheral  vascular  disease,  Vasodilan  (Isoxsuprine  HCl) 
acts  directlj^  on  the  arterial  wall  to  increase  deep  peripheral  circulation.^-^  It  is  well  toler- 
ated and  effective  at  recommended  oral  doses, essentially— 

• ivithout  adverse  effects  on  coronary  flow--*  • without  ganglionic  blocking* 

• without  increase  in  gastric  acidity*  • without  appreciable  incidence  of 
hypotension  or  tachycardia*-*  • without  development  of  tolerance* 


Dosage  and  adminidtratioyi : Oral— 10  to  20  mg.  (1  to  2 tablets)  t.i.d.  or  q.i.d. ; I.M.— 5 to  10  mg.  b.i.d.  or  t.i.d.  Contraiyidications : 
There  are  no  known  contraindications  to  oral  administration  of  Vasodilan  (Isoxsuprine  HCl)  in  recommended  doses.  Cautious:  Do 
not  give  immediately  postpartum  or  in  the  presence  of  arterial  bleeding.  Parenteral  administration  not  recommended  in  the  pres- 
ence of  hypotension  or  tachycardia.  Avoid  intramuscular  doses  above  10  mg.  Side  effects:  Occasional  palpitation  and  dizziness  usu- 
ally controllable  by  dosage  reduction.  Brief  hyi>otension  or  tachycardia  may  occur  with  intramuscular  doses  of  10  mg.  or  more. 


For  complete  details  on  indications,  dosage,  administration,  and  clinical  background,  see  the  brochure  of  this  product  available 
on  request  from  Mead  Johnson  Laboratories,  Evansville  21,  Indiana. 


References : (1)  Clarkson,  I.  S.,  and  Le  Pere,  D.  M. : Angiology  12:190-192  (June)  1960.  (2)  Kaindl,  F.;  Samuels,  S.  S. : Selman,  D. 
and  Shaftel.  H.:  Angiology  20:186-192  (Aug.)  1959.  (3)  Kaindl,  F. ; Partan,  J..  and  Polsterer,  E:  Wien,  klin.  Wchnschr.  6a':186-19I 
(March  16)  19.56.  (4)  Samuels,  S.  S.,  and  Shaftel.  H.  E. : J.A.M.A.  2r2:l42-145  (Sept.  12)  1959.  (5)  Billiottet.  J..  and  Ferrand.  J. 
Semaine  mcd.  54  : 635-637  (May  20)  1958.  i96  3 mead  johnson  a company,  evansville  inojana  ojj* 
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Complete  information  for  usage  available  t»  physicians  on  request. 
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Ames  products  arc  available 
through  your  regular  supplier. 


why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 


Because  it  has  up  to  3'/2  times  the  in  vitro  antibacterial  activity' . . .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance... a favorable  depot  effect, 
resulting  from  protein  binding. . .all  providing  rapid,  higher  and  sustained  in  vivo 


DEMETHYLCHLORTETRACYCLINE  HCl 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline- 
sensitive.  Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis, 
nausea,  diarrhea,  vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photo- 
dynamic reaction  (making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphy- 
lactoid reaction.  Reduce  dosage  in  impaired  renal  function,  Capsules,  150  mg.  and  75  mg.  of 
demethylchlortetracycline  HCl.  Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d. 
1.  Sweeney,  W.  M.;  Dornbush,  A.  C.,  and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetra- 
cycline Compared.  Relative  in  vitro  Activity  and  Comparative  Serum  Concentrations  During 
7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sc/.  243:296  (Mar.)  1962. 
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